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Date : ... \1)\’4’ .......................

Patient Name‘\f\“’&‘?‘lﬁ“\ﬁ“k ..... ST Date Of Birth: .......oooceeeeeeeeeeereerssrennns ADE: ..ot
U . l Ward : ..o RE) .- ...

Date of Surgery: 1310([%16 [10T-1 [JOT-2 [JOT-3 []0OT-4 []0BG OT-1,~T0BG OT-2

|
R T 1 I O L oo sitac gy
' NAME AMOUNT
Q
1. Surgeon DV\FP‘(@&UM{XL ..................................................
v
2 maesthetit | .. 00 [Qlax IPO\ ............................................................................................

3. Assistant Surgeon :

4. 0T Technician

: t e

5. Circulating Nurse  : ............. km ...................................................................................................
: H@L

6. Assistant Nurse : \'\MO\

Special Equipment: [ ] Laparascopy .| Broncoscope _] Harmonic _| Morcelator
] C-ARM | .| Cystoscopy ] Versa Point 1 Liver Cusa
| Neuro Cusa\ L Others ..o
¢ AN i
S the Surgeon \ ' Signature of Circulating Nurse
1
R N =P ALY .........ccnsiil T T it
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| Anaesthesia Dispusa... m?“’ usea | SUrgical Disposables o Disposables (Baby Side) | AW
ET tube | Major-Pack- Inj VitK
LMA \ Sutures £ | ) Cord Clamp
ECG leads {A) P/ N o3| owh anom 02—} Suction Catheter
HME fifter : A/ P / N | - s Feeding Tube
Syringes : 10 cc o~ ) Vaccum Suction Set
05 cc ey | Goves ') — f)) | Surgical Gloves
02 cc % o Gauze Pack
01 cc Syringe 1ml/ 2ml
Cautery plate : A/P /N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL \ 0‘]/ Cautery pencil
NS : 10m|( Toaps00mi/1000m | @p] Koochies
Tt lD N | Ointments
‘/ - \ 0] | Suction Catheter
Fentanyl : ] Cap, Mask ;CI/V’
Morphine 11 Gauze Pack 6 |
Ketamine 1] Mop Pack
Propofol 1 Steristrip
Rocuronium l Underpad 0)
Glycopyrolate \ Draw sheet
Myopyrolate \ Abgel
Ondansetron 1 Foleys catheter
25@ Spinal Needle 22 b\ Urobag
Bupr 0. 25% l Chest Drainage Catheter
Bupivacaine QQ’ 5%(Heavy) © 1 | Romodrain bag
Antibiotics \ Bandage
] Tegaderm
Suppositories 1 loban
Anamol : 80mg / 250mg / 170 mg l Double J Stent
Supridoy 1 Omj d| Vaccum Suction set
Justin : 125 mg / 25mg / 100mg [ Plastic Bed Sheet
Tab. Misoprost : 200mg l Betadine Solution 0 |
gauget glove[s) )| Microshield
il | | Cotton Balls D)
l Latex Gloves
l Ramdione Scrub 3
VS \L Saral R\ . o
I@ﬂf Q%W%‘ @93 Nrse MHician
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Rainbow Children's Hospital - Banjara Hills

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
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP5-00173756 Ad*nit Date :13-May-2026

WETIIEUE T e

METHODIST COLONY, KUNDAN BAGH
EXTENSION Begumpet Hyderabad Telangana
INDIA 500016 ‘

Admit Time :07:10 AM UHID : BAH-00633054
Patient Details : '
Patient Name : Mrs PRATHIMA K ’ Age :35Y0M12D
Guardian : Mr SASIDEEP KOMM{\REDDY DOB : 01-05-1991
Gender : Female ‘ Religion
Occupation Martial Status : Married
Address (H) - #SRI SAI VILLA APTS, (G1, 6-3-1216/12 Phone No : 9849930006/ 9494251234
METHODIST COLONY, KUNDAN BAGH : : P ;
EXTENSION Begumpet Hyderabad Telangana E-mail + nomailid@gmail.com
INDIA 500016
!
Admission Details : .
Bed Type : DAY CARE ' BedNo BC DC 419 Ward Name : 4F-BIRTHING CENTRE
Room No : BCDC 419 Admission Type : First Visit
Contact Details :
Name . Mr SASIDEEP KOMMAREDDY Relationship : Husband
\
Contact Address : #SR| SAl VILLA APTS, G1, 6-3-1216/12 Phone No : 9849930006 / 9494251234

bt

Doctor Details :

Doctor Name : Dr. K BHARGAVI| REDDY

Specialisation

: OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self | Phone No
Co-Consultant : ‘
3 |
|
|
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : SELFPAY
Printed Date / Time : 13/05/2026 07:10 Printed By : 018621
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BAH-00633054 | IP5-00173756
UHID No.: _ __ Mrs PRATHIMAK - R o EO S
01-05-1991 35Y0M120D (F}
Dr. K BHARGAV] REDDY
oate of acmissic 1AM NN Date of Discharge:________ L -
Room/BedNo:_ _% AN 5l Sy Suggested Billable bed type : _ _ _
WARD TRANSFERS |
Date Time ‘ From To Signature of Nurse
|
l
|
|
|
I
Cross Consultation Visit |
Doctors Name Date Order No. Signature
1
-
2 i
’ |
1
- |
5
6
4
8
9
10
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INVESTIGATIONS

Date Investigations Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Date E’:i;’;‘; :Lt Co:gllrricging Disc?nqgcting e N, Sondtind
‘\7‘ o | | L 6 '03 (g

T;\S Cudiae mondse - | 1oiycns | D 9604605 “oapug’




PROCEDURE

Date Procedure Quantity Order No. Signature
|l | B placemenl ol 9| A6oC O D Ewpue
V¢ Pac (laeosese (

L — —
ANY OTHER INFORMATION
Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Mrs PRATHIMA K : “ e
01-05-1991 35Y0OM12D  (F) | ! Rainbow .
Dr. K BHARGAVI REDDY

= ildren’s | @ BirthRight
I | Hospital * | () eueonese:

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

I

I.P. ADMISSION SHEET FOR GYNECOLOGY

Date of Admission : ...... IZ.].Y. )u’ ......... Lo i Time of Admission: ... 200 .
Allergies: .. 020 houns UWJDOH%CMW\ @qot know any drug allergies
-~ PRESENTING COMPLAINTS : ---r-r-r-ooeee MLML%—&J.-W----«I@#Q%&H)J ----'IHHMMPHYLD

w\[{cp\lww ?\V(o ot L VIK

MENSTRUAL HISTORY | ' OBSTETRIC HISTORY

| .
Year of Marriage : D 0\S = N UY) Parity : PY 1YY
Previous Periods : Mode of Delivery :
SRR 1 09 concption

we: s hs epo 92]qfte | Lastcigsit:
AT

Contraception :  \J\ (A | B ook e\ @ 3} wleg

PAST MEDICAL HISTORY PAST SURGICAL HISTORY

Docu. No. : RCHBH /FRM / CLINICAL / 086 (PT.0)
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I il
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MEDICATION HISTORY:

e ’Ye;ugmd-ﬂm

----- INITIAL AssEssms_NT : ;

Date {3 r] 'L" Breasts Local/Speculum Examinatidn
i 167 w_ €090

BMI 283> lo f-f. -

BP__ (00 [¥O

Pallor ) Bimanual Pelvic Examination
CVR__ 9% b'PIY) Abdominal Examination 2

Respiratory System ~ 9 Lok,

Thyroid

PROVISIONAL DIAGNOSIS : [y pu @ 1 : ‘ Hork o in l H 4ro h«\,u(wcf
INVESTIGATIONS ORDERED PLAN OF MANAGEMENT.
Hw NBm
He B9 Nk covvreand”
HLV Porks prep
VDR L Vitals
: FHR
0 potahuc rac
gls|e: suug 10t> Chef
byeech LS
369 9 (€9 eﬂNmf“c
AL 29 1 JCF - 4\
Name:ol tis Ductor : ] brwns, Signature of Doctor % -

M

Date & Time :

Rlf [2(9
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2all'fme Progress N‘;NS Doctor's Order
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M l\|\||\\\|ll|\|l\|l|||ll\mUGREs S NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order
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i ,W,ON I Wi e

D TR ——— < 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)

L e SN SRR, SR S TR RE . i imsiimsnrms i i i o
| ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mog) | (PO, NG, SC, ) | FREQUENCY | parg  rime | AREIECIN
1 G (VA EN | ‘900“‘5 PO BD lgjslu, o€ Ooc
2 | T Thyronoyw) | | Soma, | fo o0 | 8ls] 2o oc
| E21 176N
3 | O¢ Coc
|
4 | 0¢ Coc
5 | O¢ Coc
6 | Oc Ooc
7 0c Coc
8 (JC OJDC
9 Oc Coc
10 | Oc Ooc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VEH%FIED BY

Doctor Name & Signature : .....\J\.. .. S Ll et
Date & Time : ....1% ’h‘ow ........................................................
Nurse Name & Signature: .................. @ WQP% ...................................

Docu. No. : RCHBH /FRM / GENERAL / 090
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DRUG CHART

FOR THE SAFETY OF THE PATIENT

IR EAT
@t known any Drug Allergies

00*‘-{ CA,\U,_U;U‘ WW’O%W‘N‘ (C}Ydlcljwv\i.

GENERAL Ensure that all patient detajls 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.
- 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.
nNURSES Nurses must follow strictly|the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right|Drug 3) Right Dosage  4) Right Route  5) Right Time
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
DRUG : pater
Dose Route | Frequency |Start Date| )
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : TD-ii‘[t,Z’
Dose Route | Frequency |Start Date )
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
: Date»
DRUG : ime
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)




BAH-00633054 IP500173756
Mrs PRATHIMA K

o K AnARGAVIREDOY REGULAR PRESCRIPTIONS  Weight............... Ward. .. 085 .
MG R
DRUG : TDi?Itﬁ;
Dose Route | Frequency |Start Date ’

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater

DRUG: A8 P2 ACBY Pvp Time

Dose Route | Frequency |Start Date
(g | tlo |aep b9

Name'& Signature of the DgClor ¢\ A \p &
Starting the Drugs: ﬁ 8{ W\f b

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : paer
Dose Route | Frequency |Start Date )
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : poer

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



e e T Weight. ............... Ward. .05 ...
01-05-1991 3BYOM12D
Dr. K BHARGAVI REDDY Date»
I TFT VAN IIIII L7 LB [ | Tigw [ o
Dose Dose Dose Dose
DRUG : Dr. Sign. Or. Sign. Dr. Sign Or. Sign.
Route Start Date dose s - pose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor bose P Dess Pass
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Additional Instructions: - - - .
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
VARIABLE DOSE %;Eee’ ] Nurs% Sig. Nurs‘?r Sig. Nurs‘e' Sig. Nurs‘e' Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor ot o o -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose fose o pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁgﬂﬁ c%i (g,t Qer Route Signature Nurses
' LQuoapuy
¢ vy CEFOTRYIMNE [ W) W q—l f 2L
@\ Gaor>  |IY ’
o\ | & By fHNTOP lonud \V d?‘ r Sand| o~
\2\f [T M PER\N ORIV [0 M\ (V q,( 7 Candhio”
” | o\ Lo puy
S | g:2om5 | My PRoWTON Soomy 1 (R ow
¢ GO ol AN
RV |\ £ TRATADEL oenyg £ AT
/
|
\

Page: 3/4
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BAH-00633054 IP5-00173756

Mrs PRATHIMA K
ot e . LV. FLUIDS CHART Weight. ....oooovvooeee.. Ward. 9‘@33 .........

Dr. K BHARGAVI REDDY

[1ATF N

"““l“ )mposition of 1.V. Fluid Rout Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse
(m intusion, mention mi/hr = Mcg/kg/min. etc) oute ml/hr Sign Sign |Stopping| Sign | Sign

\¥ ¢ soomL 1V ‘S}/ ES \9-{/
i @/
Qg |1 RINGER WETHE |, oo 2 Sl P A
£ 00 mL W \{&&/ (L
¢ | o] Rine e \ncTate | W \—KE:D A 2
Lo V] {' w A

Page: 4/4



INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

Part - I, -
Patient's / Learner Language : '9«

................. Patient / Learner Literacy : D/H/ead

2
Rainbow”
Children’s
Hospital

It takes a lot to treat the little.

OANrite  [l_Sefeak

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight’"

Willingness to Learn : I]ré [CJNo Healthcare Literacy :I:]YeQ_Elﬂo

Identified Education Needs :

1. Diagnosis 5. Medication / Trerapy (safety, effects/side effect, interactions)
2. Treatment and Care Plan 6. Discharge Medication

3. Pain Management 7. Infection Control Measures

4, Informed Consent 8. Diagnostic Test/ Procedures

13. Risk / Safety

14. Activity / Exercise

15. Social Rehabilitation Needs
16. Special Discharge / Follow-up Education / Coping Skills

9. Nutrition / Diet

10. Fall Risk Education

11. Safe use of Medical Equipment / Implantable Devices Safety
12. Patient's Family Rights

B X

Part - Il y sl
e —— r Use codes from the list in part lll Designation /
@L__ﬂmfﬁ'gfi%—d*‘“‘—’g " Information Taught = e — Nechinients Comments Signature
g & w— -, N eaching | 4 overcome | Understanding
Taught Barries Tools barrier/s
\3\5\15 FOO [ LU | B, Ro Lone P, Covrund PT[g 1 o | ! ( ’d >
VAV s d s We 1 ) l
Part - lll : CODES
Who was taught : PT : Patient F : Father M : Mother $ : Spouse Sn: Son D : Daughter C : Caregiver 02 Other (Bpetify).—..cvicisiiisiscasmisuininsiins
Learning Barriers :
1. No Learning Barries 4. Language Barrier 7. Impaired Thought Process / Cognitive limitations 10. Financial Difficulties 13. Cultural / Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 1 Dhers (SPBEIY) ....civiiiniiiissisimisnsii
3. Emotional Barries 6. Desire / Motivate to Learn 9. Cultural Difference 12. Impaired Vision / or Hearing
Teaching Tools Used : A : Audio D : Demonstration V : Video 0: Oral P : Printed
Mechanism/s to overcome barrier/s :

3. Reassurance & Support
4. Teach Family / others

5. Respect values & beliefs

6. Respect Cultural / Religion Preference

1 e p—

slator

paing

1. Verbalizes Understanding

2. Demonstrates Understanding

3. Needs Review

’icuau / FRM / CLINICAL / 187




aliivoey Rainbow. | @ BirthRight
s MULTI-DISCIPLINARY PLAN OF CARE FORM LT e
CD): ?(&;:::RGA = Y U Mi2D (F) It takes a iot th trest the litde. Your Right to a Safe Delivery
oiagnosis: ][] mmmmnummm
%ai:‘: Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification
ZMedical | ¢ nita ; o Nursing
\">\§ Vo | O Nursing o Modied | Privv  Shaveawin MLLAJke Q&U, >47 | D Others:—
O Others: [ Per-Op y A - ’ Cos
.-l TS 5-PostOp ‘*"‘a"
O Medical -Thitial 0 Medical
v le >
vg\,(%"g @/NU/I'Sling O Modified "f_tai Qf)d ) TO d )Pﬁ”l) cuk k. Cital 1 Others:
e CJ Qthers: O Per-Op @m,g}j 4(0'\‘1 O—UKCQ i,dc/l,uolf)‘gb %/L
O Post Op D) Q/’L; A
= Medical O Initial 1 Medical
0 Nursing [ Modified 1 Nursing
O QOthers: O Per-Op I Others:
O Post Op
Ll Medical O Initial 1 Medical
1 Nursing O Modified [1 Nursing
O Others: O Per-Op L Others:
J Post Op
O Medical O Initial [ Medical
‘ J Nursing O Modified ) Nursing
e 01 Qthers: O Per-Op O Others:
/ O Post Op

[. : RCHBH /FRM / CLINICAL / 040
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Dr. K BHARGAVI REDDY Hospital BY RAINBOW HOSPITALS

(i Hocpiop 1 e
mmu RESULT SHEET

Date 1%L R
Time
Hb 14
POV 2C.
RBC L
WBC Ftios
N/L "
Platelets 204
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj
T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

¥

Docu. No. : RCHBH /FRM / CLINICAL / 0138 (P.T.0)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Culture and Sensitivities : ........... S 0 IO o . 5 e A OO =5 ST W

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

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

Radiology : BB b e i s R e s Lol el TR ot e bR e g T

M R o el e i o e i RO R R =t L E o, Sl

Othes (R0, Comrast Bludies o15.,) § oo it il s s pisepsenssasmensissonasivs
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BAH-00633054 |P5-00173756 ‘

Wrs PRATHIMA K Ni20 | ) i ¥
01-05-1991 BYO =

KT L “"‘” B oirthRight
uod IEITRIC TRIAGE ASSESSMENT FORM

Date: 131 3 N: .............. Time of Arrival: '1/10’"0 Time Seen by Nurse: :Pfﬁ") .........
1) Level of Consciousness: @eﬂﬁ'qcious L] Semi-Conscious [J UnConscious
2) Chief Complaint (Reason for Visil]: (Circle the item as appropriate)
[J Severe Pain / Moderate Pain [J Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy [ Preterm Labor/ Labor
] Decreased Fetal Movement [J Spontaneous Rupture of Membrane / Leaking Water PV
] No Fetal Movement | g g SRS AR TRAL T SR SR
¢ a ~
3) Vital Signs: Temperature: qﬂué Puise: .80, RR:..20.. spo,: Q... Pl l.Q[Gﬁ. Weight: .............
4) Gestational Criteria:
Gravida: G A ! P L A
]
LMP: ... eAS VL EDD: o'l&lql% ........ Gestational Age: ..o\ ..
Uterine Contraction O YeLs N0 [ CONA | Onset Time Frequency:
|
I
Membrane Rupture O Ye}s @/ﬁ [JNA | Onset Time Fluid Color:
Vaginal bleeding O Ye%k_ | - No | OO NA | Onset Time Amount:
: | If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes VT No | OJNA Pain Abdomen / Vomiting
Good fetal Movement O¥es | CNo | C1na | IfNospecity:
|
|
5) Pain Screening: | Numerical Pain Scale (NPS)
l l Ll ] ] ] ] | l |
( a T I | I I | | T | 1
1 2 3| 4 5 6 7 8 9 10
No Pain Worst
possible pain
il v e SR S SR e
P ....... ol et et l ................................ Days / Weeks/ Months (Strike out which is not applicable)
B T S SR ‘ ..................................................................................................
. . ’ T
- Frequency: ..\........ I\Jf”[ﬁaon%("”‘"
+ |nterventions: .|................ ‘ .................................................................................................

6) Past History: 1
a)  Surgeries: .............. Mﬁd

) Meda ... wgatfpo&;g;;é{&;ﬁﬁ.'.'.f_'.'_i_'.'j_'_'_ﬁ_','jffff_'.'fffffffffffj.'.'f.'.'ffff:f.'.'.'_'.'_'.'.'.'.'.'""'"

Docu. No. : RCHBH /FRM / CLINICAL / 098 '



BAH-00633054
Mrs PRATHIMA K
01 05-1991

K BHARGAVI REDDY

i

7) Allergy:

TN

[ Yes

IP5-00173756

33Y0M12D (F)

n

o,

If Yes :

8) Current Medications: [J-Prénatal Vitamin [ None
9) Prenatal Medical History:

_L+None

[J Chronic Hypertension
[ Gestational Hypertension

[ Diabetes

i e T o NI I T o

J Gestational Diabetes
CJ Low placenta
C1 Others if yes, specify

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)

I Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

1 Category Il: Emergent (Time to Physician: <

15 minutes & Reassessment: Every 15 minutes)

1 Category llI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
7 Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
[J Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

OBCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
(Urgent)
< 30 minutes
Every 15 Minutes
o Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
sl Weeks
I
: Active Vaginal bleeding | Bleeding associated with | Bleeding assaciated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
a0 pain <37 weeks (>spotting) >37
| weeks
it : " Mild hypertension
: Hypertension > 160/110} iy s i w
Hypertension Seizure activity and / or headache, visual ;S‘S:gigdws'fgn e
disturbance, RUQ pain symptoms
- Atypical FHR tracing
Abnormal FHR tracing
Fetal Assessment abnormal dopplers |
Non-Fetal Movement Diseased fetal movement i :
|
) Others . ACL_I!E onsite severe - Major trauma B Abdominal/back pain | . Ongoing assessment | » Anything that does not ‘.
i abdominal pain « Shortness of breath greatﬂ than expected in |  from out patient clinic | seem fto pose threatto |
« Altered level of » Unplanned and (for hypertension, biood  mott fetus
consciousness unattended birth / hematuria work Cervical ripening
Cord prolapse _1%: #U"H'WQ anc | « Minor trauma (minor « QOut patient piacent:
« Severe respiraton for diarrhea witt [ MvC/ialn Drevia protocols
[ dISTres suspected denydration | « Nausea Vomiting and Pre-booke its (i
i » Susnected ser or diarrh Rh and progesiero
! S infections
! - Assessment for vers
1HITIE SEEi DY ; '[OHD
.
Nurse Name : ................ SBapeL, T R Nurse Signature: ............. %], ....................................

Date: ‘5\‘A%

Time: Qfﬁ‘ﬂ')

-
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ISTETRICS / GYNECOLOGY

NURSING INITIAL ASSESSMENT FORM

Baseline Information:

Date of Admission: .......... BB{W)

<

Admission From: 1 ER CJOPD  \_LAdmmission Desk (] OHhErs, SPECHY ...........ccouumeerrrerssmsssssssecen
Primary Language: : ugu ] English L] Hindi C1 NG, SPOEIY ..o ainsattaiinging e
Do you require aninterpreter? [ Yes K DRI ..ot 55355 B R g s e sansisvassnphiibpnis g s penah
Source of Information: [ Patient 1 Family [ U, SOOI . s isiiians i sapetiimi o s b R i s i
Allergies: [IYes | :’-No/ ] Mediciions [ Blood Transfusion (] Food R e TR el TR
KBS, IHRAMIY .............oineemicsidiccsimiisinnsasstnnnsennienensaerssanersssnessssnitsetbssnsinasnapissunpasipnnasersssnsinsssssinsasusnassssenbiionnsonsssnssts
DRI BRI ... L-iesion R B s buchisiuniasitimssisguessesinsesbusrisns Doctor Notified on Admission: !Yes ['No
.......................................... CW"P'“’&YCQCL%’(‘ AR B DOOIE ..o corncisnctiinssibrsioseshioi
.................................................................................................................. Ui e B N e <SRRI W A P
Past Medical History: Obtained From _lPatient L1 Family Member [ Medical Record [ Other (Specify) ..................

Past Medical History

Past Surgical History Previous Hospital Admission

A,U,d Po{%ﬂw\d{

Gynecology Assessment: [ | Not Applicable

Gynecology Surgical History: Gynecological History:

Manstiial HISBME ...t i avamsisin osesd Caesarean Section: \JNG [ Yes Contraceptives: ¢ N0 [1Yes
.............................................................. Cervical Cerclage: [INo | [Yes Vaginal Discharge: =HW0 [ Yes
Onset of Menarche: .......... = U (O(Y Ectopic Pregnancys2No [ Yes Post-Coital BIeeding:E"ﬁo [ Yes
Menstrual Cycle: ’_\Bem Cllrregular || Myomectomy: =No [ Yes Infertility: INo [dYes
Last Menstrual Period: ............ccccovnuvinnnnns Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G ..\ ........................ I P IS T b sinaitde i s TR !

Piowloil LBER: .............ol i B atons oo b

Current Medication: '&Afone [ Y+s, If Yes, Fill the reconciliation form

o
Family History: ‘“rflo Abnormalties Det&cted

[ Heart Disease (] Hypertension [1 Diabetes [ Stroke (] Seizures [ Kidney disease
(] Liver disease ETERREE ... B s baivssbonessssuipsnassnganettiap b a3 ses A Gyt S o - SO e AL VO
S 7
Vital Signs / Measurements: Temp: .q.g.,.L. « HR: . SC...... RR: .2 .
BP: .. ARAGCT  Weight ... Height: ... IV T—

Pain Assessment:  Pain:

COYes _[1No

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

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

(PT0.)
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PHYSICAL ASSESSMENT

General Appearance: yealthy L1l looking [_] Anxious ] Agitated ED |11 S S U ST

e
Fall Assessment: [ 1Yes [ 1No Score...... .. (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [1Yes [ 1No Score }2 ...... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
[ Mobility problem (I Walking Problem K’J/NJ Abnormality Detected
| Developmental Delay (] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: M)rmalﬂy Detected
L1 Overweight L] Poor Appetite > 3 Days I Needs Therapeutic Diet.

_IUnder Weight L Diabetes Mellitus I Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING: f
“ICalm & Cooperative " Restless [ Depressed L] Agitated I Confused
B D s tisiassene ctmansomsnios et s Bttt b B L 4

Inform consultant for positive criteria

Cultural & Spiritual Needs: [ Yes =0 if Yes SPRCHY...ocicivtinsmmsusncssismssmiaonssmissms vins Inform consultant for positive criteria.
SOCIAL SCREENING:

1. Marital Status: ISingle  \“Married  IDivorced [ Widow

2. Special Habits:  Smoker: [ Yes | Mo Alcohol Abuse: [ Yes [ Ne Drug Abuse: []Yes o

Orientation has been given regarding the following aspects:

Call Bell in Reach : ,.+¥es [No Waste Disposal Explained: “<¥es [INo
Infusion Pump : Lrfes [INo Hand Hygiene Explained: = Yes [ No L1 Others
Above information given to ................ P
- - ﬂ
Name of Person Orientation was givento: ........ Petthomg s -

Orlestation DOt QIVBITRBASON .......... ..ol e ssssssassissssscnsssessinsesssseassasssssimormsasissassis

Nurse Name: ...........c........ & MJA'PQQ ................
Date & TIME: ...ovvvereveeeereenes L?;Ld%m
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P BHARGAVI REDDY | CHECKLIST FOR THROMBOPHLEBITIS < s .”—QL"S_LS
A Rl
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E E N M E N Remarks
; No signs of phlebitis /
1 IV site appears healthy Obiciarye caniels 0 ()
Ong of the following signs is
’ evident: Possibly first signs of phlebitis 1 i
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site AN naly AT AR e D B A 4
3 Z::Oe\?if dt;st.followmg Signs Early stage of phlebitis / 9
Pain at IV site Redness Hesite Gannia
g\f}i({i);r:? E HRO g e Medium stage of phlebitis / —_
4 Pain along Path of cannula ?esn:e Ca{muta Consider 3
Redness around Site Swelling i i
llowing Si . e
Q\I,Iig;g? zr:g Exv:é?}giség?S » Advanced stage of phlebitis or
5 Pain along Path of cannula the start of thrombophlebitis / 4
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment 4
All of the following Signs are
evident and Extensive : Pain Advanced stage of .
6 | along Path of cannula Redness | thrombophlebitis / -
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse SWJ/

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phlebitis.

Signature

Signature : ..................... v/ .............. Name: .......... y) wendbi

Docu. No.

of Shift In Charge :

: RCHBH /FRM / CLINICAL / 137

Signature of Ward In Charge :
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PAIN ASSESSMENT FORM
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Rainbow®

Children's | @ BirthRight
Hospi tal . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

3 ’ : Modifying | Patient / Family
|| H”“”Hlll“l""l"“ll”l"“ o Location Duration Acuity Character Faclors Educated Intervention Sign
[ Continuous | ] Acute (1 Sharp 1 Dull Tl Increasing [ Yes A
¢ 0 2 i i ) Achi Burning | [ i
12 P L1 Intermittent | [ Chronic 1 Aching 7] Burning | [] Decreasing | [ No
N ¥ £ Continuous | [ Acute {1 Sharp 7 Dull [] Increasing LI Yes [\() A 7 5
e Wy O ] Intermittent | I Chronic [J Aching [ Burning | [J Decreasing | [ No
\21>
4 [l Continuous | [ Acute [ Sharp 1 Dull 7 Increasing [ Yes PIA

S | O o (1 Intermittent | ] Chronic _ Aching ] Burning | CJ Decreasing| —No— : *&"af“%‘
(] Continuous | [] Acute (] Sharp (] Dull ] Increasing ] Yes
(] Intermittent | [ Chronic (] Aching (] Burning | [J Decreasing | [ No
[ Continuous | [ Acute (] Sharp [ Dull L] Increasing [J Yes
(1 Intermittent | 1 Chronic [ Aching (] Burning | [ Decreasing | I No
[] Continuous | [] Acute . ] Sharp (] Dull C1 Increasing O Yes
[ Intermittent | ] Chronic (7 Aching (] Burning | ] Decreasing | [ No
L1 Continuous | [ Acute (] Sharp [ Dull Ul Increasing | .[] Yes
L1 Intermittent | [ Chronic (1 Aching [ Burning | (J Decreasing [ [ No
[ Continuous | [ Acute {1 Sharp [ Dull [ Increasing [ Yes
[ Intermittent | 1 Chronic (71 Aching (7] Burning | [ Decreasing | [ No
(1 Continuous | [] Acute ] Sharp (] Dull ] Increasing C] Yes
L] Intermittent | [ Chronic 1 Aching (71 Burning | (] Decreasing | [ No
] Continuous | [ Acute () Sharp [ Dull "l Increasing | [ Yes
[ Intermittent | [J Chronic (] Aching [ Burning | (] Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all 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
¢)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

b) Then every 4 hours.

d)  Within 30 - 60 minutes after pain relief intervention.

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Sc;la (Obstetric and Gynecology)
1 1 1 1 1 L L 1 |

&

0
No Hurt

T 1 I T I T I I 1
2 3 4 5 6 7 8 9 10

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

OSSOSO

Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
i k 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, restless, tense Kicking, or legs brawn up
g 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) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain fMMDI'I
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 arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuti 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
Extremitiés | 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, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age $a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting _vantilatnr

—————————————————————————————————— _.—_;_/




Patient ID

BRADEN 'Q" SCALE
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Date :
Time :

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

=

of physical activity”

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair.”

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

Mobili & o p 3 " e > 4
ity in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. f
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
i o : i R .
*Activity The degree 1. Bodtaat: Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

Walks outside the room at least twice a
day and inside room at least once every
2 hours during walking hours.

AR e =
Sensory Perception

1. Completely limited:
Unresponsive (does not moan, flinch
ul'stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

2. Very limited:

res ;
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

al commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

4. No i

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

2. Very moist:
Skin is often, but not always, moist.

3. Occasionally moist:
Skin is occasionally moist, requiring

4. Rarely moist:
Skin is usually dry, routine diaper

Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent
repositioning with maximum assistance.

Maves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position
in chair or bed most of the time but
occasionally slides down.

& ::stmcgsed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing Q
to moiﬁur " Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/di
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:
Is on tube feedings or TPN, which

provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4, Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4, Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : less than 9

| HighRisk:10-12 |

Docu. No. : RCHBH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

D/Qvof;'




Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
« Regular Turning Schedule . _
« Enable as much activity as possible High density foam mattress
15-18 At Risk « Protect the heels Gel pads for high-risk areas
« Use pressure redistribution surfaces i, SR AT
« Manage moisture, friction and shear p y
+ Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
+ Use the Same Protocol as for “At Risk” Patients Py
13-14 Moderate Risk Gel pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
« Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
- Make small shifts in their position frequently Alternating pressure mattress overlay
- Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay




Patient Sticker

Morse Fall Risk Assessment Form

i
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Hospital BY RAINBOW HOSPITALS

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

D
Choose Highest Applicable Score from each Category Datgcfolme fﬁ,‘ S/‘M’ Fall Risk Grading
P
History of Falling Yes 25
(immediately or w/in 3 months) No 0 o Risk Lovel Morst: ;\::g )Scnre At
Secondary Diagnosis Yes 15 ) 5"
(more than one diagnosis) No 0 ———
@ Furniture 30 Standard Fall
: Low Risk - :
Ambulatory Aid Crutches, Cane(S), Walker 15 i i Precaution
None /Bed Rest /Nurse Assist 0 O
IV / Heparin Lock or Saline ;ZS 200 0 Implement
Moderate Risk 25 - 50 Moderate Fall
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 Intesvention
Normal /On Bed Rest /immobile 0 O implement High
F imitati i -
Mental Status L bk el 15 High Risk i sk al
Oriented to own ability 0 Y I rteven I?n
Total Morse Fall Scale Score: e herventon
Signature (QJJ&\{)%

) whichever precaution taken.
evel and Interventions

irs with arm rests

/ CLINICAL / 006

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

straps on stretchers and wheelchairs while transporting patients

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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1g Observation Score Chart - Obstetrics

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

CON]
TRIGGERS

2\C

Date
Time {

.

8)

10| 11

10 |f11Y 12

@)

RESP
(write rate in
corresp. box)

>30
21-30
11 - 20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

3, dway

40
39
38
37
36
35
< 35

15

aley Weay

170
160
150
140
130
120
110
100
90
80
70
60
50
40

e

anssald poo|g 10Ishs

190
180
170
160
150
140
130
120
110

[

LA ok

S0
80
70
60
50

-—

INSS3.4 Poojg Jljoiselq

NEURO
RESPONSE
1

130
120
110
100
90
80
70
60
50

I~

€

1%

3

ii‘

Alert
Voice
Pain
Unresponsive

URINE
mils / hour

> 30
<30

Proteinuria

Protein + +
Protein > + +

Lochia

Heavy / Foul

Liquor

TOTAL YE

Clear / Pink
Green
LLOW SCORES [6) [®)

TOTAL ORANGE SCORES

4

&l

&
R

,?no

Nurse Initial |~




Early Warning Signs

[ Obstetrics and Gynaecology ]

( it
1 Yellow Alert :
Repeat Observations
in 30 minutes
. J
r = e N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
i 5 L ¥,
4 o
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
i W,

* The Modified Early Warning Score (MEOWS)
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| 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.

A ‘

§

~ Output L omT

Date Time

Nature
of Fluid

NG

Thrombo-

. : : : hiebitis | Sign.
Diarrhoea | Vomit | Drainage | Urine i e Nurse

N.G

08:00 am

N

09:00 am

Lo

10:00 am

Ro

V/"
e

11:00 am

pL

12:00 pm

Re

01:00 pm

Ru

Lo .b‘?;q.—-—-
Qjojop |8|0

Total Intake :

Total Output: Pl

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total OQutput :

02:00 am

03:00 am

04:00 am

- I S

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output




)
Patient Sticker J Rainbow® & .
hildren’ BirthRight
[FLUID CHART)  fospita” | R@pmemars
Sheet NO. oo

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

Tele e Output T

Thrombo- .
Date | Time ol\;agﬁjri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebits | Sion.

Score Nurse
Mouth LV N.G

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Qutput :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Qutput :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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\OPERATION THEATER NOTES
Patient’s Name : ‘(\“wj:"“'&“'\\k .................. Age: .S Gender: [)Male SFemale

UHID No.: ... /N -0 0 62345 « -

.............................................................................. WL .....cconnanns HBIDNE b dcoamuniniins
Surgeon : ‘bv&\,@% Asst. Surgeon : “=s—
Anesthetist : s &\m\\\L | OT Nurse: ¢ LAWK L3 OT Technician: ~

Pre-Operative Diagnosis:“tp,\i;“ \1_@* o \ ¥ T, T TP

Surgical Procedure : |

Q&At}\y&k 8, ¥ %?\\r\\)\ 2

Indications for Surgery : o ooz

|

M

|
Date: \\. \5\1*&-4; \
Pre Operative Preparations: \
|

|

|

Start Time : End Time :

TR —op Nakxed, Xven

Post Operative Diagnosis: o' Lo \Vu\\.\‘ Uahey |

Peri-Operative Complications:

\\\\\\\

5
|
|

Operation Notes:

Doc. No. : RCHBH/ FRM / CLINICAL / 099 (P.T.0)



Amount of Blood Loss: < \o ) Blood Transfused (in ML) —

Name and Number of Surgical Specimen sent for examination:

A N

Peri-Operative Complications:

ol QJ-—?-—-X-Q-A f—“%‘\ L\\DM .

el e T g

&'%%4,}]/\

o Rie \?Qn«\v@\% Cionrg oAnen ﬁ‘c”\\l.

_ L SRV, Wy, o ong A Wiy

‘;(‘:A.k'\_&-\ ol

\\

~ e S i Yo S e \

— ‘B{&.(—QJ\QL-L\{‘\A ‘an\ Sl oM,
Noorghng h

-y

Name of the Surgeon: ..... T Ty %w
Signature of the Surgeon: W’

Date & Time: ........... \B\,? i FET \ \\\ Ao prm
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: Mrs PRATHIMA K ]
raee = | 01-05-1991 BYOM12D  (F) Rai I;% 5
| Dr. K BHARGAVI REDDY alinbow 2
| e . .
TN Children's | SUBirthRight
I\ Hospital BY RAINBOW HOSPITALS
| It takes a lot to treat the little. Your Right to a Safe Delivery

BUNDII,'IE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (S3I)

To Be Filled In By Assigned Nurse L

Department : ................ B . s Duration of Procedure : .....} ):1/\"\' :

' ¢
Name of Surgeon : ............. DT@‘A&‘(@QV\N{H&] ....................... Date of Admission : ...\ 3\0d%

undle Care Criteria : (Tick (/) if dqne)

Staff Signature

1. | Antibiotic given prior to surgei’y '{/Eﬁes [ ]No

’FE{Single Dose Antibiotic  or  Long Antibiotic Regime ;
Antibiotic administered within 60 minutes prior to incisiow?ﬁ Yes [ ]No g\gﬂ
Name of the Antibiotic : GC\\L:;QS)\@() .......................

]
1

2. | Hair Removal Q’fes [ ]No { if Yes : Surgical Clipper
Department where Hair Removed : -1Ward [_]Operating Room \;@j}\
TR S o Q\n

Skin preparation done (cleanse &urgical area with antiseptic agent) ?)2’758 [INo

3. | Patient's body temperature immédiately post operation (Recovery Room) 3)°C \&ﬁ
(] oral O M (Goal : 36-37 °C) g

4. | Name of doctor or staff administering the antibiotic (D\ffamunﬁ ........... \&\\KJ
Date & Time of antibiotic administration Y fb/(’?/b ..... ghm .................. QV
Date & Time procedure started : \ ........ pl\d% ..... Qw M .....................

o  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
»  Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038 |

\
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TIENT TRANSFER FORM

Rainbow® i g
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

AN

Date & Time of Transfer Order

r_g}if% ¢\ -0

Patient Name & UHID No. ‘ Date & Time of Admission .
BAH-00633054 IP5-00173756 \ 3 ) U (I)/U )/6 Q:{ ; ‘U
Mrs PRATHIMA K

" (u]:n:- ;:TRGAW RB:D‘;):M i T Transfor Orderod by

0N O e
ov LW

Reason for Transfer

VD\L 1%

From Unit

o
Q%MD\ -

To Unit e
L UV ﬂwﬂ

Information to Attendant

Yes[ | No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
3 0 - Yes[ | No[ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1.
2.
3.
4.
5.

Shifting Summary / Notes Written by Doctor :

Yes[ | No

&l

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

D{(ambw

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

|| Unavailable Bed

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

| [ | Nurse not Available

[ ] Available Bed not ready



BAH-00633054 IP5-00173756
Mrs PRATHIMA K "Z

Department of Anaesthesiology g‘r.-D:;flilRGAw Rlso:):M . E?‘III?(?I_%VI":’S l. Birth R|ghtw

ene annesthemic evacuamon | NN Fospi | ettt

Name: .44, Dhabli MR E..... Age: .34 Y... Sex: Female..... UHIDNOBM*OC)éﬁz@?y

Date: . J“- 1317026 . Time: ... = REZFM....  Proposed Operation: CC&WSC@{C&C(Mf
(V)0 5 hexck Coruti

Your thht to a Safe Delivery

B.P/ CRT: I.U.(?/B.‘Q-H.R: ..gg%m&DWeight:...&Q.!.czﬂd-ASAPhysicalStatus: o1 ? 03 04 05

Laboratory Data:
HORE: iciiasasisinseriniasonns Glucosey.......c.cecvrenriaen Sp PRI S5 o s et s e 4 BN . cneininisiinnig X e issh et
211" RO i ol e HBS Ag: ...1... Nﬂ ; BOG . i
WBO: i sk B ol i siasiinn IVAMBBENIE, snpuiidvmsoasinrsnivsins OV tl b 2 Echiar.. s
PR N DIE B ..ol Blood group: .............. Stress/Anglo: ..............
-3 L. B S sy K: ' oosst SR SR - | I ST ERATE . T e s s OBE < accinsmanass
2 [ R ——— Cat++: Loniiieaivar ARCPIOR:. .. inpsiiminnes WMot
[ 1N ———— Moedr e iy ROIABO: .uioiasniiisonisons |, [SEE—

- [ECHOIN S N RS St [ 1] T PR e S

Allergies: AU%%’C G
Atocnwinopycimedind - TR Dlapth,

Medical History: CVS: 9
RESP: [ & Diabetes : Cép [/Lan,w/ap
ONS - 4 Minows bl ,

MO Uanihicank POt yeycin, :
Renal : Sl e “Teled ({/M
Hepatic / GE : Physical Activity: f‘(T m )

overs:  HY 0 Hu(dik m @) -

Past Anaesthetic History: @
Physical Exam: @

7— b
i : MP1 2 M toh Neck: Teeth: g
Airway @) 4 outh Opening: ﬂdﬂ? Mn ohyoid Distance: ) F72 ec @) ge {Vl['dq‘
e 2oz @ ccm L

Heart: 4, 5]
ONS: o Hm )’(,) 4
Pregnant: L.qus ] No [JNA Venous Access Site ’ﬁ (P@USpInQ Exam for regional : @ :

Anaesthetic Plan: CIMAC O nemuum(.zﬁ’\g: [

Peri-Operative Plan Explained to the Patient: «=Yes 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis :
A H C dter ours
T-THIRONOR M gomj Po NI, ORAL o/ 0RS 2H1

2
Others 6 Hour:

3. Informed Consent: Mtf::mrd O High Risk

4. Post Operative Pain Managemenwgussed with Patient

5. Other Instructions:

Signature: W/ N IR S TR R o R e O .t R N L - b e i

Docu. No. : RCHBH /FRM / CLINICAL / 044
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r. K BHARGAVI REDDY

I

Pre Induction Assessment:

Rainbow®
Children’s
Hospital -

It takes a lot to treat the littie.

ANAESTHESIA CHART

i~

A\

BirthRight
BY RAINBOW HOSPITALS
\Tnur Right to a Safe Delivery

Change in Patient Condition: ] Yes [0 Fasting Status: Af{ﬂ*l 0
‘lyslcal Status: [Y—Patient Identified .-_D/CEnsent Present ] Chart Reviewed
ﬁl_l‘]
[ 1
lf 5 2 " 3 m
HR' 170 [§0 g | B.P/CREAL [Sp0; 10O - [RR: 30 | ™ry [ Last Feed: (&4
Pre-OP Dfagnosw .................................................... Operation: ...\ Al
g 5 17} e
Surgeon: ....~.Y. ,3 A MW Anaesthesiologist: ...... XA - . Technician; ... LYNOEAR -
TIME 1o
N,O /AIR /O, LPM :
HALO /SO /SEVO Antibiotic
Drugs:
Suppository
Blood Loss
FI0, /520, 10 10
ETCO,
ECG -
Temperature
Urine Output NOTES
O -
88 LA
23
B.p 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Toumniguet on Time
Toumniquet off Time 160
140
Throat Pack In L SN
Throat Pack Out 12
100 3
80— ~
60
40
20
10
0 -
ABG
LAB Values
[ GrBS
Others
LAuipment Checked and Temp: Induction Regional:
\_/thnctional [J HME [ Fluid Warmer owv Inhal Extremi Specify: ..
ﬂ O] Cling Film [ OH Warmer Pre 0, 7RSI ¥Spinal O Epidural [ Caudal
il S — [J Hugger's [J Cotton Wool ] \Others Others: .
T T2 R R ] Other Position:
Msk Osea | Position:....c....
EKG Lead O , O’ﬁ
Yemp S Times: g }RO Ol Al ] Oral [] Nasal Site: .. Q (,L D ﬁ
O] FO.Monitor T R i, - BT ... i . (o SO S cm Needle Snze ........ Nedinids ... Depth: . M
;)gé“t Monitor OP Start: . O Oral CINasal [ Cuff Parasthesia [] Yes No
&7 Pulse Oximeter OPEnd: ......... ‘O [ o Tracﬁeos my L] Topical Catheter at skin ................... cm
C Capnog[aph Leave OR: ....... . \D 0 Dmg Drug Name & CONC: ..oeoeeeeeresesensnssansnes
Ventilator Anaesthesia: ] Awake [] Direct Vision Bolus: .......
Nerve Stimulator ] GA [] Video Laryngoskopy [] Stylette / Bougie Infusion: ...
s s b \):i/Mnnitored Anaesthesia Care [] Fiberoptic Block Level: ..
OSIIOR: Y Vot _#T Regional Blade# .............. Attempts: . N
O Pressie Pmms Checke Bl B v i TS
Line (Size & Location) Wun to
Eye Care: CICWP: .... (7 Bilat = BS flpAcu  OJicu L3 Other
U Oint CIART: .... (] Semi-Closed Circle Relaxant Reversed  [] Yes CNo WA
1 Tape OVl aiais [] Closed Circle 9Y 9{1 ] Lf’ P«—
O Padding M{iﬁ (/\ O] Other Name of the Doctor .
Awake aw:... Signature of the Doctor :............. &&= e
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Dir’lJ.'a-WQ'l 3svomzn (F) R
Rainbow’ < gl A8
| " Children's | & BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a iot to treat the littie. Your Right to a Safe Delivery
POST-ANAESTHESIA CARE UNIT RECORD
Received in PACU by : ....... &«Q ...... - Time Received : \H’T’J .......... Time:Discharged: ...l
250 > [ LA v Le o INCmaRN o
240 » o b 240
w230 - 3% AY L OHNT 1230 |0 0Mask [ Nasal Prongs
= 220 R o F '\ \‘ 220 | (] Tracheosto [ T-Piece
7] 210 210 Iy g
B 200 200 | [J Oral Airway [[] Nasal Airway
B 190 190
180 180
§ 170 170 | Vomiting : J Yest =T ;) el B A e e L
= :gg ::g NG Tube : [ Yes AT
140 140 >
X iy — Drain: O Yes (NG
120 Y Y Y 120 Urinary Catheter: ﬂ’(es 41 No
& JSS ’ 1:,8 ChestTube:  [J Yes o
= %0 ] 90 N
T a - o W . ag | NitOral 0 Yes, CINo
- = o AT N
o
7% 50 50 L e T T N P
= 40 40
30 30
" 20 20
10 10
0 0
SPO, |
POST ANAESTHESIA SCORE | MINUTES
(Modified Aldrete Score) | IN 30 160 | 90 ouT SCORING INTERPRETATION
m o 24 :xtremmes voluntary o SEm:?S - f \ ACTIVITY 4 ey L P T 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 freely =7 92 L
Dyspnea or limited breathing =1 RESPIRATION -
Apneic =0 1 3 Exceptions to this, are to be explained in the
+ 20 of Pre A = : : iy
B MmO e | RcuLAmon ol . la]o- space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0
Fu =2
m"ﬂ::é?.?‘in calling =1 ‘ CONSCIOUSNESS 21 - = 2
Not responding =0 |
Pink =2 |
= S
gyaj:n dusky. blotchy, undiced, other = | COLOR 9 2 |0
| roma q |LO O (Lo
1 T

FAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score } Intervention Signature
|

2\€ AYARLR L2 bl %
|
\
!
|
!

Pain Tool Used: [ NPASS [J FLACC ([ Wong qaker [J NPS Reassessment Frequency:

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b.  After 24 hours every 4 mours
¢.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU):

Date & Time:____ '@\K&W% ..... P
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N (RN T Rainbow® . —
P Children's | @ BirthRight

L. ] Hos pita| BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Sa’fe_Delwer_y-'

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Pates vt TIMB: coieiamsvins i ETOCHURIBONG DY 4. 0. s i atitbimmiiss s sissssisanses
CSE /Spinal /Epidural Position : ........cc.c..... DOROD & i e s L B it Technigue (LOR/LOS) ........ccce....
i R CHIROUN B SUUY: ..iiisisissadinrmssmsissmbinis o 1, e S S| S S B P B e
6 i e (T TR T MR . PR MUY % S DR A (SR €. DN MRS TCh s 0 55 . 471 M U S R
LT 1 R RS CS J MURAAR o WID TS SRV O S 1 USRI RPN S o0 A RO

Any other issues :

B s susfismesdunssninansomvmeans sucnihsn bt vt anainis ke sa s sr i ke a RN B SR AT RS T AR RS A s S TN R AT
- Y OO TSSO 0. -0 ) & s SO M et o L. - Er= © £ 3. AN AL
Time Inn;zi‘?/l:"F)late Bolus (ml) LeﬂLev;il ol FHR Comments
ght | BP | Pulse
Delivery Details :  Time : ......cccoeeveeenene APEARE .o SVD / Instrumental / LSCS (if LSCS Details)
Cathater Removed by and Tip INSPECLEM : .......c.ccccrieiiciierinestseresseestsese st ss s aessssssssssrns s s snesssn s san s ns s as e asnssassas
e e R R SNRRON N 15 W S IRUTI R 2\, A T SEEST - T 15 07 MO P e PERURY S

Discharge /Shifting ordered by
070 ot S T p D, e S T y
DOCIOT NAMIE: ..o ssees s s seesneees

Date Bnd TIME P SRR E it ismmsasmssossinsisssnsss
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P5A0ITITSE | Rainbow " s e
B ATHIA K rJ’ Children’s (d BirthRight
i 1991 asyom120  (F) Hospital BY RAINBOW HOSPITALS
e Your Right to a Safe Delivery

GAVI It takes a lot to treat the littie.

R TIn * CONSENT FOR ANAESTHESIA

gy
Authorization By: [O-Patient [ Latient Attendant

Operative Procedure: ....... C‘Q/\WC&LQC@( TR 3 W R S LR, AR 3.5 il 2T
Anaesthesiologist: ........ 017%]‘%% ....................... Surgeon: .[2A.. Bhais ﬂVLRQ% ...........................

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 axaesthetic to numb a specific area of the body for surgery: Prolonged pain relief can be achieved
by infusing weak solutions of local anaesthetics and narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

(] Heart Disease [ Hypertensidn [1 Diabetes [ Renal Failure  [] Multi Organ Failure ] Hepatic Disorders
(] Shock [J Obesity (1 Chronic Obstructive Pulmonary Disease
(] Others D :

Declaration by Patient Attendant

e | authorize and give consent foriw considered appropriate by the anaesthesia team

[ Regional Anaesthesia ! neral Anaesthesia (] Monitored Anaesthesia Care

e | understand that there are somé 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, variations in blood pressure, nausea
and vomiting.

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

e | also 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 if need arises.

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

e | acknowledge that | fully under#tand the above information. | have had the opportunity to ask questions, and they have been
answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

Pli%iem Attendant: Witness:

Signature: ...... O’mﬁ“’/ﬂy .......... e Signature: LL: .........................................................
Name: ............ F .......... M. K Name: SASIDEER: Mot AREDSDY. ...
Relationship with patient: gﬂ,{/J ........................................ Date & Time: N‘dﬁ*f.}‘“wu ..... .25 4m

Date & Time: 13}05&0&6 ........ d:25Am.......

Doctor (who is taking consent):  E
Signature: .......... % ....... Name: P)X(T(jm ................ Date B}_S’f% Time:.......2-283m...

Docu. No. : RCHBH / FRM / CLINICAL/ 021 (26) (T0)
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INFORMED CONSENT FOR SURGERY OR R | I BirthRight
SPECIAL PROCEDURE | rospital_ | (e

\

Patient Name : ...... (Y- £xathimaa s Koo Gender: () Male /Female  Age: ... 2.
UHD No: ... .BnH-0063365Yy . .. Date : 1313’1?—0%
Instruction: |

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent / guardian, if the patient is @ minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

I hereby authorize the performance of th.‘e following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)
..... CERNIEHL... CERRRR . i ..o R R e i bl o

visnswssas BRI aisiss s seirsiatienis e S EIEE S

(Name of the Patientf\\'v$* f‘f athuivwar k

.......................................................... e T P TR PR

have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and / or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

| have been explained that the followinq complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

My signature on this form indicates that

1. I have read and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. |have had a chance to ask my surgeon questions.

4. | have received all the information | desire concerning the operation or procedure and

5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure: ................ Q'YE) .....................................................
Consentee : | Patient Attendant :

Signature : ...... ?ﬂ*"‘w’y .................... Signature :

Name : ... MY fmﬁ’uWK ......... Name:..SAST.D.EE

Date & Time : fglj',%:)‘fl’*m Relationship with Patient: ..............ccccornvuienrccsnsnninn.

Witness : \ Doctor (who is takjng the consent) :

LT T i\‘ﬁr ........ [ .................... Signature : ... S -. LI .............................................
. ‘_U } 5 =

- """""""""""""""" '\'?) 1|W\/£ """"" Name : ......... UYL'M ............................

R SR, . b L S Date & Time - ,3} 2034

Docu. No. : RCHBH /FRM / CLINICAL / 027 i RV e o / .......................



