‘ Dy | Edd _UK& Rain%w“ . . e
J Children’s .Eﬂgﬂ%ﬁ
ESTIMATION SLIP - Hospital | |\ @ wrierorsieen
) 1575
Date : /A f" UHID /IPNo.: #x] H CDOIBOQZ SI No.
Name of Patient : ﬂJ.U_\- D, }; U ([~ (l-m.- Age: | vy -y Gender: [

-

Father's / Husband's Name : a:-"ll. i M. ﬂi., g( gc Corporate / Occupation :

Address : . Phone : jZ ;9 QQQ ¢ ;g‘EmaxL

Procedure / Plan : EDD/Dos: he~

MODE OF PAYMEN []JGIPSA: _____ OTHER
TARIFF INFORMATION :

Particulars Package Amounts (Rs.)

‘Room Category Normal Delivery LSCS

Multi Shared Ward
paves Ward Huctesneasl  Dealdoetdn

¥ v j =} L~ ’ f % ‘_p—r (v Ak

awin Shared Ward

Private Room / C é, gl f oo

Super Deluxe Room =3 = j

Suite Room

Package includes goo:n R;RL Iéu:sing lChfz;rges,d I];oom R;m, I\Si’ursing Fh;xrges,

K st om octors Fee, Surgeon's Fee an | Doctors Fee, Surgeon's Fee
(.Pac - Sk i Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission} :
: Length of Stay for : Length of Stay for :
Pharmacy up to Pharmacy up to
Investigations up to Investigations up to

Others
Neonatologist Charges : [_—_| Covered |:| Not Covered Epidural / Entonox : D Covered D Not Covered
Initial Minimum Deposit : £D, ppe A 1|_q b pa (o

MARKS : e, r

toom eligibility is purely subject to TPA approval and the Package / Room TarifF starts from the time of admission. The estimated amount may Change according to duration

of stay, medical condition, investigations, pharmacy and any other procedure.

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

3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
etc.

4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment is applicable for which kindly contact the Financial Counselling desk 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 Iléms are not payable to us as per Insuragce company norms.

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

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and no attendant is
permitted inICU's ~

8. Tariffs are subject to revision

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

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

‘ DECLARATION
I -1 have attended the Financial counseling desk and understood the expected costs and
other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
1 promise to settle the hospital bill with the hospital without any ambiguity.

Signa Signatory Relationship 7 Signature of the financial Counselor

o Cord Bz/
&jéf:f the Client

1
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| Ciitaren's | @ BirthRight
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SURGERY DETAILS
Date : 03’06“% ...............
Patient Name: MMPKVMC%L‘\MY Date of Birth: ..23..] !(4(”5 /'19117‘4
[ i)
Gender: W Ward: ............ &Tﬁi ...... UHID No.: 44ni4. 0001207 3..........
Date of Surgery: .....U8.7 V040 .............. [GOT-1 [J0T-2 [JOT-3 [(10T-4 [10BGOT-1 [ 0BG OT-2
Name of the Surgery : Q&Q‘U”»ef ........................................................................
Time in @’Sﬂ/}ﬁ; Time Out -..... /ﬁﬁ/fﬁm ..............
NAME AMOUNT
1. Surgeon D.h‘f\“}\ﬂfl/”/(ﬁﬂ ..................................................
2. Anaesthetist DY, VL 727ty /7 W
mfd PKV LAKSHMI (40Y 1M 16 D/F)
3. ASSISIANT SUMJBON © .oeieeeeececcee st e, “I‘I“’N\I ”“I II ;
4. OTTechnician  :..Squc. Amq F P e O
5. Circulating Nurse : ....... 6){(/4 .........................................................................................................
6. Assistant Nurse VLM/»\W ...........................................................................................
Special Equipment:  [| Laparascopy (| Broncoscope _1 Harmonic (] Morcelator
[ 1 C-ARM | Cystoscopy [ Versa Point [ Liver Cysa
[ Neuro Cusa [ ] Others . W{ﬂ(aﬁmﬁ } f/u«)zm n[‘ ( [\ﬂ 744 é -000p %Jj

Signature of the Siffgeon Signatur f rculatmg Nurse

Order No: o?/f[ﬁ@?{]Sch'ﬁlz Order by: é/y&:jAu/é? ......... 8///,2/ ’
Docu. No. : RCH /FRM / GENERAL / 114 @ / # ggw/zq ;
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Order No. :...... 2. 6.~.0000.2-05-2. ...

Doc. No. : RCH / FRM / GENERAL / 125
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HNH-00013093 1P26-00006536 b\)a;s :\U) osvf "l 2z
Mrs P KV LAKSHMI =S
qen G L L @J ety Chitdrans | @ BirthRight
“"l“ Hos pita| . B::I:QAINB:V: Haofpltﬁs
||| ||l|||||||||\|||l|||||||||| CON SUM ABLES OF OT '~ FETRER AN R
UL ) S e S Technician : .. (a2 ¢. Cua (ﬂw ......... Date : F/fﬁf:l,l. ............. TIME oo
Anaesthesia Disposables ewod Y ueos | Strgical Disposables wsuod Y ueea| Disposables (Baby Side) | _ AV
ET tube P Major Pack €, ., o f Inj Vit K
EMA 2eA. ( € ) a4 Sutures il Cord Clamp
ECG lead )/ PIN D le/ Suction Catheter
HME fitter : A/ P / N ~ Feeding Tube
Syringes :10cc \'6 ' | Vaccum Suction Set
05 cc 11 Gloves ( '{l K'G‘ ‘4: Surgical Gloves
02 cc 7 e 4, [ ] Gauze Pack
01cc ] AL o Syringe 1ml / 2ml
Cautery plate : A/P /N Surgical blade Surgical Blade # 20
IV set | NG tube Koochies (S)
RL P \.»O/ L) Cautery pencil
NS : 10mi/ 100ml/500m6000mu \.{ 3 | Koochies -
T MAdah g1 | Ointments
01 _ oAl @ "’{1( Suction Catheter
Fentanyl o) Cap, Mask
Morphine | GawePack ~ sxqg— [ 2
Ketamine Mop Pack v
Propofol \/@/ . Steristrip
Rocuronium Underpad ]
Glycopyrolate Draw sheet
Myopyrolate Abgel
Ondansetron Foleys catheter
Pencan 25g/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
(ﬂk Antibiotics Bandage PE
Nodel divewey 2.6 Ol Tsadem Gy p prel 1T
Suppositories loban
Anamol : 80mg / 250mg/ 170 mg Double J Stent
Supridol : 100mg o [~ [ Vaccum Suction set
Justin : 12.5 mg/ 25mg Cmﬁy 161 " Plastic Bed Sheet é
Tab. Misoprost : 200mg Betadine Solution u
\ W ’(U-(/HU"\ 1ot " Microshield 22
\
{g /q" ‘p ¢ nA ) ~_+Cotton Balls 5l
Latex Gloves 4@/ )
Ramdione Scrub
Saral
Surgeon Apaesthesiologist OT Technician

Nu
Ordered by : M%Myﬁ@@m;g%
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Rﬁi?fgw .
Children’s
Hospital B'”Wﬁ?"

Rainbow Childrens Hospital-Himayatnagar

Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
quarters road AP State Housing Board Himayatnagar ,Hyderabad ,

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

ELECTRONIC MEDICINE PRESCRIPTION

BT

MRN : HNH-00013093 Name : Mrs P KV LAKSHMI
Age [ Sex 540Y 1M 16 D/ Female Doctor : MUNAGANURU NIHARIKA
Adm/Reg Date/Time = 08/06/2028 08:31 Payor : SELFPAY
Order Date 1 08/06/2026 11:15 Ordernumber  : 26-0000205211
Visit 1D ., 1 1P28-00006536 Ward/Bed No : 4F -OT /LDR-416
Pati@ddress 4 3-1-362 nimaboliadda, Kachiguda, Hyderabad, Telangana, INDIA, 500027
- rl
S.No Descripth:n t! Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 ':(%VP{H_.ANZ SOLUTION 10% 1 Nos Extemnal / Once Daily 1 Days 1 Nos Dispansed
2 ?éJDPSEgIéSUPPD'SITOFSIES 1 Nos Extemal / Onice Daily 1 Days 1 Nos Dispensed
'R
3 E.C.G ELECTRODES (Al?rULT) ELECTRODES ADULT 1 Nos Extermnal / Once Daily 1Days 3 Nos Dispensed
4 |NITRLE XA ATION NITRILE GLOVESM |1 Nos { Once Daily 10 Days 10 Nos| Dispensed
5 DSYRINGE 10ML {NIPRO) SYRINGE 10ML 1 Nes Oral f Once Daily 1 Days 4 Nos Dispensed
6 |EACEMASKILAYER- FACE MASK 3LAYER |1 Nos { Once Daily 10 Days 10Nos|  Dispensed
T SURGEON CAP(F EMALE) FEMALE CAP 1Cap ! Onca Daily 10 Days 10 Cap Dispensed
T "
8 |tHEMIPYRRNOM o.%zme*llm 1 Nos Injection / 1-2 TIMES A DAY |1 Days 1Nos|  Dispensed
I Ll
9 DSYRINGE 5ML.(NIFI’R0)] SYRINGE SML 1 Nos External / Once Daily 1Days 4 Nos| Dispensed
16381;‘)215 T2 FiILY (Eﬁ SSEZE 75X7.512PLY S 1 Nos External / Once Daily 1 Days 3 Nos Dispensed
L
11 NS 100ML ACCULIFHE - E]ii Tmb Injection f 1-2 TIMES A DAY |1 Days 2mL Dispensed
|
MUNAGANURU NIHARIKA

" This document is just fdr reference purpose only. Not lo be considered as primary report.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed DatefTime : 08!0?!2026 12:25

I
!

|

E

Printed By : SUNKARI SANGEETHA

Reg No : APMC/FMR/74828

Page 1 of 1
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. e Rainbow Childrens Hospital-Himayatnagar ‘
Rainbow .
Children's T
Hospital  BrthRgn Rainbow Children’s Hospltal, Door no. 3-6-267, opp. Cafe niloufer, Old MLA v ,

Rainbos quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDJA ,500028.
040-48873000, info@rainbowhospitals.in
iy
ELECTRONIC MEDICINE PRESCRIPTION

MRN : HNH-00013093 Name : Mrs P KV LAKSHMI

Age | Sex : 40Y 1M 16 D/ Female Doctor : MUNAGANURU NIHARIKA

Adm/Reg Date/Time . 08/06/2026 08:31 Payor : SELFPAY

Order Date : 08/06/2026 1115 Ordernumber  : 26-0000205210

Visit ID : 1P26-00006536 Ward/Bed No  : 4F-OT/LDR-416

Patient Address : 3-1-362 nimaboliadda, Kachiguda, Hyderabad, Telangana, INDIA, 500027

S.No Description Generic Name Dosage Route / Frequency Duratlon instruction Qty Slatu!
1 2!?8 OFHARYNGEAL TUBES .?SSS;GHARYNGEAL 1 Nos External ! Once Daily 1 Days 1Nos| Dispensed
2 |RL500ML CLOSED SysTEM [RINGER LACTATE 1 Bolle { Once Daily 2 Days 2Botlle] Dispensed
3 IRRIGATTO(T.U.R SET) IRRIGATTO(T.U.R SET) [1 Nos External / Once Daily 1 Days 1Nos Dispensad
4 &E&:EI%FSURGICAL KT gﬁ.NERAL SURGICAL 1 Nas 1 Once Daily 1 Days 1 Nos Dispensed
5 SGLOVE # 6.5 (SURGICARE} |SURGICAL GLOVES 6.5 |1 Nos External / Once Daily 1 Days 2Nos| Dispensed

CHLORHEXIDINE
6 [SryoPREPSOLUTIONS 1 \jconaTE2% 1L / Once Dally 2 Days 2Nos| Dispensed
SALCOHOL8O% 500
7 MEZOLAM INJ 5 MG 5 ML 1 Vial Infection / Once Daily 1 Days 1 Vial Dispensed
8 [comonsas2emsnos |COTTONBALLS 2G-S ]y go External { Onee Daly 1 Days 1Nos| Disponsed
9 JMUGS glg SUPPOSITORIES 100 1 Nos Extemal / Once Dally 1 Days 1 Nos Dispensed
10 ?fogagﬁsaﬁgﬁiﬁgou 1 Nos Injection / Once Daly 1 Days 1 Nos Dispensed
" MCT-ROF 100MG 10ML 1 Nos Injection / Once Daily 1 Days 3Nos| Dispensed
12 | Encore Microptic gloves-6.5 1 Nos f Once Daily 1 Days 1Mos| Dispense
13 ,?;ﬂﬁe,:yﬁss%\'xg_‘%bi"g ) 1 Nos Exlemnal f Onco Dely 1 Days 1Nos| Dispensed||
14 |vaccumEsucTionseT  [VACCUMESUCTION 14 yoq 1Once Dally 1Days 1Nos)  Dispensed||
15 DSYRINGS Z.5ML(NIPRQ} SYRINGE 2ML 1 Nos External / Once Daily 1 BRays 4 Nos Dispansad
MUNAGANURU NIHARIKA
Reg No : APMC/FMR/74828

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

Note

* This prescriptlion is valid only for specifled duration,

* Do not refill medicines.

Printed DatefTime : 08/06/2026 12:25 Printed By : SUNKARI SANGEETHA Page 1 of 1




2

. = @
Rainbow . . L
Children’s Blrtthght
Hospital { BY RAINBOW HOSPITALS
Vnu? Right to a Safe Delivery
Name Mrs P K V LAKSHMI UHID HNH-00013093
Father/Guardian Mr T MADHU SUDHAN Age/Gender 40Y 1 M 16 D/ Female
Address 3-1-362 nimaboliadda, Kachiguda, Hyderabad, Telangana, INDIA, 500027
IP No IP26-00006536 Admission Date 08-06-2026

Ref Doctor Self.

Discharge Date (8.06.2026

DISCHARGE SUMMARY

Consultants :

Dr. MUNAGANURU NIHARIKA
MBBS/MS/Mch
APMC/FMR/74828

Diagnosis: PRIMARY INFERTILITY WITH POR
HYSTEROSCOPIC POLYPECTOMY DONE ON 08.06.2026

History: She has been admitted for hysteroscopic polypectomy.She is a case
of Primary infertility with POR. USG 12.01.2026 uterus-AV, M/S. 8.4x3.9x3.9 ET-
6.82 hyperechoic mass 0f1.14x0.98cm arising from anterior uterine wall with
broad base s/o polyps.

Menstrual History:- AOM:15 years
LMP- 25.05.2026
Previous cycles: Regular / 28-30 days cycles/4 days flow/clots-/dysm-

Obstetric History: Nil

Medical History: Nil

Surgical History: Lap appendicitis DONE ON 2009
Allergies: Nil

Family History: Husband-DM

Investigations: Enclosed.
Blood group: "B" Positive

Surgery Notes:
Operation performed:
HYSTEROSCOPIC POLYPECTOMY UNDER GENERAL ANAESTHESIA

1/3

HIMAYATHNAGAR BANJARA HILLS . HYDERNAGAR KONDAPUR OUTPATIENT CLINIC (€ . v SECUNDERABAD

® 1800 2122 @ www.rainbowhospitals.in

3046 - 7111 1333



Name Mrs P K V LAKSHMI UHID HNH-00013093
IP No IP26-00006536 Admission Date 08-06-2026

Indication: ENDOMETRICAL POLYPECTOMY

Operative findings:
- Cervix normal.
- Canal normal.
Cavity: A small broad based polyp seen on the right anterior lateral wall
of uterus. Polyp cut with scissors
- Cavity size adequate
Bilateral Osita seen
- Biopsy sending for HPE

Post-Operative Notes: She was closely monitored in the postoperative
period. Her vital signs remained stable. She was encouraged to ambulate and
void spontaneously. She was shifted to room. Her general condition was
satisfactory and she was found to be fit for discharge. Medications were
explained to the patient supplemented by written information.

Advice:

1. Tab. Augmentin duo 650mg twice daily till 12.06.2026(9am - 9pm) after
food.

2. Tab. Hifenac -P twice daily till 10.06.2026 (7am-3pm-10pm) after food.

3. Tab. Folvite 5 mg once daily

4. Tab. Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food
till 12.06.2026

5. Tab. Regesterone 10mg twice daily till 14.06.2026

Review consultation with Dr. MUNAGANURU NIHARIKA, on Day 2 of next
cycle Gynec OPD with HPE report at Rainbow Children's Hospital with prior
appointment (Review consultation will be charged).

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

acknowledge. @
Patient7 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

2/3
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Rainbow” . L
' Children’s ‘Blrtthght

H oS p i tal BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

\

Name Mrs P KV LAKSHMI UHID HNH-00013093
IP No IP26-00006536 Admission Date 08-06-2026

website www.rainbowhospitals.in

egistrar/Resident/C.M.0
/

Consultants :

Dr. MUNAGANURU NIHARIKA

HIMAYATHNAGAR BANJARA HILLS (€1, 8 red HYDERNAGAR (NAEH A 1oy KONDAPUR OUTPATIENT CLINIC (CH AccrediteddvF]  SECUNDERABAD (NABH A KONDAPUR LB MAGAR (N ot NANAKRAMGUDA
Emergency.3 040 - 4246 2300 Emergency 1 040 - 4246 2400 Emergency 040 - 7111 1333 mergency ) (4068113233

1040 - 48873000 Emmargency 3 OO - 4466 $555. 91009 25516 040 - 4246 2100

® 18002122 @ www.rainbowhospitals.in




HNH-00013003 1P26-00006536
Mrs P KV LAKSHMI
23-04-1986 40Y1M16D

Dr. MUNAGANURU NIHARIKA

| llHIIIIHIIIIIIIIIIIIIHIIIIIIIll

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

DEFICIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet —\
2 Discharge Summary — |
3 Nursing Initial assessment — |
4 Patient Transfer form - 1—
5 In-patient Medical record —
6 Doctors progress sheets |\
7 Nursing plan of care and handover sheets e
8 | Consuliatio-sheet vgrie Qolicas oyl
9 General consent for treatment
10 Consent for Surgery L =

(\ 11 Consent for blood transfusion .

‘ 12 Consent for chemotherapy

13 Consent for high risk =
14 Consent for Restraint -
15 LAMA consent B
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
23 Medication Reconciliation — |
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 —1
30 Intake and Qut take chart (fluid chart) —|
31 | Drug chart (Regular Prescription) — |
32 Investigation Values (result sheet) i
33 Nebulization chart
34 | |Nutritional 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 | Rch ED doctors note
43 | BP Monitoring chart - )
44 RBS monitoring chart

Total No. of Pages g@\ 0o

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

Signm Date : @\;hﬂ
\:Armf‘»/ (PT.0)




ERROR LOG

LOGATION : OT / Birthing Gentre / BirthRight Premium / 3rd Floor {Zone A,B,C) / NICU / PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE




2 Rainbow Childrens Hospital-Himayatnagar
Rainbow Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s il Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital g TEL NO :040-48873000
e WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Ditalls : LTI

Admission No : IP26-00006536 Admit Date : 08-Jun-2026 Admit Time :08:31 AM UHID : HNH-00013093

Patient Details :

Patient Name :Mrs P KV LAKSHMI Age :40Y1M16D

Guardian : Mr T MADHU SUDHAN DOB : 23-04-1986

Gender : Female Religion

Occupation : Martial Status

Address (H) - 3-1-362 nimaboliadda Kachiguda Hyderabad Phone No : 9700983515/ 9573666526

Tpiangana INOIA 300027 E-malil : madhumudiraj45@gmail.com

T

Admission Details :

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

RoomNo : LDR-416 Admission Type : First Visit

Contact Details :

Name : Mr T MADHU SUDHAN Relationship W/0

Contact Address : 3-1-362 nimaboliadda Kachiguda Hyderabad Phone No . 9700983515

Telangana INDIA 500027

SIQW

™ .
—octor Details :
Doctor Name : Dr. MUNAGANURU NIHARIKA Specialisation : INFERTILITY

Referral Doctor : Self. Phone No

Co-Consultant

Payment Detalils : Deposit Amount  : 50000.00

Payment Mode |: Cash Payor Name : SELFPAY

\

}1 rinted Date / Time : 08/06/2026 08:34 Printed By : 020099 Page 1 of 2
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Rainbow’ . P
Children’s ‘Bu‘tthght

H BY RAINBOW HOSPITALS
Hospital —_——
Tt takes .w.R treat the littie Your Right to a Safe Defivery

ACTIVITY RECORD FOR BILLING

e e eSS o oA
UHID No ":"."E'EN’E%L:(::E?‘I«KQ:D o Comsultant: ___________ Dept: ________
ot de s T TITIL el .
Room/BedNo: Ward:___ Suggested Billable bed type: __
WARD TRANSFERS
Date Time From To Signature of Nurse
gloht| arnedw| pre g poll| [of U [ fufa
2lelae] \o'sgaa| or Pye —jost L/ Cosgntlon
Cross Consultation Visit
Doctors Name Date Order No. Signature

1

2

3

.

5

6

7

e .

9

10

Docu. No. RCH/FRM/GENERAL/145



INVESTIGATIONS

Date Investigations Order No. = Signature
A e
G sl Cpp qe 18~ ~HOu
depd \:z-.eps»a Bor_Ljcyo calhcloa Ac 00— —
—/—,—'——_———_ﬂ o

v ¢ hocked IR

5 [{h8. ©




MEDICAL EQUIPMENT (WARD & ICU)

Date E':ﬁ{;ﬁ,gﬂt Cor;?;(;ting Discc_)[[:r:zcﬁng Order No. Signature
. \ R A
8l6h8| Caxdiac _MeniLore Sr \f«ﬁ‘%m , - '1| 0
@‘Iéhﬁ DolutionN PUmE lnﬁ*v@'ﬂ 5’ (
Blbiod OYren , weoh®™| e e
0 ///; Le A A:O“f)
cqall LR




PROCEDURE

Date

Procedure

Quantity Order No.

Signature
P )

2/, |1y Macermeny

2| QacC

(D 19\6018_1.
(Q

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




HNH-00013093

P2 "Z
r fvwsm:“ e Rainbow" ® - v
-~ Br MUNAGANURY Niamges Children’s BirthRight
Uiy - Hospital _ | [ zseoneru:
I.P Al GYNECOLOGY
Date of Admission : ............. 8/[,/%% ..................... Time of Admi-ssion e
AIBIGIBS: .e.oiviiiceee ettt et een e eaaas 1ot kn-c.w any drug allergies
77~r PRESENTING COMPLAINTS : -~ --- - oo oo oo e el :

dchatte) o pleseaic polypeckmig
Cose o Punany, unfestilely = PoR
VG 1?2 /1}2/0% _ b=V, mly ¢y x 2930~ -

e T ~b-gd gpaechet mas tf [ [Ux b T% i

f./o Pv(y{)’)

7

MENSTRUAL HISTORY OBSTETRIC HISTORY
Year of Marriage : [ 1 lﬂ( ‘ Parity /\)ujbb;w
Previous Periods : Mode of Delivery : _—
A f’)%
LMP : Last Child Birth : g
Contraception :
PAST MEDICAL HISTORY PAST SURGICAL HISTORY

Lap afpen dicdms
clore 00 2007

Docu. No. ; RCH /FRM / CLINICAL / 086




HNH-00013083 1P26-00006536
Mrs P KV LAKSHMI

zs-m-1m 40Y1M16D (F)
Dr. MUNAGANURU NIHARIKA

T — e re—

Husbond- D)

-~ INITIAL ASSESSMENT : ------------- Femememeeememeeeemeeeeoeeeesosesessssesesesessssseseosesisosaos :

Date_ﬁébd(;_ Breasts ' Local/Speculum Examination

Ht. Wi.

e Bl

Pallor Bimanual-Pelvic Examination
CVR ' Abdominal Examination

Respiratory System

Thyroid S f%" et o

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

: PROVISIONAL DIAGNOSIS : Pvtew W"\(&j - PD Q
3 INVESTIGATIONS ORDERED | . ’ PLAN OF MANAGEMENT :
|[Brre ] _edles Hypdeswsipre priypesta)|
2 flg'UMf}[ﬂ»E_
IVLL\VE
~N&D
Hbs | b
HW N 5 - W (oruact
VD _ PAC
- chft b 0T ory (2 M

Name of the Doctor : rbf . M b M/LMA Signature of Doctor

Date & Time : WY




HNH-00013093 1P2€-00006536
Mrs P KV LAKSHMI

23-04-1986 40Y1M16D (F)
Dr. MUNAGANURU NIHARIKA

VT — Chirdran's ‘BirthRight"

Hosp'tal BY RAINBOW HOSPITALS
Your Right to a Safe Deliver
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lot to treat the little.

PROGRESS NOTES AND DOCTOR'S ORDER
Date

& Time Progress Notes Doctor's Order
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Children’s ‘BirthRight"

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

It takes a lot to treat the little.

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088 (PT.0)
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‘ BirthRight | Rainbow

BY RAINBOW HOSPITALS Hospital

Your Right to  Safe Delivery | ; 1;yec 21otto treat the lste.

OPERATION THEATER NOTES

Patient's Name : M“PKV(’[G‘M[/W? ....................... Age : ....H.M.Gender: Lipals.
UHID.: e LPINO. i Welght : .......cnenssnasd
Surgeon : B, -M Nibosika Asst. Surgeon :

Anesthetist : OT Nurse :

Surgical Procedure : W‘Qﬁ’; ¢ FQ . Lﬂﬂ)m?

Indications for Surgery :

Ldonaliid. Blyp

Date:  (O&-06-24 Start Time : " 34 Ay End Time : 1o J A
PRE-OPERATIVE PREPARATION :

OPERATION NOTES:

Cogudvs — Yvermal

Canal = Negnal
Cowly - $rndowolbiom = A sonvall  Ivood  basol Pe€u9 100
- n e aldd adaiov o bnsal mLL‘lta?
Lt

?GQu.o ol Wi ),&I.W

Coullii  soe { odea, of7

@kl e%b‘bq /&(;m_u

L Sudive QQV‘*I 11

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :
_T- AVMYL Qh«.o 6(0\%5
—o x5HA
_;L‘\ - H\[)}wﬂ - P
i i b 9 z/dow[/b

-/(f'?&m UOwAl
——  xid

Consultant Surgeon's Name Consultant Surgeon's Signature



Surgeon : .

SURGICAL |
SAFETY CHECKLIST

0. Dridarita
Asst. Surgeun ..........................................

Anaesthetist : . BFS@W .......... | UHIDNG.: po....
Serub Nurse - ... S7=Sedheola l Date : .

HNH- oomm
patient Name : . :';' o LAsHM

Before Induction of Anaesthesia » »

A

Before Skin Incision » »

lPZl-Oooog_r,,‘

4ovm1en )

“<lefy Tl Wiy

N

sender 1. .
Ralnbow
Children’s .. BirthRight
"""""""""""" Hospltal BY RAINBOW HOSPITALS
~~ I tanes & 1€ 10 TEE the MDe Your Rithl & Safe Delivery
o f QLS 06

Before Patient Leaves Operating Room

Yes, & Equipment / Assistance

Available ClYes MO
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned CYes WME CINA
Blood Units Reserved [1Yes [{Ne’ [INA

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

Vﬁs INo C1NA

Signature :...... g ..........................................................

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [1Yes_LiMNe~T" NA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

issues or any Concerns? <Yes T'No [INA
Is Essential Imaging Displayed? _=¥85 [INo TINA

SIONAMIIE . sssesrisrassomi f fk ..............................

SIGNIN  Time: LA TIME OUT _ Time:.. . $06¢% ) SIGN OUT _ Time:. {© - 0]

Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:

Identity “Yes [INo introduced themselves by Name and Role™7Ves TTNo~ The Name of the Procedure Recorded — T Yes LINo'

Site v=Yes CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure #Yes N0 Nurse Verbally Confirm Counts are Correct (or Not Applicable) Xfes’.‘fNo CINA

Consent wrfes CNo Correct Patient (Check ID Band) M No The Specimen is Labelled (including
Site Marked Yes CINo A Correct Site =485 TINo patient name) _Yes 'No [7NA
Anaesthesia Safety Check Completed e~Yes —No Correct Procedure _es ONo Whether there are any Equipment _
Pulse Oximeter on Patient & Functioning “=¥es “1No Anticipated Critical Events Problems to be addressed e Do (2 NA
Does Patient have a: Surgeon Reviews:

Known Allergy? Yes oMo What are the Critical or Unexpected TeiStrgeen, Atesais: s Himss:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery

ifficult Airway / Aspiration Ri Anticipated Blood Loss? —=¥gs 'No CINA | | and management of this patient? Y65 N0

LT 1] MJW .............................

Doc. No. : RCH / FRM / CLINICAL / 111
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SHMI e
s PRV EASE aoYimi6D  (F) ]

. :.’:.“:J..'i‘m — Rainbow® §

T Chiders | QiR
RESULT SHEET

Date (V4
Time
Hb 12:]
PCV 24, 2
RBC U QL2
i £ & Uy
N/L
Platelets 925
Q CRP

- ESR

PCT

RBS

Na

K
el |
Ca/Mg

Phosphate

Urea
Creatinine
ALP

SGPT

SGOT
ﬂ T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR
APTT

CSF Protein / Sugar
Cells

N/L

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

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

1

B\coci Vel LAM =

g
=
\

Gulture and SenSTVITIES : oo cnimmrmn s i e i e b o T e e SR e e e S R S e o R TR ‘q

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

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

Radiology : L1 RS T

IEME coiscimsnianonsnosi oo 3 i s K e G S e Ao SRV A RO

Others (ECG, CONTrast STUGIES BIC.,) & ....euiviuieiiiirieiici ettt
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It takes a lot to treat the litte Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
Drug Allergies: ........cccoeeveeveeeescreeeeiecieenns P ZNE t known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)
IO IO . s insanis sy o tmersass dreatrerins armtsnneasEans 211 )T | e S
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | nore / Time ?gﬂﬁm
o 1 — o B ¢ e
2 Jc [IDC
3 Oc Onc
4 (JC [JDC
: 5 Oc ooc
6 OJC CJDC
~ 7 JC CJDC
|
| 8 Oc Ooc
1 9 (JC CJDC
|
\ 10 JC OODC

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

Doctor Name & Signature : .

‘ Date & T|me ............. ‘([G .................. SRR IR b N

Nurse Name & Signature: ... -HO-E—QQ Q... -JKQLL .........................
Date & Time : QLQ{OQ@ZHFG«P‘J ...........................

Docu. No. : RCH/ FRM / GENERAL / 090
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HNH-onlmns |P26-00006638 -
. mn:ﬂ :smxs“"fﬂmmn F i E . | | -
2okt BirthRight

BY RAINBOW HOSPITALS

"V | @

Your Right to a Saie Dalivery

VERIFED BY : NEMIE ..covveererscerrerermesrnesenessnnrsssasonsesnmnsesass

]
Date 0f AAMISSION: .evvvversrveeeereeseesssennens Drug AlBIGIBS: ..eceerceeeeerersernsencvsrerenssnsssensnsserassessensas E‘lﬁkﬂown any Drug Allergies
FOR THE SAEETY OF THE PATIENT
GENERAL Ensure that ali patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOGTOR t 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 nof alter existing instructions.
o 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 sigh must be mentioned.
- Only one chart should be in use at any one time. Whan the chart is full, a new supplement can be kept within this
drug sheet folder.
WWNURSES |- Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patiept 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 GPR). Follow Hospitals's Verbal Order Policy.
| S0S / PRN (As Required Medication)
i) Dose eriute Frequency |Start Date}

Doctor's Signature | Valid Period] Pharm.

Additional{instructions:

R
DRUG : %?12

v

Dose Route | Frequency |Start Date

Doctar’s Signature |Valid Period) Pharm.

Additiona lns1tmctions:

Date
Tij;ne

L

DRUG :

|
Dose F:ioute Frequency |Start Date|

Doctor's|Signature |Valid Period| Pharm.

Additiondl Instructions:

Docu. No. j{RCH /FRM/ GLINICAL / 118

Page: 1/4
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23-04-1686 40Y1M16D (F)
Dr. MUNAGANURU NIHARIKA .
(VAR AR REGULAR PRESCRIPTIONS  Weight. .......... Ward. .\
pRuG n| (6FO TAXIME  DEET

Dose Route | Frequency |Start Qate

ly 1V Pn | ¢le)u

Name & Signature of the Doctor  * U fofary £

2

Starting the Dj%

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG : TAR - PAR ALLTAMAL

Date

Tirpe

Dose Route | Frequency |Start Date

90 | PO bRy |o2fo

Name & Signature of the Doctor

Starting the Drugs:

E PR MAVIE FTUA

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

N4

DRUG : ~HAR " TRAMADDL -

Time

Dose Route | Frequency |Start Date

loowg | pp | L-hew [02fpl,

Name & Signature of the Doctor

Starting the Drugs:

B Do MV

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

A 4

DRUG :

Time

Dose Route [ Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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S PKVLAKSHMI
~04-1986 40Y1 M 1GD L
* MUNAGANURU NIH £ Weight. ................... Ward. LD ...........
lHlIﬂlIHIHllllllllllllllllllﬂlll >
JSE Tlme I Nurs; Sig. l Nurs‘tlar Sig. I Nurs‘g Sig. I Nurs.: Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e Buse Dose D
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: = e oose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
VARIABLE DOSE L1y . .
T|U'|e TNurs‘e’ Sig Nl.lrs‘aF Sig. l Nurs;_ Sig. I Nurs: Sig.
n Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s Bowe Dom Gnee
Dr. Sign. Dr. Sign. N ‘ Dr. Sign. Dr. Sign.
Additional Instructions: pose oose o e
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
- sy Dosage & Other ;
Date Time Medication Instiactions Route Signature Nurses
9 L
/y/
° "615]% Qo VY paNTorRaToLE il \V
T T
. | ff
8o l 2| or Ll\r’»eroctbmm‘“ d M ¥ &
1 —-
AR v
A am {
Oﬁfvb A YA oA pack TR L [
LUPE- D\CLOSE wone 4/

1040 4m

tbpwvi\

IU'lOm

LOPF TRAuaoL

10D w9

g

A Cop

INT TRA e xamA

AUD

e

v
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il WRUOSOUNT v ) op
= e conpoositon of L. Fud Route [Flow Rate] Doctor | Nurse Date of | Doctor

(If infusion, mention ml/hr = Mcg/kg/min. etc)

mi/hr Sign

Sign Stopping Sign

Vo
o] ¢

Og(‘”’ Tromy Rivate wgem A
Kz by E
X
o@fm, 4-!ﬂm vy te laeTne, L\ 74 L” &/
lay “ gl’é

s T°l€ o
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AT T — Children’s ‘BirthRight"

Hos p | t a| BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ?Ri_l;lGE OR TWO YELLOW SCORES AT ANY ONE TIME
\

L'l

Date

] g
géhﬁ~ Time@gfa‘1111234557391011121234557

> 30
21-30
11-20
0-10
94 - 100 %
<94 %
Administered 0, (L/min.)

40
39
38
37 i
36 b AR
35 jeiid

< 35

170
160

150
m
o 130
120
110
100
90 »
| 80 RO 130T ]
: 70 i | o
60
50
40

190
180
170
160
150
140
130
120 11t
110 i
100 1 a
90 il 4
80
70
60
& 0
i 130

120

110

100
| a0
80 -
70 1
60
50
40

Neoro Nert [ — — T T T T T T T 1 i o D O s i

RESPONSE |——VYoice
[(¥] Pain
Unresponsive
1

RESP
(write rate in
corresp. box)

Saturations

-

2, dway

<
\
\

218y Ueay

&
jE:

e
anssalgd poojg 21j0IsAs

P ic
3
o
)

\

-
ainssald poojg Jjoiseiq

URINE | >30 —
mis / hour I <30

Protein + +
Protein > + +
Normal
Heavy / Foul

Clear / Pink 7
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES _& Q|+
Nurse Initial 7~ RN

Proteinuria

Lochia

Liquor

VSrdl

e

. !




Early Warning Signs

1 [ Obstetrics and Gynaecology ]

1 Yellow Alert :
Repeat Observations
in 30 minutes

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

-
\.
e N
Complete a Full

Set of MEOWS

Observations
\_ J _
-
.

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

* The Modified Early Warning Score (MEOWS)
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"yl Children' | @) oanaont
[ FLUID CHART |
Sheet No. : ..........

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

It takes a ot to treat the little.

: Intake ot rm
Nature . | Thrombo-
Date | Time | orFuid Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis

Score Nurse
Mouth 1V N.G N

08:00am| p_J) M loo
& _ /

09:00am ({7 g ]‘Oorﬂ" B
@/O 1000am [@ 7 | 1o

1100am | -7 | 10@,4,/' §

12000m | @ 1_CQC [loon) .~ v
01:00pm | @ L |66
Total Intake : ﬁ \ Total Output : Ha( f 3 @,CL)
% 02:00 pm N
Qi“ 03:00 pm
,{\ 04:00 pm T (_/’
[ 05:00pm L
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 :

(S

)
g
;
Lo
) e -

\V/
d

T'_‘"—D |

Total 24 hrs. Intake Total 24 hrs. Qutput

Docu. No. : RCH /FRM / CLINICAL / 092
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SHEBt NO, & .o

Rainbow®
Children’s

Hospital

Itiakes a lot to treat the fitde.

( FLUID CHART |

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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

Date Time

Nature.
of Fluid

.-

NG

Diarrhoea

Vomit

Dralnage

phlebiti
Score

lV Slte
Thrombo-

1

Sign? ]
s Nurse

N.G

08:00 am

09:00 am |

* 1 10:00am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Tolal O

utput

02:00 pm

4
Lo

03:00 pm

-

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total intake :

Total 0

ulput :

08:00 pm |

09:00 pm

10:00 pm

11:00 pm

12:00am |

01:00 2m |-

Total Intake :

Tolal O

utput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total 0

utput :

Total 24 hrs. Intake

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

Total 24 hrs. Ouiput
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CHECKLIST FOR THROMBOPHLEBITIS

(6 /-4,

%
Rainbow’ e e
Children’s @ BirthRight
Hos pitaI . BY RAINBOW HOSPITALS
Tt takes a ot to treat the littie Your Right to a Safe Delivery

“DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N M E M E N Remarks
‘ No signs of phlebitis /
i IV site appears healthy Observe cannula 0 %)
One of the following signs is
5 evident : Possibly first signs of phlebitis i
* Slight pain near the IV Site / / Observe cannula M Q\
* Slight redness near IV Site
Two OT the followmg Signs Early stage of phlebitis /
B oy Resite Cannula 2 N \
Pain at IV site Redness ‘L)
g\lflig;r:? e Tokiswinig-oigos dre Medium stage of phlebitis / \
4 Pain along Path of carnula ?es?ﬁ]Catnnula Consider 3 m
Redness around Site Swelling odanen \
All of the following Signs are .
evident ang Extengiveg: Advanced stage of phlebitis or
5 | Pain along Path of cannula the start of thrombopl_nlebms/ 4
Rediess ground Site Re site Cannula Consider m
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 along Path of cannula Redness }h.r t_)mbophlebms/ . 5 f\#’
around Site Swelling palpable nitiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse ( D

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

Signature of Shift In Charge :

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

Signature of Ward In Charge :

Signature : ............ Name: ...... 1‘@9641(/1_}
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O B

13003 1P28-00008538
:T:*Po?::&mmfow M16D (A R i?@ &
28.04-19 ainbow . R
" Ghildren's | gy ELLCONt
CHECKLIST FOR THROMBOPHLEBITIS rospnal o it 3 Sfe Gy
DAY-1 DAY-2 DAY-3
S. No. SITE 0BSERVATION STAGE / ACTION SCORE E E M E Remarks
1 | IV site appears healthy N&’ni?ﬁi g;gmﬁgiﬁs/ .0
One of the following signs is
5 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula \e
* Slight redness near IV Site
3 Two ofc}hetfollowing Signs Early stage of phlebitis / )
are evident: ) ) -
Pain at IV site Redness Resite Gannula
All. gf t{le following Signs are Medium stage of phiebitis /
evident ; , :
4 Pain along Path of cannula _Fr{eSItte Catnnula Consider 3
Redness around Site Swelling realmen “
Q\?Igef;? gggllgx»régg'iség:ns are Advanced stage of phlebitis or
5 | Pain along Patht of cannula tFl;e séaréof thionabophéebltls/ 4
Redness around Site Te Siie Lannulia Lonsiaer 3
Swelling palpable Venous cord reatment ‘
All of the following Signs are /
evident and Exiensive : Pain Advanced stage of
6 | along Path of cannula Redness }h;t[)r?b?ph{emu?é i 5
around Site Sweliing palpable RilAlE lreaiment ke Site v
Venous cordpyrexia Gannula
Signature of the Nurse

—

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

Signature of Shift In Charge :

Signature : ......... C O PO\ 1 1 TS

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

Signature of Ward In Charge :

SIGNALHIE & oo eesiiriaeronsas evesasrsrsoreres NATTIE © 1onarerensarereasnenees ierenreanerensensenseensnaes
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. Hos p ital . BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form e M i
, Date / Time 7 . .
Choose Highest Applicable Score from each Category %é/ 24 Fall Risk Grading
Sooe | £hm
History of Falling Yes 25 |
(immediately or w/in 3 months) No 0 ) Bisk Lovel Mnrsein::g)Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
mi 30
| Furniture Low Risk 0-24 I?tanda:_d Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 o
) Yes 20
IV / Heparin Lock or Saline T - Q"‘D Implement
9 @ Moderate Risk 25-50 Modera?e Fall
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status Ig IS - Prevention
riented to own abili :
Oriented to ity 0 Q Intervention
Total Morse Fall Scale Score: Q@
Signature @
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
LI Ensure patients use their prescribed eye glasses if any, in the hospital [ 1 Assess patient after visitors, leave to ensure safety measures in place
(] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
LI 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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BRADEN 'Q' SCALE
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Rainbow” @

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital

It ke o lot to treat the v,

Children’s .BirthRight'

Date :

Time :

s

S

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

7

Mobili : : % ; : s S :
1y in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
Sl Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : 3 ) % : ; W : )
o - alks outside the room at least twice a
of physical activity" Caiitiiibd 0 béd non-existent. Cannot bear own weight very short distances, with or without utsi Wi

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,

4
i
9

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

ski tui Whlcgs d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
tlg n:;:?uree Dampness is detected every time 8 hours. every 24 hours.
' 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
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across

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

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

repositioning with maximum assistance.

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

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

1
7

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

food intake pattern

than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

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

but will usually take a supplement if
offered.

servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| High Risk: 10-12 |

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

Moderate Risk : 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name
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Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are deemed at risk due
to altered maobility, 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 Atternatinia oressure matiress overla
Manage moisture, friction and shear ng p flay
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 -
13-14 Moderate Risk _ Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges ,
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure matiress overlay
Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk Add a pressure redistribution surface for patignts with Gel pads for high-risk areas

e

e Ve,
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__ HNH-00013083 |P26-00006536 Rainﬁ%w”
Mrs P KV LAKSHMI . -
L it W0Y1M16D  (F) Children’s . B"‘thR'ight
BF IMMAGARUBH L SRR S Hospital .w
TR PAIN ASSESSMENT FORM e i
Pain Scofe . . : Modifying | Patient / Family : .
Date Time (0/10) Location Duration Acuity Character Eaclors Educated .Interventmn Sign
f)» [ Continuous | [ Acute 1 Sharp [ Dull [ Increasing (1 Yes RLH\
%‘lb %ESS RE N [ Intermittent | [ Chronic [J Aching [ Burning | [ Decreasing | [ No Q
@[ é) ] Continuous | [ Acute [ Sharp ] Dull [ Increasing | [ Yes Y-
(&I @ \'D }\kﬂ'ﬁ\&\ﬂ Intermittent | ] Chronic [ Aching () Burning | [ Decreasing | [ No L N
ﬁ Continuous | L[] Acute ] Sharp ] Dull [] Increasing ] Yes p\l@\ <‘d"’
‘ i O i ] Achin Burning | i C =L
g ’6{‘)/9 )P m olie }QGW- ] Intermittent | [ Chronic | [JAching [ Burning | [J Decreasing | [ No e
(1 Continuous | [] Acute (1 Sharp (] Dull ] Increasing L] Yes
] Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing { [ No
1 Continuous | [] Acute [ Sharp ] Dull L1 Increasing [ Yes
(‘\ f,- [l Intermittent | I Chronic 1 Aching (] Burning | (] Decreasing | [! No
| 7~
L/ [] Continuous | [ Acute (] Sharp (] Dull [ Increasing L] Yes
(1 Intermittent | [ Chronic 1 Aching ] Burning | [ Decreasing | [ No
[7 Continuous | [ Acute [ | Sharp ] Dull [] Increasing L] Yes
[ Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No
] Continuous | [ Acute [ Sharp 1 Dull [] Increasing [ Yes
() Intermittent | [ Chronic [ Aching [J Burning | [ Decreasing | [ No
[ Continuous | [ Acute [ Sharp [ Dull [] Increasing [7 Yes
[1 Intermittent | [ Chronic (] Aching [J Burning | [ Decreasing | [ No
[] Continuous | (] Acute (] Sharp (1 Dull 1 Increasing L] Yes
] Intermittent | [ Chronic 1 Aching 1 Burning | [ Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PTO)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerleal Pain Scalo (Obstetric and Gynacalogy)

O m——

Ko Paln

L]

&

0
No Hurt

1 | | 1 ! | 1 I |
I 1 I I 1 1 1 T
2 3 4 § B 7 B g 10

Wong - Baker (Pediatrics) Ahove 7 Years

SO

Hurts Little Eit Hurts Lttle More Even Mors Huris Whola Lot Hurts Worst

. SCORING
CATEGORY
0 i 10y 2
No Particul , I COccaslonal Grimace or men; Frequéntto constént frown,
Face 0 Farircular expression or smea withdraw, Disoriented quivering chin, clenched jaw
Legs ) Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
| Laying quletly normal posttion, Squirming shiffing back and ,
Activity moves easily forth; tense Arched, right, or Jerking
Moans or whimpers occaslonal Crying steadily, screams of sobs,
Cry Na Cry (Awaks o asiep) complaint ‘ frequent complaints
- Reassured by occasional {ouching,
Content, relaxed hugging, or being talked lo, Ditficult to consala or comfort
Consotability nt, distractible to
Neonatal Pain, Agitation and Sedation Scale (upte 1 Month)
Assezsment Sedation Normal Pain/ Agitation
Criterla
-2 8| 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or sllent-
leritabllity stimull minimally with painful{ irritable Intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No argusaltoany | Arouses minimally to | Approprate for Restless, squirming { Arching, kicking constantly awake
stimult stimuli pestational age Awakens frequently | or
Ne spontaneous Lliife spontaneous Arouses minimally / no movement
movement movement {not sedated) :
Faclal Mouth s lax Minimal expressfon | Relaxed Appropriate | Any pain expression | Any paln expression
Expression | No expression with stimuli intermitient continual
Extremities | No grasp reflex Weak graspreflex | Relaxed hands and | intermittent Continual clenched
Tone Flaceld tone decreased muscle | feet clenched toes, fists { toes, fists, or finger
tone Normal Tene or finger splay splay
Body is not tensd Body is tense
Vital Signs HRA | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BE 3a0, | stimuli variability from normal for from baseline baseline, Sa0, less than or y
Hypoventilation or | baseline with stimuli | gestational age §a0, 76-05% with | equalto 75% with stimufation -
apnea stimulation - quick | slow recovery Out of sync or
TRCOVEFY fighting ventilator

~/




1P26-00006536

HNH-00013083
Mrs P KV LAKSHMI wo g 'r,/,{f‘ ®
* 23:04-1086 4YIM s Rainbow .

Ui, (S | @ st

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

NURSING SHIFT HAND OVER FORM - WARD

TeORUNG DOBIDT: ..oisiiscasmenissnsspresscaisvasssmorsasisss DERATIMBNL. ..o e osssvprusviasanmsonenan Date of AAMISSION: .........coevreerrsssscrees
Z | Diagnosis: ' W Any Infection: [1Yes [INo own
= Q(TS I YES SPECHTY: .ovooooroeeer oo
E \

@ PB
TR
2 | Area \o
= Shift Time _\(r\\:
£ | Medical Condition
=< | (Any special condition to be noted): =
Allergy: CYes @No | Yes CONo | Yes CONo|JYes CINo |C1Yes CONo | Yes CJNo
Tubes/Drains/Catheter: O Yes [#No |0 Yes CONo | Yes CINo | Yes OO No | Yes ONo [O Yes O No
L
Vital Signs: Temp: | Q% '\
= Res: | QY
_—
E Sp0,: o\‘c\\/‘,
& Pulse: | Q]
2 BP: | \\ [\ D]
Fall Risk Score: ~
Pain Score: -
Safety Needs: -
" Physiotherapy | Yes &No | Yes CINo | Yes CINo |0 Yes [INo | Yes CINo | Yes [ No
=
= —
E Others Specify:
=
g Special Diet: | Yes ©/No | Yes C1No |l Yes C1No | Yes CINo | Yes CINo |1 Yes [ No
E
§ Other Special Orders / Medications:
o P
Post Operative Procedure Special Orders: 4
Handed Over By Name : gU: O’\f\q
Signature : S
Date: A b
Time: P
Taken Over By Name :
~\{A
Signature : v/ \
Date:
Time:

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




Patient Sticker

%

Rainbow®

Children’s

Hospital

It takes 2 lot to treat the litte.

NURSING SHIFT HAND OVER FORM - WARD

.
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treang DOBION: w..oiiviesimsisaimissisisissmiaisiross Department! .cawiisnamnssmmsmmsis Date of AdMISSION: ..........ccovevemrvennene
= | Diagnosis: Any Infection: C1Yes CINo [ Not Known
'g If YES SPECIfY: ....vovveeecieciereeeeeee s,
=
w
2 | Area
g Shift Time
% | Medical Condition
= | (Any special condition to be noted):

Allergy: D Yes O No|TDYes ONo | Yes O No|CYes CINo | Yes T No | Yes CJNo
Tubes/Drains/Catheter: CYes O No | Yes ©INo | Yes O No|DJ Yes CINo | Yes O No | Yes [ No
Vital Signs: Temp:
= Res:
o Sp0,:
2 Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
- Physiotherapy [ Yes C'No | Yes CJNo |C Yes CJNo | Yes CJNo | Yes CNo | Yes O No
=
(=] /
E Others Specify: /
=
E Special Diet: |~ Yes CJNo | Yes CJNo | T Yes O No b Yes CONo [0 Yes CJNo | Yes TINo
=
S |Other Special Orders / Medications: /
[
/
Post Operative Procedure Special Orders: /
Handed QOver By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:

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




Rainbow® &

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

Hospital BY RAINBOW HOSPITALS
SPECIAL PROCEDURE It takes & ot to treat the fittie, Your Right to a Safe Delivery
patient Name - ..0. & V... lﬁ\tslnmi .................. Gender: O] Male female  Age: 49‘3/\ ...............
UHDNo 1. HINH-D00[203S e 8162024
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 consentto the surgery or special procedure recommended to you.

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

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

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

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

My signature on this form indicates that

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

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

3. Ihave had achanceto ask my surgeon questions.

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

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

Name of the Doctor who is performing the SUrgery/ ProCEAUNE: .............ccuiiiimnminisnisninsersessonssnesssnssussssnsnssnssnasssnssnases

~

Consentee : Patient Attendant : ~

T A [ ke R S e LSt ST R e e

Name : ' Name: ....... f'\‘k&l“‘-\.ﬁd‘&m
Date & Time : oglvé / 26. ' Relationship with Patient: s3—aart Devanal ...

Date & Time :

Witness :

Signature : ............. -—‘Ps‘ %ﬁ”

e Signature : ...

NAMG S s devinnasizess Mﬂlﬂ ............................. ame - a ‘
o S VT Name: . D A

Docu. No. : RCH /FRM / GLINICAL / 027
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Rainbow .

- CONSENT FORM FOR-GENERAL / Children’s .BB:rmRoLghE
REGIONAL ANAESTHESTA/ Hospltal. | W
MONITORED ANESTHESIA CARE

~—~

Operative procedure planned : -HH!.WO&WTHLWMPIC/\G—@M

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 during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

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

O Heart disease [ Hypertension O Diabetes mellitus O Renal failure

* [ Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
I.ZI Incapacitating Cronic Obstructive Pulmonary Disease
O Others : .............. mgamyAhm,MMwwm,WMoﬁwm ........................
COMIMIBILS ...ttt b et s
* Doctor to dﬁcument in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient
Kk Lode CAuah. ... the above mentioned operation / Diagnostic / Therapeutic procedures
......................................... M&KNMV‘LWMWMWM

* | authorize and give consent for anaesthesia ( O Regional / GGe/lggraLAnesthesm / 0 Monitored Anesthesia Care as
considered appropriate by the anaesthetic team. - '

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

Docu. No.: RCH/FRM/CLINICAL/021 PT.0




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

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

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

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

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

| declare that | have explained the nature 0&61.n/eral 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 / Patieﬁr‘t:endant : Witness :
L

Signature : ...\ S Signature : ﬁ)( ik W
)
Name : ..... QV“*"COJ@«E’P'\‘ . .. it I Name: ......... M&\“.&M”’\M .........

Relationship with Patient: See Date & Time : 3'%["))@01* et

Doctor (who is taking the consent) :

Signature : ........ @_'

Name : ... DX MoVINESTTHA.
Date & Time : O%b{na ............. Y exnCY
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Department of Anaesthesiolo Rainbow - o
o Children’s & BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .
It takes a lot to treat the little. Your Right to a Safe Delivery
Name: ........ PJQVL&K&W ............ Age: UMY sex: ’R”‘Wu .....
Date: ...... & Ol'-" .............................. Time: .. &3 AM - Proposed Operation:
Diagnosis: .. me .......................................................................................................................................................
B.P/CRT: (O,gf:p':’ H.R: Tl f ...... WAL~ Weight: .............. ASA Physical Status:
_ J‘:PO; A9 OB p Laboratory Data:
A2 GIUCOSE: o PIOLEIN: .o HIVE oD X-RAY: oo
PCV URBE: e AIDE o Hes AgL NI ECG ...........
Q \-!‘4 Creat: ..o B Total Bill: ............... HOV: % 20 Echo: .
Plate: .. :L ?—’5 N e eeeeceresrerierenre DI B e, Blood group: .............. Stress/Anglo :
PT o, T 1 A . Other: .. L2t Moy
=2 S (O, S, Cat 4 vovovvniviveiiinn. AKPHOS: e B
1S S R MG i AITVIASES s 1 q "1y Xf’:’: L/‘Y‘Ct\:v\,
. AN VY 10z M) ©
- SRVRIRONIRE - - .+ | Allergies: '\“wbr . bvoa—o\ oA
Medical History: ~ CVS: ¥v0O ALK UL eandid YTy YY) ‘I/OWL")’UJ w5 e
RESP WOy DMy %] Htkime  Diabetes: @)
CNS: wv Mo wafOn -
Renal : [
Hepatic / GE : I e - : Physical Activity: (&% >Y .
Others : Mo fve — oowrlx Py — e 204 A LA
S — Moutk
Past Anaesthetic History: :4“% t % st \(Mﬂ’b‘V\L A th] Wf“lvw,
Physical Exam: :
Airway: MP1(§)3 4 . Mouth Opening: Mentohyoid Distance: u Neck:@ Teeth: -—T—MW
Lungs : | %Lh&(—p,cuay %0 Lobrcce
Heart: L{(s &)
os: | MEG) |
Pregnant: []Yes Mo CINA Venous Access Site : ACQ2#A Y, Spine Exam for regional : @
Anaesthetic Plan: CIMAC /REGIONAL &GA-ETT © yrﬁ 7 WUALL e

Spoce, §U°

Peri-Operative Plan Explained to the Patient: L es o No

CURRENT MEDICATIONS DOSAGE { w01 Ay, Pre-Operative Instructions: wakev (@ &-yo A -
4 1. DVT Prophylaxis :

- / o 6|2
A, ’%/D’QM > :‘f’b He™ on OC‘O k Water / ORS 2 Hour,
wDlod g,
4 " 2. NILORAL<[ o f 2
3. Informed Consent: & Standard = High Risk

4. Post Operative Pain Management. _BiScussed with Patient
5. Other Instructions: ‘

.......... A 0 I 0 - she, el

Signaturer ............. LQZ—/ ..... Name: . D MU T A © e

Docu. No.: RCH /FRM / CLINICAL / 044
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Pre Induction Assessment: ﬂ i &&f AN

2
Rainbow” ® - C
i ’ Ri
ANAESTHESIA CHART  jnaoient ® .B'rtaﬁgh}

Change in Patient Condition: TYes [2AG Fasting Status: -Aelq KA
Physical Status: | 7 Patient Identified L="Consent Present B Chart Reviewed
H.R: Mmt. [B.P/CRT: ROIGWHH [5p0,:  \ov/ [RR_ G Junr [ Last Feed:
Pre-OP Diagnosis: . MATYIng... PYWP......... Operation: ‘}Wiwm(» PVW Date : 03{% Pb.....
Surgeon: .. EU Nbpa T— Anaesthesiologist: ...... TV (Wgglimy, ....... Teohnician: Uz (laumdra.
TIME Ty V) -
ﬂ&%.ki b ) TS '
HALO /SOTSEVE {1 [ 55 [ =5 Antiblotic
Drugs: ; & lnﬂf
A ('8
Suppos
‘r%
f - HAOEL A
'a" IDOth
Blood Loss
FIO, J 520,) oo (VoD )
ET00, 24 23 lﬁ |
£C6 S| (n i
Temperature
Urine Output NOTES
= 7
23 Vi B
" 240
V Systolic 220
A Diastolic
X Mean 200
« Heart Rate 180
Tourniquet on Ti ¥
Tnuml:z:l z: Ii:: 160 s
' 140
Throat Pack In
Throat Pack Out 120 -
100 g
BO
80 - 4
40
i
20 -
10
0]
ASG 1
LAB Values
| GRBS_
Others
~="Equipment Checked and Temp: Induction R
t egional.
Functional C=ME [ Fluid Warmer | .=V =il Extremi
= emity Specify: ..
:.fy _ CDUL 1 ClingFilm [ OH Warmer LPe0,  [CIRSI i O Epidural (3 Caudal
Cuff Site: o J=Hugger's "] Cotton Wool (] Others
Art Site: . ] Other Soet=>-
U EKGlead  SWLAS) O Mask  CrSoa — Y
Ol Temp Site Times: q %DNY] 1 Airway 7 Oral ["1 Nasal
\_~"FI0, Monitor Anaes Start: ETTR ooisifumiess [ B siiimianentonnys 0V Depth: oo,
Agent Monitor op start:..... 41+ YD 7 Oral CINasal [ Cuff
pum Oximeter opend: ... Y0 ’m [ Tracheostomy [ Topic
T Capnograph Leave OR: .. \O ‘k L C D!’ngi 7 LVPU 4
T Ventilator yhasla. | Awake [l Direct Visi
= ‘ O O on S,
[l Nerve Stimulator 6A T v ‘ [ Video Laryngoscopy [ Stylette / Bougie Infusion: .
| Monitored Anaesthesia Care [ Fiberoptic
Position: WA O3 Regional ke . Block Level: ......0 .
t'P/'pmssura Poln:s Checked v (520 & Loction Difficulty Why'? COMMBIES: ....ocovuninnrisniissimsismmsisisnseseenmessessesssssssses
) ne (Size cation Trans) ion to
Eye Care: —
yim CEe v | o Bilat = % C11cu 7] Other
¥ Tape (19 --------------- Semi-Closed Circle Relaxant Reversed [ ] Yes ] No QﬁA
O Padding U"; Q‘Dcl 7" Closed Circle U
= ) 1 Other Name of the Doctor : PR M lU&@W
IV: - Signature of the Doctor :........
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POST-ANAES 1HE>IA CARE UNIT RECORD
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Received in PACU b{ ................. rkx% ......... Time Received : ........... \.Q}c .............

2
Rainbow” ) _
Children’s 4 BirthRight
Hospital . BY RAINBOW HOSPITALS
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POST ANAESTHESIA SCORE MINUTES INTERPRETATION
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BP = 50 of Pre Anaesthetic leve =0
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PAIN ASSESSMENT AND MANAGEMENT FORM
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Pain Tool Used: [ N PASS ZJNPS

[ FLACC [ Wo%e’aker

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:

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

Reassessment Frequency:
1. Every eight hours for all hospitalized patients.

2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b, After 24 hours every 4 hours
c.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention
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Catheter Removed by and Tip Inspected ......................................... cereseera e oot s AR AR A SRR E Rt
Patient Satisfaction : ... ersesnss s assnas S —

Discharge /Shifting ordered by
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Date & Time of Transfer Order

Patient Name & UHID No. Date & Time of Admission
::H:!o(o\:mmm 1P26-00006536 %} G/ % @ C‘O" 21 [Or v g[ é [62’ 6 C?M’Qﬂ“uj
;:-m:‘MURU‘:l‘:n;: b Transfer Ordered by Reason for Transfer
AT llll
o LM pettomy
From Unit To Unit 1nformatign E[0 Attendan(
e po L4 o1 Yes[ 1 Mol

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
Yes| | No [ |
— (’L-—’
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1l —_—
0 1 — (T
N =
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes| | No[ |

Ste <ALl

Name & Signature of Person who is Transferring

| AQS

Name of Person Ordered Transfer

D U A~

Patient & Clinical Records Received by :

088 L\
2\ %W& " Qgi’?p\

Date & Time of Patient Received :

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

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

|| Nurse not Available

[ | Available Bed not ready
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Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

P over to attendant
Gb@ - Yes| | No 2/
= If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ftem Name Quantity
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3.

4.

5. /

Shifting Summary / Notes Written by Doctor : Esfj

No[ |

¢y

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

Date & Time of Patient Received : @/I b }

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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NURSING CARE RECORD
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[CJ Maintain Airway and Oxygenation

1 Relieve Pain & Discomfort

J~—Maintain Fluid Balance

—1_Improve Activity Tolerance

Maintain Good Nutritional Status

Date: ...... @/,é ........................

[] Maintain Skin Integrity

w
g [ -Maintain Personal Hygiene ~=Prevent Infection [ Meet Elimination Needs C1 Ensure Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
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oA ‘ Rainbow Childrens Hospital-Himayatnagar

Rainbow Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.

Hospital “’ﬂ" TEL NO :040-48873000
" WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs P KV LAKSHMI Age : 40Y1M16D
IP No: IP26-00006536 Sex: Female
Consultant: Dr. MUNAGANURU NIHARIKA 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
Murance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care 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
claarance. In case of failing the submission, | will pay 200/- Rs.

© ceivers Signature.................. )

3 IP Guide book has been given to-me and | have been explained about the Hospitals rules and policies.

4 Financial and billing counseling has been done to me.
u&%
Signature of Patient/Relative:

/ m C‘W/’ hig § t«Q! L\ vy Patient Address:
Relationship: r\lod\( o cM\ 3-1-362 nimaboliadda Kachiguda

Hyderabad Telangana INDIA 500027
Date: 057[0@ ’10?,& Time: €1y AM
Wittness Name: 7’0’56‘&'”

Wittness Signature:

Printed Date / Time : 08/06/2026 08:34 Printed By : 020099 Page 2 of 2




