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B. Assistant NUFSE  : ..ovovvvevevenneens S‘&“ﬁ ..................................................................................
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L E . Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children’s . ; , . .
: girth 3+ Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital \ .
Rambarn quariers road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015812 Name ¢ Mrs MLKAVITHA
Age [ Sex : 43Y4M17 D/ Female Doctor : SANTHI ANTHARVEDI
Adm/Reg Date/Time : 12/06/2026 06:10 Payor : STAR HEALTH AND ALLIED INSURANCE CO LTD
Order Date : 12/06/2026 12:42 Ordernumber  : 26-0000206211
\hso : 1P26-00006564 Ward/Bed No  : 4F -OT /PP0O-417
Patient Address : mig-2nd block no:08, flat no-11, baghlingampally, hyd, Bagh Lingampally, Hyderabad, Telangana, INDIA, 500044
S.No Dcs::rlpf!lon Generic Name Dosage Route ! Frequency Duration Instruction Qty Status
1 BCV-INTRAFIX %AFESET 1 Nos 1 Once Daily 1 Days i Nos Ordered
2 THEMIPYRRNOI}I 0.2MG INJ 1 Nos Injectionn / 10 AM 1 Days 1 Nos Ordared
3 MYOPYROLATE%!NJ-SML 1 Nos / Onca Daily 1 Days 1 Ampule Ordered
PROXIMATE PLUS MD 3500 | PROXIMATE PLUS MD .
4 STAPLER(PMW35) 3500 STAPLEREMW35 1 Nos External / Once Daily 1 Days 1 Nos Ordered
5 gs%g;s;gs GiJXQD 1 Nos External 7 10 AM 1 Days 2 Nos Ordered
6 ?&VARANZ SOLUTION 10% 1 Nos Extermal f Cnce Daily 1 Days 2 Nos Ordered
7 SURGEON CAR(FEMALE}) FEMALE CAP 1Cap Extamal/ Once Daily 1Days 10 Cap Ordered
B |LACEMASK 3 LAYER - FACEMASK 3 LAYER (1 Nos External { Once Daly 1Days 10Nos|  Orderod
O E'LTSJ:EES‘?:"Q”;EBT{,%“ NITRILE GLOVES M 1 Nos External / Once Daity 1Days 20 Nos Ordered
g !
10 |NS 100ML Aclti':ULlFE -EH 1mL External / 10 AM 1 Days 1mlL Ordered
|
SANTHI ANTHARVEDI

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

Note

Reg No : 49827

* This prescription is valid only for specified duration,

* Do not refill medicines.

Printed Dale/Time : 12/06/2026 12:52

Printed By : SUNKARI SANGEETHA Page 1 of t
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- d Ralnbow Childrens Hospital-Himayatnagar
Rainbow
Children's , . . . .
jtal  2omgc Reinbow Children's Hospital, Door ne. 3-8-267, opp. Cale nilouter, Old MLA
Hospita 3
e quartars road AP State Housing Board Himayatnagar Hydarabad ,
. Telangana, INDHA, 500029,
$40-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-00015312 Name : Mrs MKAVITHA
Age | Sox 43Y4M17 D/ Fomale Doctor SANTHE ANTHARVEDI
AdmiReg Date/Timo 12/06/2026 66:10 Payor STAR HEALTH AND ALLIED INSURANCE COLTD
Ordar Date 1 12/06/2025 1242 Ordermumber 26-0000205212
Visit[D t IP26-00006564 Ward/Bad No 4F -QT I PPO-U1T
Patient Address ¢ mig-2nd block no:08, Rat no-11, baghling. lly, hyd, Bagh Ling: Iy, Hy Talangana, INDIA, 500044
880 Description Ganaric Kams Dossge Rotsie I Frequency Duration Instruction Qiy Aatus
1 e e TEGADERM gs87 1 has Extmmal FOncs Dady 1Deyx anos]  Dugersed]
T e hos 110 A0 10ae 1308]  Dupansed]
3 |comronsats zomsnos [COTTONEAUS2GS 1y, Exwmai { Once Daly 1Dy 1900|  Dspansed|
4 fvacoumesucmonser  (JASCUMESIETON Exioma § Once Dty 10408 20| Dwosnred
5 | BORAMIG 500 MG NS 1hios 10ncn Doty 7Dars Zampse|  Daosased
s n;%s;:: SUPPOSITORIES 100 T . £ xhenad f Qe Doty 10w 1hos|  Dupensed
7 | Encors Microokic gover-£.5 1Hos 10ceDaky 1oms Thot|  Dupensed
1] m;mw' 1Non € rimervd £ Orce Diadye 184 1Hos|  Dioetues
3 |Monan i cuasee o e Thos E ol § Onics Dty 10m 3toe|  Cmpensed
PRECELLED SURCICAL  [PREGELLED PLATED
13 PLATES(ADULT) ADULT 1 Now C ot ¥ Oncly Dty 1D TNag|  Dapanse
n |ecGELECTROOES (wouLT) [FLECTRODES ADLT |1 hce el 1 Drca Dady 100 2hos| Dupernes
12 g’ég&;ﬁpﬂ;{ul’m 1Noa 4 Once Dady 1 Days 3 Nod. DCeaporviad
€T TUBE - &.5 MM CLFFLD
13 WELCOLISE) 1 hioa. Euemnal ! 16 AM 1Dare 1 Nos Dagenied)
15 [MERSHLK 1-0 MW 5062 MERSEX 8062 1 hox 1 v Dy 10 Ytos|  Dugpessaa
15 |SGLOVE # 6.5 (SURGICARE} | SURGICAL GLOVES 6.5 |1 Noa Ecomrmad 4 Crca Dy 10wy ANos| Dupemad
18 |SURGICAL BLADE 11 SURGICAL BLADE 11 |10 Extrnad { Cmon Dy 1D Thor]  Capurad
1" E‘Luocs:i;agnovm 10y Extermal 1 Once Dely 1- 1hoa]  Dapanisd
w o MG msmmm thos FOnca Dty VPan 1vial]  Depensad
19 {mmcATTOM URSET) RIGATTOITAR SET) |1 Mos Extomnal { Grce Dty 10 01| Drpwnsed
7 [masoreack MAJOR PACK 1hot ¥ On Daky 1.7 ihiot|  Duparcaa
2t ;:;swwmcm FUSES m““"‘“ 1Nos Eviarnat { Gnce Dady 10m trs]  Duownsed
22 |RocUNILM NI ST MG S ML 15ion Homen Dady 20an 3vi|  Dapemed
71 |pExamzrnasone y2an vl Extoenat 1 Owea tiady ¥ ey 1val|  Dapersea
24 MOPS 30XITEPLY 58 XAAY [MOPS 301308 PLYDATT |1 hioe OwaDaty 10m 1hoa|  Dapemsea
P s&f.:g“m”’“" 1o Evismat{ 10 AM tDayx 1 hoa|
5 |SUPRIOOL SUPPOSITORES 1hen Exsormat/ Onoa Daty \Daps inos|  ODpansad
2 7&’&%‘“‘;@%@“’ 1 hea trpmetcn { Dace Daky 1 Deys 1hos
8 v W 1Ncs El“fﬂ'ﬂﬂlﬂ‘ * Days T b Datppresnat |
|1R0BRG taCuL T3 hor it § 10 23 1iwre 2hoa]  Daspences
FOLEYS GATHETER 16
w [IEVSC ™ Exvernat 1 10 AW tDars thos]  Erapenon
RINGER LAGTATE
3 [rsoom CLoSED SvsTem |SHOER AT 1800 T Do Dy LY 3Borie o
D OLE APRONS DISFOSABLEAPPROM |4 hion 1 Gncn Gty 2Dap 2Nos]  Oupansed|
|osvrevce maparnoy ey 1hon External / Once Dndy 1Dy A hioa|
e 2ses RS [GAmE s RYS] £ rornet# Once Dty Y Dars Thosl  Desperes
3 |rvesTuse 16PoLYMED ) 1Onee Dindy LDap Yhos|  Crapemad|
M DIrMmNGSE 2EMUNIPRO| SYRINGE 20, I Hea Exmmal § Onca Daiy 1Dapt 4 hewy Drsparaad |
ar DSYHINGE 10ML (MPRQ) SYRINGE 10M0 ¥ Nos Exiornsd } Once Dty ¥ Durer 4 hos Despanasa |
» ﬁ:s’ﬁfsm EXTENIION 1hos £ ricrmal  Oren Daty [§ .7 thca]  Omosnesd)
STRATAFIX SPIRALFDO | STRATAFIXSPIRALPDG: |
k] (SxPOIRAAT) C y 1Hoe 1 Once Dady $ D Thin|  Drispordad)
&0 |MCT-RO? 1008K3 10ML b Exiernl 1 Cnce Dady g 2nos[  Drpansed
CHLORHEDANE
ar (BACTOPREPSOWMONS | GuconaTEzw: T~ 1Once Dady 2bap 208  Oupanaaal
AL SO0 B S0n
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* This prescription is valid only for speciiled duration.

* Do not refll medicines.
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Your Right to a Safe Delivery

Name Mrs M.KAVITHA UHID HNH-00015912

: fatiherléuardian Mr K.GANGADHAR Age/Gender 43Y 4 M 17 D/ Female

IAd-dress- .mig-2nd block no:08, flat no-11, baghlingampally, hyd, Bagh Lingampally, Hyderabad,
Telangana, INDIA, 500044

-IP' No 7 IP26-00006564 Admission Date ' 12-06-2026

Ref Iﬁoétor Self.

| Discharge Date | 14,06.2026

DISCHARGE SUMMARY

Consultant:

Dr. SANTHI ANTHARVEDI
MBBS, M.S (OBGYN)
49827

Diagnosis: P2L2 WITH ABNORMAL UTERINE BLEEDING-ADENOMYOSIS
AND LEIOMYOMA

TOTAL LAPAROSCOPIC HYSTERECTOMY + BILATERAL SALPINGECTOMY
+ ADHESIOLYSIS + BILATERAL OVARIAN CYSTECTOMY DONE ON
12.06.2026

History: She came with complaints of heavy mensural bleeding, associated
with passage of clots and dysmenorrhea since 3 months. USG scan done on
21.05.2026 uterus bulky (89*44*50mm), Posterior subserosal fibroid
(12*9mm), and Anterior myometrial fibroid(10*7mm), ET:6mm, bilateral
ovaries visualised and normal. She was admitted for Total laparoscopic
hysterectomy and bilateral salpingectomy.

Menstrual History:-

LMP- 21.05.2026

Previous cycles: Regular

Obstetric History: P2L2, 1NVD, 1LSCS, LCB-14 years ago.

Medical History: K/C/O hypothyroidism on Tab. Thyronorm 75mcg
Surgical History: 1 LSCS, Laparescopic Tubectomy..,

aaaa

@ 1800 2122 @ www.rainbowhospitals.in
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Rainbow® . )
Children’s d BirthRi
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ght

Your Right to a Safe Delivery

' Name Mrs M.KAVITHA UHID HNH-00015912
|IP No IP26-00006564 Admission Date 12-06-2026

Allergies: Nil
Family History: Mother-hypothyroidism

Investigations: Enclosed.
Blood group: "A" Positive

Surgery Notes:
Operation performed: TOTAL LAPAROSCOPIC HYSTERECTOMY +
BILATERAL SALPINGECTOMY + ADHESIOLYSIS+ Right OVARIAN
CYSYSTECTOMY.

Indication: AUB-L+A

Operative findings:

- Uterus 8 weeks size.

- Bilateral ovaries cystic, right ovary-2*2cm cyst and left ovary - 2*1 cm
cyst noted.

- Bilateral tubes normal.

- Omental adhesions noted to Anterior Abdominal wall - Adhesiolysis
done.

- Proceeded with TLH+BS done, followed by right ovarian cystectomy.

- Specimen retrieved vaginally.

- Vault closed by stratafix no.2-0

- Procedure was uneventful.

- Hemostasis secured.

- Thorough irrigation and suction done.

- Urine clear at the end of procedure.

Post-Operative Notes: She was closely monitored in the postoperative
period. Her vital signs remained stable. CBP repeated on Post operative day 1
and found to be normal. She was shifted to room. She was encouraged to
ambulate and void spontaneously. Her general condition was satisfactory and
she was found to be fit for discharge. Wound care and medications were
explained to the patient supplemented by written information.

Advice:
1. Tab. Ceftum 500mg (Cefuroxime Axetil 500mg) twice daily till 20.06.2026
(9am - 9pm) after food.
2. Tab. Aceclo-Plus(Aceclofenac + Paracetamol) Thrice daily (8am-3pm-
10pm) till 18.06.2026
3. Tab. Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food
till 18.06.2026.

@ 1800 2122 @ www.rainbowhospitals.in

NANAKRAMGUOA







| Rainb§w® ) L
( Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name =i Mrs M.KAVITHA UHID HNH-00015912
IP No IP26-00006564 Admission Date 12-06-2026
5. Syp.Cremaffin 15ml at bed time SOS.
6. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) Twice daily for 1

month. before breakfast.

Tab. Zincovit once daily (2pm) for 1 month after food.
Inj.Clexane(Enoxaparin) 40mg sucutaneously over thigh once daily till
14.06.2026 (10pm)

LN

Review consultation with Dr. SANTHI ANTHARVEDI, after lweek on
19.06.2026 with HPE reports in Gynec OPD (Review consultation will be
charged).

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

Patient/ Attender

In case of emergency like bleeding, fever 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

O
~ Je =T |
Reg\I'Stl'a r/Resident/C.M.O

Consultant:

Dr. SANTHI ANTHARVEDI
MBBS, M.S ( OBS&GYN)
49827

@ 1800 2122 @ www.rainbowhospitals.in







Rainbow Childrens Hospital-Himayatnagar

£
Rainbow ' Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s % Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital %7 TEL NO :040-48873000
R WEB : https://rainbowhospitals.in

ADMISSION SHEET

IR RLNRELE LT RT

Registration Details :

Admission No : IP26-00006564 Admit Date : 12-Jun-2026 Admit Time :06:10 AM UHID : HNH-00015912

Patient Details :

Patient Name : Mrs M.KAVITHA Age :43Y4M17D

Guardian . Mr K.GANGADHAR DOB : 26-01-1983

Gender : Female Religion

Occupation Martial Status

Address (H) - mig-2nd block no:08, flat no-11, Phone No : 9908850597/ 9866417925
baghlingampally, hyd Bagh Lingampally E-mail - na@gmail.com

Hyderabad Telangana INDIA 500044

Admission Details :

Bed Type : TWIN SHARING Bed No :PPO-417 Ward Name :4F-OT
Room No : PPO-417 Admission Type : First Visit
Contact Details :
Name . Mr K.GANGADHAR Relationship : Husband
Contact Address : mig-2nd block no:08, flat no-11, Phone No : 9908850597
baghlingampally, hyd Bagh Lingampally
Hyderabad Telangana INDIA 500044
Si ure
Doctor Details :
Doctor Name : Dr. SANTHI ANTHARVEDI Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self. Phone No

Co:Consultant . sWATHIHV

Deposit Amount : 10000.00

:. STAR HEALTH AND ALLIED
INSURANCE COLTD

Payment Details :

Payment Mode :DC/CC Card Payor Name

Printed Date / Time : 12/06/2026 06:16 Printed By : 020635 Page 1 of 2




PATIENT TRANSFER FORM
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Rai nbow . _—
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes 2 lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No.
HNH-00015012 1P
poi i 26-00006564
268-01-1983

4a3va M 17D
— Or. SANTH| ANTHARVED ®

Date & Time of Admission

2 [elot @ G lomyY

Date & Time of Transfer Order

12’4/%@_ €3\ Am

m m "m”mm"m, m"m"" Transfer Ordered by Reason for Transfer
oY %9((‘{4‘*’\) <TLH +Bso
From Unit To Unit Information to Attendant
py¢ .pofs{ o7 }Z/ No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

WA

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

Vs Mol

If yes, what 7

Medications / Consumables / Surgicals / Hand over

Sl.No. l:em Name Quantity
! - oo —" A
2 T
3,
4,
5.
Shifting Summary / Notes Written by Doctor : \‘VS/ No| |

Name & Signature of Person who is Transferring

L &FEQE\O\‘Y\Q’\

Name of Person Ordered Transfer

- ComnadAu

Patient & Clinical Records Received by :

o>

Date & Time of Patient Received :

g

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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33? ildren’s ‘ BirthRight
1 Hospital | st
ACTIVITY RECORD FOR BILLING
HNH-00015912 IP26-00006564
Name: F----------—- Mrs M.KAVITHA
26-01-1983 a3Y4AMI7TD (R
S L T — oot
Date of Admission: " —eeeee Date of Discharge : ------~~---—----- TinNe: —~==ror—cm
Room / Bed No : —-=-=-=-=-—-——- Ward : Suggested Billable bed type : -=-=======smmmmmmmmaeaean
WARD TRANSFERS
Date Time From To Signature of Nurse
|zl_£|25 %31 AN 1914 pOSf &1 M,mﬁbq/ ]‘w{wj’
ol 26 pp Py 0T pre - 0yo;-3c Y Z@ B
V3l | o A pre-posk alo S ikl |
Cross Consultation Visit
Doctors Name Date Order No. Signature

1

2.

3.

4,

LT

6.

7.

8.

9.

10.

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

Date Name of Conr?ecting Discorjnecting ordar e Signature
Equipment Time Time "
Y Y
w
v2.[6]26 | romizas aManftor [ AW @Q&\ [
\
'1“'>5 Vnlusion pump | [AM ey wv\

L

p-ygen
U\J’

fFen

Vel

o

0
A2

-




PROCEEDURE

Date Proceedure Quantity Order No. Signature
2]elay Vv Placement e— 'C‘) Aob(32 ‘4/—-—
\”’ 6 l% DA hedarfq mdSo IL/(') Q) \ qv@ \’@:D

oelor 1y [wss f

12)b s N

bug )| $a

( !l&m)

2 o

\MM

e
=

ANY OTHER INFORMATION

Date :

Time:

Prepared By :

Staff Nurse

Shift / Ward Billing Assistant Billing Supervisor




HNH-00015912
Mrs M KAVITHA
26-01-1983

Dr. SANTHI ANTHARVEDI

LAV

.. AuviDIUN SHEET FOR GYNECOLOGY

1P26-00006564

4a3Yam17D  (F)

\

"
=
=

Rainbow®
Children’s .
Hospital .

It takes a lot to treat the [ittie.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Deh\;'y

Date of Admission : |2 26, JLOMJ .............................. Time Of AGMISSION © vovreeeeeeeeeeeeeeeeeeseeeeeeeeeeee e

Allergies: .........ccccuve '\éQ ...............................................

. 7T Not know any drug allergies

j (QLJQ'«J-t :

{ v 2

- === PRESENTING COMPLAINTS : --- == === === === s ms s e s st o oottt st s s

=1, _ mewd
fo P\@Jg.gi&a/i T iy

| 5 6d]asal) | € (e

JCMJ

%ﬁﬁmm %LLQOIQ/ 9 rUx6
R Lok I ?drve"&@ Cuy /\,Q/y% GJ\L.L/@-U\.M\E;?{ ey \
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Hos pital BY RAINBOW HOSPITALS

It takes 3 lot to treat the little. Your Right to a Safe Delivery

Date

12 b/ 14

Time

1824

Hb

14 3

PCV

15

RBC

bS]

WBC

@25

N/L

/a0

Platelets

2.0

19 )

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G|Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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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

(F)

|

Rainbow’ . C
Children’s | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
t takes 2 lot 1o treat the ittie Your Right to a Safe Delivery

y\bl7e

Date

o~

]

P

oD,

=3

Time

8

[9)

2\

(3)

RESP
(write rate in
corresp. box)

> 30
21 - 30
11 - 20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

(1)

LEIE)E)

3,dwsa|

{30

aley ueay
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|\

anssald poojg 21|03sAs

W

S

0‘54\

‘)Aﬂ 2

q

~

ainssald poojg J1jolselq

NEURO

Alert | |

RESPONSE

Voice

[~]

Pain

Unresponsive

URINE

>30

mls / hour

< 30

-

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

—_— —

Liquor

Clear / Pink
Green

- =

&

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
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h

S

..%

2

V]

v
4

8
1

=Ty

7
(n

o S

PP

%l Y

Nurse Initial

z

i
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Early Warning Signs

[ Obstetrics and Gynaéi:ology“]

T e

4 ™)
1 Yellow Alert :
Repeat Observations |
in 30 minutes
\. J/
4 N R
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
+ Observations in 30 minutes 3
, S
\ J N y,
\
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
. N . Repeat Observations
A " in 15 minutes or continuous
monitoring
\ /

* The Modified Early Warning Score (MEOWS)
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Early Warning Observation Score Chart . Obstetrlcs

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

;ﬂb[ 7

Date

Time 'I

e
10

Vot

11

2) 101112

12

RESP

>30
21-30

(write rate in
corresp. box)

11-20

Saturations

<94 %

Administered

0, (L/min.)

2, dway

40
39
38
37

36

35
35

170
160
150
140

130
120
110

100

9ley Leay

90

80

2}

70

60

50
40

190
180
170
160
150

140

130

120

110

100

q

anssald poojg 21|0isAs

90
80
70
60
50

130
120
110
100
920

80

70

O
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60

ainssalq poojg Jjoiseiq

4

50
40

NEURO
RESPONSE
B

Alert

Voice
Pain
Unresponsive

URINE

>30

mils / hour

< 30

Protein + +

Proteinuria

Protein > + +

Normal

Lochia

Heavy / Foul

—

Clear / Pink

Liquor

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse [nitial




[ Obstetrics and Gynaecology ] o

Early Warning Signs

4 )

Complete a Full

Set o_f MEOWS
Observations

. _/

4 ™
1 Yellow Alert :
Repeat Observations
in 30 minutes
\. f /
4 )
2 Yellow Alerts or 1 Orange Alert:!
Call the-Obstetrician and Repeat '
Observations
in 30 minutes
\. J
\
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\_ u /
el i

* The Modified Early Warning Score (MEOWS) ‘
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Rambow
Children
Hospital

W

It takes a lot to treat the Ittle.

[ FLUID CHART |

® g .
s . irthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

_ Intake ;
Date | Time g‘faém Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis Eliﬂgé
Mouth | LV | NG |
PN ooan [ ] [ | Y 4 ]
a 0am (D | | '] r\o*owél L d)
10:00am [0 1 O 105\4/\/ R /4 /ﬁrw
’>\\o ooan| D) [V 1 oon) N NEEM|
~Y" [1200pm| P \ Ot s
oo | P/ ] " [\6gwi]
Total Intake : ' fn 6} O\/vf}/{ ' Total Output : a(f, /'/
02:00 pm g,tf Al QoY L
03:00pm| L~ J_ \ngﬂ i} \ l _ W
\4 04:00 pm D [go \0oodt—T || A v/
N [osooem| 00T 7 1o R\ O e |
N T m| DAY (0o Al i
07:00pm ¢ v [yoom 00 Enfl
Total Intake : (ﬂ'[)(l b pom Total Output: |, O — S:20
® 08o0pm | V- |73 ool - ) rr
N 09:00pm | K §1P%| Lo/ / ’
90 10:00pm | 4 4 ) o7/ ~ i1 WAIY
N 11:00 pm }?b S0 1 pew! . ; ) Y
1200am | 2]y ' BB - 997)2] 3 A I 7
01:00am | Qly 'O W = _/
Total Intake : boomn Total Qutput: ~ Epp o
0200am [ T, Lbop/
30an | 7k lafpy [1 50 i
\Q_ 04:00 am E_t ! \09 / l / 2]
(} 05:00am | [/l 199 fﬁ) ‘ D X [, l
\ 06:00am | 9] oy ng § I i \/ T
oan[) i [ove | & HOPTA — 7
Total Intake : ’ oo Total Output: 40O
Total 24 hrs. Intake ")/b({)[)m; Total 24 hrs. Output l%ﬁﬁm/ ’

Docu. No. : RCH /FRM / CLINICAL / 092
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Rainbow”®

Hospital

Children’s ‘Birth

It takes a lot to treat the litthe,

[ FLUID CHART |

Right

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

2. Add up each column separately. Make addit

ions across the page to obtain 24 hrs. total of intake and output.

e

- S T
T L Pt

e
i
'

~ Output

IV Site

lgles
. Nature
Date Time of Fluid

Route

NG

Diarrhoea

Vomit | Drainage

Urine

Thrombo-
phlebitis
Score

(R

N.G

08:00am | LR [AlN,

oras\

09:00am | R |y o'

! oy

10:00am | R\ |

lcomy

{00

11:00am | P

\Conr

1

12:00 pm .

e

01:00pm | P

Total Intake : [ \./

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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CHECKLIST FOR THROMBOPHLEBITIS

Ve

%
Rainbow’ , _
Children’s @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your-Right to a Safe Delivery

S ]
o DARl 316 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE (M)[(E)TW0) | m E N M E N Remarks
: No signs of phiebitis / = i
1 |V site appears healthy Observe cannula 0 O 6 ? o
One of the following signs is
2 evident : Possibly first signs of phlebitis 1 .
* Slight pain near the IV Site / / Observe cannula -, YJ’ﬂ' '\)Pf
* Slight redness near IV Site
3 Z\:;O;El;ﬁJOIIOWlng s Early stage of phlebitis / 9 - ?(
Pain at IV site Redness Resite Cannula = W rJP
s\lrlic?;r:? ‘? Ll B Medium stage of phlebitis /
4 Pain along Path of caanula _Fr%esie Catnnula Consider 3 - -
Redness around Site Swelling Lol N & oy
folowing Si
Q\yit?:z;? :ngiggér;gigég:ns ae Advanced stage of phlebitis or
5 Pain along Path of cannula g‘e gtart o thrombophlebltls/ 4 — ]
T g caarokid it e site Cannula Consider ﬁﬁ N
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness thrombophiebitis/ 5 - PP
around Site Swelling palpable Initiate treatment Re site — ﬂ'ﬁ
Venous cordpyrexia Cannula
Signature of the Nurse /‘“}E
N = e A\ v/

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

Signature of Shift In Charge :

Signature : ..... @L;g/. ........................ Name : MDW]?L‘Q ........................

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

Signature of Ward In Charge :

Name : . KOS¥) S
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Patient Sticker Rainbow”® ) b
Children’s BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | it o3 St Dty
| S DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE /ACTION SGORE [ E N M E M E Remarks
1 IV site appears healthy h(l)obzglr[\z g;ﬁmﬁgi‘ﬁs / 0
One of the following signs is
2 gvident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 ::;oegg(}gﬁtfollowmg Signs Early stage of phlebitis / 9
Pain at IV site Redness Resite Gannula
All gf the following Signs are Medium stage of phiebitis /
gvident : . ;
4 | pain along Path of cannula fr{emtte Catnnu!a Consider 3
Redness around Site Swelling reatmen
Qyigér:? g;gllng:ér;%‘iség:ns are Advanced stage of phiebitis or
5 | Pain along Path of cannula ﬁ::&?};g;%ﬁ%ﬂﬂgﬁg?lﬂs/ 4
Redness around Site T :
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain /;\ldvanlt):ed thg‘? of
6 | along Path of cannula Redriess } rt[I)T ?phte m?é " 5
around Site Swelling palpable RillalG treatment he Site
Venous cordpyrexia Cannuia
Signature of the Nurse

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

Signaturg of Shift In Charge

L] 4721 L] OO NAME © o rreseererresrserssesesssessssresnssaareste

Docy, No. : RCH /FRM / CLINICAL / 137

Signature of Ward In Charge :

SIONAIUE © ovrrereecerrereesaeenesaeseemesesenasearee 1151711+ OO fous]

3
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T Children's | @ BirthRight
. Hos pltal BY RAlINBOW HOSPITALS
Morse Fall Risk Assessment Form Eiisatae, | BN SRS SRE
Ti s 1 a
Choose Highest Applicable Score from each Category Date / Time 11! 412 \L\E ’(7 , )M%b Fall Risk Grading
Score i = 1 1 B
History of Falling Yes 25 e
(immediately or w/in 3 months) No 0 Risk Level Morsin::g)scm 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 D) )
IV / Heparin Lock or Saline ;es 200 Implement
= S Moderate Risk | 25 - 50 grgsgﬁi*gnﬁ”
inparod 20 20 10 Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immabile 0 Implement High
Forgets limitations 15 o Risk Fall
Mental Status ‘g - iy His =9 Prevention
Oriented to own ability 0 Intervention
Total Morse Fall Scale Score: 20 20 Z@
Signature @EL Go— /ﬂ
o

Tick (v') whichever precaution taken.
Risk Level and Interventions
Low Risk (0 - 24) (Standard Falls Precautions)
(1 Ensure patients use their prescribed eye glasses if any, in the hospital
(1 Use chairs with arm rests
[C] 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 cail for assistance

[1 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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. Hos pit al . BY RAINBOW HOSPITALS
Morse Fall RISK Assessment Form It takes a lot to treat the little. Your Right to a Safe Delivery
Date / Time o N
Choose Highest Applicable Score from each Category / Bl Fall Risk Grading
Score SA N B
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morst:hl;:g)Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
[ 30
| TUmIS Low Risk g4 |igEEes
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 Ve,
20 ad
IV / Heparin Lock or Saline ;es : Implement
d Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 :’reventl?.n
ntervention
GAIT / Transferring Weak (uses touch for balance) 10 s
Normal /On Bed Rest /Immobile 0 implement High
Forgets limitations 15 High Ri Risk Fall
Mental Status igh Risk =51 F
o ! Oriented to own ability 0 Prevention
Intervention
Total Morse Fall Scale Score: neo
Signature Q_{

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

[1 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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1. Completely immabile:
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

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.

Mobili ; ! 4 Al . 2 = bl ;
i in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. l‘ﬁ W
without assistance. to completely turn self independently. independently. H
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
apan Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : : : 2 2 - 1 ;
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

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist. requiring

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

7
v
v

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

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

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

repositioning with maximum assistance.

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

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

skilﬁswe]:cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
o mﬂislt)ure Dampness is detected every time 8 hours. every 24 hours. (_f }/’(‘
patient is moved or turned. o
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: J

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/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.

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

i

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

=Y

Evaluator's Name
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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 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 Alternat i |
Manage moisture, friction and shear émaling presslre matlress overiay
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
» Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
» Position patient at 30 degree lateral incling using foam wedges .
Alternating pressure mattress overlay
« Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
1012 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
«  Make small shifts in their position frequently Alternating pressure matiress overiay
» 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 matiress overlay

s
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\“ “m‘\“\m\m“ PAIN ASSESSMENT FORM tlug.,su':!iamm Your Right to a Safe Delivery
Pain’Stdfe ' Moditying | Patient / Family . .
vate Time (0/10) Location Duration Acuity Character Easisis Ediicated ‘lntervenuon Sign
[ Continuous |{ [ Acute (] Sharp (1 Dull [ Increasing ! Yes z (4
Tl\fo YA | Oy NA [ Intermittent | CJ Chronic [ Aching [ Burning | [ Decreasing | [ No o @)—'
"D Continuous | [J Acute (] Sharp ] Dull (] Increasing [ Yes o
\)/\b %ﬂrﬁ D)m AA— | O intermittent | 1 Chronic () Aching (] Burning | [] Decreasing | [ No N H- L2
] Continuous | 7 Acute [} Sharp 7 Dull [] Increasing L] Yes ' @\
W\b ’W’YJ ® / L’O A)A’ [ Intermittent | 3 Chronic ] Aching ] Burning | [ Decreasing | ! No /Jﬂ
[J Continuous | [J Acute (7 Sharp I Dull [] Increasing ] Yes Mﬂ.
17,“, LB/II]_ 15 hD M)} | O intermittent | T Chronic (] Aching [ Burning | (] Decreasing{ (| No s (@
[ Continuous | [ Acute [] Sharp ] Dull [1 Increasing | [ Yes W
l-?) l}) 1‘)/}:)1’0 D { \) N ﬂ 1 Intermittent | [ Chronic [J Aching ] Burning | [ Decreasing | [ No T (@{
] Continuous | [ Acute [ Sharp [ Dull 1 Increasing I Yes 1
ﬂU) X H W D) { \D n}ﬁ ] Intermittent | ] Chronic [1 Aching [ Burning | CJ Decreasing | [ No S f
1 Continuous | [ Acute (] Sharp I Dull T Increasing | [ Yes Wﬁ‘
\g\k 1') M G{D [\)‘f/l (] Intermittent | [ Chronic (] Aching [ Burning | [J Decreasing | [ No ! %/)
& 2 (] Continuous | (] Acute (] Sharp [ Dull [ Increasing | I Yes W ﬁ
L?;h) g W D \ W (] Intermittent | (] Chronic (] Aching (] Burning | [J Decreasing | [/ No s
(] Continuous | ] Acute ] Sharp (] Dull (1 Increasing | [ Yes
(7 Intermittent | [ Chronic ] Aching (] Burning | [ Decreasing | [ No
[ Continuous | [] Acute ] Sharp (] Dull [ ] Increasing ] Yes
[J Intermittent | 1 Chronic "1 Aching ] Burning | [] Decreasing | [ No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b)  Then every 4 hours.
c) Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numarical Pain Scala (Ohstetrlc and Gynecology)

| 1 | | 1 1 | ]

No Hun

Hurts Uma Bit

1 1 i | 1 1 T 1
3 4 5 i} 7 B | 19

Worst
Possible Pain

Wong - Baker {Pediatrics) Above 7 Years

@@@@@@

Hurts thtra More Evan More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 | 1 ) 2 /
[] ] . y T *
Occaslonal Grimace or Frown, Freqtiem to consiani fm".rm.
Face No Particular expression or smile withdraw, Discrientsd quivering chin, clenchad jaw
Lags Normial Posttion or Relaxed Uneasy, restless, tense ! ( Kicking, or legs brawn up
‘| Laylng quietly normal position, Squirming shifting back and
Activity mgvag ggsﬂyy forth, tense Arched, right, or Jarking
Moans or whimpers occaslonal Grying steadily, screams of sobs,
Cry No Cry {Awaka or asleep) complaint _ frequent complalnts
- Reassured by oceasional touching,
Content, relaxed hugging, or betng talked to, ' Difficult to cansote or comfort
Consofabllity distractibl ‘ to console o‘ com
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
. i :
Assessmant Sedation Normal Pain / Agitation
Criterla
2 -1 0 \ 1 2 n Y
Crying No Cry with painful | Moans or crles Appropriate crying Not Iitable ar erying at | High-pitched or silent-
Irritabllity stimuli minimally with painful{ irritable Intervals consolable | continuous cry
stimuti . Inconsolable , 1
Behavior Stale | No arousaltoany | Arouses minimally to  Appropriate for Restless, squirming Archlng, Idcklng constantly awake
stimull stimuli gestational age Awakens frequently | or
No spontaneous Litte spontaneons Arguses minimally / no movan}em
movement movement {not sedated) , o
Faclal Mouth s lax Minimal expression | Relaxed Appropriate | Any pain expression | Any paln exprebsion
Expression | No expression with stimul intermittent continual
Extremllles | No grasp reflax Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenghed toes, fists | toes, fists, or finger
fone Norma! Tone or finger splay splay
Body is not tens® Body Is tense
Vital Signs HR | No varlabllity with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
RR,BR 830, | stimuli variability from normal for from baseline baseling, Sa0, less than or y
Hypoventilation or | baseling with stimuli | gestational age $a0,76-B5% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Qut of sync or
recovery fighting ventilator

—/
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NURSING CARE RECORD

%

Rainbow® . R
Children’s (d BirthRight
Hos p|ta| . BY RAINBOW HOSPITALS
nnnnnnn Your Right to a Safe Delivery

Date: m[&j}{ .......................

s elotoln Dlo (had

RN~ AdmInSEO ae Jf’cv%oo

o [

LU placemeant Aene -

o | ) Maintain Airway and Oxygenation /@ve Pain & Discomfort /mntain Fluid Balance —’Lﬁrﬁp?ove Activity Tolerance .&’Mﬁain Good Nutritional Status [] Maintain Skin Integrity
§ (1 Maintain Personal Hygiene [ Prevent Infection [ Meet Elimination Needs [0 Ensure Safety [ Early Ambulation Reduce Anxiety [J Patient & Family Education
© | [ Identify Potential Complications [0 ANY OBES. SPECIY. ... eeeeesee et e e e oot e e e s e et e e et eeeema e e e ermste e nnae e et e e e rse e
; . . . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
cessed —vhe Pl
@ﬂq —>NSSesS —he ‘P[ QA "(”Q P
0 2]
2 ( ondion Cond®ief)
Elhy | o | o 3 AAMI SN Hone Now pt &
4 [} .
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NURSING CARE RECORD

Z
Rainbow" . L
Children’s & BirthRight
Hospital .mwnosplms
It takes a lot to treat the Wtle, Your Right to a Safe Delivery

[_1 Maintain Airway and Oxygenation

"] Relieve Pain & Discomfort

] Maintain Fluid Balance

[ Improve Activity Tolerance

] Maintain Good Nutritional Status

Date: F% lé’ 1?’@

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

[J Maintain Skin Integrity

(%

p aaNTerred

'§ (-] Maintain Personal Hygiene [ Prevent Infection ] Meet Elimination Needs ) Ensure Safety [ Early Ambulation Reduce Anxiety [C] Patient & Family Education
S | [ Identify Potential Complications 0 AT DS SPOBIY s v ivmis oo os it o b 6 g 4 S s o o e b s S as FA Eais
Time Plan of Care Time Implementation ) Evaluation Re-Assessment '{“g?;,,’;?{,‘,‘g
AP&@Q@ {QA ()f@@‘ﬁgo —3,5%@&8% ‘FLQ, {’"‘T :
RAM | _ G| ondLbon g)
) MGJ\ [2 2 \/{,u'(}/ S f M
G Vil fod ave bl WHa A 15
= — 2
5§V |oploner DlodwdfP | € otcordid | 5\p et |
d r > t
%y 0 choot pasniernd | Swabe k|

Afternoon

Night
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z::{":,:,?,r a raeosss e Ramlf)//;w . e
ot 70 | 5 B0 childrer's | & BirthRight
1"H!IllH!Ml!llﬂ"lmﬂ"llﬂlﬂ AL ropinl_ | @ zemes

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCIOT: aitasimmumrm s it Departiments ... Date of AdmISSION: ........cccooeerrrrreria.
Z | Diagnosis: ' Any Infection: CJYes CINo [ Not Known
= .
§ 8 YOS5 SPOOHYS ciomiasersssimiomsrabitinsiosiomsatsnshnsise
« AVa

z b
S | Area \ b \L Y :
= | \) \?
: sutme | >~y |y [P | P Fpw
§ Medical Condition
= | (Any special condition to be noted): -
~ Cal [\)f’a
N
Allergy: 1 Yes o [ 0 Yes CJNo |0 Yes ©No | O] Yes D’(o O Yes CJNo | Yes CINo
Tubes/Drains/Catheter: Ol Yes [2M6 | Yes CINo | O Yes ‘EJ/NO s [JNo | Yes CJNo |l Yes CINo
g v
Vital Signs: Tmp | @y g PN LAy e [K7¢
Res: | g 0 Y] A
= | 2T
= S00: | cay [A€(° | ad-y | det.
w . l’ T
2 Pulse: 22 o Ihant | HbA %
2 BP: | wobs [WolX0 (305D 140 6
Fall Risk Score: | ' | ~
Pain Score: o P - L
Safety Needs: | $P0d | &, - —
o Physiotherapy | Yes CLNo | L Yes (3o |1 Yes CJNo I Yes [1No | C1Yes CINo I Yes CJNo
S § : e
S Others Specify: - & — f\)ﬂ’
(-] . . =
£ Special Diet; |CI Yes CJ CYes O C1Yes T'No | Yes CINo|C1Yes COINo | Yes [0 No
£ /No’ [No
& |Other Special Orders / Medications:
[= =

Post Operative Procedure Special Orders:

Handed Over By Name : ]\/lD Bl (RV'@\‘? ) w&)‘ g’\\a}(/

Signature : / ;@i.p d\/) f @\
Date: }ﬁ’g,‘:[)/é VALY o \}H‘D [7/{9 \’%‘) o |8
Time: q)p,,n’ Al @ﬁﬂﬂ QA
Taken Over By Name : ‘:{Qﬁ-‘o\% \\ﬁ)@ %—1' Ojuﬂ\

Signature : GQ/ ﬁl %

Date: e\ \;LW\W \2)4 [

Time: ‘)ﬂ o\ %W 2B

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




Z

: Rainbow® . e
Patient Sticker Children’s . Birth R|ght
Hospital . BY RAINBOW HOSPITALS
0 takes & It by freat the Dte, Your Right to & Sate Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCEOL: ..cccee e esresrssresrersssssssssssssssss Departmient: ....ocvviarermiinnrmenninneinnnen Date 0f ADTISSION: uvvveuesrusarsrmsrarsassens
= | Diagnosis: Any Infection; OOYes COJNo [ NotKnown
'g" If YBS SPECHY: cvuvvevveesrsscnscnorssrssessesceresseses
e
(7]
2 | Area.
= Shift Time
S | Medical Gondition
= | (Any special condition to be noted):
Allergy: ‘ OYes ONo|OYes ONo|OYes ONo|DO3Yes ONo|OYes ONoj{OYes ONo
Tubes/Drains/Catheter: 3 Yes No |O Yes O No (O Yes T No |1 Yes CONo |0 Yes ONo {0 Yes ONo
Vital Signs: Temp:
= . Res:
o Sp0,:
] Pulse: .
2 BP: " ,
Fall Risk Score:
Pain Score:
Safety Needs: ’
" Physiotherapy [O Yes ONo |0 Yes ONo [0 Yes ONo|DYes ONo|TYes ONo|O Yes O No
=
=1
g QOthers Specify:
‘é’ Special Diet: |0 Yes ONo| O Yes O1No | O Yes O'No |0 Yes ONo [E Yes ONo|O Yes 0 No
§ Other Special Orders / Medications:
0=
Post Operative Proc?dure Special Orders:
Handed Over By Name : -
k]
Signature : g
Date: T
Time: ' N ! LT
Taken Over By Name : -
Signature :
Date: ! ¢ ! ' '
Time: & '

Docu. No. : RCH /FRM / CLINICAL / 097
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[ URINARY CATHETER BUNDLE CHECK LIST gl G eesen
2
Date of Insertion: ........... D’ JLIVJO .................... ‘Date of Removal: ...[.= / /'] "/ : (d / P m
| e
Parameters Date Shift Time 2\ = \‘ﬁ P\ 13 Z N
Need for the Catheter ~TYes [No ‘{Y}s CNo | #Yes CINo\] (JYes [INo | [JYes CINo | [JYes CINo | ClYes CINo
/’
Hand Hygiene J4Yes [INo ‘6Y s [CINo {Yes [ONo | NYes [INo | [IYes [INo [Yes [1No (1Yes CINo
-

Usage of Sterile Equipment /IYes CINo | OYes CINo | Yes CINo | CIYes\INo | ClYes [INo | CJYes CINo | ClYes [INo

Is the Collection bag below the level of bladder /Z‘Yes [JNo F{Ygs No es CINo | ClYes [ [1Yes [ONo | [lYes [INo | CJYes [INo

Check the Tube for Obstruction (Free of Kinking) _Yes CINo B/Y}s [INo Yes CINo | ClYes [CINo Yes [INo | [JYes [INo | [I1Yes [INo

Is Catheter dated as policy /D{es [INo IYes [INo }7@ CONo | COYes CINo | C JYé\s [ONo | CIYes CINo | [JYes [INo

’ /
Collecting bag is been emptied regularly? Cl¥es [INo 1{ Yes CINo | [JYes CINo | ClYes CINo | [ Yes/ﬂ}—ﬁ‘o: [(1Yes [JNo | [IYes [INo
Maintenance of closed system for the catheter ;Xes CINo Z}es [I1No /.;/Yes CONo | ClYes CINo | ClYes [ Noéii"l Yes [CJNo | ClYes [INo
S

Dressing clean and dry? /LZTYes C1No ‘6Yes [1No Yes [ONo | CJYes CINo | ClYes CINo | C¥Yes CINo | [lYes [INo

Is the line removed as Policy? /E!'Yes INo r’f Ygs [ONo | J#Yes’ CONo | [JYes 'No | ClYes CINo | [ 1No IYes 1No

Performance of Perineal Care | EtYes [CINo ~P_"a/Yes O No/f;zr{i: No | CIYes [CONo | CIYes CINo | [JYes @"" 'Yes [INo

M i )

Onset of New Fever Yes /EH% D;es ETNo | OYes DN( [1Yes [INo C1Yes [INo CJYes [N [(1Yes [1No

Asses for the leakage at the site of insertion O Yes [INo |~ 1Yes [INo /-ngs [INo | [JYes [INo | [1Yes [INo | CIYes [INo \Q Yes INo

Name of the Nurse "P P, ﬂ’( \

oy | R 10,1
Signature of the Nurse da/ M 2 3 \
S ¥

Docu. No. : RCH /FRM / CLINICAL / 114
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26-01-1983 ayamiro (P Rainbow
Dr. SANTHI ANT

Your R;ghl to a Safe Delivery

il Children’s @ BirthRight
iy Chldrers | G BirthRight

It takes a lot to treat the little.

DRUG CHART

Date of Admission: j)f(_‘}(aiQ?E Drug Allergies: ...... V‘Cﬂ ............................................. [_I 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.
B The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
. Date»
DRUG : Tigne
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
] Dater
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Datey
DRUG : Tige
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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||| ||||||||||||l|||||||||||||||||| ||| REGULAR PRESCRIPTIONS  Weight. .............. Ward. oo

OREN A2 M| Dated
DRUG: {,- ~ TJ: LEACTUN  [Time \7\{0 \‘b“
Dose Route Frequency |Start Date

oS | 91V 1% 11(6 »g,ﬂﬂ-\\w [,%
Name & Sidnature of the Doctor A
Starting the Dyugs:

JL‘- (‘

Additional Instructions:

oy Mogron For(C st
Daily Doctor’s'Endorsement by a Sign A

DRUG :1 ¢\ ;" PANTO MA’Z@LW;Z AL
Dose Rdute Frequency |Start Date ) oo
bowj iV | OO |]2]6 ML

Starting the Drugs:
” codV

Ll et

Additional Instructions:
R XY T

+

k%

Daily Doctor’s Endorsement by a Sign -1

. Date}
DRUG :_9nj - PARH CETHMOL Time

Dose Rbute Frequency |[Start Date
| Iv | mD 1216'3:5

Name & Signature of the Doctor xgq}w - \ N | B
Starting the Drugs N [ > —*

A1 | S
o J}H“ Gd\y Pl A
AdditionaMnstructions: ) J
1o be Conves o

e AYhv. =]

Daily Doctor’'s Endorsement by a Sign

M

— Date}
DRUG: "> Dictovreppc Ti?n?a

Dose Route Frequency Stanll( A

SOng] P |ele
NameU. Stgnature of the Doctor N L -

Starting the Iimjs S~ \\ (g
% W Y

b
=,
_L/
Addltlon‘cfl Instructions: \ 7

Daily Doctor’s Endorsement by a Sign
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Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the litte, Your Right to a Safe Delivery
Sheet No: ............. REGULAR PRESCRIPTIONS Weight .............. Ward: s
pRuG : TAST C o \PRRIN (e \b
Dose Route | Freguency Star\it i
domG| s\ | ob
‘Name & Signature of the Doctor
Starting the Drugs: \\‘”
D Ao uveea - \'\\:d\ra,’,
Additional Instructions: \ \
STAL T TRom 1Y
ToR 2 clxcu_\ g
Daily Doctor’s Endorsement by a Sign 7
DRUG: 1 N3 PRRAC ETAmOL DA ) o\
Dose | Route |Frequency Start ] |, /\/ N
M TN | Ty ?Lﬁ\ VA \ V P
Name & Signature of the Doctor v | & NS
Starting the Drugs: w» q “i O T s
A Ny - N loueewe. . ‘
C Dy~ Nou RO ‘ >
Additional Instructions: v
}/ba’
Sillt
s
Daily Doctor’s Endorsement by a Sign L
pRUG: T3 DL CLeFenshce [Pk, )
Dose | Route |Frequency |StartDt.| &N . |k i
SoMmg|| D\ | T\D l—\“E» X [N
Name & Signature of the Doctor N~ LT
Starting the Drugs: ) ® L// s Fp_;fﬂ
3 . . \ \ |\ op-
C/\-/ Dy Nlaures ~ . N P\ =
\
Additional Instructions: \ pS
&
%
<
Daily Doctor’s Endorsement by a Sign =
prug ;T YARRCETA roo (Datet
Dose | Route | Frequency | Start Dt. . '
A | po [T |3l ol
Name & Signature of the Doctor 2:1(‘_) X
Sta[ti/i}g the Drugs: > ‘(Q{’ —
C/ Dv Wlouree == - i
Vi |
Additional Instructions: ol |
AP Ter  Poob G
Daily Doctor’s Endorsement by a Sign
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ONBBT NO: ..ivvvveinsss

I\

Rainbow* ) o
Children’s .Blrtthght

Hospital BY RAINBOW HOSPITALS

Tt takes 3 lot to treat the litle. Your Right to a Safe Delivery

REGULAR PRESCR'PT'ONS Weight .............. Ward ..o

DRUG: |- D\C Lo FenAC

Dater
mu,lé

Dose Route | Frequency |Sta

song|l po | BD L?>(>

9B

Name & Signature of the Doctor
Starting the Drugs:

(™ D Noweore

Additional Instructions: -

AFTe foor

4P

[

&
//n
\

#

Daily Doctor’s Endorsement by a Sign

PeeaLoFesNpe +
DRUG : \ Pﬁ.o P S

Date

Tij;ne

f gose Route | Frequency | Start Dt.
1% e | BB |ulkbs

Name & Signature of the Dgctor
Starting the Drugs: ﬁ,@

Additional Instructions: ”

Daily Doctor’s Endorsement by a Sign

DRUG: T OassiPRRAZO

Date?
ime

v

Dose Route | Frequency | Start Dt.

LOWy | Plo 2o kb
Name-& Signature of the Doctor :
Starting the Drugs:

Q; -

Additional Instructlons

F'v(%ﬂ( L bé‘

Daily Doctor’s Endorsement bv a Sign

DRUG :

D_atei

Dose Route

Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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Mrs M.KAVITHA
26-01-1983

1P26-00006564

aY4M17D ()

Dr. SANTHI ANTHARVED,

T -
MEDICATION RECONCILIATION FORM

Drug Allergies:

2,

]
Rainbow” ; S
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. \’m

| 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)

Shifting From: ........cooicece e 1L (o Y
SN0 (GENEng‘:lTIEI;T(':%I#P EETTEHS) (mg?:fcg) (PO, ?J%U;E: ) | FREQUENCY ;‘:.SJ/DT?:E ‘/‘g’:?%m
1| gt Thy rEptan ?‘iﬁwwﬁ) ?/ Do ) p,/ b LT IZI DC
y .
2 L1C CJDC
3 L1C [JDC
4 CJC CJDC
5 (JC [JDC
6 [JC LIDC
7 (JC [IDC
8 0JC CJDC
9 0c DG
10 JC [CIDC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature :

Docu. No

.- RCH/ FRM / GENERAL / 090

[N Ve YL L oo
Date & Time': ...... }L[OCO(LOM” ............................................................
Nurse Name & Signature: qﬁ\»&iﬂb 3 o 5

Date & TIME : vvvvvvvverrreeseeen LQ[@LWQ

-

* C- Continue, DC - Discontinue




—

%
Chitdrens | @ BirthRight
PATIENT TRANSFER FORM Hospial | .“‘“2‘;?2‘1::?325“:3
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-000154
SR e | vl hi@bilopn | lehe@lo 1PN
— DOr, Au'ruu (F)
m ”m’”m,,,,”m" ’”"m"” Transfer Ordered by Reason for Transfer
ObServats
DR - fadeene Sl
From Unit To Unit Information to Attendant
pre — vosi- Reom P e

Number of Sheets in Clinical File

Number of Imaging Films

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

: Yes[ | No| |
—
5 = If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity

PR Boam G

@)

4.

5.

Shifting Summary / Notes Written by Doctor :

Yes| | No[ |

Name & Signature of Person who is Transferring

Qs 9 . J

Name of Person Ordered Transfer

PN INA,

Patient & Clinical Records Received by :

ot

Dl e

0 ' 7/?//3/\_,—

Date & Time of Patient Received :

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

[ ] Unavailable Bed

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

" | Nurse not Available

(] Available Bed not ready
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28-01-1983 43Y4MITD () it b; .
Dr, SANTH| ANTHARVEDI — ainbow . . .
LT T b children's | & BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

Date: 1.3/6/2;6 Time: ... LB.QT...

Origin:.........jm.uz{.im ................ Heignt:.z:i.af.%m..... Weignt:...f;QA.(?I....... BM|:...../.2£§Z.[IDL
Food Allergies: ...........ccc...... /\]D ....................................................................................................................................
Diagnosis: ......... 72/]’7"-65 ..................................................................................................................................

Medical History: j ALY M.
SURDICA BUSTOTY: .oxoucssivissnsomesssniusnievisasisissssussisvisissstonssobissiissiasssvisns bassssissos it sabsssssa e b e SH s e
ovD
D/(egetarian 1 Non-Vegetarian 1 Vegan
5
Diet AGVISed: ... 5{9}#&0 ...................................................................................................................

Patient’s / Attendant’s Dietician’s

Signature: ... A8 Signature: S@ﬁf%
. Name: deﬂcgﬁ&kalaj\@j

Date & Time: /3/15/25/}]&/10 Date & Time: }.,%5 LJ/]/OWC)

Name: ........¢

Doc. No. : RCH/ FRM / CLINICAL / 186 (PT.0)
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, . : Rainbow’
‘Bnrtthght Children’s

BY RAINBOW HOSPITALS H oS p |ta|

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

HN-00018912 ,,,m;n ATION THEATER NOTES

Mrs M.KAVITHA
Patient's :?‘""’.':'*"T“::‘r"”n ......................................... AGB v Gender? g anas
UHID.: . m””l""”m'm'mm"""lu ........... LPINO. feeceeen Weight @ ...
Surgeon : L) . o ou (o /Py Flouadi, PAsst Surgeon:
Anesthetist :— | OT Nurse :

Surgical Procedure : . .
IQC&L tc C\,’Y"Qﬂ(_ﬂ.'?u C Lx J(LQ;-L‘_L, CF.'\A“i ]

+ 3 {beC‘LLf\LW\GLQ_LM -+ Nl b ot 7

Indications for Surgery : __,4‘ A v 9U A \JCm &~ ClAtrryq 7
1N~ F ' ]
"’ w O\t LL/QLM«UJj
Date : ,21 5[016 Start Time : £ 354 EndTime: [p' 21 5 :

PRE-OPERATIVE PREPARATION :

OPERATION NOTES: — pf ©,. fs4. Litelo v e s

. Pt - fol&u.u' ‘%ﬂu}/"a‘&f\.}f I/Tf\s.kﬁ =5 Stk

- G loeop. l\ s

4 Bl Ov iy Eti‘— s Jl L Qe - fa(f‘ Lerl oo ‘I.j")\,t_(_,vL__

= Blf_ "-/U-Bgﬁ = NW—L (L (;\\ oy — v leaa Capal

- C e jea~  Duwrtd
v

7

'L A '\LLLLL@( :

—

> Buma ol pdbonens @ o

o £o »'L/\-j'r_f\" '1[\{; CQ.CS—L;\»G.\,/\Q_JG !C’CL}I_,Q - %XZQ(;\J_N \,(f?{Lf“fL A, &-‘-) (LQI\_L E

2 Pyoceo de d oM JLH + L L

f @ t_-.bci ,f.( ((— VOAACAA L{ ,)(CL L(‘:@Lk\_w

)
= m\i UL*\,LQJ.\ D‘{C"’UL UL e [rfbﬂg \.,\c.oLcl—L/

ﬁ_bM/Q(L A gze S {u /J\(”!U—G\(‘-{:wl\)ﬁlﬂt

3 pocod asee uJA_u_Juu/k !
/ ' www.rainbowhospitals.in
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~ A toarx @ QMlor] poce e

POST - OPERATIVE ORDERS :

7 NG 6y
= P flocien. ¥ Pe) | (Rene)
~ Lo j Pt g v D
”‘C%—D guﬂfﬂw
9 1.,4 p t(cfft'NM Yo Y 70D
- ;fm LANTOC 4O~ 0O

\..'

CRP T\M (& bam -

MCE\J N'A&NW(IZOLTC’ '.391\./]%@ ?qmﬁ_
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o] et [peus | BusSpy
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Consultant Surgeon's Name Consultant Surgeon's Signature



SURGICAL
SAFETY CHECKLIST

Asst. Surgeon

Surgeon : .......... Dﬁ:@ﬂdﬁg m

HNH-0001 5012 IP26-00006564

aY4MITD () (-)

Illll I

Dr. SANTHI ANTHARVEDI

Il IHHIIIIIIII lllll

Out-time : J.0L. 28Dy

- %
Age: . 43.. Gender:..E.. Rainbow® e
Name : Children's | @ BirthRight
UTOBEY NAMB v omensrasmis s sssivssssisansbesis Hospital .w

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

\

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

s 1IN0 I NA
/z‘r‘€s TINo TINA

Signature ..

|)(§DN0HNA

C1Yes TINo CINA

issues or any Concerns?
Is Essential Imaging Displayed?

SIGNIN  Time:. R/30fm. TIME OUT  Time:.7....50.5w SIGN OUT  Time.Jp.0. 25, L~

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

|dentity ZY6s CNo introduced themselves by Name and Role .65 ~iNo The Name of the Procedure Recorded ~ [1Yes [INo

Site TYes iNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure XS CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ C'Yes N [NA

Consent C¥es™ CiNo Correct Patient (Check ID Band) Lyé OINo The Specimen is Labelled (including
Site Marked TYes CINo LAMA Correct Site /.?res CINo patient name) OYes TINo TINA
Anaesthesia Safety Check Completed ~ _¥e§ T1No Correct Procedure 7—[@ “INo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning 4_/Yes TNo Anticipated Critical Events Problems to be addressed OYes CINo CINA
Does Patient have a: Surgeon Reviews: \V.S1\ﬁ'

Known Allergy? TYes N0~ What are the Critical or Unexpected 0 Ta Sarguen, Ansesthatisl and Niwse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, M B What are the key concerns for recovery

, , Anticipated Blood Loss? o, 2268 INo CINA | | and management of this patient? HYes LiNo

Yes, & Equipment / Assistance . . Co

Available Yes INo Anaesthesia Team Reviews:
Risk of > 500mI Blood Loss Are There Any Patient-specific Concer{lﬁ’g es C'No CINA
(7mi/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned #Yes CINo CINA Been Confirmed? are there Equipment

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



PATIENT TRANSFER FORM

N\

Rainbow® i L
Children’s | @ BirthRight
Hospital .W

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

Patient Name & UHID No.

HNH-00015912 IP26-00006564

Mrs M.KAVITHA

28-01 1083 43Y4M17D (F)
NTHI ANTHARVEDI

"V

Date & Time of Admission

w[t 4@ ¢ 10

Date & Time of Transfer Order

/}[6/%@ B A D

Transfer Ordered by

De- Ay

Reason for Transfer

gﬁ[a fed \/oualﬂo N

From Unit

A

To Unit

Pfe PJJ+

Inforr‘&mnto Attendant
Yes [ 4 No[T]

Number of Sheets in Clinical File

Number of Imaging Films

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

%6 _ Yes[ | N
If yes, what 7
Medications / Consumables / Surgicals / Hand over
S|.No. ltem Name Quantity
2.
3.
4,
3.
Shifting Summary / Notes Written by Doctor .~ Yes| | No[ |

))\@w

Name & Signature of Person who is Transferring

e Ay

Name of Person Ordered Transfer

Patient & Clinical Records Received by : -

Date & Time of Patient Received : ) 9 l@ Zgé \
| @\(\ SIS ?\‘W\

If the transfer order time & Compietion 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




RalnI;Z/o‘w
INFORMED CONSENT FOR SURGERY OR Childrens | © - hRight
SPECIAL PROCEDURE R | Wi,
Patient Name : l«ﬁ\"TH”Pv‘M ...................... Gender: (] Male E”Fﬁle Age : Zt Lff ......................
UHID No £ XN 3. .00 Y. Q[ i Date f‘l'/De/aZp%e
Instruction:

This consent 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.

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation/ Avoid technical terms)
oo TOTPL. AAPRLOSCOR ... HYSTERCT MY, T B LI AT A NI PINGERIONY
HRIGUT QAL w?uw FIRHEHRE S 05 .. v irisisisssssmsseszinass

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.

TEXRCESS Blea ALy IM&MkMWM@éOMMﬁ/#(@AﬂQLﬁ( .....
s o & orhen, elad. JEMLE&UUM ;RQOL// C«yu@k&}) DT

.. dmnaunda e o, need d) M%ﬂ By B AAS/YY
My signature on ihis form indicates that E/?kﬁa \CM '

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

5. lauthorize the consentto the performance of the operation or procedu

re.
Name of the Doctor who is performing the Surgery / Procedure: L&. ..... ‘\\ﬁﬂ@f (Ao v -
Consentee : Patient Attendant :

SIGNAUIE : ............ 3\ 5T :t‘ﬁ\a ................... Signature : ? ' _
Name : }\’{ Y Name : ..... 80, £ LR AMAAQ DM Arrmrm s sssn s

Dats &Time:: 17/{;2 (}é @ ............. Relationship with Patient: ..
Witness : Date & Time : . 02"{ é %Q,. .............

CA.QL@M«, Doctor (who wg the t.:onsent)
Sgna; M i S A Signature : ... }/\f ..........................................

s EXC MQ@MW """"""" Name: ....... W——QCLQA’WDIULU ................
Balo e \MQ’[ Q‘L?@ """"" Date & Time : ZL/CEfAX)% ........................

Docu. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR GENERAL / E‘E‘.‘i?c?;%‘:‘?’; 555&!,:501925
REGIONAL ANAESTHESIA / b g i
MONITORED ANESTHESIA CARE

Patient Name : . JSAV T E A =) e, Age H..?:‘d......Gender: Male T Females®”

Anaesthesiologist ; DYMWU/‘) ..... R AL N

Operative procedure planned ; 12t LA

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.

O Heart disease O Hypertension [ Diabetes mellitus O Renal failure
[ Hepatic disorders O Shock O Multiple organ failure [0 Polytrauma / Renal Tubular Aacidosis
O Incgpacitating Cronic Obstructive Pulmonary Disease

thers : ....

COITIIOMIS © 1cipidoniiasinesswrd oottt s ins i s s e A S s s Sa Ao s e S S PO RS VR s R S S A SN RsS
» 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 doc‘m} to perform upon me / my patient
M CaNTINA the above mentioned operation / Diagnostic / Therapeutic procedures

* | authorize and give consent for anaesthesia ( CJ Regional / eneral Anesthesia / OO 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




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

I 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 &0
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness :

0t e . e

Doctor (who is taking the consent) :

-—

Signature : ...... @ WW—"L ..........................................



%
Rainbow® . Vo
Children’s ‘Blrtthght

Department of Anaesthesiology

PRE-ANAESTHETIC EVALUATION Hospital bl St
Name: . KEBULTHA IV Age: DOVJ SeX: oo oo UHIDIND e
Date: IO\GJ‘% Time: a‘l'me ............ Proposed Operation: TLH .............................................
Diagnosis: A%’MU/VWMVW ................................ l&)ﬁ\.j ..... M .....................................
BP/CRT: 728C « HR: .88 . Weight: ....‘?T.'.%!.C.q&'ASAPnysica|5tatus: 01 m/ 03 o4 O5
Laboratory Data:

Hgb: ”"0 GIu\m;i% Protein: ... X.eoeeveeeennni

4T ) I I Ured 2. AIDE ool i iahbsrascitis

wec: . M%€0 CrEat oo Total Bill: ..\ oo

Plate: ... QL. ... (ORI ) 3 . Wt
“PTT: ....... B0 (0 T O || ' ;e Sy

IIERT ..... a ................... L e 2 Amylase: .....fooiinnens

~Rrwo Bl =t oteeeretrersntionreaneed | SEOT/SAPRLLAL oot oL T

o - Yot Allergies: — n Ul -

Medical History: CvS: /

RESP : ' / Diabetes = Mo -

il / Wi Gavvificant

Renal :

Hepatic / GE : / Physical Activity: @ (g €

Others : %W&WMM‘—— Sqvs
Past Anaesthetic History: | ¢ ¢ - CA - avoq ulE -

Physical Exam:
Airway: MP1@3 4 Mouth Opening: 3B Mentohyoid Distance: 2 FR Neckz@ Teeth: Lo ¢ Ten v
t_i 4
Lungs: Qpe ®@dr.
Heart: (L1, ©
CNS: clcte
Pregnant: [JYes JANo [INA Venous Access Site : Spine Exam for regional :
e XL - CLE -
Anaesthetic Plan: (IMAC [JREGIONAR JZGA-ETT T LMA = - WALy =S
Peri-Operative Plan Explained to the Patient: =Yes o No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
p= 1. DVT Prophylaxis :
C~Thynengun RSncg Water / ORS 2 Hours§ T 0 foltovd éviigeonis
4 e T 2 NILORAL<T] 6 oy 3 Udeun’
3. Informed Consent: andard [ High Risk
4. Post Operative Pain Management@’lfiscussed with Patient

Signature: @NVVM Name:

Docu. No. : RCH /FRM / CLINICAL / 044




HNH-00015912 1P26-00006564
Mrs M.KAVITHA ,y,z,
26-01-1983 43Y4M17D
, Dr. SANTHI ANTHARVED| i Rainbow* .

lllllllll”ll]l]l||||||"m||||||||| ANAESTHESIA CHART  jhaaren’s .5::&1'1&2&15

1t takas a lot to treat the little, Your Right to a Safe Delivery

Pre Induction Assessment:

Change in Patient Condition: (] Yes ,B’I(o Fasting Status: gdw}c
Physical Status: | .+ Patient Identified o7 Consent Present _~Chart Reviewed
A
HR: Gaﬂwn [BP/CRTAZ/24 _ [So0; OMI on RA [RR: IQ,IMJn | Last Feed:= OhAs
Pre-OP Diagnosis: 1B & i bwaid... um Operation: . TL41+......... LA A Date : 1&/ 6 ,lac ..... :
Surgeon: MY sSanth. cﬂé mo.ﬁu ......... v Anaesthesmio :stqa‘l -&1&1@ ........... Techmcnanﬂ:m«aﬁfﬂ ..............
&35 T Ay [ oF Mil2 ORO[]tortT S§
NO(AH(O, [T7A 77 ¥ 2 TV 7 T7 ¥ 7 ////}// / Z A7 7 2727 2 ,
HALO /SOUSEVC) IMHAIC (' Lo .t = Antibiotic
Drugs: ~— o
: a0 1w | Suppository
irTwi B TENRH
o - +10Mg = Lo
L2 \ ~ i s
| i NS = ul
0L T J Blood Loss
3 3 ¥ 5 ] 3
0K OGB!0 TeoA 0y mat HYOOAD0! 00 0 [ N -
ETCO, 20 %ﬁ_ﬁ 23" %% Sl @:t}) &S & b5
l;UG £ 1SK SKE £ SHISE | cg 2 IS
emperature -— . —
Urine Output An(‘)u] NOTES
L New
23[R =4 ||
£a
QA -
BP 240
V Systolic 220 - )Nbﬁ‘d
A Diastolic
X Mean 200 V
« Heart Rate 180 .\r
Tourniquet on Ti
Tourniquet $ Ti“m\: 180 i &.
140
Throat Pack In
Throat Pack Out 120
100 TV T'Y
s TS ; . 7 ax ;
80 AR 7 5 N L. NF.NF.
40
20
10
0 L
ABG
LAB Values
GREs
quipment Checked and Temp: Indytw Regional:
Functional [J HME [7) Fluid Warmer v [] Inhal Extremity SPECHY: oo gl
¢2/BP \ji/wng Film [J OH Warmer [ Pre O, 1RSI ] Spinal [ Epidural
Muﬁs \JL Hugger's [ Catton Wool [] Others
L] juake. . , L Etee [] Mask [j SGA
:E:E:g;’g::é I Times: [ Airway ] Oral ["] Nasal
O FO. Monitor Anaes Start: . B33P 9'/5[}96 T at..cR0...
E1 Agent Moritor op start . FLOSRM..... =T Oral FiNessl Cloat
"7 Pulse Oximetsr oPEnd: .1 O §BHm.... [] Trapheosjomy (] Topical
e~~7"_Capnograph Leave OR: ... ) 0. SSTHM. VD%U; "'EDLUKGN!’UH
Ventilator Anal sia: ] Awake [] Direct Vision B, i i i Al e AN
] Nerve Stimulator _{5;:" G’ﬁ:‘;urynguscupy ] Stylette / Bougie Infusion: .
[ Monitored Anaesthesia Care []] Fiberoptic | Block Level: ...
Position: . ] Regional Blade# ... Attempts: ). Cineai:
/Z‘ P'essu"’ P"'"‘s Chﬂ”“*d 1 T o m—m———
Line (Size & Location) Transportafion to
Eye Care: IOV oo | &2 Bilat = BS Ceéu Oiicy 1 Other
L1 Qint ] ART: .. O] Semi-Closed Circle Relaxant Reversed (1 Yes [JNo [INA
] Jape @ ;
(JZ/:?Jding (,Efts Un ________ ""?ﬁ?d K Name of the Ducinr‘
L] Awake CIIV e sesessssssssssasssssssasmsens - SigNture of the DOCIOT ©............ccovvuvmveesemseserrinsrnseinns
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1t takes a lot to treat the little. Your Right to a Safe Delivery

PUST-ANAESTHESIA CARE UNIT RECORD

Received in P a,d\@'\ ...... I Time Received \k ............... Time Discharged : ..........cccveevrnnne
AR 1L NN
:fg g:’g IV Cannula Site : ........ I%D\'
w 230 230 || [] 0, Mask asal Prongs
7 ?g ifg [ Tracheostomy [ T-Piece
“ 200 200 | [ Oral Airway [C] Nasal Airway
@ 190 190 \ -
180 180
= 170 170 | Vomiting : O Yes(B‘(o Drug: K,(Pi’f\ﬁ.l&
=
B 10 oo |NeTube: 1 Yes Mo
v 140 140 | Drain: [ Yes #TNo
A 130 130
120 120 | Urinary Catheter, L¥6s [ No
110 110
"'3" 100 NG LUN 100 | ChestTube: [ Yes Zﬁo
= 90 90 —
= = %0 | wnora O Yesf/uo
[f\:flﬂ SR IR VENT RS .
& 50 50 | 07 FEBOS: oo
& 40 40
30 —— 30
2 | 20
10 10
0 0
$P0,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 | 90 ouT SCORING INTERPRETATION
Able t 4 extremities volunta d =2 o : :
Abla 1 w2 xdrmiles fﬁlﬂm oo Connnand =1 ACTIVITY \. \ i ‘) A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =10 L B Discharga
gle to deep brea!dhe & a{éslugh freely =2
spnea or limited breathing =1 RESPIRATION 9 L_,L 62‘_' 3 2 : .
Apngic =0 /] Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic | =2 i f frEats
BP = 20.50 of Pre Anaesthei eve =1 CIRCULATION CL‘_ L__ i %_ space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0 I
Fully awake =32
Arousable on calling =1 CONSCIOUSNESS % 2 ,Z |—
Not responding =0 I
Pink =2
Pale, dusky, blotchy, jaundiced, other =1  GOLOR .’)/ {L L
Cyanolic =0 |- -
- O\ |4 o [\0
Ay
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

AN £

Aol ld ‘Tﬂ'\Ox/p

12) Pm

o

\lo

oflo

No 1€
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2| W
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@
¢
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Pain Tool Used: [ NPASS [IFLACC [IW Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b After 24 hours every 4 hours
c.  Prior to pain reliving intervention
d

With in 30-60 minutes after pain relief intervention

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :

vate s Time:, 12/ 6. [ 26.(2) 10 Ap,.

PACU Nurse Signature:

Blelw@lbpm.

Date & Time:
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Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
07 (: OOV U L 111 Procedure dong DY ..o et
CSE /Spinal /Epidural Position : ....ccevenene. SPACE ieveeeremreereerareesemssarnennas Technigue (LOR/LOS) .....eevevrenene
Depth: v Catheter at SKin: v.vvvevvesivcssinenssasissssenens AHEMPIS - oo
Parasthesia @ YES/NO if YES GBIAIIS 2 vvvvvvererreensinsrsssssiiseesiessssssiessssostosasssrestssssesssssarssrarsassavsessessatsssstvasssasnasssssnsasasssraonase
SOILHON COMPOSHHON I +.uvuveemsssseseessemessereessesseseeeessessaseessessmmmesessseressasesseseremsns N e
Any other issues : .
) 1rerrereeeretessisestetassstietaras s sak st et e b s 4 Ran et ns e e et anae A e AR er e Ree AR RS r RO ReEeRa AP ARA et v e ek 00RO 444 RnEne s s b ben et aaet e Rt s dee s bmras
D} ceerrtrercerre ettt e n et st a st s b st et se e et et e R4S SRS AR AR ER e S Sk RSP AR E PR SRR RRS R SRR RA SRR RSO ROE RS RO AR RN RS ReRnER SRR R et RS
i Infusion Rate Level Maternal
Time (m!/hl') Bolus (ml) Left Hight BP Pulse FHR GComments
Delivery Details :  Time ! .....coveisvcrnnnn APGAR: ...ceveerrcrmnes SVD / Instrumental / LSCS (if LSCS Details).
Catheter Removed by and Tip INSPECIEA & ....vvvvvevivrereeses s sessvesessesns fereeeeeeseteneaneessder e s R have e tre st s s s e st R
Patient SatiSfaction ! ... . ;.‘........-.‘..’ ...........................................................

Discharge /Shifting ordered by
DOCLOr SIGAALUTE: ..oocvecreirerernenssrraenesscsmssesrsnassssansssessssasiansan
Doctor Name: .............. vetrararaeasersesanese s rassre s ser e e n e besanates s

Date and TiE © et seeeseessrssrsasassasassassonsesaes
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NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name: Mmph. Kaymn A - Age: L7V Gender: 2
UHIDNo; | # w+ ~coo!SA[UPNo: P2 §-voot €5 &ébate: 124124 Time 647 Am
Diagnosis: Tt
PRESCRIPTION DETAILS (Tick only one of the following)
SNo| Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI lopnt ¢ O e /) e f’
k=2 | Morphine Sulphate Inj. 15mg/Mi = .
3. | Remifentanil Hydrochloride Inj. 2MG e
4. | Remifentanil Hydrochloride inj. 1MG il
Doctor Name: TR i‘,\‘-r Doctor Registration No: é’L Y7 9\
Signature: ‘\H t 1!; M \% U‘

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

5

—AH g

HiD

THvE-o 4 YN /BT
IP Registration No: ............ B Lol °°°f“ et e e
Aadnabr.No-of the Patient (OpHonal):.....ix. e s oot s Bt i b iy oo sa b
F"\.
1. | Name: MRS . KaviTin Remarks
" . !4’/’7/511‘)‘,{0“ T “g'
2. | Complete postal address (with contact number, if any) AcTH L VG / ALY
3. {Briefdescription of the illness TLH
4 Whether registered with any other registered medical practioner / ,
* | recognized medical institution ( If yes, details of the recorded) N
5. | Details of essential Narcotic drug dispensed f Ewrnuyv L
N Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
. a | Patient Attqn:gg
11 I .," lT f«’ l ) 7 .“.,_IT
. ‘0 f EwThnW Y L o .1,,0
Dispensed by (NAme & IDNO.): ...eovvvveeeeceeesebansee e S Bl Signature: ... i /
: : ) Z
Al 1 My, I ! 4 Abt st
Received by (Name & IDNO.): .....rvvvvvvvvvoe... AT CHWVIDT 02 115 O i . A
FEITT Y o e 120 o R b

Docu. No: RCH / FRM / CLINICAL / 133
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I takees et to treat the Bitle, ;;ur R}'&hﬂoa?ﬁh Dein;;r\-

NARCOTIC PRESCRIPTION FORM

(MEDICAL RECORD)
Patient Name: ' 2 . Age: y Gender:
UHID No: T i3 PNo Date: J Time:
Diagnosis:
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI iy
’j\ 2. | Morphine Sulphate Inj. 15mg/M|
N 3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. 1IMG
. 4
Doctor Name: - ' ¥y \ 17 Doctor Registration No: A G
i i | é" i r) 7 \
Signature:\ | | AT,
bl & AR :(_L
1 ’ I
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: ........... (PriocoasbT bk Date: ............ (N
~ Aaphaar No. of the Patient lOPHONAII G i ivesicris disersg o buts s ibesriaisvsinsssas sais sssaesbias
™ 1. | Name: Il Remarks
2. | Complete postal address (with contact number, if any)
3. | Brief description of the illness
“\ 4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
A 5. | Details of essential Narcotic drug dispensed v
™ Signature / Thumb
L Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient,A!:tender
\ ;v {- wat 1 -t
1, e o RN T R | o e, iyt 05 Sl i N SIGNaIUIES .. vorrisesesvmsrirrogivnss
Received by (Name & ID NO.): .........veee i ) Mo I, 82083 . 5. Signatue: . L S0 8- (asmetg

0 T o IORTIOREN N Sy =5 St

Docu. No: RCH / FRM / CLINICAL / 133
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Rainbow” - et
S Children’s ‘Bll’tthght
2:4-o0 GRS . Hospinal |
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name: /1.7 4 FAp 7 Age: /%] Gender: 4
UHIDNo:  # wtl - ppolsale PNo: “p2 £~ Cosnérghate: 2./ /114 Time: 650 Axn
Diagnosis: R
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. || Fentanyl Citrate Inj. 50mcg/MI = -
~ ~2. | Morphine Sulphate Inj. 15mg/MI Is Mg, o WY T p‘
3. | Remifentanil Hydrochloride Inj. 2MG 7 .
4. | Remifentanil Hydrochloride inj. 1MG & ;
’ . /
Doctor Name: T\‘f 'Q\’}’H\r Doctor Registration No: O ;729’
Slgnalurk I (I

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

024 peopbs 6 7 6
R RAI Rt On NO: (.- B e s 717 RO A e R
¢ “Asdhaar No. of the Patient (Optional), ... o:sicasuussssmins bassssuibsn s scisioivesioshtnssssun
™
1. | Name: MDA EAvITH A Remarks
YT =2 01 SO TR ooy 0. ! |
2. | Complete postal address (with contact number, if any) Zacon Ling-GAmpALtLY 4 v D
3. | Brief description of the illness { H
4 Whether registered with any other registered medical practioner / 0
" | recognized medical institution ( If yes, details of the recorded) '
8 5. | Details of essential Narcotic drug dispensed ' ) -
N Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
_ Patient Attender
¥ ~ 4 1' Le—
3 b ! ( . g Mo PH N4 an . Flud ;-" ?—-(-\-‘" r—
Dispensed by (Name & IDNO.): ....ccovviieviivecane. I S e ol . [ SHINAIIIE: .+ srriemizpers sensfiontnss
f‘JT‘f LA ) ) LIS { r'-“"'
Received by (NAME & ID NOL): ........ccoitirmnniTiunrensmnenermnansuesnscsinessesssssssesnesesssoeseseserflosese SIGNAIUIE ... s et
Time
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"‘\\






07

\

Rambow g e L
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A7 (e S A Hospltal .an:maow::s:'mu
NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)
Patient Name: = Age: - - Gender:
UHID No: - IPNoi— .. 4, - r =gy Date: ' Time:
Diagnosis:
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks

1. | Fentanyl Citrate Inj. 50mcg/MI

Morphine Sulphate Inj. 15mg/M| e

2
3. ' | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. 1IMG

’/

Doctor Name: 1y - (fri111 Doctor Registration No: /4~ 14
' '\ ‘ i S ‘];7 -1 ;I
Sngnaiure_ HEE ,-,“f S
T R
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
- ! ’ ' /
IP Registration No: .......... AL, Sl AR AR B s Date: ... 24l L4 9 ...
Aadhaar No. of the: Patient (OpHonalli .oiii i e viiisimussanoiossaassasvresssasiniis sassieainnnvassssssiasasts
1. | Name: tvrr H A Remarks
2. | Complete postal address (with contact number, if any) il - FIStRRE - Lo
3. | Brief description of the illness
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
o] L
Dispansed by IName: & DN ) .o e i el 0 s-uis s et ou gl Ao ss bt Sora ta SR TR S T e o AR R
Received by (Name & IDNO.): .................: Y L AAR L 3 SR, 7> SRR s Signaire; ... &5 e

Docu. No: RCH/ FRM / CLINICAL / 133
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