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Mrs SNEHARIKA
Name TANGIRALA UHID VIH-00150266
| Father/Guardian Mr D.STALIN RA] Age/Gender 31Y1M 19 D/Female

H-NO.-32-61 RK PURAM NERED MET , Neredmet Cross Road, Hyderabad,

Address Telangana, INDIA, 500056
IP No [P-00060459 Admission Date 24-06-2026
Ref Doctor Self Discharge Date 1 26-06-2026

DISCHARGE SUMMARY

Consultant: Dr. MADHUMITA ANIRUDDHA GITAY, GYNECOLOGIST AND
OBSTETRICIAN

Diagnosis: G3P1L1A1 with 37+3weeks with Previous Preterm Lower
Segment Cesarean Section for Elective Lower Segment Cesarean
Section with Bilateral Tubectomy

ELECTIVE LOWER SEGMENT CESAREAN SECTION WITH BILATERAL
TUBECTOMY DONE ON 24.6.2026 UNDER SPINAL ANAESTHESIA

History:

LMP: 28.9.2025

Obstetric formula: G3P1L1A1l

EDD: 12.7.2026

Gestation at admission: 37+3 weeks

Obstetric History:

G1 - female/ 3.3YEARS/ absent fetal movements, PPROM, Non reactive NST,
Oligohydrominos/ GDM(D)/ 35weeks LSCS/ 2.5kg/ A&H/ uneventful/ RCH VKP /
BF2yrs

G2 - 8weeks/ Sp. Miscarriage/ Jan 2024

G3 _ Present pregnancy Spontaneous conception.

® 1800 2122 @ www.rainbowhospitals.in




Mrs SNEHARIKA .
Name TANGIRALA UHID VIH-00150266

Medical History: Nil

Family History: Father- DM, Hypothyroidism
Surgical History: Previous LSCS

Allergies: Nil

Antenatal Details:Mrs SNEHARIKA TANGIRALA was booked to Rainbow
hospital at 5+6 weeks of gestation. She had regular antenatal checkups and
investigations as advised. She had an uneventful antenatal perioh/o Urinary
tract infection with Persistent abdominal pain at 25+1weeks Urine CS was
positive for Klebsiella managed conservatively. . She was admitted at
37+3weeks with Previous Preterm Lower Segment Cesarean Section for
Elective Lower Segment Cesarean

Section with Bilateral Tubectomy

Investigations: Enclosed
Blood group: O POSITIVE

Management: Course in hospital:

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. Previous scar was
thinned out . A lower segment curvilinear incision given on the uterus. Baby
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delivered. Cord clamped and cut and cord blood collected for blood grouping
and Rh typing. Baby handed over to pediatrician. Placenta delivered with
controlled cord traction. Antibiotic prophylaxis with Inj. Taxim 1 gm IV given.
Uterus closed in layers. Bilateral Fallopian tubes identified and bilateral
Tubectomy done with modified pomeroys method, tubes sent for HPE.
Hemostasis secured. Instruments and swab count checked. Rectus sheath
closed. Skin closed with subcuticular sutures. Wound dressing done. Vagina
cleaned with Betadine solution after expelling clots. Misoprostol 600 mcg given
per rectum as prophylaxis against postpartum hemorrhage. Patient was shifted
out of theatre to post operative recovery room.

Delivery Details:

Date: 24.6.2026

Time of Delivery: 3:35Pm41lsec
Type of Delivery: Elective LSCS
Indication: Previous LSCS
Analgesia: Spinal

Baby Details:

Date: 24.6.2026

Time: 3:35Pm4lsec

Sex: female

Weight: 2.61Kg

Apgar: 7/10, 9/10
Gestational Age: 37+3weeks
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. Breast feeding initiated. She was
shifted to room. Her postoperative period following that was uneventful. On
third postoperative day dressing was changed. On inspection wound was
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Mrs SNEHARIKA

Name UHID VIH-00150266

TANGIRALA

healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient
supplemented by written information.

Advice:

'8

2.

o

1

© ©v N

Tab. Taxim-O 200mg (Cefixime-200mg) twice daily till 30.6.2026 (9am-
9pm) after food.

Tab. Calpol 500mg (2tabs) (Paracetamol 500mg) thrice daily till 30.6.2026
(9am-2pm-9pm) after food.

Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 30.6.2026 (10am-
4pm-10pm) after food.

Tab. Pantoprazole 40 mg once daily till 30.6.2026 (7am) before food.

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

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

Syp. Duphalac 15 ml SOS

Nebasulf powder for local application.

Collect HPE reports after 2weeks review with reports

HPV vaccine after 6 weeks of delivery.

Review after two weeks on 7.7.2026 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.
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Care of the wound:

1.You can bath and shower.

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

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

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

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

6.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 .................. in the language that | understand and | have
understood the same.

Name: Signature:
Relationship:
This summary was explained by:

Summary prepared by: Dr.

W
J— ps@ Registrar/Resident/C.M.O
L/ Dgr. ADHUMITA ANIRUDDHA GITAY
MBBS,MS,DNB
GYNECOLOGIST AND OBSTETRICIAN
03312
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Rainbow Children's Hospital - Secunderabad i [ INSURANCE S
H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main —
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PatientName : Mrs SNEHARIKA TANGIRALA Inpatient No. " IP-00060459

Age/Gender : 31Y 1M 19 D/ Female Admit Date 1 24-06-2026

Ward/Bed : N 2F-LABOUR WARD/ LW 219 Discharge Date

Investigation Result Unit Biological Reference Interval
COMPLETE BLOOD PICTURE (Specimen : BLOOD) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :24-06-2026 14:08

HEMOGLOBIN (Colorimetry) 12.2 g/dL 12-16
RBC COUNT (DC detection method) 4.18 10M2/L 4-5.2
PCV/HCT (Calculated) 35.0 VOL% 33-51
MCV (Calculated) 83.8 fL 80 - 100
MCH (Calculated) 29.2 pg/cells 26- 34
MCHC (Calculated) 34.8 g/dL 32-36
RDW-CV (Calculated) 13.2 % H 11.5-13.1
PLATELET COUNT (DC Detection Method) 230 10%9/L 150 - 450
MPV (Calculated) 9.4 fL 6.5- 10
WBC COUNT (DC Detection Method) 16.63 1079/L H 45-11
Differential Count
NEUTROPHILS (Microscopy, Leishman stain) 82 % H 35-66
LYMPHOCYTES (Microscopy, Leishman stain) 14 % L 24-44
MONOCYTES (Microscopy, Leishman stain) 03 % L 4-10
EOSINOPHILS (Microscopy, Leishman stain) 01 % 1-4

PERIPHERAL SMEAR (Microscopy, Leishman RBC - NORMOCYTIC / NORMOCHROMIC
stain) WBC - NEUTROPHILIC LEUCOCYTOSIS
PLATELETS - ADEQUATE

Dr. SRUJANA SHYAMALA, MD, DNB
Consultant Pathologist, Reg No : 39356

L

HIMAY ATHNAGAR BANJARA HILLS

ed]  HYDERNAGAR [MARF Sived)  KONDA UTFATIENT CLINIC (302 Accredited 1vF|  SECUMDERASAD (NAH Accredited]  KONDAPUR L B MAGAR (MAEH Accredite

Emargency 3 040 - 48873000 Emwrgency ] 040 466 53
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Mrs SNEHARIKA TANGIRALA
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. T R TR I DL

UHID No : -------=-=——--- IPNO : ——-mmmmmmmmemeeeeem Consultant : ~=====cccmmmmmmeeeee Dept :
Date of Admiission : -Mlg—ﬁ--- Time: leaen. Date of Discharge : __@___G_,LE_S_[_',_Z_/_Q_- Time: --—U-)::———

. L=
Room / Bed No : ----= A9 . Ward : V{ Suggested Billable bed type : ---

WARD TRANSFERS
Date Time From To Signature of Nurse
Qo ofb| 2P Y °) g
ulehs | YrzPm o1 ML v z%;
(1] Guepm) Mtev Loom @) L

Cross Consultation Visit

Doctors Name Date Order No. Signature

,. L4
2 /

s- e

7. /
3 /

9. /
7

Docu. No. : RCH / FRM / GENER@.I 145
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| MEDICAL EQUIPMENT ( WARD & ICU)

Date Na_me of Conpecting Discopnecting Birdar Kz Signature
Equipment Time Time
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PROCEEDURE

Date Proceedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Spast
W ES S

/&A/

Date : &6\6 e C Time: L ™ Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
5
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 05-05-1988 3MYIM19D (F) Ralnbow .
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v Tl e | W
SURGERY DETAILS

Date : a?[‘l.[gll&
Patient Name: Tr’\\&ﬁmﬁmh? Date Of Birth: ...oovevvveceeeeeereeenseenen. AGE: (2)\‘{
Gender: Tﬁma,t({ .............. Ward : D/t UHID No.: \S"b)i;&
Date of Surgery: .?‘{LGDL ........................ //OT -1 [J0T-2 [10T-3 [(10T-4 [J0OBGOT-1 []10BGOT-2

NAME OF the SUGEIY © .eveererreeerorreereesseer e G\QCH&LSQS-C%\L«MH‘DV‘?LQH

1. Surgeon @(‘Nﬁ_&v\uﬂltt( O‘f'@‘*’“"{rﬂ ........
2. Anaesthetist DGVIHM'I’RR

3. Assistant Surgeon DﬂPﬁkwlm ...............................................

4. OT Technician ... V. %I/‘Cma.\!i 30@1%660(_ .......
@

5. Ceulating NUme: . RRBNIIAN .ccsimimmsiiminss, iR /
6. Assistant Nurse &%Pf(ﬁhf’ ..................................................

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

[1 Neuro Cusa [ OthIS oot

Signﬁe Bﬁﬁﬁﬁr&%‘”’" Signaturéim%;\lurse

Order No: %OOLL[M/%

Docu. No. : RCHBH /FRM / GENERAL / 114
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Signature and Date :

DEFICIENCY CHECK LIST OF MEDICAL CASE SHEET . 1 V——
::r':- ::131“ IP-00080459 ﬁhild _rer‘l‘s El!.ﬂ’ﬁi?ﬂf
: C e A TANRALL . i i B ]
Patient Name : or, MADHUI.ITaA:: Y1iM ﬂn # IP.No: 6 D‘-\ YC’\
Ward: NI DOA: 4|6 ¢
- no. of o o
Sl.No List of Records Legibility Completeness Remarks
Pages
1 Admission Sheet \ e N
2 Discharge Summary
3 Nursing Initial assessment form \ v v
4 Patient Trasfer Forms - 8 & il
5 In-patient Medical Record \ v~ <
6 Doctors Progress Sheets B v v’ /
7 Nurses Progress notes ol ~ v
8 Consultation Sheets -
9 General Consent for Treatment B v v
) Conset for Surgery N v «./
1] Consent for Blood Transfusion
12 Consent forChemotherapy
13 Consent for High Risk
14 Consent for Restraint
15 DAMA Consent
16 Consent for Special Procedure \ yd v
17 Consent for Radiological Investigations
18 Consent for HIV Test
19 Anaesthesia consent form | v &
20 Anaesthesia notes(Pre Anaesthesia & Post) | - Da P4 v
21 Pre Operative checklist \ o S
22 Surgical safety Checklist \ vl -~
23 Operation Theatre notes \ o o
24 Nurses Clinical Presentation -
25 | TPR& BP chart 3 v v
~5 | _Intake and Output chart (fluid Chart) | @ P P
7 Drug Chart (Regular prescription) u v o
| 28 Daily Investigation sheet i
29 Investigation Values (Result Sheet) \ v’ .
30 Nebulization Chart
31 Diabetic chart
32 Nutritional Review chart
33 MLC form (in case of MLC)
34 F’atient Educatlon Form
100 A v v
%m;&;&exsw 2 i o
Y ] b 2 [ |
Th w e /\ v W
Ot LD v P
Total No. of Pages i C K )x
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ERROR LOG

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

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE




2 & 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 i TEL NO :040-42462200, Ext 2000,2001,2002

+Rainbow WERB : https://rainbowhospitals.in

ADMISSION SHEET

| I
Regiiiration Détails : QT ITO ey

Admission No : IP-00060459 Admit Date : 24-Jun-2026 Admit Time :01:27 PM UHID : VIH-00150266

Patient Details :

Patient Name : Mrs SNEHARIKA TANGIRALA Age :3MY1M19D

Guardian : Mr D.STALIN RAJ DOB : 05-05-1995

Gender : Female Religion

Occupation : Martial Status : Married

Address (H) - H-NO.-32-61 RK PURAM NERED MET Phone No : 9030489684/ 9000621919
Neredmet Cross Road Hyderabad Telangana E-mail . na123@gmail.com
INDIA 500056 o F Iiaeegmat

Admission Details :
Bed Type : MICU Bed No :LW 219 Ward Name : N 2F-LABOUR WARD

RoomNo : LW 218 Admission Type : First Visit

Contact Details :

Name : Mr D.STALIN RAJ Relationship :W/O
Contact Address : H-NO.-32-61 RK PURAM NERED MET Phone No : 9030489684
3 Neredmet Cross Road Hyderabad Telangana
INDIA 500056

A -13\5”&3

Signature

Doctor Details :
Doctor Name : Dr. MADHUMITA ANIRUDDHA GITAY Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

. ICICI LOMBARD GENERAL

Payment Mode : Cash Payor Name
INSURANCE CO LTD

Printed Date / Time : 24/06/2026 13:28 Printed By : 021447 Page 1 of 2
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PATIENT TRANSFER FORM Hospital_ | () eonorns
— VIH-00150266 IP-00060459 '
Mrs SNEHARI KA TANGIRALA
05-05-1998 MNYIM18D  (F) Date & Time of Admission Date & Time of Transfer Order

Dr. MADHUMITA ANIRUDDHA GITAY

00T R AW tpapa MY g uspm
Treating Consultant Name Transfer Ordered by Reason for Transfer
o7 Wﬂu Q)\)ﬁe;\\[ow
From Unit To Unit Information to Attendant
Yi : No[ |
MLy Roor (213) C G

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed

over to attendant

Yes}}/

If yes, what ?

23

No[ |

Medications / Consumables / Surgicals / Hand over

SI.No.

.ok pow - (19)

ltem Name Quantity

BQ.CL: ’rviﬂ? — ®

2 ’imb" Mcﬁa*b«:c —. sl — |
S | 0nb- Ol = @

4 bab pmaw?amﬂ’f —~ @

5.

vuden pod - (1)

L J
Shifting Summary / Notes Written by Doctor :

Ye;?’-/

No [] o 3"’&’"@

Name of Person Ordered Transfer

pe. YQ?%'QLMM

Name & Signature of Person who is Transferring

Q: <. WLA,M(
Patient & Clinical Records Received by : ;

416126 © A:50pm

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

Date & Time of Patient Received :

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

Docu. No. : RCH /FRM / CLINICAL / 102
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PA VIH-00150266 |P-00060459 OHM It takes a lot to treat the littie, Your Right to a Safe Delivery
, Mrs SNEHARIKA TANGIRALA

05-06-1006 NTLMNRD. ¥ Date & Time of Admission Date & Time of Transfer Order

Dr. MADHUMITA ANIRUDDHA GITAY

LA TR b 1h @ 24041 o 2 P

Treating Consuftant Name Transfer Ordered by Reason for Transfer

! Mowlhoai ¥ ‘/U\_M_JLM £ sy

From Unit To Unit Information to Attendant
Yes | — No[ |
Number of Sheeﬂs in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Qﬁ/ _ Yes[ | No[ ]

If yes, what ? =
oy {ig s onecenty

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity
1.
2
3
4.
D,
Shifting Summary / Notes Written by Doctor : Xesf No |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

L e, gl e T . MQA{;E.E«..{_M_J—L &
@{ J\W W,U‘” g

Patient & Clinical Records Received by : ‘ w\
L ,.
gt A @ —
B =

QX0
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




PATIENT TRANSFER FORM
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Patient Name & UHID No.

VIH-00150266 IP-00060459
Mra BNEHARIKA TANGIRALA

L 05-05-1998 MY1M19D (F)
DOr. MADHUMITA ANIRUDDHA GITAY

VA

Date & Time of Admission

qulele A 11

Date & Time of Transfer Order

alelde @ U 2oPe

Transfer Ordered by

Do \lfnee tha

Reason for Transfer

‘?o&*vﬂ) (are

From Unit

O1

To Unit

MLCY

Information to Attendant

Yes[ 1 No[]

Number of Sheets in Clinical File

Number of Imaging Films

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

%?( N Yes[] AT
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
&
3.
4,
5.

Shifting Summary / Notes Written by Doctor : -’@ []

No[ |

Name & Signature of Person who is Transferring

Q"” %uaui d

Name of Person Ordered Transfer

®f - mnemﬁq

Patient & Clinical Records Receiv
[
9"}”% 0y oof”

L Date & Time of Patlent 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
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OBSTETRIC 1iau. ..SSESSMENT FORM

Dal8: . DI ..........  Time of Arival vk 5O L00..... Time Seen by Nurse: .13 25 Peon.

1)
2)

3)

4)

|

6)

Level of Consciousness: Qeﬁnscious [J Semi-Conscious LJ UnConscious
Chief Complaint (Reason for Visit): (Circle the item as appropriate)
[ Severe Pain / Moderate Pain LI Preterm rupture of Membranes / Leaking Water PV
LI Bleeding PV: Slight / Heavy (I Preterm Labor/ Labor
(] Decreased Fetal Movement (] Spontaneous Rupture of Membrane / Leaking Water PV
b
[ No Fetal Movement O Other Reason: ......EI€¢kIve.. LaCS
9
Vital Signs:  Temperature: 28:.11 Pulse£blet RR: 1Bblack Sp0,: ... %% BP: BI70. Weight: T2ks.
Gestational Criteria:

Gravida: G 2 P L t A '

LMP: ...... 289125 eop: ... 124, RN Gestational Age: . 2%-sh3cokA
Uterine Contraction J Yes (G/No CJNA | Onset Time Frequency:
Membrane Rupture CJYes | EINo | CONA | Onset Time Fluid Color:

Vaginal bleeding O Yes |AINo | CJNA | Onset Time Amount:

' ; / If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | (1 Yes |-©1No | O NA Pain Abdomen / Vomiting

Good fetal Movement | &1'Ves | C1No | 0 nA | IfNO specify:

Pain Screening: Numerical Pain Scale (NPS)
I B e e

1 2 3 4 5 6 7 8 9 10
s pogic;)';?etpain
G R UL e o USSR S
IO, -......cco0nornsmmesnessives 2 I S RS Days / Weeks/ Months (Strike out which is not applicable)
L R e R NS S
o FBQUENCY: ........covvvvrinnrnnnnnn. w4 SN W00 0Ha Hah s as s s bk v vmyn s aasmpog St e bSO 4 40 i S B b s
« Interventions: ......................... L
Past History:
g Birgeies: .....................] L Y
b)  Medical: .........o.ooverveveei KEEL . omsmmmecssssoomascsioss

Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0.)
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ancrgy: O Yes %, If Yes :

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

8) Current Medications: (1 Prenatal Vitamin - CINONE [0 OEIS: w..ovvooeccseeeeeeeeeecoessees oo ecnsssses s
9) Prenatal Medical History:

We [ Gestational Diabetes
[ Chronic Hypertension [J Low placenta
[ Gestational Hypertension L1 OUGIS I YO8, SHBBIY ... iiniriinsimmmessosiasenssssssssrensassonsassanss
[J Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

[J Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
ategory II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

C1 Category Ill: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

[J Gategory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

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

0BCU Obstetrical Triage Acuity Scale (OTAS)

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 St
elzure activity and / or headache, visual | > 1400 e
disturbance, RUQ pain symptoms

; Atypical FHR tracing,
Abnormal FHR tracing
| Non-Fetal Movement abnormal dopplers

Diseased fetal movement

Acute onsite severe « Major trauma + Abdominal/back pain | « Ongoing assessment | Anything that does not
abdominal pain « Shortness of breath greater than expectedin|  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
Severe 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

Time seen by Doctor: ......... 8 B

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

Date: ......&24161.&5 .......... Time: .10 \00e0.....
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1 00 A R Hospital | () uuneonorms

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: aQLL[G)‘QG .........

Baseline Information:

Admission From: Ol ER [JOPD  [Admission Desk [ Others, spemfy/—l&-”
Primary Language: A Telugu _~English (] Hindi B8 R S e S

Doyourequireaninterpreter? [IYeS [NO  fYBSSPECIY ...ccvurverrrererirerieeiressessssessssssessesssesssesssersssesssessesessessasssessesssessssseses
Source of Information: ~ [Patient ] Family (] Others, specify E[@CHVQ“L&.C.J .......................

Allergies: [ Yes ,}No/ 1 Medications [ Blood Transfusion [] Food D e s e v seabion
L]
Chief Complaints: ... Gl CREWE. . LBCS i, Doctor Notified on Admission: [I¥es’ [1No

Name of the Doctor: ..2%...A.2he2)nt........
Time Notified: ....... @) 269

Past Medical History: Obtained From [lPatient [J Family Member (] Medical Record [ Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

il Y& WP

Gynecology Assessment: [] Not Applicable | Gynecology Surgical History: Gynecological History;

Menstrual HiStory: ......c..ccoueeveereenenene | Ca€sarean Section: [1No +Ves Contraceptives: JNo  [JVYes
o Cervical Cerclage: ‘ANo [ Yes Vaginal Discharge: ;Llo O Yes

Onset of Menarche: ............coorernserennenenene. | EGtOpic Pregnancy. £1No [ Yes Post-Coital Bleeding: CJNo [ Yes

Menstrual Gycle;Z/Regular O Irregular | Myomectomy: ~_£TNo [ Yes Infertility: JANo [OYes

Last Menstrual Period: QB],':”‘?,{ Others: o If Yes Type: [ Primary [ Secondary

T T L C - VRO & M- S S —— A s

Previous LSCS: "'iﬁf

Current Medication: /l;&None [] Yes, If Yes, Fill the reconciliation form

Family History: [ No Abnormalities Detected
(] Heart Disease (] Hypertension [! Diabetes [ Stroke [ Seizures [ Kidney disease
[ Liver disease (] Other Fﬂ-bL&J}*DM,H?Af ....................................................................
Vital Signs / Measurements: Temp: %n’f’ HR:&Zé blet-. RR: tﬁb'm&*
BP: (R3(I2wH 3 Weight: IR Height: .)5.3..  BMI: oo

Pain Assessment:  Pain: ;,Yes [JNo  (If Yes, complete the Pain Assessment / Reassessment Form)

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

General Appearance: Eﬁeanhy [1ill looking 1 Anxious ] Agitated CIOMEE: ... ... ormmensssnssxnnses

Fall Assessment: [JYes [INo Score...... A (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: JYes [JNo Score...,‘&....... (complete the Braden Q Sheet)

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

Inform consultant for positive criteria

NUTRITIONAL SCREENING: 7vnﬁ Abnormality Detected
[ Overweight L1 Poor Appetite > 3 Days L1 Needs Therapeutic Diet.

[ Under Weight LI Diabetes Mellitus L] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

/B’Cﬁm & Cooperative (] Restless (] Depressed [ Agitated ] Confused
Wi NI N SRR o i T S ot SRS i SR

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single lﬁﬁarried [IDivorced [ Widow

2. Special Habits:  Smoker: [] Yes ;,Nﬂ Alcohol Abuse: ] Yes W Drug Abuse: [Yes [iNo~
Sacial History: Lives With ...........ccoo.ovevveesrrrvennn. Fﬂtmlj .....................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : /Wes [JNo Waste Disposal Explained: _HYes [CINo
Infusion Pump:  ClYes CINo Hand Hygiene Explained: “TYes [ No L] Others

Above information given to e JNES NCHOM B
Name of Person Orientation was givento: ... MRS Snelsanka
Orientation not given Reason: ...................... 882 ... S.OLHaN Moo,

Nurse Signature: .. Otlima,g— .......................

Nurse Name: . L)kor.% ............................
Date & Time: ... #4416 126 (..
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Rainbow : A—
Efm:iumﬂmﬁ“ Children’s @ BirthRight
o HUTRmmA lll Hospital _ | )zmmonam:
FOR OBSTETRICS
Presenting Complaints LMP: EDD:
81| =2~
Corrected EDD: ‘,2_47 I 26 GA: /3/7'_}_ 3 o
Obstetric Formula: ¢y} 1 A) Menstrual History: Regular: [J Yes [] No
m;ist;r A Y NRT Obstetric Examination
Blea ric y Y LabSent FM, PFROM IM%D]\)STHOD-&‘CLM (

ggw‘& l,gf-ﬁ’l Q’flt?s

e
U ~ QLDLSP Mstmag&, | Teun

aresent Preg nancg Record:
Oo

ASH W | UPIWE US . R

mwﬁs'}xd. QOB My
RISK FACTORS!

P_owus-fsmk_
Woal 1o UT + R sxant abd: Par

Fundal Height:
| e~ TY 4

1 an M UD) ungerirp

Ut. Activity: —EIR/m/axed

/— h)
prujas PT LSCS

. %

0 Boaphes CIMid  (JMod [ Severe
‘\ory ?_I%I?O?j E/Aﬁquate ] Oligo [] Poly
BP ke [Eephalic  []Breech  Others
&0,, klebg n-ﬂfid FifthS Palpable:
' FHS: iormal [0 Tachy [JBrady [ Absent
V40 b i
Per Speculum Examination V@t dar .
Draining: [ Present  [] Absent (] Bleeding
Colour of Liquor: [] Clear (] Meconium [ Blood Stained
Vaginal Examination nod- dens—

Cervix: [J Long (] Partially effaced [ Effaced
Height: ...\ 23....cm | .
Weight: . 7.7.... E(g Os: Closed Dilated
A"EI’QiESZ‘.’.’.’....MI..l ....................................... Membranes: D Present D Absent
Bionst: tMormal L1 Abmorial Liquor: [] Clear [J Meconium [ Blood Stained
General Examination: .
Consciousness: @& pator: Presenting Part: [ Vertex [J] Breech (] Others
Icterus: @ Edema: @ Sutton: O O0-2 O1 00 O+1 0O.42
Temp: autl, PR:Z TP Pelvis: [] Adequate [] Doubtful
BP: W | 1™ DTR: €
CVS: 131 & RS A ERE
Liver/Spleen: Urine Output:

e DIAGNOSIS

Docu. No. : RCH /FRM / CLINICAL / 087
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Family History: —

Fl
vyim90
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€ aktaes ~ PM 1UTV

Surgical History:
PRUT @ Lesty

Medical History:

- i |

Medication History:

Plan of Care; T D Os b'ﬂﬂ%"‘ Investigations: [~ O " PO STTRVE
) UV
NRT A 6&&7
nev ' [N
PAC vheL
C Qs QA CEPLQUMD_WJ 3[ 16 B?O[{’“’%L,
(as P padatian
S \ 300|826
w&_ui‘mrmj ‘jW\D'HAQCFM’\— .
a S abd 316 Wk ¢
Folast ¢ cateak on e P Nowred
w C&P Pt-—A 1 A
AFT ~0rJ3um
: A~ b3y,
Yauddoy Q4alg ce l,ﬁa‘.qkia y
O W ey ciroths N T S Coun TTreA
cof LY AR KRS A8 | A
il (2w 6d Q0w 6d , AIPI™ -
B NT -l L Po anoMeotlees”
el — Qg .
,“K})\ ) 1S ~low mﬁz
FYR st
J _v ,\/]
Doctor Name: ... AMMAAA ... Consultant Name: ... 0QOx.... Mad il ta
Signature: ......... gé]’\ ......................................... SIONAIING, ... LI ..o ionisn i liedanesnsensensasssns
Date & Time: ... 241402« . LM Date & Time: .. ... 406126
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ga;fme Progress Notes Doctor's Order
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wo.«SING SHIFT HAND OVER FORM

- . -
BirthRight
BY RAINBOW HGSP[TALS
Your Ri grﬁ 1o a Safe Del Ivery

Docu. No. : RCH /FRM / CLINICAL / 097

g | Diagnosis: QP ), A, T 334 23wleD EPxevjoud | Any Infection: [ Yes _ZINo 1 Not Known
= e&’cﬂ Y . .
§ PD”QEQJ"! eflse,gﬂ.ad- Caes ‘_ 2 2-‘“:'? ey M If Yes Specify: SO\ % N
@ | Surgery/Procedure: T b:ta.fefq W?—M Post OP Day:
o | Date ) b A &
E Shift plb c o( E X K M
& | Medical Condition e . s
% | (Any special condition to be noted): — = =
< - > ,
= | Diet i NBM [ REM [NBM | mgedlf@ diek |6 kel
Allergy: [ Yes_A#No | O Yes #"No LXYes [#No D((es No |0 Yas.?./No O Yes o
Ventilation (RA, NP, NIV, VENTI): e | Yo | e Ca Ry | op
Tubes/Drains/Catheter: ¥es (1No 7 Yes 71 No | ¥es [1No{#*Yes T1No | T Yes CNo | Yes (#4%0
= Vital Sians: Temp: “g' l'.F QQ-BC’ qg IQ‘?— a% i:_-.rf‘ AR '5 - q‘aé'{
—~ tal Sig A
& Res: [lphlad | L Um [Bblad | 1967 by | 19 bl
@ S0 | aqy 0w | gqy. | A7 [l | 997
3 Pulse: | @3l /mé 6% g‘;?i_;r_g 20 Vi'ml,’f?"w\ &2 b
BP: o (Bt | 1 ° T W8/t ,;cf.‘g;m«#q &[> (8]
LOC: |(aemsiny | Combanty fm.ubm‘: DYRCL Py | CorsCfous
Fall Risk Score: o ™ o D © 0
Pain Score: o - [o) C 0 O
Skin Integrity | fadact | bakewdX [FndaCt [fudacl— gﬂ;ﬂd’ ﬁn!\rﬁtl
Safety Needs: |, ~fes [ No 'ﬁ_l No | Y88 [ Noy=Yes ' No | Yes [1No |&-Yes C1No
Physiotherapy: | — @il - - &4\ il
2 Others Specify: | = Yes X0 | Yes /-?ﬂro C Yes 20 |01 Yes &No | 1 Yes #No |71 Yes &40
k= Special Diet: | \Br | bt [Mpm |thueedf@die) [GHliet
§ |Critical Lab Test/ Values: _ I |- - = s
E |Other Special Orders / Medications: |1 Yes [No | Yes #/No | 11 Yes &No | Yes C1No | 01 Yes ~No | O Yes o
&u’ PU Prophylaxis: O Yes j2No | Yes,#No | Yes o |0 Yes ©1No | Yes @No | Yes (Ko
DVT Prophylaxis: 1 Yes,ZNo [ Yes 0 ._JYes,'Z‘NO [1Yes &ZNo | ] Yes «No | O Yes =flo
ADL (Dependent / Non Dependent): pppenjacé Dot Depettoad|Depcale | Depeudled) bePeQOl
T | ¥
I R = I
Post Operative Procedure Special Orders: | M B 5 l Eﬁd)f\ﬂ |~L‘_I;_{\_ “ —
Handed Over By Name : e W M Mbu g :ﬂhmu&,__m‘r{fog
Signature /1D : (90593 M(ﬂu} 28593 L W12 @609509' & LL((, 9
Date: dyle D8 :ilgé\‘ﬁ)l«* Qg[é 24 »L»;] he laslell |acle I%
Time: @3?“’\ 4 ‘.L%?n @gﬂq ~n DY @ Q;"'") )f’m
Taken Over By Name : M lL,s( WM [ kan 1k Thuse
Signature /1D : Ve | aracd3 4&1(,’12"—@@%& 681UbG | ) Srus
Date: gur Sulslag | 2ulL)e (gqlelas | cblas 2. (l>1
Time: M) (Quisfnl 3p | Q0| R9P| Ape
¥ — T \_/ fm \‘__/' L)
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NURSING SHIFT HAND OVER FORM

. . M
BirthRight
BY RAINBOW HOSPITALS
Your Rig ht to a Safe Delivery

Z | Diagnosis: G (AL T 313 ey © Any Infection: ‘(] Yes {Z}Lﬂo [ Not Known
E |grlem l.ou.u tacrian tecNon i :
§ t Al Lo - Oraa e e 8T T <2 TR
7] Surgeryf Procedure: '-lﬁxmu_a . M“—"O'WD ' Post OP Day:
0 b
g | Date R\ 26 \'l«
5 Shift S hwo BE® PP
[=] v
& | Medical Condition
& | (Any special condition to be noted): e == 1
< - a—r—t
= | Diet: Bk [(Hdoet |
Allergy: ”':/'Yesﬁﬂo “IYes [ o [T Yes CiNo | [ Yes CINo |l Yes C1No | Yes [1No
Ventilation (RA, NP, NIV, VENTI): e LB | rs
Tubes/Drains/Catheter: T Yes [#No |1Yes #'No | Yes ;>No | Yes C1No |1 Yes C'No | Yes [ No
= | . Vil Signs: Temp: |04 °C @ qf AR
i Res: | 30bL] | wlb)m |20t
2 Sp0; [ leoy. | M/ | q&).
2 Pulse: | qow | e, ‘LL-W)M bm
BP: ;
\Shaaado- VIIUPWWEN
LOC: — _len consaasd
Fall Risk Score: | { g7 | (¢ 1R
Pain Score: | Mg ! 0 O
Skin Integrity | @, o Tv&a Tack
Safety Needs: |¥eS 1 No j/\‘es CINo [fes CINo | Yes C1No |1 Yes CINo [0 Yes T No
Physiotherapy: | — N
g Others Specify: | Yes /'71!0 O Yes N0 | Yes No |1 Yes T1No | Yes CINo |1 Yes [1No
- ; e 9
3 Special Diet: o §) Nl el
2 Critical Lab Test / Values: gl i Al
E | Other Special Orders / Medications: | Yes =Ko | Yes “o |1 Yes . No [TYes CINo | Yes CINo|C1Yes C1No
§ PU Prophylaxis: - Yes #No | ) Yes [ Ao |01 Yes T No | Yes C/No | Yes CINo | Yes C1No
DVT Prophylaxis: 11 Yes (No |1 Yes #No | 1 Yes /No | 1 Yes T1No | Yes TINo | Yes [1No
ADL (Dependent / Non Dependent): i @xe. L ofrdent e erdpd
Al ‘ g &'.
Post Operative Procedure Special Orders; | — N y W\
e
% e e
Handed Over By Name : S\v;:i ‘M RA\Y %/ T AN
Signature / ID : o 1o B Lnbed)- @I "o gF ¥ ¥
Date: ! :d 5126 9-61&6 ’Qay J
Time: 2D~ | C T | CllA
Taken Over By Name : i é\l&w
Signature /1D : N S ha ) WP\
Date: 95618 3&6}% A \f'e_'%\ ?(4@9’ -
T ey [e8” D AT T
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Children’s BirthRight
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It takes @ kot to treat the little. Your Right to a Safe Deliv very

] Maintain Airway and Oxygenation

(1 Relieve Pain & Discomfort

[1 Maintain Fluid Balance

[ Improve Activity Tolerance

1 Maintain Good Nutritional Status

Date: &‘\\b\“{o

[ Maintain Skin Integrity

§ [ Maintain Personal Hygiene [] Prevent Infection [ Meet Elimination Needs [ Ensure Safety (1 Early Ambulation Reduce Anxiety (] Patient & Family Education
S | [ Identify Potential Complications 0 AT OIS OB oo s B W B T i A L A S G ey
Time Plan of Care Time Implementation Evaluation Ro-Assossment Iéug;nl:?::ee
g
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S
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s
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("] Maintain Airway and Oxygenation ] Relieve Pain & Discomfort

[] Maintain Fluid Balance

| Improve Activity Tolerance

1 Maintain Good Nutritional Status

Date: ‘QS//‘/%

1 Maintain Skin Integrity

§ ] Maintain Personal Hygiene [_] Prevent Infection [71 Meet Elimination Needs [ Ensure Safety L] Early Ambulation Reduce Anxiety [] Patient & Family Education
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e | ) Maintain Airway and Oxygenation 1 Relieve Pain & Discomfort [ Maintain Fluid Balance 1 Improve Activity Tolerance [T Maintain Good Nutritional Status [] Maintain Skin Integrity
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. It takes a lot to treat the little. Your Right to a Safe Delivery
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e | ) Maintain Airway and Oxygenation [_] Relieve Pain & Discomfort 1 Maintain Fluid Balance _1 Improve Activity Tolerance [] Maintain Good Nutritional Status [_] Maintain Skin Integrity
E 1 Maintain Personal Hygiene [ Prevent Infection ] Meet Elimination Needs | Ensure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
© | 1 Identify Potential Complications [C] Any Others. Specify............cccceeunnnn. 1SR IO, 7 SN N WU SSVOUNON . -9y A, ST, SO
Time Plan of Care Time Implementation Evaluation Re-Assessment Nurse Name
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e . Rainbow Children's Hospital - Secunderabad

Rainbow . H.No0.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children’s _ =% Telangana, INDIA ,500009.

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

R— WERB : https://rainbowhaspitals.in
L TFOR AT ] |

Patient Name: Mrs SNEHARIKA TANGIRALA Age : 31Y1M19D
IP No: IP-00060459 Sex: Female
Consultant: Dr. MADHUMITA ANIRUDDHA GITAY 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
1> consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
Jrance coverage and while doing so confidentiality of the patient will be maintained at all imes and this will not affect the
care of the patient.

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

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

"I am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing 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
arance. In case of failing the submission, | will pay 200/- Rs.

(Receivers Signature..................) ~

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

)
Signature of PatienURelativg;m&,\ 2_,

Name: L. $alu, 2“1 Patient Address:

i Lo b H-NO.-32-61 RK PURAM NERED MET
- - U A
Relationship: [ \Ue’ - Neredmet Cross Road Hyderabad

Date: Qu.gh - © Time: Telangana INDIA 500056

Wittness Name: 'g\{
=\,
Wittness Signature: \;7\42"1

Printed Date / Time : 24/06/2026 13:28 Printed By : 021447 Page 2 of 2
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Rainbow’ =

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight‘

Hospital BY RAINBOW HOSPITALS
SPECIAL PROCEDURE fospital., | RS
patient Name - MBS, SN EHARTEA TANGLPARder: (1 Male  (ufemale  Age: ... Y .EARL .
UHDNo: NIM- 001850266 ... Date - ..2-4.1 06 /2024
Instruction:

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

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

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

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

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

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.
L BLEEDING,. QoL AND  BLADDER.  TANITURY,, WRETERTc. TNIVEY

L REACTIONS.,. INFECTEONS., PoST. PARTUM HEMORRUALE . ADHESTONS,
My signature on this form indicates that PERMANENT AND TRREVERSTBLE MecTHOD , £ |7. CHANCE ofF

1. Ihave read and understood the information provided in this form FASLOEE RATE, RISk of ECTOPIc PRENANCY
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. |have had achance to ask my surgeon questions. @ P i
4. |have received all the information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance of the operation or procedure. 9:}1 .

Name of the Doctor whoi ingthe Surgery/Procedure: ... . Ra. MAAPHUMI TA A GLIAY.
Consentee : . Patient Attendant ;) ”

T T, NN P T— Signature CDS?‘!“"- .........................................

Name (Tﬂ Ko Name : (5'{'& o Rs\l ......................................
Date & Time 24, Q.L?.SP. Olb.... \ 0O m Relationship with Patient: .. Hushowd .
Date & Time : 21({5{15" ..... 1,00 PM..

WS Doctor (who is taking the consent) :
e T S I . v R r R
: R s ] DR\;{oQHHH#RI‘ .............
L ————— Date & Time : ... 24 )¢ ]M:—«c --------- ypm

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

CONSENT FORM FOR GENERAL / Children’s .EHEQ&%}“
_REGIONAL ANAESTHESIA / Hospital | {g)srmneoniosmus
MONITORED ANESTHESIA CARE

\\

Patient Name : ... Mx¢.:. T-. CneArika...... ............Age:....%Q.!q?.‘..Gender: Male O Females—
UHID NO: .. V1 —pRISD2AL ... Surgeon Name: ....... 1270 MAAMAAAIIZA ..o
ANZESthESIONOgiSt : ..o 0T VA VNG oo
(e CMNOYLAY ., LLONTD o

Operative procedure planned : .................. sl

. 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 explamed to me the details of the high risk mvoived due to the following medical
problems and | have sought necessary clarification on all my doubts.

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

T L B R g T O N0t AL e R S O M SR S v T S PP

 Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient

WVALKA........ the above mentioned operation / Diagnostic / Therapeutic procedures
%2@7“1\/“— LALDINLOM.. SC ...

| authorize and give consent for anaesthesia ( El»ﬂﬁi’onalf [ 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 occasionally a colleague deputed by him / her
will administer the Anaesthesia.

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

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

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

dﬁ&?‘/ : Witness :
) ™

Patient / Patien

ﬂ?

Signature : a Signature : L R
Name : -T,,/n EJWN\( ﬁd Name : Q%LL gJGLLﬂN)
Relationship with Patsent SQ L? Date & Time : ZZ{[ 6{2@"2’{ 3

Date & Time : Qu OL\:}UD\EO (). U:)Q

Doctor (who is taking the consent) :

Signature : . @,

Name : .. DQ M: VTNEQ:"%
Date & Time : ,QJ.{\DE?‘.%
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Mrs SNEHARIKA TANGIRALA R ':’Z'
2 05-05-1995 MNYIM19D  (F) ain OW . . -
_____ Dr. MADHUMITA ANIRUDDHA GITAY Children’s . BlrthRIght
L el | Qo
It takes 2 lot 1 treat the litthe. Your Right to a Safe Delivery

CAESAKEAN SECTION OPERATIVE NOTES

Surgeon’s Name: ~ {rf . fNladMuui +oo Date of Delivery: — 24 | £ 24
Assistant Surgeon: Pr P shwoiwd Time of Delivery: 2, 3SP™Y | Ser
Anaesthetist's Name: - (s Sl/\)k(\ﬂ/ Gender of Baby: Mw
Type of Anaesthesia: w\/\ai Weightof Baby: = .+ 4 | "‘-ﬁ
Neonatologist: of . Shilleors AGPARScoe: — T [ I | 1o
ScrubNurse: _ Qi< Rub 4 p- NICU Admission: []Yes o

\

Pre-Operative Diagnosis:

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

Elective 1 Emergency Indication: PaCJJtMLSCS

DSl M st ks mmsmmnaveamnsss . KNIEI0 BCUS: commmssss sy

T DI DTN, ol o T o ot obuiisayis s e s A e o o S S T e g S

B L R PP OIS RTUOE TMIBIRIRT . oot s s e i S i i 3

Surgical Procedure:  Zag gty , A\ (S € RlL «-}tLhQ(dwaa,

Post Operative Diagnosis:

Peri-Operative Complications:

Amount of Blood Loss: 300 22% Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

~ Bl L +uselipwy olawme, hipes Seutfor
UPE-

Docu. No. : RCH /FRM / CLINICAL / 155
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Examination w when Appropriate: -~

Presentation: ephalic [ Breech [ Other................... Corvical Dilatation: ..o cny
S PRIPANY: .........Loninmnnnmnaanmisinsiema i 1 | T —
Staton: O-3 [O-2 O-1 00 O+1 0O+2 Moulding: =Afone 1+ [++ [ +++
Caputt OO+ O++ O +++ Meconium: g}%ne O+ O++ O+++
Bladder Catheterized :  +<-Yes 1 No Urine: {JGtar ' ] Blood Stained

Skin Incision: E’(fannensteil L Transverse L Midline ] RO s cuemesemrmscmssmesmemmessmaemems
Uterine Incision: Mer Segment [ Classical O Inverted T 1 J Incision

Previous Scar: [ Intact Mﬁ{nedout 1 Ruptured 1 No Scar

Incision Through Placenta: ] Yes <No—

Delivery of head: =-Manyal 1 Forceps

Liquor: D“C{a: 1 Meconium: 11 0 Il OIBlood [ Offensive LI Not Offensive
Delivery of Placenta: O Manual  SSCCT ] Complete "1 Incomplete (] Piecemeal  {
Cord Appearance: NOWGJ Cord around the neck (1 Yes =0
Appearance of placenta: NOW""J ....................... Cavity explored =rYes 1 No

Uterus, tubes and ovaries: [ Nerfhal I Not Normal
£ e

terilization:  [L¥YeS ' [1No

Uterine Closure: 10ne Layer [ Twotayers s S SeNTIE T & M Suture
Peritoneal Closure: 1 Pelvic L] Abdominal RIS coucioninscnmucnissisnsnmsmmsissen Suture
Sheath Closyre: ] \J 1'6/5“‘6}( ........................ Suture

Fat Closure: [=Yes 1 No MOHW@"Q Suture
Skin Closure: ‘-—E'Sﬁcuticuiar ] Mattress MQV\OUF‘?{.?{O Suture
Vagineal Evacuated E"ﬁ [J No

Drain: ] Yes 1»?1(0' O Remove in ..cc.cvueereernneninae days [ Await instructions ,'
Ctheter Yes (1 No HRémovein ...\ 2= 2LWdays 1 Await instructions {

Swap & Instruments count correct? <-Yas 1 No rPost-op Antibiotics Y65~ CINo
Intra-Operative Antibiotics Cover: [ Yes =No [J Thromboprophylaxis COYes [Ne

................................................... T1.00A0%H

Date & Time: .......... N N4/ 260



SURGICAL
SAFETY CHECKLIST

Asst. Surgeon : ., D

Scrub Nurse : ..

Surgeon : D‘ .......... J

VIH-00150266 IP-00060458
Mrs SNEHARIKA TANGIRALA

P u’.os,*”’ 31Y1M19D {F)
MITA ANIRUDDHA GITAY

“ T

... Age : 3“{ Gender : f( Rain;%w‘

&

Children’s
Hospital

Tt ks @ ok i et e e

® BirthRight'

me: &k 0084 BAL .

Qut-time : L{Lgof)’ﬂ‘)

Before Induction of Anaesthesia » »

Before Skin Incision > »

Before Patient Leaves Operating Room

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

m CONo CINA
Signature ............. @ ......................................................

Name ... D2 VU NIN L ETHA ..

Is Essential Imaging Displayed? OYes CINo CINA
Power Supply, Earthing, Power Backup
and functioning of equipment checked. C1Yes CINo

Signature ........coeeveeeeneins é&/ .............................
IR csssimaminissmunssinmnned MWW& .............

SIGNIN  Time.. 2.1 P TIME OUT Time:...%.. . JOPrr SIGN OUT  Time:\A).20 fy.

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

Identity JHes CNo introduced themselves by Name and R"“’}“'ﬁ CNo The Name of the Procedure Recorded ~ (TY8s INo

Site ~Yés CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure —Yes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ =¥e§ (/N0 LINA

Consent —+Yes (1No Correct Patient (Check ID Band) }"{es CINo The Specimen is Labelled (including
Site Marked _=fes CINo T NA Correct Site /Lz?es C1No patient name) L._J-VBS/T No NA
Anaesthesia Safety Check Completed  (>¥eS [/No Correct Procedure 4. - yfes C1No Whether there are any Equipment | |
Pulse Oximeter on Patient & Functioning «=Yés [1No Anticipated Critical Events &lL\Lﬂoﬂbm Problems to be addressed CYes TINo [TNA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes CeNo—" What are the Critical or Unexpected Elcl To Swgoon, ARsssieliat shd Narse:
O ey spcaion sk | | o ™ e

Yes, & Equipment / Assistance 500'01,‘

Available OYes ENe™ Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns" OYes pr([ 1NA
(7mi/kg In Children)? Nursing Team Reviews: E.S

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

Access and Fluids Planned OYes &0 CINA Been Confirmed? are there Equipment

Blood Units Reserved OYes CIfle~CINA | | Issues orany Concems? ﬁs ONo CINA

Signature .......... é/' .....................................................

Name :........cooe.

Doc. No. : RCH / FRM / CLINICAL / 111
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~ VIK-00150266 IP-00060459 Rainb“ow@ . . o
weeise  NYIMWD @ Children's | & BirthRight
Or. MADHUMITA ANIRUDDHA GITAY HOS p]tal BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

LA

i
wunulE CARE CHECKLIST TO PREVENT

SURGICAL SITE INFECTION (SSI)

|| Tt takes a lot to treat the Mtle.

To Be Filled In By Assigned Nurse:
DEREINIE oot L—[CQ ..................................................... Duration of Procedure : ..... "'UJﬂ

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

1
Name of Surgeon: ......... D\ ........ [M., &Gq.r\«um‘t‘ .............................. Date of Admission : ‘2@5/«25

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

Staff Signature

1. | Antibiotic given prior to surgery? #~TYes [ | No
;ZI/S'mgIe Dose Antibiotic ~ Or [] Long Antibiotic Regime

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

0
Name of the Antibiotic: .. 004 ... CEF - QARNAC

2. | Hair Removal ;'f‘fés ] No If Yes: [ Surgical Clipper

Department where Hair Removed;UNard (] Operating Room M
ORI & v asmiipaan

Skin preparation done (cleanse surgical area with antiseptic agent)? [J Yes [_] No

0 Oral  Or [>Axilla (Goal: 36-37°C)

3. | Patient's body temperature immediately post operation (Recovery Room) 26 °C )@—

4. | Name of doctor or staff administering the antibiotic; £2%... ASA3.0.0 ...,

i

Date & Time of antibiotic administration: QHIGIQGQ’OSFM ................ é‘é/,/-

- Ensureformisfilledin completely by assigned staff whenever patient had surgery

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

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

Docu. No: RCHBH /FRM / CLINICAL / 038



VIK-00150265

r'y
Mrs lNEHAnIKA Tmmo“s‘ . -:,/": ®
05-05-1998 MYimMg n ) Rainbow . . .
Br, MAGHUMITA ANIRUDOH Childrerll s BirthRight
LT ] espial, | Qe
# Iot to treat the bttie, Your Right 1o a Safe Delivery

Observation Score Chart - Obstetrics

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

[ 1] ] I,‘ LE R

9ul£126

Date

Time 10|11} 12 10| 11

&)

02/

RESP
(write rate in
corresp. box)

> 30
21-30

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (/min.)

2, dway

40
39
38
37

1 K

3

36

35
< 35

ajey Leay

170
160
150
140
130
120
110

100

S0 Ko

80 K3

70 [

60

50
a0 T R o i s |

anssald poojg 21|01sAs

190
180
170
160
150

140

3%

130

b

120

110

100

S0
80
70
60
50

aInssaid poojg Jljoiseiq

130
120
110
100
90

80

70

60

50
40

NEURO

RESPONSE
[v]

Alert

Voice
Pain
Unresponsive

URINE
mils / hour

> 30
< 30

| Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

| Clear / Pink

Green

TOTAL YELLOW SCORES

UL

TOTAL ORANGE SCORES

dfy
N

D ™h

I?"oe

Nurse Initial

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



Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

@ Ry
Complete a Full
Set of MEOWS
Observations
e A
-

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

J

X

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

~N

* The Modified Early Warning Score (MEOWS)



VIH-00150288 1P000804
59
Mrs SNEHARIKA TANGIRALA e

0505195 3iyim1ep (g Rainbow® -
Or, MADHUMITA ANIRUDDHA G i 3 . BrthR ht
T Fospitay - | (e

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

0,5)”” Time | 8 [(9)] 10 '1‘12@2.3..4 s{e6|7]8]|f6Y10[11]12 23als]el(7

)

> 30
21 - 30
11-20 | I
0-10
94 - 100 %
<94 %
Administered 0, (L/min.)

40

RESP
(write rate in
corresp. box)

Saturations

2 dwap
w
~
23
-
C

aley Lesy
-
=
o

170

=
3

130 [
120 \1 AN '\( -
110 1 i
100
20
80
70
60
[ 50
130
120
110
100
90

80

70 i

e - Tt 22 N
50
40
NEURO T 7 W T T !

RESPONSE ‘;‘:“r“e
[v]

Unresponsive

—
anssald poojg J[0IsAS

Q/
P

-—
aInssald poojg 21j0lselg

URINE > 30
mls / hour <30

Protein + +
Protein > + +

Proteinuria

tochia Normal
Heavy / Foul
Clear / Pink
Green
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial

Liquor

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



[ Obstetrics and Gynaecology j

Early Warning Signs

-~

L

Complete a Full

=

1 Yellow Alert :
Repeat Observations
in 30 minutes

Set of MEOWS
Observations

o

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

N

> 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)




prs SNEHARIKA 'r:*? awnno F .
. HUMITA ANIR “\ﬁﬁ Ra i_l'l lflf)'\r‘\l‘B . . . .
i bl Bl

Early Warning Observation Score Chart - Obstetrics

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

albb®

Date

Time

9@11 10§11)12| 1|1 2|3 |4 | 5|67

RESP
(write rate in
corresp. box)

s

0-10

Saturations

<94 %

Administered

0, (L/min.)

LT L e T O I O T GO N O 5 5% O S ) N 60 A ST N

3 dwap

40
38

38
37

36

35
<35

ajey Leay

170
160
150
140
130
120
110

100

S0

80

70

60

50
40

anssaiq poojg 21jo1shg

190
180
170
160
150

140

130

120

110

A1)

100

70

50

aInssald poojg Jjoiselq

130
120
110

20

80

70

60

50 )
40

NEURO
RESPONSE
[v]

Alert

|

Voice
Pain
Unresponsive

URINE
mls / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial

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



[ Obstetrics and Gynaecology ]

Early Warning Signs

%

A

Complete a Full

~

Set of MEOWS
Observations

A

(‘
1 Yellow Alert :
Repeat Observations
in 30 minutes
\_
(
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
/_
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
k monitoring

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

SHeatNO. 3 s

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

Intake Output IV Site
Date | Time [';‘il.aglli’ri% Route NG | Diarrhoea | Vomit |Drainage | Urine T;‘g’{:?'&:@g‘ I\Sll[ﬂrs]e
Mouth | LV | NG ==
08:00 am n)| |
09:00 am A
10:00 am =
11:00 am A
) 12:00 pm '
2416 [rovon | (Bl 1] e sl | © ;J@Fg
Total Intake : D7~/ L Total Output: S5 ) oallp 1)
0200pm JUBm M- (L[100 L o [ 2 ]
1300 | 0fm ) L Ploosiny 16000 | 0 9]
0400 M | N0 o0 b sanf ] © &
Qﬂb 05:000m | ) ol Bl 0] by K, | ©
ey ool b el | Biglad
0700 | Ny Baale RL L pond ([ koD | 2 Xpopa
Total Intake : 1,:&\;0,4,@« ' Total Output: Yo )k 0;'
w00m | NBW- R lori/fe wod| 7
&\,\\to 0900pm | Koo § oomd| 9 JM—
10:00 pm sou) Yy
11:00 pm oRy V)
12:00 am M0 o)
01:00 am oR\. _@M
Total Intake : Total Output : _;'ib__@‘b
02:00 am Q { o™
0300 am Kk:yé." ' 1D
}S\)a 04:00 am o7 {s) \D
05:00 am 1\
06:00 am A L1004
07:00 am <—"~h |/
Total Intake : Total Output : 6;9__9_',“)
Total 24 hrs. Intake Total 24 hrs. Output (ié/’o’;"‘-v

Docu. No. : RCHBH /FRM / CLINICAL / 092
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[l i m“' ' Hospital _ | () zennic
| FLUID CHART |

Sheet NO. & .o,

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

Intake Output LV site
rombo- .

Date Time opfcagm}% Route NG | Diarrhoea | Vomit | Drainage | Urine "E‘SEﬁES b?lllggé

Mouth | LV N.G ‘

'WQ'* oL

olant

—

08:00 am
09:00 am
\S& 10:00 am ;
\\o 11:00 am \./a),' 200
/3,(’ 12:00 pm =
01:00 pm
Total Intake : Total Output :
02:00 pm
03:00 pm

”Vdg’ 04:00 pm e
05:00 pm R
06:00 pm 12 - / J A
07:00 pm ‘ [ Al ™
Total Intake : | Total Output : (@Qr‘
08:00 pm 0 )ce L\
£

09:00 pm 51 . u

10:00 pm % -
11:00 pm
12:00 am

[
\
01:00 am v )ﬂ

Total Intake : Total Output : S
0200 am 0 'é‘ e
& DT -~ o
£ .Ul am

V" os0am L //
06:00 am W
07:00 am
Total Intake : Total Output : /

5
=3

£\ pa

5
R

Nk—'
=]
-
A
TR,
E—

Ly

413

[

-

P

h
\L_J"

\a

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092 : .
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21— ,)Gg ¥

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

Intake Output IV Site

Thrombo-
Nature

' : ; i i hiebiti
Date | Time | cFuid Route NG | Diarrhoea | Vomit |Drainage | Urine | PEeORS | Nirse

Mouth | IV | NG N

08:00 am "y /
\y 09:00 am %97 ¢ o [ od

(\)7 1000 am S
11:00 am %
7 54

12:00 pm

01:00 pm v
Total Intake : Total Output :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm

Total Intake : Total,Duﬁut :
08:00 pm |~
09:00 pm i
10:00 pm
11:00 pm A
12:00 am

01:00 am /

Total Intake : Total Output :

02:00 am W

03:00 am
0400am |~
05:00 arfi|
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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L Dr. MADHUMITA ANIRUDDHA GITAY

I T

F)

I\

Rainbow" . L
Children's | @ BirthRight
Hos pita] . BY RAINBOW HOSPITALS
It takes a lot to treat the ittle. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
ot known any Drug Allergies

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: ................ 11— Shifted to: ............ AR, @“f ..................
ON

MEDICATION NAME DOSE ROUTE LAST DOSE

SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, V) | FREQUENCY | page /ime | ARHIESIN
TNT CEFOTAXT ™ [2TH .

1 TAXTME | |gm TV o ey | 2462 =€ 0IDC
2 T . PARACE L4 = T &€ D
T o ST &C 0DC

3 T. DIclLoFenNAc |SOMG P me%lg(%
4 T. TRAMADoL | 100 Po g % | &€ DC

' MG HoueLy 2 \b‘
-+ __ onNce -

5 - PANTD PRA7ae 4oMmy| PO OATLY W‘flﬁf"’ L1Dc
6 [1C [1DC
7 0JC 0JDC
8 L1C JDC
9 LIC LIDC
10 [IC [LIDC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ........: DR ﬂouegH”prRI

* C- Continue, DC - Discontinue

Date & Time : ll{{é}%%??ﬁ)
Nurse Name & Signature: .. ’U.ﬁ,
Date & Time : ...... Q%LH?{& QF?)A.

Docu. No. : RCH /FRM / GENERAL / 090
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Dr. MA Hos p ital . BY RAINBOW HOSPITALS
T e, | @z

MEDICATION RECONCILIATION FORM
Drug Allergies: ...................... I\ ﬁ ................................................. | 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: ............. J.,f.ca ................................ Shifted to: ............. s TS I
—— (GENERIaniITragT{I:{;';#:II.“ Emzns'} (rn[;Prsnf:g) (Po.?u[t);l,jgé, v) | FREQUENCY B’:?Jﬁ?,ﬁi ?gﬁ?gf"ﬁg
i [ 7 LEeN ITh 8 Po op | 23 |Oc e
2 | . cALenI™ 0 PO op Tl OC [be
YL
. Oc CIoe
4 ¢ Ooc
5 ¢ Coc
6 Cc Cbc
7 ¢ Obc
8 Oc Ooc
9 Oc¢ dnc
10 Oc doc

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

Doctor Name & Signature : %—\Wfﬂjm
Date & Time : Qq{é/%szm']

Nurse Name & Signature: .\257 8

Date & Time : ﬁtt[é}QGO]PM

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



Ref. No.:F/HW /DC/RP/INPR/05.a

& e/t hs /«?;9,4;\

.»/&
Rambow VIH-0015026¢
Children’s @ Mrs SNEHARIKA TANG] IP-00060459
Hospital o 05081995 31 v 1“:::
B e . T mo”u“ ANIRUDDHA gln
Patient Name : ﬂ"’ ” mmmm I "m , P No. Shee%o. Wards | Weight (ko)
Cy Lo
AR PRESCRIPTIONS
Date »
DRUG: T p AN PR A0 (& ToelaN] b
Dose HBJIE Frequency | StartDt. | ~
[O My Po |[ONE 9
azvi| 2ulé [
Name & Signature of the Doctor
starting the Drugs:
D’ . ﬁ fh,UA:HJ
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
'T\ L&R Date » f- \al
'. DRUG : XtMe Ton Ve
Dose Route Freque’;cy Start Dt.
2o0M 2 wle .
j o by w N
Name & Signature of the Doctor am| /\ B
{ | starting the Drugs: T 1wy
D fecodvno
Additionf Instructions: Q
Qe
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 : Time
Dose Route |Frequency| StartDt. |
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions 1
Daily Doctor's Endorsement by a Sign.
ww.rainbowhospitals.in

CIN : U85110 TG1998 PTC029914



2 I
. Jf /
RaINbow®  veronisoses ociins Ref. No.: F/HW /DC/RP /INPR / 05.2
Children’s ., sNEHARIKA TANGIRALA
Hospital ~ os.0s1908  31vims0  (®)

Or, MADHUMITA ANIRUDDHA GITAY

F‘at|ent Nan m “ ”Hll “ “l |" ||Il|" |.P. No. %%T No. Wards Weight (kg)
&\ 1\ 0 o
REGULAR PRESCRIPTIONS \ W
Date»
DRUG : o
Dose Route | Frequency | Start Di. '
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
Date»
DRUG : Time
Dose Route | Frequency| Start Di. 3
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
Date»
DRUG : —
Dose Route | Frequency| Start Dt i
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 Instructions s
Daily Doctor's Endorsement by a Sign.

CIN : UB5110 TG1998 PTC029914 www.rainbowhospitals.in
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T tozpial_ | (@) zmzmmams
STAT / ONCE ONLY DRUGS
NITIE. .ttt sttt b s bt et se b s b s e e st e b e esabb e ene b s sesra et eanens Weight: .....cooovenees kgs
Sheet NO: ......ocvovvvrnee.
DOSAGE & OTHER SIGNATURE
DATE TIME MEDICATION INSTRUCTIONS ROUTE ["poctor | Nurse-1 Nurse—z;)
_ W0 | (03 TRANEXAMIC @@g l@
aule Va0 | 1 TRANE (&M W 45(] 7 ‘
[

Docu. No. : RCH /FRM / CLINICAL / 136
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VIH-00150266 IP-00060459
1 Mrs SNEHARIKA TANGIRALA

i . 05-05-199% MNYIM19D  (F)

Dr. MADHUMITA ANIRUDDHA GITAY

I T

Date of Admission: W\’QJ% Drug Allergies: ... N\

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

DRUG CHART

M
Rainbow”

L\

Children’s ‘Blrtth ght

Hospital

It takes & ot to treat the littie,

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

- 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.

wRSES - 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.

/Nﬁlﬁown any Drug Allergies

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).

S0S / PRN (As Required Medication)

Date

DRUG :

Ti{pe

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

* DRUG:

Date»

Tirye

Dose Route [ Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date»

Tigne

Dose Route | Frequency |Start Date|

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4

(PT.0)
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I

1

il

F

L.V. FLUIDS CHART

Weight. 'q,?

Ward. L[(D

ymposition of V. Fluid

Flow Rate| Doctor

Nurse

Date of | Doctor

Nurse

Date 1 _— o T = etk 9] Route [ “mihr | sign Sign |Stopping| Sign Sign
50 RINGER |p P |y, 2 b | Qkﬂ
B}“\b g LACTRYC g 4/
RINGER ury [oofmj ;KQ“ A 9@/
o 9" 9*?‘,5” LA CTATE e < > au\e| < W
{ |o |;; @
s [2 0| LIVUER LactTE | 1 m%,ll. g omletf @ %
_ IZH‘D:\: 0P| Rivben WernTe | IV &Ov/a’ E @ e é:l*f M
@/ e
\s
Y P R UL P Lo KR Vol R R
\® 160 La CTATE Hel ™ [ A

2

Page: 4/4



VIH-00150268 IP-00060458

Name

ERIFIED BY

f

Vi

Mrs SNEHARIKA TANGIRALA
.......... 05-05-1995 MYIMI8D  (F) i }—‘
o o O Weight. ...... == Ward. .2 8........
IIIIIIIIIIIHIIIIIIIII (1f 1] —
TiU\E Nurse Sig I Nurs; Sig [ Nurse Sig ] Nurse Sig.
Dose Dose Dose Dose
DHUG . Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Route Start Date s o o e
Dr. Sign Dr. Sign Dr. Sign Dr. Sign
Name & Signature of the Doctor _— g e ot
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: — pose pose .
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign
VARIABLE DOSE Data
Tlme l Nur‘s& Sig. Nurs&&g. Nurs;ESig l NursgSinu.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date T o o Fess
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor ome e o -
Dr. Sign Dr. Sign Dr. Sign Dr. Sign
Additional Instructions: e o o e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
: v Dosage & Other :
- Signatur
Date Time Medication Ficittetana Route gnature NlirSFS i
AV [Ny pa NTVPRA Chdlr—
: ~ 0\l
lu\ E’ 1 Q YO LLE Z‘f oMYy 7\) @_J .
TNy o
e (OMU o

o] b 2-85¢n POAM™ TOE
95 [T CCROTAXIME ™ TV
P | (AETER YesT N

Qh'\m, 2-%\;.%) W3- CARBETOC /10‘0 mca‘ V]

sl

on\oy (2 4olm 1mmwmm o v (v
.Ql»{lm, H: 20 P K UPP TR At aboL v uy Pe_

syjes, [ 200 {UPP-RACIENRG too wa | pr.

L HoPD v TRANEXRANTC |, Py,
aty)b - m

Wb {pwldn TAR MisofrogdL oo PR

<% _FF

‘2 L Page: 3/4 (PT.0)



VIH-00150266 IP-00060458
Mrs SNEHARIKA TANGIRALA
05-05-1905 MY 1 M19D (F)
Dr. MADHUMITA ANIRUDDHA GITAY

Weight. 5??‘@9 Ward. Lil)

TR REGULAR PRESCRIPTIONS
DRUG: TN Y - ( EFPTAYX HNé Di?;i’lek" a}fb
é\ Dose | Route |Frequency [Start Date|\\
‘ Q\Um oV |\Valed 2ulelem)/
e i
~ : o
5 &or . Achwiwi 5 1
V& [TAdditional Instructions N % Jur
T cAHen Teer poce) MRS ]
Daily Doctor’s Endorsement by a Sign
Date

a

DRUG : TP PApactronywiL

Dose Route | Frequency |Start Date

%

@ o | o |CHeLy [2ylon [em
\é; Name & Signature of the Doctor b i
\\a“ Starting the Drugs:
Additional Instructions: pro .@r?
b {yer
PRy
. Daily Doctor’s Endorsement by a Sign
Date? i
- S DRUG : A T TRAMADOL Time q\\’@" -b‘\'
“5{ Dose | Route [Frequency |StartDatel v} / %ﬁ&
3L Po e upwy|dy[oy [amy/ B
Name & Signature of the Doctor
Starting the Drugs: !
_ 3 2
O | B Dmevinéetun el o
Additional Instructions: o
I
J Po(Z108
Daily Doctor’s Endorsement by a Sign il o
DateF 4 [ No|
=x| Dose Route | Frequency [Start Date| b
S|P g| Po  |esdery| Syln (o
Lj Name & Signature of the Doctor B
= Starting the Drugs: i Qd’
T | R ve-wevideetua [pm
Additional Instructions: 'h
10 AW KX
a0

Daily Doctor’s Endorsement by a Sign

Page: 2/4



