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e _ Rainbow Children's Hospital - Secunderabad
Rainbow H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children's i Telangana, INDIA ,500009.
Hospital ™' __%: ; TEL NO :040-42462200, Ext 2000,2001,2002
kK WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP-00060236 Admit Date : 05-Jun-2026 Admit Time :07:25 AM UHID : VIH-00202411

Patient Details :

Patient Name - Mrs K VENKATA HIMAJA Age :28Y1M1D
Guardian : Mr P KRANTHI KUMAR DOB : 04-05-1998
Gender : Female Religion
Occupation : Martial Status
Address (H) - 203 nakshatra block, gk's festoon, Sainikpuri Phone No : 9573705324/ 8309036505
Sainikpuri Hyderabad Telangana INDIA E-mail " . kranthi p7398@gmail.com
500094
Admission Details :
Bed Type : MICU Bed No LW 219 Ward Name : N 2F-LABOUR WARD
RoomNo : LW219 Admission Type : First Visit
Contact Details :
Name : Mr P KRANTHI KUMAR Relationship : W/O
§
Contact Address Phone No : 9573705324 J
Signature
Doctor Details :
Doctor Name : Dr. BHAVANA K Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 05/06/2026 07:29 Printed By : 017231 Page 1 of 2
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e N Eall?db_r?r‘l:s ‘Birthnight‘
BY RAINBOW HOSPITALS
/ MI/W”I/”I”I ”/”/ ’/I”l s kY R B Daeay

.. ETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: B\L(Qé’

Baseline Information:
Admission From: O ER [JOPD  ~=Admission Desk [ Others, specify .......... e R 100
Primary Language: [ Telugu A English [] Hindi 1 Others: SPOGHY ... cidmmusiisemmiisiaiis
Do you require aninterpreter? ] Yes_+"No IerSSpeCIfyH
Source of Information: E’?ﬂu ] Family L GRS RPN i i s WO s A
Allergies: [ Yes LAG ["] Medications [ Blood Transfusion (] Food [T (OMBEE s s avaiesisianinss
[EYBS , IUBITIEY ..vvvvvoereeesses rrmesessesesssssssssssnesssssssssssssnsssssesss s R34S R
Chief Complaints: .. Doctor Notified on Admission: uz«v? CINo

C,.Q}M L. CQA QQATC\,QUL%‘{‘ Name of the Doctor: JJ&.:.. LIS
Time Notified: .....ks %06 *"\

Past Medical History: Obtained From \+Patient  [J Family Member () Medical Record [ Other (Specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

21

' il N
o EC.c!lj_h;{@ e Mi

Gynecology Assessme:lq_gmppiicabla Gynecology Surgical History: Gynecological History:

Menstrual HIStOry: ............cceesemeesesseeenenes | Ca€Sarean Section: Mo [ Yes Contraceptives: |_L¥No [ Yes

.| Cervical Cerclage: «#No (] Yes Vaginal Discharge: Mo [ Yes
Onset of MENArChe: ........cc.ceeereeesenseneennene | ECtOpIC Pregnancy: o O Yes Post-GCoital Bleeding: E}No [ Yes
Menstrual Cycle: (] Regular [ Irregular | Myomectomy: L,?I@ O Yes Infertility: =fo [ Yes
Last Menstrual Period: ...........ccceevserrennn | OhErs: If Yes Type: [ Primary [ Secondary
OEttc History:: G P&E:”W? ....... Licsnnn ¥ e s

BIAMIORE LBES: ... .o Triuescusasmsmrasnsssmrsssarsssassmnsasashsasasansinsssiasss

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

Family History: | J2No Abnormalities Detected
[ Heart Disease CJ Hypertension [l Diabetes [ Stroke [ Seizures [ Kidney disease

[ Liver disease O other MOThY . 'Dmr &(ﬁltr - HfN\‘t Dn"l
Vital Signs / Measurements: Temp: . Q%" (v[’\ HR: %ﬂy m RR: 'ﬂ b(”)
BP: .léll.%.mwl Weight: 5%:s4  Height:».) 160 BME e

Pain Assessment:  Pain: N \fgs D\Nﬁ' (If Yes, complete the Pain Assessment / Reassessment Form)

S
Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)




VIH-00202411 IP-00060226
Mrs K VENKATA HIMAJA

04-05-1998 28Y1M1D {F)
Dr. BHAVANA K

AU

PHYSICAL ASSESSMENT

—
General Appearance: \,,En{aﬁhy [1ill looking [C] Anxious [] Agitated = OHONS: s

Fall Assessment: []Yes 00> Score L.S (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: s [INo Score.g&c&......... (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 CZNo Abnormality Detected
U Developmental Delay ) Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: \,Zﬁ Abnormality Detected
(] Overweight (] Poor Appetite > 3 Days L] Needs Therapeutic Diet.
[ Under Weight L] Diabetes Mellitus L) Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

€Talm & Cooperative L Restless (] Depressed L] Agitated [] Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single \arried  CiDivorced (1 Widow
2. Special Habits:  Smoker: (] Yes oG Alcohol Abuse: [Yes (LNg™ Drug Abuse: [ Yes“TTNo

Social History: Lives With ................. *P(’A ....... {/ “{ ...............................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : [ Yes E*Nﬁ' Waste Disposal Explained: Lyes O No

Infusion Pump : E}( CINo Hand Hygiene Explained: “f/;/es L No L] Others
Above information given to .. 0D~ H%”n’@gj o L

Name of Person Orientation was givento: .¥0.8S ... 'Hw? ..... O

OHSRNINAS OB RBABDIY ..ot B e A ibier

Nurse Signature: k@
Nurse Name: ... K. IJ'@}“M

Date & Time: .. L’ls’?é —%55?’“")




2
Rainbow”® i

Children’s .BirthRight"
ALIAFE=r
B asax 1 FORM Hospital | (g uumeoncms
Mrs K VENKATA I-Inmu.m.‘.‘I 5 -
| Date & Time of Admission Date & Time of Transfer Order
AN | fioy o 2200m | Sii26 o Gtam
Treating Consultant Name Transfer Ordered by Reason for Transfer
o7 - Qf\nw‘:uf Corpitar  (&rC Qaﬁg
From Unit To Unit Information to Attendant
YO (D oT YLt No[ )
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
%( \_ﬁ \ Yes[ | No[ ]
If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ftem Name Quantity
1. e
2. ¥ i
; KA
5 el

8
Shifting Summary / Notes Written by Doctor : Yas,gf No[ |
0V - ﬁ dlw\c e
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

s . fpra&wm oY - Aclaaite

Patient & Clinical Records Received by :

o
o
Date & Time of Patient Received - S| B\ 20 (A0 e

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

|| Unavailable Bed " | Nurse not Available || Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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PATIENT TRANSFER FORM

7z

Rainbow® ] IRe
Children’s (L BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes ot to treat the ittle. Your Right to a Safe Delivery

ARV

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
o AIM,
o B Qb)el )20 @y:a5am | 0Bl06[XE )
- 04-05-1908 28Y1M1D
Or. BHAVANA K

Transfer Ordered by

D“» Mad hay

Reason for Transfer

| sy -op (o™

From Unit To Unit Information to Attendant
Yes No[ |
0T MICY -t

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed
over to attendant

Yes[ ] /‘1{"
:, . = If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1. -r-“*—_"“L e
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor : Ye/sﬁl/

No[ ]

D Erhwin)

Name & Signature of Person who is Transferring

Gr ‘M&ﬁm&& @

Name of Person Ordered Transfer

Do MRAJ\&\}

Patient & Clinical Records Received by :

mem

Date & Time of Patient Received : g [é (2__6 @ 16m

T

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

|| Unavailable Bed

. Docu. No. : RCH /FRM / CLINICAL / 102

] Nurse not Available

[ ] Available Bed not ready



VIH-00202411 |P-00060236
Mrs K VENKATA HIMAJA
"""""""" 1]4-05—1958 28Y1M10D {F)
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Rainbow” &
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i S| @t

Presenting Complaints Mp: 1] 12| 2008 - EDD:

Corrected EDD: 1"} 6q)ec26 . GA: 26 toles

Obstetric Formula: P-éJm q«aduuk:lﬂk Menstrual History: Regular : -B/Yes ] No
Ph) - l/q.ﬂffz, nNed s L —
tr
Bhetarie Hostory: Obstetric Examination
ight — 24 wles -
{5 i y%&ut} P«&E@naj}tﬂ ( PaheoubFundal Height: )
Cenc
Ut. Actwrty ¥ Relaxed ] Mild [(IMod []Severe
Present Pregnancy Record:  Reoed to Liquor: [] Adequate [ ] Oligo 1 Poly
For Since Cencephion o' #|p Spoting PV pp. []Cephalic  [Breech  Others

+ § weels 2 els e
at 17 + 28 ¢ oeeks <P Head Fifths Palpable:

Consesuahy . She 1€ on Tab: Ecosr—y
RISKFACTORS: | e, o op FHS: ©formal  [JTachy ~ [IBrady [ Absent

Since .
(i'?— +rS weeks . < ‘54 bpm -
Per Speculum Examination o} dove -
Draining: [] Present  []1 Absent [] Bleeding

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

Vaginal Examination o} doue -

-ksbo—u ceanx (2¢ mm) B

Cervix: [] Long [] Partially effaced [ Effaced

Height: ..1.5®....cm
Weight: S7.-20 0Os: Closed Dilated
Allergies: ......... NJ.\ ....................................... Membranes: [ Present [ Absent
S L P:bnormal Liquor: (] Clear k] Méconium (] Blood Stained
General Examination: P+ )s ¢el&
Consclotsness: D Pallor: &' Presenting Part: [] Vertex (] Breech (] Others
Icterus: & Edema: Sutton: O-3 O-2 O-1 O0 O +1 O+42
Temp: pfebsile - PR: ‘39 bp™ *  pelyis: [] Adequate [] Doubtful
BP: j2=} 70 DTR: (®
CVS: 51520 RS BNE@
Liver/Spleen: N9 D - Urine Output: ydl eq -

DIAGNOSIS ----------------===mmmmmmmeece oo ccc e mm oo m o cmaomomoomococcono s s ss e s

P-é)m\ﬁag_a_u‘dq u)\\—h 2¢ Weeks tm\-h Rh nedc&-me, P@annu_, wikh -

fibeoid wesus W anemia - ;
: with Shoa) Cetuix for  Ceruieal Cerclage

Docu. No. : RCH /FRM / CLINICAL / 087 (PT.0)



IP-00060236

VIH-00202411
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04-05-1998 28Y1M1D  (F) Bkl
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Mother - bm
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Medical Histt\}ry:\ ‘ Medication History:
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e] 3 to P2 Bhavana mam Investigations: [ . NEtrﬂﬂ"riug
Wy HBGi: "0 posprvE
- AdmSsyon Hgsnd NR. p C2 S Neﬂaﬁue (_aq)qae/."
- (onseut Hcu Slé(2e —
= PAS NDRL Cgp - ’13{ 13:;.:0{2,»87[__
= Fa.z,} Pvaefmtaﬁof)
= iiBm o NV Scan - Ceuiedd -“-L‘(j?-h
~ : ) %? b(}) e, %Qa)n’)eq} =
FHR mczww\.ﬁ H)e)pt
—  mowlos uitals ,"5‘:”’2’: o s
) ! — ' ’
= Fellow dbu@ chasd M+ " rGUJl.Cb
-r,lpsmm- i % ﬁu}~hqh'
- Fuferm Sos- fubzamusal Foseid AF— LP -s-cur
— Send C¢BP- N fos}-. wad 18x)2mm . - |26 mm
«\)&R& ) %m\ * “JEFF Scan = © Cexuical Jepqth
51612 b 7% Hoaw 3¢ |4 Joo ot - amsessppet
SLYLF = ’°5’9°% '
20 + 4 WS SLYL
PL— Aw- bigh - 23+ &fo|es
L - 3emm - PL = AW~ lower
SCieen ?Qg';ﬁ\_ye, &”i ‘e“')cj [ I S 0’
pareclampsie - f20m In}- 08
No anermalies . Gl 2Jp SO
Frs Bonsiiil &
Consultant Name: ..... P2 Bhowana.
RMIRMIEIIE. .o b ssimepinbisciiaissisaissaisssassies
Date & Time: 56 ) 202¢



VIH-00202441 IP-00060236
Mrs K VENKATA HIMAJA
04-05-1998 28Y1M1D (F)
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NURSING CARE RECORD
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Date: S(GL%

e | ) Maintain Airway and Oxygenation I Relieve Pain & Discomfort [] Maintain Fluid Balance ] Improve Activity Tolerance [ Maintain Good Nutritional Status [] Maintain Skin Integrity
E | Maintain Personal Hygiene | Prevent Infection [ Meet Elimination Needs 1 Ensure Safety [] Early Ambulation Reduce Anxiety [J Patient & Family Education
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VIH-00202411 1P-00060236
| unxvenmmﬂz:?fm 5 (Fl . l;é:: m
04-05-1998 ainbow . T
Or. BHAVANA K v Children's | & BirthRight
AT NURSING CARE RECORD Hospital | (e i
Date: ... oL Lo
o | ) Maintain Airway and Oxygenation [] Relieve Pain & Discomfort [] Maintain Fluid Balance [ Improve Activity Tolerance [1 Maintain Good Nutritional Status [ Maintain Skin Integrity
E ('] Maintain Personal Hygiene 1 Prevent Infection ] Meet Elimination Needs Ensure Safety [1 Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ identify Potential Complications [0 Any Ofhers: BpBeIlY...coon s s S s S
Time Plan of Care Time Implementation Evaluation Re-Assessment % Sl
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Docu. No: RCH /FRM / CLINICAL / 148
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PROGRESS NOTES AND DOCTOR'S ORDER

& Time Progress Notes Doctor's Order
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OGRESS NOTES AND DOCTOR'S ORDER
ga':?me Progress Notes Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088 (RT.0)



Y ‘ Rainbow Children’s Hospital - Secunderabad

Rainb"i}w H.No0.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S ,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children's Telangana, INDIA ,500009.
. BirthRight
Hospital 4 TEL NO :040-42462200, Ext 2000,2001,2002
e WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs K VENKATA HIMAJA Age : 28Y1M1D
IP No: IP-00060236 Sex: Female
Consultant: Dr. BHAVANA K Ward/Bed No: N 2F-LABOUR WARD/LW 219

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

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
Iso consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
1surance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

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

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

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

Note:
1 We do not allow use of medication brought from outside by the patient.
2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
~learance. In case of faili bmission, | will pay 200/- Rs.
Receivers Slgnature....é;.g

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

Sig tdg of‘!;atient!Relative:

203 nakshatra block, gk's festoon,
Sainikpuri Sainikpuri Hyderabad

Date: /(‘DB , L[Q Time: A" 15/(} q\ Telangana INDIA 500094

Wittness Name:
Wittness Signature:

Relationship:

Name: P Kp{\rjﬂ'}f }ZWR Patient Address:
Boxland .

Printed Date / Time : 05/06/2026 07:29 Printed By : 017231 Page 2 of 2
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VIH-00202411 IP-00060236 W
- Mrs K VENKATA HIMAJA Rainb%w“
04-05-1998 28Y1M1D {F) X . . p
Or. BHAVANA K Children’s @ BirthRight
Hospita' . BY RAINBOW HOSPITALS
It takes a lot to treat the litte, Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse:

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

Staff Signature

1. | Antibiotic given prior to surgery? Ms 1 No
LI Single Dose Antibiotic ~ Or \E/thg Antibiotic Regime ‘g/_

Antibiotic administered within 60 minutes prior to incision? [ Yes [ No

Name of the Antibiotic:(j..v.\:}:....Q?.%O.mmﬁ ....... L%m ...............

2. | HairRemoval , Yes [ No IfYes: [ Surgical Clipper
Department where Hair Remuved:t_?\ﬁ&d (] Operating Room :@
B T il

3. | Patient's body temperature immediately post operation (Recovery Room) X % ép
L] Oral Or [J Axilla (Goal: 36-37°C)

Date & Time procedure started: 5]6[&1{] ....... qcaoﬁfh ......................

« Ensure formisfilled in completely by assigned staff whenever patient had surgery

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

« Allforms (Bundle care and when required SSI form) are completed properly
- Forms must always be keptin Infection Control folder in respective department

Docu. No: RCHBH /FRM / CLINICAL / 038
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Rainbow® .

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

Hospital BY RAINBOW HOSPITALS
SPECIAL PROCEDURE It takes 3 ot to treat the Bitle. Your Right to a Safe Detivery
Patient Name : . 1RS - )< VENKATA  NE AZA Gender: 1 Male ~Female  Age: - . S—
UHID No : \HH—oo%%n/ ..... o236 . Date:..S/8)2¢e2¢. .
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 formis to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

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

S R o Rl L e
i e e e i o N DR 4 e MBS AT, EEDAAEA ...
............................................................................. T O L o it s S

| 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.

..... BLEERINGL,.... . INFECTonl..... CHANCES. oF . RUPTORE...CF... MIEMEBRANES ...
..... CHANCES  6F .. SperuTANEeus MISCHRRIAGE ... CHONCES . SF. e,

............ R Ny L pe RR I 1 Ry SR
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. )@ it
4. |havereceived allthe information | desire concerning the operation or procedure and , N
5. lauthorize the consent to the performance of the operation or procedure. =Y La
Name of the Doctor who is performing the Surgery /Procedure: ................ooevvnn i ol L LR LN s
Consentee : M Patient Attendant :
Signature : ......... L I S Signature : ............ 24
Name : ..MAS.. X . VENKATA. HIMAZS - Name: .......... .. Keutid Qwnnanw
Date & Time : ........... Slé.l2026... 72150 Relationship with Patient:
Date & Time :
. - ) Doctor (who is taking the consent) :
. . B e R TRV (I
" e A a
Name: ...\ % ¢ { {,([q ................. CHRTHIER T Prf\SMW\J\ ...........................
Date & Time : 2.0, 25......... 2wl SAT ... S/€) 2026 . - )€ APLs

Docu. No. : RCH /FRM / CLINICAL / 027 Das &Time: ..........Likai S | el O
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P UMW CONSENT FORMFOR

%
Rainbow® . S (Z B ﬁ]
Children’s @ BirthRight GENERALY REGION

Hospital .g‘rf:i*ﬂhffwgg_sz*ly ANAESTHESIA / MAC

Patient Name : .......... k 5 VEMKATA'H‘M“JA AGB © o B s
Gender: MO R& - IPNo:. ... Consultant: g“"w .............
Ward i Betd No: 2 wc.ccouccisioscusass .. Anaesthesiologist : . Dy MM

Operatweprocedurepianned Ce’bwca—l o R iseeesrstreearspetbme e

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.

[0 Heartdisease [ Hypertension O Diabetes mellitus O Renalfailure
[J Hepatic disorders [ Shock [J Multiple organ failure [ Polytrauma /RTA
e

Commentswa

*  Doctorto documentin 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
\IE”WET A f"}'\M‘\' T4 the above mentioned operation | Diagnostic | Therapeutic procedures

| authorize and give consent for anaesthesia (2Regional / 1 General Anesthesia / 1 Monitored anesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, 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.

CIN : L85110 TG1998 PLC029914 www.rainbowhospitals.in



| 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, CVP 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: @ Yes  [INo
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMAT ION FORTHIS CONSENT

e
| declare that | have explained the nature of General Anaesthesia eglonal Anaesthesia / MAC to

be given and discussed the risks that particularly concern this patient.

I have given the patientan opportunity to ask questions and | have answered these.

Patient / Patient Attendant : Witness : %_ﬂk

Signature : . \&-‘ o T Signature : .
Name : l Menikits.... .-LQ F30 V1 Name : Kw'c WMXM/WLOU(."“M
Relationship with Patient: R A— Date & Time : oo

Date & Time: .......

Doctor (wl}cfis akihg the consent) :

Signatureé.

Name :

Date & Time: ... 0 §

CIN : L85110 TG1998 PLC029914 www.rainbowhospitals.in
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Mrs K VENKATA HIMAJA %

Department of Anaesthesiology or swemnax ©"'° ©  Rainbow® | @ . O, .
PRE-ANAESTHETIC EVALUATIO! | ] ii'n"iu‘ummmmnnm ospar - | e

Name: . VW“L ‘u"’““i"‘ . Age: . 7&3“ Sex: . o UHDNo: V¥ 002024 |

. Gg&bq M . Time: .. 9308w, Prﬂmsed(}peraﬁon CU“ML-A
Diagnosis: ?(:rvv? ) c U}umu_! i .

BP/ CRT: ""\a"‘ HR: C’fé'(""le\raag,m;’7’L %Aphysucals:atus 01 &2 03 94 O5

Laberatory Data:
11 R GIUCOSE: ..vv e verrcrerveas PIORBING oo Vi XBW: i
PIBY. ...ciicinene | — . . o Blood group: .............. Stress/AngIO: .....coveuennnn.
L K consamesirsnmas W e | & e s 1| R,
. § o Cat+7 oo, PKPNOS: L, T i

Bl s SOOSAPT caseuacma Allergies: WM .

Medical History,,  CVS:  \)
RESP \ Diabetes @

ONS : \

Renal : \

Hepatic / GE - ’ Physical Activty: Gyood

QOthers :

Past Anaesthetic History: w5 | Q'WCM"

Physical Exam:

Airway: MP1@34  MounOpeng  Mentohyoid Distance: _Neck Teeth:..
Lungs: ZAER) Arom: cdagual (I ) D,
€@ 5,6

oNS: NP

Pregnant. &Yes C1No CINA Venous Access Site: &) Spine Exam for regional @

Anaesthetic Plan: O MAC Déaum CIGA-ETT CILMA

L T T T T R PP PP

Peri-Operative Plan Explained to the Patient: o Ves 0 No

CURRENT MEDICATIONS DOSAGE Pre-Operative instructions:
1. DVT Prophylaxis :

Water / ORS 2 Hou
2. NILORAL<T ' *

3. Informed Consent: Standard O High Risk
4, Post Operative Pain Management: D'ﬁ/iscussed with Patient
5. Other Instructions:

D P M edbay

Docu. No. : RCH /FRM / CLINICAL / 044
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"V ANAESTHESIA CHART  Ghuercl® | [gymeiecte.
Il Hospital | Q) mieroe
Pre Induction Assessment:
Change in Patient Condition: [J Yes 'I{No Fasting Status: %{Mﬂ:
Physical Status: | <1 Patient Identified & Consent Present & Chart Reviewed

H.R:

1NO \wa

| BP/CRT:\10 | 32

[Sp0,: (6O ~] [RR:

[Last Feed: ' &~

[FH{ vz

Pre-OP Diagnosis: ?7‘"“°(-MLA“W‘“(J“*-OpemMn Gt Con

Date 09{"1’4

Surgeanf}t

Anaesthesiologist: ... Q.. Madray,

T
-

. Technician: V\m“;km»

TIME A altv l‘?j
N,O /AIR /O, LPM i )
HALO /SO ISEVO Aottt
Drugs:
Suppossory
Biood Loss
21N

o[ /520, ) \oo [1&©
€6 AR
Tine Outgut = s
53
op 240
V Systolc 220
A Diasiolic
X Mean 200
= Heart Rate 180
Teni iy Time
‘her:::‘le 160

140
Throat Pacii I
Thenat Pack Gt 120 s 'w

10 4 4 u

80 Y.

60

20

10

v'ﬁ t

LAB Values
GREE
& Equipment Checkedand | Temp: Induction Regional:

Functional [ HME ] Fhaid Warmer Ow 3 Inhal Extremity L
A Lyr | OCmfn O Ouvame | Ofeo  ORS OApral [ Epidwal ] Caudl
A cunsne =N T (1 Hugger's (0 Cotton Wool 7 Others Others: CLy:

O AtSHE: oo Other ASHn]
€1 £K6 Lead Cisido -7 2 e o g
OO Temp Site e 5 0 Arway 0 Ol (] Nasal she: =2 w‘
O L i mmt..Qﬂ.t‘:;&ﬂ 33 T S— Ao € Neodte Size: 2. QC bepth ...
B ﬁa;mum )2 7 ORI« O Onl CINasal O Cuft Parasthesia []Yes &MNo
LA Pulse Ovimeter RPN it O Tracheostomy (] Topical Catheter at SKIf coc.vnopoens M
[ Capnograph Leave OR: -Lﬁmﬁ“ 2 Drug: Drug Name & Coge R'Y‘Lr 0rs "'
O Ventilator Anaesthesia: O Awake [J Direct Vision Bolus: - VALAN
0 Nerve Stimulator 0 GA [} Video Laryngoscopy [ Styletiz / Bougie Infusion:

) ne O Monitored Anaesthesia Care [ Fiberoptic Block Level: ....}..
Postion: Ao s Reglonal Bladed ..o ANSTPIE oo Gl T!’

Line (Size & Location) Tmm“

Ei“g-r.;: (1, TN O Bilat = BS U Oxu O3 Other

) CIART, R [ Semi-Closed Circle Relaxant [ Yes 1No NA
O Tape <y L8RV [ Closed Circle

i Name Dector
0, Padding o O Other
Awake =] of %"W L srarmsaroa

LA
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Rainbow® . . oo
Children's | @ BirthRight
Hospital .'i\f RAINBOW HOSPITALS
It vakes B It 10 treat the htthe, Your Right to a Sate Detivery

Received in PACU by : Mﬁ})&a’ Time Received : ’D@M Time Discharged : UF"') Gorne

el 250 |V Cannula Ste Pheaenta.. 1 ‘%uh
@ 230 e 230 | [ 0, Mask [ Nasal Prongs
2 o §f§ [ Tracheostomy O T-Piece
& 200 200 | O Oral Airway [J Nasal Airway
[+ = 1690 180
. 180 B0 }b’i‘
8 17011 :rn Vomiting : O Yes W Drua}:..._PfL._._&Qﬂ e
= - Y A o o IneTbe:  Oves @6
v o - ool L Dvws ON~
A 120 A 120 | Urinary Catheter: [ Yes Dﬁ
§ 11;: :::; ChestTube: [ Yes [INo
2 o | wnora O Yes
70 4 T0 y
5 ST S |
= 40 40 =
v 30 30
20
ot -~
0 0
5P0, 1
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrste Score) IN 30 160 1 90 out SCORING INTERPRETATION
pro s b ol s S S | Y A Minimum Total Score of 8 is Required for
Aol to move 0 exvemddies vokstary o on cormand =0 t L k Discharge
Abls t0 dnepm & couph feely - % - 7/
[’I’ﬂ“ or uﬂ*‘ = SHRATION
Apneic =0 ‘ b8 Exceptions to this, are to be explained in the
B S |13 [y [T || e bl by e Dctario ysan:
BP = 50 of Pre Anaesthetc leve =0
Fﬂm on cabing E z cowsciousness | |) . L
Pa p— 3 ooon p
T o 1 1915
TOTAL g 0‘ \O | (d
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

)
Aore

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

=

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 reliving intervention
d With in 30-60 mintdes after pain rebel intervention

i
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2ot 1o treat the Jitie. Your Right 1o a Safe Delivery
vepartment of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DAE: .oereeveereeenerensmsersssessrsecee TIME: 1oveevevennenneenene PTOCEAUTE dONE DY ...

CSE /Spinal /Epidural oo PR | LTSRS |t ) ——
DEOth: ciiinnnnsses Catheter at SKIM: vouvveeeeeeereceneeeeeeeeeenesenee AHBITIPES & oicieeiiteinie i enesees e sesss e e s seeacs
Parasthesia : Yes/No if yes details : .......cccocvcrnninnnnsnannns

Solution Composition : w.eveevveveenens

Any other issues :

B e —— R R
) recromseemiiiibed e AR R TR

Infusion Rate Level Maternal
Time (m/hr) 'B"'"‘ (™) | et Right | BP | Puise | FHR Comments

Delivery Details :  Time : ...cceevverrnenseees APGAR! cooetcescnnene SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip Inspected :

Patient Satisfaction : .....cccceeccvevercesimsnsreesmnnnns

Discharge /Shifting ordered by
DOCIOr SIGNAMNG. -...onenvemssmencnssomucsensonnnssensssnsassssesmsssbasames
DOCLON NI o icivossibissisassosissnasivensiss

Date-and TIMe | ....iummnnmunmisimnamisnii



SURGICAL
SAFETY CHECKLIST

Asst. Surgeon : ..
Anaesthetist :

Scrub Nurse : gﬂ»\ﬁ‘uba?

Surgeon : 'D'Q 28

VIH-00202411 IP-00060236
Mre K VENKATA HIMAJA

04-05-1998 28Y1M1D i
DOr. BHAVANA K

- g

o AR T ¥ e
. .ﬁ ““““““““ Rainbow' ® - e
N\od \\q\ UHID NO. © . foveeopreereernee Surgery Name : ..... (fhu, [ﬁ( Hggg{&? s .E!H&ﬁﬁm
’ Date : QBI’OQXIn time : ... 2ean0.. Out-time : e s S

Before Induction of Anaesthesia » »

Before Skin Incision > »

Before Patient Leaves Operating Room

Signature :...\... . AL NV ADR )

NAIMIE oo o ettt ee e e sene e neens

and functioning of equipment checked. C1¥és C1No
Signature :.......... @ ..... S
Name ..o A WINRAG o

SIGN IN Time2. 125050 TIME OUT  Time:..9. L2000 SIGN OUT  Time:..| 7/ Do#m).

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

Identity “es TINo introduced themselves by Name and R“'V%/L No & | The Name of the Procedure Recorded  LL¥s [1No

Site “Aes INo Surgeon, Anaesthesia Prniessional and WA That Instrument, $

\ 9 \ , Sponge and Needle

Procedure Yes CINo Nurse Verbally Confirm Q(\b&_c’“ tg Counts are Correct (or Not Applicable) ~ —¥es LINo CINA

Consent J#Yes CINo Correct Patlent’(a ck 1D Band) UYes LINo The Specimen is Labelled (including
Site Marked CYes CINo &NA Correct Site (QYW ‘ )( “1Yes I1No patient name) CYes CINo =NE
Anaesthesia Safety Check Completed B2 Yes CINo Correct Procedure “Yes [1No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning _Yes “INo Anticipateg Efitical Events Problems to be addressed UYes CINo_NA
Does Patient have a: Sur Reviews:

Known Allergy? Yes #MNo What are the Critical or Unexpected ’@\@@B: " YO BN, [ARstatat 0K M.
Difficult Airway / Aspiration Risk? Stops. Operaivs Durstion, 44y ann What are the key concerns for recovery

_ _ Anticipated Blood Loss? Yes CINo CINA and management of this patient? #1Yes [INo

Yes, & Equipment / Assistance ,

Available 'Yes Lo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? Yes \}/N;\
(7ml/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results) B

Access and Fluids Planned OYes A I NA Been Confirmed? are there Equipment

Blood Units Reserved [Yes /No INA issues or any Concerns? “Yes TINg. CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? HYes | e NA
within the last i 1 NA Power Supply, Earthing, Power Backup

Signature .......... %ﬁ\ ...................................................

Name :......ccoceeeeenennne DT’ ..... ‘\ C-‘IK»WM .......................

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Dr. BHAVANA K ]
H
|

[T

"2

g
Rainbow* 2 gorrd
Children’s ‘Blrtthght
i NBOW HOSPITALS
nHukgaslntpw!:Euahlnm %@m

OPERATION NOTES

Surgeon : Asst. Surgeon :
o Blronawa B Pr - At iv
Pre-Operative Diagnosis:
Surgical Procedure : : .
l‘,': [ f LA r\.:_‘l ,\\I (9B "T_'.'lf‘_-j:l"i;__ k’,_. \L C_) ﬂ
Indications for Surgery :
Date: (% [0 [QC StartTime: 4. 208mn EndTime: b pp©w
Post Operative Diagnosis:
Peri-Operative Complications:
Amount of Blood Loss: — [ |4 Blood Transfused (in ML)
Name and Number of Surgical Specimen sent for examination:
Operation Notes:
P )y ’\”i g%, ;.')'JK.(' = <\ Ks"_"n-_‘f"{' 0, aPY, —‘“J ;’ 1 ‘.'-./‘-".‘-'l Lo A fli ! : V)
A ek ,L';':}JA.P- s 424 L H. oy Q s — 1 Q@A
Pasr iz ﬂ’ auntad = oln — -

Doc. No. : RCH. i/ FRM/ CLINICAL / 099

(PT0)
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}fly.f Tay:
IThha-qQ° U,th,:“l%ﬂ Caruin- way pumdﬁb‘fn‘ Lefte

d e

=" CeuiCal. yapdagl dauns € nc . dausald- Sh+da)

s tons . =t Lde o A

J
- Yok Al auch. auptad %

— Ao tQ sk  ClageR & CIMWP

AN — QLB R 2 W2

WINE Bty miwépo
Moy Gitous

=i P
SAAVOAT

CallOwr dsag
) 7

\ V\d\ﬁ TNOLOS

i 7
MA&J\J\;) | ' A

B

Name of the Surgeon: AR hawwuau. Ko....

Signature Of the SUMGBON: .......rrivummssssssssssmsmsssssseeees

Date & TIME: .oovevewenbenfun T S L 4
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It take
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Early Warning Observation Score Chart - Obstetrics

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

Date

ﬁ\d@.@ Time | 8 | 9

10

13

12

10|11)12|1 1| 2| 3}|4]|5]86]7

> 30

RESP 31 30

(write rate in

corresp. box) 11-20

0-10
94 - 100 %
<94 %

Administered 0, (L/min.)

Saturations

40
39

2, dway
w
~

ajey peay

e
anssald poo|g j01shs
-

]

(=]

130
120
110

‘_
anssaiq poojg dljoiseiq
3|8

NEURO Alert |

RESPONSE ";‘:icne
[¥]

Unresponsive

URINE > 30
mls / hour < 30

Protein + +

Proteinuria .
Protein > + +

Lochia

Normal | | |

Clear / Pink

o Green

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial

ﬁac
{

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



Obstetrics and Gynaecology
Early Warning Signs

-
1 Yellow Alert :
Repeat Observations
in 30 minutes
.
( a2
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
%, A N\
7
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
.

* The Modified Early Warning Score (MEOWS)
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Hos p ital BY RAINBOW HOSPITALS

It takes a lo to reat the fie, Your Right to a Safe Delivery

\

" FLUID CHART |

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

Intake

Output IV Site

Date

Time

Nature
of Fluid

Route

NG

Thrombo-

: 3 ; : hiebitis | Sign.
Diarrhoea | Vomit | Drainage | Urine | PEeo®s |\ ecr

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 Output :

02:00 am

03:00 am

04:00 am

05:00 am

o

06:00 am

07:00 am

o

-+ KL | soow

Total Intake :

v
Total Output : pa,%veaﬁ

$O0ow [

Total 24 hrs. Intake

goow]

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

Total 24 hrs. Output .fu%*%of
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- Hosplta!, | @Ry
MEDICATION RECONCILIATION FORM

Drug Allergies: ‘l ..................................................... v/ot known any Drug Allergies

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

Shifting FrOm: ..o XN C AL L L T A N0 T,
S.No (GENERI?%TP{J:I:T::{;';#:P EETTERS} (mg?ﬁim (PO, ?«%UEE v) | FREQUENCY hﬁiﬂ"r?ﬁi ?gﬂ?g%'ﬁg
.| me. Tren 118 | o il wf Coc
DAT Y
, | AR CcALerumM 2ane - ?":;fﬁ &t oo
3| "B Folrc Berp. | ITHE|  pp "2.2‘2,1 &€ Ooc
" TRB  Ecosprrn |Se MUy po ;g;i’ Oc Eﬂf
5 ¢ Obe
6 Oc COoc
7 ¢ Coe
8 C¢ Ooe
9 ¢ Ooc
10 ¢ Ooc

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

Doctor Name & Signature : .............. @ o DR NI
Date & Time : S)é)%%'THSBN

Nurse Name & Signature: K%\k—\-‘\“ﬁ?w}?ﬁ\
pasatis:. 510126 _of ASEHM

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

Date of Admission: 5 e iatannare DIUGAIBIIES:: soniaimining e <ot known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR

"

Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a Iine] through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospnalss Verbal Order Policy.

S0S / PRN (As Required Medication)

Datey | | [
Tiqe o

DRUG :
Dose Route | Frequency [Start Date

—_—
4

Doctor’s Signature |Valid Period| Pharm. l ' _ |

Additional Instructions:

Ad

Date
Ti[pe

DRUG :
Dose Route | Frequency |Start Date

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

) Date» |
DRUG : Tine| |

Dose Route | Frequency |Start Date ' | ! i

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

J' |
Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (PT.0)

b, e
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Dr. BHAVANA K
I il lllflll”llll”l lllllllll REGULAR PRESCRIPTIONS  Weight. M(z Wald o
DRUG : TDE;Z

Dose Route | Frequency |Start Date
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Faktuen -RTH
Surgical History . ' Allergies: - .
LA R .

o e




vbrL V1L

——-MATERNAL E\’ALUA’I‘IO&’ y—

Blood group & Rh:  Wife % ﬂe&ﬂ’ﬂ"‘d—lusband
HIV ) L

INVESTIGATIONS

HbsAg N

IcT M s

ROUTINE INVESTIGATIONS Ry Cy -~ WKL

TSH |. b (?Jffl)GC'r

SPECIFIC INVESTIGATIONS

Date &u‘.& Investigations Report Date \Q& Investigations Report |
13‘{ h’ 2‘,5_ -
v odat - P« B9
|
Tow|- 16! I
I
|
Y(BQ'[C -M- 4 I
ells —2 - |
v4g- AW P |
%‘}J - Trag e |
CHP |- v 2o { yw20°[al.e2t
|
|
Tetanus Toxoid: 1 * dose _ \/A" '(‘ 2 * dose
“\
—— FETAL EVALUATION - _—
: ULTRASONOGRAPHY
|
SR NS ' K :
I F?sl!']?r‘imester S \j;gn \\ 4+ 6 3 C’L - FAEMMN fml‘\*u-“f—“-l 'Fl&
: o=
. o~ .
SUe on -&\r(—ﬁ'r L 10 Vet el -~ 1Y 12m™
TIFFA
Date | OA | Indication | PP Wt [Centile {Growth Velocity | AF] Placenta Remarks
Weeks
I Growth scan
I
|
|
I
Others
Were any Prenatal diagnostics donc-chI:l No D If yes please specify the details below:
DATE GA/Weeks TYPE OF TEST INDICATION REPORT

HPLC -

FTS ~ Loun ¥t

O




Name: Corrected EDD: ____Parity

= SYSTEMIC EXAMINATION e e
E Height CVs

i Weight: _ Respiratory System: N

i BMLI: Breasts: _ Thyroid:

:,:_ ANTENATAL VISITS —————— e e O e s S A 5
! Date Wit BP GA S-F Ht PresentingPart FHS Liquor Edema Review Date




_____ ANTENATAL ADMISSION —_—

________________ 4

]

DOA DOD GA Complaint Management Advice :

. I

i

I

i

]

1

]

I

|

A |

r—- BRIEF DELIVERY NOTES O L
Gestational age Date & time of delivery:

Type of labour: Spontaneous

Induction: Indication

Method - PGEI[ |  PGE2[ ]
Mode of delivery: SVD[ | AVD [_] Vacuum [ ] Forceps [_]

Indication:

Caesarean section: Emergency D Elective D

Indication:

SALIENT FEATURES:

' Baby details: Gi:'ID Boy D Wit: Apgar score:

Postpartum Period:




