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T takes 3 (ot aat the fit | Your Right to a Safe Delivery
Name Mrs THABASSUM SYED UHID VIH-00165066
Baby B/O THABASSUM
Father/Guardian SYED (VIH-00196413) Age/Gender 39Y 1M 5 D/Female
Adisois PLOT NO-95 RAI NAGAR COLONY PHASE-2 BOLARAM TURKAPALLY
ROAD RISALA BAZAR, Haig Lines, Hyderabad, Telangana, INDIA, 500010
IP No [P-00060395 Admission Date 18-06-2026
Ref Doctor SELF Discharge Date 20-06-2026

DISCHARGE SUMMARY

Consultants : Dr. CHANDRIKA K, CONSULTANT GENERAL SURGEON

Diagnosis:P3L3A1l with Supraumbilical Hernia with Laparoscopic
Herniotomy and Bilateral Tubectomy.

History: Presenting complaint: Patient came with c/o Swelling & severe
dragging pain in umbilical region since 3 years. Swelling increases in size on
standing.

USG abdomen & pelvis done on 09.12.2025 showed Mild hepatomegaly,
Bulky uterus with Intramural fibroids of 39x36mm in Anterior myometrium &
15x11mm in Fundal region, Ventral hernia (4 cm) in midline above umbilicus
with herniation of omentum & bowel. Admitted for Laparoscopic hernia repair
and B/L Tubectomy.

History:
LMP: 07.06.2026
Previous Cycles : Regular / 24 days / 4 days/5pads/day clots +

Obstetric formula: P3L3A1/LSCS
LCB: 9months

HIMAYATHNAGAR BANJARA HILLS {}C1, NABM & NABL Accredited)  HYDERMAGAR (MaBM Accredited) KONDAPUR OUTPATIENT CUNIC (jC) Accredimeive)  SECUNDERABAD (NARH Accredited)  KONDAPUR LB NAGAR (MARH Accredited)  NANAKRAMGUOA

Fmmrgency 3 040 - 48873000 Emargency T D40 - 4406 5555, 91009 25316 Emargancy 3 040 - 4248 2300 Emargancy 3 040 - 4248 2100 Emurgency 1 040 - 4248 2300 Emargency 040 - 4746 2400 Emesgency 3040 - 7111 1333 Emergency 3 04089313233

@ 1800 2122 @ www.rainbowhospitals.in




Name gi\fgg HABASSUM UHID VIH-00165066

Medical History: Nil

Family History: Father - HTN
Surgical History: 3 previous LSCS
Allergies: Nil

Investigations: Enclosed.

Surgery Notes:

Operation performed: Laparoscopic supraumbilical hernioplasty (IPOM) with
Bilateral tubectomy.

Indication: Supra umbilical hernia

Operative findings:

- Pneumoperitonum created using veres needle passed through Palmar
point.

- Smm X 2 ports placed along left anterior axillary line (mid and lower
abdomen), Adhesions separated.

- Transverse colon adherent to hernial sac separated and freed.

- Bilateral tubectomy performed using bipolar cautery.

- 15 X 15 Prolene mesh introduced through small incision on the hernial
opening.

- Defect closed with No. 1 prolene.

- Mesh spread and fused on the repair with preplaced 2-0 prolene at 4 corners
with absorbable tackers.

- Subcutaneous fat closed with vicryl.

- Skin closed with tackers.

Post-Operative Notes: Postoperative period: - Uneventful.
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Advice:

1. Tab. Taxim-O 200mg twice daily till 24.6.2026 (9am - 9pm) after food.

2. Tab Metronidazole 400mg thrice daily till 24.6.2026 after food. (8am
-3pm-10pm)

3. Tab. Calpol 500mg (2tabs)thrice daily till 24.6.2026 (7am-3pm-10pm)
after food.

4. Tab. Pantoprazole 40 mg once daily till 24.6.2026 (7am) before food.

Tab. Voveran 50 mg thrice daily till 24.6.2026 (10am-4pm-10pm) after

food.

6. Inj Enoxaparin 60mg once daily subcutaneously till 21.6.2026 (7am)

7. * Wound care: Remove the bandages next day after the bath and put
small Johnson's bandage over the suture sites for 3 days.

8. Pegmove powder 2 scoops at bed time for 2 weeks

n

Review after one week on 24.6.2026 in Gynec OP (This consultation will be
charged).

For OPD appointment contact 040-43404340 (between 8 a.m. to 8
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).

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 ........c.eceunne. in the language that | understand and | have
understood the same.

RAMJARA HILLS (IC1 MAEH & WABL Accredited)  HYDERNAGAR (MABH Accred KONDAPUR QUTPATIENT CLINIC () Acerwdtitad V7] SECUNDERABAD [NARH Accrediied) KONDAPL " L B NAGAR (NARH Accredited)  NANAKRAMCUDA
3040 - ABETION0  lammrgmacy 3 040 - 4466 5335, 91009 21316 Emargency 7 0AG - 4248 2300 Emmrguncy 3 040 - 4348 2100 Emerguncy 3 D40 - 4246 2200 Emergancy 3 040 - 4246 1400 Dmergmncy 3 040 - 7111 1333 Emergency & 040-8931 1233

@ 1800 2122 @ www.rainbowhospitals.in




Natisie gﬁgg HABASSUM UHID VIH-00165066

Name : Signature :
Relationship with patient :
This summary has been explained by :
Summary prepared by: Dr.
Registrar/Resident/C.M.0O
Dr. CHANDRIKA K

CONSULTANT GENERAL SURGEON
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Date : NZ[GL?&
Patient Name: MK'TMEM{um Date of Birth: I(f[«gflqal:}ﬁ\ge 9.

Gender: 7@"’1%&( Ward o O UHD No.: ..46.5046...............
Date of Surgery: [Q’[f’m u/aﬁ [10T-2 []OT-3 [10T-4 []OBGOT-1 [ 0BG OT-2
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1. Surgeon D" ........ C’F\rmdnkq/// OT" ..... dw% ......

P>
2. Anaesthetist DK}%W:&Q(‘/ WOWYW@L"
3. Assistant Surgeon :....] Y. ‘fU‘«}aleﬁ ............................... 030 T‘)-'DL\AQ—OE“D
4

. OT Technician “R&kﬂh .......................................................... ‘ZD";]'}Q&}/
LI x_./

5. Circulating Nurse %M[c— ............... ORI T T R A

6. Assistant Nurse M&'rﬁ‘il m@;; ..................................................

Special Equipment: Laparascopy [ Broncoscope ] Harmonic (] Morcelator
[ C-ARM ] Cystoscopy [] Versa Point (] Liver Cusa
("] Neuro Cusa LIRS it

K Qo e (gi/

Signature of the Surgeon Signature of Circulating Nurse
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Sl.No List of Records Legibility Completeness Remarks
Pages

9 Admission Sheet 2 — — -
2 Discharge Summary 9 — — —
3 Nursing Initial assessment form L — — =
4 Patient Trasfer Forms 2 - — —

5 In-patient Medical Record

6 Doctors Progress Sheets 2 S = —

7 Nurses Progress notes 9 _— — - e

e Consultation Sheets

' General Consent for Treatment | » — -

10 Conset for Surgery

11 Consent for Blood Transfusion

12 Consent forChemotherapy

13 Consent for High Risk

14 Consent for Restraint

15 DAMA Consent

16 Consent for Special Procedure L o o 4

17 Consent for Radiological Investigations

18 Consent for HIV Test

19 Anaesthesia consent form

20 Anaesthesia notes(Pre Anaesthesia & Post) 2 —_ o -
21 Pre Operative checklist { = - -
| 22 Surgical safety Checklist L s = iy

23 | Operation Theatre notes I = = «

4 Nurses Clinical Presentation

5 TPR & BP chart y A == = a
| 26 Intake and Output chart (fluid Chart) 2 Pl e ~

27 Drug Chart (Reqular prescription) =S - - —
28 Daily Investigation sheet

29 | Investigation Values (Result Sheet) l — — —
30 Nebulization Chart

31 Diabetic chart

32 Nutritional Review chart

33 MLC form (in case of MLC)

34 Patient Educatlon Form
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Total No. of Pages
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ERROR LOG

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

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE
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o 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 S Telangana, INDIA ,500009.
Hospital B TEL NO :040-42462200, Ext 2000,2001,2002

o WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP-00060395 Admit Date : 18-Jun-2026 Admit Time : 11:38 AM UHID : VIH-00165066

Patient Details :

Patient Name : Mrs THABASSUM SYED Age :39Y1M4D

Guardian : Mr IMTHIYAZ KHAN DOB : 14-05-1987

Gender : Female Religion

Occupation i Martial Status . Married

Address (H) - PLOT NO-95 RAI NAGAR COLONY PHASE-2 Phone No : 9676793007/ 9642965669

b g{%ﬁfﬂg ;;J dz*:;zg%;;g;z o ABAZAR e mail . syd.thabbu@gmail.com
010

l imission Details :
Bed Type : MICU Bed No : MICU 228 Ward Name : N 2F-MICU

Room No : MICU 228 Admission Type : First Visit

Contact Details :
Name : Mr IMTHIYAZ KHAN Relationship : W/O

Contact Address : PLOT NO-95 RAI NAGAR COLONY PHASE-2 Phone No 1 9676793007 / 9642965669
BOLARAM TURKAPALLY ROAD RISALA
BAZAR Haig Lines Hyderabad Telangana INDIA

500010
Sinature
|
i
sctor Details :

Doctor Name : Dr. CHANDRIKA K Specialisation : GENERAL SURGERY

Referral Doctor BEEE | Phone No

Co-Consultant

Payment Details : Deposit Amount  : 25000.00

payment Mode -DC/CC Card Payor Name LT\[;IDAL HEALTH INSURANCE TPAPVT

Printed Date / Time : 18/06/2026 15:19 Printed By : 017885 Page 1 of 2
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VIH-00165066 1P-00060195 S
Mrs THABASSUM 8YED Ref. No.:F/GYNIC/18

. o 14-05-1087 WYIM4D
. | O SHAvANA k DMISSION SHEET FOR GYNECOLOGY
BY F

N A Do o Admivion: 18] & 12026

Time of Admission : (12 3¢ Pm-
---PERSONAL DETAILS 5
Name : Moy - “Thabanswm 9@ ed Age_ Y f_Date of Birth “‘”‘35! 'Qgﬁl
UHID No. UIH -ccl6s 6 é¢ IP No.:
Department : 68‘-31'\-.'! Consultant: _D&. Bhauana K .

r---PRESENTING COMPLAINTS
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MENSTRUAL HISTORY OBSTETRIC HISTORY
Year of Marriage : 4 ﬁe‘u?b Parity: Taln

Previous Periods : Re@ujdtl. } 24 dd’js} L}d“‘-f"%ﬂodeochlivery: 8 |sc¢cs .
LMP: 7|¢) 202k - 10 pads | emax) clells - | .y g inn: B veanits:

Contraception :




MEDICAL HISTORY SURGICAL HISTORY
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Paoyjowd 3 LSCS -

las}y - Sept - 2005

FAMILY HISTORY

NOTES / ALLERGIES

Fabher - Hyn No alsetqjes:

--INITIAL ASSESSMENT

Date % ) €] 224 . Breasts Sofy Local / Speculum Examination

H. Jo2 cm - wi_ 354K No lumps

9 [ Nel doue -
BMI _ djschaadc '
B.P joo ‘70 MMty i ke 75\9”"3
N
Pallor @ Abdominal Examination Bimanual Pelvic Examination
cvs. S5)1S2 @ 5“"&&@ # wid
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Respiratory System BaE ® AN
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Thyroid No -SLA‘U-UT\Q{ i

PROVISIONAL DIAGNOSIS : -g

INVESTIGATIONS ORDERED

Palg Py with p3ed. 8 lscs & Non fubectom iced c
bsoid uhesus & umbilical hm]ql‘:ﬁ lagp - bhesnial

S echoroy
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Name of the Doctor : D%4. BhCUJa.nCL k . @_

: 3 Yo
Date: 1% ’ & , UL Time: \\Oo %m w”” Signature of Doctor
/
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Mrs THABASSUM 8YED e
14-05-1987 ¥Y1IM4D {F)
* Dr. BHAVANA K Rainbow"® .

BirthRight
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It takes 3 ot to treat the little, Your Right to  Sale Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: \'6“0\9,6

Baseline Information:
Admission From: O ER (1 OPD szdmission Desk [ Others, specify ........ o DU S S
Primary Language: ,D\(Iugu [J English mnﬁi EVOURE Y0 s saions
Doyou require aninterpreter? [1Yes LA |ersspecnyﬁ‘
Source of Information: Ment ] Family [T Others, BROEIV ... i ittt
Allergies: [JYes [INo B’ﬁgdications (] Blood Transfusion [ Food oMY i mrmr i
MVES TR o ity s oo oo B i S s NS e s S e o PE s P SO TV SR o B
Chief COMPIAINIS: .........ooooorenereensecsecsessenssesssscsssssssssssssssenssssnnssennnnnnes DOCTOF Notified on Admission: <+¥8s [1No

0
Name of the Doctor: DT [\ﬂkl&’{‘b
Time Notified: ...1L.% %D@V‘? ......................

Past Medical History: Obtained From Mnt (1 Family Member ] Medical Record [ Other (specify) ...

Past Medical History Past Surgical History Previous Hospital Admission

8\ Pr< N ‘f%

Gynecology Assessment: At Applicable | Gynecology Surgical History: Gynecological History:

Menstrual History: ........ccccoueerussrusenenneen. | GaeSarean Sectlcn(/g \,D/ Contraceptives: t;yﬁo CJ Yes

.| Cervical Cerclage: [ Yes Vaginal Discharge: l_Efﬁfo (] Yes

Onset of Menarche: ........co.ccecoeverenennennenen. | ECtOpIC Pregnancy: )}N’u O Yes Post-Coital Bieeding:&’ﬁo []Yes
Menstrual Cycle: Q,R(gular [ Irregular | Myomectomy: cjaﬂo/ O Yes Infertility: J?fg [J Yes
Last Menstrual Period: ..............cccoveerueennn. | OthErs: If Yes Type: [ Primary [] Secondary
Obstetric History: G ..o PR Ly A i,

Previous LSCS: ............. Q«l«%‘f—fb %

Current Medication: [ Yes, If Yes, Fill the reconciliation form

Family Hislurynm Abnormalities Detected
[ Heart Disease [ Hypertension (] Diabetes [ Stroke [ Seizures ~ [ Kidney disease

{1 Liver disease (1 Other ...

Vital Signs / Measurements: Temp(\ ﬁ)"’ s HRqﬂlb RR: '[KEO‘ .....
spAL0 Do weign S, U,@bl Height 169  awi. 2614 ]<

\

/1

Pain Assessment:  Pain: I.ers El NWYes complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)
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VIH-00165066
" mrs THABASSUM SYED
~ 14-05-1087 9Y1IM4AD (F)

. BHAVANA K

i

PHYSICAL ASSESSMENT
General Appearance: ealthy CTill looking [T Anxious L] Agitated [1 Others: ...... e o
Fall Assessment: ] Yes No Score.....L.... (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: w’g [JNo Score ﬁl}g (complete the Braden Q Sheet)
FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
1 Mobility problem I Walking Problem %rmality Detected
O] Developmental Delay I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: Wrmaﬁty Detected
L) Qverweight L] Poor Appetite > 3 Days (] Needs Therapeutic Diet.

I Under Weight L] Diabetes Mellitus [J Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

\_ﬂr: & Cooperative (] Restless 1 Depressed L1 Agitated L] Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single Med (IDivorced  [J Widow
2. Special Habits:  Smoker: (] Yes Alcohol Abuse: [ Yes LULG/ Drug Abuse: [ Yes CE‘N)D

Social History: Lives With .............. :

Orientation has been given regarding the following aspects:

Call Bell in Reach : [ Yes D"Nuj Waste Disposal Explained: “Yes [1No
Infusion Pump : V)(é I No Hand Hygiene Explained: Yes [ No [] Others

Above information given to MTB/H?D\L/I)&%QYO
Name of Person Orientation was given to: mr&‘!habo%uﬂq

Orientation not given RBASON: .........oeveeeveevsereersneseesssnnnas

Nurse Signature; \4:@ "

Nurse Name: LQ‘( Ak

Date & Time: \‘{,L‘B;).@\L%‘Zgﬁm
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It takes & ot to treat the Mitle.

VIH-00165086 IP-00060
Mrs THABASSUM SYED
u-ncn;::; - Kiﬂ 1M4D F) Date & Time of Admission Date & Time of Transfer Order
or.
| . ~ -1
NI (iglele @ agan | talelos @ g
e Treating Consultant Name Transfer Ordered by Reason for Transfer
&) .
D toquhoott | o yadk
From Unit To Unit Information to Attendant
Yes [+ No[ ]
Mcu Room (_ 26 ) e

Number of Sheets in Clinical File

Number of Imaging Films

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

b - el s btl aC Yes[ 3 No[]
~ If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
‘ WNdea pad l
Bl cate {
3.
4.
5.

Shifting Summary / Notes Written by Doctor :

Yes|[ | No[ |

ﬁ: - "(DQ]@SL}U_’XJJ:

Q*’w

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

D Yoqedivan

Patient & Clinical Records Received by :

5@5?&)

Date & Time of Patient Received : S%f[ﬁ L‘ILG 2% Qf |80 Ary

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

Your Right to a Safe Delivery
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inbow® . o
hildren’s (L BirthRight
PATIENT TRANSFER FORM Hospital | .‘%—T
Patient Name & UHIN Nn Date & Time of Admission Date & Time of Transfer Order
VIH-00165066 o ——
e s e[ ele@t:de | ¢ (6126 (% 5y

Y
D Bmda fosiop e

From Unit To Unit Information to Attendant
Yes | N
ot Micv - el =
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

M| e

s
o If yes, what 7

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

1.

=

\ n\j
; |
N

4, e

&
Shifting Summary / Notes Written by Doctor : Yy- No|[ |

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

§1 s %\Q:L DY\ M s

Patient & Clinical Records Received by :
*
> UL(_O-%}’\».A

Date & Time of Patient Received : ‘d% 1_6 % Q/\\ {S—LPM

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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Rainbow"® . L

Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

PATIENT TRANSFER FORM St s o g o

VIH-00165086 IP-00060385
Mrs THABASSUM SYED
o e BY1IM4D , = ‘
or'l m\l’mﬂ*‘m"m ,,“ " m Iu Date & Time of Admission Date & Time of Transfer Order
Q
wlel2b U2 | gle/26 at- 01w pm
Treating Consultant Name Transfer Ordered by Reason for Transfer
D7 - Nkl Jop ekt
Hein e .
From Unit To Unit Information to Attendant
1 No[ |
‘ Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
g’ 1\9 ?) Yes| | No[ ]
?) If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. [tem Name Quantity

4. il

5.

Shifting Summary / Notes Written by Doctor : Y@T/’ No[ |

DY

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

= Mﬁﬁe\ﬁv\/\‘\ D - N/ ludz

Patient & Clinical Records Received DM

Date & Time of Patient Received : \,@\‘D\ & @ 2‘ 'C(W f

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

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

! Docu. No. : RCH /FRM / CLINICAL / 102
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| 14:08-1987 39Y1M4D (F)
| Dr. BHAVANA K

T
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It takes a kot to treat the & ‘our Right to a Safe Delivery

\

PROGRESS NOTES AND DOCTOR'S ORDER
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Z | Diagnosis: E_.)lj B toMth peeviowy Lsts T hom | Any Infection: C1Yes\w#TNo [ Not Known

= 4o beotd. cden v c %&d b,

= #Bgica mited T ke 'iuzf o Sapats 4 W w5 It Yes SPECHY: ...... T icveesieitnrrennre

E Surgery / Procedure: Post OP Day:

W L2 b

o | Date ‘ \%\ : \&

3 % £ A N I B

& | Medical Condition - - o

& | (Any special condition to be noted): | - i P'I

=< - \

& | Diet: N (N NBw | AB) [0t ik died
Allergy: C1Yes @No |01 Yes &fo | 1] Yes 1Mo | 01 Yes #1No | T Yes Mo | 11 Yes |ING
Ventilation (RA, NP NIV, VENTI): 20 X0 | pp /4 26 | RH
Tubes/Drains/Catheter: = Yes [ No [« Yes ©1No f=-¥es 0 No L&7Yes [7No #rVes C1No |1 YesiNo

£ | Vital Signs: Temp: | 9e ¢ |48-NE [9RebE| 48 Q‘@-LL" QE—F‘C‘ F
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Fall Risk Score: o “ut 'S s s 15
Pain Score: | o S n ( O/ o 0
Skin Integrity | Gt [Boka X ot 6 nbact [ndet
Safety Needs: &Yes C1No = Yes 1 No pAes [ No [&Yes C1No fes O Noy=Yes ' No
Physiotherapy: = O = - ol f
§ Others Specify: |1 Yes 27No |1 Yes [3-No | (1 Yes i-Ne | 0 Yes [INo | O Yes iAo | T Yes E-No
E Special Diet: Ner \ﬂ«v\ NB O M) () 1ok g,d;ejl
E Critical Lab Test / Values: -~ —  +pil- = - ol
E |Other Special Orders / Medications: | Yes “No [ Yes &0 | 1 Yes Cabder] (1 Yes.&-No | [ Yes _CINo | O YesAoNo
E PU Prophylaxis: O Yes Mo [ Yes Ao | O Yes o 11 Yes S-No | 0 Yes O No | O Yes(ho
DVT Prophylaxis: Ol Yes No [@\Yes & No | Yes =100 | 0 Yes 2No | O Yesf;hlo 1 Yes{LA0
ADL (Dependent / Non Dependent): | Qegpnd.d | opendl dprabd Jyop erdoel o pomda]
7 ] . 7 : =
Post Operative Procedure Special Orders: — = p'c 1
W
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@ | Surgery/Procedure: _ r;,b Post OP Day: ~ 1
W
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§ Medical Condition N ’ ‘J\ \
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M w2 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 Al ,Telangana, INDIA ,500009.
Hospital o TEL NO :040-42462200, Ext 2000,2001,2002
- WEB : https://rainbowhospitals.in
ENERAL CONSENTFORT T
Patient Name: Mrs THABASSUM SYED Age : 39Y1M4D
IP No: IP-00060395 Sex: Female
Consultant: Dr. CHANDRIKA K Ward/Bed No: N 2F-MICU/MICU 228

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.

nderstand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned

o consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insurance 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.

ving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
pruvedure, 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.

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

~ "™ Guide book has been given to me and | have been explained about the Hospitals rules and policies.
nancial and billing counseling has been done to me.

Signature of Patient/Relative: _

Name: | u\/\_,‘b(/uj 7 az KW Patient Address:

orabiG: PLOT NO-95 RAI NAGAR COLONY
Reltonitie: 'HL{ chaud - PHASE-2 BOLARAM TURKAPALLY
; Ime: ROAD RISALA BAZAR Haig Lines
Date: Time: . :
I5(6 [2026 I:2¢ Aoy Hyderabad Telangana INDIA 500010

Wittness Name:
Wittness Signature: gg@//f/,

-

Printed Date / Time : 18/06/2026 15:19 Printed By : 017885 Page 2 of 2
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OPERATION NOTES

Surgeon :

Dr. Bhandr Ka D - \{Oﬂfﬂﬁwart

Asst. Surgeon :

Pre-Operative Diagnosis: S pao v naderacol HE] Ao -

Surgical Procedure :

Loabver (lPOM) E tulretonway

%apémos CW/Q g’u{y\q owalpi 1€ al I—{&Amop-

»

—f% &‘tg-

Indications for Surgery :

S'wp«aumbw H’gﬁm

Date : 18\6 ]a,(,

Post Operative Diagnosis: )

SartTime: 99 (LG | EndTme: G yp pry
2= o) ¢

Peri-Operative Complications:

Amount of Blood Loss:

Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

-~

Operation Notes: Pno_u A 2 ent Foreun N9 o Jadd UAAAA

pw* S mm x 2. |9¢9~J31 plavco_,ol QJ—‘O*!/\:? m

Culy\_te/b‘be-’( oo Li@(mﬂot ¢ Lore %M
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Signature of the Surgeon: K W
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Name of the Surgeon: ..

Date & Time: ......0-




SURGICAL
SAFETY CHECKLIST

h 4 =
Surgeon : D‘Cl\anc[ﬂ

Asst. Surgenn ............

Anaesthetist : .& ;
Scrub Nurse ]fa.ﬂ “““

VIK-00165066 S
Mrs THABASSUM SYED

mﬁ 14-08-1087 WY1M4AD (F)

"o

]
- | Rainbow”®
‘Children’s BirthRight
Hospital .

It takoes & o b et the Bifle.

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Egom

Pulse Oximeter on Patient & Functioning '/Yes CNo
Does Patient have a:

Known Allergy? [1Yes M
Difficult Airway / Aspiration Risk?

Yes, & Equipment / AsSistance
Available
Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned
Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

“Yes CINo

[Yes Mﬂo/;t”. NA
CYes OMG 0 NA

;yes/mo CINA

SIGNAIUTE ... B ettt eaaneeesee s

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Une&?ed oY)

Steps, Operative Duration

Anticipated Blood Loss? yg T¥es Ao CINA
Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [Yes )lﬂ’ TNA
Nursing Team Reviews:

Has Sterility (including indicator results) ﬂQe&
Been Confirmed? are there Equipment
issues or any Concerns? AYes CINo CINA

Is Essential Imaging Displayed? TIYes CINo [CINA

Power Supply, Earthing, Power Backup
and functioning of equipment checked. COYes ZM
SIGNALUTE <. B e

NAME v BB e

SIGNIN  Time:....2-- WP TIME OUT  Time. 23 /5172 SIGNOUT  Time... 40P
Patient Has Confirmed Confirm all team members have ’ Nurse Verbally Confirms with the Team: .
Identity M CINo introduced themselves by Name and Role CYes [1No The Name of the Procedure Recorded C¥es C1No
Site ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure j?_ No Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ &Yes L1No [INA
Consent “Yes CINo Correct Patient (Check ID Band) CYes CONo The Specimen is Labelled (including
Site Marked CYes CINo &K Correct Site C1Yes INo patient name) CYes CIhe~T1 NA
Anaesthesia Safety Check Completed ~ _.¥eS 7 No Correct Procedure ko .(.st o [Yes CINo Whether there are any Equipment
Problems to be addressed [1Yes T [T NA

To Surgeon, Anaesthetist and Nurse:

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

}BS [INo

IO i cvosionrmsannnnsarses i T S SRS AR P pap s tnses

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Rainbow"® ’ _
INFORMED CONSENT FOR SURGERY OR Chilren's igzgmanz
SPECIAL PROCEDURE ok o e e Vo ight 03 5o Dty
Patient Name : mgb‘masﬂssum ..... SVED Gender: [ Male “Female Age : %ﬁ\)
UHDNo: ... YR - 80165068 . Date:....18.).6.).202¢
Instruction:

This consent form shauld 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 formis to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

| hereby authorize the performance of the following operation (s) or procedure (8) (use no abbreviation/ Avpid technical terms)

............. LAPARCSCOPEC  HERNEA . REPATR...F.. BILATERAL. TUBECTONMY.....
T SR M. THABASSOM... SYED......

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

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

..... LARARSIAMY. ... REQ.CCURANCE ... FERAMIANENT. & . KRREVERSIBLE...........

MMETHED.. oF. STERLLYSOTTAM. .. 4.4 FATLORE RATE... RISk OF. ECIORTS.  SREGQMANCY -
My signature on this form indicates that
1. Ihave read and understood the information provided in this form
2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.
3. |have had achance to ask my surgeon questions.
4. |have 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: .............. PR .CHAMNDRIEN e

Consentee : Patient Attendant :

Signature : ...... gyﬂ‘%‘@““ﬂ ............................. SIONIBITE & co.oivc i BT

Name: .......... Mas.. . THARASSUM............ Name : SIMTHLYAZ KHAD oo

Date & Time : ... 8., 6 12024 .12 Em Relationship with Patient: #u;{M .......................
Date & TiMe © ................ 18./8)2224.. 122

A Doctor (who is taking the consent) :

PO v et 5 0 N, Feassessassorriisnbili R Tls

T SRR LS R, & DRNIK ﬂITPr ................

BRI - .........coooomssmnsisoss st ens e Bl & Tine: 1%)6[%% ‘

Docu. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR GENERAL / Rainbow” | @ BirthRight
REGIONAL ANAESTHESIA / Hospital _ | () amemmn
MONITORED ANESTHESIA CARE

I\

Agegq ...... Gender : Male O Femwe‘({‘

UHID NO: .. .. Surgeon Name: (-Dw/

Anaesthesiologist : CDV ﬂlmm

Operative procedure planned : V

Patient Name : LN AL VAV .S

JLEASE 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 O Diabetes mellitus O Renal failure

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

WRE A o e

1 O U U UL 0 O S S
» Doctor to document in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

%ﬂainb w Hospital & its authorized doctors to perform upon me / my patient
[. ......................................... .. the above mentioned operation / Diagnostic / Therapeutic procedures
AL

| authorize and give consent for anaesthesia ( O Regional iEAffeneral Anesthesia / O] 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.

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

- Pregnant: OO Yes 0
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature afGeneral 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 :
Signature : S_,g,Q ......... e I T Signature : . W ..................................
Name TI"’MW ......................... MR e R e e

Relatlo.nshlp with Patient: ...... @ff’ ......................... Date &' Time : ....... /Qfé %/{% "
Date & Time : .............. rf{é/% ...... rZI ...... Y

Doctor (who is taking the consent) :

3T T Y, el 2 ot B SN
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Rainbow® . R

Children’s | @ BirthRight
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ks a ot o tie Your Right to a Safe Delivery

wany warning Observation Score Chart - Obstetrics

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

o b 26 Date
[ Time 819101112 1011 (12| 1 21314]5]16] 7
~ —— 4
> 30
RESP 21-30
(write rate in
corresp. box) 101 ~12:)l'.'l
94 -
Saturations = 91;)'?6%
Administered 0, (L/min.)
40
39
§ 38 -
37 o
- 36 s .
35
<35
170
160
150
140
130
r."::': 120
2 110
z 100
® 90
8 oz g8
70
60
50
40
190
180
170
i 160
- 150
=3 140
@ 130
T g 120 20 2) A\
b 110
@ 100
a 90
' - 80
70
60
50
130
2 120
w
8 110
A 100
=]
12 0 &
(=9
w 70 0 2%
2 60 :
=
5 50
40
NEURO SQTQIU’F'/"IH I T T I
RESPONSE Pain
1] Unresponsive
URINE >30
mis / hour < 30
T Protein + +
roteinurna e otein > + +
. Normal
Lochia Heavy / Foul
Clear / Pink
Liquor e
TOTAL YELLOW SCORES o A - - 4
TOTAL ORANGE SCORES ] D b
Nurse Initial (62

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




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

2 J

f L3 Al i

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes

. 7 o

e

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

= J

* The Modified Early Warning Score (MEOWS)
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tany warning Observation Score Chart - Obstetrics

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

15| 6 [0

Date
Time

o

10 12 10|11} 12

(3 12](1)

RESP
(write rate in
corresp. box)

> 30
21-30
11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

40
39
38

37 b2 L - B L o s

i
E:

3, dway

- - ] 7;\ =
36 £ b

35
< 35

170
160
150
140
130
120

110

ajey Leay

100

130

f’

120 I 121

1o 1L

110

LY

itz

7

100

anssald poojg J1j01sAs

90
80
70

60
50

130
120
110
100
90

80

AV 2%

70

=45

40

Jféﬁ‘ [¢a)

60

ainssald poojg Joiselq

50
40

NEURO

Alert

| B () ) 7 B 7 o I M M D Wl BV

RESPONSE
[+]

Voice
Pain
Unresponsive

URINE
mis / hour

> 30 ] B sl BT Ol Ll T B 2 B

< 30

Proteinuria

Protein + +
Protein > + +

|
|
|

Lochia

Normal
Heavy / Foul B8

Liguor

Clear / Pink
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

L4

~&le ||k

Nurse Initial
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

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

-
=
i e
Complete a Full

Set of MEOWS

.~ | '~ Gbservations
e . s
-
A

> 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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Early Warning Observation Score Chart - Obstetrics

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

Date

Time

(o)

13

Q) QA

RESP
(write rate in
corresp. box)

> 30
21-30
11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

2,dway

40
39
38
37
36
35
<35

-

2L 51

r-ﬁ

LEL

14

170
160
150
140
130
120
110

100

ajey ueay

90 4o

80

'S

70

gD
ig

190
180
170
160
150

140

130

N9

120

AV

110

100

anssaid poojg 31j0isAS

S0
80
70
60
50

130
120
110
100
S0

80

70

60

2inssaid poojg dijolselg

NEURO

50
40

Alert

L e

RESPONSE
[v]

Voice
Pain
Unresponsive

URINE
mis / hour

— —

-] |-

> 30
< 30

Proteinuria

Lochia

Protein + +
Protein > + +
: . — . 7S — v

Normal

Heavy / Foul

|_Clear / Pink

|

Liquor

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

SEE
1?00

Nurse [nitial

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



Obstetrics and Gynaecology
Early Warning Signs

£ ~
1 Yellow Alert :
Repeat Observations
in 30 minutes
. o
g \ £ K
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
N o s p
(
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
e 7

* The Modified Early Warning Score (MEOWS)
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Children’s BirthRight
Hos p ital . BY RAINBOW HOSPITALS
It takes a lot to treat the Httie. mﬁio_a Safe Delivery

| FLUID CHART |

Rainbow®

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
Date | Time | Nawre Route NG | Diarhoca | Vomit |Drainage | Urine | Phebis | Sign.
Mouth | 1V | NG
08:00 am
09:00 am
\Y] 1000 am _
N9 [iroan [ DL tho wo
\b 1200pm | RL 4 LSS o
01:00pm | R A iaorvol
Total Intake : Total Output : .

02:00 pm \I2M o
‘)[j]?;:l}ﬂpm N o XA
\Q 04:00 pm A2 o \|~

N[00 | o ooplLpe slhss oy
06:00pm | P A W gt -
0700pm| © | B IS ) | o ,
Total Intake : k. \ Total Output : Zoex, A \7[45
Jesoopm| AL Lo e VB od | 7
\% 0900pm [DL +[120 M pey by loond | » ]
16 10:00 pm | L2 oy pey (202 looed | [
100pm | 1 ANgp P bv Sowd | =\ Wﬁ
1200am | X120l wer | Y (oot | @ L%
0100am (DU Jdoo %4 lepes 4
Total Intake : ml R Total Output : < (fy pul -
02:00 am U it | A 8 A~
“\\}O 0300am I%i {fm [ ot | o (R’
\\o\ 0400am | P [\l Al Cou{ | o \‘fh“
\ﬁ\\. 0500am | P | o ] o v [ | Vs
06:00am | Py [Wmﬂ}uﬂ, kot |- \ G
o700am | H | el Coo oo | =)
Total Intake : ()¢ (. Total Output: ) CDird,
Total 24 hrs. Intake | ) OO0 (o . Total 24 hrs. output. | | ({00 0t

Docu. No. : RCH /FRM / CLINICAL / 092
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Rainbow”
Children’s .
Hospital .

[ FLUID CHART |

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.

Date | Time Oh:‘aglL:’ri% Route NG | Diarrhoea | Vomit | Drainage | Urine | Phiebitis h?[’]%'é
Mouth LV N.G
08:00am | H,, 4|50, 0 loed | 8 C
9:00 am _
o2 :]G:l]ﬂam it rgs.\]f] . {TWi(Qiﬁ
A tha b o toosD| o
100am |y ales g conl | « (&
1200pm| 50 W\ | | Mgt
01:00 pm o™ |1 %S o pn.
Total Intake : Total Output : JOM .
02:00 pm
03:00 pm (P A "
\\9’ 04:00 pm el e
\% 05:00 pm \er el
O [0600pm - P
07:00 pm V sl
Total Intake : . Total Output :
08:00 pm b‘ . ( )
09:00 pm il o / h"
10:00 pm i\
11:00 pm o i*
\"Na 12:00 am - \ ud
01:00 am
Total Intake : Total Output :
02:00 am [ | N
03:00 am { /
\x 04:00 am - 8 M
¥ [os00am eyl
06:00 am {,{U'
07:00 am -
Total Intake : Total Output :

| Total 24 hrs. Intake

‘ocu. No. : RCH /FRM / CLINICAL / 092

Total 24 hrs. Output
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Your Right to a Safe Delivery

i Hospital
[ FLUID CHART |

SHEEENO. . conaansmmmns

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

2 Thrombo- 5
Date | Time | NAwre Route NG | Diarrhoea | Vomit |Drainage | Uring | Phiebitis | Sign.

Score | Nurse
Mouth LV N.G

08:00 am
09:00 am
10:00 am :

11:00 am | L {
12:00 pm pa
01:00 pm B
Total Intake : Total Outpuy?”
02:00 pm //
03:00 pm /
. | 0400pm P
05:00 pm e
06:00 pm _ P4
07:00 pm /]
Total Intake : Total Output :
08:00 pm
[ 09:00 pm oy
10:00 pm //
11:00 pm /
12:00 am
4 01:00 am
Total Intake : S Total Output :
02:00 am P
0300am|
04:00 am
" | 05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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It takes a ot to treat the itte. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
Drug AlIErgies: ...........cooovvecrevvennee N [ Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward t CICUS)

Shifting From: .......... ML Shifted to: ... LO0M... ) .....................

] et o Saerens) | o | s | ey | 0% | s
g || e R ‘:ﬂuuy ;/c ooc
2 |wo METEONMDARE | fmmen sty o6 O

o KUY/ ;

g | W5 PEETERL em | 1 £ sy Jislasly
y | oy penfemieti ) A0 | w o e oo
5 | qur  erOXAAY (N e | slc gﬁ";:f; /[zc’ CJoc
; Oc Cinc
2 CC CIDe
3 Oc ooe
] Oc ooe
" O¢ CIne

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

o
Doctor Name & Signature : ..........cccoeeerveerernrnene &2
pate & Time: NOLEL 26 A AT .
Nurse Name & Signature: ...... s G R e 12’- .......................

Date & Time : L"((ﬁuﬂ@”“jw

Docu. No. : RCH /FRM / GENERAL / 090
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Tt takes a ot to treat the Mtk Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
Drug AllErgies: ...........ococeevevenne. AN TS OO -'\z/l(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: ........... MO Shifted to: ............ O e
S.No (GENEHI?E&TIEH:T(I:TII’#:P EETTERS} (m[;‘.]rsnf:u) (PO, ?«%"Ei v) | FREQUENCY lﬁif: fnT?ns1§ ?gﬂ?gﬁ'ﬁg
1 TRR . cp LeFO™ Stopey| PO °;‘;’qffu’ 1716 |Oc m=fe
2 | THB- B CoMPLEX ims| Fo ;‘::; 17)6 |CCc &Be
3 Oc Ooc
4 Oc 0oc
5 Oc Ooc
6 ¢ 0oc
7 ¢ [DC
8 Oc Ooc
9 ¢ Coc
10 Cc 0oc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ....S2%. s N
pate&Time: ... LBL6126.. @O
Nurse Name & Signature: ]@-%ﬂﬁ‘@—' .......................
Date & Time (K(@[&bg\ﬁ‘ftf’m

Docu. No. : RCH /FRM / GENERAL / 090
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e D | o

Moy s qS !

REGULAR PRESCHIF [IONS
DRUG: TINT CEFOTAXINEe| X 3}.@ \\ﬂ\uo

Time

Dose Route |Frequency| StartDi. |, -
ue \0 @'
1gM| IV ',.;oumj l?'&l?.qw &@’

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

I
) 6.‘ DR YOQG&HHMZ — DWFDYT‘

| Additional Instructions: ’/ h[ L ?6
N @- =

El © A PP
O e\
Daily Doctor's Endorsement by a Sign.

DRUG : TyJ ™) E£TRo NIDAZRLES gl \0\\\3\"‘9

*ﬁ ime
= Dose Route | Frequency| Start Dt Q’
. gTH
-

9

Name & Signature of the Doctor

'3[5 24

2l

V%

starting the Drugs: [
2 ¢ Lebd Z p
%4 DR. \{OCLCSH’ ARY m/ — maﬂ"ﬁs—
L Additional Instructions: 0O 39! ) = |D1b)2b
3 ) 9o P

Daily Doctor's Endorsement by a Sign.

AN
;

DRUG : ITNT PARPCETAMDOL D_“E"@b

Time

Dose Route Fg;;uency Start Dt. [, A
19 1% P
\qm™| TV fyoopuy 181 i i

Name & Signature of the Doctor \NTD f-‘

b starting the Drugs: = 7 G
ceuiARD (B £
ot PR You Ho)

JAddilional|Ir1slruct|0ns. ) : [l b’ 6
U 7 _qropfid

R

=
=
2
§

@‘5{4‘!8 ! bl wERW

Daily Doctor's Endorsement by a Sign.

DRUG: TNT PANTOPRATAG \b @\@

Time | \8
Dose Route | Frequency| StartDt. [, ~
i 1O o

Name & Signature of the Doctor A
starting the Drugs: / o+

<1 OF lipue SHAR A pv o entS
Additional Instructions: YO (£ lodlbliR b
Q™ "4 00 A0

WP

WERWM @%"’-;gh}zb MeR LY

M
o
ﬁ

Daily Doctor's Endorsement by a Sign.

CIN : UB5110 TG1998 PTC029914 www.rainbowhospitals.in
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Rainbow" | @uycomesees 1P-00060395 Ref. No.: F/HW /DC/RP/INPR /05.a
Children’s u:ﬂmmaum SYED :
Hospital | Wiiiiter o swvimee  ®

e gt o e | Vo vl

L) a&, Wl >

REGULAR PRESCRIPTIONS N, P Y
Date»
@J DRUG : TNT~ nsonrmertiN 20 \b
Dose Route |Frequency| StartDt | ~ Q
fﬁ Gom G| S | BN | 151t [Aetlas ¥
bAu
\§9_,. Name & Signature of the Doctor
? J\| starting the Drugs:
<3 “Dar ?-tw-QW-‘ -
Additiond! Instructions:
Daily Doctor's Endorsement by a Sign.
Py Date »
DRUG: The= (Fr1 ximnt s
Dose Route |Frequency| StartDt. |

oo | PO | B |e1b/aL

Name & Signature of the Doctor
starting the Drugs:

C2Y | oY raunila -

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG 1A PANDPLAZOl ) .
Dose Route |Frequency| StartDt. |

kot | PO |00 |(aléhes

Name & Signature of the Doctor
starting the Drugs:

(&4 ( ovrouniio,

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

¥ DLQLbR‘ﬁﬁC Date»
DRUG : wMWﬂmh Time

Dose Route 'Frequency Start Dt.

(| ¥O | 710 | by

Name & Signature of the Doctor
starting the Drugs:

Rt Ovnouni s

Additional Instructions:

™e (Ysfe o

Daily Doctor's Endorsement by a Sign.

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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It takes a |ot to treat the Wtte

DRUG CHART

. - -
BirthRight
BY RAINBOW HDSPITAL_S_
\ruu;ﬁ'i'g_r;l to a Safe Delivery

Date of Admission: ??)6190'74 Drug AllErgies: ..., M’) .......................... ot known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

- 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

1) Right Patient ~ 2) Right Drug
- 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.

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage  4) Right Route  5) Right Time

S0S / PRN (As Required Medication)

DRUG: ITNT TRAMADOL

Date»

Tigne

Dose Route Frﬁ}geqr’lcy Start Date
J [l
somg| TV ot urned 12 16)2¢

Doctor’s Signature | Valid Period| Pharm.

Hopye uet*

Additional Instructions:

Dates

v

DRUG :

Tirvne

Dose Route | Frequency |Start Date

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

Date

Y

DRUG :

Time

Dose Route | Frequency |Start Date|

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118
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Weight. QQ;H,{‘%M ,(/LJ

Name ...........
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U 9
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Date»
VINNANLE WuoE Tiu’]e l Nurss Sig. I Nurse Sig [ Nurse Sig | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Rome Start Date Dose Dose Dose Dose
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor i e fose Dawy
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
Additional Instructions: s e O oo
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Time l Nurs& Sig. NUTS&SIU Nurs& Sig. Nurse Sig.
Dose Dose Dosa Dose
DRUG : Dr. Sign Dr. Sign Dr. Sign. Dr. Sign
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign
Name & Signature of the Doctor oo H s o
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: G R o e
Dr. Sign Dr. Sign Dr. Sign Dr. Sign
STAT / ONCE ONLY DRUGS
Date Time Medication Dc;sage &. Other Route Signature Nurses
nstructions
TNT: CEFeTAXrME : : )
186 | 11230 . 1 Gy Y| @@ [Soes
AW) |InFTER TEST Dosg) W98
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lll IJIIIII lllllﬂlﬂl!lllilll """" REGULAR PRESCRIPTIONS  Weight. .ﬂg‘.f..‘%j/vard‘ ey

pruG: \pe, PhesceTamoL TDiErt,ee’

N

Dose | Route |Frequency |Start Date =1

law | po  [Musvewy | i

Name & Signature of the QDiCtig >

Starting the Drugs:

Additional Instructions: L~ I\ o

C

Daily Doctor’s Endorsement by a Sign

DRUG: PR D\CLOFENAC Dater B

Tirpe -

Dose Route | Frequency |Start Date! =

el | PO | <SMrovay| W6 ~

Name & Signature of the Doctor

Starting the Drugs: %

s

.9[

by Boyip e

<t
==
' md
g

Additional Instructions: // \

Daily Doctor’s Endorsement by a Sign

v

DRUG: ' 1pg. JRAmMADOL pate

ime
Dose Route |Frequency |Start Date] ]

oo | vy | SThuouest| 18k ol

Name & Signature of the Doctor

. / =
Starting the Drugs: S
g ug Q & < l :

Dy -Brundh

\
Additional Instructions: L~ X

Daily Doctor’s Endorsement by a Sign

pRUG: g EnuxeeeRIN OO

Dose Route | Frequency |Start Date Q il

bovy | o onvee s |\

3

1€ 0b-2L

Name & Signature of the Doctor

P Bounor *

sz
. . =
Starting the Drugs: g,,,jp o (YO \ £
!

> Additional Instructions:

\

Daily Doctor’s Endorsement by a Sign
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@) ESTIMATION SLIP i, | @ it
ospita BY RANGOW HOSPTALS

Your Right o a Sate Delivery

It ks 8 Ik 0 Sreat the De.

S1. No.:

Date : l‘5‘ _’0‘? ]26 unD/P No.: N1 — [6S0b6
Name of Patient : Mjnghgﬁﬁr\ — vé

28889
Age:'zﬂ_ Gender:E_

Father's / Husband’s Name : _ MY \W\ -!f\\ 1\] a2 Corporate/Occupation :
Address: ——)1:3 anaYq "\ Phone : q () L42- ol() 5_6{) q Email :
Procedure/Plan: \-—\'C.'«"ST\Q\_ QC@S:\\ Y- DOS :
MODE OF PAYMENT : [0 SELF ﬁA U . 0 Vo O GIPSA : \I DR 0 OTHER
TARIFF INFORMATION : Dr- "Rhoeyang.
ROOM DAY
'ATEGORY GW SW TSW PR DLX NICU PICU MICU CARE
Room Rent &
Nursing Charges oLl [ Nsen XP .
3 3
Doctor’s Fee : ) __\ \2 | Noory T2 noy
. Tax \3‘00“0 X -
: PARTICULARS , AMOUNT(X) |-
Surgeon’s / Anesthetist’s Fee / O.T Charges | | Q ], 000 e .5y, U o —
O.T Consumables IC; oo /— Subject to approval by TPA/Insurance Company
Instmmen}[.‘ha.rges T r Q o 00 ) Not Covered by TPA/Insurance Company
Pharmiity, Consumables & Investigations S —$~ As per actual - Not Included In Estimation
Fapihiiosd Monftor : | 5@[ | Oxygen: | Infusion Pump/Syringe Pump: Q Q } e
Charnts Ventilator Conventional: HFO-SLE 5000: HFO-Sensormedix:
4 /" Phototherapy | SingleSurface: Double Surface: Triple Surface:
Blood / Rlood cts / Implants / IP or OP
Prace / Crdsé Consultations, etc. _# As per actual — Not Included In Estimation
~ ckage nNua - | 550 |PI= —~ I;Sm;lr'l MIZD ~ 9, SO0 1= .
Others | Diet — [,oovpay  Censuwtant - ), S0
Initial Minimum Deposit )S 000/~ | Mes H g |wod,

REMARKS :

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

: 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.

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.

Tariffs are subject to revision.

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

DECLARATION

I AMTHIMAZ KHAN

applicable. In case the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after dlsch

Signature of the Client

AR

Signatr;ry Relationship

have attended the Financial Counseling desk and understood the costs and other conditions
claim with the hospital.

Slgnature of the Financial Counselor



