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Chi?.?"“’. @ BirthRight
Hosp{f a': S ' @Y RAINBOW HOSPITALS

Your Right to a Sate Delivery

‘ __D_ISCHARGE SUMMARY

' Mrs SOUMYASREE
Name

MAHAPATRO UHID SPB-00017012
i | .
| i
| Mr SATYA SWARUP ;
an | Age/G |
Father/Guardi }DWI BEDI ge/Gender 33Y 0 M 16 D/Female
| SARJAPUR BANGALORE, Dommasandra, Bangalore, Karnataka, INDIA,
Address
562125
"IP No | [P27-00006752 5Admission Date 26-052026
Ref Doctor ' HkOthers . ' iDiséharge Date 26-05-2026

Consultants : Dr. Shreeja Karan

MS, DNB, FRM(RGUHS), MRCOG(UK)
RJS 2014 0000037 KTK

Diagnosis: Secondary infertility / Poor Ovarian reserve/ Previous failed
(V]

Procedure- OPU under GA on 26.05.2026

History: Secondary Infertility came for OPU. She received COS for 9 days and
came for Oocyte retrieval and ICSI.

Menstrual History:- LMP- 16.05.2026
Previous cycles: Regular
-

Obstetric History:Al- Failed Early IUP
Medical History: None

Family History: H/O Asthma -

Surgical History: None

Allergies : None

Stimulation protocol:
Antagonist Protocol

Rainbow Children's Medicare Limited
For Appointments call: 1800 2122 or SMS “RWCH" to 57575

: Sarjapur Road :
M . Road: Hebbal: . .
@ comrer, orgnaimoe, (@ wozwpimzsaion  yNo.39, 34 v Vg
aratnahali-KR Puram, Outer Ring Road  Opposite Janardhan Towers, Byatarayanapura Vilage, | - Ver 0 103,
M oddaﬂe‘w"d" Bengaluru - 560 037.  Bilekahalli, Bengaluru - 560 076. Yelahanka Hobli, Bengaluru - : Ph: 080 6957 9999
y 0D Ph: 1800 2122 Ph: 08066002200 Ph: 1800 2122 -

Registered Office: 8-2-120/103/1, Survey No. 403, Road No. 2, Banjara Hills, Hyderabad - 500034, Telangana.
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'VIZ,S gy RAINBOW HOSPITALS |

al S SOUMYASHEE -

Name MAHAPATRO | —
a _ — ”

PN 12700006752 |Admission Date  |26.05.2026

nal F 150+ Inj Humog HP 150 + Asporelix 0.25 mg X 9 days

Inj GO n pecapeptyl 0.1mg+ Inj Ovitrelle 250mcq

Trigger

lnvestlgations: Enclosed.

Notes:
S:Sz:gA patient given lithotomy position
parts painted with NS and draped _
Transvaginal USG guided oocyte retrieval done
Oocyte aspiration needle - > Single lumen
Total Follicles- 08
Follicles aspirated-08
Oocyte retrieved-08
No POD collection noted at end of the procedure
Minimal PV bleeding Noted
Procedure uneventful
Blood loss minimal

Post-Operative Notes: Postoperative period: patient is comfortable and
vitals stable.

Advice on discharge:
1. Tab Pan 40mg 1-0-1 BF X 3 days
2. Tab Dolo 650mg 1-1-1 for 3 days
3. Syp Digene 5ml sos

Revigw with Dr. Shreeja Karan in OBG OPD on 29.05.2026 with prior
appointment.

In case of emergency(pain abdomen, bleeding ), Kindly contact

9620688818/9620688814.

To . : .
take appointment for OPD consultation at Rainbow Children’s

Rainbow Children's Medicare Limited

Marathahatl For Appointments call: 1800 2122 or SMS “RWCH" 10 57575 .

, pr: ';;'5 Bannerghatta Road: Hebbal: ?gﬂf‘}fmﬂ dra Village
Mi-KR Puram, Om’er A No 178/1 & 178/2 N0.247/248/288/.1 00 Sy No. 3/3, i Sar ?JI’ Road
ekundj, Bengalury . : g Road  Opposite Janardhan To\'Ners Byatarayanapura Village, Varthur Hobli, aré?)p1 i

Ph: 1800 293 >0 %37 Bilkahall Bengalury - 560 076 Yelahanka Hobll Bengalury - 560 092 B 009
Ww 080-66902200 Ph: 1800 2122 Ph: 08
fwwurvey No. 403 Road No. 2, Banjara Hills, Hyderabad - 500034, Telangana.

1998PLCoogg14 - - www.rainbowhospitals.in

—— ® 1800 2122

S



an’s BirthRight
MAHAPATRO 'UHID SPB-00017012
'IP No | IP27-00006752 'Admission Date | 26-05-2026

hospital Contact 18002122 .
Discharge Summary Prepared by Dr. Shreeja Karan

Discharge Summary explained to patient , Nurse Name & Signature

o

Dr. Shreeja Karan

MS, DNB, FRM(RGUHS), MRCOG(UK)
RJS 2014 0000037 KTK

Patient Signature:

Rainbow Children's Medicare Limited
For Appointments call: 1800 21 22 or SMS “RWCH" to 57575

i i Road :
Marathahallj: . Hebbal: Sarjapur 704 illage

) Survey o, g5, | BE'J'TJ?/'??? ;‘:/gd No.247/248/288/100 Y U°§{ﬁ+?éﬁn’\s";?,i'§iif§£2 :

ekand, s B0 Rozd - Oppose anarchan Towers Byatarayarapure WAOC,  cp " Bengaury-560 03
P“l1:(|l]3az"1"zuz 560 037.  BilekahalliBengaluru - 560 076. Yelahanka Hobli Bengalur - Dh: 080 6957 9999

R‘i | - i 2122
- warmst Na ANND 2 R H H I - 4 Telangana.
i 0"“55 QD 49N/4N2%/4 Cuivismes N DAaad N0 aniara |“S, Yde abad 50003 y ela g
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BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

F/HW/DC/INPR/05

0 Ward O Shared O Single Room O PICUO NICU

Gender: .......cooovvvveeiinna, UHID NO. & vooveeeevvvvviiiiiisienaneassnnnnnes
CONSUIANT & ..ot seisveesisae e s ssaiss s

Date of AAMISSION ..ovvveeeeeeeeeeeee e evcciisiiavcnaaanaeaseeees

DRUG ALLERGIES

DRUG CHART

IHE SAFETY OF THE PATIENT

- Ensure that all patient Details are entered above.

- Please use only internationally approved abbreviations.

2) Right Drug

- 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
] drug sheet folder.
FS - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
i - 1)Right Patient

DO NOT TAKE VERBAL ORDERS EXCEPT IN AN EMERGENCY. If verbal order is taken, it will be taken by

3) Right Dosage  4) Right Route  5) Right Time

resident doctor from consultant and written & signed in the drug sheet by the resident doctor.

SOS / PRN (As Required Medication)

D
RUG Doteh
» ime
} Route | Frequency | Start Date
ie & Signature of the Doctor
fional Instructions
‘ Datept
RUG Date
e Route | Frequency | Start Date
e & Signature of the Doctor
1
Wonal Instructions
b Time
P Route | Frequency | Start Date
r- & Signature of the Doclor
| —
[ww Instructions
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Start Date Doso Dose Do Dose
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al Instruction Dot Doso Bows Doss
Or. Sign Dr. Sign Dr. Sign Dr. Sign
STAT / ONCE ONLY DRUGS
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I V. FLUIDS CHART
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No.: RCH/ FRM / CLINICAL / 089
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USENT FORM FOR ANAESTHESIA R s ‘BirthRight'

Hospital BY RAINBOW HOSPITALS
Tt takns & ot to treat the Rtle, Your Right to a Safe Delivery
/
e o SOUUMMOMIIANE. Age:..3XY.. Gender : Male 0 Femal
patie”

Surgeon Name. ............ m’ o‘ .........................................

Operative procedure planned : ............. @ PM" ......................

,msemnmls BEFORE YOU CONSENT FOR ANAESTHESIA

anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and does
pot 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 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.

[ Heart disease O Hypertension [ Diabetes mellitus [ Renal failure

J Hepatic disorders 0O Shock [0 Multiple organ failure O Polytrauma/ Road Traffic Accident

Jincapacitating Cronic Obstructive Pulmonary Disease . CJOthers; .........ceeuuemsmmssssssses | sasansasansadisssiensashedi s
ECLARATION BY PATIENT/ GUARDIAN / PROXY %M@GMN"\' @@10 Agrnn PF =
jereby authorize Rainbow Hospital & its authorized doctors to perform upon me/ my patient the above mentioned operation/ Diagnostic/
jerapeutic procedures.

wthorize and give consent for anaesthesia ( O Reglonan Anesthesia / OJ Monitored Anesthesia Care as considered

propriate by the anaesthesia team.

cknowledge 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 sigaificant risk and complications specific to my individual circumstances,

11 have considered them before consenting for anesthesia. N, P oNV

Werstand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some injury at the
\of injections, temporary breathing difficulties, asthmatic reactions, headaches, Nausea and Vemits.

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

Jery.
tl authorize and give consent to the team of doctors attending on me to administer blood products during the course of operative period

immediately thereafter if need arises.
ferstand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her will administer the

isthesia,
& been explained all my queries in the language understood by me.

™ /Patient Attondant : Woess: Q&/”
. Srumamien, Mg, Signature :
'1~§.’£m YASHe g€ N Name : ...... SO\I;\N$MMA‘?DJWLQA* o

LT M Date & Time :

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

.......
vore,

‘“-Tﬁcu/

FRM / CLINICAL / 021

—
e _ e

Docy, pg . |
No.: ReH /rrm CLINICAL / 044 —
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Rainbow Children's Hospital - Sarjapur
_garjapur - Marathahalli Re. opp. to 3m

Layout Bangelor car care Beflandur Bangalury Karmataxs

; o Kamataka, INDIA 560102 ‘ 580107 Har

WEB : hitps //rainbowhospitals.in

]
|

ADMISSION SHEET

Admit Date - 26-May-2026 Admit Time - 09:24 AM UHID : SPB-00017012

ws ASREE MAHAPATRO Age -33Y0M 16D
wr SATYA SWARUP DWIBED! DOB - 10-05-1993
f pemale Religion
¥ Martial Status ~ °
> SAR JAPUR BANGALORE Dommasandra Phone No :
gH  gangalor® kamnataka INDIA 562125 ; 707805596
E-mail ; MOHAPATRASOUMYA82@gtn8i|.com
sinDetalS
- DAY CARE Bed No :IVF -1 Ward Name : 3F - IVF RECOVERY
- WF -1 Admission Type : First Visit
et Details :
| - Mr SATYA SWARUP DWIBEDI Relationship * Husband
gaddess - SARJAPUR BANGALORE Dommasandra Phone No
Karnataka INDIA 5621 25
Signature
For Details :
Wrdame . Dr. SHREEJA KARAN specialisation INFERTILITY
e
Boctor - Others phone No
Computtpny
\ /
Yment
Details : peposit Amount  ° 0.00
~M
- Cash payor Name : SELFPAY
~——
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Wm "
s SOUMYASREE MAHAPATRO A
: BYomsp
Sex: el
or, SHREEJA KARAN '
Werd/Bed No: 3¢ . e mecoveny
VF A
responsible relative or person hereby con
medical examinations, conduct routine myeee .-, *r2e Hospitals
doctors

| of all medical records sha
_ "“Mﬂw 8 shall be protected to the full extent

f‘" use of health related information/ audiovisuals of the paﬁt:m forﬂr‘ma' rch :‘ t:m !‘w' e undersigued
Eﬁ and while doing 80 confidentiality of the patient will be maintained at afl tim J‘"“"’. m ;:oa o

__, goeral consent o treatment, I understand that | retain the right to refuse a inations

rticu
;’M therapy of medication recommended or deemed medically m:;r;a by um d'goton | él:“‘
e practice of medicine is not an exact science and that no guarantee have been made to me as the resuits
st and | oOr treatment.
to the Hospitals and that the Hospital will not be responsible for the loss,
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