> Ko inbow’
3 :ja Rainbow . B".tthght"‘

L Childirexli’s .wmnmmmu
ESTIMATION SLIP Hospital |\ &iiess e

Date : n!}é];!é UHID / IP No. : al[gsmlggéé Sl No. 15'~
Name of Patient : J!/W( {/,. Qr—,m}, Age: 10 > Gender' ’:

Father's / Husband's Name : Corporate / Occupation :

Address : i[g,n‘ e, Phone : 449@%,2 e Efuall égg %(;é F643

Procedure / Plan : N\ EDD/Dos:_—
MODE OF PAYMENT : D SELF TPA: 17 GIPSA : j OTE%}%

i

TARIFF INFORMATION : a M- F\
| Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
»p‘ﬂShnmd Ward
Snared Ward %K /) /XV <
Twin Shared Ward o )
e e - ;
Priveis Rpem 4 Pl‘éfﬁhﬁfff 4 Vasellioatic o o
ri e N e
Super Deluxe Room .]
Suite Room
Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
(Package starts from the Lahoi: Wird Chicass e
time of Aimission) g Anesthetist's Fees and OT Charges
. Length of Stay for : Length of Stay for :
Pharmacy up to Pharmacy up to
Investigations up to Investigations up to
Others ; .

Neonatologist Charges : [:| Covered DNot Covered Epidural / Entonox : E] Covered D Not Covered

_ ¥™al Minimum Deposit : —W@ﬁ##(—&w& Adm i ¢ 0n
ReMARKS : :

r.L. Room eligibility is purely subject to TRA approval and the Package / Room Tariff starts from the time of admission. The estimated amount may Change agcording to duration

of stay, medical condition, investigations, pharmacy and any other procedure.

2. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and may not be
reimbursed by the TPA at later stage.

3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
ete.

4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitied,
additional payment is applicable for which kindly contact the Financial Counselling desk between 9am to 6pm

5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, etc. credit cannot be exchanged. These items are not payable to us as per Insurance company norms.

6. Difference if any between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has to be paid by the patient. In case of
denial, cash tariff would be applicable.

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and 1o attendant is
permitted in ICU's -

8. Tariffs are subject to revision

9. Kindly check your billing status on day to day basis at IP Billing Department. .

10. Additional Charges on package are applicable for Non-working hours and Non-working days (sundays and public holidays)

i ; DECLARATION
I ZQM L L4 E {i, A’Z& have attended the Financial counseling desk and understood the expected costs and
other conditions applicable. In cdse the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time

I promise to settle the hospital bill with the hospital without any ambiguity.

1z veusvd

Signarhre of the Client Signatory Relationship _ Signatureﬁthe financial Counselor

T ‘:‘= =) - 2
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 HNH-00015566 |P26-00006712 Rainbow

WS CHSAATIKA chitdren's | @ BirthRight
15-06-1993 A THBJA Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

"V Hospital
SURGERY DETAILS

Patient Name: N‘“Ch(&&ﬂf\ﬁkﬂ Date of Birth: !(r%hqal/})!\ge 9)%\{15
gender: . FENON . Ward oo o UHID No.:’HNH...’:...0.0.0.1.[3’:66

Date of Surgery: CQ[:}[&B []0T-1 &0T-2 []0T-3 [10T-4 (10BGOT-1 [J]OBGOT-2

Name of the Surgery : .......ccocevvvvvrinnns H ..........................

Time in IOﬂm

Surgeon @Y

; %yaﬁ\g& ..................................................
Anaesthetist @‘5 Q f

Assistant Surgeon @7 ...... Q% t}fﬁ[fafh ..... 'U‘\/ ............................................................................
A
OT Technician s @6 S e ettt
Mrs CH SAATVIKA (33YOM170/F)

Circulating Nurse O{/ LA e
R I

as i
Assistant Nurse ~ : ....... @gﬂ/\&%ﬂ’\ ........................................... » M""I |
HN26010781ENDO s

;R o s L D

WH13IWOaNS

INV04329

Special Equipment: ] Laparascopy ] Broncoscope [ Harmonic _1 Morcelator

.1 C-ARM _| Cystoscopy _ 1 Versa Point ] Liver Cusa
4 1 Neuro Cusa ] Others ...L./. bﬂ)gi{) ""; M~
j e g - - W9
©F (g DY £ﬂn~r>

Signature of the Surgeon Signatur‘é of Circulating Nurse

Order No: OQ{"OOOOCQOQQ%Q/ Order by: .... AW O?F]qu6@ ..... ]& L&j}@
Docu. No. : RCH /FRM / GENERAL / 114 C@l O'LO(MQL QSMG[ J




HNH-00015568
[~ Mrs CH SAATVIKA

| 15-08-1993 a3 y o
! M 17 D
Or, KADIYALA RAMY. ®

T

1P26-00006712

CONSUMABLES OF OT

z
Rainbow® -
Children’s BirthRight
Hospital . BY RAINBOW HOSPITAI..S
It takes & lot to treat the litte. Your Right to a Safe Delivery

Doc. No. : RCH/ FRM / GENERAL / 125

Circulating staff ©..........coovviveiiece Technician : Dates i e e TN S
Anaesthesia Disposables sved Y ueea | Surgical Disposables mmwu +| Disposables (Baby Side) MW:
ET tube MajorPack (pnoyul O*/,, Inj Vit.K
LMA = " ures ! © Cord Clamp
ECG leads {A/ P /N —~ i on ) % Suction Catheter
HME filter : A/ P/ N i /& Feeding Tube
Syringes :10cc ) P Vaccum Suction Set

05 cc Gloves C, .{; UIA 3/ Surgical Gloves
02 cc & | (A ) Clha ol ¥ Gauze Pack
01 cc ' - - Syringe 1ml / 2ml
Cautery plate : A/P/N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL — 0 24 cautery pencil
NS : 10mi / 100mi / 500mi / 100071 () L#1 Koochies
P M L :@1"’ Ointments _ A
D 0 28 lum 1 suction Catheter \ \ol 10 {0
Fentanyl qA¢) Y Cap, Mask o : ]@_/}
Morphine o —"| Gauze Pack () () 4

—Hatamine— 0, med I \ &) Q]/ Mop Pack oLt
Propofol : N 4 Steristrip -

Reevronitm T e U)X & © 9 _~Underpad 0Lt
Glycopyrolate ' Draw sheet <
Myopyrolate Abgel
Ondansetron Foleys catheter
Pencan 25g/ Spinal Needle 22 Hrobag Lok A | —9 0\ ¥
Bupivacaine 0.25% Chest Drainage Catheter ( -~
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage

Tegaderm
Suppositories loban
Anamol : 80mg / 250mg/ 170 mg Double J Stent
Supridol : 100mg =— AT | | Vaccum Suction set
Justin : 12.5 mg/ 25mg / 100mg— |z | | Plastic Bed-Sheet- Dy (/1A
Tab. Misoprgst : 20gmg " | Betadine Solution N NS
NG&?.«U Aoy 9 . Microshield ot
Cotton Balls A A
Latex Gloves ib
Ramdione Scrub
Saral
Surgeon Anaestflesiologist / T Techm i
Order No. : 096 ”000@?0@7 / ‘l@'ﬁ Ordered by : g / Cﬂ[?éf ................

e TR



# » . .
. F & Rainbow Childrens Hospital-Himayatnagar
Rainbow @
ldren'’s . . . .
. I(»:{gispit{:ﬂ Bty 5ne Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer,
& . "
- feainbonw Old MLA quarters road AP State Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
| AT DRREND
ELECTRONIC MEDICINE PRESCRIPTION
MRN 1 HNH-00015566 Namo Mrs CH SAATVIKA
Age | Snlx * 33YOM 7 D/ Female Boctar . KADIYALA RAMYA THEJA
AdmiReag DatelTime 0210772026 08:35 Payar * MEDI ASSIST INSURANCE TPA PVT LTD
QOrder Date 02/0772026 12:39 Ordernumber 26-0000208956
Vislt 1R IP26-00006712 Ward/Bed No : 4F-OT/PDA-413
!
Patient Addross Ram Nagar, Hyderabad, Telangana, INDIA, 500020
S.No | Rascription Gaonperle Name Dosage Routa ] Frequoncy Duratien Instructlon Qty Status
1 r{] ﬁ:zggmk;unetcn KT 1Nes 1 Cnco Daly 1Days itos|  Orderea
2 ’ gﬂ?&gg&?ﬁ S0xg0 1hNos Extornal / 10 AM 1Deys 2Nos|  Ordared
DISPOSABLE APRONS STERIBISPOSABLE APPRON .
O 3 , XL STERILE XL 1Nos 1 Once Daily 3 Days 3 Nos Ordered
4 , MOPS 30X30 BPLY 55 X-RAY |MOPS 30X308 PLYDATT |1 Nos 1 Once Dally 1 Days 1 Nos Ordered
§ ’ ?g; SE?ESUPMSWORIES 1 hos. External / Onge Daily 1Days 1 Nos Orgered
RINGER LACTATE
ﬁ’ RL 500 ML CLOSED SYSTEM [oooni=ai ot 1 Bottte 1 Onca Dally 2 Days 2 Batly Ordered
7! DSYRINGE SML.{NIPRO) SYRINGE 5ML + Nos Extemal | Onca Daily 1Days 3 Nos Ordered
4 NASOPHARYNGEAL Tupgs 2 FASOPHARYNGEAL g o e xtomal ; Once Dafy 1 Days 1Nos|]  Orgered
! |RELIPARAIPARACETAMOL!
P |jcoome BT ILE ) 1 Nos External { Gnce Daly 1Days 1Nos|  Ordered
1
10 |DSYRINGE 10ML (NIPRO) SYRINGE 10ML 1 MNos E: 11 Onca Daiy 1 Days 3 Nos Ordered
11 |BIOXAMIC 500 MG INJ 1 Ampule Extemal { Once Daly 1Days 2 Ampule Ordesed
j12 E.C.G ELECTROBES {AGULT) | ELECTRODES ADULT 1 Nos Exlemal ! Cnce Daily 1Days 3 Nos Ordered
, 13 IRRIGATTO[T.U.R SET) IRRIGATTO({T.ULR SET) |1 Nos Exlernal  Once Daily 1 Days 1 Nos Ordered
, 14 gggfﬁg:ﬁg;z PLY (5 ?.:%ZSE neXTS12PLY 1 Nos External { Once Daily 1Days 3 Nos Ordered
’ 15 mchREP SOLUTIONS 100 1L 1 Once Daily 1Days 1Nos Ordereq
’ 16 |MEZOLAMINS 5 MG 5 ML 1 Vvial Exlemal/ Onca Dally 10ays 1 Vial Ovdered
It
17 JML:;SPQ SUPPOSITORIES 100 1 Nos Extamal/ Once Daily 1 Days 1HNos Crdered
O | = e 0 18os Extamal { Onoe Daily 1 Days 1Nos|  Croerea
19 :Sé‘g?:‘ig‘- CLOSED 1 Nos External f Once Daily 1 Days 4 Nos Ordered
20 |COTTON BALLS 2 GM 5 NOS. 1 Nos External { Once Dady 1 Days 1 Nos Ordered
21 |THEMICAINE 30GM JELLY ;\f;icauon 1 Once Daily 1 bays 1Nos Ordarod
22 Encore Micreplic gloves-68.5 1 Nos #Once Daily 1 Days 1 Hes Ordered
2 gggﬁ"é g"“HE'ER"“ 1Nas External 10 AM 1 Days 1 Nos Orgered
24 |SGLOVE # 6.5 (SURGICARE) |SURGICAL GLOVES 65 |1 Hos External { Once Daily 1 Days 3 Nos Ordered
KADIYALA RAMYA THEJA

Reg No : TSMC/FMR/01458

* Tius document is just for reference purpose only, Not to be considered as primary report,

Note
* This preseription Is valld only for specified duratlon.

= Do not refill medicines.

Printed DatefTime  02/07/2026 12:49 Printed By GUVVALA VIJAYA SUSHEELA Page 1 of1
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Rainbow Childrens Hospital-Himayatnagar

Rainbow &
Children's , = Rainbow Children’s Hospitai, D 3.-6-267 Cafe nilouf
Hospita! ferth . amnbpow laren's Mosphids, LJoor no. ‘- -, . 0[)5.). ale niiouier,
Ratnbera Old MLA quarters road AP State Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500029.
040-48873000, info@rainbowhospilals.in
d |
AL TR
ELECTRONIC MEDICINE PRESCRIPTION
"MRN : HNH-G0015566 Name : Mrs CH SAATVIKA
Age | Sex : 33Y0M 17 D/ Female Doctor : KADIYALA RAMYA THEJA
Adm/Reg Date/Time . 02/07/2026 08:35 Payor + MED! ASSIST INSURANCE TPAPVTLTD
Order Date : 020712026 12:39 Ordernumber  : 26-0000209995
Visit ID . IP26-00006712 Ward/Bed No . 4F -OT / PDA-413
Patient Address : Ram Nagar, Hyderabad, Telangana, INDIA, 500020
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 ngR\sfll.EESE’xf‘?-MhﬁnglﬁﬁN 1 Nos External / Once Daily 1 Days 10 Nos Crdered
2 SURGEONS CAP SURGECNS CAP 1 Cap QOral/ Once Daily 1 Days 10 Cap Crdered
3 gﬁg.r“;g‘“ SLAYER- FACE MASK 3LAYER |1 Nos External / Once Daily 1 Days 10 Nos Ordered

KADIYALA RAMYA THEJA

Reg No : TSMC/FMR/01458

* This document is just for reference purpose only. Not to be considered as primary report.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.
e ——
e —
Printed DatefTime 02/07/2026 12:49 Printed By GJVVALA VIJAYA SUSHEELA O Pages 1 ~f &




HIMAYATHNAGAR

- |

Rainbow® . R
Chitdren's @ BirthRight
B

HOSpital BY RAINBOW HOSPITALS

Your ahl to a Safe Delivery

Name Mrs CH SAATVIKA UHID HNH-00015566
Father/Guardian Mr RAHUL PULIGILLA Age/Gender 33Y0M17 D/ Female
Address Ram Nagar, Hyderabad, Telangana, INDIA, 500020

IP No IP26-00006712 Admission Date 02-0/-2026

Ref Doctor Self

Discharge Date (3.07.2026

DISCHARGE SUMMARY

Consultants :
Dr. KADIYALA RAMYA THEJA
MBBS/DNB

TSMC/FMR/01458

Diagnosis: ABNORMAL UTERINE BLEEDING - ENDOMETRIAL POLYP

HYSTEROSCOPY + POLYPECTOMY DONE ON 02.07.2026

History: She presented with complaintS of heavy menstrual bleeding,
associated with inter menstrual bleeding since 2-3 months. No other
complaints. Scan done on 30.05.2026 showed Uterus AVAF, endometrial polyp
in mid cavity (19x11x18mm) with feeder vessel seen in anterior of polyp, right
ovary - polycyctic morpholgy, left ovary- dominant follicle. Repeat scan on
16.06.26 showed 17x9mm endometrial polyp with feeder vessel anterior to it. '

I APUR L B HACAR t NANAKRAMGUL A
HYDERNAGAR {# . KONDAPUR OUTPATIENT CLINIC () editedvF)  SECUNDERABAD (N KEROARU . sl 3 04068
BANJARA HILLS Z Emrgency 3 040 - 4246 2300 argency 3080 - 4764 .

@ www.rainbowhospitals.in
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Name Mrs CH SAATVIKA UHIB HNH-00015566
IP No IP26-00006712 Admisslon Date 02-07-2026

She is admitted for Hysteroscopy with polypectomy.

Menstrual History:-
LMP- 13.06.2026
Previous cycles: Regular

Obstetric History: Nil
Medical History: Nil Family History: Father- DM, Mother- HTN
Surgical History: Nil Allergies: CEFOTAXIM

Investigations: Enclosed.
Blood group: "B" positive

Surgery Notes:
Operation performed: HYSTEROSCOPY + POLYPECTOMY DONE UNDER
GENERAL ANAESTHESIA

Indication: ABNORMAL UTERINE BLEEDING - ENDOMETRIAL POLYP

Operative findings:

e Cervix stenosed, dilated with hegars dilator.

¢ ~ 2xlcm broad base endometrial polyp on anterolateral wall extending to
right lateral wall of uterus, polyp cut with scissors

e —0.5x0.5cm polyp on right anterolateral wall of uterus in lower uterine
segment, polypectomy done

* Polypoidal endometrium

*» Endometrium curettage done.

*» Endometrial polyp and curettings sent for HPE




2 |
Rainbow® | . e
Children’s | ‘BnrthR.ght

H | BY RAINBOW HOSPITALS
Hosplta \‘T:ur Fi-g}\m;SaT&! EJelwery
Name Mrs CH SAATVIKA UHID HNH-00015566
IP No IP26-00006712 Admission Date 02-07-2026

Post-Operative Notes: She was closely monitored in the postoperative
period. Her vital signs remained stable. She was encouraged to ambulate and
void spontaneously. Her general condition was satisfactory and she was found
to be fit for discharge. Medications were explained to the patient
supplemented by written information.

Advice:
1. Tab. Augmentin 625mg ( Amoxicillin + clavulanic acid) twice daily till
06.07.2026 (9am - 9pm) after food.

2. Tab. Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food
-~ till 06.07.2026

3. Tab. Zincovit once daily (2pm) for 1 month after food.
" 4. Tab Meprate ( Medroxyprogesterone acetate) Twice daily (9am-9pm) x
lweek till 09.07.2026 followed by once daily one week ( till 16.07.2026)
5. Tab Dolo 650mg ( paracetamol) thrice daily (8am-3pm-10pm) till
<~ 04.07.2026.
6. Tab Drotin M SOS ( for pain)
7. Tab Tranexamic acid 500mg SOS ( for bleeding)
8. Collect HPE report

Review with Dr. Kadiyala Ramya Theja on Day-2 of next cycle with HPE

report at Rainbow Children's Hospital with prior appointment (Review
consultation will be charged).

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

C BH i PUR L B NAGAR NANAKRAMGUDA
HYDERNAGAR KONDAPUR OU TPATIENT CLINIC () edited Vi) SECUNDERARAD KONDAPU =N A Al
HIMAYATHNAGAR BAMJARA HILLS . e e 0. GiiE2th : ? i

wscy 3 040 - 4246 2100
ergency 3040 - 48A73000  Emargancy (] 040 - 4456 5353, 91009 13516

® 1800 2122 @ www.rainbowhospitals.in




Name Mrs CH SAATVIKA UHID HNH-00015566
IP No IP26-00006712 Admission Date 02-07-2026

acknowledge.

Patient/‘gée;\der

In case of emergency like bleeding, fever please refer to postpartum book for
further details - Chapter Il page 6 kindly contact 9154865045 at rainbow
children's hospital just dial one toll free number - 18002122.You can also take
appointments at any time by going online to our

website www.rainbowhospitals.in
Registra r%nth.M.o
f""':"""-\
Y

Consultant:

Dr. Kadiyala Ramya Theja
MBBS/DNB
TSMC/FMR/01458




PATIENT TRANSFER FORM

2
Rainbow”’ . _
Children’s ‘BII‘tthght

Hospital BY RAINBOW HOSPITALS

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

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
s 232 e 2|l CI0PY
B :asr‘.ok‘:n'n?au u;:r: $:l:lln 3 Transfer Ordered by Reason for Transfer
[NV O
g Vesra —HEREES
From Unit To Unit Information to Attendant
Pt ey — (— Y%]/" No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed
over to attendant

s N[

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No.

ltem Name

Quantity

1. ) — oo !

0

4.

5.

Shifting Summary / Notes Written by Doctor :

Yes[ | No| |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

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

[ ] Nurse not Available

| Available Bed not ready




Rainbow Childrens Hospital-Himayatnagar

I
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 = TEL NO :040-48873000

e WEB . https://rainbowhospitals.in

ADMISSION SHEET

; . 3 MR R LR LRI LA LR
Registration Details :

Admission No : IP26-00006712 Admit Date : 02-Jul-2026 Admit Time :08:35AM UHID : HNH-00015566

Patient Details :

Patient Name - Mrs CH SAATVIKA Age 138 Y O 17D
Guardian © Mr RAHUL PULIGILLA DOB - 15-06-1993
Gender . Female Religion
Occupation Martial Status
Address (H) Ram Nagar Hyderabad Telangana INDIA Phone No 9908861257
” 020 E-mail . PULIGILLARAHUL@gmail.com

Admission Details :
Bed Type : PRIVATE ROOM Bed No : PVT-101 Ward Name : 1F -PRIVATE ROOM

Room No = PVT-101 Admission Type : First Visit

Contact Details :

Name - Mr RAHUL PULIGILLA Relationship  : Husband
Contact Address - Ram Nagar Hyderabad Telangana INDIA Phone No : 6303467643
500020

&9‘/)/

Signature
Doctor Details :
Doctor Name Dr. KADIYALA RAMYA THEJA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor Self. Phone No
Co-Consultant - Or. SWATHI H V
Payment Details : Deposit Amount  : 10000.00
Paymenl Mode DC:’LC Card Payor Narne ITF\SEDI ASSlST |NSURANCE TPA PVT
L
Printed Date / Time - 02/07/2026 15:23 Printed By : 017775 Page 1 of 2




ACTIVITY RECORD FOR BILLING

<
Rainbow"
Children’s
Hospital

It takes a lot to reat the itle.

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

HNH-00015586
Mrs CH SAATVIKA

— — 15-06-1903 a3YOMITD (F)
Dr, KADIYALA RAMYA THEJA

oate of aciss || IMIIE N N

Room/BedNo:__
WARD TRANSFERS

1P26-00006712
UHID No. :

Date Time

To

Signature of Nurse

[ H L ol

o \ Yot

| 452000

MLV

'ﬂ;’\n

Yar/ (O 2
/

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

8

9

10

Docu. No. RCH/FRM/GENERAL/145




|

INVESTIGATIONS

Date

Investigations

Order No.

Signature




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting

Date Equipment Time Time

Order No. Signature

s contine prtine A WA ) B ©
2paa] Tofucien pomp f peiMapepn) U &




PROCEDURE

Date Procedure Quantity Order No. Signature
2hl2b | Pv placeseat— — | 900Gy ®©
2phb |

pac . |((0D) [ \A99F@
T o \‘__‘/ e
ANY OTHER INFORMATION
Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




HNH-00015566
Mrs CH SAATVIKA
15-08-1993 33YOM17D
Dr. KADIYALA RAMYA THEJA

S 11111

I.P. ADMISSION SHEET FOR GYNECOLOGY

1P26-00008712

(F)

%

Rainbow*
Children’s (4
Hospital .

. o ™
BirthRight
BY _RAINBDW HOSPITALS
\:'Sur Right to ;S‘;tmﬁry

Date of Admission : ..... },%7’0'—"' ................................ Time of Admission : ............... 8 ‘3q% .........
Allergies: ........ccccoeeenne. ng ............................................ ‘[}Nﬁknow any drug allergies

~7

Use (2ff2000) | p Auap! Ertiimn
Erlo et A5t Tn muedconty (451118 m)
e A\ daom 1 A 6] P
Ry overy — Po‘l_’lc::fﬁ/'ht mn?:l«.bm
(AT L oveoy ~ O ooinowa  felteals T~
MENSTRUAL HISTORY OBSTETRIC HISTORY \
Year of Marriage : 9.34 Parity : NUUUOWUJ ola
Previous Periods : ?74.9« Mode of Delivery :
LMP : (2]¢ 2010 Last Child Birth : - :
| von on B\ T KMy
Contraception : S ‘ W\
erds il Wf W &ﬂﬁ”ﬁ
PAST MEDICAL HISTORY PAST SURGICAL HISTORY
N oA

Docu. No. : RCH /FRM / CLINICAL / 086




|P26-00006712

HNH-00015586
M,:,:.’:::AN K] v o u 11 o
or. ]
\\\\\\\\\\\\\\\\\“\\\\\\\\\\\\l\\\\\ ] B _ |
‘ MEDICATION HISTORY: i
| Fotbe = DM | |
| Mtts - Jea W) | N L |
| | |
o | - ]
£=< INITIAL ASSESSMENT : === --=c=nemmmmmee e e m o cmc s om oo nn oo cm e as oca e oooes .
Date__2 |9-4re2t Breasts Local/Speculum Examination
ey w Gy .
; BMI NP N f—elanc l; W
¥ B.P :
Pallor = Bimanual Pelvic Examination
i | CwR $£.5, D Abdominal Examination
Respiratory System 8WE-2 b Nnet— o
' Thyroid N o ,

PROVISIONAL DIAGNOSIS :  Mynorrppt ol 4luddrp - Endorshrad W CAJUB-p)

INVESTIGATIONS ORDERED PLAN OF MANAGEMENT .

. @
BGT [ pews L M i
Lt PR ;
: ey L Pt PP :
: 3y :
1 . Degs e ek e
: \-’,}/\W . ol E
v Lyl lnborn s Axow :

= . %

Sh#+ + O owmeak

\
%
£
iy
t
2
&

tusesrensnnsnnesaen e teeae e e e et e e e e s s Se s st m e n e s s e o ',;—-:\.'wc"“"f =y %@J‘p& eemats
am
. B Pormqe  Theg & \kﬁg@&?‘ﬁ q‘[ rotor

Name of the Doctor :
WOo"

{
Date & Time : &("‘Eu’ @ TW

co“s‘*\\a Red




HNH-00015588
Mrs CH SAATVIKA
15-08-1003 BYOMITD
Dr. KADIYALA RAMYA THEJA

1P26-00006712

(F)

\

"%
Rainbow®
Children’s
Hospital

It takes a lot to treat the littie.

‘BirthRight‘"

Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER
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T Chldrrs | ) SirthRigh
RESULT SHEET

Date
Tine
Hb)
PCY
RBC
WBC
/L
Platelets
CRP
ESR
PGT

- RBS

Nd

K!

cll

Ca/Mg
Phosphate
Urea
Creatinine
ALP
SRPT
S
T.

GOT
Bill/Conj
TIProtein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RGH /FRM / CLINICAL / 0138 {PTO)




Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Cells

CUE - RBC Cells

CUE

Stool Pus Cell

OVA / Cyst

0

Occult Blood

N4
AK\’/

Radiology :

MRI

Othars (ECG, Contrast SIS BRE..) | .......coe-nresresesmmessongimaisnsssmseisss siststssassassinssimmsssimas issagss
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1 \\\\\\l\\\\l\l\l\l\\\l\\\\ [l Hospital | | mmesnotu:
EDICATION RECONCILIATION FORM
Drug Allergies: I\&\ ......................................................... /ﬁat 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, ohWard to ICUs)

Shifting From: .....ccovvvevveeenee, IC) ............................... Shifted to: ........... K’\ ...............................................

ON
MEDICATION NAME DOSE ROUTE LAST DOSE ADMISSION

S-NO| " (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, V) | FREQUENCY | pare /Time | /cliiniie

1 '@Q (JC [JDC
7080 (ROe) ‘ &

2 / ¢ CIDe
“©r

3 / ¢ CIoc
4 / ¢ OJDeC
5 / C¢ 0IDC

6 / Oc¢ e
7 / ¢ [oc

8 : Cc Ooc
g Oc Ooc
10 Oc ooc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIE

Doctor Name & Signature : ...................... ,ﬂ LO“GV‘M ...........
Date & Time R /}’% ............. Q‘Bo&m .................

3 g T O 9‘\%&(\% ......... @(7’ ................

Docu. No. : RCH/ FRM / GENERAL / 090
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I A L A Children’s . BirthRight

‘ h KADIYALA RAMYA THEJA BY RAINBOW HOSPITALS

IIIll||I|l||lII|||]lI|lIIllll|lll|||| Hospital | (g ormanmoduns
: —— -~~~ DRUG CHART

Date of Admission; dl]ﬁ}{ .................. Drug Allergies: Nh ..................................... %Eﬁ known any Druyg Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL Ensurs that all patient details are entered above, ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOGK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar fine through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chait is full, a new gupplement can be kept within this
drug sheet folder.

NURSES | - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
o 1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT RRST DOSE OF EPINEPHRINE DURING CGPR). Follow Hospitals's Verbal Order Policy.

(\

o PR

! $0S / PRN (As Required Medication)

o [ Dater
, DRUG -j Tij;ne

Dose }‘ Route | Frequency [Start Date

|
Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

-_ Date
DRUG]: Tine

Dose Route | Frequency |Start Date

L

K

Doctons Signature | Valid Period| Pharm.

n Signature .e.,eeeveerns

Additional Instructions:

T Date
DRUG : Time

Dose Route | Frequency |Start Date|

L4

Doctdr's Signature |Valid Period| Pharm.

VERIFIED BY * Nama ... vuoveves comsesriemmssencreasserernnns

Additional Instructions:

Docu. No. : RCH/FRM / CLINICAL / 118 ) Page: 1/4 (P.1.0)
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Illllllﬂlﬂllfllﬂlmﬂlllﬂllﬂl

Date A"
UHUG . _'f""'.} LI W WO M P T]['I]e (} _‘__‘/"‘—_‘ —;J'P:\__r') Uﬂ:l
Dose Route | Frequency |Start Date = &1
(q | w AV A |
Bo |33 M e al

[ lanm
Name & Signature of thebﬂoctg ) \ { l.__..: b

REGULAR PRESCRIPTIONS WHBIOIL. ccovnsvaininsiisn WA, v

\D

Starting the Drugs: O

/'9 b

\z

S,
5

Additional Instructions: |, ]
(am)

Daily Doctor’s Endorsement by a Sign

DRUG : [7 oL TD,?f,i;h
Frequency |Start Date
P/o TID 4"

Name & Signature of the Doctor 0
Starting the Drugs: [h/\
WIUY A=

Additional Instructions:

i
o

=
OE‘:‘D

Daily Doctor’s Endorsement by a Sign

DRUG: NI -AUGMENTIN 2 1

Dose Route | Frequency |Start Date
CHm| v B0 |23 .
Name & Signature of the Doctor

Starting the Drugs:
e

Additional Instructions: 9

Aoy A
Ciwv—km'v. %d-

Daily Doctor’s Endorsement by a Sign

DRUG: ~ - PANTOPLWisLE ?ﬂi

Dose Route | Frequency |Start Date
'-(énq
Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions: ’

ol nltrtnsh

Daily Doctor’s Endorsement by a Sign

Page: 2/4




Signature

VERIF'ED BY fNaime

! Pt Shoker

She{’et NO: e

Rainbow® . N
Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

It takes & Jot to treat the bitle, Your Right to a Safe Detivery

REGULAR PRESCRIPTIONS weignt............. V2 O

|
DRUG :

Dater

Tiz'ne

D'_ose Route | Frequency | Start Di.

Name & Signature of the Doctor
Starting the Drugs:

Additiona! Instructions:

Daily Doctor’s Endorsement by a Sign

i
DRUG :

Daiey

Time
hd

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

ﬁ
Agiditional Instructions:

1 Daily Doctor’s Endorsement by a Sign

DRUG :

Datel
Tirpe

A

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

b

Dose Route | Frequency | Start Di.

Name & Signature of the Doctor
Siarting the Drugs:

A3

Additional Instructions:

D:?iiy Dactor’s Endorsement by a Sign

Doct. No. : RCH /FRM/ CLINICAL / 108,




Signaturs

LR

e ¢

e T 1 Rainbow® ] -

[— Patiant Stickes Children’s (. BirthRight

Hos pital . BY RAINBOW HOSPITALS

It takest 2 Jot 30 trest the Kithe, Your Right to a Safa Delivery

Sheet NO: v REGULAR PRESCRIPTIONS weigtt ........... Ward......
. Dater
DRUG: Tige

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : 'E')i?rtlz [
Dose Route | Frequency | Start Dt. ’
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign »

DRUG : Dater
Dose Route | Frequency | Start Di. y

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement hy a Sign

BRUG : pater

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional lnstructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RGH /FRM/ GLINICAL / 108

v
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~ Or, KADIYALA RAMYA THEJA
Date»
IIIIIIIIIIIIIIIIIHIIIIIIINI||||II|| Tige [ogeo | Jwgs]  Jwgm]|  Jugw
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtB Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor . How o Boes
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o e A i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DUSE Tlgle Nursislg. l Nurs:Sin‘ [ Nurs‘:Sig. l Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta H Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dats Pos i Dae
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: pose pose s -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) e Dosage & Other :
Date Time Medication Sstriclions Route Slgne}gure Nurses
0| T mmtopeey / /g QP
0 - 04 e iy il
2hpe | 8% v J gg
o Trl) GOCADPRYMY o C%’j’ 1
2\abc | O - OCADPROMID 4 g )/ ) A
s 4 %
. g@ (n)
e A HYD RO Colntoeri2 (oo'ﬂ] il
™ o —
a\-)r C,Z,\_ %OW T MASePRosTol 2 Me LS P@\) @
- &
7/7— 1omm | PracermmoL (g7 (}L (i
r AVYMENTIN 24W l
2// 3 Omm ! Voo n
TANEXAMIC T ,
2y | 1059 I
= am|  Au =
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a ot to treat the fittie. Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

Date
MB’ Time | 8 (9} 10 Wf2]s]a|s|e|7]s]orofu]r2]a]2]3]a]s]6]7

RESP
(write rate in
corresp. box)

> 30
21 -30

11-20
0-10

Saturations

94 - 100 % \
<94 %

Administered

0, (L/min.)

3, dwa)

40
39
38
37

36

P

35
< 35

!

ajey ueay

170
160
150
140
130
120
110

100

90 Is

= e
70 N

60

50
40

—
3Nssald poo|g 21|0IsAS

190
180
170
160
150

140

130

120

110

A&
1
53
o

100

90 1
80
70
60
50

g
3Inssald poojg J1jolselq

130
120
110
100

90

7% EG Yoo

q
F:

60 vj

50

40

NEURO
RESPONSE
[¥]

Alert || i 1 i T == T

Voice

Pain

Unresponsive

URINE
mis / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

TOTAL YELLOW SCORES

Clear / Pink
Green
/i

TOTAL ORANGE SCORES

L
W

5O

¥ =

1]
Nurse Initial g/ i }’,

T




[ Obstetrics and Gynaecology

Early Warning Signs

4 )

Complete a Full

Set of MEOWS
Observations

\ J

-
1 Yellow Alert :
Repeat Observations
in 30 minutes
\.
4 p
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

.

4 N
> 2 Yellow Alerts.or > 2 Orange Alerts:
Immediate Review by Obstetrician and

Repeat Observations
in 15 minutes or continuous
monitoring

\ _/

* The Modified Early Warning Score (MEOWS)
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Sheet NO. & e

"2
Rainbow® @
Child_ren’s
Hospital
It takes a iot to treat the lttle.

[ 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.

f Intake

R T

Nature

Time | of Fluid

Route NG

Diarrhoea | Vomit

Drainage

Urine

IV Site

1 Thrombo-

phlebitis
Score

Sign.
Nurse

Mouth

08:00 am

09:00 am

10:00 am

KR

11:00 am

12:00 pm

"z

01:00 pm | &

Total Intake :

Total Output :

1%

alAs

03:00 pm

04:00 pm

A

N4

05:00 pm

06:00 pm

07:00 pm

\NA ™~

Total Intake :

Total Output :

—t

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Rainbow® i -
Children’s ( BirthRight
Hos pita| . BY RAINBOW HOSPITALS
Tt takes a Jok o treat the Jtle. Your Right to a Safe Detivery

( FLUID GHART )

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.

RN ﬁf"’?{f"z‘f’f&i«é% Hntakg

2 “w:i

ig,.g,»

(e» i&é@*@v} by

¥ . - - }J
R [ T

B #
Brie

U

v Site

Nature,
Date Time of Fluid

Route

NG

Diarrhoea | Vomit Dramage

Thrombe-
phiebitis
Score

vSign.
Nurse

Mouth

LV

N.G

08:00am |

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Quiput :

02:00 pm

03:00 pm

-, 04:00 pm

05:00pm

06:00 pm

07.00 pm

Total Intake :

Total Output :

08:00 pm

§9:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

{12:00 am

03:00 am

04:00 2am

05:00 am

06:00 am

07:00 am

Total Intake :

Total OQutput :

Total 24 hirs. Intake

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

Total 24 hrs. Qutput
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15-08-1903 Byom 7 Rainbow
Or. KADIYALA RAMYA To 10 () ‘ .

Children’s . BirthRight

I T Hospital | e
OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: '?z{:)’b—/(:
Baseline Information:
Admission From: (J ER [J OPD WDBSK [ Others, SPBCHY ......ccccevuecinieimiiennieirensrinannens
Primary Language: }felugu /Z’En/glish L1 Hindi L1/ Others) SPEEITY et g
Doyourequire aninterpreter? [1Yes [INO  ifYBSSPBCIHY ...cooveviiriiiiiirc et
Source of Information: | Pdtient [ Family ] DHHOIS, BEBCY, i rvissvnnrininbiisissnssisecsnsivmissimessossosissusssvosis
Allergies: [ Yes [ No [1 Medications [1 Blood Transfusion 1 Food (IR0 (1] oSO
YOS BTN ociinin i i o it s i s o i o2 e s s i e e N Y Y s VeSS bR
Chief ComMPIaINtS: ..ot Doctor Notified on Admission: "!Yes [INo
|
.......................................... P%Wy Name Of the DOCIOT: ...vvoveeveceeeeeeeeeeeeeseeeseesnens
..................................................... riieeiesssieesaminnsssensessessnnsssesesesssseeses TME NOHFIBA: Loviviiiicicc e
Past Medical History: Obtained From [ Patient [ Family Member  [] Medical Record [] Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: [ | Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ........ccooevemeeeveevvcnennn Caesarean Section: "INo [ Yes Contraceptives: CINo [JYes
"L@%C X }'} Cervical Cerclage: [INo [ Yes Vaginal Discharge: [1No [ Yes
Onset of Menarche: ... % ..o.ooeveveeeiieceninees Ectopic Pregnancy: [ INo []Yes Post-Coital Bleeding: 1 No  [] Yes
Menstrual Cycle: "1 Regular [ lIrregular | Myomectomy: [JNo [Yes Infertility: CONo [OYes
Last Menstrual Period: ............ccccnveniinnines Others: If Yes Type: [ Primary [] Secondary
Obstetric History: G ......ccoooovven P isicomnsiiniegin L oo osimiissoriesis Bssiaserivssisnssvisinions
ProviBusILSCS: ...
Current Medication: /E}Ntme [] Yes, If Yes, Fill the reconciliation form
Family History: [ No Abrermalities Detected
[[] Heart Disease [] Hypertension [] Diabetes L] Stroke [J Seizures [ Kidney disease
[] Liver disease LT OTNBE .t e et a e n st e eaeae s e s b e b et e sesebese st st eseas s seaessrsenesens st ensansenn
d ‘
Vital Signs / Measurements: Temp: q%ﬂ HR: %JZ/ RR: 6@ ......
BP: \\}OH»\ Weight: ............. Height: ..oo........ BMI: o
Pain Assessment: Pain: [I1Yes [INo (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0)
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15-05-“03 33YOMITD (F) |
DIYALA RAMYA THEJA -

Ill|Ill|||||||ll||||||l||l||ll||||||| T parsioaLAssesswenT

General Appearance: althy L1ill looking [_] Anxious [ Agitated [ Others: .....veviviie e,

Fall Assessment:}é,\‘es LINo Score ... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: []Yes [INo Score.......... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
") Mobility problem " Walking Problem " No Abnormality Detected
o Developmental Delay " Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [ No Abnormality Detected
] Overweight [! Poor Appetite > 3 Days [1 Needs Therapeutic Diet.

[JUnder Weight [ Diabetes Mellitus 1 Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGIC REENING:
__edlm & Cooperative ! Restless I Depressed (1 Agitated L1 Confused

Inform consultant for positive criteria

SOCIAL SCREENING: :

1. Marital Status: [ Single w [IDivorced ] Widow

2. Special Habits: Smoker: [ Yes [INo Alcohol Abuse: 1Yes [INo Drug Abuse: [1Yes [INo
S0CIAl HISTOrY: LIVES WILH ...ttt bt

Orientation has been given regarding the following aspects:

Call Bell in Reach : s [1No Waste Disposal Explained: [IYes [1No

Infusion Pump : L1Yes 0 Hand Hygiene Explained: ! Yes [ No [] Others
Above information iven to .........ccceeeeiinnd P QL{)LI @JZﬂ.:;J ..........

Name of Person Orientation was givento: XQ\Q){\N IKQ

Orientation N0t given REASON: .........cvevervvevrssecerseerrene ST —

Nurse Name: . HOW\%H
Date & Time: ............. 5 1917/() .......................
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CHECKLIST FOR THROMBOPHLEBITIS

<)

"%
Rainbow’
Children’s
Hospital

It takes a lot to treat the little.

BirthRight

BY RAINBOW HOSPITALS
Eur Right to a Safe Delivery

~V DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE ( M ) E E M E Remarks
. No signs of phlebitis / —

1 IV site appears healthy Ohcorts el 0 M @
One of the following signs is

2 evident : Possibly first signs of phlebitis ’
* Slight pain near the IV Site / / Observe cannula ‘Nﬁ-
* Slight redness near IV Site N2

3 ;\:\éoe?{fit}gstfollow1ng SIS Early stage of phlebitis / 9
Pain at IV site Redness i Gaana - NF-
A"- o thg tORcwiiK) Siges e Medium stage of phlebitis /

g | Svident: Resite Cannula Consid 3
Pain along Path of carnula Tes te atnnu AR Nt
Redness around Site Swelling reatmen ND
A”- Ot fokouing -S‘g.n P Advanced stage of phlebitis or
evident and Extensive : h #hrombontilebi

5 | Pain along Path of cannula ge ;tar;t}o ! rlorg ap de s/ 4 i
Redness around Site Te site Cannula Consider I\p

I Swelling palpable Venous cord reatment

All of the following Signs are
evident and Extensive : Pain Qﬁg’gggﬁ;ﬁg;’;

6 | along Path of cannula Redness = ; 5
around Site Swelling palpable Initiate treatment Re site N M
Venous cordpyrexia Cannula

Signature of the Nurse y”

Signature of Shift In

Signature : ..........\.ou0

. | Docu. No. : RCH /FRM / GLINICAL / 137

... Name : Mbuﬂ?tﬁ

Signature of Ward In Charge :

Signature : @{_

NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing nbserva}on of the site should continue for 48 hours post removal to detect post infusion phlebitis.
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CHECKLIST FOR THROMBOPHLEBITIS Hospital | .——Efufﬁi'ﬂfﬂfﬁﬂfﬁlﬁ?fw
| ’ DAY-1 DAY-2 DAY-3
s. No. SITE OBSERVATION STAGE / ACTION SCORE T £ T W T W T E W T E T W | Remarks
1 | I site appears healthy %Obgg"}z g;g;'{;gms/ 0
One of the following signs is
5 gvident : Possibly first signs of phiebitis i
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
. Two of (}hetfullowing Signs Early stage of phlebitis / )
are evident: ) 3
Pain at IV site Redness Resite Cannula
AII‘ gf t?e following Signs are Medium stage of phiebitis /
evident : : ;
4 | Pain along Path of cannula _Frlesrttﬁl(}atnnula Consider 3
Redness around Site Sweliing reatmen
,;\‘Illlg;r:? i;glggﬁgﬁégns are Advanced stage of phlebitis or
5 | Pain along Path of cannula g‘: :iizrég;mg”&gﬂg!‘(jzir’m/ 4
Redness around Site I |
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extenslve : Pain ﬁdvaﬂgedhﬁg? of
g | along Path of cannula Redriess It ([‘I’T ?p t?nm?/R . 5
around Site Swelling palpable nifaiG realment e siie. [
Venous cordpyrexia Cannula
Signature of the Nurse

NOTE : Phisbitis greater than grade 2 should be reported to physicians and other appropriate heaith care personal angoing observation of the site should continue for 48 hours post removal to detect post infusion phiebitis,

Signature of Shift In Charge :

SIgNAtUTe & oo eereeenseenesanes S NAME © ceeeersecsemreresnersessnesneressenaseassnensens

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

Signature of Ward In Charge :

SINAULE  1vvvvverrnrssorssnrsresssmenesssassersaneens NEMIE § vroveeeserrerssecsrensansasens fareavemsesrensmsssennns

Y
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Morse Fall Risk Assessment Form oot e e
’ . Date / Time
Choose Highest Applicable Score from each Category '),[9 L Fall Risk Grading
Score M —
History of Falling Yes 25 /
(immediately or w/in 3 months) No 0 Risk Level Murstnl;:g)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
. ) Yes 20
IV / Heparin Lock or Saline Ne Implement
0 .
u O Moderate Risk 25-50 Modera'te Fall
Impaired 20 ULn :’fge"“?gn
) nterventi
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immaobile 0 implement High
Forgets limitations 15 P Risk Fall
Mental Status _g = High Risk 251 Previntiod
Oriented to own ability 0 .
Intervention
Total Morse Fall Scale Score: 920
Signature
T
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.
(] 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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Vn;mu a Safe Delivery

Date :

Time :

NES

Pl

47

-

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

[ \

F Al

Maobili : : i S s : : - p : :
iy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. t]
without assistance. to completely turn self independently. independently. ( 1
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate; ]
ik Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : o : ' i i Walks outside the room at least twice a
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without alks outsl r I

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 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.

&

s

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

ski;c:st':czse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
o mois?ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. L D
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: |

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

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

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

repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position|
in chair or bed most of the time but
occasionally slides down.

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

== -3

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
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 oxygen saturation may
be < 95%; hemoglobin may be

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name

ey
Bhle




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

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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||||I||IIIIII|||I|I|II||I| 1 PAIN ASSESSMENT FORM oI | W
. Pain Stofe . ; : Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Factors Educated ,I"temmm" Sign
] Continuous | [ Acute 1 Sharp (1 Dull ] Increasing | [ Yes A\ 2 )
?“V G olw NP 7 Intermittent | (] Chronic [J Aching [} Burning | [J Decreasing | LI No o \ Y-
7 Continuous | [] Acute [ Sharp 7 Dull [ Increasing ] Yes ,\,//ﬁ‘
~ @ ) ’ B ¢ . 177
# )& Ef“ﬂ"fy' \Y) :99—*ﬂ Intermittent | (] Chronic [] Aching [ Burning | [] Decreasing | [ No
] Continuous | [ Acute ] Sharp [ Dull [ Increasing | [ Yes M P— e
‘2 /1 } 0[6)7/) Q f\/i 9’ [ Intermittent | I Chronic "] Aching ] Burning | [J Decreasing | [ No
(] Continuous | [ Acute [ Sharp (] Dull ] Increasing ] Yes
] Intermittent | ] Chronic (1 Aching [ Burning | ] Decreasing { [ No
[ Continuous | [ Acute [ ] Sharp [ Dull [ Increasing [1 Yes
[] Intermittent | [ Chronic (1 Aching (] Burning | [] Decreasing | [ No
(] Continuous | ] Acute (] Sharp 1 Dull [ Increasing L] Yes
(] Intermittent | 1 Chronic [ Aching [ Burning | [ Decreasing | [ No
] Continuous | [ Acute (1 Sharp 1 Dull [] Increasing [ Yes
1 Intermittent | ] Chronic ] Aching (] Burning | [ Decreasing | [ No
{1 Continuous | [] Acute (] Sharp (] Dull [ Increasing [ Yes
[ Intermittent | [ Chronic [ Aching [ Burning | TJ Decreasing | [ No
[] Continuous | [ Acute ] Sharp [ Dull [ Increasing (] Yes
[ Intermittent | I Chronic (1 Aching [ ] Burning | [ Decreasing | [ No
1 Continuous | [ Acute (] Sharp 1 Dull L1 Increasing L] Yes
" Intermittent | I Chronic ] Aching [ ] Burning | [J Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:

a)  Atleast every 2 hours for the first 24 hours
¢)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

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




FLACC PAIN ASSESSMENT SCALE (1 Month fo 7 Years)
. SCORING
CAYEGORY
. 0 _ 1 . 2 ].
: — ;
. , Occasional Grimace or Frown, * Frequent to constant frown, i
Face No Particular expression or smia withdraw, Disoriented quivering ehin, clenched jaw !
Legs ) Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs yra\y‘n up
'| Laying quietly normal position, Squirming shifting back and . '
s Activtty moves easily forth; tense Arched, right, or Jerking
e-s, Humerical Paln Scale (Obstetric and Gynecology) : :
| | { I 1 1 1 [ L 1 I Moans or whimpers occasional Crying steadily, screams of sobs,
I i 1 ] i 1 | 1 T T, 1 G No Cry (Awake or asleep)
0 1 > 2 J : 5 : ! 3 0 Ty complalnt . . frequent complaints
No Paln Bos ek . Reassured by occasional touching,
Gonsolability Content, relaxed g_:ls%gjggblt;r belng talked to, Difficult to consols or comfort
Neonatal Pain, Agitation and Sedation Scale {upto 1 Month)
Assessment Sedation Hormal Paln / Agitation
Criteria
Wong - Baker {Pettialrics) Above 7 Years -2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Imitable or crying at | High-pitched or silent-
Intitability stimuli wminimally with painful| iritable intervals consolable | continuous cry
stimull Inconsolable
stimuli stimuli pestational aga Awakens frequently | or
No spontaneous Litile spantaneous Arouses minimally / no muvemem
movement movememt ‘ {not sedated)
Facial Mouth is Tax Minimal expression | Relaxed Appropriate | Any paln expression | Any pain expression
Exprassion | Np expression with stimuli intermitient continual
Exiremitles | No grasp reflex Weak grasp refiex | Relaxed handsand | Intermittent Continual clenched
Tong Flaccid tone decreased muscle | feel cfenched toes, fists | toes, fists, or finger
tone Normal Tona or finger splay splay
Bodyis noltense | Bodyls fense
Vital Signs HR | No variability with | Less than 10% Within basellneor | Increase 10-20% | Increase greater than 20% from
A, B, 8a0, | stimuli variability from narmal for from baseline baseline, Sa0, lessthanor
Hypoventilationor | baseline with stimull | gestational age §a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
TeCOvEry fighting ventilator

—/
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Hospital BY RAINBOW HOSPITALS

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

1 Maintain Good Nutritional Status

[J Maintain Skin Integrity

o | [ Maintain Airway and Oxygenation ["] Relieve Pain & Discomfort ] Maintain-Fluid Balance [l |mprove Activity Tolerance
E Wﬂ Personal Hygiene D‘_@gﬂt—lﬁfecﬁon 1 Meet Elimination Needs [0 Ensure Safety (] Early Ambulation Reduce Anxiety [C] Patient & Family Education
S| 7] |dentify Potential Complications L] ANY OIS, SPBOITY. ... eeeeieiit ettt ettt e e e e et et e e e e e e e e e e e e eeeeeesaa e e eas
Time Plan of Care Time Implementation Evaluation Re-Assessment '{“g?;,,’;?{.‘,‘:
=)
<§Pﬂ~/\ —%= £} SSess “:l\A-Q ﬁ{ 5#41“/) —% —1[\(;.&€£S€Ql '—]LLke_
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Your Right te a Safe Delivery

i

1 Maintain Ain.véy and Oxygenation

liimg NURSING CARE RECORD

-

(1 Relieve Pain & Discomfort

O Maintain Fluid Balance

O Improve Activity Tolerance

(1F: (-1

O Maintain Good Nufritional Status O Maintain Skin Integrity

L]
E 3 Maintain Personal Hyglene O Prevent Infection [0 Meet Elimination Needs O Ensure Safety O Early Ambulation Reduce Anxigty 21 Patient & Family Education )
S| 1 Identify Potential Complications [ ARY OHIEES. SPBOITY. ....o.eeeeeeeeitesiiecre st tistieseresssissebsasss e rassatatasaseanassnsansasansssnsscssasassarsessnsas
. s . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

Morning

Afternoen

Night
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It takes & lot to treat the littie.

NURSING SHIFT HAND OVER FORM - WARD

.BirthRight~

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating DOCIOT: ..ooveevveeiieeeceecece s DRDATIMING .. cooveecsameesisssmmmenisnissnanes Date of AAMISSION: ........ccerriscrriins
Z | Diagnosis: Any Infection: (JYes [JNo [JNot Known
= If Yes SPECfY: ..o
=
w
g Area q by d
g Shift Time "\_\

% | Medical Condition
= | (Any special condition to be noted): -
Allergy: O Yes _!;.N{ OYes CONo | Yes CONo | Yes CINo [ Yes CINo | Tl Yes CINo
Tubes/Drains/Catheter: CYes CINo | Yes CINo | Yes CONo |0 Yes CINo [ Yes C1No | Yes CINo
Vital Signs: Temp: a8
— Res: | "<y ©
& S0
@‘ Pulse: % 7
@ BP: | \0\?‘0
Fall Risk Score: -
Pain Score: 2
Safety Needs:
Physiothera O INo|CYes ONo | Yes ONo|DYes ONo | Yes CONo|C Yes CONo
2 y py |)es TN
E Others Specify: i
=
£ Special Diet: |1 Yes NG | Yes C1No |C1Yes ©1No [0 Yes CINo | T Yes CJNo | Yes ©No
=
S |Other Special Orders / Medications:
-
Post Operative Procedure Special Orders:
Handed Over By Name : \
SOV
Signature : ( M/
Date: \~f {920
Time: (31
8
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCH/FRM / CLINICAL / 097
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m ””"””"’,""”", m """" It takes 2 bot o freat e Dttte, Your Right to a Safe Delivery
URSING SHIFT HAND OVER FORM - WARD
Treating DOCLON: «...ooeeee et ee e saenens Department: ........cccocevenernnrcrsesessenes Date of AGMUSSION: ..vvvvereesssessereersions
Z' | Diagnosis: Any Infection; C0Yes CJNo [ Not Known
& IF YBS SPECHY: .vvvevrreeresssssssmssesseomrssssesseneee
=]
=
o
2 | Area.
S Shift Time
% Medical Condition
= | (Any special candition to be noted):
Allergy: JYes ONo | Yes ONo (O Yes ONo |0 Yes ONo |0 Yes ONo |0 Yes ONo
Tubes/Drains/Catheter: 01Yes ONo|O Yes @ No |0 Yes ONo |3 Yes ONo |0 Yes O No [0 Yes C1No
Vital Signs: Temp:
E Res:
g Spo,:
7] Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
o Physiotherapy |0 Yes ONo|OYes CiNo|OYes ONo [OYes ©No |0 Yes £1No [0 Yes TONo
t—
§ QOthers Specify:
2 Special Diet: |0 Yes ONo [(1Yes OINo |0 Yes CINo [0 Yes DNo |0 Yes TNo | O Yes TINo
E -
§ Other Special Orders / Medications:
[+~
Post Operative Procedure Special Orders:
{
Handed Over By Name :
Signature :
Date:
Time:
Taken Qver By Name :
Signature :
Date:
Time:

Bocu. No. : RCH /FRM / CLINICAL / 097
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OPERATION THEATER NOTES
HNH-00015586 1P26-00006712
Mrs CH SAATVIKA
Patiert's Namo . ... o caovaiA i o0 P vcecmssssemsissanaes AGE : oo Gender : ..........c.......
UHID.: o T T S ——— Weight oo
Surgeon: o SvoffRy  Arv Asst. Surgeon: B Romu. Theyp.
Anesthetist: "o Semiv OT Nurse : ~Seond kj/\ , .
Surgical Procedure :
’WH’:S}(A’OS oPY) —+ ﬂh p&aﬁomd
Indications for Surgery :
Due- P (Cadenyeab ot 7%1;0
Date: 2 [3124¢ Start Time : End Time :

PRE-OPERATIVE PREPARATION :

v b bistid
L AP,  fao fonded q Ovmped | wﬁﬁm\j P b
OPERATION NOTES:
sty }w-f’ws~
v
v Slenesd | Dilated T Reporl, O Lk
- ~ 2X) Con (?)Y‘baej Dese Eﬁu’dmef“nd Pﬂmp on

Andberolobord  woll  Sebenchy o RW (ucwal vl

Py 0 cunt T Scasson

)
° P EIST O-5 e Pﬂqp omn —W‘ [}w

Oelts of

J
whevuy, e Jven loewuwn wdenne Sw Rﬂ-.,,omq lomg_

'8

a g‘b-’pq.c!o.l SAcl reedn Luan

En.,l.;mgm&l curveffre  dovna-

d
. Encdopn e e er.ﬂlurp £ qwgafm:}s St fouf HPIZ
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POST - OPERATIVE ORDERS :

N M A2 Ui,
W_Hgvenhs 8D gl Du)dp%«u
Oro Qs RadD
c_-t;;— vkl ferv
Intore €D
Deoclog, —Alres - CAlst  HPE  Lepot—
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Pevwt  own O-2 9 newt C“fQ"

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

©r Eam\jq M|

Consultant Surgeon's Name

Date ;... 21 H2828 ... Time :

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

Consultant Surgeon s Si

gi;mé)



SURGICAL
SAFETY CHECKLIST

I Surgeon : ....... ) (—b 'QOWV

ASSE. SUMGBON : oo pecrrerriessr s

Anaesthetist : ........ f-‘bysamlf ........ UHID No. : m
Scrub Nurse : ... V-, Sl 4

HNH-00015588

P2
> Mrs CH SAATVIKA ha i
.......... gL R | CEETh 1#“&1”‘ % °n17
a:!ent Narr or. KADIYALA RAMYA me.mn

——

Date : .L ;

I!}MIIMHMIW"IHM

Gender : Z
Vsasasans % e Rainb:é ® . . .
Children’s o BirthRight
.................................. Hospital . o Fki prist- g

Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

Before Patient Leaves Operating Room

Time:....l.om ......

SIGNIN  Time.. JUAMV. ||  TIMEOUT Time..l-es 4" ~ SIGNOUT  Time:.r,
Patient Has Confirmed Confirm all team members have / Nurse Verbally Confirms with the Team:
Identity ,z(% “INo introduced themselves by Name and Role ™ Yes 1No The Name of the Procedure Recorded ,Xe§ “INo
Site _~Yes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure _2Tes. Lo Nurse Verbally Confirm 7 Counts are Correct (or Not Applicable) Y68 CINo C1NA
Consent /2"% HINo Correct Patient (Check ID Band) ~ ©IYes INo The Specimen is Labelled (including
Site Marked TYes TINo CLNAT Correct Site ,ﬁg CINo patient name) #Aes CNo CINA
Anaesthesia Safety Check Completed  “¥eS (o Correct Procedure Yes ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning ;Y{ CINo Anticipated Critical Events ; Problems to be addressed X¥6s ONo CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? CIYes )la/ What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns fpr recovery B
i Anticipated Blood Loss? #Yes 'TINo CINA and management of this patient? ~“Yes [INo

Yes, & Equipment / Assistance
Available

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

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

CYes ,-No/

Yes CINo [ NA-T
Yes CINo J?Nf

_¥es CINo CINA

Signature ......... 7. .

Anaesthesia Team Reviews: -
Are There Any Patient-specific Concerns?.#7Ygs o I NA
Nursing Team Reviews:

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

AENO CINA

4

Yes CINo [ NA

Is Essential Imaging Displayed?

Doc. No. : RCH/ FRM / CLINICAL / 111
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Hos ital BY RAINBOW HOSPITALS
PATIENT TRANSFER FO RM muga upwmmm_ Your Right to a‘'Safe Delivery
HNH-0001 ~
[ Mgy "‘s:::““ i Date & Time of Admission Date & Time of Transfer Order
AR D20
il Al ke e F v
Treating Lonsunar iva Transfer Ordered by\ Reason for Transfer
| | ‘ 2
}5\@% Dy Roir on
From Unit To Unit Information to Attendant
D1 Pre - &\7{/ Yes[] _ No[]
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
Sl.No. ltem Name Quantity
' 2L 10
2
3.
4,
5.
-

Shifting Summary / Notes Written by Doctor : }feﬁj

No[ |

Name & Signature of Person who is Transferring

WM

Name of Person Ordered Transfer

D &

Patient & Clinical Records Received by : qLC
Y /ébww’ Ul

Date & Time of Patient Received :

| fH"”Zé C 1/ s pr

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

[ Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Nurse not Available

[] Available Bed not ready




N\

Department of Anaesthesiology Eﬁii?é’;%‘:,s ® BirthRi ght
PRE-ANAESTHETIC EVALUATION Hospital _ | () zueoncsmus

Name: UHID.No: 2.1 ’_ ............................

Date: .......... %\L) .............................. Time: .......... g .................... Proposed Operation: ..L..5 4.5 ... "f .......................
Diagnosis: M W

B.P/ CRT: .I.Qﬂfﬁ' HR: oo Weight: . F8.....  ASA Physical Status: \;4/52 D3 04 05

Laboratory Data:
GIUCOSE: ...ocvemrrenrrnrenneeee PTOLBIN: o, 1L (e YA et
L T — .1 e S HBSAG: --covucasivsaisis b
CIBaE .ovininmsmasiiminiinn Total Bill: ..o 5 1) 2DEChO: ... i
DR BIll e Blood group: .............. Stress/Anglo: ........cccoeee.
K 2|, S —————— (T R —— —— Other: .....ccoovenrrenssarassonss
e JRICPNOSS wocninii § [ e
INB: s ssiaisaiiisines U Ty |1 L — ] P

SGOT/SGPT. ..vveeeseponsesnsse

Alergies: Loy A 4 flonp10.5 @

Medical History:  CVS: / Y %d/&ry—/
RESP I\b ;LI{'YU\W M.Q,duﬂ/ M Diabetes : / 4
NS A A W admuwims -

Renal : / /
Hepatic / GE : / Physical Activity: 2/ Twe_ NSHA e
Others : / Mg s7 >y

Past Anaesthetic History: ,‘:L

Physical Exam: 714 Aoug A~
Airway: M@Z 34 Mouth Opening: m ing Mentohyoid Distance; ﬁFb Neck: @ Teeth: Mc/’

Lungs: /&4, -/mllu ﬂ/(ﬂaz\

Heart: /
CNS: il
Pregnant: [1Yes [1No &HIA Venous Access Site : Mne Exam for regional : i

Anaesthetic Plan; " MAC [JREGIONAL [ GA-ETT A r

Peri-Operative Plan Explained to the Patient: M o No / )
Yy, -y

: ; 1A
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: (/2,1 l/ )

1. DVT Prophylaxis :
f ﬂ-// 9 3 NIL ORAL <Water/0HS 2 Hours (ﬂ?ﬂ
{ . 0 Others 6 Hours

2
3. Informed Consent: andard O High Risk

4. Post Operative Pain Management.=-DiScussed with Patient
5. Other Instructions:

.................... Name: Q{W
APHM//CLINICAL / 044

Signature: ..J...
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Pre Induction Assessment:

It takés a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

ssirthaight“

i
Change in Patient Condition: O Yes \L_',‘/IG Fasting Status: M
Physical Stalus: Mnt Identified \,Z/C'onsent Present Mart Reviewed
H.R: °fo/m [ BP/ CRT: 10 2«/ ( VB E /90/ ; [RR: &/ [ Last Feed: 76 Ao

Pre-OP Dlagﬂoms éub

Operatmn ................ :f'

Date : ]/}'z ....... i
VA

L U -
Surgeon: [)f '(?7 .4 45'/ ............ wroresarensinneess ANGESHHESIOIOQISE: SZYWUIRLY......cciicrrinrns Technician:
~WE  JD]
N,O /; PM_ oot i
HALO /SO(S L) ~ Antibiotic
Drugs:
AL DR s AVGMENT
o~ 2 DU 1Y Suppositary /'«
o0 = (&
AMDL| " JAnk U Mo.‘iv;\mt
TARNEZAMIC ZID r'gdl? 7 ] 00/}
Lo %A
FID, / 5a0; Dligp 180 |16V
ETCO, 2¢€ (4] 7 —
ECG i | g
Temperature
Urine Dutput NOTES
R A~ 3
28 2
2
8P 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 12Q 5~ =
106 FAPINA AP .
80 L -
8
B hd N\
40
20
10
0
ABG
LAB Values
GRBS
< : Regional:
Equipment Checked and Temp: Iné—(n/ .
\ﬂ/' ﬂonal e [] Fluid Warmer mﬁ Extremity Specify: ..
Vv V ] Cling Film [] OH Warmer ] PreQ, CJRSI [] Spal [] Epidural EI CaudaJ
O Cuﬂ Site: @ L Tfiugger's (] Cotton Wool [ Others 3 T Er
h ¥ i G P
y 3(@) L= Gither O Mask  \ASGAYEL a;_l.f POSHION: ..o
G Lead ! h 2 oy
Temp Site Times: (7 [ Airway () Oral [ Nasal B N
T eo i'lon'rtur Anaes Start: . { m ETT# .. U | SRR | Needle Size: .
_D/Ag;nt Monitor OP Start: . -t L1 Oral “CiNasal (O Cuf Parasthesia D Yes
L~ Pulse Oximeter OP End: .. B/ - .D Trach.eostomy (J Topical Catheter at SKin ............c.....
Capnograph Leave OR: ”M‘\ ----------- B Drug Name & CONG: i Nes ioissniisiasiaaiss
Ventilator g:?hasia' [ Awake [C] Direct Vision BORIB? o ocionsswsiaasinisvsnsssnscuiiatt ndsbamiiniiaivainasasissi
[ Nerve Stimulator A [ Video Laryngoscopy [] Stylette / Bougie IFUSION: oo eseessssesssmsssssssresssres
(/\#\‘o— (J Monitored Anaesthesia Care L] Fiberoptic BIOCK LBVEL: ........cooeeemerireriminssssssmsssssssssssssnnnnes
e [ Regional Blade# ...........o... AEMPLS: ..oocvuicvicrauiarnrinernes . R
\_la}mssura Points Checked DIffICURY WRY? ovveiseeerceresrenscsisssssscsasasssns OIS ot riimions
Transp to
Line (Size & Location) -Zg““’"
Eye Care: ETCVP: oo | Bt = B Ay oy 1 Other
j}mx [ ART: ] Sepi-Blosed Circle Relaxant Reversed DYM (b
= Tape‘ M’g /) w[?:eft)irclg s iy
Q Padding [ T 1 Other
LI Awake G it SIGNAUTE Of the DOCOT 2.v.vvvevevee. eyl e
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1s-os-1m 33‘! Rainbow .

i iimiiimn— e | EIINRIONE

o —weeoin GARE UNIT RECORD |

Received in PACUbY : ...... &Q&e’ ............ Time Received : \{Wﬂ*"'\ Time Discharged e

31 ag '\
250( g:g IV Cannula Site : .. .E,L{f/ t
240
w 230 230 | [] 0, Mask ] Nasal Prongs
= 220 gfg [ Tracheostomy O] T-Piece
§ i:,g 200 | [ Oral Airway ] Nasal Airway
oc 190 190
= 180 10 iting - O ' Drug:
te 170 170 | Vomiting : [ Yes Q,N-:r Tug: ..oveee
3 ® 190 | NGTube: ) Yes (G
v 140 1‘;3 Drain: [ Yes [0
A :gg 120 | Urinary Catheter: [] Yes o
103 =1 110 ’
8 o A y 100 [ ChestTube: [ Ves [fo
— S % | yil oral 01 Yes &1 No
80 80
. A
W: 3 o weuis: ... R - B
& s0 50 | Oral Feeds: N\,./{,'
L 40 40
o
30 = 30
N ~<] e P 20
10 i 10
0 0
SPO,
MINUTES
POST ANAESTHESIA SCORE IN out SCORING INTERPRETATION
(Modified Aldrete Score) 30 90
Able to move 4 extremities voluntary or on command =2 T i Z
Able to move 2 extremities voluntary or on command =1 ACTIVITY 1 ‘, 2 ﬂ'! A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Bbfe to deeﬁlbre:dm: & t;.hough freely = ? —— @ ?’
nea o limited breathing = i . . . .
Apyzgm =0 9 %' L Exceptions to this, are to be explained in the
BP =+ 20 of Pre Anaesthetic leve =2 & H Fainme
BP =+ 20-50 of Pre Anagsthetic leve -1 CIRCULATION % b) 6) Q space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0 i - ==
Fully awake =)
Arousable on calling =1 CONSCIOUSNESS 6L 02 ?/ i @
Not responding =0 - S
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 GOLOR 9 9 % @
Cyanotic =) 8 ©
TOTAL q q ‘ O ‘ C

PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

N ey o M@ﬂ»%{/ (@
6\\} 6) Yopm O ™ enmze / ~0

-— F

Pain Tool Used: [ NPASS [ FLACC [ Wong/Baker [ NPS Reassessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post surgical patient, patient with chronic pain, patient with severe pain
"""""""""" /L TN} S a.  Every 2 hours for first 24 hours

b After 24 hours every 4 hours

c.  Prior to pain reliving intervention

d With in 30-60 minutes after pain relief intervention

Anaesthesiologist Name :

Anaesthesiologist Signature:

@ 220
./&«UL'IV\J ’f[@ Transferred to Uit by (PACU): ...

;:ZU&N.::::Signature: ........... ] ’}{oz % 02 3 O\ﬂh Date &TlmeOZ)}Z Q,Q@ 62 //ZWV\

Date & Time:

PACU Nurse Name: ... M
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Rainbow”® . -
Patient Sticker Children’s @ Bll'tthg ht
Hospital . BY RAINBOW HOSPITALS
. Tt bakes 2 fot 0 treat the ttle, Your Right to a Sata Dellvery
Department of Anaesthesiology |
EPIDURAL ANALGESIA RECORD |
Date! .ot enereares 19 . ProCedUre dOMB DY .....ovevveerererensnecreccmnarisrersesnsarsessssmesesossessessassens
CSE /Spinal /Epidural Position : .....ceenee. SPACE fuueererrenrecreressrsreeeseinares Technique (LOR/LOS) .....ovcvrevivnne. i
[D]:10] 1 OO Catheter at SKIn: .....cccocoeeemrmreemrerenseenrens ATBMIPES © e sneesnenes '
Parasthesia : YES/NO if YBS GBLAIIS © .......vvccvrciieriieiniiierseissetnm e sensesasesssersas s s essessasassessessassossssossassorsersosssasnsesnasnsaneas
SOIULON COMPOSIHON : ..evvevverrirnivseiriseinasinnersssbinesrssssessasssessssssassassessassesssserssssesssesessssenssstessessasteresssasassseranesssessersaseneasses
Any other issues : ’
B) cureeeurereeere et bR bA eSS A AR eS8 S bR Rmr RS s b e R AR A e A4 r R s e R SR ERe S bbb b et e e e b bas O
) OO U
. Infusion Rate Level Maternal
Time (ml/hr) Bolus (m]) Left Bight BP Pulse FHR Gomments
Delivery Details 1~ Time & .covveirenesnennens APGAR: ..o SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEM ; .vuvereeerreeee e rs s st cbst st st s sb st sas s bersnss s s sn s bR nas sn s samnanaen
PAUENE SAUSTACHON © v.veevveeeremseesessiesersemsesssssassacsssemsessossessensassassssessnsantsessssessssasssessossasss sessensesas e rossposasesmt e enenassssnsssenes

Discharge /Shifting ordered by
DOCIOr SIGNALIUIE: ..cvoreeeeecerereessrioresnrersaraeseonsrasrensnesssassosaraes
DOCIOr NAIME: .vvuvecriresnrseresesssemssssnssssssnessssesesesssssessrsnsassensaes

Date AN THTIE | cueeeeeeieieirrisersisecensrescersenssrserssssssssarsansansasnas
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CONSENT FORM FOR GENERAL / E‘:ﬁi’.‘é’_}%‘:‘;’l ‘EES&R&Z&E{E"
REGIONAL ANAESTHESIA / Hospital _ | ) sweeniem:

MONITORED ANESTHESIA CARE

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.

O Heart disease O Hypertension O Diabetes mellitus OJ Renal failure

* O Hepatic disorders [ Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis

O Incapacitating Cronic Obstructive Pulmonary Disease

VD'Oﬂrs ; MJ#M%' ......................................................................................................................................

IOTTMTNBINES - .5 v 5 50t A A o Y AR AR AT G s S
* 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 upon@ my patient
............................................................. the above mentioned operation / Diagnostic / Therapeutic procedures

" | authorize and give consent for anaesthesia ( O Regional /Wnesthesia/ O 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 PT.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 )
will administer the Anaesthesia.

- Pregnant: O Yes /L?‘o/
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 patient.

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

Paiien\t// Patient Aﬂw Witness : (yk-\/c}o/g,a Jakestor -

Signature : ....... }’C& ................................................... SIGNATUME & ..o

Name: ............. @hgﬂoﬂ'y;m Name : Chvﬂéo\"lﬂﬁﬁkkﬁh‘w}.c |
Relationship With Patient: .............e.ceeeerrvrsvrsne Date & Time : ‘2,)97/%@@[}%7 v
Date & Time : Q]&)%/QQ{M)




INFORMED CONSENT FOR SURGERY OR B rens ‘Blrtthght

Hos pita| BY RAINBOW HOSPITALS
SPECIAL PROCEDURE It takes a lot to treat the fittie. Your Right to a Safe Delivery
patient Name : ... M. Gadvika o Gender: (1 Male_+#T Female  Age :.......32 (?ns .............
UHIDNO & oo NG 0O N 68 pate: ... 2006 ...
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)

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.

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or

o Cxtassive. bleeding,  need.. don.. Aemsdusnn o Moo or blbe.d. padud,

My signature on this form indicates that

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 a chance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery/ Procedure: ... A feiya R?’/a‘k ............

Consentee : Patient Attendant :

Signature : A"):&?v ...................................... Signature : ’Y‘W ...........................................

Name: .......... "r asdvike Ol . Name : . jcadteel. . KUL?% ............................

Date & Time - ... 3\ b..(R)... ?.’.-..?z?.%m Relationship with Patent....... Svsdomd
_ Date & Time : 9\"\“@ ..... Pide.

Wigess : %NJ‘” Doctor (who is taking the consent) :

SHIAID: v e e Signature : é .................................................

Name : ......... 554, (AMNA RO Narms byt\hutem _______________________

Date & Time : ol ’)\Qb /R  9¢3apmn
Docu. No. : RCH /FRM / CLINICAL / 027
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NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)

N

Rainbow® ; Do
Children’s & BirthRight
Hospital BY RAINBOW HOSPITALS
Tt takes 3 kX to treat the K, Your Right (0 a Sale Delivery

Patient Name: M‘S (f‘[ "aaj\}'ll

2
5 Y Gender. F"Y‘G‘Jlf’

UHID No: HNH 0Q0] S“ETNO‘DG ODDP@//ZDateU) fOﬂ/fCTlme 3 W}f(r’]

Diagnosis: Y f"’ p4gco ‘)

G TPeomy { oid "0 T)

PRESCRIPTION DETAILS (Tick only one of the following)

S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50meg/Mi foom €4 0 Am P
2. | Morphine Sulphate Inj. 15mg/Mi T g
3. | Remifentanil Hydrochloride Inj. 2MG " W
4. | Remifentanil Hydrochloride inj. IMG — P L=

Doctor Name: :i mr Doctor Registration No: 6%}7

/)

i O 505

A"J

Aadhaar No. of the Patient (Optional): ..

N9

N
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patiept 0 thJr'n Essential Narcotic Drugs Dlspen7ed) f g
IP Registration No: 36'000 ..................................

517 TR e S T

)

1. | Name: |\4A S ( . ‘C"“F"“ ’( u £ Remarks )
e INtg e oab
2. | Complete postal address (with contact number, if any) !-. an ¢ ! J" S G Yoy
] i i Y%
" i [ |/ =4 7
3. | Brief description of the liness : T A TOYEVIEF - ENE-7 )
4 Whether registered with any other registered medical practioner / I\) O
" | recognized medical institution ( If yes, details of the recorded) acs st | o /
- T
?\J. Details of essential Narcotic drug dispensed f-'— % = F e o U)//
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
| | — g Patlent Attender
T T VI Fe ey Y]

0 tyuu) A
Dispensed by (Name & ID No.): J - ¢ GNAe: oo A e s
)\/ Nlr‘ "dmo.( 09173 72

Received by (Name & ID No.); .

NG, . i oA e i b, o e,

Docu. No: RCH/ FRM/ CLINICAL / 133

[ e o
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