DISCHARGE SUMMARlﬁglsl_girté""

Mrs NANNAPANENI

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘ BirthRight

| | Name CHARISHMA | UHID FDH-0000652
' Father/Guardian | Mr KUNAPAREDDY PAVAN Age/Gender |29Y 9 M 24 D/ Female
‘ KUMAR
; ! Address - Jntu Kukat pally Hyderabad Telangana INDLA 500085
~ IPNo IP25-00020682 Admission Date 28-05-2026
! Ref Doctor

—'stchargenate [26.05.2006

Consultant:

~ Dr. Pujitha Devi Suraneni

'MBBS,MS(Obs & Gynae),FMAS, FICRS (Robotic Surgeon)
Senior Consultant-High Risk Obstetrician and Laparoscopic Surgeon
Reg. No: 55973

Diagnosis:
PRIMIGRAVIDA AT 9+2 WEEKS GESTATION WITH MISSED
MISCARRIAGE FOR SERPC

History:
Presenting complaint:

Viability scan at 5weeks on 20.04.2026 showed,
Single intrauterine gestation sac is seen eccentrically along the fundus of the
endometrial cavity, along the lateral upper angle or cornua of the uterus likely
angular pregnancy. Gestational sac measure 1.3mm (MSD), Yolk sac and fetal
pole not seen. Bilateral ovaries normal. eon)
Follow up scan on 09.05.2026 showed, Single early intrauterine pregnancy of
6+6weeks, Yolk sac and fetal pole seen. FHR - 148bpm.

USG done on 27.05.2026 regular gestational scan seen at ~ 9+2 weeks,
showed SLIUG, CRL - 25.1mm, FHS - Absent, Fetal pole - present, yolk sac -
present. Impression : Missed Miscarriage.

1g the
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Childrani &BirthRighf"

‘ | Mrs NAN NAPANEN_I ! Y RAINBOW HOSPITALS
UHID Al
Name CHARISHMA Ho s p V‘ounﬁ Right to a Safe Delivery
.~ |IPNo | 1P25-00020682 Admission Date

~ Admitted for SERPC + CMA
'Menstrual History:

'LMP: 16.03.2026
Previous cycles: Regular.

| Obstetric History: i
~ Primigravida - present pregnancy, spontaneous conception

Medical History : H/o Hypothyroid (Used Homeopathic med:22*9n) since 1

year. oo
Started on Tab. Thyronorm 25 mcg since conception. | FAEA

~Surgical History : Laparoscopic Appendectomy in 2011. . ..,
Allergies : Nil R

- Family History : Mother - DM +HTN

: Investigations: Enclosed.
'Blood Group & Typing - " O " Rh Positive.

Surgery Notes:
Operation performed: SERPC

' Indication: Missed miscarriage

Operative findings:

- Patient shifted to OT.

- Under GA, Patient kept in lithotomy position.
- Parts cleaned and draped with betadine. AN
- Anterior and posterior vaginal walls retracted with SIMs speculum.

- Anterior lip of cervix held with Vulsellum

- OS tightly stenosed.

- Hegar's dilators couldn't be passed.

- OS dilatation initiated with saline infiltration.

- Gradual OS dilation done with Hegar's dilators up to No.06.

- Ovum forceps could not be introduced.

@ 1800 2122 ® www.rainbowhospitals.in







- Products sent for CMA
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| Mrs NANNAPANENI

| } UHID mm 000 BY RAINBOW HOSPITALS
| Name CHARISHMA , - B | Hos b i : 4:mur R\g?( to a'Safe Delivery
IP No i IP25 00020682 Admissmn Date 28 05 2026

- Karmann's cannula no. 6 introduced
- Suction and evacuation of all products of conception done;
cannula no 6 Under ultrasound guidance.

w1th Karmann S

£

- No active bleeding seen.
- Tab. Misoprostol 400mcg kept vaginally.
- Check scan done showed empty uterine cavity.

] Post-Operative Notes: - Uneventful. Patient and attenders were informed

“about difficult entry, procedure was completed uneventfully under ultrasound

guidance.

Advice:
1. Tab. Augmentin 625 mg twice daily till 03.06.2026 (9am - 9pm) after
food.
2. Tab. Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food
till 03.06.2026

3. Tab. Dolo 650 mg twice daily (10am-10pm) after food uﬁ $6.06.2026

4. Tab. Misoprostol 200mcg twice daily after food (9am-9pm) till
30.05.2026

5. Tab. Pause 500mg once daily at bedtime (10pm) after food till 31.05.2026

6. To collect Microarray Report.

7. To do serum TSH after 6 weeks

8. To do RPOC scan after 1 week (04.06.2026)

Review consultation with Dr. PUJITHA DEVI SURANENI, on 05.06.2026 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
emergency care etc also have been explained by doctor ................ in a
language that I can understand and I acknowledge.
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O 1800 2122 @ www.rainbowhospitals.in
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iy | Mrs NANNAPANENI

* @ BirthRight

| Name ‘ 5' UHID HOS its BY RAINBOW HOSPITALS
i CHARISHMA i ) p Your Right to a Safe Delivery
IP No IP25- 00020582 Admission Date 2—31—0»5 026

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 goin'gz'f()nline_ to our
- website www.rainbowhospitals.in

Registrdr' ResrdenthM-O

HEFRH-OL
1805

Consultant:

Dr. Pujitha Devi Suraneni
'MBBS,MS(Obs & Gynae),FMAS, FICRS (Robotic Surgeon)
Senior Consultant-High Risk Obstetrician and Laparoscoplc Surgeon
| Reg. No: 55973

" §
.I'.'

® 1800 2122 @ www.rainbowhospitals.in
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SURGERY DETAILS

Gender: .FQU“-UQ) L E— C)T .............. UHID No.: 'FD,' / ’OYJ?JUQS?/ Z

Date of Surgery: ‘l%[h(u ................. 0T []0T-2 _30T-3 []0T-4 [J0BGOT-1 [1OBG OT-2

'
Name Of the SUTGEIY © .veeeveurrirmemiressisssssssssssssnsasanes gé{ﬂ{_yﬂ .........................................................................

Time in L"?/um ..... Time Out -..........4.. 7 6rC’Fm ..............
NAME AMOUNT
1. Surgeon Dﬁ&fbﬁ\uf\ﬁ’\ ............................................................................
2. Anaesthetist X 5{\\(\\\/&9 ........................................................................
3. Assistant Surgeon : ....... DY ..... POOJDC’* ......................................................................................
@ 4. OT Technician 9<5‘waf*f\f ...............................................................
5. Circulating Nurse :....%<. WIBMMM% ........................................................................
6. Assistant Nurse %H’C{T)C{MQYI% ..................................................
Special Equipment: [ Laparascopy "] Broncoscope (] Harmonic [ ] Morcelator
| C-ARM [] Cystoscopy | "] Versa Point [ Liver Cusa
("] Neuro Cusa R R —

Signature W Signatur%;rculating Nurse

Order No: glﬁék“ﬁ OB Y woverrd A e sssssssssssssssssssses

Docu. No. : RCH/FRM/GENERAL/114
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_L ::'u:::o?mmcm’”"" J Children’s l .Blrtth ght

nvomup

: Dﬂl’lﬁl?lbmﬁll!ﬁﬁllll , CONSUMABLES OF OT Hospltal | e
M lll
............. TECRMIGIAN © ovvoovoeveereeerresersesssssneeeneee DB L ciiiiiinriniecieriiesisennnens T D
Anaesthesia Disposables mmm" usea | Surgical Disposables ,m“m" usea| Disposables (Baby Side) e
ET tube Major Pack [, ¢ ¢ S [ Inj Vit.K
LMA Sutures ' Cord Clamp
ECG leads : A /R=Hr >3 Suction Catheter
HME filter : A/ PN 7 Feeding Tube
Syringes :10cc O3 Vaccum Suction Set
05 cc o> | Gloves & (. st L | Surgical Gloves
02 cc D53 3 Gauze Pack
01 cc Syringe 1ml / 2ml
Cautery plate : A/ P /N Surgical blade Surgical Blade # 20
IV set NG tube | Koochies (S)
RL 7 _| Cautery pencil
NS : 10mi/ 100ml / 500mi / 1000m Koochies
S Jp £ 2| Ointments
M- »© | | Suction Catheter
Fentanyl Cap, Mask
Morphine Gauze Pack “
Ketamine Mop Pack ! '
Propofol D2y Steristrip
Rocuronium & | Underpad 2+ (ot 120 Oy
Glycopyrolate o /| Draw sheet = ) ¢
Myopyrolate Abgel a:m [; o
Ondansetron /o | | Foleys catheter 3. WA \(TDY| [ 447" !
Pencan 25g/ Spinal Needle 22 Urobag e [
Bupivacaine 0.25% Chest Drainage Catheter " P @ |
Bupivacaine 0.25% (Heavy) Romodrain bag '
Antibiotics Bandage
By s (17 (| Tegaderm
Supposnones loban
Anamol : 80mg / 250mg /170 mg Double J Stent
Supridol : 100mg 9] | Vaccum Suction set q
Justin : +2.6-mg1-25mg+ 100mg ) | Plastic Bed Sheet 7
Tab. Misoprost : 200mg Betadine Solution 7
/A]/f‘f/ﬂ Bl 22 &) | Microshield
Cotton Balls
Latex Gloves e
Ramdione Scrub ¥
Saral

Surgeon Anaesthesiologist Nurse OT Technician

Order Nagz-. | "3 S5}, '“\;Qé [ 5L /3F ... T T VRS - o ¢ o1 .. RS —
Doc. No. : RCH/ FRM / GENERAL / 125 (
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P o Rainbow Children's Hospitals - Financial District

Rain b‘ow_ Survey No 74, Nanakramaguda village, Serilingampally(M) ,Hyderabad ,Telangana, INDIA ,500032.
Children's A TEL NO :040-44665555
Hospital b i WEB : https://rainbowhospitals.in

-Ra!nbﬁw

ADMISSION SHEET

Registration Details :

Admission No : IP25-00020682 Admit Date :28-May-2026 Admit Time

HEEEIET I T e m

:09:11 AM UHID : FDH-00006529

Patient Details :

Patient Name : Mrs NANNAPANENI CHARISHMA Age :29Y9M24D
Guardian ¢ Mr KUNAPAREDDY PAVAN KUMAR DOB : 04-08-1996
Gender . Female Religion
Occupation ; Martial Status : Married
Address (H) - ~ Jntu Kukat pally Hyderabad Telangana Phone No : 8464082559
INDIA 500085 ’ . . N
E-mail : na123@rainbowhospitals.in

Admission Details :
Bed Type : MICU Bed No :LDR-02
Room No : LDR-02 Admission Type : First Visit

Ward Name :4F-LDR

Contact Details :

Name : Mr KUNAPAREDDY PAVAN KUMAR Relationship
Contact Address : ~ Jntu Kukat pally Hyderabad Telangana INDIA Phone No
500085

/(o]

ﬁuw%

£ «

Signature

Doctor Details :

Doctor Name : Dr. PUJITHA DEVI SURANENI Specialisation

Referral Doctor : Phone No

Co-Consultant

: OBSTETRICS AND GYNECOLOGY

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name

: MDINDIA HEALTH INSURANCE TPA
PVTLTD

Printed Date / Time : 28/05/2026 09:13 Printed By : 018711

3%4«‘%6869 63
5
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ACTIVITY RECORD FOR BILLING

FDH-00006529 1P25-00020682
Mrs NANNAPANENI CHARISHMA

Name; -- 04-08-1906 20Y9M24D  (F) -

"2
Rainbow®
Children’s
Hospital

Tt takes a lot to treat the little.

BirthRight

_HY RAINBOW HOSPITALS
| Your Right to a Safe Delivery.

Or. PUJITHA DEVI SURANENI

TN [ 11 T — ot
Date of Admission : -----------=---- Time : --=======--—-- Date of Discharge : --------=-------- Time: -—=--=---—-
Room / Bed No : --------------- Ward : ----------------- Suggested Billable bed type : -------- --
WARD TRANSFERS
Date Time From To Sign?i"ure of Nurse
ag I5 g WL Sp, e o1 W
aela2b | \¥fop O QLCU | ot
9% | u\‘.\mrw— 110(VTS P.-;ll\,w,l« AL
Cross Consultation Visit
Doctors Name Date Order No. Signature
M.
Z.
3.
4,
5.
6.
7.
8.
9.
10.

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




INVESTIGATIONS

Date

Investigations

Order No.

adl

{5

28 [<] 9¢
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MEDICAL EQUIPMENT ( WARD & ICU)

Date Ezi?;‘ranc;t ijl_r;fnc:ng Disc?r?:jzcting Order No. Signature
, FEYERTES P
0 ASE | podins coonidad Qome-e ag[s|2e | By
| 1120pm | (@S 20pa,
e T
s A
- C
A b
- “%’U«* 3
A0g|412° it}




PROCEEDURE

Date Proceedure Quantity Order No. Signature
9Rs\gk [\ ‘%ﬂm(emok{\'\ ' | (29€ L Jas
. } -
“ 1 ,Qd Lj
A

& - ™
9% \]S\H .
210w

ANY OTHER INFORMATION

Time :@ g\\,\\ %{VJ\

Prepared By : Q'GNL&; V\

Staff Nurse

Shift / Ward

U

C

(c\}

Billing Assistant

Billing Supervisor




|P25-00020682

=D|-|-o:t:3;‘i:°m!m CHARISHMA M/g
et e dottit | Cairrans | @ BirthRight
(i Hospital | () zzuemoomc

NURSING SHIFT HAND OVER FORM

3 Diagnosis: g\ (}Sﬁﬂ mi%f@mlfw . Any Infection: [JYes /BNB J Not Known
’g" If YES SPECHY: ....vvoevecveerrrisenieesersseren s
5: Surgery / Procedure: Post OP Day:
[z
o | Date
S Shift e
£ | Medical Condition
§ (Any special condition to be noted): QM
& | Diet: N B
Allergy: [ Yes [HNo | C Yes O No | Yes T No |0 Yes CINo | Yes = No | Yes T No
Ventilation (RA, NP NIV, VENTI): B
Tubes/Drains/Catheter: L1 Yes Mo | 0 Yes CINo |0 Yes CiNo | 0 Yes O No |1 Yes C2No [ O Yes CINo
= | Vital Signs: Temp: | Qk64
o Res: 2o
2 Sp0,: | (@
2 Pulse: | (2
BP: | 102
LOC: |con S,
Fall Risk Score: | glie \ (
- ' v
Pain Score: | alia N \
Skin Integrity | GeoQ) 5 18
Safety Needs: | Yes J+hor| T Yes C/No |01 Ye$ C1No |0 Yes TINo | [ Yes [INo | T Yes TiNo
Physiotherapy: NP~ //
E Others S.peci_fy: O Yes [No| (1 Yes /0 [0 Yes C1No |01 Yes T No |C Yes CINo |1 Yes 1 No
'E Special Diet: | pp g
& | Critical Lab Test / Values: w)H—
E |Other Special Orders / Medications: | Yes _No | Yes [JNo | i Yes CINo | O Yes [1No £1Yes CNo | Yes [1No
E PU Prophylaxis: [ Yes N0 | L Yes ©)No | Yes ©1No |3 Yes CINo |7 Yes 2 No | I Yes TTNo
DVT Prophylaxis: L1 Yes N0 | ] Yes ) No | (1 Yes [ No | CI Yes CINo | © Yes CiNo | £ Yes O No
ADL (Dependent / Non Dependent): nok )
[}
Post Operative Procedure Special Orders:
Handed Over By Name : M
Signature /1D : Qo )
Date: ¢ l9pks
Time: /) qf,\
Taken Over By Name : -
Signature /1D :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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Patient Sticker |

%

Rainbow®
Children’s
Hospital

Tt 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: }DYes CONo [ Not Known
g K YRS SPECHY: ..ivivisnesssinmmansmsnsnmemmtaosbrasss
E Surgery / Procedure: Post OP Day:
g Date -
& | Medical Condition
& | (Any special conditior to be noted): :
3 | Diet
Allergy: L1Yes CINo | Yes C1No | Yes C'No | Yes O No |C1Yes CONo | Yes 1 No
Ventilation (RA, NP NIV, VENTI):
Tubes/Drains/Catheter: CYes CINo | Yes ONo I Yes C'No |1 Yes T1No | Yes C1No | Yes 1 No
= Vital Signs: T%’ZEE
c% Sp0 :
“ §
@ Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity ]
Safety Needs: |~ Yes O'No [ Yes CINo |1 Yes C1No |7 Yes OONo |1 Yes O No |01 Yes 0 No
Physiotherapy:
E Others Specify: [1Yes CINo | Yes C1 No C'Yes CINo 1 Yes C1No | C Yes C1No | Yes I No
:‘E Special Diet: |
g Critical Lab Test / Values: i
E | Other Special Orders / Medications: |1 Yes ©iNo |1 Yes CINo |C]Yes CINo |1 Yes 1No |0 Yes — No |l Yes O No
E PU Prophylaxis: “JYes CNo | Yes CINo | Yes CJNo |l Yes CINo [ Yes C1No | Yes I No
DVT Prophylaxis: C1Yes CINo | Yes CINo | Yes CINo |7 Yes [1No |l Yes CINo |l Yes CINo
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature / ID :
Date:
Time:
Taken Over By Name :
Signature / ID ;
Date:
Time:




BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

, o .. ADMISSION SHEET FOR GYNECOLOGY
. BirthRight

Ref. No. : F/IGYNIC/18

Date of Admission : 2 %’ §r[u°

Time of Admission :

------ PERSONAL DETAILS conncuaucc e cmmneeam e ensaaasssatanan e an e ... ——————————————mmm e e —e e .. —————————
Name : WA Mo— Age__2 0\ Date of Birth
UHID No:__FDL\ cnobE <2 9 IP No.:
Department : QARG Consultant : Ry . Pu{;}’\‘['f/\-a’

PRESENTING COMPLAINTS #=emencnana-

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

Mmit&alzﬁw

qu(z}h’flb) : JJar ( Stam e
vy ®, fP O

SERPC ;MO messd WM%

nassed s

CRL~ 95 1mwm uﬂ“D (@ +2 Loty .
Gy~ PP, kpord - bmwﬁte\-
MENSTRUAL HISTORY OBSTETRIC HISTORY

Year of Marriage :  2p 3 3

Previous Periods :

LMP: HH%

Contraception :

Parity : A‘
Mode of Delivery

Last Child Birth :

---qm--------.--------un--.-----pu--------q--------n----.---------------




MEDICAL HISTORY SURGICAL HISTORY

A S
N TAepiamam. Fup o oveeplion

S~—

FAMILY HISTORY NOTES /ALLERGIES
M- pm Hm NI -
A TN TTATL A S SES SN IEINT 5w mm o om0 0 0 0 1 0 1 0 000 0 0 5 A 2 e
Date Breasts Local / Speculum Examination

Ht. Wt.
Y
BMI pPL- %(o;yym QOQ_’_ o

0
B.P poc}-ﬂm M}H) )

Pallor Abdominal Examination oot dee

Bimanual Pelvic Examination

CVS

Respiratory System

Thyroid

-

]
L
L}
'
L]
1
1
1
1
1
1
1
1
'
]
1
L}
1
1
1
1
1
i
(]
1
L]
1
1
1
1
1
L}
L}
1
L]
L]
1
L}
1
L}
L}
1
1
1
L]
L}
1
1
1
1
L]
L}
1
L}
1
1
1
1
L}
]
1
1
1
L}
L}
i
1
1
1
1
1
L}
1
1
]
2
L}
1
]
1
L}
1
L}
1
L}
L]
1]
L]
L]
1]
1
1
L]
L]
L]
]
1]
1]
1
1]
1
1
L]
"
1
1
1]
1]
1]
L]
1
L]

PROVISIONAL DIAGNOSIS : MISSED  mISCARRACG E

INVESTIGATIONS ORDERED PLAN OF MANAGEMENT PRESCRIPTION
(e T% Aot
o 3 CEqpl CotvsanS
) 4 - 12-Y fould  refouchan
wAsC - 7986 Secue (v Alee

g C-252 tdpr o7 Bechag

k- 4

T

- -

Name of the Doctor : f}\‘ . —_—
Date : ~ @ L = ! M Time : Signature of Doctor :

C
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2
Rainbow® 3 Ly
Children’s K BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

STETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission:

Baseline Information:
[JER

E!'/I'eltrgl.i

Admission From:

Primary Language:

Do you require aninterpreter? [JYes [ No

1 OPD [_].Admission Desk
(] English ] Hindi
fiYesspeely Ll

] Others, specify
[] Others, specify

Source of Information: [ Patient [J Family [ ORBES, SPBCHY ....ivmiciccusssissiommnismsismsimesseasivsstiisbsstsnsseriorens
7
Allergies: [JYes [No  [JMedications [ Blood Transfusion (] Food 01112 P
(ETIR1111 1) —————R————————————EEEE SR S
ChIOE COMPIRIIE: ..o omsiiisiissonsinssnsmiasssisasssmmsssanssssmassasssasstassrsssssssasas Doctor Notified on Admission: [ J¥Yes—tINo

........................ oMe ... .missce

pﬁ)f‘%CCOTDU\CC(E Name of the Doctor:
Time NOHIEd: ...coveeieeeeee g

Past Medical History: Obtained From [ Patient

"1 Family Member

] Medical Record [ Other (specify)

Past Medical History Past Surgical History Previous Hospital Admission
@Uﬁp d}m\ ot-0) (Lllr WAL '
.. lap q’)PG'«BOR(Qé'O?\\‘I—Q_bH _—

Gynecology Assessment: [ Not Applicable

Gynecology Surgical History:

Gynecological History:

Menstrual 3 115110] ST Caesarean Section: [JNo [ Yes Contraceptives: NG [ Yes
................................................................. Cervical C'arclage: Mo [JYes Vaginal Discharge: [ 1Mo~ [ Yes
Onset of MeNarche: ........ccocoovvvinnisienenses Ectopic Pregnancy: D*No/ [ Yes Post-Coital Bleeding: L}No/ [l Yes
Menstrual Cycle: CRegular [ Irregular | Myomectomy: (rilo [ Yes Infertility: (NG (] Yes
Last Menstrual Period: 15(3[36 .......... Others: If Yes Type: [ Primary [] Secondary
Obstetric History: G ........... T T T Lt Tt domnns ersase T R, e

Previous LSCS: .............. e TV = SRS LS o oL

Current Medication: [JNone [ Yes, If Yes, Fill the reconciliation form

Family History: L0 Abnormalities Detected

[[] Heart Disease ] Hypertension [ Diabetes [] Stroke []1Seizures [ Kidney disease
[] Liver disease [ UOMIBE . 0561 vstserssnsvinssassnsesasenensnrsnssntsashess aresesssnsssntas s sse R s aesbms SR RS OFURERS 93 FRTR SRS SEamA T e g sa TSRS SR S0
Vital Signs / Measurements:  Temp: 365 HR: . 2% RR: .2
BP: \?/\[fi} Weight: ......o....cc.. Height: ..., BML: ........c.....

Pain Assessment: Pain: [ Yes

[CINo

(If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151

(PT0))




Patient Sticker J

PHYSICAL ASSESSMENT

General Appearance: [ W CTill looking [ Anxious [] Agitated LI Others: ......vocevuvreeennreennnnnns

Fall Assessment: (JYes [INg~ "Score 0(\0 (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [ ]Yes [ No/ Score ‘D(‘O ..... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
“J Mobility problem " Walking Problem _ Ne-Atnormality Detected
E‘ Developmental Delay ) Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: /mno Abnormality Detected
L] Overweight L] Poor Appetite > 3 Days L] Needs Therapeutic Diet.

C1Under Weight [ Diabetes Mellitus L] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
0 }alfn/& Cooperative [J Restless L] Depressed [] Agitated [] Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single D/Manﬁf LIDivorced [JWidow
2. Special Habits: Smoker: [ Yes DJ}a/ Alcohol Abuse: [Yes C1Ne—  Drug Abuse: []Yes [1Ne
Social History: Lives With ......... — //}- G&N\‘N ...................................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : g)fé No Waste Disposal Explained: Zﬁ [LINo

Infusion Pump : D@E No ‘Hand Hygiene Explained: [ ye(D No L1 Others
Above information givento .................. W AR .. —

| Name of Person Orientation was givento: ...... 'QMB})& ...... Rl <o

Orientation N0t GIVEN REASON: ...........coueveeeeeeeereeieereeeeeeee oo
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takes 3 lot to treat the littie.

PROGRESS NOTES AND DOCTOR'S ORDER

@ BirthRight
BirthRight
. BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

ga':?me Progress Notes Doctor's Order
DY 171
E /}/?m e
NAM x 4-6

QAM ) vday }‘Rh\) ]190
P 4¢ lo pr B m{rﬂw@ﬂ.
P) lob f@émmfm Ll
SDD?. 94. d i

nm thﬂ—

I\v MPrR

)
-

Docu. No. : RCH /FRM / CLINICAL / 088 (PT.0)




Patient Sticker
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Rainbow® . s
Children’s | @ BirthRight
Hos p ital . BY RAINBOW HOSPITALS
It takes 3 lot to treat the litte. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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RESULT SHEET
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Children’s ‘Blrtthght
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e
It takes a lot to treat the little. Your Right to a Safe Delivery

Déte

29518 b

Time

Hb

19U

PCV

2\

RBC

W25

WBC

2480

N/L

Platelets

254

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138
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Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

fe€ ~

)

A!A./& “~
W s U

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

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

Radiology : T ——r 7 10 NN SR 7

ML oot sssssssmss st bossssisibissssiior e NS
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Or. PUJTHA DEVI SURANENI

LETITER

Drug AlIEIGIES: .....veeeeeeereerrrsrnnnn) M 1 \\ ...................................

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)

C

Rainbow’ ) _—
Children’s (L BirthRight
HOS p ital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

IEDICATION RECONCILIATION FORM

wt,km)wn any Drug Allergies

Shifting FrOm: .o..ooviieieeee e SHIfted 10: ..ooveeeee e
oMo | (e IO | oS | o VS | ey | ASTOOSE | aomsion
1 T m?rm WP PO 0o LQIY’L(; mlgral
2 ¢ CIoc
3 ¢ [Ioc
4 Oc e
5 \ Oc¢ CIDc
6 \ ¢ Ooc
\
7 \ ¢ 0o
8 \ [0c CIDeC
9 \ [JC [IDC
10 \ ¢ dOoc

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

Date &Time : ... ZBL 526

NUrse Name & SIGNAtUIE: ........c..coeoeereererieece e,

D= R 11 1= T
Docu. No. : RCH/ FRM / GENERAL / 090
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r. PUJITHA DEVI SURANEN Hos pital . BY RAINBOW HOSPITALS
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T DRUG CHART

Date of Admission: ﬁ[r{i& ......... Drug AlIBIIES: «.eeveeeeeeere et JMOWI‘I 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 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

NURSES
)

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)

Date»
Tigne

DRUG :

Dose Route [ Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Dater
Tivme

DRUG :

Dose Route | Frequency [Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date»
Tigpe

DRUG :

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. ......ccoovvnne Ward. ..o,

DRUG: ‘)« PPRA(eTAMOL

Date

v

Tij;ne

Dose Route | Frequency Sta? te
(o | Plo | TID _|rels[2b

Name & Signature of the Dactor
Starting the Drugs: Q/

A
( v SRINW)

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Tirpe

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

¥

Tirpe

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Time

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



‘ng.nooto“z

?:':?'EE?““‘";: :ﬁ:za? ® WEIGht. oo Ward. ..o
[ qa-084 vl SURAN Date»
r, PUATHA \\\\\\“\\ Ti ‘ ‘ -
| U‘IE I NL!I'S‘B'SIQ. I Nurs\gSng. | Nurs&Sm, l Nurs::’ng,
[ \\\\\\\\\\\\\\\\\\\\\\\\\\\ Dose Dose Dose Dose
Dhuu: 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 Bose fow oes Pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: . s o B
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIU]B l Nurs‘ESugA Nurs‘tzSIg. Nurs&Slg. Nurs‘e;Sig.
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 o Rose Dtie Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: = re o s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁ:ﬁﬁ;g;ger Route Signature Nurses
6 Y yis
‘2}‘3\“\7\SL Haw |t pegmevm| 29~ [TV = Z%fk
S - .
95\d W ey | U e opiiné FOFs j» ap
6 T ﬁ W g
9% \S\m AL I 14y PAwTS pFAoL 4 e Y & &
Qﬂ,\dﬁ A0 1,3% . M (SOFM@'TDL{-r ftam-«f fv (M/ (%;

'/ 3 €O . DICLOFENPC - M
ngQ.S 1R v |Suep- D 100 mﬂr P/R &/ ”01;{’}/].(/
gl (a-SBe . | Supp TRAMA-POL 100 rgf f/ﬂ £ o huAV_La

| g L
N v e bt i ,\f O o T ! \ L AA
,2@(5 11 pwe 3,\] DROTI R "‘"ﬁ A P %v&lfwf
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L.V. FLUIDS CHART Weight. ...ooooveeeee. Ward. ....ooooveveeene
i Composition of |.V. Fluid Flow Rate[ Doctor | Nurse | Dateof [ Doctor | Nurse
Date Time (If infusion, rn[zntion ml./hr = Mcg/kg/min. etc) Route mi/hr Sign Sigﬂ Stopping Sign Sign
‘ X s . e AN o‘«g Ouudw
%‘; S e ¥ [te JC b |8 {,A!f
. Jot
A |
2 N
9 (Ef 14 9 4?37’ EZ«N 7
22 # A~ javs v |72 'Q* :;

[
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/arning Observation Score Chart - Obstetrics

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

Date
Tlme910'@421@34567891011121234567
Resp 55 =
corresp. bosg | 11-20 11 |
Saturations 94;;;‘:’;% e 2
Administered 0, (L/min.

2,dwal

ey Leay

190
180
170
160
150

140

130 A

120 W e

110 yaliVel

100

—
3nssald poojg 1joishs

90 \
80
70
60
50

“—
aInssalq poojg 1joiselq

130
120
110
100
20 J

80 v P N
70 | b

\
s A ps

50
40

NEURO 3’?“ AN ATKT TAT T T T 1
RESPONSE el
[v] Pain
Unresponsive
URINE > 30
mls / hour <30

Proteinuria

Protein + +
Protein > + +

Locki Normal
achia Heavy / Foul
Li . Clear / Pink | ¢ [
o Green
TOTAL YELLOW SCORES v elv i)
TOTAL ORANGE SCORES [4 Q /
Nurse Initial QJ/I b




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

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

e N N
Complete a Full
Set of MEOWS
Observations
K - S
=
9

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

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

Your Right to

a Safe Delivery

9

1. All measurements in ml.

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

Output

|v Site

Date | Time | o fFjyig

__ 4__N_am

Diarrhoea

Vomit

1 Thrombo-

Dramage Urine phiebitis

Score

Sign.
Nurse

Mouth

N.G

08:00 am

09:00 am

10:00 am

11:00 am Q;b, NEm

1 Wl ®

i

12:00 pm N

——

&:’\MQ o

W3

01:00 pm L Ara

= 0

o [F

Total Intake :

Total Qutput :

U=t T

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

i

Total Intake :

A qugl Output :

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 A

0500 am /

06:00 am i

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

Docu. No. : RCH /FRM / CLINICAL / 092
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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.
T e e R e
rombo- .
Date | Time ofﬁagm Route NG | Diarrhoea | Vomit |Drainage | Uring | 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 : ; /lﬁtal Output :
02:00 pm f
03:00 pm

04:00 pm P

05:00 pm
06:00 pm o
07:00 pm
Total Intake : / Total Output :
08:00 pm Fa
09:00 pm : /
10:00 pm
11:00 pm /
1200am| - /
01:00 am /
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
0500 am
06:00 am
07:00 am
Total Intake : Total Output :

)
Q\\

Total 24 hrs. Intake Total 24 hrs. Output

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

Department of Anaesthesiology Children’s BirthRight"
PRE-ANAESTHETIC EVALUATION Hospital | () mscrosmus
Name: ..... NMW .................. p ...................... UHIDINO oo

I:aburatnry Data:

HOb: e GIUCOSE: ..o 5 (1] ;1|1 e BV oo L WRAY: . cvnsssisasens
POV: e U8R s AT HBS Ag: ... 7 INE 2 c
WBE: siiasmasisismnsns Creal: s Total Bill: oo HEVE: csiriesmmngcanns PDEOHO; o hncovaansdois
Plate: ...coooveeriienrininnne NE: .veioenresensesssnensonsenerens | DIe DI s iosssussashasizssisine Blood group: O‘f Vo Stress/Anglo: ......oeerevne.
T — [ L, %\ QK ]é)gg 11 R
{22 8 CaFH rrssssssssnsrs AIKPROS: corvrsiiciviiiaiei s T4.... 6 ..... ggo
1S MO+ 0 oo AMYIASE: oo TSH...QUL A2

Bl ..rrmrrenreronrassassonssasanssens.  DGOV/SGPT: siasvsissvasnnicssn Allergies: N HO’%
Medical History: CvS: =
Resp: Diabetes : —
s\ NoALD g Sg g wificand
Renal : a O
Hepatic / GE : J Physical Activity: >L( N NS

Others : HWOW’M Sl fr\l.oﬂfﬁl, '
Past Anaesthetlt History: [_(1,, prmb(j; M NG Q A
v

Physical Exam: S AN
Airway: MP 1 2(3)! Mouth Opening: é (L Mentohyoid Distance:g P Neck( f‘\j) Teetr( N ]
Lungs : g% @ D
Heart: < ‘.C;/ @

N Pb

CNS:
s T o, W
Pregnant: 1Yes [JAlo [1NA Venous Access Site : (:D Spine Exam for regional ( H j,é flecninta .
Anaesthetic Plan: QﬂAc [JREGIONAL I GA-ETT I LMA C ,Q' %0‘*) e @
Vaoe (g BRI

Peri-Operative Plan Explained to the Patient: _#Yes 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
. DVT Prophylaxis :

Water/ORS 2 H /
| NIL ORAL<_T e/ o

Others 6 Hours
. Informed Consent: }ksftandard O High Risk

2
3
4. Post Operative Pain Management:}/ﬁiscussed with Patient
5. Other Instructions:

—

Y (o1 1L R S 17273 G oA . oL RO
Docu. No. : RCH /FRM / CLINICAL / 044
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S ) Rainbow®
ST itdren’s | @ BirthRight
Patient Sticker Children’s Ir |g
be=—— T J ANAESTHESIA CHAHT Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery
Pre Induction Assessment:
Change in Patient Condition: 1 Yes LA Fasting Status: 7 & htv
Physical Status: \Z/\Patient Identified \B/\ Consent Present A7 Chart Reviewed
I
L Fi
H.R: F6 [~ | BP/CRT: IQ¥/F€ [sp0,: Fa7. [RR: 12w | Last Feed: § - 26 Pw
Pre-OP Diagnosis: . M(ACA77P484— Operation: ......... SERCC o Date: L&[S/R€ .
Surgeon: ......... {D?P!g‘f'ﬁ“ ............................... Anaesthesiologist: . D7 Smhives Technician: .Subhathim
TIME [Aen [0 1 &d
N,O /AIR /O, LPM
HALO /SO /SEVO Antibiotic
Drugs: A
£ M deax z
* Suppository
g% E’mo@ Yh+EA F o
\] T
Blood Loss
FI0, /Sa0 1on (00 [lan|lon
ETCD. -~ |- 12940
ECG NCp nNER WOR | AR
Temperature
Uring Output NOTES
28 "
2= W
8P 24
V' Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120
100 P44 AL
80 TRt SN
60 i i
40
20
10
0
ABG
LAB Values
GRBS
A Others
‘Tﬁ Equipment Checked and Temp: Induction Regional:
Functional ] HME [ Fluid Warmer Jd"lv [J Inhal SPECITY: .ot
'\/é BP LV UL ] Cling Film [C] OH Warmer [ PreQ, 1RSI 1 Spi [ Epidural (7] Caudal
1 cuftsie: 72 Y- " Hugger's [1 Cotton Wool [ Others
L1 ArtSite: .o [] Other -
AT EKGLead Times: &{" r'“k %EGT [ Nasal
9 Temp Sh ; A 1 Airway ral asal
1285 poaes st ... 2. 00 PV ETTA oo o om
v} Agém Monitar OP Start: ......... ~,L ] Oral [INasal [ Cuff Parasthesia [ Yes
A" Pulse Oximater OPEnd: .... A ("] Tracheostomy "] Topical Catheter at skin ...................
A" Capnograph Leave OR: C0 DU oo Drug Name & Ganc:
[ A Ventilator Anaesthesia: [ e ("] Direct Vision OIS s esmsssms o
71 Nerve Stimulator ' GA ] ngoscopy (] Stylette / Bougie INFUSION: oo
position: _ LITHOTOM ) “?MD““D‘“ Rnsisthasie Gare L] Fiberoptic Block Level: ...........ccooocc.
BN st 1 Regional Blade# ............... AMEMPIS: .oooveveeoieeen, C il
a LA Pressure Points Checked DIFICUY WAY? . OIMERS: s
Line (Size & Location) Transpaortation to
Eye Care: CICVP: oo [ Bilat = BS PACU Licu L Other
[l Oint PHT: RS Yo T3 [] /Semi-Closed Circle Relaxant Reversed [ Yes Do Wrha
Tape v AR Pramd 184 ;
[ Padding i\ 'S L = 1 gf;]&‘::d ek Name of the Duct«ar:._..:l}f' SR N}m
L] Awake LI . Signature of the Doctor ............




Patient Sticker
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POST-ANAESTHESIA CARE UNIT RECORD
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Children’s @ BirthRight
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Received in PACU by : ... 8N EAT s Time Received : S Ll Tirme Discharged  «ousssmssnmsans
250 g:g IV Cannula Site : QM\’\DW@}
240
L 230 ! 9 ’ 230 | 1 0, Mask [] Nasal Prongs
% 220 ! ‘ \‘.]_) v ; ifg [] TracheoStomy [1 T-Piece
2} 5(1]3 200 | [ Oral Airway [] Nasal Airway
o 190 190
£ 180 180 .
8 170 170 Vomiting : [] Yes [No DIUG: wovecerevcemsener s
Q 160 160 .
= 150 150 | NG Tube: [ Yes [ A0
140 140 | Drain: Yes [
v 130 130 - w
A 120 120 Urinary Catheter: [ ] Yes [=2-No
110
§ :;3 100 | Chest Tube: [ Yes [No
= - oo | witoral [ Yes =0
- 4
1 2| wruias: open. Bl e
& 50 50 | Oral FEBOS: oo
o 40 40
v 30 30
20 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 s ta 7
Able to move 2 extremities voluntary or on command =1 ACTIVITY ‘ 8 9\ A Minimum Total Score of 8 is Reql.l!fﬂd for
Able to move 0 extremities voluntary or on command =] Discharge
Able to deep breathe & cough freely = % &
Dyspnea or limited breathing = RESPIRATION @\ & . A F .
Apneie =0 Exceptions to this, are to be explained in the
BP =+ 20 of Pre Anaesthetic leve =2 H f s Py
BP = 20-50 of Pre Anaesthetic lave -1 CIRCULATION 3\ 9\ a\ space below by the Discharging Physician:
BP =+ 50 of Pre A thetic leve =0
Fully awake =2
Arousable on calling —7  CONSCIOUSNESS 6\ 9{ 5)\
Not responding =0
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR &
Cyanotic =10 é)\ Q .
TOTAL CA 1o/ 1o
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
& .r\.\
O h)
(7\ 1
VT

Pain Tool Used: I NPASS [ FLACC ]WongBaker LINPS

Anaesthesiologist Name :

Anaesthesiologist Signature:

o Sedwiposy

Date & Time:

PACU Nurse Name : Ronilor
PACU Nurse Signature: -
Date & Time:

Reassessmenl Frequency:

a.

1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain

Every 2 hours for first 24 hours
After 24 hours every 4 hours

b.
¢.  Prior to pain reliving intervention
d.

With in 30-60 minutes after pain relief intervention

Transferred to Unit BY (PACU): .o sins

Diate B TIMEE i nsmnnassmsmmss




L ” Rainbow® . .
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DAB: .cicvennnmannerrrerenessresssnnss Ui Procedure done bY ...............cc.eeeemvereroeereeeoeeseeooeoeoeeoooooon
CSE /Spinal /Epidural Position : ................. SPaACE ©eeeeeeee e Technique (LOR/LOS) ..................
Depth: oo Catheter at SKin: ...........c.cooooovvirrnn ABMPES © oo,

Parasthesia : Yes/No if yes details :

SSOMIUOIY COMPOSHKNY v scsv5305545585585 w40 RS eeeeee e

Any other issues :

8] 88ttt e oo
e S
) Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right BP | Pulse FHR Comments
Delivery Details : ~ Time : .........occooo..e... APBAR: ..o SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA © ..........vvvveeeeeeeeeeceeeeeee e
oL

Discharge /Shifting ordered by
DOCLOr SIGNALUTE: ...

05 )
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- Rainbow" e
CONSENT FORM FOR GENERAL / ﬁﬁ'i?d_r‘;‘:‘?’,s ‘ BirthRight
REGIONAL ANAESTHESIA / e | W RS
MONITORED ANESTHESIA CARE
Patient Name : ............... Mot BRI Ageu/l, Gender: Male @ Female&
uHD NO: .. FO 682 Surgeon Name: ........... By PUTITHA i
BNSBSHHESIIORISE ; csivsmuinimsmmmsimsses '}yrﬂ{h\/h{lﬂ .................................................................................
Operative procedure planned : gekpb ..............................................................................................

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.

O Heart disease [ Hypertension O Diabetes mellitus [ Renal failure

[ Hepatic disorders [J Shock [0 Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

EETOMIUEIE & cccunsonmmsyossnesionis o s 55453348 e e o e AR Lo S5 A 1 R e et

*  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 / Diagnostic / Therapeutic procedures

| authorize and give consent for anaesthesia ( 1 Regional / O General Anesthesia / CI Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

I 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.
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| 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 etc), which are
~ considered necessary by them during the course of surgery.

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

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

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

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

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

Patient / Patient Attendant : Witness : — '

Signature : Q\ﬂh& [\NP\M ................................ Signature : ......... JL ...... /DNWQA ............
Name : M ....... Wb{‘”‘* .................................. Name : KRVMZZ'M”‘&AV ......
Relationship With Patient: .............c.eeeeermmcuuciinreriinnen Date & Time Q?(S-[Q’CJ\'LQW

Date & Time : AL 12€ WK am

Doctor (who is taking the 5nnsent) :

Signature : // ...............................
NAME : covovercioreens Sﬁf.t\.’/‘.‘fﬂgﬂ ko k-

Date & Time : .. 28 (B[ 06 L1
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BY RAINBOW HOSPITALS HOSpltal

Your Right to a Safe Delivery

OPERATION THEATER NOTES
*DH-00006529 IP25-00020682
Patlent sl ;'f.'om'.? mewx :';:“;‘ B s Age: ..o Gender: .................
Jr. PUJITHA DEVI SURANENI
UHID.: .... |” ||"|||”|||||||”|”||| |””||||| ........ LPINO. oo Weight : ......cooonc....
Surgeon . Asst. Surgeon :

Anesthetist : Dﬁ -6‘6\“\“\\&9‘»‘

OT Nurse B - ol ahaeut n -

Surgical Procedure : SERPC

Indications for Surgery :

Mg 4 Miscaniage

Date : 9 § | 5 (- Start Time : End Time :

PRE-OPERATIVE PREPARATION :  {jgm

PhC

londed

Preot mediration

| ;
?nhsvm OT!WMM
OPERATION NOTES: v

_ \’rm Gf J/l/l_b;u't "}I\OA.CQA . Jithobany AMﬂh
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POST - OPERATIVE ORDERS :

2
Ngm X 4-6 hoisy s
uitats| ppy 121
s bt
So5
........ Daﬂjrma ‘é
Consultant Surgeon's Name Consultant Surgeon's Signature
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y cﬁ'i?d_r%".f."s @ BirthRight
PATIENT TRAN SFER FO RM !-:gaslmph:etm%!”m . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Tlme of Transfer &rﬁ
=DH-00006529 IP25-00020682 @ 8 / D } ?’02 G’ @ 9_ %/ ’j o G
- :“:.'o;‘?:‘.”.”’ vl A NA W (20 20prwW

r. PUJITHA DEVI SURANENI Transfer Ordered by Reason for Transfer

"N
ce k.

From Unit To Unit Information to Attendant
T- Yes[ ] o[ ]
€ Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

0P- | s Nl

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

2 ) P

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

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

Joaadsd® DY &g nivess.

Patient & Clinical Records Received by :
2
Date & Time of Patient Received : g)jt[ 96 @ HO}V\
¥

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

|| Unavailable Bed " | Nurse not Available || Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102







PATIENT TRANSFER FORM

,f//

\\

Rainbow® ’ o
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes 3 lot to treat the little, Your Right to a Safe Delivery

*DH-0000¢
Virs Nap 52:” ENI' P25-00020652
r -'u-os un 'HMA

Tl /I/I///II/IIIIIIII//III/IIII/I

Date & Time of Admission

s © Trinp,

Date & Time of Transfer Order

35 (5198 @ (g

Treating Consultant varw

Y ?u\\v%\/\k

Transfer Ordered by

Reason for Transfer

- \
=
m\‘ 7)(;7(‘) J C’\
From Unit To Unit Information to Attendant
. —
wae O\ Yes[ 3 e L]
- Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
\ / Yés No [ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
S|.No. Item Name Quantity
i / {
2 / |
|
3
4
e 5.

Shifting Summary / Notes Written by Doctor :

Yes[ 1

No| |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

DY 3ot

Patiént & Clinical Records Received by -

vas§l

Date & Time of Patient Received :

23(<)96 @ 1] g0 p

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

__| Unavailable Bed
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[ | Nurse not Available

|| Available Bed not ready
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(MEDICAL RECORD)
Patient Name:, ,. . (i SATARCN T £ a LEINaA . AgRl- e Gender: .- . . 41
UHID No; , copi <o, PN prpyeeRa . Dals ol clopae Time ca.vg 4
Diagnosis: - }
: PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI T kA
2, | Morphine Sulphate Inj. 15mg/MI
~ 3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. 1MG S
Doctor Name: . M OHA N Doctor Registration No: '
Signature:
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: ................ g s a0 o - U NSRRI Date: ....._‘).‘I..‘.u‘.'.n.‘i.;';.\.;:.f...........
AadhaaniNoiefthe Patlent (OPUONal): d. i oo vtk Saysrss vy isysss s i ssss s yvivevssiasiis
A 1. | Name:iyay €. pinsinsngAnle Mt A 12 0nnA Remarks
2. | Complete postal address (with contact number, if any)
3. | Brief description of the illness :
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 ot o]
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
D™ CEacema sl L (. »
Dispensed by (Name & ID No.): &1 £/ N VAL ML A oo SIgNAUd: 3.
Received by (Name & IDNo.): .......... K Oiibamiigr L RRCITIIEF ... x5 i Signature{ ., £ il nisises
o e o e T
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