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Your Right to a Safe Delivery

Anaesthesia Disposables Y

Surgical Disposables

Disposables (Baby Side)
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ETtube 7 0 /4 dhocd é“ jor Pack {mn itk
LMA P A A/ Sutures V' Cord Clamp
ECG leads : A/ 2/ N JREs ~Suction Catheter
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Syringes :10cc )@’QG/‘ i ' \ _{—Vaecum Suction Set
05 cc é ~GJees Q @, ' ?”.O ) Yurgjcet Gloves
02 e AR Entect {.Cie auze Pk
‘UJ/C'C ] inge 1ml / 2ml
Cautery plate : A/P /N (.M “Sugercal blade | d | \| Stfgical Blade # 20
IV set (ON M6 be " T Koochies (S)
RL ) ya 6@\,3(Cagfery pencil iy
@S : 10mi/ 1007/ 500mi / 103 65| - oKoocktes %%l oI
J;[Eacm ke (Vv \ \(ZBfftments jﬁ)p Tdly @ ~ o g'tf\_'tnﬁf o3\
00 ﬂ)rs/ ction Catheter  ~ | )i
Fentanyl o'\ Cap, Mask W Dikeld watm ol\|,~
Morphine d | | Gauze Pack e b 4 - b
Ketamine ~_{"Mop Pack - 4‘9@“# ‘mc hlue on,~
Propofol &z\ﬁistrip ) hr 107,
Rocuronium n3 |Anderpad 01 L ks
Glycopyrolate o \_Bfay sheet ﬁ ¢ oo N~
ool R s B || S
Ondansetron Q‘ﬂ:/ eys cathéter]  ng-((, &/’
Pencan 25g/ Spinal Needle 22 ~Urobag -
Bupivacaine 0.25% d{ ) \ /eﬁest Drainage Catheter
Bupivacaine 0.25%(Heavy) \ Romodrain bag
ntibiotics /] J Bandage
PMo line o] | O yTegaderm A -
Suppositories G loban Tuy: Xd" 6[--H
Anamol : 80mg/ 250mg / 170 mg -~ Double J Stent il

Supridol : 100mg /

@ )\ Vaccum Suction set

Justin : 12.5 mg / 25mg / 10(3?59

Plastic Bed Sheet Mfm)\

Pr W) _Emii

Tab. Misoprost : 200mg ‘/ Betagine Solution [ /
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0y ™Mask [ A %hf%tton Balls ol
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. 4 Rainbow Childrens Hospital-Himayatnagar
Rainbow
"
i Etir.‘)gglrfa? 5 gwer = Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe nilouler,
Lo Old MLA quarters road AP State Housing Board Himayatnagar ,
: Hyderabad ,Telangana, INDIA ,500029,
04048873000, info@rainbowhospitals.in
& 1
. i I EEEDmE
i
- ELECTRONIC MEDICINE PRESCRIPTION
MRN + HNH-00015512 Name ¢ Mrs THANUGUNDLA PUSHPA KUMARL
Age ] Sex : 63Y 1M 17 D/ Female Dector : SWAPNA SAMUDRALA
AdmiReg Date/Time { 16/06/2026 0755 Payor : SELFPAY
Crder Date 1610612026 13:40 Ordernumber  : 26-0000207006
Visit ID 1P26-00006594 Ward/Bod No 4F -0OT I PPO-418
Patlent Address 306,araving vinar apanment, aravind whar colony, Iguda.hyd, Doma! Hy Tel INDIA,
500029
S.No Dascription Qenaric Nams Dosage Route / Frequency Duration Instructlon Qty Status
UNDERPADS 60X50
t | BUERRLY 1Nes Exismal} 10 AM 1 Cays thos]  Pupenssd
7  |IRRIGATTOR UR SET} IRRIGATIO{T.UR SEY) |1Mos Esterial § Onos Daly t Days 2Hos|  Duapensed
3 |ADULT DIAPERS-SAL thos Exemal {10 Al t Days tHos| Mspensed
4 |OSYRNGE BML{MPRO} SYRINGE SHL 1N Enturral } Ones Daky & Days 4Nos| xspensed
s |PACTOPREP SOLUTIONS 100 1, 1Onca Daiy t Days ¥hos| Ouspensed
FOLEYS CATHETER 16
] URGCATH 1 Nos. External 10 AM 1 Days Ihos|  Dapensed
MEBLU-NINS 36 ML= N
7 | CARE REMEDIES 1Hes Extomal 710 AW 1 Days 1Nos| Dispensed
O 8 m‘:“NE INJVIAL 0.25% 1 Mos. Exturnal £ 10 AM 10ay1 1Nm|  Dispensed|
DISPOSABLE ARRONS STERIDISPOSABLE APPRON
9 X STERILE XL 1 HNes £ Grca Oaly 3 Days 2 Nes Trpensed
MAJOR PACK
0 | bRoTECTOARE) 1 Kos F1OAM 10ays 1Nos| Dwpensad
11 |DSYRINGE 10ML (MPRO)  |SYRINGE 10ML 1 Kos Extemal [ Onco Oally 10ays 4Nos| Dispensed
12 |UROBAG (ADULT) -URODYNE 1Kea Exiemal £ 10 AM 10273 1Nos|  Dipensed
i 13 | ONDORIND IN2 4 MG 2 ML 1Kos FCnce Daily 10aps tvial|  bapensad
1 MCT-RGF 100MG 0ML 1 Nos 1 Gnce Daily 1Days 2 Nos, Drspunsag
15 |SGLOVE = 8.5 (SURGICARE) |SURGICAL GLOVESS.5 |1 hos Extemal / Once Daly 10ays anos|  Dispensed
16 |BUPICAIRHEAVY BIMG INY 1hot Once Dady 10 1hos{  Drpensed
LEGGINGS DFSPOSABLE
17 (PROTECTCARE) B1G 1Noa 1108M 1 Days 1hos| Duspansed
18 COTTON BALLS 2 GM S NOS + Nos Extermal § Ooce Daiy 1 Days T HNos Duspensed
W  |E.C.GELECTRODES [ADULT) [ELECTRODES ADULY {8 Nos Extenal / Once Dady 1 Gays INos|  Puspansed
20 |OSYRINGSZSMLINIPRO)  |SYRINGE 2ML ¥ Hos Evemal { Orice Dady 1 Cays 4Nos|  Dnpensee
21 |DOWATER10MLAMPULE  OISTIL WATERIDML |9 Bonis Extemal { Once Daty 1 Days 1Botie|  Despansid
22 |THEMICAINE 30GM JELLY :g"mm 0w Doly 1 Doys thos| Dmpanses
23 {MINISPIKE-V MINISPIKE-V 1 Nos | xtamat # Once Caity 1 thays 1hos|  Dupensed
26 |CAUTERY PENCILIADVANCE)| 1Hos Exomal § Onca Daiy 1Daya Thos[ Dispensed
75 |po o M CLosED i Nas IV Infusion i Onca Daly |1 Geys 20| Oispansed
O 2% eV TUBE 7.0 CUFFED RUSCH 1Nos |Extamans 10 At 1 Cays YNoa|  Dispensed|
27 |SURGICAL BLADE 11 SURGICALBLADE 11 |1Nas {Extsma! Onca Dalty 1 Days 1Nos| D
28 |NASOPHARYNGEAL TUBES 20} pacee 0 OEAE |1 Nos Fxismatf Onca Daiy 1 Doy 1Noa|  Dispansed]
‘29 E;u”:',m’s"oﬁ“;_'::’m - Thes Extermat  Dace Daiy 1 Days INos|  Drspansed,
o T&'&w&g&ﬂ%ﬂgm' 1No3 ¥ Once Daly 1Days 1Nos]  Despanged)
n Sag{.ﬁ 1EKISIZPLY 5 g;:%zsz TESXRSPPLY |, oo {Exiamas Once Day 10ays anos]  Openseg
32 {VACCUME SUCTION SET 1Nos Exiemnst ! Dace Dady 1D2ys ZNos| Dapensed
33 |MOPS 20%30 BPLY 58 %-RAY |MOPS 30108 PLYDATT |1 Nos 4 Once Daiy 10sys 1Nos| Dispensed
34 Encore Micropii: gloved-8.5 1Mo 1 Oncn Dedy 10wy Ates| Dispensad|
35 |JMSHHNSURPOSITORIES 100 1Nes Extemal! Orcs Dady 108ys thos|  Dupemea
' STRATAFIX SPRAL PDO STRATAFIXSPIRALPDD
26 (SXPD2BADT [SxPD28B40T) 1 Nak 1 Onea Daity 1 Daye 1nast  Diepsnged
I |NS SOOML CLOSED BOTTLE 1Botle Exemal Onca Daly 1 Doys 18ate]l  Dispunsed
SWAPNA SAMUDRALA
Reg No : 69924
* This document is just for refarence purpasa caly. Not 1o be considered as prmary reposl.
Note
* This prescription is valid enly for spacified duration.
* Do not reflll medicines. .
Printed Date/Tima : 16/06/2026 13:46 Printed By : GUVVALA VIJAYA SUSHEELA Pace 1 of1
.
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s F Rainbow Childrens Hospital-Himayatnagar
Ramémw
Children's . . . .
ita]  Gedwiac Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer,
Hospita Py
-ke Old MLA quarters road AP State Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500029. N
040-48873000, info@rainbowhospitals.in e
ELECTRONIC MEDICINE PRESCRIPTION
MRN 1 HNH-00015513 Name : Mrs THANUGUNDLA PUSHPA KUMARI
Age f Sex ) : 53Y 1M 17 D/ Female Doctor © SWAPNA SAMUDRALA
Adm/Reg Date/Time : 16/06/2026 07:55 Payor : SELFPAY
Order Date * 16/06/2026 13:40 Ordernumber  : 26-0000207007
Visit 1D 1P26-00006594 Ward/Bed No  : 4F -OT /PPO-418
Patient Address * 306,aravind vihar apartment, aravind vihar colony, domalguda,hyd, Domalguda, Hyderabad, Telangana, INDIA,
500029
S.No Description Genoric Name Daosago Routo / Frequoncy Puration Instruction Qty Status
1 BCV-INTRAFIX SAFESET 1Nos I Once Daily 1Days 1 Nos Dispensed
2 |ROCUNIUMINJ 50 MG 5 ML 1Nos I Once Baily 3 Days 3Vial] Dispensed
3 |HMEFLTER(AOULT 1Nos External / 10 AM 1Days 2Nos|  Dispensed
4 (SPLF'QRDCEIEIEE?ZB‘;(‘:::}IQ,I(ETEMALE) 1Nos Extemnal / Once Daily 1 Days 10 Nos| Dispensed
5 ;gg%;z,isysﬂzEXTENﬂcN 1Nos 1 Once Daily 1 Days 1Nes| Dispensed
PROXIMATE PLUS MD 3500 | PROXIMATE PLUS MD ' "
6 STAPLER{PMW35) 3500 STAPLERPMW35 1 Nos External / Once Daily 1 Days 1Nos| Rispensed
7 |RL600ML CLOSED SysTem [RINGER LACYATE 1 Botle { Once Daily 4 Days 4Botle|  Dispensed
8 THEMIPYRRNOM 08.2MG INJ 1 Nos Extemal / 10 AM 1 Days 1Nos| Dispensed
9 |SGLOVE #7.0(SURGICARE} |SURGICAL GLOVES 7.0 |1 Nos External / Once Daily 1Days ZNos| Bisponsed
10 |EACEMASKILAYER- FACE MASK 3LAYER |1 Nos Extemal / Once Daily 1Days 10Mos| Dispensed
11 MYOPYROLATE-INJ-SML 1Nos 1 Once Daily 1 Days 1 Ampule Dispensed
12 ggg\k%iﬁ_mggm%” 1 Nos Exernal  Once Daily 1 Days 20Nos| Dispegsed
VEIN-O-LINE 100CM . ;
13 ROMSONS 1 Nos {Once Dally 1 Days 1 Nos Dispensed
4 DSYRINGE i0ML (NIPRO) SYRINGE 10ML 1Nos External / Once Daily 1Days 3Nos| Dispensed
15 (ENCORE MCROPTIC 1os 1Once Daity 2Days 2Nos| Dispensed
16 ?[L)JUFSL?CS)LSSUPPOSITORIES 1 Nos External  Once Daily 1 Days 1Nos| Dispensed
17 T&V&T_ANZ SOLUTION 10% 1Nos / Once Daily 1 Days 2 Mos Dispensed
SWAPNA SAMUDRALA

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

Note

* This prescription is valid only for specified duration.

* Do not reflll medicines.

Prnted Date/Time . 16/06/2026 13:46

Printed By : GUVVALA VIJAYA SUSHEELA

Reg No : 69924

Page 1 of 1
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Rainbow*® _ o
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Pimhl?o a Safe Delivery

Mrs THANUGUNDLA PUSHPA | |\ HNH-00015513

Name KUMARI

Father/Guardian Mr A. LOURDU MAR REDDY Age/Gender 53Y 1M 17 D/ Female

Aedddrans 306,aravind vihar apartment, aravind vihar colony, domalguda,hyd, Domalguda, Hyderabad,
Telangana, INDIA, 500029

IP No IP26-00006594 Admission Date ' 16-06-2026

Ref Doctor Self.

Discharge Date 19.06.2026

ISCHARGE SUMMARY

Consultant:

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)

69924

Diagnosis: PERIMENOPAUSAL WOMEN WITH AUB-ADENOMYOSIS WITH
CORRECTED ANAEMIA

TOTAL LAPAROSCOPIC HYSTERECTOMY + BILATERAL SALPINGO-
OOPHERECTOMY + OMENTAL ADHESIOLYSIS DONE ON 16.06.2026

History: She came with complains of heavy menstrual bleeding on & off since
1 year associated with clots. USG done outside showed- Adenomyosis with
ET=12.5mm, conservatively managed elsewhere - advised Hysterectomy in v/o
failed medical management. H/o Severe anaemia (Hb-5g/dl) -2025, received IV

HIMAYATHNAGA R BANJARA HILLS HYDERNAGAR ’ KONDAPUR OUTPATIENT CLINIC (JCI A SECUNDERABAD KONDAPUR L B NAGAR NANAKRAMGUDA

40 - 4246 2100

Q® 1800 2122 & www.rainbowhospitals.in
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Rainb : . L
Children’s | ‘Bsrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Mrs THANUGUNDLA

PUSHPA KUMARI UHID HNH-00015513

Name

IP No IP26-00006594 Admission Date 16-06-2026

FCM (4doses). Pap smear done on 22.05.2026 showed NILM. USG (20.05.2026)
done showed Uterus RV, Adenomyosis, ET 8.21 MM, B/L Small
Ovaries.Hysteroscopy + Endometrial biopsy was done on 29.05.2026 which
showed Proliferative phase of endometrium. She was Admitted for Total
Laproscopic Hysterectomy+ Bilateral Salpingo-oopherectomy.

Menstrual History:-
LMP- 29.05.2026/ LLMP : 05.05.2026
Previous cycles: Regular, heavy flow with clots

Obstetric History: P2L2, 2 LSCS, LCB-2005 years, undergone sterilisation

Medical History: K/c/o Bronchial asthma (since childhood- on & off on
medication)- last attack- 2022; K/C/O HTN since 2 months (on T. Telmisartan
40mg OD); K/C/O pre-DM since 2 months- on diet; H/O varicose veins since 2
years. H/O severe anemia, received parenteral iron,

Surgical History: 2 LSCS- 1998, 2005
Allergies: Nil
Family History: Mother-HTN+DM

Investigations: Enclosed.
Blood group: "Q" Positive

Surgery Notes: TOTAL LAPAROSCOPIC HYSTERECTOMY + BILATERAL
SALPINGO-OOPHERECTOMY + OMENTAL ADHESIOLYSIS .

Indication:
Endometrial hyperplasia +Adenomyosis

HYDERNAGAR A KONDAPUR DUTPATIENT CLINIC () SECUNDERABAD (NANH Accreditnd)  KONDAPY 3 LB NAGAR (MAE HANAKRAMGUD: A
3 04t - 208 2 e 748 221 040 2400 . 340 - 7

@ 1800 2122 & www.rainbowhospitals.in




Rainbow*® , o
Children’s ‘Blrtthght

Hos pita| BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Mrs THANUGUNDLA
Name PUSHPA KUMAR| UHID HNH-00015513

IP No IP26-00006594 Admission Date 16-06-2026

Operative findings:
1. Dense omental adhesion to previous LSCS scar
No umbilical hernia seen.
Uterus- bulky.
Cervix - normal
Bilateral fallopian tubes -normal
Bilateral ovaries -normal
Bladder densely adherent due to previous LSCS scar on uterus
Rest of the viscera -normal.

®NOU A WN

Procedure:
* Omental adhesiolysis done
No umbilical hernia seen
Laproscopic hysterectomy + bilateral salpingo oopherectomy was done
Vault sutured with no.2 -0 stratafix after removing specimen
Wash given
Hemostasis secured
Wound closed in layers
Skin closed with clips
Postoperative period was uneventful.

Post-Operative Notes: She was closely monitored in the postoperative
period. Her vital signs remained stable. She was encouraged to ambulate and
void spontaneously. She was shifted to room. Her general condition was
satisfactory and she was found to be fit for discharge. Medications were
explained to the patient supplemented by written information.

HIMAYATHNAGAR BANJARA MILLS ‘. B HYDERNAGAR KONDAPUR OUTFATIENT CLINIC () Fi SECUNDERABAD KONDAPUR L B NAGAR (% A NANAKRAMGUDA
- 3040 - 48573000 prergemcy'd G40 - 4466 555, 91009 29516 pe M40 - 4246 2300 040 - 4246 21 g 040 - 4248 22 3 p— 040

@ 1800 2122 @ www.rainbowhospitals.in




Rainbow’ o
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Mrs THANUGUNDLA
Name PUSHPA KUMARI UHID HNH-00015513
IP No IP26-00006594 Admission Date 16-06-2026
Advice:

1. Tab. Ceftum 500mg (Cefuraxime axetel 500 mg) twice daily till
20.06.2026 (9am - 9pm) after food.

2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs)thrice daily till
18.06.2026 (7am-3pm-10pm) after food.

3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 18.06.2026 (10am-
4pm-10pm) after food.

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

till

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

Continue Previous medications- Anti-hypertensives.

Injection Clexane 60 units once daily at 10 am subcutaneously till

25.06.2026.

=1 W On

Review with Dr. SWAPNA SAMUDRALA, after 10days on 29.06.2026 for
clip removal at Rainbow Children's Hospital with prior appointment (Review
consultation will be charged).

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

Patient/ Attender

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

HIMAYATHNAGAR BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC () SECUNDERABAD KONDAPUR L B NAGAR (MAEM Accredited)  NANAKRAM GUDA
. 7 s argancy 3 C 2 guicy.] 040 - 4246 1201 246 2400 wrarmory ? 5

@ 1800 2122 @ www.rainbowhospitals.in
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HOSpital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Mrs THANUGUNDLA

HEfs PUSHPA KUMARI uHe e e
IP No IP26-00006594 Admission Date 16-06-2026.< T
website www.rainbowhospitals.in \

5 Vo
Regis\:ﬂ“ﬁféésideﬁf/(:.m.o

Consultant:
Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)

HIMAYATHNAGAR BANJARA HILLS “AB HYDERNAGAR ¥ KONDAPUR DUTPATIENT CLINIC () SECUNDERABAD KONGAPUR L B NAGAR NANAKRAMCUDA
wneyd 040 - 4BATIO00  Eamergmmey) 04O - 4466 5555, 91009 25516 == 40 - 4246 230 = 3 DAD - 4248 2100 . 040 - 4246 2200 mesgency] 040 - 4246 2400 Leesgency] 040 - 7111 13D 3 D406931°233

Q@ 1800 2122 @ www.rainbowhospitals.in




e . Rainbow Childrens Hospital-Himayatnagar

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

HRalabow WEB : https://rainbowhospitals.in

ADMISSION SHEET

I e
Registration Details :

Admission No : IP26-00006594 Admit Date : 16-Jun-2026 Admit Time :07:55 AM UHID : HNH-00015513

Patient Details :

Patient Name : Mrs THANUGUNDLA PUSHPA KUMARI Age :53Y1M17D
Guardian : Mr A. LOURDU MAR REDDY DOB : 30-04-1973
Gender : Female Religion

Occupation . Martial Status

Address (H) - 306,aravind vihar apartment, aravind vihar Phone No : 7569655303

colony, domalguda,hyd Domalguda

Hyderabad Telangana INDIA 500029 E-mall : na@gmail.com
+LMdmission Details :
Bed Type : TWIN SHARING Bed No :PPO-418 Ward Name :4F -OT
Room No : PPO-418 Admission Type : First Visit
Contact Details :
Name : Mr A. LOURDU MAR REDDY Relationship : Husband
Contact Address : 306,aravind vihar apartment, aravind vihar Phone No . 7569655303

colony, domalguda,hyd Domalguda Hyderabad
Telangana INDIA 500029

/
Signature

Doctor Details :
L y
Doctor Name : Dr. SWAPNA SAMUDRALA Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self. Phone Mo

Co-Consultant

Payment Details : Deposit Amount  : 199999.00

Payment Mode :Cash Payor Name : SELFPAY

inted Date / Time : 16/06/2026 08:01 Printed By : 020099 Page 1 0of 2




,f/:é .
Children's ‘BirthRight‘
PATIENT TRANSFER FORM riospital _ | @ zeueznion

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
JJ\
HNH-00015513 IP26-000068594 ) \ =
THANUG s ‘ ‘)O’l/k \ )/5 ™ ({i
s oo e © ook @ oot @ |

+— Dr. SWAPNA SAMUDRALA

M O&
oA o

DY’ NoveeA
From Unit To Unit Informatipn to Attendant
wekgoss Y o
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical docurpents. If any handed
oyer to attendant
%Y — Yﬁ/ely No[”|
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. ltem Name Quantity
1. gA @mr\.p
2.
3.
4.
5.
Shifting Summary / Notes Written by Doctor:  Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

et {5 b s

Patient & Clinical Records Received by :

N
Date & Time of Patient Received : Lo iPN\/Ka),‘ £]~ L )//6

If the transfer order time & Completion time is[more than 30 minutes, please tick the reason mentioned below :
|| Unavailable Bed || Nurse not Available [ | Available Bed not ready

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

==



HNH-00015513 1P28-00006594
Mrs THANUGUNDLA PUSHPA

0TS ekl S -

"V, C\ iz, @ orRg
ACTIVITY RECORD FOR BILLING
NaME
UHIDNo.: __ _______ PNo:__ | Consultant: _ _ Dept:__ __ _____
Date of Admission: _ _ _ i1 L= o Date of Discharge: _ _ _ _ _ __ _ Time: ___ _____
Room /BedNo:_________ Ward: _______ Suggested Billable bed type : _ _
WARD TRANSFERS

Date Time ~ From To Signature of Nurse

L6 | ap | e —podd o7 PR [
KT LN Y o1 Dre - post™] @W
pAL\b | ol 5gP @@/pcs*’ B Wr S

Cross Consultation Visit

Doctors Name Date Order No. Signature

8

9

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




INVESTIGATIONS

(f

Date Investigations Order No. Signature
‘Q%M% CBY 9% -\ _deudl—
oS e /\»ﬁf
N\ o < ﬁgmq 21 L(Jr/\_"
\H 1 / )D v




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting .
Date Equipment Time ?&T{n; %JO Order No. - Siwre
4 il
L6 | (Bedtac oo : g0 ] fer

\LLé

2.0)
W

@‘ \Y 9

L f)ﬂu:.%ﬂ pU "‘Q.,

L,

N Supmeft [ dgﬁﬁfb v

avoss e (] (O
easal (@bt




PROCEDURE

Date

Procedure

Quantity

Order No.

Signature

3

Dy plagemen] A

—( J

LU S

1C 6]
Lt Lo

M}fcprﬁ@r

—)

-

e 31%%5\&

N N p40g AP
Pk =t
> —

UMD
i

QT % e
s DR W O(ﬁ_:»:/ \
L o S
ANY OTHER INFORMATION
Date Time Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




HNH-00015513 13
26-00006594
Mrs THANUGUNDLA PUSHPA

30-04-1973 83y1
Dr. SWAPNA gsamup " 70 ® ]

T T .| @ s

Hospital
|.P. ADMISSION SHEET FOR GYNECOLOGY

\\

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

Date of Admission : .......ccceeeevneen. (G\G\ ........................... Time of Admission : %M" .............................

AUBTGIBS? ..ovvsvvsinensinnsizimnpisnei N“ SR T /ﬂot know any drug allergies
- PRESENTING COMPLAINTS : --- === - s et e e oo m oo :

Code A 6 mandh, ary qubld WYL famay Lzaﬂnlq,i
C,\\ Lawud asdnahat f,cg'fm o~ /LO‘N

ol &N\qai' Nl LY c«&Lr\pr\:\Jﬂu@ Cq B amm,
gL dall VAU

dy ardiede )\»aql/@om-w P < m\(\su-.

o e o e

c{C  otdomm sn \ &5 I\J\A Q\ld\ohﬁmtfo\l.\)’ ULt L\WV?Q
5& begmm WAL Riowwetdon eh orniRkat {,éq_. :

NN

-

MENSTRUAL HISTORY OBSTETRIC HISTORY
Year of Marriage : td{r\(,_ Parity : Pals
Previous Periods : Mode of Delivery : Tm!\f WULA .
\
LMP: ?,\ <\ b Last Child Birth : ) ou

Contraception : r\u\v L\J(\;Wj

PAST MEDICAL HISTORY PAST SURGICAL HISTORY
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08:00 am ald G 0
09:00 am

\c\\f oan VT \ .
&
™~

Al
11:00am | SFop L NK 0o
1200pm| | ! g
01:00pm|
Total Intake : Total Output : | )-
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Qutput :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am

Zlo?le o O

Total Intake : Total Output :

02:00 am

03:00 am

04:00 am
05:00 am
06:00 am
07:00 am

Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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It takes & kot to treat the Dithe.

( FLUID CHART |

3
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safa Delivery

1. All measurements it ml.

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

i Uu{put

T Nature
Date Time of Fluid

Diarrhoea | Vomit { Drainage

Urine

v Site

Thrombo-

phiebitis
Score

Sign.

Nurse

N.G

08:00 am

09:00 am

10:00 am’

i~ 11:00 am

12:00 pin

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm-}

09:00 pm !

10:00 pm

11:00 pm

12:00am |

01:00 am

Total Intake :

Total Quiput :

02:00 am

03:00am |

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Ouiput :

Total 24 hrs. Intake

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

Tolal 24 hrs. Qutput
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Rainbow"® . B
",M",”mm Children’s i BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital— .?Zf:;“i?fi“!?ﬁfilﬁfti
b |
DAY-1 ) 1%/ CpLDAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ T (e [(R)| M [CEJ(RN| M | E | N Remarks
. No signs of phiebitis / S = e
1 IV site appears healthy Ohssaevs cannul 0 }Dh/ C 1O |— — — 0
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula MNw| - s ! .
* Slight redness near IV Site - N
Two of the following Signs o
3 are evident: Ez:}!"sliestcag:noiaphiebltlsl 2 - - —
Pain at IV site Redness - \bt — | = NA
All of the following Signs are Medium stage of phiebitis / '
evident : . " )
4 | Pain along Path of carnula ?esrtte Catnnula Consider 3 W =1 ] s —
Redness around Site Swelling S Nq.
A 3 s fg"g Wi Hijrs are Advanced stage of phlebitis or '
evident and Extensive : s
5 | Pain along Path of cannula E;e S.?%Of thriorgbophdlebms / 4 }’Cz“” ~— T
Redness around Site R SIE LARIUIRJONSICT ’ . N/T
Swelling palpable Venous cord Treatment -
All of the following Signs are
evident and Extensive : Pain Advancedh?t%gg of W
6 | along Path of cannula Redness | frombophiebitis / 5 ] === == N A,
around Site Swelling palpable 'é"t'ate treatment Re site
Venous cordpyrexia annula
Signature of the Nurse om,é ~@,é&/ A é}g @’

v

—

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

Signature of Shift In Charge :

Signature :

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

Name : .......

Signature of Ward In Charge :

Signatiine &b n et Name :

.......................................................
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Patient Sticker , Rainbow® . s
| Children’s ‘Blrtthght
i INBOW HOSPITALS
CH ECKLIST FOR TH ROMBO PHLEBITIS Egﬂ?ﬂgg!u@e st:ighuo agafeoeliiem
- — . DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE /ACTION SCORE |y E N M E N M E N Remarks
1 | IV site appears healthy h(llobgiegr[\}z ﬁgggﬁg""sl 0
One of the following signs is
5 evident : Possibly first signs of phiebitis ’
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 l’:‘;oet‘);(}gstfollowmg Signs Early stage of phlebitis / 5 .
Pain at IV site Redness , Resite Cannula
All ((j)f the following Signs are Medium stage of phlebitis / .
evident : . ;
4 | Pain along Path of cannula ?esi[e Gatnnula Consider 3
Redness around Site Swelling featmen
A ".3 f t? ¢ fg“ng; ing-_Signs o Advanced stage of phlebitis or
gvident and Extensive : o
5 | Pain along Path of cannula g‘e ﬁ}arégmrlgnégﬂg?(:gfr)mﬂ 4
Redness around Site _ Te Sl :
Sweliing palpable Venous card reatmen
All of the following Signs are
evident and Extensive : Pain tl?]dvant{]:edh?t%gg of
6 | along Path of cannuia Rediness | rt?T ?p te |t|§é . 5
around Site Swelling palpable é" d el reament ke Site
Venous cordpyrexia annufa
Signature of the Nurse

NOTE ; Phlgbitis greater than grade 2 should be reported to physicians an& other appropriate heatth care personal ongoing abservation of the site should continue for 48 hours post removal to detect post infusion phlebitis.
!

Signaturs of Shift In Charge : Signaturs of Ward I Charge :

SINAIUTE : oo renseeesrerreraosmaresssveses NAME | ot verrse e ers e sesrerensesnaes SIGNARITE : oeoereeeeeremeernerememrrrrsesemsensmresseres NAITI § rortrerserenvessasreniesssissessasessarsersessasassnes

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




o O o o

NOTE : Phlebitis greater than grade 2 should be reported to physicians and other apprapriate health care personat angoing ebservation of the site should continue for 48 hours post removal ta detect post Infusion phiebitis.

Signature of Shift In Chargs ;

Lo 1 (1 NAIME & oo sssstsrestsaosserosse

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

Signature of Ward In Charge :

SIGNAIUNE © cvoverinrernsemsereriesnssasrersmserissrses NEME : «ooercinisesevensresserensessisgesiassonsronssons

N w
Patient Sticker Rainbow® . .
Children’s @ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS — - Hospital . o gt e s e i
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N M | E N M E N Remarks
1 | IV site appears healthy l‘éobg;grr\g 2; Emﬁgms/ 0
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 l\:\;ﬁﬂ(}?ﬁtfollowm Signs Early stage of phlebitis / 5
Pain at IV site Redness Resite Gannula
A".g f t]ge following Signs are Medium stage of phlebitis /
gvident : X X
4 Pam alﬂng Path of CaﬂnUIﬂ ?331:3 Catnnma Consider 3 |
Redness around Site Swelling reatmen .
Al g fthe fgllé))\(rtving Signs are Advanced stage of phlebitis or
evident and Extensive : o
5 Pain along Path of cannula 21: ;Eréglflmgrggf]g%ee?'t'sl 4
Redness around Site T ]
Swelling palpable Venous cord reatment
Al of the following Signs are
evident and Extensive : Pain Advanced stz;)gg of
6 along Path of cannuia Redness thrgmhophle tis . 5
around Site Swelling palpable hnitiate treatment Re site
Venous cordpyrexia Gannula
Signature of the Nurse
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Patient Sticker Rainbow® . . 4
Children’s ‘ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | oo g3 e sl
| DAY-1 DAY-Z DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE W T £ TN T W T E W T E T N | Remarks
1 | IV site appears healthy %thggr:i g;gmﬁgitiS/ 0
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
Two of the following Signs -
3 are evident: Ezgﬁ eStggrfnTI ;) hlebitis / 2
Pain at [V site Redness
A".gf t,t[] ¢ following Signs are Medium stage of phiebitis /
pvident : ! .
4 | Pain along Path of cannufa {I'_{esi[e Gatnnula Consider 3
Redness around Sits Swelfing reatmen
leg;;? g;gllngt:érrlgﬁég:ns are Advanced stage of phlebit_is or
5 | Pain along Path of cannula ]tqh: Ssi}aréo;‘mthr[onebzppcllebms/ 4
Redness around Site & Lannta LONSIder
Sweliing palpable Venaus cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannuia Redriess | [rombophlebitis/ 5
around Site Swelling palpable Initlate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse

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

Signature of Shift In Charge :

SIGNALUIE © voevrerserreesrereensenesenassesmasasisrsnne 8211 U

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

Signature of Ward Ih Charge :

Signatre : .....cvceeereereecrerneeaeseenes

ereennrsene NAMB § rovetirernriniemessemimsassarres sestasisssssoressonras
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Morse Fall Risk Assessment Form

Rainbow® &

Children’s
pital

It takes a lot to treat the littie.

Hos

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date / Ti Ju| o '
Choose Highest Applicable Score from each Category aie/ Jime ‘:’ 1 l" \ 6 \.[’ Fall Risk Grading
Score [ w) -
History of Falling Yes 25
(immediately or w/in 3 months) No 0 C-) & D Risk Level MorsThﬁ:g)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
IV / Heparin Lock or Saline ;es 200 9\@ A0 726 Implement
| 4 e Moderate Risk | 25 - 50 ’F‘j‘r‘;gg;‘:itgn':a"
mpaired ?
' Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 —— Risk Fall
Mental Status .g = High Risk = Prevention
Oriented to own ability 0 Intervention
Total Morse Fall Scale Score: Qg 27 20
Signature Al @) W

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

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

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

(]

] Hourly safety check

Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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Rainbow’ . Bor
Children’s ‘Blrtthght

: Hospital BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form ik s v e oot s
1 : ¢ B
Date /T ] F
Choose Highest Applicable Score from each Category oL A{; /20 2% Fall Risk Grading
Score ,L{é
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morst:n::g’Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
r Furniture 30 Standard Fall
Low Risk 0-24 ;

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

None /Bed Rest /Nurse Assist 0 U
IV / Heparin Lock or Saline ;es a 2’9 Implement

2 g 2 Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
. ntion

GAIT / Transferring Weak (uses touch for balance) 10 Intervent

Normal /On Bed Rest /Immobile 0 Implement High
Manial Shatia Forgets limitations 15 High Risk > 51 !;lsk Fatiil

Oriented to own ability 0 Inrt\:‘:?fgnggn
Total Morse Fall Scale Score: L

Signature %L

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

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

Moderate Risk (25-50) Apply all low risk intervention and

[ Assist and/or supervise ambulation. Reinforce to always call for assistance

["] Hourly safety check
["] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

(] Initiate constant observation by healthcare provider as appropriate to patient's needs
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Time:| A/ 7, -1 W AL

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited: :
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

DUNRY 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.
2, Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate; J
A it Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : S . 4 - :
of physical activity" Confined to bed non-existent, Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

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.

4. Rarely moist:

Moisture Degree 1. Constatly molst: 2. Vory meiot: : 3. Ocoaslonally molst: o T .
S0k Skin is kgp! vmmst glmost ponstantly S.kln is often, but not always, moist. $km is occasionally moist, requiring Skin is usqally dry, routlne diaper 7
skin Is exposed by pemplrapon. urine, dralnage. etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing L,
tomokiture Dampness is detected every time 8 hours. every 24 hours. ( { \" (/{
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient \«
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position
surface slide across repositioning with maximum assistance.|  irfchair or bed most of the time but in bed or chair at all times." (‘/ (_(
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. 4, Excellent:

NPO/or maintained on clear liquids,
or |Vs 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/dI
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

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

but will usually take a supplement if
offered.

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.
Occasiuially eats between meals.
Does not require supplementation.

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is 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




Support Surfaces
Risk Score Category Action (Plese 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 maitress
1518 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistibution surfaces Alternating pressure mattress overla
Maniage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
« |Jse the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
+ Position patient at 30 degree !ateral incline using foam wedges .
Alternating pressure mattress overlay
s Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk « In addition to regutar turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequently Alternating pressure mattress overlay
« Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk - Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:

L

Mobility Makes major and frequent changes in u
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.
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.

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

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

2.Very moist:

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

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

4. Rarely moist:

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

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

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

2. Problem:

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

repositioning with maximum assistance.

3. Potential problem:

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

4. No apparent problem:

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

L

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

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

take a dietary supplement.

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

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
Ye < 95%; hemoglobin may be

<10 mg/dl; capiliary 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




F
Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are deemed at risk due
to attered mobility, consider occupation therapy referral for advice
« Regular Turning Schedule . _
» Enable as much activity as possible High density foam mattress
15-18 At Risk + Protect the heels Gel pads for high-risk areas

« Use pressure redistribution surfaces

« Manage moisture, friction and shear

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

Alternating pressure mattress overlay

High density foam mattress

« Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk N . Gel pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges .

Alternating pressure mattress overlay

« Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk « I addition to regular turning schedule Gel pads for high-risk areas )
« Make small shifts in their postion frequently Alternating pressure mattress overlay
« Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk » Add a pressure redistribution surface for patients with Gel pads for high-risk areas
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PA'N ASSESSMENT FORM < 4 e Your Right to a Sate Delivery
| Pain’Sofe . g Modifying | Patient / Family : .
Date Time (0/10) Location Duration Acuity Character Factors Educated .Intervemlon Sign
| [J Continuous | [ Acute [J Sharp (] Dull (] Increasing | [ Yes &t,f ©
[ ;3\ fg ”\mﬂ c’)\ (& !\KOAN/Q [ Intermittent | [ Chronic [JAching [ Burning | [ Decreasing | [ No
o ] Continuous | [] Acute ] Sharp ] Dull 1 Increasing ] Yes A
\ %Uc ) 0 {_UL? N ] Intermittent | [ Chronic [] Aching (] Burning | 7 Decreasing | [ No N <t A
(] Continuous | [ Acute (] Sharp (] Dull [] Increasing O Yes -
: 1)
A b\b o) D‘\O N A 1 Intermittent | [ Chronic (1 Aching () Burning | [ Decreasing | [ No ‘-\kﬂ ~ 4
("] Continuous | [ Acute (1 Sharp [ Dull 1 Increasing L] Yes \ ()Q
N YAD
\bo\b\2b %?m O\\O A | ) intermittent | ) Chvonic | () Aching () Buring | 1 Decreasing | T No A A
] Continuous | [ Acute (1 Sharp [ Dull [ Increasing ] Yes
_ A . - . ; . ; - ) -
\'}\g hAm| © (| O intermittent | £ Chronic [] Aching [ Burning | [ Decreasing | (] No D L
[} Continuous | [] Acute (1 Sharp [ Dull [] Increasing L] Yes
\’,)r{ 3 11 ﬂM D 153 A [] Intermittent | [ Chronic (] Aching [ Burning | [J Decreasing | [ No ’\) Pr ‘):),,
[] Continuous | [ Acute (] Sharp  [J Dull [] Increasing L] Yes
: \ n Q (1 Intermittent | I Chronic ] Aching [ Burning | [ Decreasing | [ No X_7
e [Bfw AP NA =
[J Continuous | [ Acute ] Sharp ] Dull [1 Increasing | [ Yes
\Q’E{; 9w D | =— [J Intermittent | ) Chronic [ Aching (7] Burning | [ Decreasing | [ No Mo <)
[0 Continuous | [ Acute (] Sharp (] Dull [ Increasing 1 Yes
L‘%[é ZPM O —— | [ Intermittent | [ Chronic (1 Aching (] Burning | (] Decreasing | [ No Z)J)Jd\' V(UZ
) {1 Continuous | 1 Acute [ Sharp (] Dull 1 Increasing L] Yes ;
l ( ( — ) ) 7 A0
% G ?AT‘ O [ Intermittent | ] Chronic [ Aching [ Burning | (J Decreasing | [ No d @}
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 b)  Then every 4 hours.
c) Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)



- — — J . g
R 52 5/
’ PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

‘ SCORING
CATEGORY
0 1 1 2
* | Occasionat Grimace or Frown, Frequent to constant frown,
Face \ No Particular expression or smils wiihdraw, Disorfented quivering chin, clenched jaw
Legs Nosmal Position or Relaxed Uneasy, restless, tense N Kicking, or Iegs'bmwr} up
(99
. " Laying quielly normal position, Squirming shiffing back and . .
Activity moves easily forth, tense Arched, right, or Jerking
Numerical Paln Scale (Obstetric and Gynecology) . - £ } 3 7
| I 1 L 1 1 | { 1 1 1 Moans or whimpers occasional Crying steadily, streams of sobs,
I T 1 T i i 1 i ] . 1 Cry No Cry {Awake or asleep} h
0 b s 3 H H 5 7 8 ! w1 b complaint _ . frequent complaints
- : o | et el
! ili Content, relaxed ] h Diffieult to console’or golnfort
- Consolability distractile ‘ ;
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedalion Normal Paln/ JltgllatiunY
- Criteria
Wony - Baker (Pedialrics) Above 7 Years 2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not{ Iritablé or crying at | High-pitched or siient-
Ireltabiity stimuli minimally with painful [ Irritable intervals consolable | continuous cry
0 2 4 ) 8 10 stimuli inconsolable
No Hurt Hurts Little Bit Huris Littla Mare Even Mo Hurts Whoie Lat Hurts Worst Behavior State | No ardusal to any Arouses minimally to | Appropriate for Restiess, squirming | Arching, Kicking constantly awake
stimuli stimull gestationat aga Awakens frequently | or
Na spontaneous Litla spontaneous Arouses minimally / no movement
movernent mpvement {not sedated)
Faclal Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression | No expression with stimuli intermittent continital
Exiremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continua! clenched ’
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body Is tense .
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from |-
RR, B 880, | stimuli variability from normal for from baseling baseling, a0, lessthanor ]
Hypoventilation or | baseling with stimufi | gestational age $a0, 76-85% with | equalto 75% with stimulation -
! apnea stimulation - quick | slow recovery Ot of sync or
recovery fighting ventitator

~/
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- VAMVTOTOR A childrens | & BirthRight
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PAIN AssEssM ENT FORM It takes a lot to treat the Mile, Your Right to a Safe Delivery
: Pain’Stofe Modifying | Patient / Family’ 3
Date Time (0/10) .Locaﬂon Duration Acuity Character Bosties Educated .Intervenllon Sign
J 6, ok 1] T Continuous | S Acute [Sharp [ Dull ] Increasing | < Yes
1% OEW O/lb N 2 Intermittent | ] Chronic [J Aching [ Burning | = Decreasing | I No /\Jq, 5@/
= = - {
[l Continuous | [ Acute [l Sharp [ Dull 1 Increasing O Yes
{7 Intermittent | [ Chronic 1 Aching ] Burning | [J Decreasing | [ No
[ Continuous | [ Acute [J Sharp ] Dull (1 Increasing | [ Yes
[l Intermittent | [ Chronic (7] Aching (] Burning | [] Decreasing | [ No
1 Continuous | [ Acute (3 Sharp  CJ Dull "1 Increasing | [ Yes
C] Intermittent | [ Chronic [ Aching (] Burning | [ Decreasing { [ No
1 Continuous | [J Acute (] Sharp (] Dull 1 Increasing O Yes
(] Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No
[ Continuous | [ Acute [] Sharp [ Dull [ Increasing [ Yes
T Intermittent | ] Chronic [ Aching [ Burning | [J Decreasing | [ No
[ Continuous | 1 Acute 1 Sharp [ Dull [] Increasing ] Yes
[} Intermittent | I Chronic 1 Aching [ Burning | [ Decreasing | [ No
[ Continuous | [ Acute () Sharp (] Dull [ Increasing | [ Yes
[ Intermittent | [ Chronic [J Aching [ Burning | [ Decreasing | [ No
[0 Continuous | [J Acute [ Sharp (1 Dull [ Increasing ] Yes
[ Intermittent | [ Chronic (1 Aching (] Burning | ] Decreasing | [ No
[ Continuous | [] Acute [ Sharp 1 Dull ] Increasing [ Yes
(] Intermittent | ] Chronic 1 Aching ] Burning | [} Decreasing | ! No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
c) Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerfcal Paln Scale (Obsteirle and Gynecology)

No Hurt

Hurts Lmle Bit

1 1 l l I I I |
1 1 1 1 ! 1 i,
3 4 5 6 7 8 g 10

Worst
Possible Pain

Wang - Baker (Pedlatrics) Above 7 Years

@@@@@@

Hurls thﬂe Mora Even Mora Hurts Whole Lot Hurts Worst

Q

: SCORING
CATEGORY
0 1 | 2 K
g = | .
Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Refaxed Uneasy, restless, tense Kicking, or legs brawn up
‘[ Laying quielly normal position, Squirming shifting back and . .
Activity mgveg g:sili;y P fo?th‘, tenge ! Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry {Awake or asleep) complaint . frequent complaints
- Reassured by occasional fouching,
I Content, relaxed hugging, or being talked to, Difficutt to consola or comfort
Consotabllity distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
2 K 0 1 2
Crying No Cry with painful | Moans or cries Appropriata crying Not| Imitable or crying at { High-pitehed or silent-
Irritability stimuli minimally with painfut| Iritable Intervals consolable | continuous cry
stimuli Inconsolatie
Behavlor State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimufi stimuli gestational age Awakens frequently | or
No spontangous Little sponfaneeus Arouses minimally / no movement
movement movement {not sedated)
Facial Mouth Is lax Minlmal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expresslon No expression with stimuli intermitient continual
Extremiiies No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tong Haceid tone decreased muscle | feet clenched toes, fists | toes, fisls, or finger
tone Normal Tone or finger splay splay
Body is not tensg Body s tense
Vital Signs HR | No variablity with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
AR, BR 820, | stimuli variabifity from nermal for from baseline baseline, Sa0, less than or iy
Hypoventilationor | baseline with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Qut of sync or
recovery fighting ventilator

—/
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Rainbow® . C
Children's | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
mmmmmmm listle. Your Right to a Safe Delivery

] Maintain Airway and Oxygenation
I}Mﬁ: Personal Hygiene

[ Relieve Pain & Discomfort

] Maintain Fluid Balance

1 Improve Activity Tolerance

Date: /‘4/{;/%7% ...........

[ Maintain Skin Integrity
-=—Patient & Family Education

[ ,Maintain Good Nutritional Status

§ ] ection [] Meet Elimination Needs /L’J Ensure Safety [ Early Ambulation Reduce Anxiety
S | [ Identify Potential Complications [0 ANY OHNBIS. SPBOIY. ... eeeeesessee e e e e e e et es s e e et ma e e e e eeese e e s e e s e amsanneeeeeesaesmansnsnn e s
Time Plan of Care Time Implementation Evaluation Re-Assessment ’i“g-’i': n';m:
N o (or’lcf(}ﬁ%f) M hgersed P londiho ()
o by, ]
U | plhue Ky s od cohtsfRed | e ety
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Rainbow’ 3 o
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

It takes 2 lot to treat the fitte. Your Right to  Safe Delivery

Date: jSﬁ 2—6 ....................

Morning

Beerped
Y T, agmnisley

- ,?(Maintain Airway and Oxygenation ~1"4/Flelicﬂ.\.'e Pain & Discomfort /EJ/Maintaln Fluid Balance ,B/lmprove Activity Tolerance /EJ/. Maintain Good Nutritional Status = Waiptain Skin Integrity
E & Maintain Personal Hygiene __l}Pﬁent Infection ] Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety "Patient & Family Education
S | (7 Identify Potential Complications AT OIS, SDEBIY 1 5 v s e Kt vt s i S S S S U S S SN R A s Eo S e e R VA
. . Nurse Name
Time Plan of Care Time Evaluation Re-Assessment & Signature
3T oagn fhe 4] G - b
0 0gigar - Cond:bey %?anzt i [Re theked
1o alils & yikals >
T70 cheek Ao Q/ X V
e

ﬂ?I/b @/

Afternoon

p -ffe_mcpim
M e

Night
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[2) Maintain Airwéy and Oxygenation

-

[ Relieve Pain & Dis¢omfort

O Maintain Fluid Balance

O Improve Aclivity Tolerance

O Maintain Good Nutritional Status

[1 Maintain Skin Integrity

(2]
& [ O Maintain PersungL Hygiena O Prevent Infection 0O Mest Elimination Needs O Ensure Safety O Early Ambulation Reduce Anxiety [0 Patient & Famnily Education
€3 | O Identify Potential Complications [0 ARy OIS, SPECHY. 10vv-revnresssacsssiresssrmunisnsisessssss e s en bbb ssbans e st best s
. . . Nurse Name
Time Plan of Care Time implementation Evaluation Re-Assessment & Signature
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Rainbow®
Chlld_ren s .
Hospital . S

e

NURSING SHIFT HAND OVER FORM - WARD

BirthRight

BY RAINBOW HOSPITALS

ght to a Safe Delivery

TeOBMADOGION, .. ocisivsvaissmsisisssms i Department: HQ’ ...................... Date of Admission: .1.%.. U
5 Diagnosis: ' Any Infection: [ Yesp_ﬂNo [ Not Known
= i (/ l/" B R S .
g ) :

] \L; ’ Yt . b\euh & q/l\(j \\’b‘\’\v
2 | Area ‘ Ao o oy~ X £
g Shift Time M > 9 N (Q ¥ \y\b %1/ \4 V)
S | Medical Condition ¢
< | (Any special condition to be noted): ) ) \D( - =
- ' A
Allergy: O Yes ™No |01 Yes CNo |01 Yes Afo |0 Yes/EIﬁ) L1 Yes g#No | Yes-TNo
Tubes/Drains/Catheter: O Yes (7o |0 Yes CTNo s CNo | Yes Ewb/ O Yes TNo | Yes @ No
e 77 - 7 g
Vital Signs: Temp: qul [* 01(5 f ﬁgfv“’ﬂ( 445'!/? A% a5.1f
= Res: R | w0hd %Y 94, e 24
z Sp0; | egp). (o) | A [ a9 | a4 | 96/
2 Puse: | 3¢, bk | QO | 99 2o X0
8 BP: oz 4 nsfaz [Yob\e M\ uin® [ usfeq [1t6/C)
Fall Risk Score: | ) | _ _ J — —
Pain Score: | A0 | (W) o\ : - o
Safety Needs: | ~N (/| |cb \{.n}’ w i \J
- Physiotherapy | YesLD#;o’/D Yes [2No [T Yes g)lg 1/:1 Yes Mo | I Yes =40 | O Yes =0
S o O F » : = ;
g Others Specify: QD’ /@\ 10 = - )
= Special Diet: | Yes “{No | Yes CINo'[T Yes (0| 0 Yes CINo |0 Yes = No | O Yes & No
E k = -
;:a Other Special Orders / Medications: | B o _—
Post Operative Procedure Special Orders: | ~ - ~ — —
7 =
Handed Over By Name : W Aw by \}%\"@ u«‘fv M i
N D QI AN gl
Signature : W il Ot;\') NN oM 4)
Date: W WPITRLEZE O NP VAR [ymife N5//ac
Time: @W\/‘f {‘f ) N % : %907 %
Taken Over By Name : (/9 ( If‘ \TQ \\w w
- I A i A A VA B MQL
S & IRt !
N N P N
Date NEEAN AR MDY }:)/c‘/% [8/e/>e
Time: 99 ~a <D\ Vo Spn | Y pm QUp
. © ] , Y
Docu. No. : RCH/FRM / CLINICAL / 097
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|P26-00006594 Rainbow . e
HINH-00015513 oL PUSHPA _‘ Children’s . B|rthR|ght
Mrs THANUGUN 53 1 “ 17D (F) Hospltal BY RAINBOW HOSPITALS
SD-U"' i It takes @ lot to treat the little, Your Right to a Safe Delivery

\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ IRSING SHIFT HAND OVER FORM - WARD

1EAUNG DOCION: ..ovveeeee e Department: .........ccccoevveeveeee e Date of AAMISSION: ....vvvvoveverivvervenesenns
Z | Diagnosis: Any Infection: CJYes [JNo [JNot Known
= If Yes SPeCify: .....coovvevieiiiieieecec
= “TLr
“ - )
% Area l% :
g Shift Time N A
* | Medical Condition
= | (Any special condition to be noted): o
Allergy: O Yes CLNG| ) Yes CJNo [T Yes CINo | Yes CINo | D0 Yes CINo | Yes CINo
Tubes/Drains/Catheter: ) Yes\2ANG | 0 Yes TINo | Yes C1No |2 Yes C1No |1 Yes ©'No |0 Yes I No
Vital Signs: Temp: |9 F-6 °H
= Res: | )0 b/ m
..E. spo: | 49%Y
- Pulse: | & (,g)/m
2 BP: Q_f Z/
Fall Risk Score: —
Pain Score: | | ()"
Safety Needs: y%
@ Physiotherapy | Yes,CLNo T Yes C1No [ Yes CJNo | Yes CINo [0 Yes CINo I Yes CINo
§ Others Specify: -
=
E Special Diet: L= Yes CINo | Yes CINo | Yes TJNo | Yes CINo | Yes CINo | Yes O No
5 :
S |Other Special Orders / Medications:
o .
Post Operative Procedure Special Orders: _
Q _p
Handed Over By Name : W
Signature : W
Date: A
Time: o
Taken Over By Name :
Signature :
Date:
Time:
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URINARY CATHETER BUNDLE CHECK LIST e

Your Right 1o a Safe Delivery

Date of Insertion: \5 ]6 m .................... ) rEl‘ate of Removal: I o

Parameters Date Shift Time b Yol 72 | [ o \b\9

Need for the Catheter Dy CINo [~ETYeS E (I\_lo— W [JNo | COYes CINo | COYes CONo | CIYes CINo | [CIYes [CINo
Hand Hygiene M “INo @ﬁ CINo JX¥6s” [INo | [JYes (INo | (JYes [INo | ClYes CINo | CIYes CINo
Usage of Sterile Equipment LZ"@ CINo /B‘r’g [INo yes/’ CINo | [JYes [CINo | TIYes [UNo | [JYes [INo | [IlYes [INo
Is the Collection bag below the level of bladder JZ‘?E;; CINo d(lf\‘eﬁs [1No W CONo | OYes CINo | TiYes CINo | ClYes [CINo | ClYes [INo
Check the Tube for Obstruction (Free of Kinking) E’Y%s “INo (E]{e.s 1No E’Y@ CONo | ClYes CONo | CYes [ iNo [(1Yes CINo | CIYes [INo
Is Catheter dated as policy Y€ CNo |~TYes CNo | Y68 CNo | CiYes CINo | O Yes [y No C1Yes CINo | LlYes [INo
Collecting bag is been emptied regularly? O Ygs/[j No [TVes [INo ij)é‘m No JW K-/IT Yes (JYes [INo | [lYes LINo
Maintenance of closed system for the catheter OYe No <{Yes [INo %D No ‘,/Yg{7 /NP(_/ %Yes [m ‘)Jjgs ( bbé ( %7@76 No

- 2 . : N\ T o
Dressing clean and dry? g)r{ INo -’{Yes INo [J-"g‘ CINo | ClYes CONo V| [lYes [INo J No 1Yes [INo

Is the line removed as Policy? QX@ No LJ@ C1No ues/’m No | COYes CONo | CIYes [INo Dm No | [JYes [INo
Performance of Perineal Care ,2’@ CINo A@ “INo W(‘U No | ClYes [JNo | ClYes [INo | ClYes CINo | [DYes [JNo
Onset of New Fever OYes A2No | CDYes #ZNo | ClYes [WNG~| [1Yes CINo | C1Yes CINo | CiYes CINo | [lYes LINo
Asses for the leakage at the site of insertion LJ¥es [INo ,ﬁﬁs [INo f@] CONo | [JYes [CINo | C1Yes CINo | CJYes [INo | [lYes [INo

4

Name of the Nurse Ay 'MOLQ(;Q‘// ,A\)\MM
Signature of the Nurse o @ ém/’

v
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I;:mnm S8IY1M17D  {F) Children’s . Blrtthght
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Date of Admission: \E’\(" ‘“ .......... Drug Allergies: ......... N&\ ........................................... %otknown any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

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

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

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

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

1) Right Patient

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

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

5) Right Time

S0S / PRN (As Required Medication)

DRUG :

Date

-

Dose Route | Frequency

Start Date

Tige

Doctor’s Signature |Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

Dose Route | Frequency

Start Date

Tifvne

Doctor's Signature |Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

Time

Dose Route | Frequency

Start Date

Doctor’s Signature | Valid Period

Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118
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REGULAR PRESCRIPTIONS  wigni @330 wars

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Sheet No: .............
DRUG: Tl ZDNIDANSETEONDZE (6| \dq( . Bl
Dose Route | Frequency | Start Dt. n:*\

gwal 1V | 8D 166!

N
A\

Name & Signature of the Doctor

Starting the Drugs:
Dy \% *

AT
N

ta, T

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG: Ty EpJOXAPARIV

Date >\,Ad \1;;

%l o

Dose Route | Frequency | Start Dt.
6O'| S)c| oD mjc,

Name & Signature of the Doctor

Starting the Drugs:

TYY T A

- Additional Instructions:

for [odays

Daily Doctor’s Endorsement by a Sign

pRUG : DW(Lo ke Nq?fh SODSQL;’; M

Ti

Date»,

Dose Route Frequency StarJ Dt.

| PlR| Bp |1¢)}

AR

Name'& Signature of the Doctor '

Starting the Drugs I ‘f

\S“(\ J’ A:h_
Addmonal Instructlo 3‘
o
Daily Doctor’s Endorsement by a Sign b/ »"
DRUG : Date

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

——

|_Daily Dactor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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Sheet No: ............. REGULAR PRESCRIPTIONS Weight .............. Ward ....cocverevreenens
DAUG : Dater . N
- Tife

Dose Route |Frequency |Start DL

Narhe & Signature of the Doctor

Starting the Drugs:

Additional Instructions: -

Daily Doctor’s Endorsement by a Sign

Date

. g

DRUG : It

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date;

v

DRUG :

Dose Route | Frequency | Start Dt.

Time

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Dose Route | Frequency | Start Di.

Name & Signature of the Doctor

Starting the Drugs:-
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PATIENT TRANSFER FORM
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Rainbow® . C
Children's | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

| Patient Name & UHID No.

HNH-00015513 1P26.0

0006594
Mrs THANUGUNDLA PUSHPA
30-04-1973 3Y1M17D (5
Dr. SWAPNA SAMUDRALA

Date & Time of Admission

s (b

vy Date & Time of Transfer Order

2| 60hB @0‘3‘0

v’

m ”’ '"”, "mmmm ,”"I" m Transfer Ordered by Reason for Transfer
DL o “Tlat £ RCO
From Unit To Unit Information to Attendant
FP = Yes[—— No[
e - peY %IT

Number of Sheets in Clinical File

Number of Imaging Films

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

@/ LQ,L— Yes[ | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. [tem Name Quantity
j
2. [t G &0 "e —
3.
4.
5.

Shifting Summary / Notes Written by Doctor :

Yes| | No[ |

Name & Signature of Person who is Transferring

Sf& W@q@\ C&@/

Dy

Name of Person Ordered Transfer

\\_\,'a\( LN _

Patient & Clinical Records Received by : W

Date & Time of Patient Received :

o/

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

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

|| Nurse not Available

| | Available Bed not ready
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It takes a lot to treat the little.

HNH-00015513 1P28-00006594
Mrs THANUGUNDLA PUSHPA TER NOTES
30-04-1978 SB3YIMITD  (F)

Or, SWAPNA SAMUDRALA

Patient's Name : ............... "]““"””llll“"”"l |||"|"||l ............ Age: .............. Gender: ......cccceoe.

BIBHLLE . . cinviinnisreisscminvi i i s o s OO Weight : ...................
Surgeon: DR SwhredTon VY Asst. Surgeon :
Anesthetist: 0 Byl y OT Nurse: § | [’af‘ e | § s by

Surgical Procedure : Lar,, P‘flmdgwb' + BSa 4 omad oedhsobas

Indications for Surgery : P\J“«\ej},\;{ HW[[M; + A'v{.PnaMa‘aJ.IJ T
QN\.{,\M ﬁc’“’“”?h&“"ﬁ

Date : “, 6/26 Start Time : ‘01% End Time : ]‘;p”)
PRE-OPERATIVE PREPARATION :
P ==
o
\

}\,\)\,ﬂr (D) Dprse ored sdhoo A (,/'\»u~oﬁ—, Lds
OPERATION NOTES:  ((a
o o vella Yene e
D vpne e Ol
(A Ly - S,

S Aler-1. @/

W -6l duee -

6y 1A ouw;t, Ak Mme F~ puoi
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lotedrt o ded sdbe bl )
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k))-, Ll—-)/,bujuw -f?f-‘ L < o‘g——c___
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MEDICATION RECONCILIATION FORM
Drug Allergies: .......cccoceveuennn. N K\ ................................................. _+"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)

Sfting FrOM: ... NS S LR N
S.No (GENEHI?IIEJI:\I;:T(I:T;#EF LEE‘ITERS) (ml;?rsnig) (PO, ?«%ULE: v) | FREQUENCY Iﬁ::aT/DT?:E 7';':,'?,;%'3&“
"| Qe 11od oy | Qo B o e
£ Qoe uma Yoy fa ) SLRZLe
3 ¢ [IDe
4 c [IDC

5 \ ¢ [JDeC
6 \ ¢ CJbe
7 \ COC CIDC

8 \ Oc CIDC
9 \ ( JC CIDC

10 JC CIDC

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECOHDQDQ/AVERIFIED BY

Doctor Name & Signature : ....... \Gh" Semponniey Ahepa

Date & TiMe : vvovvvevevn N0 b N

Nurse Name & Signature. .......,......¢

Date & TIMe : ...oovovvvvivnn, \ \‘9 (J\W ......................................................

Docu. No. : RCH/ FRM / GENERAL / 090
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00006594
HNH-00015613 1p2é = Rainbow”® -
USHPA | . .
MNTHANUGUNDL:,P"“?D ® | Children’s . Blrtthght
gn-an" - Hospital BY RAINEOW HOSPITALS
SWA 'N i Your Right to a Safe Delivery

" i trol

NURSING INITIAL ASSESSMENT FORM

Date of Admission: LQL@L%

Baseline Information:
Admission From: OJER (] OPD Lm Desk [0 Others, SPECITY ......cccovemmrmiremsiereionirinnnssasass
Primary Language: L] Telugu L1 English _! Hindi L] Others, SPECITY ....cccovvvviriiiiecicceicee
Doyoiirequire aninterpreter? [C1'Yes: [EINO:  iFYOSSOBGHY ..ot s s s shs sssaiininis
Source of Information: [ Patient L1 Family LV OMBIS; SPOCHY oviirsimmmaiesvimmmmsis sttt ries o
Allergies: [1Yes [No ] Medications ["] Blood Transfusion [] Food RS ;)
T | |1
IS OMMIBINES: . covesinscsuvainivaomsnis smbisnnmisvmsnosisisasssemssiassionsasdas o sWiTn Doctor Notified on Admission: [IYes [INo
KFLW .................................................... Name of the Doctor: ....... 9&&% o o
................................................................................................................... Time Notified: S —
Past Medical History: Obtained From [ Patient [ Family Member (| Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: [ Not Applicable | Gynecology Surgical History: Gynecological History:
Menstiual PESTONY: ..ciisimssiisiesiisiininsas Caesarean Section: [1No [ Yes Contraceptives: CONo [OYes
................................................................. Cervical Cerclage: [-+No [ Yes Vaginal Discharge: [=No [ Yes
Onset of Menarche: .......ccovvevevvvcveeiinnn. Ectopic Pregnancy: 7',N0' [ Yes Post-Coital Bleeding: mﬂf 11 Yes
Menstrual Cycle: [J Regular [ Irregular | Myomectomy: C1No~ [JYes Infertility: £1No [ Yes
Last Menstrual Period: ..........cccocceevereenrnen. Others: If Yes Type: (] Primary [ Secondary
Obstetric History: G ..ooooovovveeeen, P B T o Ao, —
Previous LSCS: ...

Current Medication: ] None !J/Yef If Yes, Fill the reconciliation form

Family History: Eﬁ“Abnormalities Detected
() Heart Disease ] Hypertension (] Diabetes [ Stroke [ Seizures [ Kidney disease

1 Liver disease R0 o e o e e e e e oy e
Vital Signs / Measurements: Temp: E{ éyp ' HR: 85{— RR: qu ......
P e O e— Height: ........... BME: i
Pain Assessment: Pain: [JYes [INo (If Yes, complete the Pain Assessment / Reassessment Form)
Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)




Patient Sticker

PHYSICAL ASSESSMENT

General Appearance: ;/Z’lﬁlthy CTill looking ] Anxious [ Agitated I Others: .....cocveeeinivnerinrenien

Fall Assessmemy(es [LIING:  SCOTB:cusviisicsuimins (complete the Morse Fall Risk Assessment Sheet)
( /
Risk of Pressure Sore: _“IYes [1NO SCOM€.......ccceenue. (complete the Braden Q Sheet)
-
FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
0 Mobility problem O] Walking Problem CNo Abnormality Detected
O Developmental Delay L) Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [ bnormality Detected
! Overweight L Poor Appetite > 3 Days L] Needs Therapeutic Diet.

[ 1Under Weight (] Diabetes Mellitus ] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Cledlm & Cooperative [ Restless L1 Depressed L1 Agitated ] Confused
I 11 o 21

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single E‘Mﬁ [IDivorced [ Widow

2. Special Habits: Smoker: [ Yes [/ No Alcohol Abuse: ' Yes [ No Drug Abuse: [Yes [INo
™~ )
Social History: Lives With ......................¥=. 04 TW[‘& ............. H emk ......................................................
Orientation has been given regarding the following aspects:
Call Bell in Reach : (E@ No Waste Disposal Explained: El/YeszNo
Infusion Pump:  LiYes “INo Hand Hygiene Explained:  [J-Yes 1 No (] Others
O
Above information givento ...........c......... { GH'WQ‘* .........................
Name of Person Orientation was givento: ............ mT'fe .....................................
Orientation not given REASON: ..........ccevviviiiivieriecicieiaeeens fsses s estsnsromnasensavassesas

W

Nurse Signature: ...........




SURGICAL
SAFETY CHECKLIST

l Surgeon : ....... )DV M 30-04-1978

Asst. Surgeon : ...........

Anaesthetist : ......... ALk,

-00015513 1P26-00006594
THANUGUNDLA PUSHPA
S3IY1M17D

Dr. SWAPNA SAMUDRALA

TR

2

! ,»%
S3vhy ... Gender ... B e
Rainbow . . .
Children’s BirthRight
o Hospital . BY RAINBOW HOSPITALS
I takes 8 ot o treat the It Your Right to a Sate Delivery

Before Induction of Anaesthesia » »

Scrub Nursejr[awﬂ'“ﬁrs‘r,%ﬁe’{’{‘ ...5.{.4’.6m-nme:...;9.;.5_%;. M . YO

Before Skin Incision » »

Before Patient Leaves Operating Room

Does Patient have a:

Known Allergy? CYes A0
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available OYes VWA
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned T Yes \z’ﬁ{) O NA
Blood Units Reserved N () ‘!}(o 1 NA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? “Yes CINo CUNA
Signature :........... @ Y
Name :............. DE-PRHWA K.

SIGNIN  Time:19::20.4.1) TIME OUT _ Time:.....[ 255 3./ SIGN OUT  Time....Jpiacy...
L4
Patient Has Confirmed Confirm all team members have - Nurse Verbally Confirms with the Team:
|dentity \JAfés TNo introduced themselves by Name and Role'" Yes C1No The Name of the Procedure Recorded ~ Yes CINo
Site s TNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure fes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ C1Yes TINo CINA
Consent s CiNo Correct Patient (Check ID Band) &es ONo The Specimen is Labelled (including
Site Marked “IYes CNo =T Correct Site ¥es TINo patient name) Yes CINo CINA
Anaesthesia Safety Check Completed ~ ©¥65 “No Correct Procedure T s CNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning ~6s —1No /E Problems to be addressed CYes CNo CJNA

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpecteﬂ MB )

Steps, Operative Duration,
Anticipated Blood Loss? 2Tes’ CINo I NA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? ‘}Xes LINo CINA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

issues or any Concerns? T1Yes [INo [INA

T1Yes TINo CTNA

Is Essential Imaging Displayed?

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? CYes CINo

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



PATIENT TRANSFER FORM

= HNH-00015513 1P28-00006594
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Rainbow” . o
Children’s (L BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery

[ Mrs THANUGUNDLA PUSHPA
10-04-1873 S53Y1M17D
Dr. SWAPNA SAMUDRALA

- LAV

(F)

Date & Time of Admission

;c/(g ‘lgfaqu

Date & Time of Transfer Order

(6(s1% 4pm,

Treating Consultant Name Transfer Ordered \9y Reason for Transfer
AA
Dr yosf r&' \9\ ;
MR ) M"*’ @B&Qf)m:/?or)
From Unit To Unit W to Attendant
— —
B) e Port e[ MNo[]

Number of Sheets in Clinical File

Number of Imaging Films

/

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

%@ Yes| | No| |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
2. S
3.
4,
5.

Shifting Summary / Notes Written by Doctor : YM

No | |

Yor

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

o

Date & Time of Patient Received :

by b (D 1Py

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

| Unavailable Bed

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

|| Nurse not Available

| Available Bed not ready




CONSENT FORM FOR GENERAL / Eﬂ‘a?é’_}"e".‘l{; ‘Ejmr”tamisgm'
REGIONAL ANAESTHESIA / roselalL. | @R
MONITORED ANESTHESIA CARE

Patient Name - 1: DA/, Kovvaans Age:.g.?a.!q ...... Gender: Male Dl Female'®”

Anaesthesiologist : DY, <SRy

-

Operative procedure planned : TLH £ BS0 £ U ki W cal, s inie. ALpOMA .. T

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaes{hesia 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.

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

O Incapacitating Cronic Obstructive Pulmonary Disease
O Others : .. A A& YNARLLIAN . e AOPLAMIN G ARNIEALL. ... Cog dine Gy emka

Comments : Inlee

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

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

| hereby authorize Rainbow Hospital & its authorized doctors to perform wupon me / my patient
'PPWW‘/KWN\W ....... the above mentioned operatln(’/ Diagnostic / Therapeutic procedures

—_—

Totod Cap: Hgslese cloving ¥ RLOT Wibiical, Ao €pa A,

" | authorize and give consent for anaesthesia ( CJ Regional / E1"General Anesthesia / ] Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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

—L

. Surgeon

2. Anaesthetist

Mrs THANUGUNDLA PUSHPA KUMARI
Assistant Surgeon :

| ﬁ' R ||| [T

NINVD0213

L HN26009908UTERS
Circulating NUrse  : ............. 7 &fézail«mm%fgwaﬂ% ............
Assistant Nurse g‘\a&q&r&igvkﬂh 1o N
VAL SeMita J/-c000207e0% o
‘al Equipment: /Zﬁr’ascopy || Broncoscope Mm [ Morcelator

_| G-ARM | Cystoscopy | Versa Point (] Liver Cusa

w

E1SS51L000-HNK

:.J'l

] L0 (11
1 Neuro Cusa "
%
S
M =y

Signature of Circulating Nurse
‘he Surgeon

“NERAL/ 114

-

RY




| 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 \Q‘G

DECLARATION BY THE ANAESTHETISTS PROVIDINWRMATION FOR THIS CONSENT

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

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

Patient;tﬂant : Witness :

Signature : ........, Signature : ... R e,

Name:..?ﬁ...}?.@.%..kg.mu. \ Name : K?W“{M M

Relationship wﬁh Patient: (I‘% ............................... Date & Time : \QL“ 6 L’UJ . QQWM

Doctor (who is taking the consent) :

Signature : ......... @ "W\M ......................................
Name - ... WA ACHICA -K -

.............................................................
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Department of Anaesthesiology Eﬁ'l'l‘cll’&“r‘:s & BirthRight
PRE-ANAESTHETIC EVALUATION t'lmgipbggelm .W
Name:Mza:. [WUQUNDLQ lUS-H ? S34 Sex:. ‘Fﬁ,lna.jﬁ ...... UHID.No N H=000 1SS12,
Date: .....).2... Glz S Time: ....)..02. q ......... Proposed Operation: TL—H—"E’SQTUML'!@J

P —Hexnia Pt.rﬂ
Diagnosis: ...... emmmorx}.uoj ..... v 5 | - O e SRS ) B
BP/CRTIAHBY. HR: ! eafmu‘n Weignté?&'%kc) ASA Physical Status: A" 12 03 04 05

(&3 S Lahuralury Data: ‘a,ec, :
Hgb: .92 Mﬁ’d) Glucose: \q%’uﬁbj Protein: ... Lo | X-Ray: 1&Vmoubn$r .
pov:.... 2021V Urea: . aw; b Hes Ag: ... N% ece: . NSE
wac: .. BO00. creat 00 b, Torasn: 0:.6.... HOV: oo 2D Echu:@.’.'.?@.‘:’,[ @(SI'L%
Plate: . ‘3 8‘-”@1-"’ Na; . '3)01 ‘W Dir. Bill: O' Blood groupo l’o&m\‘e Stress/Anglo: ......coeviiee
PEAR 2. K20 LDH: oo OtNB: .o
PIT: .30 H..... Cat+ oo Alkphos: . DB T4 @3
INR: Oq Mg+ +: l Amylase: ......... ‘ \! TSH.. 2. G‘ ‘U,M!
o0 soT/sePT R e i
NO -H 10,50 B Suntopc Aliorglos:, IIE
Medica istory: OS5 Ponovd HTN (T Tednym | Yono) #aA‘rammpu rep PYOMVC ,o'\
ResP: Mo Aathma PHack hot-dpoge paes: Y
oNS: N D C (%{Oﬁﬁ‘m:m)m) Coxdiac”
Renal : J N4 Ode)"a-l‘c—‘{)—id
Hepatic / GE : -'-40 Chyonic. —fAnemia p Physical Activity: METS >y
Others_H . L . 0 r " Gﬂlullf)
Past Anaesthetic History: | | I ‘ ')(OJLDI + Op l % & g A9 P 5 CB.20C
Physical Exam:
Airway: MP 1@3 4 Mouth Opening;ﬂa . id Di v
Lungs : E:ﬁ&@ , ey
Heart.<, ,52_@ |
CNS: NRO Rexsphexal @ _ Midline
Pregnant: ] Yes ,E'Nf CINA Venou! Access S|te Spine Exam for regional :

Anaesthetic Plan: C MAC jnsmnnn}/@ﬁ'r I LMA

Peri-Operative Plan Explained to the Patient: yES/ o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis :
T" :I‘I"UY\ (0] 5 N ORAL<Water/DRS 2Hoursg &P‘ij‘a‘
] Others 6 Hou
Mh:‘h MOM{‘}* oD 3. Informed Consent: ,>&fandard — High Risk
' ( - 1A ) 4. Post Operative Pain Management: — Discussed with Patient
' 5,_Qther Instructions:

DAncentive...S :mm vmvclaj
Y, A Name: 1. ¥: eﬁ)‘ﬂ ............ ::10\'1 ..... F s

RM / CLINICAL / 044 f)@ é( .
@ ] PI% Peregve_
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Pre Induction Assessment: fu .20 A

ANAESTHESIA CHART

.f/{é
Rainbow” g —
Children’s | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Change in Patient Condition: T Yes ¥ No Fasting Status: WW
Physical Status: (/j/ Patient Identified ansent Present \_+"Chart Reviewed
HR: 3A|mAn [BP/CRT: uzlc@ [Sp0,: jae /. [RR: 14 | Last Feed: -6 hAak
Pre-OP Diagnosis: T\ACLVLY Operation: TLH B S0+ Wil ld AL Date : H-I hl2k...
Surgeon: Yo MAAVERI: Anaesthesiologist: &y ¢hal Pﬂlﬁ"‘k— ............. Tochnioan: {aichands | pﬂﬂﬂ“
—~ ~TIME {ozp lep kO [ v WP ;

NOYAIR{O.LPM 0+f 3 [ — e
HALU ) EVQI'YM_fA 5 oy " > . Antibiotic
Drugs: -—

e tD 20T )

Trl-PENTANGL  [luvoidyg Suppository

TW-PROPOEOC Momg™ SVP-TR.ALh

InTROY W tfon? Do

" Lo om:]
VE L]

1 ACE ) ]‘3 Blood Loss
Fio_{(520) 7 T B L 220 0 e e e B ) N2l
ETCO—" 26 [23 [2¢ [SL [23 [3C [ [%¥ [3E] 39 A
= S s A

oL
Urine Output z _ﬁa NOTES
RC|( — = — —
8P i
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Ti
Tuniutoitoe 169
140
Throat Pack In A
Throat Pack Out 12(\ Y £
8 EACALALS CAEARA LA S Ve YV IV
80 o 4 [ d C E 3 L] L
sffadtanl bl P & = A
40
20
10
0
ABG
LAB Values H
GRES
Others
\Z/E‘quipmem Checked and Temp: Induction Regional:
Functional " HME (] Fluid Warmer = & Thhal Extremity Speci
v BpP [] Cling Film [] OH Warmer \Z/Préog CJRsI ] Spinal [ Epidyral
& Cutt sn@ L. ~ Hugger's 'C-:/ﬁonon Wool ] Others (111" | AUV ()
] Art Site: . ] Other O] Mask ] 56A Position:
v_A{E:nﬁpL;iggm Times: O Airway 1 Oral "] Nasal SR8 nnnaannim e e
57" 0, Marilor Anags start: (O BORTY) )‘r# Fo.. a. )8 . .cm Needle SIze: ... Depth
27 Agent Mone ) = -Erlralh . ;r:as_ail O cuft Parasthesia [J
w7 Pulse Oximeter OP BNk osmgsass ) [ Tracheostomy L] Topica Catheter at skin/.
AZT? Capnogeiph Leave OR: ... OOPW\ 0 orug: ROCAU ROIVAUIVA .. Drug Narfe & fonc
Ventilator yhasia: [ Awake " Direct Vision Bolus: A..44.....
[[] Nerve Stimulator T GA [ Video Laryngoscopy [ Stylette / Bougie Infusion
- ] Monitored Anaesthesia Care [ Fiberoptic BIOCKERBE v coscsimssamnsssiomsssmi sty
P“‘“"""& ﬂ ] Regional Blade# Attempts: N c is:
AT Pressure Polms Chec DIPACUIYIONOYT <o ccacmssusmmsssisnamisassissassorsons cassassion ML N il
Line (Size & Location) Transportation to
Eye Care: ] OVP:. \U7 Bilat = BS \Zﬁ:u licy T Other
‘g}int : :ART. gq [ Semi-Closed Circle Relaxant Reversed 68 CINo  [INA

Tape L i Z/

N\ Padding ' m gL 1 g’ﬁ ; 1 gl:selr?d e - Name of the Doctor : %Y QU,\AM 4 K
] Awake - o
D IV S——— Signature of the Doctor :. m.
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 POST-ANAESTHESIA variE UNIT RECORD

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

Received in PA%%Jy : et —— Time Received & ..M. i Time Discharged : ......msmsesinn
[N - +
A
250 T/ 250 IV Cannula Site : JJM
240 240
L 230 230 | [] 0, Mask [ Nasal Prangs
% gfg gfg [] Tracheostomy [ T-Piece
& 200 200 | [ Oral Airway ] Nasal Airway
o
£k = e pinex
o 170 170 | Vomiting : ] Yes No Drug: J l»\f;
= ,
= 180 [NeTwwe: I ves 2o
v 140 140 | Drain; O Yes I?fml’
130 130
A 120 p. 120 Urinary Cathete;z’ Yes [ No
Mo Y 17\ [ 7F° 110 B
'c"j 100 100 | Chest Tube: [1Yes [FNo
=y 90 90 =
e 80[] 85 Nil Oral [ Yes [+No
70 ] 70 il P/KI
& 80 i o 60 IV Fluids: ......ccocoveee 3 A e —————
@ 50 50 Oral Feeds: '\J ........................................
= 40 40
30 30
v 20 20
10 10
0 0
SPO,
MINUTES
PUS}'&):#;?J:::EL&?SDRE IN 30 160 1 90 ouT SCORING INTERPRETATION
Able to move 4 extremiti luntary or on command - A 5 :
Abie {0 move 2 exrerities ‘:glﬂglgg or on command =1 ACTMITY \ 9 1 - A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Disch arge
.Sme to deep breathe & cough freely =2 -
yspnea or limited breathing =1 RESPIRATION : 5 . i
Apneic =0 0% e M Exceptions to this, are to be explained in the
BP 20 of Pra Anassthetic lave =2 ; space below by the Discharging Physician:
BP = 20-50 of Pre Anagsthetic leve =1 CIRCULATION .
i kdle
Fully awake =2
Arousable on caling =1  CONSCIOUSNESS ¥
Not responding =0 fy/ ()/ 9%
Pink =2 2
Pale, dusky, blotchy, jaundiced, other =1 COLOR V
Cyanoﬁcky " =0 (‘)/ ()/
TOTAL ﬂq \ 0 l 0 [ 0
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
NN

0

N4

L 1

w\!‘f‘ to\

orwd] '

U | o

A

@ _

Pain Tool Used: [ N PASS [ FLACC

Anaesthesiologist Name :

1 Wong Baker

ZINPS

Reassessment Frequency:

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

a.  Ewvery 2 hours for first 24 hours
Anaesthesiologist Signature: b, e 2 ot evry o oo
e Prior to pain reliving intervention
Date & Time: d With in 30-60 minutes after pain relief intervention
PACU Nurse Name : Transferred to Unit by (PACU): oo
PACU Nurse Signature: Date & TiME: ...
Date & Time:
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Dr. SWAPNA SAMUD,

r UMMM Chitaren's B ihRight

Hospital BY RAINBOW HOSPITALS

It takes & kot to treat the Ottle, Your Right to & Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

(D121 TIMe: vovvverriricenenrenes Procedure dOne DY .....covecevieerreeeeseneenseereneesessesnsseesssessssnssesransons
CSE /Spinal /Epidutral [0 151)(10] TR 1 {1 S Technique {LOR/LOS) .....ccuun.ee
[D1:]1]1 £ M Catheter at SKIn: ....eeeveceerereecree e AHEMPES oot
Parasthesia : YeS/NO If ¥8S QEIalS : ..o i sen s rssssebessvessssmsnsbessssssasesbossbitanensressebasssbes shatsnenrastons
SOIILON COMPOSIION I %uerreeeieererrerrrerereerreraee s as e st s s sersn s s sessessmesesraseares e bassas sese bt sassaassases e e e nsm e bas s st sasasserbmtnnnsn

Any other issues :

) vueturerrrererenensrur iAo e R Y SRRSO T AR SRR PYERATE A R R RS RSO E R SRS AR AR A SRR E R AR AR e R P L YA SR TE TR SRR R e b e e
D} ettt ettt s et er e e s AR EA A 4 £ aabu e Su A oS AR e LA SRR et AR AR e R R ERvRRaS PR Ee TR Eartes O
. Infusion Rate Level Maternal :
Time. | (ml/hr) Bolus (mI) Left Right | BP | Pulse FHR Comments
Delivery Details :  TiMB : .evceceeccerriiiens APGAR: .....cecrerrvrnnen.  SVD/ Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEM © .vvureveemnsrennneiarsssesssnenes oo enenese sttt ens s essnnesennenns
Patient Satisfaction : ... SR centmeetetet easeaereatetent et rees e raneanrt e neeReAEaR TR RO RO SO ROAREASA OB EB AR SES RS

Discharge /Shifting ordered by
DOCtOr SIgNaLUTE: ....ccvviecerrverrserireerereserrsessesassrsersesasaresnsassases
DOCIOr NAITIE: vvveeererecesevaeer e reeenrer s e e se s renserssressssssnasesnensen

Date AN TN © oo eeress s s sassraererseansasaastantosere




. C B Z
7 / Eﬂi?d'r::':s o BirthRight

\ |
"ESTIMATION SLIP Hospital | mrneow sosrmns

Date: _ \ ,[, ’,Q (. UHID /TP No.: o T
Name of Patient : MycC. ’D{ ’7_(‘ ) ,V/». b gy 1) Age: é p f:)jcender: ﬂ
Father's / Husband's Name : Corporate / Occupatioh :

Address :

Procedure / Plan : EDD/Dos:

MODE OF PAYMENT : OTHER

TARIFF INFORMATION :

Particulars| Package Amounts (Rs.)

Room Category Normal Delivery LSCS

T T V458 £ Unsbil'iat M EVFA Pepoiy |
v T 61 b

i Slrrd Wapd =7 ﬁ?n[!/bfpfluﬁ 1yfa!MAr., f J‘_u_g‘d;_g‘.f

Private Room 3 ot / 5

Super Deluxe Room

Suite Room

Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,
. (Package starts|from the anl;:(t)ou? \f,::'& %u;i;cgs e Dochasg Fe?’ Surgeon ¢ Kgh

G of admissitn) Anesthetist's Fees and OT Charges

5o Length of Stay for : ; Length of Stay for : ‘
Pharmacy up to J Pharmacy up to
, Investigations up to Investigations up to
Others | e

Neonatologist Charges : ’:] Covered .DNot Covered Epidural / Entonox : [ | Covered E] Not Covered
Initial Minimum Deposit : ? 0/ A/f WoTiud

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

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

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

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

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

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

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and 1o attendant is
permitted in ICU's '

8. Tariffs are subject to revision

9. Kindly check your billing status on day today basis at IP Billing Departmem.
10. Additional Charges on package are applicable for Non-working hours and Non-working days (sundays and public holidays)

! DECLARATION ; .
\j L 1t 0 have attended the Financial counseling desk and understood the expected costs and

other conditlons apphcable In case the TPA / Insukance Company rejects the claim for whatsoever reasons at any point of time

I promise to settle the hospitd{ bill with the hospital without any ambiguity.
/\'@ﬁ, c ’ 3(
WS Qr (B

.nature of the Client | Signatory Relationship : Signatureme financial Counselor

=t
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Rainbow® e

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

Hos pita| BY RA.INBOW HOSPITALS
SPECIAL PROCEDURE e L by el Your Right to a Safe Delivery
Patient Name : M"bqs‘m\ ..... WML Gender: [ Male D/Fénale Age: ... ga) [ O,
UHID No : ... X2 000NN 20 “\B\M Date : . 1A 00N 13

Instruction:

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

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

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

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

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

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the ho prtal staff responsmleforany untoward even Tereof.

Unod druk ch\,;, A Jin

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 a chance to ask my surgeon questions.

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

5. lauthorize the consent to the performance of the operation or procedure. '}‘ .
. A

Name of the Doctor who is performing the Surgery /Procedure: .............ccceeveeieioveeneohons o fevsaessbessbecsesenns LALLM 1 an

Consentee : Patient Attendant :
111111y LTS e © MRS RONS e S Signature : %}5’2{)"\/@ ....................................

Name : /\‘QD\S\\Q?\..KWNM’\ Name : .47 ’PWHU‘? wha Lo d id
Date & Time : ... . c.lu ...................................... Relationship with Patient: DD‘«‘UJ‘\JFCH,MMM)

_ _ Date & Time : .....\ El f.b L@-UM £.2: 304m
e Doctor (who i taklng the consent) :
SIGNALUME & e k

SIgnature & .. e,

L g T Nome: .. . EB_( W‘p ------ rrn ﬂ’\ﬁyx ---------
T Date & TIME : ... oot @ 2Am.

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




& . Rainbow Childrens Hospital-Himayatnagar

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

wHRalniow WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs THANUGUNDLA PUSHPA KUMARI Age : 53Y1M17D
IP No: IP26-00006594 Sex: Female
Consultant: Dr. SWAPNA SAMUDRALA Ward/Bed No: 4F -OT/PPO-418

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

Patient, be deemed advisable or necessary.
| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned

also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the

gmsare of the patient.

S

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

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

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

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

clearance. In case of failing the submission, | will pay 200/- Rs.
(Receivers Signature:, & e N AN
™

3 1P Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Si of Patient/Relative:

o ik

Name: A f\?‘;}e’\]\\l 'En AA\JJ\ Patient Address:

306,aravind vihar apartment, aravind

/Elefﬁ onaalp: S GY) > oD vihar colony, domalguda,hyd
: o "E0 &) Domalguda Hyderabad Telangana
U 6\@(,\ s Time: INDIA 500029

Wittness Name:

gnw\l—ﬂa A Wa-/‘u O

Wittness Signature:

Printed Date / Time : 16/06/2026 08:01 Printed By : 020099 Page 2 of 2
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HNH-D001§513 1P26-00006594 Rainbow® .

Mrs THANUGUNDLA PUSHPA i inht

30-04-1973 B3Y1M17D Children’s Bll‘thRight

Or. SWAPNA SAMUDRALA Hospital e
Your Right to 3 elivery

uu..l_uv\'J POL'CY

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

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

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

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

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

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

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

We follows a “No Discounts Policy” kindly cooperate.

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

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

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

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

o

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

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

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

MODE OF PAYMENT & REFUNDS

® We accept payments by cash (up to Rs 1,99,999/- only ), cards, online transfer and Demand Drafts.

® All refund more fhan ‘;000/- will be refund through NEFT in three Bank working days.

A DI 1A

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

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

RAINBOW CHILDREN'’S MEDICARE PRIVATE LIMITED

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

CIN: U85110 TG1998 PTC029914 email : info@rainbowhospitals.in www.rainbowhospitals.in
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Rainbow® : o lr 3
9 ( -0000 20695 ¢ Children’s @ BirthRight
Hospital N it
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
PatientName: 171+ ‘Lﬂnm"J‘H’lr/I loo pus EL‘!'*" e umary Age: 297 Gender;
UHDNo: 'INR=BOOINS TS ppg 11776 -0000CSG Upate:  © “/ 2 € Time:
Diagnosis: | /! or] -0 1
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI 00 Mg L AM
2. | Morphine Sulphate Inj. 15mg/Mi / /
#™3. | Remifentanil Hydrochloride Inj, 2MG ;': /
+ 4. | Remifentanil Hydrochloride inj. 1MG 4 ’
AT Y =0
Doctor Name: I}P/ S : ! Doctor Registration No: (31/072 7
Signature: ;lf & 1} i 1 ; 7 U U !
[

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dlspensed)
1224 = ﬂLJO( / FE16 ] 26
IP Registration No: .............c...c....... 4 Date:-. - SR T
Aadhaar No. of the Patient (Optional); ........c.ooveieiiieiieiir e esisessnesaessresesaeresresensesnesns
™ | Name: (- ’:’~¢-,nL:ﬁ-.,r.n //. ! u_![,--[’/n v urnar} Remarks
:3 -'!:‘ iy T{L i/ 11 T T T ] v r ’f":w,_s,,!
2. | Complete postal address (with contact number, if any) Acmalogue! e S Qo0 zG
3. | Brief description of the illness TLH
4 Whether registered with any other registered medical practioner / A0
" | recognized medical institution ( If yes, details of the recorded)
= 7
5. | Details of essential Narcotic drug dispensed bl 4 '
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
J Patient Attender | _
A2 i .".Mf{ | 7% YL VA
7 ( I
we  \Olg N Ganet
Dispensed by (Name & IDN0.): ......c.co.ocveinns 4,(0\/\' ...... f .............. “ ....... U ...... S:gnature ......... / ..................
Ferveuwad 62100 M
Received by (Name & ID No.): ............ J ..... 'OJW ....... MR - s ) .............. Signature: ......... * .....................
Time: e 2 I | =

Docu. No: RCH/ FRM / CLINICAL / 133




2
Rainbow”® ; e
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

It takes 3 ot £ breat the fittle. Your Right to a Sale Delivery

NARCOTIC PRESCRIPTION FORM

(MEDICAL RECORD)
Patient Name: | 1 Age: - 1y Gender:
UHIDNG: « o |y -bre s 2 IP No: e Date: Time:
Diagnosis:
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks

1. | Fentanyl Citrate Inj. 50mcg/MI

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

N 190

Doctor Name: Al Doctor Registration No: {-‘:\-;’ ?
/&

r j:

i |94 \
7

Signature:. |

NARCOTIC DISPENSING FORM

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

IR RegistrationiNo; )| 4.0 0 e iR T Ve eiiinse Date; V&Lt Bl it bianmanie

Aadhaar No. of the Patient (Optional): ............oooiiieee e et s

’—l- 1. | Name: ‘ - Remarks

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

3. | Brief description of the iliness

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

5. | Details of essential Narcotic drug dispensed

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
: 4 £ :
Dispensed by (Name & IDNO.): ..o ieeviiiiinsn e g A AR, S A 5 O Signature: .. £ FWT i
Received by (Name & ID No.); ............ JEE FTE A% R T A C -...’.;;.1—5..1.,2 .................... Signatiis; .o dl it e

Time oSl | o

Docu. No: RCH/ FRM / CLINICAL / 133




2
Rainbow®
Children’s
Hospital

It takes a I to tret the Rtle.

NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)

@ BirthRight

BY RAINBOW HOSPITALS

Your Rightto a Sale D'll'm:.y

1 il
PatientName: My S+ Thanuwgundla | aL&[ﬂ[ a lcumoumge: 2

9 Gender:

I

Y la,

T

E
UHDNo: T'NH=00aSSI % PNo: 76~ 0068 g 0|

1
6126 Time:

T
Diagnosis: ' | ! WOl -pl

PRESCRIPTION DETAILS (Tick only one of the following)

Drug Name Dosage

Remarks

1. | Fentanyl Citrate Inj. 50mcg/MI

> Tig

!

2. | Morphine Sulphate Inj. 15mg/MI

I Arno

Remifentanil Hydrochloride Inj. 2MG I |

4. | Remifentanil Hydrochloride inj. MG

Tyl
Doctor Name: el

Signature: . ‘l

Doctor Registration No: @ 7ﬂ /-' A

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E

(Details of the Patient to whom Essential Narcotic Drugs Dispe

1f2¢ - 0000654 4
IRRBAIRON N ... ..o o acss oo vaecugonssbyics irdoniasan sosnasabasion

Aadhaar No. of the Patient (OPHONEL): ...............cocovviiimeieisieisis e eeeesi s s essenns

i

! -
| =

nsed)

~

1

1

t
Name: Mi§ szaﬂLKjUﬂ"Nﬁ ;zu/g[,rm l tyrrown

/

-

2.

Complete postal address (with contact number, if any)

Remarks
Tal 1 i
= B ¢ A\ V| WA

o 'l""]M"i ),"'m(.'fv"j“’t“i A—O'[ .

e

Brief description of the illness

1

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

Details of essential Narcotic drug dispensed

Date

Name of the Essential Narcotic Drugs

Signature / Thumb
Impression of the patient /
_Patient’Attende

Remarks, if any

4

W MUY RPN

"\‘,

I / b flj 4

Moy Finaivid ‘r)')'

Dispensediny. (Natde SADNON vt mirsiis et s st s s et e Ao om woe SIGNALUPE: ..o

g;»cua\g f O L uu)

"

-JO‘.OJWQ.

[ loaiao )

/__(LWJ

Recelved DY/ANSMERUBING.): - o o iibvair e avaineive Tor s svsssrsabor ssd s Fossotvan TR AT A O Signature: ......... i o DLl

Time: ............

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

0L € |

no00r0eT 3 Hospital

BY RAINBOW HOSPITALS

Tt tokes ot to eat the Fte. Your Right (0 a Sale Delivery

NARCOTIC PRESCRIPTION FORM

(MEDICAL RECORD)
Patient Name: | > , Age: : Gender:
UHID No: 05 T IP No: Date:y, fr /4 Time:
Diagnosis:
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI
2. | Morphine Sulphate Inj. 15mg/MI
3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. 1MG
Doctor Name: Doctor Registration No:
Signature:

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

IP Registration No: ................ - 0000 AN R I DBtE | L Ll Lot snanrisnss piisvanns
Aadhaar No. of the Patient (Optional): ..........cceveiiiiiiriiiiie o siiresesae s nrne s e snr e
ﬁ
1. | Name: | il ‘ BV IO s Remarks
2. | Complete postal address (with contact number, if any) ’

3. | Brief description of the iliness

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

5. | Details of essential Narcotic drug dispensed

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
Dispensed by (Name & IDNO.): ..........o.o.oooiic. TPVNTSA 94 . L1 |, SIINAIFe; ... e e st
Received by (Name & ID NO.): ... e iver, S it S P WL T Sioriaturs; .. A o

T T e o S

Docu. No: RCH/ FR:!M / CLINICAL / 133




HNH-00015513 1P26-00006594 an
Mrs THANUGUNDLA PUSHPA L ff—' .
30-04-1973 S3Y1M17D  (F) ] Rainbow .

Dr. SWAPNA SAMUDRALA | Children’s .Birtthght

UL T — Hospital_ | (g mumonemus
NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

Date: l?'dl,?fﬁ Time: “4""1
ongin:..............Z.nA(}.mn....... Height: .15..L.Cm.S.. Weight:.ﬁ..%..—..&.l&g BM|:..3..§..:.6..6..L.G [
Fo0d AlBIGies:............. N et
Diagnosis:....P.o.p_.:.-_..o.......[..TL.H.....t.Es.b .................................................................................................
Medical History: .,...Kf.JL.}..Q.....A@Jal«).mm.......?1...H.II§1.......41..P.K(A....of?ﬂbdﬁ.&......o.n...lz}&.{’:

Surgical History: ............... N e
[ Vegetarian An-\/egetarian 1 Vegan

\
DietAdvisedﬁm_...\ul;m?.d ......... p-.?&.k: ...........................................................................................................

Patient’s / Attendant’s Dietician’s

Signature: .............. ' 7 A Signature: g—/ ............................................

NamePLASPfZZAVlV‘—\an Name: ...... Mm‘\fﬂ*é
Date & Time: H’lébﬁi“é‘" Date & Time: l:}'!é{)f"“f;}"?

Doc. No. : RGH / FRM / CLINICAL / 186 (PT0)
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Y Surn J re Rainbow’ | @ BirthRight

\ ﬁh“drterll’s BY RAINBOW HOSPITALS
‘ESTIMATION SLIP Hospital | |\ wirssessms

Date : TLL’,;‘(- UHID / IP No. : SINo. |

Name of Patient : V1 yC. P{ ]‘Sl e / LAAgy 21 Age: _égxt;feﬂde'"

Father's / Husband's Name : Corporate / Occupatlo

Address : Phene : g % ;.b [ “é @grﬁ:m
Procedure / Plan : . i B EDD/Dos:
MODE OF PAYMENT : LF D TPA : : OTHER
TARIFF INFORMATION :
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
e i N 4Cp £ OUmbil'al Hewig P Perig
iy ik = J. Bk (O [Py |
e = Tellidivg \WNoisae, §  lvartads.
Private Room . =~ J - i, :

Super Deluxe Room

Suite Room
E].l;‘: :k:fg: dm;":“ i Labour Ward Charges Ancsthetist Fees and OT Charges
\ Length of Stay for : Length of Stay for :
Pharmacy up to b Pharmacy up to
Investigations up to Investigations up to

Others P
Neonatologist Charges : D Covered ,DNot Covered Epidural / Entonox : D Covered D Not Covered

. A
Initial Minimum Deposit : 9 i 4 .A[rm, 1€ @
FOMARKS : )3

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

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

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

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

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

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

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and nio attendant is
permitted in [CU's ~

8. Tariffs are subject to revision

9. Kindly check your billing status on day to day basis at IP Billing Dc'partment_ '

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

DECLARATION )
: have attended the Financial counseling desk and understood the expected costs and
other conditions applicable. [n case the TPA / Insuyance Company rejects the claim for whatsoever reasons at any point of time

I promi to settle the hgsp bill with the hospital without any ambiguity. E(
* L—

7 ﬂpk- <r (

Signature of the Client Signatory Relationship Signamre‘o\f'ﬁe financial Counselor







HNH-00015513 1P28-00006594 "%

Mrs THANUGUNDLA PUSHPA inbow®
[ 30-04-1978 B3Y1M17D () Rainbow
Dr. SWAPNA SBAMUDRALA Children’s

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

@ BirthRight
DI riospial_ | @)

./)4 Doooéwy
10T-1 Qﬂ(D‘OT-B C10T-4 [JOBGOT-1 []0BGOT-2
%‘EN(]:’\/“D —r’@)o T Ot »—o“\&-o’g’!'—a

AMOUNT
1. SUEEBON [ imirsisssnsrmereon i AR L L ICRIRORINE. i icavimvisisssnessavisinsusdssinssdsindsng
2. Anaesthetist o AN G e
3. Assistant Surgeon : m m'miﬁiﬁi’wm
4. 0T Technician : mwm:i:lmom m' ”", §
8 2
5. Circulating Nurse &{ <ada S“(\g}ﬂﬂg‘*& ........... RS .

6. AssisantNurse ... r)aol!v\ja\ R K&W&p\ ..................................................
VESUL Sl © Jf-o0e0 2070%
Special Equipment: /Z’pr'a/rascow | Broncoscope Mmc | Morcelator
[ C-ARM | Cystoscopy ] Versa Point 1 Liver Cusa

[ ] Neuro Cusa L] OhEIS oo,

\ /£ VuV\-Q\ .
J oM 7 ,
Signature of the Surgeon Signature of Circulating Nurse

Order No4 62 ez 247 é’ﬁ/ Z{W Order bygwa?gagez ................................

Docu. No. : RCH /FRM / GENERAL / 114
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CONSUMABLES
......... TechpiCian SYPGL“QM,B'I,

Circulating staff S‘U‘&;Ulgeoja

qLH

OF 1],

Rainbow® . —_
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS

the little. Your Right to a Safe Delivery

wlela

Anaesthesia Disposables ¥

Q
Issued i A‘l

Surgical Disposables

Time 1[“09!‘4
Qty

Disposables (Baby Side)

Issued

Issued aw/@u
‘O‘

ETtube 7 0 ¢4, ﬂ Lol é jor Pack i VitK
LMA P (e //Sutures Cord Clamp
ECG leads : A/ B/ N s —~Suction Catheter
HME fitter : X/ P /N BN Rér AI—#‘)P‘ Lo | | Feeding Tube
Syringes : 10 cc oy ' \ 7} vaecum Suction Set
05 cc Ol Getes Qb & .0 ) Surgjcet Gloves
02 cc (ﬂf“ 7 EDC—Q r‘ é‘g J auze Pack
0jcc 7 nge 1ml/ 2ml

Cautery plate : A/ P / N

7,

“Suggical blade |

_stfgical Blade # 20

IV set

)

tube

" Koochies (S)

RL

yC@fery pencil

L—

B
@S : 10m /1057 / 500mi / 100

N
-

[q

Poserts Xk,

L2, i S, # 1 @’H
[v ] | 60 Joptdia| |41\ 10 Crinag | 103
10O = 7’| \ASuction Catheter  ~ | - )
Fentanyl M//C-ép, Mask W - Dighelt Utit;’l Of\ /
Morphine ) | GauzePack éﬂ'jy/d :
Ketamine ~"Mop Pack o @" \ thy leng blue Ql /
Propofol 6 9\ Stjistrip b2 il 7 1o,
Rocuronium é)@f/ﬂndemad (o1 % o
Glycopyrolate @/{’ ,,Br/g)u sheet g /' k] S &@D‘»ﬂ /
Myopyrolate NG (egging s o M
Ondansetron O‘K:/Fﬁeys catiéter]  ng-(¢ g\;/’
Pencan 25g/ Spinal Needle 22 //Urobag Fa
Bupivacaine 0.25% ﬂ{ ) \yeﬁest Drainage Catheter
Bupivacaine 0.25%(Heavy) \ | Romodrain bag
‘mbiotics / Ba/ndage
“PMo (tng Qoo | Bh Megaderm A -
Suppositories G loban Ty Lot ok~

Anamol : 80mg/ 250mg/ 170 mg

" Double J Stent

Supridol : 100mg

i

ﬁaccum Suction set

v

Justin : 12.5 mg / 25mg / 100mg

/Plastic Bed Sheet P\ v

ANS=N

Tab. Misoprost : 200mg B Betadine Solution g i /
PCM s _Aficroshield @/1\//
_0_3' M .,k U)j AJ _/#0tton Balls 6 In : /
NOA LA &) tex Gloves Xq\ -
VA LA )1,,{0[/\_] h mdione Scrub //1
- Tl st Py jmall —

Surgeon

e

Anaesthesiologist

Order No. ﬂéz@@@ﬂﬂ&%&é 7?0?— Ordered by : .

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

S

OT Technician
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Rainbow Childrens Hospital-Himayatnagar

Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer,

Hospital = ’
Oid MLA quarters road AP State Housing Board Himayatnagar ,
’ Hyderabad ,Telangana, INDIA 500029,
040-48873000, Info@ralnbowhosplials.in
my
(METTATME I
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-00015513 Name I Mrs THANUGUNDLA PUSHPA KUMARI
Aga [ Sax : 53Y 1M 17 D/Fomala Doctor : SWAPNA SAMUDRALA
AdmiReg Date/Tima : 16/08/2026 0755 Payor i SELFPAY
Ordar Date 16/06/2026 13:40 Ordernumber  : 26-0000207006
VisitID 1PZE-00006554 Wardfod No 4F -OT IFPO-418
Patient Address 306 ,aravind vihar apartmant, aravind vihar colony, l hyd. Domalg l INDIA,
500029
S.No Deaceiption Genaric Name Dosaga Route ! Freaquency Duration Jastruction Qty Siatus
UNDERPADS BCX30
1 BUTTEAFLY 1Hos Externad 7 10 AM 1 Days ¥ Now Drpasbig|
H IRRIOATTO(T.U.R SET) JRRIGATIO(T.LLR SET) |1 Kes Ensaymad § Dnce Daily t Days 2Noa|  Dispenyed
3 |ADULT OIAPERS-XAL thos Erzpml | 10 AM % Days tNoa| Dhspensed
4 DSYRINGE SML.{MPRO} SYRINGE SML 1 hoa FExtwrad { Oz Dady 1 Days ANos| Dupented
8 mc‘m?nzp SOLUTIONS 300 mi HOnca Dy 1 Days Thos|  Dapensedy
FOLEYS CATHETER 16+
6 LADCATH thos External § 10 AN 1 Days Thos|  Dapensed)
MEBLU-N INJ 1034 - 1
1 GARE REMEDIES 1 hos Extemal F 10 AM 1Days THos| Ospsmied
B [SUPIGANE IVIAL 025% thow Examal/ 10 AM 1Days 1hos|  Dmpenyag
TUSPOSABLE APRONS STERIDISPOSABLE APPRON
LI ey STERRE XL fHos 1 Once Daly 3 Dayz JNos|  Despanied
MAJOR PACK :
0 lpRoTECTCARE)Y nd {1944 10ays fhoa] D
n DSYRINGE tCML [MIPRO) SYRINGE 103y 1 Nos Extarriad } Onca Doy 1 Days ANos| Drspenyad
12 (URCBAG {ADULT)-RODYNE. tHes Extanal { 10 AM 1 Days 1Noy| Dispensed
11 |ONDOKIND INJ & MG 2 ML ¥ Ros 1 Onca Dady 1Daya 1val|  Dispansed
14 |WCT-HOF 100MG SOML t hos #0nca Dady 1Dars 2Nos| Dapanyed
15 |SGLOVE # &5 (SURGICARE) |SURGICAL GLOVES 6.5 1 hos Exiernal | Once Dady 1bays Inos|  Daperied
18 E:EICAINNEAWMMG INY I hos 10nca Paty 1Days inas| o
LEGOINGS DISPUSABLE
W |protecTcaRs) 816 £ Noa 110AM 10 1Nos|  Drpentod
1§ JCOTTONBALLS 2GM 5 NOS iNoy Exiernal § Onca Dady 1 Dayy 1Mo3| Depensad]
13 |EC.GELEGTRODES {ADULT) [ELECTADDES ADWT  {1Nas Exiomal / Once Dazy 10ays Inos|  Drapemieal
20 |DSYRINGS Z5MUNPRQ)  [SYRINGE ZML 1 Hos Exiemal  Once Daty 10 4Nos|  Depemed
2% |DWATER tOMLAMPIAE  [DISTR WATERIDM, 1 Bota |Extomat 1 Once Dady 1Days tBofte) Unpemcd
22 |THEMICAINE 30GM JELLY cason | 0w Dy 10 104en]  Drpunseg
71 |MINISPIKEY WENISPIKE-V 1Now Extamai / Cince Dady 10ays 1hes|  Drapenied
24 |CAUTERY PENCILIADVANCEY 1Nox Extarnal | Once Daldy 1Days 1Ncs|  Gupenved
NS 1000 ML CLOSED
25 |ziroOFLEX THos IV Inkssion § Once Dady 1Days 2MNcs| Dupensed
26 |ET TUBE 7.6 CUFFED RUSCH 1hos Extamal {10 AM 1Deys 1hes|  Daapensed
27 |suRGICAL BLADE 11 ISURGICAL BLADE 11 [t Hos Exiemal { Once Daly 1Days THos| Diapensed
28 [MASOPHARYNGEAL TUBES 2R iSOPtARTROEAL - [p . Extarnal 1 Orvca Dty 10aye Yhos|  Diaoensed)
I Vv ool il 1tios Extomal | One Dy 1Days INos|  Despensed
mm&‘:“’ 1 how 1 Once Daly 1Days 1nhes|  Dpensed
GALZE T.5X7.5 12PLY {3 GAUZE 1.5X7.5 12PLY
n NOS) & NOS 1 hos Exupmad f Once Dady 10an 4 Noy Dupensed
32 [vACCUME SUCTIOH SET 1No% External | Once Dady 10ay% 2Nes|  Dapaosed
33 |MOPSIOXJOSPLY 55 X-RAY | MOPS J0X308 PLYDATT | 1 on 1 Oncae Dady 1Days 1#8cs]  Dupansed
34 |EncorsMicroptic gloves-5.5 1 Nos. 1 Once Daty 103 aANcs| Dupensed
3 :ﬂuasgg SUFFOSITORIES 100 hos ¢ . O Disty 10 1hos] o
STRATAFIX SPIRAL PDO STRATAFIXSPIRALPDO
8 (SXPDZBAIT) (8XPD23407) thos # Once Dady 1Days 1Ncs Drspensed
37 [NS500MLCLOSED BOFILE t Bote Exiariad  Onca Daty 10ays tBome|  Detpensed
SWAPNA SAMUDRALA
Reg No : 69924
* This documant 16 just for reference purp oaly, Notto be d as primary report.

Note

* This prescription |s valid only for specifiad duration.

* Do not raflll mediclnes.

Printed Date/Time  18/06/2026 13:48

Printad By : GUVVALA VIJAYA SUSHEELA

Paoe 1 of1
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Rainbow Childrens Hospital-Himayatnagar

Ol

Rainbow
Children's . . . . .
Hospital = By Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer,
K Old MLA quarters road AP State Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500022. B
(40-48873000, info@rainbowhospitals.in e
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015513 ' Name + Mrs THANUGUNDLA PUSHPA KUMARI
Age | Sex : 53Y 1M 17 D/ Female Doctor : SWAPNA SAMUDRALA
Adm/Reg DatefTime : 16/06/2026 07:55 Payor 1 SELFPAY
Order Date : 16/06/2026 13:40 Ordernumber  : 26-0000207007
Visit ID * 1P26-00006594 Ward/Bed No  : 4F -OT / PP0O-418
Patlent Address 1 3086,aravind vihar apartment, aravind vihar colony, domalguda,hyd, Domalguda, Hyderabad, Telangana, INDIA,
500029 .
S.No Dascription Gonerlc Name Dosate Route / Frequency Puration Instruction Qty Status
1 BCV-INTRAFIX SAFESET * 1 Nos { Cnce Daily 1 Days 1 Nos Dispensed
2 ROCUNIUM JNJ 50 MG 5 ML 1 Nos { Once Baily 3 Days 3Vial} Dispansed
3 f:glfggf\sﬁégbuu) 1Nos Exiemal / 10 AM 1 Days 2Nos| Dispensed
4 (SPL;?R;EE%I}JICC:FI;S‘EMALE) 1 Nos External / Once Daily 1 Days 10 Nos| Dispensed
5 ?ég%;%%sfmﬁxTENTlON 1 Nos { Qnece Daily 1Bays 1 Nos Dispensed
PROXIMATE PLUS MD 3500 | PROXIMATE PLUS MD | :
6 STAPLER(PMW35) 3500 STAPLERPMW35 1 Neos External/ Once Daily 1 Days 1 Nos Dispensed
7 |RL 500 ML CLOSED SYSTEM ?ggﬁf%‘_—ggggﬁ 1 Bottle 1 Onee Daity 4 Days 4Botle| Dispansed
8 THEMIPYRRNOM (.2MG INJ 1 Nos Exiernal / 10 AM 1 Days 1Nos| Dispensed
g SGLOVE # 7.0(SURGICARE) |SURGICAL GLOVES 7.0 {1 Nos Extarnal / Once Daily 1 Days 2 Nos Dispensed
10 (GRSl MASKSLAYER- FACE MASK3LAYER  11Nos External / Onco Daily 1Days 10Nos|  Dispenseq
" MYOPYROLATE-INJ-5ML 1 Nos f Once Daily 1 Days 1Ampule| Dispensed
I e 1 Nos Extemal / Oncs Daily 1 Days 20Nos| Dispegsed
13 \élci)lﬂ-scghlg!i 100CM 1 Nos { Onca Dally 1 Days t1Nos{ Dispensed
14 |PSYRINGE 10ML (NIPRO) SYRINGE 10ML 1 Nos External / Onice Daily 1 Days Y 3MNos| Dispensed
15 g?gegg_?‘ *!,CFROPTIC 1 Nos /Once Daily 2Days 2 Nos Dispensed
15 [SOPRIDOL SUPPOSITORIES 1Nos External { Once Daily 1Days 1as]  Dispensed
1 ]:(%V'{H.ANZ SOLUTION 1¢% 1Nos I Onco Baily 1 Days 2MNosjy Dispeased
SWAPNA SAMUDRALA

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

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Dale/Time ; 16/06/2026 13:46

Printed By : GUVVALA VIJAYA SUSHEELA

Reg No : 69924
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