ava GYONSOIP

GIder:
Date of Surgery: .......

C&(\M@d& Ward: ......... 1«"1 ....................
D2\ velx....

Name of the Surgery : W ................... X

3
e, \\\\\\\“\\\\\\\}!\\\ W | tainbow | @ gihpighe
i dospial | (e
SURGERY DETAILS
et pate: .02 08 1n¢ ...
Patient Name: ..... GI'I,Shwmqq ...................... Date of Birth: ... 22,2051 9.4.... Age: ... 21Y......

UHID No.: .. MAH ~ 0028 Gosq

00T-1 0JOT-2 [J0T-3&20T-4 [10BG OT-1

1 0BG OT-2

Fude

Ti

1. Surgeon

2. Anaesthetist

3. Assistant Surgeon : ...\
0T Technician

5. Circulating Nurse :
6. Assistant Nurse
Special Equipment: ] Laparascopy
_1 C-ARM

1 Neuro Cusa

& Shebi rt,

Signature of the Surgeon

6282

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

e ] s S, e

] Broncoscope [ ] Harmonic [ Morcelator

(1 Versa Point (] Liver Cusa

Hr (et Capy. . — 4[63%&9/

(| Cystoscopy
[ Others .......

- p}v
Signatu}? JGirctmating Nurse

Orderby: ... L....cisernemaiinibar R e



T mAH-00389029 PSO01TAES A@M =
L :}fw wyouso A toud e €0 Eﬂ'.'u‘db_.-‘é“.!’ 's ‘BirthRight"
BY RAINBOW HOSPITALS
"\Tii'ii\‘if\\\\\\\\\\\\\\\\\\\\\\\\\\\ CONSUMABLES OF 0T ‘efeiel. | @i
..................... TEERNICIAN - ..ottt g AR G2 [ Time j/‘_@ 25 2
Ana*sthegia Dlsposables Lot ™Y beog | Surgical Disposables > [, ...%"Y .| Disposables (Baby Side) | 0V
ETtibe (e 7.5 | wy | — | MajorPack Dytfe B e Inj Vit.K
LMA [ Te }—1 lg | \ | Sutures [o4ging s 9 % _~t Cord Clamp
ECG Ieads(gﬁ /N d N e 51 Suction Catheter
HME fitte” A/ P/ N ™) Feeding Tube
Syringes : 10 cc 0 é’ N Vaccum Suction Set
05 cc 1 [ [oovesg \¢2)1- 77 24241 <2 | Surgical Gloves
02 cc (© & WL oE E:\‘[i T4 l/z zva-fLV/— Gauze Pack
01 cc W Syringe 1ml / 2m
Caulpry platem P/N fD‘ — | Surgical blade Surgical Blade # 20
IV set Lok D) —— | NGtube Koochies (S)
RL L./ = 0) | | Cautery pencil Ao . Stoml 1 | e
NS : {1omy7 100m! /B00mI /5507@ |¢!+LH-9\Koochies 3 ,\ym\go [ix \ o
T sgow |or | 4 T ommens Tely R=
v cay Sl |6 |4 | Suction Cathetor Aetion  10°NO Wy
Fentgny| oyl ¢ [CaMask, \NR T € [%_| Tapp ced AN
Morghine 'T 7 | Ggauze Pack L e ‘5 T il
Ketamine Mop Pack g o
Propbfol oL | 7)) | Steristrip
Rocuronium 0) | — | Underpad 1)
Glycbpyrolate 0[ /1 U Draw sheet ( }
Myopyrolate ©/ -ﬂ Abgel ‘
Ondansetron | | — | Foleys catheter O o 258 37| —
Pencan 25g/ Spinal Needle 22 | Urobag .o 24, 9) 14/ | 4
Bupivacaine 0.25% O) | 4 | Chest Drainage Catheter 0o~ w@/} .|
Bupiyacaine 0.25%(Heavy) ¢ Romodrain bag Ub)«{tt fmA/ 1 |}
Antibiotics Bandage - o )
i Y/ & ™M o) | | | Tegaderm s d o D T ﬁ_
Suppésitories” ’ s " | Ioban i \B‘P
Ananol : 80mg / 250mg / 170 mg Double J Stent » W ‘79« BN
Supri OI'(ff Jﬁ e “1ikeE i Vaccum Suction set bl B f&‘w‘\ £ Y
Justm 12.5mg/ 25mg //1’ Ung) o —| Plastic Bed Sheet | ) « ;
Tab. isoprost : 200mg Betadine Solution | !
= Ihcar ¥ (00 (s 94 — | Microshield ! ]
/_Lc!')w Qey  |Cpesf | CottonBals $ o foE
1)) Y g~a\ )2 1Y) | Latex Gloves p | \dly
le 201p ;| —"| Ramdione Scrub . \
= eeplict /gL by el Lsa 7
[ - 7| -
Surgedn Anaesthesiologist W OT Technician
Order No. GJ}TO%( ...................................... Ordered by : ............. /ﬁ .................................................................
- RCH / FRM / GENERAL / 125

Doc. Na.



c.{fka‘%jﬁ ESTIMATION SLIP

80487

Date : UHID / IP No. : AT=0

3 m_ N AH - 0'38”“
‘Name 021133[ ent : —f Fe Age: Gender: £
‘Father's / Husbapd's Name : /V\M ; h i :fq . Corporate / ()ccupagonj‘

Addtesssis = u” . Phone /\A'( H@WW‘HA
| GO00L 3¢ 464 MA

[T a8 Fepu'a /be—(’kf[u «hs‘rny

=

\

Email:

'Procedure / Plan :

\“

MODE OF PAYMENT :

[JSELF []TPA: ] GIPSA: ()THP,
TARIFF INFORMAT oo g e i A i )
ROOM . = L/ ks A - 7 '
CATEGORY _~ Fa Mﬂﬂ IS 1“‘/ 7 % SDLX @ MIC CARE.

Roum'ﬁ'iil & \

“Nursif® Charges
=
“ Dettor's Fee

(ATH\
rd

TR

PARTICULARS AMOUNT )
2 hurgeﬂn s/ Anesthetists's Fee / O.T. Charges | SF— VCE - i .
.: | O.T. Consumables /C" mt&u to approval by iﬁr-\ﬁ ‘ﬁl.alu, (l)dp’lﬂ £ O ’
‘:‘ H?trument Charges | ‘VS } O0p Not Covered by TPA / Insurange company
:. harmacy, Consumables ﬁHNﬁfi [‘0) ﬂlﬂo As per actual - Not Included in Estimation
: .~ [Monitor : ~— 7 | @semers sion pump¥Syxinge pump :
. Egl:_p WSt [Vesllistor: | Conventional 2 HFO-SLE 5000 : == HFO Sensormedix :
i - Phototherapy : | Single Surface : Double Surface : Triple Surface :
. ‘F)I;:{;?:(ELZ?I:_ pr;’f:;ig:::::::%i’:l: (l)irtc. 2 As per actual - Not Included in Estimation
: et Conieigg e | 1, it
5 Package g - ' s ( £ 4 ')
: Others ] P 2 b [
.: Initial Minimum Deposit *J ":) v Rt é ; V/W}LW‘ KT
. -/'> o000 L-J/V'J AL C_,k(LU\M

mount may change dLLUT*ﬂ“ to duration of stay, medical condition, investigations, pharmacy and any other procedure.

: stimated surgical charges may vary subject to surgeon's decisions / C omplications/Patient's requirements / Mode of Procedure (Like Laparoscopic,
Thomcuséu{uc etc)/ Unilateral to Bilateral Procedure.

In casg the p§tient is shifted from lower category to higher th.gur_\‘. dleharpeeforts
of adniisgiom*will be according to the higher category.

wltanlyisil investfFations, operations and/or procedures from the qae

Room Lllulhl]m is purely subject to TPA approval and the package/Room tariff starts from the time of admission.

Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and
may not be reimbursed by the TPA/Insurance Company at later stage.

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

During Non-working hours of O.T (8:00 PM ot 7:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not

covered by TPA/Insurance company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the
Financial Counseling desk between 9am to 6pm

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

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

DECLARATION

have attended the Financial Counseling desk and understood the expected costs and other conditions
aim for whatsoever reasons at any point of time after discharge, I promise to settle the claim with the hospital

©,1) Y, -
Sigr%‘%liﬂnship Signature of the Fjfigndiaf Céditseior

LRI B

e e



,“ e . Rainbow Children's Hospital - Banjara Hills

Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
ildren’s 4 ,Telangana, India ,500034.
Shital | e TEL NO :+91-40-4466 5555

- WERB : https://rainbowhospitals.in

ADMISSION SHEET

]
Registration Details : LR RRRE L TR TR

Arf'nission No :IP5-00174639 Admit Date :02-Jun-2026 Admit Time :11:44 AM UHID : MAH-00389029
|

Pﬁtient Details :

Patient Name : Mrs G ISHWARYA Age :31YOMS5D
Guardian : MrHEMANTH KUMAR DOB : 28-05-1995
Gahder : Female Religion
Ochpation : Martial Status : Single
Address (H) : 3-7-310/5 street no. 17 A Attapur Hyderabad Phone No : 8000435662/ 9502302478
J Telangana INDIA 500048 E-mail : ishwaiya95.ishu@gmail.com
Admission Details :
Bed Type : DAY CARE Bed No :RC 408 Ward Name : 4F-GYN RECOVERY
Rofm No : RC408 Admission Type : First Visit
Cc#ntact Details :
Name : MrHEMANTH KUMAR Relationship : Husband
Contact Address : 3-7-310/5 street no. 17 A Attapur Hyderabad Phone No : 9000435662 / 9502302478

Telangana INDIA 500048

6:' R‘gﬁ?w mﬁg &,19‘5/

Signature

d
|

D?ctor Details :

Dafctor Name Jzz fgﬁ#;m REDDY/Dr.LAVANYA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor  : Self Phone No

Ctl-Consuhant

PLyment Details : Deposit Amount  : 0.00

Payment Mode : Cash Payor Name . SELFPAY

Prir*atl Date / Time : 02/06/2026 11:45 Printed By : 015513 Page 1 of 2




2
Rainbow’ |@ g; iaht’
Children’s BirthRight
Hospital _ L

It takes a lot to treat the little.

ACTIVITY RECORD FOR BILLING

B - - oo e ,:':“:'0389029 e S o B A e e o
SHWA 00174
28051995 T ) )

————————— " il

' Date of Admission:

I Room / Bed No : Ward : Suggested Billable bed type :

'WARD TRANSFERS

Date Time From To Signature of Nurse

2\ b b s po| by 0T [
UL Q'lfh/r) oT Ly Sagvi
ekl y kaf]gv\ Ouyal Qr‘w‘ﬁ | i,

- Cross Consultation Visit

Doctors Name Date Order No. Signature

| 8

9

| 10
. Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature

l{ 6l

%%}(ﬁs& Rpe

(2h Yor<hold

My

J




EDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting A
Date Equipment Time Time Order No. Signature
2 Jbos| Gors, MK | 2] S | q62965] T

/

\




PROCEDURE

Date Procedure Quantity Order No. Signature
N
/
.;/Uo 18C ( of a‘(ng% ig/ I
'\/\ b W ) ot ._> 0\:?\“{;0\‘090 a
7

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




MAH-00389029

Mrs G IsHwaRya
28-05-1995

IP5-00174539

r

\

e
MyYowm e ®
Dr. SHRUTHI Repp 5D

L e e | R

UBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

dmission From: [ ER C10PD. - ainiasion Dosk 3, OMIBR, S0RCHY ..o i
imary Language: [ Tetdgu (] English 1 Hindi LRI BB ...........oiinecnmnisiniodsminiopassions
Do yourequire an interpreter? [ Yes Da\ﬂ B I o ok R cih ek Bias ias Core s et s i SRR e iR P b

Bource of Information:  [2P4fent ] Family E e R A SO
Allergies: [ Yes @,No’ L] Medications L Blood Transfusion [ Food g R A A
" T T AR S T AL ., 05 L L e S e o S D B SR
1 & 1 |

|Chief Complaints: ................. [\Juwfwl”‘ia‘ .................................... Doctor Notified on Admission: _¥¢s [INo

L lel)ol"jp ............... Name of the Doctor: ........... 2R ..o

TR, ... iavesononinensipmisastiunsintBinens o bbsnsars Seld

| Past Medical History: Obtained From l:L-Paﬂnt [J Family Member  [] Medical Record [ Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission
[
l" =
Gynecology Assessment: [ Not Applicable | Gynecology Surgical History: Gynecological History:
NMIBEEMIR]. FHSHORY: .......cccumsineecniossesiions Caesarean Section: _[]/No O Yes Contraceptives: (MG [ Yes
W R g D D Cervical Cerclage: [JMo [ Yes Vaginal Discharge: =0 O Yes
Onset of Menarche: ..........ccooeeeevvenesieens Ectopic Pregnancy: (Mo [ Yes Post-Coital Bleeding: =+o [ Yes
Menstrual Cycle: Qnﬁular Cllrregular | Myomectomy: ~ [Mfo  [J Yes Infertility: [ONo [)Yes
Last Menstrual Period: 151(—]% ..... Others: If Yes Type: [ Primary (] Secondary
Obstetric History: G ................ it B e e ' N, S S, :
PIRISLSES: ..........coceirireronns -, ........................................

Current Medication: [ None %S. If Yes, Fill the reconciliation form

Family History: [ No Abnormalities Detected

["] Heart Disease ] Hypertension fabetes (] Stroke L] Seizures [ Kidney disease
i LI Liver disease B Il R L s o
Vital Signs / Measurements: Temp: ..... G HR: .. Lo RR: .20 M
BP: |00f60""4(? Weight:.....5.) Bp— Heignt: . 5.......  BMI: ..
v

Pain Assessment: Pain: [JYes [INo (If Yes, complete the Pain Assessment/ Reassessment Form)
Docu. No. : RCHBH /FRM / CLINICAL / 151 (PT.0.)




0388029 PEARTE
MAH-0
Mrs G ‘SHWAR g " 5 D B

°\\T\‘\'iiiii\\\\\\\\\\\\\\\\\\\\\\\\\\\

PHYSICAL ASSESSMENT

General Appearance: Qﬁeﬁthy CJill looking (] Anxious [] Agitated B0, LT R S

Fall Assessment: D_\jes/' LINO ~ SE0B..conussisbisans (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: D/Yes’ [EING:  SEONB..ovustiioness (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
O Mobility problem O Walking Problem Mnormality Detected
O Developmental Delay " Musculoskeletal Congenital Abnormality

Ihform consultant for positive criteria

NUTRITIONAL SCREENING: [ Ne"Abnormality Detected
[1Overweight L Poor Appetite > 3 Days L] Needs Therapeutic Diet.
[TUnder Weight ] Diabetes Mellitus (] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
1 Gafm & Cooperative [ Restless C] Depressed I Agitated L) Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single DMﬁied (I Divorced [ Widow
2. Special Habits: Smoker: [ Yes E)m/ Alcohol Abuse: [ Yes D_ﬂo/ Drug Abuse: [ Yes o

T TR e R MU SRR OISOt S I | Sl O] S oo | RN

Orientation has been given regarding the following aspects:

Call Bell in Reach : Dﬁé CJNo Waste Disposal Explained: [J¥6§ []No
Infusion Pump : es CINo Hand Hygiene Explained: Q%s (1 No L] Others

Above Information QIVEN 10 ...c.cccvivinmimin e 0 cvsiassisinsssssions

Name of Person Orientation was given to:

Orentation NOUGIVAN RBBBOIL .ccvviiiiiniiimisssmmeissssssssmmniisin sssabsmnisaismersiis

Nurse Signature: ............... 'w

Nurse Name: .

e aTe....... 2Vl M.




MAH-00389029 IP5-00174639
Mrs GISHWARYA
28-05-1995 3I1YOMSD {F)

Dr. SHRUTHI REDDY/Dr,LAVANYA

0 O R ons | @ BirthRight
ﬁ.P. ADMISSION SHEET FOR GYNECOLOGY
JJate . 2deine...... VI TREIRNOR ... i Bl
Rllergies:..............«.c. M(LDA- ...................................... Dfﬁot know any drug allergies
------ PRESENTING COMPLAINTS : c--ereeeeeeesssssseeeeeeeeeesesssssssesesseemmmsssss s enmmsssssss oo eeessssss e e emeasssasas oo

—) Nalligyaide | vetond by Dy Preet Pfcld(j

@ RCH gu(raw\fwb —:F\,S\ Has-}emgcopj* Pbbrﬁw‘)‘
|.:, OOL{\} v el eu all Aone. -~ ul;bo),g_ Fon  (VF

! ovitw o fow Aty (0 -3‘1*\3)_No“¢1o>r.

‘-—-S—-;;/ twwm / U*'—@ :’3 Y‘{Y%\tm , U wivia -»anjehn -3.Fem,

| 0- 13} | Lo-3.qc¢ ; S CLedsve 3P0 )1

[[|  ™praim — echiogen- < Layjon dean ok TTand ol taces ™l 0.9YQ bem
on Aot l® e 0 - 6yo.scem  Slo - Brdanett oL Dolypl
g

MENSTRUAL HISTORY OBSTETRIC HISTORY

2ilulre.

Year of Marriage : Q 02 | 4 Parity: ) U\l(,‘?yun“(l A
Previous Periods : p"'ﬁ 6l as (NUY\M‘J\ Mode of Delivery :

—(ou0 |
we: L6lx)2m¢ Last Child Birth : ___

Contraception : {54 tcx 0([’5 —-F\)B'\
6 Mon|-¥) ( NV -2 &y ¢ -Aer 1@1;)

PAST MEDICAL HISTORY PAST SURGICAL HISTORY
A ‘ [NK l

© DNaru Na - RPHRH /ERM / CLINICAL 7 NRA DTM



MAH-00389029 |P5-00174639
Mrs G ISHWARYA
28-05-1995 MYOMSD (F)

DY/Dr.LAVANYA

"V

rAMILY HISTORY:

J MEDICATION HISTORY:

|
| felher-pm i g Pt e o S L
|
| |
| |
P o B Lol
L
| Date 3 F“ ! 2 [ Breasts - Local/Speculum Examination
Ht. Wt.. @ s
BMI
BP
Pallor a bhye Al Bimanual Pelvic Examination
CVR__§; 516D Abdominal Examination o
Respiratory SystemRAC(T) @
Thyroid @

PROVISIONAL DIAGNOSIS : [\) wll: j‘f&mcl } P\r

cmo{mm buov‘,o»«
M £y lnlul

AMH-

]%Amum

J
PLAN OF MANAGEMENT

bbls12e CBp~12-6 [ 4.93 [ 331

) phc

i | INVESTIGATIONS ORDERED
gl — Akt ‘)AC("\\'SS:O“\
Uiole— NE 2) v QN\Y\\AA“OV\

e arm}ﬁom\
Re ——grm I&L L\) 63 t J‘KP .L&
T4 -2 ?\1 FUROg o Sl
) POmise Vitad:
) Ahff b ot Ot
Name of the Doctor : WVDTUE\;"\ Signature of Doctor__ DRCQ

Date & Time :

2]¢126 3

IQIUaPM




MAH-00389029 IP5-00174639
2

e, .
Rainbow® &
BirthRight

it Chidiers | (R
PROGRESS NOTES AND DOCTOR'S ORDER
Doctor's Order

Progress Notes

PFay —o / L‘-'—fA,-léomcbpm Pétqpe,dc-ﬂ
"“'t_(atclﬂ ) cuvek—ta.aj@

| £ ddoukh vihen [
o C.a Icsz ) NB dew 9 —Shmy
| ep:"20[60wily 23} Flo Jlods— oot
| pe: 81 bpm = @-—-"’\ a./;c)(zuv(lﬂ_]_
Cfo,. fpaf-ontA|  v) Dt'Ply Bleedr
Pl A: sollr ] Actilabon w ped
elv: A &) Tufpr 1)
| Ty Syavadty
.'k sk G\
b Mofed by R oEal
; VAL . .
2 foD- OI keglerordopic poley peetony '
| CJC Iou-« 2
ol - . £ " Woho U Ao $iph s, woebed
o e Pl ¢ "y [re pst died at CPm
| o & po, - 0o fongs Y Lol dred—ab 6p
| Lt Soli ) Mooy vkdo
| . kM&® 3) ﬂwq an chated,
Pl ~N AL 6) wL—f Plv mecézw,
MQ&W{. >f) W

) -I’*{Sm" % MP.T.O)

Docu. No. : RCHBH /FRM / CLINICAL / 088 ;
' i



[ ]

Patient Sticker

%

Rainbow® &

i ’ BirthRight
PROGRESS NOTES AND DOCTOR'S ORDER
ga-:-ieme Progress Notes Doctor's Order

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



IP5-00174639
"2

MAH-00389029
| Mrs G ISHWARYA
B e reoovociaumrs Rainbow® B i
i (. | @
1 OPERATION THEATER NOTES
P_'I tient's Name : ....... q ...... LSHWARYA. ... Age: ....3.).... Gender: [ Male Female
pio no .. MAR 00 ¥83029............... R el
ISurgeon : f}\; $\wha RQ_JA,_,' Asst. Surgeon : —Svam
| Anesthetist : OT Nurse: : OT Technician:
NUHWMAR Tudonehiel poly g

| Pre-Operative Diagnosis:
| Surgical Procedure :

k,.,e/w_,op‘ic @L«ulz:nﬂ-p\"w PGL‘-[FMQ‘*}
L‘“l!‘ 1 L udomve hic ) C.LNLHG—‘Z{/«

Indications for Surgery :

pate: P\ 06\ Start Time: ' 0 vy EndTime: 2 %hy,
Pre Operative Preparations: il / /

Post Operative Diagnosis: fep—oO

Peri-Operative Complications: ML

4

i

\\/C‘?lpf; ‘L’Qh-(p’n‘c, QOWJ)-HOM,, ‘pgn/‘" quwk

$ DMLPeJ
AoV § pordoner \» a1 wJ wellf'  yehaelel Siap grebﬂﬂ
’V"LSdLOM‘

M%e»\bt!'ﬂ Lig of Cervne et d
Twbodined yule Dterie QQML«,

— ACGvmal

Operation Notes:

o
T

Mlmﬁm

:I "'-*} BlL, @abxr Secen

"l ”I #H Samt pop of Sigwe O FXO. fem

| Oolked at R+4/wr Pertodv edadl Bl (rlemo
@oceeAeJ rd Fou_lpenl—oﬂc—.fwhg«v)

Doc. No. : RCHBH/ FRM / CLINICAL / 099



-—“

4

Ay

— thicteeyed pudone brony mwole J.

-7 rmaﬂc.q,e clﬂVUL -—~Sam471;—, deck P«—u e

Hjmfwf)’ﬁf:fm ?al’lfuuf 13 L@Me&qmam&%
¢

Amount of Blood Loss: 5 nd ' Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:
.%ﬂc-’ o Mzﬂ

-7 @AOM}L}J f?‘)L‘jF va Corelfag

Peri-Operative Complications:

@A @Dw»c‘f( cc:‘l/he '

) T ¢ EFt amE 20 Plo &p b 7 O

\) I ARAETAML .:Lqm % Tip Vﬂ:l»\
N T PANTDFEHALE 4o~r ‘Z’; oD x”ql/\

o

g To ZINCAVIT s+ Plo_op XA nel

Colcet Hpt, § Rlw aftey 10dae,

{

T

Q-

Name of the Surgeon: %&W.@_ei{

Signature of the Surgeon ......................................................



:in-uusmzs IP5-00174639

Mrs G ISHWARYA =

... L LI Rainbow" § .

Dr, SHRUTHI REDDY/Dr.LAVANY A Children's B".th Rig ht
( ' ” ”I II ””Illl”u“lll Hospital BY RAINBOW HOSPITALS

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

Date of Admission: ll"llg ....... Drug Allergies: .........AM.. kDA ............................... Eﬂ(ot known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

DOCIOR - Pleage use only approved abbreviations (refer to Hospital's approved list of abbreviations).

- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

drug sheet folder.

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time

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

- 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.

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this

S0S / PRN (As Required Medication)

Date»
Tij;ne

UG:

ose Route | Frequency |Start Date

ctor's Signature |Valid Period] Pharm.

A?di‘(iona[ Instructions:

Date
Ti@e

v

DRUG :

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Date
Ti:vne

v

DRUG :

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

#OCU. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4

(P.T.0)



S N ST TV T A

2B-05-1995 MNYOMSD (F)
Dr. SHRUTHI REDDY/Dr,LAVANY:.

QUIEELY "””" - REGULAR PRESCRIPTIONS ‘Weight...g..\.w. Ward. ............

) Dater
DRUG: T (e XIME Tipe
Dose Ropte | Freguency |Start Date
seowy| s | €D | e

Name & Signature of the Doctor
Starting the Drugs:

 fraood

Additional Instructions:

Daily Doctor’s Endorsemerit by a Sign

pRUG: [ +PAwTo PRANOLE P2
Dose Rgte Frequency |Start,Date )
b |t [0 | 2

Namé & Signature of the Doctor
Starting the Drugs:

Dv- ool

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

0RUG : [ PARA CETAMI Tine)

Dose F{)Jute Frequency |Start Date
r [Plo | TID | ofe
Name & Signature of the Doctor

Starting the Drugs:

@,W’

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : %?;‘:’

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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|
| Weight. Sl&:} Ward. oo
‘ Date» i
: VARIABLE DOSE Tlg.E Nu:selSiq. l Nurse Sig. I Nu;g,‘;s;g_ I Nurse Sig.
| Dose Dose Dose Dose
D G : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
R ‘ute Start Date Dose Dose Dose Dose
| Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
|
NHme & Signature of the Doctor o S pose -
‘ Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
|
Afiditional Instructions: - i - -
| Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
|
| Date»
|‘ VARIABLE DOSE Time | Nurse sio Nurse Sig Nurse Sig. | turse sig.
I Dose Dose Dose Dose
%RUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
;*GU te Sta it Date Dose Dose Dose Dose
‘l Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Fdame & Signature of the Doctor e e Dosg Fos
| - Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
[Additional Instructions: pose - T B
‘ Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
|
| STAT / ONCE ONLY DRUGS
Date Ti e Dosage & Other :
| ime Medication Ststrictions Route Signature Nurses
‘ l J
Lee |\ |™MCERAam|  dgm O S
& Y0 [
;(( i ; P#f\ﬂ CCTAMoc A= T Ce_ Ll
'6 1% A [T"” 3 30 [
o, | bTC Lafe nie .R | £c Alun
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Mrs G ISHWARYA Rai b;‘ ®
26-05-1995 3MYOMSD F) ainbpow . . -
Dr. SHRUTHI REDDY/Dr,LAVANYA Children’s . Blrth nght
AN rospital_ | () mzemnon:
It takes a ot o trest the little. Your Right to a Safe Delivery

| MEDICATION RECONCILIATION FORM
Di"ug Allergies: .........c......... NROA .......................................... TU&I@(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)

—

I oo isPuehmcinihessstessstimess Shifted to: ......... TR )
F-"" . (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (Po, NG, SC, V) | FREQUENEY | pou i ?gﬂ?gﬂ,?g
| T TatafoL | tha| Po |oP 1le |me cums
2 | . Eeotaspy | Ltab| Po op |1 (24]Oc qee]
3 0C ooc

[ 4 ' O¢ 0o
5 0c ooe
6 0Oc¢ Onc
7 Cc ooc
Oc ooc

Oc ooc

¢ C1oc

* C- Continue, DC - Discontinue

‘RM / GENERAL / 090




Klood g owH

RESULT SHEET

an V€

e

Rainbow® . -
Children’s & BirthRight
Hospital .W

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

Date Qg) id

Time 3

Hb | kb

PCV. 29

RB

WB 7-95

N/

Plafelets 235

hosphate

Urea

Creatinine

ALP

SGPT

'sgoT

T.Bill/Conj
l’ 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
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Date

Time

CUE - Alb

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

Stool Pus Cell
OVA/ Cyst
Occult Blood

N

/
v HRetE ( vb
pow

A

-

Golture and SBASHIVIEES . cirenms s s et s s s e b

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

Radiology : 2 TS T TN v ST IINRIey S o, et 2 I A P

2 L T - s S o SNSRI, (KR 0 PRSI, WOF e Ce e ) R

Others (ECG, Contrast StUdIes B1C.,) & ....ovcveereiicricie e
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Dr, SHRUTH| REDDY/Dr.LAVANYA Ra I_rl bOW’ . B. th R, h tn.
Children’s Ir Ig
Hos pital BY RAINBOW HOSPITALS
It takes a lot to treat the litte Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

| 262

Date

13k als |6 7 sfolwbiilaz1 1 21,3 4051617

Time | 8 [ 9 [10]11]@3] 1

(write rate in
corrésp. box)

SP 21-30 ,

11 - 20
0-10

Satu}ations

TR M R S e [ RO P O T S S e S D N M W I W S

<94 %

Administered

0, (L/min.)

3, dwa)

40
39

38
37
36
35
<35

s

3ley Leay

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

)

anssalg poojg 1joishs

190
180
170
160
150
140
130
120
110

o

13

ainssald poojg l|oselq

NEURO
RESPONSE
£¥])

|

Alert
Voice
Pain
Unresponsive

URINE
mis / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + + |8

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

It e 2 5

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations

in 30 minutes
_ oE T )

LT

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

9 J

. Le

* The Modified Early Warning Score (MEOWS)
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Rainbow’ | @ RirthRight
BirthRight
S

| Dr, SHRUTHI REDDY/Dr LAVAN
i I
| FLUID CHART Hospital _ | W@ i

©

Gheet NO. & covveesssessiidemmerrsssss™™

MAH-00389029 1P5-00174639

1. All measurements in ml.
ately. Make additions across the page 10 obtain

9. Add up each column separ

3. 24 hrs. total to be entered in the kardex in RED.

—m___-Té"
rof 0-

e L L]t Lo ek iF

i
|
|

i

Total Intake :
02:00 am Do’ |

03:00 am
EOO am

05:00 am
06:00 am
07:00 am

rTolal Intake :

Total Output :

|
\
|

Total Output ;

Total 24 hrs. Intake T
0lal 24 hrs. 0
. Output

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



oy " '“f;""’" e Rainb‘?)w“ 4 . ”
b il iy Children’s ‘Blrtthght

Ospital BY RAINBOW HOSPITAL S
It takes a jot to treat the litthe, Your Right to a Safe De!ivery

1. All Mmeasurements in ml.

2. Add up each column Separately. Make additions acrogg the page to obtain 24 hrs. total of

intake and output,

Intake Output IV Site
Date Time Nature

; Throm_tm- Sian
of Fluid Route NG | Diarrhoea Vomit | Drainage | (ring | phimao gn.

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 :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake :
08:00 pm
09:00 pm
10:00 pm
11:00 pm AT
'IEDD am I
01:00 am . l
_ Total Output :
tal Intake : :
02:00 am
03:00 am

04:00 am
05:00 am

Total Output :

Total Output ;

06:00 am o J

m% " _ Total Output :

Total 24 hrs. Output j

IS

ol ke

i
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28-05-1995 Yo MSD (F) &
Dr. SHRUTHI REDDY/Dr, LAV, .

| » BirthRight
DEpartmem of Anaeslhesmlogv . BY RAINBOW HOSPITALS
o, e mmepaae B0 I | S

8o o UHIDNo . MO =002 39.029

Name] MMav« Cy. L SHIADRYH. Age: .. P s
Dat OQ’OG Iv? ¢ Time 11.}Q2.e-hm. Proposed Operation: HUSTEROSCOPLIL..... SO\ PECTO N

Diagrosis: ...... CEY\C]‘DTY\%OJ&
BP 'Ci-{HQOIU;' H.R: .F}S,{.L&Weagm .. ¥ |
. s v Laboratorv Data:

Hab: . 1@ 6 Glucose: .. 8Sl\falﬁuwn A LT
ool 33:1 :}- Urea: ... R ' . HBS Ag: .M. IS

WBC: . ! c tao IR oanniuee Tot C e ‘
‘ ~ 5 5 :‘ OIJ b | Dir. . Blood oM. ....cocsie i NSSIAnglﬂ ................

EDR: . 13.

AbAphySrPEIS[aIUS ;,/2 03 04 05

RPN .. oo oo

il S

Y avakas 1. o LT L Lo —— \“& 8U U]U}LL’

T Lo MR nanns R s s - O BT
. Cl =l e ecsccssssccencnecere SGOT/SBPT: oo A”“IQ!ESI NIL |
Medical History: L : o N
E;; u i Diabetes e i
7.‘11?;5 P

1al y N ”_7 S’C“' N ' F!,C HNTff

Physical Activity

- é:c}mamc Q{Q_OQXD'G
‘- Past Anaesthetic Hlsi'!y..l\ 0 ODQU'LC 9l€k‘ﬁ€vc1.] C”lsl"— G) ‘”/6 — *Snp’&n'a;ua) F

Ph fswal Exam:

| 7’1”}:“‘”:7 | :,""? @J,' _ Mouth ﬁ.r QD’L‘J%&& rm md Dl\ @ m,ﬁ O 7 J::h @_{\Lﬂnmw
ipngs: B‘HQ@,C}Q&_} _ L S
Heart: 5,5_? @

. CNS: NAD
Prognant: O1¥es 2rfio CINA ] W“E @W@ mm;»,mmm..gui Molﬂm

Anaesthetic Plan: 0 mac REGIONAL sam/

Peri-Operative Plan Explained to the Patient S No

CURRENT MEDICATIONS ] DOSAGE j ure..Dperati' e instructions:

'T' INTAFOL 0D g .'n_u\f;;:‘ ‘_,_',“..% /0 j EL'>|omcfj

‘QCOTQ_% B/ OD : . “»0thers 6 Hours
(L"Y'FOESHCILLUg ' { 3. Informed ( -J:‘.‘ﬂn'f./-"(Iann_it;rfJ High Risk

—————— | 4. Post Operative Pain Management-

t
5. Other Instrycti

Hepatic / GE

Discussed with Patient

s
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T

uction Assessment

OYes [ _LPK
\:'/:illeﬂt |dentified

{F)

N

Rainbow®
Children’s
Hospital

ANAESTHESIA CHART

SR

Patient Condition: Fasting Status

:al Status: | \ '%nnse.m Presen_l

;tw_?wapga“i{%'-sﬂ)Jg{
- @ynmr_!~wfaﬂon@fq

NyomeTE\rC. - Coly(
{A vI

EL

mgnos_wg__..f.‘-_w

O
gt k! "‘V' B i \naesthesiologist: .

et i
B T t t 4 t i t 1 . — 4
- ””/[‘fflff/’ i A . 1 I ‘I L
R - .- W S ;i I
,} Mw.. ! _1;__':'_ 1 D O S S s | B -
Rl T T 1 I I N I =
Cnrs, rm’fui e = - j | - | MRS I g | I | | P o e
Mnﬂ LeTAMe—| TS0 G TSR] D | M., > - T ) - [ 1 PresoFenbe
- (A V.| 1 ! e i AN, R I i | | I E— i /B ival] >
o 105 2 &7 o i — s s s s s O %
- . - + — T | 1— 7-“. + + + ‘ ! | - > s &
! | I— | H - ,,r,‘, i ! ! 1 | C—_— -
VE .@_Hsf-:_ang‘;?ﬁg;vg%; . i e ) e ] 8
. 78 = 4 = 4o + = | + 4
s 91\3»,1{34, b — IS LN e
—1 ‘ : T [ | [
i 4 F. - l 4 +- _! -
1] - e
|| = 1 ' 41— 4
1T 18 1 - =
1 1 | 1111
INEn

Regional

Inductjon

v

)rm 3’»”\ g
Pusnlmr

Line (Size b Location) \/“{a\ s

\ \sed X\
\\:»w::' Crce

Qe

hart %w, ved

Te: hmm an: {

L

wun Name & Cor
. vrak . nf .
Arlaesl sid i : ; Stylette / Bougie |
: | Fiberopt - [ Jock Lev

| . BY RAINBOW HOSPITALS

LowHIAMep

BirthRight

‘LJS* Feed
q‘ﬁ -
. Date 4([
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\’::n‘:-:ss:wME wsﬂNYA H 2;:?5}%\;; E . B:rrtPnght
"V Chidrar's. | BT

-+ wnrlE UNIT RECORD

&&tm Time Discharged : .

Vel i P h
e L B

R T T T TTTTTTT om0 [y comeiatie:. QAW hind
g f ol ' '[,k, .
7 | ' { | sal Alrway
a t T ] . s (NG Dn
21 = 1 T s Qo
0 O ) ves [Jhd
,""iﬁ_i_:.}.-.;.l., rinary Catheter: (] Yes
wil NN TRACT Y . i O Yes AN
".‘_","fjﬁ'."fﬁ:::ffﬁ;f,"lﬁff.‘ il Oral 2 Yes O
. | | | | I S - e R 2
.‘.F I d | 4 i ﬂ | : i v
B KT T AT T T |
Y o | L7 1171 \/
1( S O S | N T B S . : S .
E " { MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
i to move : NITY \ n_ A Minimum Total Score of 8 is Required for
L] Disch 1arge
%
¥ |
N ; | 5 | Exceptions to this, are to be explained in the
| f Pr 1

/=

|}

7 1 ?/ space below by the Discharging Physician:
-

i

- PAIN ASSESSMENT AND MANAGEMENT FORM

Intervention " Signature f

; fp&?:bm R j m/ |
‘__ My MWMLO R

|k T8y 0 =y
T ‘“‘f““““““"“\l\; —|

il it .__.M_,_ﬁ_____%_m“_“__ﬁ_i__ e I
Pain Tool Used: NPASS CIFLACC () Wong Baker ‘/wfs llllllllllll N

Anaesthes “.'“q st | lame I nowrs for al hos Dilalize d patie IS,
A ihiad ol LT TR = - Maﬂl“” “””’ fJ‘h r'* J
e e ! / WG j/ I "_v. N with ¢
sthesiologist Signatyre .. i oo - g "
E AL TT TPy ' vie 1“‘ 5¢ ve I
Date &1 lime o o
{0 pam rgjiy ving inte

. Minttes afer . lef e,
. Shel intervention

PACU Nurse Name

PACU

o i s o, ¢
Norse Signature: Transferred to Unit by (PACU): S (,U

Date & Time i/ p

abl " 2




f Anaesthesjology

. ANALGESIA RECORD

................... Ti
L P Procedure done by

Iral Position : ....... Space :

.................................... Attempts - I

.......... Catheter at Skin:

Vo if yes datails -

e [ -
| Bolus Bp Tx |
) [0 | von Rign [ Tpug] PR i i

g |
1 . |
i | ‘ | 7 ;
. | ! | | ’
o *‘f"*¥—*—*—+—*—*—*— g . | | j
| | Tt ] —— | |
) | | | ]
L] | [ | |
| 7 | —— e 4 = |
I [ | i - hil
— —— — e S ‘
l I — . — — e —
S e %14!*_, B o s S SN SNSWRCE SRR
{ | ‘ i o . 1 E -
—- | |
| |
i N |
B S S e Sl N R
1 .1 S
- - —— - ! |
| ! o A — +— — »
I {
o2 ——— - |
| k- - i — T o ‘:
- |
| |
—_— |
| [ N e |
w4 | l |
| |
| | “
— L1 | | |

Lk vt - ... APGAR: ., SVD / Instrumental / LSCS (if LSCS Details)
Dlfery Detalls .~ TMe v APGARG ... SVD/ Instrumental / LSCS (f LSCS Det

Catheter Removed by and Tip INSPECIET | oo sras e s ) .

Patient SAtSFACHON © vv..cesmsicssssssrssemssessssmnmsesiesssansas

W
\\\\\\\‘
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RYA
MGGISHWA 31YOMSD (F)

28-06-1908 rLAVANYA Z

GHRUTHI REDD

INFORMED CONSENT FOR SURG [l 5. | @ girtnright
SPECIAL PROCEDURE wspital | (ummemasins

It takes a iot to treat the littie.

Patient Name : ..... Mffq,:f&wﬁﬁ\;ﬁ Gender: [ Male '%male Age: ... 2.9 M o,
UHID No : HAH'OO?}X?OJ-C, Date : o?l(: 2026

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 a 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.

| heteby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)
1 HYsTEROS Pt PR PE CTOMAY oo

{iName t1n

' have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and / or diagnostics
Jerformed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
gudrantees 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.

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

LB ey, Hypresive, flwidl et Goon gedmodion,

My signature on this form indicates that

| 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.

| have had a chance to ask my surgeon questions.

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

p—y

—

5/ | authorize the consent to the performance of the operation or procedure.
me of the Doctor who is performing the Surgery / Procedure: .............. DV'S\'\W‘*\"“ ........ R'(AAJ ................
nsentee : Patient Attendant :
gnature : q(,):%f'\“’.%* .................... Signature : g?aﬁﬁwwrﬁlkﬂa b AT
Name : .......... MS o QoIS 20y St Name : ...0y...... PC“l\"u'\Qﬂ'\PfﬂHj ............
Date & Time : ......... ‘;\[,6'2@,\‘06 Ama Relationship with Patient: 7’11&{’\4\-(.AU ..............
| W & Date & Time : 2[61}6/42,.(1.1,1%

Doctor (who is taking the consent) :

. SONIBIEEE - ... oot s

NAME oo INREIANRAA _ oyl
?fate & Time : a-\bf'\b”\:um ™ it Of

ocu. No. : RCHBH /FRM / GLINICAL / 027




