Name

Father/Guardian

Address

IP No
' Ref Doctor

Discharge Date

Consultant:

2 |
Rainbow”®

Children's | @ BirthRight
1 BY RAINBOW HOSPITALS
Hospltal | . Your Right to a Safe Deliver;’
Mrs KIRAN GOEL UHID HNH-00012214
Mr VISHAL KALLA Age/Gender 31Y 2 M6 D/ Female

36270, pentogi enclave , himayath nagar, Himayat Nagar X Roads, Hyderabad, Telangana,
INDIA, 500029

IP26-00006566 Admission Date 12-06-2026

Self.

15.06.2026
DISCHARGE SUMMARY

Dr. MEENA UGALE

MBBS, MD
18967

Diagnosis: PRIMI WITH 37 WEEKS WITH CORRECTED ANEMIA WITH
SMALL FOR GESTATIONAL AGE FETUS WITH SPONTANEOUS RUPTURE
OF MEMBRANES FOR DELIVERY

EMERGENCY LOWER SEGMENT CAESAREAN SECTION DONE ON

12.06.2026

History:

LMP: 26.09.2025 Obstetric formula: PRIMI

EDD: 03.07.2026 Gestation at admission: 37 weeks

@ 1800 2122 @& www.rainbowhospitals.in
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Name Mrs KIRAN GOEL UHID HNH-00012214
IP No IP26-00006566 Admission Date 12-06-2026

Obstetric History:
G1 - Present pregnhancy, Spontaneous conception.

Medical History: Nil
Surgical History: Nil
Family History: Parents-HTN
Allergies: Nil

Antenatal Details:

Mrs KIRAN GOEL was booked with DR.MEENA UGALE at 12 weeks of gestation.
She had regular antenatal check ups and investigations as advised. She was
started on

T. Ecospirin 50mg in view of precious pregnancy and stopped at 32 weeks. NT
scan was normal. FTS was low risk. TIFFA was normal. Fetal echo was normal.
She was diaghosed with mild anemia, Hb- 9.8g/dl, received Inj.FCM 1lgm V.
Fetal surveillance done by serial growth scans. Scan (19.05.2026) at

33%4 weeks showed single live intrauterine fetus with cephalic-presentation,
AFl: 14.2cm EFW: 1.6kg (6%) AC:(3%) placenta: posterior high FGR stage-1
with Doppler normal. She was admitted at 37 weeks for Induction of labour.

Investigations: Enclosed
Blood group: "B" Positive

Management:
Course in hospital and Delivery Details:

(}‘% ,\
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Name Mrs KIRAN GOEL UHID HNH-00012214
"IP No IP26-00006566 Admission Date 12-06-2026

At admission on clinical examination the vitals were stable, uterus was
moderately acting, cervix was 2cm dilated with clear ligour draining. Fetal well
being was confirmed by an admission NST which was found to be reactive. She
was started on inj Taxim 1gm IV in view of ruptured membranes as per hospital
protocol. Patient opted for epidural analgesia at 3 cm dilatation for pain relief.
The same was sited by an anaesthetist after informed consent. Further
augmentation was done by oxytocin infusion. She progressed to full dilatation
at 3pm. She was decided for emergency C- section in view of Deep transverse
arrest, prepared with indwelling Foley’s catheter and IV canula under aseptic
conditions. Written informed consent for surgery taken. Preanesthetic check up
done. Anaesthetic premedication (IV Pantop and Perinorm) given. Patient
shifted to theatre.

Surgery Notes:

Under Epidural anesthesia she was painted and draped as per hospital
protocol. Abdomen opened in layers. The parietal and visceral peritoneum
carefully opened after identifying the urachus. Bladder was reflected. A lower
segment curvilinear incision given on the uterus. Baby delivered. Cord clamped
and cut and cord blood collected for blood grouping and Rh typing. Baby
handed over to pediatrician. Placenta delivered with controlled cord traction.
Uterus closed in layers. Hemostasis secured. Instruments and swab count
checked. Rectus sheath closed. Skin closed with subcuticular sutures. Wound
dressing done. Vagina cleaned with Betadine solution after expelling clots.
Misoprostol 400 mcg given per rectum as prophylaxis against Postpartum
hemorrhage. Patient was shifted out of theatre to post operative recovery
room.

HYDEANAGAR

@ 1800 2122 @ www.rainbowhospitals.in
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Name Mrs KIRAN GOEL UHID HNH-00012214

1P No IP26-00006566 Admission Date 12-06-2026

* Caput at 2 station, vertex at '0’ station.
* Baby extracted by Putwardhan's technique.

Delivery Details :

Date : 12.06.2026

Time of Delivery: 03:53pm

Type of Delivery: Emergency lower segment caesarean section

Indication : Deep transverse arrest
Anaesthesia  : Spinal

Baby Details:

Date :12.06.2026

Time : 03:53pm

Sex : Female

Weight : 2.56kg

Apgar 12,5

Gestational Age: 37 weeks
NICU Admission: Yes,Respiratory distress

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no Postpartum hemorrhage. Breast feeding initiated. She was
shifted to room. Her postoperative period following that was uneventful. On
second postoperative day dressing was changed. On inspection wound was
healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient
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‘foﬁ@m to a Safe Delivery

' Name Mrs KIRAN GOEL UHID HNH-00012214

1P26-00006566 Admission Date 12-06-2026

supplemented by written information. She was given the postpartum book for
further reference.

Advice:

1.
2.

8.

Tab. Taxim O 200mg twice daily till 18.06.2026 (9am-9pm) after food.
Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
16.06.2026 (8am-2pm-10pm) after food.

Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 16.06.2026 (9am-
3pm-11pm) after food.

Tab. Pantop 40mg twice daily till 15.06.2026 (7am-7pm) before food.
Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.

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

Inj.Clexane 40mg(Enoxaparin) once daily subcutaneously over thigh
(8am) till 15.06.2026

Nebasulf Powder for local application.

Home Blood pressure monitoring to be done twice daily for two weeks.

Repo

rt to emergency if BP >140/90mmHg, presence of headache, vomiting's,

blurred vision, reduced urine output, epigastric pain, seizures.

* Suggest PAP smear and HPV Vaccine after 6 weeks; Please discuss with

your

treating doctor regarding HPV vaccination.

Review with Dr. MEENA UGALE after 2 weeks on 26.06.2026 at postnatal

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs KIRAN GOEL UHID HNH-00012214

IP No IP26-00006566 Admission Date 12-06-2026

clinic with prior appointment (Review consultation will be charged).

For Women Who Have Had a Caesarean Section

Care of the wound:

1.You can bath and shower.
2.The wound can get wet during a bath or shower. Dry it thoroughly and gently

by dabbing with a gauze piece. Do not rub the wound.
3.This gauze piece needs to be discarded after one use.
4.Prior to touching the wound clean hands thoroughly with Micro-shield

solution and allow them to air dry or use disposable paper napkins.
5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.
6.Do not touch the wound with unwashed hands.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been

explained by doctor .........coceunnes in a language that | can unders@/and I

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
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Your Right ta a Sale Delivery

BirthRight

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

SI.No. List of Records No. of Pages Legibility Compleleness Remarks
1 | Admission sheet Vo N
2 | Discharge Summary Lr o e
3 | Nursing Initial assessment | R S
4 | Patient Transfer form : (S| (S ] o
5 | In-patient Medical record ) : -
B Doctors progress sheets B B
7 Nursing plan of care and handover sheets )
8 Consultation sheet [
g General consent for treatment b
10 | Consent for Surgery
11 | Consent for blood transfusion
12 | Consent for chemotherapy
13 | Consent for high risk
14 Consent for Restraint
15 | LAMA consent
16 | Consent for special procedure / Sedation
17 Consent for Formula feed
18 | Consent for MTP
19 | Consent for Radiological Investigations
20 | Consent for HIV test
21 Anaestesia notes (Pre Anaesthesia& post)
|22 | Neonatal Admission/Delivery/Physical Exam
23 | Medication Reconciliation
24 | Emergency Triage record
25 | Pre operative check list
26 | Surgical safety checklist
27 | Operation Theatre notes
28 | Nurses clinical Presentation
29 | TPR &BP chart A
30 | Intake and Out take chart (fluid chart) o
31 | Drug chart (Regular Prescription) 3
32 | Investigation Values (result sheet) )
33 | Nebulization chart
34 | Nutritional review chart
35 | Intensive care unit (ICU Charts)
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale
38 | Braden Q Scale }
39 | Bed side check list '
40 | PICU bed formula Dilution feeds
41 | Gastro monitoring chart
42 | Reh ED doctors note
43 | BP Monitoring chart
44 | RBS monitgring chart :
B UX i -
2] - I/
Total No. of Pages > 02 t -
Signature and Date :

W -
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. Rainbow Childrens Hospital-Himayatnagar

e
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 | ®""2" TEL NO :040-48873000
| oM WEB : https://rainbowhospitals.in

ADMISSION SHEET

[ I
Registratian Details : NEHEWR e

Admission No : IP26-00006566 Admit Date :12-Jun-2026 Admit Time :09:12 AM UHID : HNH-00012214

Patient Details :

Patient Name : Mrs KIRAN GOEL Age :31Y2M6D

Guardian : Mr VISHAL KALLA DOB : 06-04-1995

Gender : Female Religion

Occupation Martial Status

Address (H) - 36270, pentogi enclave , himayath nagar Phone No : 8885148412/ 9032327970

Himayat Nagar X Roads Hyderabad E-mail : Kirangoslg5@gmail.com

4 Telangana INDIA 500029 ’ :

Admission Details :

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

Room No : LDR-416 Admission Type : First Visit

Contact Details :

Name : Mr VISHAL KALLA Relationship  : Husband

Phone No : 9032327970

Contact Address . 36270, pentogi enclave , himayath nagar
Himayat Nagar X Roads Hyderabad Telangana

INDIA 500028 \é'}}{’\

S~
\ \'\S/Signature
b

Doctor Details :

Doctor Name : Dr. MEENA UGALE Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self., Phone No

Co-Consultant

Payment Details : Deposit Amount  : 20000.00

: BAJAJ ALLIANZ GENERAL

Payor Name
INSURANCE CO LTD.

Payment Mode : DC/CC Card

Printed Date / Time : 12/06/2026 09:20 Printed By : 015898 Page 1 of 2
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PATIENT TRANSFER FORM Lospial, s Rt e

Your Right to a Safe Delwe'r;‘
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
|st-ooooesse

E:';E;:“Eﬂtmswzuoo ® m[é,% O%\lpﬁﬂl{\ﬁa\lg@ 0{“‘059#

Or. MEENA UGALE

M Transter Ordred by S T
DR MonS hr ORS

From Unit To Unit Information to Attendant
Yes| | No| |
- Prie - peed- fdom
, Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

over to attendant
e/ — @~ w0

If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
14 ,
P’( WO I\.Q—O [ — ﬁ
N
2.
3
~ 4
51
Shifting Summary / Notes Written by Doctor: ~ Yes M []
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
) )
) S _
ST, I O DL
Patient & Clinical Records Received by : D

al
Q‘\\f\/\\o\'lf\o @ o' f'

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

Date & Time of Patient Received :

Docu. No. : RCH /FRM / CLINICAL / 102
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HNH-00012214 1P26-00006566 Rainbow® | .
;‘:nfx: sos vamso Children’s .BlrthRighf
r. MEENA UGA I-lgsme |€tmalm | W e s
"I "
ACTIVITY RECORD FOR BILLING
Name: --=----===---- HNH- °°°m;:,g P e
Mrs KIRAN F)
UHID No : -====--—-- g“,::::iuu S Consillant : —— s Dept :
Date of Admission : “\ “m‘“\mm““““m““\ —————— Date of Discharge : ----===========-- Time: -—====vemu-
Room / Bed No : ===-======mmuu- Ward : —=--=-=--memmmeeen Suggested Billable bed type : -
WARD TRANSFERS
Date Time From Signature of Nurse

206 | 320 pné/poiy FOT ) (® | [Keunoy
19b 50800 | o1 PN LPoSH Koo [ &)
W\ | aneQrst Yne-geldr koo | AvgS ) f

1

Cross Consultation Visit

Doctors Name Date Order No. Signature

8.

9

10.

Docu. No. : RCH / FRM / GENERAL / 145
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MEDICAL EQUIPMENT ( WARD & ICU)
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Date

Proceedure

Quantity Order No.
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ANY OTHER INFORMATION

Date :

Time :

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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It takes a lot to treat the littie, Your Right to a Safe Delivery

Presenting Complaints LMP: 2 ¢, 'q ( 05 EDD: 2 ' Q/f?/{,
C,to LLA\(.U"? PV “"3’ 20 ARorrected EDD: % 3. % ’% GA: 23 useek
Obstetric Formula: ?41' i Menstrual History: Regular \ L& es [J No

Obstetric Examination
Obstetric Hostory:

Peirns Fundal Height: ok A~
U)(M \‘a‘('
Ut. Activity: ] Relaxed ] Mild od [ Severe

.

Present Pregnancy Record: ) Liquor: dequate [ Oligo ] Poly
Y- ‘Pp ' 9’?“‘"‘7 Cﬂnm&»\‘\m PP: \[-eephalic ] Breech Others
Nt ¢an LS ",,(f:!f_blead Fifths Palpable: ____ M ‘e
RISK FACTORS: ToEes ’@ o FHS: ormal (] Tachy  [1Brady []Absent
o ;

Per Speculum Examination

Draining: m ] Absent [ Bleeding

Colour of Liquor: ear [J Meconium  [] Blood Stained

Vaginal Examination

8 A Cervix: ] Long [ JPartially effaced [ ] Effaced
Height: ............... cm . 9
Weight: ..o ko . J Os: . Closed Dilated s
AU CEGIBSE 5. i conee snssmnsssstsmamenors b bt hanirngmsns Membranes: [ Present L= Absent

. = Norm I
Preast At Liquor: JAClear (] Meconium [] Blood Stained
General Examination:
efstiEisiess: Pallor: — Presenting Part: (E‘Vertex ] Breech [_] Others
Icterus: Edema: — - Sutton: T3 O-2 O-1 00 O+1 O +2
Temp: »M/“JD PR: 31 \r Pelvis: _EtAdequate [ Doubtful
BP: |10 [Fawedts DR
ovs: 9\s® Rs &AEQ).
Liver/Spleen: Urine Output;
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Docu. No. : RCH /FRM / CLINICAL / 087 ' (PT.0)
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Date of Admission: ...... “"l" '),o)(-, ..... Drug AlIBIGIES: ...veveeeeeeeeiieeeeei et 1 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 Nurses must follow strictly the FIVE RIGHTS before administration of medication.
ﬁ 1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)
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DRUG : Tie

Dose Route | Frequency |Start Date
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Doctor's Signature |Valid Period| Pharm.

Additional Instructions:
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e T g g i ey e
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e
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| Dose | Route |Frequency |Start Date|
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,,. Doctor's Signature |Valid Period| Pharm.
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% Additional Instructions:
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Additional Instructions: Dose o he cem
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Obstetrics and Gynaecology
Early Warning Signs

-~

\_

1 Yellow Alert :
Repeat Observations
in 30 minutes

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

f
\_
™\ 4
Complete a Full
Set of MEOWS
Observatlons
J \
\

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

N

* The Modified Early Warning Score (MEOWS)
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
L3 TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

i b
\(o\'\/
RESP
(write rate in
corresp. box)
Saturations | o4 %
Administered 0, (L/min.)
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Obstetrics and Gynaecology /’—_“‘“‘f
Early Warning Signs — ;

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

* The Modified Early Warning Score (MEOWS)
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Obstetrics and Gynaecol‘bgy ] :

Early Warning Signs

\

f
1 Yellow Alert :
Repeat Observations
in 30 minutes
\.
4 N ( B
Complete a Full 2 Yellow Alerts or 1 Orange Alert: ,
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\ 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)
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake o _ L v |
Date | Time (i;\]{aéﬂjri% Route NG | Diarrhoea | Vomit | Drainage | urine Tg'é?g?ﬁg ﬁ,ﬁ%‘é
Mouth R N.G
08:00 am \ I‘ ]
09:00 am . P / A L]~
w\e 10:00am | © | ’)’VA; \oomf /‘:@/ 0 !v\ \_//Q (\ (MN =
\& 1mo0am| PL_koX" | ogw \ \ )
I [ 1200 | Py ol | '
otoopm |, |0 vo o] |
Total Intake: | o\ K @ ' Total Output : P} KK ~
02:00 pm ﬁ)_[ \\.16\(‘\\ \® . . Q
o[ ) [ " Tlo — [ \
oopm | 1| N hoom¥ R N A ) o
&Q 05:00pm | 3 00wl > .1 90 7 B
O [0 [E TV Joomd] [~ { § o ,
0700pm | L L 10om] \ " Iroo0 Y—ttn f
Total Intake : ) Total Output : Dy ({ [K nT 51:_;:5
0800pm DL |, (. Jooo/ ( ‘ - iy
woopn [ P— | NOT | \00n) V lggedd—1 ¢
\?\o 1000pm| KU |~ of [1oud] ¢ i | 0
?}) 11:00pm| ‘S‘ﬁ& T | cerupl A N “r R \
12:00 am L. &cq N > v ! c
01:00 am Wilie. | - i Ao o
Total Intake : Total Qutput : "b
0200am|[ | v L (00
- :03:00 am \ A A O M o -
\(3 04:00 am n\ L AT, N)N}D‘ ‘/ p\/ o W
S T S A 9990 & T a
o60am| [ | e P| . — 11 A
07:00 am Jo ) ¢ q
Total Intake : ) Total Output :
Total 24 hrs. Intake Total 24 hrs. Output
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gs-mf:: il ” e Rain Z‘%w” &

[ r'"!ENAUGA Y2mep ' s . . o

| LE ") Child BirthRight
///////ﬂl///m;//m///m,/, rospitai _ | Wz

[ FLUID CHART |

Sheet NO. & oo

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.

e R N ST i R e AR L : \
i T .a@. "Em :E_.-E_ it : " T '.omput’ i Tk Trllv S‘tg
. Nature . . ; . hiebitie | Sign.
Date | Time | Fiuid Route NG | Diarrhoea | Vomit |Drainage | Urine | PEebEs | Niee
Mouth | LV | NG -

08:00 am 0\ Vi A o
\(}7_ woan| ) 7oL ¥ / ) -
b
R

10:00 am X ® )4 Wt
mooam| [ [ O o
12:00 pm A /
01:00 pm Vi ;

~
b1

=)

Total Intake : -7 _Q),\ Total Qutput: (|~ 9  aq o
0200pm| |, _ a
ioopm| | | N\o® / 2
T A S S o A Lo XA 7
\\P 0500pm| . } Jd \Y Al Pl
\& 06:00 pm ?Q ,/ | ’/ v ]
07:00pm | | i
Total Intake : <) 4 47 1 _ ! Total Output: 9. & N — .
08:00 pm ’ \\;}\ , / / '
09:00 pm \ L L / '
\V\g 10:00 pm NI Y, \‘?\/ m‘[ / N I =
\\ 11:00 pm " ‘\r\ N e
OV [1200am NV / —
01:00 am ‘ / Vi ]
Total Intake : Total Output : -

02:00 am oA A 7

| e,
0300am| | [\ =i / /
N og00am| A~ [(\ . ’ N N / )
NES § IR K o%k
]

\

\" [ o600am / « A
07:00 am /. v/ \/
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output
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Mrs KIRAN GOEL Rainbow® "
; i~ 08-04-1908 MY2ZMT0 F . 1 i
Patient Stic 00418 3 ") Children’s @ g rthRight
Hos pital BY RAINBOW HOSPITALS
AT oo | Y oo

| FLUID CHART

SHeBEIND: . covioisussanssipnsmasianes

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 | wsite
Nature Thrombo-

Date | Time | Nawre Route NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis [ Sidn.

Score | Nurse
Mouth LV N.G

08:00 am PR KT .l

No [09:00am|
J [1o00am| vi W T\ ¢
}\i 1100 am K ] N

<7 [ 1200pm AV Pq

}-—-—../

01:00pm| |

Total Intake : T;\Q‘LLY\ Total Qutput : X) = e
0200pm|

03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Qutput :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am

Total Intake : Total Qutput :

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 Total 24 hrs. Output
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T Rainbow® . . -
- Patieitt Sticker Children’s (L BirthRight
Hospital . BY RAINBOW HOSPITALS
T akes & Yot by treat the lttle, Your RIght 1o a Safs Dellvery

Your Right 1o a Safe Dellvery

-~

( FLUID CHART ) o

Sheet NO, & ceeeevereeriecereeserseness

1. All measurements i mi.
2. Add up gach colﬂmn separately. Make additionis a6ross the page to obtalfi 24 his. total of Intake and output

Y il %;ggm-«, T N PR - ﬁg,«r ';3,:‘ prorrr = ;x‘* s
5 "‘%A@“@g& s X “Infal ki s '-""f.w.l?:igy,"% e e, e gﬂutp tém T Tweme L v

— 4 _ 7 ) T Thrombo-
Date | Tiifie rﬁal}}g[?ﬂ Route NG | Diarrhoea | Vomit -Dramage Uring | Piisbitis I\?nge
Mowth | IV | NG

- | 08:00 am
09:00am| )
- |i000am| :
1H00am| :
12:00 pm
| 01:00 pmi. .
Total Intake : Total Output :
02:00 pm
03:00 pm - 7
04:00 pm . - . L
05:00 pm
| 06:00 pm’
07:06 pm _
Total Intake : ! Total Output :
08:00 pm *
09:00 pm
| 10:00 pin
] 11:00 pm
12:00 am
01:00 am
Total Intake : Total Dulput :
02:.00 am
03:00 am | _
04:00 am ?
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

A\

Total 24 hrs. Intake Total 24 hrs. Output
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I T Rainbow | @ ooy ooy
e NURSING CARE RECORD Hospital _ | ) swsorssis

Your Right to a Safe Delivery »
Date; ....A/Z ( 4 //L_ .................

« | ) Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [J_Maintain Fluid Balance 1 Improve Activity Tolerance 1 Mdintain Good Nutritional Status [-Maintain Skin Integrity
§ aintain Personal Hygiene E’P@em Infection [ Meet Elimination Needs “T] Ensure Safety (] Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications L Ry EHBrS: SPBOHN v unnismieimosmim i mremises b e e o L LR SRR S o P o B RN
" . . . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

(?‘A'\ - Cels ’ft“‘- &é" <« L
—% A< «r /) §8esfey Noa P4 o[ |0

=, -prPLofh]-: | .
o o ViHS i d"’: 7”{ 5 S

M o0
D8y bAceDs oMot

f>m&navé*h Jdars Pl W;j T:ng% | | é%

g, gl | g/ peburil il AT
L snati a3 3o diot " Qﬁ[geoﬁ@%’”&@ o e, Stz

hpe) J(GA}{&QJ& Feel Qoﬁﬁftﬁgm\f Pr“@“tcL_WP = 0 |y

o C “’.\?oﬁ) | )| 8
6\&“: ! | \\\mc\%mﬂ Vit A% _\Odﬂ’*\%Q'@ (b %J’V\r

.,K) 60 £t ‘\/\499 Q*\\ _/QCQM—Q’\QM QV‘F{\.\JQL? =
R 4 m@wﬁjy il g e
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/////// » Date: 1316}2‘& ................
@ [CJ Maintain Airway and Oxygenation [ ke ot [] Maintain Fluid Balance [ Improve Activity Tolerance [] Maintain Good Nutritional Status ] Maintain Skin Integrity
g (] Maintain Personal Hygiene ] Prevenu [ Meet Elimination Needs [] Ensure Safety [] Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications D0 DY DHENSTRS . alficocsivvimimosviminsaninsne ot e oms s s o G SR e GRS S e S S o i s
Time Plan of Care Time Implementation Evaluation Re-Assessment 2"&?;,.':3‘,‘:
B &
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Mrs KIRAN GOEL 1P26-0000656¢ -"’Zf_: =
06-04-19p% Rainb‘ow" " . ~
Dr. MEENA UGALE YN0 Children’s Blrtthght
Mo NURSING CARE RECORD Hospital _ | \)rmseonicsms
Date: ...c.ooeeee e
o | O Maintain Airway and Oxygenation [ Relieve Pain & Discomfort (] Maintain Fluid Balance [J Improve Activity Tolerance [] Maintain Good Nutritional Status (] Maintain Skin Integrity
E [J Maintain Personal Hygiene [ Prevent Infection [] Meet Elimination Needs [] Ensure Safety [J Early Ambulation Reduce Anxiety [) Patient & Family Educalic?n
| [ Identify Potential Complications ET Y DEOrS., SDBBMY, v cosst vunussinmmesni sosuue s 53 06svs o fm uas e s S e 0 SN B A R TS RN e e DN
Time Plan of Care . Time Implementation Evaluation Re-Assessment g"g:n';?u",‘g
Sﬂﬂ)h:-?ﬂggefﬁ o P 26m —> AR S S _f&g P{_
Conde-tfon L (Dwdt-t fo- e & _‘
g, k= Mainfain Tb( —imcibntaln T llud ) \D )X’SL .
b [y Yol 2] o e & D M
* = mbu gt e =2Ambulat fore - & \&u
—=,DUEgs ok M CLM = X 3'\
&> DS o1y A |
‘?Dﬂ’) 3 Pon
J J 4
g
£
@
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=
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Patient Sticker Children’s ‘ BirthRight
i BY RAINBOW HOSPITALS
: NURSING GARE RECORD Hospital o s e
Date: .vvirrrcrerrr e
o | [ Maintain Airwéy and Oxygenation [ Relieve Pain & Discomfort O Maintain Fluid Balance [ Improve Activity Tolerance [0 Maintain Good Nutritional Status O Maintain Skin Integrity
&1 O Maintain Personal Hygiene [ Prevent Infection O Meet Elimination Needs O Ensure Safety [0 Early Ambulation Reduce Anxiety O Patient & Family Education
€3 | O Identify Potential Complications LT AT CHEIEES, GBIV, ... veviuieeriesrseessreseseeseenanesnesessensseons sesassesnssesessesessensesensasenssseasessenensasasen .
. : . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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Mrs KIRAN G
f,f'",::::: u:::.” NSO Rain l:fw
- i | ey
Wik Hospital | et
NURSING SHIFT HAND OVER FORM - WARD
Trealing DOCION: . vrmirrammmrissnsirmss i Depariments - nsnsmasarns Date of AAMISSION: ........covvumerrrriee
Z | Diagnosis: ' Any Infection: DYM Known
E If Yes Specify: ...
= .b \ l l’AQ _ go 1
2 | Area ) b
3 shift Time |\ Al \‘)\ , \ < o L or) \O ¢ [N
g Medical Condition = ~ Y
= | (Any special condition to be noted): _
ol o / - .
Allergy: O Yes [ Ne Tl Yes J=No (I Yes CINo | O Yes ClNe| (] Yes‘ysle O Yes NoT
Tubes/Drains/Catheter: O Yes ChNo| o Yes,zﬂ(o [ Yes CINo | Yes (Mo | Yes #TNo | Yes Cullet—
Vital Signs: Temp: | a) - | QNI Mg L |Geht | 92.6(
e Res: | 5 & ‘j_)d,wj( Y 20 Q0b/ | ob
= 00 | o |V R [q4)  [g09 . |1g0%,
@ Pusse: | 4 | 9] &8 | oyl | E0bIP| gfblud
2 BP: | 11ofpo \\;\\}\q Wo\$A e (80 [100]R [11R]68
Fall Risk Score: ¥ - - 1 _ e =
Pain Score: -~ @\QD « - - —
Safety Needs: o ¢ — — —
- Physiotherapy | Yes/t“mo’ Pers CINo | O Yes No |0 Yes CLNe |1 Yes CINo {7 Yes [Ne
g Others Specify: 2~ | < < — e =
g Special Diet: |1 Yes 2o | Yes [2No |l Yes (NG |0 Yes LG | O Yes (No | Yes C1No
§ Other Special Orders / Medications: .
- - - s
\\-\ﬂ/\/'\\ =
Post Operative Procedure Special Orders: A _ = — - _
e\g
Handed Over By Name : o A\ \ M W M P
NOWS (3
sl Yo lgpt pefints
Signature : ( Q)_ Ud ’ Jédun éé» d(&l ! é_ .
Date: e A\ 1216 2L ralkbb [149]6) 6
Time: ) h_ S/Ih"_ M 20 'é?rr\ gﬂ’m‘
Q W\
Taken Over By Name : ”\W& W M (&gjﬁm Pﬂfl,‘lﬁ " l‘ﬂ! i
Signature : Nl e | M @ £ | dolne
Date: N | \a\N® [y2)6 oL | Klbfon [13]6]26] @ {ph 4
Time: {)/Q f‘/\ @ﬂ_‘h_gfm EpM | K fm
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a e m Rainbow® . .
S Y Children’s ® BirthRight
Hospital . BY RAINBOW HOSPITALS

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

NURSING SHIFT HAND OVER FORM - WARD

THHABY DOCROE ..o vismsaniisissssie Dapartments ......ciiiessinsivssssianmisses Date of AAMISSION: .........ccccccccevmserrie
Z | Diagnosis: Any Infection: CIYes CINo [ Not Known
= If YES SPECITY: veovvveeeeeeereee oo ees s
=
“* \ \\\}'

2 | Area
—] - .
g Shift Time /N\»‘U
¥ | Medical Condition > &/
= | (Any special condition to be noted): 0@\1
D)
Allergy: [ Yes-=No |0 Yes C'No | Yes CJNo | Yes TINo |1 Yes [JNo | Yes T No
Tubes/Drains/Catheter: 1 Yes_-No [ Yes TINo | Yes 2 No | Yes C1No | Yes CJNo [T Yes T No
£
I
Vital Signs: Temp: | 98-
. Res: [ 20bp
g Sp0;: | 1pO
g Pulse: | ge—
] BP: ] D[A‘]i
Fall Risk Score: —_
Pain Score: ——
Safety Needs: —
. Physiotherapy | Yes=tTNo [ Yes CINo | Yes TINo | Yes CINo | Yes CJNo | Yes T No
=
(=]
= Others Specify: —_—
=
2 Special Diet: | Yes-TTNo'| I Yes [No | Yes CINo | Yes CINo | Yes CJNo | O Yes CJNo
£
§ Other Special Orders / Medications:
(= D()r—
Post Operative Procedure Special Orders: | —
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time:
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Mrs KIRAN GOEL "2
06-04-1905 3Y2ZMED  (F) Rainbow® b
Dr. MEENA UGALE ainbow o g =
LA Chidre's | G SithRigh
CHECKLIST FOR THROMBOFHLEBITIS il il e s P
s LL 2
Vo haY-1 DAY-2 (/% DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE 7@\ @ N M E @‘7 (m E Remarks
. No signs of phlebitis / A L
1 IV site appears healthy Oheorve:cannula 0 P /,5 MQ,_ R N4 /O#
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula [y)
* Slight redness near IV Site e Mo )\C# A4 NO Ve i
Two of the following Signs -
e Early stage of phlebitis /
3 are evident: : 2
Pain at IV site Redness il YA M- NN & NA | g,
s\i}}g;;? E.! Tollowing 51 ire Medium stage of phlebitis /
4 b Resite Cannula Consider 3
Pain along Path of cannula N 1 | A B (nA
Redness around Site Swelling Treatment ¥al 4 Nt ‘\ ;) a
A"- o follomng'Slg.n e Advanced stage of phlebitis or
evident and Extensive : s
: the start of thrombophlebitis / NA
5 Pain along Path of cannula Re sitp Cannula Consid 4 (
Redness around Site Te SIS LA LonsKer ﬂ{)y\ ‘)\( Qﬂﬁﬁ N D M
Swelling palpable Venous cord reatment A
All of the following Signs are .
evident and Extensive : Pain t‘?l?;?;lgsgh?;i?gso; Ay
6 | along Path of cannula Redness s . 5 N4 O
around Site Swelling palpable Inttiate treatment Re site {07 “0 | o A
Venous cordpyrexia Cannula (R |~ '
Signature pf the Nurse @ QF’C@A {ﬁl) i M\\
NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal on;ﬁmmon of the site should continue for 48 hours post removal to detect post infusion phiebitis.
Signature of Shift In Charge : Signature of Ward In Charge :
Signature : ............. @ g NANE AA O.Hm.fﬁ(..., ......... SIONANE & cscnsisissomismsgissasissoniviamsinnis VAT orsiasmcnsiveistineie frssieassssipuis s sinssins
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2
Patient,Sticker Rainbow® ) e
i Children’s BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | () srusemosines
| T DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION *  STAGE/ACTION SCOREm T E TR T W1 E M T E Remarks
1 IV site appears heaithy Né’bzggziggggﬁgfﬁsl 1 0 '
(One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near [V Site ' He
. Two of Jhetfollowing Signs Early stage of phiebitis / )
are evident: y St
Pain at 1V site Redness Resite Gannuta 0
All gf the following Signs are Medium stage of phiebitis /
evident : , :
4 | Pain along Path of cannitla ?qmtte gatnnula Copsider .
Redness around Site Swelling - reatmen
Q\Irligélf? g;g!lg:tv;i:g}?;g:ns are Advanced stage of phlebitis or
5 | Painalong Path of cannula t;e séar(t}of mrlorgbopp(;ebitls/ 4
Redness around Site Te Sl ha”““ a ; onsider
Swelling palpable Venous cord reatment
All of the following Signs are ‘
evident and Exiensive : Pain %dvangedhslt%gt_a of
6 | along Path of cannula Redress }rt(lm: ?9 te m?é i 5
around Site Swelling palpable NHIaIE, reatment,ie Sie \
Venous cordpyrexia Cannula
Signature of the Nurse

NOTE : Phisbitis 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 :

SIONATUIE & creverreecensereressreesemsrememsnsnersevanns NAME 1 oerrrcrrrresnressrsse e rassssessmsaeranies

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

Signature of Ward In Charge :

Signature © ...eeceveernreeeerereerenens

venerenemnnreres NAMIE T vervmerersnssesssmmrevenssrsnssnses Bererrermirnssnanes

o
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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.

Mrs KIRAN Gog,  'P26-00008sg ) ) %
3:'.'{.‘.‘,”’ My2mep Rainbow® . . .
”H/”’"‘Wu {F) Child!'en’s ‘Blrtthght
3 BY RAINBOW HOSPITALS
T, PAIN ASSESSMENT FORM PO | RS
" Pain’Score ' Modifying | Patient / Family . )
Date Time (0/10) Location Duration Acuity Character Eacton Educated .Intervenuon Sign
] Continuous | [ Acute [ Sharp  CJ Dull [] Increasing 1 Yes A M
!?/lé Vo= O] (o f\h& [ Intermittent { [ Chronic [J Aching [ Burning | ] Decreasing | [J No
CJ Continuous | [J Acute (] Sharp [ Dull [J Increasing | [ Yes n/ 77—
[ ﬂ@ Qlé’ “ @ WJD {7 Intermittent | [ Chronic ] Aching [ Bumning | [ Decreasing | [ No ; (
g@, @ (1 Continuous | [ Acute (1 Sharp [ Dull 1 Increasing I Yes A// L)
1- % ,V 9’ (1 Intermittent | [ Chronic (] Aching [] Burning | J Decreasing | T No il
1 Continuous | [J Acute [ Sharp [ Dull [ Increasing I Yes
. ! Nln
\3\ Bl% IOPM 6 h@ N P\ "] Intermittent | [ Chronic (] Aching [ Burning | ] Decreasing { [/ No YT ';Df%
X ] Continuous | [ Acute ] Sharp [ Dull T Increasin O
. : ' = : J g | CiYes rH
13/5 /24 L Y 0// o N’é T Intermittent | ] Chronic 1 Aching [] Burning | [ Decreasing | [ No Aj—\
h N ] Continuous | [J Acute C] Sharp ] Dull [ Increasing | [ Yes
k3 [ 16 2 Pfﬂ @/ 1o |1 J6 | o itermitent | O chronic 1 Aching (] Burning | (] Decreasing | [ No I L A 6@
] Continuous |-—Actute +Sharp [ Dull %tncreasing Yes AA
I3 / 4 /26 / U/D/ﬂ Ofto| NMA | O intermitent | O Chronic 01 Aching () Burning | [ Deoreasing | cid-Ho ' i
] Continuous | -=Acute .1 Sharp [ Dull “Fhincreasing | [ -Yes <)/
Iy /5 /26 2AM | p /,o MA | Ciemitent | Ol Chvonic | ) Aching () Buring | () Decreasing | A No o P
[ Continuous | _[-Aeute [Sharp  [CIDull A ncreasing | “=Yes N5 E\
14 /ﬁ'/ 6AM D/I v f0A L Z Intermittent | ] Chronic [ Aching (] Burning | [i-Decreasing | KT No
: D / {J Continuous | CJ Acute [J Sharp 7 Dull [ Increasing | [ Yes 1\%‘
/ 20 @M ?b /J( [ Intermittent | 1 Chronic T Aching ] Burning | T Decreasing | [ No

(PT.0)
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Numerlcal Paln Scale (Obstetric and Gynecology)

PAIN ASSESSMENT TOOLS

FLACG PAIN ASSESSMENT SCALE {1 Month to 7 Years)

o

Wong - Baker {Pedialrics) Abave 7 Years

@ ® & B D &

No Hurl Hurts thﬂa Bit

. SCORING
CATEGORY
0 ] 1 ] 2
v N
Occasional Grimace or Frowri, Frequent to constant frown,
Face No Particular expression or smils withdraw, Dlsoriented quivaring chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restlass, tense Kicking, or legs brawn up
1 Laylng quletly normal position, Squinming shifting back and
Activity moves saslly forth tense Arched, right, er Jerking
1 | Moans or whimpars occasional Cryind staadily, scraams of sobs,
IR Cry No Cry (Awaka or asleep) complaint frequent complalnts
. . Reassured by occasional touching,
Consalablity Content, relaxed hugging, or belng lalked to, Difficult to consola or comfort
distractible
1
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedatlon Normal Pain / Agitation
Criteria :
-2 - 0 y ' 2 '
L :
No Cry with painful | Moans or cries Approptiate crying Not| lrmitable or erying at | High-pitched or sllent-
stimuli minimally with painful| lrmitable Intervals consolable | continuous cry
stimuli ] Inconsolable K
H"ﬂs WOTSI Behavior Stale | No arousaltoany | Arouses minimally to | Approprate for- Restless, squirming | Arching, kickifg constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontanegus Little spontaneous Arouses minimally / no movement
movement rovement . ! (not sedated)
Facial Mouth Is fax Minimal expression | Relaxed Appeopriats | Any pain expression | Ary pain expression
Expression | No expression with stimuli intermitient continual
Exremities | No grasp reflex Weak grasp reflax | Relaxed hands and | Intermittent s, Continual clenched®
Tona Flaceid torie decreased muscle | feet clenched toes, fists { toes, fists, or fi nger
tone Normal Tone or finger splay splay
Body Is nottense | Body Is tenss
Vital Signs HR | No varability with | Less than 10% Within basefine ar | Increasa 10-20% | Increasa greater than 20% from |,
RR, B Sa0, | stimuli varlability fram narmal for from baseling baseline, Sa0, less than or y
Hypoventitation or | baseline with stimuli | gestational age Sa0, 76-80% with | equaito 75% with stimulation -
apnea stimutation - quick | stow recovery Out of sync or
recovery fighting ventilator

~/

124

—
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Date : 121 X4 |
Time : i 6
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: U M

Does not make even slight changes

Makes occasional slight changes in

Makes frequent through slight

Makes major and frequent changes in

Mobili : : o ; I : ; i o . {
ty in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L’] \f
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; 4
SRl Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : it ; i i i I ide th i
of physical activity’ Confined o bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

4
o

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.

B

Moisture Degree 1; Constantly moist: 2. Vely moist: _ 3. pcgaslonally moist: . 4. Ba'rely moist: o
s0 Wit Skin is kept moist _aimnst constantly S_km is often,-but not always, moist. Skin is occasionally moist, requiring Skin is uspany dry, routu_m diaper _
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen onply requires changing
1 Molstirs Dampness is detected every time 8 hours. every 24 hours. 1] Lf
patient is moved or turned. Q_p ‘f
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: 1

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 mast 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/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
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Y

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

=2

Evaluator's Name

=

/"L?
T



4

Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are deeried at risk due
I 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 Alternaing pressure mattress overla
, Manage moisture, friction and shear g pressu 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
\' 13414 Moderate Risk Gel pads for high-risk areas
- Position patient at 30 degree lateral incline using foam wedges )
Alternating pressure mattress overiay
Follow the same protocol as for “Maderate Risk” Patients High density foam maitress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protacol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure maitress overlay
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Morse Fall Risk Assessment Form

Hos

"z
Rainbow”
Children’s
pital

It takes a lot to treat the little,

-
BirthRight
BY RAINBOW HOSPITALS
.YTwr Right to a Safe Delivery

i [,
-
Choose Highest Applicable Score from each Category Dat:/ ime |\ 5 j‘_} J’?A [1 E!ﬁlf ‘L{‘, Fall Risk Grading
core | AT 8 o) 24 N

History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morse;:IsI)Scure Action
Secondary Diagnosis Yes 15 (
(more than one diagnosis) No 0

Furniture 30 Standard Fall

Low Risk 0-24 ;

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

None /Bed Rest /Nurse Assist 0
IV / Heparin Lock or Saline \I:Ies « Implement

i ! Q 0 o Moderate Risk | 25 - 50 Moderate Fall

Impaired 20 =4 3 | 90D ::ti:srggggn
GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /Immobile 0 Implement High

Forgets limitations 15 P Risk Fall
Mental Status ‘g = High it 31 Preve:tion

Oriented to own ability 0 ntarvention
Total Morse Fall Scale Score: 2n 9)7] Dy

~ Q
Signature \JQﬁ

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

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

Moderate Risk (25-50) Apply all low risk intervention and
[ ] Assist and/or supervise ambulation. Reinforce to always call for assistance
["] Hourly safety check
[ Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

(] Initiate constant observation by healthcare provider as appropriate to patient's needs
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AT (i Hospital _ | () eonoms

uvod IEIRIC TRIAGE ASSESSMENT FORM

Date: 11[6(16

1) Level of Consciousness: onscious

Time of Arrival: .......

Time Seen by Nurse: C{I’Jﬁ(l/)

[J UnConscious

[J Semi-Conscious

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

] Severe Pain / Moderate Pain
1 Bleeding PV: Slight / Heavy
[ Decreased Fetal Movement
[J No Fetal Movement

[ Preterm rupture of Membranes / Leaking Water PV

[J Preterm Labor/ Labor

1 Spontaneous Rupture of Membrane / Leaking Water PV
ENVOhEr REASOM: w.ovrsinismiertiims s s oo s sa s

3) \Vital Signs: Temperature:q.%..}} Pulse: m RR:M.. Sp0,: QO/;/, BP: [.%)%.\)Weight: .............

4) Gestational Criteria:

Gravida: G 2 P . L = A ’ =

e A6 112 o 21316 Gestational Age: . Peoceler .
Uterine Contraction O Yes E)le’ I NA | Onset Time Frequency:
Membrane Rupture 1 Yes :D,No 1 NA | Onset Time Fluid Color:
Vaginal bleeding ,,E?’Ves (0 No | CJNA | Onset Time Amount:
Pre Eclampsia Symptoms | (7 Yes -TTNo | CINA :I;ﬁ%%%%ﬁ:g;?ﬁd;ﬁ?:g/ Wil Symptoms {
Good fetal Movement ~Yes ‘{No cINA | IFNo specify:

5) Pain Screening: Numerical Pain Scale (NPS)

| | | | | | | | | | |
| | | | | | | | I |
0 1 2 3 4 D 6 i 8 9 10
0 ’ Worst
T~ possible pain
» Location: .......... 1t A i A AR S B . A R A 8 A S LB A AR S WA s
S 011115 O OO Days / Weeks/ Months (Strike out which is got applicable)
« Character: ............foo..... I\Qr?“
1
S 10 1 0 N PSR OO
o I B VBN 0N .. T e e e —————————— e e e

6) Past History:
a)  Surgeries: ....... O | | R R

b)  Medical: . -
Docu. No. : RCH /FRM / CLINICAL / 098

(PT.0)
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7) S —ores LN, e

8) Current Medications: [ Prenatal Vitamin = [T NONE  [1 OtEIS: ovvovoveeeeeeereeceeeeeeeeeeece e

9) Prenatal Medical History:

one ! Gestational Diabetes
O Chroﬁic Hypertension U1 Low placenta
[J Gestational Hypertension [0 Others if yes, SPEGITY .cusimsmmssmsismsmimians
(] Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

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

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

[Dl/cwfgury I: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

L1 Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
(Urgent)

< 30 minutes

Every 15 Minutes

Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Imminent Birth Labour / PPROM < 37 > 37 weeks SROM > 37 weeks Pregnancy
= Weeks
| Active Vaginal bleeding | Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
; Mild hypertension
Hypertension > 160/110 o
Seizure activity ang / or headache, visual ;;gg{;ﬂ dwslitigﬁ':?a?dm
disturbance, RUQ pain symptoms
| Abnormal FHR tracing ?ﬁ%ﬁ;‘ﬂ%ﬂ 0.
| Non-Fetal Movement Diseased fetal movement
« Acute onsite severe « Major trauma « Abdominal/back pain - Ongoing assessment | « Anything that does not
abdominal pain « Shortness of breath greater than expected in |  from out patient clinic seem to pose threat to
+ Altered level of + Unplanned and pregnancy (for hypertension, blood]  mother or fetus
consciousness unattended birth + Flapk pain / hematuria work) « Cervical ripening
» Cord prolapse « Nausea /vomitingand | « Minor trauma (minor | « Qut patient placenta
» Severe respiratory for diarrhea with MVC/fall) previa protocols
distress _ suspected dehydration | . Nausea/Vomiting and | - Pre-booked visits (ie
«» Suspected sepsis /or diarrhea Rh and progesterone
= Signs of infection (ie injections, NST
dysuria ,cough, fever, | - Assessment for version
chills) + Rashes

@
Nurse Name : .....@g{a&.\m.t.,@} ........................................ Nurse Signature.~@t$ ............................................

Date: \Qlf?b{a ............ Time: ﬂﬁw ........
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Drug AlIBIQIES: ..ot et snenaens

z

Rainbow®
Children’s
Hospital

Tt takes a lot to treat the litie.

MEDICATION RECONCILIATION FORM
= Not known any Drug Allergies

BY RAINBOW HOSPITALS

‘BirthRighf

Your Right to a Safe Delivery

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)

SHHING TR0, cciovisisnmassisisssmmmmmssmasesmissmsss s SR R0: v mammramm s
0| I | e | RO | ey | A0S | s
T Taow 1 b 50 ¢ ODC
1A extiom hob (0 Vi) LJCc tinc
o ¢ 0oc
. ¢ 0Ioe
5 Oc Ooe
6 Oc¢ ope
7 Oc ooe
8 Oc ooc
g Cc Ooc
10 Oc¢ Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .
Date & Time : .............. ’ L{b b
Nurse Name & Signature: ...

Date & Time : }
Docu, No. : RCH / FRM GENERAL/ 090

* C- Continue, DC - Discontinue
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GAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name:  ~ o pp@np  OIGARE Date of Delivery: \1\ o&(2056
Assistant SUrgeon: o | IARSTA. Time of Delivery: %' 53¢ -
Anaesthetist's Name: o | yech Gender of Baby:  pepppte -
Type of Anaesthesia:  Jp\ L ARCTTACS A Weight of Baby: 3.1 ko
Neonatologist Ty | Tyaabz AGPAR Score: 9 19, €, \g A\
Scrub Nurse: YU SANDRY A NICU AdmissiW N0 @y,
Pre-Operative Diagnosis: T | 24 e & @9 RON)

] Elective \/B’gn'ergency Indication: ... DEEL. TRANSHCRSE .. ARREST ...
Urgency

[+Tmmediate Threat to life of woman or fetus

(1 Maternal or fetal compromise not immediately life threatening
[] No maternal or fetal compromise but needs early delivery

[] Delivery timed to suit woman and staff

DECISION HME: ....o.ceceeceececer s Knief t0 reCtus: ............ 30O 2
CTG DESCIIPHON: oo RO B e
If there was a delay give the reasons: ............ T s AR A AR R S b i e oans

Surgical Procedure: ngggfeﬁ@, tace -

Post Operative Diagnosis: Pop-o

Peri-Operative Complications: flsge

Amount of Blood Loss: 2 rye m\ ' ' Blood Transfused (in ML): —

Name and Number of Surgical Specimen sent for examination:
None.

Docu. No. RCH / FRM / CLINICAL / 155 (PT0)




Examination Findings when Appropriate:
Presentati(}n/:D'Ce/phalic 1 Breech LI Other ... Cervical Dilatation: ......3 \\\\t\‘m‘\fd ............ cm
5t Palp@ble: oo Fetal Position: ... R .
Station: [1-3 5}, 01 20 O+1. g2 Moulding: «HAfone [+ [++ [+++
Caput: O+ Y+ O +++ Copdt @ +2. Meconium:_irNone [+ [I++ [ +++
Bladder Catheterized ,_f/ﬁé 1 No Urine: _j~Tlear L Blood Stained
Skin Incision: ,\_)Zﬁannensteil " Transverse _I Midline () ORI cosviiensiiinsentirmmasnoninssssinss
Uterine Incisiona_~"Lower Segment [ Classical Clnverted T (1 JIncision QOP.;’r @ +2 Aehon
Previous Scar: . [ Intact ] Thinnedout CRuptured _FNoScar  Nedex @ D sifhon.
Incision Through Placenta: [ Yes &+fo A QOB Yol E:S QMo Aok
Delivery of head: __+Manual (1 Forceps * Capdt ++ Aecbwiope,
Liquor: L1 Clear [J Meconium: [CJ| O LI CIBlood  [10ffensive ] Not Offensive
Delivery of Placenta: O Mangl = o ) W e LAComplete (1 Incomplete [ Piecemeal
Cord Appearance: ..........c...co.cu..... N "Qf\g\hmm .......................... Cord around the neck [1Yes =40 <
Appearance of placenta: ............. et S oo Y Cavity explored [ Yes __LNO
Uterus, tubes and ovaries: M 1 Not Normal Sterilization: [ Yes__[INo~
Uterine Closure: | One Layer VZ’ﬁvo Layers
Peritoneal Closure: [ Pelvic ,)Z’AT')dominal
Sheath Closure:
Fat Closurq:/?{es' I No
Skin Closure: mbcuticular (] Mattress
Vagineal Evacuated LHY¥es [ No
Drain: C1Yes AN LIREMOVE N oo, days [ Await instructions
Ctheter [1Yes [0 [TRemMOVEe N .ccccovvervveenn. days [ Await instructions
Swap & Instruments count correct? @/Y’g [1No [ Post-op Antibiotics ,B’Ves LI No (W}
Intra-Operative Antibiotics Cover: u?r’%s [JNo [ Thromboprophylaxis C'Yes [INo
Post-Operative Notes: rﬁ%‘*f\)“nrh"f)kmm .............................................................................
............................................................... N U?*O\‘ant\‘bnj
............................................................. "‘D@cﬁmﬂk\s

Tuf ! es. @ 1% {a)
.............................................................. :..(.....f..%.,...%m&sem.cs.... .......mmhpxop\sﬁqm...qs..(A:x.frm.a.
“\:Q\eisrpmbva‘crw@ﬂom ......................................................
OSSOSO U 1o F?.ﬁ..g;kr....&ﬂ.bmm; ..................................................................
............................................................... Tdodemn.. s
................................................................... —Ce,PC’m@GaM

Y

Doctor Name: ‘D(m't'm\\)so‘f Doctor Signature: .\ S N s
Date & Time: .......... 12.16.05C a
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SAFETY CHECKLIST

Mwm_u (’ ...... or weENA

Anagsthetist : @(
Scrub Nurse : .... (A £ [4[9\ .......... l Date : &’06&6 IN-HME 2 e
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Bt ks 0t trmed the it Your Right to a Safe Delivery

QUE-EIME e

Before Induction of Anaesthesia » »

)

Before Skin Incision » »

Before Patient Leaves Operating Room

Does Patient have a:
. .Know.n Allergy? - CIYes ?ﬁ,
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500mi Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

/"i’es ['No

_~Yes [INo CINA
1Yes /Ne- CINA

/‘¥e§ CINo CINA

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

SIGNIN__Time:. 225 pra. TIME OUT Time:..... ?,.5_.\(_013@ SIGN OUT nme:..__.U..quﬁﬂ

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

Identity —Ves CINo introduced themselves by Name and Role " Yes™ "1No The Name of the Procedure Recorded ‘_/D—Yés’ [INo

Site CYes LMD Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure —TYes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) t_/}ﬁ( CINo CINA

Consent _J=fes CINo Correct Patient (Check ID Band) 7'Yes [1No The Specimen is Labelled (including
Site Marked Yes CINo,=NA Correct Site “TYes INo patient name) OYes CINo~TNA
Anaesthesia Safety Check Completed = ¥es (INo Correct Procedure Yes TINo Whether there are any Equipment !
Pulse Oximeter on Patient & Functioning _L¥es No Problems to be addressed T¥es CINo, TA

Anticipated Critical Events
Surgeon Reviews:
What are the Critical or Unexpected

Steps, Operative Duration,
’ﬂ] ‘es [1No [INA

Anticipated Blood Loss?

Anaesthesia Team Reviews

Are There Any Patient-specific Concerns? NA
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

es CONo C

:z@ CINo CINA
Ol

CJNo CINA

C1Yes g)o/

To Surgeon, Anaesthetist and Nurse:

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

Signature -........... Q %

NAME v i C! \)“‘“ ..................................

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




PATIENT TRANSFFR FNRM

HNH-00012214

1P26-00006566

f//é
Rainbow’
Children’s Bll‘tthght
Hospita' BY RAINBOW HOSPITALS
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T Mrs KIRAN GOEL
b o i w_.-“ vaMED P Date & Time of Admission Date & Time of Transfer Order
AT 1066 @ Rleslae @5 M,
Treating Consultant Name Transfer Ordered by Reason for Transfer
By %ﬁfﬂh @b&cvw[i%
From Unit To Unit Information to Attendant

ol

(ve - otk

Yes| |

/

No| |

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes | 4 No[ |
—_— -
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1
Rl 0)

2.
3.
4.
5.

Shifting Summary / Notes Written by Doctor :

Yes[ | Nol |

Name & Signature of Person who is Transferring

Koo \R®

Name of Person Ordered Transfer

Patient & Clinical Records Received by : W {

B ﬂ}fﬂﬂq

Date & Time of Patient Received :

LUV @ 5 m

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

] Unavailable Bed

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

[ ] Nurse not Available

| Available Bed not ready
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LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: . ]1— [ﬁ / -

Baseline Infurmailon
[10OPD A1 Admission Desk L1 Others; SPBCITY: cseeimorsmsi v oo maisss
| &H/

glish indi [] Others

[ ER
[] Telugu

Admission From:
Primary Language:
Do you require aninterpreter? [1Yes [ INo

Source of Information: [ Pai Family L] Others
Personal belonging if a [IJewelry [ NoseRing [IBangles [|Anklets [IFinger Ring (] Bracelets
1FE Lol [T R0 =L (o IO OO OO
Allergies: [1Yes [INo [ Medications | Blood Transfusion [] Food (=15 (e e
B VRS TOOOTTIEY i cuousitioss cviimvunninsions omans s s v s s e 0o S04 4 4 BB L8330 BRSPS A SR
Chiel CoOmPIAINES: . oo oo v wisasssmisssvssin i Doctor Notified on Admission: L1Yes [INo
;@“L’ ........................................... Name of the DOCIOr: ........oc.ovvevvrveseereecereeiecenenns
................................................................................................................... Time Notified: ..o,
Past Medical History: Obtained From [ | Patient [ Family Member [] Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
M ‘1\1/{/
Blood Group: ... g ‘\’V Q LMP: &E)(ﬂ{ 2_5 EDD: ...%}r%’..\...?}éestatmnal age during admission: g‘:} w@k—j
CONPABHONS: issiensseussisssssminsnmsss &{;&/_ ............... Vaginal Discharge: .................. M- ..........................................
Obstetric History: T pram— - o Lo cosomer Bl «...  Previous LSCS }Qﬁ"
Height: ............. T, weight: .. BMI: coeniinini:
Temp: ﬂﬂ%ﬁ{/ HR: ... 4 RR: v 02 BPE N '\B\k SPO, v
4

High Risk Factors: (Please select by ticking (v" ) the box as applicable)

[1  Hypothyroidism 1 Rh Incompatibility [ Fertility Treatment
[1 ' Hyperthyroidism 1 Previous LSCS (] Preterm Labour
1 Hypertension [] Gestational Hypertension [ Others: (Specify)
[] Diabetes ] Bad Obstetric History
[ Anemia ] Obesity (BMI)

[[] Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139

(PT.0)




HNH-00012214 |P26-00006566
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i

~eeegs o W AUIUITTTAITES Detected
[] Heart Disease [ Hypertension [] Diabetes [ Stroke [ Seizures [ Kidney disease

] Liver disease 011 ST

Pain Assessment: Pain: [ 1Yes [ No (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: [ Yes W/ SCOIE wieammise (complete the Morse Fall Risk Assessment Sheet)

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

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
L1 Mobility problem (] Walking Problem 1 No Abnormality Detected
("] Developmental Delay [] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
L] Overweight 1 Poor Appetite > 3 Days (] Needs Therapeutic Diet.
] Under Weight L] Diabetes Mellitus L] No Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
)}Cﬁn & Cooperative [J Restless ["1Depressed [1 Agitated [] Confused
LETIURVEIES. 12 cicesncissmeoh s om N e b oW s S R AR S i A e FE o st S o5

Inform consultant for positive criteria

SOCIAL SCREENING: —

1. Marital Status: ] Single [_] Mafried [ Divorced [ Widow

2. Special Habits: Smoker: [ Yes [INo Alcohol Abuse: [1Yes [INo Drug Abuse: [1Yes [INo
Social History: Lives With .................... \= &/ °\t\ ............ O

Orientation has heen;i/mﬁegarding the following aspects:
Call Bellin Reach : T Yes [ No Waste Disposal Explained: /z@ I No

Infusion Pump : /ZV Yes [1No Hand hygiene Explained: (/Dus/lj No J Others
Above information given to .............ccccoeeuceeeen M%&M
Name of Person Orientation was given to: ................. MQQ\’Q

Orientation N0t Given REASON: ...............ccorrrvvveeererrnnsees N ﬁ ............................
Nurse Signature: m ........................

C
Nurse Name: ............... ;hd RALOM A ...

Date & TiME: ..oovveveeeerereeree ’.\J.(.LG..I,.?{.(-,...Q,,.C( P
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Uiy ospial | (@t

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
] a.Yes ] b.No

D HINDE RBASON «.covermesrevsmrssrensasms rassersnssamssmensssessns aasanessss st orssssssseassmas e tnftoR e AL SRS RAs R R AR ST e e nmrasms s m e mn s SoeRs s 4 s bk b b SRR SS

3. Nipple condition:
1  a. Nipple well formed
b. Flat nipple
c. Inverted nipple
d. Short nipple

OoOoag

4,  Milk flow:
] a.Good
[ b. Drops of colostrums
O c.Dry

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

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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



6. Was the position explained:
O a.Yes
OO0 b.No

7. For Caesarian mothers:
[0 a. Mother is required sit and feed from the 4th feed

0 b. Please explain football hold

8. NICU admission;

[0 a Mother needs to stimulate her breast for 2 min every 2 hours

.Continuity of Care: Date: r‘zl/(é/élé

Handover given by ............ MC/\.JXAWQZ\H HANAOVEr BN DY ...coicaimnmmmmnenissssnsnisses

Signature M
Date & Time: . \@L\ L)) % @ ..... %W ....... Date & TIME: w..oovvoeeeereenssvesssvssssssssssssssssssssssssssssssssssessesees

DIINBBING. ......ocucnssvsiissvsnsmmmsniipssssisfacmmsbpssssmspssesitissesosins
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| I ““‘mm“m\“\“ URINARY CATHETER BUN DLE CHECK LIST Hospial ‘ Blrthz'ght
Date of Insertion: ... | .2 ‘El Yo ?te of Removal: / (3) / 4. / % CO/) 6! BW
Parameters Date Shift Time \ M
Need for the Catheter | [¥es C1No ¥Yes [ONo | CIYes [INo | ClYes CINo | ClYes [INo | ClYes [INo IYes [INo
Hand Hygiene }Yes “INo }/\‘e? INo | [JYes [INo | [IYes [INo | [IYes [INo | [IYes [INo | [1Yes [INo
Usage of Sterile Equipment /QXes C1No » CINo | ClYes [ONo | ClYes [CJNo | [lYes [JNo | [CIYes CINo | [lYes [INo
Is the Collection bag below the level of bladder /[;L Yes [ No }}Yﬁ CINo | [lYes D/No\ ClYes ['No [Yes [INo Yes [C1No C1Yes [INo
Gheck the Tube for Obstuction (Free of Kinkng) | _=Yes. INo | s TINo | Ci¥es (o) | CfYes ANo | D¥es CiNo | O¥es ONo | C¥es (INo
Is Catheter dated as policy A7TYes [No p»(e? CINo EI‘Yes | ,‘U/o #Jg s A /No j) 1Yes [INo | C1Yes CINo / /Yes [INo
Collecting bag is been emptied regularly? ATYes [INo | L*Yes CINo | ClYes /F;Nﬁ &Ye? }'No | CiYes CiNo | [lYes 34@’ ClYes [INo
Maintenance of closed system for the catheter J¥es [INo | ~Yes CINo | ClYes ‘\INo | [ Yesk‘ju No . EJW V\,’ \is “'No | [1Yes [No
Dressing clean and dry? p)(e’s [CINo | _J=¥es CINo | ClYes [INo T!Y&W D’VYes [(ONo | [1Yes [ONo | [OYes [INo
Is the line removed as Policy? [+Yes [INo ‘% [(JNo | [lYes [INo 1Yes [INo | ClYes LINo | [JYes [INo | ClYes [INo
Performance of Perineal Care lj/Ygg_ [JNo /FLYes [JNo | [JYes [CINo | [lYes [INo | ClYes [INo | [lYes [INo | LlYes [INo
Onset of New Fever "DYes«ETﬁo (JYes JHNo—| ClYes [INo | ClYes [INo | ClYes CINo | ClYes CINo | [OYes [INo
Asses for the leakage at the site of insertion [Yes [INo /lxes [INo | CIYes CINo | CJYes [INo | T1Yes [INo | C1Yes CINo | [1Yes [INo
Name of the Nurse e[g '/?7"\?";%'&34;,-
Signature of the Nurse @ y
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INFORMED CONSENT FOR SURGERY OR Children's .Eiﬁiﬁlﬁi&ﬂf
SPECIAL PROCEDURE oo, | O Tt oms

pationt Name : 1ORS Y\RON ' QOEL  gender: O Male -Fomale AGE: . RS

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

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.

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
withthe risks, benefits and other information.

3. Ihave had achance 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: ............ LU R e et vt SR
Consentee : Patient Attendant :

Signature : .. v, R Signature : \jng\ ................................................
Name : . IRE..... K Ao NAME © ..ovvvervenren [rs\en \ ..................................

Date & Time : \M%{%@BLB@M Relationship with Patient: \....... \ AVM\DO\“A ......

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

Wit s

Fhiss Doctor (who is t ing the consent) :

Signature : .............. m MAA.. g Signature .
Name:..........{\\A.C:.._ib.,l.:.\.m..;.. k- Name: ........ \D‘fkk&\ﬁeem ...........................

Gocu o JRCHARMCmEAL I RSB e e i s s e

Date&Time:.....\ﬂ,{.&;.\.%..@.@.’,@0ﬂ’W\ e & T ka\@g\zoz.b () 2> 3eprer
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CONSENT FORM FOR GENERAL / Children’s .BirthRight"

REGIONAL ANAESTHESIA / sl e
MONITORFN ANFRTHEQIA RARE

HNH-00012214 |P26-00006566
:‘;-‘ﬂf‘ln.:: soe 3MY2M6D (F)
. Dr. MEENA UGALE . ‘
Patient Name m I“|""”|||I||I“|"IH“. ||| I“ .................................... Age 2)Yf......... Gender : Male O Femalg 1
UHID NO: oo Surgeon Name: .&...]M ﬁcmucaaﬂc, ...............................
Anaesthesiologist : ......JDv...47 eALa ........................................................................................................................
Operative procedure planned : e Meﬂamwkamgeummw ....... C .................... SECTIoN

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

ﬂ General anaesihesia 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 [ Diabetes mellitus [ Renal failure
[ Hepatic disorders O Shock [0 Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
i] Incapacitating Cronic Obstructive Pulmonary Disease
IE’Oﬁlers : %ﬂﬁfaam,&wr\a,'\h&e} ..... c*y"lfo.nxpulm
A 0011111 O OSSOSO OSSOSO SPRO
* Doctor to dbcument 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
Hﬂklﬁ’:ﬂ—NCAQE—L the above mentioned operation / Diagnostic / Therapeutic procedures
CMeROIENCY. ... g om&&aMmCMﬁ&NSme

* lauthorize and give consent for anaesthesiao(,l}%z(gional / O General Anesthesia / CJ Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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




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

| authorize the anaesthetic team to perform any additional procedures (for example, Central Venous Pressure line,
arterial line, use of nerve blocks for pain relief, changing from regional to generat 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 W
will administer the Anaesthesia.

- Pregnant : p’{es O No

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Witness : !
Signature : '\I'(;\A}\

Name : ........... \(‘S\VK ..............................

Date & Time : \2\6(’ 026 @ 2. 2op™M@

Relationship with Patient: ..........cc.cccocvvvviviiveienee. Date & Time @ AR NS SR

Date & Time : Lﬂ@[%b@?}}%@ P

Doctor (who js taking the consent) :




o

\%

Rambow .

Children’s .BirthRight‘

BY RAINBOW HOSPITALS
Your Right te a Safe Delivery

CONSENT FOR SPECIAL PROCEDURES ok o B

patient Name : ... Nax: KIRAN.... CIDE L Gender: [ Male _D—Fénale
UHID No : ... 3N Q00122 L ... Department : ~Fxroesthesia....... Date ...I.?Jﬁ.lz,.c......

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

Here by give consent for procedure of ;. }s:ﬁ&() T = 1 2,8) 22X
Formy patient, Named: ... M4, };!RHN Qipet......

The doctqrs have c!early explauned to me that the procedure has following possible complications:

@ P h:.oaﬂ.ac_bc» ....................................................................................

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

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

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

I have understood the matter mentioned above in language known to me and give consent for the procedure.

Name of the Doctor performing the procedure: SADN. =K. ‘QU uloa., ....................................................

Patient Attendant : Witness : T
Signature : ... .§Ul—’=ul ....................................... Signature : ............... W ..................................

Name : V'Sha.lkaﬂa ............................... BRI 2 .cvvcorsenecossminmmsasmesesommensesssenesassmseanetsensesarmmonssmens

Relationship with Patient: L:a.rd ................ Date & Time : }Q"[é/gé@m/”%l}w |

Date & Time : l).,‘Gz]&C: ..... @.\ﬁpk

Doctor (whq_is taking the consent) :

Name: .....V... CE)( h‘&L Q‘awk ....................

Date & Time : 1208 Fm .........

Docu. No. : RCHBH /FRM / CLINICAL / 018
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Department of Anaesthesiology Eﬂ“‘ dbivr:’fs ® BirthRi ght
PRE-ANAESTHETIC EVALUATION Hospital .BY RAINBOW HOSPITALS

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

Name: MMkIR:BNCIOeL Age: ... 3l........ Sex: UHID.No : ¥ H-0001221Y
Date: ‘rill&; 2B, Time: .....!&.?.O.Y.Fm.... PropoSed OPEration: ...........o.ovveeveveeeeereeeeeseeeeeseneesees e
Diagnosis: ... {2stimy.. 2. 33 1alkea . Rirptue.. a. merobranc.. fn lakenk label ...
B.P/CRT: 'R\, “8,3_. HA: mlwn Weight: ..—“.181..9; ASA Physical Status: (11,2 03 (14 ©5
|)..lG ; 4 Laboratory Data:

Hgb: ”' GIUCOSE: ..vovevererers e Protein: ....cccoomevrevecesrenens || — XAV ivsassnsini sesivussunii

poV: )G UBR: oo AID: oo HBS Ag: .M. INEK.. e T

wee: 40.20... CrBat: oo, TORI B o HOV: oo N 20 ECHO: oo

Plate: le\%]OkLb N wooroeoeoeoeeeeoereeroenrs DI BIIE e Blood g[roup:a..'.f?.ﬂ.C . Stress/Anglo: ..ooovoeveeoo....

PR i K scatonsnmne LOHE i TRiscrmsassu iz 18] piE s Y

BUT: ...oodeeecadbansransmonss CAFF! wovsmvenecrsinsisorsnss, PIKPIOSS coonresnssamissboniios T onsssans

)] SN IO S .Mg++; siidsdssisissianas NTVIABHEY i ciungses TOH......corsermremssannisen

Bl eooreeeeeccccccrvencnssesseessse SGOT/SGPT: oovovvorerrveerrrns Allergies: NI1L

Medical History: CVS: f) .

RESP : / Diabetes :

e L, niL Sianpeant

Renal : ’

Hepatic / GE : - Physical Activity:  NA-€-TS > Q-

Others :

Past Anaesthetic History:

Physical Exam:

Airway: MP 1 @3 4 Mouth Opening: ngm[ﬂ@tohyoid Distance: @ Neck: (M Teeth:@ -ﬂﬁanmnb
Lungs:  BHEM), Uea ' | )
Heart: S\o,(F)

t: | NeD, Porsohertay— Midline
Pregnant: .+Yes [1No [INA Venous Kﬁcess .U Spine Exam for regional :

Anaesthetic Plan: = MAC EGIONAL [ GA-ETT I LMA

Peri-Operative Plan Explained to the Patient:/z’(&s o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis :
I~ TIyon ob Water /ORS 2 Hours
2. NIL ORAL<,
3 \ oD Others 6 Hours
T Caldum

w

. Informed Consent: ,D/Sﬂﬁrd ' High Risk

4. Post Operative Pain Management: — Discussed with Patient
5. Other Instructions: :

A Name@‘l..‘.éﬁ..t‘?’UﬂLﬂ ..............................................................................................
JFRM / CLINICAL / 044
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]

y 1o mauction Assessment:

ANAESTHESIA CHART

,n’/

Ralnbow
Children’s .
Hospital

It takes a lot to treat the little. .

N

BY

BirthRight

RAINBOW HOSPITALS

Your Right to a Safe Delivery

Change in Patient Condition:

1 Yes ,QN(

Fasting Status: 4\ | w}c

Physical Status:

Patient Identified

l;/Consent

Present

E/Chart Reviewed

H.R:

Pre-OP Diagnosis: Raurm <. &:}NU

p0,:

q:;i zmﬁ—ARH

e VYL

| Last Feed:

Date :

1.6,

Surgeon: <R Mc.c.m‘«"pp)%._ gy Apa sthesto @% ................... Technician: fa.lfgu, ..............
TME -4 32 ; f
N.O /AIR /O, LPM I i
HALO /SO /SEVO Iotg
Drugs:
Ay OXNTOgN IOV (T
_ a):m?'%w
\ O il EL 00'?
i - 0
. iL 0O
A { Blood Loss
~ <
7N [ ] N - 63_0
Fi0, 1520, J VAL DO 1 /8] MJ
E[CO:\—] { L 5 [ v
ECG SE S [ [P <R SE
Temperature =
Urine Output o 20_“ “!ll NOTES
28 9\ 01
2 Q<=
- 240
Vv Systolic 220
A Diastolic
X Mean 200
 Heart Rate 180
Tourniquat on Time
Tourniquet off Time 190 -
140
Throat Pack in V.
Throat Pack Out 120 Vi " / /
100 L
o
< 2 ALALTIAL LA
60
40
20
10
0
REE
LAB Values L L
GRS
QOthers
7 Equipment Checked and | Temp: induction Regional:

Functmnal [C] HME 1 Fluid Warmer Ow [ Inhal Extremity Specify: ..
0(BF' 1 Cling Film 1 OH Warmer O Pre 0, [IRSI 1 Spinal G_ﬁaniﬁral F ] Caudal
et S'ﬂ ' UL Hugger's () Cottan Wool [ Others OB S e g e s A 5

I - 1 Oth e
I’I ::GSESQ_GJ , [ Other ] Mask [] SGA Position: ... g
Temp Site Times: [ Airway [ Oral [7] Nasal 1| | —— ; L,
"ﬁ' e i,,unw Anaes Start: \ B 1.3 ETT# v C ST cm NEedIe SIz8: —..oorvorern DEPH: v
= 2 S ' — ] i —
y ol gp ?art e i = grr:tl:hensmmy:?;:i::al S A, Dol SR
L+ Pulse Oximeter P End: — — Catheter at skin ..
T Capnograph Leave OR: . 11 5( A 0 e P L S Drug Name&Conc a } N-MCHN{'
T Ventilator Anaesthesia: [ Awake [ Direct Vision Bolus: £ —ﬂﬁﬂﬁﬂl né. ‘4'ML
L1 Nerve Stimulator O] GA [J Video Laryngoscopy [ Stylette / Bougie Infusion: . S
Position: . » L] MOnitored Anaesthasia Cara L] Fiberoptic Block Level: . 7 l—, f[.a. .............
| Regional Blade# ................ Attempts: .......o......
Comments: . .
(_//pfe“‘”e PU'“‘S Checked DIFICUItY WHY? .o
Line (Size & Location) Transportation to
Eye Care: [ Bilat = BS ] PACU Jicy [C] Other
1 Oint ] Semi-Closed Circle Relaxant Reversed [ Yes CINg [CINA
[] Tape | i A in;
.;_J dding i: glt:f;d Gty Name of the Dnctar:.,..b o 4.'/3 4 7 TR
\A).;:vake B Signature of the DoeTorgsg Xz V....cvvvvvcieerrcerenns




HNH-00012214 1P26-00006566

Mrs KIRAN GOEL

08-04-1”5 31 Y2ZM8D (F) '///é
r. MEENA UGA

. Rainbow® . .
“Tinimm— Children’s ‘Blrtthght

= | Hospltal BY RAINBOW HOSPITALS

- POST-ANAESTHESIA CARE UNIT RECORD R S
Received in PACU by : %&M\No\p‘ .......... Time Received : .... Q\OQ ..... Time Discharged : ﬁt‘“‘a‘h M\

Lot
VA 1 — L v:
gjg g:’g IV Cannula Site : \ff“’&l '1—6/
L 230 ) - 230 | 7] 0,Mask [ Nasal Prongs
= 220 220 | ] Yracheostomy [ T-Piece
w 210 - 210 Oral Al O] Nasal Alrwa
g m :g O ‘ irway [0 Nasal Airway
a
180 180 g ?
8 170 170 | Vomiting : [ Yes Lo Drug: ... r\/"'&:TO\‘[\ P?
o
=S o I neTbe:  Cives Mo
v 1;‘3 :;g Drain: ] Yes £TNo
130
A 120 120 | Urinary Catheter. &= Yes [ No
e 110 110 — =
o 100 41 . 1 100 Chest Tube: - Yes 1 No ‘l
= 3 90 - .
= % Vi 7 Nil Oral O Yes #TNo
':lL\%J A \\ / ?g p -
60 '---.q , 80
& 50 50 Oral Feeds: . ‘\:)‘}.N/)
e a0 40
30 30
"\m X 20
10 = 10
0 0
SRO,
POST ANAESTHESIA SCORE | WHITES RING INTERPRETATION
(Modified Aldrete Score) . 30 | 60 | 90 ot SCORING "
Able to maove 4 extremities voluntary.or on command =2 Y | P -
Able to move 2 extremities voluntary or on command =1 ACTIVITY ] q/ y = 2’ A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 \ Discharge
Able to deep breathe & cough frealy =2 > L—
Dyspnea or limited breathing =1 RESPIRATION 1 = : o o LR LY
Apnic =0 )'—77/ Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 H H trinne
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION 240 |2 | ¥ space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0 Q«
Fully awake =2 -
Arousable on calling =1 CONSCIOUSNESS
Notresponding ~0 a1~ 1| 21
Pink =9
Pale, dusky, biotchy, jaundiced, ther =1  COLOR > ¥
Cyanotic =0 Yy YL~ @’
TOTAL P C\ \ O\ © ta

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature

e | €fm o\l N

i
o | o | oo V- &
Wb oW o|(0 N w

Pain Tool Used: 1 NPASS [JFLACC [1WongBaker _INPS Reassessment Frequency:
D / ; ) \/ 1 Every eight hours for all hospitalized patients.
Anaesthesiologist Name : "47 2. For post surgical patient, _uauem with chronic pain, patient with severe pain
G" a.  Every 2 hours for first 24 hours
Anaesthesiologist Signature: e B RERR4 Mok every & iows:
)/{' b { c.  Prior to pain reliving intervention
Date & Time: fDW%*q;dm\ A Wilyin:30-60 s afer pain et Intseveaiin

Q

PACU Nurse Name : Transferred to Unit by (PACU):

PACU Nurse Signature: Date & TiMe: . ..

Date & Time:
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It takes a lot to treat the little. Your Right to a Safe Dela‘very;

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: ...‘Zn\.fg.‘,?.—..(b .............. Time: ...I.QL.H.H.’?m Procedure done by ... 0. K.+ ) e.,bke .........................
CSE /Spinal /EM Position : Sn‘ﬁnrﬂ Space Lg,*lu Technique (LOR/LOS}{I.OS..
Depth: ... S.Cam......... Catheter at Skin: ........... }Q.C0N......... Attempts : ........... |
Parasthesia : Yes/NMw(details 8 e R A e SRS s T e T e s N
Solution Composition : %Ol}r&u(’l\lﬂ(}ﬂlmﬁE&%/MF&N‘T&N\JL
Any other issues :
)50 i o s o e PR TSRV SR o S e A O S A S R TR N S RN R
OO el e S
Time |nﬂ;:sri|:)/||:rr;ale Bolus (ml) LenLe\gaiLm Bll\ilater;::se FHR Comments
12 0w JUAR. R QEC AL
1200w | B e U

Delivery Details : ~ Time : Z/"{‘dﬂ”’ APGAR: ..vvoorvvvenne. SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip Inspected’: ..............cc.oo......... D/ .......... N’5/‘/ .................................. e

Patient Satisfacton- e 49"1 ..........................................................................................................

Discharge /Shifting ordered by
DOCIOr SIGNAIING; -.coimosmnmniss o
PIOEIOR NATE: o e s et

Date @Nd TIME & oot st e e saeeere s
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INFORMED CONSENT FOR VAGINAL BIRTH “a.gasup.,!,,tﬁ!m .vamsowmsmm_s

Your Right to a Safe Delivery

o
patient Name : ......IM3S... kesan . Goed . UNDNo:
Gender: [ Male U-Female Date'l’)",w% L 221 PO ——

| hereby authorized the performance of the following procedure:

The Procedure has been explained to me in general terms and | understand that:
The indication requiring the procedure of vaginal birth is pregnancy.

The purpose of this procedure of vaginal birth pregnancy.

The purpose of this procedure is to deliver the bay vaginally.

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
the rectum) may be performed as part of a vaginal delivery.

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incision under appropriate
anesthesia may be necessary.

In an attempt to deliver the baby either naturally or with the help of instrument i.e. forceps or vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and discomfort, injury to urinary tract,
possible injury to the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor
dysfunction.,

| understand and accept that there are complications, benefits, alternatives including the remote risk of death or serious
disability, which exists for me and my baby.

| am aware that in most cases, vaginal delivery results in a healthy mother and baby; however, | realize that there are no
guarantees.

| voluntarily consent to the procedures described or otherwise referred to herein. | am aware that they will be performed by a
qualified gynecologist.

Name of the Doctor performing the procedure: ................ "@{mw ...... U O\Q ....................................
Consentee : Patient Attendant :

Signature : .\ ]QJ}LJM ................................ Signature : \[‘QL““O\}:"\L .................................
Name : .\ ‘}:.JJ({ ............................. Name : V‘Mm“ ......................................
Date & Time : .| 'L/ né. f 2. ] 01 Am Relationship with Patient: -@w\u ...................

Date & Time : ... 12 8% /202/@ .............. q:h0Am

Witness :'

Signature : . NCA,@L(/U/; ......................
Name : MC{Q&L{«U\"}’N \

Date & Time : }‘"Lié/ib @ IGJ W Date & Time : &,&/%@ZOO&M

Docu. No. : RCH /FRM / CLINICAL / 028
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Tt takes a lot to treat the litte, Your Right to a Safe Delivery

INDUCTION OF LABOR CONSENT

The goal of induction of labor is to achieve vaginal delivery by starting uterine contractions before the spontaneous start of labor.

Induction of labor for a medical indication is done when continuation of pregnancy is considered detrimental to the health of the mother or
fetus. This can be done at any stage of pregnancy irrespective of fetal maturity if there is a valid indication.

Elective induction of labor (scheduled induction without a medical indication) may not be done until you are at least 39 weeks. This is
important so that your newborn does not have complications due to possible prematurity.

The alternative to induction of labor is to wait for labor to start spontaneously.
| have read the information provided and also discussed the process with my doctor.

|understand the risks and benefits of this procedure and wish to proceed.

Patient Patient Attendant:
M; NI Yrds

SHIRAIIE ol i i e o SUIE R e i e i e o e e T YT
Name: K“ = C\C"'f\ ........................ Name: ..... '\/Nb«}wﬂ* .........................................
Date & Time: ....\ Q\LL’\ZOLL“@M’LLCM Relationship with Pa
pate & Time: ..\ 2,06\ 2026 (¥,
Doctor: Witness
Signature: .......... ﬁ’ .................................... Signature: M
Name: .......... ’b” ...................................................... Name: N e ]
Date & Time: .....| 2 b/w% .......................... Date & Time: .....J...4d. 2./

Docu. No. : RCH /FRM / CLINICAL / 173
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NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
PatientName: ]/ £ M} KRN (hée L Age: 3"‘ . Gender: 171 .
UHDNo: H N H~ 001171 No: Date: ' 16177 Time:
Diagnosis: [‘f)"‘lnw“f C ¥lporek € plpet ot membose lols lobou
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI \ooyu( () One Arp
2. | Morphine Sulphate Inj. 15mg/MI
_3 Remifentanil Hydrochloride Inj. 2MG
« | Remifentanil Hydrochloride inj. 1MG
Doctor Name: A A L@ Doctor Registraulon No '
[/ “FA ¢ (:\,_.- Yol
Signature;~ 5\,
L
\J
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dlspensed)
IP Registration No: . W ﬁ("r“ °S 6 Date: +'( ................

AaghaanNg.-ofthe Patlent (OBHONAL): ... rvm i it saesrab iy inansisss sntsbsal irsaeiss

J._\‘. Hage:t \V0US RYRAN Kol Remarks
2. | Complete postal address (with contact number, if any) B2 pepoyt C10Ve | Bty o
3. | Brief description of the illness N O
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 7 n)un ? :
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
R = T
E;'}f \ —f - ,!‘k{[ L I: :
-
b/ '\\ ¢
G R S R ORI (N O e L1 T R Y
MO Ul o (604 ¢ o e
Received by (Name & ID No.): .......ovennne \ ........... AR A e oo o SINAIINE.: . Nt b bireatias
Jimes. o n e,

Docu. No: RCH/FRM/ CLINICAL / 133




