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' Name | Mrs R SHOBHA DEVI | UHID | FDH-00046205 FourFght 0 3 Sah efvecy
| MrDEVASAMUDRAM | |

| Father/Guardian | MALLIKARJUN | Age/Gender 53Y5 M 10 D/ Female

‘. Ac.l.d-réés Hongasandra, Bangalore, Karnataka, INDIA, 560068

| IP No | IP25-00020659 | Admission Date | 27-05-2026

- . ‘e

| Ref Doctor l

' Discharge Date | 28.05.2026
Consultants :
Dr. KAMARAPU SHAIVALINI

MBBS,MD, Gynec
Consultant-Obstetrician,Gynaecologist and Surgeon
Specialist in High-Risk Pregnancy

Reg. No: 71607

Diagnosis: P1L1 WITH NVD WITH BULKY UTERUS WITH MULTIPLE
FIBROIDS WITH THICKNED ENDOMETRIUM FOR TOTAL
LAPAROSCOPIC HYSTERECTOMY + BILATERAL SALPINGECTOMY.

History:
Presenting complaint: Spotting PV associated with Pain in abdomen on & off
since 3 months.

USG done on 13.03.2026 showed, Uterus Bulky measuring 8x5.2x5.5cm
. Anterior Intramural fibroid measuring 19x12mm,

. Anterior subserosal fibroid measuring 21x21mm,

- Posterior intramural fibroid measuring 16x12mm,

. Posterior subserosal fibroid 14x9mm, ET 15.6mm,

Thickened Endometrium 15.6mm

Right ovary sub optimal new, Left ovary normal.

6-7mm calculus in mid calyx in right ovary

4.5 mm calculus in lower calyx in left kidney.

Admitted for Total Laparoscopic hysterectomy + Bilateral Salpingo-
Oophorectomy
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Menstrual History: LMP-23.05.2026 (heavy bleeding)
H/o spotting pv on 15.11.2025 and 25.01.2026
Previous cycles: Regular

Obstetric History: P1L1 - NVD
LCB : 2007 - not Tubectomised.

Medical History: H/O HTN since 5 months on Tab. Amlodipine 5mg Po/OD.
Surgical History: Nasal Polyp surgery in 2014.

Allergies : Nil

Family History : Mother- HTN+DM & Father- HTN.

Investigations: Enclosed.
Blood group & Typing : "A" Positive.

Surgery Notes:
Operation performed: Total Laparoscopic hysterectomy + Bilateral
Salpingectomy.

Indication: Multiple uterine fibroids

Operative findings:

. Under AAP, under GA, patient placed in lithotomy position.

- Parts painted and draped

- Primary 10mm supraumbilical port inserted after creating
pneumoperitoneum.

- Three 5mm secondary ports inserted 1 right lateral 1 left lateral 1
infraumbilical accessory ports inserted under vision.

IOF :

- Uterus 12 weeks.

- Adenomyotic uterus.

- B/L Fallopian tubes normal and removed.

- B/L ovaries normal

Proceeded with TLH+B/L SALPINGECTOMY
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- Bilateral round ligaments, tubo ovarian ligaments cauterized and cut with
ligasure.

- Bladder dissected down.

Bilateral uterine arteries cauterized cut with ligasure.

Bilateral Uterosacral Mackenrodts ligaments cauterized cut with ligasure.
Vault opened.

Bilateral salpingectomy done , Bilateral ovaries normal preserved.

Bilateral fallopian tubes, uterus with cervix retrieved through vaginally and
sent for HPE.

Vault closed by Endosuturing with barbed sutures

Specimen sent for HPE.

Complete hemostasis secured.

All port retrieved and closed under vision, supra umbilical closed with Vicryl
Skin closed with staples.

Post-Operative Notes: - Uneventful.

Advice:
1. Tab. Augmentin 625mg twice daily till 02.06.2026 (9am - 9pm) after food.
2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs)thrice daily till
02.06.2026 (7am-3pm-10pm) after food.
Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 02.06.2026 (10am-
4pm-10pm) after food.
Tab. Pantodac 40 mg (Pantoprazole 40mg) twice daily (7am-7pm) before
food till 02.06.2026.
Continue antihypertensives medication as advised.
Tab Livogen once daily after breakfast (2pm) till 08.06.2026
Tab Limcee once daily with Livogen once daily till 08.06.2026
Tab Shelcal XT once daily at 2pm after lunch till 08.06.2026
To collect HPE report.

- W

© @ .t

Review consultation with Dr. KAMARAPU SHAIVALINI, on 02.06.2026 in
Gynec OPD in Nankramguda (Review consultation will be charged).

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, when and how to obtain

® 1800 2122 @ www.rainbowhospitals.in
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emergency care etc also have been explained by ¢ [ & 11— in a
langu that I can understand and I acknowledge.

Patient/Attender

In case of emergency like bleeding, fever kindly contact 8121039515 at
Rainbow Financial District just dial one toll free number - 18002122.

You can also take appointments at any time by going online to our
website www.rainbowhospitals.in

Registrar/Resident/C.M.O

Consultants :

Dr. KAMARAPU SHAIVALINI

MBBS,MD, Gynec
Consultant-Obstetrician,Gynaecologist and Surgeon
Specialist in High-Risk Pregnancy

Reg. No: 71607

® 1800 2122 @ www.rainbowhospitals.in
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I SURGERY DETAILS

O

Gender: T_—imal\’; Ward : OT-—} ..................... UHID No.: EDH.=0004-.620.2.

Date of Surgery: ...QXI?}..mQ&:..Q.\é.. Cef4 C0T-2 [J0T-3 [10T-4 [(JOBGOT-1 []0BGOT-2

Name of the SUFgery © ......ccocvmeiniminncienns 'fLH'ff%(C ........................... ’4'\7"&4’9— ..............................

1. Surgeon OY‘-S[/;W\JMVN ..................................................
2. Anaesthetist : ....Da:.-...u,s.[@a, ................................................................................................

3. ASSISTAN SUFGBON Bl Toeveorsesssisosmsorsmssss s ists s
P R A SERCIY2LaYe =ifo) WS —
5. Circulating Nurse &’1‘52:’(:’%]@., ...............................................................................................
6. Assistant Nurse : E}"ﬁf’m’?cﬁf,&f%qb‘j ..................................................
-
Special Equipment: Wscopy ("] Broncoscope (] Harmonic ] Morcelator
| [ ] C-ARM | Cystoscopy "‘ [ Versa Point 1 Liver Cusa

(] Neuro Cusa

SignaturM

Order Nofﬁ]bﬁg/% .....................

Docu. No. : RCH/FRM/GENERAL/114
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- g
Circulating Staff i......cccovvviviimemiiiiiens TechmmanS.UE..}.‘.{.’A.:{{.N.) ..... Date Sbi. ’. 7/25 ............ THNBE. o onensaressosiirissaizs
Anaesthesia Disposables onos Y Usea | Surgical Disposables a8 T Disposables (Baby Side) |, ..
ETtube "F-( At O || Major Pack A | nivitk
LMA ; ) Sutures il Cord Clamp
ECG leads : A /P /N oS )M s /] | Suction Catheter
HME filter : A7 P / N ) Je9 A 1| Feeding Tube
Syringes :10cc— 3 - - Vaccum Suction Set
05 c6—— D7 ABfoves / 6)( | &) | Ssurgical Gloves
02 ce— vy | £ 2 |-©| || GauzePack
01 cc ' il e Syringe 1ml / 2ml
Cautery plate &/ P /N o) | Surgical blade ;:,L'D%,QJ}[ 4 3| Surgical Blade # 20
IVset — ¢ \ | NG tube Koochies (S)
RL — 07| Cautery pencil
NS : 10ml/ 100ml/ 500mi/ 10007 ™| Koochies
Qo ps™MA < 7| Ointments
Rc Lt ppf& A @] | Suction Catheter
Fentanyl Cap, Mask
Morphine L adtze Pack A
| Ketamine Mop Pack d_
Propofol _— O 2| Sterisrip 2 ~ {hﬁ ‘
Rocuronium — 07| Underpad 178
Glycopyrolate Draw sheet
Myopyrolate — O') Abgel ; 3
Ondansetron — o\ | Foleys catheter—= |1y . ] A7) NipD
Pencan 25g/ Spinal Needle 22 ~ | Urobag /] // d 2 I
Bupivacaine 0.25% Chest Drainage Catheter N Q p et >
Bupivacaine 0.25%(Heavy) Romodrain bag il
| Antibiotics Bandage gk, 7 57900/@7 = /)
Thiee wniimee]) (01 ] wen i
Suppositories loban r) / ;L\_ ﬂ'ﬁ Lf
Anamol : 80mg/ 250mg/ 170 mg Double J Stent :
Supridol : 100mg .~ © | | Vaccum Suction set A
; Justin : 12.5 mg / 25mg / 100mg O 1 | Plastic Bed Sheet
| Tab. Misoprost : 200mg . Betadine Solution ’ Domﬂ 2
N Aacaproweyad (I (DI | Microshield il
N K4 Cotton Balls
Latex Gloves
Ramdione Scrub
Saral
Surgeon Anaesthesiologisty) A QS P

Order No. 5*'033%)/‘5§10(4 ) dered by :

Doc. No. : RCH/ FRM / GENERAL / 125

.
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Rainbow Children's Hospitals - Financial District
Survey No 74, Nanakramaguda village, Serilingampally(M) ,Hyderabad Telangana, INDIA ,500032.

Rainbow
Children's
Hospital

TEL NO :040-44665555

b

Rainbow

WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :
Admission No : IP25-00020659 Admit Date :27-May-2026 Admit Time :07:40 AM UHID : FDH-00046205
Patient Details : )
Patient Name : Mrs R SHOBHA DEVI Age :53Y5M10D
Guardian © Mr DE‘VASAMUDRAM“MALLIKARJUN DOB 0 17-12-1972
Gender . Female Religion
Occupation Martial Status
Address () Hongasandra Bangalore Karnataka INDIA Phone No . 9963457755
560068 E-mail
’.sf\dmission Details :
Bed Type : MICU Bed No : MICU-06 Ward Name : 4F -MICU
Room No : MICU-06 Admission Type : First Visit
Contact Details :
Name © Mr DEVASAMUDRAM MALLIKARJUN Relationship  : Husband
Phone No

Hongasandra Bangalore Karnataka INDIA

Contact Address
560068

Signature

Mzmgﬁf =

Doctor Details :
Specialisation

~

: Dr. KAMARAPU SHAIVALINI

Doctor Name
Phone No

Referral Doctor

Cu-"oensultant

: OBSTETRICS AND GYNECOLOGY

Deposit Amount

Payment Details :
Payor Name

Payment Mode . Cash

:0.00
: HDFC ERGO GENERAL INSURANCE
COLTD

Printed Date / Time - 27/05/2026 07:41 Printed By : 018711

Page 1 of 2
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ACTIVITY RECORD FOR BILLING

BirthRight

Your Right to a Safe Delivery.

Name: ------=----- FDH-00046208 IP25-00020659 ~ —-----=====-= "
Mirs R SHOBHA DEVI
iy 0o
UHID No : =-------- IR i ®) _Consultant: Dept :

Dr. KAMA
Date of Admission l" ||.mll”lll“'"nIlmmmm -------- Date of Discharge : Time: -----

Room / Bed No 1 =<~——-=ss=sces Ward : Suggested Billable bed type : ~=-=-===----mmmemmeeeev
WARD TRANSFERS
Date Time From To

Signature of Nurse

2w s | X rop\ T | I (U

gal<l2b | = 290/ or Mico (2N
aﬁllq}u., voarnd %ILL‘_V\j o

Cross Consultation Visit

Doctors Name Date Order No. Signature

9.

10.

Docu. No. : RCH / FRM / GENERAL / 145




INVESTIGATIONS

Date Investigations Order No.
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MEDICAL EQUIPMENT ( WARD & ICU)

Date ENi:nfannt Cor]rr;;:“c;ting Disct%l_};rrl‘ecting Order No. Signature
i - le Sevs
. - LY 93
Pt L Honli 52”?"" /Lu:r s
‘ L 2F s e \
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2@ 000,




PROCEEDURE

Date Proceedure Quantity Order No. Signature

9 f\% v P[Msmumf“ « | .w\v/@zﬁ]
PAC- of

Q'EF’IS ;[9—5 Cﬁ%ﬁ‘-’g\ﬂtﬁﬂ ®¥'{i@- : \\‘“ \A‘\' \// @Eﬂw\_

ol o Rebpbazas ;

;_CJ )(7-(:@ [Ocvvk

ANY OTHER INFORMATION

of gl Palied ol o
N wwwa

Date : ‘;Pf/{(f% Time : %I\A@A’M Prepared By : W

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

\9\0\};‘%
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NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS
L —
Date: ......... &Q\g‘\%@ ..... Time: DT .......................
)

s RN B
Origin: ..... Q ............................... Height: S ‘ Weight: .............. (\ :} BMI: i

g
Bl U RPN .- -er i - =R RS O R O S N
‘/‘
Diagnosis: .............. QLH .............................................................................................................................................
MedicalHistory:...........f.’g?.: ..... N L 0 e
s
I U SO s s i oo oA A R ¥ A A A F B Ao s St

- yr{getarian [ Non-Vegetarian (] Vegan

DietAQVISE: ... s S C’ﬁ&’r ........ e %OPM ......................... Lo

Patient’s / Attendant’s Dietician’s &&“/

Signature: ....["> MLQ:L T

. NAME: onnnmmunnnisnnmmms s
\ o

R T ). S\ s i Date & Time: ......coo....... Q&\‘I‘\;)J; ....... O}L

Docu. No. : RCH / FRM / CLINICAL / 186 (PT.0)
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DIETARY NOTES

Date Time Notes Sign
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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Y 6 q ﬂ
Date of Admission: ..... "V:‘f{,g\)/‘{’f?&r +. u \
Baseline Information:
Admission From: [JER CJ OPD 1 Admission Desk [ Others, SPECITY ...
Primary Language: k@ lish L1 Hindi O Others, SPECHY .......siivsssiissiimmmsiaisimn
Doyou require an interpreter? [1YeS "TTNO  IfYBS SPECITY c.ocouuviviiiimiriiiiisiiiiisns s
Source of Information: L}Fﬁ ] Family [ OtHerS, SPECIY ....oveeeerererorererresiririsassissssssssssssssissssssstisasisnsnsnns
Allergies: 1 Yes N0 [ Medications ["] Blood Transfusion [] Food L] OhEr: oo
1FYeS , IHBMLTY ..cveeeecc it h ..........................................................................................
t
Chief Complaints: .............. %%Nﬁﬂ\/ WAOU“‘E@} ........ Doctor Notified on Adrmssmo ‘Ye [INo
.................................................................................... 9*’{] Name of the Doctor: .1 Vfﬁk
................................................................................................................... Time NOHTIE: ..vveee e
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record T Other (Specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
@ S V&J\’\Q c ‘1@\\)\
Gynecology Assessment: [ Not Applicable Gynecology Surgical History: Gynecological History:
Menstrial HIStery:: ..o mivnvsssioss Caesarean Section: Dl’f [1Yes Contraceptives: l?ﬂ (] Yes
................................................................. Cervical Cerclage: [ Ao [Yes Vaginal Discharge: ;YIG O Yes
Onset of Menarche: ........ e meeveccreienns Ectopic Pregnancy: E’/N)o (] Yes Post-Coital Bleeding: Aj’ [l Yes
Menstrual Cycle: | B Irregulgr Myomectomy: o [IYes Infertility: /No/ 1 Yes
Last Menstrual Period: ..... 02 701 Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G .o P N K s \\ ................... B e
Previous LSCS: .......... E T A
Current Medication: 1 None L/ﬁ If Yes, Fill the reconciliation form
Family History: [ No Abnormalities Detected
(] Heart Disease ypertension E—D@ L] Stroke (] Seizures [ Kidney disease
[ Liver disease CHOMBE...poreonerassssisivssissiimsmasv e saind ]Cf'?’ ..................................................................
Vital Signs / Measurements: Tomp: o . HR: .. A gR 9’2/{ PJ
AT l&] M ‘ﬁmesgm Height: ... BMI: e
L ]
Pain Assessment: Pain: [1Yes [ INo  (If Yes, complete the Pain Assessment / Reassessment Farm)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0)
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PHYSICAL ASSESSMENT
General Appearance: r"_IW _Lill looking L1 Anxious [] Agitated S0,
Fall Assessment: % [1No Score................ (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: 1 Yes Zﬁ Score............ (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant

Inform consultant for positive criteria

I Mobility problem ! Walking Problem "= No Abnormality Detected
" Developmental Delay ~ Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria
NUTRITIONAL SCREENING: Mmality Detected
_| Overweight I Poor Appetite > 3 Days ! Needs Therapeutic Diet.
LIUnder Weight _| Diabetes Mellitus LI Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
" HCalm & Cooperative ! Restless || Depressed L1 Agitated
LI OMIIS: 1rvasenscvessssssses s s smmmamssssss oot

L Confused

SOCIAL SCREENING:
1. Marital Status: [ Single M’Mri;d [ 'Divorced [ Widow

2. Special Habits:  Smoker: [ Yes [ =

Alcohol Abuse: ] Yes NG~
Social History: Lives With ... A sng

Drug Abuse: [Yes TNo

Nurse Signature: .52 N o

Nurse Name: ...\ ANV oo L TT—
Date & Time: M/i N4 ﬁl%"ﬁ

L

I
Orientation has been given regarding the following aspects:
Call Bellin Reach: [ 1Yes [ 1No Waste Disposal Explained: 7Yes [No
Infusion Pump : [1Yes [INo Hand Hygiene Explained: 7 Yes [ No

L] Others




Ref. No. : F/GYNIC/18
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BirthRight

BY RAINBOW HOSPITALS Date of Admission :_zm_
Your Right to E Safe Delivery
¢ - Time of Admission : ?' )

s PERSONAL DETAILS camccccecccccccccccecscuccccescccmcsscscocssmccssmsasscsessssesssasssssssssssess=====]
E Name ;N0 " g hobha - Aol Age Date of Birth E
: vHIDNo:__ PPN - v U B 2065 IP No.: :
E Department : ___£J L4 A0 Consultant : __D— § nAal\prln |

:_'.'.-.-.-.-;EF;E&E;(%E&&;L:fr::}-g T

Yo ght,?w Bmwﬂa

w )

Ansount) € pau Al e

5
o Bl ondeamad |
E 9& @ Uc{/.ul - b3} mvumn W«”J“i‘jﬁ
Wow > EXT-VXEsow © wiliy - Uomm W%

-

ook “tkaynud flvord ety [A X1t
ANt ¢'Wosrad W AN A

i W« mbaapr] puwed = TeFprmt
: & [UXG i
5 porons Subwrod lrved E
er- 15 b (Tuded oot )
g B b ophed e (D) panty - ;
W
E MENSTRUAL HISTORY OBSTETRIC HISTORY E
E Year of Marriage : Mm’ Parity : F ) [{ g
E Previous Periods : Mode of Delivery ANVD i
E LMP: ﬂl(,% — 25‘ ‘?, " in Ylg/g Last Child Birth : 2004 :
i| Contraception : ChLWf) blagdy ) MW i
E NM“’! E
g e i




MEDICAL HISTORY

SURGICAL HISTORY

At U-S ovidis

(q, ambupine Wﬂ{oy

Nosal. def §o _ 20%‘

FAMILY HISTORY NOTES /ALLERGIES
M
Motiae- HSTHL Pm
(e W
R S ——
5 Date Breasts Local / Speculum Examination E
i Ht. Wt. @ Nr\{) E
i BMI i
E o\ 5 g v i
E o e \})‘Ujﬁ’)}fﬂl/j 7 L “ﬂ[ﬂ" Bimanual Pelvic Examination E
E Pallor L Abdominal Examinaticn i
i cvs
: W i
E Respiratory System W v E
E Thyroid g
B e e R S e e e e e e S R AR SR S e e e e s e r'--=
i| provistonaLDiAGNOsIs: FT L E {J”WM WVD ¢ Byt ¢ muktipl W C'n_’l“h"‘l ?‘
i o N A b1 plpnccdsy g
? INVESTIGATIONS ORDERED PLAN OF M}LI\ VAGEMENT PRE?CRIPTION E
i BUT_ A ponle , . - btk ?
§ ,QW])W Ao + v :
i “[0 - g BlL pmr\gamwl K- por ot~ E
5 Wh( - A9 | P mestichm 5
: » - Rz | avarlngtia
: Mg 30 i £
EName of the Doctor : Dx. \ﬁ\dﬂﬁ u d d’) “/ i
E Date ! ﬂ{\/u, JITime U :L Oy Signature of Doctor E
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NURSING SHIFT HAND OVER FORM

.BirthRight"

BY RAINBOW HOSPITALS
Your Right to a Safe Detivery

§ Diagnosis: Q[L\ ¢ QJSW N\LO &:ﬁj\b\l)w f;‘nuﬁi?@ Any Infecti(.)n: (JYes [INo [JNot Known
£ fﬂ o I YBS SPECIfY: w....vveorveeerreeeeere e
@ | Surgery/ Procedure: aq 'L Qf’igd X P0§t pP Day:
\ s
g oA Shift ! # 2 9yl5 M.
& | Medical Condition ggﬁaﬂ
= | (Any special condition to be noted): | -~ = — =
2 [ Dt 1\\@({ ) NEW | 5D SO
Allergy: O Yes &No |2 Yes o [ Yes Mo | Yes #No |71 Yes ©INo |1 Yes i No
Ventilation (RA, NP NIV, VENTI): aalil :
Tubes/Drains/Catheter: 1 Yes 7No | Cl¥es CINo | Yes 7No [T Yes (+No [T Yes CINo [T Yes CNo
£ | Vital Signs: Temp: %LY | 366C | a7 | 3¢
L Res: | 90| ] 22bm] 22 2y
3 sp0; | A\ | [Vohetel 99 | agy
2 Puise: | o5\ 85w | $3H | gy 0k
BP: W3l [ 12H2% (121130 | 40 /0
LOC: O'U ¢ Comise | poryin
Fall Risk Score: 010 | o)e Of o ol |
Pain Score: | o \|B 0‘1\3 (0/4,; o[«
skin Integrity | G058 | Yool | 20 | oo
Safety Needs: | Yes cNo [0 Yes lz’f\lo fYes #No |1 Yes =No OYes CINo | Yes T No
Physiotherapy: — . — —_
g Others Specify: |1 Yes (=fo | Yes t#flo [ Yes fo | Yes ""No | T Yes CINo |1 Yes 0 No
s Special Diet: — | NP/ D
é Critical Lab Test / Values: =
E |Other Special Orders / Medications: | Yes 10 |1 Yes (Mo [Tl Yes @No |1 Yes (TN |1 Yes T)No | Yes C1No
E PU Prophylaxis: [1Yes 0 | O Yes (Mo |0 Yes i#No | 0l Yes Mo |1 Yes ©INo | Yes CNo
DVT Prophylaxis: 1 Yes ERN/ O Yes O Mo | O Yes Dfﬁ O Yes No |1 Yes ©1No | 0 Yes ©3No
ADL (Dependent / Non Dependent). PRX)M‘& MMM WM@&
7 1 ] [ 4 i
Post Operative Procedure Special Orders: - e e Jﬁfw’f
Handed Over By Name : Wo—% 4 Monie
Signature / ID %/\ ) M/
Date: Q/M o(#’id% SQIK/,% gﬂ({w
Time: Y \NaY @ MM A
Taken Over By Name : VA M Maxie
Signature / 1D : v Pl (WM
Date: PEANTN 77 R T
Time: @ olyy @5 Q}’ﬂ‘ 4, 1\5(% '

Docu. No. : RCH /FRM / CLINICAL / 097
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:- : Rainbow” . 5. gt
| Patient Sticker ﬁggg irtearlfs ‘ E:I}BRVIEJIS%EE
It ks o 6 reatthe M, Your Right to 2 Safe Delivery
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: [1Yes [JNo [JNot Known
E If Yes SPECIY: ...vvevvcreiiieeieiccce s
| 5 Surgery / Procedure: Post OP Day:
‘ =2 Date _
3 Shift
£ | Medical Condition
= | (Any special conditior to be noted):
= Diet:
Allergy: C1Yes ONo | Yes CINo|CIYes T'No |1 Yes CONo | Yes U No [CYes T/ No
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: [1Yes CINo |t Yes C'No |7 Yes CiNo | Yes COONo | Yes OONo | Yes [1No
E Vital Signs: Te;:;zf
: § SpOZ;
§ Pulse:
=T
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity . |
Safety Needs: | ) Yes CI1No | Yes (ONo [ Yes C'No |0 Yes CINo | Yes CJNo (] Yes CJNo
Physiotherapy:
g Others Specify: [(1Yes (JNo | Yes C1No [ Yes C1No | Yes Z'No | Yes C)No |l Yes C1No
E Special Diet:
E Critical Lab Test / Values:
E |Other Special Orders / Medications: | (1 Yes [ No | Yes CINo [T Yes [JNo| Tl Yes [JNo | ) Yes CiNo | L Yes LI No
E PU Prophylaxis: Yes CINo|ClYes CJNo | Yes CINo | Yes CINo|IYes CJNo | Yes 1 No
! DVT Prophylaxis: CYes CONo | Yes CONo | Yes [INo | Yes CINo | Yes CJNo |l Yes LINo
| ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature /1D :
Date:
Time:
Taken Over By Name :
Signature / 1D :
Date:
Time:
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Children’s | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the fittle. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

2"}?,..., Progress Notes Doctor's Order
Risho Pop- | o by Dk AUl
q:y
Np cowaplacnG P
cmﬁ&'qm& WAoo LlQUID D12
Pﬂm‘ 2] SOPT DT 1| pm
F&Ze Alopm 3] PotADW DAV UNART
BP- 122 2 winy, Ul MON ITDR. Vitdty Utk
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| Patient Sticker 1 Children’s . Blrtthght
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes Doctor's Order
\
|
-' Docu. No. : RCH /FRM / CLINICAL / 088
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“ Mrs R SHOBHA DEVI Rambow .

F ) . .
L"‘:fﬁhpu.:llfh'f~1°° " Children’s BirthRight
[T Hospital | ) mmemisinus
It takes a lot to treat the littie. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
Drug Allergies: ........cccceeveruene WI .................................................. 1 Not known any Drug Allergies

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

SOHIIGG BROMY. ..o cammemmsrmmenaressonessissnamssmssmvmstsrssssssagines SHIFtEA 10 ..t
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNO | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC,1v) | FREQUENCY | pare / Time ‘?m,ffm
2 Qc/
v
;| 2 0c CIDC

3 \ ¢ Cbc
4 \ Jc [Joc

5 ¢ 1D
6 - ¢ 0Inc
7 \ ¢ CIDc

o s \ ¢ CJDC
9 \ Oc CInc

10 CJC CIDC

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

Doctor Name & Signature : .........ccccovveievnriinenincnns V"' &W‘ .................
150 N 11— }ji U FBIVS e,

7
Nurse Name & Signature: W%
Date & TIME : .o q/q(kg{% ..... ﬂﬁ' ... S

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

///
Rambow

@ BirthRight
Children’s . irthRig

W)

HOS |tal BY RAINBOW HOSPITALS

It takes & IuL to treat the little. Your Right to a Safe Delivery

)

Date of Admission: ......" B\?é\&/b Drug AlIBIGIBS: .veeeeeeeeiiee ettt Mwn any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

NURSES
1) Right Patient

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

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage 4) Right Route

5) Right Time

S0S / PRN (As Required Medication)

DRUG :

Date

P

Ti['ne

Dose Route [ Frequency

Start Date

Doctor’s Signature | Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

Tifvne

Dose Route | Frequency

Start Date

Doctor’s Signature | Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

Y

Tig’]&

Dose Route | Frequency

Start Date

Doctor’s Signature |Valid Period

Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118
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REGULAR PRESCRIPTIONS Weight. .................. Ward. .....................
‘ Date»

DRUG: ] " fA EACETAMOL Ti?rgi '}fb\{

Dose | Route |Frequency (Start Date| N

A9 | Plo | gTp [ealof| [=F

Name & Signature of the Doctor

Starting the Drugs:

pe swIny X -7

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG:T « TRAMAD oL paer

Dose Route | Frequency |Start Date . \
(coeyl P/O | TLD |29fog¢ \
Name & Signature of the Doctor '
Starting the Drugs: L

K
DK SHanNY ] o
Additional Instructions: [ [,N(ZJ,U-
\ L]
\

Daily Doctor’s Endorsement by a Sign
DRUG: T-DPTCLoFs WAL  [pachylf]

Dose | Route |Frequency [Start Date|jn2 WX

Somil Plo | TEO| 19oy™ S
Name & Signature of the Doctor
Starting the Drugs:

Do stTNy A7
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
7 Date} \

DRUG: [y CECSTAXIMNE  [fjme o

Dose Route Frequency |Start Date N

1] AV | 5D 2o oY
Name & Signature of the Doctor I
Starting the Drugs: ﬁg!
Additional Instructions: 2PM

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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£DH-00046205 IP25-00020658
Mrs R SHOBHA DEV
S 17-12:1972 53YSmM10D (F)

RAPU SHAIVALINI

TN

Sheet NO: ....cocee.

z
Rainbow® . -
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

REGULAR PRESCRIPTIONS weight............ L P—

DRUG : mi,_ PANTS ppA2OLL

Date

5

Time

Dose Route | Frequency | Start Dt.

WS |V | o0

S

@.

Name & Signature of the Doctor
Starting the Drugs: E;; :

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : TP » FLeDIpTN €

Date

Time

.
®

Dose Route | Frequency | Start Dt.

e

sme,| pO | D 28|
Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Dater
Dose Route | Frequency | Start Dt. ¥
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : patey

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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T o a4 mmums: : Rainbow® O - —_

L ATA2210T2 53Y5M10D F Childrenls B"-thR'ght

Dr. KAMARAPU SHAIVALINI Hos pital BY RAINBOW HDSP]TALS

i oeprel_ | @zesess

Sheet ivu. ... REGULAR PRESCR'PT'ONS Weight .............. Ward .. s
DRUG : Datat
Tlrvne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Docior’s Endorsement by a Sign

DRUG : e ‘

Dose Route | Frequency | Start Dt. i -
—

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Datet

Dose | Route |Frequency |StartDt.|

Name & Signature of the Doctor

Starting the Drugs: v

- . -

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : et

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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[ e == 2 s
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Peee o Do bose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: = - = e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIU’IB Nurs&Sig r NursiESig, Nurs‘e’SigA Nurs‘e'Sig,
Dose Dose Dose Dose
DRUG : Or. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtB Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Rase Do Dose e
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: pose pose — s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
; i Dosage & Other ;
Date Time Medication hetnictiong Route Signature . Nurses
‘ = WO
; 4 LR M E l vV ¢
o\ P |y CETowIme 9 \ 'MMK
)\)b A mevocLofmmiog l W v W Lo
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T Chidren' | (o BirthRight

Early Warning Observation Score Chart - Obstetrics

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

9/

Date

0

()

Time 10|11 11

cﬁ@h

(2)

©

RESP

> 30
21 -30

(write rate in
corresp. box)

p X%

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

40
39
38
37

2, dwayl

9

Ve

36

W

35
<35

170
160
150
140
130
120
110

ajey Leay

100 —1aC

90 L

;p

.5

80

70

60

50
40

190
180
170
160
150

140

anssald poojg 21jo1sks

A

130

b

120

3

E

110

RaEN-

%

s

100

90
80
70
60
50

130
120
110
100
90

‘ql

80

ainssald poojg Jj0lselq

i

70

S

e

60

50
40

NEURO
RESPONSE
[V

Alert

Voice
Pain
Unresponsive

URINE

mis / hour |

> 30

Proteinuria

Lochia

Normal
Heavy / Foul

Clear / Pink

Liquor

Green

TOTAL YELLOW SCORES

TOTAL ORA

SIEY

NGE SCORES

Nurse Initial

o
§jof ©
ﬁpse

el | g

n a
o) {7

AR

~




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

.

e N

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS g ‘ ped

Observations
Observations in 30 minutes

N J

(

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

AN "‘_

* The Modified Early Warning Score (MEOWS)
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Hos pital BY RAINBOW HOSPITALS
Early Warning Observation Score Chart - Obstetrics

1t takes a lot to treat the fitte Your Right to a Safe Delivery
CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

’Z?drﬂg Date P |
Z/ Time o [kofaaf12|1]2|3]|a|s|6|7[8|9]|10]11[12]1]2

RESP
(write rate in
corresp. box)

0-10

T (T 1 | e T s i 2 - i e e A i [N [N U (D N [

Saturations <94 %

Administered 0, (L/min.)

40
39
o 38
g 37 r
o 36 1,54 L P
35
< 35
170
x
™
@©
a
=
N
™

190
180
170
160
w
5 150
e 140 ‘o
= 130
=
T s 120 oX 1
= 110 A
o 100 |
a 90
H
80
~ :
60
50
L 130
g 120
8 110
= 100
o=
z 90
2 80 10
3 70 e, % [P
(1]
a 60
.= 50
° 20
NEURO Alert A g ' RE L i3 [ I |
RESPONSE ";"a'icne
[v]

Unresponsive
URINE > 30
mis / hour < 30
. < Protein + + | | | | | | | | | | | | I I | I | | | I I I | I I
Proteinuria -
Protein > + +
. Normal
tochia Heavy / Foul

U Clear / Pink
iqyar Green
TOTAL YELLOW SCORES w =
h TOTAL ORANGE SCORES [ ~
Nurse Initial Qs J4
L ad ~J




Obstetrics and Gynaecology
Early Warning Signs

(~ N
1 Yellow Alert :
Repeat Observations
in 30 minutes
R J
4 NI R
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
X / Y,
~N
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\_ J

* The Modified Early Warning Score (MEOWS)



FDH-00046205 1P25-00020659 A
Mrs R SHOBHA DEVI i }AO . L= e
17-12:1972 s&3YSM10D  (F) | ] \Fﬂb Rainbow . ™
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It takes a lot to treat the little. Your Right to a Safe Oelivery

© [ FLUID CHART |

Sheet NO. & oo

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.

06:00am | & L | ¥

0700am | @ L (ool )
Total Intake : 660 V\/F Total Output : Zkﬂw.p

Total 24 hrs. Intake ')fé@bu—-P  Total 24 hrs. Output | 3ol + 0 2

wf

T

=

3

|
b

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

e e Uit [ it
Date | Time (I;#aé:luri% Route NG | Diarrhoea | Vomit |Drainage | Urine Tgé%g'{%g ﬁl‘ﬁge
Mouth LV )| NG
| QL0 el = el

/§\ 0900 | ) 20 hoa Jy n |\

o [10t0an | QU I N2y (00, ¢ (‘g%/
11:00am | L | N (o [) p)
r200om | ¥ | g (og v \
ooopn | L[ NE o) [00J]) NI/

Total Intake : 539 Total Output: (. YUowdH fesre &)
eeoopn| @] N\ o Al
0300pm| R NG| el — |~ | — —| — | e %‘m

4](\3\?04:0[]% oL |mpmlee)] =1 - — + 1 -9 _
w00 Q4 | iommload] — | —| — | = = [~ |asg&um
0600pm | @ | N0 | Ko T
o7:00pm | €L | ) | 160 ‘

Total Intake : Q6D Wl Total Qutput: U—] & &0 v~
0s00pm| L | MM Lo o |/
0900pm | Re | o, |(eod o |

= 10:00pm | R L =1 ,,w_ﬁ o |\y

3/-‘%: noopm| R _ | 12 | (oot T 0 |T M
1200am | R | |1 ‘-h,}D o \
orooam | EC | V] [(socp o |

Total Intake : /o0 ‘ Total Output: 2 <ot ¥
02:00am | & (_ | .4 | co~A]
03.00am | @ ( L L ,7»:1“

[ Cs00am | 2 C | 5 | lowef

}3( os00am | @C_| M | {gof
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| FLUID CHART |

Sheet NO. & oo,

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

|ntﬂk8 h . i ! ou‘put .:;.V:"_:-_ : Nsne

Thrombo- ;
Date Time [l)\]!aéﬁjri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis [ Sign.

Score | Nurse
_Mouth L.V N.G

08:00 am A D)

10:00 am

,)ng 09:00 am W ) ar

11:00 am

12:00 pm

01:00 pm
Total Intake : Total Qutput :
02:00 pm
03:00 pm

04:00 pm
05:00 pm

06:00 pm i
07:00 pm '

Total Intake : Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Department of Anaesthesiology Rainbow* ® - -
PRE-ANAESTHETIC EVALUATION Hospia .Eﬁﬁmﬁm

B.P/CRT:,;{? :?gqﬂz ID‘Z Weight: ....g.g..%SAPhysical Status: 01 \Iy{ 03 04 05

_’ i ,‘ I‘_'ahnralo a:
Hgb: JLL’/" 5 Glucose: gé Protein:.....gfg;z—g.. HIV: .. ?Nﬂ XRay: oeeeececovn

POV S5 e VG Alb: HBS Ag:.
a2 R 7 At it P |t S P [ R [
WBC: &qq{;’ Creat: )'7759 S ré” _ HOV: o ;g Ecno:...-...!}.l.q...ﬂ.%” B, FF-42
Plate: .0 125D 30C Nar....]. S R g (.0 il Bood group: A= FYE  Stessiangor.. &) BY
PT. iféj K e LDH: .......... g i T3 e Other: ... frrlcns
o 1 - - — Cadtt: i, Alk phos: ...QM....... Whsigrimitorm. ~ BEI o
NR: . 1O Mg++: . Amylase: 7 /’8 TSH }%v’ qu;C'*Ga
S S seot/sapr:..L 2 [ /6 ’ Allergies: N 1 b5

Medical History: (VS : HG‘N «nCe | '\L,Of)%/
RESP Q Diabetes : e
ONS (
Renal : NO il i G ¢

MLy
Hepatic / GE Physical Activity: 7Lt M €,

Others : ufoqf@U lniwumm F%EMMVL&{’ o_r)a\,(,t %'Tau whe ks (oea
Past Anaesthetic History: e CC L Cp B wdolm"

Physical Exam:

Airway: MP @ 4 Mouth Opening: & [—  Mentohyoid Distance: CE  Neck @) TesthiJp too (e
Lngs . BPerF too Ko

Heart: S" 5; k‘(f"\/

CNS: N AD »
Pregnant: [1Yes [#/No [INA Venous Access Site () Spine Exam for regiona” #9)
Anaesthetic Plan: TIMAC [REGIONAL [ GA-ETT CJLMA CA J.ao Rail s, -5 o o & f@jm “P qf

Peri-Operative Plan Explained to the Patient: }Ves’ 1 No UL Gondoe Ric

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis :

(-f
Water / ORS 2 Hours
- Bl 0RAL<: Others 6 Hours

2

3. Informed Consent: "-3fandard [ High Risk
4

5

. Post Operative Pain Managerr{ent: 1 Discussed with Patient

. Other Instructions:

Signature:
Docu. No. : RCH /FRM / CLINICAL / 044




Pre Induction Assessment:

ANAESTHESIA CHART

Rainbow” . o
Children’s @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

It takes a Iot to treat the littie.

Change in Patient Condition: 1 Yes A0 Fasting Status:  (ondiors d
Physical Status: o Patient Identified Q/Consent Present l ‘-E/Chart Reviewed
HR:  G3bpm | BP/ERT (4o [~ Sp0,: _|00o): [RR, 14 cpm [LastFeed: > 6k |
v | v 7 :
Pre-OP Diagnosis: ............... PTU é ......................... Operation: ... Thd. T2 0 Date :&Tlfoﬂl,ﬁ .........
SUIGEON: ...evurerrines Dr.. SHATVALING............ Anaesthesiologist: ..D)%‘....Q.sH.ml.pg\..él:l’IMﬂechnician:S.u&zm]&u&awm_f
THE > PP 2 3PTTE 3 AN LELisl '
D3 g3 =2 ! ; — Antibiotic
HALO ISOTSEVD aand. — o | — ——7
Drugs:  — " F
1 2t (A Suppository [_ £
ST e pliPalyL snce >
Tix PeDPopol. | |20k + w } | rm&cld’ LD'D"'j
- iy u-9\.|_- 10 a D ety .
Tos_ PARSCETRY PPN ) i T P &uvc tﬁmz,a
T N ke B FAE, E'm_g 20 W Blood Loss ﬂk
iy et Te Yanuic ko Aacabi .
J._d) lenagkan.u & e 14 Vi 300 ~Uoo ’@'
FI0, / 520 loo oo | (oo [TVS 18 UTTog [TI0 [ low [Laol 92195 99 -
ETCO V331 2 | 3y |25 (10 [2h 1S3 3y 2% 1391 29
s 2l <e ey’ C | S| | 5 4 G Ke [ 'lg
emfperatre -2 S ey a2 JF [ S 2rf L 2a T (2l o poadX NOTES
ne s |1
88 Al 1T Vo = 660 Na
=@ P la o~ 0 { LS ]
LR 3 8 v P & 0 M- 00
B.P 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
Throat Pack In 1A, \
Throat Pack Out 120 M, NG A f‘\/\f 7T M u‘ i
100. IR P e | P e P
Ll g ‘ FAN A <M I 5 B
8 - =
40
20
10 d
0 W
ABG
LAB Values
GRES
Others
‘ﬂ/Equipment Checked and Temp: Induction Regional:
g/l;unct‘aanal MAE ] Fluid Warmer AN [] Inhal Extrem SPECITY: .ot
i O3 ChnaFin: L /OHWerpwr [ Pre0, LIRsI [ Spina [ Epidural  [] Caudal o
U Cuft site: @(}r ?'Hfgger's ] Cotton Wool [1 Others Others: ...
00 ArESRe . s “] Dther i
o EKG Lead N O Mask [ SGA POSHION: .voc- N
OF Temp St ¢,y imes: 1 Airway [ Oral [ Nasal CTTT-CRN SO
E/«F;D:]Mon“m‘ Anaes Start: 2-@?_5 o) B, T @l Bt Needle SiZ€: ... Noovo
' Agent Manitor OP Start: . ..21-1--5---‘9----1)m -Oral [l Nasal €T ——. P
sy | No
>~ Pulse Oximeter OP BN oo g [ Tracheostomy [] Topical Catheter at skin
rtjapmgmph Leave OR: .._.....5...:...%9‘..‘:” O Drug ... ReCAARSNTOM, U°rP g -
. ) anc
S Ventilator Ayhasna: [ Awake iC-Direct Vision B
] Nerve Stimulator ~=GA 0O P R
Thend Unbes. ) ) Video Laryngoscopy [ Stylette / Bougie Infusion:
Position: . LT 9] Manitored Anaesthesia Care [] Fiberoptic
gs/:g"' T W [J Regional Blade# ......3.... Attempts: ... _'L_ ........... o i
o~ Prasaiae Poits Gheked DHIGURY WHY? . i
S linre Line (Size & Location) za;?m s
[ Qint [] Bilat = BS FPACU clicu O] oth
= R [] Other
lv\/‘i{pe L1 Segmi-Closed Circle Relaxant Reversed /3 o8
[ -Padding ‘Mfﬁzm Circle O Ot Owa
O Awake ] Other Name of the Doctnrpkmw
Signature of the Doctor -............. 1 ....... e




Sticker jf

POST-ANAESTHESIA CARE UNIT RECORD

Rainbow"® . .
Children’s | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It 2kes a fot to treat the fitte. Your Right to a Safe Delivery

Received in PACU D s N Time Received : ... i - Time Discharged : ... ..
250 s
A :33 IV Cannula Site - Z"'}”‘y
m 230 3 ‘ ]
% o T I T T gzg 7 0, Mask i:l Nas.al Prongs
= 210 10 [ Tracheostamy [] T-Piece
o0 200 200 | [J Oral Airway [ Nasal Airway
E 180 I 180
o 180 T ] 180 . N ‘:9
S 1;8 » 170 | Vomiting : 1 Yes [@No LTI 8. e S
1
@ 15 ﬁ M 120 | NETbe:  Cves o
v 140 1 ‘[—[l 1 i 140 | Drain; O Yes [(#o
A 130 | 130
120 | I 120 Urinary Catheter, Yes [T No
=]
¢ 110 _]_‘ T 55| 110
%] 100 [ I | i T | 100 Chest Tube: [T Yes [_ho
=) 90 ] i I | 90
2 2 { H-H I ; oo | wirora [ Yes [TNo
70
s @ | 00 | WRuids oo
% 50 ] 50 Oral Feeds: ...................
A r .
30 o o 30
v o o» o ] ViLae | 20
10 ] ] | 10
O T ] [ ] | 0
PO,
POST ANAESTHESIA SCORE MINUTES
(Moified Aldrete Score) IN 30 | 60 | 90 out SCORING INTERPRETATION
Able to move 4 extremities yoluntas or on command =2 = 5 .
Able to move 2 extremities vuluntag oron Eummagd =1 ACTVITY n A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 ' V Discharge
Able to deep breathe & cough freely =2 :
Dyspnea or imied breathing =1 RESPIRATION Z V% . . i
A’;:nem =0 3 Exceptions to this, are to he explained in the
BP + 20 of Pre Anaesthetic | =2 ; ; e
BP = 20-50 of Pre AnactianCeve =1 CIRCULATION 9. 7/ space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0 1/
Fully av;ake : =2
Arousable on call =1 CONSCIOUSNESS
e oy L |V
Pink =2
Pale, dusky, blotchy, jaundiced, oth =1 COLOR
C;anotlrjcs Y, blotchy, jaundiced, other £ fb - 'J/
TOTAL Q 10 h)
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
v |

Pain Tool Used: [ NPASS [JFLACC ;E Wong Baker

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

CINPS

Reassessment Frequency:
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
c.  Prior to pain reliving intervention
d With in 30-60 minutes after pain ralief intervention

Transferred to Unit by (PACU);

Date & Time: . .
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It takes a lot to treat the littie. Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DAE: ...oonvsisssssarsammnnanssssisosnss 1170 QN mRr—— PrOCEAUIE AONE DY w.vveevurrissrersisnrsssssrismsssssssssm s
CSE /Spinal /Epidural POSIION & vovvvvvomeerrese SPACE Levcrinsiiiuisssenssssnmseess Technique (LOR/LOS) ..oovvvvenniees
010111 MU Catheter at SKIN: ..o AHEMPLS & ovvesserisnsenmssmsssssssesssssmsassansssssasansasess
ATASHESIA : YES/NO I VES QBRI © s
PR —" T —, L

Any other issues :

! Infusion Rate Level Maternal l
Time (mi/hr) Bolus (M) | |eft Right | BP | Pulse FHR Comments

-

| |

L

Delivery Details :  TiMe & oooveinniiniinnnns (1< £T 17 L ———— SVD / Instrumental / LSGS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA I .ooovevvreiosssimssssssssssssmmmmses s

LT T ——————— RS

Discharge /Shifting ordered by
DOCLOr SIGNALUTE: ....oevvviecirinieieese s
DOCEOT NI o oivveeeeie e e e e e eertaeessnneeeeenr e e e sme e e s eanaeea s

DAEAN TIME | 1nereecs s s e asvia



- ‘ Raini;/%‘w”- ' .
CONSENT FORM FOR GENERAL / Children’s | @ BirthRight
REGIONAL ANAESTIEE%M\ Hospital .5’!::;1?2“!:‘35511?:2
MONITORED ANESTHESIA CARE

UBHD NO: i sennemmasessessssenssssmscssine Surgeon Name:

PatientName:...........M/.r.s...K...&H.Q&H.A.....D.a.\}m .................... Age: .53 .. Gender: Male 0 Femaleit”

Anaesthesiologist :J}.re....i‘m:w.y..{.‘..’I?QIAA—....LAﬂﬂKﬂ.&mtIQ....H.ﬁféi.&;&éﬁf?&f}f‘

Operative procedure planned : ....,.....T[Q.Tmn.{.kﬁﬁfﬁ?.f.@nﬁ.r@.....ﬂ.‘f.&. :T.&&&C:IQW.....‘.’E...#Eé.—ﬁ;‘f..&.&ﬂ%....-.fﬁii:ﬁfw q & rue

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

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

[0 Heart disease LI Hypertension [ Diabetes mellitus O Renal failure

[J Hepatic disorders O Shock [ Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
U Incapacitating Cronic Obstructive Pulmonary Disease

O Others : ......ccccvvrvrne. BRONLIDLAIM.., LARK NGO LATY.... & 2quE.8. TENT O
Comments : ..o BLo.O D FRAOLFGITN s

*  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
Mg RSHaBHA. De T the above mentioned operation / Diagnostic / Therapeutic procedures

| authorize and give consent for anaesthesia ( O Regional LE’Gﬁeral 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.

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




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

| authorize the anaesthetic team 0 perform any additional procedures (for example, Gentral 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 consuftant anesthesiologist or occasionally a colleague deputed by him / her

will administer the Anaesthesia. W/
- Pregnant: O Yes O No

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Amaésthesia / 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.

Paﬁﬁaﬁgm Attendant : ‘ ' \'/kq

Signature : ...\ A s s Signature : ...|... & Lol T %

Name : ..... @S}’\Dbh@- .......... N Name D}e X o oL

Relationship with Patient: IR, =X (7~ Erp— Date & TimMe : ......... H‘(‘“; ..... L ’/L@ »

Date & Time : ....... 37105 12,6501 2.8 Avery i3 e,

T P —— PREESTE N R—
Date & TiMe : . Q7O G L o 2Ry,
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OPERATION THEATER NOTES
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PATIENT TRANSFER FORM

- - ®
Rainbow .

Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s 'BirthRightw

Patient Name & UHID No.

FDH-00046205

Mrs R SHOBHA DEVI
17-12-1972 S3YSM10D (F)
Ur KAMARAPU SHAIVALINI

IP25-00020659

Date & Time of Admission

Y é\ﬂo (&:\L J“OM\

Date & Time of Transfer Order

Adgs Ty

O

Transfer Ordered by

Reason for Transfer

AR B

From Unit

R

mw Attendant
Yes~ | No| |

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes[ | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity

o wC
4 v o
3.

Shifting Summary / Notes Written by Doctor :  Yes [ ]

Name & Signature of Person who is Transferring

Y
N%&fc@b §

Name of Person Ordered Tran:;fer

T Qv

Patient & Clinical Records Received by : W

Date & Time of Patient Received :

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

[ | Unavailable Bed

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

|| Nurse not Available

[ Available Bed not ready
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PATIENT TRANSFER FORM

Rainbow’ . .
Children’s ‘BIftthght

Hospital BY RAINBOW HOSPITALS

It takes 0t to treat the It Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Tjme of Transfer Order
FDH-00046205 1P25-0002 9_ :‘(' [ - 'lb 6 i ( S_
i 0659
Mrs R SHO (0O~ s
L 17n1=-1n:zamni‘:vsman (]'W @ 51 q,OPN\ Z

Dr. KAMARAPU SHAIVALIN| Transfer Ordered by Reason for Transfer
| llllllllHIIlIIIIIIllIllHlllllllI
DT Vsha Post opesaltve
Cax@_
From Unit To Unit Information to Attendant
OT Mico e B

Number of Sheets in Clinical File

20

Number of Imaging Films

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

3\ opP fﬁkgé Yes| | N}B”
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity

] K r

: |

) |

o
5.

Shifting Summary / Notes Written by Doctor :

Y& Nol |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Dy . OUsha .

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

| | Unavailable Bed

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

" | Nurse not Available

| Available Bed not ready






Rainbow® : .
Children’s ‘Blrtthght

PATIENT TRANSFER FORM Hospital _ | () uerniodm

\\

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
=DH-00045205 lP25-0002065ﬁ i mE/
Virs R SHOBHA DEVI { Q 1 Z |
M11D (F) 2 ‘ Q& ‘
T sy srAVALN st 5[/6 AN 2AUéT }\/b aﬂ 02444/

i

o 0 | pegof GO
From Unit J;Xil (de szngm

Q0
M I
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed

over to attendant

Yes| | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

1.

2!

3.

4,

5.
Shifting Summary / Notes Written by Doctor: ~ Yes[ ] No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

NG - et
o

Patient & Clinical Records Received by :

Date & Time of Patient Received : 2% ) he (0:55HM -

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
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Rainbow® : S
Children’s @ BirthRight
Hospital BY RAINGOW HOSPITALS
C T 1t tokes a ot to troat the bitle. Your Right to a Sale Delivery
(MEDICAL RECORD) (5 a46c)
PatientName:',\/;EQ'q p —g_-g,ﬁ-;‘,_}a il Ageg‘—;’:(}\/ Gender:!(f'f; p.«’m &
UHDNg=my 7 o, gug i P ﬁe;:g"r’ W npN G Dates -};,:’Jf /; g Time: oo v 5 o AN
Diagnosis: '-t;_ o : ; : il i 7
' PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1 Fentanyi Citrate Inj. 50mcg/MI B A
ARS——
2. | Morphine Sulphate Inj. 15mg/M i R
-~ 3. | Remifentanil Hydrochloride Inj. 2MG B e g e SEe
¢ )| 4. | Remifentanil Hydrochloride inj. 1MG PR ama——
Doctor Name: 0 £ 17 ey Doctor Registration No: A
l
Signature: r :
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed
1 x, A - V. I - ;
IP Registration No: l}r.‘- ....... :‘.'.2.\,'.‘..1;:..,-.. ARER Date: 4/2. "f ,c;'».é. ...............
Aadhaar No. of the Patient (Optional): ......... S ...l SR
1. |.Name: nayic TR P i 6 o Remarks
) —Mps @ Shedh B CARNDFA TFRGHA TRE
™ { : . },—l-(\ AN S . Y
2. | Complete postal address (with contact number, if any) A b L #M 1PiA
3. | Brief description of the illness 3
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) s
5. | Details of essential Narcotic drug dispensed P TR
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
/ Patient Attender
?J)f%;r P KA pAE
/s s ?!f L ‘ / 7+ &
Dispensed by (Name & IDNo.): .............. /(ﬂﬂ#(—(’% Lf/ .............. Signature: }"f{' .................
§ : i
eceived by (Name & ID No.): ... THRAT XETRVE  FSPINEE “ ....................... Signature: sl i issistiseiies

T A

4 \ / I} f ‘,—' AT

RCH/FRM/CLINICAL / 133
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Rambow .

BY RAINBOW HOSPITALS

Children’s .BirthRight"

Hospital

1t Sakes % t0 breat the Mg, Your Right 10 4 Safe Delivery

NARCOTIC PRESCRIPTION FORM

(MEDICAL RECORD) (&0 662
; Patient Name: ruf‘.:)f' » Lm - i Age. - (; Gender. = ~ | 4_=:‘f st
UHIDNo:{ -, & . IPNo.n Ul il ity Daten b -, / Time:[’,g',. A A
Diagnosis: A | . ki gk 1 :
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1, | Fentanyl Citrate Inj. 50mcg/MI r o AAS —
2. | Morphine Sulphate Inj. 15mg/MI e e
P 3. | Remifentanil Hydrochloride Inj. 2MG . iia——— g7 S
v 4. | Remifentanil Hydrochloride inj. 1MG g e
) Doctor Name: b0 B¢ [JCtA Doctor Registration No: ; // 1 4 /o s 25
Signature:

NARCOTIC DISPENSING FORM

] APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

| ’
A Y " 4 e oo PP A
! IP Registration No: ...‘,.E...); ..... f”“r’ ............. Date: . o T e R vens
LT
Aadhaar No. of the Patient (Optional): .......: T 0t Mo oo e S ;
1. |Name: nt( ©F »iqmifh V2 Remarks
| ﬁ 2. | Complete postal address (with contact number, if any) T NSASHN g TR
| Wil VTR £ AT
3. | Brief description of the illness T
¥ A3
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed LA FTEMM)
Signature / Thumb /
Date Name of the Essential Narcotic Drugs | Quantity | Impression of the patient/ | Remarks, if any
A Patient Attender
| 1B s a FTM e
= P~ 7 £

7-7 i 1wy :
Dispensed by (Name & ID No.): L-E’ A,{’h’ (Gf il.é’ ) Signature: Zdﬂ

Received by (Name & IDNO.): .........coovovrenes IR LS it AT o w . Signature: ... L7 oo,

’
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