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DISCHARGE SUMMARY Children’s BirthRight
F e maasammanE ¥ R y S T — —Hospital. Y RAINBOW HOSPITALS
| Name ' Mrs SWAPNA G UHID FDH-00045178 s i ok o N o s
Father/Guardian  Mr KALYAN Age/Gender 45 Y |/ Female
' il‘jAddress %;Hyderabad, Hyderabad,Telangana. INDIA, 500001 5
e —— e,
1P No ‘;1P25-00020681 Admission Date | 28-05-2026
Ref Doctor

| Discharge Date ;28.05;2026

' Consultants :

Dr.Yelamanchili Vijaya Sneha
MBBS,MS OBGY
Consultant-Obstetrician and Gynaecologist

APMC/FMR/81703

Diagnosis :
P2L2A1 WITH RPOC WITH FAILED MERPC FOR SERPC

History:
Presenting complaint:
H/o MERPC done at 7+2weeks in view of unwanted pregnancy cn 27.04.2026

RPOC scan on 09.05.2026 showed, Uterus anteverted, normal size, ET -

13.8mm.
There is echogenic content of 10x8 mm in endometrium with vascularity on

doppler. S/o RPOC
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Your Right to a Safe Delivery

| Admission Date

e

. IPNo EIP25-00020681 G e

Further medical mahagement was given with Tab Primolut‘ N for 5 days

- Repeat RPOC Scan done on 23.05.2026 showed,
' Uterus normal size, anteverted

ET - 9.2mm ' |
There is echogenic content of 10x7 mm in the endometrium with mild
‘vascularity on color doppler. Both ovaries normal. '
RPOC present. : 4
In view of consistent RPOC present, patient and attenders were informed
' about need for SERPC, they consented for same.

1 Admitted for SERPC

Menstrual History:- LMP- 07.03.2026
Previous cycles: Regular

Obstetric History: P2L2Al

P1L1 - LSCS, 2010, MALE, 3.3KG

P2L2 - VBAC, 2013, female, 950gm, A&H

G3 - Present pregnancy, spontaneous conception

H/o MERPC taken in view of unwanted pregnancy at 7+2weeks

Medical History: Nil

- Family History: Father - HTN
' Surgical History: LSCS - 2010
Allergies: Nil

i Investigatiohs: Enclosed.
Blood group : "O" Positive

Surgery Notes:
Operation performed: SERPC done on 28.05.2026

Indication: RPOC

SECUNDERABAD

@ 1800 2122 @ www.rainbowhospitals.in
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S Childr IrthiRig
Name . i  Mrs ki g i - HOS Iﬁ% ' BY RAINBOW HOSPITALS
I'P No ) IP25 00020681 Admission Date +28-05-202 Your Right to a Safe Delivery

Operative findings:
-Under AAP, under SA, patient placed in lithotomy position
- Painting and draping done
- Anterior and postenor vaginal walls retracted with Sim's speculum
- Anterior lip of cervix held with sponge holding forceps s
- UCL ~ 8cm i
- OS dilated serially with Hegar's dilators
- Suction and evacuation of all RPOC done with Karmann's cannula no. 6
‘under USG guidance
- RPOC sent for HPE
- No active bleeding seen
- Tab Misoprostol 400mcg kept PR

Post-Operative Notes: - Uneventful.

Advice:

1. Tab. Taxim O 200mg (Cefixime 200mg) twice daily till 03.06.2026 (9am -
9pm) after food.

2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs)thrice daily till
03.06.2026 (7am-3pm-10pm) after food.

3. Tab. Pantodac 40 mg (Pantoprazole 40mg) once dally . /ars; before food
till 03.06.2026

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

5. To collect HPE report

Review consultation with Dr. YELAMANCHILI VIJAYA SNEHA, on 04.06.2026
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 ........... ek ina
language that I can understand and I acknowledge.

® 1800 2122 @ www.rainbowhospitals.in
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| IP No | IP25-00020681 Admission Date t 2f8-05-_2b2_ Your Right to a Safe Delivery
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 onliné Wt website
www.rainbowhospitals.in = Hreeimsn

Registrar/l%dvm&wo

Dr.Yelamanchili Vijaya Sneha
MBBS,MS OBGY

Consultant-Obstetrician and Gynaecologist
APMC/FMR/81703

@ 1800 2122 & www.rainbowhospitals.in
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It takes a lot to treat the little. Your Right to a Safe Delivery
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SURGERY DETAILS

Date : ﬂgfdffzﬁ

Patient Name: ....[L¥.2... 8.2 WP R, ommnsonsan Date of Birth: ...... l&f..[o.%./.lf’].&a......Age: g
Gender: ]:fm(}&b\m Ward : ............ ' o I UHID No.: . £D H. 00845 [3.T....
Date of Surgery: 93/0f/&£ ........... 10T-1 [10T-2 \3T-3 (]0T-4 [10BGOT-1 (0BG OT-2
® Name of the Surgery : QQQ\QQ\.\)SQ ..............................................................
11, — ALEA. o TIme QUL 2D ﬁ-" ...............
NAME AMOUNT

1. Surgeon LD JQ.jOi ;'S’DGAQJ ...........................................................................
2. Anaesthetist :......[JY.;...SSJ.;.n:.LJ.Q.g ........................................................................................
3. ASSISANE SUMGBONM © .oocvereeureeersssrommiessssssssasss s ss bbb bsabans SRaeEeRE S
4. OTTechnician  :..[R7..[<Q MLQJU .....................................................................................
5. Circulating Nurse ... S A Q.\ B oeeeeoeoeoeoseesesessssssesssneseseene | svisesessssmeenss s sis s ssb s
6. AssistantNurse : ... 42001 UO@E‘/’n .......................................................................................

Special Equipment:  [] Laparascopy (1 Broncoscope 1 Harmonic ] Morcelator

[] C-ARM [ ] Cystoscopy | [] Versa Point [ Liver Cusa

1 Neuro Cusa WE R ———— 3

€. oV
e po
Signature of the Surgeon Signature gfCirculating Nurse

Order No: ‘)—%{9\5_6/6:}’ ..................... Order by: ...... Pcuwfﬁ? .......................................

Docu. No. : RCH/FRM/GENERAL/114
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o 1 SERPC Rainbow’ | @ oi 4poioby
Dr. YELAMANCHILI VIJAYA SNEHA ® Children’s Birth ng ht
I 0O CONSUMABLES OF OT 2% T
Cifoulating Staff ©......ccvrirvereeeremmnreenisirnns TECHNICIAN © vvvveveeeeeeieresmseseseenrserereses DI AEB s e romesssnnnnsrassisssssiasisss TIMIE Taoeeereereeverevennnranes
Anaesthesia Disposables oo Y Useq | Surgical Disposables ioat | Disposables (Baby Side) N,
ET tube Major Pack @ | Inj Vit.K
LMA Sutures "1 Cord Clamp
ECG leads : A /RN = Suction Catheter
HME filter : A/P /N Feeding Tube
Syringes :10cc O3 ) Vaccum Suction Set
05 cc 7= | Gloves ﬁ ,-L— 4 Surgical Gloves
02 cc 0> BE " | Gauze Pack
01 cc Syringe 1ml/ 2ml
Cautery plate : A/P/N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL /29 /| Cautery pencil
NS : 10mi/ 100ml / 500ml / 1000ml Koochies
Ointments
Suction Catheter s
Fentanyl Cap, Mask X D Y Je dj,'u 0|
Morphine Gauze Pack oLl N / '
Ketamine Mop Pack T fton ol 01
Propofol Steristrip —Jd '
Rocuronium Underpad 2L Dl \ APl o=
Glycopyrolate Draw sheet ' 0 o {
Myopyrolate Abgel ~ ﬁq‘?&)mj — 0
Ondanssiron ) | Foleys catheterf\}g/w’e N D\ o
Pencan 25g/ Spirat-Needie22 ) | Urobag \ L@\;md’) Nk D@’{ L)oo
Bupivacaine 0.25% Chest Drainage Catheter ) S
Bupivacaine 0.25%(Heavy) o ] Romodrain bag
Antibiotics ’ Bandage
Tegaderm
Suppositories loban
Anamol : 80mg/ 250mg/ 170 mg Double J Stent
Supridol : 100mg >/ | Vaccum Suction set y
Justin : 42-5-meg-26myg / 100mg / Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution £
Microshield
Cotton Balls
Latex Gloves 10
Ramdione Scrub
Saral

Surgeon

Order No. : 68{% l N_SC’)) :5?5/;’52« .......

Doc. No. : RCH/ FRM / GENERAL /

Anaesthesiologist

Ordered by :

gecs/
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~Rainbow

Rainbow Children's Hospitals - Financial District

° Survey No 74, Nanakramaguda village, Serilingampally(M) ,Hyderabad .Telangana, INDIA 500032,

TEL NO :040-44665555
WEB : hitps://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

CURRN R NRE TR TR T AT

Admission No : IP25-00020681 Admit Date : 28-May-2026 Admit Time :08:30 AM UHID : FDH-00045179
Patient Details :
Patient Name : Mrs SWAPNA G Age :45Y
Guardian © Mr KALYAN DOB : 15-07-1980
Gender : Female Religion
Occupation Martial Status
Address (H) : Hyderabad Hyderabad Telangana INDIA Phone No : 9989955111/
500001 E-mail : 9989955111@gmail.com
Admission Details :
Bed Type : MICU Bed No : LDR-01 Ward Name :4F -LDR
Room No : LDR-01 Admission Type : First Visit

Contact Details :

Name : Mr KALYAN Relationship  : Husband
Contact Address : Hyderabad Hyderabad Telangana INDIA Phone No
500001

ﬂ- J/"ﬁ,w "

)

Signature

Doctor Details :

Referral Doctor

Co-Consultant

Doctor Name : Dr. YELAMANCHILI VIJAYA SNEHA Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

—\fayment Mode :Cash

Deposit Amount  : 0.00
Payor Name . SELFPAY

Time : 28/05/2026 08:31

Printed By : 018711 Page 1 of 2
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Rain b‘?)wr:a &
Cilgrerts | \gpeirthiant
1t takes a ot to treat the fitde. | Your Right to a Safe Delivery.
ACTIVITY | romisrs e
Name: ;:izgﬁ‘::”'-ﬁ:‘\u et
o B B e
UHID No : -- m””””m"""mm"l’m”” ________ Consultant ; ---=========""""""""""""" Dept : ~--==--====""""""
Date of Admission © =--====="777"""" Time : —-==-—=-=="""" Date of Discharge : --======""""""""" Time; ----==--==~
Room / Bed No : -======="=""""" Ward ; -----==-======""" Suggested Billable bed type : ----====-===""""""TT"T77T
WARD TRANSFERS

Cross Consultation Visit

\ Doctors Name Date Order No. Signature

9.

10.

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




INVESTIGATIONS

Date

Investigations

Order No.

Sign




MEDICAL EQUIPMENT ( WARD & ICU)

Date Ezi?;i::nt CO';{;S::HQ Discc;r;:::cting Order No. Signature
A Cudioe Mot | 080 | Do | 12pa | QL
w&\(\l{’ Wﬁ/\ Gl [OAN | 2o V/
: C CrLetdlv; oo (150 A




PROCEEDURE

Date Proceedure Quantity Order No. Signature
2]
/5 /—Lb W _placerupud 1 1294 3 ‘%/
C = t_cp,%»“;

=

NPT O3
A

ANY OTHER INFORMATION

/—
Date: XK /6/”16 Time: & 204 Prepared By: S 1\ aun) ?
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
—~2
» N1
Pty o AU




|P25-00020681

- “?':5‘2‘}:%:‘7:6 (F) Rai n-%w@ . : . ™
15 YAsNEHA Chi]d_ren’s Blrtthght
\\\\\\\\\\\\\\\\\l\\\\\\\\\\I\\\\\l\\ Hospital _ | () gworeines

NURSING SHIFT HAND OVER FORM

§ Diagnosis: @)/1,3/ A 1{ @POC’ Any Infectiu.n:- T1Yes [ONo [JNotKnown
= i YBS SPECHY: cusswsiscuisaniamummmnsmesssasarasins
& | Surgery/ Procedure: g EMOI \ Post OP Day:
2 Date _ m
3 Shift
§ Medical Condition _
S (Any special condition to be noted):
= | Diet: ALY
Allergy: O Yes CINo |01 Yes C'No |01 Yes C1No |71 Yes ©1No |0 Yes ©No | T Yes £1No
Ventilation (RA, NP, NIV, VENTI): L
Tubes/Drains/Catheter: [Yes (TNo |7 Yes C'No | Yes ©1No |3 Yes CiNo |1 Yes CINo [ Yes CJNo
= | Vil Signs: TGF:T;l; “”\T
2 $p0; q(‘s/ \
2 Pulse: g0
BP: | \\E[ T
LOC: (\mgﬂ
Fall Risk Score: | © P(@
Pain Score: @'
Skin Integrity [v .
Safety Needs: | Yes [TNo|CJ Yes JNo | Yes CINo |01 Yes CiNo | D Yes E/No o Yes C1No
Physiotherapy: -
§ Others Specify: | Yes ~"No | Yes CINo | Yes T2 No | Yes C1No [T Yes CiNo | O Yes CINo
E Special Diet: p—=
g Critical Lab Test / Values: —
E |Other Special Orders / Medications: | Yes CJ Mo i1 Yes CINo |01 Yes C)No |1 Yes CINo | £1Yes [1No | Yes C1No
E PU Prophylaxis: M Yes #No |01 Yes CINo |0 Yes I No |0 Yes C)No |0 Yes E1No | U Yes [ No
DVT Prophylaxis: U Yes “Na| = Yes T No | Yes CINo |01 Yes C1No | Yes CNo |1 Yes £1No
ADL (Dependent / Non Dependent): ﬂhm wil
Post Operative Procedure Special Orders: —
Handed Qver By Name : ‘\3\0@
Signature /1D :
Date: Mg
Time: 16 84
Taken Over By Name : \
Signature /1D :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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? Patient Sticker j gﬁli?dbr%v;:’s . Blrtthg ht
Hospital . BY RAINBOW HOSPFTALS
P 2 o rout i Your Right ta a Safe Delivery
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: (1Yes [INo [ Not Known
E I Yes SPecify: .........comereoroo
:ﬁ Surgery / Procedure: Post OP Day:
g oate Shift
& | Medical Condition
& | (Any special conditior to be noted):
S [ Dt
Allergy: “1Yes CINo |1 Yes CINo | Yes CINo |0 Yes CiNo | Yes ONo |1 Yes C1No
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: H1'Yes D/No| 0 Yes CINo | [T Yes CINo |1 Yes C1No |0 Yes C1No |0 Yes 01 No
E Vital Signs: TBR”;S
§ Sp02;
§ Pulse:
=
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: | Yes T/No | Yes ('No | Yes /No | Yes I No | 0 Yes C/No [ Yes T No
Physiotherapy:
§ Others Specify: | Yes ONo |0 Yes 0 No | O Yes CINo |1 Yes CINo [ Yes CINo | 0 Yes [ No
E Special Diet;
g Critical Lab Test / Values:
E |Other Special Orders / Medications: | Yes CINo |1 Yes T1No (1 Yes ©INo [0 Yes CINo | o1 Yes C No 1Yes C1No
é PU Prophylaxis: [ Yes C/No |C1Yes C)No |07 Yes C1No |01 Yes ©INo |0 Yes C1No |l Yes 01 No
DVT Prophylaxis: T Yes CINo | C1Yes CINo [ Yes TINo |1 Yes CINo |1 Yes CINo | Yes o No
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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Virs SWAPNA G Rainbow® ) o
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3r. YELAMANCHILI VIJAYA SNEHA :] Children’s Blrtthg ht

AR W Hospital | Q) azemere
- OBSTETRICS / GYNECOLOGY

- NURSING INITIAL ASSESSMENT FORM

Baseline Information:

Admission From: O ER 1 OPD MSsion Desk ] Others, SPECITY .......oeveeerveeereriesressnssenscnens
Primary Language: elugu [ English [ Hindi [HORhers; SPECHY c.cmiimsmisvansenisssmmnsernsa
Do you require an interpreter? Q’@ TGOS BN i e ceaeeeseiioeecomvass ssssnsanssasmsnsrnsssnsSoRocvRoE I TEAREREN TR SAPRRAR T SRR SRR TSRS
Source of Information: atient ] Family (] Others, SPECITY ...c.cveueveririciseeer et eees
Allergies: [1Yes [ No [ Medications [] Blood Transfusion (] Food 1 IOMhEE, o snsssmonmsnimeshicimssissasiasses
HYES, HOBIMHIY .......coeveeeereraceseseesssnsesonssssssesssssnssisnsssssisnessssesssessinssnsssnsanssansssssinsstas anstassststbbesssassesisas ininestsensaaseenassssnsssnsns
CHIst COMPIRIME: ....coccoiissaiminimiprmgioi s i e Doctor Notified on Admission: [1Yes [INo
................................... : o (PQ\«S‘E[LPC—— Narme of the DOCIOT, | o imissisisssssismsusssisisssssass
................................................................................................................... Time Notified: ......coooveevieieerecerr e
Past Medical History: Obtained From [] Patient [] Family Member [ Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
[5CS~ O[O
Gynecology Assessment: [ Not Applicable | Gynecology Surgical History: Gynecological History:
Ménstrual HISTOTY: oo Caesarean Section: T1No [+Ves Contraceptives: [TNo _[HYes
......................... el L\-—QQ‘-S] Cervical Cerclage: [ No 7 Yes Vaginal Discharge: [1No [ J¥es
Onset of Menarche: ........cocovvevvveeeveeiennnes Ectopic Pregnancy: ] No ,;B/Yes Post-Coital Bleeding: L1 No [J-Yes
Menstrual Cycle: Z‘(egular [ Irregular | Myomectomy: “1No ;/E]/ Yes Infertility: FINo JLAYes
Last Menstrual Period: a’ 3 A% .| Others: If Yes Type: [ Primary [] Secondary
Obstetric History: G .........ooccovvieinin P ‘L' ............... IS LS —— - 1 .................
Previous LSCS: .......... Lz‘e‘SK)C’[D ............................
Current Medication: one (] Yes, If Yes, Fill the reconciliation form

Family History: Mormaliﬂes Detected
[[] Heart Disease [ Hypertension L] Diabetes L] Stroke [] Seizures [ Kidney disease

[] Liver disease L BT s scunassioss e s e i v o3 s P B B B v s
Vital Signs / Measurements: Temp@C‘&ﬂC HR: 9’{ ...... RR: r?—’z"
BP: ..1151/%}2.—.. Weight: ............... Height: ............... 17—
Pain Assessment: Pﬁin: (] Yes LD-NO/(” Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (°T0)




F Patient Sticker J

PHYSICAL ASSESSMENT

General Appearance:. M LTill looking (] Anxious (] Agitated IR0 T ———————

Fall Assessment: [ Yes MCore ....... Q[.Cf (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ Yes DNt/Score 0][(’3 .. (complete the Braden Q Sheet)

»

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
LJ Mobility problem I Walking Problem GBm:rmallity Detected
O Developmental Delay U Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: Mmality Detected

L] Qverweight L] Poor Appetite > 3 Days [J Needs Therapeutic Diet.
[ Under Weight (] Diabetes Mellitus L] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
alm & Cooperative L] Restless [l Depressed L1 Agitated LI Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single gfmﬁd CIDivorced ] Widow |
2. Special Habits: Smoker: [ Yes;fwo/ Aicohol Abuse: [ Yesﬂf Drug Abuse: [ Yes—TNo

o
Social History: Lives With ......... - z@W\a\L .....................................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : es [JNo Waste Disposal Explained-—TTYes [ No
Infusion Pump : /E@s LINo Hand Hygiene Explained: Ms [ No ] Others

Above information givento ...................... ¢
Name of Person Orientation was givento: ..... p .............

Orientation not given REASON: .........ccevuivei it

Nurse Signature: ... ...0 o,

Nurse Name: ......... @MM .............
Date & Time: QE.[O(/}C ....... 7%1‘/‘
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Ref. No. : FIGYNIC/18

. . & I.P. ADMISSION SHEET FOR GYNECOLOGY
BirthRight
BY RAINBOW HOSPITALS Date of Admission ‘LE_JL)_LA

Your Right to a Safe Delivery
"
Time of Admission : @ D Q)v‘l»—-\

m———— I’ERSONALDETAILS-----------------------------.---------------------.--------------------.--------------:
: :
E ! : h A : . D i i
: Name ALY)) gmm C\\ Age Q;S‘_-jg ate of Birth E
! UHID No:_4DH =000 T\ IP No.: ;
i Department : MCAI L/\]_ Consultant : __hy_» SA[€-FH) i
R e 11 o 1 S 5 5 P TR B e e :
S PRESENTING COMPLAINTS bmmmmmmmmmm s mm s s oo m o m o2 o o s e e e s

Oofrls TR X Tl - "
ook v, on 77 o |26 Mulo wausons

MW W{mﬂ{

4. CT- BB |

2ot Lgeres (oxGwm of ppoc in
QP o C. SCotr~ - Hoe
A Gidprachicm T VaxelooA

wed T pV\W\UW’r'N tOV\«.\S Eb v S‘Aw

L T s OF

oN
(g rfad,

—

‘(L()o@/ S@un on - €T g 2mu,
ey e Wiy - av &

™
=

B Qo C Corilderd O Frarey 17
endorebion  corty A (d \JMM'JEI:{
on C2louv OQﬁpr‘OW .
( W/Py’\g/x,/ffm P’(DO( . g
MENSTRUAL HISTORY OBSTETRIC HISTORY i
Year of Marriage : C}ZO © 0\ 7 Parity : Pal> & ‘ , ) g\ - 'SE*"
Previous Periods : \(\e%v\i9’l : Mode of Delivery 20 10~ \5 L * ] :
LMP: q,{g" 1l LastChildBirth:  D-O1% — B - 3’ e );kd'y:;)
Contraception : VP C WEQ):A/‘
— :
i

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




1l

MEDICAL HISTORY SURGICAL HISTORY

(A -~ 20 [o
= 265155

FAMILY HISTORY NOTES /ALLERGIES

faXloy HTN

=== INITIAL ASSESSMENT : === == s e e e e e e e e e e e e e e e b LLELEEEEET
Date__~ /2 \t "T]r 26 Breasts Local / Speculum Examination
Ht. Wt. C,«;@’a— I
BMI
B.P M}Q\
’ IO ) 8h — Bimanual Pelvic Examination
Pallor Abdominal Examinaticn

CVs Q,S;.@ Aot dee
pac Loft

Respiratory System

Thyroid

[
B -

INVESTIGATIONS ORDERED PLAN OF MANAGEMENT PRESCRIPTION

£ —oxwe Adeecs ¥
. SeeqC - s

H? ilz_‘"‘\ ol propochos

e ————————————

s C

et 3
f-C - ReQb ek % oT  Aecftese
ﬁ.ew% ~ MRonreatde |

Pl | /
Name of the Doctor : DY - C7]\[ % /aw Fu,z-\
Date : &),% [r( L As Time : 6’: OW Signature of Doctor

-

€ ¢
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YELAMANCHILI VIJAYA SNEHA | Children’s g
Hospital BY RAINBOW HOSPITALS
m II“”””“I“I"" |||H|..|\ Il‘l It takes a lot to treat the little. Your Right to a Safe Delivery

PRUGRESS NOTES AND DOCTOR'S ORDER

ga-lt-fme Progress Notes Doctor's Order
199F oD SlelerY.v. tnela
) = R, 4
(g fN&m < Ut
/el £ viatals lepv)ﬂo
Pr— 86 bnm Puags 08 Jehostad
Bp - |DQ[6S mMMiY Mng\ LS
Shlnz _ 994 J 1
TLIQ Lo \1
Dlu ~N |
Pl for disthogy '%&ﬁu(_jt | - Y=
; I
Docu. No. : RCH /FRM / CLINICAL / 088 (PT.0)

e S—
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o a0 ] Chidran's | @ BirthRight
o7, YELAMANCHILI VIJAYA SNEHA Hospital . BY RAINGOW HOSPITALS
i ol | =

PROGRESS NOTES AND DOCTOR'S ORDER

Dat
&a'r?me Progress Notes Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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FDH-00045179 |P25-00020681 Rainbow” ; s -
S SN children's | S BirthRight
or. u‘\.“aimmi r\iil“‘\’ﬁ“‘il‘(i’“’il‘\"ﬂi O Vour Right o » Safe Deivery
Date of AdMISSION: TV..vveovveeereeeienenene DIUG ANIIGIES: vvvvvoveveeeeeeeeeecesssssesessssses s O W&ny Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

8

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 - 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)
. Datey
DRUG : Tige
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:

2=
DRUG : .2?[‘]‘:
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)
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REGULAR PRESCRIPTIONS

Weight. ... Ward. ........c.oo.......

DRUG: “T. ( €FIXgmE

Date
Tirvne

v

Dose Route | Frequency |Start Date

200m4  Po | pp |2gls

Name &/Signature of the Doctor

Starting the Drugs: e

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: T, PANTOPRAZ0LE

Dater

Dose Route | Frequency |Start Date

Tir'ne

bomq PO oo  [28ls

Name“& Signature of the Doctor

Starting the Drugs: j

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»

DRUG: T. PARAMETAMOL

Ti{_ne

Dose Route | Frequency |Start Date

[am | Po | Tao | 28)<

Name & Signature of the Doctor
Starting the Drugs: L

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign

DRUG :

Date

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



Weldht . emamnmne: WEIL s

Date»
VARIABLE DOSE TIQ’IB l Nurs‘tla’Sig, ] Nurs‘erSig. l NursgSig. I NurssSig,
Dose Dose Dose Dose
DRUG : 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 Dose e Qose Lot
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - pose e S
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE T|U|e Nurs‘a'Sig‘ I Nurs:Sig. I Nurs‘?’SigA l Nursss‘hg.
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 Doss s Ooge Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: g o Dose .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) _— Dosage & Other ;
Date Time Medication IREtictiona Route Signature Nurses
: C Evmx g l v ﬂ‘k Vi 1
nlshe| 4B | ‘ ™ \ Sodihaol
0 ) \/‘TI\ M
p r A, POV pa € o= [V & H=
ralicon] BGo [149- P ANy
. ; v l‘:ﬁa b
2! [y NMERoc Lirape LIV ’ o pa
2€ ( £l S A
: e Hoo nen PV Uil AM]
r 4 @ [T UISopYOSTY ' ‘ RV AL
'Lx/g/ué ¢ 457 P ~ WM
odlSab | o M T mIopRosToL Uoomeq | PR-| 4—
ok | &
,,?g{{ q4-CS#ve | Supp DIELOFENAC 160 i e -
o?&(f 4w | Supp TRAMADUL- 100 mg” P va
RQ’S’ (100 pu a\,“,ﬂzmbﬁl— $0 v & Jv E}p 2
Page: 3/4 (P.T.0)




L.V. FLUIDS CHART Weight. ...............c... Ward. ......ccccovennae
. Composition of I.V. Fluid Flow Rate] Doctor | Nurse | Date of | Doctor | Nurse
Date Time (If infusion, mgntmn ml./hr = Mcg/kg/min. etc) Route mi/hr Sign Sign  [Stopping| Sign Sign
e Mﬁ@( Lacaty
s v ’C[F“JJ

%\g\ 4 - £ ¥ /r 1

.Q%l“’ lo-06 RL 2 vy @
v

Page: 4/4
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Early Warning Observation Score Chart - Obstetrics

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

RESP
(write rate in
corresp. box)

Saturations

Administered

2, dway
w
+:]

&
’

2)ey Leay

3
k=
.

180
170
160
150
140
130
120
110
100
90
80
70
60

QA 50
w 130

120
110
100
90 Vi /
80
70
60
50
40

—
anssald poojg 2ijoishs

S

-
ainssaid poojg Jjoiseiq

NEURO geert : ;

RESPONSE ‘;‘:‘f:
[v]

Unresponsive

URINE > 30
mils / hour <30

. . Protein + +
Proteinuria -
Protein > + +
Normal — i
Lachia Heavy / Foul
Liovior | Clear / Pink g
4 Green
TOTAL YELLOW SCORES o
TOTAL ORANGE SCORES Nz 7
Nurse Initial ﬁ//

<J




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

7~ N d )

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
o > .
~ ™

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

L o/

* The Modified Early Warning Score (MEOWS)
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Sheet No. :
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital

It takes a lot to treat the little.

[ FLUID CHART

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.

ﬂlltpllt . T

. N‘Amre
Date Time of Fluid

Route

NG

Thrombo-

, - phiebitis | Sign.
Diarrhoea | Vomit |Drainage | Urine | PSEES | Nirse

Mouth

LV

N.G

U NEq)

NEY

e\,

10:00 am

\ woom| 0]
2 g

NAd)

(o)

11:00 am

QRO P
t’/a 1

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

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 Output :

Total 24 hrs. Intake

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

. Total 24 hrs. Output
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SR — Rainbow’ ; A

B Patient Sticker ] Children’s . Blrtthght
Hospital . BY RAINBOW HOSPITALS

It takes a lot to treat the littie, Your Right to a Safe Delivery

| FLUID CHART |

SHBEEND. © oo rormrasnencens

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 e = Olﬁpul - T!iv srt: -
rombo- 3
Date | Time (ﬁa&m Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis | 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 Output :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
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 Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Department of Anaesthesiology Eﬁ:?cll):gvr‘:; @ g rthRight
PRE-ANAESTHETIC EVALUATION Hospital _ | ({)sromsonosinus

Tt takes a lot to treat the little, Your Right to a Safe Delivery

Laboratory Data:
g2 | LR GIUCOSE: .ovvoevccrccvenee PPORBING oo BV ssncnisans XRay: .o -
POV cercvssmossmaceasagzsmnsy 171 AID: v LSRR EO—— ECG: ............
WBC: .o, Creat: ...oovvemeecreerei, Total Billy c.cvoiivnsisisisacziss HOV: s e 2D EChO: .o
Plates oo NA: s Dir Bill: ..o, Blood group: @%VE—J Stress/Anglo: ................
-2 -, K ssmmmmnininnnsss LD wasthaanmiimss [ R Other: c..ooeieirens
PTE osvswanzss Cat+: oo Alk phOS: ..o L
1 —— MO+ oo AMYIASE: ..o, 11, S

Cl=iinieivnnisiiee. SGOT/SGPT: oo, Allergies: N %Dg
Medical History: CVS ;—

RESP : “) Diabetes : =

WG / AN Vs Zom s  pi e aa b

Renal : ( ki V‘Y‘Zw v

Hepatic / GE :A ) Physical Activity:> L{ M E7T
Others : . )

Past Anaesthetic History: oex & E?Dl' Aol

Physical Exam: :

Airway: MP1 2 3@ Mouth Opening:ZF1 Mentohyoid Distance: G., f— Neck: / Q\) Teeth: N (/001/"
L tooHu

CNS: M AD

Pregnant: [1Yes {#No [1NA Venous Access Site (.}3 Spine Exam for regional ;
=
Anaesthetic Plan:, Qﬁnc REGIONAL [] GA-ETT [ LMA _ \
Vi b X I ¢ NG
Peri-Operative Plan Explained to the Patient: y( & No V a/wlo,e) r(:7
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis :

Water / ORS 2 Hours «
2. NIL ORm‘<:01hers 6 Hours /

. Informed Consent: ‘D/Stzmdard L) High Risk
. Post Operative Pain Management:}w@cussed with Patient

. Other Instructions:

w

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




Patient Sticker

Pre Induction Assessment:

ANAESTHESIA CHART

Rainbow® . L
Children’s (L BirthRight
Hospita| . BY RAINBOW HOSPITALS
1t takes 2 lot to treat the little. Your Right to a Safe Delivery

Change in Patient Condition: [ Yes A No Fasting Status: > § he
Physical Status: [/ Patient Identified JZ Consent Present % Chart Reviewed
n L J
HR: T [ [BP/CRT. (16/6&  [Sp0,: 999 [RR: 4/ | Last Feed: f)- 36~
Pre-OP Diagnosis: ................ RPOL o operation: ... SERPE o Date : 2 &[5[74 .........
Surgeon: ......... Dr: YrV:-Sneha Anassthesiologist: ... DX SmniVas Technician: .. Rambabs. ...
TIME RET [0joc
N,O /AIR /O, LPM )
HALO /SO /SEVO Antibiotic
Drugs:
%i. Suppository
Blood Loss
FIO, / Sa0; 100 {100
ETCO, ~ |~
ECG e [NCR
Temperature
Urine Output NOTES
B8 oy
E@ L
BP Gt
V Systolic 220
A Diastolic
X Mean 200 =]
= Heart Rate 180
Toumiquet on Time
Toumniquet off Time 160
140
Threat Pack In
Throat Pack Out 120‘ ~ fa 1
100
80
60, N n -
40
20
10
0
ABG
LAB Values
g GRES
Others
‘)ﬂ‘) Equipment Checked and Temp: Induction Regional:
i Functional ] HME ] Fluid Warmer } mity Specify: ..
yf ["] Cling Film ] OH Warmer "] Spinal ] Epidural |: Caudal
1 Cuff Site: [Rl' ) UL J/ Hugger's [ Cotton Wool S o o —
Art 5 th .
- E’r(GS:_t:ad H e 0 Mask  [1SGA ™~ Fosilion:
)\/% Temp Site Times: 1 Airway [ Oral [ Nasal Site: . o S, i
I FO. Monitor Anaes Start: ‘?‘309"7 ETT# v 8 iz G Needle Sl28. cvrscnd .a,/l & Degth
0 Ag{;nt Manitor OP Start: [ Oral [[JNasal [ Cuff Parasthesia [] Yes ,,ZT’NU
. : OP End: . ] [] Tracheostomy [] Topical Catheter at skin ..
Pulse Oximeter - _ g f
\).q o Leave OR: ... 1" [ 1] T SO TR R R — ‘2 J L'}r C} L
T Ventilator Anaesthesia: (] Awake [ Direct Vision Bolus: ﬁMﬂ" "W'i*fﬁ-/‘-“- J‘Q—"’f
L] Nerve Stimulator [1 GA [l Video Laryngoscopy [ Stylette / Bougie Infusion: ..
Position: ulﬂmmr ‘,L2]1 x:;::;ﬁ::d Armestinsin Suee EI; Pjeroptic ) Block Level: -
_ ade# S.oeorree.  AHEMPIS: i e —
AN Pressure Points Checked |~ _ DIfficulty WRPD ... -
Eye Care: L”’;Js"’ & Lacation) _ Transporiation
O Oint A ! Bilat = BS (] PACU Ticy OJ Other
] of [ Semi-Closed Circle “ Relaxant R C = R
Ll T ﬁlv b Hand 1 Closed Gircl nAeversed Clves — Cime v
C1 Padding - e ’—]r Q ﬂ ¢ A A
ﬁ/’.l Awake [ Other Name of the Doctor .,
Signature of the Doctor :...............,




Time Received : ........ LOM

%

Rainbow” ) o
Children’s ® BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes & lot to treat the little. Your Right 1o a Safe Delivery

Received in PACU by : ... MDY ... Time Received : ........LN= B Time Di?‘charged T
250 z0 | cmase:.... O NOOAD..
% 230 230 | ] 0, Mask [C] Nasal Prongs
=2 gfg g‘?g [ Tracheostomy ] T-Piece
L5 200 200 | [ Oral Airway [] Nasal Airway
o 190 190
£ e 180 - s
o 170 170 | Vomiting : [1ves [Jfo DIUG: 1ovivemrisesressesesemsessesses s senssesnsessens
o -
=2 & 10 INGTube:  [1Yes G
\% 140 A # 140 | Drain; O ves (=0
130 f 130
A 120 120 | Urinary Catheter: [] Yes [0
o 10 o
&H ::)o L [ 100 Chest Tube: [l Yes [0
= 90f 20| il Oral
a., 804 80
70} 70 o
- 80 80 IV Fluids: ....
175 50 50 Oral Feeds: .
o 40 40
30 30
¥ 20 20
10 ] 10
0 0
5P0,
POST ANAESTHESIA SCORE [ MIES. - Loyr SCORING INTERPRETATION
(Modified Aldrete Score) N 30 | 60 | 90
Able to move 4 extremities voluntary or on command =2 A 2 ;
Able t m::: 2amm‘:t;es vol:ntary or on command =1 ACTIVITY | \ A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 V (\/‘ Discharge
gmm deeﬂ'brﬁng . ?l?’ugh e - ? RESPIRATION )f ('V V
yspnea or limited breathing - / 4 z 4 .
Apneic =0 Exceptions to this, are to be explained in the
BP -+ 20 of Pre Anaesthetic leve =2 i i ician:
BP + 20-50 of Pre Anaesthetic leve =1 CIRCULATION ‘)/ ’)/’ ﬂ/ 3pAcE below by the Dlschargmg Physmlan.
BP + 50 of Pre Anaesthetic leve =0
o i =% consciousness
Arousable on calling = |
Not responding =0 O/ "}/\ V
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR
Cyanotic =0 r}(\ l)/ M
TOTAL q \O w
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
p : 4—-""_-_-—._—
o O LXOY
) “ A r
Pain Tool Used: [ NPASS [FLACC [ 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
c.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): .. .o

Date & Time:




Z

B Rainbow" ) o
Patient Sticker f Children’s » BirthRight
B _ ] Hos pita| BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: ..o TiMe: oo Procedure donB DY ......c.ceoviiiciicccec et
CSE /Spinal /Epidural Position : ................. SPACE e Technique (LOR/LOS) ..................
070 [ Catheter at SKIN: ......ccc.ccimiaiimmisssniness L (2 L T
Parasthesia : YES/NO if YES GELAIIS © .. .....oviieeeiecceee ettt ettt s st et en s s e
SOIUEON COMPOSION : .....ooveiitcect ettt sttt sttt s et s e e et e s et en s s e e e e st esseae e seae e sess s e eseeeesssenrsses

Any other issues :

- T e P O O CR ST U ———
T Y R El e - .55
Infusion Rate Level Maternal
Time (ml/hr) Bolus (ml) Left Right BP Pulse FHR Comments
Delivery Details :  Time : ...ccccevicrveeninine APGAR: .......ccccee... SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA : .....eovvrieeieeieeee ettt ettt bees e saeneenere e
PatIBNT SAUSTACTON © ...t e b e s e e et e e e ae e aes e s s s essanen e s aneaesae e nae bt ene s

Discharge /Shifting ordered by
DOCTOr SIGNATUE: ..ot
DOCIOr NAME: oo

Date:and [IMe § seiunnamannamnismemmaaias



CONSENT FORM FOR GENERAL / Children's ‘555&%25
REGIONAL ANAESTHESIA / Hospital

MONITORED ANESTHESIA CARE

Patient Name : ........... Voo Swhenn 6 Age : 4@?/ Gender : Male O Femate OJ

UHDNO: ...FRR - 48139 Surgeon Nam: ... Dx. Yo V. SNéHpa

Anaesthesiologist : ....................... ’[),»QIQU\HVM .................................................................................................
SeRpC

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 O Hypertension O Diabetes mellitus O Renal failure

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

EH IS vt sttt ..
Comments : .........oo.cooevvronnnn R e ettt

* 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

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

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

7/

I'acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatmenis 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 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 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 J
will administer the Anaesthesia.

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

| declare that | have explained the nature of General Anaesthesia / Regorﬁ 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 / Pati_t_ant Attendant : Witness :

Signature : ’/;)j—(t(,éjmf 44 Stz
Name : FR.... ALC&\L&\-\m‘:mbaW |
Date & Time : Qgsb\QQq

Signature : ...,
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. . 1 |Rainbow”
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BY RAINBOW HOSPITALS | 14 0 & pital

Your Right to a Safe Delivery

takes a lot to treat the little,

" ewuow | THEATER NOTES

EDH-00045179
Mrs SWAPNA G - )
Patient's Name : o VELAVANCHLI VIAYASNERA Age: ... & .Gender : Q”/’/J/\
UHID.: ................ mll“””nll\“m““ml“n"“ AL Seiiisisionnrenreminnasnanammmmsassumsnns Weight @ ...................
Surgeon: TNV, pliwya ynehg Asst. Surgeon : .,
Anesthetist: Jyy. Soqfa 20 o4 OT Nurse : $v. Rew oL
Surgical Procedure : S(;RPC- o
Indications for Surgery : Rpoc
Date : 2%1{(% Start Time :- Q34 P End Time: 4. 0
PRE-OPERATIVE PREPARATION :  Nam
PAC
Cougeut
g?kmm m;ﬂfﬂugﬁmn
Mﬁm 07T )LA«L&Q@,&M&

OPERATION NOTES:

\/W \i/ H M?uﬁ' A!,O.Cﬂrp .LU\, Mn%mu }\nmﬁ_m
Pmuﬁum /cUa e /olw l(l
Wutaridh oud hobess sagimal coom 8 duacted = m Lypceuy

%@i 00818 %dg 2 Mg Doldiwg I
0S _du ,ﬁg&icw;? H@ﬁdﬁﬂﬁﬁa.tgu d_U ,

et » 8 Cin
JQMMM Mwﬂfim m& al Pc dewe & Kaymanms Cannda o 6
Ludes UG Qo
NQ .«Oﬂﬁﬂ@d,ﬂi@a 4220 -
Pindicds Aout dow HpE
T i ppksofid gwomta PR ha’nf

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

£, NBmx -4 hewd

wle Vit |apy] 2l

Mia/s _ah ,c'anU}::D

ﬂunﬂnm 9

Consultant Surgeon's Name

Date : ........ 9-8151% ........ Time : IOPW

Consultant Surgeon's Signature
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Rainbow® &

BY RAINBOW HOSPITALS
Your Right to a Safe ﬂeli;y

Children’s .BirthRight”

PATIENT TRANSFER FORM it b

Patient Name & UHID No. Date SX‘n/ezf Admission Date & Time of Transfer Order
Mg et 92l | ol 5 OV
Treating Consultant Name Transfer Ordered by Reason for Transfer
[ ."“\‘ _‘_J )
From Unit To Unit Information to Attendant
m @fl/ 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
SI.No. Item Name Quantity

Jend 19

= % fon Luow\%;

> cl,-«/I: I—%M "'«&W\ \\O "/\5’/
_/

4,
5, /
Shifting Summary / Notes Written by Doctor: Vs [] No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

O
\&%%%/TBV Dvgﬂw\

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 || Nurse not Available || Available Bed not ready

Oocy. No. - RCH /FRM / CLINICAL / 102







PATIENT TRANSFER FORM

Sa

"

Rainbow® . I
Children’s | & BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No.

FDH-00045179

Mrs BWAPNA G

—— 15-07-1980 a5y
Or. YELAMANCHILI VIJAYA BNEHA

IlllIIIIHIHIIIIIIIIHIIIHIIIIIIIII
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Date & Time of Admission Date & Time of Transfer Order
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Transfer Ordered by Reason for Transfer
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oSt of coo,

From Unit

i

To Unit
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Information to Attendant

Yes Q/ No[ |

o

Number of Sheets in Clinical File

Number of Imaging Films
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clinical documents. If any handed
over to attendant

b - Yes| | No [ A
- If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
i \
{
2 \ \
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4,
5.

Shifting Summary / Notes Written by Doctor :

No[ |

Yes[ 1
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Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

b

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
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[ | Nurse not Available

|| Available Bed not ready






