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MEDICAL EQUIPMENT ( WARD & ICU)

Date E:qurr::-nzf-nt Cor:nrrir:-lc;ing Discc‘:r?:‘icting Order No. Signature
(al6l26 | gniwiion Qunf 12:20pM | 7 /30pM
\'A’T\bm Com dlac monfod %pﬂf\ <1/20pMN A
" Olov Chudeed By, nMosgp (16 e @ 8Pr
‘ / v , )
2
4
Z




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

VIH-00191060 IP-00060374
Mrs KASANI SRILAKSHMI
ACT bk w0 LING

O T —

UHID No : ==========nummm IP.NQ : ====emmceeecnceene- Consultant : Deptessmanapucas
Date of Admission : -qu‘lg'm Time: “-—S-&ﬂ-r-o- Date of Discharge : L 8--[--6-[-155—"- Time: -1-9-:'-‘-{5--8\
Room / Bed NoO : -=======emmmuun Ward : CJ"’O Suggested Billable bed type : --------=--mmemeceeeue-
WARD TRANSFERS
Date . Time From To gg.qature of Nurse
e b | yzepm | e OT WY
et | QuoapM|  ar Mice A
'\{b\é( vo 10 Pm M L QDO‘T\ (3 I / Jﬂ. i

Cross Consultation Visit

Doctors Name Date Order No. . Signature

1. /

2 /

8 /
9. /
10. /

Docu. No.: RCH / FRM / GENERAL / ms/
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. H-00191060 1P-00060374 e g2l
‘2 KASANI SRILAKSHMI Rainbow .

-04-1976 s0Yam120 () Children’s .Blrtthght'

. CHANDRIKA K Hos pital BY RAINBOW HOSPITALS
I e

T el
SURGERY DETAILS

ot .| 1 }om %....
Patient Name: .. MW:') Kﬂéﬂﬂl FR\UK }M,laa’te of Birth: 60 \/r

gender:........... JAMALE.  Ward: / QT UHID No.: 19060
DateofSurgery:.....Eﬁl.?@ll:?a............... O 0T-1/§?0T-2 C10T-3 [JOT-4 [JOBGOT-1 [10BGOT-2

Name of the Surgery : ......EXC 00N OF  SEBMCEQ ”C‘}QT

Timein:..... \h.DOPY Time Out Q’WM/

AMOUNT

1. Surgeon D T Cha ey et B : “Cf'm?ﬁ/ﬁ
2. Anaesthetist Drv;neﬁftﬂc\ ....................................................................................
3. Assistant SUrGEON : ... D G e oo e
4. OTTechnician ... 5Y0 MeUShOOM L e,

5. Circulating Nurse : ........... STQAL‘Q'QI{’ISTMCUJVHC‘-D& ..................................................

6. Assistant Nurse  :........... gn:.-...sI?{..t?I..f'\.{.' .............................................

Special Equipment:  [] Laparascopy (] Broncoscope | Harmonic (1 Morcelator
_ 1 C-ARM (1 Cystoscopy (| Versa Point (1 Liver Cusa
1 Neuro Cusa W

Signatu%ﬂSurgeon Signature‘m) Circulating Nurse

Order No: 30”1\?%6’@0‘1[2&6/ A T —

Docu. No. : RCHBH /FRM / GENERAL / 114
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Rainbow® ‘

| INSURANCE COPY Children’s ; . BIrtthght
] = w. Hos p ital ‘ BY RAINBOW HOSPITALS
4 It takes a jot to treat the itde, | Your Right to a Safe Delivery
Mrs KASANI
Name SRILAKSHMI UHID VIH-00191060
Father/Guardian Mr A SYAM PRASAD Age/Gender 50Y 2 M 12 D/Female
Address B BLOCK 12 EJAIN BALAJI NILAYAM,ANANDBAGH, Safilguda, Hyderabad,
Telangana, INDIA, 500048
IP No [P-00060374 Admission Date 17-06-2026
Ref Doctor Self Discharge Date 18-06-2026

DISCHARGE SUMMARY

Consultants : Dr. CHANDRIKA K, CONSULTANT GENERAL SURGEON

Diagnosis: P2L2A1 with two previous LSCS with Non tubectomised
with infected Sebaceous cyst on left breast for Excision of cyst.

EXCISION OF SEBACEOUS CYST DONE UNDER GENERAL ANAESTHESIA
ON 17.06.2026.

History: Presenting complaint: Patient had c/o painful swelling over left breast
since 10 days. She has h/o similar complaints one year back. Medical
management done showed no regression. Mammography done on 16.06.2026
showed Epidermal inclusion cyst on left breast appx 34x18mm. She was
admitted for Excision of cyst.

Menstrual History:- LMP- 15.05.2026

Previous cycles: Regular/ 5 days/ 20-25 days/ 4-5 pads a day / Mild
dysmenorrhea/ Clots+

Obstetric History: P2L2A1

Medical History: h/o Palpitations since 2018 (on&off) On Tab Nebivolol 2.5mg

Family History: Mother - HTN, Father - DM,HTN




Mrs KASANI

Neuie SRILAKSHMI

UHID VIH-00191060

Surgical History: 2 previous LSCS
Allergies: Nil

Investigations: Enclosed.
Blood Group - 'B'POSITIVE

Surgery Notes:
Operation performed: Excision of cyst done under GA.

Indication: Infected Sebaceous cyst on left breast

Operative Procedure:

- Under strict aseptic conditions, Under General anesthesia, patient kept in
supine position

- Parts painted and draped

- Elliptical incision given over cyst

- Cyst excised

- Hemostasis confirmed

- Closure of incision done in layers

- Swab count tallied

- Skin closed with Vicryl 3-0

Post-Operative Notes: Postoperative period: - Uneventful.

Advice:
1. Tab. Taxim-O 200mg twice daily till 23.6.2026 (9am - 9pm) after food.
2. Tab. Lyser D thrice daily till 20.6.2026 (7am-3pm-10pm) after food.
3. Tab. Pantoprazole 40 mg once daiiy till 23.6.2026 (7am) before food.

Review after one week on 23.6.2026 in Gynec OP (This consultation will be
charged).
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. Rainbow . s h
‘N‘ . Mrs KASAN UHID Ch"dren\‘:}m. g{?’ﬁﬁgﬁ‘l’gﬂz
e SRILAKSHMI " HospitalViH Your Right o 3 Safe Deivery

For OPD appointment contact 040-43404340 (between 8 a.m. to 8
p.m.) (or) log on to www.rainbowhospitals.in (or) contact our Toll Free
number 1800-2122

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

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

Name: A-Sypmenmao Signature : 7 “C_r{ I
Relationship with patient : /77 ¢C

This summary has been explained by :

Summary prepared by: Dr. v

/4
GLL Registrar/Resident/C.M.0O

Dr. CHANDRIKA K
CONSULTANT GENERAL SURGEON

ANANRAMGLDA
Emergency 3 (4069313233

040 - 4146 7300

Q 1800 2122 @ www.rainbowhospitals.in




DEFICIENCY € wiaotonos "~ oo AL CASE SHEET
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A gt i | Qe
Patient Name : cmm Brikne IP.No:GQB’aR\ o R
- i DOA:
: No. of o
SL.No List of Records Pages Legibility Completeness Remarks
1 Admission Sheet ! v il
2 Discharge Summary
3 Nursing Initial assessment form 2- '
4 Patient Trasfer Forms 3 '
5 In-patient Medical Record \ v
6 Doctors Progress Sheets . i
7 Nurses Progress notes - i
8 Consultation Sheets
9 General Consent for Treatment \ i
A Conset for Surgery 1 W
Consent for Blood Transfusion
12 Consent forChemotherapy
13 Consent for High Risk
14 Consent for Restraint
15 DAMA Consent y,
16 Consent for Special Procedure | sl -
17 Consent for Radiological Investigations '
18 Consent for HIV Test
19 Anaesthesia consent form \ v/ v’
20 Anaesthesia notes(Pre Anaesthesia & Post) Q_ / v
21 Pre Operative checklist \ v’ v
22 Surgical safety Checklist X v VC
23 Operation Theatre notes { v 1/
24 Nurses Clinical Presentation
25 TPR & BP chart - v /
28 | Intake and Output chart (fluid Chart) | 2 v v
Drug Chart (Regular prescription) 5 ) v N
28 Daily Investigation sheet
29 Investigation Values (Result Sheet) \ v ‘Y/
30 Nebulization Chart
31 Diabetic chart
32 Nutritional Review chart
33 MLC form (in case of MLC)
34 Patlent Edu tion Form
cﬁ Qe_qmo.. (afion] = i 4
Poqr\ < v /
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Thovo i \ v -
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Total No. of Pages y P | SN
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ERROR LOG

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

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE




A 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 ol .Telangana, INDIA ,500009.
Hospital T—— TEL NO :040-42462200, Ext 2000,2001,2002
B WERB : https://rainbowhospitals.in
ADMISSION SHEET

Registration Detalls : LR R RRCHAR L LT T R

Admission No : IP-00060374 Admit Date : 17-Jun-2026 Admit Time : 11:56 AM UHID : VIH-00191060

Patient Details :

Patient Name : Mrs KASANI SRILAKSHMI Age :50Y2M12D

Guardian : Mr A SYAM PRASAD DOB : 05-04-1976

Gender : Female Religion

Occupation : Martial Status

Address (H) : BBLOCK 12 F,JAIN BALAJI NILAYAM, Phone No : 8142545445/ 9393603385
&%ﬁ?g?gﬂil; Safilguda Hyderabad Telangana E-mail . na@gmail.com

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

Room No : LW 220 Admission Type : First Visit

Contact Details :
Name : Mr A SYAM PRASAD Relationship : W/O

Contact Address : B BLOCK 12 F,JAIN BALAJI Phone No 1 8142545445 [ 9346604664
NILAYAM,ANANDBAGH Safilguda Hyderabad
Telangana INDIA 500048

o gl

Signatare
[ Noctor Details :
Joctor Name : Dr. CHANDRIKA K Specialisation : GENERAL SURGERY
Referral Doctor . Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : CARE HEALTH INSURANCE LIMITED

ted Date / Time : 17/06/2026 11:58 Printed By : 021034 Page 1 of 2
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= 4-1976 S0y
i Dr. CHANDRIKA ‘ Mﬂn " Ra|nb0w .

Children’s .BirthRight"

L Hospital | (g omennmsnes

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: (:H(EJ h.f)

Your Right to a Safe Delivery

Baseline Information:

Admission From: LJ ER L1 OPD Mion Desk L[] Others, specify (/(UO
Primary Language: MU [l English L] Hindi L MBS, SO ...cooividemenicsssisssisissssscsiniis
Do you require aninterpreter? [ Yes SR S SRR o 01 1N S —
Source of Information: /Ef’%]t 1 Family C QoS SHOCHT .ot b shs et

Allergies: [ Yes /E'l( [ Medications [] Blood Transfusion L Food ELOMBE v T
Ifyes, identify .... S e B A e A A e A eI N sV PR RS SRR A

Chief Complaints: .. Doctor Notified on Admission-~t_ Yes [ No
ﬂdﬂ’“ H;Jﬁd— th’l MJ’ f’ﬁ-ﬂ Name of the Doctor: ..[DR.a.. (XL,
C‘?)‘—USIQn Time Notified: ........}. 2t S0P,
Past Medical History: Obtained From ient (] Family Member [ Medical Record [ Other (specify) ..................
Past Medical History " Past Surgical History Previous Hospital Admission
A KA g oL L4y yed
£ v
o V) i
Gynecology Assessment: ot Abplicabie Gynecology Surgical History: Gynecological History:
Menstrual History: ............c.coccoeureneeneee... | Caesarean Section: [CJNo /B@ Contraceptives: (Eﬂﬁ_‘ [J Yes
Cervical Cerclage: /Erﬁ- [ Yes Vaginal Discharge: ,Efﬁt? [ Yes
Onset of Menarche: . Ectopic Pregnancy: ,Zﬂc? [ Yes Post-Coital Bleedingw [ Yes
Menstrual Cycle: [ Regul Irregular Myomectomy: 0 [Yes Infertility: o [JYes
Last Menstrual Period: LJ Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G .......... . S . A—— N
Previous LSCS: ........ y 28

Current Medication: ] None ,E"( If Yes, Fill the reconciliation form

Family History: (] No Abnormalities Detected

[] Heart Disease ypertension Dlabetes [JStroke [ Seizures [ Kidney disease
[ Liver disease (] Other . m&%ﬂl— H_!\.E FG;WlQIL ..... oM., H ...!..l.\.l .........................................
Vital Signs / Measurements: Temp: C{Suf HR: SOb(-J' RR: K]bMJ

BP: ll}lwm-l“j Weight: 2.8 Height: .[6O.CIM BMI: .

Pain Assessment:  Pain; ‘E'YEST CINo  (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH/FRM / cLINIcAL / 18) SCo~ (PTO)




e
cHANDRi
R T
= PHYSICAL ASSESSMENT
General Appearance: ealthy [1ill looking [ Anxious ] Agitated L OOIS: ooiovnivivenconssmssnnsnsnens

Fall Assessment:/LZé [INo Score \‘\0 (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore:  []Yes Aﬂ Score......?r.g...... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
©J Mobility problem U Walking Problem “o Abnormality Detected

L Developmental Delay L) Musculoskeletal Congenital Abnormality (

Inform consultant for positive criteria
-

NUTRITIONAL SCREENING: A Abnormality Detected b

(] Overweight (] Poor Appetite > 3 Days (] Needs Therapeutic Diet.
("] Under Weight [ Diabetes Mellitus [} Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
alm & Cooperative (L) Restless ! Depressed [ Agitated [ Confused
ML s T U R e—————— T L

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single Md ~ [ODivorced [ Widow

2. Special Habits: Smoker: [ Ye 910( Alcohol Abuse: GYS;;HQO/ Drug Abuse: O Yes&1lo
pecial Habits r s Je co us e rug Abus es/?ﬁ )

|
Social History: Lives With (’Qﬁ'}‘?" ................................................................................................................
Y, =
Orientation has been given regarding the following aspects:
Call Bell in Reach : [l Yes 0 Waste Disposal Explained: Yes [JNo
Infusion Pump : es [INo Hand Hygiene Explained: JJ"@ [J No [ Others

Above information given to ... /YIS .-, koS3 LQ$1"'“'
Name of Person Orientation was given o .. NL:’18 STU LG&W

Orientation NOt GIVEN REASON: ...cuuivmummsersssssersesssimmssinssssssassssssssassssssssssassssnsassses

Nurse Signature: ........ @ ;
Nurse Name: . W\%Zk m'

Date & Time: .. H:[ PL@ ). 12, mm




PATIENT TRANSFER FORM

Z

O, R oo | @ BirthRight

Hos p ital . BY RAINBOW HOSPITALS
1t takes a lot o treat the Bitle. Your Right to a Safe Delivery

Patient Name & UHID No.

VIH-00191060 IP-00060374
Mrs KASANI SRILAKSHMI

—— Dr. CHANDRIKA K

05-04-1978 50Y2M12D (F)

Date & Time of Admission

1lehe @ tisem

Date & Time of Transfer Order

136 /s (Q 15k

'” n”"l“nﬂl"mmm"“‘ Transfer Ordered by Reason for Tran;fer ,\40
DR (pusthme Bogoq b Cya Ol
From Unit To Unit Information to Attendant
Miw OF o
Number of Sheets in Clinical File

Number of Imaging Films

NI

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

Yes[ ] NerT

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No.

Item Name

Quantity

4,

5.

Shifting Summary / Notes Written by Doctor : YV No| ]

DR - foetsfhean

¢ N’?QWW

Name & Signature of Person who is Transferring

DR -Gxtibimy,

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

maribfYT'J} “

Date & Time of Patient Received :

et @ 1:36pm

I 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

1 Nurse not Available

[] Available Bed not ready
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PATIENT TRANSFER FORM
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Rainbow®
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Hospital

It takes a ot to treat the Mtle.

Patient Name & UHID No.

s |p-00060374
W-0019 MWl
.._._.‘M ‘”LAK‘Y am1ad  ®

wﬁi’ i

Date & Time of Admission

1 |0424 @ hesH

Date & Time of Transfer Order

110 €)26 008,

Transfer Ordered by

D

Q St,m_gl-\)’w\

Reason for Transfer

Pog) 0P (@

From Unit

a9

To Unit

ML

Information to Attendant
Yes[ ] _— No[]

Pl

Number of Sheets in Clinical File

»

Number of Imaging Films

Nl O

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

Yes| | M‘V
If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. Item Name Quantity
5 S\ ] <

2 Lithe

3.

4.

5.

Shifting Summary / Notes Written by Doctor : YesL// No[ |

Dr. (r\:f’@’QL

-

Name & Signature of Person who is Transferring

[\&&n;m 6X 0. @

=0

Name of Person Ordered Transfer

PD‘Y' < v;n@'Q H/‘O

Patient & Clinical Records Received by :

g

Tt ¢

RNC

———

Date & Time of Patient Received :

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

["] Unavailable Bed

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

[ | Nurse not Available

[ ] Available Bed not ready

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery




;ﬁ% 2
mmm4 —_
PATIENT TRANSFER FORM Hospital .am.mmsms

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Tlme of Transfer Order
M, QTWLOL(L%"’; H‘{GILG @]1 . SO ‘ﬁ‘éfﬁ’ m'?
Treating Consultant Name Transfer Ordered by Reason for Transfer
,D, @(gw;l/\‘» OHUV&};OM
From Unit To Unit Information to Attendant
M|l Pom( 20 [ W el
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
2(, — ) \ veig}/'/"""'No ]
ol d LJ ' If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3.
4.
b.
Shifting Summary / Notes Written by Doctor : ~ Yes| | No[ ]
e dus v
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

oyl . B

Paton & Cinical Records Received by: >, pilcer 17 [6 26 (2 111 8% P

Date & Time of Patient Received :

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

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



VIH-00181060 IP-00060374

[ Mrs KASANI SRILAKSHMI
05-04-1978 soyami2p

‘ Or. CHANDRIKA K

(F)

Ref. No.:F/GYNIC/18

I.P. ADMISSION SHEET FOR GYNECOLOGY

Date of Admission : tq’" ct ’-@ :

Time of Admission > ___[2-PM

----PERSONAL DETAILS
MAg: bACANL Sk LARIHM

Date of Birth 5124 11438

Age

Name :
UHID No._ VW -~ ©p|i10é®© IPNo.: JP— 0vo o33\
Department : o k- Consultant : Pa*Chomdatka
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MENSTRUAL HISTORY
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OBSTETRIC HISTORY

Year of Marriage : 2-0'{€a!

~\< AO‘LP‘ 20-24¢ay)

: . R
Previous Periods : “ila oh.{s | l Jofhs®

LMP: \&|¢5]2026
Contraception : Non M&G&O mSStc’

fem
Parity: Pylady < oo
Mode of Delivery : w0 LSce

Heavybreedivg | t-cpdeb] 1agt Child Birth: 4§ ¢ Yegws C'd'o
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e - 16 yg




MEDICAL HISTORY SURGICAL HISTORY

Ox T Netwvorol doa Pelipitallong
' (‘mfma')("b -A\:f: 208 R Previous et
Cmuonﬁ

FAMILY HISTORY NOTES / ALLERGIES

Molhec— MTN Mua\\uf -

=== INITIAL ASSESSI}”IENT

Date {‘%‘Gt 2C Breasts : Local / Speculum Examination

Hi. 6o tvn Wi 6218 b SuodBng even \CE*' Mot dove

o Ereast @ '

BMI

B.P .

Pallor : @ y Abdominal Examination Bimanual Pelvic Examination
‘CVS e, &© ' ' Seof , NT ot downt -

Respiratory .Systerp_ &&e_— @ §

Thyroid @

PROVISIONAL DIAGNOSIS - P" Ly« Pevtus & ML wolfh - fon Tubccke nyle d
T vt sebacena c,,g&—mle@— Rueart— {m SReiltlon

INVESTIGATIONS ORDERED PLAN OF MANAGEMENT PRESCRIPTION

- AAvnfinteon

\ | = Contend

— N

' — PA< :

— Pau {\ﬂn.u-gr'm ' '

19 % ! '
— Menmbon witaly

s FvU.s-w Qll\.bxﬂ : '

i M@m‘iﬂf{}oc

Name of the Doctor : DAY CRANDRIC & ' D M\‘w

Date: _tHE tl-ﬁ Tima" |12\ 26 PM ignaturg of Doctor
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ViH-00181060

Mrs KASANI SRILAKSHMI
05-04-1!76

DOr.C
Patient HANDRIKA K

S0Yam12p

IP-00060374

(F)

. T

NURSING SHIFT HAND OVER FORM

0,

,-SV/
Rainbow®

Children’s

Hospital

Tt takes & lot to treat the litie.

. . e
BirthRight
BY RAINEOW HOSPITALS
Your Right to a Safe Delivery

Z | Diagnosis: PQJ_Q,Q LC PR Q&% @ pVOY) | Anylinfection: [1Yes L0 [INot Known
g TLL\DQ\W'\ Vs e ot OL%%@-'KIQH‘ If Yes SPecify: ...,
% | surgery/ Procedure: %JUUU’ f’gj\ &'oﬂ _PostOPDay:
Dat 3 1 \\\(3 )2 5\‘*
g = Shift \ 4\ e e \ . \"A » )
E [ Medical Conditi s T 3\
% (A%y'%?)ec(iglr cclrggition to be noted): - - ) — w '\y“\
< T
@ | Diet: N A O ud (Yeedlioy Ldd  [Oge
Allergy: 0 Yes \#No | Yes O JNo | O Yes,)?ﬁﬁ 1Yes [No | Yes_+o | Yes [iNo
Ventilation (RA, NB_NIV, VENTI): Ro | Up U"r P | &8 Ra
Tubes/DrainsCatheter:) CYes No | ¥es [1No | #fes © J o[ Yes C1No |&¥es (1No |1 Yes Ao
& Res: | |4 bfaok [$0pm lthn.ﬂx @. blo | Qi | {9bim
2 500, |_aas | a9%, OB | Db I 4q) - | aay.
3 Pulse: | @ ¢ bjmb %Lb!:m T b L gl A5
BP: | 11l M? M[!lﬁlio o 6o 1 e
]
LOC: |Camsciond] congo ouws (MO Lowlbonn| Com™ | o0V
Fall Risk Score: 6] — 1Yo U 10 )
Pain Score: | © 0 s | O e
siin inegrity | duifack| enbad et |Gl | ek "mm
Safety Needs: vaés “INo | [L¥es TINg+tTYes [ No | [ Yes LiNo |eYes T No [ Ces [1No
Physiotherapy:| - - it — A INGRT
§ Others Specify: |1 Yes & |1 Yes LA | 1 Yes iAT0 | Yes =Ao | 0 Yes Mo | 0 Yes No
5 Special Diet: | Aty _ N1 — (.det ﬁdfg.f.
S |Critical Lab Test/ Values: - — FT T o :\11\1
E |Other Special Orders / Medications: | 0 Yes CyNg| C Yes 0 Mo O Yes @No | Yes (NG | O Yes #No | 1 Yes #No
§ PU Prophylaxis: Tl Yes [AM0 |0 Yes ) No | Yes #No | Yes No | Yes £ No | I Yes *No
DVT Prophylaxis: 1 Yes [ A%0 |1 Yes Cido | U1 Yes ;A(o O Yes [No | O Yes <o | O Yes Wl
ADL (Dependent / Non Dependent): W o(lu'm&af peperded C\Lm,\,{. Beledot &W
: —)?OLW\ HU - 1
Post Operative Procedure Special Orders: :g )‘/ﬁ p}ﬂ N‘i \
Handed Over By Name : SYPUPN{JW \[{\(’fﬁﬂt[ <y {3 mdm
i - i G [Tone
Signature /1D : M P—qf-ggi(l"l. (0 8 -Y;M%‘a 60630
Date: f AZS [.}"!(,}q,& ﬁ[ﬁm ‘F’)J\. l K\Q\u 1310 26
Time: Y
ime R 1% @ 24 @Sﬂﬂ@ufc pn| @M | @pded
Take Over By Name e VA Drailslc | S0k [ rdea| | oM
Signature / ID : 0 ® ﬁh]ﬁbﬂ M | B4 606230 5 W
Date: U4 {g20 E&?Lh; P'krﬁ [ 26 ;\*Ah.\“" 1 s !16 A
Time: L3N @ W@km Linp~| @gshn
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VIH-00181060 (RABNI1A
Mrs KASANI SRILAKSHMI
05-04-1976 50Y2m120

Or. CHAN

i

F)

R

Children’s

K-V./é
ainbow”

Hospital

It takes & lot to treat the lite

NURSING SHIFT HAND OVER FORM

BirthRight
BY RAINBOW HOSPITALS
Your Rightto a Safe Delivery

Z | Diagnosis: Any Infection: [JYes CINo [JNotKnown
‘g Ui s ———
@ | Surgery / Procedure: Post OP Day://
o | Date /
§ Shift
& | Medical Condition /
= | (Any special condition to be noted):
3 Diet: /
Allergy: CYes C'No | Yes CINo | O yls CINo (D Yes CONo [ Yes C/No |1 Yes CINo
Ventilation (RA, NP, NIV, VENTI): /
Tubes/Drains/Catheter: O Yes CONo | Yes [ Np/'u Yes [1No | Yes CONo [ Yes C1No | Yes I No
£ | Vital Signs: Temp: /
g Res: V&
2 Spo;; 7
@ Pulse: /
BP: A
LOC: /
Fall Risk Score: /
Pain Score: /
Skin Integrity /
Safety Needs: }Z'Yes CINo|C1Yes C'No |1 Yes CINo [ Yes C1No | Yes C1No | Yes CINo
Physiotherapy;
§ Others Specify’ C1Yes TINo | Yes (1No |7 Yes CINo | I Yes CINo [T Yes ' No
E Special
& |Critical Lab Test/ Values:  /
E |Other Special Orders/Med/Maiions: JYes C'No | Yes CINo |1Yes CINo | Yes CINo | Yes CINo |1 Yes C1No
ﬁ PU Prophylaxis: / C1Yes C1No | Yes CINo |1 Yes CJNo [ Yes CINo | Yes TONo |l Yes 1 No
DVT Prophylaxis: / CYes [/No|(JYes ['No|[IYes [INo |l Yes TINo | Yes 7INo |l Yes I No
ADL (Dependent / Nosi Dependent): '
Post Operative Proceduré Special Orders:
Handed Over By Name
Signature / ID :
Date:
Time:
Taken Over By Name :
Signature / ID :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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I I T NURSING CARE RECORD Hospital_
Date: H—[G,}'Uo

o | [ Maintain Airway and Oxygenation m Pain & Discomfort [ Maintain Fluid Balance [ Impgove Activity Tolerance [ Maintain Good Nutritional Status [] Maintain Skin Integrity
E "] Maintain Personal Hygiene /?;"ﬁent Infection 71 Meet Elimination Needs )/ﬁl:: Safety ] Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications [0 ANY OHBTS. SPEOHY. ... cerereirenrnsersssnsnsiinnneienstasnsarsnsesionannssissesotsisnnnrsisssibasisiimmniiinisiaeiiiimg
] . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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P _6 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 A ,Telangana, INDIA ,500009.

Hospital ™" TEL NO :040-42462200, Ext 2000,2001,2002

- WERB : https://rainbowhospitals.in
F TREA

Patient Name: Mrs KASANI SRILAKSHMI Age : 50Y2M12D
IP No: IP-00060374 Sex: Female
Consultant: Dr. CHANDRIKA K Ward/Bed No: N 2F-LABOUR WARD/LW 220

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

Patient, be deemed advisable or necessary.

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

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

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

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

Note:

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

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

(Receivers Signature.................. ) -\

{ ' Guide book has been given to 'F/he and | have been explained about the Hospitals rules and policies.
-+ inancial and billing counseling has been done to me.

Signature of Patient/Relative: 0"

fs A._.-v‘-—?
i ka9
Name: A' $ ‘{ '&‘\'\ 67 Mk}o Patient Address:
: gecs HU}%M B BLOCK 12 F,JAIN BALAJI NILAYAM,
Reliinsy d ANANDBAGH Safilguda Hyderabad
Date: \_l \ (ﬂl 024 Time: (, s g(o[ﬁ ‘o Telangana INDIA 500048

Wittness Name: Qg‘w
Wittness Signature: ‘KQ/

Printed Date / Time : 17/06/2026 11:58 Printed By : 021034 Page 2 of 2




VIH-00181060 |P-00060374
Mrs KASANI SRILAKSHMI

: 05-04-1978 soyam120  (F) @ "2
.......... - Dr. CHAHMKAK Rainb:aws . . 3 L
ildren’ BirthRight
= I" ml |\| ““Il“m “““m‘m |\| ﬁglslg Irtear; s . - ::I‘mw HUIngS

It takes a lot to treat the fittle, Your R Rn;ht 10 a Safe Deli uery

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: f?l@h,(; ................. Time of Arrival: ..... H?)OAM Time Seen by Nurse: .11 3.5.8)....

1) Level of consciousneSSMUs CJ Semi-Conscious (J UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[J Severe Pain / Moderate Pain U] Preterm rupture of Membranes / Leaking Water PV
(1 Bleeding PV: Slight / Heavy OJ Preterm Labor/ Labor
(] Decreased Fetal Movement . [J Spontaneous Rupture of Membrane / Leaking Water PV
[ No Fetal Movement 2T Other Reason: ... At He d. FooL. élf’ﬂrg”‘e’
3) Vital Signs: Temperature: Q8. H{ Pulse: 8%?['} RR: l‘lbu’ spo,; 994, BP: U}I?Q'W(!%ht 62:8 b~
4) Gestational Criteria:
Gravida: Py gy B A >
LS/L\LO% T B = GesStational AGe: ......mmmmeweveeeeereeneenesessennnn
Uterine Contraction [ Yes ;(Nc: CJNA | Onset Time Frequency:
—
Membrane Rupture O Yes /‘é No | CONA | Onset Time Fluid Color;
Vaginal bleeding O Yes /Dﬁ O NA | Onset Time Amount:
; If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes )ZN/O 0 NA Pain Abdomen / Vomiting
Good fetal Movement O Yes ﬁ@ I NA | 'fNo specify:

5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | | | |
+ | | | | I | | I | |
0 1 2 3 4 5 6 7 8 9 10
No Pain Worst
possible pain
BV E DI R c oo e SN i USSR S .. s S
o DO biccnnnaiinniasinia SR SO, S S Days / Weeks/ Months (Strike out which is not applicable)
« Character: .................. e R T RS i e oA B =
o Frequency: .................. SOOI O T 10+ Rl
« Interventions: ................ USSR T, (0. - W - | O

6) Past History:
a)  Surgeries: .. . Pl faal...
b)  Medical: . Q... »Mﬁbvotob FDJL MM?’.F?.‘.’.‘:‘. ........................................

Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0.)



VIH-00191060 1P-00060374

Mrs KASANI SRILAKSHMI

05-04-1976 soYam12D F)
RIKA K

T
7) Allergy: O Yes )ZN/O, T R O COMMSpNY o s S S OO

8) Current Medications: [ Prenatal Vitamin m O DRI . i e anssieremsonmn e
9) Prenatal Medical History:

O None OJ Gestational Diabetes
(] Chronic Hypertension [ Low placenta

Gestational Hypertension 0 Others if YBS, SPECITY w..ocueeeuscessessmmmressemsusmrsssssssssssessessssnsssanees
O Diabetes

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
)z’ta/r:g?)ry I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
[ Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
O Category HI: Urgent (Time to Physician: < 30 minutes & Reassessment. Every 15 minutes)
) Category IV: Less Urgent (Time to Physician: = 60 minutes & Reassessment: Every 30 minutes)
O Category V: Non Urgent (Time to Physician: = 120 minutes & Reassessment: Every 60 minutes)

OBCU Obstetrical Triage Acuity Scale (OTAS)

| Leweld
s ; - (Urgent)

Minutes

Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of

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 oiag
Seizure activity arlfd / or headache, visua! | A W ol '
disturbance, RUQ pain associated signs and

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

@

........... NUCEE SIORANING. ..ot et oB sreter e sosesncssssssadsassassisssinasiss




"%
Rainbow” (o)

INFORMED CONSENT FOR SURGERY OR Children’s .EB::tBRVngIE
SPECIAL PROCEDURE i iy

Patient Name : . $4a8: KOSANL . SRALAKSHMY. . Gender: (I Male V[Z’{emale Age : Sogeans

UHIDNo: ... V18- 001060 oo Date:..\a\etad ...

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 consent to the surgery or special procedure recommended to you.

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

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

cevveeneee tpon L AL KASARNL . CRILAKRSHMY

D: 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.

erere RECVRRENC B ANEECTNON oo

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

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

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. Ihavehad achance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery/ Procedure: ... AL CRAN DRI A e

Consentee : Patient Attendant :

Signature : .........&2% Signature : &* .............. g RS

Name ; ........ - K&(qggﬂm‘, ............. Name : .. B S0 LRADIY

Date & Time : ......\ q’ld%,fzp"" .............. Relationship with Patient; ..... &b <md ..
Date & Time : ..\ aAe 126 pl2mea

Witness : Doctor (who is taking the consent) :

SIGNALUFE © ..ot T T -
e Name : ..., ‘P’L’i&w . Y SR T
B s inssss o Date & Time : ... ) A E) .2

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



Il

\

L

=

CONSENT FORM FO Chilrans | @ BirthRight
REGIONAL ANAESTHESIA/ Hospital _ | ) sosenmsimas
MONITORED ANESTHESIA CARE

Patient Name : ... Mus.. ¥agonl | Soflabtweet Age : 50% Gender : Male OJ Fenyle{]
UHID NO: ........ NWA-00AM060 Surgeon Name: ........ D0C:.... COn@MARTEA. .o
Anaesthesiologist : ... 00 NNRAWRY

Operative procedure planned : %SLQLAWWUA(&&Q'M%W
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

'General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged

pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

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

O Heart disease [ Hypertension [ Diabetes mellitus [ Renal failure

[0 Hepatic disorders [0 Shock [0 Multiple organ failure O Polytrauma / Renal Tubular Aacidosis

[ Incapacitating Cronic Obstructive Pulmonary Disease

IS, L s a4 KB 3 A A e S PR G e KA RS s
‘ o AL RN SRS .. NSRS NoHN b RSOOSR (TSI S ol S bt PR

 Doctor to document in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY |

| hereby authorize Rainbow Hospital & its authorized doctors to perform wupon me / my patient
............... N\ 41 TY.MMQ-\?\MM above mentioned operation / Diagnostic / Therapeutic procedures
......................................................................... Wmammm%rwW

| authorize and give consent for anaesthesia ( CJ Regional / O @eneral Anesthesia / I Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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



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

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

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

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

- Pregnant: O Yes _L'Hé
DECLARATION BY THE ANAESTHETISTS PROVIDING INFQRMATION FOR THIS CONSENT

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

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

Patient / Patient Attepdant : Witness :
|

Signature : ... A A XG0 2 Signature : ...... K. Todane

Namo: ... K etilenglnt iR RN, i i

Relationship with Patient: ... S€.1F. ... Date & Time : .14/ 6J 2. oo

Date & Time : 15[617«#

Doctor (who is taking the consent) : ‘
SIGNAIING ; ....... 28 vems. . iisssanesissannsasbssassaiss

|- R— 'gT ?;WOL .............................
Date & Time : “’\b\}’o)bﬁa@“ ..........



|P-00060374

| 400191060 Y
Y PP Rainbow® @ n e
G L
I Hospital | () mmenmicsmus
' OPERATION NOTES
Surgeon : DY. CHANDRIH «k - Asst. Surgeon : D’f'* Gpeeg}/qu
Pre-Operative Diagnosis: 9rn/-)-2—<‘/ﬂa-o( Subooc 2 LAY CAZ]@&‘“ ante S
Surgical Procedure : Ef,\ M (I(B % ozt wod e
Indications for Surgery : ;
by n.b% s 571/5 .
Date : F’HQ GY oi StartTime: |4 b o End Time : 2IH B Pry
Post Operative Diagnosis:
QNé,w{zoA Sdercood ol o e

Ctomar taicibl

Peri-Operative Complications:

Amount of Blood Loss: Blood Transfu_sed (in ML)
Name and Number of Surgical Specimen sent for examination:

Operation Notes: & f{, p o £« cak | it O ot

'- (PTO.)
Doc. No. - RCH._/ FRM / CLINICAL / 099 |
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Post &v oRDER
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I

~NAM T G- o

{(/@' (o= vy | eprn 124,

| f&«w.,rac,._d Yo _ L2l

I\A:j Dwﬁw 024 _S’OJ

| U
D"‘{(/ r~e — fZ(-Ju«'-(A

Name of the Surgeon: .....=%"

’CM

Signature of the 11101101 HU TR R

Date & Time: {’HG‘PC;&'H‘}PM



SURGICAL

SAFETY CHECKLIST

Surgeon : ....... FDD \C\‘(m&ﬂ\:m'z
Asst. Surgeon : ... ¥ GREESHME .
. VINEETHYS-

Scrub Nurse : 03‘[\"3.\31}}‘{\? ..........

Anaesthetist :

UHIB NG, i gossmssasianniiss: Surge

T 4-00191060
s KASANI SRILAKSHMI
.08-1976

Patient Na‘me ‘ﬁm&!l;.:f ..... JTﬁﬂWﬁ“i“““HM“m
Date : I?}Oﬁ]f’c In-time “”U,);P]u\ Out-time : QQQR.A; l

1P-00060374

s0Yam12D (F)

"
lainbow” : ——
“hildren's | @ BirthRight
Aospital .mn@ﬂww_us
T tkns. @ fof Ao treat the g Your Right to a Sate Delvery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

T
SIGNIN  Time: 0% 4% Pm TIME OUT Time......\, 5DV SIGN OUT  Time:... /A 5.9 4

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

Identity C¥es CNo introduced themselves by Name and Role Fﬁs CINo The Name of the Procedure Recorded ~ —#TYes [1No

Site L¥es CNo Surgeon, Anaesthesia Professional and o ALS That Instrument, Sponge and Needle

Procedure JAes C1No Nurse Verbally Confirm Mw(\é‘) ;&!Cﬁm Qw‘f’h Counts are Correct (or Not Applicable) #TYes T'No TINA
Site Marked W[Es CNo CINA Correct Site %\Q@%‘r 4 r(Yes INo patient name) CYes CINo (A
Anaesthesia Safety Check Completed Y65 [1No Correct Procedure BB‘( & } Yes TNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning <*6s ' No Anticipated Critical Eve (%}. 0 ?@l‘g (0N Problems to be addressed CYes M0 CINA
Does Patient have a: Surgeon Reviews:

Known Allergy? TYes [0~ What are the Critical or Unexpected :'ﬁ\ |' To Surgeon, Anaesthetist and Nurse:

e ; ST o2 Steps, Operative Duration, \ What are the key concerns for recovery

DifBout “'""a’_ / Aspfratlon' e Anticipated Blood Loss? U,l 0 ) T¥6s CINo [CTNA and management of this patient? .OYes ,?(No

Yes, & Equipment / Assistance : AN a0

Available CYes CINo— Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [lYes Fylo/j NA
(7mli/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned TIYes [WKD CINA Been Confirmed? are there Equipment

Blood Units Reserved TYes =Ko CINA issues or any Concerns? Afes DNo [ANA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? . Ao L
within the last 60 minutes? efes O No C1NA Power Supply, Earthing, Power Backup

Signature Q/

Name ... DO W NWEETE. oo

and functioning of equipment checked.

LYBS?N/
Signature:............@’T‘..................A.‘.

-

Name M@ﬂ\\m

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Early Warning Observation Score Chart - Obstetrics
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Hospital

It takes a lot to treat the Iittle

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

™
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date
lﬂgm Time | 8| 9 [10[11]12] 1 3la|ls]e|7]|8|9|10]11]22 (3) )
ik s G e VS N TN A 2 V) Y ) Y Y TS0 R S 5 T T
corresp. box) al  qNclaliEfal@ig faiwqal [ (191 | {9l | N4
0-10
Eatucatiis 54-100% | | | @d| AR BDOKGA3q NX 92 [ og M4iqol | [0 | ['"7] | QO]
<94 %
Administered 0, (L/min. ) i =] ) i i O A ) i ) o
&
El
vﬂ
(2]
35
’ ' <35
. 170
160
150
140
130
F 120
2 3%
=
- 90 L &
80 A APYl_ .’Z-“E"f T ! e N
70 : L ] AL 316Y - e R Gl
60 LA T ’h
50
40
190
180
170
160
':é: 150
2 140
T = 130
g 120 - l(‘ ™
2 110 3 VT BT ATE AT (RN 6 tG
b 100 O -
z 30 £ 8
i 80
70
60
50
130
2 120
3 110
=) 100
= 90
g 80 e .
3 70 m:—}_l_ il A H© A
8 60 (51 1169
g = ] o
40
NEURO 3"?"‘ [ | ] 7| VvV N e Ty
RESPONSE 2ce
[‘/] Pain
Unresponsive
URINE > 30 =
mis / hour < 30
Phave : Protein + +
roteinuria Protein > + +
Normal i3
Lochia Fieavy / Foul
U Clear / Pink
IO Green
TOTAL YELLOW SCORES T i Olgﬂ KA EArEN] (o) =)
TOTAL ORANGE SCORES 7 7 v T2 OT e ey o
Nurse Initial 5’ N PSSR a2 ] D D )
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

4 0

Set of MEOWS
Observations

N J ”

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat

Observations
in 30 minutes

N

3

\.

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations

in 15 minutes or continuous

monitoring

%

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

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

Date
\%\b 15 Time 819 VC_I\ 11112112 |3|4]|5|6]|7|8|9)|10]11|12|]1|2)]|3|4|5]|6]7
RESP 230

21 -30

(write rate in
corresp. box)

0-10

LI - Y A O e N [ N S [ i S e £ ] 1 el Y0 [ el

Saturations

<94 %

Administered

0, (L/min.)

2, dwsp

2jey LeaH

<5

anssald poojg J1joishs

170

150
140
130
120
110
100
20
80
70
60
50

[‘ﬂr

aInssalq poojg Jljoiselq

50
DO - et v s ) O 30 ) 0 0 2 5

130
120
110
100
90
80
70
60

NEURO
RESPONSE
[¥]

Alert
Voice
Pain
Unresponsive

URINE

mis / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Normal
Heavy / Foul

| Lochia

Clear / Pink
Green

| Liquor

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial
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Obstetrics and Gynaecology
Early Warning Signs

-
1 Yellow Alert :
Repeat Observations
in 30 minutes
.
% B :
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
e > e Y,
i )
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
S 7

* The Modified Early Warning Score (MEOWS)
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| FLUID CHART |

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

1. All measurements in ml.

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

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

Date | Time | Nare Route NG |Diarrhoea | Vomit |Drainage | Urine | Phiebtis | Sion.
T Mouth | IV | NG
08:00 am
09:00 am
%\'\}O 10:00 am /HS q
" [ 1100am i\ pry) v ' lo 9%
1200pm | \\@ IR LI Q 159
01:00 pm Ve . :L’
Total Intake : Total Output : ., 0 e = |
20| By INpAL|BOS M)/ s0oN | 0 [t
\lgc 0300 pm FRUONM 50Ny | O @:
ﬂlﬂ 04:00 pm A} &1Y) #Ruim ) 1 l ]
| [sumiyan LRy g:jL sody| © PWFG"
0600 pm NV 4R joors| O ) (3
07:00 pm | 4 SO l@@»& Y 4
Total Intake : ) ,?:ﬁ Total Qutput : QOGN -
0800pm [ ¢, (Sn/ Mot T2 [ ath
09:00pm |y Ko Mm% NV EER Y
10:00 pm r!.; o kbt Sowl | | B ter
11:00 pm to6 (ERATU
\W\e{\b 1200am | Uy [Sowd Qoon“é A Y '\[0
01:00 am HM S D e -; hjj&
Total Intake : ' Total Output : .
02:00 am (M'U" \00""‘# b
o 5% B 1000} \! | ,n\L\f“
§\{°\ 04:00 am 4 O | o OV
\ 05:00 am 290 vl
06:00 am 100
07:00 am \ 00
Total Intake : Total Output: - 00
Total 24 hrs. Intake Total 24 hrs. Output
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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.

= Thrombo- x
Date | Time DI\#a;;Lri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis | Sign.

Score Nurse
Mouth LV N.G

08:00 am &

09:00 am YA

10:00 am P v \_

sa,\“’ 1100 am ] ° D

12:00 pm AN

01:00 pm el \ @‘

Total Intake : Total Qutput :

02:00 pm

03:00 pm < \

04:00 pm \\

05:00 pm \

06:00 pm ‘ Y

07:00 pm \\

Total Intake : S Total Output :

08:00 pm \\

09:00 pm \

10:00 pm | )

11:00 pm B

12:00 am \

01:00 am \\

Total Intake : Total Dutpmx\

3 <
02:00 am N

03:00 am \

04:00 am \\

05:00 am \

06:00 am £ i

07:00 am

Total Intake : Total Qutput :

Total 24 hrs. Intake  Total 24 hrs. Output
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MEDICATION RECONCILIATION FORM
Drug Allergies: ................cceuueue. L O Mot 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: ...........ccccoceueen. Mt Shifted to: @7 ....................................
e (ameamﬂfé‘iﬁ#ﬂ“ EETTEFIS) (m?;?riig) (PO, NG, SC, w) | FREQUENCY | olt e ?gﬂ?%llr?g
L T TR, EE Y o ey | Webe |OC Gec
[20m
2 T- MonoCE F 1spe Po Sy lelel2¢ |Cc =e
3 “Te NeRwolol (RS Po om webe | :] DC
4 ¢ Coc
5 (JC JDC
6 LIC LIDC
7 (JC LIDC
8 ¢ 0oc
9 0¢ 0J0C
10 | I1C 0JDC

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

Doctor Name & Signature : .....I% 4&%‘-1\%
Date & Time : 19"'12”97]2—?’#1

Nurse Name & Signature: ......LLEAMLZEN ! DQ“ ‘)
Date & Time: . ‘:l’[é h/(a &@..12m....

Docu. No. : RCH /FRM / GENERAL / 090
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MEDICATION RECONCILIATION FORM
Drug Allergies: ..... B e 1 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)

Shifting From: M(C”\ ................................. Shifted t0; .............. FOO (10 g .............
0| T ey | ey | o, || ASTONE | s
1| ™e- TRAMADOL |00 | PO ITEP | i7fg |getine
o | INT CehoTAXIME (1M | T B |76 [EcO0C
5 | TN PANTO ngﬂw Homy | TV oD | 76 |Ce Toe
s | VT pARAGETAM 1GM | gv - 1 1#le |87 000
MO QAN
5 (JC [IDC
5 [1C [IDC
7 [JC 0JDC
8 (JC LIDC
9 0c OJDC
10 0c ODe

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

Doctor Name & Signature : %\Orﬂﬁw
Date & Time : L1\L1M2PM

Nurse Name & Signature: Mﬁ%‘é’

Docu. No. : RCH /FRM / GENERAL / 090
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S [ [l
«+<GULAR PRESCRIPTIONS
»
DRUG: InG ppescETAH oL - fl:': \,,\). \b
Dose Route | Frequency | Start Dt. G QA’
M| Ty | R, | RRee [y
Name & Signature of the Doctor'
starting the Drugs:
B DG [l
Additional Iftructions: «
ng“ QX
Daily Doctor's Endorsement by a Sign.
DRUG : INADVNeLO Pe M2 Date»
g Time
Dose Route |Frequency| StartDt. | g
too Mq L —
Name & Signature of the Doctor //
starting the Drugs:
> o«? !_b‘“ o
Additional Instructions: [ z
Daily Doctor's Endorsement by a Sign.
Date»
DRUG : Time
Dose Route |Frequency| StartDt. [
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
Date»
DRUG . Time
Dose Route |Frequency| StartDt. | ~
Name & Signature of the Doctor
starting the Drugs:
Additional instructions: o
Daily Doctor's Endorsement by a Sign.

CIN : UB5110 TG1998 PTC029914

www rainbowhaospitals.in
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fa= e Ref. No.: F/HW /DC/RP/INPR/05.a
Rainbow 3 O
Children’s ‘B_Irtthght

el R
Patient Name : I.P. No. Sheet No. Wards Weight (kg)
REGULAR PRESCRIPTIONS
DRUG : 2??'
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign. |

X
Date» .
DRUG : o
Dose Route | Frequency | Start Dt. ¢
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
Date»
DRUG : —
Dose Route |Frequency| StartDt. |
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
Date»
DRUG : =
ime
Dose Route |[Frequency| StartDt. |

Name & Signature of the Doctor
starting the Drugs:

Additional Instrucucns

Daily Doctor's Endorsement by a Sign.

CIN ; U85110 TG19958 PTC029914 www.rainbowhospitals.in
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Your Right to a Safe Dcuv-uTy

QAT oRUG CHaRT

Date of Admission: ..... ‘}PG‘% ............ Drug Allergies: ... N _JZNot known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

Nurses 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

SOS / PRN (As Required Medication)

Date»
Tigne

DRUG : PNTH Dluo Fendde

Dose | Route !;rgauency Start Date
e

teom¢ | IV Lesoreo \He

Doctor’s Signature | Valid Period| Pharm.

Pl
Addgfional IAstructions:
Dater

DRUG : Time
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Dater
DRUG : Tige
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

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



VIH-00205821

11-08-2028

IP-00080319
Baby Of RAPOL ESHWARI

0YOM?D

Or, SURENDER RAO DUSA

T

) 1.V. FLUIDS CHART

Weight. @A?tﬁ..lﬁ\wm ........ M"‘J

Doctor | Nurse

Date of | Doctor | Nurse

Qﬁ\

W

I””"" i ]’V'wi:f]id ) Route Ftonfvﬁg 5 Sign Sign |Stopping| Sign Sign
Jtion ml/hr = Me min. etc

| : J
W10 e Dy | (oond} %@' Hoe LS’ C\;
el PSS l"l-ém LAETATL b ‘ﬁ, é
(@ra 271 N
\v L\ Q/ \ Q
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Date»
VARIABLE DOSE Tlmﬁ Nurs&Siq. I Nurs&Sig l Nurs: Sig ! Nurs&Sig
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
RDU te Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor fow Gose e Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose o - P
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
V“HIABLE DOSE Tlg'le I Nurs&Sig. l Nurs:,'.iiu. NumsSig, I Nurs;Slg.
Dose Dose Dose Dase
DRUG : D Sign. D, Sign. Dr. Sign Dr. Sign.
Rouite Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor - foms el -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: P G o i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D{;sgggé‘igger Route Signature Nurses
P ot
TNT CCFoTAXINC v “t Sy
Helae| 12pm | aeree Tesi soses Lam + B—
INT PANT 2o ()
1>-ebhe 12103 bbwg v ,?/ — &I
T oMY Marocie pea- ’ @
Hehe | jprozy” oid lo Mg o | 4 T
. INT - PARAL E1am | WL
Hos |210Pm . \Fs0 vk P
= —
Page: 3/4 (P.T.0)
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REGULAR PRESCRIPTIONS

weigit, 5%+ Bl Wara. Lo

DRUG : TA® PARACLTAM DL

Date»

Tir'ne

j

Dose Route | Frequency [Start Date

19| Po | CHew|1Hos

L

Name & Signature of the Doctor
Starting the Drugs:

R Dem VINESTHA

Additional Instructions: //' 3
//
)
Daily Doctor's Endorsement by a Sign
DRUG : TAR TRAMADSL- Dateks Vol a\b

Dose Route | Frequency [Start Date

owy| Po [2Hew |14

Cl, 136l

Name & Signature of the Doctor
Starting the Drugs: 2 /
DR M- VI LETHA '
| 8 ¥ oM
Additional Instructions: !
\[OAF
P
Daily Doctor’s Endorsement by a Sign
DRUG : INT ceoTaxtMe .?i?;[]z '\d»“ a\&b

Dose Route | Frequency [Start Date
r d— QM .[‘J ‘m 'ﬂgc A

B

Daily Dactor's Endorsement by a Sign

-E Name & Signature of the Doctor

Lo| Starting the Drugs:

2 ? . ‘D»\‘q;ualm\.-.-

Additi8nal Instructions: N (4

< (A

G
E ‘K) Daily Doctor’'s Endorsement by a Sign
SN i Date
‘g 3 [ DRUG: vy Pwioreedele @1’&\},
SO« Dose | Route |Frequency |Start Date|§ Ny
\V] oM ! .
y o Womy| v aﬁ‘l, (oG P}N\
$ “5| Name & Signature of the Doctor
o — | Starting the Drugs:
5 T
R Be.  BGuadwa.  [6
3 Additiona! Instructions: p®
R, o \
“
=

Page: 2/4




