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1. Surgeon DR K APPadanoles A
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.................................................................................
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............................................................................
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. Circulating Nurse : %Q' SLDQ‘H’\O\

=]
5 o
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Hospital

Your Right to a Safe Delivery

Name Mrs AMRITA ARIKE UHID VIH-00156908
Father/Guardian Mr VENKATESH ARIKE Age/Gender 31Y11 M 21 D/Female
HNO-4-85-1 YADAV NEAR FLYOVER ,INDARAM (MANCHERIAL), Jaipur

Audress Adilabad, Adilabad, Telangana, INDIA, 504216
IP No IP-00060474 Admission Date 25-06-2026
Ref Doctor SELF Discharge Date 27-06-2026

DISCHARGE SUMMARY

Consultant: Dr. KAPPAGANTULA APARNA, OBSTETRICIAN & GYNAECOLOGIST

Diagnosis: G2P1L1 with 38 weeks with Previous LSCS for Elective
Lower Segment Cesarean Section with Bilateral Tubectomy.

ELECTIVE LOWER SEGMENT CESAREAN SECTION WITH BILATERAL
TUBECTOMY UNDER SPINAL ANAESTHESIA DONE ON 25.06.2026.

History:

LMP: 27.09.2025

Obstetric formula: G2P1L1
EDD:09.07.2026

Gestation at admission: 38 weeks

Obstetric History:

G1 - Female/ 2 yr 10 months / FTLSCS / severe oligohydramnios / A & H /
Adilabad / uneventful / BF- 2.5 years.

G2 - Present pregnancy Spontaneous conception.

@ www.rainbowhospitals.in

O 1800 2122




Name Mrs AMRITA ARIKE UHID VIH-00156908

Medical History: Nil

Family History: Mother- DM, HTN, Hypothyroidism.
Surgical History: Previous LSCS in 2023 august.
Allergies: Nil

Antenatal Details:Mrs AMRITA ARIKE was booked to Rainbow hospital at
since conception. She had regular antenatal checkups and investigations as
advised. She had an uneventful antenatal period. She was admitted at 38
weeks with Previous LSCS for Elective Lower Segment Cesarean Section.

Investigations: Enclosed
Blood group: "O" POSITIVE

Management: Course in hospital:

She was prepared for elective C-section with indwelling Foley’s catheter and IV
canula under aseptic conditions. Written informed consent for surgery taken.
Preanesthetic check up done. Anesthetic premedication (IV Pantop and

Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV given. Patient
shifted to theatre.

Surgery Notes: Operative Details:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Previous scar excised. Abdomen opened in layers. The parietal and visceral
peritoneum carefully opened after identifying the urachus. Bladder was
reflected. A lower segment curvilinear incision given on the uterus. Baby was
in Breech position. Baby delivered with total breech extraction. Cord clamped
and cut and cord blood collected for blood grouping and Rh typing. Baby
handed over to pediatrician. Placenta delivered with controlled cord traction.
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Your Right to a Safe Delivery

Name Mrs AMRITA ARIKE UHID

Antibiotic prophylaxis with Inj. Taxim 1 gm IV given. Uterus closed in layers.
Bilateral fallopian tubes identified & bilateral tubectomy done by modified
Pomeroy's method. Hemostasis secured. Instruments and swab count checked.
Rectus sheath closed. Skin closed with subcuticular sutures. Wound dressing
done. Vagina cleaned with Betadine solution after expelling clots. Misoprostol
600 mcg given per rectum as prophylaxis against postpartum hemorrhage.
Patient was shifted out of theatre to post operative recovery room.

Delivery Details:

Date: 25.06.2026

Time of Delivery: 11:20:37 AM
Type of Delivery: Elective LSCS
Indication: Previous LSCS
Analgesia: Spinal

Baby Details:
Date:25.06.2026

Time: 11:20:37 AM

Sex: Female

Weight: 3.347 kg

Apgar: 8/10 ,9/10.
Gestational Age: 38 weeks
NICU Admission: No.

Post-Operative Notes: Post Operative Period:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no postpartum hemorrhage. Breast feeding initiated. She was
shifted to room. Her postoperative period following that was uneventful. On
third postoperative day dressing was changed. On inspection wound was
healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient
supplemented by written information.

HIMAYATHNAGAR BANJARA HILLS (JC1, MARH & KABL Accradited] WYDERNAGAR (WAEH Accredited) NONOAPUR OUTPATIENT CLINIC (€] AccraditndAvF)  SECUNDERABAD (NABH Accredited)  KONDAPUR L 8 NAGAR (NASH Accrodited)  NAMAKRAMGUDA
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Name Mrs AMRITA ARIKE UHID VIH-00156908

Advice:

1. Tab.Cefuroxime 500 mg twice daily till 01.07.2026 (9am-9pm) after food.
Tab. Dolo 650 mg twice daily ( 12pm - 5pm) till 01.07.2026 after food.
Tab. Hifenac P twice daily till 01.07.2026 (8am-9pm) after food.

Tab. Pantoprazole 40 mg once daily till 01.07.2026 (7am) before food.
Tab. Fur XT once daily for three months after breakfast (11Am) .

Tab. C dense 1 tablet once daily (2pm) till breast feeding after food.
Nebasulf powder for local application.

HPV vaccine after 6 weeks of delivery.

©NOU A WN

Review after 5 days on 01.07.2026 at postnatal clinic with prior appointment
(This consultation will be charged).

To take appointment for OPD consultation at Rainbow Children's
Hospital, just dial 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)

For Women Who Have Had a Cesarean Section.

Care of the wound:

1.You can bath and shower.

2.The wound can get wet during a bath or shower. Dry it thoroughly and gently
by dabbing with a gauze piece. Do not rub the wound.

3.This gauze piece needs to be discarded after one use.

4.Prior to touching the wound clean hands thoroughly with Microshield
solution and allow them to air dry or use disposable paper napkins.

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.
6.Do not touch the wound with unwashed hands.
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Name Mrs AMRITA ARIKE UHID

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.O
Dr. KAPPAGANTULA APARNA

MBBS, MD
OBSTETRICIAN & GYNAECOLOGIST
43142

@ 1800 2122 @ www.rainbowhospitals.in




Rainbow Children's Hospital - Secunderabad e

Hoa U1 Istizan
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040-42462200, Ext 2000,2001,2002, Children’s | ‘ BirthRight
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¢ takes 3 lot b beat.the fitle Your Right to a Safe Delivery
PatientName : Mrs AMRITA ARIKE Inpatient No. : IP-00060474
Age/Gender : 31Y 11 M 21 D/ Female © Admit Date : 25-06-2026
Ward/Bed ¢ N 2F-LABOUR WARD/ LW 220 Discharge Date
Investigation Result Unit Biological Reference Interval
COMPLETE BLOOD PICTURE (Specimen : BLOOD) . . TEST RESULT STATUS : REPORT AUTHORISED
Order Date :25-06-2026 09.01
HEMOGLOBIN (Colorimetry) 1.5 g/dL L 12-16
RBC COUNT (DC detection method) 4.05 10M2/L 4-52
PCV/IHCT (Calculated) 329 VOL% L 335 51
MCV (Calculated) 81.2 fL 80 - 100
MCH (Calculated) 28.4 pglcells 26 - 34
MCHC (Calculated) 35.0 g/dL 32-36
RDW-CV (Calculated) 13.2 % H 11.5-13.1
PLATELET COUNT (DC Detection Method) 188 10"9/L 150 - 450
MPV (Calculated) 8.9 fL 6.5-10
WBC COUNT (DC Detection Method) 9.49 1079/L 45-11
Differential Count
NEUTROPHILS (Microscopy, Leishman stain) 75 % H 35- 66
LYMPHOCYTES (Microscopy, Leishman stain) 19 % L 24 - 44
MONOCYTES (Microscopy, Leishman stain) 5 % 4-10
EOSINOPHILS (Microscopy, Leishman stain) 1 % 1-4

PERIPHERAL SMEAR (Microscopy, Leishman RBC : NORMOCYTIC / HYPOCHROMIC
stain) WBC : MORPHOLOGY NORMAL

PLATELETS : ADEQUATE
_ :?

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

Investigation Result Unit Biological Reference Interval
CREATININE (Specimen : SERUM) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :25-06-2026 09:01
CREATININE (Enzymatic) 0.2 mag/dl| L 0.7-1.2

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

Investigation Result Unit Biological Reference Interval
PT/APTT (PROTHROMBIN TIME / ACTIVATED PARTIAL TEST RESULT STATUS : REPORT AUTHORISED
THROMBOPLASTIN TIME) (Specimen : PLASMA) Order Date 25-06-2026 0901
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Rainbow Children's Hospita! - Secunderabad

H.No0.3-7-222/223,Sy.No.51 to 54,0Opp.Karkhana P S Karkhana Main
Road Kakaguda, Karkhana ,Hyderabad ,Telangana, INDIA ,500009.
040-42462200, Ext 2600,2001,2002,

PatientName ¢ Mrs AMRITA ARIKE Inpatient No. : 1P-00060474
Age/Gender P 31Y 11 M 21D/ Female Admit Date 1 25-06-2026
Ward/Bed © N2F-LABOUR WARD/ LW 220 Discharge Date
investigation Result Unit Biological Reference Interval
PT (Optical Clot Detection) 15.0 Seconds
PT Calculated Biological Reference Interval 12.5 - 14.5 secs
INR ' 1.0
APTT (Optical Clot Detection) 29.0 Seconds
APTT Calculated Biological Reference Interval 28.5 - 35.1 secs
o e
e T i
Dr. SRUJANA SHYAMALA, MD, DNB
Consuitant Pathologist, Reg No : 39356
Investigation Result Unit Biological Reference Interval

COMPLETE BLOOD PICTURE (Specimen : BLOOD) TEST RESULT STATUS : REPORT AUTHORISED

Order Date :27-06-2026 00:12

HEMOGLOBIN (Colorimetry) 12.3 g/dL 12-16
RBC COUNT (DC detection method) 427 10M2/L 4-52
PCV/HCT (Calculated) 34.8 VOL% 33-51
MCV (Calculated) 81.5 fLL 80 - 100
MCH (Calculated) 28.8 pg/cells 26 - 34
MCHC (Calculated) 354 gldL 32-36
RDW-CV (Calculated) 13.1 % 11.5-13.1
PLATELET COUNT (DC Detection Method) 21 1079/L 150 - 450
MPV (Calculated) 8.9 fL 6.5-10
WBC COUNT (DC Detection Method) 13.69 1079/L H 4.5-11
Differential Count

NEUTROPHILS (Microscopy, Leishman stain) 78 % H 35-66
LYMPHOCYTES (Microscopy, Leishman stain) 16 % L 24 - 44
MONOCYTES (Microscopy, Leishman stain) 04 % 4-10
EOSINOPHILS (Microscopy, Leishman stain) 02 % 1-4

PERIPHERAL SMEAR (Microscopy, Leishman

stain)

.
L | 4
T

RBC - NORMOCYTIC / NORMOCHROMIC

WBC - LEUCOCYTOSIS
PLATELETS - ADEQUATE

Dr. SRUJANA SHYAMALA, MD, DNB

Consultant Pathologist, Reg No : 39356
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F00156808 |P-00060474
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MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEEDURE
Date Proceedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date : .Q#’,C'Aﬁ Time : I/’ m Prepared By :/ﬁ,:(ﬁ..

Staff Nurse Shift / Ward Billing Assistant

0(&/):‘)4 ; ; L %

f/9"°' r

Billing Supervisor




DEFICIENCY CHECK LIST OF MEDICAL CASE SHEET

VIK-00156908 P Children's | @ BirthRight
Patient Name % 31 m— IPNo: 6 -1 @e===
¥ ke A" M21D .NO. ebQ 3{?
Ward: T DOA:
i No. of -
SI.No List of Records Legibility Completeness Remarks
Pages
1 Admission Sheet \ v v
2 Discharge Summary
3 Nursing Initial assessment form | / W
4 Patient Trasfer Forms -] v vl
5 In-patient Medical Record \ o v
6 Doctors Progress Sheets 2 <L
7 Nurses Progress notes 2 W v
8 Consultation Sheets
9 General Consent for Treatment \ v v’
o Conset for Surgery ( e [
Consent for Blood Transfusion
12 Consent forChemotherapy
13 Consent for High Risk
14 Consent for Restraint
15 DAMA Consent
16 Consent for Special Procedure | v Vv’
¥ Consent for Radiological Investigations
18 Consent for HIV Test
19 Anaesthesia consent form \ v N
20 Anaesthesia notes(Pre Anaesthesia & Post) 4 v v
21 Pre Operative checklist ] v 28
22 | Surgical safety Checklist y 7~ v
23 Operation Theatre notes \ o v
24 Nurses Clinical Presentation
25 | TPR & BP chart 9 v v
E o Intake and Output chart (fluid Chart) A v’ v
Drug Chart (Regular prescription) 2 v v
28 Daily Investigation sheet
29 Investigation Values (Result Sheet)
30 Nebulization Chart
31 Diabetic chart
32 Nutritional Review chart
33 MLC form (in case of MLC)
34 Patient Educatlon Form
medica Qmmlm 3 v v
Praden ' 3 v v
"bwm\-mhlckk( . v /
Paln GLCey 2 7 p
QoA \(;‘ﬁ_ v’ e
[
Total No. of Pages LSI_ }Qp_‘
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ERROR LOG

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

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE



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 3 ,Telangana, INDIA ,500009.
Hospital meegm TEL NO :040-42462200, Ext 2000,2001,2002

. Rainbow WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :
Admission No : IP-00060474 Admit Date : 25-Jun-2026 Admit Time :08:08 AM UHID : VIH-00156908

Patient Details :

Patient Name : Mrs AMRITA ARIKE Age :31Y11M21D
Guardian : Mr VENKATESH ARIKE DOB : 04-07-1994
Gender : Female Religion
Occupation : Martial Status : Married
Address (H) : HNO-4-85-1 YADAV NEAR FLYOVER ,INDARAM  Phone No : 8919434242/ 6303818557
(MANCHERIAL) Jaipur Adilabad Adilabad : )
Telangana INDIA 504216 E-mail . AMRITAHALDERO0411@GMAIL.COM
Admission Details :
Bed Type : MICU Bed No : LW 220 Ward Name : N 2F-LABOUR WARD
Room No : LW 220 Admission Type : First Visit
Contact Details :
Name : Mr VENKATESH ARIKE Relationship : W/O
Contact Address : HNO-4-85-1 YADAV NEAR FLYOVER Phone No : 8919434242 / 6303818557
INDARAM (MANCHERIAL) Jaipur Adilabad
Adilabad Telangana INDIA 504216
Signature
Doctor Details :
Doctor Name : Dr. KAPPAGANTULA APARNA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : SELF ' Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : FAMILY HEALTH PLAN INSURANCE
TPALTD

Printed Date / Time : 25/06/2026 08:15 Printed By : 021447 Page 1 of 2




PATIENT TRANSFER FORM

VIH-00156808 IP-00060474
Mrs AMRITA ARIKE
04-07-1904 MYNMM20 ()

i

Treating Consultant Name

2z

Rainbow® ' o
Children’s . BirthRight
Hospital BY RAINBOW HOSPITALS

It takes a ot to treat the tthe. Your Right to a Safe Delivery

Date & Time of Admission

25 [6126

Date & Time of Transfer Order

o 516126 Dy st

Transfer Ordered by Reason for Transfer
i \#”
o' 50(0
From Unit To Unit Information to Attendant
LY Yes D, No[ |

(o1)

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
> - YestT No[ ]
= If yes, what ?
a—
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
Ti
2. < -
3.
4,
Bi

Shifting Summary / Notes Written by Doctor :

Yes [} No[ |

Name & Signature of Person who is Transferring

sis Poia

Name of Person Ordered Transfer

1\[,’ \¢ Lha

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

|| Unavailable Bed

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

"] Nurse not Available

[ ] Available Bed not ready
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PATIENT TRANSFER FORM rospital _ | () zessmmsir
aeaiant Name & UHID No. | Date & Time of Admission Date & Time of Transfer Order
" IP-00060474
e dehi @ o0 | sl -
oifios JTLLL vnumn F) NEST 1&@ e&"o'g cl(;@ (%0
mm” " ” mm" H "” mmm Transfer Ordered by Reason for Transfer
o oS Post - of
From Unit To Unit Information to Attendant
o7 ML WLl e

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed

over to attendant

\\{\\\ Yes+ | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity
:
2
3.
4.
5.
Shifting Summary / Notes Written by Doctor : @Z\/ No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

sk pp. ool

\

<
Patient & Clinical Records Received by A2 36

ﬁ@‘

I
Date & Time of Patient Received :

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

| ] Unavailable Bed [ ] Nurse not Available [ Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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PATIENT TRANSFER FORM Hospital | el
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
n‘;’:‘i‘:’:’:}:&ﬁﬂ IP-00060474 0){({, ‘% @ 8108 [ &(ﬁ: ‘% @ q_ivuo;
04-07-1904 IR AT M21 D P
[Or. KAPPAGANTULA AP

[ .
Dy Wﬂ\ Y pre- @LSLN\/-@:[- Lov

From Unit To Unit Informatjon to Attendant
mie U Levrm @O’ZJD Yes[ ] No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
go\ ~— Yes 1™ No | ]
If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

1, r!\ab»pm_ ~—\ S
2 | @ wude - pad -
3. ot |

4. Bacelruly ~ |
5.

Shifting Summary / Notes Written by Doctor: ~ Yes\? No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Patient & Clinical Records Received by : Efj‘“ | 0/41 g!qf; 6‘\.'. S’D)M"‘

Date & Time of Patient Received :

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

[ ] Unavailable Bed [ ] Nurse not Available || Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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VIH-00156808 IP-00060474

_Mrs AMRITA ARIKE M
24-07-1904 3MY1IM21D  (F) i
Or. KAPPAGANTULA APARNA Rainbow .

AT ot | (e

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

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: 7/([6[3’6 .................. Time of Arrival: @q:m ..... Time Seen by Nurse: @1’5\61.1\
1) Level of Consciousness: = Conscious L] Semi-Conscious [J UnConscious
2)  Chief Complaint (Reason for Visit): (Circle the item as appropriate)

d)

4)

9)

6)

[ Severe Pain / Moderate Pain (1 Preterm rupture of Membranes / Leaking Water PV
[J Bleeding PV: Slight / Heavy L] Preterm Labor/ Labor
[J Decreased Fetal Movement LI Spontaneous Rupture of Membrane / Leaking Water PV
[J No Fetal Movement 1 Other Reason: .......... B e v, 0 L
b : . it
Vital Signs: Temperature: ?ﬁﬁ'{ Pulse: .. @<t RR: \abery spo,; . GaL... BP: .\.!P.l.l.ﬂ.. Weight: R %....
Gestational Criteria:
Gravida: G g, P L 1 B
;.2 lealel eon:.. A¥]zo26 Gestational Age: ...... &Rwocdss
Uterine Contraction ClYes | @ No | OO NA | Onset Time Frequency:
Membrane Rupture OYes | =2No | OONA | Onset Time Fluid Color:
Vaginal bleeding OOYes | No [ ONA | Onset Time Amount;
A If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | 01 Yes | @ No | [ NA Pain Abdomen / Vomiting
Good fetal Movement ZVes | CINo | cNa | !fNo specify:

Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | | | |
| | | | | | | | | |
1 2 3 4 5 6 7 8 9 10
No-Pain Worst
possible pain
ERERERIONE . ..o icniosonsonsni T Y e e s R S e S BB e b o Pl T
L T A ARSUBRRIN. o NNOCE 1e I Days / Weeks/ Months (Strike out which is not applicable)
SRR . o0 isiiscmins ass R Rk v e S s e < v i P e
SUEIIIIIAET .. .o v 3 SR 545 S SRS R 65 Shpeem s e e Ot s e b bt o
EIRBOIIVRIRIONR. ... cemions mmun s o A 64 BT R SEASA stseesb Jo i
Past History: A A 4
T T pyeviotse (ses 'n 2023 "7 aT ................................
b)  Medical: .........cooovervrvernnnn, 8L | ORI

Docu. No. : RCH /FRM / CLINICAL / 098 (RT.0.)
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7) Allergy: CiYes +WNo, IfVYes:
8) Current Medications: ([J Prenatal Vitamin
9) Prenatal Medical History:

«+None

J Chronic Hypertension

[ Gestational Hypertension
[J Diabetes

] None

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

e N T

] Gestational Diabetes
OJ Low placenta
U Others if yes, specify

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)
) Category I: Resuscitative (Time to Physician: Inmediate & Reassessment: Continuous nursing care)

/E‘I’ﬁil;dory II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

(1 Category IlI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
L) Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
[J Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Signs of Active Labour

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

Suspected Pre-term 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 iz
Seizure activity agﬁ or headache, visual :s;ggfftgdw;;\:l?n%m
disturbance, RUQ pain symptoms
Aonormal PR g | et Goprs”
Ol PO Diseased fetal movement
» Acute onsite severe + Major trauma + Abdominal/back pain | . Ongoing assessment | » Anything that does not
abdominal pain = Shortness of breath greater than expectedin | from out patient clinic seem to pose threat to
« Altered level of + Unplanned and pregnancy _ (for hypertension, blood|  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 for diarrhea with MVC/fall) previa protocols
distress : suspected dehydration | . Nausea/Vomiting and | « Pre-booked visits (ie
» Suspected sepsis for diarrhea Rh and progesterone
» Signs of infection (ie injections, NST
dysuria ,cough, fever, | - Assessment for version
chills) + Rashes
Time seen by Doctor: .\'_b%ﬁ'“) ...........
Nurse Name : ....... 1 ..... i Sq ...................................................... Nurse Signature: ............. @55 ..............................................

. 25TBIRs  Time: A gk,
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1t takes a lot to treat the Btls. Your Right to a Safe Delivery

ry1m210 B y

\

-

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: 3'516[?'6

Baseline Information:

Admission From: CJER [JOPD _AAdmission Desk ] Others, SPECIfY ........coeeererermreremirrerissrsennens
Primary Language: L Thlugu 1 English (] Hindi CJ Others, SPECIfY ..........ccorerensersnsensorensernsssens
Doyourequire aninterpreter? [IYes sETNO  IfYES SPECIY ......cvuervvreesmmsorserssesssssssasessesssessesssnsssssssessssesssssessssssesssnssssssressessnes
‘ Source of Information: ~ =-Pafient ] Family Wl T RN e ORIl W
Allergies: [1Yes [0 [ Medications (] Blood Transfusion 1 Food E )11 [ o e SR e g e

—_—

LS LT o o SO Rt - N M e AN N ... oGt UER vt A e N e Bt

—

Chief Complaints: .......Qv @ 02t o0 L U M . Doctor Notified on Admission: =2¥8s [INo
Name of the Doctor: D'*V‘Uge*k"—“'
Time Nofifad: ... 0 el ...

Past Medical History: Obtained From Q{Patient .[] Family Member (] Medical Record [} Other (Specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
LS
L> &4

‘ V‘b q))"‘)
Gynecology Assessment: & Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ....Je-4ga4% i Caesarean Section: £1No [:Dfﬁ; Contraceptives:  [No [ Yes
g | GEVICH Corclage: lZ(No [ Yes Vaginal Discharge: &No [ Yes
Onset of Menarche: d%? Ectopic Pregnancy: #No [ Yes Post-Coital Bleeding: Z1No [ Yes
Menstrual Cycle: M Regular (] Irregular | Myomectomy: 4(4 No [Yes Infertility: HINo [JYes
Last Menstrual Period: 21 4'2.5 .. | others: — It Yes Type: (] Primary [ Secondary
Obstetric History: G ......5 cn P e oo Lauadiavanes | ARt o 0

Previous LSCS: \ﬂﬁ,&
Current Medication:  [J-Nene [] Yes, If Yes, Fill the reconciliation form

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

[ Liver disease [ Other ......... kM. D0 H. ,,uﬂpoiﬂujmzzf ........................................
Vital Signs / Measurements: Temp: C{‘S"’F HR: .. 5. RR:.\.ab ).
BP: \'an:\“’"“‘] Weight: N = Height: 1:6.7 . T

Pain Assessment:  Pain: E‘I‘%é LMo (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)
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PHYSICAL ASSESSMENT

General Appearance: _[Healthy C1ill looking [ Anxious [ Agitated W

-~
Fall Assessment: " Yes [ INo Score... Q. .. (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: [ Yes Qﬂg Score....\0......... (completethe Braden Q Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant
“J Mobility problem ") Walking Problem “TNo Abnormality Detected
u Developmental Delay U Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [} No Abnormality Detected
_1Qverweight L] Poor Appetite > 3 Days L1 Needs Therapeutic Diet.
[JUnder Weight [ Diabetes Mellitus (] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

_ACalm & Cooperative (] Restless [ Depressed ] Agitated LI Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: ([1Single —TMarried [JDivorced [ Widow \
2. Special Habits:  Smoker: ] Yes €TNo Alcohol Abuse: [ Yes~T No Drug Abuse: []Yes o

G i
Social History: Lives With .......... M ..........................................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach: [ Yes ] No Waste Disposal Explained: £7Yes [INo

Infusion Pump : E‘ﬂas LINo Hand Hygiene Explained: [ Yes [ No LI Others
[

Above information given to .............. 48Ys. <A Yolco

rd
e : . AxT)e
Name of Person Orientation was given to: "ﬁ’“'lq

80 T T TR R A S R A O

Nurse Signature: @'ﬁ

Nurse Name: PDDS""
Date & Time: ZSIM"LGA’B'T&"W
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rnr. KAPPAGANTULA APARNA Rain b:-gw, . : . )
W Childrers | (0 BirthRight
IP ADMISSION SHEET FOR OBSTETRICS e i, i S
Presenting Complaints e 2T\oq "1«0)4“ EDD:

Corrected EDD: 3 |7| 202¢  GA: 3% weeks.

Obstetric Formula: C12- Py Ly Menstrual History: Regular : D/ﬁs ] No

ML- 44s NOM _ =
Obstetric Examipat p :
Obstetric Hostory: | €7 Le'cg ;g:jlc argl atio Yo n!m e ﬂdég”;(bfil t::w
I" FCI'"\G‘Q | 2';1{&_0{")0 ndal Height: C{ oo lecp et Covd !1 .

I PP, Spontancewt ©@NCpRon
Booked Yo RcH Since CO'f‘C&P’t’LOﬁQﬁViWZ [Rélaxed [ Mild [CJMod [ Severe

Present Pregnancy Record: Two closes of Liquor: Mquate (] Oligo ] Poly
T7 4akeon, !

T T, Tz apex entfud PP: JLephalic [ Breech Others
- Head Fifths Palpable:
RISK FACTORS: FHS: _E*N&mal (] Tachy [JBrady []Absent
i R LobpmM.
Per Speculum Examination o OV d 0w
e\ O
P ol ST Draining: [] Present  [] Absent (] Bleeding

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

Vaginal Examination 0O+ dowe

N / Cervix: [J Long (] Partially effaced [] Effaced
Height:..| 1....cm |

' Weight: . &T..... kg Os: Closed Dilated
Allergles: ................ "L o S Membranes: []Present [ Absent
Breast:  [SMGmal (] Abnormal 'Liquor: (] Clear (] Meconium []Blood Stained
General Examination:
Consciousness: | cl¢  Pallor:© Presenting Part: [] Vertex ~ [] Breech (] Others
Icterus: & Edema: & Sutton: O-3 Od-2 O-1 O0 O+1 O +2
Temp: Afebmnle PR: Lt b'pm Pelvis: [] Adequate [] Doubtful
BP: 09 |6Cmmiy DTR:@®
CVS: )8, ® RS BA€@

Liver/Spleen: Novmal  Urine Output: Adequa_-!{

T PSS . /
e p il BEGGEEE Wit prediow LSce

D

| e9qvtan Sf;:.e-h'on Wik
: ElecHve Lowex S ent C€Qq :
i % e B a¥erod tubectomy

Docu. No. : RCH /FRM / CLINICAL / 087 (PT.0)
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Family History: Surgical History:
Motves - O™, HTN . previowg Lsce 'n 2023
H\.’po-]—mifo\‘d;!m .
Medical History: Medication History:
N Wil
Plan of Care: Investigations: [—8751 “0'posi ?‘t@
HCV '
24 ¢ |
-Aeﬂhm&m HV NR . CBP’“"S_,‘?“PM
N &) HB&S “‘j 1488
Pr—1< ApPTT-24q
PAC INe-1  Cyeak — Oo2-
= lé'é (wu 28| 2|r024
pus pesgiiios Groothscan “rra
F}*ﬂ Wﬁ 36172 w eeks 2.0 +5bcO¥¢s8
Moo Vitels SL\VE, Ce.f:vl«a.llc_ SLIOF -
EFW- 28074 Gl GOt
Follow géuﬂ chand ) P 1 postgd
Reosewns (OPEBC ol Tgsnake | pApp_ 1Se5wm No anomeald
Blood Bank , pi1— Posr Hi(nfl\
send. CBP, PT,APTT, TNR_ a1 re¢
Cy cveati i
- Foleyls caHctan rakion, i
“ R 12 46 WO
,ﬁ%ﬁ\\f’ SLIV[
' 3 NT- {200 - )
3 Qe o Ll FTS-Low R.;F\}
Doctor Name: ... Y0 9€ehwax. Consultant Name: .0 ¥.. APARNN
Signature: ........ "{3‘ ......................................... 2 e A, AR
Date & Time: .....2.5.. 6] 20>% &AM Date & Time: ....... >3 16/202€
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Your Right to a Safe Delivery

It takes a lot to treat the littie.

PROGRESS NOTES AND DOCTOR'S ORDER

2“1'1?.“., Progress Notes Doctor's Order
/’ﬂ?m - Pop-o | \
i At i -
( @re;\i-rmc, Adv_
Qv/\n/ : {'{;Ld—f‘:“;} ~ NR ) B .
_ a‘}g,bqg%\_u o= WIE bléeding py
g = P~ 128|8umYy - Monifov Vi
JOo~ SPO, PR — go bpm = Followo dwug clard
O :
_ﬂj’—) PLA Ut~ = I bosro L0 <
A< :]‘.ﬁ_ o Pegd
’ ft) N AR .
T ooyt
_W‘ﬁ.t} Pop-o * [ Ls=3) \—/,’—
7 o)fE_ pbis Clejel Adwu:
Qo 1 ‘
—~ 6rc — Tous = NN YH)) Q'BO'Pm,
Pl - Afebaiic — WIE bleeding Py
i ' Bp— el Tz mmrl} I —  mowles \j;‘r-oJ.b :
R calll L e — 32-bpro-v| 1 ¢ ="' Follow oy cheul
/,J\O _ : _J
Ak e 'SIE — NODp . 8 =31 T—Ic: cthashng
35y - ol N
dﬁk;oée%/ PIR - W —W|R —  FTulearm SoS-
-—*"’/ it 8ok, BS (D) —
LJE_ NAR - @
Baby < ® pe @ w
NNy o K
L A\ dﬂ,ﬁfﬁ
o v

Docu. No. : RCH /FRM / CLINICAL / 088
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mmmmmmmmm Your Right to a Safe Deliv

PRUGRESS NOTES AND DOCTOR'S ORDER

Date

— B Al
Bocu. No. : RCH /FRM /SUNICAL /088 __—— 10 50~ k| El”

& Time Progress Notes Doctor's Order
ws\eprts - Pob ~o (Put—tt)
g oM ot o .29
2 - Jﬂ 3
QC»&M ‘3;01 ({)ﬁr_)‘&‘ﬁiﬁ X éﬂ
”),—”"? Xe- luol}'mr Wty "49%# lcl—offls Poulng .’974:1\4
P = W |4 X3 %L?)-N\ G ks w['F ﬂ‘m&!b’\w
vl T 1pe—nOhD ~ 4 ¢ Moubls,
Oy Ma—ubarwit —fed-
” T M nm“'m \IM
s R A..,T has®
ENS \""“Q,,Panm./ﬁa&
2,
f e
Pob - 1 (Bort- s> ‘.
2403 2 oe %1t e Lo
_:;22-0‘&“‘ ClL—w_&u:A o) QPEA‘&
" ebale — WO(E §) W
e P ru|an el - Abulablon
Pi= gt L%VY\ FMMVA&M&M*
lc..--—-""'""———-_’ cc-te‘_m Y -— X [ !
o - e Wt Pla - b wOPE e
A A~ '“Mlm_t:luaj_ﬂﬁg‘—
2 Gl) 8L @O — DB 5%
L e- w AR
o Baby ¢ > BE @
.,KWNNC/ d Lt
folegs
/”JT" 7 Qp?).wg‘-""—

(PT.0)
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0
i [ m Hospital | W) sseoncoms
~ROGRESS NOTES AND DOCTOR'S ORDER

2a1t_:!me Progress Notes Doctor's Order
auld |~ pop-4  |( pest Lses)
T ahs P’ ol gt {5 c|elc ~ Adw:
Yg/;_,m' Coe - Tars == Seby dse)
Mfebsie =~ ﬂeir;s]r Hl-[lcl'&c»}l\oo
_./':‘V{ L, e 3"?72 M - Ambuedien
|® g ,.be;) ~d
e PP— 8% bpm. - W]k b‘le_e.cbm Py
< ik ho_n.A . S|E- nAP. —  wmowtes \n\-a!.b
e
_/j/ Pla- W - W)R. = FO\lbwcl&usrchM
Sofy , B8 @ — Tufosm. %.Q
2 LE - NAR - @
2 —h : = « Al
3 SRS B ¢ il WYV
_—_—_\ —
k//’/f_#f Noted oy Dtuiollkq "
| oulelas & 1)SPro
& o = ff
L PO0 —) /[ pegt dzy/
7ad) r('[\ — q 1 =
2R Pt el¢
= G fewn
| S 7= AL _ b
\k«\“\’f)g(’“ﬁw @W”\O&[eumw —S%WM
PEL - g““’()“” —  Bdoedadeen
e _gltt_-’\‘ﬁo' ——M%ctml.;é&
/pxob\ Pla ~ ~ sept &5 ® — | PV D\ dids
P &) U AWk - Pollow dusp
Y de- Mo ade| ok -
' o Foy  \rided,
/ \,o/\.Qﬁ_d.uj’ | y
P,oaa«rj (\‘j\ B(-@) N afomn 05
TS
] 06 — %’W

A e "
® T QR CR o —
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T -4 Sl ~ Nap - W £ pe emﬁm
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ainbow®
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Hospital

It takes & lot to treat the fitte,

NURSING SHIFT HAND OVER FORM

BirthRight

BY RAINBOW HOSPITALS

. Your

Right to a Safe Delivery

Z | Diagnosis: (y2.p1 (L LAbh 38 WetlBd —€ | Any Infection: CIYes &No T Not Known
'5 DYCV'?&'—':C Lses  for  (8¢8 If Yes SPECITY: ...vvc..voes T
@ | Surgery / Procedure: . Post OP Day:
2 | Date . ¢ D . v S S o ﬁ\b\?ﬁ
= Shift W) 8 13 M
§ Medical Condition M N - = .
& | (Any special condition to be noted): — 3 = "
2 e LR | NB™ | Equaid |eladgoh] bl
Allergy: ['Yes =No | Yes No o Ye¥ +No |1 Yes &'No C'Yes [+No | O Yes #No
Ventilation (RA, NP NIV, VENTI): e pP = Oy 1 RA
Tubes/Drains/Cathetgr.” “Yes [1No |L¥es N1/ Yes,(1No [Ves C1No 7 Yes (1No | ®Yes C1No
£ | Vital Signs: Temp: | 16| A8-be| Q865 | 4g¢T | g [qudP
= Res: | (abha | tbom [\ @ WM 16 fmb] 1540 | 20bIm
2 p0; | Q1. | oY, [ | 40/ [aZt [ aa
2 Pulse: _g( bin | $bpw &UJGP‘J N 'hjml'* Goyl- |gebim
BP: | 120[ume [19/xaunely \LO\ Y [1Shiommbel ) 1 72 |11t mom
Loc: el mmdw"cwm C‘mmu (i Lomstious
Fall Risk Score: | 1) ot o c o
Pain Score: |\, O ™y o’ . ‘o’
Skin Integrity ;_L\.\Azj\il-] f\\‘}ad’ Tﬁ)‘o‘,r JJ: ¢ B}‘-V Intact
Safety Needs: |=Yes [1No |L-¥es [1No (/Yes C1No|txYes 01 No tYes C1No [ Yes [ No
Physiotherapy: | — 3 - ~ . —
g Others Specify: | Yes =No |1 Yes =40 |7 Yes {0 | Yes #No | Yes C2No |01 Yes =No
E Special Diet: A B = L‘T‘Nq ¢}y [u;;-u\ CL.L: "‘-\"4“
g Critical Lab Test / Values: = - — - e -
E |Other Special Orders / Medications: | Yes 2N |1 Yes (<o | Yes (A0 | (1 Yes N0 |1 Yes LiNo |l Yes +flo
§ PU Prophylaxis: T Yes=No | (1 Yes @fo | Yesw O Yes U0 |1 Yes 2No |1 Yes o
DVT Prophylaxis: C Yes &-No | Yes U1 Ne| 1 Yes -“/ﬁo i Yes LNo 1 Yes @No | T Yes Lo
ADL (Dependent / Non Dependent): | s oondod) o prpnddd Aehypd CLM w 0% VR T A.M
| o Ly, (W JIE hwle
Post Operative Procedure Special Orders: | et @\t}* ﬁ&_b‘uw oy M‘uﬁ
B A T e [T
Handed Over By Name : qu Q Q—kbj ‘}9 [ 1 A ,.pw 1\1 o @_u,p]](o,
Signature / ID : = WY " i ose2za] Ol §o 1464
Date: 6126 | o (f137 %\{ov ;TL e | Lafe]%]g¢1412¢
Time: . Vv @ 404 D §uspt p S | @2pW
Taken Over By Name : Ug_,mq @_@‘W/ Miqlwn Aqed  |Dupido, .
Signature /1D : AWt [T AR oo [ojben |66 |Gotkbn
Date: 6l A =V [ofiln 2414 Q¢6\6 1 |16 126
Time: @ a = ({\W @8])‘17 ® f"f‘fb" @ F”rm @apn

Docu. No. : RCH /FRM / CLINICAL / 097
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Or. KAPP,

AGANTIA S0 Children’s BirthRight
i osmtca” | (@) mrimemans

NURSING SHIFT HAND OVER FORM

Diagnosis: GQPYL{ 7 28 widh® Prev Lscek C‘_ Any Infection: [Yes &No 1 Not Known

Your Right to a Safe Delivery

-
=
= L eleckve A808 < B laforad f‘wm If Yes Specify: ........... ,»J..\p..‘) ........................
- e
@ | Surgery / Procedure: i~ Post OP Day:
a | Date b\ A b nb
= shift W e B R M
& | Medical Condition
% | (Any special condition to be noted): g i
=4 = 0
= | Diet: et © dicd [E)diet
Allergy: 1 Yes (Mo | Yes #No | Yes ™Al |1Yes “1No |1 Yes CINo | Yes C1No
Ventilation (RA, NP, NIV, VENTI): L9 | oy | R4
Tubes/Drains/Catheter: [ Yes o |1 Yes t#fo |01 YesnzNo | Yes C1No |1 Yes ©INo | Yes ©1No
= | Vital Signs: Temp: | 986 F |ag - 6| ABaF
g Res: | Qoblm | [A®) | oblw
w . 3 .
@ Sp0.;: qq‘:!; 0\0\(- 4 [~
2 Pulse: | 8ablm| &89\ | 48 blm
BP: | (10 Yom | (08 |\ 26 C¥) 08 freled)
LOC: | Conscy mfﬁuuj/(budcr%
Fall Risk Score: | ‘) v/ \p!
PainScore: | 'w) |>n’ '
Skin Integrity | Ppta et Qq}a - | puderd
Safety Needs: |%¥es [ No «Yes 1 No [«Fes 1 No |1 Yes ' No | Yes = No | Yes T No
Physiotherapy: | — 2] wi)
§ Others Specify: |1 Yes 0 | YesuzNo |1 Yes &No |0 Yes 1No |1 Yes ©1No |1 Yes 01No
| Special Diet: |(@iot (€) d;\d_ (Odiet
@ |Critical Lab Test/ Values: — IR —
E |Other Special Orders / Medications: | Yes o | 1 Yes No | Yes iNo | Yes CINo | Yes L No | Yes [ No
E PU Prophylaxis: 0 Yes o |11 Yes CJN0 |1 Yes (Mo | Yes CINo | Yes C1No [ Yes T No
DVT Prophylaxis: O] Yes (40 |1 Yes  No | Yes {/No | Yes C1No |1 Yes C1No |7 Yes £1No
ADL (Dependent / Non Dependent):
et 2pud o
Post Operative Procedure Special Orders: L -
Handed Over By Name : DJJ-P.IkG) kﬁ'\"-\ﬂ& Dupirp\
Signature / 1D : 60349 80HIHY
Date: 26[6(as 3(6[;% 26 lag
Time: @ 8pM | @&au (oW
Taken Over By Name : MQL(QJ_D"-PWQ L Yq XA
Signature / ID : rﬁ%ﬁo*‘ Gg:i.u&q C}“V m\@@ .
Date: 21606(26 [aulshe | R\ [
Time: | (Y | @srm A

Docu. No. : RCH /FRM / CLINICAL / 097
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E [ Maintain Personal Hygiene [LPrévent Infection [J Meet Elimination Needs )/D Ensure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications Ll AR OHIOMB. BPOOHY. - . ool iaiiisisaesiaiiorsni (o ananaces smemeen e ene men ot n s eesssnesmmenra st sos o te s s st eccress
Time Plan of Care Time Implementation Evaluation Re-Assessment ’;E?;,,’;?,‘,‘,‘:
1 Lryve tgar/r}-d" TN PW“JC 5:‘(‘/3 Yot 10 WWWG’-{W 'Pﬂﬂ’fﬁg 'S iﬂ”oﬂ" PU{J“
o W Q- Y[
£ 7 x84
= | i A 1 THN ot Qjﬂ _ /ngd&,t_ﬂ
= 'S \'0}‘-0--9 48 -}Mf i Wp ! ) Ql '
\\0‘\“—9 @“ o ?.A.'i‘/u,ﬁ“p-f& o~ :bf _%{v ' f;tqu,u[-fv (oo M 1«/{;/‘1& )
A
g |9 Moladaln  RTHL-(00 wf “jmox*dwj;/i E @L-Pfss%f@l
5 flord par howly | forelbelon] el e
g golonce futd s

q}‘rw

4 p~

Aiuk‘ Crc": nes ]’\‘Mn A

2 T0 ¢

Iy
) { e
ALl Ph-..;

"N

Docu. No: RCH /FRM / CLINICAL / 148

M@luw pardn £ 0
A C.cvm.__tcﬂ A duces ;z"?}'ltg )?(-
5 al g
- | ). o i G A v
) — " 'o‘i'f«‘*'( /”ii.c(“\ WAl - > : o "f"ﬂi .
[C"]L~ QJ’\/YLD‘& 7, "ff ) Y (O] &} )f e pach / g _j,‘u.( A Q.k/; » J hastf | %A
| My e b | @0,



VIH-00156608 IP-00060474
Vrs AMRITA ARIKE
14-07-1004 3MYIIM21D  (F)

PPAGANTULA APARNA
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NURSING CARE RECORD
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Mrs AMRITA ARIKE
04-07-1904 MNYUUMID (F)

[ Dr. KAPPAGANTULA APARNA

T A

NURSING CARE RECORD
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Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the itthe., Yo nghtloaSar Deuvery
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e | I Maintain Airway and Oxygenation 1 Relieve Pain & Discomfort [ Maintain Fluid Balance [ Improve Activity Tolerance [ Maintain Good Nutritional Status ] Maintain Skin Integrity
Tg [l Maintain Personal Hygiene L Prevent Infection J Meet Elimination Needs ~Ensure Safety [Z) Early Ambulation Reduce Anxiety [ Patient & Family Education
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% . Rainbow Children's Hospital - Secunderabad
Rainbow ' H.No.3-7-222/223,Sy.No.51 to 54,0Opp.Karkhana P S, Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad

Children's % .Telangana, INDIA ,500009.
Hospital o TEL NO :040-42462200, Ext 2000,2001,2002
N WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs AMRITA ARIKE Age : 31Y11M21D
IP No: IP-00060474 Sex: Female
Consultant: Dr. KAPPAGANTULA APARNA Ward/Bed No: N 2F-LABOUR WARD/LW 220

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.

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
=!s0 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 falling the submission, | will pay 200/- Rs.

.- --ceivers Signature:.{N....... )

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

Signature of Patient/Relative:

Name: VWATMH HR \ee Patient Address:

i i N HNO-4-85-1 YADAV NEAR FLYOVER ,
Roisiiasus 4':‘0 QE 6 D INDARAM (MANCHERIAL) Jaipur
Date: ‘)X\O‘[ WL Time: ©f L LT &M Adilabad Adilabad Telangana INDIA

' ' 504216

Wittness Name: _@
Wittness Signature: _@@

Printed Date / Time : 25/06/2026 08:15 Printed By : 021447 Page 2 of 2




INFORMED CONSENT FOR SURGERY OR Eﬁ‘;?o?}}‘,‘li’s ‘E!L';Eﬁ‘i%if
SPECIAL PROCEDURE oo e

Patient NamgMKSPrleTﬁ-Hﬁka ........... Gender: [ Male =Female Age: SYvs

UHIDNo: .. VIH.-001S6908 . o Date : asts A’ﬁ

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

Instruction:

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

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

ELECTIVE  LOWER  SEGMENT. CESAREAN. SECTION  IIITH

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

0 B 0 0 B 0 0 B S0 00 oo E e el N o N a st aa s s b e s s s s e e tans i ad e as e st ns s s s s r s R s R e s e aeas e s e s N Es s st taasrssassassssensssss

Ihave 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 or treatment.

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.

CBLEEDING.., BOWEL AND BLADPER INTURY. . URETERIC INTURY, NEEP.
FoR..TRENS FUSION | OF . BLOOR. AND (TS PRODULTS. -ANP. )1 TS ASocIATED

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

REACTIONS. . INFECTIONS. . PosT PARTUM. HEMORPHAGE., APHESIONS. . PERMPNENT
o
My signature on this formindicates that IRREVeRSIBLE y 5 /‘; cHANCE JF PAlLURE / RISk

| have read and understood the information providedin this form OF €CToPK
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. Ihavehad achance to ask my surgeon questions.

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

5. lauthorizethe consentto the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure: ............. DR I ACARNA o
Consentee :

ST = s S STVIE LR S « GO
Name ... =fxpoxia-dolee Name : .......\ereattth DKL o
Date & Time : ..... R ﬁ.[o.é".L.M....:.‘.L.’.Hf)@).-.... Relationship with Patient: ..i\mbaﬂ& .....................
Date & Time ; .&bk;ﬁ\.gmﬂ; ...... 1.SYa0..........
Wikiass ; Doctor (who is taking the consent) :
FRERIE L bt SIGNALUNE : oo e ERTY L erererseanens
| R | DR. NAUSHEE '\j ....................
DHE0 BB ..c....ossoccnsibssssmsonssncnoressasesnessessassons il & Tivias 5)5}4 (&6 v AISY DM -

............................. RS ST
Docu. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR GENERAL / el ‘BirthRight"

REGIONAL ANAESTHESIA Chirers | Q) BirthRign

MONITORED ANESTHESIA CARE

Your Right to a Safe Delivery

Patient Name : ... . M&. Awyita M Age : Z"T Gender : Male 1 Femafe OO

UHID NO: ........... NM-0080 308 | surgeon Name: ... DKo bpasone
ANeStheSioogist : ...........coooovvvveverererrorercsssreennnn DY MANOY,

Operative procedure planned : e Euthive.  (aoneany  dolfveny Wit bilalua) “wbat
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA 4 ‘G&hm

aeneral 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 [ Hypertension [ Diabetes mellitus [ Renal failure

[ Hepatic disorders 0 Shock [ Multiple organ failure O Polytrauma/ Rénal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

= NN -, o (.0 | S
ORI 5 vk b P i i o S g e e T S o
* 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 péﬁbrm upon me / my patient
N\‘S’tm"'f\fh the above mentioned operation / Diagnostic / Therapeutic procedures
...................................................................... ﬂmfumwdcﬁmd%mmw gation,

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

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

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



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

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

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

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

- Pregnant: es O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness : y

Sionaltie 7 MR- N VLT s S
NGO & ol OINQEIh AR(KE~ ... Name : ... VENEATESH M ike.............
Relationship with Patient: .ApOUCE. o Date & Time : ....... &5[06{?,02@.

Date & Time : iﬂk’l%’@ﬂlﬂ“)

Doctor (who is taking the consent) :

Signature : ...........
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{1H-00156808 IP-D0060474 Rainbow"” E

Wrs AMRITA ARIKE Children’s| & BirthRight
u-n'r 1904 MYIM2D  (F) ST Hospital .“”“:‘:;‘;ﬁt:
KAPPAGANTULA APARNA
"1 "o ‘QQ%
ge: S\ G ...Gender
Blood Group : . UHID
a4 LS P [i v A Deoh.
Anesthetist : ...... T . ﬁp} AL-......Date & Time of Operation : . &q#’%
Tick Appropriate Boxes, To be filled by Nurse Incharge / Senior Nurse : A
SNo. INSTRUCTIONS ' m’"";:‘ St 2
| | Weight checked recorded ? 01021010
2 | Is the patient fasting for over 6 hours Pre-Operatively ? #1000 [210(0
B o o [l
4 | Enema given / Bowel Preparation O|=01|aiaid
5 | Remove all oraments, eartings, toe ings, nose rings etc and implants, dentures |71 (] E"'I] I=
6 | Sterile Gown Given ] ] o ) [
7 | Is Blood arranged as required ? A0 0|03 0
8 | If Blood has been ordered - is Blood bag ready ? a{0|0|0{Ck3
9 | IV Cannula to be placed / IV fluids if Indicated ] (] ) 1}'{:]
10 | Pre Anesthetic consultation with anesthesiologist O{O{LxO)| O
11 | Pre Medications Given ? (Sedatives / etc) A1OO D'D O
12 | Skin Preparation ][] [m] [} ] [
13 | Site is marked 2100|002
SR | T e A o [
15 | Implants are available A10(0(0|0 (L4
16 | Equipment is available FTIOI0O Che|O
17 | Antibiotic Prophylaxis is given within the last 60 minutes ZgElmlPaln
18 | Other (if any) 0100 I;],E]

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

Billing Clearance Taken: [ ]Yes [ No
Biling Executvg Name: ............... T Nurse Name - Lo 4..... . ERMWard Nurse Name P'

Billing Executive Signature : .............ccc...cvererernenr Signature of OT Nurse : = / Signature of ERM'ard
Date & Time - Date & Time : ........ 2| eppl Date & Time 25 6 ‘?ﬂ"
Doc. No. : RCH / FRM / CLINICAL / 107




SURGICAL
SAFETY CHECKLIST

Surgeon : Q%l‘ivﬂgq,\}) ............ e oo
Asst. Surgeon : Do-Ashisding [0): 14 P"’E'i'}t NaImy . AmRiTA ARIKE
Anaesthetist : ...... 2 maclhews /| UHID No. : “'" —- mraseo

" Or. KAPPAGANTULA APARNA

-------- l| UL

Scrub Nurse : ...&. X0 MUAAIM, s,

Before Induction of Anaesthesia » »

Before Skin In0|5|on > »

()
s 2
ceneeenn. GENMET © L. = o
Ralnbow
LS8 1k oChild S Elﬂﬁﬁﬂf

Your Right to a Sate Delivery

me: ... 1 2. 1Opm.

Before Patient Leaves Operating Room

SIGNIN _ Time: 10IHZAM TIME OUT _Time:....[ 1.0 AT SIGN OUT _ Time......2<.. .92
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity ~Yes TINo introduced themselves by Name and Role (1Yes CINo The Name of the Procedure Recorded  ,.=>¥8s CINo
Site Yes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure Yes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable)  =¥es TINo TINA
Site Marked CYes CINo ¢NA Correct Site ¢ & ~TiVes CINo patient name) (Yes CINo C+NA
Anaesthesia Safety Check Completed ~.Yes CINo Correct Procedure ¢ L* L —F£TYes CINoO Whether there are any Equipment
Pulse Oximeter on Patient & Functioning ~fYes [1No Anticipated Critical Events Problems to be addressed I¥es [INo =NA
Does Patient have a: Surgeon Reviews: X ‘\5
Known Allergy? O1Yes </No What are the Critical or Unexpected g\geé To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, g,\;nxi What are the key concerns for recovery
v.f g ) Anticipated Blood Loss? wm} Erfesf CINo CINA and management of this patient? £1Yes CONo
Yes, & Equipment / Assistance -
Available [1Yes ‘:_rﬁo Anaesthesia Team Reviews: B
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? /Erfes O NoﬂﬁA
(7ml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned OVYes ‘ﬁlo OO NA Been Confirmed? are there Equipment
Blood Units Reserved OYes N CJNA issues or any Concerns? CYes #No CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? % ‘TiNo CINA
st 60_minutes? \l;)‘fes CINo CINA Power Supply, Earthing, Power Backup
and functioning of equipment checked. OYes No
Signature ......... % Signature A/\ ............................................................
T ORI . ~ <. . AN Name :........... g.fﬁg‘hm.._ _________________________________

Doc. No. : RCH/ FRM / CLINICAL / 111
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P IATPASAMTILA Rainbow* &
P: i [P
Children’s BirthRight
(T T Fospiial - | (@i
CAESAREAN SECTION OPERATIVE NOTES
Surgeon’s Name: ©Of. ¥ . APARNA Date of Delivery: . 2 ¢ [ £ ) 2y
Assistant Surgeon: DR_ Q{HHI-NI' De. YO@esHWALrTime of Delivery: "Wt ROAM 7 SR
Anaesthetist's Name: DR ™M ADHANV Gender of Baby: Denmnaing
Type of Anaesthesia: SPINAL Weight of Baby: 2.2/, o
Neonatologist: DR RARINN AGPAR Score: o119 | 9 l\ l|n -
Scrub Nurse: Sie - MovdygoN NICU Admission: []Yes [aNo '

Pre-Operative Diagnosis:

UFlective 1 Emergency Indication: *P?QA)‘:M\,SLS

Urgency -

U1 Immediate Threat to life of woman or fetus

] Maternal or fetal compromise not immediately life threatening
@ No maternal or fetal compromise but needs early delivery

i1 Delivery timed to suit woman and staff

DABISION BIMNR: .......ccooneeenedesibrnisnersensantd B < eneesansmn raperii f s T Knief 10 teehiS . coimnnnrmnnmnannns:

BRI - ..ot csd s v o A A S A VN R ol s SOV iS5

If there was a delay give the reasons: .............ccccevererreneeerieiesriennsnsesnenns s SRS evam e m e s SoweA s s e s

Surgical Procedure: Ao (0 WS T &4 MU}OV\A&

Post Operative Diagnosis:

Peri-Operative Complications:

Amount of Blood Loss: G EA Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCH /FRM / CLINICAL / 155 (PT.0)




Examination Findings when Appropriate: ,

Presentation: C2€ephalic [ Breech B o Cervical DRAtation: .........c.iumasiissoississsins CM
SUPERRDIE ........co.conniviindinitilisineiomisiasiiniiieiiss  TOAMPOBION, .oviivismsiiissiisssmiin
Staion:. 0-3 0O-2 O-1 OO0 O+1 0O+2 Moulding: <fone [+ [++ [ +++
Caputt O+ O++ [ +++ Meconium: »==one [+ [4++ [+++
Bladder Catheterized: [ Yes  #TNo Urine: [=Cfar [ Blood Stained
Skin Incision:  <=Pfannensteil [ Transverse 1 Midline CT 0BT v
Uterine Incision: j’/lf’«ar Segment [ Classical O Inverted T 1 J Incision
Previous Scar:  ~\.4Intact L] Thinnedout L) Ruptured SNo Scar
1ol ; 0 3 . A

Int;l.smn Through Pﬁ%@; Yes [SNo— R WUs TP b Pﬂ@é\i—w'ldw
Delivery of head: (™ Wanual O Forceps © 900 A0 ved 8 Wittar ¢o ol ;"gﬂ-‘-}”l o
Liquor: \-B{te'ar L Meconium: 11 ol LI CIBlood [ Offensive T Not Offensive
Delivery of Placenta: O Manual  ~=CCT ... 1 Complete 1 Incomplete [ Piecemeal
COrd APPEArANCE: ... ..covvveereeeesoseeeosersseseseoeon Norxmal. Cord around the neck 1Yes [S-Ne-
Appearance of placenta: ............c.ooooeevveereennnn.. MOW ........... Cavity explored [(=Y6§ [ No
Uterus, tubes and ovaries: [Normal [ Not Normal Sterilization: «=Yes [1No

21 falla N

By Sk ovwe e © wodd ieds PO
Uterine Closure: CJOneLayer [} Twerlayers Qicfr'?&, p(‘.a_}gujr uture

Peritoneal Closure: ~ [+Pelvic 1 Abdominal (I None —......... Lakagiaks ... Suture
Sheath Closure: iju-y{_ Suture
FatClosure: JYeS TINo ¢ Cl..*gu.b ...................... Suture
Skin Closure: Lisubcuticular  CJ Mattress .O.:O..C:M%.B:Q Suture
Vagineal Evacuated 'C(Yes £ No |

Drain: L] Yes L‘J‘N{ O Remove in .......coeeevevevenenen days  [J Await instructions
Ctheter L¥es"CINo  ChRefiovein V.2 2 UM days O Await instructions

Swap & Instruments count correct?\E?‘(eé [J No E’Po/st-op Antibiotics [Mes— O No
Intra-Operative Antibiotics Cover: (] Yes [+No [J Thromboprophylaxis COYes [CINo




VIH-00156808

IP-00060474

Mrs AMRITA ARIKE

04-07 1994

NYNMIMMD

KAPPAGANTULA APARNA

T,

cany warning Observation Score Chart - Obstetrics

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

(F) ‘

%
Rainbow" . -
Children’s (J BirthRight
Hospital . Y RAINBOW HOSPITALS
Tt takes a lot to treat the litte Your Right to a Safe Delivery

oY

Date

L, -

Time

11

320 4)2
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[=]

N
RESP
(write rate in
corresp. box)

> 30
21- 30

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.

2, dway
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Obstetrics and Gynaecology

J

Early Warning Signs
fc> N
1 Yellow Alert :
Repeat Observations
in 30 minutes
\ J
4 ST :
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 ¥ y,
\

-

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

‘ ‘ i Fa =
26‘53_5 Time | 8 |9 |10f21f/12|1|2|3[4a|5|[6]|7|[8]|9f1011f12|1|2(3]4a]|5]56]|CE/
RESP 230
: 21-30
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corresp. box) 11-20
0-10
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TOTAL ORANGE SCORES ) [3] i s [
Nurse Initial 5) v ] 48] yd ;
L4 § L

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



[

Obstetrics and Gynaecology
Early Warning Signs

; N\
1 Yellow Alert :
Repeat Observations
in 30 minutes
\_ J
% G T 3
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
A A . 7
/ i
> 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)



VIH-00156808

Mrs AMRITA ARIKE

04-07-1904

"IN

IP-00060474 ‘

MNYNMMMD (F)
Dr. KAPPAGANTULA APARNA

2

Rainbow®

Children’s

Hospital

It takes 3 lof to treat the littie

ning Observation Score Chart - Obstetrics
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Obstetrics and Gynaecology
Early Warning Signs

X,

1 Yellow Alert :
Repeat Observations
in 30 minutes

J

r N

Set of MEOWS
Observations

A

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

Observations
in 30 minutes

~

7

N

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

Repeat Observations

in 15 minutes or continuous

monitoring

* The Modified Early Warning Score (MEOWS)
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[ 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.

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

_ : Intake Qutput IV ste T
Date | Time Orﬁ%ri% Route NG | Diarrhoea | Vomit |Drainage | Urine P’S‘r%;';:’!e‘s ﬁ:ﬂge
Mogth | 1V | NG
0800am Rt Aol Vv FF L<Dall » {4l
09:00 am R’_ ﬁj\/ \D:h..l AN S'D'?o ' )| "
10:00 am LU 1coen] Pe m 0 . qom
;§ 11:00 am DO L[ ouoona/ by sofp| ~ 1 ¥
\
} 1200pm | pL | ht L P P
0100pm [y ¢ v\ia:j) ~,’ ol 7 |\
Total Intake : \ 00 1. Total Output: &0 f —
0200pm | pA [ vorll| Pev L C
» 03.00 pm L |l pex H Sh\) N ;/\n_. A
ﬂ\ 0400pm| 1|9 pe~ sov| 0\ & Q\‘V’
& [som|p | too oy | o 4, N
0600pm| P\ Moo woPd o [\ 3
v @ Jigo [, 050 LIRS
Total Intake : ASD A Total Output: LSOV
08:00pm| RL tm,ﬂ'r) ol W
09.00 pm | N9 RLioprd/ b/ A
312\% 10:00 pm Dp o A4
Trioopm| .~ | ) o sy
1200am | * X ) oo™ |56l
01:00 am o~ @Hﬁ(\/
Total Intake : Total Output: & (ot~
02:00 am W P [ Lo
03:00 am e S R {0~ o,
rAu’ wvan| . P\eB oo F—??J"’
05:00 am | O \\q}»
06:00am | , - 1o P
070 '“QH‘ i Poro A |/
Total Intake : Total Qutput: & o2~/
| Total 24 hrs. Intake Total 24 hrs. Output RXIS0 ral_
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake Output vsite |
- Nature - : ; | oneems | Sign.
Date | Time | o« Route NG | Diarrhoea | Vomit |Drainage | Urine | PRIebitis Nurse
Mouth | IV | NG )
08:00 am 7
i 4’s-"
09:00 am e v’ (s \N'l
\ny 10:00 am i oy
S? 11:00 am i sl 7y \,}:Q,
Y 12:00 pm \ aw
00| o , o
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02:00 pm J?«\‘ E ; y.
03:00 pm y :P v
4 A
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% : o B
3 06:00 pm e el 24
07:00 pm AR v 2 )
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éﬁ." 04:00 am 1
05:00 Te 26
%J 00 am p P |] &9 - o
06:00 am v y =
07:00 am /
Total Intake : Total Output :
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1. All measurements in ml.
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Intake

Output
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Date Time of Fluid
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Score

Sign.
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Y N.G
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‘,3*
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d
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W

A*v
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Lt
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Total Intake :
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>

08:00 pm

~
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Total Intake :
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N
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.
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e

Total Intake :

Total Output : \

T
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Total 24 hrs. Output
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MEDICATION RECONCILIATION FORM
Drug AlIBTGIES: .........ovrrrrrvreeeernnesd O — _“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.

s

(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting From: ................. MNICY. Shifted t0: ............... \Q!TUPT) ...... @0 Lol A
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, 1v) | FREQUENCY | hoie / Time ?gﬂ:i‘fm
1 Inreeexirae | AgwM Py 'H"’yr oxlele CJ6- C10C
Orso R/ SME | ol he|
2 e [10C
L rraieacaand o Ok wf 1 e
LOPPo! FTo Py x0 AL 12 I
(4
3 il S g w 2ucte ot juf Aall
{oppos tyo 2V oo PN
(et |
4 . Mg P X wle bt 6
QI-’CQ_‘
5 T PAOTOPRAG s LE ",34‘% Po Pénup wle ke [T CIDC
6 C OODC
7 LJC CIDC
8 C¢ 0pe
9 ¢ CIDe
10 OC ODC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature

* C- Continue, DC - Discontinue

Date & Time : un?é Slfom“?

Nurse Name & Signature: ..
Date & Time : ...

&5{6"){, @ 3 %Oﬁ;m
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Sl I (1T Pl | Sretl. | erlt) |G
rGULAR PRESCRIPTIONS L A
J DRUG : T PANTO PRAZOLE 2R\ oo
<& Dose Route |Frequency | Start Dt. CJ i
Tf'd—omq po ?):-ECAEI 2o (2] N
Name & Signature of the Doctor T

starting the Drugs:

S DRYo U CSRWARY

Additional Instructions:

R

-
-

Cdg

Daily Doctor's Endorsement by a Sign.

LT Acectorenvac+ Date >
o [on0e T SEEEESCY Tt
Dose Route | Frequency | Start Dt. 2- /
2K

S vo | U | sele 7 &

Name & Sgnature of the Docto/
starting the Drugs:

D Grepshne
Additional %ﬁtions: q q ﬁ
»

T HFenpe—P frm

Daily Doctor's Endorsement by a Sign.

; i Date» \&
DRUG: B -CEFURDXEME P ﬁ_],i\tn.

D Route | Frequency | Start Dt. 3
Lkl "W

w0 MU D 12TH

Name & Signature of the Doctor
% || starting the Drugs:

@& PR NFEHTTA =
N
Additional Instructions: i

) T CEFTUM ST My

Daily Doctor's Endorsement by a Sign.

&
DRUG: TH2B . PARACETAMO Date’,&\,p}ﬁ

Time

Dose Route | Frequency | Start Dt. ,(V" /Q‘&’/

o V291
bsoMyy  Pa Wikt 246 e‘f‘(

Name & Signature of the Doctor
| | starting the Drugs:

\ @ pR + NFeHFTh ¢ e

Additional Instructions: 'ﬁr/

\

Daily Doctor's Endorsement by a Sign.
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Patient Nunu:mu Yn maao o T = R
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DRUG: - >
Ime
Dose Route [Frequency| StartDL |

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG: THB~ CINTTAPRIDE

Date > B“-
Time |

Dose Route | Frequency | Start Dt. \'1/ &/
12-TH -
AP | PO | hovpit )6 O

6 /24

| Name & Signature of the Doctor

starting the Drugs:
- 58 - msiHz-

Additional Instructions:

R

T CENTHPRO 4 piuy . [
Daily Doctor's Endorsement by a Sign.
Date »
DRUG : -
Ime
Dose Route |Frequency| StartDt. |
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
Date»
DRUG : =
Time
Dose Route |[Frequency| StartDt. [

Name & Signature of the Doctor

starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.
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Right to a Safe Delivery

DRUG CHART

Date of Admission:

FOR THE SAFETY OF THE PATIENT

Lot known any Drug Allergies

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 [ 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.
AMJRSES 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 FIHST DOSE OF EPINEPHRINE DURING CPR Follow Hospitals's Verbal Order Pohcy
S0S / PRN (As Required Medication) i
_ Daef 1 [ | [ | | T T T ]
DRUG : Tﬂpq o ‘*-“i“'] "'_r__';_ | I___I___]l e
Dose Route | Frequency |Start Date . : . ,' . | j | | l
T T T ] BN mm
| S AN T S R N S S S SO S ot
Doctor's Signature |Valid Period| Pharm. , ' i | : | | | . J
1 i 7 1| ' '
| JI | ! I JI_ | ‘l_ _' . ? :
: I | | | | |
Additional Instructions: | | mERERERREEER |
r T T [ ' ' [ ' | I |
1 I A A A || |
- Dated [ ] | R [ 1
e | alt ' ' | | . . , '
= T | | L L L L
Dose | Route [Frequency |Start Date | | | | | .[ ! S
r : | | | ! ]I | ! : |
_T__ﬁ!_______l. __!___.J!r.___L___,_ S : | |
Doctor's Signature |Valid Period| Pharm. | || R [ I | |
| 5l | T T I | | |
i | | || ] | | ||
_ 1 i il i
Additional Instructions: g : : ! , ! , | . | .
I 1 | | | |
m ] | ||
Date | i ' ' | | } | I l
_____ | | | | | |
DRUG : Tpel | L 1 | [ L i e
Dose Route | Frequency |Start Date , , i | f | | | . i | |L :
Doctor’s Signature | Valid Period| Pharm. : , . , [ | '1- | 1 i
[ | | | i | | |
| | [ | | | |
{ | : | | | ! .
- 1 OO T O I |
Additional Instructions: i , | | | | . | ] : ,
L . - T | | I
¢ % 1 | | | T I 1
l | ! | | | | |
Page: 1/4 (PT.0)
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Date»
VARIABLE DOSE Time Nurse Sig ] Nurse Sig | Nurse S | Nurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Route Start Date vose pose fose D
Dr. Sign Dr. Sign Dr. Sign Dr. Sign.
Name & Signature of the Doctor Hoke Bosa Doze Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o . Dose P
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme I Nufs;Sng. [ Nurse Sig. l Nurse Sig. N_urs‘arSig.
Dose Dose Dose Dose
DRUG : Dr. Sign. D Sign Dr. Sign. Dr. Sign.
- | Route Start Date . o - o
”_ Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
f Name & Signature of the Doctor - D% o o
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: T . Doss _
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
: Date Time Medication Dcl)r?:tgic&ti(?r:ger Route Signature Nu;:ses
5 I NI o0\ 4
5 .35]5(139 e Ce?OTﬁK-’M{ { &M W —4% P -
oy \0 AN “raprer TH‘T; 244;;
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Dose | Route Freq)'e_Pffy start Date\0 | / % -
4um | Tv | dovary |21/ e [/
Name & Signature of the Doctor == A
Starting the Drugs: 7 2fop
e Sl el ] o pia. AW EAGhey
Additional Instructions: [N G2E
p 241626
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Daily Doctor’s Endorsement by a Sign ‘
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Dose | Route Frg%%né_:y Start Date{(, [, @J /
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Name & Signature of the Doctor o
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Additional Instructions:
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.suf'Pos..! TORy DE{E;S\\JS ]
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Dose Route Frg?#fgcy Start Date //
24omy| PR |ooply |2H¢jid | / /
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/ L
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— SUPPOSTTORY  [Dateh g\
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