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Date: 7 || UHID / IPNo.: _Jspliy =g JAis oo, SINo. 1232
Name of Patient : __ | )} /' Kol Age: e Gender:_'L_
Father's / Husband's Name : _%__éﬁﬁz o - Corporate / Occupation :
Address : , Rl = R Phone : Wmail: !-x -
4 \.v L] ViFt
Procedurelilan: J d sonl 1cee QBcp 185 9101, EDDDo% L . £
MODE OF PAYMENT : [ | SELF [ |TPA: oipsa:.  °  OTHER
TARIFF INFORMATION : A ) 7 P ¥ et M. A
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
,Multi Shared Ward
-shared Ward
Twin Shared Ward Q ! ,t. : tﬂp 9 )
Private Room
—= e ot
Super Deluxe Room A/
Vi m‘_mw%_—%
Suite Room !: P
Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges, 7 ]
(Package starts from the Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
time of admission) Labour Ward Charges Anesthetist's Fees and OT Charges
Length of Stay for : s Length of Stay for :
Pharmacy up to \ * W/ * Pharmacy up to ;14’?5_
Investigations up to g_ M 9 Investigations up to
' "
Others . o Z X
Neonatologist Charges : Covered Not Covered dural / Entonox :

Mitial Minimum Deposit :

EMARKS :
. l: Room eligibility 18 u:egqibf;"c%%:& af:pré] Qﬁeigmégel Robm Méslé{fm{b‘ﬁé mssmr/ %1!9&@1&1:! %ZMQQ aéofdzéomou
of stay, medical condition, investigations, pharmacy and any oﬂ:erpruoedure

2. Proportionate difference of bill amount is applicable in case the patiént optsfor 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,
etc.

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 Counsefling desk between 9am to 6pm

5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, etc. crédit 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 bilt 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 patieats in SDLX, DLX and PVT rooms and qnly one attendant is permitted m the rest of the categeries of rooms and no attendant is
permitted inICU's

8. Tariffs are subject to revision ! . "

9. Kindly check your billing status on day to day basis at [P Billing Departinent.

10. Additional Charges on package are applicable for Non-werking hours and Non-working days (ﬂndays andpubhc holtdays)

: DECLARATION LT
1 - ‘-1;"- i L WA have attended the Financial co*unsehng desk and understood the axpectﬂd costs and

other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
I pron'use to settle the hospital bill with the hospital without any amblgmty

Signature of the Client Slgnatory Relationship Signature of the firancial Counselor
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_ Mrs RACHA ROSHINI ‘ =
pu | wvame | Chitdrens | @ BirthRight
AT rospital _ | () zeeonioin

SURGERY DETAILS

Date : 111}3/2026 ...................
M
Patient Name: )/L%b(RQQ«O’(a\ ..... UR.DEDZM.N ....... Date of Birth: .2 7.-U-199S......... Age: 3@\;\5 :
(“
Gender: ..-.emall...... LY R UHID No.: HUH =000 3L Sk
Date of Surgery: d?(.{/:f/mﬂb .............. C10T-1 [9'0(2 10T-3 [10T-4 [10BGOT-1 []0BGOT-2
Name of the SUrgery : .................. e \ec_\f\{e_ ......... \SCS‘ ............................................................................
Timein:............... , )’IOA’V] ..... Time Out :............ O‘\IOP% ..........
NAME AMOUNT
1. Surgeon

2. Anaesthetist
3. Assistant Surgeon :
4. QT Technician

5. Circulating Nurse :

6. Assistant Nurse

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

@ e 5 o

Signature of the Surgeon Signature of Circulating Nurse

Order No: ....2.4.= 000020649 5= covvvvccee Order by%;fwwq%]ij%@ll‘fmfm

Docu. No. : RCH /FRM / GENERAL / 114
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CONSUMABLES OF OT
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Rainbow®
Children’s
Hospital

It takes a lot to treat the little,

%

‘ .Blrtth ght

Your Right to a Safe Delivery

Circulating staff :..... < .dvmys.............. Technician : JDQL/D am. l .. Date:.... [ '1,[:‘26. ........ 11 Pt e
Anaesthesia Disposables wsued Y usea | Surgical Disposables ,7!4‘"" uesg| Disposables (Baby Side) | OV
ET tube MajerPack (4« 7 | Inivitk A
LMA = Sutures 9 2 1_1 [ o3 L L g Cord Clamp 1044—
ECG leads { A/ P/ N (AT Ly 1324 Suction Catheter
HME filter : A/ P / N i A Feeding Tube  (~(\() Jg—+
Syringes : 10 cc ’ | Vaccum Suction Set
05 cc \ﬁ TGloves Q. -6 / 'g"’ Surgical Gloves (Y, , b =
= =
02 cc 6o et _5 g GazePack " AS]
01cc e = 1 Syringe 1ml / 2ml A= e
Cautery platef A} P /N ' y-Surgical blade 5 o ST | Surgical Blade # 20 —
IV set “’ X " | NG tube . Koochies (S) ol —
L , Y Caery porc M kg, serks) |01
: 5 : y =
NS : 10mi / 100mY 500mi / 1000mi ¢ | 1-Koochies yoxo( t— e eligies ]
A U o @—Qintments ¥
7 X
02 oyl Aﬂrl\ 1_(0,/ ction Catheter b | Laboey 20
Fentanyl — & (_-Cap, Mask M L
T VAL ¢ e TR
Ketamine J Mop Pack K" = X\
. 5 - '
Propofol Steristrip " Al / (ZENEY] -Gaah‘r"'“.’)\
Rocuronium Underpad R | )
Glycopyrolate Draw sheet . —
Myopyrolate Abgel 3
Ondansetron ~_{ Foleys catheter ¥
o5t Pencan-280/ Spinal Needle 22 \ __%,—‘meag
’ Bupivacaine 0.25% _{-Chest Drainage Catheter B
Wﬁ{”ﬁumeainsm%{Heavy) @;&/——ﬁomodrain bag \ o
Antibiotics | Bandage K.
".TL‘/ “‘43(5!.3“ .2\/\ @J‘—-—-‘Egaderm

Suppositories

loban

Anamol : 80mg/ 250mg / 170 mg

_~| Double J Stent

Supridol : 100mg

|_Vaccum Suction set

Justin : 12.5 mg/ 25mg / 10‘6mg () \+Plastic Bed Sheet f '

Tab. Misoprost : 200mg g —Betadine Solution (2 -

ot Qhavy ¢ %Q/’W;rasmeld Z T

e il \aeak ﬁ/"'ﬁb—tﬁmBaus /
!

_Aatex Gloves

—Ramdione Scrub

Zatﬂ.l m[r

%TM’»—M W'av
Cvyidcdel <10~000 f2UuZ @/[,
L

—Saral

Surgeon
Order No.

...éé.:@.aan..zlém../g

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

Anaesthesiologist

Y B—

Ordered by : %:UTSZMM ;MII‘JJ% i

OT Technician
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= Rainbow Childrens Hospital-Himayatnagar
Rainbow
Chitdren's . " .
Hospital burthigee Rainbow Children's Haspilal, Door ne. 3-68-267, opp, Cafe niloufer, Old MLA
Rk guarters road AP State Housing Board Himayatnagar .Hyderabad ,
Telangana, INDIA ,500029.
040-4B873000, info@rainbowhospitals.in
T g
INHENRE ]
ELECTRONIC MEDICINE PRESCRIPTION
MAN ¢ HNH.00013454 Name * Mrs RACHA ROSHIN
AgeilSex Y TW27 0/ Femals Decter : SWATHIHY
AdmiReg Data/Time + 280712020 D852 Payer : MECT ASSIST INSURANCE TPAPVT LTD
Crider Date * 2470712026 13:11 Ordersumtrer  © 28-00002184%9
Vish 1D : IPZG-09D06932 WartlBed No  ; 4F -O7 /PDA-112
Patlent Address 10457728, ,PVN COLONY, MIRZALCGLUIDA, Makajlid. Hydersbad, Telangans, INDIA, 500647
3.Ko Dasceiplion Garrerde Nama Dasage Howta [ Frequency Durailon Inslouction Qy Status
1 [SASORRER SOLtERS s 1002 Daly 20an zhin|  tupanae
2 [orToon roso MG 1ML 1 1 Core Qiady 1Rap vl Dasemasd
2 THEMICAINE 2% T Y (101 et i Ongw Dady 1Dan 1H3| Dapemisa}
1 [SET RArT pACK SAFE o Eaomaly 1AM 10apy 1has|  Dispesed
8 {Reecam eiongn syaTgu | TECEREACTATE 1V ot 10nca Dady 20y 2Bata|  Dixperniso
& |scLove res(SURGICARE} [SURGICAL GLEVESES [1Hoe Extomel { Orco Dady tCaya Bl Dugmnec
7 ey TOSTORES 130 Eviarnald Orce Dady £ Cays tNos| Dapenssd
i i e P
9 [CSYRINGS 25Uu0ariss \RINGE ML 1Hos Ectervad  Urc Ciatly 1 bays 2Hx|  Ducwnied
NOHMALBALINVE 20%
1 |HS10OML ACCULIFE-EH | soblumcHLcRioEwom]i mt i onca Galy 7 ayt 2rt|  Dricwues
Lo
11 |COTTONBALLS 26U 5 NBS i Hos Exomal i Onca Dy 15ap 1hoa|  Drcwnsed
2 |eoxanc sovarpy 1 Amgute Exarmal  Orca Dby 1 Oays tAmpuin]  Dspanand
1 [(HAmHEAVY S MG RUA 1¥ist Exterat{ Oncw Dady 1083 IVl Ditsenasa
" :’&v&msmmmw 1 o Exterral § Orron Dy 10ays 2t Doserses
15 |MISOPROST TAD 200MCG 35 1an £3beraal { Once Dy 1 Days STaba|  Dnaowriad
15[ - EHon Furmal | Ovc Dady 1 L 1Hos]  Daeomrred
1 |Encoe Migtris goves-i5 tHos & v Ky 1044 | Depaniec
TRUGHT SHROMIC CATOUT | THUCur CHRGRIG
18 SHAT4T £a1GU* SHzIAD 1N Fror Dady 108 1Nos| Depenses
FRGEL SURGE PAD (BE3]
¥ |rcesaony > FUGLL + Mg §Cron Oty Doy 1en]  Daowrsag
ENCORE UIGRDPTIE
k- GLOVES-S PF I Nos. Exwerad  Cnvse Dully 1 Cays THos) Daparmed
T JADULT DWPERB-XXL TNos | Exterrnt / 10 AMS 1 Days 1Mo  [Kapanseg
VACCUME SUGTION SET 1Nos Extorrrat | Orem Dally 1 Qaps 1Ha| Depwuro
UIDESE PAD 86390 1074 Pack.
n |Nehcme 1 Nex Exterrsal £ 10 A 107 THo|  Diamenesd
20 |eCOELECTRODES (AR TH|ELECTHODES ATt T |1 s Exarmal § Qrcy Dy 10ap atios| Dspesnd
=Y PLHCAN 253G/ t 2 PENCAN 22G*312 1 Kot Extaral | Once Doy 1Dayn. TH Dasanan
* mﬁfgz"’mﬂ ¥ Now Exterrald Onces Pudy 1 Qg M|  Deosnacd
o :E‘n;zazssm SHACG P T |iomesion t oncu Daty thers 1Ha|  Daponsed
EVATOCH aTaCHIN tual sy £ Oncn Dy 1D 3Viad|  Dnpwrvas |
mmm?ﬁls HRAY | REDPS B0XICE PLYDATT |t oy 1 Orc= Daily 2 Days ZNoa Dxsprnzed
w;vgm&m&sm N Exiornal Orece Dasy 10ays 1hm|  Dopensea
3 |osvraneE MRy SYTUHGE Sl Haa Exinmal {-Once Daly 1Puys 2hos| Daoeuie
a2 |SURGIGAL TRADE 22 SURGICAL BLACE 22 |1 Hoa { Exteral § Oncss Dady $0ars 1en]  Dwomeed
égx-mauamam PATEN 1 Hom Enserats 0 AH 1 Ot 2hon|  Dwosaves
WONOCRIL 30 NA 1IN [MOSSCRYL 1809 1% Bz Ialy than thn]  Daeme
38 |wvicRYL 1-3vP 26 VICHTL w28 {iNos 1Grow tody * tart thox|  Dacense
CAUZE T3XIA 12PLY (3 {OAUZE XEATB 12PN
38 | WOS)HON KRAY NOS ¥ hias | Ecwenati Orce liady t Days Ios|  Davemac
VIGRYL 10 M 2382 VICRYL 10V ZML [t Nos #Gocw Doy 1Dare 1Has|  Deoerirgf

* Thig dogsment ig jusl lor reference purpose only, Nol 1o ba consdeted ps prienary roport.,

Nota

* This proscriptlon ig valld only tar apecltied durstlon,

* Do not reflll mediclpes,

Printod Data/Tima . 240772026 13:21

Printexd By ; SUNKARI SANGEETHA.

SWATHIHY

OBSTETRICS AND GYNECOLOGY

Reg No : TSMCIFMRM 8501

Paga s of1




& o Ralnbow Childrens Hospital-Himayatnagar E)

Ralnbow @
Children's * ;
wcu Rainbow Children’s Hospital, Door no, 3-6-267, app. Cale niloufer, Ofd MLA :
Hospital
quarters road AP State Housing Board Himayatnagar Hyderabad ,
Taelangana, INDIA 506026, -
040-48873009, inlo@rainbowhospitals.in
LY
J——
AN i
ELECTRONIC MEDICINE PRESCRIPTION ll
MRN + HNH-00013454 Hame 7 Mrs RACHA ROSHINI
Agel Sax T Y TM2? D Pemak Dector | SWATHIHY
AdmvRog DatofTime  : 24/07/2026.08:52 Payor : MED! ASSIST INSURANCE TPA PVTLTD
Qrder Dats ¢ 280T202813:11 Crearnumber 26-DC00Z1B499
Viaittp + 1P26-000035933 WardBedNo  : 4F.0T/PDA4IZ
Patiem Addrass IP-2672A PVN COLGHY, MRZALGAIDA, Mahamgin, Hydarabad, Tolangana, INDIA. 600047
.Ne Derttiplion Generic Nunve Dasagn Rouly | Frequancy Durstign Inkrruczion QY Starue
1 [EHecEChcROPTIC 179 Cxtoemads O Proty 1o 1ooy| Drqeensy
z 5T DARCRS- XL Ihow Cowrnatd I AW 7, 1hos| Dsgenead]
3 |encoemorme phasass o™ FOnee Dady 1oap 3ten| Daparasd
4 |ERGUT GAROUES CATOUT | TRUDUT CHrett  [yin 100cu Day 10w thas| Davamad
& [BEELSMGIPAOE0L s 1 he 7Onca Dudy 100 3tim|  Dugoosed
& |PHEMTRESELE SMCON 1 hos ryecon ¢ Dnos Dady 1pm Thos| Dapeiasd
7 Lo 30030 4PLY 53 XRAY UGS 30A T8 PLYDAIT [T o Oncs Dagy 1t FYTTL I TRr
3 |vAcCUME SUCTENN SET That Crweraal £ Gnca Daty 1 (haa|  Dieed] i
[ BENCAM 35312 PENGAN 25051 2 fhny Evigragt s O Delty 1Dayy TMNGe]  Diciriid. \\
w  [ecaeLcerroors pov IR T Friwrel 16y Dty 1 Doye ahn| Daprmed O 1
1 (SUATOCH (maYTOCK N 1vid Ifacaon [ Orce Dy 10 avil]  Duperswd
12 |VRDERPAD 60490 16 Pack 1hios Eramat! 1044 10 o]
R et 100y Euartal{ O Dady V\Dan 1hen|  tmpronm
1 [THLE EXAATN hes E-timvrmd ¢ Orior Coudy Dy Whar|  oraeed
15 |PATEMASAILAYER- FACEMZSKILAYER 11w | Exreirt onca ady 1Dwys 1Woa|  xdeed
10 [SIGSUPRGSIORES 150 b Famamad HOrcm Dady 1 Days 1hon] Dnpersen
17 |oSrNaE s R {SaRGE te has Favernl Qe Doty 1 Fren]  Dapemand
1 [SemOTANSEERPATCH "R T xrrsats 13 AM 1D FTTE e
1w |smaicaetancie SURLICAL DLADCZD [ bhae et Grow Dty ey thar|  Gaprrand 1
W [MCHOCRIL TN 1K [MONDGRYL 132 Lhe 10nce tialy 10ar stan|  Bpemag
21 |VICRYL1-AVPIMe VICRYL 1-0% 244 I hos 40 Dady 10ays thow| Disgemed
2 |GUEISISIZAYE  OWIETSTS PO e | Extaerat 1 Onct Gy 10 shor]  Onganas
F - R I VICRTL 13N Zzse  {1hon #Onza Tk FL." 1hn| Ovperses
RRKER LACTATE
5 | sow mogedmrerEn |ERGE ACIAL 1 Batsa #Drca Bady 20 2Batis|  Onperse
5  |scovesss sunccanes [sussica crovesas | 1o I riorral e Cince Dy Voan Shen| Drpansed
SRR SURPGSITRIES 1hen Coteralr s Doty 1o 1hu | Dapered
ap [SACORRER SOLUTRAR s 0 Dy 20e rha| Dugrsa
n |emmpategsmusin 1oy Fomea Doy 1Ds 13| Degermad .
w | meacans 7w v ™ PhckonfCrealsly  {1Dan 1has]  Dasporaed O “
L3CS PRAPE PACH SA7E I h Eviomat | 16 AM 1om 1hos|  Dupomsed l
SURGEON CAP FEVALE
R Bt Yoy Exrats 17 AM 1Ders whoa|  tesesd
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2 |uioeacceme-Ed  |soommcrormeieeime JGnzeTovty 200y 2| Ghpeme
HEat
M [COrtos BALS 2 QUSROS Ihsn Evieanal  Chon Dy 1 e 1hn| Do
N T il sl N T T o] oomd
39 |LSYIRINGS 2LSAINIPRGY SYRINGE 214, (LT L nwirvd Qe Dby S T Dhpersed
36 [RARRTEAVYSMG L ™ Ccord s G Doedy 1 Payy 2vm| Dmesed
3 [moxamic sooMs 1 hunn E-viormmd s O Dy toumy Vargds|  papesn
MISOPROST TAB SO0OMCG 45 1780 Eviernalz Onca Cady 1= STats|  Bapeeng
3 ((orgsediia i Yoo ihas Exmrmi } Onos ey 1 Days thos|  Dapsnssd
o eriZ SOUHTIOH Wi thos Exberrali Oncy Doty 1D Ihen]  Capemed
SWATHIH YV
OBSTETRICS AND GYNECOLOGY
Reg No : TSMCIFMR/15501
*This d 15 Jus for rele puma ty, Not fo b idered % primary fepod.,
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* This prescrintion is valld only for specified durmtion,

* Do nol refll medicinos.
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2 . . . .
" Rainbow Childrens Hospital-Himayatnagar
Rainbow 2
Children's _ = . . . .
: groy  Ralhbow Children's Hospital, Door no. 3-8-267, opp. Cafe niloufer, Old MLA
ospital o . .
- guarters road AP State Housing Board Himayatnagar ,Hyderabad ,
i Telangana, INDIA ,500029.
;i‘ 040-48873000, info@rainbowhospitals.in
1 ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00016790 Name : Baby Of RACHA ROSHINI
Age ]l Sex :DYOMOB 1H/Male Doctor : STEJASWI REDDY
A“dm!Reg Date/Time 1 24/07/2026 12:25 Payor . SELFPAY
|
OIerer Date . 24/07/2026 13:15 Ordernumber . 26-0000216502
0
\{%sit ID : IP26-00006936 Ward/Bed No  : 4F-QOT / CRDL-HNPDA-415-1
Qatienr Address 1 10-467/2A PVN COLONY MIRZALGUDA, Maltkajgir, Hyderabad, Telangana, INDIA, 500047
é.No Description Genherlc Name Dosage Route / Frequancy Duration Instruction qaty Status
H 1 {SURGICAL BLADE 20 SURGICALBLADE20 |1 Nos External / Once Daily 1Days 1 Nos Ordered
2 KOOCHEES-SMALLS S 1 MNos { QOnce Dally 1Days 1 Nos Ordered
3 |INFANT FEEDING TuBES | FANT FEEDINGTURE 14 o0 Extemal { Once Daily 1 Days 1Nos|  Ordered
1 4 gfgg\ﬁgg\;‘garm 1 Nos External { 10 AM 1Days 1 Nos Ordeved
i 5 ?éjx(ag%i?:‘%g?s? THIN E;‘?E?E ?&’T‘EHN 1 Nos Extemnal § Once Daiy 1 Days 1Nos Ordered
N 6 |DSYRINGE IML (NIPRO} SYRINGE 1ML 1 Nos External  Onge Daily 1 Days 2Nos Crdered
I 7  |SGLOVE # 6.5 (SURGICARE) [SURGICAL GLOVES 6.5 |1 Nos Extomal { Onca Daily 1Days 1Nas Orderad
8 ﬁggfﬁgﬁﬁi\}z PLY(S  [CAUZET.SXTSZPLY S (4 nog Exiemal / Once Daily 1Days 2 Nos Ordered
0
9 SGLOVE # 6 {SURGICARE) SURGICAL GLOVES 8.0 |1 Nos External I Once Daily 1 Days 1Nos Ordered
( 2‘10 INJEK INJ 1 MG 0.5 ML 1 Nos 1 Onca Daily 2 Days 2 Vial Ordered

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

i
Note

i This preseription is valid only for specified duration.

Do not refill medicines.

:IEJrinted Date/Time : 24/067/2026 13:21 Printed By : SUNKAR| SANGEETHA
i

S TEJASWI REDDY

Reg No : APMC/FMR/94068

Page1 of1
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Hospital |\ smemnores
Name Mrs RACHA ROSHINI UHID HNH-00013454
Father/Guardian Mr RAHUL CHANDRA Age/Gender 3CY 7M 27 D/ Female
Address 10-467/2A PVN COLONY,MIRZALGUDA, Malkajgiri, Hyderabad, Telangana, INDIA, 500047
IP No IP26-00006933 Admission Date 24-07-2026

Ref Doctor Self,

Discharge Date 27 .07.2026

DISCHARGE SUMMARY

Consultant:

Dr. Swathi H V
MBBS/MS
TSMC/FMR/15501

Diagnosis:G3P1L1A1 AT 373 WEEKS WITH PREVIOUS LOWER

SEGMENT CESAREAN SECTION FOR ELECTIVE LOWER SEGMENT
CAESAREAN SECTION.

ELECTIVE LOWER SEGMENT CAESAREAN SECTION DONE ON 24.07.2026

History:
LMP: 02.11.2025 Obstetric formula: G3P1L1A1
EDD:04.08.2026 Gestation at admission: 37*° weeks

Obstetric History:
G1 - FCH-7 years -EM-LSCS i/v/o NPOL.

NAGAR . NANAKRAMGLU
5 INDAPUR OUTPATIENT CLINIC SECUNDERARAD KONDAPUI " . Le Epiom s a
BANJARA HILLS HYDERNACAR ergency 1 040 - 4240 220 tonargency 3 .
Emergency 3 040

@ 1800 2122 @ www.rainbowhospitals.in




Name ) Mrs RACHA ROSHINI UHID HNH-00013454
1P No IP26-00006933 Admission Date 24-07-2026

G2 - Spontaneous miscarriage.in 2024 .
G3- Present Pregnancy, Spontaneous conception.

Medical History: Nil

Family History : Father-DM-HTN

Surgical History: H/O L4-L5 lumbar decompression +discectomy at
medicover in 2024

Allergies : Nil

Antenatal Details:

Mrs RACHA ROSHINI was booked to Rainbow hospital at 13+2 weeks of
gestation. She had regular antenatal checkups and investigations as advised.
NT scan was normal. FTS was low risk. TIFFA showed bilateral Renal Pelvic
Dilatation ,Rest -normal. Fetal surveillance done by serial growth scans. Growth

scan was done on 17.07.2026 at 36™> weeks SLF, cephalic, EFW: 2.48kg(11%)
AC 2% AFl: 11.5 Placenta: posterior High, Fetal and uterine artery doppler:

Normal. She was admitted at 37%> weeks for Elective LSCsS.

Investigations: Enclosed.
Blood group: "O" Positive.

Management: Course in hospital:

At admission on clinical examination the vitals were stable, uterus was
relaxed. Fetal well being was confirmed by an admission CTG which was found
to be reactive. She was prepared for elective C-section with indwelling Foley’s
catheter and IV canula under aseptic conditions. Written informed consent for

1w




Rainbow” : _
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs RACHA ROSHINI UHID HNH-00013454
IP No IP26-00006933 Admission Date 24-07-2026

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

i * LUS -thinned out and previous scar adherent. ‘
f * Left fallopian tube adherent to LUS - adhesiolysis done. ‘
* 4x5cm fimbria cyst noted and punctured.

Delivery Details:

Date :24.07.2026

Time of Delivery : 11:31 am

Type of Delivery : Elective lower segment caesarean section
Indication : Previous LSCS

NANAKRAMGUDA
HYDERNAGAR (WA II  KONDAPUR OUTPATIENT CLINIC v SECUNDERABAD amariainty A0 NaA 5T

¢ - ) BARH e : ergen 040 - 4248 2200
HIMAYATHNAGAR BANJARA HILLS e e X i 1

goncy 3040 - 48873000 Emesgency 3 D40 — 4466 5355, 91009 25516 940 =—p2th 2300 e

KONDAPUR
Ersergency ] 04

@ www.rainbowhospitals.in
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HNH-00013454

Name Mrs RACHA ROSHINI UHID
P No 1P26-00006933 Admission Date
Anaesthesia : Spinal

Baby Details:

Date : 24.07.2026
Time : 11:31 am
Sex . MALE
Weight :2.680 kg
Apgar : 8,9

Gestational Age: 37+5 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
explained to patient
supplemented by written information. She was given the postpartum book for

discharge. Wound care and medications were
further reference.

Advice:

24-07-2026

1. Tab. Taxim O 200mg twice daily till 30.07.2026 (9am-9pm) after food.
2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 28.07.2026

(8am-2pm-10pm) after food.

3. Tab. Voveran (Diclofenac-50mag) 1 tablet thrice daily till 28.07.2026 (9am-
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Name Mrs RACHA ROSHINI UHID HNH-00013454

IP No IP26-00006933 Admission Date 24-07-2026

3pm-11pm) after food.

4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 30.07.2026
(7am-7pm) before food.

5. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.

6. Tab. Shelcal (Elemental Calcium 500mg, vitamin D3 250 IU) once daily
(2pm) till breast feeding after food.

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. Swathi H V, after 2 week on 10.07.2026 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.

KONDAPUR OUTPATIENT CLINIC (101

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs RACHA ROSHINI UHID HNH-0C013454
IP No IP26-00006933 Admission Date 24-07-2026

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 ............... .qin 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 dial one toll free number - 18002122,

You can also take appointments at any time by going onllne/’ce \‘\\

website www.rainbowhospitals.in [\ 2| “P’3~c'~‘

Dy Pl \ (i

Registrar/Resid entk MJQ“ 4

Consultant

DOr. Swathi H V

MBBS/MS

TSMC/FMR/15501
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DRUG CHART
Date of Admission: 9-!4[0&’/\}3% Drug Allergies: ......... td, ....................................... ] Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

™uRsES

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time

AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

DRUG :

Dater
Tir'ne

Dose

Route | Frequency |Start Date

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

ﬂl DRUG :

Dater
Ti;ne

Dose

Route | Frequency [Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date
Tir'ne

v

Dose

Route | Frequency |Start Date

Doctor’s Signature | Valid Period] Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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I e PN e Date p
DRUG cj’_l’/"] CCfFD TAx 1N Tige Ql\\
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rrﬁcg v [BD . (7w 3N
Name & Signature of the Doctor N
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B}{‘\ ’L“Lm 2 0LL0.
Additional Instructions: \if / AM.‘ ]
“pme]
Daily Doctor’s Endorsement by a Sign
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2 SO e | 110 9]y BTy
& Name & Signature of the Doctor ' 2
8 v Starting the Drugs: :
& o ¥ ]’\:/\/ %V‘\L W
@ | Additiofial Instructions: ¢ B y
= o (A A
Daily Doctor’s Endorsement by a Sign o
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REGULAR PRESCRIPTIONS Weight .............. Ward ....ocooeviiine

DRUG: ] PAnNIvPesz0L

TR

Dose Route | Frequency | Start Dt.

Name’& Signature of the Doctor

Starting the Drugs: /&/
. T

/

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: [ CeERIXIME

Dat '
D ol

Dose Route | Frequency | Start Dt.

200m) Pls 2p |25]F

Name & Signature of the Doctor

Starting the Drugs:
Ml

Additional Instructions:

Frem IOPm enoovels

(>57 %)

Daily Doctor’s Endorsement by a Sign

DRUG : pater
Dose | Route |Frequency |StartDt.|
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : _'Qate -

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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DRUG :

Tirvne

Datey

Dase Route {Frequency | Start Dt.

Nare & Signature of the Doctor
Starting the Drugs:

Additional Instructions: -

Daily Doctor’s Endorsement by a Sign

DRUG :

Datey

v

Dose Route |Frequency | Start Dt.

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

-

Daily Doctor’'s Endorsement by a Sign

DRUG :

Date]

Time

¥

Dose Route

Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

¥

Time

Dose Rotite

Frequency | Start Dt,

Name & Signature of the Doctor
Stariing the Drugs:

Additional Instructions:

Daily Doctor’s Endersement by a Sign
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Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

0 ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

0 T.Bill/Conj
= T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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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

2

Rainb‘gw‘ . o
Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes 3 iot to treat the Mtle Your Right to a Safe Delivery

QYR Tb

Date

Time

8

o)

RESP

> 30
21-30

QE

‘10f 11|12 1 [f2)| 3| a5 |(6) 7

(write rate in
corresp. box)

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

3,dway

40
39.
38
37

36

A>

35
< 35

il

170
160
150
140
130
120
110

100

ajey Weay

90

80

70
60

190
180
170
. 160
5 150
% 140
=] 130
[ — = s tt :
< ) alt 2
3 100 1% ih
o %0 £ N
® 80
70
60
50
130
2 120
g 110
] 100
l % 90
2 80 LN AL N
» 70 ) il O AT -
g 60 VHU 1 ) il !
a YU e
5 S0
40
NEURO S Lalt e = I il
RESPONSE izl
2 Pain
Unresponsive
URINE >30 o = =
mls / hour < 30
. Protein + +
Proteinuria -
Protein > + +
- Normal —— = - —
Lochia Heavy / Foul
e Clear /Pink [ | — | — = ~] - - -
Green
TOTAL YELLOW SCORES V17 (TPT FTV ) D (o] =
TOTAL ORANGE SCORES [ ANIN] AV AVAN D, [
Nurse Initial ¥vilo el A 2laolgln \ = r@
v L L2
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Early Warmng Signs

Obstetrics and Gynaecology ]

Complete a Full
Set of MEOWS
Observations

s p

. J

A R

.
#

* The Modified Early Warning Score (MEOWS)

o

~ ™
1 Yellow Alert :
Repeat Observations
in 30 minutes
\. /
4 \
Z Yellow Alerts or 1 Orange Alert:
Call the Obstetricidn dhd Repeat
Observations
in 30 minutes
. /
- ™
> 2 Yellow Alerts or >.2 Orahge Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\. /
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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

55|20

Date
P

10

Time 11|12 10 11|12

RESP
(write rate in

corresp. box) |

> 30
21 -30

11 - 20
0-10

Saturations

94 - 100 %
< 94 %

Administered

9, (L/min.) =

3 dway

40
39
38
37

36

ple

L4}

35
<35

3jey Yeay

170
160
150

140
130
120
110

o

100
90
80

S

70

60 \

50
40

anssald poo|g 21|01shs

190
180
170
160
150

140

130

120

e’

110

100

90
80
70
60
50

ainssald poolg joiselq

130
120
110
100
90

80

70 h

60 % U

50
40

NEURO
RESPONSE
[v]

Alert

Voice

Pain

Unresponsive

URINE
mils / hour

> 30

<30

Proteinuria

Protein + +

Protein > + +

Lochia

Normal

Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

*R
™

Nurse Initial

op >

al




[

Obstetrics and Gynaecology

L

Early Warning Signs
4 ™\
1 Yellow Alert :
Repeat Observations
_ in 30 minutes
R J
4 N ( A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30-minutes
\ / Y
4 ™)
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
" A Repeat Observations
- in 15 minutes or continuous
monitoring
. _/

* The Modified Early Warning Score (MEOWS)
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Early warnny Observation Score Chart - Obstetrics

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

' 2 Tgare h

()/g’\ Tme | 89 |(1\11)12| 1|2 |3 |4|5|6|7|8|9(|10(11|12]1 |23 |4|5|6]|7

> 30
21-30 7
11-20
0-10

RESP
(write rate in
corresp. box) |

. 94 - 100 %
Saturations <04 %

Administered 0, (L/min.)

40
39
38
37
36 oL rf A
35
<35

3 dway

170
160
150
140
130
120
110
100
90
80
70
60
50
40

216y Leay

190
180
170
160
150
140
130
120 ~

110 ~
100
90
80
70
60
50

——

—>
anssaiq poojg d1joishg

130
120
110
100
90
80
70 n
60
50
40

-+
aunssald poojg d1jolseiq

NEURO Alert 11 - . I ]

RESPONSE yoich
7 Pain
(] Unres
ponsive

URINE >30
mils / hour <30

% : Protein + +
Proteinuria :
Protein > + +

Clear / Pink
Green

Liquor

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial

. Normal
Gl g T = e S e e e
v




Early Warning Signs

[ Obstetrics and Gynaecology ]

4 )

Complete a Full

\

1 Yellow Alert :
Repeat Observations
in 30 minutes

(

Set of MEOWS
Observations

\- /

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

k]

/

\

> 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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Children’s ‘

Hospital
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[ 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.

Intake

gl B55

ol IV Site :
Date | Time | Nawre Route NG | Diarrhoea | Vomit |Drainage | Urine ngr%ﬁ'i':g b
Mouth | IV | NG .
08:00 am |
gooam | pe_ | o[ [looy ™
2l prrye W = | (genk
200pm| PeA O 150 loomd ;m’i%
0r00pm] @L 1ol ljoamt 1
Total Intake : Total Qutput :
02:00 pm ﬂ l, B mﬂy’ o ml %—’—?éﬂw‘]
o | g fy [ M|y gy ‘ ih
w\(,,\ 0400 pm p[, e Egm’ J /\ Y A
ggiggpm - IOommx coenl AT T FPhi
ool | Ko Dnel - I
07:00 pm lonm L ! n |
Total Intake : Total Qutput :
08:00 pm ) La;,d ZbonQ 2 ﬁbﬁ
0900 pm V[ oy , / I Eﬁf
o gy 1o/ /[ | & [ .l
“ 11:00 pm 00n) | oF | oF \
fﬁ‘ 12:00 am T 00 / I / ) ‘
01.00am [y 00m)|” [ 760 / D,%@
Total Intake : Total Qutput : )
02:00 am \ ﬂpo,\m , /
03:00 am 1004~ P
(y,\ 0400am | p , g&% o6 4 R £ & (8
q{o\ 0500 am 100 a M N\ ~
06:00 am Yoo | / J 500, ; %'”‘f"[\
07:00am | o \0ow) L/ | 1/ ) L7
Total Intake : ' Total Qutput :
Total 24 hrs. Intake 'LQ{OO M Total 24 hrs. Output |t sO N
Docu. No. : RCH /FRM / CLINICAL / 092
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It takes a lot to treat the littie. Your Right to a Safe Delivery

[ FLUID CHART )

SNeBE NO, 2 rvirivi s

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

Date | Time g]!agllﬂ}% Route NG | Diarrhoea | Vomit {Drainage | Urine | Phiebitis ,\?L%ge
| | Mouth | v [ NG /
0800am| | _ ) il /
\ wooam| O |5 \In / / / 0
W [ooan| ) P Y / I
‘D& 1100am| | |V prd of o
v %3
12:00pm| | R »
01:00pm | | - ! e
Total Intake : -7} | en) Total Output: [}-2 p —
02:00 pm I
03:00 pm o N
\2'2: 0opm| § | o /@-Pr = /A g — 4| |
¢ [os00pm ' N
’ 0600pm | | ‘ «— | LI
07:00pm| v )
Total Intake : — 0 Yo Total Qutput:  \) — M —
08:00 pm Y, ) [
09.00 pm \ )% / ) >
W 1000pm| & | . N / Wy L o
c& 1o0pm| | [\ bl AP 21 4 -
V' o] | 4 " \
0f:00am | i ]
Total Intake : Total Output : =y
02:00 am Y.
03:00 am / / =
Q‘/og 0400am | @ Q\\p L i 4 v
\‘& 05:00 am R K v
VN [6o0am e v
07:00 am / £
Total Intake : Total Qutput :
Total 24 hrs. Intake Total 24 hrs. OQutput

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

Intake i T R TN ;
Thrombo- .
Date Time 0"#3&:;% Route NG | Diarrhoea | Vomit | Drainage | Urine "2‘:3;’25 I\?lligrge
Mouth 1LV N.G

08:00 am

VLDOQ:OOam /@H S f
Y\ 10:00 am “( N
% o
©

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 Quiput :
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 Total 24 hrs. Output

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

I\

Rainbow”
Children’s
Hospital

It takes & fot o treat the Citle,

( FLUID CHART |

BirthRight -
BY RAINBOW HOSPITALS
Your Right to a Sate Delivery

1. All megsuremerits in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output

B3 % L e

Rl R v
R e ¥l

Nature.
oate | Time | g

TS Tl

a am@‘v ;m, =

"%‘.}i“%& ’J""j"‘%w% o Ay ‘E*év.'. -ﬁﬂutput w?;f:’* tiﬁéi" fxg?' T

AT AT ;;3 w&“

Route

NG

Diarrhosa | Vomit { Drainage

Urine

lv Site
Thrombo-
phiebitis
Score

P

Sign.
Nurse

Motrth

Lv

N.G

08:00am |

09:00-am

-

10:00am

*1-11:00am

3

= < 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 :

(8:00 pm |

09:00pm

10:00 pm

11:00 fm

12:00 am

01:00 am

Totat Intake :

Tolal Output :

02:00 am

03:.00am |

D4:00am

-t

05:00°am

06:00 am

07:00 am

Total intake :

Total Output :

Total 24 birs. Intake ’

Docu. No. : RCH /FRM / CLINICAL / 082

Total 24 hrs. Ouiput
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Patient Sticker ) =

Rainbow’ > r—
c?.'i?dr%".l"s ‘Blrtthght

’ Hos o] it a| BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form e e
it
Date / Time oL
Choose Highest Applicable Score from each Category S : i 4 q—’ 2 )_/ 2 )Z‘L Fall Risk Grading
o | AN | lopey | 0°am
History of Falling Yes 25 I
(immediately or w/in 3 months) No 0 0 o 6 Risk Level Mors?'::g)Scure Ketior
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
Yes 20
IV / Heparin Lock or Saline . : &0 20 20 Implement
i 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] G Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status : = Ign Ris 2 .
Oriented to own ability 0 Preventm_n
Intervention
Total Morse Fall Scale Score: V28, 70
Signature (-%J. @4, éﬁ/
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
LI Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
(] Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

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



HNH-00013454 1P26-00006933
_ Mrs RACHA ROSHINI
27-11-1908 0YTM27D  (F)
Dr. SWATHI HV

AU

CHECKLIST FOR THROMBUP %Tls | }
AT S IA

Rambow
Children’s
Hospital

It takes a lot to treat the litte.

W)

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

DAlJ DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [y (E) N M (E) N E Remarks
: No signs of phlebitis /
1 IV site appears healthy Observe cannula 0 g 6 o o |0
One of the following signs is
9 evident : Possibly first signs of phlebitis 1 njA
* Slight pain near the IV Site / / Observe cannula J NS nA NA-
* Slight redness near IV Site }QP; A
Two of the following Signs -
o Early stage of phlebitis /
3 are evident: : 2 \
Pain at IV site Redness Restle Cantuia T&zb' JA\ N&- N,Q *ﬁp\ M.
ﬂigg,;{] ? Tollowing,Sigris are Medium stage of phlebitis / l)
4 c cy Resite Cannula Consider 3
Pain along Path of carnula /}q\ NA- D | NA
Redness around Site Swelling Treatment rfdh MR
':&3;:? Z;El?::;?]gsiigp i Advanced stage of phlebitis or
: ' the start of thrombophlebitis /
5 Pain along Path of cannula A : 4 \('\ / NA
Redness around Site ?e Stﬁe C?“"“'a Sl v /jﬂ\ NO- | VA UQ
Swelling palpable Venous cord reatmen
All of the following Signs are B
evident and Extensive : Pain m?r"';gghﬁgm?;’/f \&(‘P‘ ;,QGL
6 | along Path of cannula Redness " , 5 N NA-
around Site Swelling palpable Initiate treatment Re site °t N Ob\
Venous cordpyrexia Cannula
Signature of the Nurse |, (A @\, M YON

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 phiebitis.

Signature of Shift In Che;ze\:_
i ORI ... Name : ......L A=

Signature

Pea K~ . DAU EDM / 0LINICAL /137

Signature of Ward In Charge :

0
Signature : X\(‘lk/\ﬁmt ............ Name: ............. \<\C&, ......

v
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3

"2
" Patient Sticker Rainbow® . . 4w
Children’s ‘ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | e e
|
" DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION - STAGE / ACTION SCOREw T ¢ TN TWm T ETN W E T W Remarks
1 IV site appears healthy ‘ %Obgﬂz g;ﬁmﬁgfus / . 0
One of the following signs is
5 evident Possibly first signs of phlebitis 1
* Slight pain near the IV Site / [ Observe cannula ¢
* Slight redness near IV Site
3 l\rﬂeoe?’l;t}gﬁtfollowmg Signs Early stage of phlebitis / 9 A
Pain at IV site Redness iResite Cannula
Al Sf the following Signs are Mediurn stage of phlebitis / .
gvident : X !
41" Pain along Path of cannula , —\.?‘?S',Ie:g‘}t""”'a Consider ., | 3
Redness around Site Swelling reaimen .
g:,lig;f? ir:gllng:grlgﬂg:ns are Advanced stage of phlebitis or
5 | Pain along Path of cannuia E:g srttar éﬂﬁgfgﬂﬂ@h&?ms/ 4
Redness around Site h SIE:! t NS
Swelling palpable Venous cord reatmen
All of the following Signs are
evident and Extensive : Pain t/;\]dvangedhsl;t;gtg of .
6 | along Path of cannula Redriess f-‘lﬁirt(i);? grgate ‘:E/R IR I
around Site Swelling palpable c 9[ ;Almen e She
Venous cordpyrexia annua
o Signature of the Nurse | |

NOTE : Phiebitis greater than grade 2 should he reported to physicians and other appropriate health care personal ongoing observatlon of the site should continue for 48 houers post removal to detect post infusion phlebitis.
Signature of Shift In Charge Signature of Ward In Charge :

SIGNAIUITE 1 covvvrereemrprremsermsneesqpensssssrsneeserees AIME L 1ovtveieerpenesersnrassssetseasrasessessaceraseranes 11112111 SOOI . I | : NS S eereerrerestennaarans

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

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.

Lr

“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.

1. Completely limited:

Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to

2. Very limited:
responds to only painful stimuli, cannot
communicate discomfort except by

3. Slightly limited:
Responds to verbal commands, but
cannot always communicate discomfort

4, No impairment:
Responds to verbal commands.
Has no sensory deficit that would limit

Sensory Perception diminished level of consciousness or |  moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or {(
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. kf l’(
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree % Gonstanﬂv molet: 2“.’“'.’ wolek: 3 Occaslonalty molst: . - * “m wola: o
1o :which Skin is kgp! .molst .almost _cunstant!y S}(m is often, but not always, moist. Skin is occasionally moist, requiring Skin is usa_lally dry, mutu_'le diaper )
skin is exposed by persplrapon. urine, dralnag_e. etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing L(
16 molsliine Dampness is detected every time 8 hours. every 24 hours. L’ L'
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient l_'
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good positionf  during move. Maintains good position \1
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down.

1. Very Poor:

NPO/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats

2. Inadequate:

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

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.

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. l7

a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2

OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes

Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

Nutritional Usual
food intake pattern

servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent
) Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may : z ;
T'S‘B"E P:;f;;;zn & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%: hemoglobin may be Norn:qtenswe, f:‘{ge“ s§a|turat|or_1 % q
X9 does not physiologically tolerate <10 mg/dI; capillary refill may be < 10 mg/dl; capillary refill may be > 35 %; normal hgb; capillary refil L{
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.
. | . | - TOTAL SCORE o | 28
Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23 ] 7 2y
Evaluator's Name 3 @A
Docu. No. : RCH /FRM / CLINICAL / 119 LL(Z &—
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' Support Surfaces
Risk Score Gategory Action {Please Nota: Only required for children who-are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
\ Regﬁ:ar Turning Schedule . .
. Enable as mugh 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 oressurs matir :
Manage moisture, friction and shear Naling pressure maltress overiay
Advance to a higher level of risk if other major risk
factors are present
) _ High density foam mattress
« Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges .
: Alternating pressure mattress ovetlay
: « Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk « In addition to regutar 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.

[T

Alternating pressure matiress overlay
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PA'N AssEssMENT FORM It takes a Jot to treat the Mile YDurnghltoaSaie Delivery
Date Time Pa(ig ﬁ;‘;ﬂ’ Location Duration Acuity Character M:;E::::U PatlEednl: c/alt‘::lil" Intervention Sign
| [ Continuous | [ Acute (] Sharp ] Dull ] Increasing | [ Yes }\LU\
&ql%@\l[')m o h 6 1\%{ (Nba] Intermittent | J Chronic [JAching [ Burning | [] Decreasing | [ No ) dﬁ;
[ Continuous | [ Acute [] Sharp [ Dull ] Increasing L] Yes .
W/MZA L@Pm D w UJ‘JMJ TJ Intermittent | T Chronic ] Aching [ Bumning | CJ Decreasing | ) No Wis :
' [ Continuous | [ Acute (] Sharp [ Dull (] Increasing [7 Yes
M )HZG Dcen OIID NR- 1 Intermittent | [ Chronic ] Aching (7 Burning | 7 Decreasing | TJ No S @‘
[1 Continuous | [ Acute [ Sharp [ Dull 1 Increasing [ Yes "
2y \i} P 4 ©om OIUD bR ] Intermittent | CJ Chronic ] Aching (1 Burning | 1 Decreasing | C No S @_
[ Continuous | [ Acute (] Sharp [ Dull [ Increasing L] Yes VA
03 1})}% o am| © ) 1o | VA ) Intermittent | [ Chronic [J Aching [ Burning | CJ Decreasing | [J No ’ &_v
9, [J Continuous | [] Acute [ Sharp [ Dull 1 Increasing [ Yes M‘%M"L o~
QSH [26 3"’\ N_ID " 0| O Intermittent | 1 Chronic 1 Aching [] Burning | [ Decreasing | [ No 53
] Continuous | [ Acute ] Sharp [ Dull [ Increasing | [ Yes — &
4 ‘% lOF'ﬁ @ lD NA [ Intermittent | (] Chronic (] Aching [ Burning | CJ Decreasing | I No SRS
[ Continuous | [ Acute ('] Sharp [ Dull (I Increasing | [ Yes
: N , ~A
‘),(o \}\l@g Qmm Ol LD (P [0 Intermittent | ] Chronic [ Aching [ Burning | ] Decreasing | [ No @”
(] Continuous | [ Acute ] Sharp (] Dull [1 Increasing | L[ Yes
[] Intermittent | [ Chronic (1 Aching () Burning | [ Decreasing | [ No
[ Continuous | [ Acute (] Sharp [ Dull [ Increasing | L[! Yes
[ Intermittent | (I Chronic ("] Aching [] Burning | [} Decreasing | [ No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) Atleast every 2 hours for the first 24 hours
c)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scala (Obstetric and Gynscology)

3 ——

No Pain

-

No Hun

Hurts Lmie Bit

4 | [ ] 1 1 ] |
3 1 1 i T i i 1
3 4 5 6 7 8 9 10
Warst
\ Possihla Pain

!
Wong Bakar {Pedlatrics) Above 7 Years

@@@@@@

« gl

Hurts Little More E\ren More Hurls Whola Lot Hurts Worsl

J SCORING
CATEGORY
0 1 2
N i ' . 1 Pl A
Occasional Grimaca or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, cleriched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legsbrawn Op .
¢ N L "
| Laying quietly normal position, Squirming shiffing back and , ! "
Activity moves easily forti, tense l A{ ched, right, or Jerking e
Moans or whimpers occasional Chying steadlly, screams of 5obs,
Cry No Cry (Awaks or asleep) complaint frequent complalnts
- Reassured by occaslo%al touching, | . . -
i Content, relaxed hugging, or being taked to," Difficult to console 6r comfort
Gonsotabllity dstrachble ificult to !
Neonatal Pain, Agitalion and Sedation Scala {upto 1 Menth)
Assesement Sedation Hormal Paln / Agitation
Criterla . —
¥ ¢ .
2 <1 ] ¥ L“‘—' 1 Q'nr 2,}\'
EERE T
Crying No Cry with painfl | Moans or cries Appropriate crying iiot Iritable or crying at | High-pitched or silent-
Irritabitity stimuli minimally with painful{ imitable intervals consolable! | continuous cry
stimuli o (1 i [ncnnsolable l BT I
Behavior State | Noardusalfoany | Arouses minimally to | Appropriate tor Restless, squirming' | Asching, Kicking constantly awake
stimui stimuli gestational age Awakens frequently or
No spontanecus Little spontaneous i Arouses minimally / no_m vemem
movement movement A \ r(nut sedated) , K
Facial Mouth is lax Minimal expression | Relaxed Appropriale | Any pain expression | Any pain expression
Expression | No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger.
fone Normal Tong or finger splay splay
Body is not tense Body is tensa
Vital Signs KR | No variability with | Less than 10% Withinbasefineor | Incroase 10-20% | Increase greater than 20% from
RR, BB 5a0, | stimuli variability fram normal far from baseling baseling, Sa0, less than or .
Hypoventitation or | baseline with stimull | gestational age 5a0,76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
TecOveEry fighting veniilator

~/
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NURSING CARE RECORD
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Rainbow® . o
Children’s @ BirthRight
Hos pltal . BY RAINBOW HOSPITALS
uuuuuuu Your Right to a Safe Delivery

Date: '&[’114[)@ .............

[ Maintain Skin Integrity

S| i Otk Clenaseek | Domesen O eysbaselieeoie D Per frartnei
S| [ Identify Potential Complications 2] ATy OIOFS: SPBEHY: o vvvivmisnssssaiiavers sbsvsamvrsnan e s s sa s e oo RS A ST s R ATV Ha S
Time Plan of Care Time Implementation Evaluation Re-Assessment 'g"g?;n':fﬂ:
- #&&U&"rﬁe@ far Jgrm |~ iy e Med —he Dadberd]
Cond-Ron ¢ ood i or)
g P\Gﬂ psrt\/c'\'%-e { ~ memﬂaﬂ « ﬂ d)hﬁd u\c’_mﬁ s Sl
2 R0 rcccwl Mo Lot
" doa e avAUde || Coatine TVA@ ot \
?ff = P\(}&P«('_(G Chared | |- M elmvel e Choud
1) [Fwesse] £ Py »—-A—H'?Vjﬁgi?j fle Pt |
‘ (Ond TN o 9
ﬁp& e O B [ gl b Ak T
Eﬂ\) — (e he s C/Cuaf I '/"Fal B.gs S}ajgz,( sl A7) W
=< > rFIj‘GNL (8)) = I ‘/_[C-’ Z\Q‘)‘J—_’ \)[ )
T ok hydedilg, [0 o ot « plord
pu—! . ] [s.28 ___[__;1 o 3 5‘ : ; —
SIP"’W T: e SP il Aﬂalmfr SM&a{"ﬁl’?\d L
—— CcLesC . ‘4 . J
94{"!\ COqc{( ﬁor) P{- %\W\ QSS g_ he P m— P’é IS ‘—EQCL\QK@OL
Conc) T st
£/X0 ‘PMOr‘\l'[”'Oﬂ. ke ‘/I‘\‘ 10 —Mo A '}Ufa dhe ‘/}*‘ = [9~ o V}A @4_4
= 1P—N)mq‘|~u_|0 v“).Q_l(_Q '_MCU/]‘}-CA_}O 45\_9_3__/0 :
PNTDorgp O PEO BT (g e =
| Cﬁ;q -
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NURSING CARE RECORD

2z
Rainbow”
Children’s 4 BirthRight
Hospital .w

w | [ Maintain Airway and Oxygenation 1 Relieve Pain & Discomfort [ Maintain Fluid Balance ] Improve Activity Tolerance [} Maintain Good Nutritional Status [J Maintain Skin Integrity
Tg [Z1 Maintain Personal Hygiene [ Prevent Infection [ Meet Elimination Needs [] Ensure Safety [] Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications [1 Any Others. S'pecify ............................................................................................................
Time Plan of Care Time Implementahon Evaluation Re-Assessment g&?ﬁg{‘.ﬁg
en ex @m V"L enexsel
= 9?\(0{); /05’ Vr 9(2{)0/” 5’6’0{ v, /‘;ifg /(, /Q?LZ e LE’CK/
E | b2 fhusbsh e AN Seoke ety 1O d—
L L J 0 A :Z”” frave ﬂﬁé)mﬁ/w
-/ ,&mes/@ el Ca 79 L_@ @m@yg’ — h/2
2;9:'\'1 M ] C’ﬂCiUCJOS g Ci”’_&éﬁ’g FpMl) Pyovr 0( @MLLMPdL} ‘
200 | —ygcesS T © K essed s € ?4~
o Pj,- any &'G LSW&“’O H o 5 - Rl ion TR (8 WQNUCN
g T 7000 Yot Wryals Q Nivuls T Ovaedls
g “9‘“03(&\630 Q{OC%‘ "%V\(ﬁ(\:)ro&“edﬂ C&Q:QQL C%‘)'"‘
U rmviosescataiy || 4 e, srea
roul
S itk Ban| e Lvord
— Pssess e P‘(" — Assess  due
99‘\)t~h Conchifion %YN\ (o ditlon —Mow PL -*'Qegfoﬂﬂkeeﬁ @é}
V. . _
= b1—4\/\0n|+0r> dha -/5 \O "‘MO“'I—OO | dhe v/,;g I S'ltlblsl dhr \//\&
= —Y) ou feun d{&:[[b@a — My toun Hie 1{0
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It takes a lot to treat the little. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCTON: ..o Department: .......c.ccoovvvvvrvcniccins Date of AAMISSION: .........cveerererecsssrne
Z | Diagnosis: ' Any Infection: CIYes CINo I Not Known
S 4 :
= @/‘L Y- I YES SPECITY: ovvvvveereeeeeeerreeeseesseeseseeeeene
= s ’

- 1 \_Y' . \ nF\
L [ 2%
2 | Area 2 _ ¢ AL f)," A
§ Shift Time L fr\*(j & ™\
% Medical Condition
= | (Any special condition to be noted): . = —
Allergy: % O YesBNg [ Yes Q/hlo [ Yes (0[O Yes €No | 0 Yes, (Ao | O Yes CJNo
Tubes/Drains/Ca\nﬁ e 0| Yes ‘f{No O Yes (1Mo |0 Yes @No |0 Yesdaﬁo Cl'Yes £ No
tal Signs: Temp: oz&ﬂow MoV | g4t pert |GR 26
Vital Signs:
e Res: 20Vl | 95 b Jpa | 2967 | P oy
2 Sp0;: \®O lao/ | aa/ | aqr | Aa+/
2 Puse: | ¥ — | b | gcblm R | 4 25| m
2 BP: [ \QAS! [122R] 1ho10 [wmigo |[Ue '4%
Fall Risk Score: -~ — — s
Pain Score: i - = S =
Safety Needs: | \(( 0 | \Nebs | ver /&) Nes
= Physiotherapy | \lesL CNo | D Yés m% O Yes [ Ng'| O Yes WO | Ye‘s‘prﬂo OYes CONo
S : -
g Others Specify: 3 - e — —
£ Special Diet: | Yes o | O Yes o | Yes U Ne O Yes CLNe- DYeQPNo OYes ONo
E
§ Other Special Orders / Medications:
= o -— B
s —
—
Post Operative Procedure Special Orders: o] = F— — -_—
oY
Handed Over By Name : ( (Cu Ao CL M %q& Yo R ="
1 P
Signature : w8 7 B | P (ere
Date: NHVE [2€[R]2, [15\1 Wb sz h | 2642
Time: Q0% R, | 2 o & | S
Tak 3 {1’_ M o \S\mf\:[h/
aken Over By Name &N’:\Q é ol D\ V!_ “ ,-,
Signature : Y— 0 &)
Date: M [ 912kt hale2s | 25]3Pe
Time: QIPN! % (o 2060\ Do

Docu. No. : RCH/FRM / CLINICAL / 097
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- X Rain %wo - - ™o
Patignt Sticker Children’s . Bir thRIg ht
Hos pita[ . BY RAINBOW HOSPITALS
It bkes & ok o freat the Mtie. Your Right to a Sale Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCION: woeeeee vt Department: ......ccvvvevcereerenrencsncnens Date of AAMISSION: cevvvreeeee e cecasacerens
= | Diagnosis: Any Infection: COYes [INo [ NotKnown
= 1 YBS SPBCIY: wveeeeeereeresse s essnssseseens
=
(7] -
2 | Area. : 5
g Shift Time P
X | Medical Gondition
= | (Any specialcondition to be noted): -
Allergy: OYes ONo|{OYes ONo|OYes ONo|[OYes ONo|OYes ONo|OYes ONo
Tubés/Drains/Catheter: OYes ONo|OYes ONo (O Yes OONo|OYes ONo (3 Yes ONo|D Yes ONo
Vital Signs: Temp: | _
E . * RGS: .
i " 8p0,
2 - ‘Pulse:
[ .
2 = BP: .
Fall Risk Score:
Pain Score:
X Safety Needs: -
" Physiotherapy | D Yes ONo|O Yes ONojO Yes ONo [0 Yes DNo |3 Yes ONo DO Yes O1No
=
g Others Specify:
E - Special Diet: |7 Yes O No O Yes ONo{OYes ONo|OYes ONo (O Yes r1No 0 Yes O No
E
§ Other Special Orders / Medications:
o=
Post Operative Procgdure Special Orders:
! #
Handed Over By Name
Signature : . oS
Date: -t e . ;P
Time: N ¢ -
Taken Over By Name: : ’ {
Signature : “ : g
Date:
Time: - -

Docu. No. : RCH /FRM / CLINIGAL / 097
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URINARY CATHETER BUNDLE CHECK LIST vospial | @iz
Date of Insertion: . {\? [Y/& ................. Date of Removal: .....oooovvimmmmsismmmmsiise: .
Parameters Date Shift Time ‘3\% o J S :/* < 15 [
Need for the Catheter (D—Yes/Dl;Io \ TYes CINo Yes [INo | CIYes [CINo | ClYes (INo | [lYes [INo | CIYes LINo
Hand Hygiene s [INo E\gs [INo vu/Yes CINo \\EW&KD No | CYes TINo | CIYes CINo | [lYes LINo
Usage of Sterile Equipment DA‘ES/L__HGO 6\(85 [INo v{Y:es CONo | [IYes D%\DYes [ONo | ClYes CINo | [IYes [INo
Is the Collection bag below the level of bladder L}Yeﬁ\m /r(YES [JNo \/m/‘/es ONo | OYes P.No 3 O M [(1Yes CONo | [COYes [INo
Check the Tube for Obstruction (Free of Kinking) /EP@L(L ‘€Yes [INo -Z@s CONo | CYes [ N07 7@# [INo Ns\ﬂ No | [lYes [INo
Is Catheter dated as po'licy Eﬁ@ D/NL 6 Yes [JNo v£ Y/es CINo | COYes [CINo l“ Yes INo | CIYes Emb\ (1Yes [INo
Collecting bag is been emptied regularly? mé}uw /{Y}s [INo V{Q/Yes [(ONo | ClYes [J l\@'qé Yes [INo \{ ‘C No ! 'Yes~L1No
Maintenance of closed system for the catheter Yes CINo | '\_1/;’33 CNo | A Ye/s CONo | COYes TINo | ClYes | (@’& O Ye;/ ‘V\W 1Yes [ No\'
Dressing clean and dry? D’esﬁj No (a{(és [INo q]/Yes (ONo | COYes CINo | CYes [ No’ q] Yes [INo | [IYes [INo
Is the line removed as Policy? [1Yes B‘No/ ﬁée/s [INo yﬁs [JNo | IYes CINo | 1Yes [INo | [IYes [INo | [IYes [INo
Performance of Perineal Care /[A'Ye/s i u No Q(Yes CI1No ﬂes CINo | CYes CINo | TlYes CINo | [lYes [CINo | [iYes [INo
Onset of New Fever CYes AINo | ClYes S—r{ [ 1Yes~2ﬁ) CYes CINo | COYes TINo | ClYes [ONo | ClYes [INo
Asses for the leakage at the site of insertion /(Yes CINo | & es.zzj No Z{e;s CONo | CJYes CONo | CJYes CINo | C1Yes CINo | CIYes [INo
Name of the Nurse CQ &@ @Qf
Signature of the Nurse W @Q @

Docu. No. : RCH /FRM / CLINICAL / 114
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1t takes a ot to treat the little. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
Drug Allergies: ..... F\fj ................................................................. C1 Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

ShIfting FIOM: .o ShIfted 10: .vveeeeicecec e
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.-No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | noie / Time %ﬂﬁm
o
1| Hen . @ [-Hd Plo on >3) 93— | =€
2 OC OODC
3 CJC CIoc
4 LJC CIDC
5 ¢ Obe
6 OJC [JDe
£
7 Oc oc
8 ¢ [CIDC
! 9 Oc ODe
|
10 ¢ Cbc

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

Doctor Name & Signature : &WWW}%%
Date & Time : ......... Ll 002 P AT

2 Name & Signature: ...........

w\ ol (@ 50—

<u. No. : RCH/ FRM / GENERAL / 090




P

HNH-00013484

1P28-0
Mrs RACHA ROSHINI . %
27-11-1998 30 . = @
Or.SWATH MY ) ME0 () Rainbow’ | @

- chidrers | G BIrtbRight

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

CAESAREAN SECTION OPERATIVE NOTES |

:
Surgeon’s Name: D Satht BV Date of Delivery: 2(4—\ 2\ 2026
Assistant Surgeon: L' Waseene. . Time of Delivery: ~ \\ “2\a .
Anaesthetist’s Name: b D Shae) - Gender of Baby: Mq\e ’
Type of Anaesthesia: —CP?ﬂ&\‘ Weight of Baby: 2« 6Ro =9
Neonatologist: - Dv Noulpang & AGPAR Score: Y
Scrub Nurse:  \ « chanon NICU Admission: [1Yes [0

T " - 3 =
Pre-Operative Diagnosis: @0\ Ai i3y 2% e POG'UJ‘_\\A Nexio s

[ Elective _1 Emergency T o, (68 e i I .ol RO
Urgency
[l Immediate Threat to life of woman or fetus
[ Maternal or fetal compromise not immediately life threatening
/E’NF' maternal or fetal compromise but needs early delivery
[] Delivery timed to suit woman and staff

PYQ\I‘ ‘ous \8C S8

DRSO HIMIE: s et e i e ss R b R e i s KNef 10 TECIUS: v
CTG Description: .................... : Reo_o\\wa ....................................................................................................

If there was a delay GIVE the TBASONS: .........oeuiiiriiiitiieie ettt ettt se e e et et eb e bt e esesaeneraeae s

Surgical Procedure: Q\ o s W 2ES

Post Operative Diagnosis: 2 A &sn R0 L\@\\ P\ \8CF

Peri-Operative Complications: —

Amount of Blood Loss: IS=ml Blood Transfused (in ML): ~ —

Name and Number of Surgical Specimen sent for examination:

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




Examination Findings when Appropriate:
Presentation:—@ﬁaphali *E\K‘Breech Cl0other ... Cervical Dilatation: ........... oo, cm -
5th Palpable: 55 ......................................................... Fetal Position: ........... e
Station: T-3 -2 O-1 00 O+1 DO+2 Moulding: _=Mone [+ [I++ [+++
Caput O+ _ O++ 0O +++ Meconium: = "None [+ [I++ [J+++
Bladder Catheterized : _—Yes L1 No Urine: _[~€lear [ Blood Stained
Skin Incision: L~Pfannensteil I Transverse [1 Midline EED, - e s e .
Uterine Incision: ..+Tower Segment 7 Classical Clinverted T 1 JIncision . (OS _g ‘*\""““"‘E‘ic’“
Previous Scar: __Afitact ) Thinnedout " Ruptured "1 No Scar e | A
Incision Through Placenta: [ Yes N0~ \e_\} ET odbeseny, Yo \Q%\ Lass — n\_%}:funt
Delivery of head: ——Manual (1 Forceps ¢ 4-FSCm Eﬁm\oﬂn C”tS\ noted & pang ‘3 '
Liquor: %far LI Meconium: LI CTII i CIBlood  [10ffensive L1 Not Offensive
Delivery of Placenta: I Manual FCTT e, L 1Gomplete [l Incomplete 1 Piecemeal
Cord APPEarance: ..............cccooveeenen.. ™ \‘}"“‘C’J ................................... Cord around the neck ~+Yés [ INo ()
Appearance of placenta: MO'LM‘X ............................. Cavity explored ~Yes [ No
Uterus, tubes and ovaries: [ 1 Normal _-=Not Normal Sterilization: " Yes NO
Uterine Closure: |One Layer  [-Two Layers \[‘C"\\“°1 ...................... Suture
Peritoneal Closure: [/ Pelvic .~Abdominal ~I None C%\t%w "\&1 ..................... Suture
Sheath Closure: N\ 2 \(‘C"“\\“C”—\ ........................ Suture
Fat Closure: _—Yes [ No \(\l“\\“"ib ................. Suture
Skin Closure: _LlBubcuticular LI Mattress i Suture
Vagineal Evacuated +Yes [ No
Drain: IYes =No [IRemovein......: ) days [ Await instructions
Ctheter —=Yes [/ No [IRemovein gq‘\“b ...... days [ Await instructions
Swap & Instruments count corrgct? +TYes [INo L[ Post-op Antibiotics +—Yes L[INo o
Intra-Operative Antibiotics Cover: —=Yes TINo [ Thromboprophylaxis T1Yes [INo
POST-OPBIAIIVE NOTES: ...ttt ettt e ess s e esaeae s e b e s g e e s et e s s e s e e s e s et e s b e b e et b s e ne ek et e s e nn e
NLE™M X’.‘, A—— SN
A% Pa &\»—E\ S o= C\‘\OALtA
A A = = S
..... Volne IT\o chodveq.
________________________ L —
.................................................................. O SO e
el J!
S Easatin e | , :
Doctor Name: .7"........ ,\ .............................................. e (T AN 4 A R ——

Date & Time: Rq..\ A28 (9 v/
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Rainbow® . e
- Children’s ® BirthRight
PATIENT TRANSFER FORM EoeP TN .4#

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order

o, P oaliis @ | 2Bt

0YIM227D  (F)
| Dr. SWATHI HV

UL TR Transfe Ordered by Reason for Transfer
D AN, 0 ¢

From Unit To Unit Infc?‘m to Attendant
prv-psh 2l =
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

y over to attendant
30 f\f S , Yes[ ] No|[ |

If yes, what ?
Medications / Consumables / Surgicals / Hand over
S|.No. [tem Name Quantity

; ﬁ /7 [h

2. )

3.

4.

9

Shifting Summary / Notes Written by Doctor : ~ Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

[ oo on tv yr pouerrs

Patient & Clinical Records Received by :

A }U-'-fa\
—
Date & Time of Patient Received : byt P~ @ Ry I = ; 28
If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
[ ] Unavailable Bed [ ] Nurse not Available [ ] Available Bed not ready

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




HNH-00013454 |P26-00006933

Mrs RACHA ROSHINI ) . ,//:/f‘_ .
27-11-19058 0Y7TM270 — RainBow
IHV .

A s | Qe
ubS IETRIC TRIAGE ASSESSMENT FORM

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

Date: 9\%\}@\'7% Time Of ATTIVal: v Time Seen by NUTSE: .......cccvvvrcrere

1)
2)

3)

4)

9)

6)

Docu.

Level of Consciousness: [ Conscious [J Semi-Conscious ] UnConscious

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

] Severe Pain / Moderate Pain [J Preterm rupture of Membranes / Leaking Water PV

] Bleeding PV: Slight / Heavy [J Preterm Labor/ Labor

1 Decreased Fetal Movement [J Spontaneous Rupture of Membrane / Leaking Water PV

[J No Fetal Movement _ [ Other RBASON: ....cc.cecvieieeeeeiieeciesaeasesreecreeseesaeesnee s esne e snee s

/
Vital Signs: Temperature: ....QE{‘@kPulse: 23\ RR: (QJ Sp0,: [00.. 8P l&f{gl Weight: .............

Gestational Criteria:

Gravida: G g — it L, A

LMP: ...... 1/\“\”5'_ ........... EDD: «m\w Gestational Age: 3’}% .................
Uterine Contraction ] Yes B*No/& 1 NA | Onset Time Frequency:
Membrane Rupture O Yes D’(a ) [JNA | Onset Time Fluid Color:
Vaginal bleeding ) Yes Q’@ [T NA | Onset Time Amount:

. - If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes \’[;a"(o [T NA Pain Abdomen / Vomiting

Good fetal Movement ,Z%s ONo | O NA | 1fNospeciy:

Pain Screening: Numerical Pain Scale (NPS)

- l | | | | | | | | |

[ | | [ I I | | | | | |

0 ‘ 1 2 3 4 5 6 7 8 9 10

Pai ’ Worst

possible pain

L 5 13 e i L
% DIETBIATG oo mirps somicusso siasmasts st sisissasmisssss nisisess Days / Weeks/ Months (Strike out which is got applicable)

. GRARBION: vvvvinmivinsiminnindins M St
o FreqUBRCY: oo wsssvmnsessss \

8 NIV CIIONS, v rriasss s P s s s4a s o as T Fv et e ed e e e e e e e e s

Past History:
a)  Surgeries: ........... ?W'WU_S .............................................................................................
I - T e

No. : RCH /FRM / CLINICAL / 098 (PT.0.)




HNH-00013454 1P26-00006933
Mrs RACHA ROSHINI
27-11-1”8 30Y7M27D (F)

i

7)  nnciyy. L yes =TNo, IfYes:

8) Current Medications: J}P@Vi’[amin R E .
9) Prenatal cal History:

[ Gestational Diabetes

1 Chronic Hypertension L1 Low placenta
] Gestational Hypertension L1 Others if yes, SPECITY .......cccoveeireeeirececeieeeeeeeee e
L] Diabetes

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)
[ Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
[ Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
tegory III: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
Category 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)

OBCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
(Urgent)
< 30 minutes
: Every 15 Minutes Every 60 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
: ; Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
¥ pain <37 weeks (>spotting) >37
- weeks
- Mild hypertension
. 8 g ) . Hypertension > 160/110 il
Hypertension Seizure activity and / or headache, visual | > 40/30 with/without
- i disturbance, RUQ pain associated signs and
: : symptoms
- ; Atypical FHR tracing,
= 2T . Abnormal FHR tracing
Fetal Assessment abnormal dopplers
i 3 Non-Fetal Movement Diseased fetal movement
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
% | - Altered level of » Unplanned and pregnancy . for hypertension, blood|  mother or fetus
! consciousness unattended birth + Flank pain / hematuria work) « Cervical ripening
2 + Cord prolapse - Nausea/vomitingand | Minor trauma (minor | « Out patient placenta
; . Spvere respiratory for diarrhea with MVC/fall) previa protocols
i distress _ suspected dehydration | « Nausea/Vomiting and | « Pre-booked visits (ie
« Suspected sepsis /or diarrhea Rh and progesterone
: « Signs of infection (je injections, NST
dysuria ,cough, fever, | » Assessment for version
chills) + Rashes
s 1 UL
Time seen by Doctor: ... B YW,
Nurse Name : ....... . e Nurse Signature: ......... k/ ......................................

Date: -... AN \mo .........



SURGICAL

SAFETY CHECKLIST

) :
1P26-00006933 _ p‘ ‘ 2
% | Rainbow”

Surgeon : . DZI SLﬂaﬂf’ ..............
Asst. Surgeon : m(\) .....................

Anaesthetist : ....... Q’E ﬂ Wy qa nr SWATHI H

q & UHID N
Scrub Nurse : ..... .Q)' ‘ﬂfd .................. R‘r Date : &"{ TW‘“ “‘\m“““ ) )\w o time :

l HNH-00013454
| Patient Nan Mrs RACHA ROSHINI
. 27-11-1008 Y7TM27D (F)

BY RAINBOW HOSPITALS
Your Right to & Safe Delivery

Hospital

1t taks. 8 ot b0 breat the ite.

b

Children’s ‘BirthRight’

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time: 411 DA™..
I

TIME OUT Time:..LJ £ (4QM

SIGNOUT  Time....[ ] S &7

M\

Patient Has Confirmed

Identity 4 Yes TINo
Site [1Yes Ao
Procedure ““Yes [INo
Consent Yes [INo
Site Marked [1Yes [1NoJ~NA
Anaesthesia Safety Check Completed \Z‘%s [1No
Pulse Oximeter on Patient & Functioning \_¥Es ('No
Does Patient have a:
Known Allergy? JYes,_LNo

Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance

Available 71Yes A0
Risk of > 500ml Blood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous

Confirm all team members have
introduced themselves by Name and Role .¥es 1No

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) ‘@ No
Correct Site /Yes [INo
Correct Procedure //wYes CINo

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

AMW‘S \O\EM‘)“
Steps, Operative Duration, \

Anticipated Blood Loss? %0 ok - Yes [INo CINA
Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? | ‘Yes‘)—No [1NA
Nursing Team Reviews:
Has Sterility (including indicator results)

Nurse Verbally Confirms with the Team:

The Name of the Procedure Recorded C1Yes [1No

That Instrument, Sponge and Needle

Counts are Correct (or Not Applicable) 1Yes [INo CONA
The Specimen is Labelled (including

patient name) [1Yes CINo CJNA
Whether there are any Equipment

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

What are the key concerns for recovery

and management of this patient? CYes ['No

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

Access and Fluids Planned 0 YBS’\,A'WD C1NA Been Confirmed? are there Equipment

Binod [iniis fhsarved “IYes ONb CINA | | issues orany Concerns? _~Yes [INo [1NA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? J¥es [INo CINA
within the last 60 minutes? AYes [INo CINA

i 2 @ 1119000 v
Signature ©.....c.coveevn. @/ ............................... SIGNATUIE &2 ) e SKINBHITE & it T i irinss er ..................
) n i
Name ... SOSDnge Ky o AN NAME ..o O)(—%Gt .......................... Name ©... 73 .. D ........ S e
o ERN7



PATIENT TRANSFER FORM

"z
Rainbow’ i

Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
4 1P26-00006933 ;
i B LT N AT
or. !\N
\\\\\\\\\\\\\\l\\\\l\\\\\\\\\\\\\\l\\ Transter Ordred by =
oy Socd e WV Oy o bStraha,
From Unit To Unit Information to Attendant
ﬁ "PVQﬂ ? N Yes;}/ No[ |

Number of Sheets in Clinical File

Number of Imaging Films

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

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

1 K O
" ~—
3.

4,

5.

Shifting Summary / Notes Written by Doctor : Y@/ No[ |

Name & Signature of Person who is Transferring

’ZCJ._ NV V\Q\_

Name of Person Ordered Transfer

:'%.} 'D (A \/% Q @C@m"u V\,%

Patient & Clinical Records Received by :

[ et butts

Date & Time of Patient Received :

112 2b D

7?//@/7)’)

If the transfer order time & Completion time is more lhil"l 30 minutes, pleaksﬁ:k the reason mentmned below :

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

[ ] Nurse not Available

[ ] Available Bed not ready
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HNH-00013454 1P26-00006933

Mrs RACHA ROSHINI "

27-11-1908 0Y7IM27D  (F)

Dr. SWATHI HV Ralnbow . B|rthR]ght~

Children’s
|||||”||||“||||||""|”"||||||||| ' Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: .......... QA\—U&}Q

Baseline Information:

Admission From: LI ER 1 0PD Mk 1l Others; SPECHY. suumasrmsarsiisisstorsmmnimgs

Primary Language: L\/Tslugu/ L1 English U Hindi L] Others, SPECITY .....oovveiveiiiiriicrcee
Doyourequireaninterpreter? CIYeS [INO YRS SPOOHY ..ccvivirccmciiniiiisiinnins i iensesesesasassssrinssessinssessssasrsnssosasassssans sannssns
Source of Information: I/Pm L1 Family L MBS, SPBCHY isiivcrimnsrimms s ssseisumsu ssoamsssnin i saksatoni
Allergies: [ Yes T‘I‘No/ 1 Medications [ Blood Transfusion [ ] Food [ Other: v
[EVBE., [HBINIIEY.... e semrenrrsnsane sonarsssssansssanns esanss eSS S ST S £ T S PR A R R e D L TR s
Chiel COMPIRINES: ....cciicsinimaimmmain i e st Doctor Notified on Admission: <5Ye§ N0
a ...... (.%efﬁ .................................. Name of the DOCLOr: .......ooveviiiee
................................................................................................................... MO NOUFBL? «coiveisnvmmimwsvsmesiiussmonssuasssasansossinasnon oo
Past Medical History: Obtained From [ Patient [ Family Member [] Medical Record (] Other (Specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
e
\_,, -~
Gynecology Assessment: [ ] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ......cccccoevieciinicccnnnnnns Caesarean Section: [INo Yes Contraceptives: CINo [JYes
.................. C%Z\!Q/ Cervical Cerclage: ’ﬁ)— 1 Yes Vaginal Discharge: =0~ [] Yes
Onset of Menarche: Ectopic Pregnancy: ul\k/u/_‘ Yes Post-Coital Bleeding: E’p Yes
Menstrual Cycle: [JR€gular [ Irregular | Myomectomy: [[INo [ Yes Infertility: FTNo (I Yes
Last Menstrual Period: ........c..ccoevevveveveenns Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G ....... o A e s e S A,
Previous LSCS: 1 ..................................................................
Current Medication: 1 Neme~ [ Yes, If Yes, Fill the reconciliation form
Family History: [ No Abnormalities Detected
[ Heart Disease ("1 Hypertension (] Diabetes L1 Stroke [ Seizures [ Kidney disease
[ Liver disease 0
Vital Signs / Measurements:  Temp: 0}4& k HR: .. 8.5 RR: ... Bf..
BP: \ 9S4 R Weight: ... 22.:.\04  Height [y g———

Pain Assessment: Pain: [1Yes [JNo (If Yes, complete the Pain Assessment / Reassessment Form)

.u. No. : RCH /FRM / CLINICAL / 151 (PT.0.)




HNH-00013454 IP26-00008
933
Mrs RACHA ROSHINI

| 27-11-1908 30Y7M27D
| Dr.SWATHIHV )

DRI ovsons ssscsomen

General Appearance: érﬁe/althy C1ill looking 1 Anxious [] Agitated [ Others: ..ovveeeee e

Fall Assessment: E‘)es/ [INo Score................. (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure SDM INo Score................. (complete the Braden Q Sheet)

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

Inform consultant for positive criteria

NUTRITIONAL SCREENING: D/mml Detected

L] Overweight 1 Poor Appetite > 3 Days [ Needs Therapeutic Diet.

[1Under Weight [ Diabetes Mellitus LI Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL NG:

1 Calar & Cooperative 1 Restless ] Depressed [ Agitated ] Confused

LTl UMD <m0 R Ao s oA A SR A s A VUSSR
Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single mOrced ] Widow

2. Special Habits: Smoker: [ Yes cohol Abuse: []Yes QJD/‘Urug Abuse: []Yes [4No

[
Social History: Lives With ............. M&D@A\,ﬁi ............................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach ; [J¥es [ Waste Disposal Explained: s [INo
Infusion Pump : es [INo Hand Hygiene Explained: m [ Others

Above information given to

Name of Person Orientation was givento: ........... 0N e

—

OrentaiBnnoLgIVeN BEASON: . i mimmsrenms mrrrirssmmr b v e asts ety

Nurse Signature: .......... @ .............................

Nurse Name: . O O V) e P2 U0 B 5 e ool

Date & Time: ............... MM ....... 2T




HNH-00013454

s mcmnosnm waeonmn “Z
s 2 Chirdren's | @ BirthRight
larens

Wiy L oyl | e

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: .zim/l/’?é Time: ....... . - £1! - o T

0 Q ,z/ 26 kg/m’

Origin: ........ e 1.1 Height: Lé;g Lias  Weight:. ?ﬂﬂf— BMI: [ ~28 kg/m’
0 ~ 30 kg/m’

L L N S

DIAQIOSIS: .vvvs L2, Gt ssesssessesssessssessses s e

« TyeofDiet: Ciligud  OSoft ~ CNomal O Diabetic
O Vegetarian \?’Non-Vegetanan O Vegan

Diet Advised:

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

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

Patient's / Attendant's ) Dietician’s
Signature: ... ﬁ\.‘zﬂ‘/}/ ................................. Signature: gm ..........................................

IZOSme K. Name: .........5 mlin.@ika..:.@ ...................
Date & Time: 2%/?/25;£HO{9W Date & Time: 214(?/2—5715%0%9‘”

Doc. No. : RCH/ FRM / CLINICAL / 195 (RT.0)




DIETARY NOTES

Date

Time

Notes




HNH-00013454 1P26-00006933
Mrs RACHA ROSHINI

27-11-1008 30Y7M27D (F) )

Dr, SWATHIH V ! \ Rai b; o - . )
T T & T ‘B.rtha.gm
Hospital ?R;\'::?W_;%

CROSS CONSULTATION FORM

Q
Doctor Name : D‘V\SN&H&L\\ ............................................ Date : 2"!/7’[7;6 Time : ‘(’LIOP"J
DIAGNOSIS © oo o Sttt ettt

Hospital : A2 = HDIN Type of Referral :

[0 Emergency
O Urgent
[ Non Urgent

Referred for : [ Opinion thg-Management O Transfer of care

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

Signature:

Findings and Recommendations :

Lok i cave play

— -— '
— pd\  Aormad Gueost r\ﬁpplaﬁ
"Co!DS—LbLM Saav

. C‘%’&}P"L"Agim;m,p(b s \
B . D . vpPin q
~ g& ) j;;\/ deap o¥th ns damonstoabdd b sde (7”17

- olgwn Pas?ﬁma o
waomd —Fa,aoﬁwj nob  Qrceed 22 hews as P/ T
_ pma

lﬂum@d—/ el

, J
fé-hqmu late bmloj Comﬁwvtws ]‘J wi&la ,f@a,ot.ry.

Consultant : Q
Name : ..\ /" ¥¥1| W 115014 .............. Signature : ....... ﬁ ................ Date & Timeﬁlixr?/%ﬁft..g..; 4op

Dac. No. : RCH / FRM / CLINICAL / 049
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HNH’OW‘W N '6/{:{:
wre RACKAROSHIN o Rainbow’ . S
7-11-4905 ’ . Blrtthght

Children’s

ST L. chiter’ | g Simas
BREAST FEEDING HANDOVER AND

ASSESSMENT FORM
1. Breastfeeding initiated?
0 /{ Yes 7 b.No
P |1 [ T |
3. Nipple condition:
' [~ Nipple well formed
] b. Flat nipple
[1 c. Inverted nipple
[J  d. Short nipple
4. Milk flow: s
(] a.Good
7 b. Drops of colostrums
O c.Dry

5. Steps for Positioning and attachment:
a. Baby goes to the breast
j. Mother always sits with a back support
~ ;/ c. Ear-shoulder-hip should be in a straight line
9/ 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:
0 a.Yes
L1 b.No

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

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

9. AAAIIONAL MOTBS: ...ttt e et e e e e et e es e s e e eseeseeseen et e s esaeseesen e e e s ese s ensesnenaessesaesenseneenseseenens

Continuity of Care: DALE: ..ovvvooeeeeeeereeeer e

S, AR fhe mﬁ%/‘ Lomdeern
A wudn fed'n W‘QW ¢ /VW
> pudntdn  2echand

S MUhwewly  oap
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D% Rainbow .
=t~ 16-009 Children's | & BirthRight
Hospital BY RAINBOW HOSPITALS
1t takes a lot to troat the iRtle. Your Right to a Sale Delivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
f { -
PatientName: ) v S. ) ;rﬁ‘uo » Hos '_,, A . Age: ’j-_()\,; 8, Gender: | “m =
UHIDNo: 1 ) H-00D12usu PNo: -P2L00006933 pate: 2412 [2¢  Time:
Diagnosis: £ (% LUl - o1
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI lbo Mg | Amp
2. | Morphine Sulphate Inj. 15mg/Mi / /
£™3. | Remifentanil Hydrochloride Inj. 2MG / j
4. | Remifentanil Hydrochloride inj. 1MG / /
. By era -5k 00
Doctor Name: \\H Doch@ggﬁug M)F , 0992S
Signature:
— - 5,
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
P2l D €9 S\l 31 2
BBt .o 100000 6938 Date: ... {Fla6 .
Aadhaar No. of the Patient (Optional): ..........cccvveiecuiriiviin et e
: I
L-\. Name: M75: Kae o Ko shin 1 Remarks 2k
—o—uhS f’_[ I f_.:"--r«'j' A 7o ; l
2. | Complete postal address (with contact number, if any) lecd lonpi Y (g denads ol '
3. | Brief description of the illness CSCy
4 Whether registered with any other registered medical practioner / i
" | recognized medical institution ( If yes, details of the recorded) ik
5. | Details of essential Narcotic drug dispensed Fenta Nf /
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of thc:?tientl Remarks, if any
. Patient Attender
2 ~
_ Sanm G (OWUUI) |
Dispensed by (Name & ID No.): ....... RO S S e A R vt SlonatieEna iy 0 e
§ 7 o
6 y o hCHs fo2 100 /) _ 7
HEceVEA BYINAMEE IDINDLY: .o T s iocriees sussbinsaivhendiooF siAMP R SRS St o hibabuvsns Sinattine:sy. o e SIS s

RN e . ot

Docu. No: RCH/FRM/ CLINICAL /133




O i  ————

S

%

i p-0000% Saireow. | @ BirthRight
Hospital _ | )z
NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)
Patient Name: Age: ; Gender:
UHID No: A IPNOY D5 . Anas i Date: Time:
Diagnosis: y
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks

1. | Fentanyl Citrate Inj. 50mcg/MI

Morphine Sulphate Inj. 15mg/MI /

2 .
3. | Remifentanil Hydrochloride Inj. 2MG / ;
4. | Remifentanil Hydrochloride inj. 1MG / /

Doctor Name: 17, %1+ .’}b K Doctor Regisfration No:

: ~.‘-\ —rz.r-ﬂr‘“‘—q‘ 02N
Signature; AN
™
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

IP Registration No: ....L....L....000 &334 B e Date: .2 Lo ef

AACRBAFNG Ol e P atient IOBHONAY < i s iin s vt e s s o d Ry S s s a0 wwsva s s

1. | Name: Remarks

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

3. | Brief description of the illness

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.): ..... ”“‘t““',x ................... SIGNALUTE: ...
Received by (Name & 1D No.J: med bbb dinis i SO B o vivransrsassrsanron Snalire e e

T T A R S ey

Docu. No: RCH/FRM/ CLINICAL / 133

S




INFORMED CONSENT FOR SURGERY OR ﬁﬁ?a‘:":’ I .g::mm
SPECIAL PROCEDURE B, | O e
Patient Name : ROJHFNIK ......................... Gender: [} Male Bﬁale Age : 3@7?[
UHID No : H’M‘L'QOO’E{{SH ........... Date : 2.‘4[03{;!_2%

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)

N TIM ... OO S QMENT. CEP AR N SEcTIoN

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.

LORCEBS. 00D, 0B INCER OF. 00D PRonaucT. | Tntirosens,
NI TR NPl PRAD DI DT V(TR ST R LU S, P
..... gfwa%f‘nowﬁwfﬂﬂomww%ww CRDL.DIE INBUY T

My signature on this form indicates that W‘f .

1. Ihaveread 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. Ihavereceived all the information | desire concerning the operation or procedure and

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

Name of the Doctor who is performing the Surgery / Procedure: ..... @ﬁ/%ﬁ.«eﬁ_’f/\" ["W ............................

Consentee : @ i}?ﬁv Patient Attendant :

Signature : ... G L M SIGRALUIE : ... X e
Name : RP&CL’(‘\ROS[AH» ...................... Name : /Ra]/\JLC[AaAC[a"\
Date & Time : 2.4 7#-126.@0. 11 B ... Relationship with Patient: . 1.3 R ...
Date & Time : ZHI@Y[KQ@UF]M ........
Witness : T
4 é& Doctor (who is tak;rz;he uorrsenl) :
SIS s G ok Signature : ..........& : /D" .......................................

Date&Time:...m.lfh.l..uo..@....u.ﬁm ...... e (07 ee. @114y

Docu. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR GENERAL / Children’s .E!ﬁ&iﬂ%‘lj
[ONAL ANAESTHESIA / Hospital | Sour g ta s el every

MONITORED ANESTHESIA CARE

patent Name ;.. A6 AL o Ago:..2)..... Gender: Male Dl FemgleTT

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

Operafive ProCedUre PIAMNBA © ......ccveeeeeeemsusrs s T earesaese s e oot e asmsrssentanasssssssssassncssassrsssessesesessassesnssasss enas sessassossasssees

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesfhesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain dunng the operatlon Drugs given through a vein and / or Inhaled from an anaestheSIa machine
produce it. Regional anaesthesia mvo[ves 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 io me the details of the high risk involved due to the following medical
problems and [ have sought necessary clarification on afl my doubis.

[1Heart disease 1 Hypertension O3 Diabetes mellitus [ Renal failure

: El Hepatic disorders O Shock 3 Multiple organ failure O Polytrauma / Renal Tubular Aacidosis

D Incapacnatmg Cronic Obstrective Pulmonary Disease

i Others : W—W Wﬁm %: .JMWV‘G o PDPA.

Comments : Q\@“l'cil

* Doctorio document in medical record also if necessary (Gross—out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

[ hereby authorize Rainbow Hospital & iis authorized doctors to perform upon me / my patient
. n rJd . \ . . s
{MYI&Q@*IAM! the above mentioned operation / Diagnostic / Therapeutic procedures

5-.

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

" authorize and give consent for anaesthesia (‘Er{gmnal / O General Anesthesia / [0 Monitored Anesthesia Care as

considered appropriate by the anaesthetic team.

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

Docu. No.: RCH/FRM/CLINICAL/021 P10
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" understand that there are some infrequent complications that can occur due to use of anaesthesia, these include
pain or some injury at the site, of injections, temporary breathing difficuities, asthmatic reactions, headaches:

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

That | authorize and give cansent to the team of doctors attending on me to administer blood products during the
course of operative period and immediately thereafter in need arises.

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

- Pregnangﬂ{ O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia LP:egl{nal Anaesthesia / Monitored Anesthesia
Care 10 be given and discussed the risks that particularly concern this pafient.

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

Patient / Patient Attengant - Witness : W
2 M \
‘Z@@ Signature : ..

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

R s AT A= Name : (E‘\‘.]«r)(’e[’lﬂfﬂc‘“a‘
Relationship with Patient: ... ) Date & Time : [7{07 2.@ .........................
Date & TIME : covvcecrrrescerenec e venseserssnmsasenpananeanas
Doctor (who is taking the consent) : }

Signatire : cveeeevrecneens Lf/ .....................................

®
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. Rainbow” ; o
Department of Anaesthesiology Children’s ) Blrtthght
PRE-ANAESTHETIC EVALUATION Hospital | () oameoviosers
It takes 2 lot to treat the little. Your Right to a Safe Delivery
Name M‘K ....... EE”-‘ 1"?’39 ...................... Age:g ........... s UHID.No : JQM{_{_[Z%:—S ..... '
Dater ... ’*"}'{ ...... 2o Time: ..M/ Geofy Proposed Operation: ..... ‘Q(/'W ...................
DiagNOSIS: ...vovveverrereerrrennern .B_P1L' ...... [ PNWLKM‘Z&?‘M"V’O‘{)@A .............................
B.P/CRT: v HR: oo Weight:7€,°).. , ASA Physical Staws: 01 (2 03 04 05
A Laboratory Data:
GIUCOSE: ..coevvrrrriicriiienns PO, v smaasssmsnins IV o XeBAY: cvnieanniiaeniin
UrBasss i DI o 213,11 SS— e
Creat: .ocoveviniiiccicineen. TORIBIML HCV: e 20 Echo: ..o
L/ | 31 :| | T Blood group: .............. Stress/Anglo: .................
K e LDH: e L Other: ...c.ocevvveeererreenens
(1 1 o O || & | [ i R s | [ A e
MO+ 40 s AMYIASE: oo i [
Ol i batas SGOT/SEPT: sicviissiasiuninien L. N B U ConNA
Allergies: gy |
Medical History: CVS: \
RESP: e Diabetes : O
CNS:
Renal : WﬁT € P A CMOT
Hepatic / GE : Physical Activity: M. Zq

Others : I%J—WQ \.[/‘ (W’)@&/ .
Past Anaesthetic History: [t fowxﬂt,d f)m Aement Laectinl, udevplposi 'éﬂ»fv,;:/ i
Physical Exam:  ~ ™" Ur - QoaB Newdy ﬁwl e - %Q%:lh A
Airway: mp1 284 Mouth Opening:  Mentohyoid Dist;nce@ Neck: @ Teeth: W
Lungs : pﬂq—é@ i fagvr ! =

™
Heart: &0, @

CNS: /
Pregnant: ©3¥es [1No [INA \ . Venous Access Site : Spine Exam for regional :

Anaesthetic Plan: CIMAC GIONAL [ GA-ETT []LMA

Peri-Operative Plan Explained to the Patient: /Z'é' 01 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis :

Water / ORS 2 Hours
2. NILORAL<<( "

. Informed Consent! Standard [ High Risk
4. Post Operative Pain Managemem:ﬁﬁéussed with Patient
5. Other Instructions:

'—Oﬁ"/p“l&"vk{;@{ﬂmﬁ'

w

O O
Signature: .... %( .................. Namebf A oma R

Docu. No. : RCH /FRM / CLINICAL / 044
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Mrs RACHA ROSHINI . 1= @
Rainbow “
27-111908 0YTM27D  (F) ] ® .
DOr. SWATHI HV Children’s BirthRight
m ||||| |"“|||m|"|”m”|"“ W ANAESTHESIA CHART  Hospital . By RA.Naowuosgms
It takes 3 jot to treat the little. Your Right to a Safe Delivery

Change in Patient Condition: ] Yes LZi/No Fasting Statuslﬂwﬁowp
Physical Status: /%Datient Identified Zﬁ(;onsent Present ] | ~T Chart Reviewed
— 2 T
HR_ [V (5P R [50.9%] [RA(S v [ Last Feedogiie
Pre-OP Diagnosis; sl gL M)
Surgeon: m ..... 1:}’\/9’7\’0@144 .................. Anaesthesnologlst IOW DVV*
ru;w-
N,O /AIR(/O, LPM LA/, =
HALO ISO‘fs‘EVO o " Antibiotic
Drugs:
T =
W AN DN 3. 0 P~V Kfuppository
: L » \ !
! ; L) _Th™ Mibns
LV S4B A .5 (R 2 24100 doterit o
T‘f"" ?wm
Blood Loss
P ala
FID, / Sa0, A 710
ETCO,
ECG JVYWI VY-
Temperature
Urine Output NOTES
£8 = y
& N ) B o)
s Umﬂv’ L 2oy g
B8P A
V Systolic 220
A Diastolic
X Mean 200
« Heart Rate e
Tourniquet on Time
Tourniguet off Time 160
1404%E
Throat Pack In A ‘A .\“ A
Thvoat Pack Out 120708 .
100
80 “
60 d' A,
40
20
10
0
ABG
LAB Values
S
_ = Equipment Checkeg and | Temp: Induction Regional:
Functional [J HME [ Fluid Warmer owN 1 Inhal remity Specify: ..
~" BP L—\/L’ [ Cling Film ] OH Warmer J Pre 0, CIRSI 1 Spinal (] Epidural D CauGaJ
uff Site: . e [C] Hugger's 7] Cotton Wool [1 Others Others: ......
rt Site: .... i Ome&; :
_,V%KG e g‘ l A M‘ O] Mask (] SGA Position: ..
O Temp Site Times: ] Airway ] Oral [] Nasal Site: ... e
] FIO, Monitor Anaes Start ETT# ... at... Needle Size: . Depth: ...
O Ag;m Monitor OP Start: ... L Oral CiNasal C Parasthesia I:Yes
Pulse Oximeter OP End: .. |j Tracheostomy [_] Topical Catheter at skin ..
O Capnooragh L OR I& \Orh’) (0 DV s esmsssssiaecsimcitis Drug Nt %Cm}ﬁ
] Ventilator Anaesthesia: [0 Awake [1 Direct Vision Bolus: .
[J Nerve Stimulator O GA [] Video Laryngoscopy [] Stylette / Bougie IAFUSION: .o
WY “E’ L] Monitored Anaesthesia Care (] Fiberoptic Block Level: 7’
Position:" 2 Regional Blade# ... AMBMPIS: oo _
|, A"Prosours Polnts checke DIFICUIY WHY? e OETOREN iR
Line (Size & Location) Transportation to
Eye Care: CIOWP.. ] Bilat = BS FTPACU Clicu ] Other
‘rj ?int [ Semi-Closad Circle Relaxant Reversed Gr‘fes 1 No ;/ﬁ NA
| Tape [ P Lk s
[} Padding .‘E g;:?d Gl Name of the Doctor )
AT Awake . Signature of the Doctor :......
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Rainbow® . e
Children’s (4 BirthRight
Hospita| ' BY RAINBOW HOSPITALS
It takes 2 lot to treat the little. Your Right to a Safe Delivery

Received in PACUbY : ....... ‘S\WNR’{’JA .....

Time Received :

Time Discharged : ........c.ccccoocevneen.

\ﬂ L\AA
J

250 250 -
2= 250 1y Cannutaste: . M.
w 230 230 | [] 0, Mask + [ Nasal Prongs
% :fg gfg (] Tracheostomy [J T-Piece
@ 200 200 | L Oral Ainway [] Nasal Airway
E 190 190
180 180
8 170 170 | Vomiting : [ Yes ?‘ﬁ D, 1] e
g lgg :g NG Tube : O Yes £
v 140 140 | Drain: Yes T
. 130 [T 130 ) —
120 120 Urinary Catheter: ] Yes ‘;,No’
110 > 110
bt 100 n. s 100 | Chest Tube:
a—t
90 90
? a0 r i Nil Oral
-
- S . LT RN . A
o
[7¢] 50 50 Oral Feeds: .........ccovocvvevenee
e 2
L 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MRITES NG IETERPRETRTION
(Modified Aldrete Score) o 30 | 60 | 90 e o
Able to move 4 extremities voluntary or on command =2 — - .
Ahlg tg $ova 2 extremities volumagr or on command =1 ACTIVITY ‘ 1 1/ A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 g Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION 1|2 v ) ) o
Apneic =0 Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 : 1 Inlan.
8P = 20-50 of Pre Anaesthetc eve =1  CIRCULATION | v space below by the Discharging Physician:
BP =+ 50 of Pre Anaesthetic leve =0
Fully awake =2 0N
Arousable on calling =1 INSCIOUSNESS
Not responding = 1 1 .V
Pink =2 o
Pale, dusky, blotchy, jaundiced, other =1 LOR
Cyanatc o 1 Y
TOTAL aQ (o |10
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
WL gl ([ !2[
MW \L“Jb‘vb 0 et 0 L), J@
b’ \_/
gﬁyﬂ!zﬁ’- % )-m| & — o e AL
[ ars o) 4
U o |72-a | O )2 l4 -
L ’ .
/
wula—| Ypm | O Y 5?7

Pain Tool Used: [ NPASS [ FLACC

Reassessment Frequency:

1 Wong Baker

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:

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
¢.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): 9)‘ d P(C’O S (R )
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Dupartment of Anaesthesiotogy

EPIDURAL ANALGESIA RECORD
Date: .oty TIME: cceircernnnens Procedure dong BY ....icceeeoieesienccssennenscsnssemssesassessansssasssssnssassenes
CSE /Spinal /Epidural POSHION | cvvvrrerereene SPACE veereireecnscrrrenesnrerenns Technique (LOR/LOS) ........c........
[D]2]111 Catheter at SKiD: .vovvverrervenererressernersarens AHEIMPIS © orrvcerrnernrnrecneen s sessssressnnsensns
Parasthesia : Yes/No if y8s detalls : ..o s sssssess T R——
Solution Composition : ......vvevereenes ‘ U ....................
Any other issues :
- PSR RR
D) s e ensesrenes \erssrseTEvRTRSIR SRS ROT SRS Rt A S eRrA AR AR A A b ans RS A eEsemt e eRs e ae e eR s eteetee s aaeesrenanas
Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right BP Pulse FHR Comments
. q 3
' \
Delivery Details :  TiME : ovvvernereensereneens APGAR: ...cveceereee SVD/ Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA 1 ....cueereirererrereirirnncscsrnsressrsremsees ssses s sass s sassss e et et semtsassssasssessananssssspasssassos
PAtENE SAUSTACHON § 1ucuereeveerercsecerieseruenesstesscssassessesssenssssseressessassseassss sass s sesassmssseastsas s an bk den st st smsnssbabosansss bosassossbnassasnens

Discharge /Shifting ordered by
Doctor Signature: P T

DOCLOE NAIMIE: ..ovveerirnerereierisnisnsnsnessisnssesssssessesssassnssssasssnses

Date ANt TIMB & ceeeeeeeiireere e tsereseereseessessssnesseseresesesse




PATIENT TRANSFER

FORM

2

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

Patient Name & UHID No.

HNH-00013454 1P26-00006933
Mrs RACHA ROSHINI

| 27111908 0Y7TM27D (F)
Dr. SWATHIH V

AT

b @5

Date & Time of Admission

o

Date & Time of Transfer Order

9&[&(‘1@;@ [©: 42 Apy

52 iy
Transfer Ordered by

OK « sondi

Reason for Transfer

el - (s

From Unit

QﬂeFPOQ

To Unit

oT

Information to Attendant

Yes [ —— No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

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

@ Yes[ ] No| |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltemn Name Quantity
1.
2 Hoaon)—£))
3.
4.
L H

Shifting Summary / Notes Written by Doctor :

Yes[ ]

No[ |

Name & Signature of Person who is Transferring

e
NSV N

Name of Person Ordered Transfer

e . Quwatbd

Patient & Clinical Records Received by :

o

Date & Time of Patient Received :

2\ @ e -

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

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

[ | Available Bed not ready




