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Your Right to a Safe Deliveny

Name Mrs LATHA UHID ' FDH-00045736
Father/Guardian Mr MANOHAR Age/Gender 56 Y 5 M 8 D/ Female
Address Hyderabad, Hyderabad, Telangana, INDIA, 500001

IP No 1P25-00020488 Admission Date 18-05-2026

Ref Doctor

Discharge Date ]18.05.2026

Consultant:

Dr. Sahitya Bammidi
MBBS,DGO,DNB,FIAOG,FMAS,FCG(USA)
Senior Consultant-Obstetrician and Gynaecologist
Laparoscopic and Aesthetic Surgeon

Reg. No: 64696

Diagnosis: POSTMENOPAUSAL WOMEN WITH ENDOMETRIAL POLYP
FOR HYSTEROSCOPY POLYPECTOMY + PAP SMEAR.

History: Presenting complaint: Recurrent UTT's,
C/O Pain over right lower back since 3 weeks.
USG done showing thickened endometrium

Admitted for Hysteroscopy Polypectomy + Pap Smear.
Menstrual History:
LMP- Postmenopausal 17 years ago.

Previous cycles : Regular

Obstetric History: P2L2/LSCS
LCB: 2000.

Medical History : H/o HTN since 2 years on Tab. Losartan 50mg OD.
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H/O Hypothyroid since 32 years on tab. Thyronorm 75mcg.
K/c/o DM since 1 year ,Used on Tab. Metformin 500mg (ABF) stopped now.

Surgical History: LSCS in 1994 & 2000

Para thyroid gland excision in 2013.

Right Knee Bone extra growth excision in 2025.
Allergies : Nil
Family History : Mother- HTN.

Investigations: Enclosed.
Blood group & Typing - "O" Negative.

Surgery Notes:
Operation Performed By: Hysteroscopy Polypectomy + Pap Smear done
18.05.2026.

Indication: Postmenopausal with Thickened endometrium.

Operative findings:
Under AAP, under short GA, parts painted & draped in lithotomy position.

Bladder drained.

Anterior & posterior vaginal wall retracted with Sim's Speculum.
Pap smear taken.

Anterior lip of cervix held with vulsellum.

Serial and gentle dilation of internal OS done using Hegar's dilators.
- Hysteroscope slowly introduced into uterine cavity.

IOF:

-Four endometrial polyps, 2 at either side of fundus, 1 on anterior uterine
cavity and 1 on posterior uterine cavity noted

-Polypectomy done and sent for HPE

-Gentle curettage done

-Bilateral ostia seen and were normal

- Hemostasis secured.

- Patient withstood the procedure well.

Post-Operative Notes: - Uneventful.
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Advice:

1. Tab. Taxim 200mg twice daily till 24.05.2026 (9am - 9pm) after food.

2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs)twice daily till
24.05.2026 (9am-9pm) after food.
Tab. Pantodac 40 mg (Pantoprazole 40mg) twice daily (7am-7pm) before
food till 24.05.2026
To collect HPE report.
To collect pap smear report.

To continue hypothyroid, antihypertensive medications as advised.

oo W

Review consultation with Dr. Sahitya Bammidi, on 25.05.2026 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 dOCLOT ......ocoooeeen: in a
language that I can understand and I acknowledge.

Patient/ Attender

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

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

- Aodhiwd
ReglstrarlResidentIC.M.O

Consultant:

Dr. Sahitya Bammidi
MBBS,DGO,DNB,FIAOG,FMAS,FCG(USA)
Senior Consultant-Obstetrician and Gynaecologist
Laparoscopic and Aesthetic Surgeon

Reg. No: 64696

ey 3 040 - 4246 2300 SCUNDERANAD KONDAPUR LB NAGAR
R e R, g

O 1800 2122 @ www.rainbowhospitals.in
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i o e
SURGERY DETAILS

patient Name: ..M. S kO\‘H:\CL .................... Date Of BIFtN: wovoeeeerrresessesemsmsssssssssssssens YT
Gender: ’%W\CQ.CQ Ward ;..o DT ................. UHID NOL: vovoveeeeeaerssesssssssnssssesssssanesss

Date of Surgery: t%}”f[‘l@ﬁ _A0T4 [10T-2 [10T-3 [10T-4 (J0BGOT-1 [JOBG 0T-2

@ Name Of the SUTGEIY : cevvrremmrsnssusnaseens Hd&@S(m)ogPo%jFGCﬁmj

T L 15 B Time Out 1oVt s
NAME AMOUNT
1. Surgeon ¢ rvoneed Cﬂf%&h?_\h\f& .........................................................................
2. Anaesthetist T AN S e s
e R T ————
4. 0T Technician B’ﬁgﬂﬁegm ..................................................
™ 5. Circulating Nurse : ........ %B’Bk&ddkﬂ ...............................................................................
6. ASSISAMNUISE o IR T s |t
Special Equipment: ~ [] Laparascopy [ | Broncoscope ] Harmonic ] Morcelator
| C-ARM 1 Cystoscopy ” (] Versa Point [ Liver Cusa

] Neuro Cusa o thers HB}J\VD(DEiCQ %’
o\((/\é [;Jnc: ' V( M
ignature of the Surge —_— Signature of Circulating Nurse

Order No: 57“66625/%5 OFGET BY: covrvvrrvrrcn S

Docu. No. : RCH/FRM/GENERAL/114
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& Circulating staff ©.....cccoverveiiivenece Technician : ...... SU .................... Date : ) 26 TIME oo
Anaesthesia Disposables ,mad“TV uses | SUrgical Disposables Issm Y cea| Disposables (Baby Side) m““‘ =
| ETtube Major Pack {]__ Inj Vit.K
LMA Sutures Cord Clamp
ECG leads__A7P / N . Suction Catheter
HME filter-+#/ P / N ] Feeding Tube
Syringes :10ce— j ~ Vaccum Suction Set
05t 242 Gloves 6 yQ =h Surgical Gloves
D2ec /({ }'. ‘:,;L/ Q_ Gauze Pack
01cc Syringe 1ml/ 2ml
Cautery plate: A/P /N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL Q | cautery pencil
NS : 10mI/ 100mi / 500mI / 1688rT ’é Koochies
f ) r Ointments
M=z el \ | Suction Catheter
Fentanyl / ‘ ! Cap, Mask
Morphine Gauze Pack }~|
Ketamine Mop Pack '
Propofol | 42— Steristrip
Rocuronium Underpad 9 .
Glycopyrolate Draw sheet ),Ngq,q /,Un }ﬂ 0 - 'ZL
Myopyrolate Abgel 01 |
Ondansetron | | Foleys catheter Nedl<bon 29 > (1
Pencan 25¢/ Spinal Needle 22 Urobag ) ' -
Bupivacaine 0.25% Chest Drainage Catheter N /A —3 q9_,
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage [\gﬂ%@lgﬁ;ﬁﬁ DN 1S
WA P oo ||| Tt
Suppositories " | 1oban T\’) p\ — d__
Anamol : 80mg / 250mg /170 mg Double J Stent
Supridol : 10Qmg—" \ Vaccum Suction set /L
Justin ; 12.5 mg / 25mg / 10Qmg— & | Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution I O D N [ é;z
O —mMAAS ) || Microshield
4 Cotton Balls
Latex Gloves 2D
Ramdione Scrub
Saral

rgedn ’ f Anaeth¥sidiog OT% :
%fc%’?é‘g%%%t \9% Ordered by : (Nﬁy/\ .................................... ? ......... | a”

Doc. No. : RCH/ FRM / GENERAL / 125 J
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ESTIMATION SLIP
Date : L\ 812\

UHID /IP No. : %H —0oo4SARE  siNo. 2356
Name of Patient ; MNed . L&% Age: _ﬁsr_u_Gcnder:M

—
Father's / Husband's Name : __ M8 . Qv I‘VG\PQ& ‘EA&-IJ Corporate / Occupation :

Address : Phone : _8 2O RIS | dvr
Procedure / Plan : Qo'
MODE OF PAYMENT : ELF [JTPA; e f '[:] GIPSA: OTHERS
TARIFF INFORMATION : bv . Q&\'\M . B\MQJ :
g . Gw | sw | Tsw | PR | pLX | spLX | NICU | PICU | MICU
i mm
Room Rent & ! \ i [
Nursing Charges LU- Cal i e i ‘3
Doctor's Fee CS}G‘L’!O h‘) abt LY i Je) i Eﬁ
A P | e, A " 3
L. Tax } - QAMW%[U‘\* AV\%WW&‘;T'Q]
A fa
PARTICULARS A AMOUNT (%) - |
Surgeon's / Anesthetists's Fee / O.T. Charges g
0.T. Consumables ) Subject to approval by TPA / Insurance Company
Instrument Charges ,H._! LresmAode %‘0 \ Not Covered by TPA / Insurance company
Pharmacy, Consumables & Investigations @A—N b As per actual - Not Included in Estimation
Monitor : Oxygen : Infusion pump / Syringe pump :
Equipment : :
Charges Ventilator : Conventional : HFO-SLE 5000 : HFO Sensormedix :
Phototherapy : | Single Surface : Double Surface : Triple Surface :

Blood/ Blood products / Implants / IP or
OP Procedures / Cross Consultations, Etc.
A AL

Package“ =X
Others Y

Initial Minimum Deposit —_— O, e ey Q_SK&NN@ 1.?
REMARKS: Yol et — B Rea Beduaby,

The estimated amount may change according to duration of stay, medical condition, investigations, pharmacy and any other procedure.

As per actual - Not Included in Estimatio

Bl aou e

2. The estimated surgical charges may vary subject to surgeon's decisions / Complications/Patient's requirements /Maode of Procedure (Like Laparoscopic,
Thoracoscopic, etc) / Unilateral to Bilateral Procedure.

3. Incasethe patientis shifted from lower category to higher category, all charges for the consultant visit, investigations, operations and/or procedures fromithe date

of admission will be according to the higher category. A‘
4. Room eligibility is purely subject to TPA upproval and the package/Room tariff starts from the time of admission. "Zf b&ﬂﬁ Q\f

5. Proportionate difference of bill gayount is applicable in case the patient opts fora category higher than the TPA approved. which has to be paid by the patient and
ﬁsé]mm

ay not be reimbursed by th nce Company at later stage.

7~ For Non-Medicals, Disposables; Cansumables, Infusion Pump, Taxes, Tmplants, HIV/HbsAg, Medical Records, Double Occupancy and Registration
Charges, etc, credit cannof be extended. These items are not payable to us as per Insurance Company norms.

7. During Non-working hours of O.T (8:00 PM ot 7:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not
covered by TPA/Insurance company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the
Financial Counseling desk between 9am to 6pm

g, Difference, if any between the final bill amount and amount permitted/ approved by the TPA or total bill amount in case of denial from TPA has to be paid by
the patient. In case of denial, cash tariff would be applicable.

9. Two attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted in the rest of the categories of rooms. And no attendant
is permitted in ICU's. Kindly check your billing status on day to day basis at IP Billing Department.

DECLARATI%N
| have attended the Financial Counseling desk and understood th€ €

o
applicable. In cgse the urance Company rejects the claim for whatsoever reasons at any point of time after discharge, I pfo

ed costs and other conditions

itle Lh claix with the hugpiml

Signature of the Client Signatory Relationship gg_naturc of the Financjal Counselor
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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 :

Admission No : IP25-00020488 Admit Date

(TR LR IR

: 18-May-2026 Admit Time : 08:00 AM UHID : FDH-00045736

Patient Details :

Doctor Details :

Doctor Name - Dr. SAHITYA BAMMIDI
Referral Doctor

Co-Consultant

Patient Name : Mrs LATHA Age :56Y5M8D
Guardian : Mr MANOHAR DOB : 10-12-1969
Gender : Female Religion
Occupation Martial Status
Address (H) . Hyderabad Hyderabad Telangana INDIA Phone No : 6303879075/
500001 S il
i
Admission Details :
Bed Type : MICU Bed No : PRE-OP-01 Ward Name :4F-OT
Room No : PRE-OP-01 Admission Type : First Visit
Contact Details :
Name : Mr MANOHAR Relationship  : Brother
Contact Address : Hyderabad Hyderabad Telangana INDIA Phone No : /6303879075
500001
Signature
)

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode :Cash

Deposit Amount  : 0.00

Payor Name : SELFPAY

Printed Date / Time : 18/05/2026 08:07

Printed By : 606752 Page 1 of 2







ACTIVITY RECORD FOR BILLING

FDH-00045735
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HOSpltal BY RAINBOW HOSPITALS

e
e vk » G 5 Tt Eve Wi Your Right to a Safe Delivery

Name :___ [V f&';{‘j’;”i y ,':2::"”“: _________________________________
B [ 117 T ——— Dept:
Date of Admission: _ _ _ _ _ _ _ _ TiMeE - o e Date of Discharge: _ _ _ _ _ _ _ _ Time: __ _ _ _ _ __
Room/BedNo:__ _ ______ Ward: __ _ __ __ _ Suggested Billablebed type : _ _ _ __ ________
WARD TRANSFERS
Date Time From To Signature of Nurse
w\dag | r0an wAT €O of km&x&u‘
\%\5\26 Mooy  OF MICY @Lﬂ"k_
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
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MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnectin :
Dato Equipment Time i Time 7| orderNo. Signature
| [ ) /
&l bouoMae pouldov . ? eblGd walt
| {1520 ‘K tﬂ;,\/\ \ AM-UU-
IZ[( . ..'Qb%—b-f/t@@\(\ TMP - EATTAN - )

£. L. lmf A\ o @ Li?w s>
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INVESTIGATIONS

Date Investigations Order No. Signature
‘/—'\
%,1},9 PAP Smean 5% 0 \ /A,«\/\r\rc-
& B>y~ Svmal) il “A5%) (
X N ‘)
Ce Ve Poka O 2pw wlspc

/




PROCEDURE

Date Procedure Quantity Order No. Signature

1S B NV P @ Lo65a i

& \Q\i (-/-'\\f‘\z&‘ﬁ =~ O 2 v 13’(5 , 2.0

\

ANY OTHER INFORMATION

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

Date : \% %, Time : %D«*\ Prepared By : NL/Q«_W~

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

ORy il
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' 10-12-1989 6YSMED  (F)
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It takes a lot to treat the fitte.

nJRSING SHIFT HAND OVER FORM

BirthRight
WOSPMLS
Your Right to a Safe Detivery

Z | Diagnosis: PM b&d}%g LWM Any Infection: DYes/E—No/D Not Known
.'5: Eodowiiliiiom) . 2T R —
@ | Surgery / Procedure: Post OP Day:
z e Shift \%\OBI \%\‘ =
g Medical Condition =
S (Any special condition to be noted): -
< | Digt: NeM
Allergy: I Yes Z’ﬁo Yes =No |0 Yes CINo |~ Yes I No |0 Yes TINo | Yes ©1No
Ventilation (RA, NP NIV, VENTI): R& KA
Tubes/Drains/Catheter: [1Yes 2'No | ] Yes (2o |1 Yes C1No |2 Yes C'No [ ) Yes ©'No | T Yes [No
® = | Vital Signs: Temp: | Qg LF.| AEET
:%‘ SRZs: 20 L&
ﬁ pUs: 00 C$")
2 Pulse: gg, ; g2
BP: | N2dy [uelgs
LOC: | COrvulom contous
Fall Risk Score: | plic | ©lo
Pain Score: | o[ wo V@
Skin Integrity C)',god v | ot
Safety Needs: | Yes No | Yes =No [0 Yes ©1No |1 Yes CINo [ Yes ©/No |0 Yes 3 No
Physiotherapy: - =
§ Others Specify: | Yes 400 |1 Yes (o |7 Yes CINo |0 Yes 1 No |1 Yes i No | 0 Yes = No
E Special Diet: = —
g Critical Lab Test / Values: - -
ﬂ E | Other Special Orders / Medications: | Yes A0 |1 Yes [2No [ Yes [/ No |0 Yes ©1Ne [£1Yes [1No | Yes T No
E PU Prophylaxis: 0 Yes Mo [0 Yes No |OYes ONo |LiYes CINo |0 Yes ©1No | O Yes C1No
DVT Prophylaxis: O Yes (w40 | O Yes 2o | T Yes C1No |1 Yes T1No | Yes ©No | Yes 0 No
ADL (Dependent / Non Dependent): | _ DepaPle
T
Post Operative Procedure Special Orders: _
Handed Over By Name : ij{aV\ ¢, ut
Signature / ID : w 02094/
Date: | g"g’ \ﬂ[
Time: @g{qﬁ @ Shun
Taken Over By Name : 0.0t l
Signature / ID : 5y |
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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It takes a lot to treat the ittle.

NURSING SHIFT HAND OVER FORM

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Z | Diagnosis: Any Infection: (JYes CINo [ Not Known
E If Yes SPecify: ......cooovveeieeceeeeeeeeeeeen
5 Surgery / Procedure:; Post OP Day:
g bate Shift
§ Medical Condition
§ (Any special conditior: to be noted):
@ | Diet:
Allergy: [JYes CINo [0 Yes TINo |1 Yes TINo | Yes [INo |CIYes C'No | Yes © No
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: L1Yes CJNo |CYes [(ONo |0 Yes CINo |C7Yes CINo | Yes ©1No |[1Yes CINo |,
= Vital Signs: Tel;;‘;gf
5 Spo :
w 2
E Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity |
Safety Needs: |~ Yes O'No | Yes C1No | Yes [JNo | Yes CINo |1 Yes T No | Yes [ No
Physiotherapy:
g Others Specify: |(1Yes ONo |(1Yes CINo [C1Yes [1No [T Yes T No | Yes T/No |l Yes £ No
".:g Special Diet;
E Critical Lab Test / Values:
E |Other Special Orders / Medications: |1 Yes C7No () Yes (1No |1 Yes C)No |1 Yes TINo |1 Yes 01No | Yes 1 No
;:.g PU Prophylaxis: CYes CJNo |CJYes CNo [0 Yes L'No | Yes [1No | Yes CINo | [ Yes 1 No
DVT Prophylaxis: CYes LINo |0 Yes CNo |1 Yes C)No |7 Yes (1No | Yes CJNo | Yes [1No
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature /1D :
Date:
Time:
Taken Over By Name :
Signature / ID :
Date:
Time:
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It takes a lot to treat the little.

TETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: I‘BM% .............. 31 00 AN\

Baseline Information:

AT

Admission From: [J ER 1 0PD ML Adrmission Desk [ Others, SPECIY ......ccovviirrmnenieiciiininnnienns
Primary Language: \LTetogu [ English (] Hindi ] Others, SPECIFY ......oevverceerccirininnnsmsnssesesees
Do you require an interpreter? [ Yes [UNo~ ifYes SPBOITY 1.orvveveenrise e sassess e s
Source of Information: \D«Pa{ent 1 Family (] Others, SPECIFY ......cvcericiriimiuminesasrssessesssenss s
Allergies: []Yes UMNo [ Medications [ Blood Transfusion ] Food 61| A ——
LR E 00 ) p——————————————— e
Chief COMPIAINTS: ...........ccoovimiiininne s Doctor Notified on Admission\_+Yes [ No
Name of the Doctor: }9@\;903@”9”@ .......
Time Notified: Q‘éffgoﬂm .....................
Past Medical History: Obtained From L}Paﬁﬁ’ ] Family Member ) Medical Record [ Other (Specify) .................
Past Medical History Past Surgical History Previous Hospital Admission

Gynecology Assessment: "] Not Applicable

Gynecology Surgical History:

Gynecological History:

Menstrual HISTOTY: ...vonosssrininsssississsssisiniss Caesarean Section: [INo [ Yes Contraceptives: (ONo [Yes
................................................................. Cervical Cprclage: [INo [OYes Vaginal Discharge: [INo [Yes
Onset of Menarche: .......c.ccovevvesninssinnes Ectopic Pregnancy: [JNo [ Yes Post-Coital Bleeding: LI No  [] Yes
Menstrual Cycle: E}Regu{E Irregular | Myomectomy: [ONo [Yes Infertility: [JNo [ VYes
Last Menstrual Periogd: ...........cueienmmiones Others: If Yes Type: [ Primary [] Secondary
Obstetric HISIONY: G ..o B L oo A soeeesesesiesn
Prevlols LSCS: . ..oinmnsmmmminis smtasisnssisvisssmsmtsme
Current Medication: (] None ] Yes, If Yes, Fill the reconciliation form
Family History: U,Ne’mmaiities Detected

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

[ Liver disease I
Vital Signs / Measurements: TempQ. (... HR: 3’(6 RR: .OL........

BPA.\QXbO.Q’.. Weight: ............... Height: ............... BMIE: oo
Pain Assessment:  Pain: W CINo  (If Yes, complete the Pain Assessment / Reassessment Form)
Docu. No. : RCH /FRM / CLINICAL / 151 (PT0)




Patient Sticker }

PHYSICAL ASSESSMENT

P o

General Appearance: Eu—r{rmy C1ill looking ] Anxious ] Agitated L1 Others:

Fall Assessmem “INo Score.......... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: \E)ps/m No Score................... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant
L] Mobility problem O Walking Problem %amy Detected
L] Developmental Delay I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: Wmalﬂy Detected
L1 Overweight (1 Poor Appetite > 3 Days L] Needs Therapeutic Diet.

L1Under Weight "] Diabetes Mellitus L Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
alm & Cooperative ] Restless ] Depressed L] Agitated ] Confused
EIOUIBIS .ottt .

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: (] Single @M;i:/m/ljmvorced [ Widow
2. Special Habits:  Smoker: [ Yes 0 Alcohol Abuse: [ Yes Q_N}/ Drug Abuse: [ Yes \ {0

Social History: Lives With ......... L b st eee e ee s

Orientation has been given regarding the following aspects:
Call Bell in Reach : Yes _[] No Waste Disposal Explained: IYes [No
Infusion Pump : es [LINo Hand Hygiene Explained: ] Yes (] No [] Others

Nurse Name: ...,

Date & Time: l({j,

n6.L2.. &/ 20




BirthRight
BY RAINBOW HOSPITALS Date of Admission _,iLM_

Ref. No. : FIGYNIC/18

I.P. ADMISSION SHEET FOR GYNECOLOGY

Your Right to a Safe Delivery

Time of Admission - {59‘"\

Year of Marriage :

Previous Periods : V‘t'fUU-,- ' N’.NM‘S w Mode of Delivery 29
LMP: Rea e d Meangpawse 1Xm ayo Last Child Birth: 2 c@ f)

Contraception :

33y, Parity : P’-)/l_

.’ ------ L}
E Name Min LATMA Age__ Y'Y, Date of Birth i
i UHIDNo:__ PO 00O USTR L IP No.: .
i Department ; %{‘H/U—L_ Consultant : __» SHWN 1TYA :
pem— PRESENTING COMPLAINTS #mmmmmm oo o e e e .
Hlo reuwcvund vty
i . Aoue,~ :
i o pom O (R bath Bk, - :
; USC on o b 5
E MENSTRUAL HISTORY OBSTETRIC HISTORY E




[

MEDICAL HISTORY SURGICAL HISTORY
Plo Vs - 2um M T+ Los AP SO e ! i
~ - : &
nlo Wypsmyrold - 37—*4*%TTMW1M'J\'SM? 2013 — Pava Wyrold ﬂtdﬂ‘i
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olﬁp,ﬂgdw ABL j_olfﬂ’ﬁn-@w 5W%‘3¢C Lot
FAMILY HISTORY NOTES /ALLERGIES s b
e
MENZN(N! ML
v
LA L A S B M DN T+ ey
Date_‘_Q'lo{k_é, Breasts Local / Speculum Examination :
Ht. 1% Wt. Sﬂ:\ E
BMI == E
5A = i
B ] e _ Bimanual Pelvic Examination !
Pallor — Abdominal Examination i
= b :
CVS :
Respiratory System — ;
Thyroid E
B e e e e e e e e e mm s e s e mmamAm e — e e A s Se———————————————————— e
PROVISIONAL DIAGNOSIS : (Vo b Muenopasal Women ¢ Tntdasad ind*—mua.,,i
INVESTIGATIONS ORDERED PLAN OF MANAGEMENT PRESCRIPTION E
haT- O-ve HYsTiRoscOPY + ~Adits
Wiy ‘ "“’Covvm.t,' E
noson | MR AtALE- D68 PitamAmoN & fois N :
e Wodac- g OUR s TTAG, ;
‘ . — Wepp Mo : :
th lounk FMW eof) m ;
, 3 6T Ans, it :
A - Ly — P & GT i
[1] 1
Name of the Doctor : ) A v M !
Date | 8 lﬁf}u{, Time 4 R\v] Signature of Doctor 5
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It takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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It takes a lot to treat the little. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

DrUG AIIBIGIBS: .ovvereeeereerrammmessiseisrs s 77 Not known any Drug Allergies

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

SRIFtING FIOM: ©.voveceeecreiiecieisieiess s L T —————
S.No (aeusnl?:"ﬁ[:ﬂféﬁ';#ﬁf EETTERS) (m[g’?rsnf:g) (PO, ?J%U;% v) | FREQUENCY bg;s: /DT?SE ?gﬂ?gﬂﬁg
o 1| T Losrann somy | & | 915 |JZ€ ODC
2 | T-TTWYroNLRm e (p 7 o) 1) gé [1DC
3 OC OIDC
4 gc doc
5 JC [CIDC

6 \ 0¢ Doe

7
-~ \ OC 0IDC
8 \ Jc OODC
N
9 \ O¢ CIoc
10 Jc DG

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

Doctor Name & Signature : Drmwmnmﬁﬁ

Date & TiME : ...oorerererenceee LBLS0AL. 8P e

Nurse Name & Signature: .....

oate & Time - ... AR1eALB. (2. Bt e
Docu. No. - RCH / FRM / GENERAL / 090
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‘e IP25.0 - =~ _®
T v o Chiven's ‘BirthRighf
Hos ita §LRA1NBOWHOSPITAL§
Il IHIHHIHIIIIMMIMIHMHHII rerdem, | O s
DRUG CHART
Date of Admission: ...... ) ng}% ...... Drug AlIBIGIES: vvevvereeereereeere et saeas 1 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

y
!
3
f
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).
! - 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.
$
1 - 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.
i‘ ﬂ 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
E (EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
|
.‘*I S0S / PRN (As Required Medication)
¥
Dater
i .
: DRUG : Tige
: Dose Route | Frequency |Start Date
z Doctor’s Signature |Valid Period| Pharm.
% Additional Instructions:
¥
i
. Date»
-~ © | orus: Tie
1 Dose Route | Frequency |Start Date
; Doctor’s Signature |Valid Period| Pharm.
i; Additional Instructions:
" _ DateF
t DRUG : Tige
: Dose Route | Frequency |Start Date
:
3
‘ Doctor’s Signature |Valid Period| Pharm.
!
‘\. Additional Instructions:
]
[
5- Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
o ——— e e




REGULAR PRESCRIPTIONS

Weight. ................. Ward. ..o

T

DRUG : < PARA CeTAmg L

Date

Ti@e

v

Dose Route | Frequency |Start Date
o | Plo | TW !8(‘5?1/6

Name & Signature of the Hoctor
Starting the Drugs:

(D~ SRINVI ]

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

DRUG: T, ~LTHX A -0

Tir'ne

v

Dose Route | Frequency |Start Date

%oomy PO | AD | )8I7))

o~

Name & Signature of the Doctor

Starting the Drugs: &

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

v

DRUG: PR DA A 20 €

Dose Route [ Frequency |Start Date

Worg| 90 | o | 181

Time

Name & Signature of the Doctor
Starting the Drugs: ﬁ,

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG : T . LOSHAL1aa)

Date

Y

Tirpe

Dose Route | Frequency [Start Date

KONy | PO [OD @l (P

‘Name & Signature of the Doctor
Starting the Drugs: Li:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4

e e e e e

e et et
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Your Right to a Safe Delivery

Sheet NO: ...c.oveee REGULAR PRESCRIPTIONS Deapk...... o L TATF-T 1 o [AR——
Dater

Dose Route |Frequency | Start Dt.
Aswes| N0 0 |a\5

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

tey
DRUG : e

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : poer

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»
Time

DRUG :
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
Docu. No. ; RCH /FRM / CLINICAL / 108




SIgnature ...........oooooovoee

VERIFIED BY : Name

Rainbow® . L.
Children’s (d BirthRight
Hospital . 8Y RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery

Sheet No: ............. REGULAR PRESCRIPTIONS Dept........ccovveen.... Ward....c.....0000.
. Date
DRUG : Tie

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : pater
Dose Route | Frequency | Start Dt. .
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : Dater
Dose Route |Frequency |StartDt.|
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign

Date}
DRUG : Tine

Dose Route | Frequency | Start Dt,

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH/FRM / CLINICAL / 108

(PT.0.)




P —

L b o

-

Weight. ..o WAL s
Date»
VARIABLE DOSE T|U]e Nurse Sig. I Nurse Sig. I Nurse Sig. I Nurse 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 2o i Dase Doss
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose bone o -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme l Nurse Sig. Nurse Sig. Nurse Sig. Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date pose e o pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose Pss fosg Dosg
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: s P i b
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
, - Dosage & Other :
Date Time Medication Instructions Route Signature Nurses
15 \,30 CsfoTPRIm s l s . polee
A ee) -
MG.QUS‘—LC
Uo v (A
2158 ‘\\‘goN»J\ 1{P41\rroﬂﬂm,ou_ ™~ e
13157 | & 200w | Ty METACIOAEOMIDG. IOW}_ v r Lol | g:
~ - MigopRO {701 Goo J (Qf/ -
\1 U L ""f P =
[g/(sf 16 v [Supp DICLOFENAC. (00 ~ P/,g OU/ %L
- — .
13/\8’ Wige [SupP TRAMADQ L- 00 e ((// y-om

Page: 3/4
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I.V. FLUIDS CHART Weight. .....cooovn.... Ward. ..o
' Composition of I.V. Fluid Flow Rate| Doctor  Nurse | Date of [ Doctor | Nurse
Date Time (I infusion, nﬂ.niion ml./hr = Mcg/kg/min. etc) Route mi/hr Sign Sign |Stopping| Sign Sign
o
: | 0w \ QCLOJ‘v @
\ SERNN L ® " o r A L. :
\%\S ' W 1&15 ”y %\
# RC 1 2 ¢ ‘
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Early Warning Observation Score Chart - Obstetrlcs

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

Date

Time 10|11 |12

M

RESP
(write rate in
corresp. box)

> 30
21 - 30

]

0-10

Saturations

94 - 100 %
<94 %

e
: | e P e
--Jmmmm----q-qq-qq

0, (L/min.

Administered

2 dway

< 35

3jey WeaH

170
160
150
140
130
120
110

100

90

80

P

70

50

anssaid poojg 1j01sks

190
180
170
160
150

140

130

ol N
Nl

120

110

100 \

S0
80
70
60
50

aInssald poojg J1jolselq

130
120
110
100
90

80 TN

70

60

50
40

NEURO

RESPONSE
[v1

Alert

Voice
Pain

[Unresponsive

URINE
mils / hour

> 30 (v v

< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal | | |i|i|ii|i| il | | I | | | | | I | | | I | I I I

Heavy / Foul

Liquor

Clear / Pink | | I | | ii | i|| | il | | | | I | | | | | | | | | | I |

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

] C
Green
e

M )
e 1 X

NEE

Nurse Initial

NCP




Obstetrics and Gynaecology
Early Warning Signs

4 Y\
1 Yellow Alert :
Repeat Observations
in 30 minutes
>
- T 4 R
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\_ o - E

S

> 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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1 No Known Drug Allergies
] Drug Allergies ................
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(USE BALL POINT PEN ONLY)

DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)
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DATE

(ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)
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Rainbow®
Children’s

Hospital

1t takes a lot to treat the little.

" FLUID CHART |

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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.

Output

Date

Time

Nature
of Fluid

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site
Thrombo-
phiebitis
Score

Si'gn.
Nurse

Mouth

08:00 am

09:00 am

10:00 am

W By

11:00 am

C’%
\ﬁ/
Nf

12:00 pm

01:00 pm

e K

Total Intake :

& Nl v

Total Qutput :

02:00 pm

— —

03:00 pm

el

0

04:00 pm

E\DL

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

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

‘ Total 34 hrs. Output




| Patient Sticker

Sheet NO. oo,

\

Rainbow® .
Children’s ‘BirthRight

Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

| 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.

Intake

Output IV Slte 1

Date Time of Fluid

Nature

Route

NG

Thrombo- |

, . - : hiebitis | Sign.
Diarrhoea | Vomit | Drainage | Urine e o Nurse

Mouth

Y

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 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

P S S .

Total 24 hrs. Output
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HITYA BAMMIDI ‘
Patier ° ||!\IIlllI!HIllIIIHlHlN\|||“||‘| ............................................ Age : 98 ¢
UHID.. e ERUNG, 2 ocomiis st omncorsansmseime Weight : ...
Surgeon : Do. < abk (.H\u 5 Asst. Surgeon: —
Anesthetist : 5. S<TOR UCL& OT Nurse : &=y Sra
Surgical Procedure - Pot pecdonn

-l—%a«;ta/\o?m + Fran

Indications for Surgery :

M"“’“‘“’(PM“’! uthe  fRickapd  endomobium

Date: &, |<s (oG .

StartTime:j.o: (S A\ EndTime:h S Gy

PRE-OPERATIVE PREPARATION :

N ) ém

9 e

%) %W\L(CQ Lonsends

PM‘” Pep eration.

f) smw 0T

OPERATION NOTES:

A eh L Lswp Pedfeud  eepk fn Wit ooy poiiioy |

Park PCL\RO\ A Citwpfd u, bladd ¢, cbgt\d

'&1\:\0‘»&9( A padertior Uajmx wally  trekvoe beol & Sfrng &}ae ki,

QW\}U—L@V Wp o cenuin hetd t valelluyy,

Sevia l o

am‘gt Aila AHon cyi ™onalog dowe Usivg Hegeu & dilddo, .

*”‘%‘-“0

s\ow\u ml-m&unec( do  uleive Cauﬂtdf

d

etther wde
H o em O—U\&Dmdﬁak polyps voted fn -t camw 2 ol efthar o a}(f”&u’
\ at e whtine o, Lot \QN* ulteiy ?Oh-ipcc,’(()mq &@m %serxﬂo Hpe |

Qendle  cuceblove doun - cu-«si &«csewgm &cd;ﬂ@—‘\:kp_a Seomh; s&unf,lcg

Bl oda w5 tovml

obleaded -

Hemodais  ¢ocured

Padeent

Wit staod e ,{Mu&m wel/




POST - OPERATIVE ORDERS :

NBM » Hhv
vV AUudd s oy gm\»«ou
Ovieg A s ated
w‘eP Biv,
MO l,uj«sw Uﬂad‘)
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Mrs LATHA

RATION THEATER NOTES

1u-1z1m 5‘”"‘“ (*)

et “YiTAANAN

5] 5 || SNNEERENE ey o e PN Lcovnmmssmssisssssmsons Weight : ...
Surgeon: DT . Sabk ‘.H\UQ Asst. Surgeon : —
Anesthetist:  T)76. <t \jo_)g OT Nurse : =% . Sy

Surgical Procedure :

T

Indications for Surgery :

Pest mmeﬂumal withe  Apidepd  endometrium

Date : \%[S 26, Start Time : Y0 > (S (™ | EndTime 4y« { g 4 a1
PRE-OPERATIVE PREPARATION : N a2
2 fac
%) WGW\MCQ constnls
4) Pl puperation.
5) Seipko OF

OPERATION NOTES:

A oea L L pediut gl b Wihotomy pefiive .

Parte  painkd & Awyed “, bladd e, c&f«g{:eci

' —%m L pahestioo viéﬁnx wolls  tehodted & S saae T T

)
Podestioy Wp o conuin Yneld ? valae Wy, |

1T
Sedal & genXie  Ailadon 91 donal o douwe  Ugvg HeqCu s duld

Jos-

=

’H\J&\UtOSLOPq \owlWy ﬂ\/\'\chuwcL do vl CCLW"\'Q
we ¢ 4 d

L‘ G5 ) Q\i\&t’)mg_ky{a_\\ mokmgs (’M %\(\ m Cam\_q o Oj’ etther W

\ at adodor uktine oy, Lak \%U&\Qﬁw aledy ?Ohjpec’(onw &owz ‘*SQ“HU e

Creentle  cucebloge dour: cuql st wo—%e Senry sofnpie
OI}M.

RlL odfa s« o tovmal

Nempdans o oured

P adrent _wﬁhmd e Q\wotec(hw welf

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

NEBM » Hhw

IV Audds o penfxou

ﬁwﬂw./s s bibed

w€t"- B,
MOULQ{)» (.LnaL,B

........... b Lbdtyen......

Consultant Surgeon's Name

....... AR

Corgu!

M's Signature
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. Rainbow® ; e
Department of Anaesthesiology Children’s & BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .%
Name: .......... Mas..... M"‘* ....................... Age: S-6\7’5'\/)89)( ....... [em L UHIDNO ¢ oo
Date: ....vvvveevee { ([Ufl% ..................... Time: ... 4. '&O{m ......... Proposed Operation: H\a'(\t\.o.twnﬂapf.@

B.P/CRT: l&&{ngR C]QLrnWEIght B kp ASAPhysical Status: 01 2% 03 04 05

Labor oiﬂala ﬁ’NUSS - Nefdi ve

s A . e i T W B e Bt oo
WBC: oo Creat: . ¢ 5? Total Bl 5 Xl HOV: o 2D Echo: ﬁll S5
- — Na: ,L{ ,,,,,,,,,,,,,,,,,,, DI, Bl ccssiviiviianstibausisin Blood group: o/“e/ Stress/Anglo: . h\ VAl CJ T
et e Ko Y, 2O M e T3 s Other: ... WO o 4
= A T cars: . ALY Akphos: oo ) P Ie— HJATQ_S‘-\/
INR: t‘o ........... MOF+7 orrrscrsacsoinnss AMYIaSE: oovevroeifnen TSH "'A’
Ol =2 eororoeessssssee, SGOT/SGPT: [{hﬁ, Aliesgits:
Medical History: CVS: = H/o‘ HTN e _éU—M ) paedecalzin
RESP: — H o HJ'“DMM_ L Diabetes : K/L_‘!Q PM Mot on rediaction s
o5 — HnCe &g’,;« on nmedice s A el
Renal:  H [0 UTT (0duyp ago 2 Resole d Ao
Hepatic /GE:  — c Physical Activity: AeTS >
Others : )

Past AnaestheticiStOry: . pve 2ol S8 7 QA = Blaod bronsfusmany dpre 2 20U
Physical Exam: i (;Q\B)Pwkw i a/‘(mcl Texeain L YA — Ulg s Okm')gw

Airway: MP1(2/3 4 Mouth Opening: | ntohyoid Distance: 70\ Neck: Teeth Docksod b5
' | /7\ L—/S L’/
P /
Lungs:  p .I a3 WS (o Lomc .tuk, <

Heart: €, ¢ s @
CNS: Conntious , Ovieotad
Pregnant: [JYes [JNo [INA Venous Access Site: p ... Spine Exam for regional :

Anaesthetic Plan: (JMAC CJREGIONAL [ GA-ETT QﬁA

Peri-Operative Plan Explained to the Patient: ,zr?és 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
s St ?ow —— 1. DVT PrDDhyIaXiid o ORS 2 o J ¢, placri d
L/Z‘/N"‘ ORAL<:Others 6 Hours i P
T- Ronawestelin £6 iy 6 —o—} -3 Informed Consent: ) Standard [ High Risk
T ’mﬁw‘,ﬂ “f(“ A A—Post Operative Pain Management: CJ Discussed with Patient
’ ' 5. Other Instructions:
..CMA&W:Q{Q.% d.w\m[‘\mclw (ZDEU«J gcg
| =Rw:.w PAC g B S TS . BT IR, Cre o

Signature: ......... M ....... Name: ... DA SHINY.......... Sk? OHA ¢ vaobam.... posdicelin oo L
Docu. No. : RCH /FRM / CLINICAL / 044 Diab etes ) pro tedis -

; | 7 bur
.%;ix“mlvw”“w 77
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Pre Induction Assessment:

Change in Patient Condition: (] Yes Dﬁ) Fasting Status: 7 & h~
Physical Status: Patient Identified /T € i
: atient Identifie U [ Consent Present -1 [ Chart Reviewed
F |
H.R: go[mf | B.P/CRT: 106 qu | Sp0,: 49/ [RR: 0 /vy | Last Feed: .4\
Pre-OP Diagnosis: . fsmuepanial buediy = Operation: .-Higdomseemns DR o Date : I?’{:({)/L
Surgeon: ... DT.:. SM&% ............................. Anaesthesiologist: ﬂﬁf&ﬂmm ...................
TIME 10 s The
N0 /AIR /O, LPM
HALO /SO /SEVO Antibiotic
Drugs:
A €
B N Suppository
. Pﬂ, Uy ¢
Blood Loss
FI0, /8a0, 1o lonlt a1
ETCO, ‘% 231 2
ECG NCE | niGEl K&
Temperature
Uring Qutput NOTES
2= At
gp 240
V' Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquel on Time
Tourniquet off Time 1601 7k§777%
140 ——- !
Throat Pack In N v v
Throat Pack Out 120 F /. h £
100t v ¢ 3
| . IS
a0 A AL ST
I
60
40
20
10 ]
0 I
ABG
LAB Values .
GRES
Others
Equipment Checked and Temp: Indu Regional:
Functional [l HME ] Fluid Warmer v [ Inhal Extremity Specify: ..
|1 Cling Film [J OH Warmer [ PreQ, 1RSI [ Epidural EI Caudal
L/ Cuff Slte\Rr) UL ;/fj‘ Hugger's ] Cotton Wool [] Others N e T o
Art Sit Oth } .
\-?('Elr(G L:acl [] Other u?(Mask ‘EI/SGA Position: ..M ..o.......
Times: O Airway [ Oral [] Nasal BHBC o NG
Temp Site i (.
A Oi,lommr Anaes Start: .| D\ S ETT# oo oo, €T Needle Size: ... oo DEPHL oo
‘& Agent Monitor OP StArt: ..o [ Oral r‘} Naslal [ Cuff Parasthesia [Yes [
‘/ Pulse Oximeter OP End: .. ‘ L1 Teacheostomy [ Topical Catheter at skin .........
‘/ﬂ Capnograph Leave OR I .4 15“ J i ’ Ll Druge Drug Name & Conc: ..
/" Ventilator Anaesthesia: [ Awake Direct Vision BORIE oty M
[T Nerve Stimulator ﬁA [ Video Laryngoscop Stylette / Bougie LT U S
. . L\‘THUTO'V)} Od Mnr!ilnredAnaesthesiaCare [ Fiberoptic e
OFHON: ..o Dnrinininions ] Regional Blade# ............... Attempts: ................ T —
/! Pressure Points Checked |* DIFFICURY WOY? oo OMmEnES: e
Line (Size & Location) Transportation to
Eye Care: CTCVP: oo [ Bilat = BS /%s PACU ey L] Other
L1 jgint 1 \/gemi-(:lused Circle Relaxant Reversed [ Yes CINo  [aNA
Tape‘ i (LHMM... (L, [ Closed Gircle 1V -
Padding O 7' ther Name of the Doctor - &7 T
‘ | Awake TI\.'. Signature of the DOCIOT ..o e,
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POST-ANAESTHESIA CARE UNIT RECORD
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Received in PACU DY ¢ oo Time Received & ...oovvveeeeeeeciiecenninennns Time Dis&harged s
250 Y <
250 IV Cannuta Site ... A5 Q2T
240 240
L 230 230 | O 0, Mask [1 Nasal Prongs
5 220 220 | 7] TracheoStomy ] T-Piece
175, 210 f— 210 X )
@ 200 — 200 | [J Oral Airway [J Nasal Airway
o 190 180
[ 1
180 |— 180
= o Tl 170 | Vomiting : Ol Yes 0 DU crenomeernesessrmpesresseesisiisssessiisaes
o 18! .
= = o I naTube:  C)Yes 0
v 1;8 :gg Drain: O Yes [*TRo
1
A 120 \ 120 | Urinary Catheter: &= Yes [ No
110 *Y \ 110
7] 100 100 | ChestTube:  [J Yes £TNo
= %0 — J 91 il Oral [ Yes
= 80 IT 1 80
70 \ 70 | _—
= ) wruis P\D‘ .
(773 50 50 Oral Feeds: .....cooovverreverere bV
e 40| 40
30| 30
v 200 lg - 20 E
10 10
0 | 0
SPO.L_1L 1.
POST ANAESTHESIA SCORE MINUTES
(Moditied Aldrete Score) IN 30 160 | 90 ouT SCORING INTERPRETATION
Able to move 4 extremitics voiuntary or on command =2 o : :
Able 1o mo:e 2 extrem'n:es voluntary or on command =1 ACTIVITY l 1 3y A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deep breathe & cough Ireely =2
Dyspnea or limited breathing =1 RESPIRATION )_ o l- . i s "
Apnelc 0 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve 'y i i inian-
BP + 20-50 of Pre Anaasllheu; leve =1 CIRCULATION ) 3 . ? Space below by the Dlscharglng Phys:man.
BP =+ 50 of Pre Anzestrietic leve =0 | 2
1
Fully awake =2 }
Arousable on caliing =1  CONSCIOUSNESS | |
Not responding =10 D-"' 2- i 2
F;i‘nk - 2 - t
ale, dusky, blotchy, jaundiced, other =1 COL |
Cyanolic ~0 D1 2> | 2
TOTAL L i 0 N0 |
PAIN ASSESSMENT AND MANAGEMERNT FORM
Date Time Pain Score Interveniion Signature
Ve O
A
P+
Pain Tool Used: | NPASS [JFLACC [ WongBaker {1NPS Reassessmenlt Frequency:
8 0 1. Every eight hours for all hospitalized patisn:
Anaesthesiologist Name : ... DR SCigoNed 2. For post surgical patient, patient wilh chronic pain. palient with severe pain

Anaesthesiologist Signature:

Date & Time:

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

Every 2 hours for first 24 ho

b, After 24h ry

¢.  Prior to pain reliving intervention

d.  Within 30-60 minutes aiter pain relief intervention
Transferred to Unit by (PAGU): .. ..ccoeisinsusiimssisssssnsismssinsioniniion
Date & Time.
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: ...coooovvceer e, ] 1 PYOCOAUISIBORBIIN .vovmimsvssssimmmmmmmneremmom e S baseseseesas
CSE /Spinal /Epidural POSINION ¢ oo SPACE &, Technique (LOR/LOS) ..................
35— Catheter at SKin: ..........ccoovverevrerrennnn, ATBMPES & oo,
Parastnesia : Yes/NO if YES QLAIIS : ...............c..ecvvceerroooieesiceoeeeoeesseesees oo
SO0 COPBOBTION Zcrsseconconssomsns568338556565555505vmnon v s a5 PSS EE e

Any other issues :

B) 18R e oo ee oo
s,
Time Inn:::?/?“l}ate Bolus (ml) LeﬂLe\::il i FHR Comments
ght | BP | Pulse
Delivery Details :  Time : ......cccccvvnennn. 4501 L e — SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip Inspected : ........ccoveenne.... b A A S VS BT S A s nmesmmmsmem s e s R A S
e T T S —————— L S L. SR

Discharge /Shifting ordered by
DOCTOr SIGNATUIE: ...

DOCIOr NAME: ...,



CONSENT FORM FOR GENERAL / Salnpow - ‘BirthRight"

REGIONAL ANAESTHESIA / R, e
MONITORED ANESTHESIA CARE

Patient Name : .............. Mes ﬂ“’ﬂ“’“ ............................ Age: 56 .5 )aender: Male O Female O~

UHID NO: oo SUFGBON NAME: ....ooovvvrvrrerieceeeeeeeeeeee e ee e
Anaesthesiologist : ... ... A HMOARY AN 2o
Operative procedure planned : H%sIWS@Pﬁ,DT.,MTﬁTIDNANDQ,QRLTTA G¢

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 fouowmg medical
problems and | have sought necessary clarification on all my doubts.

O Heart disease O Hypertension O Diabetes mellitus O Renal failure

I Hepatic disorders O Shock O Multiple organ failure U Polytrauma / Renal Tubular Aacidosis

01 Incapacitating Cronic Obstructive Pulmonary Disease

O Others : ... HYLTENSTON,  ARARICERDTA. . BR2ALC HOSLAM, . LARN NGO A
CCDNTITIBI 5550t s nisosos e 585384556407 B e

* 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 upor@ / my patient

%\ﬁwwwﬁtp\mc the above mentioned / Diagnostic / Therapeutic procedures
..................... L.CPL.
I authorize and give consent for anaesthesia ( 1 Regional / 3-General Anesthesia / I 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.

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
will administer the Anaesthesia.

- Pregnant: O Yes (E’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 : R G PN ro S S Signature : ...

LT )11 SE—— = o I —— Name: .......°.L. BB o e s VAN
Relationship with Patient: ................ SL%. ................  Date&Time: ....& Q5[2.......3-REXL.

Date & Time [b(q?«f‘ ........................

Doctor (who is taking the consent) :

Signature : M ..............................................

NAME oo e AT AR e
Date & Time : \;,Lg[% ............... ;.....\.":.2:.;2.‘0\/\/\
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Patient Name & UHID No.

Date & Time of Admission

& st @@;}jﬁ

Date & Time of Transfer Order

\glortee (9
10Ae-

Treating Consultant Name Transfer Ordered by Reason for Transfer
- C - W
From Unit To Unit Information to Attendant
—~ =
§) Yeg | | No| |
-’ 0{ J

Number of Sheets in Clinical File

>

Number of Imaging Films

L 0p ,:{e‘-‘il

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
. /
" :a-P‘“T\ -~ oo g / o au“
3 ¥ (AN
2 ri\"l“ ) ?Mobk@(wt | Dexw, % ‘f
- Lo garge hol \ i
! * Fi =
4, U
57

Shifting Summary / Notes Written by Doctor

Yes*T  No[ |

S ¥

Name & Signature of Person who is Transferring

flo e

Name of Person Ordered Transfer

»@P.W

Patient & Clinical Records Received by :
j )W@ O\

Date & Time of Patient Received : @ 1O + 0O AN

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

|| Unavailable Bed

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

|| Nurse not Available

[ ] Available Bed not ready
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PATIE NT TRAN S FER FO RM It takes a lot to treat the little. Your Right to a Safe Delivery
Patient Name & UHID Nn Date & Time of Admission Date Tim(e of Transfer Order
FDH-00045738 {P25-00020488 \ 2 1 < 9026 @\ & o 02k
i ewee O @1 gosm
— or, SAHITYA BAM

i T

Oy . Svicwns | POSY op cave.

F) From Unit To Unit Information to Attendant
i T Yes No| |
O M cU
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

over to attendant

5 » op Ly WO o sE

ﬁ; clinical documents. If any handed
|
If yes, what ?

Medications / Consumables / Surgicals / Hand over

i Sl.No. ltem Name Quantity

3 \

" !
. 4,

W
o I |
/)

5.

Shifting Summary / Notes Written by Doctor : Yei*ﬁ‘/ No[ |

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

g\ragﬁk @I{C’\@“ A 'DQS‘ . SYUS Vo

~— ~

Patient & Clinical Records Received by : w

Date & Time of Patient Received :

-

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

|| Unavailable Bed [T Nurse not Available
Docu. No. : RCH /FRM / GLINICAL / 102

| Available Bed not ready
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NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)
Jatient Name: hAy ©. 1A A Age: O f '-_.f Gender: 1 ( asAlL
UHIDNo:E V-« v ol ¢ IPNo. Cro 2 (HRg Date: |2 k'f‘ﬁ\j(Time: 08 2% 4.
Diagnosis: 4 €TE ROCCOMy & 0,
PRESCRIPTION DETAILS (Tick only one of the following)
§.No Drug Name Dosage Remarks
1| Fentanyl Citate Inj S0mog/Vi LET ACE,.
2. | Morphine Sulphate Inj. 15mg/MI e
2™ | Remifentanil Hydrochloride Inj. 2MG
_4 Remifentanil Hydrochloride inj. 1MG »
Doctor Name: 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: ................ CLUARHEE: . ... Date: ..... 5. ‘lf‘:L‘f
Aadhaar No. of the Patient (OPtONEL): ...........coooeieiommiiiiies s
5| Name: AL '€, L-ATHA Remarks

IV SE VAT . L antE A
2. | Complete postal address (with contact number, if any) ' " : (TRt
vt - nldoalf  aty : et T
3. | Brief description of the iliness VN ETE & 0.0C Ol
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 GC AT el
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
Xeg ‘
\‘ \\f { L wrrannvd {on it Lo
\ }

. ensed by (Name & ID No.): ..._.,':,i..‘;‘...\.';.'.'.{.:.5;: ........................................................... Signatured S....everereerecereerersanne
| 4

. 'ved by (Name & ID No.): '(fe"‘,""""‘ signature:!. L0 et 2 et
|

‘ ' RCH/ FRM/ CLINICAL / 133
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