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SURGERY DETAILS

Date : lﬂ/%/sz

Patient Name:%’.{(k«&..-...gfkfﬂfl«!.. Duceeerererersressnrssaenes Date of Birth: .15..-.0%.21994............. Age: 2.‘77 ......
Gender: ........ FW*/Z‘-' ............ Wand: .. LEF A T UHID No:: B e
Date of Surgery: .J.O.[Qd;%é ..................... F10T-1NA0T-2  [10T-3 [J0T-4 [10BGOT-1 [JOBGOT-2
o Name OF the SUMGErY : ..o %‘\'\ ....... KI\.% © S QA ..................................................
™
Time in Z'ﬁﬂfﬁv Time Out 5/—7'71 ...........................
AMOUNT
1. Surgeon ZAL24084200% A ROTUAREROLL K .....ooovcvvvivies e,
2. Anaesthetist ,@‘199}‘14[“ ...........................................................................................................
3. Assistant Surgeon e@ﬁ/(/aum ........................................................................................................
4. QT Technician Sv%llew{ .........................................................................................................
® s Circulating Nurse ngq%,SmWa ...................................................................
™ 6. Assistant Nurse S‘rﬁ)%%ﬁ ......................................................................................................
Special Equipment: [ Laparascopy | Broncoscope "] Harmonic (1 Morcelator
(1 C-ARM 1 Cystoscopy [ 1 Versa Point (] Liver Cusa
(] Neuro Cusa [71 ORNBIS .csnurminemsussemsnsmanessonenssasensmens
ﬂ‘H Z
Signat m Signai’o!ﬁrculating Nurse
\

Order No: ﬂé*aoao.wmé;; Order by: -A“!Caﬂwtnfb/;f@{-;*;gy,b

Docu. No.: RCH  /FRM/ GENERAL / 114
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1P26-00006550

2

BAH-00853000 - . = & i
R et | e
\\H\\\\\\\\\\\\l\\\“\\ il CONSUMABLES OF 0T o= | Wit
S N W Technician : ’pgﬂeauh' ..... Date : 10.!&.12,{ ............ [}, [ ——
Anaesthesia Disposables — o Surgwél Disposables ,“mm" usea| Disposables (Baby Side) MQ_'VM
ET tube Wtafor Pack ( 3¢y Inj Vit.K e
LMA - Sutures 93 [/ 23 Lz, 944 Cord Clamp LI//
ECG leads: A/P /N N Ly 132 il Suction Catheter
HME filter ; A/ P /N - ] W ' u{ ' Feeding Tube
Syringes : 10 cc . d ; Vaccum Suction Set -
05 cc Gloves SLG b 6‘/ é‘u&f Surgical GIoH@wz /; 7 j} 1+
02 cc gu. 80 3775 1 "1 Gauze Pack o 19 Lt
01 6¢ I ) = ’ Syringe T¥nl / 2ml L
Cautery plate : A/ P /N “Q’JrfSurgical blade 22 e Surgical Blade # 20 1
IV set Y1 NG tube - Koochies (S)
RL OX| .24 Cautery pencil =
ﬁ : 10ml / 100mI / 500m / 1000mi Dy § \_{ Koochies . @,jom c .
S aleuwo £.C o] Ointments 1 —_—
O Kudnc fn og\-hDS’UCﬁOH Catheter 2b- ppop20551 /
Fentanyl (| O ) | Cap, Mask b s 1 eep. '/
Morphine Gauze Pack .¢~x7:5 o=t -
Ketamine Mop Pack %_d/,
Propofol Steristrip 7
Rocuronium Underpad "]/
Glycopyrolate Draw sheet
Myopyrolate Abgel Y—
Ondansetrop—" Foleys catheter
Pencan 25g/ Spinal Needle 22 Lot Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25% (Heavy) OJ,/Rumodrain bag
Antibiotics Bandage
J NaneLa Oz Tegaderm
Suppositories s J loban
Anamol : 80mg / 250mg/ 170 mg Double J Stent
Supridal : 100mg L) -Vaccum Suction set U1
Justin :12.5 mg / 25mg / 100mg /) | | Plastic Bed Sheet
Tab. Misoprost : 200mg — | Betadine Solution ST
x ‘g)//ﬁ‘lﬁroshield 2t
/UL, H ”a% o :’ B o |_—+Cotton Balls -
3 o Qymx Gloves 9D A
9%9_@“ LA ) -Bamdione Scrub
Saral
Surgeon Anaesthesiologist urse OT Technician

Order No. : ,;26009@2.{2&?.}) / B ER s

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

Ordered by : ....
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Rainbow Childrens Hospital-Himayatnagar

ahw«.u Rainbow Children's Hospital, Door no, 3-6-267, opp. Cale niloufer, Old MLA

quarters road AP State Houslng Board Himayatnagar Hyderabad ,
Telangana, INDIA ,500029.
040-48373000, info@rainbowhospilals.in

ELECTRONIC MEDICINE PRESCRIPTION

Ralnbow

Children’s

Hospital
MRHN BAH-00653090
Agof Sex + 29Y DM 26 D/ Famale
AdmiReg Date/Time 1 10/08/2026 D601
Order Date 1 1062026 17:45
Visit 1o 1 IP26-00006550

Patlent Address

Name

Poctor

Payor
Qrdernumbor

WardiBed No

Mrs SRIPRIYA KAMARASUGADDA
SWAPNA SAMUDRALA
MEDI ASSIST INSURANCE TPA PVT LTD

;T 26-0000205870

1 4F -OT /LDR-415

Himayat Nagar East, Himayat Nagar East, Hyderabad, Telangana, INDIA, 500029

RIS ENEIRA CETRN

S.Na Dencriptlan Genaoric Hame Dosags Rowte } Fraquency Buration Instruretfon Oty Status
1 ?g:ﬁa”g’;s”’ms“m'ﬁs 1Kot Extomal § Once Daty 10 1Nes| Dispensed
z  |cottenpatszamsnos [GRTFONBALSGS |y, Extemal / Onca Dakty 10 18cs|  Dmpensed
1 |osyRmoE 1owLiwPRO)  |SYRinGE 1ML 1ot Externat { Once Dty 10ays 2nos|  Dispersed
4 %&mﬁ"ﬂ'ﬁm" 1Boti 1Onca Dady 20ays ZBotts|  Dispenses)
5 lvierv ronwzass VICRYL 1.0NW 2384 {1Nos #0nca Dady tDays Thos| Papemed
8 |rencanzsaaiz PENCAN 2563 12 1Nes. Exiemal { Once Dy 1oaps 1hos|  Dapensad
7 |msoameclosen svstew |ENCER LACTATE 1Botte 1Goce Dady 30m 3Bomte] Diapensed
5 |IRUGUTCHROMIC CATGUT |TRUGLT CHRCHEC |1 nes 1 0nce Dalty 1Days T
s |scLovewsuraicarey  |surcicat crovesso [ine Extemal { Once Dy 1oms 2Nes|  Drperaed
1© ?é’gfs';,g';'ﬁﬁ' PADIBIG) | apge Thes 7 Cncu Dy  Days 1Hos|  Dwponsed
11 [eroxamic 500 MG 1N . 1ho 10nce Daiy 2 Days 24mpuda|  Dupansed
12 |suncicar BLane 22 SURGICALBLADE 22 |tNcs |Ectoena s Onca Dy 1 Days 1ros|  Dispemea
13 [METHERGI 11 ML 1vial 10nce Dady ' Days 1visl| Dapensed
n mefm" ﬁ‘n‘{,ﬁ“g;m" tNas Extemal Onca Dady tDays 1Hos| Dapensed
15 [MSTY SUPPOSITORIES 100 thos Extornad Onics Disdy 1Daye 1Nos| Dispensed
16 |DSYRINGE SML(NIPRO} | SYRINGE SML 1 Nox Extemal s Once Daty VDays 4Noa| Dispented
17 Dol oPRER SOLLTIONS CitoonATETY. tmL 10nce Daiy 20802 2Nos|  Ditpanssd
BALCOMOLAD% 500

1p [EVITOCH (OXYTOCHN It T hos 10nta Daly 130ays 13vall  Drpensea
13 [{DROGLAREIADRENALINE) tvial lieyechon # Ones Dady 1 Days 1vial|  Dapansed
20 |osyRwgszeumpmarrey  |syRmicE 2u ™ Extymal! Oncs Dady 10w INos|  Dapenteg
21 |WOKADINE 10% OINT 150m | FERIIONE IDDINE 18% 1 pypy Extomal) Onca Dy tDoys 1Nes|  Dipentes
22 |scrovesss(surcicare; |suraicat GLovES 8.5 |1 Hes Extamal I Once Dady tDays IMos|  Dizpensed
23 |psymnGE smymPRO)  |SYRINGE ML thos Extamal | Onics Daty YDys 2Nos|  Drzpened
2q  |FEMDANZ SGLUTION 10% thes External ] Grica Dady 1Days 2hcs|  Dipensed
25 |MOPS 30x308PLY 55 X.RAY |MOPS 30x308 PLYDATT |4 Mo 10nca Oady 3Days INas| Dapensad
2 |EcoELECTRODES (ADULT) |ELECTRODES ADULT  |t1es Extzmal{ Onca Daly Doy 3hos| Dapenses
27 |MONOCRYL 3.0 Nw 1328 MONGCRYL 1326 1Noa #Once Gaily 1Deys 1Hos| Daspentad]
VICRYL 1-0 VP 2MB VICRYL1-OVPZHME  |thos #Docs Daily 2 Doy 2Noa|  Diapented
ADULT DIAPERS- 0L thos Exemal/ 10AM 1 Days 1Nos|  Dapensed
BUPICAIN HEAVY BOMGIN! | pprvacaINg souG wed | ¢ pos 1 Once Dty 1Days 1hos| Dispensed

a |vaccumEsucnonser  [JASCUMESUCTION 4y, Extanal { Onca Daiy 10ays 1Nos| Dispensed

2 Efge.:ss_:‘;ﬁ“”“c 18as Extamal{ Onca Dady 1 Oays thos{ O

B | e icAt [FRESEHEOPLATED )y Nas Exlemat/ Onca Daly 10ays 1%as]  Dupensea
SWAPNA SAMUDRALA

* Thes document is just for reference purpose only. Not to be considered as pomary repart,

Nole

* This prescription Is valld only for specified duration,

" Do not reflll medlclnes.

Printed Dale/Time 10/06/2026 18:03

Printed By : SUNKARI SANGEETHA

Reg No ; 63924

Page 1 of1
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z 9 Rainbow Childrens Hospital-Hi -
Rainbow ainbow Childrens Hospital-Himayatnagar
Children’s . . . . .
Hospital Blrlhﬂ‘gm Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Rainbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,

Telangana, INDIA ,500029. .
040-48873000, info@rainbowhospitals.in

g0
ELECTRONIC MEDICINE PRESCRIPTION

MRN : BAH-00653090 Name : Mrs SRIPRIYA KAMARAJUGADDA

Age f Sex 1 29Y9M26 D/ Female Doctor : SWAPNA SAMUDRALA

Adm/Reg Date/Time 1 10/06/2026 06:01 Payor’ : MEDI ASSIST INSURANCE TPA PVT LTD

Order Date : 10/06/2026 17:45 Ordernumber  : 26-0000205871

Visit 1D 1 1P26-00006550 Ward/Bed No  : 4F -OT/LDR-415 Q

Patient Address : Himayat Nagar East, Himayat Nagar East, Hyderabad, Telangana, INDIA, 500029

S.No Description Ganeric Name Bosage Route [ Frequency Duratien Instruction Qty Status
1 :‘g’}gg.r%%?%ig?? K 1 Nos { Once Daily 1 Days 1Nos Dispensed
2 BCV-INTRAFIX SAFESET 1 Nos { Once Daily 1 Days 1 Nos Dispensed
3 |Boves B e eI NITRILE GLOVESM |1 Nos Extemal / Once Dally 1 Days 20Nos| Dispensed
4 SURGEON CAP(FEMALE} FEMALE CAP 1Cap Externat / Once Daily 1 Days 10 Cap Dispensed
5 |CUROPINE (ATROPINE) INJ 1 1Vial Extemnat { Once Daily 1 Days 1Vial| Dispensed
] Encore Microplic gloves-6.5 1 MNos 1 Once Daily 1 Days 1Nos Dispensed
7 |EACEMASKILAYER- FACEMASK 3LAYER  |1Nos Extemal / Onca Dally 1Days 1 Nos|  Dispensed
g [GAUZET.SX1.512PLY(5  |GAUZET.5X7.512PLYS|, . Extemat / Onca Daily 1Days 3Mos| Dispensed
NOS) NOS
g gﬂ?ﬁggﬁ&s 60x80 1 Nos Extemnal / 10 AM 1 Days 1 Nos Di@
SWAPNA SAMUDRALA

Reg No : 69924

* 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 ; 10/06/2026 18:03 Printed By : SUNKARI SANGEETHA Page 1 of 1
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Lz & Rainbow Childrens Hospital-Himayatnagar
Rainbow ‘
H ’
Eggg:&ﬂ s BirthRgnt  Rainbow Children's Hospital, Door no. 3-8-267, opp. Cafe niloufer, Old MLA
Roinbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
;!
' ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015915 Name : Baby Of SRIPRIYA KAMARAJUGADDA
Age/ :0YOMOD2H/ Fernale Doctor : DILNAAZ FARCOQUI
AdmiReg Date/Time ~ : 10/06/2026 16:41 Payor : SELFPAY
Order Date fl;‘l : 10/08/2026 17:56 Ordernumber @ 26-0000205880
Visit ID : 1P26-00006555 WardiBed No  : 4F -OT / CRDL-HNPDA-414-1
Patient Addres : Himayat Nagar East, Himayat Nagar East, Hyderabad, Telangana, INDIA, 500029
S.No ljescriptlon Generic Name Dosage Route / Fragquency Duration instruction Qty Status
] a.tSYCL“OT-M MG INJ 0.5 1 Nos Injection £ 10 AM 1 Days 1Nos| Dispensed
2 Encere Microptic gloves-6.5 1HNos I Once Daily 1 Days 1 Nos Dispensed
[
3 SURGIEIAL BLADE 20 SURGICAL BLADE 20 1 Nos 1Qnce Daily 1 Days 1 Nos Dispensed
4 DSYR[{JGE 1ML {NIPRQO} SYRINGE 1ML 1 MNos External / Once Daily 1Days 1 Nos Dispensed
5 gfgeég_%c;opnc 1 MNos I Once Daily 1 Days 1 Nos Dispensed
6 gff,&ﬁ'éﬁfg,;% 1 Nos Extemal / 10 AM 1 Days 1Nas| Dispense

DILNAAZ FARQOQI

Reg No : 567

* This do /ument is just for reference purpose only. Not to be considered as primary report.
Note [

* This pf-escrlption Is valid enly for specified duration.

* Do nqt refill medicines.

Printed Dale/Time : 10/06/2026 18:04 Printed By : SUNKARI SANGEETHA Page 1 of1




Rain

Children's

2 &

bow

Rainbow Childrens Hospital-Himayatnagar

Hospital sirthirght  Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Rainbeowe quarlers road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
LA 1
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015915 Name : Baby Of SRIPRIYA KAMARAJUGADDA
Age [ Sex :0YOMOD2H/Female Doctor : DILNAAZ FAROQQUI
Adm/Reg Date/Time : 10/06/2026 16:41 Payor : SELFPAY
Order Date : 10/06/2026 17:56 Ordernumber  : 26-0000205881
Visit ID : 1P26-00006555 Ward/Bed No  : 4F-OT / CRDL-HNPDA-414-1
Patient Address : Himayat Nagar East, Himayat Nagar East, Hyderabad, Telangana, INDIA, 500029
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 ?&Lﬁ}if 2A SEYSJSER]LE ?&L%if 2A gll.(YSST Egg_l(E 1 Nos External / Once Daily 1 Days s 1 Nos Dispensed
DILNAAZ FAROOQUI

Reg No : 56763

* 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 : 10/06/2026 18:04 O Printed By : SUNKARI SANGEETHA O Page 1 of 1
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o e Rainbow' | @ BirthRight

ESTIMATION SLIP Hospital | @ Toriores s oeve

Datc: 7 ./ 2/ __ UHID/IPNo.: siNe. 1563
: o7 ‘%‘Q"‘*e‘eé‘g‘me_

-

Name of Patient : Age: Gender'

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

Address : one : Emall

Procedure / Plan : j ~ 1ses EDDIDOS'ﬁu-Aa-QG
Tk ‘ggg BN

MODE OF PAYMENT : [ | SELF 'I'P 2 DGIPSA

TARIFF INFORMATION : T flﬂ A -
Particulars : Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
© Nared Ward - i A
Twin Shared Ward N 96} % [ ‘&, e ‘
Eeeiie Ropm = o P
oSt AT |
Super Deh‘xe Room 2
Suite Room S
T A A ,‘!,r:"“ y g .
ackage includes Room RenL"Nﬂrslng Charges, [ R ént, Nursing €harg
Doctors Fee, Surgeon's Fee an: Doctors Fee, Surgeon's Fee
g e g Labour Ward Charges ot
S of adiisgion) 24 Anesthetist's Fees and OT Charges
3 Length of Stay for : AN, i Length of Stay for : o o
Pharmacy up to ;; e Z 3 Pharmacy up to & et }
-__C_%.P_,_k;{J’_& Investigations up'to e, Investigations up to o il
‘ ! 2P Y /4 B4 =000 7~
Others //. LiL r?f ) £ — ]

. 4 id
Neonatologist Charges : [j Covered% Not Covered Epldural / Enfonox : [:| Cévired B ‘Not Covered

\}p\tlal Mlmmum Deposit: __, £ ) q / o :ﬁ_ t) pag £ £ M’Vuffa .

1. Room t.hg]bﬁuy |JM ébjcé tﬁ&aﬂmﬁaﬁmd I;‘l{aéiaééﬂﬁ@%‘é slpns nnﬁ o?ad.m&;n!@hu e estimated amount may Change agcording to durafion

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, phsrmacy. vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
ete.

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

5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Impiants, Tubectomy 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 bill amount in case of denial from TPA has to be paid by the patient. In case of
denial, cash tariff would be applicable.

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and o attendant is
permitted inICU'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-working hours and Non-working days (sundays and public holidays)

- o o DECLARATION
L MUK ,:‘ Al Vi / E [ f vA S e have attended the Financial counseling desk and understood the expected costs and
other conditions applicable. In case the TPA / Insyrance 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.

W A P— Hod .. - Qi"_‘“

Signature of the Client Signatory Relationship : Signature of the financial Counselor
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Rainbow ® - "
: 5. || H
0 Children’s | BirthRight
} Hospital | BY RAINBOW HOSPITALS
W [ Your Rngmlu-;S_a;n-Delwvry
1 Name Mrs SRIPRIYA KAMARAJUGADDA UHID BAH-00653090
1
| Father/Guardian Mr VIKRAM VARANASI Age/Gender 29Y 9 M 26 D/ Female
‘ Address Himayat Nagar East, Himayat Nagar East, Hyderabad, Telangana, INDIA, 500029
i
‘ IP No IP26-00006550 Admission Date 10-06-2026

Ref Doctor Self

Discharge Date 12062026

DISCHARGE SUMMARY

Consultant:

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)

69924

Diagnosis: PRIMI AT 39%2 WEEKS WITH OLIGOHYDRAMNIOS FOR
INDUCTION OF LABOUR

EMERGENCY LOWER SEGMENT CESAREAN SECTION DONE ON
10.06.2026

History:
LMP: 08.09.2025 Obstetric formula: Primi
N EDD: 15.06.2026 Gestation at admission: 39+2 weeks

Obstetric History:

HIMAYATHNAGAR BANJARA HILLS & HYDERNA CAR KONDAPUR OUTPATIENT CLINIC SECUNDERABAD (4 KONDAPUR LB NACAR
musgency 3 87 3 g 4 - 4208 3308 f : , ’ ACAR I» tcoredited]  NANAKRAMG
, : : weirest NN ks i et
@ 1800 2122 & inbowh i i
& www.rainbow ospltals.ln




" Mrs SRIPRIYA '

Name KAMARAJUGADDA

UHIPD BAH-00653090

IP No 1P26-00066550 Admission Date ~ 10-06-2026

G1 - Present pregnancy, Spontaneous conception.

Medical History: Nil
Family History: Nil
Surgical History: Nil
Allergies: Nil

Antenatal Details:

Mrs SRIPRIYA KAMARAJUGADDA was booked to Rainbow hospital at 30+1
weeks of gestation. She had regular antenatal checkups and investigations as
advised. NT + Double marker : Low risk .TIFFA was Normal. Fetal monitoring
was done by serail growth scan. Scan done at 06.06.2026 showed SLIUP at
38+2 weeks with cephalic presentation with placenta posterior high with EFW
3.6kg ( 77%) with AC 64% with AFl 8.8cm (oligohydramnios) with Doppler
normal. AFl Scan done on 09.06.2026 showed AF!l 7.1 cm. She was admitted at
3942 weeks for Induction Of Labour.

Investigations: Enclosed .
Blood group : "O" Positive

Management:

Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was relaxed,
cervix was uneffaced and Os closed posterior, vertex high up. Fetal well being
was confirmed by an admission NST which was found to be reactive. Consent
for induction of fabour and vaginal birth was taken. Induction of labour was




HIMAYATHNAGAR

1040 - 48673000 geecy 3 040 - 4466 5555, 91009 13516

2

|
. =~ @
Rainbow ‘ &5
H ]
Children’s |
Hospital
Mrs SRIPRIYA
AH-00653090
Hama KAMARAJUGADDA o § -
IP No IP26-00006550 Admission Date 10-06-2026

done with 3 doses of PGE1l. She was decided for emergency C- section in view
of CPD, prepared with indwelling Foley's catheter and IV canula under aseptic
conditions. Written informed consent for surgery taken. Preanesthetic check up
done. Anaesthetic premedication (IV Pantop and Perinorm) given. Patient

shifted to theatre.

Surgery Notes:

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

* Scanty liqour

* 2 loops of cord around neck

Delivery Details :

Date : 10.06.2026

Time of Delivery: 03:55pm

Type of Delivery: Emergency lower segment cesarean section
Indication :  Cephlaopelvic disproportion

A 0 T
BANJARA HILLS 1 HYDERNAGAR {)  KONDAPUR OUTPATIENT CLINIC § 1V SECUNDERARAD . KONDAPUR B NAGAR
| € € U LB NA "
Emerge 40 - 4248 040 - 4246 2100 K ey 1040 2 : margency 3

O 1800 2122 @ www.rainbowhospitals.in

BirthRight
BY RAINBOW HOSPITALS

Your Right to a Safe DeL:ve_ry

1i NANAKRAMCGUDA
Emergency 1. (40 69
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Name '\K”Xfwi’;';ﬁ'éﬁm A UHID BAH-00653090

{P No _ IP26-00006550 ) Rdmissiizin_Date‘“ N WT(‘)M-L:I-S‘-EOEE( -
Analgesia : Spinal

Baby Details:

Date : 10.06.2026
Time of Delivery: 03:55pm

Sex :  Female

Weight . 3.78Kg
Apgar : 6,8

Gestational Age: 39+2 weeks
NICU Admission: No

Post-Operative Notes:

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

Advice:
1. Tab. Taxim O 200mg twice daily till 16.06.2026 (9am-9pm) after food.
2. Tab. Calpol 500mg (Paracetamol 500mg) ({(2tabs) thrice daily till
14.06.2026 (8am-2pm-10pm) after food.
3. Tab. Voveran 50 mg (Diclofenac 50mgq) thrice daily till 14.06.2026 (9am-

Lt




Rainbow®

Children’s | ‘BirthRight’“

Hospital BY RAINBOW HOSPITALS
Your Right to a Safe D-em;ery
Mrs SRIPRIYA
Name KAMARAJUGADDA UHID BAH-00653090
IP No IP26-00006550 Admission Date 10-06-2026

3pm-11pm) after food.

4. Tab. Pantop 40mg twice daily till 16.06.2026 (7am-7pm) before food.

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

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

7. Nebasulf Powder for local application.

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

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

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

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

HIMAYATHNAGAR

BANJARA HILLS HYDER “
SinlanA DEANAGAR KONDAPUR OUTPATIENT CLINIC SECUNDERABAD KONDAP:
- 4246 2300 3040 - 4, o S NANAKRAMGUDA

Eemargency 3 040-697

® 1800 2122 € www.rainbowhospitals.in
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5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.
6.Do not touch the wound with unwashed hands.

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

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

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

appointments at any time by going online to our
website www.rainbowhospitals.in ;"J
Registrar/Resident/C.M.O
P .“\‘
Consultant: fi 5 e
Dr. SWAPNA SAMUDRALA 2 g 37
MBBS, MS (OBG) NN
\‘\ o ¥ i / 4

69924 <& xHy
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Your Right to a Sale Delivery
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1t tabes 4 b 1o treat e Pile

DEFICIENCY CHECK LIST OF CASE SHEET

S.No. List of Records No.of Pages|  Legibility cﬂmplelenass Remarks
1 | Admission sheet 1 e -
2 | Discharge Summary } . .
3 | Nursing Initial assessment / B o -
4 | Patient Transfer form -
5 In-patient Medical record } o |
6 Doctors progress sheets % i i _ |
1 Nursing plan of care and handover sheets
8 Consultation sheet ]
9 | General consent for treatment | |
10 | Consent for Surgery S 1

| 11 | Consent for blood transfusion

ﬂ 12 | Consent for chemotherapy

13 Consent for high risk
14 | Consent for Restraint 2o lsown  Badd |
15 | LAMA consent |
16 | Consent for special procedure / Sedation
17 Consent for Formula feed

18 | Consent for MTP

19 | Consent for Radiclogical Investigations
20 | Consent for HIV test

21 | Anaestesia notes (Pre Anagsthesia& post) |
22 | Neonatal Admission/DeliVery/Physical Exam |
23 | Medication Reconciliation |
24 | Emergency Triage record
25 | Pre operative check list 1
26 | Surgical safety checklist i
27 | Operation Theatre notes ]
[ 28 | Nurses clinical Presentation
| 29 | TPR&BP chart 3
30 | Intake and Out take chart (fluid chart) 2-
ﬂ 31 | Drug chart (Regular Prescription) ]
: 32 | Investigation Values (result sheet) |

33 | Nebulization chart
34 | Nutriional review chart l
35 | Intensive care unit (ICU Charts)

36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale

38 | Braden Q Scale 7
39 | Bed side check list

40 | PICU bed formula Dilution feeds
41 | Gastro monitoring chart

42 | Reh ED doctors note

43 || BP Monitoring chart

44 | RBS monitoring chart

Lol ]
OHenSs ] E
Total No. of Pages n/f

y Slgnalurs and Date: | ij(ﬂé / ‘,Zg

Doc. No. : RCH/ FRM / GENERAL / 126 @PTO)
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Rainbow” L
Cali?dr%vr:'s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the little.

Your Ri_ght to a Safe Det‘r_veTv

Patient Name & UHID No.

BAH-006853090 1P28-00006550
Mrs SRIPRIYA KAMARAJUGADDA
L 15-08-1906 20Y0M28D (F)

Date & Time of Admission

Date & Time of Transfer Order

916( 26 ®@ £ 101 fo(6/% CGhr-

PN 8pof}

(504)

Dr. SWAPNA SAMUDRALA Transfer Ordered by Reason for Transfer
0RO 5
Q
DN Srecrpmo h_
From Unit To Unit Information to Attendant

/YP-S-K’ No[ ]

Number of Sheets in Clinical File

Number of Imaging Filﬁs

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

% o N&T — (1 Yes[ ] Ng———
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. ltem Name Quantity

1.
Ry £

9 Lt

3.

4,

b

Shifting Summary / Notes Written by Doctor : Ye&Ef/ No[ |

Name & Signature of Person who is Transferring

Mo foraniifen (O Mol

Name of Person Ordered Transfer

DN Send oy

Patient & Clinical Records Received by : {xo\
2 q -

Date & Time of Patient Received :

] Unavailable Bed

/No. : RCH /FRM / CLINICAL / 102

(oY .
L\ (® o, 30

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

[ ] Nurse not Available

[ ] Available Bed not ready
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| Chitdren's ‘BirthRight“
PATIENT TRANSFER FORM Fospial | () zememisr

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
EAH-OOGSSODD 1P26-00008550 { |
I e \Olep4 b (o[ 26 (VR 3rn
i D

ur\\mﬂm‘\\\r\“m‘mm“\“\‘ Transfer Ordered by Reason for Transfer
DY Navew Cn Lseg

From Unit To Unit Information to Attendant
Yes| | ]

goe s’ 0T "

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to att
_BQJ Yes [~ No| |
/ N QTJ If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1. /_\)
0L — \De~d (1l
4 —
2.
3.
4,
5.
Shifting Summary / Notes Written by Doctor . Yes| | No |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
WAQon o I Verjipa

Patient & Clinical Records Received by :

4

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
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Children’s
Hospital  Birthagnt
« Rainbow

Rainbow Childrens Hospital-Himayatnagar

=
Rainbow . 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,
TEL NO :040-48873000
WEB : https://rainbowhospitals.in

Room No : LDR-415

ADMISSION SHEET
. RN LTI RTTRE TR

Registration Details :

Admission No : IP26-00006550 Admit Date : 10-Jun-2026 Admit Time :06:01 AM UHID : BAH-00653090
Patient Details :

Patient Name : Mrs SRIPRIYA KAMARAJUGADDA Age :29Y9M26D

Guardian : Mr VIKRAM VARANASI DOB : 15-08-1996

Gender : Female Religion !

Occupation Martial Status . Married

Address (H) - Himayat Nagar East Himayat Nagar East Phone No 1 7981148120/

Hyderabad Telangana INDIA 500029 E-mail © 7981148120@GMAIL.COM
Vs

Admission Details :

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

Admission Type : First Visit

™

Contact Details :
Name . Mr VIKRAM VARANASI Relationship : Husband
Contact Address : Himayat Nagar East Himayat Nagar East Phone No : 7981148120

Hyderabad Telangana INDIA 500029

Doctor Details :

Referral Doctor : Self

Co-Consultant

Doctor Name : Dr. SWAPNA SAMUDRALA Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode :DC/CC Card

Deposit Amount  : 10000.00

Payor Name : MEDI ASSIST INSURANCE TPA PVT
LTD

te / Time : 10/06/2026 06:05

Printed By : 020635 Page 10of 2
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ACTIVITY RECORD FOR BILLING

e D e BAH-00653080 T s T el S S S S S Ry R
Mrs SRIPRIYA KAMARAJUGADDA
UHIDNo.: __ Lto:\:man s.gm“;onm” B onsultant: _ _ _ _ _______ Dept:__ _______
sweotnamsson IMNINNORRARIANE e E
Room/BedNo:__ ___ Ward:: © 0 o Suggested Billable bed type : _ _ _
WARD TRANSFERS
Date Time From To Signature of Nurse
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- MEDICAL EQUIPMENT (WARD & ICU)
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PROCEDURE

Date Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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gPMM V= W’%i’:?vh" Corrected EDD: ;g" b fw% GA: 30, 42 w
Obstetric Formula: @{?mf Menstrual History: Regular \J=2Yes' [J No
. Obstetric Examination
Obstetric Hostory:

Fundal Height: e QL

QO - oot Con
PP (29
€ 307 Ut. Activity: ,B’Rﬁaxed CJ Mild LJMod []Severe

Bk e d (@ 20k .
Present Pregnancy Record: Liquor: _[HAdequate [ Oligo [] Poly
N1 ,@ PP: \E’ffphalic (] Breech Others
£14 o ik . [
: Head Fifths Palpable: 1%
MTH— N
RISK FACTORS: FHS:  —FrNormal [l Tachy [lBrady [ Absent
e N
Per Speculum Examination »O&- °
Draining: [ ] Present [ Absent (] Bleeding
Colour of Liquor: [ Clear [] Meconium- [ Blood Stained
Vaginal Examination N ,
\ / Cervix: vB/Long. (] Partially effaced [ Effaced
Height: ............... cm ' ' -
Weight: .............. kg Os: Closed Dilated
Allergies: .. st 3 iembranes: E/PFGSEI']'[ ] Absent
Breast: N | [CJAb I =
o /Z W el Liquor: L] Clear ] Meconium [] Blood Stained
General Examination: .
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Dr. SWAPNA SAMUDRALA

Family History:
. ‘ Surgical History:

N it NY

Medical History:

Medication History:

Vab‘]x,on. s> oD
Yab Coltwn (talo on

INYS|

Plan of Care:
Investigations: Y oGty
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MEDICATION RECONCILIATION FORM

Drug AlIBIGIES: ....eveeeeeeeeceeeee ettt

%

Rainbow® . D
Children’s ‘Blrtthght

BY RAINBOW HOSPITALS

Hospital

It takes a ot to treat the little.

o

Your Right to a Safe Delivery

“T_ 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 FrOmM: ....eceeeeeeeeeece e ShIfted 10: ..o
3.5 (Geuzmrgfuqlriﬂ:ﬁll::r EE'ITERS) (m[;?rsnig) (PO, ?a%ugi jv) | FREGUENCY E:i,T/DT?:,i ‘)‘gﬂ?%"'?g
1| fal, Zaor (AR (o) oD Oc¢ Ooc
2 19 Caluwm e | 0D 1D Oc ooc
3 Oc doc
4 [Jc Cnc
5 Oc Ooc
6 Oc Obe
7 Oc OJbc
8 OJC [DC
3 Oc¢ Ooc
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MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ...........0W0.1 = FD“D V‘o\ ...................
Date & Time.: .................... | b{b'w% ................ s
Nurse Name & Signature: ...........ccccccovvvvviciniinnes ()\K"’“’\s .....................
DItE B THINR 3. oo vomninesommvirnsissarsmnsnisraitbies s st \ O{bl”" ...........

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

* C- Continue, DC - Discontinue
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 11/15/215 ........... Time: ... 9445 0a....

’ | O ~ 26 kg/m’
Origin: j{\,d_wﬂ Height ) 15 C0 . Weight..... b B0  BM: =28 kym’
' O ~30 kg/m’
Food Allergies.................. ND ..........................................................................................................................................
T Ay

TypeofDiet Olligud  ISot  CNormal O Diabetic
egetarian [ Non-Vegetarian [ Vegan

Diet Advised:

Liquid Diet— ORS/ Coconut Water/ Butter Milk / Bariey 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: S&QAAM}&M
Name: .......... %ﬁza\ﬂ @C@‘%}az&ﬂw

Date & Time: ..... [///5/%/?4.341“ ' Date & Time: //ﬁ/&é;?;é—(ﬂ,{n

Doc. No. : RCH / FRM / CLINICAL / 195 (PT.0)
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Date
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Notes
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TR o Rambow.. | @ BirthRight

Hospltal | .WL"W'W?
CROSS CONSULTATION FORM

N\

Doctor Name : DVstﬂPM ......................................... Date : }Zk,gé. Time : ...
Diagnosis : ......... 1 Lg@/c' ...............................................................................................................................................

Hospital : o RO S HMNE | Type of Referral :

O Emergency
O Urgent
O Non Urgent

Referred for: [ Opinion Eéo-l\flanagement 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 :

Lﬂ&lﬂlﬁ‘m (ot F’lﬂi

ﬂf

_pymad  banst o Nippla s

— W (1',“ ad
Co‘OS:LMm fasls o2y ~J

— ntowmnge oWy

d
koM pbsaavd< . g
(M LSS OLWMM/ b

- A T edle bold [ cooss ol

Consultant : q
Name : Sm%;mr( ............... Signature :

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

Date & Time : Lz/{./M..,fLPn

—
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Mrs SRIPRIYA KAMARAJUGADDA 2
15-08-1906 22Y9M26D  (F) Rainb‘gw"
Dr, SWAPNA SAMUDRALA . . -
Children's | @ BirthRight
1 AR Hospital _ | \) v
1t takes a lot to treat the littie. Your Right to a Safe Delivery
- DRUG CHART
Date of Admission: ..... \ Oln(’}gb ..... Drug ANBralEs? «;oabiis sl imucmggbsrssissmsviissnissasis 1 Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

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

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

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

Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time

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

SOS / PRN (As Required Medication)

DRUG : [TJ,?;,%
Dose Route | Frequency [Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
“ oRuG: %?;,Z
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : %‘;‘é
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)
—— e ———
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SWAPNA SAMUDRALA

T

REGULAR PRESCRIPTIONS Weight. %1\66\ Ward. .o

DRUG : [\ +3- CE fes1p? 1vDe %?[t}%\& N
, "= | Dose | Route |Frequency |Start Date A ‘
> S |9 WV | Bo islebolep ¢ (9L
L2 =" | Ndme & Signature of the Dm?p 0) o N
= = | Starting the Drugs: YR
3 3 [ }' !7 ArY ﬂ'/\’
» = Additional Instructions: M | 4 TA LR T/
ob) D Vo o v b
22 e R T A Y SR
A X2l b ol Q \ ( W\
Daily Doctor’s Endorsement by a Sign A 1D
— [onue:i-Patceramot PR\
>, © Dose | Route |Frequency |Start Date|, w| @ ‘& 1 )
0 o Jorar [0 6had 0lg o X
"8 -—E: Name & Signature of the Doctor Lo @/
e e Starting the Drugs: 4
— i
2 i e v oy
§ ’3 Additional Instructions: ""%\
~ _b‘pf ALY /
'/
Daily Doctor’s Endorsement by a Sign Eg/
= | DRUG: 1 0 1CLOKE NAC Date \u i\ [
> | Dose | Route [Frequency [StartDatel | | |
-y o 5 LN\
= Zlsomg ovar mo g il FTF XY
a) | Name & Signature of the Doctor i
i ~= | Starting the Drugs: < w
o ) - b & '
= By Aoig e vl AR S [ 4
= Additional Instructions: o
\i‘)" y
Daily Doctor’s Endorsement by a Sign 4
DRUG: 1 - TRANADDL Dater, \ba)6
" Dose Route | Frequency |Start Date i (\'
= | womgl grav fty Q;wui wlel2t N
:{‘* 1 Name & Signature of the Doctor ’
~3 =5 Starting the Drugs:
> .
E G| By A @W\fﬂ Y
&= "= [ Additional Instructions: ‘}
a iy i i
= 2 AW
“2| Daily Doctor’s Endorsement by a Sign \O/ N
Page: 2/4
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Children’s l ‘Bil‘thRighf

Hospital BY RAINBOW HOSPITALS

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

N

‘S shestNo il REGULA&PRESCR'PT'ONS Welght%ztAWard .....................
> S : Daiet, 16 b [\ =
O 7 [ DRUG: T PANTEPR ™ 2:LE [Tipe\A| NP N
- = Dose | Route |Frequency |Start Dt. ‘
O 4 |gemgl e | BO [lolbe N‘f@’
o @ [ Name & Signature of the Doctor -
563 E Starting the Drugs:
- g @ 2 i )
(2 [ Additional Instructions: ww v
Becfore feop
[} —— _ e
aily chtorsEndorsemenl by a Sign /B/ ¢
= [omo By taangrame B .
Dose oute |Frequency [StartDt.| | @{
AQr ™o \\6 TRRab i \
Name & Signature of the Doctor / (“ )
Starting the Drugs: (-\/ “Q' {»\
(P DeNovee™  mp ST DUV AL UV
'% Additional Instructions: N ) ° \"\\‘o\l/\h ]
2 > FoR  SanR3 5 w«%/ A
8 "a: Daily Doctor’s Endorsement by a Sign \ /D,/
= G| onve: Daigh, b
Sl M XM Ti‘e\so\
@ | Dose Route | Frequency Sﬁr‘t ﬁt. /
"W onorel Yo | B> MWL

D

Name & Signature of the Doctor

Starting the Drugs:
AL, e

Additional ;nsl@lioﬁ’s:

R
. \ 1‘ ya
Daily Doctor’s Endorsement by a Sign ol
DRUG : Datey
Dose Route | Frequency |Start Dt. i

Name & Signature of the Doctor
Starting the Drugs:

Additional instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108

(P.T.0)
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S
Rainbow®
Children’s
Hospital

It takes a lct to treat the Litle.

‘ REGULAR PRESCRIPTIONS weitt...........

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

DRUG :

Datey

Time
hd

-
1

Dose Route | Frequency | Start Dt

Name & Signature of the Doctor
Starting the Drugs:

+

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : .

Date?

b

Time

Dose | Route |Frequency |Starf Dt.

r's

Name & Signature of the Doctor

Starting the Drugs: . ;
. ]
[ )

.ff '

Vi iy

Additional Instructiohs: . »

Daily Doctor’s Endorsement by a Sign

DRUG ;

Date

b

Dose Route | Frequency | Stari Dt.

Tilpe

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

],
3

Daily Doctor's Endorsement by a Sign

DRUG :

L4

Date
Ti' g

Dose Route | Frequency | Start Dt

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / GLINICAL / 108
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Mrs SRIPRIYA KAMARAJUGADDA
15-08-1906 20Y9M26D (F)
Dr, SWAPNA SAMUDRALA

Weight. %.d . Ward. ...oooovoerenn.

Q'd- l Nurs‘erSin. Iiufs: Sig. l Nurs;Sig. —[ Nurs:’Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta 1t Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o e e A
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: fom Do Fooe e
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIQ‘IB WG;SIQ. I Nms;Siq. l Nurse Sig. l Nurs;Slq.
Dose Dose Dose Dose
DHUG - Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e . Pows o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: i < - pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?rs‘:tgrz c%i (E)r:ger Route Signature Nu%f
W
, 4 MigopRestoL | 2 m 7 AK
Wb 6% Ua PV’ — | neoclhoA
4| T osteResTOL Asweq’ of %:1_ Pl
N\B[)& 1030 aen : A O sty
Jo)e\oef 12230y | €1 MIGOPROCR 26 oy Mo | Arepnl @6’%‘
N ) TP\YX '(M N’PF\ L4 S LR A \\ %{{&U - W
1debe |3 9w | THheete \ s 4 p/}:’ Uo A
TS (REICL PR T |’/:- A, A
lolele| vt | i \/ }f‘ bt puo®
\ Thy Cefotaxim iqjm Ty CA) AAL
6 b =\ AL
1046 1ag |4:30pm [SuP-DIClOFENMAC loym g PR @y '
ololat | w2v pm |SvP-TRAMADOL Yoo ™Y PR @M@t ﬁ{‘”
e
0 ¢\ 2 |y: 0opm 16 UNDANCE RN Umg I QI =

Page: 3/4
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LV. FLUIDS CHART

Weight. Q;\ ......... 1 {1

Date Time (i infuggnmgg:ﬁignn?gM\';'gfiﬂ?n. o) Route Horm/ﬁ? Y DS?iZtr?r %l:;sne S?:;%&; Dgiztr? r NSL:;Sne
W\qb %B)fﬂ K INGee o rmm‘)% %ﬁ (W A[é] |
\0 \q/ UPCTH Iy g_\ w\k ) ' @
/
- |RWAER LACTRATE loomi ;
10l \ob w0t - | W | Thy Qe 4] w A il
g 40 U O TOUN /A“l\' /s A\
. sov 45/ o 'A/
Ulio * ]
0loht . RINGER LA CTATE W léﬂ” Qi 1ol ]@M
e Pﬂ'v'i/ @L‘
bk €S 1o ee Lhomte | W |50 o B N A
P [ by % A Sl 7[)“/
: L I
(é\k f‘i—)l \\;‘(1‘2:_'_!{ lad @ ﬁ
tof A e o | 2
ofc | Yo ez 8 @ g | & @
\\\0 }yw‘\ 2 wgle (Aahft i f:; " @ ”/c i %
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R LT T Caldicns | (RyBintbitiunt
RESULT SHEET

N

|
Date VALY
Time ' v
Hb WS
PCV -9
RBC LES
WBC Lo&
N/L
Platelets \>)
CRP
ESR
PCT
RBS
Na
K

Cl
Ca/Mg
Phosphate
Urea —]
Creatinine S B
ALP

SGPT

SGOT

T.Bill/Conj

12 Prd:tein

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

Occult Blood

Rlood

)75
AV

a0 -

MV

e

gy, O

L

CURUT ANT SONSIIVITIES ..ottt ettt et e et et et e e eeeee e s es s ese et aese et aes e s eseesseneeaseneene s assensesseseennanneneneeseneen

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

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

Radiology :

R R

Others (ECG, Conttast SRAIBS 818..) © .. .nvicinmumimn sy i s
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Early Warning Observation Score Chart - Obstetrics
\0\ b CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
Date

Time 8|9

0111|1211 12| 3141 5]|]6|7]8]|]9|10]11|12]11 )12 ]|3]4]S5

RESP |
(write rate
corresp. box)

> 30
21-30

11-20
0-10

Saturations

94 - 100 % «f.
<94 %

Administered

0, (L/min.) )

2wy

40
39
38
37 Vi

36

35
< 35

ajey Ueay

170
160
150
140
130
120
110

100 Z

90

80 A j“(
70 . i

60 . /

50
40

—
anssaiq poojg Jijoishs

190
180
170
160
150

140 y

130

120

110

100

90
80
70
60
50

-«
2Inssalq poo|g 2joiselq

130
120
110
100
90

80 ~

70

60 ”

50
40

NEURO

[+]

Alert I 2 Y Ry ) a2l ]

RESPONSE| |

Voice i
Pain
Unresponsive

URINE
mlis / hour

| > 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

. “TAL YELLOW SCORES

" ORANGE SCORES

)| <D ¢

Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

r N
1 Yeliow Alert :
Repeat Observations
in 30 minutes
\.. J
4 N A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set Of MEOWS Observations
Observations in 30 minutes
\_ _/ N
r h
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\_ J

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

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

X

Date

Time s [ 1 |(2){ )| e f 5 )6/ JiE 111212')345";)7

> 30
21-30
11-20
0-10

RESP
(write rate in
corresp. box)

94 - 100 %

Saturations <94 %

Administer_ed 0, (L/min.)

40
- 39
| 38

37 - D Fal
36 L\ L\

35 & N ak L5
< 35

3, dway

170
160
150
140
130
120
110
100

318y MeaH

| 2 =

w2l I

o
anssald poojg 21|03sAs
e I
N
(=] [=]
-
=
P
=

50

130
120
110
100
90 . Al ¥ ¥,
80 4 \ I
70 ()}’) v
60 S g"’

50
40

At
R
Rlg
¥
i

-«
3Inssald poojg J1|olselq

NEURO} Alert o - — e Ir |~ Je=1 ] [ =]

RESPONSE “;‘;'f:
[v]

Unresponsive
URINE > 30 -~

mls / hour <30

. . Protein + +
Proteinuria
Protein > + +

Cochil Normal
ENS Heavy / Foul

Clear / Pink
tiauor W
0y

TOTAL YELLOW SCORES Vp [0) Ol YTUTQID 4
TOTAL ORANGE SCORES j [J Nl X2 a0 El Wl 1
7 o ﬁ)/

<=

|$\ C‘

Nurse Initial /4 aaan)
[4 L i
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Obstetrics and Gynaecology

\Q vy

Early Warning Sighs  ~
7 N
.1 Yellow Alert :
Repeat Observations
in 30 minutes
\ J
s N )
Complete a Full chﬁl:;?]W é})erttﬁs‘to-r 1 'Ora?jgi Alert;::
alt the Obstetrician and Repea
Set o.f MEGWS Observations
Observations in 30 minutes
- J N\ Y
| 7 f
' > 2 Yellow Alerts or = 2 Orange Alerts:"
‘ Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
/

v - \

o * b
* The Modified Early Warning Score (MEOWS)

-
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Jbservation Score Chart - Obstetrics

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

Vi
W®

Date e

10

Time 1112 12

11

RESP
(write rate in
corresp. box)

>30
21-30
11-20
0-10

Saturations

94 - 100 % \ L/
<94 %

Administered

0, (L/min.)

2, dwa

40
39
38

37 » Y L

-

36

35
< 35

91eY LesH

170
160
150
140
130
120
110

100

T~

90

[V

80

Pl

70 ]

60

50
40

anssald poojg 1j0isAs

190
180
170
160
150

1\

140

130

V-
120 !

S
N

\
>

110 /

100

90
80
70
60
50

3INssald Poo|g 1joiselq]

130
120
110
100

90 a4,

80 N i 1l /

70

N

%r [o LY

60 |

NEURO

RESPONSE |

(]

50 i
| 40
[ Alert L~ | 3 [ —] ==

=

Voice
Pain
Unresponsive

-

URINE
mils / hour

‘ > 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal

Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

2

:

O
¢
& ]

P

Nurse Initial




- /
Obstetrics and Gynaecology
Early Warning Signs

4 A

1 Yellow Alert :

Repeat Observations

in 30 minutes

. Y,

e N N

Complete a Full 2 Yellow Alerts or 1 Orange Alert:

‘ Call the Obstetrician and Repeat
Set of 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

\. J

* The Modified Early Warning Score (MEOWS)
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Your Right to a Safe Delivery

HospHe
Early Warning Observation Score Chart - Obstetrics

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

Date
Time | 8 | 9 111121 1 314]15]6|]7]|819]|10]11)112]11]12]|3]14]|5]6]7

\z\’o ,

RESP
(write rate in
corresp. box)

>30
21 -30

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

3,dwa|

40
39
38
37

36

1%3
T4

35
<35

ajey Ueay

170
160
150
140
130
120
110

100

90

o 3
i

80

TP

70

60

50
40

—
anssaid poojg J1jo3sAs

190
180
170
160
150

140

130

120 ot v\

110 7 VY,
100 A

90
80
70
60
50

-«
2inssald pooig joiseiq

RESPONSE
[v]

NEURO | Alet | [ T— ==

130
120
110
100
20
80 2,4/
70 ) 74 N
60 1
50
40

Voice
Pain
Unresponsive

URINE
mis / hour

> 30
< 30

Proteinuria|

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES
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Nurse Initial i




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :

Repeat Observations
. in 30 minutes
- : y,
- N )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations o in 30'minutes
\ / -
4 il ™~
> 2. Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations

in 15 minutes or continuous
monitoring

\ J

* The Modified Early Warning Score (MEOWS)
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It takes a It to treat the litte. Your Right to a Safe Delivery

N

[ FLUID CHART |

1. All measurements in ml.

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

SR

IV Site

* 4 Nature
Date Time of Fluid

Route

NG

=1 Thrombo-

, : . : hiebitis | Sign.
Diarrhoea | Vomit |Drainage | Urine | PRSTS | \/ncs

Mouth

AY

N.G

08:00 am

09:00 am

10:00 am

| 11:00am

12:00 pm

01:00 pm <

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

N> 05:00 am ‘
& L o6:00am et

07:00 am VP

Total Intake : AN YN

Total 24 hrs. Intake

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

Total Output : ]\M

Total 24 hrs. Output
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N [ FLUID CHART |

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

: |v Site

Date | Time ga%% Route NG | Diarrhoea | Vomit |Drainage | Urine ngr%'ﬁ%g
Mouth | LV | NG 1k
o800am| 1 [p.0 ) S 1/
09:00am| \  [¢ptont 7 W K\
Wooan| . i a4 ( 1 nl,. 4
\& 1100am | < | A 1 AN
1200pm | (A, \6 777] ) <
01:00 pm )QL, 1o gt ¥
Total Intake : Total Output :
02:00pm | VW |
[ 0300pm| ¥~ |
\QJ\O 0400 pm [y & Lo - kol
N rmmm e
\9 0600pm| ¢ | [\6e o ' 1
o700em| 3 A of [\o VG |V
Total Intake : ' : Total Output : . 2% © A 0RO
08:00pm [\ | & \‘O‘DW ) ‘— QW\N ot
T [emnl g T g [lows ,, 7 Tt gy &
& 10:00 pm ;‘L e Irm_f, - Iz G'( 3 \L y
11:00 pm ' \te 3
N 1200am | ¢ | lowﬂ' > /" (T It
ot00am | L s~/ ‘ 2600 \
Total Intake : Total Output : g € & )
02:00am | | - D
P (owan || ) 7 N
w 04:00am| p | & N oo ) 4 / e )
Q' [ o50a Y i 1) (Ouh y( X . o] £ ?/7
06:00 am HINSN P / 100M——1 1
o] | ol T o
Total Intake : { e Total Output : ' e
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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. FLUID CHART |

1. All measurements in ml.

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

!

Intake

Outpt i

Date

Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage | Urine

IV Site

Thrombo-

phiebitis | Sign.

Score

Nurse

08:00 am

09:00 am

10:00 am

W

11:00 am

Y
<

12:00 pm

~

01:00 pm

Total Intake :

Total Qutput : U -

02:00 pm

V.

03:00 pm

Pl Iy

X

04:00 pm

(L]

T b

0 ‘Oi Vi

05:00 pm

| /S P

N

06:00 pm

/ [

07:00 pm

Total Intake :

Total Output: U~ 2

08:00 pm

09:00 pm

10:00 pm

2

///4

11:00 pm

12:00 am

+
____‘,,-\.

X 0 —
| |/

01:00 am

[ |7

Total Intake :

Total Output :

i

/344

02:00 am

03:00 am

-

04:00 am

3 Q-
X

A 4

—11

05:00 am

)

06:00 am

v =

07:00 am

l\.
|

[ T

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Rainb‘:'(;w"
Children’s

Hospital

It takes a lot to treat the fittle.

[ FLUID CHART |

BirthRight

8Y RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

PR L TR

1 r_—

e 1
1 T

ER T

- Output

Date

Time

Nature

of Fluid

Route

Diarrhoea | Vomit | Drainage

Urine

IV Site

Thrombo- [

phlebitis
Score

Sign.
Nurse

[

LV

N.G

08:00 am

09:00 am

Z

X

10:00 am

r
| 7

11:00 am

/@(

™
Q

12:00 pm

/

T ——

01:00 pm

va

Total Intake :

Total Output :

J — ‘b._-—'f

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

| 09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

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 / 092

Total 24 hrs. Output
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[] Maintain Airway and Oxygenation
|_#T"Maintain Personal Hygiene
[7] Identify Potential Complications
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NURSING CARE RECORD

"2
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
You R ight to a Safe Dallvery

|~Prevent Infection

[ Any Others. Specify

[1 Relieve Pain & Discomfort

[] Maintain Fluid Balance

7 Weet Eimination Needs

[ Improve Activity Tolerance

}/Eﬂﬂm Safety

] Maintain Good Nutritional Status

meulaﬂon Reduce Anxiety

[] Maintain Skin Integrity
[] Pati

& Family Education

Time

Plan of Care

Time

Implementation

Evaluation

Re-Assessment

Nurse Name
& Signature

Morning

Afternoon

Night
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NURSING CARE RECORD
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Date: }ﬁ/;/ .

Morning
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o | med7
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@ [~1 Maintain Airway and Oxygenation [ Relieve Pain & Discomfort Wﬂuid Balance ] Improve Activity Tolerance []_Maintain Good Nutritional Status [-] Maintain Skin Integrity

= ;:)Maimajn Personal Hygiene O it Infec;ion [J Meet Elimination Needs /DEpm’Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education

& | T |dentify Potential Complications EIRGO |T Co U P e o A e e O i e e X e e e B e S e S ke
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Goals

[ AMaintain Airway and Oxygenation
aintain Personal Hygiene
[] Identify Potential Complications

i i

NURSING CARE RE
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CORD

"2
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

. Your Right to a

BirthRight

BY RAINBOW HOSPITALS

Safe Delivery

["] Aelieve Pain & Discomfort
event Infection
[ Any Others. Specify

/Z/Maintain Fluid Balance
[l Meet Elimination Needs

ﬁpmve Activity Tolerance

[J Ensure Safety

/D/Maimain Good Nutritional Status

[ Early Ambulation Reduce Anxiety

Date: ”/6/)—46 .......................

aintain Skin Integrity
£ Patient & Family Education

Time

Plan of Care

Time

Implementation

Evaluation

Re-Assessment

Nurse Name
& Signature

Morning

Pt P O FDn
> monPla the vy
> muGrdasn Tlo chasd-
> A mf sy el
"0ﬂqu%y.ﬂv%} C

i

Jo

W’t’”

>AeME  ptanditan
>Modtored ol
> mpindéned Todkwd

~on 0 P drug chus]

Adnfnistoed  medil

odiond75
stable

A¢-checked
Sfalt

®.a)

" Afternoon

S TTTYTR Ty
@ﬁ%m A

e MOAI'\'O“ s V/A
—Mginfedn ke D

aA P(o

2000
Yo

Q—YN\

— Acess de  pE
,(‘HW/)
~anr<l’0° die U/‘“\'
L Maiqitd) e If
al {Pm

—Now FGAJ{M‘{_
oo

\
BN

—Re ch@@/b(eop

d‘ﬂg\/;z;

D Qy fs
A

NN

A | oDk p
- ’ (

o

Docu. No: RCH /FRM / CLINICAL / 148



BAH-00653090
Mrs SRIPRIYA KAMA

15-08-1996
Dr. SWAPN

Wil

Patient Sticker

1P26-00006550
RAJUGADDA
v om28D0  (F)

T

_t) D

NURSING CARE RECORD

4\%

Rainbow®
Children’s
Hospital

It takes a lot to treat the littie.

Blrtthght

BY RAINBOW HOSPITALS

Right to a Safe Delivery

Goals

1 Maintain Airwéy and Oxygenation
[1 Maintain Personal Hygiene
[ Identify Potential Complications

] Relieve Pain & Discomfort
[] Prevent Infection

(] Any Others. Specify

[ Maintain Fluid Balance
[J Meet Elimination Needs

[1 Improve Activity Tolerance
[ Ensure Safety

[} Maintain Good Nutritional Status
[ Early Ambulation Reduce Anxiety

[C] Maintain Skin Integrity
[ Patient & Family Education

Morning

Time Plan of Care

Time

Implementation

Evaluation

Re-Assessment

Nurse Name
& Signature
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ST O Hospital _ | ) o
NURSING SHIFT HAND OVER FORM - WARD
TRRAINIBOBION; ... sccisrsrmisnm iivaisasm bR DapartMBnt ..ouvimrssrmssimsosss Date of AdMISSION: .....oovvvvvesssersvisersnn
‘E Diagnosis: f — Any Infection: CJYes [JNo [ Not Known
= s Ne\ @(H'),UDWM fFC‘()’OV [FYESIBABOIY: oo saseminismrnimmmsigns
\
2 | Area \\0 D\ % %\Vo L
§ Shift Time \ ) M \0/5 1.~ \ ") \“ Mo b
< | Medical Condition \
= | (Any special condition to be noted):
S ﬁ\ = |
| e e |°
f\ Allergy: T Yes CLNG | O Yes ~lo | Yes #No O Yes =No |0 Yes Mo | O Yes Ao
\f\ Tubes/Drains/Catheter: O Yes C1No | O Yes m/mo O Yes. NG | 0 Yes C-No | 0 Yes Mo O Yes V{No
| Vital Signs: Tomp: | v | OXG [ad- ¢ [y T |AXGy |ad N ¥
= Res: |[oOh A\ ] W Pobl [ 200\ [ 228]m | paolm
o 500; o] [ 0% lags Qo [ \OO( | AQY
2 Pulse: | Q] P\ 7, 2 &\ 2b|m
2 8 \OY|6° N | b Palee |Gl
Fall Risk Score: | — g il = —
Pain Score: | O[[ (5 NS ol Lo l il =
Safety Needs: | |/g} \Q} e | Y YA s
" Physiotherapy | C Yes [LNo | O Yes YiNo|OYes O yp'ﬂfgs NGO [ Yes (KGO YesI No
g Others Specify: | e - e | = _—
Al E Special Diet: | Yes TTNo |C Yes™ No |1 Yes 246 {0 Yes C1No| T Yes 2o | 0 Yea”f No
8 |Other Special Orders / Medications: X A
&) = ; ) 40 NAY
LA RS T I i
Post Operative Procedure Special Orders: [\\A’ @ CF % N P é— NA
Handed Over By Name : ,&} \)w L\ﬂ !§‘U\ IOACE_G._
ay | | o [y e
Signature : Qg ; \\)M My~ /(,: M’— C%'
Date: \O\B\F© o oAV AYRSY ‘l\fé [26 | Llle
: A 1A = (g
Time: £ B 20, YA, 2P\ | Qo
r \ > "J\(\'m ]
Taken Over By Name : &\?ﬁ\ HOw W &MAQ_M
Signature : ﬁ Q?/ (}) " W @Q— (@ﬂf
Date: \Q\‘-o\‘\li et lze | \O1 o [w\b o (WG G Iy [E D |
Time: e % i T
| ST S| Jhen] ot L | Zpey
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| or. sWAPNASAMUDRAi-‘i“Nm“ Children’s & Blrtthght
1 AN Hospital _ | () meoncoms
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCIOr: ..o Department: .c.eueiammssisivssmsnss Date of AAMISSION: .......vvevrveeeerrronnee
Z | Diagnosis: Any Infection: TIYes [CJNo [ Not Known
= 5
= If YES SPECITY: ....oveerreerieeieireceece v
£ LSO
(7] rd
2 | Area \ /[
§ Shift Time Y4 /f.
= |
* | Medical Condition
= | (Any special condition to be noted):
Allergy: (] Yes CWNo [ Yes C1No |1 Yes C1No |1 Yes TJNo |0 Yes ©1No | O Yes I No \.r:’
Tubes/Drains/Catheter: O Yes =00 Yes CINo | Yes ONo | Yes OINo | Yes O No | Yes I No
Vital Signs: Temp: | g¢ )S;Bf, -
Res: é é
l—
£ $p0;: | Qa,«
= =L 9.
] Pulse: gﬁﬁ@
2 BP: | p(aD
Fall Risk Score: -
Pain Score: —
Safety Needs: —
@ Physiotherapy | Yes No| O 'Yes INo | T Yes INo |0 Yes TINo | Yes T No I Yes CINo
(=]
E Others Specify: —
=
E Special Diet: | Yes W'D Yes COONo [0 Yes TONo | T Yes DO No [0Yes COJNo | Yes O No ny
S |Other Special Orders / Medications: b
= =
— W/
Post Operative Procedure Special Orders: _—
Handed Over By Name : g “
i e
Signature : 6&{)
Date: ¥ L \b
Time: Q'Dfﬂ\
Taken Over By Name :
Sidnature :
Date:
Time:
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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Mobili 3 : iy : a3k ; ! o e oy 4
ity in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently. q }f’ \.} D’
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; ' ‘ / ‘
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity”

Confined to bed

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

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

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

Sensory Perception

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

2. Very limited:

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

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

4. No impairment:

Responds to verbal commands.

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

A{C

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

i “? Wh'cgs d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
g tlg :i::f r: Dampness is detected every time 8 hours. every 24 hours.
s patient is moved or turned. Lr q 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 liguids,
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/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

RN

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum-pH is normal.

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

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name
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severe pain or with additional risk factors.

Support Surfaces
Risk Score Category Action {Please Note: Oniy required for children who are deemed at risk due
1o altered mobility, consider occupation therapy referral for advice
. [Regular Turning Schedule . .
. Enable as much activity as possible High density foam matiress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
‘ factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients e
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam maitress
10-12 . High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 + Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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Your Right to & Safe Dellvery

Date :
Time :
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1. Completery «nmobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

it

Mobili s : v . 24 - 3 - . : :
ty in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 1’{ kr
without assistance. to completely turn self independently. independently. L}
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; 4
— Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : . ) : g ) y :
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

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 almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

ski!:‘?ls‘:TCSSe d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing ‘-’
o mois?ure Dampness is detected every time 8 hours. every 24 hours. L1
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

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

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

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

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

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

but will usually take a supplement if
offered.

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

2

Evaluator's Name

S| —=
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severe pain or with additional risk factors.

b
a W -
i Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
. to altered mobility, consider occupation therapy referral for advice
o . Regular Turning Schedule _ _
Enable as much activity as possibie High density foam matiress
1518 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear ap y
Advance to a higher levei of risk if other major risk
factors are present
High density foam matiress
. Use the Same Protocol as for “At Risk” Patients L
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 3¢ degree lateral incline using foam wedges ,
Alternating pressure maitress overlay
' Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position fraquently Alternating pressure maftress 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

Alternating pressure maitress overlay
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: Pain Scofe - . Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Eacloss Educated Intervention Sign
| (] Continuous | [ Acute (] Sharp (] Dull [l Increasing | [ Yes "
\’0\ ED’ b A vl O {lD — [ Intermittent | [ Chronic [ Aching ] Burning | [J Decreasing | [ No @\
‘ (1 Continuous | [1 Acute (1 Sharp ] Dull [ Increasing 1 Yes Ty .
w\b( ]/& q/ M 4 [[0 (] Intermittent | [ Chronic 7 Aching ] Burning | [ Decreasing | [ No /
1 Continuous | [ Acute (] Sharp 1 Dull 1 Increasing | [ Yes /=
[BTB I be lW 19 /}'ﬂ ] Intermittent | [1 Chronic (] Aching [ Burning | [J Decreasing | [ No . @\
(1 Continuous | [ Acute ] Sharp [ Dull Ul Increasing | LI Yes MM
\DI% le Q% D[fﬁ [J Intermittent | [ Chronic "] Aching (] Burning | ] Decreasing{ [ No W W [z
IQ [ Continuous | [I Acute ] Sharp ] Dull ] Increasing ] Yes
tOIG % 1%.' A ’O[[‘D W [ Intermittent | [ Chronic ] Aching [ Burning | (] Decreasing | [ No Kﬁ d{‘n
[ Continuous | [ Acute ] Sharp [ Dull [ Increasing [ Yes
& / b/ 267#“4 o / (o 1 Intermittent | I Chronic (1 Aching [ Burning | [ Decreasing | [ No 7 /4? @
] Continuous | [Acute () Sharp (] Dull () Increasing | L1 Yes- .
16 HEM\ Bl /My | Antermittent | [ Chronic J--Acting (] Burning | [J-Decreasing | [ No /(/75! ¢é“\
LI
] Continuous | [ Acute [] Sharp (] Dull [1 Increasing L] Yes WA
I , 6/ b 10}%1 D?[D NEA- | 01 Intermittent | [ Chronic [1Aching (] Burning | [ Decreasing | [ No " M ==
2 U] Continuous | [ Acute ] Sharp [ Dull [ ] Increasing [ Yes o
U l"olw) PM AV NB | 0 Intermittent | T1 Chronic 1 Aching ] Burning | (] Decreasing | [ No a @__
J‘L [l Continuous K:l—Acute 1 Sharp (] Dull Ul Increasing | [ Yes— A
]\ €I \0“‘\/\ 0 lb M'pj' | Intermittent | L[] Chronic 1 Aching (] Burning | [J ng| [INo / U A @—

Re-assessment Frequendy:

1. Every eight hours for allhospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
b) Then every 4 hours.

a)  Atleast every 2 hours for the

first 24 hours

¢)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

d)  Within 30 — 60 minutes after pain relief intervention.

(PT.0)




" PAIN ASSESSMENT TOOLS '
- ' FLACG PAIN ASSESSMENT SCALE {1 Month to 7 Years)
B Jr a P
. . SCORIHA
CATEGORY )
-l 0 _ 1 . 2
Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular exprassion or smile wittrdraw, Disoriented quivering.chin, clenched Jaw
\ - . Legs ) Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
. '| Laying quietly normal position, Squirming shiffing back and L
! Activity movas easlly forth, tensa Asched, right; or Jerking
b Humerical Paln Scala (Obstetrlc and Gynecology) — - !
1 | | | { ]l | 1 1 | 1 Moans or whimpers occasional CryIng steadly, screams of sobs,
I I T | | ] T 1 1 . i Cry No Gry {Awake or asleep)
0 ' ’ a4 5 a 7 3 9 w1 0 ' complaint _ . trequent complaints.
Ha Pain * Poski Pal - Reassured by occastonal fouching, , ‘
‘ j Content, relaxed hugging, o befng talked to, " Ditficult to consale or comfort'
N .2 Consolabllity g, 10 m f
Neonatal Paln, Agitation and Sedation Scale (uplo 1 Monih} \
Assessment Sedation Normal Pain / Aghtation '
Criteria N
Wong - Baker {Pedlatrics) Ahove 7 Years -2 -1 0 1 2
Crying No Cry with painful | Moans o cries Appropriate crying Not| Imitable or crying at | High-pitched or silent-
Irritabllity stimult minimally with painful| imitable Intervals consolable | continuous cry
stimuii Inconsolable
o Hllﬂ Hurts L"ﬂB Bit Hurts UﬂiB More Even MOI’B Hurts Whﬁ[& Lot I-Iurts WOISt Behavior State ND_éFﬂlISﬁl to any Arouses minimally to Approplziata for Restless, squirming | Arching, Kicking constantly awake
stimult stimuli gestational age Awakens frequently | or
No spontaneous Litile spontaneous Arouses minimally / ne movement
movement moveiment (not sedated}
Facial Mouth s lax Minimal expresston | Relaxed Appropriate | Any pain expression | Any paln expression
Expression | No expression with stimuli intermittent continual
N e Exremities | No grasp reflex Weak grasp roflex | Relaxed handsand | intermittent Continual plenched
Tone: Faccld tone decreased muscly ) feet tlenched toes, fists |, toes, fists, or finger
tone Normal Tone or finger splay ‘splay
) Body is nottense | Body.is tense
- - Vital Signg HR | No variability with | Less than 10% Within.baseline or Increase 10-20% Increase greater thait 20% from
BR, BR 820, | stimui variability from normal for from baseline baseling, Sa0, less than or y
Hypoventilation or | basefine with stimuli | pestational age $a0, 76-65% with | equalto 75% with stirmuiation -
apnea stimulation - quick | slow recovery.Qut of sync or
‘1ecovery fighting ventilator
\ 1

—

o il

T
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i PAIN ASSESSMENT FORM Hospital | () ousonosme
Fan Stofe ; Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
[ Continuous | [ Acute [] Sharp 1 Dull [] Increasing [ Yes
OATY] O[ D- | [ Intermittent | £ Chronic ] Aching [ Burning | [J Decreasing | [ No N6
n

[ Continuous | I Acute (] Sharp [ Dull (1 Increasing | [ Yes

] Intermittent | [} Chronic (] Aching [ Burning | [ Decreasing | [ No

(1 Continuous | CJ Acute 7 Sharp ] Dull [ Increasing | [ Yes

[} Intermittent | [ Chronic "1 Aching [] Burning | [] Decreasing | [ No

[ Continuous | [ Acute 1 Sharp [ Dull [] Increasing [ Yes

] Intermittent | [/ Chronic ] Aching (] Burning | [ Decreasing{ [ No

1 Continuous | [ Acute (] Sharp (] Dull [l Increasing | [ Yes

(1 Intermittent | [ Chronic ] Aching (] Burning | [] Decreasing | [ No

('] Continuous | [] Acute [ Sharp [ Dull L] Increasing [] Yes

U1 Intermittent | (-] Chronic (1 Aching [ Burning | (] Decreasing | [ No

"1 Continuous | [ Acute ] Sharp ] Dull [ Increasing | [ Yes

1 Intermittent | [ Chronic [ Aching [ Burning | [J Decreasing | [] No

1 Continuous | [ Acute ) Sharp ] Dull Cl Increasing | [ Yes

C1 Intermittent | [ Chronic ] Aching [ Burning | ] Decreasing | I No

! Continuous | [ Acute (] Sharp 1 Dull 1 Increasing 1 Yes

[ Intermittent | [ Chronic (1 Aching ] Burning | ] Decreasing | ] No

"1 Continuous | [ Acute ] Sharp 1 Dull ! Increasing | [ Yes

1 Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [ No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients,

2. For post-surgical patients, patients with chronic pain, patient with severe pain:

a)  Atleast every 2 hours for the first 24 hours
¢)  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)



PAIN ASSESSMENT TOOLS

FLAGC PAIN ASSESSMENT SCALE (1 Month fo 7 Years)

33—

‘f}. |

Numerical Paln Scale {Obstetric and Gyaecology)

1 1 1 1 | 1 ! |

No Hurt

Hurts Liﬁle Bit

| 1 1 i 1 1 i 1
3 4 5 B 7 8 8 10

Worst
Possible Pain

Wong - Baker {Pedlatrics) Above 7 Years

@@@@@@

Hurts Liu!e More Evan More Hurts Whola Lot Hurts WBrst

. SCORING
CAYEGORY
0 1.1, A, oy 1[
" | Occasional Grimacs of Frown : ﬁeﬁuem to c'nﬁstﬁht'ffovm L' !
Faca No Particular expression of smile withdraw, Disoriented quivering chin, clenched jaw i
Legs ’ Norma! Position or Relaxed Uneasy, restless, tense Kicking, or leps brawn up
, ‘| Laying quletly normal position, Squirming shiffing back and .
Activity moves easily forth; tense Arched, right, or Jerking
Moans or whirpers occasional Crylng steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint ‘ frequent complaints
- Reassured by-occasional touching,
i Cantant, relaxed hugging, or belng talked to, Difficult to consola or comtort
Consafability t, distractivle
Neonatal Pain, Agitation and Sedation Scala (uplo 1 Month)
Assessment Sedation Normal Paln / Agitation
Gritarla g
2 -1 1] 1 2
Crylng No Cry with palnful | Moans or ¢rigs Approprate crylng Not| Imritable or ¢rying at | High-pitehed or silent-
Irritabllity stimull minimally with palaful| irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restiass, squirming | Arching, kicking constantly awake
stimull stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minlmally / no movement
mavement movement {not sedated)
Facial Mouth s lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimull intermittent continual
Extremitles | No grasp reflex Weakgraspreflex | Relaxed handsand | Intermittent Continual clenched
Tone Flaceld tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fane Normal Tone or finger splay splay
Bodyisnottenss | Body s tense
Vital Signs HR | No variabllity with | Less than 10% Within baselineor | Increase 10-20% | Increase greater than 20% from
RR, BR 8a0, | stimul variability from normal for from basaline baseling, 520, lessthanor
Hypoventilationor | baseline with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stinmulation -
apnea stimulation - quick | slow recovery Out of sync or
| recovery fiphting ventilator

—/
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Morse Fall Risk Assessment Form

z
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Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes a ot to treat the littie. Your Right to a Safe Delivery

7 —
Date / Time |~ /2
Choose Highest Applicable Score from each Category Ll 1 , (”% / £ /% (O Do Fall Risk Grading
Seore [ 0] &5 _
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mors?h::g}Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 . Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 B> o
2 - o
IV / Heparin Lock or Saline ;es 00 a0 20 2 Implement
. ' Moderate Risk | 25 - 50 Moderats Fal
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 PcH)
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 Hiah Ri Risk Fall
Mental Stat lgh Risk >H "
Gl Oriented to own ability 0 ::] rti\;sg::ggn
Total Morse Fall Scale Score: o 20 99
Signature Y w /M
J

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
[T 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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Children’s ‘Blrth‘nght

. Hos pital BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form tiairbiiban | W T
{ T A .
Date/Time | W6 6 )
Choose Highest Applicable Score from each Category S [} [ { 7'02 11 Ll’“‘ Fall Risk Grading
core ML <) 1\)} -
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mur;t:'::g)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 ) [
. urnitu T 0-24 gtandatr% Fal
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 0 0 0
. Yes 20
IV / Heparin Lock or Saline N . 20 20 % Implement
0 Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
: Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations ! 15 Hiah Risk > 51 Risk Fall
Mental Status = Igh RIS 2 ;
Oriented to own ability 0 Preventhn
Intervention
Total Morse Fall Scale Score: 20 lo Y
Signature Mﬁ @ &
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) [ Hourly safety check
L] Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
[T Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [] Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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M CHECKLIST FOR THROMBOPHLEBITIS /é/ Hospital_ 3::::;??:235::1*:::
alt Jo, nle [2b
DAY-1 .~ DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE 7% Remarks
E N E N
: No signs of phlebitis / =
1 IV site appears healthy Obisarva catnot 0 O Y — O &) @
One of the following signs is =
2 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula . ) é_ Np N
* Slight redness near IV Site A
Two of the following Signs "
250N Early stage of phlebitis /
3 are evident: : 2 -
Pain at IV site Redness Resfte Gannula s Na R~ INA N A
Q\I/ligér:?? fallowing Signe-are Medium stage of phlebitis /
4 Pain along Path of cannula ?esite Catnnula Consider 3 — ‘ PA-| nip
Redness around Site Swelling iAo s NN "}3
Al of the following Signs are R — '
5 g:'iﬂeglgﬁgdpmegﬁ Ic:(aenhula the gtart of thrombopi_llebitis/ 4 (g
Redness around Site ?e st|te Cetmnula Consider /22/% INA A
Swelling palpable Venous cord el Yo
All of the following Signs are
evident and Extensive : Pain ;?;?gggghﬁ?t?soj =
6 along Path of cannula Redness b : 5 N
around Site Swelling palpable I(l;mateltreatment Re site 27/}2 A8 NA A,
Venous cordpyrexia S
Signature of the Nurse G @3@ &y &

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

Signature of Shift In Charge :

Signature : ... @ ...................... Name :

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

Signature of Ward In Charge :

Signature : .............. G Name : .......

Kot Bt
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" patient Sticker Rainbow® . e
Children’s BirthRight
5 CHECKLIST FOR THROMBOPHLEBITIS Hospital oo g3 S o
' DAY-1 DAY-2 DAY-3
. No. SITE OBSERVATION _ STAGE / ACTION SCORE M T E TN | Wl E M T E Remarks
. No signs of phlebitis /
1 IV site appears healthy Observe cannula 0
One of the following signs is
5 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannufa
* Slight redness near IV Site
3 z\;\;oegfiggﬁtfollowmg Signs Early stage of phlebitis / 9
Pain at IV site Redness Resita Gannula
Q\',]ig;}'t“.’ following Signs are Medium stage of phlebitis /
4 | pain along Path of cannufa $85|tte Catnnula Consider 3
Redness around Site Swelling realmen
é\l.'lic?ér:? :;g“ggé?g}\s,égp s Advanced stage of phlebitis or
5 | Pain along Path of canhuta the start of thrombophlebitis / 4
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
Ali of the following Signs are
evident and Extensive : Pain pru‘dvané:edhs[,tztl]gg of
6 | along Path of cannula Redrigss } rombophié “'Sé , 5
around Site Swelling palpable nitiate freatment Re site
Venous cordpyrexia Gannula
N Signature of the Nurse

NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate heafth care personal angoing obsarvation of the site should continug for 48 hours post removal to detect post infusion phiebitis.
Signature of Shift In Charge : Signature of Ward In Charge :

SIONAUE 1 e ern e e sanennans NAME 2 e sersenesensenesanesesesenne SINAUIE & oo cmeerisrensesasiresensossoserns BB L ineirssvesesesssasserernsrsssssasseessemsesemsesnens

Docu. No. : RCH /FRM / GLINICAL / 137
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CHECKLIST FOR THROMBOPHLEBITIS L e
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N M E M E Remarks
; No signs of phlebitis /
1 |V site appears healthy Obkarve il 0 ®)
One of the following signs is
5 evident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannula (24
* Slight redness near IV Site
Two of the following Signs Early stage of phlebitis /
S drd Eviachk Resite Cannula 2 NQ—
Pain at IV site Redness
Q\I/Ii g;:? e Tbowiog Signsare Medium stage of phlebitis /
4 o Resite Cannula Consider 3
Pain along Path of cannula p— N)e
Redness around Site Swelling Lol
A"- bl follownng‘Slg‘n S are Advanced stage of phlebitis or
evident and Extensive : h f thromboohiebit
5 Pain along Path of cannula the s}arto irom e ebitis / 4
Redness around Site ?e site Cannula Consider AN 72
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness thrombophlebitis / 5 Ne
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse @

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongol

Signature of Shift In Charge :

Signature : ......./

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

=

Signature of Ward In Charge :

Signature : ....

observation of the site should continue for 48 hours post removal to detect post infusion phiebitis.
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" (aationt Sticker Rainbow® . .y
” Children’s ‘Blrtthght
e CHECKLIST FOR THROMBOPHLEBITIS Hospital | oo e
| DAY-1 DAY-2 DAY-3
8. No. SITE OBSERVATION STAGE /ACTION SCGORE ™ E I N M E M E N Remarks
. No signs of phlebitis /
1 IV site appears healthy Observe cannula 0
One of the following signs is
2 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula ,
* Slight redness near IV Site
3 lzoegf(}gﬁ:onowmg Signs Early stage of phlebitis / 9
Pain at IV site Redness Resite Cannula
ﬂig;;? e following Signs are Medium stage of phiebitis /
4 | pain aloﬁg Path of cannula Resite Cannula Consider 3
Redness around Site Swelling Treatment
?\Irligér‘:? zgg"ggézgﬁégp S are Advanced stage of phlebitis or
5 | Pain along Path of canﬁula the start of thrombophiebitis / 4
Redness around Sita Re site Cannula Consider '
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Al\ldvanced ?‘39? of
6 | along Path of cannula Retirtess | trombophlebitis / 5
around Site Swelling palpable Initfate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal engoing observation of the site should continue for 48 hours post removal to detect post infusion phiebitis.
Signature of Shift In Charge : Signature of Ward In Charge

SIONAITE 1 cevrerrrerraraseaereeseeremsresesressmsenes NAMIE T 1oeteseeecrmrcr s ssssnesssassaesessres SigRature : .....ccevernenne feeteetestesssinsenonsvensess NEIME © sorerreenrecnresesserenrerrssnsssssissasersssressesser
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Mrs SRIPRIYA KAMARAJUGADDA

15-08-1996 znnuon (F) . b//;-
nr SWAPNA SAM ainbow’
\\\\\\M\\\\\M\M\\\\\\m URINARY CATHETER BUNDLE CHECK LIST Hospi ‘?B“!;ﬂ;?i?'?ﬂ

Date of Insertion: ...~ /6/20 Z’é’ ................. Date of Fiemoval:| A \l. b\l 6 (@6 :5 o me

Parameters Date Shift Time | \© 5 o 5 o

Need for the Catheter [2Yes (INo | [1Yes (INo | ClYes [INo | [IYes [INo | [IYes CINo | TJYes [INo | [IYes [INo
Hand Hygiene D‘ﬁ CINo }Y&S CONo | C1Yes CJNo | CJYes [UNo | [lYes LI 10 “1Yes CINo | [IYes L[INo
Usage of Sterile Equipment C1Yes [INo D/Yea [ONo | COYes CINo | ClYes [INo | [ Ygs\) jﬁo [(OYes CINo | ClYes LINo
Is the Collection bag below the level of bladder =Yes CINo | [J¥es- (INo | ClYes CINo | ClYes l}_{\l% JM‘%)S CONo | (OYes [INo | CIYes [INo
Check the Tube for Obstruction (Free of Kinking) “Yes CINo | &Yes [1No i?’(es Q No Y: @s CIN [1Yes [INo | [IYes [INo | [IYes [INo
Is Catheter dated as policy (1¥eS CINo | iYes [INo [XW\.Yeé D\:}UJ\“‘/&S JNo | [lYes [INo | [JYes CINo | LlYes [INo
Collecting bag is been emptied regularly? #¥6s (INo | TT¥es CINo [_]\és /@«lo\] 3*3 CINo | CIYes [CONo | COYes [JNo | ClYes [CNo
Maintenance of closed system for the catheter Yeés CINo | #TYes [INo | [ Ye;&QNo [1Yes [INo | ClYes CINo IYes [INo | COYes [INo
Dressing clean and dry? =¥8s CINo L¥es- [INo | [IYes D‘No [1Yes [JNo | CJYes [INo | [IYes [INo | [lYes [INo
Is the line removed as Policy? E@ [INo | (JYes [INo | [1Yes [INo | [1Yes [INo | ClYes CINo | [1Yes [INo | [lYes [INo
Performance of Perineal Care #+Yes CINo | Cl¥es [INo | ClYes [INo | CiYes CINo | CiYes CINo | [lYes [INo | [lYes [JNo
Onset of New Fever [1Yes N0 | [JYes [iNe——+I1Yes [INo | [IYes CINo | [IYes [INo | [lYes [INo | ClYes [INo
Asses for the leakage at the site of insertion ClYes CINo | ¥es—INo | ClYes CINo | CIYes CINo | [lYes [JNo | ClYes CINo | ClYes [INo
Name of the Nurse N /AHVC‘?’“ @/L

Signature of the Nurse 2. )

P
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Mrs SRIPRIYA KAMARAJUGADDA
[ '1’:.0:‘.‘::::“‘ “"'::"M“D Raml/:w s .
il Chidesr's | B BirthRigh
LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: ....... \D‘PU’(’ .........

Baseline Information:

Admission From: [JER  [CI10PD W Desk (] Others: SPECITY ......coveviieiriiieiciiiici e
Primary Language: ~__—+Telugu [ English (] Hindi [] Others

Do you require aninterpreter? [ 1Yes o

Source of Information: = Patient (] Family ! Others

Personal belonging if any: /Eﬂéwelry [ I Nose Ring [ 1Bangles [ Anklets [ IFinger Ring [] Bracelets
handedoverto............... _:; Wf ; Lj ....................... \A .........................................................................................................
Allergies: [ Yes M ] Medica:ions 1 Blood Transfusion [ Food CHOMBE i aimssmassismsssros

If yes , identify

Doctor Notified on Admissign, =785 INo

Chist QOMPIATIES: «..civiiinnin o it
...................... (,QML(’\”{CW eeeeessseeeessssessesneeeenn . Name of the Doctor: PY.CJ2WEA
................................................................................................................... Time:Notified: ..ccosmmsumemmun s
Past Medical History: Obtained From [ Patient [ ] Family Member [ | Medical Record (] Other (Specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

Blood Group ......... D"WQ? ........... LMP@ ..... l 7/( EDD: ..\ .5. [ ‘ LGBStﬂtIOHE“ age during admission: Q({’(WQ/&L
Cuntracttons: ................................................................. Vaginal DiSCharge: ........c.cooioiviriiiiiee e
Obstetric History: 5 R— Ry —— | S A TE— Previous LSCS ................
Height: ............... Weight: .......... BMI: s
Temp: qa...tﬁ.... HR: . 2.Shend=. RR: 2obot 1ol X0, $p0, ... 2.9 /...
High Risk Factors: (Please select by ticking (v ) the box as applicable)

[] Hypothyroidism ] Rh Incompatibility [] Fertility Treatment

[1 Hyperthyroidism 1 Previous LSCS [] Preterm Labour

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

[] Diabetes [] Bad Obstetric History

"1 Anemia [] Obesity (BMI)

[J Twins / Multiple Pregnancy
-RCH /FRM / CLINICAL / 139 (PT.0)




BAH-00653090 1P26-00006550
Mrs SRIPRIYA KAMARAJUGADDA
15-na-1m zwunen ®

i

e ge o pau nunoninalities Detected
[] Heart Disease [ Hypertension ] Diabetes [ Stroke [ Seizures [ Kidney disease
[] Liver disease G0 11 s sty e e P

Pain Assessment: Pain: [ Yes }-/No (If Yes, complete the Pain Assessment / Reassessment Form)

o |

Fall Assessment: " !Yes [ [o Score @ ........... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [ lYes | Z.»No Score U ........... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If apatient needs assistance with any of the following inform consultant
1 Mobility problem (1 Walking Problem }NdAbnormaI'rty Detected
[_] Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
1 Overweight L] Poor Appetite > 3 Days ] Needs Therapeutic Diet.
_1 Under Weight (] Diabetes Mellitus D)Mﬁnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Wn & Cooperative ~ [] Restless (-] Depressed [ Agitated [l Confused

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status:  []Single ZWarried [ Divorced [ Widow

2. Special Habits:  Smoker: [] Yes [0 Aicohol Abuse: [IYes [No— Drug Abuse: [Yes [ INe—
L N U SO UUN R p——

Orientation has been given regarding the following aspects:

Call Bellin Reach: [1Yes [ No Waste Disposal Explained: [Yes [INo
Infusion Pump : [1Yes CINo Hand hygiene Explained:  [IYes [1No L] Others
Above information givento ................... v —P ..........................................

Name of Person Orientation was given to: H%‘S’S\%‘aﬂ ....................

OAONLIHON NOL GIVEI RBASON: ..o iisssnsinsnisisisiamiossinkisesssississicasassusiosinsnssoaiosniiss

Nurse Signature: ................... 1 ;

Nurse Name: ..........cccccoeveeed (Aw\f) ..............

Date & TIMe: ..oococvvvervrerrorcrererns \o\bl')'b
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i Chmiens | @ BirthRight
||||||l||||l|||l||||l|||||||||||l||||
T FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
A a.Yes [J b.No

N 1 - 12T T e e

3. Nipple condition:
(1 a. Nipple well formed
: 1 b. Flat nipple
1 c¢. Inverted nipple
L1 d. Short nipple

4. Milk flowr
/El/(:.(Good

1 b. Drops of colostrums
J  ¢.Dry

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

o

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCHBH /FRM / CLINICAL / 080 P.T.O'




6. Was theposition explained:
a. Yes
1 b.No

7. For Caesarian mothers:
a. Mother is required sit and feed from the 4th feed

0 b. Please explain football hold

8. NiCU admission: J/C
(1 a. Mother needs to stimulate her breast for 2 min every 2 hours
e 0o o ) g N T RO ORTRSR
Continuity of Care: Date: ld:f V
00
Sheer e pb (@Ondilhow
[ O R
o hde AR Vi
- A
- | 0 QA&ULH/ ’\.QOU’/\Q"—’L'
= iﬁ?\?«“{)& Mo B\{Q@WL JFKC’JMQ
Handover given by Handover taken by .......... &Q

Signature ............... @L .............................................. SIgNAture .................... WC’\-&M’ .........................
-Date & Time: ...44.. b [WW @ 5?“/[ .................. Date & Time: .......... \0\%\%@%\%‘/\



Rainbow” ® - —
Children’s BirthRight
INFORMED CONSENT FOR VAGINAL BIRTH HE RS 'W*r%ﬁ

Patient Name : Mfstamfoguquda%p“% UHDNo: ... M- 00652090 ..
Gender: [ Male \SrFamale pate: .../ 0. 06’20% L1111

| hereby authorized the performance of the following procedure:

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

* The purpose of this procedure of vaginal birth pregnancy.

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

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

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

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

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

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

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

Name of the Doctor performing the procedure: ............. @ ‘( ..... Q w&‘b DA -

Consentee : . Patient Attendant :

Signature ;X I e Signature : X/% KKHMW*RAWHSI_
L

Name : . SRAPRIMA N Name: ............ T e sesmsissiessses st sssbsssasassonn

Date & Time: .\2(&lX 6 Relationship with Patient: LRVSRAM D

Date & Time : \0(&[7-6

Witness : Doctor (who is taking the consent) :

Signature : ...

Name : (DIDM ................
Date & Time : lD]!b")/o'),,gb

Docu. No. : RCH /FRM / CLINICAL / 028
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Rainbow® o

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight“

Hos pital BY RAINBOW HOSPITALS
SPECIAL PROCEDURE It takes a lot to treat the little. Your Right to a Safe Delivery
Patient Name : ......... Mrs. SRIPRIVA ... Gender: (] Male ,Zlﬁale Age: ... dayeaa.
UHID NO - e s AAN -OOLS 3T | Date: ... L O.L0[26. ..
Instruction:

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

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

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

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

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

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

......éa.c:.m.«..n’....b.fz:cd.'rnq...,...nfﬁd...f. @.ﬁ...fﬁaos.“ét.@r‘qrr...o{....f?.fo.@.ff..gn...C.J.fo.ca.éaf.. ey
...... ’:‘c\.q(.".l.\u:m,m...f.&ﬁpu... .....F?[\./:....C‘N@.M..r.a...é)..fo.d.df’.h....Q.t..(*.f.f“.:é(".t'.....9...(rﬂ;}.e‘.kkr.\gf...}}:ﬁz £CRom,

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form

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

3. Ihave had achance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery/ Procedure: Z‘Aiﬂ 2eesSrh

Consentee : - ' Patient Aﬂenﬂnt 4

Signature : \CNV .................................................. Signature : ...\ _% ......................................
Name : oo SR EEA AN Name : .. VKRR VARARAST..
Date & Time : ....... 10./.6.[.2.6...@..%..‘..r.xpm.f...... Relationship with Patient: *’*w’)m(l‘ ..............

Date & Time : Po/é/ze@szfw\
Doctor (who is taking g]\e consent) :

Signature : ........./ ST =

e AL Name : oo RV Y N

e s \@lblﬂ,{o@‘bﬁ |G ﬁ'v\ Date & Time : .......... 10.06/26.(2). 305 L.,

Docu. No. : RCH /FRM / CLINICAL / 02

Witness :

Signature : ........... BANMAZSVN)




CONSENT FORM FOR GENERAL / s ‘Bi,.thmght--
REGIONAL ANAESTHESIA / Hospital _ | () smuwoncsm:

MONITORED ANESTHESIA CARE

Patient Name:...gﬁ..ﬁ?ﬁ? ......... ' L ............................................... Age:..g.ﬂ.f’d.ﬁ%ender: Male O Female {37

UHID No: B R+ -006< 3040 Surgeon Name: .. 2. &

Anaesthesiologist : B, Sounnr | D -Auaus e

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

Operative procedure planned : .7V B e

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

Specific High Risk (s) : The doctors have explained to me the details of the high risk involved due to the following medical
problems and | have sought necessary clarification on all my doubts.

[ Heart disease O Hypertension [ Diabetes mellitus [ Renal failure
[ Hepatic disorders O Shock [ Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

CALAA

............................. PR e B R R TP TP

SODMEITTEMIEE S ..o’ i e mams s et e s A5 4 a0 A X 4 S R 3

» 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 upon me / my patient
Ly e the above mentioned operation / Diagnostic / Therapeutic procedures

" | authorize and give consent for anaesthesia{;kFGgional/ O General Anesthesia / I 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 Anaesthesia.

- Pregnant : T Yes O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Atigpdant : Witness : /ﬁyéf(.
Signature : .© Signature : 4/

Name : SRIZOCRI VA o, Name : N TKRAM. vARANAS T
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i Rainbow® . .
Department of Anaesthesiology Children’s L3 Blrtthght
PRE-ANAESTHETIC EVALUATION Hospital .3:::;?&\::3&5555
; c = 0q0
Name: S’h{h’l"ﬂ‘ﬁ Age: ...‘.’f’:ﬂ.%.ﬂ.'?Sex: ............................ UHID.No Bn”m’”?"i ........
pate: (0\G\2 B Time: .. 3.:00PM)....... Proposed Operation: 2 XA
Dagros: SIAEIM BAF QKA o BUFD S| it
B.P/CRT: lw(ﬂ? HR: &8 weight SIS ASAPhysical Status: 01\ 03 04 5
. Laboratory Data:
Hgb: J\\Z\It-g GIUCOSE: ...ovrrvvoververeeee PIORBIN: oo HIVE e e X-Ray:
POV ... dma ... 1 T .|| OO HBS Ag: .7 NIR,.. ECG: oo
wec: .. 12,950 IO .oy TRABIE oo 1T LN

Plate: ..p..5 5.
PT vvih v

‘nh:ﬂ N& iiaavimssmmessismsssis

(1 ol

Blood group:&ffi..‘(...(/

Stress/Anglo: .........c........
OMREE: oicmaiismmnsniniass

PTT: v R AKDROS: . T4
[ MG sciascaismmssassiininnss | ITTIVERBEN ssuiveisminiinsind 51, [PR——
- SGOT/SGPT: oo Alorgiss: . N -
Medical History: ~ CVS:
RESP / Diabetes :  aJi)
CNS:
Renal : / "\’_\! o
Hepatic /GE:  / Physical Activty: () U/ %
Others : / -
Past Anaesthetic History: '\ U
Physical Exam:
Airway: MP 1 (2_)3 4 Mouth Opening:- 29 Mentohyoid Distance: §{ ( Neck: m Teeth:@
Lungs : @)Qg@ (8 2 '
Heart: {4}, ®
evs: | elele - A
Pregnam: Jﬁs [INo [CINA Venous Access Site : Spine Exam for regional :

VUL E 27 T

At VE § 2R
Anaesthetic Plan; [ MAS_~"REGIONAL (1 GA-ETT [ILMA Sl —_

Peri-Operative Plan Explained to the Patient: \z’{es — No

Pre-Operative Instructions:
. DVT Prophylaxis :

Water / ORS 2 HoursL(
2. NILORAL<[ .
. Informed Consent:: © Standard High Risk
4. Post Operative Pain Managemept—"Discussed with Patient
5. Other Instructions: '

CURRENT MEDICATIONS DOSAGE

—_

w

Signature: ...... '
Docu. No.': RCH /FRM / CLINICAL / 044
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Mrs SRIPRIYA KAMARAJUGADDA

15-08-1996 20Y9M286D (F) ’%
Dr. SWAPNA SAMUDRALA 0

Rainbow”® : R
1 0 A ANAESTHESIA CHART  |ioapital ° .B'rtthght

Hospital BY RAINBOW HOSPITALS

1t takes a lot to treat the litte. Your Right to a Safe Delivery

Pre Induction Assessment: 2 .U U g™

Change in Patient Condition: 1 Yes T No Fasting Status: ACLQALLAI—‘_’«_ i
Physical Status: Q/Patient Identified .~ Consent Present U~ Chart Reviewed
HR: ‘19 |BP/CRT: \22|% [Sp0,: 49 [RR: Ty | Last Feed: 7 §lans
Pre-OP Diagnosis: f\AAIVM - N PL - . Operation: m‘}f“‘aﬁ ............................. Date: 1916124
Surgeon: ..: QW&{W oo Anaesthesiologist: D K bodAa kL Techmclan Pﬁul.LﬂNl ...........
TIME %Y ‘-l U “\_E'a" : ‘
N0 /AIR /O, LPM ] o
HALO /SO /SEVO Antibiotic
Drugs: b -—
Y [{VE =<V '
Suppository
! NIl W SUP-O\C WO HEURC
5 W CUPTRAMADIL
17N NEP-2ihp
J ) Blood Loss 190 W
Vo=t N
EXE o9 ¢ [99 A8 |47 ool @
ECG T |G (SR GRS
emperature 5
Urine Output NOTES
KiL+— — > .
3 g FC,O/\/ @
2a
- &.5 Y Pwa '
= 240
v Systolic
A Diastolic :}2 a/n
X Mean
+ Heart Rate s 16 \6 ‘% L
S, : : i
140
Throat Pack In
Throat Pack Qut 12 " N
1004 rg J YV
B
60 4 E 3
40
20
10
0
. 4
LAB Values
GABS
Others
N7 Equipment Checked and | Temp: Induction Regional:
Functlonal [0 HME ] Fluid Warmer Ow [ Inhal éxpmity Specify: ..
7] Cling Film [ OH Warmer ] Pre 0, 1RSI # Spinal [} Epidural EI Caudal
(//Cuﬂ Slt B.64 %5 ) Hugger's L Catton Wool [J Others
u/':(,Art Site: . . ] Other £ Mask O 86
EKG Lead =2 =
O Temp Sie Times: :5 U\O[Jm [ Airway [ Orpl ] Nasal
Ol FiO. Monitor Anaes Start: . ssomsois O
| Agent Monitor OP Start: . L L Cuff Parasthesia [ Yes \("/ No
" Pulse Oximeter OPEnd: ....... - Catheter at skin .. .em
[ Capnograph Leave OR: SJ”OPI'Y\~ Drug Name&CuncO"r-f | N‘\J\.\}ACMML‘ wn"‘g
] Ventilator Anaesthesia: Direct Vision BOIUS: ........... A\ MALAA ?’S’MC@ FEMM‘-"‘H?' '
[L] Nerve Stimulator [ GA 1 Stylette / Bougie ln1usnon =
5 [] Monitored Anaesthesia Care m i Block Level .
potion: {11 \~ Regional Blade# T _Tlf
1 Pressure Points Checked DHICUIY WHY? oo
Line (Size & Location) Trans, on to
Eye Care: TCVP: \’fg:g:lﬂ ey [] Other
] Qint (V- | O 1 Semj i Relaxant Reversed [ Yes CONo K
‘__ Tam:ﬁng v’I;: @uueq ..... fi,l Cloged Circle Narne 61 e Dctor . DB a1
& e W N sopaes ot e vutor .. (QIANY.... |




|
T =
1
or, sw:::nn Rl . Rainbow" ® - L
| Children’s BirthRight
I’mmm’ ”"m”"” | Hos pita| BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
PUdI-ANARG e E UNIT RECORD
Received in PACU bg L} j%qul);\ Time Received : ............ o 5 V}j ....... Time Discharged : ............cccoouecneee.
) LN LA > 250 | W Camnuia St : LE "(k I"a"“l"
w 230 230 | ] 0, Mask [] Nasal Prongs
220 220 - pi
2 3 514 O Tracm?ostomy D: T Place.
] 200 200 | [J Oral Airway [C] Nasal Airway
E 180 180
= 180 180 » . .
8 170 170 Vomiting : [ Yes l,rﬁ'o 1] T
= J o | NeTube:  CIYes Cio
140 140 i M M
x bt | = Drain: [ Yes (NG
120 g 120 | Urinary Camezeg}(es []No
) b 49 1 | cestTube: Ol Yes CHG
Z] 100 §£ ;gg est Tube: O
2 o ! 0| Nitoral [l Yes [AM0™
& R P | weids o B
& & 50 | OralFeeds: ... p\J. Rl
o 40 40 '
30 30
v 20 20
10 10
0 0
SPD,
MINUTES
Pusmg‘lﬁﬂﬁfg’:ﬂ}“’“ N e Our SCORING INTERPRETATION
M s T8 Apckaiios wrthy . . =1 ACTATY \ A Minimum Total Score of 8 is Required for
Able to move O'extremities voluntary or on command =0 = ?' e 0 Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION 1| . A o -
Agneic ) Y17 Y o2 Exceptions to this, are to be explained in the
GF =200 byl itk leve =2 | space below by the Discharging Physician:
B 20.50 o Pro Aaesthtcfeve =1 ciRcuLATON ol Y 71 2| 2
s av;?eke calli = ? CONSCIOUSNESS
Aroi -
Nl esponding. =0 V. VY Y| )
Pink =2
Pale, d , blotchy, diced, oth =1 COLOR V ()/
Cy:no;:ky chy, Jaundiced, other =1 'd V o/
TOTAL q o] e |0 [0
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

5YM

WM

K

O (o

0
\0{
0

t /
wolb | pm| LA
Ligabm| o Mo N Nee A Q
Pain Tool Used: [ NPASS [ FLACC ([!WongBaker —INPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name : .M‘P& 2. For post surgical patient, patient with chronic pain, patient with severe pain

Anaesthesiologist Signature:

Date & Time:

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

a. Every 2 hours for first 24 hours

b. After 24 hours every 4 hours

c.  Prior to pain reliving intervention

d With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): .. ( 30(‘})

Date & Time: .
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Department of Anaesthesiclogy

EPIDURAL ANALGESIA RECORD

Date: ..o TIME: eereeeeereereeraene ProCequre dong DY ...t sine et eseas
CSE /Spinal /Epidural Position : ....... fveeeenes SPACE %eeeeeeeererrerecaesaeaeneneens Technique (LOR/LOS) ......covvereninn
[D1:])17 W Catheter at SKiN: ....c.ccoveerveererensensesesennns AHEMPLS © e
Parasthesia : YES/NO if YBS QBIAIIS | ..t senesseessnsessassersassesssessassessnsnssssenssesssfsssesssentassassassossassensessens
SOIUTOM COMPOSION © ...oreeeet et ee s et rer s sat et raebbe s v s s b r b e R e e b e ne s bR ban e b A s b benRe bt b aas bbb sanre

Any other issues :

B} crcrrrisereenisarnssrriaae st et bt s b ok s b R Re ke kRO e ke e £ R e R R Yot e AR P RR RSP E £ eR AR AR PR EOR e ReEeE Rt ne R RS R b S sas R bt nEsase b et e retes
) [
Time ‘""ff,i.f/%gm Belus (ml) Leﬂl‘e";il Waternal FHR Comments
ght | BP | Pulse
Delivery Details : ‘Tir;e—:: .............. APGAR: ......ccveerreeee SVD / Instrumental / LSCS (if LSCS Details) -
Catheter Removed by and Tip INSPECIEA © ...ovvvveeere et ser s sstssesss s ersns e sessesasasssessesseronsesemsas R ' .' .............
Patlent SAHISTACHON © ...evee e err e it ren st as et b e e bbb b bR

Discharge /Shifing ordered by
DOCLOr SIGNATUYE: 1.vvveeceemerrereseemsmreeree st ses s semesssssssssnsssssnas
DOCLON NAINE: w.evreceeeeeererrecsensrrevaesesssressessessassesssessessasssenssssns

Date AN TIME : ceivvereeereresrseressesssasmesssesessssessasssssssnsasssarass
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It takes a lot to treat the little. Your Right to a Safe Delivery

CAESAREAN SECTION OPERATIVE NOTES

e e e

N

z \

Surgeon’s Name: B‘. Swa{w\& Date of Delivery: \c:,\o(;b_o 26
Assistant Surgeon: - Nlanweeno Time of Delivery: 2SS pr
Anaesthetist’s Name: D\' “h\-\'{\cx A Gender of Baby: Qem\e :
Type of Anaesthesia: S P““'\CJ' Weight of Baby: 2. AR Kca
Neonatologist: B‘ 4 D?\ma AGPAR Score: C( &
Scrub Nurse: .f\ *Q\'*cu(\m NICU Admission: [IYes =G
Pre-Operative Diagnosis: P‘n m{c:\*cat cdoo Uj‘ th 9 o &Ms FbC\ Lol

= . . Y @Q@ekﬂ@' : c PD

"1 Elective —~"Emergency 11TV V110 )) - -~
Urgency

_] Immediate Threat to life of woman or fetus

(1 Maternal or fetal compromise not immediately life threatening
+=No maternal or fetal compromise but needs early delivery

] Delivery timed to suit woman and staff

DRCISION TIMIE. oottt ittt e e eeae e reseaseenessneeas KNIef 10 FBCIUS: oot

CTG DeScription: ...........cco....... O e N o

If there Was a delay GIVE tHE TBASONS: .............evvveeeseeeeereesessseesseseseeseessssseseessssseesssessessssseseessesssssseeseeesssssessessseseene

& i
et

a8 a1 \

Surgical Procedure:

e%e»e\er\w\ LSC S

Post Operative Diagnosis: f\\. onn PeDs AQ\\ Gm-, \ses:

Peri-Operative Complications: e

Amount of Blood Loss: ' goc,w\\ Blood Transfused (in ML): T

Name and Number of Surgical Specimen sent for examination:

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




Examination Findings when Appropriate:

Presentation; <" Cephalic Euzr(eech CTOther ..o, Cervical Dilatation: ........... e c Fn
P e o Fetal POSTHON: ..o oo
Station: -3 -2 -1 [0 O+1 [I+2 Moulding: ——~None [+ [I++ [+++
Caput: O+ Ll A0 ok no Meconium: == None [+ [++ [ +++
Bladder Catheterized : . =—Yes 1 No Urine: _[€lear [ Blood Stained

Skin Incision: —*T Pfannensteil ] Transverse 1 Midline 00 Other .......covevniernenneennrneesenennnns
Uterine Incision: —T Lower Segment [ Classical "l lnverted T 1 J Incision \\. b
Previous Scar: [ Intact _I Thinnedout 1 Ruptured 0 Scar . %
Incision Through Placenta: [ Yes =GO g \c:c(DS GJ\ \qﬁeﬂ“
Delivery of head: 1 Manual —+Forceps e A T\eg\z. C‘“‘
Liquor: ~=Clear [ Meconium: [ | N I TIBlood [ Offensive  [1Not Offensive
Delivery of Placenta: [0 Manual =€CT ................. ~—+Eomplete _1 Incomplete 1 Piecemeal

Cord Appearance: ........... ‘\\O'L"“@-l Cord around the neck =¥eSs [INo
Appearance of placenta: MO'U"‘O-\ ....................................... Cavity explored —=¥es 1 No

Uterus, tubes and ovaries,_—~Normal I Not Normal Sterilization: Yes L0

Uterine Closure: " One Layer _~Two Layers \L\U \'\OQ‘ ....................... Suture
Peritoneal Closure: [ Pelvic «+Abdominal CINONE e ST r\o’l ................. Suture
Sheath Closure: Nes U \owyt, ne A Suture
Fat Closure: ..Yes CONo LB No; ﬂ- ....................... Suture
Skin Closure: ~——"Subcuticular [ Mattress M ne 3~ O sure
Vagineal Evacuated —— Yes [INo

Drain: [l Yes J«}*Np L1 RemMOVE iN ....cevvvveiereninenn days [ Await instructions
Ctheter —TYes [JNo [ Removein ﬁoc\\fﬁ ..... days [ Await instructions

Swap & Instruments count correct? <= ¥es [ No [ Post-op Antibiotics —Yes No
Intra-Operative Antibiotics Cover: <HYes [INo [ Thromboprophylaxis TYes _=No

Post-Dperalve NOS; ;... .o nmmnimatioriamisimibimmssviibhs ket s oA s sas s om e i s ey S Ao
N L

Lhes
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| Surgeon : ... RRM| e BrsEse . .
e iy e Sriees iR " 5 0 o
A thetist © ..., g Yhads N NAMEBS ittt 3 i L ABTAS
SAFETY CHECKLIST ‘=t 0 b st 10 o s s Eop| 2 | @
T ! 7 -

Before Induction of Anaesthesia > »

Before Skin Incision > »

Before Patient Leaves Operating Room

SIGN IN

Time:. %+ Q. P1Y)..

TIME OUT  Time...

3 &OVW\

Patient Has Confirmed

Signature :

Name . oanine M%U’ULHK ...................

Identity \Zﬂs C'No
Site J{‘fes TINo
Procedure s CNo
Consent CLY¥es CINo
Site Marked ﬁ:’s CNo DMK
Anaesthesia Safety Check Completed  w¥és (No
Pulse Oximeter on Patient & Functioning U‘ﬁas CINo
Does Patient have a:
Known Allergy? CYes BUMO
Difficult Airway / Aspiration Risk?
:e\:fs;,ilgbfeqmpment/ Assistance . WO/'
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned CYes A8 C1NA
Blood Units Reserved C1Yes (WNG [INA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? OVYes Qﬂfo LINA

Confirm all team members have

introduced themselves by Name and Role.~TYes (No

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) Yes CINo
Correct Site =Yes [INo
Correct Procedure

Anticipated Critical Events
Surgeon Reviews:

|ye§ INo
What are the Critical or Unexpectedﬁ[ﬂp

Steps, Operative Duration,

Anticipated Blood Loss'?(L-b[):a ;‘é CONo CINA

Anaesthesia Team Reviews:

Are There Any Patient-specific Concerns? gm NA

Nursing Team Reviews:
Has Sterility (including indicator results)

Been Confirmed? are there Equipment
7'Yes [INo CINA

issues or any Concerns?

Is Essential Imaging Displayed? C1Yes [ONo CINA
Power Supply, Earthing, Power Backup
and functioning of equipment checked. OYes ONo

SIGN OUT  Time:.... 5’%
7T =

Nurse Verbally Confirms with the Team:

The Name of the Procedure Recorded CYes CINo

That Instrument, Sponge and Needle

Counts are Correct (or Not Applicable) Yes CINo [CINA
The Specimen is Labelled (including

patient name) CYes CINo CINA
Whether there are any Equipment

Problems to be addressed CYes CINo CONA
To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? OYes CINo

Signature :

Name :...

Doc. No. : RCH / FRM / CLINICAL / 111
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‘ i RAINBOW HOSPITALS
PATIENT TRANSFER Fo RM !::Iagasmpn!:a:ﬂm s:l’ur:iguuas-ﬂeuelivery
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
B T SN - A Y
s s A R o

M iy Fssnfor

—

From Uni To Unit Informationto Attendant
M ‘(@ —@ A{/ Yes T No| |

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

over to attendant

Yes | NgLA

—
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
) RT Q)
2. ' s
3.
4.
o
Shifting Summary / Notes Written by Doctor: ~ Yes[ | No| |
Name & Signature of Person who is Transferring Name of Person Ordereg il’;in\sfer

5@9«\”‘\9\ ‘DMXW“

Patient & Clinical Records Received by :

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

———
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NARCOTIC PRESCRIPTION FORM

Received by (Name & ID No.): ..

Time:

Docu. No: RCH/ FRM / CLINICAL /133

(PATIENT COPY)
rs " g L
; : Sach DA . {1 ;e : -
Patient Name: /%t . Sy Priye "m:vumo,du 'CFL—(.(?GAge. 29, ‘{?g Gender. | CryialQ
UHDNo: M- 06 S30 QOIPNe: ~b - OO SSopate: 1016 196 Tme: 10,59 AN
Diagnosis: | LS5CS ol
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI 10O Mg 04
2. | Morphine Sulphate Inj. 15mg/MI =
~~ 3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochionde inj. 1IMG i
NPT é
Doctor Name: Doctor Registration No: ﬂlﬁ Lﬁ?
Signature: Kl_,g Fm \%(_J'\ ,
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dlspense?) ’
IP Registration No: 26-00 DO G’gbo ..................... Date: ..... ;) b
Aadhaar No. of the Patient (Optional); ............coveeieiiiieiueiiienie e rear e e e
/ =) |9] \ < |
l‘\?_r Name: ;‘V.‘jb;, etk 1 .)’}1«_30 Wﬁ.fu C\)an:‘rxo ¥ Remarks 1 p
: A AL i i |
H\M X 11—’6-:?” (28 Z&3 T A e
2. | Complete postal address (with contact number, if any) { J o
3. | Brief description of the illness i K0S
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) /U( A
5. | Details of essential Narcotic drug dispensed } entcd{\.tﬂ.-{i
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
s ; Patient Attender
A AV L Iy .
ol |26 Fexlany! 01 )
U
L
1 _\
L R T I N i i s dnamimvs gt oot o ey B Signature: ............ Tl
| ? !
O ] LLq‘Ctu U’ q> ... Signature: .. U K’(ﬂ —r—







