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~ Name | Mrs SHILPA REDDY | UHID | FDH-00038124" - s p g
! | P;atherlGuardlan ‘ Mr GOVARDHAN REDDY S ‘ Age/Gender 1 23Y 11 M 19 D/ Female
; A:l;l:‘t;ss . | Hyderabad, Hyderabad, Telanga.na, IN]?I‘A, .590001‘
| IP No IP25-00020704 ‘ Admission Date 29-05-2026
Retboctor st

Consultant:

Dr. Himabindu Annamraju

MBBS,MRCOG (UK), CCT (UK)

Consultant-Obstetrician, Gynaecologist and Laparoscopic Surgeon
Specialist in High-Risk Pregnancy

Reg. No: 51697

Diagnosis: ENDOMETRIAL POLYP.
Hysteroscopy+ Polypectomy done on 29.05.2026.

History: Presenting complaint: No fresh complaints.

for evaluation of primary infertility.

Baseline sonohysterogram done on 28.05.2026 showed Uterus normal, ET-

- 6mm. endometrial polyp in the mid cavity 1X0.6cm. Bilateral ovaries - normal.

Admitted for Hysteroscopy+ Polypectomy.

Menstrual History: LMP- 20.05.2026
Previous cycles: Regular.

Obstetric History : Nulligravida.

Medical History : K/c/o Bronchial Asthma on Rota caps BD.

@ 18002122 @ www.rainbowhospitals.in
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Your Right to a Safe Delivery

- Surgical History : Nil

Allergies . Nil

- Family History : Father- DM.

Investigations: Enclosed.

Blood group & Typing - "B " Rh positive.
Surgery Notes:

Operation performed:

Hysteroscopy+ Polypectomy done under GA.

Indication: Endometrial polyp.

Procedure:

- Patient shifted to OT.
- Under GA, Under SAP, patient kept in position.

- Parts cleaned and draped with betadine. Bladder drained.

- Anterior and posterior vaginal walls retracted with SIM's speculum.
- Anterior lip of cervix held with vulsellum.

- Uterine round introduced UCL 8cm measured.

- Serial dilators passed.
- Hysteroscope introduced.
- Intra-Operative findings:

- Uterus retroverted
- Bilateral ostia visualised.

-Polypoidal endometrium noted.

- A 2x1cm endometrial polyp seen arising from posterior wall of uterus.
- .Polypectomy done and Gentle curettage done, specimen sent for HPE.
- minimal bleeding seen. Vaginal pack kept with 2 gauze piece.

- Patient stable throughout the procedure.

Post-Operative Notes: - Uneventful.

Advice:
1. Tab. Taxim O 200mg (Cefixime 200mg) twice daily till 04.06.2025 (9am -
9pm) after food.

@ 1800 2122 @ www.rainbowhospitals.in
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2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs)thricé k

04.06.2025 (7am-3pm-10pm) after food.
Tab. Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food
till 04.06.2025.

Tab. Zincovit once daily (2pm) for 1 month after food.

Collect HPE report.

cs W

Review consultation with Dr. HIMABINDU ANNAMRA]JU, on 06.06.2025 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

emergency care etc also have been explained by doctor ................ in a
language that I can understand and I acknowledge. i g

Patlth//Attender : P UdiLy

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

You can also take appomtments at any time by gomg onlme to our
web51te www.rainbowhospitals.in :
i

Registrar/Resident/C:-M:O

Consultant:
' Dr. Himabindu Annamraju

MBBS,MRCOG (UK), CCT (UK)

| Consultant-Obstetrician, Gynaecologist and Laparoscopic Surgeon
Specialist in High-Risk Pregnancy
Reg. No: 51697

® 1800 2122 @ www.rainbowhospitals.in
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SURGERY DETAILS

Patient NameMT*g!Nlpﬁ- ..... Reck ﬁ ..............
Gender: ......... (p .........................

Date of Surgery: Q/CHQ/[Z“ 9’0{1 [J0T-2 [J0T-3 (]10T-4 [10BGOT-1 [1]0BGOT-2

@ Name of the Surgery:............m._.fﬁ?f.:.‘.‘:ﬁ%..’.‘f}.ﬁ\:&i ..... . !

Timein i.oevee. C’Ti%()/v\/; ...........

1. Surgeon

2. Anaesthetist
3. Assistant Surgeon :
4. 0T Technician

5. Circulating NUrse : ooooovveveee SR LAY
6. Assistant Nurse
Special Equipment:

[] Laparascopy [ | Broncoscope

1 C-ARM [] Cystoscopy

(] Neuro Cusa

e Surgeon

ARIRI / Bl
Order NO: e 2 ) e e ens
Docu. No. : RCH/FRM/GENERAL/114

\;@rs H’d&*e\(u&km\? \j

“)o/CL . Ry
]’..\f .......... t..d.)f(..('. ..............................................
i
Time Out &ue.ve........ 0:\200m................
AMOUNT

[ Harmonic [ Morcelator

[ ] Versa Point (] Liver Cusa

231810

(@9 jﬁ
Signature of Ciretlating Nurse

Order by: evveveeeeen. N f\@d&u\cmﬁ .............
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Circulating Staff ©.......ccooorrmiiiicens Technician : SURES. . EA—— Date : ..%). “))07‘6 TIMB fuvicivensisnnnmnssasssnsses
Anaesthesia Disposables reaea Y oo | Surgical Disposables cenea Y U] Disposables (Baby Side) i
ET tube Major Pack 1 Inj Vit.K
LMA Sutures : Cord Clamp
ECG leads “A/P /N @3 = Suction Catheter
HME filter : A7 P / N o) Feeding Tube
Syringes :10cc —— Ok Vaccum Suction Set

05 cc — 02, | Gloves &L O 737 | Surgical Gloves
02cc— G| . L J_ | Gauze Pack
01 cc Sk Lt & | Syringe iml/2ml
Cautery plate : A/P /N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
L~ 02 | Cautery pencil oy b D
NS : 10ml / 100mI/ 500mi / 1080 OM | Koochies ot po | LB
0 MAXK A ) O | Ointments : ‘
< “al~ )| 0) | Suction Catheter
Fentanyl i Cap, Mask
Morphine Gauze Pack Ly
Ketamine Mop Pack o)
Propofol — 00 | steristrip
Rocuronium Underpad 2_
Glycopyrolate—"" ¢\ | Draw sheet &}
Myopyrolate Abgel )
Ondansetron—" O | | Feleys-eathotor— \ ¢ [\ on \
Pencan 25g/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
rAcZol At o) | Tegaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg~—" ©) | Vaccum Suction set \
Justin : 12.5 mg/ 26mg/ 10ﬁmg ) | Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution C)
Microshield
Cotton Balls
Latex Gloves e
Ramdione Scrub o
Saral

Surgeon Anaesthesiolggist urse A OT%iﬁm :

OrHer NO, =it f\§|06"/ 81839 GFQHJ Ordered by © ......... N\\ . @ VNN VOOMA e eeiseeens

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







%z ﬁ Rainbow Children's Hospitals - Financial District
Rainbow e Survey No 74, Nanakramaguda village, Serilingampally(M) ,Hyderabad ,Telangana, INDIA ,500032.
Children's _ 7 TEL NO :040-44665555
Hospital  Srthran WEB : https://rainbowhospitals.in

Rainbow

ADMISSION SHEET

Registration Details : RENUAR AT TR T

Admission No : 1P25-00020704 Admit Date :29-May-2026 Admit Time :07:10 AM UHID : FDH-00038124

Patient Details :

Patient Name : Mrs SHILPA REDDY Age :23Y11M19D

Guardian : DOB 1 10-06-2002

Gender . Female Religion

Occupation : Martial Status

Address (H) : Hyderabad Hyderabad Telangana INDIA Phone No : 9391797050/ 9391797050
500001 . .

E-mail : Dummy@gmail.com
N

Admission Details :

Bed Type : MICU Bed No :LDR-02 Ward Name : 4F -LDR

Room No : LDR-02 Admission Type : First Visit

Contact Details :

Name : Relationship
Contact Address Phone No
e
P : v
octor Details :
Doctor Name : Dr. HIMABINDU ANNAMRAJU Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name . SELFPAY

Printed Date / Time : 29/05/2026 07:11 Printed By : 018711 Page 1 of 2







ACTIVITY RECORD FOR BILLING

1 FDH-00038124 1P25-00020704
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1 0-05-2002
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Date of Admis

% Jpre
Rainbow® .
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i irthRight
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It takes 2 lot to treat the littie. Your Right to a Safe Delivery.

------ Consultant :

AP Date of Discharge :

Room./ Bed No ; ===—s=eonm-— Ward : -----===mmmmmmmme Suggested Billable bed type : ------------=-======m=--=
WARD TRANSFERS
Date Time From To Signature of Nurse
24 5) g 96AM MUU o7\ DY
o5 1030 Vil ML BERTR)
Cross Consultation Visit
Doctors Name Date Order No. Signature
1.
2.
3.
4.
B.
6.
7.
8.
9.
10.

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




INVESTIGATIONS

Date

Investigations

Order No.

Sign
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MEDICAL EQUIPMENT ( WARD & ICU)

Date Name of Connecting Disconnecting tirilar Ni. Signature
Equipment Time Time

iqv ﬁ?’é (\QJ\.A{G‘@; ﬂ'/.(m‘y (] \‘6" /)_OA”‘? '?)‘\ QOQM\ — L{_)(// 'Z.. Mq
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| ZIC A 7
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PROCEEDURE

Date Proceedure Quantity Order No. Signature
2005126 S 7V Plassvend 0 2 Y6 A youd
L N L7 —
A NN
=

’/\L"&O\é \0(0 0)a

o g W 2 qb\
V0

ANY OTHER INFORMATION

— %( 5[% Time: § AM PreparedByi\}i.)‘H%

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

we | g

I

[ o4
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SN riospital,_ | ez

'NURSING SHIFT HAND OVER FORM

5 Diagnosis: S) Wqﬂ PM Any Infection: CJYes [CINo mown
';‘_., . o ; 0 If YBS SPECIHY: ..oovvvveereereereissnisnmssnnssessinss
5 Surgery / Procedure: H.L‘ %@ &Uf)l{ f Pcbfﬁn@ﬁw Post OP Day:
= L Shift s f1\(]
o
& | Medical Condition ‘
é (Any special condition to be noted): - )
= | Diet NG
Allergy: O Yes o|CiYes ONo | Yes CJNo | Yes ©1No | Yes (I No ] Yes U No
TN Ventilation (RA, NP NIV, VENTI): gy
Tubes/Drains/Catheter: T Yes S No |l Yes CINo | Yes CINo | Yes ©No |0 Yes C1No | O Yes C No
£ | Vital Signs: Temp: (Egiﬂ
2 SRE:)S: w3
& p0; | 9¢
@ Pulse: &ﬂ ‘AA’
BP: | \\v
LO0C: | (ol
Fall Risk Score: o b
Pain Score: 9\ -"W\
Skin Integrity
Safety Needs: | Yes ‘o |0 Yes ©No | Yes ©1No |1 Yes 2 No |[C1Yes CINo | Yes CiNo
Physiotherapy: L
§ Others Specify: |1 Yes -G | ] Yes CJNo | Ll Yes CJNo | T Yes CINo | D) Yes O No | Yes C1No
ﬂ s Special Diet: —
g Critical Lab Test / Values: -
E |Other Special Orders / Medications: | Yes M0 |1 Yes ' No | O Yes C)No |0 Yes C1No [£1Yes [1No |l Yes CINo
é PU Prophylaxis: (1 Yes X0 | Yes C)No | Yes T3 No | ) Yes C1No | O Yes E1No | Yes C1No
DVT Prophylaxis: 0 Yes-‘:(@ﬂ Yes C1No | I Yes CINo | Yes CINo | Yes CNo | I Yes C1No
ADL (Dependent / Non Dependent): |Qpgundr)
|
Post Operative Procedure Special Orders: .
Handed Over By Name : W
Signature /1D : ) Q&(
Date: qﬂ\( }
Time: % ]
Taken Over By Name :
Signature /1D :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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Patient Sticker
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Rainbow®
Children’s
Hospital

It takes a lot to treat the little,

NURSING SHIFT HAND OVER FORM

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Z | Diagnosis: Any Infection: CJYes [JNo [ Not Known
£ 1 YES SPECITY: v
5 Surgery / Procedure; Post OP Day:
g oare Shift
,% Medical Condition
§ (Any special conditior to be noted):
@ | Diet:
Allergy: C1Yes CINo |7 Yes CNo | Yes TINo | Yes C1No | Yes CINo | Yes T No
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: O Yes ©INo | Yes CINo | O Yes CiNo |7 Yes CJNo [ Yes T1No |7 Yes = No
= Vital Signs: Teﬂ”;gf
§ Sp0 :
& i
2 Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: | =) Yes C'No | Yes CJNo I Yes C1No | I Yes CJNo | Yes JNo |1 Yes = No
Physiotherapy:
E Others Specify: | Yes ©/No |1 Yes CINo |7 Yes C1No |1 Yes = No | Yes ' No |1 Yes C1No
E Special Diet:
é Critical Lab Test / Values:
§ [Other Special Orders / Medications: | Yes [INo | [ Yes L1No [T Yes [1No |7 Yes [JNo |1 Yes C1No |7 Yes 0 No
é PU Prophylaxis: CIYes CINo [ Yes CINo |1 Yes TINo |1 Yes CINo [1Yes ) No [l Yes = No
DVT Prophylaxis: C1Yes C'No |C1Yes TTNo | Yes CINo | Yes CINo [ Yes C1No [ Yes 2 No
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature /1D :
Date:
Time:
Taken Qver By Name :
Signature / ID :
Date:
Time:
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OBSTETRICS / GYNECOLOGY
- NURSING INITIAL ASSESSMENT FORM

Date of Admission: .......... 4[5 zw@ 2r{0RT

Baseline Information:

Admission From: [JER [ OPD SrAdmission Desk [ Others, i s M. S
Primary Language: mlgu 1 English 1 Hindi (] Others, SPECITY ...o.ooveereereneeceicssireeeeseees
Do yourequire an interpreter? [1Yes Eﬁd YOS GBI ool . o e sess s simass s oS HESE  oe SEn b oo R a s
Source of Information: ~ _J-Patient [J Family (] Others, SPECITY ........cocereeeirinieiniee e cnsas s sssasssasanas
Allergies: []Yes [INo [ Medications L] Blood Transfusion 1 Food [0 i |- prmreemeavu———

HVBS , HHBIIHIY .....cuuiuivonminsinsissssinsmnnssisssssaussussssissmsessisiodsinerssassaassasssanssssassmsasss sasssbasessast 4448040 A sH AT SRR R SR SESS R R R s g s p s s
Chief COMPIAINES: ..............ooocoooeeeoeorecoeeessesesesssesessesesesessssssssssesesesesnrnes Doctor Notified on Admission: Yes [INo

]

................................................................................................................... Name of the Doctor: .00 tadhmd ...
................................................................................................................... Time Notified: .......€2....&or. 30 A
Past Medical History: Obtained From [ Patient [ Family Member  [] Medical Record L[| Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: [ Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual HiStory: ......eeeveeerrosseeresseseene Caesarean Sectinn:/ETNb ] Yes Contraceptives: /Q No [Yes
................................................................. Cervical Qprclage: /Z*’NE ] Yes Vaginal Discharge: 910 (] Yes
OnselofMenarche: ... Ectopic Pregnancy: me ] Yes Post-Coital Bleeding:/F,LNo ] Yes
Menstrual Cycle: (] Regular [ Irregular | Myomectomy: /12 No [1Yes Infertility: tNo [ Yes
Last Menstrual Period: .........ccccoevveniereecns Others: If Yes Type: [J Primary [ Secondary
Obstetric History: G ..o P L oo A oo
Previgiis LSCS: ... ssnanmms iimimigesniss s

Current Medication: ] None 1 Yes, If Yes, Fill the reconciliation form

Family History: ‘%mrmalities Detected

(] Heart Disease 1 Hypertension L] Diabetes [] Stroke [] Seizures I Kidney disease

LI Liver disease HIOBHBL. ...vorsseansressrsnnsssnsosspmmnsnsasnnesmasanensasndinneassnssssaamsrassnseas sviss e s S e e
Vital Signs / Measurements: ~ Temp: ... 4. (... HR: ... &0 RR: ... f.........
BP: ... D¥ lﬁ Weight: ... Height: ............... L T

Pain Assessment: Pain: [1Yes [] (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (RT.0.)




Patient Sticker

PHYSICAL ASSESSMENT

General Appearance:  [1Healthy [l looking M (] Agitated [ Others: ......oooooovvvvveoon,

Fall Assessment: [1Yes £I1No Score ... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [1Yes ,~JNo Score................ (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: [f a patient needs assistance with any of the following inform consuitant
"I Mobility problem [ Walking Problem /Em;ormality Detected
0 Developmental Delay U Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: ;Nﬁ Abnormality Detected
[ Overweight ] Poor Appetite > 3 Days [J Needs Therapeutic Diet.
[ Under Weight (] Diabetes Mellitus 1 Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLDGICAL SCREENING:
/E?‘Cﬁ & Cooperative ] Restless [J Depressed ] Agitated J Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single [ Married [IDivorced [ Widow
2. Special Habits: Smoker: (] Yes [ No Alcohol Abuse: [1Yes []No Drug Abuse: [1Yes [INo

Social History: Lives With ...............[ "“"1@ .....................................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : [ Yes /l}ﬂﬁ Waste Disposal Explained: /ZYes [JNo
Infusion Pump : [1Yes @No/ Hand Hygiene Explained: [}-Yes (1 No L] Others
Above information given to ....................... 2 0 e

Name of Person Orientation was givento: ............coooeverueerereemicsrseesisesse e
Orientation NOLGIVEN REASON: ..........cc.cveveeieceeeeeeicee ettt s e

Nurse Signature: ................ W ........................
Nurse Name: ...................... “ \3_“_55 .....................

Date & TiMe: ........oveee....n. )AX S)}f.l’&_’?.:.?..b.ﬁ ™

S

£e



. BirthRight

I.P. ADMISSION SHEET FOR GYNECOLOGY

Ref. No. : FIGYNIC/18

Date of Admission : 2?’0{”2_6

Your Right to a Safe Delivery

Time of Admission : pr’"’l
i R O A D TA LS e e e e oo
i :
:: Name : n',""’) - SUTUPLA .QLf?}’?‘,f Age_223Y r~ Date of Birth .E
UHID No: DN = OO0 1 24 IP No.: .
E Department : {JI.M' Ale Consultant : D HIMARI NDU ;I
R — cék}}fﬂi}'s-:::::::::::::::::::::::::::::::::::::::::::::::::::::::‘

29 (6526 _ Pone £8e Mono éup&mgvc’m

(s ()

€= 6mm

Indormelical polyp — Mid ewily ~ 1X 06 em -
sl ovonls —(B)

MENSTRUAL HISTORY OBSTETRIC HISTORY

Year of Marriage : &OQ Y ) Parity : hLLLﬁa-rm‘CQO\ .
Previous Periods : R €. }J_QG_V Mode of Delivery

; ild Birth :
LMP : 'Qol 3006 Last Child Birth

Contraception :




MEDICAL HISTORY

SURGICAL HISTORY

focfo

B -
B Mthma -
a0 Rotautrs BD.

e -

FAMILY HISTORY

NOTES /ALLERGIES

-Q\O_H\L.v D

N3

4= INITIAL ASSESSMENT : == -emasanmnnnsnnmmnsnnammemmmeno o s s e e me e e m e e e oo s oo s s m s s e e

Date él‘\‘ d 2 DD—Q .
Ht. Wt.
BMI

B.P H’S!‘%mm*ﬁi

Pallor

— (IR )

Respiratory System

Thyroid

Breasts

&

Abdominal Examination

Local / Speculum Examination

wo |- dou

Bimanual Pelvic Examination

wol dow

[P —————————————— e e L L L L L L

-

--------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------

1]

PROVISIONAL DIAGNOSIS : W END O MURIAL po Ly p( 1%0-6em)

E INVESTIGATIONS ORDERED PLAN OF MANAGEMENT PRESCRIPTION
; BT - NBM

i Lo 4 Pac

i UWoralm - rhjghne teak

E osilons I m Pre oprrud teation

| e i
ke ¢ DML“E‘“‘}‘

; Pl Seeu e Waceas

:: Name of the Doctor : Of H A [~]

! _ > A
: ate 2‘% |0 ﬂ% Time 2 ﬂw‘ Signature of Doctor
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PROGRESS NOTES AND DOCTOR'S ORDER

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

ga:’?me Progress Notes Doctor's Order
Jalsth ¢ ___PJD’O Al
10 1 Gl (A
bl s L NAMx 2-3Nh0
[’40, gubp- 2l 1VF & (o Axan
BP- I?_O]%va}, 3) oo peye ehAni
™ P — 98¢ s 4 MON [ T0R  VITH
(4 o%pt’ o1 Mfl/ Alee hliadg p
ol t - AMAB 6l 9-"(-,}{«014 Dey
"‘5""\“"’( pali 1A A
="
29116 do vmd:{rj @ A
] i men
J44 .%Or"'\ nawnsee (=)
Ty 208R Uy 1 Srak -
o FE -9 rhpm
BP- 13218 ummig
St agioea /JW_@_E,

Docu. No. : RCH /FRM / CLINICAL / 088
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a lot to treat the little.

PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

D
&a;ieme Progress Notes Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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Rainbow* . C e
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

| Date ﬁg/('f 2%

Time

Hb 143

PCV M1t

RBC 5.0

WBC 4}00

N/L

Platelets s

CRP

&) ESR

~ PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

20

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR 16.8] 1.0%

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / GLINICAL / 0138

(PTO)




Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA/ Cyst
Occult Blood

£e 1 ghe

YA

>

987

m
T

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

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

Radiology : USB o ..ooosivisseesensmsniusssssensustsserssssssnsnssensassaras sesarasasssasnssssnsssaiss st S HaasHRIASHISI s nsdssanmssnenttnis e slibmmassis

1= OSSO P PSPPI TR PP ISE RSO R RIS

Others (ECG, Contrast StUAIES BIC.,)  ...ouurirriiniiiriirsiessssise s
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DRUG CHART

e

Date of Admission: Z{lff% Drug AlIBraies: awsnssimsimmsmiist S /Fm wn any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR

NURSES -

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 IineI through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time

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

S0S / PRN (As Required Medication)

DRUG :

Dater
Tif'ne

Dose Route | Frequency |Start Date

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

v

Date
Time

Dose Route | Frequency [Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Dater
Time

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

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




REGULAR PRESCRIPTIONS

Weight. ..o Ward. ..o

Date

v

DRUG: 77 CZAXIMS

Tif'ne

Dose Route | Frequency |Start Date

200 rmy Py AD 2915

Name & Signature of the Doctor

Starting the Drugs:

L IRVIAY

T——

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

v

DRUG: T AW 0 ALOLL .

Dose Route | Frequency |Start Date

Tir'ne

Uf’*'nq Fo l=4] 29 (5~

Name & Signature of the Doctor

Starting the Drugs: —

A

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater

DRUG : T /ARA CirPmo L

Time

Dose Route | Frequency |Start Date

(972 | # Tho | 2915

Name & Signature of the Doctor

Starting the Drugs:
SV AR

-_-_-'-n_

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

A4

Tirpe

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs: /

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Weight: c..ocessiaiseins: WAL ciimmmmin
;?-H:::?.?:z;g - IP25-00020704
10-06-2002 BYUMND Date» . ‘
Dr. HIMABINDU ANNAMRAJU ) Tlﬂ]e Nurse Sig l Nurse Sig. l Nurse Sig. I Nurse Sig.
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtE Staﬁ Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor i e Dose flos
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: Cose h pose s
Dr. Sign Dr. Sign. Dr. Sign. DOr. Sign.
Date»
VARIABLE DOSE Tig]e Nurse Sig. Nurse Sig. Nurse Sig.
Dose Dose Dose Dose
DHUG : Dr. 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 Pieg fioe Rt D3
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: — — pose i
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁ:gzc&t‘i(?;ger Route Signature Nurses
Ay Try CeFoTRYINE \e W J@@ )
gam M a =
A\ Q¢ SSAM ;&'\ PanNTOPRMOLE Homc& \V : [@52 s
]
Ve | g D) ™ eTheLopramis \o v _(JQ_& i
1 g:SShM PrAmILe “Yj v >y
3als (2716 Am|T muoe RpsTOL Mo me P _:M | Modbira:
\ Vv .
? ’ {J \ Pl i,
: [ehulbaltan & . nhu
29 § Nebulbalian ¢ | /a"
K)/Lé 84 'nm LSO s ST BYTR™MO lﬂ‘-ﬁn i - /mbm}
O?Cls/ !U‘j{w VPP TIO™) Hpo (L [me Ple g/ Vel
O B - G
_ : ]
‘V\\)’ \Qusd PR OVPANSiea n b VNE e
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I.V. FLUIDS CHART Weight. ...oooveeeeee, Ward. oo
; iti i Doct N Date of | D N
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Your Right to a Safe Delivery

It takes a lot to treat the fittle

||||||||||”||||||||||||| irning Observation Score Chart - Obstetrics

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

9 / 7 76 Date
RESP
(write rate in
corresp. box)
Saturations
Administered
40
39
= 38
% 37 B WAL
o 36 A BN ]
35
< 35
170
160
150
140
130
x = 120
§ 110
= 100
[7]
o 90
80 9% | gpl® Al
70 PPN
60
50
40
190
180
170
L 160
G 150
= 140
(2]
@ 130 [P o] \?p\
T 8 120 P wWAVATUA [
> 110 ' [ agl A TA TR
o \
3 100 L |
2 90 f
T 80
70
60
50
& 130
E— 120
g 110
a 100
l =3 90 i
g 80 AN RAR 415 E)
T 70 H '.:‘ A 3
& 60 1
= 50
40
NEURO Alert [A] f\ 1 £ 1
RESPONSE i
2% Pain
Unresponsive
URINE > 30 —
mis / hour <30
Protal . Protein + +
rotginura Protein > + +
Normal
Loghia Heavy / Foul
. Clear / Pink
L Green
TOTAL YELLOW SCORES O1Y (VI [<10 )
TOTAL ORANGE SCORES g 0|~ 0
Nurse Initial - | %4




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

™\
A

4 g

2 Yellow Alerts or 1 Orange Alert:

Complete a Full Call the Obstatric T—
a e stetrician and repea
Set of MEOWS Observations

Observations in 30 minutes

& /

J
4 &
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

e v

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

3 e

1. All measurements in ml.

2. Add up each column separate1y Make additions across the page to obtain 24 hrs. total of intake and output.

Intake

Output | vsite

. Nature
Date Time of Fluid

Route

NG

Thrombo-

: . A phiebitis | Sign.
Diarrhoea | Vomit |Drainage | Urine | PSCie® | Nurse

LV N.G

08:00 am ns

Joord | T —

)

09:00 am ’RL

b o

10:00 am

12:00 pm

o |0 |Cj0 |Y

PL
11:00am | AU |
QL

01:00 pm QQ

Total Intake :

Total Output: () ~ —p o) ?@MQ&

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

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

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

. Total 24 hrs. Output
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Patient Sticker ; Children’s . Blftthght
o Hospital . BY RAINBOW HOSPITALS

CFLuDchaRT )

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.

Intake - 0“‘1’“‘ m Site

' Thrombo- [—a—
Date | Time obf‘af-tll:fi% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis [ Sign.

Score Nurse
Mouth LV N.G

08:00 am

09:00 am

10:00 am

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

07:00 pm

Total Intake : Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Qutput

Docu. No. : RCH /FRM / CLINICAL / 092
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: Rainbow” . C
Department of Anaesthesiology Childran’s & BirthRight
PRE-ANAESTHETIC EVALUATION Hospital _ | {)msemamas
Name: SI-HLPIA'REDD\/J Age: 2.2,
Date: .......... 8 ’SJ'LO’LC .............. Time: B?'L{
Diagnosis: MM?W
BP/CRT: oo HRL o Weight: .ﬂ.&f..‘i.f)g.ASA Physical Status: 11 % 03 04 05
- Ul.ahoratnry Data:
Hab: 1\1‘38/ Glucose:..‘..,..6..@1.......... T XRAY: oo
POV i cmmninsimininns 757 TS | JRPee et s oy P e ECG: oo eeveee
wec: 6. 00 . — L Total Bill: e 2D ECHO: -
Blite: . SOL A PN Nt oo, DU BB i SHESS/ANGIO: e
PT: ... 16hg/ ............. TR (1. o - NC (97117 g
PTE s isinigomesssmnsness (e SO .|| { .1t [ e
INR: '}‘DE‘ ....... 1V o AMYIASE: .o
T Y Doe! v A - - o) /.. . -V -
qu_ - W Allergies: N O

Medical History:  ©s: K |cln  Ryvenclug) A0 duaes  ddd boad Bu Ry
RESP : \ ) Diabetes : ﬁdM“dﬂu-ﬁk A_Yeau Rags -
o5 N\ My A Guwdeians

Renal : \ A0 M‘o 5,&&(‘@&[(&»%

Hepatic / GE : Physical Activity:
Others : \
Past Anaesthetic History:  ~p -
Physical Exam:
Airway: MP 1 @3 1 Mouth Opening: }G‘ g, , Mentohyoid Distance: ';}Pb Neck: @ © o Teeth:
Lungs: 1CAT A ¢ (g
Heart: g]g?/
CNS:
Pregnant: [1Yes (JNo [JNA Venous Access Site : Spine Exam for regional :
Anaesthetic Plan: TIMAC [ REGIONAL | JGA-ETT /) LMA
Peri-Operative Plan Explained to the Patient: Yes 1 No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
M 1. DVT Prophylaxis :
[Ss) R,&Q:g(__a.ﬁzj_&, Water / ORS 2 Hours
o M H__g SN 0RAL<: Others 6 Hours
[ Tab ¢ : .3 Informed Consent: ! Standard * High Risk
4. Post Operative Pain Management: LI Discussed with Patient

Signature: ....... g’ ............. Name: @n‘,g ..........................

Docu. No. : RCH /FRM / CLINICAL / 044
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FDH:;::::lz‘RED ‘"’mmtl Rain;%wa @
Mrs 11 mso i ’ i i ]
e ““\“\“““\\ ANAESTHESIA CHART E.g's'ggi;: .m

oo I i

L
—

Ghange in Patient Condition: = Yes @/No Fasting Status:?(’, A
Physical Status: }/Patient Identified B/Consent Present & Chart Reviewed =i
'] 3
I 1 S 1  F ol EFERv il e T AN
HR: ZJ2{Nuy  [BP/CRT:JO]/TF [ Spo, o i) 7721’; [RR: (0] | Last Feed: A=/ 3/ %
Pre-OP Diagnosis: ....... PO% ....... AL 2K operation: ... MmW)E{ ............... Date 3.5 / y L.
Surgeon: lzr}‘LW&bLI)OuAA .............. Anaesthesiologist: WW/DW\O hnician: .
E 10- [* 4985
N0 IR M . <104 . -
HALO /0 /SEVD P ANE B! Antibiatic
N Drugs: T
« Al 0 - ! A, o ;
[l lw vV~ T r‘; Suppository
!’ N I} ” % o j
‘j{J ek ~® I 1 Lao{ 0] 1Oon,
| '/f‘ﬁ Pl ,Vm PN J { o A “
| A VIV ] TDUTN Blood Loss
_Il_ ! ]
FI0, / 5a0, 1H0(%_[VOo
ETCO, o ¢ S 15b 176
Ece S\ ¥ Qa,o A= ML
Temperature
Urine Output NOTES
= alf
28 V I—— A —t—
[yt
B.P 240
V Systolic 220
A Diastolic
X Mean 200
» Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Cut 121 VI 7
100 T
ao; &
60 =
40
20
10
e
ABG
LAB Values
S
Others
Muipmem Checked and Temp: Indu Regional:
Functional [] HME [ Fluid Warmer v =il Extremity Specify: ..
/E/Bl:’ UL/ 1 Cling Film [ OH Warmer 1 Pre 0, I RsI /] Spinal [ Epidural E] Caudal
—1 Cuff Site: .M. 5. 'I/’I}Sl(ugger*s ] Cotton Wool LT Others
10 8211 ~Oth
rr(e ILeau - O Mask  _38GR
= ; Times: q [0 Airway ] Oral {1 Nasal
L Temp Sit ]
,r{’ FI(},(;[.]TVIUIHZDI Anaes Start 3@1\'\/ ETT# e @l e CM Depth
_4 Agent Monitor QP Start: - ':: Oral !__!Nagal [J Cuff
T Pulse Oximeter OP End: .. IO B e L Tracheostomy L] Topical Catheter at skin ....N......... €m
/Fr Capnograph Leave OR: ...)..\ ’ [ DrUg: s Drug Name & COnc: ..o
A Ventilator Anaesthesia: O Awake LDt Vision Bolus: .
L] Nerve Stimulator [ GA [ Video Laryngoscopy [ Stylette / Bougie Infusion:
o [ Monitored Anaesthesia Care [ Fiberoptic :
Ts"“’"zu'ma"w [ Regional Blade# ... AHOMpLS: ............ Block Leve:.....
] Pressure Points Checked Difficulty Why? ... Comments: ..........
g _ Line (Size & Location) Transportation to
ﬁ"’g{:‘;"' CICVP: e (] Bilat = BS [ PACU ey
[%Tape ] Semi-Closed Circle Relaxant Reversed [ Yes ; 1
o Padding [ Closed Circle g
- P - o Name of the Doctor .. M 9

Signature of the Doctar -
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POST-ANAED 11icw.. -

AN

INIT RECORD

Rainbow’ ) - 5o
Children’s (4 BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes & lot to treat the lite, Your Right to a Safe Delivery

\O- BOM\ Time Discrﬁarged 5 seeeenseesseesmesossrasts

Received in PACU DY .o Time Received @ ... b,
250 250 | 1y Canpela Site : s V\QUV‘@
240 240
L 230 230 Qo),;sk [] Nasal Prongs
é ifg ‘;fg ] Tracheostomy [] T-Piece
@ 200 s00 | ] Oral Airway [] «Nasal Airway
g:_ 190 180
8 180 B
2 :73 170 | Vomiting : O Yes #Ro e P e
-1 160 160 ‘ .
> 150 450 | NG Tube: [ Yes
Vv 140 7 :;g Drain: 1 Yes
130
A 120 _]‘ AI‘ ) il 120 Urinary Catheter: [} Yes []
110 _
% :ég I 100 | ChestTube: [ Yes
=1 90 90 ’ ;
2 i N ¢ } % Nil Oral ] Yes
70 T8 [V 70 —
o 60 V 50 AV = 7113 SRS ettt WP N | 4 WSS
175 50 50 02l FEBUS: weoevvrvecrerierrrrrrereesmcare s N
e 40 40
30 = 30
v 20 [ o] oz e 20
10 10
0 0
SPO,
MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
‘Able to move 4 extremities voluntary or on command =2 . . o
Abl: lg mu:§2§m$m§§ ‘:olumary g; on command =1 ACTIVITY \ V | A Minimum Total Score of 8is Requnred for
Able to- move 0 extremities voluntary or on command =0 9/ Discharge
Able to deep breathe & cough freely =2 ")/ .
Dyspnea or limited breathing =1 RESPIRATION | ] < . .
Apnee ' =0 r)/ (V Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 1 i i inian.
8P + 20.50 of Pro Anaesthe leve =1 CIRCULATION 9/ Q/ % space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
Fully awak —
Arousable on caling =1  CONSCIOUSNESS q/ v V]
Not responding =0
Pl d 21 coun s
le, dusky, blotchy, jaundiced, other =1
i 2o 4 v
Al ©f w
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
o hxor
N YO
e [‘ X J
Pain Tool Used: [ NPASS [JFLACC [ WongBaker TINPS Reassessment Frequency:

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

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

Transferred to Unit by (PACU): ..o

DA & TN - s
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e Rainbow"® . o

[ Patient Sticker l Children’s @ Birth Right
— Hospital BY RAINBOW HOSPITALS

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

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DR civicicssisisinmmeemmemnmmonaspenenss 111 [ Procedure done by ............ooovvovvovvvoeeooeroeoo
CSE /Spinal /Epidural Position : ................. SPACE ..o, Technique (LOR/LOS) ..................
Depth: ... Catheter at SKin: ..........cocooooooo i . ) L

Parasthesia : Yes/No if yes details :

Solution Composition :

Any other issues :

) 550515550115ttt
R s SR
i Infusion Rate Level Maternal
Time (ml/hr) Bolus (ml) Left Right BP Pulse FHR Comments
Delivery Details : ~ Time : .........oovveenne... APGAR: ..........co....... SVD / Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip Inspected :

Patient Satisfaction :

Discharge /Shifting ordered by
Doctor Signature: .............ooeoeeeeeeeeeoooo

Doctor Name: ...

PR T -



FDH-00038124 \P25-00020704 ®

CONSENT FORM FOR GENERAL z*:n:*;:;‘“ Y uwe 6 s ‘EEELEL‘L‘ZE%&?
REGIONAL ANAESTHESIA / “\“\\\m\“ e T
MONITORED ANESTHESIA CARE \\H\\\\\l\\\\\\\l\\\\\

Patient Name : KJ‘H%)/} ............................ Age :

UHID NO: oo sesieneasss s Surgeon Name: ......... '@s{ 4

AN2EStNESIOIOGISE © ......veerevereriesssereeseesrenssissssseses N s VAR C,.W)r{ﬂ ...................................................................

aﬁ%%&eﬁﬂ]p

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

Operative procedure planned : .........ocovrurumeeuseennn AL EHOE S

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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 O Diabetes mellitus [ Renal failure

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

[T ORNBIS: ... neoyusesmsismssssasssssassinosinssyith ; N 5 YRS O s ST S ———
COMIMIEIES : +uvvvsvssessessssesesesemsessessssssssssssessesssasssesessesssasssssssssasnsEsEEE S ES SRS EE LR R8RSR

« 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
............................................................ the above mentioned operation / Diagno(glic / Therapeutic procedures

| authorize and give consent for anaesthesia ( O Regional /%ral 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 PT.O




| understand that there are some infrequent complications that can occur due to use of anaesthesia, these include

pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

| authorize the anaesthetic team to perform any additional procedures (for example, Central Venous Pressure line,
arterial line, use of nerve blocks for pain relief, changing from regional to general anaesthesia gtc), which are

- considered necessary by them during the course of surgery.

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

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

will administer the Anaesthesia.

- Pregnant: O Yes LD/I\{

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature @ Anaesthesia / Regional Anaesthesia@\nesthesia

Care to be given and discussed the risks that particularly concern this patient.

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

Patient / Paﬁglﬂ"ﬂﬁi?i‘dant 3

Signature : ....: L .,Sl't .
Name : ... Ls St QR B

Relationship with Patient: ...V /€77)

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

Witness : ﬁ_’
Signature : ............. 5=, e N

NameS*C{ (et
Date & Time : }?JSI%X’JHM

o
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It takes a lot to treat the little.

OPERATION THEATER NOTES

FDH-00038124 |P25-00020704

Patient's Name Mnf'oz_“;:;‘ e mmo Bl cememmmsneedSF SR ORI AQE : oo Gender : .....cocoeeeeens

U] 511 o JEU—— “ m\m “““““ “““““\\ N e Weight © w.veveeeeeeenne.

Surgeon : Asst. Surgeon: Wi ~ Surefbe

Anesthetist : fr- Dg/{(ﬂ, OT Nurse : B~ WMA’

Surgical Procedure :

WY sTiRoswoP/ + PolY PELTD MY

Indications for Surgery :

ENDOM ETRIAT  POLYP

Date : na| 0¥l @ Start Time : End Time :

PRE-OPERATIVE PREPARATION :

— I chpTAXIME Lpﬂmw

_ X pasolmou Hey e
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