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e ‘ 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 e _Telangana, INDIA ,500009.
Hospital - TEL NO :040-42462200, Ext 2000,2001,2002
+ Rainbow WEB : https://rainbowhospitals.in
: A)
ADMISSION SHEET

R LR RRINEL A LA (IR LR
Registration Details : .

Admission No : IP-00060497 Admit Date : 27-Jun-2026 Admit Time :07:02 AM UHID : MAH-00374774

Patient Details :

Patient Name : Mrs AILENI SREEJA Age :28Y5M21D
Guardian : Mr p.manikanta DOB : 06-01-1998
Gender : Female Religion
Occupation : Martial Status
Address (H) - alwal hills road no 4 laxmi niayam ts Haig Phone No : 8520038488
Lines Hyderabad Telangana INDIA 500010 E-mail - sreejaaleni0378@gmail.com
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 : Mr p.manikanta Relationship :W/O
Contact Address - alwal hills road no 4 laxmi niayam ts Haig Lines Phone No : 8520038488 / 7013841897

Hyderabad Telangana INDIA 500010

voctor Details :

Doctor Name : Dr. BHAVANA K Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor  : SELF Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 27/06/2026 07:04 Printed By : 017885 Page 1 0f 2
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Children’s | ‘ BirthRight

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name | Mrs AILENI SREEJA UHID e MAH-00374774
' Father/Guardian Mr p.manikanta | Age/Gender 28Y 5 M 21 D/Female
AbdBvadi alwal hills road no 4 laxm;i niayam ts, Haig Lines, Hyderabad, Telangana,
INDIA, 500010
IP No IP-00060497 | Admission Date 27-06-2026
Ref Doctor SELF Discharge Dat(.a\ * :

DISCHARGE SUMMARY

Consultants : Dr. BHAVANA K, CONSULTANT GYNECOLOGIST &
OBSTETRICIAN

Diagnosis: G2A1 with 21 weeks with hypothyroidism with Pre
Gestational Diabetes Mellitus (insulin) with short cervix for cervical
cerclage.

CERVICAL CERCLAGE DONE UNDER SPINAL ANAESTHESIA ON
27.06.2026

History:

LMP: 21.01.2026

Obstetric formula: G2A1

EDD: 07.11.2026

Gestation at admission: 21 weeks

Obstetric History:

G1 -7 weeks/ Missed miscarriage/ MERPC/ D&C/ lifespring hopsital/ 2024
Present pregnancy

G2- PP- Spontaneous conception.

Medical History: H/O Hypothyroidism since 10 yrs on tab thyroxine 125 mcg

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs AILENI SREEJA UHID MAH-00374774

once daily.

H/o PCOD since 8 yrs took tablet
Family History: Both parents- Hypothyroidism, HTN
Surgical History: D &C in view of RPOC in dec 2024
Allergies: Nil

Antenatal Details: Mrs AILENI SREEJA was booked to Rainbow hospital at 7
weeks of gestation. She had regular antenatal checkups and investigations as
advised. Diagnosed with Pre gestational diabetes mellitus at 17+6 weeks
managed with insulin glargine 20 IU OD. On Tab Ecosprin 150 mg since
conception. TIFFA scan done on 24.06.2026 showed SLIUF, 20+4 weeks,
placenta- posterior high, CL- 28.3 mm, unilateral choroid plexus cyst 11.2 x
7.8 mm, no anomalies. She was admitted at 21 weeks with hypothyroidism
with Pre Gestational Diabetes Mellitus (insulin) with short cervix for cervical
cerclage.

Investigations: Enclosed.
Blood group: A POSITIVE

Surgery Notes:

Operation performed: Cervical cerclage under spinal anaesthesia
Indication: Short cervix (28.3 mm)

Operative procedure:

- Under strict aseptic condition, under spinal anaesthesia

-Parts painted and draped, bladder drained

-Anterior and posterior vaginal wall retracted with sims speculum.
-Anterior lip of cervix help with babcocks forcep

Intra op findings:

- Short cervix noted

-A small 0.3 x 0.3 cm ulcer noted on anterior lip of cervix.

-cervical cerclage done by Mc Donalds stitch
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Name Mrs AILENI SREEJA UHID vedt MﬂH-dO &:ur Right to a Safe Delivery

- Knot placed anteriorly
-Hemostasis secured
-No active bleeding noted.

Post-Operative Notes: Postoperative period: - Uneventful. Patient
comfortable and FHR good at the time of discharge

Advice:
1. Complete bed rest
2. TEDD stockings
3. Tab. Taxim-O 200mg twice daily til] 04.07.2026 (9am - 9pm) after food.
4. Tab. Calpol 500mg (2tabs)thrice daily till 04.07.2026 (7am-3pm-10pm)
after food.
Tab. Pantoprazole 40 mg once daily till04.07.2026 (7am) before food.
Tab Thyroxine 125 mcg once daily on mepty stomach till further orders.

Tab Ecosprin 150 mg once daily from 28.06.2027 onwards till further
orders.

7. Continue Iron, calcium and folic acid as prescribed.

8. Continue Inj Insulin Glargine 20 U once daily after dinner

9. Clingen forte pessary per vaginally once daily at bed time till 12.07.2026
10. Review in emergency if PV bleeding, leaking, pain in abdomen.
11. Fetal ECHO at 23 weeks on 11/07/2026.

9o

Review after 15 days on 13.07.2026 in Gynec OP (This consultation will be
charged).

For OPD appointment contact 040-43404340 (between 8am.tos

p.m.) (or) log on to www.rainbowhospitals.in (or) contact our Toll Free
number 1800-2122

In case of emergency like bleeding, fever - kindly contact 040-42462200.
Extension 2220 (Rainbow Hospital, Karkhana).

ASM Accredned) KU y 3
TPATET CLB scoredited IVF)  SECUNDERABAD(NARE d ' MG - 4348 1400 Bmargmaty 3848 T 1350
SO DLTRATSNIY CLiC Ummeryaney 3 040 - 4746 p——— ey

1800 2122 © www.rainbowhospitals.in




Name Mrs AILENI SREE]JA UHID MAH-00374774

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 I understand and I have
understood the same.

2 9

N
o _ 0 * A
Name : f& 'g‘néﬁﬁ O Signature : /D = Tl g

Relationship with patient : 961(r
This summary has been explained by :
Summary pyepared by: Dr.

Registrar/Resident/C.M.O

Dr. BHAVANA K

MBBS, DNB, FMAS, PGDMLE (NLSIU), MRCOG (UK),
CONSULTANT GYNECOLOGIST & OBSTETRICIAN
54774
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UBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: 02:}[6}26

Baseline Inturniatiun:

Admission From: O ER ] OPD MSion Desk [ Others, specify ... L—I ) .

Primary Language: elugu AT English [ Hindi O Others, specify ...

Doyourequire aninterpreter? LZYes [INo  ifYeSSPeCify ..ooeeererrvernnnnnn, BINCIRINNL -~

Source of Information: /__D Patient I Family [ Others, SPECITY .....evvsereeseensecscsinns

Allergies: [ Yes ‘E*No/ [J Medications [ Blood Transfusion (] Food B O e
Ifyes, identify....... T ot A T R R TS ST o e S e g san s oo

Chief Complaints: .. Ceﬂ” iCad. CQJ\C(Q&& ......... Doctor Notified on Admission:/’_.l«‘rfs' CINo
. Name of the Doctor; .R2.3....ALKiH ...
T — revesssnnee TiMe Notified: @:zlﬂm "

Past Medical History: Obtained From D‘P’aﬁent (] Family Member ] Medical Record [ Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

HU Poth 20 1d! \
Pobkzeidisn since | P e in pec -
® ¥
YA Plos:- @yens 024
Gynecology Assessment: [] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual HIStOry: ........omcessesssmsenenennnenes | Ca€Sarean Section: L0 1 Yes Contraceptives:  ANo [ Yes
s | GBIVICAI Cerclage: -HNo [0 Yes Vaginal Discharge: dﬁNQ O Yes

Onset of Menarche: .. seesssmnsssnssnenns | ECtOpIC Pregnancy.£TNo [ Yes Post-Coital Bleeding: ,ZTNo [ Yes
Menstrual Cycle,sz egular [lrregular | Myomectomy: _£TNo [JYes Infertility: CINo (I Yes
Last Menstrual Period: 21\ 112626 | others:  — If Yes Type: [ Primary [J Secondary
Obstetric History: G ..2covccnieee. Pl .- A’

Previous LSCS: ....... N.O
Current Medication: /B’None [ Yes, If Yes, Fill the reconciliation form

Family History: [J No Abnormalities Detected
[ Heart Disease L] Hypertension (] Diabetes ~ [J Stroke [ Seizures [ Kidney disease

[J Liver disease Dother ... BalA... Panents. . HUPo £y Mald HIA
Vital Signs / Measurements: Temp3&..L0 5. HR: 86 blah RR: \& bl st
BP: Mo fFoet 9 weight: F4hak9 Height: 12.%...  BME ...

Pain Assessment:  Pain: [l¥es [INo (If Yes, complete the Pain Assessment / Reassessment Form)

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




MAH-00374774 IP-00060497

Mrs AILENI SREEJA

08-01-1998 28Y5M21D

Dr. BHAVANA K E
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PHYSICAL ASSESSMENT

General Appearance: [ +flealthy [Jill looking [] Anxious L] Agitated (] Others: ......vumeeersrevrnsernnnnns

Fall Assessment: [ YeS [INo Scoré............ (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: 9)‘35 [ONo Score........c..........  (cOmplete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
0 Maobility problem O Walking Problem )}Nﬁbnormaiily Detected
U Developmental Delay U Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: ,% Abnormality Detected
(] Overweight L] Poor Appetite > 3 Days [ Needs Therapeutic Diet.

[JUnder Weight [ Diabetes Mellitus [ Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Calm & Cooperative [ Restless L1 Depressed L] Agitated [J Confused
[ Others ..... s P (e prl )

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single ,Eﬂﬁn’ﬂed [JDivorced [ 1Widow

2. Special Habits:  Smoker: (1 Yes [0 Alcohol Abuse: [ Yes D/N( Drug Abuse: [ Yes M
Social History: Lives With .........cccoovevvrnvuennn. FCU“ ‘:l_‘j ......................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : [4Yes [JNo Waste Disposal Explained: .&£TYes [JNo
Infusion Pump : }XES CINo Hand Hygiene Explained: fD/Yes [J No [ Others

Above information given to ..... §%f8... é—’"@d Q.
Name of Person Orientation was givento: ....f\X3.... & ?16&? B i ssisinss
Orientation not given Reason: e Speelp o

Nurse Signature: &22

Nurse Name: . O

Date & Time: .. eﬂ?[ép 6 ? fQAm
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__Mrs AILENI SREEJA
28Y5M210  (F)

PATIENT TRANSFER FORM
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06-01-1968
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Rainbow .

Children’s BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a ot to treat the littie. Your Right to a Safe Delivery

Date & Time of Admission

Date & Time of Transfer Order

Treating Consultant Name

D-b’}\l?*‘;%

9316126 §laé
@ Flozom 09'4( &, 0501
Transfer Ordered by Reason for Transfer

From Unit

MU

To Unit

O.T

Information to Attendant

\@} No [ ]

Number of Sheets in Clinical File

Number of Imaging Films

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

32 - Yest ] No[ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1}
2
3
4.
5

Shifting Summary / Notes Written by Doctor : vey/ No[ |

Name & Signature of Person who is Transferring

515 W\

Name of Person Ordered Transfer

po - NN'H,‘A"_"(

Patient & Clinical Records Received by :

A Rudbon ¥

Date & Time of Patient Received : “1“4/[ e ('LC: @ (? ‘.CJ T .H_M

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

["] Unavailable Bed

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

] Nurse not Available

[ ] Available Bed not ready
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It takes a lot to treat the Bttle. Your Right to a Safe Delivery

Patient Name & UHID No.

MAH-00374774

Mrs AILENI SREEJA
08-01-1908 28Y5M21D (F)
Dr. BHAVANA K

AR

IP-00060487

Date & Time of Admission

og9/0s )26
/ P

Date & Time pf Transfer Order
29 f 6)z¢
A ONAL
e §.5°

Transfer Ordered by

D M&Cﬂw\u‘

Reason for Transfer

pock op cave

From Unit

o-T

To Unit
~a( U

Information to Attendant

Yes-ﬁ -. No[ |

Number of Sheets in Clinical File

Number of Imaging Films

L3

IR

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

; Yes[ | NoL ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
1.
2.
3.
4.
5.

Shifting Summary / Notes Written by Doctor : Ye;/D/-

No[ |

Name & Signature of Person who is Transferring

Sp- Tfoh

Name of Person Ordered Transfer

Dy, wodhav

Patient & Clinical Records Received by :

e

Date & Time of Patient Received :

Vbl @ qua0dm

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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It takes a lot to treat the litte, \"oIrr R-lght loa Safe Dellvery

I Aviiooioss o..—T FOR OBSTETRICS

Presenting Complaints LMP: 2) }01 }%% ‘_ E0D:
Corrected EDD: 7 f.\l}@o‘)g . GA: 2) weeky -

Obstetric Formula: G724 ) Menstrual History: Regular: [] Yes B/No

ML= 4 yas - Nem y
Obstetric Hostory: ma e/ Dhslelric Examllzlglio ] 7wl

&y, — mhssec mfe,ca{éja@e,/ SERPC’( ez Fzﬁun{}al Height! 7 2o wl:

Cla — faeset T"”f}”‘”’“?) Sp- concePHORy activiy: Erfelaxed CIMid  CIMod [ Severe

Present Pregnancy Record: Resked . 4o Liquor: itAdequate [] Oligo [ Poly
pey at 7 weeld’ | .
PP: - [ Cephalic  [] Breech Others

cxjnosecl ZPLpM af 17T 6wk

m(mwj&] on Snsulin \jl%'mﬂ 2070 o Head Fifths Palpable: ‘
RISK FACTORS: FHS El/ormal [J Tachy  [JBrady []Absent
T N Tak Eu:ssrb N 1S M OIinee “"‘Nﬁf‘-hoo .

Per Speculum Examination Nol Jous
Draining: (] Present  [] Absent []Bleeding
Colour of Liquor: [] Clear [] Meconium [] Blood Stained

-t shoest Cepix .
Gom (x) Vaginal Examination ~ ™Not dloue
v ra)‘.ﬁ
- MPOM1%1 L 'Qg) J Cervix: (] Long (] Partially effaced [] Effaced
~ Height: 1S.3.....cm
' Weight: .7.4.40 kg Os: Closed Dilated
A"ergies: ....................... H .‘.1 .......................... Memhranes: D Present D Absent
- M I Ab I
AR el L1 Ao Liquor: L] Clear [J Meconium [ Blood Stained

General Examination:  p} )s ¢fe/C .
Presenting Part: [ ] Vertex [ Breech (] Others !

Consciousness: (3 Pallor: &>

Icterus:© Edema: & Sutton: O0-3 O0-2 O-1 00 O+1 O +2
Temp: pfeb - PR: (0| bpm. Pelvis: [] Adequate [] Doubtful

BP: 06/€3 mmHy- DTR: ©.

CVS: 1S+ @ RS BAE @

Liver/Spleen: N A D - Urine Output:  Ad eg -

T T e ’
" Graf Wwith 2| weeks with bypothy sofdism (12s) with P2 )

: er\—m,lnoﬂ“‘ diabefes melltus (1) with Skl Cepnix

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

Docu. No. : RCH /FRM / CLINICAL / 087
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Family History: Surgical History:
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Medical History: Medication History:
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L Soseid plexun b [T
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=

A
Doctor Name: .......... 2% Ni\Wha . /L &
Signature: .................. @ .............................
Date & Time: .....21./6.). 2026 . 7 A

A
> o

Consultant Name: .......Rz.... Bhayana K -
ORI, i sisassissimasasmanssivssasiassivsasiass
Date & Time:
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Docu. No. : RCH /FRM / CLINICAL / 088
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nunuss <HIFT HAND OVER FORM

BirthRight
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Your Right to a Safe Delivery

Z | Diagnosis: C?z_,pl T kA ¢ THYPe ﬂl‘fﬂoldlﬁm Any Infection: [1Yes ¥#No [ Not Known
£ | (1230 Tpre Gedtotional diabebes MUt | vooanon
= ) .
5 Surgery / Procedure: M’Lﬂ! C{,L Post OP Day:
o | Date ‘ Qfﬂé' k \h"b
2 Shift N " 9 i
Medical Condition HYy 2 . '
% (Any special condition to be noted): i W .HW'W
= | Diet NBM | WO | agtdiudd
Allergy: O Yes/-}Nb 1 Yes (0 | Yes A% [0 Yes ONo | Yes COONo | Yes ONo
Ventilation (RA, NP, NIV, VENTI): A & ko
Tubes/Drains/Catheter: O Yes =NG _(.LYes ;'»Nn [1Yesv”No | Yes CINo |1 Yes CINo | Yes C'No
£ | Vital Signs: Temp: | 92.7F [9e.£p | 4@-CF
i Res: |12 blacf | 15090 | @ bafmb
% Sp0;: | (ept. \90? 100Y/-
] Pulse: | €6blmé| 23pP™ 98bimt]
BP: | (372t \\© m,u,& l.’nlqa_y
LOC: ¥ it | condnood
Fall Risk Score: | |5~ X s
Pain Score: | & © )
kin Integrity | 2n4e /| PN | Dudaek
Safety Needs: |-Yes C'No|CLYes C1No jg+Yes CJNo |1 Yes [INo |l Yes CINo | O Yes CJNo
Physiotherapy: | < o W1
g Others Specify: |1 Yes CJNo | Yes J#No |0 Yes # No |01 Yes CINo | T Yes CINo | Yes £ No
§ Special Diet: AR = S@‘k deck
S |Criical Lab Test/ Values: 3 o -
E |Other Special Orders / Medications: | -1 Yes =No | Yes (o | 0 Yese#/No | T Yes DINo | 0 Yes CINo | O Yes [1No
E PU Prophylaxis: C Yes ;No 0 Yes : No [T Yes (Mo |1 Yes CINo T Yes C1No | O Yes CINo
DVT Prophylaxis: C1Yes CLNo | Yes CJNo | O Yes Lo |0 Yes CINo | Yes CINo | O Yes CNo
; = e
ADL (Dependent / Non Dependent): |, q.n4.40 ﬂhﬁend Fw
L]
NoB W
Post Operative Procedure Special Orders:
Handed Over By Name : Do On buby
Signature / 1D : 20 533 ‘_’P 01§ %‘ E\gﬂﬂ’ﬂ!’-
Date: Heloe | 9slelt] avlohe
Time: (P4 st CRBA@
p — V \_.,
Taken Over By Name : 0 \ul’l /
Signature /1D : L_‘:]l _o'/ 1 ‘b_
Date: &?ﬁlb ot
Time: q \QSM mq.’wh

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

It t=kes & lot to treat the litte.

NURSING SHIFT HAND OVER FORM

BY RAINBOW HBSPITAL S"

.BirthRight‘

Your Right to a Safe Delivery

Z | Diagnosis. Any Infection: C1Yes [INo [JNot Known
g If YeS SPECITY: -.orvorooooooooeeeoeoo
'v:: Surgery / Procedure: Post OP Day:
% e Shift
% Medical Condition
é (Any special condition to be noted):
& | Diet:
Allergy: [1Yes CINo |7 Yes CINo |1 Yes CINo [1Yes [1No | Yes [1No | Yes (1 No
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: CiYes CINo | Yes C'No |1 Yes CINo |1 Yes T1No | I Yes C1No | Yes I No
£ | Vital Signs: Temp:
: gl
vgi: pu,.
@ Pulse:
BP:
LCC:
Fall Risk Score:
Pain Score:
Skin Integrity |
Safety Needs: | Yes CINo|C1Yes CINo|C1Yes TINo | Yes C'No |1 Yes C1No |7 Yes T No
Physiotherapy:
§ Others Specify: |7 Yes C1No | Yes TINo |l Yes [INo | Yes [INo | Yes T No | Yes I No
E Special Diet:
E Critical Lab Test/ Values:
E | Other Special Orders / Medications: | Yes ©1No |1 Yes No | Yes ©2No | Yes ©1No |1 Yes ='No|Cl Yes = No
é PU Prophylaxis: C'Yes CINo |C1'Yes CINo | Yes C'No |1 Yes C'No |l Yes CJNo |1 Yes CINo
DVT Prophylaxis: C1Yes CINo|L1Yes C1No|[JYes C'No|C1Yes INo|CYes [INo | Yes [ No
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature / ID :
Date:
Time:
Taken Over By Name :
Signature / 1D :
Date:
Time:

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

 Dr. BHAVANAK ] ’ BirthRight
S | (T NURSING CARE RECORD Hospial - | (g euemen:
1

Date: ﬁ}((})(

« | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [ Maintain Fluid Balance [ Improve Activity Tolerance [ Maintain Good Nutritional Status ] Maintain Skin Integrity
'§ [] Maintain Personal Hygiene (] Prevent Infection [ Meet Elimination Needs }Eﬂé'ure Safety [0 Early Ambulation Reduce Anxiety [0 Patient & Family Education
© | [ Identify Potential Complications (7 ANY OINBIS. SPOIHY........evovevrseenessesssaserestsseeesesasssesiessss s ss s s s s s bt
. . rse N
Time Plan of Care Time Implementation Evaluation Re-Assessment ';us?;naﬂ':g
=
£
-
=]
=
=
(=]
(=]
c
[-+]
=
<
<7 L » - \ ]
.'f-' — f gubé) A ‘ 1 h ? R X wmih DA A = N Vi N o -
J1071 fH \ Y Ay
-— ! X [, __{-», rJI} 74 G =
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"V NURSING CARE RECORD Hospital | e mmecmoms
Date: .:2”{’&276
e | [ Maintain Airway and Oxygenation L] Relieve Pain & Discomfort t/Maimain Fluid Balance [ Improve Activity Tolerance Mainlain Good Nutritional Status [ Maintain Skin Integrity
E [] Maintain Personal Hygiene | Prevent Infection | Meet Elimination Needs - Easure Safety | Early Ambulation Reduce Anxiety [ Patient & Family Education
| ] Identify Potential Complications L1 ANy OHErs. SPECIY.......ooiiiiiiiiiiiitiii ettt et e e es et ee oot t et eee e
Time Plan of Care Time Implementation Evaluation Re-Assessment 'ﬁ“;?;nﬂ?l[',‘g
e~ ' - - % i ¥ ]
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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 =% Telangana, INDIA ,500009.
Hospital .'gg ' TEL NO :040-42462200, Ext 2000,2001,2002
x WEB : https://rainbowhospitals.in
D

4

ENT FOR TREATMENT

Patient Name: Mrs AILENI SREEJA Age : 28Y5M21D
IP No: IP-00060497 Sex: Female
Consultant: Dr. BHAVANA K 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
~!50 consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

surance 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.

I 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
irance. In case of failing the submission, | will pay 200/- Rs.

3 IP Guide book has been given tome and ldhave been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient/Relati

Name: V]au,{, [C’ew_;fa Patient Address:
; fins ; > alwal hills road no 4 laxmi niayam ts
Relationship: FQ'H;“Q N Haig Lines Hyderabad Telangana
; . : INDIA 500010
Date: 2 . =)
- 2HG o 24 Time: 0 2 At

Wittness Name:

Wittness Signature: é.\fﬁu‘_,. !
—_—

Printed Date / Time : 27/06/2026 07:04 Printed By : 017885 Page 2 of 2




@ =
INFORMED CONSENT FOR SURGERY OR Children's ‘BirthRight"

SPECIAL PROCEDURE Hospital_ | () zumemuer

Patient Name : ....J18S. . ALLENL SREETP  Gonder: 1 Male  O-Female Age:..ZB. Mo

UHDNo: ............. N‘}H‘O"STQ??L; ....... Date : Q?‘H'}%%

Instruction:

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

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

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.

I 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 ortreatment.

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form

? 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. Ihavehadachanceto ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery/ Procedure: ... DR.... BRAYANA K.
Consentee : 9 Patient Allenda&— S

Signature : ... 425, Signature : ......>*% e N
Name: ... 1R ALEENL SREETA Name: ........ MW .................................
Date & Time : ......27/.6./20.24. .. T 12.AM Relationship with Patient: . 5\9&"‘) ..............
Witness :

S e senevenionenenncnransenrasnsnsessasanns

Name:...ONe ...

Date & T S

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

C GENERAL / Children’s ‘BirthRight'
REGIONAL ANAESTHESI Hospital | (e

MONITORED ANESTHESIA CARE

\

Patient Name : ..... &’ \LEN\ ..... QREEIQ .................................... Agezg"ﬂ’r Gender: Male 0O Femaled

UHID NO: . M&H 00 534aY Surgeon Name: b“ W

Anaesthesiologist : D’i T g T
Operative procedure planned : C&"“L"‘w‘“ﬁ
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

[0 Heart disease 'O Hypertension 7T Diabetes mellitus [0 Renal failure

[ Hepatic disorders O Shock [ Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

T s ¥ o B R A A R T AT R RSB SNaASTasn ipsadaisisaas
B OO v § SR
« Doctor to document in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform wupon me / my patient
A‘LEN‘ ....... Q‘Q":ETA ............ the above mentioned operation / Diagnostic / Therapeutic procedures

| authorize and give consent for anaesthesia (@/Regional / O General Anesthesia / [J Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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



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

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

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

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

- Pregnant :JZ( Yes O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia /£ eglonal Anaesthes:a/ onitored Anesthesia
Care to be given and discussed the risks that particularly concern this :

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

Patient / Patient Attendant ; Witness :

Signature : "Ars{m Signature : .....

Name: ........../2x....... 228 X NG i i B TN i
Relatioy(ship with Patient: FQJ*W Date & Time : i JERTLL

Date & Time - 91)6/2&%7’3”-‘?“}




MAH-00374774 IP-00060497

(D-, ,(KH,LWJ&M l"—- Mrs AILENI SREEJA

i Ty pas NSt cos e B i 06-01-1998 28Y5M210  (F)

Dr. BHAVANA K 2
L e e | VAT A
s A F ETY c H E c KL I ST Anaesthetist : D“!r”“‘m.:.&uﬂ}v ......... spital nd wedroes
Scrub Nurse : . SX.... 218\ e, i R IN-tiMe : ..¢p.y. T B
WRSTANVY & g
Before Induction of Anaesthesia > > Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time:. 2./ AV TIME OUT _ Time:... 22 L& 944 SIGN OUT  Time:.. 2. AJEA
Patient Has Confirmed p/ Confirm all team members have ’Nurse Verbally Confirms with the Team: )
Identity Yeg C'No introduced themselves by Name and Role CYes C)No The Name of the Procedure Recorded  iYes CINo
Site :ﬁ JNo Surgeon, Anaesthesia Professional and . ' 5 That Instrument, Sponge and Needle
Procedure es . CINO Nurse Verbally 3“""_"“/0 ne- f SYae) Counts are Correct (or Not Applicable) /wYes CINo CINA
Consent \;wes/ CINo i 4 Correct Patient (Check ID Banc;)’\} *=Yes CINo The Specimen is Labelled (including
Site Marked OYes ONo Correct Site v\ E=Yes [1No patient name) OYes O Noyﬂ
Anaesthesia Safety Check Completed Bs ONo Correct Procedure —> L e LLW'Y;;S [1No Whether there are any Equipment <
Pulse Oximeter on Patient & Functioning s CINo Anticipated Critical Events iy Problems to be addressed C'Yes ?ﬁ O NA
Does Patient have a: Vm/ Surgeon Reviews: ) \9\ ge=t" 0
Known Allergy? LJ@A What are the Critical or UnexPected! . To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, & ™ Wikt e the key comme oY
. : Anticipated Blood Loss?~ Mo 1 € ,Z@ ONo CINA and management of this patient? CYes CINo
Yes, & Equipment / Assistance M/ h
Available C1Yes \CAO Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? O Yes )21(6 CINA
(7ml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned C1Yes E’N(/DNA Been Confirmed? are there Equipment ,7?/
Blood Units Reserved CYes =40 CINA issues or any Concerns? A=Yes CiNo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? CYes CINo CINA
within the last 60 minutes? C1¥eS ONo ONA Power Supply, Earthing, Power Backup
and functioning of equipment checked. OYes CINo
SIS ©cocnnamanis Signature :...........H.. L5 ). ("-7 ................................. SIONAMIND 5. oot T ety
Name :......c..ccoocevvnnee. (Eg Name ................ Bv V) A S 1 R O3, | .. <

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



MAH-00374774 IP-00060487
Mra AILENI SREEJA

0&01':::: o 28Y5M210 Rain';%w' .

Dr. B N, [ . . ™
L I|||||I|| B & VUL .g”&i&w‘g
OPERATION NOTES

S ¢ Asst. Surgeon :
urgeon: Dy Bhavana  Kacu e ¥
Pre-Operative Diagnosis: th;’,;i: uﬁuﬂm&\ ::ur!cz.i . o cﬁﬁsﬂif < PGpM (p)
i

Surgical Procedure :

cerncod ceqr lage -

Indications for Surgery : St cennsne (R g 5mm)

Date: 2 / 6 (e StartTime: 3.\ »n EndTime : 2 » (s &}
\
Post Operative Diagnosis:

Peri-Operative Complications:

Amount of Blood Loss:  pay hy v ) Blood Transfused (in ML)
Name and Number of Surgical Specimen sent for examination:

Operation Notes:

~ wndex Ahnek agf_{;( (e wnelderh , wWnder €4,

_ parls punléd & dvaped, bladoer draved

- Prdeecor ¢ poctex e vagined wall Xeha ded il
L (2]

&

oA s gpe adom - -
Doc. No. : RCH i/ FRM / CLINICAL / 099 T,
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— Pateteesn \ MR ©p hrdings | -

(10 Short cearsine rnoled

/2 A small D. 3 X0 2ém wuleex. notecd o  Arteecor

u&f/J’B qu cBRA/ [T -

~ Pniexion ,&%o of cevine  Aoeld i babeockas

[
porcep

_ i a) C,Q»\cicLUge_ Adone Ioug Medonald o skl

~ knob PDL-;(L-(:‘_GL w&&mcg ;
- Yemogtare Lecuned

- No aclive bloeding

J

pest ey -  uneveathd -

Dost op drcdatihpar - sy wid Do KRe W iy

__.-—‘———f———'__
\0;/0_@5[:;4,&1/3 , ollow CJ.X,L{:)Q chax b, ww'hr.w*&lo ,/n:}{low

Name of the Surgeon: .........

Signature Of the SUMGBON: ..o

Date & Time: ?q{&(%%rus\ﬁm



MAH-00374774

Mrs AILENI SREEJA

lll-O‘t 1998
BHAVANA K

IF-UuUoUas

2Y5M21D (F)

S LU

o,

Y
Rambow " o AL
Children’s @ BirthRight
Hospltal . SYRARSSW HOSH{ALS

eat the [itte. Your Right to a Safe Delivery

Earny warmny vuscivdtion Score Chart - Obstetrics

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

Date

g!gl l.?é Time | 8 | 9

10

111121 1]2]| 3] 4

10]11j3121112]3)14]1516]7

> 30
21-30

RESP

(write rate in

corresp. box) 11-20

D-10
94 - 100 %
<94 %

Administered 0, (L/min.)

Saturations

40
39
38
37

2,dway

234

36

35
< 35

170
160
150
140
130
120
110

100

ajey HesH

90

80

70

60

50
40

190
180
170
160
150

140

130

120

110

100

90
80
70
60

50

130

120
110
100
90

—
anssalq poojg I|0IsAS

80

70

60

e
ainssald poojg oiselq

50
40

NEURO alert !

D - - - -

Voice
Pain
Unresponsive

RESPONSE
(]

URINE
mis / hour

>30
<30

Protein + +

Proteinuria -
e Protein > + +

Lochia

Liquor

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial

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



Obstetrics and Gynaecology
Early Warning Signs

N
1 Yellow Alert :
Repeat Observations
in 30 minutes
b7,
s Sy o \
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
S o J
4 )
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
e J

* The Modified Early Warning Score (MEOWS)
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Eany wanimny ~~--. Vation Score Chart - Obstetrics

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

Date
FQE,GQG Time | 8 |9 f10f11f12f1|2|3|4a|5|6|7|8|9|10f11f12{1|[2|3[a|[s5|[6]7
RESP
{write rate in
corresp. box)
Saturations <94 %
Administered 0, (L/min.)
&
3
‘uu
[al
=X
3
A
&
o
__:I.ﬂ
4
S
=
@
tg
& ECEA AL
@ 100
2 90
= 80
70
60
50
130
2 120
g 110
=5 100
z 90
g 80 "
» 70 mIESTR V20 (Y
w 60 )
£
=
NEURO Alert
RESPONSE nice
[v] Pain
Unresponsive
URINE
mis / hour <30
Protei ia | Protein + +
godiallond Protein > + +
Lochia | Heavy / Foul [Ruljmm|
Cl Pink
e ear / Pin
m_I:YELI.ﬂWSCORES Cl|lo
TOTAL ORANGE SCORES e % =l ]
Nurse Initial { 2 3

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



Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

r Bl
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\ 7 s W,
[ )

> 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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Children’s . irthRight

Hospital

It takes a ot to treat the fittle.

LUID CHART )

(1)

Your Right 1o a Safe Delivery

1. All measurements in ml.

S

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

Nature

Route

NG

Diarrhoea | Vomit | Drainage

i hiebitis
Urine pScore

IV Site .
Thrombo-

: Sign.
Nurse

Mouth

Y

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

02:00 pm

NN\

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

ol
i
e

01:00 am

Vi a

Total Intake : ///

Total Output :

06:00am [x 4 B ()

g elplp

&ﬁ\b 07:00 am mgd,\

+ &L [~

12 .

mA

295 o4

Total Intake : B0

Total Output :

passco

@8Am

| Total 24 hrs. Intake

{oosmd

" Docu. No. : RCH /FRM / CLINICAL

/092

Total 24 hrs. Output
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It takes 3 lot to treat the fitthe, Your Right to a Safe Delivery

| FLUID CHART )

1. All measurements in ml.

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

T
L
%)

| Nature
Date Time of Fluid

Route

NG

Thrombo-

| ; , - phiebitis | Sign.
Diarrhoea | Vomit | Drainage | Urine Score | Nurse

Mouth

LV

N.G

e 1 R

08:00 am

R

09:00 am

NN

J

y}ﬁ:ﬂ(}m
11:00 am

12:00 pm

01:00 pm

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 Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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L
| FLUIDBHART |
¥/

Sheet NO. & oo

(F)

e~

QN

Rainbow”
Children’s
Hospital

1t takes a lok to treat the little.

BirthRight

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

Output

IV Site

) Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

Thrombo-

phlebitis
Score

Sign.
Nurse

Mouth

LV

N.G

0800am | \\R e 2 R

teo ol |hy

=

09:00am | N @

=le]

avlls

it

2’ 10:00am | A/R4 RL

Lovw

LA ]

1100am | Hap SO

12:00 pm H1o W

]

01:00 pm

Total Intake : XD

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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It tmkes a lot to treat the little.
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Children’s .Bil‘thRighf

Your Right to a Safe Deli ér\..

DRUG CHART

Date of Admission:

276 | 2024 A7)

..... P R a3 [ 1 [ Y T [ R e e e e, R _'Vﬁgtknown any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviatians).

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

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

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

Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time

AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

SOS / PRN (As Required Medication)

DRUG :

Datey
Tigma

Dose

Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Datep

Dose

Route | Frequency |Start Date|

Time

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

v

Date
Tie

Dose

Route | Frequency |Start Date

Doctor’'s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (PT.0)
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Or. BHAVANA K V. FLUIDS CHART weignt. . F4:6:2 ara. ... 2] ..

I IIIIIIIIIIIIHIIIIIIIIIIIlllllllll

Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse

2%%“'3.“#”3 gi'ﬁlﬁ’ ey | BOUe | “mihr | Sign | Sign |[Stopping| Sign | Sign
[T

o o
&~ bee W | FE | € 9}\6 ‘%7
x‘»{ (
R z %

a6 B dk
X
!

NN P 02y —
G q‘\xo (ACTATE V| e F=

ol |
A S ),
b
Yy

2\l OO G e WTW/

Page: 4/4
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MAM-00374774 IP-00060497
Mrs AILENI SREEJA

06-01-1998
Dr. BHAVANA K #vsuzo @ Weight. :}Q~60 Ward. ... Ll[»—s

— L - e
| Tl“le ] Nurse Sig l Nurse Sig. I Nurs: Sig. I Nurse Sig.
Dose Dase Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Route Start Date i dose R D
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor i Dose amed boac
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: Pt pose - pose
Dr. Sign. Dr. Sign, Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tipe ] Nurse Sig J Nurse Sig. | Nurse Sig | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date g - o s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o e Dose o
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose - fose e
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D{;ﬁ:gﬁcst‘imer Route Signature Nu:ses
AN
lot o M T
7 1 I\U H y Naﬂ
- ' b N L‘«"\ Iju r >
7!L (,'!:‘f'shm METOCLe PRA MTDY @2 (\ QE/
' N W
Y 0 1 &m v | & .
76 3 8% cerorhxrme N
( PPTIER TEST POSE
27| 6
Iy HypRe®Y Q&Q HolLD
271)€ RO LIESTE Re NP Soe Hin 1m
cHAPROATE

Page: 3/4 (PT.0)
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Or. BHAVANA K

L EH T REGULAR PRESCRIPTIONS  weignt T4 69 varg L] &

: Dater

Dose | Route |Frequency |Start Date| & |7a¢%

onCE LBTA
’!'?;15(,(!} FO | paryy [27/6 [N~ K

Name & Signature of the Doctor

Starting the Drugs:

DR « NIKHITH

& WA G g

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

CINTY ey raNam Date
DRUG : CEOTANIME ‘@M
Dose Route | Frequency |Start Date{~g

| ™M v Wil 22/¢ [prd/

Name & Signature of the Doctor

Starting the Drugs: ., —
v 9 /\,C‘ﬂ"

’)y’f(l"“"‘t -

Additional Instructions:

2

Daily Doctor’s Endorsement by a Sign
DRUG : Jatey
Dose Route | Frequency |Start Date .
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign

’ Dater
DRUG : Tie

Dose Route | Frequency [Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4
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RESULT SHEET

\

Rainbow’ . L
Children’s (L BirthRight
Hospital . BY RAINBOW HOSPITALS

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

=

=

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

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

Docu. No. : RCHBH /FRM / CLINICAL / 0138

(PT.0)



Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Cells

- CUE - RBC Cells

CUE

Radiology : USG :

MRI

Stool Pus Cell

OVA / Cyst

Occult Blood

Blood Goaupio 9 I-Arstive
HTv ")
14bs g /
Hev )
PRl <
%

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

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

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

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

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

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

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

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

................................................................................................................................................
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mLL LT © osaar” | () meummema
OBSTETRIC TRIAGE ASSESSMENT FORM

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

Date: .....&09) ’61&96 ................. Time of Arrival: é:BQﬂm Time Seen by Nurse: 6}349“} ........

1) Level of CUnsciousness:}CO/nscious LJ Semi-Conscious O UnConscious
2)  Chief Complaint (Reason for Visit): (Circle the item as appropriate)

I Severe Pain / Moderate Pain CJ Preterm rupture of Membranes / Leaking Water PV
L Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
U Decreased Fetal Movement CJ Spontaneous Rupture of Membrane / Leaking Water PV
0 No Fetal Movement C¥ther Reason: ...C. &1 Cal Cencl N
3) Vital Signs: Temperature: 3%..1¥ PulseBTblab RR: [F blnck- sp0,:.4.9:.. gp: lle.iq?aneight: :}J‘{G@”ﬁ
4) Gestational Criteria:
Gravida: G 9 P — L — A |
LMP: ...... Qll‘lQOQG ....... EDD: %[“1026 Gestational Age: ... 2\ kS
Uterine Contraction OYes | OMNo | ONA | Onset Time Frequency:
Membrane Rupture OYes |€1No | O NA | Onset Time Fluid Color:
Vaginal bleeding OYes | Z'No | ONA | Onset Time Amount:

If Yes specify: Headache / Visual Symptoms /

Pre Eclampsia Symptoms | [J Yes 2No | ONA Pain Abdomen / Vomiting

Good fetal Movement | D¥es | O No | COINA If No specify.

5) Pain Screening: Numerical Pain Scale (NPS)
L | | | | | ] | | | ]
I I I I I ] I I I I
é_; 1 2 3 4 5 6 7 8 9 10
NoPain Worst
possible pain
. Locatlon‘*
LU — e Days / Weeks/ Months (Strike out which is not applicable)
o Character: .............evuveenveessim,
B N e 1 A TR BSOS S e nm e m s ek v
« Interventions: .............................
6) Past History:
a)  Surgerigs: ............ DECT/\DE’C ...... L L N T
b) Medical ... MPothumsidiam. . once.. loxad... Peos. .- B%s.

Docu. No. : RCH /FRM/ CLINICAL / 098 (PT.0.)
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LENI SREEJA
.::D:f‘!”ﬁ 28YSM2 *] (F)
or. BHAVANA K

i

7) Allergy: O Yes ,E’ﬁo. Iers‘ ......................................................................
8) Current Medications: [ Prenatal Vitamin ;mﬁne 3 ORBBRE irsaad W s oSS

9) Prenatal Medical History:
None [ Gestational Diabetes
] Chronic Hypertension O Low placenta
[ Gestational Hypertension [ Others if &S, SPECIfY w..cuerueiend S
[ Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

] Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
ategory Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

01 Category lil: Urgent (Time t0 Physician: < 30 minutes & Reassessment: Every 15 minutes)

[ Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

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

0BCU Obstetrical Triage Acuity Scale (OTAS)

. Level
Suspected Pre-term Signs of Active Labour Signs of Early Labour/ | Discomforts of
Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with Bleeding associated Spotting
with/ without abdominal cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
Hypertension > 160/110 b
Seizure activity and / or headache, visual e
disturbance, RUQ pain symptoms
sonomaiFiRachg | o
Non-Fetal Movement Diseased fetal movement
Acute onsite severe | * Major trauma . Abdominal/back pain | « Ongoing assessment | « Anything that does not-
abdominal pain + Shortness of breath greater than expected in |  from out patient clinic ) - seef 1o pose threat to
« Atered level of » Unplanned and pregnancy 3 (for hypertension, bicod  mother or fetus
CONSCiousness unattended birth - Flank pain / hematuria work) . Cervical ripening
» Cord prolapse « Nausea /vomiting and | « Minor trauma (minor | + Out patient placenta
+ Severe respiratory Jor diarrhea with MVC/tall) previa protacols
distress : suspected dehydration | » Nausea/Vomiting and | * Pre-booked visits (ie
» Suspected sepsis Jor diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
dysuria ,cough, fever, | Assessment for version
l chills) « Rashes

Time seen by Doctor: ol

Nurse Name : -..-Sx w&} e NUIS@ SIGNAIUIE: . S v

12.6....... Time: .20 500,
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Rainbow®
Children’s BirthRight
Hos pital . BY RAINBOW uosplms

1.HISTORY OF FALLING

®

v Morse Fall risk Assessment tool for Adults

Yes O( "
(immediately or w/in 3 months) | No ®) 0
2. OLDER THAN 60 Yes N 15
No O 0
3. SECONDARY DIAGNOSIS Yes 15 i5
(more than one diagnosis) No O 0
Furniture Y 30
4, AMBULATORY AID Crutches, Cane(S), Walker N 15
None/Bed Rest/Nurse Assist e, 0
5.1V / HEPARIN LOCK OR SALINE |+ X ni
No & 0
Impaired X 20
6.GAIT / TRANSFERRING Weak (uses touch for balance) 5 10
Normal/On Bed Rest/Immobile O 0
Impaired Vision/ Hearing X 20
7.MENTAL STATUS Forgets limitations / Dizziness K 15
Oriented to own ability ) 0
Anti-hypertensives/ diuretics/ 25
s MEDICATION st e .
None 0 0
Total Score 5~ .
Signature of the Nurse ! : 9

Action Plan

épod

Basy'ic Nuﬁéf‘ﬁ (e,

No Risk 024 o

Good Basic Nursing Care
Low Risk 25-50 Implement Standard Fall
High Risk 251 Implement High Risk Fall
487
TAH-00374774 .
m. ALEN! REEJ;”,Mzm *

5-01-1008
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BRADEN 'Q' SCALE

@

5

2
Rainbow”®
Children’s
Hospital

It taes. @ bt 1o treat the e,

Date

I%[&Q&
Time:| £ ™

BirthRight

BY RAINBOW HOSPITALS

Wour Right 1o a Sale Ihlu-rr

237
9

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

4. No limitations:

Mobility [ Makes frequent through slight Makes major and frequent changes in
in body or extremity pasition body or extremity position but unable changes in body or extremity position position without assistance. Q
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
“Activity The degree 1. Bodfast : Ability to walkcsevere!y limited or _ Walks occas_lonally duri_ng day, but for 3\:1 I‘i'(nlks fr:lll:;nﬂr I )
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without alks outside the room at least twice a

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

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

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

—

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

to which SR : 3 3 :
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
t0 moistiire Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. (__{
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. 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.

B ooy

Severe Risk : less than 9

| HighRisk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name A




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 ANsHn Trsetuio e vt
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
« Use the Same Protocol as for “At Risk” Patients g
13-14 Moderate Risk Gel pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges !
Alternating pressure mattress overlay
« Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk - In addition to regular turning schedule Gel pads for high-risk areas
- Make small shifts in their position frequently Alternating pressure 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

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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"V CHECKLIST FOR THROMBOPHLEBITIS rospital _ | () mmenmssiu:

A DAY-1 3}¢ o4 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE N E M E N Remarks
) No signs of phlebitis /
1 IV site appears healthy oS S oo 0 O
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
Two o? the Tollowmg Signs Early stage of phiebitis /
3 | are evident Resite Cannula 2 -
Pain at IV site Redness
eALli g;nt? ? following Signsarn Medium stage of phiebitis /
4 Pain aldng Path of canniga Resite Cannula Consider 3 _
Redness around Site Swelling Treatment
gglgég?igg'%ﬂgs&g"s " Advanced stage of phiebitis or
5 Pain along Path of cannula the s_tart of thrornbopplebrt;s/ 4
Redness arouind Sits Re site Cannula Consider -
Swelling palpable Venous cord Treatment
All of the following Signs are
gvident and Extensive ; Pain ;dvan;:edhit;?tt_a Uff B
6 along Path of cannula Redness | !’{:‘“t“ :}p t?n 'i Re sit 5
around Site Swelling palpable [?zluﬁuﬁlarea lde

Venous cordpyrexia

Signature of the Nurse

|

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

Signature of Shift In Charge :

<«
Signature : % ......... NaMe : -...cocvee

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

Signature of Ward In Charge :

Signature : .......... ALK\
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[ (i 0O Chitdren's | @ BirthRight
R PAIN ASSESSMENT FORM Hiospital_ | Wemiore:

Pain Score : Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
‘ L)e i X o A (J Continuous | [ Acute (] Sharp (] Dull L) Increasing | [ Yes @61,1&6{,9
\ (] Intermittent | [ Chronic [ Aching (] Burning | [ Decreasin LN " W_‘
&6 AM | SCe¥e | paln . ’ v P Fositian
, o o ] Continuous | [ Acute ] Sharp [ Dull (] Increasing | [ Yes —&Dﬂlﬁm
ot b[‘% Gorm o N au | [ Intermittent | ] Chronic [J Aching [ Burning | [ Decreasing | ! No N, L”Q«—
bf B"O ] Continuous | [J Acute (1 Sharp [ Dull (] Increasing | [ Yes L,,ﬂ,_,
c?’fpbl% am «~ | I Intermittent | [ Chronic (] Aching [] Burning | [ Decreasing | [ No nogidu L(L’
| [J Continuous | [ Acute (] Sharp (] Dull L] Increasing ] Yes /

I Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No
[ Continuous | [ Acute [ Sharp [ Dull [] Increasing ] Yes
[ Intermittent | [J Chronic (1 Aching (] Burning | (] Decreasing | [J No
1 Continuous | [] Acute (] Sharp (] Dull [ Increasing O Yes
[] Intermittent | (] Chronic (] Aching [] Burning | [] Decreasing | [ No
[ Continuous | [ Acute [] Sharp [ Dull [l Increasing O] Yes
[ Intermittent | [ Chronic (1 Aching [] Burning | [7] Decreasing | [ No
[J Continuous | [ Acute (] Sharp (] Dull T Increasing | [ Yes
(] Intermittent | [ Chronic [J Aching [ Burning | () Decreasing | ) No
[] Continuous | [ Acute [J Sharp [ Dull [] Increasing ] Yes
[] Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No
[] Continuous | [] Acute (] Sharp ] Dull [ Increasing L] Yes
[] Intermittent | [_] Chronic (] 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.
¢)  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)

SCORING
CATEGORY -
0 1 2
: Occasional Grimace or Frown, Frequent to constant frown, .
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
i Laying quietly normal position, Squirming shifting back and
Activity moves easily forth, tense Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
1 1 | L 1 1 1 | | 1 | Moans or whimpers occasional Crying steadily, screams of sobs,
I T T T T T T T : 1 1 Cry No Cry (Awake or asleep) : i
4 1 2 4 i H - L H H WLD complaint frequent complaints
No Pain o ol Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked o, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
Wong - Baker (Pediatrics) Above 7 Years 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
0 2 4 6 8 10 stimuli Inconsolable
o S Hesiboft  lutleiors  Evenlion Hurts Whole Lot Hurts Worst | Behavior State | No arousalto any | 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 Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremilies No grasp reflex Weak grasp reflex | Relaxed handsand | 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, 8a0, | stimuli variability from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
Tecovery fighting ventilator
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MEDICATION RECONCILIATION FORM

Drug AllErgies: ... () I

V/ot 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: ................. L}w ................................. Shifted to: .............. BT csmsscensssnsrsasensusommssinss
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1) | FREQUENCY | parg s rime | AEEESCR
i TR . YRen {108 Po onicg 266 |0 =Be
DAL
2| TR calezun  |ATs | Lo | enkee i |oc
DATYY
3 | TRB: Fouye ACrp “ThE po orke | 6L |Oc maof
DArY
‘ &N
. | TPB. Eosprn )sS PG| PO |t |oc et
PRRY
TAB THYROXTNE | |os Mleq PO e
; ot )Mo |=¢ Onc
TNSULT N B NCE
sc 2Lt
6 S Al 20 TU - f [0C m1C
TNT- HYPRoxy PROUIESTER ' ONCE l7]€.
8 0C 0ODC
9 CJC OJDC
10 LIC LIDC

MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : .....

Date & Time : ............ T Am

Nurse Name & Signature: . M ............

Date & Time : ......2¢7.! { 6/i..... @ ;ﬁM

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

* C- Continue, DC - Discontinue
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BILLING POLICY

 Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room
rent will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be
considered as one day.
Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or
OP Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

5% GST Charges applicable on more than INR 5,000/- Bed Charges which was effective from 18.07.2022 as per the
GST Council.

As per the G.O.1. guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through
Credit Card / Debit Card / NEFT / RTGS / Demand Draft and Online Payment.

In the event of TPA/ Cashless denial or approval not received due to any reason then hospital tariff will be

~ applicable and any discount or special rates given to TPA’s / Corporate won’t beapplicable.

If the Surgery / Procedures performed in emergency hours (SPM-6AM), Public Holiday and on Sunday will be
charged 30% extra.

Asst. Surgeon and Anesthetist Charges will be charged 30% on the Surgeon Charges.

Admission will be done according to the ward category chosen by the patient; charges will be applicable as per the
ward category. All charges vary as per Room category, except Pharmacy and consumables.

Patient / Guardian Self Attested Government ID proof is mandatory to submit at the ndmassm
TPA/Insurance Processing Fee applicable for all Insurance Cases.
In our hospital there is “No Discounts Policy”. Kindly co-operate.

Neo Duplicate / Second copy of OP or IP bill will be issued.

In case the patient is shifted from lower category to higher category, all the charges like consultant
visits, investigations, operations and procedures etc, from the date of admission will be chargcd according to the
higher category.

If the patient is shifted to the ICU, the attendant should vacate the room. If the attender occupies the room, it will be
charged as per dual occupancy.

Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount is applicable in case
the patient opts for higher category higher than the TPA approved, which has to paid by the patient and may not be
reimbursed by the TPA / Insurance Company at later stage.

For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/ HbsAg, Medical Records,
Insurance Processing Fee, Double Occupancy and Registration Charges, Etc., credit cannot be extended. These
items are not payable to us as per insurance company norms (Depends on the TPA/Insurance Co. T&C). ;

It takes time for cash discharge is a minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs,
Difference, if any between the final bill amount and amount permitted / approved by the TPA or total bill amount in
case of denial from TPA, has to be paid by the patient.

Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
categories of rooms. No attendant is permitted in ICU’s,

All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim
Bill shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill
based on actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the
bill amount from billing section and pay the outstanding as on that day. You are requested to clear your outstanding
amount on daily basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/

DECLARATION

I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In
this case, the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge.
I promise to settle the claim with the hospital as per Hospital Cash Tariff.

: :Paticnt Name : ] J:_ gw@(\ o | UHID Number: 5”#1‘1

| ..SeiﬂA.ttéx\.ldént Néme: o % W Relation : l \ ,L ‘!

Self/ Attendant Si kel Name & Szgnature of Financial Counselor

£

L,/
Phone Number : enlg A—
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Date & Time: 9:}[(7 [J 6!} F:02 ”4""%

ATTENDANT INFORMATION SHEET

‘/. L ]
I, Mr/Mrs Vlam](a%‘ff? . s/o hereby state that
my c}iﬁilwﬁg ,g'—{e;@{ . _UHIDNo: "3 i} :f?l} has been
. admitted in MicyJ . l understand that

hospital is taking utmost precautions by standards set by Ministry of health, India.

The Treating Team has requested us to follow the following instructions.

We are requested to follow below instructions strictly.
1. Always wear MASK
2. Follow strict hand hygiene with Alcohol hand rub frequently
3. Avoid any movement in the hospital (Once admitted will move out only after
discharge).

4. Only one attendant is allowed per patient and no visitors are allowed in the hospital.

Name & signature of Legal Guardian and

relationship with patient:

»

:

Name and signature of Executive taking

the consent

Q\M‘m'_g\ﬁ-

éfif(;ﬁ

Name and signature of Witness:
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i B Asdnr i proo! of identity, not of ciizenship or date of birth (DOB) DOB
' is basgd on information supported by proof of DOB document specifisd in
! requlations, submitted by Aadhaar number holder

' ® This Ascdraar hetter Should be verified through either onfine

' suthentication by UIDAL-appointed authentication agency or QR code
. scanning using mAadhaar or Aadhaar OR Scanner app availatie in
: app stores or using secure QR code reader app svallable on

: W Liddan gov.in.

" M Aadhiar is unigue 8nd secure.

‘ | 8 Documents 1o support identity and address shouid be updated n

) Aadhaar after every 10 years from date of envolment for Aschast.

‘ B Aadhaar heips you avail of varnous Government and Non-

h Govarnmen! Denefits/senices.

- B Keep your mobile number and email id updated in Aasdhasr

; & Downioad mAadhaar app to avail of Aadhaar services.

' W Use the feature of Lock/Uniock Asdhaarbiometrics 1o ensur

- security when not using Aadhaarbiomatrics.

: W Entities seeking Asdhasr are obligated 10 seek consent

#
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2o o ®oadg / Your Aadhaar No. :
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Aadhaar is proof of identity, not of citirenship

or date of birth. it shouid be used with verification (online
suthentication, or scanning of QR code / offiine XML).
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Date :

Name of Patient : m/)’)fw 74’ ‘S(WQ

O =
ESTIMATION SLIP Ch s l @

Hospital_ | )
2‘7‘/;/% UHID/IP No.: MM" ans 3 ‘7';773# No: 2

%chnder:/

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

REMARKS :

z

Age:
3
Father's / Husband’s Name : 0. WM o hq Corporate/Occupation : //Q‘V* /'
Address: M Phone : 7. v/jfﬂf/tg,?'} Email :
Procedure/Plan: leelooe DOS :
/
MODE OF PAYMENT : N2/ SELF O TPA : _ (ADF#7 1 Gpsa O OTHER
TARIFF INFORMATION : K, K
ROOM DAY
c ATE@)KY GW SW TSW PR DLX NICU PICU MICU | caRre
ROU( -
L]
Docfor’s Fee /\ /
T [ [ 78D
_, PARTICULARS ; AMOUNT( %) A
Surgeor’s / Aqesthefist’s Fee / O.Y_Chafges 28007/ —
O.T Consumables 5 m i Subject # approval by TPA/Insurance Company
Instrument Charges i Not Covered by TPA/Insurance Company
Phagmacy,Consumables & Investigations < ' /) -ﬁ As per actual - Not Included In Estimation
’ Monitor : I Oxygen: [ Infusion Pump/Syringe Pump:
Equipment , . ;
Chadiie Ventilator Conventional: HFO-SLE 5000: HFO-Sensormedix:
Phototherapy | Single Surface: Double Surface: Triple Surface:
Blood / B Products / ts / IP or OP aEe
Prq ‘Mm C ttions, etc. "ﬁ) As per actual — Not Included In Estimation
Package : 2 * 3 A
Others ) -2k | B0 - 2500, PR Dk, Jonkdiad - 22017
Initial Minimum Deposit 4 3 ! v
C

he estimated amount may change according. to duration of stay, medical condition, investigations, pharmacy and any other procedure.

1 he estimated surgical charges may vary subject to Surgeon’s decisions / Complications / Patient’s requirements / Modes of Procedure (like Laparoscopic,
Thorocoscopic, etc) / Unilateral to Bilateral Procedure.

3. In case the patient is shifted from lower category to higher category, all charges for the consultant visit, investigations, operations and/or procedures from the date
of admission will be according to the higher category.

4. Room eligibility is purely subject to TPA approval and the Package/Room tariff starts from the time of admission.

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

6. For Non ~ Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/HbsAg, Medical Records, Insurance Processing Fee, Double
Occupancy and Registration Charges, etc, credit cannot be extended. These items are not payable to us as per Insurance Company norms.

7.  During Non-working hours of O.T (8:00PM to 6:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not covered by
TPA / Insurance Company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the Financial
Counseling desk between 9 am to 6 pm.

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

9. Two attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted in the rest of the categories of rooms. And no attendant is
permitted in ICUs.

10. Tariffs are subject to revision.

applicable. In case the /Iggurance Company rejects the claim for whatsoever reasons at any point of time after discharge, I promise to
)/%‘/ . gﬂ oy -

Kindly check your billing status on day to day basis at IP Billing Department .

DECLARATION
W&M\

have attended the Financial Counseling desk and understood the

osts and other conditions
ith the hospital.

claim

Signature of thé<lient Signatory Relationship

Signatu&\‘ofy‘e Financial Counselor



