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SURGERY DETAILS

AMOUNT

L SHON | Al e e IR eI # sesmecherissmsniipsssspisnsmsersivhsivnimsisssih
2. ADREINEE - i kAL NN ) T ciataindesiaissiniiiiiig
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4. OT Technician PR TN, A AR e - e IR e SRR S—
5. Circulating Nurse W e B v T i SRR WO T |
6. AsSBIMENIGE | .t Rl A BT S iy T Sisssiesesrsiien s fo e s e
Special Equipment: [ ] Laparascopy __| Broncoscope [ Harmonic [ Morcelator

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

| Neuro Cusa T T ————

Signature of the Surgeon Si%mﬁng Nurse
TN

DR MO ..o et meimtsc et sssion b mentsssiginanias Order by: ......coccunpetnn . NN W
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It takes a lot to treat the littie. Your Right to a Safe Delivery

DEFICIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet I
2 Discharge Summary \
3 Nursing Initial assessment 4
4 Patient Transfer form \
5 In-patient Medical record \
6 Doctors progress sheets \
7 Nursing plan of care and handover sheets \
8 Consultation sheet s
9 General consent for treatment \

10 Consent for Surgery l
11 Consent for blood transfusion
12 | Consent for chemotherapy
13 | Consent for high risk
14 Consent for Restraint
15 LAMA consent
16 | Consent for special procedure / Sedation
17 Consent for Formula feed
18 Consent for MTP
19 | Consent for Radiological Investigations
20 Consent for HIV test
21 Anaestesia notes (Pre Anaesthesia& post)
22 | Neonatal Admission/Delivery/Physical Exam
23 Medication Reconciliation
24 Emergency Triage record
29 Pre operative check list
26 | Surgical safety checklist
27 | Operation Theatre notes
28 Nurses clinical Presentation
29 | TPR & BP chart
30 | |Intake and Out take chart (fluid chart)
31 Drug chart (Regular Prescription)
32 | Investigation Values (result sheet)
33 Nebulization chart
34 Nutritional review chart
35 | Intensive care unit (ICU Charts) )
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale
38 | Braden Q Scale
39 Bed side check list
40 PICU bed formula Dilution feeds
41 Gastro monitoring chart
42 | Rch ED doctors note
43 BP Monitoring chart
44 RBS monitoring chart

Total No. of Pages

Signature and Date : '

Doc. No. : RCHBH/ FRM / GENERAL / 126

(P.T.0)



ERROR LOG

LOCATION : OT / Birthing Centre / BirthRight Premium / 3rd Floor (Zone A,B,C) / NICU / PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE



Y . 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
Children's = ™ .Telangana, India ,500034.
Hospital . TEL NO :+91-40-4466 5555
ain

WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details : LR LR RIR AL ORR LRI BRI

Admission No : IP5-00176806 Admit Date : 23-Jul-2026 Admit Time :09:37 AM UHID : BAH-00284459

Patient Details :

Patient Name : Mrs RAJSHREE JAIN Age :43Y9MOD

Guardian : MR. SIDDHARTH JAIN ‘ DOB : 23-10-1982

Gender : Female - Religion

Occupation ¥ Martial Status : Married

Address (H) : 8-2-674.’6—10_, FLAT NO A301, A401, FORTUNE Phone No : 9949993001
%::'&\ii Dy T e E-mail . na123@gmail.com

Admission Details :
Bed Type : SHARED WARD Bed No :SW 418 Ward Name : 4F-BIRTHING CENTRE

Room No : SW 418 Admission Type : First Visit

Contact Details :
Name : MR. SIDDHARTH JAIN Relationship : Husband

Contact Address : 8-2-674/6-10, FLAT NO A301, A401, Phone No ;19949993001
FORTUNE ENCLAVE Himayat Sagar
Hyderabad Telangana INDIA 500034

r\

Signature
Doctor Details :
Doctor Name : Dr. PRANATHI REDDY A Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name : SELFPAY

e
\V o g

Printed Date / Time : 23/07/2026 09:39 ; Printed By : 015513 Page 1 of 2
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It takes a lot to treat the little.

)
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ACTIVITY RECORD FOR BILLING

Name: W Ml e e e SRR S
UHIDNo.: _ _ _ ______ PNo:___________ Consultant: _ __ _ _______ Dept:__ _______
Date of Admission: _ _ _ _ Time: __ ___ ___ Date of Discharge: __ _ ____ _ Time: __ _ _____
Room/BedNo:__ _______ Ward: ____ _____ Suggested Billable bed type : _ _ _ _ _ _ ___ ____
WARD TRANSFERS

Date Time From To Signature of Nurse

Cross Consultation Visit

Doctors Name Date Order No. Signature

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




INVESTIGATIONS

Date

Investigations

Order No.

Signature




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
2 %\,’\f Qo n e g c Dortagzu] bewas
A D ¢ \ (G‘IWWW et
\ ‘) f
/
— N it i//
- ,ﬁ‘%
‘%/
ANY OTHER INFORMATION
Date Time Prepared By :
Staff Nurse Shift / Ward Billing Assistant

Billing Supervisor
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Mrs RAJSHREE JAIN

23-10-1082 saysmoo  (Fl %
Dr. PRANATHI REDDY A e R b - : 1
O TR cﬂ'l?d%‘ﬂ s | @ BirthRight

I.P. ADMISSION SHEET FOR GYNECOLOGY
Date of Admission : . a?»?? bﬁ/’b ............................... Time of Admission : ....... 4/’?” ................................

Ailergies .............................. Nkpa ................................... -g'N/know any drug allergies
------ PRESENTING COMPLAINTS :
- hla pram) ol Yo wl nua(
&9}3 ‘216
- it - Qbved  Bally  oppSK e
G T-Emw -
W aoted i O feier T
_8| & prmer (W
MENSTRUAL HISTORY ' OBSTETRIC HISTORY
Year of Marriage: Q0 |0 Parity : E?.CQ
Previous Periods : R%U/{/ Mode of Delivery : 7 Ug
LMP : 30]& \ Last Child Birth : UB ol

Contraception: ‘Uq) Mh,,

PAST MEDICAL HISTORY - PAST SURGICAL HISTORY

k/c[o prlun ¢ 9- VW{Q)UW
i

pd*

Nacu Na © RCHRH /FRM / C1 INICAL / NAR (PT.0)
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Mrs RAJSHREE JAIN
23-10-1982 43Y9IMOD (F)
Or. PRANATHI REDDY A

A

IP5-00176806

‘ FAMILY HISTORY:

father - A TAI

Mohur - WW&{

MEDICATION HISTORY:

Wﬂﬁ“"

r~== INITIAL ASSESSMENT : -+---sesoosrsmipmemsmsnsebosiousnsnsnsuembaiatosuntionssnsnasenenionssiinenivssnibnibogpncanone
Date Q Z h'ﬁ«’a Breasts Local/Speculum Examination
Ht. wt_452 9
BMI @
B.P [o
Pallor W Bimanual Pelvic Examination
CVR a,l,wwvc Abdominal Examination
Respiratory System (@ f { nn &W
Thyroid @u b ’@ / b

PROVISIONAL DIAGNOSIS : EQ@%Q’V

AU Cp- T bl ¢ €

jo T

W

C

INVESTIGATIONS ORDERED

A feeney
- {

PLAN OF MANAGEMENT

B p)mﬁ*

- g
o \W @LWWLM'

S (Ve
(WIMM
b FM

— Gt Ao ol e

Y

Name of the Doctor :

Signature of Doctor

Date & Time : ol_

ea.um
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Your Right to a Safe Delivery
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PROGRESS NOTES AND DOCTOR'S ORDER

ga'lt'?ma Progress Notes Doctor's Order
Al
= P Jirtable :ﬂf@_\//
W — B fur (o
Ol Ll T oy
R, fulpi LML ~Fo~r e
ar 1S /9WM“Uﬁ [ ardhusy
.- 4/"/4%/{1) wﬁ alloe
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0
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Docu. No. : RCHBH /FRM / CLINICAL / 088 (P.1.0)
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Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes Doctor's Order

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



|P5-00176806

r:;:?e::mm;: i " Rainl?%w‘ ® - 2 o
Children’s BirthRight
Ll TV o Fospital - | () smeoness
OPERATION THEATER NOTES
Patient’s Name : ............... 7. a *ﬂ"“m ............ Age: ... ML - Gender: [J Male D_Eefﬁale
D NG .vniaiened BH HOOL?Q‘/UTT ........................ Weight : ......cocvvveeeee Height : .......ccocoee...
Surgeon: 1) - M Rooldy Asst. Surgeon: ) Daﬁ@&
Anesthetist: Dy Subramaiiupip OT Nufse: OT Technician:

Pre-Operative Diagnosis:

A fpw 2) ¢ l/c Y pNJD:m C difrucensy 2

Surgical Procedure : wﬁ)f/"f o ]0’
Gopper - T rmoaf s Trenued.
Indications for Surgery :
Date : Q&l)’h& Start Time : End Time :
Pre Operative Preparations: s 4]
- NBM_ [ty

Post Operative Diagnosis:

Peri-Operative Complications:

\l/ ‘:Cé( W

Operation Notes:

. Pabenl  pd  dw

, v Aﬁazfmﬁ_;wﬁw_
- pals posted e diaped
Aadedny  Tomd  postenigr

l vagival woltl
Acbueleel — Rith ﬁw: v ctilm
. Ademn Ly gf cundp "ot 5
[‘{ﬁﬁ: haol(
- Cobr - T rtnp |
< Pfhed  oifhfea]  the ;mocwew»e

s

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

(PTO))



Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

-NBV. [ 2b

_ v@km tutuf (e o ch
[

[
" BwoWas o ftliaay

. T J'fomc_%«f fir5

Name of the Surgeon: B‘ ....... ﬁfé.MW .....

Signature of the Surgeon: .................... [; ...............................

Date & Time: 3%[’}5‘*’ CA) 10 N~

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




r BAH-00284459
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e 7 2
e 23101982 prigtt inbi
4 Dr. PRANATHI Rg . (F) Rain

Children’s ‘BirthRight’"

S [ 1 e Hospital - | [ mmeone:
POST-SURGICAL CARE PLAN FORM

Procedure Done: (oﬁﬁfﬂ"[ ........ fc ‘“’V)\’J .....................................................................
Post-SurgicaIDiagnosis:.................................’&[:L w A G T renens]

Post-Operative Monitoring Parameters /Frequency:

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

Ve 60 (>

....2n to Start Mobilization:

dffr 247

Special Referrals:

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

/E’Yes O No e

Any Other Post-Operative Care Needed including Required Follow Up

[\
7.

Treating Surgeon )
(Signature & Stamp) Date: %%M Time: ... ) AW}

¥ Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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Qi chlares | @) BirthRiht

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

MEDICATION RECONCILIATION FORM
DIUGABIGIBS: ... ) wpf ................................. [ 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)

T L o — Shifted t0: ................ NP
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S-No | (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, Iv) | FREQUENCY | pore / Time ?gﬂ:ﬁmﬁ"
i Cc 010G

2 X ¢ [IDC

3 \ Oc¢ Cioc
4 \ Odc OJbc
5 \ Oc Ooc

6 \ ¢ Ooc

\

\ [JC [IDC
8 \ ¢ Obe
9 [1C¢ OJDC
10 J¢ 0JDC

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED B:z :
Doctor Name & Signature : ..................... 9Y .................................................
Date & TiME & vvvvevveeeereeeeree 3 bb[/“’ ................ QOB ...

D R VO SOMUTMIMII. < e A A5 R A VA B O TN
BRI L THIE | ..o o snnameesnenasssnbias iasiBiAse siias dtF AR LA RN R R

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



INTERDISCIPLINARY PATIENT/ FAMILY EDUCATION RECORD

Part - I,

Patient's / Learner Language : ........cccccccvvvecineinenns Patlent/ Learner Literacy /Bead

[O-Write []_Speak

q@

Rainbow’ . . ™
Cﬁildren’s ‘Blrtthght
Hospital o

It takes a lot to treat the little.

Willingness to Learn . 3Yes (INo  Healthcare Literacy J=HestINo

|dentified 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

9. Nutrition / Diet
10. Fall Risk Education

12. Patient's Family Rights

11. Safe use of Medical Equipment / Implantable Devices Safety

13. Risk / Safety

14, Activity / Exercise

15. Social Rehabilitation Needs

16. Special Dlscharge/ Follow-up Education / Coplng Skills
17. Others.... T

Part - Il
Need Use codes from the list in part Il Designation /
i ee i Comments i
In tion Taught : Signat
Date Time Indentified formation Taug — Losting Teaching | Mechanismys ignature
. to overcome | Understanding
Taught Barries Tools barrier/s
. (2,4l g, fizat send (an-
FY\W ook

Part - lll : CODES
Who was taught : PT : Patient F : Father M : Mother S : Spouse Sn: Son D : Daughter C : Caregiver 0 : Other (SPECHY).......coimisimiin

Learning Barriers :
1. No Learning Barries
2. Physical Impairment
3. Emotional Barries

4. Language Barrier
5. Educational Level
6. Desire / Motivate to Learn

7. Impaired Thought Process / Cognitive limitations
8. Responsibilities at Home
9. Cultural Difference

10. Financial Difficulties
11. Beliefs and Values
12. Impaired Vision / or Hearing

13. Cultural / Religion Practice
14. Others (SPECHY) ....covrmrrenrsrrensiseneisirersnsnnes

2. Obtain translator 4. Teach Family / others 6. Respect Cultural / Religion Preference

Teaching Tools Used : A : Audio D : Demonstration V : Video 0:0ral P : Printed
Mechanism/s to overcome barrier/s :
1. None 3. Reassurance & Support 5. Respect values & beliefs T, OMIBE DO s <iviovsiiosssihstisghinsens ifussmessutessassmmsasssnassasissrantasprssss st SO G T TS

Understanding : 1. Verbalizes Understanding 2. Demonstrates Understanding

3. Needs Review

Doc No. RCHBH / FRM / CLINICAL / 187



BAH-00284459 IP5-00176806

Mirs RAJSHREE JAIN ' %
23101982 43Y9MOD  (F) Rainbow " ® - ke
°"||i’i‘[|‘|i‘|‘|'1ﬁ‘|ii|'|'iiiii\‘\||||lll||Il| MULTI-DISCIPLINARY PLAN OF CAKE FORM Tl S
Diagnosis: mtugpw aus (/D r C(/I/LLT enwhibn ¢ t{c [(9 }5}0 (w0 @(.Lé [jﬂ G(UW
gian':: Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
W Wcal .D/ﬁiﬂal &h/ CfW'/ ah G 1 Nursing
I Nursing o Modified 4 ﬁﬁ, 1 Others:
@ [ Qthers: O Per-Op CLUv T W Jhéj’ CU-« 7 %
AN 7 Post0p | procecdi peousny (
O Medical O Initial ) Medical
J Nursing £ Modified ; - O Others:
O Others: U Per-Op
CJ Post Op
O Medical O Initial O Medical
) Nursing O Modified [ Nursing
[0 Others: O Per-Op = Others:
O Post Op
O Medical O Initial L1 Medical
&I Nursing 1 Modified (3 Nursing
0 QOthers: O Per-Op {1 .Others:
O Post Op
O Medical O Initial 1 Medical
J Nursing O Modified L1 Nursing
O QOthers: O Per-Op [ Others:
CJ Post Op

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

M

- = ®
Rainbow .

1\

Hospital

BY RAINBOW HOSPITALS

Children’s .BirthRight"

It takes a ot to treat the little.

Your Right to a Safe Delivery

Date of Admission: ......... }Z]af% ....... Drug Allergies: ..........cc.oco..... Alwg’ ................... /{ 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.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

DOCTOR

- 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.
NURSES

1) Right Patient  2) Right Drug
- 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.

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage  4) Right Route

5) Right Time

S0S / PRN (As Required Medication)

Date

-

onus:Tab’ MEFT, i

Tige

Dose Route | Frequency |Start Date

ctor S g'gnature Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Tirpe

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period] Pharm.

Additional Instructions:

DRUG :

Date

v

Tir'ne

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4

(P.T.0)



BAH-00284459

Mrs RAJSHREE JAIN
23-10-1982 43Y3MOD (F)
Or. PRANATHI REDDY A

LT ARER A

IP5-00176806

REGULAR PRESCRIPTIONS

WEIL.. ..veenesnnsivisins WA cesmmmmammg

DRUG : AB" VENAINS

Dater

Dose Route | Frequency |Start Date

Tige

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

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
Time

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Tigne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

l

Page: 2/4



BAH-00284459 IP5-00176806

Mrs RAJSHREE JAIN )
23-10-1982 aYIMOD  (F) Weiaht ooeeanes WAL caainss
= Dr. PRANATHI REDDY A
IO 7 e
L TIU'IG l Nurse Sig. ] Nurs;Siq‘ I NurssSig. I Nurs&Sig.
F Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
D Do: D
Route Start Date o " e -
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor . —— T Rt
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
" : D
Additional Instructions: - e - s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlg‘le I Nurse Sig. l Nurse Sig. I Nurse Sig. I Nurs‘:sm.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtB Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e o e Koms
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: s pose . .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) _— Dosage & Other ;
Date Time Medication ) Signature r
edicatio visniatici Route g Nurses
Page: 3/4 (P.T.0)
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Mrs RAJSHREE JAIN

23-10-1982 43Y9IMOD (F)
Or. PRANATHI REDOY A

T ||ll\||\|iiﬂ||ll||||\\||||\| LV. FLUIDS CHART Weight. . Ward, ...

Date Time . m;ﬂ,mﬁzignh ?f= I h\‘/c gfilglfjri'\?n - Route F|gr¥1v Vﬁrate Dsuptor Nurse | Date of | Doctor | Nurse
. ign Sign | Stopping| Sign Si
gn

RINIGEL .
U wonte, g |V '"'f /Q/W

Page: 4/4
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Rainbow* . y
Children’s ‘Bﬂ‘t hRight
Hospita| BY RAINBOW HOSPITALS
It takes 3 lof 1o treat the littie. Your Right to a Safe Delivery

OBSTETRICS / GYNECOLOGY

NURSING INITIAL ASSESSMENT FORM

Date of Admission: agl}[z@ .....
Baseline Information:

Admission From: 0 ER

Primary Language: _ Telugu

Do yourequire aninterpreter? []Yes |

\W

Source of Information:

1 OPD
/@1 1 Hindi
0. TYBERDBOIY. ..., d siseersusaracssisensiciitiens

L] Family

Wesk ] Others, specify

L1 Others, specify

If yes, identify

Allergies: [ Yes _2'16 ['] Medications

| Blood Transfusion [ ] Food

[T

DI EINIMIINIE: ....coicion:sc05:smmrmiinese

............................................. CQ:WJ«(fT

Name of the Doctor: ........1 2 ... RN |G-

Time Notified: ..... C(P’DZI'VL ...................... |

Doctor Notified on Admissiof” [ Yes [ /No

Past Medical History: Obtained From

(] Patient

[_] Family Member

| Medical Record [ Other (specify)

Past Medical History

Past Surgical History

Previous Hospital Admission

Gynecology Assessment: (| Not Applicable

Gynecology Surgical History:

Gyhﬁnulugical History:

Meratrusl HIBIBLY: i Caesarean Section: [INo [ Yes ‘ Contraceptives: [JNo [JYes
Cervical Cerclage: [INo [ Yes " Vaginal Discharge: [INo [1Yes

Onset of Menarche: ..., Ectopic Pregnancy: [1No [ Yes Post-Coital Bleeding: [ No Yes

Menstrual Cycle: #Regular [ Irregular | Myomectomy: [ONo [JYes Infertility: CONo OYe r

Last Menstrual Period: ............occovvinnnnnee Others: If Yes Type: (] Primary [ Secondary

Obstetric History: G......ccocvvverieeennnnn I S L s S R ATl e B

L D e S e, S ARSI S

Current Medication: 1 None [ Yes, If Yes, Fill the reconciliation form

Family History: _[_-No Abnormalities Detected

[ Heart Disease | Hypertension L Diabetes __| Stroke [1 Seizures [ ] Kidney disease ;
ORI - ETMI oo S s e B o] |
Vital Signs / Measurements: Temp: OLY;“(}I/ HR: X@ ..... RR: le
BP: u@/fa/ Weight: ............. Height: ........... BMI: ...
Pain Assessment: Pain: [ 1Yes [ INo (If Yes, complete the Pain Assessment/ Reassessment Form)

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

(PTO))




BAH-00284459 IP5-00176806
Mrs RAJSHREE JAIN

23-10-1982 43YIMOD (F)
Dr. PRANATHI REDDY A

LR

A PHYSICAL ASSESSMENT

General Appearance: _ ~Healthy CTill looking (] Anxious [ Agitated LT Others: «ovveie e,

Fall Assessment: ‘;lA‘e( Dﬂo/chore Q—P ...... (complete the Morse Fall Risk Assessment Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant

. Mobility problem [ ] Walking Problem _ ‘ Wty Detected

1 Developmental Delay I Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria
il
NUTRITIONAL SCREENING: Wnality Detected
[10verweight (] Poor Appetite > 3 Days LI Needs Therapeutic Diet.
CIUnder Weight L] Diabetes Mellitus L] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLO SCREENING:
_€alm & Cooperative I Restless L] Depressed L] Agitated "I Confused

ELOMOIS. iviseomivmzssssmsss st S s s R s et s St e o

Inform consultant for positive criteria

=]

Cultural & Spiritual Needs: [] Yes Ms SPOEIY et corcirissmniseneninsassasenssassiness Inform consultant for positive criteria.
SOCIAL SCREENING:

1. Marital Status: [JSingle [ W "IDivorced [ Widow

2. Special Habits: Smoker: [ | Yes 9[»0/ Alcohol Abuse: | ' Yes L)b/ Drug Abuse: Iu YW
\Social History: Lives With ................ T @Y, 2 NSO - .. N S

Orientation has been given regarding the following aspects:
Call Bell in Reach A _INo Waste Disposal Explained: =—¥es [ INo

Infusion Pump : ‘% No Hand Hygiene Explained: <=TYes [1No [ Others

Above information givento ..................... f ...........................................

Name of Person Orientation was givento: ....... 50 S TN ST e

Orientation NOLgIVen REASOM: .cc. i Dt sorssoss iaosssinsssbiss isiss ibeiassrassnsssiiors

Nurse Signature: ...

Nurse Name: ......coecvvveevenn ) . reezisl O
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Early Warning Observation Score Chart - Obstetrics

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

Date

Time 101112 10111}12

RESP
(write rate in
corresp. box)

> 30
21-30

0-10

Saturations

T O e e e SO R N R SO i o 1~ R IR T N S S A |

<94 %

Administered

0, (L/min.)

2, dwsay

40
39
38
37
36
35
<35

ajey Lea

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

ANssald poojg d1j0IsAs

190
180
170
160
150
140
130
120

110

100

S0
80
70
60
50

ainssald poojg ajoiselq

130
120
110
100
90
80
70
60

50 1
T RS R R SR R

NEURO
RESPONSE
£~

Alert I [ | T ]
Voice 5
| Pain

Unresponsive

URINE
mils / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

(@]
v

-

Nurse Initial Gu

v



Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

s N LE

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

Observations
Observations in 30 minutes

e .

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

e

* The Modified Early Warning Score (MEOWS)
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BY RAINGOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight'

Hospital
PA
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.

Route
LV

1 IVSite |
Thrombo-
phlebitis
Score

Output

Dréinage

Sign.
Nurse

Nature

of Fluid Urine

Date Time NG | Diarrhoea

Mouth N.G

08:00 am
09:00 am .

10:00 am l«‘—m
11:00 am 38 =

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
12:00 am
01:00 am
Total Intake :

02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am

p-
=3

Jjolo®

Total Output :

Total Qutput :

Total Output :

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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It takes a lot to treat the littie. Your Right to a Safe Delivery
[FLUID CHART]
S R h

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.
P ——— T

. Nature e ; 3 ; : Thrrnf'e't',’i%‘;'
Date | Time | ofFuid Route . NG | Diarrhoea | Vomit |Drainage | Urine | Phlebiti

Mouth LV N.G

Sign.
Nurse

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

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

CHECKLIST FOR THROMBOPHLEBITIS ospital oo oSS
12‘) v
DAY-1 DAY-2 -
S. No. SITE OBSERVATION STAGE / ACTION SCORE M E E M DAEY & N Remarks
. No signs of phlebitis /
1Y heal
1 site appears healthy Ohisaree calir 0 /Q
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula il
* Slight redness near IV Site
Two qf the 'followmg Signs Early stage of phlebitis /
3 are evident: Resite Cannula 2 -—
Pain at IV site Redness
All of the following Si
e gent? Ollowing Signs are Medium stage of phiebitis /
4 Pain along Path of cannula ?esnte Cannula Consider 3 .
Redness around Site Swelling reaiment
All of the following Signs are
avident and Extengiveg: Advanced stage of phlebitis or
5 Pain along Path of cannula the start of thrombophlebitis / 4 el
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness thrombophlebitis / 5 e
around Site Swelling palpable I(;I::]z:}tslgreatment Re site

Signature of the Nurse

Ged |

r

NOTE : Phebitis 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 of Shit In Charge :

L NAME oo

Docu. No. : RCHBH /FRM / CLINICAL / 137

Signature of Ward In Charge :

Signature : ........,. 7%

Name: V.G
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I////I///’///II/’I/I Hos pital . Bj RAINBOW HOSPITALS
/I[///[”//””// PAIN ASSESSMENT FORM .. | P
Fam w._.B z Modifying | Patient / Family y -
Date Time (0/10) Location Duration Acuity Character Faclor Ediceted Intervention Sign
\f\— 0 o [ Continuous | [ Acute () Sharp (] Dull J Increasing | [J Yes DA S %
‘),?) \Qﬁ n ( (0 paﬁ 0 [ Intermittent | [ Chronic 1 Aching [] Burning | [J Decreasing | [ No
V\)O [J Continuous | [J Acute [J Sharp [ Dull [J Increasing [J Yes VN .gﬁe/{' g__ﬁﬁa.\
7,‘5\3— Q&m D((D PGS/ | O Intermitent | O Chronic | T Aching () Buming | 1 Decreasing | C No olse exriator
! Q.
(! Continuous | [ Acute (7] Sharp (] Dull [J Increasing | [ Yes
(] Intermittent | 1 Chronic (] Aching (] Burning | [ Decreasing | [ No
[] Continuous | [] Acute (] Sharp (] Dull [ Increasing ] Yes
CJ Intermittent | (] Chronic ] Aching [] Burning | (] Decreasing | [J No
(] Continuous | [ Acute (] Sharp [ Dull 1 Increasing [ Yes
] Intermittent | (] Chronic [J Aching [7] Burning | [} Decreasing | [ No
[ Continuous | [ Acute (] Sharp [ Dull [ Increasing ] Yes
[ Intermittent | [J Chronic (] Aching (] Burning | [ Decreasing | (] No
[J Continuous | [ Acute (J Sharp [ Dull [ Increasing ] Yes
[J Intermittent | ] Chronic (] Aching [ Burning | [ Decreasing | [] No
] Continuous | [ Acute () Sharp (] Dull [] Increasing [J Yes
[J Intermittent | [ Chronic ) Aching (] Burning | [] Decreasing | [ No
[] Continuous | [ Acute (] Sharp [ Dull (] Increasing [] Yes
(] Intermittent | (] Chronic (1 Aching [ Burning | (] Decreasing | [ No
] Continuous | [ Acute (] Sharp [ Dull 1 Increasing | [ Yes
(] Intermittent | [ 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) At least every 2 hours for the first 24 hours by Then every 4 hours. m— - e - = 5 —
¢)  Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.
Docu.No: RCHBH /FRM / CLINICAL / 152 (RT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

20D ®®

No Hurt

] l 1 l ] l o | l | ]
I 1 1 1 I 1 1 I I 1
1 2 3 4 5 6 7 8 9 10
Worst
Possible Pain

Hurts Little Bit

Wong - Baker (Pediatrics) Above 7 Years

Hurts Littie More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
4 . 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
4 Laying quietly normal position, Squirming shifting back and 4
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,
Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability disractiblo
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BF, 820, | stimuli variability from normal for from baseline baseline, Sa0,ess 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 ventilator

>/
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It takes a lot to treat the ittie. Your Right to a Safe Delivery

Date :
Time :

23 4]

[ =

1. Gompre.. . mobile:

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

Nty in body or extremity position body or extremity position but unable changes in body or e.dremity position position without assistance.
without assistance. to completely turn self independently. independently. }
. 2. Chairfast : 3. Walks occasionally: 4. Al patients too young to ambulate;
ik Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : i i i i i tside th t least twi
of physical activity’ Confinad to’bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

and/or must be assisted into chair or
wheelchair."

assistance. Spends majority of each
shift in bed or chair.

day and insice room at least once every
2 hours during walking hours.

1. Completely limited:

Unrasponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

Sensory Perception

2. Very limited:

responds to only painful stimuli, cannot
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:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree L. Cmhumie fent

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

kir:? wr:(lchse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
. % r: :i s?l?re 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:

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.

Moves 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.

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."

i
a
g
4

M

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.

Nutritional Usual
food intake pattern

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
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.

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

Tissue Perfusion &
Oxygenation

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 | High Risk: 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




Support Surléces

severe pain or with additional risk factors.

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 Tuming 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 Apmiating feoeician dh s o ol
» Manage moisture, friction and shear 9p 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 S Ik
13-14 Moderate Risk Gel pads for high-risk areas
- Position patient at 30 degree lateral incline using foam wedges ;
Alternating pressure mattress overlay
LAl S . S - e e e e T L e LT e Sl 1, L' E 4
- 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

Alternating pressure mattress overlay




BAH-00264459

Mrs RAJSHREE JaIN 'PS-0017680 i;% ®
B101982 43y auoo Rainbow " Riles. o~
O, PRANATH mEDDy + " Children’s & BirthRight
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Morse Fall Risk Assessment Form R e i
Date / Time
Choose Highest Applicable Score from each Category o > I Cl_ Fall Risk Grading
History of Falling Yes 25 |
(immediately or w/in 3 months) No 0 Risk Level Mnmtzwl:aFllsl)Score Actien
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 ;
Furniture 30 Low ftisk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
Yes 20
IV / Heparin Lock or Saline . - ?— O Implement
> Moderate Risk | 25 - 50 Moderats Fall
A Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
ntal Status 1gn kis 2 :
- Oriented to own ability 0 Prevention
Intervention
Total Morse Fall Scale Score: a0
Signature g_‘_‘?;}gv
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions (] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) ] Hourly safety check
[] Ensure patients use their prescribed eye glasses if any, in the hospital (] Assess patient after visitors, leave to ensure safety measures in place
(] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
L) Use safety straps on stretchers and wheelchairs while transporting patients ('] Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCHBH / FRM / CLINICAL / 006
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NURSING CARE RECORD Hospital _ | ) zmusorims

Shift: iMoming C) Afternoon (1 Night ‘[- Date: 2. VI ..
ASSOBOIIOE: ..................coocrcomsinrersonesorsmmsoiiaraei] PO’O‘?M ....... %i mPﬂ.&nL w B PL e a4 L A R T
e | [ Maintain Airway and Oxygenation [J Relieve Pain & Discomfort [ Maintain Fluid Balance [J Improve Activity Tolerance [J Maintain Good Nutritional Status [ Maintain Skin Integrity
®= aintain Personal Hygiene /D_Bmem Infection Wmination Needs ~=TFnsure Safety Mmhulaﬁun Reduce Anxiety T Patient & Family Education
tify Potential Complications B

Time Plan of Care Time Implementation Evaluation

Dam [eP93e53 Hoo pacfilent |85, b Pasested H o @»anrag chfm';’

Qﬁp& afe P
G»@LW@,( C/‘-Q—(VL_,OQ“ D ‘@r’\g— C_@U\%“{Z 00 di o ; a%
)%F’O Mn{-ﬁ@/ u? '(Lta)ﬁL Sw) & PTGUfQ.Cﬂ yop € VT ! e
- vo s ole Q/O clhexd| 0.5 @P‘S‘Olffﬁd o

“Wivm
’ A\ / % o e
W/PN){’ m\av.aﬂe (_‘gﬂ,ﬂébégﬁ e :&Wi)lgeo/ & Mﬁ%

pPegistorn \'1"?\0 POQISICY)
: P Q g/
2pm e vTole pL nge{jq > :%‘@ pxovi e o1 Soc—feéj
Re-Assessment:

Date & Time: 2,3[(;}(7—'&@’/@?‘3

Docu. No: RCHBH /FRM / CLINICAL / 148
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NURSING CARE RECORD Hospital | () errueon s

Patient Sticker

172 oA e S A, N

Shift: [ Morning DAfternoon [J Night

D TN st o5 SR B A0 A W B DRSS i W s oo v s s 4 oo Ry sy B i g AR RN R 5
] Improve Activity Tolerance [ Maintain Good Nutritional Status ] Maintain Skin Integrity
(] Patient & Family Education

[J Maintain Fluid Balance
[ Ensure Safety [C] Early Ambulation Reduce Anxiety

[[] Relieve Pain & Discomfort
[] Meet Elimination Needs

[C] Maintain Airway and Oxygenation

[ %]
_g [J Maintain Personal Hygiene [C] Prevent Infection
& | [ Identify Potential Complications D1 ANY OOrS. SPBCHY. .....cccvvveisssiimasiniversssnasisnsensssanneiissnsissssssaenissasasevisns svasins srntesesnnssssssssensan
Time Plan of Care Time Implementation Evaluation
Ao ATSBESIBNL ... oo oo sseerenrnensisssmsrmrani S T S e e et e e e e e e R el B il b M e e
DIMIAT TIOMIE, s vmcsnoninovsancvinsiossas i s 4 R L T AL R Y eV S AT s S S S
Date & TIME: .o

TR ] O —— NUFSE NAIME: ...t sn e
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Department of Anaesthesiology Rainbow

pre.awaesTHEnevaLuamion  (ININIDIANY ~ G5aerer \ § SuhRine

1t takes a lot to treat the little. Your Right to a Safe Delivery

Name: . MYZ.: Risanee. QALD... age: . W2V sex Semales - o o MYH’VDJLQ‘—!'&F’I :
Date: ..... 3249;”2‘\? ........................ Time: ...... gfbff"ﬂ ..... Proposed Operation: ... CA) PR AT Boumnavade. d 1
Ceapfnrom
Diagnosis: ............ A VA~ L fV\.ﬂr\, L NI (31 At e 0 T 5> AR E SR M b R
B.P/ CRT: ‘mf?% HR: ’%ﬁ;ﬁ Weight: ........... ASA Physical Status: 11 =2 013 004 005
Laboratory Data:
Hal: e e T T2 W S PYOLRIN. v itivsssseisinswnens o | b S 1 42 RN .
BV e 1) T ST R S B BBS ARt EGBmis . ne
WBC: O b e o e - 5 - e HEN: s . i g 5 | A I S
: [ AR I 318 5 [ Blood group: .............. Stress/Anglo: .........c.......
i nemen s VARETY T EOEE sncissnmssisieg T8 s e d OthiEE . i
4 S S ey S AlPhOS: ...ccoeenvncrenennnid Ta it invminisce o
17 3 A AMYIASE: ......cciciiiisinianis T atl s, o
et TR e SGOT/SEPT: ....coovrvmrrannnsns Allergies: UIC/DA i
Medical History: CVS:
RESP - / Diabetes : () .
dindk [ U | eant
Renal :
Hepatic / GE : / Physical Activity: ML 7w
Others : g :
Past Anaesthetic History: Vp 2Lece L Wy,
Physical Exam:

Airway: MP f 2\34 Mouth Opening:  27)”  Mentohyoid Distance: (i\.)) Neck: @ Teeth:jw 1
wgs: YN (D, o s

Heart: "1 (,)_ﬁ.)
o el e
Pregnant: [] Yes CNo 1 NA Venous Access Site : A CCLIA{Spine Exam for regional : Q\) /)

Anaesthetic Plan: 0 MAC Gﬂﬁlonm [ GA-ETT [ILMA

Peri-Operative Plan Explained to the Patient: aﬂfe/s 0 No

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

Water / ORS 2 Hours il l/\,( -
2. NiL DF:{m‘<:0thers 6 Hours Wt — L.B—M \,DW,“ ,
3. Informed Consent: [@-8fandard [ High Risk
4. Post Operative Pain Management: (g _Biscussed with Patient
5. Other Instructions:

Signature: ........... ‘82 ............. ame: .. R NIRRT ..ot i s e

Docu. No. : RCHBH /FRM / CLINICAL / 044
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Pre Induction Assessment:

ANAESTHESIA CHART

"
Rainbow®
Children’s
Hospital

It takes a lot to treat the litte.

g e

Your Right to a Safe Delivery

1

Change in Patient Condition: CJ Yes 4++'No Fasting Status: M\U W
Physical Status: @/Patient Identified €I/Consent Present E/Cfgh Reviewed
- 0
H.R: & [ B.P/CRT: (D ]75, [ Sp0; e Y. [RR: 1 [LastFeed: Y M
— I \:) [ve
Pre-OP Dlagn05|s &,4‘ 28 A C M Operation: ... \:.MAM&. 1% 1@“’)@\ Date: ....... Q_?, *)")
. Vv
Surgeon: ...... ’_‘l: N — Anaesthesiologist: . MM nician: ....... p...w
TIME P Y |
N,O /AIR /O, LPM “A —
HALO /SO /SEVO Y Antibiotic
Drugs:
o ) P " T
> | B0 Suppository
gt
T 1 ‘@
i
Blood Loss
FI0,/ Sa0 ; Q“‘I‘ n 0 [iee,
ETCO, I’ b B Q‘
ECG e
Temp
Urine Output NOTES
£3 =
=3 - y
BP 280
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 55
Tourniguet on Time
Touniquet off Time 150
140
Throat Pack In
Throat Pack Out 120‘ y.
100 AR
80
60 -
40
20
10
0
ABG
LAB Values
GRES
Others

1 Equipment Checkedand | Temp: l-rgflw/ Regional:

Functional [J HME [] Fluid Warmer v ] Inhal i BDROIN: .G

LJ—8pP p [J Cling Film _="0H Warmer ] Pre 0, [JIRSI [J Caudal
[J  Cuff Site: . K\IL/ [ Hugger's ] Cotton Wool ] Others -

l:‘ Art Sity Other o
- e Il.iad S 0 = Thask 7 SGA Position: N\........
O] Temp Site Times: ﬂ [ S—-— ] Airway O Oral [ Nasal Shte: ........\,.....
iy PV AT (er (S, TR ETT# ....omnsiige Bhossnnionionans BIN Noodle Siz8: ... \...cceemeneses

—_Ho;Monitor

/!{,:gﬂentMon'rtor OP Start: .. [J Oral DNas.aI [ Cuff Parasthesia []Y

[ Pulse Oximeter OP End: . . TS - [J Tracheostomy [] Topical Catheter at ki ... N,

" Capnograph Leave OR ﬂ ----- %QM L1 DRI e Drug Name & CONC: ... \.v..ovvvvvenvverenn Ngorererereseces
1 Ventilator Anagsttiesia: (] Awake (] Direct Vision ) T
[J  Nerve Stingulatr GA [C] Video Laryngoscopy [} Stylette / Bougie INFUSION: ..o

u? [J Monitored Anaesthesia Care []] Fiberoptic ;
Position: ..., b A O Regi . BIGCK LIVBL: ..o inessminsansanss
egional Blade# ............... Attempts: ..
/""-Pressure Foins Che(:ud U Difficulty Why? ms SO .t mipors
Line (Size & Location) Wm
Eyo Care: 1y flat = BS ACU clicy {1 Other
Q Oint CIART: «.ovcocrnsssnsressspsssssssssasissos [ Semi-Closéd Circle Relaxant Reversed \[] Yes
= T Ow: [ Closed Circle
[ Padding O O Other Name of the Doctor .. §. 1.5,
] Awake O _
t i Signature of the Doctor ©...{.... ¥ ..ccoenn)o.
e — LS
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Dr, PRANATH RESEE 2 Rainbow"® &
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N T Raineow” | @ BirthRight
o Hospital 8Y RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
Received in PACU by : ............. %‘ ..................... Time Received : ....... {‘b/("\ ............. Time Discharged : .............cccouve....
F i 2|
250 250 e
b7 L A A i IV Cannula Site : %
w 230 230 | [] OMask asal Prongs
= gfg gfg [ Tracheostomy [ T-Piece
4 200 200 | [ Oral Airway [[] Nasal Airway
= 190 190
= 180 180
o 170 170 | Vomiting : ] Yes CINo 1 L (s W e
= 160 160 :
= 150 150 | NG Tube: [ Yes [INo
140 140 .
x o - heons Drain: O Yes [JNo
120 120 Urinary Catheter: [] Yes [] No
i 110[ 110
o 100 100 Chest Tube: [JYes [JNo
= 90 i T 90
@ o} : 1 pos Nil Oral [ Yes CINo
. % 50 50 Oral Feeds: ................
o 40 40
v 30 30
20 4 20
1019 i E 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 out SCORING INTERPRETATION
Able to move 4 ities volunta d =2 = : :
Aole 1o ﬁﬁ:izmmii tﬂ.ﬂm"’m s =1 ACTVITY A \ A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 42— G Discharge
Sble to deap! hmagvg & cough freely =2
lyspnea or limited breathing =1 RESPIRATION
. =0 (g Exceptions to this, are to be explained in the
P + i = " . PR
S o o B i (- i space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0 ;T <
Fully awake =2
Arousabl I =1 CONSCIOUSNESS
N | =] i ) s Bl 1
Pink =2
Pale, dusky, blotchy, jaundiced, oth =1 COLOR
C;anotr:ky i =0 L ™~
TOTAL M1 0 ™
. PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

wht wi | © - e,

Pain Tool Used: [ NPASS [J FLACC [J Wong Baker 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
c.  Prior to pain reliving intervention
d.  With in 30-60 minutes after pain relief intervention

Anaesthesiologist Name :
| Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:
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- . \d
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Your Right to a Safe Delivery

EPIDURAL ANALGESIA RECORD ‘
DAte: ousovipivimssssnsnsranadodibineg | TR ... AT s PO domm D 2 st faimndmimibiniimssssemibse
CSE /Spinal /Epidural 5551 1| B — 5 B s I S Technique (LOR/LOS) ..o
DRI 2...cocoininissanncicn Catheter at SKin: ......cccccoevveveeriecineccnan AROMPES © ottt
Parasthesia:: Yos/NO IF V85 GBIAIIS | .....ivicimeiiisiiiisiisinmsnsssssissasnissimssssssssgignossssissmssase bosssmesraraseasasmamsathaf besssasssannrescasasnss
SOIULION COMPOSIION : .....coevivevicreersrasesensesseseetsesesss et tre bbb e b e e s e s s R s e sa e s e R et s RS E bbbt a0
Any other issues :
. [ SO ST SO SIS SRR URIOS Ao 1 ot i T e e
B i siomssesindesisisnsussasms bt v ooy b g LY SRR esa R s s e RS O

Time Inﬂ:'sril?/“rf;ate Bolus (ml) Leﬂlev':il Ll FHR Comments

ght | BP | Pulse

Delivery Details : ~ Time : ..ccocoveeeevveenenene APGAR: ......covvevinns SVD / Instrumental / LSCS (if LSCS Details)
Gathater Hemovdd DA TID INSPOBESDL: i womsissiinte nmmsorsss rannsasansnssinsinsssshilasssamd i o EANR R RN S s TR A
PR B R B N o s A R T R T R S S T s S

Discharge /Shifting ordered by
FIGETT BIIAATHIET 1. orerneeiei st ctreraenpnsemm i e rprms s
0T (o] = T - SRR

Date and TIME : ..oveeeeeeieeeeeeeeeee e e e e e et aaaaaeans




Surgeon : p‘ ......

Asst. Surgeon : .
Anaesthetist :

SURGICAL
SAFETY CHECKLIST

Scrub Nurse : . &Ve.... Ao Aind o

Mrs RP-JBH!\;--. s —‘( 9“00 (F)

D L In-time : ﬂ[m Outime : ....[ Q.S:..J.—ﬁzf.

S‘”“’”‘”‘ﬁl \\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ ------ ik il E:'ii Ry

Before Induction of Anaesthesia » »

Before Skin Incision > »

Before Patient Leaves Operating Room

Does Patient have a:

OYes BN/

OYes M

Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

OYes B’(ODNA
C1Yes NG CINA

OYes Z\QIDNA

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss?

OYes 9No CNA
Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? CYes D,Ne’ﬁNA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

issues or any Concerns? Mﬂ OJNA
Is Essential Imaging Displayed?

EDIGFS' CNo CONA
Power Supply, Earthing, Power Backup
and functioning of equipment checked. __J¥es T'No

SIGNIN  Time....3,.. 25| TIME OUT Time.... ] L0 SIGNOUT  Time:...[2."\ D0
I L4

Patient Has Confirmed J Confirm all team members have Nurse Verbally Confirms with the Team:

Identity Yes CINo introduced themselves by Name and Role CYes CJNo The Name of the Procedure Recorded aﬁj No

Site es CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure _=Yes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) es CINo CNA

Consent _#Ves ONo 5 Correct Patient (Check ID Band) _-&¥es CINo The Specimen is Labelled (inciuding
Site Marked OYes CINo E—P( Correct Site /zr@ CONo patient name) C¥es CINo COONA
Anaesthesia Safety Check Completed  (1¥¢§ C1No Skihect Baiacins /D,,ES/D No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning &Yés CINo Problems to be addressed

OYes DW

To Surgeon, Anaesthetist and Nurse:

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

OYes Dﬁ/-r

SIGNARIND <., covevovvssoniy s

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

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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SURGICAL -,
SREEFGHEURMIST | o e

\

Patient Name : ......cccccooveenrcereciniinnens ‘Age e seriviigin Gender: .........
o |11 — ST 4T ) R
Date: ot |11 1S E—— (0]1; 21| e mpmm——

%
Rainbow* 5 4ot
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS
I takes a lot o treat the Iite. Your Right ta a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Timeioooee

SIGN OUT  Time:

Patient Has Confirmed
Identity OYes CONo
Site OYes CONo
Procedure CYes CINo
Consent OYes ONo
Site Marked OYes CINo CINA
Anaesthesia Safety Check Completed ~ CT'Yes CTINo

Pulse Oximeter on Patient & Functioning CYes CNo
Does Patient have a:

Known Allergy? OYes ONo
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available
Risk of > 500mI Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned
Blood Units Reserved

Has Antibiotic Prophylaxis been g'i'\_fen
within the last 60 minutes?

COYes CONo O NA
OYes ONo CNA

OYes ONo O NA

Confirm all team members have
introduced themselves by Name and Role 0 Yes O No

Surgeon, Anaesthesia Professional and
Nurse Verbally Confirm

Correct Patient (Check ID Band)

Correct Site

Correct Procedure
Anticipated Critical Events
Surgeon Reviews:

What e Critical or Unexpected
S, Operative Duration,
Anticipated Blood Loss?

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? (CYes CINo CINA
Nursing Team Reviews:

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.

DYes ONo CINA

CYes CONo CINA
OYes TONo COINA

OYes CINo

OYes CINo

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

The Specimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

CYes CONo CINA
OYes ONo CONA

OYes ONo T NA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? CYes CNo

Doc. No. : RCHBH/ FRM / GLINICAL / 111
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CONSENT FOR SPECIAL PROCEDURES Lo ol

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

Patient Name : ... MW M Wm/ ...................................................................... Gender: [] M emale
UHID No : FJA'H = D‘lﬁ‘j D]'Q 7] Department : ...... %01 ........................................... Date : ,,Z

% Mg I 5/9/W/0 @14 Aoacth, Idne
Here by give consent for procedure of : . Wﬂ’ﬂﬂ/ T MW W(Wﬂ(ﬂ/ ......................
For my patient, Named : ........... > M{ ﬂ, (M A

- ™e doctors have clearly explained td me that the procedure has following possible complications:

| have understood the matter mentioned above in language known to me and give consent for the procedure.

Name of the Doctor performing the procedure: %P‘YMM%

- Patient Attendan Witness :
RO ,.ocofiin e iesiimcivoins ousig . 2/ ................. SIONEIN < B il B s

R Sddnanlly... Fas.. Name : ........Aa \jW"“

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

Relationship with Patient: ......... J’WW ............ Date & Time: ........3). g\ﬂ’\?@&alom
Date & Time : .................. "B{B@V@Q{OM

Doctor (who fis taking the consent) :

Signature : Q ....................... Th A
&Wuw %&( e M ................ -

Date & Time : 'Q%/‘J] ﬂ‘fﬂ/

oa&; cTina AH1RE, 4108w

Docu. No. : RCHBH /FRM / CLINICAL / 019
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INFORMED CONSENT FOR SURGERY OR T \\\\\\\\\\\\\\\\\\\\\\\\\\\\\ Right
SPECIAL PROCEDURE i | G o

It tokes a fof o treat the fitte. Your Right to a Safe Delivery

Patient Name : W Jm ........... Gender: ! Male ‘/Peﬁale Age: ... ’V, .....................
UHID No - Uv M= DUMW’(?I oate ... A 5111 )24

Inslruction:

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.

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

TRyl o Lddetion.

N 7177/ Y o

. have been advised of the benefits and réason 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 followsng compllcatlons though rare are possible and will not hold Surgeon, Anesthesiologist or

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

u
Name of the Doctor who is performing the Surgery / Procedure: ... p{ é Q/MVIHM

Consentee : Patient Attendant ;

Signature : ....... %?L .................... SIONBRING - ..o Bt comernirisesitil % ..............
Name : ..... @%{/ Name : f{&ﬁkq&\/‘j%ﬂ .............................

Date & Time : %l‘%/?/" g Relationship with Patient; SHwberd:
e/a\ . Date & Time : Q(ﬂg/ﬂ‘w_)m .................

Witness :

SIQNALUTE : w.ooooveeeereeeen. M’I ..................

Date & TiME & vvovvvveeveeerrns Y o Ly Gl vt ,Q -1% y /’ |%
Docu. No. : RCHBH /FRM / CLINICAL / 027 W
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It takes a lot to treat the litte. Your Right to a Safe Delivery
CONSENT FOR ANAESTHESIA
Authorization By: & Patient [ Patient Attendant
OPerative Procedure: ................. .o bR CLAG L. X CEDAT) o AR T R O SO e A
Anaesthesiologist: .... [0, W0 Y2 s Surgeon: WPW\%W .................................

Please read this before you consent for Anaesthesia

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and
does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief 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.

[J Heart Disease [0 Hypertension [ Diabetes [0 Renal Failure [ Multi Organ Failure  [J Hepatic Disorders
[J Shock [J Obesity [J Chronic Obstructive Pulmonary Disease

01 Others ............ DLARY AN J!P)MDDLWPM' ...................................................................

Declaration by Patient Attendant
o | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
[0 Regional Anaesthesia [ General Anaesthesia [J Monitored Anaesthesia Care

o |understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some
injury at the site of injections, temporary breathing difficulties, allergic reactions, headaches, 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.

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

o | acknowledge that | fully understand 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.

Patient / PW Witness: @
Signature: ..... - SIONANUIE: oo i sirsinaiirtis it st e s ioiv iy
Name: ....1. deMh Name; «.....c.icma V .............................................................
Relationship With Patient: ......... oo Date & Ti o‘l \ \ R AN A
elationship with patien a/[% - ate & Time @ %1&@ % .
Date & TIME: ...oorrrererren (),&\( § @ﬂlpp\m

Doctor (who is taking consent):

Signature: ...... B/ ............... Name: I MoVINBRTUS. Date QU ... Tfmeé*_'lﬂl\/w

Docu. No. : RCH /FRM / CLINICAL / 021 (26) ‘ (PT.0)
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CONSENT FOR PROCED'JRAL SEDATION

Authorization By: \(-Pafient  [J Patient Attendant

|, the undersigned do hereby acknowledge the following:

» | have been made aware by the doctors in language known to me the details of sedation planned for the procedure

VoA T QoI VAL (b &AM

| =

= | have been made aware of the possible complications from the procedure of sedation as follows:

e (Changes in heart rate, blood pressure, need for oxygen supplementation, allergic reactions, upper airway obstruction,
‘aryngospasm, conversion to general anaesthesia

« have been made aware that the sedation is being advised to relieve pain and anxiety during the procedure. It will help me remain
calm, comfortable, and cooperative, allowing the procedure to be performed smoothly and safely.

* | have been clearly explained about the benefits, risk, and alternative of the sedation which is General Anaesthesia.
* | authorize Dr. @ WA p A Aqu AN - and his / her team to perform the procedural sedation
upon the patient / myself.

» | acknowledge that | fully understand 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.

Patient / Patient Attendant: Witness:

&

T 1 S A SR R L A A T T
Name: .....: g o eetn Jre
Date & Time: ....... 2.2 . FH ... G N
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' It takes a lot to treat the little. Your Right to a Safe Delivery
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