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ESTIMATION SLIP Hospital | \@ wiawo:sieoien
Date : é’éwé UHID/1PNo.: YN H-Dopl(RéL  siNe. 1561

Name of Tanent : m f S de( 1k ZN‘;?M Age: HQ:? Gender: ["

Father's / Husband's Name : MY. Teent Corporate / Ogcupatio
Address : _NUA Y0 L ao Phone : 97239 72 UAYREmail:_ 79846 Y (003
Procedure / Plan 3 v LEJ;Q' N oo Ty L[ N T(w4 P\S {) EDD/Dos: Tupe-p b
_ MODE OF PAYMENT : [ | SELF [Z‘TPA (Urifed  Trdre"|GIPsa OTHER
" TARIFF INFORMATION : T MA
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
s Stiarcl Ward Letd  oophoveetorry X T4 PNCp
Shared Ward ! /
1 Twin Shared Ward I A ;0 L {‘9 LL Lﬁr\.:[) .

Private Room

Super Deluxe Room -+ D ]/‘ wime( (,r{ g,, j r‘\/ﬂﬁr? ;[-L:u 0N (: )(tl,,

Suite Room

Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
k tarts from th *
t(iPn::: :f_g: dinissiono\m @ Labour Ward Charges Anesthetist's Fees and OT Charges
. ' Length of Stay for : Length of Stay for :
Pharmacy up to Pharmacy up to
Investigations up to Investigations up to

Others
Neonatologist Charges : D Covered ]:|Not Covered EOp?urall Entonox : [:| Covered D Not Covered

ﬁ'cial Minimum Deposit : /0,00 ) A duente ”'Wl/‘ [l mlSiog
REMARKS :
1. Roomeligibility is purely subject to TPA approval and the Package / Room Tariff starts from the time of admission. The estimated amount may Change a¢cording to duration
of stay, medical condition, investigations, pharmacy and any other procedure.
2. Proportionate difference of bill amount is applicable in case the patmnt 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, plla!\macy, 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, etc. credit cannot be exchanged. These items are not payable to us as per Insurance company norms.
6. Difference if any between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has to be paid by the patient. In case of
denial, cash tariffwould be applicable.
7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and o 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 Department,
10. Additional Charges on package are applicable for Non-working hours and Non-working days (sundays and public holidays)

D ¢ o TP -1 o DECLARATION
1 (‘ L . _have attended the Financial counseling desk and understood the expected costs and
other condmons appllcabie In case the TPA / Insusdnce Company rejects the claim for whatsoever reasons at any point of time
I promise to senle the hospital bill with the hospital without any ambiguity. Q
Sy Mok A (Bo—
Signaturﬁ‘ the Client ; Signatory Relationship Signature of the financial Counselor
i . i e
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Special Equipment:
L | C-ARM | Cystoscopy "1 Versa Point ! Liver Cusa

N [ Neuro Cusa 1 Others .....\[mgﬂ..y@lz.g..:::..&i 0000&0\4;50(’
Signature zéj%rgeon Sigmimulating Nurse
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HNH-00015766 1P26-00006507
Mrs SWATHI INNANI i

08-12-1985 40Y8M27D {F) b

o Y - (TAH 5 il 580 Ra’"§°‘” @ BirthRight

i~ A ospital * | () eusomesms
CONSUMABLES OF OT

Circulating staff :......... NQ:':thQ ......... Technlman L-KF tS,Q'YMLﬂZIﬁ) Date Cﬁ‘ / 6/ @E! ............. TIME feeiereeercienas

Anaesthesia Disposables 5 mm um Surgical Disposables mm u“d /i;pusables (Baby Side) mu“'“
ETtwbe 1.9 (bl ~ | | Major Pack OX | IniVitK
LMA ) B ~| Sutures _ &=F| Cord Clamp
ECG leads m P/N 3,{2 Uty 0 Y1 Suction Catheter
HME fitter: A/ P /N « - Feeding Tube
Syringes : 10 cc 03+ |_Vaccum Suction Set
05 cc @_ Gloves . @ Surgical Gloves
02 cc a2 Tnede 6%, | " Gauze Pack
01 cc |~ < Syringe 1ml / 2ml
? Cautery plate @ P/N Q/( Surgical blade @ﬂo Q1 Surgical Blade # 20
IV set 17 NG tube Koochies (S)
RL P e Cautery pencil /[/
s 1omi/ 100mi / §oom 100¥mi |\ & H hies XX | |
T e T T
A=® | Suction Catheter
Fentany - (] "o 1 | Cap, Mask
Morphine o] |)Jeauze Pack .7~ 0 | e
Ketamine " Mop Pack i il o] |- h laﬂ(f’nn L‘M
Propofol 0 i/ﬁte‘nstnp / SO _H._ Delly) (3
Rocuronium p_2.-fderpad ot akgn slapglen
Glycopyrolate | Draw sheet S
Myopyrolate 4T Abgel o
Ondansetron o] Foleys catheter b~ o1
Pencan 25g/ Spinal Needle 22 B Urobag O]
Bupivacaine 0.25% Chest Drainage Catheter .
Bupivacaine 0.25%(Heavy) Romodrain bag
SRTDIOHCS <% .\ 01?0 - Iy’Bﬁdage
| P o | pr rewem el
| Suppositories +oban -URD \EQ a?na& Z A
Anamol : 80mg / 250mg / 170 mg _Pouble J Stent ! |
‘ Supridol : 100fng LerT | Vaccum Suction set D\10 L1
Justin : 12.5 mg / 25mg / 100fng o/m Plastic Bed Sheet Gl ~
; Tab. Misoprost : 200mg 4 Betadine Solution 0O)
L mn ,Q &L 10\/ Lo au 24 _QJ//MfmShield -
f rwu 4 e ap4 ¥ (A Q_’Lzeﬁﬁon Balls o1
f _Zam & MW AL Latex Gloves
| /& MU o 11 Ramdione Scrub o o
Ko ket 10,0 Sk
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e Rainbow Childrens Hospital-Himayatnagar
Rain bow‘ 5
ﬁggd{é? S s -1 Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
P | halabow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,600029.
040-48873000, info@rainbowhospitals.in
4 ELECTRONIC MEDICINE PRESCRIPTION
I
MRN : HNH-00015766 Natne : Mrs SWATHI INNANI
Age/ Sex ' : 40Y 5M 27 D/ Female Doctor : SWATHIHV
Adm/Reg Datefrlmé ; 05/06/2026 07:18 Payor : MEDI ASSIST INSURANCE TPA PVT LTD
Order Date “ : 05/06/2026 18:12 Ordernumber  : 26-0000204522
: IP26-00006507 Ward/Bed No  : 4F -OT /LDR-415

Vi
Pat;ent Address

: HNO:3-4-423/424,F-106, SYMPHONY ROYAL APARTMENTS, Narayanguda, Hyderabad, Telangana, INDIA, 500028

S.No Description Gonerle Name Dosage Route | Frequency Duration Instruction Qty Status
1 RS ILAYER- FACE MASK 3 LAYER |1 Nos 1 Once Daily 10 Days 10Nos| Dispensed
2 SGLOV# # T.(}(SURGICARE) SURGICAL GLOVES 7.0 |1 Nos External / Onice Daily 1 Days 5Nos| Dispensed
i it
3 SURGEQNS (%AP SURGEQONS CAP 1 Cap Oral / Once Daily 10 Days. 10 Cap Dispensed
4 SAVLON 100 ML 1 Bolile { Once Daily 1 Days 1 Botlle Dispenscd
-
5 ROCUNilUM II;JJ 50 MG 5ML 1 Nos { Once Daily 2 Days 2 Vial Dispensed
UNDERBADS|60X90 . |
[ BUTTER'FLY ] 1 Nos External / 10 AM 1 Days 1 Nos Dispensed
7 GAUZE T'SXT{T”S 12PLY {5 GAUZE 7.5X7.5 12 FLY 5 1Nos Extarnal / Once Daily 1 Days 1Nos| Dispensed
NOS) : NOS
8 T&VmANZ SOLUTION 10% 1 Nos External / Once Daily 1Days 2 Nos Dispensed |
I o] . .
—O gg&'}i%@&gg@“ NITRILE GLOVES M {10Nos 1 Once Daily 1Days 10Nos| Dispensed
1
t
SWATHIHV
l OBSTETRICS AND GYNECOLOGY
f Reg No : TSMC/FMR/15501

* This document |§ just {or reference purpose only. Not to be considered as primary report.

Note

* This prescr;ptio;n is valid only for specified duration.

* Do not refil me;diclnes.

Printed DatefTl ime;.; : 05/06/2026 19:.09
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Printed By : GUVVALA VIJAYA SUSHEELA
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Rainbow Childrens Hospital-Himayatnagar

Rainhow
Children's
Hospital Bam‘tr-u Rainbow Children's Hospital, Door no. 3-6-267, app. Cafe niloufer, Old MLA
quarlers road AP Stale Housing Board Himayainagar Hyderabad ,
Telangana, INDIA 500029,
040-48873000, info@rainbowhospitats.in
U i
ELECTRONIC MEDICINE PRESCRIRTION
MRN HNH-0C015766 Name Mrs SWATHI INNAN]
AgejSex ¢ 40Y 5M 27 O/ Female Doctor ! SWATHIHY
Adm/Reg DatafTine ! 05/6/2026 0718 Payor 3 MEDI ASSIST INSURANCE TPAPVTLTD
Order Date 1 051062026 18:12 Orderpumber ! 26-0000204521
Visit ID ¢ I1P26-00006507 WardBed No  : 4F -O7/LDR-415
Patlont Addross 2 HNO:3-4-423/424,F-108,3YMPHONY ROYAL APARTMENTS, b g Hyderabad, Tel: INDIA, 500029
S.Na Description Genaric Nama Dosage Routs ! Frequency Duration Instruction Qty Status
1 |Bioxamic s00 MG Ny 1Nos 10nca Dy E ™ 3Ampus| Dwpensed}
LEGOINGS DISPDSABLE
2 (PROTECTCARE) BIG 1Nos # 12h Houdy 1Can 1ho3]|  Dapenzed
3 |JUSTIH SUPPOSITORIES *00 1ot Exiornal 1 Oncy Oaly 1Dap 2hos| Disponses
4 |uaoReack MAJOR PACK 110t 10mcs Daily 108 1hos| Duaperare
5 |pwarRiomAMPE  |oiSTL WATERsoML | Dawe Extarnal } Dnos Daly 10ap 2Botts| Duvemec
8 |MCT-ROF 100MG 10ML " hos |Extonal 1 Ones Dasy 104y 1hoa|  Dapenses
T |Eara CATHETER 15- Thes Exteral 7 10 A4 10 M| Daporend
a4 ;)I?::'P‘R:RSSMEXTEHHN 1 Nos. Exlemnal ! Once Daty 10ap 1Mo Dapensec
LI ooty ¥ Nos Extornad / Once Daly 1080 15} Dassnsss
10 |MOPS30XI0 BPLY S5 X-RAY |MOPS 36X308 PLYDATT |t hos 10nce bty 10 tNcs|  Dispansed
ART M
n AR M CAST PADING 18X1 {4 hos Erunas £ Gnce Dty 10ape thos|  Dapeass
17 |vican 1avezus VICRYL 1.0VP 2346 [t Nos 10nca Delly 103 1has|  Capanses
13 [Encore mchornic \hos Frtamat{ Omca Daly 0y 2Mos|  Dispensad
14 |MYOPYROLATE INsSML Thes 1000 Dady 10ap 1Ampue]  Dispanssd
15 |COTIONBALS 2GME HGS [LOTONBAUBZEE 1y, Externat/ Once Daty 1Daps 1hes|  Dispemasd
ASTHALIN 100 MCG
" INHALER 1Kos External { Once Daly 1Days TNcs| Duopensed
17 |osYRINGE 1oML HIPRO) [ SYRINGE 10k b Exiumat f Ovct Daty 1085 nen]  Dupanimg
W [UASRAG (ADILT)- 1o Extbenae? 3.2 TMES A DAY [1Days thos]  paoensw
w QIJ.DOCMN-SPER PATCH 1 haos Exiama} 12 AM 1 Days 1 Mo Draproritad
PROXIMATE PLUS MD 3500 | PROXIMATE PLUS MD -
20 |sTarLERPMWIS] 2500 STAPLERPMARS | 1ot Etamaki Once Daly 1Dms 1hos] Dapemed
21 |suraicar BLADE 22 SURGICAL BLADG 22 |t hos Exuérald Onoe Dby 1D 18] Depensn
NS 1000 M CLOSED NORMALSALINE !
22 EURCFLEX 1000NL CLOSED T Nod Extaenad { Onca Daty 1 Dapt A NG| Dispanissy
ADULT APERS. X2 ¥ Nes Exluenat? 10 AM 1Daps Thcs]  Dmpansed
2 |rricaTTomuR sEN IRRIGATTOFUR SET) |1 Noa Extonal { Once ity 10 T ]
FER Fe i b e TEGADE Ria 8582 ¥ hiog Eaamad £ Oncs Daly 10y 4ncs| Dnpanses
% |vaccuuesuconser  [URCCUMESUCTON |,y 1 Once Cady 10ap stgs]  Drspanses
77 |ECOELECTRODES (ADULT) [ELECFRODES ADLT |t Now £ 3slanal ) Once Daty 10y 3hos|  Desoonses
E¥ TUBE 7.0 CUFFED RUSCH ™ Extanadd 10 AM 1Days Vo] Drepunane
NS S00ML CLOSED BOTTLE Nucggé\;smnesm 1 Baide Extemal #Onca Dally 1 Oays 180tie] Dispenses
DSYRINGS 25MUMPRO)  |SYRINGE ZAlL Yot Extomal/ Once Daly 108 3Mca|  Dupenses
1 |prEx oRTEING 15 GM tval |Estwenad ¢ Onca Daty 10es "visl]  Dupsnsed
PREGELLED SURGICAL PHEGELLED PLATED ;
az PLATESIAGULT) AGAT 1hos External { Once Daly 10sys 1Mae]  Dispenaed
Pen Vo CATHRTER-10 Aot Examal? 10 AN (E 1fes]  Dupenssd
QL SUPPOSITORIES t oy Extamal Dnos Dady toap 1hae]  Dupenas
CAUTERY PENCIL CAUTERY PENCIL
[ADVANCE] (RDVANCE) 1 Nos Extecriad { Ovicm Dady 10ayk THos}  Dapansad
e APAD (BIB) | apcer. Y hos Once Daty 10ep 1%0s|  Dispersed
EH y:sommmr.mmes ST ATYNGEAL |y hos Extemal 1 Once Daly 102y 1400  Dupensec
18 |onpoxvommramGzmL ;JMme&h:‘SETRuN WSy es 10nce Daly 10ap ivall Daperass
SWATHIHV

* This document is just lot raference purpcse oaly, Not 10 be considered 23 prnary tepoil.

Nota

* This prescripticn is valid only for specifled duration.

* Do not rafill madicines.

Printed Date/Time : 05/06/2026 19:10

Printad By : GUVVALA VIJAYA SUSHEELA

OBSTETRICS AND GYNECOLOGY
Reg No ; TSMC/FMR/15501
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: c?nli?dr%‘::’s ‘Blrtthght

b Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

i‘lame Mrs SWATHI INNANI UHID = “HNH-00015766
Father/Guardian | Mr DEEPAK INNANI Age/Gender 40Y 5 M 27 D/ Female
. .Adclress | HNO:3-4-423/424,F-106,SYMPHONY ROYAL APARTMENTS, Narayanguda, Hyderaba-cijfeiangana,
' INDIA, 500029 -
| IP No IP26-00006507 | Admission Date  05-06-2026
Ref Doctor Self. el

Discharge Date (08.06.2026

DISCHARGE SUMMARY

Consultants :
Dr. Swathi HV
MBBS/MS
TSMC/FMR/15501

Diagnosis: P1L2E1 WITH PERVIOUS LSCS WITH LEFT COMPLEX
OVARIAN CYST AND RIGHT ENDOMETRIOTIC CYST

TOTAL LAPAROSCOPIC HYSTERECTOMY + BILATERAL SALPINGO-
) OOPHERECTOMY + ADHESIOLYSIS DONE ON 05.06.2026

History: She came with complaints of lower abdominal discomfort since 5
months USG (12.05.2026) right ovarian cyst-complex 2.9x2.3x2.7cm, left
ovarian cyst -10x6.3cmx9.2cm. left hydrosalpinx. MRI- Pelvis done for further
evaluation,- showed 55x88x90mm left ovarian complex cyst Diffuse widening
of Junctional zone in the posterior myometrium with loss of Endo-myometrial
interface, the myometrium shows heterogenous T2 hypointense signal with
multiple T1 hyper intense, T2 hyperintense cystic areas (blood degradation
products). feature are suggestive of uterine adenomyosis. Right ovary is seen
adherent to right posterolateral wall- suggestive of endometriotic adhesions
with well defined cyst in right ovary sixe 34x26x36mm- shows mild diffusin
restriction and corresponding drop on ADC- likely endomteriotic cyst, Few (3-4)
similar morphology smaller endomteriotic cyst noted in right ovary largest size
12x11mm. A well defined cyst size 20x22mm is nited in right ovary likeiy
follicular cyst. A well defined complex cyst lesion in left adnexa with its
morphology an dextension size 50x88x90mm ?left ovarian neoplastic etiology.
Cervix is displaced in left adenxa with few nabothian cysts, largest size 9.2cm.

HIMAYATHNAGCAR BANJARA HILS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC SECUNDERARAD KONDAPUR LB NAGAR NAKRAMCUDA
Evergency 3 040 - 4BBT3000  Gsnargancy ] 040 - 440 5555, 81009 25516 . A - 4268 2300 cr 3 040 - 4246 2100 1640 - 4246 2200 ency 3040 - 4246 2400 Emargency3 040 - 711 1 1333 Rereniy s 0404031 1233

@ 18002122 @ www.rainbowhospitals.in
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Rainbow® . o
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs SWATHI INNANI UHID HNH-00015766
IP No IP26-00006507 ; Admission Date 05-06-2026

Tumor marker done and traced- CA-125 : 51.2 / CEA :1.37. She was admitted
for TLH with BSO.

Menstrual History:-
LMP- 22.05.2026
Previous cycles: Regular

Obstetric History: P1L2E1, LSCS, LCB-2016

Medical History: K/CO hypothyroidism since 2021 on Tab. Thyronorm 100mcg
oD Surgical History: LSCS-2016, laparoscopic right salpingectomy
done in 2012

2 endometriotic cystectomy - 2011, 2019

Allergies: Nil

Family History: Mother-HTN

Investigations: Enclosed.
Blood group: "B" Positive

Surgery Notes:
Operation performed: TOTAL LAPAROSCOPIC HYSTERECTOMY +
BILATERAL SALPINGECTOMY ADHESIOLYSIS DONE UNDER GENERAL
ANAESTHESIA

Indication: Left ovarian complex cyst + endometriosis grade IlI

Operative findings:
e Uterus normal in size.
e [ntraperitoneal inclusion cyst of 8x8cm noted in left lateral pelvic wall.
e Left ovary and tube adhesion to left lateral pelvic wall and sigmoid colon
densely.
e Right ovarian endometriotic cysts + 2x2cm, 3x3cm adherent to posterior
surface of uterus and uterosacral ligament.
Right tube absent .
POD obliterated.
Adhesiolysis done. Peritoneal collection drained out ,clear fluid noted.
Left tube and ovary dissected out, and adhesions with sigmoid colon
released.
Proceeded with TLH+BSO.
Specimen retrieved vaginally.
Rectovaginal nodule dissected out and retreived.

HYDERNAGAR KONDAPUR OUTPATIENT CLINIC 1A ted SECUNDERABAD A KONDAPUR L 8 NAGAR NAKPAMGUDA
o e & i Sl J - e

@ 1800 2122 @ www.rainbowhospitals.in
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Rainbow® o
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Narm‘e Mrs SWATHI INNANI UHID o HNH-00015766
IP I:Io IP26-00006507 ‘Admis;slﬁn bate 05-06-2026

e \Vault closed with vicryl no.1. Hemostasis secured .

e Thorough irrigation and suction done , drain placed insitu.

o Bilateral ureteric peristalsis noted at the end of procedure

¢ procedure uneventful.

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. CEFTUM 500mg (Cefixime 200mg) twice daily till 13.06.2026 (9am -
9pm) after food.

2. Tab.HIFINAC - P Thrice daily (8am-3pm-10pm) FOR 7 DAYS

3. Tab.Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food till
11.06.2026

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

5. Collect HPE reports.

6. SYP Duphalac SOS.

Review consultation with Dr. Swathi HV, on 12.06.2026 in Gynec OPD with
HPE report in Rainbow Children's Hospital (Review consultation will be
charged).

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

Patient/ Attender

In case of emergency like bleeding, fever kindly contact 9154865045 at
Rainbow Children's Hospital just dial one toll free number - 18002122. You can
also take appointments at any time by going online to our

website www.rainbowhospitals.in

%

» -
Registrar/Resident/C.M.O
BANJAZA HII LS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC i SECUNDERABAD KONDAPUR L B NAGAR AKRAMGUDA

@ 1800 2122 @ www.rainbowhospitals.in




Rainbow” . L
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. Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

-7 Nam—e - Mrs SWATHI INNANI UHID HNH-00015766
TIP No IP26-00006507 | Admission Date 05-06-2026

Consultants :
Dr. Swathi HV
MBBS/MS
TSMC/FMR/15501

HIMAYATHNACAR RANJARA HILLS HYDERNAGASR KONDAPUR OUTPATIENT CLINIC (ICI Accredited v SECUNDERABAD (WA}
. o Emargency 3 040 - 4

KONDAPUL
4246 2200 e vl

LB NAGAR (NASH 4 4«!\::,\%\.-::.\
040 - ABB7N000  Emarge 040 - 4466 555, 01009 2351 . ¥3 D40 - 4245 2300 3 040 - 4248 2100 3040 - 4246 2400 Emargancyd 090 - 7111 1331 Elergency3 (4069111233

@ 1800 2122 @ www.rainbowhospitals.in
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Rainbow® . L
Children’s & BirthRight
i OW HOSPITALS
PATIENT TRANSFER FORM Hospital_ | ) aemnmsmas
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-OOMST" |P2!-00006507 (9 @ . “ ﬂ
| e e | B0 E G glob6 @

Dr, SWATHI H

T

Transfer Ordered by

VO
e P

Reason for Transfer

obeend rfiod)

From Unit

P3¢ G fost

To Unit

Aoot

Information to Attendant
Yes | 7 No [ ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

wdam
(] No[ |

If yes, what ?

9 |

Medications / Consumables / Surgicals / Hand over

Sl.No. [tem Name Quantity
1‘ L COoql '@
2.
3
4.
. §
Shifting Summary / Notes Written by Doctor:  Yes| | No[ |

Name & Signature of Person who is Transferring

(ﬁk\ﬁh[@

Name of Person Ordered Transfer

7Yy ¢ PUa

Patient & Clinical Records Received by : @\ C—
- & A

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 || Nurse not Available | Available Bed not ready

Docuj No. : RCH /FRM / CLINICAL / 102




PATIENT TRANSFER FORM

2z

Rainbow"®

Children’s BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Rightto a Sare Delivery

Patient Name & UHIN M-~
915-0900“01

048 F)
“NH ::AT“‘ mﬂN‘ s 210 {

Date & Time of Admission

clg|ne @Y7V

Date & Time of Transfer Order

fg[@(%& X 20 Ay

T\“\‘\Q\“\m\\\\ \\\\\ Transfer Ordered by Reason for Transfer
vy nloveena, BES
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% (] Rainbow Childrens Hospital-Himayatnagar

Rainbo . 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 Brtgn TEL NO :040-48873000
- Rainbow WEB : https://rainbowhospitals.in
ADMISSION SHEET
NEEIRE TR e
Registration Details :
Admission No : IP26-00006507 Admit Date :05-Jun-2026 Admit Time :07:18 AM UHID : HNH-00015766
Patient Details :
Patient Name : Mrs SWATHI INNANI Age :40Y5M27D
Guardian : Mr DEEPAK INNANI DOB : 09-12-1985
Gender : Female Religion
Occupation : Martial Status
Address (H) : HNO:3-4-423/424,F-106,SYMPHONY ROYAL Phone No : 9739724748/
APARTMENTS Narayanguda Hyderabad . : ; .
- Telangana INDIA 500029 E-mail : deepakinnani@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 DEEPAK INNANI Relationship  : Husband
Contact Address : HNO:3-4-423/424,F-106,SYMPHONY ROYAL Phone No 1 9739724748

APARTMENTS Narayanguda Hyderabad
Telangana INDIA 500029

nature
oM
Doctor Details :
Doctor Name :Dr. SWATHIH V Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self. Phone No
Co-Consultant
Payment Details : Deposit Amount  :10000.00
Paymant Moda . Cash Payor Name a MEDI ASS'ST INSURANCE TPA PVT

LTD

Printed Date / Time : 05/06/2026 07:29 Printed By : 020635 Page 1 of 2
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Date of Admission: @LQ[&% Drug AIBIGIBS: ....cveveeeeeeeeeeereeee e enens ] Not 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.

/) NURSES

S0S / PRN (As Required Medication)

DRUG : TDiath’

Dose Route | Frequency (Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date»
DRUG : Tioe

Dose Route | Frequency [Start Date

“

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

Date»
DRUG : Time

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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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

G

Date
6 Tlme89101112123456789101112123456/7

RESP
(write rate in
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0 Saturations <04 %
_ Administered 0, (L/min.)

3,dwa|

40
39
38
37
36
35
< 35

ey Ueay

170
160
150
140
130
120
110
90 P
80 )

70 t.r vr
60 /
50
40

-

o
anssald poo|g J1j0IsAS

190
180
170
160
150
140
130
120 s
110
100
90
80
70
60
50

I

-
aInssald poojg J1joiseiq

130
120
110
100
90

80

70 4 -.-_/
60
50
40

NEURO

RESPONSE
[+

Alert | | | [

Voice
Pain
Unresponsive

URINE
mis / hour
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Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES
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Nurse Initial aH O
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Obstetrics and Gynaecology
Early Warning Signs

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

* The Modified Early Warning Score (MEOWS)

O
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o CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
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Early Warning Signs

[ Obstetrics and Gynaecology J

4 )

Complete a Full

1 Yellow Alert :
Repeat Observations
in 30 minutes

Set of MEOWS .

Obsérvations )

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

/

\:

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

4 Repeat Observations
' in 15 minutes or continuous
monitoring

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

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
AQ) TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

<

Date G
;
mime X8 | o [@|11[12] 1 )34 ] 78| 9o fwo]ulu[1[2)]s]4]s[|@) 7

> 30

21-30 =

11-20 ~
0-10
94 - 100 %

o Saturations | =54 %
Administered 0, (L/min.)

RESP
(write rate in
corresp. box) |

40

39

38

37 o FAl
36 “ A
35
6 < 35
170
160
150
140
130
120
110
100
20 P i L /£ Pavy.

80 v A4 L2 :}C\Hr\q 4 14 7 ot
70 T~ LY /

60
50
40

190

&
- 170

160
150
‘ 140

2, dway

=

1"3
AD

el us

3ley Ueay

130
120
110
100
90
80
70
60
50

130
120
110
100
90
80
70
60
50
L 40

NEURO Alert - = - I I | —

RESPONSE Voice
[¥] Pain
Unresponsive

URINE > 30
mlis / hour <30

: Protein + +

173

_q.<
\
B
p—
e

—_——
-

=
S
S

—
anssalq poojg d1jolsAs

&y
1l
i

¥/ o]

I

o
2unssald poojg d1joiselq

(

Normal

Lachla § | Heavy / Foul

Liquor

Green
TOTAL YELLOW SCORES A O o = I =

TOTAL ORANGE SCORES 4

O
i =
Nurse Initial g&f @
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Early Warning Signs

[ Obstetrics and Gynaecology j

4 )

Complete a Full

Set of MEOWS
Observations

N %

-

.

N
1 Yellow Alert :
Repeat Observations
in 30 minutes
J
4 )
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
", in 30 minutes
™

> 2 Yellow Alerts or =12 Orange Alerts:
Immediate Review by Obstetrician and
»  Repeat Observations
vin 15 minutes or continuous
monitoring

* The Modified Early‘Warning Score (MEOWS)

- I — el
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SheetNo. : ............. m

1. All measurements in m.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
T TR T S e s

M : — Thrombo- [
Date | Time (ﬂaﬁ"l{i% Route NG | Diarrhoea | Vomit |Drainage | urine | phiebitis [ Sign.

Score | Nurse
Mouth L.V N.G
ﬁ 08:00 am

09:00 am

» 10:00 am

11:00 am |

12:00 pm L —
01:00 pm
Total Intake : il Total Output :
02:00 pm
) 03:00 pm
,04:00 pm
05:00 pm
06:00pm| - il
07:50 pm o
o Total Intake : - Total Output :
08:00 pm
o 09:00 pm
10:00 pm
11:00 pm L
12:00 am s vl
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am i
i00am | Q| lyoond P
& 0600am| p—[""7 |\qod
oro0am | Ry | V1> 10)“:'1]

Total Intake : Total Output :

D +—1

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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| Geratees  AOYSMZT . ; BirthRiaht

| or, SWATHIHV Children’s IrthiRig
" Childrer's | (@) ammmis:

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.

R Gt L e
Date | Time gaém}% Route NG | Diarrhoea | Vomit |Drainage | Urine P'g%f,’,"ﬂg' ﬁfﬂ;‘e
Mouth | 1LV N.G n AN\
g00am| )L | [\Ooad _ ) "~
0900am | PL— [ VY [\oed - %
tooan | fe—| U [0 o S lwi" a
o e[ p— [T [0 J I | cop X1 2T
(o\ 1200om| P—V | W .
otoopm| P | S || qocd
Total Intake : o i Total Output : Y & .Q
0200pm | 2L |w) \ 00 ' ,.: _
sopm[ge [V [100 gopwi—— /1 ¥
0400pm| g2 | (& lele; A} S
s00pm| O | . | \0O L ()
06:00pm | W \o© N QDM */"ULW%
07:00pm | NS | 100 T LITA
Total Intake : < Yo l0~— £ oo Total Quput: ~ PAYS <Y S0 ) @
08:00pm | o1 003 ' |
0900 | o] | (oo [
\o [1000pm| P | © [\ons ahle, -
N o] g [ P | oo | e, f’t
}KS 120am| o | " | (eow ~— | /
01:00am| A |, \Oxr
Total Intake : (2> | Total Output : < ESG’V‘-‘P
02:00 am @N ) \ Vo
wooam |y TN [ e
N 0| v | x| 004 1 ~
NS | S00am) gy | oy | voand il Vi
o 06:00 am ijg ; 1 9o // L 5 uoa/Jl—'f” 57%
07:00am | ) pt {00
Total Intake : (¢ \ : Total Output : gmﬂ
Total 24 hrs. Intake \@) (@3] Total 24 hrs. Output Q 1 H‘B@M/

Docu. No. : RCH /FRM / CLINICAL / 092
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I takes a lot to treat the littie. Your Right to a Safe Delivery

[ 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.

T : Intake - = L i v site
rombo- [~ o
Date | Time gagﬂfi% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis I\?Llﬂge
Mouth | IV | NG | |
0800am | pO)° | A |100M
>
o 0900am | 55 | 1 Lol O ot
L\ 1000am | 5 5 %‘. \OOH} N Sl W Yoo e
W [imm[oos [0 Tlog | _A0Y ¥ @
1200 | P/ oM |7 / \
oroopm| 21| %, [ 1000\ ’ ’
Tota . L3 4 -
otal Intake : Total Output :
02:00pm | P4~ [o0¢) o) —ﬂ;' e
13000 | 27— L7 ||oom) / 4
\r}_ 04:00 pm 2l (4] { Oow L T \ I ¥ %7_
. - /
6\6 05:00 pm p,{,_ Lmn) i3 ° ;pl L0k = Bs ph .
06:00pm | L oo # i /
07:00pm | @1 [mort) ' /,
Total Intake 1~ ' ! Total Output : E 4 ~M— (d%
N
08:00 prm ML op wy VGU"S 1
09:00 pm / —_— i "
1000pm| D) i . )
: ¥ > w
\QX\"D 11:00pm | Q R, | \V\ }‘L i F @
AN | 1200am / o | i \
01:00 am 100 nd J
Total Intake : Total Output :
02:00 am / Aok GOMI— = 7\"?“%
03:00 am / 166 vy - i il | |
G 04:00am | s et N T 1] |
“; ™ L 24 1
Y 05:00 am | ) - sl ) f &
06:00 am / 100 g / / “"* ! %2 6!
07:00 am \00ad heg W 3¢
Total Intake : Total Qutput :
Total 24 hrs. Intake Total 24 hrs. Output

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




Patient Sticker

Sheet NO. & oo

F

Rain‘b:'c-i-w"° . -
Children’s ‘Blrtthght

\

Hospital BY RAINBOW HOSPITALS

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

[ FLUID CHART |

1. All measurements in ml.

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

Intake

Output o s |

; i Natdre
Date Time of Fluid

Route

NG

Thrombo-

_ : ; : hlebitis | SigN.
Diarrhoea | Vomit |Drainage | Urine | PEECTS | Nitcs

Mouth

LV

N.G

08:00 am

09:00 am

=

10:00am| °

/

/ o |,

&

11:00 am [

5dly
g

S

1200pm| |

WP

/ :

01:00 pm

7o

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm ‘

I['LM :

N

;\‘5/ gt e

\§® 05:00pm |
D3

06:00 pm ‘

Wo

0700pm|

>
T—

Total Intake : ,

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output




HNH-00015788

|P26-00006507 -
| INNANI .
r&::;? aYsM27D  (F) ) ) ) - y j
Dr. SWATHIHV ' Rai iy ® % 3
alnbow . . ~
" Cnirens | @ BirthRight
HOSpit&' . BY RAINBOW HOSPITALS
PAIN AssESSMENT FORM It takes a lot to treat the Mile. Your Right to a Safe Delivery
2 Pain 'Scofe ' . Modifying | Patient / Family - :
Date Time (0/10) Location Duration Acuity Character Eacters Educated llnterventmn Sign
_ {1 Continuous | [ Acute [ Sharp (] Dull ] Increasing [ Yes N
&E Gﬁ'tm L (lo /\\/‘]' [ Intermittent | [ Chronic 1 Aching [ Burning | (] Decreasing | [! No ' @L
g A (7 Continuous | [ Acute [ Sharp 1 Dull [ Increasing [ Yes A
\ M| O f © AL O intermittent | 0 Chronic (1 Aching (] Burning | [ Decreasing | [ No AT Q
% [ Continuous | _J Acute (] Sharp ] Dull [ Increasing | [ Yes |V —
“4 IB ¥ ® NJ )| O Intermittent | 3 Chronic 1 Aching (1 Burning | [ Decreasing | I No @
o~
[ Continuous | [ | Acute (1 Sharp [ Dull 1 Increasing [ Yes ¥
6 [.4 P 7)) O /jfo A//}L [] Intermittent | _ Chronic (] Aching [ Burning | [ Decreasing{ ! No /M/ <
\¥)
_ ] Continuous | [] Acute (] Sharp (7 Dull [ Increasing C] Yes A @Q
¢ lé QO pm Ulfo Mg [ Intermittent | ] Chronic (] Aching [ Burning | [ Decreasing | [ No =
["] Continuous | [ Acute (1 Sharp [ Dull [ Increasing L] Yes
6#6[ 6 [RAM ’0/ (L | Q& | O Intermittent | [ Chronic ] Aching [ Burning | [] Decreasing | [ No AD ),
’ [] Continuous | [] Acute (] Sharp [ Dull '] Increasing ] Yes o
G\L\V" LF’M { lb MA | ] Intermittent | [ Chronic I Aching [ Burning | [ Decreasing | [ No S G
|
L b 1 Continuous | [ Acute ('] Sharp (] Dull 1 Increasing L] Yes .
(5\ L\L A P’“’r {l 0 Mg' U1 Intermittent | [J Chronic (] Aching [] Burning | [! Decreasing | [ No MB o
\ A b I Continuous | [! Acute (7 Sharp [ Dull [1 Increasing | [ Yes
q\ 6 L) A v (1% | O Intermittent | [ Chronic (1 Aching ) Burning | (] Decreasing | [ No e C@/
. o / l 1 Continuous | [ Acute (] Sharp (7 Dull (] Increasing [ Yes
,X\L\Vb ﬁ?) W 1% v b ] Intermittent | ] Chronic (1 Aching ] Burning | [ Decreasing | ! No | ol zﬁb/
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)



— e, T D |
4 | PAIN ASSESSMENT TOOLS A

~ FLACG PAIN ASSESSMENT SCALE (1 Month to 7 Years)

, SCORING
CATEGORY
0 , 1 P 2,
" | Occastonal Grimacs or Frown, Fraquent to constant frown,
Face . No Particular expression or smile withdraw, Disorlented quivering chin, clenched jaw
' Leps ’ Normal Posttion or Relaxed Uneasy, restigss, tense Kicking, or legs brawn up
| Laying quietly normal position, Squirming shifting back and
Activity moves easlly forth, tense Arched, right, or Jerking
Numerlcal Paln Scale (Obstetric and Gynecology) —_— : L
L I 1 L | 1 L 1 L i [ ’ Moans or whimpers occasional Crying steadlly, screams of sobs,
I 1 1 ] 1 1 1 1 T i, | -G No Cry (Awake or asieep)
0 : : J A : : ] ; : 0 Iy camplalnt ‘ ) frequent complalnts
Ko Pala pas‘;”ﬂ‘,’{:‘m,, - Reas_sured by occaslonal touching, | \
\, Consolabliity Content, relaxed hugging, or belng talked to, Difficit to console or comfort
distractible ] \
! Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Aﬁltaiinn
- Crileria
\ Wong - Baker (Pediatrics) Abave 7 Years -2 -1 0 1 g -
Crying | No cry with painful | Moans or gries Appropriate erying Not| Imitabls or crying at | High-pitched or sflent-
Irritability stimuli minimally with painful| iritable intervals consolable | continuous cry
0 5 4 8 8 m stimuli Inconsolable
o Hurt Horts LRfile B Hurts Littis More Even More Hurts Whole Lot HurtsWorst | Behavior State | No arousaltoany | Arouses minimally to | Appropriats for Restless, squirming | Arching, Kicking constantly awake
stimufi stimuli gestational age Awakens frequently | or
No spontzneous Liitle spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mauth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expressfon
Expression No expression with stimull intermittent conlinual
Extremilios | No grasp reflex Weak grasp refiex | Relaxed hands and | Intermittent Gontinual clenched
Tane Faceid tone decreased miscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
. Body isnottense | Body is tense
) Vital 8igns HR | No variability with | Less than 10% Within baselina or | Increase 10-20% | Increase greater than 20% from
RA, BF $a0, | stimuli variability frem ngrmal for from baseling basseline, 5a0, lessthanor |
Hypoventifation or | baseline with stimull | gestational age Sa0, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or .
\ recovery fighting ventitator /
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HNH-00015768 1P26-00008507 Rainbow® »
Mrs SWATHI INNANI A 2 :
Mrnas | MYEHET i ] Elhlldrelg’s BirthRight
Dr. SWATHI HV ospita BY RAINBOW HOSPITALS
I O _PAIN ASSESSMENT FORM e b
fe ; " . Modifying | Patient / Family " ;
Dare 1ime (0/10) Location Duration Acuity Character Factors Educatod Intervention Sign
] [0 Continuous | [ Acute [] Sharp [ Dull (] Increasing L1 Yes
'—}—'/ g D / \ ; : _ . %
6(9¢ K lo N | O Intermittent | O Chronic (] Aching [ Burning | [ Decreasing | [ No
[J Continuous | [J Acute (] Sharp [] Dull (] Increasing ] Yes
(1 Intermittent | [ Chronic [ Aching [ Burning | [] Decreasing | [ No
(1 Continuous | [ Acute (7] Sharp (1 Dull (] Increasing [ Yes
[ Intermittent | [ Chronic [ Aching [ Buring | [] Decreasing | [ No
[1 Continuous | [ Acute [ Sharp (I Dull L1 Increasing [] Yes
[1 Intermittent | [ Chronic ] Aching [71 Burning | [ Decreasing { [ No
[1 Continuous | [ Acute [1 Sharp (1 Dull L1 Increasing [] Yes
(] Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No
1 Continuous | [J Acute 1 Sharp ] Dull (] Increasing [ Yes
(1 Intermittent | I Chronic (] Aching [ Burning | (] Decreasing | [ No
1 Continuous | [J Acute [] Sharp  [] Dull [ Increasing [] Yes
C1 Intermittent | I Chronic [ Aching [ Burning | [ Decreasing | [ No
] Continuous | [ Acute (] Sharp (] Dull 1 Increasing ] Yes
1 Intermittent | [J Chronic [ Aching [ Burning | [ Decreasing | [ No
] Continuous | L[ Acute [] Sharp  [] Dull ['1 Increasing [] Yes
] Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No
{1 Continuous | [ Acute [ Sharp [ Dull (] Increasing | L[ Yes
(1 Intermittent | ] Chronic [] Aching [] Burning | [ Decreasing | LI 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:
b)  Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention.

a)  Atleast every 2 hours for the first 24 hours
c)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152
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(PT0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SGAL {1 Monthto 7 Years)

g e ] SCORING ) T
CATEGORY =
0 . « 1 r| . 2
N " | occaslonal Grimace or Frow, Fraquant to constant frown,
Face . No Particular expression or smile withdraw, Disorlented quivering chin, clenched jaw
Legs Normal Position or Relaxed - Uneasy, restiess, tense Kicking, or Iegs'brawn up
) 1" Laying qulstly normal position; " Squirming shitting back and T
Activity moves saslly fortt; tense Arched, rght- or Jerking
Numerical Paln Scals (Obstetri and Gynecology) i — . e . _
1 1 ] L 1 1 l 1 L 1 | Moans or whimpars pecasional Crylng steadily, screams of sobs,
I | I- 1 | | =1 R IEEG = 1 C No Cry (Awake or asleep) ’ ‘ :
0 i 2 3 4 5 6 7 8 ] ww v cpmpla@ _ : frequent co_rlnplal,nts
NoPan Possii e - Reassured by occasional touching,
i Gontent, relaxed hugging, o being talked to, Dificutt to console or comfort
Consofability ‘ districtible 0 mf
Neonatal Pain, Agitation and Sedation Scale (upte 1 Month}
pssessment Sedation " Normal i Pain/ Agltation
Critaria 5 ; - - -
Wong - Baker (Pediatrics) Above 7 Years -2 -1 0 1 2
Crying No Gry with painful -Moans-br crigs ) Aﬁpwpﬁata crying Nﬁi fmitable or. cwfng a mHigh-pitched or silent-
Ireitability stimuli minimally with painful | imitable- intervals consolable | continuous cry
stimull -Inconselable
b Arslmel  Wsldn  Bebn  Rrselr o “Bafiavior State.| No_ardusaltoany | Arouses minimally fo | Appropriate for Restess, squiming { Arching, kicking constantly awake
stimuli stimull gestational age Awakens frequenty { or
No.spontaneous Little spontaneous Arouses minimally / no movement
movement maovement (not sedated)
Faclal Motth s ax ‘Minimal expression "Relaxed Appropriate | Any pain expression {-Any pain expression
Exprassien No expression with stimuli intermittent “continual
Edremitles | 'Nograsprefiex | Weakgraspreflex | Relaxed hands and. | Intermittent “Continual clenched
Tone. Flaccid tone decreased muscle | feet cienched toes, fists | foes, fists, or finger
tone Normal Tone or-finger splay splay
Body Is not tans® Body is tense
vital Signs HR:| No variabilty with | Less than 10% ‘Within basefine or | Increase 10-20% Incragse greater than.20% from
BR, BR 5a0, | stimul variabllity from normal for from baseling baseline, Sad, less than or
Hypoventitation or | baseline with stimuli | gestational age Sa0, 76-85% with | equalte 75% with stimulation.-
apnea starr_lplanon quick | stpw.recovery Out of sync.or
recovery. fighting ventilator -

=

O
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BRADEN 'Q' SCALE

o

%

Rambow
Children’s
Hospital

1t takes 3 lot to treat the littie.

F 4}

BY RAINBOW HOSPITALS

‘Fquﬁml to a Safe Delivery
A /

.BirthRight’

Date :
Time :

)

bl

1. Completely immobile:

Mobility 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

e

i

o

<[/
2

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. U b(
without assistance. to completely turn self independently. independently. \-f (‘{
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
Aot . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
{';ng;t:igat}zggsg? Eoﬁ?:]':(ﬁ {" bed non-existent, Cannot bear own weight very short distances, with or without Walks outside the room at least twice a kﬂ-{ v
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every L‘ L{
wheelchair." shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or | moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or Y
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or \‘( cf
half of body. two extremities. kr
Moisture Degree L !.‘.o_nstamly mpist: 2'"' woist: . 3. ‘.’°F“'°“"." moist : - 4. '.“."’" moist: —
ot Skin is kgpt Imonst glmosl Fonstantly S}un is often, but not always, moist. S_kln is occasionally moist, requiring Skin is usually dry, routlr_te diaper .
skin is exposed by persplra_ilon, urine, dralnaqe. etc. Linen must be changed at least every linen change every 12 hours. changes,; linen only requires changing
Sircisinr Dar_npngss is detected every time 8 hours. every 24 hours. )
patient is moved or turned. -_/ v/ q
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: [ ;
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely u
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  during move. Maintains good position \{,
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

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

Nutritional Usual
food intake pattern

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

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

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.

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

per day. Takes fluids poorly. products per day. Occasionally will offered. L‘f L’(
Does not take a liquid dietary take a dietary supplement. '
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
) Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may 5 ; :
ﬁs%m P::;?;i" & <40 in a newborn) or the patient be < 95%; hemaglobin may be be < 95%; hemoglobin may be Nt;rmo.tenswe,l ‘:‘{99" s:a'.:uratlo’r}“ 9]
0 does not physiologically tolerate <10 mg/dl; capillary refill may be <10 mg/di; capillary refill may be > 25%- ”‘L’"‘a gu; capiliary retl “
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. %2 SO Lf
) . ) . TOTAL SCORE , J.& =22
Severe Risk : lessthan 9 | High Risk : 10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23 }& -
Evaluator's Name G0 _| 2 .
N

S—



™~

: N T} O
\ —
Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients o
13-4, Moderate Risk Gel pads for high-risk areas
. Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure matiress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
1042 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure maftress overlay
Use same protocol as for “High Risk” Patients High density foam maftress
Less than 9 Severe Risk Add a pressure redistribution surface for patienis with Gel pads for high-risk areas
¢
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| | -

Date : | 6/&/, ble[re [=/c/a0 B
Time:| jt6H Ny Mg

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

Mobili : : - . 2 X : o ki 5
fy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. ) b, k-l
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
At Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : . ? y : : : ;
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a 4 \-f

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.

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 moist, requiring

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

skir:l:svgzcgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing )
to mo‘s? i Dampness is detected every time 8 hours. every 24 hours. t{ ‘1 q
e patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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."

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/d|
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over haif 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
he < 95%; hemoglobin may be

< 10 ma/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

PN
e
I




severe pain or with additional risk factors.

Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are deemed at risk due
to aftered maobility, consider occupation therapy referral for advice
Reguiar Turding Schedule . _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating oressure mattress overla
Manage moisture, friction and shear BINAlINg presstire Matlress overidy
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
i Use the Same Protocol as for “At Risk” Patients _
13-14 Moderate Risk . Gel pads for high-risk areas
Position patient at 30 degree latera! incline using foam wedges .
Alternating pressure mattress overiay
' Follow the same protocal 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 frequentiy Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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Morse Fall Risk Assessment Form ke ot e gt S
ZTH
Date / Time '
Choose Highest Applicable Score from each Category { (4 L,( L tﬂ 6 ( ﬂﬂ% Fall Risk Grading
Ll e | 5
History of Falling Yes 25
(immediately or w/in 3 months) No 0 A Risk Lavel Mors?nzia:lsl)sm"’ Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O © O
Furni 30 I
- urniture Low Risk 0-24 gtangﬂzi ll:a
Ambulatory Aid Crutches, Cane(S), Walker 15 L2
None /Bed Rest /Nurse Assist 0 (>
. . Yes 20 : 20 D’O
IV / Heparin Lock or Saline . L, Implement
] 0 ! Moderate Risk 25-50 Modera.te Fal
Impaired 20 Prevention
Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 © © 0 Implement High
Forgets limitations 15 f oy Risk Fall
Mental Status .g - High Risk =30 Prevention
Oriented to own ability 0 .
Total Morse Fall Scale Score: V@) Ifrrpen
Signature @ A_— @_\
N
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
[1 Ensure patients use their prescribed eye glasses if any, in the hospital "] Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients (1 Initiate constant observation by healthcare provider as appropriate to patient's needs
!
‘ Docu. No. : RCH /FRM / CLINICAL / 006
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i MII//I/ Morse Fall Risk Assessment Form Ao

Your Right to a Safe Deliver{r

= 4 3 + 4 ‘
. Date/Time | & |6 (26 6[b/1 FlelaC
Choose Highest Applicable Score from each Category ( i /6/'2 Fall Risk Grading
Score ML v -
¥
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Muts?'::Q)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O §] O
Furniture 30 _
| Low Risk 0-24 SEAE
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0
: - Yes 20 7
IV / Heparin Lock or Saline N 5 20 L0 0 Implement
0 Moderate Risk | 25 - 50 Mpdcrme 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 Ri Risk Fall
Mental Status - igh Risk 291 :
Oriented to own ability 0 Prevention
Intervention
F Total Morse Fall Scale Score: 2o Lo 20
Signature | (A @7
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
L] 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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'CHECKLIST FOR THROMBOPHLEB{TIS
e db

o S

DAY1 | . D A DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E (/ ) m ) E )f m (MT E N Remarks
. No signs of phlebitis / ~ 1 N

1 IV site appears healthy T 0 o O | o ¢ ) D )
One of the following signs is

2 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula - g i
* Slight redness near IV Site 0 L

3 I:zoezg‘}g:t.followmg Signs Early stage of phlebitis / 5
Pain at IV site Redness il L A\ |7 | |- |7 i | (U
':\!,Ii g:sr:? e Tollowing Signs are Medium stage of phlebitis /

4 | pain along Path of cannula ?esr:g Catnnula Gonsiaar . = & W \&
Redness around Site Swelling R va . — | ¥

= : R

gyigér:? g;g"ggé?gﬁgs s Advanced stage of phlebitis or

5 | Pain along Path of cannula gm start of thrombophlebitis / 4 i |
Radiass araurnid it g site Cannula Consider o N Y
Swelling palpable Venous cord Treatment (N, .
All of the following Signs are
evident and Extensive : Pain Advanced stagg of

6 | along Path of cannula Redness | trombophlebitis / 5 = W
around Site Swelling palpable Initiate treatment Re site M o — V4
Venous cordpyrexia Cannula -

Signature of the Nurse o C ZZ ﬁ@ | A }/ @/

_

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

Signature of Shift In Charge :

SIgAture : ............ @’/ ............ Name : ......... (0 TN

Signature of Ward In Charge : .

Signature : M,’ ............ NAMB:: s S M i

Docu. No. : RCH /FRM / CLINICAL / 137
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[Dr ey e Children’s Blrtthght
AERCEET T 'CHECKLIST FOR THROMBOPHLEBITIS Hospital | (germcoicss
Z/¢)s, DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE @) E M E M E Remarks
: No signs of phlebitis / .
1 IV site appears healthy Observe cannula 0 0
One of the following signs is
2 evident : Possibly first signs of phlebitis 1 9)
* Slight pain near the IV Site / / Observe cannula
* Slight redness near |V Site
3 :\goe%gst'followmg g Eariy stage of phlebitis / 9 O
Pain at IV site Redness Resite Cannula
é\l;lic?;;:] ? Tolluwing Signs are Medium stage of phlebitis /
4 | Pain along Path of cannula friemttg Catnnula Usiscer 3 o
Redness around Site Swelling odiTen
All of the following Signs are o
evident and Exv:;ngiv;g: Advanced stage of phlebitis or
5 Pain along Path of cannula }:e ?ta’t of thrombophlebltls/ 4 (’)
Redness around Site e site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness | I gmbophlebms/R . 5 | o
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse @I

L§

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

Signature of Shift In Charge :

SIGNALUIE & oo, NAME oot

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

Signature of Ward In Charge :

OIGNANINGT - cisiusssminsemsonissrsasasssusssvssunsncasss NAME 5 vicoiiwssnsvcisnsuimissisionsisisasisssssisassnisssiin
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[C] Maintain Airway and Oxygenation

(A

NURSING CARE REGORD

2
Rainbow® . L.
Children’s | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
mmmmmmmm it Your Right to a Safe Delivery *

[-Relieve Pain & Discomfort

[ Improve Activity Tolerance

Maintain Good Nutritional Status

Date: gf({hé‘ ....................

['] Maintain Skin Integrity

s chato—te \fedS

aintain Fluid Balance

§ ] Maintain Personal Hygiene [1 Prevent Infection }D/gmt Elimination Needs ] Ensure Safety 1 Early Ambulation Reduce Anxiety atient & Family Education
& | [ Identify Potential Complications [0 ANY OHherS. SPOCHY. ... . ciierneririrmrierreiresrarreertnererassreerensssseenressrsnrsrssenrssenrnrassssersnsssanansesssans

Time Plan of Care Time Implementation Evaluation Re-Assessment 'g"é?:ngfl',','g

. ‘ .. eqcf e
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i BY RAINBOW HOSPITALS
B 00T T NURSING CARE RECORD Hospital_ | (g smeonosis
Date; ....... le/b ..................
e | [ Maintain Airway and Oxygenation [] Relieve Pain & Discomfort ] Maintain Fluid Balance [ Improve Activity Tolerance [JJ Maintain Good Nutritional Status [J Maiptain Skin Integrity
E ;yaiﬁiain Personal Hygiene )2{3::“1 Infection D/Meat Elimination Needs ,Z‘J/I;::ure Safety O Ambulation Reduce Anxiety /aﬁ:::, Family Education
S Identify Potential Complications [0 AT OMNOIS, SPBEIY. .. .o mwsmmnsmns sassasamanssmnes e srmssssn sinsss womsamssossn s oo Rapsans's S¥S oo sanasbrssssns
Time Plan of Care Time Implementation Evaluation Re-Assessment '{“g’,‘;,,’;?,j',‘g
3 T
A Pl oadiH70D [ QA SR 3 e f) Iebheond
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QT - NURSING CARE RECORD o |

Your Right to a Safe Delivery «
—_—

Date: '—7'[5 (24
¢ | [ Maintain Airway and Oxygenation [J Relieve Pain & Discomfort ] Maintain Fluid Balance [J Improve Activity Tolerance ] Maintain Good Nutritional Status [C] Maintain Skin Integrity
E [ Maintain Personal Hygiene [ Prevent Infection [l Meet Elimination Needs [1 Ensure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications T Ay OTDOrS. SPBCHY - v s i a e e e o i aom e Mo WA R R e ooy G v aws il
i i Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

SAv) [y psaeny the F% condlifion, 7hn D fsaeped e pteand i |

) Mon sy the \I(-{o.!g 7 ont : PJ( . R
' b - X 13 3dodf P Reaveyed
b Mntean zlo chasd . P mainfiined zfo cheonk o = (ke Ui{cd,) @7

9 t&\(\u}a Qive &y VW&“@*' -‘acﬁwgz) Men wy pev cﬁmg/
%{)h C"IQ{_LL 5 Ybn Qk(&j\l’ "

Morning

Afternoon

Do_?/ = |

Night
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9| O Maintain Personal Hygiens () Prevent Infection O Meet Elimination Needs [0 Ensure Safety O Early Ambulation Reduce Anxiety D Patient & Family Education
S| [ Identify Potential Complitations 0 ANY CHIBES, SPEGHY. e verrresssrssrasssesrrsrssssresassmssastssesessasesansesssessesssesssasesansssessasesensasesensesenes
Time _ Plan of Care Time Implementation Evaluation Re-Assessment 'i“é?g,.’é?.}?@
A ~ ;
- /
=
£
(-]
=
=
=]
[=]
E
=
T
=
=
=




507
. HNH-onmnl. - |P26-00008
| INN
'::1:-‘:::: s0ysm270 (P
Or. SWATHI HV

LA

R
C

>

///

ambow
hildren’s

N

Hospital

It takes a lot to treat the litde.

NURSING SHIFT HAND OVER FORM

BY RA

Your Ri

BirthRight

INBOW HOSPITALS

ght to a Safe Delivery

Z | Diagnosis: e Any Infection: CIYes [ Not Known
g L~ t J . £ YES SPECITY: +vvovvvreerveeesreeeesseeeeesseeeeren,
:7; Surgery / Procedure: Post OP Day:
L - x
o | Date . q Qe £ o3l
S L Shift “f’k(,- gp/ o) m/'o M =
& | Medical Condition )4 s
% | (Any special condition to be noted): p \ — -~ .
< : =
@ | Diet: o= \@)‘ﬂ// \fxﬁ’;ﬂ 'roﬁd) Ly Sﬁmfi: Q_l
Allergy: TYes CNo |0 Yes ©iNo O Yewdo/w O Yes N0 | O Yes (KO
Ventilation (RA, NP, NIV, VENT)): o ~ — — _
Tubes/Drzystﬁthqt/ O Yes 0 No JrVes 0 No | ves 0 No [erYes T No | =¥s 01 No [=¥es o No
= ’ 1 al ®
k& | | Vital Signs: Temp: | o) 0\_&(%1»’/ ([ 98¢ £ lqg.1'F
o Res: | ¢ 6 90 |20 |90 |20 6lm|2bn.
[72] 3 )
% 500 | sz - [ A¥F | 95/ laqge
2] Pulse: | (0 N Wol2 | welp2| violay 108/ ¢9
BP: | £ = - ¥ —
LOC: - - - — =
Fall Risk Score: | . - o= | — -
Pain Score: | - A. = ol - ‘o
skin Integrity | 4808 | oo | 404 0? B Good
Safety Needs: | CLYes T No27Yes CJNg |=-Yes O Ng |=+Yes 0 No & Ves 0 No [&Yes [ No
Physiotherapy: | — — o — — .
‘é’ Others Specify: |0 Yeg.=No | O Yes 0No |0 Yes D) No | O Yes NG | [ Yes =0 | [ Yes &100
k| Special Diet: NRM | - - —
g Critical Lab Test / Values: - | — o - ~ —
§ Other Special Orders / Medications: |0 Yes 210 | = Yes ZNBI 1 Yes CLNeTt Yes Mot Yes =G | O Yes iAo
& |PU Prophylaxis: O Yes ONo ,yesﬂﬂg)z Yes CLNO| 01 Yes 20 | O Yes =40 | O Yes 400
DVT Prophylaxis: O Yes NG| O Yes TTNo | 0 Yes [1Ne-tl Yes =70 | 0 Yes £ | 0 Yes At
ADL (Dependent / Non Dependent): |\ ~o \ Hone Ll — | nenwtDupendont
Y '\-ff“r v 1% t
Post Operative Procedure Special Orders: ‘\&O WA | . - o
RHanded Over By Name : LL\)\I; P IVDCJ J\ktju} i L\‘WLMDWB L
Signature / D - O fi i’ &~ | 0 @™y |
Date: Ab (45, | fleppe [\ e[z /e /oc
I 9 o 7 v\ v
Time: Q\A‘M]‘ %‘(W “ . 2004 7 Boa 9PH
Taken Over By Name : Mr Al Y \y\i N \’)f*"l’“‘ﬂ}vl}q,
. — P N
Signature / 1D : G\ r VAL d;b/ \ m&,
Y v oy
Date ALY \eP© | Ll Elue [2/elz¢ i
Tme farh | qpr| S




- -

]

———




® o

> O

HNH-00015788 1P26-00006507 P
Mrs SWATHI INNANI Ramb; W
— 09-12-1988 40YSM27D (F) . . ~
Dr. SWATHI HV Children’s . Blrtthght
gl 111 TR rospitai _ | @ mene
URINARY CATHETER BUNDLE CHECK LIST s e S seomer
D318 of INSertion; ........coooceen 5‘/ ................ Date of Removal: .. % ........ 6Z%C : 61’ 8®W
o V.
Parameters Date St Time 7& 6,6[ 5 | el =2
Need for the Catheter CINo VDA‘es CINo es [INo | C1Yes CINo | ClYes [INo | [JYes [JNo | [IYes [INo
Hand Hygiene s [INo }A‘es ONo | O CINo | [IYes )2~5\I0 CYes CONo | COYes CONo | COYes [INo
Usage of Sterile Equipment s [INo |.=TYes [INo Pféh [INo | [IYes VNO F Yes i‘/No\ [1Yes [INo | [IYes [INo
Is the Collection bag below the level of bladder s [ONo |[_HYes [INo 9¥e§ [INo | [IYes LOU 1ie f"No 1Yes [INo | [IYes LINo
L~
Check the Tube for Obstruction (Free of Kinking) Q)(e/s CINo | Cl¥es [INo % CJNo | [IYes CYes M No | COYes CONo | [JYes CINo
Is Catheter dated as polic CIN CIN ] [CINo | ClYes CONo | ClYes j4INo ,| [1Yesa NG '-_w-dgﬁf/l\lo
policy es o | _LlYes [INo 1 S d/‘w sal N ,
Collecting bag is been emptied regularly? {EP@ CINo | ClYes CINo }Pﬁs [(INo | ClYes [CINo | ClYeg/(INo | [CJYes [INo | [lYes [No
Maintenance of closed system for the catheter g’ﬁs CINo | [ CINo P)@s CINo | [OYes [INo | C1Yes [INo | [IYes [INo IYes [INo
Dressing clean and dry? 2‘{9‘5 CINo /Dr‘fﬁ [INo Dze’s CONo | ClYes CONo | ClYes CINo | ClYes [INo | [IYes LINo
rd
Is the line removed as Policy? M/Yes [INo |~TYes [1No }A’@ [INo | [IYes [INo | [IYes (INo | (IYes [INo | [IYes [INo
Performance of Perineal Care /I';P@s C1No Yes [INo p)(é CONo | CJYes [CINo | [lYes CINo | ClYes CINo | ClYes [INo
Onset of New Fever Yes NG DYes(/@Lln_. 'Yes m@‘ [(1Yes [INo | [Yes [INo IYes [INo | [ClYes [INo
Asses for the leakage at the site of insertion Mﬁ [INo | JAYes [INo yeg CONo | C0Yes [CONo | [JYes [INo | C1Yes [INo | [lYes CINo
Name of the Nurse M s (s \W
T @ I
Signature of the Nurse @ &‘/

Docu. No. : RCH /FRM / CLINICAL / 114
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Mrs SWATHI INNANI 1 Rainbow . -

09-12-1985 40YSM27D () | Children’s . Blrtthght

Dr. SWATHIHV " Hos pital . BY RAINBOW HOSPITALS
0 0O 0 R

«EDICATION RECONCILIATION FORM
Drug Allergies: ........coccvevvevveeveiuennens TN | 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)

Np—

SHIFING FIOM: <.ttt eer s Shifted t0: ............... TR

o | eneman I ) | o) | 0ty | oy | ST | pomision
1 T Thyronom (comey Ao v | g/ 16 Cioe
2 JC CJDC
3 \ (1C CIDC
4 \\ CJC CJDC
5 \ Oc oioc
6 Oc¢ ooe
7 | (JC JDC
8 | OC OODC
9 ¢ e
10 \‘\ ¢ [Jnc

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

Doctor Name & Signature : ........ M f\lﬁmm .......................

Date & Time - ........ SDlefure O Qoo

Nurse Name & Signature: .. m@é@«wwﬂglﬂ_@ M.Cld(&‘j
Date & Time : éﬂ /[@__{Q @, g\ ............................
Docu. No. : RCH/ FRMfGEN 090
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"z
Rainbow® . o
Children’s ‘ BirthRight

BY RAINBOW HOSPITALS

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

NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

Date: 5//5

SUPGICAIHISTONY: ... et
'\,.r(egetarian ) Non-Vegetarian

,{/jé Time: /.:/[),é{m
(] g ’ _— , .
Origin: ij«’m’)’) Height: ........ 5.2 1), Weight: _(A§9 BMI: ...... )P’//ﬁ'/*”

Food Allergies: V\)O’(ﬂ. ..................................
Diagnosis: ........... 7[“716’53 .................................

Medical History: ...... ;/‘}/fi&/ﬂ{%‘?—é’tﬁaﬁﬂ .....................

] Vegan

Diet AQVISED: «.......voeeeveerererien. I\/JDC’J{UM«.MCZW e

Patient’s / Attendant’s

el
Signature: ........ % .f,,./.-:.’.’.. 7

/_ —~
o

; R
Name: \St'om‘H\'jhnm"u

:’r / ] ) A /
Date & Time: 0/6,2¢/,’(,}D¢ﬂ

Doc. No. : RCH/ FRM / CLINICAL / 186

Dietician’s

Signature: ... g&/{}/ﬁ ......................................

Name: f;)&(ﬁ@wMgg

Date & Time: 5/0//25,/2=/U,£/}9
/ /

(PT.0)




-
Q\Q'\);n Cav glat  with \\ al(w 4 plak as mdwscml
E M S

)



“\\%

. . 1+~ Rainbow’
BirthRight | chiidren’s

BY RAINBOW HOSPITALS HOS |ta|

Your Right to a Safe Delivery

HWWOPERATION THEATER NOTES

Mrs SWATHI INNANI 1P26-00008507
Patient's Name : 3?.‘.’;‘::;'..Wmf°*‘"=w T S S Age: ............. Gender: ...
U1z 1| 98 GO — m””'"Wﬂ"""lﬂ"lllm{l AN, 2 isenemnenmantansnssnpsssasiasanssssanasss T
Surgeon : N)o  NAGEHHOAL (AO . Asst. Surgeon : s pyuafle: FY
Anesthetist : — Dg ML OT Nurse : v2/N []h((ju_,uj‘{\g\ -

Surgical Procedure : =

- Thotr 1 B0 ALy

Indications for Surgery : Cvad fi

- EOorvcuman Busnplucey) F o+ fndona [t

Date : = ;quj 20 Us Start Time : End Time :

PRE-OPERATIVE PREPARATION :

OPERATION NOTES: ~ iy ¢ £~ i m\q mC/neII/aﬂ SOt -

et {7 [niynop XMLM

g4 : L =]
- ulorun R e
5 Q;MNMTN_GJ £t Lo 0] L xson note S
Mh r;~tuwéo facm { olar
,moLu MCLM_ & r‘h‘;a}\,\mcﬂ colden . dwtﬁu
? ‘ 2 I ~ P 69?010»\«

‘ix%cw\ adhuyeant. fo J),U?“QLLQ}Y @Lﬁnjicw‘?ftiw

-é IJ_J.EJNMCPQ ,&M

- A&ﬁumm&CuM dape - Mmaa«f@mdwwa

drolied. ot Joor fludped |

=) iqﬁrf‘ucdxé’nv A7 G Mﬁaﬂ\mwt

mbm m_cg /SQJSV\J feeleane J

www.rainbowhospitals.in
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POST - OPERATIVE ORDERS : — : ~
= INAN - g hoo
Prfiwd. ? (00L 7 @ loawl Mo
7 RNEY SR

-~ Do Moy Fo,A0 1039 iv BQ  » 4t
*ﬁu &NTUP eiOuvr OD
"‘/PI\.J_ PCAL GV ‘T('O
~JN DL(JM’J}%'MRC Dny IV BpD
—Bbserch welih © 5
*dJOCﬁJ\O\/M
> TEDS J(ﬁdui;) 5.
_&rlgf\; okt .
~ Py BRI et M—w,tw
[ GRsET L

Consultant Surgeon's Name Consultant Surgeon's Signature
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| Surgeon /@"r ...............

Asst. Surgeon ; ...........
Anaesthetist : Q" /

SURGICAL
SAFETY CHECKLIST

Scrub Nurse : Sa'

L] )Hl/ ....... HNH-00015766
............................... P
UHID No. ; DT

Date : 057’6/2.6'

IPZ“QODOBSW

40Y8M27D

@ - Gender: F ''''' Ralnbow

Children’s ® BirthRight
.......................... HOSp'taI .BVRMNBO‘WHOSPWALS

It takes & iot 1o best the ite. Your Right to a Sate Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time:. 0¥ | TIME OUT  Time:.. - K0 SIGNOUT  Time:.......ocooce

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

Identity _=Yes ONo introduced themselves by Name and Role-=Yes T No The Name of the Procedure Recorded ——T¥es INo

Site Y€ CINo Surgeon, Anaeslheslia Professional and That Instrument, Sponge and Needle )

Procedure f:gs ~No Nurse Verbally Confirm Counts are Correct (or Not Applicable)  ~=Y6s 'No 1 NA

Consent “Yes CINo Correct Patient (Check ID Band) ﬁ@ (INo The Specimen is Labelled (including
Site Marked OYes CINg_LATA Correct Site C¥es TINo patient name) ~ZYes TINo CINA
Anaesthesia Safety Check Completed ~ C.¥eS [INo Correct Procedure Yes—=No Whether there are any Equipment

/YBSF”N = -

Pulse Oximeter on Patient & Functioning_L¥es *1No Anticipated Critical Events Problems to be addressed s [iNo CINA
Does Patient have a: Surgeon Reviews:

Known Alergy? OYes Mo What are the Criical or Unexp gt{e d To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Asniration Risk? Steps, Operative Duration, @ What are the key concerns for recovery ) e

v,/ . ) Anticipated Blood Loss? a/ LlYesINo CJNA and management of this patient? mo

Yes, & Equipment / Assistance . .

Available AYes ONo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? CTYes ClNo—=! NA
(7ml/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned CINo JNA Been Confirmed? are there Equipment

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

|
' Yes :}a’i NA
//Yes TINo T1NA

issues or any Concerns?
Is Essential Imaging Displayed?

_=YesTTNo CINA

}YM‘NO;NA

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




PATIENT TRANSFER FORM

i\i‘

Rainbow’

Children’s BurthRnght
Hos pita| BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your nght to a'Safe Delivery

Patient Name & UHID No. Date & Time of Admission
HNH-000157
Mrs WATHl‘l:lml FanSoam
08-12-1985 40YS5M27D (F)

Date & Time of Transfer Order

05/0s/26 @ 10 sl

—

Dr. SWATHI H v

AT

Transfer Ordered by

Gse ., Samis

Reason for Transfer

0,&«5e/WJ &

From Unit

OT-

To Unit

Pre - 3

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 [T’ N,QP/
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
| 2 Q)
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor : ~ Yes[vA No[ ]

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Rty

Q‘f AN Q,Q,i“‘

Patient & Clinical Records Received by :

NP\W\ R

Date & Time of Patient Received :

L6

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

(| Unavailable Bed || Nurse not Available

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

[ ] Available Bed not ready




2
Rainbow®

CONSENT FORM FOR GENERAL / Children’s | @ BirthRight
REGIONAL ANAESTHESIA / Hospital | | () umeoneerms
MONITORED ANESTHESIA CARE

Patient Name : ........... $ Wdh‘j’ ................................................... Age: ... L*O\’ Gender: Male O Female [/
UHIB NG nnnmmnssrmmmmiansinms SUMGBON NAME: ...ttt esete st seeen e sseeeseeeae s aneneneereane
Anaesthesiologist : .............coverene.. D{S“jWJ*p“m‘“A ...................................................................................
Operative procedure planned : .................... L*J\’-‘"’f ..... ”Cb‘“‘flt-"ﬂH"BSO .......................................

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.

[0 Heart disease O Hypertension [ Diabetes mellitus O Renal failure
- [ Hepatic disorders O Shock [ Multiple organ failure O Polytrauma / Renal Tubular Aacidosis

O Incapacitating Cronic Obstructive Pulmonary Disease

O Others : *i\ﬁm*mig"‘d‘{}“\d’“‘ﬂw‘f@w 1. Bondbogem, 1uio ey Regurancnt '
Comments : ... 0. 000 d QB0 Od RO e

« Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient
............. Swethi e X ... the above mentioned operation / Diagnostic / Therapeutic procedures

* | authorize and give consent for anaesthesia ( I Regional E-Géneral Anesthesia / (] Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

Docu. No.: RCH/FRM/CLINICAL/021 P.T.0




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

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

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

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

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

| declare that | have explained the nature of Generapen{sthesia / 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.

Mﬁ/ Patient Al&s_qdant : Witness :
4

Signature : ....... .,;‘{L“b ..................................................... Signature : 9'0’\8}& ...............................
NAME : ..ooooveee SWAN Name: ..... .D ..... ak. bona
Relationship with Patient: ........7.......oocccceecrvreressees Date & Time : ....?..‘.f’.).'.‘f..f ..............................
Date & TiMe : vovveveveenen. g\é’\u ..............................

Doctor (who is taking the consent) :

Signature : Oi- SR o



INFORMED CONSENT FOR SURGERY OR Children's ‘BirthRight“

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE o vk T vt ey

Patient Name : MRQ@'WQT“ET““’AW’ Gender: [] Male _+Female  Age: Qoo NRrY

UHDNo: FE N — o \saet Date: S.5l2026

Instruction:

This cansent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patientis 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)

CCSMM_ VT ADMESIGLNSE S veeree...UPON

MRS, SGoATAT. T

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.

@l en

A My signature on this form indicates that rle nuasion = lo—?" CA‘C‘”\\\
1. Ihaveread and understood the information provided in this form
2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.
3. Ihave had a chance to ask my surgeon questions.
4. Ihavereceived all the information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance of the operation or procedure.

DY- Sen BN -

Name of the Doctor who is performing the SUrgery / PrOCEAUIE: .................ame e ommr et et a s e nas

Consentee : Patient Attendant :

R S, ol
DIORAHIDT | ooy o M o S sions ipmsatnssusmimis i Signature : ............. M% .....................................
Name : ... SWeda 0 Name : ...... DQA«PCJC .......... DM o,

Date & Time : g/é/%@g—;gﬁ@% Relationship with Patjent; ...... \DC”\A ......

Date & Time : S\Q 2026 (o0 X 12cam

Witness : Doctor (who is taking the consent) :

Signature : M o R e e Signature : é) ................................................
Name:............{.\.& PG W?Zé( Name : ..... b ...... ‘\\g_uee\r\u ........................
DAte & TIME & .o e i KT S\Q\ZQZG@??:@CLW\ '

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




/

(_Inpetp Gt ] o
INFORMED CONSENT FOR SURGERY OR  Children's ‘BirthRighf

HOS pit a| BY RAllNEOW HOSP%T.ALS
sPEcIAL PROCEDURE It takes a lot to treat the little. Your Right to a Safe Delivery
Patient Name : ..M. Sweatba  Inneas....... Gender: [ Male Eﬁfnale AGE: oo X,
UHIDNO : o M0 O A G Date: .. 8./ 6/ a2
Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

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

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.

LBlegloy. L mcssta o, Bewk  GBleddew  Bloed veradld,
..... Ghonesa.. o], Blovel . Fewalous. . ... Qe . o Comvess F2

My signature on this form indicates that

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

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

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

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

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

U
Signature : ... QUJ% .............. sestusssnassinssiases
e AR ... LAANOX Name : ....L LA 20k 2nant.......
Date & Time : Q{ %[%@Q{&W\ Relationship with Patient:..... x4 ..
Date & Time : ... S/ 20 B v

Wit :

G L 4 CLJ&Aq Doctor (who is taking the consent) :
Signature:.............m L. s Signaure : jr; —
Name‘tW@MA&YV\JOLC{ Name e PR

i i et ﬂb%@qw Date & Time : 5/”"”"‘ .......... QA

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




Ref. No.: F/HW/CON/HR /05

. INFORMED CONSENT ijR HIGH RISK

o | BRROW, MR- SLeATRT LR N AoVRS

. . Children’s Patlant N 2 e e i it siairbs sty OO : iinisoncerssassinissavess
M—E——*—g?“g'%f Hospital | | G oM @f- ho: .t o Coolsa bl

Ward f Bod N & ininmsinnsng Date : %WU’ZD?‘&

I/We M RS... (,u_:\‘\’(\—\l\ K) ..\.L;)P.\.‘.\.J.?.have been explained by Dr....... Su"\THKH \ ’r

about the medical condition and the proposed procedure.
I/We have been told that our patient ................ccceeuitennist, B e L8 88 S ol e has the

Following Medical Condition / Diagnosis _

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

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

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

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

....... \‘\C’ktf‘f\ul—d"o“t’ :\f»\,\ VA W\QJJ\QQ"“\'G’ St
T\\f tf‘c.\\ L\S\l S (‘CJY\&J(S_}S\CJ\ jrt) ((‘x Yo y O\

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

| / We have been explained that our patient carrier a higher risk than usual and there reason for the | / We have been informed
that the ongoing treatment in the ICU involves the risk of unsuccessful result, complication, temporary or permanent injury or
disability and even fatality from known or unforeseen causes and no guarantee or promises have been made to me / us
concerning the results |/ We have understood the consequences of not undergoing the proceed treatment. 1/ We hereby give
(my / our) full consent for the above —mentioned treatment.

D\ QuosTtaT BV 5 N‘\(\(x\«mf\p Ao

Name of the Doctor performing the procedure : ..... 5 veereeene et o S ) R S R

Patient Attendant : Witness :

S'gnature b...............M:% ............................ Slgnature 2 D @Z}.{)E&!‘t .................................
AAC AN D "

NAIMG Q‘LP """"" ML\ Name:..... DQC‘PC& ..... J’ﬂ 2 % S

Relationship with thlent B B ool o0 .

Date & Time : 5.6\ ?UZ(JC ...... ngg vy DAt &TIME | e asesssssenes

Doctor (who is taking the consent) :

Date & TIME & eorreererrssesesraseersesseraisssessenssseraes

CIN : U85110TG1998PLC029914 www.rainbowhospitals.in




z

Department of Anaesthesiology Egll?c'i’z\x; & BirthRigh t
PRSI THCHE EVALURTION rospital _ | @

Diagnosis:

A . /é’ !
B.P/ CRT: 49? / HR: Weight: .e.Q.... ASA Physical Status: 1 12 03 014 05

. Laboratgry Data:
( gb: . [q’ﬁ . Glucose: q? ........ Protein: . B’x’ HIV: ........ 7{( :: ......
"1 ) U s AL i‘ ...... HBBAY; st
WBC: ... ?‘f 0’0 Creat: s O .................... Total Bill: bt‘ HCV: N

oo O % ......... ). M
Plate: ..... NA et seeeeeeeeens B Bl iiiionasinmn Blood group: Stress/Ang!u
PT: ’}V K nsamanmsasmamn LR st T3.. P Other: . L/,evfm:-
prr. L reS CaF 40 oo Alk phos: ... E¥ Fr... 2.
INR: oo O H MO+ 4+ v Amylase: ..... TOH s i 16{’
; o
»-{tr?o Ol SGOT/SGPT: )/} A N ID A -

Medlcal Hisor:  OVS: NO (4D /ﬂM}W‘) ons / un® [ SyV wope’

RESP: Ao 7ZA° / 7% 6//7A[€UW /W/DD Diabetes: ALON - DIBBETIC

os: n SEIMA C fenn’] Tin’]

Renal: ~a (/AW 4TV g Ympmnms -

Hepatic / GE : Nﬁ W TAVND/CE L 4 Physical Activiy: NY /4 - T ) MeTd >/
Others : ; = i '

Past Anaesthetic History: W .y 2 Jé-*} / JVF L TIVA / L&A (%16) .,L.f’}@ (FDPH)
Physical Exam: ¢ o/ 404 COHW/Wf IW%‘;@ 4 64. / -Zd# MCILD 364,
Airway: MI{)2 34 ’ Mouth Opening: Mq > Mentohymd Distance: M Neck: @ Teeth: u&w{ ’4(}’/-

Lungs : /

/‘I 4 o
Heart: | MV

CNS: = ‘
Pregnant: [1Yes [ No A Venous Access Sitg Wpine Exam for-regional el
/ L]

‘.

Anaesthetic Plan: —IMAC DnssmNAL,mm LI LMA

Peri-Operative Plan Explained to the Patient: /Q)rﬁ 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: ,56/ @c/Q (oum.d

77/)%04/ 1AM /00 Mg ) . DVT Prophylaxis :
/ -

Water / ORS 2'Hours
2. NILORAL<T o

. Informed Consent,_2-8fandard ' High Risk
4. Post Operative Pain Management/ti@ussed with Patient
5. Other Instructions:

~THYAONORM — TO  CONT/NUE

| \ - LD fo pe wieme A
Signatu;z,//’/‘ Name: 7)/ f W""

Docu. No. : RCH /FRM / CLINICAL / 044
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HNH-000157€8
Mrs SWATHI INNANI
00-12-1”5 40YS5M27D

il

1P26-00006507

(F)

Pre Induction Assessment:

ANAESTHESIA CHART

"z
Rainbow” &
Children’s
Hospital .
It takes a lot to treat the little.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Change in Patient Condition: I Yes ‘,E’ﬁ Fasting Status:  "72¢ bvig”
Physical Status: /lz/ Patient Identified onsent Present _|#1"Chart Reviewed
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1. Every eight hours for all hospitalized patients,
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b After 24 hours every 4 hours
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NARCOTIC PRESCRIPTION FORM
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