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SURGERY DETAILS
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0] (0 (=1 [ TSR

Docu. No. : RCHBH /FRM / GENERAL / 114

ncsaadbumita
A DY Vineet et

- Sfﬂctbyp
T PHAMIDOC

\L00PM. .

Time Out ..................

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

["] Harmonic [ ] Morcelator

[ Versa Point [ ] Liver Cusa

Signature of%%lating Nurse

OFABI DY oo
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3 VIH-00203314 IP-00060372 d
- - ”ol\q:‘— E%ONSUMABLES Mrs OR RAv S voums o NG sl
Bt | @ op o7, O o VTN -
BY RAINBOW HOSPITALS RN
Hospital _ | Q) mameonosn T@“@O& _ |
Circulating Staff : G X Technician : H m Gl "E
Anaesthesia Disposables Issued Qty uses | Surgical disposables issued | - uses | Disposables (Baby side) | e *uses
ET tube Major Pack Inj. Vit. K
LMA Sutures 22 Cord Clamp
ECG leads :&/PIN 2.7 a5 | P Suction Catheter
HME filter : AIPIN o Feeding Tube
Syringe 10 cc e’ e )la@m Suction Set
05 cc 21 Gloves S é | ¢ 'V 1_./33:}. ${ ~Surgical Gloves
02 cc Inse S , 416 16 L 1“9 AN |~ Gauze Pack
01cc ' i ""'} | "Syringe 1 m/ 2 ml
Cautery Plate : APIN Surgical blade Surgical Blade # 20
IV set NG tdbe Koochies (S)
RL N2 JCautery Pencil | GA__TJlly -4 (14
NS : 10mi/400 mi/ 500mi100oml |~ |~ | Koochies » By
Ointments
Suction Catheter P ai £
Fentanyl Cap. Mask —-’(%/
Morphine Gauze Pack il _
Ketamine Mop Pack e Ll
Propofol Steristrip _{, v, Ao % (Pak 1
Rocuronium Underpad yA» o | R/D)"] 2 /{ -
Glycopyrolate Draw Sheet 5
Myopyrolate 9‘63' A \\e.SoB //
Ondansetron ¥ Eoleys Catheter
Perfean 25g/Spinal Needle 22 ¥ | Urobag
Bupivacine 0.25% GHest Drinage Catheter
Bupivacine 0.25%(Heavy) Prowdip ) / Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories loban
Anamol : 80mg/250mg/170 mg Double J Stent
Supridol 100 mg Vaccum Suction set /
Justin : 12.5 mg/25 mg/ 100 mg Plastic Bed-Sheet {:‘}—W ‘ﬁ /
Tab. Misoprost : 200 mg / Betadine Solution v S | / '
PE « (4 g‘\ 1 /| Microshield 7|
r Cotton Balls L~
Latex Gloves
Ramdione Scrub )
Saral
Surgeon Anaesthesiologist Nurse / OT Technician
Order No. : 5(2’” 24D ) Ordered by : &6 %DQH%%/
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RAINBOW CHILDREN’S MEDICARE LIMITED
_ Rainbow Children's Hospital - Secunderabad
B
2l g ’ H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S, Karkhana Main Road,
Rain bOW, Kakaguda, Karkhana Hyderabad Telangana INDIA 500009
Children’s Birthrion T No 1 040-42462200, Ext 2000,2001,2002
Hospital -
. Ralnbow VAT TIN : 36920283145 CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
HEREREO
INPATIENT ISSUES AGAINST ORDERS
iP No |P-00060372 Ward . N 2F-MICU
Patient Name Mrs DR RAJIVI Bed Name MICU 230
Age/Sex 33Y0OM25D/Female Order No 0003091188
Date 17/06/2026 13:05 Prescription No PRIP-1291660
Payor SELFPAY Dispensed Date  17/06/2026 13:07
UHID VIH-00203314
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
ALLESORE CORE
1 TURNAROUND COVER VI01062026 0329 1 775.00 775.00
40x102IN
3 SNEEEAVE A MO N (ETALMRRRIONES KP1713821 12127 1 3147 31.47
3 (o EOOLUTIONION o vecarePuilld  GENERAL MDO01426 03/28 1 103.95 103.95
4 DSYRINGESML(NIPRO)  NIPRO GENERAL 26C03K96 02/31 2 21.56 43.12
§  DSYRINGS 25ML(NIPRO]  NIPRO GENERAL 26A06K07 12130 2 11.25 2250
Sy oes IS GENERAL EB260026 04729 3 61.00 183.00
? gg * WMicroptic gloves- H 260200441T 02129 3 117.00 351.00
ENCORE MICROPTIC
g S ELITE MEDICALS GENERAL 260300751T 0329 1 128,00 128.00
FACE MASK-3LAYER .
B e Sunrise GENERAL 01260502 04129 8 10.00 80.00
WA C o :
0 SRZSWABIOXI0CM  papi Surpicals GENERAL 170724 06727 1 100.00 100.00
11 NELTON CATHETER12FR  Polymed GENERAL 22514978H 07130 1 78.00 78.00
w 2 oM ELITE MEDICALS GENERAL 26AR001 03/29 8 23.43 187.44
13 Pt 5312 Bbraun Medical Pviltd  GENERAL 24K26G8217 09/29 1 469.69 469.69
RL ML CLOSED Fresenius Kabi India
u B oy ¥ 16261790 02/29 2 69.39 138.78
15 fs‘?’;__ff 5 "if_“;? ICARE (KANAM LATEX) GENERAL 26D3007M 03/31 1 91.00 91.00
16 SGLOVE #6 (SURGICARE)  ICARE (KANAM LATEX) GENERAL 26C2003M 02731 2 91.00 182.00
A ol e GENERAL 211030042026 12729 5 10.00 80.00
18 THI I0GM JELLY Themis Medicare Ltd H TT080 03/28 1 34.82 34.82
19 TRU S061PCM  Sutures India BB250633 10130 1 511.00 511.00
IR b GENERAL 40RW40CS15 0ar28 1 140.00 140.00
Total : 2,877.56 3,730.77
for RAINBOW CHILDREN'S MEDICARE LIMITED
PR Authorized Signature

Pharmacist Name : RUBY FLORENCE VELPULA

Printed Time : 17-06-2026 13:14 Page 1 of 1
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Name Mrs DR RAJIVI UHID VIH-00203314

Father/Guardian Mr RAKESH AgefCender 33 Y 0 M 25 D/Female

At ownn Pt no 49, East kakatiya rizvigar, Seeds séhiol, Neredmet, Hfder&bﬁd,
Telangana, INDIA, 500056

IP No IP—OOOGOB?Z Admission Date 17-06-2026

Ref Doctor R Self | Discharge Date | |

DISCHARGE SUMMARY

Consultants : Dr. MADHUMITA ANIRUDDHA GITAY, GYNECOLOGIST AND
OBSTETRICIAN

Diagnosis: Primigravida with 16+5 weeks with Hypothyroidism with
Anemia with Short Cervix for Cervical Cerclage.

CERVICAL CERCLAGE WAS DONE UNDER SPINAL ANAESTHESIA ON
17.6.2026

History:

LMP: 20/2/2026

Obstetric formula: Primigravida
EDD: 27/11/2026

Gestation at admission: 16+5 weeks

Obstetric History:
G1 - Present pregnancy, Spontaneous conception.

Medical History: Nil

Family History: Nil

Surgical History: Appendectomy done in 2008
Allergies: Nil

QO 1800 2122 @ www.rainbowhospitals.in




Name Mrs DR RAJIVI UHID VIH-00203314

Antenatal Details: Mrs DR RAJIVI was booked to Rainbow hospital since
conception. She had regular antenatal checkups and investigations as
advised. She was diagnosed with Hypothyroidism since conception and on
Tab. Thyroxine 12.5mcg . She had h/o anemia at 14 weeks and managed
conservatively. Cervical length assessment scan was done at 14+6 weeks
showed SLIUF, Cervical length- 29mm , Placenta -anterior. She was admitted
16+5 weeks with Hypothyroidism with Anemia with Short Cervix for Cervical
Cerclage.

Investigations: Enclosed.
Blood Group- 'O' POSITIVE

Surgery Notes:
Operation performed: Cervical Cerclage was done under spinal anaesthesia

Indication: Short Cervix (29mm)

Operative findings:

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

- Anterior and posterior vaginal walls retracted using SIMS speculum.
- Anterior lip of cervix held using Sponge holding forceps.

- Cervical cerclage done using Mc Donald's Stitch and knot placed anteriorly.
- Hemostasis secured.

- No active bleeding.
- Instruments and mop count tallied.

Post-Operative Notes: Postoperative period: - Uneventful.

Advice:
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Name Mrs DR RAJIVI UHID ' VIH-00203314

1. Tab. Taxim-O ( Cefixime) 200mg twice daily till 21.06.2026 (9am - 9pm)
after food.

2. Tab. Calpol 500mg (Paracetamol) (2tabs) thrice daily till 19.06.2026
(7am-3pm-10pm) after food.

3. Tab. Duphaston 10mg (Dydrogesterone) twice daily after food till further
orders.

4. Tab. Pantoprazole 40 mg once daily till 21.06.2026 (7am) before food.

Continue Tab. Thyroxine 12.5mcg once daily before breakfast (7am) till

further orders.

6. Inj. Hydroxyprogesterone 500mg (Proluton) Intramuscular once a week
for one month.

7. TIFFA scan on 15-17/7/2026 and review with reports.

8. Continue Tab Iron, Calcium, Folic acid as advised till further orders.

f

Review after one month on 17/7/2026 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 I understand and I have
understood the same. \n

L
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Name Mrs DR RAJIVI UHID

Relationship with patient :
This summary has been explained by :

Summary prepared by: Dr.

o AY

Dr. MADHU ANIRUDDHA GITAY
MBBS,MS,DNB

GYNECOLOGIST AND OBSTETRICIAN
03312

' VIH-00203314
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DEFICIENCY Cl Vikaszossre™ ™ ~pisosezrs "' CASE SHEET Rainbow” | @ oo o
s ssvowme Fospia " | (@)oot
Or. MADHUMITA ANIRUDOHA GITA IP.No: Q,O%'} L =RE
R | I T} son 1|66
i No. of o
SI.No List of Records Legibility Completeness Remarks
Pages
1 Admission Sheet o)
2 Discharge Summary ©]J
3 Nursing Initial assessment form of
4 Patient Trasfer Forms (o
5 In-patient Medical Record -
6 Doctors Progress Sheets o)
7 Nurses Progress notes OL
8 Consultation Sheets -
9 General Consent for Treatment Q)
10 Conset for Surgery )
; Consent for Blood Transfusion -
12 Consent forChemotherapy —
13 Consent for High Risk —
14 Consent for Restraint 5
15 DAMA Consent —
16 Consent for Special Procedure B
17 Consent for Radiological Investigations
18 Consent for HIV Test -
19 Anaesthesia consent form -
20 Anaesthesia notes(Pre Anaesthesia & Post) [© )L
21 Pre Operative checklist o)
22 Surgical safety Checklist Q)
23 Operation Theatre notes (|
24 Nurses Clinical Presentation —
25 TPR & BP chart (VA
26 Intake and Output chart (fluid Chart) | @& ]
—1 Drug Chart (Regular prescription) Ol
28 Daily Investigation sheet -
29 Investigation Values (Result Sheet) o |
30 | Nebufizatioretar Ryed i €)_ )
31 Dighetieehart PAM Pk | () J
32 Nutrmonal-Remeh&_n—— Mﬂ.}-«u-« ¢
33 MEG-form-firease-of MLC)-( h ol o
34 Patient Educatlon Form
V44BN
QL }
Total No. of Pages \ W/ ,-\
h
Signature and Date : ngé
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ERROR LOG

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

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE
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Rainbow Children's Hospital - Secunderabad

H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road Kakaguda, Karkhana ,Hyderabad
,Telangana, INDIA ,500009.
TEL NO :040-42462200, Ext 2000,2001,2002
WERB : https://rainbowhaospitals.in

ADMISSION SHEET

Registration Details :

(IR AR AL AR L

Admission No : IP-00060372 Admit Date : 17-Jun-2026 Admit Time :11:00 AM UHID : VIH-00203314

Patient Details :

Patient Name : Mrs DR RAJIVI Age :33YOM25D

Guardian : Mr RAKESH DOB : 23-05-1993

Gender : Female Religion

Occupation " Martial Status

Address (H) - Pt no 49, East kakatiya nagar, Seeds schiol Phone No : 7416448825/ 8520904024
Neredmet Hyderabad Telangana INDIA E-mail . rajivikalpakuri@gmail.com
500056

Admission Details :

Bed Type : MICU Bed No : LW 220 Ward Name : N 2F-LABOUR WARD

Room No : LW 220 Admission Type : First Visit

Contact Details :

Name : Mr RAKESH Relationship : W/O

Contact Address : Pt no 49, East kakatiya nagar, Seeds schiol ~ Phone No : 7416448825 / 8520904024

Neredmet Hyderabad Telangana INDIA 500056

oA

Signat =

Doctor Details :

Doctor Name : Dr. MADHUMITA ANIRUDDHA GITAY

Specialisation

: OBSTETRICS AND GYNECOLOGY

Referral Doctor  : Self Phone No

Co-Consultant

memoetails - Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 17/06/2026 11:01

Printed By : 021034

Page 1 of 2




\

et | @ BirthRight
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Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
VIH-00203314 IP-00060372

R e | V12026 s e @ 1245

Dr. MADHUMITA ANIRUDDHA GITAY

LR AT R ety Reasa for Tarste

™®. Wﬂ”’ﬁ“w Cenclage

From Unit To Unit Information to Attendant
~ Yes No[ |
Mo O el
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
% over to attendant
: R AVA P Yes[ | M
r <3
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2
3.
4,
5.
Shifting Summary / Notes Written by Doctor : Ye/sZ( No[ | (
S
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

g;g‘ W DR. \{oaeyﬁh«w«»
Patient & Clinical Records Received by : ﬁ 3 b 'D
Date & Time of Patient Received : &% lrf / 0b / lqg @) 12 12 "7’%7

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 o
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Your Right to a Safe Delivery
Patient Name / |.P. No. Date & Time of Admission Date & Time of Transfer Order

|P-00060372 |4 lG}Pé @ ““ 00 ﬂ M L#{ ° (Zé @ \ !lIQ PM

(F)

VIH-00203314
|_Mrs DR RAJIVI
23-05-1993 3Yom250D ’
Or. MADHUMITA ANIRUDDHA GITA

. | e e

Transfer ordered by Reason for Transfer

Information to attendant

From Unit To Unit
Yes! } No[]
OT Mlecu:
Number of Sheets in clinical file Number of Imaging films Personal belongings including

clinical documents. If any handed
over to attendant

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1. —
(—-"'_" ‘\\t L
2.
3.
4.
5.

Shifting Summary / notes written by Doctor :
07+ Jogeshrosy

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

MON ™ &o\ @ D v Vi neethe: -

Patient & Clinical records received by : L . W
M \ﬂg’ oW

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 [C] Nurse not available [[] Available bed not ready
Docu. No. RCHBH/FRM/CLINICAL/102



|P-00060372

VIH-00203314
';:o::”amn;ﬁ:uonﬂ:i;rmm Raml;%w . BirthRiaht
M\\\\\\\M\\\\\\\\\\\\\I\W\ atiier | et
..—wuwotUN SHEET FOR OBSTETRICS i
Presenting Complaints | .LMP: %Ilf%% EDD:: |,
Corrected EDD: =27 [M[20 26 GA: 146 + Sweeks

Obstetric Formula: £¥170 iga vide,
ML- lomonHe NCM

Obstetric Hostory:
X= PP sPonﬁ:ﬁeﬂw Conc,erahon

Menstrual History: Hegular:‘@fﬁs (] No
Obstetric Examination

Fundal Height: 16 wk<%

8o Ote“p{ Jﬂwp’i’: HS' nch CO“Ccch-!I Activity: TrFelaxed  [IMid  CIMod [ Severe
04 \ 2 Yo didm
PresentPregnancy Record: Sinlce Cnnce_]PHo,,quuor E«A/equate [] Oligo [] Poly

s Tab YOXIUL |2 ey OP - _

Hle anemia #b-—lo'q at{fwhk.” PP (] Cephalic [ Breech Others

cen cal alsfes ment scan !dF'fth Paboabe:
RISK FACTORS: &' ca lengdu 2q9mm  pys; [Eormal [ Tachy  [1Brady [ Absent

k. \cobpm
& ?
Per Speculum Examination ~ NoY d 0 vie
o i Draining: [] Present  [] Absent (] Bleeding
H‘*[ POH»‘-( ¥0dic m
chovt cexvix (24mm Colour of Liquor: [] Clear (] Meconium [] Blood Stained
Vaginal Examination ~Not dowe
b / Cervix; [] Long (] Partially effaced [].Effaced
Height:..1.5.9....cm |
Weight: .. 1.9... kg Os: Closed Dilated
]
A||Ergles ........ 'J ‘\ ........................................ Membranes D Presem D Absent
- NN | A |

freet . L Aknemie Liquor: (] Clear ] Meconium  [] Blood Stained
General Examination: ‘
" B c.{ el Pallor: & Presenting Part: [[] Vertex [] Breech [] Others
Icterus: © Edema: © Sutton: 0O-3 O0-2 O1 00 O+1 0O+2
Temp: Adebn e PRiggbpm  pais: [1 Adequate ] Doubtful
BP: loo| Lommbg pTR: D
CvS: §,5.(® RS BAE€E®

Liver/Spleen:(\) Urine Output: p'.di‘lu_a_,l{

BERENIIRE =m0k 3 i A 1 0

with chovt cexvie

]
'
L}
L

'
'
L]
Ll
L

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

Docu. No. : RCH /FRM / CLINICAL / 087
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VIH-00203314 IP-00060372
Mrs DR RAJIVI

23-05-1963 33Y0M28D (F)
Or. MADHUMITA ANIRUDOHA GITAY

Vi

Family History:

Surgical History:

N A—ppﬁndicmmﬂ done 2008
Medical History: Medication History:
Ny Wt

C : MITh Mam ' g -
Plan of Care: —=‘IJ{FO PR TARHOT RS —-lzgt‘:,_s'ugaﬁons; B)Q— O POEI.TI\I‘CJ

- AAM iSS|ON HiJ ol 25| 5 2e .
- NRM Hg&%fw\ Ce&p- fo+g| qboo| 2281
— PAC Hev -
Menitoy Fhe RPR | l$irod%
& Monﬁ-m Vitaly CBP-S.QI cr,gg’g.ng
- Iny Pyvoludon C Hn{dﬂk*r P"Dﬂa&"tw)
soomMmqg T Stat ‘f—lglg,ou | zll?"}ov‘ __
- Follow d¥e3 chavt Cevical \ NT scan
_ Consent aliersmeny Scan | 216 wks
- pavt prepavadion 1+ 6 k4. CLIVF
—Taformn lo< SLIVF, NT - \esmm
“5@6\ C‘&P CL-'29gmmMm
S - Pl- Antesior
”[fv ,% IC5as
Lﬁ‘s— Low &'Sk\}
Doctor Name: .2 %:.. Y0 (&SH WART. Consultant Name: ... 2€. MADYWIMITH GTTAY
Signature: ............ i:\j‘ .................................... Signature: ......... @4 .....................................
Date & Time: ......\.J.] 6.[ 202 LAM

Date & Time: .....L7JA[202¢ ... .



VIH-00203314 IP-00060372

Mrs DR RAJIVI i
23-05-1903 33Y0OM25D (F) =

.y, Or. MADHUMITA ANIRUDDHA GITAY Raiinb;(-)\!r\;'; @ 5% aw
0 ghirers | @yBintRigh
OBSTETRIC TRIAGE ASSESSMENT FORM

\

Your Right to a Safe Delivery

Date: ..... ﬁl{’\%’ ....................... Time of Arrival: (O‘tSOPm’\ Time Seen by Nurse: ...... [O'SS ............
1) Level of Consciousness: I Conscious [J Semi-Conscious OJ UnConscious

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

[J Severe Pain / Moderate Pain I Preterm rupture of Membranes / Leaking Water PV
[J Bleeding PV: Slight / Heavy ] Preterm Labor/ Labor
[ Decreased Fetal Movement J Spontaneous Rupture of Membrane / Leaking Water PV
OJ No Fetal Movement &) Other Reason: ... e BB - e
[ 2]
3) Vital Signs: Temperature: 366 L., Pulse: .86kl RR: .18 bumt Sp0,: .22'£.. BP: q.S/Ea‘.'.. {(?eight: ;fﬂtlﬁ,
4) Gestational Criteria:
e le Paimi L #F B, =t
| — Q n.l.?:,.?}.ﬂ ........... EDD: ...... & Tﬂ!!.l%.*z .............. Gestational Age: ...... 6otswts
Uterine Contraction OVYes | ONo | ®'NA | Onset Time Frequency:
Membrane Rupture OYes | ONo | ENA | Onset Time Fluid Color:
Vaginal bleeding OYes | ONo | CJNA | Onset Time Amount;
: If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes | [J No KNA Pain Abdomen / Vomiting
Good fetal Movement |y Yes | C1No | N | 'FNospecify:

5) Pain Screening: Numerical Pain Scale (NPS)

| | | | | | | : | | |

| | | | | | : | | |

@ 1 2 3 4 5 6 7 8 9 10

No-Pain Worst
possible pain
o LOBHOIY: o.ouvovivinanuanviving % NG e P TR - - . O
o Duraion: .......ccoveienecninininienes .~ S S Days / Weeks/ Months (Strike out which is not applicable)
o CRBIBCIIN .ovvcosiinnssisuasonnses T R R R SRR S U SR S R R
o FIBGUBICY: vovvivvaininmivmninies i O U PP S TP PR DL SN | A 0
Interventions: .........c.ocoevnnnn T o

6) Past History:

a) Surgeries:.......F.Afrqfwmﬂ;uﬁmuj.....dm....ém% ......................................................

b)  Medical: ........oovevereeeennnn. N

Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0.)
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7) Allergy: E1 Yot il 0 BENOE Y o o iiinsvmison o ey o Ao s i s VSR AR S S S AR RSS
8) Current Medications: € Prenatal Vitamin  BTNone I OtNIS: ..cooiuiiimiciciei i
9) Prenatal Medical History:

CJ None OJ Gestational Diabetes

[J Chronic Hypertension ] Low placenta

[J Gestational Hypertension &1 Others if yes, specify -l—lmwj@p"b'bl«lm .......................

[ Diabetes

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
[J Category |: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
O Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
O Category IlI: Urgent (Time to Physician; < 30 minutes & Reassessment: Every 15 minutes)

7] Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes) (
O Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

OBCU Obstetrical Triage Acuity Scale (OTAS)

~ Leweld
 (Urgent)

<30 minutes |

very 15 M
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
SROM > 37 weeks Pregnancy

Imminent Birth Labour/ PPROM < 37 | > 37 weeks
: Weeks

Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
| with/ without abdominal | cramping (<spotting) with cramping

pain <37 weeks (>spotting) >37
weeks

Mild hypertension

Bee 3 Hypertension > 160/110 e
Seizure activity and / or headache, visual ;;gg{;gfgﬁ'?nodm

disturbance, RUQ pain

symptoms
; Atypi i
| Abnormal FHR tracing agg;agﬂgpt;?;l:g.
Non-Fetal Movement Diseased fetal movement
« Acute onsite severe « Maijor trauma « Abdominal/back pain | + Ongoing assessment | + Anything that does not
abdominal pain « Shortness of breath greater than expected in | from out patient clinic seem to pose threat to
« Altered level of » Unplanned and pregnancy (for hypertension, blood)  mother or fetus
consciousness unattended birth « Flank pain/hemaluria |  work) « Cervical ripening
- Cord prolapse » Nausea /vomiting and | « Minor trauma (minor | « Out patient placenta
+ Severe respiratory for diarrhea with MVC/fall) previa protocols
distress : suspecied dehydration | . Nausea/Vomiting and | - Pre-booked visits (ie
» Suspected sepsis Jor diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
dysuria ,cough, fever, | - Assessment for version
chills) - Rashes

Time seen by Doctor: ............. 15 2 e

Nurse Name : ........ W4
pate: .. 1116 ) 2. Time: J0slam.......
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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

M

\\

Date of Admission: [‘}1@,’1/{0

Baseline Information;

Admission From: O ER LJ OPD A Admission Desk [ Others, specify ... C’ IUO
Primary Language: m L] English [] Hindi UM PN st

Doyourequire aninterpreter? [ Yes NO  HEYBS SPRCIY c.vcvvvovvecieerieitetrcie s sesse s enss e seees s ssssnsessese s s st
Source of Information: /E’I{i:nt O] Family [3 OIS, SPECHY ...cooeeereeeeeeerseeeeseesseessseseseessoesse s

Allergies: [ Yes /?NO/ [J Medications [ Blood Transfusion [ Food N O I WO -

BV MBI .....cciniininsmmarmmeemenens
Chief Complaints: . vrenneneneeeneene D0CEOr Notified on Admission ,dﬁ LINo
dWlH(dQﬁnQ ......... OL0|('1 ............................. Name of the Doctor: . DR \{ qhw‘m
Time Notified: ..................... “ .........................
/
Past Medical History: Obtained From m‘r L1 Family Member (] Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
HPPmdt&QW dorg
‘\)r\ \ Wj
T 003
Gynecology ﬁssessment:/zﬁ Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: .........c.cccoovvvveecnnnneen. | Cagsarean Section:/Q'fo (1 Yes Contraceptives: “TNo [ VYes
Cervical Cerclage: m 7 Yes Vaginal Discharge: ,}'N? 1 Yes
Onset of Menarche: ................ccccoceeeeennee | ECtOpic Pregnancy, #TNo [ Yes Post-Coital 8£eeding:;'rﬁff (O Yes
Menstrual Cycle: [J Regular [ Irrrgu[ar Myomectomy: “JNo [ Yes Infertility: ;Wo/ [ Yes
Last Menstrual Period: 2'0 7/?.1321: Others: If Yes Type: (] Primary [ Secondary
Obstetric History: G ... Pacfmt P e B conene s

Previous LSCS: \)’Q,

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

Family History: /Zﬁ Abnormalities Detected
(] Heart Disease L] Hypertension (I Diabetes ~ [JStroke [ Seizures [ Kidney disease

L] Liver disease L] Other l\fl .................................................................................................................................
Vital Signs / Measurements: Temp: q&uf HR: 00 bhm! RR: MbM
gp: 1 6qed MY weign: . 30K Height 29U .........

Pain Assessment:  Pain: [ yes’1 LINo  (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH/FRM / CLINICAL / 151 = S(&/™ (PT0)
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PHYSICAL ASSESSMENT
General Appearance: ﬂalmy C1ill ‘looking (] Anxious (1 Agitated EROOS s e s
Fall Assessment: [1Yes JZ No Score O (complete the Morse Fall Risk Assessment Sheet)

PIES
Risk of Pressure Sore: [ Yes )’Z’\o( Score......ceene.e..  (COmplete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
O Mobility problem O Walking Problem “MNo Abnormality Detected
U Developmental Delay U Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: pmbnormamy Detected
[ Qverweight L] Poor Appetite > 3 Days L] Needs Therapeutic Diet.
[ Under Weight L] Diabetes Mellitus 1 Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Calm & Cooperative [ Restless L Depressed [ Agitated LI Confused
B R R LR L R L B e R

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single /{.ﬁrried CIDivorced [ Widow

2. Special Habits:  Smoker: ] Yes_,@’( Alcohol Abuse: [1Yes TiAo Drug Abuse: [ Yes/u No

Social History: Lives With ?mtwy ................................................................................................................
q

Orientation has been given regarding the following aspects:

Call Bell in Reach : [ Yes )m’ Waste Disposal Explained: 'Y_es [INo

Infusion Pump : Yes [INo Hand Hygiene Explained: T Yes [J No [ Others

Above information given to mﬁ&'DQRﬁ{\ﬁ ...........................

Name of Person Orientation was givento: nﬁl&D{lflﬁﬁu’: ...................

Orientation notgivenReason:................... FerE N SRR 1 s e

Nurse Signature: @ ....................

Nurse Name: .........LLEAL YA e L =TH

Date & Time: t}fﬁh@@umm
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\‘ﬂL!% V'ASPMD pob-o Ccevclage)
ofe¢
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INFORMED CONSENT FOR SURGERY OR ~ Chitdren' | ‘5:!(&2’11225
SPECIAL PROCEDURE nm.u‘zmn“. Your Right to a Safe Delivery
Patient Name : ... Y185, DR RATIVE . Gender: T Male SiFemale  Age: ... JEARS
UHDNo:... N\ -002023\4 Date:..1. 1.1 &[ 2024

Instruction: s

This consent form shauld be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is 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 (8) (use no abbreviation / Avgid 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 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.

| 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, TNFECTTON. . . CHANCES. OF RYPTURE OF. MEMBRANES
..... CHANCES.  OF. SPONTANEOVS. . MIS EARRTAGE . CHANES . OF....
.......... P RETER . AR O B

My signature on this form indicates that
1. Ihaveread 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 achance to ask my surgeon questions. -
4. 1havereceived all the information | desire concerning the operation or procedure and @1 . M
5. lauthorize the consent to the performance of the operation or procedure.
Name of the Doctor who is performing the Surgery/Procedure: ...... DR .. TIADHUMITA A GTIAY...
Consentee :

Patient Attendant @
BRI : ... B evcensinssisansmnissinenissrspispuitssrnstisonsmes

Name : ....cocvvveeerenenee Name : (BRMC'SH ..........................

Date & Time : ....... l'][é] Relationship with Patient: ......—HA8 ban
' Date & Time : !?{06/9«3%nm

Witness : Doctor (who is taking the consent) :

SIGNAIE © oo Signature : ... q‘:ﬁ’\ ....................................................
NBME : oeveeeeeevvesesssenses s e | DR MOUESHIWART .
L T Date & Time : |1|s,2/o% kL e

Docu. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR GENERAL / Cambows | @ BirthRight
REGIONAL ANAESTHESIA / Hospital _ | s

MONITORED ANESTHESIA CARE

\

PatlenthlameW’l’t&C%IQ\C?A,H"V'{Ageg’f?"'l"r Gender: Male 1 Femaleer™

uHiD No: .. M- 00022 1Y Surgeon Name: @'MMJ/\M(W\AYZ«
Anaesthesiologist : %V(ML@

Operative procedure planned : WCN/C&CW

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

aeneral 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.

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

O Others : .............. =4V} JJ"Q[W‘/EAMNJ .......... PR 5 I L.

GO TIMIBIIES ettt et e e eeses e eaeeseseenseseneseesessesessensanenseseeseeseasenseseessesensensesseseseseeseesses s sesnseseshessenseseeneaesseneeneesesnens

» Doctor to document 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’Z@ﬁfgﬁ{l‘fl the above mentioned operation / Diagnostic / Therapeutic procedures

........................................................... (.. %Cﬂﬁ‘é}é

| authorize and give consent for anaesthesia (uErﬁe'gional / O General Anesthesia / O Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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



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

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

That | authorize and give consent to the team of doctors attending on me to adniinister 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 e Yes 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 questions and | have answered these.

Patient / Patignt Attendant : Witness : .

SIGNAtUre © ... NI e Signature :
Name : W ................................ Name : %Rﬁuﬁﬁ
Relationship with Patient: ............ S Date & Time: . /. 770.6/26 ...

Date & Time : ............ [ 7“’)% .................................

Doctor (who is taking the consent) :

Signature : ........... 2_ ..............................................

Name : ... PR MoV BETRA—
Date & Time : ml?fa[)l,, ...........................
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Department of Anaesthesiology Eﬁli?c?r(::r:; i BirthRight
PRE-ANAESTHETIC EVALUATION Hospital | () zeseon s

R takes & bt 0 treat the [t Your Right 1o & Safe Delivery

Name: ... NS 2 Dr. Dol Age: 22U o o - o

- mU@PQM “ %m Proposed Operation: . WW%

Diagnosis: ... EXHNA. .. IB_H VOW) L2 Yretpoddomny B 4K Conix.....
B.P/ CRT; 1%@% Sy weignt:* ’10 ¥4 asnpysicalstaws: 01 &2 03 04 05

R A R P a—— ‘
Hgb: .Qq GIUCOSE: .o creeene PTORBIR e HIV: .. X-RAY: e
gmn

PCV: .. Urea: ...... Alb: HBS Ag ECG: ..

wee . b ot i, T s T 20 Echo:

L JF S T, NE: e DI B e Biood group .. Qggtﬁvéwasym

P s M e s R e | [ PR OEr, ciiaina
AT cunssssss T o SR .|| ||| P Thcicicmaaie

1 Y 1 |1 Y S T i

L L e—_— P MEDA -
Medical History:  OVS: Wvp AU vaho YEOPIT2vw,) OwpAlanl) -
RESP: Diabetes: () .

CNS : .
Renal : _Wu

Hepatic / GE : Physical Activity: ALAIVTC -

Others : Arrtivg vol (D (70 LOVEPY — T T yo xlne 0 \-,w\cq oD.
Past Anesthetc History. i, DL AfRenditoo lowny 0 2008 D SAD —ntuentrpnd -
Physical Exam: -

Airway: MP 1@ 4 Mouth Opening: @C Mentohyoid Distance: @ Neck: (v\)) Teeth: .EW'Q-!A’ -
ungs:  Bine (O, Lo -

YY)

os: W)

PregnantttTYes CINo CINA Venous Access Site : @ Spine Exam for regional : O
Anaesthetic Plan: CIMAC [LREGIONAL CGA-ETT (1 LMA \oa et

Peri-Operative Plan Explained to the P;tient: H:ﬂ({ 1 No

ol

CURRENT MEDICATIONS DOSAGE Pre-Operative instructions:
- — - . DVT Prophylaxis : U‘-‘é b
“RIYROXIN 2 ¢ mcq . Water / ORS 2 Hours /% 20
: 2 MLORALD R 0~ ‘\’m
3. Informed Consent: = Standard O Htgh Rlsk
. Post Operative Pain Management,CLBiSCussed with Patient

. Other Instructions:

Signature: ........ E/ NameyEM‘Vlwem

Docu. No. : RCH /FRM / CLINICAL / 044
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‘m\\\\\\\‘m\“\m\“ﬂ“ ANAESTHESIA CHART ﬁgislg{&rlz’s | ‘E:Eﬁ?wﬁﬁt\j

it s @ fof T treae thee lithe, Your Right 10 a Sate Delivery

rre Induction Assessment:
Change in Patient Condition: [ Yes Eflo Fasting Status: Ak poe -
Physical Status: | \ + Patient Identified =" Consent Present LT Chart Reviewed
H.R: @:duun_ [ B.P/CRT: mhn“*ﬂlsw, oo/ [RR: 1GJuaty « | Last Feed:
Pre-OP Diagnosis: qu LG k... Operation: L4PMNASAR2COACRRAL..o..... pate : [k
Surgeon: .. o Mad s gy Anagsthesiologist DV Technician: M&W&Wl
: TIME | . 2 -w
5 o Ao e
Douge : A\ vein -
Supposiory
{ov Pr..
Bood Loss Mﬁ
g fmwn
B R’
Urine Dutpat NOTES
m., )
£3 (
BP 0 t
V Systolic 220
A Diastolic
¥ Mean 200
* Heart faty 180
baseigiees 160
Theoat Pack ir. o . -—
Theoa Pack (e 120
100 B
aﬂ o
80 -
44
m 1
10 ]
v_"ﬁ
LAB Values
.
muwmmm Temp: Industion Regional: )
[0 HME £3 Fluid Warmer N 73 Inhal .éﬁ(mﬁ'lﬂy SpECHY. oo
[0 Cling Fim 1 OH Warmer 0, O RSl 2 Epidural 1] Caudal
O CuﬁSfte@ 44 O Hugger's ] Cotion Wool
O AUSHE e |y Dther m Q{{"hm
WEKGL‘.N Times: .Lr - st
S |t 2000 e
0 Montor _ W“Wt-------{ gy fﬂ ‘Parasthesia [¥es (flo
Oximeter OPENd: ......... Catheter at SKif ........a.u... G
[0 Capnograph Leave OR: e et e DmgName&Cch‘}. _Eﬂ) WW“{M&
O Ventilator Anzesthesia: Bolus:
[ Nerve Stimulator 0O A Infusion:
et L EH Yy s s Tk
L.D’ﬁessmmmcmm 1 Comments:
Line (Size & Location) Tra o 1o
Eye Care: DCEP mn i W oKy £ Other
% {T:‘"‘ OARL U Relaxant Reversed [ Yes ONo MK
o i pdis Ly 164, e ot socer DEMANNI BETHA
Awake DN Signature of the Doctor -

P
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POST-ANAESTHESIA CARE UNIT RECORD
Received in PACU by : .. YY) A DO TimeRecaived: .. LLLOP . Time Discharged : 39"4

0 250 | |y Gannuda Site ; \P%
240 240
w230 230 | [ 0, Mask 1 MNasal Prongs
§ :‘:‘3 gf’g [ Tracheostomy [ T-Piece
& 200 200 | O Oral Airway [ Nasal Airway
o 190 180
o
2 o lwemg: O wﬁ Drug. 0 Rl d@(ﬁ"l o
?g :% :gg NG Tube : O Yes o
Y 140 140 | Drain: [ Yes
A 130 | 130 )
120 120 | Urinary Catheter: [ Yes (]
" 110 110 -
w0 100 100 | Chest Tube: 3 Yes D‘NE
-, 3% ; o | ol 0 ¥es ,EJ{
= 70 70 )
IV Fluids:
60 60
& 50 50 | OralFeeds: Y24
u 40 40 Rei
Y » 2
10 10
o 1]
$PO,
MINUTES
Ws{ m‘*iﬁf‘m‘ B =TTt SCORING INTERPRETATION
e e o ot o SRS PO L[ |22 | AMinimum fotalScore of 8 s Requredfor
Able to move 0 extremities voluntary or on command =0 Discharge
‘bl o dsep tveathe & cough freely =2
o o B U2 2t L2 Exceptions to this, are to be explained in the
BP = 20 of Pro Anagsthetic leve ek space below by the Discharging Physician:
* =1 CIRCULATION
B 2 500 e Ansoshb e =0 ol 2 4422
=2
Wmum =1 consciousess 912191 gr2
Pink =2
E‘WW""W”'W :a COLOR ‘).3—— 7 I Ly 1l 1y
- ql9qlio|lo| (D
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score intervention Signature
Pain Tool Used: [ NPASS [JFLACC [J]WongBaker [NPS Reassessment Frequency:
1. Every eight hours for al hospitalized patients,
o : 2. For post surgical patient, patient with chronic pain, patient with severe pain
Anaesthesiologist Name - a.  Every 2 hours for frst 24 hours
: oo = b, After 24 hours every 4 hours
Anaesthesiologist Signature: G P .
Date & Time: d.  With in 30-60 minites after pain refief intervention
PACU Nurse Name : Transferred to Unit by PACU}
PACU Nurse Signature: Date & Time: 1

Date & Time:
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Dl . vssnasisese: | THBY nsiemsssisssives T TORBUIIEOONEDN ...civasiiseisiinisssessiossssinisimsnisvonisvssun sisuses

CSE /Spinal /Epidural POSBION Y o.insoniaiss STPAOB % cinanssinssssassassissonssmsase TACHIIQUE LDRALS] ...cociciniiinses
(01511111 KORRITT Catheter at SKin: ........eveeervecreesenenreensens AHBMIPES & ..eeeeeeeececeessssesssresseassssesesesssnsesens

BN WO 3 W NS OIS . it w4555l o

SORIIOTE CORMPIOBIIIN Y isusssuisiivismaversssnivisissienoissiiss el osnivsianshss i s AU saibsiissies bbbl oo sss s o s s st

Any other issues :
) smacnisss A S G S

: Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments

Delivery Details : ~ Time : ....cccecevvevecenenns APGAR: v SVD / Instrumental / LSCS (if LSCS Details)
Catheter ROMOVEA DY and TIDINSPECIBE: ............icccemvsismnsesssissssssanssasssssnesssonsssssassssssssssssarsssmstassasmmsmenmmeerensamessenensnanasensns

Patlont SaERcHoN « ... samassssmiss

Discharge /Shifting ordered by
Doctor Signature: ................
DOCHO BN wcnmiii i i nais

DA AN TUTI0 L s anemensilondiiiusshonntss siabinsta At it renusera il
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| 23-05-1903 BVyryomaso (F) o ’ Bll'tth h
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N (T Hospital _ | ) e
OPERATION NOTES
Surgeon : DP. MADHU ™ A QUﬂY Asst. Surgeon: pp. YOUCSHIIART
Pre-Operative Diagnosis:
Surgical Procedure: Ce~xVical Ce~xcC laﬂ e dowe undey P nal
anestH-esion
Indications for Surgery : P¥rDiIgvavide. wi (g ¢ o es ik H Y POty ¥ordise
with <shovt Cesvize C29me) foy  cequrcal Cenclage,
| Date: ‘T} 04 [ Q.G StartTime: |2 (Qp o End Time: | 00 Hv
Post Operative Diagnosis:
Peri-Operative Complications:
4
Amount of Blood Loss: 20 r0 | Blood Transfused (in ML)
Name and Number of Surgical Specimen sent for examination:
Operation Notes: P ageptc conditons , cande~
Spnal _anegHes'o  patient placed o litho fomy
posiHon,  paxk  painted and dfa?cd.
" Antenoy and  postenoy | oﬁa{na_ﬂ wal J-ﬁpgmired
~»efvacked uaing  S{mc Speccdum -
Doc. No.: RCH. / FRM / CLINICAL / 099

L

\



k.

%
"\‘«- T e -

19
L

— Aptesox \ip of CexVix held wiing 5,?0536 holcb‘ﬂﬁ

{o~ceps

~  Cexvital c,e/nfC\Ojt dove uling ™Mc bonald's +e chnigue
WiH &Pk Suduve  with  knot  placed qrﬂ-o(l‘crtsit!

- Hemo tael s  yecyxed

— N0 achve bl(,t’_d-imj{

- InShument< ¢ QGJDF Count tedllie o

AdV

— NBM % 2hr

- pest

— ™Momtoy Uitals

~ Follow c;\-g\_o_qc.lv\oﬁ¥

- FHR ™ om'gﬁM,

- W|F b\CAdJVUI pV ' N
— Tnfovyry SOC - %

“%ﬂ

D+ *1036,2(1\@03’1.

Name of the Surgeon: ......2.R. . NIADHO. MILIA. GITAY

Signature of the Surgeon: ....................

Date & Time: 17lef2026 ) ACPM



SURGICAL
SAFETY CHECKLIST

Scrub Nurse ; .

Surgeon : X0 MIQSNAITY T8 -
Asst. Surgeon : DY‘t \.[C(j;ﬂwm
Anaesthetist : .ﬁ.. ~vinecedh
.......... PﬁlﬁLSDOﬂ“-j _ Date:..];”. 1;,,

|P-00060372

VIH-00203314

Mrs DR RAJIVI .

2!»05-1'”‘3 33yom2s0 (F!
TA ANIRUDDHA GITAY

+ea,

Vil

......................... ourgery Name : CeEld2) el

... In-time : . Yexe. Mmom time :

-

Age:‘s.ayrﬁender ainl;%w
Q:gtﬁ Children’s Blrtthght
" Lingky| e I,.::,,Wx”m

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time:.\2:2000m.

TIME OUT  Time:......}2).}. 3.0 PM

SIGN OUT  Time:...... I (‘@ﬁ/

Pulse Oximeter on Patient & Functioning Iz"?e’s “1No
Does Patient have a:

Known Allergy? CYes CNo
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available CYes [(LMNG~
Risk of > 500mi Blood Loss
(7ml/kg In Children)?

Yes, and Adequate Intravenous

Access and Fluids Planned

OYes MG CINA
LG CINA

Blood Units Reserved [1Yes
Has Antibiotic Prophylaxis been given
within the last 60 minutes? Les [1No C1NA
Signature L ................................................
Name PRMWE@M ............................

Patient Has Confirmed
[dentity e~Yes CINo
Site e~Tes (No
Procedure ._,lzﬁa's [INo
Consent e~ Tes CINo
Site Marked IYes CINo CMA
Anaesthesia Safety Check Completed +¥8s [INo

Confirm all team members have
introduced themselves by Name and Role (1Yes 'No

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm NS, D, QM‘UI
Correct Patient (Check ID Band) .-:"Yés CINo

Correct Site (‘ﬂb v X “INo

Correct Procedure @9 o {fe’ |(%

Anticipated Critical Even
Surgeon Reviews:

What are the Critical or Unexpected ducﬂ.} "\ﬂ
Steps, Operative Duration, q ¢ w0

Anticipated Blood Loss? O “INo CINA
o) A

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [1Yes LD [ NA
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked.  (L¥es TINo

SIgNature & s ‘W ........................................

/@ TJNo CINA

CYes (A CINA

Name :.............

Nurse Verbally Confirms with the Team:

The Name of the Procedure Recorded W6s CINo

That Instrument, Sponge and Needle

Counts are Correct (or Not Applicable) Wfés [1No CINA
The Specimen is Labelled (including

patient name) OYes ©1No A |
Whether there are any Equipment

Problems to be addressed OYes =0 NA
To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? OYES C1No

Signature :.......

..

Name :......... DP\\,[ °4e SHNQ‘RI .............

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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;‘;;:1'.::-"\:1 1P-0006037, "%
Or. MADHUMITA AL’ O M 25D Ralnbow . " i g
< i i | @it

Early Warning Unservation Score Chart - Ohstetrlcs

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

Date
I-,L‘Je Time | 8| 9|10j11|12| 1| 2| 3|4|5|6]7|8|9|10j11)12|1]|2|3]|4]|5|6]7
RESP
(write rate in
corresp. box) |
Saturations
|_Administered
&
=5
un
o
< 35
170
160
150
140
* 130
S 120
“ a 110
= 100
o
o 90
80 =
70 A,
60 6w
50
40
190
180
170
160
“; 150
S 140
i 130
T g 120 N0
g 110 uﬁ_@:ﬂq
§ 100 Il
= 90
g 80
70
60
| 50
130
e 120
a 110
=5 100
= 90
g 80
¥ 70 FREER PGS
2 60 O
5 50
40
HEURO Sagn — ey 2 1 1 [ P .= r b b1 3t 1 J1_J_1
RESPONSE | aice
(v Pain
Unresponsive
URINE > 30
mls / hour < 30
Proté . Protein + +
foreindsia Protein > + +
. Normal
coen S o W e e
U Clear / Pink -
quer Green
TOTAL YELLOW SCORES -l Dl ol e :
TOTAL ORANGE SCORES v ¥ %4 L
Nurse Initial el N A A

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



Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

(- Sl N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Set of MEOWS Call the Obstetrician and Repeat

Observations
Observations in 30 minutes

\_ J N y

\
> 2 Yellow Alerts or > 2 Orange Alerts:

Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

o /

* The Modified Early Warning Score (MEOWS)
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PaT!uﬂ! 5t 23-05-1993

- Mrs DR RAJIVI

IP-00060372

asvenzsn (F)

Sheet No. : @

Dr. MADHUMITA ANIRUDDHA

SR | T

%

Rainbow®
Children’s

Hospital

Tt takes a iot to treat the Mtie

_ +UID CHART |

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

il
e

Nature
Date | Time | of Fiuig

Route

NG

Diarrhoea | Vomit | Drainage

Urine

phlebitis-
Score

Sign.
Nurse

Mouth

LV N.G

08:00 am

11:00 am

2N\
09:00 am N
\’N‘,\k 10:00 am N'ggn

EH

12:00 pm M

4 RL 1ooﬂu!'

01:00pm | P 4
I T

n L2
T

Total Intake :

Total Output : PO«

02:00 pm | \DRIVIA

03:00 pm | K

o

D3
3

04:00 pm
o
p'/ 05:00 pm

QJ
<

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

“Total 24 hrs. Output




Patient Sticker

—_—

%
Rainbow” . C
Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS
It takes 3 bt to treat the ftde. Your Right (8 & Safe Delivery

| FLUID CHART |

Sheet NO. & oo

1. All measurements in ml.

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

IV Site

Thrombo-

Date

Time

Nature
of Fluid

Route

NG

, . - : phiebitis | Sign.
Diarrhoea | Vomit | Drainage | Urine | PQIebt Nurse

Mouth LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

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 :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

~ Total 24 hrs. Output
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Mrs DR RAJIvI IP-00060372 % I
23-05-1993 Yo'mn Rainbow" ® - v e
Or. MADHUMITA ANIRUODYS s Children’s BirthRight
ﬂ/Ml!!llllﬂﬂﬁlll}mumm : Hospital _ | {)searicsi:

DRUG CHART

Date of Admission: .....

FOR THE SAFETY OF THE PATIENT

‘-”617“0)" DRI ABOINE oot e

. %ot known any Drug Allergies

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 Tirhe
- 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 : pater
Dose Route [ Frequency |Start Date| ’
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : pater
Dose Route | Frequency |Start Date ’
Doctor’s Signature |Valid Period| Pharm. ]
Additional Instructions:
- , |
Date»
Dose Route | Frequency |Start Date ’ |
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
| 1

Docu. No. : RCHBH /FRM / CLINICAL / 118

Page: 1/4 (PT.0)
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A4

W\ N\W\\m

REGULAR PRESCRIPTIONS

Weight. ..

b s L

[ DRUG: T~ THYPOXINE

Date»
Tige

NCe
125 | Po | sarcy |U7(s/2e

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

A DR Yo eSHIWART

Additional Instructions:

ON EMPTY ST0MACH

Daily Doctor’s Endorsement by a Sign

DRUG: T. CEFIXETME

Date»
Tir'ne

Dose | Route |Frequency |Start Date
12-TH
200mMQ po HOURLY 17 (6[24

Name & Signature of the Doctor
Starting the Drugs:

< OR YouUELHIWARY

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: Y - PANTOPRAZoLC

Date»
Tig‘le

gomt| Po | QREE [11gme

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Hi DR JoUESHIWART

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: T- PARACETAMOL

Dates
Til;ne

\Clm PO H ou Ly ‘T"}h

Dose Route Frqugﬁncy Start Date

Name & Signature of the Doctor
Starting the Drugs:

< DR YouEtHIdART

Additional Instructions:

Daily Dector’s Endorsement by a Sign

Page: 2/4



VIH-00203314 IP-00060372
Mrs DR RAJIVI ‘ L"“J
23-05-1998 3vo0 Masn F Weight. . Ward. .
Dr. MADHUMITA ANIRUDDHA GI
L Tipe.
TIE’]B l Nurs‘n'a' Sig. ] Nurs&Sug. [ Nurs&Slg. I Nurs&S'ru.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Or. Sign.
ROUT& Start Date Dose Dose Daose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o fose aa ol
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
Additional Instructions: e v T e
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign,
VARIABLE DOSE L g S
Tlme Nursf.' Sig. Nurs‘e' Sig. Nur:ss Sig. Nurs‘e'Sig.
Dose Dose Dase Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign Dr. Sign Or. Sign Dr. Sign
Name & Signature of the Doctor Dose . i e
Dr. Sign Dr. Sign Dr. Sign Dr. Sign.
Additional Instructions: et o - o
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
: o Dosage & Other pTam——
Date Time Medication A Route ignatu Nurses
T3 HY PROXYPR] - Y -
\T|4f2e) (R Goamfesterone cappofre 500G | TM | I Eap—
ENT CEFOTAYING
; laem v Q‘M
11]6]2¢] WsAD | arrer Test pose) -
TNT PANTO PRAZD| € ;
11]¢|2¢| 1:20Am £omMG Iv &4
, T0F METOC Lo PRA g
U7[6[24] 10204 ~MIpc ey | B e [
1o | ['ov Pm PP TRAMAD UL (o0 wiy Pr e %
b -
k/

Page: 3/4
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I.V. FLUIDS CHART
Date Time - Composition . Weight. .. (\é U_,]
(It infusion, mention ml.,’h(r}le.l\:‘:.wl:i!;:rll:!n_ etc) Route FFDn\-’ﬁ;Erate Doctor | Nurse | Date fward
| 15'26 \\Pﬂn pINC‘{@K Sign v Sign Stopp;g Dgg{?r NSLiI;e
CACTATT v | FFl < _\k’\'\\' o
R\ \ @py/f
7o %\N‘ RINGCR w NS
CA lo
el N s I »

ey
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ESTIMATION SLIP Rainbow” | @ gyt pieh

et X Hospital BY RAINBOW HOSPITALS
o ¢ takes & ok 1 et the e, Your Right to a Safe Delivery

atey LSLLlQL UHID/P No: _\Jlk= (p2204  si.No: 2g 833

Name of Patient : I I! ‘ |22 AYY Age: 29— Gender: E

Father's / Husband’s Name : l\AY . Qu\;. =6h Corporate/Occupation :
Address: (: i Phone : E}é}@ E}GBOQQ Email : A
Procedure/Plan: .o C\OJZBQ, pos: _\7Y \ob \ P
MODE OF PAYMENT ﬂLF O TPA : O GIPSA : 0O, OTHER
TARIFF INFORMATION : DY - ’%m\, ana-< | VY- Mcri\r\ wmA hey
ROOM DAY
CATEGORY GW SwW TSW PR DLX NICU PICU MICU CARE
Room Rent &
Nursing Charges 9\ \\ﬁ a- S \
Doctor’s Fee 2. \Q"}i | L. \___
L. Tax | !'E (1))
- PARTICULARS 3 AMOUNT( %) —
Surgeon’s / Anesthetist’s Fee / O.T Charges | "2/ yOO [
O.T Consumables 2. N |— Subject to approval by TPA/Insurance Company
Instnlgpréharges/ = / o : Not Covered by TPA/Insurance Company
Pharmasy, Consumables & Investigations !b As per actual — Not Included In Estimation
- Monitor : Lﬁﬁs ,(" | Oxygen: l Infusion Pump/Syringe Pump:
ipm
g‘l’l:rges Ventilator | Conventional: HFO-SLE 5000: HFO-Sensormediz:
\Phototherapy §)’ngle Sutfacey Double Surface: Triple Surface:
Blood¥ Blood Products / Implants / IP or OP tisal Estimati
Procedures / Cross Consultations, etc. & Aspera X ~Hetin g i g |
7 < ¢
Package Nep - J, 5060 j~ Kre -2 000 —
Others
Initial Minimum Deposit |, 55,000 |~

REMARKS :

1 ¢ estimated amount may change according to duration of stay, medical condition, investigations, pharmacy and any other procedure.

2. __e estimated surgical charges may vary subject to Surgeon’s decisions / Complications / Patient’s requirements / Modes of Procedure (like Laparoscopic,
Thorocoscopic, etc) / Unilateral to Bilateral Procedure.

3. In case the patient is shifted from lower category to higher category, all charges for the consultant visit, investigations, operations and/or procedures from the date
of admission will be according to the higher category.

4. Room eligibility is purely subject to TPA approval and the Package/Room tariff starts from the time of admission.

5.  Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and
may not be reimbursed by the TPA / Insurance Company at later stage.

6. For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/HbsAg, Medical Records, Insurance Processing Fee, Double
Occupancy and Registration Charges, etc, credit cannot be extended. These items are not payable to us as per Insurance Company norms.

7. During Non-working hours of O.T (8:00PM to 6:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not covered by
TPA / Insurance Company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the Financial
Counseling desk between 9 am to 6 pm.

8. Difference, if any between the final bill amount and amount permitted / approved by the TPA or total bill amount in case of denial from TPA has to be paid by the
patient. In case of denial, cash tariff would be applicable.

9. Two attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted in the rest of the categories of rooms. And no attendant is
permitted in ICUs.

10. Tariffs are subject to revision.

11. Kindly check your billing status on day to day basis at IP Billing Department .

E - DECLARATION
I ‘fI have attended the Financial Counseling desk and understood the expect: ts and other conditions

applicable. In case the TPA/Insygancg Company ﬁ the claim for whatsoever reasons at any point of time after discharge, . e with the hospital.
NN
\ \

Signature of the Client L Signatory Relationship Signature of the Financial Counselor




