mre FAUMING SRIPADA (Y11 M

s

A
- FDH-00037115 1P5-00176797 2 |
S mMrs PADMINI SRIPADA
: 2:‘;.;.1939 36Y11M20 Rain bO\ BA26073955032
el REDDY/Dr.LAVANYA Childre.

SH_IH.LO

\\\\\\\H\\\ﬂ\\lll\l\\lll\\|l||\||\l Hospital ~ | ) sweonsosnin.

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

SURGERY DETAILS

Patient Name: M@)) ....... ?Od“\\“\ .............. Date Of Birth: .......ccooeooereeeseereeoeo Age: %y

oo ... FDH - 0003011

Gender: ..

Date of Surgery: ...........oocoeveeeveecererrnnnnn., 0or-1 CJ0T-2 [J0T-3 Wi 0BG 0T-1 ] 0BG OT-2

anmhc
Name of the Surgery : .......... 'H"A ........................ PEC ZAZOp Ay  BroRdd....

1. Surgeon e %SM—‘H"‘) ..... Qecu‘“l ..............................................................

2. Anaesthetist 1 =T T R [l - SIS I N

5. Circulating Nurse : ............... ‘PLM ........................................................................................

3
6. Assistant Nurse ... @ﬁbf ................................................................................................

Special Equipment: (] Laparascopy .| Broncoscope (] Harmonic ] Morcelator

| C-ARM _] Cystoscopy mmm (] Liver Cusa

] Neuro Cusa ] Others 1’}“}3'}22’5“‘?7/‘*7’% — 97125

Db dobesredd, Lt

Signature of the Surgeon Signature of Circulating Nurse

Orderby: ............. G A

N ... YN ?" ...... RS TP M . .........

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

5111}:000110_4
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It takes a lot to treat the little.
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BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

...................................... T} BISHENS 55 A0 Rt et e DA 2 k.. K e 9 ST O v
Anaesthesia Disposables issued | usea | SUrgical Disposables , sued o usea| Disposables (Baby Side) | OV
ETtube 3 O (9-H }-) [— [ Major P@M ¥ \ | 1 | mivitk
IMA (3D ) tp1| /| Sutures i o Cord Clamp
ECG leads )P /N 1:3/ = Suction Catheter
HME filter (A7)P / N gk Feeding Tube
Syringes : 10 cc 10O 9— Ko V2 | Vaccum Suction Set
05 cc (0 & Giovég( (b}g,‘,HfB/) F) l'H Surgical Gloves
02 cc 10 | & 1 Gl A7 ’—;, 1 " | Gauze Pack
1 a v W Syringe 1ml / 2ml
Cautery plat(% N p | | Surgical blade Surgical Blade # 20
IV set } | — | NG tube Koochies (S)
RL PR ARt Iy I | | Cautery penci 'J SO W,ﬂ |
NS : 10m|ﬂ'5tfrrn)/500mlﬁ000mb 21—‘2_,‘?}'] ochies 1l 5 ] —
e | | <~/ ointments AUA r
g (o || scton G T Theds Fm)
Fentanyl {J "] 4 | Cap, Mask A ) AT{’\'\J}:S.QB?S" £ )
Morphine V " | Gauze Pack (KM | 5]~ 2- N i
Ketamine Mop Pack . L e, /‘ljr)rmlﬂ omdlit)] —
Propofol )__t Steristrip { R T R T
Rocuronium 1 | =| Underpad | | "r_f_(-r/,mprx’a "] —
Glycopyrolate \ (| Draw sheet ] ) MP; Ganlip k
Myopyrolate | | — | Abgel ' J j—':'rc ,n il Y, |
Ondansetrog, 1 | ( | Foleys catheter C—ﬁ]n T 14 1
PencaA 25¢/ Bpinal Needle 22 [ | — | Urobag ) Azl &m 22IPTR
Bupivataimé 0.25% | | — | ChestDrainage Catheter M2 +] b )
Bupivacaine 0.25%(Heavy) | | — | Romodrain bag .A_L,m pisc Y
Antibiotics Bandage A m,,,om L1
Tegaderm Poylesdib nogelistl—
Suppositories ~_~ lobar Y 0(\2 h’) &@L { | e T y
Anamol : 801G / 250mg/+78.mg Double J Stent i
Supridol : 100wg” dwen ) | Vaccum Suction set
Justin: 12.5mg/ 25mg/ 1domg | | /) | Plastic Bed Sheet
Tab. Misoprost : 200mg J Betadine Solution
ANavurmn-3e~4— | | [ [ | Microshield
"2y |=— | Cotton Balls
‘Bﬁ’ﬂ]\lz;‘?\ oy | A5 | ¥ | Latex Gloves
i D(“fﬂ [ | Ramdione Scrub
= —thely (0040cm |11 1% ) S
Surgeon Anaesthesiologist OT Technician

OrderNo. :............ ?9/)34 - R B 8 Ordered by :

Doc. No. : RCH/ FRM / GENERAL / 125
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Rainbow Children's Hospital - Banjara Hills

Rainbo . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad

Children’s

Hospital BlrthRigm
. Rainbow

,Telangana, India ,500034,
TEL NO :+91-40-4466 5555
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

IR RN RR I AR Y LR

Admission No : IP5-00176797 Admit Date :23-Jul-2026 Admit Time : 07:34 AM UHID : FDH-00037115
Patient Details :
Patient Name : Mrs PADMINI SRIPADA Age :36Y11M2D
Guardian : Mr VISVA SRIPADA DOB : 21-08-1989
Gender : Female Religion
Occupation Martial Status : Married
Address (H) . VILLA 54, ANJANA CLASIC, OPP OAKVELLEY Phone No : 9246646388/ 8897739638
SCHOOL, KAPRA, SECUNDRABAD Kapra E-mail : no@grmall.com
Hyderabad Telangana INDIA 500062 i : e
Admission Details :
Bed Type : DAY CARE Bed No :RC 406 Ward Name : 4F-GYN RECOVERY
Room No : RC 406 Admission Type : First Visit

Contact Details :

Name : Mr VISVA SRIPADA Relationship : Husband
Contact Address Phone No : 9246646388 / 8897739638
:av-"""'I
P :

Signature
Joctor Details :
Doctor Name : Dr. SHRUTHI REDDY/Dr.LAVANYA Specialisation : OBSTETRICS AND GYNECOLOGY

JANAGAMA

Referral Doctor : Self Phone No

Co-Consultant

Payment Details :

Payment Mode : Cash

Deposit Amount  : 0.00
Payor Name : SELFPAY

hted Date / Time : 23/07/2026 07:35

Printed By : 018823 * Page 10of 2




2z

Chiirans ‘Binhnight‘"

Hospltal | |\ @ = reraeoom
DH-00037115 IP5-00176797 |
ACTIV 12 paoww sropaoa i
21 08-1989 36Y11M20 (F) _
SHRUTHI REDDY/Dr.LAVANYA :
Name :_ l “I
L
se. . WL g SO e Consumtams” —=- - ' - DR E - el
Date of Admission: _ _ __ TR - e Date of Discharge: _ ___ b A ey
Room/BedNo:_____ wamr - Suggested Billable bed type: _ __
WARD TRANSFERS
Date Time From To Signature of Nurse

22/} | (Ofw) | &ym &7 V- 2%
D [\6:FyAwy O T G L
23 | anv BIQU!L% &

Cross Consultation Visit

Doctors Name Date Order No. Signature

8

9

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




INVESTIGATIONS

Date Investigations Order No. Signature
%T’\ L AR C1%S)  qrue) eAULp T3S0 L

@ | piopn] Joy Hbe




MEDICAL EQUIPMENT (WARD & ICU)

Date Eﬁiir;:; g:n Corjliitrtre]ciing Discc}:;n;zcting Ordar No. Sloi
b
091?| /brdiveamentr| WP e | 2 |




PROCEDURE

Date Procedure Quantity Order No. Signature
8 | plaeswh et g
0l | pae AEES|

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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BY RAINBOW HOSPITALS

777 Chisres | @ BirthRight

Hospital

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

'\/
OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: .........£).! \,’j(\']“g

Baseline Information:

Admission From: CJ ER ] OPD \Wnission DBsSK - Ll OMeBE8DeCHIL. ...t dirmns i
Primary Language: elugu D/E/r’lglish L Aindi L OmEEE S HRCI s e,
I AN IDreter? [IYB5 LIND  HYOSSPOCHN .....c.crorienrsismsanmssseusoybosestbbrabusssemnnsrmassberss kesyessestrrapasibbasvebi et ssins
Source of Information: \Qﬁe\m \D/Fa/mily BILn ol ) AR L e S e
Allergies: [ Yes Q/No/ (] Medications _I Blood Transfusion L] Food (N . il eiiistatiains

o RIS T, ST O ORI 1 e M R S rEAR R TR

Chief Complamts .......... ﬂ W"a ......................................... Doctor Notified on Admission: E£¥6s [INo

.............................................................................................................. NamB:iof theBactor: ............00 o n e v

B I el A i st b s O ) Thr OO .................k Q‘@O(}A

Past Medical History: Obtained From \%m [ Family Member (] Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

BT A 00 tho Uhwe

s |
syprpd i |

Gynecology Assessment: [ Not Applicable | Gynecology Surgical History: Gynecological History:
IVIBHEIRIBBENBIONY. ... ..cccooocniiiicenviimmmsnias Caesarean Section~Afo [ Yes Contraceptives: ;l)la ] Yes
................................................................. ‘Cervical Cerclage: [Afo [l Yes . | Vaginal Discharge: OO O Yes
ORSBLOI MBNarche: .........c..cooccoiaiisivinncns Ectopic Pregnancy: Ao [ Yes Post-Coital Bleeding: B’ﬁo ] Yes
Menstrual Gycle:,_{;lzﬁﬁ’gular [ Irregular | Myomectomy: Z(o O Yes Infertility: [CONo [l¥es
Last Menstrual Period: @Gﬂf\% ....... Others: If Yes Type: [] Primary [ Secondary
Obstettic History: G ........... AR I o O, bl i A ,_}’ ...................... ,

e S T R I T
Current Medication: [ None @Ye(lers, Fill the reconciliation form

Family History: [ No Abnormalities Detected
(] Heart Disease Q/Hﬁ[ension H}Dﬁétes L1 Stroke [] Seizures ] Kidney disease

[ Liver disease LRI ... e it v i SR A e . s st i e S C
Vital Signs / Measurements:  Temp: . 2724 HR: .6 )W RR: ....1.2 1w
8P | futprad  weight: . 0210 1% peight: . LS L) Bu: 65k "7

15 g U
Pain Assessment: Pain: [1Yes WA (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCHBH /FRM / CLINICAL / 151 (PTO.)



Patient Sticker E

PHYSICAL ASSESSMENT

General Appearance: V“Z@Ithy CJill looking ["] Anxious [ Agitated B DHWBIS: .....coonoieinn somnmamannions

Fall Assessment: [ gp€ ONo  Score...... q?< (complete the Morse Fall Risk Assessment Sheet)

ﬁiskufPrassureSore: E)'és [ONo Score....... ’\% ..... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the fdllowing inform consultant
"I Mobility problem ) Walking Problem qEMo/Abnormanty Detected
O Developmental Delay “J Musculoskeletal Congenital Abnormality

Ihform consultant for positive criteria

NUTRITIONAL SCREENING: No Abnormality Detected
] Overweight L] Poor Appetite > 3 Days L] Needs Therapeutic Diet.
[TUnder Weight (] Diabetes Mellitus [ Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
[ "Caim & Cooperative [ Restless ! Depressed [ Agitated L] Confused

BELG 5 AN e ehall S 1 R AT TEE S B R e AR NI

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single Cfaried  CiDivorced [ Widow
2. Special Habits: Smoker: " Yes ng/ Alcohol Abuse: [ Yes D_,No/ Drug Abuse: []Yes [ .No

o e TR - - e e G (O YL SO ee AR S

Orientation has been given regarding the following aspects:

Call Bell in Reach : [;A)(E's I No Waste Disposal Explained: \,lZ’ﬁ?S [INo
Infusion Pump : \p‘fés TINo Hand Hygiene Explained: W No 1 Others
Above information given to ............ xGe¥..) I N

: L]
Name of Person Orientation was givento: ..... $AN. 5.+ QMW\W\ .................
Orientation not given Reason: ......................

Nurse Signatl_Jre:

Nurse Name: ...........




FDH-0003711s

IP5-0017
Mrs PADMINI SRIPADA 8797

21-08-1989 3B6Y11 M2 . -'”:/é @

Dr. SHRUTHI REDDYjDr.LAVA:Y & Ral iy bow . 1 i i
: iidren’ Righ

T e | e

|.P. ADMISSION SHEET FOR GYNECOLOGY

Time of AAMiSSion : ................ §M ......................

e T e L

A ... )dk !DA ............................

}Nﬁt know any drug allergies

PRESENTING COMPLAINTS : ---

7‘\0\ lenmj PT&M

obcuf{ r hvod A.w.]?(

€ ewne o Drasprokc ‘Hgskw%‘tm '-.lv)v "B‘Sifc ?puw ﬁ’\&rlw

oW 1v3 pH‘J"‘“W"Vl

MENSTRUAL HISTORY

OBSTETRIC HISTORY

Year of Marriage : 9-0“ [ N(
PrQious Periods : ¥ Q‘a»(xlk}\ .

Parity : '
2 ofC, - B\ Tj\n

Mode of Delivery :

MERM C

‘l"cj AQUu M (Q

k)

we: A ?‘16 LastChi Birr: 200 ‘iﬂkﬁko?ﬁ.’&‘&ﬂ
Contraception : Ayt ey (panm.—@)
2022~ Biochumical preg |
201 Missed Mscaney BTN
PAST MEDICAL HISTORY, PAST SURGICAL HISTORY
HTN): ou lobefwvmj Y)) 'y
¢t 2000 .
Dt hfrgfeat 000y Ry
l;s ijwuhh) gt . IS(’IC
'Hﬂpo}k Yo (l g :
7 O~S-’(9Un-}-1,
(l 0"\(1]’\‘1‘4) Nove e
Adenmyos. H‘bﬁou“ il
+9 = o 11 WL 5 = \"\GLLJ' """"""
Docu. No. : RCHBH /FRM / CLINICAL / 086 (q’ll\ ey 0‘3(%)4 ) (PT.0)



} FAMILY HISTORY: | MEDICATION HISTORY: T‘
rfpo*m'h\ v HTNlDTY\ ol |
i—----INITIALASSESSMENT: T RN A e
Date 3 l F2L _ | +Breasts | Local/Speculum Examination
i sy w63 ILE]A
BMI___ 2.6-5b -
sp_ BP- 1 o} [12) kg, BPR-] Bpr)
Pallor C{L)&(M‘ ! Bimanual Pelvic Examination
cvR_S.§ \ph Abdominal Examination
Respiratory System g h F( 2
Thyroid /‘3
<
mﬁ.,qg,,ms.]l& ................................. .
PROVISIONAL DIAGNOSIS : ?"\\ SUb;('H h (OP —+1 J-EE % |
k‘('l"fﬂ~ ZAI“V"U““lwu Haw ﬁM-. L
INVESTIGATIONS ORDERED PLAN OF MANAGEMENT
B G 2 pU%?‘FV\Q. Aw\rs TN
— utvad - N ~ PA<
Qolqlu - (gp- wb-11Y — ol ¢ ‘V\B\'ﬁ ped touad
25 T oBF T )
PLr - 2+ — Dweag o o
I 6
5 : e —

Name of the Doctor : N DM Signature of D;:‘to{?\
Date & Time : 1?5\'—'—1!'),6}, 2. 20w v [
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— \\\\\\\\\\\\\\\\\\\\\\\\\\\\\u\\ dllichin o |
e " Hospital | (et
OPERATION THEATER NOTES
Patient's Name : @af{m'mg“”ﬁalé’b ................. Age 2.6. '\? Gender: ) Male A= Female
UHIDNo:: ... o2 HL Q03NS . Weight /zj@k?\ HBIGH : ...

Surgeon : @r g LVM}'H«U Recuﬁ Asst. Surgeon :

Anesthetist: D& L :V;f/ OT Nurse: fwbvmﬂx, OT Technician: Aokl |

Pre-Operative Diagnosis: Aru e I'r/%hqu thloy DM, HW, W poteonad.
Surgical Procedure : céﬂ\hw:% otewy [~

r)w&.czum’n £ (AAT’S"“@“OJQQFAZ @'C’Tﬁ%ﬁe‘fn@m

Indications for Surgery : ée W W n,w7 Z_g{/)_

Date: Q2 f allote | StatTime: {0, 20D9 | EndTime: 4§ Oy USPwy

Pre Operative Preparations: —

Post Operative Diagnosis: fo p -0

Peri-Operative Complications: Vg

Operation Notes: s J{S{;pkc C@ucbl—\,gw)._ !M‘b .Paj"“kd{ ?’Q\a}pgi
- Voginad) ool ~vebuded Z i pU S Pecolom
T Lip ol Comirne Lande (PAUMP [roldie

[L/{(.&M i LL‘-/{’AW /CLf)OcLoC(J

AWLUJ'M}C tudenwbiomn — appeara — ond
) Cogdtic Space Seen ad Joudos Opemtut'\vuLv
é-bdarmdﬁaj Canity
— Adeno muntic Chauvges Ceen

<t Ledy d OO0 See_ln C tea~ly
Doc. No. : RCHBH/ FRM / CLINICAL / 099 7 P.T.0)




1 Riokt OSHuv Caveved 7 Jlimay Cudonehslfin
- %ucbmad‘wa&\ Ridfﬂd}f _kﬂé!u’ ’L tr¥.

— b Sklle oerfioit poce Lo

Amount of Blood Loss: M‘, y Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:
— Fudoruelial Riopry Send fo HE

Peri-Operative Complications:

9 ot il T CFﬂX!MEwM slo Bp

/ ) T PARMETAMaL i,, Pl TID {SJbﬁ
3T PANTo PRAn0ls Heny PR o )
A) T MOITIvT Ay A Pl L & S

:é) Reveo ¢ HPE Y€ bot T ¥ ~@Yee,ﬁq
QJM‘W lOcléh.]m

Name of the Surgeon: ...... (}}YS .............. ‘ ..... e 5‘\u"7

Signature of the Surgeon:

Date & Time: ......... 23[3"{%1—1 V. 1. 59.pm
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O ST Renpy o 2D Rainbow® . e
B 177177 chidiers | QEihaige
PROGRESS NOTES AND DOCTOR'S ORDER

ga;-:!me Progress Notes Doctor's Order

Cliln  Avon fretfade
POD -0  Dicymoshe l\,&‘, AL £ Endocnebal gy,
klelo Unconbolied” HTN g, mrediced i

L blflo T\ Non a.nA J nvgr‘(‘a.,.‘um_asz’ﬂc/d.‘%:—:ﬁ—
LI [ § — i d’ b ‘J
T-. Lobetoto! Roolng tulen ot §)odm, JDJW,,,,.”;U_,«-
olp Mo, Complaints oy
=
n&_éu,m_ﬂu. d_ov
- AP - liz]qn , Stoe, = H] f!\/bc.pm{»luw(o
'Sfozf loo/ @ RA ' %ﬂ )
ffn
T A -
el Advice
Cus 558 © T Aoladiyaiu lomg  Sto k-

Cns = (‘mguﬁom' UY\M(I
R¢ — Rt B¢, elsan,

Dp. SHINY
\ gl b (aptw PR R1)
T o=~ —3 A=
Hnbard Ty
oflosule ﬂ@ wdall QV‘QL,

PR - CJ!WK : m O wp,, hastad
| ey () vl ] o ated,
e, — e - Pur Otr %j M&TM L"H

atmm-

o
A —NAQ Dﬁq’k"

Docu. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)
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K 2"5’“7 g oo
PROGRESS NOTES AND DOCTOR'S ORDER
SLQimiEy q)ﬁo‘f)
ﬁm- CUQ'V QVPl—cQ.u.L
Aol - sl ity
ﬂ{— &b b& — Doy ,;,\M
G- \bt]as b-éhﬂ 9 w{cﬁ;;dhw
p=. S (ho'e =
CJV/ %’." Qo ¢ - .9'/‘]5&,,“(
i ,“Sg"J“““"aﬁ
]
P \’A\(Pr()
J
U
sl

Docu. No. : RCHBH /FRM / CLINICAL / 088
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Mrs PADMINI SRIPADA
21.08-1989 sy11m20 (A
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ol

Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

MEDICATION RECONCILIATION FORM
Drug Allergies: .............. NIUDA ................................................

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)

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight“

T Not known any Drug Allergies

S ... =TSO S S WL
S0 et s | (o | (0 | e | AETOUEE | oo
e g M(HMWV\ g “po TP 1””1"& [C [ABeT
2 f[“\“\:\qmr\o\/\»« , '—\Swwj 0 oD 'lB\ql'Lc,‘ w¢ CIDc
R Bt Lathetotol Ty Po BD 3H L‘D-. D{ CIoc
4 'T"x)' L8 PR o 0-5- quw $le 7—1’4]9«@0 [Ape |
51 - Trow (4ol Mo op lﬂ'»’]k Cc [nc
¢ e v l—hdo Po op ’L'L[’—FL Oc¢ Ot
i ’f‘)\ < \ZJIGIj P! oD |walile|oe ofg)
: Oc ooe
9 Oc ooe
10 O¢ ooe

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature :

Date & Time :

* C- Continue, DC - Discontinue

Date & TIME oo, M a9 .dn..
e

Docu. No. : RCHBH /FRM / GENERAL / 090
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Rainbow”® . it
c?.';?dr%ﬁ's ‘Blrtthght

e ﬂf/l///?f/?//iffi/}i;}}}ﬁ,}i}f,}}, Hospital | \g)emmeovioshmus
RESULT SHEET

Date Q|3 [re
Time
Hb I\« 4
PCV
RBC
WBC 2l
N/L '
Platelets RF
CRP :
ESR
PCT
RBS
Na
K

Cl
Ca/Mg 1
Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

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

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

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




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

N
B W-&A—gfg Y
H-CO

</

CUIUTE AN0 SONSIIVITIES  o.vveveieeeeeeeeeeeeseeseeseesessessesssssssessssesasesssseeseesessassesseassssessssaessessesesasasesassesssesessesbsassanseesaesesassstanes

Radiology : §2 0 NN ST SN SO 5 AR 0 e Aot - TR A0~ TH4 SRORNI St I o - -

MRI

Oiors (RO CODITAst SIUGIBROIE Y 7 oo ivisioissnidianmvinsiosnsssssmsssssatis s s iosssinssssssssssssiisieiaronisn
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Dr. SHRUTHI REDDY/Dr.LAVANYA

1 000N

DRUG CHART

M

—
-

Rainbow

\\

Hospital

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s ‘Bil‘thRight_

It takes a lot to treat the fittle.

Date of Admission: lb\)" Iu’ Drug Allergies: ................. N}“DA .................... _,A Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved 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 - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
. Dater
DRUG : Tie
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Date
DRUG : Tigne
Dose Route | Frequency |Start Date|
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Datey
DRUG : Time |
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118
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Mrs PADMINI SRIPADA

"V AEGULAR PRESCRIPTIONS et b2 Shwms

DRUG : 7} P AL AceTvinro L [DatEP

Tupe

Dose Route | Frequency |Start Date
14 | Pro | ®@1D 237
Name & Signature of the Doctor Q

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

I Dater
) - TN AMAD .
DRUG: ) oL Tie
Dose Route | Frequency Start ate
long] Cflo] TID
Name & Signature of the Doctor Q

T themw

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Tipe|

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign i

Date»
Tir'ne

DRUG :
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign ’ |

Page: 2/4



FDH-00037115 IP5-00176797
Mrs PADMINI SRIPADA 0 ; s %U )
21-08-1269 36Y11M2D  (F) .
Dr. SHRUTHI REDDY/Dr.LAVANYA Weight. .....coooeinnne L', 1|1 [ —
1 00N R T
Tlu'le Nurs& Sig. I NUIS£ Sig. I Nurs‘sr Sig. I Nurs‘e' Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Or. Sign. Or. Sign.
Route Start Date o Dose s -
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor i voe e .
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: C fose . b
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Time I Nurse Sig. | Nurse Sig Nurse Sig. ] Nurse Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtE St art D ate Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Desn Bens Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: . - Dose Do
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) - Dosage & Other :
Date Time Me )
dication iR Route Signature Nurs‘es
A
L !
l—’}\‘.}\% \0{:*“‘ (N - (CERnAKIM flﬂw\ W -~
T
= Q-
7/7 10 A-m 1N - PFHLA{&TMML lc/f |V A
L

\[Bem

TILA-A4) o]

P

I\ Am

(Do
i
Ji

A

DhaweresMde - (00 MJJ(
J
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Mrs PADMINI SKIFAUR
21-08-1982 36Y11M20
EDDWD!’.LAVANYA

(F)

Dr. SHRUTHI R
LA LV. FLUIDS CHAR !
=¥ T Weight. ... 8 L Qe
: | . Lo Ward.
ate Time mim“g&n&gﬁ*gﬂh ?Ll:cgwgn Route [Flow Rate| Doctor | Nu .
- mime | Sign Si;e S?ggt)i) i(rjnfg Dglctor Nurse
Ign Sign

%\5\1& guo R (WLEL LACGATE [V froow (G| r@; k! @w"’
A4 ) [

7"7/9( lp(: RING 7 ' o | MY W
V | ma I :
AT T2 /Ll JQ W ‘})? y \Q
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FDH-00037115

Mrs PADMINI SRIpAp A

21-08-1989
Or. SHRUTHI Repp

IP5-00176797

“YHMZD F)
YiDr.LAVANYA

S [l

r'%
Rainbow"” . .13
Children’s ‘BII’tthght

Hospital BY RAINBOW HOSPITALS

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

Early Warning Observation Score Chart - Obstetrics

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

AT Lol

corresp. box)

Saturations <94 %

Administered 0, (L/min.)

RESP —m: _320
(write rate in

40
39

38
37

2, dwa)

36

35
< 35

170
160
150
140
130
120
110

100

3jey Jeay

70

50

190
180
170
160
150

140

130

120

110

—
anssald poojg d1j0IsAS

130
120
110
100
90

80

70

60

-3

50
40

<+
ainssald poojg Jljoiseiq

NEURO Alert

"

RESPONSE “;‘:f:
[v]

Unresponsive

URINE > 30
mils / hour <30

V‘-’

+ +
Proteinuria SYOLEn
Protein > + +

Lochia Normel

Heavy / Foul

Clear / Pink
Green

Liquor

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial

\Qq’.)

PP

Dhp
B




Obstetrics and Gynaecology
Early Warning Signs

#® )

Complete a Full

Set of MEOWS
Observations

8 s

f
1 Yellow Alert :
Repeat Observations
in 30 minutes
\
& r
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
\_ J
£ a
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 mlautés or continuous
monitoring

* The Modified Early Warning Score (MEOWS)




FDH-00037115

. :Hrs PADMINI SRIPADA e R i)/
l—‘ 1-08-1
Brigisia P or, SH:::HRE “Y"MZD ) i Ow . BirthRight-

i

i Hospital | (et
FLUID CHART)
SheetNo. : .............. \F\\ ..........

W,
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.

~ Output  [Twste

, Nawre | | e cvings g | e gn
Date | Time | o¢Fuid Route NG | Diarrhoea | Vomit |Drainage | Urine ng'gg;gsmm%se

Mouth | LV | NG o |/
08:00 am

0)

09:00am | ) [8ow )
] 1000 am ) 0o 0
1100am | @) \OO WA - O

0

J

f

P2

12:00 pm x| [00M] ~i.
01:00 pm | N |
Total Intake : . Total Output :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :

- | 08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : o = Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

)C/T

Total 24 hrs. Intake Total 24 hrs. Output
L

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




Patient Sticker

r

\

Rainbow”

(FLUID CHART]

Children’s
Hospital

It takes 2 kot to treat the itte.

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

Intake

Output

Nature |

Date of Fluid

Time

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site
Thrombo-
phlebitis

Score

Sign.
Nurse

Mouth

1LV

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

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

Docu. No. : RCHBH/FRM/CLINICAL/092
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‘:"":r::u waries - 3 €l 2
5 “pﬁmi o Rainbow® ® BirthRiaht
i \\\\\\\\\\\\\\\\\\\\\\\\ Childrers | QR

POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters /Frequency:

~1 MO fev VN Julo %uu’ 7N

Wound Care:

= (’O//f f’Lu ﬂlacc&!_f

Drain /Special Lines/Catheters:

T (Lvl.z7,) Yy nLL

Special Patient Positioning and Requirements:
—Cau Tae 3 e

fgde ivnes

Nutritional Instructions:

A M fw 2"'}{4/\4

When to Start Mobilization:

Special Referrals:

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

Any Other Post-Operative Care Needed including Required Follow Up

—

G KWL‘, EcJ F

Treating Surgeon
(Signature & Stamp) Date: 2. 3.2/ 22X Time: ’,fo'ﬁ

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH [FRM\ | CLINICAL / 108




Surgeon:...’.\').f}...::%.\z 2 Y‘\& .

PO S .. oo riessosinsined

Anaesthetist : }y &Wﬁ
RN ...l

SURGICAL
SAFETY CHECKLIST

Scrub Nurse :

FDH-00037115 IP5-00176797
Mrs PADMINI SRIPADA
Patient Name : XXX /e VYA Gender 21-08-1989 3Y11M20  (F)

Dr. SHRUTHI REDDY/Dr,LAVANYA

e g o T

Datem‘j\.m... In-time Io\ﬂ'w\ ..... Out-time : . ' “H

A= I = 4

Before Induction of Anaesthesia > » Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Time.. 4. A} TIME OUT _Time....\.O £, . SIGN OUT _ Time....................

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

Identity Yes CNo introduced themselves by Name and W No The Name of the Procedure Recorded  4_L2¥8§ CINo

Site OYes Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure JAfes CNo Nurse Verhally Confirm Counts are Correct (or Not Applicable)  CYes [Ny LAY
Site Marked CYes DN/ CINA Correct Site OYes NG patient name) \yesﬂ No CJNA
Anaesthesia Safety Check Completed 9)@3 CINo Correct Procedure oy No Whether there are any Equipment

Pulse Oximeter on Patient & Functlonlnl,u'(tas ONo

Does Patient have a:
~ Known Allergy? OIYes @uo/
OYes QN(

Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

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

Yes, and Adequate Intravenous
Access and Fluids Planned

[JYes B‘QDNA
DYes_;wﬁ CNA

JZ@S CNo CINA

Blood Units Reserved

Problems to be addressed

E]Yes\D/NO”D NA

Anticipated Critical Events
Surgeon Reviews:
What are the Critical or Unexpected

Steps, Operative Duration,
Anticipated Blood Loss? \)Z(es ONo CINA
Anaesthesia Team Reviews:

Are There Any Patient-specific Concerns? E;Yes ONo CINA
Nursing Team Reviews: \\\\@*g M\/‘*

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.

To Surgeon, Anaesthetist and Nurse:

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

Yes CNo

CY¥és CINo CINA

D/Ws CONo CONA

,.

g)ﬁas CNo

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

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



SURGICAL
SAFETY CHECKLIST

SUFGRON : ..vscvrzevmveeras

Asst. Surgeon : ...........
Anaesthetist : ..............
Scrub Nurse : .............

W~

: . : . Z

.............................. Pationt Name : ............ccooverernvnse . susers AQR L wuvcenee... GENDET © ... Rai_nb"éw: ® BirthRioht
_______________________________ UHID NO. & +eveeveeeeeeereeeceeeess SUFGETY NAME © oo Sg;‘giﬁ;s 'mémﬁwggw
................................ 17 I | X ') " SN o | . |- FORIN Ha i

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Timeioooooeene.

TIME OUT  Time:...o.ooooeerens

SIGN OUT  Time:

Patient Has Confirmed

Identity COYes CNo
Site OYes ONo
Procedure OYes ONo
Consent COYes CINo

Site Marked CYes CINo CNA

Anaesthesia Safety Check Completed ClYes CINo
Pulse Oximeter on Patient & Functioning (JYes CINo
Does Patient have a:

Known Allergy? CYes CONo
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available CYes CINo

Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned CYes CINo CONA

Blood Units Reserved CYes CJNo CINA

Has Antibiotic Prophylaxis been given
within the last 60 minutes? OYes CONo CONA

Confirm all team members have
introduced themselves by Name and Role [1Yes [1No

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) CYes CINo
Correct Site CYes CINo
Correct Procedure OYes CINo

Anticipated Critical Events
Surgeon Reviews:

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

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [JYes [INo CINA
Nursing Team Reviews:

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

Is Essential Imaging Displayed? OYes CONo CONA

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

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

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

The Specimen is Labelled (including
patient name)

Whether there are any Equipment

DYes CONo

OYes CONo CONA

CYes [INo CINA

Problems to be addressed CYes CINo CINA
To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? CYes CINo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

R eilypaame: @0 ' L PR S

Department : ..............[0.= C q; ........................................................... Duration of Procedure : ... 20 D

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

Name of Surgeon : . DY S}W’OQ\—UJ\ ................ \f ............... Date of Admission : ... 1 . 17@

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

Staff Signature

1. | Antibiotic given prior to surgery LEP/ES/E] No

[_] Single Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incisi ]/E’is/ N /g{tbb
n ision
o p incision es[ ] No o 0, B
Name of the Antibiotic : ‘“)TQQ{\M\@/‘/‘”\

2. | Hair Removal es[ INo ifYes: Surgical Clipper
Department where Hair Removed : [ ]Ward [_]Operating Room f

N L e Qﬁ@

Skin preparation done (cleanse surgical area with antiseptic agent\’UZYﬁNo

3. | Patient's body temperature immediately post operation (Recovery Room) 2 ’”C /

Ooa 0r ] pita (Goal: 3637 ') 200!

=
4. | Name of doctor or staff administering the antibiotic : ....... @Qb‘ .....................

Date & Time of antibiotic administration : .(2.. . Q/W) ,.a3Ens ‘é'@b l]
Date & Time procedure started : @ losasena, 21T 1714

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 form) are completed properly
e  Forms must always be kept in Infection Control folder in respective department

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




Part - |,

Patient's / Learner Language :

FDH-00037115 IP5-00176/97

Mirs PADMINI SP/=ANA ]
21 05 1959 Y11mM20D (F)

T

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

'ospital

tkes a lot to treat the little.

INTERDISCIPLINARY PATIENT / FAMILY EUUCATION RECORD o A 2inbow | @ BirthRight
IR T
Telox| Bl

Patient / Learner Literacy : [ 1 Read LI Write [J-8peak  Willingness to Learn £ Yes CINo  Healthcare Literacy—~f=] Yes CINo

Identified Education Needs :

1. Diagnosis

tment and Care Plan

wwanagemem
. Informed Consent

6. Discharge Medication

7. Infection Control Measures

13. Risk / Safety

5. Medication / Trerapy (safety, effects/side effect, interactions) 9. Nutrition / Diet 14, Activity / Exercise
10. Fall Risk Education i 15. Social Rehabilitation Needs
11. Safe use of Medical Equipment / Implantable Devices Safety 16. spec:a| Discharge / Follow-up Education / Coping Skills
12. Patient's Family Rights 17. Others.... ok daxshess iy Sakmsmsgesbaomiensis

8. Diagnostic Test / Procedures

Part - Il

Date Time

Need
Indentified

i Designation
Information Taught Signature
o Person Learning Teaching | Mechanism/s .
to overcome | Understanding
Taught Barries Tools barrier/s

Use codes from the list in part lll

(2’3\ \l'.}o]v'\.)( lﬁfk"

e ool mr e[ ol | 1) Yy

‘DUUV\ M*(IV)

(ouy

w £

t!-’s}amk:[o& P oo~ Ferppul W P+ [ O ( ( —
b >
7
E"uf i odund r°M

Part - lll : CODES

Who was taught : PT : Patient F : Father M : Mother S : Spouse Sn: Son D : Daughter C : Caregiver 0 DEBDRCIY. <.ocovviisissvsrsssmisnimn
Learning Barriers : <

1. No Learning Barries 4, Language Barrier 7. Impaired Thought Process / Cognitive limitations 10. Financial Difficulties 13. Cultural / Religion Practice

2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values - N OIErs (BDEEHY) -cntimininmmmsiinans
3. Emotional Barries 6. Desire / Motivate to Learn 9. Cultural Difference 12. Impaired Vision / or Hearing

Teaching Tools Used : A : Audio D : Demonstration V : Video 0: Oral P : Printed

Mechanism/s to overcome barrier/s :

1. None 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specifyi.sllisss.......

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

Understanding : 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

Doc No. RCHBH / FRM / CLINICAL / 187




"= L
Rainbow’ &
FOH-00037115 1P5-00176797 : :
Mrs PADMIN SRIPADA
2103199 Y11M20
pa Dr, SHRUT LAVANVA

: b » E:AINBOWBUISPITALE-

'r Rghll a Safe Delivery

It takes a lot to treat the
Date

m Verification
T i Signature Tea

| lan / Intervention

Goa

i blem List vV

atient Needs / Pro

i ype P

Discipline P P

Time ;

) Nursing
"’ )FUNM“{L] @LJ-L_ ] Qthers:
Initial "AMM' r\%cxjia')wdu W——H
' n
\'U~ i 'ﬁff;.ﬁag' E Mofied hh’o & : e
(% O Others: g"":i:togp i L{HP“‘H’“{ Y
Bl

) Medical
ers:
O Medical O [nitial L Jrﬂﬂ \’éa‘ & Q.% ‘ s
. i I Modified 5
T e B e L RS
@ . ' Vzﬁost Op '#
W

[J Medical
1 Nursing
[ Others:
itial
[ ical O Inma‘ ‘
S :‘::j;;g 0 Modified |
O Qthers: 0 Per-Op o
' 5 £ Nursing
L Others:
O Initial
E ical [ Initia :
. Lﬂ:rf:;g O Modified
O
O Others: 1 Per-Op | o
=% [ Nursing
[ QOthers:
i Initial
ical O -
g x:r(:.ing O Modified
: O Per-Op
hers:
o L1 Post Op

— -
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Patient Sticker

Part - I.

Patient's / Leamer Language: ..........ccovvviverrrenncnnessesas Patient / Léarne

INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Z

Rainbow”® . b
Children’s & BirthRight
Hos pital . BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery

riiteracy: (1 Read T Write " () Speak ' Willigness to Leam: [ Yés [1No -~ Healtheare Literacy: []1Yes [ No

Identified Education Needs:

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education ! 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures & l 11_. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent B. Diagnostic Test/ Procedures _ 12. Patient's / Family Rights ' 8 AL TR R S R S TR RN £ 2 J M n 4
Part - Il \ ; E )
Use codes from the st in part Il _ 4
Need i = A Designation /
Date Time dentified Information Taught = bt Comments Signature
Person Taught Teaching Tools | to overcome | Understandin
’ Barriers . barrier/s .
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother §: Spouse $n: Son D: Daughter C Caregiver B I BOOIN , i akv e FiSass st raiise st

Learning Barriers:

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

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

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

10. Financial Difficulties
11. Beliefs and Values

12. Impaired Vision/ or Hearing

13. Cultural/Religion Practice
T OOES (BOBBIY ..o it siibisiinsbsiriassiisssresinisn

Teaching Tools Used: A: Audio D: Demonstration V: Video 0: Oral P: Printed

Mechanism/s to overcome barrier/s:

1. None 3. Reassurance & Support 5. Respect values & beliefs T: OB, SOBCHL.. o i dinies hismsassiniigvncsssai v ah kP RRSs itk s ik s esmasskmespas
2. Obtain translator 4. Teach Family / Others 6. Respect Cultural / Religion Preference

Understanding: 1. Verbalizes Understanding 2. Demonstrates Understanding 3. Needs Review

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



FDH-00037115 IP5-00176797 "Z
Mr.i P_ADNIH SRIPADA ‘ Rainb‘Bw@
o, ey, o | ® (3 Chitron's | @ BirthRight
AEAC R CHECKLIST FOR THROMBOPHLEBITIS Hospital _ | () smern o
23 %
DAY-1’ DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N E M E Remarks
1 | IVsite appears healthy I\g’bzié’rcz ggmgmsl 0 17 O
One of the following signs is
evident : Possibly first signs of phlebitis
2 - 1 O
* Slight pain near the IV Site / / Observe cannula e
* Slight redness near IV Site
Two of the following Signs <
3 are evident: gir;iy;esglgsn?]fl;)hlebltls/ 2 O
Pain at IV site Redness i
All of the following Signs are Medium stage of phiebitis /
evident : ; ;
4 Pain along Path of cannula _Flfesz[e Catnnula Consider 3 =
Redness around Site Swelling L i ol
following Signs are s
:\lflig;r:? an ngrg:lgiveg: Advanced stage of phlebrpg or
5 | Pain along Path of cannula g‘: Ssittzncoafr];hl:;r%%?g?éi?“'” 4 @
Redness around Site Tiasienant A
Swelling palpable Venous cord ieainan
All of the following Signs are
evident and Extensive : Pain ;?ldvangedhs;t%gg of
6 | along Path of cannula Redness }nirt?ge ?rgat;;trlli éie 2 5 O
around Site Swelling palpable i oot e L8
Venous cordpyrexia Sl
Signature of the Nurse 2,« Ve

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observmﬁ}ﬁesite should continue for 48 hours post removal to detect post infusion phiebitis.

Signature of Ward In Charge :

Signature : W\f .................... Name : ......cu %jg'\ (’ ......................

Signature of Shift In Charge : -,

Signature : P(UW ............. Name & oo KW

-"icu. No. : RCHBH /FRM / CLINICAL / 137



FDH-00037115 IP5-00176797

Mrs PADMINI SRIPADA 20 i ‘,,yé
3 6Y 1M G
12)1.?::::'-1 REDDY/Dr.LAVANYA Ra I.n bOWO . : H -
i _ Fiospien | () meueema
Morse FaII RISk Assessment Form It takes a lot to treat the littie. Your Right to a Safe Delivery
4 y Date / Time
Choose Highest Applicable Score from each Category Scfore & Fall Risk Grading
History of Falling Yes 25
immediately or w/in 3 months 3
( y ) No 0 o Risk Level MnrsTNl::g)Score Action
Secondary Diagnosis Yes 15 1<
(more than one diagnosis) No 0
Furniture 30
. Low Risk 0-24 Standard Fa
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 ")
' Yes
IV / Heparin Lock or Saline - 200 ’()‘O Implement
0
Moderate Risk -50 Moderate Fall
Impaired 20 ‘.—/25 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 y Iniervention
Normal /On Bed Rest /immabile
e 105 2 Implement High
rgets limitations oo i
Mental Status .g - High Risk > 51 Risk Falll
Oriented to own ability 0 Preventhn
Total Morse Fall Scale Score: 3¢ Intarvantion
Signature
g
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions \ A Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) 7 Hourly safety check
/G 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.
iJ/USE safety straps on stretchers and wheelchairs while transporting patients C1 Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCHBH / FRM / GLINICAL / 006
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’ Pain Score " ' : Modifying | Patient / Family i
Time (0/10) Location Duration Acuity Character Pacton Educated Intervention Sign
@( 9&\ (] Continuous | [J Acute ] Sharp (O3 Dull [J Increasing [ Yes l,ﬁtY 14\
9:') A 0 I 0 J Intermittent | CJ Chronic ) Aching [ Burning | [ Decreasing | [ No E/ '
[ Continuous | [ Acute [J Sharp [ Dull [ Increasing O Yes
O] Intermittent | CJ Chronic ] Aching [ Burning | (J Decreasing | [ No
] Continuous | [J Acute ] Sharp [ Dull [ Increasing O Yes
[ Intermittent | CJ Chronic ] Aching ([ Burning | [ Decreasing | [ No
[J Continuous | [ Acute (] Sharp ] Dull [J Increasing ] Yes
1 Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [J No
[ Continuous | [ Acute (] Sharp [ Dull [J Increasing O Yes
] Intermittent | CJ Chronic (] Aching [ Burning | [J Decreasing | [J No
(] Continuous | I Acute 1 Sharp ] Dull [ Increasing O Yes
[ Intermittent | CJ Chronic ] Aching [ Burning | [ Decreasing | [ No
(] Continuous | [J Acute (] Sharp [ Dull [J Increasing {1 Yes
[ Intermittent | [J Chronic (] Aching [ Burning | [J Decreasing | [ No
] Continuous | [ Acute [ Sharp [ Dull [J Increasing O] Yes
[J Intermittent | [J Chronic 1 Aching [ Burning | [J Decreasing | [ No
[ Continuous | [ Acute (] Sharp [ Dull (] Increasing O Yes
[ Intermittent | 1 Chronic ] Aching [ Burning | [} Decreasing | L[] No
7 Continuous | 3 Acute ] Sharp [ Dull [ Increasing | [ Yes
[ Intermittent | 1 Chronic ) Aching [ Burning | [J 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
©)  Prior to pain pain-relieving intervention.

)

b) Then every 4 hours.
d) Within 30 — 60 minutes after pain relief intervention.

(PT.0)



Numerical Pain Scale (Obstetric and Gynecology)

| | | | | l

PAIN ASSESSMENT TOOLS

No Pain

No Hurt

[
I I 1 I I I I
2 3 4 5 6 T

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little Bit Hurts Littlie More Even More Hurts Whole Lot

OB B ® @

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING
CATEGORY
0 1 2
F N icul i i Occasional Grimace or Frown, Frequent to constant frown,
.o o Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
oe Laying quietly normal position, Squirming shifting back and . ;
Activity moves easily forth, tense Arched, right, or Jerking
| Moans or whimpers occasional Crying steadily, screams of sobs,
[ Cry No Cry (Awake or asleep) complaint frequent complaints
Pus:{bnlr:tPain Reas:sured by pccasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 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
HurtsWorst | Behavior State | No arousaltoany | Arouses minimally to Appropriate for Restiess, squirming | Arching, kicking constzrvily awake
stimuli stimuli gestational age Awakens frequently | or t
No spontaneous Little spontaneous Arouses minimally / no rryoveme
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 2% from
RR, BF. 820, | stimuli variability from normal for from baseling baseline, Sa0,less tharm C’; T
Hypoventilation or baseline with stimuli gestational age 5a0,76-85% with equal to 75% with stirrmeas® g
apnea stimulation - quick | slow recovery Qut of Sawe ™™
recovery fighting ventilator
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Date :
Time :

PV

11 Pm

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

of physical activity"

Confined to bed

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

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

Mchin in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. Al patients too young to ambulate;
“Activity The degree o ; Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

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

Sensory Perception

1. Completely limited:

Unresponsive (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.

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
to 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

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

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

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

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

repositioning with maximum assistance.

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.

sk'r:o' winea d by perspiration, urine, drainage, etc. Linen - must be changed at least every linen change every 12 hours. changes; linen only requires changing
tlo ﬁ;’;‘t)srs: Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

Tissue Perfusion &

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
< 40 in a newborn) or the patient

2. Compromised:
Normotensive oxygen saturation may
be < 95%; hemaglobin may be

3. Adequate:
Normotensive oxygen saturation may
be < 95%; hemoglobin may be

4. Excellent:
Normotensive, oxygen saturation

Oxygenation does not physiologically tolerate < 10 ma/dl; capillary refill may be <10 mo/dl; capillary refill may be > 95%; normal hgb; capillary refill
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.
Severe Risk : lessthan9 | HighRisk:10-12 | Moderate Risk:13-14 | Mild Risk: 15-18 | Not at Risk: 19-23
Evaluator's Name

Docu. No. : RCHBH /FRM / CLINICAL / 119
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| ‘ Support Surfaces '
| Risk Score Category Action | (Please Note: Only required for children who are deemed at risk due '
‘ | to altered mobility, consider occupation therapy referral for advice \
i i . i e e S skt et O M emiel] R B e s L= ‘
| « Regular Turning Schedule | _ _ ‘
f « Enable as much activity as possible - High density foam mattress !
15-18 | Gel pads for high-risk areas |

« Use pressure redistribution surfaces \
» Manage moisture, friction and shear i

« Advance to a higher level of risk if other major risk
factors are present

|
\
|
At Risk ! « Protect the heels
| Alternating pressure mattress overlay |
\
|
|
|

High density foam mattress

' |« Use the Same Protocol as for “At Risk” Patients | Far
Moderate Risk | Gel pads for high-risk areas

|
|
13-14 |
‘ | e Position patient at 30 degree lateral incline using foam wedges | 3
‘ \ | Alternating pressure mattress overlay
| | |
| S — o B . % , _ . |
| } « Follow the same protocol as for “Moderate Risk” Patients | High density foam mattress
J 10-12 | High Risk |« Inaddition to regular turning schedule | Gel pads for high-risk areas
| | | :
J : |+ Make small shifts in their position frequently | Alternating pressure mattress overlay
| : |
I = +| L *'* BT Ty R e - !
| | |« Use same protocol as for “High Risk” Patients - High density foam mattress
| Less than 9 ; Severe Risk .« Add a pressure redistribution surface for patients with Gel pads for high-risk areas
| ‘ severe pain or with additional risk factors. Alternating pressure mattress overlay |
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DISCHARGE PLANNING FORM
_31\ Neavs W

NtONAY: oo™

It takes @ lot 1© treat the litte.

NOTES: * To be completed by a NURSE within
o L
fal R S ST

1. Anticipated Date 0f DISCRAIGE: cvvessversreers

o Destination Post Discharge: L/ﬂﬁe
Family Members Notified (Person Contacted)

] Transfer
Hospital Facility Notified (Person Contacted)
Discharge Status: 1 Self Care yf'ﬂWHome Care ] Home Professional Assistance
[ Needs Assistance In: Remarks
] Medication O Yes \//‘NTJ ...............................................................................................

Bathing
e 05 Ore” AR PR -

7| Eating i
1 Walking 1 Yes M /
7 R \ ......................................................

| Dressing 1 Yes A
O B '\;«( ...............................................................................................

) Toileting

Nutritional Plan:
1 Dietary instruction Discussed with the:

) Patient ,\-;Wémber

5. Discharge planning Discussed with the: 5
) Patient \;/Wmner ) QIS s g2

Family Educational Plan: p‘ : d
oG \f\wm 0
~ ) e . e R

g.  Patient
] Educational Topic/s:

ducational Topic/s discu_ssed with the: ,@
f . @ TeeweeR

] Patient's E
\/r«ﬁy Member

[ Patient

Nurse Name: 6 K.,M\// ...............

Date and Time: %’%\ﬂ\qbﬂ Tﬁ\\ m

D
ocu. No. : RCHBH /FRM / CLIMICAL / 191

Nurse Signature: ...
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“XONSENT FORM FOR ANAESTHESIA | ﬂ///l//lﬂlilii/?};?j?;ﬁi;'};}}} B

Patient Name : Padw&m‘gn‘wa Age: 36&; ........ Gender: Male O Feinem

Anaesthesiologist : ... 422 Xr... =06

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is notaware 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 without numbness can
be achieved by infusing weak solutions of local anesthetics arid 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 all my doubts. J:m/
[ Heartdisease Hypertension jabetes mellitus 1 Renal failure

[ Hepatic disorders O Shock 1 Multiple organ failur [ Polytrauma/ Renal Tubular Aacidosis
[ Incapacitating Cronic Obstructive Pulmonary Disease [ Others: Clt:% 4 CONAA X ﬂ,é&ﬁ&@tﬁﬁ&uﬂ@fmﬁg

«  Doctorto documentin medical record also if necessary (Cross-outif notapplicable)

DECLARATION BY PATIENT / GUARDIAN/ PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient the above mentioned operation / Diagnostic /
Therapeutic procedures.

| authorize and give consent for anaesthesia ( O Regional / General Anesthesia / O Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative treatments and
answered my specific queries and concerns about this matter. | have read and understood the information provided in this form |
acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific to my individual circumstances,
and | have considered them before Consenting for anesthesia.

| 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, asthmatic reactions, headaches.

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

That | 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 in need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her will administer the
Anaesthesia.

| have been explained all my queries in the language understood by me.

Witness :

3 3 Signature 70 ..... ﬁ'ﬁLLM
- fadaasand - NameVWLMQWW ................

Relationship with Patient: ....... Qf@% ....................... Date & Time : ..... 2’;)7}% ....... CJ’V)*)’W’

Date & Time : 2%[712”6; ....... (;1“—04'1\'\

Docu. No. : RCH/ FRM / CLINICAL / 021
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PRE-ANAESTHETIC E\IALUATION Hos " N
P e QQ.P.%E‘:.\!I
Namefvao\ww ..... ‘A&a ..................... Age: 265, Sk it et Uch[;jo ....... -+
cae A A proposed Operation: &7 mDS ............................ Tj
Date: .25 "*’\ S TTCRIA RS B p ag a WJ
o N e gt L
a.p/CR: L2 e O .
Hagb: O 0L ALY B Glucose: - I% Y | RO v
. - Urea: W P HBS Ag: - i EF_&:J .
nWo T eI L L Total Bill HCV: W : /:\‘!9-\ g
oo :‘L'{’OOD : . D, Bl coeveeseresssesreenee Blood group ‘)03' Stress/Anglo: ... LU( 2
Fl:'-(e: ...................... T;l{a ................................. A - v ; Cf ‘
l;ﬂ ................................................. C.al++ _________________________ AIK PROS: eeveemsr T4 cineigagere G\(,\_, L (@

. AMYIasE: et
SGOT/SGPT: covvmvemreemsere®

—~Tab » METRORMN 6’1’)0% TID.
‘ L1gpen - Q-A"6€

Hepatic / GE :

METE 2 G
Qthers
Past Anaesthetic History: Touminaton -2020 1’ s
Physical Exam: ooty Rgmwm\ ‘\’5" dabo~ S b Fon e l Ye
Airway: MP 1(2)3 4 Mouth Opening: . Acke Mentohyoid Distance:

Neck( N Teeth:  «<SU Jeotls

g gnf®, e N ——
Heart: Q‘ e

O oS Grotely (ﬁm\ad : R

— _—_-_——_—\—
Pregnant: [ Yes ,B’No CINA Venous Acce R
Anaesthetic Plan: TJMAC (JREGIONAL.~TGA-ETY / Sy M "?‘I&_ f

— - Ji

Peri-Operative Pan Explained to the Patient /}‘—-\ \ ”Ugf [ﬁﬂ/ﬂ/]ff/
<l
CURRENT MEDICATIONS o L | \

—

S it

—

gy Nﬂ y
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| BP/CRT: T6D q A= . R.R ]
'\-{ ...... : -

1R. Last Feeg:
Operation: .. £f$P, I Axox
...... A LU Anaesthesiologist. 7.,

[2)
— e 10O
ﬁ Antibiotic
AZ e :
= [~g7] R
; Suppository
TR A ADU Levase
L : P Cuerren Ao An
Blood Loss
FIO,/ Sa0,
ETCO, p & 2
ECG Fem N d
Temperature 27 S- LS .
Urine Output - Nores
)
] I
28 i
[y ]
LL LTSS
Bp 240 -HHHHHHH
i,
V Systolic 220 I ;‘ r[ f
]
i o
* Heart Rate 180 f i) jf
Tourniquet on Time 160 [l %
Tourniquet off Time I
140 I [
Throat Pack In 1 |
Throat Pack Out 120 | 7 I
‘ -
100 L: A n
" ]
8017 i L]
Uil A A

Regional

i Specify: cudal
il Fﬂ;sz | el
e A2 2 ) e
/ ',-/,."r ;i 4 Dapmj ;
Il 1/ ool SZP g (W
%?‘i} ,-/’ 7/ r‘”m}w[m ( \\ llll i
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Endomedoal Bl Pﬁ(]

............ %ASAPhyswal Status;: 01 02 4 04 O5 ! | 4 /
LA sa d

\_/ Rt - B Lalmralory Data: ﬁﬁﬁua-ut LAD -
i LT g j HIV: .. 5 XRay L‘/H‘ No &7 3 i

Hgb: ... Glucose: @,; ..... f Protein: .
PCV: ..... ‘30-.[."._. 24{

T AR 7T S R HBS Ag: ). NE-..... ‘ ;,\z,(,
wee: . \D.. CPBBE: .vvececnrnpssmsreiiies TR HCV: . 2D Echo ....... £E 6&/- . Mp wa'r
Vol 23000 VR - s " Blood group: B EWS"*“‘*smasszngm Mool e andlta
. R LDH: oo ™ oo It 5100 O o oot C&am%of,
B . T T TV A I Lu'éfu :
LR B i, ATTWIBERY . .o oomsrmmeiiess TSH 24&6 "
e R SGOT/SGPT: ..o [ pliarois: Yo s J
Medical History:  CVS: lele (o ﬂa"ﬂo 2020 ©om dab. labetalnl - Qoom1 2D
RESP Diabetes : tlefo T DM - 200 ©n
0. A -~ Tob s METRRMAIN SbOwg TIB,
Renal : g{'/?m,'ﬁ'myvt_ oy LI PPt O - A ’G‘
Hepatic / GE : 5 A Physical Activity: MET > G
. ' 1'-(,' - 5 :
ones:  Wlelo  Rypdtuge 2000 on ~ lab. Thywwerm F g
Past Anaesthetic History: Hlo Toominedbtor JEH =2020 |
T _‘,g_[,) =1 =
Physical Exam: ooty Rebaval  Vtedabon — 20246 J
Airway: MP 1(2)3 4 Mouth Opemng:_,(_s,(;{g,i il Mentohyoid Distance: (kf) Neck{ w1 ) Teeth: <D e ot intorel
r e i

Lungs : %@1 C/QUL«
Heat: ¢, QD

|
s Grotely Prkat
Pregnant: (] Yes = No [JNA Venous ACcess SIE e ;14 SPine Exam for regional : (R

Anaesthetic Plan: CMAC ) REGIONAL-=7GA-ETT, & A/

Peri-Operative Plan Explained to the Patient: ,{{es o No

galthl
' . : A4lo0o
CURRENT MEDICATIONS DOSAGE Pre—omratW: Instructions: - last hle AP
1. DVT Prophylaxis : — L%, tA * |5 0otw
Tab UNEETHtoL 200wy Bp Water / ORS 2 Hours 23 (e pd
B TR MORM 10 \J 2. NIL 0RAL<OthersSHour
lake: 1R\Pe0 MM'S* fa 2 3. Informed Consent: =-Standard O High Risk
Tab . METFopu N AD0m4q -~ Tip 4. Post Operative Pain Management: Ziscussed with Patient
5

e
o-5-¢ . Other Instructions:
RN~ ‘%g@\cga.j@afgwm .....................
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Pre Induction Assessment: L~
Change in Patient Condition: 1 Yes A) Fasting Status: WW

L/ Patient Identified |+ Consent Present \J " Chart Reviewed
[RR: 1Al wAr | LastFeed: > &Nt
: |

Physical Status:

HR: 607mf  [BP/CRT: (6O [Qy [Sp0; 16D / 7 L
% ¥ ion: . A% 2% (]2
Pre-OP Diagnosis: .. Fm-Zt M T 50 A L Operation: .. AX¥$44L TEYEICALE LT 4. Date...i; ............ 4,\
= = . . h . oa . r o
Surgeon: %!fuw%u .......................... Anaesthesiologist: Tz o ot 2 Anan R+ Technician: ../&€ ety
TIME F 13 o | T | } {
N, QAR IOILEM |1 D4 (). — - Antibiotic
HALOTSO/SEVO_A 4 i 1-0 ——=
Drugs: ~— -
W72 = Suppository
Fenv A L L : oy LA
ppepPrro  |Su-eh ol : A|
d Pt RA N i1 b ' = MC{/CI'I:&—N Ao
D4 _a 2 . 1
T AT T2 o L 4 1Y
Blood Loss
Fi0, / Sa0 A4 [e2D f
ETCO, e 2¢ e 7 "4 ‘
ECG .r%L NI [N '
Temperature 2%- S- S - :
Urine Output =1 NOTES
£ ST UL > —]
22
[
B.P 40 H {
V Systolic 220 I
A Diastalic ’
X Mean 200 1
* Heart Rate 180
Tourniguet on Time 11
Tourniquet off Time 160 1
140 ]
Throat Pack In
Throat Pack Out 120 N
100 AL A
8o
6 i [ 0 | |
W ~
40
20
10
1]
0 | B I_I_{
ABG
LAB Values
GRBS
Others
\/Equiurnent Checked and Temp: IW Regional:

Functional HME [ Fluid Warmer =V 1 Inhal 1 Extremity o S
\/ BP n,Q/U Cling Film [J OH Warmer M 1RSI ] Spinal [} Epidural [] Caudal
/ Cutt Site: .. LLA__ YY" | \Ofuggers 0 Cotton Wool [ Others

1 ArtSite: .............c.. Other 3
{1 EKG Lead ) \/_ﬂlsk \AA M\JV\A Lnaf
|2 Temp site CUarn | Times: O Away  [Jorl  [INasal Y .
FIO,Monitor Anaes Start; 504 LYY ETT# oosiiin...... 8 .....ocoreeersens CM . Depth;
T Agert Montor 0P Start: O AM| O o Nasal [ Cuft e [ No
T Pulse Oximeter OP End: J/ [J Tracheostomy [] Topical Catheter at skin
Capnograph LoaVe.OR: ...l A A5 1], 1T, S ol AR LA N O
=<3 ik ugp (ot O Drug Name & Cope-
.~ Ventitator Anaesthesia: [ Awak £ Di i R Y
Nerve Stimuiator \,/G’:h e B} Dirsctigeein Bolus: ...,
. ] Video Laryngoscopy [ Stylette / Bougie Infug
Position: W Monitored Anaesthesia Care ] Fiberoptic Sion; ,
e, &' Regional Blade# A 4
..... Rtempll'...................

\_/,/Pressure Points Checked

Difficulty Why? ...

— Line (Size & Location)
- CVP: ... k/nu;t =8s
Tape‘ L1_Semi-Closed Circle
Padding w47 Closed Gircle

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

POST-ANAESTHESIA CARE UNIT RECORD
0

00\ ‘
-~ - . ) 1 )
Received in PACU bY @ .i..qsveeins Qb ........................ Time Received : ....... f“@ . .... v l ........... Time Discharged : Q% ..........
WS ANEL0 A 1\ {
L X d
250 250
ks 84 IV Cannula Site : ...... L R 9[[1,’@ .
wi 230 230 ] 0,Mask [] Nasal Prongs
% g?g gfg Tracheostomy T-Piece
@ 200 200 | 1 Oral Airway Nasal Airway
o 190 190
. 180 180 7
§ 170 170 | Vomiting : Yes bmﬁ' DINE ooy
=R P ‘o | NeTube ] Yes QUG
140 140 Drain: Yes o o
\% s o rain \/Fp
A 120 120 Urinary Catheter: Yes o
110 110
§ 100 100 | Chest Tube: Yes .\,/N{
= 90 _ v 90 .
0. 80 / a0 Nil Oral LrYes O No QL
60 A YT — \/0/1' KL o flmo
& 50 50 Oral Foads: .......vrveensebonenene N@
e 40 40
; 30 30
v 20 % 20
10 10
0 0
| SPO,
|
MINUTES
| POST ANAESTHESIA SCORE N ouT SCORING INTERPRETATION
I (Modified Aldrete Score) 30 | 60 | 90
Able t 4 extremities volunt d 2 E : "
proehadumiing: purasd iﬁ.‘ﬂé?; s EEZ",EEEG =1 ACTIVITY \ l A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 ), Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION /L . § 2 5
Apneic 2 =0 ]/ 7 Exceptions to this, are to be explained in the
BP + 20 of Pre A thetic lev =2 . A S
BP = 20-50 of Pra Anaesthetic leve 1 CIRCULATION §.11 2/ space below by the Discharging Physician:
BP =+ 50 of Pre Anaesthetic leve =0
Fully awake =2
:g:n:igztn%?ﬂzaumg =1 CONSCIOUSNESS ( 212
Pink =2
Pale, dusky, blotchy, jaundiced, oth =1 COLOR
C?:notf y, blotchy, jaundiced, other st } ’L }
TOTAL ?ﬁ 4 { f}
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
22)y-| 10: Sy 0/ro 672 sedefi'en Ny
.
PP 12 B 0f 10 Ao Fobevindjen @J/
4 —"j
H
BCL’)Y )+ 5Y) v f Lo o P Mb"\l/v- lo—
|

Pain Tool Used:

1 N PASS

Anaesthesiologist Name :

Anaesthesio

Date & Time

PACU Nurse

PACU Nurse
Date & Time:

logist Signature:

Name :

Signature:

] FLACC

Wong Baker \)PS/

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

After 24 hours avery 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention

......... Pes.
Date & Time: 9_(5"‘:’{/[{

b
c
d

Transferred to Unit by (PACU):
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

B 17y Procedure done by

Position -

........................... Catheter at Skin:
Parasthesia : Yes/No if yes details -

Solution Composition -

Any other issues -

Discharge /Shifting ardered by
DT SRR s,

T R A —

........
.....
......
||||||||||
(LA
Wi
1
W

(1AL
i

nL
jint

BT
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INFORMED CONSENT FOR SURGERY OR &% eecir 2%, © ) BirthRight
SPECIAL PROCEDURE AL T s

Patient Name : HTSPa(lm'nl‘&wfadc’\Gender O Male Female  Age:. oMY .
sHoNo ... DM =603 315 Date 9—3'4}26
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.

I hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)
...-.......H.‘{.S.".[IKaS.an.ly..r);.Po.LH.{?f.(T.l}ij......-.h..{_NDoM.ﬁ?iﬁ.L...Blppé_j_,.
RPN TR €1 - (. SRR | eSO S SN R PRIT 1\  S

............................................................................. (Name of the Patient) FAYS - [Gdwiny S¥ipa N

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

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.

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

My signature on this form indicates that

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

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

Consentee : Patient Attendant :

Signature : .......... / "“‘LM dr ............ P Signature ‘fb}Q—Lﬂ ....................
Name : P\\AFQJMW}SY)POACA Name : K&{gé&mﬂ;\ : $
Date & Time : ......... 23;1:}’,7'6'/ ...... £ <‘&?>A ™\ Relationship with Patient: ... YLa e/ ...

Date & Time : Li/l?'/)’é .........................
Witness :

" Doctor (who is taking'the consent) :
T R .. % NS m

b R, 7 o SO RS 5. o

BRDE . ...t AN . ................ Nivsia mLQgUag\ ....................................
Date & Time : ....... al]."[%é\l' ..... Gfo,) J Date & Time : D—Blﬁ[l%jgtf?sm :

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




2'noblid) a& ¥
IsrigaoH :

S vt ! by gocnie




