- S P

ESTINMTION SLIP
Date : é / ( ’T‘ (

Name of Paﬁent; : _} \

LS -

UHID / IPNo.: _MNH-A0H ¢

_(—/»Qr; X Wl

2z
Rainbow’ . e
Children’s . B'?EWR“LQMIE
Hospital | @ & s
% :)_\,\ S1 No. 1560

Age:

Father's / Husband's Name :

Corporate / Occupation :

Address :

Hipio sullnog, . Phone: 25T LG 10 27 Empil:

Gender: &

RCI94¢ 119¢

v

Procedure / Plan : \/(1‘]7” . \d'/u dﬂ[r‘ﬁﬂ"}-} PE g EDD/Dos: /,l Jal =2l £
" MODE OF PAYMENT V/[ | SELF A o€ 7,.[ |GIPSA: OTHER
" “TARIFF INFORMATION :
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
- J
“~ared Ward \ G o ! 4.-1,(_441?.6”!‘00&/ 4+ DE }7
Twin Shared Ward \J J .
- 5 b
Private Room = oL , o / o 2rd%
—p— - 4
Super Deluxe Room
o i S N o D R AT SN Plournia., §
Package includes [R)oozn R;nt, l\éu:sing ?h;.rges,d léoom R;nt, !*;ursing Ch:rges, 6’[;(:
K bt Eorh ih octors Fee, Surgeon's Fee an octors Fee, Surgeon's Fee
('l’ac s vl 5o Ll Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission)
- Length of Stay for : Length of Stay for :
Pharmacy up to Pharmacy up to
Investigations up to Investigations up to
Others !
Neonatologist Charges : |:| Covered I:| Not Covered Epidural / Entonox : |:] Covered [:] Not Covered
J==1 Minimum Deposit : Lz’ _2 O, 000 /- wrt e
. .MARKS :

1. Room eligibility is purely subject to TPA approval and the Package / Room Tariff starts from the time of admission. The estimated amount may Change according to duration
of stay, medical condition, investigations, pharmacy and any other procedure.

2. Proportionate différence 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,

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 permited,
additional paymentis applicable for which kindly contact the Financial Counselling desk between 9am to 6pm

5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, etc. 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 tariffwould 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 1o attendant is

permitted \in ICUs *
8. Tariffs are subject to revision

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

Md €ad: g Pal-a

DECLARATION

I promise to r§eli1e the hospital bill with the hospital without any ambiguity.

QA

Signature of the Client

Sr

Signatory Relationship

have attended the Financial 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 point

Signature of the financial Counselor




1P26-0000660°

o HNH-00015831 =
T Mrs SHAMEENA o5 3 - ,{:’-‘ .
1501980 48Y3 Rainbow k]

RALA

RN TTITTI Childiens | EBIThRIoht

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

SURGERY DETAILS

Date .‘f{bfo% ..............................
Patient Name: M:ﬂ@??m ............................ Date of Birth: .J9.-0.2.2L.9%0............. Age: @&5?”’5
Gender: 9’%4@& ................... Ward s oo O UHID No.HNH-00D158.3].........

Date of Surgery: JF B zeb . [10T-1 &0T-2 [JOT-3 [JOT-4 [J0BGOT-1 [JOBG OT-2

@ Name of the Surgery \( ....... f\b"\c‘& ........ \—K\S\ﬂeg\nm ........ '\Q)‘\QXQLOJ‘ ..... QEL\P\G — CDPE@;(;
- CL\r\ e CG\PO\}\C&F A- S\Z;C ele ue.\g;{m Y
n ) )]
Timein........... ‘Q'%Ofm .......... Time Out -........ Q 20 m ....................
AMOUNT
1. Surgeon ... UV UMAT VA ... U
R U A — T
3. Assistant Surgeon Dﬁ’j\f&dd}* .......................................... i p—
4. QT Technician X&%Z&Wfo .....................................................................................................
™

Special Equipment: [ | Laparascopy __| Broncoscope [ Harmonic | Morcelator
1 C-ARM | Cystoscopy ] Versa Point ] Liver Cusa
(] Neuro Cusa L OtherS o

ot
| : /
Signatyre of the Surgeon Signature of Circulating Nurse

\ J -
Order &0;25“6665.267-}6’2\ Order by: gﬁd‘«?f@gc

Docu. No. : RCH /FRM / GENERAL / 114
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HNH-00015831 1P26-0000660 G

Mrs SHAMEENA = e aas®
' ;f-lm::om «vanan a | E?Ill?clljr%vr:'s | Birth R'th
i — CONSUMABLES OF 0T Hospital_ | (@) momodmn:
Cnculatlng staff :. G- MﬁLW .......... Technician : %h ............. Date : H'LOK[QG ............. TIME fveeiceceeeene
Anaesthesia Disposables mmo useq | SUrgical Dlsposahles mmm" /{M Disposables (Baby Side) WQ‘V -
ET tube _Maijor Pack W’m R @k Ini VitK
LMA P / Sutures - / ~_Cord Clamp
ECG leads : X/ P/ N (0 S Mersilt Pos5R> 1 suction Catheter
HME filter : A /P /N /14259 - gﬂ”/ﬁee@g Tube
Syringes : 10 ¢e (027 1 {/elril/vu\ " Afdccum Suction Set
05 cc Hl, -} Sioves @’ b .73V /0! A\Suigieal Gloves
02 cc a2 Enegle < pﬁ/\l uze Pack
01 ce il i) él/e.1 AT yringe 1ml / 2ml
Cautery plate : X/P /N \© | | Surgical bfade™ \ Surgical Blade # 20
IV set /| NG tube _~|" Koochies (S)
RL | Gantery pencil 0O {]ﬂi
NS : 10ml/ 100ml/ 500mi / 1000mI " | Koochies XY p\/}\ A MW ! @
ﬂmr o @t"&l\. .~ Ointments C (. i ' N
o oo 186w | Y0 LA Sucton Gt N Didl | R}
Fentanyl ) Cap, Mask /oty
Morphine GauzePack T4 ) C
Ketamine Mop Pack ] (pak”
Propofol Steristrip (A
Rocuronium Underpad QL
Glycopyrolate Draw sheet -
Myopyrolate Abgel A
Ondansetron,~ | Foleys catheter N\ —fb 6 f;"/'
Pencan 25¢/ Spinal Needle 22 © | Jrobag AL
Bupivacaine 0.25% | -Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) 6 ( ¥ Romodrain bag
Antibiotics _{"Bandage
é}.ﬁl@-ﬂﬁ £ on 043_// Tegaderm K
 Cuppositories  © i loban L_QX T/ W
Anamol : 80mg/ 250mg/ 170 mg _Double J Stent ) - e
Supridol : 100mg e @/ A" Vaccum Suction set M( P
Justin : 12.5 mg/ 26mg / 100mg | stic Bed Sheet ;Dj V%N ( el
Tab. Misoprost : 200mg " Betadine Solution ' o2
'\6[ 1D g,jc 6 |_#Microshield ¢ g
5alave (.S (| | Sotton Bals (AL
O - i Latex Gloves ’
Ramdione Scrub 4
Saral
Surgeon Anaesthesiologist Nurse OT Technician

Order No. : L& c&tﬂbfrﬁ’.?/gf/ /67 ... Ordered by : %ﬁéx% .........................................................

Doc. No. : RCH / FRM / GENERAL / 125
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1r Rainbow
! Children's

Rainbow Childrens Hospital-Himayatnagar

Note

* Do not refill medicines.

Printed Date/Timg : 17/06/2026 18:10

* This prescription Is valld enly for specifled duration,

Printed By : SUNKARI SANGEETHA

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

: sint’ .. Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital ;
® quarters road AP State Housing Board Himayatnagar \Hyderabad ,
Telangana, INDIA 500029,
040-48873000, info@rainbowhospifals.in
ELECTRONIC MEDICINE PRESCRIPTION
rdRN : HNH-00015831 Name Mrs SHAMEENA
lago f Sox : 46 3M 2D/ Female Doctor SWAPNA SAMUDRALA
IAdm/Reg DatefTime * 17/06/2026 0T:38 Payor MDINDIA HEALTH INSURANCE TPA PVT LTD
Order Dato : 17/06/2026 16:18 Ordornumber  : 26-0000207168
Vislt ID 1P26.00006801 WardiBod No 4F -OT | LDR-415
Patignt Address : 3-6-8085,straet na:08, Himayatnagar, Hyderabad, Telangana, INDIA, $00028
S.Ho Iptt: flc Name Dosage Route ! Frequency Duration Instructlon aty Status
1 |COTTON BALLS 2 GM S NOS 1Has |Extemal  Orea Dady 1Days §Mos| Dispensad
PREGELLED SURGICAL PREGELLED PLATED .
2 PLATES{ADULT) 2D 1 Nos Exlernalf Onge Dally 1Days 1Hos| Dispensed]
3 VACCUME SUCTION SET 1 Nos External { Once Daiy 1 Days 1 Nos Dispansed
LEGGINGS DISPOSABLE ]
4 [PROTECTCARE) BIG 1Nos 110 AM 1 Days 1Hox Dispansad
6 | e soxat 1Nos |extemarr 10 an 10ays 1#0s|  Dispensed
& [SGLOVE #6(SURGICARE)  |SURGICAL GLOVES B.O |1 Nos Extorral f Orcs Dady 1Days 2Hos|  Dispentea
7 |SGLOVE # 7.5 [SURGICARE) |SURGICAL GLOVES 7.5 |1 Nos |Extamat £ Orce Dagy 1 Days 1Kot Dispentea
] OSYRINGE 10ML {\IPRD} SYRINGE 10ML 1Noa Exiamal f Onca Dally 1Daya I Mos Dispansed
8 sg‘éﬂcfrg‘“”'““ 16 1Hos Exarnal £ 10 AM 1Days thos]  Dispansed
10 mCAINE HIVIAL 0.25% 1Nos |icjecton £ 10 Am 1 Days thos| Dupensed)
11 [PAGTOPREP SOLUTIONS 1mL 1Once Dady 10ays , tHos| Dispensea|
MAJOR PACK o 4
12 |iPROTECTCARE) 1Nas 11040 1 Days 1 Hos
13 |LOXUIDOCAN-SRER PATCH 1Hos Extamat ! 10 AM 10ays tNos] B
14 [R50 me cLOSED SysrEM | FHGER DACTATE 1Batte 1 Onca Daty 2Days 280lts]  Disponsad
15 |SGLOVE # 6.5 (SURGICARE) |SURGICAL GLOVES 6.5 |1Hos External f Onca Dady 1 Days L1
TRUGUT CHROMG CATGUT |TAUGUT CHROMIG
% |snszs0 CATGUT SN4259 1Nos 1 Onca Daly 5 Days SNos| D
17 Encore Micropiic gloves-8.5 1 Nos External I Once Daiy 1 Days 1Nog| Dispansec)
13 [, e 1hox Extomal / Onca Daly +Daps 1n0s|  Dapensaa
® gﬂmsssrc 1HI AMP 0.3 MG | :Lép:ﬁclougmws 03 1y Ao Inisciion #Grics Daly 10an_ Vampue|  Disponsea
20 |PencanzsGra12 PENCAN 256°312 1 Net Extaeriat | Once Dally 1 Days 1Nos| D
21 |VENFLONE-18G W CANULLA 18 1Nes External Onca Dally 3 Days 1Nos| D
7 |PREETSXISIZRAVE  |CMITE LTS 1PLY S|4 tos Examal ] Oncs Dady tomm 2Nas|  Dispenseaf
23 |eoxanc 500 M3 INJ 1 Ampts 1 Grce Daiy tDeys 2ampun|  Dapensee
24 |DSYRINGE SMLINIPRO} SYRINGE SML. 1o Exlomal ! Cnca Dally 1Days 4Nos|  Dispensed
25 [THEMICAINE 30GM JELLY 10n Agplication | # Once Daily 1 Days 1Nos| Dapensed
26 [DSYAINGS 25MLNMPRD} | SYRINGE 2ML 108 Extomal ! Onea Daiy 1 Dayx 3Nos] Drspensed
27 [DWATERIOMLAMPULE  |DISTILWATER1OML 1Botge Extemal { Once Dady 1Days 2Bolle| Dispened
28 [MOPS 30X30 8PLY 5 X-RAY |MOPS 30X308 PLYDATT |t Nas 1 Qnee Daly 1 Days 1hos|  Duspensea
29 [ADULT DIAPERS-XXL 1Hos External / 10 AW 10ays 1has|  Dispenses
N SR
a0 ﬁlé;ls SUPPOQSITORIES 100 tMos E 11 Once Daty 108y 1x0s|  Dispansen
N |EC.GELECTRODES (ADULT) |ELECTRODES ADULT |1 Nos {Extamal { Orce Daly 1 Days 3dos|  Dispensed
SWAPNA SAMUDRALA

Reg No : 69924

Page 1 of1




= Rainbow Childrens Hospital-Himayatnagar
Rainbow "
Children’s
Hospital B3 "Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Rainborw quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015831 Name : Mrs SHAMEENA :
Age [ Sex 1 46Y3IM 2D/ Female Doctor : SWAPNA SAMUDRALA
Adm/Reg DatefTime : 17/06/2026 07:38 Payor : MDINDIA HEALTH INSURANCE TPA PVT LTD
Order Date 1 17/06/2026 16:18 Ordernumber  : 26-0000207169
Visit ID : IP26-00006601 Ward/Bed No  : 4F -OT/LDR-415 f
Patient Address : 3-6-605,street no:08, Himayatnagar, Hyderabad, Telangana, INDIA, 500023 O
S.No Description Generic Name Dosage Route [ Freguoency Duration Instruction Qty Status
1 ?g(f ﬁl{?(s)léSUPPOSITORIES 1 Nos External / Once Daily 1 Days 1 Nos Dispensed
2 |AeCASKILAYER- FACE MASK 3LAYER |1 Nos Extemnal / Once Daily 1 Days 10Nos| Dispensed
3 ‘:(?OV&RANZ SOLUTION 10% ~ 1 Nos 1 ronce Daily 1 Days 2Nos| Dispensed
4  |MERSILK 0 NW 5332 MERSILK 5332 1 Nos 1 Once Daily 1 Days 1 Nos Dispcnied
5 g;.sE‘;?fé g::E APRONS g'[rSEF:R?EQ;B(tE APPRON 1 Nos i Onee Daily 4 Days 4Nos| Bispensed
8 g[l.g\!'lEESE’XFA-Mh!:égTL?MN 1 Nos ExlemaUO'nce Deatly 1 Days 20 Nos Dispensed
7 |onorcctcaney 8 1Nos External / Once Daily 1Days 10Nos|  Dispensed
8 Hggg¢géADULT)— 1 Nos Extemal / 10 AM 1 Days 1 Nas Dispen}sed
9 SGLOVE # 7.0(SURGICARE} |SURGICAL GLOVES 7.0 {1 Nos External / Once Daily 1 Days: 1 Nos DiSpenrsed
SWAPNA SAMUDRALA

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

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed DatefTime : 17/06/2026 18:10 Printed By : SUNKAR! SANGEETHA

Reg No : 69?24

Page 1 of 1



A . Rainbow Childrens Hospital-Himayatnagar

-

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

o WEB : https://rainbowhospitals.in

ADMISSION SHEET

Reglstration Eetails : RN RN TR R L

Admission No : IP26-00006601 Admit Date :17-Jun-2026 Admit Time :07:38 AM UHID : HNH-00015831

Patient Details :

Patient Name : Mrs SHAMEENA Age :46Y3M2D
Guardian : Mr MD RAZAQ PASHA DOB : 15-03-1980
Gender : Female Religion
Occupation : Martial Status
Address (H) . 3-6-605,street no:08 Himayatnagar Phone No : 8555891877/ 8519981198

Hyderabad Telangana INDIA 500029 - . :

E-mail : na@gmail.com

~..mission Details :
Bed Type : TWIN SHARING Bed No :LDR-415 Ward Name :4F-OT
Room No : LDR-415 Admission Type : First Visit
Contact Details :
Name : MrMD RAZAQ PASHA Relationship : W/O
Contact Address : 3-6-605,street n0:08 Himayatnagar Hyderabad Phone No : 8555891877

Telangana INDIA 500029

MAIA |~

| Signat

¥ :tor Details :
! Doctor Name : Dr. SWAPNA SAMUDRALA Specialisation : OBSTETRICS AND GYNECOLOGY
| Referral Doctor : SELF Phone No

Co-Consultant

Payment Details : Deposit Amount  :10000.00  «
Payment Mode : Cash Payor Name : CARE HEALTH INSURANCE LIMITED
Printed Date / Time : 17/06/2026 07:42 Printed By : 020099 Page 1 of 2







PATIENT TRANSFER FORM

Rainbow” ) C .
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

It takes a lot to treat the littie.

Date & Time of Transfer Order

Patient Name & UHID No. Date & Time of Admission
BEE | nWe s glebo 2o
i
L L obseovcrtiod
From Unit To Unit Information to Attendant
MLV FooY e ol

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes| | _Nol |

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. item Name P Quantity
1. P- 1. L 2)0(14’ _
i
3.
4.
| &
51
Shifting Summary / Notes Written by Doctor : ~ Yes| | No[ |

Name & Signature of Person who is Transferring

Al lg | @

By

Name of Person Ordered Transfer

Veend

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

|| Nurse not Available

|| Available Bed not ready







PATIENT TRANSFER FORM

Rainbow"’ . .
Children's | @ BirthRight
Hospita' . BY RAINBOW HOSPITALS
Tt takes a lot to treat the littie. Your Right to a Safe Delivery

Patient Name & UHID No.
HNH-00015831 IP26-00008601
Mrs SHAMEENA

15-03-1980 48YaM20D
Dr. SWAPNA SAMUDRALA

mllllllllllll(llllllllIHIIIHIIIII

Date & Time of Admission

Helee @926

IS

Date & Time of Transfer Order

\}\6 [26 @ 17- 10 4

Transfer Ordered by

DR - NOL\I(L-WQ ‘

Reason for Transfer

(1 pekit A PO

From Unit

pre - Pos t

To Unit

oT

Information to Attendant

Yeyzj/ No[

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes| | No[ |
- If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. [tem Name Quantity

% QK Soom \

0.

4.

5.

Shifting Summary / Notes Written by Doctor :

Yes[ | No| |

Name & Signature of Person who is Transferring

<r'e . frwsl 6@

DR.

Name of Person Ordered Transfer

N Ve

Patient & Clinical Records Received by :

Kooy, @ @&

Date & Time of Patient Received :

\ H61% @ 191 0pm

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

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

[ Nurse not Available

| Available Bed not ready




Rainbow® |@

Children’s | b
Hospital Blrih@it
It takes a lot to treat the little. Your Right to a Safe Delivery.
ACTIVITY RECORD FOR BILLING
Name: ~4—-=———====m—=memcmmccmmmocccee—a e s R e e -
HNH-00015831 1P26-00006601
UHID No : -------- :n:m""‘ avsmo g Consultant : —-----=mmcmmmmmm e Dept :

Dr. SWAPNA SAMUDRALA

Date of fdmissio ll!Hﬂmnmmmnuum,m --------- e Time: -——-———

Room/BedNo:- e Suggested Billable bed type : -----=--==========mmnmmm-
WARD TRANSFERS
Date Time From To Signature of Nurse
1H6 |26 | AN (M jeu ~ oT _Avvie /kam\sk
Mbb | 2.36pm | oT My | pda
R\ | 1\2:80PM| miJ Tloor (L] wih \d b

Cross Consultation Visit

Doctors Name Date Order No. Signature

10.

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




INVESTIGATIONS

Date

Investigations

Order No,

Sign




MEDICAL EQUIPMENT ( WARD & ICU)

Date Eb:z::ﬁw:;t Cor}?:::;ing Disc?-?;s:cting Order No. Signature
e | Tnwsdon pump |2.Gofw| 0 ,ax}\q)/
He | tardior monites| A4 0P I\Z?‘\. 2" | Lok
ool dews)
] (_qo\b dl\ 0\?’_
-3 ‘ép(\e_
—*@K@%ﬁc




PROCEEDURE

b

Date Proceedure Quantity Order No. /%'/g/nature
121% T\ lecp,rv(/‘(‘ o A1 é/f W{/
19 & pAc (07 Al 34 L(

I ¢ ;

W\ b

Corong 20N

(D 19|50

\q\“’\;/;@ aH A ) 1P EE e\l
> el
il

ANY OTHER INFORMATION

Date :

Time :

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




HNH-00015831 1P26-00006601

Mrs SHAMEENA

15-03-1080 48YAM2D (F) /Z‘

Dr. SWAPNA SAMUDRALA Ral n bOW

AR A Children's | @ BirthRight

Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the Jittle. Your Right to a Safe Delivery

I.P ADMISSION SHEET FOR GYNECOLOGY

Date T AATMISSION § e svinssess e vonsmaiiins davsseisiagsssads sadivisunss Tine oF AGIISSION & .voorvssserinin s s ssemmer s e diie

ANBIGIBS: .ottt nees #Not know any drug allergies

- PRESENTING COMPLAINTS i-=<—-- ~—nn-nvonnedoroncommonnnnnonasnenrsmnenass s e sadashunses :

[ T e W P L
R m(—'diog\\g mouo&?(‘\ :
N &l\;&dpd Q‘lrb Mm\n\remf‘\od\&m r)

elo Mag P *! e "’r&‘ﬁms\ze-
o Boyeed © Bladde hokdts ~(F)

Os& . Raey olewss. & I Hbrond o Post usat C@Gmcé

ET - amw

MENSTRUAL HISTORY OBSTETRIC HISTORY
Year of Marriage : - Parity : an;.
Previous Periods : Qﬁgqb\‘ Qoo _\)@. Mode of Delivery - 9 pay
LMP : \%\ﬂz{ ‘ Last Child Birth : \qqq C243*& ]mc\g

Contraception : fb\x(h‘ﬂ

PAST MEDICAL HISTORY PAST SURGICAL HISTORY

M
TQL(C"Q‘\L:S - 3002

Goe S ~a0m,

Docu. No. : RCH /FRM / CLINICAL / 086 ¥ (PT.0)




1P26-00006601

HNH-00015831

rs SHAMEENA
:Is-na-ﬂm aeyamz20  (F)
or. 8 RALA

i

%tr Do

-- INITIAL ASSESSMENT :

‘ -
MEDICATION HISTORY:

Date H/‘%\ 28, Breasts

H_ (oS w88,

BMI : @

B.P 125 fagen H)q

Pallor (=),

CVR 8¢ ,(3) Abdominal Examination
Respiratory System Ny Se \
Thyroid @

Local/Speculum Examination
" 9% UN Aege

'-\ Cf\ Q{ AN ‘\AQ
!.r\ec;ﬁ"eﬁ

Bimanual Pelvic Examination

PROVISIONAL DIAGNOSIS : QltL[ MWD e AVR @ - & § Pm\nge Cﬁ“)

INVESTIGATIONS ORDERED

PLAN OF MANAGEMENT

Q)\OOC{ @\'Du‘) < “o Qos\kqe !
B~ (3 13}@ !

Pl "2\ e DJ&J 26

WReR % \e
Riv PGp»Mun
Weshg | MR ST
e

¢

M\Z 6D Ut -3k -2y

ér = ':l\N\_\N\i

FO:’ ‘e'byt;
(@ tc;{,;{i O a

Tiaas i brotde

- 6 OKS 8 £ pryf

BEA v nele d,

- Plan - VH 4 PER,

= q,ry\Om\E'A COh&en\‘

= PWPC\UQ G)c}f}:r

S S )
. 8“‘&\' '}Q CS‘T" o~ coll
Chc.

8 ACun,

Ay

Name of the Doctor :

Date & Time : J:ls_[Li AN




HNH-00015831 1P28-00006601
Mrs SHAMEENA ///

\

— o e Rambow ® - C
L A L
PROGRESS NOTES AND DOCTOR' S ORDER
Date
& Time Progress Notes Doctor's Order
\ Lo?' & :
\CJ\OL\ - O | ¢ [R\’Bul b\' I\-Lﬁugev’\&
215X — T —

olec GC- Qcm Ado

| g\e‘:ﬁﬁ\he gb()z—qg”aoﬂﬁﬂ'__\\x%‘\/t —Ee—k QL’\?S

PR: % bpm ~ dang s o ®

8P Lo LLbb rn ey as chauded
Cos{Rs . NAR BT PU bleeddiq
PR sl Nt - Vwe P\o chadyg
e - NAD - jﬁo\eu\s U9 o |
CLQ\\\._Q_\ PCLQ\& U\\n\-w_] \%\J e Cﬂfh%

U\O &mm\ CL ‘\‘)O“Ql“‘l*—\ DCLL\Q S0 M ga-

em\‘p\\e_cl (n C)T‘ A \ﬂ\u Svdeut
- r_\:[Lbﬂlﬁt‘)* AL Llw:b\q

= -.\v\\mm‘ So ¢

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




o~

m|m||nm|\||‘|’|'ii‘iin\||mmu ] g iRt
PROGRESS NOTES AND DOCTOR'S ORDER
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— DRUG CHA
Date of Admission: \Tlg ............... DG ANBTOIES: uivnassnsimimsssnsrsiitsmssassssiy v //N ot 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.
hNURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
. Date»
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : Datey
Dose Route | Frequency [Start Date N
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
s Dater
DRUG : Time
Dose Route | Frequency [Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
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Obstetrics and Gynaecology
Early Warning Signs

- B

Complete a Full

Set of MEOWS
Observations

- N v

-
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* * The Modified

—

4 ™)
1 Yellow Alert :
Repeat Observations
in 30-minutes
\. J
4 A
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
\- J
4 )
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\ /

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

PY Intake i LT D Thromo
Date | Time | Mo Route NG | Diarrhoea | Vomit |Drainage | Urine Pé%;';:'gg o
Mouth L.V N.G 1
P 0800am | (20 oo Y
| 0900am | 2¢ | Nt [yoo W /
1000am | ¢ NI v | St
1woam | p/ | 19 (o0 P
~ 1200pm | Y- oA [0 Oqn] Yo |/
oroopm| | V7 [leqv ",
Total Intake : é Q@M ) Total Output :
02:00 pm 8: N_[\00O j\ {i{[lﬂ’ﬁ
03:00 pm B d \00 W"P 0 ‘y'—
{\gsa 00pm [0 ) [ | \oomid B ()
U T fosoom ) | 70 | VOO 5 (T
06:00pm | P ey Wzy (N
o700pm [N\ | . [\0ow 300w ] "=
Total Intake: (1, OO NS Total Output: &> (D AN }'M
® 08:00pm | [ ) |Com( ] A
0900pm | RL | n)  floom
00m[ QU |5 |00, eip>
\W T T A 1173
o - [ezwan| RL [ N [reodld S\
0100am | P oo Pl )
Total Intake : A i o b Total Qutput: C oo . ' 7
20 R L_| N | Jeeow)] |
wwm[ e | 3 | \oowd a
0400am | © | H) J;d:ﬂ 1 5.
os00am| P \_| \) |, ° M H
600am| e | B [{een) \ U7 T
o700am | €1 D | heow 00 A
Total Intake : ,}-m !/ 6@»0/\/\,) Total Output : é @0 |
Total 24 hrs. Intake & ;Lf 9@’"% Total 24 hrs. Output }v6 ODMQ ’

Docu. No. : RCH /FRM / CLINICAL / 092
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1. All measurements in ml.

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

A B

g

~ Output

IV Site |

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

Date | Time | JAWrE Route NG | Diarrhoea | Vomit |Drainage | Urine T;gr%;‘r’:%g' .
Mouth | IV | NG \
08:00am | 1 oo = \ e
0900am | L hin et [ 1000 . O
10:00 am ’PL’ U}\_DJ-’S']mﬂ\p - - \
%\\0 100am | P | oo jgond /\\\W \ a\\_{\,,\}’f"h
N 12:00pm | e loorvﬂ i /\‘” ‘\,,,,)»Gu
0100pm | Pr 100 R e
Total Intake : Total Output: ‘
00pm|QL | | joons 20| e %\M\{JA
03:00pm | ¢~ ¥_ﬁ | et
%0 04:00 pm PL—Z’{»»\Q%%O‘ 1o 32(
\0\ 05:00pm | & 4 i “;’ ] o
Oé 06:00pm |§ |~ VRN | St 111 F o P{,‘%
N o[y U fond| € vl s
Total Intake : \I Total Output :
08:00pm [ ¢ Yoo of ~ f 4
09:00pm [y \ T 7 |
. ‘L‘O 10:00 pm ‘Q;L/ a® \’i,\,\h} = / ID\ 0N
oW Frm 7T TN o .
N 12:00 am £ m\l /qIJ / U
otoam | 1) | <) [veoed L 4 i
Total Intake 1} \owe b \ Total Qutput: ) _~ ) -4
0200am | [ U Prd Ay “
0300am| gL | | ¥ind / 7 -
\@ o00am [ (L |V | (bo _\5@/ A N A
‘\Q\h 05:00am | LA~ oW . 0 3 {'\\
0600an | {3 o, / / \
07:00am | {1 ] (00 . ,/ \\/
Total Intakg ., \Q)\ Total Qutput: ). 24 M-0O
Total 24 hrs. Intake Total 24 hrs. Output
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Rainbow®

Children’s ‘

Hospital

It takes 2 lot to treat the litte.

[ FLUID CHART )

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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

Intake

Date

Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

. Thrombo-

IV Site

phlebitis
Score

Sign.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

®

.o

L\

10:00 am

\

11:00 am

(2

12:00 pm

o I\

01:00 pm

V)
D
© )
o/

Total Intake :

—J ke

Total OQutput :

AJ ===

M—.—-—

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

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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BY RAINBOW HOSPITALS
Your RIght to a Safe Delivery

1. All measurements in mi.

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

»&4 &'Fﬂ- %»Z&ﬁﬁg{";!g},@

“f“r‘* T
w

e e o

Y S

?Eh-» &,ﬂyillllt s, e 4 B

Nature
Da—‘-e Time | of Flulg

Route

NG

Diarrhoea | Vomit { Drainage

Urine

v Slte
Thrombo-
phlebitls
Score

Sign.
Nurse

Mottth

v

N.G

08:00 am

09:00 am

10:00am’

[Ty

11:00 am

12:00 pm -

01,00 pm

Total Intake : .

¥

Total Qutput :,

h]

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Iniake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 im

12:00 am

01:00 am

Total Intake :

Total Qutput :

02.00 am

93:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Quiput

-




® 9

)

z
HNH-00015831 13 Z
:‘;:m“"‘ 26-00008601 Rai nb‘ow“ . . . .
or. swapra sammnacy - © P Children’s . BirthRight
i BY RAINBOW HOSPITALS
M CHECKLIST FOR THROMBOPHLEBITS Hospital_ | N9 o
\ ) .4 b \Q ]‘.l 20
Dl DAv-1 ) | A~ DAY2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E W ( E ) E N Remarks
: No signs of phlebitis /
1 IV site appears healthy Otieorve catmiil 0 }3% M 9 ’O HD | © b
One of the following signs is
gvident : Possibly first signs of phlebitis
2 |« Slight pain near the IV Site / / Observe cannula 1 fA ﬁ NQ‘ ) B )\%1 \\er s
* Slight redness near IV Site P N
Two of the following Signs .
e Early stage of phlebitis /
3 are evident: . 2 \I's
‘!
Pain at IV site Redness anc bl o NA |- e Ko B
':&3;? g Toflowing: Sigres des Medium stage of phlebitis /
4 et Resite Cannula Consider 3
Pain along Path of cannula N N OO
Redness around Site Swelling Treatment WRILES 0@ N[
gyié};;{l{;':gllgx\zfér:‘giség?s o Advanced stage of phlebitis or
5 Pain along Path of cannula the sjart of thrombophlebms/ 4
Redness around Site e il Garuia Gonsdar Ny N N Al, NaII'S
Swelling palpable Venous cord Treatment W A
All of the following Signs are
evident and Extensive : Pain g?;ﬁgggh?;%%?so; " .
6 | along Path of cannula Redness i . 5 B ;
around Site Swelling palpable Inmateltreament Re site v MA~ R N Aég\ NB-
Venous cordpyrexia Cannula
Signature of the Nurse ’ﬁ‘ @ @%&&j B

©

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 : ..........

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

Signature of Ward In e
Signature : .............\
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P ' ',“;;5%13:;::“ 1F26-00008601 - i?é .
Patient o swapna mﬂgms °o. E?‘li?d I%VI:'S . Bil’thRight‘
(AREATBATR CHECKLIST FOR THROMBOPHLEBITIS rospital _ | ) zeemvanins
* o f , I
- DAY-1 DAY-2 DAY-3
s. No. SITE OBSERVATION STAGE / ACTION SCORE g T e T W T W E W E | N | Remarks
{ | IVsite appears healthy %obgiegr[\}r: 2Lr[:rf;:lt=igitis/ 0
One of the following signs is
5 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site * *
3 l‘g%ﬁdtgﬁtf”""w'"g Signs Early stage of phiebitis / o
Painat IV site Redness  + ¢ | hesite Gannula
All é}f the following Signs are Medium stage of phisbitis /
evident ; . .
4 Pain along Path of cannula _Fr{eSitte Catnnula Consider 3
Redness around Site Swelling | fealmen
All_g : T ® fgllngring;Signs are Advanced stage of phlebitis or
evident and Extensive : ”
§ | Pain along Path of cannula E;e s'rttaréof thrlon&boppéebms/ 4
Redness around Site ', Te Site Lannuia Lonsider
Swelling palpable Venous cor'd reatment
All of the following Signs are
evident and Extensive ; Pain Advanced stage of
6 | along Path of cannula Redriess '[‘h,rt?rf[‘b?phi‘;?'u?/ﬁ " 5
around Site Swelling palpable’ + | 'MitaLe realment ke Site
Venous cordpyrexia Cannula
Signature of the Nurse

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

Signature of Shift In Charge :

SIgNatUre & coeeieisersireensesenne A (11111

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

Signature of Ward Ih Charge :

SIONALUE © cevvresreerericrreorensesnssseencarasenses NEITIE & veorersemcrrernererenensesmenstemsasesssnssvessssaraess
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Date :
Time ;

Ri—

CLCe [/ lh
Me 1B

\ o
N

L =

M

iobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. bt % q L/
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
o Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : . . . . . : :
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, fiinch
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.

1. Constantly moist:

2. Very moist:

3. Occasionally moist:

4, Rarely moist:

Mm%u::hli?;gree Skin is kept moist almost constantly Skin is often,-but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
Slinie expoceti by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
o mois[t)ura Dampness is detected every time 8 hours. every 24 hours. \'f
patient is moved or turned. k_/ V
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: ' '

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or |Vs for more than 5 days OR
albumin < 2.5 mo/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.

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/dI; 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

Py




severe pain or with additional risk factors.

" Support Surfaces
Risk Score Gategory Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy refarral for advice
Regular Turning Schedule ) .
Enable as much activity as possible High density foam maftress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear gp y
Advance to a higher level of.risk if othar major risk
factors are present
High density foam matiress
+ Use the Same Protocol as for “At Risk” Patients I
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 protocel as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk + In addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequently Alternating pressure mattress overlay
- Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk » Add a prassure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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Date :
Time :

3

) 6/26
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1. bunigpee. bile:
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

‘ﬂ\‘

T

Mabili s : s : . ; : - A e :
y 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.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; J
“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.

1. Gonstantly moist:

2. Very moist:

3. Occasionally moist:

4, Rarely moist:

Mm::)u\l:hliiigree Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
Skifis Bbosad by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
t mois?ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. 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

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

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."

one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or Vs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/dl for age OR eats over half of most meals.] most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more

food intake pattern

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.

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.

(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

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 : lessthan 9 | High Risk: 10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18
Docu. No. : RCH /FRM / CLINICAL / 119

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

%7‘%/ ~




Support Surfaces
Risk Score v Gategory Action {Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ ,
Enable as much activity as possible High density foam matiress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Aternating pressure mattress overla
1 Manage moisture, friction and shear gp 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” Patienis I
13-14 Moderate Risk Ge! 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 matiress
10-12 " High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure maitress overiay
Use same protocol as for “High Risk” Patients High density foam matress
Less than 9 "Severe Risk Add a pressure redistribution surface for patients with Gel pads for:high-risk areas

severe pain or with additional risk factors.

Alternating pressﬂre maitress overlay
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Morse Fall Risk Assessment Form
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Rainbow .
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It takes a lot to treat the little.

ital

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

SRR e .
: I-1é [ Y\ o
Date / Time ; \
Choose Highest Applicable Score from each Category 1 I q@'% / ‘:)//6 \ Fall Risk Grading
Score MG L5 )
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mnrs?;:lsl)Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O o) O
i 30
. Furniture Low Risk 0-24 Etanda:id rI:all
Ambulatory Aid Crutches, Cane(S), Walker 15 recautio
None /Bed Rest /Nurse Assist 0 @ /@3
Y 20
IV / Heparin Lock or Saline Nes : 20 o 10 Implement
0 O Fa) Moderate Risk 25 - 50 Moderate Fall
Impaired 20 ;rti\;sggggn
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 Hiah Ri Risk Fall
Mental Status igh Risk > 51 :
Oriented to own ability 0 @ %] E}rti\:sggggn
Total Morse Fall Scale Score: 99 |OF 20
Signature @ @ (N

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

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

Moderate Risk (25-50) Apply all low risk intervention and
(] Assist and/or supervise ambulation. Reinforce to always call for assistance
[ Hourly safety check
| Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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mHummmmmm Morse Fall Risk Assessment Form

"% |
Rainbow’ et
Children’s @ BirthRight
Hospital .W

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

i - {
Date/ Time [\ Jb12-0 l{ 0 _ _
Choose Highest Applicable Score from each Category / \g*))\ K IH L [ [,/ 2 Fall Risk Grading
Score < SI\E ™Mb
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morst;'::g )Scnre Astioa
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
i 30 d Fall
|
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0
Yes 20 ,
IV / Heparin Lock or Saline : : : 20 10 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 O 0 o Implement High
Forgets limitations 15 S Risk Fall
Mental Status g . ngh Risk 251 Prevention
Oriented to own ability 0 !
Intervention
Total Morse Fall Scale Score: 20 1 =
Signature &___@ D
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions 1 Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) 1 Hourly safety check
(! Ensure patients use their prescribed eye glasses if any, in the hospital [] Assess patient after visitors, leave to ensure safety measures in place
[ 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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15-03-1980 48Y3IM2D F) Ralnbow . ‘ ' o
| Dr. SWAPNA SAMUDRALA Children’s Blrtthght
| T PAIN ASSESSMENT FORM rospital_ | )z

Pain’Stofe Modifying | Patient / Family

Date Time (0/10) Location Duration Acuity Character Eactors Educated -Imervention Sign
] Continuous | [1 Acute [] Sharp (] Dull [ Increasing 7 Yes
]?\1’ ﬁfl@f) Ay o ] Intermittent | [ Chronic (] Aching [ Burning | ] Decreasing | [ No f;/[ v @ﬁ‘
"0 Continuous | [ Acute ] Sharp [ Dull T Increasing | [ Yes M A—
1} !@ @ N n— 1 Intermittent | [] Chronic (1 Aching [] Buring | ] Decreasing | [J No

O

Continuous | [ Acute ] Sharp [ Dull "lIncreasing | [ Yes ‘]u A
Intermittent | [ Chronic "] Aching [ Burning | [J Decreasing | [ No -

Continuous | [ Acute 3 Sharp  [] Dull 1 Increasing | [ Yes N /}Q~—
Intermittent | (| Chronic ] Aching [ Burning | [J Decreasing { [ No

O

|

\HL @ | NI
A
P [616] ¢ pv)

0]

] Continuous | [ Acute ] Sharp [ Dull [ Increasing | [ Yes N A—

|\Pw)

Valb [ €| i
Sk
agf

O ‘0% [ Intermittent | ] Chronic "1 Aching [ Burning | [] Decreasing | [ No

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

[ Continuous | [] Acute (] Sharp (] Dull [ Increasing 7 Yes
) « Ui
lg[b} b ‘P 24 O/ (O ’ (] Intermittent | [ Chronic [ Aching [ Burning | [] Decreasing | [ No N

Continuous | [] Acute (] Sharp [ Dull [ Increasing L1 Yes
Intermittent | [ Chronic (] Aching (1 Burning | (] Decreasing | [/ No ’\:) A

1316“{‘ ‘Z‘PW ollo DA

Continuous | [J Acute [] Sharp [ Dull [ Increasing J Yes
Intermittent | [ Chronic (] Aching ) Burning | [ Decreasing | [ No

?d‘*l'lb 04w 010 |09
' 1 Continuous | [ Acute [] Sharp (] Dull ] Increasing [ Yes b

3 5,&5 fRe bllo H ] Intermittent | [ Chronic ] Aching [7] Burning | [ Decreasing | [ No

N
2
",
D /(U N ,)}. ] Continuous | [ Acute ] Sharp 1 Dull O Increasing | 1 Yes Nﬁ% @.}
F—
W0
®

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

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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PAIN ASSESSMENT TOOLS

FLAGC PAIN ASSESSMENT SCALE {1 Month to 7 Years)

Numerical Paln Scale {Obstetric and Gynecology)

! | 1 1 ] | 1 ]

D —

HNo Paln

No Hurt

Hurts Lﬂﬂe Bit

I 1 I 1 ] I T, |
3 4 § ] 7 B 9 10

Waorst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

@@@@@@

Hurts Lﬂﬂe More Even More Hurts Whole Lot Hurts Watst

2

' SCORING
CATEGORY
0 1 2
\ ) i Occasional Grimace or Frown, Frequent to constant frown,
Face . No Particular expression or smilg withdraw, Disoriented quivering chin, clenchad jaw
Legs Normal Position or Relaxed Uneasy, restiess, lense Kicking, or legs brawn up
- | Laying quietly normal position, Squirming shifting back and
Activily moves easily forth; tense Arched, ight, or Jerking
Moans ar whimpers occasional Crying steadily, screams of sobs,
Cry No Gry (Awake or asleep) complalnt . fréquent complalnts
- Reassured by occasional touching,
j Content, relaxed hugging, or being talked to, Difficult to conscla or comfort
Consolability distractile 0
Neonatal Pain, Agitation and Sedation Scale (upto ] Month)
Assessment Sedation Normal Pain / Agitation
Crileria
] -2 1 0 1 2
Crying No Cry with painful | Moans or crias Appropriate crying Not) Irritable or erying at ; High-pitched or silent-
Irritabiity stimult minimally with painful| irritable intervals consolable | continuous cry
. stimuli Inconsolable
| Behavior State | Noarousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kdicking constantly awalke
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
. _movement movement + | (not sedated)
Facial Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression ; Any pain expression
Expression No expression with stimuli Intermittent continual
Exiremities No grasp reflex Weak grasp reflex Rolaxed handsand | Infermittent Continual clenched
Tone Flaceid tone decreased muscle | feet clenched toes, fists ! toes, fists, of finger
tone Normal Tone or finger splay splay ¢
B_ggy is not tensg . Body is tense
'R 7 T TR
Vital Signs HR | Mo variabiliy with | Less than 10% Withinbaseline or | Increase 10-20% | Increase greﬁt:sa'lr4 than 20% from
RR,BE 820, | stimuli variability from normal for from baseling baseline, Sa0, less than or 7
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimufation -,
apnea stimulation - quick | slow recovery Out of sync or
TEcovery fighting ventilator

—/
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"y Ghildren's | | Sanuras
URINARY CATHETER BUNDLE CHECK LIST
o
Date of Insertion: .. )27~ / b.. l’VD . ’% ................. Date AF REMOVALS oo siormie sisnnsninis
Parameters Date o {6 [0 F:@/ \ )5 \\10 8 \b =
Need for the Catheter ,ZJ‘?es | N; Q,\‘Es/ COONo | Ci¥es UINo | O Yes (ONo | C'Yes CINo | CIYes CINo | [1Yes [INo
Hand Hygiene 4{Yes [1No QXQ JNo | +TYes CINo | ClYes [INo | [IYes CINo | C1Yes [INo | [IYes [INo
Usage of Sterile Equipment /D Ygs CINo Bs [INo | SYes [INo | CJYes CINo | ClYes [INo \ [(OYes CONo | ClYes [INo
Is the Collection bag below the level of bladder 6 Yes [INo DYES/:J No |.=Yes CINo | ClYes g_&io O Y\?\s \lwgo [(OYes [INo | ClYes [INo
Check the Tube for Obstruction (Free of Kinking) ﬂs CINo s [JNo |_+Yes [INo | [JYes &}40 ? Mgg VD No\ ClYes CINo | ['Yes [INo
s Catheter dated as policy ,Z@s CINo Yes [INo Z%(es CINo | CIYes Dm {?\Ye J [JYes CINo | ClYes [INo
Collecting bag is been emptied regularly? )A‘é CINo D’é ‘ [INo | [#Yes CINo | CYes [INo %@\u No |\[Yes—No | CiYes CINo
Maintenance of closed system for the catheter )Aes [INo es | %I No | &rfes [INo | [IYes E‘Uo O Ye% IS I\P Q NNO C1Yes CINo
Dressing clean and dry? [Yes [INo | [X¥s€ CINo AYes [INo | [ \}‘?&"F \oq‘ @‘Yes\ H{No "1Yes [INo | CIYes CINo
Is the line removed as Policy? /D Yes [(INo | LY [/1 No Aﬁs ONo | O Yés LI,J N\J [ [1Yes [ No D Yﬁsf)w [1Yes [INo
Performance of Perineal Care /ﬂ’es CINo uYes/ [ONo | [2¥es CINo | ClYes [INo {Yss = N& OYe \ O No\ 1Yes [INo
Onset of New Fever [1Yes ,Zﬁo [1Yes /EJ,NO/ CYes .=No | CYes CINo | [ Yes [INo | OYes \D No | [lYes CINo
Asses for the leakage at the site of insertion PT{es “INo Q}es/ P No |-~Yes [INo | [1Yes [INo | [IYes "INo | CIYes (INo | ClYes [INo
Name of the Nurse % OLQZ& WM 5] Q{ K {‘AC;:L?
/

Signature of the Nurse

@

¥
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('] Maintain Airway and Oxygenation

il

NURSING CARE RECORD

e

Rainbow® . e
Children’s & BirthRight
Hospltal . BY RAINBOW HOSPITALS
WWWWWWWWWW Your Right to a Safe Delivery

(] Relieve Pain & Discomfort

[] Maintain Fluid Balance

[1_Improve Activity Tolerance

] Maintain Good Nutritional Status

Date: J}‘/vﬁf\?ﬂ%ﬁ .............

] Maintain Skin Integrity

L . - -
g [1-Maintain Personal Hygiene _ [ I-Prevent Infection 1 Meet Elimination Needs [l Ensure Safety (1 Early Ambulation Reduce Anxiety /Izrlfaﬁent & Family Education
S | (] Identify Potential Complications T ANY OHIEES. SPECHY. ... ovvve e e e e s s e ee e ee oot s oo e ese e -
- X - . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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w | [ Maintain Airway and Oxygenation [J Relieve Pain & Discomfort [ Maintain Fluid Balance ] Improve Activity Tolerance [] Maintain Good Nutritional Status ] Maintain Skin Integrity
§ [_1-Maintain Personal Hygiene /B’P/revem Infection }Hﬂ?&t Elimination Needs -1 Ensure Safety /E‘I’Ea/rly Ambulation Reduce Anxiety _——=—Patlent & Family Education
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NURSING CARE RECORD

] -
Rainbow* . ey
Children’s @ BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the fittle. Yuu rRight to aSauDelvm

w | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [J Maintain Fluid Balance [ Improve Activity Tolerance [] Maintain Good Nutritional Status ] Maintain Skin Integrity -
'§ [ Maintain Personal Hygiene [ Prevent Infection [ Meet Elimination Needs [ Ensure Safety (1 Early Ambulation Reduce Anxiety [] Patient & Family Education
SO Identify Potential Complications D A RS BRI v i e s e e RS TR v R s S O R R s s T L e DS s e
; : y Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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NURSING CARE RECORD

O -

W

O Maintain Airwéy and Oxygenation

[ Relieve Pain & Discomfart

[0 Maintain Fluid Balance

{0 Improve Activity Tolerance

%
Rainbow”® ) L
Children’s (4 BirthRight
Hospita| . BY RAINBOW HOSPITALS
Tt takes  lot to treat the Jttie. Your Right to a Safe Detivery

DAE! . e

O Malntain Good Nutritional Stalus

[ Maintain Skin Integrity

(-]

= | O Maintain Personal Hygiene 1 Prevent Infection O Meet Elimination Needs 71 Ensure Safely O Early Ambulation Reduce Anxety O Patignt & Family Education
S | 77 identify Potential Gomplications 0 AN OHIEES, SPBCIY. .o veneeeemereeeireresesesesesessestsesssseasestasensatassesesebeesssressarsnsessretenssessonssnsntse

W . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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© anv-0001583t &) e
%m snmeﬁ"" an Rainbow” ® - e E
Children’s BirthRight
\\\\\\\\\\\\\\\\\\\\\\\\ v Hospital _ | (e

NURSING SHIFT HAND OVER FORM - WARD

Treating Doctor: ............ M. Lo fws, .. Department: ........ LJ)@ ................... Date of Admission: .. f&j IJ’L
A e

= | Diagnosis: 'JL QR i Any Infection: CJYes CINo [ Not Known

E N Y\JJLU" }@b W I YBS SPECITY: ....vvvveeeeeveeee e

=

- ; “"’W N g1t ] v S

2 | Area \ 0 \ e\

3 shift Time |32 \ 00 - om \ S D A\

< | Medical Condition

= | (Any special condition to be noted): _

“a T
~ P AL AR
Allergy: O Yes ;l«Nf 1 Yes, 2-No | I Yes CLNG | Yes 2 No [T Yes E}Nﬁ 0 Yes}No
Tubes/Drains/Catheter: 01 Yes I No | 2-Yes O hN% 0 Yes o | O Yes f2No | O Yes;vﬂo 1 Yes.=No
™ Vital Signs: Temp: |16 [ 17|49 Mare Gy § a2 | A ﬁ‘:{

k& Res: | 20 D | 40 0L\l | Dby Q0h)0

< Sp0;: | 4017 Un [0 o6 [ | 494 199).

2 Puse: | 460 | ¢ 85 [ bat b | €70

% BP: | 12,01 | |o1’)?f/ losje8 YOu16S [\oSly | 120112

Fall Risk Score: | - - _ il
Pain Score: | — — - 7 _—
Safety Needs: | — - ~ - o~ _
- Physiotherapy #=Yes C1No |0 YesTINo [0 Yes N0 | YesENo 1 Yes #No O Yes -No
~ § Others Specify: . o = e -~ .

g Special Diet: | Yes Ol No0 Yes &No | Yes Ao [0 Yes Mo | 0 Yes =No |0 Yes BNo

& |Other Special Orders / Medications: .

o - ‘(\] P{ - o
Post Operative Procedure Special Orders: — — {0()( — - 1
Handed Over By Name : W H O{ﬂﬂ/ rﬁ% d\u\j \% \p\ﬁb mu

.1 = g,u]‘ . &u}f\
Signature : W ‘C() ’ % a~— l.)
Date: UYL o &1l | PO [ (pwe | 1gfh[2h
Time: gow) | @ | gpap| 21 a9a | Gy

1 ¥ 3 og‘p_q \ H

Taken Over By Name : N‘ M K/"O\ﬁ/{,&_ Adu \/ N\ 1 (ii\i\‘k

§ . ( P 9
Signature : () 2. i ¢ IR
Date: VPl ode [ WleVolyglse] Mhb [1glsh2®
Time:

ime i)/ A %{ e & \ @fﬁn £60
Docu. No. : RCH /FRM / CLINICAL / 097 !
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Rainb%w”

Children’s

Hospital

It takes a lot to treat the littie.

NURSING SHIFT HAND OVER FORM - WARD

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

AIBAUNG DOBIOr riririmsersins srsmssisexsrssnmmenesemsamsnesans naes Department: .........ccccovveeecivieeine Date of AAMISSION: ..o
Z | Diagnosis: ' Any Infection: C1Yes [CINo [ Not Known
'g If Yes SPECIfY: ...
|~
w
2 | Area \G "\'N
=
= shittTime |0 M6
2 | Medical Condition
= | (Any special condition to be noted):

otddioy
Allergy: O Yesst1Net0 Yes C1No | O Yes CONo [ Yes O No | Yes CONo [ Yes T No
Tubes/Drains/Catheter: [ Yes«_1Ner| 1 Yes (INo | Yes [ No |CJ Yes CINo | Yes CJNo | Yes © No
Vital Signs: Temp: | @ ¥--2(~
= Res: | Qpble)
o Sp0;: | QQ.
w . it
8 Pulse: | 9 bln
@ BP: _ml_‘ )
=L
Fall Risk Score: =
Pain Score: —
Safety Needs: | —
- Physiotherapy | Yes &=No{C Yes CJNo | Yes CJNo | Yes CINo | Yes CJNo [ Yes O No
=
o
% Others Specify: | __
g Special Diet: |~ Yes.J-Ne [ Yes CINo | Yes C1No |0 Yes C1No | Yes CJNo | Yes CNo
E
S |Other Special Orders / Medications:
=
Post Operative Procedure Special Orders:
Handed Over By Name :
b
R
Signature : /)3'
Date: (¢ / 8106
Time: QP v
Taken Over By Name :
Signature :
Date:
Time;
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‘BirthRight’" Chitdren's

BY RAINBOW HOSPITALS H
Your Right to a Safe Delivery ﬂgipltal

to treat the little.

wonorsest o RATION THEATER NOTES

Mrs SHAMEENA
15-03-1980 48Y3M2D {

Patient Dr. SWAPNA SAMUDRALA Age: ... Gender: .................

I“””I ||m|""|"| m" u”" ........ S Ee

HHID @ T RN i i Weight : ....ocoviainm

Surgeon : D - Su_—o.{:'r\a_ Gmmudua o . |Asst. Surgeon: D TN Qaﬂdq
Anesthetist : Dy’ ﬁk\eS\r\o- OT Nurse : Slﬂqee"%u\o‘ ‘

Surgical Procedure : [, \.\CA \(Sﬂkg\ﬂeok)mﬁ v ‘@C\oﬁw& SU&P\\aQ;Qc-D_
P\’\D_LCQ}DVY\‘i A i\r\ Ra'l [Q;\Pcpd\a_‘a\f\u\ A C’J\S\UC&LQ_ \)K_Q_FCL v

Indications for Surgery :

ALR— L
\ |
':f\ Date: \\lobl2e2 6 Start Time : End Time :
PRE-OPERATIVE PREPARATION : N A

tf'\}‘ gv\\(\‘\o\&.\(\c <!
Pcu_ts Qx e,?cuu.&&‘\b'\ .

A
OPERATION NOTES: Voo OP 2 ding s

- &escer\j( T DS - 2LV &e&cear\lﬁ'
Minirrah Qu\S\’ECQ\e' 4 Orlevmce le.
= \A\ 3N CG\‘le — \au_p\R g 7 -
i Lt J’\ \mgle @f‘@%{\o\o(g- m\c;'
(Budeor \a Stmall - "&\\') s@\‘é & Ng;,;?cm@
= %E\)\O&\\ o Quoar es and 'ﬂ\r‘\O\ﬂcplﬁr\ AIL\D&%
notmgl |

—\ax  feaycainwm

P‘rc:c eALL‘{ =
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POST - OPERATIVE ORDERS : )
MR Por Bhrs |
— XN s %\ ¥ wcmd
k R INEN eecb -9

= ‘PC‘\e—H[S Lu\r‘f\m \QLL OX c&exs
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SURGICAL
SAFETY CHECKLIST |

Anaesthetist : -@T

Surgeon : ........ LA -

’ Asst. Surgeon : va .........

HNH-00015831

Mrs SHAMEENA
- ::".m:::m..;:,:::*? L
T P e : Q6.5 Gender: F... .
i I UV Nameg. ] Chitdren's | @ BirthRight
,,,,,,,,,,,,,,,,,,,,,, | (AR | SR
Date : [F6.224... IN-HME : woovvovrorereerer, OUEEIME © +.ovovvvoesreeeseessn, o — s

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Yes, & Equipment / Assistance
Available

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

Yes, and Adequate Intravenous

yes/DNo

Access and Fluids Planned Y6s CNo CJNA
Blood Units Reserved /Yes CINo CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? O CINo CINA

Signature

Name .......... \f AW

Anaesthesia Team Reviews: f’ '.vju,yn
Are There Any Patient-specific Concerns'? -ZVes O INA

Nursing Team Reviews: M y

Has Sterility (including indicator results)

Been Confirmed? are there Equipment P

issues or any Concerns? <Yes C'No C'NA
Is Essential Imaging Displayed? LLYes ['No [JNA

SIGNIN  Time:\:.3Qpm. TIME OUT _Time:.|2.60 @2, SIGN OUT  Time....£2: S0¢m),
Patient Has Confirmed ' Confirm all team members have / Nurse Verbally Confirms with the Team: d
Identity /6{ 'No introduced themselves by Name and Role~"Yes " No The Name of the Procedure Recorded ~ #Yes —INo
Site " [Ygs Ao Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure “Yes TINo Nurse Verbally Confirm , Counts are Correct (or Not Applicable) ~ <7Yes TINo TINA
Consent —Yes CNo Correct Patient (Check ID Band) “Yes CINo The Specimen is Labelled (including
Site Marked Yes CINe” NA Correct Site “TYes CINo patient name) TYes CINo CINA
Anaesthesia Safety Check Completed /)ref ZNo Correct Procedure Yes CINo Whether there are any Equipment ;
Pulse Oximeter on Patient & Functioning Y¢S “INo Anticipated Critical Events Problems to be addressed OYes Mo CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes Lo What are the Critical or Unexpect To Surgoon, Ansesiholist and Hurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, &fm@ o What s I Rey conoems for recovery.
Anticipated Blood Loss? (ﬁ@w +TYes CINo CINA | | and management of this patient? CYes No

/

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




PATIENT TRANSFER FORM

#

Rambow
Children’s ‘ .Blrtth ght

Hospital

It takes a lot to treat the ittle.

U\

HNMOODTEE  IR26-0000880° Date & Time of Admission Date & Time of Transfer Order
r;;mnm 48Y3M2D { fl[é/ﬁf @ga Pm
SWAPNA SAMUDRALA —
S T e Ex Oéeffoﬁ e
Dy SwoePn® @'ﬂlfww tlsowellion
From Unit To Unit information to Attendant
Yes [t No[ |
0T T Rt
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
6 -"i il Yes| | No [+
| if yes, what ?
Medications / Consumables / Surgicals / Hand over
S|.No. item Name Quantity
5 KL 1
2.
3.
4.
8.

(.\ Shifting Summary / Notes Written by Doctor: ~ Yes[~  No[ |
4

Name & Signature of Person who is Transferring

Dk .“_L(\O‘

Name of Person Ordered Transfer

DA yesha

Patient & Clinical Records Received by :

ool buemide @ WMol

Date & Time of Patient Received : \ A_\ ({3 ‘ 6;\ (Q) 3 9\ I, C)\ 0 @YV‘—'\

If the transfer order time & Compietion 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

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
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1:5' “;mx::':‘ e Rain ;%w“

nr.?\:mt\uu;;m” o _3 Children’s . BirthRight"
i BY RAINBOW HOSPITALS

Ui Fospiial - | (et

: OBSTETRICS / GYNECOLOGY _
NURSING INITIAL ASSESSMENT FORM

Date of Admission: "}/(6 ...............

Baseline Information:
Admission From: CJER J OPD %sion Desk  [] Others, SPECITY ...ccvvveeeereicieie e
Primary Language: /i'H'éIugu ~ 1 English /‘.’l-Hindi [ Others, SPECITY ....vovereereiierecierces e
Do yourequire aninterpreter? [1Yes [ 1No YOS SDBCHY et e o s e e b T s SRR kT st
Source of Information: ~ [| Patient [T Family (] Others, SPECIY .....cvveeereree et
Allergies: [1Yes [ No [] Medications ] Blood Transfusion ["] Food ) Other: suruaomissesamsing
T T T L otome st T P T T S K T O TR e S
Chief ComPIaIntS: ...........coooooves e e e Doctor Notified on Admission: <7 Yes [INo

Past Medical History: Obtained From [ Patient [ Family Member  [] Medical Record [ Other (Specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission
WA WA NAY

Gynecology Assessment: [ | Not Applicable | Gynecology Surgical History: Gynecological History:

Menstrual History: ........fiecceeevreeeeieriineninnes Caesarean Section:ZNo [ Yes Contraceptives: _——No [ Yes

................................... ck.%/ Cervical Cerclage: #"No [ Yes Vaginal Discharge: ~~TNo [ Yes

Onset of Menarche: .........c.occeevviieeiiiienens Ectopic Pregnancy: C/No O Yes Post-Coital Bleeding: ~TNo [ Yes

Menstrual Cyclefﬂgular (1 lrregular | Myomectomy: /U/No (1 Yes Infertility: /szo/ O Yes

Last Menstrual Period: .........c.ccccvciieniiinene Others: If Yes Type: [ Primary [] Secondary

Obstetric History: G ..., I B T ool B oo,

PEOWIOUE LSCS! ......iiviviivisvosiisinasints esiniaiissiiissasstinis s aisuinians

Current Medication: ] None (] Yes, If Yes, Fill the reconciliation form

Family History: [ No Abnormalities Detected
] Heart Disease (] Hypertension [ Diabetes [ Stroke [ Seizures [ Kidney disease

[ Liver disease B 1| i e e e e R ST e A SO
Vital Signs / Measurements: Temp: 5{'—1—{” HR: ﬁS— RR: ’)ﬂ ........
Bp: 10.(25 . Weight: .o Height: oo BMI: ..

Pain Assessment: Pain: [ Yes D/NE (If Yes, complete the Pain Assessment / Reassessment Form)
P

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)
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i \\\\\\\\\\\\\\\\\\\\\\\ i -

~

General Appearance: l;#/ealthy CTill looking ] Anxious [ Agitated 1 Others: ..ooveeeveeeeeve e,

PHYSICAL ASSESSMENT

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

Risk of Pressure Sore: [ Yes qﬁo Score......S......... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
) Mobility problem " Walking Problem Wliw Detected

" Developmental Delay " Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria
-
NUTRITIONAL SCREENINGM/NO Abnormality Detected
[ Overweight ! Poor Appetite > 3 Days L1 Needs Therapeutic Diet.
[ JUnder Weight [] Diabetes Mellitus 1 Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
C] Calm & Cooperative - [ Restless I Depressed L1 Agitated LI Confused
I COINOTS s vsavi s e 644 ¥4 w65 6enmsi o 44955 09538 54555 €A 85 G e S i s G U S A SR SISO H 0

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single Married  [IDivorced [ Widow
2. Special Habits: Smoker: [ | Yes D/No/ Alcohol Abuse: [1Yes [ No Drug Abuse: [ Yesﬂaf

S0CHal HIStOry: LIVES WIth . ... e

Orientation has been given regarding the following aspects:

Call Bell in Reach: [1Yes []No Waste Disposal Explained: [JYes [1No

Infusion Pump : [L1Yes [INo Hand Hygiene Explained: [ Yes [ No [] Others
Above information given t0 .............oe. WAL LN e

Name of Person Orientation was givento: ... 0aYS....... S Mmtw‘?\ ........

Oriertation otgIVEN BBASOI. .o s sispsassaisssnsnispmopnisdis
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CONSENT FORM FOR GENERAL / g‘i‘.‘i?;}%".;{fs ‘mmisggg
REGIONAL ANAESTHESIA / Hospital _ | () zesmonees

MONITORED ANESTHESIA CARE

Patient Name : YMas.c...... SOMEEND ..o Age:...H.(oae....Gender: Male O Ferryls«tl/
UHID NO:A-3Nd, :.QD.QIS.E;E.:’ ........... Surgeon Name: %cS\-OQPnQL .........................................................

Anaesthesiologist : . \«% %e,gl\n. .................................................................................................................

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaes’ihesia 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 [0 Hypertension O Diabetes mellitus O Renal failure

- O Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis

tl Incapacitating Cronic Obstructive Pulmonary Disease
}Lﬁﬂfers e, E)\cc_cﬁ! -’(mc}‘r@m\m [\\:.:J ......... -‘9‘ ‘\"’m\fg\u:m ....................

e 1 e

* Doctor to d;)cument 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 *the / my patient
............................................................. the above mentioned opemﬂm Diagnostic / Therapeutic procedures
A NBCAIND..... W&T&&ecﬂmmv =£.Petve. Trooe. < PR ...

" | authorize and give consent for anaesthesia ( D’Flegiﬁai / O General Anesthesia / 0 Monitored Anesthesia Care as

considered appropriate by the anaesthetic team.

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

Docu. No.: RCH/FRM/CLINICAL/021 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: OO Yes }W/
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 : \ & ”}‘;A R“‘}w

Signature : ............ /’DV\O\\I\/\QQ_K& Signature : ........ I u ..............................................
Name: ... S\MNW .............................. Name : ..M\ SNL“’L/FV?L'{ g’””>
Relationship with Patient: .......... l,[' ..................... Date & Time : .......... \‘Ff ‘ ,‘l’ R

Date & Time : ............ A ?{\\0\5\?0 ........................

Doctor (who is Ig\king the consent) :




1eb ©

14-06-26

% 31\ Swo.f)rb

Department of Anaesthesiology Rainbow’ ® - -
PRE-ANAESTHETIC EVALUATION Hospial ° .Eﬁﬁmﬁgﬂ

Name: . Mou . Shameen : | 5

ame: ..M. <3h Qo Age: Hloy . sex...Female . uHpno: . HEMY - QOOIS‘SEH

Date: ... L3, .6.\?:.!'& ........................ Time: ... 3.:10Pm ... Proposed Operation: Vaa‘ﬂal%
Diagnosis: ......17. ibﬂ)cj ........ U’l. Caar)... T-I»UV Ffokaf ........................... Riiwt mq Yﬂf
B.P/CRT: \I?IQJ——H R: "TQL"O Weight: H:’:”ﬂ ASA Physical Status: / R T

Uboraiory Data:

Hob: AL GlucoseQ% oo, Protein: 2 X-Ray:

POV: vt Urea: . R N

WBC: 8@?& creat: ... 0. 6 Total B:ll 0 3) HeV: . " Egicho .

:I:te: 2. lakhb. e ... . Dir. Bill: ..t} Blood group: D “Wf’f Stress/An"lg‘;.lo: >

PO 1. - . - S :
e T care: B AKPROS: oo Th oo, TR
1) 7330 0 S S MO+ 4! e Amylase: ..... TSH e Ml ]M’
SGOT/SGPT: \40[ S T NI
Medical History: ~ CVS: 1) |
RESP : ‘ o Diabetes : ~—
A= SToNtF TGN

CNS :

Renal :

~

- Hepalig}GF ‘—premio( -3

Physical Actvity: ™M ETS Y

s Hln ﬂ1m5uuoac_ IQ_ie cdon ( 2 dases)

Past Anaasthetlc History: T
Physical Exam:

P,_L_,_ !&N

7

Airway: wp 1(2)3 4 Mout Opering: (N))  Mentonyoid Disance(N)  Neok (\) Y Tetn @mmmﬂ‘m
Lungs : ‘Oj"f}. on B _egtolooy : ¥ i thelia
i 4 ¢d lex) mal
Heart: 5.&,@ ) U
oNg: ™NAD Q)mdo}\eml@ : _ —
j,no/iNA ‘ Venous Acdess Site : Spine Exam for regional:' idline

Pregnant: | Yes

Anaesthetic Plan: 0 mlom je(m 1 LMA

Peri-Operative Plan Explained to the Patient: yzé - No

DOSAGE

Pre-Operative Instructions:

1. DVT Prophylaxis :
Water / ORS 2 Hours|
2. NILORAL<

J
|

Others 6 Hour, & ‘P\ O:‘PCJ

3. Informed Consent: =Standard High Risk

4. Post Operative Pain Management._-Bi€Cussed with Patient

!hme:%...‘..ﬁl

%ergstwcn ns. ro“,F. o
e

ek B e iy o ey
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Mrs SHAMEENA sm20 i @

15-03-1’.0 48‘! . bow . . n
@ Birth Right

It takes a fot to treat the litthe.

" ANAESTHESIA CHART  Hospital ~ | [ smuomost

Pre Induction Assessment:
Change in Patient Condition: 1 Yes ‘)?No Fasting Status: HW
Physical Status: | _—Patient Identified ;/c’ﬁnsent Present L—-Efart Reviewed
=
HR_ T¢|win__|BP/CRT 10 |35nuds0; OR). = Pp [RR l‘glwn | Last Feed: > G hw
Pre-OP Dmgnoms-gl:)lool U.l:‘u,l.u IV P¥ Oberaﬁon'VﬁCJIN-&t. .. ~‘.H\-! ... TERE ..DM&)ate:. == GIQ-C
Surgeon- &Y. ﬁuhpr%'lu%‘i VC’.AI:a.!:I Al_aesthesmglsqg:st:. wighgeila .. echnician: ... FOULoN.........
TME IR : B o % Ll :
N,O /AIR /0," LPM b . Antiblotic
HALO /SO ISEVO _ 7 .
e o
DIC(OFENH
W Ofg e PR
J —I—EFF MY DL Q
100
i Blood Loss \
P I - / N I .
XA IOAI0 7 I/ 116G o7 10GY[ 105 aoou “
BCe_ SRSRI{SR SR SR JRSE (S5 SESP
Temperature " 2 L L
Urine Output gnnnl NOTES
|
13 3R @ sgoniii
BP 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on fnnve
Tourniquet off Time Teo
Throat Pdck In 140 ]
Throat Pack Out 120 g Em
100 5 - ¥y 3 T
804 o T
o ~ o 7 ’ T WL
40 ST
20 __:: —1—
10 _'_:
1] 1 ] T Hi
A5G 1 T i ML
LAB Valugs :
I
ﬁmpmem Checked and Temp: Inducti \
\/LIHCHDM ;_1 HME ] Fluid Warmer 0 NOH i Inhal Mal:

: Ll GlingFilm (7 OHW; 8 [ )
Fonse@YUL | A ugers 5 oo | P, /%Hs: % o S 585“
VV‘/M BR8Y ol i, 1 Other =3 TG Omgs Pl [ Caugy

EKG Lead 2 le o O Mask
C1 Temp Site Times: = s I‘H:173
1 FI0, Monitor Anaes Start: . ‘EQQ 30p. - Site:. J\g,"

| _Agent Monitor OP Start: .. 5 m — Needle Sizond
u{’;‘:lseonmrer OPEnd:......00." Q) TPy 0 Parasthesia ‘]{C'Plg{em

- Capnograph LGBVGOH:.___,_a,:_aQ_ M 0 Drug o i Bs

[ Ventilator MR Je

= ‘ esia:

I Nerve Stimulator 1 GA 5‘ _&'

| = [

Positipn: ... l}"ffﬁﬂrﬂdﬂtnaesmesa Care O H / Inlm _' m s PR
V?}Poressure Points Checked “lons Blﬂdt.evel - e mF

Eye Care: I-'l'l! {Slze & anallnn]

& Tepe CaRE .

[’ Padding A lng on @‘ (3

[ Awake LI §0Q k'

(PR

IJW



HNH-00015831 |P26-00006601
?:a:-m“m “ vau 20 ) "
Vil ey | @ gngnt
Hospital | (st

- POST-ANAESTHESIA CARE UNIT RECORD
DL oﬂ’W\

Received in PA i Time Received : ... DX Time Discharged : ....... (g Yn/)
250 i
240 gig IV Cannula Site : . lﬂ% "l"
w 230 s
= 220 ggg [ 0, Mask [T Nasal Pronus
7 210 210 | ) Tracheostomy [1 T-Piece
e fgg 200 | [ Oral Airway [ Nasal Airway
a e 190
8 1w 180 " A ,}
8 il 170 | Vomiting : [ Yes <~TNo Drug: WP’Y\C.O(
= jeo L - _
x is0 150 ube : L] Yes .#TNo
A 10 139 | prain 0 Yes_flo
120 . g -
" :;g ) WN VoY :fg Urinary Catheter: yﬂ [1No
4 » I 100 | ChestTube: [ Yes £ TNo
%__\3{ ! | niroral [ Yes /No
0
= 7
a :g sg IV Fluids: .. p—L
& ; 50| Oral Feeds: M _
200 4T 1T -1 | e . = .gg
10
0
$PO, f
POST ANAESTHESIA SCORE N MINUTES
(Modified Aldrete Score) 30 160 1 90 out SCORING INTERPRETATION
g&ia to move g extremities voluntary or on command =2
e to move 2 extremities voluntary or on command =1 ini i i
o] kb s =1 acy \ l CL 62 Siiﬂr;gla%‘:am Total Score of 8 is Required for
Able to deep breathe & cough freely =2 -
Dyspne o nadbroathig =1 ResPRaTON Q fL GL 5L
pneic = 1 Exceptions to this, are to be explained in the
BP + 20 of Pre Anagsthetic leve =2 3 : 2
BP = 20.50of Pro Anassetcieve =1 CIRCULATION 6) ‘L % i space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0 | A - -
=2
Nossae on calin =1 CONSCIOUSNESS L 'L Q‘_ f )
Not responding = 2 i a i
Pink =2
Pale. dusky, blotchy, jaundiced, other =1  GOLOR CL 2 i
Cyanutlij:ky i =0 ’%/ i [
TOTAL q q \O \O
PAIN ASSESSMENT AND MANAGEMENT FORM
[ Date Time Pain Score Intervention Signature

& hnanwvm/(
Q@ N@rrwuszj

\9-1?) %PJM \ mée& M,Qﬂ]\nf@v\
| PI\| ol R . B

pain Tool Used: I N pASS [ FLACC TIWongBakgr T NPS "—\/ Reassessment Frequency:

N\ 1. Every eight hours for all hospitalized patients.

e

1M
(.

i
O
B

2 For post surgical patient, patient with chronic pain, patient with severe pain

Anaesmesiolmm AL T G S A G gl a.  Every 2 hours for first 24 hours
b.  After 24 hours every 4 hours
gsiologrst SIQRAIUME. s ¢c.  Prior to pain reliving intervention
Anaesm d. With in 30-60 minutes after pain relief intervention
Date & Time: S ] 0
, *(\QW)\% Transferred to Unit by (PACU): . %U S/
PACU Nurse Name - . l
b B N Date &Ttme‘&
pgmmsclmi ;
._ \Q\ bkl
Date & Tme"
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Rainbow’ ] e e
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It tzkes & lot to treat the Gibe. Your Right to a Safe Delivery

»

Patient Sticker

Department of Anagsthesiology
EPIDURAL ANALGESIA RECORD

Space : ique (LOR/LOS) .coceererieeeenes
GSE /Spinal /Epidural Position : ....... eeveeees SPACE ©uurererererrersemmsnsensssssansses Technique (LOR/LOS)
(D] 1 MRS Catheter at SKIN: ..oierereeremisenssarsnsasssnes AHEIMIPLS © coveveereeerssnrmsssesmessesnemsissmssissnssssneses

Parasthesia : YBS/NO if YBS QBIAHS 1 roreeeueurerserssrmesssmsssmessesmssssssramssssss s s sssst s s s s st

SOIUEION COMPOSHION § oevvvaereemsseermeetssnssssessssmmassmssssssessisassssssansssasessss s ama s R 120

Any other issues : : O

Infusien Rate Level Maternal FHR

. Comments
Time (mir) | Bols@m) | ret Right | BP | Pulse

Delivery Details : . Time : .ccovveerecenerrenes APGAR: .....ccoorrveirrnne SVD / Instrumental / LSCS (if LSCS Details) i
Catheter Removed by and Tip Inspected : '

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

Patient Satisfaction

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

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

Discharge /Shifting ordered by ‘ ,
Doctor Signature:;

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

Doctor Name: ! ,

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

--------------------------------------------------------------------
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Rainbow® . -
INFORMED CONSENT FOR SURGERY OR Children's ‘Emﬁiﬂﬂf
SPECIAL PROCEDURE Hospital Qe
Patient Name : ............. MYs - Qromoeene.. . Gender: [ Male \_;/Fﬁﬁ/ale AgE: ........ {"6.3“ ..............
UHDNO: e UNH-000IS. S 30 . Date : *’\=€J6'\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)
..................... VAGISAL HrateRecTONY. L Petvie FUO0R . REPAR. .

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.

e Exgensive .b.\f:?:’s‘m% sopeed o @?...%&%LQ&'{&?. ak‘d@r{ O ...}?.\.‘?Pé...@s.tac&u.ciz, .
........ Tneodumeny. .. v »L\j 20, bave), \eledde . ovneter,  aaand .-M{"{'. eRes.......

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. |have had achance to ask my surgeon questions.

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

5. lauthorize the consentto the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure.: ...................... D .3 .-..Scmm 0.

Consentee : Patient Attendant :

Signature : ............... S&Q"‘\Qg\"\(?\ ...... Signature : A G-

NAME oo Mrs. Srameensn Name : ... MA Sedig Fobn

Date & TME : ... (216126, S0 Relationship with Patient: ..... o).

e u.l/ Date & Time : ...... [*lf(iaé’7m ......................
Doctor (who is taking the consent) :

Signature : ﬁ*’ﬂ, ...................... SIGNBMITE e ﬁ a’wi ...........................................

Name : ..ocooveveenn. L G:Neeva

Date & Tine \‘H&QZ‘%@@[W Date & Time : ................. ¢ qfﬁ/lﬁ@%“”‘

Docu. No. : RCH /FRM / CLINICAL / 027
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' D207 . , 5
2 0L 0207 > Rainbow”® . She o
go ¢ — Chitdrems | @ BirthRight
| fospial | | WP mnEs
NARCOTIC PRESCRIPTION FORM -
(PATIENT COPY) Ol
ad | B f‘I
Patient Name: -M-"'-S : *ijLQYVLC_QJLa :  Age: k( b t] 75 Gender: 'AQMCLU?
UHDNo:  WWUH- 0007 583“0 26 -0000 bo00g: lé fa6 Tme. O . S 1AM
Diagnosis: \bc\f o %J\Slmflomq 1 e \*\.Lkh m Kgbﬂii
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj, 50mcg/Mi 100mg 01
2 Morphine Sulphate Inj. 15mg/MI| = \'\
3. | Remifentanil Hydrochloride Inj. 2MG \
I Remifentanil Hydrochlonde inj. IMG oo 3
-:"Jiﬁ !’ )_Y ' i
Docﬁjﬂame Bfkn\ / Doctor Registration No: 675’] 2 ﬁ
Signature: ( l f i\ -‘ ( t

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispens d} .

(7/€
IP Registration No: ...... 96 ..... Oowéé O, .................. Date: ... i (9 .................
Aadhaar No. of the Patient (Optonal): ... mmiiaiirsimeiismessimivemmssaibysiasasss sessesssssesss
, :
1. | Name: NB;}) @l/\amw Remarks
~ ) dne b

J . f e L 'MA " --an.
) {®) - g T T 1 Sty
<. | Complete postal address (with contact number, if any) 4—3 mfw - f'

3. | Brief description of the illness \aﬁ?(fbd {*dﬂ;lﬂ&a( tG"‘VlL{

Whether registered with any other registered medical practioner /
recognized medical institution ( If yes, details of the recorded)

5. | Details of essential Narcotic drug dispensed F QM

_tc

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
} | , : Patient Attender
17} - ontaviael \
f&/c(, = & Iany | (3]
|
\ b
Dispensed by (Name & IDNO.): ....oovverivveev et seen e ecreighenenaennen ey "Hj ........................ SIgNALUIe; .. oo .o v g poror b
Walﬂl [ !
Received by (Name & ID No.): d’O ..................................... SIGNAtUE; «..evomee st SRR
TIMEL ot o o o e

Docu. No: RCH/ FRM/ CLINICAL / 133
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(MEDICAL RECORD) Al
Patient Name:  /\s, . A Vida e Age: Lt YN Gender: | (
UHIDNo: J(Ji - npod w231 PNo 9 - coro 660! Date ;'/ [~g Time: Q . | 7 /)
Diagnosis: shniast e tammortonis &0\ 0 o i
PRESCRIPTION DETAILS (Tick only one of the following)

S.No Drug Name Dosage Remarks

1. | Fentanyl Citrate Inj. 50mecg/MI ONn

2. | Morphine Sulphate Inj. 15mg/Mi J

3. | Remifentanil Hydrochloride Inj. 2MG

» 4. | Remifentanil Hydrochloride inj. 1MG
Doctor Name: ' -/ /11 Doctor Registration No: " /}"'T
Signatare: | {
APPENDIX 4 - FORM NO. 3E :
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

IP Registration No: 1/'f’:.'i.' pate: LT LE L.
Aadhaar No. of the Patient (Optional): .........ccoioiiiiiiieiin e e sbeiins

1. | Name: Ay, . GvLCe Nt Remarks

™% 2. | Complete postal address (with contact number, if any) g { ;{7“'5. ‘faf- " L manyed vag
3. | Brief description of the illness S bt &
Qi oS0, Wy

4 | Whether registered with any other registered medical practioner /

" | recognized medical institution ( If yes, details of the recorded)

5. | Details of essential Narcotic drug dispensed ALk i)

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
£ )

Digpensest DYUName SID NO): i ih ot s oo o ks i bivse- v ssenssisb sbgssbassarsasa Signature; ... S84 i
Received by (Name & ID No.): okt dr RO OLAT AL Signature: S o AR,

1 P e T o

Docu. No: RCH/ FRM/ CLINICAL / 133
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Name Mrs SHAMEENA UHID HNH-00015831
Father/Guardian Mr MD RAZAQ PASHA Age/Gender 46 Y 3 M 2 D/ Female
Address 3-6-605,street no:08, Himayatnagar, Hyderabad, Telangana, INDIA, 500029
IP No IP26-00006601 Admission Date 17-06-2026

Ref Doctor SELF

Discharge Date 20.06.2026

DISCHARGE SUMMARY

Consultant:

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)

69924

Diagnosis: ABNORMAL UTERINE BLEEDING - L WITH GRADE 2 UV
PROLAPSE WITH CYSTOCELE

VAGINAL HYSTERECTOMY + BILATERAL SALPINGOOPHERECTOMY +
ANTERIOR COLPORAPHY + CYSTOCELE + ENTEROCELE REPAIR DONE
ON 17.06.2026.

History: She presented with complaints of Heavy menstrual bleeding since 1

ot KONDAPUR OUTPATIENT CLINIC {1¢ SECUNOERASAD
HIMAYATHNACAR BANJAKA HILLS I S
— 4 040 - ABATID00 sy 3 040 - 4366 3555, 1008 25516

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs SHAMEENA UHID iHNH-DOOlSBBI

IP No IP26-00006601 Admission Date 17-06-2026

year and mass per vaginum since 1 year ,gradually increasing. Pap smear was
done on 07.06.2026 showed NILM .USG (02.05.2026) showed bulky uterus (ms
109 X 71 X 81mm) ,anteverted with intramural calcified fibroid in posterior
uterine wall of 6.6 X 5 ¢cms with ET - 9.9 mm, cevix appears normal , came for
Vaginal Hysterectomy with bilateral salpingoopherectomy with pelvic floor
repair.

Menstrual History:-
LMP - 16.05.2026
‘Regular Cycles.

Obstetric History: P212, 2 NVD, LCB 27 years ago

Medical History: Nil.

Surgical History: Tubectomy in 2002
Goitre surgery in 2014.

Family History: Father - T2DM.

Allergies: Nil

Investigations: Enclosed.
Blood group : " O " Positive

Surgery Notes:
Operation performed:

VAGINAL HYSTERECTOMY + BILATERAL SALPINGOOPHERECTOMY +
ANTERIOR COLPORAPHY + CYSTOCELE REPAIR

Indication: UV PROLAPSE GRADE 2 + MILD CYSTOCELE + AUB - L

Operative findings: .

L4 ]
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Name Mrs SHAMEENA UHID HNH-00015831
IP No IP26-00006601 Admission Date 17-06-2026

e 2 degree UV prolapse + intravaginal elongation of cervix decent upto
introitus with mild cystocoele + Enterocele

e Uterus 12 weeks size with 1 large (~10 cm) Calcified fibroid on posterior
uterine wall and 2 small (~ 2 X 2cms) fibroids on Anterior fundal region
of uterus . '

e Bilateral fallopian tubes and Ovaries normal.

* Lax perineum.

Procedure:
e Anterior UV fold opened and posterior POD opened. ‘
e Bilateral uterosacral & mackenrodt's ligament and uterines clamped and ‘

cut & ligated. \

- Billateraldround ligaments & infundibulopelvic ligaments clamped and cut ‘

& ligated.

Bilateral fallopian tube and ovaries cauterized and cut and sent for HPE.

Vault closed after pushing bladder up.

Anterior Colporrhaphy done.

Cystocele repair done.

Enterocele repair done by Moschowitz procedure.

Haemostasis achieved.

Post-Operative Notes: She was closely monitored in the postoperative
period. Her vital signs remained stable. She was encouraged to ambulate.
Vaginal pack removed on POD-1. She was shifted to room. On 1st post
operative day Foleys removed and she voided spontaneously. 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. T. Ceftum 500mg (Cefuroxime axetil) twice daily (9am-9pm) till
22.06.2026 after food.
2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs)thrice daily till

HIMAYATHNAGAR BANJARA HILLS HYDERNAGAR (% KONDAPUR OUTPATIENT CLINIC () v SECUNDERABAD KONDAPUR
. o 2 Esverge ey 3 04 - 8246 2400
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Name Mrs SHAMEENA UHID HNH-00015831

IP No IP26-00006601 Admission Date 17-06-2026

4pm-10pm) after food.
4. Tab. Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food

till 22.06.2026.
5. Tab. Zincovit once daily (2pm) for 1 month after food.
6. Collect HPE report.

Review with Dr. SWAPNA SAMUDRALA, after 1
weeks on 27.06.2026 at Rainbow Children's Hospital with prior
appointment (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/ 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 /7 Chilg,
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Consultant:
Dr. SWAPNA SAMUDRALA

MBBS, MS (OBG)
69924



