HNH-00011707 |P26-00006557

+ _ Mrs CHITRALEKHA VEDULA &72
18-01-1880 38YAM24D (F) s R . >~ @
ainbow
Dr. KADIYALA RAMYA THEJA A < - "
' J Children's | & BirthRight
I ANV Hiospitar * | () meoncom:
1t takes a lot to treat the little. Your Right to a Safe Delivery

SURGERY DETAILS

Date - ... !..\..f.@.é?./..%c.).%é ..........
Patient Name: WOWWVQM Date of Birth: .1 %-01.=1990.... Age: 326 Y.
gender: .. emale...... Ward: oo 0T UHID No.: ;’;EJH*?O’)_%l%O%
T¢9b— 000065
Date of Surgery: ...... ”\6(8036 ............. 071 (10T-2 [10T-3 [10T-4 [10BGOT-1 [JOBG OT-2
Name 0f the SUFGEMY © ...ovveeveeeveereeeeeereerrersreneee b LS RV XA
ﬁ
o

--------------------------------------------------------------------------------

NAME AMOUNT

1. Surgeon seassrmsisens DE&WQ@%I ..................................................

2. Anaesthetist O DU NI ..ot e
3. Assistant Surgeon : ............ le\/eﬂﬂo .............................................................................................
4. 0T Technician BXMFCMQFHMJSKVQUQMO ......................................................
™ 5. Circulating Nurse kgﬁFtJdDQ;aS'INQmLO ..................................................

™ 6. Assistant Nurse chm.ﬂdt‘VO ..................................................................................................
Special Equipment:  [] Laparascopy [] Broncoscope | Harmonic [l Morcelator
[ C-ARM 1 Cystoscopy | Versa Point (] Liver Cusa
"] Neuro Cusa (LI OFNBIS Lvcovvssvnsisevssssusnsassosiversansspussssss
Signature of the Surgeon Signature of Circulating Nurse

~

10

Order No: 'J?QOOOCN%VDC/F)O Order by: Qbﬁ’]di?/’}“j'ﬁ@g‘:ﬁ
gl aatd )

Docu. No. : RCH  /FRM/ GENERAL / 114 (O}




OO

L
4

12




HNH-00011707 1P26-00006557
Mrs CHITRALEKHA VEDULA
18-01-1990 unuun (F)
Dr. KADIYALA RAMYA TH
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Children’s
Hospital

It takes a lot to treat the littie.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"

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

Circulating staff :............. PU‘dQ ................ Technician : ...... auam ............. Date : ”[63" ............. Time ;... L. S.6. 4™
Anaesthesia Disposables = |, 9Y | Surgical Disposables wswot Y uses| Disposables (Baby Side) | Y |
ET tube Majer Pack L_{(( NOE | In Vitk o
LMA | Sutures | 326 , YL + ~ Cord Clamp Jobr
ECG leads : A/ P /N 0% | 2264, 2346 gd@,/sﬂction Catheter i
HME filter : A/ P /N - Feeding Tube &\ Jd
Syringes : 10 cc oyl Vaccum Suction Set -

05 cc A% | Gloves gl ] 1 &G Surgical Gloves & 0
02 cc A% E(\LOTE éNo )+ Gauze Pack ~ =} + /5’ ~
01 cc 1 Syringe 1M1 / 2ml |
Cautery plate : A/P/N Q’r‘l/ Surgical blade 3‘3—(\0 'U/’ Surgical Blade # 20 . QJ/
IV set o1 NG tube Koochies (S) il
RL o h/"Z Cautery pencil )
NS : 10mi / 100mi / 500mi/ 1000m| (| Koochies ALY ) T Db ("‘ﬁx
Adso ﬂo(fu AL 57 | Ointments -
A—JF}Q_F_?M AA~| Suction Catheter Vol 94- 0000255267
Fentanyl o [ Cap, Mask \6’{ W > ALI i
Morphine Gauze Pack f ¢y il o
Ketamine Mop Pack 04,
Propofol Steristrip i
Rocuronium Underpad 02X
Glycopyrolate Draw sheet
Myopyrolate 1 Abgel 1O J//-'
Ondansetron A} | Foleys catheter —
Pencan 25g/ Spinal Needle 22 "o | Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) ﬂ/’/ Romodrain bag
Antibiotics 4 Bandage '
n J.ﬂ)( 2° /; vl [ | Tegaderm
Supposﬁones loban
Anamol : 80mg / 250mg / 170 mg Double J Stent il
Supridol : 100mg Vaccum Suction set ot
Justin : 12.5 mg / 25mg / 100mg 07 Plastic Bed-Sheet .Ap'm% N1 -
Tab. Misoprost : 200mg Betadine Solution Q=
(\Sh narh o ) ' _Microshield o7
(24 ;T'g%f.n ¢ Cotton Balls ot
S alMae £.S e,? Latex Gloves QD,/ '
E i ) 2 Eg j | Ramdione Scrub =
% Saral
Surgeon aesthesiolqgist Nur OT Technician
Order No. : Q& ﬂm&&nﬁ Fjbrqq & 7%‘} )q’JO?Uered by : f‘A‘fLZ\aMuji/;ﬁ@fﬁjpﬁﬁm
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Rainbow )
Chi|dren’s
Hogpital

+ Radnberw

MRN

Age | Sex

Adm/Reg Date/Time
Order [J:ala '

Visit ID
Patient: Address

: IP28-00006557
: Plot no.37, P, Secunderzbad R S, Hyderabad, Telangana, INDIA, 500025

Rainbow Childrens Hospital-Himayatnagar

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

quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in

Ty
ELECTRONIC MEDICINE PRESCRIPTION

: HNH-00011707 Name : Mrs CHITRALEKHA VEDULA

* 38YA4M24 D/ Female Doctor : KADIYALA RAMYA THEJA

: 11/06/2026 06:50 Payor 1 VOLO HEALTH INSURANCE TRPA PV LTD
1 1110612026 10:40 Ordornumber  : 26-0000205953

Ward/iBed No  : 4F -OT /LDR-415

S.No i Deascription Generic Name Dosage Route / Frequency Buration Instruction Qty Status
1 ﬁﬁ%‘g‘mf(‘m“ﬁ“m”a 1 Vial External / Once Daily 1 Days 1Vial] Dispensed
2 iJ'IUGS glg SUPPOSITORIES 100 1 Nos External { Once Daily 1 Days 1 Nos Dispansed
3 EJSYRINGE 10ML {NIPRO) SYRINGE 10ML 1 Nos Exiernal / Once Daily 1Days 2 Nos Dispensed
4 DNDOKIND INJ 4 MG 2 ML ggfm\f}SETRON MG 1 Nos { Cnce Daily 1Days % Vial| Dispensed
5 ’;‘,"Sﬁﬂ“ {OXYTOCINY I 1 Nos 1 Once Daily 5Days svial| Dispensed
6 ISSYRINGE 1ML (NIPRO} SYRINGE 1ML 1 Nos Exlemal / Once Daly 1 Days 1 Nes Dispensed
7 |SHTICAINHEAVY BOMGINI - (50pvACAINE 80MG INJ |1 Nos / Once Daity 10ays 1Mos|  Dispensed
8 THEMICAINE 2% 30ML INJ 1Nos Exiernal / Once Dadly 1 Bays 1Nos| PBispensed
9  |SGLOVE # 6.5 (SURGICARE] {SURGICAL GLOVES 6.5 |1Nos Exarnal / Once Daily 1 Days 4Nos] Dispansad
12 PENCAN 256G*2 12 PENCAN 25G*'312 1Nes Extarnal f Onca Daily 1 Days THos Risponsed
11 |E[C.G ELECTRODES {ADULT) |ELECTRODES ADULT |1 Nes External / Once Daily 1 Days 3Nos| Dispensed
12 BIOXAMIC 500 MG INJ 1 ieos 1 Once Daily 2 Days 2 Ampula Dispensed
13 EEE&:%(!A%?JE%RGICAL PREGELLEDPLATED 14 jos Extamal | Once Daily 1Days 1Nos|  Dispensed
14 ?EUFSEQESUPPOS'TORIES 1 Nos External ! Once Baily 1Days 1 Nos Dispensed
15 ng 500 ML CLOSED SYSTEM [FINSER LACTATE 1Botle { Onoe Dally 2 Days 2080Ma|  Dispensed
w0 D%YRINGE SML.(NIPRO) SYRINGE 5ML 1 Nos Extesrial / Cnce Dafly 1 Days 3 Nos Dispensed
17 DYYRINGS 2.5ML{NIPRO) SYRINGE 2ML 1 Nos Exlemnal / Once Daily 1 Bays 3INos| [Dispensed

KADIYALA RAMYA THEJA
Reg No : TSMC/FMR/01458

*'This dochment is just for referance purpose only. Not to be considered as primary report.

Note

* This prescription is valid anly for specified duration.

* Do not refili medicines, -

Printed DatefTime : 11/06/2026 1611 Printed By : SUNKARI SANGEETHA Page1 of 1




% Rainbow Childrens Hospital-Himayatnagar

*

Rainbow
Children’s
Hospital  BirthRgn Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Ralnbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
RN : HNH-00011707 Name ! Mrs CHITRALEKHA VEDULA
\ge [ Sex 36Y4M24D/Female Doctor 1 KADIYALA RAMYA THEJA O
idm/Reg Date/Time : 11/06/2026 06:50 Payor ¢ VOLO HEALTH INSURANCE TPA PVT LTD
drder Date : 11/06/2026 10:40 Ordernumber  : 26-0000205952
lisit 1D : IP258-00006557 Ward/Bed No  : 4F -OT/LDR-4156
*atient Address : Plot no.37, P, Sscundsrabad R S, Hyderabad, Telangana, INDIA, 500025
S.No Description Generlc Name Dosage Route / Frequency Duration Instruction Qty Status
1 SSI;)ZE 7.5X7.5 12 PLY (5 Sggza 7.5X7.512PLY 5 1 Nos External / Cnce Daily 1 Days 1 Nos Bispensed
2 MISOPROST TAB 200MCG 45 1Tabs Extemnal / Once Daily 1 Days 4 Tabs Dispensed
3 S:L‘!ROPINE (ATROPINE) INJ 1 1 Vial External / Once Dally 1 Days 1 Vial Rispensed
4 [EVATOGIN (OXYTOCIN) IN 1Nos { Once Daily 1Days 1Vial|  Dispensed
5 BCV-INTRAFIX SAFESET 1Nos { Once Daily 1 Days 1 Nos Dispensed
KADIYALA RAMYA THEJA

Reg No : TSMC/FMR/01458

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

Note

* This prescription Is valid only for specified duration.

* Do not refill medicines.

Printed Dale/Time : 11/06/2026 16:12 Printed By : SUNKARI SANGEETHA Page1 of 1




L E @ Rainbow Childrens Hospital-Himayatnagar
Rambow
_ Children's
BirthRght Rainbow Children's Hospita!, Door no. 3-8-267, opp. Cafe niloufer, Old MLA
~ Hospltal
Ralobaw quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
1
MRN : HNH-00011707 Name . Mrs CHITRALEKHA VEDULA
Age/ Sex + 36Y 4 M24 D/ Female Doctor : KADIYALA RAMYA THEJA
Adm/Reg Date/Time 11/06{2026 06:50 Payor : VOLO HEALTH INSURANCE TPA PVT LTD
Order Dafe . 11/06/2026 12:03 Ordernumber  : 26-0000205963
I
Visit ID '+ 1P26-00006557 Ward/Bed No * 4F -OT /LDR415
Patlent Address s Plot no.37, P, Secunderabad R S, Hyderabad, Telangana, INDIA, 500025
5.No N anscrlp:lon Gonere Name Dosage Route / Froquency Duratlon Instructlon my Status
i}
C\ 1 SQLOVI% # 6.5 (SURGICARE) |SURGICAL GLOVES 6.5 |1 Nos External f Oncea Daily 1Days I Nos Dispensed
2 |1 ;’;‘g Rl Eie oyl 1 Nos 1 Once Daity 1Days 1Nos| Dispensed
3 fgﬁ%‘;ﬁ‘;’;‘e' PADBIG)  apaEL 1 Nos 1 Once Baity 1 Days 1Nos| Dispensed
4 g%%?fé\?(tls APRONS g;ssz?fé‘gtlz APPRON 1Nos { Once Dally 3 Days 3 Nos Dispensed
5 T{%V;:T-ANZ SOLUTION 10% 1Nos External ! Onte Dady 1 Days 2MNosj Dispansed
i
6 Encore hldlicruptic ploves-6.5 1HNas 1 Once Daily 1 Days 1Neos Disponsed
7 |VICRYL 1-0 NW 2364 VICRYL 1-0 NW 2364 1Nos 1 Once Daity 1 Days 1Nos| Dispensed
8 |LSCS DRAPE PACK LSCS DRAPE PACK 1 Nos 110 AM 1Days 1Mos| Dispensed
i
9 VI%R\’L E-D VP 2346 VICRYL 1-0 VP 2346 1 Nos { Once Daily 2 Days 2Nos| Dispensed
[
10 MO':PS 30X30 BPLY 55 X-RAY |MCPS 30X308 PLYDATT |1 Nos I Onca Daily 2 Days 2Nos| Dispensed
—
N AD}JLT DIAPERS-XXL 1 Nos Extemal f 10 AM 1 Days 1 Nos Dispensed
[T CHLORHEXIDINE
12 %‘gﬁfPREP SOLUTIONS GLUCONATE2% 1ml { Cace Daily 2 Days 2Nos| Dispensed
i BALCOHOLE0% 500
C‘ 13 &%Tfp?gETENCIL &%%?@’E?ENCIL 1 Nos Extemnal  Once Daily 1Days 1Nos| Dispensed
;S il
1 [MONOCRYL 3-0 Nw 1326 MONOCRYL 1326 1 Nos 1 Once Daily 1 Days 1Nos| Dispensed
15 |corToNBALLS 2 GMS NOS COLTONBALLS2G-8 |4 os Extemal / Once Daily 1Days 1Nos| Dispensed
16 vaCcume sucioNseT  [$RCCUMESUCTION 4o Exiernal / Once Daly 1Days 1Mos|  Orderea
17 |SURGICAL BLADE 22 SURGICAL BLADE 22 |1 Nos Extemnal f Once Daly 1 Days 1Nos| Dispensed
KADIYALA RAMYA THEJA
Reg No : TSMC/FMR/01458
* This doctrment is just 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 * 11/06/2026 16:13 Printed By : SUNKARI SANGEETHA Page 1 of 1




o - . - -
.2 @ Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children’s : . . . .
Hospital  SrhRant Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Ralnbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, Info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
fIRN : HNH-00011707 Name ; Mrs CHITRALEKHA VEDULA
\ge / Sex : 36Y4M24 D/ Female Doctor 1 KADIYALA RAMYA THEJA Q
\dm/Reg Date/Time : 11/06/2026 06:50 Payor : VOLO HEALTH INSURANCE TPA PVT LTD
Jrder Date : 11/06/2026 12:03 Ordernumber : 26-0000205864
fisit ID : 1P26-00006557 Ward/Bed No : 4F -OT / LDR-415
Jatient Address : Plot no.37, P, Secunderabad R S, Hyderabad, Telangana, INDIA, 500025
S.No Description Goneric Name Dosago Rotte / Frequency Duration Instruction Qty Status
1 | SRERranS 60%0 1 Nos Extemal /10 AM 1 Days 2Nos| Diepensed
2 Eﬁf\:SET’:?SK JLAYER- FACE MASK 3 LAYER 1 Nos External f Once Daily 1Days 10Nos| Dispensed
3 [ o NITRILE GLOVESM |1 Nas Extamal / Once Daily 1Days 20Nos| Dispensed
4 SURGEON CAP(FEMALE) FEMALE CAP 1Cap Extemal f Once Daily 1 Days 10 Cap| Dispensed
5 SSLSJ)ZE FEXSIZPLY S SSLS,ZE 7.8X7.512PLY 5 1 Nos Extemal / Once Daily 1 Days 2 Nos Dispensed
KADIYALA RAMYA THEJA

Reg No : TSMC/FMR/G1458

* 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 refill medicines.

Printed Date/Time : 11/06/2026 16:14 Printed By : SUNKARI SANGEETHA Page 1 of 1
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Rainbow | §
Children’s

%

Rainbow Childrens Hospital-Himayatnagar

* This

Note

" This presc

docunjent Is just for reference purpose only. Not to be considered as primary report.

*Do not ref[lll medicines.

Printed Date¢

3fTime - 11/06/2026 16:15

ription is valid only for specified duration.

Printed By : SUNKARI SANGEETHA

: Birthitgn:  Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital k) . )
' rates quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
i Telangana, INDIA ,500029.
040-48872000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015919 Name : Baby Of CHITRALEKHA VEDULA
Age IO :0YOMOD7H/ Male Doctar : DILNAAZ FAROOQUI
i
Adim/Reg Date/Time * 11/06/2026 09:48 Payor : SELFPAY
Order Pate 1 11/06/2026 12:06 Ordernumber  : 26-0000205967
Visit 1D : IP26-00006558 Ward/Bed No  : 4F -OT / CRDL-HNPDA-412-1
Patient Addresﬁs : Plot no.37, P, Secunderabad R §, Hyderahad, Telangana, INDIA, 500025
S.No Description Generic Name Dosage Route f Frequency Duration Instruction Qty Status
1 DSYRINGE 1ML (NIPRO) SYRINGE 1ML 1Nos Extemal / Once Dally 1 Days 2Nos| Dispensed
2 gf?;HDAgiLé?)TgARE 1 Nos External / 10 AM 1 Days 1 Nos Dispensed
3 |SGLOVE #6{SURGICARE) |SURGICAL GLOVES 6.0 |1 Nos External / Once Daily 1 Days 1Nos| Dispensed
4 SURGIJ|AL BLADE 20 SURGICAL BLADE20 |1 Nos { Once Daily 1 Days 1ios| Dispensed
| INFANT‘FEEDING TUBE-6 g‘FANT FEEDING TUBE 1 Nos Extemal / Once Dally 1 Days 1Nos Dispensed
8 stsvc”[or-p MG INJ 0.5 1 Nos Injection / 10 AM 1 Days 1Nos| Dispensed
i ) |
DILNAAZ FAROOQUI

Reg No : 5676

Page 1 of 1
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Rainbow Childrens Hosp_itaI-Hima;atnagar

Rainbow
Children's . . . . .
: Brtr .,  Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital i . R
Rainbie quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
A
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015919 Name : Baby Of CHITRALEKHA VEDULA
Age [ Sex :0YOMOD7H/ Male Doctor : DILNAAZ FARQOQUI
Adm/Reg Date/Time : 11/06/2026 09:48 Payor : SELFPAY
Order Date - 11/06/2026 12:06 Ordernumber  : 260000205968
Visit ID : IP26-00006558 Ward/Bed No  : 4F -OT f CRDL-HNPDA-412-1
Patient Address : Plotno.37, P, Secunderabad R S, Hyderabad, Telangana, INDIA, 500025
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 Sgg)zs 75X7.512 PLY (5 Sggzs 75X7.512PLY 5 1 Nos Exiernal / Once Daily 1 Days 1 Nos Dispensed
2 SGLOVE #6.5 (SURGICARE) {SURGICAL GLOVES 6.5 {1 Nos External/ Once Daily 1 Days 2 Nos Dispensed
DILNAAZ FARQOQUI

Reg No : 56763

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

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 11/06/2026 16:15

h
O Page 1 of1

O

Printed By - SUNKAR! SANGEETHA
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Children’s Bll‘tthght

AC Hos pital BY RAINBOW HOSPITALS
;U f | Your}iwqm to a Safe Delivery

Name Mrs CHITRALEKHA VEDULA UHID HNH-00011707
Father/Guardian Mr S SV KARTHIK Age/Gender 36 Y 4 M 24 D/ Female
Address Plot no.37, P, Secunderabad R S, Hyderabad, Telangana, INDIA, 500025
IP No IP26-00006557 Admission Date 11-06-2026
Ref Doctor Self.

Discharge Date 14.06.2026
DISCHARGE SUMMARY

Consultant:

Dr. Kadiyala Ramya Theja
MBBS, DNB
TSMC/FMR/01458

Diagnosis: G2P1L1 WITH 37+2 WEEKS PERIOD OF GESTATION WITH
PREVIOUS LOWER SEGMENT CAESEREAN SECTION WITH SINGLE
UMBILICAL ARTERY FOR ELECTIVE LOWER SEGMENT CAESEREAN
SECTION

ELECTIVE LOWER SEGMENT CAESEREAN SECTION DONE ON 11.06.2026

History:
LMP: 13.09.2026 Obstetric formula:G2P1L1
EDD: 30.06.2026 Gestation at admission: 37+1 weeks

EANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC SECUNDERABAD KONDAPUR
A HIL : . MO - 4748 2200

O 1800 2122 @ www.rainbowhospitals.in




Name I Mrs CHITRALEKHA VEDULA  UHID + HNH-00011707

—— VU

IP No IP26-00006557 Admisslon Date 11-06-2026

L e o i, S 0 Ao A 1 s S S Attt S Sl

Obstetric History:

G1 - 2021 - FTLSCS {(Ind. - Breech), Male, B.Wt.: 2.75kgs, Alive and Healthy,
@Kirloskar, Ul Conception, H/O Bleeding PV and subchorionic hemorrhage post
conception, resolved at 5 MOA, H/O Hypothyroidism.

G2 - Present pregnhancy, Spontaneous conception.

Medical History : Nil

Surgical History : LSCS in 2021
Allergies : Nil

Family History : Nil

Antenatal Details:

Mrs CHITRALEKHA VEDULA was booked to Rainbow hospital at 7 weeks of
gestation. She had regular antenatal checkups and investigations as advised.
NT was normal. FTS - low risk. TIFFA showed single umbilical artery in Umbilical
cord. Fetal 2D Echo showed small muscular VSD. NIPS - low risk. Fetal

surveillance done by serial growth scans. Scan done on (30.05.2026) at 35%4
weeks showed single live intrauterine fetus with cephalic presentation, AFI:
11.8cm EFW: 2214 (8%) AC: <1% placenta: posterior amd right lateral high

with Doppler normal She was admitted at 3772 weeks for Elective LSCS.

Investigations: Enclosed.
Blood group: "B" Positive

Management: Course in hospital:
At admission on clinical examination the vitals were stable, uterus was




Name

IP No

Mrs CHITRALEKHA VEDULA

IP26-00006557

UHID

Admission Date

Rainbow”
Children’s
Hospital

HNH-00011707
11-06-2026

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

relaxed. Fetal well being was confirmed by an admission NST which was found
to be reactive. She was prepared for elective C- section with indwelling Foley's
catheter and IV canula under aseptic conditions. Written informed consent for
surgery taken. Preanesthetic check up done. Anesthetic premedication (IV
Pantop and Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV
given. Patient shifted to theatre.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A Lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord traction. Uterus closed
in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Skin closed with subcuticular sutures. Wound dressing done.
Vagina cleaned with Betadine solution after expelling clots. Misoprostol 600
mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.

*Single umbilical artery

*Previous scar thinned out

Delivery Details:

Date :11.06.2026

Time of Delivery : 9:04AM

Type of Delivery : Elective Lower segment caesarean section

SECUNDERARAD KONDAPUR L B NAGAR (NABH
. o4

5 A R UTPATIENT CLINIC
HYDERNAGAR (4 KONDAPUR OUTP g A gemey 3 040 - 47462400  Emergency 3 040 - 7111 1333

mey 3040 - 4248 1100

www.rainbowhospitals.in

@ 1800 2122 &
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Name ! Mrs CHITRALEKHA VEDULA | UHID _IHNH-ooonmv
) SO ——— - — R -

iP No IP26-00006557 Admisslion Date ¢ 11-06-2026

Indication : Previous LSCS

Anaesthesia : Spinal

Baby Details:

Date :11.06.2026

Time : 9:04AM -
Sex : Male

Weight 1 2.6Kg

Apgar : 8,9

Gestational Age :37+2 weeks
NICU Admission: No

Post-Operative Notes:

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

Advice:
1. Tab. Taxim O 200mg twice daily till 16.06.2026 (9am-9pm) after food.
2. Tab. Calpol {Paracetamol 500mg) 2 tablets thrice daily till
14.06.2026(8am-2pm-10pm) after food.

O
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Rainbow® &

\

. Children’s | .Blrtthght
1 BY RAINBOW HOSPITALS
Hos pltal Your Right to_a Safe Delivery
Name Mrs CHITRALEKHA VEDULA  UHID HNH-00011707
IP No IP26-00006557 Admission Date 11-06-2026

3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 14.06.2026 (9am-
3pm-11pm) after food.

4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 16.06.2026
(7am-7pm) before food.

5. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.

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

~ 7. Syp.Duphalac 15 ml PO at night SOS.
8. Nebasulf Powder for local application.

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

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

Review with Dr. KADIYALA RAMYA THE)A, after 2 weeks on 27.06.2026 at
Rainbow Children's Hospital with prior appointment (Review consultation
will be charged).

For Women Who Have Had a Caesarean Section
~~ Care of the wound:
1.You can bath and shower.
2. The wound can get wet during a bath or shower. Dry it thoroughly and gently

KONDAPUR

HIMAY ATHNAGAR BANJARA HILL
£ 3040 - 435TION0  Emergancy 3 040 - 48

HYDERNAGAR

<<<<<<<<<<

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs CHITRALEKHA VEDULA  UHID HNH-00011707
IP No IP26-00006557 Admission Date 11-06-2026

by dabbing with a gauze piece. Do not rub the wound.

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

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

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

The content of the patient discharge summary, medication, food & drug
Interaction, care to be provided at home, nutrition, immunization and safe
parenting, 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
website www.rainbowhospitals.in

Consultant:

Dr. Kadiyala Ramya Theja
MBBS, DNB
TSMC/FMR/01458




2 . Rainbow Childrens Hospital-Himayatnagar

Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing

Children’s _ Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
| Hospital B g™ TEL NO :040-48873000
j il WEB : https://rainbowhospitals.in
|
| ' ADMISSION SHEET

N e

‘ Registration Details :
Admission No : IP26-00006557 Admit Date :11-Jun-2026 Admit Time :06:50 AM UHID : HNH-00011707
' Patient Details : .

Patient Name : Mrs CHITRALEKHA VEDULA Age :36Y4M24D

Guardian : Mr S SV KARTHIK DOB : 18-01-1990

Gender . Female Religion

Occupation : Martial Status

Address (H) . Plot no.37, P Secunderabad R S Hyderabad Phone No : 9949096232/ 9985136724

Telangune (NOIA 00025 E-mail . chitralekhavedula@gmail.com
-

Admission Details :

Bed Type : TWIN SHARING Bed No :LDR-415 Ward Name :4F -OT

Room No : LDR-415 Admission Type : First Visit

Contact Details :

Name : MrS SV KARTHIK Relationship : Husband

Contact Address : Plot no.37, P Secunderabad R S Hyderabad  Phone No 1 9949096232

Telangana INDIA 500025
o
/Sme

—octor Details :

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

Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 20000.00

Payment Mode :DC/CC Card Payor Name L:T\[/)OLO HEALTH INSURANCE TPA PVT

Printed Date / Time : 11/06/2026 07:00 Printed By : 020635 Page 1 of 2




PATIENT TRANSFER FORM

2z
Rainbow"’ . .
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery

—— HNHK-00011707
1P26-0
[ Mrs CHITRALEKHA VEDULA s

18-01-199¢
JBY
O, KADIYALA tuun

B IIIIMIIIIIIIMIIIHIIMIHIIIHII

Date & Time of Admission

e £'s0,

Date & Time of Transfer Order

u\éll&@[ 2ulpy,

Reason for Transfer

Treating Lunsuna rew..- Transfer Ordered by
" Eqw»&g DLNQLLLULV]@\ 0&5
From Unit To Unit Information to Attendant
Yes| | No |
O& < Poown =

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

o over to attendant
- T () _
_ 35 - Yes[1—  No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1 | RL — soom Q)
jo =
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes——  No[ |

7 Sty ol ho

Name & Signature of Person who is Transferring

D

Name of Person Ordered Transfer

daun g

Patient & Clinical Records Received by :

Sangin A @ 200

Date & Time of Patient Received :

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

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

| Nurse not Available

| Available Bed not ready




PATIENT TRANSFER FORM

2

Rainbow" . e
Children's | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes 3 lot to treat the little, Your Right to a Safe Delivery

Patient Name & UHID No.

HNH-00011707 |1P268-00006557
. Mrs CHITRALEKHA VEDULA
1l-01 1”0 BYAM240 (F)
LA RAMYA THEJA

i

Date & Time of Admission

'\lé[% e Lot

Date & Time of Transfer Order

\t] GJ% @,%LZGW

Transfer Ordered by

b7 \ena

Reason for Transfer

¢ L -Lses

From Unit

pue pOH

To Unit

]

Information to Attendant

M No [

Number of Sheets in Clinical File

Number of Imaging Films

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

i No[
‘\1 S) fCD If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

) .

LS P

2.

3.

4.

5.

ifti i : ] [
Shifting Summary / Notes Written by Doctor Yes_[// No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
St S‘%Aw\ DT'WQ‘\\V
Patient & Clinical Records Received by :
oo Jon

Date & Time of Patient Received :

e 96 ) 87 3P,

If the transfer order time & Completion time is more than 30 mtiﬂtes please tick lhl.l reason mentioned below :

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

[ ] Nurse not Available

[ | Available Bed not ready
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Rambow ;.
£L Lscs Children’s
Hospital

It takes a lot to treat the Iittle.

N

BirthRight
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| Your Right to a Safe Delivery.

ACTIVITY RECORD FOR BILLING

Name: ~--------=smosmoomomooo oo oo HNH-00011707 1P28-00006557 - -
Mrs CHITRALEKHA VEDULA
UHID No : ------=---==--- IP No : -=--- 1l-o1 1MAMM:::::.::° (F) Dept : =—
Date of Admission : ~------------ o T T Time:
Room / Bed No : ----------—---- Ward : Suggested Billable bed type : -------=-=--===meeemmuu--
WARD TRANSFERS
Date Time From To Signature of Nurse
62 ¢ AGHO W pae posid o) @ !fufa .
1 [b]24 1000w T prepoit Ao S el
Wi e '&As&ﬁv} Pre —pol yQéom cy)uémvéw I@
Cross Consultation Visit
Doctors Name Date Order No. Signature
L0y sdedlgas | ey | 600 | B
2. |
3.
4,
5.
6.
7.
8.
9.
10.

Docu. Na. : RCH / FRM / GENERAL / 145
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MEDICAL EQUIPMENT ( WARD & ICU)

Date A Name of Conr_tecting Discor}necting Order No. Sighature
P & /Equﬁf\en'ﬁ Time .v-\\ L\T")E ( ) . s
i’ = r
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PROCEEDURE

Dat; :/// Proceedure Quantity yer No. Signature
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ANY OTHER INFORMATION

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

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

R R R



HNHK-00011707 IP26-00006557
Mrs CHITRALEKHA VEDULA
18-01-1980 86Y4amM24D (F)
Dr, KADIYALA RAMYA THEJA

S 11101 O

IP ADMISSION SHEET FOR OBSTETRICS

-
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

I\

BirthRight
. BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Presenting Complamls
f A v Bt 4D

Obstetric Formula: 5. L

Obstetric Hostory:

LMP: &[4 )ies EDD:

Corrected EDD: ¢l & 12wz< GA:

Menstrual History: Regular : =2 Yes [J No

Obstetric Examination

G— 26+ - (s -(Greesi) md*L 553 Fundal Height: ~3Gue-

puf‘(}x.jmtf

(Ur Comesphen If-c-]

G- SF Comir T ( Pe)
Present Pregnancy Record— Pec e @ Frusic

M'@ MIPS- LR
s R
TFa - SUA,
Fotad tclo- 6@& it fon WSO
RISK FACTORS: Tese as™
~ L EPD 8. J N\
HAe <\
VAo ®)
2«» vy
—Amn—
SUA—
Y | Y,
Height:...[62....cm
Weight: .2 ¢ kg
AIIRIGIES: .......... 28

Breast: «TNormal [] Abnormal
General Examination: 4=

Consciousness:(+) Pallor: 1@
Icterus: (0> Edema:
Temp: ~Hfctorte PR
BP: - DTR: &
CVS: 'lrc, RS &pea
Liver/Spleen: Urine Qutput: _A&f.- )
DIAGNOSIS ~-----------------me-
:. 42

GL_P\ L{ l \?)3 ode—

~ Bt AV

cu. No. :|RCH /FRM / CLINICAL / 087

Ut. Activity: [‘_’J/elaxed ] Mild [OMod [] Severe
Liquor: EkAd’é-quate []0ligo  [JPoly

PP: (Cephalic [ Breech Others

Head Fifths Palpable’:'

FHS: £ Normal (] Tachy  [JBrady []Absent
Per Speculum Examination ot elene

Draining: [ Present  [] Absent [[] Bleeding

Colour of Liquor: [ Clear (] Meconium [] Blood Stained

Vaginal Examination  ,_§ oo

Cervix: (] Long [] Partially effaced [] Effaced
Os: Closed Dilated

Membranes: [l Present  [] Absent

Liquor: ] Clear (] Meconium [] Blood Stained
Presenting Part: [] Vertex (] Breech (] Others
Sutton: O0-3 O0-2 0100 0O+1 O+2
Pelvis: [] Adequate [] Doubtful




L

{
t

HNHK-00011707 1P28-00006557
Mrs CHITRALEKHA VEDULA
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Family History: Surgical History:
N l LABLE = 2o
Medical History: Medication History:
ot T T [ Calevan)
Plan of Care: Investigations:
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PROGRESS NOTES AND DOCTOR'S ORDER

z
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Ao, o | W
DRUG CHART
Date of Admission: "1(13‘76 ...... Drug Allergies: ............. S +#TNot known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

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

Additional Instructions:

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

Page: 1/4
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T

REGULAR PRESCRIPTIONS  Weight. . %\\(”Q Ward. oo

DRUG:IN) CE FolAcim G

Datey

Time

\\\R")Q"

v

Dose | Route |Frequency [StartDate| &\ | @y ¥ )
g | v ] B0 | e PTAI 7
Name & Signature of the Doctor
Starting the Drugs: )
—--f'h('&" t’ “‘d\ l A\ 2 b
B\ ol :¥\ SN
Additional Instructions: —A 1t )
)( 45 (.-7 % "F/b Y c;J }
) AL
Daily Doctor’s Endorsement by a Sign b
DRUG: PARACETAMOL %?%L\!,a QXQ 0\#
Dose Route | Frequency Start ate| ‘
\gv | plo | TiIn 6 | o %
Name & Signature of the Doctor [ N ~
Starting the Drugs: | N
v A
—_ Y ALY
\’Q‘ )

Additional Instructions:

¥

Daily Doctor’s Endorsement by a Sign

DRUG: DICLOFENAL

Date
Tirpe

Jayalll

Dose Route | Frequency Start/)ate
4

50 Plo | TID | n

Name & Signature of the Doctor
Starting the Drugs: &

Purvw e

Additional Instructions:

nakEA 782 ESdRZAES

§ i

Daily Doctor’s Endorsement by a Sign 8y
DRUG : TIAMADOL LN ol
Dose Route [ Frequency |Start Date ) ) "_\‘
Name & Signature of the Doctor & ;
Starting the Drugs: /}V\f‘ ﬁ
0 :
WM n / \)\\{ $

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Dr. Dhakshayani
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Veriiied by
Dr. Dhakshayani
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BirthRight

Hos pita| BY EA.!NBDW HOSPITALS
It takes a lot to treat the littie. 1 Your Right to a Safe Delivery

btk REGULAR PRESCRIPTIONS wgrt IO wars

pRUG: T PANTOPERZOLE  [Dater 1y NI\

Dose Route | Frequency | St 1. ’ ’ iy

oy | po | ©op ‘:M'“ 3

Name & Signature of the Doctor | (NI %@

Starting the Drugs: l 1 1

-\
Additional Instructions: y
Daily Doctor’s Endorsement by a Sign Y M
. = Date Y ‘
DRUG: 7 CEFILX\TNE Tim %

Dose | Route |Frequency | Start,Dt. ) ¥
od PO g0 n—f:]% VS
= L] \r—‘

Name & Signature of the Doctor

Starting the Drugs:
i) 2o .
Additional Instructions: @ﬂ Q‘}’
L]
Pl

Daily Doctor’s Endorsement by a Sign* b’
DRUG : 'E')ija'rt:taaP
Dose Route | Frequency | Start Dt. i

Name & Signature of the Doctor

Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : Date

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
§tarting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign |
Docu. No. : RCH /FRM / CLINICAL / 108
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Rainbow” . o
Children’s ‘ BirthRight

Hospital BY RAINBOW HOSFITALS

Tt takes a lot i treat the Bitle, Your Right to a Safs Dellvery

DRUG :

Date
Tlme

v

24 1:.'- 14 ;g e

Dose | Route |Frequency |Start Di.

K2

5 C 1l ow

Name & Signature of the Dogtor
Starting the Drugs:

Fu

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dates
Tir'ne

v

L
2
s

.
e
Ft)

Dose Route | Frequency | Start Dt.

‘»w

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Datey
Tir‘ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Adgditional Instructions:

Daily Doclor’s Endorsement by a Sign

DRUG :

Dater

Dose Route | Frequency | Start D,

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL /108
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@FEF T e

Weight. ... %\\(‘Q‘\ Ward. ..o

lllIllllllllIIIIIIIIIIIIIIIIIHIIIIII ey =
|U'|e Nurse Sig. [ Nurse Sig. I Nurs; sig. | Nurse Sig.
Dose Dose Dose Daose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Or. Sign.
ROU te Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dogs Gom Do oowe
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: — o s h
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Date»
VAﬂlABLE DOSE Tiu'le l Nurs:LSm, Nurs&Sin, Nurs&Siq, I Nurs;Slg.
Dose Dose Dose Dose
DRUG : Dr. Sign, Or. Sign, Dr. Sign. Or. Sign,
ROUtB Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Pose Dose et L
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: = s pest D%
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) - Dosage & Other ;
Date Time Medication hstrictions Route Signature
o] 1M ‘ B
(e %\O PANToPE A OLE. Hono & =
A o Ty
“/ ° 13 \5 ME 78 CaPRAMIDIE becieey -
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ME[{LCATION RECONCILIATION FO
Drug AlIErgies: ......ccceeeeeeeeeee e . Not known any Drug Allergies

Medication Reconciliation will be done at the time of admissien"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)

SNifting FIOM: .o N e, Shifted to: ... NE
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | noie / Time ?gﬂ:ﬁm
1 : ‘ CJCyADC
h T e - (RON ol NP(Q an 1&6(2.6
2

THe cprcty i Aob (O &N fo}el}G Oc e |

3 0Jc CJbe

4 [1C ODC
TS

: \ Oc CIne
6 \ Oc Cioe
- 7 \ Oc Coc

8 \ CJC [IoC
9 \ ¢ CDe

10 [J¢c OObC

* C- Continue, DC - Discontinue

Date & Tlme ...................................... f .o.[g .............. ) @ ....... ‘ZM .......
o}

Nurse Name & Signature: .................. G\K\N\\l@" ..............................

Date & TIME & oo ule

Docu. No. : RCH/ FRM / GENERAL / 090
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o iy forpia_ | Q==
| <X RESULT SHEET

Date Ml
Time ' P
Hb T8
PCV 9)\ :
RBC % o
WBC 0.0
N/L 0% [ 1]
Platelets
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj
T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

\\

O

2= er

9@
SEQ)

0

29

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




Date R
Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

{ngﬁﬂ ggooP; Ve

WV
nhser” 2
vl

N
AR "4

CURUTE AN SENSIIVITIES & ..ot ettt et s e s e e s eneeeesees e s eneseesesessese et eneesen et ensenessensesen e e ssesees e s eseseenessenens

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

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

.........................................................................................................................................................................................
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N

W Early Warning Observation Score Chart - Obstetrics

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

Date
Time 8119

11j22j] 12| 3|4]|5]|6|7]|8]|]9|10j]11)|12]1]2]|3|4]5

10

RESP
(write rate in
corresp. box)

> 30
21-30

11-20
0-10

Saturations

|
2 LV D I [ ol O ) e (T [ [ 5 O S i 0 e . o i [
| 1

<94 % |

Administered

0, (L/min.)

3, dwa)

40
39
38
37

36

35
< 35

3jey Leay

170
160
150

140
130
120
110

_ 50
BTN | i ol o ) o bt i ) ) W 7+

100
90
80
70
60

2y
7S

anssald poojg 21|01sAs

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

NS

60
50

ainssaiq poojg Jljolseiq

——

130
120
110
100
920
80
70 T

. Pa

50

40

——

NEURO
RESPONSE
[+]

[ ) [

Alert
Voice
Pain
Unresponsive

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES

Nurse Initial

o




Early Warning Signs

[ Obstetrics and Gynaecology ]

- D

Complete a Full

a?

Set of MEOWS
Observations

- J

e ™\
1 Yellow Alert :
Repeat Observations
in 30 minutes
\— v
4 R
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
4
4 R
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\. y

* The Modified Early Warning Score (MEOWS)

CcO
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Early Warning Observation Score Chart - Obstetrics

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

Date o
= ¥ b ,}\
\\\6\7/6 Time |73 910@(52‘1 3|a[s|fe) 78] ofro]ur|12a|[1f2]3]a]s]f6}7
RESP = _ago
(write rate in
corresp. box) 11-20
0-10
Saturations 94;;'4?;%
Administered 0, (L/min.)
40
39
= 38
3 37 - A - ) 1 o
=) T
poc 36 el % e %
35 ‘ b % TV kt
| <35
| 170
= =
2
a
&
m

—
anssalq poojg 1joishs

—
aInssalq poojg J|oiselq

130
120
110

100

90

% &

A
~ i

60

M
[y
t‘,
1
N
R

50

40

NEURO Alert -
RESPONSE o]
[v] Pain
Unresponsive
URINE > 30 —
mils / hour < 30
7 Protein + +
Proteinuria w
Protein > + +
) Normal .
s Heavy / Foul
Clear / Pink
Liquor Green
TOTAL YELLOW SCORES [>] ) hd N [ C Ia)
TOTAL ORANGE SCORES Q Q A o - -4
Nurse Initial [EA! Rk b A P ~H
Y J Ut ¥ J ==
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Obstetrics and Gyhaecology
Early Warning Signs

1 Yellow Alert :

in 30 minutes

.

Repeat Observations

Complete a Full
Set of MEOWS
Observations

~ N[

- _/

Observations
in 30 minutes

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat

J

1

-

Repeat Observations

monitoring

N

> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and

in 15 minutes or continuous

~N

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

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

Date N\
o % L
L\ Time | 8 [ 9 [AO)1a]12] 1 [R) 3| a|s|(6 )7 |8 |offofrr|r2|a|fa\3[a|5(6])7
) >30
RESP 21-30

(write rate in

corresp. box) 11-20
0-10
. 94 - 100 %
Saturations <94 %
Administered 0, (L/min.) 5
40
39
& 38
_g 37 \ ra 0~ =
o 36 > Y ' Y
35 2 7 i LT
< 35

6 T 170

318y Leay

190
180
170
160
150
140
130 = =
120 P 109 WO yoit
110 i '{\ H Wl F
100 ] \ A
30 \ 7
a -

X 70
60
50

130
120
| 110
\ 100
90 a
80
70
60 0
50
40

NEURO | Alert T T T =¥ e I e, O LU i ! =
RESPONSE ‘;‘:f:
[v]
URINE > 30 -
mils / hour <30
bl i 1 e O O o e e e e B e e e e e e
Protein > + +

=

azdhy

—
anssald poo|g 21|0IsAs

<QJ

T

‘_
31nssald poo|g joiseiq

Unresponsive
Normal - =

Lochia Heavy / Foul
) Clear / Pink =
tiquor Green
TOTAL YELLOW SCORES [V |
TOTAL ORANGE SCORES &k E’ / ¢ ] L~
Nurse Initial ( o iE

%
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Obstetrics and Gynaecology )

Early Warning Signs

4 )

Complete a Full

Set of MEOWS
Observations

- /

4 ™\
1 Yellow Alert :
Repeat Observations
in 30 minutes
\. y,
/ N
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
' in 30 minutes
\. J/
4 : N
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
++ Repeat Observations
in 15 minutes or continuous
monitoring
\_ J

* The Modified Early Warning Score (MEOWS)
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It takes a Iot to treat the iite.

[ FLUID CHART |

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

Intake

Date Time

Naturé
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site

' Thrombo-

phlebitis
Score

Sign.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

Wt

04:00 am

Vil

7>

s,

| 05:00 am
Yo
\\ 06:00 am

0y

07:00 am

//\JM

Total Intake :

Total Output :

o
—t—

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Rainbow®

Children’s ‘

Hospital

It takes a lot to treat the little.

[ FLUID CHART )

BirthRight' .
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

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

| “ é‘.@f—-e g o H Output T':vsnéa =
Date | Time | NAre Route NG | Diarthoea | Vomit |Drainage | Urine | Phepts | Sion.
Mouth | LV | NG {
T T P T
09:00am | R\ | yJ loar! R f A )
10:00 am Q . B !CJOM\ om C
11:00am | Py fa— 0o m\ \ y
200mm] ot | hoam R<omf 1 ‘.
o100pm| R \ Qo™ weud s %Py
Total Intake : o Ky Total Output : Reiyked <y il 1 ;1?"
0200 pm Sips [ oo £ ) E
0300 pm ' [ loomy / =
0400pm | @1 [Soup [ 100 {
%\\\p 05:00 pm WP oo | N N ool |—2 -
A [ 0600pm loeo | / / WY
07:00 pm % 100 ’ e
Total Intake : ) Total Qutput :
Tewnl I T Tl [ 7
\q/ 0900 | A) |\ g0 w r/ / |
\\\0 10:00 pm MW [ o/ ; X lnaom_hﬁ_%/_). "
\ moopm| @ [Nyl ] S 0 @01
12:00 am R_\ L® / / l %
o100am | ) Yomd [/ / Aoomh—{ !
Total Intake : Total Output : @‘\ 'g
02:00 am va /] ) /
03:00 am A F }@;’UY / / {
\\NP 04:00 am Q\A, y t\v Y |4 _%:; A ¥
\‘.]/ 05:00am | ~ Ve o) /$ N _ & " Nf%
o0an| | [ [0, 7 ool >l
I VPV 7 %LJSW‘J
Total Intake : ‘ “Total Qutput :
Total 24 hrs. Intake Total 24 hrs. Output
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[ FLUID CHART

Sheet NO. & oo,

1. All measurements in ml.

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

i Thrombo-
Date | Time (':‘a}:f}’uri% Route NG | Diarthoea | Vomit |Drainage | Uring | phiebitis | Sign.

Score Nurse
~ Mouth LV N.G

08:00 am

N
o
o

N
N

09:00 am L\ )

(
Re
N
=3
N

10:00 am

&
<
7

\(}*\\\o 11:00 am P N ]

01:00 pm / /

Total Intake : (') 00 1) ! Total Output: | )

02:00 pm Lt

]

03:00 pm W

-
—

04:00 pm 0

N
I N I B

N

06:00 pm XN ] e

\/
g
12:00 pm },‘T‘f / / ‘\/ )
]
/‘
v

= ‘
h\: 05:00 pm \}ﬁ VA \J
~N

07:00 pm /

~

Total Intake : Total Qutput:  )— 2 ™M —
08:00 pm 7

\‘ —
0900pm| | |p o v e 1
1000pm| | %
| & o

3\‘\ 11200 om u? LW
N\ [fe00am i \ Vi
01:00 am Vi /

Total Intake : Total Output :

02:00 am ol P 1
\\“ 03:00 am // / et 1 B i
S\ | %400am 0 7 i

{b 05:00 am I3 ' T
06:00 am / B

07:00 am 4 / - )
Total Intake : Total Output :

\

N

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Rainbow®
Children’s
Hospital

Ttizkes a lot to treat tha little.

FLUID CHART |

Sheet NO. vt

BirthRight" -
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All mieasuremenis iri ml.

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

ARG,

e MU

IV Slte

' Natﬁre
Date | Time | o pig

Route

Diarrhoea | Vomit | Drainage

Urine

Thrombo-
phlebitis
Score

Mouth v

N.G

08:00am1{

09:00 am

10:00 am

11:00 am

12:00 pm

01;00 pm

Total Intake :

Tota! Oufput :

(2:00 pm

{13:00 pm

' 04:00 pm

(5:00 pm

06:00 pm

07:00 pm

Total Intake: - >

Total Qulput :

08:00 pm

09:00pm|

10:00 pm

* 1 11:00 pm

12:00'am

01:00 am

Total Intake :

Total Quiput :

(2:00 am

03:00 am

04:00 am

05:00 am

06:00 am

_07:00am

Total Intake :

Total Output :

Total 24 firs. Intake

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

Total 24 hrs. Quiput
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i Rainbow’ L
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T . Ghildrer's |y SLIt 9!
CHECKLIST FOR THROMBOPHLEBITIS s oy e
A
. DAY-1 DAY-2 _—~ DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE (M) E (N | ™ E [N E Remarks
: No signs of phiebitis / ~
1 [V site appears healthy Observe cannula 0 O o & D) b &
One of the following signs is
2 evident : Possibly first signs of phlebitis ' Vam
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site _|nA /\ML M wira
5 | it Te RiCeTy s Early stage of phiebitis / )
Pain at IV site Redness Resite Cannula A M # | oy | M- W
— Ak
Q‘,'ig;:?? following Signs are Medium stage of phiebitis /
4 bt Resite Cannula Consider 3
Pain along Path of cannula
Redness around Site Swelling Treatment - A B }m Wm IJJE}' M “
sgigér:{] g:gi!ng::;giigp e Advanced stage of phlebitis or
- ' the start of thrombophlebitis /
|
? Ezgné:;: grzit:doéii:: ke Re site Cannula Consider ol | B M//l Ve | M- Pa
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain ?h‘::ﬂ;'gggh?;‘:}%’;’; " N i "
6 along Path of cannula Redness i , 5 ':)C) ]\
around Site Swelling palpable I(l;mateltreatment Re site E 7
Venous cordpyrexia AR VA
Signature pf the Nurse @p /ﬂ/@' (p/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: ....... [ Od/"b(@ ...................

Signature of Ward In Charge :

Signature : ....
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Patient Sticker Rainbow® . .
i Children’s ‘Bll‘tthght
CHECKLIST FOR THROMBOPHLEBITIS Hospital | o it St a
— ' SCORE DAY-1 DAY-2 DAY-3
8. No. SITE OBSERVATION STAGE /ACTION M T ETN M TETHN I W E Remarks
. No signs of phlebitis /
i IV site appears healthy Observe cannufa 0
One of the following signs is
9 gvident : Possibly first signs of phiebitis ’
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site ‘ .
3 ';\rr;oe(‘)lli‘(}ggrfoIIGWIng Signs Farly stage of phlebitis / 5 .
Pain at IV site Redness Resite Cannuia -
AL te folowig Signs are Medium stage of phlebitis /
4 Pain alo}ag Path of cannufa Resite Cannula Consider 3
Redness around Site Swelling Treatment
Qyi(?ér:? irfg"gx"t’;ﬂgs}ff." sare Advanced stage of phlebitis or
5 | Pain along Path of can}lula the start of thrombophlebitis / 4
Redness around Site Re site Cannula Consider?
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness ;[h.nlnmbuphlebitls/ - 5
around Site Swelling palpable nitiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Ngrse

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

e
e

Pyt

Signature of Shift In Charge : Signature of Ward I Charge :

L1131 F:11 1] - OO NAIME © oo rerse s s sessarsases SIGNALHIE  +.vvrrrenrseesemssrsrenesssnssenssirassesses NAMB § 1overevermsmrseemsenreersesssssanesssensassansares
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Morse Fall Risk Assessment Form

,,/{4_
Rainbow® sl o
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Trtakes a fot to treat the litte. ‘Wﬁmj Delivery

g =

B -

. /
Date / Tim
Choose Highest Applicable Score from each Category g {Toe ¢ 1§ 6 / 2 “5 nlée //’./ é Fall Risk Grading
core N r—’ ’:J_,P_p/_rl ?ﬁ”’ B

History of Falling Yes 25 9
(immediately or w/in 3 months) No 0 Risk Lioyel Mors&:MF:l;g)Scnre 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 O n 7

- “ 2>
IV / Heparin Lock or Saline :es 200 2 20 Implement
o o0 Moderate Risk 25-50 mg:?ﬁtg:a"
Impaired
. Intervention

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

Normal /On Bed Rest /Immobile 0 Implement High

Forgets limitations 15 . Risk Fall
Mental Status High Risk 251 ;

Oriented to own ability 0 ;rti\;z:zggn
Total Morse Fall Scale Score: 20 e ~ o

Signature ' i
V/}f -

Tick (") whichever precaution taken.

Risk Level and Interventions

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

[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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Morse Fall Risk Assessment Form

)

D

"% )
Rainbow® N Lo
Children’s @ BirthRight
Hos pita[ . BY RAINBOW HOSPITALS

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

A A
Date / Ti P
Choose Highest Applicable Score from each Category el l L H) \o ‘2// b Fall Risk Grading
Score Wi A ]
) : i T O
History of Falling Yes 25 .
(immediately or w/in 3 months) No 0 Risk Level Morsc;h::Isl)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furni 30 ard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0 D Je)
20
IV / Heparin Lock or Saline ;es ; 10 20 Implement
g Moderate Risk | 25 - 50 L"r‘;gg;?}gn':a”
i 2
' Impaired 0 Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 1 . Risk Fall
Mental Status .g : o : Hign Fisk =2 Prevention
Oriented to own ability 0 iniervantion
Total Morse Fall Scale Score: 20, 20
Signature @ g -

Tick (v*) whichever precaution taken.

Risk Level and Interventions

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

[_] 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 cal 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 fo patient's needs
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BRADEN 'Q' SCALE

2z

Rainbow®
Children’s
Hospital

Tt takes 2 ot (0 treat the ise.

¢

BirthRight
BY RAINBOW HOSPITALS
Your Righi Yo a Safe Delivery

— ) - : | L Ly
e [a b [ E 771 6Tl
Time : J '"9,1‘?[\4 ['O! IU5

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

4. No limitations:

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

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

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

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

Sensory Perception

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

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
haif 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 ooly requires changing
every 24 hours.

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

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

2. Problem:

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

repositioning with maximum assistance.

3, Potential problem:

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

4. No apparent problem:

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

)

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2.1 -

Is on liquid dret 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 newhorn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| HighRisk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name
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) Support Surfaces
Risk Score ¢ Gategory Action {Please Nole: Only required for children who are deemed at risk due
. to altered mobility, consider eccupation therapy referral for advice
Regular Turning Schedule ' .
A Enable as much activity as possible High density foam matress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternafing pressure mattress overla
Manage moisture, friction and shear ap y
‘ * Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocof as for “At Risk” Patients o
13-14 ¢ Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure matiress overiay
) Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
, * Use same protocol as for “High Risk” Patients High density foam matfress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: 4
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. \,1

without assistance. to completely turn self independently. independently. L,
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; '

A Bodfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
g?ﬂ?igzg?%? 1C.onfi o tc.) bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every l“ \/’
wheelchair.” shift in bed or chair. 2 hours during walking hours.

1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:

Sensory Perception

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

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

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

to feel pain, or discomfort in one or
two extremities.

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

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

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

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

repositioning with maximum assistance.

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

ski;?s‘:Tczse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
10 mois?ure Dampness Is detected every time 8 hours. every 24 hours. V\
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name

Ry |5
/
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! Support Surfaces
Risk Score Category Action (Plaase Note: Only required for children who-are deemed at risk due
‘I to altered mobility, consider occupation therapy referral for advice
Regutar Turning Schedule _ ,
Enable as much activity as possible High density foam matress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Aliernati - i
Manage moisture, friction and shear ernaling presstire matlress overiay
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
. Use the Same Protocol as for “At Risk” Patients - S
13-14 Moderate Risk (el 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 densify foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

L
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Modifying | Patient / Family
Factors Educated

Pain Stofe
(0/10)

[} Continuous | [J Acute [] Sharp ] Dull [ Increasing (7 Yes

‘\[Q hé (6~ 9o \JD- | O Intermittent | ) Chronic [ Aching (] Burning | [] Decreasing | [ No

u\b‘% 29pm
/’A'/?—é Jopm

/45/2-6 201
L1 Continuous | [L-Acute [ Sharp [ Dull 7 Increasing | —7T Yes

(B
R
£
£
\#6 ,‘1'6 6 B O} 10 | N L ntermittent | (] Chronic ] Aching (] Burning [ -Decreasing | (1 No ﬁ\
W
@
g

Date Time Location Duration Acuity Character Intervention Sign

<

rd

¥

[ Continuous | [ Acute (] Sharp 1 Dull [1 Increasing [ Yes
O[ o N Ay {0 Intermittent | [J Chronic [ Aching ] Burning | ] Decreasing [ [ No

&

] Continuous | Cl-Acute CLSharp ] Dull [ Increasing | [J-¥es
0/ /0 ;‘Upr L-termittent | I Chronic [J Aching ] Burning | [ )-Becreasing | T No

(] Continuous | [LAeute [Sharp [ Dull 1 Increasing | —=-Yes %A
(o) / ] O Nﬁr Hntermittent | [ Chronic 1 Aching [] Burning }Decreasing‘ [ No

<

("] Continuous | [ Acute (] Sharp I Dull [] Increasing L] Yes

’Qh{ \o [W O[ (D N "] Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No

]

1
3

1 Continuous | [ Acute ] Sharp  CJ Dull [] Increasing [ Yes
- b\")} é ‘m/\ 0 ‘IU ’LQQ/ 1 Intermittent | [J Chronic 1 Aching ] Burning | [ Decreasing | [ No u%f
v 1 Continuous | 1 Aette [ Starp [ Dull ] Increasing T Yes [UA—
f é l /dfm O/[O /U/Qf [] Interrrittent | [ 1 Chronic [ Aching [ Burning }Becreasing ] No
[J Continuous | LI Acute [] Sharp (] Dull (1 Increasing L] Yes
1 Intermittent | [ Chronic (] Aching (1 Burning | (1 Decreasing | [ No
[ Continuous | [ Acute ] Sharp [ Dull [ Increasing [1 Yes
[ Intermittent | 1 Chronic "] Aching (] Burning | ] Decreasing | [ No

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

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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Numerical Pain Scale (Ohstetric and Gynecology)
1 L L 1 1 1 1 -l | 1 7 |
I T T f T . 1 | g . 1
0 1 2 3 4 5 B 7 B 9 w‘?st
, ., N0l
No Pein , i * * Pisshle Pain
LY
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Wong - Baker (Pediatrics) Above 7 Years

@@@@@@

No Hurt Huris Lmie Bit Hurts L&e Mora Evan More Hurts Whole Lot Hurts Worst

-

¢ PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month 10 1 Yaars)

SCORING
CATEGORY 7 ‘
0 1 2
O i ] ]
Occasional Grimace o, Frown, Frequent to constant frown, 11
Face | NoParticular expression or smil withdraw, Disorlentsd quivering chin, clenched jaw
Leps Normal Position or Relaxed Uneasy, restless, tanse chking, or Iagrs'brqwn-up
'| Laying quietly normal position, Squirming shifting back and
Activity | movesaasly o o g A’“"“' right, or Je’”"ﬂ
} Moans or wimpers occasional ' Crymg steadily, screams of subs
Cry No Cry (Awake or asleep) complaint _ frequent comptaints
! thit . -~ Reassured by occasianal touching, ,
! i, relaxed hugging, or belng talked to, + - Difficult to consolg'or comfort  *
Consotability Content, relaxe " b & ult to console'or §
I LT .
; Neonatal Pain, Agitation and Sedation Scale (upto 1 MIII!I!\h) o po
Assessment Sedation Normal " Pain / Agltation
Griteria - :
! # i . 0 1 1(1\_\‘ \Hz’{‘ 2
Crying No Cry with painful | Moans or cries Appropriate crying Not{ Lmitable or erying at | High- pitchad or sllent- '
Irritabillty stimuli minimally with painful | imitable intervals consolable | continuaus cry
stimuli Inconsolable
‘Behavor Stale No arjusaltoany | Arouses minimally to Appmi)ﬁate for Resﬂéss, squirming | Arching, kicl'ciﬁg constantly awake
stimult stimuii pestational age Awakens frequently | or
No spontangous Little spontaneous Arouses minimally / no movement
) movement movement . (ot sedated) h {
Facial | Mourth s lax Minimal expression | Relaxed Appropriata | Any paln expression | Any pain expression
Expression No sxpression with stimuli intermitient continual
Extremitios No grasp reflex Weak grasp reflex Relaxed hands and Intermittent Continual clenched
Tona Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tona or finger splay splay
Body s not tens® Body Is tense
Vita! Signs HR | No varlability with | Less than 10% Within basaline or  { Increase 10-20% | Increase greater than 20% from
RR, BP 830, | stimuli variability from normal for from baseling basaling, Sa0, less than or
Hypoventifation or | baseling with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea ' stimulation'~ quick | $low recovery Out of syng or-
 recovery fighting ventilator

|,

-
¢
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PAIN ASSESSMENT FORM T takes alot to treat the IRe. Your Right 10 a Safe Delivery
- | Pain'Scdfe | ' , . Modifying | Patient / Family : .
Date Time- .|~ oo | Location--|- Dumﬁon Acuity - Character Eiiclors Ediicated _lnterventmn Sign
. 3 Continuous | 3 Acute 2 Sharp 3 Dull O Increasing | O Yes
3 Intermittent 7 O Chronic 3 Aching 3 Burning | [ Decreasing | O No
, . "o 'Cu'n"t*i‘ﬁuuus' O Acute O Sharp O Dull O Increasing O Yes
- 2 T Intermittent | 1 Chronic O Aching O Burning | C Decreasing | I No
O Continuous | OJ Acute O Sharp 3 Dull O Increasing | O Yes )
AR S Wk O Intermittent | 3 Chronic Elll\ching O Burning | CJ Decreasing | O Nq o | T 3
: “h). x ! i i : .
o O Continuous | [ Acute (3 Sharp O Dull U Incrpasing | [ Yes
o A ! O Intermittent | O Chronic O Aching [ Burning | £ Decreasing { [ No
o ‘ O Con;i_nuggsl | O Acute [ Sharp I Dull O] Increasing | [ Yes
O _intermittent | I Chronic O Aching (3 Burning | O Decreasing | O No
, O Continuous | I Acute ] Sharp O Dull, [ Increasing (I Yes ]
s . O Intermittent | 3 Chronic O Aching, [ Buming | [J Decreasing | [ No b \ .. Ny
O Continuous | ‘C1-Acute O Sharp O Dull Chincreasing | * D Yes  * | ' .
. N N (0 Intermittent | 1 Chronic O Aching O Burning | O Decreasing | " No '
1 Continuous | [ Acute O Sharp  OJ Duli 0 Increasing O Yes
uf * | O Intermittent | 1 Chronic O Aching (] Burning | OJ Decreasing | [ No
U Gontinuous | [ Acute O Sharp O Dull [ Increasing O Yes
e s o O Intermittent | O Chronic (7 Aching [ Burning | (O Decreasing | [ No
{0 Continuous | [ Acute O Sharp  OJ bull [ Increasing O] Yes
i T © | O Intermittent | I Chronic O Aching [ Burning | [ Decreasing | O No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronlg pain, patient with severe pain:
a)  Ableast every 2 hours for the first 24 hours
¢)  Priorto pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

B) Then every 4 hours.
d) Within 30 - 60 minutes after pain refief intervention.
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i PAIN ASSESSMENT TOOLS
FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
N SCORING
CATEGORY ;
0 ' 1 2
wr ’ Qccasional Grimace or Frown, Frequent to constant frown,
Facs No Particular expression or smils withdraw, Disoriented quivering chin, clenched jaw
- Legs Normat Position or Relaxed Uneasy, restiess, tanse Kicking, or legsbrawnup !
) 1 Laying quiely normal position, Squirming shitting back and . . .
Activity moves easlly forth, tense Arched, ight, or Jeridng
Numerfcal Paln Scale (Obstetrle and Gynacology) :
| l 1 1 1 1 ! I 1 l 1 . Moans or whimpers occasional Crying steadily, screams of sobs,
I ¥ i T 1 I T T I T 1 C No Cry (Awake or aslesp)
0 1 2 3 4 5 8 7 8 8 10 ry complaint . fraquent complaints
o Pain Poseiom pin - Reassured by accasional touching,
nsotabili Content, relaxed hugging, or being talked o, Difficult to consale or comfort it
Consotability disiractinie fo {
#
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
! Assessment sedalltlll Normal Pain I Agitalll‘m
Criterla - *
Wonyg - Baker {Pediatrics) Above 7 Yaars -2 1 0 1 2
Crying No Cry with painfut | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or sllent-
Irrftabliity stimult minimally with painful | irritable intervals consotable | continuous cry
stimull Inconsolable
No H"n Hurts I.I:ﬂe Bt turts ume More Eve" Mors Hurts w""le Lot H""s W°m Behavior Stale | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spantanaous Litile spontaneous Arouses minimally / no movement
mavement movement (not sedated)
Faclal Mouth is lax Minimal exprossion | Relaxed Appropriate | Any pain expression | Any pain exprassion
Expression No expression with stimuli Intermittent continual
Extremiitles | No grasp reflex Weak graspreflex | Relaxed handsand | Intermittent Continual clenched
Tone Flaceld tone decreased muscle | feet clenched toas, fists | toes, fists, or finger
fong Normal Tone or finger splay splay
Body Is not tense Body.Is tense
Vitel Slgns HR | No variability with | Less than 10% t Within baseline or Increasa 10-20% | Increase greater than 20% from,
AR, BR 8a, | stimul variability from normal for from baseline baseling, Sa0, lessthanor ¥
Hypoventiiation or | baseline with stimull | gestational age Sa0, 76-85% with | equallo 75% with stinnlation -
apnea ) stimulation - quick | slow recovery. Out of sync or
“recovery ‘fighting ventilator -

=~/
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LA Children's | & BirthRight
| Hospital BY RAINBOW HOSPITALS
———— NURSING CARE RECORD mmmmmmm it Your Right to a Safe Delivery
Date: [1{6/% ......................
e | [ Maintain Airway and Oxygenation (] Relieve Pain & Discomfort /B’aﬁmain Fluid Balance El/bmprﬁe' Activity Tolerance _[J-Maintain Good Nutritional Status [ Maintain Skin Integrity
E 1 Maintain Personal Hygiene Prevent Infection [ Meet Elimination Needs (] Ensure Safety [1 Early Ambulation Reduce Anxiety [J Patient & Family Education
S | (7 Identify Potential Complications L) ANY OHNBIS. SPBCIY. .. . ieeeeee st eee e e e e e e ese e e e e ee et e e e eae e san e e e s e aaeees e n e e e e e ee s anrn e
Ti Plan of C Ti Implementation Evaluati Re-A t Harée Kana
ime an of Care ime p valuation e-Assessmen & Signature

gﬁ,,) > —psess —the—  |on, ] > A SN Jura

:@( C ondi+5e i f; V pbﬁe%cn{- ‘ ‘ J\ MM’?
—5o MROTHY \/?%uﬂ_f F—TL-—O e Now @F %{’ J@ -Loes

e Ml ototn éia o -frv

31”"0

N
93¢ Fesred bs  Stoble /I
v onds bope

=y

Afternoon

/{_ﬁ’ 1 O o&j S—

Rpl_Psses Moo ) -condilioy B -Prsseneel Jla pcondd |
” P ased vili] ¢ reok & | (el
( -Modnkcuned Tfo chasef %D;Q\L w2l .

A %Jl ﬂf“

Night
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’ " KADIYALA mmanas. P Rainbow* )
Patient Sticl m ”“m”m,m"m"m Children’s BlrtthghL-
“atient Stick Hos |ta| BY RAINBOW HOSPITALS
Il NURSING CARERECORD  Hos pital " | Q) erawoncrms
Date: z?[*()//?’b
o | [ Maintain Airway and Oxygenation [] Relieve Pain & Discomfort Maintain Fluid Balance [ Improve Activity Tolerance intain Good Nutritional Status [] Maintain Skin Integrity
s Win Personal Hygiene [J Prevent InfecFion /E"Meet Elimination Needs ] Ensure Safety [0 Early Ambulation Reduce Anxiety (D—Paﬁent & Family Education
& Identify Potential Complications A OREONS ., SOCHY 2 i e s sevenyins s srngensas somns AAEmAL IR TES AR PE A a8 SR T e ro SR TR ST R T e Ao B T
. Nurse Name
Time Plan of Care Time Imelementation Evaluation Re-Assessment & Signature
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Children’s .BirthRight'

ST T iospita - | (@zznemra

nunSING SHIFT HAND OVER FORM - WARD

Treating DOCIOr: ..cvoveeceeecee e DEPArTMBNL. oo ssesrcimmmmmonismesnin Date of AAMISSION: ......ovvvvveveeerseereanens
Z | Diagnosis: ' Any Infection: C1Yes CINo I Not Known
E If YES SPECIfY: ...cvevvevereerereceeeeee e
i ok \ , \

2 | Area \ W ¢ W ( Ak \5 %
= shift Time |} g8 22y S \{b s Z 1/ N
£ | Medical Condition '
= | (Any special condition o be noted): =
[l — o
Allergy: O YesBNa’G Yes 9)‘{0 1 YesATNo | O] Yesg.&o O Yes :ﬂ(uo O Yes No
Tubes/Drains/Catheter: O Yes:D No | YesyzNo | O Yes £rNo | 0 Yes-=No | O Yes CLNo| I Yes [UNG
Vital Signs: Temp: | @) 118F | GR°H, leﬁ-‘5 b}f 98- fHA.EF
= Res: | ¢ So4y] 9abh 2}031”3 204 (m2ablm
g 560:: | q aar | ag) Q0. | 9a [0
4 Pulse: | @5 Wo}m by g‘h ] 2CLlnh 85 bIm
2 BP: | g !3—0 Wrd) '\\b[ld_ <1 [#pkD 106 [0
Fall Risk Score: - — e - — —
Pain Score: - s — ~— — e
Safety Needs: /q—go( @[0 ccf Qj@ GJQDQ} \/ <\ N
Z —
2 Physiotherapy D%esrye‘f Yes €400 | 0 Yes N0 o Yes  LLNo | O Yes [LNo T Yes (LNO
£ .
E Others Specify: - = . e — —
g Special Diet: | Yes Bbkf'gYes Ao | Yes = No | O Yes_CiNe | [ Yes NG | O Yes A0
§ Other Special Orders / Medications:
o a3
o | | | NO | e WO
Post Operative Procedure Special Orders: £
p p N D | e A AL Y N
Handed Over By Name : . d k ‘ i&ﬂ*@}.
Mowig Sroek| (6. |t ned
Sigpaturs (e Gy | 5%
D &/fc; e f2alvlehe Ly IMW [ w]ehd13]8p2-6
Tipe: S gimn (JAS Y @\q. A
ol A Mo
Taken Over By Name : - :
! CSMM"&Q'E\MV ’)Kl thi O/\A
Signature : (R 4 A g N~ B
Date IEANATADATIN BN IE
Time: ?,Par‘ L. AP0 9 pnd €M
Docu. No. : RCH/FRM / CLINICAL / 097 ‘ |
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M ‘
; Rainbow® ] T ‘ :
Patient Sticker Children’s . B|rtl"|R|g|'|ti -
Hospital . BY RAINBOW HOSPITALS ™ a
It takes & Jo 1o Great the Itla, Your Right to a Safe Delivery
wi
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCIOE: ....ceeeeeer e esnsreereenes Department: .....cccveneerernrrnrrersassensanas Date of AGSSION: .vvvuvmmserscecrssssassens
Z' | Diagnosis: Any Infection: (3Yes ONo [ Not Known
= If YES SPECHY: vvrrirerermrerscnesessessesensssssesenanns
= .
W
2 | Aea. '
g ; Shift Time '
2 | Medical Condition
= | (Any special condition to be noted):
Allergy: O Yes D.Nq 2Yes ONo|DOYes ONo|O Yes ONo |3 Yes ONo|D Yes ONo O
Tubes/Drains/Catheter: O Yes ONo |2 Yes ONo |3 Yes ONo |1 Yes O No | T Yes O No |O Yes O No
Vital Signs: Temp: g
' z RBSZ 7y o
= 800 : O
= pu,:
E . Pulse: -
@ - BP:;
. Fall Risk Score:
. Pain Score:
Safety Needs: | «
- - Physiofherapy {01 Yes C1No{ O Yes ©No |0 Yes CNo |0 Yes ONo | £ Yes [1No [0 Yes O No 1
=
§ QOthers Specify:
g - Special Diet: |0 Yes ONo.{OYes ONo |OYes OINo{OYes ONo |0 Yes CNo |OYes O No O
£ )
§ Other Special Orders / Medications:
0=
Post Operative Procedure Speci‘al Orders: O
/
Handed Over By Name :
. . | -
Signature: | ¢ i ' N
Date: | ey L -
Time: , - ~
Taken Over By Name : ta 1 !' A P
Signature : . ‘o L
Date: . . T ' : -
Time; 1 ~

Docu. No. ; RCH /FRM / CLINICAL / 097
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URINARY CATHETER BUNDLE CHECK LIST ot s e P i 5D
Date 0f INSErtiON: ...........oovovrrriririrereiriranen Pate of Removal: m( / 6 / 26... @ é H‘VW
Parameters Date Shift Time ’\j }
Need for the Catheter }Végﬁg/cﬁfes' .COONo | OYes CONo | CYes [INo | ClYes [CINo | [Yes CINo | ClYes [INo
Hand Hygiene Pks/ [J¥es CNo | ClYes CINo | OYes [CINo | CJYes CINo | [lYes [INo | [lYes LINo
Usage of Sterile Equipment WW/ #%es CINo | ClYes CINo | [IYes [INo | CYes CINo | CiYes [INo | [IYes [INo
Is the Collection bag below the level of bladder D)é Ddle” ~TYes [INo | [ Ye C1Yek_ D/l}lo ClYes CINo | [IYes [INo | [IYes [INo
Check the Tube for Obstruction (Free of Kinking) /F,u‘eﬁ No |_L2¥es CINo | [ Yek /Z No ﬂEI”Y lj)b CYes OONo | O Yes/ | 1Yes [I1No
Is Catheter dated as policy ;WK] No |-=+¥es CINo | [JYes\ [ | Ye* CINo | [1Yes L I\}Q/j Yes TIND | CIYes [INo
Collecting bag is been emptied regularly? %ZJ No | 2¥es  INo | [ YQ\QVNO EZ]\Ye} O N0/7 7 WI\WJNO [1Yes [ONo | [IYes [INo
Maintenance of closed system for the catheter })(e/s- [ONo | J¥es [INo | [IYes &No ‘ \\%s TDIZ’ vu Yes TINo | TIYes [INo | [JYes [INo
Dressing clean and dry? /Eﬁﬁs [INo | =¥es [INo | ClYes LINo | [IYes D/ No | (JYes CINo | ClYes CINo | [IYes [INo
Is the line removed as Policy? M@s CINo | -=¥es [INo | CIYes CINo | [IYes [INo | [(JYes [INo | [IYes [JNo | TlYes [INo
Performance of Perineal Care | _Ll¥es [INo AFYes CINo | ClYes [INo | [IYes [INo | CiYes [INo | [lYes [INo | [IYes [INo
Onset of New Fever I'Yes W CYes [Ne—| CiYes JNo | CJYes TINo | [JYes [INo | [JYes CINo | LlYes [INo
Asses for the leakage at the site of insertion S [INo | 2% INo | CIYes [CONo | [Yes [INo | C1Yes CINo | TlYes [INo | [IYes [INo
Name of the Nurse !‘\/(,@u / ﬁ{]{ ?J{},
Signature of the Nurse g L
< 4

Docu. No. : RCH /FRM / CLINICAL / 114
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

O ~26 kg/m’

Origin: 7@60/.29 .......... Height:....[4. 3520, Weight:....... 3.2 BMI: O ~28 kg/m’®
~ 30 kg/m’
Food Allergies. ................ /\j? .......................................................................................................................................
Diagnosis: ........ ,//ﬁC ...................................................................................................................................................
Type of Diet: E'(quld O So CJ Normal O] Diabetic
[ Vegetarian on-Vegetarian U] Vegan

Diet Advised:

Liquid Diet— ORS/ Coconut Water / Butter Milk/ Barley Water/ Soups
Normal Diet - Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet— Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

Diabetic Diet - Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots/ Tubers)

Patient’s / Attendant's Dietician’s

b+

Signature: . Signature: %‘E"yﬂu
Name: .......... A\.G..}‘L\qm ................................. Name: gfﬂ’d\ﬁ@é«}m,&.}m

Date & Time: [//é/ZJ/’?Z.Q/W Date & Time: .,///[/ZJ/Z/ZW/Q(JO 5

Doc. No. : RCH / FRM / CLINICAL / 195 (PT.0)
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] Rambow . . S
QT T . == (k. | @ s
CROSS CONSULTATION FORM

W

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

Doctor Name : PV'Z.{ZW(»}@ ....... T"L 0:]0‘ .................... Date : 19-{()7’6 TN i HSOP‘”J
DHAGNOSIS & oo S S ettt e
HOSPItal : oo Ot HANR Type of Referal :

O Emergency

- O Urgent
Referred for: [ Opinion vE(Co-Management [ Transfer of care

I Non Urgent

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

Signature:

Findings and Recommendations :

melcaiﬂoh vt PlAv
- wd|  Fomed bvd pS +— & &pﬂd/ )

~ G2 Pl (At hobs]

_ rploskren sacn Mhﬁm}@ Qw\

pACh  as
N o daap |

- shavt  galacd

Consultant :
Name : KS(AW‘JI lcarx. ... .Signature:.....&__ ............... Date&Time:.IZ.{.{/%..}.HSUP"

Doc. No. : RCH/ FRM / GLINICAL / 049
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LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: Hléllg

Baseline Information:
Admission From: O] ission Desk L] Others: SPECITY ........cocvvevireirerremriereareee e aeeenenas

| | OPD
Primary Language: M ’/Eagf' | Hindi [1 Others

Doyourequireaninterpreter? C1Yes [INo

atient ) _/f*ﬁly L] Others

Source of Information: [t

Personal belonging if any:  []Jewelry [1 Nose Ring [1Bangles [ Anklets  [] Finger Ring (] Bracelets
DANCEH DVEIT0 ciimmimmniesnsimssamsmsssorisas v Iasasavevsss foRNvs e sie b s i SLa s s s S s o s N VR s s s e
Allergies: [ 1Yes [ INo [ |Medications (] Blood Transfusion [] Food CTONBE: oot
I WBS | ABITETY ... ceeeeeeecs ettt ettt es bbbt b bbbt s sttt b e b sttt s ettt n et
Chief Complaings: .........c.ccooviiiiiee e Doctor Notified on Admission: [ 1Yes [INo
................................................................................................................... Name of the DOCIOr: .....ocooiiiiieene,
................................................................................................................... Time Notified: - mmmmisimunnsrnmmiss
Past Medical History: Obtained From [ Patient [ | Family Member [ Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

Blood GroMp: ........cou o IMB: cciimeanny  EDDL osmenianin Gestational age during admission: ............ccc......
CONtractionS: .......ovevoveeeeereeececee e Vaginal DISCRAIGE: .....covoviieieiiee e
Obstetric History: Blasvpaissa P e L simsnsnisains A s Previous LSCS ................
Height: ............... Weight: ............ BME o
Temp) ucloeeanss HB s i BB icsnaiaisisvsiins ] 1 T I
High Risk Factors: (Please select by ticking (v ) the box as applicable)

[]| Hypothyroidism (1 Rh Incompatibility [] Fertility Treatment

[11 Hyperthyroidism [[1 Previous LSCS [1 Preterm Labour

[] Hypertension [1 Gestational Hypertension [ Others: (Specify)

[ Diabetes 1 Bad Obstetric History

(1 Anemia [] Obesity (BMI)

1 Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139 (PTO)
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-

[ Heart Disease [ Hypertension [] Diabetes [ Stroke [ Seizures [ Kidney disease
] Liver disease 1 e

Pain Assessment:  Pain: /|¥es’ D No  (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: [1Yes [INo Score............ (complete the Morse Fall Risk Assessment Sheet)

Riskof PressureSore: [lYes [INo Score........... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
! Mobility problem [ Walking Problem ] No Abnormality Detected
(1 Developmental Delay ["1 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
C1 Overweight [ Poor Appetite > 3 Days (] Needs Therapeutic Diet.
! Under Weight [] Diabetes Mellitus [] No Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Calm & Cooperative  [[] Restless (1 Depressed [] Agitated (] Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single m (] Divorced ] Widow
2. Special Habits: Smoker: [ ]Yes [INo Alcohol Abuse: [IYes [INo Drug Abuse: [1Yes [INo

S0CIAl HISTOTY: LIVES WD ...ttt h s enn

Orientation has been given re g the following aspects:
Call Bell in Reach : [J No Waste Disposal Explained: [1Yes [INo

Infusion Pump : -m}mﬁs Hawe Explained: [ Yes [ No L1 Others

Orentation NOt GIVENIRBASON; ..cisismmmissisnmiorssivsssrminsinsssssmssnmiissionesaissyasssidansoioss

Nurse Signature: ........ @Q/ .........................
ota

Nurse Name: .........ooooo.... I:H L
Date & TIMe: .........cocvcvereene ’L\\? .6..[.'.2-..0 ..........
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i o | @
”“ﬂllm- _\EAN SECTION OPERATIVE NOTES

Surgeo’s Name:  "TDHYQ. Pppoyh TRETA Date of Delivery: \ 05 ‘ 2008
Assistant Surgeon: DRy CenNA Time of Delivery: Q0L AN
Anagsthetist's Name: o £~ Ly INCCTA Gender of Baby: PORA L
Type of Anaesthesia: QAPIN e PNESTRESIA Weight of Baby: a6 KO\
Neonatologist: TR BIUNAAZ AGPAR Score: Q.9
Scrub Nurse: S1id, « ST NICU Admission: (] Yes_=No
Pre-Operative Diagnosis: ~ § &2%\ ‘—\l fir2 \ ey + LSCs [M T Fa 0.

“Elective 1 Emergency Indication: ..... Pee s tonS. . 4SCE
Urgency

] Immediate Threat to life of woman or fetus

(] Maternal or fetal compromise not immediately life threatening

[] No maternal or fetal compromise but needs early delivery
elivery timed to suit woman and staff

L3

DECISION tME: vvvvvreeeeeeeeerer e N e, Knief to rectus: ............. S
CTG Description: .....cccccevevveveveeeeeeeeereceeeanen, e R NS

L R e e I (L o

Surgical Procedure: CLeevNe (e

Post Operative Diagnosis: Pob - O

Peri-Operative Complications: oy e

Amount of Blood Loss: 200 v Blood Transfused (in ML): e

Name and Number of Surgical Specimen sent for examination:

Nore

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




Examination Findings when Appropriate:

Presentatiourr/E{ Cephalic 1 Breech  [JOther.................. Cervical Dilatation: ............c.ccccvvvinivicicniicninns cm
5th Palpable: ....,.............. S S e FEtal POSIION: ...oocceoeees oo
Station:\,z{/ 0-2 0O-1 00 O+1 [O+2 Moulding: Wne O+ C++ O +++
Caput: O+ [O++ [ +++ Meconium: %ne O+ O++ O+++
Bladder Catheterized : ﬁ/Yes [ No Urine: _Z@ar 1 Blood Stained

Skin Incision: mnensteii [] Transverse 1 Midline B OO visosriiisivmsassssemmemiitsissesss
Uterine Incision;_= Lower Segment [ Classical Cllnverted T (1 JIncision %S Havwne d ot
Prelwlous Scar: \/\ﬂﬁact . = Thinnedout LI Ruptured LINoScar =x < "3“’ wreb e Ou-)c
Incision Through Placenta: [ YES\}/NO/' ~ lncerd )
Delivery of heagd: [ Manual _LForceps

Liquor: ~+Clear [ Meconium: [ | g | I CIBlood [ Offensive [ Not Offensive
Delivery of Placenta: C1Manual  —ZTCCT . __L~Gomplete 1 Incomplete [ Piecemeal

Cord Appearance: ................ Zi V‘&O\@Q\\:\D‘N\ .................................. Cord around the neck ) Yes _CINe-
Appearance of placenta: ................ Tm:!‘.@s?? ..... Canes W\ ............ Cavity explored (1¥es~ [ No

Uterus, tubes and ovarieg}fﬁrmal 1 Not Normal Sterilization: [ Yes __ N0~

Uterine Closure: ("1 One Layer Mo Layers U‘C N, Suture
Peritoneal Closure: ! Pelvic _Abdominal I NOME oo Qﬁ(ﬁsﬁ ............................ Suture
Sheath Closure: \ls:x.j\&—Q Suture

Fat Closure: {)ﬁes/i. ' No Cu‘f%.ﬁ— ............................ Suture
Skin Closure: Muﬁcular T Mattress s oo .chrj.(..g..‘:p.. ......... Suture
Vagineal Evacuated “}(es/f,;] No

Drain: ] Yes x_)'ﬂo/ "1 REMOVE iN .o days [ Await instructions

Ctheter M [1No CIRemovein............ I days [ Await instructions

Swap & Instruments count correct? &-Yes [ No " Post-op Antibiotics —=Ye§ L[INo
Intra-Operative Antibiotics Cover: __[Yes [ No [ Thromboprophylaxis JYes [INo

Post-Operative NOteS: ..............ooco..nn... AT o\ A AL (U ST 2ot S o 2RO
............................................................. r..l\).'f..':s...,......ﬁ:nm\aam‘c.g....@fﬁv.mm. tmp\'j\m:\ggs{f’f'&‘i
............................................................ B Lo S A
............................................................... : \}\q\mﬁnw\'ﬂ)né

................................................................ 'CoTej‘kre T eI s AN oY W
................................................................... N _T\’ﬁhxgi&f\\}\wm

v

Doctor Name: PE)K : nﬁ}h“""ax Doctor Signature: KW .........................................
ot

Date & TiMe: wovvvroovrvv A 1S 26,



SURGICAL | s D

SAFETY CHECKLIST

Asst. Surgeon : B’T ...............................

Anaesthetist : pl’ Vﬁe/}’lf?lﬁﬂ«_
Scrub Nurse : S‘r grm'xf/'?a

HNH-00011707 1P268-00006557
Mrs CHITRALEKHA VEDULA

| 18-01-1980 Y4aM24D
Dr. KADIYALA RAMYA THEJA

IllIIHIIIIHIIIIIIIIIIIIIIIIIIIIIIII

! Date : .l/.z06.=.2€ in-ume .

..... Out-time :

%

......... Age: 36.%.. Gender : /... E;i-?fgw. ° S
3 . ; ildren’s
sry Name : EL2LSCS Hospital .?&Tﬂmﬁfﬂfﬁ

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Pulse Oximeter on Patient & Functioning \46s CINo
Does Patient have a:

Known Allergy? CYes Cille
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available [1Yes "o
Risk of > 500ml Blood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous

Access and Fluids Planned TYes &0 CINA

Blood Units Reserved "IYes N0 CNA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? [LJ¥es ['No [TNA
Signature &.....cocooveveeennne IQ’ ....................................
NAME &, DAV G T ...

Anticipated Critical Events
Surgeon Reviews:

o
What are the Critical or Unexpected ”Adm
Steps, Operative Duration, \ Y

Anticipated Blood LOSS?SOO(‘Q_U __I¥es TINo CINA
Anaesthesia Team Reviews:

Are There Any Patient-specific Concerns? _=>Yes CINo CINA
Nursing Team Reviews: \\wﬁo\(ﬁ)ﬁﬂn

Has Sterilit_y (incfl?ugllrggﬂiggécétl?l? F:::;Jnlis)

iii?]gf grg:ln;%ddncerns? _#Yes CINo [JNA
Is Essential Imaging Displayed? s CINo O NA
Power Supply, Earthing, Power Backup

and functioning of equipment checked. _=Yes [INo

SIGNIN  Time..5-U\AM TIME OUT _ Time..... 2. 5.8a/ SIGN OUT  Time:.................

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

Identity w1¥es CINo introduced themselves by Name and Role.=Yés ©1No The Name of the Procedure Recorded gs (1No

Site wrfes CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure rYes [1No Nurse Verbally Confirm Counts are Correct (or Not Applicable) , _¥és [INo C1NA

Consent JAfes CINo Correct Patient (Check ID Band) ~ _-=YéS CINo The Specimen is Labelled (including
Site Marked <Yes CINo CINA Correct Site _TVes CINo patient name) OYes O nym’
Anaesthesia Sa!e!y Check Cumple!ed L—Ye,é INo Correct Procedure “Yes CINo Whether there are any Equipment

Problems to be addressed CYes 0 CINA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient? es CINo

Signature :

Name :

Doc. Wyo. : RCH / FRM / CLINICAL / 111




- PATIENT TRANSFER FORM

%
Rainbow® . L.
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

Patient Name & UHID No. Date & Time of Admission

MY - Chisalekha Welas @ 615’%m

Date & Time of Transfer Order

w[6/a6@ 10 00aM

Treating Consultant Name Transfer Ordered by Reason for Transfer
0
a
DT - ern’\ld Q ‘&I?OO w \JQUUA&\ D L?SQTVO-tL%N
From Unit To Unit Information to Attendant
o1 Prepost Yesi— No[ |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

@ 0 Yes[ | Nﬂj/’
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
) O A
2.
3.
4.
5

ax
Shifting Summary / Notes Written by Doctor : Ye§j.'/j’ g No[ |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

S P oy veerHh®

Patient & Clinical Records Received by :

Safatbn

Date & Time of Patient Received :

v e 138 20 nam
L T

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

[ ] Unavailable Bed | Nurse not Available
Docu. No. : RCH /FRM / CLINICAL / 102

| Available Bed not ready




HNH-00011797

Mrs CHITRA IP26.00008557
18-01-1999 K”‘;‘V:WLA 2
Or. KADIYALA RAMyA -: M#D  m Rainbow” .

QT Chirr's | S BirthRight

Your Right to a Saie Delivery

It takes a lot taytreat the littie.

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: ‘\\ué‘lb Time of Armival: ................ocoverirerrs Time Seen by NUFSE: .........coccverrvrmrenreiens
1) Level of Consciousness: Ms CJ Semi-Conscious [J UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
1 Severe Pain / Moderate Pain - [ Preterm rupture of Membranes / Leaking Water PV
] Bleeding PV: Slight / Heavy [ Preterm Labor/ Labor
1 Decreased Fetal Movement /;S}cmlaﬂeous Rupture of Membrane / Leaking Water PV
1 No Fetal Movement Other RBASON: ......ovveeeeeeceeeeee e
3) Vital Signs: Temperature: Q} Pulse: .35.. 2 RR: ......4... Sp0;: ﬁlcr BP: L(Q.42Z). Weight: ............
4) Gestational Criteria:
Gravida: G P L A
LMPE it EDD s s s Gestational Age: . nivmnasssianistin,
Uterine Contraction OYes | O [JNA | Onset Time Frequency:
Membrane Rupture J Yes p/No CJNA | Onset Time Fluid Color:
Vaginal bleeding O Yes /Bﬁ 1 NA | Onset Time Amount:
; _ . If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | O Yes | &4 No | CJ NA Pain Abdomen / Vomiting
Good fetal Movement O Yes }/No o nNa | IfNospecify:
5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | ] | | |
[ | | | | | | | 1 | i
0 1 2 3 4 5 6 7 8 9 10
No Pain ’ Worst
possible pain
2 | LIDCTUONT wiorcioinanaiionsioviiin inin ol fomsasioa i s ens e SRRV s o S S S Ao 55,5 5105 500 8 £ S Nt i e mm e e R
o | DRIPAHONL .. coviosceminsincRisuss ieoponiininerisessatinissanaies Days / Weeks/ Months (Strike out which is got applicable)
« Character: ............. o B ettt ettt e e et e ettt e e e e e e e e e e e e,
1\, N
o [ FTBQUBIBNE o it smmivn:tiRnmstpnsiesiinn, s yxs A i oS A E o o S8 S5 50 SR PR e s oms B A S s i AN S mn
& L ITIBIVBIANET ..o s B8 i i o S AR SN SN S o5 S s ian s 0165 e h £ e R emr e €5 A e LR A 8 R en S
6) Past History:
Y] SUPGOIBSET ..vovcniinmciinins it essssssrassissss s s ST A S S S S S S RS M s S R s o R A
B IBAIORE oo s sty et s S AT e 5 e e e 2 B RS s e b e i e
Docu. No. : RCH /FRM / CLINICAL / 098 (PT0.)




HNH-00011707

1P26-00008557

Mrs CHITRALEKHA VEDULA

18-01-1800
Dr. KADIYALA RAMYA THEJA

BYaM24D

lllIlllllll!IIIIIIIIIIIIIIIIIHIIIIII B

7) Allergy: LlYes LLNO, IfYes
8) Current Medications: [ Prenatal Vitamin ] None
9) Prenatal Medical History: :

] e

Chronic Hypertension
[] Gestational Hypertension

[] Diabetes

L OIS, ottt e e et et eren s

] Gestational Diabetes
CJ Low placenta

Lot

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
1 Category |: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
] Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
1 Category llI: Urgent (Time to Physician: = 30 minutes & Reassessment: Every 15 minutes)
1 Category IV: Less Urgent (Time to Physician: = 60 minutes & Reassessment: Every 30 minutes)
1 Category V: Non Urgent (Time to Physician: <= 120 minutes & Reassessment: Every 60 minutes)

hers if yes, specify

0BCU Obstetncal Tnage Acuity Scale (OTAS)

Level 3
M’ < 30 minutes
Re-Assessment Every 15 Minutes
= Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Labour / Fluid Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
: Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
: 1 Mild hypertension
=y Hypertension > 160/110 At
Hypertension Seizure activity and. of neadache, visual| > 140/90 with/without
disturbance. RUQ pain associated signs and
! P symptoms
: ; Atypical FHR tracing,
A it Abnormal FHR tracing abnormal dopplers
o B Non-Fetal Movernent Diseased fetal movement
Others « Acute onsite severe « Major trauma + Abdominal/back pain | . Ongoing assessment | « Anything that does not
abdominal pain » Shortness of breath greater than expectedin |  from out patient clinic seem to pose threat to
' » Altered level of » Unplanned and pregnancy , (for hypertension, blood|  mother or fetus
CoNsciousness unattended birth + Flank pain / hematuria work) « Cervical ripening
« Cord prolapse « Nausea /vomitingand | - Minor trauma (minor | - Out patient placenta
« Severe respiratory /or diarrhea with MVC/fall) previa protocols
distress ) suspected dehydration | . Nausea/Vomitingand | - Pre-booked visits (ie
« Suspected sepsis for diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
dysuria ,cough, fever, |« Assessment for version
chills) « Rashes
Time seen by T e o
Nurse Name : W\O\)m..bg ............................................... Nurse Signature: . ........................................

Date: ...\ .\.\Q.%L&.........Time: .......................



HNH-00011707 IP26-00006557 e

e, Rainbow” | @ mi o -
AT Children’s BirthRight
Ui llllll Hospital _ | () ssemesis
BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?

})/ a. Yes 1 b.No

P | 1T T 2 (-7 0L OSSOSO

. Nipple-Condition:
o a. Nipple well formed

(0 b. Flat nipple
[J c. Inverted nipple
(] d. Short nipple

[o%)

4.  Milk flow:
O od
b. Drops of colostrums
[0 c¢.Dry
5.  Steps for Positioning and attachment:

[] a.Baby goes to the breast
[J  b. Mother always sits with a back support
N [0 c. Ear-shoulder-hip should be in a straight line
L] d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




6. Was the position explained:
0 a.Yes
] b.No

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

8. NICU admission: ,\)O
[0  a. Mother needs to stimulate her breast for 2 min every 2 hours

9. ANOORA OGS oo vv s i b oo st i SN A RO Y sy G RS A S e e M T T

Continuity of Care: Date: ]1“]% ..... )
— AStecs Y Qt Cand L Hsn

- PM G Whteds ot choctad g fenyde )
=) :J:{ o hay X mafntedand
= o Nd If\mtblxj DR - CE;M
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Rainbow® &

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

Hospital BY RAINBOW HOSPITALS
sPEcIAL PROCEDURE Tt takes 2 lot to treat the litte. Your Right to a Safe Delivery
Patient Name : ../ Chivalceba, V. Gender: [] Male [>-Female  Age:...==. 3 7; O—
UHID No : ... FNx1 - SOOI Date : ...[0.LbI2s24........
Instruction:

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

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

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

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

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

- Bleeding..wnund anfeshan . gy e Bondk | Bledder e
Bﬁcqr*\(wﬁd,CMMCTB‘“‘C‘FW;@M .....................................................

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

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

Name of the Doctor who is performing the Surgery/ Procedure: :‘Df ........ ’?"""‘:}°‘ ....... Tho '~‘< ..........................

c?nsenlee : \\K ( ‘ U\LZ ; P.atient Anendan% L

SIgNature © ..o A Signature : ........ o L, S

Name : ... [Y)w. . C}‘“*?“"‘-"K‘:J .................. Name : Sﬂf/(/\fz"ﬁf—{v/ﬁ

Date & Time : .....". !06[’“’@C8”‘f0 ..... Relationship with Patient; ....... MQ«:Q. fma/ ...........
Date & Time - ... [6¢.[202¢ @, Shvm.

Wi :
Nagss Doctor (who is taking the consent) :

, ) Q)
SRR omcniancs i} k« """"""""""""""""" Signature : ................ A
i € “M\N ﬁw Name : ............. e
DR 5 THENS e WL Date & Time : L./ 0% J2e2e & 8WD

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

e ——————



CONSENT FORM FOR GENERAL / Eﬁ%ﬂ%‘é‘%’l 55:&5150&925
REGIONAL ANAESTHESIA / Hospital

MONITORED ANESTHESIA CARE

Patient Name : ..... MY&..UMbzlobaa . Vedute..................... Age : .Zk.¥)Y... Gender: Male 0  Femaled3—
UHID NO: ... NN o003 ... Surgeon Name: ........ S0, ). BRIMAML T 2o

Anaesthesiologist : .................... BT.LAM\«[D*WthA ..........................................................................

Operative procedure planned : e woovvan, «ovn...

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

O Incapacitating Cronic Obstructive Pulmonary Disease

Comments : ..o SRELY IV I 00K
« Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform wupon me / my patient
WY szt tno V@ AUAG........ the above mentioned operation / Diagnostic / Therapeutic procedures

" | authorize and give consent for anaesthesia{ 3 Regional / I General Anesthesia / 0 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 PTO




| 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 O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Witness :

SIGNAMING © ..o o i siisin scussisviinssasminsinsanns

Name: ......... 5‘4"*1 Ve .
Date & Time : ... A1) %) e

Date & Time : ...... 1L].€!!2\?2?..’. ...................................



wale -
_/

%
; Rambow & . L
Department of Anaesthesiology Children’s Blrtthght
PRE-ANAESTHETIC EVALUATION Hospital .3* SAREN FOsb
Name: MYS: COALEYALLKINRL ... Age: B4t Sex . FCUARLL ... UHDNo: ~HAH - 000 1 | =0]
/
Date: Ob\m’lﬂ’- ..... gt TR s vermmsetssmianssass Proposed Operation: .. £A4.LA\AC. Catparne.an, L CHUD .
Diagnoss: ........ (4 2P0 ?;b*“wm, ..... o PROIOME VLG
B.P/ CRT:02fb% LR Q‘IM Weight: &1:.4.k4 .ASA Physical Status: 1 e3 03 04 05
% AF/onEx BMI- Zo b Laboratory Data:
Hagb: ....... 10:9..... GIUCOSE: ... B oo PIORBI: .o HIV: e B X-RaY: oo
T URR e A o Has ag: G, N ECG: oo
wec: 10bD.. T T HeV: . § 2D Echo: .
Plate: rle’L- Na: e DR, Billy:covcaisiaimisivenis Blood group: OPVQ\ ‘hVL- Stress/AngIo .................
. (T S < L N LDH: v I S Other: ..o
2 T I v SRR, (o7, 1 - 0 Y | 1 ¢ i+ R P Lt ue s T4 ivsinisasassssivainiinesiis
| |5 . S s MO++ e AMYIaSe: ......ccoveeviecerinnias Q/TSH ‘3 l

Bl = sssnsiisissssssisisisnny, | SODTIOBP T

Allergies:  gyensy -
Medical History: ~ CVS: W0 OCH U< aondan mp\mww LOAPLAt vy
RESP: wo o TRfapro] Actvmnn] A pigbetes: D

ONS . O W el mon | RN un [ LA s

Renal : l val YA by Leun”

Hepatic / GE : L ‘ Physical Activity: m;l-{wu

Others :

Past Anaesthetic History: .147'0 \prmow, L.CC; (h 202y | 2ae C“‘\dffﬁhm l?;ruuv Preceny xvs,) |
Physical Exam: Ho-HWgpoomvndlem, Tu gurfouws paquancy ""n'—‘%’fﬂ

D - ™
Airway: MP1@ 4 Mouth Opening: 2, Mentohyoid Distance: @ Neck: @ Teetty, t
ungs: WP me Q) , leon - ' = s

Heart: 81l &)
oNs:  —HMAE)

-
Pregnant: ®TYes TINo CINA Venous Access Site : A €44\, Spine Exam for regional : A AL
Anaesthetic Plan: — MAC {-‘_a EGIONAL ] GA-ETT [1LMA @ °P““" '

Peri-Operative Plan Explained to the Patient: -J:T{es o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
; 1. DVT Prophylaxis :¢.oco nwt Wal

L 0RAL<:Waler!0RS 2 Hours [ w.j_auuudl .

QOthers 6 Hours
. Informed Consent. e.>-8tandard  High Risk

2
3
4. Post Operative Pain Management: Bf§cussed with Patient
5. Other Instructions:

R ) eq.. . fV[%W% ..................
Signature: ......... gl' ......... Name: . DR MVIU&W WA 0 e ey,
Docu. No. : RCH /FRM / CLINICAL / 044 .
ot 11 259
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i RainiE |
ainbow” . . ™

I ”W’””m M i ANAESTHESIA CHART  [iospital - sB'Ita!lR'ght

Pre Induction Assessment:

o v
Change in Patient Condition: Tl Yes Lo Fasting Status:(&dlﬁ{y\ﬂ\l-r
Physical Status: | &=7" Patient Identified ~Consent Present , [~Chart Reviewed
-~ 41 .
H.R: W)J:M [ B.P/CRT: 1 OFAYTI] SpO,: w?o[ [RR: b ['pud | Last Feed:
,
Pre-OP Dlagn05|s f42,9'l|4 w wlnz. PYyerv LLLL operation: o He 0008 i, Date : 1.\ O%. .
Surgeon: bYQNMAYb_ ...................... Anaesthesnologlst@‘.—.)./fu.l.;&ﬁm.....A.......,.... Technician: M") PA]MN‘(
TIME 2 ) mE‘)jgg 5P -
N,O /AIR /O, LPM ch )
HALO /SO /SEVO Antibiotic
Drygs: 2 F) e . *
(WO DYy 1O 3P H LU e Y
b Suppository
R e bicLoFgRAC
1D /comy
77 ol
Blood Loss foofﬂ-ﬁ ;
A0, /520 MG 175 94 ~50mL U
ETCO, N
ECG S| SIS LK
‘Temperature
Urine Output NOTES
. 4% S A~ A
23
BP 240 ~
V Systolic 220
A Diastolic
X Mean 200
+ Heart Rate 180
Tourniquet on Ti
Tml:::‘:h::ﬂ:'\: 160
140 h
Throat Pack in
Throat Pack Out 120
10 7\’/7 ar, ;\‘/ £
80 4
8 o '\'
40
20
10 "
: W
ABG
LAB Values
GRBS
L%unipmem Checked and Temp: Induction Regional:
unctlanal 1 HME [ Fluid Warmer O w [ Inhal Extremity Specify: ..
@ UL [J Cling Film ] OH Warmer ] Pre0, [ RSI L\nginal ] Epidural O Caudal
.'_.‘ Cuff Site: [7] Hugger's ] Cotton Wool 1 Others (217 OO S S
A ARSHE . +-Other - position: 1L tH WOy
T EKGLead & LA ) 0 Mask |\ [J SGA n
1 Temp Site Thnes: Q ; 1 Airway [ Oral [] Nasal Site: ...
‘O FO. Monit Anaes Start: ... X% . (7 ot S P, - | Needle SizgQ)* 3
i (A | s
| Agent Monitor _OPStart ........ =Y O ora CINasal [ Cu Parasthesia [Yes [ No
_—Pulse Oximeter OPEnd: ......... .. l;-o L1 Tracheostomy \ | Topical Catheter at Skin ..................
[ Capnograph Leave OR: .......... OM‘ R Drug Name&Ennc. Q&LUPIUMM (V3
[ Ventilator Anaesthesia: 71 Awake ] Direct Vision Bolus: . ACQ‘"} m m
[C] Nerve Stimulator [} GA 1 Video Laryngoscopy [ Stylette / Bougie Infusion: ... )
g:‘ L P‘U [”] Monitored Anaesthesia Care ] Fiberoptic Block Level: €1 J m-- ’\_,
PO Iyt o~ Fegional BIAGRH ...oocroere ABMIS: oo Coomsats
L~Pressure Points Checked OGO WIYT i Nt isiiiions mmm——
Line (Size & Location) Transportation to
Eys s CI VP ] Bilat = BS VZPACU  CIICU 77 Other
= ?;:L | ART: | Semi-Closed Circle Relaxant Reversed (] Yes CINo [N
5y V”ﬁ AGMA M- | 0 comdor Nare f s Coctor LMM“"M%
[~ wake M|} e e R e Signature of the Doctor :.
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1P26-00006557
Mrs CHITRALEKHA VEOULA
18-01-1080 38 vmun
Dr. KADIYALA RAMY,
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POST-ANAE> 1 nEoin unne UNIT RECORD

Received in PACU by .......... hg;/‘/lJ

"2
Rainbow” | @
Children’s
Hospital .
It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

............ Time Received : ........L.7..0 .0
gig gfg IV CannUIA SHE : ..o svess e
e 230 230 | [] 0, Mask [J Nasal Prongs
> 220 220 =
@D 210 210 [C] Tracheostomy ] T-Piece
e 200 200 | I Oral Airway ] Nasal Airway
o 190 190
180 180 {‘—ﬁ
8 170 170 | Vomiting : ] Yes Zo(_ Drug T'I Y, ﬂrf’
= i 180 | NG Tube : OYes 6 ljﬂ/)
1 150 : -
v 140 140 | prain: 0 Yes r.yn/
A 130 130
1200 54 ~ 120 | Urinary Catheier, 7Yes [ ] No
g MOYNT7N ¥ [ 110 ) ) .
Iz 100 100 | Chest Tube: Yes -;LNa—
= o 9| Nil Oral
- 8o p7 i 80
T ™ 70 QL
o 60| ¥ |V s 80 IV Fluids: . N 8
] 50 50 0ral Feads: ,...v.covivnsiossiimmsireens
= 4 40 m
v 3 e 30
2 = 20
R T 10
Ul 0
seq,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 | 60 | 90 out SCORING INTERPRETATION
Able to move 4 extremities voluntary or on command =2 R o +
Able to move 2 extremities voluntary or on command =1 ACTMITY 1 A Minimum Total Score of 8 is RBQUIFEd for
Able to move 0 extrernities voluntary or an command =0 ﬁ/ ?,«' tz__,_f Discharge
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Pain Tool Used: [ NPASS [JFLACC [1WongBaker TINPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
; i . 2. For post surgical patient, patient with chronic pain, patient with severe pain
Anaesthesiologist Name : a.  Every 2 hours for first 24 hours
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b After 24 hours every 4 hours
c.  Prior to pain reliving intervention
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