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Rainbow’ . 2 g g
Chidren's ‘BlrthRHLgpht
ospita o
ESTIMATION SLIP vt e

Date : 'L—-H 4 7/\'3/0"{ UHID / IPNo.: YU r\d-ovop 52/£ SINo. 1 21 0
Name of Patient : K qjdj TH kK Age: 32 Gender:_ [

Father's / Husband's Name : ? alk ¥ yaD Corporate / Occupation :
Address : __Sandochnoaa? . Phone : 99¢5) #7166 7/ Email:
Procedure /Plan: ___ND | L6 (S 8)2) 44550 % EDD/Dos:_Jwly 137726
MODE OF PAYMENT : [ | SELF [V]TPA: Natbnal Incurere] |GIPSA: OTHER
TARIFF INFORMATION : Medf Aceiet
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
4"™ulti Shared Ward |
Shared Ward
Twin Shared Ward

Private Room

{

> 9K | Laf b

Super Deluxe Room

Suite Room NoD -0 decq}/s — (L K- ¥

Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,

(Package starts from the Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee

time of admission) Labour Ward Charges : Anesthetist's Fees and OT Charges
Length of Stay for: 7 ol Ayl Length of Stay for: ¢ ol cus
Pharmacy up to . EKH Pharmacy up to ") .G fa
Investigations up to (| Investigations up to [

others saoll Boky Wil F >Sk- z2pp— N eonatolifkl, €BR) BGDP Vacaha
Neonatologist Charges : = [ ] Covered [ |Not Covered Epidural / Entonox : Ebovered Not Coveré
®itial Minimum Deposit: 20K cdepprt  af Tt e P L admivon-
REMARKS : [ '
1. Room eligibility is purely subject to TPA approval and the Package/ Room Tariff starts from the time of admission. The estimated amount may Change according to duration
of stay, medical condition, investigations, pharmacy and any other procedure.
2. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and may not be
reimbursed by the TPA at later stage.
3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
etc.
4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment is applicable for which kindly contact the Financial Counselling desk betiveen 9am tq 6pm
5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tabectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, etc. credit cannot be exchanged. These items are not payable to us as per Insurance company norms.
6. Difference if any between the final bill amount and amount permitted/approved by TPA, or total biltamount in case of denial from TPA has te be paid by the patient. In case of
denial, cash tariff would be applicable.
7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted i the rest of the categeries of rooms and no attendant is
permitted in ICU's
8. Tariffs are subject to revision
9. Kindly check your billing status on day to day basis at [P Billing Department.
10. Additional Charges on package are applicable for Non-werking hours and Non-working days (sumdays and public holidays)
4 DECLARATION
Q R ‘JL 1 ' have attended the Financial counseling desk and understood the expected costs and
other c¢gnditions applicable. Id case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
1 promise to settle the hospital bill with the hospital without any ambiguity. b

“+ha
b | Proa®d
Stnefiire of the Client Signatory Relationship Signature of the financial Counselor
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\‘\‘"f 5 E— Rainbow® &

Patient Sticke | - ’ BirthRight
__a_t“‘, ,f,,’ STy ﬁgggrfar; 2 . BY RAINBOW HﬂngALS
1t takes 3 lot o treat the little. Your Right to a Safe Delivery
SURGERY DETAILS
HNH-00005218 |P26-00006652

Mrs KAJAL THAKUR

1011904 32Y4M26D  (F) Date : ﬁ{/fﬁif?

Dr. PADMAJA YEL|SETTY

Patient Name: ...... m””""’"Illl""l"l"l"”"" ............ Date of Birth: 3!! } 1.9.9. L, .............. 3}‘”\
fesnsl T E
Gender: ........ Fexmadé....... WA': ivasiiosron ' . TT—— UHID No.: .. 4n#-.=.0.0.20.0.2.0.6—
Date of Surgery: ....... %Ah&fa ............. [J0T-1 [JOT-2 [10T-3 (]0OT-4 [10BGOT-1 []0BG OT-2
™ Name of the Surgery : 'QQC‘LW:LSQ .................................................................................
o , .
Timein........... qzoam ............. Time 08t ... \DZ{M’I’“ ............
NAME AMOUNT
1. Surgeon :Df?ﬁjm.a‘:g’ol_ ........................................................................................
2. Anaesthetist DxAsz.m .....................................................................................
3. Assistant Surgeon :....Dv ;bv .o J‘Lf - iD! MBLIBY, s s b
e 4. 0T Technician :...S f,aw: .................................................................................................
| 5. Circulating Nurse : ......0X...... Ngmf/;aja\ ....................................................................................
©® 6 AssistantNurse ;... w.:......,\{. [t i ——
Special Equipment: [ Laparascopy (] Broncoscope [ Harmonic [_] Morcelator
[ C-ARM [] Cystoscopy [] Versa Point ] Liver Cusa
1 Neuro Cusa [ 'OINNBTS «.vnimsissinssmsssnimansvsmniosnnsvtiesions
1(Swmes 9
Signature of the Surgeon Signature ofCirculating Nurse
Order No: ..%5..;—..0.00029&.3.4.4 .................... Order by: Afr[\ﬂr\mﬁﬁfé/ﬂ.ﬁ@uh Jﬁm

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




HNH-00005218

Mrs KAJAL THAKUR
1 31-01-1994 32Y4M26D
|~ Dr, PADMAJA YELISETTY

LT TR

1P26-00006652

(F)

c

CONSUMABLES OF OT

L. po

Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

\

Blrtth ht

BY RAINBOW HOSPITALS
Your ngm to a Safe Delivery

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

Circulating staff :.......} i [ S Technician : P / Date : (ﬁg’ﬂéfée’ ....... TIME ©eeeeeeceeeeceee
Anaesthesia Disposables ,“M_GTV usea | Surgical Disposables jssuéa | used| DiSPosables (Baby Side) _ ¥
ET tube Major Pack (.§¢ ) {4~ | jvitk o
LMA P A »Sutures 234 [ 4 24, ~—| Cord Clamp o)
ECG leads : A/ P/N OX j_ 364y , y32 L A Suction Catheter -

HME filter : A/ P/ N L — o o Feeding Tube <y, QL
Syringes : 10 cc VA ) _{~ | Vaccum Suction Set ,
05 cc TLeoves .66 v pi¥Fads Surgical Gloves 620 | oo
02 cc g eids 27 Azt | GauzePack Ry Q2=
01 gc s * Syringe 1Ml / 2ml oa:‘/
Cautery plate : X/ P/N &1 | Surgical blade ~ ~ 4 _\— | Surgical Blade # 20 o
IV set ﬁ |- NG tube ] Koochies (S)
RL - e~ |_Cautery pencil 1T \Q CL, DT |
ol NS : 10mi / 100mi / 500mI / 1000mi Y& —Koochies x| 1 —150 cleaney o1
AA‘)’JO}\O& 1AQ wﬁtmems s -lJa Iagl £a0.e 9
hvicH ,ﬁ-: ;@u;ﬁon Catheter Ll o ' il
Fentanyl ¢\ | Cap, Mask vl
Morphine Gauze Pack 7, 7.7 [l ﬂ.qéu F,fm/
Ketamine Mop Pack " z/ —
Propofol Steristrip A | a4 200205347 /
Rocuronium Underpad Z o i ?%)E/ &
Glycopyrolate Draw sheet L o
Myopyrolate Abgel QT
Ondansetron_~ _| Foleys catheter \h‘m oA
Pencan 25g/ Spinal Needle 22 x| Urobag \
Bupivacaine 0.25% " | Chest Drainage Catheter —
Bupivacaine 0.25% (Heavy) O/ Tt Romodrain bag
Antibiotics | Bandage
) T%qnun o (" Tegaderm
Suppositories - loban
Anamol : 80mg / 250mg / 170 mg [ Double J Stent il
Supridol : 100mg - 4~ Vaccum Suction set Q/
Justin : 12.5 mg / 25mg / 100mg ) —Plastic Bed-Sheet =
Tab. Misoprost : 200mg +Betadine Solution ‘Tq?l’hfa ” %;
Oy ‘e{u.f' N :{: —Microshield 2,477/
J \7%/ Cotton Balls w1
_ ( Latex Gloves |
) R, . Ramdione Scrub AT
“‘c*v ol st O ades | 024
Surgeon 7’ Anaest s;ologlst Nurse OT Technician
Order No. ng"OMOZOSQ? N -4 T - e ) 5— ...... Ordered by : 74‘7{&%@6[6&6@_[1)0!;@@7
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Rainbow Childrens Hospital-Himayatnagar

Rainbow
CHildren’s - . . , f ; id ML
@ty ,  Rainbow Children's Haspital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospltal K A ;
nhan quarters road AP State Housing Board Himayatnagar Hyderabad ,
i Tefangana, INDIA 500028,
040-48873000, info@rainbowhospitals.in
f [
HIGERTTEBIGENRARHI
ELECTRONIC MEDICINE PRESCRIPTION
MEN HNH-00005218 Nameo Mrs KASAL THAKUR
AgalSex 32Y4M26D/Famala Doctor PADOMAJA YELISETTY
Admi/Reg DatelTime 26/05/2026 08:02 Payor MEDI ASSIST INSURANCE TPAPVTLTD
Order Date 260612026 12:00 Ordernumber 26-0000208356
’Vlslt [+] [P26-00006652 WardiBed No 4F -OT I PDA-412
i Palient Address 17-1-386111a15/92, Saidabad Colony, Hyderabad, Telangana, INDIA, 500059
S.Ho Nescription Generic Nams Dosage Rouls ! Freguancy Buratlon instruction Qaty Slatus
i fﬁ’vﬂ‘é‘f”c“ 1Hos Extemal  Onca Daily 17 1hos|  Cispensed
LNDER PAD 60X50 078 Pack
2 |itoeuse 1Hos Exiamal 10 AM ¥ Days 2hoa|  Duspansen
3 |aDuLTOIAPERSRXL TNos Extomal £ 10 AU 108y 1Noaf  Drspensed]
4 |DSTHINGS ZSMUNIPROY  |STRINGE 2L 1708 Exiarnal { Once Daly Days 28os|  Gaoenseal
5  |SURGICAL BLADE 22 SURGICAL BLADE 22 |1 Nos Extomal { Onca Disdy 1Dayy 1hos|  Uaponsrd
] VICRYL 3-DYP 2345 YVICRYL 1-0 VP 2345 1Mot 1 Once Daly 2Days 2hos Drapansad
r DEYRINGE SML{NPRO) SYRINGE 5ML 1ios Extarnal } Ones Dady 1Days 2 Mot Quiperued|
B |BIOXAMIC 500 MG INJ 1 Ampula 1 Once Caly 1Days 2Ampuka]  Dripersed
0 [DSYRINGE 10ML IMIPRCY | SYRINGE 100L thos Fxiarnal { Once Daly  Days ANos) Dispensed
0 VICRYL 5.0 NV 2364 VICRYL 1-0 NW 2364 $ Nos # Desoe Dy 1 Days 1 ko Dhspenaad|
n SCLOVE # &5 {SURGICARE) {SURGICAL GLOVES £.5 |1 Nos Extermal / Once Daly 1Days # Ko Detpeied
1z [SUPRIICL SUPPOSTORIES 1hen Extarnal ) Dnca Dady 1Days 1hos|  Dispensed
SHOMGHS
13 [JUSTE SUPPOSITORIES 100 1508 Extemal # Once Daly 10 1hos| Dupensea
W (S Ga 0XTOCIN Tviat Exterral f Orcs Daiy 10ap vis|  Dwponsea
ADROGLARFIADRENALINE}
15 [ tviab Exiarnal # Once Dady VDaps 1vist|  Owpansed]
1% Eg&if'YSGAYHETER 1%URD 180s Extomat £ 10 AM Dy 1oy Duspensed’
T |[PENCAN 25G*31 2 PENCAN 25G'112 1Hot Extermal 1 Onta Daly 1 Days 1Hoa Dripertsed
PREGELLED SURGICAL PREGELLED PLATED
1 PLATESIADILT) ADOLT TNos Erterntd / Grie Daly 1 Days Thok}  Deipentes)
19 VACCUME SUGTION SET 1Mok Extetnal f Onen Dady 1 Days 1 hes D paeifnd
@0 D WATER 10 0L AMPULE PASTIL WATERS0ML 1 Bcitte Extemal { Once Daily 1 Days 3 Bode Dispensvd,
TRUGUT CHROMIC CATGUT | TRUGUT GHROMIC
2 Isnaze CATGUT 5242 1 Nos 4 Onca Caiy 1Dy Lhot]  Diapansed
22 MONDCRYL 3-0 NW 1328 MONOCRYL 1328 1Mo 1 Oney Daly Days 1Nos Draperisad;
n NS 5D0MY, CELOSEDR BOTTLE 1 Botsa Rxiamal f Once Dady 1Days 1 Bottle Duapensed
24 |MISOPROST TAB 200MCG 45 1Ta5s Erxtamal { Once Dady 1Days 4 Tets]| Chspersen)
:c?EGLEsliigl:gG PAD{BIG) ADGEL 1Mo 100z Daty 1 Davs Thas]  Disorased
LSCS DRAPE PACK
(PROTECTCARE} 1oy 1 Onoe Dady \Days 1Nos|  Disoensed
27 |Encore Meropig gloves-6.5 1Nos i Drge Daly 1 Days 2Nos}  Dxiperiaed]
s el 1hos Enteroad £ 10 A0 10ans 1hos|  Gupansed
MOPS 30X30 8PLY 55 X-RAY |MOPS 30X308 PLYDATT |1 Nos 1Oncw Dy 20y 2Nos[  Duaponsed|
HAND CARE GLOVE HAND CARE GLOVE |3 #Nos Enietnal f Om Dady 10apk 2nos|  Daoanses
DISPOSADLE APRONS DISPOSARLE APPRON
ki STERKE XL STERILE Nb 1Mo # Once Daty & Days. & Noa! rapensed|
TIP CLEANER ELECTRO
32 | GRASIVEREF E2401) 1Nos #Onca Daly 1Days 1on|  Duapansad|
23 |coTioNBALLS 2CM 5NO0S 1o Esturnal Onca Daly 1 Days $hos|  Dupenssd
k" '}:LP'CA'" HEAYY BOMG 1N 1hos Inyacion # Once Dady 1Days thos|  Dispansm
- m::momep SOLUTIONS . FOnce Dady 2008 TNos| Disponsod
PADMAJA YELISETTY

" This document is fust for relerence purpose only Not 10 be considered as prumary report.

Note

' This prescription Is valid only for specifiad duration.

* Do pot raflll medicines.

Prinled Date/Time  26/6/2026 12:.09

Printed By SUNKARI SANGEETHA

Reg No : 52427

Pace 1 ol 1
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Rainbow Childrens Hospital-Himayatnagar

Rainbow
Children's , . . . .
Hospital 7 Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Rarnbowe quarters road AP State Housing Board Himayainagar ,Hyderabad ,
Telangana, INDIA ,500029:.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00005218 Name : Mrs KAJAL THAKUR
Age ! Sex :32Y4M26 D/ Female Doctor PADMAJA YELISETTY
Adm/Reg Date/Time : 26/06/2026 06:02 Payor : MEDI ASSIST INSURANCE TPAPVTLTD
Order Date : 26/06/2026 12:00 Ordernumber : 26-0000208357
Visit 1D : 1P26-00006652 Ward/Bed No 1 4F -OT / PDA-412
Patient Address 1 17-1-386/1/a/5/92, Saidabad Colony, Hyderabad, Telangana, INDIA, 500059
S.No Description Generic Name Dosage Route [ Frequency Duration Instruction Qty Status
1 SGLOVE 7.0(POWDER FREE) ! 1 Days 2Nos| Dispensed
PADMAJA YELISETTY

Reg No ; 52427

* This document is just for reference purpose only. Not 1o be considered as primary report.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 26/06/2026 12:08 () Printed By : SUNKARI SANGEETHA () Page 1 of 1 _

1
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Rainbow B
Children's =
HOSpital Biﬂhf;;;"l
Hambrw
l
MRN |
Age / Sex

Adm/Reg Date/Time

Orderiate
I
i Visit

Patient Address

Rainbow Childrens Hospital-Himayatnagar

L)

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

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

ELECTRONIC MEDICINE PRESCRIPTION

* HNH-00005218
32Y4M26D/Female
26/06/2026 06:02

- 26/06/2026 12:00

1 IP26-00006652
1 17-1-386/1/a/5/92, Saidabad Colony, Hyderabad, Telangana, INDIA, 500059

Name

Doctor

Payor
Ordernumber

Ward/Bed No

! Mrs KAJAL THAKUR
1 PADMAJA YELISETTY
1 MEDI ASSIST INSURANCE TPA PVT LTD

1 26-0000208355

: 4F -OT 7/ PDA-412

AR e A

!

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

Note

|
* This prescript]or? is valid enly for specified duration.

* Do not refill mec‘icincs.

Printed Date/1 fme. 26/06/2026 12:10

Printed By : SUNKAR] SANGEETHA

S5.No Description Generic Name Dosage Route | Frequency Duration Instruction Qty Status
! RINGER LACTATE

1 RL 500 ML CLOSI':’iD SYSTEM 500ML CLOSED 1 Hotlle 1 Once Daily 1 Days 1Boile|] Dispensed

? g'i'ROPINE (ATR?EPINE) INJ 1 1 Vial [ Once Daily 1 Days 1Vial| Dispensed

3 Sgg,zﬁéﬁ’;‘;{iﬁ PLY {5 SggZE 75X7.512PLY & 1 Nos Extemal / Once Daily 1Days 3 Nos Dispensoc

4 gfg\:{'&tsepx ;\_ Ml\."ll;g:.lljtl:\'dN 1 Nos External / Once Daily 1 Days 20 Nos Dispensed

I
§ E.C.G ELECTROPES {ADULT) | ELECTRODES ADRULT 1 Nos External / Once Daily 1 Days 3 Nos Mspansed
6 |prCEMASKILaYER FACE MASK 3LAYER |1 Nos External / Once Daily 1Days 10Nos|  Dispensed
SURGEON CAP(FEMALE .
7 (PROTECTCARé’; ! 1 Nos Extemal / Once Daily 1 Days 10 Nos)  Dispensed
_BO 11’(()30V|£EANZ SOL'JTION 10% 1 Nos / Once Daily 1 Days 2MNos| [ispensed
It
PADMAJA YELISETTY

Reg No : 52427

Page 1 of 1
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. . . . .
| = Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children’s . . , . .
; Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital , ]
quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA 500029,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN . HNH-00016177 Name : Baby Of KAJAL THAKUR
Age /! Sex r0YOMOD2H/Male Doctor 1 S TREJASWI REDDY
Ad g Date/Time . 26/08/2026 10:22 Payor : SELFPAY
| OrderDate 26/06/2026 12:04 Ordernumber  : 26-0000208358
Visit ID IP26-00006655 Ward/Bed No  : 4F -OT / CRDL-HNPDA-412-1
Patient Address 17-1-386/1/a/5/32, Saidabad Colony, Hyderabad, Telangana, INDIA, 500053
S.No Description Generic Name Dosage Route / Fraquoncy Duration Instruction Qty Status
1 ggﬁﬁ\ﬁ;%hfg‘qn; 1 Nos External/ 10 AM 1 Days 1 Nos Dispensed
]
2 SURGICAL BLADfE 20 SURGICAL BLADE 20 1 Nos Extemal I Once Daily 1 Days 1 Nos Dispensed
3 E?SYCLOT'M 1’MG INJO.5 1 Nos Injection { 10 AM 1 Days 1 Nos [ispensed
4 SGLOVE # 6.5 (JURGICARE) |SURGICAL GLOVES 8.5 |1 Nos Extemal f Once Daily 1 Days 2 Nos [hspensed
5 |INFANT FEEDING TUBE-5 !,,NFANT FEEDING TUBE | o5 External / Once Daty 1 Days 1Nos| Dispensed
6 DSYRINGE 1ML[(NIPRQO) SYRINGE 1ML 1 Nos Exlemal / Once Daily 1 Days 2 Nes Drspensed

S TEJASWI REDDY

Reg No : APMC/FMR/94068

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

Note

* This prescription|is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time :[26/06/2026 12:12 Printed By : GUVVALA VIJAYA SUSHEELA Page 1 of 1
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Rainbow Childrens Hospital-Himayatnagar

Rainbow
Children's _ > . . . . i
: Brth! Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Haspital " . .
Rainboa quarlers road AP Siate Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
| l I
Ty
ELECTRONIC MEDICINE PRESCRIPTION
MRN ¢ HNH-00016177 Name : Baby Of KAJAL THAKUR
Age [ Sex :0YOMOD2H/ Male Doctor : S TEJASWI REDDY
Adm/Reg Date/Time : 26/06/20286 10:22 Payor : SELFPAY
Order Date . 26/06/2026 12:04 Ordernumber  : 26-0000208359
Visit 1D . IP26-00006655 Ward/Bed No : 4F -OT / CRDL-HNPDA-412-1
Patient Address : 17-1-386/1/a/5/92, Saidabad Colony, Hyderabad, Telangana, INDIA, 500059
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 Sgg)zggﬁ)gqi;z PLY (5 ﬁggZE 7.5X7.512PLY 5 1 Nos Extermat / Once Daily 1 Days 2 Nos Crdered
2 |SGLOVE # 7.C(SURGICARE) |SURGICAL GLOVES 7.0 |1 Nes Extemal / Once Daily 1 Days 1 Nos Crdered

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

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time 28/06/2026 12:12 O

Printed By GUVVALA VIJAYA SUSHEELO

S TEJASWI REDDY

Reg No : APMC/FMR/94068

Page1 ol1




Rainbow” . -
L Children’s . Blrtthght
Hos pit&' BY RAINBOW HOSPITALS
E' Right to a Safe Dei‘.'o};
| Name Mrs KAJAL THAKUR UHID HNH-00005218
Father/Guardian Mr RA] KIRAN SINGH Age/Gender 32Y 4 M 26 D/ Female
Address 17-1-386/1/a/5/92, Saidabad Colony, Hyderabad, Telangana, INDIA, 500059
IP No IP26-00006652 Admission Date 26-06-2026
Ref Doctor Self.

Discharge Date | 28.06.2026

DISCHARGE SUMMARY

Consultant:

Dr. PADMAJA YELISETTY
MBBS, MD, MRCOG, FRCOG
52427

Diagnosis: G4P1L1A2 AT 374 WEEKS WITH ABDOMINAL CERCLAGE IN-
SITU WITH PREGESTATIONAL DIABETES MELLITUS ON ORAL
HYPOGLYCEMIC AGENTS WITH INSULIN FOR ELECTIVE LOWER
SEGMENT CAESAREAN SECTION

ELECTIVE LOWER SEGMENT CAESAREAN SECTION DONE ON 26.06.2026

History:

SECUNDERABAD

HIMAYATHNACAR
ey 3 040

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs KAJAL THAKUR UHID HNH-00005218

IP No IP26-00006652 Admission Date 26-06-2026
LMP:06.10.2025 Obstetric formula: G4P1L1A2

EDD: 13.07.2026 Gestation at admission: 37+4weeks

Obstetric History:

G1 - 2019 - DCDA twins, Spontaneous Miscarriage at 18 weeks

G2 - 2020 - Preterm SVD at 34weeks, Boy, 2.6Kg, h/o McDonald's cerclage at
13 weeks, h/fo GDM on OHA.

G3 - 2024 - O] conception, DCDA twins, PPROM at 17 weeks, TOP done.

G4 - Present Pregnancy, Spontaneous conception.

Medical History: Pregestational diabetes mellitus (Diagnosed at 15weeks)

Surgical History: cerclage 2020, Laparoscopic Abdominal encerclage at
11+3 weeks.

Family History : Father-HTN, DM

Allergies : Nil

Antenatal Details:

Mrs KAJAL THAKUR was booked to Rainbow hospital at 8+4 weeks of gestation.
She had regular antenatal checkups and investigations as advised. NT scan
was normal, FTS was low risk for trisomies, PE screen positive (1:35), hence
started on T.Ecosprin 150mg continued till 36weeks. At 12 weeks she

underwent Laparoscopic abdominal encerclage. OGTT at 15%% weeks
(24.01.2026)-84/231/201. Physician consultation sought and advised to start
on OHA ({T.Metformin 500mg BD Ilater on titrated to TID). TIFFA was
normal.Fetal 2D echo normal. Fetal surveillance done with serial growth scans.

. —r— s o
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Rainbow® , .
: Children’s | @ BirthRight
Hos p ital . BY RAINBOW HOSPITALS
EE@\[ toa SV\I-QEE
Name e Mrs KAJAL THAKUR UHID HNH-00005218
I'IP No IP26-00006652 Admission Date 26-06-2026

Home sugars monitoring done, started on Inj.Tresiba since 28 weeks and
titrated accordingly.Scan was done on 20.04.26 at 28 weeks single live fetus
with oblique lie, EFW: 1233 g (56 %centile), AFI:21.9 cms upper limit of normal,
Placenta: Posterior, High. Serial scans done for AFl and dopplers. Scan done on

16.06.2026 showed Single live intrauterine fetus at 3611 weeks with cephalic
presentation with EFW: 2932g (59%) AC: 43% with AFl: 20cm with placenta-

posterior and high with normal Doppler. She was admitted at 3714 weeks for
Elective LSCS.

Investigations: Enclosed.
Blood group: "B" Positive

Management: Course in hospital:

She was prepared for elective C- section with indwelling Foley’s catheter and IV
canula under aseptic conditions. Written informed consent for surgery taken.
Preanesthetic check up done. Anesthetic premedication (IV Pantop and
Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV given. Patient
shifted to theatre.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A Lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord traction. Uterus closed

@ 1800 2122 @ www.rainbowhospitals.in
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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 800

mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.
* Excess and clear liquor

* Abdominal cerclage present InSitu

Delivery Details:

Date : 26.06.2026

Time of Delivery : 09:39am

Type of Delivery : Elective Lower Segment Caesarean Section
Indication .+ Polyhydramnious with Abdominal Cerclage

Anaesthesia : Spinal

Baby Details:

Date : 26.06.2026
Time : 09:39am
Sex : Male
Weight : 2940gm
Apgar : 9,9

Gestational Age: 37+4weeks
NICU Admission: No

Post-Operative Notes:
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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. She
had complain of multiple ?folliculitic lesions over upper chest and breast skin,
Dermatology consultation was sought- and diagnosed Hidradenitis suppurativa.
On second postoperative day dressing was changed. On second post operative
day FBS was 79 mg/dl and PPBS 92 mg/dl. On inspection wound was healthy.
Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient

supplemented by written information. She was given the postpartum book for
further reference.

Advice:

1. Tab. Augmentin 625 mg thrice daily till 02.07.2026 (8am-3pm-10pm) after
food.

2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 29.06.2026
(8am-2pm-10pm) after food.

3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 29.06.2026 (9am-
3pm-11pm) after food.

4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till
02.07.2026(7am-7pm) before food.

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

6. Tab. Shelcal (Elemental Calcium 500mg, vitamin D3 250 1U) once daily
(2pm) till breast feeding after food.

7. Cap lactare 2 cap thrice daily (8am-3pm-10pm) till 04.07.2026 followed
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by 1 cap thrice daily till 11.07.2026
8. Clindamycin gel 1% for local application x 2weeks.
9. Nebasulf Powder for local application. *
10. FBS and PPBS review after 6 weeks and review

Review with Dr. PADMAJA YELISETTY, after 1 Weeks on 06.07.2026

Rainbow Children's Hospital with prior appointment (Review consultation
will be charged).

For Women Who Have Had a Cesarean 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 ........ccceeees in a
language that | can'understand and | acknowledge.

Patient/ Attender
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In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter |l 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

A

\ {'w
Registra&/Resident/C.M.O
Consultant:
Dr. Padmaja Yelisetty,
MBBS, MD, MRCOG,FRCOG
52427

HIMAYATHNACAR RANJARA HIILS HYDERNAGAR KONDAPUR DUTPATIENT CLINIC 1 tad- SECUNDERABAD KONDAPUR L B NAGAR NANAKRAMGUDA
348 211 Emerge 6 22 2 .

@ 1800 2122 ® www.rainbowhospitals.in
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CROSS CONSULTATIUN FORM

ate:....... 0 21624 Time:. S0P '
Date: ... L: [ { T /Q‘/‘

Type of Referral :
0 Emergency

O Urgent

O Non Urgent

Referred for: [J Opinion [ Co-Management O Transfer of care

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

Signature:

Findings and Recommendations :

Doc. No. : RCH / FRM / CLINICAL / 049 i




o, . ‘ Rainbow Childrens Hospital-Himayatnagar

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

il WEB : https://rainbowhospitals.in

ADMISSION SHEET

| (ORI e
Registration Details : LIV RREE. RN

Admission No : IP26-00006652 Admit Date : 26-Jun-2026 Admit Time :06:02 AM UHID : HNH-00005218

Patient Details :

Patient Name : Mrs KAJAL THAKUR Age :32Y4M26D
Guardian : Mr RAJ KIRAN SINGH DOB 1 31-01-1994
Gender : Female Religion
Occupation ! ‘ Martial Status
Address (H) - 17-1-386/1/a/5/92 Saidabad Colony Phone No 1 9985177667/ 8121445508
= 5
Hydeiwial Telahgbne INDUVR00GGS E-mail : raj.thakursingh61@GMAIL.COM
“™imission Details :
Bed Type : TWIN SHARING Bed No :PDA-412 Ward Name :4F -OT
Room No : PDA-412 Admission Type : First Visit
Contact Details :
Name : Mr RAJ KIRAN SINGH Relationship : W/O

Contact Address : 17-1-386/1/a/5/92 Saidabad Colony Hyderabad Phonz No
Telangana INDIA 500059

ignature
Doctor Details :
o
~ buctor Name : Dr. PADMAJA YELISETTY Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self. Phone No
Co-Coasultant
Payment Details : Deposit Amount  : 20000.00

Printed Date / Time : 26/06/2026 06:06 Printed By : 020099 Page 1 of 2




2z
Rainbow’ |@ BirthRight

H BY RAINBOW HOSPITALS
Hospital BY RAINGOW HDSPITALS
It takes a |ng treat the litle. Your Right fo's Sale Diltyary

ACTIVITY RECORD FOR BILLING

N S e i e e e e e e e e e i e
HNH-00005218 |P26-00006652
UHID No. : ____':::,:":".:.me;:nuzen (F) ___Corisultant: ___________ Dept: _ __ _____
Dr. PADMAJA YELISETTY
oate of dmissior || [[IINIININNIN—__ _oate of oischarge:s________ Times________
Room/BedNo: __ Ward: Suggested Billable bed type : _ _ _ _ _________
WARD TRANSFERS
Date Time From To Signature of Nurse
wUltlae | apm  [pre -ppst| o7 swwp\/ftﬁa
26| 10530a0] 0T MY (oia | ot
N o
gultine | Shlopny  nicU Room __ |Rupol
Cross Consultation Visit
Doctors Name Date Order No. Sibnature
R QNI reeovet@ 16 126 | €6 CRy=
\Ea%m(ow&ehﬁ.* 6196 | €ou)

2 107 $ntha Mtcllﬂ\j. ')—"r\‘o\?ﬁ g+3Y ﬁ—

8

9

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




INVESTIGATIONS

Date Investigations Order No Signature
2616 psT 2 @D &W‘/ L
%16hb | GRRS 6:204M © Gjmalid \0%5}'/ ™
6 \6\96| (pRRS 19309 A 81;% dy V9389 /ﬁ/

"bé{cﬁg Aack d
26[b126 | GRBSPE:29pm  Foomaldl] | 187F st T by
k SM{N%A
2% (6 wa
e | beac (1200) Shogd il koo
’ » . |y
ogltlflGpes 1212000 @2vgldl]  Seb P

02 16h0| G\Res 6 30pm %me 39/15 P
‘Lﬂz\‘o\l" GR®S  11130pm ‘6'§mwfd.L 3y &
/o | RREFERS) . o i‘\mﬂdt sl By
25/e /9% Cf\P\B"%PPES @r: RO, OLe'im@Jcﬂ 5<J£ ‘ ﬁ\

C/C?C 49 (Lw/f.w ddne bt
Lmnadd— .
os 16\l |ARBY (1R :300m)
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Drug Allergies: ........

1T
i

MEDICATION RECONCILIATION FORM

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

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

_| Not known any Drug Allergies

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

SHIfting From: ..o ShIfted t0: ...eovveeeeceece s
| et | e | o, | ey | TS | vz

11T TRroND ATa| PO oD 35\(, Oc €

2 (| \- CAHLvom Atne PO b ZS\B Oc [Jbe”
3 OC CJDC
4 JC OODC
5 (JC [IDC
6 JC CJDC
7 (JC [ODC
8 OJC ODC
9 CJC CODC
10 ¢ JDC

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature :

Date &Time‘: O 7= 3 LK (7 2% VT30 1.2 . S

Nurse Name & Signature: ........ D\ C(.&«CU/LM %{@NM
Date & Time : ‘Z @,} %_Jﬁ« AT

Docu. No. : RCH / FRM / GENERAL/ 090
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"

Rainbo . g
Cﬂll?dr(()evr\lls sBll‘tthght

Hospital BY RAINBOW HOSPITALS

1t takes a lot to treat the littie. ifuur Rughm;zéfc Delivery

ANURSES -

d DRUG :

Date of Admission: %f(ﬁ[’)&)“ Drug Allergies: rfzo, .............................................. 1 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

1

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

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

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

- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.

- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

drug sheet folder.

1) Right Patient  2) Right

Drug

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage 4) Right Route  5) Right Time

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

S0S / PRN (As Required Medication)

DRUG :

Date

>

Dose Route | Frequency |Start Date

Tir'ne

Doctor’'s Signature (Valid Period| Pharm.

Additional Instructions:

Date

Ti@e

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Time

Dose Route | Frequency [Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4 (P.T.0)
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KAJAL KUR
:‘qnnnmm 32Y4M26D
ADMAJA YELISETTY % \
mHmm”m“l““ml""“"“ REGULAR PRESCRIPTIONS Weigm.ff ...... 1(3 Ward. ...
AN - C axime [Dater \y \XFF -
DRUG : € FoTRAXI Timel9e\
Dose | Route |Frequency [Startpate| 4/
S - f f
S @ Agm | AN | D ot
ny ={ Name & Signature of the Doctor 0P
— ; { N
5‘ FS Starting the Drugs: 0 \4. S
A
=g el Dy Naveeno e 2 . A
= OJT Additional Instructions: c o " 7 i ]
= ATO  you™ ¥ ;
Daily Doctor’s Endorsement by a Sign
-~ DRUG: T PARA LETANMOL %?[t,%;ﬂ'\"‘ bl‘%&"
~* _l«Dose | Route |Frequency [StartDate|] | _, [\ [V i
Tlam | oeM | Qip 2 1 N““ ,% L/ [
_ - Name & Signature of the Doctor i \s/
(.‘;—. * Starting the Drugs: w X )
§ T Mvawen 9 i
< .| Additional Instructions: I
E ~ T \\‘:‘?e‘ r
ol i
Daily Doctor’s Endorsement by a Sign
DRUG: v T- TRAMADDC TD;;Z.;,&\\&LQ\" ﬂ\k
— 2 Dose Route | Frequency |Start Date " \ ) %DP
o o | oyl ceae | 1> |l g INe VAL,
= .| Name & Signature of the Doctor [~ 1%
i‘;_. 1| Starting the Drugs: :Ef
D E | e = SARNTHES
X - L4
% | Additional Instructions:
m '\(_; -
= -er% Q
=. AuAZE
Daily Doctor’s Endorsement by a Sign N
Date»
DRUG: T-D((loFenie Timen),\\ﬁ\h 4)‘\"
_, Dose Route | Frequency |Start Date TR k@?ﬁ
P Loyl oeae | iy | oogk papd &
2 ® Name & Signature of the Doctor
; s Starting the Drugs:
- ptd
L@ TS

e

) S—

Additional Instructions:

W

g[S

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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HNH-00005218 1P26-00006652
mm“‘“"ﬁnmo F) Raini;%(;‘wu .
| Dr, PADMAJA YELISETTY ) o i - -
S Ty Childrers | R s
ll“ T Gikits #/1ot %o Graat thia . Your Right to a Safe Delivery
Sheet No: ............. REGULAR PF!ESCR'P'"DNS Weigmj(..g..-l.hard .....................
DRUG: T- PPwTAPRAZOLL Dugg Ql’-q\*’ 'Iﬂ)\o B
Dose | Route |Frequency |Start Dt.
Lowol d® | on | 2¢fglah R
Name & Signature of the Doctor 1/ W
Starting the Drugs: ﬂ “@\ 0 /(/,0 )

_ Aq payLIBA

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dose Route | Frequency | Start Dt.

fo | > |25k]

- ‘c.lu—lN - Da{e \
DRUG : T hInor ommckcmmtllﬂbﬂﬁ@

Sy

A X

Name-& Signature of the Dogtor
Starting the Drugs: &),4,

Additional Instructions:

DA

Daily Doctor’s Endorsement by a Sign

Dater |,
DRUG : CLINDMNYON X o Y Timelr | ¢
Dose Route | Frequency | Start Dt. ¥

vl us [ ob [ildos
Narne & Signature of the Doctor hal
Starting the Drugs: R 2unee ‘15 4 @
Additional Instructions:
Ve ARwns
Daily Doctor’s Endorsement by a Sign
pru: Co\p o houg @ [DateR 4\
Dose Route | Frequency |Start Dt. .
Wy f0| BD |92\bf .
Name & Signature of the Doctor % -
Starting the Drugs: A L5
DLWV

Additional Instru,cW 2ot

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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VERIFIED BY ; HAITME evvrisienies s vrven sermmreseemsnssmssesessrsesonns

"2z

Rainbow® ] N
Palient SticKer Children’s ‘Blrtthght

? Hospital BY RAINBOW HOSPITALS

It takes a ot to treat the Bte. Your Right to & Safe Dalivery

R

b

Sheet No: ... REGULAR PRESGRIPTIONS weigt ... Ward oo

. Date» -
DRUG : - Tine

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

.51 T
S

Additional Instructions: -

Daily Doctor’s Endorsement by a Sign

v

DRUG : - N 3
Dose Route | Frequency | Start Di. y . -

Name & Signature of the Doctor
Stariing the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

hd

Date)
DRUG . Ti i 8

Dose Route | Frequency | Stari Di.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctoi’s Endossement by a Sign g -

Date

Dose Route | Frequency | Start Dt. - -

v

Name & Signature of the Doctor
Starling the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
Docu. No. : RGH /FRM / GLINICAL / 108
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Page: 3/4 (P.T.0)

Dr PADMAJA YELg
mmnmmmmunuunm Tige. =
T]U}e | Nurs;Sig‘ ] NursgSin. ] Nurs; Sig. I Nurs&Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
|| Route Sta rt Date Dose Dose Dose Dose
{ Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor C Dose p L
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e o s .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlu'le [ Nursssm, I Nurs‘e'Sig, ] Nurs‘e;SbgA l Nurs‘e’sag.
Dose Dose Dose Dose
ﬂ DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROlﬂe Sta i Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose b S Diws
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: e pose e pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) - Dosage & Other ;
Date Time Medication Institions Route Signature Nurs?s
? ‘
\6 TR nETeclom- o @ [N
- MG AN
z@_\ v | oo \>m§ =l
6 T -PANTPRAZ- o S M| @
™ MG a2 fid
2601 apn o\E o™ i WQ,«@ .
2
D
if / VJ
: QWb | q:qokm| INg owyrocia. g m 4’9’ A(tL‘* QL
& & |o
! L4 loraoan | Cap. TR AMADDL I oo Ay 75@ ,Aﬂ!/\@ <
' L3 —d
{ N =
*uJ& /040 apn | $4p.  BIctr FENHY /vbr;:f e Jro M{
| : ' v
! | o
2 a\b | top | puLcouk cupposfey kb e | NP oow
'L 3
|
|
i
|
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\\\\\\\i’i\‘\ﬂ\i\'\iﬁ\'\i\'\i\\ 1l weumsomr e (8o
1ime vomposition of 1.V. Fluid Route [Flow Rate] Doctor | Nurse | Date  of)| Doctor | Nurse l

(I infusion, mention mi./hr = Mcg/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign

(\>D\\P W PINGER UhCthTE |\ e,,\\f&, to 0}“’

/

(X | D

RinGERP (ACTATE Qrand
WL | @t =

= ~t 2L \e=

&
X &
v
U | oaen | pincar L aerare v [ o ¢( tSG\( ial
]

4

W

&

\NLER [ ACTATE w,&«
: g Wl M\f‘

‘)SQ\L, ™

— [ 3’11?4&@ ST —
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=
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 Mrs KAJAL THAKUR . Rainbow®
31-01-1904 32YaM26D -
' Dr. PADMAJA YELISETTY i 9\0 q Children’s

o 11 T T HOPItE
»P_RESULT SHEET
9] o

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date )]
Time [ 9P\
Hb [ ]

PCV 2513

RBC .9&
WBC Ng R
NI ¥G )]
Platelets 02N

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP

SGPT

SGOT
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT

CSF Protein / Sugar
Cells

N/L

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




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst P
Occult Blood e 5

Hwv 9
HCV L;\Jﬂ
VvDRL, |

W

CURUTE AN SBNMSITIVITIES & .vieeeeeeeeee e et et e et et e et e e et e e e e e e e eeeeneeessesneeeteesseeneaensaensaemssaseessseessanssenseesnsennsessassaseenaensnnanns

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

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

Radiology : U G & ettt ea e eaea s a st e eh e 4 e b e bAoA e Ae b e s e e e n b e ene b e s s ne s e s rseneens

R bbb
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- HNH-00005218 1P26-00006652 R ) b: .
(—Ml’l KAJAL THAKUR al-ﬂ oW ) ) )
T orodaaveuserry F' Children’s (L BirthRight

Hospital . BY RAINBOW HOSPITALS
DM AR = e

—wery =g ODSErvation Score Chart - Obstelrics

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

Date = . L)
‘26/6 Tlmeré9113.‘2712345{6)789W11121@345?6)7
RESP Ty
(write rate in
corresp. box) 11-20
0-10
94-100 %
Saturations PV
Administered 0, (L/min.)
40
39
, g [—3= ’
E 37 . 1 : - ~ - ol
y a’ 36 A o T i il ol B LA L
35 7 = ' W
< 35
170
160
150
140
130
§ 120
2 110
= 100
a
3 90 . Nl
80 gl 3944 % P /i nt
70 t D [ |
60 : ANl
50
40
190
180
170
160
ﬁ' 150
2 140
g T = 130 "
8 120 P 1\
g CET N J PO B V2 \N ¥ I 5
3 TN T N Ll N B2 ‘i & ;
g 20
80
70
60
50
130
2 120
3 110
5 100
2 S0 A\ \
2 80 y. ! \“\A y : \/
2 70 VW (04 vp 9% 9 Hn 1,
] 60 | % [5%sd i T {
= 50
o
I 40
NEURO Alert = il &, = - - M b i o
RESPONSE Voles
[‘,] Pain
Unresponsive
URINE >30 Gl = — = o — —
mls / hour <30
. . Protein + + .
Lochi Normal el s = ~— = S
e | Heavy / Foul
- Clear / Pink 1”4
Liquor Erasn
TOTAL YELLOW SCORES 0 [ o ™ [9) (D) | 2
TOTAL ORANGE SCORES & o Cla ol 01/ |
Nurse Initial YAl ¥, |7 @ 4 i 1
= e oL 4




N

S

Obstetrics and Gynaecology . | - j|
Early Warning Signs "

- ™)
“ 1 Yellow Alert : 8

Repeat Observations
in 30 minutes

. J/
r N[ A
Complete a Full |- 2 Yellow Alerts or 1 Orange Alert: - -
Call the Obstetrician and Repeat
Set o.f MEOWS Observations
Observations in 30 minutes
\_ % _ y,

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

\_ = Y,

’

~

a
i

* The Modified Early Warning Score (MEQWS)

- -




HNH-00005218 1P26-00006652 , %
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s " Rainbow .

Dr. PADMAJA YELISETTY

-01-1904 32Y4M260  (F) | - 5
s Children’s .Blrtthght

OO Hospital_

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

~arry warnmi Observation Score Chart - Obstetrics

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

4

YO Date =
'Z)i Time89011121@3455)789@11121(5)345’%}7
> 30
RES 21-30
(write yate in
corre$p. box) 11-20
0-10
94 - 100 %
Saturations <94 %
Administered 0, (L/min.)
40
oy
=
.uﬂ
(sl
<35
170
160
150
140
130
§ 120
2 110
> 100
o 90 =
80 Ot 1) ool ] 10
70 (2] T Y LAY Aa B Y
60
S0
40
190
180
170
= 160
= 150
=X 140
= 130
t s 120 <k s T
< 1;2 " %, ) \ I~
[ 1 A
2 90
2 80
70
60
Ll 50
| 130
=2 120
‘é_l» 110
5 100
= 90
| g S g
g . b} P 4
-
2 ;g )Y "f( }U =
c < -
= 50 L'
40
NEURO Alert | i — | —1 T T T —] It |
RESPONSE Volce
v Pain
$71 Unres i
ponsive
URINE > 30 = o =
mils / hour <30
Proteinuria feotaind 3
Protein > + +
" Normal — B S
Lochia Heavy / Foul
Liciar, I Clear / Pink —
9 Green
TOTAL YELLOW SCORES 23] (% O] iy (&)
TOTAL ORANGE SCORES 7] (@ =) 5] <
Nurse Initial a [ 2 <




-,

[ Obstetrics and Gynaecéiogy ]

Early Warning Signs

-

-

Complete a Full

\

¢
[ 20N
g v x

Set of MEQOWS
Observations

/

4
1 Yellow Alert :
Repeat Observations
in 30 minutes
.
4 ™
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
-_ 11?;30 minutes
J
4 p
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
wdn 15 minugés or continuous
monitoring
\. J/

* The Modified Early Warning Score (MEOWS)
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- rs KAJAL THAKUR Rainbow o
; 81:01-1904 32Y4M26D i i [

| Dr.PADMAJA YELISETTY a ﬁglsld:.tea'il,s ‘ E:Aﬁ?wlsoigm

S 11111 1T st | S

| FLUID CHART |

Sheet No. : .............

.,

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.

26 [0 ]a¢ Intake T e SR
Date | Time (ﬁa}ﬁﬁ% Route NG | Diarrhoea | Vomit |Drainage | Urine vé%'ﬁfgg h?l'j%‘e
Mouth | LV N.G | e B
0800am | Q(_  |)oomt |
0900am | KU [N [ ool
~ [1000am | @C —w ‘ & S 7
\: 11:00am | 2L 8 [aam\ Q06 ml — 17 8}
N [f200pm| PL ( | ¢
‘\?p 0100pm | RU ik 1‘wmt 200 ¥ bht
. (96m : ML -——ﬁé -
Total Intake : |y Ke g Total Output: Py € S@ A . 43
02:00 pm | RJ. NN {ﬂ()m_l e . ‘-3%
\\a 03:00pm | R L, "W | (oo md b . ‘ ! &
o (00| Q1 | oo | (@) o < Boowl— ——bay
1os00pm | RL) [N [100m)] X & ‘
06:00pm | {4 f‘%’@ \0md | / A
oraopm | R [ AV | oald]# i 2000\|_|—4 79?56’“
Total Intake : Total Qutput :
08:00pm | Lo ), :
0900pm | p.( leond P Z }
 10:00pm | QL {é\v\ 1 C0M] ,/ E T\
\Cﬂ 190pm[@C  [" % hepn) X X 2D
A [eoam|pc | W licond | i
0100am | ¢ \oom) / | IF'E
Total Intake : Total Qutput :
02:00am | R L) A
oso0m [0 | o] 7 7 /
[oso0m] RC wonl |V Z a7
A)L.\“* 500am | QL W | N ’ X el [ ‘ﬁ—%m
A 06:00am | Q[ loomd | / Vi i ’
0] o o)/ | >
Total Intake : Total Qutput :
Total 24 hrs. Intake Total 24 hrs. Output

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




—
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HNH-00005218 |P286-0000 P
Mrs KAJAL Ku;;y;uzﬂﬂ (F) é
31-01-1904 Rambow

i Chiaars | ErtRi
[ FLUID CHART |

SheatNo: s

Your Right to a Safe Delivery N

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

et B SwiOutpet Tﬁ‘r’oﬁ?&: .
Date | Time ga&uﬁ Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebiis f?llﬂge
Mouth [ LV | NG
08:00 am
09:00 am '\ = s
10:00 am \ \67,, ‘}\g —1 ¢ /er o
lshB 11:00am | @ T - ; . \
92‘( 1200pm | | [ §
01:00pm | '
Total Intake : —A\ Cean 5 Total Qutput:  \) — M —
0200pm| Y | \@ \ ) 0N
03:00 pm <O 7 | ' L |/
\p aopn| o | .0 1 - ( o |
N 05:00 pm N l\@‘ A iﬁ%
q?\ 06:00 pm ) \ A il '
07:00 pm 7 oS
Total Intake : Total Output : .
08:00pm | | | N
09:00pm | | } 2
%9 10:00 pm Ii NVAY ../ ; / y !// J:n -
\E 11:00 pm &0; @Y‘ 1 Y \%
12:00 am R ‘ N\
01:00 am B L
Total Intake : Total Qutput :
02:00 am g ] N/ i
0300 am V / o | .
\Q\J 04:00 am / i P / M_
X [oso0an| W S0 3.
Y losooam| | - N |
0700am | | v Vi e
Total Intake : Total Output :
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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—— Rainbow® . L.
Patient Sticker Children’s . Bll"tthght
Hospi tal . BY RAINBOW HOSPITALS
1t takes 2 lot to treat the litte. Your Right to.a Safe Delivery

| FLUID CHART

Sheet NO. & cveeeeeeeeeie e

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 f :

£
Nature bl

Date | Time | .fFid Route NG | Diarrhoea | Vomit |Drainage | Uring | Phiebitis l&'ﬂge

Mouth | LV N.G a sl B N
08:00am | | s I~ 1]
Yo |0g00am| | i I _
w 1000am| . TAM N . ) o T o s
X 11:00 am l A i ’

o~ [1200pm| | [0 | / z U

01:00 pm | / [
Total Intake : ~ V0¥ un_ Total Output : 7 —72_ 11 — |
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 Qutput :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am .
Total Intake : Total Output :

-
-
S

Total 24 hrs. Intake Total 24 hrs. OQutput

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




Patient Sticker

ShEEt NO, & e srieeenne

"
Rambow .

BY RAINBOW HOSPITALS
Yaur Right to a Safe Delivery

Hospital

Tt bakes a kot t treat the Ditle,

Children’s .BirthRight"

( FLUID CHART |

1. All mieasurements iri ml.

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

re x%m ﬁ*“*‘“&‘&% MW %fﬁ;ﬁ‘“‘%

Ttake” ...

y o ~ - P T
& 5@?4@ i B Output o EZ W Sie

Nafure .
Date Time of Fluid

Route

NG

Thrombo-

: 7 hlebltis | Sign.
Diarrhoea | Vomit |Drainage [ Urine | phlebitis | S

Mouth

Lv

N.G

08:00am |

09:00 am

' 10:00 am

11:00am

12:00 pm

01:00 pri

Total Intake ™~

Total Output :

02:00 pm

63:00 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 Output :

Total 24 hrs. Intake

Docu. No. : RCH /FRM / CLINICAL / 082

Total 24 hrs. Qutput
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Or. PADMAJA YELISETTY
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»

NURSING CARE RECORD

1

K ‘4
Rainbow"’
Children’s .
Hospital .

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

[] Maintain Airway and Oxygenation [ Relieve Pain & Discomfort ] Maintain Fluid Balance

[ Improve Activity Tolerance

] Maintain Good Nutritional Status

[1 Maintain Skin Integrity

Afternoon

&74&@? i

/

f@ [CJ Maintain Personal Hygiene [ Prevent Infection [J Meet Elimination Needs ] Ensure Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications O 1 T T e e e s T o e e Py e S e
Time Plan of Care Time Implementation Evaluation Re-Assessment '{“&?ﬁnﬁ?ﬂ‘,‘g
SHsESs He pto OASSesSed tre pt :
Bhm toroht H'of gpm| . conds Hop | . g"'
2 Va0 R witads %wé;ﬂ%ﬂe Cj:é(“k“{ et Is
(= Cla Dl _—
R To Tlo dpott
20 [2plen B2 Dlochtt] T 1oy parcemert deng adned Sable
_— N A
9 ) plon 7 TV ploscementign | 5 A pnecicatiop . S Suf
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[] Maintain Airway and Oxygenation
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NURSING CARE RECORD
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Rainbow® ) R
Children’s i BirthRight
Hos p|ta| . BY RAINBOW HOSPITALS
mmmmmmmm Your Right to a Safe Delivery

[’ Relieve Pain & Discomfort

(] Maintain Fluid Balance

[ Improve Activity Tolerance

[] Maintain Good Nutritional Status

Date: 52#/6[26 ................

] Maintain Skin Integrity

Mo Qtosmt \J\’faﬂ; ¢, ey

{

b

| Maithosied ok G uicd

§ [Z] Maintain Personal Hygiene [] Prevent Infection [] Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety [7] Patient & Family Education
S | [ identify Potential Complications 1 ANY OHNBIS. SPBTIY. ......evvieesesieserite ettt sttt e ettt s st s et et saes s s et se et et e s s en et en e

Time Plan of Care Time Implementation Evaluation Re-Assessment 2“;?;,,';?,,",‘3
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NURSING SHIFT HAND OVER FORM - WARD

oG DOCIOT: consscmmuiimsssnanssiiniissspgsi sesreinesy DOPATIMBAE .....-.oicsmumiinsssasssirinsinns Date of AMISSION: ... e.....covcouurrnnne
Z | Diagnosis: ' Any Infection: (JYes CINo .é Not Known
= & - LSS If Vi ify:
= ; S BROBII . consriiimsesmmavsssssivssnn
=
» 1‘1’“ - g .\}’_"l
2 | Area (J\e ) , P Z "
= shiftTime | 2 Mg 9(’1 ) wo 6“1/‘? W,
£ | Medical Condition
= | (Any special condition to be noted): \
Allergy: O Yes 0|0 Yes = No | Yes LeNo | O Yes CWNo| L Yes -Ne | CJ Yes CINo
Tubes/Drains/Catheter: D“@ C1No |0 Yes &No | O Yes 2 No | I Yes CiNe | Yes ETNo | Yes T No
Vital Signs: Temp: CI?P qj -l‘ [ q‘i ‘)'g’ Q\Q 'j) f (‘;U f’
= Res: | 9 0 60 b)\‘ o0l 4%\ 1S 2.9
: 90: | a4{ | Qt/ [Qad, |\ex% | wod
@ Pulse: | ¢ 3 Eabn | e | 3L,
2 BP: (e Ds— (105 /. [\alge | WUMNL [10/21
Fall Risk Score: - — —_ - —
Pain Score: S s — = S
Safety Needs: | p | N U) yd Yo
- Physiotherapy |l Yes CLNG | Yes (N0 | O Yes [-No |0 Yes [¢No+0 Yes oNo | O Yes C1No
=
=} - : —
g Others Specify: | ,JA- 40 ‘1}1\3\ —
= Special Diet; | Yes UG | Yes &rNo | Yes CLNo| O Yes 9&!_0 O Yes &No | O Yes O No
E
S |Other Special Orders / Medications: A
0=
MO WA
Post Operative Procedure Special Orders: | pl [} v A 0N b | —
Handed Over By Name : aﬂv\ . :
el onuriles| P~ p wJos b
Signature : J A | OF ke
Date: 266198 [99/9L o8P0 [ 2606 2 )c 10
Time: Aem | W | PN | Bm |
Ui g / 7
Tak ; \ 1 e\
aken Over By Name - Z(Ol %ﬂ‘f' O 9{) Y Wb, f‘ﬂ\ﬁ\{
Signature a2 [ J 1"y 1
Date: 26/s it 81210 A o) Y20 s/
Time: ¢ {{’ b | e v oHn
! ]
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——— Rainbow® ) A
Patient Sticker Children’s . Bll"tthght
Hospital . BY RAINBOW HOSPITALS <
Iz takes a fot to reat the litde. Your Right to a Safe Dalivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCIOT .vvvveirerrirersirerrmserssvessrmeesssonsassssasssnsas Department: ............. erteeet e Date of AAMISSION: ..overssssessenssessassers
=’ | Diagnosis: Any Infection: CJYes ONo I Not Known
'g H YES SPBCITY: woevverrereerrsrerecsctreessererensensersnns
=
(<] -
2 | Area. b . P
=] Shift Time* |
& | Medical Gondition
= | (Any special condition to be noted): )
- ¢
Allergy: . =[O Yes O No |0 Yes ONo|OYes ONo|OYes ONo |0 Yes ONa|OYes ONo
Tubes/Drains/Catheter: DO'Yes ONo{OYes ONo |0 Yes ONo [0 Yes ONo [Yes ONo [ Yes £3No
. N R
Vital Signs: Temp: | % :
= Res: | »
& ’ 8p0,: |1
%] Pulse:{1 =,
rx] -
2 Tt OBPnat
Fall Risk Score:
Pain Score:
: Safety Needs: | '
" Physiotherapy |0 Yes CiNo |0 Yes O No |C1Yes O No (O Yes CONo |0 Yes G No |0 Yes O No
=
'% y Others Specify? [
=
= Special Diet: |C Yes C'No 3 Yes O No |O Yes ONo |OYes CINo [0 Yes ONo | O Yes O No
E T
& |Other Special Orders / Medications:
' r
Post Operative Procedure Special Orders: |4
; ,
Handed Over By Name : .
Signature : . [+, | -
Date: - Lk . ‘
Time: i s
Taken Over By Name : R doaeeny s
Signature ; , "o ;
Date:
Time: i

Docu. No. : RCH /FRM / GLINIGAL / 097
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Dr, (F) 2 2 g
i | e
mmmnm CHECKLIST FOR THROMBOPHLEBITIS Hospital | (oo ceins
Q;#/é [26
26(5 DAY-1 . > DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE "' /E ) @ @ E ﬂ\} M E N Remarks
. No signs of phlebitis / ~ o |
1 | IV site appears healthy 0b2afvS Eanadla 0 oA | poalv (\) D /O A\ wjp.
One of the following signs is
5 evisdent : S Possibly first signs of phlebitis i U
* Slight pain near the IV Site / Observe cannula
* Slight redness near IV Site rJPr NA Vl ND‘ m ,\)M
Two of the following Signs s
s | av rctr et S NI PR PR RY -
Pain at IV site Redness A i M/" MA
AII. of the following Signs are Medium stage of phiebitis /
4 S Resite Cannula Consider 3

Pain along Path of cannula
Redness around Site Swelling

Treatment

NA (/I

WA W | VA

All of the following Signs are
evident and Extensive :

Advanced stage of phlebitis or
the start of thrombophlebitis /

Pain along Path of I ‘

- Rign?egg groﬁtndoSig: e Re site Cannula Consider f Ap NA I\JML 0\0 I /U4 Vi
Swelling palpable Venous cord Treatment )
All of the following Signs are
evident and Extensive : Pain g?;ﬁ?gggh?;ﬁ;so; 2

6 along Path of cannula Redness i : 5 IUW‘ M.
around Site Swelling palpable Initiate treatment Re site A A V\)-l,- A Y
Venous cordpyrexia Cannula

Signature of the Nurse g-‘ F & @:—; (-

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 : ﬁ)

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

Name: ....... S.«V'] G.%\G\ ................

Signature of Ward In Ch:@\
SIGRANITE: o o T Nt sasast
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Nrs KAJAL THAKUR 0 ® Rainbow . . _—
e T2 Children’s ® BirthRight
" : H BY RAINBOW HOSPITALS
m|\]\|[]\\\lllllllllllllllllll\lm 'GHECKLIST FOR THROMBOPHLEBITIS Hospital | TS DT
— | DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SGORE [ E N M E M E N Remarks
. No signs of phigbitis /
1 IV site appears healthy Observe cannia, 0
One of the following signs is
9 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site A
3 ;:‘éoegli‘dtgﬁtfollowmg Signs Early stage of phlebitis / 5
Pain at IV site Redness Resite Cannula; J
‘Q‘L'igé;{l? following Sigs are Medium stage of phiebits /
4 Pain aloﬁg Path of cannula Resite Cannula Consider 3
Redness around Site Sweiling Treatment el
2\?'3;;{] g;glmg:gﬁ;gns are Advanced stage of phlebitis or
5 | Pain along Path of cannula the start of thrombophiebitis / 4
Redness around Site Re site,Cannu\q Consider
Swelling palpable Venous cord | neatment b
All of the following Signs are
evident and Extensive : Pain ,ti\]dvanced stage of
6 | along Path of cannula Redriess | thrombophlebitis / 5
around Site Swelling palpable Initiate {reatmgnt Re site -
Venous cordpyrexia Gannula
ey Signature of the Nurse

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

Signature of Shift In Charge :

SIGNAITE vt eeseseesesemssseseesraees NAMIE I crecretrecreserce e ceseesssresssnsessnsenssrassans

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

Signature of Ward In Charge :

SIGNAUNE : ovvevrerrreensrerrnsassreesenssssseresssseens T [
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Morse Fall Risk Assessment Form
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It takes a lot to treat the litte.

v
¥

| ‘rthRight
BY 2AINBOW HOSPITALS
Your Right to a Safe Delivery

Date / Ti ) (LA
Choose Highest Applicable Score from each Category ats/ Time 26 I 6 2(’/( /Z %/;/ i Fall Risk Grading
o |ty M) M4
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mnrse;h::lsl )Scnre Action
Secondary Diagnosis Yes 15 | o [ 5 L 5=
(more than one diagnosis) No 0 -
Furniture 30 Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 @) @) o)
IV / Heparin Lock or Saline :es 200 2.0 0 20 Implement
° Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 rrteventlgn
ention
GAIT / Transferring Weak (uses touch for balance) 0 iervent
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 PR Risk Fall
Mental Stat High Risk =51 :
el stae Orented to own abilty : Proseron.
Total Morse Fall Scale Score: ’qu’_’ 25 Qs
Signature ﬁ//] @/ ) 322

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

[ ] Hourly safety check

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

Time :

27 /8 24

LITee
[

6| £ >

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

4. No limitations:
Makes major and frequent changes in

S—

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.

Mobility Makes frequent through slight
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. - Lf L7
without assistance. to completely turn self independently. independently. Lf
2. Chairfast : 3.Walks occasionally: 4. All patients too young to ambulate; |

S Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

Activity The degree 1. Bedfast : 5 : A ; : i .

of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a L( (T

=

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist aimost 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

skintci)s\ﬂczse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
% mois?ure Dampness is detected every time 8 hours. every 24 hours. L[
patient is moved or turned. L] L_/ \'(
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 IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4, Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| HighRisk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




w L.
Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are deemed at risk due
' to aktered mobility, consider occupation therapy referral for advice
\ Regular Turning Schedule ' ‘
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear gp y
o Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
N « Use the Same Protocol as for “At Risk” Patients .
13-14 Moderate Risk Gel pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
o « 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 maitress 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 matiress overlay
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Pain'Stofe ' Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Eacters Educated -lmervent:on Sign
] Continuous | [1 Acute (] Sharp (] Dull "I Increasing | ] Yes
;26[6 ahm | & A | O Intermittent | [ Chronic {JAching [ Burning | [J Decreasing | [J No A ‘ﬁ))
1 Continuous | [ Acute (] Sharp [ Dull [] Increasing ] Yes
9% l b || Hrn o A (] Intermittent | [ Chronic (] Aching (] Burning | [J Decreasing | [ No A L;P/l .
(! Continuous | [ Acute (] Sharp [ Dull [1 Increasing | [ Yes W
%1@ ‘)/BYY\ @ \U}— [ Intermittent | [ Chronic ("] Aching (] Burning | [J Decreasing | [ No H @_
] Continuous | [ Acute ] Sharp ] Dull 1 Increasing O Yes W
C / ( [\l "By
2'7/ G Gﬁf\ O f\r‘ﬂr ] Intermittent | [] Chronic ] Aching [ Burning | (] Decreasing{ [ No N %‘
(1 Continuous | [ Acute "] Sharp ] Dull ! Increasing (1 Yes .
P %4
W-”ﬂf bM 0 ) !ﬂ mj ] Intermittent | [ Chronic (] Aching [ ] Burning | [ Decreasing | [ No
o F/ G 1 Continuous | =Acute 1 Sharp (] Dull [ Increasing | [ LYes A
WT‘/) 0 / lo| N ‘;} L Intermittent | ) Chronic (1 Aching  [] Burning | [ Decreasing | [ No ﬂ
1 Continuous | _[L-Aeute |L.Sharp (] Dull (] Increasing | [L¥es WA
')/g' 6 6]11"/‘ 0 /l 0 (VA o Tntermittent | 1 Chronic 1 Aching (] Burning | [ Decreasing | () No ' L
v & N - . , ~ ~ . —
1 Continuous | [ Acute [ Sharp ] Dull [ Increasing [ Yes AN
v : oL e ) ) e (A
?‘/ C[u GH"I/) / Mﬂ' 1 Intermittent | [J Chronic 1 Aching [ Burning | [] Decreasing | [/ No - C—ﬁj.-«
[ Continuous | [ Acute (] Sharp (1 Dull [ Increasing (] Yes
[ Intermittent | [] Chronic (1 Aching ] Burning | [] Decreasing | [ No
[} Continuous | [] Acute (] Sharp (] Dull [ Increasing ] Yes
[ Intermittent | [ Chronic (] Aching (] Burning | [J Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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/" # PAIN ASSESSMENT TOOLS

L
FLAGC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
. SCORING
CAYEGORY
0 _ 1 2
. " | Occaslonal Grimace or Frown, Frequent to constant frown,
Face ; No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normat Position or Relaxed Uneasy, restless, tense Kicking, br lags brawn up
| Laying quietly normal position, Squirming shiffing back and . .
Actvty Ty hunmatp ot Arched, right, o Jerking
Numerical Paln Scale {Obstetrlc and Gynecology) -
1 1 | | 1 1 1 1 | 1 | Moans o whimpers occasional Crying steadily, screams of sobs,
| ] i i 1 I 1 ! i  — Cry No Cry (Awalko or asleep) i i
0 b 2 3 H 5 8 7 8 H I complaint . . frequent complaints
NaPehn Pos:viglrus:’ain . Eeassured bgr uccasiur:jal touching,
- i Content, relaxed gging, of being talked o, Difficult to console or comfort
; Consolbilty distractible
* Neanatal Paln, Agitation and Sedation Scale (upto 1 Moﬁlh) ® . \‘& "RNE RN
1] 1‘-
Assessment Sedation Normal Pain / Agitation
- ‘ Crlleria —.
! Wong - Baker (Pedlatrics) Above 7 Years -2 -1 0 1. 2 P
Crying No Cry with painful | Moans or crigs Appropriata Erying Not| irritable or crying at | High-pitched of silent-
Irritability stimuli minimally with painful] imitable intervals consolable | continuous cry
0 2 p ) 8 10 stimull 7 Inconsolable y
No Hurt Hurts Litie Bt Hurts Litfle More Even More HurtsWhola Lot HurtsWorst | Behavtor State | No arousaltoany | Arouses minimally to | Appropriate for Rastless, squinming | Arching, Kicking constantly avake
stimuli stimuli gestational age Awakens frequently | or ‘
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement {not sedated} '
/ Faclal Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No axpression with stimali intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tong tdecreased muscle | fest clenched toes, fists | toes, fists, or finger
tone Normal Tene or finger splay splay
\ Body is not tense Body is tense
Vital Signs HR | No variability with  { Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
RR,BR Sal, | stimul variabifity from normal for from basefing baseline, 5a0, less than or N
Hypoventilationor | baseline with stimuti | gestational age 5a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

- ' . 1
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HOS pital BY RAINBOW HOSPITALS
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CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name:  p. paTORTR Yeuserry | | Dateof Delivery: 6 |6 ho ¢ .
DR PRIVASARSHMime of Delivery:

Assistant Surgeon: TR QOKTH: 14, } DR\EC NA Q130 AN

Anaesthetist's Name: DR. AOREEN, - Gender of Baby: MALC

Type of Anaesthesia: QP v\t PRASTHES B Weight of Baby: 2.940 kq
(@)

AGPAR Score: Q q.
NICU Admission: 1 Yes Lo

Neonatologist: PR . DRESHANTIR
Scrub Nurse:

QN rFTPERs
Pre-Operative Diagnosis: GuPiLfo ] 2 ks 7 Core o OHA AGnfie T A Cercbfﬁt_.

L Aective &7 Emergency Indication: ........€ \00*‘\35&@3 ..........................
Urgency . \ \‘(Lt\'\ £
ﬂ C] Immediate Threat to life of woman or fetus P\\:;e\a ™M\ S
] Maternal or fetal compromise not immediately life threatening Pé\\\t\ﬂ &m MmN VS

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

CTG DeSCription: .......coevveveviereeveeeceenecrieeenas =1 SN

If there was a delay give the reasons: ............cccoeeuee B TR R R SR SRR SR e bR SRR A T NSRS

Surgical Procedure: { lectiye 1SCS

Post Operative Diagnosis:

poo-O
'
Peri-Operative Complications:
Amount of Blood Loss: 2 Obu_,_f Blood Transfused (in ML): /B

Name and Number of Surgical Specimen sent for examination:

r(p

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




* 5&\73 dl.\\‘\K!% ':33 Df' R;JCL:(L:WJ

8 C‘Dsurc
Examination Findings when Appropriate: 1//
Presentatiom.@’ﬁephalic 1 Breech CTOther v Cervical Dilatation: ........... T i e cm
5th Palpable: ................ C/&’ ....................................................... Fetal Position: ................ et
Staion; [<3 0O-2 O-1 0O0 O+1 O+2 Moulding: _ =~ None [+ [I++ [I+++
Caput: T+ [I++ [ +++ Meconium:_=None [1+ [++ [1+++
Bladder Catheterized : W 1 No Urine: [-Efear [ Blood Stained
Skin Incision: - Pfannensteil L] Transverse ] Midline C3 MBI 1eveenssorasvermminesontobsdsihibiiosss
Uterine Incision: [ kower Segment [ Classical [ Inverted T 1 J Incision 24 Excess €, cleny l,‘a‘m\y
i - O ) Thi i - :

Pre_\.rl-ous Scar: Intat_:t ] ;Thlnnedout I Ruptured =+NoScar , Ardomira! cerclase
Incision Through Placenta: [ Yes . [J-No~ pwsm\- el
Delivery of head: (<1 Manual _L+Forceps
Liquor: Jetear [ Meconium: C!| o LI CIBlood [ Offensive ] Not Offensive
Delivery of Placenta: T Manual  _[OGET ..o __—+Complete ] Incomplete ] Piecemeal
Cord Appearance: ...................... s Jeca.t;?‘.\..@u..nmm\. .......................... Cord around the neck [l Yes | CINg~
Abpearance'ofplacenta: %\ ............................... Cavity explored \J}YeS/ “1No
Uterus, tubes and ovariegz/‘Qfﬂ'ormal ] Not Normal Sterilization: Tl Yes__[ND &_,‘
Uterine Closure: "I One Layer __~Two Layers .., Wiem! No =y Suture
Peritoneal Closure: [ Pelvic L Abdominal IRY o RR— Cod@ s Suture
Sheath Closure: \lewgl 20 Suture
FatClosure,_~Yes INo @}WOB%\R‘*: Suture
Skin Closure: /Dgubcuticular LI Mattress e, Manocm.3.79...... Suture
Vagineal Evacuated _LrYes [1No
Drain: [1Yes N0 CIRemOVe i ......cccovvvvveernne days [ Await instructions
Ctheter _J+Yes [ No [JRemovein.......  SEPTR days [ Await instructions
Swap & Instruments count correct? [J-Yes [ No [ Post-op Antibiotics s  LINo
Intra-Operative Antibiotics Cover: «+7Yes [ No ! Thromboprophylaxis ] Yes }'ﬁo
POSt-0pErative NOtES: ...............cc....me. S B0 A AT MBS e -
SRR A T~ TN < SR
............................................................... ’@D‘C;szcmw\f“m@&m
................................................................ - :f“fs,’\ro(‘ﬁég&gl)h\:\mm\ﬁhtbrﬁ{)\«ﬁ\am
. . S T T (R oy o Ao
'j\ﬂewklj ..........................................................................................
.................................................................... sk facc'-sswe‘ﬁ‘?ecth/\:
.................................................................... O O N L & X OO PSR TRU TP OR U

v ks g
Doctor Name: .......... ... acim OHGJB Doctor Signature: ......> Q®W~ ........................................ _,”
Date & Time: ......... Zfé.{ﬁ..[?:?%‘.;..- ...............................



- JlCAL
SAFETY CHECKLIST

| Scrub Nurse : ... AL

Surgeon : )ﬁhx‘) Padanz

Asst. Surgeon : . [u%.... LB i pum
Anagsthetist : . D,)? ...... 4"4:

HNH-00005218 |P26-00006652
Mrs KAJAL THAKUR
31011004 aﬂ 260D (F)

Dr, PADMAJA YELISETTY

S IIIIIHIIIIIIHIIIIIIHHI|II|||!IIII

gz
inbow® ®

N -
Children’s BirthRight
Hospitai BY RAINBOW HOSPITALS
18 takes R 1o ek the e Your Right 1o & Sale Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Pulse Oximeter on Patient & Functioning =Yes [1No
Does Patient have a:

Known Allergy? SYes [INo
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available OYes N0
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned L¥es £1No CINA
Blood Units Reserved LlYes CINo CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? LY¥es CINo LINA

Anticipated Critical Events
Surgeon Reviews:
What are the Critical or Unexpected
Steps, Operative Durgtion,
Anticipated Blondll’;gls'?
Anaesthesia Te iews:
Are There Any Patient-specific Concerns?
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked. CYes TINo

Signature ..... W ..............................................

vﬁ
v/wNo C1NA
pM
uxémﬁ?f CINA

G
gx@ CINo C1NA

[1Yes CINo CINA

W&” 'W“

d

-

H

i SIGNIN  Time:.. fiucmmn... TIME OUT Time:..ﬂ..‘.h?ﬁﬂ""l SIGNOUT  Time:.......ooooocee
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity s [INo introduced themselves by Name and Role " Yes 1No The Name of the Procedure Recorded “¥es [1No
Site #Yes [INo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure #Yes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ _2¥es C/No [JNA
Consent #Yes CINo Correct Patient (Check ID Band) CYes CINo The Specimen is Labelled (including
Site Marked CYes CINo CIMWA Correct Site Yes CINo patient name) (%S. CONo CINA
Anaesthesia Safety Check Completed ~ (-Yes L'No Correct Procedure (1Yes CINo Whether there are any Equipment
Problems to be addressed HYes CINo CINA

4Fl'u Surgeon, Anaesthetist and Nurse:

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

DAL
ggg%

~F+Yes [1No

\6]*‘"
@ 4PN

Signature ...........c.eeen. %\k“ﬂ\/

Name ONQ:\\‘W} ........................

- PAU JERM / CLINICAL / 111
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)

" PATIENT TRANSFER FORM

z

Rainbow® . L
Children's | @ BirthRight
Hospital .MLHOSPM
It takes @ lot to treat the iittle, Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
A ¢
NS W@ﬁ sulifxe 40 24 28/t bé@ 10:200m
Treating Consultant Name Transfer Ordered by Reason for Transfer
v Hbvearvin o bsevelton
-A’rﬂ eed)
From Unit To Unit {‘ Information to Attendant
) ?(e - W J YestT No [ |

Number of Sheets in Clinical File

Number of Imaging Films

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

- _
‘j/\ Yes[ | Noy——"
4 —
/ If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

1.

P \
2
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes| | No[ |

@w/“

Name & Signature of Person who is Transferring

D

Name of Person Ordered Transfer

- (A{A\NJ/‘V’\

Patient & Clinical Records Received by :

@i

b

Date & Time of Patient Received : &g [’ } / o &JL A pA
/

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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r. PADMAJA YELISETTY

B (I

"z
Rainbow"® . T
Children’s o BirthRight
Hospita] . BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery

wuSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Baseline Information:
Admission From: O ER

\)Zfélugu

Primary Language:

] OPD ;)dﬁ?sion Desk
_LEnglish W

[] Others, SPECITY .covcveveeiereireieie e
I IORREIS, SPACHY «rvmvnmsmsiasits

Doyourequireaninterproter? [1Yes [LINO YRS SPBOHY cicvviivinvimmnmossesnussenssisssnassmsvismmssnistsninsussssssssasssstasessnrs e narssnsosnsrsassasens
Source of Information: y’éi’ent [ Family L OHhers, SPBOITY  cussiniasiassissikosionss sosiommrasssssssrsisn b sasisnsorossonsss
Allergies: [ Yes \;/Nf [ Medications (1 Blood Transfusion ] Food 0111 SISO
IFAES, BTN . ocusannsassesmonirosssansissssssimssissasssnssssrass s iosasea s s as eSS S EE S W e o S S AN S eSSBS s TS
Chiet COMPIAINES - oviviiiinismsas it it St s SIS SRS e s Doctor Notified on Admission: Yes "INo
le(j ...................................... NAMIE OF he DOCIOES ....cccsivimessisismssasinsismssssinssises
................................................................................................................... Time Notified: ........ccoveiei e
Past Medical History: Obtained From [] Patient [ Family Member  [1 Medical Record [] Other (specify) ..................

Past Medical History

Past Surgical History

Previous Hospital Admission

MAA

A

A -

Gynecology Assessment: [ ] Not Applicable

Gynecology Surgical History:

Gynecological History:

Current Medication:

Previous LSCS: ...

u«h‘ﬁ [ Yes,

If Yes, Fill the reconciliation form.

Menstrual HiStory: .........cccooiereninesennnns Caesarean Section: [I1No [ Yes Contraceptives: CINo (JYes
................................................................. Cervical Cerclage: [ INo [ Yes Vaginal Discharge: [ INo [ Yes
Onset of Menarche: ........c.cccoevveeeeereennn Ectopic Pregnancy: [1No [ Yes Post-Coital Bleeding: I No ] Yes
Menstrual Cycle: (] Regular [ Irregular | Myomectomy: CINo []VYes Infertility: [INo [IYes
Last Menstrual Period: ..........coeevveviciiennnns Others: If Yes Type: [ Primary [ Secondary
Obstetric History: B e e e e T B i

Family History: _E'No/Abnormalities Detected

L[] Heart Disease ! Hypertension (] Diabetes (] Stroke [] Seizures I Kidney disease
L] Liver disease (B[ GRem—— A AR A YA A AR e A VRSP AR
Vital Signs / Measurements: Temp: Q,GQF HR 85'— RR:..20.....
Bp: 10| 3K Weight: ............... Height: ............... BME: ..

Pain Assessment:  Pain:

[ Yes W (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151

(PTO.)




IPH-ONNG!!Z

e

- PADMAJA YELIS

"

i PHYSICAL ASSESSMENT
General Appearance: ‘;P@l;hy LTill looking [] Anxious [ Agitated L1 Others: .....veeeeeeeeeeieieanns
Fall Assessment: [ Yes D@ Score .....QC........ (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ Yes Q,No/ Score........ i (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
I Mobility problem "I Walking Problem J}Nﬁ)normality Detected
O Developmental Delay L Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: /- No Abnormality Detected
LI Overweight LI Poor Appetite > 3 Days ] Needs Therapeutic Diet.

[-1Under Weight [ Diabetes Mellitus U1 Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
_J Calm & Cooperative ! Restless ] Depressed I Agitated (] Confused
B 4

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single B’ﬁrried (I Divorced []Widow
2. Special Habits: Smoker: [ Yes T;Nﬁ Alcohol Abuse: [ Yes l;}ko/ Drug Abuse: []Yes __Ne~

S0CIal HISTOrY: LIVES WItN ..o bbb

Orientation has been given regarding the following aspects:

Call BellinReach: [1Yes [INo Waste Disposal Explained: (1Yes [INo
Infusion Pump : [1Yes [INo Hand Hygiene Explained: [ Yes LI No 1 Others
Above information given to mm% ...... .

~

Name of Person Orientation was given to: MYS\LO\

Orientation not given Reason: ............ccccovvevenisninincneninan, 'N\}S( ......................

Nurse Signature: .................. 4;E“’I ..................
Nurse Name: .................: 3_1.4.1 a)H’IC(\ ..............

pate & Time: 26.16.\26..0....- Lo fronD
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szmwa:nmso F) R g/é
_ ainbow” ® . L2
Dr. PADMAJA YELISETTY Chlldren s BlrthR|ght
B 0 TR Hospital _ | {)msnmsinns
OBSTETRIC TRIAGE ASSESSMENT FORM
Date: %léllé ................. Time of Arrival: ..........&.nm7\..  Time Seen by Nurse: gl@ﬂ‘n\
1) Level of Consciousness: D’C@scious 1 Semi-Conscious 1 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 [ Preterm Labor/ Labor
U] Decreased Fetal Movement [ Spontaneous Rupture of Membrane / Leaking Water PV
] No Fetal Movement ‘ CIOther REASON: <o immmans i oo
3) Vital Signs: Temperature: é\gF Pulse: .0S... RR:.2°.. Sp0,: .59, BP: H.QJ.BTS—Weight: .............
4) Gestational Criteria:
Gravida: G P L A
| o e e EDD: oo, Gestational Age: ........ccccovvveveeveiiiiiee

Uterine Contraction 1 Yes [JNA | Onset Time Frequency:

Membrane Rupture ] Yes [0 NA | Onset Time Fluid Color:

o
Vaginal bleeding [ Yes p’ﬁé [JNA | Onset Time Amount:
o

If Yes specify: Headache / Visual Symptoms /
Pain Abdomen / Vomiting

Good fetal Movement y(e's O No | C1NA | IFNospecify:

Pre Eclampsia Symptoms | [J Yes 1 NA

5) Pain Screening: Numerical Pain Scale (NPS)
/\ | l | | | | | | | |
[ I I [ | I | | ] | |
0/ 1 2 3 4 5 6 7 8 9 10
ain ’ Worst
possible pain
O LOBAION: ioiscssos i 5n 7 ve 75 s oon3 A eSS R B o i BB A B 0 4R A A 1 Pt i S R RSP A R RS
& DURaHON: siviinomimmminimas e s v s ssam e Days / Weeks/ Months (Strike out which is got applicable)

N B 1 1 U T e

L e e R
« |Interventions: ...7t... f\,L;ﬂ; ....................................................................................................

6) Past History:
i L

D) Medical i vianeion vl Mk ) AR S S TR A AR B AR 3 S K Ak A A Bl R A i R
Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0)




HNH-00005218 1P26-00006652
Mrs KAJAL THAKUR
31-01-1804 2Yam26D (F)

i
7) Allergy:
8) Current Medica

T

tions:

9) Prenatal Medical History:

Dfl‘ﬁne

[ Chronic Hyp

ertension

(] Gestational Hypertension

LI Diabetes

C1 Prenatal Vitamin

C1 None

1 Gestational Diabetes
] Low placenta
[1 Others if yes, specify

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0OTAS)
[ Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

C] Category II: Emergent (Time to Physician: <

C1 Category III: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
ategory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
1 Category V: Non Urgent (Time to Physician: = 120 minutes & Reassessment: Every 60 minutes)

OBCU Obstetrical Triage Acuity Scale (OTAS)

| Imminent Birth

Suspected Pre-term

15 minutes & Reassessment: Every 15 minutes)

TIVES TR0, 1YS & o |

L0 OBNBES: et ee e e et ene e ere s

Level 3
(Urgent)

< 30 minutes

Every 15 Minutes

Signs of Active Labour

Signs of Early Labour/

 Level5

Discomforts of

Seizure activity

and / or headache, visual
disturbance, RUQ pain

associated signs and
symptoms

Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
- | Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
. Mild hypertension
Hypertension > 160/110 >140/90 with/without

Abnormal FHR tracing

| Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

Acute onsite severe
abdominal pain
Altered level of
consciousness
Cord prolapse
Severe respiratory
distress

Suspected sepsis

« Major trauma

« Shortness of breath

« Unplanned and
unattended birth

« Abdominal/back pain
greater than expected in
pregnancy

« Flank pain / hematuria

« Nausea /vomiting and
Jor diarrhea with
suspected dehydration

« Ongoing assessment
from out patient clinic
(for hypertension, blood
work)

« Minor trauma (minor
MVC/fall)

« Nausea/Vomiting and

Jor diarrhea

Signs of infection (ie

dysuria ,cough, fever,

chills)

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: .............

Nurse Name : .........

Date: ‘36’6]25

SN o

Time: .....@.»..gm?m

Nurse Signature: ........ gﬁEAﬂ .......................................
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It takes a k:t to treat the little. Your Right to a Safe Delivery

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
%-3 Yes ] b.No

2. HEIND, BBASOM ..ottt et e et es s e s s s s e s e s es s es e s e s essen e s e s esseasen s e sees et eneeasaneea e s eAeeasen e s e e et ene s e ne s enneans

3. Nipple condition:

) .
a. Nipple well formed
[1 b. Flat nipple
[J c. Inverted nipple
[J  d. Short nipple
4. Milk flow:
(1 a. Good
b. Drops of colostrums
O c.Dry

5. Steps for Positioning and attachment:
[] a. Baby goes to the breast
1 b. Mother always sits with a back support
~ [ c. Ear-shoulder-hip should be in a straight line
L] d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




6. Was the position explained: '
0 a.Yes
] b.No
7. For Caesarian mothers:
[J  a. Mother is required sit and feed from the 4th feed
] b. Please explain football hold
8. NICU admission: (O
[J  a. Mother needs to stimulate her breast for 2 min every 2 hours
9. AOOHORE NS ...t R RS s e o e P BT P T T  sioies
L 4
Continuity of Care: Date: Qéléb"
D ASsess Mo pt Condi e
A
— WheS o dhackd g oece>did
S Tlo chestt  paipteur {
AL Gmulzl BB DAL AN
W
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V"m'ﬁﬁi’n‘ﬂ‘iﬁiﬁimﬂiﬁ:ﬁm ﬂ URINARY CATHETER BUNDLE CHECK LIST Hospi ‘Ezﬁm@'ﬁgﬂ'

Date of Insertion: ..... 9\6\ 6. \25 ............. IDat(ra of Removal: ..........coooviiiiiiiiiiinn
Parameters Date Shift Time b/é\ & \*1«"‘; -~
Need for the Catheter /DJ(es CONo | COYes CONo | ClYes [JNo | ClYes [JNo | ClYes CINo | ClYes [INo | ClYes [CINo
Hand Hygiene +~Yes [INo | [JYes [INo | ClYes TINo | CIYes [INo | [IYes [JNo | [lYes [INo | [JYes [INo
Usage of Sterile Equipment /Qfes CINo | COYes [ONo | ClYes CINo | [IYes [INo | [JYes [INo | [lYes CINo | [1Yes [INo
Is the Collection bag below the level of bladder /Ef@ [ONo | CIYes CONo | [1Yes [CINo | CIYes [INo | JYes CINo | [1Yes [INo | TI1Yes [INo
Check the Tube for Obstruction (Free of Kinking) /foes [ONo | COYes CONo | CJYes [(ONo | [1Yes [JNo | ClYes [INo | [IYes CINo | ClYes CINo
Is Catheter dated as policy _Li¥es [INo | LlYes [No [iYes CINo | [JYes [JNo | ClYes [INo | [IYes [INo | [IYes [INo
Collecting bag is been emptied regularly? JH¥es [INo | [lYes CINo | [JYes [INo | ClYes CINo | [lYes CINo | [ClYes [INo | [lYes [INo
Maintenance of closed system for the catheter _Aes [No | CiYes CiNo | [0 Yes [(INo | CIYes CINo | [JYes [INo | [IYes [INo | CiYes [INo
Dressing clean and dry? | | _+Yes [INo | ClYes CINo | [lYes [INo | ClYes CINo | CJYes CINo | CJYes CINo | [lYes [INo
Is the line removed as Policy? /EW@ [ONo | ClYes CINo | [IYes [ONo | CIYes [INo | ClYes [INo | CIYes CINo | ClYes [INo
Performance of Perineal Care [l¥es CINo | ClYes CINo | [IYes CINo | CiYes [INo | CiYes [INo | CIYes [INo | ClYes [INo
Onset of New Fever CYes NG | ClYes CINo | [Yes CINo | CiYes CINo | ClYes CINo | CiYes CINo | ClYes CINo
Asses for the leakage at the site of insertion “lYes INo | CIYes [INo | [IYes [INo | [IYes [INo | [1Yes [INo | ClYes [INo | [Yes [INo
Name of the Nurse SJ-*—!‘/X MD\
Signature of the Nurse /?—4/1

Docu. No. : RCH /FRM / CLINICAL / 114
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Patrent Stlcker
B )’ Hospital BY RAINBOW HOSPITALS
It takes 3 lot to treat the Mtle. Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 2;?/15/.2{ ........... Time: 7 ..... SC/N{) ..........
Origin: ......... ﬁL(\alJ S AN Height: ... 1S4 L) Weight .. T2 a% BMI: :§§ tg//m:
~ 30 kg/m’

FOOQ AIErgies: ............... ),NJO ................................................................................................................... Qf? e
Diagnosis: ........ ZSC—S ..............................................................................................................................................

TypeofDiet. O Liquid oot O Normal O] Diabetic
O Vegetarian Dﬂﬁ-\legetarian CJ 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: ........... % ....................................... Signature: é@éf% ....................................
Name: }@ﬂ MM ...... et Name: S#Qﬁdg'@éf’ AM

Date & Time: 2/7 ) ,/4«5 s j L Q. Date & Time: .{J/ﬁééngbm

Doc. No.:ncnfmmcumcu.ms (RT.0)




DIETARY NOTES

Date

Time

Notes

Sign
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Rainbow” . —_
INFORMED CONSENT FOR SURGERY OR Children's ‘ BirthRight
SPECIAL PROCEDURE Hospial | @I
Patient Name : VRS .. X AR TMAROR'  Gender: [ Male > Female AGE ! oo i) g\i RS ..
UHD No: BN - dcoos 2\& Date : RE\K\2 02 6

Instruction:

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

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

CL@ e T e R G e

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

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

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untowar eve tthereof.
Lleedy S wnd u:buhA \Dtec&u&mun ) need

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

. ﬂa R o T P Pt T.\_QD&ICZ;'QLQ
L\_D._X‘k\.‘(b

1. Ihaveread and understood the information provided in this form g(xzc_\‘r ™ g PO%“SX) i"i
2. My doctor had adequately explained to me the operation or procedure along with the complications written above, alo%\(
€y

with the risks, benefits and other information.
3. Ihavehad achance to ask my surgeon questions. S\L»\‘ N \D&&c;\\ ohn, Cu} \—o bq\m
4. |havereceived all the information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance ofthe operation or procedure & \/\
Name of the Doctor who is performing the Surgery / Procedure: ........ 3. ‘.‘. O B A b S oSN 5.?}.& ...................
Consentee : Patient Altendant
Signature : . 10 R . A RS

Name : .. }elﬁ..a\ Cl/( ................................ Name : ... ...s»L‘-‘*’\ ...........................
Date & Time : gLL:) U;D ' q,ﬁj @ B‘?f’f‘/\ Relationship with Patient: .. H”q
Date & Time : ...Qué.ﬁ [%%C%‘ﬁfl"’]

Witness : m Q\Q&}‘A‘ Doctor (who is taking the consent) :
\
Signature : ... \LLCACLAA A .o, Signature : .

Lol m OLQLQMW qL e Name: ......... WM?\"T"’:EM .................
ol LB (Guﬁldz,{o@r@\@vm Date & Time : ...cX. 6’[6/1{3% @ FAm.....

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




CONSENT FORM FOR GENERAL / Chicons ‘525&2‘11225
REGIONAL ANAESTHESIA / Hospital

MONITORED ANESTHESIA CARE

Patient Name /MW .................. W .................................... A ge:%.’. ............ Gender : Male OJ W

UHID NO:

Anaesthesiologist : gf ........
Operative procedure planned : ..................... ’f/‘(w .........................................................................................................

¢  PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesihesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

Specific High Risk (s) : The doctors have explained to me the details of the high risk involved due to the following medical

problems and | have sought necessary clarificaticolryv doubts.
O Heart disease O Hypertension iabetes mellitus [ Renal failure
- [ Hepatic disorders O Shock [ Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis

O Incapacitating Cronic Ob§tructiv Pulmonary Disease

O =Gt .. el NM//WJW ..........................................................................

1110 e

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

| hereby authorize Rainbow Hospital & its authorized doctors to perform upo my patient
............................................................. the above mentioned operation / Diagnostic / Therapeutic procedures

" | authorize and give consent for anaesthesWal/ O General Anesthesia / CJ Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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




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

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

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

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

- Pregnant : es 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 Atte

1[0 0 11| [ el I 57 ot s e o O

Name : ..oovevcreere e Mjat// ................

Relationship with Patient: ...

Date & Time : %\b[%@w

@



b sy .
Rainbow® ® - N
chidrer's | S BIThRig

" PATIENT TRANSFER FORM Hospital |

U\

Your Right to a Safe Delivery
Patient Name R- I l“;';o:";z Date & Time of Admission Date & Time of Transfer Order
HNH-00005218

KUR
T:'nﬁmm 3zvmzoo (F)

3 it tlelae @ 6:0am | Q6]6126 @ R

I \\\\\\\\\\\\\\\\\\\\\\\\\\\\\ Il e e

DR EL - Lscs
\ﬂ%
From Unit To Unit Information to Attendant
Yef.;]'“/ No|
Poe ~pogt R OT
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Yes|[ No|[
a — \ - T o
3 If yes, what ?

Medications / Consumables / Surgicals / Hand over

S|.No. ltem Name Quantity
' | RL- s0omt O
2)
3.
4,
5
Shifting Summary / Notes Written by Doctor: ~ Yes| | No| |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Suatha Loy [DR. Veena

Patient & Clinical Records Received by : /Q

T

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 || Nurse not Available || Available Bed not ready

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




PATIENT TRANSFER FORM

%

Rambow . -
Children’s @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the littie Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
E,'EK?;:.L:Z;P:AKL;: 1P26-00008652 96!6'76 &« b ‘ZAM %(Gl%@ 3‘\0f>l\n
| Dr. PADMAJA YEL Y ‘ M 260 () % o : <

mnmmummumummum R e
s | "
DJQ— ose s OhSeroM o
From Unit To Unit Information to Attendant
Yes | No|

P~ go Sk

Peooy,

Number of Sheets in Clinical File

£

Number of Imaging Films

—

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

Yes[ | No|

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No.

ltem Name

Quantity

L EL — T oM\

©

4,

5.

Shifting Summary / Notes Written by Doctor :

Yes[ | No

Name & Signature of Person who is Transferring

Kig.

gﬁ! ’/,J/LL

Name of Person Ordered Transfer

DR . Leeno

Patient & Clinical Records Recei\%d by :

Date & Time of Patient Received :

é Privanke  p4le [20
P ' :

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




2
: inbow® . . .
Department of Anaesthesiology E?\li?dl‘%\:'s @ BirthRight
PRE-ANAESTHETIC EVALUATION Hospital _ | () smemmarons
Name: /M8 (ATHC THALY Age: .2 Sex femile UHONo: ANH = T7/E
DAte: ..ooooonerreeee /6 ........................... Time: ... B0 ... Proposed Operation: /«,{CA(‘I}D) ........................
Diagnosis: ...... é‘/’tjbl'q"/ ........ v “’k ,ij' ........ < ...QQRV!CﬁL. CEeRAPGE ... . TTNEIT oo
BP/CRT: e HRL o Weight: . 7£2.&.  ASAPhysical Status: 1 02 /3 04 05
a| b Laboratory Data:
Hob: A3 GILCOSE: vvvvovoveveemrerreereerse PTOBIN oo HIV: o D L e —
A = =T UMBR oo PRl e SO HBs Ag: .| Y& e
wec: 1480, T Total Bill oo HOV: e 2D ECNO: .o,
Plate:&ﬂﬂ.\.ﬁl-}) Na: . v DI BUE eoeeeerreeseceesreerene Blood group: gf"’ Stress/ANgIO: .......eveeeee.
A O (I K o LDH: i L T e e A Other: .....ooevererecienes
25 [ SRR S——— Gl 4 i AIKPBOSE i T4 ... Q‘M,,‘ . M.g_,,#
IR ississasinssaians Mg++ e ATYIBSET cesseansaausias e p M‘ "
Cl-:.. . SGOT/SGPT: e Niogles: NEOA.

Medical History: ~ CVS:

RESP /VOWWW M.é&c«//tw&w

Diabetes : ‘40,],{

/8 weeks on medhiadeon

NS Jrgient n/cs- WW

MWW

Renal :

Vaceinated. & Wb AOA. pid dive-

Hepatic/GE:Mc-/%‘;ﬁ,‘/ er P AMSCAMMYEr .

Physical Activity: A/v474 — ,Z' M

Others :

VD U/o ZA’

L2

ey

Past Anaesthetic History: /’ﬁf:r C. Stk ¢34 /MW e $6a - MWﬂ

Physical Exam: WW coheent -

Airway: MP1@3 4 Mouth Opening: 4.6{1, Mentohyoid Distance: 3% Neck: @ Teeth: M,Ga/—
Lungs : / ; ‘

Heart: / W

CNS:

Pregnant._>Yes [INo [INA

Venous Access SWDIDB Exam for regional : gllame

Anaesthetic Plan: ' MAC ;laﬁﬁlom [ GA-ETT [ LMA

Fes. a0
(% \Zafc)

Peri-Operative Plan Explained to the Patient: ;2@? 1 No
CURRENT MEDICATIONS ‘ DOSAGE

METFOAMIN  500mg 1 — 1/

DEGLUPEC yo— X —— &

gcopur /50 (orpprg)

$usTEN Joory (onptiy )

Cdl//'b/ Dy

Signature: ';I%"//

Docu. No. : RC

/FRM / CLINICAL / 044

Pre-Operative Instructions:

ey /jV/gcT /. 7?#-7/’7/&&.

1. DVT Prophylaxis :
NIL DAL 251008 2y EHourz
Others 6 Hous WATER EiOUrD
Informed Consent: .~Standard = High Risk

. Post Operative Pain Management/ﬂf’ cussed with Patient
. Other Instructions:




e - ——— - — P

HNH-00
i w“:ﬁ;‘\ 1P26-00006652
31-01.1pp4 32 Y
Or. PADMALA vaLsarry 00 () 2z
Rainbow”
Il HIIMHIIMMMIIIIIIIHIII ANAESTHESIA CHART  Ghildrems | S BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery
Pre Induction Assessment:
Change in Patient Condition: TYes Mo Fasting Status: Adeyal—
Physical Status: | [_~Ratient Identified ) Consent Present =+"Chart Reviewed
HR: & /mt | BP/CRT: /oo )f mAf[Sp0,: 200]wk |RR: 26 b st | Last Feed: ., ,
Pre-OP Diagnosis: .......... dﬂp“L"flM—V“u Operation: .....&LECTIVE.  AQCA= . Date :
A A L
Surgeon: ......... B podne e Anaesthesiologist: .- A-oka /£ - m‘k Technician: ... ada4l...........
~JTIME EELS RILS ol fotle . 4
N,O Rl /0 LPM
HALO /S Antibiotic
Drugs:
e OxcyCin [y ¢ U~ Suppository
Blood Loss
EITUC Df SaD, Jeo | [oo[jen | fes | foo v
FCG R 4 —+—=
Temperature
Urine Output NOTES
EB[AINCEL  [H— 61> —
@ LACTRTY
P 240 =
V Systolic 220 e
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 12
100
: p
I~ A
60 A7
40
20
10 <
; o
K
LAB Values
[ GABS
Others
‘“7Equipment Checked and Temp: Induction Regional:
Funcfigpal . [ HME [J Fluid Warmer Owv [ Inhal Extremity Specify: ..
" BP b [J Cling Film ] OH Warmer I J Pre 0, LIRSl ,;,Bﬂnal [ Epidural wCaudaI
| B T 1 H— [ Hugger's  [] Cotton Wool [] Others Others: .
u/ért Site: g s Other 0 M o S6A Postion: . Ar/‘f‘) Ul,
+EKG Lead ~3tlts Times: — - Site: J_
O TempSite : o [ Airwa ] Oral [T Nasal
il Anaes Start: .. i 20AML (2 S SR Needie Size: .M th_ Depth
X * ) OP Start: .... 1 Oral [INasal [ Cuff Parasthesia [ Yes DNe
] Agent Monitor =
_—Pulse Oximeter 0P End: .. U Tracheostogy [ Topical Cathetar at skin ..
[] Capnograph Leave OR: 1 Brug Drug Name&conc 6
| Ventilator Anaesthesia: O] Awake [ Direct Vision Bolus: ....... u;-z’mus (.
Nerve Stimulator 1 GA [ Video Laryngo: (- Stylette / Bougie Infusion: .. ?U "-‘;f 2.8
. LI Monitored Anaesthesia Gare L] Fiberoptic Block Level: . AT .
Position: . M.LM \-@dional ) ) o
[ Pressuré Points Checked S Commentqu
Line (Size & Location) Transportation to /
Eye Care: 1 OVP: e [ Bilat = BS [ PACU icu Cf Other
L Oint B T ] Semi-Closed Circle Relaxant Reversed [ Yes CINo ATNA
G '\;'iw ECD[& - L1 Glosed Crele Name of the Doctor :. bi"“g"\*w—‘\
[] Padding IV [C] Other
[ Awake DIV coooioisimianmsisssiaisciasiisisiiniaios Signature of the Doctor :. w
)




HNH-00005218 |P26-00006652

Mrs KAJAL THAKUR
31-n1-1m 32Y4M26D
ADMAJA YELISETTY

"I

(F)

POS1-ANAESTHESIA CARE UNIT RECORD

)
Rainbow® - e
Children's | @ BirthRight
Hospital . 8Y RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

» M
Received in PACU by : ... 17 ol il Time Received : \],PV .................. Time Discharged : ..........ccoceeevvrennee
e —— e & et
gﬁ M gi’g IVCannuIaSrle W\M
L 230 230 | [ 0, Mask [TJ Nasal Prongs
% :fg gfg [] Tracheostomy 1 T-Piece
@ 200 200 | [ Oral Airway [[] Nasal Airway
E 190 190
180 180
S 170 | Vomiting : Clves @fo Drug: TNJ‘}W[M
g :Bﬁg :gg NG Tube ; [ Yes [ A0 \8 P)
v :g 140 | Drain: O Yes Mo
A ] 120 | Urinary Catnetw [1No
% 3;8 t T }J,‘; Chest Tube: Ol Yes [AG
S w i % | it oral CYes 0
. 80 80 C
70 70 o Q
80 T 60 T2 T R SRRt S, L e R et
& s Nl 50 | Oral Feeds: oo NEMu
& 40 i 40
30 30
v 20 20
10 G 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Akirets Score) IN 30 1 60 1 90 ouT SCORING INTERPRETATION
ks 1 move 4 exremlesvottary ot on oommand ST ey L~ | =t A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 I ?/ Discharge
Sble to cesnlmatn: & cniugh fregly = ?
yspnea or limited breathing = RESPIRATION L . . . .
Apneic =0 7 il ! e Rl Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic | =2 : ¢ toaians
B+ §3§,° o 'f’ga::i“zﬁﬁgéj"“e =1 cRouLsmon atyp{adg space below by the Discharging Physician:
f\"w av;fks lli = ? CONSCIOUSNESS > %
e on canin = I
Nu‘:ur:aspoannin; . =0 L— 2~
Pink =) .7/
Pale, dusky, blotchy, jaundiced, other =1 COLOR 2 — L7 | -
Cyanotic =1
oL q [lof1o](o
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
% 6kl Y0 M| © N £
2ol [26 \opy| O A £
s 126 \ pm | ©l©O i £
b~ L4
W | g | olo AL A —

Pain Tool Used: [ N PASS [ FLACC

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

! Wong Baker

ZINPS

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

a

a oo

Transferred to Unit by (PACU): .
Date & Time: .

Priof

Every 2 hours for first 24 hours
After 24 hours every 4 hours

r to pain reliving intervention

With in 30-60 minutes after pain relief intervention

20 flooy
.;,..c,.lb.)ﬁu,@_.ﬁf -




_ Rainbow® . N
Patient Sticker ' Children’s ( BirthRight
: . Hospital . BY RAINBOW HOSPITALS
It tokes a lot to treat the litthe, Your Right to a Safe Dellvery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
Date: v Time: ..oveevines AU Procedure done DY ........coevvveriennniscnineresssees s se st seseessonen
CSE /Spinal /Epidural Position : ....... i 70T T IO Technique (LOR/LOS) ......ccoveeen..
Depth: e Catheter at SKin: ..c.ooevevceriiievsvenneenens Attempis : oeeeeereeee ....................................
Parasthesia : YeS/NO If YBS QBTAIIS 1 ...t sescsesensss s sesesessesssssessssssssssessssssnsssnsessisesnssseseassssensassessesesbons
SOIULION COMPOSHION © ..eoveertererreeere s s bttt n s ser s s e s esesemss s saesessassasses s sasenes P ; ........ [
Any other issues :
B) rurtirsnr it s e e eSS RS e A4 e AR b At e Ra e A E AR s pe RS e R eRt AR RS see SRS es bRt bee b e R b a R e e e R bes
D) e e e e s e e et e R e e R AR SR s A e VO RS R Y RO R RV R AP AR S H RO RO esen b enees et e Ret e eanestasean
T Infusion Rate | o Level Maternal FHR Con
me | (m/hr) olus (M) | [eft " Right | BP | Pulse omments
— 1]
Delivery Details :  Time ¢ vovvvvnvccincncsnnens APGAR: ....cooerrirerenne SVD / Instrumenta! / LSCS (if LSCS Details)
Catheter Removed by and Tip IRSPECIed : .....eeeeeeecererccrsinmeieresenses et rat s ean s Rt SR RRtas vere e vrrasaras
Patient SatiSTACHON © ... Bearssesesassiare e s R bR bR R bR
1 £

Discharge /Shifting ordered by
DOCEOF SIQNALUIE: ....ooeeeeecrrerres e res e rasses e saenesnemnates
DOCIOr NAIME: ... ciercinnncnerineenmenensensessassssisasserssserans

Date and THTIE & oot irsirnsesseriisssosssssesssssssnssssssnsssansasss

U S
P




%

Rainbow”® ; Eae
Children’s & BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a kot 1o treat the Mtle. Your Righl 10 a Safe Delivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
l_‘_l‘n k/ == h | |1\J!‘I '7; \; ” bl
Patient Name; ' 2 ajq LR _ Age: N I Gender L
Pret=tooo$o1% F=vootts 6D B8
UHIDNo: B % No: ve-U L | gte 201617 frime: ‘
Diagnosis: oLl !' LVH % u ' )
PRESCRIPTION DETAILS (Tick only one of the following)
S.No | Drug Name Dosage P 3 Re'{narks
.| FentanylCitrate Inj. omegiv oo M GRTEY. B
}. Morphine Sulphate Inj. 15mg/MI e
3. | Remifentanil Hydrochloride Inj. 2MG e
— mmETE
4. | Remifentanil Hydrochloride inj. 1IMG
Doctor Name: DAy Doctor Registration No: é’?ﬁm
Signature:w W /7‘0\
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of ?%Pat%tg WO@ JEs§ent|anl Narcotic Drugs Dlspegsrdg
IP Registration No: . Data) i iaei i bvsisre s issintns
“~" Aadhaar No. of the Patient (OPHONI): ........e.....ev.veeeeereeeeieessesssssiessesssiessosesions e ssesrann
P | -~ | W /n i U“i
1. | Name: VIS K_C-j ’hﬂ F “ Remarks A
!. Cuca ‘Dn{‘. U I]A:‘ \VI
2. | Complete postal address (with contact number, if any) = H/ do ‘50 J
3. | Brief description of the illness J S (J
4 Whether registered with any other registered medical practioner / [\) 0
" | recognized medical institution ( If yes, details of the recorded) g ol ]
, , : : Fri et
5. | Details of essential Narcotic drug dispensed 7
Signature / Thumb
Date Name of the Essential Narcotic Dfugs Quantity | Impression of the patient/ | Remarks, if any
gend B e o — =~ Patient Attender
5| )(V)'.ffnJCH”H‘{ Ul
o/

Dispensed by (Name & ID No.): ,‘ g‘\h{\; }-’UMH ((j‘)]l)

Beceived:by (NEIE S DINGE . i50 v vasss o tiat et ds oot ok ks e n OB kbt N sl s Sk st

B R e

Docu. No: RCH / FRM/ CLINICAL / 133

7 ]
{ :

{1 Cx
jgnature M

ignature: ......




