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i o 20 Chidrents ‘Birtsmisgm"
N BY RAINI Hi
U Hospital _ | () zeeaom:
SURGERY DETAILS
Date : 04/7 y AL o
Patient Name: Mrs@a/wxm ................................. Date of Birth: Q.71 Z(997............. Age: 2.8.%3...
Gender: M .................... Ward : o T o UHID No.: HINH.-009.)6.32%........
Date of Surgery: ..o.&,.?{./?fé ....................... [J0T-1 ZT0T-2 [10T-3 [10T-4 [10BGOT-1 []0OBGOT-2
Name of the SUFgery : ...........cccowweveennne. & \GC\\U‘Q ......... \ S:S .................................................................
M
N
' Time in 200]0(”/\ Time Out .............
NAME AMOUNT
1. Surgeon : 97»‘/2&&14?%,@?5’19%@ ..................................................
2. ANGESUNElSt ¢ D DA e e
3. Assistant Surgeon I.J@I.‘...UA[QUﬁmQM ...............................................................................................
4. 0T Technician %M,&PJM ...............................................................
P 5. Circulating Nurse &MMa,ﬁM ...................................................................
© 6. Assistant Nurse gwﬁmﬂm.@,g?s L e R, | S

Special Equipment:  [C] Laparascopy ] Broncoscope [ Harmonic [] Morcelator
[ C-ARM ("] Cystoscopy 1 Versa Point ! Liver Cusa
[} Neuro Cusa (] OtherS ...cccceoveeenreinnnenensenecnncnsennecranns

Signature of the Surgeon SignaturAf Circulating Nurse

Order No: O?ﬂ/"z?ﬁﬂﬁf?/ﬂf72— Order by: gé/fa/‘é%ﬂé ........ /7/;2/ =5 -

Docu. No. : RCH | /FRM / GENERAL / 114 @ 7 ko Y v
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HNH-00016336 1P26-00006736 ot
Mrs DAMINI B ) Z
x } Rainbow”® )

07-11-1897 BYTM27D  (F) Ch“d_rEI;'s .Birt?%isg'bf
CONSUMABLES OF OT ‘'eseital.

(2]
Technician : Jaﬂ?—d (pete J% ....... Date : Lf/‘?—'if ........ TiME oo

1\

Circulating staff :.»

Anaesthesia Disposables mmm" usea | Surgical Disposables lmﬁ-ﬁ ' Areos isposables (Baby Side) __m" -
ET tube Major Pack ) A ( A AN VitK o] |
LMA L _Sutures ) 3 (L, 74/ Cord Clamp o
ECG leads {A )P /N §% 74 audno | 27| _suction Catheter
HME filter : A/ P / N . Pm&'yub X2 {4 Feeding Tube
Syringes : 10 cc ; %,/QR,D ey L{l 9 ¥1 _Vaccum Suction Set
05 cc oL e S 1S B/ Smical Gloves B q (; 1B
02 cc ol - Encnre. b _ GauzePack = FL Ozlﬁ/
01 cc 7 Clre b M /S_yringe 1t 7 2ml OJ’;
Cautery plate (A P /N /O /] Surgicalblade 99 D/V Surgical Blade # 20 041
IV set 7 1 6 tube * 7 Koochies (§) -
RL f/ /" Cautery pencil Al Enoavetf | o
o NS : 10mi/ 100mi / 500mi / 1000mI | obchies KL "
R 0L /| Qintments oy
T A 2 b uction Catheter ] T
Fentanyl - ) ﬁ}p, Mask A ED oLty
MorBfine 12, 0v ces s ¢ OF *6’;/ Gauze Packry(d all rM( -
Ketamine J . <" | Mop Pack o (7) 5 )
Propofol Steristrip v /
Rocuronium Underpad
Glycopyrolate Draw sheet g’Q// 5
Myopyrolate bgel D
Ondansetron, /FEIeys catheter \
Pencan 25¢/ Spinal Needle 22 # (| Urobag
Bupivacaine 0.25% Chest Drainage Catheter
N oAt Bupivaeaine 0.25%(Heavy) o4, Romodrain bag
Antibiotics - "~ | Bandage
O Sdina 9.\4 cedle 1< Quiley {{l/l Tegadenn
; Suppositories \/ l@an
Anamol : 80mg / 250mg / 170 mg /_,d)ouble J Stent " / ;
Supridol : 100mg O/ cum Suction set é{/ /
Justin : 12.5 mg / 25mg / 100m‘6 | Plastic Bed Sheet _meq @ %h |
Tab. Misoprost : 200mg . |& A Betadine Soltion AV
LN L 9 up 35 é : /W—icroshield ‘%j -
‘o ;,1—‘1, P _/OA/ Cotton Balls A7
r Latex Gloves
Ramdione Scrub
Saral
Surgeon Anaesthesiologist Nurse OT Techn ci
Order No. : QG"OOOQJJQGO{./ ............................. Ordered by : ............... kOJX\M\!\@Hh ....................... gﬁfﬁh
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Rainbow Childrens Hospital-Himayatnagar

bow
H *,
ﬁ';‘s'g{&']‘ S wnt ¢ Ralnbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA '
(. quarters road AP State Housing Board Himayalnagar ,Hyderabad , |
Telangana, INDIA 500029, |
040-48873000, Info@rainbowhospltals.in i
I
L4
AL ENDINEBERCA
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-00016336 Namo Mrs DAMINI
Age f Sox 28Y7M27 D Female Doctor YJINDIRA RAN|
AdmiReg Dato/Time 04/07/2026 06:25 Payor SELFPAY
Crder Date 04/07/2026 11:28 Crdernumbaer 26-0000210604
Visit ID 1P26-000067236 Ward/Bed No 4F -OT /LDR-415
Patient Address 2-1-176, yellambanda,kphb, Kphb, Hydorabad, Tefzngana, INDIA, 500072
'
S.No Doserlption Ganeric Name Dosage Route f Freguoncy Ruratlon Instructlon Qty Status
1
1 |SURGICAL BLADE 22 SURGICAL RLADE 22 {4 Noa External J Once Daly 10aps 1hos|  Duposed
J

2 PROLENE 1 M B33 PROLENE 1 Nw 383 1N # Onca Daily 1Days 1 Nos. Disperaed

3 |5GLOVE #8 (SURGICARE) | SURGICAL GLOVES S0 | % MNos Eaternal [ Once Daly 1Days 3os| Dhoensad

4 |DSYRINGE oML (NIPRO) | SYRINGE 10ML £ Nos External § Onica Daly 1 Days 2Nos|  Dispansed

5 |MISOPROST TAB 200MCG 48 1 Tabs Extemal] Once Daty 1 Days. 47abs| Dispensed
TRUGUT CHROMIC CATOUT | YRUGUT CHROMIC
[} SHaze2 CATGUT SN4242 1Nos { Qneca Daily 1 Days 1 ”lllﬂ Dripensed
7 MQPS 30X30 BPLY 55 X-RAY |MOPS J0X308 PLYDATT |1 Nos # Once Dty 202y 2 Nos, Dispansad
ENCORE MICROPTIC A
] GLOVES.1.5 PF 1 Nos ? Onco Daily 1 Days 1 N?s Dpensed
|
] DSYRINGE SML{NTPRD) SYRINGE 531 1Mot Extemal f Once Qally 1 Days 2 N’ns Dispansed
PREGELLERD SURGICAL PREGELLED PLATED I
10 PLATESIADULT) ADULT 1 Mon Exsternal f Once Daty 10ays 1 :ﬁna Dispunsead
11 |5GLOVE # 8.5 [SURGICARE) |SURGICAL GLOVES S5 {1Nos Exiamal | Once Dady 1 Days 34os]  Dmpensed
T

12 |vicRyL 20 Nw 262 VICRYL 20NW 2762 |1 Hos 10nce Daly 10ars tHos| Dispensed
DISPOSABLE APRONS D{SPOSABLE APPRON .

13 | ERRE N STERLE AL 1oy 1 Onca Daity 3 Days 3Nos|  Dmpansed
LSCS DRAPE PACK

4 | (PHOTECTCARE) 1Hos 1 Once Daly 10 Vhios|  Dispansac

RINGER LACTATE
5 {RLEOOML CLOSED SYSTEM [po of b ecnn 1 Bone 10n¢a Daiy 2 Days 20Bota|  Dxsponsed
U

16 [EVATOCIN [ORYTOCIN ) 1¥ial Extornal { Onice Dy 1018 VN[ Dispensed

17 |JOVHANZ SOLUTION 19% 1Hes Extemat f Once Dy 10 thu Dispensid

18 [SPINAL NEEDLE 26 SPINAL NEEDLE 25G |1 Mos | External | Once Doy 1Days Ehos|  Dripemac

19 [OSYRINGS 25MUNPRO) [ SYRINGE 2ML 1Moy |Enternat 1 Once Daty 1Days 2! Nos|  Dispensed

T
20 JVICRYL 1-0VP 2M§ VICRYL 1-0VP 2348 |1 Nos 10nca Daly 10aps 13os]  Duspensed
2 Encons kicrople glaves8.5 1Hos 1 Onca Daly 1Days 1 Nas Diapenzod
i

22 ::;EE"’LESLP%‘:EG' PADIBIG)  |apoe) 1 Hos 1Cnca Daty 10aps ANos]  Drspenaod

73 [ADULT DIAPERS-XXL 1Hos Extermal 1 3:2 TIMES A DAY |1 Days ,1 Not]  Dupensed
UNDERPADS 60X80 }

\aUTTERFLY ZNas. External ¢ 3.2 TIMES A DAY |1 Days fZNm Dispenned

]

25 OXAMIC 500 MG INS 1Anpule Extamal / Otica Dty 1Days 3Ampda|  Disparsied
N EaSKILAYER- FACE MASK3LAYER  |1Mos Exiemal f Orice Gy 10aps Innu Drspenwed
CAYTERY PENCIL '

(ADVANCE) 1Hos |Extornat f Dnce Daly 1 Days Thos]  Drapensed

28 1500 1G5 SSUWSITOR’ES 1MNos | Extemnal  Once Dady 1 Days ‘! 1 Nos Dispensad

20 |ECGELECTRODES (ADULT) [ELECTRODES ADULT |1 Nos |Esernat i onos Daly 1Dars 3Nos| Dinpensed

0 [COTTON Y00 G (70 GNETT ) |COTTON 100G 1Nos | Extemat £ Dnce Caty 1Dayps " 1Nos| Dupero

31 |VACCUME SUCTION SET t Nog |Externatf Once Daty 10 1Nos| Dispensed

42 |PENCAN25G'312 FENCAN 25G*3 12 1 Noy fEaternad) Onca Dally 1Days 1Nos| Drsoonted

PR i AMP I
13 |SUPICESICINJAMROIMG |BUPRENORPHINE DS |y pmpuie  FExtemals Once Diady 1 Days Vampua|  Dispantad
Y.INDIRA RANI

This document 15 jest for reference purpose only. Not to ba considered as primary repor.
Note
* This preseription is valid enly tor specified duration.
* Do not reflll modicines. \

.

Printec Date/Time ; 04/07/2026 14:20

Printed By GUVVALA VIJAYA SUSHEELA

Page 1 of §




4
. Z Rainbow Childrens Hospital-Himayatnagar ;
Rainbo ‘
. , ¥
gggg:&? e g Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe nitoufer, '
Ras Old MLA quarters road AP State Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
DT
ELECTRONIC MEDICINE PRESCRIPTION
MRN - HNH-00016342 Narme : Baby Of DAMINI
Age/ Sex ;:0YOMODGH/Female Doctor : SINDHURA MUNUKUNTLA
AdmiReg DatefTime : 04/07/2026 10:14 Payor : SELFPAY
P
Order Date : 04/07/2026 11:33 Ordernumber  : 26-0000210605 O
L -
Visit ID : 1P26-00006737 WardiBed No  : 4F -OT / CRDL-HNPDA-415-1
Patient Address * 2-1-176, yellambanda,kphb, Kphb, Hyderabad, Telangana, INDIA, 500072
S.No Description Generle Name Dosage Routo [ Frequency Duration Instruction Qty Status
1 INJEK INJ 1 MG 0.5 ML 1 Nos { Once Daily 1 Days 1Vial| Dispensed
2 . SS&;?ESS‘;‘&?&Z PLY (5 gﬁ%ZsE T8XT.512PLY 1 Nos External f Once Daily 1 Days 1 Nos Dispensed
3 SURGICAL BLADE 20 SURGICAL BLADE 20 1 Nos External f Once Daily 1 Days 1 Nos Dispensed| |
4 |compcmup. 1 Nos Extemal/ 12 TMESA | Thos| Dispensea
5 |DSYRINGE 1ML (NIPRO) SYRINGE $ML 1 Nos Exiemal / Once Daily 1 Days 1Nos| Bispensed
6 Encore Microptic gloves-6.5 1 Nos f Once Daily 1Days 1 Nos Dispensed
7 SGLOVE # 6.5 (SURGICARE) [SURGICAL GLOVESE.5 [1 Nos External f Once Daily 1Days 2 Nos Dispensed ‘
SINDHURA MUNUKUNTLA
Reg No : 66970
" This document is just for reference purpose only. Not to be considered as primaty reportl.
Note
* This prescription is valid only for specified duration.
. * Do not refill medicines.
Prinled Dale/Time : 04/07/2026 14.:21 Printed By : GUVVALA VIJAYA SUSHEELA Page i of 1
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Rainbow”

Children’s . Blrtthght
\o Hos p ital | . BY RAINBOW HOSPITALS
v' U | En_'rh-g;c a Safe Delivery
N
Name Mrs DAMINI UHID HNH-00016336
Father/Guardian | Mr D.SRAVAN Age/Gender 28Y 7 M 27 D/ Female
Address 2-1-176, yellambanda,kphb, Kphb, Hyderabad, Telangana, INDIA, 500072
IP No IP26-00006736 Admission Date 04-07-2026

|
Ref Doctor Self.

Discharge Date |(07.07.2026 - .

DISCHARGE SUMMARY

Consultant:

Dr. INDIRA RANI Y
MBBS, DGO
700113

Diagnosis: G2A1 WITH 40 WEEKS GESTATION WITH
OLIGOHYDRAMNIOS FOR ELECTIVE LOWER SEGMENT CAESAREAN
SECTION

ELECTIVE LOWER SEGMENT CAESAREAN SECTION DONE ON
- 04.07.2026

History:
LMP: 16.08.2025 Obstetric formula: Primigravida
EDD: 04.07.2026 Gestation at admission: 40 weeks

HIMAYATHN, AGAR BANJARA MILLS N HYDFRNAGAR KONDAPU# OUTPATIENT CLINIC SECUNDERABAD KONDAPUR LB NAGAR NANAKRAMCUDA
E 240 - 4286 2200 0 - 4248 2400 y ency 3 40-6911123

® 1800 2122 @ www.rainbowhospitals.in




Name Mrs DAMINI UHID HNH-00016336

IP No [P26-00Q06736 Admisslon Date 04-07-2026

Obstetric History:
G1 - Spontaneous Miscarriage at 5-6 weeks
G2 - Present Pregnancy, Spontaneous conception.

Medical History: bronchial Asthma (childhood- not on treatment now).
Surgical History:il

Family History : Both Parents-HTN

Allergies : Nil

Antenatal Details:

Mrs DAMINI was booked to Rainbow hospital at 40 weeks of gestation. She had
regular antenatal checkups and investigations as advised. NT scan normal with
placenta-post reaching os. FTS low risk. TIFFA normal. Fetal 2d echo was
normal. Fetal monitoring was done by serial growth scan. Scan done on

29.05.2026 showed Single live intrauterine fetus at 34+ weeks with cephalic
presentation with EFW: 2269gms AFIl: 15.5 cm with placenta- posterior US.
Scan done on 02.07.2026 showed AFl 5.2cm with placenta posterior low lying.
She was admitted at 40 weeks with Oligohydramnios for Elective LSCS.

Investigations: Enclosed.
Blood group: "B" Positive

Management: Course in hospital:

At admission, her vitals were stable, uterus was relaxed. Fetal wellbeing was
confirmed by an admission NST which was found to be reactive. She was
prepared for elective C- section with indwelling Foley's catheter and IV canula

C




Rambow L .
\

Children’s . B|rthR'ght
BY RAINBOW HOSPITALS
Hospltal Your rfq tiz ﬁ;ﬁﬁ'?
Name 7 Mrs DAMINI UHID - HNH-00016336
IP No IP26-00006736 Admission Date 04-07-2026

under aseptic conditions. Written informed consent for surgery taken.
Preanesthetic check up done. Anesthetic premedication (IV Pantop and
Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV given. Patient
shifted to theatre.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A Lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord traction. Uterus closed
in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Skin closed with subcuticular sutures. Wound dressing done.
Vagina cleaned with Betadine solution after expelling clots. Misoprostol 600
mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.

* LUS not formed.

* Liquor scanty, thin meconium stained.

* 2 tight loops of cord around neck.

* Placenta- posterior low lying.

Delivery Details:

Date : 04.07.2026

Time of Delivery : 08:15 am

Type of Delivery : Elective Lower Segment Cesarean Section

L B NAGAR NANAKRAMGUEA

KONDAPUR QUTPATIENT CLINIC L SECUNDERABAL

@ 1800 2122 @ www.rainbowhospitals.in




Anaesthesia

Baby Details:
Date

Time

Sex

Weight

Apgar

: Spinal

: 04.07.2026
: 08:15am

: Female

: 2.5kg

: 7.8

Gestational Age: 40 weeks
NICU Admission: No

Post-Operative Notes:

She was closely monitored. Her vital sighs remained stable. Uterus was well
retracted with no postpartum hemorrhage. Breast feeding initiated. She was
shifted to room. Her postoperative period following that was uneventful. On
second postoperative day dressing was changed. On inspection wound was
healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient
supplemented by written information. She was given the postpartum book for

further reference.

Advice:

1. Tab. Taxim © 200mg twice daily till 10.07.2026 (9am-9pm) after food.

2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till
07.07.2026(8am-2pm-10pm) after food.

I ——
By
i
Name Mrs DAMINI UHID HNH-00016336
IP No 1P26-00006736 Admission Date 04-07-2026
Indication : Oligochydramnios
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Rainbow . . L
Children’s @ BirthRight
i BY RAINBOW HOSPITALS
Hospltal . v-n:wu'_—?ugl; ES;[‘E;N
Name / Mrs DAMINI UHID o HNH-00016336
| IP No IP26-00006736 | Admission Date 04-07-2026

3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 07.07.2026 (9am-
3pm-11pm) after food.
4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 10.07.2026
(7am-7pm) before food.
Tab Combinorm Plus Twice daily ( 9am-9pm) till 12.07.2026.
Cap Lactare (2caps) thrice daily (8am-3pm-10pm) till 12.07.2026.
M 7. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.
8. Tab. Shelcal (Elemental Calcium 500mg, vitamin D3 250 IU) once daily
(2pm) till breast feeding after food.
9. Nebasulf Powder for local application.
10. TED stocking x 2 weeks :
11. Inj Clexane 60mg once daily subcutaneously till ..?? rf)’é"”’\j

Sy

Home Blood pressure monitoring to be done twice daily for two weeks. Report
to emergency if BP >140/90mmHg, presence of headache, vomitings, blurred
vision, reduced urine output, epigastric pain, seizures.

* Suggest PAP smear and HPV Vaccine after 6 weeks; Please discuss with
your treating doctor regarding HPV vaccination.

Review with Dr. INDIRA RANI Y, after 1 weeks on 14.07.2026 at postnatal
clinic with prior appointment (Review consultation will be charged).

For Women Who Have Had a Caesarean Section
Care of the wound:

® 1800 2122 @ www.rainbowhospitals.in




Name ' Mrs DAMINI UHID HNH-00016336
IP No IP26-00006736 Admission Date 04-07-2026

1.You can bath and shower.

2.The wound can get wet during a bath or shower. Dry it thoroughly and gently
by dabbing with a gauze piece. Do not rub the wound.

3.This gauze piece needs to be discarded after one use.

4.Prior to touching the wound clean hands thoroughly with Microshield solution
and allow them to air dry or use disposable paper napkins.

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.

6.Do not touch the wound with unwashed hands.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, when and how to obtain
emergency care etc also have been explained by doctor .................. in a
language that | can understand and | acknowledge.

Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter |l page 6] kindly contact 9154865045 just dial one toll
free number - 18002122.You can also take appomtments at any ti by going
online to our website www.ralnbowhospltals in ==

Consultant: )
Dr. INDIRA RANI Y N4
MBBS, DGO —F
700113



—

%

Rainbow Childrens Hospital-Himayatnagar

Rainbow . Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing

Children's
Hospital

BirthFight

- Rainbow

Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
TEL NO :040-48873000
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

NCEIEWR U e m

Admission No : IP26-00006736 Admit Date : 04-Jul-2026 Admit Time :06:28 AM UHID : HNH-00016336

Patient Details :

Patient Name : Mrs DAMINI Age 128Y7M27D

Guardian : Mr D.SRAVAN DOB : 07-11-1997

Gender . Female Religion

Occupation Martial Status

Addiess (H) - 2-1-176, yellambanda,kphb Kphb Hyderabad Phone No : 9515879554/ 9505060467

Telangana INDIA 500072 E-mail . na@gmail.com

#mission Details :

Bed Type : TWIN SHARING Bed No :LDR-415 Ward Name :4F -OT

Room No : LDR-415

Admission Type : First Visit

Contact Details :

Name . Mr D.SRAVAN

Telangana INDIA 500072

Relationship : Husband

Contact Address : 2-1-176, yellambanda,kphb Kphb Hyderabad Phone No : 9515879554 / 9505060467

Noctor Details :

Doctor Name : Dr. Y.INDIRA RANI
Referral Doctor : Self.

Co-Cansultant

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode :Cash

Deposit Amount  : 100000.00

Payor Name : SELFPAY

ate / Time : 04/07/2026 06:33

Printed By : 020099 Page 1 0of 2
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HNH-00016336 |P26-00006736
Mrs DAMINI
07-11-1807 28Y7TM27TD (F)

Dr, Y.INDIRA RANI ) %
I AR A Rainbow’ | @ BirthRight
Hospital |\ tioiadsom
ACTIVITY RECORD FOR BILLING
NaME L
UHDNo.: ___ BENos = Comsultant: _ __ Dept: _ __ _____
Date of Admission: _ _ _ Time:_ . o' o Date of Discharge: ___ Time: ___ _____
Room/BedNo:_________ Ward:___ Suggested Billable bed type : _ _
WARD TRANSFERS
Date Time From To Signature of Nurse
W6 | Nogoro | peepat | o A
L |q\2‘° Topn OF Pie”?oy{' \"QQVQL \ o
s 2izemn | P2 00 SH goom  |gi. ] NV
Cross Consultation Visit
Doctors Name Date Order No. Signature
'\ B Sodhinn 55 Lty R
2
3
4
5
6
7
8
9
10

Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

Date Investigations y Signature
Lt O]~ @ \/Q-QSP;—‘/ -
)
uPr cep * {O%E}f/ -
c3RE|  ARBS %ﬁf

\ ?ﬂ
|




MEDICAL EQUIPMENT (WARD & ICU)

Date Eﬁﬁ{g;g;t Connecling | Disconnecting Order No. Signature
o | condion mmdlos | @t gu. Qg}: ] 9
k 1~ L
M\A—. on Pamg, q/(Odu L,"(OQ.\)'JS 2\06. Z (fm;,é(
27 1
J I
i
T [(hecled | done

Lunonaal




PROCEDURE

Date Procedure Quantity Order No. Signature
Sliw W platevent © - /\ﬁwgglg/ Q{'F&f{*ﬁ
L tadbe Ye Ccliog ©® { '

206U y
I A2
©)
v\_l"}[%’ a8 A () oA [tAm (}E/_,
— PR, © S | .
(p'ai%d necirech [Cﬁg%
J STAo AT

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




HNH-00016338

P
Mrs s 26-00006736

07111907 287

Or. YiNOIRARAN 70 () "%
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S T Chidrrs | S BIrthRight

—
o Hospital . BY RAINBOW HOSPITALS

IP ADMISSION SHEET FOR OBSTETRICS e R

Presenting Complaints LMP: \L\g \zcszg ~ EDD:
Comme O-L E\e CL\UQ \&s Corrected EDD: OC\-.} \'201@- GA: dcc; u_s\"-)
Obstetric Formula: P‘r\‘ My c\vcxm tk&‘ Menstrual History: Regular ;.= Yes [ No
PAL-—Gebars ; Obstetric Examination

Obstetric Hostory:

gl:s‘f ) - SPC)(\ Necihia Coﬁtepx‘b"'Fundal Height:-—\re}m

\S\—' : SPG“\Q“C‘:‘“"’ m\'bgm"r\fj? Ut Activity: T Relaxed [(JMild  [IMod [ Severe

o:\' <—Bus
Present Pregnancy Record: Liquor: [] Adequate _—=0figo ] Poly
Yo \\\Tfﬂu%&r\\ﬁanm @ i \ = PB; ~+Cephalic  [] Breech Others
T\ - \\\mmox Head Fifths Palpable: S\S)“'\

moaRes - ,
RISK FACTpRS:¥e\u\ ab&g\n{,—\\é‘?ﬂq\“\*ms: _rNormal [ Tachy  [JBrady (] Absent

4 N
P(me v\\ &m\ Le ——\\\m()\\ \\ A
@ Toeh a\\o\b ch&m&e Per Speculum Examination w\o one
4 X
Nrae mie Draining: # [ Present [ Absent [ Bleeding
\f\\o ' §e\;ex- W LN“\N Colour of Liquor: [] Clear (] Meconium [] Blood Stained
m\\.Lt_\'\ ' Q@r\& QL&\\\WM. |
Mx Wi &Mj Vaginal Examination ‘Y\C:\‘AD"\‘@
AN Cervix: (] Long (] Partially effaced [ ] Effaced
Height: ...l cm
Weight: kg \ Os: Closed Dilated
m Ko s\ .
= Allergies: ....... g ‘\\\ ............................ Membranes: (] Present ] Absent
: N | Ab al . .
Bipes] f=eomall L ARG Liquor: U] Clear [] Meconium [] Blood Stained

General Examination: gpﬁz_“oick‘ -
Consciousness: ole. Pallor: IS v : Presenting Part: [] Vertex ] Breech (] Others

Icterus: t\\Ech&*\E Edema: P\ Sutton: O0-3 O0-2 O-1 00 O+1 O+2
Temp:ﬂ\eb“' < PR: ﬂS\?PV“‘ Pelvis: (] Adequate [ Doubtful

g \22\ 22w prr (@ |
OVS: S\ 8@ MovmuimoRg B NSLRSEY
Liver/Spleen:® Urine Output: Megkugh
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B °J,.'J.1L°m RANI Children’s Birth ng ht
O Hospital ||\ mmeiesinss
It takes & ot o treat the lde. Your Right to a Safe Delivary
Date of Admisiion; .................................. DIUG AlIEIQIES: ..vvveecsrrrissseseessssarsensressesansmmmssnssssassssses O Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient detalls are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - _ Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

1= 1—==l=—

Q NURSES

1) Right Patient

2) Right Drug

. Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
] ‘Any changes in drug therapy must be orderad by a NEW PRESCRIPTION, Do not alter gzdsting instructions.
} Discontinue a drug by drawing a line I through it and a similar line through subsequen reco-rding panels.
} - The date and time of stopping the drug along with the doctors name and sign must be rnentioned.

Only one chart should be in use at any one time. When the chart is full, 2 new supple
drug sheet folder.
Nurses must follow strictly the FIVE RIGHTS before administration of medication.

3) Right Dosage  4) Right Route
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALER‘IE MEDICINES
(EXGEPT FIRST DOSE OF EPINEPHRINE DURING GPR). Follow Hospitals's Verbal Order Palicy.

5) Right "l;ime

n}ent can be kept within this

l

S0S / PRN (As Required Medication)

R e S P P
TP P
1

VERIFIED BY 2 NGME 1vvovvvsmssrsnncnnsmssmmsasesmssissssessnaissssssass

_' Dater
DRUG : | T |
Dose I Route | Frequency |Start Date [
Doctor‘j Signature |Valid Period| Pharm. [
: [Additional Instructions: ]
- ‘_ +  |Dater '
O)| brug: Tigs |
Dosel Route | Frequency |Start Date| ]
Dnctoi’s Signature |Valid Period| Pharm. ’
Additional Instructions: ’
) Dateb ‘
DRUG : Tine |
Dose | Route |Frequency |Start Date
Doctor's Signature |Valid Period] Pharm. ‘ .
Additional Instructions: l
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DRUG: TR - CEFoTAXIMC %ﬁi&‘&( )
Dose | Route |Frequency [Start Date| A :g_i [
ﬁ(\m N D A\ I%\ %) \
e
D Maweore
_ —_ b
Additional Instructions: 4\,\).\:“6‘7 QP"" \L‘ - g‘(d“ e

ATD ‘ﬁfé

Daily Doctor’s Endorsement by a Sign

pRUG: PARACETA™MOL  DEERGYIAX XX
Dose Route | Frequency |Start Date . L )
lgm | #/o ®ID Lf/:r@‘ A 9? )
Name & Signature of the Doctor
Starting the Drugs: /M- @‘,“X/ ol
PV NIY S
AN =Llas
Additional Instructions: ‘(&(‘ g @A
8N N
LR N
Daily Doctor’s Endorsement by a Sign [+ -
DRUG: D |AAO0FeNAC DateRY AKX
Dose Route | Frequency |Start Date i o \\4,: /
5@ | Plo| T U+ BREETAR
Name & Signature of the Doctor
Starting the Drugs: -
W‘p}fmff W rbq{o ><
Additional Instructions:
KR
Daily Doctor's Endorsement by a Sign 9

DRUG: TAMADO L

O\

Dose Route | Frequency (Start Date| o~ )( }@; |
ooms| Plo | 110 | u/z N[0 x/@!
Name & Signature of the Doct

Starting the Drugs: ﬁ\/y

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Sheet No: ............. REGULAR PRESCR'PT'ONS Weight .............. W i voierisains:
Date»
DRUG : £n OXAPATLIN Time, 41718
Dose Route | Frequency | Start Dt.
§ov | s/c | o 4/# goip | y
Name & Signature of the Doctor k4 -
Starting the Drugs; 0]/‘ >
Punmh Uy

Additional Instructionsvrb STATLS
HAPTEIL. OTR4YN CONSULT™

¥_tdoxs .

Daily Doctor’s Endorsement by a Sign

v Date A
DRUG -~ - YOV Torenzd t Tir'nb.g( rﬁ”’&
Dose Route | Frequency |Stait Dt.|
Lemy| po | BD ogp [V @7

Name & Signature of the Doctor
Starting the Drugs:

(PO

~a,

Additional Instructions:

pelore feovr

Daily Doctor’s Endorsement by a Sign

DRUG: [, CEFIRIME_

Date

P2y

Dose Route | Frequency

200mp P1Q GY))

Start Dt.
5]

Time

’
—

Lot

5

Name & Signature of the Doctor

Starting the Drugs: %\M

Additional Instructions:

N

(3

SN

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Tipe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional instructions:

Daily Doctor’s Endorsement by a Sign
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i takes & lot Io treat the littie,

@ BirthRight
. BY RAINBOW HOSPITALS
Your Right to a Sale Delivery

VERIHED BY .Name

DRUG :

b

Date:

Tir'ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Pate!

i

Time
h 4

Dose Route |Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date»

Time

Dose Route |[Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

" Additional Instructions:

o et

IR wpremYy

y TRTITE T

e e oy BT 23
4 oty TPESn w“"]. Rl

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Time

¥

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

3

Additional Instructions:

Daily Doctor's Endorsement by a Sign
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Dose Dose Dose Dose
DRUG : Or. Sign. Or. Sign. Or. Sign. Dr. Sign.
ROU te Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor flocs e pos 2o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e o, o st
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE jg]e ] Nurs‘iSipA l Nurs‘e'Siu. l Nurs&Siu. | Nurs&Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RO ute Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e Eose G B
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o Dose = =
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) e Dosage & Other -
Date Time Medication nsthictions Route Signature NULTS
AN METOCLGP- T @ Nah\|
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DG AHBIQIBS: .o isusansisnninins \\Q’ .........................................

MEDICATION RECONCILIATION FORM

~Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.

(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

ShIfting FIOM: .....coveecececcee s L L T
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | pig /Time | ARSI
1\ XRed A Po oD g\q C e
2 '_Y CHLCvLM ﬁ"m% Po GO 3\1 JC _[3BC
3 Oc e
4 (¢ 0oc
5 Oc ooc
6 LJ¢c JDe
7 0c Onc
8 Oc¢ ooc
9 Oc¢ ooe
10 ¢ 0oc

MEDICATION HISTORY RECORDED / VERIFIED BY

* C- Continue, DC - Discontfnue

Doctor Name & Signature : lb“\ ...... st %Q ............

Date & Time : c’v\'*\"'—‘)l@ ............. Sl
S

Nurse Name & Signature: ..........cccoceveevevvceeeercennnnne. A\(\”\%\@/ ............

Date & TN © ..covovveveccveeivesssses e, U\)\’/(a ...............
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RESULT SHEET

W

Date u\R-o
Time '
Hb \Q" %
Poy aeE
RBC 2,40
WBC a-3Y
N/L

Platelets W
CRP

0 ESR

PCT

RBS

0 Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT
T.Bill/Conj

a T.Protein

S.Albumin

S.Globulin

6 A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

oo d 330:;?: Rxve QPR L Resepnve 08U
L}i}.zi LYY,

SN
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v
T
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.........................................................................................................................................................................................
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.........................................................................................................................................................................................

Radiology : UG Y s iissisivissosssssnssiisauias Fess omsaniascshy b SRR A v e b eiuawCam Sk (TS s s e AT s

WIBII ccoicinsmuismnsnsimsssinmasosshunssueniissmsiims ousivr e ouanss oA G 54 ¥ AN G G SRR KR AR M b s

Others (ECG, Contrast StUAIES B1C.,) & ....veeuiriiriiiirisisessss s
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Your Right to a Safe Delivery

P
2

Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
}g@f\% " TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
{

RESP
(write rate in
corresp. box) |

Saturations

Administered

o
3
ve
(2]
s o
(1]
£-73
=
=
'}
=
180
170
- 160
& 150 3
= 140 F:
= 130 A
T §_ 120 / |
110 s 9
3 100 ’ A\
B 2] %0
ta 80
o 2
3 60
50
130
g 120
é 110
5 100
(==}
l g 90 o~
a 80 #
2 70 Qi\
a 60 s
=
5 50
40
NEURO Alert | —
RESPONSE Molce
(] Pain
Unresponsive
URINE > 30
mls / hour <30

Protein + + 1

Proteinuria PrOtBIn S L0

Loghi Normal
L Heavy / Foul
Li Clear / Pink
s i Green
! TOTAL YELLOW SCORES o
TOTAL ORANGE SCORES D
Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

\_ J

s N | ﬂ

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes

\_ J _ Y,
-~ N\

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

N J

* The Modified Early Warning Score (MEOWS)

{2

O C
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Early Warning Observation Score Chart - Obstetrics

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

Date

4’ % s pd) P
Time [ 8 | 9 [10]gpf12)| ] 2] 34 \s 667/’8 9 @/11 12 1/@13 4 5@ 7
RESP =2
(write rate in
corresp. box) 11-20
0-10
Saturations 94;9140;%
Administered 0, (L/min.)
&
3
e °
(2]
x
(1]
o
=
&
o
170
160
ﬁ 150
2 140 Ly
@ 130 7% = it
T § 120 i3 kot RV OCEES P Ji | b~
& 8 YT | PR\ B\ 7 91720 ) 2% - L
o 100 D n A X /] €y )
@ 90
e = 80
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RESPONSE Xnee
[v] Pain
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URINE > 30
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Obstetrics and Gynaecology
Early Warning Signs

E 1] -

1 Yellow Alert :
:  Repeat Observations
in 30 minutes

\. J

- N )

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes

\_ / \
e )

> 2:Yellow Alerts or = 2.0range Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

- J/

F
-

-X.
* The Modified Early Warning Scor&f(MEOWS) *

O O
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Early Warning Observation Score Chart - Obstetrics

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

-

A

nb Date o
5\") Time89(?0)11121(2J345@7@910@1213'{J345@7

> 30
21-30
11 -20
0-10

RESP
(write rate in
corresp. box)

94 - 100 %
<94 %

Saturations

Administered 0, (L/min.)

40

39

38

37 [ls il

36 [4 1 ER!

35 i
< 35

2,dwayl
b
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2
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170
160
150
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130
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110
100
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80 3 o S ol . 0 ]
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40

NEURO Alert

RESPONSE Voles
[ (] Pain
Unresponsive

URINE > 30
mls / hour <30

Protein + +

Proteinuria -
Protein > + +

Normal

Lochia Heavy / Foul

Clear / Pink
Green

Liquor

| TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial
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Obstetrics and Gynaecolbgy
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

J

-

- "

- N

Complete a Full

Set of MEOWS
Observations

\_ J _

(

.

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

L3

~

* The Modified Early Warning Score (MEOWS)
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Children’s
Hospital

It takes a ipt to treat the Iittie.

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.

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

Intake julpit 2" [V
Date | Time glfag}:jri% Route NG | Diarrhoea | Vomit |Drainage | Urine T&gr%:'?r%g !&L?ge
Mouth | LV | NG
w0 1 | o) 1
wooan | gL | [0 patl o[ — ] _/Q@
wovn | 9 [ B oo . B
o meam | P | T [\ N - T
\}\\?{ 1200pm | P N {100 - \ ey
oroopm| 2| % [\0od s
Total Intake : Bl Total Output : . o
200om| py | N g =1~ PR 0 e e ]
0300pm | Dy | WoPy — / ) )
0400m | @ L] Do K ol
o || g1 roondl 8 N ~Uh
N [000pm] Rt toond 7 L[
07:00pm| @ L oo / d [J
Total Intake : N Total Qutput :
08:00 pm Al A b ()
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ooopm | Q) [ 1 o] 1/ | 7 o0 e
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W\ | f200am L)\ 1 7? /
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CEE N YR IR CVT e 12
o700am| fLI Lend / 4 [ “’Lyi
Total Intake : ' ' Total Output : ’ Jisiecn
Total 24 hrs. Intake Total 24 hrs. Output
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Tt takes a lot to treat the Mtthe.

[ FLUID CHART |

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.

SRR

Total 24 hrs. Intake

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

Total 24 hrs. Output

. ‘ ’“L B ...1 ‘\ y By 4 om Tt!yms‘:t:o_ e 20
Date | Time gagfu'}% Route NG | Diarrhoea | Vomit |Drainage | Urine | PQlebitis ﬁfﬂgé
Mouth | 1V | NG / =
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NURSING CARE RECORD
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Rainbow”’ . L
Children’s o BirthRight
Hospital .Bj_s_ﬂmm__m

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

[1 Maintain Airway and Oxygenation

['1 Relieve Pain & Discomfort

[ Maintain Fluid Balance

[1 Improve Activity Tolerance

[J Maintain Good Nutritional Status

[C] Maintain Skin Integrity
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® | [ Maintain Personal Hygiene 71 Prevent Infection [+ Meet Elimination Needs ;/Erﬁure Safety WAmbulaﬁon Reduce Anxiety [l Patient & Family Education
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o &Yéltify Potential Complications L0 ANY OUNEES. SPBEITY ... c.vve e eeeee oo ee e e e e e e et e et et e et et eeeetee st e s eseene e ases e et seeen e e eeeneees /,ﬂﬂm

Time Plan of Care Time Implementation Evaluation Re-Assessment 'i“é?:.!:?.?.‘:
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Children’s
Hospital

It takes a lot to treat the litle.

.Blrtthght

‘our Ri Safe Delivery

[CJ Maintain Airway and Oxygenation

[’] Relieve Pain & Discomfort

[J Maintain Fluid Balance

[Z] Improve Activity Tolerance

[7] Maintain Good Nutritional Status

[J Maintain Skin Integrity
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g- /Em%intain Personal Hygiene <7 Prevent Infec§0n [ Meet Elimination Needs ] Ensure Safety [ Early Ambulation Reduce Anxiety ~_[J-—Patient & Family Education
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NURSING CARE RECORD

t\\§

Rainbow® . Sk
Children’s | @ BirthRight
Hos p|ta| 'B\‘ RAINBOW HOSPITALS
mmmmmmmm Your Right to a Safe Delivery

Goals

[J Maintain Airway and Oxygenation
[7] Maintain Personal Hygiene
["] Identify Potential Complications

[ Prevent Infection

[ Any Others. Specify

[1 Relieve Pain & Discomfort

] Maintain Fluid Balance
1 Meet Elimination Needs

[ Improve Activity Tolerance
[ Ensure Safety

["] Maintain Good Nutritional Status
[] Early Ambulation Reduce Anxiety

(] Maintain Skin Integrity
] Patient & Family Education

Time Plan of Care

Time

Implementation

Evaluation

Re-Assessment

Nurse Name
& Signature
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Rainbow® ot
Children's ‘Blrtthght

I\

Hospital BY RAINBOW HOSPITALS
Bt takes  lok to breat the fatle. Your Right to a Safe Delivery

[ Maintain Afrway and Oxygenation

O Relieve Pain & Discomfort

[ Maintain Fluld Balance

21 Improve Activity Tolerance

)] (: MR P

[l Maintain Good Nutrifional Status O Maintain Skin Integrity -
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E O Maintain Personal Hygiene [T Prevent Infection [ Meet Elimination Needs O Ensure Safety O Early Ambylation Reduce Anxety O Patient & Family Education
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Rainbow®
Children’s
Hospital

It takes a lot to treat the lite.

NURSING SHIFT HAND OVER FORM - WARD

BY RA

INBOW HOSPITALS
Your Ri

ight to a Safe Delivery

BirthRight

-

Treating DOCLON: ....vv. e eseenenae Department: ...... L ....L Date 0f AGMISSION: ...
Z | Diagnosis: ' Any Infection: [JYes CINo- CJNot Known
'g E - k B B YO8 SPROITY: Al iivismmmmmssinssismmss
% \
S | Area 2 '?( \Q( : Vl ,T g , 5
3 Shift Time Ny , ) 2 2 §_ ™
2 | Medical Condition
= | (Any special condition to be noted): m o >~
— = =
o Allergy: 0 YesTNo | 0 Yes o | O Yes @N | O Yes, o | 01 Yes =0 | O Yes No
Tubes/Drains/Catheter: s 1 No | £7Ves CNo | Yes 0 No | 3¥6s (/o |0 Yes £f¥0 |0 Yes (#No
Vital Signs: Temp: | AD) © ds:- (Uff’ C/f) A | a4 7;? QgL [R2€
® |. Res: | Aabe 1 | oy (LT YOI Q24 | 90y | 22Hm
e S00: o) | et | MO/ [ Al | Y%/ | AAY.
8 Puse: | @b 0 | &Hly!n [&5H | Sebl | satim
2 BP: Inolom |ipeloo | 124741100 (65 |05 /4 |us{H
Fall Risk Score: - al - — — _
Pain Score: | o]\o | i - - =
Safety Needs: | /3 - \fH JeA [Ny | Nes
- Physiotherapy | Yes [ihoT Yes COONo | O Ye[s No | 3¥6S © D/No [l Yes @NG [T \:’es ZNo
g Others Specify: — o ~—T —— —
™ é Special Diet; |1 Yes CiNo T Yes [No | Yes No| O Yes [1No| O Yes-£TNo | O Yes,é No
E
S |Other Special Orders / Medications:
& Ny | T - - = |
(. . . -
Post Operative Procedure Special Orders: X -— - T .
.0 ‘ 7 \
Handed Over By Name : CA‘U)J 3| /@/\,/ , \\(,\ Sina /’Cj‘q
I PR
Signature : O @Q/ \ V @3\/ /@y Qix_
Date: wale | bl | B0 |5 [3hblz [a(o¢ [6[3]%
LiL. §d) e Ahad RO . RARm 7Pt S6m
Taken Over By Name : w Dﬂo A m\ﬁb\(\@\ M(\X\J\ &“’0’4‘{
Signature : CW I } &/ . @/ (&%
Date: Wb UL |1 [shkt [5]a[%
Time: N A QZH’Y"‘ Ko ) S
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: Rainbow® ] e am Z
Patient Sticker Children’s . B"-thR]ght .
Hospital . BY RAINBOW HOSPITALS
I takes n kot to freat the hite. Your Rightto a Safa Dativery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCIOL: ..o seeses e Department; ......ccocenmevennrennreninanees Date of AAMISSION: ..oovverveserssrsserssesens
Z' | Diagnosis: Any Infection: OYes OONo O Not Known
'g If Yes Specify: ........ Srsresersensesenenassensersasnas
=
w 1
2 | Area. '
= Shit Time
=
% | Medical Gondition
= | (Any special condition to be noted):
Allergy: _ OYes ONo|OYes ONo|OYes ONo|OYes ONo|[OYes £ No|OYes ONo
Tubés/Drains/Catheter: OYes ONo [0 Yes ONo |0 Yes ONo D Yes ONo|O Yes ONo [OYes ONo
_ ‘ -
Vita! Signs: Temp: | *
= Res: |
i -8p0,:
] ‘ . Pulse: |,
2 BP:
Fall Risk Score;
Pain Score:;
Safety Needs:
- Physiotherapy {0 Yes ONo{OYes ONo|OYes ONo | Yes ONo|OYes ONo|OYes [INo
=
=] .
1;; Others Specify:
GE, Special Diet; |0 Yes ONo|OYes ONo|CYes ONo (O Yes O No|OYes CNo | O Yes & No
E - *
& |Other Special Orders / Medications:
0= H
Post Operative Procedure Special Orders:
/
Handed Over By Name : :
Signature : :
Date: , + | :
Time: & :
Taken Over By [\[ame : N
Signature : . - _ N
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097

O



HNH-00016336 1P26-00006736

Mrs DAMIN 9 ) D) y | 2

07-11-1907 8Y7M27D  (F) Rainbow” ’ | ~
Dr. Y.INDIRA RANI Children’s . BII’tthght
“I ”H"' |."|l|||“"| "' Il l II“ Ill Hospita] . BY RAINBOW HOSPITALS
PAIN ASSESSMENT FORM e, | W i
| pain‘Stafe : e . Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Factors Educated ‘Interventmn Sign
] [ Continuous | [ Acute ('] Sharp (7 Dull ] Increasing | [ Yes L
ul Yhe £ 0 f{:o — | [ Intermittent | C Chronic [1Aching [ Burning | (] Decreasing | [ No N Q-
"D Continuous | [ Acute (1 Sharp [ Dull [] Increasing [ Yes
_ [0 O — L Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No n
Rl 7
7
\ () Continuous | TT Acute L+-Sharp [ Dull [ Increasing | £ Yes 4
I/ 2 / Oﬂﬂ 0Jco NA L) Intermittent | [ Chronic (] Aching Burning Qﬂfeasing I No 4 ﬂ
7 = 7 '
(] Continuous |——Acute +-TSharp [ Dull [ Increasing | Yes /JA
) ?’ 7] AfL0o J\QA _[J Intermittent | CJ Chronic (] Aching [ Burning wsing 1 No Z‘
6 ' ) Continuous | +Acute }}Sharp 1 Dull (] Increasing | 4 Yes /l//]’ i
: ? /o /U/‘}' LTntermittent | ] Chronic [ Aching (1 Burning | [L-Decreasing | [ No L
= }/ / [ Continuous |_+Acute _+Sharp 1 Dull [ Increasing | —=Yes 044‘; 4@}_
o / 24 ZPW\ 010 M = Tntermittent | (] Chronic (1 Aching (] Burning | &~ Decreasing | [ No '
y [ Continuous | 1 Acute (] Sharp (1 Dull ] Increasing L1 Yes ‘ hQ I
5//,7[ '/?’@ GP I Cﬂ(O Vg~ [ Intermittent | I Chronic []Aching (1 Burning | [ Decreasing | [ No ’@%
! Continuous | [ Acute [ ] Sharp Dull 1 Increasing [ Yes
0 [ | | e &
5 \’?\\2% \ F | O (o | Np- [ Intermittent | I Chronic (] Aching (] Burning | [] Decreasing | [ No
[l Continuous | [ Acute [] Sharp ] Dull O Increaéing (] Yes
NF . . iza L
%\% \% Cﬂ ey O{@ ’ [1 Intermittent | I Chronic (] Aching 1 Burning | [ Decreasing | [ No ‘ @
[C Continuous | 1 Acute [] Sharp [ Dull [ Increasing [ Yes
[J Intermittent | I Chronic (] Aching [ Burning | [] Decreasing | [ No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. Far post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
c)  Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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» PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

\n

k‘umarlcal Paln Scale (Ohstetric and Gynecology)
i1 I 1 1 I 1 I {

No Pain

@@@9@@@

No Hun

-

1 ] i 1 1 1 T ]
2 '3 4 5 [ 7 B ] 10

Worst
Possible Paln

%

Wong - Biaker (Pedlatrics) Above 7 Years

Huris Lmie Blt\ Huris Lntl ¢ More Even More Hurts Whole Lot Hurts Worst

P SCORING
CATEGORY :
0 | ‘ 1 ‘ 2
- 3 ALV
Occaslcnal Grimace or Frown, Frequsnt to constant frown,
Faco No Particular exprfassion or smile withdraw, Disorterted guivering chin, clenched jaw
Lags ) Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
) ‘| Laying guietly normal position, Squirming shifing back and
Activity moves aasily forth; tensa A"’h{’d' right, or Jerking
1
e \ - z
Moans or whimpers oscasld al Crying staadily, screams of $obs, \
Cry No Gry (Awake or asieer) complaint ‘ frequent complalnts
. Reassured by occasional touching, [
Consolablity Contant, relaxed hugging, or being talked o, Difficult 1o consols or corfort .
distractible .. _ :
|
Neonatal Pain, Agitation and Sedation Scale (upln 1 Mon!h) .l yod
Assozement Sedation Normal Pain / Agitation
Criterla = -
2 -4 0 1 2
Crying No Cry with painful | Moans or cries Appropriata ¢rying Not| Irritable or crying at | High-pitched or silend-
Irrltability stirmuli minimally with painful{ irritable intervals consolable | continuous cry
stimuil [nconsolable
Behavior State | No ardusalto any | Arouses minimally to Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontangous Little spontaneous Arouses minimally / no movement|
movement movement (not sedated)’ T
Faclal Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Exprassion No expression with stimuli Infermittent .continual
Exiromities No grasp refiex Weak grasp reflex Relaxed hands and | Infeimittent 'Continual clenched
Tong Faceid tone decreased muscle | fest clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is fense
Vital Signs HR | No varabilty with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
R, BE 830, | stimuli vaniability from normal for from baseling baseling, Sa0, lessthanor 7
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilatar -
r 3 .

~/
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" Rainbow” ® - L
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BRADEN 'Q' SCAL Fiospin | ()mmenasme
Y p z
Date : | YA 1A C!!#—ﬂ /1’/7—
Time:| w1 — ﬂ,/?zl N/

1. Completery 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

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

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

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

Mobili ; : e ; A 3 5 = 2 ; :
y in body or extremity position body or extremity position but unable changes in body or exiremity position position without assistance. \‘f V\
without assistance. to completely turn self independently. independently. L{ L7
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
" ; Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
AcHVILThe degreg 1, ndiat: non-existent. Cannot bear own weight |  very short distances, with or without Walks outside the room at least twice a
of physical activity Confined to bed

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.

1<

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

Skin is kept moist almost constantly
hy perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

2. Very moist:

Skin is often,-but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rarely moist:

Skin is usually dry, routine diaper
changes; linen oply requires changing
every 24 hours.

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

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2. Problem:

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.

3. Potential problem:

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.

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 1Vs 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/d|
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.
QOccasionally 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%; hemoglobin may be

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

4. Excellent:
Normotensive, oxygen saturation

7_,‘33{;11. No. : RCH /FRM / CLINICAL / 119

Evaluator's Name

Oxygenation does not physiologically tolerate <10 mg/dt: capillary refill may be < 10 mg/d: capillary refill may be > 35%? ”‘L”“a' hob; capillary refll \/ L( \y
= _~iion changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. Sl RIS
TOTAL SCORE Lf 7
Severe Rie"  _.nan9 | HighRisk:10-12 | Moderate Risk:13-14 | Mild Risk:15-18 | Notat Risk: 18-23 % r\%/
&
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Support Surfaces
Risk Score Category Aclion {Peasa Note: Only required for children who are deemed at risk due
to aitered monility, consider occupation therapy referral for advice
Regular Turning Schedule ] .
Enable as much activity as possible High density foam maftress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces - - Alternating pressure matiress overla
Manage moisture, friction and shear ' gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress \
Use the Saime Protocol as for “At Risk” Patients -
13-14 Moderate Rigk Gel pads for high-risk areas N
Position patient at 30 degree lateral incline using foam wedges . LS
Alternating pressure matiress overlay DN
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High‘Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
\ Use same protocol as for “High Risi” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
N
\'T.‘
oy
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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

Mobili : s : b : 5 i o :
o in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. \f k‘!
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
Rk Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : X s . : : : ;
of physical activity" Canfined 1656 non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

day and 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 discomfart 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

skir:c':swer:;Esed by perspiration, urine, drainage, efc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing q
Pty Dampness is detected every time 8 hours. every 24 hours. L,f
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely \7 b‘
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:

Nutritional Usual
food intake pattern

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.

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.

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.

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 &
Oxygenation

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

2. Compromised:

Normotensive 0xygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
e < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : lessthan 9 |

High Risk : 10-12 |

Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

TOTAL SCORE

Mild Risk : 15-18 | Not at Risk: 19-23

Evaluator's Name

8| <




severe pain or with additional risk factors.

s é
Support Surfaces
Risk Score Gategory Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
' Regular Turning Schedule _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-tisk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
. Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
I Use the Same Protocol as for “Al Risk™ Patients L
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges ,
Alternating pressure matiress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protoco! as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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Morse Fall Risk Assessment Form
¥ ) /
Date / Time | " .
Choose Highest Applicable Score from each Category S / g’ J I Y / ;’4% /’//,?L Fall Risk Grading
core | N3 | Mg, ¢
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morse(h:'a;g}Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O o 9
nitur 30
| Furniture Low Risk 0-24 ﬁ:andatrid rfall
Ambulatory Aid Crutches, Cane(S), Walker 15 HEaUD
None /Bed Rest /Nurse Assist 0
Yes 20 =)
IV / Heparin Lock or Saline v - 20 Implement
Y ! Moderate Risk 25 - 50 Moderate Fall
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 Cn Risk Fall
Mental Status .g = tigh Risk A Prevention
Oriented to own ability 0 (&) & & :
Intervention
Total Morse Fall Scale Score: Qo 97D, Qo
Signature @ @ ﬁ __
Tick (v') whichever precaution taken. : Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
[} Ensure patients use their prescribed eye glasses if any, in the hospital [ ] Assess patient after visitors, leave to ensure safety measures in place
L] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
L] Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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Morse Fall Risk Assessment Form

)

"
Rainbow® &
Children’s
Hospital .
It takes a lot to treat the littie.

. . s
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

T
Choose Highest Applicable Score from each Category et Thne S{;”) /Qz SH ‘?f” Fall Risk Grading
Score Q. Ny
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morse{MF:Isl)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
. Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 e 18]
IV / Heparin Lock or Saline ;es 2; 20 Implement
- Moderate Risk | 25-50 Moderate Fall
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 i
Normal /On Bed Rest /Immobile 0 implement High
Forgets limitations 15 . Risk Fall
Mental Status High Risk 251 :
Oriented to own ability 0 o ;r;“r’ggﬁggn
Total Morse Fall Scale Score: O 20
Signature @7 @_p_\

Tick (v') whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
["1 Ensure patients use their prescribed eye glasses if any, in the hospital
[C] Use chairs with arm rests
[] Use safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RCH /FRM / CLINICAL / 006

7

Moderate Risk (25-50) Apply all low risk intervention and
[ ] Assist and/or supervise ambulation. Reinforce to always call for assistance
[ Hourly safety check
] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[] Initiate constant observation by healthcare provider as appropriate to patient's needs
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CHECKLIST FOR THROMBOPHLEBITIS / i o e et
< bWF »)ah,
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E ( N) M E N M [(Ey] N Remarks
: No signs of phlebitis / V —
1 IV site appears healthy Observe cannula 0 0 &2 @ Ole |[o ©
One of the following signs is
9 evident : Possibly first signs of phlebitis 1 .
* Slight pain near the IV Site / / Observe cannula — O S e
* Slight redness near IV Site O 0
D OT e Tollowmg Signs Early stage of phlebitis / —
3 | areevident: Fissiis Cannuls 2 . 0| O|o
Pain at IV site Redness ) o
Q\Ijigff:r:’? e Tokawing Sigos e Medium stage of phlebitis / ,O
4 | Pain along Path of cannula ?es[;te Catnnula Corsiuer . . O PN 0 6
Redness around Site Swelling tedel - e
eA\l.rli(?;r:? 2;3@3;2%5;9:"8 are Advanced stage of phlebitis or
5 Pain along Path of cannula the start of thrombophlebitis / 4 = @)
R aroinid St Re site Cannula Consider o @ = 2 | o
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of O o
6 | along Path of cannula Redness | frombophlebitis / - 5 ey - |9 @
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature pf the Nurse b Q C y, té Q@, @ﬁ/

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue foxg8 hours post removal to detect post infusion phiebitis.

Signature of Shift In Charge :

Signature © ..oeeevveevevens @, .................. Name :

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

Signature of Ward In Charge :

Signature : ............... @ll ......................... Name : .....[4 G-A/fuu’l; ........................
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X . 0 w 0 ﬁ
i A "/{/.v//—'
Patient Sticker Rainbow® . . 4
) Children’s ‘Blrtthght
te CHECKLIST FOR THROMBOPHLEBITIS Hospital | o e s i s
| DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE W T E TN T W T ET N W £ N | Remarks
1 | IV site appears healthy | D(')obg?r'\}g ggﬁmﬁgms/ 0
One of the following signs is
. gvident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near |V Site
3 Two of(}hetfollowing Signs Early stage of phlebitis / 9
are evident: )
Pain at IV site Redness Resita Cannula
All é)f the following Signs are Medium stage of phlebitis /
gvident : X X
4 | Pain along Path of cannula ?es'tte Catnnula Consider 8
Redness around Site Swelling reatmen
A“-g : t? ¢ fgllé):tling‘_Signs are Advanced stage of phlebitis or
evident and Extensive : 45
5 | Pain along Path of cannula g‘: ;igrég;rﬁhﬁgrggﬁptgm'ﬂs/ 4
Redness around Site 3 uia Lonsider
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain Ad"ﬂ"g‘?dhﬁg‘? of
6 | along Path of cannula Redriess Ithrt(!)n: ,?p t?nm% " 5
around Site Swelling palpable niliate ireaiment He Sie
Venous cordpyrexia Gannula
- Signature of the Nurse

NOTE : Phiebitis greater than grade 2 should be reported fo physicians and other appropriate health care personal ongolng observation of the site should continue for 48 hours post removal to detect post infusion phlebitis,

Signature of Shift In Charge :

SIQNAUTE : oot eesensemesrarnnes NAITIE © e rate s saeceasersesrssarsneane

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

Signature of Ward In Charge ;

SIINALUIE 1 oo semntostermneensrmmeeeres HAME © oriirersrereeremsessarsss e sensreesessnsssnsenee




r? .
| Sitdven's | @ BirthRight
PATIENT TRANSFER FORM fospital _ | maercin:

Your Right to a Safe Delivery
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order

HNH-00016336 |P26-00008736
Mrs DAMINI

-4 AT 2y7M270  (F) \}\\')f\'\,b G»KZ’WJ\ \J\\(P)\,7 G @ %? W)

i Tarste Ordred o e

]
o ¥ 0%

From Unit To Unit Information to Attendant
w QC&\/ v\pors(/@\§> Y.esp/ No[ |

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed

K / ' Wﬂdam
/ //7/2:j \\\g/\ /@ Ye No[ |
If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

1 RL oo How~L (D)
2.

3

4,

5. /

Shifting Summary / Notes Written by Doctor : Yse'ﬁ No[ |
Name & Signature of Person who is Trapsferring Name of Person Ordered Transfer

%&& V) gv\?a\{@—— /@ﬂk V2 e S

Patient & Clinical Records Received by :

\)‘\ﬂq@ 2 3m  podhuet

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
|| Unavailable Bed || Nurse not Available [ ] Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102

Date & Time of Patient Received :
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i Chles | QBrtoRig.
It takes 2 fo o et the e, Your Right 10 a Safe Delivery
LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: ‘.«l\-}\)'é’ ............
Baseline Information:
Admission From: (JER (J1OPD ,QMﬁi?s?on Desk L1 OHErs: SPECTIY s issiayansemmsissmsiias
Primary Language:  .+Telugu ["] English C1 Hindi [] Others
Do you require aninterpreter? [ Yes ';No
Source of Information: ;’@ient (1 Family L] Others
Personal belonging if any: ZrJ‘de/wéiry [ NoseRing [ IBangles [ Anklets [ Finger Ring [_] Bracelets
handedoverto.............. .. Gt "j ...... M«‘o% .................................................................................................................
Allergies: [Yes )lﬂ/’: Medications (| Blood Transfusion [] Food ] QIR ..oiovcsusesscins vitmmeessssvunsiais
&) T D T T e e e e e e e P e e
[l 11 071471 2| R e e S o Doctor Notified on Admission: =<~TYes [ INo
.............. WLW‘J&[‘WW eeeeeeseeeseessesoeeeese. . Name of the Doctor; 22 NAMeRLS
................................................................................................................... Time Notified: éb’}
Past Medical History: Obtained From .- Patient [ | Family Member [ | Medical Record [ | Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
B B —
Blood Group: ........ &J(VQ .......... LMP: o EDD: ..o Gestational age during admission: .....................
CONMTAGHONS:: e srssisimssnisimsersssiomssssinsnssssbsboriotashsissinsn VagINGl DISEHBIOE, ...o.comiuisnimnminipeiss fletssiasisvisebioy sisoiusssiaannsessisons
Obstetric History: [C I Pl [ A, Previous LSCS ................
Heght Lo Weight: ............ BMI! cniinnss
Temp: alPlde HR: .. 9Xeon F RR: %me BP: ...... .‘.)‘.‘?..13‘1?.. 590, ... 24:/:....
High Risk Factors: (Please select by ticking (v ) the box as applicable)
[ Hypothyroidism ] Rh Incompatibility (] Fertility Treatment
(] Hyperthyroidism [[] Previous LSCS [] Preterm Labour
[ Hypertension [] Gestational Hypertension [1 Others: (Specify)
| Diabetes [} Bad Obstetric History
1 Anemia [] Obesity (BMI)
] Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139 (PT.0)




Family History: Wmies Detected
L] Heart Disease (] Hypertension [] Diabetes [ Stroke [ Seizures [ Kidney disease
[ Liver disease LI 0117 OO OTOTOUR R PR

Pain Assessment: Pain: [ Yes jl;Ntr (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: [Yes #TNo Score... L. (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: [ |Yes No Score b ............. (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
] Mobility problem (] Walking Problem /DNn Abnormality Detected
] Developmental Delay [] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
[ Overweight (] Poor Appetite > 3 Days [] Needs Therapeutic Diet.
] Under Weight [ Diabetes Mellitus _[]_No-Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
gsmm & Cooperative [ Restless [[] Depressed (] Agitated (] Confused

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: ] Single g)Aarried (] Divorced ] Widow

2. Special Habits: Smoker: [ ] Yes w Alcohol Abuse: DYes;LNe--- Drug Abuse: [1Yes DNP____
Social History: Lives With ........... ,{aﬁﬂ ......... TP Y e
Orientation has been given regarding the following aspects:

Call Bell in Reach : [] Yes_~"No Waste Disposal Explained: ] Yes <= No

Infusion Pump:  [JYes oMo Hand hygiene Explained: [ Yes TINo LI Others

Above information givento ...........c........ PL" ........................................

Name of Person Orientation Was Given 0 ... 5323 oo eesseesssesensessees

Orientation NOt GIVEN RBASOM: ......c.ooiiiiriiiiiiiiiiiiceieieirieie et sm e

Nurse Signature: @H/ ........................

Nurse Name: ................. A[ML% ...................
Date & Time: ..ooooreeoeer ALY L
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1t takes a lot taytreat the little.

Your Right to a Safe Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: 1—!".)\\3’6 Time of Arrival: 64)“"‘0 Time Seen by Nurse: 6‘A"”/) ...............
1) Level of Conscinusnessi}Censcious L] Semi-Conscious 1 UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
[J Severe Pain / Moderate Pain ] Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy [ Preterm Labor/ Labor
] Decreased Fetal Movement [ Spontaneous Rupture of Membrane / Leaking Water PV
[J No Fetal Movement [T Other REASON: .....c.eeiieeiiieeceeeiee e se e srae s sns s sn e sneans
o
3) Vital Signs: Temperature.c??[’.lf:. Pulse: .K&.EHJL‘RR:Q.OM. Sp0,: aa:)... BP:’.!T?.!’?YD. Weight: .............
4) Gestational Criteria:
Gravida: G P L A
LMPS: v amemsimmimssiss B I Gestational AQe: ......cc.ccooerverernerreerinnensnenns
Uterine Contraction [JYes | [ANo | CJNA | Onset Time Frequency:
Membrane Rupture [ Yes | [+-No [ CINA | Onset Time Fluid Color:
Vaginal bleeding COYes | A No | CONA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes ,Er No | O NA Pain Abdomen / Vomiting
Good fetal Movement | [ZYes | CINo | 0 NA | T NOSpecify:

5) Pain Screening: Numerical Pain Scale (NPS)

,_

-
—_
—_—

| | | | | | |
| | | | |

= | | |
0 1 2 3 4 5 6 7 8 9 10
o0 Pain ’ Worst
possible pain

O 1 i L1 1 e e e .

6) Past History:

31 SBIOBHBE o o ine i e R S A e T e s R e § ST F AR TR S S SR e e e

2
b)  Medical: ........ceeeuveeennn. ML i iiimssssimsesssmmenssereasassen o lbssssnsssnensssmnennnesamensnennnsee
Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0.)




} Patient Sticker ‘

7) Allergy: OYes O /Nar-'iers: ....................................................................................................................

8) Current Medicalions:}?renatal Vitamin - CINONE L0 ONBIS: ettt
9) Prenatal Medical History:

/Emone [] Gestational Diabetes
(1 Chronic Hypertension [J Low placenta
L] Gestational Hypertension 03 OMmers V08, SRECHY ..o vuiimmmmninsarsssaissaiig
(] Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

(] Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

[ Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

[ Category llI: Urgent (Time to Physician: = 30 minutes & Reassessment: Every 15 minutes)
/E/ﬁtegow IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

[1 Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
OTAS (Urgent)
M <30 minutes
Re-Assessment Every 15 Minutes L
oE i ‘ Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Labour / Fluid Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
s | Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) | with cramping
i : pain <37 weeks (>spotting) >37
Bl Vi - weeks
_ : . Mild hypertension
TR T ) . Hypertension > 160/110 i
~ Hypertension Seizure activity and / or headache, visual | >140/30 with/without
: _ disturbance, RUQ pain associated signs and
; symptoms
e Sl (T ; Atypical FHR tracing,
S O | Abnormal FHR tracing
Fetal Assessment abnormal dopplers
i Non-Fetal Movement Diseased fetal movement
mw « Acute onsite severe + Major trauma « Abdominal/back pain « Ongoing assessment | = Anything that does not
1 P abdominal pain = Shortness of breath greater than expected in | from out patient clinic seem to pose threat to
: | - Altered level of » Unplanned and pregnancy ) (for hypertension, blood|  mother o fetus
; consciousness unattended birth « Flank pain/ hg_matuna work) - Cervical ripening
- | * Cord prolapse + Nausea /vomiting and | « Minor trauma (minor | « Qut patient placenta
: « Severe respiratory for diarrhea with MVC/fall) previa protocols
distress _ suspected dehydration | . Nausea/Vomiting and | » Pre-booked visits (ie
= « Suspected sepsis Jor diarrhea Rh and progesterone
i « Signs of infection (ie injections, NST
dysuria ,cough, fever, |« Assessment for version
chills) « Rashes

Time seen by Doctor: ..... 6 .. N

)
Nurse Name : ........ /HL\”\Q ............................................. NUFSE SIgNatITe: ... e
Date: . AN\ 6. Time: 6"%"} ......
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Mrs DAMINI
07-11-1997 206Y7M27D  (F) "

\\

Dr. Y.INDIRA RANI Ralnbow . e
D AR Ghildren's ssggggﬁggm

Your Right to a Safe Delivery

It takes a lot to treat the little.

CAESAREAN SECTION OPERATIVE NOTES
Surgeon’s Name: v - N+ Toown  RAwY. | Dpate of Delivery: é\—\'%\‘ZcQ_f:

Assistant Surgeon: D\- Su.ao..? \'\0\\ ﬁ»- Noveeral Time of Delivery. ) _\So.vy

Anaesthetist's Name: v+ S ¢ Roi 101 Sawnee x| Genderof Baby: $e T

Type of Anaesthesia: Sp\'\&h ’ Weight of Baby: - Kca .

Nednatologist:  \DA- Te,&e,Su.: \ AGPAR Score: 1R L

Scrub Nurse: TQ\'\C\Y\C\\ -Su s\'\EE’-\O\ t NICU Admission: ] Yes [0

Pre-Operative Diagnosis: (A2 L wo v R 4&‘*{‘;:"— igc%g)@“ o (AR & \wgerurdua i
_L-Frective 1 Emergency Indication: ..................... 6\‘(:\6\“"\&’““ ........... W chol

Urgency

[1 Immediate Threat to life of woman or fetus

] ernal or fetal compromise not immediately life threatening
' No maternal or fetal compromise but needs early delivery

[ Delivery timed to suit woman and staff

DBCISION TIMB: .yt s e st e s e eas e e e sen e raees Knief 10 reCtUS: oot

Qe&t \\ L

CTG DBSCHIPHON: ....ctceetireeiieicierieiisherivesessesessrasessesessonsasasssssosssensstssesssesasessesssnsnssassssessebssenssssassssesensssensnssesssssassens

H D Was 2 (olay GV T TBASONGE, .. .fissiduarsssmsrsirimsensssansassmsssarstonssesssss ssanssnssasmmns sossssltnmpmnensmsshomssnsstunsinsinstinsts

Surgical Procedure: Q \ \SC N

Post Operative Diagnosis: P\\\ A, enr PeDo go\\tsw\t\'\ - E\- V8 8

Peri-Operative Complications:

Amount of Blood Loss: Gk AN Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

Docu. No. RCH/ FRM / CLINICAL / 155 (PT.0)




Examination Findings when Appropriate:
Presentation—="Cephalic k‘gl Breech LY Cervical Dilatation: .........ooweeeeceeeeeeeeeeceeeenne cm
5th Palpable: ............ A Fetal Position: ............... et
Station: 0-3 0D-2 O-1 00 O+1 [O+2 *Moulding: «=TNone O+ O++ O +++
Caput O+ O++ 0O +++ Meconium: T7Kone 1+ Cl++ O +++
Bladder Catheterized : .—"Yes 1 No ' Urine: —€tear [ Blood Stained
Skin Incision: _Pfannensteil 1 Transverse 1 Midline 1 Other ..... -be‘ﬂ"‘%‘:
Uterine Incision: _=-tOwer Segment [ Classical T Inverted T 7 JdIncision =>T\T Y‘e‘b"‘ “"“"Q_l
Previous Scar: [ Intact 1 Thinnedout ] Ruptured Lo Scar".?‘gcm"\ . 4 s g : o
Incision Through Placenta: ' Yes [I-No —= 2\c e ef\ (o inﬂé
Delivery of head: __-Manual 1 Forceps - ﬂnnef\\‘* - 2 ?c«s\ewcrk o \\\\"E-Q\
Liquor: o2 Clear = Meconium: [ | O L CIBlood [ Offensive [ Not Offensive
Delivery of Placenta: I Manual CICCT . ] Complete Clincomplete [ Piecemeal
Cord Appearance: .................. Wm‘\ ........................................... Cord around the neck -~Yés [1No
Appearance of placenta: ................. ‘\\3"\ "\&x ................................ Cavity explored [YeS [ No <
Uterus, tubes and ovaries..—=Normal ] Not Normal Sterilization: [Yes NGO
Uterine Closure: 10ne Layer _~rTwolayers . N ‘.}'1:: ‘”\\ No- . Suture
Peritoneal Closure: [ Pelvic ~=Abdominal T~ None CQ}O{\L&“O ..... ﬁf .............. Suture
Sheath Closure: Nes X ‘C’\e—'\e— ................................ Suture
Fat Closure: _==Yes [1No ?\g.?\&\f\(*\\\ ................ Suture
Skin Closure: _FSubcuticular I Mattress R \é* ..... \(\‘UU\ S scimtiey Suture
Vagineal Evacuated _—+Yes [1No
Drain: IYes L[NG [CTRemMOVEIN ...coccooeevivcrennnns days [ Await instructions
Ctheter _es CONo CIRemovein ........eeenene.. days [ Await instructions
Swap & Instruments count correct? -Yes [1No [JPost-op Antibiotics ~TYes  [INo :
Intra-Operative Antibiotics Cover: _~Yes (I No [ Thromboprophylaxis  ~TTYes  [INo L 4
POST-0PEIALIVE NOTBS: .....evivvieiietcieiieteieienecee ettt s e s st ee s cess et s e s saesse et s sass st et s snsesseesasennsenneesenesnes
Yo M o~ Enr s
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Mrs DAMINI

07-11-1907 28Y7M27D (F) Rai I;Zé ®
Or. V.INDIRA RANI CEI:Ide .%\:,s @ BirthRight
i URINARY CATHETER BUNDLE CHECK LIST fospral_ | Qe
Date of Insertion: ...... ... vicuues OL{BALA .......... h?a}e of Removal: ........cooevvvivviiiiiiiiinn
- %%
Parameters Date Shift Time N‘&/
Need for the Catheter gl)!as [(ONo | COYes [ONo | CJYes [INo | CJYes [INo | ClYes [INo | [JYes [INo | ClYes [INo
Hand Hygiene P)/es [INo | [JYes [ONo | CJYes CINo | CJYes [JNo | ClYes [INo | [IYes [INo | [IYes [INo
Usage of Sterile Equipment [lYes [INo | ClYes CINo | CIYes [ No | (OYes CONo | [1Yes [INo | C1Yes [INo | [IYes [No
Is the Collection bag below the level of bladder 9{(85 CINo | [IYes CONo | [IYes CINo | [IYes [INo | [IYes CINo | [(JYes [INo | [lYes [INo
Check the Tube for Obstruction (Free of Kinking) (JYes CINo | CYes CONo | COYes CINo | [IYes [INo | [IYes [INo | [1Yes CINo | [IYes LINo
Is Catheter dated as policy ’D Yes CINo | [1Yes [INo ﬂ Yes [(ONo | [1Yes CINo | [1Yes [INo | [IYes [INo | [lYes [INo
Collecting bag is been emptied regularly? /E,J,Yes TINo | CJYes [CONo | [JYes [INo | CIYes [INo | COYes CINo | [IYes [INo | [lYes [INo
Maintenance of closed system for the catheter | [IYes CINo | CIYes [INo | IYes CINo | C1Yes [INo | [IYes [INo | [JYes CINo | ClYes [INo
Dressing clean and dry? :DYes [ONo | CIYes [CINo | C1Yes [(INo | CIYes [INo | [JYes [INo | ClYes [INo | ClYes [JNo
Is the line removed as Policy? | [l¥es [INo | ClYes CINo | ClYes [INo | ClYes [JNo | ClYes CINo | [CiYes [INo | [JYes LINo
Performance of Perineal Care [lYes [INo | ClYes CINo | CiYes CINo | ClYes [INo | ClYes CINo | CiYes CINo | CiYes [ No
Onset of New Fever CYes <7No | CYes CINo | CIYes CINo | [IYes [INo | [1Yes (INo | CiYes [INo | ClYes [INo
Asses for the leakage at the site of insertion _Yes [ONo | [IYes [UNo | ClYes [INo | ClYes [INo | CIYes [INo | CJYes CINo | ClYes [INo
Name of the Nurse d 1& Ug 15
Signature of the Nurse @

Docu. No. : RCH /FRM / CLINICAL / 114
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= Rainbow* . e
i Patient Sticker 2‘/0 Children’s & Blrtthght
Hospital e L

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 5/:}/% Time: ”’4"’"

9 0 ~ 26 kg/m?
Origin:........}-.i'.\.c:l...‘..ﬂ.‘.’..\ ........... Height: ... % ..., Welght....f].é.[ ........ BMI: [ ~28 kg/m*
« ~ 30 kg/m”

Food Allergies: .............. NU ............................................................................................................................................
Diagnosis: .......... IR o5 IS 0 .

Typeof Diet: O Liquid ysfﬂ 1 Normal O Diabetic
O Vegetarian /4 Non-Vegetarian O Vegan

Diet Advised:

Liquid Diet- ORS/ Coconut Water / Butter Milk / Barley Water/ Soups
Normal Diet-Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet - Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

Diabetic Diet—Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots/ Tubers)

Patient’s / Attendant's Dietician’s

Date & Time: _5/:)//%:11,\:@’“\ Date & Time: 5]}}%/“’4” .....

Doc. No. : RCH/ FRM / CLINICAL / 195




DIETARY NOTES

Date

Time

~ Notes

Sign
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;m DAMINI IP28-0000673¢
7-11-1997 W
Dr. Y.INDIRA BYTM2ZD () Z

Uiy 20 i @ sirnRion

Hospita BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery
CROSS CONSULTATION FORM
Y
Doctor Name : W'Ihaﬁb’ﬂﬁﬁhi ........................... Date: ... L”:H% ........ Time: 5}9"’)
Diagnosis : [2'5(/5 ...................................................................................................................................................
Hospital © 1., O = BN Type of Referral :
O Emergency
................................. O Urgent
Referred for : [ Opinion \,Zl/Co-Management O Transfer of care
[ Non Urgent

Reason for Referral : [f for concurrent care specify the particular need, especially in the absence of a second diagnosis:

Signature:

Findings and Recommendations : 9
&Lﬁ-’; ov) vl [7 ’é" )
Lﬁ\ —— ‘ Cm ’s—_—,:— —

) Sooeed Bt N pplals

- Co\tstovw sadv 0
C@nmwagg ovally pBM U £l Bupvu

> C
bmlogl o Sulk 1S »wwﬁwb on aoch

- /\](Q Q
~ A Qdq - . Lowvs e
pnnd  Rading wed  grcesd 25 howrs o
- pav Caav\y \/w\h@aﬁi1 Cmd»/g '
- &Qmula—la ot by Condnmonsiy
g cavg -
— ponloy -r/de@th 9 owtpat—
Consultant : q
Name : ... ’lwltaéi Signature : ... = Date & Time : L{}#[%/ISFM

Doc. No. : RCH/ FRM / CLINICAL / 049




HNH-00016336 1P26-00008736

:l-r::ﬁ‘sl: ' wY7M2TD ) Rain l’:_{f:w L .
Dr. Y.INDIRA RANI i I . o 4 g
T T Chiders | @ BrthRint

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
a. Yes ] b.No

2o IENOL RBASDIY ci.u; civieeczscsmsim ettt i Sass saos vs s Sandad s Feis s et s e E AT d e Sm Ao s S Ao s s m S S Sy de eV st

3. Nipple condition:
M ﬁ a. Nipple well formed
(1 b. Flat nipple
[0 c. Inverted nipple
L1 d. Short nipple

4.  Milk flow:
a. Good
(1 b. Drops of colostrums
a |c.Dry

5. Steps for Positioning and attachment:
/Q' a. Baby goes to the breast
(] b. Mother always sits with a back support
™~ [ c. Ear-shoulder-hip should be in a straight line
L1 d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

4

Docu. No. : RCHBH /FRM / CLINICAL / 080 P.T.0




6. Was the position explained:
(la/&j\)((;s

0 b.No

7. For Caesarian mothers:
a. Mother is required sit and feed from the 4th feed
OJ  b. Please explain football hold

8. NICU admission. NYO
[0 a. Mother needs to stimulate her breast for 2 min every 2 hours

0. AGAIIONAI NMOTBS: .....evereviritiieice ettt s e s en e et s s e e s s e s e s e e s en e e s s eserann e s sannannrnas

Continuity of Care: Date: “Ijm"j%)% L
s egeed) pron L?h%x}
= (Q/u.&k@ﬁb Ui ‘5 £Reemmeaﬂ
> U el Maldha d
> ond hf{‘jr DB

Handover given by W ................................... BHAnUover THBN DY - s

SIONBIMR ... ivcviimssnaimsmisiamim o presssA s hgs SUIVINY i..co.,.ccxviainiswssmmssmshosiistonsigopestngeniss s imatuivoss sini

Date & Time: ....... V\\?(\%%@HW ..... DD & THOBY coiviiinveoninmoomisaninitismsvervas st vnsias e oot



Rainbow Childrens Hospital-Himayatnagar

Rainbow . Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children's _ : Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029,
Hospital B TEL NO :040-48873000

B WEB : https://rainbowhospitals.in

W

L N EN
Patient Name: Mrs DAMINI Age: 28Y7TM27D
IP No: IP26-00006736 Sex: Female
Consultant: Dr. Y.INDIRA RANI Ward/Bed No: 4F -OT/LDR-415

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the

F#™e of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"l am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines”.

Note:

1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of failing the submission, | will pay 200/- Rs.

3 1P Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of We:.

N}m@ > Syave) Patient Address:

ip: — fs & ' 2-1-176, yellambanda,kphb Kphb
BAdtonship: Hyderabad Telangana INDIA 500072
Date: OY —O L ~202C Time: 6 25 ;47\«
Wittness Name: \/p«j een “'\"V"\
Wittness Signature: i

Printed Date / Time : 04/07/2026 06:33 Printed By : 020099 Page 2 of 2
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Rainbow® W

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"‘

Hos pita| BY RAINBOW HOSPITALS
SPECIAL PROCEDURE It takes a lot to treat the littie. Your Right to a Safe Delivery
Patient Name : Mp\g ....... D“‘P‘M\“S\- .............. Gender: [] Male _+Female Age: ..... ‘9—3\{\?‘3 ...........
UHID No: “““"UDO\@BBL’ ..................... pate: .. A3\ 2026
Instruction:

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

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

ClecTol Lol SCGmensT | CRCSERAL . SccTion:

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.

| 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.

UL e ..ﬂc\.\*&(‘e N Q\c‘.\u

S Need B Bloed and . Blea n;mcluﬁ\g

My signature on this form indicates that ans \Ben®"

1. Ihave 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. Ihave had achance to ask my surgeon questions.

4. Ihave received all the information | desire concerning the operation or procedure and

5. lauthorize the consent to the performance of the operation or procedure. Q

=
Name of the Doctor who is performing the Surgery / Procedure: L\ - ;MD\RA ........ an\\l

Consentee : Patient Attendant :

Signature M e L, Signature : ......=7Z. S S

Name : MP\S 'D\\OJ’*\\“\ ...................... Name : .......... .ESN‘M .......................................

Date & Time : A’t\q\z_gz,c,@TLZm'm Relationship with Patient; ..... H M\bc’“ﬂé ..........
Date & Time : ... d& X\2e2 6 (@A 2cam:

Wtk @ Doctor (who is taking the consent) :

2ignature Bisestifaniss (3(\\4\/8\% """""""""""""" Signature : é .......................................................

ST R h 3 s S O :

e & TN ... WRA e bmafeeﬂq """"" .

pate & Time :.. L. \2.02. 6 (o) T 1 ex@aum

‘cu. No. : RCH /FRM / CLINICAL / 027

e
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CONSENT FORM FOR GENERAL / Caroows | @ BirthRight
_REGIONAL ANAESTHESIA / rospital _ | ) zmmmonomn:

"MONITORED ANESTHESIA CARE

Patient Name | MWEa: DAYALIAA. -...oooooooeeeeeeeeoeeeeeeeeeseeseeseeen AGE . S22 M. Gender : Male O Female-ET
UHID NO: oo Surgeon Name: ... 00 Ny TG & oo
ANAESTNESIOIOES : ooooo RSl UNMAY oot esesees e
Operative procedure planned : ... ML CODONBING ELOTMIN. ..o

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 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 on all my doubts.

[ Heart disease O Hypertension O Diabetes mellitus O Renal failure

* [ Hepatic disorders O Shock O Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
[:1 Incapacitating Cronic Obstructive Pulmonary Disease i
O Others : '&YUWWDW;WWMA,PDPH— ...............................................................
1 |

* Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform wupon me / my patient
lN}g,D/wwim the above mentioned operation / Diagnostic / Therapeutic procedures
........................................ U LNAN L LN A BN LSRN

* | authorize and give consent for anaesthesiaLB‘R?gionai/ O General Anesthesia / 1 Monitored Anesthesia Care as
considered appropriate by the anaesthetic 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.

Docu. No.: RCH/FRM/CLINICAL/021 P.T.0




| 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 anaesthetic 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 o
will administer the Anaesthesia.

= Pregnant'vlz/ﬁs O No

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this’p'a'tﬁaﬁ./

| have given the patient an opportunity to ask questions and | have answered these.

Patient / Patient Attendant : Witness :
Signature : ........ C@.’-‘.ﬁ% ...................................... Signature : ..... é é '

Name : ’Dﬁmf T Name : ............ AN e
Relationship with Patient: ... &elf ... Date &Time - .S T (K6, ..
Date & Time : 0317?%\ .......................................

Doctor (who is taking the consent) :

Signature : ....... B e
z___.__

Name : ... DR VNG LA o

Date & Time : O%{ﬂ-ﬁﬁb‘)-& ............................



PATIENT TRANSFER FORM

"%
Rainbow’ ) o
Children’s ‘BlrthRught

Hospital BY RAINBOW HOSPITALS

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

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
00008738 8§ A 4 @ > SOAW,
unmm;m L R Y Pﬁ [)’ € @ G }& Y H [
""M '-'""" Wt Transfer Ordered by Reason for Transfer
nmnA
R T
Dy~ NOVTewT ¢ h-UfY
From Unit To Unit Information to Attendant
Yes| | No[]
Pe .oyt o1
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
Yes | No -
©o L] — @ U
If yes, whar’
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
1- L oond - = 5
: N/
2.
3.
4,
.
Shifting Summary / Notes Written by Doctor: ~ Yes| | No[ |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

aml&l @ DX'IQQNJ'FPMO\

Patient & Clinical Reczﬁsﬂﬁeceived by :

o s

Date & Time of Patient Received : \'ﬂ% )’ 5’3 )

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

|| Unavailable Bed "] Nurse not Available
Docu. No. : RCH /FRM / CLINICAL / 102

|| Available Bed not ready




J

| surgeon: .. Inclira Kewaa...

Asst. Surgeon ;g‘_.gmﬁ_ /erf/%,h‘ Patient Name : ..
Anaesthetist : BeSemuisooovooeor

Scrub Nurse :Sa:ﬂ)c/.mﬂﬁ.ﬁ.‘(:gh—kw

SURGICAL
SAFETY CHECKLIST

a

Dr. Y.INDIRA RAN|

UHID No. : .......

OO

Date ﬂ}l‘?})‘ ...... I0-EIME & ovvervvvvereesenes UUTUITIE ovvvirsansinnneone

HNH-00016336 1P26-00006736
Mrs DAMINI
07-11-1907 28YTM27D (F) - W

... Gender : .F..... - ¢
Rainbow S

£1.48¢S...| Children's ® BirinRight

: T Hospital . BY RAINBOW HOSPITALS

10 takes & lot 10 treat the IRsle. Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Yes, & Equipment / Assistance
Available

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

Yes, and Adequate Intravenous
Access and Fluids Planned v/@; CINo [INA

Blood Units Reserved \/é No [ NA

XS TINo CINA

\i/fesHNo

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

SIGNIN  Time...82m . TIME OUT  Time:.. D¢ D SIGNOUT  Time:......ccoooo.....
Patient Has Confirmed Confirm all team members have ? Nurse Verbally Confirms with the Team:
Identity Ves C1No introduced themselves by Name and Role #Yes No The Name of the Procedure Recorded ~ =T7Yes [ No
Site /(es INo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure ::?; INo Nurse Verbally Confirm ) Counts are Correct (or Not Applicable) —_Yes ['No [1NA
Consent AYes LINo Correct Patient (Check ID Band) #Yes CINo The Specimen is Labelled (including
Site Marked [1Yes CINo wNA Correct Site ZTYes LINo patient name) _L¥es [INo LCINA
Anaesthesia Safety Check Completed  \J¥€s_[INo Correct Procedure A1Yes [1No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning Vé INo Anticipated Critical Events Problems to be addressed CYes <G CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? Yes (6 What are th Grcal o Unexpecteg, g A
Difficult Airway / Aspiration Risk? Steps, Operative Duration, ;2= Wl s Ky et et JoF T __
i Anticipated Blood Loss? 5}{{:1:& #TYes CINo [ NA and management of this patient? (er& C1No

Anaesthesia Team Reviews:

Are There Any Patient-specific Concerns? "1Yes [#/No [ NA
Nursing Team Reviews:

Has Sterility (including indicator results)

Been Confirmed? are there Equipment

issues or any Concerns? *Yes [INo [INA
Is Essential Imaging Displayed? OYes [ANo CINA

Signature :....... | A/af'»\, ...........................................
Name Nﬁﬁ%ﬁ»@zo@m

Doc. No. : RCH/ FRM / CLINICAL / 111



Mrs DAwmIN| 1P26-0000673¢
07-11.1”7
Or. VINDIRA Rany T M0 ()

i [/

PRE - OPERATIVE CHECK LIST '"Tf

Q Date : . u [ }[ 24
Patients Name : ... XS 0QNDTON.... Age: .. 28 F......Gender:  [JM[]F—

Blood Group : ... ¢y V€. UHID : 1—*[\.1 H 000, Ll:...'&,S,( ....................................
Planned Surgery: ... &L 7. LSCS coonnoe........SUrgeON : nr.t/ndgrq;@nﬁ
Anesthetist ; nTSwrlmd ............ Date & Time of Operation : ‘43;@6
Tick Appropriate Boxes, To be filled by Nurse Incharge / Senior Nurse :

S.No. INSTRUCTIONS

ER/Ward,Nurse| OT Nurse
Yes | No No

Weight checked recorded ? A

2 | Is the patient fasting for over 6 hours Pre-Operatively ?

Check Pre-0P Investigations & Results (CBP, Blood Group, BT, CT, PT, APTT,
Viral Screning, CXR etc) Available before starting the procedure

Enema given / Bowel Preparation

i)

Remove all ornaments, earrings, toe rings, nose rings etc and implants, denture§/

Is Blood arranged as required ?

If Blood has been ordered - is Blood bag ready ?

4
5
6 | Sterile Gown Given
7
8
9

IV Cannula to be placed / IV fluids if Indicated

] ] o] [ Y ] [ N ]
olololoolalool ololo
ooololololololololaololalalal olojolz
[ E R R E R EEEEEE R =
nElEEEEEEEEEEE R E =

10 | Pre Anesthetic consultation with anesthesiologist

11 | Pre Medications Given ? (Sedatives / etc)

12 | Skin Preparation

13 | Site is marked
q& Surgery Consent / High Risk consent taken by surgeon? -

AN

Og|o|o| o |gjd

(Consent should be taken by the operating surgeon only) .
Implants are available

16 | Equipment is available

17 | Antibiotic Prophylaxis is given within the last 60 minutes
18 | Other (if anyp. -2 ="

NOTE : if any of above is ticked "NO" Discuss with the registrar / consultant immediately
Billing Clearance Taken: [_]Yes [] No
Billing Executive NAme : .........coocovmrevrmrveiearsnnnnns
Billing Exacutive SIgnature : .............cccoorvvercsee

) o o o o o o o o o o o o o

] [ [ ] [ [

Doc. No. : RCH/ FRM / CLINICAL / 107







/PATIENT TRANSFER FORM

\

"
=3

Rainbow® . R
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSF'ITAE

It takes a ot to treat the litthe. Your Right to a Safe D;iivery

Patient Name & UHID No. Date & Time of Admission

| Mrs DAMINI

Date & Time of Transfer Order

el [(/7 lk‘é (@628 4} 7 f 2 & PO,

07-11-1887 286Y7TM27D (7

"

Transfer Ordered by

@f' Aamit

Reason for Transfer

@Jﬂolz@wftz’-m

3%

From Unit To Unit Information to Attendant
Yes|— No|[ |
OT ?ﬁ? = FPO Yf
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Yes| | No| |

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. [tem Name

Quantity

1. QL

4.

B.

Shifting Summary / Notes Written by Doctor : YEV No[ |

Name & Signature of Person who is Transferring

Ndls

Name of Person Ordered Transfer

@’r Sami'y -

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

| Unavailable Bed | Nurse not Available

Docu. No. : RCH /FRM / CLINICAL / 102

[ | Available Bed not ready




Yz

HNH-00018336 Ralnbow .

s DAt 1P26-00005735 Children’s .Bll‘tthght | L//,Z5

Dr. Y.INDIRA RA 2Y7M27D F) Hospital 8Y RAINBOW HOSPITALS |

U e

BILLING POLICY

® Billing cycle: - With effective from 1 January 2020, Our billing cycle to be start from 12 PM to 12 PM,
Settlement post 12 PM, room rent will be charge for half day extra & post 6 pm, it will be charge for full day.
Less than 24 hours stay will be considered as one day.

® As per the GOI guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through Card
tpaln the event of TPA/ Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA’s / corporates won’t be applicable.

® |f the surgery / scans performed in Emergency hours (8pm - 7am), public holiday and on Sunday will be charged

TPA processing charges Rs.720 for every TPA route cases.

All charges vary as per Room category, except Pharmacy and consumables.

We follows a “No Discounts Policy” kindly cooperate.

No Duplicate/Second copy of OP OR IP bill is issued.

ICU/Ward Charges DO NOT INCLUDE - Air Mattress, Monitor, Consultants/ Specialty Doctors Visit,

Infusion/syringe pump, Ventilator/C pap, Oxygen, Investigations, Procedures, Consumables, Medicines or any

other bedside equipment’s/devices etc. (Detailed list can be taken from billing department).

~
ratient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim

Bill shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based
on actual update taken on the day of discharge. It is requested that patients/attendants inquire daily about the bill
amount from billing section and pay the outstanding as on that day.

Patient bill outstanding should not be increase more than 10,000/-

You are requested to clear your outstanding amount on daily basis before 12 PM.

MODE OF PAYMENT & REFUNDS

® We accept payments by cash (up to Rs 1,99,999/- only ), cards, online transfer and Demand Drafts.
® All refund more than Rs.2,000/- will be refund through NEFT in three Bank working days.

1

: U5 )
Name & signature of Patient/Attendant Mdmission Desk executive)

NOTE: Self - attested Govt. ID proof is mandatory whosoever is signing the undertaking.

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

Registered Office: Road No.2, Banjara hills, Near Hotel Park Hyatt, Hyderabad - 500 034, T: +91 40 2233 4455.
Corporate Office: 8-2-19/1/A, Daulet Arcade, Karvy Line, Road No.11, Banjara Hills, Hyderabad - 500 034.
Branches : BANJARA HILLS - T: 2233 4455 | VIKRAMPURI - T: 4246 2200 | KONDAPUR - T: 4246 2400 | MADHAPUR
-T: 6464 2020 |[KUKATPALLY - T: 4246 2300 | L B NAGAR - T: 7111 1333 | MARATHAHALLI, BENGALURU - T: +91 80
7111 2345 | BANNERGHATTA ROAD, BENGALURU - T: +91 80 2551 2345, HIMAYATNAGAR- T:- 40 48873000

CIN: U85110 TG1998 PTC029914 email : info@rainbowhospitals.in www.rainbowhospitals.in
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) Rainbow® { ot
ALRE Children’s | @ BirthRight
o' 000" Hospital BY RAINBOW HOSPITALS
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NARCOTIC PRESCRIPTION FORM

”~

Y !
Dispensed by (Name & IDNo.): .............+.. N e bt Signature: ............ o

L /. At . ] ;
Received by (Name & ID No.): .....T.T.Jff‘.)..f!el.&r{?xt‘.i.':'. ‘)UO(J e e e LT B “..H ....................

T ot L

Docu. No: RCH/FRM / CLINICAL / 133

(PATIENT COPY)
Patient Name: | Chmin Age: 2% Gender: F vy ol
UHID No: 1y ) oy ¢ 224, IPNo: T9) G- 000047 36 Date: 4 |5 |2 € Time:
Diagnosis: ) . ( ¢, LN 4 -0}
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI DG { A
2. | Morphine Sulphate Inj. 15mg/MI ] Y
™ 3. | Remifentanil Hydrochloride Inj. 2MG / /
4. | Remifentanil Hydrochloride inj, 1MG [ [
Doctor Name: h« SJ\' Wna- vV Doctor Registration No: Aqu o, AN
\/ v
Signature: ( 2 4
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
3 {2={
IP Registration No: A2 LOROCT DG | s Date: ‘f‘f‘/ ...... e
AadhankNo. plthe Patient (Oplonal)i ... cii i ivi i i it s svins ssobssssaiibsvinsaiaibe
A‘L Name: )~ . o, ”"‘ Remarks
=) T e | [RIVYAFa f
2. | Complete postal address (with contact number, if any) 3 l Fog e : 2.
3. | Brief description of the illness LS50S
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) '
5. | Details of essential Narcotic drug dispensed Fer) ' M"f [
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
\ | I ~ "C'._, A
i;\‘ ' 20 ?.'1.|'|,_|‘....;‘{/ l-tr’r”‘ "‘)—A







e

z
Chitdren's | @ BirthRight
000 Hospital I} | N e
NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)
Patient Name: Age: Gender:
UHID No: IP No: Date: - Time:
Diagnosis; N
PRESCRIPTION DETAILS (Tick only one of the following)

S.No Drug Name Dosage Remarks

1. | Fentanyl Citrate Inj. 50mcg/MI

Morphine Sulphate Inj. 15mg/MI

2
Y 3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. 1IMG

Doctor Name: CAIn A= ¥ Doctor Registration No: A, - 1017

Signature:

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

IR Registratlon NO: 3.0 nigigss o ods Radheerssnsssasnassnissesnpares Datey,,..;..orbuvimibiosenreciinisinnns

AadhaarNo; ofithe Patlent (OpHonal) e v v msiastnss s i sadvasiassiss s idssssssianivn

/"\ 1. | Name: Remarks

2. | Complete postal address (with contact number, if any)

3. | Brief description of the iliness

Whether registered with any other registered medical practioner /
recognized medical institution ( If yes, details of the recorded)

5. | Details of essential Narcotic drug dispensed

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
Dispensed by (Name & IDNO.): ...coovvveiniitiiien e oSl it o W PR SIGNAUNE! .....cvernenereersrosmnrnsnsnsses
Received by (Name & ID NO.): ..ol siufyuepuibionnnnefonimnindidiiin i SIGNAMUIG ok,

UL . o b vreninesradt res vy insiisat

Docu. No: RCH/FRM / CLINICAL / 133
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Mrs DAMINI

07-11-1807 28YTM27D {F) 7
Dr. Y.INDIRA RAN| Z

iy tid | @ s

Hos p ital BY RAINBOW HOSPITALS

It takes 2 lot to treat the little. Your Right to a Safe Delivery

(\

POST-ANAESTHESIA CARE UNIT RECORD

Received in PAC? by: .. Time Received : ....... a{\’mk’\/‘/’ Time Discharged : .........ccoccvvvvvrnenene

gfg gzg IV Cannula Site : .
w 230 230 |[] 0, Mask 1 Nasal Prongs
u:: gfg gfg [J Tracheostomy [] T-Piece
“ 200 200 | [ Oral Airway [C] Nasal Airway
o 180 190
= 180 180 ]
S 170 170 | Vomiting : Ol Yes (TN 015172
160 1 "
= 150 1:3 NG Tube : [ Yes (JNo
v 140 140 | prain: [ Yes 7TNo
A 130 130
120 _* _ *} 120 | Urinary Catheter: T Yes [ No
10 110 .
§ 100\ 17 i i 100 | Chest Tube: [ Yes JZ'IG
= 90 5 90 . —
2 = 74*; oo | NiOral [ Yes M
70 % 70 i S
a 60 [/ 80 IV Fluids: .......... M
7 50 h: 50 | oralFeeds: .. NASM o
L
& 40 40
30 30
v 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 9% out SCORING INTERPRETATION
Able to move 4 extremities voluntary or on command =2 s % -
Able to move 2 extremities voluntary or on command =1 acTVITY | @V A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 <) 11| A Discharge
Able to deep"hragglg & (':j?ugh freely =2 al e .
Dyspnea or limited breathing =1 RESPIRATION /}/ .
Apneic =0 D Z | Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 i i faiame
4 space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION
BP = 50 of Pre Anaesthetic leve =0 o % WV V]|
Fully awake =2
Arousable on calling =1 CONSCIOUSNESS
Not respanding =0 il Bis N 2 b
Pink =2
Pale, dusky, blotchy, jaundiced, other =1  COLOR 1
Cyanotic =0 L 4 Y ?/ 1
2
TOTAL Al KH1O(vo (o

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature

wor e | yoo§ mod

\
/

\_\\’A/ [‘DPYN\ . NO% ma.k <‘ ‘va?&,
3

Pain Tool Used: 1 NPASS []FLACC [JWongBaker [NPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name : WMUM%M 2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
Anaesthesiologist SIgNAture: ................ ? ..................................................... b e 2khou fyy dhaws
\ . Prior to pain reliving intervention
d

DatB & TIME: e / ............ \"{\ ?/ (LMLW e
PACU Nurse Name : AP/ earimeemsssnsemesnieeres ITANSTAMTSH 10 UnM iy (PACU): 2 ﬂ K@?QJ/

PACU Nurse Signature: b

Date & Time: C\}\DM"‘\O} o

Date & Time: . ..




12
Rainbow® ) .
Patient Sticker Children's | @ Birth Right
Hospital . BY RAINBOW HOSPITALS
Tt takes & Jot to treat the Tiitle, Your Right fo & 5afe Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD .
Date: voveeeiienreeererer e reeraenes TIME! crvrvrecrrererinnsenns Procedure domne DY .....cccicirsisneereemesnesssmsessemssessenesensassasssssens
CSE /Spinal /Epidural Position : .....ceevemne. E3] 072 [+ Technique (LOR/LOS) ..vvvevrvereenenne
1211 Catheter at SKIN: ...c..coeeveverccreer e AREMPIS ¢ s
Parasthesia : YBS/ND if YBS GBLAIS © ...c.evrviieierreiieestresesesessssassesesssssaessassssnsaesssssmssessassesassessnsssnsessssansssseressnsnsssssnssanssasas
SOIULION COMPOSIION 1 ...oueceerereietrescncreenrrsvaressrvassrsssesrsnsesratssssarsssarrasserersassastessasesstessrersssssnssrsssssetsresseussstasossrosassosrassos
Any other issues :
) 1eurereaererraeriretaneretsas e ks aaaeseba s b eas e eeeas vaA s s avAner AR eR RO be R O Re s e ReA e R ERe s S ARe e bade e as et aeataERs e et et Eana sttt senrateaee s eAeeeeenernatnerns
1 OO GO OSSR
, Infusion Rale Level Maternal
Time (mi/hr) Belus (ml) Left Right | BP | Puise FHR Comments
Delivery Details . TiMe ! oo APGAR: ... SVD / Instrumental / LSCS (if LSGS Details)
Catheter Removed by and Tip INSPECIBA © ..ooce ettt recscssenseesse e rssssesesssssassesssnsessersorsssarassssssssressarersasasararen
PAtENE SAUSTACHON : .eveevceeireeee e verer e et res s s cs e s b s b e b4 b4 00 R00 4 b4 RA RS 4B A O R b0 A4 ba b LH a0 RO PO RO RIS BER DS
Discharge /Shifting ordered by
DOCION SHNAIUIE: Tuvrevrreercssreererenesssssassrssmssasnsnsserennans trerrereerven .
Doctor NamE! ....cccveeremrerssvemremsnessrenns 3 FOTSTN

Date AN TN & ..o issriissressessessessisssseseesasanssssnssssassssasssnne ~




HNH-00016338 |P26-00006736

Mrs DAMINI

07-11-1997 P "l

Department of Anaesthesiology °'|“i\m““\“m““mmm““ Em?db;v; 3 ' .Blrtthgh &

28Y7TM27D  (F) %

I\

PRE-ANAESTHETIC EVALUATIOI Hospital frer e
Name: ... NG DAMAANA Age: A WT: Sex: . HEUNALL..... UHID.No ,Hrww!b’;gc,
A
Date: ........ 0 %PQ"% .................... Time: ....... HMW ..... Proposed Operation: ’EL V5 ..................................
Diagnosis: ... P’V'IWV\ LA P’Y%WA‘M OUA,'ODW]MMM D&/4}’d' Ebjowﬁatoqu
3
B.P/CRT: I ...... /f.f‘_H.R: i :}k["*Welght k. 'U” ASA Physical Status: 0 1 03 04 0s
) w] Laboratory Data:
\g‘g Hgb: IDQ GIUCOSE: wovooovereerren. PrOEIN: ocveoceercreereeees HV: o €, WY v et
PCV: 1T R X HBS Ag: S NP EBG: ocmnisematinsinitonss
44!79 (1777 e TR BUE i ey S R v o A
Plate: ?— l‘i’ e T TITECR .| 1 - || P ——— Bloodg}rt)up:{":'..d.'}.’..6 Stress/Anglo: .................
............................. SRl - &  ; e et e DNEE: s i spmmmmmenss
%l L’ B o Alk phos: ..o T4 e
m INR g MO+ oo AMYISE: oo 1157, T,
o SGOT/SGPT: ...ooeceecen Allergies: }IC_ [ -
Medical History:  CVS:0 AChve ConAlp rer@i TALGY lphw wis DIM 0 A2 mw )
RESP: vy WMp Ly ] Do f T8A +Djgbetes : , [ow Mg .
GNG: D 1At ab o | ke o Hpinn L
Renal : An\e w\/ﬂ(’u/fm it /V\MeWHM/ Wi Soum
Hepatic / GE : WW W mew Physical Activity: WMETC 7H
Others : /If/ Rpocinm Pstviran 14 Compoed  NoT oM kp N
Past Anaesthetic History: N [Aﬁ‘ uk((am
Physical Exam: 4714 1 M T
Airway: MP 1 ﬂ) 4 Mouth Opening: 9—)42 Mentohyoid Distance: (VL ) Neck: ( bJ) Teeth:_riM’).e,l’-
L L,
Lungs: 0 AANefD) ¢ liou .

® Heart:
ONS:  Pof()-

Pregnant, = Yes [1No [INA Venous Access Site : /¢ 4{y, Spine Exam for regional : (@ wAal Lo

Anaesthetic Plan: CJMAC ,[CJREGIONAL I GA-ETT (I LMA

Peri-Operative Plan Explained to the Patient: \_zﬁs o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
= , 1. DVT Prophylaxis :  (OCOWAY WAl / £ pad -
Yovy , et Wy . . ML ORAL <Water/ ORS 2 Hours Freplad

2 Otherssﬁours

3. Informed Consent: v=-Sfandard T High Risk
4

5

. Post Operative Pain Management:@B@cUssed with Patient

. Other Instructions:
o BN N C) PO

Docu. No. : RCH /FRM/ CLINICAL / 044 o

..... ». R *»T’r(»%
Signature: ....... Dt_/— .......... Name: DR M2 VINEETHA. - é’.\_,
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Pre Induction Assessment:

ANAESTHESIA CHART

2z
Rainbow” ; ——
Children's | @ BirthRight
Hos p ital . BY RAINBOW HOSPITALS
1t takés 2 lot to treat the ittie. Your Right to a Safe Delivery

Change in Patient Condition: ] Yes Q,No/ Fasting Status: /o’ ve f)lv'
Physical Status: _B/Patient Identified ——Consent Present D/Ch/art Reviewed
L
¥ ] Fa i
H.R: BV/ﬂ" [ BP/CRT: /20/90 [Sp0,. 7007. |RR:  Z&/m | Last Feed: b 'ooyps
Pre-OP Diagnosis: 6""7“{4‘0”&%’1 ......... Operation: MM ........................................... Date : .. 4.1 '7"”
/ T y o
Surgeon: ,%/A_s'; ”W .................... Anaesthesiologist: Jv =y Technician; Zatlasne. ...
TIME K’ ( qe 5f’"
N,O/AIR/O, LPM _— 7
HALO /SO /SEVO Antibiotic -
Drugs:
GV BeIng  ZW F | 7 G/, 7 2 Suppository
124 7 - 7 / ﬂ/Wﬂc_'
/a-!";‘
Blood Loss /N7’
D, /540 7D 7OV 7D OV o /SOl
ETCO, i
ECG A | | [ 7
Temperature
Urine Output NOTES
ﬁ /] A~
-
BP 240
V Systolic 220
A Diastolic
X Mean 200
+ Heart Rate 180
Tourniquet on T
Twm‘met:'rx 160
Throat Pack In 140
Throat Pack Out 128 = -
1005 L
80
40 [ (V™
20
10
0
[ 285
LAB Values
GAES
‘ Others
Equmem Checked and Temp: Inducfion Regional:
M}mchﬂnal [ HME [C] Fluid Warmer [ i [ Inhal Extre! Specify: ..
[ Cling Film ] OH Warmer | 0, [JRSI pinal [ Epidural D Caudal
Cuff Site: M. | uugeWon Wool O rs Others: ......
13437 — 7T Other .
E)KG i ;[ {f . [ Mas [] SGA Position: ‘3-?
O Temp Site Times: f [0 Airwa [JOral  [JNasal
] FIO, Monitor Anaes Start: .. 7 ETT# sosseriss: Bsorersssssoreorsa G Neeﬂle&ze “’g@ Depm
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