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ESTIMATION SLIP Hospital f

Date :

DY admayey

(Lgé UHID / IPNo.: _lnH-P00a00 |12 24 SiNo. |

It talets 3 lot to treat the litde.

434

Name of Patient: ___{)y (. (‘/-} 11, Lu ( Aml}' Age: Gender:_ L
Father's / Husband's Name : LV AATA Corporate / Occupation :
Address: A . C. i“my O Nodgy Phone: 2 Email :
Procedure / Plan : 5 1.4 (y f) (0 EDD/Dos:
MODE OF PAYMENT : || SELF D}PA T -3',:!_: [ ]GIpsA: _OTHER
TARIFF INFORMATION :
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
b - .uared Ward 7 L i =T B( 4
Twin Shared Ward Y
Private Room - f] )( 4 /,D eue \ ‘
Super Deluxe Room pd 1 v
S nom =S N7 S ) L}« Ebulie. €L b . Oni
Package includes Room Rent, Nursing Char; Room Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
ka, from th 2
('Pac i sta.rts. N o 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 L__| Not Covered Epidural / Entonox : [:] Covered D Not Covered
Jmitial Minimum Deposit : lo,onk Advuanc e Hme of A, GO0

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

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

3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
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 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, ete. credit cannot be exchanged. These items are not payable to us as per Insurance company norms.

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

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

8. Tariffs are subject to revision

9. Kindly check yourbilling status on day to day basis at IP Billing Dcpartment

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

DECLARATI
1 have attended the Financial dounseling 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
I promise to settle the hospital bill with the hospital without any ambiguity. {
0 X WAz & ':‘/L’
Signature of the Client Signatory Relationship Signature of the financial Counselor
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! Mrs SABIHA SHAIK
™, 10-05-1988 BY1IMSD

Dr. PADMAJA YELISETTY
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SURGERY DETAILS

%z
Rainbow® . L
Children’s (d BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Patient Name: JWM M}MM ......... Date of Birth: .[Q.=

Gender; W ................ Ward: .......... (1 I
. [0T-1 M0T-2

Date of Surgery: ... loel26... [10T-3

Date : T5/06/°26
09.7198.%......... Age: ..38..’7({&
UHID No.: HNH =010004.2.30......

(10T-4 [10BGOT-1 [ 0BG 0T-2

® Name of the Surgery : 76Mf%wv~$ ........... ""'(7 -{-@lw ..... *Sf’%umgw/-mj

Timein .......

1. Surgeon
2. Anaesthetist &

3. Assistant Surgeon : @ﬁ N
4, 0T Technician

5. Circulating Nurse /gﬂl m&ﬁa /gl Q?ZGAGWL@

6. Assistant Nurse

f 0000006773

Special Equipment; T/L:ﬁirascopy (| Broncoscope
[] C-ARM [ ] Cystoscopy
[1 Neuro Cusa (] Others ....cooeeeeveeciiieennes

o s

Signature of the Surgeon

Order No: @?ﬁ’@fﬂﬁé’dﬁf{%ql

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

Time Qut :.........

U B ty...

AMOUNT

Mrs SA!HASHAIK (SJYHJSD.'F]

HN26009849UTERS

b 00 226702 ) 5573
71'/ mm&,ﬂ(/ ] Morcelator

[ ] Versa Point

[ ] Liver Cusa

Signature of @iﬂng Nlljrse

(2:/2 Prq .




HNH-00004230 |P26-00006586
Mrs SABIHA SHAIK
" m-os-mc BY1IMSD

PADMAJA YELISETTY
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Circulating staff ...g)ﬁ.w{a,)@nluﬂechmman Q&u

(F)

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

v Bl sl b e
Hospital
CONSUMABLES 0F oT :“P““““
Date o g/&é .......... Time :..... ’. D BOHM

Anaesthesia Disposables ~ mm Surgical Dlsposables my/ “sess| Disposables (Baby Side) | _ OV
ETtube 7/ C/U_J 10 7 &L,.dda}or-Pack | L~ | mjvitk
LMA / / J/Sutures é” Cord Clamp
ECG leads : A / )/N Q"&/’ EEYA N ,/ Suction Catheter
HME fitter : A/ P / N N4 T v Feeding Tube
Syringes : 10 cc OuRp eqq veen o(\ T Vaccum Suction Set
05 cc ,{.,Lb/fzeloves _& o 4 f/ \*'] ;g_'_' /Z’Surgical Gloves
02 cc ' f ( ( G PC’Mm‘l 3__% Gauze Pack
01cc - /enmg! ['ﬁ Q’+d _~1 Syringe 1ml / 2ml
Cautery plate : K/P/N _{}f'\/ urglcat blade “ ' T VoA Surgical Blade # 20
IV set m MG tube ' Koochies (S)
RL P gfg‘\‘ ﬂﬁtery pencil
NS : 10mi / 100mi / 500mI/ 1000 dochies
| o b 8 rmens

,\/ lction Catheter

Order No. %5’@@@0%55[/ (0L [17... orderedby: .....

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

|
grse

SLoplng A7
Fentanyl ?é,l/ Cap, Mask gl T, g
Morphine Gauze Pack 5 7.2} 3%%'):
Ketamine /“’ Mop Pack N
Propofol an Beristip o 4 b Leu QGM 7@1
Rocuronium derpad %// "
Glycopyrolate Aeawr-sheet bl‘fdbq i
Myopyrolate o1 | Abgel VU
Ondansetron o'\ | Fateys catheter |} ﬂi\r;/‘
Pencan 25g/ Spinal Needle 22 : P “Urobag /]Y /
Bupivacaine 0.25% ?\5 J /Ghest Drainage Catheter {
Bupivacaine 0.25%(Heavy) ‘ Romodrain bag
Antibiotics /B,aﬂdage
NI Q| sitem —
Suppositories \ VW-U[-PL&F—- /I\ el
Anamol : 80mg / 250mg / 170 mg __Pouble J Stent _"/:’-'v
Supridol : 100mg Kf j\’/faccum Suction set L/_' o il
Justin : 12.5 mg / 25mg / mb’g DI\ Pastic Bed sheet Ap o ~ | L\ ) "
Tab. Misoprost : 200mg | Betadine Solution ‘:{3 V3 ]D)C_ m&rﬂu @y“
Wolos Fobe 10 | {0 phrosies DLW cdwida BeCr (k)
YT BT Coton s A Mt he I T I
\V (o, 186 | @ N Tatex Gloves A Nl pisuuor e Lo~
Prip (0o g0 +)Bardione Scrub | Dexamethntde [nd
0, s K (1] Jo R grivde Ly Liabe ciit fon
Surgeon sthesiologist OT Technician
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= Rainbow Childrens Hospital-Himayatnagar
Rainbow P y g
Children’s _ = . ' . .
ita] | Brts  Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital | p . .
Rausboa guarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
|
MRN ‘ : HNH-00004230 Name : Mrs SABIHA SHAIK
Age / Sex . 38Y1M5D/Female Doctor . PADMAJA YELISETTY
Adm/Reg DatefTime 15/06/2026 06:09 Payor . GO DIGIT GENERAL INSURANCE LIMITED
Order Date + 15/08/2026 13:23 Ordernumber . 26-0000206812
VisitID 1 1P26-00006586 ) Ward/Bed No . 4F-QT/LDBR-415
Patient Address : A S Roa Nagar, Hyderabad, Telangana, INDIA, 500062
é.No -?Dnscrlpl[on Generic Namoe Dosage Route { Frequency Duration Instruction Qty Status
-~ 1 gfg&%i",ﬁ“’k’%‘g{&“ NITRILE GLOVESM |1 Nes External / Once Dally 1 Days 20Nos|  Ordered
RIBBONIGAUZE TINCH X RIBBON GAUZE 1 INCH .
2 SMTR (STERILE) X SMTR (STERILE) 1 Nos Exlernal / Once Daily 1 Days 1 Nes Ordered
3 DSYRINGE 10ML {NIPRO) SYRINGE 10ML 1 Nos External/ Once Daily 1Days 4 Nos Ordared
GAUZ SANAB 10 X 10 CM GAUZE SWABS-510X10
4 12PLY 55 X-RAY 12 PLY XRAY STERILE 1Pkt Exlernal / Once Daily 1 Days 2Pkt Qrdered
5 E‘:gg#chSK 3LAYER - FACE MASK 3 LAYER 1 Nos Extarnal / Once Daily 1 Days 10 Nos Ordered
§
6 MYOPYEOLATE-INJ~SML 1 Nos { Once Dally 1Days 1 Arapule Ordered
7 SGLOVE #7.0{SURGICARE) }SURGICAL GLOVES 7.0 |1 Nos Externat / Once Daily 1 Days 2 Nos Ordered
8 (SP%%%EE%NF g:;’él;EMALE) 1 Nos External / Once Daily 1 Days 10 Nos Ordered
] Sgg‘;‘E 7SXT.E12PLY (5 SS!;ZE 7.5X7.512PLY 5 1 Nos External/ Once Daily 1 Days 2 Nos QOrdered
10 THEMIFFRRNOM ®.2MG INJ 1 Nos Injection f 1-2 TIMES A DAY |1 Days 1}08’ - Ordered
1
MEIOR[PACK
1 (%TECTCARE} 1 MNos {10 AM 1Days (1 Nos Ordered
12 DSYRINGE 5ML.(NIPRO) SYRINGE 5ML 1 Nos External / Once Daily 1 Days 4 Nos Ordered
5 13 |CURGRINE (ATROPINE) N 1 1 Vial Injection { Once Daily 1 Days # Vial Ordered
14 DSYRM\!GS 2.5ML(NIPRO) SYRINGE 2ML 1 Nos Extarnal / Once Daly 1 Days 5 Nos Ordered
L}
15 BCV-]NIRAFIX SAFESET 1Nos f Once Daily 1Days 1 Nos COrdered
16 gﬁ?.?gga%s 60X50 1 Nos Exiernal / 10 AM 1Days 1Nos Ordered
PADNMAJA YELISETTY

Reg No : 52427

* This document is just for reference purpose anly. Not fo be considered as primary report.

Note

* This prescription is valid only for speclfied duration.

" Do not refill modicines.

Printed Date il'i:‘l‘le ' 15/06/2026 13:32 Printed By : SUNKARI SANGEETHA Page 1 of 1




nainb%w L Rainbow Childrens Hespital-Himayatnagar
E{I;[s'g“"::ﬂ's Byt Rainbow Chidren's Hospital, Door no. 3-6-267, opp. Cale niloufer, Old MLA
fnabn quarters road AP State Housing Beard Himayatnagar ,Hyderabad ,
Telangana, INDIA 500028,
04048873000, info@rainbowhospitals.in

[Jiind Bl

ELECTRONIC MEDICINE PRESCRIPTICON

RN HNH-00004230 Nams Mra SABIHA SHAIK
Age ] Bax 38Y 1M5D/Famala Doctor PADMAJA YELISETTY
AdmReg Date/Time 15/08/2025 06:09 Payor 1 GO DIGIT GENERAL INSURANCE UMITED
Ordet Date 15/08/2026 13:23 Ordernumber  : 26-0000206811
Vislht 1D IP26-00G0GERG Warded No ¢ 4F -OT [LDR-415
Patlant Adcress A 'S Roa Nagas, Hydarabad, Telangana. INDLA, 500062
B.No Deseription Genaric Name Porags Routa [ Frequency Durstion Instruction aty Bistuw
1 Eacae bhicropat. ghives-£.5 1 Mos. 1 Onou Cady 10ayn IHas|  Dapenssd)
3 {PEYRANZEOUTON 0% Thes Eciwenad ¢ Oncs Daty oy 2Ho|  Dupemed)
1 {VICAVLIOWRZMS VICRYL 1-0VP 238 [1hos 10mca Dsdy 10m shot|  Daiowried
4 |vaccume sucmonseT gg':u"'s SUCTION |y o E et 1 s Daly 10y 2nca|  Duponsad|
s [scusocanseER pATCH ™ Exwmal 110 A 103 thos|  Diwrsa)
& Imtimc e ! 1l Incnon § Grce Cady [E- 1vial|  Despersea|
7 | DERAMETHASONE 1N 73l 1l Exiernsl § Orce Daly 108yt 1] Dapaesed|
HM E FRTER [ADULT} 1641
[ 3 e Alnd 1 Now Extomal / 10 AM 1080 28] Dipanses
9 [{USTHSUPPOSITORIES 100 ™ Exriernal § Qe Daly 10ays thos{ Dispensed
10 |RMrdSPIKE-Y RHNISPHE 1Ngs E vyl { Onices Dady 1 DAy 1Hoa| Dipansed|
11 {THEMICAINE 200M JELLY 1 On Applicauon | 1 Once Dady 1083 thos| Depunesd
12 |venrLoni.zos IV CANULLA 20 I1Noa Etornal ¢ Once Tty 1083 thos|  Dopemsd
13 |JURCARNENIVIAL D25% ™ [STITYTY tOays Yhes|  Dispensac
W JMCT-ROF 100MG 1ML ¥ Nt Imecton  Onoe Caly 1Days 2Nca|  Duparaes|
LEGGNGS DISPOSABLE .
18 e T CARE Bte 1hos 11044 1083 tHes| Diperses
1% ;&52;"“5’“ erR 1Nca 1 Once Danty 20ap 2ho8|  Dupanved
AN: 4
17 |ovoormo gz |SHDANSETRONAMG |y oy 10nce Dady 1ouys 1vist|  Dizpemec
Sl Y A hes 10mon ey 10874 ¥hoa|  Disperaas
Oxyponilati Wi Tubng + | s
LI Fo-pmeahipls Yhos Erieral{ Orcs Dady 1D thos| Dispemed
= |ac §eL My o4 1 Qo Dady 1w | Desposad
7t |ET TUBE 7.0 CUFFED RUSCH ™ Ecternsd 10 A 10m too]  Duoened]
n 233&2? CLOSED vmﬁ 1 Hoe E xiemat { Once Dady 1Dm ZMos| Drperaed
PREGELLED SURGICAL PREGELLED PLATED
Fa PUATESIADULT) ADULT thas €t f QG Dady 1 0o THH]|  Drpeeded)
n v?«:sommmcm e o WINGEAL |y oe External { Ores Dady 1 Dayn 14ot|  Dapensea
LIMB-O TMVERTILATOR  [LIMD-O TM
CRCUIE VENTLATORCIRCUTE | Ho* 10nce Daily 10 THos|  Debpiried
DISPOSABLE APRONS. DISPOSABLE APFRON
STERRE ot foriiaty Lhos 1O Dty < tays 4tios|  Dispensed
VHGH PRESSUR EXTENTION
EH 200 CM PRYMAX 1hos Ememai | Oncs Dady 1 Dayx Thos|  Depenesd
78 |£.0.GELEGIROOES (ADILT) [ELECTROBES ADULT |+ Nos Ectirmat f Once Dady 100 anos|  Dwosasad
2[Rt soomn CLOSED SvsTem {ENCERIACTAIE t Borte 1Omcw Dady [R5 SBons|  Oapersed)
30 [IRRIGATTOM.ULRSET) RRIGAFTO(TAPR SET) |1 Noa Extamat f Ovce Dady 1Dy 1hos|  Drmpenved
IPARMPARAL
n %msm“' 18408 sryecbon ¢ Once Daly 1Days RET™ [ e——
PROXSMATE PLUS MD 3500 | PROXIMATE PLUS 1D -
2 STAPLER(PMWIS) 1300 STAPLERFPRRAIS |1 PO Exwomal f Oy Dady 1033 THo|  Drspensed
13 |venrtoniieg IV CANURLA 18 1 o Exomal £ Once Daty 10mm 1ros|  Dwpemed
1 |sciovesesisurcicare) |sumorcar clovesas |1 Eclerrcal f Once Daty 1008 Itioe|  Dwpenuad
35 |mors 30x0 8eLy 85 x-RAY |MORT 300308 PLYOATT [1 hos 1 Once Oty 2Duys Ihon|  Dupersed|
2 (e TROSTORES 1804 Frsemai | Once Dady 10ep Vrw|  Desrerisad|
a7 JURcEAs pouT ™ E riwnal§ 10 Ak 100 I
38 |RvLES TUBE 14 POLYMED 1Hos FOncu Doy 1000 Thios|  Dupensed
CHLGRNEXICINE
P
s |Bacroerersalutions LG EnTEn, - £0nce Qady 10um 1|  Dapemsea]
JAALCOHOLRDN £00
VEWO-LINE 100CH
4 |pousons . Jine #Once Dady 10w [TV r—
4t [surcical BLace 1 [sURGICAL BLADE 11 |18 Ectornsl | Ot Diady 1Cays 1] Dasenved
PADMAJA YELISETTY
Reg No : 52427

* This documant is jusl for relerenca purpose only. Noi 10 bs considered 83 prmary repoit.

Note
* This preseription is valld enly for sapecified dutation.

* bo not rafill medicines, *

Prinlad NalafTima  1AMEMNIAR 1737 Prnted Ay SIINKARI SANGFFTHA Pana t nfy
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Fnbow Childrens Hospital-HimayaOagar

Rain b‘ow’
. . ) . . M
Children’s Birth Rainbow Children’s Haospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital - . .
Rainbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
o . . Telangana, INDIA_500028
040-48873000, info@rainbowhospitals.in
LTSGR RTAT
ELECTRONIC MEDICINE PRESCRIPTION

MRN : HNH-00004230 Name : Mrs SABIHA SHAIK
Age | Sex :38Y1M5D/ Female Doctor : PADMAJA YELISETTY
AdmiReg Date/Time 1 15/06/2026 06.09 Payor : GO DIGIT GENERAL INSURANCE LIMITED
Order Date ¢ 15/06/2026 13:23 Ordernumber  : 26-0000206813
Visit ID : P26-00006586 Ward/Bed No : 4F-OT /LDR-415

Patient Address : A S Roa Nagar, Hyderabad, Telangana, INDIA, 500062

S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status

1 |SGLOVE 7.0(POWDER FREE) ! 1 Days 2Nos| 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.

Printed Date/Time 15/06/2026 13:33 Printed By : SUNKAR! SANGEETHA Page 1 of1
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Rainbow® &
\ Children’s BirthRight
i BY RAINBOW HOSPITALS
Hospital ‘ .;Uar—q.gm.mmem:
Name Mrs SABIHA SHAIK UHID HNH-00004230
Father/Guardian Mr MD BASHA Age/Gender 38Y1MS5 D/ Female
Address A S Roa Nagar, Hyderabad, Telangana, INDIA, 500062
IP No IP26-00006586 Admission Date 15-06-2026
Ref Doctor Self.

Discharge Date 17.06.2026

DISCHARGE SUMMARY

Consultant:

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

Diagnosis: P2L2A2 WITH PREVIOUS 2 LSCS WITH ABNORMAL UTERINE
BLEEDING WITH ENDOMETRIAL POLYP WITH MODERATE ANAEMIA

TOTAL LAPAROSCOPIC HYSTERECTOMY + BILATERAL SALPINGECTOMY
ON 15.06.2026

History: Patient came with the complaints of heavy menstrual bleeding and
irregular menstruation since 1 year. USG (17.04.2026) showed Ademyotic

M Uterus with ET- 10.5mm, Left Ovary - simple cyst, Right Ovary visualised and
normal.HPE of Pipelle (18.04.2026) showed disordered proliferative
endometrium with behign endometrial polyp, came for Total Laparoscopic
Hysterectomy with Bilateral Salpingectomy.

Menstrual History:-
LMP- 23.03.2026
Previous cycles: Irregular

Obstetric History: P2L2A2 ,2 previous LSCS 2006,2008, LCB- 2008

Medical History: T2 DM since 6 months on T. Glycomet 500mg PO OD
changed to T. Glycomet SR 500mg PO OD, T. SITACT 50/500mg PO OD since 2
days.

Family History:
Father - cardiac stent, HTN T2 DM

D ONDAPUR OUTPATIENT CLINIC \cerud SECUNDERASAD
HIMAYATHNAGAR BANJARA HILLS NARH & N HYDERNAGAR KONDAPUI CUNDERARAD (4AS
31040 - AEBTI000

040 - 4246 3100

@ 1800 2122 @ www.rainbowhospitals.in




Rai b; 3 . .
A Cﬁli?dr%vr\l”s ‘Bll’tthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs SABIHA SHAIK UHID HNH-00004230
IP No IP26-00006586 Admission Date 15-06-2026

Mother - HTN,T2DM, Hypothyroidism.
Mother & her siblings - Hypothyroidism
Maternal grand parents - T2DM
Maternal uncle - lung cancer

Paternal GM - HTN,

Surgical History:
1.Laparoscopic myomectomy & right ovarian cystectomy-31.05.2022 (HPE-
leiomyoma, right ovarian simple cyst)

S 2.Pipelle biopsy (2023) late secretary phase pregestational changes.
3.Papsmear+ HPV DNA (23.10.2025): Negative and not detected.

Allergies: Nil

Investigations: Enclosed.
Blood group: "O" Negative

Surgery Notes: TOTAL LAPAROSCOPIC HYSTERECTOMY + BILATERAL
SALPINGECTOMY.

Indication:
AUB with Endometrial Polyp.

Operative findings:
~ Uterus bulky.
o - Bladder densely adherent to uterus and anterior abdominal wall.

- Left adnexa normal.

- Right tube adherent to uterus and ovary.
Right ovary adherent to tube and lateral aspect of uterus .
Adhesiolysis done.
Specimen sent for HPE ‘

Post-Operative Notes: She was closely monitored in the postoperative
period. Her vital signs remained stable. Repeat CBP sent showed Hb of 8.6gm%
following which 1 Unit PRBC transfused. 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. Ceftum 500mg (Cefuraxime axetel 500 mg) twice daily till
20.06.2026 (9am - 9pm) after food.

» D MAL 1 d| NANAKRAMCUDA
2 B VO " ITPATIENT CLINIC SECUNDERABA D (NABH Accredited)  KONDAPUR L B MAGAR
HIMAYATHNAGAR BANJARA HILLS NABM & HYDERNACAR (N KNI OO 1 103 crgency 3 04049313233
S, 45 ey 3 040 - 4246 2100
Shmegeincy 3040~ & e

® 1800 2122 & www.rainbowhospitals.in
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Rainbow . . L
X Children’s BirthRight
HOSpit&' BY RAINBOW HOSPITALS
‘ Your Right to a Safe Delivery
Name Mrs SABIHA SHAIK UHID HNH-00004230
IP No IP26-00006586 Admission Date 15-06-2026

2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs)thrice daily till
18.06.2026 (7am-3pm-10pm) after food.

3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 18.06.2026 (10am-
4pm-10pm) after food.

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

5. Tab. Zincovit once daily (2pm) for 1 month after food.

Review with Dr. Padmaja Yelisetty, on 22.06.2026 (Monday) Rainbow
O Children's Hospital with prior appointment (Review consultation will be
charged).

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

Patient/ Attender

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

,\ \BT\;

Registrar/Resident/C.M.0
Consultant: i
Dr. Padmaja Yelisetty,
MBBS, MD, MRCOG,FRCOG
52427

¢ T ic edited SECUNDERABAD i KONDAPUR L B HAGAR (NA NANAKRAMGUDA
HIMAYATHNAGAR BANJARA HILL S LCL » & NAEL A HYDERNAGAR (N -m.ua;ua-nn ”:-\.‘IF.NL“'N‘ BEUNDERASAD Pl 2 KOWAPR. - i | HAAR DA Acerost st O
] 040 - ABAY: 5 308 t 246 2100

@ 1800 2122 @ www.rainbowhospitals.in




PATIENT TRANSFER FORM

L

\y

Rainbow" : e
Children's | & BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery
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e . 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 ot Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital S TEL NO :040-48873000
+ Rainbow WEB : https://rainbowhospitals.in
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: IRRIRT RN CERCERTT RIS ]
Registration Details :
Admission No : IP26-00006586 Admit Date :15-Jun-2026 Admit Time :06:09 AM UHID : HNH-00004230
Patient Details :
Patient Name : Mrs SABIHA SHAIK Age :38Y1M5D
Guardian : Mr MD BASHA DOB : 10-05-1988
Gender : Female Religion
Occupation 3 Martial Status
Address (H) - A S Roa Nagar Hyderabad Telangana INDIA Phone No : 9849367882
200062 E-mail . NA@GMAIL.COM
Admission Details :
Bed Type : TWIN SHARING Bed No :LDR-415 Ward Name :4F -OT
Room No : LDR-415 Admission Type : First Visit
Contact Details :
Name : Mr MD BASHA Relationship : W/O
Contact Address : A S Roa Nagar Hyderabad Telangana INDIA Phone No : 9849367882
500062
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Doctor Details :
Doctor Name : Dr. PADMAJA YELISETTY Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor  : Self. i Phone No
Co-Consultant
Payment Details : Deposit Amount  : 10000.00
Payment Mode : DC/CC Card Payor Name ljll\?l?E%GlT GENERAL INSURANCE
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
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Obstetrics and-Gynaecology
Early Warning Signs

~ f

1 Yellow Alert :
Repeat Observations

in 30 minutes
\. y,
4 N )
Complei:e a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set °,.f MEOWS Observations
Observations in 30 minutes
- J - y,
. ! 4 N\
v ' > 2 Yellow Alerts or = 2 Orange Alerts:

Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

- | Y

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

1 Yellow Alert :
Repeat Observations
in 30 minutes

\_ W,

4 \ 4 )

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes

\_ y . Y,
~ ~N

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
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* The Modified Early Warning Score (MEOWS)
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It takes a lot to treat the littie.

[ FLUID CHART )

. Your Right

BirthRight

BY RAINBOW HOSPITALS

to a Safe Delivery

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

i s

~ OQutput

Date

Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

v Sl'te

Thrombo-

phiebitis | Sign.

Score

Nurse

Mouth

LV

N.G

08:00 am

09:00 am

FamA\ T |

uk.a
R

10:00 am

o

Sy

11:00 am

g
>

12:00 pm

01:00 pm

.-—""‘P/

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 OQutput :

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 Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output




29

d

2

NN “mao . |P25-00M5m ‘I@
\ mnnﬂ""‘ 38Y1M80 i Rainb:(')we
»wm"""'““mmm Children’s & BirthRight
T CHECKLIST FOR THROMBOPHLEBITIS Hospital _ | [ rsaemmicin
16t — |
DAY-1 I/ S pav-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE M E M E M E N Remarks
; No signs of phlebitis / Mﬁ"
1 IV site appears healthy DbiSave carnola 0 b | l 2l D
Oqe of the following signs is o
: evident : Possibly first signs of phlebitis 1 o
* Slight pain near the IV Site / / Observe cannula N
* Slight redness near IV Site ;\% NH’
3 T of(jthe:oliowmg Sighs Early stage of phlebitis / 9 -
il Resite Cannula Nog-
Pain at IV site Redness - M
‘:yi(?;r:? ? FahaIig: g, s Medium stage of phlebitis / . |
4 Pain along Path of carnula ?fsﬁc;:ltnnuia Consider 3 /‘CLLL N ﬂk
Redness around Site Swelling SHme V/a
Q\Ti(?;r:? g;g"g:g:lgsiig.ns are Advanced stage of phlebitis or
5 | Pain along Path of canhula the start of thrombophlebitis / 4 %
Redness around Site Re site Cannula Consider /1/%0\ B ,EL_N
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain ;ﬁ;ﬁgggh?;%%?;’;
6 along Path of cannula Redness = : 5 ]
around Site Swelling palpable g‘"'a‘el"eat"'e“‘ Re site M| | H NR
Venous cordpyrexia Ll
Signature of the Nurse Cﬁ——%}’

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 phiebitis.

Signature of Shift In Charge :

SIGNALUME & oo

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

| e e e e

Signature of Ward In Charge :

SUQRAMIND - .vereosssenansanspmmsessnanenssssensusennsptaes NAIME : .o
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Rambow . .
IR A0 Children’s | @ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | oo it e
‘1
). DAY-1 DAY-2 DAY-3
. No. SITE OBSERVATION STAGE / ACTION SCORE W T E T N | M | E M1 E Remarks
. No signs of phlebitis / )
1 IV site appears healthy Observe cannula 0
One of the following signs is
5 gvident : *| Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near [V Site
Two of the following Signs Early stage of phiebitis /
8 are evide. Resite Cannula » 2
Pain at IV site Redness
2‘&3;;{1 e following Signs are Medium stage of phlgbitis/
4| Pain along Path of cannula ‘l;{esx;[e Catnn,ula Consider 8
Redness around Site Sweliing reatmen "
Al of the following Signs are Advanced stage of phiebitis or
gvident and Extensive : ihe start of thrombonhlebii
5 | Pain along Path of cannula F{e Sﬁ rco rloné apt de s / 4
Redness around Site Te Sm? 'f[l""” aLonsider L
Swelling palpable Venous cord reaimen
All of the following Signs are
evident and Extensive : Pain Advangedhslt%gg of
6 | along Path of cannula Redriess th.r ?m ophlebitis / 5
around Site Swelling palpable é“t ateltreatmen; Re site '
Venous cordpyraxia annufa
. Signature of the Nurse

“ o

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 phigbitis.

Signature of Shift In Charge :

SINAIE © overeeererrsnratresims e semssess NAME : «oereeeremmecenresen st cbasnis s s eeas

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

Signature of Ward ln Charge :

SIGNALUIE 2 1.ovreraeiromerresssreansonesseserssnssnenes 11 S
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0 AR Morse Fall Risk Assessment Form Ll

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

D

P |
) Date / Time ; (7 Q
Choose Highest Applicable Score from each Category Sclore N MM } l Fall Risk Grading
g S e -
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mnrsu:n::Isl)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Low Risk 0-94 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
’ Yes 20
IV / Heparin Lock or Saline < - 5 = Implement
i © Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 af) 29) :’rte\'e”“g"n
+ nterventio
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 N Risk Fall
Mental Status .g = bigh Risk £ Prevention
Oriented to own ability 0 .
T Intervention
Total Morse Fall Scale Score: w 2527
Signature 0/“*/(&
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
[] Ensure patients use their prescribed eye glasses if any, in the hospital [] Assess patient after visitors, leave to ensure safety measures in place
[C] 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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. e g | W i
AR G L) STLRIE
1. Gompletely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: ’l" o e

Does not make even slight changes

Makes occasional slight changes in
body or extremity position but unable
to completely turn self independently.

Makes frequent through slight
changes in body or extremity position
independently.

Makes major and frequent changes in
position without assistance.

4

(,]

L]

Mobili
ity in body or extremity position
without assistance.
“Activity The degree 1. Bedfast :
of physical activity” Confined to bed

2. Chairfast :

Ability to walk severely limited or
non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair.”

3. Walks occasionally:

Walks occasionally during day, but for
very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

4. All patients too young to ambulate;
OR walks frequently:

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

T

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.

Sensory Perception

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

1. Constantly moist:

Moisture Degree Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally maist, requiring

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

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

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

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

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

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

skilﬁs‘::'cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing i
o muis‘t)ure Dampness is detected every time 8 hours. every 24 hours. l.T
patient is moved or turned. Lf
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: )

1. Very Poor:

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

2. Inadequate:

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

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

but will usually take a supplement if
offered.

4. Excellent:

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

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

Tissue Perfusion &
Oxygenation

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 : lessthan9 | 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 Categary Action {Please Note: Only required for children who are deemed at risk due
i 10 altered mobility, consider occupation therapy referrgl 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 stirfaces 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 matiress
+ 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 lateral incline using foam wedges .
Alternating pressure matiress overlay
- Foliow 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 mattress
Lass 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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PAIN ASSESSMENT FORM It takes a lot to treat the Mie. YuurRighttoaSaiebetuvery
Pain Stofe R B —— Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Fastors Educated .Intervenllon Sign
I 7 Continuous | [ Acute (] Sharp  (J Dull [J Increasing | [ Yes /1/%
’j b [\),B LQM 9 [ 0 W [ Intermittent | (] Chronic [JAching [ Burning | [ Decreasing | [ No ’ %
"0 Continuous | [ Acte (] Sharp (] Dull [ Increasing | [ Yes nj} 71
\% 0]/9\/\/\ @ N/g- {J Intermittent | [ Chronic 1 Aching ) Burning | [ Decreasing | I No 4 /@
ijo @ [J Continuous | [ Acute ] Sharp (] Dull [l Increasing | [ Yes }'[/ /) ’
\6 %@W\ " N ;)’ [ Intermittent | [ Chronic [J Aching (1 Burning | [J Decreasing | [ No i (CD
Continuous | [ Acute [ Sharp [ Dull [ Increasing | [ Yes /@f—b%
h»fghg \G , > [/la) M] a/U AL Intermittent | 1 Chronic (1 Aching [ Burning | [J Decreasing{ [ No . EQ
"1 0 Continuous | [ Acute (1 Sharp ) Dull "1 Increasing | [ Yes LLJA_\
[L; (G by LM"“ o l‘lD F—[ oA/ ) 7 Intermittent | [ Chronic [ Aching (] Burning | [ Decreasing | [ No (70
_ ] Continuous | [ Acute (] Sharp [ Dull 1 Increasing CJ Yes w I
1L |L [ £y © lio | [ane/]| O ntermitent | O Chvonic | C1 Aching ) Buming | ) Decreasing | 1 No (0
] Continuous | [ Acute ] Sharp [ Dull [ Increasing L1 Yes
6 / [ [0 o) / b N I Intermittent | CJ Chronic 1 Aching [ Bumning | [J Decreasing | [ No ’ @/
B[ | 1O4M] 6] ?, .  Deora N
1 Continuous | [ Acute ] Sharp ] Dull [ Increasing O] Yes
C1 Intermittent | (1 Chronic [ Aching  [J Burning | (] Decreasing | [ No
(1 Continuous | [ Acute ) Sharp (] Dull (1 Increasing | [ Yes
[ Intermittent | [ Chronic (1 Aching ] Burning | [} Decreasing [ [ No
[ Continuous | [ Acute (] Sharp [ Dull [ Increasing | [ Yes
[ Intermittent | [ Chronic [ Aching (7] Burning | [] Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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: PAIN ASSESSMENT TOOLS
1 FLACC PAIN AS'SESSMENT SCALE (1 Month to 7 Years)
; SCORING
o CATEGORY —
0 | 1 . l L . 2\ f . :
! . i " | Occasfonal Grimace or Frovn, * Hguent 1o constéfﬁ-“fr'uwn. vee 1\
Face . No Particular expression or smile “witidraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Refaxed Uneasy, restiess, tense lﬂqﬁhb. or legs brawn up
! | Laying quietly normal position, Squirming shiffing back and
Activity moves easily forti, tense Arched, right, or Jerking
Humerical Pain Scale (Obstetric and Gynecology) - f : — ;
1 | l l Loy ] l | - Moans or whimpers occasional rying steadily, screams of sobs,
i E :z ; 1 ; ; ; é ‘ i ; ; 110 Cry No Cry (Awake or aslap) complalnt.- D frequentcomplant
No Pein VI padt g EE - lF:em;_sumd bgr ?ccgi'lfsrz‘ai touching,
i Gontent, relaxed - ugging, or being talked 1, Difficult to console or comfort
) Consolabiity distractible .
; [ ! . L
Neonatal Pain, Agitation and Sedaton Scale {upio 1 Month)
¥ ' . 1o . |
Assessiemt | " = Sedation Normal Paln / Apitation
- 12 Criteria : =
Wang - Baker (Pediatrics} Above 7 Years v 2 -1 0 1 2
Crvlnu o Cry with painful | Moans or cries Appropriate crying Not| Irritable or erying at | High-pitched or sifent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli ‘| Inconsolable .
No Hurt Hurts Lmie Bit  Huls I.iiﬂe More Even More Hurts Whﬂlﬁ Lat H"”S Wﬂm Behavior Stale | Noarcusaltoany | Arouses minimally to | Appropriate for Restless, squirming, . Arching, Kicking constantly awake
stimuli stimuli géstational age Awakens frequently | or '
No spontaneous Little spantaneous Arouses minimally / no movement
movement movement (not sedated)
Faclal Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremilies | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual tlenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone 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 | Increase 10-20% | Increase greater than 20% from
RR, BP 820, | stimuli variability from normal for from baseling basefine, Sa0, less than or y
Hypoventilation or | baseline with stimull | gestational aga Sa0, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of syne or
* recovery fighting ventilator

—/
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NURSING CARE RECORD
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Rainbow®
Children’s
Hospltal

It takes a fot to treat the littie.

@ BirthRight

. Your

BY RAINBOW HOSPITALS

Right to a Safe Delivery

[ Identify Potential Complications

o | [ Maintain Airway and Oxygenation (] Relieve Pain & Di
S | [ Maiffain | i i
g O ain Personal Hygiene O gevent Infection

[ Any Others. Specify

iscomfort

[+ Maintain Fluid Balance
[T Meet Elimination Needs

] Improve Activity Tolerance
] Ensure Safety

[J Maintain Good Nutritional Status
[-] Early Ambulation Reduce Anxiety

Date: E/éf)’é

[J Maintain Skin Integrity
(] Patient & Family Education

Time Plan of Care

Time

Implementation

Evaluation

Re-Assessment

Nurse Name
& Signature
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Goals

intain Personal Hygiene
[ Identify Potential Complications

2 ®

NURSING CARE RE

CORD
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Rainbow®
Children’s (4 Blrtthght
H os pltal . BY RAINBOW HOSPITALS
mmmmmmm Your Rigl a Safe Delivery

Airway and Oxygenation \/@a Pain & Discomfort
.Pfﬁvent Infection

,Emﬁn Fluid Balance

[] Meet Elimination Needs O

Ensure Safety

0 A RS, SOBOIY. . o v oviowiniss s oo i aibosswsab s s s oW oo es o s P suon ey e w¥es

thvny Tolerance \m‘ta

in Good Nutritional Status
() Early Ambulation Reduce Anxiety

. 16/5./2@ ................

J="Maintain Skin Integrity

-Fatient & Family Education

Time

Plan of Care Time

Implementation

Evaluation

Nurse Name

Re-Assessment & Signature

Morning
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]
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o
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Night
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NURSING SHIFT HAND OVER FORM - WARD
TreRtNgG DOCIOE: .snnsrnsnissnmammsmsormsmmi Department: ..........ccccoovvviviiieiienenns Date of AAMISSION: ...........cooccccecccrrns
Z | Diagnosis: ({ al Any Infection: C)Yes [INo [JNotKnown
5 If YEs SPECify: ......oovevoveeeereeeeeeereeeeen.
- 5
. h Jfb}o 2 — { f\pn
2 | Area \ k) %2
= o N {{‘ \ob
g Shift Time b % Q\ ﬂ\jo
S | Medical Condition /
= | (Any special condition to be noted): " i
Allergy: O Yes m Tj Yes D‘ND/ “D Yes {00 | 0 Yes CINo |1 Yes C1No [ Yes CJNo
Tubes/Drains/Catheter: OYes O No O Yes D'ﬁﬁ U Yes Vﬁo ClYes C1No |l Yes C1No | Yes CINo
Vital Signs: Temp: | " e ag-I't
= Res: | 90 20k Jm |
g sp0; | 4 . )
2 Pulse: | 34 @lblm 1
2 BP: |10 [ [19-[24
Fall Risk Score: — [ -
Pain Score: | o \O AL
Safety Needs: ‘U el jA
© Physiotherapy |C Yes CJNo (O \)es 3400 | O Yes L:\ye'f!:l Yes CONo | O Yes CINo | Yes (I No
‘% Others Specify: | — 4 -
'E =
E Special Diet; | Yes B‘ﬁp)@ No ,La’@ ONo[OYes ONo|DYes ONo|OYes CONo
§ Other Special Orders / Medications:
o — B ~
Post Operative Procedure Special Orders: _— . e
_ )
Handed Over By Name : M' )&/ r
A
Signature : C@/ /P\{W \
Date: 56l N | [t ]2
Time: ?im/\/'_%?{"}\‘ Qo~
Taken Over By N ]C) y !
daken uver ame : (0
v AN |
Signature : C)§/ . ]w
Date: \‘é\}:\"? 1&[@,'5/&
Time: NN Y

Docu. No. : RCH/FRM / CLINICAL / 097
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Mrs SAB!HA 8| . - al =
[w-ns-ms m.l:"mm - ... Children’s ( BirthRight
Dr, PADMAJA YELISRTTY Hospital BY RAINBOW HOSPITALS
Tt takes o kot to freat the e, Your Right to a Szfe Dellvary

WIOAA

SING SHIFT HAND OVER FORM - WARD

Treating DOCION; .vevvecrerreersrrernsrasracsssesnsnsessssansessasneens Department: ......vceereerveeeeemreseecsiene Data of AAMISSION: uveoeomsemrorressseseere
Z | Diagnosis: Any infection: COYes OONo 3 Not Known
= 1 Yes SPECHY: covvecnncnnencinnannenenseserasninens
E
7]

2 | Area.
2 Shitt Time
£ | Medical Condition
= | (Any special condition to be noted):
Allergy: _ OYes ONo|OYes ONo|OYes ONo|OYes ONo{3Yes ONo | Yes ONo
Tubes/Drains/Catheter: OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo |0 Yes ONo
Vital Signs: Temp:
= Res:
% Sp0,:
] Pulse:
2 BP: |-
Fall Risk Score:
Pain Score:
Safety Needs:
o Physiotherapy {0 Yes ONo|OYes O No|OYes ONo|OYes O1No [0 Yes O No |OYes ONo
=
(=]
% Others Specify:
= Special Diet: | Yes ONo|OYes ONo|DYes DNo|OYes ONo|OYes ONo (D Yes ONo
E
§ Other Special Orders / Medications: ‘
(=
Post Operative Procedure Special Orders:
/
Handed Over By Name :
Signature :
Date:
Time: -
Taken Over By Name :
Signature ;
Date:
Time:

Bocu. No. - RCH /FRM / GLINICAL / 097
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10-05-1088 WBYIMED (F) .| Rainbow 5 . -
Dr, PADMAJA YELISETTY 505 Children’s & BirthRight
ECEL T TEERIET — = Hospital _ | e
mmmmmmmm Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS
Date: 161,617/6 ........... THDE: . cocvsosia “-A‘"’ ............

-— q
Origi: ... SN ... Height S5 BLmS weight..8)2.6.1¢9. BMl:..S.)q.a&G..%lMQ'
Food Allergies: ......... H D ...................................................................................................................................................

Diagnosis: .............. TI(H" ...........................................................................................................................................

Medical History: ..........! i\f .\.\ ..............................................................................................................................................
2D
Surgical History: N\ ..................................................................................................................................................
1 Vegetarian ﬂon-Vegetarian 1 Vegan

DietAdvised: ...........coevuen. Sﬁf‘k ..... P(}G—‘ll,’ ..........................................................................................................

Patient’s / Attendant’s Dietician's

SANT ] SRR SO S Signature: ........ @’ ..............................................

Name: Sﬂéh’jﬂ&l«n;‘l"— Name: Sﬂ‘%ﬂ;\‘kﬂ‘c}
Date & Time: 16,6/)6\/”%'4 Date & Time: . [6 ’)‘6 e “ 'é"")

Doc. No. : RCH / FRM / CLINICAL / 186 (PT.0)
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It takes a lot to treat the little.

HNH-00004230 1P26-00006586 OPE RATION TH EATER NOTES

Mrs SABIHA SHAIK
10-05-1988 JBY1IMSD (F)
Dr. PADMAJA YELISETTY

....................................................... Age: ...........Gender : ..................
RN A

........................ LRNGL 5o misisisimsssssmsissasimmnmsminssis WOMGRIE & snimssansinossssis
SUrgeon iy Pacpmote Felurethy ( Q,Naquhwc Asst. Surgeon : B, adapohiss Poo
Anesthetist : S am.+” ¥ R 1 OT Nurse : ‘

Surgical Procedure :

7 ofed £7_>avo.sw’,mc ’f’@f;w—d"”:f 7 Belotad ‘.Splflvjua‘vw-i

Indications for Surgery :
AUB/OUB W L Enclom enad RJLYP

Date : (5 (gree Start Time : End Time :
PRE-OPERATIVE PREPARATION :

AP, Pats Paintee  § Oriped.
'p{—- —/—am n (o %H‘Vn}/ ’1’:)\’"‘1"‘1‘

OPERATION NOTES:

fu‘écm =
;L

v

= ulp Bu-(uz
T Oladeler Clensely onthernd o» whuws ¢ ntv ModovpmA
p2oA-

i (J.Jaf" Qcefnexa  MNorwel

- Pagw Tubo el hiewdt 40 whorwo §_ovmry
Q-’}M oyets gl +o Tuoe T (otra aopces”
- vt

- A;Imué-j(i,o e

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

- N@m) t{.JDf 5-6 houe .

-—

Vitado  m enifovirg

- O’U-L/rd an cl«.o--:#u-(

’—l{ou mamhnw-j

- FJ[C"'IJIQ o Sita U b/bd’ﬁv el (@ Goarn Cfm’?
" Infm Su»

- 4@ PrRRC "hm./u&fow

f\/m?‘mnﬁ ‘Ehrk Dw‘o be tepmaved (@) om cfm
“?\-— TV N, réor D4, t‘waum

N Oyt .
....................................... ‘Q?CLL*WP%%%},}
Consultant Surgeon's Signature

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




SURGICAL | supon.. @D

SAFETY CHECKLIST

Anaesthetist : 4@‘{

Asst. Surgeon : A@?L

Scrub Nurse : /591«

HNH-00004230 IP26-00006586
- Mrs SABIHA SHAIK
| 10-05-1988 3BY1MSD

| Dr. PADMAJA YELISETTY

||||IIIIIIIHIIIIIIIIIIIIIIIIIIlIIIll i T2 Aalpin

DA : 45mgmpg: MUIIE © covnrvrenssnsessossssns Out-time : /1. 3624,,(

\%

e:3% v<. Gender: . F.
"""""""" Rambow .

Children’s BirthRight
osp ital . BY RAINBOW HOSPITALS
It takes 3 lof o treat the ittie. Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Problems to be addressed OYes =No [1NA

SIGNIN  Time:.T..20.0mM TIME OUT  Time: 7. (... SIGN OUT nme:..zj.:g@&_.(.

Patient Has Confirmed Confirm all team members have 4 Nurse Verbally Confirms with the Team:

Identity s CNo introduced themselves by Name and Rolg _/fes CINo The Name of the Procedure Recorded ~ #es TINo

Site \=es CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure “rfes T1No Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ =fes [1No [1NA

Consent s CNo Correct Patient (Check ID Band) ,Z‘VB/D No The Specimen is Labelled (including
Site Marked C'Yes CINo CHA Correct Site /ﬁ No patient name) es CINo CINA
Anaesthesia Safety Check Completed s CINo Correct Procedure \?6? No Whether there are any Equipment

Pulse Oximeter on Patient & Functioning s CINo
Does Patient have a:

Known Allergy? [ Yes A0
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available Fes ONo
Risk of > 500ml Blood Loss
(Tml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned CYes @No ZINA
Blood Units Reserved (Y6 CINo CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? s CINo CINA
t
Signature :............ ®W ......................................

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpecte

W
My
Steps, Operative Duration,
Anticipated Blood Loss?

Nt
WAO INA
Anaesthesia Team Reviews

i 2,
Are There Any Patient-specific Concerns? ¥és CINo CINA

Nursing Team Reviews:
Mo [INA

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns?

Is Essential Imaging Displayed? OYes TMA

To Surgeon, Anaesthetist and Nurse:

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

LAes CINo

Dac. No. : RCH / FRM / CLINICAL / 111
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Mrs SABIHA SHAIK
10051988  38y1MsD ] Rainbow’ Ho

Dr. PADMAJA YELISETTY | Children’s .BlrthR@hf

ﬂmllmllll!llllllllulmmlm Hospital | Qmeonesns
RESULT SHEET

Date | [ g{é[q@ _
Time
Hb =
PCV
RBC
WBC +2lo
N/L

Platelets 2200
CRP

N ESR
- PCT
RBS
Na 1
K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

) T.Bill/Conj

- T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

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




Date

Time

CUE - Alb

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

Stool Pus Cell

OVA/ Gyst L) ) KB Kl
Occult Blood "l

ﬂﬂiﬁwﬂm

W) )
Hing 4 A G

&
\"!—

)
=]
o
=

&
5
3

N

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

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

Radiology : B  ossivuesssinssomsussnnsonssnsmsisuiyssosisatsnnsssn e aisuss iasisns smioisn ossa i ia duss sommsads B KBS AR VA IS S BT 0

MBI i i inmmmimsasssiion v yess sy onsssesss s ssssasis s iAo SR s 3o TSR esAv T Ay

Others (ECG, Contrast STUAIES BIC.,) & ..o.ovovevcceicicieee s
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Mrs SABIHA SHAIK sty Ralnbow .
D F | . .

Lol S Chitdran's | @ BirthRight

Hosp ital BY RAINBOW HOSPITALS

AR O fosplal. | @R

MVIEDICATION RECONCILIATION FORM
Drug Allergies: N .\ (O N =Not known any Drug Allergies

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

SHIHING FIBMY: v s ans 14t i R AR e
S.No (GENERI'(‘:NEII;II\CI:I?ET(I:?;#:F II.EETTERS) (mg?ﬁfég) (PO, ?«%U;E: v) | FREQUENCY b:tseT/Dr?rﬁE ?gﬂ%"ﬁg
1 T Qeemes 2 scorq, PO oD \4—\6 OC (A1

2 7Y SUTACT ™M g"\&“*“f = oD ‘4;\5 [IC 20T |
3 OJC [IDC
4 JC CODC
S JC ODC
6 [1C CJDC
7 L1C [JIDC
8 JC [JDC
9 (JC CIDC
10 OC [IDC

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

Doctor Name & Slgnature\ ............................ i AMAE I, =5 <
Date & Time : \5\ ...... QQZG’C e &
Nurse Name & Signature: ...........

Date & TIME & cvvvereeeeee e, o2\ B DS W U8 [
Docu. No. : RCH / FRM / GENERAL / 090




p26-00008586 Z
HNH-00004230 ! Rainbow® . C .
e SABA S v imsD ) Children’s | @ BirthRight
Ltn:;nMi\J\\A\ v\l“u‘i\.\-i‘\'\‘\r‘““ \“\\\ !t-lug -s u?n E-Eanl ittle. . g&?:m%;—m
Date of Admission: ...(3/.66 /24 Drug Allergies: ....... MA e, ot known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

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

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

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

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.

nNURSES

S0S / PRN (As Required Medication)

DRUG : TDI?;‘; "

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

o) DRUG: fore>

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

DateF
DRUG : Toe

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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HNH-00004230 1P26-00006586
T[:D::mA SHAH;I Y 1\"6! 5D {F) LD(\
it REGULAR PRESCRIPTIONS  Weight. ............... Ward, ... Y0
I
DRUG: 1'NJ- CEFLROX\ME %ﬁi@oﬁ&r
Dose | Route |Frequency [Start Date| A®x O3 5| _|
\-S«:\m N 2D |is\b AE‘J%W:Q/‘\

=

T

AA-I G i

Name & Signature of the Doctor O L+
Starting the Drugs: q O\
; N Al g -
< Dy o ueene- “//K D ‘\\J L
Additional Instructions: - A ¢ \
s Lty
e Y. \

ATD =
Daily Doctor’s Endorsement by a Sign
DRUG : TR PANTAPRAZ e ?,ﬁt,% \x,\? el
Dose Route [ Frequency |Start Date y B \ . o
wory | PV | ob | c/ghh < P, <
Name’& Signature of the Docter % ST |
Starting the Drugs: ?\3 /p‘\/ At oo f e~ ‘\’@ﬂy\s)— =

y. > i/
Additional Instructions: \
=
Daily Doctor’s Endorsement by a Sign
Date
DRUG : PARACETAMO L el
Dose | Rpute |Frequency |StartDate] . A '
Lgm p/g TID | 1574 Gan)™
Name & Signature of the Doctor .
Starting the Drugs: 1//
DWe / ¢

Additional Instructions: i N &

Daily Doctor’s Endorsement by a Sign

DRUG: DICLOFE NAC TDI?I";&'\\.
Dose Route | Frequency |Star Date ;
n | Plo | T 15'76 I

Narre & Signature of the Doctor
Starting the Drugs: r

(v

e

Additional Instructions:

ALY

Daily Doctor’s Endorsement by a Sign

Page: 2/4



HNH-OWJUM |P26-00006586 ,@_
Mrs SABIHA SHAIK _ i
T L RS ‘BirthRight‘
T Hospital _ | (g smmeon o
Sheet No: ............. REGULAR PRESCR'PT'ONS Weight .............. Ward ADK.\
pRUG : T CEF TuM- 'Tjn‘?[‘];’\g\b
Dose Route | Frequency | Start Dt. i ! J

scom| PO | BD- [\b\K pol”
Name & Signature of the Doctor
Stapting the Drugs:

D Nousen vom
 Additional Instructions: - \OQ‘VI
PEIER Foop :

Daily Doctor’s Endorsement by a Sign

pRUG : T PA NTaPR A2\ (DA
Dose | Route |Frequency |Start Dt. /]
o 2D el

Name & Signature of the Doctor

the Drugs:
D~ \0 vee—a-—

v

Additional Instructions: Q Ve

Refeer e feob B

Daily Doctor’s Endorsement by a Sign

DRUG : e
Dose Route | Frequency | Start Dt. .
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Dater

Dose Route | Freguency | 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




HN_H-UODO}EM I -
Mrs SABIHA gy IP28.0000858¢

10-05.1988
Dr, PADMAY

i

. SIGNALUTE (oo se st se b o

VERIFED BY . Name

Sheet No: ...

BYimsp

L4 ]

iy 7

2
Rainbow® |

Children’s .BirthRight'

Hospital BY RAINBOW HOSPITALS

I takes & kot to treat, the Itile, Your Right to a Safe Delivery

REGULAR PRESCRIPTIONS weit............ Ward ... AR

Datey

Dose Route [ Frequency | Start Dt.

DRUG : Tigs

Narme & Signature of the Doctor

"Starting the Drugs:

Additional Instructions:

Datly Doctor’s Endorsement by a Sign

DRUG :

Tifge

Datey

Dose Route | Frequency |Start Dt.

Name & Signa;gje of the Doctor

Starting the Drugs:

Additfonal Instructions:

\

Daily Doctor’s Endorsement by a Sign

|Date

DRUG : N\

Ti];ne

v

Dose Rowte | Frequency [ Start Dt

Name & Signature of the Doctor \
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG ; paler

Dose Route | Frequency i Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Erdorsement by a Sign

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

(P.T.0)
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BYIMSD (F)

10-05-1988

1P26-00006586

Dr, PADMAJA YELISETTY

Welght. e Ward. ...... L D‘\»

Aq palJLIA

AR O s
TIU’IG I Nurs\:Slu. l Nurs‘?’ Sig. ] Nurs;SIu. I Nurs:Sig‘
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Do o - Dcse
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose oose e fose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlg'le I Nurs:Sig. ] Nurs&Sig. ] Nurs&Slq. I Nun‘&ﬂ}‘
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 Ooee Dooe i Dk
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: = boee i boss
Dr. Sign. Dr. Sign. Or. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. e Dosage & Other ;
Date Time Medication Instructions Route Signature ‘N‘urseis
6 . ,;ﬁw NTOPRA2 - ’ @
15\ q°3 xR oLE ﬂr@"\g |\ Z
i .VYW'\T YA T LoRs s @ (N
\S\ q ) A D \(:W\g N q—-g
P =
I5/c | 104m. | MorPHNE Ems v (W T =
|6‘/c 1016 PARZA C=TAMOL \Z‘W‘ v {Wf { 2
AA L 5?)- :j_
<
i5{e |y 98| S DitLoFevAC to omg- PR (dn, =
gy W \‘qﬂf’“/gup:mﬁmtwot. (00 Mg P @tw_'{ g
is{e [ 10:uE R trg-ONDRNIETROV trmg W | @iy
| b [
F] | I A A
lf]L @;O _L{gpm w\MmoL [ g N s i
. ) R y A0
\b\G\WQ C; '_obpr"'\ q«—' VHEDCE L (5/ \V \\_e ) A
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?&:::A st POV ;g
y A YELISETTY Rain ‘ow' . . -
i Shilers | @it
STAT / ONCE ONLY DRUGS
INGINB: ...ocol e torsiamscrimoemseimeniiseririmensn e e R e e T e 39455 Weight: .......coonee. kgs
i Sheet No: .......coccvevvenenee
DATE TIME MEDICATION e | ROUE o Sﬁf::ﬂ“ime_z
\\b -\O*Pmb‘“wguhb%ﬁw | lob Pe 1y
X T |

Docu. No. : RCH  FRM/ CLINICAL / 136




_A_.ka’ aggup _'__WQO‘I&}

Department of Anaesthesiology o Eﬁ'i'l‘c'f&‘;‘l’,s @ BirthRight
PRE-ANAESTHETIC EVALUATION nH,..gi?.j.Lﬂm_ .W

B.P/CRT: /.Qé/f?:/... HR: ..8Y.. Weight: .£( %4 ASAPhysical Staus: (11 #% 03 04 o5
PMI->H O )
; i Y Laboratory Data:

9‘( Hab: .. Q;lg Glucose: .1 2%....... Protein 701/ HIV: e T O ey . b
// POV: ..l.... 1 ..... s DIOREC o rsevescovrmssgosrivoresss Alb: Li HBS Ag: .| NR....... fce'vtzﬂ -
wec: . FEEO (330 oo o O 2 HOV: o Do) €F —6Y4./

Plate: 1‘!/; [352 B i it Bl ....... 2.1 %7 Blood group:0.NE & Stressmnglce:a.".l."..{-;.:‘.:."..’.‘f’“"I
\}]/L [ PT. ’LE/‘? AT ANII - SRO. sl - omer@g;zfé,;w
FIT: (07 250 2 S Alk PhOS: .o T4 oo
|NRoq6 [V O 111" AN oo ... 94
e~ €6 Ol s seom/saPT: 24:4.0.23: % N NKDA
: ™
Medical History: ~ CVS: poN © /PM' TATIONS "/—r;k’ /QYNCOI%'
RESP: No A | 12 | Phewmana® | miLp covipt Diahetes: M, - on meducalion = lyem-
ONS: No Seizones’ [0 WA ool
Renal : Vﬂ@p\hw./ M/o CMOW{' 2 AN& [OSITIVE > NIF MVM]M (:0;*
Hepatic / GE: ALs TAVND ice’@ ‘/ o CONSTIPATION . Physical Activity: METS = ¢  NYHA = Il_j

Others : pack ACHE & | gv THYLOW® ol ™

T T L G L TN TR e
Physical Exam: /<11v/¢ / CONERENT - P ! ] ) m{/%kw vy
Airway: MP 1 2@4 Mouth Opening: W@ Mentohyoid Distance: ?F'k Neck: m ﬁh: N
Lngs: Gpg ) eIl CLINI ALY - - e wﬂﬂf‘t;
Heart: {)+$,+ IM*' i

CNS: - . .

Pregnant. IYes [INo ZNA Venous Access Site : Fgﬂfnﬁﬁpine Exam for regional —

Anaesthetic Plan: [JMAC [REGIONAL p»«(m ] LMA

Peri-Operative Plan Explained to the Patient: _[Yes =1 No wdii! oy -+ LW /'H.:S&. !/_,_“/' ‘Wh-(')

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: NfO [
500 ) ——=X ——q{ 1. DVT Prophylaxis : 'E \ (2
METFORM IM My

Water /ORS 2 H
2. NIL ORAL<] " LA

omg . W Others 6 Haurs
C{PDOX 74 ﬁ ( ) 3. Informed Consent: & Standard ' High Risk

4. Post Operative Pain Management/’ﬁiscussed with Patient

5. er Instructions:
NG

Signature: /W\ v Name: : SMW" .....

Docu. No. : RC f\.ﬁ'/-f;I:IN!CAL/DM - INRH /:m UL MATEH .
HOUD MmerFOLMIN ON DAY oF SX-

———— ———
e —
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Pre Induction Assessment:

ANAESTHESIA CHART

]
Rainbow®
Children’s
Hospital

It takes a lot to treat the iittie.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

BirthRight

Change in Patient Condition:

1 Yes No

Fasting Status: aquw

i

Physical Status: | .~ Patient Identified =T Consent Present -+ Chart Reviewed
I} I i I L ]
H.R: Ag/m | BP/CRT. /78]éy [Sp0,: 1007 [RR:  18/m [ Last Feed: > ©AA4 .
< 7
Pre-OP Diagnosis: . AY2..........ccocoovcricrsiis e it A M Date : ffﬁ, ;
Surgeon: &_f{/ﬁfﬂ’ywvw‘ Anaesthesiologist: Prdarun | B AR . qochnician: W/w"“
TIME yiei4 [ FiL] [ Fle
N.O /Al C’E H—FM* > il B s
HALO /SO /! [E e s Mt e o i O
= GIVEN.
Suppository
VDI PEIVAC
SP-TREAMADDL 2
[ QNDAN mnwﬁlw Blood Loss
v
FID, / 540, b A A A B A B T e S I ~roml-
ETCO, I AETdEXdBYdR4 4 z
ECG [T HETEN ST G SR
Temperature et 2% - F4+—>| L% NOTES
Urine Output
(4% I ~—>—
€38 L 0 —+—>
E3 2L Tde—a—F7|
BP 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
W
140
Throat Pack in
Thioat Pack Out 120!
1000 N AVEL &BEAS
B0
6d M TATN
40
20
10
0
[A8G
LAB Values
GRBS
Others
7" Equi t Checked and Temp: Induction Regional:
/q:c':ilg:gl HME O Fuid Warmer | 2V fhal ity SCHY: v
BP @Ulf [J Cling Film [ OH Warmer L+ Pre 0, 1RSI [ Sphal [ Epidural ] Caudal
7] Cuff Site: . NoHA-........ [_~fAugger's [l Cotton Wool [] Others DHNBES: \ovoveeserevssresemssmsensssessnssssnssisssasaressarsaessesnanss
% ::Gsllf:adgf " A Aa /Olher O Mask 1 56A - Posi'tion:
A7 Temp Site A4 Tiiee: ] Airway _ [ Oral ] Nasal Site: ....

/ FI0, Monitor

/ Agent Monitor
# Pulse Oximeter

#  Capnograph
Ventilator Anaesthesia:
= BA

)? Nerve Sﬂmulaltf.h/d,- /?/
Position: +uﬂ;9f°

DR BRAS ssiiet
Leave OR: ........

Anaes Start: .......
OP SHrt .o J

| Monitored Anaesthesia Care

["] Regional
-t"’.'l Pressure Points Checked
Line (Size & Location)
Eye Care: T OVP: oo
LI Qint CIART: ey et
o Tape = L
/’Z’Padding /_"ﬁl: PG W .....
Ll Awake S i A S

.o M

e F:0.. a..l§..
Sl [ Nasal L>Cuff
Topical

[] Tracheo: [

i

] Awake [] Direct Vision
L2 Video Laryngoscopy =~Stylette / Bougie
[ Fiberoptic
Blade# ff

DIfICURY WD .. ssasiisimassssbeimivarmsns

[ Bilat =BS

] Semi-Closed Circle
/71 Closed Circle

] Other

Needie Size: .....\...
Parasthesia ["] Ye!

Drug Name & Conc: ....

Block Level: ..

Relaxant Reversed

Signature of the Doctor :..

e DG i
I No

Catheter at skin .......\........

cm

BORIS! L cicociiiannaus s i ainimiinite
IORBIIOIE o cmsancimsiasssssstosevusssssirsnmsomsines

Trans, ion to
#1 PACU licu

{1Yes

[ Other

«CONo  [CINA

Name of the Doctor :.&.%.5. 0 LT,
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+voI-ANAESTHESIA CARE UNIT RECORD

Z
Rainbow® . o
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Received in PACU by ..................................... Time Received : ...\I‘.‘.. Time Discharged : ..........cccivvicenie.
253 A\ :ﬁ IV Cannula Site : &UJK[MM/S
4
w gao 230 | ] 0,Mask [} Nasal Prongs
% 220 gfg [[] Tracheostomy [ T-Piece
7] ;:13 200 | ] Oral Airway [ Nasal Airway
E 190 190
T 180
8 170 170 | Vomiting : ] Yes E‘ﬁo LI N ———
Z o IneTwe:  Cves o
v 140 :;g Drain: [ Yes #Tho
A :gg ’ 120 | Urinary Catheter / Yes []No
w POLAL A 2 100 | crestube: 1 ves o
=) g 90| Nil Oral ] Yes o
a. 80 80 ; 1
’ jo{ N VAN VI V1IN . 0| W Flids:
& 50 50 | Oral Feeds: NB
e 40 40
30
v B 20
10 10
0 0
SPO,
MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
vk ugies: wrin. sc-hapres Grkulponberst at A Minimum Total Score of 8 is Required for
Ak s e ey s o \ D1 {212 Disohange
Able to deep breathe & cough frealy =2 L
D fimited breath =1 RESPIRATION 1/ ) . P
Adnoic - =0 5 jdid Exceptions to this, are to be explained in the
- nassthet =2 : : i
g: * gggﬂ?&m Anaest:elleiﬁeve =7} CIRCULATION 7 \/ a/ 2 (1/’ space below by the Dlschargmg Physmlan.
BP = 50 of Pre Anaesthetic leve =0 9/ 2
%%E: - ZE CONSCIOUSNESS U 9o/l 21q9 W
o ek B, Hacond, o o 4
Cyaﬁuﬁcﬁkv‘ y, jaundiced, other ;0 .7/ W q/ 4/
TOTAL @f rO ro |© [ ©
|
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Ko | W] ()
Vo [ WO INO (e
! T(l/v "\ = r t s 8'
\“;\\JO 2 ,U\%L 0 T\D@“ﬂ v U\Q\f . {
\n / " Doymoy )
\
w\ol vl g PO

Pain Tool Used: (= NPASS [ FLACC

] Wong

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

Baker  TINPS

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

Transferred to Unit DY (PACU ). e

Daje s Hmes e s




- = ®
Rainbow .

TR Ghildrer's | @) oimaiont
Department of Anaesthesiology o T
EPIDURAL ANALGESIA RECORD
Date: ..ot L1111 SO ——— ProCedure dONE DY .....ccvceeeecvmeirerssisnsscneneenessssessescensesnsnne S
CSE /Spinal /Epidural Position ; ....... taerreians SPACE L Technigue {LOR/LOS) ........coueu....
Depth: e Catheter at SKin: ....ccoeerveeeeeeevrrrenrerenneranes ATEIMIPES & e emssernre e vere e rsseeanans
Parasthesia : YBS/NO if YES dBIAIIS ¢ ..vvviiiiiiicc e ssessssensss s sesessessesesensasssssasnassinasssansesebonasasesesessassennens
SOIWHON COMPOSHION X .ceueeeeecerreeeseceeeesesstsetsssssstestsseeasesvessssasesssas b s srs st bbb r et st st see st sss st n et amessenaeeanneres
Any other issues :

| B) trererenie e R LR e SRS ESA AR EE SRRSO PR e RSt
) [ L4444 48481448R 14RO RRA AR RR AR AR ettt
Time. mﬁz;z%gate Bolus (ml) LeﬂLeﬁl | Waternal FHR Comments
ght | BP | Pulse
Delivery Details 1~ Time : ...cvevcnssninans APGAR: ..o SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA 1 ..vevverrirrereremserersminmsesessenes rereessrenaeseaeee et eseesanrenseseeseesemeenaseen e resaeres et sasranas
Patient SALSTACHON © ...t s e OO

Discharge /Shifting ordered by
DOCIOr SIGRATUIE: ...eorereie e e sasaesasseas
DOCIOr NGITIB: .ot sness s se s asrennone

Date aN0 TIMB : oo ssisesstseessssesseseesnenessnmnens




HNH-00004230 1P26-00006586 G
Mre SABIHA SHAIK Rambow
10-08-1988 BYI1MSD ® } i 3
Or. PADMAJA YELISETTY ! Children’s . Blftthght
o Hos pital . BY RAINBOW HOSPITALS
”,"" , "I I" It takes a lot to treat the littie. Your Right to a Safe Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: lg[b[‘%
Baseline Information: /
Admission From: \/(EEL E}D ("] Admission Desk [ Others, SPeCify ......c.ccoovviviiiviveicccieiiiinne,
Primary Language: Telugu English ] Hindi [C] Others; SpeclY: «ci-oisirisssmsmmessmmssnns
Do you require an mterprete\?;ﬁ(e LIND I YES SPRCITY c.vieieiceieiet ettt s e sr et sme e eb e emnansenis
Source of Information: | Patient [ Family E1NOMOrS, SPBEHY vossesuisre omsssnissasnenmssassnsnsiusivnssossasssssssesnisiivistiss
Allergies: [1Yes [INo [ Medications (] Blood Transfusion 1 Food (] Other: v
N1 - 111 PO
CRIEE DOMIPIAIIS: .o sivsissssus poesvsicvsisnsmisimivsiosissnoisusisissasatvavsaossis Doctor Notified on Admission: [IYes [INo
....................................... rT’L.H—thO Name of the Doctor:
................................................................................................................... Time Notified: ..o
Past Medical History: Obtained From [] Patient [ Family Member (] Medical Record [] Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
.,_.———‘ e—
Gynecology Assessment: [ ] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ...........coeeviiiiiiiiiinnins Caesarean Section: [ INo [ Yes Contraceptives: CINo []Yes
................................................................. Cervical Cerclage: /B’I% [ Yes Vaginal Discharge: :gNo/ O Yes
Onset of Menarche: .........ccceeeevveveivieecierenne Ectopic Pregnancy: 1410 1 Yes Post-Coital Bleeding: m{ [l Yes
Menstrual Cycle: [ Regular [ Irregular | Myomectomy: /'Z/Nu (] Yes Infertility: /”Ifo [1Yes
Last Menstrual Period: .........cccoceevviinnnnns Others: If Yes Type: [ Primary [] Secondary
Obstetric History:  G.........ccoooveeenne. Biainmnnannnn L ciiisiananim R e
Previous LSCS: &,@/ ..............................
Current Medication: ] None O Mes, Fill the reconciliation form
Family History: o Abnormalities Detected
1 Heart Disease ] Hypertension (1 Diabetes [ Stroke  [] Seizures [ Kidney disease
L1 Liver disease 1 S e
Vital Signs / Measurements: Temp: °\$ 46 Y— HR.. 0. RR: o
L Weight: ............... Height: ..oocesbiviins BMY: .o
Pain Assessment: Pain: [IYes [INo (If Yes, complete the Pain Assessment/ Reassessment Form)

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




HNH-00004230 s
260
Mrs SABIHA SHAIK mm‘
~ 10-05-1988 as\rm
Dr. PADMAJA YEL| s0

— HHHHHIIIIIIIHIHIIllHllllll PHYSICAL ASSESSHENT

General Appearance: [ ] Healthy C1ill looking (] Anxious [ Agitated L] Others: ..ovnvevieee e,

F)

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

Riskof Pressure Sore: [/Yes [INo Score........... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
LJ Mobility problem "I Walking Problem @Nﬁmormality Detected
"I Developmental Delay " Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [ No Abnormality Detected

[]Overweight L] Poor Appetite > 3 Days [ Needs Therapeutic Diet.
LI Under Weight L] Diabetes Mellitus \Q/Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

[ Calm & Cooperative ! Restless 1 Depressed (] Agitated Ef{onfused

T IO i v o o 0 8B e S A 4845 A i AR S S W BN b VAR N R 3 035
Inform consultant for positive criteria

SOCIAL SCREENING: /
1. Marital Status: [Single (Y Married  [IDivorced []Widow / ]
“TNo Drug Abuse: [ Yes M

2. Special Habits: Smoker: []Yes [SNo Alcohol Abuse: [1Yes I

el OSSR S————

Orientation has been given regarding the following aspects:

Call Bell in Reach : Yf_l/Yen L1 No Waste Disposal Explained: % INo

Infusion Pump : v{Y:: [TNo Hand Hygiene Explained: ﬁ{:s/u No [] Others
Above information givento ............ P I ... e '

Name of Person Orientation was given to: gL“ah ....................................

Orientation N0t GIVEN RBASON: ........cueveiereeerer s snn s

Nurse Signature: ...........= v SN

Nurse Name: ........... 0 1. SR

Date & Time: .<7...... \%&B\mw ............




%
Rainbow® . T
Children’s ‘Bll‘tthght

CONSENT FOR BLOOD TRANSFUSION rospital _ | Iz

Your Right to a Safe Delivery

Name: ....ccoveverereennes Mﬁquflﬂam\mk ..................... Age:.......gfj.. Gender: Male [ Fémﬂ'r{

UHID.NO : wooovovro s AR Z0000.023D . Date: (§)6f26
Type of Blood Product: [ | Fresh Frozen Plasma M Red Blood Cells 1 Random Donor Platelets
1 Cryoprecipitate 1 Single Donor Platelet 1 Whole Blood
—1 Albumin 1 Red Blood Cell "] Others ..o.cvvveeeerececaeenen.
oun I A N(sﬁaﬂ%%g@b&eﬁe ......... hereby give my consent for whole blood transfusion or

the blood components as part of treatment of myself / my patient while being admitted at Rainbow Hospital. | have been
explained all the known risks of transfusion reactions. | have also been explained that the donor blood has been screened
for Human Immunodeficiency Virus antibodies, Hepatitis B surface antigen, Hepatitis C antibodies, Malaria and Syphilis. |
have also been explained that transfusion transmitted infections occur even with screened blood, especially if it is in the
“window period” and also due to various other infections which have not been screened for. | also understand that any
blood components transfusions carries risk of transfusion associated reactions, fluid overload etc. which are generally
rare. The same risks apply for multiple transfusions too.

The doctor has explained to me about the alternative for this procedure whichis ................coooiiiiiiieea

All the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treating me / my patient in
the language that | fully understand and | accept the same and give my consent for all transfusions (the whole blood / or
blood components Packed Red Blood Cells, Red Blood Cell, Platelets, Fresh Frozen Plasma, Cryoprecipitate etc.) to me /
my Patient during he present hospital stay and treatment.

Patient (Or Patient Relative |/ Guardian): Doctor (Who is talkj w consent)
/i'(.u

Name: M'%‘\a‘:}m(n[’)%(\e, ........ Name: .............. e GeMecmo
Date & Time ........ 15 (6 fzs..@.....?c'.q.m.m... DA TR ... ... L 16 @.6. @C?ffmm
Witness

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

Name:...!.... w C&.QZ@%MN\? ; 7[6‘ ................
Date & Time ..... \g{g/%@@ ..... Cq*/{,ll;ﬁ,,/t_\

Doc. No. : RCH/FRM / CLINICAL / 014




2

CONSENT FORM FOR GENERAL / Chitdren's ‘ESI&R&Z&E‘L}"
REGIONAL ANAESTHESIA / Hospital _ | e

MONITORED ANESTHESIA CARE

Patient Name:...M'-m..:...afﬁ&l-ﬁﬁ........3&).{).\.%.......................Age:....33 ....... Gender: Male O Femal
UHID NO: . HN3t—- H2 20 Surgeon Name:<S-RX.... &Eﬁl\fﬂ’*@ LS ETTY....
Anaesthesiologist : .. J:..d.z“Ae\.A......}DP B o e L1

()
Operative procedure planned : 'TO TN ... kﬁmRD& COPIL..... FHSTERECT, OMZ;L C eruenveion

Ovaoouly
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

[ Heart disease [ Hypertension ‘;labfbetes mellitus O Renal failure
- EI Hepatic disorders [ Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis

EI Incapacitating Cronic Obstructive Pulmonary Disease —H—ncmo

\;u.am/ WO{’WJ ... Eﬂe..t:.eo.xi? d\\a&) ...... _*{‘,' 'l‘ra.mL.u B wmaavsrsanamn
OMMMIIONIE ; -..c.vuiuioniscamamomiunsidusi sasieap esaniliss csniviomsidit s mtss s adi 600 Mo o P LN U a5 S M S 2682 A G S e
* 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 doctors to perform upon me / my patient
Mo SRR SeHK... the above mentioned operation / Diagnostic / Therapeutic procedures
...TTC).’E&.L......LBf?ﬂ@..O.‘.?:O.PJ..C.,........H‘&I.&I&.EGLTDMH....@....Cﬁm.edy.odim......... . Ovesue,

| authorize and give consent for anaesthesia ( O Regional / I:J,Geneﬁ'Anesthesia/ O 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




I 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 }Nﬂ/

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Atiendant : Witness :
Signature : .S St R A ersmerrereereer Signature : .

Name : Sla.a.nge.Lml.mltbm .............. Name : ......{¥) J\amm@fl NlQI\.QL m}q 43/{/"L

Relationship with Patient: .......... P O‘*\GI\J.T ................. Date & Time : ,"f')lsb’{? @"f/ 2.
Date & Time : %bll@@"flG‘ﬂﬂ ...........

Doctor (who is taking the consent) :

T T R T Y O S
Name

Date & Time : ISIGf gt 1360m.........

—



INFORMED CONSENT FOR SURGERY OR o' ‘BirthRight‘

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE R | O

Patient Name : .0 \R S - Saginh . Sunik Gender: () Male =Female  Age:..~%. IRS:

UHD No: .SENYL.ZCeoe 42230 Dt ls\oﬁ\zcbzé

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.

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

LoV COMMSERMATION  OF  ONARVES L UPOM ..ot
' (Name of the Patient) ™WARS - g\‘\@.\k\\% Shnvk

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

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 responsmleforany toward vent ereof
\ &A-»\ o \\\Xic LLY'\(A \)Xm\lc&cm_m r\PEA

My signature on this form indicates that PDS“‘\D \ 6\ O-D_XT\.M n L "\‘\t\ea\* U_Y X, b\t
® 1. Ihaveread and understood the information provided in this form PE
2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.
3. Ihave had a chance to ask my surgeon questions.
4. |havereceived all the information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure: ........ D‘ e n SRR O a\\e\ \sell
Consentee : Patient Attendant

Signature : .S dakiobaon Signature : ................ .

Name : .0 \RS. 5‘*\)‘\'\0‘ ........ S \\m\’& Name : (\/\NLQ[\;?L ..... /L\

Date & Time : \S\é\’z ..... z GCSR\S&N Relationship with Pa \{ \

. Date & Time : .......70... Q .............................................

Doctor (who is taking the consent) :

Signature : .
ung Signature: ..........................................................

- baciellie
Date & Time : .....\... 2. Zé/ﬂé @ ’9’} /57&”‘1 Date & Time :

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




,f[‘/? .
Chitran's | @ BirthRight
PATIENT TRANSFER FORM rospital _ | () zmzrnae

Your Right to a Safe Delivery
— HNH-00004230 1P26-00006586

Mrs SABIHA SHAIK Date & Time of Admission Date & Time of Transfer Order
L sl A " 14026 &
i 5666 & | 151606 £ g
TIGAUI Y Uuiioue i e Transfer Ordered by Reason for Transfer
L
D5 yet A
From Unit To Unit Information to Attendant

WWM/L v Yele[/’ No[ |

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
95 — Yes | >~ No[ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
: Kb )
2. ' |
3!
4,
5.
Shifting Summary / Notes Written by Doctor: ~ Yes| | No| |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

thﬁ%‘ D - Jeeng

Patient & Clinical Records Received by :

Koune, (2 F—
Date & Time of Patient Received : | & / & [ Q i @ O/ 2 i ,ﬂ‘ﬂf\

If the transfer order time & Completion tlme 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




PATIENT TRANSFER FORM

2
Rainbow’ . . xis
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

[P T L I——_— A N TR T Y

1P26-00006586

HNH-00004230
Mrs SABIHA SHAIK
10-05-1888 Y1IMSD (F)

Dr. PADMAJA YELISETTY

Date & Time of Admission

15-06 -26 (@) O&09 am

Date & Time of Transfer Order

15-06-26 ¢ |1.36¢

Transfer Ordered by

Q. Sotys.

Reason for Transfer

OMA/QEOJ [Ca4t

From Unit

0T

To Unit

- Pest

Information to Attendant

Yes [~ No| |

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes| | No [ Jl—
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
i RL 1
2.
3.
4.
3.

Shifting Summary / Notes Written by Doctor : yzx - No[ |

Qi

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Do Roumg /T

Patient & le;]ical Récords Received by :

\5(6] 26 @

1620 g\

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




HNH-00004230 IP26-00006586 %

Mrs SABIHA SHAI I
[ 10-05-1988 :anu,-.n ) Rainbow®
| Dr. PADMAJA vELIge Children’s

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

@ BirthRight
mmmmummumumtmm tiospital_ | @)
BLOOD PRUDUCTS TRANSFUSION MONITORING FORM

Date: ........\ &Eb‘%% .............................. L1
Blood Group of the Patient: .......\<. j‘“ ........... Blood Group on the Blood Bag: O‘ﬁﬂqﬁvg ....................................
Blood Bank Issue No: ...\ 20 Y ... Date of Collection: U200 pate of Expiry: “)z‘if’f/f{l’jo
Date & Time of Starting Transfusion: ..‘..5..[..‘.’;}9(1:6 .f.%{.kl.‘..\\(.‘\Fﬁ:;nld duration of TranSfuSion: ..............cccouerrvvvvvmmsnerriiesn.

Check for Correct Unit: _]  Correct Patient: [

1
Blood products cross checked by: Nurse 1 ... BOMLA NG Nurse 2: M@%NM
Before starting transfusion vitals: Temp: 0\%.'? HR ... RR: 21).... BP: UO[&@(‘LQ SpOz..ﬂ.c.‘{;.c[T..
PLEASE MONITOR THE FOLLOWING:
Blood Any Any Any Any Other
Dite Vime o HiY y Temperaure Pressure S0, Rash | Rigors | Breathlessness | Problem
L\ "W .
MO 5Mn | A | g 1% no[W] aey
i e - -
o 1M ke 19Q 9 ot 100 7
ol T ¥ , Q. N
S0 0Mn 15 2 e b | dp ¥ opy-
SERALR0 UL \ B
e 2 g 9 F hosh oo

EM%%W’“ 2 O F o2\ oy
S e g 0% ek Deete

b g g F w%lwﬂo@/
AR s |12 || Ptk
15l | 9P |89 IR
COMMENES: e D D PN A TR DY

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

Name of the Incharge-Nurse: . W .. Name of the Nurse: .. QAC@QW\EM
Signature of the Incharge-Nurse: . MQ{,Q.!XA/\ Signature of the Nurse: ........ MO\QZJA«‘/“)‘

Date & Time: '\’QU{,{%@%@M Date & Time: \SL [5)'@ @ Bj‘vv\

Docu. No. : RCH /FRM / CLINICAL / 078
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s a X 1o ast the . Your Right o a Sale Delivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name: [ | | } Age: ; Gender:
UHIDNo: ' ' - 125 20 IPNo: .. “Date: "o Time:
Diagnosis: |/ | Wy -0
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI SR | If
2. | Morphine Sulphate Inj. 15mg/MI / /
3. | Remifentanil Hydrochloride Inj. 2MG / /
4. | Remifentanil Hydrochloride inj. 1MG
™ Doctor Name: Dy % o h:' Doctor Reg’sf@_‘l |
; &N J ?‘f'f}qul l(,j—--’.",;;_\
Signature: /Ty O~
s ’\\:r

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
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1. Name: 78 . o2 b b Uxoin | Remarks

-2 Complete postal address (with contact number, if any)

3. | Brief description of the illness

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

5. | Details of essential Narcotic drug dispensed

: Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
Sthy ¢ '
Dispensed by (Name & ID NO.): .oooiiiieiiiieeiniiiieeecins A T i AR TR Slgnattre: . fi: SRR
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NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name: ‘ Age: Gender: |~
UHIONoi ' '§v 17/ =26004 5 = IP No: : v ¢, Date: Time:
Diagnosis: | L ! W1 ‘
PRESCRIPTION DETAILS (Tick only one of the following)

S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI 5
Morphine Sulphate Inj. 15mg/MI

Remifentanil Hydrochloride Inj. 2MG ' |

) Wi

Remifentanil Hydrochloride inj. 1MG

Dy 5 Aucsnh

Doctor Name: Doctor Registration No:
34 ’-?f\t?t’ TF MF }cﬁ.ﬁ.;‘- N

\

Signature?” A v

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E

(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

IP ReGIStrAton NO: ...l DMl e eetvinsa
gadhantNo. ofthe Patient | Optional)ii:. .o\ mm s b At snaakatiel soratos s frree iz eisissivagsrs
1. | Name: M S g Lot Remarks
'_,.\2. Complete postal address (with contact number, if any) | i ' o v
3. | Brief description of the illness
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
¢ Ao ¥l oA
“ i ' L !
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