Assistant Nurse %quﬁi)g@*f"ﬂ'fééﬁnﬁ

Special Equipment:  [] Laparascopy [ Broncoscope

_| C-ARM ("] Cystoscopy

1 Neuro Cusa [ | Others

“ ::c"’ D’ ;ch il
Signature of the Surgeon

Order No: o?é’ﬁﬂj’&z(”g’/z/ ...............

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

[ ] Harmonic
[ | Versa Point

HNH-D0018124 IP26-00006641
Mrs ANURADHA GABBITA P
— ;:o;LnA:l Kum::vmmzn (F) Rainb‘:;‘w" _
AR TR TR Children's | @ BirthRight
rospital _ | (e
SURGERY DETAILS
te: 25 )6l 2
Patient Name: /(/[’L\S ATULLAL GL(LL&ZLQ Date of Birth: ./3-08.2./973.......... Age: .2 2.........
Gender: FWLWEQ ............... Ward 2......... 07*’2. ......... UHID No.: HNH.Z00Q.1642.4.......
Date of Surgery: 2.3'/6/% ........................ =0T-1 [JOT-2 []OT-3 (JOT-4 [JOBGOT-1 [OBGOT-2
Name of the Surgery : np’(fﬂe/’m\./éﬂwﬁﬂ 7 TR
ey
TIMe in &, lQOO g} Time Out f?—°3©}9’7’7
NAME AMOUNT
1. Surgeon ;@zv@«ﬂw ..... KW"}” ..........................................................................
2. Anaesthetist 1Kt O e as:"*"““’"‘““'“* oG
&’* |
3. ASSISIANT SUMGBON oottt SMW[UJEIMI” l'“lll |I’II
4. 0T Technician Lot A Yoo FNZB010328020
5. Circulating Nurse /Sn'?gﬁ(/a’l“’lﬁ ...................................................................................................
™

[ Morcelator

[ | Liver Cusa

lé« MW=
Signature of Circulating Nurse
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Er. RAJANL KUNER) I Children’s BirthRight
T s | Ry e
T CONSUMABLES OF 0T 'ospial | @umsin
b -]

Circulating staff ............. 'KMW\“—) Technician : KPIALLW\[‘ ..... Date : ....... Pqé ZA TIM. lisrpempmmesissins
Anaesthesia Disposables wuod Y ueea | Surgical Disposables — Oty usea| Disposables (Baby Side) _o_“’ i
ET tube MajorPack  (onpe] P \DA IniVitK
LMA Sutures Cord Clamp
ECGleads:A/P/N Suction Catheter
HME filter : A/P/N Feeding Tube
Syringes :10cc ] i __Vaccum Suction Set

05 cc loves S(’n 6 Surgical Gloves
02 cc A £ A(_o vZ 65| " Gauze Pack
01cc Syringe 1ml/ 2m
Cautery plate : A/P/N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL ) A Cautery pencil 5
NS : 10mi / 100mI/ 500m! / 1000mi )| Koochies Xx/ 47 |
i Ointments B '
Suction Catheter ) Pl
Fentanyl Cap, Mask ¥~
Morphine GauzePack  |OAIO Yor!?
Ketamine Mop Pack | Pacly L
Propofol Steristrip p .
Rocuronium Underpad a,}//
Glycopyrolate Draw sheet '
Myopyrolate Abgel
Ondansetron_— foleys catheter
Pencan 25g/ Spinal Needle 22 o} Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25% (Heavy) )~ Romodrain bag
Antibiotics V7 | Bandage
Tegaderm
Suppositories loban
Anamol : 80mg / 250mg/ 170 mg Double J Stent =
Supridol : 100mg Vaccum Suction set Qf/
Justin : 12,56 mg/ 25mg / 100mg Plastic Bed Sheet -} prohA '
Tab. Misoprost : 200mg Betadine Solution Or1
Microshield w"t
Cotton Balls O
Latex Gloves nol—
Ramdione Scrub V
Saral

Surgeon naesthesiologist Nur }T{) OT Technician
Order No. :...ﬂ.rogam,ms ...... V. 5. SO Ordered by : SZ-TrLlaguna... 2. 6@.{’@{1&1’7’3«5
Doc. No. : RCH / FRM / GENERAL / 125
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L= Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children’s . : . . .
Hospital 8wk Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
pita .
Ralnbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-00016124 Name : Mrs ANURADHA GABBITA
Age / Sex 52Y 10 M 12 D/ Female Doctor 1 RAJANI KUMARI
Adm/Reg DatefTime « 25/06/2026 08:41 Payor : MEDI ASSIST INSURANCE TPA PVT LTD
Order Date 25/06/2026 12:58 Ordernumber  ; 26-0000208133
Visit ID - 1P26-00006641 Ward/Bed No  : 4F -OT /PP0O-417
Patient Address : 3-103/39, plot no :39, sarada krupa, ganeshnagar colony chengicherla, hyd, Boduppal, Hyderabad, Telangana, INDIA,
500092
S.No Desm{iptlun Generic Name Dosage Route f Frequency Duration Instruction Qty Status
1 E‘E‘EET“I"@SK JLAYER FACE MASK 3LAYER |1 Nos Extemal { Once Daily 1 Days 10Nos|  Pispensed
P T&V&;\:‘ANZ SOLUTION 10% 1 Nos 1 Once Daily 1 Days 1Nos Dispensed
3 EHSJ,IEESE,XQ'H;Q}L%N 1 Nos Extermnal  Once Daily 1 Days 20 Nos Dispensed
4 |RL500ML CLOIISED SYSTEM ?élgﬁflélt:ggggm 1 Bollle / Once Daily 1 Days 1 Botlle| Rispensed
5 ?;%ﬁi%ﬁg:gg;wmﬂ 1 Nos External ! Cnce Daily 1 Days 10 Nos Dispensed

Note

* This prescription i

* Do not refill medicines.

Printed Date/Time * 25/06/2026 13:21

L
* This document is fust for reference purpose only. Not to be considered as primary reporl.

s valid only for specified duration.

Printed By : SUNKARI SANGEETHA

RAJANI KUMARI

Page 1 of1
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ey Rainbow Childrens Hospital-Himayatnagar
Rainbow Q
Children’s _ : ; ' . .
Hospital B o Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA -
Y- quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA 500029,
040-48873000, info@rainbowhaspitals.in
&
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-00016124 Name ¢ Mrs ANURADHA GABBITA
Age ] Sex 52Y 10M 12D/ Female Doctor RAJANI KUMARI
Adm/Reg DatefTime 25/06/2026 08:41 Payor . MEDI ASSIST INSURANCE TPA PVTLTD
Order Date . 25/06/2026 12:58 Ordernumber - 26-0000208134
Visit 1D . 1P26-0000664 1 Ward/Bed No  : 4F -OT/PPO-417
Patient Addross : 3-103/39, plot no :39, sarada krupa, ganeshnagar colony chengicherla, hyd, Boduppal, Hyderabad, Telangana, INDIA,
500092
S.No Description Generle Name Dosage Route / Frequency Duration Instruction Oty Status
1 MOFPS 30X30 8PLY 58 X-RAY |MOPS 30X308 PLYDATT |1 Nog { Once Daily 1 Days 1 Nos Dispensed
2 ESEICAIN HEAVY BOMG INJ 1 Nos { Once Daily 1 Days 1Nos| Dispensed
3 PENCAN 25G*3 12 PENCAN 25G*312 1 Nos External / Once Daily 1 Days 1HNos Dispensed
4q DSYRINGE SML.INIPRO} SYRINGE ML 1 Nos Extarnal / Once Dally 1 Days 2 Nos Dispensed
5 ADULT DIAPERS-XXL 1 Nos External / 10 AM 1 Days 1Nos| Dispensed
[ g,’éﬁ’gﬁ;its AFRONS 2%%;?52%5 APPRON 1 Nos { Once Daily 3 Days 3 Nos Dispensed
7 DSYRINGS 2.5ML(NIPRO) SYRINGE 2ML 1 Nos External f Once Daily 1 Days 2 Nos Dispensed
8 DSYRINGE 10ML (NIPRO) SYRINGE 10ML 1 Nos External { Once Daily 1 Days 2 Nos Dispensed
9 VACCUME SUCTION SET 1 Nos Exlarnal / Once Daoily 1 Days 1Nos| Dispensed
10 ﬁfgﬁ?:kES)URGmAL KT 1 Nos ! Onca Daily 1 Days 1Nos|  Dispensed
11 Encore Microptlic gloves-6.5 1Nos # Cnca Daily 1 Days 1 Nos Dispensed
12 IBOA(?;EPREP SOLUTICNS 1mL ! Onca Daily 1 Days 1Nos|  Dispensed
13 JUNDER PAD G0X90 10' Pack 1 Nos Exteral / 10 AM 1Days 1Nos| Dispensed
14 SGLOVE # 6.5 (SURGICARE) |SURGICAL GLOVES 6.5 |1 Nos Extemal / Once Daily 1 Days 3Nos| Dispensed
15 COTTON BALLS 2 GM 5 NOS 1Nos Exlernal / Once Daily 1 Days 1 Nos Dispensed
16 INS500ML CLOSED BOTTLE 1 Bottle Extetnal / Once Daiy 1 Days 1Botle] Dispensed
GAUZE PACK STERILE GAUZE PACK STERILE 4
17 10X10%X12 PLY 58 10X10X12 PLY 5 PACK 1 Nos Exlernal / Once Daily 1 Days 1Nos| Dispensed
RAJANI KUMARI
* This document s just for reference purpose only. Not to be considered as primary report.
Note
* This prescription is valid only for specified duration.
* Bo not refill medicines. .
Printed DatefTime  25/06/2026 13:21 Printed By * SUNKARI SANGEETHA Page 1 of1
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Rainbow” .
. @ g; .
Children’s BirthRight
Hospital | . BY RAINBOW HOSPITALS
| 'ro;r R:g;io agale D;ivery
Name Mrs ANURADHA GABBITA UHID HNH-00016124
Father/Guardian Mr G.V.RAMACHANDRA RAQ Age/Gender 52Y 10 M 12 D/ Female

3-103/39, plot no :39, sarada krupa, ganeshnagar colony chengicherla, hyd, Boduppal,

Address Hyderabad, Telangana, INDIA, 500092
IP No IP26-00006641 Admission Date 25-06-2026
Ref Doctor Self.

Discharge Date 25.06.2026

DISCHARGE SUMMARY

Consultant:
Dr. RAJANI KUMARI
MD (OBGYN)

Diagnosis: PERIMENOPAUSAL P2L2 WITH PREVIOUS 2 LSCS WITH
ABNORMAL UTERINE BLEEDING WITH K/C/O HYPERTENSION FOR
FURTHER EVALUATION.

DIAGNOSTIC DILATATION AND CURETTAGE DONE ON 25.06.2026

History: She has complaints of irregular cycles since 6 month, associated with
clots, not associated with dysmenorrhea, not relieved with medication. USG
done on 17.06.2026 showed mild bulky uterus, AV, ET 15.3mm with mildly
thickened endometrium with small anterior myometrial uterine fibroid
11x10mm, thin walled cyst measuring 33x22mm; simple right ovarian cyst;
mild hepatomegaly with grade 1 fatty liver. She was admitted for diagnostic

RAMJARA HILLS HYDERNAGAR: KONDAPUR OUTPATIENT CLINIC dit SECUNDERABAD (» Wecradied)  KONDAPUR
. 0 - 42 3 040 - 4248 2100 - 3 D40 - 4246 27

@ 1800 2122 @ www.rainbowhospitals.in
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Name Mrs ANURADHA GABBITA UHID HNH-00016124
1P No 1P26-00006641 Admlssion Date 25-06-2026

dilatation and curettage. £

Menstrual History:-
LMP- 05.06.2026
Previous cycles: Irregular

Obstetric History: P2L2, 2 LSCS, LCB- 27 years

Medical History: K/C/O HTN:- 1.5 years {On Tab. CINOD- 5mg OD)
Family History: Rarents DM, Father HTN
Surgical History: 2 LSCS- 1995, 1999; tubectomised

Allergies: Nii

Investigations: Enclosed.
Blood group: “B" Positive

Surgery Notes:
Operation performed: DIAGNOSTIC DILATATION AND CURRETTAGE DONE
UNDER SPINAL ANAESTHESIA

Indication: PERIMENOPAUSAL BLEEDING WITH AUB

Operative findings:

- Cervix healthy.

- UCL 5 inches

- Uterine cavity regutar except anterior wall irregular.
- Plenty (polypoidal) of curetting obtained.

- Sample saved and sent for HPE
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Hos p ital . BY RAINBOW HOSPITALS
;fuur H‘»g-i'n ESAIE Delivery
|
Name Mrs ANURADHA GABBITA UHID HNH-00016124 [
IP No IP26-00006641 Admission Date 25-06-2026

Post-Operative Notes: - She was closely monitored in the postoperative |
period. Her vital signs remained stable. She was encouraged to ambulate and

‘ void spontaneously. She was shifted to room. Her general condition was

| satisfactory and she was found to be fit for discharge. Medications were ‘
explained to the patient supplemented by written information.

Advice:

1. Tab. Taxim O 200mg (Cefixime 200mg) twice daily till 29.06.2026 (9am - |
9pm) after food.

2. Tab Chymoral Forte (Chymotrypsin +trypsin) thrice daily (8am-3pm-10pm)

, till 29.06.2026
3. Tab. Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food
till 29.06.2026

Tab. Zincovit once daily (2pm) for 1 month after food.
Continue Antihypertensive as earlier.

Tab. Calpol 500mg (Paracetamol 500mg) SOS (for pain)
Tab Tranexamic acid 500mg SOS ( for bleeding) '
Collect HPE report

®~NOU A

Review consultation with Dr. RAJANI KUMARI, with HPE report in Gynec OPD at
rainbow Children's Hospital (Review consultation will be charged). '

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

language that | can understand and | acknowledge. ;

Patient%der

| HIMAYATHNAGAR RANJARA HILLS § HYDERNAGAR KONDAPUR OUTPATIENT CLINIC tedavi|  SECUNDERABAD (NAL KONDAPUR L8 NAGAR (WARH Accredited]  NANAKRAMGUDA
40 - 42 rgency 3 040 - 4248 2100 Emergancy ] 040 - 4246 220 Ermargancy 3 040 - 4245 2400 3 ; 13

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs ANURADHA GABBITA UHID HNH-00016124
IP No IP26-00006641 Admission Date 25-06-2026

In case of emergency like bleeding, fever 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

t N p:’ ' vathnatai = H
Registrar/Resident/C.M.O
Consultant: x '
Dr. RAJANI KUMARI
MD (OBGYN)
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[©!od0~~  Rainbow® . P
Children’s ® BirthRight

, L BY RAINBOW HOSPITALS
ESTIMATION SLIP Lelelde  Hospital |\

Date:_ 3 fcly ¢ UHID/IPNo.: siNo. 1632

Name of Patient : Co: A chadio Age: e Gender“:
Father's/Husband'sName: 4, (o 0/, .. 4 Corporate / Occupatign :

Address : Phone : _~ L g aa,n gf Email :
Procedure / Plan : N 4—! ; #HeLOF wir ) EDD/Dos:

MODE OF PAYMENT : [ | SELF Qxﬁ: I PR IGIPSA: OTHER

TARIFF INFORMATION :

Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
C’md Ward
Twin Shared Ward %
Private Room 1[3 ! + po RS W ;_-, . :
Super Deluxe Room v & ks
| Suite Room
P Ko Dodon o Syt and | DocorFen SupoetoTon
f;:k;fg: ;mtair;:i:ﬁm 3 Labour Ward Charges Angsthetiat's Fees and OT Charges
. Length of Btay for : Length of Stay for :
Pharmacy ﬁp to Pharmacy up to
Investigations up to Investigations up to
Others

Neonatologist Charges : D Covered DNot Covered Epidural / Entonox : D Covered D Not Covered

NtialMinimumDeposit: [25 0 sabDle Rlia. o
MARKS : 3
1. Room eligibility is purely subject to TPA approval and the Package / Room Tariff starts from the time ofadmission. The estimated amount may Change agcording to duration
of stay, medical condition, investigations, pharmacy and any other procedure.
2. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and may not be
reimbursed by the TPA at later stage.
3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
etc.
4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment is applicable for which kindly contact the Financial Counselling desk 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 no attendant is
permitted inICU's ~
8. Tariffs are subject to revision f
9. Kindly check your billing status on day to day basis at IP Billing Department,
10. Additional Charges on package are applicable for Non-working hours and Non-working days (sundays and public holidays)

DECLARATION
1 f ﬂ A Y a.r; Lp. have attended the Finaneial counseling desk and understood the expected costs and
other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any pomt of time

I promise to settle the hospital bill with the hospital without any ambiguity. - =

A Y
/ﬂﬂh‘.‘r(.—.,f/a (}jl M"“ :

Signature of the Client Signatory ﬁe]ationship 7 Signature of the financial Counselor







ACTIVITY RECORD FOR BILLING

Room / Bed No :

IP26
Mrs ANURADHA GABBITA i
13-08-1973 52Y10M120 (¢
______ Dr. RAJAN| Ky H

WARD TRANSFERS

HNH-00016124

flimI

T

~Z
Rainbow" : b
Children’s ‘Blf’tthght

Hospial

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

Time

To

Signature of Nurse

25| ¢ hts

oT euMa [

ok [

EA0Y))

gie —post

17

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

8

9

10

Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting ;
Doto _ Equipment Time Time ’r) Order No. ‘ Signature
a A

A

aG\b| caxdrre modey |/ 25, é‘lﬁS’/%D—/
s —7 ga@rwfzq)

><\f f}ﬁ?pug?m pum P p \
I SRS SRS a—




PROCEDURE
Date Procedure Quantity Order Na. Signature
RORO '
D] 6| Tv daceprent| T Avmshen |
' , R8O | Aot
'm@ ?’ﬁ'&' (\O‘P) g : '”_ 3\:}0'%
ANY OTHER INFORMATION
Date Time Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




HNH-00016124

|P26-00006641

Mrs ANURADHA GABBITA

13-08-1973

s2y10M12D0  (F)

"

I.P. ADMISSION SHEET FOR GYNECOLOGY

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

Date of Admission : ........2..2. , bé

2026 .

Time of Admission :

ANBIIIBE: woovisvssinisibvipeiraivsmiiissimvsarsrs aiatss Vs at semsbessaavs mnow any drug allergies

- PRESENTING COMPLAINTS :

/M]m.

- 6 merdh

ofw Mvﬁ 6«%% , clobs porsag e

LLMNP- Jan 2024

J
—hpv et 2026

June 2026

Corhmanws I"“‘L“j oo

cunCe  [menth
MENSTRUAL HISTORY OBSTETRIC HISTORY
Year of Marriage : Parity : Pj_[ 5 .
’t »\L i
Previous Periods : Mode of Delivery :
I lip: Jan 2ol LA,

o fab CfNOD—'ﬁW\J on

LMP : gl L \ G 'A'lf“' d 23 GLast(:hnd Birth :
Contraception : :ngm
PAST MEDICAL HISTORY PAST SURGICAL HISTORY
—_ |1 Y -
Elclo HTN ,lU i SEA ——&li-f( hadc

Docu. No. : RCH /FRM / CLINICAL / 086
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HNH-00018124

13-08-1973

|P2€-00006641

A
s2Y10M12D F)

i

ol UHY:

fodhau - RTN
oM

MQMHB(Y\ ,

r-- INITIAL ASSESSMENT :

- MEDICATION HISTORY:

| Y- CINDD"(W"g of>

cvR__ S S-;@

Respiratory System i”“ €

Thyroid

Abdominal Examination

N

Date ) [6 / 26 Breasts Local/Speculum Examination
Ht. Wi.

BMI Mot done ok dove
B.P

Pallor & Bimanual Pelvic Examination

Not e

PROVISIONAL DIAGNOSIS : 12! w&stW«D

Py, catsws e Hub-L

INVESTIGATIONS ORDERED

PLAN OF MANAGEMENT

|| Blood Group- Bove .
Pl
b 1397
[ =
wee”

Rty
?—%58133

ney
vsg | 6|26
b\k""‘\\} 'Wc&\ov&h}
me A\RU2xSEMM.
Sl ant

- 1\\,“)) mm .

i b

- _f': o\,ﬁgrmf’(l fon Qc-..’_J_
= :Rf PC\—’*’ (‘)o-rrl'}

~ Phc

”;@L\ﬁo-—nﬁ &t [LWA ket

- (?r-“bp wre dicafos os CZ»e:jecJ
—Sht A oTen o lt

)

mls L x1omm €T

A mle 3% 22mw) M?‘%J.

Q‘ \
Zf'é'f;uﬁ

Name of the Doctor :

Date & Time :

1 [l v

Signature of Doctor
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Patient Sticker

Rainbow®
Children’s o
Hospital .

It r2kes 2 Jot o weat o litte,

PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight

Y RAINBOW HOSPITALS
Your Right to a Sale Delivery

Dale
& Time

Progress Notes

Dactor's Order
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O
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CONSENT FORM FOR GENERAL / E?.‘i?é’;}".‘l.’?s ‘Eiﬂi&'ﬂiﬁ%ﬂf
REGIONAL ANAESTHESIA / Hospital _ | () zmoners

MONITORED ANESTHESIA CARE

Patient Name MA«‘G BRI .. .ovacisssaraisisummamsissssiiasin Age:.@.y.......Gender: Male O Fe(rn/ale.E/
UHD No: . FNH AE Y ... surgeon Name: . Y. - Kayww .......................................

Anaesthesiologist : ........cccccccevvernenns B/ . B

Operative proCedure PIANNEA : ..o B et bbb

~ PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

O Heart disease ypertension .,B‘Dﬁetes mellitus O Renal failure
[ Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis

O Incapacitating Cronic Obstructive Pulmonary Disease
~ Others : <

O IS & et e et e et e oot s et e e st e e et e e e e eres s eseaeeate e e e e aeems e e ms e e s e e e ase e e e es s e s e et e e ot e e een s e easd S e et s hhe 4 a e b et e eht s e naeenRaeennnseentanets

» 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 my patient
............................................................. the above mentioned operation / Diagnostic / Therapeutic procedures

" | authorize and give consent for anaesthesia egional / O General Anesthesia / 1 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 Py




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

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

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

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

- Pregnant: O Yes vﬂﬁ
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness :

re: Q'd‘wa‘ﬁzﬂ- ........................................ Signature : "1/7[/{]/{[)’3 .....................

' - L
Relationship with Patient: ... (<. { o ate & Time : AN It 2 L, Qg0

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

SIINAMNING : icoirmokimsamnatine psssssmssisssstesmsssproags o

W<

Date & Time : 1{ é,od"f'ﬂ’“

v




Duly  Notble: A2Ub|60%6)

"z
) Rainbow” . e
Department of Anaesthesiology Childrers & BirthRight
PRE-ANAESTHETIC EVALUATION Hospital _ | [ zmusonsosms
Name: . .. SO Sex i, oo UHID.No : . HINW-000\6IDY
Date: . &3‘\:\7’@ ..................... Time: . D.W .................... Proposed Operation: .... @LCCW ........... b.(@0am
Diagnosis: .....oceeveeeeeeeeren ‘PNE'LBT .............. \Lu ..... )
B.P/CRT: 2R3 ot Apm Weight: 1% FONGC  Ash Physical Status: 1 2 03 04 05
Laboratory Data:
Hab: ... 1204 : Protein: ... A2Y.......... T YR s ot
o Urea: . e A RQ 0'03 7L —— £ce: . ISR
wec: .. \0; 290 (b creat: . 05 Tota gt HOV: e 20 ECHO: v
Plate: ’),»mk N oo eeeereeeeeseeseseees DIFIBIE o heseevi Blood group: .............. Stress/ANgIO: ...,
PT‘S‘S PSRN Lo LRI TB oremseescsssmsesnsssassorsens Other: .o
QLPTT: J}'l (o Alk phos: . “{
INR: 9‘5%‘0‘, MO+ +: e, AMYIASE! ovriserec b
&T:s" o Bl o SGOT/SGPT: . q\“l Alorgies:  tCDR

 Medical History:  CVS - Ynown Wm Qo Wy on Job, UNGD $G  0—0 —

RESP: No oukive| gt Um\?, w\m\wﬂwwﬂ%pw
* No T\FﬂwM &daum

Renal; (‘) Rowd & U@dmbobﬂs
Hepatic / /GE - Physical Activity: -ﬁthv@ E\!“‘%'"IJ
Others :

Past Anaesthetic History: 2—?"‘”"“& ALee (LB =2 :hﬁ‘; ‘b“‘t/ W‘f"‘u — pehwiE:

Physical Exam: i

Rirway: MP 1(2)3 4 Mouth Opening: 73¢B  Mentohyoid Distance: 73¢®  Neck: @ Teeth: devlack
Lungs: )y AC @ oy, - '

Heart: M

CNS: NAD '
Pregnant: [ Yes .Z/No CIN Venous Access Site O.WW-Spine Exam for regional :  W{d\iwe. .

Anaesthetic Plan; [ MAC _REGIONAL [1GA-ETT [JLMA

Peri-Operative Plan Explained to the Patient: es 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis :

Water / ORS 2 Hours
2. NIL 0R’c“'<‘:0thers 6 Hours

3. Informed Consent: [ Standard ' High Risk
4. Post Operative Pain Management. ~ Discussed with Patient

Signature: ....... L8
Docu. No. : RCH /FRM / CLINICAL / 044




HNH-00016124 1P26-00006641
Mrs ANURADHA GABBITA

13-08-1873 52Y10M12D (F)
Dr. RAJANI KUMAR|

AR

Pre Induction Assessment:

ANAESTHESIA CHART

"z
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Change in Patient Condition:

[ Yes _LTo

Fasting Status:

ﬂ.dﬁqMA@—

Physical Status:

D/Pmient ldentifigd

_="Consent Present

’D/G’hart Reviewed

A

R 34fm

| B.P/CRT: {N[@b

| SpO,: IOU'/l [RR:

fm"' A [ Last Feedww_

Operation: qu/! ................... Date: ?.(7 ................

Surgeon: P(% ................................................... Anaesthesmloglst3(..\(%...................: ..... Technician: Jadlam ... .

TIME | | Y
N.O /AIR /O, LPM ' N
HALO /SO /SEVO Antibiotic
Drugs: e
. _%v' v Suppository
/ /
¥
Blood Loss .
FID, / Sa0, 50 1700 -
ETCO,
ECG L]
Temperature 1
Urine Output NOTES
B} v Va%i : K
g8
[r=a=<3 ‘ y
7
Bp 240 )
V Systolic 220
A Diastolic ¥
X Mean 200
= Heart Rate 180
Tourniguet on Time
Tourniquet off Time 180
140'
Throat Pack In
Throat Pack Out 120 H >
100 Y AAA
805%
6
e AR
20
t o
0
ABG
LAB Values
GRES
- Others
/./Equipment Checked and Temp: Induction Regional:
Fynctional ] HME [C] Fluid Warmer W [ Inhal 2?@/ Specify: ..
/ U‘/ ] Cling Film [] OH Warmer [1 Rre O, [C]RsI & Spinal ] Epidural O [‘.audal
Cuff Site: . @ [] Hugger’s [] Cotton Wool ] Owers Others: .............
[ Art Site: . [ her SR,
/E/'EKG o .}M M O] Mas [ SGA Position:
[[]  Temp Site Times: m [ Airwa [ Oral ] Nasal Site:
O FIO, Monitor Anaes Start: . BT v o atu...‘.l._,.. Jeien GO Needle Size:
] Agent Monitor 0P Start: . - L] Oral T Nasal L Cuff Parasthesia []Yes [ No
ﬁise Oximeter OP End: . w m L1 Tracheostomy [] Topical Catheter at skin ..
[1 Capnograph Leave OR r L] Drug Drug Name & Conc:/
Q Ventilator Anaesthesia: [T Awake [C] Direct Vision Bolus: .
[.1 Nerve Stimulator O cA [ Video Laryngoscoby [ Stylette / Bougie Infusion: .
Bk mobn‘ |’ g M Aitared Anaesthesia Care [ Fiberoptic Block Leval 4 }Q - { i
i gt #“Regional Blade# ... AHBMRS: w.ooovinrianriiziniviinns ChriTaAE
T Pressure Points Checked ' ! LTI, e, _
Lina (Size & Location) Transportaien to
Eya Care: CICVP: .. ok ] Bilat = BS Cu 1Icy ] Other
L1 Oint 01 Sami Relaxant Reversed [ Yes CONe TR
= _1ART; .. [] Semi-Closed Circle =
il /PV/ 200\ [ Closed Circle ¢ i Y - V
[ Badding = Name of the Doctor :....
- [Z1 Other
Awake Signature of the Doctor




HNH-00016124 1P26-00006641
Mrs ANURADHA GABBITA
18-08-1973 2Y10M12D0  (F)

i ———

 POST-ANAESTHESIA CARE UNIT RECORD

"2
Rainbow" . o
Children’s @ BirthRight
Hospital .W
It takes a lot to treat the little. Your Right to a Safe Delivery

, ¢
Received in PACU by : -A’%UbLﬂD Time Received : ............ 1Q/‘?’DF{Y)T|me Discharged : .......ccccovevvnrnnne,
‘C_'?_1 -;'l‘l"\ :‘l | AV | Y I‘I;‘.: K
250 AMLIE 1§ L 250 |y Cannula Site : ...........\ R /...
240 240
L 230 230 | [ 0, Mask [C] Nasal Prongs
5 220 220 | 7 Tracheostomy [ T-Piece
% i 4 ::,g 1 Oral Airway [] Nasal Airway
ri] 200 O
oc 190 190
e 80 180 . Dl/\ | gb\/
§ 170 \\ \ 170 | Vomiting : [ Yes [H4G Drug: JO\Y;'
160 160 s
& i / 1l 9 150 | NG Tube: Ol Yes MO
v 4O (N2 i 140 | prain: O Yes [
A 129 A e 4 B 120 )
120 P T 120 | Urinary Catheter: [ Yes § ™"
& 4 0 | chesttube: D ves B
= e 20| wit oral UM CINo
70 Al 70 i
80 80 ]
E" 50 50 Oral Feeds: ..........] \ ............. M ...............................
o= 40 40
30 30
o 20 20
10 0
0 74 0
spo.| | U M=l (T, L
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 ouT SCORING INTERPRETATION
Ale 0 Move 2 dailas volrlary f anconmand =1 AGTVITY 1ol A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
gbte to deepl_brgagig & té_::_ugh freely = 3 —
spnea or limited breathin = IRATION
A;‘ng:: ’ =0 9— 2 24 Exceptions to this, are to be explained in the
BE= 20,00 Pro drmabsiotic lava =2 ; space below by the Discharging Physician:
+ 20-50 of P = CIRCULATIO
85 = 50 o Prs Nnsosttic s of R D M L+
Fully awake =2
Arousabl i =1 CONSCIOUSNESS L b
ol iy ™
;;ns: dusky, blotchy, jaundiced oth :g COLOR &=
Ly 3 ) it = - i
l:yann;:ky otchy, jaundiced. other -1 'J__ f)’_
TOTAL &) 10|\ ©
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention N Signature
’
nslo | 121390 0[p NO Pain
7
Apm ')
t
as\b| AP ol NLO b Lo
. ) o \
otl, | 9viopD ofio Nb  paPn (
9,?\5 .M OlID ™Nb \DOL',{DO \)
Pain Tool Used: J NPASS [ FLACC [ Wong Baker - Reassessment Frequency:

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

Cambnbite.

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




»

Rain %W“ ] _
Patient Sticker Children's | @ BirthRight
. Hos pital . BY RAINBOW HOSPITALS
1t takes a lot £ treat the fittle, Your Right to a Safe Dellvery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
(D21 SO TIME: wvvererrervcrersenenee PTOCEAUTE ONE DY ettt sseseasasnes
GSE /Spinal /Epidural Position : ....eeveeeneee. SPACE e Technique (LOR/LOS) ....vovererrvnnne
(171 1 ggtheter E L] (1 BV (1) 1107 S USSR
Parasthesia : Yes/NO if Y8S dELAIIS & vt cee s rsss e sss s ssns e e sr s sasnenensn freveaeraesennssn e ateas
Solution COMPOSIION © ...eveeevecereerecrees e vesnsn st sressnrenaas Lt taeeeesessesenrarase st s e e e er R eR et nan e e e e e Re R s e R eRtetes
Any other issues :
) terueresentea st s e R4 e RE e E £ R SR E RS R R AR A e AR SRR AR R RS s AR SRR e R st e s
1) RO reersesanarsesirsanaes Feerer R TR RSOOSR rR e PR A SRR TR AR SRS RO R E R RS PO R SR TR SRS AE RS b SRS R PSS AR bR A e e e e rp e aan
! Infusion Rate Level Maternal | N
Time | imppy | BousD | yen mignt [ B | puse| TR Comments
- S ~ :
Delivery Details :  TIME & vevevecerrenencrrnns APGAR: ......c..eecoenr.. SVD/ Instrumental / LSGS (if LSCS Detalils}
———Gatheter Remoyed by and Tip INSPBCIEA = we.ee e JUROTORIRNNIN
Patient SatiSfaction : .....c.ccecvvveevenevtianevsmn s snnenenns ehsereseEsIasib LS Le L e RSB LO SR A T AR SRR T SRR AR SRR R R R SRR RR SR SR e SRR St SR R R nan e e RR e TR ReS

Discharge /Shifting ordered by
DOCTOr SIONAILIE: ...eeeeeeeereeere st ere e v e s sne e se s veaeens
DOCION NAMIEL cuevivrerriisnirrrosrernesmsennressesesssesessnsseseseress

Date and TITIE : vvvvsisscsssrrersersmessrsssesssessamsaramsssssassssassssnessansns




"%
Rainbow” &

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight“

Hospital BY RAINBOW HOSPITALS

SPEcIAL PROCEDURE It takes a lot to treat the little, Your Right to a Safe Delivery
Patient Name : NV,SC’A"W:SU\Q Gender: [J Male CLFemale  AQE:.....mmiiiinnn
UHID NO - oo AN OO IAL2Y o Date : .. 26 L26
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)

............................ D TETL DN G CORREITBG oo

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

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

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

............ Q.C?.Qg.f‘.':'.ﬁ'...éf?.‘?d'j....ﬁ/.'u.;....m e .L:f-.f'e%.n..;o..g.....ﬁ;fmci...cr...Ic.»fw.{.ﬁmdm?{c,
........ M‘LthFv:y'{@ra"(’bu.

My signature on this form indicates that

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

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

3. Ihave had a chance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery / Procedure: Drpo\ h.x.:u.../fré.lm.'. Feeeeeeeresseneenns

Consentee : Patient Attendant :
Signature : K. B (\M

Name : GAV\\,;;’:-QJ/@— ...........

Date & Time ;?_iY‘\sMLbZ/L% Sof

Doctor (who is taking the consent) :

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

BirthRight | chiidren’s

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery Hos Ita'

It takes a lot to treat the little.

OPERATION THEATER NOTES

HNH-000168124 IP26-00006641
Mrs ANURADHA GABBITA

Patient's Name : ... -@1n AL L LI B RGO . oinissmsines Gender: .....cccceeeennn.
UHID. e T e —— Weight : ..
Surgeon : . Rojeni  Liwen’ Asst. Surgeon :
Anesthetist: 73, Samn OT Nurse : Areson o / A e by
Surgical Procedure :
C/a from ?C.uml-t’rj(_.
Indications for Surgery :
[Dc,sf!mgnofawal gcwcg /AU@ o
Date: 957v6(202¢ Start Time : 12500 /7w EndTime: |2 20/
PRE-OPERATIVE PREPARATION :
v Db Sy it
OPERATION NOTES:
Cexvie  \apttfn
UCL - Sinches
Uhearae < 7"‘“"‘-*"'; ?"Lj [ Qv < CJJQ(* Fhnterey Lo =L
Ul}quu(o—v-‘
Pfonl—._, i d? Cg;nl-hjf Sodowd) & R:pr?_'nc‘;iqicd
Pr]-fﬂ:, c(o—-f. ) ’ |
‘b"i\;_L Seyed g Lok Jf-w’ Apg.

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

_NBM x 24

Vited o 4;1(/\,7

d

e (‘A-H’fu}

f.)vL«J; 5

= m/r‘;

SCL_ALL:(.: \7 r)f“-/

Infevn LoD

O Loy At~
[(]

- CeHen Z-oo\r—/, A 8D ~ s
T Catpoile O3t .0 X 30}‘
i Pa:vk»g;) oy aB0 X S
— H:’“ ol Fvte Ay §d

B Feyuo

T PR gkt

2
.................... (\j\“

Consultant Surgeon's Signature




Surgeon : ........

SURGICAL
SAFETY CHECKLIST |

Anaesthetist :

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

HNH-00018124

Scrub Nurse : %ﬁ'bf_ A% ..’. ....... (< gﬁ?.m Date : 257'6/26 . In-time : .| 2200 g2a.... Out-time AEED Py

. :‘:;:“UMDHA o 1P26-00006641
D Fyan....... | e, “""’""?\ " 52 = -
__________________________ | m””mmﬂ“""mmm’m .. Age 4. Gender: [7..... Eﬁ%ﬂ?&:-s ® BirthRight
e Hospital_ | () zuecniot:

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

TIME OUT  Time-.... 1oL Joh.t

NAME ©...ooooeereerser AN 0 @\Q\&QYYT I

SIGNIN  Time.. |2.pm.... D SIGN OUT  Time:.....o
I
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity ~~Yes CNo introduced themselves by Name and Role ~es No The Name of the Procedure Recorded ' Yes (1No
Site ~Yes CINo Surgeon, Anaesihesfa Professional and That Instrument, Sponge and Needle ~
Procedure _=¥Yes No Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ <'Yes ['No CINA
Site Marked OYes CINo LLNA Correct Site C¥es ONo patient name) ¥6s [INo CINA
Anaesthesia Safety Check Completed Y6 CiNo Correct Procedure “1Yes-No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning_=¥és No Anticipated Critical Events : Problems to be addressed ¥es NG CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? JYes CiNe~ What are the Critical or Unexpected T Sergoon, Ansesinelt aod Nurse;
Difficult Airway / Aspiration Risk? Steps, Operative Duration, | / What are the key concerns for recovery
‘ . Anticipated Blood Lgss’)M. n es [INo and management of this patient? #Yes [INo
Yes, & Equipment / Assistance
Available OYes ,NG/ Anaesthesia Team Reviews: w,\«t S9N
Risk of > 500ml Blood Loss Are There Any Patient-specific Concm CINA
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous || Has Sterility (including indicator results)
Access and Fluids Planned CYes T'No LIN&"1 _+ Been Confirmed? are there Equipment
Blood Units Reserved Yes [INo L2 Issues or any Concerns? #Yes [iNo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? CYes CINo CINA
within the last 60 minutes? /Yes/ No TINA
oand
Signature : Signature ............ Tﬁ*‘f‘?“‘p,ﬁwﬁ ................

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




PATIENT TRANSFER FORM

\§

J

Rambow

Children’s BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the fittle. Your Right to a‘Safe Delivery

S - Samiy

Patiant Nama 2 [1HIN M Date & Time of Admission Date & Time of Transfer Order
HNH-00016124 1P26-00006641
oo %k }1(;;) e
Dr. RAJANI KUMARI
B N ”m““""“““n“ m"" "“ Transfer Ordered by Reason for Transfer

Oseranlim

From Unit To Unit Information to Attendant
_ Yes [+ No[ |
07 Pre - Posf_
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
Yes[ | No’]{
If ves, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. item Name Quantity
1.
i )
2.
3
4,
5.

Shifting Summary / Notes Written by Doctor : Yw [ ]

Name & Signature of Person who is Transferring

e

Name of Person Ordered Transfer

Oy g

Patient & Clinical Records Received by :

bbby b

Date & Time of Patient Received : (Z]/g [ 6 /9/ é O(/

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

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

|| Available Bed not ready




z
Children's ‘BirthRight”
PATIENT TRANSFER FORM Hospital_ | ()i

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00016124 1P26-00006641
Mrs ANURADHA GABBITA
8.0 G v L~
s 20 &1 25 1|26 @ BMIpwy| 1516]26@ 11750y,

LT Tanser Ot by Reason forTarstr

Y
DR frphasha bIC

From Unit To Unit Information to Attendant
—_ Yes No[ |
LDR O] Bl .
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

: ‘ Yes[ | No|[ |
@o If yes, what ?

S—

Medications / Consumables / Surgicals / Hand over

SI.No. [tem Name Quantity

7 =

R\ —<oop m L E )

2.

3.

4,

5.
Shifting Summary / Notes Written by Doctor . Yes| | No|

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Qro T
S R DU -

Patient & Clinical Records Received b f
et
2.5 /zf/;?
N 4

=
Date & Time of Patient Received Q

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

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




HNH-00016124 1P26-00006641

Mrs ANURADHA GABBITA >
13:08-1973 522Y10M12D () =
Dr.RAJANI KUMARI 1 Rainbow® .

AT TR Goioren™ | | 2msmait

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

MEDICATION RECONCILIATION FORM
DrUG AIIBIGIES: ....voveeveeceeeseeeecee s enee st enees \=Tot 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)

SHBING FIOMY. .ccmnnrammmmissunstmmsn s ShIBetl 10; oimsimmimmmnasvinimainsresisisns sasanszens
| oo | s e o | USTOE | ot
T M CLINIDIPINE §~\j PO op O¢ Ooc
; (¢ CIDe
3 Cic CIDc
4 OC 0Dc
2 ¢ CInc
6 Oc¢ Coe
k ¢ CJoe
8 ¢ Obc
9 ¢ CIDC
10 Oc CIDe

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

Doctor Name & Signature : ............ (ﬂ ......... QGV"“’““ .......
DB &TINE oo U 26
Nurse Name & Signature: ........... @«yr@“” ........... %7 ..................
Date & Time : ... }&)... Y A

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




HNH-00016124 1P26-00006641 2
Mrs ANURADHA GABSITA Rainbow” . -
13-08-1578 nY H
Dr. RAJANI KUMARI omize @ ] Chlld!'en s . BlrtthghlE
Ho spltal I:Y RAINBOW HOSPITA
I It takes B ot b ek the ttle. ‘our Right to a Safe Dallvery

- DRUG CHART

Date of ADMISSION: .vecvereearmmrerrssrssessmnmnanas Drug AlBIOIES: ...covvisismssscsersmsersssssmsmsssssinsmrssssasssssssssses 1 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
-1 Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ardered 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.

Ensure that all patient detalls are entered above. GNLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

- 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 raust follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient 2} Right Drug 3) Right Dosage  4) Right Route 5} Right Time

NURSES

(EXCEPT RRST DOSE OF EPINEPHRINE DURING GFR). Follow Hospitals's Verbal Order Policy.

% O [- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES

S0S / PRN (As Required Medication)

DRUS : Dater

Dose | Route |Frequency |Start Date

Doctor’s,'Slgnature Valid Period| Pharm.

L1141 151 R

VERIFIED BY . NAME toteeoisirsieneerersenrmrmsecnesnconans

Additional Instructions:

DRUG | bate

i

Dose ﬁ Route 1 Frequency |Start Date
i

i

,A

Doctor’s Signature |Valid Period| Pharm.

li

Additiopal Instructions:

Ld

‘o Dates
DRUG : Tife

Dosé | Route |Frequency |Start Date

Doctor’s Signature |Valid Period] Pharm.

}E

Addiﬁonal Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4

(P.T.0)
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-H"NH -00016124

Mrs ANURADHA GABBITA

1308197 v
Or. RAJANI Kuw M1ze @

Il ””"mmm,""m i REGULAR PRESCRIPTIONS  Weigh. ............. Ward..................

DRUG 2 __'f\U r CEFOTAY e TI?l?It:E bag\

Dose | Route |Frequency |Start Date W
a | v | B |2k \\H‘“gﬁbﬂ

Name & Signature of the Doctor ' ’«V % ~
Starting the Drugs: /g ,@‘ " \ STEH

Additional Instructions: WM | {H

——

Daily Doctor’s Endorsement by a Sign

pRUG: P ICLO FENAC %ﬁi

ose ?p Frequency |Start Date
15 | Tio | 3/t

Name S|gnature of the Doctor ' g

St the Drugs: = )
R w W

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater
Time

DRUG :
Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : %ﬁ‘fe

Dose Route | Frequency |Start Date

Ad

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4

IP26-00008641 —————e

.
:

B e i il bl EE SR i ST e o B



SRR 11 11F: 1111 R

VERIFIED BY * Hams ......

HNH-00018124 IP26-00006841

E‘;ﬁ;ﬁZE 3‘1?“ e @ Raing{%w“ ®

P o . ~

i Chiares | Q) BirthRigh
_ ) e e arFightto 2 Sefe Delvery

Sheat No: ..eov...... REGULAR PRESCRIPTIONS waigtt............ Ward coeereeereeeen,
DRUG : TDi";‘[t,%" " |

Dose | Route |Frequency |Start Dt.

Nare & Signature of the Doctor

Starting the Drugs:

Additional Instructions: -

Daily Doctor’s Endorsement by a Sign

PRUG : ooy
Dose Route | Frequency | Start Di. 0

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Bater
Dase Route | Frequency | Start Dt, i
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Dater

Dose | Route |Frequency |Start Dt.

Nargle & Signature of the Doctor
Starting the Drugs:

Additional Instructions:;

I
|
'

Daily Dector’s Endorsement by a Sign

Docu, No, : RCH /FRM / CLINICAL / 108
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HNH. 00018124

1P28.00p
Mrs ANURADHA 08841
[ 13-08-1973 GABB"'A

Dr. RAJAN] Ky Y10Mzg i)
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2
Rainbow”® . s
Children’s ‘ BirthRight

Hospital BY RAINBOW HOSPITALS

Tt takes 2 fot to treat the Bite, Your Right to a Safe Delivery

SNBEL . <. REGULAR PRESCRIPTIONS weit............ War «oovseerenen

DRUG :

Datey

Dose Route | Frequency | Start Dt.

Ti[vne

_Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date?

v

Dose Route | Frequency | Start Dt.

Time

Nams & Slgna}ufe of the Doctor
Starting the Drugs:

Additional Instructions:

Daity Doctor’s Endorsement hy a Sign

DRUG :

|Date

v

Dose Route | Frequency Start Dt.

Time

Name & Signature of the Dactor
Starting the Drugs:

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign

DRUG :

Date!

L

Dose Route | Frequency | Start Di.

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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HNH-00016124

Mrs ANURADHA Gaggy s 00008841 Weight. .ovveeeeerenee WA, ,oosreinemiatinisso
13-08-1973 sz ’:‘;
[ Dr. RAJAN| Kum M12D (F) Date> -
N e e e

— ’" ’ ,” Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.

Route Start Date P oo e .

u

Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor s pose ose i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: - oss e e
DOr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Date»
VARIABLE DOSE Tlu’le NUfS&Sig, ] Nurse Sig. I Nurse Sig. Nuts_:'Sig.

Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.

Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor = PO none et
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.

Additional Instructions: e — . .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

STAT / ONCE ONLY DRUGS
. _— Dosage & Other ;

Date Time Medication nstriichions Route Slgljature Nurses
sl ls | V1125p J S VT [apae -p
5 l r T METDADPROMIDE ) ) | Y / Q_LAa-%“

128 | W\.35AM &‘j i s Ag\u.SW 1)
Page: 3/4 (P.T.0)
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HNH-00016124 1P26-00006641
Mrs ANURADHA GABBITA

oA Akl LA .V. FLUIDS CHART

VTR T ——errs

ntion mi/hr = Mcg/kg/min. etc)

Weaight. ... Ward: .. sovaws

R Flow Rate| Doctor | Nurse | Dateof | Doctor | Nurse
Oute | “mihr | Sign | Sign |Stopping| Sign | Sign

" R MG eR . :oou%r INgS | Q:
oo e (PeTpTE ﬂ'r Z(O/ 5k (4 @

Rinveee.
}é 2N (B eTHIE AN PWH e

Kf‘" IV JUMLGIL// \v| %P /\M W 27 |4
LACTAANE

S

Page: 4/4

e

NPT T Sy SR W R T S ——



HNH-00016124 IP26-00006641
Mrs ANURADHA GABBITA

13-08-1973 52Y10M12D (F)
Dr. RAJANI KUMAR|

LT

Ve

RESULT SHEET

N\

"%
Rainbow® . L
c?n'i?d:%‘:'s ..Blrtthght

Hospital BY RAINBOW HOSPITALS

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

Date [op)

1b]6]oc

Time e

Hb

13-

PCV

39S

RBC

Li-yb

WBC

L0250

N/L

Platelets

0.9

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138




Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Cells

CUE - RBC Cells

CUE

Stool Pus Cell

OVA / Cyst
Occult Blood L
blond  gaap B Pn e
Hv )
uev G g
VDQLJ
CURITG N0 SEASIIIVIIIES & .....oroeomcs e anssvacrrrsreneanemns sussusssapssas sssmexsassesas srspaonsnsysndnsnss SEARNER SR R4S AT SRS RS SR BEASARES A RSB

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

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

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

Radiology : USG :

ARL i iimimemmsiios oo R AR 45 N A RS S5 AASSSbwaaGR SE e d oA LA AU ARG AV S5 ¥E R SRR R0

Others (ECG, Contrast STUAIES BIC.,) & ..o.cvivruiriiiiiiiirisis s

................................................................................................................................................
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HNH-00018124

Mrs ANURADHA GAB r:.PZE-ODOOGBM ,f/g-
15-08.1373 52Y10M12D ) c 1= e
Dr. RAJAN] KUMAR! — - Rainbow . . . g
m ”” Children’s BirthRight
l["l"m" m”” ”ﬂ Hospital .w
Tt takes & kot b Leat the M, Your Right to a Safe Delivery
"+ OBSTETRICS / GYNECOLOGY
Date m;; Admission: ...... 9 g/ é\fb b
Baseline Information:
Admission From: CER 0 0PD W Desk 1 OUBES, SPECHY .coerrvsrrmrsrmrrsmnsrrr
Primary Language: E‘,T?J@U/. {7 English {J Hindi [ Others, SPECI{Y ... vvircssessnsesmsesmssmsnserassnsns
Doyourequire aninterpreter? LIYes CINO  iTYBSSPECHY .ouvvcrirscmricnsircrsibi ittt sasn s
Sourcilé of Information: O Patient [ Family [ Others, SPEEHY «.v.cvcccerrmmrrresrcencsnsenssnesarammrssssssesmsssssssasarss
1
Allergies: ClYes CINo 1 Medications [ Blood Transfusion {1 Food (] OHEr: covversnrensresmnesemssnesnenens
JEWEE  BITHIY v voeacececmcmrere et ne s cermensese st s s e s st as b bt ne s s s R R RS SEsEERER SRR RS SbBAS R ST B OB R SRR
[
Chief Complaints: ........... b [ ............................................................. Doctor Notified on Admission: [1Yes [CINo
............................................................................................................... Name of the DOCOr: v
............................................................................................. Time Notified: ............
j
Past I'\jledical History: Obtained From {lPatient [J Family Member [ Medical Record [ Other {Specify} ......c.ccoouvia
h Past Medical Rislory Past Surgical History Previous Hospital Admission
!
1
Gynecology Assessment: [J Not Applicable | Gynecology Surgical History: Gynecological History:
-Menstrual 3 (55 (o1 U Caesarean Section; CONo ] Yes Contraceptives: EINo [dYes
O | ....................................................... Cervical Cerclage: OINo O Yes V/aginal Discharge: [ No [dYes
Onset"of Menarche: ... rrenreermrrceenansnens Ectopic Pregnancy: ONo [ Yes Post-Coital Bleeding: O No [ Yes
Mens;rual Cycle: O Regular 3 Irregular | Myomectomy: ONo OYes Infertility: ONo [OYes
Last Menstrual Period: .......oveviinioririninns Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G ..ecceevveerereeeene P orerrerernrrrnrevevameneas L rerereeranrsresrereseranes A e
Previigus ] -2 T .. "
Gurre;nt Medication: [ None 3 Yes, If Yes, Fill the reconciliatign form-
Family History: [ No Abnormalties Detected ¢ 2 .
f 1
'[3 Heart Disease J Hypertension I Diabetes [ Stroke ) Seizures [ Kidney disease
O Liver disease 01 SO T
Vital Signs / Measurements: Temp' 4?*25?10 HR: G/O RR:......... 'ZQ
L. ,' 2 (/ WEIGHt: e T BME v
Pain Assessment: Pain: [lYes [INo (if Yes complete the Pain Assessment / Reassessment F'Xorm

Docu. No. : RCH /FRM / CLINICAL / 151 (PT0)




HNH-00016124 IF28.00 -
006
——Drs ANURADHA GABBITA o

13081878 82Y10M 12D
| Dr. RAJANI KUMARY ®

e PHYSICAL ASSESSWENT

e

General Appearance: [ Healthy L1ill looking [ Anxious [ Agitated

-

Fall Assessment: C1Yes [ONo Score CO ...... (comptete the Morse Fall Risk Assessment Sheet)

RiskofPressure Sore: [1Yes OINo Score.......@ ..... (complete the Braden Q Sheet)

t Developmental Delay U Musculoskelstal Congsnital Abnormality

Inform consultant for positive criteria

FUNCGTIONAL SCREENING: [fa patient needs assistance with any of the following inform consultant
U Mobifity problem [ Walking Problem ‘Waliw Detected

—

-~

Inform consultant for positive criteria

A
NUTRITIONAL SCREENING: Wmalﬂy Detected
U] Overweight £1 Poor Appetite > 3 Days 0J Needs Therapeutic Diet,
O Under Weight E1 Diabstes Mellitus O Hypef’émgsis Gravidarum

PSYCHOLOGICAL NING:
uc Cooperative U Restless [ Depressed 0 Agitated

Inform consultant for positive criteria

11 T

7 Confused

SOCIAL SCREENING:
1. Marital Status: [ Single Wﬂ Divorced [ Widow

/
2. Special Habils: Smoker: ['] Yes EM Alechol Abuse: [Yes [J No Drug Abuse: [1Yes o]

Sacial History: LIVES Wilh ....ccee it svesrecnesnssscnsnsnsssseressrsssasnssussnsnsansassssss

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

Orientation has been given regarding the following aspects:
Call Bellin Reach: ClYes L1No Waste Disposal Explained: CIYes [CINo
infusion Pump:  CIYes [ONo

Above information QIVEN 10 ....eeeesevesessmenn ST o )

0 Others

Os




HNH-00016124 1P26-00006641 I;”Z-
Mrs ANURADHA GABBITA e Rainbow® . ) ;
13-0.-1:13 uﬂomzn (F) Children’s . Blrtthght
Hospital . BY RAINBOW HOSPITALS
"Vl e | W i

[ FLUID CHART |

Sheet NO. & e

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

TR T Ouput

IV Site

=1 Thrombo- :
Date Time c?]l‘algijuri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis Sign.

Score urse
Mouth | IV | NG v~

08:00am | @ L_|n) \

0%:00am | o | 2 | 1o A9 4
10:00 am QLL m K <M

11:00 am I?_L,\\j \ { W "

1200pm | P

B,
ot00pm| | 1O N

Total Intake : “TCAle ) Total Qutput : PAXSC

02:00 pm

~—)

03:00 pm

04:00 pm

05:00 pm

06:00 pm

4431 ] 10

07:00 pm

Total Intake : Total Output : —/

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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———— Rambow . .
Fatient Sticker Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS

1t takes o lok to treat the e, Your Right to a Safa Dellvery

(' FLUID CHART )

11112 [ O

1. All easuremerits in ml.

s T
L

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

1

’;5“ Lty [ -‘<;,\‘~ BN \.:f;
(\z?‘"x d‘lhtak i AR :ﬁ%ﬁﬁ- P e b Th b
rombo-
N

- i i - hiebitis | SiOn.
G | Diarrhoea | Vomit {Drainage | Urne | PESES | s

Nature
E Time | of Fluid Routs

1 Mouth | LV N.G

08:00am | -7 *

09:00 am | R

« | 1&00am| ‘ 7

11:00am| ‘ ' RN

12:00 pm 7oi] C

0100 pm | ,
Total Intake : , Total Output : )

02:00 pm

03:00 pm

04:00 pm

rr

05:00 pm

06:00 pm

07:00 pm -

Total Intake : Total Output :

01:00am

Total Intake : Total Output ;

02:00 am

03:00 am

04:00 am

09:00 am

06:00 am

07:.00am

Total Intake : Total Qufput :

Total 24 hrs. Intake Total 24 hrs. Output

Dacu. No. : RCH /FRM / CLINICAL f 092




HNH-00016124 1P26-00008641
Mrs ANURADHA GABBITA
13-08-1973 82Y10M12D (F) 2
Dr. RAJANI KUMARY Rai nb;w "
i chitdren's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a kot to treat the Iittle Your Right to a Safe Delivery

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 10 10i131 |32

RESP
(write rate in
corresp. box)

>30

21-30

11%12 1) (2
11-20

AD

()
0-10

Saturations

s4-100% | pUAY | Meyigar L 1 1 1 | [ [ | | [ [ [ | | [ | |

<94 %

Administered

0, (L/min.)

3, dwa|

40

39

38

37

36

35

35

2)eY LeaH

170

160

150

140

130

120

110

100

90

80

70

60

50

40

anssaig poojg |oishs

190

180

170

160

150

140

130

A
\

120

=

110

100

90
80
70
60
50

ainssalq poojg Jjolseiq

~ 130
120
110
100
90
80
70
60
50
40

NEURO

RESPONSE
[¥]

o T

Alert

Voice
Pain
Unresponsive

URINE
mls / hour

—

> 30
< 30

—

Proteinuria

Protein + +
Protein > + +

Lochia

| Normal =
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES

o 0104

TOTAL ORANGE SCORES

4

© =

Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert':
Repeat Observations
in 30 minutes

4 N )
2 Yellow Alerts or 1 Orange Alert:

Complete a Full T
Call the Obstetrician and Repeat
Set of MEOWS Observations

Observations in 30 minutes

\_ / \

i

(

> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 mihutes or continuous
:Imonitoring
\. : '

!
- 4

* The Modified Early Warning Score (MEOWS)
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::ng&umms rlr:za-oooosw O O )
13 08 1073 !2Y10M120 {F) ,//%‘
Rainbow® ) _
IIIIllII||I|II||IIIIlI|||IlIIIlIllIII Rainbow.s | @ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS ——Hospital | g e
n DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ M M Remarks
M E E N E
1 [V site appears heaithy I\g)bi:?rzz g;ﬁmﬁg't's / 0
v
One of the following signs is ~
9 gvident : Possibly first signs of phlebitis ’
* Slight pain near the IV Site / / Qbserve cannula
* Slight redness near [V Site ~
2 Z\;\;oeﬂ(}ggtlfollowing Signs Early stage of phiebitis / 5 =
Pain at IV site Redness Resite Cannla: -~ =
All gf the following Signs are Medium stage of phiebits /
evident ; . -
4 | Pain along Path of cannula ?eS'{;Gat"n“]a Consider L
Rednass around Site Swelling reatmen
Al g fthe fgllg:t;ing Signs are Advanced stage of phlebitis or
gvident and Extensive -
5 | Pain along Path of cannufa g]g’ ;ﬁ%g;;ﬁgﬁgﬁg%ﬁ?msl 4 —
Redness around Site Treatment
Swelling palpable Venous cord reatmen
All of the following Signs are
evident and Extensive : Pain Advanl;:ed Stig‘? of
6 | along Path of cannula Redness fhr ombophie msé . 5 |~
around Site Swelling palpable (l:utlate]treatment B sits '
Venous cordpyrexia annuia ‘
Signature of the Nurse EQ)«/"'

NOTE : Phlebitis greater than grade 2 sfiould bie reported to physicians and other appropriaté health care personal ongoinig observation of the site should continue for 48 hours post removal ta detect post infusion. phisbitis.

Signature of Shift In Charge :

Signature ;

__ Docu. No. : RCH /FRM / GLINICAL /137

Signature of Ward In Gharge
, CL g
SIGNAIIE | oooveeireenre s reereesmasessassessanssnes

Name . .......




O O

2
Patient Sticker Rainbow® . . -
Children’s BirthRight
GHECKLIST FOR THROMBOPHLEBITIS Hospital | .3—————-—-Lf£$?i‘”£?3§§iﬁ’éi
| DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION _SCUHE M E N M E M E Remarks
. No signs of phlebitis / )
1 IV site appears healthy Observe cannula 0‘
One of the following signs is
5 evident : Possibly first signs of phlebitis ’
* Slight pain near the iV Site / / Observe cannula
* Slight redness near IV Site
3 Z\rruéoeggdtgstfullowmg Signs Early stage of phlebitis / 5
Pain at IV site Redness Resita Cannua
'2\9'3;;{' e following Signs are Medium stage of phlebitis /
4| Pain along Path of canaula ?es?e Catnnula Consider 3
Redness around Site Swelling reamen
?\?ig;]}{xgr:gllgx\ﬂ?lgﬂg{ls are Advanced stage of phlebitis or
5 Pain along Path of cannula the s_tart of thrombopplebitis/ 4
Redness around Site Re site Gannufa Gonsider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain ’::'"anced 5%9‘? of
6 | along Path of cannula Redriess } rombophlebitis / 5
around Site Swelling palpable nitlate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse

r

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

Signature of Shift In Charge :

Signature @ ..o e emeeisnesnninns 1)1 [

)

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

v

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

Signaturs of Ward In Charge :

SigNatUre @ oo eeeesemeeernaine

L

SO ' 1: CO. Seoressessrmsssssnegeaserassises
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Mrs ANURADHA c 'P2c-aoaom1
15:08-1073 , o
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O

—Morse Fall Risk Assessment Form

O %
Rainbow® )
c?l'a'u‘d.%".!'s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

Choose Highest Applicable Score from each Category Datgc/(;;me 9& \\ b Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mors(:hl;:g)Scme Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
IV / Heparin Lock or Saline ;es 200 2O Implement
0 Moderate Risk | 25 - 50 Moderate Fall
[mpaired 20 rfte“'em'g“
GAIT / Transferring Weak (uses touch for balance) 10 niervention
Normal /On Bed Rest fimmobile 0 Implement High
Forgets limitations 15 NE— Risk Fall
Mental Status High Risk 2 51 .
Oriented to own ability 0 rr{g‘;ﬁgﬁggn
Total Morse Fall Scale Score: Q0
Signature | )

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

[T Use chairs with arm rests

[ Use safety straps on stretchers and wheelchairs while fransporting patients

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

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

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

[ Hourly safety check

O Assess patient after visitars, 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




HNH-00018124 IP26-00006641
Mrs ANURADHA GABBITA O O Rain%wo
13-08-1078 82Y10M12D (F) . . . ]
Dr RAJAN SUNES BRADEN 'Q' SCALE Children's @ BirthRight
T Hospital BY RAINEOW HOSPITALS
L J m ||“| ““II l R ok 2 kot ko reat the ittle, Your Right to a Safa Delivery
. - - r
l Date: [ 2N 1G
Time:[ N\
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4, No limitations:
Mobility Does nol make even slight changes |  Makes occasional slight changes in Makes fraquent through slight Makes major and frequent changes in
in body or extremily position hady or extremity position but unabie changes in body or extremity position positien without assistance, L{
without assistance. to completely furn self independently. independently.
2, Chairfast: 3.Walks occasionally: 4, All patients too young to ambulate;
e nth . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
f}%‘;ﬁgﬁgﬁﬂﬁ (130?1;71?;:0 bed non-existent. Cannot hear own weight very short distances, with or without Walks outside the room at least twice a

and/or must he 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.

Y

Sensory Perception

1. Completely limited:
Unrespansive (does ngt 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 surfaca.

2.Very limited:

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

3. Stightly limited;

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

ta feel pain, or discornfort in one or
two extremities.

4, No impairment;

Responds te verbal commands.

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

Moistura Degree 1. Fo§i§tanﬂy moist: 2.Very moist: . 3. Gceaslonally moist: B 4. Rarely moist: o
to which Skin is kt_ept.mmst ?Imoslgonstantly S!(H‘l is often, but not always, moist. §km is occasionally moist, requiting Skinis usqaily dry, rouhrlm diaper _
skin Is exposed by perspiration, urine, dramage. gtc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to moisture Dampness is detected every time 8 hours. every 24 hours.
palient Is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2.Problem: 3. Potential problem: 4. No apparent problem:

Friction Qccurs when
Skin moves against

Spasticity, contractura, itching, or
agitation leads to almast constant

Requires moderafe to maximum
assistance in moving. Complete lifting

Maves 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 Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  during move. Malintains good position
surface slide across repesitioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.”
ona another occasionally slides down.
1. Very Paor: 2. Inadequate: 3. Adequate: 4, Excellent:

Nutritional Usual
food intake pattern

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

Does not take a liquid distary
supplement.

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

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

but will usually take a supplement if
offered.

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

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/di; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

<10 moAdl; capiltary refill may be

2 seconds; serurn pH is normal.

4, Excellent:

Normotensive, oxygen saturation
> 95%; normai hgb; capillary refili
<2 seconds.

Severe Risk : lessthan 9 | HighRisk:10-12 | Moderate Risk:13-14 | Mild Risk:15-18 | Notat Risk: 19-23
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Suppori, Surfaces

severe pain or with additional risk factors.

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
A 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 oressure mattress overl
Manage moisture, friction and shear P %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” Pafients o
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 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 matiress overlay
Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay

-t
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Z ””//llllllllll PAIN ASSESSMENT FORM Hospital - .?r—fi.’ffﬂfﬂﬁfﬁﬂﬁf,

il —MaaisiRg—| Patidiit7 § : C e
Date Time Pa;g /?g;ife IanalInn Dyiration | Acuity Character '%tg:glgu Pal;e;:;al:grﬂy‘ ‘Imenrenlion Sign
g\% W‘ﬁ Continuous { O Acute (3 Sharp OO Dull O Increasing | O Yes N W)r . M
9‘ ) 0[ ' @I\D Intermittent | CJ Chronic 3 Aching (O Burning | OJ Decreasing | [ No vy ) s

'Continuoﬁs- T Acute 7] Sharp  OJ Dull O Increasing | O Yes
Intermittent | T Chronic T Aching [ Buming | [J Decreasing | [ No

Continuous { [J Acute 0 Sharp O Dull O Increasing | [J Yes
Intermittent | = Chronic O Aching [J Burning | OJ Decreasing | U No

Continuous | [ Acute [ Sharp O Dull O Increasing | O Yes
Intermittent | 3 Chronic O Aching [ Burning | £J Decreasing { 1 No

A

[

=

0

O

O

(|

O

O Continuous () Acﬁte O Sharp 3 Dull U Increasing | T Yes

- O Intermittent | O Chronic > | O Aching [ Burning | T Decreasing | I No

{Z]
O
O
O
[
O
O
£1
il
O

Gontinuous | [0 Acute O Sharp T Dull O Increasing | [ Yes
Intermittent | (3 Chronic O Aching [J Burning | (3 Decreasing O No

Continuous | O Acute O Shap 2 Dull O Inbreasing O Yes
Intermittent | O Chronic O Aching [J Burning | [J Decreasing | ' No

Continuous | [J Acuts ] Sharp O Dull [ Increasing 1O Yes
Intermittent | [ Chronic O Aching [ Burning | OJ Decreasing | (2 No

Continuous | [J Acute O Sharp O Duil O Increasing | [ Yes
Intermittent ; [ Chronic [ Aching [ Burning | [J Decreasing | I No

Continuous | OJ Acute O Sharp O3 Dull O Increasing | O Yes
Intermittent | O Chronic O Aching J Burning | [OJ Decreasing | 3 No

Re-assessment Fraquency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patiants, patients with chronic pain, patient with severe pain:
a)  Atleastevery 2 hours for the first 24 hours b}  Then every 4 hours.
¢)  Priorto pain pain-relleving Intervention. d)  Within 30 - 60 minutes after pain relief Intervention.
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Numerical Paln Scale {Ohstelric and Gynecology)
L | 1 1 1 [ |

Q

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

@@@@@@

No Hurt

I 1 | I ] 1 1
2 3 4 5 6 7 B

Wong - Baker (Pediatrics) Above 7 Years

Hurts L!ttle Bit Hurts Ltttie More Even More Herts Whole Lot

' SCORING
CATEGDRY " 7
0 | 1 - . ) 2 ,
. " | Occasional Grimace or Frown, ' Frequ'ent fo constant frown,
Face No Particular expressian or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Pasttion or Relaxed Uneasy, resHess, tense Kigking, or legs brawn up
| Laying quietly normal position, Squirming shiffing back and . .
Activity moves gaslly forth, tense Arched, right, or Jerking
| 1 Moans or whimpers occasional Crying steadily, screams of sobs,
IR Cry No Cry (Awake or asleep) complaint frequent complaints
Posg Pain - Reassured by occasional fouching,
Consotability Content, retaxed tuigging, or being talked to, Difficutt to console or comfart
distractible
" Neonatal Pain, Agitation and Sedation Scale (uplo 1 Month)
Assessment Sedation Normal Pain / Agitation
Criterta
2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with palnful| irmtablg intervals consolable | continuous cry
stimuli Inconsolable
HUFIS W°f51 Behavior Stale Noarousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, Kicking constantl-y awake
stimuli stimuli gestatlonal age Awakens frequently | or
No spontaneous Litile spontaneous Arouses minimally / no movement
movement movement (not sedated)
Faclal Mouth is lax Minimal expression | Relaxed Appropsiate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent contingal
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tane Flaceld tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finper splay splay
Bodyls nottense | Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR,BR 5a0; | stimul variability from normal for from baseline baseling, 520, less than or y
Hypoventifation or | baseling with stimuli | gestational age §a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery CQut of sync or
recovery fighting ventilator

~/
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GABBITA Rainbow . o e
?s::ﬂmmu s2y10M120  (F) :I Children’s @ BirthRight
Dr, RAJANI KUMARI Hospital . BY RAINBOW HOSPITALS
[ sl | e
R - ~+JRSING SHIFT HAND OVER FORM - WARD
Treatiflg DOCION: .ot crer v ceene Departrﬁent: ..................................... Date of AdMISSION: ..evvvesrecseereererressne
= [ Diagnosis: '. Q Any Infection: OYes CONo I Not Known
= . ify:
§ D ,c% If YES SPBCHY: cv.vvreveremceressrncrsoneassasensesesnenns
7]
g Area ';lg [
2 shittTime [~ B
2| | Medical Condition
= Any specia! condition to be noted):
& | (Anysp noted) ¥ e
hnd ’/"
Allergy: OYes I:I-Pdo/ OYes I No|OYes ONo (O Yes ONo|OYes ONo|OYes O No
Tubes/Drains/Gatﬁeter: O Yes @No |3 Yes ONo|DOYes ONo|DOYes ONo|OYes ONo|Q Yes (INo
Vital Signs: Temp: | O/ bE-
E Res: | <26
g Sp0,: | Qg+
A Puise: | 4D
[ .
2 BP: [\ u p By
Fall Risk Score: —
Pain Score: —
Safety Needs: |  —
" Physiotherapy {0 Yes EWiG |0 Yes CiNo {1 Yes TINo [0 Yes 0No |3 Yes O No & Yes £1No
=
; Others Specify: | ~—
=
£ Special Diet: |Ti Yes rwffo |1 Yes C1No |0 Yes ©1No |0 Yes O No | O Yes 0 No |C1 Yes E1No
E -
§ Other Special Orders / Medications:
[~ =
Wi
|
Post Operative Procedure Special Orders: o
Handed Over By Name :
/
Signature : \ . &
Dat: TN
NN
9\3{"
Taken Qver By Name :
Signature
| Date:
| Time:

I
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Patient Sticker Children’s ( BirthRight |
Hospital . BY RAINBOW HOSPITALS
It takes 5 kot to trest the Dide. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCION: «.covcvveeeecreesreecre e s esnensnssrsneans Department: ........cocveveeeerrerrenesrreceneas Datte 0f AATUSSION: oo e
=" | Diagnosis: Any Infection:,C1Yes CINo I Not Known
'g [ R RS 11011 R VR
=
(7]
£ | Area. oo
3 Shitt Time | - ;
% Medical Condition |
= | (Any special condition to be noted): ¢
Allergy: BYes ONo|O Yes GNo |0 Yes aNo|o YBS;;:D No[£1 Yes O'Na |0 Yes ONo Q |
Tubes/Drains/Catheter: OYes CNo |1 Yes N0 1 Yes [3Na |0 Yes:TINo BYes ONo|OYes ONo
- T =
Vital Signs: Temp: “
= : Res: v
g Sp0,: -
ﬁ Pulse: 4 |
@ BP: L l
Fall Risk Score:
Pain Score: ~
Safety Needs:
i Physiotherapy [© Yes CNo |23 Yes CONo (O Yes O No (O Yes CINo [t Yes DNo|O Yes D No
[ —
§ Others Specify: -
E Special Diet: | Yes ONo [OYes ONo |01 Yes ONo |O Yes OUNo |0 Yes ONo £ Yes O'No @
E . -
8 |Other Special Orders / Medications:
=S A

Post Operative Pracedure Special Orders:
/

Handed Over By Name :

H
;

Signature :
Date:
Time: :

Taken Over By Name :

Signature :

Date:

Time:
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o | [ Maintain Ainvéy and Oxygenation [ Relieve Pain & Discomfort [0 Maintain Fluid Balance O Improve Activity Tolerance [ Maintain Good Nutritional Status O Mairdain Skin Integrity
Tg [ Maintain Personal Hypiene O Prevent Infection [0 Meet Elimination Needs 1 Ensure Safety 0O Early Ambulation Reduce Anxiety 01 Patient & Family Education
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[0 Maintain Airway and Oxygenation

[ Relieve Pain & Discomfort

O Maintain Fluid Balance

1 improve Activity Tolerance

[J Maintain Good Nutritional Status

C) Maintain Skin Integrity -

£
= | [ Maintain Personal Hygieng O Prevent Infection 1 Meet Elimination Needs O Ensure Safety O Early Ambulation Reduce Anxlety O Patient & Family Education’
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