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SURGERY DETAILS

Date : 7@164]74’ ....................
Patient Name: W“N&DQL&WD&\‘\ Date of Birth: |7(O€>IH§8 .......... Age: 29_)’
Gender: QQ\\'\N\R., Ward : ro"T UHID No.: ./ZBZC T oo

Date ofSurgery:.%/6'./2.@,............... [10T-1\>¥0T-2 [10T-3 []0T-4 []OBGOT-1 [ 0BG OT-2

Name of the SUrgery : .............. m ..............................................................................................................

Timein : ‘Q :45P

1. Surgeon : D}’ ..... g‘T-(-"\jI”\_Fb?A ......... o

2. Anaesthetist = Bta B
3. Assistant Surgeon D)-)\AMZ R o R R

! L

4. OT Technician gff\)‘wéf/m&w/ﬁﬁfé&{\/u ..................................................
W\

5. Circulating Nurse ST-M“&'\'\\/M ........................................................................

B. ASSISEIENUISE  : NCr D Y S A oiiits oo
Special Equipment: [ ] Laparascopy (| Broncoscope [ Harmonic [] Morcelator

1 C-ARM (] Cystoscopy [] Versa Point ] Liver Cusa

"] Neuro Cusa T OherS .o

Signature of the Surgeon Signature of Circulating Nurse

Order No: ..... %OQUQOQ(OK ..........

Docu. No. : RCHBH /FRM / GENERAL / 114
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Rainbow® . o
Children’s (L BirthRight
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It takes a lot to treat the litthe Your Right to a Safe Delivery
Name | Mrs M. BALAMANI UHID VIH-00125303
Mr SADALA AJAY
- Father/Guardian ' RATANAM Age/Gender ; ; 38 Y 0 M 9 D/Female :
:Address HNO. 12-5-49/1VIAJYAPURI COLONY , TARNAKA, SECUNDERABAD.,
Lalapet, Hyderabad, Telangana, INDIA, 500017
IP No ' IP-00060490 Admission Date 126-06-2026
Ref Doctor Self Discharge Date - 28-06-2026

DISCHARGE SUMMARY

Consultant: Dr. SRILATA PATNAIK, CONSULTANT GYNECOLOGIST &
OBSTETRICIAN

Diagnosis: G2P1L1 with 38+1 weeks with previous LSCS with Small
for gestational age baby admitted for Elective Lower
segment cesarean section with bilateral tubectomy.

ELECTIVE LOWER SEGMENT CESAREAN SECTION WITH BILATERAL
TUBECTOMY DONE UNDER SPINAL ANESTHESIA ON 26.6.2026

History:

LMP: 2.10.2025

Obstetric formula: G2P1L1

EDD: 9.7.2026

Gestation at admission: 38+1 weeks

Obstetric History:

G1 - Female / 5 years / FTLSCS / NPOL / 3.8kgs / BF X 5YRS / A&H / RCH VKP /
uneventful

G2 - Present pregnancy Spontaneous conception.

Medical History: Nil
Family History: Mother - DM

Q 1800 2122 @ www.rainbowhospitals.in




Name Mrs M, BALAMANI UHID ' VIH-00125303

Surgical History: Previous LSCS 6 yrs ago
Allergies: Amoxicillin

Antenatal Details: Mrs. M. BALAMANI was booked to Rainbow Hospital at
8+5 weeks of gestation. She had regular antenatal checkups and
investigations as advised. She was on Tablet Ecosprin 150mg OD since 13+2
weeks and stopped at 35+3 weeks. She had history of loose motions at 13+2
weeks and was managed conservatively. She came with complaints of dull
abdominal pain since 9:30am on 26.6.2026. She was admitted at 38+1 weeks
with previous LSCS with Small for gestational age baby admitted for Elective
Lower segment cesarean section with bilateral tubectomy.

Investigations: Enclosed
Blood group: 'O' POSITIVE

Management: Course in _hospital: She came with complaints of dull
abdominal pain since 9:30am on 26.6.2026, subsided. On examination vitals
stable, uterus relaxed.

She was prepared for elective C-section with indwelling Foley’s catheter and IV
canula under aseptic conditions. Written informed consent for surgery taken.
Preanesthetic check up done. Anesthetic premedication (IV Pantop and
Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV given. Patient
shifted to theatre.

Surgery Notes: Operative Details:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. Lower uterine
segment thinned out. A lower segment curvilinear incision given on the uterus.
Baby delivered with one loop of cord around neck. Cord clamped and cut and
cord blood collected for blood grouping and Rh typing. Baby handed over to
pediatrician. Placenta delivered with controlled cord traction. Antibiotic
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prophylaxis with Inj. Taxim 1 gm IV given. Misoprostol 400 mcg given intra
cavitary as prophylaxis against postpartum hemorrhage. Uterus closed in
layers. Bilateral fallopian tubes identified and ligated using modified pomeroys
technique. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Skin closed with subcuticular sutures. Wound dressing done.
Vagina cleaned with Betadine solution after expelling clots. Misoprostol 400
mcg given per rectum as prophylaxis against postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.

Delivery Details:
Date:26.6.2026

Time of Delivery: 2:58:01 pm
Type of Delivery: Elective LSCS
Indication: Previous LSCS
Analgesia: Spinal

Baby Details:

Date: 26.6.2026

Time: 2:58:01pm

Sex: Female

Weight: 2.99kgs

Apgar: 7/10, 9/10

Gestational Age: 38+1 weeks
NICU Admission: No

Post-Operative Notes: Post Operative Period:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no postpartum hemorrhage. Breastfeeding initiated. She was
shifted to room. Her postoperative period following that was uneventful. On
third postoperative day dressing was changed. On inspection wound was
healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs M. BALAMANI UHID ' VIH-00125303

supplemented by written information.

Advice:

1. Tab. Cefuroxime (ceftum) twice daily till 2.7.2026 (9am-9pm) after food.

2. Tab. Calpol 500mg (2tabs) (Paracetamol 500mg) thrice daily till 2.7.2026
(9am-2pm-9pm) after food.

3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 2.7.2026 (10am-
4pm-10pm) after food.

4. Tab. Pantoprazole 40 mg once daily till 2.7.2026 (7am) before food.

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

6. Tab. Shelcal (Elemental Calcium 500mg, Vitamin D3 250 IU) 1 tablet once
daily (2pm) till breastfeeding after food.

7. Nebasulf powder for local application.

8. HPV vaccine after 6 weeks of delivery.

Review after one week on 2.7.2026 at postnatal clinic with prior appointment
(This consultation will be charged).

To take appointment for OPD consultation at Rainbow Children's
Hospital, just dial one number 1800-2122 (between 8 a.m. to 8 p.m.)
(or) log on to www.rainbowhospitals.in

In case of emergency like bleeding, fever - kindly contact 040-42462200.
Extension 2220 (Rainbow Hospital, Karkhana).

For Women Who Have Had a Cesarean Section.

Care of the wound:

1.You can bath and shower.

2.The wound can get wet during a bath or shower. Dry it thoroughly and gently
by dabbing with a gauze piece. Do not rub the wound.
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3.This gauze piece needs to be discarded after one use.

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

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.

6.Do not touch the wound with unwashed hands.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been
explained by doctor ..........ceeuu... in the language that | understand and | have
understood the same.

Name: Signature:

Relationship:

This summary was explained by:

Summary prepared by: Dr.

O\-@/’D/ Registrar/Resident/C.M.O

PATNAIK

Dr. SI{IALA
MBBS MD

CONSULTANT GYNECOLOGIST & OBSTETRICIAN

® 1800 2122 @ www.rainbowhospitals.in
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Name: - |l|I||II||||l||l|||||||||||l||||||I|I

UHID No :

Date of Admission :

Room / Bed No :

\\%
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!tmmaumwtu\em | Your Right to a Safe Delivery.
iG
------------ Consultant : --- Dept
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Cross Consultation Visit
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Order No.
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PROCEEDURE

Signature

Proceedure

Date Order No.
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Prepared By :

Shift / Ward Billing Assistant Billing Supervisor

\
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e

Staff Nurse




DEFICIENCY CLIERL 1 1ew e samminsy CASE SHEET .
Mrs M. BALAMANI Children’s BirthRight
i 17-06-1988 WYOMI0D  (F) Hospital Ll
Patient Name : or. sriata patnaix
IR [T T
. No. of .
SLNo List of Records Pages Legibility Completeness Remarks
1 Admission Sheet © \ - =
2 Discharge Summary 0> 2 =
3 Nursing Initial assessment form oV o =
4 Patient Trasfer Forms 0% - —
5 In-patient Medical Record 0L — -
6 Doctors Progress Sheets 02 = -
7 Nurses Progress notes 4] 5 — =
8 Consultation Sheets
El General Consent for Treatment Ol — -
49 Conset for Surgery
Consent for Blood Transfusion
12 Consent forChemotherapy
13 Consent for High Risk
14 Consent for Restraint
15 DAMA Consent
16 Consent for Special Procedure
17 Consent for Radiological Investigations
18 Consent for HIV Test
19 Anaesthesia consent form o\ - -
20 Anaesthesia notes(Pre Anaesthesia & Post) 7 M - ~
21 Pre Operative checklist D\ — -
22 Surgical safety Checklist ol = -
23 Operation Theatre notes
24 Nurses Clinical Presentation
25 | TPR &BP chart 03 - T .
~~ | Intake and Output chart (fluid Chart) | ¢ 2> _ 0)
Drug Chart (Reqular prescription) o3 — —~ Qo /
28 Daily Investigation sheet ‘\3&"‘ / o
29 Investigation Values (Result Sheet) O\ ~ B O /Y /
30| Nebulization Chart (2 ki
3 Diabetic chart / § .\'V f\
32| Nutritional Review chart FARRAD 3
33| MLC form (in case of MLC) / ¥ ¢
34 Patient Educatlon Form vd Q.
OYlohs | £ -
/
Fi
£
Pl
/
Total No. of Pages W
\ Signature and Date :




ERROR LOG

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

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE



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

Children's _ =% Telangana, INDIA ,500009.
Hospital °" Né?w‘ TEL NO :040-42462200, Ext 2000,2001,2002
e WEB : https://rainbowhospitals.in
ADMISSION SHEET

HEREETI A nem

Registration Details :

Admission No : IP-00060490 Admit Date :26-Jun-2026 Admit Time : 10:53 AM UHID : VIH-00125303

Patient Details :

Patient Name : Mrs M. BALAMANI Age :38Y0OM9OD

Guardian : Mr SADALA AJAY RATANAM DOB : 17-06-1988

Gender : Female Religion

Occupation : Martial Status : Married

Address (H) - HNO. 12-5-49/1VIAJYAPURI COL:ONY, Phone No 1 9618024077/ 9989449227

TARNAKA, SECUNDERABAD. Lalapet

Hyderabad Telangana INDIA 500017 E-mall - Kumergackfigmat.com
Admission Details :
Bed Type : MICU Bed No :LW 219 Ward Name : N 2F-LABOUR WARD
RoomNo : LW 219 Admission Type : First Visit
Contact Details :
Name © Mr SADALA AJAY RATANAM Relationship : W/O
Contact Address : HNO. 12-5-49/1VIAJYAPURI COLONY , Phone No : 9618024077 / 9381799227

TARNAKA, SECUNDERABAD. Lalapet
Hyderabad Telangana INDIA 500017

Doctor Details :

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

Co-Consultant

Payment Details : Deposit Amount  : 0.00
PaynishtMods  ©Cash Payor Name - HERITAGE HEALTH INSURANCE TPA
PVT LTD

Printed Date / Time : 26/06/2026 11:07 Printed By : 021034 Page 1 of 2
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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: 516@3 (&,&’s

Baseline Information:

Admission From: CJ ER CJOPD | & Admission Desk [ Others, SPECify ...z
Primary Language: L Telugu \JEnglish (] Hindi I Others, SPECHY ........eeeeenre oo,
Doyourequire aninterpreter? [1Yes &b NI ..ot i

Source of Information: = Patient ] Family [ Others, specify ... P

Allergies: es [INo \,E!’m!:catlons L] Blood Transfusion [J Food O Other: ...,
Ifyes, identify ....
Chief Complaints: .................cccoooorvrvvmueomrrropeesesnnseconesoseesssonssesnnnennnn. . Doctor Notified on Admlssmn jdﬁal
@iﬁ'ﬁ@ QN ... Name of the Doctor: UT + AL IL’L
F R SR o S S VOO, | %Oﬁﬂ,)

Past Medical History: Obtained From (7 Patient (] Family Member [ Medical Record [ Other 5 [

Past Medical History Past Surgical History Previous Hospital Admission
\ﬁ \ P\(f\f SN \fQ% .
Gynecology Assessments.. ot Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: .................c...c..... | CagSarean Section: \“INo \ [L¥e§ Contraceptives: ACo [ Yes
Cervical Cerclage: UANG O Yes Vaginal Discharge: ©flo [ Yes
Onset of Menarche: ....................cccoe......... | ECtopic Pregnancy: o [Ves Post-Coital Bleeding: =10 [ Yes
Menstrual Cycleﬁﬂ{eéutar (I lrregular | Myomectomy: Zﬂ [ Yes Infertility: No [JYes
Last Menstrual Period: QALOKQS’ Others: If Yes Type: [ Primary [ Secondary

Obstetric History: G @)........ccon....... P\
Previous LSCS: ............. Lae LSCC
Current Medication: Vaﬁone [] Yes, If Yes, Fill the reconciliation form

Family History:7 o Abnormalites Detected _
(7 Heart Disease L1 Hypertension (I Diabetes [ Stroke [ Seizures (] Kidney disease
L1 Liver disease [1Other .. SR S ST St

Vital Signs / Measurements: Temp: q&"é{f HR: E'QJ'OWY\ RR: \S{b m .
BP: L&@\'?}} Weight: 15.\. Lﬁ@} Height: [W[‘;\q BM!: .

Pain Assessment:  Pain: \.B’V;S ENo (It Yes, complete the Pain Assessment / Reassessmem Form)

el 7
Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0)
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Mrs M. BALAMANI

17-08-1988 BYOMSD {F)
Dr. SRILATA PATNAIK

A

PHYSICAL ASSESSMENT

General Appearance: taﬁ;arthy (1l looking (] Anxious [] Agitated  [J Others:

Fall Assessment: [1Yes LAO Score.....C..... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: L+¥es [ No Score...ag....... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient nesds assistance with any of the following inform consultant
O Mobility problem O Walking Problem \/BT\EEAbnormality Detected
g Developmental Delay U Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: VB/N[-] Abnofmality Detected
(] Qverweight 1 Poor Appetite > 3 Days L] Needs Therapeutic Diet.
(JUnder Weight ] Diabetes Mellitus ] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

(/?Cgim & Cooperative ] Restless I Depressed (] Agitated (] Confused

Inform consultant for positive criteria
i

SOCIAL SCREENING:
1. Marital Status: CSingle \Waried CIDivorced [ Widow
2. Special Habits: Smoker: legs @N{o{_}f Alcohol Abuse: [ Yes (NG~ Drug Abuse: []Yes Lo~

Social History: Lives With ...~ mi%\ ........................................................................................................

Orientation has been given regarding the following aspects:

Call Bellin Reach : [ Yes {40 Waste Disposal Explained:‘-*{Y;s [INo

P
Infusion Pump : \_[#Yes [INo Hand Hyglene Explamed Yes 1 No [ Others
Above information given to ... DATS.... (%

Name of Person Orientation was given to WYXI.S,... &X«Qﬂt

Orientation not given Reason: ..

Nurse Signature: K\(
Nurse Name: {{*

Date & Time: &6((3.&6\0?%{%
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Date & Time of Admission

olblab océ%ﬁg%

Date & Time of Transfer Order

blelos od 93324,

Treating Consultant Name Transfer Ordered by Reason for Transfer
~ q.aﬂ-&,
[
O - 50 ‘,ag_.agu\' £ Z/QOCS
From Unit To Unit Information to Attendant
Ye No
NI 0T - L

Number of Sheets in Clinical File

Number of Imaging Films

-~

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

D g Yes[ | No——
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity
1
2. /
3 AN
: s \\9\
i |
5.

Shifting Summary / Notes Written by Doctor :

OY -

No[ |

Yes

Name & Signature of Person who is Transferring

e CQloudes

D =

Name of Person Ordered Transfer

5‘5’1‘19@&\ PM

Patient & Clinical Records Received by : ~

Date & Time of Patient Received :

%\6\‘2-5 @ ' 52 P

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

[ ] Unavailable Bed

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

[] Nurse not Available

[ ] Available Bed not ready
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VIH-00125203 IP-00060490
Mrs M. BALAMANI
17-08-1988 syomso

RILATA PATNAIK

ST

Date & Time of Agmission

z”d/&'/ 26 fo.

5r
A

Date & Time of Transfer Order

2éf¢/2¢ BE

Transfer Ordered by

Do Bvanden

|
Reason for Transfer

pos; op Cavt

From Unit
o-T

To Unit
NNESY!

Information to Attendant

Yes™=T Nol |

Number of Sheets in Clinical File

Number of Imaging Films

M

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

Yes[ | No M=—
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

3.

y i

[

2 M I-/
3.
4
5.

Shifting Summary / Notes Written by Doctor :

Yesit—  No[ |

CDr- Oyl CPBnsk_

Hzod

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Dy~ Brunden

Patient & Clinical Records Received by :

Date & Time of Patient Received :

If the transier 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



~_

PATIENT TRANSFER FORM

" Mrs M. BALAMANI
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\%
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Date & Time of Admission

&{,\giae

Date & Time of Tr-fnsfer Order

96\6]26

C 1615240 @ 1\~
Treating Consultant Name Transfer Ordered by Reason for Transfer
NM
- Dbﬂ e N‘| F\\ H"“ tﬁ:&eﬂ\]ﬁﬁl
From Unit To Unit Information to Attendant
Yi
o Cu Room( 105 SOl W]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
2% J Ju No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

" | tunden Pad ;

2 Sen ef [

A “1ab’ - PoXia o ba al }

. fHab: vDiclafenal ;

B Gak \r Tnaodel  Gab:. PN oPzedale l

Shifting Summary / Notes Written by Doctor : Ye;IZ/ o[ ]

Name & Signature of Person who is Transferring

g;‘s. w

Patient & Clinical Records Received by :

S B ka
W\o\db @, 1120 pm

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

Name of Person Ordered Transfer

©% - NI kithe

Date & Time of Patient Received :

[] Unavailable Bed "] Nurse not Available || Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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VIN-00125203 P
T-pr..n:;:amm”'fu mM8pD (F) ﬂm0X|U”\ & qu %\f ,,97
l__Dr. SRILATA PATNAIK ) bg .
R w . R
o [ Rainbow’ | @ BirthRight
Hospital_ | () zoaem
IP ADMISSION SHEET FOR OBSTETRICS |
Presenting Complaints . MP: 2/ 1o | 2025 - EDD:
qo pain )0 abdomen @ene - / ' ’ _ aless:
TR Corrected EDD: 5)-—;] 202 GA: 9] ¢+ we
Obstetric Formula: &2 L) Menstrual History: Regular: [J Yes [] No
ML- € Y22 N . L
Obstetric Hostory: Obstetric Examination

o7y — Eleate ’ s yan| Friscs ) "T’f’bf %%FLJMa?I-EiHrJ: - Yooy -
bio — poesesd ?’%”‘mtﬂ} Slow‘*mm Ut. Activity: i Relaxed

ReH UKF} uneaznl' [ BF - 5Ysd

: 1 Mild [JMod [ Severe
\ Conceph'an
. Present Pregnancy Record: Booked d& pesy Liquor: B/Adequate [] Oligo [] Poly
e s T PP: Cephalic  [IBreech  Others
she wad O Tab: Etospdin so Since l%_rzu;lca
d Fifths Palpable:
. s}oy)oerJ B Scraioks - "\CI ead Fifths Palpable
RISK FACTORS: _ = FHS: B/Normal (] Tachy [ Brady [] Absent
= H)e les i hy Ve bt?rn- !
ks, man CourerMabvely| .
ak stp @ N Qhr Per Speculum Examination No} dowae -
Draining: [ ] Present  [] Absent [] Bleeding

Colour of Liquor: [] Clear

[ 1 Meconium [_] Blood Stained

= Pasy: Lscs Vaginal Examination

g 7 ba'bj A Cervix: (] Long [] Partially effaced [ ] Effaced
Height: .5.8.....cm

' Weight: .S 4«4 kg Os: Closed Dilated

Allergies:..........ﬂm.ﬂ.?si.c,i]lm....a.ue,&ﬂ.»‘. Membranes:  [1Prasent [ Absent
Breast: E4Nomal [0 Atinormai Liquor: (] Clear ] Meconium []Blood Stained
General Examination: P} s c/e)C
Consciousness: (5 Pallor: & Presenting Part: [] Vertex (] Breech [ Others
Icterus: & Edema: @ Sutton: 03 O0-2:0-1 00 O+1 0O+2
Temp: (Afeb- PR: 100 bpr» - Pelyis: [] Adequate [ Doubtful
BP: 122/ 77 ™Ry DTR: ®
cvs: ©152® RS BAE &
Liver/Spleen: y\\AD Urine Output: Ho}eq ;

DIAGNOSIS

Glap, Wih BB 1) beekd Wih pronisud LSS Uith Small bea

@e&:}o«lﬂ'onal 9 oy ‘
- ldlue

______________________________ eﬁﬂ%ﬁiﬁﬂ J.D.@%--S%ﬁm euld  C¥pgan . Sechon.:.

Docu. No. : RCH /FRM / CLINICAL / 087

(PT.0)
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Family History:

MeYhes - pm .

Surgical History:
— prouious Lexs 64Rb &q0:

Medical History:
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Physiotherapy:| ~— .- - Ay A N
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Allergy: CJYes CONo | Yes CINo |7 Yes CINo | Yes CINo | Yes C1No |2 Yes CINo
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E Special Diet:
E Critical Lab Test / Values:
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1. Completely immobile:

2. Very limited:

3. Slightly limited:

4. No limitations:

e
N

VIH0012830° ) 2
wre . BALAWAT o o0 Rainbow® ® >
Q_T;msmunn e Child_rten's EH&&LQ&E
ey BRADEN 'Q' SCALE Al | fece
Date : f 6lE)2 2] b
Time Va7 Gw

Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 3 3
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
*Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity"

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair.”

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

Walks outside the room at least twice a
day and inside room at least once every
2 hours during walking hours.

>3

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4, No impairment:

Responds to verbal commands.

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

L
Y
1/\

L\

3
-

Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occasionally moist: 4, Rarely moist:
10 which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
t ¥ Dampness is detected every time 8 hours. every 24 hours. L“ \‘1
0 moisture s L
patient is moved or turned. u
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: \

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

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

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

repositioning with maximum assistance,

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

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

[{.

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| High Risk :10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




severe pain or with additional risk factors.

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

Alternating pressure mattress overlay
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Date: |2 &f £
Time: | A4 1Y)
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mability Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. B
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
& ks A Ability to walk severely limited or Walks occasionally during day, but for OR walks S
;cz':y“:igzsggi‘;:f’ E:o ma bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every \..l
wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4, No impairment:

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

Sensory Perception

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

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

Responds to verbal commands.

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

Moisture Degree 1l.‘-omianﬂynuﬂut: 2. Very moist: ) SOwesionalymolst: : 7 tflan_'eumt: e
0 whichs Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
skin s exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes, linen only requires changing \ﬂ
o Snoletars Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patient during
position change, moves in bed and in

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely \1
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]| during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2.1 3. Adequate: 4. Excellent:

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

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

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

but will usually take a supplement if
offered.

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

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

Normotensive, oxygen saturation
> 95%; normal hgb; capiliary refill
< 2 seconds.

Severe Risk : lessthan9 | High Risk: 10-12 |
Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Risk Score

15-18

10-12

Less than 9

Category

At Risk

Moderate Risk

High Risk

Severe Risk

Action

Regular Turning Schedule

Enable as much activity as possible
Protect the heels

Use pressure redistribution surfaces
Manage moisture, friction and shear

Advance to a higher level of risk if other major risk
factors are present

Support Surfaces
(Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

Use the Same Protocol as for “At Risk” Patients
Position patient at 30 degree lateral incline using foam wedges

Follow the same protocol as for “Moderate Risk” Patients
In addition to regular turning schedule
Make small shifts in their position frequently

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay

Use same protocol as for “High Risk” Patients

Add a pressure redistribution surface for patients with
severe pain or with additional risk factors.

High density foam mattress
Gel pads for high-risk areas
Alternating pressure mattress overlay
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PAIN ASSESSMENT FORM Hospital _ | (g o

Your Right to a Safe Delivery

Pain Score ; . Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Eaciers Edscated Inter:enti:m Sign
\ &% \\ <) }9_0 [] Continuous | [ Acute [ Sharp ] Dull [l Increasing [ Yes ﬁ)ﬂ%(#dg’f’ L&\
b ST [ Intermittent | [ Chronic 1 Aching [ Burning | [J Decreasi 1 No
AL £ |Goune | T : ’ ol Ko sa Posi4toq
2 LB( % 5 o o [ Continuous | [ Acute By ih:rp O I;ull [ Increasing | I Yes Con ke doblce
[] Intermittent | [ Chronic [ Aching 1 Burning | ] Decreasi N
b P |Scost, fod®, . 4 i : Pesitlan 4‘&’
Q { Ba.lﬂk ] Continuous | [ Acute (] Sharp 1 Dull L] Increasing J Yes /
&[@\Qe ?‘J\ Seewe FQ}M [] Intermittent | [ Chronic (1 Aching (] Burning | [ Decreasing | [ No g YT 4}‘_@,\,
_ \,a_ [] Continuous | [ Acute (] Sharp ] Dull [ Increasing [ Yes . = . L\
&5(‘5 AN 0 - [ Intermittent | [ Chronic (1 Aching 1 Burning | ] Decreasing | [ No = P)EXOM
& 1 Continuous | [ Acute () Sharp [ Dull [ Increasing | [J Yes v P > (:
Mb ?Mﬂ - L1 Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No _
\ b ] Continuous | [ Acute ] Sharp (1 Dull (] Increasing [ Yes — .
NS \b %;m il ] Intermittent | [J Chronic (] Aching [ Burning | ] Decreasing | [ No = Preconi [U\
\ b (] Continuous | [ Acute (] Sharp [ Dull [l Increasing | [ Yes - g
2X 2 AM o - 7 Intermittent | ) Chronic (] Aching [ Burning | [ Decreasing [ I No A P i Lo
g [] Continuous | [ Acute ] Sharp 1 Dull 1 Increasing | [ Yes - . &k
;ﬂ/‘b 0 i ] Intermittent | [J Chronic (] Aching [ Burning | ] Decreasing | ] No g Poes. o1l
N
[] Continuous | [ Acute ) Shap CIDul | [J Increasing | [ Yes ~ @7<
CQQ LG TAm @, . 1 Intermittent | I Chronic (1 Aching [] Burning | ] Decreasing | [ No
_1 Continuous | [ Acute ] Sharp (I Dull L] Increasing L] Yes
[ Intermittent | [ Chronic (] Aching ] Burning | [ Decreasing | [J No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢)  Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 ' (PT0)



FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
SCORING
CATEGORY
Y 0 1 2
: . . Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
) Laying quietly normal position, Squirming shifting back and 7 ?
Activity moves easily forth, tense Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 1 1 1 1 L 1 1 ; Moans or whimpers occasional Crying steadily, screams of sobs,-
I T T T T T | T T T 1 Cry No Cry (Awake or asleep) ; :
; 1 3 % H - . : : s ww complaint frequent complaints
e . Possibi Pain Reassured by occasional touching, :
Consolability Content, relaxed hugging, o being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
Wong - Baker (Pediatrics) Above 7 Years -2 -1 0 1 -
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
0 B p 6 8 10 stimuli Inconsolable
No Hurt Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst Behavior State No arousal to any Arouses m"-"ma"y to Appmpriate for HBS“ESS, squirrniﬂq Ammng, h-cking Cﬂnstaﬂmf awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities | N grasp reflex Weak grasp reflex | Relaved handsand | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Baody is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP. 8a0, | stimuli variability from normal for from baseline baseling, Sa0, less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator
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CHECKLIST FOR THROMBOPHLEBITIS Hospital Rl
T [} a 3
o6 (6] DAY gfle BT pav-2 DAY-3
s. No. SITE OBSERVATION STAGE / ACTION SCORE [~ E S‘t, M T E M T E Remarks
. No signs of phlebitis /
1 | Vsite appears heahhy Observe cannula 0 O |o |6 0
One of the following signs is
5 evident : Possibly first signs of phiebitis 1 o
* Slight pain near the IV Site / / Observe cannula = = R
* Slight redness near IV Site
Two of the following Signs Early stage of phlebitis / -
3 are evident. Resite Cannula ¢
Pain at IV site Redness — - #
2&3;:'?9 Rowing S0 e Medium stage of phiebitis /
4 | Pain along Path of cannula ?est:e Catnnula Consicer 3 ol ERWUI S
Redness around Site Swelling feataen
All of the following Signs are "
evi(?ent gng E:tvelangsiilag: Advanced stage of phlebitis or
5 | Pain along Path of cannula the start of thrombophlebitis / 4 - .
Redness around Site Re site Cannula Consider _— e
Swelling palpable Venous cord Treatment
All of the following Signs are
. vident and Extensive : Pain Advanced stage of o
6 | ulong Path of cannula Redness thrombophlebitis / 5 a || P s
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula i
Signature of the Nurse |&&— K + Se

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

Signature of Shift In Charge :
Signature : @'\S’W\Q@Q\. Name : .17

Signature of Ward In Charge :

Doc. No. : RCHBH/ FRM / CLINICAL /137



e & Rainbow Children’'s Hospital - Secunderabad
Rainbow ' H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad

Children's _ =% Telangana, INDIA ,500009.
Hospital > TEL NO :040-42462200, Ext 2000,2001,2002
——— WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs M. BALAMANI Age : 38YOMSD
IP No: IP-00060490 Sex: Female
Consultant: Dr. SRILATA PATNAIK Ward/Bed No: N 2F-LABOUR WARD/LW 219

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

Patient, be deemed advisable or necessary.

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

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

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

Note:

1 We do not allow use of medication brought from outside by the patient.
7 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill

Jlearance. In case of failing the submjssion, | will pay 200/- Rs.
(Receivers Signature:.... &2& HS\
3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.

4 Financial and billing couggqhng has been done to me.

Signature of Patient/Relativey

Name: %“-\/ {&—?pd\] B> Patient Address:

; T HNO. 12-5-49/1VIAJYAPURI COLONY ,
sk H‘W TARNAKA, SECUNDERABAD. Lalapet
Date: '\/\a lg H\/‘a Time: \D ‘83 “\N‘) Hyderabad Telangana INDIA 500017

Wittness Name: W
Wittness Signature:M

Printed Date [ Time : 26/06/2026 11:07 Printed By : 021034 Page 2 of 2




2
Rainbow®

INFORMED CONSENT FOR SURGERY OR Childrents ’ ‘ BirthRight
SPECIAL PROCEDURE Hospital |

Your Right to a Safe Delivery

Patient Name : ..M.E4... 1. . BALAMANI. Gender: (] Male [S-Fémale Age:..28 Yeagps. ..
UHID No : V’H"OOJLS‘_?’OB}IP“OODGO 490 Date:...2-6.[06/202¢
Instruction:

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

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

.......... ELECTIVE Lold€R. SEGMENT. . CESAREAN. SECTION. LATTH.
upon...tRL .. ... BALAMANT. ...

I e

I}

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

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

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

BLEEDIN U, . BoINEL. AND. BLADD ER.INIVRY, . URETERT ¢ TyIT.URY
....BLQ.O.D.....8.1\.1.9....@Lo..O.Q....P&QD.L.J..C.r,S.....m&NS.EQ.s.ﬁoN....&N.D....:l;‘i“ﬁ AsSoctaTed

CREACTIONS .. TN EECTTIN. £ Po.ST. PARTUM. HENIORRHANGE, ADHER LA NS,
PERMANENT AND TRReVeR STRLE METHOD o (4.

My signature on this form indicates that CHANCE OF FATLURE , RIoK of Cotd BLE i
#1. I have read and understood the information provided in this form 4 K ECTOPLc PREG §

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. Ihave had a chance to ask my surgeon questions.

4. Ihavereceived all the information | desire concerning the operation or procedure and

5. lauthorizethe consentto the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure: ... 012, SRILATA

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

Consentee : - Patient Attendant :

Signature : M .......................................... SIgNAtUre : ..., il

Name: .......... 005200 Bl R i S-.A\SH .........................................

Date & Time : ... 2-.6.16..J2.4.... \Q.L. Y .00 Relationship with Patient: .... sax M&w& ...............
Date & Time : ....26.[.6/202€. | O 4 oo

et Doctor (who is taking the consent) :

BRI s iisiisnascaisnssmissinisiissiiincins Signature : ........ .fAﬂ _______________________________________________

B oo nenesrosassrernsessassersanesesas s satstes Mo . Dy ﬁmjw

BRI hsissinsibnsiasiiasis s e saodsinnnsanents

oslo
Date & Time : ... Q414126 19 H0 i,
Docu. No. : RCH /FRM / CLINICAL / 027



%
Rainbow”

T FORM FOR GENERAL / Children’s .BirthRight-

\

CON _
GIONAL ANAESTHESIA / Hospital_
D ANESTHESIA CARE

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

patient Name : . &N\ Ralowooed . Age : Z’Eﬂ Gender : Male O Femgl;ﬁ
UHID NO: V\hmggm Surgeon Name: E"‘g‘%“wt-
Anaesthesiologist : brWdL\m/

Operative procedure planned : m&ﬂ%ﬂwa d'l""%j X

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.

L

Specific High Risk (s) : The doctors ha\;e explained to me the details of the high risk involved due to the following medical
problems and | have sought necessary clarification on all my doubts.

O Heart disease O Hypertension 7 Diabetes mellitus [ Renal failure

[0 Hepatic disorders 0 Shock O Multiple organ failure [0 Polytrauma / i%enal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease
O Others : BW
R R R R St O T I SR - M il o

* Doctor to document in medical record also if necessary (Cross-out if not applica_ble)'

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform wupon me / my patient
............... W&“M&mm the above mentioned operation / Diagnostic / Therapeutic procedures

| authorize and give consent for anaesthesia ( CJ Regional / [ 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.

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

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

| understand that the above mentioned consultant anesthesiologist or occasmnally a colleague deputed by him / her
will administer the Anaesthgsia. '

[ No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS _CONSENT

| declare that | have explained the nature of General Anaesthesia "'egional Anaesthe3ia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

- Pregnant

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

Patient / Patient Attendant : Witness :

SlgnatureNL?aﬂanm SIgnatiire : ...........cco.. .
NameMElQQ"\af\& ........................... Name : ....... S 'AS""\ e“}w’“"l
Relalioniship with Patient: . SR et Date & Time : ,36[5‘96!!@»\

Date & Time : &Gl(o[&‘&(\'ﬂf‘\,

Doctor (who is taking the consent) :

Signature : ........ Ql_/ .
T e e Y W ...........................
Date & Time : 3"‘\?\1‘9,“"@’




VIH-00125303 IP-00060490

Mrs M. BALAMANI

17-08-1988 BYOMSD (F) "9%
3 Dr. BRILATA PATNAIK

S 117 7T Chidars | @ BirtnRight

Hospital BY RAINBOW HOSPITALS

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

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: PR. SRILATA- PATNAIK Date of Delivery: ;pg/ ¢[at
Assistant Surgeon: DR. NAUSH N Time of Delivery: 9. 6% : ol ¢Mm
Anaesthetist's Name: DR. BRUNDA Gender of Baby: femmat €
Type of Anaesthesia: SPINATL Weight of Baby: 9, gq k4o
Neonatologist: DR . SRILAR AGPAR Score: -?{}o | (10
Scrub Nurse: &g PRASVUNA NICU Admission: [ Yes =\
* Pre-Operative Diagnosis: (21 w_%«@?abf*' 1294@@&%“% / W%@é LSCS wolh
Mﬁve 1 Emergency ' tngcation: FWMCJ
Urgency

[ Immediate Threat to life of woman or fetus

[ Maternal or fetal compromise not immediately life threatening

1 No maternal or fetal compromise but needs early delivery

(] Delivery timed to suit woman and staff
RO ..o i o ponn i e oW A A sk s s KKINGE B0 TOBRMIS ...comovcnes o MR s e iy s
BERREIMIEETIIINY, ... ... .och/ssesinemersnonsissossarsnsnnsnssnsysnssaspassssantass asonsemsasassonsarssssssnsasnsonassunsssssasbbi opmebsnstbbibnis o sl nd Hiases

IR 8 0 SN NIV TIV0 TOASTING. ©........conneissnssunssssnspensarsassosssasiioins st simscomsiinssssaita ot siios VbAoA s SN s ione

‘ Surgical Procedure: gbm Lowsem W Cosarsan  Socfion

Post Operative Diagnosis:

Peri-Operative Complications:

Amount of Blood Loss: ~ 200l . Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCH /FRM / GLINICAL / 155 (PT.0)



Examination Findings when Appropriate:
Presentation:@’ta?t:alic [ Breech C10ther ......cocveuneee Cervical Dilatation: ..............cccccccoeveevreeiirenennn. C
St PAIPADIE: ...t e Fetal POSIHION: ......c.oeeeieeeeceeeeeeeeeeeeeeeeeee e
Station: -3 [1-2 O-1 00 O+1 0O+2 Moulding: [INone [+ [++ [ +++
Caputt O+ O++ 0O +++ Meconium: [1None [+ [I++4+ [1+++
Bladder Catheterized : _>Ves I No Urine: <=Clear [ Blood Stained
Skin Incision: tZ"F:/fannensteil (] Transverse 1 Midline VO S ittt
Uterine Incision: < Lower Segment [ Classical O Inverted T 1 J Incision
Previous Scar: [ Intact U~ Thinnedout (] Ruptured 1 No Scar
Incision Through Placenta: ~ [J Yes & No
Delivery of head: &1 rannuai 1 Forceps
Liquor: A Clear [ Meconium: 11 Il Il OBlood [ Offensive ) Not Offensive »
Delivery of Placenta: O Manual  JACCT o Complete 1 Incomple Piecemeal

. 4 e -
Cord Appearance: ............... NOMG{ ....................................................... Cord around the neck es [INo
Appearance of placenta: MW““'Q ............................................ Cavity explored #Yes [INo

Uterus, tubes and ovaries:@*l%rlmal _ [INot Normal
’ -

Sterilization: .,B’ﬁs 1 No
(] ~l

i})ri f-- L ” UEJ 1 LOA 1 -:z-mrni;ﬂxai.;mu_’clem:i;!ai—vﬁ:a ; ?,U:L
Uterine Closure: J One Layer  -Two Layers
Peritoneal Closure: 1 Pelvic uﬂfbdominal LINONE .o MLED
Sheath Closyre: \f l
Fat Closure: ,Z{% 1No
Skin Closure: Sibcuticular O Mattress o Moo
Vagineal Evacuated oa{es J No
Drain: [ Yes N0  [JREMOVE N weoveesoovrr days [ Await instructions .’*
Ctheter vYes [1No [JRemovein..... JAD days [ Await instructions
Swap & Instruments count correct? ..-Yes [ No (] Post-op Antibiotics <=Yes CINo
Intra-Operative Antibiotics Cover: .~4Yes (1 No I Thromboprophylaxis CYes N0




E
Surgeon -DW’ST"['JKPJH

Asst. Surgeon D*r—i./m&é;;_l
Anaesthetist : D=, T casedin
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SAFETY CHECKLIST

Scrub Nurse : Sz 223 Sarw/L.

&
. Age L A Gender : F .
TSN e v ouiyery Name ! LSQS

Date : ?ﬁ/ G/ZK in-time : o D Fm_om time : q?)jbﬁm_

Rainbow
Children’s
Hospital

1t tokns & kot s trmat Ehe fizie.

@® BirthRight

Your Right to 4 Sate Delivery

Before Induction of Anaesthesia » »

Before Skin Incision > »

Before Patient Leaves Operating Room

SIGN IN ﬁme:...li&ﬂ@‘.‘..\...

TIME OUT  Time:.o2 45 P

SIGNOUT  Time:s3-7 2.1,

Patient Has Confirmed
Identity /chea CINo
Site ,;Wgs INo

Anaesthesia Safety Check Completed _CL¥es [1No
Pulse Oximeter on Patient & Functiuning‘)xsa INo
Does Patient have a:

Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned

OYes _D/I\Lo/7

OYes _E»lpﬂ

CYes =NG CINA
o CINA

Blood Units Reserved OYes E

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

LS CINo CINA

Procedure s CINO
Consent a [INo E
Site Marked CYes CINo rﬁ'ﬁ

Confirm all team members have
introduced themselves by Name and Role C1Yes [1No

Surgeon, Anaesthesia Professional and '
Nurse Verbally Confirm 55 o Q2 ol AN

Correct Patient (ﬂ- k ID Band) \HYes CINo
Correct Site “¥es [(INo
S
Correct Procedure — EL LS Cves oo
Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration, - VoY
Anticipated Blood Loss? Yes CONo CINA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [1Yes &No C1NA
Nursing Team Reviews:

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

issues or any Concerns? L¥¥es CINo CJNA
Is Essential Imaging Displayed? OYes YWAG TINA
Power Supply, Earthing, Power Backup

and functioning of equipment checked.  ©Yes CINo

SIGNAIING :......... 8 e erereeemenssnsesssnsnsessasssasasasssssnsasnsasasases

Name :.......... #?fﬁj ............................................

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable)

The Specimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

Yes CINo

/Y%,EINO CINA
CYes N6 1 NA
DYesuzrlﬁENA

To Surgeon, Anaesthetist and Nurse:

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

C1Yes ,210(.

Doc. No. : RCH / FRM / CLINICAL / 111
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It takes a lot fo treat the litte. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

Date: Q (0(6[Q6 .................

To Be Filled In By Assigned Nurse:

Department: mt.cu .......................................................... . Duration of Procedure : ....vvvvervessisssssenes
Name of Surgeon: .C4...c.... i 1L ............... T, Date of Admission 9.6((0(26\ ..........

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

Staff Signature

1. | Antibiotic given prior to surgery? \Q/Ye? 1 No
[ Single Dose Antibiotic  Or ¥=~Tong Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision? []Yes [] No %/

Name of the AntbioticEY ... (26 Jrcﬁf"’h ............ { dm

2. | Hair Removal (E’ﬁs 1 No If Yes: [ Surgical Clipper
Department where Hair Removed: &4Ward (1) Operating Room

(] Other: vvevvrenrnne S cmeim it
Skin preparation done (cleanse surgical area with antiseptic agent)?\.—4-Yes L] No

] Oral  Or Axilla (Goal: 36-37°C)

4. | Name of doctor or staff administering the antibioticD..?.'...: ....................................

3. | Patient's body temWediately post operation (Recovery Room) 213: °C @//

. Ensureformis filledin 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

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

Docu. No: RCHBH /FRM / CLINICAL / 038
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OBSTETRIC TRIAGE ASSESSMENT FORM

g
Rainbow® g -
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt takes a lot to treat the little. Your Right to a Safe Delivery

Date: %26[6[2(0 ..............

?
Time of Arrival: L@»EZOQ(E) Time Seen by Nurse:

Level of Cunsciousnemscious

1) UJ Semi-Conscious (J UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
[ Severe Pain / Moderate Pain U Preterm rupture of Membranes / Leaking Water PV
[J Bleeding PV: Slight / Heavy (J Preterm Labor/ Labor
[J Decreased Fetal Movement 1 Spontaneous Rupture of Membrane / Leaking Water PV
[ No Fetal Movement [ Other Reason: . Q’ﬂ‘?*’)qbcc ............. 4 S
3) Vital Signs: Temperatur&:| & 86 Pulse: . Do.blvﬁﬁ ICKJD!"‘D Sp0;: Q9% sp: Dﬂ] "}qWetght %\{M%
4) Gestational Criteria:
Gravida: G @\_ P 2 L | A e
we: 3\oloe..... eo0: 2L R0, Gestational Age: . BE XNk, ....
Uterine Contraction O Yes Q’ﬂa [JNA | Onset Time Frequency:
Membrane Rupture O Yes |30 | CJNA | Onset Time Fluid Color:
Vaginal bleeding OVYes p@No | OONA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms O Yes wro | O NA Pain Abdomen / Vomiting
Good fetal Movement ~ \[3es | I No | I NA | I Nospecily:
5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | | | |
i | | | | | | | | | |
0 1 2 3 4 5 6 7 8 9 10
to-Pain Worst
‘ possible pain
& LOCRHON .. iviiins i D8 i iiaiicmmsiiissvvers it oaib i tves MO SRS < X
Sf
SRR s ottt sssiol) %@..; ................................. Days / Weeks/ Months (Strike out which is not applicable)
o GRADCISE ......oiviacii f\&lrf ...................................................................................................
4
o FIOQBNGY: .ovvvsaiavisins AL
[
- Interventions Mt[
LML
6) Past History:
a)  Surgeries: .......... {}rf'/ ..... ]"SCS .................................................................................
T R, &90 ! O RO | L

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

(RT.0.)
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T
7) Mergy: DA Mo, I Yes : (}/\A{ J%N\OQ'J ALV W

8)
9)

Current Medications:

FRUeJuuas¥u

3BYOMSD  (F)

Prenatal Medical History:

I None

[J Chronic Hypertension
[J Gestational Hypertension

[ Diabetes

[J Prenatal Vitamin t=one

[J Others:

[J Gestational Diabetes
[J Low placenta
OJ Others if yes, specify

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
vD/Galegnry I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

O Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

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

OJ Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

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

Suspected Pre-term

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

0BCU Obstetrical Triage Acmty Scale (DTAS)

Emy 5 Minm

Signs of Armve Labour

Signs of Early Labour/

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

Discomforts of

and / or headache, visual
disturbance, RUQ pain

associated signs and
symptoms

| Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
' Weeks
| Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
| with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
; Mild hypertension
Hypertension > 160/110 i
Seizure activity 41 >140/90 with/without

Abnormal FHR tracing
Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

« Acute onsite severe
abdominal pain

« Altered level of
consciousness

« Cord prolapse

- Severe respiratory
distress

» Suspected sepsis

« Major trauma

« Shortness of breath

« Unplanned and
unattended birth

« Abdominal/back pain
greater than expected in
pregnancy

« Flank pain / hematuria

» Nausea /vomiting and
Jor diarrhea with
suspected dehydration

» Ongoing assessment
from out patient clinic
(for hypertension, blood
work)

« Minor trauma (minor
MVC/fall)

» Nausea/Vomiting and

for diarrhea

Signs of infection (ie

dysuria ,cough, fever,

chills)

= Anything that does not
seem to pose threat to
mother or fetus

« Cervical ripening

« Qut patient placenta
previa protocols

« Pre-booked visits (ie
Rh and progesterone
injections, NST

« Assessment for version

« Rashes

Time seen by Doctor:

ks

J
B e e T T

Nurse Name : ...

§

AAA

oute: 26{6(6........ Tme A02ASHM

Nurse Signature: ..

...
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tarly warning Observation Score Chart - Obstetrics

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

KL‘:?G Date
ﬁfo Time | 8| 9]|10]11]12]11]2]|3|4|5]16|]7|8|5|10j11]J12|11}|2]|3]|4]|5]|6]7

0 - - -
RESP

e : -mwF-—--!

corresp. box) : . t I[4 {9 ‘ 1 A"ql'lbi-"lh

s4-100% | | [ N4l | [adlogdiilgagdagas RSl [ U | fefal [ 1AW
<94 %
Administered 0, (L/min.)

40

\3&

Saturations

2, dway

C%k‘

35
< 35

170

150

110

100 la
90 Ld 10| A01190 15 ETH 2

ey 1ea

150

170

150

120 [ 104 1o £

110 P R il 1z

—
anssald poojg J1jolshs
8
8
S
—
i

70 Y p 91 ;@«3 T 2
60 2 D £l B

4——

2Inssaiqd poojg 1oiseiq
8|8
]

T T > T ATV RV T LA

Alert
Voice

NEURO
RESPONSE
[l

Unresponsive S

URINE > 30
mils / hour < 30

Protein + +

Proteinuria
Protein > + + [N

Lochia

Heavy / Foul

| Clear / Pink
Green

TOTAL YELLOW SCORES [=) LEFVIET T ]
TOTAL ORANGE SCORES [9] (24 o |l© |©
Nurse Initial - A L%

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

Obstetrics and Gynaecology
Early Warning Signs

Complete a Full
Set of MEOWS
Observations

% e

\ee > e

o N
1 Yellow Alert :
Repeat Observations
in 30 minutes
% J
\
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
W
N\
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
L% J

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

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

-

IL Date
T <
97 ime | 8 {'9)] 1011 12{(1/ 2 4|6 [@) 8] 9|Q)11]|12|a) 2|3 ]|(a) 567
RESP 230
. 2 21 - 30
(write rate in =
corresp. box) - |
0-10
: 94 - 100 %
Saturations | SR
Administered 0, (L/min.
40
@
3
-ou
(2]
< 35
= =
2
4 110
=
o
w
190
180
170
160
‘g 150
= 140
® 130
T g 120 | N W ; 1€ ‘ol biin
& 110 « 10 (oD 1\0 WA > uv
3 100
é 0
2 80
70
60
50
130
2 120
g_l 110
& 100
l = 20
8. 80 ﬁ‘a— O %\ "ll'
> 70 3H b 40 (A1) N &
& 60 ; i
s 50
m
40
e Alet | | T L R O 1 O N I
RESPONSE <ojee
i‘/] Pain
Unresponsive
URINE > 30 v
mis / hour <30
Proteinuria | EnEsing
Protein > + +
o |_Normal RN SR AT T NPT T _TIBT ] MR
Heavy / Foul
L Clear / Pink
o Green :

TOTAL YELLOW SCORES @ ~ il 0 o [] v 2 2 b
TOTAL ORANGE SCORES o v ] 0 o T 0 o 7 [7] o
Nurse Initial o] M~ ™M M & g [ [

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



Obstetrics and Gynaecology
Early Warning Signs

‘l b

Complete a Full

1 Yellow Alert :
Repeat Observations
in 30 minutes

Set of MEOWS
Observations

Mg A

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

_/

5

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

!

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

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGEF “:4:1333 IP-00060480 ‘ELLOW SCORES AT ANY ONE TIME
MANI

17-06-1988 BYOMI0D
. Dr. SRILATA PATNAIK

R

(F
Name : ..... o

UHID No. : .

o8 [t

Date

Time | 8 [\ 9

W0l R 1 3] 4] 8 M|12|11]12]3 | 4|56 |7

RESP
(Write rate in
corresp. box)

>30
21-30

11-20

Saturations

<94%

Administered O,

L/min)

0, dwasyl

40
39
38
37

36

35
<35

ejey HeeH

170
160
150
140
130
120
110

100

90

80

4%

70

60

50
40

—
ainssald poo|g oljoisAs

190
180
170
160
150

140

130

120

110

[{¥]

ainssald poojg oijojseiq

il

p'\

30

NEURO
RESPONSE
[v]
URINE
mis / hour

>30
<30

Unresponsive

Proteinuria

Protein ++
Protein>++

Lochia

Normal
Heavy / Foul

l Liquor

Green

Clear / Pink

I

(%]

TOTAL YELLOW SCORE
TOTAL ORANGE SCORE

[

www.rainbowhospitals.in
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Rainbow" . -
Children’s (d BirthRight
Hos p ital . BY RAINBOW HOSPITALS

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

FLUID CHART |

26| bl og

£

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

Date | Time | Nawre Route NG | Diarrhoea | Vomit |Drainage | Urine T;gr%;gr%g— .
Mouth | 1v | NG
08:00 am
09:00 am
\QS‘O 10:00am )
\0 11:00 am Q@m LV oou o /:@1 ,
o [l N 01l O D/ | e (261474
01000m | w) oA RL (D0 wry _—
Total Intake : 9 N Total Output : {0 '\ur{
02:00 pm ) P 3 ' /
0 03:00 pm NBf"L*-'- L -FF q Xb%..
37 [t | NptE+ RCF Sagwd [y boowl| <
N\ [mo0m [ 3 1PolRL[onwl) Lorn]
%.O 0600pm | w2 (1O W/ oWy
0700pm | (MR A K1 100 ) o 426
Total Intake : 12600 Al ' Total Output: 0 &0 waf .
0800pm | \) B )| 4 L Lojecf] o |+ ), 4
o.( \M P

4 |20 MRyl |
‘M’\ 10000m | H, ot Sonl

" | Total 24 hrs. Intake

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

11:00 pm /\" . “‘9.(:“.?( ﬁﬁ{ : : d
12:00 am lﬁﬂmﬂ .E '
01:00 am la’) bj ‘ m
Total Intake : Total Output: {‘353 52 (W Ao
02:00 am Q. 7 "lm n\D ¥ {]
03:00 am &Vﬁﬂ 1 1 /
L oo LU | | [ Boydpfhe
3’;\ 05:00 am - \omll 2
it ,[,%9;3 ; 1ol /1 o8t
07:00 am f | 5D rnJ b
Total Intake : Total Output : —6 m M«Q

Total 24 hrs. Output 210D )’v\i
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Rainbow® 5

Children’s
Hospital .

It takes a lot to treat the lite.

| FLUID CHART |

211626

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.

~ Output

Date

Nature

Time | of Fluid

Route

NG

Diarrhoea | Vomit |Drainage | Urine

IV Site |.

Thrombo-
phlebitis

Score

\G

Mouth

A"

N.G

08:00 am

Q™

09:00 am

0

10:00 am

\);5”‘-

*11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output : <O V\/\—gﬂ

a*\y

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:60 pm

-1 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

Xy

04:00 am

¥

L

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

P ——

Total 24 hrs. Intake

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

Total 24 hrs. OQutput
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Rainbow® . —_
Children's | @ BirthRight
Hospital .

It takes a lot to treat the litle.

" FLUID CHART |

28]t

1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
- T = . m— - . vr:v L = T 3 i

site |

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Thrombo-

Nature

Date | Time | ¢ Fuid

Route

NG

Diarrhoea

Urine phiebitis

Drainage

Vomit

Mouth

Y

N.G

08:00 am PN

1"\1 09:00 am &
3% s

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

\
X
=

Total Intake :

RUS

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 i

06:00 am

07:00 am /

Total Output :

Total Intake:

yd

Total 24 hrs/Intake

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

Total 24 hrs. Output

Score Nurse
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e | Rainbow*
Patient Sticker Child_ren’s
Hospital

It takes a jot to treat the. .

‘ BirthRight
BY RAINBOW HOSPITALS
\-_'o:r Rv;l_\i to a Safe Delivery

| FLUID CHART |

SREEINO. . e sessnerarensn

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

TR T e
Date | Time Naturp\ Route NG Qérhoea Vomit | Drainage | Urine T;:?GIS‘?‘S: Sign.
of Fluid | : Score | Nurse
Mouth | LV N.G
08:00 am /
09:00 am | z
*| 10:00am _' A
11:00 am A
12:00 pm /
01:00 pm x
Total Intake : J 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 it
09:00 pm /
10:00 pm
11:00 pm
1200am|  /
01:00 am /
Total Intake : / Total Output :

IV Site

Total Intake : Total Output :

Total 24 hrs. Intake * Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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MEDICATION RECONCILIATION FORM

Drug AlIErgies: ..............coo.. AMoxteillin.

L1 Not known any Drug Allergies

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

shitting From: ... YENLCAD 5 Shifted to: ........... P R

S.No (GENEHI?E!T?%:TE:T;#:F II.EETTERS) {m[;?rsnig) (PO, :%ULE: tv) | FREQUENCY rL;:feT/DT?iEe f,‘gﬂ%‘,?g
ONCE

1 | T TronN LTH® Po PATLY [1C BC

2 | T- CALCTUM | AR | PO ?‘:;Y Cc et
3 ¢ Ooc
4 (JC JDC
5 gdc 0bc
6 c ODe
7 Oc Obe
8 Oc dbc
9 Oc dbc
10 Oc 0oc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : %‘OQYQC&@SHN%I
Date & Time : ZGLG'%MHM

Nurse Name & Signature: l‘\.%%\‘%&&\ﬁfﬁ\ﬂl
Date & Time : 36(9(&6{\%}“\

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

* - Continue, DC - Discontinue
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Mra M. BALAMANI i
17-06-1988 BYOMID  (f) . = o
Dr. BRILATA PATNAIK ] Rainbow .

T T Hosprcr | () Zocemnits
MEDICATION RECONCILIATION FORM

Drug Allergies: Qmomo\ L EX o YOO Vﬁot 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 FIOM: .............. DO Shifted to: ... RO (05 ).
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | oo / Time ?gﬂ:?ﬁ'ﬁg
. | TR®- pAWIOPRAZee | Lomuy  po gnce g
PAT
o | TPB PARACETAMIOL | Ui o 6 tH =€ Ooc
Ho vRWY
2TH
. ~NACc SO
3 | TAB  DECSFE Y| . ye Hou U &6 Do
- > ™ (2=
4 | TNT CEFOTAXEME 1o AN e o 00C
- 2V &7
s | TAB TRAMaPOL 160 Mt i o< CIDC
8]
6 (JC [IDC
7 (JC ODC
8 0c 0oc
9 ¢ Coc
10 ¢ 0bc

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

L Hr '
Doctor Name & Signature : @DQMHL”\

Date &Time: ........24 | &126 19:3d PM

Docu. No. : RCH /FRM / GENERAL / 090
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Ref. No.: F/HW /DC/RP/INPR/05.a
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e il o ] e | M Tl

...GULAR PRESCRIPTIONS
DRUG:  NTCLFOTAXME [P (\d ald
Dose Route | Frequency | Start Dt. \ C
2 A oL
16M | W | Aomes] 2elel / a2
L~

Name & Signature of the Doctor
starting the Drugs: =
nd

€ . NPUSHEEN -

AN
—
S
?
1

Additional Instructions:

FOR M8 hus . A ¢
4 T 2

Daily Doctor's Endorsement by a Sign.

N\
-t
W)
>l
|

Py

% ; lem

DRUG: T+ CEFURO¥IME i:z"?gm
Dose Route Fre'q,tincv Start Dt. LO
(2
soomg|  Po i Y1 e

Name & Signature of the Docto}
[ starting the Drugs:

Gy D Gursthomce
Additionfil Instructions:

T-CEFTLM)

r

9 n’?_Crzm/ébm/ -
RETE/ 2¢,

Daily Doctor's Endorsement by a Sign.

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

Dose Route | Frequency | Start Dt

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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Rainb%w" . Ref. No.: F/HW/DC/RP/INPR /05.a
Children’s BirthRight
Hospital | e oo

Patient Name : |.P. No. Sheet No. Wards Weight (kg)
REGULAR PRESCRIPTIONS
Date»
DRUG : Time F
Dose Route |Frequency| StariDt. [
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions
Daily Doctor's Endorsement by a Sign.
Date»
DRUG: Time
Dose Route |Frequency| StartDt |
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions
Daily Doctor's Endorsement by a Sign.
Date »
DRUG : e
ime

Dose Route |Frequency| StartDt. |

Name & Signature of the Doctor

starting the Drugs:

Additional Instructions

Daily Doctor's Endorsement by a Sign.
DRUG : Jate}

Time
Dose Route [Frequency| StartDt. |

Name & Signature of the Doctor

starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

CIN : U85110 TG1928 PTC029914

www.rainbowhospitals.in
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Mrs M. BALAMANI "
17-06-1988 BYOMSD () Rainbow® ; gL
Or. BRILATA PATNAIK Children’s (4 BirthRight
AU Hospital | s
It takes a lot to treat the litte, Your Right to a Safe Delivery
Date of Admission: Q-G!G[M‘M Drug Allergies: A‘MOX‘U’ [{ Ao =1 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
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 must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time

- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

NURSES

S0S / PRN (As Required Medication)

DRUG : %?;2"

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG : pae

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Dater
DRUG : Time|

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Page: 1/4 (P.T.0)
Docu. No. ; RCH /FRM/ CLINICAL / 118
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Mrs M. BALAMANI

o

17-08-1988 3BYOMED (F) \.\ u
"V .
Date»
; TIU'IB INH.:rs‘:eIlr Sig. I N;.lrs‘sr Sig. I Nq.lrs‘gr Sig I Nurs‘.elr Sig.
Dose Dose Dosg ! Dogés
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUTE Start Date Dose Dose Dose Dose
Dr. Sign, Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o e Dot Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: it o . P
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Dat
“ARIABLE DOSE TIaU'Iee) Num&&iq. Nursaﬁiu. Nursg Sig. Nurs&Sic.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor - Bl Dows Dowy
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: Jose o e e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
Date Time Medication D?;:gsc%(?;ger Route Signature Nurses
TNT CCFoTAXTIME 1Gm Ty Y A
2""""’" \Q{U> CAFTCR TE&T Dose) L),
INT PANTOPRADILL oM T %
i R \CR'AND eme AR
T Meroclo prA B R/ Moy in
%\6'% \")_Q*“\ - MIne ! G i -i@_—' v
\ A
: . 10 v :
b | o e | - congeroaw 0 et I y:
oo | 2iopw | Ihg TRANEXATC lam W " W
A | 2 | Supe Tesospal 1000 e | R ”
e | e | G D\LLOFENAC \00 MU Ple. 2 LD
T M1SoPROSTOL e INTEA | ™ [Vilshpod
a\ehe |3:45Pn | T pocl  |eama
M
\ a(o\('»\]‘o 445 N T- MIsoPRes TOL 400 M CG P %
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Name & Signature of the Doctor % / (9%
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~={ Daily Doctor’s Endorsement by a Sign

Py Date W\ I

DRUG: “Ipg. ‘RemdfolL Tme:g&";‘“ Q"

Dose | Route |Frequency |Start Date| & )
toowe| P00 | €My 2* S\ }_

(}0 Name & Signature of the Doctor 9 /ﬁ\

Starting the Drugs: g;”f%' 0 © /,@ ;

Additional Instructions: \O _\Q (4.
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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 Woa |
Road,Kakaguda, Karkhana ,Hyderabad ,Telangana, INDIA ,500008. i 1= e
Rainbow

INSURANCE COPY

040-42462200, Ext 2000,2001,2002, .C;h ild !'e rll e Bl l't h ng h t
Tuspiidl ' BY RAIN TTALS
PatientName : Mrs M. BALAMANI Inpatient Now: - oo e -lP~dO Oour Right to a Safe Delivery
Age/Gender : 38Y 0M9D/Female Admit Date : 26-06-2026
Ward/Bed : N 2F-LABOUR WARD/ LW 219 Discharge Date
Investigation Result Unit Biological Reference Interval

BLEEDING TIME/CLOTTING TIME (Specimen : BLOOD) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :26-06-2026 11:33

BLEEDING TIME 2 min : 30 sec min. 1-5

CLOTTING TIME 4 min : 55 sec 3-7

Dr. SRUJANA SHYAMALA, MD, DNB
Consultant Pathologist, Reg No : 39356
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Y 4N - A20 J400 wrguney 3 048 - 7111 1BRY Emmrguey 3 040-6531 5233

Pana 1 nf 1

AEMI IARELEATY

- s A os i . Aacinglennac N0-A72 AM Frafie d P s o AEAT RIS AR A



INSURANCE
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Rainbow® o
 Children's | ‘Blrtthght

Hospital | BY RAINBOW HOSPITALS
tt y ot to treat the fitt | Your Right to a Safe Delivery
Name Mrs M. BALAMANI UHID VIH-00125303
Mr SADALA AJAY | o
Father/Guardian RATANAM Age/Gender 38 Y 0 M 9 D/Female

HNO. 12-5-49/1VIAJYAPURI COLONY , TARNAKA, SECUNDERABAD‘,

d
Address Lalapet, Hyderabad, Telangana, INDIA, 500017
IP No IP-00060490 Admission Date 26-06-2026
Ref Doctor Self Discharge Date 28-06-2026

DISCHARGE SUMMARY

Consultant: Dr. SRILATA PATNAIK, CONSULTANT GYNECOLOGIST &
OBSTETRICIAN

Diagnosis: G2P1L1 with 38+1 weeks with previous LSCS with Small
for gestational age baby admitted for Elective Lower
segment cesarean section with bilateral tubectomy.

ELECTIVE LOWER SEGMENT CESAREAN SECTION WITH BILATERAL
TUBECTOMY DONE UNDER SPINAL ANESTHESIA ON 26.6.2026

History:

LMP: 2.10.2025

Obstetric formula: G2P1L1

EDD: 9.7.2026

Gestation at admission: 38+1 weeks

Obstetric History:
Gl - Female / 5 years / FTLSCS / NPOL / 3.8kgs / BF X 5YRS / A&H / RCH VKP /

uneventful
G2 - Present pregnancy Spontaneous conception.

Medical History: Nil
Family History: Mother - DM

Q 1800 2122 @ www.rainbowhospitals.in




Name | Mrs M, BALAMANI UHID VIH-00125303

Surgical History: Previous LSCS 6 yrs ago
Allergies: Amoxicillin

Antenatal Details: Mrs. M. BALAMANI was booked to Rainbow Hospital at
8+5 weeks of gestation. She had regular antenatal checkups and
investigations as advised. She was on Tablet Ecosprin 150mg OD since 13+2
weeks and stopped at 35+3 weeks. She had history of loose motions at 13+2
weeks and was managed conservatively. She came with complaints of dull
abdominal pain since 9:30am on 26.6.2026. She was admitted at 38+1 weeks
with previous LSCS with Small for gestational age baby admitted for Elective
Lower segment cesarean section with bilateral tubectomy.

Investigations: Enclosed
Blood group: 'O' POSITIVE

Management: Course in hospital: She came with complaints of dull
abdominal pain since 9:30am on 26.6.2026, subsided. On examination vitals
stable, uterus relaxed.

She was prepared for elective C-section with indwelling Foley’s catheter and IV
canula under aseptic conditions. Written informed consent for surgery taken.
Preanesthetic check up done. Anesthetic premedication (IV Pantop and
Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV given. Patient
shifted to theatre.

Surgery Notes: Operative Details:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. Lower uterine
segment thinned out. A lower segment curvilinear incision given on the uterus.
Baby delivered with one loop of cord around neck. Cord clamped and cut and
cord blood collected for blood grouping and Rh typing. Baby handed over to
pediatrician. Placenta delivered with controlled cord traction. Antibiotic
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prophylaxis with Inj. Taxim 1 gm IV given. Misoprostol 400 mcg given intra
cavitary as prophylaxis against postpartum hemorrhage. Uterus closed in
layers. Bilateral fallopian tubes identified and ligated using modified pomeroys
technique. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Skin closed with subcuticular sutures. Wound dressing done.
Vagina cleaned with Betadine solution after expelling clots. Misoprostol 400
mcg given per rectum as prophylaxis against postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.

Delivery Details:
Date:26.6.2026

Time of Delivery: 2:58:01 pm
Type of Delivery: Elective LSCS
Indication: Previous LSCS
Analgesia: Spinal

Baby Details:

Date: 26.6.2026

Time: 2:58:01pm

Sex: Female

Weight: 2.99kgs

Apgar: 7/10, 9/10

Gestational Age: 38+1 weeks
NICU Admission: No

Post-Operative Notes: Post Operative Period:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no postpartum hemorrhage. Breastfeeding initiated. She was
shifted to room. Her postoperative period following that was uneventful. On
third postoperative day dressing was changed. On inspection wound was
healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient

O 1800 2122 @ www.rainbowhospitals.in




Name Mrs M. BALAMANI UHID VIH-00125303

supplemented by written information.

Advice:

1. Tab. Cefuroxime (ceftum) twice daily till 2.7.2026 (9am-9pm) after food.

2. Tab. Calpol 500mg (2tabs) (Paracetamol 500mgq) thrice daily till 2.7.2026
(9am-2pm-9pm) after food.

3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 2.7.2026 (10am-
4pm-10pm) after food.

4. Tab. Pantoprazole 40 mg once daily till 2.7.2026 (7am) before food.

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

6. Tab. Shelcal (Elementa! Calcium 500mg, Vitamin D3 250 IU) 1 tablet once
daily (2pm) till breastfeeding after food.

7. Nebasulf powder for local application.

8. HPV vaccine after 6 weeks of delivery.

Review after one week on 2.7.2026 at postnatal clinic with prior appointment
(This consultation will be charged).

To take appointment for OPD consuitation at Rainbow Children's
Hospital, just dial one number 1800-2122 (between 8 a.m. to 8 p.m.)
(or) log on to www.rainbowhospitals.in

In case of emergency like bleeding, fever - kindly contact 040-42462200.
Extension 2220 (Rainbow Hospital, Karkhana).

For Women Who Have Had a Cesarean Section.

Care of the wound:

1.You can bath and shower.

2.The wound can get wet during a bath or shower. Dry it thoroughly and gently
by dabbing with a gauze piece. Do not rub the wound.
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3.This gauze piece needs to be discarded after one use.

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

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.

6.Do not touch the wound with unwashed hands.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been
explained by doctor ..........ceuuu... in the language that | understand and | have
understood the same.

Name: Signature:

Relationship:

This summary was explained by:

Summary prepared by: Dr.

C\@/'D/ Registrar/Resident/C.M.O

PATNAIK

Dr. SIQALA
MBBS MD

CONSULTANT GYNECOLOGIST & OBSTETRICIAN

Q 1800 2122 @ www.rainbowhospitals.in




