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Mﬁ; ,yb Rainbow’ | @ BirthRight

BY RAINBOW HOSPITALS
Hospital ) o fiate St talony

It takes a lot to trest the littie.

ESTIMATION SLIP
Date: /[ /[- /Q{L vl /o, : UNH-000!$£36  sine, 1981
Name of Patient : /”/.E A}‘\J" 2 DatSag .f.( { C Age: ZS‘#'? Gender: L

L

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

Address : . Phone: (40 1317 (" Email:

Procedure / Plan : EDD/Dos: Aog '}Q{
MODE OF PAYMENT : D SELF @J‘PA: NELD _'_Try( 1O [:]GIPSA: OTH‘LZR
TARIFF INFORMATION : ~VE

Particulars Package Amounts (Rs.)

Room Category Normal Delivery LSCS

Multi Shared Ward
™

viared Ward

Twin Shared Ward — 9p |e ) 1o c

Private Room S Y o¢ L)t ¢

Super Deluxe Room

Suite Room - Ny _])ﬁua Alr":( E—)('/h / ff o
Package includes %oom R;nt, Nsursing ‘Ch;rges,d \J Room Rent, Nursing Chl?rges,
K Bl foni th octors Fee, Surgeon's Fee an Doctors Fee, Surgeon's Fee
(_Pac N R T R Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission)
. Length of Stay for: 9 s ¢ Length of Stay for : < Diyqy
Pharmacy up to ‘7, nen L. Pharmacy up to l ), 00 L—_:

N g] / { 15]\ = Investigations up to D Qv l— Investigations up to 2 060 j £

Others 1 et} L/r.lg\, f& e G)( 8 }U Z‘E d

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

itial Minimum Deposit : [D 5 Jildd) /, A&f Wl ¢ .
Al RKS: w,/r,y "‘r‘{(\ \10 )’040" F 7. A

1. Room eligibility is purely subject lOQ'PA approvél and the Paé‘kage/ Room TarlfF staPts from the fime Mssi(m. The estimated amount may Change agcording to duration
of stay, medical condition, investigations, pharmacy and any other procedure.

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

3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
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 Counselling desk between 9am to 6pm

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

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

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and no attendant is
permitted in [CU's - 2

8. Tariffs are subject to revision

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

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

E.f r ~7 S DECLARATION
| J_DJ&( have attended the Financial counseling desk and understood the expected costs and

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

o Yotke

Signature of the Client Signatory Relationship Signature of the financial Counselor

-

({%




& Mrs AIZAH ZAINAB MAIRAJULLA

HNH-00015836 1P26-00006638 .,/}:/4_
Rainbow® . o
Children’s ‘Blftthght

U ital BY RAINBOW HOSPITALS
WU Eaen Hospital | () srsenmiosmus

SURGERY DETAILS

\

22-09-2000 28y (F)

Date : :30/‘(25 ............................

Patient Name: M’Tﬂgaﬂw .......................................... Date of Birth: 22207 -.2000....... Age: .25 7.....

cender: . Tentiale........ Ward: o DT UHID No.: #AJH 70001 %.%.36...

Date of Surgery: 30/625 ....................... 10T-1 £T0T-2 [JOT-3 [(10T-4 [10BGOT-1 [10BG OT-2

™ Name of the Surgery"\-ei\"\(\‘2 ......... LW ..... Q‘Q-C}N*\-}‘ ........ Cuaﬂmgcﬁm

o

Timein:...(0. 08 ... Time Out...../L.. L.t gt
NAME AMOUNT

1. Surgeon ?'/S-Udﬂu ...............................................................................................

2. Anaesthetist 4@?7432!(& ......................................................................................................

3. Assistant Surgeon .L)ZRQMC///?/,DJ?:M({ ..................................................

4. 0T Technician EYPQ/UQUJ .......................................................................................................

: 5. Circulating Nurse S’S‘ngee«gaf,SYNm ...... M v Sl sk

6. Assistant Nurse &Bq,ﬁu ..........................................................................................................

Special Equipment: [ Laparascopy | Broncoscope [ Harmonic | Morcelator
[ ] C-ARM _| Cystoscopy [] Versa Point [ Liver Cusa
a _ [ Neuro Cusa L] Others ...c.cooeveveeeieieisieeseeceieines
e /) e
Signatur g?fhe Surgeon Signature of Circulating Nurse

Order No: {Q{;—-omo&)m@'o?% Order by: (%ﬂ%fﬂ[ﬁlgﬁ 5?- IU/}V)
Docu. No. : RCH /FRM / GENERAL / 114 QOY \(0dd émgd




HNH-00015836 1P26-00006688
Mrs AIZAH ZAINAB MAIRAJULLA

reppeiees i " 3 fM@
T h

CONSUMABLES OF OT t'_‘:?fiﬁ!m

]

Rambow .

U\

BY RAINBOW HOSPITALS

Children’s .BirthRight"

Your Right to a Safe Delivery

Circulating staff : s{&l&){l_@g@ Technician : &'T’}cllhpl ...... Date : &)l . Time -... 0. L QAN
Anaesthesia Disposables mmm" usea | Surgical Disposables i L used| Disposables (Baby Side) mm"m
ET tube Mrjor-Pack (A (.G 0T InjVitK 1
T 7 [ suues 0011, 50 Mﬁ Cord Camp ¥z
ECG leads : A /P /N 0% Uﬂu,’l + 1')\ g [\ JAV] 1 suction Catheter il
HME filter : A/P /N . . Feeding Tube
Syringes : 10 cc T o p ccum Suction Set i
05 cc o1 |Gloves 9@7_ B o4 @Sl Gloves 4 Iz é “1P%
02 cc Sz hpAcy/ | GauzePack 7,
01,cc A g,_;d,ﬂ 41— | Syringe 1m(7 2mi
Cautery plate : X/P /N Surgical blade’ )8 [\ - Surgical Blade # 20— )
IV set @i"me tube ' ~ | | Koochies (S)
RL o n 9~ Cautery pencil ¢ \V@L &
NS : 10ml / 100mi / 500ml / 1000m JKoochies  Aull Y A _
7[\*»’100M€ s (54— Ointments | Baby 8]
V‘nn Lk (. _A @)\~ Suction Catheter A R
ol &) | Cap, Mask 0| 2410002096 24
Morphine | Gauze Pack ‘ @/"“ - o

“etamine 10 0 (1) (o3 ey £\ Mop Pack

Propofol Steristrip &Z ]
Rocuronium Underpad Q {
Glycopyrolate Draw sheet A
Myopyrolate /_\Abgei ,\_ﬁ//
Ondansetron. & Q1 Foleys catheter

Pencan 25¢/ Spinal Needle 22 4T Urobag

Bupl\.@came 0,25% ‘ |_Chest Drainage Catheter
Rinivanaing 0.25% (Heavy) . 54— Romodrain bag
Antibiotics Bandage

ﬁ_%‘:b&& Q; Tegaderm
‘| SupposRories loban
Anamol : 80mg / 250mg / 170 mg | Double J Stent 7
Supridol : 100mg | -Vaccum Suction set W/ _
Justin : 12.5 mg / 25mg / 100mg @4 Plastic Bed Sheet Aprp, %"‘/
Tab. Misoprost : 200mg \[£/}—T Betadine Solution \y;—’_
(‘_mmua a %::M'l‘roshleld (j//)
Cntche £.C &4 Cotton Balls ]
Saune < A s —+Latex Gloves YOt
Wwe, ¢ A g *B‘(/ Ramdione Scrub v
Saral
Surgeon esthesmlog

Order No. %»Dﬂﬂ()?—ﬂﬂbw 6.7— 2. ,3)— Ordered by :
Doc. No. : RCH/ FRM / GENERAL / 125

urse, OT Technician
A [\m\m 32)1 L‘u@lzab/:,,




Rainbow Childrens Hospital-Himayatnagar

Rainbow

Children’s 2o+ Rainbow Children’s Hospital, D 3-6-267 Cafe niloufer, Old MLA

Hospital mnm*eg ainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer,

HRainbow guarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
b
ELECTRONIC MEDICINE PRESCRIPTION

MRN : HNH-00015836 Name : Mrs AIZAH ZAINAB MAIRAJULLA
Age | Sex : 25Y /Female Doctor : SWATHIHYV
AdmiReg DatefTime . 29/06/2026 23:18 Payor © MED! ASSIST INSURANCE TPA PYT LTD
Order Date : 30/06/2026 23:05 Ordernumber  : 26-0000209622
Visi + |P26-00006688 Ward/Bed No  : 3F -PRIVATE ROOM / PVT-305

Patient Address

. 8-1/405,FORT VIEW EDIFICE, HYDERSHAKOTE BANDLAGUDA JAGIR, AP Police Academy PO, Hyderabad,
Telangana, INDIA, 500091

S.No Descrigtion Generic Name Dosage Route [ Frequency Duration Instruction Qty Status
1 g{Tg:,lE.ES[;xf’.\_ M&EETL%N i Nos Exlernal f Once Daily 1 Days 20 Nos Dispensed
|
2 ADULT DIAPERS‘[:-XXL 1 Nos External ! 10 AM 1 Days 1 Nos Mspensed
3 (SPLFI?RC()%IE;::‘?‘NI'S ,’:\ggEMALE) 1 Nos Extemal f Once Daily 1Days 10 Nos Dispensed
g [lROmNE (ATFOP'NE) NI 1Vial / Once Daily 1 Days 1viat|  Dispensed
5 DSYRINGS 2.5ML{NIFRO) SYRINGE 2ML 1 Nos External 7 Once Daily 1 Days 2 Nos Mspensed
]
6 \Fi[gl\l}-s(l):)hlgﬁ 1oeH * Nos ! Once Dally 1 Days 1Nos| [ispensed
>] 3| T}
7 ?SJDF ﬁlC[;JgLSSU[ POSITORIES 1 Nos External f Once Daily 1 Days 1 Nos Dispensed
B |EACEMASK 3?"“’5“ FACE MASK 3LAYER |1 Mos Exlernal / Once Dally 1 Days 10Nos| Dispensed
dl
:. "
lﬁ "I\'\,I:‘I_AWIN NJ \;f:l\l. 0.25%20 . 1 Vial Extemal f Once Daily 1 Days 1 vial Dispensed
i
b
SWATHIH V

" This document is

Note

* This prescriptio

* Do not refill me

Printed Date/Time * 30/06/2026 23:43

i

OBSTETRICS AND GYNECOLOGY
Reg No : TSMC/FMR/15501

just for reference purpose only. Not to be considered as primary report.

n Is valid enly for specified duration.

dicines.

Printed By : SUNKAR] SANGEETHA Page 1 of 1




T : :
£ o Rainbow Childrens Hospital-Himayatnagar A
Rai?dbnw @
Children's -
Hospital | B Rainbow Children’s Hospital, Door no, 3-6-267, opp. Cafe niloufer, Old MLA .
quarters road AP Slate Housing Board Himayatnagar Hyderabad ,
Telangana, INDIA 500029,
040-48373000, info@rainbowhospitals.in
=
ELECTRONIC MEDICINE PRESCRIPTION
MRN 1 HNH-BR015836 Name 3 Mrs AIZAH ZAINAB MAIRAJULLA
Age | Sox r 25Y lFemale Doctor SWATHIHV
Admi/Rog Date/Time 29/062026 23:18 Payor MEDLASSIST INSURANCE TPA PVT LTD
Qrder Dato + 30/06/2026 23:05 Ordernumber 26-0000200623 .
Yisit ID |P25-00006688 Wardified No JF -PRIVATE ROOM ! PVT-305
Pationt Address 8-1/405,FORT VIEVY EDIFICE. HYDERSHAKOTE BANDLAGUDA JAGIR, AP Police Academy PO, Hyderabad,
Talangana. (NDIA, 500091
1
S.No Desceiption Genefic Name Dosage Route | Fraquency Duration Instruction Quy Status
1 DSYRINGE 10ML {NIPRO) SYRINGE 10ML 1T Heos . Exiornal / Oncs Daiy 1 Days 1 Hos| Drspensed
2 [STIN SUPPOSITORIES 100 THos Extarcial { Once Daiy 1 Days 1Nos| Dispansad
3 DSYRINGE 1ML [NIPRO} SYRINGE 18, 18os Exterapd § Ooon Daly 1 Days 2Nos| Drtpensed,
4 [VICRYL 1.0 N 2364 VICRYL LONW 2364|1008 1 Onca Giady i Days 1Nos| Oispensad
5 MONOCRYL 3-0 NW 1326 MONQGRYL 1228 1 Nos { Onca Dady ¥ Days 1Nos Dispensed|
& (C,“EJJAEJ‘CVETE"Cm 1108 Exiarnal f Once Daky t Days 1Nos|  Drspansad .
RINGER LACTATE
7 RL 500 ML CLOSED SYSTEM 500ML CLOSED 1 Botis {Onos Daity 2 Days 2 Batde Despensad]
3 |vicRn. t-ove 238 VICRYL1OVP 2346 [1fos 10n0ce Daty 2Days 2Nos|  Drsoenses @
LSCS DRAPE PACK
9 | PRaTECTEARES 1Hos 10nca Daty ¥ Days 1Nos| Dispenses
10 |PENCAN 25G'312 PENCAN 25G°3 1 2 1Nos Extomal [ Onea Daty 1 Days 1Nos|  Dispensad
11 |VACCUME SUCTICHN SEY 1Mos Extoenal f Onco Dady t Days 1Ho3|  Drspenzed
12 |DSYRINGE SMLIPRO) SYHINGE SML 1Noy Extomal ) Once Daly 1 Days 2Nos|  Drsponsad)
13 SGLOVE W 7.5 [SURGICAR?) SURGICAL GLOVES 75 |1Nos Extermal | Onca Daly 1 Days 1Noy Dizpenzad
(TR i i ot Sk 10403 External { Grce Daly 1 Days 1Nos|  Dpersedt
TRUGUT CHROMIC CATGUT |TRUGLT CHROMIC
15 Jenaz42 CATEUT SN4242 1Mos. {0nca Daly 1 Days 1Nos| Dispensad
16 |MOPS J0X30 OPLY 5SS X-RAY |MOPS 30X308 PLYDATT |1 Nos {Onca Daly 2Days 2ZNos|  Duspensed
1 COTTON BALLS 2 GM B KOS 1 HNos Exiernal / Dace Daly 1 Oays 1Hos Drspansad
DISPOSASLE APRON: 5 APPRI
18 SlTEHR.E iy QNS gﬁ;‘?ﬁégti ON' 1y hos i Once Daily 20ays 2Nos|]  Dispensed
10 |BIOXAMIC 500 MG NS 1 Ampude 1 nea Daily 1 Days 4Amaun]  Dwpansan
REGELLED SURGICAL PREGELLED PLATED
.l ;MTES(ADUU) ADULT ED PLATE 1Nos Exlemal / Once Dady 1 Uays tNos] Dispansed
21 BOV-INTRAFIX SAFESET 1Nos '{ Once Daly 1 Pays ¥ Nos, Dispansad
22 E.C.GELECTRODES (ADULT) |ELECTRODES ADULT 1HNeos Exlernal  Once Daly 1Days 3 HNos| Drspanasd
NS 1000 ML CLOSE
23 ElsJRglg?.E; CLOSED 1hos External } Once Daiy 1Days THos]  Dispenzed
2a |[OVINANZ SOLUTION 10% 1Nos 1Once Daly 1Days 2Nos]  Dispensed
ARGEL SURGI PAD (BIG !
Il b R [N 1Ny {Onca Daty 10aps tNos|  Dispensed
26 |Encorg Micioplic glovesG 5 1Nos 1Once Dady 10ays JHos]  Dispensed @
27 |VENFLONT-IBG IV CANULLA 18 1 hes External ) Onca Dady 1 Days * thos|  Dispensed
2 |BACTOPREPSCLUTIONS L {Once Daty 1 Days YHos|  Dupanced
79 |MISOPROST TAR 200MCG 45 ¥ Tabs Exiemal ) Onca Daly 1 Days 4Tavs| Drpersea .
30 |ONDOKIND 14 4 MG 2 ML 1 Nos 1 Onca Dady 2 Daya 2vial|  Dwpansad
a1 SURGICAL BLADE 22 SURGICAL BLADE 22 tNos External § Once Dady 1 Days 2 Nos| DCispansed
az HS S00ML CLOSED BOTTLE 1 Botlla Exlernal f Oncs Daiy 1Days 1 Batlla) Crspansad ‘;
!
a3 [LNOCRRADS B0xG0 tNos External { 10 AWM 1 Days $Nos|  Dupensed !
GAUZE TSX7.512PLY 1S |GAUZE 1.5X7512PLY 5
b NOSENON XRAY NOS t Nos Extamad ¥ Onea Daly 1 Dayx Yhos]  Depansard
35 [SGLOVE ¥ & [SURGICARE) SURGICAL GLOVES 6.0 | ¥ Nos Exiemnat ! Oncy Daly 1Days 2 hos Dripanied

SWATHIH YV
OBSTETRICS AND GYNECOLOGY
Reg No : TSMCIFMR/15501

* This doctment is just for relerence purpose only, Not 1o be considerad a8 primary report.,

Note

* This prescription is valld only for specified duration.

* Do not refill medicines.

Printed Date/Time  J0/06/2026 23:42 Prinled By SUNKARI SANGEETHA Page 1 of 1
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L E Rainbow Childrens Hospital-Himayatnagar
Rainbow :
Children’s ¥ . . , . .
ital  Bveg « Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospita - . ;
Rainba quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
[
AT A
ELECTRONIC MEDICINE PRESCRIPTION
MRN * HNH-00016263 Name : Baby Of AlZAH ZAINAB MAIRAJULLA
Age [ Sex *0YOMOD 13 HYf Female Doctor * S TEJASWI REDDY
Adm/Reg Date/Time 3010612026 11:23 Payor * SELFPAY
Order Date 30/06/2026 23:10 Ordernumber  : 26-0000209624
Visia + 1P26-00006691 Ward/Bed No : 4F -NICU 2 f NICU2-410
Patient Address : 8-1/405,FORT VIEW EDIFICE, HYDERSHAKOTE BANDLAGUDA JAGIR, AP Police Academy PO, Hyderabad,
Telangana, INDIA, 500091
S.No Dasctib ion Generic Name Dosage Route { Frequency Duration Instruction Qty Status
1 SURGICAL BLADE 20 SURGICAL BLADE 20 1 Nos External 7 Once Daily i Days 1 Nos Dispensed
2 VACGUME SUCT PN SET 1 Nos External 7 Once Daily 1 Days 1 Nos Dispensed
3 INJEK 1INJ 1 MG 0:.5 ML 1 Nos ! Once Daily 1 BDays 1 Vial Dispensed
4 DSYRINGE tML (I\IJIPRO) SYRINGE 1ML 1 Nos External / Once Daily 1 Days 1Nos Dispensed
5 SGLOVE#6.5 (SJ RGICARE) |SURGICAL GLOVES 65 |1 Nos Extemal  Once Daily 1 Days 2 Nos spensed
6 SGLOVE# 6 (SUR'S!CARE) SURGICAL GLOVES 6,0 |1 Nos Extemal f Once Daily 1 Days 2 Nos Dispensed
7 gspﬁ.?hﬁlé%h;‘lg‘;REl 1Nos Extemal 10 AM 1 Days 1Nos| Dispensed
B Sggfﬁg:ﬁ%i‘lz PLY (5 ﬁggZE 7.5X7.512PLY 5 1Nos External f Once Daily 1 Days 2 Nos Dispensad

Note

* This document is just f

* This prescriptionis v

* Do not refill medicines.

Printed Date/Time  30/06/2026 23:44

alid only for specified duration.

Printed By - SUNKARI SANGEETHA

or reference purpose only. Not to be considered as primary report.

S TEJASWI REDDY

Reg No : APMC/FMR/94068

Page 1 of1
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Rainbow Childrens Hospital-Himayatnagar

Rainbow ‘
Children’s ' . . . . .
. goth  Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital E : .
Rabiow quariers road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500028.
040-48873000, info@rainbowhospitals.in
l}
: LAV RTATARER
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015836 Name 1 Mrs AIZAH ZAINAB MAIRAJULLA
Age [ Sex 1 25Y / Female Doctor : SWATHIH YV
Adm/Reg Date/Time 1 29/06/2026 23:18 Payor : MEDI ASSIST INSURANCE TPA PVT LTD
Order Date ; 30/06/2026 23:32 Ordernumber  : 26-0000209632
Visit ID : 1P26-00006688 Ward/Bed No  : 3F -PRIVATE ROOM/ PVT-305
Patient Address : 8-1/405,FORT VIEW EDIFICE, HYDERSHAKOTE BANDLAGUDA JAGIR, AP Police Academy PO, Hyderabad,
Telangana, INDIA, 500091
8.No Description Generic Namae Dosage Route / Frequency Duration Instruction Qty Status
1 ANAWIN HEAVY 5 MG INJ 4 1 vial External / Once Daily 1 Days . 7 Vial Dispensed

ML

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

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 30/06/2026 23:43 ()

Printed By SLINKAR] SANGEETHA @ i

SWATHIH V
OBSTETRICS AND GYNECOLOGY
Reg No : TSMC/FMR/15501

Page {—ofA———=—
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Rainbow"” . G

Children’s ‘ @ BirthRight
®

’)) 0 { Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs AIZAH ZAINAB MAIRAJULLA  UHID HNH-00015836
Father/Guardian Mr SYED ZABEEHULLAH Age/Gender 25Y / Female
8-1/405,FORT VIEW EDIFICE, HYDERSHAKOTE BANDLAGUDA JAGIR, AP Police Academy PO,

aedress Hyderabad, Telangana, INDIA, 500091
IP No IP26-00006688 Admission Date 29-06-2026
Ref Doctor Self

Discharge Date (02.07.2026

DISCHARGE SUMMARY

Consultant:

Dr. SWATHI H V,
MBBS/MS
TSMC/FMR/15501

Diagnosis: PRIMI AT 34 WEEKS WITH BREECH WITH
OLIGOHYDRAMNIOS WITH FGR WITH ABNORMAL DOPPLERS with

HYPOTHROID FOR ELECTIVE LSCS
ELECTIVE LOWER SEGMENT CESAREAN SECTION DONE ON 30.06.2026

~ History:
LMP: 04.11.2025 Obstetric formula: Primi ML: 2years ,NCM

. EDD: 11.08.2026 Gestation at admission:337° weeks

Obstetric History:
G1 - Present Pregnancy, Spontaneous conception.

Medical History: Nil

Family History : Both Parents-Diabetic
Surgical History: Nil

Allergies : Nil

Antenatal Details:

Mrs AIZAH ZAINAB MAIRAJULLA was booked to Rainbow hospital at 29 weeks of

gestation. She had regular antenatal checkups and investigations as advised.

NT scan was normal. FTS was low risk. TIFFA was normal. Fetal monitoring was
1/5

HIMAYATHNACAR BANJARA HILLS v HYDERNAGAR (NABH Ac teds  KONDAPUR OUTPATIENT CLINIC (1C) Ac ¢ SECUNDERAEAD KONDAPUR L8 HACAR (» NANAKRAMGUDA
- 3040 - 4E8TIO00  Emargs g 611 wergancy § 1 £ w ¥

Q® 1800 2122 @ www.rainbowhospitals.in




W

Mrs AIZAH ZAINAB

, MAIRAJULLA UHID HNH-00015836

Name

1P No 1P26-00006688 Admission Date 29-06-2026

done by serial growth scan. Scan done on 20.06.2026 showed Single live

intrauterine fetus breech at 32%% weeks with cephalic presentation with EFW:
1736gm (11%) AC:7%with AFL:7.9cm(reduced) with placenta- anterior high and
with normal Doppler. Serial AFl monitoring done .She recieved antenatal
steroid coverage with 2 doses of Inj Betamethasone ,24 hours apart on
24.06.2026 and 25.06.2026 .Scan done on 29.06.2026 showed Single live

intrauterine fetus breech at 33%® weeks with breech presentation with EFW:
1779gm (3%} AC:2%with AFl:4.9cm{oligohydramnios) with placenta- anterior
high and with Increased resistance in Umbilical Artery Doppler(97%) s/o Stage
1 FGR. She was admitted at 34 weeks for EL.LSCS.

Investigations: Enclosed.
Blood aroup: "AB" Positive

Management: Course in hospital:

She was prepared for elective C- section with indwelling Foley’s catheter and IV
canula under aseptic conditions. Written informed consent for surgery taken.
Preanesthetic check up done. Anesthetic premedication (IV Pantop and
Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV given. Patient
shifted to theatre.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
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. Antibiotic
prophylaxis with Inj. Taxim 1 gm IV given. Uterus closed in layers. Hemostasis
secured. Instruments and swab count checked. Rectus sheath closed. Skin
closed with subcuticular sutures. Wound dressing done. Vagina cleaned with
Betadine solution after expelling clots. Misoprostol 600 mcg given per rectum
as prophylaxis against Postpartum hemorrhage. Patient was shifted out of
theatre to post operative recovery room.

* Complete breech presentation.

* Delivered by breech extraction.

* Liquor scanty

2/5
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Rainbow®

Name Rl UHID Children’soisge BirthRight
. Hospital BY RAINBOW HOSPITALS
IP No IP26-00006688 Admission Date 29-06-2026 Your Right to a Safe Delivery

Delivery Details:

Date : 30.06.2026

Time of Delivery :10:14am

Type of Delivery : Elective Lower segment section

Indication : Breech with oligohydramnios with FGR with abnormal
doppler Anesthesia : Spinal
™
Baby Details:
Date : 30.06.2026
Time :10:14am
Sex : Female
Weight : 2.16kg
Apgar : F.8

Gestational Age: 34 weeks
NICU Admission: Yes

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
o healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient
supplemented by written information. She was given the postpartum book for
further reference.

Advice:

1. Tab. Taxim O 200mg twice daily till 06.07.2026 (9am-9pm) after food.

2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 04.07.2026
(Bam-2pm-10pm) after food.

3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 04.07.2026 (9am-
3pm-11pm) after food.

4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 06.07.2026
(7Tam-7pm) before food.

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

6. Tab. Shelcal XT (Elemental Calcium 500mg, vitamin D3 250 IU) once daily
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Mrs AIZAH ZAINAB

Name MAIRAJULLA

UHID HNH-00015836

iP No IP26-00006688 Admission Date 29-06-2026

(2pm) till breast feeding after food.
7.
Home Blood pressure monitoring to be done twice daily for two weeks.
Report to emergency if BP >140/90mmHg, presence of headache, vomiting's,
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 1 weeks on 09.07.2026 Rainbow
Children's Hospital with prior appointment {Review consultation will be
charged).

For Women Who Have Had a Cesarean Section

Care of the wound:

1.You can bath and shower.

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

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

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

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.
6.Do not touch the wound with unwashed hands,

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, when and how to obtain
emergency care etc also have heen explained by doctor .................. in a
fanguage 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 online to our
website www.rainbowhospitals.in

415

N
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13 | Consent for high risk
14 | Consent for Restraint 1
15 | LAMA consent
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31 | Drug chart (Regular Prescription) |
32 Investigation Values (result sheet) [
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[ ] Nurse not Available
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o . Rainbow Childrens Hospital-Himayatnagar

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

pRaabw WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details : NI

Admission No : IP26-00006688 Admit Date : 29-Jun-2026 Admit Time :11:18 PM UHID : HNH-00015836

Patient Details :

Patient Name : Mrs AIZAH ZAINAB MAIRAJULLA Age :25Y

Guardian : Mr SYED ZABEEHULLAH DOB : 22-09-2000

Gender : Female Religion

Occupation : Martial Status

Address (H) . 8-1/405,FORT VIEW EDIFICE, HYDERSHAKOTE = Phone No : 9121008834/ 8421531325

BANDLAGUDA JAGIR AP Police Academy PO

Hyderabad Telangana INDIA 500091 Remial) + 9121008534@GMAIL.COM
F
Admission Details :
Bed Type : TWIN SHARING Bed No :LDR-416 Ward Name :4F -OT
Room No : LDR-416 Admission Type : First Visit
Contact Details :
Name : MrSYED ZABEEHULLAH Relationship : W/O
Contact Address : 8-1/405,FORT VIEW EDIFICE, Phone No : 9121008834
HYDERSHAKOTE BANDLAGUDA JAGIR AP
Police Academy PO Hyderabad Telangana INDIA "
500091
Signature
-
woctor Details :
Doctor Name :Dr. SWATHIH V Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self. Phone No
Co-Consultant
Payment Details : Deposit Amount  : 10000.00
Payment Mode : Cash _Payor Name liTl\I:/&IEDl ASSIST INSURANCE TPA PVT

Printed Date / Time : 29/06/2026 23:20 Printed By : 020099 Page 1 of 2
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N 1t takes a lot to treat the littie. Your Right to a Safe Delivery

DRUG CHART )

Date of Admission:

T
\ ‘
&C\\b\l‘% Drug Allergies: ............... N\\“ ..................................... /’@mown any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

ANURSES

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 :

Date»
Time

Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

l DRUG :

Date»
Time

Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date»
Ti@e

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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REGULAR PRESCRIPTIONS  Weight. b(q \o\(z\Ward .....................

" lw-.kshayani

Dhakshayal'n

[ bRUG T\ CCPoTRXING TDI?;“;,,N X
Dose ‘_Eioute Frequency |Start Date .Jw\\
AM|IN | BD |36 |JE, ap
Name & Signature of the Doctor ' ' [\OW [V Q\J@/
Starting the Drugs: v
D YJouwreo —e— = L .
P i W Y e
Additional Instructions: Qdiﬁc b\ -
\ }J 7 ([
,) FQ&Q BUUCE 6}/
Eh wp % ) i A //
Daily Doctor’ sLEndorsemem by a Sign O Y
' Datem\ h
DRUG 4{1 Eoeace TAMOL Timeq:h\ \Y\
Dose | Route |Frequency [Start ;,N“ 5( 5
19m IV | T D fat),e. N V L
Name & Signature of the Doctor W 0 -
Startmg the Druia f}‘q‘ ! Y%g p L
g oo
Hs 4 -
Additional Wstructions:
e ommvesked o ek
adtes 9 hw. 2
Daily Doctor's Endorsement by a Sign Y
DRUG : <y - D1 cloFenac %?;ee’,},\"&c
Dose | Route |Frequency [Start L INA N
g | 2D | sale ¥ A
Nam@ & Signature of the Doctor ) -
Stamng the [Y:;
0\
@ AV
AddltloMI Instructions: ¥ i '
T T Cm\{a-\—cd +o KR
- NN
_mLa.me a2 hw - 0
Daily Doctor's Endorsement by a Sign B 7v
DRUG: —Fn)  TRAMPDOL (o \phall”
Dose | Rodte |Frequency [StartDate| _a” ,dp/
oom| 1y | 8D [2ddagW | ACEY =
Name\g Signature of the Doctor 0 'l
Startlng the Drugs: .{ \
o 7
Addltmnﬂlnstrucnons \) é
—
o e%r COT\\(QJL_CJ o\ ‘%’pf
L
Dally Doctor’s EndoHement by a Slgn \n /\[
£

Page: 2/4
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Sheet No: .............

REGULAR PRESCRIPTIONS Weighﬂﬂ.‘.bl. Ward

]
Rainbow®
Children’s BirthRight
Hos pital . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

DRUG : f_bq PANA OP%?QULC%;ZF

|

Q V| OD

Dose Route | Frequency

o ¥

Starting the Drugs:

Dl Pva

Verified by
Dr. Dhakshayani

Name & Signature of the Doctor

Additional Instructions: L

Daily Doctor’s Endorsement by a Sign

__/\ | DRUG: 7T TIHY RO R MY D-ate’&cb\“’

Time

2| PO | &0

Dose Route | Frequency

nGe

Starting the Drugs:

Name-4 Signature of the Doctor

(° - Nowee—e-

1)9"7
%

Additional Instructions:

b
Daily Doctor’s Endorsement by a Sign )% :
: ~ e Date Y
DRUG : TAf) D OFENAC - TipehX X
Dose | Route |Frequency |Start Dt.
Name & Signature of the Doctor PN [
p— Starting the DrUM )
= 1A
/
| Additional Instruttions: n
r\@\ﬁ{ da./
- _ | ¥o
o < Daily Doctor’s Endorsement by a Sign
! > ; Date .
L & | oRuG: T TRAMADO L MmO XX
\ 2 Dose Route | Frequency § y /
. NV
< oo~ @0 1 TEO | 1o
~= | Name & Signature of the Doctor d
2 | Starting the Drygs: A
5 ¢ FIC%
=) ) AL
Additional Instructions: Ll

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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Dr, SWATHI HV Children’s .Blrtthght
[ NVMONORRA Hospital | ()smmniosms
T REGULAR PRESCRIPTIONS woignd -k ware.......
DRUG: [f, DA ACETRHOUTIRRS XY
Dose | Route '|Frequency |StartDt.| | A w
194 | Plo] Tp |t fod /HD
Naffie & Signature of the Doctor wdll i
Starting the Drugs;
Additional Instructions: - 1,
| )
Rz

Daily Doctor’s Endorsement by a Sign

DRUG: TAH . PANTDPRA Pot ek W

| Dose | Route |Frequency |Start Dt. T

iqg?ﬁ?}o po |17 /LW
Name &Jignature of the Doctor ANAN
Starting the Drugs; ',

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: T. COFEYIWE (oA
Dose Route | Frequency |Start Dt. y
Qoom | Plo | wp pIELYS m‘?@gg

Name & Signature of the Doctor
Starting the Drugs: E%

=

Additional Instructidns: KK
A O A
ﬁ'—-’-:-:_'__-
Daily Doctor’s Endorsement by a Sign
DRUG : %?[t,ee '
Dose Route | Frequency | Start Dt. i

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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— Or. Swary
Date»
Il/l///IIII/III/IIIIIIIIII//I/I/IIIII 2 B ==
Dose Dose Dose Dose
DHUG . Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e Dose e i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: fioes N e v
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARlABLE DOSE TI@B l Nurs:'Sig. I Nurs‘e's‘:g. l Nurs&Siu. Nurs‘e'Siu.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta |1 Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Fiase Dase Rose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: Dose Dose - pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁ:ﬁﬁ;g;ger Route Signature Nurses
L) NS et o lomQ T.\f @ wH/.v\
3a\bld g hspw PROMIDE ) = oups Fe-
. 3l i RA i ( AM
,\. m Pﬂ NTQ:F m . “3 [ A A
30\"\1" A'WSAMY A il Ly = pro9N 1|
T L
. Fn T TRANERPMIC \ IV
20/} 6|10:20HM N| e D (] \“’
Dicorendce
gO(GI?G 10:45Hm 5ipoﬂ RQ ‘0@”3 PR \}/
USRI W ' >
2algha| YOS o ey |00 NG PR /W%
10 : 3Pt OIN DﬂNae—qﬁui\ a u% v %&S/ ‘
golé;[')(; = “1 & L-; =
oS ‘ i/
30\5“’ Am | s MO PED SToL Gcmmu; PR xfjJ agﬂ(
\ U —
N -i/l
\\‘K\?/% N Y0amy| mErvaspeamos 10 "j? (VY Sl Hr’;/ &
T :
D uLoLhY Ddo kg £l ‘d%;{_ 4>
Lo | 240 2V Peos N RY -
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RUN 4O XM ‘
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It takes a lot to treat the litte, Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

Drug AIBIGIES: ... ATttt n e +—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 hmﬁ of admission shifting from ICU to Ward, or Ward to ICUs)

SHIftING FIOM: oo Shifted to: ........... ’Oh ...........................................
ON
MEDICATION NAME DOSE ROUTE LAST DOSE

SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | parg /ime | AESSION
T L I\ Atan | Po GD ?,q\é Oc =fe
2 | 1. Cpeom Atag | Po oo | 29\ |Oc=r
3 Jc onc
4 \\ 0Oc¢ Ooc

N\
5 X, Oc¢ Ooe
N\

6 Oc e
7 Oc Obc
8 Oc¢ CIoc
9 [JC [IDC
10 O¢ Coe

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Nurse Name & Signature: ... S LA SI/\Q 0.
Date & TiME : .......ooovvoeeereerererennee ’HQW%LQD ........ ‘\.Q .....................

Docu. No. : RCH/ FRM / GENERAL / 090
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It takes a lot to treat the litte. Your Right to a Safe Delivery

Date G—O‘U’\ '
Time |
T T
POV 22,9
RBC Q| 1.0
Wee o7 hiyy@
N/L

Platelets 9.9

CRP

N ESR

- PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP

SGPT

SGOT
T.Bill/Conj
ﬂ T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138 (PT.O)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Blosd [ryov gy
-

N
Y\ e

eV
HL

Mﬂ\\

a——

CUIUTE AN SIS IVITIBS & .eeeeeeeeee oo et e ettt e e e e et e et e et e eeeeeat e et e e st eestesee e st e et aeseesaesss e st e eneeertannsseneeeresesnneeneeensannsesnns

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

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

Radiology : BB S oemsnmseansnsmnass sorvmrassrsbtsms tarrmsssnmAnsAR T2 7AneE s nener s A m R R A E Ry ¥R R b SR B NN SEH AR A

MRI

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

Ohers (ECG, COMEast SIUMIES BE.. )1 oiaiscsinsissronscsnasissssssessiaisssssssssnsassmmorsrisminesinsshemssessastnsasamensnss
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It takes a Iot to treat the iz Your Right to a Safe Delivery

A\b-

Date
Time | 8| 9|10|11|12| 1| 2|3 |4|5|6]|7|8)]|]9]10

"1‘\

121 1] 2

RESP
(write rate in
corresp. box)

> 30
21-30

Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
P m .
3J4]| 5|6
0-10
94 - 100 % o)

Saturations

<94 %

Administered

0, (L/min.)

2, dway

40
39
38
37 A
36 -
35
< 35

'Q

ajey UeaH

170
160
150
140
130
120
110
100 N\
90 vl
80 9
70 Fad [#)
60 :

50
40

—
anssalq poojg 1j01sks

190
180
170
160
150
140
130
120
110 -
100
920
80
70
60
50

(L)

—

L ol
aInssald poojg d1jolseiq

[~1

NEURO Alert I | | ] | ] |

RESPONSE |

130
120
110
100
90

80 7 ]
70 ‘ A 4

60 e =
50
40

Voice
| Pain
Unresponsive

URINE

mls / hour |

>30 -

< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal I
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial




20)6 |26

\ERR
129%™ = |yg b

2ABM — (So Iont—
A == 143 o

&Hm :ﬂ\gfm“r_

Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

s N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
e J \_
-

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

s

» o

* The Modified Early Warning Score (MEOWS)
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It takes a lot to treat the little Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

>

Date
%D[BM Time f 8Y( 9| 10/ 11 }A2 \1 A2 Jf/3’) 4 5@/7 e uf2|1[@)3]4]s 7
> 30
21-30
11- 20
0-10
94 - 100 %
<94 %
Administered 0, (L/min.)

40
39

38

37 4 o ™ y. | Yo
36 A B R I r “tY
35 b -
< 35

170
160
150

140

130

_ 120

: 110

100

90 = =

80 O P
70 '

60

50

40

190
180
170
160
150
140
130 P
120 v A EYI NS
110 Vi
100 i | VR
90
80
70
60
50

“ 130
- . 120

110
100
20 7 p
80 i/ PRV z I

70 BRUINNXZS p: N E ,
60 1 NS i

50
a0

NEURO [T o I e ) — B = e

RESPONSE Voice
%] Pain
Unresponsive

URINE > 30
mis / hour <30

RESP
(write rate in
corresp. box)

Saturations

4
o

3, dwa|

21eY Leay

)

* 9 R

o]
o
\

Tsl

e

I

M
2
=
1<
=
D
|

—
3Nssald poojg 21|0ishs

‘—
aInssald poojg J1jolselq

Protein + +

Proteinuria z
Protein > + +

Normal —

Lochia Heavy / Foul

|_Clear / Pink =l = —
Green
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial

Liquor

50| 6
ol
\\—c‘u
[ 0f o
NG
o
\
"\
)
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Obstetrics and Gynaecology -
Early Warning Signs -

-

Set of MEOWS
Observations

a vy

-

Complete a Full - -

t

1" F Lotimas

\
i) s 1Yellow Alert :
Repeat Observations
in 30 minutes ‘
J
4 TN
¥
2 Yellow Alerts or1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes :

N Y
4 ' )
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Reyiew by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\. J

Y

RA

* The Modified Early Warning Score (MEOWS)
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Date
\\'&\?,% Time | 8 [ 9 [10]11)12f 1| 2}3) 4|5 |6 |(7) 8] 9 |10f1)|12]1 3[a]|sfe)7

> 30
21-30
11-20
0-10

94 - 100 %
<94 %
Administered 0, (L/min.)

40

39

38

37 0 N £

36 RS EE

35
<35

170
160
150
140
130
120
110
100

90 N4 [o% I

80 T ok ‘ﬁﬁh .
70 =

60
50

40

190
180
170
160
150

140

130 P

120 " 5 j'H It@ ‘lﬂﬂ ! ‘
110

100 \ A
90
80
70

60
50

130
120
110
100
20 L
80 -
70 3 Ve
60 L
50
40

NEURO Alert l | | i 7] | - = | | |

RESPONSE Volcs
[v1 Pain
Unresponsive

URINE > 30
mils / hour <30

RESP
(write rate in
corresp. box)

Saturations

3, dway

ajey peay

e

,
»

S
anssald poo|g JjoisAs

i

-«
aInssald poojg Jljoiselq

Protein + +
Protein > + +

Proteinuria

Normal
Heavy / Foul

Clear / Pink
Green

TOTAL YELLOW SCORES [6)
TOTAL ORANGE SCORES
Nurse Initial

Lochia

Liquor

&
0
Ko
|
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Early Warning Signs

[ Obstetrics and Gynaecologyj

T 1" T

™\
1 Yellow Alert :
Repeat Observations
& in 30 minutes
/
4 N[ A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEPWS Observations
Observations . in 30 minutes
. % | Y,
,-

4 o)
> 2 Yellow Alerts or > 2 Orange Alerts:
lqjmediate Review by Obstetrician and

' Repeat Observations
P in 15 minutes or continuous
monitoring ,
\. /

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

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

RESP
(write rate in
corresp. box)

Saturations

<94 %

Administered

0, (L/min.)

3, dwap

40
39
38
37

36
35
<35

ajey Ueay

170
160
150
140
130
120
110
100

anssald poo|g J1joishs

ainssaid poojg ljoiselq

130
120
110
100
90
80
70
60
50
40

NEURO
RESPONSE
[¥]

[ T T T 1 i B ot

Alert
Voice
Pain
Unresponsive

URINE
mls / hour

> 30
< 30

Proteinuria

|__Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL ORANGE SCORES

Eicmu. YELLOW SCORES
Nurse Initial




Early Warning Signs

L Obstetrics and Gynaecology )

- N

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
-

> 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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FLUID CHART
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It takes a lot to treat the little. 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.
IV Site

1 Thrombo- .
Date | Time cl;*algtﬂi% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis | Sign.

Score | Nurse
Mouth LV N.G
08:00 am -
09:00 am ]
10:00 am A
11:00 am

™
12:00 pm b

01:00 pm 7

Total Intake : P Total Output :
02:00 pm v
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
1200am | Q1 [NR®) S o] w | M
01:00 am NB") Cow .
Total Intake : [(,U) Total Output : OSALA ’
0200am| R LY \) | oW y
30| CL-| @ _
uwan| 24 0l Co J o =i 9)
s00am| RU Wy | Sl | A 3k
Lo600am | BL{ ® pLA
| Ryv O|<co v
Total Intake : <A\ Total Qutput : YO\ ST 0\
- \

e

[

(

\
\\
-/

Total 24 hrs. Intake Total 24 hrs. Output

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.

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

PR BN R Output s,
{ - "
Date | Time | Naure Route NG | Diarthoea | Vomit |Drainage | Uring | Phedits | Sion.
Mouth | IV | NG —
0800am| O | . | Joon) P /
: ' N '
09:00am | 2 \aom ), 1(
o [10an| R | P IS X % i
= [oam| RC | M) [hemm © \Som| LT hoptM.
t@ . L : 7-/ (‘ )
1200pm| QL Loom \ 4 i
01:00pm | R~ LOSH A v “Any
Total Intake : A 0ktyd)  [noal, Total Qutput : | W b ()
02:00pm | § L— 1o/ \oogwde 270
03:00pm | PL— oo/ A i ]\ 1
O [0400pm| PL- Voo N o !
& [os00pm| DL \ (Yo i 200 Q_
06:00pm | L \0o] \ {
07:00pm | DL \M.‘ [
Total Intake : bnoa ) Total Output :
08:00 pm @J,_ 1 \npom) 100 - - \1%
09:00 pm Q_L_ [ooe /
10: / | —
\26 0:00 pm Q,IL ‘“;ﬁy) | —-— M % o
16 11:00 pm ?’L‘ /4 (o0 /"‘\ ZmijA: ¥/
P . A =g re ~ S el 1€w
4 200 | FL | Ao hool Ln Hj
otooam| ¢L | = oo @ \ ®
Total Intake : ,-q-cdfv 0 Total Qutput: VO — ™ —
02:00 am g il _ lyeomY SN
03:00 am k o ex ~D J B
2l Cr I 0 X O T e o b |,
) 05:00 am ~ lcoogd Vo = %‘i
06:00 am \o o . 313,.(\ =1 .
07:00 am (op” T
Total Intake : <—\c/lce Total Qutput: + \) — M —
Total 24 hrs. Intake Total 24 hrs. Output
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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.
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| T Intake _ Output s
Date | Time | Nawure Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebtis | Sidn.
Mouth | IV N.G (v
08:00 am { T ™\

JEEEINS ) _ K3 e 1
_5\\‘1: 10:00 am W0 w1 e o v | o By
% 11:00 am S \ \

1200 pm \
01:00 pm \
Total Intake : : Total Qutput:  \J —D M —
02:00 pm \
03:00 pm A i
alo | s400pm |, i R / 2 ol
)\ '\,\ 0500pm | |~ KO i O all
\ 06:00 pm e ‘ / - l
07:00 pm o \ /
Total Intake : ' \ Total Output :
08:00 pm
09:00 pm ] i
10:00pm | | B-;lfo \er e il Yo ] .
L [ T T % il " U
N\ 12:00 am T il 5 5l il
01:00 am Avy
Total Intake : Total Qutput: ) — M —
02:00am | | ‘

g | B0 \ ) ")
VN/ 0400am| /')P,/ /FH),,-— ( —
% 05:00 am 0 V')

0500am | | A

07:00am| \ \
Total Intake : Total Output : vV— ™M
Total 24 hrs. Intake Total 24 hrs. Output
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Date | Timg - ﬁaﬁﬂ}% Route NG | Diarrhoea | Vomit {Drainage | Urine | Phiebitis | Sign.

Score | Nurse

- Mouth | 1V N.G ' ‘ '

08:00am |
| 09:00am |
; 10:00am| - -
{110am| ! el f
12:00 pm
-01:00 pmi : , _
Total Intake ; _ Total Quiput :
{ 02:00 pm
: [iS:IJD prﬁ _
04:00 pm . L.
0500pm| . ot
06:00 pra , j ke
'} 07:00 pm
Tolal Intake: " Total Output :
08:00 pm.
1.00:00pm |- .- ]
10:00 pm Ty
11:00,6m | R S r
1200am |- . | ) :
| 01:00 am - '
Total Intake : Total Output :
- [0200am ’
03:00am.|
04:00am.| X - o

A05:00am o . - 0
.06:00 am ' ' ‘
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Total 24 hys. Intake Total 24 hirs. Output
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[ Relieve Pain & Discomfort

(] _Maintain Fluid Balance

1 Improve Activity Tolerance [ Maintain Good Nutritional Status

[ Maintain Skin Integrity

(7} X 2 L.
g [ Maintain Personal Hygiene - T Prevent Infection //ﬁ Meet Elimination Needs /PI Ensure Safety 1 Early Ambulation Reduce Anxiety (.D—Paﬁen%& Family Education
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[C] Maintain Airway and Oxygenation
[CJ Maintain Personal Hygiene
[J Identify Potential Complications

[’1 Relieve Pain & Discomfort [J Maintain Fluid Balance
] Prevent Infection [J Meet Elimination Needs
1 ANY OHEIS. SPECHY. .. eeeeeeeeeeeereeeeeeeeeeeeseeseneeeseseseeseeseseseseeeeresnns

[J Improve Activity Tolerance
[] Ensure Safety

1 Maintain Good Nutritional Status
[ Early Ambulation Reduce Anxiety

[] Maintain Skin Integrity
[[] Patient & Family Education

Nurse Name
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Time Plan of Care ) Time Implementation ‘ Evaluation Re-Assessment & Signature
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It takes 3 lot to treat the little. Your Right to a Safe Delivery

Date :
Time :
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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

P 5 /

Mobili . . " N L - : - h , ;
fty in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. \ 1 (_}
without assistance. to completely turn self independently. independently. Lf’ t)l
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; \ \
NE Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : ) ) : ) : ; A
of physical activity* Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a L’

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

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

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

1. Completely limited:

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

Sensory Perception

2.Very limited:

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

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

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

|
Iy

1. Constantly moist:

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

Moisture Degree
to which
skin is exposed
to moisture

2. Very moist:

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

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

4. Rarely moist:

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

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

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

2. Problem:

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

repositioning with maximum assistance.

3. Potential problem:

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

4. No apparent problem:

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

1. Very Poor:

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

~
<L

Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk: 13-14 |

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

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

TOTAL SCORE

Evaluator's Name
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Support Surfaces
Risk Score Category Action {Please Nole: Only required for children who are desmed at risk due
to altered mobility, consider occupation therapy referral for advice
. Regular Turning Schedule _ _
4,-" ~A Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
‘ Manage moisture, friction and shear gp d
’ Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
. Use the Same Protocol as for “At Risk” Patients .
13-14 Moderate Risk - Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocal as for “High Risk” Patients High density foam matlress
Less than @ Sever Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Aiternating pressure mattress overlay
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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

of physical activity”

Confined to bed

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

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

Mobili ; } Ly : 4 : : - S 7
o in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. k,
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

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

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or

two extremities.

4. No impairment:

Responds to verbal commands.

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

Moisture Degree
to which
skin is exposed
o moisture

1. Constantly moist:

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

2.Very moist:

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

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

4. Rarely moist:

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

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

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

2. Problem:

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

repositioning with maximum assistance.

3. Potential problem:

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

4. No apparent problem:

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

0
\

Nutritional Usual
food intake pattern

1.Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4, Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9 |

High Risk : 10-12 |

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

Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




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

severe pain or with additional risk factors.

Alternating pressure matiress overlay
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M CHECKLIST FOR THROMBOPHLEBITIS Hospital | o e w5 il
nlsh6 | #12°
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E M E M E N Remarks
: No signs of phiebitis /
1 IV site appears healthy Gbserve canna 0 O @ P 0 W,
One of the following signs is
2 evident : Possibly first signs of phlebitis 1 |
* Slight pain near the IV Site / / Observe cannula NNA | NS
* Slight redness near IV Site M% Als dﬂ M‘"
Two of the following Signs ”
o Early stage of phlebitis /
3 are evident: : 2 ﬂm NP
Pain at IV site Redness Resite Gannula NH I&n\ "4 (\ﬂp\
23'3;’:?8 obawing Signs Medium stage of phlebitis /
4 ot Resite Cannula Consider 3
Pain along Path of cannula ‘NQ— NA | Ny Mp
Redness around Site Swelling Treatment ”ﬁ “m‘
Il of ing Si
’:vigerw i;z"gx“{::‘gsizg?s ae Advanced stage of phlebitis or
5 | Pain along Path of cannula g‘e start of thrombophlebitis / 4 ’\t
Redness around Site e site Cannula Consider ﬂ/ # N F-~ tb n NA | N NA
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain ;?;ﬁ?gggnm?;s(}f {\bl—
6 along Path of cannula Redriess , . 5
around Site Swelling palpable Initiate treatment Re site M} A TH NB | N l,\,o,p\
Venous cordpyrexia Cannula
Signature of the Nurse O(T{’ €N @ L%""‘

-

Signature of Shift In Charge :
Signature : 'HT\L

LMQJ\ ..... Name : @fnugf%at

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

Signature of Ward In Charge :

Signature : ........... ﬁ:ﬁ_ .............

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.

-
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CHECKLIST FOR THROMBOF;IZL;BITIS

P

D

i
Rainbow® _ .
Children’s ® BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes 2 lot to treat the litte. \'u_ur Right to a Safe Delivery

DAY-1 DAY-2 DAY-3
8. No. SITE OBSERVAIIU STAGE / ACTION SCORE ( M) M E N M E N Remarks
1| WV site appears healthy Sl B L 0 1y 1O |o
One of the following signs is
9 evident Possibly first signs of phlebitis 1
* Slight pain near the IV Site / , / Observe cannula i ﬂ L
* Slight redness near IV Site nre| -
5 l:‘éoeg:c}gst_muow'ng Signs Early stage of phlebitis / 9 - | o
Pain at IV site Redness 1 Hesite Ganruki WV
All gf the following Signs are Medium stage of phiebitis /
evident : . .
4 Pain along Path of carnula ?es:;[e Catnnula Gonsider 3. v |
Redness around Site Swelling bt ﬁ}ﬁ‘
All of the following Si
evic?er:t ‘;ng E::;gﬁégzns e Advanced stage of phlebitis or
5 | Pain along Path of cannula \g‘: ;E(zrég;::lgrggﬁgmz&mS/ 4 ~
Redness around Site - N
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain Advanged gtage of "
6 along Path of cannula Redness th_r meophlebltls/ ; 5 -
around Site Swelling palpable Initiate treatment Re site M
Venous cordpyrexia Cannula
Signature of the Nurse w (9/057”

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 Charge :

SIONAMNE & e i v v ensrsssianis Name ;

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

Y bons

Signature of Ward In

Signature

Yttt st




Patient Sticker )

> o 2
Rainbow" . e
Children’s ‘Bll‘tthght

‘m_oms@ . Hos pit al BY RAINBOW HOSPITALS
OIS g wRALLA Morse Fall Risk Assessment Form LT
Mre 2%

— 1!‘“":““ v
oy, SWATHIH \\\ \\\\\\\\\\\“\\ } .
Ti 1 ‘ X% | 6
Choose \\\\\\\“\\\\\\\\ \ ... vaull Category ALl 20 / ’E @O’b’ & Ié} L. Fall Risk Grading
Score | y7p | b | i
History of Falling Yes 25 =
(immediately or w/in 3 months) No 0 © Risk Level Mnrsin;:g)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 0, @) 4
Furniture 30 Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 v Precaution
None /Bed Rest /Nurse Assist 0 & P
IV / Heparin Lock or Saline ;es = 24 O 5 Implement
° : Moderate Risk | 25 - 50 dderate sl
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 T
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 1 o Risk Fall
Mental Status .g . = ° Y High sk 29 Prevention
Oriented to own ability 0 v o™ it
Total Morse Fall Scale Score: U A0 20
Signature (Q (D— |

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

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

Moderate Risk (25-50) Apply all low risk intervention and

["] Assist and/or supervise ambulation. Reinforce to always call for assistance

[C] Hourly safety check

] Assess patient after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form

J

"%
Rainbow"’ . Sy
Children’s ‘BurthRught

Hospital Y GANSON ST

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

Ti A : Y 20
Choose Highest Applicable Score from each Category s Time K ’ u ! } Fall Risk Grading
Score M | Al
History of Falling Yes 25
(immediately or w/in 3 months) No 0 ¢) D Risk Level Morsih::Isl)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 8] P
Furniture 30 Standard Fall
Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O @
IV / Heparin Lock or Saline :es 2;] ZQ. 2O Implement
0 = Moderate Risk 25-50 mgggmitg:a"
Impaired
i : Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Q) ®> implement High
Forgets limitations 15 L Risk Fall
Mental Status High Risk 251 :
Oriented to own ability 0 Q) G ;rttae\:szﬂzgn
Total Morse Fall Scale Score: 20 20
Signature Cj& S i

Tick (v') whichever precaution taken.

Risk Level and Interventions

Low Risk (0 — 24) (Standard Falls Precautions)
[] Ensure patients use their prescribed eye glasses if any, in the hospital

[] Use chairs with arm rests

['] Use safety straps on stretchers and wheelchairs while transporting patients

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

Moderate Risk (25-50) Apply all low risk intervention and
[ ] Assist and/or supervise ambulation. Reinforce to always call for assistance

["1 Hourly safety check
["] Assess patient after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply all low and moderate risk interventions, and.

] Initiate constant observation by healthcare provider as appropriate to patient's needs
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PAIN ASSESSMENT FORM

0~ )
Rainbow” . i
Children’s d BirthRight
Hos pita| BY RAINBOW HOSPITALS
It takes a lot to treat the Mile. Your Right to a Safe Delivery

: Pain Scofe . . . Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Eactors Educated Intervention Sign
| [0 Continuous | CI Acute 7 Sharp ] Dull [ Increasing | [ Yes Iy
q)b‘ B\% %M ﬁf(/w }"Uﬁ’ [ Intermittent | T Chronic [J Aching (3 Burning | (] Decreasing | [ No o w
O Continuous | ] Acute ] Sharp [ Dull 1 Increasing | [ Yes
%0\6&7‘@ \"?W\ [9) rQ Pﬁ’ ] Intermittent | I Chronic (1 Aching [ Bumning | ] Decreasing | [ No N ﬂ _79\/‘.*
' R - : . . : , i i
[] Continuous | [ Acute ] Sharp [ Dull [ Increasing [ Yes
20’ l7 ?’PW} Oh’@ (A | 01 intermitient | 7 Chronic 1 Aching [ Burning | CJ Decreasing | [J No N2 (e
/ ] Continuous | | Acute ] Sharp  [] Dull 1 Increasing O Yes M n
%0(6 a—[p’YV) @ N'ﬂ' 1 Intermittent | [ Chronic 1 Aching (] Burning | [ Decreasing{ [ No CD
| Continuous | [ Acute ] Sharp (] Dull 1 Increasing O Yes N <
%OMD g\PY") @ NQ’ 1 Intermittent | [ Chronic (] Aching (] Burning | [] Decreasing | [ No . @
[1 Continuous | [ Acute (] Sharp ] Dull [ Increasing (1 Yes m %5
50 /‘ /f)/G [78% o “h‘b* 1 Intermittent | [ Chronic [ Aching (] Burning | [ Decreasing | [ No
! Continuous | [ ] Acute (] Sharp (1 Dull [} Increasing [ Yes
Q NQ 'k‘h
\/J( ‘16 lﬂo,r) ! Y [ Intermittent | [] Chronic (] Aching (] Burning | [| Decreasing | [ No ik @
S [ Continuous | [] Acute [ Sharp (1 Dull L1 Increasing 1 Yes
e | 2pm|o / (@ | Np | Commows e oo | lnoreasig |- PN e
[J Intermittent | (] Chronic 1 Aching [ Burning | (] Decreasing | [ No
[ Continuous | [ Acute [ Sharp [ Dull {1 Increasing 1 Yes |
‘\W \Wv\ ﬂl lo (“b'o/ [ Intermittent | CJ Chronic 1 Aching ] Burning | [ Decreasing | [ No Nh %
] Continuous | ] Acute C1 Sharp [ Dull L1 Increasing L] Yes
[ Intermittent | I Chronic 1 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
¢)  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 Paln Scale (Obstetric and Gynecalogy)
| 1 ] | | 1 1 | |

o Paln

No Hurl

1 I | [ 1 ] 1 T, 1
2 3 4 § [} 7 B 9 10

Worst
Possible Pain

Wong ~Baker (Pediatrics) Above 7 Years

@@@@@@

Hurts thﬂe Bit Hurts Littla More Even More Hurts Whole Lot Huns an

e , SCORING
CATEGORY
¢ | 1 \ . 2 )
" | Gccasional Grimace or Frowm, Frequent to constan) frown, * 1§
Face No Particular expression or smile withdraw, Disoriented quivering chin, cIL::'J‘ri:hed Jaw
Legs ) Normal Position or Relaxed Uneasy, restless, tense Kicking, br fegs brawn up
‘ Laying quietly normal position, Squirming shifting back and . .
Activtty moves easily forth; tense Arched, right, or Jerking
Moans or whimpers occaslonal Crying steadil}, screams of sobs,
Cry No Cry {Awake or asleep) complaint _ frequent camplalnts
. Reassured by occasional touching, )
Consolability Content, relaxed Eggggb";"bemg talkeg 1o, § Difficult to cansole of coinfort
Neonatal Pain, Apitation and Sedation Scale {upto 1 Month) |
¥ .
Assessment Sedation Hormal Paln / Agliation
Criteria
" 2 -1 0 _i, 1 2 ) .
Crying No Cry with painful | Moans or cries - Appropriate crying Not| Iritable or crying at | High-pitched or silent-
Irtitability JStimuli minimally with painful| irritable intervals consolable | continuous cry
stimuli 'l Inconsolablg
Behavior State | Noarousaltoany | Arouses minimally to | Appropriate for Regtless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently |,or
'No spontaneous Litie spontaneous r.Aronses minimally / no movement
movement movement (not sedated}
Faclal Mouth s lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression | No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and  If Intermittent #** | Continual élén%’hed i Jf
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, dr finger L
tone Normal Tong or finger splay splay
Bodyis nottense | Bodyls tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RA,BR Sa0, | stimuli variability from normal for from baseline baseling, Sa0, less thanor ]
Hypoventilation or | baseline with stimuli | gestational age §a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recavery Out of sync or
Tecovery fighting ventilator

_/
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NURSING SHIFT HAND OVER FORM - WARD

2

Rainb:';w“’
Children’s .
Hospital .m -

BirthRight

BY RAINBOW HOSPITALS

nht Io a Safe Delivery

TTEANN DIOGIOT: . % sy inrasissesasonssmanimgsssitsssinsaiisnsimcs DepartMeNE .. ciseasnssusmmininssoamwmnss Date of AAMISSION: ......ccoooovvrevrrercre.
5 Diagnosis: ' \}’Lg Any Infection: (IYes [JNo [JNot Known
h H .

é 'Q;\f \p\cﬂ? Z I Y8 SPOHY: rrerroissonctivmrimsminimanmasaasssiaion
= B R
' -p = ",
g Area ; (XO\IAW b\ \\%1 I\ \v
= Shift Time | 4 m Ey n) \J\g )
g Medical Condition
= | (Any special condition to be noted): -
— e — —_—
Allergy: o 0 Yes oo [0 Yes NG |0 Yes =No| 1 Yes 2 No | 1 Yes <o | I Yes (1 No
Tubes/Drains/CaW o Yes o QX{& No |0 Yes CTNo |1 Ye sNo O Yes “TNo | I Yes [1No
I gm— 3 y
Vital Signs: Temp: | ARF lop\ € AW (4337 lada'l
e Res: | W | 9duo | 200 | 018w [Qoblr
g Sp0,: ‘LBO\,J A\, | agqf | a) (G0
g Pulse: %10 asirss 2’  |16h)em
3 BP: [\2Mbo [ WOXD [pa s WG4 ¢ pyo/ 6o
Fall Risk Score: — — - - T
Pain Score: — o\to - G
Safety Needs: Bq U# 1\eQ 2% NESS ve)
o Physiotherapy ul\’fes 0|0 Yes CLNO | O Yes (=No- D\’fes@ﬂﬁ DTYeS‘CI'NcT 1 Yes C)No
S fbers Soache M e —
'E ers Specify: il —
“E’ Special Diet: | Yes fNo [ Yes N0 | O] Yes (1Ne-| O Yesw#rNo | 01 Yes-=No | ) Yes © No
S |Other Special Orders / Medications: o
Post Operative Procedure Special Orders: M o - - —_—
N\
Handed Over By Name : ljd—dl \%\P " E[ .
/ | ACIAS L
Y & o e i OWM
Signature CE 1 2 . 1D 1€ | )
Date U blos] WO Nl | | [ [i2/2¢
Time: 9Pn. | K | N | Spn | @p
X } ) T =
Taken Over By Name : \L\%\S R \-‘"\( &A’\WDQ‘ ‘! I
punce N By
ignature : C&/ & ( @
Date: A | A\ l[ﬂ [26 W /28
Time: N | e SGm A%

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

It takes 3 1ot to freat the Ditle,

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCION: c.oevecer e rer e ra s Department: ..oevevrrnieenemereeinensernnaes Date of AARISSION vvuvveereesrssessessocsonas

8Y RAINBOW HOSPITALS

.BirthRight" .

Your Right to a Safe Dallvery

Diagnosis:

-+

F3

Any-Infection: O'Yes CINo T3 Not Known
' [f YBS SPECITY: ..veeerereerrrereeremremrenrceecmenrneenas

Area. "L,

L] -

i Shift Time

Medical Gondition
(Any special condition to be noted):

BACKGROUND | SITUATION

Allergy: -

-{O0Yes ONo

DOYes ONo

O Yes ONo

OYes ONo

DYes ONo

OYes ONo

Tubes/Drains/Catheter:

OYes O No

i1 Yes CiNo

Yes ONo

O Yes ‘D No

0OYes O No

OYes ONo

Vital Signs? -~

R e

roare

2
it Pulse:

ASSESSMENT

T
LI A |

Fall Risk Score:
Pain Score:

Temp: |-

Res:"

Sp0,: T

BP:3

Safsty Needs:
Physiotherapy

QOthers Specify:

~ Special Diet:

f
4

OYes ONo

OYes DNo

OYes ONo

O Yes ONo

2 Yes-[3No

JYes (No

OYes iiNo

OYes ONo

OO Yes GNo

CYes ONo

OYes ONo

E} Yes O No

Other Special Orders / Medications:

Recommendations

Post Operative Procedure Special Orders;
£

Handed QOver By Name :
- 1
! »

Signature :

Date: T

Time: B O T

Taken Over By Name ; -

Signature :

Date; .

Time: .

Docu. No. : RCH /FRM / CLINICAL / 097
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:”"'ﬂeon.
"8 Alzay P2 2
:z“_ Wnu 6-0000 ) .
m. a0y AL Rainbow’ | @ BirthRight
ildren’s
WWIW//M URINARY CATHETER BUNDLE CHECK LIST RS | W
Date of Insertion: .. %O X.& ; L.().(:\ ..................... 1702 T4 T R ———————
I3 b ) '
Parameters Date SiTme | 2252 Any, el 30/ /¢ 14 L
Need for the Catheter O “INo | -=Yes [INo | ZYes- [INo DM 1Yes [INo | CJYes [INo | ClYes [INo
Hand Hygiene “Yes TINo |.~Yes [INo | [fes- [INo | TIYes [INo }‘«as\: No | C1Yes [ONo | [1Yes [INo
Usage of Sterile Equipment [ ¥es—iNo | ClYes [INo | (H¥es~CINo | [iYes TINo | [iYes :%{Yes CNo | [lYes [INo
Is the Collection bag below the level of bladder ! | = | O O O O dJ [ Y\_J\N [1Yes [INo
g L Yes TINo [ATYes [INo | [TVes CINo | [IYes l{o\}‘\ Yes N es o\
Check the Tube for Obstruction (Free of Kinking) _H¥es CINo A Yes CONo | TTYes CINo | [IYes [INo WNO C1Yes 1No wes [INo
Is Catheter dated as policy _¥es” [INo Yes [INo |-=Yss [INo | [IYes [INo | CIYes TINo | CIYes CINo 'YN)
Collecting bag is been emptied regularly? [I¥es” CINo })‘es CINo | &¥¥es (INo | ClYes [ ﬁ%;é CYes [INo _1@)5;_,;%\10 “1Yes CINo \
, Qs 79
Maintenance of closed system for the catheter [1¥es  T1No /Z’Yes CINo |-=¥es [INo | [IYes [INo ‘Yes,@ No “1Yes [ N(%— 1Yes [INo
Dressing clean and dry? /Erfes [(ONo |.=Yes CINo |_H¥es [INo | [lYes [INo | ClYes [ No 7 OYes [INo | [OYes [INo
Is the line removed as Policy? /afe's CONo | [1Yes CINo |_-¥es CINo | [lYes [JNo | ClYes [INo | CJYes CINo | OYes [INo
Performance of Perineal Care _Yes [INo |—=Yes CINo [ 1¥es- CINo | ClYes [INo | [1Yes [INo | [lYes [INo | ClYes [INo
Onset of New Fever LJYes\yNo/ CYes C1Ne—| ClYes INe— C1Yes [INo | [(1Yes [INo | ClYes CINo | TiYes [INo
Asses for the leakage at the site of insertion /'}%Yes ['No | [1Yes [INo | [¥es [INo | [lYes (INo | ClYes CINo | ClYes CINo | [IYes [INo
iy 1 0
Name of the Nurse it A AU LS\ QW
Signature of the Nurse s @A) @j
[

Docu. No. : RCH /FRM / CLINICAL / 114
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iidren's | @ BirthRight
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It takes a lot to treat the little. Your Right to a Safe Delivery

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: o} » gwa&,&f‘ HV- Date of Delivery: 20+ 06-202(
Assistant Surgeon: . QOWN‘-!O\ Ty, "DM Time of Delivery:  { O (Y A-w)
Anaesthetist's Name: e« -A—L{ uo\ﬁ Gender of Baby: FENYALE

Type of Anaesthesia: sp‘ r\QJ . Weight of Baby: &« 1o |‘j( "
Neonatologist: 3¢ "'gl”é} bm,\w AGPAR Score: il & o

Scrub Nurse: Bt NICU Admission: [¥es [ No

Pre-Operative Diagnosis:

\_-Ffective [ Emergency Indication: BM@C&'\W(%OLZTQI‘JA

Urgency
C1 Immediate Threat to life of woman or fetus
~T1 Maternal or fetal compromise not immediately life threatening
_1 No maternal or fetal compromise but needs early delivery
] Delivery timed to suit woman and staff

DECISION HMB: <.ttt ettt e et e e st eeeeeee s KNief 10 rECIUS: v
CTG Description: “R@dﬁm ...................................................................................................................

If there was a delay GiVE the TBASONS: .......ccccouiiiiiiiiiiieiiseci ettt es et es s es s asssasteaesessssnes s ssae e s snane

4y 1

Surgical Procedure:

elechwe. Kowes Qagmr\} Cesoeean Sedhow |

Post Operative Diagnosis: PO )~ 0 P, Y.

Peri-Operative Complications:

Amount of Blood Loss: Blood Transfused (in ML): '

Name and Number of Surgical Specimen sent for examination:

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




~\//

Examination Findings when Appropriate: AT
Presentation: 1 Cephalic ureﬂ ) ) — Cervical Dilatation: d"""&x ......................... cm

Oth PalpabIB: ..o PRIl POSHION: ...ovcoiiciaevommmssmminimmesismnsiigis

Staton: (1-3 [1-2 -1 00 41 [O+42 Moulding: None 1+ Cl++ O +++

Caput: 1+ [++ [ +++ Meconium: [TNone 1+ [J++ []1+++

Bladder Catheterized : \_.-Yes = [ No Urine: [ Clear [ Blood Stained

Skin Incision: ‘-E'Fﬁa'nn‘ensteil (] Transverse 1 Midline LI Other ...

Uterine Incision: ~~~Tower Segment [ Classical CJ Inverted T (1 J Incision m\')szLaa&eﬁwi
Previous Scar: [ Intact L1 Thinnedout ] Ruptured _LNo Scar N,
Incision Through Placenta: 7 Yes —+=TNo Dellnasesd, L,\;] Paceddn wnt¥ac b o) |,
Delivery of head:_fu Manual 1 Forceps

Liquor: ] ,Otéar LI Meconium: [ o S CiBlood [ Offensive T Not Offensive

Delivery of Placenta: [ Manual sCIG6F ................ &(ﬁ‘mplefe [ Incomplete (1 Piecemeal

Cord Appearance: NQ’LW\‘*D .............................................. Cord around the neck T Yes L0

Appearance of placenta: MMW\UJ .................................... Cavity explored \=-Y6s T No Qg
Uterus, tubes and ovaries,___Mormal- [ Not Normial , Sterilization: [ Yes A0 -

Uterine Closure: 1 0ne Layer C:—Twﬁyers V'. C&AQ([ ..... M 0rl ................. Suture

Peritoneal Closure: _L~Pelvic 1 Abdominal "1 None Vl RA NU( Suture

Sheath Closure: MALA [MQ{ Suture

Fat Closure: Z@ 1 No Niesay I\)D/ Suture

Skin Closure: \_,"%cuticular L] Mattress I NART (’JA‘/{’\[D/ Suture

Vagineal Evacuated uﬁ’@ ™ No

Drain: [TYes [INo [ITRemovein ... days  []Await instructions

Ctheter % CINo  CIREMOVE N oo days [ Await instructions

Swap & Instruments count correct? L/Yﬁ LI No [ Post-op Antibiotics “IYes [INo

Intra-Operative Antibiotics Cover; +_l.Yes~ [l l\]o L1 Thromboprophylaxis “Yes [INo v,

T 11T 1 e ey e

Doctor Name: me Doctor Signature: .....

DAt & TIMIB: cverieeir et e et et e e see et e e e e esasaenees




Surgeon : ‘,ﬂ{)

SURGICAL
SAFETY CHECKLIST

D 1

Asst. Surgeon : 5 .......
Anaesthetist : .27

Scrub Nurseg’Tgfv&t. .............................. ; Date : SJA&{ In-time:..‘w.'zg.ﬁ‘.% ..... Out-time:.l[.ﬂﬂfqy;%rj..‘.

HNH-00015836 IP26-00006688

Mrs AIZAH ZAINAB MAIRAJULLA :
22-00-2000 28y (F) (;)
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Age: .25 ... Gender: ./7.. Rainﬁﬁw' ;
EL.LESCS Children’s | @ BirthRight
....................................... Hospital .“"NNWWSHE
Tt ks & ot 1o treat the itie. Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

.,?fges CJNo CONA

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

CYes Z«O

SIGNIN  Time:.9.5.08m TIME OUT _ Time.....JQ4Q.2.M SIGN OUT  Time:.................
Patient Has Confirmed Confirm all team members have m{ Nurse Verbally Confirms with the Team:
Identity 7Yes CINo introduced themselves by Name and Role L/Yes [ No The Name of the Procedure Recorded Y65 [INo
Site ~Nes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure «Yes CINo Nurse Verbally Confirm ) Counts are Correct (or Not Applicable) ~ o¥8s ['No ©NA
Consent J-Yes CINo Correct Patient (Check ID Band) es CINo The Specimen is Labelled (including
Site Marked CYes CINo AYA Correct Site AYes CINo patient name) ClYes O CINA
Anaesthesia Saletv Check Cumpleled 2.'?65 1No Correct Procedure Yes TINo Whether there are any Equipmem
Pulse Oximeter on Patient & Functioning _~Yes [1No Anticipated Critical Events / Problems to be addressed CYes ©H0 ()NA
Does Patient have a: Surgeon Reviews:
Known Allergy? CYes (Ao What are the Critical or Unexpected BZ godh T Swpnse, Anpeniinital and Murse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, | v What sre Die Kekcushcaine (o secovery .
v./ : , Anticipated Blood Loss? gpg.w{ =Yes CINo CINA and management of this patient? OYes o
Yes, & Equipment / Assistance ) .
Available “Yes INo Anaesthesia Team Reviews: "
Risk of > 500ml Blood Loss Are There Any Patient-specific C(‘)#cern Lﬁes ONo CINA
(7ml/kg In Children)? Nursing Team Reviews: i
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned Jfes CINo CINA Been Confirmed? are there Equipment g
Blood Units Reserved “1Yes Mo LINA issues or any Concerns? 'Yes CINo CINA
Is Essential Imaging Displayed? #TYes CINo CINA

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



PATIENT TRANSFER FORM

2

Rainbow® . L
Children's | @ BirthRight
Hospital .M'NBOWHDSPMS
1t takes a ot to treat the litthe. Your Right to a Safe Delivery

[ HNH-00015838 |P26-00006688
Mrs AIZAH ZAINAB MAIRAJULLA
22:08-2000 28Y )

i

Date & Time of Admission

74 € )1/
galt (26 € )11E

Date & Time of Transfer Order

2)e/24@ 4] 20p,,

Transfer Ordered by 8

Reason for Transfer

Disewelion

From Unit

0T

@,-Wﬂ

To Unit

Pre-fsl

Information to Attendant

YesZ/ No| |

Number of Sheets in Clinical File

Number of Imaging Films

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

=7 e Yes| | No
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
" RL ()
2;
3.
4.
5.

Shifting Summary / Notes Written by Doctor :

Yes| <  No

g b

D5 . Aqd[«m '

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

D) 7’?4/{1//1@ ’

[ vy
Patient & Clinical Records Received by :

2 Jpdle

Date & Time of Patient Received :

206 % @ 120 Aps

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

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

| Nurse not Available

[ | Available Bed not ready
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OBSTETRIC TRIAGE ASSESSMENT FORM

2
Rainbow”

Children’s
Hospital

It takes 3 lot teytreat the iittle.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date: .. 50 UJ .........................

1) Level of Consciousness:

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

Time of Arrival: .....

onscious

[J Severe Pain / Moderate Pain
[ Bleeding PV: Slight / Heavy
L] Decreased Fetal Movement

] Semi-Conscious

Time Seen by Nurse:

] UnConscious

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

[ Preterm rupture of Membranes / Leaking Water PV

] Preterm Labor/ Labor

[] Spontaneous Rupture of Membrane / Leaking Water PV

[ No Fetal Movement 1 /ONEr BOASOME «cvvvuee.smssmieionissmsinsenadsssisssain s vestons s mise it
3) Vital Signs: Temperature: 6{7’? Pulse: 3§ RR: .29 Sp0,: %] BP: .Uf..[:;&,’Weight: .............
4) Gestational Criteria:
Gravida: G P A
SAe\on o EDDr h\glq/b ....... Gestational Age: '&1"‘)"%”“‘%
Uterine Contraction [JYes | &No | CINA | Onset Time Frequency:
Membrane Rupture O Yes .Z/ No | CINA | Onset Time Fluid Color:
Vaginal bleeding O Yes ﬁ No | CI NA | Onset Time Amount:
) If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes M/No 0 NA Pain Abdomen / Vomiting
Good fetal Movement &Z@s ONo | O NA | [fNospecity:

5) Pain Screening:

Numerical Pain Scale (NPS)

| | | | | o |

| | I | | |

2 3 4 5 7 9

’ Worst
possible pain
LT o7 o o P
o DUration: ... oo Days / Weeks/ Months (Strike out which is @ot applicable)
« Character: .....\............. H’ ...................................................................................................
« Frequency: ......\........ U\} .......................................................................................................
N (1107 T ) 01U O PSS
6) Past Hlslory:_ /\)?\'

) 1 1L OO
b)  Medical: ......................... RN e A I

Docu. No. : RCH /FRM / CLINICAL / 098

(PTO,) /
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n-oo-:ooo a8y
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7) Allergy: EIYBS B0 M0, 1 YBS & oo s ees e r et e essnseene
8) Current Medications: [ Prenatal Vitamin =~ LI NONE 1 OthEIS: ....cvvieeeiecciceieceeees s

9) Prenatal Medical History:

y/NOI'IG

[J Chronic Hypertension
[ Gestational Hypertension
[ Diabetes

[] Gestational Diabetes
L1 Low placenta
1 Others if yes, specify

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

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

(] Category ll: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

[J Category lll: Urgent (Time to Physician: <= 30 minutes & Reassessment: Every 15 minutes)
Category IV: Less Urgent (Time to Physician: <= 60 minutes & Reassessment: Every 30 minutes)

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

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
0TAS (Urgent)
Resuscitative) < 30 minutes
Re-Assessment Every 15 Minutes
matas 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
£ o Weeks
- | Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal cramping (<spotting) with cramping
| pain <37 weeks (>spotting) >37
weeks
: Mild hypertension
,- Hypertension > 160/110 a
| Seizure activity agg / or headache, visual ;l:g{;g:;g{’;’gﬁm
disturbance, RUQ pain symptoms

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

.| Abnormal FHR tracing
- | Non-Fetal Movement

Acute onsite severe
abdominal pain
Altered level of
consciousness
Cord prolapse
Severe respiratory
distress

Suspected sepsis

« Major trauma

« Shortness of breath

« Unplanned and
unattended birth

= Abdominal/back pain
greater than expected in
pregnancy

« Flank pain / hematuria

+ Nausea /vomiting and
Jor diarrhea with
suspected dehydration

« Ongoing assessment
from out patient clinic
(for hypertension, blood
work)

+ Minor trauma (minor
MVC/fall)

« Nausea/Vomiting and
Jor diarrhea

« Signs of infection (ie
dysuria ,cough, fever,
chills)

Anything that does not
seem to pose threat to
mother or fetus
Cervical ripening

Qut patient placenta
previa protocols
Pre-booked visits (ie
Rh and progesterone
injections, NST
Assessment for version
Rashes

Nurse Name :

Date: . pl- [b
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%
Rainbow® - e
Children’s (L BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the itthe. Your Ri ght to a Safe Dehvery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: %b[}?[w ......

Baseline Information:

Admission From: [1ER 1 OPD I Admission Desk  [] Others, SPECITY .....coovvvricieieiieieseicecinne
Primary Language: (] Telugu %lglish ] Hindi CIOMNers; SPBCHY wivissmmassermssssmpnssisrarasizisien
Doyourequire aninterpreter? C1YEBS [INO  IfYBS SPBCITY ....oviiieiiiiieeec et
Source of Information: ~ [] Patient 1 Family OIS, BDBCHY voiciinsisimsrsismminnvissesrssrmsrmsssssmsisssemsrreservismaasess
Allergies: [ 1Yes [ INo [ | Medications [ Blood Transfusion (] Food L] Other: v
YRS MBIV i coccvianes v st s s brevns s a s os s o 5 e S L AW AR KA SN O PV P AR S T
Chief COmMPIAINES: ............cooooovrerrececgeen fogecsas g oo Doctor Notified on Admission; L —¥es~" | No
ALY
............................................ ﬂ)w Name of the Doctor; ...l diussescmmismmis
................................................................................................................... TINE NOUIBE: i camvssssrmsssenmmsissmmmssizassnensins
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ Other (specify) ..................

Past Medical History

Past Surgical History

Previous Hospital Admission

Gynecology Assessment: [ | Not Applicable

Gynecology Surgli:j?smry:
Caesarean Sections T Yes

Gynecological History:

Menstrual History: .......cccoveeeepeeininnenns i Contraceptives: Vguo ] Yes
................................ Cervical Cerclage: KZ [1Yes Vaginal Discharge: [T /No []Yes
Onset of Menarche: ... ..o, Ectopic Pregnancy:»{ INo~ [ Yes Post-Coital Bleeding: %0 [ Yes
Menstrual Cycle: [ Regular [ Irregular | Myomectomy: 47]/No [ Yes Infertility: ~No [Yes
Last Menstrual Period: ..........c.cccoeeceininnns Others: If Yes Type: (] Primary [] Secondary
Obstetric History: G ........ccocooooovnene. Pl I A e

Previpus L8CS: .............coccccvvninniiinnnns \\; .............................

Current Medication: [ | None [ Yes, If Yes, Fill the reconciliation form

[] Heart Disease

] Liver disease

["] Hypertension
CTOther ...occeveeeeeee... L e e e e s R S e e e

P
Family History: Eﬁ\lo Abnormalities Detected

[ Diabetes [ Stroke

(] Seizures

[] Kidney disease

Vital Signs / Measurements:

Temp: ﬂ’PF

BP: 1Jrf’)~5"

BMI: ..............

Pain Assessment: Pain: [ Yes

~lo

(If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151

(PTO.)
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GeneralAppearance: (1 Healthy [Jill looking (] Anxious [] Agitated L Others: ....vvecveee e
Fall Assessment: [ | Yes “u/No SCOMe ..o, (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: [ Yes ﬁlo SCOre ....ovvvveen. (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
" Mobility problem " Walking Problem “INo Abnormality Detected
"I Developmental Delay "I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [ | No Abnormality Detected

[ Overweight LI Poor Appetite > 3 Days ys Therapeutic Diet.

_!Under Weight [] Diabetes Mellitus Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
[l galm & Cooperative | Restless ! Depressed [ Agitated LI Confused

Inform consultant for positive criteria

SOCIAL SCREENING: /
1. Marital Status: [ Single I I\::y‘ed [1Divorced []Widow /
INo [] '

2. Special Habits: Smoker: [ Yes Alcohol Abuse: [ Yes [ No Drug Abuse: [Yes [ INo

Social History: Lives With .................. jCN"U ...... O B

Orientation has been given regarding the following aspects:
Call Bell in Reach :\-f:/(es [1No Waste Disposal Explained: ?s [INo
] Y

Infusion Pump : JYes [INo Hand Hygiene Explained: es [ No ] Others

Above information givento ................. PCLH’M ..........................

Name of Person Orientation was givento: ... (Y)Y, SH&'ZO\JO .........................

Orentation NOLOIVEN REASON: ...uuimisstemessisioissistsssisvosomsvissn i ossssmssin

Nurse Signature: Lk .......................................

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

Date & Time: ....... 38 Lb D}b@ ............




%

CONSENT FORM FOR GENERAL / St | @ BirthRight
REGIONAL ANAESTHESIA / Hospital _ | () resonesi
MONITORED ANESTHESIA CARE

Patient Name :M?SA:..'BJZ.:&H...Z*E!lN!—)Ea....Mﬁ.l%ﬂSIL)LLﬁ_ Age : ..&Sﬁe.....Gender: Male O Femaler”
UHID NO: . HENIH.Z.000)S.82.&.. Surgeon Name: .. <. w0ttt N o

R

LI:CTU.V..&.....Lﬂm*f.{..;S%QM.&L\[[....CeSﬁR&ﬁﬂ.....S.%CIlQI\.\.

Anaesthesiologist : .. SoN.c. -
Operative procedure planned :

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

Specific High Risk (s) : The doctors have explained to me the details of the high risk involved due to the following medical
problems and | have sought necessary clarification on all my doubts.

[0 Heart disease [ Hypertension [J Diabetes mellitus (1 Renal failure

- [0 Hepatic disorders O Shock [ Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
i:l Incapacitating Cronic Obstructive Pulmonary Disease
Dofhers - —Hafoluw\m,bleﬁs;hgxt\laﬁd—fﬁf'}:fmmﬁw)m .............................
COMMENTS .o M8 4 28t

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

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon/ my patient
Mo P1zR) ZANeE N RETUNA the anove mentioned / Diagnostic / Therapeutic procedures

CAECTVE .. LIt R D eeMENT.... CaSAREAN. SOECTION. ... L

| authorize and give consent for anaesthesia GErIe(gi‘onaI/ O General Anesthesia / O Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

Docu. No.: RCH/FRM/CLINICAL/021 PT.O




| understand that there are some infrequent complications that can occur due to use of anaesthesia, these include
pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

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

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

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

- Pregnant : es  ONo
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness :

o

SIgnature & ............. o

Rifvie- ggui Zokechubla~

Date & Time: .. 20/ 6.1 26.&.. 8 .. 204,

Date & Time : . &olﬁ:‘&fo - BiA0Am..



INFORMED CONSENT FOR SURGERY OR Children's ‘ ‘Blrtthght

Hospital BY RAINBOW HOSPITALS
SPEC|AL PROCEDURE 1t takes 3 1ot o reat the I, Your Right to a Safe Delivery
Patient Name NRQL\\ZRH ...... QQ\MRE} Gender: [ Male _TFemale Age: ..... ZSY RS .......
sDNo: AN - coo\s836 ate: B\ 2026
Instruction:

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

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

(_QQSGQMGQ‘(CRGSQR\RmSGC‘T[Q[\\

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.
&L&b LN

And. Bloed . w\) oSy
My signature on this form indicates that cy\c\cu\s = ‘—uﬁﬁ' ‘ B\aAAm
1. Ihave read and understood the information provided in this form
2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.
3. Ihave had a chance to ask my surgeon questions.
4. |havereceived all the information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance of the operation or procedure. - :
SchC\j)"\ A "V“\[

Name of the Doctor who is performing the Surgery / Procedure: ..........37. L

Consentee : Patient Attendant

Signature : ........... W .................................... SIGNATUTE & oo e T enes
Name : mOAv@JAZ?'M‘a ........... Name : %‘-”1 .....................................................
Date & Time : .2/t 22 €. T Relationship with Patient: ... Y/ B emal.

Date & Time : %LQIM .......... A

Witness :
e g"’l Doctor (who is taking the consent) :
2l et MR RERE e il B S S %

Signature : ...}

3 Com SRR :
Name.. - )»]J/Q o7 Name : ....... %( ................... A ﬂtm‘” ......
Date & Time : ... 30.L8.12A.... H‘M Buto & Tima: QQ\Q'SLB ..... @ '){13()\
Docu. No. : RCH /FRM / CLINICAL / 027




"
Department of Anaesthesiology E?"l?c?r%‘: s BirthRight
PRE- ANAESTHETIC EVALUATION Hospital _ .sruaz.mwm,::

Date: .........c.... ‘ et rmeesesses TIMES eovreee 5/% .......... Proposed OperatlonM ........ /5t%) ........................

4 ) i M "C
W/. ....................................... "% ..................................................................................................................................
B.P/CRT: /0 /;;1, HR: oo Weight- 77 é ASA Physical Status?  © 1 '

r Laboratory Data:
T T T - | SO (M)( T T
PCV' 'b '7 y I L AD: e HBS Ag ,\I ECG: .

4? qq CIBEE . 106 BIE wiauaaisa f 2DEcho
Plate: ....j%... N i st st farias Dir Bill: ..o BIOOUQTOUD%/...G ! Stress/Anglcir.......'........'...

PT: ... LG LDHE i s T asccunnghanpgig: Other: ...l b aninki
L A, PN CRNSITR |  J— W W 2 W ﬁ
ﬁ R b MO 4 s AMVIASE: vumisms TSH

Medical History: CVS: /

RESP Ao gl (:ﬂ,(/ W Diabetes : J
O Mt der 00 - i trtri "0 M Wj‘} VAL~ (nmdinss &
Renal : /

Hepatic / GE : / Physncal Activity: @Cb&"@ /\/(y/#!— - -
i O Modieodion -

Past Anaesfiietic Hist WW h WW

Physical Exam: W W Lo

MP1234 Mouth Opening: Mentohyoid Distance: Neck: ' 7Teeth:
ﬁgﬁﬁ Lunus f‘ ! :
Heart:

Pregnant: % CINo CINA Venous Access Si%wine Exam for regional : =
7/

]

Anaesthetic Plan: CMAC GIONAL [ GA-ETT [ LMA

Peri-Operative Plan Explained to the Patiew 01 No r___,/——- ) é /
Pre-Operative Instructiohs: '/ .&'
CURRENT MEDICATIONS DOSAGE p ; 7‘ M /IZJZ

- DVT Prophylaxis :
7/4/)//1—04( 0/2M) ) 2o m Cﬁ . Water / ORS 2 Hou
NI ) ) NIL ORAL<] o w) | waTeT
‘ 0‘[ Y/ /CJ- }uw{& Informed Consen\/D’S{a:d/aTW k™
Post Operative Pain Management: Q)ﬂtétd with Patient

Other Instructions:

No s> 0on =
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Mrs AIZAH 25 PEE R

Er AR ANAESTHESIA CHART Children's ‘Bi"hRighf
R LT, Hospital _ | Q) zommmmmmes

Change in Patient Condition: O Yes ;/Nb/ Fasting Status: _f\ A W
* — 3 . g —= ' .
Physical Status: | __+Patient Identified _>—Consent Present |_[J~Chart Reviewed
[ 1 I A
HR B B.P/CRT: Sp0.: Azl = kp [RR 1& Mdip [ Last Feed: =Gl
< . \ N o i
Pre-OP Diagnosis: .. Pgun’u, 3)& e FGROperation: ... SAECTIVG.. ASCS... Date : 2 RE.........
Surgeon:: Bi %‘ ‘HMM S Anaesthesiolqgi %ﬂ%kgx ........ Technician: ....lm'aﬂ;ﬂ ...........
T P A ALY ik © (I X g
N.O/AIR(O; JPM M n ¥ V7 r¥s A7 77 + ‘
HALO /SOTSEVO ‘d 1 1 Antiblotic
Drugs:
Gy - OXNTOCEN BNV ;
7 [ Suppository
_‘j,n‘_i'()'AVTC(J ) TOIU 1Y ey KL | ot"gNﬂf—
b,
- dip) W PAARD
- 100
. -’[_@ [NEE=S 1 Blood Loss
2 | {
i ' " i 1 { ;;I )
FIO, / 5a0, TOOL} [TOOAT l@ o0 oo/
ETCO,
ECG TR [SR[S RISX SRISKIsPRI S
Unm; Output NOTES
g3 I ORL
o
o 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Txmmanrm 160
" Throat Pack In L
Throat Pack Out 120 Y
100 F AR 3
L&
a0 . 3 1A X
40
20
10
0
A5G
LAB Values
[GEs
Others
" Equipment Checked and Temp: Induction Reglonal: )
Functional ] HME [C] Fluid Warmer aw [ Inhal éx::gu Specrfysﬁ..g?
] ClingFilm [C] OH Warmer 1 Pre 0, CIRSI pinal [J Epidural ] Caudal
CuﬂSit@.“« Mﬁ;'s [] Cotton Wool [ Others Others: . o
f MGSS:aJ" - 1 Other O] Mask 7 SGA gosmon SL I'S
Times: [0 Airway ] Oral [[] Nasal ite: =
= ng i“(‘::mr Anaes start: ..) 02000 ETT# v .. cm Neede Sizeq?§C.| o Depth
0O ém Monitor op start: .. YO 0.5-Pm. ] Oral O Nasa! 'j Cuff Parasthesia [ Yes
P i OP ENG: oo scosessisnininns [ Tracheostomy | J Topical Catheter at skin ..
“T  Pulse Oximeter :
O Capnograph Leave OR: ]]'ﬂﬂf}/l/] T O S = Dru@[\d\b&mc
] Ventilator Anaesthesia: [ Awake [ Direct Vision Bolu:
[ Nerve Stimulator [J GA [ Video Laryngoscopy [ Stylette / Bougie Infusion: .
[ Mgpitdred Anaesthesia Care [ Fiberoptic Block Levet Tq.— ":rq_-
Positiop: _~Regional Blade# ... Attempts: e,
Prossure Pins Checked DIFICUIY WHY? ..o
Line (Size & Location) Transportation to
Eye Care: I CvP: . ] Bilat = BS I PACU icu (] Other
[ Qint A gu [T Semi-Closed Circle Relaxant Reversed [ Yes No [INA
CL Taps \,aﬂéll m.JL [ Closed Circle L
yﬁdm =P 5 ot Name of the Doctoffori ()
Awake . Signature of the Do
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~ Dr.8waTH yy Rainbow . . -
Children’s (L BirthRight
’”"", W I ,” ’” Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the litthe. Your Right to a Safe Delivery
POST-ANAEd Incosn «..... JNIT RECORD
Time Received : “ 29 F}M Time DiSCharged : ..........coovvcovevveen.
250 : - 250 | [\ CANMUIE ST  +evooeeererreeresmresmmmsiomssssesesnene
240 240
L 230 230 | ] 0, Mask [1 Nasal Prongs
s 220 220 | ] Tracheostomy ] T-Piece
[75] 210 210 | —
@ 200 200 | [ Oral Airway [] Nasal Airway
o 180 190
A 180 } —\-GN N
=) 133 170 | Vomiting : (] Yes [JNo Drug: . /1\37 X,
3 & o | NGTube:  CIves CiNo ‘J N
\ 140 140 | Drain: [ Yes [JNo
130 130
A 120 420 | Urinary Catheter: [] Yes [ No
10 7 1 ~ 110
c'E: 100 X ¢ i 100 | Chest Tube: [JYes [CJNo
g 54 8 oo | it oral CYes O éGL
o1 {7 il T TR e I
a :
50 < v 50 Ol FBRUS! sisssisimsisriv J Y siicisiinsrcuisisions
g 40 40 NB m
30 30
v 20 20
10 N 10
0 0
SPO,
MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
:212 :g $8::3 :fJ:?.E:i tﬁi‘u‘:{:ii on Eﬂm‘;ﬂ Zf ACTIVITY g |2|v A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 t Discharge
Able to deep"bmathe & cough freely = f T
jted breath = . . . : .
Aonie - =0 2 9 12— | Z | Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic | =1 CIRCULATION
BP = 50 of P(:e Anaensm?eshcieveeve =0 = Z" Z1 21
attiet li = % CONSCIOUSNESS
Ar ible on call =
Nnﬁ::punzllnga " =0 o<1 i
Pink =2
Pale, dusky, blotchy, jaundiced, oth =1  COLOR ~ -
[]yanm?c Y, y, jaundiced, other = '),— "L/ fV
TOTAL q [O ‘ o { Q
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
7y
20l | \ogm| © L)
T L
2ole | nom| D PA T
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Pain Tool Used: [ NPASS (] FLACC []WongBaker [JNPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name * For post surgical patient, patient with chronic pain, patient with severe pain

a.  Every 2 hours for first 24 hours
b After 24 hours every 4 hours

c.  Prior to pain reliving intervention
d
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Anaesthesiologist Signaturt

Date & Time: With in 30-60 minutes after pain relief intervention
PACU Nurse Name : N O&Cl@\.b\ 294V E 7"97 Transferred to Unit by (PACU): [ 4 j Cg
PACU Nurse Signature: e Date & Time:__ ’bo éfg b C B ,r
( p?‘l’\
Date & Time: B " o YO (O X/ ) O .
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Tt takes & kot to treat the Mis, Your Right to a Sale Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA REGORD AN
DALE: oo crereaerenes TIME! teeeerrereerereseenne Procedure domng DY ... senseesensevsensenesnesesnaisnesenss
CSE /Spinal /Epidural PoSItion © vovvvereeveenne SPACE ... eerer e Technique (LOR/LOS) .....ecverveenns
l (131111 Catheter at SKIM: ..c.oovireeemiimitemsimceressenes FANTC (1] 1) O
Parasthesia : YES/NO if Y85 GBLAIIS 1 ... retvernesaerssissinsisessessnsssnessasissisesnassisesistssss sasbanssasassssstssassinsnss smssesnass
SOIULON COMPOSIION & vuvvvverrecrrirereimsiiesiniassmsirsssesssersssssseserssssssscssssasesssssssssensacsssssasassensersnsssasassasasssses reveneens Ceerrensenrenies
Any other issues :
B) tecreruersesteneructursesssisesarsar e at e eeR e RSN CROEROR 484444 R4S E 04 404 Reu ek bt a4 RS A n R4 e RO A E £ Ren A SR s e AE e S et erean e nsaen
1) OO0 U
. Infusion Rale Level Maternal
Time (mi/hr) Bolus (ml) | | o5 Right [ BP | Pulse FHR Comments
Delivery Details:  TiMe ¥ vovevvrenresniesens APGAR: ..o eeemerriaes SVD / Instrumental / LSGS (if LSCS Details)
Catheter Removed by and TiD INSPECIEA | ....oeeerrerereeeeereeeermrremsesessssssssssssnsssssarrensersassassststsastsessessas senssesisssnsssbosabasansnsenss
PAtIENE SAHSTACHON : crvvvrerreererercesessensessasmssammsssonsonsossesscssssecsasesssassssmssssssssmsgsssanssssgensosessssssins goiTiunmanssossssssssarantassess s sssnsten
[] 4 .;' -
Discharge /Shifting ordered by : FRNRRE ‘
Doctgr Signaturega..._ .............................................................. R
Doctor Name:, cccuuemessensmensassseens trvsenee ket besanssare s ¥
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 30/4/}6 .............. TIMe: oo ST

— _ 0O ~ 26 kg/m’

Origin: ... .anﬁﬂv\ ........... Height.S3Cins... Weight )7k BM: 2”28 kym’
0 ~30 kg/m?

Food Allergies: ................. NS
Diagnosis: .......... B e

Type of Diet: JZI/ Uquld O Soft O Normal O] Diabetic
] Vegetarian on-Vegetarian ] 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

Name: ........... %rﬁnﬁ‘!rp Name: ...... S\(A%ln;hfﬁc) .................
Date & Time: 50/6_/215,:5)5?"’ Date & Time: .. /6 / 2B o SR

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

Date

Time

Notes
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CROSS CONSULTATION FORM

2z

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

2
Doctor Name : DV',S/JM‘“M ............................................ Date: :SQ[IGZ)’_CTlme 6}7“\ ......
B L*5C§ .....................................................................................................................................

Hospital : 2CH —HMNFE Type of Referral :

........................................................................................................ T Enerasiy
O Urgent
0 Non Urgent

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

Referred for: [ Opinion JZfo-Management [ 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 : v
Laci [/[7[440 n P
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Consultant :

9 /
Name : 5“%@@1'6\ ................ Signature : tg ................... Date & Time : .fﬁ/f/%,;éf"\

Doc. No. : RCH/ FRM / CLINICAL / 049
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NARCOTIC PRESCRIPTION FORM

L,'C/U

(PATIENT COPY)
Patient Name: M‘,‘J A'z ‘i 7CE E‘ lu|Cu)5 ‘ﬂ@f /Ay /1 Gender; Femote
UHIDNo. TTNP - OO0 S I o, 5 6- D000 “ “VDate 08T time:. §. 20 AT
Diagnosis: FSOS L ) md [8) ‘)r
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage 4 Remarks
1. | Fentany! Citrate Inj. 50mog/MI L AL ol AMT
' i | > — —_——
2. | Morphine Sulphate Inj. 15mg/MI
3. | Remifentanil Hydrochloride Inj. 2MG e
4. | Remifentanil Hydrochloride inj. 1MG <
Doctor Name: Dy Sk p“d vl"“ Doctor Registratiop No:
,\\\‘U TSN rF MF ;oﬂ'\&\
Signature: M
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Detalls of the Patie (to whom Essential Narcotic Drugs Dlspens c?
f =0 Oc 0 30 / y 5 4
IP Registration No: .. DAtES ivlaumlt sl Sl B
£ Aadhaar No. of the Patient (Optional): ...............ocovueiriieiiiciciiiie i ﬂ ......................
: i
. a
1. | Name: M“ ﬂ 20'{‘ /0.9! oY /V'wiuj%u j Remark
H‘r‘“{ﬁlf; ;‘][J %Fdiﬁp—rrg'rj
2. | Complete postal address (with contact number, if any) Hy dbod
3. | Brief description of the iiness Fo00
4 Whether registered with any other registered medical practioner / N 0
" | recognized medical institution ( If yes, details of the recorded) T /
/ JC
5. | Details of essential Narcotic drug dispensed i NJ TFenda nlj/
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
' , Tl s 4 =g Patient Attender
501 LANJ. Fenlaly 7

Dispensed by (Name & ID No.): ..

Received by (Name & ID No.):

AT i SR e Sl i

Docu. No: RCH/ FRM/ CLINICAL / 133

M Af\hr‘r ](umcu(m, r:f)s'g"a‘”fe

Signature: i e e e




