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Name Mrs RENUKA PANDA UHID - VIH-00180844
Father/Guardian Mr TAPAS KUMAR PATI Age/Gender 35Y11 M 12 D/Female

Yapral, Saili Garden, Maruthi Heaven, Sainikpuri, Hyderabad, Telangana,

Address INDIA, 500094
IP No IP-00060365 Admission Date 17-06-2026
Ref Doctor Self Discharge Date 18-06-2026

DISCHARGE SUMMARY

Consultants : Dr. BHAVANA K, CONSULTANT GYNECOLOGIST & OBSTETRICIAN

Diagnosis: P1L1 with Previous LSCS with Non tubectomised with
Fibroid uterus with Endometrial polyp with Abnormal Uterine Bleeding
with Hypertension & Diabetes Mellitus for Hysteroscopy &
Polypectomy.

HYSTEROSCOPY & POLYPECTOMY UNDER GENERAL ANAESTHESIA
DONE ON 17.06.2026.

History: Presenting complaint: P1L1 with previous LSCS with last child birth 9
years ago with non tubectomised with hypertension & diabetes mellitus came
with c/o heavy menstrual bleeding since 2 years with soakage of 8-9 pads per
day with clots & dysmenorrhea . She came with c/o intermenstrual spotting
since 4-5 months. She took Tab. Progesterone for 3 months from Jan- March
2026 ( Crina NCR).

USG pelvis done on 10.06.2026 showed, subserosal fibroid - 23 x 22 mm.
Hyperechoic foci of 10x6 mm in endometrial cavity ? endometrial polyp.
She was admitted for hysteroscopy + polypectomy.

Menstrual History:- LMP- 02.06.2026

Il L L 1 - 3 ol KONDAPUR QUTPATIENT CLINIC ()i Accredited-ivi)  SECUNDERABAD (NARH Accradited KONDAPUR
Emargancy 3 D40 - 4456 5535, 91009 23516 Emeryency:3 040 - 4246 2300 Emergency 3040 - 4246 2100 Emergency 3 (40 - 4246 2200
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Name Mrs RENUKA PANDA UHID VIH-00180844

Previous cycles: Regular / 30 days/ 4-5 days/ 7-8 pads per day.
Obstetric History:P1L1
Medical History: DM ( D)
Hypertension since 2 years. ( on Tab. Telmisartan 40 mg )

Family History: Both parents - DM, HTN.

Surgical History: Previous LSCS in 2016.

Allergies: Urticaria on Tab. Montec LC
Dust allergy.

Investigations: Enclosed.
Blood group - "O" POSITIVE

Surgery Notes:
Operation performed: Hysteroscopy & polypectomy under GA.

Indication: Endometrial polyp.

Operative findings:

- Cervix deviated towards right side.

- One polyp of 1 cm size noted in endometrial cavity.

Operative procedure-

- Under aseptic conditions , under GA, patient placed in lithotomy position.
- Parts painted & draped.

- Anterior & posterior vaginal walls retracted with sims speculum.

- Anterior lip of cervix held with vulsellum.

- Hysteroscope inserted.

- Above intraoperative findings noted.

- Polypectomy done. Polyp sent for HPE.

- Gentle curettage done & endometrial tissue sent for HPE.

- Hemostasis secured.
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Post-Operative Notes: Postoperative period: - Uneventful.

Advice:
1. Tab. Taxim-O 200mg twice daily till 23.06.2026 (9am - 9pm) after food.
2. Tab. Calpol 500mg (2tabs)thrice daily till 23.06.2026 (7am-3pm-10pm)
after food.
Tab. Pantoprazole 40 mg once daily till 23.06.2026 (7am) before food.
4. Tab. Voveran 50 mg thrice daily till 23.06.2026 (10am-4pm-10pm) after
food.
5. Collect HPE Report after one week.
Tab. Telvas 40 mg once daily till further orders.
7. Tab. Monast LC till further orders.

w

o

Review after one week on 23.06.2026 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........ in the language that | understand and | have
understood the same.

@ 1800 2122 @ www.rainbowhospitals.in
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Name Mrs RENUKA PANDA UHID VIH-00180844

Name : Signature :
Relationship with patient :

This summary has been explained by :

Summary prepared by: Dr.
Registrar/Reédént/C.M.O
Dr. éavi\'m K

MBBS, DNB, FMAS, PGDMLE (NLSIU), MRCOG (UK),

CONSULTANT GYNECOLOGIST

& OBSTETRICIAN

54774



Rainbow Children's Hospital - Secunderabad

H.N0.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S, KarkhahtNRfHICE CO%
Road,Kakaguda, Karkhana ,Hyderabad ,Telangana, INDIA- 'a_|nb“0w® i . . . n.
040-42462200, Ext 2000,2001,2002, Children’s | l B|rthR|ght

Hosbpital BY RAINBOW HOSPITALS
Il take ....‘.. treat the litth | ;’;:F-{igh.t?o_a-s.afe Delivery
PatientName : Mrs RENUKA PANDA Inpatient No. : IP-00060365
Agel/Gender : 35Y 11 M 12 D/ Female Admit Date 1 17-06-2026
Ward/Bed : N 2F-LABOUR WARD/ LW 220 Discharge Date
Investigation Result Unit Biological Reference Interval
BLOOD GROUPING (Specimen : BLOOD) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :17-06-2026 05:53
BLOOD GROUP 0
RH (D) TYPE POSITIVE

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

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

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE
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Rainbow Children's Hospital - Secunderabad

H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S ,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad

,Telangana, INDIA ,500009.
TEL NO :040-42462200, Ext 2000,2001,2002
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP-00060365 Admit Date : 17-Jun-2026 Admit Time :05:10 AM UHID : VIH-00180844
Patient Details :
Patient Name : Mrs RENUKA PANDA Age :35Y11M12D
Guardian © Mr TAPAS KUMAR PATI DOB : 05-07-1990
Gender : Female Religion
Occupation Martial Status
Address (H) - Yapral, Saili Garden, Maruthi Heaven Phone No : 9348286326/ 8074217285
Sainikpuri Hyderabad Telangana INDIA Eimali ; i
500094 -mai . na@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 TAPAS KUMAR PATI Relationship : W/O
Contact Address : Yapral, Saili Garden, Maruthi Heaven SainikpuriPhone No : 9348286326 / 9778401707

Hyderabad Telangana INDIA 500094

-

Signature

T+

woctor Details :

Doctor Name : Dr. BHAVANA K

Referral Doctor : Self

Co-Consultant

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : Cash

:0.00

: ICICI LOMBARD GENERAL
INSURANCE CO LTD

Deposit Amount

Payor Name

Printed Date / Time : 17/06/2026 05:15

Printed By : 021447 Page 1 0of 2
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Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
VIK-00180844 IP-00060365
RENUKA PANDA \ -
::ov-‘l:‘:o Nssvum:o () N{GI% @ F)-IUM 1'1[6 ’Mﬂ @ I,fOFW
Dr. BHAVANA K

Transfer Ordered by

Reason for Transfer

Dy . Mok a obsavatioy)
From Unit To Unit Information to Attendant
milev Yes [~ No[ ]

Koom (@<)

Number of Imaging Films

Number of Sheets in Clinical File Personal belongings including

clinical documents. If any handed
over to attendant

3%

Yes No| |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
" | Budeeot -u
2 | duoliw — y
3. =3
: Qoral -1
o b tatpe] (i3

= v p o iy
Shifting Summary / Notes Written by Doctor :  Yes ™ No

Name & Signature of Person who is Transferring

i

Patient & Clinical Records Received by :

Name of Person Ordered Transfer

801
@ 170610 @ 120p;

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

Date & Time of Patient Received :

| | Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

| Nurse not Available ] Available Bed not ready
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PATIENT TRANSFER FORM Hospital | o R i s

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order

VIH-00180844 IP-00060365 I?/C:»,QQ C, HilgAM- H/E;I‘QL © Jq 10 p—

Mrs RENUKA PANDA
05-07-1990 3sY11M12D (I
Or. BHAVANA K Transfer Ordered by Reason for Transfer

(T Oy @"O‘%}‘“‘VE ok Gpemttve Cave.

From Unit To Unit Information to Attendant
OT‘ H f ( U Yes 4+ No[ ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

over to attendant
bl . Yes[] No

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. Item Name Quantity

4.

5.

Shifting Summary / Notes Written by Doctor: ~ Yes M ; No[ |
Dy Bhavama K-

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

s, @%}’ “Dr. @huujmfﬁ

Patient & Clinical Records Received by :

Date & Time of Patient Received | ‘f\\L\ Wo 1D D &"V

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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PATIENT TRANSFER FORM Lo 8 .H
. VIH-00180844 IP-00060365
Mrs RENUKA PANDA
05-07-1990 38Y11M120  (F) Date & Time of Admission Date & Time of Transfer Order
Dr. BHAVANA K
AR g Me26 @ 5:1oam et & G
a Treating Consultant Name Transfer Ordered by Reason for Transfer
D 4 ')\h kJ—w\OL SU?%@H FOY
yqtdero Sopy
From Unit To Unit Information to Attendant
o oF s
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
= LK o Yes [ ] No|[ ]
g . % e p\ P 5
— If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1.
2
3
4.
5
Shifting Summary / Notes Written by Doctor : ~ Yes| | No| |
D N liHa
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
gr, PJGJ& D' b" EM
Patient & Clinical Records Received by :
{ - e —
Date & Time of Patient Received : \'\ \b \ M @ %

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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Your Right to a Safe Delivery

Or. BHAVAN \\\ M takes 3 ok 4o trest the fte.
T oo

NURSING INITIAL ASSESSMENT FORM

Date of Admission: H{é’{lg

Baseline Information:

Admission From: O ER CJOPD  CI Admission Desk [ Others, Spey ..........7....

Primary Language: [ Telugu L1 English  __FHindi (1 Others, specify .......... . S

Do you require aninterpreter? [ Yes LINT ifYES SPECHY ..vvvvvveveeeeeee e, T e e i aemane

Source of Information: [ Patient’ O] Family L) MBS, PN e i Baiciacsmmasiosi oo onsvenmtem e e

Allergies: []Yes _—No (] Medications L Blood Transfusion UJ Food ot
REEITIIININY . it isnsssiiomsomemseassssensresmsneasarassassnpeshsssosts ouoicainasssionsoi

Chief Complaints: “l:l Doctor Notified on Admission.+3Yes [No

Name of the Doctor: D?f\}fk!ﬂ’@t
Time Notified: ....5..5.00 Aoy

Past Medical History: Obtained From Z{aﬁent (] Family Member (] Medical Record [] Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
avm . (o)

- Hypa loson C’Tab Gelmides PV LSCe 1n 201 ~es
51’-1(4 LHY— OD)

Gynecology Assessment: |/ Not Applicable | Gynecology Surgical History: Gynecological History:

Menstrual History: ...... WM« ...... Caesarean Section;_ Mo [ Yes Contraceptives:  ,No [ Yes
Cervical Cerclage: _+No [ Yes Vaginal Discharge: [SNo [ Yes

Onset of Menarche: ...........5c.coveenennn. Ectopic Pregnancy: /DNO O Yes. Post-Coital Bleeding:yo O Yes

Menstrual Cycle: -E/Regular;)@ Irregular | Myomectomy: CONo [JYes Infertility: [CINo [JVYes

Last Menstrual Period: Q‘lﬁl% Others: = If Yes Type: ([ Primary [J Secondary

ORI : O coniite Piliimm Lo N -

Previous LSCS: N('U)

Current Medication: _[--None [ Yes, If Yes, Fill the reconciliation form

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

[ Liver disease (] Other Pﬁiﬁﬁ! ...... MQW .......................... J(f\! ......................................................

Vital Signs / Measurements: Tempﬁé:é..ﬁ...... HH:?&.‘.’:&.&.. RR: . S20bl :
BP:\}Q]Eﬂmﬂq Weight:T‘.H.t.Js.\.% Height:...lm BMI: 3622

Pain Assessment:  Pain: [ Yes /D—Nn (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PTO.)




VIH-00180844 IP-00060365
_ Mrs RENUKA PANDA
05-07-1980 sY1MM12D0 (F)

i

PHYSICAL ASSESSMENT

General Appearance:,/ﬁf]ﬁalthy C1ill looking (] Anxious ["] Agitated CEORES o s

Fall Assessment: ?/Y;s LINo Score "\D (complete the Morse Fall Risk Assessment Sheet)

e
Risk of Pressure Sore: []Yes J~MNo  Score...... & e (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
- LI Mobility problem J Walking Problem L}Nﬁ Abnormality Detected
! Developmental Delay U Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [] No Abnormality Detected
+Overweight [ Poor Appetite > 3 Days [J Needs Therapeutic Diet.

[TUnder Weight [] Diabetes Mellitus ['1 Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
./EfCﬁfh & Cooperative ] Restless [ Depressed [ Agitated [} Confused

[0 OHHEES ..ovoovseeerseesnorsesmesersassenssremnennesssssessassssssssssasssssnsssasansanasasstssssssusssssass stissssonssssssastssnsssssastsstsrussssssssssssssssnassassassysesies

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [JSingle  JAWarried  [IDivorced [ Widow

2. Special Habits:  Smoker: [ Yes [0 Alcohol Abuse: [1Yes El/zsla/ Drug Abuse: [1Yes +TNo
Social History: Lives With ........ Eﬂm:l? .............................................................................................................
Orientation has been given regarding the following aspects:

Call Bell in Reach : [ Yes [_LNO Waste Disposal Explained: M-Yéé/g No

Infusion Pump:  Cl¥es LINo Hand Hygiene Explained: & Yes I No L Others

Above information given to T R R L R
Name of Person Orientation was given to: LT S O

Orientation NOLGIVEN REASOM: ........rimmusrrssmrsssisssessssmsssissasssssssssssssssssissssnssass s sessisess

Nurse Signature: 2
Nurse Name: R’)@]l :
Date & Time: '11'5




"~ VIH-00180844 IP-00060365

Mrs RENUKA PANDA n’/{é‘
05-07-1980 BY1MIM120  (F) . Rai n b-:'(')wﬂ
Dr. BHAVANA K 4 . . -
| Children’s | @ BirthRight
T Hospital _ | | 2uemiesi
It takes a lot to treat the little, Your Right to a Safe Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: H[(;]&G ......................... Time of Arrival: &:50.60Mm) Time Seen by Nurse: 4. sohm

1) Level of Consciousness: _L1-€onscious L1 Semi-Conscious L) UnConscious

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

(1 Severe Pain / Moderate Pain [ Preterm rupture of Membranes / Leaking Water PV
[J Bleeding PV: Slight / Heavy J Preterm Labor/ Labor
[ Decreased Fetal Movement [J Spontaneous Rupture of Membrane / Leaking Water PV
[J No Fetal Movement REBBIRON. .o L o Ve MR L, i a
3) Vital Signs: Temperature: 36.:2°.f. Pulse: fobles rr: Qeblec sp0,: . L], BP:l%le"iNeigm: .............
‘4) Gestational Criteria:
Gravida: G + Py L ) N
R O s Gestational Age: ........... S
Uterine Contraction J Yes _;LNG CJNA | Onset Time Frequency:
Membrane Rupture O Yes [.2No | COJNA | Onset Time Fluid Color:
Vaginal bleeding [CJYes | 3No | CJNA | Onset Time Amount;
: If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes D/N'D J NA Pain Abdomen / Vomiting
Good fetal Movement J Yes }L-No O NA It No specify:

e,

Pain Screening: Numerical Pain Scale (NPS)
| | | ] | | | | | | |
@ | | | | [ | 1 [ | |

1 2 3 4 5 6 7 8 9 10
No Worst
possible pain

o Locallon: .........oi TRt e s 4 I L SR SRR, ot SO Dl Ty )
ORI ... oo T s i Days / Weeks/ Months (Strike out which is not applicable)
O U O SR oo WS ol
& POUINILY: ..iinciavnnsnine f .....................................................................................................
« Interventions: ................ R e S e T R e

6) Past History:

a)  Surgeries: ... Pretictes. .. LSCS. AN 06 PR e
b) Medica: ... Diake ks MihS. D/ - Aly pedensan b el Moy p

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

Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0.)



VIH-0U78UB44 PR sy

Mrs RENUKA PANDA
HS-OT 1980
r. BHAVANA K

3sY11M120

l!lHI||||H|I|I|I|II|\lI||II|I|IH

7) Allergy: O

OJ No,

If Yes :

8) Current Medications: [J Prenatal Vitamin ;LNﬂﬁe
9) Prenatal Medical History:

Z/D/None

(J Chronic Hypertension
OJ Gestational Hypertension

[ Diabetes

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

T

[J Gestational Diabetes
L] Low placenta
(] Others if yes, specify

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
/g/cmegmy I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

Category II: Emergent (Time to Physician: <

U Category lll: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
L1 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 Acuﬂy Scale (OTAS)

15 minutes & Reassessment: Every 15 minutes)

Seizure activity

and / or headache, visual
disturbance, RUQ pain

associated signs and
symptoms

eyl 8
. (Urgent)
- £ 30 minutes
- Every 15 Minutes
i ) Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
| Imminent Birth Iﬁ?b(;(ur,’ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
- eeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
i Mild hypertension
Hypertension > 160/110 >140/90 with/without

| Abnormal FHR tracing

Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

| + Acute onsite severe

abdominal pain
- Altered level of
consciousness
« Cord prolapse

| = Severe respiratory

distress

- Suspected sepsis

= Major trauma

« Shortness of breath

« Unplanned and
unattended birth

+ Abdominal/back pain
greater than expected in
pregnancy

» Flank pain / hematuria

» Nausea /vomiting and
for diarrhea with
suspected dehydration

« Ongoing assessment
from out patient clinic
{for hypertension, blood!
work)

= Minor trauma (minor
MVC/fall)

- Nausea/Vomiting and
for diarrhea

« Signs of infection (ie
dysuria ,cough, fever,
chills)

» Anything that does not
seem to pose threat to
mother or fetus

» Cervical ripening

« Qut patient placenta
previa protocols

= Pre-booked visits (ie
Rh and progesterone
injections, NST

« Assessment for version

+ Rashes

TR0 SEENDYDOCION. ui.....icomamarsivisssisisssnsiossis

Nurse Name

Date: . ]& é[

Pm 1”4

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

Nurse Signature: p .................................
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psorag0  3YHMT | Children’s | @ BirthRight
BY RAINBOW HOSPITALS
Your Righ:-t-o asafe Delivery

"Vl L
BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

Date: ...... w] b I b

To Be Filled In By Assigned Nurse:

Department. .............. MlOA ................................................................... Duration of Procedure : ... ”101&}1_, __________
Name of Surgeon: rDt B Wam ke Date of Admission : Hlé}l{; ...............

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

Bundle Care Criteria: (Tick (V) if done)

) Staff Signature

1. | Antibiotic given prior to surgery? ’/E'ﬁs 1 No

})&iﬁ'gle Dose Antibiotic ~ Or ] Long Antibiotic Regime %,

Antibiotic administered within 60 minutes prior to incision? ;Hes [J No

2. | Hair Removal _D)fes’ (I No If Yes: [ Surgical Clipper
Department where Hair Removed; L}-Ward [] Operating Room

Wiy et A - »,

Skin preparation done (cleanse surgical area with antiseptic agent)? _>-Yes [] No

s
q 3. | Patient's body temperature immediately post operation (Recovery Room) i w
[J Oral  Or [ Axilla (Goal: 36-37°C)

4. | Name of doctor or staff administering the antibiotic: gt .

Date & Time of antibiotic administration: ...l:“t[dn(.h .....

» Ensureformisfilledin completely by assigned staff whenever patient had surgery

« If any bundle care criteria has not been observed or unmet, assigned staff must inform infection cantrol nurse for
management

. A!_I forms (Bundle care and when required SSI form) are completed properly
Forms must always be kept in Infection Control folder in respective department

Docu. No: RCHBH /FRM / CLINICAL / 038



. VIH-00180844 IP-00060365 Ref. No.:F/IGYNIC/18

.BirthRigh wirrsatio . WNNNNNNNNI £ T FOR GYNECOLOGY

BY RAINBOW HOSPITALS Dr. BHAVANA K

LT u il il
S22 pm -

Time of Admission :
----PERSONAL DETAILS +=-----

Name : ™M-2»- Eenuka f‘mda Age 35\‘; Date of Birth 5? 1 l \39¢
UHID No. MIH -00183084Y., IP No.:
Department : 2Ry &-f Consultant : P2 - Bhavana Kk -

r---PRESENTING COMPLAINTS

P, L wihp Ffaeyfaub Lscs with LcB § \eady GﬂD Wik nen

lubedemised with Pﬁpez}ensi‘en £ Diabeles mellitus (p) With
fipseid ujﬁw with endomebtial polyp For hystezsscopy &

ol pe, i

P ?a:'r'tje_,u} Carve ¢ c|o6 ‘neoud rmeudlsial biee&f:@ since
2years wHn SDQ_!chQ of 8-9 pads IcIcu.{ with teks ¢ dysmencishea
clo inteereudteucl sro}h"r@ Since. 4 -5 meuths - Took Tdb,mgb;.mn
for aweulhs Foom Jab - magsh 2026 (Cﬁinﬁ NCR) «

A

gopr ‘o' PeSETIVE ]
| ¢f2026 | Yo)6f ek - usey peluis -
q] é[20:
W - @) , anfexjested

-lr—'_-_._._.____..
CB - v 2—‘3 Q-’G L—
P 10\’7 o| 2-¢| Qi sian A

HbAle — €.  GIRBs - o reg(dd: svares - @)

H- s.s% — Subserpsgal Fb—é,bid -

11} SV 23 X 22 MM

NER . =

Hbsp@ — }L\_’?Qer_h'ofc. -T-gci V&% E vrop
1o | €| 2024 i endnmelzial C_nmkf
pap sweas — M%a}?u&%—; Iobeaepiphajel Jedlen: 2 epdomekigl Folup

med 22ale ;n-ﬁc.m mox.Hon .

MENSTRUAL HISTORY OBSTETRIC HISTORY
Year of Marriage : |7 §{€o2b " Parity : P 1 ’ &I\’)QIQ‘ Lscs } L"*?é
Previous Periods : P\QGUACLZ.! 20 d’ LI*SC\ , Mode of Delivery: L.Scs
LMP:Q)H% T-3 pads |day - Last Child Birth: G \|.5 .

Contraception : | *




MEDICAL HISTORY SURGICAL HISTORY

— Diabetes mellikud Cp)

7 Paou. LSes In 20)6.
= Yuypesleusien (b Tedmisaztan
46 ™4 GD)
since & Y- '
FAMILY HISTORY NOTES / ALLERGIES
Bolv P%}s — DM, HIN urHeazla an

TJab . Mentec Le -
Duntk G_U(thauf

---INITIAL ASSESSMENT

Date 7 1 < .' 2024 . Breasts Local / Speculum Examination
o SoH-,
H._ |ST Wt__T7:1S }%T Nblu.mf)s ’chsd')aﬂa NAD .
BMI ol
| i
B.P er}ﬂlmmH{j« 32 bvo
Pallor @ Abdominal Examination Bimanual Pelvic Examination
CVS S5 @) Soft ) Nr-

Respiratory System BAE ®

Thyroid No Du)elbrvtj; .

Pl With paau 1SCS T pon Jubedomised T hotoid
PROVISIONAL DIAGNOSIS : '} T endamebial polyp @ Alus T Wit opy ;%ado

Sip my |
INVESTIGATIONS ORDERED PLAN OF MANAGEMENT PRESCRIPTION
~ Send b\ooa’ C%‘aw - ﬁc‘m}x}an - Yab - m,“SﬁP@&\'ﬁ'
~  Consent hoo weg pu |

\ \ \ - PARC
% w/ 2 P‘-‘l—?j' P‘éJl{DCtth-ian

N AR N S | — foleys cadhelogysaln
/ (\ f@ i y
4 \

| — moutet utely
\ OV < Folow dnug thegh
Name of the Doctor : ‘D4 Bhaudano kasu @

O :
Date: ’T! 6,'20% J Time : ‘5'0091\9 D'ﬁﬁ\tw : Signature of Doctor
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VIK-00180844 IP-00060365
in Mrs RENUKA PANDA

. 05-07-19 1M1 F
Rainbow. | @ BirthRight| PROGRESS NOTES |, orsmumac 207" 22
rospitai _ | W@zmemere | (use savtpomtpenoney) | NN AN
DATE | TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY IS COMPULSORY)
= Pop i
- et o)e- pt s cle|c - NBp7 > 2 by
py@r ML Gre-Fait . — W|F bjee d
e Afebs) e PV
BP— 135[.97 mmhq. - mowtos wifaly
eI g ~  Tollow chauﬁ
S|E- NBD. Chart
4 Pla-— Sofr, NF,B@ ~  Yubouw sad.
2 . U4E - NAR
7T 5/
. A\)}l‘)‘, /_{L}@ M ﬁw’mw/}
@/v s Qﬂﬂu\vl\ - =
Y N NS
] o
rilefse %
\
HLLJ—D-”-? o Poo-o0 ( Q1P HuSkersopic. SorgPcetomsy] < L
o e
PHis o o tukeal _Ody
8 A - ovousips of teedey
09 2P~ 180[€rmm b9 Tl USU i}
M | PR- €6 bPmM - Sebrvier ot 2 A
= ME e — FDUeed CBLACHET
7 . - .
S P SD?I—( 2 @ rf——L;:L%D‘{ v;:)c:).}
":‘:‘:E e U Epo . gp Quﬁ-fr\%
b Q’}/ -
"_'_'__—_“———'_—_ L .
- ol b Moo rililre topm . PToeta
_‘—-‘-—_——__——-————-_._

NOTE : DONOT WRITE OUTSIDE THE MARGINS

L85110TG1998PLC029914

www.rainbowhospitals.in
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1t takes a lot to treat the little,

NURSING SHIFT HAND OVER FORM

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Z | Diagnosis: PL i Pteb LSC‘; ‘t twn "ﬁ)b‘fchNer ¢ | Any Infection: C1Yes [JNo [JNot Known
'5 ﬂ}’ﬂ?\?v s C ﬁfmmm ﬁz?{m ﬁb%.é 1 YES SPECHY: oo
7 Surgery,fProcedure Post OP [}ay'l -
g Date e b” \'.] H- n bm ﬁ\bg ‘i g\bp
S | e o ovonoeg | — | —  |HTM2om BT AINS | e
2 it NP B [P @A S sl | a0
Allergy: 01 Yes C1No |1 Yes (ho | Yes «No | (T YesZTNo T Yes wlo | 01 Yes =10
Ventilation (RA, NP NIV, VENTI): Ra RA RA R6 A &)
Tubes/Drains/Catheter: | C1Yes C1No |7 Yes Lo | T Yes ##No | O Yes ‘W:QID [1Yes A0 | Yes, =D
. e | Vital Signs: Temp: o F [98-4F [a 6% |Geur [GRAT [ Afor
& Res: [20blrv. (1 b [M_| Q0bimt |Qohlm [2H  [20biny
2 S0; |96 [ |99 | a4/ |9gy B | GLHm
g Puise: |2 qplni | B6 bII | qebimb | bl gRHW |Kgpblm
BP: |yt [t lﬁﬁ 135 tomely 215605 11 (91
LOC: | (orstiows | (3  Comeeaos! (NFOYOEOD | (oaiced
Fall Risk Score: M) uo lo
Pain Score: | U Q 9 i o 0
Skin Integrity |¢ o Tnl@ﬂ, Dovact | sacr | Med
Safety Needs: | Yes C1No [~¥es - No [¢Z Yes ©No | es C1No [\ ¥es [ No ¢ Yes [ No
Physiotherapy: oL Mi (l N Aﬂfu N NY ]
%’ Others Specify: | Yes (2-No | O Yes ©Ao | Yes &No | ) Yes .Np | O Yes A | O Yes (Lo
S St 1)y G, | NBL il Sl @s HESS” [
E Critical Lab Test / Values: - NI R o pl #i |
' E |Other Special Orders / Medications: |1 Yes LNo | Yes &Ho |C1 Yes =No | Yes ZTNo Ol YesuZNo | 0 Yes 2o
E PU Prophylaxis: 1 Yes [JNo |- Yes &+No | ) Yes =#No | (1 Yes ~No | 1 Yes AT | O Yes [JMo
DVT Prophylaxis: C1Yes C1Ne{=l Yes TTNo |01 Yes #flo | 01 Yes 2 No | Yes [1No | Yes o
ADL (Dependent / Non Dependent): “"fE borldspendug e et
| _ N Y Y
Post Operative Procedure Special Orders: “ ks VI ‘%P\j‘;
ji
Handed Over By Name : el g% A’ﬁ? hcg‘!a,f? '}Q@:V N"‘n“""
Signatre/ 10 00 ¢ | 0202C7 % 022|200 [ GIOP | B30p]
Date: laloc |74 RS 114 u, olebC (HIEPE |\qlelw
Time: o0 € (i @Q! M@ tpm e | ed) T
Taken Over By Name : wﬂ MV/ 'P.qv Nuﬂnﬂd‘; dmo
Signature / ID @Wiﬂm p'uug}f {}Mm} iaeqlq
Date e lonl qlelveH6hE | Y [1alolne |1gfe e
Time: @_ﬂ}ﬂ(\ @ 103w 2 | I BN @ff)-n @'S |

Docu. No. : RCH /FRM / CLINICAL / 097
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VIH-00180844 IP00000306 s e
o AP Egli?c?&vr;:’s @ BirthRight
Or, BHAVANA K Hos pita . BY RAINBOW HOSPITALS
iy ot | W
NURSING SHIFT HAND OVER FORM
Z | Diagnosis:py L uJ weh P w¥10Vg 1§ 0y wiih v et donde/ Any Infection: 1 Yes: E’Nov 1 Not Known
lg With Ded 1-\h4l'N T If Yes Specify: ..o N
:v:: Surgery / Procedure: Post OP Day:
% Date - M
é Medical Condition _
S (Any special condition to be noted): _fﬁN '
@ | Diet: o et
Allergy: T Yesv(1No | T Yes CNo | Yes CINo |l Yes CINo | Yes CINo | Yes T No
Ventilation (RA, NP, NIV, VENTI): RO
Tubes/Drains/Catheter: CYes ™No | Yes CINo | Yes (1No |l Yes CINo|CJYes C1No |l Yes C1No
& | Vital Signs: Temp: | 3.6¢
o
2 Pulse: -ahim
BP: 1‘10'}83
LOC: J.Gﬁ_;b}'}
Fall Risk Score: | g
Pain Score: |
Skin Integrity | “2 o)
Safety Needs: |« Yes [1No | Yes CINo|(JYes CINo[(Yes CINo |1 Yes CINo |7 Yes CJNo
Physiotherapy: Wil
§ Others Specify: | =1 Yes€2No |1 Yes “'No | Yes ©INo |1 Yes C1No | Yes CINo |7 Yes 07 No
g £ Special Diet:‘@ oot
@ |Critical Lab Test/ Values: Wi f .
E |Other Special Orders / Medications: |1 Yes &No | Yes = No |1 Yes /No |7 Yes 'No |1 Yes C1No |l Yes (1 No
E PU Prophylaxis: [JYes ®No |l Yes CINo |1 Yes C iNa [JYes [INo | Yes CINo | Yes I No
DVT Prophylaxis: O Yes tNo |1 Yes CINo | Yes __IiNo CJYes CINo | Yes CINo | T Yes CJNo
ADL (Dependent / Non Dependent): | 0y 1 el '
: bl (T R
Post Operative Procedure Special Orders:
Handed Over By Name : M AC I!
Signature /1D : Gob VG
Date: *1."""*‘ lf
Time: L] A ]
Taken Over By Name : RENEE W
Signature / ID ; J&;T‘ r:)‘:“\‘:"\%
Date: iR, T
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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NURSING CARE RECORD

Rainbow” ; -
Ch'ildren’s ‘Blrtthght

H oS p i tal BY RAINEOW_HOSPITALS

It takes a lot to treat the litte. Your Right to a Saleﬁ!livn_ry

U\

Date: {)(Z’IQC

w | ) Maintain Airway and Oxygenation ] Relieve Pain & Discomfort 1 Maintain Fluid Balance [ Improve Activity Tolerance [ Maintain Good Nutritional Status [ Maintain Skin Integrity
E [] Maintain Personal Hygiene [] Prevent Infection 1 Meet Elimination Needs [] Ensure Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications [0 ANY OHNOIS. SPBOHY. ... cuivvenerarareresssisisssniniosissions shsuabibarissssnsssusssnassrs susssssessensansstasasasnasases
: : Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
=
=
£
o
E .
=
=]
=]
=
-
0]
=
=
: : o
- / e [rd ( . b A ’j ) 3 .-} LL;(} i Ui‘i
’ . ; AP - 1 i ) { i I'e A€ L A ’
%6(:},‘, J ke g()\-ff ‘J 6;~bn P‘L W{)J,(/ B A0 Qnex 5 %\F\’\h )
— ‘\J \
= ol . Aeor @y "o
ean -Ew a0l J)"d SO s \ \ b
- ~\b
CJ id( \ 2
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NURSING CARE RECORD

,r//?_:

Rainbow®
Children’s
Hospnal

‘BirthRighf

Date: . /9'/6/026}

e | ] Maintain Airway and Oxygenation I Relieve Pain & Discomfort Maintain Fluid Balance ~ [ Improve Activity Tol [ Maintain Good Nutritional Status ! Maintain Skin Integrity
E [] Maintain Personal Hygiene L~Prevent Infection [] Meet Elimination Needs \/En/sure Safety [l Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications 5y OIS, SR ..ot 500050050 5 b romnsmmmssnasssnmsrmeserox s manssasenen i assensdsskie en subbsaes st st
" g me
Time Plan of Care Time lmplementallon Evaluation Re-Assessment ';“g?;,,’:?u,e
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NURSING CARE RE

CORD

Z
Rainbow" . —
Children’s | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe D;{I;y

Date: lg’b)'ﬂ'

e | ] Maintain Airway ano v. , ["1 Relieve Pain & Discomfort [ Maintain Fluid Balance [l Improve Activity Tolerance [ Maintain Good Nutritional Status [ Maintain Skin Integrity
E {71 Maintain Personal Hygiene [ Prevent Infection [0 Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
& | [ Identify Potential Complications T CNBREL SO v 4 0 o 0 S A A A S S
Time Plan of Care Time Implementation Evaluation Re-Assessment ﬁ"g?g,,ﬂ?,}',‘ﬁ
L
i f
D ischosqe o -
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=
E
S N\
b Yoty Canad _fox g ’po\m&j \%‘p
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Children’s & BirthRight
NURSING CARE RECORD Hospital s
It takes & kot to treat the lite. Your Right to a Safe Delivery
Date: .o
e« | [ Maintain Airway and Oxygenation .| Relieve Pain & Discomfort [ Maintain Fluid Balance [ Improve Activity Tolerance [] Maintain Good Nutritional Status 1 Maintain Skin Integrity
§ ] Maintain Personal Hygiene ["] Prevent Infection 1 Meet Elimination Needs 1 Ensure Safety [1 Early Ambulation Reduce Anxiety (] Patient & Family Education
S | [ Identify Potential Complications AR OO, SIBEHY ool wummomemsmmosmssaiss s Ho R A Sy A S S A N O RS S
Time Plan of Care Time Implementation Evaluation Re-Assessment Nurse Name
& Signature
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e . Rainbow Children's Hospital - Secunderabad

Rainb‘éw . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S ,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad

Children's =% Telangana, INDIA ,500009.

Hospital ™" TEL NO :040-42462200, Ext 2000,2001,2002

«»Rainbow WEB : https://rainbowhospitals.in
N NT FOR TREATMENT

Patient Name: Mrs RENUKA PANDA Age : 35Y11M12D
IP No: IP-00060365 Sex: Female
Consultant: Dr. BHAVANA K 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
=l=n consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

irance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
-2 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
rance. In case of failing the submission, | will pay 200/- Rs.

ceivers Signature™ Tepea Rsm an Pt

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,

Si oa{Ercg‘ of%tientf Relatx::-:-;:x‘L

Qastt ¢
Name: To.?qs, Quut‘ WK <51 Patient Address:
; . \ M Yapral, Saili Garden, Maruthi Heaven
RS T Sainikpuri Hyderabad Telangana
Date: \Z-06 ~202® Time: INDIA 500094

Wittness Name:

Wittness Signature: M

Printed Date / Time : 17/06/2026 05:15 Printed By : 021447 Page 2 of 2
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Rainbow®

INFORMED CONSENT FOR SURGERY OR Children's ‘Eﬁﬁﬁl‘i@?&f
SPECIAL PROCEDURE L

Your Right to a Safe Delivery

Patient Name : .....[7RS . RENU kA FPANDA o0 Male Fomale Age:.....25. NEPRS:.
UHDNo: ........... VIH-ocolBe84yy . Date:...) 7., 6] 202¢
Instruction:

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

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

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

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

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

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

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

e BLEEDEMG,.  FNEECTEONS ,  UTERENE. PERFORATION o

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

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. Ihavehada chance to ask my surgeon questions.

4. Ihavereceived 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: ............... RR...BHAVANA K. oo

Consentee %\w Patient Attendant : .

SRR e e Signature : r?\’P‘q‘k ...........................................

Name : ..o..vveene.n. PIRS.... . RENLEKA Name T\#H&W\ 7o

Date & Time : ............ 1rlel2e2¢  Siye AM Relationship with Patient: ...... 0.8 §
Date & Time : .............. \7.).6.202¢ 1.5 Lo~

Doctor (who is taking the consent) :

SIGNAUFE : ..o, Signature Q:E;L .......................................

O - TounILA

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

Docu. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR GENERAL / il ‘BirthRight“

REGIONAL ANAESTHESIA / doid s o g5 D
MONITORED ANESTHESIA CARE

I\

Patient Name:..........mxs..:ﬁsmm.-ﬂ@:ﬁ ...... .. Age : 3S{¥ % Gender: Male D Female3
i i e Surgeon Name: .......... 55, @»[‘*’*’“—"‘“‘ )

Anaesthesiologist : ...... AR SN \ - E.[*-'v-q»
Operative procedure planned : ‘RQ“-

> P=QHD'-—4»LM»7
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

parts of the body after surgery or injury, using catheters.

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

O Heart disease | Hypertension [ Diabetes mellitus O Renal failure
[ Hepatic disorders [0 Shock O Multiple organ failure 'D"Polyirauma/Réﬁal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

L e e TR o it R S S S B SO L o R S A 1 RGNS,

« Doctor to document in medical record also if necessary (Cross-out if not apglicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient
. the above mentioned operation / Diagnostic / Therapeutic procedures

o S B R ey Pt

| authorize and give consent for anaesthesia ( CJ Regional / O-General Anesthesia / 1 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.

- Pregnant: O Yes BENo
DECLARATION BY THE ANAESTHETISTS PRC NFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness :

Signature : . "[Z.Po,h Signature : . AXX2 »
Name : .. 1SKaA . V\p—"’wx POJL—\ Name : 2\ 'iamaﬁﬁl
Relationship with Patient: . Date & Time : \’\\(,\_W

Date & Time : . 11[5"“' @ HA‘W—

Doctor (who is taking the consent) :

Signature : ... .g:’pfx.}//

Name : /;‘@*‘fﬁ'ﬁcﬁﬁvl
Date & Time : L'T[‘D(l—b"“c*lbw '



SURGICAL

Surgeon DT'fBLOthQ K

Asst. Surgeon : ..............

VIH-00180844 1P-00
irs RENUKA PANDA
08-07-1990 asy11m120

i

"

Age 85} Gender : F

L
P?ﬁ?ﬂ @ BirthRight

SAFETY CH EC KLIST Anaesthetist : {D?M‘f ery Name ; Hubt c2@Stopy 4 T Hospital e
Scrub Nurse &eul?jr ................... | vare: FHCvQQ In-time : “""8’“ﬂ‘aﬂh‘,?“"““me : q:qg im0 oo et e . Your ight o3 S Detvary

;

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGN IN

Time:.. (- S® M

TIME OUT  Time:... . QQAM

SIGN OUT  Time: 9 @0AH.

Patient Has Confirmed
Identity
Site
Procedure
Consent
Site Marked
Anaesthesia Safety Check Completed

Does Patient have a:
Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500mI Biood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

Signature o ST

Pulse Oximeter on Patient & Functioning Y65 C1No

Name:...... . SRl BieAR AV |

—

j}{s INo
“TYes [INo
+TYes CINo
«fYes [INo
><Yes»<{lo

““IYes [INo
C1Yes 7{0

| :Yes/l/No

Yes o £1NA
OYes zﬁ ONA

OX6s CINo CINA

l::.(&» (Lr

Confirm all team members have _
introduced themselves by Name and Role (Y¢S (1No

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm Uk&%“do‘
Correct Patient (Check ID Band) ~ <Es [1No
Correct Site :rﬁs “INo

Correct Procedure ‘)ﬁU’dSLOPa ¥6s [1No
Anticipated Critical Events t Fh(c»]&dd'a
Surgeon Reviews:

What are the Critical or Unexpected Bw

Steps, Operative Duration, 4.5 g
Anticipated Blood Loss?

Anaesthesia Team Reviews: _
Are There Any Patient-specific Concerns? M CINo [ NA

Nursing Team Reviews: %eﬂmﬁgh_
Has Sterility (including indicator results

Been Confirmed? are there Equipment

UYés [No [1NA

issues or any Concerns? S¥es CINo CJNA
Is Essential Imaging Displayed? CYes ©AO C1NA
Power Supply, Earthing, Power Backup

and functioning of equipment checked. HEs CINo

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded
That Instrument, Sponge and Needle

L% [INo

Counts are Correct (or Not Applicable) v‘ﬁas CJNo CINA
The Specimen is Labelled (including

patient name) AYEs CINo CINA
Whether there are any Equipment

Problems to be addressed CYes ~flo CNA

To Surgeon, Anaesthetist and Nurse:

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

H‘Yés INo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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=
Rainbow® x s e
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a jot to treat the Ftle. Your Right to a Safe Delivery

OPERATION NOTES

Surgeon : Asst. Surgeon :

Dr: BHOUANP: I

te . Nikhita -

& pien lscs T noy

endometzial palye T

Pre-Operative Diagnosis: FiL)

Jobedwnised T fibapid ukesus T
AL foa

husternswo -

. : . I
Surgical Procedure : H %Sie)eb spy +

&3 ‘%FCC}O"% ur)éilu‘—z (jwtbq_‘

l§ ; Dnl\]

anaesthesa -
Indications for Surgery : “Fnolomekrsial pol %P g
Date : )J‘foﬁ&ﬁ, Start Time : % .00 AHf End Time : q Q0 ﬂl‘{_

Post Operative Diagnosis:

Peri-Operative Complications:

Amount of Blood Loss:

8o -

Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Operation Notes:

?:a}fudr F:!o\c.ec\ in_ lthe Yormy

Undey ot d ase?ﬁc Condi Hops ,undes &6 ,

Fosi*—fon -

\J
e ;pqu—% }Do}n%eo:l i C‘JiQ{oe&

— Bladd es em.}p‘n'eA-

Doc. No. : RCH. i/ FRM / CLINICAL /099
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Mg o Vo,

—  Aoterios & Posﬁ-@}“cﬁl \Jc%fnq.l wails  2e)s acled u&ﬁr}@

NS sper_uﬂ L

-  Avjesjor \i.r;: of cerwnx held Min\]q vudsellurn -

— serial  dilalahons  dope tnibh He\cja}*s dilatos .

- Hustere senpe Tnaested .

o

Fondyngs ¢
\J

= Cewix desaled to tiaud ;

-~ todowelial ?oo\\:]: ) of J wuo- S22 noled.

") ﬁal@ pednmt}f dene - polyp seud oz HYPE. GreuHte CuspeHage

N done En&cmef"ﬂdj HssuL Seul roa

- Ao ackuwe bleeding . HPE . ._
= Hema stass Checdke

-  Insbumeuls % suiab  Counts falbed .

feLu:

“i

- (BM X 2 houes-

— w)g  bleedieg PV ’
| i \J

— Ile C%Q&J-r‘r)w.q\
—  mowitet uitals

41 Fotlew cL%u\j thay )
= Jubosrm sos

A L e

AV e

J/.'

Name of the Surgeon: %-....R2... Bhavana... ...

Signature Of the SUTGBON: ......cviriimressrissisnssis s

Date & Time: ‘7)0&7’-{3%
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital |
Early Warning Observation Score Chart - Obstetrics

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

W[4 52

Date
Time | &l9 011121t 1203|4516 ]|718| 2010121123155 16]7

30
RESP T
(write rate in
corresp. box) 1; 1200
saturations | _22-100% O 5 T U 5 6 S, 560 5 6 .1
<94 %
Administered 0, (L/min.)

3, dwa)

218y Leay

—
anssald poojg 21j01shs

-
2INssald poojg 21|01selq

NEURO
RESPONSE
R
(vl Unresponsive
URINE | >30
mis / hour <30
Proteinuria (—ororein®t
Protein > + +
S Normal T = Y
Heavy / Foul jilFmes e il [ FEan RSN s Pl .. | i
Clear / Pink
D R e e e e e e
TOTAL YELLOW SCORES - o v
TOTAL ORANGE SCORES b v
Nurse Initial e ]

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



Obstetrics and Gynaecology
Early Warning Signs

-
1 Yellow Alert :
Repeat Observations
in 30 minutes
\.
& B A i
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
. s & Y,
8 N
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations

in 15 minutes or continuous
L 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

qlelo

Date
Time | 8] 9)10|11|12| 1|12 |3|4]|5]|6]7

> 30

RESP

21 -30

(write rate in

11-20

corresp. box)

0-10

Saturations

<94 %

Administered

0, (L/min.)

40

39

38

by 'C

37 §ié e

$
N

2, dway

36 M , ﬂ}‘i‘;, AL

35

<35

170

160

150

140

130

120

110

ajey Leay

= ALALIOL ) [

&% o=

3
(v
[

50
40

190
180
170
160
150
140 3‘2
130 VB3 egl
120 [[2[|[I€ W

| Y

TRIAVY vy WE i

m—
anssaid poo|g 21|01sAS

110
100
S0
a0
70
60

50

130

120
110

100

90

80 196 1KY

70

LR

60

P
2INssaL4 poojg JNjoiselq

50
40

NEURO

Pet]_

Alert

RESPONSE
[¥1

Voice
Pain
Unrespaonsive

URINE
mils / hour

>30 v
< 30

Proteinuria

Lochia

Protein + +
Protein > + +
4 f ) ) A +

Normal
Heavy / Foul §

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORA

NGE SCORES

'Y ¢
<
B> o 1S
i |-

Murse Initial

\!a:s
G

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



Obstetrics and Gynaecology
Early Warning Signs

e e

Complete a Full

Set of MEOWS
Observations

N v

S

f A
1 Yellow Alert :
Repeat Observations
in 30 minutes
" J
") ™
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
\

> 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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Hospital BY RAINBOW HOSPITALS

% to treat the Bttie Your Right to a Safe Delivery

cany warmny Observation Score Chart - Obstetrics

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

‘0 Date
\%\h\\' Time | 8 | 9 11|12 10/11|12|1|2|3|4a|5|6]7
RESP
(write rate in
corresp. box)
Saturations
Administered
&
3
"Uo
inl
£
m
%)
=3
=
o
w
170
160
ﬁ' 150
% 140
[--] 130
T § 120
110
o
@ 100 ‘\9
v
= 90
70
60
50
L 130
E‘ 120
& 110
& 100
[= 2]
| & i
2 80
» 70
& 60 "@
=
3 50
\_ 40
——
NEURO 3";""‘
RESPONSE oce
%) | Pain
Unresponsive
URINE > 30
mis / hour <30
Protein + +
Proteinuria Protein > ¥ +
= Normal
tochls Heavy / Foul
. Clear / Pink

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial

Dl

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



Obstetrics and Gynaecology
Early Warning Signs

-
1 Yellow Alert :
Repeat Observations
in 30 minutes
A
o e i
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
Y . . )
(= )
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations

in 15 minutes or continuous
monitoring

L5 J

* The Modified Early Warning Score (MEOWS)
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Tt takes & lot to treat the fittie. Your Right to a Safe Delivery

| FLUID CHART |

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

__ Intake

IV Site

Date | Time | of Fluid

Nature

Route

NG

o 3 _ | Thrombo- [~
Diarrhoea | Vomit |Drainage | Urine | Phiebitis

Sign.
Score Nurse

Mouth A

N.G

08:00 am

09:00 am

10:00 am

2
P

11:00 am

12:00 pm (

01:00 pm N

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

\7\\[0 05:00am |\ | 14

06:00am | NI Ry | + R L-(Oomjl

07.00am | A9Pen |t RL foos |0

.

Total Output 1 &2ad {nce A

Total Intake : QOD M

Total 24 hrs. Intake

b ooml

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

Total 24 rs. Output | 'O WGMQaL
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" FLUID CHART )
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Rainbow* . o
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes & lot to treat the little. Your Right to a Sate Del:iu;'e_y

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.

——

IV Site

Nature

Time | of Fiuid

Date

Route

NG | Diarrhoea

Vomit

~{ Thrombo- —=— -
phiebitis | Sign.

Drainage Score Nurse

Urine

Mouth

AY

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am /

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

~ Total 24 hrs. Output
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Rainbow®
Children’s

Hospital

It takes 2 lot to treat the litte.

. FLUID CHART |

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Uelivnr;r

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

Date | Time {I}a}rur% Route NG | Diarrhoea | Vomit |Drainage | Urine P‘S‘r?ggigg I\?Elgrgé
: Mouth | LV | NG A {ia
ooman | {7 | NBH | Cao b/ hat 1o\
0w | g Vo APPNE T
n\&‘“’ 10:00am | 4 g: 100yt /by ) g
[0 | Negn ~ RE womitfhy 0 ‘bI;iZI%
B 12:00 pm Hro toormd g lpwm
01:00 pm v’ CIl
Total Intake : Total OQutput:  |PALSef
02:00 pm AN i
@ 03:00 pm "')é“ K o
:00 pm I Ve
> 06:00 pm “Ep / ) {)Ib&d\
07:00 pm i
Total Intake : Total Output :
08:00 pm QKL A (
09:00 pm e - \ Qzl el
10:00 pm @) (ﬂa 1&‘?
11:00 pm
\%\tﬁ(“ 12:00 am h"'a_ Qd,g,u
or:00am | W, 0 loomd o W
Total Intake : Total Output :
02:00 am e
o] Vs i st
\o 04:00 am -l ,00“’\34
\ | 0500am | 4o lon e k3 | &5
\q 06:00am | W . lw \ W
0700am| J
Total Intake : Total Output :
Total 24 hrs. Intake Total 24 hrs. Output
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| FLUID CHART |
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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

. Nature
Date Time of Fluid

Route

NG

Diarrhoea Drainage

Urine

IV Site
Thrombo-
phlebitis
Score

Sign.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

%

11:00 am

\
\
\

AN

12:00 pm

01:00 pm

3.0

Total intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

02:00 am

\thal Output :
o

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

| Total 24 hrs. Intake

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

Total 24 hrs. Output
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MEDICATION RECONCILIATION FORM
Drug AErgies: ...........cccorerevensseses I Hﬂ}t 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: .........ccooeve..e. W“CO .......................... Shifted to: ............... Q«W’ﬂ(ﬂ«b§> .............

ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | oo / Time ?Dsﬂ:ﬁ:ﬂg
ONCE
1| T TELMISARTAN |40omq| Po pasy 170626 (€ OOC
o | T- PPRACETAMOL | |Gm 6% | 2 (T [JDC
po HoupLy Tlef
3 | T. TRAMAD loomg| Po arH ®C [1DC
: oL 0o MG Hov ey 1 J6) 2e
4| INT CEFoTAYTMe | 1M Jv S I'm;;z1 %€ [1DC
HOUF—Uf
T- PANTD PRAZOLE | 40mM(G Po o 1] WC [DC
5 D‘:\—'LL\,‘ 1 6{%
6 OC ODC
7 [J€ [1DG
8 LJC TIDC
9 OC DG
10 [(JC [JDC

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

Doctor Name & Signature : %"DE\{OC‘GSHMW
Date & Time : ‘7ICIM2"'LPM

Nurse Name & Signature: BL%&MJ&AL*
Date & Time : )"ll‘vl%lafﬂ

Docu. No. : RCH /FRM / GENERAL / 090
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Tt takes & lot to treat the litte, Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

Drug AlBIgIes: ... N“ .................................................. I Not known any Drug Allergies

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

Shifting From: ............. Pl e Shifted to: ........... 1
SNo | (GENERIC NAME CAPTAL LETTERS) | (g, ma) | (PO NG, SC,1) | FREQUENCY | ! T ?gﬂ%‘:g
;| TR8 TELMTSPRTAN 4o My PO ;:;J; 61 ¢)%| o€ Ooc
o | TRB Lﬁiﬁiﬁiﬁ;\f t - po Dogixﬁj 14)e% | g COoe
- 0O¢ 0Joc
3 0¢ CIDc
5 (¢ 0D
6 ¢ Ooc
7 ¢ Cne
8 Oc doc
9 0Oc O
10 0c¢ [CDc

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

Doctor Name & Signature : . PR - NFERETY *
A1lel2eoe.  SEho A

LJ)PH%J,&« Q/x Ao

Date & Time :
Nurse Name & Slgnature
Date & Time : .

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