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~ SURGERY DETAILS

Date : ‘7]4[-?00?}: .................
Pati;nt Name: MX&DMP[\TM Date of Birth: blbg,‘&om Age: LR
Gender: ......... e« ward: ... QR G.OT ... UHID No.. JSI}H -©00ks” AL 3L

Date of Surgery: ... ’11’]!% . 0JOT-1 CJOT-2 [JOT-3 (JOT-4 (0BG OT-1 /BG 0T-2

Name of the Surgery : Ghni»qﬂm,( ............. 4}2:_.;% Sﬁa meands... . Cedatcanm....SEedinn ’

Time in ©........ 'P/\' &—Q@"" ..... Time Out :........ > S 60“"’] ............

1. Surgeon

2. Anaesthetist

3. Assistant Surgeon :...% 7.

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

4. OT Technician

5. Circulating Nurse

6. Assistant Nurse

Special Equipment: [ ] Laparascopy (] Broncoscope [ Harmonic (| Morcelator
] C-ARM ("] Cystoscopy 1 Versa Point (1 Liver Cusa

[ ] Neuro Cusa ] OIS .....coveoiisistinssmnstuns Bapatbener o2

Aé.wp 20 HRura '?swc&
Signature ofth urgeon Signature of Circulating Nurse

Order No: 4646465 Order by: %’\‘ L
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T CONSUMABLES OF OT ' —fiw. | WPnacicrcss
O R Technician : ... LA2LSONAZ + page: A 1"/{%’ e e
Adyesthesia Disposables suot Y ueea | Surgical Disposables L Dlsposables (Baby Side) | OV
ET tube Major Pack‘} Aee De O ' Inj Vit.K /i 27—
LMA Sutures 2%, 47 _ Cord Clamp 10|
ECG leads t@/ P/N 0 0.2 b 4 oq Suctilon Catheter <" C’]L .
HME filter : A/ P/ N . 2162 © ) Feeding Tube i o o
Syringes : 10 cc Vaccum Suction Set _16)
05 cc Gloves =l Surgical Gloves L
D‘S ':!- 3 é 2 2"‘\' 21r I é L o] ,@%/.
02 cc o3 pp. 1 | Gauze Pack ~ Lt —
s o inge Twfl 7 o P
01 cc Syringe 1wl / 2ml N o) P2
. : ! e
Cautery plate f@/ P/N o) | Surgical blade 3 ) ©) Surgical !3Iade s A | /C{/
IV set NG tube Koochies (S) US| s
RL 0% | Cautery pencil v 0) _ o o
: |
NS : 10mi / 10mi / 500mi / 1000mI 101 | Koochies Jo{ Q) e
Muals plYe | | Ointments | ,0t9
! . S
€ ple \oine o] | Suction Catheter o
Fentanyl | " | cap, Mask lgHC A Ceerestre
Morphine Gauze Pack o
Ketamine Mop Pack L
Propofol Steristrip K 'LE/U\"I‘QML Ol
Rocuronium Underpad pe)
Glycopyrolate © ] | Draw sheet }ak)‘l%;t o
Myopyrolate Abgel
Ondansetron ©| | Foleys catheter
Pencan 25g/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics * “T~ane war oL | Bandage
.o o) | Tegaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg : 2] | Vaccum Suction set Ot
Justin : 12.5 mg / 25mg / 100mg o Plastic Bed Sheet
Tab. Misoprost : 200mg o - | Betadine Solution )2
1 ; Microshield ;
oxulo oin 03 ! |
BauA p £ Cotton Balls o |
na Mekhoro ), o[ | Latex Gloves
/ Ramdione Scrub
02 nase (A) oL | Sl Oipa-

Surgeon
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% . Rainbow Children's Hospital - Banjara Hills
Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, B
Children's _ B o | ,Telangana, India ,500034.
Hospital "™ TEL NO :+91-40-4466 5555

ospitals.in

 ADMISSION SHEET

Registration Details :

IR R AR IR RLITRY FRR I

Admission No : IP5-00176121 Admit Dates : 08-Jul-2026 Admit Time :08:26 PM UHID : BAH-00657536
Patient Details :
Patient Name : Mrs DELPHINE SAMARPANA U Age :256Y3M27D
]
Guardian : Mr ERAGAM REDDY ROHITI-] REDDY DOB : 11-03-2001
Gender : Female | Religion
Occupation | Martial Status  : Married
ddress (H) - #PLOT NO 34, 3-6-V/34, VIVEKANANDA Phone No : 7386868018/ 9989951592
NAGAR COLONY NEAR VENKATESHWARA 2
SWAMY TEMPLE Kukatpally Hyderabad E-mall : NOMAIHID@GMAIL.COM
Telangana INDIA 500072
Admission Details :
Bed Type : SHARED WARD Bed No :SW 416 . Ward Name :4F-BIRTHING CENTRE
Room No : SW416 Admission Type : First Visit

Contact Details :

Name : Mr ERAGAM REDDY ROHITH REDDY Relationship

Contact Address : #PLOT NO 34, 3-6-V/34, VIVEKANANDA Phone No
NAGAR COLONY NEAR VENKATESHWARA

SWAMY TEMPLE Kukatpally Hyderabad

Telangana INDIA 500072

: Husband
: 7386868018 / 9989951592

\Eé

Signature

Dc'tctor Details :

Doctor Name : Dr. HIMABINDU VEERLA

Specialisation

Referral Doctor : Self

Phone No
Co-Consultant

: OBSTETRICS AND GYNECOLOGY

¥

Payment Details : Deposit Amount

Payment Mode :Cash Payor Name

*:0.00

: MEDI ASSIST INSURANCE TPA PVT
LTD

\Printed Date / Time : 08/07/2026 20:27 Printed By : 018621
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ACTIVITY RECORD FOR BILLING

Name:__ __ BAH-00657536 PEO076121 o sesnaeiti e e chmein Blan s B i
Mrs DELPHINE SAMARPANA U
UHI b ;)1 [::-;:o; NDU veisnii ~ 1= Consultant: Dept I
0 1 T T
Date of Admission: _ MR- e b e Date of Discharge : _ _ _ _ L7 RO Y
o /BedNo ;- . G R (2 Suggested Billablebed type : _ __ ________ __
WARD TRANSFERS
Date Time From To Signature of Nurse
gitlec|  spv RR-AT_ | OT L
L ' /
qq:}'M 206 O—[: mLCO é"’j
0)\'7\ C,-'@:J 08¢ wi | Koon~ 33D M

Cross Consultation Visit

Doctors Name

Date Order No. Signature

y/
7

D, Tbuere  Hoavan (PD| 16/7/22¢ 992409 e&‘\

9

10
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INVESTIGATIONS

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

Date Procedure Quantity Order No. Signature
dr | Ty placement \ Q693945 [Tonre,
i T
phe A§As0 4 S | Lovpms
C %Ul.—\ea‘q?%‘cll q(ap)gk() WA —T
‘/; M_/
C/\/
ANY OTHER INFORMATION
Date Time Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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MHRECETY TR Cainbows | @ BirthRight
IP ADMISSION SHEET FOR OBSTETRICS
Presenting Complaints LMP: 21020 Ak EDD:
~or 10C Corrected EDD: 4 T &6 GA: 4% kg
Obstetric Formula: Menstrual History: Regular: [1}-Yes [] No

%MW Obstetric Examination

Obstetric Hostory: 1
Fundal Height: v

Ut Activity: Relaxed [JMild  [JMod [JSevere
Present Pregnancy Record: Liquor: —FT Adequate [ Oligo ] Poly

1 da - Shortauwe oS
ﬁfmﬁ oA Sp : PP: _7] Cephalic  []Breech  Others
[ him . Yl
& Head Fifths Palpable: /§
,0 &
RISK FACTORS: (000 kLA @ 34 FHS: [(1Normal [ Tachy [JBrady [ Absent
£ ™
Per Speculum Examination
Draining: []Present [ Absent [] Bleeding
Colour of Liquor: [ Clear ] Meconium [ Blood Stained
Vaginal Examination
. / Cervix: Vel i.ong [] Partially effaced [ | Effaced
Height: .....[2%... cm
Weight: .. 771, kg 0s: Closed | Dilated
. K
A"erg'es. ................N......D...A.. .......................... MembraHES- '[:l PrEsent D Absent

Breast: ﬂNbrmaI (1 Abnormal
General Examination: M
Consciousness: /s Pallor: sbment

Liquor: - [ Clear [ ] Meconium [ Blood Stained
Presenting Part: [_]Vertex [1 Breech [ Others

lcterus:  pfpqf  Edema:  coml  Sutton: G073 0-2 0400 0+1 0O+2
Temp: mle PR g3 penis: [] Adequate ] Doubtful
BP: url?s ?) DTR: Apwiesf o
cvs: S S8 RS . BlAWARSED) unc/
Liver/Spleen: A Urine Output: Nowws! <Pl
., SV - : .
- DIAGNOW ------------------------- Al ﬂéf’/yy\ﬂﬂ_ ---------------------- -
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MRRCHES L

Family History: Surgical History:
NC/ el
Medical History: , Medication History:
Mo P N
Luenlidhm M.
Plan of Care: Investigations:
- M faom # il
NSl o b 3l 411 1as
o W = P :a-éf &’,qwfuaaﬁ/
WM A
W sl - NF-.
- Covmb 10 (2leke

\ \/%'Md pirth
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FICIENCY CHECK LIST OF CASE SHEET

\

Dr. Himag 3M29p

i

Sl.No. List of Records No. of Pages Legibility Completeness Remarks

1 | Admission sheet 1

2 | Discharge Summary R | fb ).
3 | Nursing Initial-assessment et ) KRN
4 | Patient Transfer form Fiss
5 | In-patient Medical record el
6 | Doctors progress sheets *

7 | Nursing plan of care and handover sheets /
8 Consultation sheet

9 General consent for treatment !

10 | Consent for Surgery I

11 Consent for blood transfusion
19 Consent for chemotherapy
13 | Consent for high risk

14 Consent for Restraint

15 LAMA consent

16 | Consent for special procedure / Sedation 1

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) 1
22 | Neonatal Admission/Delivery/Physical Exam
23 | Medication Reconciliation o
24 | Emergency Triagerecord 0 %, 3E
25 | Pre operative check list B ; /
26 | Surgical safety checklist LS
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 o P ]
40 | PICU bed formula Dilution feeds #p7 L2 V| ——
41 | Gastro monitoring chart Pogh . LA
42 | Rch ED doctors note il oty i

; 43 | BP Monitoring chart 00/,e .

‘ 44 | RBSmonitoringchat ~ VOU/ M~ | )

!._ U,

Total No. of Pages A4 ¢k
(] ez o
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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
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T 5| @ s

CAESAREAN SECTION OPERATIVE NOTES

q“%

Surgeon’s Name: P n\% o Date of Delivery: 4 { -_-;,[ me
Assistant Surgeon: - é’w& Time of Delivery: 91 1\ 214
Anagsthetist's Name: ufD,, Q. ot Gender of Baby: Co rr\#{ﬂi 3
Type of Anaesthesia: Ji CA J Weight of Baby: 2 ,]g p I o T+
Neonatologist: { D5 . 12, 10 © AGPAR Score: 4| (D
Scrub Nurse: g A - Loy NICU Admission: O Yes =0
Pre-Operative Diagnosis: ‘Ph,m " @ 2af 23["2!
O] Elective a/ﬁne/m]ency Indication: Mm~pwdre£4:mc‘ag!qbﬁt ,
Urgency

O Immediate Threat to life of woman or fetus

—=Maternal or fetal compromise not immediately life threatening
) No maternal or fetal compromise but needs early delivery
(] Delivery timed to suit woman and staff

DI sicinsesssssdhpmessasshusassasartinebrcluecterinepnssmensmussnissssne Knief 10 rBCTUS: ...t

Surgical Procedure: Em uc;m:l mewkej Pont Cetcueoir Seodiy.

Post Operative Diagnosis:

Yo D~ . LS an

Peri-Operative Complications: il

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

Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCHBH /FRM / CLINICAL / 155 (PT.0



Examination Findings when Appropriate:

Presentation: .+Cephalic [ Breech [ Other ................... CBFViC&FDiE!?&ﬁEEZ ............................................ cm
SRS R S TERRD il Fetal POSTHON: ............o...... 0 RS, ;
Station:=f7-3 0O-2 O-1 OO0 O+1 0O+2 Moulding: CINone i+ [CI++ [+++
Caput: O+ [CI++ []+++ ; Meconium: [CJNone [+ [J++ O+++
Bladder Catheterized : __J-¥es— [ No Urine: LI Clear [ Blood Stained

Skin Incision:  .=Pfannensteil ] Transverse _1 Midline I .. icatciintasesannnannessneroiibogs
Uterine Incision: =T Lower Segment ] Classical “linverted T 1 J Incision

Previous Scar:  “tact LI Thinnedout “1 Ruptured NoScar

Incision Through Placenta: <[] Yes =10

Delivery of head: -=tanual ] Forceps

Liquor: (f}elﬁr L] Meconium: [} CI CH - CIBlood [ Offensive [ Not Offensive
Delivery of Placenta: 1 Manual Gt +~rComplete [l Incomplete (] Piecemeal
Cord Appearance: NMDJ ........................................ Cord around the neck [1Yes (NG
Appearance of placenta: .................. l\) ................................................ Cavity explored _¥es [INo

Uterus, tubes and ovaries: yormal 1 Not Normal Sterilization: [Yes (CLNO

Uterine Closure: 1 One Layer L-TWo LR e e Ne...... im:z.wf. MAN...... Suture
Peritoneal Closure:  \(_-Pévic CJ Abdominal =1 None NQZ“C’VO;Q"‘TJW w24, Suture
SRR o o NETORMENE R R T e ... Tu(‘uﬁl Suture
PRGN s [THO . 8 & i amietX s..2 '—ptfb;()fvb'y(v Suture
Skin Closure: S 8tbcuticular T Mattress ... Aa...... ,Lm.ymfp.d.ubﬁt(.. Suture
Vagineal Evacuated ~7Yes [ No

Drain: CYes .0 I Removein ..........ccocvvnnee days [ Await instructions
Ctheter —=Yes [INo [JRemovein.....-2.kx...days [ Await instructions

Swap & Instruments count correct? [_¥es [J No [ Post-op Antibiotics @ —="Yes [INo
Intra-Operative Antibiotics Cover;: —="Yés [ No [ Thromboprophylaxis —TYes [INo

Doctor Name: W\JHWO&@DXWC]L Doctor Signature: ... =\ Opu ..............................
Date & Time: QJ")"PD_{\);Q-?)@%M ¥
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Patient Sticker Or. uMAllunuv. ® Children’s ‘BwthRight‘

Il IHHHHIIIMIIHMIIIIIMM Hoseial. | @RS
POST-SURGICAL CARE PLAN FORM

Procedure Done: .............. YV DO Carnen....cegpaent..... caboreon.. Sduns....
Post-Surgical Diagnosis: ..............c..o...: b ... Bl 9y 0 RGOSR Ly (UTUNE WSO, 00 .

Post-Operative Monitoring Parameters /Frequency:

— Ol pelepo, (7o [elp b m‘"‘“ ZZ p@y Lbe Elb .

Wound Care: Poc ZL

(\D% s Lefln

Drain /Special Lines/Catheters:
— [V Grole. w2400y

Special Patient Positioning and Requirements:

—_—

Nutritional Instructions:
g QM K 4 "‘6 Liarry

When to Start Mobilization:

C*-;%u e | 5Ny Lf/‘*—”—‘*l )

Special Referrals:

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

“Yes O No

Any Other Post-Operative Care Needed including Required Follow Up
—

A—du (- powa biady

Treating Surgeon

(Signature & Stamp) Date: 4]/%—[&4: Time: 0)((:?9’7

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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Pr. HIMABINDU VEERLA Rain

| f ildren’s | @ BirthRight
Sl [ T — © Hiospital - | (g rementus
RESULT SHEET

\

L

=

Date 4 FH L4
Time
Hb 12 Y
PCV 3
- 2wl
WBC 400
N/L
Platelets €
CRP :
ESR
PCT
RBS
Na

K

Cl
Ca/Mg
Phosphate P
Urea '
Creatinine
ALP
SGPT
SGOT
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio | |
Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

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

Time

CUE - Alb

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

Stool Pus Cell ; "
OVA/ Cyst
Occult Blood

Bl Povping > pMvC

T —\4&9&6‘ Y

ST T RO OSSR Siar VLT RSt I A SATELG TR N ‘

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

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

Radiology : o 7 MM b 1 Lo G T ot SN, - o S RN S L SRS

T R ORI TP 2 Sl 0 L S I i85

OURIS (ERERRRIREAET SUIIIE G10.,) : ...ccoruecorissusiusavissivinses s Heiistess tsdlbesssessssisbuasssranssssnssassasaessasese
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MEDICATION RECONCILIATION FORM
Drug AllErgies: ..........ccoveveeeveeeeeerrreenennn NKR... .c.T0 ) Netknown 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)

ST ...................con.. MZ) .............................. Shifted to: ....... 1 ST SR Sk
$.No mmem’é‘ﬁ?ﬁfﬁﬂﬁ&'ﬂ" II.EE‘ITEFIS) (mg?.fig) (Po,z%l,]gi, v) | FREQUENCY ;:feT/DT?;E ‘;‘gﬂ?ﬁ:ﬁ’:ﬁ"
T IRON | @ |4/ |Dc o
2 Wy cALUM Py, o a() |Oc oc
3 Oc Ooc
4 ¢ dbc
5 OOC CODC
6 OC CODC
JC ODC
8 0JC OODC
9 ¢ [ODC
10 0C CODC

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Nurse Name & Signature: ......... /I/m»% ............. /ﬂ‘ﬁ ............................
. Date & Time : . g\«\f)/‘o ........ @%‘ ............................................

\.‘Docu. No. : RCHBH /FRM / GENERAL / 090
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s Rainbow®
nasme mvenme Children’s Blrtthght
i =il ees
Sheet No: ............. REGULAR PRESCRIPTIONS Weight .............. Wardh eoasi i
Dater E
DRUG: —T. pyNTOPRAZo(4 [Time to\h\?
Dose Route | Frequency | Start Dt.
Lo po 4D q/-;p A Y\
_ Name § Signature of the Doctor e
ws | Starting the Drugs: /W
o 40
= Ch 4
> | Additionalhstructions: W\ M
Daily Doctor's Endorsement by a Sign A~
X Datek \
DRUG : Q' PARACAtON O Ifime \0\1( £u
Dose t{\oute Frequency | Start Dt. LA i ; N _\" 3
N\ a| LV | RO |9]a]edk B 59 ? & ?j\y‘o
q Name & Signature of the Doctor -
Starting the Drugs: ,4——‘/\61) ) e /// \/_3)&\/5 \ \\ "\{ X
DN e N Bowa ol v ke \
Additional Instructions: K=
ool
Daily Doctor’s Endorsement by a Sign QV.
Dat
DRUG:  |<Spoyol ot Timel 5
Dose | Route |Frequency |Start Dt. \O‘F
31
Name & Signature of the Doctor /
Starting the Drugs: /
(>

\ ' Additional Instructions:

| Daily Doctor’s Endorsement by a Sign

Dat
pruG: T, § PoRIDE X AF [pihaa,
‘Dose Rotte Frequency | StartDt.|

¥l flo | &D  [1& >\l

\me & Signature of the Doctor

rting the Drugs:
:bV S W

onal Instructions: VY

ttor’s Endorsement by a Sign

‘HBH /FRM / CLINICAL / 108 (PT.0)
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11-03-2001 25Y3ma9D (F)
Dr. HIMABINDU VEERLA

T

Sheet No: .............

REGULAR PRESCRIPTIONS

%
Rainbow’

\

Hospital

It takes a lot to treat the littie.

Weight ..............

Children’s { ‘BirthRight’

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Date

DRUG: T. PARACRTpNOL

H ime

ol |

%

Dose Route | Frequency | Start Ot.

4w| PO | Q1D [{o)h

o

Lo\

. Hal

Name & Signature of the Doctor [\ /
Starting the Drugs: u

%ﬂ\ Hév\/m\‘ Py lw CQ Vi

QN U

bt J
R

Additional Instructions:

o

o

2

Daily Doctor’s Endorsement by a Sign

DRUG : TD,?;%

Dose Route |Frequency |StartDt.|

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions: :

Daily Doctor’s Endorsement by a Sign

DRUG : e

Dose Route | Frequency | Start Dt. o

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions: .
A

Daily Doctor’s Endorsement by a Sign

DRUG : TDiilrtfaP

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108



BAH-00657536 IP5-00176121 ]
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! Rainbow ~
11-03-2001 25Y3IM27D  (F) s H H
Dr. HIMABINDU VEERLA Children’s Blrtthght

AR AR reselal.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

DRUG CHART

Date of Admission:

....... g}1}ab Drug Allergies: MKD? [ LNdt 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 pharmaceutical names, BLOCK LETTERS, metric dosage. English insJ,tructions.
- 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 - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Qrder Policy.
S0S / PRN (As Required Medication)
DRUG : 'Irji?rt:e'
Dose Route | Frequency |Start Date :
Doctor’s Signature |Valid Period] Pharm.
Additional Instructions:
. Dater
Dose Route | Frequency |Start Date
Doctor's Signature | Valid Period| Pharm. |
Additional Instructions:
. Date»
DRUG : Tige
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)
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Mrs DELPHINF SAMARPANA 1)

11-03-2001 25Y3IM270 )
Dr. HIMABINDU VEERLA !

Weight. ‘44’ Ward. OEA

uER\F‘E‘;

ke REGULAR PRESCRIPTIONS
A G
DRUG: |y (EROTAKIM  Tmea\ariahr
Dose Réute | Frequency |Start Date ’ v N
gl (v | 2o | b LT
Name & Signature of the Doctor ‘ . \ | dsC
Starting the Drugs: {r/,. \ '}
O M A Y
Additional Instructions: i ‘"\%‘@V =
Mt b de-
Daily Doctor’s Endorsement by a Sign
DRUG : lab -PPRP CEMoL %}’é‘; \
Dose Route | Frequency |Start Date ) e \ i,
1% Po QId q‘?ﬂl& '/.L ' N (,D ‘1
Name & Signature of the Doctor B VA AN
Starting the Drugs: D \ Q ) \
N R

Dy b Sn Dvm N

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: lab - TRawADoL

Date

Time

Dose Route | Frequency [Start Date A\
- oowg | PO D | FlH N
<
w Name & Signature of the Doctor 0 uﬁh
U Starting the Drugs: k ‘\;\ﬁw
1 Dre g“‘gw‘]q o Qv X
b
Additional Instructions: ! h = X
N
Daily Doctor’s Endorsement by a Sign oy
. Tob. Dateyp)
DRUG: Bb- DiCoFEwne el \ooy
Dose Route | Frequency |Start Date \,}x?»
sood | PO | Tip |4 bl BTN
Name & Signature of the Doctor :\( Ny
o Starting the Drugs: _ ,lgw*’f /
".“.I- g“" a d\ P 4
C % . So"-l 3
‘é Additional Instructions: \\ Q\f

Daily Doctor’s Endorsement by a Sign

Page: 2/4




o o WLl Weight. . 1 ... Ward. on). .

Wirs DELPHINE SAMARPANA U

11-03-2001 25Y3IM27D IF)

Dr. HIMABINDU VEERLA Date»

NIRRT === e

Dose Dose Dose Dose

DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

HOUte Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor e Dose Dose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: . s i -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign

Date»
VARIABLE DOSE Tig]e Nurse Sig. Nurse Sig. Nurse Sig. Nurse Sig.

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Route Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor oo s pose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

o . D

Additional Instructions: 0% i A flose

Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
: B g Dosage & Other ;
Date Time Medication : Route Signature Nurses
Instructions 9

glby A b bieg” | Ay | P 0
A4 ] Tab Puly | K e P

Lpnd
TUunnd
[

A

W,
~
Aphe| 4 omg by PAN (o v |4
AW g g peings [ mo | f P
AMhe | S (0 ‘(a;o' s o?ﬂwf 2 j Sy

r

MU NIYN-N
;U hm Tk m%

t
£
33

C >  r
4\?‘ ‘_;L{}éu Fes pERIMORM } O Loy '-EIU Qv rﬁwg[ﬂ; b
AN "‘*e‘,’w, ¥ pAVRMAE 4O me Tlv | Q4 el i

S J
A+ | oupm @\1'.01“{'1'0&0\4 &L By 4 ’P’uj-m.
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I.V. FLUIDS CHART

Weight. .. I ’; . Ward. .

ol

vate | wme | oBoROnot PG | Route [low Rat Oper | e s?ﬁé%%; Dé’f;‘#f S
NGER ) omt]| . APonre
Apy 8°3° . merae | | |2 T st | Rt
b INGER gl oA \ QI (L‘ﬁ
"W{Uo b w W 70 A\ Uh
LA CTA TE n o] ]

19)»

g

Riwgey
ML,@M

AN

(M"Q‘

i OF"

Voowl

o\'\ N

AVS.\Y

o

A

A\Q

LivGep  JaeTrie
fRoul

W

B\

f

o 0pd |OBINGEEL et Dy [Soomfl Y Njg‘ ‘PwﬁQA
A oA | 4
9 Riveee  spcmate ||V { Cdt M &
A L) seoul fb‘“f N ’k(lu A ; fuo
P
‘\\r\ \ Livier o, \J IDO"“(') WQ:%]/
By

N
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OELP“‘“‘ES 5 ¥ 3“1!0 . b::' ® . .
oy \\\ \\\\ T Eﬁ‘.’l‘dr‘;‘%’ s " BirthRight
\\\\\\\\\\\\N\ Hospital_ | /() zoesonzros
STAT / ONCE ONLY DRUGS |
UL e T R R R S TR Weight: |................. kgs
SheetNo: ......................
DAtE oo MERIGATIN D&%ﬁ%ﬂgﬁgﬂgﬂ ROUTE Dobtor Slbfuh::;:mENurseQ
E \’f"' &'.O&Fm (21 METHER GINE 0’211\3 tv M &\ QAJ
A+ |2SEp| Sopp TePaApoC | (DOmg re. | X |8y g
q)«{/ :25%3»1 _Q’,uﬂg, Dilioresgee 100w ele_ X m (;ﬂ&\f
2+ | 2l opn Q.n1 W@ 19 oy A MT w\\\a
a\+ R! 20 2\? ONDARET RON Loy v £ (?an\ Q\)(}\""
A jpopri 30T pppacelamd G |\ & Bdlafoons

Docu. No. : RCHBH /FRM / CLINICAL / 136
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Children’s BirthRight

Wi Hospital _ ; | preenece
FLUID CHART)

S . ' QA*/ 23

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.

g R R Ty
Date | Time magllﬂl% Route NG Diarrhoe/a//Vomit Drainage | Urine | | Phiebitis 3&?.23
Mouth | LV | NG P
08:00 am A
09:00 am N i
10.00 am o~
11:00 am J i
1200 pm £
01:00 pm '
Total Intake : .z Total Output :
02:00 pm A?{ ‘
03:00 pm b |
04:00 pm 7
0500pm| /]
06:00 pm /
07:00 pm s
Total Intake : Total Output :
0800pm Bo . t “ O lGunet
0300pm | L * 2 b [goomt 2 L O lums
10:00 pm Y el O Fout
< 11:00 pm W0 10 (!\,nlfr
= el gt | oD oo 11 O fart
o100an | @ ([ W20 [0 O e
Total Intake : oL 9 A Total Output : ¢ ) W_A) s M ~
02:00 am ©
03:00 am e N oy
oJ] 0400 am &0 6 81
% 05:00am [£-L |11, D |00 — | o hal
06:00am | P L 100 it oAl ) ; ;\
0700am | @ ( | 410 100 o ) TR
Total Intake : ) X € v\ Total Qutput :00.3,8€ A
Total 24 hrs. Intake «mé;f Total 24 hrs. Output =+ ) e

Docu. No. : RCHBH /FRM / CLINICAL / 092
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SheetNo. 2. Sl

[FLUID CHART]

2
Rainbow® . e
Children's | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to 3 Safe Delivery

)l

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.

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

_ " Intake “Output mwéngo i

Date | Time m%% Route NG | Diarrhoea | Vomit |Drainage | Urine Dé%?;'gs- ,ﬁ:ﬁgé

Mouth | IV | NG
08.00am | ¢ lrom Y2
0900an | L |NEYroom \ o1
1000am | )y | M@y |vpo) PJP D fn:
11:00 am : ‘ || H—

0\\'-] 12:00 pm N [ \
01:00 pm I ) e s |

Total Intake : 7pkcn, ' Total Output : /
0200pm| ar mn,wfl I [, 0
0m| (& |, ) Nooed [ o

\j 04.00pm | fA X.0 e 00 )

A\ [ 050pm| A | 2 haoged \ P
T YO A P 5]
0700pm |03 | "7 | oed 7 il

Total Intake : I\ oy~ ) Total Output : m 0
08:00pm|  pr loo o/ : el ]
0900pm| p( ool i Reott 5\,

q\% 1000pm|  [HoO i T W
11:00 pm 3 i i
12:00 am L p | spet o (}
01:00 am o il hood | 0

Total Intake : 70/ 61 Total Output -4 —.) L/

02:00 am Y, foﬂJL 0 ]
[ 0300am 4 v, a ol

(Nf 04:00 am ; P
05:00 am A2 [aopJ-' P
06:00 am 9 "

07:00 am oo adt 0

Total Intake : ¥Cuke2n - Total Output :# =/ (4 2o

\ 4 ik ol - |0V
Total 24 hrs. Intake (o fa% ] Tota Outpu b e /%j; J
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FLUID CHART,  fhiasre

It takes 8 lotto treat the itle.

ol

|
|

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of }ntake and output.
3. 24 hrs. total to be entered in the kardex in RED.

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

Al ~ Output wSite |
- Nature : S . | hesie | Sign.
Date | Time | ifFuid Route NG | Diarrhoea | Vomit Dramag# Lring. | Miims | S8
Mouth | LV | NG |
08:00 am i - Lo Jkii e &
09:00 am q& \ l ;e) /1 Mgﬂjr
10:00 am o R\’ [ 0 \
11:00 am w B | O
1200 pm o [ v bl L
01:00 pm | N\ .
Total Intake : Total Output: ) _— ©) 4y — 2
02:00 pm I 2 9 ™
PP e
00pm o A0,
) 00 I 0 { 1035
06:00pm N [{o [ o \]Hay
07:00 pm ' | o ]| foy,
Total Intake : Total Output U= 9, | M= %
08:00 pm £z N [
09:00 pm Do \ ' v 1o ()
10:00 pm af) W i /HT@’\
11:00 pm WA ik | e \
1200 am { [ | o Jlon*|
01:00 am ' o
Total Intake : Total Output: \) — L V)@
02:00 am [ ; \
03:00 am N \ .l STl 1
oot - | Y
05:00 am (W T W (
06:00 am P@d‘ ) I5F (] (o | )
07:00 am
Total Intake : Total Output : U,, y N-O
Total 24 hrs. Intake XO&V Total 24 hrs. Output ‘| V—9 M- O
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///
Rambow

Children’s ‘BirthRight“

\\

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the little. Your Right to a Safe Deliver;‘

IIHIIlIIIHHIIIIIHIIII|||I|I|||I||

FLUID CHART

- TR e 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.

Ollillllt e IV Site

_Intake
: Nature
Date Time of Fluid Route

NG

Thrombo-

7 i ; . hiebitis | Sign.
Diarrhoea | Vomit | Drainage | Urine | Pe0es | Nurse

Mouth 1V

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total 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 Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Shift: ) Moming [ Afternoon _LHhight Date: . SEH2L. ... 28 L
assessment: ... fadiend..... ComPlainds...... a.rﬁ ..... ’ﬁe A T AR S TR UL ot S SR S SN 5o UL Al
| [ Maintain Airway and Oxygenation (] Relieve Pain & Discomfort _[1Maintain Fluid Balance 7 Improve Activity Tolerance /_D.Jﬂaintain Good Nutritional Status [ Maintain Skin Integrity
'g =aintain Personal Hygiene I J-Prevent Infection [ Meet Elimination Needs _[1 Ensure Safety [J Early Ambulation Reduce Anxiety L1 Patient & Family Education
S | [ Identify Potential Complications W, e | S SN et S LR T A
Time Plan of Care Time Implementation Evaluation
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NURSING CARE RECORD L Lo

‘our Right to a Safe Delivery

11-03-2001

"
AT Rl GRAL e Gty R

e | [ Maintain Airway and Oxygenation lj/ﬂelieve Pain & Discomfort [ Maintain Fluid Balance O] Improve Activity Tolerance [ Maintain Good Nutritional Status ’_\[:] Maintain Skin Integrity
E %Mﬁntain Personal Hygiene L] revent Infection O M(est Elimination Needs [}—Ensure Safety (] Early Ambulation Reduce Anxiety [J Patient & Family Education
o Identify Potential Complications Ll TR e R S S et Ty S B O

Time Plan of Care Time Implementation Evaluation

%rbm;;@w Condlyfor) @,\%Mmj@i in lordH
R [t eRuR w,wcd%cai&&/)

ymuiste, lecicaleso Ly beld et
\Lym,%/%dmmfr V‘[ f | i (P M %ﬂ
e~ o P@\tq de : - b o by
U ¥ . ‘ |
GP\@:‘:* M nos WW ‘. =

3,

NUrse Signature: ............. ... NUFSE NaME: .....vvvoervreeree D&l Wna . (OWQ Date & Time: éu—r)fp’&@_%frr)

Docu. No: RCHBH /FRM / CLINICAL / 148
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"y e
rus1 — PARTUM ASSESSMENT FORM — IN-PATIENT

\

: Date: ... 10/ 7/0b .
C TR 2........coioicr s stinniinsiion PN S P N o R |
Obstetric/ Birthing HIStOrY © .....vveeeveeeeeeeeeeeereeereenns Bl e SET R .....ccocvo e
Previous Surgical/Medical HIStory : ..........cccooeeeiinicienecene, S O Pt et el s I A
Assessment :
& i
On Observation: Mother seen in lying down /sitting/ reclined position
Mother is aéti/ve & alert / drowsy / tired or exhausted / mobile by herself & ambulatory /
needs assistance with mobility
/
Ivline +/-
Catheter + /-~
Postural alignment -
-
On Palpation : Edema — absent / up to ankle / up to knee/ above knee
s
On Examination : Breathing pattern — abdominal/ apical/ diaphragmatic
« ; : : 5 yr™
Diastasis recti abdominis — present / absent / could not be assessed
Able to initiate Pelvic Floor Activation — E/fes =1 No
Spl Notes -
Treatment Plan :
o ateral Breathing Ei/Peric Floor Activation E‘(T ransversus Abdominis Activation
~~ Gluteus Activation ~Active Motion for Limbs Efﬁansfer Training & Mobility
:/Sit to Stand D’ﬁonitored Walk U‘Iﬁsture & Ergonomic Education
I N W < 5 e
Name: ....... DX Tttt Eoncheal D
Date & Time: .........| 8/7./26....... 2.2 %pm....

Docu. No: RCHBH /FRM /CLINICAL / 200
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Hospital \
RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS

(Postnatal Assessment and Management (to be assessed on delivery suite)

Pre-Existing Risk Factors Tick Score Tick Score
Previous VTE (except a single event related to major surgery) s
Previous VTE provoked by major surgery -
Known high-risk thrombophilia Gt

Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus, inflammatory
poly arthropathy or inflammatory bowel disease; nephrotic syndrome; type-| diabetesmellitus with
nephropathy; sicklecell disease; current infravenous drug user —_

W W W |

Family history of unprovoked or estrogen-related VTE in first-degree relative
Known low-risk thrombophilia (no VTE)

Age (7 35 years) -
Obesity e
Parity = 3 |
Smoker ‘
Gross varicose veins

—r | o | b | e | b | e | e
o
=
[p]

Obstetric Risk Factors

Pre-eclampsia in current pregnancy

ART/IVF (antenatal only)

Multiple pregnancy

Caesarean section in labour

Elective caesarean section

Mid-cavity or rotational operative delivery
Prolongedlabour (? 24hours)

PPH (?1litreortransfusion

+0 Preterm birth? 37 weeks in current pregnancy
Still birth in current pregnancy

[

vk | | |k | ok | | PO | b | b | -

SRR WINAVE BN

Transient Risk Factors

Any surgical procedure in pregnancy or puerperium except immediate repair of theperineum, e.g. % 3
appendicectomy, postpartum sterilization ‘

Hyperemesis

OHSS (first trimester only)
Current systemic infection
Immobility, dehydration
Total

Signature of the Doctor_ﬁJﬂ-.mg)l\ T{N HT WA, ®\ ate ) Q(

-~

Fove 5l ) RO St SO s | o I f/ ﬁ‘}rwb—d

ian

-

3{—;;{ .......... Time: o?'(,gfw ..........

s R S R R e

Risk Assessment Tool for Deep Vein Thrombosis
[] |Iftotal score = 4 antenatally, consider thromboprophylaxis from the first trimester. ‘
[] Iftotal score 3 antenatally, consider thromboprophylaxis from 28 weeks.
] |ftotal score > 2 postnatally, consider thromboprophylaxis for at least 10 days.
_<"Tf total score = 2, Hydration & Ambulation.
L] If admitted to hospital antenatally consider thromboprophylaxis. 1
(] If prolonged admission (= 3 days) or readmission to hospital within the puerperium consider mromboprophyﬁaxis.
(] For patient with an identified bleeding risk, the balance of risks of bleeding and thrombosis should be discussed in consultation with a
haematologist with expertise in thrombosis and bleeding in pregnancy.

Docu. No. RCHBH/FRM / CLINICAL / 116 *Ref:Rcog Green-Top Guideline No - 37a
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

.
: . Date : 4"1‘ ...........
To Be Filled In By Assigned Nurse :
B ) ﬁ.ci...??../. ........................................... Duration of Procedure : ........ LW"“’“
Name of Surgeon : ................ o Fhmekindo Date of Admission : ...... 4 \’flu
Bundle Care Criteria : (Tick (/) if done)
Z Staff Signature
Antibiotic given prior to surgery ? \lj(es [ INo
y/Single Dose Antibiotic  or  Long Antibiotic Regime
T Antibiotic administered within 60 minutes prior to incision ? Qﬁ(es [ INo @
R
Name of the Antibiotic : ............. ;7\:]72\’”’”(%:\() ........
2. | Hair Removal Yes[ JNo ifYes: Surgical Clipper

Department where Hair Removed :»JZKNard [_]Operating Room
BRI . e e S @@-

Skin preparation done (cleanse surgical area with antiseptic agent)\’;ZYes [ ]No

3. | Patient's body temperatyre immediately post operation (Recovery Room) L [ ’G
[] Oral oOr Axilla (Goal : 36-37 °C) %

4. | Name of doctor or staff administering the antibiotic : &’Rfﬂxﬂm—t ............
Date & Time of antibiotic administration : Q’lhlule’ﬂ*ﬂ ............ g (ﬂ/
Date & Time procedure started : ’)}’l]u-, ........... T

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

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



BAH-00657536

Mrs DELPHINE SAMARP':::%‘ e . %
Department of Anaesthesiology o 'iinﬁ?aim vzf'a”“m " E?III?C? I%VI:’S ‘ BlrthRIght
PRE-ANAESTHETIC EVALUATION  [[I[I{IIIIMNININN ~ Hospital | e

Name: DU.FW&JWW ........ Age: 5.\ 210 Sex: el e urione : 2R =.006571536
Date: . %)ﬂﬁﬂﬂ(b .......................... Time: . gf'{t?ﬂm ¢ PrOPOSOs-OPORRHON: ....sisicxsiidmasssiessonsstbiidosbasbisibttes
DiagnOSIS: ..c.curreeeerenn: P&W‘gq .................................................................................................................................... et

8p/cRT: LA 35t R &2 i weignt ?.7.:.1?”1 - ASA Physical Status: 01 g2 03 04 05
Laboratory Data:

Hgb: ’azq GBI i, (PTODBHL ...iiiiansiiniiinia NG 5 scssserion i Ko RAY! s andanitts conciviasi iose
T e - L RS | | A ———— HBS AQ: .......coniaetings TG e
wec: .24 00.. N To B HOV: ool e
Plate: 0?0{ U e | | Blood group: ........c..... | Stress/AngIO: .......ccconnes
s L s et S S 1 1., 1 0] N
[ T T e (o T TRUEY .| 411 - KT Thi..camidaiianmisivivn [
1 e AMYIASE: ..ovoorrvverennssneeens 551, R |

e R R SBOT/BAPT: ..ccvivisisrancsssas [

Allergies: M[LP A

Medical History:  CVS: ’)
RESP : [ Diabetes :

\v
CNS : N L éc%m:%rpml“

Renal :

Hepatic / GE : / Physical Activty: A~ (e () -
Others : v -

Past Anaesthetic History: 'HIO pé netiece oy @ m glr “—"!’ e -

Physical Exam:

Airway: MP 1 2’@4 Mouth Opening: Mﬂﬂua mohyold Distance: 5 F#  Neck ( U) Teeth: | ba e
wn: Bor @ clrat

Heart: gis, +)

CNS: P H m }__o

Pregnant: & Yes [1No CINA Venous Access Site : ]3[91@) Spme Exam f-:)r reglonal C ))

Anaesthetic Plan: T MAC Bﬂﬁl. C1GA-ETT []LMA

Peri-Operative Plan Explained to the Patient: Mﬁ/ 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: P
. DVT Prophylaxis : Larls rvwal of Epm €

Water / ORS 2 Hours 8! o/
2. NILORAL<] (i ¢ hours 26
3. Informed Consent: tandard O High Risk
4
5

-

. Post Operative Pain Management:—Er'D(wssed with Patient
. Other Instructions:

Signature: ............. @/ ...... Name:pﬁ..f..ﬁﬁj W& .............................................................................................

Docu. Np. : RCHBH /FRM / CLINICAL / 044
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Pre Induction Assessment:

ANAESTHESIA CHART

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

Change in Patient Conditi

#No

on: [] Yes

Fasting Status: C@n-e-l suneod

Physical Status:

L Patient Identified

#T Consent Present

Vs

T Chart Reviewed

[BP/CRT oo bo

[Sp0; 48'[, on R-8]RR: &»olmv\

| Last Feed: 7 &It

HR: \\Obpum

Operation: .. Esvea LL{L&C.A ...........

|
Date : .. L’HZ.:{. ....... }

-4
Surgeon: ... ’15,_ S wma ke AJAA Anaesthesiologist: ...<2r.. ‘5‘150"1&, Technician: . AKuJ,&u.M, ......
TIME 1o |10 R'ge
N.O /AIRFOILPM ([ H
HALO /SOTSEVO Antibiotic
Drugs:
2 Suppository,
P TROMAToL
o9y
P DVlo PEms
100
| Blood Loss 5
EITOCSSaO B []¢ 1o |10 [ ko | w0
ECG NIe N | NEeTiofe NS
Temperature
Urine Output NOTES
£3 _
£z biatu @
BP 240 X0\ P
V' Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180 F
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120 P . J e FR rew 4
100 M R e e
80
60 l\' N A A — Y s
40 <
20
10
0
ABG
LAB Values
GRBS
Gthers
[_L~quipment Checked and Temp: Induction Regional:
g/f-mctional ] HME E/Fﬁ:id Warmer Ow [ Inhal Extremity cify: ..
] Cling Film [J OH Warmer ] Pre 0, LIRSl [ Spinal Epidural E] Caudal
Cuff Sne. UL— O] Huggers [ Cotton Wool [] Others Others: .............. S’N‘M..
I AnSite: . [ Other ition:
B Lead ] Mask ] SGA Poslton: -..............oem0m
; Times: ] Airway ] Oral [ Nasal Site: .......
(] Temp Site
3 o Anaes Start; .. \ uo ?“') BT e e e Needle Size: ............co....... DEPH: oo
(] FIO,Monitor :
] Agent Monitor OP Start: . P") ] Oral CINasal (] Cuff Parasthesia []Yes [ No
Pulse Oximeter OP End: .. -?J: ‘SQ O Tracl?eosmmy{j Topical Catheter at skin ..
[J  Capnograph Leave 0H14°° D e Drug Name&Cnnc 1Zml i’l L‘&NDCA{
(] Ventilator Anaesthesia: [0 Awake [J Direct Vision Bolus: . 3 ozt A NE
[C]  Nerve Stimulator O GA [] Video Laryngoscopy [C] Stylette / Bougie In1usmn....,.
Position: £ Monitored Anaesthesia Care [ Fiberoptic Block Lavdl: . T,:*
_r)“"’ Regional BRRIGHE vocsctinnse  ABIIESY ol iiciinnccsitinn Conbbild:
L1 Pressure Points Checked DIffIGUHY WAY? oo i
Line (Size & Location) Transportation to
Eye Care: EJ cvp [ Bilat = BS PACU oicy [ Other
I Qint % (’31 [ Semi-Closed Circle Relaxant Reversed [ Yes CINo [CINA
LI Tape il @ ll\a-N! [ Closed Circl
’g/ﬁdding DIV ; O Other ree Name of the Doctor : B"k.. <SN
<7 Awake ) |7, o Signature of the Doctor~——
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TR AR bl e
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Received in PAGY by : S5 SS‘\UM«Q 0 )? N -
| i) () | . i j % "}c S‘b r) i i
Time Received: ... 2+Sb ~P oo Time Wphed £ 300 LT
250 i
:;8 2233 IV Cannula SlteU' (ﬂ/
v 230 | [ 0,Mask (7 Nasal Prongs
;c:g gfg Tracheos!omy 1 T-Piece
& 200 7 Oral Airway [J Nasal Airway
180 4
i 180
s 170 | Vomiting : [ Yes Q‘Pﬁ Drugl ...........

150 160 ;
140 150 | NG Tube : O Yes ,'ztﬁ
130 140 | praip: O Yes (ﬁ

*PULSE > < BLOOD PRESSURE

120 130
110 120 | Urinary Catheter;?’(es ] No
100 110 %
- 8 100 | ChestTube: [ ves pri
80 80 < b
a5 ag Nil Oral LIAes ‘TINo
7
% gg 60 IV Fluids; et e s s
i 40 50 Oral Feeds:
= 40
o 30 20
20
10 123
0
SPO, 0
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Scaore) I = 50 [ 951 OUT SCORING INTERPRETATIQN
:g‘le Io move g e;trem]lrg‘es vulrun:ary 0Or on command =2
€ [0 move 2 extremities volyp ary or on command , = { ACTIVI int . :
Al 10 mov Dt o) ot o) ST 24 aemviry _ L |2 |2~ | AMinimum Total Score 0f 8 is Required for
Able to deep breathe & cough freely =2 Discharge
Dyspnea or limited breathing =1 RESPIRATIO
Apneic =0 " 7/ 2,, ’L . " X
BP + 20 of Pre Anaesthetic leve =2 EXCEDTIOHS fo ThIS, are to be exD'a'n8d in the
BP = 20-50 of Pre Anagsthetic leve =1 CIRCULATION Space below b i i ician:
BP = 50 of Pre Anaesthetic leve =0 2 1,/ ?/ BE « b Dlschargmg Ph_VS!CIBH.
Fully awake =2
Arousable on calling =1 CONSCIOUSNESS
Not responding =0 k rZ, 2 = 2
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR
Cyanotic =0 7/ ')/ 1 g
— ] | |
L TOTAL f@ 10/ O

PAIN ASSESSMENT AND MANAGEMENT FORM

f Time { Pain Score f Intervention

Date

4\ spen| ©\(0 D

C#PS Reassessment Frequency:
e 0 \Wong B 1. Every eight hours for all hospitalized patients. .
- N PASS 0 FLAC 7 f 4 2. For post'surgical patient; patient with chronic pain, patient with severe pain
in Tool Used: N g R & Every 2 hous for k0 IR
iy b.  After 24 hours every 4 hours
\ R c.  Prior o pain reliving intervention _
smBS'\B\GQ\S\\\%\\\ d.  With in 30-60 minutes after pain relief inervention
nae :
: pesiologist Signat®
4
Anaes . .
Tine Transferred to Unitby (PACU): = R
\ .
Dae d

Dale & T | (Sl F
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e Rainbow \ @ BirthRight

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: ... Ci\'f\?,c, ............. Time: .12 S0 procedure done by ... e\ G S A
CSE /Spinal / @ Position : Q&Hfﬁ Space ... L;—...La ............... Technique (LOR/LOS) U)S ......
Depth: ... S EA e Catheter at SKin: .......- 7 Y G RTINS 7 osrer P o0 g

parasthesia : Yes/No if yes T Sk e

Solution Composition : on! IEMPNMMM\ETQJW—GIM\%NTWYL
Any other iSSues -

s o ey S
R emaen e R o
" Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) | 1eft Right | BP | Pulse FHR Comments
' B T T \2,4-\ |2y o.S'L OGNO A E

z AbeeEnvhUNE
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' Your Right 1o a Safe Delivery

T T IR

s om- oo usacs,  CONSENT FOR ANAESTHESIA

Authorization By: Dszﬁ’ (] Patient Attendant

Operative Procedure: ......... .EN&W&‘W\CL‘ ...... L A N D

a0 7
Anaesthesiologist: Dv(’fjm ............................ Surgeon: MW“ﬁL Lo AT 0 T

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.

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

O Others.............. ShAMLAIL ;ibfamfpppd

Declaration by Patient Attendant
e | authorize apd give consent for anaesthesia as considered appropriate by the anaesthesia team
gaeﬁé:l Anaesthesia [0 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 duringithe course of
operative period and immediately thereafter if need arises.

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

e | acknowledge that | fully 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.

Witness:

Signature: £ s (RSO |

Name: % i B A
Date & Time: &)h’\h:'“&f? .................

Doctor (who is taking consent):

Signature: /@/ Name: D/('(I;j'm% ................... Date QJ?F’JM Tme]&'””"“’

Docu. No. : RCH /FRM / CLINICAL / 021 (26) (RT.0)
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BAH-00657536 1P5-00176121
Mrs DELPHINE SAMARPANA U
11-03-2001 25Y3M27D

INFORMED CONSENT FOR SURGERY OR "t rthRiaht
SPECIAL PROCEDURE T

(F)

— % A
patient Name : MW DEL FHINE SAMARFART o ) Male /Z/Female Age : (2/5‘1"‘3
UHDNo: ... B AR — 00653526 . Date : ‘7/3}[%"@ -

Instruction:

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

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

o ELAERGERCY. . LOWER . SEGMENT . CECAREAN. SECTIoN

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

I 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.

..... CHANCE ofF. EBLEELING, RLooh. AND BlLoon. PRO.OVCTS

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. I'have had a chance to ask my surgeon questions.
4 | have received all the information | desire concerning the operation or procedure and
- lauthorize the consent to the performance of the operation or procedure. 5\’
Name of the Doctor who is performing the Surgery / Procedure: .................. DY ..... H(M A_@“\-\OO )SJ/\
Consentee : Patient Attendant :
Signature : /ﬁﬂdﬁg el l.... Signature : E-[I}I’Ul’t\ ......................................
I A ) Jli e Name : .. € RO UTH_HEDDN o
Date & Time ‘T[’fl%"—GJlO&m Relationship with Patient: ... JuS4AVE. ...
Date & Time : ............. | [ﬂ“f'wt«s_/wflw
W— : Doctor (who is taking the consent) :
L TN i .. | A
DRUEE 1 ccciciiinnnennsiss i RN o s i
Date & Time : ..........4). 1) L. DAL
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CONSENT FOR LABOUR ANALGESIA

Authorization By: [ Patient Z/Patient Attendant

|, the undersigned do hereby acknowledge the following:

iy ha;eb}: made aware by the doctors in language known to me the details of the procedure as follows:
Epidural Analgesia [ Intravenous Analgesia (Remifentanil)
» | have been made aware of the possible complications from the procedures as follows:

For Epidural: Fall in blood Pressure, Numbness, Itching, Headache, Shivering, Occasional incomplete pain relief, Need for
Re-Siting the epidural.

For Remifentanil: Drowsiness, nausea, vomiting, need for oxygen supplementation, itching, fall in blood pressure, heart rate
and Respiratory Rate.

» | understand that labour analgesia is offered to reduce labour pain ‘and make the birthing process more comfortable, by reducing
pain and stress and promoting better cooperation during childbirth.

- | have been clearly explained about the benefits, risk, and alternative of the procedures.

« | authorize Dr. gdob\mmmq A and his / her team to perform the above procedure(s)
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:

Signature: €. Muﬂ*#‘d D 0 T - ..o atiorsnss ity
Name: .. £ ROVITH JREDOY NATE: . Shadills o o .
Relationship with patient: .. HUSRRAWN. ..o Date & Time: ..........ccoooon. ”1\’1\1& .......... 122282
Date & Time: Q[?!QMGI&JQPM ...................

Doctor (who is taking consent):
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Dr. HIMABINDU VEERLA . B'rthR‘ ht_
i Ghirers | G BirtnRigh

INDUCTION OF LABOR CONSENT

B o oo i sevssmsaiscis M et s Gender: Male(] _Fentéle )

UHID.No : Date: ........ ... e -
: / v~

You are scheduled for aninduction of laboron.............cc......... g{aﬁu’ .............. (date) at.............. 3 0’ .................... (weeks of gestation).

The reason for yourinductionis ..........cceverecmmnrcnisnsiseinnnn, 72”” .....................................................................................................

The goal of induction of labor is to achieve vaginal delivery by starting uterine contractions before the spontaneous start of labor.

Induction of labor for a medical indication is done when continuation of pregnancy is considered detrimental to the health of the mother or
fetus. This can be done at any stage of pregnancy irrespective of fetal maturity if there is a valid indication.

Elective induction of labor (scheduled induction without a medical indication) may not be done until you are at least 39 weeks. This is
important so that your newborn does not have complications due to possible prematurity.

The alternative to induction of labor is to wait for labor to start spontaneously.
| have read the information provided and also discussed the process with my doctor.

| understand the risks and benefits of this procedure and wish to proceed.

N\

Patient Q@@% Patient Attendant:

Signature: ............ )“198‘\ .................................................. Signature: ....... E e b N e et

Name: .....J.! ¢/ K)\N\ﬂe ..... ‘5 &mw%)&“&"\l Name: E‘“Q@H‘THE@ R,

Date & Time: 5;1%[%@‘1%@!*& ........ Relationship with Patient: ... H (2SR am D ...
; Date & Time: g[‘}laqaé ....... OL‘MPMU’/

Doctor: /ﬂ 2 4 Witness

Signature: wa ............................................. Signature: "T’H ..................................

M i w 87@‘ ........ £ Name: /P\)n"'f ...........................

Date & TiMe: .............. gfﬂfiﬁ ....... ol L. Date & Time: ....... 8{:{*{%@%’[( ZAQP
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INFORMED CONSENT FOR VAGINAL BIRTH  [[[[II1ININ I s

Patient Name : ................... Delohimg..... dhesnkied. .. uHDNo: ... .BAH-.0005 1625 ...
3 |
Gender: [ IMale [|Female Date: ............0.0.LLS S g TN ool N i 0

| hereby authorized the performance of the following procedure:

The Procedure has been explained to me in general terms and | understand that:
The indication requiring the procedure of vaginal birth is pregnancy.

The purpose of this procedure of vaginal birth pregnancy.

The purpose of this procedure is to deliver the bay vaginally.

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
the rectum) may be performed as part of a vaginal delivery.

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incision under appropriate anesthesia
may be necessary.

In an attempt to deliver the baby either naturally or with the help of instrument i.e. forceps or vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and discomfort, injury to urinary tract,
possible injury to the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor
dysfunction,

| understand and accept that there are complications, benefits, alternatives including the remote risk of death or serious disability,
which exists for me and my baby.

| am aware that in most cases, vaginal delivery results in a healthy mother and baby; however, | realize that there are no
guarantees.

| voluntarily consent to the procedures described or otherwise referred to herein. | am aware that they will be performed by a
qualified gynecologist. |

Name of the Doctor performing the &ocedure: LI, R T MO s B S o e 1
Consentee : g Patient Attendant : |
Y™ :
Signature ; ...........A% N\ / ............................ Signature : {[}ﬁlvﬂ\ﬁ#éaq/ ..................

Name :..E.. ROH1TH. . REDON ...

Relationship with Patient: ... H/SKANMD.
|
Date & Time : .£..| 41 26 . AuspmISS

Witness : Doctor (who is taking the consent) :
Signature ; .......... v | g O A 1Sl Signature : /' .............................
L T (Rmr-f ............................... Name: ..........00  (huwsens. .

Date & Time : gﬁf{?{@q’ng
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PATIENT TRANSFER FORM !:‘Iugisupmgxam!md .BY RAINBOW HOSPITALS

Your Right to a Safe Delivery
I

p— 1p5-00176121 Date & Time of Admission Date & Time of Transfer Order
BAH-006 AMARPANA U

M'SDDE;‘ 2sY3M280 ﬂ[vj’b/é Oell:H@% }ﬁt"[ »

\\\\\“\“\\\“\“\“\\\\\\\m\\“\\ Transfer Ordered by Réasonr}or Tran!fer
Dy. bt | ) st

From Unit To Unit Information to Attendant
Yes[ No[ |
'—ll Set]
&P{l O il
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant

NST — Yes[ | _— No[]]
/L lO %0 KTfye/s.what?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name | Quantity

4.

5.

Shifting Summary / Notes Written by Doctor: ~ Yes| | No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

é,@. qufm“ Py. H-Wf’m“f,

Patient & Clinical Records Received by :

¢ Blowsth |

Date & Time of Patient Received : ,)[,l :HL 6 pr w’ ‘

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

] Unavailable Bed (] Nurse not Available ' | Available Bed not ready
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