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dren’ ‘ i iaht
ospita) .Blrtthght

DISCHARGE SUMMARY

Name Mrs SINDHU AJIT
SANDILYA UHID SPB-00020987
Father/Gu |
ardian AJITH Age/Gender 39Y6 M 22 D/Female
Addressg

Bellandur, Bangalore, Karnataka, INDIA, 560103

IP No :
IP27-00006776 Admission Date 29-05-2026
Ref Doctor YES BANK
LIMITED SELF Discharge Date 29-05-2026
— ‘

Consultants :Dr. SHEFAL] TYAGI

MBBS, FRCOG, DGO, PGDMLE, PGDPC, FICMCH, MRCOG
817978 Acd

Diagnosis: ABNORMAL UTERINE BLEEDING .

Procedure: D&C with Mirena insertion under GA done on 29-05-2026

History: Presenting complaint:

C/o irregular cycle, heavy menstrual flow d
since oct 2025

Change 5-6 pads per day,
abdomen during cycles.
No giddied, vomiting, loose stools
No Urinary complaints

No fever cold and cough

uring cycle with prolonged cycle

associated with passage of clots and associated pain

Menstrual History:- LMP- 21-04-2025 Till 08-05-2026 (stopped)
Previous cycles: Irregular

Obstetric History: P1L1 :
Boy/ 11 yrs/LSCS ( IVO Fetal distress)/ Alive and healthy

Medical History : Advised CAP Susten 400mg 1-0-1 18 days but patient opted

Rainbow Chi(dren's Medicare Limited

Marathahalli: Survey No. 8/5 Marathahalli-KR Puram, Outer Ring Road Doddaqekundi. Bengaluru - 560 937. Ph: 1%22 02(; 22
Bannerghatta Road: No 178/1 & 178/2, Opposite Janardhan Towers, B.ilekahalh,Bengaluru - 560 (?76. Ph: 083-669
Hebbal: No.247/248/288/100, Byatarayanapura Village, Yelahanka Hobli, Bengaluru - 560 092. Ph: 1800 212

Sarjapur Road : Sy No. 3/3, 3/4, Ambalipura Village, Varthur Hobli, Sarjapur Road, Bengaluru -.56% 11] 0231.2r;h: 080 6957 9999
Electronic City : SY No 34, Beratena Agrahara Village, Electronic City, Bengaluru - 560 1 TOQ'1T86 01 !231 4
Hennur : No. 80/A/168/16, No. 36/4 Hennur Village, Kasaba Hobli Bangalore - 560043. T

For Appointments call: 1800 2122




F/HW/DS/INPR/18

BY RAINBOW HOSPITALS
S'STROMESAI PSANDILYA UHID

iBirthRight’"

SPB-00020987

1P27-00006776 Admission Date 29-05-2026

for D&C

Family History : Both parent HTN

Surgical History: Pervious LSCS
Allergies: Nil

Investigations: Enclosed.
Blood Group: 'A’ Positive

Hb: 11.1grams

TC: 6160 cells

PLT: 2.07 lakh

USG - 05-11-2026

Anteverted normal size

Et: 14.8mm

Right ovary: 35x17x21mm,6.9ml
Left ovary: 26x15x16mm,3,6ml
No free fluid in pelvis

Condition at Admission: Moderately built and nourished
Well oriented and cooperative.

GC good No pallor /edema
Pulse- 98/min

BP-120/70mm of Hg

Spo2: 90 %with room air,

RR: 26

CVS: S1 S2 Heard, R/S: NVBS,
CNS: NAD.

PRE OP MEDICATIONS DURING HOSPITALIZATION:
IV FLUIDS

IN] AUGMENTIN1.2GM IV ATD

IN]J PANTOP 40MG IV

INJ] EMESET 4MG IV

Rainbow Chiidren's Medicare Limited

@ Marathahalli: Survey No. 8/5, Marathahalli-KR Puram, Outer Ring Road Doddanekundi, Bengaluru - 560 037. Ph: 1800 2122

Bannerghatta Road: No 178/1 & 178/2, Opposite Janardhan Towers, Bilekahalli, Bengaluru - 560 076. Ph: 080-66902200
Hebbal: No.247/248/288/100, Byatarayanapura Village, Yelahanka Hobli, Bengaluru - 560 092. Ph: 1800 2122
Sarjapur Road : Sy No. 3/3, 3/4, Ambalipura Village, Varthur Hobli, Sarjapur Road, Bengaluru - 560 103. Ph: 080 6957 9999
Electronic City : SY No 34, Beratena Agrahara Village, Electronic City, Bengaluru - 560 100. T : 1800 2122
Hennur : No. 80/A/168/16, No. 36/4 Hennur Village, Kasaba Hobli Bangalore - 560043. T : 1800 2122

For Appointments call: 1800 2122

You can take “ONLINE APPOINTMENT" from our website at ANY TIME : Log on to “www.rainbowhospitals.in
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ital BY RAINBOW HOSPITALS
Nahie s STNBH oK) M SANDILYA UHID

IP27-00006776

SPB-00020987
1P No Admission Date  29.05.2026

Surgery Notes:

Under GA patient was put in lithotomy positions

Parts painted with betadine and draped.

Posterior vaginal wall retracted with sims speculum and

Anterior lip of the cervix was held with allis forceps.

Under ultrasound guidance cervix was dilated using hegar's dilators,

Gentle Curettage done and Cavity confirmed empty under ultrasound
Endometrial curretings sent for HPE.

MIRENA inserted under aseptic precautions.
Hemostasis achieved

Patient is stable and with stood the procedure well.

Post-Operative Notes: Uneventful

Advice:

TAB CYCLOPAM SOS IN'CASE OF PAIN
Regular diet

When to obtain urgent care:

Fever, persistent bleeding PV, Dysuria, abdominal

pain, foul smelling
discharge PV.

Follow Up:

Review with Dr. SHEFALI TYAGI after 1 week with HPE report with prior
appointment.

In case of emergency Kindly contact 9620688818/9620688814.

To take appointment for OPD consultation at Rainbow Children's
hospital Contact 18002122 .

Rainbow Children's Medicare Limited

Marathahalli: Survey No. 8/5, Marathahalli-KR Puram, Outer Ring Road Doddanekundi, Bengaluru - 560 037. Ph: 1800 2122

: : 080- 0
Bannerghatta Road: No 178/1 & 178/2, Opposite Janardhan Towers, Bilekahalli,Bengaluru - 560 076. Ph: 080-6690220
Hebbal: No.247/248/288/100, Byatarayanapura Village, Yelahanka Hobli, Bengaluru - 560 092. Ph: 1800 2122

Sarjapur Road : Sy No. 3/3, 3/4, Ambalipura Village, Varthur Hobli, Sarjapur Road, Bengaluru - 560 103. Ph: 080 6957 9999
Electronic City : SY No 34, Beratena Agrahara Village, Electronic City, Bengaluru - 560 100. T : 1800 2122
Hennur : No. 80/A/168/16, No. 36/4 Hennur Village, Kasaba Hobli Bangalore - 560043. T : 1800 2122

For Appointments call: 1800 2122

You can take "ONLINE APPOINTMENT" from our website at ANY TIME : Log on to "www.rainbowhospitals.in
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‘ BY RAINBOW HOSPITALS
21 RANGOW HOSPiaLs
S'STRDE TSy PMSANDILYA

UHID
1P27-0000677¢

SPB-00020987

Admission Date 29-05-2026

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

Dr. SHEFALI TYAG]
MBBS, FRCOG, DGO, PGDMLE, PGDPC, FICMCH, MRCOG
81798

Patient Signature

_—

Rainbow Chi(dren's Medicare Limited

arath KR Puram, Outer Ring Ro di, Bengaluru - 560 037. Ph: 1800 2122
A li-KR Puram, Outer Ring Road Doddanekun: :
@ : m::::'a z‘:::? r:‘: 12/:/.1013?7122310‘“’08"0 Janardhan Towers, Bilekahalli, Bengaluru - 560 076. Ph: 080-66902200
Ban : A

. . Ph: 1800 2122
Hebbal: No.247/248/288/100, Byatarayanapura Village, Yelahanka Hobli, Bengaluru - 560 092. Ph: 18

: 79999
Road, Bengaluru - 560 103. Ph: 080 695
: 4, Ambalipura Village, Varthur Hoblit Sarjapur . o
odriond Rgod : gﬁyl 'r:z 33?:3 é:iatena Au:ghara Village, Electronic City, Banoalurgsbggg 1 T00 1T06 J 2(1)22
m::orn"ﬁio ngO}NwaMG,' No. 36/4 Hennur Village, Kasaba Hobli Bangalore - .

For Appointments call: 1800 2122
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iy OBSTETRICS / GYNECOL
~JRSING INITIAL ASSESSMER?YFORM
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} ................................................................ Cervical Cerclage: 2t OYes Vaginal Discharge: (E]ﬁ O Yes
Pnset of Menarche: ...... g (R Ectopic Pregnancy: E]ﬁ) O Yes Post-Coital Bleeding: QNo/ O Yes
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F/HW/DC/INPR/OS

0 Ward 0 Shared [ Single Room 0 PICUD NICU
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DRUG ALLERGIES
DRUG CHART
THE SAFETY OF THE PATIENT
- Ensure that all patient Details are entered above.
TOR please use only internationally approved abbreviations.
Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English Instruction.
Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontiue a drug by drawing a line / 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
ert: § drug sheet folder.
)eat 3 . 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
DO NOT TAKE VERBAL ORDERS EXCEPT IN AN EMERGENCY. If verbal order is taken, it will be taken by
resident doctor from consultant and written & signed in the drug sheet by the resident doctor.
, SOS / PRN (As Required Medication)
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Route | Frequency | Start Date
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] Not known any Drug Allergies
{liation 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)
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, 5!9767'&‘ f"%‘/-’é{ --------------- Age: .38 sex. F. UHIDNG © oo

&)Q/ 5{ 1 — Time: ... 6145 Qm... Proposed Operation: D%C,W/Pf!a(f)fah%
s Endemetnal... /gp«/’/aﬁa ....................................................................
ORT l-~’--91[i) HR: L0 Weight .S %" ASA Physical Status: D/ 02 03 04 O5
Laboratory Data:
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URER: o TSR it S HBS AG: ... ECG: oo
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P Venous Access Site 4 o-eef  Spine Exam for regional: Ay ¢ P?—Qai/(»
~ 7 —7

DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis : .
5 mwm<:wmuonszum-§ Lo eopr
Others 6 Hours “30 p
3. Informed COnsent:\/aﬁdard 0 ngh Risk /D
4. Post Operative Pain Management: (0 D with Patient
5. Other Instructions:

e
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0 Video Laryngoscapy g Direct Vision T TS S— /&T
&
O Fowropte Stets/ Bougle L me
"""""""""" Attempts: . ! ok Low...
Oty Wy Commacts: ..~ i
0 bt < s T el I Nurse
W""* ekt Reversed 0'&
= Mcm evel /\" Mme:
Otter Name of the Doctor 3""‘{“
o — B A e =8 tha mdd/\




\p27-00006776

7 NDILYA
;,..,,.w',‘,‘,.uno " 7
Py Rainbow* :
aﬂlll"llmlﬂll Children's | @ BirthRight

ospita . Y RAINBOW HOBPITALS
' “,‘,‘:olﬂl’--’"‘ vnrE UNIT RECORD b s I s
o -
v Qliba (T(AKY
QUDY : et e Recelv L
wm” e SEREEN ed: ... .. L6200 Time Dlscharged:.....(..)..,, B O
THH- 2 o

= | vemase, UL 200

T 230 | (7 0, Mask ——
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g = ::_4: 200 () Oral Aiway 03 Nasal Arway
g w11 180
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2 exyemites voluntary of O =1 ACTMITY A Minimum Total Score of 8 is Requir
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PAIN ASSESSMENT AND MANAGEMENT FORM
| Date Time Pain Score . Intervention Signature
| g | Aot
90.] “To f. P tga P
e ’ J Lo
/
i Yool (APS Reassessment Frequency:
Used: INPASS O FLACC (OO Wong B2k 1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain

a.  Every 2 hours for first 24 hours

b.  After 24 hours every 4 hours

¢.  Prior to pain reliving intervention

d.  With in 30-60 minutes after pain relief intervention
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| . perative proceduyr :
o i THIS BEFORE YOU CONSENTFOR ANAES??E?IA m’” - n/ o p

ral anaeslhesia involves rendering a patient unconscioug befo
b o pan GUTing the operation. Drugs given through a vein

ré an operation, This ensure

an
cnesia involves using 2 local anaesthetic to numb a specific ar:a/otf);higt:)e:)lgg ffr

agmg weak solutions of local anesthetics arid narcotic drugs to particular parts of Or surgery: Prolonged pain relief can be achieved by

he body after su ini i
: The doctors havi . rgery orinjury, using catheters.
pecili High Risk (s) € d0C ave explained to me the details of the high risk involved ; .g
. soughtnecessary clarification on all my doubts, ved due to the following medical problems and |

s the patient is not aware of events and does

b Heart disease O Hypertensmn 0O Diabetes mellitus O Renalfailure

 Hepatic disorders O Shock O3 Multiple organ failure O Polytrauma/ Road Traffic Accident
jncapacitating Cronic Obstructive Pulmonary Disease  [J Others :

2ATION BY PATIENT / GUARDIAN / PROXY

1K
preby authorize Rainbow Hospital & its authorized doctors to perform upon me/ my patient the above mentioned operation/ Diagnostic /

srapeutic procedures.

sthorize and give consent for anaesthesia ( T Begtonal / D,Geﬁal Anesthesia / O Monitored Anesthesia Care as considered

propriate by the anaesthesia team.

sknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative treatments and
swered my specific queries and concerns about this matter. | have read and understood the information provided in this form and |
mowledge that | have discussed with the anaesthetists any significant risk and complications specific to my individual circumstances ,
§1have considered them before consenting for anesthesia. £ % £ © Bronclospeem, WW? axl 7
derstand that there are some infrequent complications that can occur dlie to use of anaesthesia, these include pain or some injury atthe

of injections, temporary breathing difficulties, asthmatic reactions, headaches, Nausea and Vomits.
gthorize the anaesthesia team to performany additional procedures (for example, Central Venous Pressure line, arterial !ine, use of nerve

s for pain relief, changing from regional to genera anaesthesia etc), which are considered necessary by them during the course of

e

| authorize and give consent to the team of doctors atten
Jimmediately thereafter if need arises. . . .
derstand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her will administer the

sthesia.
e been explained all my queries in the [anguage unders

dingonme to administer blood products during the course of operative period

tood by me.
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