Date : ()?l ’g ,96

Name of Patient

ient : M- gggg_td-{ éﬁ’c WATheW
Father's / Husband's Name : l\r\x. WQL A2 i 14 &

UHID / IP No. :

WNI-000U R 23

(398 e,

~ 8 A 2
ot ‘\{ f( no et Rai b:"‘ & ; £ '
A T e Qe
ESTIMATION SLIP Hospital |\@P & sz seien

Sl No. 1528

Gender: £

Age:

orporate / Occupation :

Address : IM Lk ,:T !)‘4; Phone: N 1) | Lo 2 !Email z
Procedure / Plan : ND \ L Ly EDD/DOS:_’}.LJC‘C"_.—_Q ¢
MODE OF PAYMENT : D}ELF [ ]TPA: [ ]GIPsA: OTHER
TARIFF INFORMATION :
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
~ .
nared Ward
Twin Shared Ward
Private Room ) 3 Ug 1% 7 éﬁL
Super Deluxe Room — ' I AQ } ). :7 V.
Suite Room - gy g y /j)nj-,‘)\ \ Q@\
Package includes Room‘ﬁent, Nursing Charges —’1 Room Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
k tarts from th s
g::z :fg:dsmission‘;m ¥ Labour Ward Charges Anesthetist's Fees and OT Charges
: Length of Stay for : Q—!— ™oL 40 Length of Stay for : 5
Pharmacy up to b }_ Phann.acylup to %l b, i
(B NT o [ivestgonsupte 5, 5 o) | Tetgton 7 1
Others Wetr Iy bu S i Tk A Z5¢
Neonatologist Charges: [ | Covered [ |Not Covered Epidural / Entonox : [ | Covered [_] Not Covered
Jmiial Minimum Deposit : Q- / ;/I_zfun Ee
: MARKS:

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

2. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and may not be
reimbursed by the TPA at later stage.

3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
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 permitted,
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 tous as per Insurance company norms.

6. Difference if any between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has to be paid by the patient. In case of
denial, cash tariff would be applicable.

7. Two attendanis 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 rio attendant is
permitted in ICU's

8. Tariffs are subject torevision

9. Kindly check your billing status on day to day basis at IP Billing Department,

10. Additional Charges on package are applicable for Non-working hours and Non-working days (sundays and public holidays)

DECLARATION
1 Vagh MMWJ T

have attended the Financial counseling desk and understood the expected costs and
other corfditions applicablk. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
I promise to settle the hospital bill with the hospital without any ambiguity.

reooe~d

Signatory Relationship

Signature of the Client Signature of the financial Counselor







\\ HNH-00011823 IP26-00008593 "///Z

; Mrs SONAKSHI AGARWAL Rainbow®
| A 28Y11M7D (F =
| Sepenagat Children’s

S~ Dr, PADMAJA YELISETTY H .t I
VAN gl

SURGERY DETAILS

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

Date : 16’6,0%

Patient Name: Mﬂw ..... %Q?Ml .......... Date of Birth: OIHIHOH Age: chVV,L
e L &= ward: oo O uHio No.: R = 008l &R 3.

Date of Surgery: 16[6@(} .................... Q{T‘-'l ]0T-2 [J0T-3 [1OT-4 [JOBGOT-1 []0BGOT-2
Q\eg\\"\(a LScs A SH-

n NAME OF T8 SUMGETY © ..o e s serssaese e Soae s e s erass e astese s es et eaerseseasees st easrsese s beneeaea s b esaasebase e ennraennren
Time in [1120’?/27 ............. Time Out :...../ "7357’%/2?; .............
NAME AMOUNT
1. Surgeon CDAS]&JM@&VELK@/ ...........................................................................
2. Anaesthetist ‘BI ......... 7@ 1’1//44 4/ O
3. Assistant Surgeon bﬁupﬁz{’ymzéﬁ/»g/?igmwf ..................................................
4. Q0T Technician C&ﬁd\(lnd AT,y SR R AR
/\ 5. Circulating Nurse : ............ j&&l\“ﬁﬂ'ﬁp@“’\ﬁkdﬁﬁﬂ ..................................................
6. Assistant NUrSe  : ....ccooooveoveeenen. SI ..... &/Q‘M&“ .........................................................................
Special Equipment: [ Laparascopy (] Broncoscope [] Harmonic [ 1 Morcelator
L | C-ARM (| Cystoscopy [] Versa Point [ ] Liver Cusa
(] Neure Cusa L1 QTS .....ccevvnneersansessenssassassascasssssass
(e o
Signature of the Surgeon Signature of Circulating Nurse

Order No: a?/gppp?j]/f/é Order by: ﬁﬂd’éxﬁaﬁ/é/////zf
Docu. No. : RCH /FRM / GENERAL / 114 (9 //'/24/@ :
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:NH;unmm IP26-00006593 Rainbow®

r rs SONAKSHI AGARWAL

| osomer  avuimrD G'A/ -Md Children’s BirthRight

L Dr, PADMAJA YELISETTY Hosp ital . 3\' R:lr:fmw :IC:SEI‘:’ALS
‘our Right to a Safe Delivery

AU CONSUM OFOT Tt~
Cirvurauny swarr ............. mm ....... Technician : SWM.! q\ﬂn @) Date : % &6 _______ TN oo
Otv

Anaesthesia Disposables ot 1 e Surulcal Disposables exesdis A;gu __.stpusables (Baby Side) mo_"’ -
ET tube MajorPaek ,( N’ ( P Inj Vit.K v\
LMA P | sutures QWY g])'m'.} ,k{/’ Cord Clamp )
ECG leads: A/P /N > % ) ]q%{y : Suction Catheter NO-5| Lo
HME filter : A/ P / N = ~ wpSo Feeding Tube  A&-S | Je'\
Syringes : 10 cc A9 D | Oﬁﬂﬂf ,\%/ Vaccum Suction Set Jal
05 cc &% | Gldves 0 £ ch 3 Ry Surgical Gloves (6, (S | VAL
2o Jo85(3) o [ omero 95 | Ll
Q3Ec \ /}" - enm\( (.19 V@' _~"| Syringe 1Al / 2ml \,ﬁ
Cautery plate : A/ P /N <o) | Surgicalblade T g ) Surgical Blade # 20 o
IV set \ NG tube " Koochies (S) el
RL o | Cautery penci % dl e 35 .
S : 10ml/ 100ml/ 500mI / 1000ml | Koochies Y){_[_ % ) /
T AT | onnens T P 7o) 64
¥ m Suction Catheter 1/-' AZ L3 L
Fentanyl Cap, Mask 10 ¢ O Uil N
Morphine Gauze Pack |ty X _@ ) B
Ketamine Mop Pack 2 u?{’ )
Propofol Steristrip . 0‘((;‘\@'\ W\ B
Rocuronium Underpad V/?_ S P /
Glycopyrolate Draw sheet o ,\ﬂ/ -~ W}W%ﬁ &5
Myopyrolate L “Abgel q{ R il : g
Ondanseiop_~ TG\ | vt (. f g pid) 00 [S T
Pencan 2§’g/ Spinal Needle 22 \ /},:4/ Urobag L r ’ )
Bupivacaine 0.25% i / Chest Drainage Catheter A}
Bupivacaine 0.25%(Heavy) i | 'Remodrain bag
Antibiotics ~| Bandage
!T)EIAA (‘Uf\ Ol | Tegaderm
Supposidries N loban e
Anamol : 80mg / 250mg / 170 mg 1" Double J Stent o
Supridol : 100mg > // )\ | Vaccum Suction set %’(ﬂ/:‘
Justin : 12.5 mg / 25mg / 100mg O | | Plastic BestSheet fnoma \ .
Tab. Misoprost : 200mg _ Betadine Solution " ¢ 4
& lemio .C | Lo | oo ST
cadie IS [ T cotmas $°2%
0 5 i Latex Gloves \/% //
Ramdione Scrub :‘é 1
s ) - ol

Surgeon

Anaesthesiojogist OTT h
Order No. : J/'/ﬁﬁ%ﬁ?fé‘;é Ordered by : ﬂ%@&é/{/// ec”'c’a”
Doc. No. : RCH / FRM / GENERAL / 125
| /5 8%7
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% . Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children's Ralnbow Children's Hospital, D 3-6-267, opp. Cafe niloufer, Old MLA
Hﬂspital Bcrthm‘f:. alnbow ren's oS QQr RO, opp. en
quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA 500029,
- 040-48873000, info@rainbowhospitals.in
-
ELECTRONIC MEDICINE PRESCRIPTION
MRN + HNH-CO011823 Name + Mrs SONAXSHI AGARWAL
Age ] Sex 1 28Y 11 M7 D/ Female Doctor : PADMAJA YELISETTY
Adm/Reg Date/Time 16/06/2028 06:27 Payor SELFPAY
Ordar Date 1 16/06/2026 1137 Ordemumbsr 26-0000206975
VisitID 1P26-00006593 Ward/Hed No 4F -OT /LDR-418
Patient Address GURU GANESH RESIDENCY, Barkatpura, Hyderabad, Tefangana, INDIA, 500027
S.No Dascrlption Genuric Name Dosage Route | Frequency Duraticn Instruction Qty Status
1 |COTTON BALLS 2GM S NOS 1hos Exlomal / Onge Day 1Days thos|  Dupenseaf
7 |gROBASADULT): 1hos Extonal £1:2 TRES A DAY |1 Damn 1Hes| Oispensea
1 {MOPS 30X308PLY 53 X-RAY [MOPS 20X308 PLYDATT |1 Hos 1 Once Cally 2Duypn 20cs|  Dispensed|
CAUTERY PENCIL
a4 (ADVANCE) THos Extsmal f Oncy Daly 1Dayns 1Hos| Dispansed
5 [OVRANZ SOLUTION 10% THo External { Onica Dady 1Days T [ -
PUPRIGESIC INJ AMP 0.3 MG [ BUPRENORPHINE 0.3 " .
a TR NG 1MLING 1 Ampule Injechon § Once Dady 1 Days tampuls|  Ditcensed|
‘ "I 7 [PENCANZSGI12 PENCAN 2607312 1Ho | rvecion # Onca Dady 1Days Thos| Dupenses
O 8 |vAGEUME SUCTION SET 1hos Extmal { Onos Cady 1Days 1hes| B
o [SYATOC xrTadinpi 19l Injacton { Onca Daiy 1bap aval|  Dupengea|
10 [vicrRvLzovezn? VICRYLZOVP2M7  |1Hos 1Cnce Dy 1Dap 1hos| Dispensec
1 {Monoort 30 wanso 1hos -2 TIMES A DAY 10ays 1Hos|  Dipanses
12 |E€.GELECTRODES {ADULT) |ELECTRODES ADLLT |1 Hos External 1 Once Dady 1Dm INoe|  Diepanzea
13 |FOLEYS CATHETER 16 1hes Ureuval/ 1:2 TIMES ADAY |1 Days 1hos|  Dispenses|
" :‘“ng"s" SUPPOSITORIES 100 THos Rectal f Once Dady 10aps 1Hot|  Dupenses]
15 |DSYRINGE soML(WPROY | SYRHINGE tome 1Hos Exlamal{ Onca Dady 10 2Nos|  Dispenseal
% SGLOVE #6.5 lSURGICARE) SURGICAL GLOVES 8.5 |1 Nos Extemal fmnlﬁ' 1 l)l\'i 4 Nos Dizpented
;
17 |BUPICAN HEAVY 800G N4 1 Hos 1Onos Daty 10an 1hos|  Dispenses
® sgg]zs Teasizevs  Jonuzersaszes, Extamal [ Once Daéy 10 2Ncs| Dipensaa
19 |Encors Microhe gloves-65 1Hos 1Cnca Bady 10aps 1hos|  Dispanses|
20 |UNDERPADS 60x80 10 Extornal £ 1-2 TIMES A DAY |1 Cays 20ca|  Dupensea
21 |onooKinD i s mG 2L 1hes 10nce Oy 10ays 1vn|  Dopensed
22 |vicRILFUS Y VP-fzn7y [YGRTEPLUSIVE g0 1Cca Dy 20ays 2noa| Dipensea
23 [SEFRIOC SUPPOSITORIES 1Nt Roctal s Oncr Daty 10ays 1Hos|  Dispensod
i 24 |psrrinGe suL ROy SYRINGE SML 1hos Exemal! Orca Dady 10ays 3Nas|  Dmoensed
ABGEL SURGE PAD (BIG)
O 25 |GELSPCN) ABGEL 1Nas { Once Daly 1Days 1Hos| Dispensad
26 |bsvrincsasuiparro;  |syRincE 2L tNos Extemals Onics Daly 1Days 4tos|  Diapented
2 |surctcar sLape 22 SURGICAL BLADE 22 [1Mos Extomal/ Grce Dady 10ays 1hos| Dispansed
Ko L Noa # Onca Daty 10ays Yhor|  Duspansad
OWATER 10MLAMPULE  [DISTRWATERIOML |t Bose Extamal Once Daly ) Days 20ome{  Duspensad
QISPOSABLE APRONS DISPASABLE APARON
30 {oremie XL STERNE X 1 Hos } Onca baty 4 Deys anos| Dipensad
Y ?:S‘fm” soLunons 1m FDnca Daty t Days 1hos| Dispensad
32 |ADULT DIAPERS- XL 1hos Extomat/1-2 TIMES ACAY |1 Days 1Hot|  Dispased
PREGELLED SURGICAL PREGELLED PLATED )
3 PLATES{ADULT} ADULT 1Hcs External ! Once Dally tDaya 1Nos| Dispensed
PADMAJA YELISETTY
) Reg No : 52427
= This o L ks just tor ref purpose only. Not to be considered as primary repor,
Note
* This prescription is valld only for specifled duration.
* Do not rofill medicines.

Printed

Date/Time 16/06/2026 1158 Printed By SUNKARI SANGEETHA faga1 of 1




2.

. B Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children’s . =" . Rainbow Children's Hospital, D 3-6-267, opp. Cafe niloufer, Old MLA
Hospital Bnrlhz«é amnbow \ndaren's nospiial, OOI: ne. o-o- £ opp. Late nilouter,
Katnbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00011823 Name : Mrs SONAKSHI AGARWAL
Age { Sex : 28Y 11 M7 D/ Female Dactor : PADMAJA YELISETTY
Adm/Reg Date/Time : 16/06/2026 06:27 i Payor : SELFPAY
Order Date : 16/06/2026 11:37 Ordernumber  : 26-0000206976
Visit ID : 1P26-00006593 Ward/Bed No  : 4F-OT/1L.DR-416
Patient Address : GURU GANESH RESIDENCY, Barkatpura, Hyderabad, Telangana, INDIA, 500027
S.No Description Generic Name Dosage Route !/ Frequency Duration Instruction Qty Status
1 |SGLOVE 7.0(POWDER FREE) / 1 Days 1Nos| Dispensed
PADMAJA YELISETTY

-

Reg No : 52427

* 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.

o e

Printed DatefTime : 16/06/2026 12:00 O Printed By : SUNKARI SANGEETHA Page 1 of 1

e —




% @ |
Rainbow ﬁ
Children's

Rainbow Childrens Hospital-Himayatnagar

Hospital Birthi ght Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer,
“Raioba Old MLA quarters road AP State Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500029. .
040-48873000, Info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION

MRN ; HNH-00015998 Name . Baby Of SONAKSHI AGARWAL

Age | Sex t0OYOMOD2H/Female Doctor : SPANDANA PASUPULET]

Adm/Reg DatelTime 1 16/06/2026 10:12 Payor : SELFPAY

Order Date + 16/06/2026 11:51 Ordernumber . 26-0000206580

Visit ID : IP26-00006595 Ward/Bed No : 4F -OT / CRDL-HNPDA-415-1 !

Patient Address : GURU GANESH RESIDENCY, Barkatpura, Hyderabad, Telangana, INDIA, 500027

S.Ndls) DescripLiBn Generic Name Dosage Routa / Frequency Duration Instruction Qty Status
1 KOOCHEES LARGE 5 s 1 Nos Extemal / Once Daily 1 Days 1Nosy  Dispensed
2  |DSYRINGE 1ML (hEIPRO) SYRINGE 1ML 1 Nos External / Once Daily 1 Days 2Nos] Dispensed
3 Sgg)ZE 75XT.5 1ZPLY (5 SQ%ZSE T.5X7.5 12 PLY 1 Nos Exlernal / Once Daily 1 Days 2 Nos Dispensed
4 .gEF?HE\?AlEE‘?JTgARE 1 Nos Eﬂs‘mal I1-2TIMES A 1 Days 2Nos| Dispensed
5 E{:SYCLOT—M 1M”3 INJo.s 1 Nos g:f;tion 11-2TIMES A 1Days 1Nos| Dispensed
6 INFANT FEEDINGEYUBE-S ?FANT FEEDING TUBE 1Nos Extemal / Once Daily 1 Days .1 Nos Uispenssid
7 |SGLOVE#1.5 (SU:RGICARE) SURGICAL GLOVES 7.5 |1 Nos External / Cnce Daily 1 Days 2Mos| Dispensed

1
8 VACCUME SUCTIEJN SET 1Nos Extemal / Once Daily 1 Days TNos| Dispensed
] SGLOVE#6.5 (SL!RGICARE) SURGICAL GLOVES 6.5 |1 Nos External / Cnce Dally 1 Days 1 Nos Dispensed
10 gg%:gg:sc ATHEl ERS 1Nes Extenal / Once Daily 1 Days 1 Nos Dispensed
11( !) WATER 10 ML AMPULE PISTIL WATER10ML 1 Boltle External / Once Dally 1 Days 2 Bolie Dispensed
12 SURGICAL BLADE 20 SURGICAL BLADE 20 1 Nes 1 Once Daily 2 Days 2 Nos Dispensed
SPANDANA PASUPULETI

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

Note

* This prescription isjvalid only for specified duration.

" .- b
* Do not refill medicines.
-~
Printed DatefTime ; 16/06/2026 12:01 Printed By : SUNKARI SANGEETHA Page 1 of 1




 Z Rainbow Childrens Hospital-Himayatnagar
Rainbcw
Children's . '™ painbow Children's Hospital, D 3-6-267 Cafe niloufer, Old MLA
Hospital Birth ainbow Children’s Hospital, 001: no, 7 opp. Cafe niloufer,
Ruabow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
TN RTAEN T
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015999 Name : Baby Of SONAKSH! AGARWAL
Age | Sex :0YOMOD2H/Female Doctor : SPANDANA PASUPULETI
Adm/Reg Date/Time : 16/06/2026 10:12 Payor : SELFPAY
Order Date : 16/06/2026 11:51 Ordernumber  : 26-0000206981
Visit ID : IP26-00006595 Ward/Bed No : 4F -OT / CRDL-HNPDA-415-1
Patient Address : GURU GANESH RESIDENCY, Barkalpura, Hyderabad, Telangana, INDIA, 500027
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 SGLOVE 7.0(POWDER FREE} { 1 Days ) 2 Nos Dispensed
SPANDANA PASUPULETI

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

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

———Printed Date/Time : 16/06/2026712:01

o O

Printed By "SUNKARI SANGEETHA | ' Page 1 of 1




%: ‘
Rainbow” . L
Children’s | ‘Blrtthght

Hos pital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs SONAKSHI AGARWAL UHID HNH-00011823
Father/Guardian Mr YASH AGARWAL Age/Gender 28Y 11 M 7 D/ Female
Address GURU GANESH RESIDENCY, Barkatpura, Hyderabad, Telangana, INDIA, 500027
IP No IP26-00006593 Admission Date 16-06-2026

Ref Doctor Self.

Discharge Date 19.06.2026

DISCHARGE SUMMARY

Consultant:

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

Diagnosis: PRIMIGRAVIDA WITH 38+1 WEEKS FOR ELECTIVE LOWER
SEGMENT CAESAREAN SECTION

ELECTIVE LOWER SEGMENT CESAREAN SECTION DONE ON 16.06.2026

History:
LMP: 20.09.2025 Obstetric formula: Primi
EDD: 28.06.2026 Gestation at admission: 38! weeks

HIMAYATHNAGAR BANJARA HILLS
7 - 40 - 4456 5333, 31009 25516 v 040 - 4246 2100

@ 1800 2122 & www.rainbowhospitals.in

KONDAPUR QUTPATIENT CLINIC SECUNDERABAD (b KONDAPUR L B NAGAR 1 i NANAKRAMGUDA
= —— 030 - 4246 2200 }40 - 4246 2400 . 3040 - 7111 1383 margancy ) 04069




T
Name Mrs SONAKSHI AGARWAL UHID

IP No IP26-00006593 Admission Date 16-06-2026

HNH-00011823

Obstetric History:
G1 - Present pregnancy, Spontaneous conception.

Medical History: Nil Surgical History: Nil
Family History : Both parents: HTN Allergies + Nil

Antenatal Details:

Mrs SONAKSHI AGARWAL was booked to Rainbow hospital at 67 weeks of
gestation. She had regular antenatal checkups and investigations as advised.
NT scan was normal, FTS was low risk. TIFFA was normal. Scan done on

03.06.2026 showed Single live intrauterine fetus at 36%* weeks with cephalic
EFW: 27338gm (30%) AC: 24% with AFl: 13cm, with posterior high placenta,

persistent right umbilical vein with normal Doppler. She was admitted at 3g+1
weeks for Elective LSCS.

Investigations: Enclosed.
Blood group: "B" Positive

Management: Course in hospital:

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

Surgery Notes:




HIMAYATHNAGAR

ABA7I000  Emsergancy 040 - 4466 5555, 91009 25516

Name Mrs SONAKSHI AGARWAL

IP No IP26-00006593

1o
==

Rainbow” ; —
Children’s @ BirthRight
Hospita' . BY RAINBOW HOSPITALS

‘ Your Right to a_Sa!e Dehver_y

UHID HNH-00011823

Admission Date 16-06-2026

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A Lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord traction. Uterus closed
in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Skin closed with subcuticular sutures. Wound dressing done.
Vagina cleaned with Betadine solution after expelling clots. Misoprostol 800
mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.

Delivery Details:

Date : 16.06.2026
Time of Delivery : 09:42am
Type of Delivery : Elective LSCS

Indication : Maternal request
Anaesthesia : Spinal

Baby Details:

Date . 16.06.2026

Time : 09:42am

Sex : Female

Weight : 2.8kg

Apagar : 8,9

Gestational Age: 38%1 weeks

BANJARA HILLS v HYDERNAGAR

Q® 1800 2122

KONDAPUR OUTPATIENT CLINIC
3 040 - 4246 2100

@& www.rainbowhospitals.in

SECUNDERABAD fied)  KONDAPUR L B NACAR
wrgency 3 040« 4246 220 iargancy :

NHANAKRAMGUDA
Esmergamey | 040493133



e T
e
3
Name 3 Mrs SONAKSHI AGARWAL UHID * HNH-00011823

IP No [P26-00006593 Admission Date 16-06-2026

NICU Admission: No

Post-Operative Notes:

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

Advice:

1. Tab. Taxim O 200mg twice daily till 22.06.2026 {9am-9pm) after food.

2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 20.06.2026
(8am-2pm-10pm) after food.

3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 20.06.2026 (%am-
3pm-11pm) after food.

4, Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 22.06.2026
(7am-7pm) before food.

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

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

7. Nebasulf Powder for local application.
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Rainbow .

BY RAINBOW HOSPITALS

Children’s | .BirthRight'"

Hospital
Name Mrs SONAKSHI AGARWAL UHID HNH-00011823
IP No IP26-00006593 Admission Date 16-06-2026

Review with Dr. PADMAJA YELISETTY, after 2 weeks on 03.07.2026 at
Rainbow Children's Hospital with prior appointment (Review consultation
will be charged).

For Women Who Have Had a Cesarean Section

Care of the wound:

1.You can bath and shower.

2.The wound can get wet during a bath or shower. Dry it thoroughly and gently
by dabbing with a gauze piece. Do not rub the wound.

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

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

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.

6.D0 not touch the wound with unwashed hands.

I'he 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. NG

Patieﬁsb 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

BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC wdited 1y SECUNDERABAD (~ KONDAPUR
Emergeacy 3 040 - 4 ancy 3

1 040 - 4286 2100

O 1800 2122 @ www.rainbowhospitals.in

Your Right to a Safe Delivery




Name Mrs SONAKSHI AGARWAL
IP No IP26-00006593

Consultant:

Dr. Padmaja Yelisetty,
MBBS, MD, MRCOG,FRCOG
52427

UHID

Admission Date

HNH-00011823
16-06-2026




” & Rainbow Childrens Hospital-Himayatnagar

Rainbow b 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

Fahom : WERB : https://rainbowhospitals.in
ADMISSION SHEET
) . . LR NIRRT LR AL LR [

Registration Details :

Admission No : IP26-00006593 Admit Date : 16-Jun-2026 Admit Time : 06:27 AM UHID : HNH-00011823
Patient Details :

Patient Name Mrs SONAKSHI AGARWAL Age :28Y11M7D

Guardian o Mr YASH AGARWAL DOB : 09-07-1997

Gender . Female Religion

Occupation : Martial Status

Address (H) - GURU GANESH RESIDENCY Barkatpura Phone No : 8121876697/ 9553599595

Hyderabad Telangana INDIA 500027 E-mail )
SONAKSHIAGARWALO9@GMAIL.COM
™ Admission Details :

Bed Type = TWIN SHARING Bed No :LDR-416 Ward Name  4F -OT

Room No : LDR-416 Admission Type . First Visit

Contact Details :

Name © Mr YASH AGARWAL Relationship : W/O

Contact Address Phone No . 8121876697

Sigriature
Doctor Details :
‘_\ ’ Doctor Name : Dr. PADMAJA YELISETTY Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor . Self. Phone No

Co-Consultant

Payment Details : Deposit Amount = 150000.00

Payment Mode : DC/CC Card Payor Name SELFPAY
Printed Date / Time - 16/06/2026 06:42 Printed By : 020099 Page 10of 2




HNH-00011823

1P26-00008593

Mra SONAKSHI AGARWAL

09-07-1987

28Y11M80  (F)

i

Rainbow’
Children’s
Hospital

It takey & bod &0 breat e ike.

a2

DEFICIENCY CHECK LIST OF CASE SHEET

Blrtthght

B8Y RA RAINBOW HOSPITALS HOSPITALS
Your Ri ight 10 & su- Delivery

SL.No. List of Records No. of Pages Legiblity Completeness Remarks
1 | Admission sheet = )
2 Discharge Summary \ B
3 | Nursing Initial assessment ) -
4 | Patient Transfer form \ -
5 | In-patient Medical record I
[ Doctors progress sheets 1=
7 Nursing plan of care and handaver sheets ] .

8 Consultation sheet
9 | General consent for treatment Y-
10 | Consent for Surgery
11 Consent for blood transfusion
i2 | Consent for chemotherapy
13 | Consent for high risk
14 | Consent for Restraint
15 | LAMA consent
16 | Consent for special procedure / Sedation
17 Consent for Formula feed
18 | Consent for MTP
19 | Consent for Radiological Investigations
20 | Consent for HIV test
21 | Anaestesia notes (Pre Anaesthesia& post)
22 | Neonatal Admission/Delivery/Physical Exam J -
23 | Medication Reconciliation 1.
24 | Emergency Triage record
25 | Pre operative check list
26 | Surgical safety checklist
27 | Operation Theatre notes
28 Nurses clinical Presentation
29 | TPR & BP chart 2 -
30 | Intake and Out take chart (fluid chart) 9, :°
31 | Drug chart (Regular Prescription) )
32 | Investigation Values (result sheet) o
33 | Nebulization chart
34 | Nutriional review chart
35 | Intensive care unit (ICU Charts)
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale
38 | Braden Q Scale
39 | Bed side check list
40 | PICU bed formula Dilution feeds
41 | Gastro monitoring chart
42 | RchED doctors note
43 | BP Monitoring chart
44 | RBS monitoring chart s
= x
[
Total No. of Pages /02 v
Slgnature and Date ; o

Doc. No. : RCH/ FRM / GENERAL / 126

l/}_

J el e

jafé 14




ACTIVITY RECORD FOR BILLING

HNH g s P2
Name : § U.-O? MK&H ‘\GARW 00006593
2: Y11

owone [l III///I/IIIIIIIIHI Iﬂ

Date of Admission:

~=Z
Rainbow’
Children’s

It takes a lot to treat the little.

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Room/BedNo:__ | Ward: __ _ ______ Suggested Billable bed type : _ _ _ _ _________
WARD TRANSFERS
Date Time From To Signature of Nurse
LS | g R e~ poid el ¥ 4% | Cogec fA
4lelee | 1w020Mma | OT Pve -Pos{ e T giin
\Wolo | 23%6WNpneipe (7] (A&
Cross Consultation Visit
Doctors Name Date Order No. Signature
/ — -
1 4 e ‘
p SQciocor | 16/ghs| toty | o
2 ‘ Pl ey s
| el g by
4
o
6
I
8
9
10

Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

D?é/ [ o Investigations Order No. Signature
lend L s~ (D 322 o}
olgf] 6942 X
\qle | hrns - Sorgld) | 9494 /| G,




MEDICAL EQUIPMENT (WARD & ICU)

Date/ A E';i{;;g;t Cor_:?rizting Discg;:zcting Order No. Signature

L | Gaediet mostor | a0 \[ 28PN 6491 ( Y

T . — : | \Ucr(\ F— W

W] prfrosion Pompl » ( e Jl g
/e‘ % 2 ‘f\\ﬁiﬁ@ MQ/C/




PROCEDURE

Date / Procedure
/

Quantity Order No. Signature

ol s —0 T 13

r %{Aeigfe&@.ﬁ’cr%——@' D bqyz

X ‘ :
19lc B P~ ‘—’ @ 294% R
| —=——1 ——

et \baggh} (it A 0 | 20798
5 RS cl\tdfecm DQOOP Ewrm)m

ANY OTHER INFORMATION

Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




HNH-00011823

e
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Dr. PADMAYA v, 2’ Y " M7D

Ui Ml

IP ADMISSION SHEET FOR OBSTETRICS

%

Rainbow® . L
Children’s ‘Blrtthght
BY RAINBOW HOSPITALS

Hospital

It takes a lot to treat the [ittie.

Your Right to a Safe Delivery

Presenting Complaints

Coms \cr Ve Wi

Obstetric Formula:
6.

s
Obstetric Hostory:

Q. 0«

Present Pregnancy Record:
MVJ ’

RISK FACTORS:

W—

Q;whui (D g4t ke

2

.

We|ght 6‘3 ‘f\\.... k%"

Allergies: .......... B3N s
* Breast: ormal  [] Abnormal

General Examination:

Consciousness: C{dk Palior: ()

Icterus: @ Edema:
Tempﬂ:t-“"“ PR: C\\\mr‘».
BP: \ '\%*MMLB DTR:@
CVS: &d» @ RS 9«:&6@
Liver/Spleen

Urine Output: @

LMP: &Q\‘i \aw

Corrected EDD:  dQ \6 \6ﬁ :

EDD:
GA: 3w

Menstrual History: Regular /Q/ Yes [ No

Obstetric Examination

Fundal Height:

Ut. Activity: _LtRelaxed

Liquor: Q/A/dequate
L PP ,B/Cephalic

Head Fifths Palpable:

FHS: }Wormal

Per Speculum Examination

Draining:

Colour of Liquor:

11NV

] Mild [ 1Mod []Severe
] Oligo ] Poly
[_] Breech Others

[] Tachy [ Brady [7]Absent
[\‘aD\r Augrn
[l Present  [] Absent (] Bleeding

[] Clear

Vaginal Examination N\

~ Gervix:

Os: Closed

L] Long

(] Meconium []Blood Stained

Asore—

[] Partially effaced [ Effaced

Dilated_

Membranes:
Liquor:
Presenting Part;
Sutton:

Pelvis;

,[] Present

[] Clear
(] Vertex

[ ] Absent
(] Meconium []Blood Stained
[] Breech [ ] Others

-3 OO-2 O-1 OO0 [1+1 [ +2

[ ] Adequate [] Doubtful
9 !
dufe WU

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




HNH-00011823 1P26-00006593
Mrs SONAKSHI AGARWAL

08-07-1087 28Y11M7D (F)
Or. PADMAJA YELISETTY

AU e

Family History:

\o o\ Wf ~ M“‘J

Medical History:

Surgical History:

e

Medication History:

Ot Qran \ Gl w8

Plan of Care:
Investigations:

- NP e
- Lomente k‘w PP Hy

_ @M H%shj =
e e

Doctor Name: &‘(&XN\/\‘)QW*“ ' Consult
onsu antNebm T

Signature: ...\ e
...................................... Signature:.\%...(/.L...‘.\'......'.......‘ ‘




HNH-00011823

OogroNAKSH AGARWA Prsoomness; ;”ﬁ
T 1 ocrom nm.,, = Rainbow’ ® e
R Child BirthRight
Ui Fospital - | () zeson

CAESAncsN SECTION OPERATIVE NOTES

Surgeon’s Name: >~. PC_\{X\'T‘CL\O\ \{e‘\\SeT,t.\ Date of Delivery: \Q\C&\?_OZ &
Assistant Surgeon: Dy Pn\.\ac\g-ﬂé\r\\m lb\ Daa Time of Delivery:  Q* 4-2 ™
Anaesthetist's Name: Dyv: Syt Genderof Baby:  rewvnale.
Type of Anaesthesia: SP\V\OJ Weight of Baby: QA3 3
Neonatologist: 1 v ﬁqe sw\\ Ny S\\\e AGPAR Score: 2, -
Scrub Nurse: g“qg\\ee\o\ : NICU Admission: [1Yes _[-No

Pre-Operative Diagnosis: Pn m\c\xqv\c&ca \u\—n\ ggw A_CB\QU_,\ PC)C-\ came Q\EM\.I
= Flective ] Emergency Indication: ....... MQAQ&V\OJ\Q&C{ ........ T ...... i

LSCS
Urgency
[ Immediate Threat to life of woman or fetus
[ Maternal or fetal compromise not immediately life threatening
_=No maternal or fetal compromise but needs early delivery
[ Delivery timed to suit woman and staff

DECEHONMIME: .ciiiissesrmntsssspmt s s hasbrrissiisssssasasses RHBTAFBCIMS, - =i yoeivins pismanrreiscnssnsnsnennissvsnntisss

CTG DeScription: .......iceovenee. ;Reac; ..... et

If there was a delay QiVE the FBASONS: ......c.ccueveierierieriieesee e es et es e en e s e e esa e en s e e ese s ese b ene s ena s snennenn

Surgical Procedure: Q\ec xﬁ'\( e \SC C -

Post Operative Diagnosis: P\\\ o~ PoQe ’\p\\ou_)?\f\q G\eg\r{s\(e \SC &

Peri-Operative Complications: e

Amount of Blood Loss: . — . ‘ Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination: -

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




Babtd delinese BU =T Péé?ma:"o\.
Wwheeon e Closuvze = D Pfri‘.llocﬂgq_‘_glhﬁmv;

Examination Findings when Appropriate:

Presentation:.B'CEphalii (1 Breech C10ther ..., Cervical Dilatation: ... oo, cm
5th Palpable: .......... = = Fetal POSION: ..o
Staton: J-3 O-2 O-1 O0 O+1 O+2 Moulding: _=None [+ [I++ [J+++
Caput: 1+ CI++4+ [J+++ N©& Meconium: -=None [+ ([I++ [I+++
Bladder Catheterized : _=-Yes 1 No Urine: _Clear [ Blood Stained
Skin Incision: —77 Pfannensteil 0 Transverse ZJ Midline O Other ....coveeeeeereeeereeeeeeeseeeennes
Uterine Incision: —=T Lower Segment [ Classical Tllinverted T [ J Incision
Previous Scar: [ Intact L] Thinnedout _I Ruptured _=No Scar
Incision Through Placenta: [ Yes o
Delivery of head: 1 Manual \L’ZFErceps
Liquor: Clear [ Meconium: 1 O i CIBlood [ Offensive [ Not Offensive
Delivery of Placenta: ] Manual \-Er‘CﬁT ................. \_Eomplete 1 Incomplete (] Piecemeal
Cord Appearance: Nw ........................................ Cord around the neck [ Yes )E‘ND/
Appearance of placenta: Nw ................................. Cavity explored "E)‘?g " No
Uterus, tubes and ovaries: _iAformal “INot Normal Sterilization: “1Yes __INO

7
Uterine Closure: ['1 One Layer >Two Layers .. \) ‘c’“d{ ..... N b"( .................. Suture
Peritoneal Closure: ! Pelvic “rAbdominal “INone ... v ’.CJV-J( ..... N A Suture
Sheath Closure: 1€, DNMCag NS Suture
Fat Closure: -~ Yes [INo 200N Wj{’\"’"‘/ Suture
Skin Closure: _~TSubcuticular ' Mattress .. Mbwu«j(l\'t:? ........... Suture
Vagineal Evacuated +Yes [ No
Drain: [1Yes “No [JRemOVEeiN .....ocovvvuneee. days [ Await instructions
Ctheter ~TYes [INO [JREMOVEIN vooveeeereererrreereena. days  [] Await instructions
Swap & Instruments count correct? “TYes [INo [ Post-op Antibiotics Yes CINo

Intra-Operative Antibiotics Cover: _=*Yes ! No [ Thromboprophylaxis “JYes [INo
Post-Operative Notes: T
e NOY_ A B

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

R

| \ g
Doctor Name: !OTPO‘JW‘O;{Q ........... Doctor Signature: ........ \{ ?(,Eu‘\)ii)/ .................................
Date & Time: |Q,6/2<6



Surgeon .....
Asst. Surgeon

SURGICAL
SAFETY CHECKLIST

Scrub Nurse : ......

Anaesthetist : | "4

HNH-00011823 1P26-00006593

Mrs SONAKSHI AGARWAL
uo-nr -1997 nvnnrn )

"V

.................... surgery Name : ..
.. In-time : c{wv— Out-time : ......... . .00

Age 5}\&’\4 Gender : F Rain;%w
SARGS

Children’s ‘ .Blrtthght

Hospital 8Y RAINBOW HOSPITALS

Tt tahes @ ot 10 treat the iDe. Your Right o a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

SIGNIN  Time:4\08H W)

TIME OUT  Time.......[..

Before Patient Leaves Operating Room

SIGN OUT

Patient Has Confirmed

9@ 7No

Identity
Site \Qfés ZNo
Procedure G‘fes C'No
Consent LAes [1No
Site Marked C¥es [1No wNA
Anaesthesia Safety Check Completed \?ﬂs [INo

Pulse Oximeter on Patient & Functioning ks (1No
Does Patient have a:

Known Allergy? “Yes \WG
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available [1Yes U«Nf)'
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned [1Yes uN/’ INA
Blood Units Reserved OYes MG C1NA

Has Antibiotic Prophylaxis been given

within the last 60 minutes? Yes CINo CINA

Signature -......... @‘/"‘Ni ...........................................

NAME ©.vvoorveree. DA PR WA

Confirm all team members have
introduced themselves by Name and Role _¥6s (1No

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) Zﬁ JNo
Correct Site Z'Yes CINo
Correct Procedure Z/Yeé CINo

Anticipated Critical Events

Surgeon Reviews: &0
What are the Critical or UnexpectedD Vz(

Steps, Operative Duration, | |, ,uh

Anticipated Blood Loss? goow-\ ¥es'ONo O

Anaesthesia Team Reviews:

Are There Any Patient-specific Concerns? 2Yes™ LINo
Nursing Team Reviews:

Has Sterility (including indicator results)

Been Confirmed? are there Equipment

issues or any Concerns? “IYes CINo
Is Essential Imaging Displayed? CYes CINo
Power Supply, Earthing, Power Backup

and functioning of equipment checked. C'Yes C'No

L
=
b=

C1NA

TONA
C1NA

Nurse Verbally Confirms with the Team:

The Name of the Procedure Recorded CYes [INo

That Instrument, Sponge and Needle

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

patient name) C1Yes lg"ﬁo CONA

Whether there are any Equipment

Problems to be addressed C1Yes Eﬁlo O NA

To Surgeon, Anaesthetist and Nurse:

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

OYes LAO

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




| Ea'i:'.;’_rz::-s] o
PATIENT TRANSFER FORM Hbspia . el
HNH-00011823 IP26-00006593
T Mrs SONAKSHI AGARWAL
gﬂi}i’&‘ “u” Y1IMID  (F) Date & Time of Admission Date & Time of Transfer Order
VTN ol @eaonn| 18l © 1010f
Treating Consultant Name Transfer Ordered by Reason for Transfer
- o o A Ohterval
From Unit To Unit Information to Attendant

K

Pre ,_[M]—

No[ |

Yes [

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
2’1/ 2L Yes[ | Ng A~
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
; AL 0)
2.
3.
4.
5.

Shifting Summary / Notes Written by Doctor :

Yef/

No[ |

Name & Signature of Person who is Transferring

v

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

MU

Date & Time of Patient Received :

\lG[2L @ \o[3oAra

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

| | Unavailable Bed

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

| Nurse not Available

|| Available Bed not ready
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HNH-00011823 |P26-0000

Mrs SONAKSHI AGARWAL gl

o | o o .

e Rainbow’ | @ BirthRight
Children’s |

OGO Hospital

. BY RAINBOW HOSPITALS
Your Rightto a Safe Delivery

L\ Scurol cexen\

e e onT | _Sam 25

S N
(PT0)

Docu. No. : RCH /FRM / CLINICAL/ 088
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HNHK-00011823

IP26-00006593 ,

Mrs SONAKSHI AGARWAL
Rain bow

08-07-1907 8Y11M7D  (F)
Dr. PADMAJA YELISETTY

=
AT Hospital
It takes 2 lot to treat the little.

BY HAINBUWE@TALS
Your Right to a Safe Delivery

. B e i
Children’s . irthRight

PHOGRESS NOTES AND DOCTOR'S ORDER

2"}?.“., Progress Notes Doctor's Order
\(o\')'c’ o ls 1B De \kewlo
\o —_—
/0
272 oD - O\ Py ’ @1.88CY
LY - —
Pl e stale No lo Ac‘u
e
| eleae cluw £y ligyid died e
%3{(& PP - {14y Hzch\ —{ - So\’r et @ 10pe
j‘_fz PQ - 20kpen [ ’Dmcx\ as chasked
R0, - B8 -0k /  pasuele budolo
OA&D}) o Plﬁ - \')’r e b\ rehoclecjb ( - Ui N\o\n\k)tu
SN \i D)0 o Reng

L€ -Ruons L // 'Co\eu_g "(?Em\iol Cim@&\n

Slo. Domlhy clear |/ CX) uslhg vow)

/\J\A‘Dtm SOS

" ) %’j(
~ s

\A\b\}g ele (B T \ebvo ¢, :
% POD- ) Yo leviecs _ bd
”%';;Eg;: PL (s dabe, Noclo
s e acdg., Alewnle Ady
Abeod st e LS died
oA \lthals - dAab'e \MQ as clnade d
\DV\; elp - O ovet! e hacled \/@'\XQ\ m(\mhnw
s s 8 Pequale a.\%_u il
N )\”/ HablaRon 2xd k&»iu
e ‘\/ SWLOY\O 803 —
k)
= @W ; y N
g

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



HNH-00011823 1P26-00006593

[ r;::m‘ SHA‘;‘:RYV::LH'TD (F) Rail'llir?g-“\'\f@p . . . -
__ Dr. PADMAJA YELISETTY Children’s Blrtthght
AT Hospital | ) zmmonaiin
PRUGRESS NOTES AND DOCTOR'S ORDER
2a1t19me Progress Notes Doctor's Order
N oa D
NN Tl D el oy LT
\}/o‘ =t . =
\ o\C GL-Fax'r . Do
-ﬂ(\\e\o*ﬂ'\ e /go\g\“ C\\e’\f
PR Chbpr 2 Qg\eq wole wudioden
BP - \DC\\Q\“\“\HW\J | Mg o Q\rm&ecl
\},\f/ O_U%\RS‘. BDAD | :7¥,-\m\t>u\c\}t\on
'S8 PR pe booled welt ANSTEN, b\eefs\f’b*"\
b \\ N\UT - O)pef\ CK«AG’SS\"Q{
% Dic’ssk—q ch»\ &:q\ear) Tl : J
e P\( ble cch ~e| SR A MQV\\\R:A \(, l@Lb
.l--ﬁ\(}-km Sof -
&a\b } cs'\iv\ex%\ c\e : )\/m‘,ML - '
&\L B\@QS\; : BCD\S\ o
IANNARY mcx SG’C\Q\‘\U\S' v o J{C
TR =
rte

Docu. No. : RCH /FRM / CLINICAL / 088
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HNH-00011823

|P26-00006593

u\%

N%V@wa

- :lr-.o?gn“:r" . AG::E:::LMW G Rainbow” . H H 3
o R Children’s .ggmrjmgggg
AR el
rriuuHESS NOTES AND DOCTOR'S ORDER
23;?'“‘! Progress Notes Doctor's Order
e ﬁ“’/‘ c)s|e DtDua
e Pob-| AL [eLUSR)
4208 - No_complaints * :
il : ( Adv
Ge Laix ,W«f’lx- o Coft- die )
- Rp: \05]¢9 mm'\{a -—/Mm,,\ah l\ﬂ&mhw U
pasted Usine PR 31 bpm |~ Oruge as hasted
U—b{m,s -Hltf NHD Mahen
P}rﬁ- UMR@U\LHWM decseing H 1o
Aot '\MPO\MJ L’[E,— PV bleed WNL - //wlp mm.&plv bt
5 /vadJG'\ vdal
th«& < MoHws . AL dnkoun 64
4 .
H\?) \SUnOmdQ/
> { TTONN
N L/ ‘/
&\ [P Cly|® e Dua 9
@ POD-a. P (e)(S¢h)
— No Covnp iy Adv
P%com’foo&l:abl{‘ | > sobt Regulas dud
1 G b Mehuk |~ gguatd me
Parced Laune P 102 ]9 mnfle o> Uhosdcd
ol Stsiow L qabl . s hyniduwehon
' S PO Y&y Jon Rt “W\F excemiye Pvb
Raby T Mother 1 oo 1 Minuls, Vdal,
J P}-ﬂ M&MM - Mmm Sy
Plv b WNL-.
L’!(‘ , e )r DJ d&x/&bﬁ brla»/
Docu. No. : RCH /FRM / CLINICAL / 088 .
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E:'Lf‘«’."ﬁ“ ! ‘ﬁiﬂ?‘mo m Ram:ﬁw o
l|\\\|||\\\||\||||||||l|\||||l\||\l Hospital ‘B'rthR'ght
PROGRESS NOTES AND DOCTOR'S ORDER
gaTt?me Progress Notes Doctor's Order
Q\\t\ﬁl}o ey (D P?i Ho\{"\a Al
>/ Lowc PDD~&]‘E’1U‘€L‘KL&Q
\‘Q'.C) nNo (ol lod b5
ole 3
P 1 Nl gieb
(\ oF C\LMJJC\J )’a;vlk K. M%Wf\i\k\v&
L; s P’ )rE° th Ral £ buids ‘
d oot PR~ 3350 . . E—ﬂmm_dm_\aM
\\SA=x - >
v . ~\|0)‘?’° &t- Meatth viteh
oY L nAD £ ulf Uud €
g pla- ub wal kthackad &7 g lon 4
LY () % /;ﬁ%\h
Loly NB Med's e
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Time
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35§

RBC

1- 2%

WBC
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Platelets

CRP

ESR

PCT
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Na
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Cl

Ca/Mg
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T.Bill/Conj
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S.Globulin
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S.Cholesterol
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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RESPONSE voice
[v] Pain _
Unresponsive
URINE > 30
mis / hour < 30
Proteinuria Prott_ain =
Protein > + +
Fsiat Normal N T I I O (s o s ()
Heavy / Foul
Uquor |_Clear / Pink = P e
Green
TOTAL YELLOW SCORES 0 T 21 ol 1P { 2 i o
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[ Obstetrics and Gynaecology ]

Early Warning Signs

4 )

Complete a Full

Set of MEOWS
Observations

- J

(
1 Yellow Alert :
Repeat Observations
in 30 minutes
\.
(
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
\.
f
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\.

* The Modified Early Warning Score (MEOWS)
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :

Repeat Observations
in 30 minutes
\_ . Y,
4 N A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations : in 30 minutes
- J . | Y,
™~
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
2 " Repeat Observations
in 15 minutes or continuous
monitoring
AN y

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

[ Obstetrics and Gynaecology ]

\
1 Yellow Alert :
Repeat Observations
in 30 minutes
J/
~ N A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
- % " Y
4 )
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
“in 15 minutes or continuous
monitoring
\ _J

* The Modified Early Warning Score (MEOWS)
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

)

- N[ N

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Set of MEOWS Call the Obstetrician and Repeat

Observations
Observations in 30 minutes

\ J N ‘ Y,

4 N
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and

Repeat Observations
in 15 minutes or continuous
monitoring

\- : J/

* The Modified Early Warning Score (MEOWS)




HNH-00011823 1P268-00006593 .
Mrs SONAKSHI AGARWAL 5 ,,/ |
UD-M 1987 2Y11M7D

" Dr, PADMAJA YELISETTY Rain bow .

N BirthRight
L jJl||||||||\\l|\||||||||||ll|||\||||l AL .' Right

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

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

Intake : i, i ﬂlﬂll"‘”% el v Site i ,
Date | Time | Naure Route NG | Diarrhoea | Vomit |Drainage | Urine ngr%?rfﬁg‘ o
Mouth LV N.G
08:00 am (&= N
L\ga 09.00 am pL\t il 1@@:’21 e 5 | i
\L\ owam| gy | | ioae %O#/ - Looull— S Tt
moam| 9L | P liagd A [ 10
2won| O[> | Jou N L B SO
otoopm| Q¢ | ° V| 1oen) ! 13
Total Intake : Total Output: YO Yt J§
0200pm | $47 10w, o — ]
i300pm | 2 (o o] = 1)
womlp 7 [ ) ol | 1/ |
Qom0 [ o) oguld ol L
\ os00pm [ ) |99 /ool , Ic —y— 624
07:00pm | {) | \oov/ JIRP
Total Intake : ’;CH\ el Total Output : alnl]
08:00pm | * loomq P )
09:00 pm . loom| Vi s
N K P L I | N Cammmpy
O\ [ 1100pm| WO [0 ) e Bl ‘ o
N [ 1200am bod| d %0 !
o100am | )/ [ 00u| 2
Total Intake : Total Output : (7 - M~
0200am | A\ (90w~ b
ol 03:00 am 00m = = | ]
04:00am [ py 60w : e
,& 05:00 am {600~ /@? | /@‘,F ‘ ("‘l
N [oso0am loom [~ - [N Em%
00am | (00, \J
Total Intake : Total OQutput : {4 _ YT
Total 24 hrs. Intake 2\f00 N\j Total 24 hrs. Output WA E '50 N\|
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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.

SRR T 5 [V T R P
Shaan Uy AR, - Output : TAV sng
rombo- a
Date | Time obﬁgiffi% Route NG | Diarrhoea | Vomit |Drainage | Uring | Phiebitis r?llﬂge

Mouth AY N.G

08:00 am : r §
S 09:00 am W // / S ﬁ
10:00 am X a / P B
Q} 11:00am| el ‘j& Q"‘ \4
1200 pm Vi v
01:00 pm W _
Total Intake : 0 / Total Output: U — | wrrt

02:00 pm A\ Vi b A
W00 NV A £ 4| (*%
Eg 04:00 pm ’{;\X\w -/ 7 A\ g’; j

05:00 pm R R { g
06:00 pm / ,V\
07:00 pm / /
Total Intake : - Total Output: ) § M -~
08:00 pm Sk p i
09:00 pm Y / B \
\&) 10:00 pm ) ﬁ/\f o | 2@__
& 41:00 pm B‘_\K / ) \
N 12:00 am i 5 Vi }
03:00 am / / |
Total Intake : - 4 Total Output: () — o —

02:00 am " 5

J
e 03:00 am . // _ \ﬁ
[ 04:00am D - . ut -
\%\ﬂo\ 0500 am N /’“\‘F }‘\ K \ @:
06:09 am / |/ o

07.00 am s v [ v, ™
Total Intake : Total Output: () — M —
Total 24 hrs. Intake Total 24 hrs. Output
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake Lo SRR e T
Date | Time | Nouure Route NG | Diarthoea | Vomit |Drainage | Urine ngr%’ﬁlﬁg_ S
Mouth | 1V | NG i | A
0800 am A A1 A 10
09:00 am '\ﬁ'@ " | ANAaN
\? 10:00 am \LV é?\ A ; i ® -
\ 11:00 am iy A ) Pa 0 N1
QO 12:00 pm / / 0
01:00 pm P4 & 0 ]
Total Intake : Total Output : () - M:—
02:00pm | \
\t\b 03:00 pm " e /
S {ooopm| ~ TP f/ . N > |/
\Qo 0500m| ¥ | \yo Iy e o v, Al
06:00 pm / / / /rv
07:00 pm [ (]
Total Intake : Total Qutput : ' -
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Total Intake : Total Output : / ] - % —
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| o6:00am 15 | g0s
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It takes a lot to treat the little. Your Right to a Safe Delivery

[ FLUID CHART |

1. All measurements in ml.

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

--OH‘III“‘ = '|v Site ]

Nature

NG

Thrombo-

i . : i hiebitis | Sign.
Diarrhoea | Vomit | Drainage | Urine | PEEOE® | Niiree

N.G

08:00 am |

-

09:00 am A

10:00 am o= [

FaN
SN
Y

\[ﬂ J, [11:00am
- {1200 pm

/ 01:00 pm

N

Total Intake :

Total Output : (- -

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake
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BY RAINBOW HOSPITALS
. Your Right te a Safe Delivery

— JZﬁajntain Airway and Oxygenation \Zﬁl_ieve Pain & Discomfort \D/Maiﬁﬁin Fluid Balance ilAmMprove Activity Tolerance = Maintain Good Nutritional Status U;Hﬁntain Skin Integrity
-g \Bﬁintain Personal Hygiene \Z{revent Infection ] Meet Elimination Needs ] Ensure Safety [ Early Ambulation Reduce Anxiety Mﬁent & Family Education
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[ Maintain Airwﬁy and Oxygenation

[ Relieve Pain & Discomfiort
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3 Improve Activity Tolerance

DALE: e

0 Maintain Good Nutritional Status [J Maintain Skin Integrity
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HNH-0001823 1P26-00008593
Mrs SONACSHI AGARWAL
08-07-1981  28Y11MTD  (F) |

Dr. PADMAJA YELISETTY |

AT

%

Rainb:gw”
Children’s
Hospital

It takes a lot to treat the littie,

NURSING SHIFT HAND OVER FORM - WARD

BY RA

BirthRight

INBOW HOSPITALS

Your Right to a Safe Delivery

TAING LIOCIIE. L. - ovencsin o siemisvananisssous sams Department: ..........ccccoeeveeevieseiaenens Date of Admission: e
= | Diagnosis: Any Infection: C1Yes [INo [=Not Known
- ) i
= ]/ If YBS SPeCify: .ovovvveeiiiiiiiiicieeciee,
E‘ p i
2 | Area \{,\b Y A i & Qﬂ
B o \ %
= Shift Time y@{ N\ Mg L™ ULt N 6.
< | Medical Condition Y =P
= | (Any special condition to be noted): -
-
—— / —
ﬁ‘ Allergy: O Yes C1fi0 | O Yes.=No | O Yes EI‘NO i= £ Yesv=Mo | O Yes ©NG | O Yes JNo
' Tubes/Drains/Catheter: O 'Yes CINo | (] Yes #fio |0 Yes Ne ™ Yesu#No | 01 Yes QNG 1 Yes =N
Vital Signs: Temp: QW R.2¢ | 08-4F [ad. | 9F6'H g ‘ﬂ
e Res: | 100 200 Jﬁ)b‘L’ 20lm %b!W J0bjr
2 0: [1p0Y | oo/ [IOZ | o) | 947[ Qqa-
% Pulse: | E, %Jm 86b/= | SUIm| Tbblm =21
2 8P | Whp [ue e [120/7 2 \oMFC [125[8) | nofso
Fall Risk Score: — s - s — —
Pain Score: - - — ()Y S0
Safety Needs: | \j«f \Z& o) Nes Yoa ol
- Physiotherapy | Yes C7No [0 Yes o | O Yes e | O ves\;mﬁ O Yes oo | O Yes joii ]
| § Others Specify: | — — — . . —
& E Special Diet: | & Yes mﬁ O Yes ©No |0 Yes [ Ne[0 Yes &No | .¥6§ 01 No | C-Yes CINo
E
® S |Other Special Orders / Medications: —
o - — — —
Post Operative Procedure Special Orders: "~ — o o i
Handed Over By Name : s ) \ :E : w Q
anded Over By Name S | @ ' (2{’“]\,\
Signature : LC[AMBQ’ Snacda| P A W | b
D.ate: @2— H‘/JZG (k’k:l la| |8 {,ﬁ/ﬁ 3 s
Time: 8\ BW\A\I'W &D k %ﬁh’\, %pf')/ 8p
Taken Over By Name : Syna ,,LL J IADE \Swo»cﬁx- W i}’“ 4/
- )
Signature : % #‘ & g?./ WA
Date: lg.alb Rel HH2E | 1Fc]2¢] 5_/),6 ]8'“; he ffgg ()0
Time: Spen Reoey [ g | I [~ gpih
= l 1 T o )7

Docu. No. : RCH /FRM / CLINICAL / 097
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Mrs SONAKSH Aa:n 1mro "
"“TD.: Rain bow ® - L
i (i | @ s

NURSING SHIFT HAND OVER FORM - WARD

Docu. No. : RCH/FRM / CLINICAL / 097

Treating DOCION: ..cv.veveeeeeeccecv e Department: ......coocevvieeiiceeeie e, Date of AdMISSION: ........oc.veeeeerrrirrne
Z | Diagnosis: - Any Infection: CIYes CINo [:Not Known
= EL [L£c5 If YES SPECITY: ..o
&

LA
2 | Area )’5/ b
= Shift Time N
% Medical Condition
= | (Any special condition to be noted):
=-]
Fhlad
Allergy: 1 Yes.ZNo | Yes CINo | Yes CONo | Yes C1No | Yes ©INo |1 Yes CINo| € _,
Tubes/Drains/Catheter: O Yes 2No |0 Yes CINo | Yes O No | Yes CINo | Yes CINo | Yes C1No
Vital Signs: Tomp: | ¢ 27
= Res: | RO
= Sp0,;: | 7§ "’/ :
g Pulse: K@
2 BP: “Z,{{ 1
Fall Risk Score: _
Pain Score: —~
Safety Needs:
P PhysiotherapWEers,aﬂﬁ D Yes ONo |ClYes C1No [D Yes OONo [ Yes C1No | C Yes T No
=] =
E Others Specify: | —
=
"E’ Special Diet: |~ Yes ~INo | Yes CINo | Yes CINo | Yes CINo [ Yes C)No [ Yes CINo
E :
& |Other Special Orders / Medications: ()
Post Operative Procedure Special Orders: - F
Handed Qver By Name : a4 (A
)
Signature : /( 1) )
Date: 14] /
Time: ?ﬁm
Taken Over By Name :
Signature :
Date:
Time:
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% ainbow” . . o
Children’s BirthRight
" ”“IH",“W"HIIWHHHW Hos pital . BY RAINBOW HOSgTALS
CHECKLIST FOR THROMBOPHLEBITIS e s
\b [ L[a0 -
' DAY-1 13{CDAAY-2 5[ pAY-3
5 No signs of phlebitis /
1 e s appers heainy Observe cagnula 0 ww @ |0 |0 @ o
One of the following signs is
2 evident : Possibly first signs of phlebitis 1 ﬂ
* Slight pain near the IV Site / / Observe cannula ‘ N}
* Slight redness near IV Site )‘L"“’ ,)%)\ NA N‘\“ A ne
, l‘:;"egf, (}gﬁtfo”"w'”g Sl Early stage of phlebitis / ) On
Pain at IV site Redness Resite Cannula M‘Q /y l)\ N N '01‘ Nk
i W
¢ F AR R Medium stage of phlebits / - % [ﬂm?‘“"
4 | pain along Path of cannula _FFesrtte Catnnuta Consider 3 J\-U . jq{ ﬁ\ NB- N.br b /
Redness around Site Swelling e A R
Al of the following Si - '
evic?ent an ng:g:lgsn?égn T ﬂ:dvanced fStra]';ie otf, phrlﬁbgﬁs O/r o \
; the start of thrombophlebitis h
5 | Painalong Path of cannula : . 4 M URY N.
Redness around Site ?e strte C?nnula Consider 7 N o 0| N _
Swelling palpable Venous cord IGRTEN )
All of the following Signs are
evident and Extensive : Pain Qﬂ;ﬁ;‘gggh?;?g;’; LA o
6 along Path of cannula Redness i . 5 £ -
around Site Swelling palpable Initiate treatment Re site WO NA- NAL Na |
Venous cordpyrexia Cannula
—
Signature of the Nurse | \DC (@ @«@Lﬁz* Ghl

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

Signature of Shift In Charge :

Signature : %\ ................ Name : ......

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

Signature of Ward In Charge :
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T 3:'3??:21;::' A Rain%w”
fient Stic 2!Y11MTD
Dr"mﬁi!rﬁwe ® Children’s . B|rthR|ght
: NI cHECKLIST FOR THROMBOPHLERITIS rospital _ | (@ zmieemo:
- DAY-1 DAY-2 DAY-3
$. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E M E N Remarks
i IV site appears healthy b:)ohziagrr\:: ﬁ;ﬁmﬁgm” 0
One of the following signs is
5 evident ; Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe,cannula .
* Slight redness near IV Site
Two of the following Signs e
3 are evident: E{zgi};:tggﬁn?:l aP hl:ebms/ 2
Pain at IV site Redness A
A"-g f t? ¢ following Signs are Medium stage of phlebitis /
evident : . X
4 1 Pain along Path of cannula ! $e5|tte:Catrtnula.ConS|der vpo3
 Redness around Site Swelling redimen
All-of the following. Si
wiident and g’;’;ﬂﬁfns are Advanced stage of phiebitis or
5 | Pain along Path of cannula ‘;l;e srtaréof thl;orgbophtllebltls/ 4
Redness around Site Te Site Lannulaivonsider
Sweliing palpable Venous cord reatment
Ali of the following Signs are
gvident and Extensive : Pain Advanced stagg of
6 | along Path of cannula Redriess ’;h.r ?mbophlﬁb“’sg : 5
around Site Swelling palpable nitlatp fréatment Re ste ‘
Venous cordpyrexia Cannuta
Signaturé of the Nurse

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

Signature of Shifi In Charge :

Signature :

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

Signature of Ward Ih Charge :

SIGNALLIR & eovvscerserserrenesine s reseesesensssvenes NEIMIE § oo cersesnenensess usmissassassnssessnsnssns




Patient Stirker falariar® =
HNH-00011823 |P26-00006593 Rain bow . . =
uncomu.&MI:L“?B @ Children’s . Blrtthght
08-07-1907 8Y1 Hos pit al . BY RAINBOW HOSPITALS
Or. PADMAJ Your Rigﬁt to a Safe Delivery

|||||||||||W|'\iﬁum\\\|\\ Morse Fall Risk Assessment Form et e

£ T
Date / Time L (a4 1 .
Choose Highest Applicable Score from each Category S : u’ { ( b% ﬁ!{! Z'G Fall Risk Grading
core M —1N | l\/} 5 B
History of Falling Yes 25 o
(immediately or w/in 3 months) No 0 Risk Level Morsih::IsI)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 ') O )
Furnitur 30 da |
_ e Low Risk 0-24 f,tgzau{g,fa'
Ambulatory Aid Crutches, Cane(S), Walker 15 .
None /Bed Rest /Nurse Assist 0
Yes 20 0 %D
IV / Heparin Lock or Saline - . : g 20 Implement
9 Moderate Risk 25-50 Modera_te Fall
Impaired 20 ' Prevention
) Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /iImmobile 0 Implement High
Forgets limitations 15 Hiah Ri 1 Risk Fall
Mental Status igh Risk 25 '
Oriented to own ability 0 Prevention
Intervention
Total Morse Fall Scale Score: —~2 20 y2a)
signatre | << (S (
Tick (") whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) ["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
1 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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HNH-00011823 1P26-00006593
Mrs SONAKSHI AGARWAL
08-07-1907 28Y11M7D  (F)

Dr. PADMAJA YELISETTY
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Rainbow’ Al
c?z'i?dr?avr:’s ‘Blrtthght

. Hos pita| BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form e AT~
I3
Choose Highest Applicable Score from each Category i Tine \ C:! Le, ! ﬁﬂ’! 1816 (3 Fall Risk Grading
Score M) M ¢ £,

History of Falling : Yes 25 .
(immediately or w/in 3 months) No 0 D b 0 Risk Level Morse(hljzg)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 D O 0

Furniture 30 Standard Fall

Low Risk 0-24 .

Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution

None /Bed Rest /Nurse Assist 0 re) ) 0
IV / Heparin Lock or Saline :Ies & Implement

= - 0 o b Moderate Risk | 25 -50 Moderate Fal
Impaired 20 lPrteven::gn
P ! on

GAIT / Transferring Weak (uses touch for balance) 10 § B

Normal /On Bed Rest /mmobile 0 O 0 O Implement High
—— Fo.rgets limitations - 15 | High Risk > 51 g;gte?tlign

Oriented to own ability 0 ) b 0 itorvention
Total Morse Fall Scale Score: @) :

Signature @" @ a@v-

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

hl 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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Rainbow’ - -
””/W” Children’s @ BirthRight
. Hospital JBY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form g || SRR
Date / Time ' 4
Choose Highest Applicable Score from each Category Scjore ! i{f/ Z4 Fall Risk Grading
|
History of Falling ‘ Yes 25
(immediately or w/in 3 months) No 0 I, Risk Level MorsTnl;la:lsl)Score iction
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
0
IV / Heparin Lock or Saline :Ies 20 42 4 Implement
. 2 Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 lF’rteventlgn
ervention
GAIT / Transferring ' Weak (uses touch for balance) 10 n
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 ] Eﬁ;\;ﬁgﬂggn
Total Morse Fall Scale Score: 5.0
Signature QNW

Tick (v") whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
[ Ensure patients use their prescribed eye glasses if any, in the hospital
[J 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

[J 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







BRADEN 'Q’ SCALE

Rainbow® . L
Children’s ® Birth Right
Hos pita| . BY RAINBOW HOSPITALS
It takes 2 ot to trest the litle Your Right 1o a fe Delivery

Date :
Time :

i sl A
o2 ] [3efte] Ty
—*ﬁ%%.*f'

(Vi

: mmobile: 2. Very limited: 3. Slightly limited: 4. No limitations: LA b
Mobility Does nu.. 2 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. L{ Lf; Lf
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;

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

Activity Thie degrop 1. Bedfast : -exi i I i i Walks outside the room at least twice a

of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without \I

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

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4, No Impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

1:
i

NARE L
7

skir:c:svglcg sk by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing LT
% mois?ure Dampness is detected every time 8 hours. every 24 hours. \4} V
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2, Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

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

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

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

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

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

but will usually take a supplement if
offered.

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasio2lly eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| 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




Support Surfaces
Risk Score 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 TS
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear p y
Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
Use the Same Protocol as for “At Risk” Patients -
13-14 Moderate Risk , Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges ,
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regutar turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protacol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: ' [

Does not make even slight changes

Makes occasional slight changes in

Makes frequent through slight

Makes major and frequent changes in

Mobili
y in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Lr b’
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity"

Confined to bed

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

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

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

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to

2. Very limited:
responds to only painful stimuli, cannot
communicate discomfort except by

3. Slightly limited:
Responds to verbal commands, but
cannot always communicate discomfort

4. No impairment:
Responds to verbal commands.
Has no sensory deficit that would limit

Sensory Perception diminished level of consciousness or |  moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or b
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities. b,
Moisture Degree o 2.Very moist: . 3.0ccaslonally molst: | 5 4. Ravely molst: o 4
%0 which Skin is k(:}m moist almost constantly Sf(un is often, but not always, moist. $km is occasionally moist, requiring Skin is ust_za!ly dry, mutn_w diaper )
skin Is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing L’
6 Fibictr Dampness is detected every time 8 hours. every 24 hours.

patient is moved or turned.

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

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

2. Problem:

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.

3. Potential problem:

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.

4. No apparent problem:

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

<10 mg/dl; capiliary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| HighRisk:10-12 |

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

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

| Not at Risk: 19-23

TOTAL SCORE
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severe pain or with additional risk factors.

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

Alternating pressure mattress overlay

~
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2’Scofe . [ ' . Modifying | Patient / Family ) Sl
Date Time (0/10) Location Duration Acuity Character Eactors Educated rlntervemlon Sign
| 1 Continuous | L1 Acute () Sharp ] Dull 1 Increasing | [ Yes '}—D i —{f_
l él(; 89«93 7 } T LCMU'{D Intermittent | [ Chronic [JAching (7 Burning | ] Decreasing | [ No '
/@ TJ Continuous | [] Acute [ Sharp 1 Dull [! Increasing [ Yes N B
lb } (}) 6)/6}')/\/~ N f')" {1 Intermittent | [] Chronic (1 Aching [ Burning | [ Decreasing | [ No = A p
@ | ©J Continuous | [ Acute ] Sharp ] Dull [J Increasing | [ Yes [\VAa
MD l—é 8*97“ N Y | O itermittent | 03 chronic ) Aching ] Burning | [J Decreasing | [ No i
o i (] Continuous | [ Acute [ Sharp [ Dull L Increasing 1 Yes —
“('Ol O?m O NP~ | (] intermittent | [ Chronic [1Aching [ Burning | (] Decreasing | [ No e %
('] Continuous | [ Acute (] Sharp ] Dull [l Increasing 1 Yes
i)
l?lé) lg\fh 0 NA [ Intermittent | (I Chronic [ Aching [ Burning | [ Decreasing | 1 No R @-
[1 Continuous | [ Acute (] Sharp [ Dull [ Increasing O Yes
F . _ N Cs%f
|6 @m O NA [J Intermittent | [J Chronic (] Aching ] Burning | [ Decreasing | ] No e
[ Continuous | [ Acute [] Sharp (] Dull [ Increasing ] Yes
IHe |10 o
. 4” 0 NA | O Intermittent | (J Chronic (] Aching [ Burning | (] Decreasing | [ No :
[ Continuous | [ Acute [1 Sharp [ Dull [ Increasing [ Yes
Al
&) [J" ‘Of”) o((@ NA- ] Intermittent | I Chronic 1 Aching [ Burning | [J Decreasing | [ No i @r
o [ ] Continuous | [ Acute (1 Sharp (1 Dull [1 Increasing [ Yes
@Sf/co 2% (o I\|p,_ [ Intermittent | [J Chronic (1 Aching [ Burning | ] Decreasing | [ No
[1 Continuous | 1 Acute (] Sharp [ Dull L] Increasing L] Yes L
/CJ C)O"ﬂ 0 _D Mh [] Intermittent | [ Chronic 1 Aching [ Burning | (1 Decreasing | [ No e @ﬂﬁ'
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
c) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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- PAIN ASSESSMENT TOOLS
o ¥ FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
¢ SCORING
CATEGORY
0 1 ) 2
. . Occaslonal Gﬁnface oF Frown, Frequent to constant frown,
Face . No Particular expression or smilg withdraw, Disorientad quivering chin, clenched [aw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up !
* ' - ATV
- . . "I Laying quietly normal position, Squirming shitfing back and .
- ™oy R Activity moves easily forth, tense Arched, right, or Jerking
* Numgrical Pain Scale (Ohstetric and Gynecology) . (] ‘.
1 H L l ) 1 1 ] I i Moans or whimpers eccaslonal Crying steadily, screams of sobs,
I T 1 T T T T T T 1 c No Cry (Awake or asleep) i
0 : > 3 : : . : . & ry complaint 7 . frequent compaints
NoPai Pssinls tPam - Reassured by occasional touching,
- Consolabifity Content, relaxed hugging, or being talked to, Difficit to consolé of comfort 4|
distractible ] ’
. Neonatal Pain, Agilation and Sedation Scale {upto 1 Month) .
=}
Assessment Sedation Normal Pain / Agitation
- Criteria
Wong - Baker (Pedlatrics) Above 7 Years -2 -1 D 1 2
Crying No Cry with painful | Moans or cties Appropriate crying Nod| Irritable or ¢rying at | High-pitched or silent- '
, Irritability stimull minimally with palnful | rritable intervals consolable | continuous cry
) 2 rEe Iy 5 10 stimull inconsolatig, |
No Hurt Hurts Littie Bt Hurts Little More Evan More Hurls Whole Lot Hurts Worst Behavior State | No arousal to any Arouses minimally o | Appropriate for ﬁ:asﬂess, squirming | Arching, Kicking constantly awake
) stituli stimuli gestational age Awakens fraquently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated).
Faclal Mouth 1s Jax Minimal expressfon | Refaxed Appropriate | Any pain expression | Any pain expres'slon
Expression No expression with stimufi infermittent continual
Exiremities | No grasp reflex Weak graspreflex | Relaxed handsand | Intermittent Y| Continual glenched
Tone Flaceid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body Is tense
- Vital Signs HR | No variability with | Less than 10% Within baseline or Increass 10-20% ' increase gr:eater than 20% from*
RR, B Sa0, | stimul vastability from normal for from baseline baseline, Sa0, less than or -
Hypoventilation or | baseline with stimuli | gestational aga $a0,76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

=/
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’ ,,’, ,” PAIN ASSESSMENT FORM Tt takes 2 lot to trest the Mie. Your Right to a Safe Delivery
| Pain‘Scofe - ‘ Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Eiikins Educated Intervention Sign
(1 Continuous | A4 Acute L+Sharp ] Dull 1 Increasing ~Yes 2
I&f? Mo 104171 0 10 [\')1} V_( Intermittent | [ Chronic [ Aching [ Burning ‘f’ﬁ)ecreasing 1 No N A @
O Conﬁnuous‘,% . W _1 Dull ") Increasing | _LI Yes .
186[24 :Lp,.,\ 0/l Na | L itermittent | () Chronic [J Aching ] Burning | [i-Becreasing | [ No e QE
! (1 Continuous | [ Acute 1 Sharp 1 Dull [ Increasing | [ Yes n 7L
[g/ é 9/7)”" o, )W[ £ | O Intermittent | [ Chronic [ Aching ] Burning | [ Decreasing | [ No A4 ,%;/
7
[ Continuous | [ Acute (1 Sharp [ Dull 1 Increasing [ Yes Lo .
’[f ) é AR | 0 T\(ﬁ [ Intermittent | ) Chronic () Aching ] Burning | [ Decreasing | [ No AEJ) 6%
' [ Continuous | [ Acute (] Sharp [ Dull [ Increasing [ Yes L. s
’ q/ é fﬁ“’? 0 ] ‘53 ] Intermittent | I Chronic (] Aching ] Burning | [J Decreasing | [ No J V] g .
] Continuous | [ Acute (] Sharp [ Dull 1 Increasing ] Yes
[ Intermittent | [ Chronic (1 Aching [ Burning | [ Decreasing | [ No
[] Continuous | [ Acute (1 Sharp [ Dull [ Increasing [ Yes
(1 Intermittent | [ Chronic 1 Aching (] Burning | (] Decreasing | [ No
1 Continuous | [ Acute (] Sharp [ Dull [ Increasing [l Yes
[1 Intermittent | [ Chronic "1 Aching [ Burning | ] Decreasing | [ No
] Continuous | [ Acute [ Sharp [ Dull 1 Increasing ] Yes
[ Intermittent | [J Chronic [ Aching [ Burning | [ Decreasing | [ No
(1 Continuous | [J Acute 7] Sharp [ Dull 1 Increasing [ Yes
[] Intermittent | [ Chronic [] Aching (] Burning | [] Decreasing | [J No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least 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

FLACC PAIN ASSESSMENT SCALE (1 Manth fo 7 Years)

Numerical Pain Scale {Obstetric and Gynetology)

i [ 1 | [l

E ]

20E S ®e@

No Hurt

Hurts Little Bit

| | | I ) .
k] 4 § g 7 8 ] 10
Worst
Posslbla Pain

Wong - Baker {Padiatrics) Above 7 Years

Hurts Littie More Even Morg Hurts Whola Lot Hurts Worst

. SCORING
CATEGORY
0 i 1 2
- - = : -
Occaslonal Grimace or Frown, Frequent to constant frown,
Face No Particular &apression or smile withdraw, Disorlented quivering chin, clenched jaw
Legs ) Normal Posttion or Relaxed Unsasy, restless, tense chldng.,or leps brawn up 1 }‘\ '
-~ L]
~a i . 1.4
1 Laying gqulatiy rormal postion, Squlrming shifting back and L '
Activity moves easlly forth, tense Arched, right, or Jerking
Moans or whimpers accasional Crying steadily, scraams af sobs,
Cry No Cry {Awake or aslaep) complaint frequent complaints
- Heas;urad by occasional touching,
Cansolabllity Content, relexed '&gﬂg’;gag being talked to, Difflcult to console or comfort
Neonatal Pain, Apitation and Sedation Scale (upto 1 Month) \‘\ .
Assessment Sedation Hormal Paln / Agltailon '
Crileria
-2 -1 0 1 2
Crylng No Cry with palnful | Moans or cries Appropriate crying Not| Imitable or crying at | High-pitched or silent-
Ieritability stimull minimally with painiul mitable Intervals consolable | continuous cry
stimuli Inconsolable
Behavior Stale | Noardusalloany | Arouses minimally to | Appropriate for Restiess, squirming | Arching, kicking conslantly awake
stimult sfimuli gestational age Awizkens frequenty | or
No-spontaneous Little spontangous Arouses minimally / no movement
movement movement (not sedated)
Faclal Mouth s lax Minimal expresslon | Relaxed Appropriate | Any pain expression | Any pain expression
Expression | No expression with stimuli intermittent conftinual
Edremitles | No grasp reflex Weakgraspreflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccld tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tore or finger splay splay
Bodyis nottenss | Body is tense
Vital Signs HR | No variablity with | Less than 16% Within basefingor | Increase 10-20% | Increase greater than 20% from
RR, BR 530, | stimull variability from normal for from baseline baseline, Sa0, less than or y
Hypoventilation or | baseline with stimuli | gestational age 5a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recavery Out of sync or
recovery fighting ventilator

~/
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o = URINARY CATHETER BUNDLE CHECK LIST ronprn | ey
Date of Insertion: ........ ([(3 ......................... , Date of Removal: ... (@/ . /?é
Parameters Date Shift Time e < N
Need for the Catheter | O¥es O g 1Yes CINo | ClYes [INo | [IYes CINo | ClYes CINo | ClYes CINo | ClYes [INo
Hand Hygiene ) /JZTYes [INo ‘I;Vés [ONo | C1Yes [ONo | IYes [ INo | C'Yes [INo | [lYes [INo | [lYes [INo
Usage of Sterile Equipment Yes [1No S.)é [ONo | COYes [ONo | [IYes [ONo | TJYes [INo | [1Yes CUNo | ClYes [INo
Is the Collection bag below the level of bladder ' “lYes [INo \L}'{s [(ONo | ClYes CONo | OYes [CINo | CiYes CINo | ClYes TINo | LlYes [INo
Check the Tube for Obstruction (Free of Kinking) (A /D/ Yes CINo Qf‘és [(ONo | COYes TINo | [lYes [ONo | IYes [INo | ClYes CINo | CIYes [INo
Is Catheter dated as policy 1Yes CINo 42%5 [TNo D- Yes [INo | [(IYes [INo Dﬁqs E go [1Yes CI1No ‘{@ Yes [ INo
Collecting bag is been emptied reqularly? & /B'Yes C1No \9«@. [INo | [Yes @ GAFMD No %S [INo i [1Yes CINo \ ‘,}‘&S -INo
Maintenance of closed system for the catheter [AYes CINo | [ es‘ CINo | [IYes E—r'\lo [1Yes [INo ’ n es [INo | [IYes [INo .A“‘ Ye\s_\ INo
Dressing clean and dry? ’ ;UYes INo {)é CONo | CiYes [INo | CiYest[TNo | O Yes ONo | CYes [INo | [IYes MNo
Is the line removed as Policy? [Yes [INo ‘Z@es [ONo | TJYes [ONo | CJYes [INo | ClYes CINo | LlYes [INo | [JYes [INo
Performance of Perineal Care ( C1Yes [INo %Yes [ONo | COYes CINo | CI1Yes [INo | CIYes CINo | ClYes [INo | [JYes CINo
Onset of New Fever ClYes ZINo | CIYes#No | CJYes CINo | CIYes [INo | [Yes [INo | ClYes CINo | ClYes LINo
Asses for the leakage at the site of insertion “JYes [INo Vi?(Yes [ONo | OYes CINo | ClYes CINo | CJYes CONo | CYes [INo | CiYes CINo
Name of the Nurse AL Gt a ncﬁ al
Signature of the Nurse L(/<
7

Docu. No. : RCH /FRM / CLINICAL / 114
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MEDICATION RECONCILIATION

Drug Allergies: .............. NQ‘- ..........................................................

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

z
Rainbow"® . -
Children’s ‘Blrtthght

Hos pital BY RAINBOW HOSPITALS

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

ym
'€ Not known any Drug Allergies

SHEBNGIFIONY. -..cmmsssissrsanss 'Q P( ................................. Shifted to: . Np‘ ...................................................
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, v) | FREQUENCY | nore / Time ‘}gﬂ,’ﬁ,ﬁg
1 Qou A\ Vo 0o ah S
21 Qoy ONIAD Py \Nal P 2D G At
=
s | ow W o o | w | w Do oo
4 c CIDc
5 \ 0Oc¢ CIoc
6 \ ¢ 0be
I
7 \ C¢ ooe
8 \ ¢ COoc
T
9 ¢ [oc
10 ¢ CIDC

MEDICATION HISTORY RECORDED / VERIFIED BY

Date & TIMR:: ......ovivmversinisorns £ : [% .....

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

* C- Continue, DC - Discontinue
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s Amnwﬁwmma Rain ;‘%w . .
warar | B0 O Children's ‘ BirthRight
T o e (e

Date of Admission: ....... [ “’\" Qb ....... Drug Allergies: ............ N Q\' ....................................... %known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

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

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

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

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

/ ’NURSES - 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
Tig‘le

DRUG :
Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Tirvne
Dose Route [ Frequency [Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date
Tir'ne

A4

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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I 0 AR AT REGULAR PRESCRIPTIONS  Weigh. .. D\\@S W, .
. Date» '
= |omue: N Gefernaum Tige] O\ \']fb
N '; Dose | Rpute |Frequency [Start Date I
2 5 [ N e e\l [
o -E Name & Signature of the Doctor ' N S, ) )
LS): 4 | Starting the Drugs: o2 /g‘,
BE: Yo BT 1.
g Q Additional Instructions: - LQ‘ /‘t”_\_‘ -
5 ey R o, 45
0\\7% A B (J%k’»{( ‘..‘-\bl‘ J
Daily Doctor’s Endorsement by a Sign V »’
.1 Date» j
~ | oRug: T-PARACETAMOL i \\.\q]:”l' Qﬁu\qlc
> 5 3 Dose Route [ Frequency |Start Date & '_ -y
27 g ovel|6y s elelog[ 3 [ ISR o,
TS - Name & Signature of the Doctor - /
% | starting the Drugs: a9
| A e @ug R T
g Additional Instructions: O \\%2
e @ %
& ony B
e Daily Doctor’s Endorsement by a Sign | ‘o\ T& h24
| > & [one: TDICOFENAC 7Ry ISP
- E Dose Route | Frequency Sta|1 Date| |’ A\ 7 Y
0 G [ Govyg| Orat §iu, 0 1610 b [ar] #
& == | Name & Signature of the Doctor A
. _~— | Starting the Drugs
5 A &
Additional Instructions: {{ﬂ o ;’
\\Y“%.; ; Vé
/]
Daily Doctor’s Endorsement by a Sign - 4
T Dater f
it B it Time! bl i
g Dose Route | Frequency [Start Date _' %‘ }Q{ A
> © |leomg]oral st 70 |16 ( (og [§f{ FOBY2
2 Name & Signature of the Doctor
= L Starting the Drugs:
n - - ,
L2 | oAbl QU TGRS ¥y
= _ | Additional Instructions: ' [
g ~ \;WN{
. @ / ]
Daily Doctor's Endorsement by a Sign Ez \( L//
Page: 2/4
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Rainbow®
Children’s
Hospital

It takes 3 lot to treat the little.

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

= REGULAR PRESCRIPTIONS vign 08 (0w ...

DRUG: Tob PANTOPRAZ UL

Date

e

1)

)

Dose Route | Frequency | Start Dt.

Wowa| PO | o | 1L]C

-‘quuJ

Time .”9 !L

oY

=11

—

Name & Signature of the Doctor ('

Starting the Drugs:

MBI

Additional Instructions:

A
/

Daily Doctor’s Endorsement by a Sign

DRUG ) + CEFEr I nnL-

Route | Frequency

Dose Start Dt.
Plo | B

Date} &
Time| ™
M

oYY

el
Name-& Signature of the Dogtor
Starting the Drugs: ﬂi s

Additional Instructions:/

A Qpee

Daily Doctor’s Endorsement by a Sign

DRUG :

Datey
Time

Route Start Dt.

Dose Frequency

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater
Ti

Route | Frequency

Dose

Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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* Rainbow® e
Patient Sticker Children’s (. BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes & lot o treat the e, Your Right 1o a Sate Dallvery
Sheet No: ..eeeeenee. REGULAR PRESBR'PTIDNS Weight .............. Ward ....oeveeevnsneens
DRUG : paer 1 s
Frequency |Start Dt. |

Dose Route

Name & Signature of the Doctor

Starting the Drugs:

Additi_nnal Instructions: -

Daily Docter’s Endorsement by a Sign

DRUG :

Date
Time

r

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dates

Tir'ne

v

Dose Route |Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endersement by a Sign

DRUG :

Date

i

Tir'ne

Dose Route | Frequency | Start Di.

Name & Signature of the Doctor
Starting the Drugs:

Additicnal Instructions:

Daily Docter’s Endersement by a Sign

Docu. No. : RCH /FRM / GLINICAL / 108
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. Or.PADMAJA YELISETTY Dater
\g \“ ‘“ \“‘ “‘\I““““‘\““\“ |‘\ TiU'Ie I Nurss Sig. I Nurs; Sig. ] Nurs‘a, Sig. I N‘”S.ﬁ. Sig.
a Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign, Dr. Sign. Dr. Sign.
'\\ ROUte Start Date Dose Dose Dose Dose
i Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
“ Name & Signature of the Doctor Hose Dove o Boes
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
f Additional Instructions: pose pose e Dose
: Dr, Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
‘} VARIABLE DOSE Tige | Nurse Sig. Nurse Sig JJurs: Sig. [ Nurse Sig
i n Dose Dose Daose Dose
't DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
¥
*] Route Sta t Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Y
. Name & Signature of the Doctor e e Fow oo
i Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
‘ Additional Instructions: _— e o T
\f Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
| STAT / ONCE ONLY DRUGS
| : g Dosage & Other ;
3 Date Time Medication fRetin g ions Route Signature Nurses
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-

Mrs SONAKSHI AGARWAL Z
09-07-1997 28Y11M7D - Rainbow® . " . ~
Dr, PADMAJA YELISETTY J Children’s BirthRight
IllIIHI||ll|l||||||||||||l||||l|ll|| Hospitel e
It takes 2 lot to treat the fittle. Your Right to a Safe Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ............. \&[ﬁh@
Baseline Information:
Admission From: CJER 1 0OPD kAﬂrﬁﬁsion Desk  [] Others, SPECITY ...ccoocevevereeriiireecceeeineenes
Primary Language: [ Telugu LZHEngI{ 1 Hindi C DHers, SPECHY ....cvumiicsssesivsioiunsssssssivaaniss
Doyourequire aninterpreter? [1YeS [ INO  ifYBS SPBCITY ...ouvoveiiiieeiicii e
Source of Information:  [Patient L] Family [ Others, SPECIY ..o
Allergies: [ Yes A [| Medications [ Blood Transfusion [ Food [ Other: o
YR MBI - coiaciini o sreaiaes dvsien v s s o S A L 4 SR U S T A VA SR VB VR s bR A P e B4
Chief Complaints: ...........c.ocovvivi s Doctor Notified on Admission: [1Yes™ [INo
TR 20 O 7S S, Name of the Doctor: .......... Al L.erz,w} 2~
................................................................................................................... Time:NOWE: .. mmrmnammmrs i
Past Medical History: Obtained From [ Patient [] Family Member [ Medical Record [] Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: (| Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: .......cccoooevvieecinieninnnns Caesarean Section: [ INo [ Yes Contraceptives: [ONo [JYes
............................. ?\ﬂ-ﬂf;ﬂ_ﬂ« Cervical Cerclage: [+No [ Yes Vaginal Discharge: =~ No [ Yes
Onset of Menarche: ... 0 ..o, Ectopic Pregnancy: [ANo [ Yes Post-Coital Bleeding: [ No [ Yes
Menstrual Cycle: ] Regular [ Irregular | Myomectomy: [;J,MS [ Yes Infertility: [,/"No ] Yes
Last Menstrual Period: ...........cccoceevennnnn. Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G ........coevevvvennee [ — | —— N
ProviQUS LSES: . it nrir i sy
Current Medication: ] None [] Yes, If Yes, Fill the reconciliation form
Family History: [ No Abnormalities Detected
(1 Heart Disease ] Hypertension (] Diabetes ~ []Stroke [ Seizures [ Kidney disease
LI Liver disease L OB ettt ettt b ettt b et et e s e bbb s et e ae e s es e e st esren e s en et e ene s e s et e aeenenaeenenrenne
Vital Signs / Measurements: Temp: ﬂ‘:f"f/ HR: .S’FI" RR:...... '24’ ......
BP: l\C‘J@ Weight: ............. Height: ............. S
Pain Assessment: Pain: [1Yes [INo (If Yes, complete the Pain Assessment/ Reassessment Form)

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




HNH-00011823 |P26-00006593
Mrs SONAKSHI AGARWAL
09-07-1987 28Y1IMTD (F) |

"

teneral Appearance: [ ] Healthy L1ill looking 1 Anxious 1 Agitated [T OENS: e mirssmmssies
Fall Assessment: [ | Yes @N/o SCOME wvsrzmsionisonss (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: [ Yes /B’l(Score ................... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant

I Developmental Delay " Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

LI Mobility problem "I Walking Problem ____Ne-Abmormality Detected

NUTRITIONAL SCREENING: [ Wal‘rty Detected
[I Qverweight L Poor Appetite > 3 Days ] Needs Therapeutic Diet.

[1Under Weight L1 Diabetes Mellitus 1 Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
[J Calm & Cooperative [ Restless L1 Depressed | Agitated [ Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: " Single L}Mm CIDivorced [ Widow

2. Special Habits: Smoker: CYes}No/ Alcohol Abuse: [ Yes ),}No/ Drug Abuse: [ Yes——Ne-
SOCER] INSIONY: LIVES W . ccoiinniiisaiinsmmimmimminesss iesmsmmidssssssssiammniasmonsssisiasassssnohapenmssmiasivasngsassioasasrss

Orientation has been given regarding the following aspects:
Call Bell in Reach: [1Yes ~No Waste Disposal Explained: [ Yes—No
Infusion Pump : [1Yes ‘;PNO/ Hand Hygiene Explained: [ Yes [ Ne- 1 Others

Above information given 10 ..........covevevee AACAGTTN O X

Name of Person Orientation was givento: ........... % M\O&Kg}\.ﬁ ...............

Orientation not given Reason: ............cccccocevevceninnee, Nﬂr ..............................
A

Nurse Signature: ....... M,Q»AQ“\ ...... ; ...........

Nurse Name: ............ccooeo . RS ONSL

Date & Time: . \l'w\(o\(% @ 7/9‘7\/\
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Mrs SONAKSHI AGARWAL

09-07-1907 28Y11M7D (F)
Dr. PADMAJA YELISETTY

D D

2
Rainbow®

Hospital

BY RAINBOW HOSPITALS

Children’s ‘BirthRight"

It take: salmt\mmtm

OBSTETRIC TRIAGE ASSESSMENT FORM

Your R%gh!’lo a Safe D:lnv—eTy

Date: tomiese lé(<6t”(£ .........

1) Level of Consciousness: Q@cious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[ Severe Pain / Moderate Pain
) Bleeding PV: Slight / Heavy
[] Decreased Fetal Movement

Time of Arrival: ......

%&Jﬂ/\ Time Seen by Nurse: g-.r

[l Semi-Conscious 1 UnConscious

[ Preterm rupture of Membranes / Leaking Water PV
[J Preterm Labor/ Labor
1 Spontaneous Rupture of Membrane / Leaking Water PV

|__cmm1

[1/No Fetal Movement ) Other REASON: v m s s s S s
3) Vital Signs: Temperature: .(ff:ﬁ..é.’.\Z/Pulse: g“:f, RR:..22.. sp0,:.|®@O.. BP: ILQ{rP}Weight: .............
4) Gestational Criteria:
Gravida: G P L A
LMP: e EDD: oo Gestational AQe: .....c.ccoveveviciiiiiieeine
Uterine Contraction [ Yes EC@ 1 NA | Onset Time Frequency:
Membrane Rupture [IYes | @No | CINA | Onset Time Fluid Color:
Vaginal bleeding O Yes | No | CINA | Onset Time Amount:
) If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | (] Yes | &'No | I NA Fain Abidomen/ Vomiing
Good fetal Movement .,Z{es O No | O NA | [fNospecity:

5) Pain Screening:

Numerical Pain Scale (NPS)

| | | | | | | | | |
P | | | I | | | 1 | I
0 1 2 3 4 D 6 7 8 9 10
No Pain ’ Worst
possible pain
L oo 1[0 s
o DUration: ....ocoeeeeeeiee o Days / Weeks/ Months (Strike out which is got applicable)
L 1 1 - o (- O S PP
« Frequency: ...............}. ‘}J}Q ...................................................................................................

o BT B 0N . ot e ————————————————— e

6) Past History:

a) Surgeries:....................)..
D) MEAICAL ... e e a e

Docu. No. : RCH /FRM / CLINICAL / 098
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Patient Sticker

7) Allergy:

[ Yes

Er{o If Yes :

8) Current Medications: Q’Pr/enatal Vitamin  CJ None
9) Prenatal Medical History:

one

J Chronic Hypertension
[ Gestational Hypertension

[ Diabetes

B 11 e s S

] Gestational Diabetes
(] Low placenta
] Others if yes, specify

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

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

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

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

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

0BCU Obstetrical Triage Acuity Scale (OTAS)

Seizure activity

and / or headache, visual
disturbance, RUQ pain

associated signs and
symptoms

Level 3
mm'mj' ) < 30 minutes
Re-Assessment Every 15 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Labour / Fluid Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
& _ Active Vaginal bleeding | Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
37 o pain <37 weeks (>spotting) >37
weeks
: Mild hypertension
Hypertension > 160/110| 40/90 with/without

- | Abnormal FHR tracing

Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

= Acute onsite severe
abdominal pain

= Altered level of
consciousness

= Cord prolapse

« Severe respiratory
distress

« Suspected sepsis

« Major trauma

« Shortness of breath

« Unplanned and
unattended birth

« Abdominal/back pain
greater than expected in
pregnancy

« Flank pain / hematuria

+ Nausea /vomiting and
/or diarrhea with
suspected dehydration

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

« Minor frauma (minor
MVC/fall)

« Nausea/Vomiting and
/or diarrhea

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

« Anything that does not

seem to pose threat to

mother or fetus

Cervical ripening

« Qut patient placenta
previa protocols

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

« Assessment for version

+ Rashes

Time seen by Doctor: %»[QP.W(")

Nurse Name : .............. W ................................... Nurse Signature: ........

D ates e Time: .....
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::DJ:DMLAV!LISITTY —| %jﬁ/ Rai_nb‘?:w" . BirthRight
i SHidar | @Bt

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

\
Date: lé(éliﬁ Time: S-"-BOP”J .....

e 0 ~ 26 ky/m?

Origin: _xngl?m Height .1 5. 3Cms  weight . £.8:.kF  BM: == 28 kgm’
O ~ 30 kg/m®
Food Allergies: ............. o 1L e Ao S
Diagnosis: ...........cc..x: e e R
Type of Diet ﬁqum OSoft  CNormal O Diabetic
ﬂﬁgetaﬂan UJ Non-Vegetarian [J Vegan

Diet Advised:

Liquid Diet— ORS/ Coconut Water/ Butter Milk / Barley Water/ Soups
Normal Diet- Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet— Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

Diabetic Diet—Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots/ Tubers)

Paient's/ Atiendant's Dietician's
wan oan
Name: Sanmbéh?{igﬂwml Name: éﬁ%h‘j}tmﬁ
Date & Time: \“6/2«6‘;5#3‘9}% Date & Time: Lé[é/%;sf'&%P’“\

Doc. No. : RCH/ FRM / CLINICAL / 195 RT1.0)
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Mrs SONAKSHI AGARWAL
nnrmr zwmnn *)

"Vl E“';?tv: ‘ Ao~
CROSS CONSULTATION FORM

&
00
\\\

BY RAINBOW HOSPITALS

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

Doctor Name : DVPMMQ(]{"\YG«"‘:S‘H;( Date : [515/2—5 Time : KP“‘\ ............
Diagnosis : L5C5 .....................................................................................................................................................

Hospital : QC”"HMNQ ................................................ Type of Referral :

0 Emergency
O Urgent
O Non Urgent

Referred for : [ Opinion ,lZ/Co-Management 0O Transfer of care

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

Signature:

Findings and Recommendations :

Lacdakon Cave  plan

—_— S—

~ wall forwvdd  bveast 4 Nppla's
Adv  Def SLollowad by bwpﬂg

o . (olostew &atv \
pamand rfan:ng Jdo not oxctkd 22 howes
b\vw\aay fuas

S Flf)/ MV\J
et Sfl—\wwklvm'Hl 1==0\L’j Nlﬂ\l@ /P(La;lmg

Jrelad
- A fov oheap ok ch os  damons

Yy de l“ﬁ"‘j

Consultant :

Name : LSM“H'W%}%*G\ Signature ; ...... g,. ................. Date & Time : [‘{H%}'EP”

Doc. No. : RCH / FRM / CLINICAL / 049
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e Chimiers | @ BirthRight
i el | @IS

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

Breastfeeding initiated?

-/Q/Yes ] b.No

P | T T 1 U1 4 USRS R SRR

3. Nipple condition:
[0 a. Nipple well formed
_[1—b. Flatnipple
[0 c. Inverted nipple
(J  d. Short nipple

4.  Milk flow:
[ a. Good
" O b. Drops of colostrums
1 c.Dry

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

I o i

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




6. Was the position explained:
/94;

0 b.No

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

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

L O ¥ o ) (o P T OSSOSO O TRS TP RTUPRRPTP

Continuity of Care: Date: H[L ...................
—»  _ASSeeS e pt Cond2iany
— o4 s
=% platodddin Y0 bl
Y Alywristed aedcol¥ons ag e,
Noctpy  Ccles,

Handover given by W\Dvn:kq ................... Handover taken by .......... N&L}[/&A/\ ................
Signature ............... ’ﬁ\ &M .........................

Date & Time: ........... \ GkﬁLe\Q@ ............... Date & Time: ...... L%{g}%@@\@’v‘j

Signature



PATIENT TRANSFER FORM

2

Rainbow"® . -
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. You r_anﬁozaie Delivery

2'711M7D (F)

Patient Name & UHID No. Date & Time of Admission
HNH-00011823 1P26-00006593 ,
! LAA
e SOMAKSH A AP

Date & Time of Transfer Order

b[b] 96224

— Dr. PADMAJA YELISE

Pne &ps S} (30%)

m ””"l "",mm,m"m" m Transfer Ordered by Reason for Transfer
On- Pord Mo A | 0BV
Yes| | No[ |

” Number of Sheets in Clinical File Number of Imaging Filﬁs Personal belongings including
clinical documents. If any handed
\ over to attendant
o =i —
W £ “S’\ Yes | No [ -
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
- A

2. KL/

3.

4,
(\

5.

Shifting Summary / Notes Written by Doctor :

Yesi A"

No[ |

Name & Signature of Person who is Transferring

wm&ﬁ@ Mo

DN QQ\,Q{/W\Q\jQ,{

Name of Person Ordered Transfer

Patient & Clinical Records Received by : /

mepre-

Date & Time of Patient Received :

6/6)20 p 3287~

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

| Unavailable Bed || Nurse not Available

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

| Available Bed not ready

| =

=



UC% Rainbow®
' Children’s (d BirthRight
PATIENT TRANSFER FORM Hospital | .
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order

HNH-00011823 1P26-00006593

T e W EleBRpM  1e15REC AR

Dr PADMMA YELISETTY

LU Tanser O by s o Tt
PE— | odd|  BLoue

From Unit To Unit Information to Attendant
3 Yes| . Nol |
Dree - pe gt i
Number of Sheets in Clinical File Number of I|41aging Films Personal belongings including

clinical documents. If any handed
- over to attendant

% f @ Yes| | No| |

If yes, what ?

Medications / Consumables / Surgicals / Hand over

S|.No. [tem Name Quantity

1.

2. ,TC\)

M rosd /
e L T

3.

4,

5.
Shifting Summary / Notes Written by Doctor : ~ Yes| | Nol[ |

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

cooprdbhon | DN Puliod o

Patient & Clinical Recordsﬂﬁeceived by :

\Aoremmnes

Date & Time of Patient Received : \b\ LJ‘@) L @ O{ M

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

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




HNH-00011823 |
P26-0000659 W
nﬂ: SONAKSHI AGARWAL : . L= @
rnr-mr 2Y11M7D (5 ainbow

CONSENT FORM FOR GENEEF o paowasa veuserry Children’s @ BirthRight
REGIONAL ANAESTHESIA /NN~ Fospieat. bt
MONITORED ANESTHESIA CARE

Anaesthesiologist : 2 Sonr | 0 -Aiaas - w

Operative procedure planned : FALCAVNV U Lot MALAM L& U™

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

O Heart disease O Hypertension O Diabetes mellitus O Renal failure

* [0 Hepatic disorders [ Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
ﬁ] Incapacitating Cronic Obstructive Pulmonary Disease

O Others : MWWTMU,QVWWM’LM ..... MLEM .........................................
COMMEBNS ..ottt 888ttt
* Doctor to dlocument in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctgcs/to perform upon me / my patient

SUWWW the above mentioned operation / Diagnostic / Therapeutic procedures
DA O M

" | authorize and give consent for anaesthesia Regional / O General Anesthesia / CI 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 U
will administer the Anaesthesia.

- Pregnant ﬂs O No

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

/ Patient Attendant : Witness :

Signature : w ......................................... Signature : M ...........................................

Doctor (who is taking the consent) :

Signature : @"VW ....................................
Name : DR < ACHLLA - K



"%
Rainbow” . "
INFORMED CONSENT FOR SURGERY OR ﬁggg{érrs ‘Bll’tthght
SPECIAL PROCEDURE o | WS
Patient NamegﬁNMH‘ .......... MMV‘\M ...... Gender: [1 Male [~Female Age: ... & I <SR—
UHD No: .. ATN < OO0\ ZAY Date ‘5\5\“

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)

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

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

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

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

~  henness . Aud Bb\wd\ blaud

My signature on this form indicates that

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

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

3. lhave had a chance to ask my surgeon questions. N Q ;-

4. 1have received all the information | desire concerning the operation or procedure and - f o, ij}

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

Name of the Doctor who is performing the Surgery/ Procedure: ........... ... NN e,

Consentee : \ Patient Attendant :

Signature : ..........-&\ ................................. Signature : MM ..............................

Name : SORBLCIA) o Name : YHQH .......................................................

Date & Time : JG%DUNQQ QW Relationship with Patient: HOS&WD ..................
_ pate & Time - .. 8.0 DONES R HTp

bl i £ Doctor (who is taking the consent) :

Signature : ........ :Q, . A 9&4& ....... /. S — T w ..........................................

NAIRE .coivvisiinioniiinis W ..................... Nifia MANA THEDA

Date&Tlmeléfé/’Zé@éf@W Date&ﬁme:....k@.\.@!.\j% ..... (ay...2am. ..

Docu. No. : RCH /FRM / CLINICAL / 027
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HNH-00011823 1P26-00006593
:l.':o:?w ! AGz:ﬂ:Lm o (R [;’f_é )
. Dr. PADMAJA YELISETTY ainbow®
one e ooy MM~ Ghitdrens B" hRigh
PRE-ANAESTHETIC EVALUATION Hospital g:f;**fgf:gf;ﬁ;s
Name: Mm SONQKQ”"ﬂQﬂMge ....... A€y.. sex . Female.... UHID.No - HINH ~000)) €23
Date: . IZ—[ GJ.L YR Tlran’e 4' pelog . Proposed Operation: .S ECTIVE... 0L$C-.$ ......
Diagnosis: ......... P?\m‘)! ..... G D :‘ ............................................................................................................................................
B.P/CRT: ’%&;éﬂm IoO/w# weight: .2 %:9k4 asa Physical Status: 7 1 / 13 04 O5
te| S‘LLG aboratory Data:
Hgb: . 8 ||1 ? GIuC/ O86! woone s Broleilt ..l naan b KRV conmmisminiin
PCV: :35 3 11 RS | | DR BN EBG: vinons mnvrnatiing
wec: SYB0.. I"Gﬂ@ LT Total Bill: .o 2D EChO: .o
Plate: [} "”a_Lb \‘ﬂj Na: . winionsss:  DIG BB isvisanmisisisinie Stress/Anglo: ..
G 2 (N S | | EBH: i Other ...........................
PIL: odicikiiimniii BT sicisiiase L9110 SR e#
| S (S S Mag++: ........................... AMYIASE: ciciininnmnisnis (&?ﬁ P
(Y - ¢ 017/ 11 O

Allergies: N1

Medical History: CVS:
RESP :

7
ONS : (/]f NIiL  SiuNIFIEpNT
/

Diabetes :

Renal :

Hepatic / GE :

QOthers : \f

Past Anaesthetic History:

Physical Activity: MeTE >g-

Physical Exam:

Airway: MP 1 ﬂ)s 4 Mouth Opening%ueav,u_,ﬂdantohyoid Distance: 2F#  Neck: ("\D Teeth: (;.\D-—A‘brment

CNS: a4 B @. ' oS
Pregnant.Yes INo [INA ﬁﬁ'@k&&%ﬂﬂ%@ Spine Exam for regional : N sl Liwcs

Anaesthetic Plan: cmc&nﬁm C1GA-ETT CJLMA

Peri-Operative Plan Explained to the Patient: _;2({ 1 No

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

T 1 ZY»)
- LIVOUEN N NILORAL<:Water/0RS 2 Hour £ } ’

: D Others 6 Hours
T SHELCHL 0 3. Informed Consent: _L-8fandar ngh Risk
T il -Dz oD 4. Post Operative Pain Management: __ DisGussed with Patient

ther Instructions:
@C m / .................................
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Pre Induction Assessment: 4 -1SAM .

ANAESTHESIA CHART

™

Rainbow”
Children’s
Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight’

Change in Patient Condition:

T Yes A No

Fasting Status: Hdesualy

Physical Status:

v~ Patient Identified

\_~1 Consent Present

" Chart Reviewed

HR. 6@l

] B.P/ CRT: luﬂ LY

| SpO,: ‘\CH [RR:

1y

[ Last Feed: 7 WAL

pate : (6N 6.\ 24

Surgeon: [}(PMW}ﬁlWPWWW Anaesthesmioglst QTAWUK ............. Technician: {aiShandul Pl
TIME mg’ 117171 ]ﬂ}o i
N.,O /AIR /0, LPM
HALO /S0 /SEVO Antibiotic
Drugs: -
0 [ U
‘Ih] EYXYTOod _\_\&gl Suppository
CUP-DICLOY
Sup-TRAMA
Blood Loss
W
Fio, {520, A9 A7 A9 308 ~GOImL
ETCON—"
Eco O [ ¥ [ R CR [ QL
emperature
Urine Output NOTES
n (D 5—@5—%5 =
-1 ‘
Bp A Fon(@
V Systolic 220
A Diastolic E U\
X Mean 200 : 4 H M
* Heart Rate el o
Tourniquet on Time
Tourniquet off Time 160 lel6 ‘ JNG
140
Throat Pack In
Throat Pack Out 12Q~ F ot o
100 HAF- b
Bu;\ TPPLRK C )
80 bt A | A e AL
40
20
10
0
ABG
LAB Values
GABS
| Ghers
R Equipment Checked and Temp: Induction Regional:
uncilonal ] HME [ Fluid Warmer Ow " Inhal Extremity Specify: . s
] Cling Film [T OH Warmer J PreO; O < Spinal ] Epidural E Caudal
C'-'” 3“@ M- [ Hugger's  «=*"Cotton Wool ] Others (a7 O = 0 AR
: Art Site: . 1 Other
EKG Lead : \,:!,Lq
i Times: 1 Airway Oral [ Nasal Site: .
D Temp Site 4 AW)
01 FO. Monior Anaes Start: . Y ETT# voifs oo cm Needle SIze}S.‘.l
vl;:lm Agent Monltor tolg iti;rt. — _: ?ralh : _r:asalaj [ Cuf Parasthesia [ Yes "0
71 Pulse Oximeter | L L1 Tracheostony L Topic Catheter at skin ... 1 —_
[J Capnograph LeavaoR: .. L. Zakm ] Drug: . Drug Name&(:onc ﬁ'& ALALNL
] Ventilator Anaesthesia: ] Awake 1 Direct Vision BolIg! oininiirian f
Nerve Stimulator [ GA ] Video Laryngoscopy [I° Stylette / Bougie INfUSIoN: ....oovvvvevvrnnnn,
| Monitored Anaesthesia Care a e |
s supuLine = . Block Level: .15
posion: S0 =" Regional Blade# . REY R ——— oo
Pressure Points Checked Diffculty Nty ? S
Line (Size & Location) t?ortaﬁon fo
Eye Care: EHEW i = Bi TPACU  [JICU L] Otner
O Oint 0 AHT.ULL O shmi-Closed Circlo Relaxant Reversed [ Yes 0 No A
[ Tape Wy =) i -
[ Padding IV o 1 fother \ Name ofthe Doctor . DN 45
[ wake 3 i Signature of the Doctor :.......\

Leg w
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Rainbow® . L.
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes a o to treat the It Your Right to a Safe Delivery

POST-ANAESTHESIA CARE UNIT RECORD

Q ] . )
Received in PACUbY : ............. \‘\J\'QQP\\U\ Time Received : ‘U%OJ\W\ Time Discharged : ..........ccocccovvivin
- - e \3
2P 250 1 v Cannula Site : \t‘ks‘de/
240 240
& 230 230 | [ 0, Mask [ Nasal Prongs
220 220  T.pi
= b s [] Tracheostomy [ T-Piece
g 200 22 [C] Oral Airway [] Nasal Airway
190 1 :
a
180 180 <7
= 170 170 | Vomiting : [ Yes [INo Drug: mﬁm
z & 4 19 [NeTbe:  DYes CINo
v 140 140 | Drain: [ Yes &1 No
N kA 130 )
120 120 Urinary Cathe:er:;(‘_ ] No
110 oL - 110 = -
] 100 = 100 | Chest Tube: [ Yes [JNo
- |
= 3 o | Nitoral 1Yes CINo
4 o 7T (LL»mﬂv\l
é:: 50 50 Ol FEBOS: .....oooevreveercseescosieenssmsessseneeneescosasssensissins
25 A - %
v 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 T 60 1 90 out SCORING INTERPRETATION
ﬁ 0 m&:é:ﬁz"‘mnf‘lzi :ﬁﬂﬂ:gx e 22?33223 ot ACTIVITY e A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 1 j/ 1/ Discharge
Able to deep breathe & cough freel =2
Dyspnea otplimlad brsa%?{lr‘lg o =1 RESPIRATION -] X = . v
Apneic =0 A= | Exceptions to this, are to be explained in the
g: : ﬁ.?opé?é?ﬁi'éi‘iﬁ’ﬁﬁeve - f CIRCULATION ' space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0 2 o 0 [ B
Fully awake =2
Arousablg on call =1 NSCIOUSN
Nﬂ:uu[:a sp:nz!:nu ng g CONSCIOUSNESS _.)/ ,D 7/ P
Pink =2
Pale, dusky, blotchy, jaundi - COLOR
Cylznu :sky tchy, jaundiced, other B :) L ,} .}- \- V
TOTAL & [ o ]yo [\©
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
\Lkp's'
\5\1 0.3, OlLo 2la Noued
3 T 7 == t
3
\\o\b WP Bl NO ™MO U
\ O \
\b\b W-294  0llo NA MO
W) r ~
Volb/ | o P10 e O AN
Pain Tool Used: ' NPASS [ FLACC [_1WongBaker _INPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name : oo, W ‘% ...... A TV S 2. For post surgical patient, patient with chronic pain, patient with severs pain

Anaesthesiologist Signature:

Date & Time:

LGl

PACU Nurse Name :

PACU Nurse Signature:

STy

Date & Time:

a.  Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention

-G

ao o

N@L-d/@‘"’\ ...................... Transferred to Unit by (PACU): C?J ........ 8)

Date & Time: ...

Aelp 76 @2
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1= e
] - (e | Q@ Einins
Depariment of Anaesthesiology T m——
EPIDURAL ANALGESIA RECORD .
DALE: v Time: ..ceeevens rveresaser Procedure dong DY ... sevresnsineens
CSE /Spinal /Epidural Position : ....... ererarns SPACE &t Technique (LOR/LOS) .....cc.ccovrreeee.
Depth: ..vvevverrcrnreinniene Catheter at SKin: .......ccoeeversrveerenveresesnense Attempts : o ....................................
Parasthesia : YES/NO if YBS GBLAIIS : Tieusiurireree e cssnisessesisnsessssessssssessssssssssssssarsssessnienssassansssssnssasssassassssnane
SOIULION COMPOSIHON © c.vveeeeceeeee e sesesns e stsae e es s seses e srasessen et aesnsessesnes sesssaesnanne ..............................................
“Any oﬂgr issues ; )
;) I LSRR RO A 0 8 R1 o R R LA SR SRR R R RS
D) wtoareuemsrumessmmeemessesesseseeseeseeeeeseeeeeee s e eee ettt ettt
Tire | "SRR | B ) | Lot Crons ap T po] FHR Comments
. ght | BP | Pulse
T _DeliveryDetails 1 TITE : ooeverrrenes e 1.1 LN SVD / Instrumental / LSCS (if LSCS Details)
Catheter Remm : 4 ........ et st et s bt st senerneans reeeeseenreserenes e
Patient SAUSTACHON : ....v.cvreeee vt eren e st sasisss st e s s e d st A s bR s b smn eveesnnens

Discharge /Shifting ordered by
DOGLOr SIINATITE: ..o rer s nnas
DOCIOr NAITIE: .vevier it sesns s e esarensssssresssenns

Dafe aNd THME ;oo r e erme s re e s rre e s sreresr e s e s e e snees




. Rainbow Childrens Hospital-Himayatnagar
Rainbow Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA guarters road AP State Housing
Children’s Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital """ TEL NO :040-48873000
Hambee WEB : https://rainbowhospitals.in
ENE CONSENT FO EATMENT
Patient Name: Mrs SONAKSHI AGARWAL Age : 28Y11M7D
IP No: IP26-00006593 Sex: Female
Consultant: Dr. PADMAJA YELISETTY Ward/Bed No: 4F -OT/LDR-416

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned .
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
d:are of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"I am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines”.

Note:

1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of failin the submission, | will pay 200/- Rs.

(Receivers Signature:.... .\ )

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
 Financial and billing counseling has been done to me.

@rM'ﬂenURelative:

\?rﬁc A Patient Address:
AP R ‘ GURU GANESH RESIDENCY Barkatpura
Relgtenship: UV, D Hyderabad Telangana INDIA 500027

“ate: |G H“ﬂoNe . Time: (& LWM
Wittness Name
Wittness Signature; 5 <U/\/‘Ll% A Ma-j—“\

Printed Date / Time = 16/06/2026 06:42 Printed By : 020099 Page 2 of 2
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BILLING POLICY

/.

® Billing cycle: - With effective from 1°' January 2020, Our billing cycle to be start from 12 PM to 12 PM,
Settlement past 12 PM, room rent will be charge for half day extra & post 6 pm, it will be charge for full day.
Less than 24 hours stay will be considered as one day.

@ As per the GOI guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through Card
/ Demand draft or online payment.

® Inthe event of TPA/ Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA’s / corporates won't be applicable.

® |(f the surgery / scans performed in Emergency hours (8pm - 7am), public holiday and on Sunday will be charged
TPA processing charges Rs.720 for every TPA route cases.

® All charges vary as per Room category, except Pharmacy and consumables.

® We follows a “No Discounts Policy” kindly cooperate.

® No Duplicate/Second copy of OP OR IP bill is issued.

£ ICU/Ward Charges DO NOT INCLUDE - Air Mattress, Monitor, Consultants/ Specialty Doctors Visit,

Infusion/syringe pump, Ventilator/C pap, Oxygen, Investigations, Procedures, Consumables, Medicines or any
other bedside equipment’s/devices etc. (Detailed list can be taken from billing department).

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim
Bill shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based
on actual update taken on the day of discharge. It is requested that patients/attendants inquire daily about the bill
amount from billing section and pay the outstanding as on that day.

Patient bill outstanding should not be increase more than 10,000/-

You are requested to clear your outstanding amount on daily basis before 12 PM.

MODE OF PAYMENT & REFUNDS

We accept payments by cash (up to Rs 1,99,999/- only ), cards, online transfer and Demand Drafts.
® All refund more than Rs.5,000/- will be refund through NEFT in three Bank working days.

| ,?‘\ ....................................... QAV;J@UM(LUC«L:\

Name & signature of Patient/Attendant (Signature of Admission Desk executive)

NOTE: Self - attested Govt. ID proof is mandatory whosoever is signing the undertaking.

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

Registered Office: Road No.2, Banjara hills, Near Hotel Park Hyatt, Hyderabad - 500 034, T: +91 40 2233 4455.
Corporate Office: 8-2-19/1/A, Daulet Arcade, Karvy Line, Road No.11, Banjara Hills, Hyderabad - 500 034.
Branches : BANJARA HILLS - T: 2233 4455 | VIKRAMPURI - T: 4246 2200 | KONDAPUR - T: 4246 2400 | MADHAPUR
T: 6464 2020 |KUKATPALLY - T: 4246 2300 | L B NAGAR - T: 7111 1333 | MARATHAHALLI, BENGALURU - T: +91 80
7111 2345 | BANNERGHATTA ROAD, BENGALURU - T: +91 80 2551 2345, HIMAYATNAGAR- T:- 40 48873000

CIN: U85110 TG1998 PTC029914 email : info@rainbowhospitals.in www.rainbowhospitals.in







