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Name Mrs IP-00033 UHID VIH-00205975
Mr MADHUSUDHAN
Father/Guardian REDDY PALA Age/Gender 31Y 8 M 20 D/Female
ADITHYA PEARL APARTMENT FLAT NO G1 VENKATARAMANA COLONY,
Address STREET NO 8 MALLAPUR HYDERABAD, Mallapur, Hyderabad, Telangana,
INDIA, 500076
IP No 1P-00060368 Admission Date 17-06-2026

Ref Doctor SELF Discharge Date 18-06-2026

DISCHARGE SUMMARY
Consultant: Dr. KOPPULA SIRISHA REDDY,

Diagnosis: G2P1L1 with 20+4weeks with Previous Lower segment
caesarean section with Fetal anomalies for Termination of Pregnancy

History:
Menstrual History: regular
L:M.P: 17.1 .2026

Obstetric History:

G1 - female/ 5.8years/ FTLSCS/ NPOL/ BW- Padmavathi hospital/ A&H / BF
1.8year

G2 - Pregnancy: spontaneous conception

Medical History: Nil

Family History: Mother- DM, Father- HTN

Surgical History: Previous LSCS

Allergies: Nil

Antenatal Details: Mrs IP-00033 was booked to Rainbow hospital at
20+2weeks of gestation. Previous ANCs done at Padmavathi Hospital. She had
regular antenatal checkups and investigations as advised. was diagnosed with
Hypothyroidism since conception managed with Tab Thyroxine 12.5mcg. TIFFA
scan done on 15.6.2026 showed Thorsic , lumbar spine scoliosis , kyphosis ,




Name Mrs IP-00033 UHID VIH-00205975

hemivertebrae in lower thorasic and lumbar vertebrae . Patient and attenders
explained regarding anomalies and option for termination given and they
opted for it. Patient took Tab Mifepristone 200mg OD on 15.6.6026 after
informed consent. She was admiited at20+4weeks with Previous Lower
segment caesarean section with Fetal anomalies for Termination of Pregnancy

Investigations:

Blood group- O POSITIVE

Management: Course in Hospital:

She was admitted for TOP. MERPC done with PGE1. Patient expelled a dead
,Male fetus weighing 342gms at 4:10Pm and placenta of 343 gms at 4:22pm
on 17.6.2026 .Patient and attenders explained regarding need for whole Exome
Microarray and DNA storage and risk of anomalies in next pregnancy explained
but they denied . Lactation supression was given with Tab. Cabergolin . She
was stable at the time of discharge.

Advice:

1.Tab. Taxim O 200mg twice daily till 23.6.2026 (9am-9pm) after food

2.Tab. Emanzen D as and required if abdominal pain

3.Tab. Pan 40mg once daily (before food) till 23.6.2026

4. Tab Metronidazole 200mg thrice daily till 23.6.2026 (9am-2Pm- 9pm) after
food

5. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am) for
one months before breakfast.

6. Tab. Shelcal (Elemental Calcium 500mg, Vitamin D3 250 IU) once daily
(2pm) for Imonth

7. Tab Cabergolin 0.5 mg (2 tabs) at 8 pm on 18.06.2026 after food.

Review on 23.6.206 in Gynaec OPD with prior appointment for rescan (This
consultation will be charged).

To take appointment for OPD consultation at Rainbow Children's
Hospital, just dial one number 1800-2122 (between 8 a.m. to 8 p.m.)
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RAINBOW HOSPIT.MS
Your Righttoa Safe Delivery

(or) log on to www.rainbowhospitals.in

In case of emergency kindly contact 040-42462200. Extension 2155, 2177
(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 .................. in the language that | understand and | have
understood the same.
Name : Signature :
Relationship with patient :
This summary has been explained by :
Summary prepared by: Dr.

Registrar/Resident/C.M.O
Dr. KORPULA SIRISHA REDDY

MBBS,DNB
58977

QO 1800 2122 @& www.rainbowhospitals.in




Rainbow Children's Hospital - Secunderabad
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H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Ma

Road,Kakaguda, Karkhana ,Hyderabad ,Telangana, INDIA 500009Ra|nb0w
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PatientName : Mrs IP-00033 Inpatient No. IP 00060368
Age/Gender : 31Y 8 M 20 D/ Female Admit Date : 17-06-2026
Ward/Bed : N 2F-LABOUR WARD/ LW 222 Discharge Date
Investigation Result Unit Biological Reference Interval
RANDOM BLOOD GLUCOSE(POCT) (Specimen : PLASMA) TEST RESULT STATUS : REPORT ENTERED

Order Date :17-06-2026 19:24

RANDOM BLOOD GLUCOSE (GOD/POD) 106 mg/dl 70 - 140

UR QUTPATIENT CLINIC ()1 Acorsdined IVF) ‘-sr INDERABAD (b Accradited)  KONDAPUR L B NAGAR j H A -:._.--f.:- NANAKRAMGUDA
3040 - 4246 2200 Emurguecy 1 040 - 4245 2400 Emmrgen 140 7111 1333 mergency § 040-66313231

HIMAY ATHNAGAR BAMJARA HILLS (JCI, NABH & NABL Accredited) HYDERNAGAR (NABH Accredited KONC

Emergancy 140 - 4464 5555, 91006 25516 Emergency 3040 - 4246 2300 Emer 1040 - 4246 2100

7 40 - 4BBTIO00  Emergency ] O

@ www.rainbowhospitais.in
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@ 1800 2122
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ERROR LOG
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ICD CODE :-

OBSERVATION: -

DATE :
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e . Rainbow Children's Hospital - Secunderabad

Rainbow . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children’s ,Telangana, INDIA ,500009.

Hospital " TEL NO :040-42462200, Ext 2000,2001,2002
R~ WEB : https://rainbowhospitals.in
ADMISSION SHEET
F ’ . R LRRORRE L LT LR R ]
Registration Details :
Admission No : IP-00060368 Admit Date : 17-Jun-2026 Admit Time :07:07 AM UHID : VIH-00205975
Patient Details :
Patient Name : Mrs IP-00033 Age :31Y8M20D
Guardian : Mr MADHUSUDHAN REDDY PALA DOB : 28-09-1994
Gender : Female Religion
Occupation ; Martial Status
Address (H) . ADITHYA PEARL APARTMENT FLAT NO G1 Phone No : 9963433423/ 8978575546
VENKATARAMANA COLONY, STREET NO 8 . ,
MALLAPUR HYDERABAD Mallapur Hyderabad E-mail  NAGOMAIL.COM
Telangana INDIA 500076
)
Admission Details :
Bed Type : MICU Bed No :LW 222 Ward Name : N 2F-LABOUR WARD
Room No : LW 222 Admission Type : First Visit
Contact Details :
Name : Mr MADHUSUDHAN REDDY PALA Relationship : W/O
Contact Address : ADITHYA PEARL APARTMENT FLAT NO G1 Phone No : 9963433423

VENKATARAMANA COLONY, STREET NO 8
MALLAPUR HYDERABAD Mallapur Hyderabad
Telangana INDIA 500076

ture

L

Doctor Details :

Doctor Name : Dr. KOPPULA SIRISHA REDDY Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : SELF Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00

Payment Mode : Cash Payor Name : MEDI ASSIST INSURANCE TPA PVT

LTD

Printed Date / Time : 17/06/2026 07:09 Printed By : 021447 Page 1 of 2




VIH-00205875 IP-00060368
Mrs IP-00033
. 28-00-1904 MNYIM2D ()

Dr. KOPPULA SIRISHA REDDY
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M
Rainbow* . .
Children’s | & BirthRight
Hos pita' . BY RAINBOW HOSPITALS
It takes @ ot to treat the fitte, Your Right to a Safe Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: \3’1,5)2,{9 .................. Time of Arrival: ..... 0.0 ...

1) Level of Consciousness: ,E’Cﬁcious
2)
L] Severe Pain / Moderate Pain
[ Bleeding PV: Slight / Heavy
[ Decreased Fetal Movement

[1 No Fetal Movement

2
Vital Signs: Temperature: <1.%..4 Pulse: ..

Time Seen by Nurse: ......

é.f...[.i.gn.;:..

[J Semi-Conscious [J UnConscious

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

(] Preterm rupture of Membranes / Leaking Water PV

OJ Preterm Labor/ Labor

[J Spontaneous Rupture of Membrane / Leaking Water PV

B O BRI, st s s oo o o ki

%.&;.H Eﬁ LESQX %boz: 94.%.. BP: .(.l-.Q.L.ﬁNeight: i

3)
)4) Gestational Criteria:
Gravida: G 2 . P | L1 g w—
=9 0,
R U)Z . EDD: ............ oo reseseeesssseesnes Gestational Age: 20&%5 .....
Uterine Contraction O Yes [;«Nﬁ/“'[] NA | Onset Time Frequency:
Membrane Rupture O Yes )Z’No (0 NA | Onset Time Fluid Color:
Vaginal bleeding CYes | &No | CINA | Onset Time Amount:
r ; g If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | (1 Yes | [#No | (I NA Pain Abdomen / Vomiting
Good fetal Movement OJ Yes -'Q/No [J NA It No specify:
5) Pain Screening: Numerical Pain Scale (NPS)
l | | | | | | | | | |
I | | | I | | I 1 1 1
0 1 2 3 4 5 6 7 8 g 10
No Pain Worst
possible pain
T T PP PRy
BRI . coicicsisisisinsisnnss iy SRR Days / Weeks/ Months (Strike out which is not applicable)
RGN, ... .. ocoonuersnensnimuennons R OSSR PR e L1 Ry
RIREIRBMIIEY. oo v s va oo i oo e s s 6 s SRR & i M o RS ¥ ST SRR AR B s
T O SR T <o NG MR SO
6) Past History: L
a)  Surgeries: ............. ’Q.s{. A S L'S
b) Medical ......... N

Docu. No. : RCH /FRM / CLINICAL / 098

(PTO.)



imvvavdwrs IFuoubvata
Mrs IP-00033
28-08-1004 NYIM20D {F)

Dr. KOPPULA SIRISHA REDDY

T
7) Allergy: ] Yes Q/(

VS il e s Vs amia A g i e A sy Vs o v
8) Current Medications: \@E‘rgnatal Vitamin CJNone O Others: .......... s e B v
9) Prenatal Medical History:
CJ None [ Gestational Diabetes

[J Chronic Hypertension
J Gestational Hypertension
] Diabetes

[J Low placenta
Eﬂ]thers if yes, specify ............ R L I o e eesmsionssnsesss

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

[J Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care) |
[J Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

[0 Category lll: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

Dé::;orv IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

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

OBCU Ohstetrical Triage Acuity Scale (0TAS)

Seizure activity

and / or headache, visual
disturbance, RUQ pain

associated signs and
symptoms

Level 3
OTAS (Urgent)
< 30 minutes
Every 15 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
. Mild hypertension
Hypertension > 160/110 >140/90 with/without

Abnormal FHR tracing
Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

» Acute onsite severe

« Major trauma

« Abdominal/back pain

+ Ongoing assessment

« Anything that does not

abdominal pain » Shortness of breath greater than expected in |  from out patient clinic seem to pose threat to
+ Altered level of + Unplanned and pregnancy , (for hypertension, blood|  mother or fetus
consciousness unattended birth + Flank pain / hematuria work) + Cervical ripening
+ Cord prolapse » Nausea /vomiting and | « Minor trauma (minor | » Out patient placenta
+ Severe respiratory Jor diarrhea with MVC/fall) previa protocols
distress } suspected dehydration | . Nausea/Vomiting and | + Pre-booked visits (ie
« Suspected sepsis Jor diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
dysuria ,cough, fever, | » Assessment for version
chills) + Rashes
Time seen by Doctor: ........ 7’1 ........ aDWV\ ..........
/ ] 7
Nurse Name : . B UR - 0 sosimriimsitsasseniibishssrrsss Nurse Signature: ........... N cemm e,

Date: . {;}4.@ ),(, oo THORE i -




© VIH-00205075 IP-00060368 "z
| Mre IP-00033 Rainbow® ) N
| i ® Childrers | ® BirthRight
Vi ospial | (e
OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM
Date of Admission: LQ/[é-\?‘%
Baseline Information:
Admission From: CER CJOPD [ Admission Desk ~ (thers, specy ... C/{LJ
Primary Language: [ Teltigu ] English (] Hindi ] Others, specify ...
Doyourequire aninterpreter? [JYes M!fvesspecafy”_‘
Source of Information: ~ [J-Patient 1 Family L Others, SPRCIY .......c.oouseoisiostmmmommis. . useees

Allergies: EJYes/DNo" (] Medications (] Blood Transfusion [ Food L1 Other: ...... o ssccnevsnss
Iiyesndentﬂy ;

Chief Complaints: .. 2% 4— . oo Doctor Notified on Admission: J2¥6s CINo
G‘L 9/,}9’[ (— [ C 2’6 U{ f.n)lfﬂ f wneeee - Name of the Doctor: mmmm%f’/\

Past Medical History: Obtained From [ Patient [ Family Member (] Medical Record [ Other (Speeiy) oo b

Past Medical History Past Surgical History Previous Hospital Admission
R 1, {2

— pI€u- LS A N
Gynecology Assessment; [}ch Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ...............ccccoeeene..en.. | Caesarean Section: QW L] Yes Contraceptives: zﬁlﬁ [JYes
s e | OBIVICE] Cerclage: 1Mo [ Yes Vaginal Discharge: O Yes
Onset of Menarche: ..................c.cceeouee...... | ECtopic Pregnancy: Ewe/[] Yes Post-Coital Bleeding: ;Nn/_[] Yes
Menstrual Cycle: [J Regular [ Irregular | Myomectomy: O M Yes Infertility: D,Nn/D Yes
Last Menstrual Period: 1W211Q5 Others: If Yes Type: [ Primary [J Secondary

Obstetric History: G ... 0. P{
Previous LSCS: ”J,%"'

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

bsia 1 .................... R i oo e

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

CJ Liver disease [ Other .... h’l(ﬂ;@x LIV i A ro\“‘[‘@\.'ﬁu L—}.{ f\’

Vital Signs / Measurements: Temp: Q8.6 HR:....E_:)..&“.L f RR: ..... labtd
BP:. (L2 Weight: ........... HEight: .ooccovre  BMIE e

L

Pain Assessment:  Pain: [JYes _’Qﬁﬁ (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 7\\ ! q - (PT.0.)



VIH-00205875 IP-00060368
Mrs IP-00033

28-08-1904 MYsmM20D (F)
Or. KOPPULA SIRISHA REDDY

AU T

. PHYSICAL ASSESSMENT
General Appearance: althy CTill looking (] Anxious [] Agitated DL s i e I
X
Fall Assessment:/Q/Yes CINo  Score... ... (complete the Morse Fall Risk Assessment Sheet)
L
Riskof Pressure Sore: [IYes [INo Scorecz.>......... (completethe Braden Q Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant yoe
*J Mobility problem "I Walking Problem fDN’m;ormaiity Detected
O Developmental Delay L Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

s
NUTRITIONAL SCREENING: D/No/Abnurmality Detected
(] Qverweight (] Poor Appetite > 3 Days L] Needs Therapeutic Diet.
U] Under Weight L] Diabetes Mellitus (] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGI{IAL SCREENING:
Ll€alm & Cooperative ] Restless 1 Depressed ] Agitated ] Confused
ELOMIBES .ot e e

Inform consultant for positive criteria

SOCIAL SCREENING: 2

1. Marital Status: [ Single ﬁ 'Married [1Divorced [J Widow :

2. Special Habits:  Smoker: (] Yes [JNo Alcohol Abuse: [ Yes QN'() Drug Abuse: [ Yes INo
Social History: Lives With ............ 4 CLM\ e ra R IR AP
Orientation has been given regardin ollowing aspects: " '

Call Bell in Reach : [J] Yes E_wo/gmﬁ Waste Disposal Explained: es [INo

Infusion Pump:  [JY¥es CINo Hand Hygiene Explained: \/Y(L No [ Others

Above information given to ...\, 3\ ,,W Q. ODB}
Name of Person Orientation was givento: ....20).8,.... J/P 0003/—5

Orientation not given Reason: ...........c.eeeeeeeverrennns

Nurse Signature: .

Nurse Name: ......... GQ\(,LN
Date & Time: ..........)..a. ‘G’l Ja6S. @ ...... TL’L'? PTV\ '
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P“HQQE:IT Tn A N q F E R F 0 RM !!-{:ag aslntpm !usatam! Bitthe. ;nur Right to a Safe Delivery
75 IP-00060368

- Mrs IP-00033

— 28-08-1904

Pl ol Date & Time of Admission Date & Time of Transfer Order

Vi ilebe @ xaan | wlsbe @ 1o+ tor

Treating Consultant Name Transfer Ordered by Reason for Transfer

Dre Péww bherabou

. From Unit To Unit Information to Attendant
Yes[ ]~ No[]
ms ([ Room (oY ] Mg W
' Number of Sheets in Clinical Fife Number of Imaging Films Personal belongings including
clinical documents. If any handed

over to attendant

267 w7 o, e

If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

:

2.

3.

4,

0.
Shifting Summary / Notes Written by Doctor : Yes [ | No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
et ¢ fordturhe— Do Rk i
Patient & Clinical Records Received by :
SV‘"” o

Date & Time of Patient Received : \Oye A —

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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;:%r::uu awwzon N Ram:fw .
i~ o k] Sty
IF Auviidouin oniEET FOR OBSTETRICS S T R
Presenting Complaints iMp: ¥ - -0 EDD:
Corrected EDD: 3| ~ 0 -6 GA: A tY (veexs -
: Ga PeU
Obstetric Formula: Menstrual History: Regula(:/E/ Yes (] No

M -Qyvs ¢ ~OM

Obstetric Hostory:

SV

vecrs | PALS PoL | peu
i Brisce] o doe:

Ca- PP, S Pornfancouy (oree PO

Present Pregnancy Record:
Pexr ArC M ooty oS Priad
Hrifbrhqveic& v (eneephod et Ty rodm

-y ™My
ool T- mrpe 1516126

RISK FACTORS: R AL

p

X

— Reyfonepod
—P8ev LW

He

ight: .. !‘SU ...cm

Allergies: ........ ‘\”L .....................................

Breast—+tTNormal [] Abnormal

Ge
Co

neral Examination: {H1sCC u®ei¥
nsciousness(:y) Pallor:

Icterus: Edema: ~

Temp: Ao\ (C PR: 8o LPm

BP:

ol ety DTR: )

CVs: S8a® RS 2A¢0H
Liver/Spleen:  ~1D Urine Outputy¥\dl Ceruast e

-~ DIAGNOSIS ~--------------=---nmneee-

Ll
L
i
L}
Ll
L}
L}
I

0Pl T Aoty coecusuh

Obstetric Examination
Fundal Height ~ CF = S0 X3

Ut. Activity: Relaxed ] Mild [(JMod []Severe
Liquor: [] Adequate [] Oligo [] Poly

PP: (] Cephalic  [T] Breech Others
Head Fifths Palpable:
FHS: (] Normal [J Tachy [JBrady [C]Absent

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

Vaginal Examination

Cervix: ..E’io/ng’ [ Partially effaced [] Effaced

Os: Closed «~ Dilated

Membranes: [] Present [] Absent

Liquor: (] Clear [] Meconium [ Blood Stained
Presenting Part: [] Vertex [] Breech [[] Others
Sutton: 03 O0-2 O-1 00 O+1 0O +2
Pelvis: [] Adequate [] Doubtful

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

T fbnoomad e Arormouy ?PQEU(S;C/S'

( RermYeTiehaeD '%Y TCEmINOIH 04*— presinanasyg .

Docu. No. : RCH /FRM / CLINICAL / 087
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Jr. KOPPULA SIRISHA REDDY
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- T MISO Qoo M
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Family History: Surgical History:
. (rSthes oM per \SeS
fomnes- HTH
Medical History: Medication History:
[ ~N 0D
il oA Uuumop -
Plan of Care: Investigations: (2@ O CoSITIVE
— A ioN Hé"’
H RS AL
(engent- HCY NE .
VORL

(626 Arcrouy san
SUFOF | Qotot 02 0oees
ThovoCIC SPine

0 obremal
LLvenbavSPInS. © soliodhtS
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T Hemivesiebee [N |gwey TroveeC
€ el Vesenrel
Cay Pro-sconioss -

Doctor Name: Gﬁ— ...... Py Metaru (5
SHORENE; ©oociscscs oitnans 4~

Date & Time: ............ VLB 26, T oofmn

Consultant Name: .. DY I S\&Shay Retly, .

..............................................
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1t takes a lot o treat the lithe.

NURSING SHIFT HAND OVER FORM

.BirthRight”

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

. ~
3 Diagnosis: (/]‘:)/ (p\_L{'C— 20"‘&{ (_pk_a T Any Infection: [ Yes Dﬁf} 7 Not Known
g %{\rn’ ai ;Q g’jM QT\M Heﬂ,.lw)\j If Yes Specify: ............... A
@ | Surgery / Procedure: (‘q—o p) . ‘“"pt; \Past OP Day: \‘S{Jf‘
o | Date 1\‘0‘ L NG \Q E
= Shift \ X Dy
£ ["Medical Condition @t "M . tﬁ @\\
§ (Any special condition to be noted): .
= | Dt MQL\L @w, Uik [n-dee [0S
Allergy: _Yes No FYes 0 [1Yes CJNo “IYesJ,N{ O Yes ;)&6 [1Yes CINo
Ventilation (RA, NP NIV, VENTI): B W | Ds PR Q&
Tubes/Drains/Catheter: 0 Yes NG |0 Yes (A0 | Yes [XNo | 0 Yes SUNG | 01 Yes G| O Yes [ No
£ | Vital Signs: Tomp: | Ggech | ag (E0h o (- a8\ [aght
2 Res: | Ly b)) | qowlw(abl~ |19 blr1] aglim
@ 0 [ qay | worl- A6, | ae) &t
2 Pusse: | el | S bl bp(~ | QS) I
BP: Jm%g ve| 2 (95 /gt 01 e L2 S T
LOC: | cpapde—| ! W"‘ Lo GO (vedniodConsio
Fall Risk Score: | | or 0 O 0 O
Pain Score: | “y < © 0} O
skin Integrity | p.do] | g bl [Cwbf froda1q [R 3O
Safety Needs: |1 Yes “INo | 1 Yes (N0 | (1 Yes [ No \_L¥es (' No [L¥es “INo |C1Yes CINo
Physiotherapy: | S NER
g Others Specify: | Yes 40| Yes €1 No 1 Yes C1No | © Yes, C-No O Yes=No | 0 Yes TINo
8 Special Diet: | ) s/ (. Pl s wadi g | Ddsx]
& |Critical Lab Test/ Values: -~ asd — amiv |8\
E |Other Special Orders / Medications: | 1 Yes ™40 | O Yes No |1 Yes No | 0 Yes (UNo |1 Yes jNo | 1 Yes ©1No
§ PU Prophylaxis: 1 Yes :..N{ 01 Yes #TNo | Yes =No |01 Yes<2No | [ Yes.#No [ Yes C1No
DVT Prophylaxis: “1'Yes M0 | 0 Yes ©1No | T Yes @No| 0 Yes N6 | O Yes~TNo | O Yes T No
ADL (Dependent / Non Dependent): .-cp;\wd"
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature /1D :
Date:
Time:
Taken Over By Name :
Signature /1D :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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W ,"/'},M " & ~ Hospital | (e

NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: [1Yes [CINo [ Not Known
g LR GRSV —
@ | Surgery/ Procedure: Post OP Day:
2= Shi o
& | Medical Condition
§ (Any special condition to be noted): /
@ | Diet: /
Allergy: O Yes CINo|O Yes ONo|DYes O M [1Yes CINo | Yes CINo | I Yes I No
Ventilation (RA, NP NIV, VENTI): Vi
Tubes/Drains/Catheter: CYes CINo |l Yes CINo |0 Y;,s’ CINo [T Yes TINo | Yes CINo | O Yes £ No
£ | Vital Signs: Temp: | //
§ Res: /
2 b //
2] ;
BP: /
LOC: /
Fall Risk Score: /
Pain Score:
Skin Integrity /
Safety Needs: | 1 Yes//1No| 1 Yes £1No |1 Yes C/No |1 Yes [1No |1 Yes [1No | Yes C1No
Physiotherapy: /
§ Others Specify: './Yes CINo|ClYes [INo | Yes CJNo|C1Yes C1No|CIYes CINo|C1Yes C1No
3 Special Diet:
& |Critical Lab Test/ Values: P
E |Other Special OfderS/Medicatiﬁﬁs: C1Yes ©INo |7 Yes “No |i7Yes C'No | Yes CINo | Yes =1No|IYes [INo
E PU Prophylaxis: / JYes CONo|CYes CINo | Yes CONo | Yes O No [JYes CJNo | O Yes CINo
DVT Prophylaxis: / 71Yes T1No |7 Yes TNo |7 Yes T'No |1 Yes ©1No |1 Yes INo | Tl Yes [1No
ADL (Dependent / Non Dépendent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature / ID :
Date:
Time:
Taken Over By Name :
Signature /ID :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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NURSING CARE RECORD
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Rainbow® d -
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
mmmmmmm litthe. Your Right to a Safe Delivery

(] Maintain Airway and Oxygenation -] Relieve Pain & Di

iscomfort

\D/Qtain Fluid Balance

1 Improve Activity Tolerance

1 Maintain

Date: t;f[cp,é

Good Nutritional Status

[ Maintain Skin Integrity

1]
S | [J Maintain Personal Hygiene 1 Prevent Infection ] Meet Elimination Needs nsure Safety ] Early Ambulation Reduce Anxiety [ Patient & Family Education
& | [ Identify Potential Complications ARy OIS DO o i e R T i s s v rrra b T e b rens et et aemen thma e e nmtbanra s rmemaconne hate
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"I takes a ot to treat the ittie.

‘BirthRight“

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

e | [ Maintain Airway and Oxygenation [1 Relieve Pain & Discomfort [ Maintain Fluid Balance ! Improve Activity Tolerance ] Maintain Good Nutritional Status ] Maintain Skin Integrity
'g ] Maintain Personal Hygiene [ Prevent Infection [ Meet Elimination Needs [J Ensure Safety 1 Early Ambulation Reduce Anxiety [] Patient & Family Education
© | [ Identify Potential Complications ] ANY OHRBES. SPBCI Y. .. .vevvieiie e seeeiriesseeereaeessareeraessssa e s s s s sanessenaae s et esenaae s s eeaneseennn s
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Mrs IP-00033 e
28-00-1004 31Yanzon .
Or. KOPPULA 8IRIS ] Rainbow® . 3 e
Children’s BirthRight
T Hospital _ | ()
PAIN AssESSMENT FDRM It takes 3 lot to treat the ittle, Your Right to a Safe Delivery
Date Time Pa(lg ﬁ;‘;'e Location Duration Acuity Character MF?::::::“ Pat?dn::a::: ily Intervention Sign
l 3{{;‘% 5% b;/ ﬂ)p (1 Continuous | [ Acute O Sha.rp [ Dull ‘ [T Increasing L] Yes (’; /
AW f oy p [M'ﬂ (] Intermittent | [ Chronic [ Aching ] Burning | [] Decreasing | [ No {Dév} .Ll P @/—
. i 0” No 1 Continuous | [ Acute (] Sharp [ Dull () Increasing | [ Yes d MM/%
D/l ¢ ])fé / ﬂM Cr.e | Benln CJ Intermittent | ) Chronic [J Aching [ Burning | [ Decreasing | [ No O ﬂ“‘ A c%’,
[ 9 o = [] Continuous | [ Acute (1 Sharp ] Dull 1 Increasing O Yes W& P o
]3{ q?/é Pa) O [] Intermittent | [ Chronic [1Aching 1 Burning | ] Decreasing | [ No J i i K
/
. L] Continuous | Aetie- (1 Sharp [ JDull — | Cl Increasing | [-Yes— e d
0, }/.lfu_ [ Hntermittent | [ Chronic (1 Aching ] Burning | (] Decreasing | I No /
~ . [ Continuous | <=-Aeute (] Sharp [JDull | [] Increasing
{8 s up| 2 o A o s T | e -
. Pics (1/|rllﬂ£mll'tem (] Chronic [T Aching (] Burning | [ Decreasing | ! No )
L
. [ Continuous | [] Acute (1 Sharp ] Dull L Increasin L Yes
afefe |Spm| Tom | = | Dt e s | N L Lowtoidals,
[l Intermittent | [] Chronic (1 Aching (] Burning | [] Decreasing | [ No /
0 No 1 Continuous | [ Acute (] Sharp (1 Dull [ Increasing | [ Yes MHLGH
')},6 fc’f”" {oye— w;lh [ Intermittent | 1 Chronic 1 Aching [ Burning | [] Decreasing | [ No 6
" [ Continuous | [ Acute (] Sharp (] Dull ] Increasing ] Yes
$ i NI %i
[81 6 | O Hl— Ol Intermittent | [ Chronic [ Aching ] Burning | [] Decreasing | [ No Subo —
] Continuous | [] Acute ] Sharp [ Dull [ Increasing U] Yes m‘\
& & e e Do
\ %«\ £ Ul Intermittent | [ Chronic C1Aching [] Burning | [] Decreasing | [ No o
_] Continuous | [ Acute ] Sharp (] Dull 1 Increasing O Yes
[ Intermittent | [J Chronic [1Aching [] Buming | [] Decreasing | [ No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours b)  Then every 4 hours.
c)  Prior to pain pain-relieving intervention,

Docu.No: RCH /FRM / CLINICAL / 152

d)  Within 30 - 60 minutes after pain relief intervention.

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

No Hurt

| 1 l l 1 1 l | 1 |
I 1 ] | 1 I 1 I I I
1 2 3 4 5 6 7 8 9 10
Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

O ® @

Hurts Little Bit Hurts Little More

10

Even More Hurts Whole Lot Hurts Worst

@

&

SCORING
CATEGORY
0 1 2
¢ . i Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
& Laying quietly normal position, Squirming shifting back and 3 .
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
i Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assassment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP, 8a0, | stimuli variability from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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Mre IP-00033 IP-00060368 ?
28-00-1904 MY8M0D  (f Rainbow"” ’ b o
°'m"l‘f'|'i’““"'“‘“*m Children’s BirthRight
T D CHECKLIST FOR THROMBOPHLEBITIS Hospital | ()emeon o
DAY-1 (3-{t | < |DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E N E Remarks
: No signs of phlebitis /
1 IV site appears healthy Obloard Canaila 0 0o /O Q
One of the following signs is
’ evident : Possibly first signs of phlebitis 1 _
* Slight pain near the IV Site / / Observe cannula e Il == &
* Slight redness near IV Site
Two 01_‘ the Toilowmg Signs Early stage of phiebitis /
3 | o evidont Resite Cannula 2 =~
Pain at IV site Redness =
‘:::i(?:;r:? '_3 following Signs are Medium stage of phlebitis /
4 Pain alohg path of cannula Resite Cannula Consider 3 _
Redness around Site Swelling Treatment = -
i S A Advanced stage of phiebitis or
5 | Pain along Path of cannula the start of thrombophlebitis / 4 -
Redness around Site Re site Cannula Consider o
Swelling palpable Venous cord Treatment ==
All of the following Signs are
evident and Extensive : Pain Tvangmh?t;gng {]/f _
6 | along Path of cannula Redness f 'rtl'}T gp te 'i - 5 -
around Site Swelling palpable é" - e] ealment 1e Ske -
Venous cordpyrexia i
Signature of the Nurse Qﬂf T

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

Signature of Shift In Charge :

Signature : ........

Docu. No. :
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Signature of Ward In Charge_.

SIONANINE . onmmans .

.. Name ; ......




ViH-0 &
Mrs r:-zo::? P-00060368 Rainbow® ) BirthRight
28-09-1994 ne Children’s | |
DOr. KOPPULA 8 31 Y‘"“D {F) BRADEN Q SCALE Hospital .srmnmwsgms
," m”””/"ﬂﬁ""ﬂ 1t Takes 0 b t0 treat the Mte, Your Righi o & Saie Delivery
| 1 S
m mm m Date: | J>75 1JME | \(\y
Time:| & N, l[0pav [IVA
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: T &
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. (7
without assistance. to completely turn self independently. independently. \4
2. Chairfast : 3. Walks occasionally: 4, Al patients too young to ambulate; !
e " Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
cti
:; p:'ygg;:eagﬁg:;f E‘uﬁm:ﬂé bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

Sensory Perception

1. Completely limited:

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

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

3. Slightly limited:

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

4, No impairment:

Responds to verbal commands,

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

2. Very moist:
Skin is often, but not always, moist.

3. Occasionally moist:
Skin is occasionally moist, requiring

4. Rarely moist:
Skin is usually dry, routine diaper

y
1
i

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

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position|
in chair or bed most of the time but
occasionally slides down.

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

skir:'}is“::;:se d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
i Dampness is detected every time 8 hours. every 24 hours. \_D
to moisture 5 &
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: \

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
< 40 in a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mo/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14

| Mild Risk : 15-18

TOTAL SCORE

| Not at Risk: 19-23

Evaluator's Name 9

szaﬁo

7 —




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
« Regular Turning Schedule _ _
« Enable as much activity as possible High density foam mattress
15-18 l At Risk + Protect the heels Gel pads for high-risk areas
« Use pressure redistribution surfaces Rliseraling srsssiie dalivees. o
« Manage moisture, friction and shear ap y
« Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
« Use the Same Protocol as for “At Risk” Patients R
13-14 Moderate Risk § Gel pads for high-risk areas
- Position patient at 30 degree lateral incline using foam wedges :
Alternating pressure mattress overlay
- Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk - In addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequently Alternating pressure mattress overlay
« Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk - Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay




e F 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 -4 ,Telangana, INDIA ,500009.
Hospital ™" TEL NO :040-42462200, Ext 2000,2001,2002
S WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs IP-00033 Age : 3MY8M20D
IP No: IP-00060368 Sex: Female
Consultant: Dr. KOPPULA SIRISHA REDDY Ward/Bed No: N 2F-LABOUR WARD/LW 222

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

Patient, be deemed advisable or necessary.

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

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

i~surance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
e of the patient.

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

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

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

Note:

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

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

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

Signature of Patient/Relative;

Name: Mqo\l'-uq U&Q...m wo’s PJ; Patient Address:

ek o ADITHYA PEARL APARTMENT FLAT NO
Relationship: - -\ b ouer G1 VENKATARAMANA COLONY, i
STREET NO 8 MALLAPUR HYDERABAD

Date: - - i .

i e i Mallapur Hyderabad Telangana INDIA
Wittness Name: @ 500076
Wittness Signature: M

Printed Date / Time : 17/06/2026 07:09 Printed By : 021447 Page 2 of 2
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Rainbow® RN
(FORM - C) Children's ..Blrtthght
CONSENT FOR MEDICAL TERMINATION OF PREGNANCY (MTP) Hospital | e

o et bl i i
Your Right to a Safe Delivery

aged about ... 2! YEARS.... Years of _ADTTHNA. PEARL . APARTIENT. ,FMTNDC\‘ ..........

VENVATARAMANA CoLoNY TSTREST NOR T MALLAPUR_
At present residing at prﬂH‘lDEﬂiﬁﬂ#Q ................... do herby give my consent to be

Termination of my Pregnancy at ﬂgINBOWHDSPITﬁLKMLH&NA
Place: SECUNDGP‘AB%

Patient: Doctor: (who is taking the consent)
Signature: ... A coci s SIGNALUTE: ......ovuruenensisminarisisnssssssssasaesasnes

Name: ........ A A“"La‘* ................... = ISR e

Date & Time: 1%’]”%”43'”?‘“ DI R THERE 50 avesormnitromsne e sis iRt A

(To be filled in by guardian where the women is a lunatic or minor)

L oo seonsnssssssdiissintiasbitassonidsns sismorsneamensmbaprensesasests son | daUghter / Wife Of .......o.oeeeeriemmerismmssisasisnnsens s
aged @bout ........ooovrurusnenninenenne YEAIS O .vvveerireeernnensesecsssanmsssnnesisssy bisssisaiinsantint e
TR L R do herby give my consent to the
Termination of Pregnancy of My Ward ... who is minor / lunaticat......... s

PlACE: ooivveereeeessiesessnneesssssser e e s aas s s

Patient Guardian: Doctor: (who is taking the,copsent)

SIGNALUE: ...overversersrsusmrasssesssssssisneasaensese Signature: ..........
NI, .overoveerressssarsssnsssssransassesassssraraassases NIMIEE Loivuiereniiassinnsansisassssnnasnmnarnsssntsasassssnss
Relationship with patient: ... Date & TIME: ...covverrerreressemsssnssasiessassnssasnases

Date & THTIE. vuveeerrrerereeerersanessirieressiinsesnnns

Docu. No: RCH/ FRM/ CLINICAL/ 256
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FORM E Rai_nb‘?n:\.r’m R
REGISTERED MEDICAL PRACTITIONER (RMP) OPINION FoRM ~ Ghildren's .E"’tE‘WR'ght
(For gestation age beyond twenty weeks till twenty-four weeks) ol s Your Rght 03 Saf Devery

L PPARTIMENT FLAT NU ‘Gl v&NKATARA 2}
Resident of . ﬁbl’m qH[_. a‘:—l\'m‘:;s g STREET.NO.B ’mm:. EAPUR. HIDERARAD. R ..... m N ...............

Which is beyond twenty weeks but fill twenty-four weeks under special circumstances as given below*

*Specify the circumstance (s) from (a) to (g) appropriate for termination of pregnancy beyond twenty weeks till twenty-four weeks

O a. Survivors of sexual assault or rape or incest.

O b. Minors

O c. Change of marital status during the ongoing pregnancy (widowhood and divorce)
O

d. Women with physical disabilities [major disability as per criteria laid down under the Rights of Persons with Disabilities
Act, 2016 (49 of 2016)]

O e. Mentally ill women including women with intellectual disability.

1. The fetal malformation that has sustained risks of being incomplete with life or if the child is born it may suffer from such
Physical or mental abnormalities to be seriously handicapped.

0O g. Women with pregnancy in humanitarian settings or disaster or emergency situations as declared by Government

We hereby give intimation that we terminated the pregnancy of the woman referred to above who bears the serial no: ...................

in the admission register of the hospital / approved place.

Registered Medical Practitioner - I: Signature: .............ccocovvivviiiiiiiiecnns 3 R o SIS N A 1
Registered Medical Practitioner - II: Signature: ..................... ST S VBT < vvns s itiabnmsisnsaniomssibs ik s UL
Place: ............ SECUNPERABAD
Dates .o ‘5{ Gb"’ ............................

Note: Account may be taken of the pregnant woman’s actuai or reasonably foreseeable environment in determining whether the

continuance of her pregnancy would involve a grave injury to her physical or mental health.

Docu. No: RCH/ FRM/ CLINICAL/ 257
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Rainbow”’ , —
Children’s ‘BII‘tthght

CONSENT FOR SPECIAL PROCEDURES Hospital _ | Qzzeencne

Your Right to a Safe Delivery

TP TIRNIN o4 1 "2 S - 121 b /. SRO— - .- W o Female
UHD No: VIM=0020S9 28 pevartment: ... 0BGV, Dt . L 5] 6. 2026
o MRS SANDYAYA e /D W O o SIADMVSU OHAN. RERDY. FALA
Here by give consent for procedure of :  MEDTcAL TERMTINATTON. OF. PREGNANCY...
For my patient, Named : R SONDRYK......n i

The doctors have clearly explained to me that the procedure has following possible complications:

....................................... BLEEDTOIG ;.. ENECCTTAN. ...mimissinssmssmsmsstmssssssmsmammsssssssssers

b

The doctor have explained to me about the alternatives, risks and benefits for this procedure that :
i HN S TEROTOMY..ooovcvvvvvmmmssssssmssssssssssssssssssssssssssssssss s

| have understood the matter mentioned above in language known to me and give consent for the procedure.

Name of the Doctor performing the procedure: DR KROPPVLA, . OSTIRESHA. .FBERRE...........

Patient Aﬂendan’@d( Witness :
| SIgNALUre : ... Mo e, SIGNALUTE © coovvroveerirensessnnsssessessssssssssssssssses s sassssens
Name : Swl\.bla, ....................................... Ty ] S S O

Relationship with Patient: SC'L@ DB & THIBE ovcsscssnsmssesisssessmarsnsmasssscsmmesbmemnbirsnessins

Doctor (who is taking the consent) :

Signature : ‘f%_‘

Name : DRMMSH&'G'J

Date & Time : '5{6,”63@'3""“

Docu. No. : RCH/FRM / CLINICAL / 019
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- " BirthRight Children’s
. BY RAINBOW HOSPITALS HOS Ital
35'55 amme)&) “)a")aa _ .mz;.;.m& It takes a Dt?h: treat the little.
8884 Do ; : .Doso O psozndd 0§
A.3PH.0.8 . . DeFH0 . ; 2 S
e S/D/W/O ..
DEE DEPTOL DB BHKEO TOGO ......
T BB, DD ¢ e o,

T BOVD arQ 25'HB% DALY B0 BFO BROHT BV HBAL DIYBO BOCHET.

DD By Desagd DS

SHFEDHD (9BoIos) >
[~
DOBBED icoisiicsisiiimmimimis s DOBED
DD e -
D050 (DTS 03,8 BrooHotn8) BE) 000 DBOADEN v
5 p s i L A I SR S
RO st A L

Docu. No. : RCH/FRM / CLINICAL / 019
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Eany warning Observation Score Chart - Obstetrics

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

Date

17l lac

Time 11|12

10| 11 | 12

(9
T (M I T S e T S T
£ I e ) T I Y

94-100% (49 |94 _|axN |19 _loal ool A5

<94 %
0, (L/min.)

RESP
{write rate in
corresp. box)

Saturations

Administered

C

1 3 1 U8
[l 3 Q0 ¢} |

R N - 2 N ) - . | .

3 dwap

ajey peay

120

WA

110 No 0k M o

AW

w

(6"

anssald poojg 1j01sAs

50

130
120
110
100
90

80

70 S K €N

e e

60

ainssaid poojg Jljoiseiq

50
40

Alert

NEURO
RESPONSE |
[~

Voice
_ Pain
Unresponsive

= -

> 30
< 30

URINE
mis / hour

[

Proteinuria

Protein + +
Protein > + +

Lochia

== -

Clear / Pink %

Green

Liquor

Normal M = e
Heavy / Foul

TOTAL YELLOW SCORES )

|

TOTAL ORANGE SCORES

A ]
2 T
LA V1]

ST

[
L
T

Qe

=

Nurse Initial

wilc 5.

[v]
7]
e

Docu. No. : RCHBH /FRM / CLINICAL / 053
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Obstetrics and Gynaecology

J

L

in 15 minutes or continuous
monitoring

Early Warning Signs
i
1 Yellow Alert :
Repeat Observations
in 30 minutes
.
§ N s :
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
- i -
g )
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations

* The Modified Early Warning Score (MEOWS)



:H-:}mms 1P-00060368 Yz
ra IP-00033
28-00-1094 MYEM2D (R Rainbow® . . -
Or. KOPPULA SIRISHA REDDY Children’s BirthRight
M Hospital | (e
takes 3 lot 1o treat the bttie. ‘our Right to a 5a livery

wanry warnill( Observation Score Chart - Obstetrics

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

)
NG

Date

®

Time 1112 1011112

RESP
(write rate in
corresp. box)

> 30
21-30

11 - 20

0-10

Saturations

94 - 100 %

<94 %

Administered

0, (L/min.)

2, dwa

40
39
38
37 )

36

35

< 35

ajey Leay

170

160

150

140

130

120

110

100

a0

80

> 4
h.(‘.

70

60

50

40

anssald poojg J1j01sAs

190

180

170

160

150

140

130

120

110

100

90

80

70

60

50

ainssaid poojg Joiselq

130

120

110

100

S0

80

70

L/
=l

60

e

=

i

50

40

NEURO
RESPONSE
£1

Alert T [ i |

Voice

Pain

Unresponsive

URINE
mils / hour

> 30

< 30

Protein + +

Proteinuria

Protein > + +

Normal

Lochia

Heavy / Foul

Liguor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial

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



Early Warning Signs

[ Obstetrics and Gynaecology ]

g e

Complete a Full

Set of MEOWS
Observations

N i

4 N\
1 Yellow Alert :
Repeat Observations
in 30 minutes
. L
& N
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations -
in 30 minutes
4
- )
> 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)



© VIH-00205875 IP-00060368

Mrs IP-00033

28-08-1994 MYsmao (F) —
Dr. KOPPULA SIRISHA REDDY

R T

Sheet No. : ........
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=

Rainbow®
Children’s .
Hospital

It takes a lot to treat the lite.

| FLUID CHART |

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight’

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

. - : 5 IVSite Ei NS
Date | Time Ol\;agm Route NG | Diarrhoea | Vomit |Drainage | Urine ngr%?ﬁg- ﬁliﬁgé
Mouth LV N.G
] e pe]) i 2
\o [omn FTITT 2 e
NN [toam [0 T 5 1) ol B e
T e I il
01:00 pm N |bo
Total Intake : 00 Total Output : -
02:00 pm EL,O n;o,{ © }
0300pm | b, eons il{ [odr/ vl o b e
04:00 pm v wq{._( ﬂ/{ 1 8O © M
0500m| [ Roomd FF » [ 7]
0600pm| kol joerf | 1. i
07:00 pm b tw.‘,_{ U] 4 \ :
Total Intake : T €0 pu Total Output :
0800pm | b, 1y {oor/ ~ 9] A4
09:00pm [ Wy Lloonf | R |
1000pm | (J o |ogd 5 - @V
11:00 pm J / o
12:00 am A
01:00 am b |
Total Intake : Total Output : i
02:00 am i
Ny | 03:00 am N }M’ < ol
\EQ 04:00 am v L K= i
05:00 am ' >
06:00 am W v
07:00 am /
Total Intake : Total Output : -
| Total 24 hrs. Intake Total 24 hrs. Output

e
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Sheet No. :

2

Rainb‘gw"
Children’s

Hospital

It takes a lot to treat the littie.

| FLUID CHART |

BirthRight

BY RAINBGW HOSPITALS
Yuu Fllghl to a Safe Deli ivery

18_}@}2.:9

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.

T intake

~ Output

| Naﬁire
Date of Fluid

Route

NG

Diarrhoea

Vomit | Drainage

Urine

IV Site |
Thrombo-
phiebitis

Score

Mouth

AY

N.G

N

VA

Q

T

Total Output :

Total Intake :

Total Output :

08:00 pm

Fg

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

AN
AN

07:00 am /

Total Intake : /

Total Qutput :

Z

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Rainbow®
Children’s
Hospital

1t takes a lot to treat the lithe,

‘BirthRight'

Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

Drug AllETgies: ...........cccoooooorne N e

' 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: ................ Ltu) ................................ Shifted to: .............. OT ......................................
1| NI cepomrrrme | U ™ &d | (1l¢ |a7C Doc
2 | 9Ny NETRONTD Anokt (RC\)C{ Y 1o | 17l¢ |EC ODC
3| oy @ANTDPAR S0l oMu | BQ TP | |ql¢ |CTC Obe
4| . TRON (TRE - Q0 | (7l l=Cc Obc
5 +. ALY M 00 MY po oD ¢7t% |Bc ooc
6 Oc¢ Coc
7 Oc¢ Ooc
8 (JC [JDC
9 Oc¢ Ooc
o Oc¢ Coc

MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : .....
Dabe & THN8 & ccocinivivinsnis
Nurse Name & Signature: .....).

Date & Time :

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

* C- Continue, DC - Discontinue

M 0% AL
17016104, . S2208M e

ol 4.
........... Blehe  Cromm
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Ref. No.: F/HW /DC /RP/INPR /05.a

Rainbow”
it . rl-onzussrs IP-00060368

Children’s
Hospital ."'P"m”
tn 1A i N .09-1994 31Y8M20D  (F)

Sheet No. ards Weight (kg)

KOPPULA SIRISHA REDDY
[.P. No.
L |22y

Q1111 01

DateX»
; \-DRUG r ‘T: ALavmM Time \%w
Dose Route |Frequency| StartDt |
{ ONLE| |,
AR | Po | ommy | AL
| Name & Signature of the Doctor A
starting the Drugs: 0!"’“

Additional Irﬁtructions:

<t~ QL\QLGM

Daily Doctor's Endorsement by a Sign.

\\

REGULAR PRESCRIPTIONS

Date»

DRUG : Time

Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

Date»

DRUG : T
Dose Route | Frequency| StartDt. |

Name & Signature of the Doctor
starting the Drugs:

’ Additional Instructions:

Daily Doctor's Endorsement by a Sign.

Date»

DRUG : Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.
www.rainbowhospitals.in

CIN : U85110 TG1998 PTC029914
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Rainbow" ‘I-ODZQSQTS |P-00060368

Children’s *IFDMSS
Hospital | l0v-1994 31Y8M20D

LA SIRISHA REDDY

e T

(F)

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

[.P. No.

Sheet No.

Wards Weight (kg)

REGULAR PRESCRIPTIONS

Date»

DRUG :

Dose Route | Frequency| Start Dt

Time

Name & Signature of the Doctor

starting the Drugs

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

Date »

DRUG :

Time

Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor

starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

Date»

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

Date»

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

CIN : U85110 TG1998 PTC029914

www.rainbowhospitals.in
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J‘&L’I’.ﬂ."” Nvemuo Raint:%‘w” w BirthRight

Or. KOPPULA 8IRISHA REDDY Children’s *::I'N WHIng

U forplal_ | @z
DRUG CHART

Date of Admission: ...... 1'}'("}4 .......... Drug Allergies: L . 4 1 D/N@nwn any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line ] through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.
Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
. AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
Dater
DRUG : Time |
Dose Route | Frequency |Start Date _
Doctor's Signature | Valid Period| Pharm. _
Additional Instructions:
1 | | | | Il
Datef | | [ N |
DRUG : T_img | LS | +
Dose Route | Frequency |Start Date | | i
Doctor's Signature |Valid Period| Pharm. I 1 :
I
|
Additional Instructions: l, | 1 |
[ [ |
' . | | | | |
] | L
Date? | | } 1 ] ‘ l [
DRUG : Tige, || I (. | I . |
Dose Route | Frequency |Start Date | | | | % ! |‘ I ‘ I | |
| k |
l_‘. e 1 '._i_ =i '\.—_
Doctor's Signature |Valid Period| Pharm. | . _ |[ | | | {
| - L |
I T | ] |I | I ] | |
Additional Instructions: i - | .l | J
\ \ l || N S A (N SN S S
page: 1/4 (P.T.0)

Docu. No. ; RCH/FRM/ CLINICAL / 118
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VRN R V. FLUIDS CHART Weight. oo Ward, oo
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1
28-08-19p4
Cr. KOPPULA g RI

STYGMZOD (F)

~ 89£09000-dl

””!””””’”’,ﬁrﬁREDOY Weight. ................... {')'L 11 ——
" m ”" " m Date»
| Tlme Nurse Sig. I Nurse Sig. ] Nurse Sig. I Nurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Or. Sign, Dr. Sign.
Route Start Date vose e (e Fions
Dr. Sign. Dr. Sign Dr. Sign, Dr. Sign.
Name & Signature of the Doctor Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: - o o .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIU‘IB Nurss Sig. Nurs&.‘itg Nurs‘i Sig NurssSig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Rﬂute Stan Da[e Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor se o Dose 1
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o - . -
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
, — Dosage & Other :
Date Time Medication nstrictions Route Signature Nurses |
. AT
[#l6l26| €SAM | e miopeesT | Reone PV oSy . L 1 o
b
lehog | (20 (P | Te MicoPROSTOL | Zop i eV ?5,, dosc i
. 2l
10 T CARLR GO 05w ) 1 e
é Z Po (ﬁ s )
( ]
\LAM RER LoV 0O .5 MG folo)
% : ‘ C a
\%‘(3\ v £ s R A H
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Mrs P-00033
28-08-1994

H-00205875 IP-00060368

31Ysm20p

Dr. KOPPULA SIRISHA REDDY o AN \'{\J f \_/
m,’”m,”mm””m" [mm REGULAR PRESCRIPTIONS ~ Weight. .50 \.. Ward. oo\
|
' J| DRUG: AN e TR M C %ﬁi’\’\\” \\l'o
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