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SURGERY DETAILS

Date : 1:5!577)@ .......................

B S
Patient Name: @’YPQ}O\)O\W&QLQ Bate af BIHE ... ovoneecnesascennssness Age: /507
Gender: ..... '?Q,VUULL/ ..... | Ward?‘S\' ............. 1 Lo I ————— O
Date of Surgery: 15{3\% .......... 10T [J0T-2 [OT-3 (1874 (J0BGOT-1 [10BGOT-2
Name of the Surgery : ....... b§°~5é5\1-09“€t ......... \u-Q‘gQSLW“t .......................................................................
|

Timein :..... 2' ..... g @ff\(\ TImBOUI%H\AQ\M

NAME AMOUNT

o Q
1. Surgeon S D 7 WA Sm\/t'l({*} ...... Q/Qd é{\’ ..................................................
2. Anaesthetist Q—\‘ .......... g\’:’”“\\/‘\ﬁ ..............................................................................

3. ASSISEANt SUFGBON : ....o.ooluveniinniiunrisisnnssessssss s Tt sssiissses s i st
4 OTTeChNiGEN oot P MAAADN e i
5. Circulating NUTSE  : v.oooooet.n. @C)OL ......................................................................................................

6. Assistant NUrSE  : ooovevosenn AWML W ....................................................................................

Gl606583

Special Equipment: ;Eﬂﬁascopy | Broncoscope | Harmonic (| Morcelator
(] C-ARM | Cystoscopy 1 Versa Point (] Liver Cusa

[ ] Neuro Cusa

E\/ i \eoo X | %{

gnature of the Surgeon ‘ Signature of Circulating Nurse
|

order No: . FEOBSEA..Loeeee Order by: Wo ..... IO

Docu. No. : RCHBH/FRM/GENERAL/114
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ACTIVITY RECORD FOR QILLING

Room / Bed No : _Ward:
WARD TRANSFERS

2
Rainbow’
Children’s
Hosbpital

treat the little.

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

MAH-00377098 1P5-00173773

Dr. POOJA MAL!

1 5*11 -1995
HRUTHI REDDY/Dr.LAVANYA

L e——— .

Suggested Billable bedtype: _ _ _ ___ _______

30YS5M27D o s i

Date Time

Signature of Nurse

V3) ¢

2L OO0

% v

3] <

kMP

"ol

136 | £-2dp~

e

|

Cross Consultation Visit

Doctors NaJme
|

Date Order No. Signature

1 |

]

2 |

10
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INVESTIGATIONS

Date

Investigations

Order No.

Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Name of | Connecting | Disconnecting Order No.

Equipment | Time Time Signature

Date

\

p\d Codu ol | Zaop 46 o6py (Y




PROCEDURE

Date Procedure Quantity Order No. Signature
Rides op bou
M) W plouat ALobfbr iz

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




. a8 |P5-00173773
MAH-003770 -

Dr. POOJA MALI Z
e 13—11 -1995 soysuno | () Rainbow® . i i 3
p REDDY/Dr.LAVANYA Children’ Birth nght
ST e e | @

OﬁSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: .......... \ ﬁXCS% |

Baseline Information:

Admission From: L I"ER | [J OPD \QA’dmission Dask, .. .1 OMBrs, SPRBIDY ... .ot sussvsivivy
Primary Language: ij D/English L -Hindi [l NS BHREHY ... vnmnisiirbiits vrmeroi5
Doyourequire aninterpreter? []Yes @,ue’ N SRCITY . o vibonsisoassss rossssththsssss bios st dipons iAo sa B A P R P il
Source of Information: [ _,Bﬂfnt - [ Family LD ONRER SIBCII... . . i i e et sl eI R AR i o o
Allergies: [Yes _E/No" ] Medications [] Blood Transfusion ] Food 113 s e KRRt
i g U R | SRS e SO 4 1t O T R L M L A A
Chief Complaints: ................. @Wf"‘i Doctor Notified on Admission: ¥6s [1No
Name of the Doctor: ......... ‘b&* ....................
i R e TR R
Past Medical History: Obtained From [ Patient (] Family Member [ Medical Record [) Other (SPecify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

wel | M |

Gynecology Assessment: [ Not Applicable | Gynecology Surgical History: Gynecological History:

Menstrual History: ..........ccccocnienencnneninns | Caesarean Section: [2No [ Yes Csntraceptives: “TINo [ Yes
.......... oo A rhmsemesiremeitpressissmisnneid TN GOUNDS:. (i (1Y Vaginal Discharge: #TNo [ Yes
Onsetof Menarche: .........|....ccmmemiencsns Ectopic Pregnancy: ©TNo [ Yes Post-Coital Bleeding: &= No [ Yes
Menstrual Cycle: D,Reﬁlr O Irregulari Myomectomy: =No  [Yes Infertility: ENo [JVYes
Last Menstrual Period: ............cccceuuneonnd | Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G ................ _— R TR TATRET . T ,

BEORE LBES: ..............Lccninninsiayiosiaged ...................................

Current Medication: D—Nﬁa ] Yes, [f Yes, Fill the reconciliation form -

Family History: [ normalities Detected
(] Heart Disease (1 Hypertension ] Diabetes L] Stroke (] Seizures [ Kidney disease

[ Liver disease B R R SRR e L | e DR L S
Vital Signs / Measurements: Temp: A€ 6 HR: .. Eb.ul RR:..J0WA....
e L. AWM weight ... Height: ... Y

Pain Assessment: Pain: [ Yes ;I,N’o/ (If Yes, complete the Pain Assessment / Reassessment Form)
Docu. No. : RCHBH /FRM / CLINICAL / 151 | (PTO.)




MAHK-00377098 |PS-00173773

Dr. POOJA MALI
16-11-1995 0YsM27D  (F)

SHRUTHI REDDY/DrLAVANYA

PHYSICAL ASSESSMENT

"

General Appearance: ;“A(ealthy CTill looking [] Anxious [] Agitated ISERIIBIS: ... e e s s s

Fall Assessment: D}e{ [JNo Score..... ?/0 ..... - (complete the Morse Fall Risk Assessment Sheet)

Hisk of Pressure Sore: ?(es [JNo Score % ..... (complete the Braden Q Sheet)

FUNCTHONAL SCREENING: If a patient needs assistance with any of the following inform consultant
! Mobility problem ") Walking Problem r;wnﬂnormamy Detected

O Developmental Delay I Musculoskeletal Congenital Abnormality

Ihform consultant for positive criteria

NUTRITIONAL SCREENING: | No Abfiormality Detected
" Overweight ~ ] Poor Appetite > 3 Days [ Needs Therapeutic Diet.
C1Under Weight L Diabetes Mellitus [ Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLQGICAL SCREENING: ;
~Calm & Cooperative L] Restless L] Depressed [ Agitated L] Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single @nﬁed CIDivorced [ Widow
2. Special Habits: Smoker: [ Yes D)ﬂ( Alcohol Abuse: [ Yes D/No/ Drug Abuse: [Yes o

Social History: Lives With ............ Feu ‘“j ...........................................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : Qw/es [ No Waste Disposal Explained: % No

Infusion Pump : g)(l; No Hand Hygiene Explained: Q}é No ] Others
Above information givento ............ccceunee. FJ""QA ...............................

P
Name of Person Orientation was givento: ............ Hﬁj ............. 9.‘.’...[@ ..............

D11 TG T e T S O S R L (o CRI

Nurse Signatiirg;” .....c B W i s
A

Nirse Name: .........ccooo s Bm WIS AIN - ceniness

Date & Time: ................ n, ...... fV' ....................




;_‘"'m";j:mn 1P5-0017377, W \_)’VV (}"r” , "
;:'11';?:.. Ysuzo Ly, Rainbow’ @ BirthRioht
”l/ "mm/ P bwwlu" ﬁgggrtear; ! . vi!mmaow Ho!;gm.s
Iﬂl CONSUMRBEES OFOT. g5y
Circulating staff .......... T S— TR O M Date : ]“g\. T & ciisirpminnsiiinns MR
Anaesthesia Dispgsables suod Y uses | SUrgical Disposables suod | usea| DiSPosables (Baby Side) | OV
ET tube ‘0/- 7.5 |14 ]|]) [ MajorPack 1A P g Inj Vit.K
LMA G Y |41 | +— | Sutures LM}/V\ f | Cord Clamp
ECG leads( AY P/ N of |2 [ Fupp Vi | |1 | Suction Catheter
HME filterf” A) P / N 0) | s Lk ; ; Feeding Tube
Syringes : 10 cc THEF TR T Vaccum Suction Set
05 cc o (- Gloved m ﬁ ﬂW‘i?‘ﬁC I ¢ a es
02 cc Ko 'i/ u d X / : Gadze Pack
,01ce S | = | Syringe 1ml / 2ml
Cautery plate ['A )P /N 0] | — | Surgical blade 1] -l Surgical Blade # 20
IV set . ©f | | Netwbe nJoddon lg [{ | | | oochies (s)
RL / o7 | [ | Cautery penci ' " Ne o N, 2Ly
NS : 10mi ( 100mly 500mi /@66.;) S\ _| | Koochies A 0, ) 21/
nEisqdie | o] || | Oinments Foanaa®xR [T @Y
VDLCJ_L_M SeA—| | |] | Suction Catheter v —J Uy i 1}
Fentanyl { ot | |} | Cap, Mask o 0 AL ( ( '
Morphine | GauzePack [N 4R [dud §
Ketamine A Mop Pack (o +
Propofol 02 | 2| Steristrip r :
Rocuronium 67 | |\ Underpad ) [
Glycopyrolate D) Draw sheet | |
Myopyrolate ol | [1 | Abgel d :
Ondansetron D) | ) | Foleys catheter Boon ana e B0
Pencar( 25/ 8pinal Needle 22 |©\ | — | Urobag 00 28 3D Uf' i)
Bupivacaine 0.25% s | ~— | Chest Drainage Catheter Sameis (NDy | —
Bupivacaine 0.25%(Heavy) Slf | Romodrain bag - :l ele By |—
Antibiotics Bandage S ;) W‘r)m'\f‘!/&— 02> /A~
W, 0, ) | | Tegaderm
Suppositories loban
Anamol : 89.[[1_9 /250mg /170 mg Double J Stent
Supridol (106@) . S Vaccum Suction set | —
Justin : 12.5mg/ 25mg /f00mg ) |, | ——| Plastic Bed Sheet b fes
Tab. Misoprost : 200mg Betadine Solution ) = o S
2wt (ecay froocn | L iy| | — | Microshield )| —
- b ey Jout <8/ [x}adp|— | Cotton Bals ]y
Y )oep <+ Trovéze [4#] — | Latex Gloves l Sp &Q
F, 88K | |~ [ | Ramdione Scrub o Sy
BV b 7,8 [ wiy| — | Sanal
Surgeon Ana*esthesmlogtst Nurse OT Technician
GRdorNa. ... ng & 6 (:L.z. ............................. R DY sl B ... i R

Doc. No. : RCHBH/ FRM / GENEHAL/ 125




% [} ; Rainbow Children's Hospital - Banjara Hills

Rainb‘Bw . 8-2-120/103/1,2,3,4 al'ild 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad

Children’s R ,Telangana, India ,500034.
Hospital ™% TEL NO :+91-40-4466 5555
- WERB : https://rainbowhospitals.in

ADMISSION SHEET

N

Registration Details :
Admission No : IP5-00173773 Admit Date : 13-May-2026 Admit Time :12:43PM UHID

(IOLLAEECTLRTRTRE TR O

: MAH-00377098

Patient Details :

Patient Name : Dr. POOJA MALI Age :30Y5M27D

Guardian : Mr N NARESH KUMAR DOB : 16-11-1995

Gender : Female Religion

Occupation : Martial Status : Married

Address (H) . 2-2-213/6/1, GANESH NAGAR COLONY, Phone No . 8886461978/ 8019951797

MACHA BOLLARAM, ALWAL, SECUNDERABAD

Alwal Hyderabad Telangana INDIA 500010 E-mall : pooja.mail.

0142@gmail.com

Admission Details :
Bed Type : DAY CARE Bed No : RC 408 Ward Name
Room No : RC 408 ‘Admission Type : First Visit

: 4F-GYN RECOVERY

Contact Details :

Name : Mr N NARESH KUMAR)| Relationship  : Husband

Contact Address : 2-2-213/6/1, GANESH NAGAR COLONY, Phone No : 18886461978
MACHA BOLLARAM, ALWAL,
SECUNDERABAD Alwal Hyderabad Telangana

INDIA 500010
f\ N Y @,Jv
- '-_'—-_."
Signature
loctor Details :
Doctor Name : Dr. SHRUTHI REDDY/Dr.LAVANYA Specialisation : OBSTETRICS AND GYNECOLOGY
JANAGAMA
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : ‘ Deposit Amount  :0.00
Payment Mode : Cash Payor Name : SELFPAY
|
\
[
\
8d Date / Time : 13/05/2026 12:46 Printed By : 015513 Page 1 of 2




MAH-00377098 IP5-00173773
Dr. POOJA MALI

18111995 sovsnzm #) 2
Or, SHRUTHI REDDY/Dr,LAVA. Rainb:c')w” . : d *
i ' BirthRight
T | Fioparet® | | nmmm
I.P. ADMISSION SHEET FOR $YNECOLOGY
Date of Admission : l@ljﬁ/(ﬂ Time of Admission : ......... [PM ...................................
T L TSR RARERIN) e e - I\XCOP ........................ M()t know any drug allergies

-+ PRESENTING COMPLAINTS : -+-------

Anviovs 40 ygneewe
1\ ([0 W MDUM4 Pttt diampt %

| 00w
MUM Hb W@LW g ‘4”“’77 7[
® sy dop
=
MENSTRUAL HISTORY OBSTETRIC HISTORY

Year of Marriage : )93 , Nm Parity : —

Previous Periods : W| , Mode of Delivery :

LMP - 3lstHre Last Child Birth :

Contraception : L
i
|
1

PAST MEDICAL HISTOHY PAST SURGICAL HISTORY

B nvdq)omd,\) d,Mtu i




Patient Sticker

FAMILY HISTORY:

MEDICATION HISTORY:

‘ fodwn —4 v ‘ . /(/(L eleec
j Dl faton <~
|
----- INITIAL ASSESSMENT :
Date B]'\/I_-'UO, Breasts Local/Speculum Examination
e \6k w6
BMI .-_;gu‘ﬁ[':“hﬂt/ @
Bp__ 10U \orinann b
I . ol
Pallor N 0 Bimanual Pelvic Examination
CVR d{ (¥a)) Abdominal Examination
Respiratory System __ 2y M L1 ((OJ rvonbudn’
Thyroid @
PROVISIONAL DIAGNOSIS : P\ b ffilok ¢ QL Jb/l bal Bloctl ¢ |}
WM(J ,k 1\3 I‘TIT HOA»NHI/HMI'
INVESTIGATIONS ORDERED PLAN OF MANAGEMENT :
D lﬁﬁfv\ﬂf\u ’

B pon Ao
‘aﬁgm &2 |¢ ¥

o bW
(read 0- 37

Na«‘\

/,;z‘nt

HN ‘Hbffa [HU/ f\mz

| Ywaligy

— PO
- Uikl Mmcf
ﬂlr( Paob

- [ov\/&mh

- PAe

"?%'?5 L oo

" Shif oA o

Fi

Name of the Doctor: ___#

b (s

Date & Time : (2 / {/ V4 é) (:ﬂl/\

Signature of Doctor ;%/(/



MAH-DO:TTO“U |P5-00173773 | -
?e.fffs;?"‘ “”M:L?YA @ Rainb§w° .
REDDY/Dr.LA! | ren B l'thR ht
----------- ST o | (ot
PROGRESS NOTES AND DOCTOR'S ORDER
ga;?me Progress Noteé Doctor's Order
“}_\{ﬂlﬁ | [POD—O D)C?)’loa}rp( - Gpwdopy.
. CULAS ‘ '
Oolf
—Ge-Jan AAM
BT)— /01]:}Gmwfﬂ/k{2 ™ -—f;n 9 by, 'P"HM"’J \41
PR- 648pr1 | "2) Mool Uidals Yo 68 hats
S\DO. — foof 4,4 t{ 4mﬁ>rw1 J0S.
!DM ’\03” L«]_ p\/\w\/\ ai ot d
NS i
or - PHIS
T M g b
O -~

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

(P.T.0)
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3 Rainbow’ ) -
Patient Sticker Children’s . Blrtthght
Hospita| . BY RAINBOW HOSPITALS

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

PROGRESS NOTES AND DOCTOR'S ORDER

Dat
&aT?me Prngre_ss Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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MAH-00377088

1P5-g
e ) 2
SM27p e
=7 iDx sunu-m (F) Rainbow 2 e
; M~ Children’s B BirthRight
i mfmmmf 'i ’ ”ﬂ Hospital .w
¢ It takes 3 lot to treat the little. Your Right to a Safe Delivery

OPERATION THEATER NOTES

Patient's Name :

UHID No.:

e 1] ‘\ Gender: O Maleﬁnale

Weight : 6\«\‘ Hoig : ...coovininncts

Surgeon : g - Qs M M&w

Asst. Surgeon :

Anesthetist :

OT Nurse: 0T Technician:

Pre-Operative Diagnosis:

pws'\umf\"}\ Q od e\ Ty

L Al Acdadl blech .

Surgical Procedure :

Diog

SN \ﬂ\mgm ) v& :

Indications for Surgery : 9 EQ\L vm'ﬁ‘\‘\l W . T
Date : || StartTime: . \0 PW) | EndTime: 3 .30y
Pre Operative Preparations:
Post Operative Diagnosis: |

; 5 N ( C.'\\-*\ o, o
Peri-Operative Complications: 1Y (, A, QQJ(\Q,CJQ \_be¥ N \“\\«9\6‘& AN

— k\o :\bm O/m M Bph\\ﬁm
ku,\q P T &wﬁQL W (Losa

Operation Notes: (ow&l-\—\ Ygm

LS

S~

b N S L Pk

- \atesal \PWY\

CX

CEINE . SV

i'\\-\mv\&h\ e
o e

\r@\w*\ak ALy e
.L

\\ avest oA - Nowaoh

BLEXY

Aol o Do wed — bwe el bo&x*\\»@

o

— kuke;—~ CN\}Q\\A:’:QL !])EEQ 44\ *)95\5\,4_,

.

C_bekmg NN
QAJAQL NS

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

(P.T0)



Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

B

m Tale  TAN W 1O gant {)\b% (&M
p— Q “w—

QD A ~Bo\0 6co vﬁ&&hk :

Name of the Surgeon:b?.(:.gxlﬂ.x}.-ﬁ’é;ﬁ ..... L%éy\( .....
Signature of the Surgeon: Lﬁ'\‘r*/(ﬂf\mw*\tB




MAH-00377098 IP5-00173773 [
Dr. POOJA MALI | Rai nb::(;w -
18-11-1985 YSM27D (F) . ez
Dr. SHRUTHI REDDY/Dr.LAVANYA \ Children’s . Birth Rig ht
LT rospitai_ | (e
‘ It takes a lot to treat the little. Your Right to a Safe Delivery
. DRUG CHART
Date of Admission: ....... ]5)&6 .......... brug Allergies: .....cocceeeene MILDH .......................... [ Not 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.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

Use approved pharmacebtical 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 dn{awing aline I through it and a similar line through subsequent recording panels.
The date and time of stoipping the drug along with the doctors name and sign must be mentioned.
Only one chart should bg in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder. \
NURSES - Nurses must follow stn'¢tiy 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 (IﬁF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

' SOS / PRN (As Required Medication)

DRUG :

T
" Date»
Dose Route | Frequency |Start Fate

Tipe

|
Doctor’s Signature |Valid Period Phafrn.

Additional Instructions:

Date
Tij;ne

DRUG :
Dose Route | Frequency |Start Date

Additional Instructions:

Doctor’s Signature | Valid Period PhTrm.

. Date
DRUG : Tige

Dose Route | Frequency Star{t Date

|

J
Doctor’s Signature | Valid Period Pr{arm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 | Page: D (P.T.0)



REGULAR PRESCRIPTIONS

L - Ward. ...

DRUG: - PARA CeTAMDL

Dater
Ti['ne

Dose Route | Frequency (Start Date

dam| Plo | @To | 13)os

Name & Signature of the Doctor
Starting the Drugs:

DL WSV o beg

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater
Tigne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater
Time

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Dose Route | Frequency |Start Date

Tirpe

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4



e

MAH-00377098

pooJA MAL! {F) :
T80 u\-s‘:ﬂ:“ | WEIGt. ovvvveeveeerre WAL e
or. snnuﬂ-l ol \“ |
Ciimom
Time Nurs‘gr&g. I Nurs&Stg. I Nurs&&g l Nur_sgs‘sg,
| Dose Dose Dose Dose
|
DRUG : 1 Dr. Sign. Dr. Sign. Or. Sign. Dr. Sign.
I
[ D D Dose Dose
Route Start Date \ = e ”
| Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
|
Name & Signature of the Doctor I e s pose b
[ Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
!
s 3 D Do:
Additional Instructions: ‘ pre fose o »
i Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date>
VARIABLE DOSE Iﬂg’le NurssSm Nu!siSkg‘ NursaSig. Nurs.
" Dose Dose Dose Dose
DRUG : | Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
|
Route Start Date | Dose Dose Dose Dose
i
[ Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
[
Name & Signature of the Doctor ‘ Ynse Dese e Do
- T Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
i i [
Additional Instructions: 1 pose pose R Dowe
i Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
T
| STAT / ONCE ONLY DRUGS
)  [— Dosage & Other :
Date Time Medication - Signature
o Instructions e g Nurses
- (EFOTAYIM
*»\ | M (EFOT 1P W
) g,' | i

A

2 ;33?” hj JI RUS10 PAN

amp

I.gla([ﬂé

3129pm

Sup ’V#Prm ADOL

[0O~y

13 of l), 6f 3)10Y peo

|

’L.,1 phehcim«u

e

v

W
e
g

|
|
|
|
|
|

Page: 3/4
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MAH-00377098 IP5-00173773
Dr. POOJA MALI

e as e T .V. FLUIDS CHART Weight. ... Ward. oo

Dr. SHRUTHI REDDY/Or,LAVANYA

IO

‘IH””'" Composition of V. Fluid Route |FlOw Rate Doctor | Nurse | Dateof | Doctor | Nurse
(If infusion, mention mi/hr = Mcg/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign

1318 F \\J\ Riveex LACTATE | W [FF | %\P// W< %

N I A e R SV A
il i [ e -~

Page: 4/4
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s nnsﬂn'i 0 S 2
i . POOIAMA so“‘” Rainbow"® : o
L St *“""‘ et L \\\\\ Children’s @ BirthRight
iy Hospitai_ | () revers
MEDICATION RECONCILIATION FORM
Drug ARemgies: ................................. B [_LNot 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)

shifting From: ................... SRR Sl b
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | note Time ?gﬂ:gﬁﬁlg
1| b TAYRONGRM | Iy on | 12 |Oc =
2 [JC [CIDC
3 (IC CJDC
4 CJC OJDC
5 CJC CIDC
6 Oc aoc
7 LJC CJDC
8 Oc Odoc
9 Oc Obc
10 (1€ JDC
I
‘ * C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / V ]

Doctor Name & Signature : ............p..... L W .....................

b E L B /b{[ ............... @( " i APy

Nurse Name & Signature: ............. .52 0 ) u—&‘f ............

Date & TiMe : ........oooveecerennns {'7;* ...................... “\"/" ....................

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



MAH-00377088 IP5-00173773
Dr. POOJA MALI
18-11-1985 30Y5M270 (F)

Dr. SHRUTHI REDDY/Dr.LAVANYA

@&od 3%“{)

RESULT SHEET

&*U‘E

"z
Rainbow®
Children’s
Hospital

It takes 2 lot to treat the littie.
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POST-S#RGICAL CARE PLAN FORM

[

Procedure Done: ..........\.. \@

Post-Surgical Diagnosis: ..........X2¥.7.9... T MR oI R TR JEPIC ARSI S - - AN <

Post-Operative Monitoring Parameters /Frequency

¥ oo i, W

Wound Care: Lok % Q@( M‘-"'é\ Sw&-ﬂy\ .

Drain /Special Lines/Catheters:

| B \Q\‘U‘g& \VQ\%\-\

Special Patient Positioning and Requirements;

—

e ) |
Nutritional Instructions: -
v HQ)\-\ ¥ 1\;—’\5

wien to Start Mobilization:

B ROV L

Special Referrals:

e

The new order for all required medications documented in the doctor order/medication sheet:

CYes O No |

Any Other Post-Operative Care Needed incluﬁing Required Follow Up

Lp/ meB
Treating Surgeon
(Signature & Stamp)

Date: .. \S\SV252... Time: .. X 1. %P

|
Note: Plan of care will be readjusted if necelsary.
|
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BUNDLE EARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

| Patient Sticker

To Be Filled In By Assigned Nurse :

Department : ..........cc..... ‘P*q ........................................................ Duration of Procedure : HA/}‘ ......

Name of Surgeon : ..~ T l ...... S i ot | . Date of Admission : !’;[gﬂ,%

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

| f Staff Signature
1. | Antibiotic given prior to surgery ? es [_]No
[[] Single Dose Antibiotic ~ or|  Long Antibiotic Regime
Antibiotic administered within 6[) minutes prior to incision WD No 2}_‘
Name of the Antibiotic : { W\)\\ n/\ \%f\
2. | HairRemoval [{Yes [ ]No ifYes: Surgical Clipper

Department where Hair Removs:zd :[Jward [_]Operating Room

B e g — },

Skin preparation done (cleanse surgical area with antiseptic agent) ?/JZ’Yes [ ]No

Patient's body temperature immediately post operation (Recovery Room)f % Y ’ ’C

O ora o E Asill (Goal : 36-37 °C) %%

' : N
4. | Name of doctor or staff admlmﬁtenng the antibiotic : .... I\ A SeAs. . é{ .....
Date & Time of antibiotic admmlstratlon @ XW e é_?ﬂb
Date & Time procedure started : C -5 ?W i | S}% é

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

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

e Al forms (Bundle care and when rjquired SSI ferm) are completed properly

o Forms must always be kept in Infection Control folder in respective department
Docu. No. : RCHBH/ FRM / CLINICAL / 038
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SUI: Or. SHRUTHI REDDY/Dr,L A L P e Patient Name : Y8X2..-... QOO .............. n;e'go ..... Gender'..%.. ; b% ®
s _MWARGITT] L2 vty | o s s v it B | @ o
e | Scrub NurseQ??‘‘J"’\f""g‘,ﬂr"\é'a ....... Date : Y25 ¢ In-time 6.5, 79 - Outtime : 7. -ﬁ:\m - s
T 5

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

TIME OUT  Time:.. 3553 Pwi).

Blood Units Reserved OYes CJNG CONA

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

SIORRIIE 1 \/ ............................................

Name ... mﬂ*\ﬂl L R

P
rd

D¥es CINo CINA

SIGNIN  Time.. ...l 2}
T
Patient Has Confirmed :
Identity _,Z'%s [INo
Site es_[INo
Procedure ;- es ONo
Consent —IHes CINo
—Site Marked CYes CiNo ONA |
Anaesthesia Safety Check Completed m,ve/ ONo
Pulse Oximeter on Patient & Functioning [We’s
Does Patient have a: %
Known Allergy? OYes NG~
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available CYes CING™
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous .
Access and Fluids Planned TYes INO CINA

|

Confirm all team members have
introduced themselves by Name and Roligxes ONo

Surgeon, Anaesthesia Professional and

. Nurse Verbally Confirm
Correct Patient (Check ID Band)  #7Yes CINo
Correct Site CYes [+NO
Correct Procedure

Anticipated Critical Events

}Yes’ﬂ No
Surgeon Reviews:

Y
What are the Critical or Unexpected

Steps, Operative Duration,
Anticipated Blood Loss? ;p&\ OOYes CINo CONA

Anaesthesia Team Reviews:
Are There Any Patlent-spemflc Concerns? D
Nursing Team Reviews: 7 _owoWd

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns?

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

S CINo CINA

M Loy

_#fes ONo CINA
DYes}mEDNA

QA‘&s/DNo

o

SIGN OUT nme...:a....rg.g.’@._c

Nurse Verbally Confirms with the Team:
“The Name of the Procedure Recorded

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable)

The Specimen is Labelled (including

}MEJNU
}Xes CONo CINA

patient name) Yes CJND [ NA
Whether there are any Equipment
Problems to be addressed CYes CINoTINA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

y’éml\in

Signature : \r[

NGMe oo N2 NO AL RIS, S e

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Early Warnihg Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

RESP
(write rate in
corresp. box)

Saturations

<94 %

Administered 0, (L/min.)

2, dway

40
39
38
37

36

35
< 35

3ley Leay

170
160
150
140
130
120
110

100

90

80

70

60

50
40

—
anssald poojg 21|01sAs

190
180
170
160
150

140

130

120

110

Ll
2Inssald poojg 1|olselq

130
120
110

NEURO
RESPONSE
()

Alert

i

T

Voice
Pain
Unresponsive

URINE
mils / hour

> 30
< 30

Protein > + +

Lochia i
Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL ORANGE SCORES

| | TOTAL YELLOW SCORES
Nurse Initial

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery




Obstetrics and Gynaecology
Early Warning Signs

'
1 Yellow Alert :
Repeat Observations
k in 30 minutes
il ™\ =
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
K Observations in 30 minutes

ﬁ

\

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

k monitoring

* The Modified Early Warning Score (MEOWS)
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Early Warning Observation Score Chart - Obstetrics

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

Date
(Time891011121234567891011121234567

> 30
21-30
11-20 Ol slal]lale
— | _= |
94-100% || RGNt assasinEbac e L 2] - ] [Eeiaviesimaie 1 co LRl sl o

Saturations =94 % 1

Administered 0, (L/min.)

40

39

38

37

36 %

35
< 35

170
160
150
140
130
120
110
100
90

80 p R T
| \}

50 ‘

40

190
180
170
160
150
140
130 g R [
120 [ b (
110

RESP
(write rate in
corresp. box) |

3,dway

2)ey Hesy

-
anssald poo|g 21|01sAS

130
120
110
100
90
80 |

70 [ R
%0 Nk
50 "
40

P e Y kAL E )

RESPONSE e
(v] Pain
Unresponsive

URINE > 30

mis / hour <30
Protein + + |
Protein > + +

Normal

Heavy / Foul

Clear / Pink
Green

TOTAL YELLOW SCORES N

TOTAL ORANGE SCORES 1Y)
\
Ll

Nurse Initial

«
ainssalq poojg J1jolselq

Proteinuria

Lochia

Liquor

POl VI g
x‘ X

Pl




Obstetrics and Gynaecology
Early Warning Signs

.

1 Yellow Alert :
Repeat Observations
in 30 minutes

z R\

Complete a Full
Set of MEOWS
Observations

X o .

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat

Observations
in 30 minutes

o

Ve

&

> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and

Repeat Observations

in 15 minutes or continuous

monitoring

\

* The Modified Early Warning Score (MEOWS)
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1. 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.

" Intake Output A e

Thrombo- .
Date | Time gagm Route NG | Diarrhoea | Vomit |Drainage | Urine | phiebitis | Sion.

Score Nurse
Mouth LV N.G

08:00 am
09:00 am

& 10:00 am ™

\‘b 11:00 am ‘
12:00 pm ;

01:00 pm roOA

[F

Total Intake : Total Qutput :

)

02:00 pm [001Y)

3

03:00 pm 1 009
\L 04:00 pm LOW

V] ) =9

/."""-L._p‘

1&(%,

(
d P P

v
x 05:00 pm

06:00 pm

07:00 pm

Total Intake : ‘ Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake : "‘. Total Output :

Total 24 hrs. Intake \ Total 24 hrs. Output

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

Sheet NO. & e

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

___Intake Output IV Site

Natu : Dxoawo-d Sign
Date | Time | o Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis | ©I0.

Score Nurse
Mouth LV N.G

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

Total 24 hrs. Intake Total 24 hrs. Output
|.
Docu. No. : RCHBH /FRM / CLINICAL / 092
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Department of Anaesthesiolog 0
PRE-ANAESTHETIC EVALUATION \\\\\\“\“\\“ﬂ“ Hottital .MWWM

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

Name: ....>S @%JQ ..... M ........ . Age 5" 8. YEuiRle SN T e
.................................. \... Time: B - SO Proposed Operation: o};’ﬂ(c,:NO-{Wc,,(ﬁ[Mw(y
‘ : Y (Teks
................................... Jod-wietnaipny . HTORbel. o, (MU
S HRE LSRR ‘ Weight: 6£’% " ASA Physical Status: 1 D/{D3 04 05
| Laboratory Data: K: .
Glucose: i BTN ok it 1 e R O b )T L
L AT el T e e AT BN e B . e
Groak ... dccminiiios ol Bl HOW: ... DECN0: i ) S b
TR DRI T R I BRI i itris Blood group: .............. Stress/Anglo: .................
T e R TSR :Fa', ML s N i
TS R SR B PRCPREE ... i 4...... ........................
Mg+ +: ‘ P e P L MRS

B et s - BRI s

Medical History: CVS: X0
RESP: YoV |
ONS:  Blegp Agfec bosme.
Renal: - \,r,, | |
Hepatic / GE : ~ V2, | 2 Physical Activity: ¢ N0 v
Others: wsoy | H\I/OITLW7£0U;7J N (COV‘M'LD)
Past Anaesthetic History: ~ ><o \_ i B
Physical Exam: rryE [ > EEh AL '
Airway: MP 1 @ 4 : Moum Qpening: Mentohyoid Distance: geck: WA P  Teeth: W
Lungs: ] | 'mﬁm- - T'aa"
{ Heart: ) (‘ﬂlw U‘Jﬂ?l IN '99

CNS: =
| Pregnant: ] Yes ELNO/E NA ‘ Venous Access S’i\te i Spine Exam for regional : A2 ,9 .

Anaesthetic Plan: [IMAC C]REGIONAL Pm{'r C1LMA ! ‘

[
Peri-Operative Plan Explained to the Patient: m}e/ 1 No

CURRENT MEDICATIONS ‘ DOSAGE Pre-Operative Instructions:
j . : 1. DVT Prophylaxis :
S| TEyRorjn € 9 ame ‘?IJ‘C’A’K : Water / ORS 2 Hours
A ONILORAL<_ o

3. Informed Consent: tandard O High Risk
4. Post Operative Pain Managemem:Q’DTscussed with Patient
5. Other Instructions:

q,ok ﬂ.ﬂ.uﬁ ..............................................................................................

Sighattites, . a8 - TR ST

Docu. No. : RCHBH /FRM / CLINICAL / 044
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ANAESTHESIA CHART

\\§

Rainbo iaaia
Relapame. ‘Blrtthght
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Change in Patient Condition: [ Yes ~4No Fasting Status: CO,;‘" ko)
Physical Status: B/Patient Identified D/ Consent Present ¥ Chart Reviewed
HR: 14 LPM [BP/CRE- (23]%7 [SP0; oo | RR: 1Y o | Last Feed: > 6t
Pre-OP Diagnosis: ....... Y. Gy Mm}v\h}“ﬁ Operation: ]?zmcxha .ﬁapmme .......... Date 13}‘1{/24 .........

Surgeon: ....... Px.. 5 Rmkk I?-tel ................. Anaesthesiologist: .m..SAR:L‘.‘r.l-.l!-\..).m..ef.t!mfechnician:@&m:{ﬂ/&mmm..
_ TIME A ) !
N.O El 0. n( —_—
HALO ® P, e T Antibiotic
Drugs: g .
) ~ 2 ed |
ﬁ'__ii 'g...l-e?.af lan t‘«l}.} —— Suppository
‘I,-‘ ?r’ﬁlwi‘-‘\j i{)u i ¥ >4 ttlam l f |
ﬂ’_." Rmfnu'/n;\‘.r"un Ly N (V) v !D\’""a /ﬂ__
Blood Loss
HQ,/S&U,_ !Dﬁ lw [(I‘D
3o 13C
ECG $R_1ee (N
Temperature $ie3 3w bing s
Urine Output = T ]
£8
£3 KL —
1A 50
i 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate i
Toumiquet on Time
Touriquet off Time 160
140
Throat Pack In 4
Throat Pack Out 120
100 [l LY
B —A
60 |4,
40
20
10
0
ABG
LAB Values
GRBS
Others.
Iﬁ/Equlpment Checked and :;?l' ";9’“ Regional: .
Functional HME [ Fluid Warmer v [J Inhal Extremity SPECHY. v
[j) [ Cling Film ] OH Warmer [ Pre0, CIRsl ] Spinal [] Epidural [] Caudal
Cutf Site: @ vk ugger's [ Cotton Wool [] Others OHNBIS: v oecvessesssessesesesessssssasssssssssssssss s
o M,,K Gstzad ] Other - 0 Mask 0] SGA PRI onrrressi s sion onepas e s snesssiesararpssspsmasas
D Temp Site § Kan Times: ' [ Airway D om; [ Nasal T S M T R Ly
[LJ~"FI0,Monitor Anaes Start: &’5;’" 3 2 # .. wif cm oSl 81205 DOPHY: iviicoiiiiiviiaiiinins
[ Agent Monitor OP Start: .. i oral DNasaJ z(ufr Pacstwsls [Yes [J No
[o~Pulse Oximeter OP ENG: .oovvvivnresssinnsssssssnsessss [ Tracheostomy [ Topical Catheter at skif ................... cm
kJ~Capnograph Leave OR: =3'ru0fm U Drug: . DRIg NAMB & CONC: .......ccovvvicirecniienusisssssinsiassranens
Ventilator ?ﬂl!ﬂli ] Awake E/Dimct Vision BRI L scsscainissssiadiasiiiiusssvis T e s
[ Nerve Stimulator GA [C] Video Laryngoscopy [ Stylette / Bougie Infusion: .. .
[C] Monitored Anaesthesia Care [] Fiberoptic Block Level:
*ﬂﬂ uu’ 0 VB st o b s v RS
Position: . ! ] Regional Blade# ... ........ Attempts: S [ it
E/Pressure Points Checked T R Y O A ki iimisvesiaia SRR S G
Line (Size & Location) Transpprtation to
Eye Care: [ CVP: . [ Bilat = BS PACU ey U Other
yﬂl O ART. O mi-Closed Circle Relaxant Reversed M [JNo [INA
E1 Tape_ s m(gfosed Circle Name of the Doctor : O@ “(ﬁ
(] Padding Ow: .. Pt L e s T e e e s I-N'j
U Awake [ SRS, o S &

Signature of the Doctor :.
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= RECORD

b ¥ %m

Time RECIVEA © ...oooaorrsessmsmssssseemessss Time Discharged : .....ooweesuseeseens

\

1
|V Cannula Site : “ AR X
] 0,Mask [ Nasal Prongs
[] Tracheostomy ] T-Piece
() Oral Airway ] Nasal Airway
é vomiting : 0 Yes [ DU cecemrsmrsisipessisss s
= NG Tube : [ Yes &¥No
v Drain: [ Yes Jﬂn
A Urinary Catheter. [ Yes Lo
b Chest Tube: O ves [=fo
._1 — _-—
= Nil Oral Yes Mo
IV FIUS: oo AL . &"'\‘L'U""‘" L
% (1 s ——
]
o
v
MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 60 90
Able to move 4 extremiies yoluntary of on command =2 S : =
Able to move 2 extremities voluntary or on command =1  ACTIVITY \ T ,)‘ A Minimum Total Score of 8is RBQLNI'Ed for \
Able to move 0 extremities voluntary or on command = () Discharge
Able to deep breathe & cough freely =2
Pﬁmammeﬂ — ) i b (o bt Exceptions to this, are to be explained in the
Apneic = :
BP + 20 of Pre Anaesthetic leve =2 H 3 Inian:
BP + 20-50 of Pre Anaesmeu: leve =1  CIRCULATION 9.1 9% 10= space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
Fully awake =2
Arousable on caling —1  CONSCIOUSNESS v ke
Not responding =0
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR ‘)—— ‘)q f),._
Cyanotic =0
ToTaL ¢l9|\®
I I

PAIN ASSESSMENT AND MANAGEMENT FORM

Intervention

Pain Tool Used: L N PASS [ FLACG Wong Baker AIPS Reassessment Frequency:
1 Every eight hours for all hospitalized patients.

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

Anaesthesiologist Name U SRR TN
Anaesthesiologist SIGNAtUIe: .. peueeees SRR emsisiRs s g s

Date & Time:

PACU Nurse Name : Transferred to Unit by (PACU): .. B PUI .....................................

PACU Nurse Signature: Date & Time: ’ l

Date & Time:
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DEB ...l cosnasisssssussonsssaiduisiBobe i) e | Procedure done by ...........c.cceeeveemvereeereeereni,
CSE /Spinal /Epidural Position : ............... SPACE ... Technique (LOR/LOS) ........
Depth: .o, Catheter at Skin: ..............ccooverveee . ARBIMPES © ...

Parasthesia : Yes/No if yes details :

SOIUON COMPOSHION © .......ooocoieriee et

Any other issues :

B) ettt AR ARS8 R 8RR 88 RS RR S e bt ees e ee s
e natananomaesesevsansasas s o asocus s s S S4835456453t2ma 0 ne s s 6565t e
' ) ' ' ===
| Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right %BP Pulse FHR Comments |
| | T ) J
[ | { =
E - ’ sy I |
|
| 1 i
". l
J‘ =53 |
] | o
[ | \
| | | | o )
f ) |
| I
[ — | - | —
\' 1 o
= l — - —
\ | ~ |
| I I ’
L 4 &) ] |
Delivery Details :  Time : ....cccovemrenerencne APGAR: .........ccocoe.... SVD / Instrumental / LSCS (if LSCS Details)
Cathejer Removed by and TIDMWSDOGIIN wa.%. oo caeusasumnssaisibiionessskstsmssassississsss s aRaibins st s R e s EE L s mnsmnasmeneanapds
GRS AR el AR R . S ;. A e

Discharge /Shifting ordered by

Doctor S]gna’{u[e .................................................................

Doctor Name:
Date and Time :
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INFORMED CONSENT FOR SURGERY OR I INIIIIIIII

Right
SPECIAL PROCEDURE Fospital_ | (gzeasio
Patient Name : ............ DX H)({} o Mﬂllll, ....... Gender: ] Male _[/female  Age: - - .
UHIDNO: ........... Mh"\ .00 222 @Olf Date : ]5]‘/[@}'
Instruction:

This consent form should be signed by Patient (If rfn 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 spemfal procedure recommended to you.

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)

.......................... DJ.AQNQ.S]IL....L&PR(K R HNSTERLQORY .............. S

BBON.... .o s  Rsss B s
............................................................. P@wamomweﬂe

| nave been advised of the benefits and reason ¢f the procedure(s) as indicated by the clinical observations and / or diagnostics
performed. | recognized that the practice of Hnedtcme is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made ragardlng 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 following 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

| have read and understood the informat[‘on provided in this form

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

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

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

5. | authorize the consent to the performance of the operation or procedure.

—

Name of the Doctor who is performing the $urgery/ Procedure: ..........c.ccceune. 9‘1 ......... ‘S'hYMVL .............................

Consentee : Patient Attendant :

Signature : SYAOK, " o —— ; ............ Signature : ... '\}_@_,Je,_ ........................................

Bame ;... %.ee & M Name : ........ N:Nasresth Kimasb..

Date & Time ‘.....‘;f...‘.p.k:\/)_ Relationship with Patient: .../ t4Band . .
| Date & Time : ..}=>/. 5—}26 ...... OLilopm..

Witness : |‘ ’@ -

Signature:.....................{.\...... 3 4 ....... } .............. ~ = '

Y el SRR |\ HD’W[ .............. '

: #
Date & Time : ’\E}YLMJQJ"%

Docu. No. : RCHBH /FRM / CLINICAL / 027



