E,

Rainbow® .
INSURANCE COPY Children’s | @ BirthRight
Hospital BY RAINBOW HOSPITALS
t takes 3 lot to treat the fittie | ‘f;rmgh‘: -.o_;a;!c_t DE[I\'E"\.'
Name Mrs YOGITA THAKUR UHID -VIH-00199540
Father/Guardian Mr B S AJIT SINGH Age/Gender 27Y 11 M 15 D/Female
Addveis 7-2-682/1,0PP OLD JAIL MONDA MARKET STREET, Bus Station,
o Hyderabad, Telangana, INDIA, 500003
IP No [P-00060478 Admission Date 25-06-2026
Ref Doctor Self Discharge Date 26-06-2026

DISCHARGE SUMMARY

Consultant: Dr. MADHUMITA ANIRUDDHA GITAY, GYNECOLOGIST AND
OBSTETRICIAN

Diagnosis: Primigravida with 38+1 weeks with Hypothyroidism with
small for gestational age baby for Induction of labor.

SPONTANEOUS VAGINAL DELIVERY DONE ON 25.06.2026.

History:

LMP: 01.10.2025

Obstetric formula: Primigravida

EDD: 08.07.2026

Gestation at admission: 38+1 weeks

Obstetric History:
G1 - Present pregnancy, Spontaneous conception.

Medical History: Nil

Family History: Mother - Asthma
Surgical History: Nil

Allergies: Nil
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Name Mrs YOGITA THAKUR UHID VIH-00199540

Antenatal Details: Mrs YOGITA THAKUR was bocked to Rainbow hospital at
8+6 weeks of gestation. She had h/o Spotting PV at 1243 weeks & was
managed conservatively. She had h/o UTI at 13+1 weeks & was managed
conservatively. She was diagnosed with Hypothyroidism at 25+6 weeks and is
on Tab Thyroxine 12.5 mcg OD. She had regular antenatal checkups and
investigations as advised. She was admitted at 38+1 weeks with
Hypothyroidism with small for gestational age baby for Induction of (abor

Investigations: Enclosed.

Blood group: 'A' POSITIVE

Management: Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was relaxed,
cervix was 1/2 inch long and 2 cm dilated. Fetal well being was confirmed by
an admission CTG which was found to be reactive. Informed consent taken for
Induction of labour. Labour induced with 2 doses of PGE1. Artificial rupture of
membrance done at 2 to 3 cms dilatation revealing clear ligour. As per hospital
protocol she was started on IV. Taxim in view of ruptured membranes.
Partographic monitoring of labour was done. Further augmentation was done
by oxytocin infusion. She progressed to full dilatation at 9.30 pm. Passive
descent of fetal head was allowed post full dilatation. She was put into position
for vaginal birth. Parts painted with betadine solution and draped to ensure full
asepsis. She was encouraged to bear down. At crowning of head episiotomy
was given under local anesthesia (10 ml of 2 % xylocaine solution). Baby was
delivered by vaginal delivery, Cord clamped and cut and baby handed over to
pediatrician. Cord blood collected for blood grouping and Rh typing. Placenta
and membranes delivered completely with controlled cord traction.
Prophylactic syntocinon given. Episiotomy inspected. No extensions or




=
2

Rainb'gw” ' =

7 | . . ™

Name Mrs YOGITA THAKUR ~ UHID Childrangs . B"'tthght
Hospital [ BY RAINBOW HOSPITALS

ke t 1o treat the it Your R-gl; to a_Sare Ijel-v;y

additional vaginal tears found. Episiotomy sutured in layers. Instrument and
swab count checked. 400 mcg of misoprostol given per rectally as prophylaxis
against post partum hemorrhage. Vagina cleaned with betadine solution.

Delivery Details:

Date: 25.06.2026

Time of Delivery: 9:54 PM
Type of Labour: Induced

Type of Delivery: Spontaneous

Baby Details:

Date: 25.06.2026

Time: 9:54 PM

Sex: Female

Weight: 3.162 kg

Apgar: 8/10, 10/10
Gestational Age: 38+1 weeks
NICU Admission: No.

Post-Operative Notes:

She was closely monitored for post partum hemorrhage. Breast feeding
initiated. Vitals were stable; patient ambulated and was shifted to room.
Patient was encouraged for spontaneous voiding. Dietary advice given. Her
postpartum period following that was uneventful. On second postpartum day
episiotomy wound was healthy and intact. Her general condition was
satisfactory and she was found to be fit for discharge. Wound care and
medications were explained to patient supplemented by written information,
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O 1800 2122 @ www.rainbowhospitals.in




Name Mrs YOGITA THAKUR UHID VIH-00199540

Advice:

1.

8.
9.
10.
11.

Tab. Taxim-O 200mg (Cefixime-200mg) twice daily till 01.07.2026 (9am-
9pm) after food.

Tab. Calpol 500mg (2tabs) (Paracetamol 500mg) thrice daily till
01.07.2026 (9am-2pm-9pm) after food.

Tab. Voveran 50 mg (Diclofenac 50mgq) thrice daily till 01.07.2026 (10am-
4pm-10pm) after food.

Tab. Livogen (Elemental Iron - >0mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.

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

Tab. Pantoprazole 40 mg once daily till 01.07.2026 (7am) before food.
Continue Tab Thyroxine 12.5 MCg once daily before breakfast till further
orders.

Betadine ointment and lotion for local application.

Syp. Duphalac 15 ml at bedtime for one week.

Repeat ISH after 6 weeks and review with reports.

HPV vaccine after 6 weeks of delivery.

Review after two weeks on 08.06. 2026 at postnatal clinic with prior
appointment (This consultation wii! be charged).

To take appointment for OPD consultation at Rainbow Children's
Hospital, just diai one number 1800-2122 (between 8 a.m. to 8 p.m.)
(or) log on to www.rainbowhospitals.in

In case of emergency like bleeding, fever - kindly contact 040-42462200.
Extension 2220 (Rainbow Hospital, Karkhana).
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The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been
explained by doctor .................. in the language that | understand and | have
understood the same.

Name: Signature:
Relationship:
This summary was explained by:
Summary prepared by: Dr.
Registrar/Resident/C.M.0O
Dr. MADHUMITA ANIRUDDHA GITAY
MBBS,MS,DNB

GYNECOLOGIST AND OBSTETRICIAN
03312

140 - 45871000 Emargancy) 040 - 4466 5555, 91009 25516 Emargancy} 040 - 4246 1300

O 1800 2122 @ www.rainbowhospitals.in




Rainbow Children's Hospital - Secunderabad e
E No.3-7-222/223,Sy.No.51 to 54,0pp. K?rrkhana P S,Karkhana Main Yz | INSURANCE COPY
oad,Kakaguda, Karkhana ,Hyderabad ,Telangana, INDIA .500009. Rqin
040-42462200, Ext 2000,2001,2002, C?'Illdbrc:.’.v: S 1 . BII‘tthght
Hgspita! | Pev RAINBOW HOSPITALS
PatientName : Mrs YOGITA THAKUR Inpatient NG, " ™ £*|p_00 D8R4 7" ¥ 102 efebelver
Age/Gender : 27Y 11 M 14 D/ Female Admit Date : 25-06-2026
Ward/Bed : N 2F-LABOUR WARD/ LW 219 Discharge Date
Investigation Result Unit Biological Reference Interval
COMPLETE BLOOD PICTURE (Specimen : BLOOD) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :25-06-2026 12:19
HEMOGLOBIN (Colorimetry) 13.1 g/dL 12 - 16
RBC COUNT (DC detection method) 3.92 1072/L L 4-52
PCVIHCT (Calculated) 36.8 VOL% 33-51
MCYV (Calculated) 93.8 fL 80 - 100
MCH (Calculated) 334 palcells 26 - 34
MCHC (Calculated) 35.6 g/dL 32 - 36
RDW-CV (Calculated) 11.8 % 11.5-13.1
PLATELET COUNT (DC Detection Method) 223 109/ 150 - 450
MPV (Calculated) 8.8 fLL 6.5-10
WBC COUNT (DC Detection Method) 9.66 1079/L 45-11
Differential Count
NEUTROPHILS (Microscopy, Leishman stain) 74 % H 35- 66
LYMPHOCYTES (Microscopy, Leishman stain) 20 % L 24 - 44
MONOCYTES (Microscopy, Leishman stain) 5 % 4-10
EOSINOPHILS (Microscopy, Leishman stain) 1 % 1-4

PERIPHERAL SMEAR (Microscopy, Leishman RBC - NORMOCYTIC / NORMOCHROMIC
stain) WEBC - MORPHOLOGY NORMAL
PLATELETS - ADEQUATE

e

G,
=

Dr. SRUJANA SHYAMALA, MD, DNB
Consultant Pathologist, Reg No : 39356

Investigation Result Unit Biological Reference Interval

RANDOM BLOOD GLUCOSE(POCT) (Specimen : PLASMA) TEST RESULT STATUS : REPORT ENTERED
Order Date :25-06-2026 15.07

RANDOM BLOOD GLUCOSE (GOD/PQD) 81 mg/dl 70 - 140

g NANAKRAMGUDA

HIMATATHNAGAR BAMJARA HILLS LTI, NABH & NADL Accredited)  MYDERNAGAR (NABH Accredited]  KONDAPUR OUTPATIENT CLINIC {j0) Aceredited IVF)  SECUNDERABAD (NAIH Accredited]  KONDAPUR
26 2200 vy M Emargency ] 040-85313233

TQENCY 3 D40 - SBBTI000  Emergency T 040 - 4 55, B1009 25516 Emargancy ] (40 - 4248 7100 Emurgancy | 04 Emergency : 040

® 18002122 @ www.rainbowhospitals.in
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ACTIVIT :::‘;:T’fm“. IP-00060478 O

o, MADMMTA et gy

Name: ---- ',Il””” e LS . memmm e

UHID No : lll,"m'mln ---------- Consultant : =====--cmmcobem oo Dept : ---====-- e

Date of Admission :(;fS b_{_.;}_{_’;____ Time @_ngg_@m Date of Discharge : ---======-=-====- Time: --¢--+-----

Room / Bed No : --gg'i"'-—o-z-w--- Ward : __QL/_‘D_L_/ ------- Suggested Billable bed type : iy

WARD TRANSFERS

Date Time ' = From To Signature of Nurse
2616026 | 2:500m Lo Rooon (_los |
Cross Consultation Visit
Doctors Name Date Order No. Signature

10.

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

Date E’:z?;ﬁ_lc:nt Corlrri\:qc;ing Tim Order No. Signature
N M Gitprn | 20p0n oAU s

! .Y

o EE hedze

IR

1




PROCEEDURE

Date Proceedure Quantity Order No. _— Signature
N\
T RN Y ' OEEY AL
i R A T

S| el { of i 35 [ Joed T
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7

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant

W@
» .\Pw
O~

Billing Supervisor




Ref. No. : F/OT/05

Rc'ni_nb:’c:')w;e ® - e

SURGERY DETAILS Cioaor * | (@) somemaae

mvoostaniann oo o /ﬁ T
SINo. o Date 85, [ th.........

IR TR
Patient Name ..., Age 09‘7‘/ ....... Sex:....E ...............
UHID No. NN 0L 2054 oo AP NO: o bl F .
BB
Date of Surgery &5/5' /65 ....................... or: [ Jore [JOTZ [ JOT3
Name of the Surgery :.M(?M ....... Q@«é/{/y ..............................................
R E1i |y — CZH)FV .................. Time Out 5........ /‘7:357&7 ...............
NAME AMOUNT

1. Surgeon DR#W&/L ..............................................
2. Anaesthetist Vs ———
3.ASSE. SUFGEON oo e
4. OT TOChNICIBN  Lssssmasassmniummmss sisssisssimmssiassisissssssnmsmsss
8. CIFCUIAHING MUIBE .. oeremonmmmninnimesisnsibonsasie Gliisspisisssissinsens et
6. Asst. Nurse oo e

Special Equipment : [] Laparascopy [ Bronchoscope [] Harmonic [] Morcelator [ C-ARM [ Cystoscopy

<
Signatm Surgeon Signature of Circu—(;gng Nurse

Order No. :..... 2O LG oo OFEIEd DY & vovvoeeeeeeeeese oo
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DEFICIENCY CHFCK LIST OF MENICAI CASE SHEET -
VIH-00198540 IP-00060478 Eﬁi?‘m\;s ® & rthRight
Mre YOGITA THAKUR Hospital e i Bl
Patient Name : ;:-?on::mun aﬁ:u:::n::ae?nvm IP.No: R -
Ward: TR -
; No. of -
SL.No List of Records Legibility Completeness Remarks
Pages
1 Admission Sheet A — —
2 Discharge Summary Q_ e —
3 Nursing Initial assessment form A4 — .
4 Patient Trasfer Forms % il S
5 In-patient Medical Record ; T o
6 Doctors Progress Sheets 4 - -
7 Nurses Progress notes 9 - -
8 Consultation Sheets o = T
9 General Consent for Treatment
10 Conset for Surgery
Consent for Blood Transfusion
P Consent forChemotherapy
13 Consent for High Risk
14 Consent for Restraint
15 DAMA Consent
16 Consent for Special Procedure
17 Consent for Radiological Investigations
18 Consent for HIV Test
19 Anaesthesia consent form
20 Anaesthesia notes(Pre Anaesthesia & Post)
21 Pre Operative checklist L = —
22 Surgical safety Checklist
23 QOperation Theatre notes
24 Nurses Clinical Presentation
25 | TPR & BP chart 2 = =
26 Intake and Output chart (fluid Chart) | 9 - -
! Drug Chart (Reqular prescription) A! — —
£ Daily Investigation sheet _ s
29 Investigation Values (Result Sheet) A — —
30 Nebulization Chart _
31 Diabetic chart
32 Nutritional Review chart /
33 | MLC form (in case of MLC) d
34 Patient Education Form -— - — i
P K-F’*{\w L','BQCJP 4 - = /
Thoaeoda Phl BG i i - £
Tua 05STnendt 2 - — AR D)
ortheng — /Y& WO g
i i A Ty
/| S i _Z¥
£ L
Total No. of Pages 49 - F i

Signa%ure and Date : QJG/ Q/ ﬂ?ﬁ,é'




ERROR LOG

LOCATION: - NICU/ PICU/HDU /OT/GENERAL WARD

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE
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% L] Rainbow Children's Hospital - Secunderabad

Rainbow . H.No.3-7-222/223,Sy.No.51 to 54, Opp.Karkhana P S Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children's ot ,Telangana, INDIA ,500009.
Hospital ’ "’;Em TEL NO :040-42462200, Ext 2000,2001,2002

S WEB : https://rainbowhospitals.in

ADMISSION SHEET

Reglstration Details : (R RN LR L L TR

Admission No : IP-00060478 Admit Date :25-Jun-2026 Admit Time :11:29 AM UHID : VIH-00199540

Patient Details :

Patient Name : Mrs YOGITA THAKUR Age :27Y11M14D

Guardian : MrB S AJIT SINGH DOB :11-07-1998

Gender : Female Religion

Occupation : Martial Status

Address (H) - 7-2-682/1,0PP OLD JAIL MONDA MARKET Phone No : 9030448444/ 8096979943
STREET Bus Station Hyderabad Telangana E-mail ) s
INDIA 500003 e ¥ PRG.c0

Admission Details :
Bed Type : MICU Bed No :LW 219 Ward Name : N 2F-LABOUR WARD

Room No : LW 219 Admission Type : First Visit

Contact Details :

Name : MrB S AJIT SINGH Relationship : W/O
Contact Address : 7-2-682/1,0PP OLD JAIL MONDA MARKET  Phone No : 9030448444
STREET Bus Station Hyderabad Telangana
INDIA 500003

Doctor Details :

Doctor Name : Dr. MADHUMITA ANIRUDDHA GITAY Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00

: Cash Payor Name : MEDI ASSIST INSURANCE TPA PVT

Payment Mode
LTD

Printed Date / Time ; 25/06/2026 11:32 Printed By : 021447 Page 1 of 2
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0NN A QL T —

uBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: . ! (02/(7

Baseline Information:
Admission From: e CIOPD [ Admission Desk 1 OMNErS, SPECHY ...
Primary Language: foeﬁgu D English L] Hindi [ Others, SPECITY w..cceeerrrrseerssesmerasessssssemeresssses
Do yourequire an interpreter? [ Yes E—No/ if Yes SPecify ......ouens AEm— ¢ RS no)
Source of Information; [ Patient O Family L O BRI it n e i
Allergies: [Yes [LNO ~ [J Medications [ Blood Transfusion (] Food L0 OB ceocnsemssrTarsmnesssesssssnnes
FEVOS . IBMEIN iiviviuesercoisonssseisiisssmmsmssnsnshsssssissisondsssnaasssanstssnntsssnsnos nssssinsi smassasmssssensesanssoss t1usdsdbas assustossonasnasassusmnss sonsansnnssss
Chief COMPIAINLS: ...............ocooeeerreessesecsssenssesessssssssssssssesssssssesnssenenesnss DOCEOF Notified on Admission: E':?fs CINo
...... M" cvemmesssneenneneenee - N@me of the Doctor: ‘\0.9"
Time Notiied: ... ......ff 190 An,

Past Medical History: Obtained From E*Pﬁ‘ent [J Family Member [ Medical Record CJ Other (Specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

il g ">

Gynecology Assessment: r;,NﬁprplicabIe Gynecology Surgical History: Gynecological History:
Menstrual History: . Caesarean Section: pﬂfl [ Yes Contraceptives: O )kr‘ [ Yes

a e .| Cervical Cerclage: D,N/ (] Yes Vaginal Discharge: D[N{ [ Yes
Onset of Menarche: .........cceeveeeseeresnennenee | ECOPIC Pregnancy: QNH [ Yes Post-Coital Bleeding: Dﬂﬁ [ Yes
Menstrual Cycle: (] Reqular [ Irregular | Myomectomy: Mo [JYes Infertility: D‘@ ] Yes
Last Menstrual Period: ....... inW Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G .. P; 3T P i P P
Previous LSCS: .. NO.

Current Medication: ] None B*Y/ If Yes, Fill the reconciliation form

Family History: ] No Abnormalities Detected
[J Heart Disease [ Hypertension U Diabetes [ Strok [ Seizures [ Kidney disease
O Liver disease (] Other ..... Q"Wf N =
Vital Signs / Measurements:  Temp: ..4S-6¥ HR:..206 ™M RR:.... .o led
BP: .. AN ..\ Weight: . Ao “&W Height V5.8 6~ BMi: BL.. 1.

Pain Assessment:  Pain: Q’%s [ONo  (If Yes, complete the Pain Assegsment,’ Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PTO.)
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VIH-00199540
Mrs YOGITA THAKUR
— 11-07-1988 27Y11M14D  (F)

TA ANIRUDDHA GITAY

i

PHYSICAL ASSESSMENT
e
General Appearance: Qf-galthy CTill looking ClAndous O Agitated (1 OMerS: .......omromooreeeneeeenns
: s
Fall Assessment: Ei%s [JNo Score \tJ (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: D)é [INo Score Q/%/ ..... (complete the Braden Q Sheet)
FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
U Mobility problem U Walking Problem No Abnormality Detected
U Developmental Delay U Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria '
NUTRITIONAL SCREENING: [ Mo Abnormality Detected
[ Overweight [JJ Poor Appetite > 3 Days [ Needs Therapeutic Diet.
L1 Under Weight ] Diabetes Mellitus O Hyperemesis Gravidarum
Inform consultant for positive criteria
PSYCHOLOGICAL SCREENING:
D Calm & Cooperative [ Restless (J Depressed OJ Agitated OJ Confused

1 oY L i S s SR AR e R

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single \D’ﬁamed [JDivorced [ Widow
2. Special Habits: ~Smoker: (1 Yes CINo™ Alcohgl Abuse: CJYes (N6~ Drug Abuse: [ Yes B

Social History: Lives With .......cooc.oovveeerrrereeeesennne (f ..............................................................................................

Orientation has been given regarding the following aspects:
7

Call Bell in Reach : [ Yes DNG Waste Disposal Explained: ? [JNo
Y

Infusion Pump : D)fes' CINo mHygiene Explained: es [J No [ Others
Above information QiveNn t0 .......cccercrerinmsesrerscssuresssonees Al e s t’ 5
Name of Person Orientation was given to: \Q\U\ HX oM

Onentation NOTGIVEN RBASON: .citiiiniisims Traisssussvisssssbonssivisussiassiioniisssisssssunssnstas

Nurse SIgnatlre: ...oocvereeicerrisnes S nessirssaeneyns
NUrse Name: ....coevueerennervenshgedens

21 L RN ..
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PATIENT TRANSFER FORM Hospital .?"?2”1‘.’3‘:’2&‘“‘2?‘“
L V00199840 e Tt takes a lot to treat the litthe, igl ry
—— Mrs YOGITA THAKUR
11-07-1998 27Y 1M -mn () Date & Time of Admission Date & Time of Transfer Order
Dr. MADHUMITA ANIRUDDHA _
IO aslsos @ v1aqamo | o lels6 (025080
Treating Consultanfﬂame Transfer Ordered by Reason for Transfer
Dr- qlret'a[vma Olgsewanw
From Unit To Unit Informatiqn fo Attendant
YesF No[ ]
Llw IQOOMUO%) JesET
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
-~ T Yes [ No [
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

ol - D umfpmmf D Pm.f%h _ (¥

e 168 - {‘)HQQ(‘(“'T}(YD(_ @
0B - CANTR PRaznte - @
‘ Jug' D )
0B - DicloPenc — (0
1 Fobo ¢ CI/HTYW‘»L .

Shifting Summary / Notes wmten by Doctor:  Yes[et No[ |

Pr- (e s Lemo

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

q* P“a H; leLﬂx Dr- @G(AQ«V@\

Patient & Clinical Records Received by :
oA v
S Buamibs.

WLl Q2155 A
If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

[ ] Unavailable Bed [_] Nurse not Available
Y Docu. No. : RCH /FRM / CLINICAL / 102

Date & Time of Patient Received -

[ | Available Bed not ready
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Tt takess & lot to treat the little. Your Right to a Safe Delivery

IP Avmivuiuis w..e—. . OR OBSTETRICS
Presenting Complaints wvp: 1ol as " EDD:
Corrected EDD:  €1+| 3¢ GA: 3L+]

Obstetric Formula: Pstws o, .
ML= duyas, NeM
Obstetric Hostory:

4&‘.1» PP SP(.Q’Y\CE-[»&B"\

Present Pregnancy Record: Boeked: o RCH Liquor:

ot @46 weekes - 4o gpsttny PV X
12+ 2 weeled Couren
Wlovr| ot l5+{weﬂlu ool und

mm.ﬁe_d Dx u:)
HIS ACTOHS

(9546 weeldd 0*“-'5}("“4”""

'lfhjpd‘l’b-lpoecl [I&@mu@

Small fon qostationsl age bab

. P
Height AR

Weight: ...’f.‘.’-?:f‘...‘kg

Allergies: ... N e
Breast: ~—Normal [J Abnormal '
General Examination:

Consciousness: cld ¢ Pallor: 5

Icterus: (&) Edema: ©
Temp:}d,gb PR:

BP: DTR: &

ovs: €,6,8 RS Bpe @
Liver/Spleen: N#&# Urine Output: & <l_2/
--= DIAGNOSIS -----=====-==--nmn=eemme-
 Puimigraide

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

Docu. No. : RCH /FRM / CLINICALKDS?'

Menstrual History: Regular ...+ Yes [ No
Obstetric Examination
Fundal Height:

Ut. Activity: [ Relaxed ] Mild [OMod [ Severe
[] Adequate [] 'Oiigo [] Poly
\k.:uwl:ﬁP: [] Cephalic  [] Breech Others
Head Fifths Palpable:
FHS: (] Normal ‘(] Tachy [ Brady []Absent
x| Q -5 ey 0O

Per Speculum Examination Netdere -
(] Present  [] Absent D_Bieeding‘
[] Meconium (] Blood Stained

Draining:

Colour of Liquor: [ Clear

Vaginal Examination
\)h ned '
Cervix: /Eang [] Partially effaced [] Effaced
Os: Closed Dilated S
Membranes: __1Present [ Absent
Liquor: [] Clear (] Meconium (] Blood Stained
Presenting Part: [ }-Vertex (] Breech (] Others*
- Sutton: 0-3_ 0=z 0100 O+1 0O+2
Pelvis: _[C}-Adequate [] Doubtful
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Rainbow®
Children’s
Hospital

It takes a lot to treat the ittle,

,ING SHIFT HAND OVER FORM

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

§ Dia%m % %zf/ ?ng b o o n Infecti?n: (1Yes [JNo [1NotKnown
< g é ; leah ; HY8S SPBENY: -.ccoccvisnniimaniinininivivs
'v:: Surgery / Procedure: _fos Post OP Day: \
g b
g s Shift ) 6 2kl < 9*-\(' | 3 Q{or{
§ Medical Condition ‘ . - N\U \
% | (Any special condition to be noted): . < ) N
2 [ Diet ® A @ doeb] ULt Q. oo | g dd
Allergy: T Yes ™Mb | 0 Yes [(qNe T Yes [ NG | (I Yes &No |0 Yes Ao | 71 Yes [1No
Ventilation (RA, NP NIV, VENTI): RA | R A R A
Tubes/Drains/Catheter: [ Yes RNo |1 Yes (MO 01 Yes (NG | 1 Yes L0 | T Yes [No | Yes T1No
= | Vital Signs: Temp: | 4XF ﬂ:ﬁ‘@'u' A F 51?;'(;? a6-6¢
u Res: [ 1kl | tbo(m|osh 't | 9p bl 20blm
2 p0; (4900 |adq]" | G¢l |agqy. | asd.
3 puise: | gabpm| qo fpfev| 2000 | THhlm| 2abim
BP: (LT iy 111 \F e |11, ] et HS)%‘Z’J 1ilze
10C: | (puser ] eomeonsd |y ol [[prkipud] conscicw
Fall Risk Score: ,EOJ \0! O D 0
Pain Score: | U° hal 0 % 6
skin Integrity | Wz ef | Undaed | Tiedack | Sy wibads
Safety Needs: | YEs C1No [wes C1No | Yes T1No | =¥es 11No |(fes CINo [ Yes [ No
Physiotherapy: | — - il B 50 ra
2 Others Specify: | Yes [1No | O Yes UNe Tl Yes &0 | U Yes [No | [ Yes #No | Yes [ No
g special Diet: [(R) duof| @ el 1Udoer [ 8. B s duk
§ Critical Lab Test / Values: —_ — - DL | sasl
E |Other Special Orders / Medications: | [ Yes o |1 Yes ®AfG | Yes (1 No{ (1 Yesu=No | Yes #No | Yes £ No
é PU Prophylaxis: [ Yes =490 | 1 YesALNoT1] Yes (1 No | 0 Yes +No | (1 Yes #MNo [ Yes C1No
DVT Prophylaxis: ;7 Yes TfNo O Yes EAG | 01 Yes O No | I Yes #TNo | 7 Yes #TNo | (1 Yes ) No
ADL (Dependent / Non Dependent): &Lﬁ‘“&k A1 {e{,mm &W 0 porda
Post Operative Procedure Special Orders: E}'%/ \&lyﬁ.ﬁ& ,J'iL NN
_ | ,
Handed Over By Name : US\N""—? %W! Sy Sl &W“v 5. ldhom
Signature /1D Q] Rt i_‘-p_.t:-g;_\ {5}0\391’-\
Date: Ao |23 8RRD i [ 00 B\ablnelelze N
Time: Vi @aP g [ @ G i
Taken Over By Name : (Qiﬁ tyal e M?:\\(D‘ & ok /\ o
Signature /1D : U\b@ 7 l'{;,-;-cx' A?};@mgqﬁ // ¥ g ;}
Date: \m\‘u ;é'! cil;LLJ% zr,l el26 / / *‘*W. é}‘*'
Time: s/ Db (@24 san [ 7 | o
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NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: C1Yes [INo [ Not Kn{:wm_|
g BB SPRCHY: svvninannmmnmnngin
'v:: Surgery / Procedure: Post OP Day:
% T Shift
§ Medical Condition
é (Any special condition to be noted):
@ | Diet:
Allergy: C)Yes CINo |l Yes CINo |C1Yes —INo |1 Yes CINo [C1Yes [1No | Yes [ No
Ventilation (RA, NP NIV, VENTI):
Tubes/Drains/Catheter: C'Yes CINo|C1Yes CINo | Yes TINo | Yes CINo |1 Yes CONo | Yes [ No
= | Vital Signs: Temp:
= i
‘u“:i pu;:
2 Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity _
Safety Needs: | Yes [1No}C Yes ' No |1 Yes t1No |1 Yes C'No |1 Yes £1No | Yes O No
Physiotherapy: /
g Others Specify: | Yes 52./N0 “lYes C1No | Yes CINo |L1Yes [INo |1 Yes (2No | Yes ' No
5 Special Diet: 2
E Critical Lab Test / Values: /
E |Other Special Orders / Medications: / Yes CINo |C1Yes C1No | Yes CINo (] Yes “INo|=lYes ©No |1 Yes 71 No
§ PU Prophylaxis: /;; Yes CINo | Yes [1No |(7Yes CNo | Yes CINo | Yes ©INo |1 Yes £1No
DVT Prophylaxis: / C'Yes C1No | Yes [INo | Yes CINo [1Yes C1No|L1Yes [INo | Yes (1No
ADL (Dependent / Non Dependeit):
Post Operative Procedure Special Orders:
Handed Over By Name : /
Signature / ID : /
Date: /
Time: (
Taken Over By Name :
Signature /ID :
Date:
Time:
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Goals

1 Maintain Airway and Oxygenation

) Maintain Personal Hygiene
[*] Identify Potential Complications

NURSING CARE RECORD

i
z
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Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
mmmmmmm ltte. Your Right to a Safe Delivery

"] Relieve Pain & Discomfort
] Prevent Infection
[ Any Others. Specify

[ Maintain Fluid Balance
] Meet Elimination Needs

] Improve Activity Tolerance

L

[} Erfsure Safety

] Maintain Good Nutritional Status
] Early Ambulation Reduce Anxiety

e 27620

[[] Maintain Skin Integrity
[] Patient & Family Education

Time

Plan of Care

Time

Implementation

Nurse Name

Re-Assessment & Signature
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Date: 24—,[&&6
o | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort 1 Maintain Fluid Balance [ Improve Activity Tolerance [ Maintain Good Nutritional Status 1 Maintain Skin Integrity
'g [} Maintain Personal Hygiene [Z] Prevent Infection [] Meet Elimination Needs 1 Ensure Safety ] Early Ambulation Reduce Anxiety ] Patient & Family Education
S | [ |dentify Potential Complications LT o o] TR
Time Plan of Care Time Implementation Evaluation Re-Assessment 'g"é?;n';?ﬂ:
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Il (0 PAIN ASSESSMENT FORM Hospital_ | @y
i N
Pain Score Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Faclors Educated Intervention Sign
= [ Continuous | [ Acute (] Sharp [ Dull ) Increasing | [J Yes :
UL ) i [ Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | (1 No
iz & .
g ' e () Continuous | [J-Acute [1 Sharp = Dull *J Increasing 6 ;
B~ ; s { 4 : : ; - ] '
25 ]@ [ 26 ‘E,Pm 2ol |_~Intermittent | [ Chronic | Aching [ Burning ; /B‘Decreasing 1 No ; 0ot 4\3 G %
[ | () Continuous | [ Acgte O Sha.rp =l . O Incrgasing - fes ! AR N CiZz
»¢16126 Bl?m Qore |Covctiockoog] CiAntermittent | ) Ghronic ) Aching (] Burning (D/Decreasmg I No P &\0 J
I q b AO (] Continuous | [ Acute O ih:rp O [;ull [J Increasing | [ Yes (o fﬁ) I"OUHJ p,
\ (1 Intermittent | [J Chronic ] Aching (7] Burning | T Decreasin L1 No
616 b P Yo i e y y
. A ) Continuous | [ Acute [] Sharp (] Dull [J Increasing | [ Yes CO f’Y\-ﬁ)rfﬁMﬂ
; [ C i | Achi ) i O ' p\
25[6 b[) 26 ¢Core |Vayia | O Mermiteent | O Chronic (1 Aching ] Burning | [ Decreasing | [ No
L1 Continuous | [J Acute (] Sharp (] Dull L) Increasing | [ Yes QIII EE! IEEE oD @ C
“‘?‘7[6 T% &n\ O B [ Intermittent | [ Chronic [ Aching  [] Burning | (] Decreasing | [ No ’_";_
[J Continuous | [ Acute [] Sharp 1 Dull [ Increasing [ Yes
] Intermittent | [J Chronic ] Aching [ Burning | [ Decreasing | [ No \
[1 Continuous | [ Acute (] Sharp (] Dull L] Increasing L] Yes / / C’\Ba
[] Intermittent | [ Chronic 1 Aching [] Burning | (I Decreasing | [ No // A
[ Continuous | 1 Acute (] Sharp - 1 Dull [ Increasing O] Yes N ) @
[ Intermittent | [ Chronic (1 Aching [ Burning | [] Decreasing | [ No / \_\a(-"u T\q,
] Continuous | [ Acute [1 Sharp [ Dull [1 Increasing [J Yes // q}"
[] Intermittent | [ Chronic () Aching (] Burning | [] Decreasing | [ No

Re-assessment

i 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.

(PT0)




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

1 1 1 | 1 ] 1 I |
1 1 I 1 T 1 1 I 1
2 3 4 5 6 Fi 8 9 10
Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

OO

Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
F No Particul io ie Occasional Grimace or Frown, Frequent to constant frown,
ace 0 EATRCARAT. SXPROSHION OF SITd withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
o Laying quietly normal position, Squirming shifting back and ’ .
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolabil Content, relaxed hugging, or being talked to, Difficult fo console or comfort
R distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement (not sedated)
Facial Mourth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP, 820, | stimuli variability from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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H-Or o ATa Mg 1P-0006047 Ramlﬁw
Y‘! . . -
lﬁ”” s Children’s % BirthRight
mmm CHECKLIST FOR THROMBOPHLEBITIS Hospital | Wzzemior:
AN DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE N M E N Remarks
; No signs of phlebitis /
1 IV site appears healthy Abenres cahuats 0
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 ;:L;oeﬂt}gstfollowmg e Early stage of phlebitis / 2
Pain at IV site Redness Restte Gannula
‘:\I:igér:? 5 PRl hans o Medium stage of phlebitis / /
4 Pain alohg Pathiof cannla Resite Cannula Consider 3
Redness around Site Swelling T \ “\M N
ina Si A
ﬂagérf? zr:gllg:t.f;?]gsh?iegp s e Advanced stage of phiebitis or / ¥ . 7‘>
5 Pain along Path of canﬁula the start of thrombophlebitis/ 4 N
Redness around Site ?e S{‘;‘s Cﬁ[’”"“'a Consider / / %:«}) (»
. reatmen N
Swelling palpable Venous cord | s.gg\é ‘\éjcg {;00,/
Al of the following Signs are /
evident and Extensive : Pain Advangedhsltigg of w
6 along Path of cannula Redness :“F‘?m e rtlsé{ : 5
around Site Swelling palpable g:tiatel treatment Re site
Venous cordpyrexia L
Signature of the Nurse

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 : .5

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

Signature of Ward In Charge

: a\ol)l\”"
Signature : @ .............................. Name : W
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e
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Hospital .!L_mm_d__mus
I s bt 10 trest the itthe. Vour Right to a Safe Delivery

Date :
Time :

RANNEYAAA

< Angs

iile: 2. Very limited: 3. Slightly limited: 4. No limitations: /
Mobility DUEDS Hut e ... SNt changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 9 (f O
without assistance. to completely turn self independently. independently. /
2. Chairfast : 3. Walks 4, All patients too young to ambulate;
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally dur}ng day, but for OR walks frequently:

of physical activity”

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair."

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment;

Responds to verbal commands.

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

Moisture Degree L pm_lstanﬂy “’.‘"““' 2 Vﬂf! ERORE: ; 3 w’ malst: : s & ﬂa.'m ol i
to which Skin is ki_:pt _mnlst _almnst _cnnstantly S_an is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing 7
1o iniokstura Dampness is detected every time 8 hours. every 24 hours. H
patient is moved or turned. 4-
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

3, Adequate:
Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over 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.

Severe Risk : less than 9

| High Risk: 10-12 |

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

Moderate Risk : 13-14

| Mild Risk : 15-18

TOTAL SCORE

28

| Not at Risk: 19-23

Evaluator's Name
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Support Surfaces

severe pain or with additional risk factors.

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 5 _ _
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 bbb traser i ess auciia
Manage moisture, friction and shear ap 4
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 Al
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges s
Alternating pressure mattress overlay
Follow the same protocol as for “Maderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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. Rainbow Children's Hospital - Secunderabad

.
Rainbow . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children’s WA ,Telangana, INDIA ,5000089.
Hospital - 4 TEL NO :040-42462200, Ext 2000,2001,2002

- WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs YOGITA THAKUR Age : 27Y11M14D
IP No: IP-00060478 Sex: Female
Consultant: Dr. MADHUMITA ANIRUDDHA GITAY Ward/Bed No: N 2F-LABOUR WARD/LW 219

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
alen consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

Jrance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"I am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines".

Note:

1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
:arance. In case of failing the submission, | will pay 200/- Rs.

\ ~aceivers Signature:.....w_
3 IP Guide book has been giveh to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of PatienURelativ%

Name: R.5\ RS thj_\ Patient Address:
L EE 7-2-682/1,0PP OLD JAIL MONDA
Relationship: v 8o MARKET STREET Bus Station

Hyderabad Telangana INDIA 500003

Date: DS‘ o 6 3 &-6 Time:

Wittness Name:

Wittness Signature: ! :

Printed Date / Time : 25/06/2026 11:32 Printed By : 021447 Page 2 of 2



VIH-00198540 IP-00060478

Mrs YOGITA THAKUR

11-07-1998 27Y11M140D (F)
Dr. MADHUMITA ANIRUDDHA GITAY

T oo | @ o

Hospital BY RAINBOW HOSPITALS

Date : %ﬁ/u
G > Gender
Blood Group : 3. [?96«.!,;, 2. Ano:.
Planned Surgery: .......NUD..

EML&U ......... ;{:rgeon %Q

Patient's Name : ....... ¥

Anesthetist : @‘F ; ....Date & Time of Operation : .......... k2. (’[‘215
Tick Appropriate Boxes, To be filled by Nurse Incharge / Senior Nurse :
™ INSTRUCTIONS ER/Ward,Nurse| OT Nurse
Yés | No | NA | Yes | No | NA
1| Weight checked recorded ? To kb A0|0|10|0|0
.2 Is the patient fasting for over 6 hours Pre-Operatively ?0 JHq0|0(0)0(0
| Ve Sroing, OXR o Avalbl efos string o poceaure - |P211| 00|01 0
4 | Enema given / Bowel Preparation Oy 00|00
5 | Remove all ornaments, earrings, foe rings, nose rings etc and implants, dentures Q’D O|aigia
6 | Sterile Gown Given O LHO| OO0
7 | Is Blood arranged as required ? O{O0|0|0|0
8 | If Blood has been ordered - is Blood bag ready ? O fjxl_ﬂ O(a|d
9 | IV Cannula to be placed / IV fluids if Indicated 20O|0|0|ojo
10 | Pre Anesthetic consultation with anesthesiologist (1O 0|0{0]0
11| Pre Medications Given ? (Sedatives / etc) c|0|0{0(d
12 | Skin Preparation OyAa|0({0(|0od
13| Site is marked O O 010(0
ok A ] ]
‘ 15 | Implants are available CHE] OO0 0
16 | Equipment is available hvO|O|O|O|O
17 | Antibiotic Prophylaxis is given within the last 60 minutes OcO|0|a|o
18| Other (if any) ) ) ]

NOTE : if any of above is ticked "NO" Discuss with the registrar / consultant immediately

Billng Clearance Taken: [_]Yes [] No K\ADU“"
RS TTITCE )L —— OT Nurse Name : ......cocouescmmmmsesssrrrnss ER/Ward Nurse Nama‘p\ ............
Biling EXECUVE SIGAUE : ... Sgnature of O NUFSE - ... Signature of ER/Ward Nurse. ﬁ_/
Date & Time : (TS L Date&Tme B)’lﬁ

Doc. No. : RCH/ FRM / CLINICAL / 107 ‘



Ref.No.:F/LR/CON/VB/18
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Chiiers | QEUREN | EGRVAGINAL BIRTH

Hospital

It takes a lot to treat the littie.

Your Right to a Safe Delivery

Patient Name : . Mds>. Yo G\ T  Thaxe® . Age : .. 2L, Gender : O MO
UHID / IP No. : VlH*Dquqg‘*°/6°"J‘ag Date : ... RN e 2. ..o Time s . MM

I 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 is to deliver the baby vaginally.

1 e outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of forceps or
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vagina 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,.

i understand and accept that there are complications, including the remote risk of death or serious disa%ity, 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.

.- 3luntarily consent to the procedures described or otherwise reiefred to herein. | am aware that they will be performed by a
qualified gynecologist.

Name of the Doctor performing the procedure : ... AL MBDROM TR e

Consentee : Witness:

ﬁ SIGNEMING & i R b eteess S isins
Name: ............... E@A@MKU\' NGB : ... coorsmsenssmarionnestuetbiig it e N NI

Date & Time : L({Q,C:znr.,um DAL B THIET woocenserommscsmmsmmussonssmmommioo B b s

Signature : ........

Patient Attendanj :

: Doctor :
Signature : .......

N T .

Relationship with Patient: OSEAND Name : Q\‘iwm
S et W“LQ,\\M‘{ ................ Date & Time : MC[M,“A’M-

L85110TG1998PLC029914 www.rainbowhospitals.in
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Rainbow”

Children’s & BirthRight

s el R
Induction of Labor Consent
Name: M VouTh THAKUR . Consulatant: Ty MAORIVM (TR
Date of Birth: nW\9l\aag Registration Number: wH-g¢|9q¢uam

ANCNo: to33 3 |v| 26~

You are scheduled for an induction of labor on _& slelat (date)at __ 3@ (weeks of gestation).

The reason for your induction is __ <T&R¥ GELTHTIO N

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 of 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.

I 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.

\W oxte lat

Parents Signature Date

Alchag

= 9
Husband’s Signature Date

\

Doctgr’s Signature Date
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. Jbservation Score Chart . Obstetrlcs

Bmnann J wmw—eeaoo
/@ CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

E/é/ Date
=k
e rwin |—2-28 AL S L s T M S ) L W
corresp. box) | 11-20 - o a0 W O 8 L A H A
Saturations
Administered :
40
39
= 38
a 37 % e A P PR Nz 2 .
o 36 A b
as
< 35
170
160
150
140
) 130
z 120
1 110
= 100
o
® 50 5 ) Y
80 : Ty hal Flip AV 90 Ao 0o
70 T | B Y
60
50
40
190
180
170
s 160
g 150
= 140
(o]
t§ 5 N S——ra
8 120 i i + 30 11 w W
- 110 - T L L, B oY
3 100 0
2 90
B 80
70
60
50
130
2 120
g 110
55 100
o=
E 90
E 7o 0 ) G L)
£ 70 10 A LA B Ay
g 60 o 'Lq o Czﬂ\ ¥ g
5 50
™
40 W
— v
NEURO \“:l?"t | | | | [l Pk s
RESPONSE e
(] Pain
Unresponsive
URINE > 30
mis / hour < 30
Protaimir Protein + +
roteinuria  Forotein > + + I o i
|  Normal h H
Lochia Heavy / Foul [ ; . i
Li ; “Clear / Pink )
M Green - § ;
i i = B v
TOTAL YELLOW SCORES o o é r’
TOTAL ORANGE SCORES = 0 o = = ¢ I T 0
Nurse Initial b A{J} ) A 4 :ﬂ/ ,gz F ; |2

Docu. No. : RCHBH /FRM / CLINICAL / 053



Obstetrics and Gynaecology
Early Warning Signs

N
1 Yellow Alert :
Repeat Observations
in 30 minutes
L
4 g ARG %
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
N i g Y,
4 )
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
N P

* The Modified Early Warning Score (MEOWS)
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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

RESP
(write rate in
corresp. box)

Saturations

<94 %

Administered

0, (L/min.)

2, dway

40
39
38
37
36
35
< 35

aiey LeaH

170
160
150
140
130
120
110
100
90
80
70
60
50
40

a9

anssald poojg Jjoishs

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

ainssald poojg J1joiseiq

NEURO
RESPONSE
[

130
120
110
100
90
80
70
60
50
40

Alert R ) |
Voice

| Pain

Unresponsive

J

URINE
mils / hour

7

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul [

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial

Docu. No. : RCHBH /FRM / CLINICAL / 053



Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

% N

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS i

Observations
Observations in 30 minutes

N =

i~
> 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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It takes a bot to treat the bittle.

" FLUID CHART |

.Birt
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BY RAINBOW HOSPITALS
Your Right to aSafe | Dall\rnry

_em,\

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.

|

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

Intake Output IV Site
Date | Time gaéﬁ Route NG | Diarrhoea | Vomit |Drainage | Urine T;]gr%g%gl I\?ﬁgge
Mouth | IV | NG
08:00 am
.& 09:00 am
\\ 10:00 am . o .
%‘7 11:00am |’fé_0’f’£()0wj v | o ||\ b
12000m | 1)) o fre | 0 Vrlbk
01:00 pm I'P;a o ) O ("V' ?df
Total Intake : ) <o (W ~ Total Output : orae L (® %
02:00 pm o | 1poef )
0300pm| , / 1 0
No oao0pm| ¥ [Yoorf 0D AL
X [os00pm| o | poord 10 | 1%
o woopm| 8 Optdoe S 0
07:00pm |l , eopf | TEM | 16 YW 0
Total Intake : RYZ; Total Output: - |) quuno’ \
sy Gt B W oY%
090pm | o (g0t P DgnA) — 1o 4 J
Qo [10wm] Fy that + blioop o |- \U
A oo o Sowd «  |[@™
1200am 1 o (o] G
0100am ls 54 onk. = |t
Total Intake : 6 G o\ Total Output: Dol
02:00 am \D&Vv | 1
03:00 am o /
\\0 04:00 am (MM
e | 05:00am W
& 06:00 am o |
07:00 am vl . @}ﬁm
Total Intake : Total Output :
Total 24 hrs. Intake Total 24 hrs. Output
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It takes 3 kot tn treat the Mtle. Your Right to a Safe Delivery

| FLUID CHART |

T L S

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.

Itake R e
rom .
Date | Time glfagﬁi?i Route NG | Diarrhoea | Vomit |Drainage | Urine | PQlebitis h?lljg;gé
Mouth | LV | NG 2 -

A

\(a 08:00 am waks
26

09:00 am 4 P H A
10:00 am g

11:00 am @ i
12:00 pm o
01:00 pm
Total Intake : Total Output :
02:00 pm \
03:00 pm B
04:00 pm / A
05:00 pm 7 P

06:00 pm / =

07:00 pm 2 e

Total Intake : . P Total Output -~
08:00 pm / // < ng
09:00 pm v a i
10:00 pm 7 5 T

11:00pm L W (@
12:00 am /'/ _ S\ \M\_Qb iz ﬁ/
01:00 am - P Q0 gt 4

Total Intake Ay A Total Output :
02:00 am I i
03:00 am i

0400 am / //
05:00 am =

06:00 am
07:00 am
Total Intake : Total Output :

* | Total 24 hrs. Intake Total 24 hrs. Qutput

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



Patient Sticker
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Rainbow” o
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Hospital BY RAINBOW HOSPITALS

It takes 3 Jot to treat the fitie. Your Right to a Safe Delive_ry

| FLUID CHART |

1. All measurements in ml.

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

Output : Vsite |

Nature

Date Time of Fluic

Route

NG

Thrombo-

. % P . 5o sign.
Diarrhoea | Vomit |Drainage | Urine p's‘lggr'gs Nu%se

Mouth

LV

N.G

e

/

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Totglrﬁulput .

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 / CLINICAL / 092

Total 24 hrs. Output
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Mres YOGITA THAKUR 5 i C J R ;%
27Y11 M4 ) W ™
[_ﬁ " g ":I:JMTAANIRUDDHAOITAY t / Cﬁllrlldr%n 'S . B|rthR|ght
T rospital _ | () remeonssis
MEDICATION RECONCILIATION FORM
Drug AIErgIes: ......ccvvvevereererererceinas /b' ..................................... (] 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: .............. AL Shifted to: ..... Poom(gog) ......................
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.-No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | nore / Time ?gﬂ:ﬁ,’gg
ONUE
1 Te THH Roxr N& |21 Cma. Po DALY 2 6l6lag e 00c
“T- CERXA = bl
> ! rao- Yoo "“(T Po UL | Se [JDC
i ¢
3 T: pPARAHENTOL 1.em Po L&L, 261€26| 2 1DC
Chn
4| s Fen A orag Po haly 2%|8lee | ¢ CnC
21 TUY -
5 T Pompatole | Lomg| PO bhuy | 2616 Lo Do
. &Mep :
6 | SMRUP DUPHMAC (ML Po Mg telfht | oo nc
7 gc 4nc
8 JC [JDC
9 Jc 0pc
10 Jc ODC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .........

* C- Continue, DC - Discontinue

Date & Time : &Glélﬂ-ﬁroﬂi&nqﬂﬁ
Nurse Name & Signature: ........... MMM L.
Date & Time : Q\Bl"[%

Docu. No. : RCH /FRM / GENERAL / 090
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ST

MEDICATION RECONCILIATION FORM
Drug Allergies: ........ccccevveeenneee. N”

1 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: .......... J_I.Lo ........................................ Shifted to: pCOm ..[O.%] ...............................
SN0 | (GENERIC NAME CAPITAL LETTERS) | (g, mog) | (PO, NG, S, v) | FREQUENCY | payt ind ‘?gﬂ%’ﬁg
I N "oy | 16l pot100
2 Oc ooe
3 ¢ DG
* Oc ooc
5 Oc Ooc
6 Oc Ooc
7 Oc ooc
8 Oc Ooc
9 Oc Ooc
10 Oc Ooc

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : %%Cfmlw—
Date & Time : QHGP%,LL&’;E.-M

Docu. No. : RCH /FRM / GENERAL / 090



S

Rainbow" | @ 0499540 IP-00060478 Ref. No.: F/HW /DC/RP/INPR/05.a

Children’s
: OGITA THAKUR
Hosp[tal ',:‘1"0:“,, 27v11M180 (P

o T o T | s T
b - REGULAR PRESCRIPTIONS k= 1 U
DRUG: T PEASTO PRAOLE. D?‘”,&L

Time

W

Dose Route | Frequency | Start Dt. & O
OMNLE.
torq| Po  [QNCE | nll o O

Name & Signature of the Doctor
starting the Drugs:

B D Quealoc

Additional Mstructions: *

Daily Doctor's Endorsement by a Sign.

ate» k}O
DRUG: (ytop Doptaeae o\l

Time

. Dose Route | Frequency | Start Dt.
A Cen
sk | P (o] acte
| Name & Signature of the Doctor
3 ND)| starting the Drugs: N

e <
,L,) %’ A qul&_‘.\a}‘.
g‘\q Additionaldhstructions:

G de ¢ oeé%éi;z’f’

Daily Doctor's Endorsement by a Sign.

Date»
DRUG : =
Dose Route | Frequency | Start Di. ;
am Name & Signature of the Doctor
starting the Drugs:
’ Additional Instructions:
Daily Doctor's Endorsement by a Sign.
Date»
DRUG : Time
Dose Route | Frequency | Start Di.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in



W

Rainbow" Ao
Children's SBlrthR[ght

Hospital ETRANI HOF M.

Ref. No.: F/HW /DC/RP/INPR/05.a

Patient Name :

|.P. No

Sheet No.

Wards Weight (kg)

REGULAR PRESCRIPTIONS

DRUG :

Date»

Time

Dose Route | Frequency | Start DL

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

Date»

Time

Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions

Daily Doctor's Endorsement by a Sign.

DRUG :

Date»

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

Date »

Time

Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

CIN : U85110 TG1998 PTC029914

www.rainbowhospitals.in



VIH-00198540 IP-000604738

Mrs YOGITA T

11-07.1998 HARUR "%
27Y11M15p (F) I

Or. MADHUMIT, Rainbow @

LTI . i

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

STAT / ONCE ONLY DRUGS
\
Name: ........ M. M.‘T_lﬁ!“ﬂ ................................................................. Weight: ......coccoovv... kas
Shedt NO: oo
DOSAGE & OTHER SIGNATURE
DATE TIME MEDICATION INSTRUCTIONS ROUTE  Mpoctor | Nurse-1] Nurse-2
NG MeruLergo- ’
a5iche J0:00A ~ MeTRIN € ©anG 2rq ?— CE e H@\

Docu. No. : RCH /FRM / CLINICAL / 136



VIH-00198540 IP-00060478
Mrs YOGITA THAKUR Np— rf///
- 14-07-1998 27TY 11 M1
Or. MADHUMITA ANIRUDDHA GITAY . Ralnbow . . -
( 2 Children’s ® BirthRight
m “‘ “Iln“ul"ll | Hos pita| . BY RAINBOW HOSPITALS
It takes a kot 1o treat the littie Your Right to a Safe Dali livery
~
Date of Admission: ......! L\% Drug Allergies: ... N"P ........................ Zm(nown 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.
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.
SOS / PRN (As Required Medication)
; Date»
DRUG : Tige
Dose Route | Frequency |[Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Dater
DRUG : Tie
Dose Route | Frequency |Start Date|
Doctor's Signature | Valid Period| Pharm.
Additional Instructions:
Date
DRUG : Tige
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118

Page: 1/4
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VIK-00199540

Mrs YOGITA THAKUR

IP-00060478

W
11-07-1998 AGLLETT- IS UIDS CHART Weight. %\D\ Ward. ....coiimien
Or. MADHUMITA ANIRUDOHN A GITAY .V. FL g oy e
mmmmmmﬂmumm” position of 1.V, Fluid Route [[1ow Rate Dgoizt,? r Nslfésﬁe Stopping| Sign | Sign
Date i {It intusiun, mention mi/hr = Mcg/kg/min. etc) q“/, )%
M} " _ Lﬁ
D owwrecn U |y ?/ & ? :
Ae :’EQ’\ TN} 9';01*1!- Eaaer “ @A v (y\V
P2 Lerpe W
\)“V affc,
Q30 Rimcar_ W Fe ? 62/ ‘é/% /
Ol ocev@vaa €y }e‘n\-.lf a(’g ’%
o\ ¢ 15 1w (oMl Runger | (v . ?/ @*&/
o)

Laapae

Page: 4/4



Mrs YOGITA THAKUR
11-07-1968 Yy

11M140 (F)

Dr. MADHUMITA ANIRUDDHA GITAY

LT

Weight. %k’t Ward. \\LD

VERIFIED BY

B
i&

-=
Y

3
i e

Date»
W\RIABLE DBSE Tlg‘le I Nurs‘e'Slg | Nurse Sig. ] Nurs&S&q l NurssSig
. w%' N G__ Dose Dose Dose Dose
) DRUG : tLonon Dr. Sign. Dr. Sign Dr. Sign Dr. Sign
Route Start Date e floms fless b
LocrL 2.;" L Dr. Sign Or. Sign Dr. Sign. Dr. Sign
Name & Signature of the Doctor Dowe Diose Duse, Dose
ﬁ cDAt Cr"t e‘kw‘ ' Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additiona! Instructions: P o Ve P
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
VARIABLE DOSE Dalg> . |
|igle | Nurse Sig | Nurse Sig | Nurse Sig [ nurse sig.
RestooiNeg . s o —
DRUG : O",,rmm Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Route Start Date boss Dose Dose Dose
LoceA Zf‘ c Dr. Sign Or Sign. Or. Sign. Or. Sign.
Name & Signature of the Doctor e o Rose Dote
kS q_)\;q . ,l . Or. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: Do D D L
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) _— Dosage & Other :
Date Time Medication T i Route Signature Nirses {i
!
as\éllb Nyshm| T MtSoPROSTOL as meq PV S ol V
-~ Y pcf,’]? - f" =
o O\ ) k’ D 2\~ "
L—?‘-’\-“’\“'( -))'q,pm MISOPROSTOL 2SS miQq N A= ét‘
INT - (EFoTHImME )
Yl \'a
»iche Tpm CONFTEL THT-Dole) S
\ EnCan ) o
acle b E’W Paenel Tt (n‘,& P S
L] (_‘ —— |
' T \
2ctche | 3o pwm B ARG womM & Dy et —
Pl -
wufelre| 0P | "\ ppeniemete Q ¢4 Dy —Roty—
proMIDE & ’
. i '
glelre |10:30pv0 | Tpporaverine LoMG Ty ,ﬁk oD
a5tc et 101 U0 “T-Mitop oot Y oo W 22 7%., - =
Pm [o Qﬁ r ’%\/bb
b6t o o g | B 0P ey o | g [P
z “PratACTREYG RE j.«-fﬂtC' S W - PT0)
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|P-00060478

. T‘L:E?EI:?WK;;J ::nh:* 1‘01::1' ”{Fn
\“mm“\m\m\\\‘m\mm REGULAR PRESCRIPTIONS Weight. .....\.0... % Ward. . *")
DRUG: 7- THYROX[N € %?;‘:’R. ;c}\b

Dose | Route Freitjjgngy Start Date| o | W ,.QLGJ

Name & Signature of the Doctor

Starting the Drugs:

25 PR NAOSHEEN

§\ 12:smeh Po | Qaiiy | 25lbhd AT kY
@
=

Additional Instructions:

ON EMPTY STOMACH ,

Daily Doctor’s Endorsement by a Sign

DRUG: T' CEFXI1M& Date

Dose | Route |Frequency |Start Date| .\ Z)Kr”
>4 ) }u

§£§_w Mg| po | T4, | wle W
Name & Signature of the Dottor

Additiondl Instructions’ W

gfg Starting the Drugs:

% ‘ cDAfuxAhm N
& n
=)

Daily Doctor’s Endorsement by a Sign

~ ; . G LET Date»
%iﬁ DRUG : T+ PheA Aol Tir'nefl‘:\b
ON| Dose | Route [Frequency |Start Date|, o @90 |
g 24m| o SIE}% wie [g 1
Name & Signature of the Dottor
5?8 Starting the Drugs: 5@5\
SN T
& [ Additional Astructions. \h“\
Q:/\}

Daily Doctor’s Endorsement by a Sign

DRUG: “T- DWlroptunc D.ate' llo

S~Q| Dose | Route |Freguency [Start Date| o |¢4V°
Sy corg| o | T N
Name & Signature of the Doctor o\ =
Starting the Drugs: "'";\
= % D 4’uu b
Fa)
% Additionalinstructions: AN

Daily Doctor’s Endorsement by a Sign
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