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BY RAINBOW HOSPITALS

' Children’s | ‘BirthRight’“

Hospital

Name Mrs NITYA CHENNURI UHID BAH-00550709
Father/Guardian Mr prashanth reddy bhagirthi Age/Gender 29Y 6 M7 D/ Female
Address NIZAMABAD, Nizamabad, Nizamabad, Telangana, INDIA, 110005

IP No IP26-00006547 Admission Date 09-06-2026

Ref Doctor Self.

Discharge Date 12.06.2026

DISCHARGE SUMMARY

Consultant:
Dr. RAJANI KUMARI
MD (OBGYN)

Diagnosis: G3A2 WITH 38 WEEKS WITH RECURRENT PREGNANCY LOSS
WITH CEPHALOPELVIC DISPROPORTION WITH H/O RENAL CALCULUS
FOR ELECTIVE LOWER SEGMENT CAESAREAN SECTION

ELECTIVE LOWER SEGMENT CAESAREAN SECTION DONE ON
09.06.2026

History:
LMP: 09.09.2025 Obstetric formula: G3A2
EDD: 26.06.2026 Gestation at admission:
38weeks

Obstetric History:

G1 - 2023 - Missed miscarriage, SERPC at 6 weeks.
G2 - 2024 - Missed miscarriage, MERPC at 5 weeks.
G3 - Present pregnancy, Spontaneous conception.

Medical History: K/c/o renal calculus (Spontaneously expuled in April-2026),
H/Q recurrent UTI

Surgical History: SERPC-2023

Allergies : Nil

Family History : Mother-DM
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Name Mrs NITYA CHENNURI

' BAH-00550709

Town
IP No + IP26-00006547 iAdmlsslon Date { 09-06-2026 '
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Antenatal Details:

Mrs NITYA CHENNUR! was booked to Rainbow hospital at 7+3 weeks of
gestation. She had regular antenatal checkups and investigations as advised.
NT scan was normal. FTS low risk. NIPS low risk. TIFFA was normal. Fetal echo
normal. Fetal surveillance done by serial growth scans. Scan done on
(02.06.2026) at 37 weeks weeks showed single live intrauterine fetus with
cephalic presentation, AFl: 15.6cm EFW: 2893 (37%) AC: 24% placenta:
posterior high with Doppler normal She was admitted at 38 weeks for Elective
LSCS.

Investigations: Enclosed.
Blood group: "B" Positive

Management: Course in hospital:

At admission on clinical examination the vitals were stable, uterus was
relaxed. Fetal well being was confirmed by an admission NST which was found
to be reactive. She was prepared for elective C- section with indwelling Foley’s
catheter and IV canula under aseptic conditions. Written informed consent for
surgery taken. Preanesthetic check up done. Anesthetic premedication (IV
Pantop and Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV
given. Patient shifted to theatre.

Surgery Notes:
Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers, The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A.Lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord fraction. Antibiotic
prophylaxis with Inj. Taxim 1 gm IV given. Uterus closed in layers. Hemostasis
secured. Instruments and swab count checked. Rectus sheath closed. Skin
closed with subcuticular sutures. Wound dressing done. Vagina cleaned with
Betadine solution after expelling clots. Misoprostol 600 mcg given per rectum
as prophylaxis against Postpartum hemorrhage. Patient was shifted out of
theatre to post operative recovery room.
*LUS highly vascular
*Single loop of cord around neck
*True knot present
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| Your Right to a Safe Delivery
Name Mrs NITYA CHENNURI UHID BAH-00550709
IP No IP26-00006547 Admission Date 09-06-2026

*Left uterine artery ligation done
*Left ovary adherent to posterior surface of uterus
*Posterior surface - endometriotic patch present

Delivery Details:

Date : 09.06.2026

Time of Delivery : 01:45pm

Type of Delivery : Elective Lower segment caesarean section
Indication : CPD with RPL

Anaesthesia : Spinal

Baby Details:

Date : 09.06.2026
Time : 01:45pm
Sex : Male
Weight : 3.080kg
Apgar : 8,9

Gestational Age 38 weeks
NICU Admission: No

Post-Operative Notes:

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

Advice:

1. Tab. Taxim O 200mg twice daily till 15.06.2026 (9am-9pm) after food.

2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 13.06.2026
(8am-2pm-10pm) after food.

3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 13.06.2026 (9am-
3pm-11pm) after food.

4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 15.06.2026
(7am-7pm) before food.
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Name Mrs NITYA CHENNURI 1 UHID BAH-00550709
IP No IP26-00006547 Admisslon Date 09-06-2026

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

6. Tab. Shelcal (Elemental Calcium 500mg, vitamin D3 250 IU) once daily
{2pm) till breast feeding after food.

7. Inj.Enoxaparin 40mg(Clexane) subcutaneously over thigh once daily(8am)
till 12.06.2026 '

8. Nebasulf Powder for local application.

Home Blood pressure monitoring to be done twice daily for two weeks.
Report to emergency if BP >140/90mmHg, presence of headache, vomitings,
blurred vision, reduced urine output, epigastric pain, seizures.

* Suggest PAP smear and HPV Vaccine after 6 weeks; Please discuss with
your treating doctor regarding HPV vaccination.

Review with Dr. RAJANI KUMARI after 2 week on 25.06.2026 at Rainbow
Children's Hospital with prior appointment (Review consultation will be
charged).

For Women Who Have Had a Caesarean Section

Care of the wound:

1.You can bath and shower.

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

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

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

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.
6.D0o not touch the wound with unwashed hands.

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 a language that | can understand and |
acknowledge.

Patient/ Attender

In case of emergency like bleeding, fever please refer to postpartum book for
further details - Chapter Il page 6 kindly contact 9154865045 at Rainbow
4/5
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Name Mrs NITYA CHENNURI UHID BAH-00550709
IP No IP26-00006547 Admission Date 09-06-2026

Children's Hospital just dial one toll free number - 18002122. You can also take

appointments at any time by going online to our
website www.rainbowhospitals.in ﬁ
Registrar/Resident/C.M.O
=  Consultant: s
Dr. RAJANI KUMARI ear i
MD (OBGYN) |2\ 009 e
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2 G Rainbow Childrens Hospital-Himayatnagar

Rainbow w Rainbow Children's Hospilal, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029,

| Hospital | BirthRight ’ TEL NO :040-48873000
T Raladire WEB : https://rainbowhospitals.in
/ ADMISSION SHEET
TR EI T e cEn e

Registration Defails :
Admission No : [P26-00006547 Admit Date :09-Jun-2026 Admit Time :09:58 AM UHID : BAH-00550709

/ Patient Det‘ails :

‘Patient Name : Mrs NITYA CHENNURI Age :29Y6MT7D
Guardian : Mr prashanth reddy bhagirthi DOB 1 02-12-1996
Gender : Female Religion
Occupation : Martial Status : Married
,! Address (H) : NIZAMABAD Nizamabad Nizamabad Phone No : 8179362782/ 9700550101
Telangana INDIA 110005 E-mail . NO@GMAIL.COM

o ,

rAdmissic:m Details :
Bed Type TWIN SHARING Bed No : PDA414 Ward Name :4F-OT

Room No PDA-414 Admission Type : First Visit

Contact Details :
Name : Mr prashanth reddy bhagirlhi Relationship : W/C

Contact Address : NIZAMABAD Nizamabad Nizamabad Phone No : 8179362782
Telangana INDIA 110005

(Pored

¢ Sigrfature
I
QDoctor Dltails :
Doctor Name : Dr. RAJANI KUMARI Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self, Phone No

Co-Consultant
[ .

Payment Details : Deposit Amount  : 120000.00

Payment Mode :Cash . Payor Name : SELFPAY

Printed Date {|Time : 09/06/2026 10:02 Printed By : 020099 ) Page 10of2
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ACTIVITY RECORD FOR BILLING

BAH-00550709 1P26-00008547
Mrs NITYA CHENNURI
Name:____ 02:12-1996 BYCWID ) T e e e i e i e e e
Dr. RAJAN|I KUMARI
TR ] 111 —— Ot
Date of Admission: _ _ _ Time:__ ____ __ Date of Discharge : _ _ _ _ Time: __ _
Room/BedNo:_ _ | Ward:__ Suggested Billable bed type : _ _ _
WARD TRANSFERS
Date Time From To Szg}nature of Nurse
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Cross Consultation Visit

Doctors Name Date Order No. Signature
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INVESTIGATIONS

Date/ '

Investigations

Order No.

Signature
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MEDICAL EQUIPMENT (WARD & ICU)
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PROCEDURE

Date Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




BAH-00550709 1P26-00006547

Mrs NITYA CHENNURI
02-12-1886 29Y6M7D (F)

Dr. RAJANI KUMARI r,//? .
(T — .| @ s
st ik e
IP ADMISSION SHEET FOR OBSTETRICS T
Presenting Complaints LMP: A [a| a0 EDD:

@A J’“ ZLr v

Obstetric Formula:

Obstetric Hostory: & esbig
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Present Pregnancy RecordczM ~P
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RISK FACTORS:
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Menstrual History: Regular: [1 Yes [] No

Obstetric Examination

Emdal Height: Teswr

Ut. Activity: 7 Relaxed ] Mild [IMod [ Severe
Liquor: Adequate ] Oligo ] Poly

PP: HCephalic  [] Breech Others

Head Fifths Palpable:

FHS: 4+TNormal [J Tachy [ Brady []Absent
Per Speculum Examination  nJtelen

Draining: (] Present  [] Absent (] Bleeding

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

Vaginal Examination 1 <0
N ¥ Cervix: [ Long [] Partially effaced [] Effaced
Height: ............... cm

P weignt: ... kg Os: Closed Dilated

Allrgies: ........ Ammens (e =fp Mombranss: - o ClPresent =] Absét
Breastt =TNormal [J Abnormal

Liquor: ] Clear (] Meconium [ Blood Stained
General Examination: 3=~ .
Consciousness: (> Pallor > Presenting Part: [ Vertex [] Breech (] Others
Icterusy =) Edema < Sutton: O0-3 O0-2 01 00 O+1 O +2
Temp: Afes PR: Pelvis: [] Adequate [] Doubtful
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Mrs NITYA cHaNNUl'ﬂ
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Family History: Surgical History:
M. - By SErec  ( >o><'5»>
Medical History: Medication History:
e [5 Bend ok wts (Aorad Aplre )
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Plan of Care: Investigations:
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DRUG CHART

Date of Admission: )ﬁ?l‘-lhh’- DrugiAlIBIQIaS: ....ccmisiisnimsasisississsasarisnss mown 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.

ﬂ - 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 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.

[

NURSES

'

S0S / PRN (As Required Medication)

Date»
Tir‘ne

DRUG :
Dose Route | Frequency |Start Date

e e i e i el

Doctor’s Signature | Valid Period| Pharm.

1 Additional Instructions:

! )

3 ] Date
; DRUG : Time
| Dose Route | Frequency |Start Date

| Doctor's Signature |Valid Period| Pharm.

]

1

t Additional Instructions:

L

i . Date»
,‘ DRUG : Time

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.
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It takes a lot to treat the [ittie. Your Right to a Safe Delivery

pate: .. MGG
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E (] Maintain Personal Hygiene (] Prevent Infection 1 Meet Elimination Needs [J Ensure Safety (1 Early Ambulation Reduce Anxiety [ Patient & Family Education
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Patient Sticker Hosnpital BY RAINBOW HOSPITALS
NURSING CARE RECORD nmau]?omnm Your Right ta a Sale Dalivery
Date: ........ verett s rasartnne s N
¢ | O Maintain Airway and Oxygenation O Relieve Pain & Discomfort [J Maintain Fluid Balance O Improve Activity Tolerance O Maintain Good Nutritional Status O Maintain Skin Integrity -
§ O Maintain Personal Hygiene 3 Prevent Infection O Meet Elimination Needs [ Ensure Safety O Early Ambulation Reduce Anxiety O3 Patient & Family Education
S | [ Identlfy Potential Gomplications T3 ARY OBErS. SPECIY. cvverrerersenerrerererserenieerenesseseneeseresessessesesensstaransssssssnssesessssesssssrnseneasssesarans
. . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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Mrs NITYA CHENNURI -
02-12-1906 WYEMTD () § Ralnbow . ) A
Dr. RAJANI KUMAR ! Children’s Blrtthght
l||J||||||H||I|I|||I||||||||I|I|||| Hospital _ | () meonioi
1t takes a lot to treat the littie. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

" TrAtING DOCIOT: . .ovvvvveeeeeeeeeeeeeeeeeseeeeeee oo DEPArtMent: ........o.vvveerreeesrrseeren, Date f AGMISSION: ..o
Z | Diagnosis: f Any Infection: CIYes CINo [ Not Known
5 LS £.5 If YES SPECITY: ...,
7]

g e po d \\p V&k\bwo ‘06 ol W dl
= Shift Time AN ‘ M< \ wic
g Medical Condition
= | (Any special condition to be noted): - —
W A ~ -
Allergy: O Yes 0|0 Yes (N0 | O Yes [iNo (O Yes,aﬁo [0 Yes [ANO | O Yes.=No
Tubes/Drains/Catheter: z’@s C1No [=Yes CINo [¥es CINo | Yes ZNo | O Yes (UKG | O Yes.2ANo|
Vita Signs: Tmp: (Al | 4 [Pl AN, | 29¢°f [ag-€F [ac.l'f
- Res: | 9 ¢ 0 2L | 924 b | 2 b 2.bln
z SP0: | qorr | gqgy- laacl- | g4 [ %g) | aoy.
% Puse: | g7 w00 %Y | QLhha |38 Im | Sl
2 BP: | \(0 (2170 /g¢, 1120 (82 [191 (94-[nafss [ velay
Fall Risk Score: — —_ G - -
Pain Score: i o — - e —
Safety Needs: | A | Yex - |18 |yy.
" Physiotherapy | Yes C1No | Yes 01 No | T Yes.=MNo | Yes (NG | O Yes UNo| O Yes (Ao
S
g Others Specify: | 19 A e = <« e o
E’ Special Diet; | Yes TJNo [0 Yes [1No | Yes No | O Yes 7No |0 Yes ONo Tl Yes-=No
E
8 |Other Special Orders / Medications: o =
Post Operative Procedure Special Orders: | 4\ i 7 == e — —
Handed Qver By Name : ) - ‘ M
fiabben) o S | Qo] 1
VM‘ il /'M / g} WLO«.LL
Signature : LA ¥ </<j L5 | A
Date: |le [26 [Ab19b [10/6/06Tro]4f% [1¢[26 [uldlae
Time: e | BN | )| 9, prxoy | 8P 20n
A
Taken Over By Name : aﬂ . .
aken Qver By Name M o deU
Signature : il A, (o | o
Date: \ Vo] O Ho /cﬁc lofe/ 9¢ | /¢l
Tire: Lo pw Shec | Q0 | ohn.
7 \ L L

Docu. No. : RCH/FRM / CLINICAL / 097
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:'2“1 :TYA CHENNURI Rainb{é w®
~12-1898 2Y4aMAaD . » ™
Dr. RAJANI KUMARD ® Children’s . Blrtthght
— LA Hospital _ | W eawumrmss
1t taket & It 1o Graat the M. Your Rightto a Safe Dalivary  _
nunoG SHIFT HAND OVER FORM - WARD
Treating DOCEOr: ..cveeerecceeernreeserreeseersreesesneraevecrassns Depariment; ........ccnvcinecniennnnennn Data of ADMISSION: oovovsereeerereerrererssens
=’ | Diagnosis: Any Infection: C1Yes [ONo I Not Known
E IFYES SPECHY: vvvevvvrermrernerersneeeremrenseserensenne
=
m -
g Area « .
g Shift Time
% | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo|OYes ONo|DYes ONo|[OYes ONo O Yes ONo|OYes ONo
Tubes/Drains/Catheter: OYes ONo|OYes ONo|CYes ONo|CiYes ONo|OYses ONo|OYes ONo
Vital Signs: * Temp:
= . Res:
£ Sp0,: )
@ . “Pulse: e
2| - : BP:|
Fall Risk Score:
Pain Score:
Safety Needs:
» - Physiotherapy |0 Yes ONo | Yes ONo (O Yes CNo | O Yes ONo [0 Yes ONo|OYes ONo
=
=]
:-g Others Specify:
£ Special Diet: |0 Yes ONo|D Yes ONo |0 Yes ONo |0 Yes O No |0 Yes C1No | Yes TINo
= :
& |Other Special Orders / Medications:
[«
Post Operative Procedure Special Orders:
I
Handed Over By Name : 4,
Signature: i
Date: ’ H e " !
Time: | ’ :
Taken Over By Name : { ,
Signature : A .
Date: ) . ; -
Time: , . P

Docu. No. : RCH /FRM / CLINICAL / 097
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Rainbow® . e
Children’s ‘Bn‘tthght

= Hos pital BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form Sl il
1 Tic/
Date / Time
Choose Highest Applicable Score from each Category /0 g 6 9 O/ & Fall Risk Grading
Score Aan, | Gs M ¢ It
: : TN i N

History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Murst:'::lsl)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0

Furniture 30 Standard Fall

Low Risk 0-24 .

Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution

None /Bed Rest /Nurse Assist 0 0 (@) o

Y 2 )
IV / Heparin Lock or Saline Nes [? 20 2 Zf Implement

2 Moderate Risk | 25 - 50 i
Impaired 20 rf(e‘;egg?gn
nterventi

GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /immobile 0 Implement High

Forgets limitations 15 —— Risk Fall

Oriented to own ability 0 ervertion
Total Morse Fall Scale Score: VO 20O P

Signature ‘Q/] \Q O]
J

Tick (v') whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
(] Ensure patients use their prescribed eye glasses if any, in the hospital
[ Use chairs with arm rests
[ Use safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RCH /FRM / CLINICAL / 006

Moderate Risk (25-50) Apply all low risk intervention and

[1 Assist and/or supervise ambulation. Reinforce to always cail for assistance

"] Hourly safety check

("] Assess patient after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply ail low and moderate risk interventions, and.

(] Initiate constant observation by healthcare provider as appropriate to patient's needs
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Rainbow .
T Children’s ‘Blrtthght
§ BY RAINBOW HOSPITALS
CHECKLIST FOR THROMBOPHLEBIT'S !::lagasupm!m&aﬂ:!“mg_ ’?oiuringhl to a Safe Dellv:ry'
)
[C DAY-1 0/ pav-2 /¢l DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [[I'm E m ) (® @ ( m) E N Remarks
. No signs of phiebitis / il -
1 IV site appears healthy Obssrve canndls 0 R A e ~ — = -
One of the following signs is
9 evident : Possibly first signs of phlebitis i {\)9 . :
* Slight pain near the IV Site / / Observe cannula R ﬂr wf “}4
* Slight redness near IV Site
. ;‘:‘é"eﬂ;gﬁtf""ow'"g s Early stage of phiebitis / - — N b
Pain at IV site Redness el s WA AR N
gllli g;;? ?’ ToRawing Siges e Medium stage of phlebitis / A
4 gy Resite Cannula Consider 3 — N
Pain along Path of cannula N N ﬂ\g
Redness around Site Swelling Treatment VQA h B
erli:;;{l ‘Z,Ig"&":r'gif;g_“ dui Advanced stage of phiebitis or
: ! the start of thrombophlebitis / =
I f
S ;Zlcrlln?e;): grzit:dOSi;}: e Re site Cannula Consider . QA VA | DA N Vp-
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain ;?;?r?t?ggh?;%?t?so/f e
6 along Path of cannula Redness > ; 5 A
S0t 5o Swefling leiable Initiate treatment Re site N ne | MR ug | ML
Venous cordpyrexia Cannula
Signature of the Nurse : FQ{, O s .54 @

o

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

Signature of Shift In Charge :

r
T 0117111 R — g/) ................. Name: .............. }@%e\ .......

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

Signature of War

(@arge :

Signature : ........

\

.. Name : fdﬂg ....................................
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Patitnt Sticker Rainbow® o y
' Children’s .Blrtthght
CHECKLIST FOR THROMBOPHLEBITIS Hospital | oo o e
- 9 DAY DAY-2 DAY-3
8. No. SITE OBSERVATION STAGE //ACTION SCORE W T ET N | WmT E M1 E TN Remarks
1 | W site appears healthy hé?bsssle?rr\:z g;ﬁmﬁgms / N 0
N [E I
One of the following signs is
5 gvident : Possibly first signs of phlebitis &
* Slight pain near the IV Site / / Observe cannula:
* Slight redness near IV Site ™
3 Z‘:\;oeggc}ggt}‘ollowmg Signs Early stage of phlebitis / 9
Pain at IV site Redness Resite. Cannula , '3 CG
AII' én‘ t?e following Signs are Medium stage of phiebitis / .
| evident: X ;
4 1 Pain along Path of cannula __ ?esntte gggnula 9325"’“ . 3
Redness around Site Sweliing reatment 1
é\illgér}? g;gltg;tvg:‘gsligns ae Advanced stage of phlebitis or
5 | Pain along Path of cannuia tF?e sif[aréof thliOl’lébOp!‘lJEbltlS/ - 4
Redness around Site Te Sm-?' f:"“” a Lonsider
Swelling palpable Venous cord reatmen
All of the following Signs are '
evident and Extensive : Pain advané:edhﬁgg of
6 | @ong Path of cannula Reditess | | T ?m. 0pn's msé . N 5
around Site Swelling palpable é];tn?]tsletlreatment Re site

Venous cordpyrexia

; Signaturpfgg the Nurse

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

Signature of Shift In Charge :

SIGNAIUIE : e veeereree e eermeeenreaamrrens NAIME  oreecrecr e rrsessnn e e e seases

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

Signature of Ward Ih Charge :

SIINALUTE © vvuveresernrusesrsressersnsnssssormavansaassens 11 S
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T miOmm Chidrens | B BirthRight
m “""““ Hos pita| ! . BY RAINBOW HOSPITALS
PAIN ASSESSMENT FORM P | O e
Pain Stofe ; Moditying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Factors Educated .Interuentmn Sign
] ] Continuous | [7 Acute (] Sharp (1 Dull [ Increasing | [ Yes
b N6 [ Intermittent | (! Chronic [JAching [ Burning | [] Decreasing | [ No o~ i
' M o | QO | LA ,
[ Continuous | [ Acute 1 Sharp 1 Dull [] Increasing [ Yes
?/ 5/26 3/%4 0 /lé\ [ Intermittent | [J Chronic 1 Aching [ Burning | [ Decreasing | [1No  ° [V @r_
(? / g ﬂVL @ [ Continuous | [ Acute (1 Sharp [ Dull [ Increasing ] Yes NS/ —
é’ ﬂ/ % [J Intermittent | C Chronic (] Aching [ Burning | ] Decreasing | 1 No ikl ®
( I [ Continuous |~ Acute (¢’ Sharp [ Dull 1 Increasing | ~T Yes N e ~~
1o 6/2/ 2P C’f (0 NP | Sfitermittent | C1 Chronic (] Aching (] Burning | +Decreasing { I No o~
' ] Continuous | [ Acute (] Sharp (] Dull "1 Increasing | [J Yes bl
lo / € (QG G Pr\ i“ b N W [ Intermittent | [ Chronic (1 Aching (] Burning | [J Decreasing | [ No MR @1
-Continuous | KJ-Acute ushap CIDul | Ol Increasing | rYes
0162 | 10| plip | nop | Commous fuktue o AR EM Aty N 48,
] Intermittent | [ Chronic [ Aching [ Bumning | { ] Decreasing | [ No p
l . [wContinuous | [LActte fushap [1Dul | [ Increasing | [i-Yes > de
w (’\/)" i.[pﬂ.\ Dlw pr (1 Intermittent | I Chronic (] Aching [ Buming | i) Decreasing | [ No ik
] Continuous | [] Acute (] Sharp (1 Dull [ Increasing ] Yes A
\ l‘ v "Ph D“‘) ) 1 Intermittent | CJ Chronic 1 Aching [ Burning | (] Decreasing | [ No i @‘
(1 Continuous | [ Acute (] Sharp (1 Dull (1 Increasing 1 Yes
[ Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No
[0 Continuous | [] Acute [1 Sharp 1 Dull [ Increasing ] Yes
[ Intermittent | [J Chronic [ Aching (] Burning | [ 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)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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PAIN ASSESSMENT TOOLS
FLACC PAIN ASSESSMENT SCALE {1 Month to 7 Years)
. ' ; SCORING '
CATEGORY -
0 1 2
1 "
. * Oceaslonal Grimace or Frown, Freqisent to constant frown,
Face . | NoPartiular expression or sl withdraw, Disoriented quivering chin, clenched aw
“ Legs ) Nermal Position ar Relaxed Uneasy, restiess, tense Kicking, orlegs brawn up
b " | Laying quietly normal position, Squirming shiffing back and
Activity moves easlly forth, tense Arched, right, or Jerking v
Numerlcal Paln Scale {Obstetric and Gynacology) : . 2 o
| I I l l l l ! ! l 1 ' Maans or whinpers occasional Crying steadily, screams of sobs,
I 1 | | I | | I | . 1 C No Cry (Awaks or asleap)
0 . 2 3 ) : 8 ] R y complaint | ) frauent complaints
Ko Pain poss;&?'m 1 - * Reassured by occasional touching, ) [ . - ' )
i Content, relaxed hugging, or being talked to, Difficutt to consola of comort
Cansolability dstractbis -
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
- Criteria m Ty
Wong - Baker (Pedlatrics) Above 7 Years -2 -1 0 1 ] 2
Crying No Cry with palnful | Moans or cries Appropriate crying Not| Irritable or erying at | High-pitched or silent-
Irritabliity stimull minimally with palnfu!| Imitable intervals consclable | continuous cry
0 2 4 8 8 10 stimuli ‘ .| Inconsolable .
/ No Hurt Hurts Litle Bit Huris Little More Even More Hurts Whols Lot Hurts Worst Behavlor State NO_ arousal to any Arousss m[nlmal[y to Appmpnam for Restless, Squ]rming ' Ammng' kicking GUnStarmy awake !
stimuli stimull gestational age Awakens frequently | or
No spantangous Little spontanegus Arouses minimally / no movement]
! movement movement {not sedated) r
Facial Mouth is lax Minlmal exprassion | Relaxed Appropriata | Any paln expresslon | Any pain expression
Expression | No expression with stimuli intermitient continual
Extremilles | No grasp reflex Weakgraspreflex | Relaxedhands and | Intermitient Continua) clenched
Tone Flaccid tona decreased muscle | feet clenched togs, fists | toes, fists, or finger
tons Normal Tona or finger splay splay
Body Is not tensa Body is tense
Vitai Signs HA | No variability with | Less than 10% Within baseling or | Increass 10-20% | Increase greater than 20% from
RR, BR $20, | stimul variability from normal for from baseling baseling, Sa0, lessthanor
Hypoventilation or | baseling with stimull | gestational age §a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or

k | TECovery fighting ventilator /
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Rainbow® N -
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Date :
Time

v

71%
52

[o]6/%
Mg

1616

L

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4, No limitations:
Makes major and frequent changes in

i in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L/\ 4_ L{
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. Al patients too young to ambulate; r
. s Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The dgg_re? 1. Bedfast : non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
of physical activity Confined to bed

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.

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:

Skin is kept moist almost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

Moisture Degree
to which
skin is exposed
to moisture

2.Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

FRICTION-SHEAR 1. Significant problem:
Friction Occurs when Spasticity, contracture, itching, or
Skin moves against agitation leads to almost constant
support surfaces thrashing and friction.
Shear Occurs when

skin and adjacent bony
surface slide across
one another

2. Problem:

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.

3. Potential problem:

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.

4. No apparent 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 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.

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/d|
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 minerais
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
e < 95%; hemoglobin may be

< 10 mg/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

Evaluator's Name
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Support Surfaces
Risk Score . Gategory Action (Please Nate: Only required for children who are deemed at fisk 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
« Use pressure redistribution surfaces Alternating pressure matiress overla
« Manage moisture, friction and shear gp y
» Advance to a higher leve! of risk if other major risk
factors are present
High density foam mattress
+ Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk (Gel pads for high-risk areas
« Position patient at 30 degree lateral incling using foam wedges .
Alternating pressure mattress overiay
. « 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 Altgrnating pressure mattress overiay
' - Use same protoco! 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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It takes 3 lot taytreat the littie. Your Right to a Safe Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: 3{6}‘16 ................... Time of Arrival: . q bhf AW\ Time Seen by Nurse: ......... q \@ﬁv

1) Level of Consciousness: [ €onscious L] Semi-Conscious ] UnConscious

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

[ Severe Pain / Moderate Pain [ Preterm rupture of Membranes / Leaking Water PV
LI Bleeding PV: Slight / Heavy 1 Preterm Labor/ Labor
[ Decreased Fetal Movement ] Spontaneous Rupture of Membrane / Leaking Water PV
! No Fetal Movement ) EHOINOT BBASOM: <ucusnsieinicuoissssnsses sinmssiss s s iysismisusesies
3) Vital Signs: Temperature:ﬂﬁ{?.... Puise: . ¥S . RR:.29... Spo;: ﬂcﬁ BP: J.[.‘?.,.Weight: .............
4) Gestational Criteria:
Gravida: P L A /(J
LMP: ... q[?[ .............. EDD: Lﬁl@/')ﬂg Gestational Age: ......... fé\qwe%
Uterine Contraction O Yes w CONA | Onset Time Frequency: ‘>
Membrane Rupture 1 Yes % [0 NA | Onset Time Fluid Color:
Vaginal bleeding 1 Yes ,D/@ /D NA | Onset Time Amount:
; If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes 0o | CJNA Pain Abdomen / Vomiting
3 anic
~ Good fetal Movement | ALYes”| C1No | C1NA | [TNospeciy:
5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | l | |
I I | [ | | | | 1 | 1
0 1 2 3 4 5 6 7 8 9 10
0 Pain ’ Worst
possible pain
LT oo {0 o PP
o DURALION: ...oeeeeeceee e Days / Weeks/ Months (Strike out which is got applicable)
L 11 - o (- O OO
= Frequency: ...........> A R T KO A O A O e A o S A A S P i
« Interventions: ......./.....

6) Past History: 4
a)  Surgeries: ................ YL TD .................................................................................

D) MEBAICAL ... et
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7) Allergy:

9)
U e

O Yes
8) Current Medications: ,Z{renatal Vitamin

Prenatal Medical History:

] Chronic Hypertension
] Gestational Hypertension

1 Diabetes

] None

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

I 511 OO . N 0 O, WU

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

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
] Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
[ Category II: Emergent (Time to Physician: <= 15 minutes & Reassessment: Every 15 minutes)

(] Category llI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
[]_gategory 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)

0BCU Obstetrical Triage Acuity Scale (OTAS)

]

Level 3
0TAS (Urgent)
M) < 30 minutes
Re-Assessment Every 15 Minutes )
Suspected Pre-term Signs of Active Labour Srgns of Eariy Labuur,f Discomforts of
Labour / Fluid Imminent Birth Labour/PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
- Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
; . pain <37 weeks (>spotting) >37
weeks
; Mild hypertension
e il b Hypertension > 160/110 iz
Hypertension Seizure activity and / o headache, visual | 1 40/90 with/without
: disturbance, RUQ pain associated signs and
: ’ symptoms
: ) Atypical FHR tracing,
e ey Abnormal FHR tracing
Fetal Assessment abnormal dopplers
o === | Non-Fetal Movement Diseased fetal movement
-Gﬂi"‘j!r!:* « Acute onsite severe |+ Major trauma + Abdominal/back pain | « Ongoing assessment | « Anything that does not
ko 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 | « Qut patient placenta
= Severe respiratory Jor diarrhea with MVC/fall) previa protocols
distress ) suspected dehydration | . Nausea/Vomiting and | « Pre-booked visits (ie
| » Suspected sepsis /or diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
dysuria ,cough, fever, |« Assessment for version
chills) + Rashes

q&/..‘f .......
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- LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: ...... q{ 6
OPD /@On Desk

|
Baseline information:

Admission From: | Others: SPECITY ....ovveviieveieeiiereiniee e eresse e enesae e

Primary Language: ,,K/ (ngh@( /Hﬁji ~ Others

Do yourequire an interpreter? . Yes /N( i

Source of Information: Aent Family Others

Personal belonging if any: Jewelry Nose Ring Bangles Anklets Finger Ring [ | Bracelets

handed overto ........................................... e e S A4 A e B L A M Ay eSS S G e FR ST e s

Allergies: = Yes /P/ Medications Blood Transfusion Food OtEr e
VB, HIBTIHIN . vevs vmsonnnsnsnsrs pmssnsnenespesmessnusms fosmsmmansb s enramsmns e s s posFFae mtms SR e A EATAS £ FoA AV A oy AR e A P A

Chief CompIlaints: ... Doctor Notified on Admission: [=7Yés ' No

................................................. QJ/*LgCg Name of the Doctor: DL/\JW\}W

................................................................................................................... Time Notified: ............... 5. 008

[

Past Medical History: Obtained From | Patient [ Family Member | Medical Record | Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

Blood Group: .......... %—‘C’VQ.._ LMP: qu:l EDD: | [g lq,Q Gestational age during admission: . q wk
50 - Vo

Contractions: ..o 2 Vaglnal Discharge: ........ccocveevee. M ....................................................
Obstetric History: [ (BT - S |~ — I s .—-—-— A B\ ....... Previous LSCS P\%

Height: ...l ... :
Temp:,..ﬂgE ....... HR: . S p0, T"ﬂ

High Risk Factors: (Please select by ticking (v ) the box as applicabie)

Hypothyroidism [ | Rh Incompatibility Fertility Treatment
{| Hyperthyroidism Previous LSCS Preterm Labour
Hypertension | Gestational Hypertension Others: (Specify)
| Diabetes | Bad Obstetric History
Anemia  Obesity (BMI)
| Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139 (RT.0)
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»anmy mistory: N-lo Abnormalities Detected

_ Heart Disease | Hypertension Diabetes [ Stroke [ | Seizures [ ! Kidney disease
© Liver disease R 11 !
i
Pain Assessment:  Pain: [ | Yes \/Ié (If Yes, complete the Pain Assessment / Reassessment Form)
Fall Assessment: [ |Yes ¢ No Score.....! O (complete the Morse Fall Risk Assessment Sheet) .
Risk of Pressure Sore: | Yes !J( Score...... Gl (complete the Braden Q Sheet) |

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
_I Mobility problem | Walking Problem /N@ormahty Detected
_ Developmental Delay [ Musculoskeletal Congenital Abnormality |

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
! Overweight ! Poor Appetite > 3 Days Negeds Therapeutic Diet. |
_! Under Weight Diabetes Mellitus 'No Abnormality Detected |

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
_ Calm & Cooperative Restless _| Depressed Agitated Confused ‘

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [/ Single Mi;d Divorced Widow

2. Special Habits: Smoker: | ' Yes Jle/ Alcohol Abuse: | |Yes | V Drug Abuse: | 'Yes _A(T
Social History: Lives With ..................... WABMLC\ .................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : \b/é" ] ] Waste Disposal Explained: ;Ues//N '

Infusion Pump : % Hand hygiene Explained: —Yes LI No ! Others
Above information givento .................. GUO‘I @‘\ﬁ\ ...................

Name of Person Orientation was given to IS NN O

Onentation NOL GIVEI RBASON: +.vuuiiasssississssinsrsssnssmsissiasionsvorisassmanioshvipsiinss sopicssitissss

Nurse Signature: .......ccco..... g//l ........................
NUrse Name: .........cooeveen... S«"‘W‘%"\ ............

Date & Time: Q[b"% ..... @ .......................
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?

w [J b.No

2. If No, Reason

/™ 3. Nipple condition:
' “Nipple well formed
] b. Flat nipple

[1 c. Inverted nipple
[J  d. Short nipple

4. Milk flow:
O d
b. Drops of colostrums
1 c.Dry

5. Steps for Positioning and attachment:
/D/(mooes to the breast
o 1 b. Mother always sits with a back support

1 c. Ear-shoulder-hip should be in a straight line
] d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCHBH /FRM / CLINICAL / 080 P.T.0




6. Was the position explained:

7. . For Caesarian mothers:
a. Mother is required sit and feed from the 4th feed

[0 b. Please explain football hold

8. NICU admission: ‘@0
(] a. Mother needs to stimulate her breast for 2 min every 2 hours

9. AQAIEIONAI NOLES: ......ovviiiiiriiiieciet ettt aes et s e s s ea s s s s e s s s s s ee s s s e s ss et s s s ssses s ssasassessasassesssesssnssnnas
Continuity of Care: 0 Date: ﬂﬁl’w%
— a2 bcees z:(& ol (on.\l?lfl oM
\
S (hete s SR
f
S o ebeal” g
(9

Handover taken by .......... 'Y{ \Q,Q&D\MM'LO ......
D ereeserersonrsmmmsssmrenepessemsasness SIgNAtUre ..........ccerveern. W .......................

Handover given by

Signature

Date & Time: q\
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Vi N e — Fonoret® | I st
Date of Insertion: ..... 8] é: .............................. . Date of Removal: .....[ .7 / ‘é /2 é ...... K [ /61 V-
Parameters Date Shift Time \ 6 % Q’IV\ 5 \
Need for the Cathéter !,lzrfe_s CINo |+=¥es CINo | XYes [INo | CYes CINo | [lYes [INo | ClYes CINo | [JYes [INo
Hand Hygiene ~Yes TINo | -+Yes [INo | [ Yes\w\lo IYes [INo | ClYes [INo | [IYes [INo | [IYes [INo
Usage of Sterile Equipment [ ¥es' [CINo 4{Yes [ONo | [ClYes mh\n Yes CINo | CJYes [JNo | [IYes CINo | CI1Yes [INo
Is the Collection bag below the level of bladder }Dfes “INo (D—Yés [JNo | [JYes [INo ENQS “INo IYes [(INo | [Yes [INo | [lYes [INo
Check the Tube for Obstruction (Free of Kinking) _LW¥es™ LINo J+Yes [INo | ClYes CINo | [ Yes\ [JNo | (JYes [INo | (JYes [INo | CIYes [INo
Is Catheter dated as policy }?Yés [1No }WES [INo LiYes CINo | CYes | WNoc‘:( Yes CINo | [(JYes [INo | C1Yes [INo
Collecting bag is been emptied regularly? J=Yes [INo _#TYes CINo | C1Yes CINo | [I¥es [INo Tﬁg CONo | ClYes CINo | ClYes [INo
Maintenance of closed system for the catheter “TYes [1No /T{Yes (INo | [JYes CJNo | CYes [INo YesQ [1Yes [INo | [lYes [INo
Dressing clean and dry? - TTYes [INo | ~Yes TINo | [1Yes [INo | [IYes [INo | [IYes [J Noﬁs\;—\‘es [INo | [JYes [INo
Is the line removed as Policy? /12% [INo |~+Yes [INo | [1Yes [INo | C1Yes [ INo | [IYes [INo _NEKLI No | [1Yes INo
Performance of Perineal Care _~Yes [INo /H‘ﬁ [(ONo | CJYes [ONo | ClYes [ONo | ClYes [INo | [lYes \hQ “1Yes [INo
Onset of New Fever CJYes .21( [IYes A~Mo | CIYes CINo | ClYes CINo | [JYes TINo | [IYes [INo \\\_1 Yes [1No
Asses for the leakage at the site of insertion s [INo Kﬁas CONo | CJYes [ONo | [lYes [ONo | CYes CINo | ClYes [INo | | }(}S\ZNO
Name of the Nurse S,w‘ W% %(% \
Signature of the Nurse £ @

Docu. No. : RCH /FRM / CLINICAL / 114
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CAESAREAN SECTION OPERATIVE NOTES

Surgeon's Name: iy Pojons  Kumand Date of Delivery: Q6 l2o2e
Assistant Surgeon: "o & vact b 41w | DL Maonsla | Time of Delivery: Ol 4s pm
Anaesthetist's Name: "+ Sarnw / Ov ﬁt,cofﬂ, Gender of Baby: M ole

Type of Anaesthesia: Spnal Weight of Baby: 3686 ka
Neonatologist: X Opsba AGPAR Score: g, 9

Scrub Nurse: Az tua mmn- NICU Admission: Yes [ No

Pre-Operative Diagnosis: G 3/ (39 = [ 2L [cPD | Fits Binal calcatss

'S
| Bﬁective 1 Emergency Indication: ... 502 S R

Urgency
[ Immediate Threat to life of woman or fetus
] Maternal or fetal compromise not immediately life threatening
] No maternal or fetal compromise but needs early delivery
_-Pelivery timed to suit woman and staff

Decsion tme:.........c...cuiuie ’\“"‘” ........................................... Knief to rectus: ........... S 7 T
CTG DESCHPHON: -.vvvreooveeeeeseee RS o e
If there was a delay give the reasons: ............. r ol ‘QLj ...................................................................................

Surgical Procedure:

Lteehp (AW

Post Operative Diagnosis: P -0

Peri-Operative Complications: -

Amount of Blood Loss: ~ ({0 - 2100 e Blood Transfused (in ML):  ——

Name and Number of Surgical Specimen sent for examination:

—_—

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




Examination Findings when Appropriate:

Presentation: ,G'Cep)halic [ Breech C1Other ... Cervical Dilatation: .........c..coovveevvieccieeccieienns cm

St PARRDIE; ......oonieiiscusins s onamisesin s SR Ao as s saeassiice FOlal POSHION. i, cnoninsvassmmsnisisiississmnpivm s

Station: -[1-3 (-2 [J-1 [0 O+1 [O+2 Moulding: None [+ [I++4+ [J+++

Caput. x O+ CI++ O +++ Meconium: =None 1+ [I++ [1+++

Bladder Catheterized : _~#"Yes 1 No Urine: Gtear [ Blood Stained

Skin Incision: °B/F’fannensteil ] Transverse CJ Midline (] Other "LUS[" ..... i..Vegedlor

Uterine Incision: & Tower Segment [ Classical (1 Inverted T [ J Incision . Smj{;. LL\\.'.')O ] copd.

Previous Scar: [ Intact LI Thinnedout O Ru\ptured «No Scar s St

Incision Through Placenta: [ Yes -7 No - lebr wheune feihon/ Aowe

Delivery of head: (1 Manual = Forceps ~Left ovedt aclhict 4o AFT  Sufous of ubes . PoliF” o

Liquor: L~Clear [ Meconium: L[| g | i CiBlood [ Offensive L Not Offensive i\:‘l‘_

Delivery of Placenta: (1 Manual 1511 b (R 1Complete [1Incomplete (1 Piecemeal gfwl ook

Cord Appearance: ......... Noyel | T bena/# G Cord around the neck =Yes I No- Ll “®

Appearance of placenta: SOOI .. 0\0e OSSOSO Cavity explored [.¥e§ [ No

Uterus, tubes and ov:{aries: Aormal I Not Normal Sterilization: Yes =No
—%—&%mﬂf +0 rﬂa\’-‘rf&ﬁg%(,._ (’f(,m

Uterine Closure: [ One Layer  —=Two Layers

Peritoneal Closure: [/ Pelvic ‘Zﬂdominal _1 None

Sheath Closure:

Fat Closure: #<TYes [INo f)..‘ﬁ‘..’.f...ff.'..‘..‘ ..... 22 ... Suture

Skin Closure: ~—TSubcuticular [ Mattress . £o "O’Wf"" .......... Suture

Vagineal Evacuated a/Yes 1 No

Drain: T1Yes 7T No  [1REMOVE N .oovvvovveveerereeeeeen days [ Await instructions

Ctheter “Yes [INo [IRemovein ... days [ Await instructions U’

Swap & Instruments count correct? =+Yes [ No [ Post-op Antibiotics ~Yes [INo

Intra-Operative Antibiotics Cover: +%s CINo O Thromboprophylaxis =Yes [1No

POST-0PEIALIVE NOTES: .....cvivieeeeiieecetiie ettt ettt s s s s s e s b es s s s s bt ae bt ba b eb e bbb et b bbb e s

................................... BIBYN 3 Mol Iy i s S

.................................. S I - Ot re e e OSSOSO OO

.................................... e 2 L8O (BB ).ttt

SR . (- SO 1. rv2 crocs (RO TR S o eSS

.................................... f;'fcyhmvw(ﬁc'?\’“ffﬂ

..................................... TN - R S

e
Doctor Name: ... . Esqonm, Fomymee, Doctor Signature: .................. LLA! ...... L yuoseenasssssanessssarassennsssnes

00 T 1111 “= =



| Surgeon: ... 9‘1 Ay mari )
SURG":AL | Asst. Surgeon : V5 A chas. DY (Fatient o T BEsCNeNeT

2

=
Rainbow" &

i . . [ hildren’s BirthRight
| Anaesthetist D-Lamsir, Dr Aye UHID No,  Mrs MTYA CHENNUE! " ALLSCS el prettbiel e
SAFETY CHECKLIST | Scrub Nurse : Sx A chama........... i Date ‘fMZéTm own 'Y AME o e . B

Before Induction of Anaesthesia » »

T T

Before Skin Incision > » Before Patient Leaves Operating Room

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous

/_Yos CINo

Access and Fluids Planned s CINo CINA
Blood Units Reserved J~Tes CINo [1NA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? _Hes [INo [INA

Signature &

SIGNIN  Time. [pm- TIME OUT Time... |« 2YY'D). SIGNOUT  Time:.........
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity s [INo introduced themselves by Name and Role=Yes (No The Name of the Procedure Recorded ~ 1Yes CINo
Site ~Tes [INo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure ~es [iNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ 1Yes CINo CINA
Site Marked 1Yes CINo A Correct Site _¥es TINo patient name) [1¥Yes CINo LC1NA
Anaesthesia Safety Check Completed ~ L¥eS [INo Correct Procedure _¥es [INo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning ¥ee LNo Anticipated Critical Events Problems to be addressed CYes CNo DINA
Does Patient ha\le a. Sufueun neviews:
Known Allergy? HYes ho What are the Critcal or Ungpected b \ ¢edn To Surgeon, Annesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duratiorl.‘hv WIS Are 176 Rety Canonis thy FRcovety |
VI Anticipated Blood Loss? Apqq f -=¥es ONo CINA | | and management of this patient? 'Yes 'No

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [0Yes—TH0 = NA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

issues or any Concerns? ~—7Yes CINo CINA
Is Essential Imaging Displayed? ~Yes CINo CINA

Doc. No. : RCH/ FRM / CLINICAL / 111
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PATIENT TRANSFER FORM Hospital _ | ) sausons
BAH-00550709 IP26-00006547
Mrs NITYA CHENNURI
02-12-1998 20Y8M7D () Date & Time of Admission Date & Time of Transfer Order
Dr, RAJANI KUMARI !
IR | 4@ grgmr|  o9-00-26 @ DM
Treating Consultant Name Transfer Ordered by Reason for Transfer
C A
O G obsewation
From Unit To Unit Information to Attendant
, =T =
0T — Pyehpoj Yes ] No[ ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
- Yes| | No[——
If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. item Name Quantity
§ RL 1
2.
A
4,
5.
Shifting Summary / Notes Written by Doctor:  Yes| | No| |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

VA Dv. LT

Patient & Clinical Records Received by : w\m
B ﬂ//ir
Date & Time of Patient Received : 09-0¢ -2¢ (D 6‘)\7( \")36@\/\

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

|| Unavailable Bed | Nurse not Available [ ] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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CONSENT FORM FOR GENERAL / Children’s BirthRight
REGIONAL ANAESTHESIA / il .
MONITORED ANESTHESIA CARE

Your Right to a Safe Delivery

patient Name : N2 NUTB.... CHLENNORY. Age: ... Gender: Male O Femalglr”
UHID NO: baH 650109 Surgeon Name: . 1Y, : AT L OB

Anaesthesiologist : %’Sﬂmlﬂu;%*‘ﬁ"fﬁfﬂm ............................................................................
AN SZecTonN

Operative procedure planned : Q\G:CT!V&)\O\&EQ_SEQMGNTC

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 [ Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
I.IJ Incapacitating Cronic Obstructive Pulmonary Disease

Dothers : J'Ldt}&*mim - &‘tid"ﬁ .....................................................................................................
i e
* Doctor to dbcument in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon .,me/ / my patient
M?uN!WVﬁG!-eNNUN the above mentioned opM/ Diagnostic / Therapeutic procedures
THOMN e

" | authorize and give consent for anaesthesiq,ua’l{gionall O General Anesthesia / I Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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




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

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

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

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

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

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

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

i

Patient / Patient Attendant : Witness :

SIONAIITE & . R R isiossonisonsawsroninsssssanitis V1T ] NG < oo A, o I

Relationship with Patient: ..... Q‘Qj'k’ .......................... Date & Time C{[GJ’}/@@ML{W
Date & Time : OI\G{%@\QU’\T%

Doctor (who is taking the consent) : . ’ e

Signature . LB

Name : C&hpgulb\ ............................
Date&Time:.O"ﬁ..]..Qﬁl G,..100shm ..
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\ | Children’s @ BirthRight
PATIENT TRANSFER FORM Hospital .?Jﬁ:ﬁ;?-f’:“:?s;"li“f
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
; 09 |P26-00008547 . @\gqgw'l\
pem s o | O 0PETT 9 ook @29 Iy
L 0241241
nr\“\”\‘\‘mmi\i‘n‘\\\“\\\“\\\\\“\ Transfer Ordered by Reason for Transfer
- YU |
From Upit ; To Unit Information to Attendant
W(i 5@70«9/ /0 Yeﬂz/ No
~ Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If-any handed
Mt
Q}’\/ N&T - s Yes | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SLNo. Item Name Quantity
I A bﬁb O V\J
2. ' /
3.
4,
”
5.
Shifting Summary / Notes Written by Doctor . Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
RN Cf s vl D5 DR -
Patient & Clinical Records Received by : ){\{\O\ i
N
Ao
Date & Time of Patient Received : O\b\m L CAQN
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




e e " b

e LGRS Chidrenss | @ BirthRight
ght

e T = s YW

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: /o/é/,?{ Time: oo LDl Do,
s Y 0O ~ 26 kg/m’
Origin: jru:bwﬂ Height: L3, Weight:...... 75/4} ...... BMI: O0~28 k%’
0 ~ 30 kg/m’

Diagnosis: .............. L(_S.C.,.S. ........................................................................................................................................

Typeof Diet: O Liquld 2-Soft OJ Normal O Diabetic
OJ Vegetarian %-Vegetanan O Vegan

Diet Advised:

Liquid Diet— ORS/ Coconut Water / Butter Milk / Barley Water/ Soups
Normal Diet - Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet - Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

Diabetic Diet— Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots / Tubers)

Patient’s / Attendant’s Dietician's

SIGNALULE: ... vt ovenseensmmssesssesssesssesssessssssseasess Signature: ........... cgg“éfl }4. ...............................
NAME: ...t teb e es s bbb sen s Name: ..... W%M

Date & Time: JD/rf/&é)oﬁ)ﬁm Date & Time: 10/6/.2,5,2’!04/)0 ........

Doc. No. : RCH / FRM / CLINICAL / 195 RT0
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Chitciran's | @ BirthRight
PATI ENT TRAN s FE R FO RM Rngasugggjm . BY RAINBOW HOSPITALS

Your Ri ghl lo a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
BAH-00850709 1P26-00006547 q [ 6 l% @ q ! g%ﬂﬂ 8 g { é ( 96 @ W
Mrs NITYA CHENNURI ! i
- Frie L L LLL * Transfer Ordered by Reason for Transfer

M

6L —~LScS
DR - rloveena
From Unit To Unit Information to Attendant
YesT Nol |
Pre —post OT
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant

: Yes[ | No |
20 — =
If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. Item Name Quantity

1 RL - <56 pt 6?

4.

5|

Shifting Summary / Notes Written by Doctor:  Yes (/No ]

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

Ric. Pl |~ DR Noyeeno

Patient & Clinical Records Received W/F(“Lw.)

P4
Date & Time of Patient Received :

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
|| Unavailable Bed [ ] Nurse not Available [ ] Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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Department of Anaesthesiology Rainbow®

Children’s ‘ .Blrtthght"

\\

PRE-ANAESTHETIC EVALUATION Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the little, Your Right to a Safe Delivery

Name: MWS: NUAA. Chrmnang ....... Age: A YN Sex: .k . UHID.No : .. BAtY - R0 S0 .

Date: . %"-ﬁ Time: ..\ Z0 A Proposed Operation: . £ CH V.. CoLndr LA _154 euom
Dtagnosrs A 200 loM .. &ﬂwwc/; 7 Rewoh clowim, . ("ﬂ”‘r" 1—27071

BP/CRT: (044 HR: .4 V)rh Weaght%ﬁ: ..... o SAPhysial Staus: 01 2703 04 005
‘ r J’ l.aboralnrv Data:
/Hg/ ................. GIUCOSE: ..vvecericraans PUORBIN: ....ccismevesmssamsmansens IV .o memsmemsiosasssemasa JoRBY: ccrstsnassassairssiensocrs
el Urea: .....ooovevvvvecrienvinreenne AL e HBS AD: csinrnmanis ECG: oo
- BIERL wiicicisincinniy  TOMEBIE St s HEVE <l oot B 3 1 T

NA: oveersieeeseersreneesrenes. DIEBIlE e Blood group: .............. Stress/Anglo: .................
K o smmameses BDHE Gasmsalnamuim: T sesivsasscsismissssvingons Ohe: o daaditai
6 B 5 O I L1410 — | e
INRY s it bsiensiniss Mb b2 s, BMVIASEY cunvaniara: ot weritsnmas

Cl=teieeemresnseensnenreee - SGOT/SGPT: covvvcrrcerne,

Allergies: Al pA—-

Medical History: CVS:

RESP : H/ o @ﬂ@ Ao Oxcacndddions M&%Dlabetes

CNS:

Renal: ﬂe/ml, Caleuds®
Hepatic /GE : £ o opl A =~ ARV - Physical Aciity: g @ ANYHA-T
U 4

Others: | -
Past Anaesthetic History: 40, D & T4

Physical Exam: '

[
Airway: MP {'2)3 4 Mouth Opening: AL Ventohyoid Distance: L™ Neck @ Teeth: MLl

CNS:
|
Pregnant: [J¥6S INo CINA Venous Access Site £, A, o/ SPine Exam for regional v

| -
Anaest*eﬁc Plan: —MAC }nmlo/um. ~1GA-ETT T LMA / /

Peri-Operative Plan Explained to the Patient: })'e( =1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis :
CLGM € j\! OM /,'NOW Q'U“J"bac’) 2 NIL O;:T_fozvt:terlﬁo:s 2 Hours
M (ST % p ( \ﬂ‘bpp’d ) ers 6 Hours

3. Informed Consent: _-Standard "~ High Risk
4. Post Operative Pain Management; - -Bfstussed with Patient
5. g

Docu. No. : RCH /FRM / CLINICAL / 044




BAH-005507098 1P26-00006547

Mrs NITYA CHENNURI e
02-12-1996 2YEMTD (F) f L= e
Dr. RAJANI KUMAR Rainbow .

NIMMIAON — awaestesi chaT  GhISrer' | pgy ettt

It takes a lot to treat the little. Your Right to a Safe Delivery

Pre Induction Assessment:

Change in Patient Condition: [] Yes ,D’ﬂ Fasting Status: -ﬂolc;qua-ke
Physical Status: | [ L-Fatient Identified _="TConsent Present |+ Chart Reviewed
HR: &8|nun | B.P/CRT:\4B[B & rut] SPO,: | RR: REILN | Last Feed: oy
6 .
Pre-OP Diagnosis: .(r.2 Po Loh 2. 33 bl J,EW Operation: G AECTIN.E... $GES............. Date : ...09.]6) 16...
Surgeon: ST Kay Cupi,. CB"% mc:d’k ........ Anaesthesiologist TN, . Sarmit............. Technician: ~ScrAcasahh.
TIVE 3T 1374 1335 Bys T : -
N.O /AIR /O, LPM
HALO /SO /SEVO i ““’"C
Drugs, 2 ~ N
ey tocen (31U W[4 60 (AU
e =5 Suppnsﬂory
e s e ) CloFenp
= ‘ 1001
qﬂ - &ﬂﬂeﬁ-g pAL L W - D
\J tirh I'] b CQ:-H’LH“TDQ\ '4?
Blood Lﬂsgbuj
P ' i fl 4
HO,(/'sa0,) oo/ oo/ ogi ool 0o 100
ETCO— i : = r
ECG =p [ Sp R |.SP|.g
Temperature ¥
Urine Output NOTES
28
BP 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniguet on Time 160
Tourniquet off Time “
Throat Pack In 0 LA alal Alg
Throat Pack Qut 120
100
80 N
LR 4
60
40
20
10
0
ABG
LAB Values
GRBS
Othars
Equipment Checked and Temp: Indugtion Regional:
Functlonal ] HME [} Fluid Warmer O " Inhal Extremity Specify: ..
U 1 Cling Film 7 OH Warmer | 0, CIRSI o30inal [C] Epidural Caudal
Cuﬁ Site: | l’ —1 Hugger’ 1 Cotton Wool (1 Others Others:
i:! Art Site: .. T M &1
/l/EKG Lead md- /(er ] Mas ] SGA PDSI‘tIﬂﬂL@ %
[ Temp Site l Times: ‘§Fm O] Airwa [ Oral [] Nasal oA i
1 Fio, Monitor Anaes Start: . - ETT# X Bl e e cm Needle Size: 2 ... Depth:
] Agent Monitor 0P Start: . ;:; ?ralh \ ; ?a;all ] Cuff Parasthesia EYBS T1No
" Pulse Oximeter OP End: . - L1 lracheostymy L Topical Catheter at skin ..
] Capnograph Leave OR ............... ‘gfm ....... [ Drug s Drug Name & Conc: \OM IB"UPC&{NE"@
(] Ventilator Anaesthesia: ] Awake [ Direct Vision Bolus: . '1'26 m(:g
L1 Nerve Stimulator 1 6A L] Video Laryngdecopy [ Stylette / Bougie Infusion: .
[ Monjtored Anaesthesia Care [l Fiberoptic Block Level: ']" & L—
/:ﬂw- Zne/gi‘unai Blade# ............. Atempts 1]
Pressure Phns Checkd Difficuity Why? ... N DR e
A Line (Size & Location) Transportation to
lEVB g_a:": CIovP:. ] Bilat = BS )}PhﬁJ licy [] Other
i L1 Oin ART i . [] Semi-Closed Circle Relaxant Reversed 1 Yes LI No LA
| - Taper lm ®U" [] Closed Circle
T " \

| Other Name of the Doctor :............... 4.0 2 TXN T 7

'I;/aﬁndmg o :
\ A" Awake TIV e Signature of the Doctor :...... ‘,4-

A



BAH-00550708 IP26-00006547
Mrs NITYA CHENNURI
02-12-1006 2Y6M7D (F)

Or, RAJANI KUMAR|

QG

POST-ANAESTHESIA CARE UNIT RECORD

Time Received :

Rainbow® ) B
Children’s & BirthRight
Hos p ital . BY RAINBOW HOSPITALS
It takes 2 lot to treat the litte. Your Right to a Safe Delivery

. }M . 3 ............... Time Dlscharged ..........................

Received in PAC@y o L S
3. AI‘I rl‘ ¥

250 250 | v Cannula Site : Le"'k
240 240
) 230 230 | [ 0, Mask ["] Nasal Prongs
% 220 220 | M fracheostomy [l T-Piece
@D 210 210 )
@0 200 200 | [ Oral Airway [] Nasal Airway
o 190
o :g 180 ~ i LR po
=] 170 170 | Vomiting : (1 Yes «TNo Drug (I‘\"ﬁ ......... J ....................
g & 190 | NG Tube : Tl Yes R
om 150 150 : ' L
v 140 :;g Drain: 1 Yes #TNo
130
A ﬁg A :fg Urinary Catheter, .=%6s (] No
ﬁ 100 'qlﬁ 100 | Chest Tube: | Yes/E'ﬁﬁ
=] 90 90 - OYes O
N Pk i % Nil Oral T Yes G
by o | whuids: ... M .....................................
& 50 50 Oral Feeds: ..... E@
s g
v 20 20
10 10
0 0
SPO,
MINUTES
POST ANAESTHESIA SCORE N ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 60 a0
Able to move 4 extremities vo!untary or on command =2 rot ¥ s
Ablg to move 2 extremities voluntary or on command =1 ACTMTY 1 v A Minimum Total Score of 8 is RECIUII'GU for
Able to move 0 extremities voluntary or on command =0 _%:g_am Discharge
Able to deep] brsatdhe & cough freely =2 i
Dyspnea or limited breathing =1 RESPIRATION . . : .
Apneic =0 Og Q{i @Q\ 03+ Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 . . sk
BP = 20-50 of Pre Anaesthetic love =1 CIRCULATION 69 0% i space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0 k bgﬂ m r}f"
iullv ab\é\'ake alli - ? CONSCIOUSNESS o~ "
rousable on calling =
Not responding =0 @ Q 0 Q GQ ﬂ '}"
Pink =2 “N
Pale, dusky, blofchy, jaundiced, other =1 COLOR
Cyanotic =0 " 0 msa —G-Q\ O
A
TOTAL C\ \0 |0 rD
]
PAIN ASSESSMENT AND MANAGEMENT FORM )
Date Time Pain Score Iniervemi(‘m A Signature
b || o Y0 O /
"}/6 | sl o’ kQDW\Oﬁ ( jw«/“/
Tt T+ 8 T —F
46| 591~ 0

Kot M
N

Pain Tool Used: [ N PASS

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:

LJ FLACC L[ Wong Baker

_INPS

Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b After 24 hours every 4 hours
c.  Prior to pain refiving intervention
d With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): %

Date & Time: _,........... Q(@(W%




Rainbow® . .

Patient Sticker : Children’s @ BirthRight
. - Hospital BY RAINBOW HOSPITALS

It takes 1 jot to treat the littde. Yaur Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA REGORD L

PPN pe 1 ’
Date: oo {1 1 Procedure done DY ......ccvvevevecrimirerrenioneiee s sessssssessnes S
CSE /Spinal /Epidural POSItION | ..ovvvieeeeeees SPACE ferevrecererererereesrsevaennees Technique (LOR/LOS) ......cccveunneee.
[D]1)1] M Catheter at SKIN: o eeeeeeeeereereecesrsenss ATBITIPIS T v mensiessenes
Parasthesia ; YES/NO i YES TELAIS © 1vvuvverirrererrerireresessesessssesesessesesssesssssastssessesiassaesiosestonenassssasssts fugnsenionsassusgssastsnssensensons
S0lUtioN COMPOSIHION : .eouerererieecertrene s n s nasssssnsnsssnassenses enrerneeense s s s s srsssasesns Mnsrsssesesennane
Any other issues : B
) S eeeear iRt Ao bR AR R SRR AR SR be e R AR AR sA st sarrens
1) OO OO OO DT
- Infusion Rate Level Maternal
jme\ 1 (ml/hr) Bolus (ml}) Left Right BP Pulse FHR Comments
\o_'. . N |F-
i v
5 LR {
L
— - \‘\_‘ - ~ o A i‘ ‘ ‘
Delivery Detalls 1 TIME : coovevveereerreerennens APGAR: ..o SVD / Instrumental / LSCS (if.LSCS Details)
Catheter Removed by and Tip INSPEGIEA : ...eueueececee e et sscsssassonsansessessesmsssms s sssesssssssssssnes e aenrtaties
" Patient SASTACHON T oo essssassengerersscesesssasesiesssensseessesesssssssss e R AR
-"'-*-—ﬁ —_—

Discharge /Shifting ordered by
DOCIOr SINALUTE: vvvvvvereereeerrrerrreres s essesses e e s e seessssasssane
0 0To7 (0] g T =TT

Date and TITIE § vveevererrerirercmerrseressresseeesssreseseesssensssesssessnns

O



INFORMED CONSENT FOR SURGERY OR

SPECIAL PROCEDURE

Rainbow"’ . o
Children’s ‘BII‘tthght

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the littie. Your Right to a Safe Delivery

PatientName:......f?’.‘..?../.\.J.i.’.c_t.;ﬁv.......Q.he%n.ny.m....... Gender: [] Male [Female  Age: ... lqj ...............
UHIDNo: ... B 040053070 .. Date : ... Sl dund 206, ..

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.

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

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

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

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

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or

My signature on this form indicates that

1. Ihave read and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along

with the risks, benefits and other information.
3. Ihave had a chance to ask my surgeon questions.

4. |have received all the information | desire concerning the operation or procedure and
5. lautharize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure:

Consentee : ( {6\

Witness :

Signature : .............. eﬁ&.% .................................

(ET I 19 & e
Date & Time : q\&%@l@;f})ﬁm

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

Patient Attendant :

Signature : ...... /P%’S'M .................................
Name - . PRASHANTH REDDY BHAGIRTHL

Relationship with Patient: .}{usboard ...

Date & Time : ... us [ 20e @, 19120 An

Doctor (who is taking the consent) :

Signature : ‘fbﬁ‘ ..........................................
Name: .......... & Mowaba M.

Date & Time : ....... [ © /222 C 1o 3enr
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Rainbow® : e
ST Children’s @ BirthRight
86 -E000 03 Hospal_ | N e
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name: My 5. !, L e nu Age: ~ly Gender: | <y 0c
UHID No: B4 =0 N4C, ‘ IPNo: -2 &-000p65¢ 7 Date: H | € '2 & Time:
Diagnosis: - & (] wovtd= ofF
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI loom/ q { A1y
2. | Morphine Sulphate Inj. 15mg/MI / /T
3. | Remifentanil Hydrochloride Inj. 2MG / /
2 Remifentanil Hydrochloride inj. IMG ] !
Doctot Name; | A€ SHA Doctor Registration No; 3
\ - 7-\\4_}']p M }f;f\'h;)\
Signalu@j,z/
1
\
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP24 000065 47 ] 56
IP Registration No: Ao o 0085 A T, i Date: " ..... S R g o
Aadhaar No. of the Patient (Optonal): ...........ocovirriiee it
L‘L Name: M3 1L, j' ( Leeranur - Remarks
. J f {
| Y A3 P2 T oA L B T/ L5
2. | Complete postal address (with contact number, if any) r Al A A 1~-,
3. | Brief description of the illness L
4 Whether registered with any other registered medical practioner / Bl
" | recognized medical institution ( If yes, details of the recorded) 4
5. | Details of essential Narcotic drug dispensed [rwtar “f [
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
1, }1“ |- ’;‘w f' al J,,,.}' { 'P”\i ")_‘_’"',

Dispensed by (Name & IDNO.): .coeveriiiieiiiiiiiinnnd FERRET Bl e L cadi s Signature: ........ faper, . i
s -/'\ ij / / Y
st | 1 & {4 S 4 O
Received by (Name & IDNo.): ............ "'MWV{ ......... Eenaiasy < e A ) Sl Ty R SO P o
1T SRR I, ANt R DTN

Docu. No: RCH/FRM/ CLINICAL /133




