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L UHTE DETAILS

Date : tO"‘l‘{&_(» ........................

¢

Patient Name: *H“-P&B.A.Q:M ................. Date of Birth: 8;{'5/{1‘\'1‘1 ........... Age: &93{.4
RS S S Ward: .. )WL 00 UHID No.: YA .H:..mf?.l!ﬂ&ﬂ

Date of Surgery: \oh\').é LJOT-1 [JOF2—F10T-3 []0T-4 LﬂBG 0T-1 [] 0BG OT-2

Name of the Surgery : @QTA&M}'\QVM
L |

|
Time in OOIIO’F(%aq DA Time Out :........ Dﬂ'%OAw' ..............

NAME AMOUNT
1. Surgeon [Y\(Quc(U@\mw ......... b ua o 0 b R
2. Anaesthetist 4B .. leqomaiva, o R A—— —
3. Assistant Surgeon : ... M0 Akl Lo OO, WS
4. OTTechnician  :.......] g TSR A E O . ke
5. Circulating Nurse QL! ...... .S‘WM ’ ...................................

6. Assistant Nurse - ‘fd Aol (0.,

Special Equipment: (] Laparascopy __| Broncoscope | Harmonic 1 Morcelator

] C-ARM L1 Cystoscopy [ Versa Point - [[] Liver Cusa

] Neuro Cusa -Otfiers L’r\da\e\f“\kfwﬂﬂ/e botner
|
I 0@;43’ 03U -
Signature of the Surgeon Signature of Circulafi e

|
Order No: .. 2.2 000625 UL/ CUL  orger st Gosoofn,

|
Docu. No. : RCHBH/FRM/GENERAL/114



BAHK-00611929
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Betiever]

oy - ~ ®
= et Eﬂ'i?dt}?avx’s ! BirthRight
or. sun|m ||T|il||iﬁﬁTﬁT|i i CONSUM ABLES OF OT Hospital | . 3322’1?3"!2‘3? et it
o Technician : f\[ e Date : lD]':F{‘;l6 ............. Thie b q“"";
Anaesthesia Disposables wsued Y usea | SUFgICal Disposables issund | usea| DiSPOSables (Baby Side) | AV
ET tube Major Pack Inj Vit K
LMA sl Sutures Cord Clamp
ECG leads 4/ P/ N o= Suction Catheter
HME filter : A/ P / N el Feeding Tube
Syringes : 10 cc i Y Vaccum Suction Set
05 cc Gloves Surgical Gloves
02 cc - P Gauze Pack
01 cc Syringe 1ml / 2mi
Cautery plate : A/P /N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL Cautery pencil
NS : 10ml/ 100ml / 500m! / 1000mI Koochies
2 m 0 e \ |  +Ointments
- | 7| suction Catheter Motheo  aouwu ol py
Fentanyl 1| ) | Cap Mask 515 9 modo  abusw oLl oat
Morphine Gauze Pack r N e ij ol [o}
Ketamine Mop Pack Toawsy ‘LD ) ' pt |0l
Propofol 3 Y Steristrip ?n ‘A 4 1224 p7lo)
Rocuronium [ Underpad 01 |b) 5 r';l e Y d 02 [02
Glycopyrolate Draw sheet br (62 l1ace € 0 nllol
Myopyrolate Abgel 1. kl L‘ny B‘ o}
Ondansetron Foleys catheter Kl S'HD wal) nt | ol
Pencan 25g/ Spinal Needle 22 Urobag gin bhan : A lprloll
Bupivacaine 0.25% Chest Drainage Catheter :ﬁ\; mr pt DI
Bupivacaine 0.25%(Heavy) Romodrain bag Al oy / pi Lo
Antibiotics Bandage Ca & tover oL |pl
M1 0o>a(on \ | / | Tegaderm beet™ roveq ot | D)
Suppositories loban VEM bl b 91‘
Anamol : 80mg / 250mg / 170 mg Double J Stent Epust ¥ ot (0)
Supridol : 100mg Vaccum Suction set
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution
D el 069 (0.] & \ | Microshield
P ) Cotton Balls
Latex Gloves
Ramdione Scrub
Saral a
Surgeon 9‘{"3 "\“’L(-’Q-’lo""\g Anaesthesiologist b ‘?QJ;M oy Nurse gLOﬂUC?D oT TEI%M

Order No. g‘OOOﬁﬁQS‘g‘ug_/#ti?) ......

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



Rainbow Children's Hospital - Banjara Hills

%z @
Rai\nﬁ‘w ! . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA !Banjara Hills ,Hyderabad
,Telangana, India ,500034. ‘
|

TEL NO :+91-40-4466 5555

Children’s _ "%
Hospital ®™"3™
|: Y WEB : https://rainbowhospitals.in |
ADMISSION SHEET |
" (IR L ETLARTA LA
Registration Details : |
Admit Time :08:10 AM UHID :‘lBAH-0061 1929

Admit Date : 10-Jul-2026
|

Admission No : IP5-00176192

Patient Details : |
Patient Name  : Mrs HAFSA FATIMA _ Age :20Y2M3D
Guardian : Mr FEROZ KHAN : DOB : 07-05-1997 :‘
Gender : Female Religion : '
Occupation Martial Status ~ : Married |
Address (H) . H NO:30/30 BESIDE SRAVANI HOSPITAL Rein Phone No : 9483367777/ 9966966662
Bazar Hyderabad Telangana INDIA 500023 E-mail R @Igmait.com
|
|
Admission Details : P |
Ward Name | : 4F-GYN RECOVERY

Bed Type : DAY CARE Bed No :RC 407
Room No : RC 407 Admission Type : First Visit ‘
|

Contact Details :
: Mr FEROZ KHAN Relationship  : Husband '

|
: H NO:30/30 BESIDE SRAVANI HOSPITAL : 9483367777 / 9966966662
Rein Bazar Hyderabad Telangana INDIA 500023 I‘

Name
Phone No

Contact Address

|
\
' ;Ena ré

|
|
Specialisation :INFERTILIT‘(
|
|

Referral Doctor : Self Phone No :
|
|

Joctor Details :

Doctor Name : Dr. SUDHARANI BAIRRAJU

Co-Consultant :
¥ ]
; |

Deposit Amount :0.00

|
Payment Mode :Cash Payor Name : SELFPAY
: |

Payment Details :

|
Page 1 of 2

Printed Date / Time : 10/07/2026 08:11 Printed By : 018621
|
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Rainbow’ : g
Children’s o BirthRight
Hospital |\ e
ACTIVITY RECORD FOR BILLING |
L R b Rt g iyt gt et el g Sl i S SR L ST TR i S
UHID No - e el Constiftank:- - . - R T AU S, ST
BAH-00611929 1P5-00176192 -‘»
Mrs HAFSA FATIMA
Date of / o7-05-1997 2Y2M30 (F)  _ ___ _ Date of Discharge: _ _ _ | __ _ BT RO N e
Dr. SUDHARANI BAIRRAJU
Room /[ | ‘ ll“"" " I" I"“ _________ Suggested Billable bed type : _ _ _ _ _________
WARD TRANSFERS |
Date Time From To Signature of Nurse
Y LLSSAn Gun ver avesud Ww¥E 017 Q
5w | 1] ‘ Q
lo\ﬂb ¢ VashAm | WL 0T Qunu weLmnon

to\ﬁ’!% taxvn/w fﬂn\] e SdEoas A

Cross Consultation Visit

Doctors Name Date Order No. | Signature

9

10

Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS

Date

Investigations

Order No.

Signature




MEDICAL EQUIPMENT (WARD & ICU)

L Elgi?;fngzt Corjl?r?ging Discc‘i‘?rgzcung Order No. Signature
. H -ooovasal
(}3\\\\ 'A/[ MFM g'(gpﬁ"/\ HN_E)'V\/' FyY @
? r BS -0 3“? }1—-“"
(v\;\\ Ulha Gunel - R 1958 g % =




PROCEDURE

Date Procedure Quantity Order No. Signature

111 | 2/ Grnlaliov T R

Fac 0F Lag

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




BAH-00611929 |P5-00176192

Mrs HAFSA FA'\""m

\\\\\\\\\\\\\\\\\l\\\\\\\\\\\\\\\\\\\

2M3D (F)

FERTILYTY
BY RAINBOW HOSPITALS

aBlrtth ght

OUTPATIENT NURSING ASSESSMENT FORM |

Date: .. \Dl“\ 1&5 .......... Time: .......&1804my........

TS .o it miin s om A SR B s T bl o s s i ‘ .....................................
Allergies: (] Yes [LNe—f] Medications [ Blood Transfusion [ Food O NotKlnown

RN DO oottt Bitepinaip bt b i oipt b g st Ry A o TS b el s asipmse At

Vital Signs : Temperature: ........ -Gl Pulse:....... 8. 5”.&!{0 .......... Respiratory Rate...18blm. .

BP ...ﬂ.%l.s.&nmf

Pain Screening: [1Yes [_1Ne—1IfYes, PainScore: .........ccco.....

00, . 1A.7:... weight..5.55........ Height .0 5.2 BMIL.QY:=]....

Pain Tool Used: [] Wong Baker [3NPS

RISK FOR FALL:
History of Falling: within past 3 months CJYes HNO
Ambulatory Aids:
Wheelchair [JYes [=ND
Crutches / Cane / Walker COYes [0
Uses furniture for support [JYes [HD
Gait/Transferring:
Bedrest / immobile [JYes NG
Weak [JYes [SHNO
Impaired ClYes [1Ne
Mental Status:
Forgets limitations COYes [EANo
Vulnerable Patient ClYes L[N0

IF YES FOR ANY CATEGORY = RISK FOR FALLING
Fall Risk Intervention:
[ Escort while ambulating
[J Assist Patient
U] Educate patient and family on fall precautions/prevention

Functional Screening:

& Normal Activity of Dally Living

Ifthere is abnormal ADL check one of the following
[J  Mobility Problems
[J  Dressing Problems |
B COESeT EN |

Inform consultant for pusitiye criteria

Nutritional Screening:
[J  Abnormal BMI
(]  Appetite Problem |
[J  Loss of Weight Obser{led inthe past 3 Months

0 Abnormalities Detected

Inform consultant for positive criteria

Psycho-Social-Economic-Spiritual Screening: <=3-No Significant Findings

] Single O-Married [] LivesAlone [ Liveswithfamily [ Lives wﬂhfnends (] Abnoymal behaviour
Inform the physician about any unusal concerns about patients Psychological / Social Status: .......... AJ ..........................

Inform the physician about any spiritual needs, if applicable

Nurse Signature: ...... <

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

Date& Time: Lt 1 ... 5@.000 .....

Doc. No. : BRFRH / FRM / CLINICAL / 009

Nurse Name: ........ rg\'«‘ W} ......................................
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\\\“\\W\“ “ Hospital .avmmaow HOSPITALS
\\ PAIN ASSESSMENT FORM It takes a lot to treat the littie. Your Right to a Safe Delivery
Pain Score Modifying | Patient / Family i
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
v [ Continuous | [ Acute (] Sharp [ Dull [J Increasing | [ Yes -
10\1\7)’ Q,‘.\g \ O M [0 Intermittent | ] Chronic (] Aching (7] Buming | [ Decreasing | [ No — @
\'LJ- L M Abd 1 Continuous | [ Acute (] Sharp [ 1-Ball [ Increasing | [=-Ygs /LL}H)L oS f[, @
\0\/\ %" ol [e-mtermittent | [J-efronic [ Aching (] Buming | [J-Becréasing | [ No B i /
1 Continuous | [ Acute (] Sharp ] Dull (] Increasing O Yes
(] Intermittent | [J Chronic (1 Aching (] Burning | (] Decreasing | [ No
[1 Continuous | [ Acute (] Sharp 1 Dull [ Increasing [ Yes
[ Intermittent | [] Chronic ] Aching [ Buming | [ Decreasing | [J No
(] Continuous | [] Acute [] Sharp (] Dull [ Increasing [J Yes
[ Intermittent | [J Chronic [ Aching [ Burning | [ Decreasing | [J No
[] Continuous | [ Acute [J Sharp (] Dull ] Increasing ] Yes
[ Intermittent | [J Chronic (1 Aching (1 Bumning | [ Decreasing | [ No
[ Continuous | [ Acute (1 Sharp [ Dull [] Increasing [J Yes
[J Intermittent | [ Chronic (] Aching (] Burning | [) Decreasing | [J No
[J Continuous | [ Acute (1 Sharp (] Dull [ Increasing O Yes
O Intennit_tent | C_hronic ) Aching [ Bumning | [J Decreasing | [J No
] Continuous | [] Acute ] Sharp (] Dull [J Increasing | [J Yes
[0 Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | [ No
[1 Continuous | [ Acute ] Sharp (] Dull [ Increasing [J Yes
[ Intermittent | J Chronic ] Aching [ Buming | [J Decreasing | [J No
Re-assessment

Frequency:
1. Every eight hours for al hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
c)  Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152 (P.T.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

l 1 | l l | l ] 1 l |
I ] L | 5 T I I I I I 1
0 1 2 3 4 5 6 ¥ 8 9 10
No Pain Worst
Possible Pain

NoHun

S S S D

HLI‘BUIIIQBI!

Wong - Baker (Pediatrics) Above 7 Years

HurlsLmnMora EvanMora Whole Lot HlltsWom

SCORING
CATEGORY
0 1 2
) : Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) comlaint ’ frequent complaints
Reassured by occasional touching,
relaxed hugging, or being talked to, Difficult to console or comfort
Consolability Content, distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousalto any | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP, 520 | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
TeCOVEry fighting ventilator




| BAH-00611829 IP5-00176192 Rainlﬁ% r & B >
e S MuLTI-DISCIPLINARY PLAN OF CARE FORM ﬁg's'g{g;s .B,,!,!,'}B!,‘wﬁﬁ[‘j
Dr.SUDHARANIBAIRRAJU | S el - 0 o L 0 Tl g R R T e ke S A Safe Delivery ok
VIO 2y Bt ot stnd doclor
?;:li DiSGiW Tvpe/ Patient Needs / Problem Li;I Goal Plan / Intervention Signature | Team Verification
#Medical ﬁ(itial k e &) Nursing
1 Nursing L7 Modified ' w [ Others:
\q}‘ O Others: O Per-Op P’( /\/U-.n @
) il ot piat-| J-
O Medical | O Initial a,tu»/«} Giunie 577 v N, 8 QL{&H k of SAMdical
\. | Z Nursing ) Modified /) 0 Others:
\5\(\ I Others: & Per-0p Oou_lt,\ M ﬁ\iﬂad W Uﬂaf &
" ‘_)Dpws’\ O PostOp ‘“-/(MWJ —
y@cal O Initial W Q/b O Medical
\\.—L’a O Nuising | O Modified ‘5 : E-NUFsing
o\ O Others: O Per-Op " "\[\_QA/L ' @ O Others:
N _Faal L\;’bpu_eéﬁw—f A
0 Medical O Initial p'ﬂﬂl(‘ﬂmu &M .Ad(HMJ Q v Jgd«.noxjﬂc{ md% Ledical
\1\1} £ Nursing O Modified | 0000 o Mﬁ—j (_Ldf Ce ¥U~v [ Nursing
\© o) J Others: O Per-Op WM[ f' of P ~ [ Others:
; d\ R D/Fast Op e)"TJL( (éLtW‘j a’“ﬂ (éfofﬂau..l
ure ol co i
O Medical O Initial L Medical
00 Nursing O Modified [ Nursing
O Others: O Per-Op 1 Qthers:
O Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040




BAH-00611934

:‘;,::AFSA = 195-00178192
“03-1597

29Y2
D, SUDHARAM BNRRMT: °

Vi

Morse Fall Risk Assessment Form

Rain

\

bow®
Children’s .

It takes a lot

Hospital .

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date / Ti
Choose Highest Applicable Score from each Category tseclor;me wl}‘,’é’uﬁv — Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O Risk Level Mors? I’.l;:g)!‘»t:ore Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 ©
Furniture 30 M " 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 (]
IV / Heparin Lock or Saline ;es @ 2b Implement
. - Moderate Risk | 25 - 50 Moderate Fal
Impaired 20 :’fte"e“t'?_“
GAIT / Transferring Weak (uses touch for balance) 10 ntervention
Normal /On Bed Rest /Immobile 0 0 Implement High
Forgets limitations 15 b Risk Fall
Memal Status ngh R|Sk 2 51 "
Oriented to own ability 0 (0] ;rti‘:sgzggn
Total Morse Fall Scale Score: 2.0
Signature &

Tick (v) whichever precaution taken.
Risk Level and Interventions

Low Risk (0 - 24) (Standard Falls Piccautions)
~AEnsure patients use their prescribed eye glasses if any, in the hospital

,?se chairs with arm rests
U

se safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RGHBH / FRM / CLINICAL / 006

Moderate Risk (25-50) Apply all low risk intervention and

[] Assist and/or supervise ambulation. Reinforce to always call for assistance
(] Hourly safety check
[] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[] Initiate constant observation by healthcare provider as appropriate to patient's needs
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BAH-00611929 IP5-00176192
Mrs HAFSA FATIMA
~ 07-05-1997 29Y2M3D

P tient 51 Dr. SUDHARANI BAIRRAJU

~ VIO VA

(F)

MEDICATION RECONCILIATION FORM |

Not known any Drug Allergies

Drug Allergies:

-

Rambow
Children’
Hospital

It takes a ot to treat the fitte.

\\

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

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Medication Reconciliation will be done at the time of admissiun and also whenever there is change

in the treating team or shifting fro

m one unit to another unit

(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

SRS PO, 5.5t e e Lt vaspiiaiss ShIEN: s s
ON
MEDICATION NAME DOSE ROUTE AST DOSE
SN0 |. (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY iate /T | Tt
1 ~ Oc ooc
2 \ 0c Coc
3 \ Oc CJoc
4 \ Oc CInc
5 \ Oc CInc
-
6 \ ¢ ODe
7 \ Oc oc
N
8 \ Oc [Joc
9 \ Oc¢ 0oc
N\
10 \ Oc Cine
* C- Continue, D6~ Discontinue
MEDICATION HISTORY RECORDED /VERIFIED BY
Doctor Name & Signature : .. 2. 3. &L UAMMARD..... ALY i,
Date & Time : \0\ ....... %@ng;;\hq ...................................
Nurse Name & Signature: @ ......... _gt;mmn'%(\)- ............ ’Q/ ...............
Date & Time : ......Lo.\:l.\. 0k . 0.

Docu. No. : RCHBH /FRM / GENERAL / 090
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|- giRm B*“,‘:,Fsmﬂm vuse ® Children’s
Hospltal BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

s =R
\\\\\\\\\\\\\.\\\\.\E\L\\\\&Ess NOTES AND DOCTOR'S ORDER

piees Progress Notes Doctor's Order

& Time

N ik
o AN (g

o™ Lo oo g
Ak
ﬂl»—f:wb!w Torew
P 2-itemhy | ~—fl
RO — repr~ e dn O

0 —oqol (

i z /‘ra./
CD @ijé__/ M\H /L ol“‘i;(l/
s ‘ Lﬂ Jesd iy }\W\M
T F}/iﬂ%&@_ A i)
i
@1\7//,43\/\@/ \ - /)
N0 dy ‘r’om/s /L@m\w b (/@TEW #
-pMP(/}A )
/f/ [/
(Y
(P.T.0)

Docu. No. : RCHBH /FRM / CLINICAL / 088




%

Rainbow® &

Patient Sticker BirthRight |
Fospital - | @ ztuemesr:
PROGRESS NOTES AND DOCTOR'S ORDER
23#“ Progress Notes Docto;sﬂrdet

o

>

s

y

Docu. No. : RCHBH /FRM / CLINICAL / 088




6492
\ps-0017 e

q29 - = ®
ahr-008 %0 an g 0 Rainbow® || 5 “
SA FA 2 “ 1 . . .
| | Children’s | o= BirthRight
u‘l'-° Hos pital | BY RAINBOW HOSPITALS
pr.§ Your Right to a Safe Delivery

A =y

DRUG CHART |

Date of Admission: t@l”(% .................. Drug Allergies: ................ NKDQ' ............................ ,Z“NﬁtL known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDIC#\TIDN ORDERS.

Please use only approved abbreviations (refer to Hospital's approved list of abbreviationd).

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 ew+sting 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 supplemeht can be kept within this
drug sheet folder.

Nurses must follow strictly the FIVE RIGHTS before administration of medication. |‘
1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Tirpe

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

S0S / PRN (As Required Medication) |

DRUG :

Dater \
Ti['ne |

Dose

Route

Frequency |Start Date \

Doctor's Signature

Valid Period| Pharm.

Additional Instructions:

[

DRUG :

Date»
Ti['ne

Dose

Route

Frequency |Start Date

Doctor’s Signature

Valid Period| Pharm. |

Additional Instructions:

DRUG :

Dater |
Tir'ne ‘

Dose Route

Frequency |Start Date

Doctor’s Signature

Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118

Page: 1/4

(P.T.0)



REGULAR PRESCRIPTIONS

Weight. ................... Ward. ...

DRUG :

Date

v

Dose Route | Frequency [Start Date

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Tir'ne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Tirpe

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Tir'ne

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



1p5-00176192

BAH—DQBHQZQ ' o —
Nrs HAFSAFATIMA | @ Weight. SSW\. Ward. .......... JAE)
07-05-1997 J i
Dr. SUDHARA “\ Date»
il \\\\\\\\\\\\\\\\\ \\\\\\\\\ Tige g | [ | [egm | Jwew
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Route Sta " Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e s - ows
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: - o pose oose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VAF“ABLE DOSE TlU‘IB Nurs‘e'Sig‘ Nurs‘e(Sig. I Nurs‘e'Slg. l Nuisism.
| Dose Dose Dose Dose
DRUG : Or. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose aua fose o
Dr. Sign. Dr. Sign. Dr. Sign | Dr. Sign.
Additional Instructions: o . Dese Vose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. i e Dosage & Other ;
Datfi Time Medication S soliciiionrs Route Signature Nurses
Tai BUGMENTN |2 ~ . Loat00p-
\0\'?{\10 g\,E)gv\)\ N] j v [g M y
L4

Page: 3/4 (P.T.0)



BAH-00611929 1P5-00176192
Mrs HAFSA FATIMA

07-05-4997 29Y2M3D )
Dr. SUDHARANI B

T V. FLUDSCHART it 5518 was LT

—_—

asition of I. i
I.V. Fluid Flow Rate| Doctor | Nurse | Date of

(I infusion, mention mi./hr = . R
r = Mcg/kg/min. etc) oute Doctor | Nurse

mi/h [ [
I/hr | Sign Sign | Stopping| Sign Sign

Ve 3 R WPCTRTE
R I P T | Y LR Y °
L | A

=

Page: 4/4



FORM-6
CONSENT FORM FOR
ASSISTED REPRODUCTIVE TECHNOLOGY PROCEDURE

@® BirthRight
FERTIL]I TSy
BY RAINBOW HOSPITALS

patient Name: M7 4 HO#ZAJ‘A%"M ........ Age . R%Y......UHD No.... BAH -006 1924 .

0
I/We have requested the clinic ............... %'m ...... ;&U{A n B LM Cnbhow.. -Hros]at-tqk
rvices to ftelp us bear alchild.

(name and address of clinic) to provide us with treatment

We understand and accept (as applicable) that:

£

The drugs that are used to stimulate the ovaries for ovulation induction have temporary side- lﬁects like nausea,
headaches and abdominal bloating. Only in a small proportion of cases, a condition called ovjrian hyperstimulation
occurs where there is an exaggerated ovarian response. Such cases can be identified ahead of time but only to a limited
extent. Further, at times the ovarian response is poor or absent in spite of using a high dose of drugs. Under these
circumstances, the treatment cycle will be cancelled.

There is no guarantee that: BirthRight Fertility by

(i)  The oocytes will be retrieved in all cases. Reinbow flaspitels, Bajaral l.";sz
i i ili §-2-120/103/1, Survey vo. 402, ~0ad NO. &,

i Banjara Hills, Hyderabad Telangana-500 034.

(iiiy  Even if there were fertilization, the resulting embryos would be of suitable quality to be transferred.

All these unforeseen situations will result in the cancellation of any treatment.

I/ We fully consent to these procedures and to the administration of such drugs and anestheﬁ:s as may be necessary. We
also consent to any other operative measures, which may be found to be necessary in the course of the treatment.

I/ We have been told of the risks of ultrasound directed follicle aspiration. ‘

I/ We are aware that we are free to withdraw or vary the terms of this consent until the gametes and/ or embryos have been
used in accordance with my/ our wishes. | am aware that this will have to be a written request.

There is no certainty that a pregnancy will result from these procedures even in cases where Pood quality embryos are
transferred. .

If a clinical pregnancy does result from assisted conception treatment, I/ we understand theri is an accepted risk of
multiple pregnancy, an ectopic pregnancy or of a miscarriage. |/ We understand that as in natural conception, there is a
small risk of fetal abnormality.

Medical and scientific staff can give no assurance that any pregnancy will result in the delivery of a normal living child.
The uncertainty of the outcome of the procedure has been fully explained to me/ us.
I/ We fully understand the risks of treatment including;

(i)  Itis not possible to guarantee that a follicle will develop in a given cycle and that occasionally cycles have to be
abandoned before egg retrieval.

(i)  There is a risk that spontaneous ovulation can happen prior to/or during the egg retrie l.
(iii)  Anegg is not always recovered from a follicle at the time of egg retrieval.
(iv)  Any eggs may be collected and fertilization of any collected eggs will occur.

(v) Is arisk that the cycle will be abandoned before Embryo Transfer if there is failure of témllzatlon abnormal
fertilization or failure of the embryo to cleave (divide). ‘

(vi) A pregnancy may result from treatment.
(vii) Treatment may be abandoned at any time if there are problems in the laboratory or witr the culture system.

Docu. No: BRFRH/FRM/CLINCAL/040 | (P.T.0)



10. I/ We have been fully informed of all that is involved with the In Vitro Fertilization / Intracytoplasmic Sperm Injection
technique and have been advised regarding the chances of success, the possibility of multiple pregnancy occurring and
other possible complications of treatment by the doctor. I/ We have also received information relating to treatment by
these techniques in order to assist us to become more fully aware of what is involved.

Informed Consent:

The above information has been read out and explained to me in own language (in the event that it is necessary), and it has been
explained to me that this form has the authority of a legal document. We have had the opportunity to ask questions, all of which
have been answered to my satisfaction.

Unreservedly and in my full sense | hereby give my fully informed and non-coerced consent to undergo any or all of the aspects
of treatment as noted above by any means as deemed appropriate by the professional team of BirthRight Fertility by Rainbow
Hospitals. We understand that we will become the legal parents of any resulting child and the child will have all the normal legal
rights on us. With our signatures, we certify that we understand the implication of these procedures.

The degree of procedure proposed has been explained to me and my spouse in detail including the complications and the
associated mortality and morbidity. The benefits and risks of this procedure have been explained to me. | have also been told
about the alternatives available for this procedure including the advantages and disadvantages of the alternative.

Wife / Woman Name:

Husband Name: -f'.:&a&/ ...... bsqfsﬂd‘\ ..................

AT o T s osspsisnitasiins R e SR S N S e N A A

Date & Time: &a[s[&&@afm Date & Time: %lb\aﬁé’épm

Endorsement by the ART Clinic:

0
I/we have personally explained to ﬂg"‘*ﬁrﬂhw“ and ’—fe,\o ke\ﬂw‘ the details and

implications of his / her / their signing this consent / approval form, and made sure tc*he extent humanly possible that he / she /
they understand these details and implications.

This consent would hold good for all the cycles performed at the clinic.

Wife / Woman Name: ... oS e rfa:h .?.(D.ca..-. ..... Husband Name: 'PCM% ...... M'd“— ...................
Signature: ..........¥\....... s TR M SRR SIONEHIE B e i e aississinsiassnis
Date & Time: .......&C.]J.B.\&s...@..z.{)m ................... Date & Time’ ........ dﬂl@.[lﬁ@.&pm

of the Witness from the clinic B\YWF{M}W yaulow hotp e

Date & Time: &Qlcalas(r’apm

Name of the ART Clini¢>!/L1) Ng‘%‘,’[iaﬁgggriﬂéra'i{ﬁﬂs ....... Name of the Doctor: . % Ludbasans: ...
Rai y MOSPldis, -
4 curvey No. 403, Road No.2, . _ ;

- ;L :w?j:rab); A Talaigana:500 094 Signature: mal .........................................

Date & Time : Fc'iélarf’ 2&()3/14’2 Date & Time: o‘l‘lli’hc@.ﬂm{)m

Address: .............8-2-420/10



CONSENT FORM FOR ERTILITY
0O0CYTE RETRIEVAL / EMBRYO TRANSFER qv RAINBOW HOSPITALS

FORM-12 ‘ irth nghtm

- |
Patient Name:.... H‘“r)o" ........................................... e:...d9 !j-\ UHID No: l’/‘}}lﬁ- (o6ha &Ol
Address:...............Q.t.vfﬁ&tk?.l».\i. bb\"t\[». h»‘ GL&AAM .......... M ll ........................................

Name & Address of the ART Clinic: . {}f{a [&.h ......................................................

| / We have asked the clinic named above to provide us with treatment services to help us to tyear a child.

1/ We consent to: ' _

a) Being prepared for oocyte retrieval by the administration of hormones and cher drugJ : '\:‘;]us

b) The retrieval of oocyte(s) from my ovaries under ultrasound guidance / Lgpfﬂscupy zrnd under Artatasgg%aéa?lj[w

| / We understand that: a“’“w i L :

|/ We had a full discussion with ........ m'J. ............... M . B W N about the above procedures and the
risks and complications involved and | have been given oral and written information about them | understand and accept that
the drugs that are used to stimulate the ovaries to raise oocytes have temporary side-effects like nausea, headaches and
abdominal bloating. Only in a small proportion of cases, a condition called ovarian hyperstimulation occurs where there is an
exaggerated ovarian response. Such cases can be identified ahead of time but only to a limited extent. Further, at times the
ovarian response is poor or absent in spite of using a high dose of drugs. Under these cnrcumtstances the treatment cycle will
be cancelled.

I/ We consent that |/we shall be the legal parent(s) of the child and the child will have all the ILgaI rights on me, in case of
anonymous gamete / embryo donation. b

I/ We have been given a suitable opportunity to take part in counselling about the implicatioan of the proposed treatment.
The type of anaesthetic proposed (general / regional / sedation) has been discussed in terms Mhich | have understood.

Wife / Woman Name: Ha gﬂ—Fﬂ/ftf’”"‘“’ ...... Husband Name:
SIIE: ...oc. eI ol 5 s ssinsscummint nasssi b e Signature: ......
Date & Time: MHLU:P("!(M\ Date & Time:

Informed consent:
The above information has been read out and explained to me in my own language (in the event that it is necessary) and it has
been explained to me that this form has the authority of a legal document. We have had the Jpportunity to ask questions, all of
which have been answer to our satisfaction. '

Unreservedly and in my full sense | hereby give my fully informed and non-coerced consent to undergo any or all of the aspects
of treatment as noted above by means as deemed appropriate by the professional team of BirthRight Fertility by Rainbow
hospital. We understand that we will become legal parents of any resulting child and the child will have all the normal legal rights
on us. With our signatures, we certify that we understand the implication of these procedures. -

Docu. No: BRFRH/FRM/CLINCAL/041 (P.T.0.)



The degree of surgery proposed has been explained to me and my spouse in detail including the complications and the
associated mortality and morbidity. The benefits and risks of this procedure have been explained to me. | have also been told
about the alternatives available for this procedure including the advantages and disadvantages of the altematives.

Wife / Woman Name: ......10v va/‘m“
SIONAMNE: ... N AR o] e b o et
Date & Time: !DH‘QG@ ....... glys.am. ..

Husband Name: ﬂ{pl’/ﬂﬁ[dﬂ/ﬂﬂ

Signature: .
Date & Time: ...f.o.l:1.J.:1.£7....é.3.......&1...‘1&...&!!)...........

Endorsement by the ART Clinic:

I/ we have personally explained to .. =] 5 4. . ﬁm,QAEw_ ..... and MDD low 3 R en the details

and implications of her signing this consent / app
understands these details and implications.

Wife / Woman Name: .....+.Lajda...... &@_Q-.,m ...........
Signature: W ...............................................
Date & Time: .......I.D.Iﬂ..L'z.ﬁ...@..E.!..H.[.&m. ............
Name of the Doctor: ...#2... Socl IAouain o S ............

Date & Time: ...l .O].'.I.LQ.G. LERULem .

oval form, and made sure to the éxtent humanly possible that she

Name, Address and Signature: ........ @_ .......................
of the Witness from the clinic f%uﬂﬂ*—«?ldét‘:[:ﬂ@
Date & Time: ....... ’.lD.l‘l.lLﬁ.@.K.i..‘.ﬂ..E‘..?z ............

U3, Survey

Injara Hills, Hyderabad, Telangar

Consent of the Husband (As and If applicable)

As the Husband / Partner | consent to the course of the treatment outlined above. | understand that | will become the legal parent
of the any resulting child, and that the child will have all the normal legal rights on me.

Name, Address and Signature: ......... ‘g«»owc-?r ...........
of the Witness from the clinic Bw’-ﬂm? < [}d,h(’
Date & Time: 1ol be € @ YT an

ight Fertility by
' Hospitals, Banjara Hills

y 1 "D Ma 9
3.2-120/103/1, Survey No. 403, Road No. 2,

niara Hills. Hyderabad Te'aﬂgaﬂ3=5“3?- 034



N

= - BAH-00611929 1P5-00176192 '
Patient Stic Mrs HAFSA FATIMA Rain bow : e -
1 n1us-1997 29Y2M30D (F) Ch |dren s . Blrtthght
2 =TT Hospital . BY RAINBOW HOSPITALS

AL tospral, | @z
CONSENT FOR ANAESTHESIA\

1

Authorization By: %ﬂt (] Patient Attendant I‘-

a |

e

Operative Procedure: ..... Qobﬁ(a , ........................ s T Lo &
Anaesthesiologist: ']Qr AN/ M ............. Surgeon: wDV : M\P\/ﬂ_ﬁw

Please read this before you consent for Anaesthesia ’I

General anaesthesia involves rendering a patient unconscious before an operation. This ensures thtﬂpatient 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: Prolbnged pain relief can be achieved

by infusing weak solutions of local anaesthetics and narcotic drugs to particular parts of the body dfter surgery or injury, using
catheters. |

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

[ Heart Disease [ Hypertension [ Diabetes [ Renal Failure (] Multi Organ Failure| [ Hepatic Disorders
[J Shock [J Obesity (] Chronic Obstructive Pulmonary Disease "

O Others ... M. "

Declaration by Patient Attendant ,
o | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team |

[ Regional Anaesthesia [J General Anaesthesia ] Monitored Anaesthesia Caré;

e | 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, allergic reactions, headaches, vanatlens in blood pressure, nausea
and vomiting.

e | authorize the anaesthesia team to perform any additional procedures (for example, Central Venous hccess arterial line, use of
suppositories and or nerve blocks for pain relief, changing from regional to general anaesthesia etc) whlch are considered
necessary by them during the course of surgery.

o | also authorize and give consent to the team of doctors attending on me to administer blood productir, during the course of
operative period and immediately thereafter if need arises. |

o | acknowledge that the anaesthesiologist have informed me about the anaesthetic procedure, risk, ben'eﬂts and alternative
treatments. '

o | acknowledge that | fully understand the above information. | have had the opportunity to ask questmns and they have been
answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my! \full senses.

Patient / Pattent-Attendant:
Signature: .................. . ol

Witness:

. A T R P e v Signature: : |eseosesmmmnsnssassanasnsnenansaniadies

Signature

: 26
Docu. No. : RCHBH / FRM / CLINICAL / 021 (26) (PT0)
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1
sz
Rainbow® &

.-Department of Anaesthesiology Children's| BirthRight
PRE-ANAESTHETIC EVALUATION Hospital || () zeoncsms

It takes a lot to treat the little.

Name: . HAESA. . FATIMA. 2 rge:. %ar AR A UHDNO: ...

Date: 3/71% ........................... Time: ..... “A"fV! ............ Proposed Operation: Do W
Diagnosis: . B . b N T e s
B.P/ CRT: 7/"'!7(5” s Weight 5—”‘5 ASA Physical Status: ‘9/ 02 03 D4 O5

o 5 2 3 »  Laboratory Data: |

Hgb: ... }3}2.' ‘. DI sccconeiiis POORONE. ....oiicciiiisiminins O el | X-Ray: ...

POV . 9. R N e HBS Ag: . R | Ece:.

wee: .- {ObD B s TORIBEE i HOV: .. S M\L 2D Echo: .

Plate: oi S_G S N S Blood group: .....F. ¢ L B

=2 551 TSR GRS U TR 1|, AR b ;- T (1,1 O
PEEEE...... sttt (7 O S Ror I .| 1", | |- J

RE ... MR it AOURBEE ovvis s sosipssrisss TSH... 2 L8

Ol Tt btmmstspiiiioss GO BAP S Senessinissassuisinss Allergies:

Medical History:  CVS: /

RESP / Diabetes:  ~—— ‘
ONS : 4 |
Renal : / N A’D . 1
Hepatic /GE: /' Physical Activity: W :

Others : /

S J//rfnruﬁ%ow ,&( ferex Gl fwmd/ Ma< e OLUI‘Q' =

Physical Exam: ,»o-\ .
Airway: " MPF J2 34 Mouth Opening: (N ) Mentohyoid Distance: ( N \ Neck: ( N) Teeth: /4\] }
Lungs : C/(W il e il bl
Heart: Q f’L, ’

oNs: N A
Pregnant: (]Yes [ No MNA |{pap -24/[ & Venous Access Site : (% Spine Exam for regional I(aJ ) .

AL » ;

Anaesthetic Plan: yﬂﬁc CJREGIONAL () GA-ETT \D}.ﬁ ; |
Peri-Operative Plan Explained to the Patient:\)z@ ~ ONo ‘
|

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

| Water / ORS 2 'ours
/ / 2. NIL 0Fut\L<:0msH
3. Informed Consent: ard O Hig
/ / 4. Post Operative Pain Manage ent; ) Biscussed with Patient
/‘\ / / 5. Other Instructions:

Signaturée QAN Name: W Q"/‘W—H—M 4

Docu. No. : RCHBH /FRM / CLINICAL / 044
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Prt smuouction Assessment:

ANAESTHESIA CHART

Rainbow*
Children’s
Hospital

It takes a lot to treat the little.

2
@ BirthRiunt -
. BY RAINBOW Hosplhl_s
m\ww

Change in Patient Condition:

[T Yes El’(o

Fasting Status: WWM

Physical Status: D./Pﬁfent Identified Mnsem Present iJ~Chart Reviewed
HR_ R0]wan [ BP/CRT: 115] Sommbgp% 190 .- TRA: olﬂiwwq [ Last Feed: > &hAs

Pre-OP DlagFmSts AME.. W :

Operation: . &G?CME FZ@M

Date : .. 0/ ?/ Ab...

Surgeon: D‘”fk‘dl’m Nkt . Anaesthesiologist: .[221...7; ﬂ/ AR, ...... Technician: Rm((. .................
TME RO BT T
N,0 /AR /O, LPM
HALO /SO /SEVO pa—
Drugs:
LD
FEMTAMYL !l‘}ﬂ‘hﬂb; . Suppository
g
FPROFYORIL 'JAPM ol T3
Blood Loss
Fi0./ 520 kau [ei¥
ETCO, INT]
ECG SELSK
Temperature
Urine Output NOTES
4
ER @ .
.75 2
o
P 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Toumniquet on Time
Toumniquet off Time 160
140
Theoat Pack In
Theoat Pack Out 120
L
100
80
6
40
20
10
0
ABG
LAB Values
GRES
Others
\>~Equipment Checkedand | Temp: Induction =
g/Eyncﬁonal ] HME [] Fluid Warmer owv [ Inhal ity Specify: .. -
=1 [ Cling Film [J OH Warmer ] PreOQ, O RSI O al ] Epidural D Caudal
Cuff Site: .. [J Hugger's [ Cotton Wool ] Others Others:
O ; i [ Mask [ SGA Position:
[] EKG Lead > :
] Temp Site Times: O Airway ] Oral [] Nasal Site: .......
O FIOMonitor Anaes Start: . q ETT# conimus M osaiiny, OM Needle Siz Depth
] Ag;m Monitor OP Start: .. J Oral [ Nasal ] Cuff Parasthesia Yes [ No
[] Pulse Oximeter OP End: . q 3 & [J. Tracheostomy [[] Topical Catheter at sl cm
> Capnograph Leave DR Jh ' ) L Drug: .. Drug Name & Opnc
[ Ventilator Anaesthesia [ Awake [ Direct Vision Bolus:
L) Nerve Stimulator [J GA [J Video Laryngoscopy [ Stylette / Bougie Infasion: ...
L(_le—() QD Rﬁi"“""’eld A .BD Fiberoptic T N, S
egiona T R SO T ey IR ’
unc (Siza & Location) Ig:sp;gummn to
Eye Care: [ Bilat = BS LAPACU Liicu L] Other
LI Oint D Al 0 C’ O] Semi-Closed Circle Relaxant Reversed [ Yes [ No \-.B‘ﬁ
LI Tape la‘l??:? f @H - [ Closed Circle T
[ Padding aw:. O Other Name of the Doctor :. DA e:! UV 4 M
L Awake OIS o Signature of the Doctor :.. m{
v
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POST-ANAES.

e — e - m e ms e e amE e s -

Rambow
Children’ s;
Hospital | .

It takes a lot to treat the little.

RD

\‘%

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
1

f

Time discharged Fal ”’T‘v

e 50 IV Cannula Site ; ... 2N .08 ...
w 230 230 | [ 0.Mask [] Nasal Prongs
= ifg gfg [ Tracheostomy [ T-Piege
e 200 200 | [ Oral Airway [CJ Nasal Airway
o 190 190
180 180
§ 170 170 | Vomiting : [ Yes j}uo £ e el B frk e
= = o INeTue:  [ves faNo
V 1;8 :‘;g Drain: [ Yes [No
A 120 V 120 Urinary Catheter: [] Yes [1-No
110[AY =1 110
9 10 j00 | ChestTube: [ Yes #TNo
90 90
? b 86 Nil Oral ErYes 11 No
Jd] i o wruids: ...t £L W\—H.ﬂhj
S = 50 | OralFeeds:. Bl
e 40 40
30 30
| 20| o 4 20
10 F1 110
0 R 0
spo, AL [ [T L\ T A Y L
POST ANAESTHESIA SCORE MINUTES -
(Modified Aldrete Score) IN 30 160 | %0 ouTt SCORING INTERPRETATION
Able 1 4 extremities vol d =2 o : .
Abitto Rove 2 SN vOktiny i 0n coniting =1 acTviny A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 [ P 3 |} Discharge
Able to deep breathe & cough freely =2 ?’
Dyspnea or limited breathing =1 RESPIRATION ; z : :
Apneic =0 1 Mo Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 \ i i irian:
‘ space below by the Discharging Physician:
BP + 20-50 of Pre Anagsthetic leve =1 CIRCULATION 1
BP = 50 of Pre Anasthetic leve =0 ¥ | ;i Ls
Fully awake =2 ot
Arousable on calli =1 INSCIOUSNESS -
Not responding s =0 ” 9/ a_ o 2
Pink =2 7,
Pale, dusky, biotch ndiced, other =1 COLOR
s . biotchy, jau - i o -l d
TOTAL 51 w| wle|! 0
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
= L} —e—
Lo\’f\w QA | -° a0 | (ﬁ,

Pain Tool Used: [ NPASS (] FLACC [ Wong Baker Z/ NPS

Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name - D,( ...... ] Fj‘%\[ l N[ 2. For post surgical patient, patient with chronic pain, patient with severe pain
............................................... & Evey 2 ours for st P4 hurs
Anaesthesiologist SIGNAMUE:  .........ccocceoeeoccoeeee koo B." " R howks: vowey 1“"”’5_
c.  Prior to pain reliving intervention
BeEime-.. - . . [Dla[lb 0\:!/ \'YQV ................... d. Within 30-60 minutes after pain relef intervention
PACU Nurse Name: ... & %Dop/ ........................... Transferred to Unit by (PACU): . Bndd e
DO NIRMIINT ..o oo csmbvoons G kil Date & Time ( 0 "/{W«‘J[g?,\,
Date & Time: .. b I? /lb a}q'}ﬂ’”\/
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It takes a lot to treat the littie. Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DAte: ..o £ § 1 TS AT EROCHOINE B0N0 LY ociiiinsinmisiii it semnsisssisssasssaduunis
CSE /Spinal /Epidural POBIION & ncsnssissis L R SR S WL Technique (LOR/LOS) ......coceenee
DB v Catheter at SKin: ........cccooovvevrcercnnicnnn 1 e SR W S L R DS S
Parasthesia : YES/NO if YBS GBLAIIS : .........ccevereesncncncrisinssssissscscastpsssssosssmsasasssnsssssasnsnsasssssassissssssassssssinsnssensassssapsansses ssssassssass
Solution COMPOSIION : ...vvvvveeesrreisritriiiss sy i e B R R e S
Any other issues :
. ) P U P S PR O P PP TS T T
B} vennansnsneesasnaensusnses s ssitonsssiissseshs o s s ne oS Hnsihs 5540 pe oM AN RAA S e AL oA S SR s R e yraees e b ot s 91 s anshens

Time Inlu;'s'i:l;;;"l‘)late Bolus (ml) LeﬂLe\azil ek FHR Comments

ght | BP | Pulse

Delivery Details :  Time : ..o APGAR:. ........ccoenenee SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECLEA : .........cccciecinnsrineei s s s st s a b sas R e s e
T R T R RO NSRS NP S SUMPUIR e WIS Lci 0 . O Y SR SR (o RS R ER

Discharge /Shifting ordered by
DO SIINEIINRL L onmiriahiinsi ik s piinasansssssstisransisiiss
Doctor NMDE 2. o £ B kot ermnrtens

Dateand THNEE .. il e e i i S SR b
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Mrs HAFSA FATIMA
‘ 07-05-1997 20Y2M3D (F)
Dr. SUDHARANI BAIRRAJU

¢ [T

Date : 1o 04,

In-time :

..... 08.S SAM Out-time : .. 29,135 Ay

2z
DT ; .l. .! ........... Patient Name : ..{1ad 8. .. f, ....... WA A ge : &2%.+4. GenderF...... Ra[?db‘gw: & BirthRi. -
UHID No. - be~ 61909 Surgery Name : .oy W val) ﬁo’s“p{tirll_s .m

Before Induction of Anaesthesia » »

Before Skin Incision > >

Before Patient Leaves Operating Room

Yes, & Equipment / Assistance

SIGNIN  Time:. & . SSATY) TIME OUT _ Time.... 09, 0D A w/ SIGN OUT  Time:.... 29 20 ]
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
dentity o¥és ONo introduced themselves by Name and Role = Yes (1No The Name of the Procedure Recorded ~ =Yes [1No
Site CYes, oKG Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle '
Procedure % CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) T Yes CINo 0 NA
Consent TYes CINo Correct Patient (Check ID Band) ~ -#TYes CINo The Specimen is Labelled (including
Site Marked OYes [1NoNA Correct Site JYes COINo patient name) JHes CONo CONA
Anaesthesia Safety Check comp!aled iL¥es CINo Correct Procedure ,D)T'ES ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning =¥es - No Anticipated Critical Events Problems to be addressed OYes CINo [INA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes B‘NU/ What are the Critical or Unexpected ?GJN rg’&&;”‘i s To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, 203 orwa What are the key concers for recovery "
Anticipated Blood Loss2@-Smi- C1Yes CINo C1NA and management of this patient? OYes CiNo

Available CYes NG Anaesthesia Team Reviews:
Risk of > 500mI Blood Loss Are There Any Patient-specific Concerns? [1Yes M6 1 NA
(7mi/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned CYes CINo =HUA Been Confirmed? are there Equipment

Blood Units Reserved CYes CINo O |” | issues or any Concems? /#¥es Do CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes N0 ONA

- within the last 60 minutes? . Q,mﬁ) No ONA Power Supply, Earthing, Power Backup
and functioning of equipment checked. [¥Yes ONo
V'
G AR Signature :........................! % .......................................
r F " 5 L

. DPA e ... 5 Name (gpQMDn ...............................

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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‘ Patient £ mrs HAFSA FATIMA R b
: u'rus-m-r 20Y2M3D (F) ain w . 5 -
: UM S Children’s » BirthRight
R Hospital _ | () zmusovesin:
Tt takes a nmn—qgtmemug Your antl a Safe Deliv ery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

1)) %
To Be Filled In By Assigned Nurse : Date : .10/ 2{.2%....

Bundle Care Criteria : (Tick (/) if done)

| Staff Signature

1. | Antibiotic given prior to surgery ? \Zﬁes []No |
[]Single Dose Antibiotic ~ or  Long Antibiotic Regime |
Antibiotic administered within 60 minutes prior to incision ? [Yes [_]No |
Name of the Antibiotic : .......... T AUBMENTIN. L2 %

2. | Hair Removal QY@; [ INo ifYes: Surgical Clipper
Department where Hair Removed : [_]Ward []Operating Room

Patient's body temperature immediately post operation (Recovery Room) y G
[Joral Or EFAilla (Goal: 36-37 °C)

Hotner: . Bonee @/
Skin preparation done (cleanse surgical area with antiseptic agent)? [_}Yes [_]No

v &
4. | Name of doctor or staff administering the antibiotic (g B D208, S,
Date & Time of antibiotic administration : .......... ( 0..! ’f[% ..... ot DR:2eA]
Date & Time procedure started : .................. 0. "T[% ........ JO’\AWf

e  Ensure form is filled in completely by assigned staff whenever patient had surgery

o If any bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse
for management

e Allforms (Bundle care and when required SSI form) are completed properly
e Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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POST PROCEDURE CARE PLAN |

pate & Time: .L0J1.1.2.4.C... Tmo Ay .
Patient Name: . -H@%A 4. e...Qm.M ........................ Age:....00 3 ... UHID No:. J%AH RN PE .
Procedure Done: ....... @@&\{lﬂ (\Q}Mfﬁ-/ .............................................................................................
Post Procedure Diagnosis: ....... &2 M TS LLUINLLL WO m RS RN -

Nutritional Instructions: ....... L. NVEN L

When to Start Mobilization: ... O3dttA......... AN C}QP\.QCAW!‘% .....................................

Any Other Post-Operative Care Needed including Required Follow Up: ........ j

o dincus.... aaaacdasy... O T T

Note: Plan of care will be readjusted if necessary

Ref. No. : BRFRH /FRM /CLINICAL / 021






