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Date : UHID / IP No. : b
0 ~ SI No .1 3 a 9

Name of Patient : _ X\, [ Pt \ !}!\-“.OLZ‘G __Age: 3% Gender: ‘-—
Father's / Husbadd's Name : ‘ o I-Gbrpa}ate / Occupation : ‘
Address:@e_.j_wgf}fm;l‘ho e:0} CC 1L Q42 Email :
Procedure / Plan : (€ ol L ted "__EDD/Dos:

7 i A 3
MODE OF PAYMENT : || SELF [JFA:___heqe £ []GIPsA: OTHER
TARIFF INFORMATION : -
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS8
Multi Shared Ward

Saared Ward

Twin Shared Ward

C‘hs“‘,’{:

Private Room

Super Deluxe Room

"Qﬂ—r%

Suite Room

O

Package includes
(Package starts from the
time of admission)

I,

Qo

L ERYY
Room Rent, Nurgiié!ar%bn_m&——-—-_ 4

m Rent, Nursing Charges,

DocireT:

(T 0

Pharmacy up to

Doctors Fee, Surgeon's Fee and Doctors Fee, Sur '

- geon's Fee |
Labour Ward Charges Anesthetist's Fees and OT Charges /
Length of Stay for : Length of Stay for :

Pharmacy up to

[nvestigations up- A Investigations up to
Others e
L \)-Q__\\ e B—— oLl
Neonatologistt‘harges: “overed Not CoVered Epidural / Entonox :

Initial Minimum Deposit
.MARKS :

1. Room eligibility is purely subject to TPA approval and the Package/ Room Tariff starts from the time of admission. The es

of stay, medical condition, investigations, pharmacy and any other procedure.

2. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved,

reimbursed by the TPA at later stage.

3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, co

ete.

4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and

additional payment is applicable for which kindly contact the Financial Counselling desk bettween 9am to 6pm
5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, etc. crédit cannot be exchanged. These items are not payable to us as per Insurance company norms.
6. Difference if any between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has to be paid by the patient. In case of
denial, cash tariff would be applicable.
7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is pesmitted i the rest of the categories of rooms and no uttendanl is

permitted in ICU's
8. Tariffs are subject to revision

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

I

DECLARATION

M

. lond.

..

J.Am

' g‘Nf%ym the package permitted,

have attended the Financial counseling desk and understood the cxpected costs and

other conditions applic
1 promiseto se

Signature of the Client

Signatory Relationship

le. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
ospital bill with the hospital without any ambiguity.

S

Signature of Yhe ﬁnﬂ’ﬂl Counselor

&

Hi a.moummayChuIacctﬁmg tM }






2

HRIH-a0Nacs IP26.00008531 | Rainbow® .
Mrs RUCHI LAHOT! | : : :
08-08-1907 28YOM30D () Chlld_ren's . Blrtthght
Dr. MEENA UGALE ’ Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

R eisiios

Date ; ..ocoiniie %\\‘N’ .....................
y A l’; 4 L Fe
Patient Name: m% ........ ' Q‘-“!M .......... LQL\G Date of Birth: .8 f e Age: ?/?(75
X oo .’/-_ : :
Gender: k"kk .......... Ward: O ol UHID No.: o/ 04 = eald.08
e\t L
Date of Surgery: ........cocovverereedenne) O —10T-1 [28T-2 [(JOT-3 [JOT-4 [JOBGOT-1 []OBG 0T-2
Name of the Surgery : ....... % MOEGENYY  LaueSE  OSUmSN L CAEOALTRY N g
f\‘L 1, JA

Time in GI%@'VM Time Out -...0..... 3¢ 77 I—

NAME AMOUNT
1. Surgeon MW\UMU&\U ...............................................................................
2. Anaesthetist TN h"r\uj‘c“”’uc‘“ﬁ .....................................................................................
3. Assistant Surgeon : ....... "ﬁ“’”/"’\ ...... i (\L/‘*'w ......................................................................
4. OT Technician < .o fai Chasd - | - J
7
~ 5. Circulating NUrse : .............. ”’f"*w’ ...................................................................................................
6. AssistantNurse ... ff)'f"H“_ ..............................................................................................
Special Equipment:  [_] Laparascopy (1 Broncoscope L1 Harmonic _| Morcelator
] C-ARM ("] Cystoscopy _] Versa Point (] Liver Cusa
(] Neuro Cusa 1 MBS .sinuisissssusssasmmiminsosssnsonsinmaniis
ST
Signature of the Surgeon Signature of Circulating Nurse
Order No«ﬁffffd@fagf ................ Order by: W,?[@é? ................................

Docu. No. : RCH  /FRM/ GENERAL / 114
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Children’s
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It takes a lot to treat the little.

‘ .Blrtthght

Your Right to a Safe Delivery

Order No. bﬂévﬁ?ﬁ@@j@@{g{fgu( ......... Ordered by :

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

Gy

Circulating staff ... 1eChNICian : ... .\£¥¥. INEnel DA v )11 e —
Anaesthesia Disposables wsued Y eog | SUrgical Disposables wsvod ¥ useg| Disposables (Baby Side) [ AV
ET tube Major Pack| § c§ Qneetl DY i VitK e
IMA Sutures22,u 6 ¥ || ||| ~{ Cord Clamp AL
ECG leads ( Fg/ P/N 0= =f 9 o r ~_|~Suction Catheter ?
HME filter : A/ P / N ' Feeding Tube O
Syringes :10cc o 'Z.Z/ \goeﬂm Suction Set '
05 cc oy A GlovesC (, 6. OF /Surglca! Gloves 5.4 5}4} O
02 cc O Wl ore ?Lﬁ" OV GauzePack “f.¥X 7 - a2t~
A cc 6 L 7= ' Syringe 1ml/ 2ml 0] ;
Cautery plate (ﬁ( } P/N W’§urgical blade 2.9 o )y/ Surgical Blade # 20 (5 r’
IV set 1 6 1|/ NG tube Koochies (S)
RL 2.4 Cautery pencil O V[ —OCD) pe-tl
S : 10mI/ 100mI/ 500mi / 1000mI Koochies ¥ 3({ ol L~ sl
' O oxtlocin £ Ointments -
M7 maA k a1 L-Buction Catheter y
Fentanyl o1 | Cap, Mask 0 o
Morphine Gauze Pack fa)
Ketamine Mop Pack pl |~
Propofol Steristrip il L
Rocuronium Underpad 3V,
Glycopyrolate Draw sheet
Myopyrolate Abgel
Ondansetron Foleys catheter
Pencan 25g/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) ¢ 1 Romodrain bag
Antibiotics " | Bandage
) &pwf M.@U'L g 0 1\ | #Eoaderm
Supposr(orles w"”"‘—“’t % loban
Anamol : 80mg/ 250mg / 170 mg Double J Stent
Supridol : 100mg . ¢\ 4 Vaccum Suction set 9] (U/
Justin : 12.5 mg / 25mf/ 108mg 7| Plastic Bed Sheet p o v |OK| -
Tab. Misoprost : 200mg oL ¥ Betadine Solution | Oﬁr_\ 4
- Cinan3e. G J/ Microshield A%
LU/~ &ueoe Cilave (1, | Gotton Balls Lo
’ '\ Latex Gloves @é\/ o
Ramdione Scrub =i
Saral
Surgeon Anaesthesiologis Nurse OT Technician



* T'his document is just for relerence purpose only, Not Lo ba considered as primary report.

Nate

* This prescription is valld only for specified duration,

*Do noﬁ rofill medicines.

Prinled Date/Time  09/06/2026 01:48

Prinled By SUNKARI SANGEETHA

2 .
L E Rainbow Childrens Hospital-Himayatnagar
Rainbow :
Children’s
; n.rmfenm Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital
s quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
04048873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN . HNH-00014208 Name . Mrs RUCHI LAHOTI
e / Sex 28 Y 10M 1 D/ Female Doctor MEENA UGALE
AdmiRey DatefTimo 07/06/2028 21:47 Payoyr * ICICIICICI LOMBARD GENERAL INSURANCE
Order Dato * 09/06/2026 01:34 Ordernumber 26-0000205456
Visit IP 1 1P26-00006531 Ward/Bad No  : 4F-OT /PPO-417
Patler?t Address : PRAGATHI RESIDENCY, East Maredpalli, Hyderabad, Telangana, INDIA, 500026
%.No i Description Gonorlc Name Dosage Route f Frequency Duratian tnstriction Qty Status
u 1 i SURGICAL BLADE 22 SURGICAL BLADE 22 1 Nos 1Exlama! { Onca Daily 1 Days 1Hos| Dispensed
]l 2 §‘m%ffﬂ (OXYTOCIN) INJ 1 Nos 1Onee Daily & Days 6Vial| Dispansed
CHLORHEXIDINE
‘ 3 |BACTOPRERSOLUTIONS igiyconaTeRw 1mL 1 Onca ity 1Days 1Nes| Dispensed
' 2ALCOHOL80% 500
| 4 1 MOPS 30X30 BPLY §§ X-RAY {MOPS 30X308 PLYDATT [1 Nos 1Qrea Daily 2 Days 2Nos| Dispensed
1
I 5 ||SGLOVE #6.5({SURGICARE) |SURGICAL GLOVES 65 [1MNas External / Onca Dally 1 Days 3Nos| Dispensad
OxygenMask With Tubing - .
& | Aduit ROMSONS-FC 1Nos Externalf Once Dally 1 Days 1Nas| Dispensed
7 : |DSYRINGS 2.5MLINIPRO} SYRINGE 2ML 1Nos External ] Onca Daily 1 Days 3INee DIS'?;‘::;
8 |VICRYL 2-0 Nw 2782 VICRYL 2-0NW 2762 |1Nos 1 Onge Daily 1Days 18os| Dispensed
9 VICRYL 1-0 VP 2346 VICRYL 1-D VP 2M46 1HNos 1 Once Daily 1BDays 1Nos| Dispensed
hﬁa PROLENE 1 Nw 883 PROLENE T NW 883  |1Nos 10nce Daily 1Days 1Nos| Dispensed
! 11 "Ml‘g?g SUPPOSITORIES 100 1Nos Extemnal f Onice Daily 1 Days 1 Nes Dispensed
| -
hm RL 500 ML CLOSED SYSTEM |RINGER LASTATE 1 Goltle { Once Dally 2Days 20clis]  Dispensed
13 :EEEE%%%E%RGICA" 2;5&5 LLED PLATED 1Nas Extarnal  Once Dally 1 Days 1Hos§ Dispensad
14 ?Psggrigﬁigéf'( 1Nos I Onca Daily 1Days 1 Nos| Dispensed
DISPOSABLE APRONS DISPOSABLE APPRO| ] }
N‘IS DlePoSABL S aCABLEAPPRON 14 Nes 1 Gne Daily 3Days INos| Dispensed
6 ABDULT DIAPERS-XXL 1Nos Exlarnalf 10 AM 1 Days 1 Nos Bispensed
7 |vaccumEsucTIONSET  |ASEUMBSUCTION 14y, 1 Once Daily 1Days 1Nos| Dispensed
CAUTERY PENCIL CAUTERY PENCIL
] MU CE) {ADVANCE) 1 Nos External / Onca Daily 1 Days {Nos| Dispensed
] I"ﬂlSOPROST TAB 200MCG 45 17abs External f Once Dally 1Days 87abs| Dispensed
%D Encore Mcroptc gloves-8.5 1 Nos 1 Qnce Daly 1 Days 2Nos{ Disponsed
i
2 BHPICAIN HEAVY BOMGINJ 15, pivACAINE BOMG INJ |1 Nos { Once Daily 10ays 110s|  Dispensed
3 4
22 |osYAINGE 1ML (MIFRO) SYRINGE 1ML 1Nos External f Once Daly 1Days tNos| Dispensed
i T
23 |COTTONBALLS 2GM 5NOS ROSTONBALLS2G-8 14 yae Externial / Once Dally 10ays 18es|  Dispensed|
f

MEENA UGALE

Reg No : 18967

Page1 cf1
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Rainbow .
Children’s
Hospital  BirthRgnt
MRN
Age/ Sex
AdmiReg Date/TIime
Order Date
Visit ID

Patient Address

Rainbow Childrens Hospital-Himayatnagar

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

quarters road AP State Housing Board Himayatnagar ,Hyderabad ,

Telangana, INDIA ,500028.

040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

: HNH-00014208

1 28Y 10 M 1D /Female
: 07/06/2026 21:47

: 09/06/2026 01:34

: IP26-00006531

Namte
Doctor

Payor

Ordernumber

Ward/Bed No

: Mrs RUCHI LAHOTI

: MEENA UGALE

1 ICICI ICICI LOMBARD GENERAL INSURANCE ‘

: 26-0000205455

1 4F -OT /FPO-417

: PRAGATH! RESIDENCY, East Maredpalli, Hyderabad, Telangana, INDIA, 500026

e,

S.No Doscription Generic Name Dosage Route [ Frequency Duration Instruction Qty Status
1 gﬁ%‘?ggﬁ?ﬁ 60x90 1 Nos External / 10 AM 1 Days 2 Nos Dispensed
SURGEON CAP(FEMALE) . .
2 (PROTECTCARE) 1 Nos { Once Daily 1 Days 10 Nos Bispensed
3 EﬁggTh[ﬁcASK SLAYER- FACE MASK 3 LAYER 1 Nos { Once Daily 10 Days 10 Nos| Dispensed
4 BCV-INTRAFIX SAFESET 1 Nos { Once Daily 1 Days 1 Nos Dispensed
SUPRIDOL SUPPODSITORIES . f
5 00MGSS 1 Nos Extemal J Once Daily 1Days 1Nos| Dispensed
SPINAL NEEDLE 25 G y .
6 WITACARE(120MM) SPINAL NEEDLE 25G 1 Nos { Once Daily 1 Days 1Nos| Dispensed
7 |CAUZET.SX7TS12PLY(S  |GAUZE 7.5X7.512PLY 51y o Extemal / Once Dally 1Days 3Nos| Disponsed
NOS) NOS
8 ':OC:J"m_ANZ SOLUTION 10% 1 Nos Extemnal ] Once Daily 1 Days 2Nos| Dispensed
NITRILE EXAMINATION " .
9 GLOVES P F- MEDIUM NITRILE GLOVES M 1 Nos f Once Daily 20 Days 20 Nos| Dispensed
10 DSYRINGE 10ML (NIPRO} SYRINGE 10ML 1 Nos External f Once Daily 1 Days 2 Nos Dispensed
11 E.C.G ELECTRODES (ADULT) { ELECTRODES ADULT 1 Nos Externat f Once Daily 1 Days 3 Nos Disg
12 DSYRINGE SML.{NIFRO} SYRINGE SML 1 Nos Extemal f Once Daily 1 Days 1 Nos Dispensed
MEENA UGALE

* 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 DatefTime : 09/06/2026 01:48

Printed By : SUNKARI SANGEETHA

Reg No : 18967

Page 1 of 1
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Rainbow Childrens Hospital-Himayatnagar

Rainbow
Children’s | % . . . . .
Hospital girtn.i g4 Rainbow Children’'s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
b quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
*
MRN : HNH-00015883 Name ¢+ Baby Of RUCHI LAHOT!I
Age/ Sex *O0YOMODAH/Male Doctor : DILNAAZ FAROOQUI
: J
Adm/Reg DatefTime 4 08/06/2026 22:31 Payor : SELFPAY
Orl Date !1 : 09/06/2026 01:21 Ordernumber  : 26-0000205454
Visit ID . IP26-00006543 Ward/Bed No : 4F -OT / CRDL-HNPDA-415-1
Patient Address - PRAGATHI RESIDENCY, East Maredpalli, Hyderabad, Telangana, INDIA, 500026
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 SGLOVE # 6.9 (SURGICARE)} |SURGICAL GLOVES 6.5 |1 Nos External / Once Daily 1 Days 2 Nos Dispensed
2 EALSYCLOT'KR 1M? INJO.5 1HNos Extemnal / 10 AM 1 Days 1 Nos Dispensed
- —
3 .E\:E;{F?Alc\.:‘lléwgf_\RE 1 Nos External / 10 AM 1 Days 1Nos| Dispensed
4 SURGICAL BL!ADE 20 SURGICAL BLADE 20 1 Nos I Once Daily 1 Days 1Nos| Dispensed
5  [INFANT FEED|NG TusEs | INPANT FEEDING TUBE 14 o Extemal / Once Dalty 1Days 1Nos| Dispensed
6 gég)ZE 7.5X7.5 12 PLY (5 ﬁégZE 7.5XT.512PLY 51y nos Exiemal / Once Dally 1 Days 1Nos| Dispensed
7 |DSYRINGE 1ML (NIPRO) SYRINGE 1ML 1 Nos Extemal / Once Dafly 1 Days 1Nos| Dispensed
DILNAAZ FAROOQUI
| Reg No : 56763
* This document is just fgi)r reference purpose only, Not to be considered as primary report.
Note
* This preseriptionis valid only for specified duration,
* Do not refill medicines.
Printed DatefTime : 09/06/2026 01:48 Printed By : SUNKARI SANGEETHA Page 1 of 1




Rainbow®

Children’s | ‘BirthRight"

316 Hospital ool
Name Mrs RUCHI LAHOTI UHID HNH-00014208
Father/Guardian Mr AKSHAY MUNDADA Age/Gender 28Y 10 M 1 D/ Female
Address PRAGATHI RESIDENCY, East Maredpalli, Hyderabad, Telangana, INDIA, 500026
IP No IP26-00006531 Admission Date 07-06-2026
Ref Doctor Self.
Discharge bate 1(0.06.2026
DISCHARGE SUMMARY
™

Consultant:

Dr. MEENA UGALE,
MBBS,MD

18967

Diagnosis:PRIMIGRAVIDA WITH 374 WEEKS WITH HYPOTHYROIDISM
WITH OLIGOHYDRAMNIOS FOR INDUCTION OF LABOUR

EMERGENCY LOWER SEGMENT CAESERIAN SECTION DONE ON
08.06.2026.

- History:
LMP:15.09.2025 Obstetric formula:Primi
EDD: 24.06.2026 Gestation at admission: 3714 weeks

. U AGAR (MAIH Accradited]  NANAKRAMGUDA
] INDA ouTea NT CLINIC SECUNDERABRAD KONDAFUR L B NACAR (MAIM Accradited]  NANAKR
HIMAYATHNAGAR BANJARA HILLS HYDERNAGAS KONDAPUR OUTPATIENT CLIN - s A ol i S ey i A

® 1800 2122 @ www.rainbowhospitals.in




Name i Mrs RUCHI LAHOTI UHID ! HiNH-00014208

— e - P purvars——

-
IP No ilP26-00006531 l Admission Date I 07-06-2026

)3

Obstetric History:
G1 -Present pregnancy, Spontaneous conception.

Medical History: Hypothyroidism since 2022 on T.Thyronorm 125 mcg OD

Surgical History:Nil
Allergies: Nil
Family History: Nil

Antenatal Details:

Mrs RUCHI LAHOTI was booked to Rainbow hospital at 37+4 weeks of gestation.
She had regular antenatal checkups and investigations as advised. NT scan
was normal. FTS low risk. MTAS was normal. Fetal surveillance done by serial

growth scans. Scan done on (07.06.2026) at 37%% ‘weeks showed single live
intrauterine fetus with cephalic presentation, AFl:7cm EFW: 2.6kg,(11%)
placenta: posterior upper segment ,dense calcifications and placental
infarctions ,Doppler normal ,Single loop of nuchal cord around fetal neck,FGR

.She was admitted at 374 weeks for induction of labour.

Investigations: Enclosed
Blood group: "O" Positive

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




HIMAYATHNAGAR
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Rambow

|
| . . >
Children’s ‘ .Blrtthght

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Hospital
Name Mrs RUCHI LAHOTI UHID HNH-00014208
IP No IP26-00006531 Admission Date 07-06-2026

acting, cervix was long and os 1 cm dilated. Fetal well being was confirmed by
an admission CTG which was found to be reactive.She was induced with 2
doses of PGE2 gel .Artificial rupture of membranes was done at 2 cm dilatation
revealing clear ligqour.Antibiotic prophylaxis with Inj. Taxim 1 gm IV given in
view of ruptured membranes. She was decided for emergency C-section in
view of failed induction, prepared 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 400 mcg given per rectum as prophylaxis against Postpartum
hemorrhage. Patient was shifted out of theatre to post operative recovery
room.

*Ligour scanty.

*Single loop of cord around neck .

BANJARA HILLS HYDERNAGAR NDAPUR OUTPATIENT CLINIC SECUNDERARAD KONDAPUR L B NAGAR
$ 3 o 3040 - 4248 31 e o 4 2400 Emergen

0 1800 2122 @ www.rainbowhospitals.in

NANAKRAMGUDA

04069313233
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Name + Mrs RUCHI LAHOTI UHID HNH-00024208 ,
IP No | IP26-00006531 { Admission Date 07-06-2026 |

Delivery Details :

Date : 08.06.2026

Time of Delivery: 09:40pm

Type of Delivery: Emergency lower segment caesarean section
Indication : Failed induction

Anaesthesia  : Spinal

Baby Details:

Date : 08.06.2026

Time : 09:40pm

Sex : Male

Weight : 2.82kg

Apgar 17,8 \

Gestational Age: 3774 weeks i
NICU Admission: NO

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no Postpartum hemorrhage. 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 O
discharge. Wound care and medications were explained to patient
supplemented by written information. She was given the postpartum book for




> |

Rainbow® ® - g
Children’s BirthRight
Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Deliver Yy
Name Mrs RUCHI LAHOTI UHID HNH-00014208
IP No IP26-00006531 Admission Date 07-06-2026

further reference.

Advice:

1. Tab. Taxim O 200mg twice daily till 15.06.2026 (9am-9pm) after food.

2. Tab. Calpol 500mg (Paracetamol 500mgq) (2tabs) thrice daily till
13.06.2026 (8am-2pm-10pm) after food.

3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 13.06.2026 (9am-
3pm-11pm) after food.

PN 4. Tab. Pantop 40mg twice daily till 15.06.2026 (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 500 mg, Vitamin D3 250 IU) once daily
(2pm) till breast feeding for after food.

7. Nebasulf Powder for local application.

8. T.Thyronorm 125mcg once daily (7am) before food.

9. Review with FT3,FT4,TSH after 6 weeks.

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. MEENA UGALE after 3 week on 01.07.2026 at Rainbow
Children's Hospital with prior appointment (Review consultation will be |

HIMAYATHNAGAR BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC SECUNDERASAD KONDAPUR L B NAGAR NANAKRAMGUDA
s R RS R RLREEE] Emargency 3 0406931

@ 1800 2122 @ www.rainbowhospitals.in
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Name | Mrs RUCH! LAHOTI { UHID HNH-00014208 i

— e e

rras AT M T -

IP No IP26-00006531 Admission Date 07-06-2026 i
[ S &

[ ———— —— R |

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

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

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

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

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

language that [ can understand and | acknowledge.
Patient/ Attender

In case of emergency like bleeding, fever, headache [please refer to
postpartum book for further details - Chapter Il page 6] kindly contact
9154865045 at Rainbow Children's Hospital just dial one toll free number -
18002122.

You can also take appointments at any time by going online to our
website www.rainbowhospitals.in
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. Rainbow” . L
Children’s @ BirthRight

Hospita| | .SYRMNBOWHOSPITALS

Your Right to a Safe Delivery

Name Mrs RUCHI LAHOTI UHID HNH-00014208
IP No IP26-00006531 Admission Date 07-06-2026 e
RN
|" :‘.
‘.‘. =\ i if
/ “. - \ 7
Registrar/Resident/C.M.O

Dr. MEENA UGALE
MBBS,MD
18967

HIMAYATHNACAR BANJARA HILLS HYDERNACAR KONDAPUR DUTPATIENT CLINIC i 5AD NANAKRAMGUDA
3040 - ABETION0  Emarge 040 - 4466 5555, 91008 255 ¥ 11 040 - 4246 2300 ' 3040 - 4246 2100 . M0 - 4746 2200 oo 040 - 4746 2400 3040 - 7111 1333 Emargency 3 04069113233

@ 1800 2122 @& www.rainbowhospitals.in




2 ) Rainbow Childrens Hospital-Himayatnagar

Aainbow . 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  ®"g TEL NO :040-48873000

el WEB : https://rainbowhospitals.in

ADMISSION SHEET
UE I e

Registration Details :
Admission No : IP26-00006531 Admit Date :07-Jun-2026 Admit Time :09:47 PM UHID : HNH-00014208
Patient Details :
Patient Name : Mrs RUCHI LAHOTI Age 128Y9M30D
Guardian : Mr AKSHAY MUNDADA DOB : 08-08-1997
Gender : Female Religion
Occupation : Martial Status
Address (H) . PRAGATHI RESIDENCY East Maredpalli Phone No . 9581185439/ 7799063752
- YOI T SSaNG AN INGIA CORVEE E-mail : RUCHI.LAHOTI133@GMAIL.COM
Admission Details :
Bed Type : TWIN SHARING Bed No :PPO-417 Ward Name :4F-OT
Room No : PPO-417 Admission Type : First Visit
Contact Details :
Name : Mr AKSHAY MUNDADA Relationship : Husband
Contact Address : PRAGATHI RESIDENCY East Maredpalli Phone No : 9581185439

Hyderabad Telangana INDIA 500026

P

Doctor Details :

Doctor Name : Dr. MEENA UGALE Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor  : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 15000.00
Payment Mode - DCICC Card Payor Name : ICICI ICICI LOMBARD GENERAL
INSURANCE

Printed Date / Time : 07/06/2026 22:01° Printed By : 020635 Page 1 of 2







PATIENT TRANSFER FORM

7z

Rainbow® ) .

Children’s ® BirthRight
Hos pital . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

It takes a lot to treat the littie.

Patient Name & UHID No.

HNH-00014208 1P26-00006531

Mrs RUCHI LAHOTI
08-08-1907 28Y9M30D  (F)

=i

Date & Time of Admission

2\ ¢ l’} i @O\t\'\gfﬁ’)

Date & Time of Transfer Order

vole6 © 464

Transfer Ordered by Reason for Transfer
0
= o
m—'\lwd“ e o)
Oh Le W (7
From Unit To Unit Information to Attendant
Q3€ & poct A\oot e ol

Number of Sheets in Clinical File

Number of Imaging Films

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

@ €T - @ Yes|[ | No[ 1 —
| N
If yes, what ?
Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity
L b Cooa &)

o o
2.
3.
4,
5

Shifting Summary / Notes Written by Doctor :

Yes[ | No[ |

NS

Name & Signature of Person who is Transferring

A &

Name of Person Ordered Transfer

0
¥ L %mam(welﬁ

Date & Time of Patient Received :

Patient & Clinical Records Received by : 6 w?‘@\u\
Y6 A

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

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

.| Nurse not Available

| Available Bed not ready
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Rainbow® @

i ‘e | "

Children’s BirthRight
Hospital | Y RASow WodFTALS
It takes 3 lot to treat the littie, Your Right to a Safe Delivery.

ACTIVITY RECORD FOR BILLING

. HNH-0001
Name: o nucnﬁ?uo“ IP26-00006531 s
08-08-1997 8Y9M30D (F)

UH ( ; === —————- °'m"“NA UGALE itant : ----------=--------eo—5-- Dept : -=----mememee

Date of Admission : ------ ””"m"ll"m"”mll”'"" Date of Discharge : ----------==----- Time: -—=-===-—--

Room / Bed No : ---=-=-=nanuuu- Ward : ==----eooeeeeee Suggested Billable bed type :

WARD TRANSFERS

Date Time From To Signature of Nurse

Blelae |qlgla  [Pre post oT Akl Sevee ¢ e,
%\[9 \26] \pn ' Pop (Q'/]/ ‘ e (Ve[ Qov:“% "44({‘ il
Clopb | qtucnm OGPt | " oo L AWA! \

Cross Consultation Visit

Doctors Name Date Order No. Signature

(G s.'@;aw 9/5/143 55[1\?///1@/

9.

10.

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

Date E’;z?;::fm Cor}r;;c;ing Disc?rrimectin /E}rder No. Signature
8le | Tnpuston pum? FPm [ 20852947 gp;‘,ﬁ%&
2l | comioie, pron o 10 4Ot }mowﬂ cs\\%ﬁ’;ﬂ\,f’\%
) A ' /" N —
—ofet 2]
C\ey -




PROCEEDURE

Date

Proceedure

Quantity Order No. Signature

Hobt [P platement

@ ‘/QDQ%L’, @’

8le (¢

Ca %u‘uiq;@r -0 £]

© /oM |

_@1&!26

DAQ(LP)
| Nog

-t

o6 |24

MY A

(Ages

ANY OTHER INFORMATION

Date :

Time :

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant Billing Supervisor




HNH-00014208 1P26-00006531

CHI LAHOTI
'::0:.:”7 28Y9M30D (F)

Vi

IP ADMISSION SHEET FOR OBSTETRICS

.V/ﬁ
Rainbow"”
Children’s (L BirthRight
Hospita| . BY RAINBOW HOSPITALS
1t takes a lot to treat the litte. YourﬂghtluaSafl Delivery

Presenting Complaints
fo

Obstetric Formula: <}

TOW

\ 0
Obstetric Hostory: Q‘-‘w- coveee p)V

Booted (alu Wy« Nt CD QM ‘

TEeDr )+, &Gt -
Present Pregnancy Record:
Growt. .
o
RISK FACTORS:
4 B
- |low Uquoyr:
LN _/
Height: ............... cm
Weight: .............. kg
™ Allergies:........ )
Breast: Normal [] Abnormal

General Examination:

Consciousness: @ Paiior:@
loterus: (i) Edema:

Temp: PR: @1 |frr
BP: (\ ’»C'W‘ff'“f DTR:

Cvs RS Rluraves

. Q\Sl ~+
Liver/Spleen: (&

,--- DIAGNOSIS

Urine Qutput: C)

Docu. No. : RCH /FRM / CLINICAL / 087

LMP:

el Activy: (I Relaed 7T Mid

: kltoTk ‘Sc)( C‘\}kd(\\s v

\<lalap- EDD:

Corrected EDD: ) 4, Ib [ 26, GA:

Menstrual History: RegWs L] No

Obstetric Examination

U~ T?(("\

2

Fundal Height:
[(JMod [ Severe

Liquor: ‘/Z]/Adequate 1 Oligo ] Poly

PP: }’Cephalic (] Breech Others

Head Fifths Palpable; S /"

FHS: Normal ] Tachy  [JBrady []Absent
Per Speculum Examination - |

Draining: [ Present  [] Absent (] Bleeding

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

&

Vaginal Examination

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

Membranes: [] Present  [] Absent

Liquor: [ Clear (] Meconium [] Blood Stained
Presenting Part: [ Vertex ] Breech (] Others

Sutton: O-3 O0-2 O-1 OJ0 O+1 O+2
Pelvis: [] Adequate [] Doubtful

© low \“%&0\4&*3*#5*’”‘"5 5




HNH-00014208
Mrs RUCHI LAHOT!
08-08-1807 28Y9M30D (F)
Dr, MEENA UGALE

AT

IP26-00006531

Family History: Surgical History:
fat \ sl
Medical History: Medication History:
— < . e " - ‘T ) CQ '
Lelo Hj@oﬁLT'ma'sm g Gt ’
) ;
Plan of Care: Investigations:
s ff ;S v
d)‘ 0L :8\60(\ GIN{) - OPDS“«’{J(

—Bdwastion ¢ G

BN )\Oﬁﬁ\l 417

- . el - LR\ e, atdas
Verpaos, oS wee 1B
: SEPAGA T
NSEN C\;@ oy i
e s" .
- 13 5 ABChey A,
- Cood Ccpp ROR
Dhowos)'ou#jef @ 2 S UW (3 lehe v 3+ 1ok
Cirn C;LF,CPkQ“
R N
I: oD @ e quﬁg
ho(’)(‘ levs - @
Doctor Name: . @a ){?‘ Consuitant Name: ...... D\meﬁ“‘\-)jctr”
SIGNAMNG; --.o-c.coviscinivininan /ﬁﬁ .................. SIINAR; oo sanisstesssaiasppmesispnssitasnsisisassint
Date & Time: . Date & Time: ........ %&)1?6@



|P26-00006531

"‘::r"mi"'a:‘: unusoo #) "2
g 0N Rambow ) -
T © Chldear' | £ BRI
PROGRESS NOTES AND DOCTOR'S URDER
2’, Progress Notes Doctor's Order
" %E)\i/b// c \:}L@\ O \ee e
Lieth \\ 9\'5\‘%{.\{‘(&'\‘ \b@‘\\Q}\g
f"’\ @ P\ s Cslc.\\v\é‘ Neo c‘g
_ \C Qe Lmr -Mu |
- o0 1t ooty YN c\\@“r -
Pl X CR- 29 e - NST 2" 4"\"’“\,‘3
U U0, - 100 [ o Rf . CaR o™ baoly iy
" oln - O @D®osed W e - U W\(}N"Q‘-g
2\io" l 10 s usU RLOGESS .
BN O ”\\mm as chended
ely- Cy 4 l\ngr dilgled "_Vu\l\;}m NaN
dctn ‘QT\C\ \L.= -3 chlbn ¥ 0
< mw}mmﬁ /]Aﬂ—
‘_ FDFWOQVU:}%P nQ\ \CPDW /gu
@@/' cle] p Ded Dna
R Pt © 25 ol T U{A_\?qu\mmw
No complants My,
GC fols ~Sokt duek
BP ! NS |65 mnta ~ N . @I henddy,
P! Q2 by | — FL AN pgwal,
SPoyr ukr Tl - vidals Mowding
e o]0 —WIF POL - ’
TS — Dy o oty
head  [d patpable 4o
Docu. No. : RCH /FRM / CLINICAL / 088 A




HNH-00014208 1P26-00006531

Mrs RUCHI LAHOT!
us-nu mr aa Yom30D  (F)

" A

"
Rainbow” ® e
Children’s BirthRight
Hos p|ta| . BY RAINBOW HOSPITALS
It takes 2 lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order
ply &4 {brg— ye P .
e RVue [ o™day
o\
T ‘“G{V % Tooprestene gdf
= Aany LOM— ?Y\hm(ﬂle\u"f
. Canbhiwag lOLt 'D»uwtmdfmmd
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Fris@e_ R L Vg % 2% Y
| _ Le  npd = ) L "\'?;me ]  Lbow
Nst1- | LBeat Bt Ve ) I \
By cotpr LA]/\ L s Mo e ’»fym
LY
Bt

Docu. No. : RCH /FRM / CLINICAL / 088
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Mrs RUCHI LAHOTI

g:-ﬂ:l‘t::: umu.:” 9M30D  (F) Rainbow®
Children’
i @ Hospital _

It takes 3 lot to treat the littie.

PROGRESS NOTES AND DOCTOR'S ORDER

q\\§

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

gaﬁm Progress Notes Doctor's Order
@\b\&&_ |
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Docu. No. : RCH /FRM / CLINICAL / 088 (PTO)
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HNH-00014208 1P26-00006531
Mrs RUCHI LAHOTI -’@
a0 O Chitcrams | @ BirthRight
Child BirthRight
i Hospital - | ) znemior:
PHOGRESS NOTES AND DOCTOR'S ORDER
:alt“?me Progress Notes Doctor's Order
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Docu. No. : RCH /FRM / CLINICAL / 088
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Mrs RUCHI LAHOT

A T @ EEEE%;{: ‘BnrthRught
PROGRESS NOTES AND DOCTOR'S ORDER
ga:_?m Progress Notes Doctor's Order
AL @ < 0D
“ewn_ . | Aoy _
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rriuGRESS NOTES AND DOCTOR'S ORDER
T;fme Progress Notes Doctor's Order
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Mrs RUCHI LAHOTI 2z
08-08-1997 2Y10M1D F) ;

Dr. MEENA UGALE

Rainbow® . .

| Children’s | @ BirthRight

m ||| II || " ||||““"II|“ I ||||II m Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the fitte. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

23;?".& P:°9ress Notes Doctor's Order
AN pad
Al | -
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2
— Rainbow”® . _—
Patient Sticker Children’s ‘ Birth ng ht

Hospital BY RAINBOW HOSPITALS

Tttakes a kot to breat the Dtte, Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER
Date

& Time Progress Notes Dactor's Order

Docu. No. : RCH /FRM / CLINICAL / 088




1P26-00006531

HNH-00014208

r:o:‘:::; unon“ yomsoo A i ';/iw .

Dr. MEENA UGALE = . . )
T Children's .m

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: B~ N\oope. \‘,F,_L\ Date of Delivery: 2 1 A '\ A
Assistant Surgeon: By RO\/J\,\ ’l“ e Time of Delivery: AR irm
Ly \ 7 i ; G ‘
Anaesthetist's Name: 700 HBun A Gender of Baby: ‘F{/\Q{,
Type of Anaesthesia: {2’\, Yo Weight of Baby: SLW
Neonatologist: ‘D{\ F e AGPAR Score: i Lé
Scrub Nurse: < asgathe NICU Admission: C1Yes LLNG
Pre-Operative Diagnosis: \ { aAR \; 19 wibn ’\ &{&}0 D\ J(MO AARa Y \ E(
—~ "I Elective ‘)D Emergency Indication: ............ C\wl ........ v V\‘{“\/’h" ...........

Urgency
—J Immediate Threat to life of woman or fetus
ternal or fetal compromise not immediately life threatening
No maternal or fetal compromise but needs early delivery

1 Delivery timed to suit woman and staff
- ( &

DECISION tiME: .....orrrvrerrereeeee | ‘W?ﬂ ................. Knief to rectus: &nm? ................................

CTG DesCription: ........cceveeemvverereeieiereennen] Q.x c»xﬁ.\.’..& .........................................................................................
| If there was a delay give the reasons: ..............ccooo........ A ... fuq@vj .............................................................
|

Surgical Procedure:

Q £y u_\.\j' (TN J A4 l-/ -'ﬂlix

Post Operative Diagnosis: o —Pan

Peri-Operative Complications: NQ\

Amount of Blood Loss: N Yao AL Blood Transfused (in ML):  phone

Name and Number of Surgical Specimen sent for examination:

NV

Docu. No. RCH / FRM / CLINICAL / 155

(PTO)




Examination Findings when Appropriate: N, P

Presentation: (] Cephalic [ Breech CIOther ....oveeeeeeeee Cervical Dilatation: ..............ccooevecieieeeenn cm
Sth PaIPaDIE: ... Fetal POSItION: .......c.ocoeviieciececcecc e
Staton: 0-3 [O-2 O-1 00 O+1 O+2 Moulding: CINone [+ CI++ [+4++

Caputt O+ [I++ [ +++ Meconium: INone [+ [I++ [+++

Bladder Catheterized : [ Yes L1 No Urine: [ Clear [ Blood Stained

Skin Incision: Wsteil [ Transverse L1 Midline 3 AOE ... ibiesioresmsssncesass shesdevesss

Uterine Incision: " tower Segment' [1 Classical Tl Inverted T 1 J Incision

Previous Scar: [ Intact wnedou’[ 1 Ruptured L0 Scar

Incision Through Placenta: [ Yes  1/"No ¥ 5‘&&1\\,\3 plgumor

Delivery of head: (] Manual _~ Forceps 4\ Lwh o exmd wwd Aede

Liquor: )'Cﬁar =1 Meconium:  [7] |y | am 0O !!loo ") Offensive  <TNot Offensive

Delivery of Placenta: - (1 Manual }C{T \) ............ g,en/mplete 1 Incomplete ] Piecemeal

Cord AppPearanCe: ..........ccocevviieveiersiinseisensseseeekd A Cord around the nef;k ZEW;&S 1No @
Appearance of Placenta: ..............cvveveeveerrenneehess o Cavity explored 1 Yes [INo

Uterus, tubes and ovaries: [_-Normal [T Not Normal Sterilization: 1 Yes p{ﬂo

Uterine Closure: "1 One Layer Z‘J/Iwﬁ Layers e, WU\*‘[\ ....... N o Suture

Peritoneal Closure: [ Pelvic JAbdominal I None ... Yopd Wyl d7e s

Sheath Closure: L qn'h.. o N0 . Suture

Fat Closure: iptefs/ ONo Y N{vd ...... !(‘(LM{\&’D ..... Suture
SnClosure:  [“Subcuticular  CIMattress e “mde ....... Nyl A0 suture

Vagineal Evacuated /m‘ Yes D_ No

Drain: [1Yes .£1No [CIRemovein .........cccceeerunnee days [ Await instructions

Ctheter D‘«Ye's;, “INo [IRemovein .l days [ Await instructions

Swap & Instruments count correct? Dﬂé &No [ Post-op Antibiotics Yes LINo v
Intra-Operative Antibiotics Cover: ! Yes" [1No [ Thromboprophylaxis I Yes ?ﬁo

Post-Operative Notes: h ....... i\\p‘ﬁﬁ ....... R L A2 o

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

Doctor Name: %‘Qd“ﬂ ...... Tl I:-."- :
Date & Time: a\t\r“" ...... o



A

—— e ————————— e o e

e N ——

e o T e

—_—

HNH-00014208

Mrs RUCHI LAHOTI

Bl-lll-ﬂ“ l YOM
r. MEENA UGA

I

1P26-00008531

30D (F)

JIlH

DRUG CHART

f'\\§

Rainbow"® . . .
Children’s ‘Blrtthght

Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date of Admission: t_(,\ \ ................. DAIGANBIGIBE. ... .ommssromsimimisiosisigermisisssimiians /40 t 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.
ANURSES - 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)
a Date
DRUG : Tigne
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
] Date
ﬁ DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
. Date
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.

Additional Instructions:
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Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date
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Time

Dose Route | Frequency | Start Dt.
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Starting the Drugs:
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Date
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Time
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Starting the Drugs:
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LV. FLUIDS CHART

Weight.

Flow Rate|

Doctor

Nurse

Date of | Doctor

2 v Nurse
Date | Time | . wonOSH 23,,?1';,%%. e | ROUe [ “mimr | sign | Sign Stopping| Sign | Sign
Sl v ER | e 2 ol %w"' -

%\b\'}"’ ,\Qm (Ao ~{L. @ (@
e el LWl
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\ o | RINGER- Tv M@ ¥ ‘t)s A 4

N\ LATHTE IEIR I

Page: 4/4

. —— e O e g nnd

T ————

i, _g——— p——

. e E— e



HNH-00014208 1P26-0000853 Z
s e vouson . Rainbow.. | @ BirthRight
T Hospital _ | () eruecnom

uiEDICA’ﬂON RECONCILIATION FORM

LTI BHBIRIBES ... o vcsiavnsusiinm s s e [_-Not known any Drug Allergies

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

_— Y . \
SRIFtING FIOM: +...vvooooeeeeeeeeeeeee e e SHIftA 10 vovvv e
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, v) | FREQUENCY | bore / Time ?gﬂﬁm

el

1
Tee - \RON Pas 0lo oD 4‘(6(2'6

- b p/O oD 3626 ne. Lt

TR R - C B,

ob LF1C CIDC
’ AR TRYRONGR ‘?ﬁﬁ P/O gt‘@%’ g

4 ¢ CIDC

5 \ \ OC¢ ODc

6 \ Oc CIpe
7 \ \ 0C [IDe

8 \ \\ O¢ COoc

9 \ N ¢ [IDC

10 \ 0JCc CIDpc

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Date & TIME : ....oooooooeccresereee g *1/6/26@ LOLIY oo
n
NurseName: & Signatlre: q.....:cucasivesimssessmeismisions Cos K‘NS

Y.V S
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P«
Date {T/V\ \ LL-,
Time  \_ -~ | O -9 Ohn
Hb o4
PCV

%0
RBC 9.8(
&<

WBGC

N/L b 09f)
Platelets LGK
'S CRP

ESR

PCT

RBS

Na

K_|

cl |

Ca/Mg
Phosphate
Urea
Creatinine
ALP

SGPT

9 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
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CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood
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Mheed I

Rp>
I

CURUTE ANT SBNSIIVITIES .ottt ettt et et e e et e et e e e e e e e e e et en e e e eeeem et et es s et es e en e s en e s s e e s e e s s s e e enaeneenn O

-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
.........................................................................................................................................................................................

.........................................................................................................................................................................................
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Early Warning Observation Score Chart - Obstetrics
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Children’s
Hospital

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

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date
%"l b Time

12

oM 101112

o

> 30

it 21-30

(write rate in

corresp. box) 11-20

0-10

94 - 100 %

Saturations <94 %

Administered 0, (L/min.)

40
39
38
37

3 dwayp

36

35
< 35

170
160
150
140
130
120
110

100

3jeY Leay

90

on

80

70

60

50
40

190
180
170
160
150

140

130

120

110

100

NAGS

—
anssald poojg J1|osAS

90
80
70
60
50

130

120

110

100

20

80

70

60

-MI
J
4

A%

50

<
2Inssald poo|g d1jolselq

40

NEURO Alert

I I

= T [

]

RESPONSE Volce

(v] Pain
Unresponsive

-

URINE | > 30
mis / hour| <30

Protein + + : B
Proteinuria = :
Protein > + +

Normal
Lochia Heavy / Foul

TOTAL YELLOW SCORES

tiaior Clear / Pink
gy Green

TOTAL ORANGE SCORES

NER

Nurse Initial

l‘f‘g

2
77
Cre

ek
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Rle 26 & Fepop
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€ P = Aumwl

G Bt~ B0 Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

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

- Ry
Complete a Full
Set of MEOWS
Observations
N /
7

Y

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

* The Modified Early Warning Score (MEOWS)
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Early Warning Observation Score Chart - Obstetrics

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

s

Date

=

Pa—

Time

e)(o )

/10 } 11
V.

12} 1
y.

23

/4

RESP
(write rate in
corresp. box)

>30
21-30
11 -20
0-10

Saturations

94 - 100 %
<94 %

Administered

10

0, (L/min.)

3, dwsa)

40
39
38
37

36

35
< 35

aley LeaH

170
160
150
140
130
120
110

-é)
Y

i

100

90

80

%D

>

AP

N

70

Q
r

€7

¥ o]

<)

60

50
40

—>
anssald poo|g d1|03sAs

190
180

170
160
150

140

130

120

s

T

I

110

\
Wir

100

—t

Al

90
80
70
60
50

&
aunssaid poojg djoiseIq

130
120
110
100
90

y
-

80

70

b
V‘\
I

g.-y

r\
Ay

60

50

40

NEURO |
RESPONSE
[v]

Alert

e

Voice

Pain

Unresponsive

URINE
mis / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

—

re=

|

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

A0

)

el Y

Nurse Initial

e

-bG(

|

N1 o

L
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[ Obstetrics and Gynaecology ]

-

.

Complete a Full

3

~N

Early Warning Signs

“ t

I

1 Yellow Alert :

' Repeat Observations
in 30 minutes

Set of MEOWS
Observations

J

[]
.

\ —
/ }
2 Yellow Alerts or 1 Orangé Alert:
Call the Obstetrician and.Repeat
Observations ¢
, ' in 30 minutes (
N “
/_
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15-minutes or continuous
monitoring
.

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

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

Date L =
alslos [+ D)
RESP ‘ ' ' :
(write rate in
corresp. box)
Saturations =94 %
Administered 0, (L/min.)
40
39
= 38
8 37 W (o qd 4 oll
a° 36 A [ AT WX Y olr [/ '{'
o .
(]
-9}
=
&
-
Q Q ¢ 4 "
70 . . S £ 6 %7
= L
50
1 40
! 190
180
170
- 160
5 150
S 140 MVal 1) W ‘
@ 130 : Al ) A
Mg i e L ‘ : \
3 100 ] LA \
e 90
= 80
70
60
50
6 s 130
- 120
é 110
& 100
l = 90 /| y
g 80 L‘I{ n 'l \Y ’ '\llL ]
o 70 — - 4
g 50 4 A A Gl iz
5 50 = \=J 1Ll
40
NEURO | Alert % W T - ™ L [ [ [T —
RESPONSE Voice
[ /] Pain
Unresponsive
URINE > 30 -—
mls / hour < 30
Proteinuria wﬁo?m s
Protein > + +
: Normal -
Lochia Heavy / Foul
Liguor cieg::el:‘mk -
TOTAL YELLOW SCORES [¢] () (n
TOTAL ORANGE SCORES Cd \ Y P4 4 &
Nurse Initial £ [ [a® [ - —
U7 w

-




[ Obstetrics and Gynaecology )

Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

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

f;f in 30 minutes

~

J

- N |
Complete a Full
: Set of MEOWS
Observations
\ J
-
. N ‘ .
\

> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
\ Repeat Observations
"'in 15 minutés or continuous
monitoring

\

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

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

! 6 20,

RESP
(write rate in
corresp. box)

Saturations

<94 %

Administered 0, (L/min.)

2, dway

40

< 35

ajey Weay

170
160
150
140
130
120
110
100
90
80 =
70
60
50
40

—
anssaid poofg 2j0shks

190

180

170

160

150 O
140
130
120 ]
110
100
90
80
70
60
50

=

-«
2inssalq poojg JljoIseiq

130
120
110
100
90
80
70 -
60 D o
50
40

NEURO
RESPONSE
[¥1

Alert S s SN I T T 1

Voice
Pain
Unresponsive

URINE |
mis / houq

> 30 -
<30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal =
Heavy / Foul

Liquor

Clear / Pink _
Green

TOTAL YELLOW SCORES )]

TOTAL ORANGE SCORES

Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert. :
Repeat Observations
in 30 minutes

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

4 N[
Complete a Full
Set of MEOWS
Observations
\_ / .
s
.

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

* The Maodified Early Warning Score (MEOWS)
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| FLUID CHART |

1. All measurements in ml.

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

Intake

IV Site

Nature

Date of Fluid

Time

Route

NG | Diarrhoea | Vomit

Drainage

= Thrombo-
phlebitis
Score

Sigh.
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 Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm P o

Total Output :

A0

L 4

Hn &

s ‘\.____/‘7

Total Output :

e

Total Intake :
12:00 am
04:00 am

08:00 pm
01:00 am W0
05:00 am

09:00 pm
TotalIntake : <\ 2\ [N
06:00 am

06:00 pm

10:00 pm

02:00 am
By

07:00 am

TR TR

SRt |

E
L,
~Na K

07:00 pm
11:00 pm
03:00 am
Mg
Total Intake :

Total Output :

—_-—

PasSe

Total 24 hrs. Intake

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

e —
A

Total 24 hrs. Output
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1. All measurements in ml.

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

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

e T L
Date | Time g]{aém Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis ﬁ:ﬁge
Mouth | 1V | NG ) <
08:00 am L pad
09:00 am WO i v’ [
10:00 am - « X Y \o (2
11:00am Ho > N AR
12:00 pm el AP
01:00 pm U] [{ }
Total Intake : |/, Total Output: T K8 e
02:00 pm ! N a4 A
03:00 pm g o v B
04:00 pm i N -~ i
L, | 0500pm Ko Ll il AN
V' [os00pm RUI7Y | e e \ [/ )
0700pm | RU (ot () o
Total Intake : 00k}, Total Output : [0S0
0800pm |y so® | ) | Voot : |
\, | 2900 pm NS Y P l
Q 10:00 pm fpun 40" W) '\OQ!\\Q ) - o)
@O 1t00pm [$ [ VO [yooed) N \ [
20am| N[ U [t |
oto0am| g | ! | AT
Total Intake : | O WX Total Output :
0200am | $-L— [ yOb [Jnool [
Q\O 0300am | P | o | {00 . !

{0 04:00am | PL- \1jocd/ N K qoll— [ w7
™ Tos0am I{ZV e X Q| | 00cf 0 ‘ ol o
06:00am | J-C LOOCA ] Y

0700am | VLT \ oo _ mQNJr/\”’I
Total Intake : |, 00 A Total Output :
Total 24 hrs. Intake Total 24 hrs. Output ( 000 (\4
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[ FLUID CHART |
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Date | Time | Jaure Route NG | Diarrhoea | Vomit |Drainage | Urine Tﬁ'é%ﬁ%g g o
Mouth LV N.G
L0g00am | fe_ | A | tOOY 2
\% 0200am | QA | W~ | (ool o e i
C%F 1000an | 21 [ V2 | [oonl £ %
11:00am | £\ 100 el K)
1200pm | R\ [Saup | loom\ 3
01:00 pm {E\\ ‘\g@f:;nk 0 ——+ F
Total Intake :\ 00\ Total Output : '
0200pm | (KL | Ay | [GDoL i
soopn| 8, [2/] [ 10omd) 0
N\ mu e U
o\ 500pm| KE 100 O :
O\ | 06:00pm | _ | ] oo} 60O
07:00 pm | N~ T - by
Total Intake : Total Output : | ) — M -
08:00 pm 1 \ (. ¥
09:00pm | - A b ‘ v 4D & .
\O 10:00 pm V2 ;; 3{ I | | e
O\ 11:00 pm ’;: Al > l\r \/
1200am | | ( | / i B
01:00 am \ , i 3 )
Total Intake : f Total Output :
02:00 am \ ¢ P b
03:00 am { / \ e |
%N 04:00am | f‘) K ; p 4 \
O\ [sso0an| N ¢ o L | v
06:00am | | Vi /
07:00am | | ] i l
Total Intake : : ’ Total Output : \
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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My e 14208 Rainbow”
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A Uga g Mip Hospital BY RAINBOW HOSPITALS
¢ Your Right to a Safe Delivery

il oo

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.

R SR P A
v ! (e S e A ~ Output : IV Site

: ' Thrombo- [~ a:
Date | Time oNfaIPIJu% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis | Sign.

Score Nurse
. | Mouth | v | NG 4

08:00 am e / A L™
09:00 am 4874 P £l ‘
\15“ J000am | G s i R P
o' Arwan| || RON B P il f

L 12:00 pm N 2

01:00 pm /
Total Intake : Total Output: U/ - 1 ¥1-2
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Qutput :

P

~

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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"V Cotarer | g Eran
CHECKLIST FOR THROMBOPHLEBITIS Hospial_ o W TS
) ]
DAY-1 3G ppya, 26 DAY-3 -~
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E —m‘ M E N J|  Remarks
: No signs of phlebitis / ( j ~ ( )
i IV site appears healthy Observe cannula 0 /@ & O |- | O / /)
One of the following signs is
9 evidpnt - Possibly first signs of phlebitis 1 )
* Slight pain near the IV Site / / Observe cannula M‘pr fwP\ - - YQP‘ |
* Slight redness near IV Site
3 Z\;«éoegli‘dtgstfollowmg Signs Early stage of phiebitis / 9 ) Q A —
Pain at IV site Redness Resite Cannula N RA | —
Qyig;;? e <R Medium stage of phlebitis / =
4 | Pain along Path of cannula e AL 9 NA AR | — | = | ap
Redness around Site Swelling odiinen ~ -
g\l:ig;;? g;gllng:;l;gsifég:ns o Advanced stage of phlebitis or
5 | Pain along Path of cannula 1S Skartor thrombophlebltls/ 4 Y\\"P‘ — | — NP
Redness around Site Re site Cannula Consider [\\ﬂ\ l. —
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of AN
6 | along Path of cannula Redness | frombophlebitis/ 5 N L NYs
around Site Swelling palpable Initiate treatment Re site — =
Venous cordpyrexia Cannula
Signature of the Nurse @7%\4 oll7) %‘ ﬁ/ Q

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 phlebitis.
Signature of Shift In Charge :

Signature : &2‘/ ................ Name : W\M«Mﬂ\ ................

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

Signature of Ward In Charge :

Signature : Name : WMI
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; O MEeA uga Y OMTD () Rainbow*® . e
Wiy i | @
Y RAINBOW HOSPITALS
CHECKLIST FOR THROMBOPHLEBITIS Hospital | e T s
: 10| & DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE ¢ E M T E Remarks
1 | IVsite appears healthy %Obzg';z 2;{?2:32“5/ 0 |p
One of the following signs is
9 gvident : Possibly first signs of phlebitis 1 p
* Slight pain near the IV Site / / Observe cannula N
* Slight redness near IV Site
Two of the following Signs Early stage of phlebitis / P
S e Resite Cannula £ N
Pain at IV site Redness
All é)f the following Signs are Medium stage of phiebitis / .
evident : . "
4 Pain along Path of cannula ?esutte Catnnula Consider 3
Redness around Site Swelling reatmen
Al ing Si
ewgé;{lg;gling&giig:ns ke Advanced stage of phlebitis or N A
5 | Pain along Path of cannula tge S;”Eg;;“:?ggﬁgge?t'“ 4
Redness around Site Te St 0 : £ L
Swelling palpable Venous cord ealmen
All of the following Signs are
evident and Extensive : Pain mdvancedhslstagc.e of NP
6 | along Path of cannula Redness } rombop ebmsé , 5
around Site Swelling palpable nrtlateltreatment e site
Venous cordpyrexia Cannula
Signature of the Nurse @)

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 phlebitis.

Signature of Shift In Charge :

OIOMAIIR S vttt et iains

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

|

Signature of Ward In Charge :

SIONATIIS & ccovsmmssssossmassusissarssssssminsne NENOL i
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BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

Time :

ol
bal/2)

(g

LA

2A

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

L | 7

Mobili ; : e ; s : 3 - SRR . ‘
y in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Ef
without assistance. to completely turn self independently. independenty. Lp
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; J
. ; Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : e - A : : : ,
of physical activity” Gonfinied 1o bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

— >

923
v
Y

Lf

Sensory Perception

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

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

3. Slightly limited:

Respaonds 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.

. (o

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

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

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

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

4, Rarely moist:

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

FRICTION-SHEAR
Friction Occurs when
Skin moves against

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

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

3. Potential problem:
Moves freely or requires minimum
assistance. During a move, skin

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

+& >

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely { I/‘ \(
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times." 7
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

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

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

but will usually take a supplement if
offered.

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is nogmal.

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

Severe Risk : lessthan9 | High Risk: 10-12 |

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

Moderate Risk : 13-14 | Mild Risk : 15-18

| Not at Risk: 19-23

AR [~

TOTAL SCORE 2| R p¥4
Evaluator's Name (Q) )




Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ _
Enable as much activity as possible High density foam maftress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternafing pressure matiress overla
Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
Use the Same Protocol as for “At Risk” Patients o
1314 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to reqular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Date
Time :

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Mobilit . e . 4 2 , - = : !
d in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L{
without assistance. to completely turn self independently. independenty.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
wE bl : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;c“r\:lt:iglleagggirt;? 100?1‘::11:::0 bed non-existent. Cannot bear own weight | very short distances, with or without Walks outside the room at least twice a
Py and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every \'f
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 restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

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

Responds to verbal commands.

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

Moisture Degree

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

ki tq wl:(ich d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
i ey Dampness is detected every time 8 hours. every 24 hours. b\
to moisture Pl
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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.

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

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/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
he < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : lessthan9 | High Risk: 10-12 | Moderate Risk: 13-14 |

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

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

& -




[ ‘
Support Surfaces
Risk Score Category Action (Please Note: Only requirad for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule
1 " .
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alterniating nressure matiress overla
1 Manage moisture, friction and shear ap y
Advance to a higher leve! of risk if other major risk
factors are present
High density foam matiress
« Use the Same Protocol as for “At Risk” Patients .
13-14 Moderate Risk 3 Gel pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges ,
Alternating pressure mattress overlay
« Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk « 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 radistribution 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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Morse Fall Risk Assessment Form e N S
: ol
Date / Time L1
Choose Highest Applicable Score from each Category L1 8_{/}’ X lé g 6 Fall Risk Grading
Score. | & PVN| R N )
History of Falling Yes 25
(immediately or w/in 3 months) No 0 /o) Risk Level Morsih::ISI)Scnre Action
Secondary Diagnosis Yes 15 |5
(more than one diagnosis) No 0 )
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 W) )
20
IV / Heparin Lock or Saline :Ies Ao | 10 20 Implement
s . /2 : Moderate Risk | 25 - 50 Maderula Fab
|mpaired 20 Prevent'on
) Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 o O | @) Implement High
Forgets limitations 15 Hiah Ri Risk Fall
Mental Status igh Risk 251 :
Oriented to own ability 0 ) Prevention
Intervention
Total Morse Fall Scale Score: QA ) ¢
Signature @_‘ :
g/\ @5

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

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

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

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

1 Hourly safety check

["1 Assess patient after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply all low and moderate risk interventions, and.

[] Initiate constant observation by healthcare provider as appropriate to patient's needs
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Choose Highest Applicable Score from each Category

Date / Time | 7 (6 0//2 10!,6

Score

Fall Risk Grading
3pm o | 10am

Total Morse Fall Scale Score:

90 2o 20

Signature f,r’) C @5—'

History of Falling Yes 25 (
(immediately or w/in 3 months) No 0 Risk Level Mors?;:g)&:ure 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 A 0 0
Y 2
IV / Heparin Lock or Saline Nes 00 20 Zo LD Implement
0 Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 :’reventlgn
ntervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 SR Risk Fall
Mental Status = — High Risk 2 51 Grevsiion
Oriented to own ability 0 !
Intervention

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

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

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

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

1 Hourly safety check

[T 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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PAIN ASSESSMENT FORM s e

Your Right to a Safe Delivery

Pain Scofe j . Modifying | Patient / Family .
i Date Time (0/10) Location Duration Acuity Character Eactors Educated _Intervemion Sign
[ Continuous | [ Acute [71 Sharp (] Dull Ul Increasing | [ Yes N A—
Q,—UO q# Y17 Q “hﬂ [ Intermittent | (] Chronic ] Aching (] Burning | [) Decreasing | [ No ?
?j ‘H Continuous | [ Acute (] Sharp ] Dull [l Increasing | [ Yes N A
(Q’WO V\M @ N "] Intermittent | [ Chronic (71 Aching ("1 Burning | [] Decreasing | [ No o @
0 ('] Continuous | [ Acute 1 Sharp 1 Dull [} Increasing ! Yes f\/ A—
%\,go 9\( it Nﬁ (] Intermittent | [ Chronic (] Aching ] Burning | ] Decreasing | [ No s IZO
%\M @ N’PY 1 Continuous | [ Acute 7 Sharp [ Dull 1 Increasing | [ Yes A ﬂ\
%‘\. lo [ Intermittent | 1 Chronic [JAching [ Burning | [ Decreasing{ [ No Q
[} Continuous | [] Acute (] Sharp [ Dull ["] Increasing ] Yes
gz E Q ﬂy) O A‘)f 1 Intermittent | (1 Chronic [ Aching [ Burning | ] Decreasing | [ No A) Ay R’
{1 Continuous | [ Acute ] Sharp [ Dull 1 Increasing [ Yes
— . =1 . =] . 1 B . L
b O A U Intermittent | I Chronic ("] Aching [7] Burning | [ Decreasing | [ No ,;04
gl lbem n N4 :
1 Continuous | [ Acute (] Sharp [ Dull [ Increasing (] Yes @
g/ {)))() ”p,o D ) | O /\)(/} 1 Intermittent | I Chronic (] Aching (] Burning | (] Decreasing | [ No /\}AL
] Continuous | [ Acute [ Sharp 1 Dull [ Increasing [ Yes )
Q\‘EIV(’ B | O ) I®) MR- [ Intermittent | ] Chronic (1 Aching ] Burning | [ Decreasing | [ No N & @
[ Continuous | [ Acute ] Sharp [ Dull [ Increasing [ Yes
q\{; \iL 0AM | O N [ Intermittent | ) Chronic 1 Aching [ Burning | [ Decreasing | [ No B —ﬁ_,\,’
\ 26 b ['] Continuous | [ Acute 1 Sharp 1 Dull [ Increasing U Yes ol @/
\ofe Om (O | ™A | intermitent | 0 Chronic | () Aching [ Burning | ] Decreasing | Tl No B

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:

a) Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
c)  Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.
Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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FLACG PAIN ASSESSMENT SCALE {1 Month to 7 Years}
4 SCORING
L CATEGORY
0 1 z
" | Occaslonal Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smila withdraw, Disorientad quivaring chin, clenched jaw
— >
: Legs Narmal Posttion or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
1 Laying quiety normal position, Squirming shifing back and .
Activity moves gaslly forth; tense Arched, tight, or Jarking
Rumarlcal Paln Scale ((hstetric and Gynecology) ‘ . :
l l l l l 1 y 1 ! 1 1 Moans or whimpars occasional Crylng steadily, screams of sobs,
I | 1 | I T | T I . 1 C No Cry {Awake or aslesp)
0 ' > 3 i ; 8 7 : 1 o ry 7 complalnt fraquent compralnts
Na Pain - e - Reassured by occaslnqal touchlng. ‘ ‘ '
Consolabllty -Content, relaxed hugaing, or belng tafked to, Ditficult to conscle or comiort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Critarla
Wany - Baker (Pedlatrics} Above 7 Years 2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Ireltabllty stimull minimally with painful| fritable Intervals consolable | continuous cry
_ stimufi | Inconsolable
No H“" Hurts “‘ﬂe Bt  Hurts '-"““ More E“e“ More  Hurs W‘“"“ Lat ““”5 “'“’St Bohavior State | No arousaltoany | Arouses minimally to | Appropriats for Restiess, squirming | Arching, kicking constantly awake
stirmuli stimuli gestational age Awakens frequently | or
No‘spontaneous Litte spontaneous Arcuses minimally / no movement
! movement movement ] {not sedated)
Facial Mouth Is lax Minimalexpression | Relaxed Appropriate | Any paln expression | Any:pain expression
Expression | No expression with stimuli intermittent continual
Extremiles | no grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched '
Tone Fraceld tone decreased muscle | feet clenched toss, fists | toes, fists, or finger ¢
tone Normal Tone or finger splay splay
Body Is not tensa Body is tense | g
L3 - . T 'J T
Vital Signs HR |- No variability with  |:Less than 10% Within baselina o |Vincroase'10:20% | Increase g‘reater than 2094 frchl'l
AR, B $a0, | gtimuli variability from normat for from baseling baseline, Sa0, less than or .
.Hypoventitation or | baseline with stirull | gestational age $a0,76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
*| recovery fighting ventilator

O

/

- —

R ey Ty -
== Ead _q:.\‘
'c et
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un'r-nn::::luw.:"wmo " Raini%w“ ® s i : 3
AV URINARY CATHETER BUNDLE CHECK LIST Ghidren's | gy BirthRight
X e 2 e . Your Right 102 Sate Deivery

Date of Insertion: ......... g . 6 ......................... . Date of Removal: ...............ccooiviinnin
Parameters Date Shift Time g 16 Ao Ao :
Need for the Catheter ,/@ D‘No L¥es’ [INo DN{) CJYes [INo | ClYes [CINo | (JYes [INo | C1Yes [INo
Hand Hygiene [JNo Yes CINo | [1Yes CNO\ \{Yes CINo 'Yes [INo | [JYes CINo | [1Yes [INo
Usage of Sterile Equipment }Wﬁs [INo es CJNo | ClYes [INo :YNO “1Yes [INo | [IYes [INo | [IYes LINo
Is the Collection bag below the level of bladder [¥es” [INo | A+Yes [INo | [lYes ﬂ@véﬂes AINO\\{YBS [CONo | ClYes CINo | CJYes CINo
Check the Tube for Obstruction (Free of Kinking) | /lszs CINo | +Yes [ONo | [1Yes U‘No Y 5?33'#9.5! No | | I\No CYes [INo | [Yes JNp
Is Catheter dated as policy ﬁ‘fsl [INo es [INo D-Yes [.(%- [IYes CINo ,@Yes ' [\h\i_;‘(es [ONo | [JYes [INo
Collecting bag is been emptied regularly? /Cl)(e? CINo es [INo | [JYes [INo CYes/C5 No r\"i‘l@@,,_;lio ) i)és\iJ No | [Yes [INo
Maintenance of closed system for the catheter )?(e{ CONo | E4Yes [CINo | ClYes CONo | [CYes iﬁ?ﬂ—) OYes O 7| [ Yes _Nb\ Yes [INo
Dressing clean and dry? )}Y(s [JNo /DJH:(:’_']NO [1Yes [INo | [lYes [INo | [lYes [INo | [ClYes CINo h Yes [INo
Is the line removed as Policy? _es [INo /LHES/ CINo | OYes [ONo | ClYes CONo | ClYes CINo | [IYes CINo | [lYes CINo
Performance of Perineal Care ¥es [INo _¥Yes [INo | [lYes [CINo | [JYes CINo | CIYes [INo IYes [INo | ClYes [INo
Onset of New Fever ['Yes 0 | OYes (NG | [IYes [INo | (IYes [INo | [1Yes [INo | [IYes [INo | [IYes CINo
Asses for the leakage at the site of insertion [1¥es CINo | ~Yes CINo | ClYes CINo | [lYes [ONo | [1Yes [INo | ['Yes [INo | [lYes [INo
Name of the Nurse SM,,/%x SJ/). OJ,{, ~
Signature of the Nurse ,ﬁ/] ~ -

L P
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Mre RUEH LAHOT ® Rainbow’
28Y9M30D | . . ~
B AEENA UGALE Children's | @ BirthRight
on Hos p ital BY RAINBOW HOSPITALS
It takes 3 lot to treat the littie Your Right 10 a Safe Delivery

Ty
NURSING SHIFT HAND OVER FORM - WARD

Treating DOCIOr: ..ccveeeeveee e Department; ........cccvvsivriesressnsssnssnnsss Date of AdMISSION: ............c..orvecrerie

5 Diagnosis: D‘c*f\? W\A\pe( \/\5 ,Qv»ﬁz&/ Any Infection: C1Yes CINo [J Not Known
5 e [ YES SPECHY: w...vvoeveeeersees s
=
= s T T T Ta
2 | Area 3\E \b G \O \° E
= Shift Time W N 2 At ¥ o) 1 SAM Iy T\L
2 | Medical Condition \
= | (Any special condition to be noted): > -
W w L@wd & N Pr NG NG
Allergy: [ Yes &0 | O Yes [ING | O Yes ;rN{ O Yes CING| 1 Yes CINo{C1 Yes L Ne-
Tubes/Drains/Catheter: O Yes [Ne | 0 Yes Lo | O Yes CINo | 7Yes [ No |CL¥es TINo | Yes (2No
Vital Signs: Temp: [ORY [ adf |a&Y [d3p | az [93°"
’ | %
= Res: | YO | oo [dan 20binn| 7| 91
= sp0: | AAVY: | ag:l- oot -Y alt| ga{ 99
@ Puse: | @IA | 3 loxted” [RcHe, | gh] [956 ~
2 BP: | WG[ M | 1135 (103 b0 | yio B[\ Wiko | 115176
Fall Risk Score: ~ = e o — o
Pain Score: o — D110 ~ | =
Safety Needs: _ A | N Ny | D
- Physiotherapy |1 Yes_=No |1 Yes Mo [T Yes [)No |0 Yes CINo [T Ysé D:NcT O Yes CLNet—
=
E Others Specify: = P\}A . — (\)()V A -
g Special Diet: [Tl Yes (N0 O Yes C-No'[ Tl Yes LINo [0 Yes CINo (O Yes /o | O Yes [LNe|
& |Other Special Orders / Medications: | —— ) A
o P . (\) b 'S [\ hY HP
Post Operative Procedure Special Orders: | n A - QA A NP
Handed Over By Name : WN s 0\\ ) d l‘l‘}.
g/(%‘%_&&\f\ 3 g,,,\g\, e Q~y\\/v ‘@M
Signature : @/ A Vol ’ 7&)_4 > ) g
Date S [2TebelqleV® lqle (2614 [che o [€
Time: g\ﬁd\ &%),fln, %r’\‘ o N (BN 9 piry
" ®
Taken Over By Name : Une d\\é\,\\\ﬁ £ @\J}‘]M | S 0[‘4«0)
i o Raghieldy |
gnature : £ & £ R
Date: ole v | SNV O lals (e [Gllv | Polefsd
Time: Qo W £ H-m ne 2 Pm
' BBV T\ R T
Docu. No. : RCH/FRM / CLINICAL / 097




LY

2 ‘
, Rainbow” ] e
Patient Sticker Children’s . Birth nght
Hospital . BY RAINBOW HOSPITALS
1 takes & Ikt frezt the Ditie, Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOGO: .. saeraene s Department: ...vereeecerreerersaeeereerarnens Date of AAMISSION: v.ovvuummcssensecssisons
= Diagnosis: Any Infection: C1Yes [INo [JNotKnown
= If YBS SPECITY: cvuveeererereeceeesressesersessssssenns
=
(-]
2 | Area. s -
= . Shift Time
S | Medical Condition
& | (Any special condition to be noted):
Allergy: |0 Yes ONo|{OYes ONo |8 Yes ONo|OYes ONo |0 Yes G No|OYes ONo
Tubes/Drains/Catheter: OYes ONo|O Yes [INo |£1Yes £1No [OYes O No |t Yes & No | O Yes £ No
Vital Signs: Temp:
= Res:
o Sp0,:
'é’ Pulse:
- Fall Risk Score:
- Pain Score:
. ; Safety Needs:
- Physiotherapy |0 Yes ONo |0 Yes ONo |0 Yes O No |3 Yes ONo [0 Yés ONo | O Yes CINo
@ .
-]
% Others Specify:
E Special Diet: |OYes ONo [OYes ONo (O Yes ONo T Yes DNo DO Yes ONo E} Yes ONo
§ Other Special Orders / Medications:
[+ =
Post Operative Procedure Special Orders:
/
Handed Qver By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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NURSING CARE RECORD

e

Rainbow*® . _
Children’s o BirthRight
Hos pita] BY RAINBOW HOSPITALS
It takes a ot to trea the (itle, Your Right to a Safe Delivery

Date: 9~//é ....................

e | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort (~Maintain Fluid Balance _—+tmprove Activity Tolerance (D_Maintain Good Nutritional Status— [71 Maintain Skin Integrity
'§ «—+aimtain Personal Hygiene < Prevent Infection ] Meet Elimination Needs [) Ensure Safety [] Early Ambulation Reduce Anxiety [ Patient & Family Education
© [ [ Identify Potential Complications L] ANY OIS, SPBCITY. .....eeeeeveeeee et eeeats e e ete e s eteeeetttea et baee st eeessate e e s eeesssaeaessaaaassesasessnnens
Time Plan of Care Time Implementation Evaluation Re-Assessment 'ﬂ“;?;n'!?,ﬁ'g
=4
s |
= /
| R
/
s
=
@
b=
& ‘l)p/(ﬁ’\ﬂfo\ft\{iw Qe V/NWGAC@@C/
| g n@&?ﬂw \ aﬂ// g L, M’
2 \«jﬁ/ﬁm%f@@ ) - Avigedig g Pa(S i
2 = Veu JaimT jo ©
4 Chodl. N rwm.a{g(
AAlon Lo & C
G TN lop ) Bldemedico )
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NURSING CARE RECORD

"%
Rainbow® ) .
Children’s il BirthRight
Hos p|ta| . BY RAINBOW HOSPITALS
mmmmmmmm Your Right to a Safe Delivery

Date: ...... g/é ..........................

Night

b modatedn Sho puodt

1{]20 o :&) (
> P Ly on o
N Lt Cﬁfégy

&H(ox de/
1> Mww_gt}etﬁ V\At”c{ﬁq;g’lc
(e

@]

Eood

2 M%W@OM

\7}(\%&3&&((5'/

| [ Maintain Airwéy and Oxygenation (] Relieve Pain & Discomfort (] Maintain Fluid Balance 1 Improve Activity Tolerance (] Maintain Good Nutritional Status [1 Maintain Skin Integrity
E_Mlain Personal Hygiene L vent Infection eet Elimination Needs nsure Safety Early Ambulation Reduce Anxiety Patient & Family Education
S | [ Identify Potential Corr?plicaﬂons /gﬁe:secssecnye .............................. fea ...................... (5/ e ((Mz '
Time Plan of Care Time | Implementation Evaluation Re-Assessment ﬁ“g?;,,ﬂ?.}',‘:
Qo DRSS the_pt Cordhor e tre pt- =
. e} o
| Ppan pr ks ord.eHen -
g% S wial oot ety pottents (s
S P PR Tlodat (P N
= o < Lo vio e 3
SMeapb e A
N foXr 2 0 . 4.y
&40
s o &WZ - dW
g7 P PR AP ondrlie) 1.0 15 A 32e \&% J{\ G .
'>mmrbv 4t Jatﬂ@ Cone oY) p 3@‘9{\ Ao <-A L(bu}g_
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08-1957 2y - L= e
Or. MEENAUGALe | V10 ® Rainbow &

Uiy NURSING CARE RECORD e | @

Your Right to a Safe Belivery
oates o AL

(Erﬂﬁain Airway and Oxygenation /Aﬂ/ Relieve Pain & Discomfort Dﬁintain Fluid Balance ;l/lfnprove Activity Tolerance D'{daimain Good Nutritional Status /?ﬂél‘ntﬂjn Skin Integrity
E _

(%] / -
S| aintain Personal Hygiene Tevent Infection [] Meet Elimination Needs [ Ensure Safety arly Ambulation Reduce Anxiety /Pa’tient & Family Education
S| [ Identify Potential Complications AT BTSSR i i s s s T S o h e S e R P R e PR e
. 2 . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

_ |opssess e pt S pesezed He pb *
A Cords o0 KA condd Hon f—/}

| | Sutted gsa el bl e L
Splan Br wijeds ” o oo ehes Tlo dust paHeA s

I plon o Dlodunt| |7 Flo St mmtaiy eppaingl SIS IS
5 Pt | 2 all megitcakton ganp

ey Qe

8ol Pont et Gl | SPriend) Foep
B 3o Lik) .
'l - Mok v Pt

Morning
=

Afternoon

Night

LA~ ﬁ

ok
- &5‘09 FMLQVL(L ﬁAV\KLCO Mf% 14{,&0\@
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NURSING CARE RECORD

//

Rambow
Children’s
Hospltal

It takes & lot to treat the littie.

N

™
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

L] Maintain Airway and Oxygenation

['] Relieve Pain & Discomfort

L1 Maintain Fluid Balance

1 Improve Activity Tolerance

[ Maintain Good Nutritional Status

Date: LOLC L2

[ Maintain Skin Integrity

(2]
8| [ Maintain Personal Hygiene ] Prevent Infection [] Meet Elimination Needs [ Ensure Safety [0 Early Ambulation Reduce Anxiety () Patient & Family Education
S | [ Identify Potential Complications L1 ANY OIS, SPBEIY. ..ottt ettt et s ettt et ettt s ettt er e
- . . i Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

pr

A50eSS  fee £ Condlition
mmfﬁfﬂ [/M‘aﬁ;

SR

— Pesess th :
@ACJ\S?OO P — Now ioa’%‘”lﬂ——\ Receakee]

: mmhﬁfva\jfaﬁémﬂrf- 0 menton WSy G s (&
* Do @ por W)-Madntadn s Tlo
1 a» 29
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Night
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Dr. MEENA UGALE

Rainbow” : g g
AU Children's ‘Blrtthght

Hos pltal BY RAINBOW HOSPITALS

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

LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: . {,}l El %

Baseline Informatlon

Admission From: (] ER [ 1 OPD ‘;rknﬁ'lssion Desk ] EOrS; SPOOH vvvervasvinmssssinsmivesnanisetpimssssngsosdaptassienss
Primary Language: Telugu /ﬁgﬂh [] Hindi Others

Do you require aninterpreter? [1Yes /’NE/

Source of Information: M | Family Others

Persanal belonging if any: \;,dem Nose Ring [ 1Bangles "I Anklets [ Finger Ring (] Bracelets

L L0 (o =1 g (o OSSR

Allergies: [ |Yes / _IMedications ! Blood Transfusion Food I Other:.. ..o i
[ [ B e e O e e O S O o o E e e e

Chie8 COMPIAINES? . ......oiosrmmimmissme e i G s s sy Doctor Notified on Admlssim LINo

.......................................... M\,{‘D/S'meng Name of the Doctor P‘b(\(e(’v\« Hroee

................................................................................................................... Time NOtfIed: ..o,

Past Medical History: Obtained From [ Patient [ Family Member | Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

WA A WA -

Blood Group: O)&\/Q ...... LMP: \& \6&»{ EDD: . @W\G\?’L’ Gestational age during admission: A\ Ll‘

(B7013)1 - [ 15 e I VAGHT] DISCRATTOE st smnivsssassinisions Sinbie iesmsed e e sy sasssisns oy
Obstetric History: (€I P ? .............. Lo, A Previous LSCS ................

HBIgHE i Weight: ............ 1Y | E—
Temp: Oﬁf ........... HR: o RR: .20 ... m”"/ﬁr Spo, ...... %/ .........

High Risk Factors: (Please select by ticking (v ) the box as applicable)

] Hypothyroidism [ Rh Incompatibility 1 Fertility Treatment
1 Hyperthyroidism [ Previous LSCS Preterm Labour
[ Hypertension [ Gestational Hypertension "1 Others: (Specify)
[] Diabetes [ Bad Obstetric History

L] Anemia 1 Obesity (BMI)

[l Twins / Multiple Pregnancy
Docu. No. : RCH /FRM / CLINICAL / 139 (PT.0)




HNH-00014208 1P26-00006531
Mrs RUCHI LAHOTI

08-08-1907 2Y9M30D (F)
T
) __.dlities Detected
| Heart Disease L1 Hypertension [l Diabetes [ Stroke [] Seizures [ Kidney disease
1 Liver disease [E] DHIEE s s stisos s ey e S AR e Ve R o S AN S ST YIS G5
Pain Assessment:  Pain: [ | Yes ;—NU/ (If Yes, complete the Pain Assessment / Reassessment Form)
Fall Assessment: _Yes LHNO  SCOrE ................ (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: [ |Yes .?rﬂo/ To00] (- (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
1 Mobility problem [ Walking Problem ——NoAbnormality Detected
[ Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
[ ] Overweight 1 Poor Appetite > 3 Days [ Needs Therapeutic Diet.
! Under Weight [ Diabetes Mellitus Herkbn'ormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

[']Calm & Cooperative ["] Restless [ Depressed [] Agitated "] Confused

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single !gﬁlﬁed [ Divorced ] Widow
2. Special Habits: Smoker: FYes\/_,!No/ Alcohol Abuse: | \Yes[/’bh‘( Drug Abuse: [ Yes =0

SOCIAIHIRIONY:: LIVES W oo srorsssisssiicnomirmmsmtisiis s s s i o8 Sva sy aR s 4o G MR o o3 s B pms s st

Orientation has been given regarding the following aspects:
Call Bell in Reach : =-Yés [ No Waste Disposal Explained: e Yes T1No

Infusion Pump:  [IYes /Nn/ Hand hygiene Explained: [ +YeSs ETNo "I Others

Above information given to W Qﬂ\pf ..................
Name of Person Orientation was given to: ............ P..L«LE.J\.Q ........................

Orientation not given Reason: .........ccccceeviveenene. Nwi‘ ....................................

Nurse Signature: N&@J«\
Nurse Name: . c)ux[/&»’/\w {JL'@] ......
Date & Time: ..... @w—lé 921, C’p’W\
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Dr, MEENA UGALE

i

"Z
Rainbow® . o
Children’s L BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot taytreat the littie. Your Right to a Safe Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM

Time of Arrival: ...... 9+ [0 f\...  Time Seen by Nurse: C%[b’\ﬁ}l/\

1) Level of Consciousness: )Z{onscious [ Semi-Conscious CJ UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
[ Severe Pain / Moderate Pain [ Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy [J Preterm Labor/ Labor
[ Decreased Fetal Movement [J Spontaneous Rupture of Membrane / Leaking Water PV
L1 No Fetal Movement EVIBNEr ROBSOI: vuscsroscrimimieyissmies sivipb s inssis o Saisaissvisam
3) Vital Signs: Temperature: .q.%.t..fr—Pulse: 8\2 RR:..500 Spo;: Cp% BP:[[C{}'} Peight: ..........
4) Gestational Criteria:
Gravida: G P L A
i ! _
LMP: \g\ﬁ\)ﬂ/ 2/‘4\6\()/4' Gestational Age: (E’A‘Y‘{‘—Dt’el«j
Uterine Contraction 1 Yes 90, [0 NA | Onset Time Frequency:
Membrane Rupture 1 Yes /E]{o [(JNA | Onset Time Fluid Color:
Vaginal bleeding [ Yes ﬁﬁ [JNA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes (aﬂ 1 NA Pain Abdomen { Vomifing
Good fetal Movement =-16s | O No | o Na | [FNo specify:
5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | | | |
| | | | | | | | hi | |
@ 1 2 3 4 5 6 7 8 9 10
( ’ Worst
possible pain
L oo o PR
o DUration: ... Days / Weeks/ Months (Strike out which is got applicable)
S 01 1 L T ] o P RE
S (=0 1111 0 SO B
o MBIV BN NS, . ) e o ———————— e et
6) Past History:
) T 1] £ -y N B
DY | MBOIGEL .ioiinn o8 e B U o v wnmrm e msminenns shasanonsessessanes sassns s mim s son mlEal shim mm o smmm s e o ma wani

Docu. No. : RCH /FRM / CLINICAL / 098
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AT

{0,

1P26-00006531

B YOS it s e e e e S A S e e e e i ar s

8) Current Medications: [ Prenatal Vitamin HW OHNIS: oo ee s
9) Prenatal Medical History:

Rliviyy.

(] Gestational Diabetes
[ Low placenta
[T OUIEnS: i WS, BOBCHY. .. oces s asrrossssriesmmsomtsnssntrssnss s mnesnassmsss

[ Chronic Hypertension
[J Gestational Hypertension
! Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)

1 Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

1 Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

1 Category III: Urgent (Time to Physician: = 30 minutes & Reassessment: Every 15 minutes)
_~=rTategory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

] Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

e
o

abdominal pain

| « Altered level of

CONSCIousSness

« Cord prolapse

« Severe respiratory
distress

| « Suspected sepsis

+ Shortness of breath
« Unplanned and
unattended birth

greater than expected in
pregnancy

« Flank pain / hematuria

« Nausea /vomiting and
/or diarrhea with
suspected dehydration

from out patient clinic
(for hypertension, blood|
work)

« Minor trauma (minor
MVC/fally

+ Nausea/Vomiting and
Jor diarrhea

« Signs of infection (ie
dysuria ,cough, fever,
chills)

Level 3

M} < 30 minutes

Re-Assessment Every 15 Minutes i
: 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

r | pain <37 weeks (>spotting) >37

weeks

¢ c y ; Mild hypertension

s rirs—=r- » Hypertension > 160/110 Ay

Hypertension | Seizure activity arl:d / or headache, visual| >40/90 withvwithout

; e disturbance, RUQ pain associated signs and

£k & : symptoms
FEERe i : Atypical FHR tracing,
Fetal Assessment ano;n:a'l rdeR tracu;g abnormal dopplers

' R Von-reial Movemen Diseased fetal movement

m « Acute onsite severe + Major trauma + Abdominal/back pain » Ongoing assessment | - Anything that does not

seem to pose threat to
mother or fetus

« Cervical ripening

+ Qut patient placenta
previa protocols

» Pre-booked visits (ie
Rh and progesterone
injections, NST

« Assessment for version

« Rashes

Time seen by Doctor: Q‘Q.QG}W\

Nurse Name : MQ@#\WAM ......... Nurse Signature: MQ_MA/\ ................
Date: %{(ﬂg}) Time: ... e 5o
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
9 - a.Yes [J b.No

P | (o TR = 1= U0 AT OO O PRSP

3. Nipple condition:

a. Nipple well formed
b. Flat nipple

c. Inverted nipple

d. Short nipple

ERERERN

4. Milk flow:
1 a. Good

(2/ b. Drops of colostrums
O c¢.Dry

5. Steps for Positioning and attachment:
,z/ a. Baby goes to the breast
[J  b. Mother always sits with a back support
1 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:

a. Yes
a

b. No

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

8. NICU admission:
[J  a. Mother needs to stimulate her breast for 2 min every 2 hours

0. AGAITIONA] MOTBS: ...ttt ettt et e et et e e easesesseeseseeses e s eseensnesseneeaseseesaenessenarssanenseneeseanenseeessenennnnansnnnanen

Continuity of Care: Date: "(l"\)’% ............. "

> ARRA e hatd (ondf4%00
~0BE 2udd iy abm&wfr

> mainteln r_\[O Cha~* Gmo»«ﬂ
Stoude  coown Cuve Ho Al bed

Date & Time: ...........ccecrennnns ‘,? ZéZM ............................. BB & THVIB! o vvmssuincoisciinscumsimpusnisonnsunesanehsusinpmstastiis



SURG'CAL | Asst. Sur.geon

Scrub Nurse 1 £576.5.0

SAFETY CHECKLIST! Anaesthetist : .Y/ ...

) HNH-00014208

Surgeon : .\ NS

‘_% Dr. MEENA UGALE
r Name :

Mrs RUCHI LAHOTI

1P26-00006531 )
08-08-1907 28Y9M30D (F) |

(

Date@/f/% In-time<7.... 357///“_, out-time :.©.. B‘DA\

Age Gender 'z
""""""" Rainbow® - e
; Children's | @ BirthRight
........................................ Hospital .mmmmsmﬁ
It takes a kot o treat the tthe, Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision > »

Before Patient Leaves Operating Room

Does Patient have a:

Known Allergy? CYes Mo
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance e

Available CYes MNo

Risk of > 500ml Blood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous

Access and Fluids Planned ©Yes [INo C1NA
Blood Units Reserved =¥es [INo CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? CYes CINo [JNA

Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss?

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [JYes INo [INA
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

CYes CINo CJNA

~—TTYes LINo [INA
CYes CINo CINA

Power Supply, Earthing, Power Backup
and functioning of equipment checked. CYes [INo
/

Signature :....... g ........................................................
Name :..... ; /?ﬂf ............................................

SIGNIN  Tme?... 20, TIME OUT  Time- 7. 140, SIGN OUT  Time:/ 2. v
i 7
Patient Has Confirmed / Confirm all team members have ’ Nurse Verbally Confirms with the Team: / / /\
Identity !f‘/ﬁ CINo introduced themselves by Name and Role C)Yes [No The Name of the Procedure Recorded ~ #Yes [1No
Site IYes CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle .
Procedure fes ONo Nurse Verbally Confirm P, Counts are Correct (or Not Applicable) % CNo [CJNA
Consent [Aes CINo Correct Patient (Check ID Band) OYes CINo The Specimen is Labelled (including
Site Marked wfes CINo CINA Correct Site _#Yes CNo patient name) TYes CNo INA
Anaesthesia Safety Check Completed s ('No Correct Procedure CYes TINo Whether there are any Equipment )
Pulse Oximeter on Patient & Functioning ~*és [No Anticipated Critical Events —— Problems to be addressed (1Yes D/NO [ NA

To Surgeon, Anaesthetist and Nurse:

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

| Yes_;udo




'PATIENT TRANSFER

FORM

f//

\\

Rambow " -
Children’s @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little Your Right to a Safe Delivery

Patient Name & UHID No.

HNH- .00014208 |P26-00008531

| Mirs RUCHI LA “.Y,,.aou F)

Date & Time of Admission

7’1%\%

Date & Time of Transfer Order

g¢/26 £ 10w 2

08-08-1907
Dr. MEENA UGA

(i

Transfér Ordered by

v - GQ-{J/LM !

Reason for Transfer

0w/ 0«#7/\

From Unit To Unlt Information to Attendant
Yes! | No[ |
g f L]
ol P e~ /

Number of Sheets in Clinical File

Number oy Imagiﬁé Films

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

Yes| | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

1. . /

. 7

3.

4.

5,

Shifting Summary / Notes Written by Doctoy No[ |

Sosorcdlle,

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

2 \lef"(w":) <l

Patient & Cliniéa[ Records F(eceived by :

petla] g

Date & Time of Patient Received :

Qlé(}”é @107, o)\

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

[ | Unavailable Bed

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

[ ] Nurse not Available

| Available Bed not ready
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Rainbow® ® L

INFORMED CONSENT FOR SURGERY OR ﬁguslgirg?’s .BBlrtBRnghE

SPECIAL PROCEDURE It takes a lot to treat the fittle. Your Right to a Safe Delivery
b = b -

Patient Name:.g.\.’.\.???..i..(%.‘:”r.f.tji\.’f ....... &L‘J"“’n ............ Gender: [J Male pfFe/maIe Age: ... 9?“1"5 .........

UHD No: ... RESK. 7 00\ GT oate: . B \6\2E .

Instruction:

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

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

Eme Ly € py M Lol eromEn Y T ASCMUEATN  LetnT il

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

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

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hosBitaI staff responsible for any untowar%eventthereof.

Lomdenerdhos, andbec Med) M, ‘.a.@?.‘%f.af.‘....._.\.w.«\..u.e:r.\‘.\:-'r.\ ...............

..... - wnadndbenh- Gy S\Aky’\bet)e\‘f‘m
- "‘C n \,_\fr:\.\ o ‘

My signature on this form indicates that

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

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

3. Ihave had achance to ask my surgeon questions.

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

5. lauthorize the consent to the performance of the operation or procedure. \3{ N\U L Ug el

Name of the Doctor who is performing the Surgery / ProCedure: ...........ccooeevevevvviiercevicceececeeeee e erreeerererereeenens

Consentee : . Patient Attendant : \ o

Signatlire : ... L0 4 Signature : ...\)..\.. LI b \HJ/@ ..................

Mo, R dapall Ak i - |

Name: ......"" W o ag,... 5 SV | Name: ....... Wl A% e ! Lfb ............. urdada

Date & Time : ...... %\(‘ 'L’q\*vm Relationship with Patien: MQOJ ...............
Date & Time : ....... il\(*‘% ...... @ ........ me ..........

Witness : - A

A Doctor (who is taking the consent) :
L L R e e S Signature : ...... \L : i

Name : 4}(‘4\‘@\,01
85 E YT — qb@g Date & Time - . 3\ & k AL, @ 41 oo'&m,

Doou:No.:RCHARM/CUNCALf0zr R S THTE e B s et
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Rainbow"® . L
Children’s ‘BII‘tthght

PATIENT TRANSFER FORM sl e i B
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
e, | Hels @400 | 566 @ st
" Dr. MEENA UGALE
m |“‘|“Mm“““m||\““l““ Transfer Ordered by Reason for Transfer
6 = LS CS
DQ - NS ha
From Unit To Unit Information to Attendant
pbféf ﬁ[?OS“i‘ Yes .~ No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
j e Yes | No[ ]
(’)
4 If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. ltem Name Quantity

L Rl - Sop " L (1)

9 ‘ A

3.

4.

9.

Shifting Summary / Notes Written by Doctor : ~ Yes| |

No[ |

Name & Signature of Person who is Transferring

0
Q¢ Mt A

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

: A
A

DR~ Qary__Atuls
=

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
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Rainbow® e
CONSENT FORM FOR GENERAL / ﬁ?lli?d_r?r\l:’s ‘5:&2%&9&3
REGIONAL ANAESTHESIA / oo | O oo
MONITORED ANESTHESIA CARE
Patient l\!amg: ..................................................................................... AGE ! e Gender: Male 3 Female O
UHID NO: . eveveovernrssssnsessersssassessesssae SUFGBON NAITIE .ocecvvvereecsessssssscssessassoscassessesssssssessonsssesesseesseesssssssessseses
ANABSHNBSIOIOPISE © .uvurererenseereasaerseerssmsesressersesssreesessssossassesssumessasssersssesse s st ass s Ras s SA R RS AR RS AR et RR R ORS00
Operative prﬂocedure PIAMMEM © ..ot cvesretrent e e ssseenssereressesrensesessensersvassesrems s semserasamssesbamsue s e s RS s e s R b S ReR e e AR e R s e aaR s b b

PLEASﬁ READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

Generalganaesthesm involves rendering a patient unconscious before an operation. This ensures the patient Is not aware of
gvents and does not feel pain during the operation. Drugs given through a vein and / or Inhaled from an anaesthesm machine
produce it. F{egmnal anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief wpthout numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the[;body after surgery or injury, vsing 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 [ Diabetes mellitus 3 Renal failure

" O Hepatic disorders [J Shock [ Multiple organ failure 3 Polytrauma / Renal Tubular Aacidosis
f:l Incapaci:[ating Cronic Obstructive Pulmonary Disease
I 0 T 3T e eeeses st
Comments:: s Crureserssiereseeseaseararas RIS R R AR RS £ e RSSO S A S AR PRSP SEROR A RR R R p e

» Doctorto document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

I hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient
....................................... eremeneneenene N8 above mentioned operation / Diagnostic / Therapeutic procedures

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

" lauthofize and give consent for anaesthesia ( 3 Reglonal / 1 General Anesthesia / T Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

1 acknawledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatrents; and answered my specific queties and concerns about this matter. [ have read and understood the information
provid?d 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, Iu\lo.: RCH/FRM/CLINICAL/021 PT.0
| )




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

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

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

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

Patient / Patient Attendant : J\Q\AY/ Witness :
TOTATUTE © ..ovovv o ¢

.................................................................. Signature ;... N N
N -
Name : AXS;R\’L\.UAOIAQU NAITIE © vt eeeeeeese s eees s sseeeseenes
Relationship With Patient: ...............c...ewccrsceor Date & Time : . A\GD L v

Date & TME : ooocccvcccreeere ANYE

Doctor (who is taking the pvenl) -

DA R TIMB & i i s st



Department of Anaesthesiology Rai_nb?:w:’ ® e
PRE-ANAESTHETIC EVALUATION Hnapre's .5 drchRight

Name: Mﬁwmwi ........... Age: € _U¥. Sex —&WM,( ...... UHID.NO:..:'P(.'*.-.’M.-...DDO.U.I.JIK .

Date: ng Ob‘?—’a ........................... Time: ... 220 P - Proposed Operation: E’W\Mﬂ’ AL 61/\4/11 COLOINLAW
Diagnosis: ......... P)’IMA ........ WmeFWMQ?H)ﬂEW@ e J:azw

B.P /ICRT: ”qb; H-a-' Qg'r% Weight: EQ-.M- ASA Physical Status: 1\ 3 4 5

: Laboratory Data:
A\O b .. 10: 2 G - R I
ML e W GIMCOSEY ...ovsisuissunccnsisnise  PHOBBIE S moeomsoer s HIV: X-R
pbr il . : BBV s
\;glﬁ,' L SROMBIRRSIIRRIRORE | 13, e HBS Ag: ECG: .........
WBC: L, Creat: ..o, TORIBIE oo 3,74 TS Ao ) 20 Echo: .
Plate: Q! R R £ o oL e Blood gr p:O...FQQHV@Stress/Angm: .................
2 N | LR e s i T3 iiiisiicsansesosernsnstsidhon Other it
22 1 [ TR S — a4+ i, Alk phos: .....cooverrnn, T4 oo,
[ F MG+ 4 ovveereeemmrmmmernmneenns AMYIase: ..oooooooovevvree, L1, S——

Bl =t i, SOOI SO i Allergies: ”w&_
Medical History: ~ CUS: W0 s Kuse Condi b Yeapinalosn) vounpladnls Dlacents, pPocdivior
RESP : weitfo D drw {’leld‘b\mﬂ\ . Diabetes: vy I WP’
ONS : ' - il

Renal : @ ,

Hepatic / GE : ' Physical Activity: ~ M ETS > Iy
Others : K| fo H pottrmmridlens - Hyve.

Past Anaesthetic History:

Physical Exam:

Airway: MP1® 4 Mouth Opening: %C Mentohyoid Distance: @ Neck: @l)) Teeth: Qmu/
ugs:  BLLNC @D, Lo e ..
Heart: 9’1 G:-@

oNs: | — ML)

Pregnantt”Yes [1No CINA Venous Access Site :_( (). Spine Exam for regional : AL ALEme_
©vteg B e <t

Anaesthetic Plan: ©IMAC "ZREGIONAL I GA-ETT [LMA

Peri-Operative Plan Explained to the Patient: —Yes o No

Pre-Operative Instructions: M{f?\ﬂ" “Wpra (O A4ty
. DVT Prophylaxis : goconNUrvoe Ly, Q | 3‘%

Water / ORS 2 Hours
. NIL 0RAL<:0thers 6 Hours

2

3. Informed Consent: [ Standard = High Risk
4

5

CURRENT MEDICATIONS DOSAGE
TTHY ROXIVE QT weq 8D

—h

. Post Operative Pain Management: L Diecussed with Patient
. Other Instructions: ‘

Docu. No. : RCH /FRM / CLINICAL / 044
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UGHI LAHOT!

'::ﬂ:-'lﬂ‘l' 28Y9M30D (F)

Dr. MEENA UGALE

1A

z

Rainbow” ® - o

Children’s BirthRight

ANAESTHESIA CHART  Hospitai _ | ) zeonern

Pre Induction Assessment:
T | I Fasting Status:
Change in Patient Condition: 1 Yes L[ No
. 2T | i
Physical Status: < Patient Identified v Consent Present [J Chart Reviewed
HR: Qnladn | BP/ cnr 1Y WWV‘H Sp0,: a4l & RA ~ [R. R- l 1 - [ Last Fetfaeri.l 5
< T A oA aperation: etk .5 Date: Bl #[2294,...
Pre-OP Diagnosis: )QW\3 ....................... ‘,'r” ........ Oetrwd Z0peration: M ..... [_,{ : jﬂ %
' Va @M Technician: 7.5-.. dendis
Surgeon: ....... M e a\.\.@... .................. Anaesthesiologist: .....O¥. AL @ .
TIME WY Aol o b \ﬁ_ﬂ'\ A~ Pan, )
N.O /AR /0. LPM v T s LN 2 Antibiotic
HALO /SO /SEVO N )
Drugs:
™y Suppository
gy B = ] D\U.OFG‘NFKE
J W '['M%got
: NE& 2’“1 \L Blood Loss ‘6
7i
v #W /\_P
i o |
ECG L P | SB.
Temperyture
Urine Output_ 250y W AL
29 o
ea] A UKL
8P 240
V Systolic 220
A Diastolic b
X Mean 200
+ Heart Rate 180
Tourniquet on Time
Taurniguet off Tima 180
140
Throat Pack In
Throat Pack Out 120
100 -
il TR AR A
60 -
40
20
10
0
ABG
LAB Values
[GRES
~1  Equipment Checked and Temp: Induction Regional:
- Functional ] HME (] Fluid Warmer Ow _! Inhal ity SPECHY: «veoeerrrrrresrerirrinnns
'-'_Cr BP [ Cling Film [ OH Warmer [] Pre O, 1RSI ™ Spinal (! Epidural
[ Cuff Site: .........ccoonnes [ Hugger's 1 Cotton Wool ] Others Others:
B ArESHe: .. [T Other : X e o
] EKG Lead [ Mask [C] 8GA Position: ..
1 Temp Site Times: q: Ol Airway — [JOral [ Nasal site: ...
] FI0, Monitor - Anaes Start: . ﬂ 4 N ETT# . At CM Needle Size: ..
1 Agent Monitor OP Start: .. 7 Oral Nasal _'. Cuff Parasthesia !’WYes O No
T Pulse Oximeter OP End: ........ F210.%, L' Tracheostomy :] Topical Catheter at skif ...............
1 Capnograph Leave OR: . !0 q [ 0 1T OO Drug Name & Conc:
f Vennlator fl_naanhella. [] Awake [J Direct Vision BOMS: coveuiisiain
L1 Nerve Stimulator J GA (] Video Laryngoscopy [ Stylette / Bougie nfusion:
| Monitored Anaesthesia Care ] Fiberoptic :
Position: . : T Regional Block Level:
£ Pressura Pmnts Chanken L) Regi Blade# .............. Attempts: ... Carane:
Eye Care: Fe (e & Essation) ) Transportation to
C‘: o E)OVPL ittt [ Bilat = BS [ PACU ey [ Other
= | ART: [T Semi-Closed Circle Relaxant Reversed ] Yes [INo [INA
E ;a;:;_ TV (FQ (] Closed Circle B‘l’ ’ﬂ.t_l:
L Padding O Other Name of the Doctor :. P’”j'\L
(] Awake v B
LT ounannrasnsansessnzascpsmebimpamenssnsnnseans Slgnalure of the Doctor -




HNH-00014205
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POST-ANAESTHESIA CARE UNIT RECORD

"%

Rainbow’ ; S
Children’s ) BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the iittie. Your Right to a Safe Delivery

Received in PACU by : ..=Y 2 Time Received : ...\.[).'s L\?N\ Tlme Discharged : .......ccooovvvvvennnne,
N Bach
L) \ wd
250l 250 |y Cannula Site : \(’H Q "Pé
240 240
e 230 230 | ] 0, Mask 1 Nasal Prongs
220 220 '—7
32 240 516 ] Trachejostomy - T-Piece
& 200 200 | [ Oral Airway [ Nasal Airway
& 190 180 . 0
180 180 %
3 170 170 | Vomiting : O Yes(L_i No Drug: .‘JHWG\N“’,
o
= 1o 1 |NGTwe: [ ves“ZrNo
140 140 In: I v
v $% o Drain: [1Yes [+No
A 1204 N \ 120 Urinary Catheter;(\’es 1 No
ik 1o 7y 7 i 7 110 B
] 100 g 100 | Chest Tube: 1 Yes £ No
= 0] ¢ 90| Nil Oral [ Yes =No
o — |
R [y e e
80 80 L e T e e IS
a.
( I @ 50 50 Oral Feeds: ...................] ™~ ﬂﬁq ............................
- & 40 40
30 | 1 *—“"L" 30
7 20 r 20
10 10
0 0
PO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 190 ouT SCORING INTERPRETATION
Able to 4 extremities volunt d =2 2 s ”
Abl 0 move 2 exremies vontary o on command R 5 A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 )-‘ Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION . . . .
Apneic =0 e e Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 i i ician:
8P = 20-50 of Pre Anagstnetic leve =1 CIRCULATION | 2|2 space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0
iﬁL’i’."“"‘ [ =1 CONSCIOUSNESS 7 1
sable on callin =1 I
Not responding . =0 ()/ )’
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR Q,/ ')’ 9"
Cyanotic =0
TOTAL ﬂ \O |7
“« PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

VG

qlk

0\0

9]

Al w Y

0 o

OLE [ \o i

oo

o | A

0(\0

z[zk [¢

P
>
(a>—

Pain Tool Used: " NPASS [ FLACC

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time: |

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

1 Wong Baker

VO
jﬁﬁllﬁﬁl}&fff.ﬁ]:ﬁﬁﬁ:ﬁﬁiﬁﬁﬁ:

“INPS

@UQM

Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
2.  For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b.  After 24 hours every 4 hours
¢.  Prior to pain reliving intervention
d.  With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): . ,Q ( OUY
olele b

Date & Time: .. ...




Patient Satisfaction : ..o vvirnicrnnes

Discharge /Shifting ordered by

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

DOCIOr SIGRATUIE: 11vvvvrivrerrrerimrerrseisessesreresssrsssessssssassssasesnanens

DOCIOr NAMIB: ..o eirece st seese st et ee e e seeeeeeravsseerasravanras

Date aNd TIME & ceeiereereeeicisisresstese e s sseseseeeneeeserseverssnrensresres

7
,rf//é.
Rainbow” ) _
Patient Sticker Children’s @ BirthRight

Hospital . BY RAINBOW HOSPITALS

Tttzkes & kot tr treat the [, Your Right ta a Safs Dallvery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD .

“ti
Date: coecerrirenrenrnieersneaseeressenas TIME: vrvvrvresiveesaeeres PTOCEAUNE AONE DY oottt eeeraese e esns e neeene
CSE /Spinal /Epidural (0157 1{4]1 IO SPACE L Technique (LOR/LOS) .............
Depth: ..o Catheter at SKin: .v.overercrsermersencrnsronenes Fi1 (1] 10T
Parasthesia : YES/NO if Y8S UGS & cvvvververrereirersrrmrmiresseisseeserersarssnssnersssnsansesasssesressersssssnssnsssnessenssonsionsnneraessasas sosessonssssmssbans
SOIUHON COMPOSHION & 1uveirerestreerrrserrreesseessmesieesstrsesesesesssssasssmesesrasssssnessossassasseraasssnsesne sasstssensessnsssestasssrassbesssssansasnssases
Any other issues ;
) revrurererreessneeraees et s en e esrenen s seen s ee b dr e b AR AR b breEedHSES AR RSRRSRREOOR AL RS R R e AR R e e R R R s s e re R
1) PR iesererestibes TR eaR ALY SRR SN RS YRS AR ARt R AR R R eE e AT EeA e AR nE e R E R aE e R e At eAneu e e e retnen e nrana
~ - - T Infusion- Maternal .
Tirme '""if,:‘,’,’,’l:;a‘e Bolus (ml) ,_eﬂ"e‘ﬁ'gm =5 Tpuse| FHR Comments
. \:.‘_W__ — ‘ ——

Delivery Details :  TIME & vevveernensernonne APGAR: ...ovveeeenrerenenes SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIED © ...cv.viiiereniiressieresssisesseresssrorsarsssassonssssnssssassassarssasssssessassansans rerreree s rernarietans .
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It takes a lot o treat the litte. Your Right to a Safe Delivery

INDUCTION OF LABOR CONSENT

Name: ........... NS QU&(‘U\! oheti Age: ... 259\ . Gender: Male[ ] FerralP.E/

UHID.No : \’\NH~@DONQQ38 Date: ....... %\6[1% .........................
‘ e

You are scheduled for an induction of laboron.............. %t% '7—6 ................... (date)at........ ’g:{ ........................ (weeks of gestation).

The reason for yourindUCHON S ...............ovrvvvrreeereevessssnnens \owho\pw .................................................................................

* The goal of induction of labor is to achieve vaginal delivery by starting uterine contractions before the spontaneous start of labor.

Induction of labor for a medical indication is done when continuation of pregnancy is considered detrimental to the health of the mother or
fetus. This can be done at any stage of pregnancy irrespective of fetal maturity if there is a valid indication.

Elective induction of labor (scheduled induction without a medical indication) may not be done until you are at least 39 weeks. This is
important so that your newborn does not have complications due to possible prematurity.

The alternative to induction of labor is to wait for labor to start spontaneously.
I have read the information provided and also discussed the process with my doctor.

lunderstand the risks and benefits of this procedure and wish to proceed.

Patient W Patient Attendant:
Signature: .......... . Signature: ..... Su-m*r ...............................................

V1T N T‘.&:.R&.\.Q.\.M ..... Lo tr‘b*\ ......... Name: oo et Lo
Date & TiMe: .....veee.ee. Qv\f)h@@@@w ...... Relationship with Patient: ......... P‘“GTUW .....................
Date & Time: ............. N6 6. (D Qam.....

Doctor: %d( Witness
ST T S 4 R e Signature: ...... MCLA{;{M ......................................
NUTIE: ...oovibivniions Lbf Ct\[ [ 72N W, Name: ............... MQ_@{[LMW\}LQ/ ............

Date & TiMe: ...........oovee 9.(3(.26...@6(19.\!} ............ Date & Time: ......... %(/é/%@é@.m

Docu. No. : RCH /FRM / CLINICAL / 173
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INFORMED CONSENT FOR VAGINAL BIRTH Hospital | .;T”“—m—
Patient Name : ............cc........ X S.:.Q.&c\:f.\..\.@hﬂ%j .................. UHDNO : ... AN OO0 [ L 208

Gender: [] MW& Date : (&(QLZ&: ............... L[ E— (AP

| hereby authorized the performance of the following procedure:

The Procedure has been explained to me in general terms and | understand that:
The indication requiring the procedure of vaginal birth is pregnancy.

The purpose of this procedure of vaginal birth pregnancy.

The purpose of this procedure is to deliver the bay vaginally.

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
the rectum) may be performed as part of a vaginal delivery.

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incision under appropriate
anesthesia may be necessary.

In an attempt to deliver the baby either naturally or with the help of instrument i.e. forceps or vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and discomfort, injury to urinary tract,
possible injury to the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor
dysfunction.,

| understand and accept that there are complications, benefits, alternatives including the remote risk of death or serious
disability, which exists for me and my baby.

| am aware that in most cases, vaginal delivery results in a healthy mother and baby; however, | realize that there are no
guarantees.

[ voluntarily consent to the procedures described or otherwise referred to herein. | am aware that they will be performed by a
qualified gynecologist.

Name of the Doctor performing the procedure: ............cccoce.... D L mt’e o0 .U.Scn\..i ............................................

Consentee : | \\‘2 Patient Attendant :

Signature : ......cooeeeeeee \IFL/ ........................... Signature : ...... QM ..... Lrl*'l' ............................

NAME : oot \ s Rushhe. Labodi... NAME : vvovvvveeevecreeen Quwile: Labeb: ..

Date & Time : ... BB 28.. (@ 601.... Relationship with Patient: ... SISl B0 Y. ...
Date & Time : %‘QI}GQG&W

Witness :

Doctor (who is taking the(tonsent) :
Signature : MO&Q//LW .......................... . _ {gi
“qLé Signature : ......cooee.e. L SR
TR v o M@*ﬂu""\’”"'ﬂ G NAME - .. APV S
HaR NG, i %‘}%IGBL@GW‘”\ Date & TiMe : ........... 36/26.@. Gown..

Docu. No. : RCH /FRM / CLINICAL / 028
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CROSS CONSULTATION FORM
Doctor Name : DVPW\QIMC@E\ ................................... Date : QZf/}—é Time ... 2R40.....
DIAGNOSIS © oo LSS oo eeeee et ee et et
Hospital : QCH—'HMNIZ .................................................. Type of Referral :

[0 Emergency

O Urgent
[0 Non Urgent

Referred for: [ Opinion chq-Management [ Transfer of care

ek

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

Signature:

Findings and Recommendations :

Lac—ba%?an Cava Plf\_va

-_—

+ Shovk ot ;\\?Prla’s Sotmad  mee both s(.‘a‘a,

~ Le55  (olostun sS4
ASW\ fov oleop latch oS damon s ratad q
cross cxadla [ cxadla hold .
~ vty waleq loab:] Suck (5 - 20 mls  dxch sde
ey " o -2V houns |
MCG D?u/ar_{— Bvaos F(Laolmj
- nsa N?FPIQ'S 6&?@Ld 7 p?mz:{: (Mdo

9
- &ﬁwﬂﬂ‘t"-' foa\vLj COM"E’MIJ W(Ra 'Rmdm&

ﬁ

Consultant :

Name : 60"“’1!4??@ B .Signature:...%;,. ................. Date&Time:ﬁ.[ﬁ./.?.—ﬁ...’,.l.zpm

Doc. No. : RCH/ FRM / CLINICAL / 049
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: Ou,bl}(r ........... Time: )}Pw’ .......

R o L 0 ~ 26 ky/m?

Orighn: ... ;V\QI\W Height..\{:..”%.QC(.l’)..... Welght...Zi&..:‘;\:Q«...... BMI: O ~28 kg/m’
0 0 ~ 30 kg/m?

FOOTAIIZES: . L oo T D

.
Diagnosis: ........... L,ﬁ(«ﬁ ..........................................................................................................................................

Typeof Diet: O Liquld /E@‘t OJ Normal (] Diabetic
egetarian [ Non-Vegetarian J 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

Signature: ...\.... Covsion Signature: ............... % .......................................

Name: ....... Name: .............. 5”"”419"‘9? ..........................
pate & Time: .1 624...,...L 2P L. Date & Time: 01/6/26;@;:@ ..........

Doc. No. : RCH/ FRM / CLINICAL / 195 (PT.0)
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