TY- 0/‘)0"7’ : 2
T gl g
ESTIMATION SLIP Hospital | @ v sse oeiver
Date : QO}‘//:% UHID / 1P No. : _H/NH-0 1Cpg  SINo. 1481

Name of Patient : !Vl 3% l)})ﬁ TN g, Wl Jf, Age: '(“ ,Gender. é
Father's/Husband's)Name: }\/{ Y T) !; ) g h xﬂorporate/ Occupatmn .

Address : { é;kgél; nt f fjt "~ Phéne: QQQ_'Q | 2 9 (£ Email : Q?QQQQ 3632

Procedure / Plan : k ]D / ((r EDDIDos.___‘B.j’a_g.p; 74
MODE OF PAYMENT : [ | SELF [ | TPA: MGESA THER
TARIFF INFORMATION :
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
)ﬂ*llti Shared Ward
Shared Ward
“Twin Shared Ward
Private Room — 1. 23 A :
Super Deluxe Room )1 j I?«? ﬁr‘m - & k
¥3 5 ;
S Boem ﬂCofm-t-Pﬂ _f’pml”l’f(# 4 Ml/& Ialop /—“,:A;, lok43lIC)
Package includes -~ | Room'Rent, Nursing Charges, - "| Réom Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
(_Package sta_rts' e Labour Ward Charges Anesthetist's Fees and OT Charges
time of adm1ssmn\
-} f\foﬂ 0},]\% Length of Stay for : o) Dut Length of Stay for : 2 Priae
‘j Pharmacy up to Q 270 i > | Pharmacy up to }—1 =
( 'YC&\L Investigations up to .5, (am L | Investigations up to 2 ame
3 * e &
Others Joel! b N (ale 2t Ay 2k

Neonatologist Charges : [:| Covered [:]Not Covered Epidurai / Entonox : [:] Coveredﬂ Not Covered

¥ ial Minimum De posit : 20,000 - A uo;/c '/'mrp ol Adniicipo

KeMARKS : V2 (Cip0Top,  Nieored SBL, R Sg“
1. Room eligibility is purely subject to‘I'PAa.pprova.l and the Package/ Roomlr ariffsta the of adrhission. 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 permitted,
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, Impiants, 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 no attendant is
permittedin ICU's

8. Tariffs are subject to revision

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

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

: DECLARATION
1 -‘ have attended the Financial counseling desk and understood the expected costs and
other conditions applicable. In case 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. . /\ E
/ /: 4 i
S I A E}"ﬁ / 1t 5
{ ] {:"'/ s

Signature of the Client Signatory Relationship : Signature of the financial Counselor




|P26-00006371
HNH-00011 508 ;
Mrs PRERNA 9“”:"::",: no @ L Z ®
08111991 Rainbow .

RAMYA T

i oLeT | N et

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

SURGERY DETAILS

Patient Name: MW(SP)”EHIQSIC{VQ&}W Date of Birth: ..... S.I.I!./.lflﬁ] ................. Age: . YA
Gender: ...—Fenalo.... Ward: oo T UHID No.: <IN H — DoOL LSOR .
Date of Surgery: ...... ‘qlglﬂ/E .................. []OT-1-=70T-2 [J0T-3 [JOT-4 [JOBGOT-1 []OBG OT-2

Name of the Surgery : ............... L S TR 2 T S =X, DO

N

Time in IQBVI') Time Out -........cvc00» [”’WY) .................

NAME AMOUNT

1. Surgeon W%%O’}C‘ﬂj% ..................................................
2. Anaesthetist FOTR— B\O'&G,m?\( ......................................................................................
3. Assistant Surgeon : ............. WW&E\ .................................................................................

Mrs PRERNA SRIVASTAVA (4YEM11

o orteomican . G Safchancu Srpallt..... AT i g

5. Girculating Nurse STFLﬂOG e L i

HN26008396 TUBES

6. Assistant Nurse S‘(&Qﬁdt\ﬁa ..................................................

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

] Neuro Cusa ] Others (ﬁ[\lbﬂhny\_}& 6 o m&) d 006 58
s 5

(q:u-f Dr QQ‘ (2 a.
Signature of the Surgeon Signature of Circulating Nurse

Order No: %#OW&%Q Order by: Qgﬂﬂ%ﬂf?/ﬁq/?é@/ﬁﬂg?m
Docu. No.:RCH  /FRM / GENERAL / 114 (@Y S(QM CI?(UAC{ >

|



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

HN*:::&’:'mvm;c:‘mm Raini%w
= , ununn F) : B
o Aoy T"“‘“\“\\ q’l';l Ub@ W ﬁgggir&rlls .1&%@%
" CONSUMABLES T
Circulating staff : Technician : %TJ Date : i TR Sovineasumsmisaisitinist
Anaesthesia Disposables ssed | uaed | SUTgIcal Disposables ¥ | Disposables (Baby Side) __“'V___:l
ET wbe [ [MalorPack /5o ) |nq VK O]
LMA L Sutwres 9 4 o7 /Aty || A] CoClamp =
ECG leads :#%/P /N Aoy fizoa | 7;’_h:fj’Sugtmnc:anmater
HME fitter : A/P /N - ' B —TeedingTube ¢ (> Tl
Syringes : 10 cc oAl — _ Vaccum Suction Set
05 cc  Gloyes, - G- % GO iy | SusiedGloves 5C 418, ||y |y
02cc piN e o Gl A SamPack 7oy ok
01.ce O 4 e " | Syringe ntl/2ml "~ D1 |
Cautery plate :A/P/N &, ' Surgical blade 7 & /)| Sergical Blade # 20 0(‘ =
IV set NG tube ' | Koochies () of
RL o ) | Sadtery pencil ™ | (st @
NS : 10mi/ 100mi/500mi/1000m | ' |~ A] Kooghies ~(5f | Bﬂ}v/D b
Miniskd ko (A [ girtments 2400009 b7 161
O mands (A ] ¢ | \[ Syetion Catheter —— -
Fentanyl =4 ~ (| Cap, Mask ondool T
Morphine Gauze Pack OA v/
Ketamine Mop Pack o2t _—
Propofol Steristrip
Rocuronium Underpad 8) %
Glycopyrolate o[ pfaw sheet
Myopyrotate Abgel DI04
Ondansetron,~ Foleys catheter L s
Pencan 250/ Spinal Needle 22 @ [\ Urobay
Bupivacaine 0.25% “Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) o\ (| Romodrain bag
Antibiotics [ Bandage i . Yrhl](¢ —
Tegaderm <
Suppositories loban 4006 (wlhe Anab O
Anamol : 80mg / 250mg/ 170 mg Double J Stent I* I~
Supridol : 100mg O v | Afaccum Suction set AN~
Justin: 12.5 mg / 25mg / 10BmG o) (1| Phastic Bad Sheet § ol
Tab. Misoprost : 200mg \ | Betadine Solution ONl ~
Cneesie 7.0 QA Wicroshield ol
Gaotin 2 j " ) || Getton Balls oA -
o 05, Lastcions i
ol w?f’ﬂ 1 Ramdione Scrb iy
T Asaal |\and (000 (g
Surgeon Anaesthegiologist 6 5%36 OT Technician
Order No. 2/”(5‘@@622&0&/ i L(/ Ordered by : “%’ 447? ....................
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Ralnhow Childrens Hospltal-HImayatnagar

Ralnbow Chilldran’s Hospltal, Door no. 3-6-267, opp. Cafa niloufer,
Old MLA quarters road AP State Housing Board Himayalnagar,
Hydsrabad ,Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

NDEAMEERTONG

MRN 1 HNH-00011508 Nams 1 Mrs PREANA SRIVASTAVA
AgelSax t 34 YGM110/Femala Doctor i KADIYALA RAMYA THEJA
Adm/Rag Data/Tims : 18/05/2026 07:28 Payor : SELFPAY
Order Date : 1U0S/2026 1050 Ordemumber ¢ 26-0000200614
Visitin + 1P26-000C6371 WirdBedNo @ 4F-OT/LDR418
Patisnt Address : 1-1-301111, BAPUNAGAR, Chikkadpally, Hydarabad, Telangana, INDIA, 500020
SHNo Description Genaric Nams Dosage Routs | Fraquency Duratlon Instriction Qty Siatus
T PRECELLED PLATED 4 50s FOcen Daty 1Duys THos|  Dispanaed]
2 |surecaLBraEZ2 SURGICALBLADE 22 [12t0s Edamal/OoceDaty  J1Dan 18es|  Dpensed
3 [uisPREV "|upisrixEw 1o I:n-n-lmmnm D 1Hos| Dispencad)
& |sctovewsisurcicare)  |surcicaLctovesas |1 External { Onca Dally 1D tdtos| Dispanasd)
5 |Encor Miaopte glevee-8.5 1hos 10nca Daty 10y T Q. ——
& |uonocRvizonwixs  [mowocRye 138 s 1 0nca Dady 10 1hca| Dipenssd
7 |vcRntonw s VICRAL1ONNZS4  |1nos 10nce Daly 10ays 1hs|  Oispanad
3 |pencanzscuiz PENCANZIG3 12 |1tk |Extorcat s Onca ey 10w 1Hos| Dispented
9 %gummwmsm BUPIVACAINE BOMG INJ {1 Hos JOnce Daly 1Days tHos| Disenend
10 gﬂﬁ%&gtﬂtvmmcl ABGEL 1Mot 100 Daty 1Deys 1ttos|  Disperasa
11 |comonaaiszousnos |FOTTONBALSZSS 40 Exismal) Oncs Daty 1o 1090a]  Dispansad)
1z %g‘m"“ﬂ" Pt sribsir e LTEH 1Grce Cialty 10w 1Hoa] Dispansed
13 |ursorrosTTAR 2000C0 43 1Tt Recial Onios Dady 1tm ©Tabe] Disparcsed
" W”‘-’-’“"“’”W S UCoMATEN. Tt 70nce Daly 1003 1Hos|  Dizpecsad,
5 {antnyoeapRRS-0L, 10os Extarral { 10 AM 10 1hoa|  Dispecact
m m‘g‘,%m3 1808 1Onoe Dty | . 20Hoal  Dispensed
U el TORIES 1%0a {Extamal i Onca Dty 100y 1hea]  Dispareac
18 |RLS00ML CLOSED SYSTEM |RCELACTATE 1Botte FOnca Dady 2Deys 2Botia]  Dispecaad
1 [cauERy PERCILADVANCE)| G S PENCE 1tion [extacnsi £ Cron Dy 10an 1Nos|  Dospacend
» |csvmneszsuumeroy  |sYRvGE A 180 |estamats once taty 10ups 2Nes|  Dpecssd
21 |CISPOSABLEAPRONS STERUDISCOSADLE APPRON. |1 hos 10nce Dty Froees Atios|  Dispanssd
2z |ICORE MISROPTIC 1hos 1Cnca Daly 10mys 1M0s]  Dirpanaad
s [EErsasuprs  (oRIETSOSRRL | Extarmst{ s Dy 1o W
24 [FOVILNZ BOLUTION 1% 1o External] Once Dady 1D 2Nes|  Dizpansed
25 |mEMPYRRROMOZNO NS 180 |irfactont 104 1Days Thos]  Dhapeesc
20 |TNCCMASKILAYER- FACE MASKILAYER  [1hcs 1Gnox Daly 20 Days 20Noa|  Dispermas
[ THos Exiamal 1 Once Dady 10 thea| Disparses
20 |EcasiecTRODES (ADIAT) [ELEGTRODES ADULT  [1Nos {Extomal fnce baly 1008 5Noa| Oispansed]
msummm thos Extomal / Cnca Daly 10ays thas| Dipensed)
%‘”‘g&:ﬁf‘ 1Nt 1Cnos Caly Pr - 2Nos|  Dispesan}
31 [MOPS 30X308PLY 55 X-RAY |MOPS 30X308 PLYDATT {1 Nos 1Once Dty 20 2hca|  Dispersed]
3@ |VACCUMESUCTIONSET  |VACCUMESUCTION 5231 Nos #6ncs Dty 10en thes|  Diapansed
n fucanrovezus VICRYL 10VP2348 [t Nox 10nce Dally 1t thos| Oipaned
KADIYALA RAMYA THEJA
Reg No : TSMC/FMRI01458
* This document ks just for refarence purposa only. Not Lo ba conskdered as prmary report,
Note
* This prescription Is valld only for specified duration,
* Da not reflll madicines.
Printad DateiTime : 19/05/2026 13:13 Printed By : GUVVALA VIJAYA SUSHEELA Pagal of1
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Rainbow
Children’s
Hospital

Rainbow Childrens Hospital-Himayatnagar

Bs.rmm‘ght Rambow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA

quarters road AP State Housing Board Himayatnagar ,Hyderabad ,

Telangana, INDIA ,500028.

040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

4

(T

MRN : HNH-00011508 Name : Mrs PRERNA SRIVASTAVA .
Age / Sex : 34YB6M11D/Female Doctor : KADIYALA RAMYA THEJA
AdmIReg Date/Time + 19/05/2026 07:28 Payor : SELFPAY Q
Order Date : 19/05/2026 12:07 Ordernumber  : 26-0000200636
Visit ID : IP26-00006371 Ward/Bed No  : 4F -OT/LDR416
Patient Address : 1-1-301/11, BAPUNAGAR, Chikkadpally, Hyderabad, Telangana, INDIA, 500020
S.No Description Generic Name Dosage Route / Frequency Buration Instruction Qty Status
1 HAND CARE GLOVE HAND CARE GLOVE 1 Nos / Onca Daily 2 Days 2Nos| Dispensed
¥
2 |MESLLN AW 10ML-NCARE 1Nos Extemal / 10 AM 1 Days 1Nos| Dispensed
3 |RL500 ML CLOSED SysTiM |INSER LACTATE 1 Botlle 1 Onca Dally 1Days 1Botto| Dispensed
4 %BS_ES';?)‘I{J?G' PAD(BIG)  [apGEL 1 Nos 1Once Daily 1Days 1Nos| Dispensed
KADIYALA RAMYA T{_JA
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. i
Printed DatefTime : 19/05/2026 13:14 Printed By : GUVVALA VIJAYA SUSHEELA Page1 of1




L% 4 Rainbow Childrens Hospital-Himayatnagar
Rainbow .
ﬁggg:gll 3| srwight  Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
nRalsitie quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
: Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
B
MRN : HNH-00011508 Name : Mrs PRERNA SRIVASTAVA
Age / Sex | :34Y6M11D/Female Doctor : KADIYALA RAMYA THEJA
Adg-‘Seg DatefTime | : 19/05/2026 07:28 Payor : SELFPAY
Order Date | : 19/05/2026 10:50 Ordernumber @ 26-0000200613
Visit ID : |P26-00006371 Ward/BedNo  : 4F -OT/LDR-416

K

Patlent Address : 1-1-301/11, BAPUNAGAR, Chikkadpally, Hyderabad, Telangana, INDIA, 500020
S.No Descriptiop Generle Name Dosage Route / Froquency Duratlon Instruction Qty Status
1 NS 100ML ACCULIFE - EH 1mlL External / 10 AM 1 Days 1mL| Dispensed
. !
2 DSYRINGE SML.(NI?RO) SYRINGE 5ML 1 Nos Extemnat / Once Daily 1Days 4 Nos Dispensed
3 gfg&‘éﬁs%x,ﬁ”hffégﬂﬁﬁ“ NITRILE GLOVESM |1 Nos { Onca Dally |zopas 20Nos| Dispensed
4 EYSICﬁN (OX\’T?CIN) N 1 Nos 1 Once Daily 5 Days 5Viall Dispensed
|
5 DSYRINGE 1ML (NIIPRO) SYRINGE 1ML 1 Nos Injection / Onca Dally 1Days 1Nos| Dispensed
6 |DSYRINGE 10ML (r:utPRO) SYRINGE 10ML 1Nos External/ Once Daly 1 Days 3MNos! Dispensed
KADIYALA RAMYA THEJA
Reg No : TSMC/FMR/01458
* This document fs just{for referance purpose only. Not to be consldered as primary report.
Note
* This prescription is valld only for specified duration.
* Do not refill medicines.
Printed By : GUVVALA VIIAYA SUSHEELA Page1 of1

Printed Date/Time ; 19{05!2026 1313




z @ Rainbow Childrens Hospital-Himayatnagar
Rainbow .
Children's , . , . .
Hospital BirthRight Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer,
o ‘.méu_ Old MLA quarters road AR State Housing Board Himayatnagar ,.
Hyderabad ,Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00011508 Name : Mrs PRERNA SRIVASTAVA
Age / Sex : 34Y6M 11D/ Female Doctor : KADIYALA RAMYA THEJA
Adm/Reg Date/Time : 19/05/2026 07:28 Payor 1 SELFPAY
Order Date : 19/05/2026 12:.07 Ordernumber  : 26-0000200637
Visit ID : IP26-00006371 Ward/Bed No  : 4F-OT/LDR-416
Pationt Address : 1-1-301/11, BAPUNAGAR, Chikkadpally, Hyderabad, Telangana, INDIA, 500020
S.No Description Generlc Name Dosage Route / Frequency Duration Instruction Qty Status
1 BCV-INTRAFIX SAFESET 1 Nes / Once Daily 1 Days 1 Nos Dispensed
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.
Printed Date/Time : 19/05/2026 13:14 . ...Printed By-:.GUWALA VIJAYA SUSHEELA “Page1 of1
¥
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_ ELECTRONIC WEDICINE PRESCRIPTION
e At
MRN ’ : HNH-00015490 Name : Baby Of PRERNA SRIVASTAVA
Age/Sex :0YOMOD2H/Female Doctor : SPANDANA PASUPULETI
AdmjReyg BatefTime : 19/05/2026 10:49 Payor : SELFPAY
Order Date » 19/05/2026 11:07 Ordernumber  : 26-0000200618
Visit ID : IP26-00008375 Ward/BedNo  : 4F -OT / CRDL-HNPDA-413-1
Patient Address : H.NO: 1-1-301/11, BAPUNAGAR, Chikkadpally, Hyderabad, Telangana, INDIA, 500020
S.No escription Generic Name Dosage Rodute Frequency Duratlon Instruction Qty Status
1 |INFANT FEEDING Tl:JBE-B INFANT FEEDING TUBE |1 Nos Extamal / Once Dally 1Days 1Nos| Dispensed
I
2 |SGLOVE#S (SURG‘ICARE) SURGICAL GLOVES 6.0 |1 Nos External f Onca Dally 1 Days 1Nos| Dispensed
3 E‘ESYCLOT'm IMGINJ 0.6 1Nos External / 10 AM 1Days 1Nos Dispensed
4 S‘gg)ZE 7.5X1.512 ?LY 6 SQ%ZSE TOXT5 12 PLY 1Nos Extamnal / Once Dally 1 Days 1Nos| Dispensed
\
N A { 1 Nos External / 10 AM 1Days 1Nos| Dispensed
6 ?&013%':2’(’1%?955)?“'" :'(;")E%OCOL THINEXTRAL; yoe External / Ofice Dally 1Days 1Nos| Dispensed
SPANDANA PASUPULETI
]hu
* This document is just for reference purpose only. Not to be considéred as primary report.
Note
* This prescription is valid only for specified duration.
* Do not refill medicines. "
Printed Date/Time : 19/05/2026 13:15 Printed By : GUVVALA VIJAYA SUSHEELA, Page1 of1

O

3% 1




Rain

"% o

b':gw
Children's .

Rainbow Childrens Hospital-Himayatnagar

Hospital Birthiight Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer,
: wRatnbaw Old MLA quarters road AP State Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
H
MRN + HNH-00015490 Name : Bahy Of PRERNA SRIVASTAVA
Age | Sex :0YOMOD2H/Female Doctor : SPANDANA PASUPULETI
Adm/Reg Date/Time : 19/05/2026 10:49 Payor : SELFPAY
Order Date : 19/05/2026 11:07 Ordernumber : 26-0000200617
Visit 1D : IP26-00006375 Ward/Bed No : 4F -OT/ CRDL-HNPDA-413-1
Patient Address : H.NO: 1-1-301/11, BAPUNAGAR, Chikkadpally, Hyderabad, Telangana, INDIA, 500020
S.No Description Generic Nama Dosage Routa / Frequency Duration Instruction Qty Status
1 KOOCHEES-SMALLS S 1 Nos { Once Daity 1 Days 1 Nos Dispensed
2 | DSYRINGE 1ML (NIPRO) SYRINGE 1ML 1 Nos Extemal / Once Dally 1 Days . 1Nos| Dispensed
SPANDANA PASUPULETI

* 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 reflll medicines.

Printed Date/Time : 19/05/2026 13:1 Q

Printed By : GUVVALA VIJAYA SUSHEELp

Pége 1 of1
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Rainbow
Children's
Hospital

Rainbow Childrens Hospital-Himayatnagar

Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer,
Old MLA quarters road AP State Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
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HNH-00011508 IP26-00006371
Mrs PRERNA SRIVASTAVA
08-11-1991 4YBM14D (F)

Dr. KADIYALA RAMYA THEJA

AU LT

"
Rainbow" TS
Children’s .—BlrthRigh;tt ‘
Hospital _ | ) muemwisrons

DEFICIENCY CHECK LIST OF CASE SHEET

)

SI.No. List of Records No. of Pages Legibility Compleleness LA _ Remarks
|1 | Admission sheet | DR (. RN e
2 Discharge Summary { 5 ‘
3 Nursing Initial assessment | e B PR, S PR L
4 Patient Transfer form )|
5 | In-patient Medical record } —
6 | Doctors progress sheets 4 O S 41 Y
[ 7 Nursing plan of care and handover sheets 9, —
8 Consultation sheet - ey
9 General consent for treatment Y
10 | Consent for Surgery 1 a0 5
11 | Consent for blood transfusion it
12 | Consent for chemotherapy
{13 | Consent for high risk i
| 14 | Consent for Restraint j
15 | LAMA consent |
16 | Consent for special procedure / Sedation
17 | Consent for Formula feed
18 | Consent for MTP
19 | Consent for Radiological Investigations
20 | Consent for HIV test
21 Anaestesia notes (Pre Anaggihﬁﬁ-l& post) ) ol
22 | Neonatal Admission/Delivery/Physical Exam
23 | Medication Reconciliation |
24 | Emergency Triage record
25 Pre operative check list ]
26 | Surgical safety checklist |
27 | Operation Theatre notes 1
| 28 | Nurses clinical Presentation
F 29 | TPR & BP chart T
30 | !Intake and Qut take chart (fluid chart) - _-
31 | Drug chart (Regular Prescription) |
32 | ' Investigation Values (result sheet) |
33 | Nebulization chart )
34 | Nutitional review chart [ o
35 | Intensive care unit (ICU Charts) j
36 | Consent for Admission in PICU / NICU i
37 | The Humpty dumpty scale
38 | Braden Q Scale Z.
39 | Bed side check list
40 | PICU bed formula Dilution feeds
41 | Gastro monitoring chart
42 | Rch ED doctors note
43 BP Monitoring chart
44 || RBS monitoring chart
£ .\.IJ: . I
0 L
Total No. of Pages (6—;—'-7

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

Slgnature and Date ,?.,2/017;? 5




Rainbow” | @ o 1\ o
C?I:?dr%\xs } ‘Blrtthght

HOSpIt&' BY RAINBOW HOSPITALS

Your Right to a Safe Deliver

Name Mrs PRERNA SRIVASTAVA | UHID : HNH-00011508

f‘athe”‘;“a“"a Mr DILIP MOLUGU | Age/Gender ; 34Y 6 M 11 D/ Female

Address 1 1 301/11 BAPUNAGAR Chlkkadpally Hyderabad Telangana INDIA 500020
, ' Admission
. IP No { IP26-00006371 1 Date I 19 05-2026 i
Ref Doctor Self.

Discharge Date | 23.05.2026 V o o ‘

DISCHARGE SUMMARY

Consultant:

Dr. KADIYALA RAMYA THEJA
MBBS/DNB
TSMC/FMR/01458

Diagnosis: G2P1L1 WITH 37*3 WEEKS WITH PREVIOUS LOWER
SEGMENT CAESAREAN SECTION FOR ELECTIVE LOWER SEGMENT
CAESEREAN SECTION WITH BILATERAL TUBECTOMY

ELECTIVE LOWER SEGMNET CAESAREAN SECTION done on 19.05.2026

History:
LMP: 30.08.2025 Obstetric formula: G2P1L1

BANJARA HILLS HYDERNAGAR (X wdit KONDAPUR OUTPATIENT CLINIC ! SECUNDERABAD KONDAPUR L B NAGAR P NANAKRAMGUDA

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs PRERNA SRIVASTAVA UHID HNH-00011508
1P No IP26-00006371 Admission Date 19-05-2026
EDD:; 06.06.2026 Gestation at admission: 374 weeks

Obstetric History:
G1 - 2021, FTLSCS (IND - LGA), Male, B.Wt. - 4.2 kg, A& H.
G2 - Present pregnancy, Spontaneous conception.

Medical History: Nil.

Surgical History: LSCS in 2021.

Family History : Father- T2DM, Mother - Thyroid disorder.
Allergies : Nil.

Antenatal Details:

Mrs PRERNA SRIVASTAVA was booked to Rainbow hospital at 7+3 weeks of
gestation. She had regular antenatal checkups and investigations as advised.
NT scan was normal. FTS was low risk. TIFFA was normal. Fetal growth
monitoring done by serial growth scan. Growth scan done at 04.05.2026
showed SLIUP at 35%2 weeks with Placenta fundo posterior High, Cephalic
presentation with AFl 13.1cm jwith EFW 3128gm, (91%/AC-88%) with Doppler
normal. She was admitted at 3773 weeks with previous LSCS for EL.LSCS with
tubectomy.

Investigations: Enclosed.
Blood grouping : "A"Positive

Management: Course in hospital:
She was prepared for elective C- section with indwelling Foley’s catheter and IV
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canula 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
o 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.

*Bladder drawn up and densely adherent to Lower uterine segment,

and to mid uterine segment by a band on left side.

*Sharp dissection done and bladder pushed down.

*Uterine incision given highup the LUS.

*Bladder integrity checked by Methylene blue - found intact.

*Bilateral Tubectomy done by Modified Pomeroy's method and sample

- sent for HPE.

Delivery Details:

HIMAYATHNAGAR BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC SECUNDERABAD KONDAPUR L B MAGAR NANAKRAMGUDA

o 1) 040 - 4B873000 . 040 - 4466 ST55. 91009 25318 040

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs PRERNA SRIVASTAVA | UHID HNH-00011508
IP No [P26-00006371 Admlission Date 19-05-2026
Date :19.05.2026

Time of Delivery : 10:16 AM
Type of Delivery : Elective Lower segment caesrean section and bilateral

tubectomy
Indication : Previous LSCS
Anaesthesia : Spinal

Baby Details:

Date : 19.05.2026
Time : 10:16 AM
Sex : Female
Weight : 3.8KG
Apgar : 8,9

Gestational Age: 3773 weeks
NICU Admission: NO :

Post-Operative Notes:

She was closely monitored. Her vital signs 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 pcstpartum book for
further reference.
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Advice:

1. Tab. Taxim O 200mg twice daily till 24.05.2026 (9am-9pm) after food.
2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 22.05.2026
(Bam-2pm-10pm) after food.
3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 22.05.2026 (9am-
3pm-11pm) after food.
\ 4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 24.05.2026
(7am-7pm) before food.
- 5. Syp.Ascoril 10ml thrice daily till 23.05.2026 (8am-2pm-9pm) after food.
] 6. Syp.Duphalac 10ml once daily till 23.05.2026(9pm) after food .
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. Hexilak gel & Contratubex oint for local application, once daily for 1
month (to start from 26.05.2026)
10. Collect HPE report

>

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. KADIYALA RAMYA THEJA, after 2 weeks on 06.06.2026

HIMAYATHNAGAR BANJARA HILLS HYDERNAGAR b ONDAPUR QUTPATIENT C SECUNDERABAD
040 - 4246 2100 040 - 4246 2200 e 3 040 - 4246 2400 yercy ] D40 - 7111 133

} 0 1800 2122 @ www.rainbowhospitals.in
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Name Mrs PRERNA SRIVASTAVA UHID HNH-00011508
P No IP26-00006371 Admisslon Date 19-05-2026

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

For Women Who Have Had a Caesarean Section

Care of the wound:

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 .....ccccocueee.. 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 Il page 6] kindly contact 9154865045 at Rainbow
Children's Hospital just di2l one toll free number - 18002122,

You can also take appointments at any time by going online to our
website vww.rainbowhospitals.in
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2. 0 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 *™"7 TEL NO :040-48873000

Raintiow WEB : https://rainbowhospitals.in

ADMISSION SHEET

. . . TR LR
Registration Details :

Admission No : IP26-00006371 Admit Date :19-May-2026 Admit Time :07:28 AM UHID : HNH-00011508

Patient Details :

Patient Name : Mrs PRERNA SRIVASTAVA Age :34Y6M11D

Guardian : Mr DILIP MOLUGU DOB : 08-11-1991

Gender | Female Religion

Occupation : Martial Status

Address (H) - 1-1-301/11, BAPUNAGAR Chikkadpally Phone No : 9959179560/ 8790887632

Hyderabad Telangana INDIA 500020 E-mail )
PRERNASRIVASTAVAB401@GMAIL.CO
M

L

Admission Details :

Bed Type : TWIN SHARING Bed No :LDR-416 Ward Name :4F -OT

Room No : LDR-416 Admission Type : First Visit

Contact Details :

Name : : Mr DILIP MOLUGU Relationship  : Husband

Contact Address  : 1-1-301/11, BAPUNAGAR Chikkadpally Phone No : 9959179560

Hyderabad Telangana INDIA 500020
N ,(f;f,si
/S/i?:uamre

™

Doctor Details :

Doctor Name : Dr. KADIYALA RAMYA THEJA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 100000.00

Payment Mede : DC/CC Card Payor Name : SELFPAY

rinted Date / Time : 19/05/2026 07:32 Printed By : 020635 Page 1 of 2
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Patient Name & UHID No.

HNH-00011508 IP26-00006371
Mrs PRERNA SRIVASTAVA

[ 08-11-1991 WYEM11D  (F)
Dr. KADIYALA RAMYA THEJA

Date & Time of Admission

Aalelof QLW{

Date & Time of Transfer Order

(q g,

Transfer Ordered by

Reason for Transfer

AT

Dt l\\awe)c\& on s

To Unit InforWdant
fi= No |
oo YesL] =

Personal belongings including
clinical documents. If any handed

From Unit

L Or

Number of Sheets in Clinical File

Number of Imaging Films

\ over to attendant
@ @ Yes| | No[ |
‘ If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1. 0N
2. M COdX
3.
4.
5. i

Yes ﬁ/ No

Shifting Summary / Notes Written by Doctor :

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

SIS s
Patient & Clinical Records Received by 9 5 \2\%
AR
\

N aveend

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

y
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Patient Name & UHID No.
WA Pyevoug

HNH-00011508 1P26-00008371
Mrs PRERNA SRIVASTAVA

Date & Time of Admission

o iy T
alsb6 @22

Date & Time of Transfer Order

gl anu?

08-11-1991 34YEM11D
Dr. KADIYALA RAMYA THEJA

| IHIIIHHIIIIIIIIIIHIIIIlll lllll
O l %}40

Transfer Ordered by

Reason for Transfer

cey - R[L

From Unit

B

Information to Attendant
Sesl 1 No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

mﬁ’@

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

Yes[ | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity

! 2) oo = 0

2 ‘ =

3.

4.

5. .

Shifting Summary / Notes Written by Doctor : Yesp/ No| |

Name & Signature of Person who is Transferring

Q’; Cr AV«,\,%K/\‘QD

Name of Person Ordered Transfer

o,
) £\ QUW%QJ o :

Patient & Clinical Records Received by :

g\ \’;@ O ON -

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
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Name: e
pr. KADI
VTTo Y S—— IP No: \“\\\\“\\\\\\\l\\\\\\\\\\\\\\\\“\\ e Dept :
Date of Admission : -=---==-=---- - TITIR | ====emm=e—eene Date of Discharge : ----------------- Time: -----------
Room / Bed No : -==-===nnauuu- Ward : -----------mmmeee Suggested Billable bed type : -====-======mmcemmmmeeee
WARD TRANSFERS
Date Time From To Signature of Nurse
\Q\CBe | 1§ ovam | tHP oT { [Am
\915jp6 Wioamn, o n'a 1/ B

lalc 8 | 20pM| LD Lag M '/&m@)o,

Cross Consultation Visit
Doctors Name Date Order No. Signature
1 0@'1. loasu 2905 /%% 1897 —@%"
~J

2.

3

4,

5

6.

7

8.

9.

10.

Docu. No. : RCH / FRM / GENERAL / 145
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MEDICAL EQUIPMENT ( WARD & ICU)
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Date E';z::;‘::]t Cor}?;c;ing )@ ing Order No. Signature
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ANY OTHER INFORMATION

Date :

Time :

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant
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Obstetric Hostory:

Obstetric Examination
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FOR THE SAFEﬂl'Y OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
POCTOR - Piease use only appreved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be erdered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route ) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING GPR). Follow Hospitals's Verbal Order Palicy.
S0S / PRN (As Required Medication)
. P Datet
DRUG: % Tijne
{| Daose Route | Frequenicy |Start Date
{ [Doctor's Signature | Valid Period| Prarm.
Additional Ipstructions:
= -
2 Dated
2| oRus: ﬁ T
Y Dose [ Route | Frequency |Start Date|

VERIFIED BY © NGB ..oovererrvesccrsensssinssssmsvensavesssssssmssns £

Dactor’s Slgnature Valid Period| Pharm.

h

Additional ':lnstructions:

. - Dates
DRUG : Tie

Dose Route | Frequency |Start Date

L

J
Doctor’sfSIgnature Valid Period] Pharm.

t

Additional Instructions:
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Starting the Drugs: W
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Date >\S
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Starting the Drugs: P
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RESULT SHEET

W
Date Q¥ | e
Time | - B
Hb RN
PCV
RBC
WBC Lo 14—
N/L -
Platelets S 4
CRP

(A_ ESR
4 PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT
T.Bill/Conj

0 T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

TRIGGERS ONE ORANGE OR TWO {Y\ELLDW SCORES AT ANY ONE TIME

Date

L~

v

p‘L [5—[ D’(é Time | 8

10

11

[1A2)

3y 4

(O]

(o) 11[12] 1 3|a|s|le)| 7

> 30

RESP 51-30

(write rate in

corresp. box) 11-20

0-10
94 - 100 %
< 94 %

Administered 0, (L/min.)

Saturations

40
39
38
37

>~

2, dwsay

36

| 35
n | < 35

170
160
150
140
130

120
110

100

aley Weay

90

80

O\

70

(e -
r?

60

50
40

| 190
180
170
160
150

140

130

120

110

100

Pd

—
anssald poojg 10ishs

2 .
80

| 70

| 60
| 50
130

120

110

100

20

80

70

60

i~
—F

-«
aInssald poo|g 21|01selq

50
40

NEURO Alert

O

RESPONSE Voice
[ ‘/] Pain
Unresponsive

URINE [ >30
mis / hour <30

—

+ +
Proteinuria Protgin
Protein > + +

Normal

Lochia Heavy / Foul

Clear / Pink

Liquor Green

-

TOTAL YELLOW SCORES

(33

TOTAL ORANGE SCORES

3D

Nurse Initial

™

I
14
- @/




=

~F
X

-
> '\" .

.

i

- T l

) |

Obstetrics and Gynaecology
Early Warning Signs
!
4 ™\
1 Yellow Alert :
Repeat Observations

in 30 minutes -

., . \ , ‘

4 N[ N

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEQWS Observations 5
Observations . in 30 minutes |
\§ J \_ J O
/ =
> 2 Yellow Alerts or > 2 Orange Alerts: @)
Immediate Review by Obstetrician and i
., . ~ - Repeat Observations
: b in 15'minutes or continuous
monitoring
N J/

* The Modified Early Warning Score (MEOWS)
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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

&D/OS"/’L‘B

Date

Time (10 JJ11 | 12 11|12

0

(2 o

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

EJ‘

Jpﬂp

A

36 [

a5
< 35

218} Mesy

170
160
150
140
130
120
110

100

90 )

80
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70

60
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110 A
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100 )\

g

90
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NEURO
RESPONSE
|Gl

130
120
110
100
920

80

N2

70

N

\J

60

e

50
40

Alert

]

Voice
Pain

nresponsive

URINE
mls / hour

> 30
< 30

Proteinuria

Protein + + | | I | | | I | | | | | | | | | | I | | | | I | I

Protein > + +
—

Lochia

Normal
Heavy / Foul

—

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

()

TOTAL ORANGE SCORES 0
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Nurse Initial 4 facy
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Obstetrics and Gynaecology
Early Warning Signs

N o

1 Yellow Alert :
Repeat Observations
in 30 minutes

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

7

\.

/ NI (

Complete a Full

Set of MEOWS
Observations

\ % \

\.

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

g2\ \2°

Date
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19

o

=
1|2

31112

)]

1112 )

Time

RESP
(write rate in
corresp. box)

>30
21-30

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)
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40
39
38
37
36
35
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NEURO
RESPONSE
[¥]

Alert

Voice
Pain
Unresponsive

URINE
mis / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

—

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES
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TOTAL ORANGE SCORES
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

- N
Complete a Full
Set of MEOWS

Observations . !

\_ J 1l U

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat

Observations
in 30 minutes

(

-

> 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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carty warning Observation Score Chart - Obstetrics

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

ol

RESP
(write rate in
corresp. box)

Saturations

<94 %

Administered

0, (L/min.)
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40
39
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[~1]

Alert |

Voice
Pain
Unresponsive

URINE
mls / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

OTAL YELLOW SCORES

TOTAL ORANGE SCORES
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Obstetrics and Gynaecology
Early Warning Signs

4 N
1 Yellow Alert :
Repeat Observations
in 30 minutes
\ /
e ™ 4 )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
I\ % - ./
'
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
. J

* The Modified Early Warning Score (MEOWS)
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It takes 2 lot to treat the little.

| FLUID CHART |

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight‘

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

i e ieke ~ Output | Wvsite |
Date | Time gagmr‘% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebiis T?IIJ?'IS]B
Mouth LV N.G

08:00 am .
09:00 am u N “)DNO R 0 1

\{ 10:00am | [ 0o N # ilF

N [mogan | TR [ opnd] P \ <o

12:00 pm L/—’ -\ o) _r-,é‘l
01:00 pm Y L o] /

Total Intake : AOkRA Total Output : "
0200pm| ¥ { 0a\) A0l G P
0300pm | & GE A ¢ [teouf- ~ @%

\y 0400pm | L IOORL Q\/ )(‘

P’ 05:00 pm (0o o] D > H)OMV ——-———""““C/\ffb
0600pm | @1 Do L |/ \ )
o700pm| L R4 / { KO ___._—————‘{mlgél )

Total Intake : Total Qutput :
08:00pm | PL Q \bom} } ‘>
0500pm | 2L WYY | \oom) !

10:00 pm | ¢ <dpo |oom| =T I /96614,"‘; él @) _}ﬁ»{?"j
11:00 pm %_{L (Do) f/ﬁy ;}J A ] @) r<

12:00 am (oom) ¢ ]

000an | R 160 | [ Oow ~verfd

Total Intake e b@ ®) Total Output : U r=— —
0200am| P | L0/ \ 1N
03:00am R | e pret \ IV,

\{\’)L 0400am | O { oon] \P,J(" [ ) . «—-—*7’5'00_91‘1 R HM

b 05:00am | Q¢ o ® | C 1™ Foew
0600am | P ] Loon] 1 | o1 7 s
07:00am | £ | oot [ . Y
Total Intake : — ¢/ /241 Total Output: ¢ )— pq ——
Total 24 hrs. Intake Total 24 hrs. Output
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[ FLUID CHART |

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.

: Intake = i om Ttll\rloﬁ:tl:?o-
Date | Time g]!a%% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis I\?:'Jgge
Mouth | LV | NG
08:00 am vl .
wovsh| | o 7 T o LM
~[1000am| ¥ wh o 4 o~ P
\'%o 1100am | | qé”u , LY X T
o 7 x ]
N reopm| || X
N .
o 01:00 pm
Total Intake : Total Output: 4 )~ 2 W~
02:00pm | \ .
0300 pm qg\[},fx‘ a ) N
% 0400pm| O ~ ¥ i e . s | o Ny
\Q 05:00 pm WO | AV = R) (A
2 osoupm VA i 1.2 /\
07:00 pm - | 7 ] U
Total Intake : ’ Total Qutput :
108:00pm| 1 J ‘
Vfd wwoopm| [ |ygu0 | | 0l K P
\g 1000pm | O | 2d0P vy T 0 /AP’ Q
Q/@ 11:00 pm F.h% /[\l" : ' e i
1200am | +} * - \ £
01:00-am \ ; i
Total Intake —3-& \ce0) ' Total Output : V2m—0
¢ | 0200am| 4 \ , i - N
‘\{}’L i0an| | MO ) ] 35 ]
g\ 04:00 am :ﬁ : hyﬁ . - !a = o Q—
05:00 am AN ¢ % - !
06:00 am y ) ' BET.
07:00 am Gt [ ' : i
Total Intake :—3 ¢4 [C eq : Total Output : U— Mm—

Total 24 hrs. Intake Total 24 hrs. Output

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

Hospital
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Children’s . irthRight

It takes a lot to treat the litle,

[ FLUID CHART |

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

o wsie |

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

Date | Time c'}agiﬂi% Route NG | Diarrhoea | Vomit |[Drainage | Urine T';Eiﬂg'lég ,.?Liﬂge
Mouth LV N.G v N
08:00am ) v o e .
0900am | | eS| / 7 L1 - W\
TJ’ 10:00am | ) / J j W
\’\§ 11:00 am o NP O
14 12:00 pm \idll IV / .
01:00 pm ’ & !
Total Intake : . Total Output :
0200pm | |
o00pm| ( | &1© 4 |l ol
RN T 1| QX g C Zard
0600 pm R / Il
07:00 pm Kkl D / | \

Total Intake : Total Output : ;

08:00 pm \ | o A

Lo[os0opm| | haOkel | ] /1)

Vv [oww] T Tige] T B T T 0T T on
%5 100pm| O  |op,p P SR ® [[M
v wan| \ P - | |

01:00am | ) j f N

Total Intake : YTQ{OQ() Total Qutput: | 0 — 9 Ay —0

02:00 am v L.
¢| 03:00 am D L I /

\‘} e00am| , |" et da —1 -7
4?7/\5 0500am| ) WY A M7 Sl |
o 06:00 am / n

07:00 am I ™

Total Intake :—7| [ ) Total Qutput: | ) — A4 —

Total 24 hrs. Intake Total 24 hrs. Output
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Rainbow®
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Hospital

It takes a lot to treat the (ittle.

[ 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.

',_,k /|
.,‘L
Py

- Output

. Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site
Thrombo-

phlebitis
Score

Sign.
Nurse

Mouth

LV

N.G

08:00 am

,\1& 09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Children’s

Hospital

It takes a lot to treat the little.

NURSING SHIFT HAND OVER FORM

Your Rgmlnas afe Delivery

@ BirthRight

BY RAINBOW HOSPITALS

T

§ Diagnosis: A Lt wwee Ky ?}(J:‘:g t&jti:r/l ;:[3:3 ;n;e:}c::i)fr; [IYes *TNo L[ Not Known
=T T Sy e
= U .
@ | Surgery / Procedure: %L\.LW L\ POS}‘OP Day: =~ = \ \ nb
\(V'o A} \Srlb L4 o KT o0
a | Date & ‘ 9
S O P L D
€ | Medical Conditi . ‘ —
% (A?l;ll‘:sz:)ec?eﬂ c|olggiti0n to be noted): }Jth' N (\Mr QK dPr
=T 0l s N
2 | Diet W D2 lgsiddicd fob 4+ QM al olddier
Allergy: T Yes [ Nerf! 'Yed Ko [ Yes =0 | T Yes=No | Yes--Ne | O Yes <o |
Ventilation (RA, NP NIV, VENTI): e — —_— — — —
Tubes/Drains/Catheter: +=Yes CINo | L ¥6s LINo | ¥ [ No | [ Yes+TNo | 0 Yes [LNe | Yes [ 2No
= | Vital Signs: Temp: [0\ | of-CF jaxv [ qas | 98- (4 | ¢
= g t
g Res: | a0h | 2b\ [20blv | 2044 | 2.bk | g0bin
2 sp0: [ Q)" | qac ) | (o7, [\90¢ |Q4Q-].[9%
g Pulse: | @\ — |Fobi | ol | b - | b
BP: [wolf° | W|ac e/ [yolso [\\2la¢ wlﬁn
LOC: - —_ et — -
Fall Risk Score: - = - = — =
Pain Score: - . — A il sl il
skin Integrity | %o” | aved | ged | e0 4 reod qoed
Safety Needs: |#7Yes T/No|Ci¥es CNo |+¥eS T No | PYes I No s 1 No k=Yes [INo
Physiotherapy: | - | = s — |
“g’ Others Specify: | ) Yes CeNo| () Yes LiNer| Ll Yes <N | O Yes =40 | 1 Yes LN Yes &G
k= Special Diet: | \RD| ) fo,., ) Sobddiel |sof ket Seft | syiddieh
E Critical Lab Test / Values: — ¥ e — — Y
E |Other Special Orders / Medications: | Yes “_No | Yes [N | Yes €7No | Yes #'No | =1 Yes ) Na | Yes [=No
E PU Prophylaxis: T Yes [LNe ) Yes 1o |1 Yes &TNo | Yes #“No | ) Yes LI No | Yes [(TRo
DVT Prophylaxis: I Yes Mo | 1 Yes [1No |1 Yes#NG |0 Yes #No |11 Yes TN | 0 Yes oo
ADL (Dependent/ Non Dependent): | 19 NFA ND N N | Ay
Post Operative Procedure Special Orders: N«H’ ¥ {@' : A .
. ¢ e N
Handed Over By Name : \ \\\ ﬁx, s A@,?‘M %\\MC\ W H ./.)ft;n ’ DLW
Signature /1D : NN / j 73 0
Date: e\ %Lf/?‘\ 2o[1e aplf}u [Ny
Time: , me ~39Pw | Pp~ &6
el Tl Tuads
Signature / ID : :ﬂf; \T(j; [ @u ::bJJ,
Date: 8o[s12< |94 |fh BEIST26 |Q) 15704
Time: gAm | ppm | B | RAwn

Docu. No. : RCH /FRM / CLINICAL / 097
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Rainbow®
Children’s

Hospital

It takes a lot to treat the litte,

NURSING SHIFT HAND OVER FORM

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight” |

E Diagnosis: 1&5 Any Infection: [JYes [INo [ Not Known
"g' If YES SPECITY: ....vovveeeieeee e
=
@ | Surgery / Procedure: . X’_\J, \ Post OP Day:
2 | Date .
= Shift M- C - N
% | Medical Condition
% | (Any special condition to be noted): = - S
= Diet: —_
Allergy: ] Yes LN T Yes,=No | 01 Yes—No Yes T No |1 Yes C1No |1 Yes C1No
Ventilation (RA, NP, NIV, VENTI): — ) —
Tubes/Drains/Catheter: Cl Yes Mo 3%'3_{1‘(6 " Yes sNoTCIYes CINo |l Yes [INo|IYes CINo
£ | Vital Signs: Temp: | 983" | 8L ot
= Res: | 9plp, | bl | Qoblo
@ Sp0: | ooy | \oe /4 QB
2 Pulse: | @< 1e —(9b\"0
BP: | 11nfds| (\@ 4 ¢\ [6%
LOC: B — —
Fall Risk Score: = = -
Pain Score: - - =
Skin Integrity - - .
Safety Needs: | Yes =HNo | Yes =-No | Yes [1No{(1Yes [1No | Yes CINo |7 Yes C1No
Physiotherapy: —_ — —
g Others Specify: | Yes [-No | Yes CINo | Yes =Ne-{ I Yes [1No | ) Yes TINo | C1 Yes [No
E Special Diet: — - E——
E Critical Lab Test / Values: _ = —
E |Other Special Orders / Medications: |1 Yes =No | Yes T.No | Yes (No|(Yes CINo | Yes T/No | Yes I/ No
é PU Prophylaxis: [1Yes =No | Yes =No | Yes =No | Yes CINo | Yes © No|lYes T No
DVT Prophylaxis: [1Yes L1No | Yes C1No | Yes =Hho| () Yes [1No | Yes ) No |1 Yes CINo
ADL (Dependent / Non Dependent): — - _—
Post Operative Procedure Special Orders: ]}:) A A dﬂ-
Handed Over By Name : Ma%j{ () Do Q)\\Mo)
Signature / ID qii, i '@4 4dj
Date: Afostie | -V [ 22156
Time: 3P tn— | Ghm)
Taken Over By Name : g L
Signature / ID : & _% v
Date: S lthe (911526
Time: LY QP
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'CHECKLIST FOR THROMBOPHLEBITIS
lq\(*’hg

!

"%

Rainbow®
Children’s
Hospital

lttak&:alothotreatthelrlﬂe

BY RAINBOW HOSPITALS
Your Right tp a Safe Delivery

‘Blrtth ght

A DAY < DAY-2 2\[>  DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE ( W (Aﬁ @ (AE\ M E a Remarks
. No signs of phiebitis / N J
1 :Sllo apedis hodiity Observe cannula 0 0 M 0[1)_ Aj‘ff nJA ‘\Ul F}’;F /\)D 'JD\
One of the following signs is
evident : Possibly first signs of phlebitis
2 | *Sjiaht pai | 1 N A &
Slight pain near the IV Site / / Observe cannula - U D A Qn
* Slight redness near IV Site pi-| 1 - ‘\l ' QOF
Two of the following Signs -
P Early stage of phlebitis /
3 | areevident: : 2 IRTNE
Pain at IV site Redness AR Vo [‘C B m Y A QIL a N A *ﬂn\
'g\lllig;;? 9 following Signs are Medium stage of phlebitis /
4 | pai Ioﬁg Pt of cafifilta Resite Cannula Consider 3 7% ,J} /" A Q
ain a '
Redness around Site Swelling | ""eament LA Y\m\ Jp (VA | A ’J”\
All of the following Si
il owmg.Sig'n Rl Advanced stage of phlebitis or
Cilentand tenshva: the start of thrombophlebitis / YO 0
5 | Painalong Path of cannula . . 4 S A ,\4&
Hds o S ?e site Cannula Consider A ]\ML nJAa o, ;)q NA
Swelling palpable Venous cord reatment
All of the following Signs are
: o Dt Advanced stage of
evident and Extensive : Pain = <l
6 | along Path of cannula Redness thrombophlebitis / 5 | op , /J/f\ MN D M\
around Site Swelling palpable Initiate treatment Re site M [\.09\ /\.00\ ‘4' (\‘J A
Venous cordpyrexia Cannula o
e : 4 A
Signature of the Nurse () 3 @\% @‘::#_ @) Qo

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

Signature of Shift In Charge :

SIGNATUME & oo T L e et T P Ty v e

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

Signature of Ward In Charge :

Signature : @d‘* ................... Name :
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RNA SRIVASTAVA ' ' W ..
A S Tem 1D 23 20 2,
Or, KADIYALA RAMYA THEJA Rainbow . o .
VLT | Children's | pg BirthRight
. Hos pita| . BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form At | S
ARG 5 iy
Date / Time 7 )
Choose Highest Applicable Score from each Category ! P; 1 q ] Fall Risk Grading
Sooe | MG | s | 1o/
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Murst(;;lglsl)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O ) b
Furniture 30 L Fisk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
; : Yes 20 20 28
IV / Heparin Lock or Saline e 5 ")@ Implement
4 Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
) Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 0] @ o) \mplement High
Forgets limitations 15 . Risk Fall
Mental Status .g = Hige sk 5, Prevention
Oriented to own ability 0 :
Intervention
Total Morse Fall Scale Score: 0 26 20
Signature £ 0 %\
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ ] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) "] Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
[[] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
L1 Use safety straps on stretchers and wheelchairs while transporting patients (1 Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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) Pain Scofe : " . Modifying | Patient / Family : ;
Date Time (0/10) Location Duration Acuity Character Eatlors Educated -Interventlon Sign
] C1 Continuous | [ Acute [] Sharp (1 Dull [] Increasing | [ Yes ",
\q\( %ﬁ’\ 01[0 /\J‘A [ Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No VN @/
_ .D Continuous | [ Acute ] Sharp ] Dull ] Increasing O Yes U—‘-i— —
XQW 2\0 N ¥, \b }\QO‘/\Q/j [ Intermittent | I Chronic 1 Aching [1 Burning | (] Decreasing | [ No N
) /O Continuous | [ Acute [ Sharp (1 Dull ] Increasing [1 Yes 5L‘1 H— ,
G | Qoo | 1A . e o , —
KC{ 9“(\‘\ () \ C [ Intermittent | [} Chronic [ Aching ] Burning | [ Decreasing | I No ‘
M [J Continuous | [ Acute (4 Sharp (] Dull [ Increasing [ Yes .
lq )d% (@Fﬁ Dltb P (] Intermittent | I Chronic [] Aching [ Burning | [ Decreasing { [ No ML
7 ' [ Continuous | [ Acute [ Sharp (] Dull [ Increasing | [ Yes .
CQO /T A‘U i@f}ﬂ/\ 0//b Lzﬁt\ [ Intermittent | [ Chronic [/ Aching (] Burning | [ Decreasing | [ No N,q—
4
O

Continuous | CJ Acute _£Sharp (] Dull [ Increasing | [ -Yes

N
4y
) ///'24 3?“ d/ (& | N | Conemitent 0 Chronic | (1 Aching ) Burning | pecreasing | 1 No yASAAD /-
QD
v
Q

[J Continuous | [ Acute [ Sharp  [] Dull [ ] Increasing [ Yes
90 lﬂb6 \f ?f"\ © 1[0 i ) Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No / !
Q / j'lee ) Continuous | [J Acute [ Sharp ] Dull [1 Increasing [1 Yes
l '(Dﬁi”) 0 ' |0 p/é' [ Intermittent | (] Chronic [ Aching (] Burning | [ Decreasing | [ No pfr-

[} Continuous e arp - 1 Dull [J Increasing + L Yes

/u, A
?4){ :Eﬂ”‘/ 0 , (o Y /D/Iﬁlﬁittent [J Chronic [ Aching () Burning | [] Decreasing | [ No i
' K.

N [ o 1 Continuous | [ Acute [} Sharp 1 Dull [] Increasing L] Yes Jh
24 ‘f ]‘2 [vfn| 0 f\m) | T Intermittent | [ Chronic [ Aching ] Burning | [ Decreasing | [ No BN

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 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)




PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE {1 Month to 7 Years)

Numerical Paln Scals {Ohbstetric and Gynecology)

Na Pain

© &

No Hart Hurts Little Bit

3 5 6 7 ] 9 10
Worst
Passible Pain

Y

Wong - Baker (Pediatrics) Abaove 7 Years

S0 ® e

"y
Hurts Liu!e'More Even More Hurts Whele Lot Hurts Worst

SCORING

o
CATEGORY -
0 LA " ti .. .2 .
E No Particut , " " | Occasional Grimace or Frown, Fre'quent to constant ffown,
ace 0 Parircuiar expression or smie withdraw, Disoriented guivering chin, clenched jaw
Legs ’ Normal Position or Relaxed Ungasy, restless, tense | Kicking, or legs brawn up
] I Laying quietly normal position, Squirming shifting back and . .
Activity moves easily forth, tense Arched, right, or Jerking
Moans urwlﬂmpers'occaslunal . Crying steadily,-screams of sobs,
Cry No Cry (Awake or asleep) complairit _ frequent complaints
B Reassured by occasiongl touching, | . , '
Consolabllity Conten, relaxed hugging, or being talked,to, y Difficu to console dr bormfort ¥ ¢
0 ' distractble ' ‘
Neonatal Pain, Agitation and Sedation Scale {(upto 1 Month) ’
L) N . ¥
Assegsmen Sedation Normal Pain / Agltation
Criteria
-2 -1 o 1 2
Crylng No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Isritahility stimuli minimally with painful{ irritabls intervals consolable | continuous cry
stimuli : .~ | Inconsolable
Behavior Stale | No ardusattoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, Hcﬁiﬁﬁ constantly awake
‘ stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement]
movement movement + | {not sedated) '
Facial Mouth 1 lax Minimal expression | Relaxed Appropriate | Any pain expres‘sion Any pain ex:pression
Expression  § No expression with stimull intermittent | continual
Extremitles  { No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent | Continual clenched '
Tone Flaceid Lone decreased muscle | feet . glenched toes, fists | toes, fists, or finger
tone Normal Tone  * or finger splay splay
Body is not tenst Body is tense . ‘ ]
Vital Signs HR | No variabilty with | Less than 10% Within baselte of | icrease 10-20% | kncrease ﬁr'eéier than 20% el
RR, BR 8a; | stimull variability from normal for from baseling baseline, Sa0, less than or 1
Hypoventilation or | baseline with stimuli | gestational age §a0, 76-85% with | equalto 75% with stimmulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventiator

~/

£
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_PAIN ASSESSMENT FORM S
| Pain’Seofn |_, - — ‘Motfifying— | Patient./ Family - Y
Date “Time —-———(0 10} Location Duratlon | AcUlty ™| CHaracier Factors Educated ‘Inlervenlmn Sign
{0 Continuous { O Acute 7 Sharp 3 Dull O] Increasing | [ Yes
[J Intermittent | O Chronic QO Aching O3 Buming | [T Decreasing | (C No
D Gontinuous. O Acute O Sharp  OJ Dull O Increasing | (3 Yes
O Intermittent | I Chronic J Aching (7 Burning | OJ Decreasing | (J No
O Continuous | T Acute 0 Sharp O Dull O Ingreasing | (O Yes
O Intermittent | 53 Chronic O Aching [J Burning | [J Decreasing | I No
0 Continuous | {1 Acute 3 Sharp J Dull [J Increasing [ Yes
O Intermittent | J Chronic {7 Aching (3 Burning | O Decreasing{ [ No
i O Continuous | O Acute O Sharp 3 Dull O Increasing | [ Yes
O Intermittent | 3 Chronic (3 Aching (7 Burning | T Decreasing | [ No
[J Continuous | O Acute 5 Sharp O Dul (O Increasing | [ Yes
O Intermittent | O Chronic [J Aching [ Burning | O Decreasing | [ No
O Continuous | O Acute O Sharp 0 Dull {0 Increasing [ Yes
O Intermittent | O Chronic O Aching 2 Burning | [J Decreasing | 0 No
O Continuous | O Acute 1 Shap OO Dull 1 Increasing O Yes
O Intermittent | O Chronic O Aching [ Burning | O Decreasing | [ No
1 Continuous | [ Acute O Sharp O Dull J Increasing 1 Yes
O Intermittent | CI Chronic O Aching (T Burning | O Decreasing | O No
{3 Continuous | O Acute [J Sharp 3 Dull O Increasing T Yes
O Intermittent | I Chronic O Aching [ Burning | [0 Decreasing | £ No
Re-assessment Fraquency:
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 flrst 24 hours b) Then every 4 hours.
¢} Priorto pain pain-relieving intervention, d)  Within 30 — 60 minutes after pain rellef intervention.
Docu.No: RCH /FRM / CLINICAL / 152 (RT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numarical Paln Scale {Obstetric and Gynecology)

Na Hurt

Hurts uma Bit

I 1 I I 1 ] I, 1
3 4 § 6 7 B 8 10

Worst
Possibla Pain

Wong - Baker {Pedlatrlcs) Above 7 Years

@@@@@@

Huets Lrttte More Even More Hurts Whola Lot Hum Worsl

J SCORING
CATEGORY
] 7 1 2
" | Oecasional Grimacs or Frown, Frequent 1o constant frown,
Face No Particular expression or smiks withdraw, Disorlented quivering chin, clanched jaw
Legs Normal Postiion or Relaxed Uneasy, restiess, fense Kigking, or legs brawn up
‘| Laying guietly normal position, Squirming shiffing back and .
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers cccaslonal Crying steadlly, screams of sobs,
Cry No Cry {Awake or asleep) complaint . _frequent complaints
- Reassured by occasional touching,
j Content, relaxed hugging, or being talked to, Ditficult to consols or comfort
Consolabllity dlsiractitie 1 to I
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Iritabla or crying at { High-pitched or silent-
Irritability stimull minimally with painfulj irritable Intervals consolable | continuous cry
stimult In¢onsolable
Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restiess, squirming | Arching, kicking constandly awake
stimuli stimull pgestational age Awakens frequently { or
' ‘No spontaneous Little spontaneaus Arouses minimally / no movemem
movement movement (not sedated)
Faclal Mouth 1s fax | Minima! expression | Refaxed Appropriate | Any pain expression | Any pain expression
Expression No exprassion with stimali intermittent continual
Extremitles | Mo grasp reflex Weak grasp raflex | Relaxed hands and | Intermittent Continual clenched
Tane Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tong or finger splay splay
Body is not tense Body Is tense
Vital Signs HR | No variabilty with | Less than 10% Within basefine or  { Increase 10-20% | Increase greater than 20% from
RB, BR 8a0, | stimull varlability from normal for from baselina baseling, Sag, less than or ’
Hypoventilation or | bageline with stimuii | gestational age $a0,76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventiator

=/
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Mobility

1. Completely immobile:

Does not make even slight changes
in body or extremity position
without assistance.

2. Very limited:

Makes occasional slight changes in
body or extremity position but unable
to completely turn self independently.

3. Slightly limited:

Makes frequent through slight
changes in body or extremity position
independently.

4. No limitations:
Makes major and frequent changes in
position without assistance.

1

"Activity The degree
of physical activity"

1. Bedfast :
Confined to bed

2. Chairfast :

Ability to walk severely limited or
non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair.”

3. Walks occasionally:

Walks occasionally during day, but for
very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

4. All patients too young to ambulate;
OR walks frequently:

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

Bl o

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.

£

Y +—<

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

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

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

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

repositioning with maximum assistance.

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

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.”

ski;ﬁst':czse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing \-’
" moisfure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. [ 1
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: -1

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

—C

Severe Risk : less than 9

| HighRisk:10-12 | Moderate Risk:13-14 | Mild Risk : 15-18 | Not at Risk: 19-23
Docu. No. : RCH /FRM / CLINICAL / 119

TOTAL SCORE

Evaluator's Name
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Supporl Surfaces
Risk Scere , Category Action (Please Note: Only required for children who are deemed at risk due
to altered maobility, consider occupation therapy referral for advice
Regular Turning Schedule . _
Enable as much activity as possible High density foam matress
15-18 At Risk Protect the hesls Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating oressure mattress overla
Manage moisture, friction and shear ap y
.’ Advance 10 a higher [evel of rigk if other major risk
factors are present
High density foam matiress
. « Use the Same Protocol as for “At 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 mattress 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 maftress overlay
- Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk »  Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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1. Completery ..amobile:
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

Maobili : ‘ e 4 W ; : » e JANe 3
y in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 3 5
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
P Ability to walk severely limited or Walks occasionally during day, but for OR walks frequenty:
Activity The degree 1. Bedfast : : - . : : . ;
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

day and 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
abllity 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.

5
S
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

skirﬁswer:cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
to mois‘llure Dampness is detected every time 8 hours. every 24 hours. 3 3 j)
patient is moved or turned. .
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

repositioning with maximum assistance.

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

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

2
3
3
5

\_~

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
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

| HighRisk:10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18
Docu. No. : RCH /FRM / CLINICAL / 119

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular 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 Alternating oressure matiress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
N High density foam mattress
Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges ,
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay
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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

4. No limitations:

Mobility Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. ‘f
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
SRR Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : : . 2 ; : : .
of physical activity” Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

Sensory Perception

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

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:
Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skir:?s“::cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
o rnois?ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. (f
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

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.

Maoves 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

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."

one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or Vs for more than 5 days OR which provides inadequate calories and | provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/dl for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more

food intake pattern

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.

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.

(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

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/dI; 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 : 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




- O S
Supporl 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-risk areas
Use pressure redistribution surfaces Afternating pressure mattress overlay
Manage moisture, friction and shear
” Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
) Use the Same Protocol as for “At Risk” Patients I
13-14 Moderate Risk " . o Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges Altsrating pressLre mattress overlay
) Follow the same protocol as for “Moderate Risk” Patients High density foam matress
10-12 High Risk In addition ta regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure matiress overlay
' Use same protoco! as for “High Risk” Patients High density foam matress
Less than 9 Savere Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay
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Date of Insertion: ............. )\q \g llfo ................ X D_ate of Removal: R 1 > {;..‘.
Parameters Date SinTme O \(l”’% Ll fu 7 /- T Ll
Need for the Catheter A=Yes [INo | [=Yes- LINo | ClYes/ [ I:l; OYes CINo | CYes CINo | ClYes CINo | ClYes [CNo
Hand Hygiene [2¥es OONo | ©Yes CINo | OJ Ye; CJNo | CJYes CONo | [OYes TINo | CIYes CINo | ClYes [INo
Usage of Sterile Equipment HAYes CONo |[<=Yes CINo | CJYges CINo | CIYes CONo | ClYes CINo | COYes CINo | CIYes [CINo
Is the Collection bag below the level of bladder JHes O No | T7Yes CINo | OO %as CONo | COYes ;\E‘:‘L\IO (JYes [ JNo | [JYes CJNo | ClYes [CINo
Check the Tube for Obstruction (Free of Kinking) pA‘es [ONo |-TrYes CINo | [1Yas Lﬁ( M CMo | CiYes CONo | CIYes CINo | ClYes [INo
Is Catheter dated as policy J2fes OONo | TIYes CINo D YeS\EJ No | CJ Yes %f\q@_é Yes [INo | [Yes [INo | CIJYes [INo
Collecting bag is been emptied regularly? Li¥es (INo | TTYes [INo | (JYes D%} %s‘ LJ No | ClYes CINo | [JYes [ONo | CYes [INo
Maintenance of closed system for the catheter JYes CINo | =¥es [ONo | CJYes [ N?/ [1Yes [JNo | ClYes [INo | [1Yes [INo | [1Yes [No
Dressing clean and dry? #TYes [INo % CONo | OYes CJNo | [JYes (INo | CJYes [INo | [lYes [INo | C1Yes [INo
Is the line removed as Policy? JAYes [INo ’*El@ | CONo | CYes CINo | CJYes CONo | TlYes CINo | CJYes [INo | [lYes LINo
Performance of Perineal Care Yes CINo | ¥gs [INo | CiYes LINo | [IYes [INo | LiYes LiNo | [ Yes CINo | [IYes [INo
Onset of New Fever CYes [No | ClYes W CYes CJNo | ClYes CINo | CJYes CINo | CYes CJNo | ClYes LINo
Asses for the leakage at the site of insertion ALYes CINo [~LYes O No- ~1Yes /L No | [C1Yes [INo | [IYes [INo | [IYes [INo | [IYes [INo
Name of the Nurse W /
Signature of the Nurse ' % /

Docu. No. : RCH /FRM / CLINICAL / 114
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Mrs PRERNA SRIVASTAVA R E,é' o
08111991 MYEM11D ainbow s b
Dr. KADIYALA RAMYA THEJA Children’s . Blrtthght
Q1 IIIII Hospital _ | (g mamenmdius
CAESAREAN SECTION OPERATIVE NOTES
Surgeon’s Name: —> ‘QW —rﬁj_j‘, Date of Delivery: [G]5) o
Assistant Surgeon: R M emalas - Time of Delivery: (0116 AM
Anaesthetist's Name: T Sewmiv - DO+ Bruda. Gender of Baby: b = S Y
Type of Anaesthesia: gprrat Weight of Baby: 28 ley
Neonatologist: =S Amsla AGPAR Score: & g )
SCUDNUISE: &y o sl NICU Admission: [ Yes ~TNo
J
Pre-Operative Diagnosis: (7,41, / 2> / Pereesrens LY /
lective 1 Emergency Indication: ... 77222 € BIL o,
Urgency
1 Immediate Threat to life of woman or fetus
1 Maternal or fetal compromise not immediately life threatening
] No maternal or fetal compromise but needs early delivery
D*Dﬁi'very timed to suit woman and staff
Decision time: .............ccceveee. e ere— Knief to rectus: .......... i
GTG DosSCHption; ..........csiseseins Gy et OSSOSO
If there was a delay give the reasons: L. . T8 ..o SO
Surgical Procedure:
TRreetuw (A T &)1
Post Operative Diagnosis: Pon o0
Peri-Operative Complications: -
Amount of Blood Loss: A ¢ ©o ~Goo ev Blood Transfused (in ML): =

Name and Number of Surgical Specimen sent for examination:

Bt Tubal Sc,} M et

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




Examination Findings when Appropriate:
Presentation: {C:::alic 1 Breech COORher .coissvscninse Cervical Dilatation: ............! CRea D o, cm
Sth Palpable: ..ot POl PESIIOIE ..coovvvinmn i e
Station: -3 -2 O-1 00 O41 [O+2 Moulding: CINone [+ [O++4+ [O+++
Caput: O+ [++ [ +++ Meconium: CINone 1+ CO++ [O+++
Bladder Catheterized : 1 Yes I No Urine: =+€lear [ Blood Stained

Slialioreon . = 5“'!"'""\(’m¢x-<.jb._ Bln Ho

A EEED OO Lu . Pecad)
Skin Incision: =Plannensteil C1 Transverse 1 Midline 1 Other ....em...Cef S
Uterine Incision: merv;’efSegment' ] Classical " linverted T 1 J Incision - ol w dour
Previous Scar:  ftact I Thinnedout " Ruptured ) No Scar .y ol et R i
Incision Through Placenta: [+ Yes JNo - 2lunct baw) ows  clamped, cot Ui _
Delivery of head: ([ Manual i Forceps % g cm:zf m‘,f J‘Z;mgw SID frdat
Liquor: H/Clear 1 Meconium: [ O llin ¥ Tl CBlood [ Offensive ) Not Offensive
Delivery of Placenta: ] Manual HCCT o 1 Complete [ Incomplete [ Piecemeal
Cord Appearance: ............... AL Cord around the neck [1Yes [INo <
Appearance of placenta: ....... N e Cavity explored [Yes [INo -
Uterus, tubes and ovaries: ?l(ormal 1 Not Normal Sterilization: &¥es  [INo %mmp Mvj)

sSA{OL Qo xp ~FPT

Uterine Closure: "1 One Layer oo Layers Ve "7/ nalo” Suture
Peritoneal Closure: " Pelvic ,B’Afdominal _1 None Suture
Sheath Closure: Suture
Fat Closure: D"ﬁes "I No Suture
Skin Closure: “L8tbcuticular ) Mattress Suture
Vagineal Evacuated “Yes [1No
Drain: "1 Yes <TTNo [ 1RemMOVE N ..ccvvveveeeeannn. days [ Await instructions
Ctheter LY¥es” CINo [JRemovein ... 2-Y 4~ . days [ Awaitinstructions
Swap & Instruments count correct? ] Yes [ No [ Post-op Antibiotics IYes [INo )
Intra-Operative Antibiotics Cover: ! Yes 1 No ! Thromboprophylaxis “Yes [INo
POST-OPBTATIVE NOUBS: ... .corvnnsnmessossmsnssnsressmassamessssmsanensyossssyennsnsssnanesptithssenssmesnssnsansnsssssmins o riinsssypaitsnsos NRAUSN SRS Sro kARG Aom RS




SURGICAL | Surgeon: s

SAFETY CHECKLIST

Asst. Surgeon : Ww /1
Anaesthetist - . DY - SQUNCE

A
T HNH-00011508
Mrs PRERNA SRIVASTAVA
08-11-1091
Dr. KADIYALA RAMYA THEJA

Patient Name

Before Skin Incision » »

1P26-00006371

MYEM11D ()

oo Sais D

- . %
34 Gender ainbow® . o

Children's | @ BirthRight
"""""""""""""""""" tospital | (zzmecmzomn:

Before Patient Leaves Operating Room

TIME OUT  Time... A, Q70

SIGN OUT

Patient Has Confirmed

Identity _¥es CNo
Site ~_2Yes CNo
Procedure _L¥Y¥és_[1No
Consent ‘l/‘vé CINo
Site Marked ClYes CINo LINA
Anaesthesia Safety Check Completed  L+Yes [No

*es CINo

CJYes ELN./
%E} No

Pulse Oximeter on Patient & Func!ioning‘
Does Patient have a:

Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

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

Yes, and Adequate Intravenous

Access and Fluids Planned gxé JNo CINA
Blood Units Reserved C¥es ONo CINA
Has Antibiotic Prophylaxis been given _

within the last 60 minutes? C1Ye§ CINo CINA

AI [

v (R

. s _},’ // / N /v

SRR - /51,(\(& .........

Confirm all team members have
introduced themselves by Name and RoleT7Yes C1No

Surgeon, Anaesthesia Professional and
Nurse Verbally Confirm

Correct Patient (Check ID Band) D/Yes [JNo
Correct Site _L2Yes CINo
Correct Procedure Lfes [1No
Anticipated Critical Events
Surgeon Reviews: i s
Q}MUQ’ f

What are the Critical or Unexpected
Steps, Operative Duration, Y SX0\ W*

Anticipated Blood Loss? SO0} _Y6s (1No [1NA
Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? 1Yes_=No C1NA
Nursing Team Reviews: \o\eﬁcﬁ(\‘“
Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns? ~Yes LINo CJNA
Is Essential Imaging Displayed? /f?e’s CNo TINA

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

Z‘@ CNo

DIONRER s oo o By i arin s Ry s e

Nurse Verbally Confirms with the Team:

The Name of the Procedure Recorded =¥és CINo

That Instrument, Sponge and Needle

Counts are Correct (or Not Applicable) yeé CINo CINA
The Specimen is Labelled (including

patient name) LYés CINo [1NA
Whether there are any Equipment

Problems to be addressed CYes CINo [1NA

To Surgeon, Anaesthetist and Nurse:

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

s ONo




PATIENT TRANSFER FORM

Rainbow® &

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s . BirthRight

Hospital

Tt takes a lot to treat the littie.

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-0001150, . .
s e 1915[26@ 400+ 19/she@ 11:10am.
e MYEM11D

Dr. KADIYALA RAMY,

QT T e

Reason for Transfer

O¥-San®s Observation
From Unit To Uni:[—_ Iz:;atio/ntg Attendant
m‘ %% Yest—] No[ |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
& @ @ os[] Noll
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. ltem Name Quantity
1, i @
2.
3.
4.
5.
o Shifting Summary / Notes Written by Doctor : \ie;g/ No|[ |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

NS ?u%a 0y canvy:

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
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i Children’s irthRight
I” ‘ Hosp ital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

&IIEDICATION RECONCILIATION FORM

Drug Allergies: ............ N ............................................................... T_ 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 From: ........... s AN Shifted to: ............ B e
S.No (Geuemgfumﬁfégm:r EETTERS) (mg?:ig) (PO, ?J%U;E fy) | FREQUENCY IﬁglseT/l?l'?lﬁi ‘;’;ﬂ%‘ﬁg
1| U T RN ATAD PO @)Y l%\‘S Oc 2ot
2 | 1. CALcwem ATAR Po oD 136 OC =210
3 (1C CIDC
4 \ Oc doc
5 N ¢ Onc
6 \ Oc Ooc
7 \ Oc C0oc
8 \ Oc Obc
9 (JC CIDC
10 Oc Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

. o
Nurse Name & Signature: ......... M@Mﬂ ...............................

Date & TiMe : ............... ]O\\dﬁﬂﬁzf\‘*?ﬁ

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

* C- Continue, DC - Discontinue
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It takes a lot to treat the little. Your Right to a Safe Delivery

LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: \o(\g.‘)’c’ ........

Baseline Information:

Admission From: [1ER [ 1 OPD - mission Desk (O OAOrS: SPECITY -iiamwren it isniwmtissmsmme
Primary Language: prélu/gu (| English (] Hindi 1 Others

Doyourequire aninterpreter? [ Yes Ao

Source of Information: [ -Pafient (] Family (] Others

Personal belonging if any: /El’Jewerry [ NoseRing [1Bangles [ Anklets [ Finger Ring [ | Bracelets

handed overto................ :}Tam‘e\ﬂMPMb(’WA ......................................................................................................

Allergies: [ /Yes [INo [ Medications ["] Blood Transfusion ! Food A (T T R DY ’
L Lo L A Mo e s P o e T S O Y T e T L o P
ChIET COMPIAINS: ............ooooeeoeeeereseeeeee oo Doctor Notified on Admission="Yes INo

................................................... %' )Q\'“(—&QQ, Name of the Doctor: D*'R"'“ { C‘IMS
................................................................................................................... Time Notified: .......... & 3.4

Past Medical History: Obtained From [ Patient [ Family Member [ | Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

e

Blood Group: .A?QQ!%(’\\QIP ..L.ﬁ.ﬁ.b((EDD: ....Q;.X:Q..K.?éﬁestational age during admission: ........ ﬁﬁ—tﬁ

Contractions: rﬁ\ﬂp/ .................... Vaginal DisCharge: ..................... S
Obstetric History: 6 s P \ ............. Bl ‘ ........ e Previous LSCS \[ﬂ/l
HEIgh: ... WeightX3.... BMI............. ‘

Temp: Q,Ef,é: HRz:c %@ ............ RR: i Qé) ..... BP: ...... 1\0(% Spl; ...l C 05 ......

High Risk Factors: (Please select by ticking (v ) the box as applicable)

1 Hypothyroidism 1 Rh Incompatibility 1 Fertility Treatment
[ ] Hyperthyroidism "] Previous LSCS | Preterm Labour
| Hypertension | Gestational Hypertension | Others: (Specify)
] Diabetes [] Bad Obstetric History
] Anemia 1 Obesity (BMI)

] Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139 (PT.0)
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Mrs PRERNA SRIVASTAVA A
08-11-1801 M1 .
RAMYA THEJA

T

Family History: ~No Abnormalities Detected
[] Heart Disease [] Hypertension [ Diabetes [ Stroke [ Seizures [ Kidney disease
[1 Liver disease [0 ORHBES sestnsssvosovmasamusmnstsisisns sontives s nsbobins s sas s msan s Bt oA e

Pain Assessment: Pain: [ Yes _;LNU (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: [1Yes [ No Score...... @ ........ (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [ /Yes < 'No Score U ........... (complete the Braden Q Sheet)

FUNCTIONAL SBBEENING: If a patient needs assistance with any of the following inform consultant
L] Mobility problem [ Walking Problem _=No Abnormality Detected
('] Developmental Delay (] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
L] Overweight L1 Poor Appetite > 3 Days [ Needs Therapeutic Diet.
(] Under Weight "I Diabetes Mellitus _/=1o Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
(] Catar & Cooperative [ Restless ) Depressed [ Agitated (1 Confused
LT ONBIS ottt h s ae st s e ea e s et s e e At bR R ARk s AR A e s s nn st e b anae

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single Married [ Divorced ] Widow
2. Special Habits:  Smoker: [ Yes o Alcohol Abuse: [1Yes [_Ne— Drug Abuse: [IYes [_INe—

Social History: Lives With ................... :Fam‘ﬂt/umb("K ..............................................................

Orientation has been given regarding the following aspects:

Call Bellin Reach : [1Yes [INo Waste Disposal Explained: [ Yes [ No
Infusion Pump:  [Yes [No Hand hygjene Explained: [ Yes [INo LI Others
Above information givento .....................L.. O[ ...... ()n ..........................

Name of Person Orientation was given to: ...... m)&’yaf?ﬂﬂ\ ..............

Orientation NOt GIVEN RBASOM: ...ttt esea s

Nurse Signature: @" .........................
Nurse Name: ............ O\ KWL .......................
Date & TiME: ..o X S.l.}_:(),...g ..............
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OBSTETRIC TRIAGE ASSESSMENT FORM

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

alcl2b

Dates vk

1) Level of Consciousness:/EQ’COnscious

Time of AnNVal .. s

] Semi-Conscious

] UnConscious

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

] Severe Pain / Moderate Pain
] Bleeding PV: Slight / Heavy
] Decreased Fetal Movement
] No Fetal Movement

4) Gestational Criteria:

Time Seen by Nurse: ......

[ Preterm rupture of Membranes / Leaking Water PV
[J Preterm Labor/ Labor
] Spontaneous Rupture of Membrane / Leaking Water PV

[J Other Reason: .......................................................

)
3) Vital Signs: Temperatureqa..\.'....ﬁ Pulse:gabb RR: wﬂ $p0,x)-.... BP:\.\..Q.B.'DWeight: .............

Gravida: G 9 P ! L, A
RolRbe . e 6'6’?'6 .. Gestational Age: ..... LA weelk ¢
Uterine Contraction [0Yes |[.=No | CJNA | Onset Time Frequency:
Membrane Rupture [ Yes ] |_+No | CJNA | Onset Time Fluid Color:
Vaginal bleeding [JYes | =No | CJNA | Onset Time Amount:
; If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes [,=5No | [J NA Pain Abdomen / Vomiting
Good fetal Movement ;l Yes | O No | CJ NA If No specify:

5) Pain Screening:

Numerical Pain Scale (NPS)

| | I | | | | | | i
[ [ | | I I | | | I
- 1 2 3 4 5 6 7 8 9 10
No Pain Worst
possible pain
% e 10T P sl e R S I S A S DR R R AR
o DUrAtON: ....ccccoviiiiimeninivniiNasssovssssnssvessssvarssssissnssasss Days / Weeks/ Months (Strike out which is got applicable)
o INATABTOT, ovicuunss srimscrs aiimiomsaid et vioeon s ol 8 wias 4 54 SN 3R o o S a1 i o R A S SR
. Frequency: ...................|..... 1}\0”
. IHBTVIIIONSE .o comens s smasioson s ot e s s v s als S5 313 A 0 ol % S oS o S A s SO Sl el oo i i

6) Past History:

a)  SUTGeries: .................. % }6\40\2_&

T R — }9 ;H

Docu. No. : RCH /FRM / CLINICAL / 098
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||lIllllllllllllllllllll|||lllllII||| ?

Allergy:

L] Yes

JNo,

If Yes :

8) Current Medications: -7 Prenatal Vitamin [ None

9) Prenatal Medical History:

/{None

1 Chronic Hypertension
] Gestational Hypertension

1 Diabetes

1) e

[] Gestational Diabetes
LI Low placenta
[ Others if yes, specify

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
1 Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

1 Category Il: Emergent (Time to Physician: <

15 minutes & Reassessment: Every 15 minutes)

1 Category IlI: Urgent (Time to Physician: = 30 minutes & Reassessment: Every 15 minutes)

/‘E/Calegory 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
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
e Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
; pain <37 weeks (>spotting) >37
i ] weeks
: ; Mild hypertension
2 Hypertension > 160/110 i
- Hypertension Seizure activity agg / or headache, visual | > 140/50 with/without
Ve i disturbance, RUQ pain | 2ssociated signs and
: ; ' symptoms
=T ; Atypical FHR tracing,
= = Abnormal FHR tracing
Fetal Assessment abnormal dopplers
S . | Non-Fetal Movement Diseased fetal movement
= e s
Others - Acute onsite severe « Major trauma + Abdominal/back pain - Ongoing assessment Anything that does not
: - = abdominal pain « Shortness of breath greater than expected in | from out patient clinic seem to pose threat to
- |+ Attered level of + Unplanned and pregnancy ) (for hypertension, blood] ~ mother or fetus
5 consciousness unattended birth + Flank pain / hematuria work) Cervical ripening
. Ty e » Cord prolapse » Nausea /vomiting and | . Minor trauma (minor Out patient placenta
‘ 1y . S_evere respiratory Jor diarrhea with ) MVC/fall) previa protocols
distress _ suspected dehydration | . Nausea/Vomiting and Pre-booked visits (ie
« Suspected sepsis Jor diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
dysuria ,cough, fever, Assessment for version
i chills) Rashes
Time seen by Doctor: .............. D
Nurse Name : ............. d kbu(a ......................................... NUrSE SIGNALUIE: ........coceeeeeeeeereeceeeee e

................
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BREAST FEEDING HANDOVER AND

ASSESSMENT FORM
1. Breastfeedinginitiated?
M O b.No

2. TN, RBASOM ...ttt e et et et e s s e s e s e enee s es et e eses s e e en e s ame e s ese e e es e s aseeasen e s s anessenaan s s e e eananserannn s eneenen

3. Nipple cendition:
- ({:ﬂ:ipple well formed

1 b. Flat nipple
[J  c. Inverted nipple
1 d. Short nipple

4.  Milk flow:

(1 a-Good
{K/z-. Drops of colostrums

] c.Dry

5. .Ste}LorFositioning and attachment:
(1 a.Baby goes to the breast
(] b. Mother always sits with a back support

[J  c. Ear-shoulder-hip should be in a straight line
[ d. The baby takes a latch on the areola and not on the nipple

™

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




6. Was the position explained:
a. Yes

L) b.No

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

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

O AGIIONAI NMOTES: ..ottt e et e et e e e eesssese e s eeeeess e et eeaeens e e ees e ease e s e eneeees e e s e e e e enteenseeneemneensae s aeneeeneennnaennen

Continuity of Care: Date: (qtg‘[:ﬁ -

£ dgoithe aloul  CondiRK)
Lo bx planed poftten)
—p M1t o G

S ;r\é./houﬁvg Peedd aﬁ\gﬁ
(

S
Handover given by ...... /}Sf\@*‘\’\ .................................. Handover 1aKem BY ..........suaimismoissssssesmsassiisismsssrosises
C) .
SIGNALUE .....ovvoooeveeoe s A e ceeeeeeesesassennes SIGNATUTE ..o eveeeeeeesesssssesssseessessesessesseeseseeesesees

Date & Time: \@\\af»@,o ..... A DALE & THTIE: +oveeoeoeeeeeeeeee e seseseees s esee e eeesenns
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CONSENT FORM FOR GENERAL / E?.‘i?.?_r%‘::{fs ‘Eﬁﬁﬁﬁi&ﬁf
REGIONAL ANAESTHESIA / Hospital " | ) sruseoniomes

IVIONI'I"ORED ANESTHESIA CARE

PatientNar;m Mauq)ﬂ-ERNﬁSR!V%THv% Age : 3434 Gender: Male (1 Female &
UHID NO:-LANE=D0DN SOR. ... Surgeon Name: . ... Kadl. a.aa_la ....................... = J’)‘:\:’Q .............

Anaesthesiologist : ... KJX... «{;G AL ettt p e eR e e s Rt e R s AR R RS RE e R RS RR s e s e raEnEnoe s enntnhs

Operative procedure planned : L%TIVGMWSGQM&MC&%&R%B)$&@UN
&l ToeccTomy

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesihesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of

evenis and does not feel pain dunng the operatlon Drugs given through a vein and / or inhaled from an anaesthesm machine

produce it. Reglonal anaesthesia mvolves 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 alf my doubts.

[ Heart disease [0 Hypertension [ Diabetes mellitus O Renal failure

* O Hepatic/disorders [0 Shock 3 Multiple organ failure O Polytrauma/ Renal Tubular Aacidosis
.EI Incapaclitating Cronic Obstruct'ive'Plllr;mnary Disease

LLeters . Hxapomum, B&z:dua l\\s:u)....a\?.x Jtmm{:wr Oy £ PmL LpQcone
L COMMENES s 2 st R st
« Doctorto document in medlcal record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors fo perform upon me / —nﬂatient
Wl Pﬁ&&NB—«S&lVﬂS‘T&Vﬁ the above mentioned epeﬁn / Diagnostic / Therapeutic procedures

" lauthorize and give consent for anaesthesmé,izﬂmnal / 01 General Anesthesla / 1 Monitored AnestheSta Gare as
considered| appropriate by the anaesthetic team. .

r

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments jand 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 Gonsenting for anesthesia.

Docu. No.: RCH/FRM/CLINICAL/021 P.T.O
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-~

l-understand that there are some infrequEnt complications'thiat éan o¢eur due to use of anaesthesia, these include
pain or some injury-at the sjte of injections, temporary breathing difficulties, asthmatic reactions, headaches.

| authorize the anaesthetic feam to pen‘or;n any additional procedures (for example, Ceniral Venous Pressure line,
arterial line, use of nerve blocks for pain relief, changing from regional to general anaesthesia etc), which are
cunsndered necessary by them during the course of surgery L £

P

-
- ¥ - 4 LA L]

Thati authenze and gwe consent {o the team,of doctars attendlng on me to admmlster blood products during the
course of operative period and immediately thereafter in need arises.

I understand that the above mentioned consuitant anesthesiologist or accasionally a colleague deputed by him / her
will administer the Anaesthesia.

|
- Pregnant: ¥ Yes  ONo i !

|

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT }

[ dectare 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.

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

Patient / Pafient Attgndant : Witness : l
Slgnatu Signaturem?fé% .................................... ’
Name : Ndme —-Djy'lon‘ .......... Devreeesneerscon -, O
Relationship with Patient: ....=2€x....cccccuvvverrcrren Date & Time : 56[04% .................

Date & TIMB : ..ot issnins s seneaes

Doctar (who is taking the consent) : - ETSE AP UL U B R




Rainbow’ ® - .
INFORMED CONSENT FOR SURGERY OR Children's .Bll’tthght
SPECIAL PROCEDURE PR | W
Patient Name‘\n'}i.‘z\‘\’U\’\-"L ..... MNA‘M* Gender: [ Male pfénale Age: ... &{\[Y‘- ...........
oHDNo - SNV ~qeonys0g Date : \q\«\"?('

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
the hospital staff responsible for any untoward event thereof.

% Q

55 ..... t\h .r.\?.tr ........ \FYW ....................................................................

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

5. lautharize the consent to the performance of the operation or pro

edure.
év Paoneia AHEPATIs

Patient Attendant

Signature : /?SVC;\ .........................................

Date & Time : "?1’4%@% Relationship with Patient: ... Awxbavd

Date & Time : \?J.’ b @ ......... ghm
Doctor (whp is |akil/|\g the consent) :

Witness :

SIONALUME : ..o

Date & TIME & ettt s s eenene
Docu. No. : RCH /FRM / CLINICAL / 027
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Rainbow® 9%

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight’

Hos p ital BY RAINBOW HOSPITALS
SPECIAL PROCEDURE It takes a lot to treat the littie. Your Right to a Safe Delivery
. f
Patient Name : L \RS.. PRERN B gp\w NS onder: O Male Cfemale  Age: L3 \{)5 ............
UHID No . AN - Qb o\ Sed Date : ‘q\oszgzé’ .....
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)

CLECTWLE oW ER SEGMENT CAESCRWAN SECTIaN

ORI SRRSO | : : ; S R
Mes ‘\)bkar\& Sh uqs\tma- (Name of the Patient)

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

the hospital staff responsible for any untoward event thereof.
jel Ceﬂ‘\ Q\v\g_ﬂbg}&\ei { B\OAAQJ,

..... soR R oSS O e To L ANt Py e WM I o I O e, Voo Koo i TS O, =
..... QGM\JR\e;&wT Blecd  and %\ﬁpoﬁutm
..... Fanslumon,. . meed ] mu\*\tx\sup\muu&rnumci@“\eﬂjf

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. lautharize the consent to the performance of the operation or procedure.
DY Raryp T .

Name of the Doctor who is performing the SUFGery / PrOCEAUNE: ...............cc. i icreeet oSoreseessenrsscnsresnsserasasaassanssnssens
(:onsentee(f{)\j))r Patient Attendant :
Signature : . )% .................................... Signature : (./9'(‘4( ................................................
& J v
Name : W‘Pﬁ“wm Name : ... DTLZL..TRLOGD oo,
Date & Time : ........ W\fiolé ......... @ .. 8 . A Relationship with Patient: ....... A‘“"H”‘U\J ..................
. Date & Time: ... l‘i]lb)l&/@g"”“ ......
i Doctor (who is\taking the consent) :

SIGNAIUTE © 1.oovvvvoeeeeevceeneiseesi s : QM

Signature : ..... .3
PO e st st e Name: ......... & ...................................... {1,
Date & TIME & ..o

Docu. No. : RCH /FRM / CLINICAL / 027
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‘ . Rainbow® ’0 ~)
Departmer}at of Anaesthesiology Children’s Blrtth ht
PRE-ANAESTHETIC EVALUATION Hospital .3* R:;r:‘fgwggsglrts
Name: Mﬂ;"\- D PRIV ASHNAGe: 2Y....... Sex:..Female.... UHDNo: HNH Z000U SR,
Date: ....... I(b Sl . Time: .11 30PM ... Proposed Operation: M. SC.S., Tgll......!;.&—bﬂ&ﬂ
Diagnosis: .. | CioPiLs. } %NKA/PI@&L&CQ ....................................................................................................
B.P/CRT: ‘0‘3 %H.R. 1.Q.O.Imn Weight: "l::’.:‘-‘lk”' ASA Physical Status: O 1 E/ O3 04 o5
3is )ZG K d (ljharatury Data:

Hgb: . 2- Glucase; ...... Protein: HIV: et ceicnrniens X-BaY: oo

POV: coeerveneeeceneeneeene Urea: ... Alb: HBS AQ‘ N'R- [=10]c 3,

wec: . 1000, (70 S L — HOV: oo 2D ECHO: evvrevvcomssisons

pue: 2+ Stla Lhy Na: . i, Bill Blood gmup-Pr Pearmvesiessiangior ...

PT: crreererernsedenerssnenanse Ko vrersersmisasiosemsemeemne 15 M T3 ............................. 011152 SR

[ (A CaF 1 cosvnvernrrenersssesssons AKPROS: s s

INR: covveverererermrsnsnsnennes MIF D crreevrmsrssensisniesennens AMYIASE: ovvvverreesssesssearene TSH @SSM)U‘M-D
(RN - c101 1 1.4 | SR Allergies: N]_\__

Medical History: ~ CVS: €)

RESP: { Diabetes :

ONS Vo Sie NIEIC.ANT

Renal ;

Hepatic / GE : A Physical Activily:  MeTs = Y

Others : ]

Past Anaesthetic History: brev decs Laene ( &Oill) , ve

Physical Exam: ' -

Rirway: MP1®] 4 Motth Opening; Meqvayl@tohyn:lestance SER, Neck @ Teeth:(m_f.)ﬂjcgmm
s BACE), Chems » Spo, 19 on 08

Heart: <3 %’@ _
ONS: O s b a6 .
Pregnant; [f6s CiNo CINA \fenous Access Sie: —  Spine Bxam for regional : AV} 5 JNire

Anaesthetic Plan: DMAG/GmAL C1GA-ETT CILMA

Peri-Operative Plan Explained to the Patient:)uie( o No

CURRENT MEDICATIONS BOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis : & ]o}ncg!
T CALcIvM ab Water/ ORS 2 Hours LP
T T, 2. NILORAL<T[  ~
on ob 3. Informed Consent: ‘;'/Bﬁdard B High Risk.
4. Post Operative Pain ManagemenVD{m:ssed with Patient
| 5. Other Instructions:




—————
HNH-00011508 1P26-00006371
Mrs PRERNA SRIVASTAVA
08-11-1901 WUYEMID  (F)

Dr. KADIYALA RAMYA THEJA

AR

Change in Patient Condition:

,//{é.
Rainbow® ® - rar
ildren’ BirthRight
] ANAESTHESIA CHART  haoieal ~ .9

T Yes [Ne—

Fasting Status: C'{LMJ%/

Physical Slatfls: (/:/P'atient ldenu'ﬁed Z Consent Present | ,UE’ Chart Reviewed )
H.R: ffb/’m YB P)/ CRT: lorf/gh | Sp0,: ‘15”/ CJ A RR: ix/m | Last Feed: 6 /VV
Pre-OP Diagnosis: 73"’(’34@ ............................. ,{,ACD ..... 4 4’['7— ..................... Date IQ,/ B i

\{Jv
Surgeon: .. 2. /’j’ /lﬁ A N s
TIME 17~
N.O /AIR /O, LPM b i -
HALO /SO /SEVO Antibiotic
Drugs: , gwwf‘/ 2
- T 4 - <3 s
CAMTOUN A EWZ ZIUA bl N | ppositor A
A la ot { c'bb
METT HFJ’thM VALY 1v (o)
M) VULM’ TN v \'U(m'.
P T ' I BoodLoss | OO N
117 241, .1\ SARRT AL
e ZAEPS Al
FIO, /Sa0, OV [TOU[ ICU[ T a4 ’5’0“
ETCO, MFE R 3
ECG YRTSRTSTC W
Temperature
Trine Output NOTES
- N [~
8§ LA
&
BP 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 180
140
Throat Pack In
Throat Pack Out 120 A =
100 PNV
80
iy N
A A
40
20
10
0
ABG
LAB Values
¢ [
_/ Otes
Equlpmem Checked and Temp: Induction Regional:
A cnunal [ HME 1 Fluid Warmer % ] Inhal \_E;nyp( Specify: ..
‘/:: \) [] Cling Film ] OH Warmer ] Rre 0, 1RSI ‘Spinal [ Epidural D Caudal
| Cuﬂ Slte [J Huy ] Cotton Woal O ers Others o —————
l 1 - Positio I
] Masl
> EKG Lead \@‘}ﬁl‘ . : l -
"] Temp Site ‘5 Times: IOMV\ ] Airway ] Nasal B-U
[l FO. Monitor Anaes Start: ... foi ETT# ... — Needle Size: * A Depth
1 .I'll Monitor i o 1 e e [ e e : ?mlh : Sl [ Cuft Parasthesia [ ] Yes
Pulse Oximeter QP BN iR ssrsmisiastmias .| Tracheostom Catheter at skin ..
o i v
Lj Capnograph Leave OR: ... “W’ 377 Drug Narne&Conc [Z: ﬂ,‘lf @ ] AO‘ré
[ Ventilator Anaesthesia: ] Awake T Direct Vision Bolus: ....... .
1 Nerve Stimulator \/\_S.L ] GA (] Video Laryngoscopk, (I Stylette / Bougie |.-,fu5inn;-f 7/5- Mmee FE-N A’f}!’ jL
] ored Anaesthesia Care ] Fiberoptic Block Level:
‘y‘/ T Regional BIadOME .o .ooeoersine PSP icveinrsusimssasmssmsionss Comments: . (f & L ‘Q?uﬂj‘ %&CN
A" Pressure Poi '
Une (Size & Location) Transportation to
Eye Care: 1CVP: . ] Bilat = BS —FACU Llicy L] Other
'. \ Dlnt WA = o e 1 Semi-Closed Circle Relaxant Reversed ] Yes [1 Ne
v [8[4 v v 0 Closed Circle
iR Lt i e Name of the Doctor ... & LXK TY Y ...
E || e S SR OREE [ Other
wake V. Signature of the DOCION &...............c..opm el M.
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rudI-ANAESTHESIA CARE UNIT RECORD

%z
Rainbow* . s
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

— Lo O S 0 200
Received in PACU by : ...... ‘A( AVEWA Y Time Received : ....... 1.\.‘...\ .................... Time Discharged : .......... 6 2. S |
I
gfg gﬁg IV Cannula Site : L—C;{S:"—'L“m\v
E :zzgg 230 | [0, Mask [ Nasal Prongs
2 e gfg [ Tracheostomy [] T-Piece
& 200 200 | [ Oral Airway [ Nasal Airway
&:‘ 190 190
= 180 180 —
=] 170 170 | Vomiting : ] Yes [JNo (1,5 : 1
S 160 160 =
m 150 150 | NG Tube: ] Yes [INo
140 140 o = =
x 4g — - 0 Drain; [1Yes []Neo
120 \ I y i 120 Urinary Catheter: [] Yes [] No
e no [T I 10
% 100 T [ 100 Chest Tube: L] Yes No
= 90 [ | 80 —
x 30— - s 80 Nil Oral [1Yes []No
70 = T
0 60 A o | wruids: E{
@ o ‘ b Oral Feeds l : {f\
30 b 30
v 20 N " 20
10[¢1 7 =i 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 | 90 ouT SCORING INTERPRETATION
Able to move 4 extremities voluntary or on command =2 Ay £ .
Able to move 2 extremities voluntary or on command =1 ACTIVITY A Minimum Total Score of 8 is Required for
Able to move 0 extremilies voluntary or on command =0 ‘ i =] h— Discharge
Bybi-a to deep breathe & cough freely =2
'spnea or limited breathing =1 RESPIRATION
;gﬂewm — = g 2171 2| Exceptions to this, are to be explained in the
- 4 of Pre Anaestielic leve = H H tnd .
BP = 20-50 of Pra Anapsthetic leve =1 CIRCULATION 2 | 2 space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0 - D,.. 0~
Fully awake =2
Arousable on cafl =1  CONSCIOUSNESS
ek Hoafaln
Pink =2
Pale, dusky, blotchy, jaundiced, othe =1  COLOR I
e y, jaundiced, other i I S [ I e B
)
TOTAL hf) 01 \®
PAIN ASSESSMENT AND MANAGEMENT FORM
Date | Time Pain Score Inlarvegtiun Signature
W | {io !\SUNJ
ok I A o 4

M\C/’ 1Y

D\

Mot ot

a8 19w 6 )b

P

0'),9

\d\,\>/ N

M

Y

Nerd wmal
o\

S\

K
-
(/g/

&
Pain Tool Used: [ NPASS [JFLACC I Wo

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b.  After 24 hours every 4 hours
c.  Prior to pain reliving intervention
d.  With in 30-60 minutes after pain relief intervention

Transferred to

Unit by (PACU): |

Date & TIME: ..o
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Rainbow”’ ] Yy
Patlent Sticker ) ‘ Children’s (. BirthRight
Ho spital . BY RAINBOW HOSPITALS
It takes a Jot to treat the lime. Your Right to a Safe Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
3711 SO TIME: wovvrvreesseeseenee PTOCEAUTE AONE DY vereraecereriisscneirsasrmie s nasnssscsssanans
CSE /Spinal /Epidural Position . ....... feeraras SPACE Luvveerereeereriersrrtssensaeens Technique (LOR/LOS) ....... IS
1]5]171) OO, Catheter at SKIN: ....ocoveceressiersersnreseranss AREIMPLS & vvvvevrrrercrremier et ssrse st
Parasthesia : YeS/NO if YBS QBLAIIS : ..ecccrreererreeeren s rssnsnsssesssersesses s ssessesssts s ssass s s s s e s
SOIULON COMPOSHION ; 1evveereuressemsersersesserssrnesessassssssssessssssiasssasssssssesssss s AL eSS AR SRS R
Any other issues :
) sevrversessssuneesestasese s AR R 2RSSR £ 4RSS R
D) ereeeeoereesssseeeesumsasssesneesesaseesesesear e SA R EERRA ERER SRR AE R 4TRSS AR R
) Infusion Rate Level Maternal .
Time . (mi/hr) Bolus (ml) | [ef Right | BP | Pulse FHR Comments
Delivery Details :  Time : c.ovveeeevveeenennene APGAR: .....ccooveninnas SVD/ Instrumental / LSCS (if LSCS Details}
Catheter Removed by and Tip INSPECIBA : ....eveeveereee v sssssessess s e sens s aeessns et essasesne ettt rsraenannans

PAtiBNT SAHSTACHON © «oceeeeeee e istisri st ssstisessessessna s sessnssesstsessnssenaratssnassas sasessasasssennssshassntosnarassssassnsseshesstnbesesnenesasens

Discharge /Shifting ordered by :
DOCIOr SIGNATUFE: ....ccveeiereverersrsssresssasessasnssssasesesessessssnanen
Doctor Name: .............. enreeeetreer e a et va e R e e e R nran s

Date A0 THTIE § uvvevrerrerneeracervmeessnssssnessmesrssrerssssrsssesssressseenns

9
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Rainb‘gw' @

, Ot Children’s BirthRight
e : o e ' Hospital .wﬂ!‘.‘l‘l’!&t‘.‘?ﬂ!&?
oy v 12 takes a kot to troat the Mitke, Your Right (o a Sale Delivery
NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)
Patient Name: ;. ol Age: - Gender: nr
UHID No: | 1 ° iy nj'i P No:~ | L . Date: Time:
Diagnosis: e (T 1
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyi Citrate Inj. 50mcg/MI
2. | Morphine Sulphate Inj. 15mg/MI X
3. | Remifentanil Hydrochloride Inj. 2MG
™. | Remifentanil Hydrochloride inj. 1MG
™
Doctor Name: _ | ' Doctor Registration No:
Signature:
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: ............ R IE S b acti s liins iy wesrimsetia Date: ... L hoime bt B v simessss

Aaghaar No-ofitne Palie it (OPHONANY: 1 i osveriosomisstrin e fivste v il vassssr b T e s TR s

1. | Name: |, ‘ ! Remarks

e | I L wliln
¥ W

2. | Complete postal address (With contact number, ifany) in, ‘Jn.-.'l a8 g

3. | Brief description of the illness

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

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
|
Dispensed by (Name & ID No.): -‘~.¢ 2T LT N S Te
Received by (Name & IDNo.): ............... 7 0 L1 W18 IR 1 2 o i 1 RO SIgNatUrE: .............c0.s i g

I vy 17t o S

Docu. No: RCH/ FRM / CLINICAL / 133
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s g 7
T 496-0000 20059G Chitdren's | @ BirthRight
rospital_ | (@ neueen=es
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name: /\fl?l.& . Poanne ?JVO%:‘[(LUQ Age: 3%‘ "?5 Gender: F @_{Y‘\g_{}_q
UHDNo: M VP TUO0IN S ONe:  25- 00006 378ate: 191 S 12 brime: -_?5 58S Fm
Diagnosis: LSCS Ul
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Rem‘arks
1. | Fentanyl Citrate Inj. 50mcg/MI 00 Meq Bl
2. | Morphine Sulphate Inj. 15mg/MI B
£ Remifentanil Hydrochioride Inj. 2G i TS
4, | Remifentanil Hydroghloride inj. 1IMG i
. L}\' & Apestpn VURO0 AR p A i | lrnt l (ko 5
Doctor Name: Doctor Registration No:
Signature:

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
oo £ 371 als /2
IP Registration No: ....... DGOOODJB ..................... Date: b
Aadhasr N ofthe RatiBnt (OpHonal) S s darmsasesse ent sviess vodiss voriisn s vendis sy siend
=
£\ P)
Name: Mo, ) Suhra &-»?vaaUa { e Remarks, A
=3t ‘Zjuu‘w&é‘%q
2. | Complete postal address (with contact number, if any) #Lxﬂjggiwaﬁa ‘
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: )/@/T/M

j[\QU.t;ﬂ ............. Height:...... .3}00

Origin: ......cccvuue.

Food Allergies: ... N BB

Diagnosis: ............ L“SC,S ........................................................

P
Typeof Diet: O Liquid 2 Soft O Normal [ Diabetic
0 Vegetarian [ Non-Vegetarian U] 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)
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