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INSURANCE COPY Children’s . Blrtthg ht
Hospital . BY RAINBOW HOSPITALS
takes a lof to ireat ' | Your Right to a gafe Delivery
Name Mrs [IP-00034 UHID VIH-00206015
Father/Guardian Mr SUKANTA BHOLA Age/Gender 33 Y /Female
Addieis g p colony, nagaram ,keesara, Nagaram, Hyderabad, Telangana, INDIA,
500083
IP No IP-00060418 Admission Date 20-06-2026
Ref Doctor SELF Discharge Date 21-06-2026

DISCHARGE SUMMARY

Consultants : Dr. SRILATA PATNAIK, CONSULTANT OBSTETRICIAN &
GYNECOLOGIST

Diagnosis: G3P2L2 with 7+2 weeks with Previous LSCS for Dilatation
& Curettage with Laparoscopic Bilateral Tubectomy.

History: Presenting complaint: Booked to RCH at 6 weeks. Viability scan
done at 6 weeks showed SLIUF, CRL-3.3mm. Patient and husband want
termination of pregnancy & Tubectomy. Admitted at 7+2 weeks with
Previous LSCS for Dilatation & Curettage with Laparoscopic Bilateral
Tubectomy.

History:

LMP: 30.04.2026

Obstetric formula: G3P2L2

EDD: 4.02.2027

Gestation at admission: 7+2 weeks

Obstetric History:
G1 - Male/ FTNVD/ 10 years/ 3.1kg / Sparsh Hospital, Buvaneshwar/
Uneventful/ A&H/ BFx1 month.

O 1800 2122

@ www.rainbowhospitals.in



Name Mrs IP-00034 UHID VIH-00206015

G2 - Male/ FTLSCS/ 1.5years/ 3.8kg/ Floating head/ Malpresentation/ Janani
hospital, hyderabad/ Uneventful/ A&H/ BFx8months.
G3 - Present pregnancy Spontaneous conception.

Medical History: Nil

Family History: Father - DM

Surgical History: Previous LSCS in 2025
Allergies: Nil

Investigations: Enclosed.
Blood Group - '‘B' POSITIVE

Surgery Notes:
Operation performed: Dilatation and Curettage with Laparoscopic Bilateral
Tubectomy done under GA.

Operative findings:

- Under strict aseptic conditions, under GA, patient placed in lithotomy
position, parts painted and draped.

- Bladder catheterised, anterior and posterior vaginal walls retracted using
Sims speculum.

- Anterior lip of cervix held with vulsellum.

- Serial cervical dilatation done with Hegar's dilators.

- Karmann's cannula no.6 was placed and products were suctioned.

- Gentle curettage was done and products obtained.

- Check curettage done.

Laparoscopy findings :

- One 5mm supraumbilical and two 5mm lateral ports inserted.
- Pneumoperitoneum created.

- Bilateral tubes and ovaries appear normal.

- Omental adhesions present and released.
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Name Mrs IP-00034 UHID ﬁggg{&ﬂ;soﬁz'ggigﬁiggs

Your Right to a Safe Delivery

N

- Bilateral Tubectomy done with cauterisation.
- Hemostasis secured.
- Procedure uneventful.

Post-Operative Notes: Postoperative period: - Uneventful.

Advice:

1. Tab. Cefuroxime 500mg twice daily till 26.06.2026 (9am - 9pm) after
food.

2. Tab. Calpol 500mg (2tabs) thrice daily till 26.06.2026 (7am-3pm-10pm)
after food.

4. Tab. Pantoprazole 40 mg once daily till 26.06.2026 (7am) before food.

5. Tab. Voveran 50 mg thrice daily till 26.06.2026 (10am-4pm-10pm) after
food.

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

Review after one week on 26.06.2026 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 .................. in the language that [ understand and I have
understood the same.

KONDAPUR OUTPATIENT CLINIC (I Accredited %7} SECUNDERABAD (K accredited)  KONDAPUR

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs IP-00034 UHID VIH-00206015

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

)

¥ br. ILATA PATNAIK
MBBS MD
CONSULTANT OBSTETRICIAN
& GYNECOLOGIST



Rainbow Children's Hospital - Secunderabad

"
H.N0.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main " | | INSURANCE COPY I
Road,Kakaguda, Karkhana ,Hyderabad ,Telangana, INDIA .SOOOOQ.Rainb“OWG’

040-42462200, Ext 2000,2001,2002, Children’s | , BirthRight

Hosnital BY RAINBOW HOSPITALS
PatientName : Mrs IP-00034 Inpatient == ==+ |_ooUE04 T4, 7o 102 Stfe e
Age/Gender : 33Y/Female Admit Date : 20-06-2026
Ward/Bed : N 2F-LABOUR WARD/ LW 219 Discharge Date -
Investigation Result Unit Biological Reference Interval
BLEEDING TIME/CLOTTING TIME (Specimen : BLOOD) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :20-06-2026 10:07
BLEEDING TIME 2 min : 14 sec min. 1=5
CLOTTING TIME 4 min : 40 sec 3-7

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

Investigation Result Unit Biological Reference Interval
COMPLETE BLOOD PICTURE (Specimen : BLOOD) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :20-06-2026 10:07
HEMOGLOBIN (Colorimetry) 10.1 g/dL L 12-16
RBC COUNT (DC detection method) 3.65 1072/L L 4-52
PCV/HCT (Calculated) 29.2 VOL% L 33-51
MCV (Calculated) 79.8 fL L 80 - 100
MCH (Calculated) 21.7 pg/cells 26 - 34
MCHC (Calculated) 34.7 g/dL 32-36
RDW-CV (Calculated) 15.8 % H 11.5-13.1
PLATELET COUNT (DC Detection Method) 231 1079/L 150 - 450
MPV (Calculated) 9.0 fL 6.5-10
WBC COUNT (DC Detection Method) 10.58 1079/L 4,5-11
Differential Count
NEUTROPHILS (Microscopy, Leishman stain) 74 % H 35-66
LYMPHOCYTES (Microscopy, Leishman stain) 18 % L 24-44
MONOCYTES (Microscopy, Leishman stain) 04 % 4-10
EOSINOPHILS (Microscopy, Leishman stain) 04 % 1-4

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

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

Investigation Result Unit Biological Reference Interval
~ HIV.TEST.(GARD METHOD ) (Specimen : SERUM).« ~ . ..-....TEST RESULT STATUS . REPORT AUIHORISED

66 5955, 91009 25516 s

® 1800 2122 @ www.rainbowhospitals.in



Rainbow Children's Hospital - Secunderabad

H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P 8 Karkhana Main
Road,Kakaguda, Karkhana ,Hyderabad ,Telangana, INDIA ,500009.

040-42462200, Ext 2000,2001,2002,

PatientName : Mrs IP-00034 Inpatient No. : IP-00060418
Age/Gender : 33Y/Female Admit Date : 20-06-2026
Ward/Bed : N 2F-LABOUR WARD/ LW 219 Discharge Date

Investigation Result Unit Biological Reference Interval

HIV TEST ( CARD METHOD ) Non-reactive

” Tﬁ'?ﬂ

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

Brintad Nata | Tima - 24/NRI2N2R 1N-RA AM M. a A
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SURGERY DETAILS

WM e, -

Date : %[clgc
Patient Name: MrglP-ODD&c[ .................... Date of Birth: [8["[M('D— Age: 353

T T . UHID No.: ... XO.6DIST

Date of Surgery: ... &CLA |&6 074 (1012 1073 (10T-4 (108G OT-1 (108G OT-2

Name of the Surgery : CPlL&TWUNV\CUKQ—'m'tq Ea0TH. LaPARoielIc. AnaTTeent TURE omy

/ U GA

P

-

. o

Time in YD_\\{;PM/ Time Out . A NS DA

NAME

1. Surgeon '—D"S?":ata'q)ﬁ_“ﬂl[“ ..........................
2. Anaesthetist & B‘ \t?ne%

3. Assistant Surgeon : ... CT‘?@Q‘NMQ ................................... ’él ' - ,
i .

. OT Technician

5. Circulating Nurse :

6. Assistant Nurse

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

[] Neuro Cusa [] Others ....coeeeeeeeeeeee e

Signatu%/eSurgeon Signature of Qréulating Nurse

Order No: 2@@5‘1&(%%‘5‘@/55@ Order by: 1_98!&3‘](’

Docu. No. : RCHBH /FRM / GENERAL / 114
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Patient Name o, smiata parea ®) IP.No:
Ward: AL TR Ay DOA:
| No. of e
Sl.No List of Records Legibility Completeness Remarks
Pages

1 Admission Sheet \ — -

2 Discharge Summary g —_ -

3 Nursing Initial assessment form \ — —

4 Patient Trasfer Forms 4 — -

5 In-patient Medical Record \ . —

6 Doctors Progress Sheets ] -— =

i Nurses Progress notes o . =

8 Consultation Sheets

9 General Consent for Treatment | — o

Conset for Surgery \ — =

1 Consent for Blood Transfusion

12 Consent forChemotherapy

13 Consent for High Risk \

14 Consent for Restraint \

15 DAMA Consent

16 Consent for Special Procedure ] - ==

17 Consent for Radiological Investigations

18 Consent for HIV Test 1 — =

19 Anaesthesia consent form \

20 Anaesthesia notes(Pre Anaesthesia & Post) 92

21 Pre Operative checklist )

22 Surgical safety Checklist \

23 Operation Theatre notes

24 Nurses Clinical Presentation

25 TPR & BP chart 2 — —

) Intake and Output chart (fluid Chart) p _— —

P Drug Chart (Regular prescription) ol _— o

28 Daily Investigation sheet

29 Investigation Values (Result Sheet) | — —

30 Nebulization Chart

34 Diabetic chart

32 Nutritional Review chart \ —_— —

33 MLC form (in case of MLC)

34 Patient Educatlon Form )
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LOCATION: - NICU/ PICU/HDU/OT/ GENERAL WARD

ICD CODE -

OBSERVATION: -

DATE :
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e Y 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 SrthRiht TEL NO :040-42462200, Ext 2000,2001,2002

P— WEB : https://rainbowhospitals.in

ADMISSION SHEET

Reglatestion Details : LR RRNRRE L L L

Admission No : IP-00060418 Admit Date : 20-Jun-2026 Admit Time :09:20 AM UHID : VIH-00206015

Patient Details :

Patient Name : Mrs IP-00034 Age :33Y
Guardian © Mr SUKANTA BHOLA DOB : 18-07-1992
Gender : Female Religion
Occupation : Martial Status
Address (H) : g p colony, nagaram keesara Nagaram Phone No : 9182493153/ 9989585443
Hyderabad Telangana INDIA 500083 E-mail . na@GMAIL.com
Admission Details :
Bed Type : MICU Bed No : MICU 228 Ward Name : N 2F-MICU
Room No : MICU 228 Admission Type : First Visit
Contact Details :
Name - Mr SUKANTA BHOLA Relationship : W/O
Contact Address g p colony, nagaram ,keesara Nagaram Phone No 1 9182493153
Hyderabad Telangana INDIA 500083
Signature
woctor Details :
Doctor Name : Dr. SRILATA PATNAIK Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : SELF Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00

Printed Date / Time : 20/06/2026 11:46 Printed By : 021447 Page 1 of 2




g:g . 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 Srf TEL NO :040-42462200, Ext 2000,2001,2002
P WEB : https://rainbowhospitals.in
ADMISSION SHEET
: : g TR R RRARE R ORRTE L) (LR

Registration Details :

Admission No : IP-00060418 Admit Date : 20-Jun-2026 Admit Time :09:20 AM UHID : VIH-00206015
Patient Details :
Patient Name : Mrs PRAGYAN PARAMITA PRADHAN Age 233y
Guardian : Mr SUKANTA BHOLA DOB : 18-07-1992
Gender : Female Religion
Occupation : Martial Status
Address (H) - g p colony, nagaram ,keesara Nagaram Phone No : 9182493153/ 9989585443

Hyderabad Telangana INDIA 500083 E-mail . na@GMAIL.com
Admission Details :
Bed Type : MICU Bed No : LW 219 Ward Name : N 2F-LABOUR WARD
Room No : LW 219 Admission Type : First Visit
Contact Details :
Name : Mr SUKANTA BHOLA Relationship : W/O
Contact Address : g p colony, nagaram ,keesara Nagaram Phone No : 9182493153
Hyderabad Telangana INDIA 500083
d
Sign e

Doctor Details :

Doctor Name : Dr. SRILATA PATNAIK Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : SELF Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Printed Date / Time : 20/06/2026 09:21 Printed By : 021447 Page 1 of 2
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Presenting Complaints _ .

Obstetric Formula: (2”2 Lo

ML- 1243 N
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VIH-00206015
Mrs |P-00034
18-07-1992 3y
Dr. SRILATA PATNAIK
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PRUGRESS NOTES AND DOCTOR'S ORDER

ga}fm o Progress Notes Doctor's Order
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ﬁ)/-??OW | T ] e PM— )
= e
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Docu. No. : RCH /FRM / CLINICAL / 088 (PT.0)



VIH-00206006 IP-00060385
Master ATHIRALA .SAI SATHVIK

i Rainbow"*
04-04-2008 17Y2M16D (M)
Dr. PREETHAM KUMAR
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Children’s @ BirthRight
T oS P g =

BY RAINBOW HOSPITALS
It takes a lot to treat the litthe, Your Right ¢ f

PROGRESS NOTES AND DOCTOR'S ORDER
Date

& Time Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088



Chitdren's | @ BirthRight
PATIENT TRANSFER FORM nHug?uE!Lﬂm .BYRAFNBUWHUSPITALS

Your Right to a Safe Delivery

Patient Name & UHID Nn Date & Time of Admission Date & Time of Transfer Order
VIH-00206015 |P-00060418 i
!
':‘::ﬁo:z“ &o\e\% @ a“),@eﬂ'h'\ 021'9\6 26 @ i;.‘LC)é)M
LATA n‘ruun

u\m\\\\\mnnn\\mmm (S
Dy \Gneeths sH-(Op 6w -

From Unit To Unit Information to Attendant
Yes [ No
o1 N e el
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

3 Ot L Yes[ | No[ |
“ If yemu

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

- . el

3. ﬁsx ’

5. ¥
Shifting Summary / Notes Written by Doctor : No[ |
G‘\"‘QU Hms%
Name & Signature of Person who is Transfernng Name of Person Ordered Transfer

Nuw% - N lowia (bvoﬁﬂ \Lineeton -

Patient & Clinical Records Received by :

26128 5308

Date & Time of Patient Recﬁed :

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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— Mra IP-00034
—— 18:07-1992 a3y (F)
Or. 8RILATA PATNAIK Date & Time of Admission Date & Time of Transfer Order
10O 20\61258 S0 6124
@ q'20R0 0 1205
Treating Consultant Name Transfer Ordered by Reason for Transfer
il
Nin
SREINH O o'
From Unit To Unit Information to Attendant
Yes| | No[ |
@ ¢ U 0T i
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
'B/% Yes ] No[ ]
/Ii yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1.
2. =
<\ '\‘ \
3.
/
4. | /
5. £
Shifting Summary / Notes Written by Doctor : Yes’;:/ ~ No[ ]
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

6?5-%33&10”%/ DT - o, Rt

Patient & Clinical Records Received by : WD\

\ {
Date & Time of Patient Received : ‘LO\%\'LE» (@ W

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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18-07-1992 a3y - Date & Time of Admission Date & Time of Transfer Order
nrNSﬁLATA PATNAIK &a\ b \&6 LG [ af Q
AT oo | - PM anrsiee
Treating Consultant Name Transfer Ordered by Reason for Transfer
O . it %) bs pwation
From Unit To Unit Information to Attendant
(ﬂ\(,u &0@-\((06) Yesgn No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
qu) &= No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
L ‘Trcxb‘.hpﬁm&-cs@a ?=lf L5
2| Nodo\ - PevaCoka ma 1A 13
3 | Gakby. ©OYpoEeqar \o
1S ek v el \o
> ] Leden oo !
Shifting Summary / Notes Written by Doctor : Yeﬂj/" No[ |

Name & Signature of Person who is Transferring

5]! m.\_/_g./\mg—’

Name of Person Ordered Transfer
9 VR

Patient & Clinical Records Received by :

8'}@«&7&‘

Date & Time of Patient Received @ g NP

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

[ ] Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

| Nurse not Available

[ ] Available Bed not ready
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= Ll]:gnosm @13?2.( 5y i I 2wks colh Any Infection: [1Yes [INo [ Not Known
'g Vi o T FDY DJI-.ta:&'on Cwetfqlers SPIIN. cocommnesmiinssaing
E Surgery / Procedure: - Post OP Day:
o | Date ‘ ) : b Q\bq'b
- Shift M c. W £ 27 Q
% | Medical Condition \
§ (Any special condition to be noted): - = - = tD'l
2 [ Diet Nem jop M [(Bdel |5 qiet | S Aiek
Allergy: 01 Yes (NG | Yes (240 | O Yes_i=o |1 Yes @No | 1 Yes#fo | 01 Yes ©1No
Ventilation (RA, NP, NIV, VENTI): kA | R A R4H RA 38
Tubes/Drains/Catheter: yﬁsypﬂ "L¥es [1No [ Yes A0 | O Yes o | 71 Yes o |1 Yes [1No
- | ]
= | Vital Signs: Temp: | a8 i |4g-6F |98 1t |98 4°F [28.0°P
= g
= Res: | \3blwd| 19 ikl 2blmd 20blm |$2blm
& SP0: | aer) 1497, | A8Y. | aqil | a9
% Puise: | $6blwi. | FL b | Qbblak | 33blm | 50 h) o
BP: | \Rolm ey Lm&%mh&ﬂﬁ 0322 |tp a2
LOC: | counsious | gutraus Counsiend| conéious | Comaed 923
Fall Risk Score: | ¢ Q | & a [
Pain Score: | o ) A ) O
Skin Integrity |0naqob Kohoet Gntact |sntar [mdach
Safety Needs: [J#Yes (1 Noqir¥es [1No [[>Yes ) No | ¥es [ No p=Yes C1No | Yes (1 No
Physiotherapy: | — o - , Wi L
g Others Specify: | C1Yes [1No | Yes.=No | 1 Yes CLNo (] Yes @No | Yes o | O Yes 1 No
5 Special Diet: | Ngay | Aoy (Sdieh |sdiet | §.diek]
& |Critical Lab Test/ Values: - &, - a HiL
E |Other Special Orders / Medications: | Yes L-No |71 Yes “LNor| (1 Yes #7No | Yes & No | 1 Yese=2No | (1 Yes [1No
§ PU Prophylaxis: O Yes CiNo|! ' Yes#TNo |1 Yes£™No | 01 Yes GNo |0 Yes Mo | Yes C1No
DVT Prophylaxis: 1 Yes Ao | 1Yes No |01 Yes“T No | O Yes L#No | 01 Yes (A0 | Yes C1No
ADL (Dependent / Non Dependent): Dwﬁgﬂiﬂefg@&mﬁw M
Post Operative Procedure Special Orders: . ) R '\D'.l
— AL //
Handed Over By Name : Voral NouS0d Yool Lt |Renowls  /
Signature /1D 020573 | 60X, | 020523 | qnonuc HIMIVA- /
Date: soleloe polalbel oolelas (21106 |41 b P
Time: @ g ostch | pgan |@hanry[ ) N
7 % = - J'\w X
Taken Over By Name : Marida. M&L %ha W\ﬁp. / '_\'0 Qﬂ
Signature /10 il ko= |Macaucplosed /TN
8L - B
Date: %o’élzé 2olc L | 200626 91\‘5\‘3% {/ @{@Sf
Time: \ 7 \
@ 0({)&(32,@% \,@Bn’m @2&1\’}; v/



%

R Rainbow” ) o
Children’s @ BirthRight
"""""" Hospital . BY RAINBOW HOSPITALS
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NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: [JYes [JNo [ Not Known
g If Yes Specify: ...... s
5 Surgery / Procedure: Post OP Day: /
2 Date i
3 Shift
& | Medical Condition
> | (Any special condition to be noted):
3 Diet:
Allergy: [Yes C1No |1Yes C1No|C1Yes [#/No|[1Yes [1No |C7Yes [1No | Yes CINo
Ventilation (RA, NP NIV, VENTI): o
Tubes/Drains/Catheter: [1Yes CINo | Yes CINo ay'fes ONo|OYes OONo | Yes O No | Yes CINo
z Vital Signs: TeF::;;E 7 A
2 500 Fi
2 Pulse: P i
2 :
BP: 7
Loc: ¥
Fall Risk Score: ¥
Pain Score: /
Skin Integrity |/ |
Safety Needs: | ¥es CINo | Yes CNo [ Yes CJNo | Yes CINo | Yes CINo | Yes CINo
Physiotherapy:
E Others Specify;/| T Yes T/No | Yes T'No | Yes CINo |1 Yes C'No |1 Yes CINo | Yes I No
E Special Digt:
S |Critical Lab Test / Values: /
E |Other Special Orders / Medigﬂ’tions: C1Yes CINo | Yes CJNo|JYes C1No|C1Yes CINo |l Yes [INo | Yes C1No
é PU Prophylaxis: / Cl'Yes CINo | Yes CJNo | Yes CJNo | Yes CINo | Yes C'No | Yes CINo
DVT Prophylaxis: / C1Yes CONo | Yes CJNo | Yes C1No | Yes CJNo | Yes C1No |1 Yes CINo
ADL (Dependent / NoryDependent):
Post Operative Procedurg Special Orders:
Handed Over By Nam?":
Signature /1D : /
Date: Vi
Time: /
Taken QOver B)/Name: G
Signature / }!5 :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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NURSING CARE RECORD
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Rainbow® . S o
Children's | & BirthRight
Hos p ital . BY RAINBOW HOSPITALS
It takes a lot to treat the fttia. ‘Your Right to a Safe Delivery

pate: . RAIGJRE. ..

. o

ap

Hall sust.

s | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [ Maintain Fluid Balance L1 Improve Activity Tolerance 1 Maintain Good Nutritional Status 1 Maintain Skin Integrity
E ["] Maintain Personal Hygiene [T Prevent Infection [J Meet Elimination Needs (S/Eﬁsure Safety —1 Early Ambulation Reduce Anxiety L1 Patient & Family Education
S | [ Identify Potential Complications T ANY OIS, SPBCHY. ...ttt et e e et e et e e e e et

Time Plan of Care Time Implementation Evaluation Re-Assessment 'i“g?;n';?ﬂg
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Date: 3—‘1[3)1{\.}

o | ] Maintain Airway and Oxygenation _| Relieve Pain & Discomfort [! Maintain Fluid Balance ] Improve Activity Tolerance 1 Maintain Good Nutritional Status [ZJ Maintain Skin Integrity
§ 1 Maintain Personal Hygiene "1 Prevent Infection [ Meet Elimination Needs [l Ensure Safety ] Early Ambulation Reduce Anxiety [*) Patient & Family Education
S | (] Identify Potential Complications (] Any Others. Specify...........cccveeienns B ) Y . S
i i I tati ; Nurse Name
Time Plan of Care Time mplementation Evaluation Re-Assessment & Signature
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Pain Score Modifying | Patient / Family :
Date Time (0/10) Location Duration Acuity Character Focters Educated Intervention Sign
q 0 yia) 1 Continuous | [ Acute [J Sharp [ Dull L] Increasing [ Yes f‘m(o'ﬂ-oblc
: 1 Intermi T Chronic (] Aching [ Burning | (] ing [ CIN = Xd—
&0‘5'96 A (a9E | Pedn ntermittent | [ Chroni g g Decreasing 0 Pog? Han
)2 0 o ] Continuous | [ Acute (] Sharp (] Dull () Increasing | [J Yes O oy Jas =
C._ T " r f ~ : = | .
3\0{5\% AN 50375 D A% [ Intermittent | (] Chronic (1 Aching [] Burning | [ Decreasing | [J No Pd 5,; o ;o A (er
Y V) ~NO 1 Continuous | [] Acute (] Sharp ] Dull 1 Increasing ] Yes @ ZE el ©
&O\G\QL AN S(s PO"‘ A | & Intermittent | [J Chronic [ Aching (] Burning | [] Decreasing | [ No Vo) !“ Y L
ok [] Continuous | [ Acute (] Sharp [ Dull [] Increasing O] Yes Al o
gz‘OU’\ u?m 0 . 1 Intermittent | [ Chronic (1 Aching (1 Burning | (] Decreasing | [ No
[J Continuous | [ Acute (] Sharp (] Dull L] Increasing ] Yes '\j?] *% v
m\ \3 oy O B [ Intermittent | [ Chronic 1 Aching [] Burning | [ Decreasing | [ No —4’
[ Continuous | [ Acute ] Sharp (] Dull [J Increasing L] Yes
] Intermittent | [ Chronic (1 Aching [] Burning | [] Decreasing | [ No
[ Continuous | [ Acute 1 Sharp ] Dull ] Increasing O Yes
[ Intermittent | CJ Chronic (] Aching (] Burning | (] Decreasing [ [ No
1 Continuous | [ Acute (1 Sharp ] Dull [J Increasing | [ Yes
[ Intermittent | (] Chronic [ Aching (7] Burning | [ Decreasing | [ No
(] Continuous | [ Acute (] Sharp (] Dull [ Increasing | [ Yes
[1 Intermittent | [ Chronic [J Aching [] Burning | [ Decreasing | [ No
[ Continuous | [ Acute (] Sharp (] Dull [] Increasing ] Yes
(] Intermittent | CJ Chronic () Aching (] Burning | (] Decreasing | I No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients. 5
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
c) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention,

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Mumerical Pain Seale (Obstetric and Gynecology)

L | | I I 1 | | | |

| I 1 1 I 1 1 1 T 1

0 2 3 4 5 6 7 8 9 0
No e Possible Pain

©OH®®a®

No Hurt

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
Particul : 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 m(;:mg gasilyy L foqrth, tenga X 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,
il Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability distractible A
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment 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. §a0, | stimuli variability from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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Date :
Time :

a9

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

4. No limitations:

U £ | Uprn | 1) oo
L{

Mobility 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. L’ L( L\
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks 4. All patients too young to ambulate;
i . Ability to walk severely limited or Walks occasionally Gunng day, but for OR walks frequently:
‘Activity The degree i : s : ;
of pl:r:s}:ica! amiEiw' :}om o 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.

o ny
=
N
=

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.

Sensory Perception

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.

1. Constantly moist:

Molsiurs Degree Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is oceasionally moist, requiring

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

skir:[;;::':;'% d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to nwis?ure Dampness is detected every time 8 hours. every 24 hours. [_{ L—f
patient is moved or turned. L( H
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent

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

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

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.

problem:
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.”

1. Very Poor:

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

Does not take a liquid dietary
supplement,

Nutritional Usual
food intake pattern

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. Ocecasionally 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.

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

Tissue Perfusion &
Oxygenation

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 ma/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 : lessthan 9 | High Risk: 10-12 |
Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

ex

Evaluator's Name

T




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule . _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
U156 prossum TRESURUNON siNtgoes Alternating pressure mattress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
« Use the Same Protocol as for “At Risk” Patients i
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 protocoi as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure mattress overlay
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CHECKLIST FOR THROMBOPHLEBITIS

2
Rainbow" ; e
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery

3o]a 2t DAY-1 s\\5 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE ™ m E N M E M E N Remarks
; No signs of phlebitis /
1 IV site appears healthy Observe cannula 0 o b ) .
One of the following signs is
9 evident : Possibly first signs of phlebitis 1 _ e
* Slight pain near the IV Site / / Observe cannula =
* Slight redness near IV Site -
; 1‘:’;’;\’;&2&?”"“""'”9 Signs Early stage of phlebitis / ) N
Pain at IV site Redness Resite Gannula
':‘Illié};s?? following Signs are Medium stage of phlebitis /
4. | Pain aloﬁg Path of cannula Resite Cannula Consider 3 e | B -
Redness around Site Swelling Treatment
Qgigér:? g;g“ggé?gifégﬁ sare Advanced stage of phlebitis or
5 Pain along Path of cannula the start of thrombopljlebitls/ 4 _ r -
Redness around Site Re site Cannula Consider -
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain ﬂ;]dvangedhﬁg? o
6 | along Path of cannula Redness : .rt{.’”; gp te 't'%e : 5 = |= | _
around Site Swelling palpable g' . el FOGHTIONG 16 S0
Venous cordpyrexia A
Signature of the Nurse #&—f W M,@—

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

Signature of Shift In Charge :

Signature : ..........\

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

Signature of Ward In Charge :
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GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs IP-00034 Age : 33Y
IP No: IP-00060418 Sex: Female
Consultant: Dr. SRILATA PATNAIK Ward/Bed No: N 2F-MICU/MICU 228

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

Patient, be deemed advisable or necessary.

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

consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
imsurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

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

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

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

Note:

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

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

(Receivers Signature..................)

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

Signature of Patient/Relative:

Name: Patient Address:

g p colony, nagaram ,keesara
Nagaram Hyderabad Telangana INDIA
500083

Relationship:
Date: Time:
Wittness Name:

Wittness Signature:

Printed Date / Time : 20/06/2026 11:46 Printed By : 021447 Page 2 of 2



e . Rainbow Children's Hospital - Secunderabad ]
Rainbow . H.No.3-7-222/223,Sy.No.51 to 54,Opp.Karkhana P S,Karkhana Main Road Kakaguda, Karkhana ,Hyderabad

Children's % Telangana, INDIA ,500009.
‘Hospital s TEL NO :040-42462200, Ext 2000,2001,2002
W WERB : https://rainbowhospitals.in
RAL CONSENT FOR TREATMENT
Patient Name: Mrs PRAGYAN PARAMITA PRADHAN Age : 33Y
IP No: IP-00060418 Sex: Female
Consultant: Dr. SRILATA PATNAIK Ward/Bed No: N 2F-LABOUR WARD/LW 219

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

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
al=p consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

urance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

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

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

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

Note:

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

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

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

Signature of PatienURelat\l'\:e:

Name: SU¥onde lelo_ Patient Address:

: g g p colony, nagaram ,keesara
Relaficnsivg: HUSB&‘J Nagaram Hyderabad Telangana INDIA

o}
Date:-)gq,og 2006 Time: 500083

Wittness Name:

Wittness Signature

My

Printed Date / Time : 20/06/2026 09:21 Printed By : 021447 Page 2 of 2



\ VIH-00206015 IP-00060418

Mrs IP-00034
(18-07-1902 2 )
GHI.ATA PATNAIK Rai i b‘ow . : 3
|||I|I||i||||III|IIIIII||I|||I||I Children's | & BirthRight
i BY RAINBOW HOSPITALS
Hg.smp‘, !E,g:.! little. . Your Right to a Safe Delivery

OPERATION NOTES

Surgeon : K} ,&.flaifu ?&m pest ﬁ@?nj Gh—fﬁ.!? Brm .

Pre-Operative Diagnosis: Galfils. W S rweds wilh Paeslonn beeg
Surgical Procedure : DiLavemeon - & CORSITAGE  vorTH wmge;wl’lc. (Zttmm_
WeEcToMy L Ga

Indications for Surgery :

Date : 0?0 6 b Start Time : \2 "4 \ § Pwa End Time : ! \& P

Post Operative Diagnosis:

Peri-Operative Complications:

Amount of Blood Loss: ~ |5 wal Blood Transfuse.d (in ML) -

Name and Number of Surgical Specimen sent for examination:

-

Operation Notes: | )id ext et oxeph‘ conditlen €, Unda &a | PQM
ploced b hotowy  poditlom | Po.xB Pode aumé c\mpeA

— Blaadw calwetatted, amteros amd podeuda mfui woll 3 etroeked
wih g gpesfum:

~ Aftodon Wp §  cawlk Weld  wottw  \lyelllim -

Doc. No. : RCH. i/ FRM/ CLINICAL M099
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Name of the Surgeon: ... Dat. . SRLLATH PATNAIK. .

Signature of the SUMGBOMN: ooveceecusisbrrtusssmasensenssassasmnssssiussnsnines

Date & Time: Rol@\%?iaof’”



SURGICAL Patient Name : .......... ::13.::: ot ) nder : ......... Eﬁi??w' ® Bi rthR'ght'
SAFETY CHECKLIST UHO N0 .. WRATAPRINA [y
RO i — el | @z

Before Induction of Anaesthesia » »

Before Skin Incision » >

Before Patient Leaves Operating Room

SIGNIN  Time:.|12-2\0.m TIME OUT  Time: 125\ 6.9 SIGN OUT  Time: \\\S. PWM

Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:

Identity tYes CINo introduced themselves by Name and Role .+¥es (No The Name of the Procedure Recorded ~ _=Yes TINo

Site LHYes CONo Surgeon, ﬁmaeslhes_ia Professional and That Instrument, Sponge and Needle

Procedure LerYEs CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) s CINo [INA

Consent «LHes CONo Correct Patient (Check ID Band) /’Yes “INo The Specimen is Labelled (including
Site Marked JL¥es CINo CINA Correct Site «Ves INo patient name) ClYes CINo 2MA
Anaesthesia Safety Check Completed  .>¥eS CINo Correct Procedure w‘%s “INo Whether there are any Equipment

Pulse Oximeter on Patient & Functioning £.¥e$ CINo
Does Patient have a:

Known Allergy? 1Yes [N
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available ¢ Yes CINo
Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned T1Yes &flo CINA
Blood Units Reserved [1Yes LNd 1 NA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? L 16S CINo C1NA

Signature e

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpect
Steps, Operative Duration, &t?u
Anticipated Blood Loss?

Anaesthesia Team Reviews )
Are There Any Patient-specific E\on@m&ﬂes ['No [CJNA
Nursing Team Rewews‘g{"ﬂﬁ

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns?

?oafor

NO! NA

_~Tes CNo CNA

Is Essential Imaging Displayed? OYes Mo C1NA
Power Supply, Earthing, Power Backup
and functioning of equi es CINo

Signature :...........coevun.)

Nama <. kot

Problems to be addressed OYes X0 CINA
To Surgeon, Anaesthetist and Nurse:

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

“IYes ?ﬂo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Rainbow® "
INFORMED CONSENT FOR SURGERY OR gi??d_r‘l‘i}"s ‘BirthRight
SPECIAL PROCEDURE e | W s
patient Name - . MBS P RAGYAN. PARAMIIA RRABHAY 0 Male wremale  Age: .33 Y EARL
UHDNo: V\M-002060\% Date - 20 | 6]203¢
Instruction:

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

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

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

.......... DLLATATION. AND  (MRETTAGE. IATTH. LAPARCSCOPIC RILATERAL

o TURECTOMY e upOn . MR, PRAGY AN PARAIMITA. PRADYAN
(Name of the Patient)

| 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 syccess or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

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.

 BLEEDING , BolElL AND. BRLADDER TATURY, URETERLe TANTURY. ..

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

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

My signature on this formindicatesthat <17 CHANCE oF FATLURE RATE, RIgk oF ECTOPLc fREqnandt
1. Ihave read and understood the information provided in this form
2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.
3. |have had achance to ask my surgeon questions.
4. |have received all the information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure: ... R R...2.

Consentee ; , Patient Attendant :

| oA o dPCn
Signature Mfdﬂfwﬂ/ﬁfd ....... Signature : .............. @% .......................................
Name : ... PEACY AN, PARA.MLIA. PRADHAN Name : .. 2UKANTA  Kpmae BHOLA. .
Date & Time : .. 22/ &]>0>%&  10AM Relationship with Patient: ... FOSBAND

Date & Time : .. 07062026, 10700 AN

" : ~NAD
Witness:  C Doctor (who is taking the consent) :

P 5 escsrcssrsiamscsmssssiasoso Signature : .....: {‘ﬂp ......................................................
BB = .......coceenseansasnmmnsssnsasaanannasssnnnpmonrasbsdisissniasis T DQ-YO C{(—&HW%f ...............
Bl & THI0 & ccivvisanisiississsiosssinsssisssivaiviassess Date & Time %]5"202,6 ........ |oAm --------

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



Rainbow®

Children's | & BirthRight
CONSENT FOR SPECIAL PROCEDURES riospital_ | Wzmzeome

Your Right to a Safe Delivery

\

Patient Name : .M B¢ PRA GY.AN.. PARAMITA  PRADUAN...... Gender: (] Male [Fémale

UHID No:.V1H 00206 O\ 57 ...... Department : B <. 1 i (R ——— 20 (2001

| 1168 PRAGYAN. PARAITA. . .....5/D/W/0 . SYEANTA KOUMAR, BHLA .
PRADK AN

Here by give consent for procedure of : L DTLATATION.  AND  CVRETTAGE. e

For my patient, Named : ..>1 B4..... PEACY AN, ... RARAMTIA PRADHAN

The doctors have clearly explained to me that the procedure has following possible complications:
L BLEEDING, . INFECrEoN,. UTERTNE  PERFORATION.

The doctor have explained to me about the alternatives, risks and benefits for this procedure that :

| 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 SRYLATA . PATHMALEK, e

Patient Atle?ant - 0// Witness :
n g4 y A4
Signature : . p@%ﬂﬂfdfﬂffa Signature : 5%]

Name : ... PR QYA P Name : ... SURANTA ki maR Bolh:

Relationship with Patient: ... E L F e Date & Time : ... 20:06- 2026, 10 v2Av) |

Date & Time : nolelree \ohm

Doctor (who is taking the consent) :

Signature : 3.35"
Name : DR\I"QGSHNA“O‘]:

Date & Time : ... 20| ¢ [202e  \oAM

Docu. No. : RCH/FRM / CLINICAL / 019
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Ealoon
o " BirthRight | Children’s

BY RAINBOW HOSPITALS Hos Ita'
8355 9@@0&‘0 ‘0@'66 Your Right to a Safe Delivery néumlfmmmeme_
88 D Dotso D yvand 0§
EDEPTOB .. crmesesmmpiosma s i s e T (VAL a5
30 .... $/D/W/O .. » T ——

D858 DT 0K DI VXSO T ...

T BA8 DD ¢ e,

8 98D 8850 Yerghiryasre, DaPed SdAN YAIreTren HOod GoEb T BD1D aradd dHOoT®

T BDDD PPN D5 285 DROIFR) B0 ®Z0 SBHHTHD SO HEADD HDHRBO BOAENT .
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P (eBoFos)

Docu. No. : RCH/FRM / CLINICAL / 019
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FORM | Rai.nb“réw:i ® g thRight
REGISTERED MEDICAL PRACTITIONER (RMP) OPINION FORM Children’s Irthinig

. Hosp|ta| BY RAINSOW HOSPITALS
(For gestation age upto twenty weeks) ks a bt o e e k. Your Right o a Sfe Delvery

PatientName: .. N3 PRAGYAN PARAMITA UHID no: VIYM.=.00206 0l <. Date: %’(’] 202%

PRADHAN
Biigbor sttt e A R BN SRINRPER, o ooty ovicsssntiescsass sy
................................... RMNQOHHOSPIWLKARKH&NA

Hereby certify that | am of opinion, formed in good falth that it is necessary to terminate the pregnancy of

e L D RACGQY ALY PARA MIIA, PR’*D‘M‘N

Residentof ......Q0:.P...CoOLONY. . NprQﬂ‘M“kEEQAH?-ﬂ ...... NAGARAM. HYDERABAD. ..
TELRN GANA
For the reason given below*

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

in the admission register of the hospital / approved place.

Place: ... SECUNDERARAD ...
Date: ... 20.|.6.[202% ..o
Registered Medical Practitioner: Signature: ...........c.cccooviviiiiiiiiiiiiininine NOMBE i G R e

*of the reasons specified items (a) to (e) Tick the one which is appropriate:

O a. Inorder to save the life of the pregnant woman.
O b. In order to prevent grave injury to the physical and mental health of the pregnant woman.

O c. Inview of the substantial risk that if the child born it would suffer from such physical or mental abnormalities as to be
seriously handicapped.

O d. As the pregnancy is alleged by pregnant woman to have been caused by rape.

[0 e. As the pregnancy has occurred as a result of failure of any contraceptive device or methods used by a woman or her
partner for the purpose of limiting the number of children or preventing pregnancy.

Note: Account may be taken of the pregnant woman’s actual or reasonably foreseeable environment in determining whether the
continuance of her pregnancy would involve a grave injury to her physical or mental health.
PRIIE o suamnsmsiocionsinsoasvan cmmRR RSOOSR

e <

Registered Medical Practitioner: Signature: .............ccccovvviiiiiiiicniecinienn, BB s ssomnamsvemmmnssisi R e R

Docu. No: RCH/ FRM/ CLINICAL/ 258
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Rainbow® . e
(FORM - C) Children's ‘Blrtthght

CONSENT FOR MEDICAL TERMINATION OF PREGNANCY (MTp) Hospital S Siasen:
PatientName: ... 1. 28 PRAGYAN. PA-RA MLTA. . UHIDno: NIH-.002.06 OIS Date: 206|200
PR ADH AN
I M&PP&QY:“:“EHM&“‘LW ............. Daughterfw"léof LSVKANTA KUMAR BHoLp
aged about... 33. Y EAPRS .. Yearsof .G R COLONY. NAGARAM KEESARA . NAGARAM
HY OERARAD TELANGA NATET s
DRRRERURREN I BE. .o nvs s conexns ansmmmmsnsianmbmhbimben bensamemvnvasnss stasssassasprsasestaNsoos e snose b com do herby give my consent to be
Termination of my Pregnancy at ........ & &IN&ONH 03?'-1 mk%l‘-H‘H\‘ﬂ- ...................................
Plce: ....5.E.CUNDERABAD. .. | i ST
Patient: Doctor: (who is taking the consent)
Signature: f@%m ..... A | SIORMIINOZ coivoccivinviummissibssinaRa TR
Name: .. P FA-CYAN . PARANTTA. . PLADHAN S AL St A,
Date & Time: ... 20| 6[26... ) o AM. Date & TIME: ....vvverecreieieeeereese e
(To be filled in by guardian where the women is a lunatic or minor)
T s Tny Sy SON 1 ABUGNET T W0 OF woisiviciissimteininaivoissiinsonaiysaisssssne issmions
BRI RDONLE ... i nivogmnsians NEBIBOF . conscisnvsssisusmisnsavassiisisssiines T et
At present residing @l ...........coveeiieiiniiiee e e e ern e e e araeeeernas do herby give my consent to the
Termination of Pregnancy of myward ...............ccccevevincnnnnnn who is minor/lunaticat ............ S PSSR
PAREEE s ivvisianssivaniavisensiiiiniosisibinisaseiasbssasiies . dar
Patient Guardian: Doctor: (who is taking the consent)
SRR csccvciicionsa vaamusiaiamvvn SRRSO ARARORS DUAREE ot sivevsvisvmsiisesaivsssissvanissiaronin
NBME: 1. R o R
Relationship with patient: .............ccccceeeveennne. Date & TIME: ....cceevrerrrerrrnrennessasssrssrnasanssrsnses
T o

Docu. No: RCH/ FRM/ CLINICAL/ 256



Ref. No.: F/HW/CON/ RV /08

ML

Rainbow® o
Children's | @ BirthRight CONSENT FORM
Hospital | @)zeene | FOR HIV

\

PatientName : . M5 PRA-GYAN . PAEAMIIA  PRADHAN ... Age: .53 Yenes
Gender: MO FEFZ IPNO weveeeeeeeeeeeeeeeeeeee e Marital Status: .....01ARRTCO .
Ward/BedNo.:.. S N\CY IP/OPNO. oo Date: .. 20 ¢[203¢

| have to say that | have been counseled about the test and the reason for undergoing the test has been
clearly explained to me. | have also been explained about the implications of the test result-positive,
negative or indeterminate All the details pertaining to HIV, its transmission, testing procedure Its
limitations and interpretation of the results have been explained to me in language that | can
understand.

I, hereby give my willful consent for the HIV test to be conducted on me in order to ascertain my HIV
sero status. The status of my HIV test will be confidential

Patient Attendant : Parent (when patient is minor) :

Signature : Y.z Wd/”@r‘?/f&]?’dﬁﬁlm SITRAINE S coisnisaoisnscamssinisisasisig
Name: . PEAGYANS  PARAMLID  PRADMAN

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

111 ] I —
Relationship with Patient: - = ) S

. 2 T2) 16 (0] § LR
Date & Time : .. 20| 6[202¢ 9" 30km

Date 8 TG & vaicisssvinssassssssnssisinsssssusasssin

OR (Next to Kkin in case of unconscious patient) :
Y124 1F: 11| OO — NAMIE L ccucacsnesensesessomaensensusesassarmonsssmansamssresmmmsorssramesrers e iéntiin s

RelAtion & meeeeeeeesssesesssessssssssessssesssssessssnes DATE & TIME § oo

|, certify that the Consent form for the HIV test has been signed in my presence and patient has been
given pre-testcounseling and post-test counseling is ensured by me and my team.

Doctor:

Signature : .,,g—‘t
Name: D&?OQGKHHA{J
Date & Time : .22[6[203€ \oAM

CIN: L85110 TG1998 PLC029914 www.rainbowhospitals.in
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CONSENT FORM FOR Rainbow’ | @ BirthRight
REGIONAL ANAESTHESIA / Hospial .3;?:.;’:?.‘:.‘:;*...?5;’1:15?
MONITORED ANESTHESIA CARE

\\

Patient Name“\ﬁWﬂMW’*‘”V&PYMWAgeRj Gender : Male O Female’é

UHID NO: ...... NIH-002060I8 o\ r0e0n Name: ............... Qr thmf’m‘mai’k_ ...................................
Anaesthesiologist : Bfgw’d/‘m“
Operative procedure planned : i INtehan G Corelta \'ta'f"‘]“@f“"r“béch’“‘d

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

o E o ST RS TR L, D&S ...................... ?W ............... i

CBITIRBING o v e saredoss s e o Eoa s S e e e ea o AR LV b R V¥ U Wb Db i STV GRS P o

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

| hereby authorize Rainbow Hospital %'rts authorized doctors to perform wupon me / my patient
NN p‘&'ﬂ.&\t‘&w W*“the above mentioned operation / Diagnostic / Therapeutlc procedures

considered appropriate by the anaesthetic team.

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

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



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

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

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

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

will administer the Anaesthesia.
- Pregnant : L‘.ueA No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness :
Signature | N%ya{l{%ﬂﬂ@w!faﬂz(m{ham S T o 1 SO
Name : Pragn;an?armvn'JrnPrMham Name . Stkanta: Kumar... Bagl e (tudhand)

Relationship with Patient: .. SPeHSE Qﬂg ............ Dato & Time : ... o Jpsh aw
Date & Time - &b | \proan

Doctor (who is taking the consent) :

v 1 R, R . . R B

.......................................................................
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punurLc CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

Date: ....... &O[ﬁ’ié ...............

To Be Filled In By Assigned Nurse:

A 3

1
Department: .............c..veceenne. ALtl.Q ........................................................ Duration of Procedure - .....1 I,U'Lwﬁ A

Name of Surgeon: ........... PR3 cahate. Zebnalk..... Date of Admission : 32;3(6]9?6

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

Staff Signature

1. | Antibiotic given prior to surgery? _EHYes™ [ No
mgle Dose Antibiotic ~ Or [ Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision? [ Yes [ ] No

Name 0f the ANHDIOLC: .......coveveeeeeeeeee et e er s e esesesesesesesssaeeenes

2. | Hair Removal 4J2’YES'" J No It Yes:  [] Surgical Clipper

Department where Hair Removed: E/Ward ] Operating Room
LRI . ooorsnsonsmmsmmnmassssensvnmansemmacspinh

Skin preparation done (cleanse surgical area with antiseptic agent)? ,Eﬁes LI No

O Oral Or = Axilla (Goal: 36-37°C)

! A
4. | Name of doctor or staff administering the antibiotic: m ”ﬂfktiﬂk .........
Date & Time of antibiotic administration: =20 6/ c?ﬁ....é).....!.ﬂ...m&.&:j ...........
Date & Time procedure started: Qo[é!ﬁé@(\lﬁleew

3. | Patient's body temperature immediately post operation (Recovery Room) 53?’0 M

« 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 control nurse for
management

« Allforms (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
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wauy waifling Obse Score Chart - Obstetrics

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

IECIEIE!

Date

a\elX

RESP
(write rate in
corresp. box)
Saturations <94 %
Administered 0, (L/min.)
40
39
& 38
3 37 Sy 1C 1
e 36
35
< 35
b
160
150
140
130
E 120
2 110
= 100
= 90 !
80 A ST 2 |96 23 a3 1A ) 5 T
70
60
50
40
190
180
170
- 160
= 150
=N 140
(a]
= 130
ts [Ro -
= 110 [IT) S 113 {1 et [\ (14 { 1% i Ium_
2 100
a a0
i 80
70
60
| 50
130
= 120
w
g 110
= 100
(==
= 90
l g 80 Blo =
- 70 b 2) 43 22 =0 AL 40 ! 6 s
a 60 i
= 50
m
40
RESPONSE i
» Pain
(7] Unresponsive
URINE > 30 2 v V
mis / hour < 30
i Protein + +
Proteinuria Protein > + +
Normal Y / b N W . A/ A
Lochia | Heavy / Foul
X Clear / Pink
vaer [ il e o S g
TOTAL YELLOW SCORES o e [P |o o P - 0 4 0 2 ]
TOTAL ORANGE SCORES o s o n 0 0 0 [¥) p) fal Ja) &
Nurse Initial = t&i- .4 2 =S gt A 1 AN ) /%) 4] il
—

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



Obstetrics and Gynaecology
Early Warning Signs

- o

Complete a Full

1 Yellow Alert :
Repeat Observations
in 30 minutes

Set of MEOWS
Observations

Y P

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

7

A

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

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

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YFI | OW SCNRES AT ANY ONE TIME

VIH-00206015 IP-00060418
Mrs |P-00034

18-07-1892 By

Dr. SRILATA PATNAIK

F) ..Date of Birth & oo s

ERHE N, B ssncmmmpnsmpsnonns

2\ )2k

Date

IR

Time

w

1011 ] 12 1

RESP
(Write rate in
corresp. box)

> 30
21-30

11-20

Saturations

Administered O,

L/min)

bo 13 dwaj

40
39
38
37

36

35
<35

170
160
150
140
130
120
110

ajey HeaH

100

80

70

EUN

60

40

—
ainssald poojg JIjo1sAs

180
180
170
160
150

140

130

120

110

D

100

90

0
70
60
50

ainssaid poojg 2oiselq

130
120
110
100
90

80

70

60

50
40

NEURO
RESPONSE

[v]

Alert
Voice
Pain

URINE
mis / hour

>30
<30

Unresponsive

Proteinuria

Protein ++
Protein>++

\ Lochia

Normal

Heavy / Foul

Liquor

Clear / Pink

Green

S

TOTAL YELLOW SCORE
TOTAL ORANGE SCORE

www.rainbowhospitals.in
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"V il
@[ FLUID CHART |

Shiaat NO:  cvvisssmsiiniiss D,?J) &

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

Intake Output R v Site
Date | Time {r#aFt}Lri% Route NG | Diarrhoea | Vomit |Drainage | Urine T%%E‘Eg ﬁh?,ge
Mouth | LV | NG
08:00 am
09:00 am | Ny - L :Iﬂ v | ®
\%\‘1‘5 1000am | d @A fL’F_ ; o I
S\ | 1100am | oo d R/ (B £, Sodl_| o 6
2 NBMHW o P
0100 [N 4 R |1 a0 wh | s Yord | & .
Total Intake : lopoml Total Output: g {/ =
020091 | NBm 4 24 1ol L o | © ()
0300 | B9 |+ Rl faoallln s | o 4
000pm| M+ Floonl (ke tood | © -
20\6 9590 [1),ot] R toal0wy wonl | o 21012
06:00pm | 1, ot @4 1agald [y | o \(%3n
07:00pm | 1y, o ] Y el o U
TotalIntake: 4 2p . Total Output © P2k @ o
08:00 pm : N
09:00 pm ) )
10:00 pm & /
99\’5 11:00 pm 0 mﬁﬁm
12:00am f
01:00 am 200m)
Total Intake : Total Qutput :
02:00 am adS, o
03:00 am ' e | & )
04:00 am 7z .
\° e 0 v
AV [ 05:00am 0pe AL
06:00 am A" | # ] g
07:00 am ’ \ ) C
Total Intake : Total Output : )
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH /FRM / CLINICAL / 092
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(F)

N

1 T ——

N

Rainbow”

Hospital

Children’s ‘

Tt takes 2 lot to treat the lttle.

| FLUID CHART |

N

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements

inml.

Al

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

_______ R
_%_'.>=--.

k-

== e
Eotiiiio

 Intake

ST ' i
R AR 7 1 31 A

{_IV Site

| : Nature
Date | Time | ;. id

Route

NG

Diarrhoea | Vomit | Drainage

Urine

Thrombo-
philebitis
Score

Sign.
Nurse

Mouth

LV

N.G

1)

\(?w 08:00 am

A

\\0 09:00 am
? 10:00 am

11:00 am

l[)u}IL
\
v

b sl
DR

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

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

Y

04:00 am

OV

05:00 am

N\

06:00 am

-

L

07:00 ap-

o
z

Total Intake =

Total Qutput :

Total 24 hrs. Intake

Docu. No. : RCH /FRM / C

LINICAL / 092

~ Total 24 hrs. Output




Patiant Stic <er

Sheet NO. & vnnnnvimsbn

z
Rainbow” . !
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Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the e, 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

. Nature
Date | Time | e

Route

NG

; o 4 2 [~ Sign.
Diarrhoea wﬁn Drainage | Urine | Pgiebitis Nu?se

Mouth

LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

h 01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am /

0500am| /

06:00am | /

07:00am |,

Total Intake : /

Total Qutput : -

L

F
Total 24 hrs._ ,fntake

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

Total 24 hrs. Output
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MEDICATION RECONCILIATION FORM
Drug AlIErgies: ..........ccoo...... N L [\LAGt 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: ..........ooeee 0Ll Shifted to: .......... T
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | ot Time ?gﬁ:ﬁ%’ﬁg
1 OJC OdDC
2 r Oc OIc
3 o Oc ooc
4 i C¢c Cioc
5 P ¢ Cpe
6 / OC [IDC
7 JC [IDC
i
8 / Cc CIoc
rd
9 OC ODC
10 Oc Coc

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

Doctor Name & Signature : d‘loa\ff’qeg"“m
Date & Time - ........... >0 |6 [ 2026 B - 0

Nurse Name & Signature:
Date & Time : 00/4;0115@“‘4""

Docu. No. : RCH /FRM / GENERAL / 090
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Drug Allergies: .........
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Children
Hospital

MEDICATION RECONCILIATION FORM
)

Tt takes a kot to treat the litte

BY RAINBOW HDSPIT-I\LS

Your Ri Lghl lu

Safe Delivery

a/( 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: ... MICYU shitted to: ... RO oo e
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | ' (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | nore / Time ?gﬁ:ﬁ%’ﬁg
INT- CRFoTRxEM T 12 TH o
1 E 1em Hovr K¢ 0DC
9 THhE © PANTOPRAZOLE | 46 o Fo S MC [IDC
b AT
s | TPB- papacevamel | lem | po & ™ =€ CIDC
HoURY
4 FAB - Druoff alAe S My $o €1 =C¢ [1DC
Heupwy
5 TAB~ TRAMIARDOL (o0 MUy Po STH LCJ’C( e
HOUIEU-i
6 JC [ibC
7 OC ODC
8 JC OJDC
9 Ci¢ 0oe
10 (JC OJDC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ............. @ DRN‘QQHITP’

€r3o..

Date & TiMe : ... 20 /6] 2026 &1

Nurse Name & Signature: ...

Date & Time : .

|6l 2024

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

* C- Continue, DC - Discontinue

. oVad....
. l blRA..... GLEA .
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' REGULAR PRESCRIPTIONS
DRUG: T PPAYTD PRAZDLE. “."’“”}ENJ\W

Time

Dose Route | Frequency | Start Dt. X

) Po A
LoMG omop | 2ol¢ (¥ %
Name & Signature of the Doctor
starting the Drugs:

'DA'GWM

Additional Ingfructions:

Clst, o olélog

’ Daily Doctor's Endorsement by a Sign.

-
Date >
DRUG : =
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 .
S )
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
. Daily Doctor's Endorsement by a Sign.
Date»
DRUG : —
Dose Route | Frequency | Start Dt. y

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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Fp e Ref. No.: F/HW/DC/RP/INPR/05.a
Rainbow 3 4L RIS
Children's | @ BirthRight
Hospital _ | (s
Patient Name I.P. No. Sheet No. Wards Weight (ka)

REGULAR PRESCRIPTIONS
Date» ' A Of 1 '
DRUG : Time
Dose Routz |Frequency| StartDt. |

Name & Signature of the Doctor
starting the Drugs

Additional Instructions:

Daily Doctor's Endorsement by a Sign. ! v
Date» ' ]
DRUG : s
Dose Route | Frequency | StartDt. |

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

Date»
DRUG : Time
Dose Route | Frequency | StartDt. | .;.
|
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
Date»
DRUG : Time
Dose Route | Frequency | StartDt. |

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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g PR Children’s | @ BirthRight
r. SRILATA PATNAIK Hos pit al . BY RAINBOW HOSPITALS
m HI”N”'“I""M”I"H It takes a lot tn treat the littie. Your Right to a Safe Delivery
Date of Admission: Q’ol‘ 202C . Drug Allergies: ... N b . ALNGt known 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 I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - 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)
DRUG : paer
Dose Route [ Frequency |Start Date N
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
Date»
DRUG : Tine
Dose Route [ Frequency |Start Date
Doctor’'s Signature |Valid Period| Pharm.
Additional Instructions:
Datey
DRUG : Time
Dose Route | Frequency |Start Date y
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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Weight. ‘1014:2 Ward. uw

H m Date»
| IHNIIHIIIII!IIIIIIHIIIIII Tige N N N T R
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign.
Route Start Date - o i e
Dr. Sign. Dr. Sign. Dr, Sign. Dr. Sign.
Name & Signature of the Doctor Dene B s Dot
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: . e tem e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Date»
VAHiABLE DOSE TIU’]B Nurs:.’Siu. l Nurs&Siq. Nurs‘sSiu. l Nurs&SIg.
Dose Dose Dose Dose
DRUG . Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
RO ute STE " Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr, Sign. Dr. Sign.
Name & Signature of the Doctor Dose e - .
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: oo - e pose
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
; . Dosage & Other ;
Date Time Medication nthiiiions Route Signature Nurses
T. MTIso0 STOL
20|6)24| o AM PRo Joomcey PV d“‘ e
(| :@k\9
TNT CEFOTAXIMC T
20le[2% .02 [AfTer TESTDO0uE) tam k= < _"%gf
WV Ea )
\o' 3 Shot)
TNY MerocloprA ol G-
1|6 |% ” lom =t -
) s, _mipe 2 e
r &)
v
IND MORRINN & O
Jolob |1225Pm - i v 1k
b 00 Peyy | WD - CARACETRMAL L LV
2s\6, | 5 s
DD"UL Py, |DPP. PleLofeior 1D’DUVG‘ pe 9' QOW}RA
301 oL, |\~ \ &P ) PP TRAMADOL| o0 wq | pe \
2
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or.

=

¥ (F)

“T'i‘“‘m‘\‘lﬂ“ii\mlmm“m REGULAR PRESCRIPTIONS  Weightt RS, . Ward. . L/&2.....
DRUG : INT ~ (ETHTANINME %ﬁi%\\j‘r
Dose | Route [Frequency [Start Date| .\ /

2ol ¢

1240
At | v ol

AN

Y

Name & Signature of the Dottor

Starting the Drugs:

‘@, <« qdcm~

R

Additighal Instructions:

Y

X1

|

CLH,_ 26 [éf

Daily Doctor’s Endorsement by a Sign

D_ate

DRUG : TAR, - YAV ALLTAWSL

%@h T

L=

9

Dose Route | Frequency [Start Date

A

92 | o |e4ev | asie,

Name & Signature of the Doctor
Starting the Drugs:

R Do mVINE ST

Additional Instructions:

Clit. 20(4]26

Daily Doctor’s Endorsement by a Sign

DRUG | WE" TR AMADDT

ol

Dose Route | Frequency |Start Date

/A

loowd Fo | Cuewy [20fob

Name & Signature of the Doctor

Starting the Drugs:

KW De-m ViNeLTHa

9_0/6/26

Ll

Additional Instructions:

C

Daily Doctor’s Endorsement by a Sign

DRUG : M- DYy 0f e A

b

Dose Route | Frequency |Start Date

— PO | C4ew | soio)

Name & Signature of the Doctor
Starting the Drugs:

PLmVINEETHA

Additional Instructions:

cliH. '?.QZGIU’

Daily Doctor's Endorsement by a Sign

Page: 2/4




