007605 1P26-00006765
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SURGERY DETAILS

N

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

Date ; f!?}}wlé ................
Patient Name: ..J,V..’\x.s.....ch.u.j.@\. ................................ Date of Birth: g?\{rh/ Fl%" Age: ..2:.1..\/.y,.3..
Gender: remalt ................. Ward : oo Fmeeeeeceeeenesnnennenns UHID No.: .'lftN.l'i.:.OQQ@&@@é:

Date of Surgery: ...0.J. 3/ 2.0.24....... [10T-1 &OT-2 [10T-3 (JOT-4 (JOBGOT-1 []0BG OT-2

o Name of the Surgery : éML&C.&.EW\@Q("\'W ......... VAWRE | RGmERS..... CATMARAW |
*. gt dp o
S 0
Timein :........... q%mm ........... Time Out :...... rCDDPm ...................

NAME AMOUNT
1. Surgeon SO ‘%‘@“‘JQ&O’MM() ..........................................................................
2. Anaesthetist s @J..:..:rgmuﬂ.cjc;\ ............................................................................................
3. Assistant Surgeon : ...... Q.. Lamy Q... Ty oo (TN
4. QT Technician m,juo o R
® - Clrotiating Nurse. : L LM L DVIBET .. i inaiiisimsronieiosh, (e itbaasai i mstssnsssssssaiBngsos
™ 6. Assistant Nurse J,P—r E: LA D cicrvinsmimmnssscsssassssmsmmsssissssss soslussusmnstssassessammssasinssssssossissnsasess
Special Equipment:  [] Laparascopy ] Broncoscope (] Harmonic | Morcelator
] C-ARM [] Cystoscopy [ Versa Point ] Liver Cusa
[_] Neuro Cusa T 0 e———————

Docu. No. : RCH /FRM’/GENERAL/IM (OV m&d ngd)
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HNH-00007605 1P26-0! >

Mrs NAVYA R Z
zuns—1m myim12z0 (| Rainbow®
Mol | Children’s ‘ BirthRight
" CONSUMABLES OF o1 Hoseital | @ oo
Circulating staff <., Technician :szzm. { Py — Date : ...6.. / A / il N S csimiim i
Anaesthesia Disposables ,“M“‘V usea | Surgical Disposables — sy u‘.;l Disposables (Baby Side) h_m"w
ET tube Major Pack 1.5 (4 / (o7 7| i VitK OA—
LMA | -Sutures DY Q)Y /" Cord Clamp AN
ECG leads {A)/ P/ N néip_@S]& . ) e w _}Suction Catheter O]
HME filter : A/P/N Feeding Tube
Syringes : 10 cc 3/ —| | Vaccum Suction Set I
05cc Q/‘;[ Gloves S (L (w m ('L‘// Surgical Gloves D &{\/
02 cc 24 Eaing Glm s | Gaepack Y 0y;/0
01 cc hy b Syringe 1nl / 2mi 0N /
Cautery plate @ P/N ﬁw” Surgical blade 99 1 Surgical Blade # 20 d L /
IV set [ a7/| NG tube i Koochies (S) an—
RL ) | .2/] Cautery pencil O~
NS : 10mi / 108fmI/ 500mi / 1000mI é " | Koochies (N[ ( P{) <
~ Tyanexfa  loyn) G{ Ointments mo[q ,cﬂ‘l/\, ( !u/ y 4 L
axyhocfiag__ {4/ Suction Catheter a2 / &7 NUMPED
Fentarfyl @\/l/qCap, Mask 04— 9240000 2\B\K
Morphine |, al -1 Gauze Pack N)IIX~ & o -
Ketamine (v LY 1o % ’f‘ﬁ[{ﬂy‘ 6‘1/ Mop Pack 18 >4 L7 33
Propofol Steristrip S = A1 o d e ol A
Rocuronium Underpad N2 -
Glycopyrolate Draw sheet 1 A
Myepyrolate At o Na, Qg | Abgel OIM
Ondansetron 4 |, o .clMac ‘0n7] Foleys catheter !
Pencan 25g/ Spinal Needle 22 © )£ Urobag
I_i@ijvacaine 0.25% -"\i | -Ghest Drainage Catheter
Y Bupivacaine-0.25%(Heavy) &4 | Romodrain bag
Antibiotics ~ - Bandage
Medrogyl ( ﬁmwl ) 4 v/Tegad‘”m
ﬁ Supposnb‘l"les - loban
Anamol : 80mg / 250mg / 170 mg —Double J Stent A
Supridol : 100mg N A/\.'. // Vaccum Suction set a W/
Justin : 12.5 mg / 25mg / 100fﬁg 'MfPlastlc Bed-Sheet ﬁmﬂ‘ \
Tab. Misoprost : 200mg OK /B'etadlne Solution J )
€nere (¢ o 1< |/Microshield svdV
Catae DA BY 1y 5 x| Potton Balls Y i
Placpycit (o lagd [] | ] LexGloves 90 |
' ' < | "Ramdione Scrub .
Saral
Surgeon Anaesthesiologist Nurse OT Technician

Order No.aQ.G::DOGOR.[.{.E.L(../..&LS ..................... Ordered by : Jand[,\j "

Doc. No. : RCH/ FRM / GENERAL / 125
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= Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children's . , ; .
|~ @ +: Rainbow Children's Hespilal, Door na. 3-6-287. opp. Cafe niloufer, Old MLA
Hospita y
Vot quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbawhospitals.in
L
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-00007605 Name Mrs NAVYA R
Age | Sex MY IM 13D/ Fomale Docter PADMAJA YELISETTY
AdmiRey DatefTime 0GN7/2026 19.55 Payor BAJAJ ALLIANZ GENERAL INSURANCE COITD.
Order Dato 0BGT/2026 2333 Ordornumber  P6-000021115 |
Visitin 1P26-00006765 Ward/Bed No 4F -OF { PDA-112
Patlent Addross 1-4-880/30 bot colony, Gandm Nagar, Hydgrabad, Telangana, JNDIA, S00CB0
5.Ho Description Gonaric Nameo Dosage Roula f Fruquancy Buration 1nstruction Qty iStatus
1 [fReHEAYY S I 4 1val Extemal { Once Doty 10k 2via] 1 Dwoensed]
PREGELLED SURGICAL PREGELLED PLATED ~ !
2 PLATES(ADRT) ADIET ¥ Hes Extomnad f Ones Dady 1 Days Mot {lma-unu
3 |DSYRINGE SULIMPRO)  {SYRINGE S 1hos. Extamal{ Crice Dty 1Days 1Nos| | Dwpensed
¢ [E€GELECTRODES ADUL1){ELECFRODES ADIAT |1 Mos Extemal { Gncs Dady 10aps Aos] || Dispensna
5 |ADULT DUPERSXXL YN Extomal{ 10 AM 1Days 1Hos| | Dispenang
e g&wvmuml ABGEL Yhoa Once Dady 1Days 1hos ,[ Dispensed
CAUTERY PENCIL
T (ADVANCE) 1Ko Ersamal { Ongan Cady 1Dy 1N i Diporaad
8 |MISOPROST YAB 200MCG 45, Taon Exiomasl{ Once Dady [1=T 6Tan| | Daoenae
AT .
L i st Ensemat# Omca Dady 1Das vl .I Dispansad
10 |surcicaL sLapE 22 SURGICALBLADE2? |1 Nes Exsemat? Once Dady $0una 1hio 1 Duoanmed
n Pg‘m‘"“‘"-”“"" % " how Externat Once Dasty 1Dy 1hes l Deaonnod
DISPOSADBLE APRONS DISFOSABLE APPRON
12 IctERRE Xt STERILE Xt 1 Noy FOnce Duty 4 Days. 1 Nov ’ Drspersed
A 1
3 {-g“g,%‘;‘fci‘;zf" thoa FOnce Cady 1Deys 1hosl Dapene
U [ WOKADINE 6% OINT 1561 1led Extema { Once Dy 1Dars thos| Dupeesae
1 1T P Estarnal ¢ Onca Dedy 1010 20| Dapensss
18 ?g';mggtssupmwomes 1 how Exiemal Once Daly 1023 hos]  Dupensec|
17 |MoR$ 30x30 BPLY 55 X-RAY [MOPS 30X208 PLYDATT |1 Noa 1Onca Dady 20ays 2Nos|  Duponsed
18 [Resoasn croseo system |RUGEALACTATE 1 Bozie 10nca Dudy 2Days 280tte|  Dupensed
19 | BIOXAMSC S00 M0 N 1 Aingmia Extarmad { Onica Dadhy 1 Days 2Ampual  Ospanzag
o e russve @un |SEMPUSTVE 10nca Dady 10 mui Ouprnsad
21 |BCVINTRAFIX SAFESET 180n 1 0nen Dady 1Days 1hof[  Dupmsed
2 m&ﬁumm 1o [svemats Once Daity 1Dan 1hod]  Dapensma
n |MUSTHSUPPOSTOMES 120 14on | Enswmatx oz Pty 1Dam 10| Dacensen
28 {Ercore Micople gloves-8.5 N 7nce Dady 10w INas| Dupwnsed
25 |MONOCRYLZOMWINE  [MONOCRYL 1328 18es 1Oncu Daty 10ap 1| Dipmsed
26 JOSYRINGS 25MLINIPRO] SYRINGE 2ML 1hes Exipenaf { Once Casty 1Daye 1 No]s Desponzed
BAGTOPREP SOLUTIONS fie
ELI b Tt 1 Onca Dady 2 Days 2hot|  Dupansed
ARETA,
O AR EIARRENALINEY *Val Exinnal 1 Onea Dady ¥ Days I\r;i [-vem—
PENCAN 26G'3 12 PENGAN 25G°3 12 Thos Exivmal{ Cncw Doy 1.5 1ha|  Dwperrsed]
a VICHYL Z-OVR 2917 VICHYL 2.0 vP2NT 1 Ney 1 Once Dady 1 Days lNJn Draperrawd |
T
s DSYRINGE 10M (NIPRD) SYRINGE 10 Thox Erinenal ¢ Once Daily 1 Duys 3 72' Dupreeriond|
4
2 DSYRINGE 1ML {NIPROY SYRINGE 1ML 1Moy Extbrrl | Onca Daily 10uys 1 hltnt Depoturaad
3 VACCIMME SUCTION SET tHas Eximmal ] Onca Dady 1 Cays lv‘e’m Dwpansad
g
1 [VicRYL USPO VP25 Thos Exlarmal! 10 AM tDuys vies]  Dapermad]
35 [ Goxe thas Exemat 10 AM 1 Buys 2hes|  Dapensed
PHENPRESS LS S0MCG
36 m,mz"z is & 1hos Euzemal  Once Diséy 1Gays = tHoa|  Dupensea
¥ |cotTonRaLs 2GMEHOS 1Ny {Extermal 4 Once Dty 10ays 1Hos| Dapsned
30 |ACUGYE S00MG IRy 1Noy Exematy Once Daty 1Daps 1ios]  Dsprnsnd
1
» SGLOVE # 6.3 (SURGICARE) |SURGICAL GLOVES 6.5 |1 8o |Ememal s Oncay Doy 1Days Apion Diponsed
PADMAJA YELISETTY

* Trus oocument 1 Just for relerence purpose only Not 1o ba considered ns primary raport,

Hote

* This prescription is valid only lor spacifiod duration.

* Do not refill medicings.,

Printed DateTima NTAT202R 07 29

Printed By GEDDAM SANDHYA PRAMEELA RANT

Reg No : 52427

Pan
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Rainbow Childrens Hospital-Himayatnagar

Rainhow
Children's : . . , . )
: s+t~  Rainbow Children’'s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital - . :
Kantrow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,5000282.
040-48873000, info@rainbowhospitals.in
LA R
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00007605 Name : Mrs NAVYA R
Age [ Sex : MY 1Mi3D/ Female Doctor : PADMAJA YELISETTY
Adm/Reg Datel/Time : D6/07/2026 19:55 Payor : BAJAJ ALLIANZ GENERAL INSURANCE CO LTD.
Order Date 1 06/07/20286 23:33 Ordernumber  © 26-0000211315
Visit ID : 1P26-00006765 Ward/Bed No  ; 4F -OT/PDA412
Patient Address . 1-4-880/30 bob colony, Gandhi Nagar, Hyderabad, Telangana, INDIA, 500080
S.No Description Generic Name Dosage Route [ Frequency Duration Instruction Qty Status
1 Eﬁ‘,\?'SET‘}"gSK 3LAYER- FACE MASK 3LAYER |1 Nos Externdl / Once Daily 1 Days 10 Nos|  Dispensed
2 ?PUR%%%%ﬁg:gg;EMALE) i Nos External / Once Daily 1 Days 10 Nos Dispensed
3 gfg&é%i@dgg{b% 1 Nos External / Once Daily 1 Days 20 Nos Dispensed
PADMAJA YELISETTY

* This decument is just for reference purpese only, Not to be’considered as primary report.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines,

Printed Date/Time : 07/Q7/2026_ 07,30 o

O

Printed By GEDDAM SANDHYA PRAMEELA RANI -

Reg No : 52427

O

Page i ofd — - -




E Nan
S & Rainbow Childrens Hospital-Himayatnagar
Rainbow .
Children’s . . : : :
. Birt Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital . .
Lot quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-00016406 Name . Baby Of NAVYA R
Age / Sex 0YOMOD10H/Male Doctor : SINDHURA MUNUKUNTLA
Adm/Reg Date/Time 06/07/2026 22:15 Payor . SELFPAY
Order Date 06/07/2026 23:37 Ordernumber  : 26-0000211318
Vis. - IP26-00006769 Ward/Bed No . 4F -OT / CRDL-HNPDA-412-2
Patient Address 1-4-880/30 bob colony, Gandhi Nagar, Hyderabad, Telangana, INDIA, 500080
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 DSYRINGE 1ML (NIPRO) SYRINGE 1ML 1 Nos External / Once Daily 1 Days 1Nos| Dispensed
? SGI OVE # 7.0(SURGICARE) |SURGICAL GLOVES 7.0 |1 Nos External / Once Daily 1 Days 2 Nos Dispenscd
3 INJEK INJ 1 MG 0.5 ML 1 Nos { Once Daily 1 Days 1 Vial Mspensed
4 SGLOVE # 6.5 (SURGICARE) |SURGICAL GLOVES 6.5 |1 Nos External / Once Daily 1 Days 1 Nos Dispensed
5 \:Ull’.ffi)ﬁ\{f:lllll\;\lﬂfl;:'\l!i 1 Nos External / 10 AM 1 Days 1Nos| Dispensea
(R ot el e e |1 Exteral / Once Daily 1 Days 2Nos| Dispensed
[4 SURGICAI BLADE 20 SURGICAL BLADE 20 1 Nos External / Once Daily 1 Days 1 Nos Nispensed
8 ‘-?QL(J)%ISI:::::ATHF TERS 1 Nos External / Once Daily 1 Days 1 Nos Dispensed

SINDHURA MUNUKUNTLA

Reg No : 66970
* This document is just for reference purpose only. Not to be considered as primary report.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/lime : 07/07/2026 07:31 Printed By : GEDDAM SANDHYA PRAMEELA RANI Page 1 of 1
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Rainbow Childrens Hospital-Himayatnagar

Children’s wr Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital . .
P quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
TR AT
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-000164086 Name : Baby Of NAVYAR
Age !/ Sex :O0YOMOD10H/ Male Doctor © SINDHURA MUNUKUNTLA
Adm/Reg Date/Time : 0B/07/2026 22:15 Payor © SELFPAY
Order Date . 06/07/2026 23:37 Ordernumber ; 26-0000211317
Visit ID : 1P26-00006769 Ward/Bed No : 4F -OT / CRDL-HNPDA-412-2
Patient Address : 1-4-880/30 bob colony, Gandhi Nagar, Hyderabad, Telangana, INDIA, 500080
S.No Description Generic Name Dosage Route ! Frequency Duration Instruction Qty Status
1 KOOCHEES-SMALLS S 1 Nos { Once Daily 1 Days 1Nos| Dispensed

SINDHURA MUNUKUNTLA

Reg No : 66970

* This document is just for reference purpose only. Nol 1o be considered as primary report.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time 07/07/2026 07:31 O Printed By GEDDAM SANDHYA PRAMEELA Ol Page 1 of 1
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Rainbow”®

Children’s | ‘BirthRight"

Hospital BY RAINBOW HOSPITALS

._g l 0 Your Right to a Safe Delivery

YO

Name Mrs NAVYA R UHID HNH-00007605

Father/Guardian Mr NIHAL R Age/Gender 31 Y 1M 13D/ Female

Address 1-4-880/30 bob colony, Gandhi Nagar, Hyderabad. Telangana, INDIA, 50008

IP No IP26-00006765 Admission Date 06-0/-2026

Ref Doctor Self,

Discharge Date  (09.07.2026

DISCHARGE SUMMARY

Consultant:

Dr. PADMAJA YELISETTY
MBBS, MD, MRCOG, FRCOG
52427

Diagnosis: PRIMI AT 357> WEEKS WITH PRETERM PREMATURE
RUPTURE OF MEMEBRANES WITH GESTATIONAL DIABETES MELLITUS
ON ORAL HYPOGLYCEMIC AGENTS AND INSULIN WITH
HYPOTHROIDISM WITH INTRAHEPATIC CHOLESTASIS OF PREGNANCY
FOR DELIVERY

EMERGENCY PRETERM LOWER SEGMENT CAESAREAN SECTION DONE
ON 07.07.2026

History:

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs NAVYA R UHID HNH-00007605

1P No IP26-00006765 Admissian Date 06-07-2026
LMP: 22.10.2025 Obstetric formula: Primi
EDD: 29.07.2026 Gestation at admission: 357> weeks

Obstetric History:
G1 -Present Pregnancy, Spontaneous conception.

Medical History: Nil

Surgical History: Nil

Allergies: Nil

Family History: Mother: DM,HTN; Sister: Hypothyroid

Antenatal Details:

Mrs NAVYA R was booked to Rainbow hospital at 15 weeks of gestation. She
had regular antenatal checkups and investigations as advised. NT scan normal.
FTS-Low risk.She had complains of itching over palms and soles, Diagnosed as
IHCP, Gastroenterologist opinion sought advised Tab Udiliv 300mg twice daily

for 20days since 1372 weeks. Repeat LFTs normal. TIFFA was normal. Fetal 2d
Echo normal. OGTT 94/212/183, dignosed with GDM at 17 weeks , managed on
MNT. Endocrinologist consultation done, At 20+3 weeks she started on OHA (T.
Glycomet 500mg once daily) , Insulin added at 26 weeks in view of
uncontrolled GDM. Monitoring sugars at home with sub optimal control. At

1676 weeks diagnosed to have hypothyroidism started on T.Thyronorm 50mcag.
She came with Complaints of itching in palms and soles at 26 weeks - TBA on
28/4/26 1.9 Hb 11,1g platelets 1.73 lakhs, Gastroenterologist opinion was
sought. Urine C/S (15/4/26) - E Faecalis treated with Nitrofurantoin. Urine C/S
(16/5/26)- Klebsiella Pnuemoniae Augmentin given. Urine C/S (29.06.2026)-

#1.

<




)

= |
Rainbow® | &
Hospital

Children’s | BirthRight
®

Name Mrs NAVYA R UHID HNH-00007605
IP No IP26-00006765 Admission Date 06-07-202€

Acinetobacter baumannii complex Treated with Inj Amikacin. Fetal monitoring

done by serial growth scans. Scan done on 12.06.2026 at 32+2 weeks showed
single live fetus with cephalic presentation, AFl- 18.7cm, Placenta-posterior
high, EFW- 1.878 (31%) AC15% with normal dopplers. Scan done on 4/7/26 at
35+3 weeks SLIUP, Cephalic ,AFI: 15.5 cms, Placenta: Posterior / High. She was

admitted at 35" weeks with PPROM for Emergency Preterm LSCS.

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

Management:

Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was relaxed,
cervix was 3cm , 30% effaced, membranes absent, ligour draining clear, vertex
-3. Fetal well being was confirmed by an admission NST which was found to be
reactive. As per hospital protocol, Inj Taxim 1g IV was given in view of PPROM.
CBP,CRP, HVS sent and traced. She was decided for emergency C- section in
view of PPROM with GDM and was prepared 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. Patient shifted to theatre.

Surgery Notes:
Under general anesthesia she was painted and draped as per hospital protocol.

Abdomen opened in layers. The parietal and visceral peritoncum carefully
opened after identifying the urachus. Bladder was reflected. A lower segment

BANJARA HILLS d HYDERNAGAR
v ' KONDAFUR OUTPATIENT CLINIC \ i te ) s
B - P cradite SECUNDERARAD (%

¥ 1040 - 4466 91009 25518 Emerge 040 - 4248 2300 s 1040 + 4248 2100 Bt .,M KONDAFUR L B NAGAR (NA

® 1800 2122 @ www.rainbowhospitals.in

BYEINBOW HOSPITALS
Your Right to a Safe Dzilvery




Name Mrs NAVYA R UHID HNH-00007605
IP No IP26-00006765 Admlssion Date 06-07-2026

curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord traction. Uterus closed
in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Subcutaneous fat approximated and Drain tube kept. Skin
closed with Mattress sutures. Wound dressing done. Vagina cleaned with
Betadine solution after expelling clots. Misoprostol 1000 mcg given per rectum
as prophylaxis against Postpartum hemorrhage. Patient was shifted out of
theatre to post operative recovery room.

*1 Loop of cord around neck.

* LUS formed.

* Scanty liqour.

Delivery Details :

Date : 06.07.2026

Time of Delivery: 09:22pm

Type of Delivery: Emergency Preterm lower segment caesarean section
Indication : PPROM +GDM (I+0HA)

Anaesthesia : Spinal

Baby Details:

Date : 06.07.2026
Time : 09:22pm
Sex : Male
Weight : 2.6kg

Apoar : 7,9

r
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HIMAYATHNAGAR

Name

IP No

N

1

Rainbow® [ &

BY RA_!NBOW HOSPITALS

Children’s | . BirthRight

Hospital

Mrs NAVYA R UHID HNH-00007605

IP26-00006765 Admission Date 06-07-2026

Gestational Age: 35" weeks
NICU Admission: No

Post-Operative Notes:
She was closely monitored. Her vital signs remained stable. Uterus was well

retracted with no Postpartum hemorrhage. Breast feeding initiated. She was
shifted to room. GRBS monitoring was done. Her postoperative period following
that was uneventful. Lactation counselling. On second postoperative day
dressing was changed. On inspection wound was healthy. On POD 2, FBS-75 ,
PPBS was 122 mg/dl. 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.
2.

BANJARA Hi

Tab. Taxim O 200mg twice daily till 12.07.2026 (9am-9pm) after food.
Tab Metronidazole 400mg thrice daily (8am-3pm-10pm) till 12.07.2026

after food.

Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
10.07.2026 (8am-2pm-10pm) after food.

Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 10.07.2026 (9am-

3pm-11pm) after food.
Tab. Pantop 40mg twice daily till 12.07.2026 (7am-7pm) before food.

Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)

for three months before breakfast.
Tab. Shelcal (Elemental Calcium 500 mg, Vitamin D3 250 IU) once daily

LS HYDERNAGAR KONDAI TPAT N Al APUR B NAGAR
¥ WA " ONDAPMUIR DU TENT CLIN eited i SECUNDERAR,
: o KOND
4 AU - 4246 221

4246 2100

© 1800 2122 & www.rainbowhospitals.in

Your Right to a SagDeRery




Name Mrs NAVYA R URID HNH-00007605

-

1P No IP26-00006765 Admission Date 06-07-2026

(2pm) till breast feeding for after food.
8. Nebasulf Powder for iocal application.
9. Tab Zofer 4mg S0S ( For nausea/ vomiting).
10. Continue Tab thyronorm {(50mcg) till further advice.
11. Repeat FT3, FT4, TSH after 6 weeks and review.
12. Repeat FBS, PPBS after 4 weeks and review.

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

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

Review with Dr. Padmaja Yelisetty, on 1 week on 17.07.2026 Rainbow
-Children's Hospital with prior appointment {(Review consultation will be
charged).@11:30am

For Women Who Have Had a Caesarean Section

Care of the wound:

1.You can bath and shower.

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

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

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




Rainbow’
Children’s ‘ ‘ BirthRight

HOSpital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs NAVYA R UHID HNH-00007605

IP No IP26-00006765 Admission Date 06-07-202¢

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

6.Do not touch the wound with unwashed hands.

The content of the patient discharge summary, medication, food & drug

interaction, care to be provided at home, nutrition, when and how to obtain
emergency care etc also have been explained by dOCTOT .........ooooooes in a

language that | can understand and | acknowledge.
Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
kindly contact 9154865045 at Rainbow

further details - Chapter |l page 6]
Children's Hospital Himayatnagar just dial one toll free number -,;gggg\gzz.

You can also take appointments at any time by going Of '“ﬁw
website www.rainbowhospitals.in N2\
C =1

N\
N,

v RegistrarlResi\i:ién‘t[C.M'.O
e

Consultant:
Dr. Padmaja Yelisetty,
MBBS, MD, MRCOG,FRCOG

52427

BANJARA HILLS D K AP P T RARA KONDAPUR B NAGAR NANAKRAMGUDA
HYDERNAGAR (1A
ONDAPUR OUTPATIENT CLINIC redived v SECUNDERAR
- - v 3040 - 4246 2100 rerge: D40 - 4246 T200 7 m

@ 1800 2122 @ www.rainbowhospitals.in




. Rainbow Childrens Hospital-Himayatnagar

W

Rainbo . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s ; Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital & TEL NO :040-48873000
i WEB : https://rainbowhospitals.in
ADMISSION SHEET
TR R L R R
Registration Details :
Admission No : IP26-00006765 Admit Date : 06-Jul-2026 Admit Time :07:55 PM UHID : HNH-00007605
Patient Details :
Patient Name :Mrs NAVYAR Age :31Y1M12D
Guardian : Mr NIHAL R DOB : 24-05-1995
Gender : Female Religion :
' Occupation : Martial Status . Married
Address (H) - 1-4-880/30 bob colony Gandhi Nagar Phone No . 9494441555/ 7702787216
Hyderabad Telangana INDIA 500080 ; . 3 ;
E-mail . navyanayani24@gmail.com
1 Admission Details :
Bed Type : TWIN SHARING Bed No :PDA-412 Ward Name : 4F -OT
} Room No : PDA-412 Admission Type : First Visit
| Contact Details :
| Name : MrNIHAL R Relationship : W/O
| Contact Address : 1-4-880/30 bob colony Gandhi Nagar Phone No : 9494441555
Hyderabad Telangana INDIA 500080
- »
A Signature
g
Y
voctor Details :
Doctor Name : Dr. PADMAJA YELISETTY Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self. Phone No
Co-Consultant . b PRIYADARSHINI
Payment Details : Deposit Amount  : 20000.00
Payment Mode : DCICC Card Payor Name i BAJAJ ALLIANZ GENERAL
INSURANCE CO LTD.
Printed By : 020099 Page 1 of 2

[ Time : 06/07/2026 20:01
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PATIENT TRANSFER FORM sl L

2
Rainbow* . N
Children’s ‘Bll‘tthght

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Patient Name & UHIN Nn

HNH-00007605 |P28-00006765
Mrs NAVYAR
24-08-1008 amyYim13D  (F)

i

Date & Time of Admission Date & Time of Transfer Order
b @ 15w | #/9bb DS 50 ks
Transfer Ordered by Reason for Transfer

D ol pbs

From Unit

Ve s -

Number of Sheets in Clinical File

To Unit Information to Attendant
Yes &, No[ ]
Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
Yes| | No| |
If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.hfo. ltem Name Quantity
2.
e 3
4.
8
Shifting Summary / Notes Written by Doctor: ~ Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

(b benty D wumiiho.

Patient & Clinical Records Received by : \\
moshu oSl Mq Kt\nﬁm _

Date & Time of Patient Received :

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

] Unavailable Bed
yeu. No. ;: RCH /FRM / CLINICAL / 102

—

|| Nurse not Available [ ] Available Bed not ready
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Rainbow’ . .
R Children’s W BirthRight
PATIENT TRANSFER FORM Hospital _ | () ssmmssi:
Patient Name & UHID No. Date & Time of Admission y Date & Time of Transfer Order
) ' A
LY s h}ﬁA }"L’ P ' ,1 ’)/Q M\ ~ l 'A’{
vmm 00007605 1P26-00006765 (6 0 %)/ Q}/(?,"f 6 0 X0 %@
m,::m“ MNYIMI2D () Transfer Ordered by ’ Reason for Transfer

Dr, PADMAJA YELISETTY

AT { y
Dy - -A_‘,uw...-)_ . O - .&(}qu%q

-

From Unit To Unit Information to Attendant
yse A fo 1€ oT v/»z/ oL

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

22 NST /\ s

£on 1S

A

If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
I L Yo
) .
3.
4,
5.
Shiﬁing Summary / Notes Written by Doctor: ~ Yes|[ | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

ZYA/LM\Q}Q\ ZC& @ QCMM/O‘LQ T ﬁj‘f"’f

Patient & Clinical Records Received by :

\Acs\ﬁ\“’*{\w\

Date & Time of Patient Received : Q,\Qf\ b @\‘\w\

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
[ | Unavailable Bed | Nurse not Available | ] Available Bed not ready
Docu. No. : RGH /FRM / CLINICAL / 102
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Rainbow’ . PR
Children’s & BirthRight

Hospital_ |\ i,
ACTIVITY RECORD FOR BILLING
Name:_ ___ _______ INH-00007605 IP26-00008765 e
UHIDNo.: __ :.:"’::H:R 3"”““ ® sultant: . Pept:”
potedmission: \\\\\\lll\\\\\lﬂll\\l\\l\\l\\\\\\\\l T | o
Room/BedNo:__ | Ward:___ Suggested Billable bed type : _ _
WARD TRANSFERS

Date Time From To Signature of Nurse

tlodw | AN e fpat| o1 “punilie [ Sandlid
dofwlpiep®] Ve |ose Lo | sandiwa [ Aw/O
a«mw cono | oxe - post (310/) i -le /

Cross Consultation Visit

Doctors Name Date Order No. Signature

" Drtaden. ( &mluhm :}L»Ju. | W0 3

(N0%s {\\m \4 A one l")b[
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AN shuth,

8

9

10
Docu. No. RCH/FRM/GENERAL/145
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INVESTIGATIONS

Date—

___Investigations

Ao uv}

| Order No. Signature
glekor] P ey v 9
Blzf(%__ C%?-?) 56[5 wos
%\sy AY /@ ey V| -
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MEDICAL EQUIPMENT (WARD & ICU)

Date Equpmame art o | " Tme 8| Order No Signature
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A @32 at Monihy) o /&16(}_?(“/\ Ly WL
/ P ¢ }
, ) e +
0\?/ f/‘.",g;‘*-&n@i)wp /,.-—-«( @ d@p._y-
. s dnjule€
by P
( J105 (:‘\’\ \’&\}<f‘g ff{@(“:'.',_ C
U

A u i

IU




PROCEDURE

Date Procedure Quantity Order No. Signature

AR \Elm/m} | (1) 1 a2 W

k| \/G\o)rub afon | ,)‘QHW N T

L] e pac (gQ) PRS-

?77% Nl (/ﬂ e TWgre | G
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A\ _n9s Chedscd Jong
ANY OTHER INFORMATION
Date : Time : Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




HNH-00007805 1P26-0000
67
Mrs NAVYA R "
24-05-1908 vy M 13D
Dr. PADMAJA YELISETT © ;f///

e DOy 'c:;l?.'.'.‘é“r‘é"r".’s ‘BirthRight"
oS 'ta BY RAINBOW HOSPITALS
IP ADMISSION SHEET FOR OBSTETRICS

thkuaiottnm!mellme Your Right to a Safe Delivery

N

Presenting Complaints LMP: &+ * / (e /2028 EDD:
C?-“’"‘ "3 C/ s LAV L h
Corrected EDD: 2 ?/ Mooz GA: ~+ 5
Obstetric Formula: ~ Porn> Menstrual History: Regular: 4 Yes [ No
. Obstetric Examination
Obstetric Hostory:
€~ PP, Spwt Qw:jﬂ"‘- Fundal Height: ~ 2C wrer
Ut Activity: #TRelaed  (IMid  [CIMod [JSevere
Present Pregnancy Record: Liquor: CFAdequate  [] Oligo [] Poly
r~ "@ =~ Qd@“@ PP: Q'Cfephalic ] Breech Others
13 1R )
I\ en @ Head Fifths Paipabl?.
RISK FACTORS: FHS: CHNormal [] Tachy  []Brady [JAbsent
Yl N\
Per Speculum Examination
1P Draining: » (—IPresent [ Absent [ Bleeding
oM /
G [0 i J Colour of Liquor: Clear (] Meconium [ Blood Stained
PP.Q@YY)
Vaginal Examination 4 ==
- Y, | 3o
Cervix: (] Long (] Partially effaced [\ Effaced )
Helght: .....cvueones cm
Weight: .............. kg Ds: Gleswd Dilated __SCen =~ 3°} UD‘E
A"Brgies. ............N.‘:&.................................... Membranes' [:] Present /mbsent
B . IANormal [] Abnormal _—
bl Liquor: ~—tT Clear (] Meconium [] Blood Stained
General Examination: () ‘ -
Perlonanans I4ee) Pallor: J | Presenting Part: _L4 Vertex ] Breech [ Others
lcterus: & Edema: Sutton: O3 0-2 04100 0+1 O+2
Temp: Afedh PR: £2- Pelvis: _[JAdequate (] Doubtful
BP: J13{%o DTR: €0)
: ] o RS mné®
Liver/Spleen:<| — Urine Output; 4\ch
s~ DIAGNOSIS -----------=-smmsmmmee s s s S S s s s s s s e s S s s e s s s s %5

_______________________________________________________________________________________________________

Docu. No. : RCH /FRM / CLINICAL / 087 (PT.0)




HNH-00007605 IP26-00006765
Mrs NAVYA R
24-05-19905 IMYIMI12D  (F)

Dr. PADMAJA YELISETTY

AT

ramily History:
Mrothe— o el

R e

Medical History:

pal

Surgical History:

A

Medication History:

T fﬂm/(a‘)(uﬂ/

M etf Coegyf et

Investigations:

Plan of Care: L( N / . Bn ﬁ/ym
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Signature: ... e



HNH-00007805
Mrs NAVYA R
 24-05-1908 MYIMI12D (R
Dr. PADMAJA YELISETTY
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1P26-00006765
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rnuwdESS NOTES AND DOCTOR'S ORDER
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Docu. No. : RCH /FRM / CLINICAL / 088
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Children’s
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
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PROGRESS NOTES AND DOCTOR'S ORDER
ga;“?me Progress Notes Doctor's Order
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|P26-00006765

5 e
- = ®
24-05-1995 syimip () Rainbow

Children’s

i e oMo e

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘Birthnight'

Date: ?/%/Z/Of Time: e LS OV

\ : - 0 ~ 26 kg/m?
Origin: 3(\.&49\{) Height: .. b F2u0...  Weight . 55,49, BMI: 0~ 28 ky/m’
} 0O ~ 30 kg/m’
v
Food Allergies: ....................... f\jp ................................................................................................................. 'l?‘“ﬁ\“‘
Diagnosis: ......... LSCS .................................................................................................................................................
TpeofDiet Oligud  DSot  CNormal Ol Diabetic
O] Vegetarian Gﬁm—\legetaﬂan OJ Vegan
Diet Advised:

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

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

Patient’s / Attendant’s Dietician’s

: |
Signature: }J/\ ..................................................... Signature: ........... j@%J o S
NamE: .....oovvverrnennn e ONL BN, e Name: %ﬂaﬂ@zgf}ﬂm
Date & Time: ??/zﬁjﬂ’éim Date & Time: 59/5‘/,2%,./&’%-{%

Doc. No. : RCH/ FRM / CLINICAL / 195 (PT.0)
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HNH-00007805 |P26-00006765 R . b;_ ®

Mrs NAVYA R ainbow . . g

24-05-1908 NYIMI12D  (F) Children’s i d Blrtthght

Dr. PADMAJA YELISETTY . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital
AR 0 bt
DRUG CHART

AONURSES

™) oRuG: Tione]

Date of Admission: CP T=tv Drug Allergies: ........c..ccecueeees! Y ‘{ ............................... {mt known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

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

Datey
Tir'ne

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Dose Route | Frequency |Start Date

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

Date»
Time

DRUG :
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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HNH-00007805 IP26-00006765
i
NY1IMI12D (F)
nﬂl’ﬂﬂnﬁl‘lﬂiiﬁilﬁﬁ ' "l”l m REGULAR PRESCRIPTIONS  Weight. %g\o 1
5 DRUG: IMV) Cprrormeime %?Itlz Y( 'X\)&
g Dose Route | Frequency [Start Date y 0 - 7 i%‘%
Sl | B | ¢ FINIYT
ws| Name & Signature of the Doctor f
—<| Starting the Drugs: % . 0
e L o A
) i . =
—~ R/ ~1 _Ia IK/‘J*P
Additional Instructions: o ) -V
Q—Fdﬂ'd -au) 1 o *7] @f ; -~ A
% \"( %Wh (\\ o ‘ s
Daily Doctor’s Endorsement by a Sign o |
, DateF,\~]
DRUG : L oy W ETRONINKU S  [Fins e\"ﬁr
Dose Route Frequency |Start Date )
oo W | O\ ~
Name & Signature of the Doctor Wi
Starting the Drugs: SV
Additional Instructions:
Pyph b ot
Daily Doctor’s Endorsement by a Sign
i >
 pRuG:! fal AR PRAroUes [PAEEAR LA
g Dose | Route [Frequency [StartDate| e :_
SR O W A i
;-3' Name’& Signature of the Doctor w
~4| Starting the Drugs:
a4 Vi N
= o | Jrgle
- | Additional Instructions: NL
T 1
Daily Doctor's Endorsement by a Sign R
Dater\/\
oru: Tnp- PopacemmoL el '6\0(&5}
: Dose Route | Frequency [Start Date .
©|\ew | P0 | D GE"*)’ A NXBC |
cs | Name & Signature of the Doctor, N Zd
- | Starting the Drugs: YT
. | -
~ ¥ w,jpg_
E"‘ Additional Instructions:
8 opm IR
Daily Doctor’s Endorsement by a Sign \h /
A\

Page: 2/4




HNH-00007g05 "

21’:2?.‘2‘; iens Rainbow® ® - I
i Fospical | (@)t
” ’,!IHMI”IM ” Im I takes 8 upnveatmum Your Right to a Safe Delivery
ST REGULAR PRESCRIPTIONS WB.gm%S\d@am .....................
o Thg Ditsrenc  PEEE) X\
Dose Route | Frequency | Start Dt. ' " 'A )

xaf| bo | D | W‘/X?EHJ/

.
b e mw
Dr-Lendd

Additional Instructions:

&
\ov‘@/

Daily Doctor’s Endorsement by a Sign

pRUG: PR TomeowboL. (oAt
Dose Route | Frequency | Start Dt. S

L
%
oo | f0 | T | B AR
X
0k

Name & Signature of the Doctor
Starting the Drugs:

Dy-Qeunod - [

Additional Instructions:

o N A

Daily Doctor’s Endorsement by a Sign £ i

>

DRUG: ONJ- N&tLowiog20LE ’?I?[FI?E b\’a‘—}\'}N
Dose Route | Frequency | Start Dt. ) P i
song | V| o [6Ppbb [N i

hﬁ;nayani
b
q

7 TR I
Name & Signature of the Doctor 2 I\év:k
Starting the Drugs: E_/‘Qj/ O b
Q(FDP w* o [a "y )
LA B Reundd* /o) N (@ A fads 3 e O -
~ ¢% | Additional Instructions: <4 a
B oyt fp ol e =
\qh I ’/
Daily Doctor’s Endorsement by a Sign A
a B
DRUG: | (efcrwné %?;ee a\ X o\\!r
‘= | Dose | Route |Frequency |Start Dt. i ‘]',,
> O [ooowg  flo | 8O R8NV AL
= a3’ | Name &Bignature of the Qpctor " ot
O .= | Starting the Drugs: ﬁ'
O v ;
& 5 5T
f— = | Additional nstructions:
2 A W
s_: /
- . .
Daily Doctor’s Endorsement by a Sign
| Docu. No. : RCH /FRM / CLINICAL / 108
| (P.T.0)
L




ed by *
Dr. Dhakshayani

‘7ﬁr;F';(_\
¥ -4 a

Dr. Dhaksnayaduii

24-:;'9::., ? Fasasaoses Rain;‘/%w@ @
or, unuA.mnu’.g;mzn *) Child_ren’s BirthRight”
VIO Hospital _ | e
e REGULAR PRESCRIPTIONS  weignt S50\ ward ...
e e YT
Dose Route | Frequency | Start Dt. A :\ J

Loowt O | T | &kthg

X

Name &Signature of the Docfbr

Starting the Drugs: /@

Additional Instructions:

TN

Daily Doctor’s Endorsement by a Sign

. Doﬁ ¥ AN TA RN
DRUG : Y+ i OVRIDONINE

Date}

Dose ROI}té Frequency | Start Dt.

1owg .| e/ | ap-  |elthe

Time

Name & Signature of the Dgctor
Starting the Drugs: Q

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dated
DRUG : A
Dose Route | Frequency | Start Dt. )
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Datey

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108




HNH-00007805

Mrs NAVYA R e Weight. &S ld Ward. .......ooorerreennns
e AT
= YELIS
Date»
[ i ursﬂ u s ig. S ig. %, ig.
m ””, TIU]e I Ni S I Nurse Sig l Nurse Sig I Nurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor pos S . Dose
Dr. Sign. Dr. Sign, Dr. Sign. Dr. Sign.
Additional Instructions: pose pose e o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VAHIABLE DDSE Tlme [ Nurs‘e’Sig. ] Nursss‘q. l NurszSig I NumSSiu.
ﬁ Dose Dose Dose Dose
onse DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose Liosh s Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e oo o s
. Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
‘ STAT / ONCE ONLY DRUGS
A - *  Dosage & Other ;
] Date Time A Medication telmctions Route Signature Hses
\ | 3 [ ;
| ¢l o) {3&;\ PN o PRhzoe Loy \J A —
| g OV { Wl e %
| cl¥ @y ,q9 ME P LD PR A, o i | | -
| Efi'f > |©
12.20M 3033- theeemaw 100G v >
! b7 | & 5 L b 3 -
M O =
% op | Azomn | Teaexhw e LG v B,JJ/_AL@_ %
) il E-\:
E b [wiotm Cuer: TeacngpaL 00 ™G Ple b4 i@—:
! >
i o> [orore | S Duuorewic | ypom, e (L4 6
I A% I
] q,\'h, AR QXNS : NM‘MW\D\? \OmMg W L’&T X
: [ DLLCOLAR &,L
3\? 300an QL PPOS T OR S| % PR . ng’ ,
coam | TN - ONDERSE = T
. B0 | g TRoM bt A é; 88—
| Page: 3/4 (P.T.0)
|
i m— e —— e — —_—



HNH-00007605
Mrs NAVYA R
24051908 MYIM12D
Dr. PADMAJA YELISETTY

A

IP28-00006765

F)

I.V. FLUIDS CHART

‘ . sann
Weight%...\éﬂ.‘j\fard. .................

r S f | Doctor Nu_rse
compostenal V.Fud | e [ Doctr | = | opping|_Si /s;
a\ P NG 7 R N :\340 . D EPF &&é
Gp- (b“\ LhePi E ).
\ SH
Ruee vhaete WV m“:t) )t - AN
h\\\n QN § g;_f ) \
Waoie o) Y g\ |
. ' L
b et Lot Vol e H }4};\9{ P L |
b\ 90 UNTE DX U )
ADDED
o v (o
{Q9 p ,a_ i Wil
< | wnrcth o1 =
Y] S T I :
J
‘; o9 " 9_\} ?’L ¢
NA A1 W ¥
U L BV wif, fo?) A d
: 2 —@— Iy |
P PANLE s les | &
D Q | .
RINGER | {,:H? P Ory
o LATATE L
o tJ [l?\(:(L T )[A S
> LD e
Yo
- 5

Page: 4/4



\ N

"””'mom

Nayy, W
""“-1 a 726000054, L =
—-"-' g 3 Q. Rainbow®

Ada Ysu. M12p Children’s ‘BirthRighf

I/////Il[/]m//[ /////lﬂ .~ Hospital | (srzeonemes

Date I-[9] 074
Time g,@ﬂ.
Hb {14
POV A P
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WBC Q.96
NAL b

Platelets / 1(-}(}
CRP  /

® |37 i
PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

~ Q T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L
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Early Warning Observation Score Chart - Obstetrics

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

]%

Date

P - %

Time

10(11]12 m /ZJ

RESP

>30
21-30

(write rate in
corresp. box)

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

T

40
39

38

2, dwap

37

36

35

< 35

170

160

150

140

130

120

110

100

.

ajey yeaH

90

80

[

70

3

60

50

40

190

180

170

160

150

140

130

120

R

I

\

110

o B =

100

anssald poo|g 21|0isAs

90

‘!;--

80

70

60

50

130
120
110
100
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80

—

Vi

S|

/NN

70

&
o
=

60

ol

26

3INssald poojg 2|olselq

50
40

NEURO

Alert

Ra
ma

RESPONSE
]

Voice
Pain

Unresponsive

URINE
mis / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

10T |~ J-J— s/ —

Liquor

=

. Clear / Pink
Green
TOTAL YELLOW SCORES O It () Ul BTO T TV
g

TOTAL ORANGE SCORES FYEVR[SRIVE RV V2R VAR RN
Nurse Initial e e 'JU’JNUR\ @v/u’/ébd/ L




Early Warning Signs

[ Obstetrics and Gynaecology j

s N

Complete a Full

Set of MEOWS
Observations

- /

4 ™)
1 Yellow Alert :
Repeat Observations
in 30 minutes
\ J
4 ™\
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
N y
- R
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\_ J/

* The Modified Early Warning Score (MEOWS)

a)



L ':5:?".:;" MnyYiM120  (F) s nb% . .
Dr. PADMAJA YELISETTY al w’ . . -
i Chidrrs | @i

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 a.
'lb\ Time | 8 | 9 1mf12{1{@)3[4]s 7|89 f19]11]12]2 B3 |als|e]7
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RESE 21-30
(write rate in
corresp. box) 11-20
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-g 37 i - O 1 (/ o o
o 36 Y AN L e 1
35 b I
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: 170
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50
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‘.j‘f 150
2 140
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= 130 ALp e v t
T § 120 118 ) a \
= 110 : Pl 1§
a 100 X "N Ty
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A o 30
70
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50
130
2 120
w
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g 70 N — a v,
o 60 A € ) LA i1 0% \74
L 50 v
m
40
NEURO Alert R ) () ) = s R () P | 1 I | T
RESPONSE L L25 :
[v] Pain
Unresponsive
URINE > 30
mls / hour < 30
Proteinuria Protfzin s
Protein > + +
Normal
hoshia Heavy / Foul
- Clear / Pink == =
Liquor Groen
TOTAL YELLOW SCORES [&] h 0
TOTAL ORANGE SCORES 2] (&) (@)
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Early Warning Signs

[ Obstetrics and Gynaecology ]

-

-

Complete a Full

\

Set of MEOWS
Observations

J

a

4 ™
1 Yellow Alert :
Repeat Observations
in 30 minutes
\. J
4 L)
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
\. )
4 R
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous -
monitoring
\. 4

* The Modified Early Warning Score (MEOWS)

G
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Early Warning Observation Score Chart - Obstetrics

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

Date P ‘_J }
?(}72/6 Time | 8 (9 ((10y11112| 1 [2 )3 |4 |5((6)7 |89 |(10)j11|12| 1 3|4]5 74

> 30
21 -30 =
11 - 20
0-10
94 - 100 %
<94 %
Administered 0, (L/min.)

40
39
38
37
36 2\
35

<35

170

160

pﬁ_ ‘ 150
- 140
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120
110
100 i
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70 Sl Y& Ny2
60
50
40
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RESPONSE Voice
[ ‘/] Pain
Unresponsive

RESP
(write rate in
corresp. box)

Saturations
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R
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Q)
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I
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URINE > 30 —_— = =
mis / hour <30

Proteinuria PrOtE."n s :
Protein > + +
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Heavy / Foul
Clear / Pink

Green
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Liquor

Cl G




r -
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Early Warning Signs

(

-

Complete a Full
Set of MEOWS
Observations

(
1 Yellow Alert :
Repeat Observations
in 30 minutes
\.
~ 4 R
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
4 Observations
» in 30 minutes
J \
/ p
> 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)

O



%

e . =% ®
L ::Hﬂx:a:s 1P26-00006765 E?'II'I‘(?I%‘:’S e Birth ng h
' I
— 24-05-1908 Y1IM12D (R Hospital BY RAINBOW HOSPITALS
Dr. PADMAJA YELISETTY It takes & ot to treat the litle. Your Right to a Safe Delivery

A0 T [ FLUID CHART |

Sheet NO. & .o

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

Intake : o
1 Thrombo- .
Date | Time oh}aéﬂlri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis | Sidn.

Score Nurse
Mouth 1V N.G

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Qutput :
02:00 pm | Y2
0300pm |
04:00 pm
05:00 pm / (
\Q 06:00pm | 2 b )
07:00 pm R L

Total Intake : Total Output :
08:00 pm ﬂSL 10 0 p
09:00pm | P ¢ 100 \

AN

2
Y 5 i
O

=~

¢

b 22D - )
1000pm | p( 10 i T— a7 T 0 Y
I YA NG v
I i DA .
01:00am | ), N \ [\
Total Intake : (m\W ' Total Output:paklsgw ) -
0200am | p, ¢ [P < [
03:00am | ¢ (GO 1
sl Do | |40 arap)
0500am | J2C ) 2Dl—F -
' \
J

06:00am | . 100

07:00am | o/~ )

Total Intake : - 7, (L Total Output:  AL(C O |
)

4

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.

T O T o R

: i RS S S s N UL LA
Date Time glfagﬂlri% Route NG | Diarrhoea | Vomit |Drainage | Urine F'“'B&"ES (ﬁ:ﬂge

Mouth | IV | NG ‘ /g

0800am |Q o) / [/ Boowp]

09:00am | QU | L00m) / //

1000am | Qf_ W‘/ e
| ¥

11:00am | L
12:00 pm

01:00 pm Q&P /
Total Intake : Total Output:
02:00 pm i P
03:00 pm /
04:00 pm he -// N / ol | A, A
05:00 pm e PR N

06:00 pm ' A
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
\ﬁy’ 10:00 pm
\')( 11:00 pm X y Ok
X 12:00am Nz £
01:00 am
Total Intake : Total Output :
02:00am | | /

03:00am | | 4 i

Q“ 0400am | o & / P
Q;\’( 05:00 am 2 X |

06:00 am / ik \
07:00 am / / |

Total Intake : Total Output :

—

T Cﬂ I =

g

o] ————

N
.—--""'"O
\

5 4

O
<
=
Ex
™~

¥
¢

—_—

™N
~

©

Total 24 hrs. Intake Total 24 hrs. Output
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Right
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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.

Infake o EEL R UEC Soiee SN U0 ST
Date | Time gaém}% Route NG | Diarrhoea | Vomit | Drainage : I‘?tllgrge
| | Mouth | v | NG
08:00 am |~ A
09:00 am /] /1
1000am| , <\ 7 v ! @ ¥
1100am | | X L\ N |
Q&X 1200m| | [WO A 7
01:00 pm '

Total Intake : "\ o W TotalOutput:  (J~ 4 <y
0200pm | | Exq 5 F s
0300pm | | N ¥ \ /

2 0400pm | o  |(MaP d R<{ b N e
%\"’\ 05:00 pm N s v \
06:00 pm o \ i /
07:00 pm L ' .4/ /

Total Intake : ~T_ \, . Total Output: U~ ] - O
0800pm| A / i
ooo0pm| | |\ o / / [

o[ T3, : ;A I 7 5
\x\ T A T ?
AN [eom| | 1D | / / / .
ot00am| | X7 4
Total Intake : | Total Output :
02:00 am Pi ] \
03:00 am \ 4 / i 4
o 04:00 am {\\p ' l v ! d
A X \ i

o
05:00 am
(}XX 06:00 am

N
8

07:00 am

Total Intake : Total Output :

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.

T R T R S R PR SR ; i I
ot _3:‘, - 3T -h’ iy .r‘b SRE 74, %k \'E‘"omm - e : TI'IIV Sube :

rombo- [ o
Date | Time gaﬁﬂ}% NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis Sign.

core | Nurse
Mouth | IV | NG \
i [

*' ¢\

\% 08:00 am

09:00 am
i\\‘ 10:00 am

11:00 am

Q\ 12:00pm |/ P y
01:00 pm || Ve P {
Total Intake : Total Output :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Qutput :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Qutput :

d

\\?:l i S0
|
<

L

<.‘_______‘/

Total 24 hrs. Intake Total 24 hrs. Output
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[ MainfainAirway and Oxygenation

] Maintain Fluid Balance

[J Improve Activity Tolerance

[] Maintain Good Nutritional Status

Date: éfj/[WW .............

(] Maintain Skin Integrity

o W & Discomfort
E ‘ ~Maintain Personal Hygiene revent Infection eet Elimination Needs [ Ensure Safety [] Early Ambulation Reduce Anxiety O & Family Education
| [ Identify Potential Complications L1 AN OIS, SPBOIY. ... vveveeeeteeesteetee e s eaesesaneesseesasesaseesseeste e sesasaeeessesennseeenssensesrsseanseans
- . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
=
=
=
T L
[=] e
= _—

—

Afternoon

2 M| Hha Eﬂmﬁm
> (ﬁmﬁc Mo iads

—r—

15 hegessed] pr ©ndihoy

>(9\Ad§_@b0 V7w}ffw~ \}Hrugj ! S

e

b ol ( itk G ot )| bl | %
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[71 Maintain Airway and Oxygenation
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(] Relieve Pain & Di

scomfort

[] Maintain Fluid Balance

1 Improve Activity Tolerance

[ Maintain Good Nutritional Status (] Maintain Skin Integrity

% ["] Maintain Personal Hygiene L1 Prevent Infection 1 Meet Elimination Needs [l Ensure Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
S | (] Identify Potential Complications L1 ANY OHNEIS. SPRCITY. ...ttt ettt ettt e et et e e ee e e s enseaeees
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PAIN ASSESSMENT FORM
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Rainbow’

Children’s

Hospital

It takes 3 Jot to treat the Mie.

. . - ™~
BirthRight
BY RAINBOW HOSPITALS
Your Right-o a Safe Delivery

vawe Hme (o1 offe Location Duration Acuity Character Mé'i'g:zg Pat?:::af::' " Intervention Sign
] [ Continuous | 3 Acute ] Sharp (1 Dull LI Increasing O Yes n
é/ ?, g ,7‘,\ 0 / ﬂﬂ [ Intermittent | [ Chronic [J Aching [ Burning | 7 Decreasing | [ No / ; i / /
/ 2 [J Continuous | [ Acute [ Sharp [ Dull (1 Increasing | [ Yes = @
W n,P"M' ] Intermittent | ] Chronic [ Aching (] Burning | [ Decreasing | [ No VA~
Tﬂmo&alyim. [] Continuous | [ Acute 1 Sharp 1 Dull [ Increasing 1 Yes [\ﬁ;}/ @_,:_
“t l:?' Cm { , 10 Mﬁ’&h ] Intermittent | (1 Chronic 1 Aching (] Burning | [J Decreasing | T No )
] Continuous | [J Acute (1 Sha 1 Dull "1 Increasin L] Yes )
:Pf%/zé \0 10 itent | I Chroni o 0 uming | ol e %{‘f
Pm g i [l Intermittent | (] Chronic (] Aching [ Burning | [J Decreasing { [ No R
A ] Continuous | [ Acute (] Sharp (] Dull "1 Increasing | [ Yes A—
/} (21) 6’ U’IC ’ - . _ , ) _ . , A ('/ﬂ)
6 pm [l Intermittent | I Chronic ] Aching (] Burning | [ Decreasing | [ No
[7 Continuous | 1 Acute 1 Sharp ] Dull [ Increasing 1 Yes LA
9 [ﬂ ’QC 1R AR 0' lo | — [ Intermittent | (] Chronic (1 Aching [ Bumning | (] Decreasing | [ No ) @‘) n
[] Continuous | [-Acute C¥Sharp ] Dull () Increasing | [-Yes’ N
8 r26 6 b{|0 & | Cntermittent | £ Chronic ] Aching ] Burning | [ LPecreasing | [ No @Y
N
(1 Continuous | [ Acute (] Sharp (1 Dull [1 Increasing | [Yes 22— E“
3 h’ )?fa é“ ™ 0/ ,0 MQ' L] Intermittent | ([ Chronic [ Aching [ Burning | [] Decreasing | [ No
8] 7 ’% 10 O1 © "y (! Continuous | [ Acute [ Sharp (] Dull [ Increasing 1 Yes VL
’(\ o O] Intermittent | 1 Chronic 1 Aching ) Burning | [ Decreasing | [/ No g—i‘
[ Continuous | [ Acute (1 Sharp [ Dull [ Increasing | LI Yes \
[ Intermittent | [ 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) At least every 2 hours for the first 24 hours
c) Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)



PAIN ASSESSMENT TOOLS

Numerical Pain Scale (Obstetrlc and Gynecology)
| I ! 1 1 | 1 1 1

Na Paln

COG®®@

Ne Hurt

1 2 3 L 5 ] 7 8 9 10

Worst
Possible Paln

Wong - Baker (Pediatrics) Above 7 Years

Hurts Liitle B2t Hurts Liitle More Even More Hurts Whota Lot Hurts Warst

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

i SCORING
CATEGORY
0 | " 2
Occasional Grimace of Frown, Fu\‘e&uelfl to constant frowm,
Face No Particular expression or smila withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tensg Kicking, or [egs'bra';vn up
L. ‘| Laying quietly normal pasition, Squirming shifting back and ;.
Activity moves easily forth, tense , | Avched, right, or Jesking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry {Awaks or asleep) complaint _ frequent complalats '
.- Reassured by occasional touching,
il Content, relaxed hugging, or being talked to, Diffleult to consola or comfort
Consolability t, disiractbla i1
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normat Pain / Agitatton
Criterla T
2 +1 0 1 2 ‘ 1
Crying , | No Cry with painful | Moans or cries Appropriate crying Not| Imitable or erylng at | High-pitched or silent-
Irritability. stimuli minimally with painful | Imitable Intervals consolable | continuous cry
stimuli Inconsolable *
Behavior State No arousaltoany | Arouses minimally to | Appropriate for hesﬂass, squirming | Arching, kiékiﬁg constantly awake
stimuli sp'mu!i gestational age Awakens frequently | or
No spontaneous Little spontaneous 1 1 | Arouses minimally / no movement
movement mevement {not sedated)
Factal Mouth s lax Minimal expression | Relaxed Appropriata | Any pain expression | Any paln expression
Expresslon | Np expression with stimuli , intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | intermitient Continzal clenched
Tone Flaccid tone decreased muscle | fest tlenched oes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
' Body is not tense Body Is tense
Vital Slgns HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
AR, BR 8a0; | stimuli variability fram normal for from basaline basaling, Sa0, less than or
Hypoventilation or | baseling with stimuli | gestational age 5a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow racovery Out of synt or
recovery fighting ventilator

—/
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Mobility

)

BRADEN 'Q’ SCALE

Rainbow®
Children’s

“Z

Hospital

It takes 2 ot to treat the ittle.

@ BirthRight

BY RAINBOW HDSPITALS

Your Right to a'Safe Delivery

Date :
Time :

54

S

EZEE

S/C)

1 p—
7

Mg

1. GCompletely 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

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. l,( L»( L_(
without assistance, to completely turn self independently. independently. L}/
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; [
SR Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;ctl;ﬂ:ig}eag;girtz? :;0 nfined t ‘; bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a j
PR and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 3
wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment: '

Sensory Perception

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.

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

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.

Responds to verbal commands.

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

Moisture Degree 1.(_':ot_manuymplst: ZVaI:ymnlst ) s.pepasioml_lymoht: . y 4Rarelymolst: o
o wiilch Skin is kept moist almost constantly Skin is often, but not always, moist. $k|n is occasionally moist, requiring Skin is usgalry dry, mutme diaper _
skin 1§ Exosid by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to mois[t)ure Dampness is detected every time 8 hours. every 24 hours. 7,)/ 1,1 L’
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: (
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during

Skin moves against

agitation leads to almost constant

assistance in moving. Complete lifting

assistance. During a move, skin

position change, moves in bed and in

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient L//
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely ’
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| during move. Maintains good position )4
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times." (,?/
one another occasionally slides down.
1. Very Poor: 2.1 3. Adequate: 4, Excellent:

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

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

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

but will usually take a supplement if
offered.

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| HighRisk:10-12 |

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

Moderate Risk : 13-14 |

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 Nots: Gnly required for children who are desmed at risk due
to altered mobility, consider occupation therapy referral for advice
Reguzar Turning Schedule ' '
Enable as much activity as possible High density foam matfress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
+ Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
+ Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure matiress overlay
- Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk + In addition to regular turning schedule Gel pads for high-risk areas
» Make small shifts in their position frequently Alternating pressure mattress overlay
» Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

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

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Sensory Perception

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.

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.

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.

bil -
Mobility in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 4_ AF Qz’
without assistance. to completely turn self independently. independently.
2, Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
S i Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;Ct'r‘: ":agﬁgfﬁi? éo zmo - non-existent. Cannot bear own weight |  very short distances, with or without Walks outside the room at least twice a
Pl and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every 4~
wheelchair." shift in bed or chair. 2 hours during walking hours. j“
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment: !

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

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

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

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

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

kilfc;s\‘::(:hse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing q
g e 'lmr Dampness is detected every time 8 hours. every 24 hours. t“(
P FNRERID patient is moved or turned. (f
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: I

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4, Excellent:

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

N

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 mo/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.

i

Severe Risk : lessthan 9 |

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

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 Note: Only required for children who-are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regu:ar Turning Schedule . _
b Enable as much activity as possible High density foam matiress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Aternatin pressure mattress overla
Manage moisture, friction and shear ap y
Advancs to a higher level of risk if other major risk
factors are present
. High density foam matiress
v + Use the Same Protocol as for “At Risk” Patients S
13-14 Moderate Risk Gel pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges X
: Alternating pressure matiress overiay
- Follow the same protocol as for “Moderale Risk” Patients High density foam mattress
10-12 High Risk » In addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequently Alternating pressure mattress overlay
. Use same protocol as for “High 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 maiiress overlay
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User! M 120 . ospita ey
l/////lﬂ///lﬂlll/r/;/‘,////// ; Morse Fall RISK Assessment Form It takes a fot to treat the fittle. Your Right to a Safe Delivery
- / =
Date / Time 3
Choose Highest Applicable Score from each Category S / b[, 9{” ’ig/% 8 /‘?‘/‘?Q Fall Risk Grading
core W '\ | M ¢
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 0O 0 Risk Level Morse Fall Score Action
(MFS)
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 ,
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 ) 0 ®)
Yes 20 W ,
IV / Heparin Lock or Saline | : 10 2] 20 Implement
g Moderate Risk | 25- 50 galste bl
Impaired 20 Preventhn
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 PR Risk Fall
Mental Status Or't?nte d 1o own abilly 0 (O HIgHElisK =3l Prevention
i ' ®) Q Intervention
Total Morse Fall Scale Score: 14) 10 20
Signature /"} @7 - @
Tick (v*) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions ["] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) ["1 Hourly safety check
(] Ensure patients use their prescribed eye glasses if any, in the hospital ["] Assess patient after visitors, leave to ensure safety measures in place
(] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
L] Use safety straps on stretchers and wheelchairs while transporting patients [] Initiate constant observation by healthcare provider as appropriate to patient's needs

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




o 1P26-00006765 R
u-nM»s MYIMY Rambow
ELISETTY . . ™
i Chidrers | [ BirthRIght
CHECKLIST FOR THROMBOPHLEBITIS nmggamgnma(m“m, Your Right to a Safe Delivery
bop? H7 2%
' DAY-1 DAY-2 . |9/ % DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE | /E) (N) M E ,( @%\ /('f) N Remarks
. No signs of phlebitis / % .
1 IV site appears healthy Olearye Canrilbs 0 /O e | o 0 o o o
One of the following signs is
) evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula \J f( B p. V- Npr V& |
* Slight redness near IV Site =
Two of the following Signs .
o Early stage of phlebitis /
3 are evident: . 2 .
Pain at IV site Redness Resite Cannula M " . b= | N | N MR-
»;X\I’Iig;’::l e Tollowirig, Ség0s ¥ Medium stage of phlebitis /
4| Pain along Path of cannula ?:“S';[;C;t""”'a Consider 3 , M L1 = N | e | M
Redness around Site Swelling g
':\l,ligég? ir:g“ng:éﬁgifégn Rk Advanced stage of phlebitis or
: ' the start of thrombophlebitis /
: ;?gnilg: grz?]t:doéi(t:: B Re site Cannula Consider 4 W 2 N Y N B V¥
Swelling palpable Venous cord Treatment S
All of the following Signs are
evident and Extensive : Pain Q?;ﬁ;‘ggghﬁm(}f
6 along Path of cannula Redness e . 5 T '
around Site Swelling palpable lgmateltreatment Re site [\HT - L | NS NR- | MR e
Venous cordpyrexia anmia
Signature of the Nurse (j)/ m//@k @g& < | @ 0D AP
U S

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

Signature of Shift In Charge :

Signature : ..... @’ ................................. Name:.W&-.... W

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

Signature of Ward In Charge :

)
Signature : }@0}
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W » = @
Patient Sticker Rainbow . .
Children’s ‘Bll‘tthght
CHECKLIST FOR THROMBOPHLEBITIS Hospital, | @ St
S U | C "i
) DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION" SCORE W T E TN E W T E TN Remarks
1 IV site appears healthy h(l)obziagr[\:: gggmﬁgiﬁs / 0
One of the following signs is
5 evident : Possibly first signs of phlgbitis 1
* Slight pain near the, IV Site / “Y:Qbserve cannula
* Slight redness near [V Site
3 :;‘éoegggﬁtfouowmg Signs Early stage of phlebitis / 9
Pain at IV site Redfess - Resite Cannula
A"-g f tltqe following Signs are Medium stage of phlebitis /
evident : , ;
4 Pain along Pat_lg of cannula ?es?e Catnnula Consider 3
Redness around Site Swelling reaimen
g\gigért?ir];g"ggézg'iig?s ae Advanced stage of-phlebitis or.
§ | Pain along Path of cannula gw s;[aréof thrlorgbupl_xéebltls/ 4
Redness around Site . Te Site Lannuia Lonsider
Swelling paipable Venous cord realment
All of the following Signs are
evident and Extensive : Pain ,?]dvangedh?tzti]gg of
5 | along Path of cannula Redriess } .r(;m ophlebitis/ 5
around Site Swellirig palpable nitiate treatment Re site
Venous cordpyrexia Cannula
. Signature of the Nurse

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

Signature of Shift In Charge ;

1111111 TR SO 11111 O bpersgesernessaeesanens AN

L

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

.

Signature of Ward th Charge :

Signature : ...oovveveeenee -,

chavearivienrarearen NAMIE | ettt eresnasssevaess
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[:;::::: Rainbow: | @ gy ok
m\\ull\nmmmuu\nm\lm s | (o

NURSING SHIFT HAND OVER FORM - WARD

Ireaing BOCIBIT .. i DBDMENNE . cv-ocnnnsiarsssconsnmimmmmizsigy Date of AAMISSION: ..........ccccccccrrsirrrns
Z | Diagnosis: ' Any Infection: [1Yes CINo [ Not Known
g If Yes Specify: ......cocveveereiriececeeeeeceenen
w
2 | Area \ 2 ¥ A J%

g shift Time | (¥ ?'1/ o \ \ 0\ M, % 8 \Ye o
= | Medical Condition
E (Any special condition to be noted): / — —
/ - —
o
Allergy: | Yes‘{hl} |1 Yes CJNo |1 Yes =No | C1 Yes N0 |01 Yes o | O Ye%ﬁfﬁo
Tubes/Drains/Catheter: = Yesh/Np O Yes %le 0 Yes ©No | 0 Yes A6 | 0 Yes NGO Yes
Vital Signs: Tmp: | A |aglF 50 [AT$P (RUT [gg¢ r
e Res: | 9 | X 1wt [23bIm [Qckly | 26 b
2 $pO0;: mo ARL | ¥/ ey B DA KT
& Pulse: | =f 4 194 | I5him | 32 by of;g@
g BP: izﬂlgo et [l [0S]H [uel7s |e/se
Fall Risk Score: | — — — a —_ -
Pain Score: — = — 7 — _
Safety Needs: — -~ Ty | 7D JS My
- Physiotherapy | Yes orfo | 0 Yes Mo | \l’es )2/1% O Yes 0O | O Yes LiNOT| ) Yes =-No
g Others Specify: == . = : — e <
E Special Diet: |2 Yes tTNo [0 Yes -No |1 Yes ™TNo | 0 Yes £rNo |0 Yes N0 [T] Yes<TNo
E
§ Other Special Orders / Medications:
5 e - it _—
- —
Post Operative Procedure Special Orders: ﬁ” — —‘ = = —
Handed Over By Name : W M/’ C \\\L\ .
: ru AT I | K, IM‘
Signature : Ji 5] G N — | ™
Date bInDb | Mol 915 e [§[F[26] 5000 [9]9)¢
Time: @,,n; < @ Il ¥om | 9 11 2 pac
; . \\x(}\ ! Qﬁ
Taken Over By Name : m\/&?r/ m Q\XM 49(\\% {ﬂ(})‘u M d‘: ‘P‘Q&\\‘D\
Signature : el @ | M lan [N .
Date: \NT alabu (#H[¥ DL 5/2/9¢ [3TF 6 [8]>T10
Time: WQAE\)W Ty P ALAY 24 2paxd Lo

Docu. No. : RCH/FRM / CLINICAL / 097
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Mrs NAVYAR
24-05-1905

"

MyY1mi12D (F)

]

\

Rainb‘z(;w'

Children’s

Hospital

It takes a lot to treat the little.

NURSING SHIFT HAND OVER FORM - WARD

BY RAINBOW HOSPITALS g
Your Right to a Safe Delivery

.BirthRight"

TrEatRE DOCIOE ...vuvmsiisiaassivuismssusunsssissossaiassssinsins DepartmenRty... ..l Date of AMISSION: ...
Z | Diagnosis: Any Infection: C1Yes CINo [ Not Known
'g If YBS SPECITY: ...ooeeeeeeeresceeeereer s
=
w
2 | Area \w)o
2 Shift Time | ® .

g Medical Condition
= | (Any special condition to be noted):
Allergy: O Yes J2N0 |0 Yes CJNo | Yes TJNo |01Yes CJNo [ Yes CJNo | T Yes T No
Tubes/Drains/Catheter: O'Yes [NO |0 Yes CINo | Yes CJNo | Yes CINo | O Yes CJNo 1 Yes CNo
Vital Signs: Temp: [AY 2 ¢
- Res: | 23 m
= Sp0;: | 00/
ﬁ Pulse: | ©35)]
)
2 BP: [0 [p2-
Fall Risk Score: | —
Pain Score: |~ "
Safety Needs: 7{)\
» Physiotherapy | Yes [0 |0 Yes CJNo |1 Yes CJNo [ Yes CJNo | I Yes CJNo | Yes O No
=
(=]
E Others Specify: _—
E Special Diet: |© Yes,=No | Yes TTNo |0 Yes TJNo | Yes CNo | Yes CJNo | Yes T No
E
S |Other Special Orders / Medications:
oc ——
Post Operative Procedure Special Orders: o
By N - '
Handed Over By Name (m\y\\,\t\
Signature : @SL'/
Date: I (Hrb
Time: A
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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e pre Raineon’ | @ pirthRight

M URINARY CATHETER BUNDLE CHECK LIST fezpial | @zt

Date of Insertion: ..... 6 . @//Z’é ............ : gate of Removal: ............ccevvviiiiiinin
Parameters Date Shift Time 4 :
Need for the Catheter ﬁes O No C1Yes [CINo | [1Yes [INo | [lYes [INo | [1Yes [INo | CIYes CINo | C1Yes [INo
Hand Hygiene D/Yes a bh\ ClYes L[INo Df}’es CONo | CJYes [INo | ClYes CINo | ClYes CINo | ClYes [INo
Usage of Sterile Equipment C1Yes [CINo BQ@ “INo }/]jgs‘ E.Nt? #es [(INo | ClYes CINo | CJYes [CINo | [lYes L[INo
Is the Collection bag below the level of bladder Yes CINo | [ Yesw 'El ;’gsr %ﬂé{ ‘%Yes [INo | [OYes [INo | ClYes CINo | [CJYes [INo
Check the Tube for Obstruction (Free of Kinking) (JYes CINo | ClYes [ No\\{Yes CNo | O Yefb ph [(JYes [INo | CIYes [INo | [lYes LINo
Is Catheter dated as policy ﬁﬁ CINo | ClYes [INo U\%\El No | COYes [ No "[IYes [INo | [JYes [INo | [lYes [INo
Collecting bag is been emptied regularly? _L¥8s [INo | [IYes CINo | [JYes u%\ TJYes CJNo | CJYes [INo | ClYes CINo | ClYes [CINo
Maintenance of closed system for the catheter ~=Yes CINo | [Yes [INo | [JYes [INo | [es [INo | ClYes [INo | [1Yes [INo | CIYes CINo
Dressing clean and dry? ~r¥es CINo | [lYes [INo | [Yes [INo | [ Yes\Qlo 1Yes [INo | [!Yes [INo | [1Yes [INo
Is the line removed as Policy? ~TYes CINo | ClYes [INo | [)Yes [INo IYes [INo | [1Yes [INo | [JYes [INo | [lYes [INo
Performance of Perineal Care ~=Yes [INo | CIYes CINo | [JYes [JNo | [JYes [INo | [1Yes [INo | [IYes [JNo | [IYes [INo
Onset of New Fever OYes é—No—' [(JYes [INo | [1Yes [INo | [IYes [INo | CJYes [INo | LlYes [INo | [lYes [INo
Asses for the leakage at the site of insertion wo TJYes CINo | [1Yes [INo | (IYes [INo IYes [INo | TIYes CINo | [IYes [INo
Name of the Nurse
Signature of the Nurse 4@

Docu. No. : RCH /FRM / CLINICAL / 114
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Mrs N SASI PRIYA
o O Gl S 3‘0 Raini?fm
NI et children's | & BirthRight

Hos pita| . BY RAINBOW HOSPITALS

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

CROSS CONSULTATION FORM

Doctor Name: .. J2¥..c... Pﬁdma\' ............................ Date: . l}{?/g . Time:. 6 [OF‘*—;
Diagnosis: .. LQSCS

HoSpital : ...co.ooeeeveen 20 .. HMNKZ\ ................................... Type of Referal :

[0 Emergency
O Urgent
I Non Urgent

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

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

Signature:

Findings and Recommendations :

M ova_ plan
me/r‘:ﬂ OV\‘.';::_C:T e ’7

|
_ ua) fosmad 4 \ppld's

R Co‘IOSJm‘” >
i e Vo hows
""Pﬂm" é/ ,&Laahmj e _leo (Ex[(t:llci 9/2/
_ panmm A7 hangdy (uaS
rs por

\,  CsadlL hotd
— W aww Ca'f 2
Consultant : /,"
Name : 601‘”'1 .......................... SIgNAtUre © .o oo Date & Time :

Doc. No. : RCH / FRM / CLINICAL / 048
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Mrs MAVYA R 1P28-00006765

;:-a::ll:u.l:.mv 3””‘12” (F) ) ﬂﬁ%
mHIIIMHIIIHMMM!HMHIM!I Chitdren's | @ BirthRight

Hospitay .4“”——
LABOUR AND DELIVERY NURSING ASSESSMENT

Date of AdMISSION: i

Baseline Information:

Admission From: ] ER L1 0PD /ﬁdmmsmn Desk L1 Others: SPeCHY ....cccccvcuirdliciiinisicivinismisisnsissisisisasivss
Primary Language: | eiugu gllsh L] Hindi [] Others

Do you require aninterpreter? [Yes

Source of Information: [ Patient V(My ] Others
Personal belonging if any: [ Jewelry se Ring [ JBangles [ Anklets [ Finger Ring (| Bracelets

DANIB OVBITO ... consiors suessssmrasmnsensssssniisnsissssssinhammst e mba s T es s as s e o BBV S AR e SR B R SR Co B TS s me RS e g s

Allergies: [1Yes [INo [Medications ["] Blood Transfusion (| Food LT Oher: v
I YRS , HBALIEY .. oiiiciiiiiniiiiciiiie ittt cesasssssesrsssssnssnssss e sane sessas e snssrassnsnssassnsssesassnssnssnsndusnsssenssnessnsnssssntsssasabesanessessusnas
Chief Complaints: ...............ooo i Doctor Notified on Admission: "'Yes [INo

.......................... p Cmfl &bﬁ&, Name of the Doctor: Wﬂmﬁﬁg
................................................................................................................... Time Notified: . :7 gpm

Past Medical History: Obtained From [ Patient [ ] Family Member [ Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
) —
/ ”~

Blood Group: ............ccocvvvevirinenenn LMP: cicorsisssmesisses DD i Gestational age during admission: .....................
GONIACHONS . .vcvis vomcvivvnsimvesesrenssvvmsasvesomicussitasms svesasaisis VAOINAIDISERATID: ..o i ssuscavesivimes il biies et thosiss vl caveRbs e bR o
Obstetric History: G creennasiassins e Lonstinaay A Previous LSCS ................
Heights.........ccoees Weight: ............ BMI: s

TOMD. ieoosewsenmssnsins HRBS civmseiniemminmenns BR; omissnininia BP: ninianina ] e

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

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

] Anemia [ Obesity (BMI)

1 Twins / Multiple Pregnancy
Docu. No. : RCH /FRM / CLINICAL / 139 (PT.0)




P1T-ﬂn bilcker

Family History: [ No Abnormalities Detected
[] Heart Disease L] Hypertension [ Diabetes [J Stroke [ Seizures [ Kidney disease
[] Liver disease [T OB cmissimonss vmermsiienms st o s e e A v s T T

Pain Assessment: Pain: [JYes [INo (If Yes, complete the Pain Assessment/ Reassessment Form)

Fall Assessment: [1Yes [INo Score................ (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [1Yes [INo Score............. (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If apatient needs assistance with any of the following inform consultant
] Mobility problem (] Walking Problem B‘@)rmalrty Detected
[[] Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
[] Overweight L] Poor Appetite > 3 Days E/Neéds Therapeutic Diet.
[ Under Weight L] Diabetes Mellitus No Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
[ Calm & Cooperative [ Restless [ Depressed [] Agitated (] Confused
LT ONBES oottt sa et ma s s a e s b4 s s hs e A e s s b ns s

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single i Marpé’ d [ Divorced gyw . /
2. Special Habits: Smoker: [ Yes Alcohol Abuse: [ ]Yes 0 Drug Abuse: [1Yes [INo

SOCIAl HISTOry: LIVES WIth ..ot sa e a s s eaeneanaes

Orientation has bee:gifé regarding the following aspects:

Call Bell in Reach : es [ No Waste Disposal Explained: (I No
Infusion Pump : Yes [INo Hand hygiene Explained: (] Yes [ No LI Others
Above information givento ............ ﬁ.{ MW ...................................

Name of Person Orientation was given to: Wﬁg ..................................

Orientation not given Reason: ............... S AL 5 e st N RO

Nurse Signature: Cjo“




HNH-00007405

Mrs Navya g 1P26-00006765 2
24051905 I
" Dr. PADMA,, Y1M12p Rainbow .

i gy ] B

OBSTETRIC 1rinue ASSESSMENT FORM

|
Date: GZQ’[M ..................... Time of Arrival: '3(?)0/]/}4 ....... Time Seen by NUISE: .......ccovvveeevvnreeeennee.

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

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

[ Severe Pain / Moderate Pain [ Preterm rupture of Membranes / Leaking Water PV
1 Bleeding PV: Slight / Heavy [ Preterm Labor/ Labor
U1 Decreased Fetal Movement [ Spontaneous Rupture of Membrane / Leaking Water PV

] No Fetal Movement 0 DEher RBASOI: isssvsisvesivsvmesnivocbrnessssssnansogenesosnssnsssamassnis sans snsani
3) Vital Signs: Temperature: q9 E Pulse: %,(} ..... RR: w ...... Sp0,: [9@ BP:L%Q&O Weight: .............

4) (Gestational Criteria:

Gravida: G P L A

LMP: e EDD: . g Gestational AQE: ........covveevieeieieceeeee
Uterine Contraction O Yes \Z]/No 1 NA | Onset Time Frequency:
Membrane Rupture .Z/Yes ™ No | CJNA | Onset Time Fluid Color:

)
Vaginal bleeding ] Yes ‘1(& [1NA | Onset Time Amount:
, If Yes specify: Headache / Visual Symptoms /

Pre Eclampsia Symptoms | [ Yes "I{No 1 NA Pain Abdomen / Vomiting
Good fetal Movement :«A{Yes O No | CONa | 'fNospecify:

5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | ] | | | |
| | | | | | | | | | B
0 1 2 3 4 5 6 7 8 9 10
No Pain ’ Worst
possible pain
L o T o] S P

o Duration: ...l DAYS / Weeks/ Months (Strike out which is got applicable)

L 1 1 - T (- o O

- Frequency: ....\......... N, : h, ................................................................................................

o B BN ONS: .. oo et ettt et e —————————— e e ——————— et et e e

6) Past History:
) 111 (1T 1= TP

o) T - 117 | S APPSO
Docu. No. : RCH /FRM / CLINICAL / 098 (PT0.)
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Mrs Navys g 1P26-00006765
24-03-1”3

iy~

2 Ao,
8) ] Prenatal Vitamin
9)

Alieryy.

Current Medications: [J None

Prenatal Medical History:

1 None

(] Chronic Hypertension

1 Gestational Hypertension
] Diabetes

Triage Category: (Please tick on the category)

L OBNBIS: ottt e e e et e e s oot a et e esae e

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

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
1 Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

1 Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
‘/(D{ﬁlegury llI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
Category IV: Less Urgent (Time to Physician: = 60 minutes & Reassessment: Every 30 minutes)
] Category V: Non Urgent (Time to Physician: = 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Seizure activity and / or headache, visual

disturbance, RUQ pain

associated signs and
symptoms

Level 3
0TAS (Urgent)
 Levell
(Resuscitative) < 30 minutes
Re-Assessment Every 15 Minutes
‘ 4 Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Duscomiorts o!
Labour / Fluid Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
R Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
i Mild hypertension
Hypertension > 160/110 >140/90 withy/without

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

Abnormal FHR tracing
Non-Fetal Movement

« Acute onsite severe
abdominal pain
Altered level of

« Major trauma
« Shortness of breath
« Unplanned and

« Abdominal/back pain
greater than expected in
pregnancy

+ Ongoing assessment
from out patient clinic
(for hypertension, blood

« Anything that does not
seem to pose threat to
mother or fetus

consciousness unattended birth « Flank pain / hematuria work) « Cervical ripening
- | + Cord prolapse + Nausea /vomitingand | « Minor trauma (minor | « Out patient placenta
3 - Severe respiratory Jor diarrhea with ) MVC/fall) previa protocols
: distress _ suspected dehydration | . Nausea/Vomitingand | - Pre-booked visits (ie
+ Suspected sepsis Jor diarrhea Rh and progesterone
¥ = Signs of infection (ie injections, NST
_____ dysuria ,cough, fever, | « Assessment for version
chills) « Rashes
Time seen by Doctor: ..o
NUrse NaME : ... vd s Nurse Signature: ...........cccooeeeeeeUerrieciccecceciceeee

Date: &1\?\\()’}0 .. Time: @\\ ..........
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Rainbow® &

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight‘

Hospital BY RAINEOW HOSPITALS
SPECIAL PROCEDURE It takes a lot to treat the little. Your Right to a Safe Delivery
Patient Name : M\“;NM . QQ' ................ Gender: _J Male (D—Feﬁale ABBC e ;\ ...................
UHID NO & v WA - 9900000 Date : AN H - o e y”
Instruction: 6 \P \ay

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.

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

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

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

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

the hospital staff responsible for any untoward event thereof.

NSO Tatxaad o N LSRN e otoed] Wood  berds Wi Ramlen
mmodyudands “ﬂ ............. o stﬂ..!&...é&?.\ ..............................................
..... wmkuﬁuh

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. Ihave had a chance to ask my surgeon questions.

4. 1havereceived all the information | desire concerning the operation or procedure and

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

Name of the Doctor who is performing the Surgery / Procedure: ............cccceevvvveeen 2. e 2k L Mrenplitl it Sl Vool
Consentee: . - AS Patient Attendant :

Signature : /L ............ e s SIGNALUTE : ...ovve s S T
Name : ........... Nﬂ\nch ........................... Name : A?.

Date & Time : ﬂ\\\&c,@%%%@'m Relationship with Patient:

Date & Time : ......... é\?lo\L ....... @)... 338
Doctor (who is lat{;ijhe gnnsent) .
Signature : .......... & pd

Witness :
SHOMBMIEE - vciivviiiirinssmus viasssissasss caiarssasp e

me Nige @
SRR TRR s ot e Date & Time : ...... éymlé‘“ ........ 2 ?Nv
Docu. No. : RCH /FRM / CLINICAL / 027




Rainbow® . .
CONSENT FORM FOR GENERAL /> Chitaren's | @ BirthRight
L ANAESTH Hospital _ | ) swemesm

MONITORED ANESTHESIA CARE

Patient Name:...............3'.\.%.:... Nt R j .Gender: Male 0 Femfale O
UHID NO: HWM%CS‘ ........ Surgeon Name: ............... prﬂd.ﬂ‘ﬁfh ..................................................
Anaesthesiologist : bfr&amiﬂ ..................................................................................................

Operative procedure planned : ............ooecvvvveevrieens %nm%u\udm&aw .................................................

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

O Heart disease O Hypertension [ Diabetes mellitus O Renal failure

: D Hepatic disorders 0O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
EJ Incapacitating Cronic Obstructive Pulmonary Disease

EJ OthETS & covvveoeeeeeeeee e 2\ \li_&ang ..... M%Wﬁ'w .................................................................
1 ]|
* Doctor to d;qument in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform wupon me / my patient

................. N\ T&“huuuﬁ the above mentioned operation / Diagnostic / Therapeutic procedures
" | authorize and give consent for anaesthesia ( [2'Regional / 7 General Anesthesia / [ Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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




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

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

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

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her
will administer the AW

- Pregnant : es O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INEFORMATION 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 Aﬂf.ndant Witness :

Signature : Jw .......................................................... Signature : ...,

Name : ............... NO\’\f 1% S . L Name : .........N. )M& ...............................
Relationship with Patient: SC; ‘ﬁ ...................... Date & Time : Ob{O%f'ZL’Q"‘VD .........

Doctor (who is takigg the consgnt) :

Signature : . B O et T 4\ BT

NAMe: oo “és %T\AN\-&.QA
Date & Time : 6)'},8%}’“’} ...........



Department of Anaesthesiology
PRE-ANAESTHETIC EVALUATION

"
Rainbow’
Children's BirthRight
Hos pita[ . BY RAINBOW HOSPITALS
It takes a ot to treat the little. Your Right to a Safe Delivery

Name: ....... NS Maéa R Age: . ZIMY Sex: .. Levaate - yhpNo: HW - poooA L0
Date: ......... OL}[UW’% .................... TiMe: ..., NSO Pm.- proposed Operation: ... kb Mt oantav c"‘f!m
Diagnosis: ... yw\c,LMa, ..... ) D.tm...(:aw DX Cnkanbing). & 2y PRH ;rmc’b'(r‘nfgL w
B.P/CRT: D“"QK HR ...... 0’1 ‘Welght giwk‘]t\.SA Physical Status: 01 &% 03 04 05 Mw_&i
et LZO %"i“ Laboratory Data: —3—’2‘)'“/-_ QRBS q‘{wxuv
@\b Hghe el GIUICOSE! wiscisissainbisiiismans Protein: ....... ! g HIV: X-R CBP
- POV st (07T LA T | : RO~ N HBS Ag .................... ECG: . b&'-Rm
wec: ..19A0P CRE . s Total Bill: DL(U HOV: oo 2D Ech.. "...:ﬁ.o&h
piate: ... Na: R 1 - [ Blood group: D¢ « Stress/AngIo tMME
PT: ..... R e e EDH: cnssamivisinis T3 i N vvivssiai i
PTT: .. Ca+ 41 corermesnesreneniens Alk phos: ......&.%....... [ S
L Mg++ .. Amylase: ......... TSH.
Cl=:.. SGOT/SGPT: .. l%li\o Allergies: gy oAy
Medical History:  OVS: pyofizive AcHW Ovld () ) Rusning v (). > Siedd .
RESP: oo o MD*PHNI"T(W’FTM Diabetes : Mpw@ — Dw/ OHAY, fvuliz .
CNS: @) WMMM b—m("j mgwm DUQ.’(CW'OT/
Renal: (2D - Ab G -
Hepatic/GE: Mo THCP @ W mMmourin O Preguouncy Pphysical Activty: U\Uﬂ— 7'1
Others - W/ - ULV boF (o waty  — ATty
Past Anaesthetic History: s l() .
Physical Exam:
Rirway: P12 Mouh Opening: 24~ Mentohyoid Distance: (W/).  Neck (W)  Teett _Dujpak
ngs: WAL @D ) s
Heart: Qo ®©
ONS: -
Pregnant: (-¥es [1No [INA Venous Access Site : A (021 n8pine Exam for regional : g AL we_
agy :
Anaesthetic Plan: ) MAC EGIONAL (] GA-ETT [JLMA @)"4\"‘“”)
Peri-Operative Plan Explained to th(\e'Patient: L{J‘ﬁs o No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
. . 1. DVT Prophylaxis Wi vl
« [T hiMvomer €00 W4 L—o ) . ORAL<WafS?;%?aQ 2 Hours ,@,P/\,,\ANJ)
P PQI\.L‘:IU_ Trnewldy Wﬂ"' Do ) Others 6 Hours
S iom VQDD% I i 3. Informed ConsentZ= Standard

Minewdn pe ﬁwm,

High Risk
p: CL %st Operative Pain Management-er‘ﬁlscussed with Patient

€IV —v — 2.

) v OnHwWAL Muditadiom

= 5. Other Instructions: LA
v TTHYTTUNDOTZAX oty SR L T INC ) (1. Mmonhirt
L. S
Signature: ........ b ................... Name: DRMZYINEETID - L nids propile -,
Docu. No. : RCH /FRM / CLINICAL / 044 v gReA b dav of) Lungerny.

v YAvod Ao

- ol vZ
G’W'prr N W

Wyiney
./UOV\W*DPXW

ow)
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@ BirthRight
AT T ANAESTHESIA CHART  [ibcpical ° | ()mrssonmosnes

1t takis a kot to treat the little. Your Right to a Safe Delivery

Pre Induction Assessment:

Change in Patient Condition: L OYes jj(No Fasting Status: &\adumbj
Physical Status: \u/ Patient Identified _,aﬁ Consent Present .VE(Chart Reviewed
H.R: | B.P/CRT: \@mm..w [5p0,: 44 Jon @8-, [ R.R: bl [ Last Feed: Hurqgv
r
Pre-OP Diagnosis: ..V, & 75‘ wkg T Pl Operation: ......E%0 agonear (8 o Date : ..6}9H2k......
Surgeon: ...... O Uoeoual¥or..  Anaesthesiologist: Lo-Rownda Technician: ~A%08Wh ...
TIME [18)
N,O /AIR /O, LPM \-—-’ g
HALO /SO /SEVO tibiotic
Drugs:
- AlV Suppository
Y 1060
s V- PIQ_
e CoPm b
Blol Gli'ss
Fi0, / 5a0, LoD DD [ 10D u
ETCO,
ECG
Temperature
Urine Output NOTES
BP 240
V Systolic 220
A Diastolic
X Mean 200
« Heart Rate 180
Tourniquet on Time
Tourniquet off Time 100
140
Throat Pack In A
Throat Pack Out 1 29 Ty
100
8 —r
60| v aan a
40
20
10 ;
0 9
ABG
LAB Values
GRES
Othars
J Equipment Checked and Temp: Induction Regional:
Functional [0 HME [] Fluid Warmer C\v [ Inhal Exgremity Specify: .. "
L/ 1 Cling lm ] OH Warmer ] Rre 0, 1RSI Spinal ] Epidural uCaudaI
(| CuﬁSﬂa:....&.u.l( [ MHugger's [C] Cotton Wool O ers Others: ..... st srass
C1_ ATt Ste: o Other ety
i R Lo [ Magk ] SGA Position: . L3 N
\gq_ s w Times: O Air ] Oral [ Nasal arssmsaglect @I
O T Si = gm
O ng“:dun?tor Anags Start: .. ‘f"OP“" ] ETT TAHE | SRR | | Needle Size: . ? 1, [P EORERH
O Agent Monitor 0P Start: . .I/ O Oral CNasal (] Cuft Parasthesia [ Yos ‘)ﬁNo
JZ( Pulse Oximeter OP End: . 1 L1 Tracheosipmy L] Topical Catheter at skin .. P
[T Capnograph Leave UR. G ‘OADP RS, T IO, (e A A A Drug Name & COI‘lC. oy -
(] Ventilator Anaesthesia: ] Awake [T Direct Vision Bolus: ............ R4 M
L1 Nerve Stimulator O eA O Video Laryngdycopy [ Stylette / Bougie Iy e e R S A P e
e [ Monitored Anaesthesia Care ] Fiberoptic :
Position: ... S \MP g~ j/ﬂegional b P Block Level: ............»
COMMMBIE: -5 oo s
[ Pressure Points Checked (0T TR R, Y
Line (Size & Location) Traé?uﬁaﬁon to
Eye Care: CIGVP: oo | 1" Bilat = BS PACU  [JiCU L1 Other
[J Qint ] Semi-Closed Circle Relaxant Reversed [ Yes [ No _ﬁ NA
] Tape .
|/ Padding = glt;::;:d s Name of the Doctor B‘M
\E/:wake 3 Signature of the DOCIr -....... X2 JA.......
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POST-ANAED 1nicwin «.... UNIT RECORD

Received in PW ;

Time Received :

%
Rainbow"’ . _—
Children’s (L BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a ot to treat the littie. Your Right to a Safe Delivery

Time Discharged : .........cccccovivennacne

asol [ 250 | v Cannula Site : LB’P(F\W'
240 240
w 230 230 | [] 0, Mask [ Nasal Prongs
5 220 220 | [ Yracheostomy ] T-Piece
7] 210 210 ) <
o0 200 200 | [ Oral Airway [] Nasal Airway
& 180 190
180 180
8 170 170 | Vomiting : O Yesffji/m;/« DIUG: oot ennee
=1
2 1 o | NeTwe:  Dives o
v Eg 1;3 Drain: [JYes [INo
A 120 ﬁ' 5 120 | Urinary Catheter, 7T Yes [ No
110 ¥ 110
§ 100 { 100 | ChestTube: [ Yes ,tﬂ/
g b - W s Nil Oral eyo/
N
;g ;g IV Fluids: .. ﬂ
& 50 50 Oral Feeds: . f\j }g
e 40 40
30 30
v 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 | 90 ouT SCORING INTERPRETATION
Able t 4 extremities volunta and =2 = = 5
AR 1 o 1 meaee vohriiacy o 1. Goremnd =7 acviy A 2 A Minimum Total Score of 8 is Required for
Abie to move 0 extremities voluntary or on command =0 pa P @ f% Discharge
Able to deep breathe & cough freely =2 L
Dyspnea or limited breami:g =[i) RESPIRATION V 4/— 4/- ? 0 EXCEpﬁOI’!S to this. are to be explained in th
C = 3 Xplained in the
BP + 20 of Pre Anaesthetic leve =2 i i inian®
3 space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION Fs
BP + 50 of Pee Anagsthetic leve : =0 L] g’ W Z/ ?
;ulty awake =2
rousable on calling =1 CONSCIOUSNESS ~ L
Not responding =0 a1 H U (77 21
Pink =2
Pale, dusky, blotchy, jaundiced, othe: =1  COLOR / d
Cy:nm:“lcs'(y g ' =0 /‘/ @ % n/] A
TOTAL 0\ 10 VD 10 |0
T
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score lnterveniign A Signature
!-) ] T FW b\ \(Y\Q’yﬁ )
)
¥ {0 (\90‘3 .
e

oL

W

Uo\f\n&p

S

|

\O\

QO\SVMQ

=a

tabvl

Pain Tool Used: ' NPASS [ FLACC [ WongBaker [JNPS

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

Reassessment Frequency:
Every eight hours for all hospitalized patients.
For post surgical patient, patient with chronic pain, patient with severe pain

o D Bl :
.................. af}he,

a.

b
C.
d

Transferred to Unit by (PACU):
Date & Time:

Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention

2N
HEpe&arzoh~
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: oo 11141 P ProCedire oM DY .o srssessssssesssssrsssses
CSE /Spinal /Epidural Position : .......cveveee.. SPACE tvrecrrernrrrrrrrerersennessenes Technigue (LOR/LOS) .eevvcvueerennene
(D]]1]11 OO Catheter at SKIN: ..ccovcvecercreininenncareineenanne ARBIMIPES vt s s reneens
Parasthiesia : YES/NO If YES GBLAIS : .......ceouveeerre e cervtrienenvrecmisvnsnvssssssnsrsensvsssssrsaresrsarsssssssssssasinessssiessssantsssassassesssasssnsssnsrns
SOIUION COMPOSIION © ....eoccrecrirsrerr e srsrs e s esas s s as s bss s s s s se st sb s bbb stas s b senabsbssnsaresessrsanasrnasssrasansansesesases 5

Any other issues :

Infusion Rate Level Maternal
Time (mi/r) Bolus (ml}) Left Right | BP | Puise FHR Comments

O

Delivery Details : ~ TimMe ! ..o APGAR: ...ccoverarcnnnes SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA - ..vciiconciccirenemeniseiess s s et sass st s st ssasses sassassenssssessnns

PatIENE SAHSTACIION I 1oveereesrrrerrrrersererssssesssassssastesssssssasserssnsessessnssnrassessnstsssasnsrbtrsbsssstonsetbstssbiorssssbtsssossstiossossstnsssasessetrosne

Discharge /Shifting ordered by ]‘
Doctor SIQNALUTE; .....cevveetvevrremriesirssensiessssssssnessssesnessocsonse
DOCIOr NAITIE: ....eevveererersesevarrmsnstnee st sesesnsaessensssssessssenasrasses

Date and TiTIB : .vvcsvercrrerrenernsrssersesssassersssssssessnresassmsessassssses
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Rainbow® . o
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

It takes a lot to treat the little,

varo~REAN SECTION OPERATIVE NOTES

Your Right to a Safe Delivery

Surgeon’s Name: @f QHMMQM‘(\‘Q_

Date of Delivery: ~ f \‘) lag

Assistant Surgeon: @« %}"\WQ T’(ﬁ\ﬁco\

] \

Time of Delivery: 91220

Anaesthetist's Name: &( w\g v

Gender of Baby: Mol e

Type of Anaesthesia: QQN”‘“"L

Weight of Baby: 01 C;\M?

Neonatologist: 9\1‘,\ L

AGPAR Score: 3 ,

4

Scrub Nurse: NEN Ay 2

NICU Admission: [ Yes ;mﬁ

A
7

|
Pre-Operative Diagnosis: @WME«S '\ Mﬂh\m \Y4 P \ GOM on  OHA 48mulon \? Prom
| J '

—

7
N [l Elective 71 Emergency INAICALION: ... e 9
Urgency P A Y
] Immediate Threat to life of woman or fetus
1 Maternal or fetal compromise not immediately life threatening
¥~ No maternal or fetal compromise but needs early delivery
[ Delivery timed to suit woman and staff :
Decision time: .........cccoveevevrecciiceinens RS Ly R Knief to rectus: &m .............................
CIBIDRICHPTION. i e s s S S SR A R e AR PR oA Fe R AN s VA S
f\
If there was a delay give the reasons: ..............occoeoveitilinnnns &“ F*;?:':.) ..................................................................
Surgical Procedure: g
: o~ MR
™
Post Operative Diagnosis: 0 f? )
Peri-Operative Complications: NS
Amount of Blood Loss: ~ ek Blood Transfused (in ML): NSV

Name and Number of Surgical Specimen sent for examination:

-

Docu. No. RCH / FRM / CLINICAL / 155

(PTO)




Examination Findings-when Appropriate:
Presentation: [,@€phalic [ Breech [ Other .................. Cervical Dilatation: S cm

Bt Palpable: .........ooeieiiieeceeeeee s FeRE PRSI i o i)

Station: ,u/3 02 01 00 O+1 0O+2 Moulding: ;}an’e O+ O++ O+++
Caput: O+ O++ O +++ Meconium: one O+ O++ O+++
Bladder Catheterized : ';/Yes 1 No Urine: )Z’Cﬁar (] Blood Stained
Skin Incision: D/P{annensteil U1 Transverse [ Midline CIRMNOE & o iississnnuiissmviidinmsninnaasinies
Uterine Incision:  _A0wer Segment' 1 Classical O Inverted T =1 J Incision
Previous Scar: [ Intact gynnedout I Ruptured /Zﬁo Scar

= No

Incision Through P;Ifiyta: ] Yes £ v e‘( \ /QJC\'QY :i
Delivery of head: :Zﬂal [ Forceps 2 o ,Ql\,ow\’ \me
ear

Liquor: [ L) Meconium: [ an LI CIBlood [ Offensive EfﬁOffensive
Delivery of Placenta: 1 Manual (I %5 S omplete [1Incomplete [] Piecemeal
GOF) ADDBRIANGE, soviisivinmussmmsrrssismsassiasmsnsiness @ ............................... Cord around the neck es [INo
Appearance of PIAaCENTA: ...........oiiiiiiiiiieeee e Ao e Cavity explored 4T Yes - W
Uterus, tubes and ovaries: ormal ] Not Normal Sterilization: 7 Yes }M
— i

,\
Uterine Closure: "1 One Layer 'D/Two LAY e \M'\*{\ ....... '\\Q\ .................. Suture
Peritoneal Closure: [ Pelvic L1 Abdominal ~I None ‘\AM\ ..... 5 Suture

\
Sheath Closure: . WO\ N Suture
FatClosure: (1Yes”TINo . NSl 370 Suture
Skin Closure: ' /Subcuticular [ Mattress ... AN Yy \ ..... 5., RO, Suture
Vagineal Evacuated 41\6) 1 No
Drain: TYes 20 [CIREMOVE N ..oooovveeirriicianes days [ Await instructions
Ctheter es _[JNo [JRemovein............ /?d}s ] Await instructions
Swap & Instruments count correct? [ y{m No [ Post-op Antibiotics “TYes [INo

Intra-Operative Antibiotics Cover: [ Yes.~[ ] No ] Thromboprophylaxis 1Yes _=No
D N Hu § o dun-

Post-Operative Notes:

/!
Doctor Name: ........ %“ ‘Md‘ ....... T‘UQ““ ..... Doctor Signature: ........ M ..............................................
N

Date & Time: .............. ¢ '\rﬂ&l ...................... (Q%‘Tﬁ"



Surgeon : & 2

Asst. Surgeon : .
Anaesthetist : .
Scrub Nurse : .

SURGICAL |
SAFETY CHECKLIST

HNH-00007805 1P26-00006765
Mrs NAVYA R
24-05-18008 3MY1imi120

Dr, P, MAJA YELISETTY

UHIL No.
Date

I

WWW e

.110.}33-.;.. Out-time : ......

'3 ] Gender : J7..... Rain;%w'

Children’s
Hospital

It takes & ot 1 treat the itte.

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Sate Delivery

.w.l.!@@

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Yes, & Equipment / Assistance

Available OYes CNo—~
Risk of > 500mi Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned [1Yes <A@ I NA
Blood Units Reserved [Yes (JNe=t1NA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? h}es' TNo [JNA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns?
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

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

;':JYes,lzﬁ

/@INO
):d{umo

CINA

C1NA
C1NA

O Yes/MI{

i P |
SIGNIN  Time:.. A:10.00. TIME OUT T.me.....‘?r....i% SIGN OUT  Time..../ (). 5 /)]
J
Patient Has Confirmed Confirm all team members have ) Nurse Verbally Confirms with the Team:
Identity _=Yes CINo introduced themselves by Name and Role () CNo The Name of the Procedure Recorded /é CINo
Site £7Ys CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure CINo Nurse Verbally Confirm / Counts are Correct (or Not Applicable) ~ j#Yes CINo [1NA
Consent ‘;,Yes CINo Correct Patient (Check ID Band) (1Yes CINo The Specimen is Labelled (including ,
Site Marked “1Yes CINo A Correct Site M 1No patient name) OYes ONo O )m/
Anaesthesia Safety Check Completed __.¥es” "/ No Correct Procedure “¥es [INo Whether there are any Equipment 7
Plllsa U!imeiel' on Patlﬂnt & F“nctiﬂ"i“g M‘_] NO Anticipated Cri“ca| Events PrOblems tO be addressed DYBS E‘?d a NA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes um/ What are the Critical or Unexpected ) To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns f_or recovery
s Anticipated Blood Loss? Q{U“Oms CINo CINA and management of this patient? DYes}ﬁo

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




PATIFNT TRANSFER FORM

HNH-000076805

%

Rainbow® .
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Your Right to a Safe Delivery

Hospital

It takes a lot to treat the littie.

|P2€-00006765

Mrs NAVYA R
24-05-1905 Myimi2p (F)
Dr. PADMAJA YELISETTY

O

Date & Time of Admission

elslszg@g.,w

Date & Time of Transfer Order

63 g @1y

e

Dow — [+

Treating Consultant Name Transfer Ordered by Reason for Transfer
A
0 b&@f)\mﬂf 0
Rawndher
From Unit To Unit Information to Attendant

Yes Mo ]

Number of Sheets in Clinical File

Numi)er of Imaging 'Films

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

Yes[ | No——

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No.

Item Name

Quantity

L

1. @

4.

5.

Shifting Summary / Notes Written by Doctor :

o
Yes”

No[ |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

@5@5; Jhe,

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

|| Unavailable Bed

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

| Nurse not Available

|| Available Bed not ready
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

- - st
BirthRight
BY RAINBOW HDSPITAL§
Your Right to a Safe Delivery

n

Breastfeeding initiated?
D/af(esg [J b.No

If No, Reason

Nipple condition:
1 a. Nipple well formed
] b. Flat nipple
[0 c. Inverted nipple

D/d.’Short nipple
Milk flow:
W

(1 b. Drops of colostrums
O c.Dry

Steps for P
a. Baby goes to the breast

<171  b. Mother always sits with a back support
(] c. Ear-shoulder-hip should be in a straight line

itioning and attachment:

L] d. The baby takes a latch on the areola and not on the nipple

Feeding Positions:
Cross Cradle

Docu. No. : RCHBH /FRM / CLINICAL / 080

Feeding Positions:
Football / Clutch

P.T.0




6. Was the position explained:
a. Yes

0 b.No

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

8. NICU admission: ‘Q/D

(]  a. Mother needs to stimulate her breast for 2 min every 2 hours

9. AGITIONAI MOTES: ...ttt s e et e s e e eae e ese e et esessesesaesssaessesesasseae e eserses e e eserasessanessesnneseneseneranssn
Continuity of Care: Date: )5]
NS faseded pt (end thon

< bt . Bad s dRsec]

%/(‘E Q\/A‘)y ‘\DM\JQ'"M
o and by DB

Handover given by

Handover taken by &[\M{éyﬁa@ .................

Slgnatureﬁ( ......................... Signature ....... 657 ........................................................

Date & Time: .......... b\‘)&(\/)o ............. " \\ ........... Date & Tnme'z'/g/%d{ﬂj ...........................

—
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NARCOTIC PRESCRIPTION FORM

Docu. No: RCH/ FRM/ CLINICAL / 133

(PATIENT COPY)
PatientName: \1{ . i, un Age: 21y Gender: eyl p
UHIDNOy 411 - ppapinad s PNOT P24 o0t ¢« Dateid /7 2 Time:
Diagnosis: ; < /< ./ . WRovel - O |
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI 00Ny | A ﬁ.\!'
2. | Morphine Sulphate Inj. 15mg/MI | /
3. | Remifentanil Hydrochloride Inj. 2MG / /
! 4 | Remifentanil Hydrochloride inj. 1MG / [
Doctor Name: mm’ ( Doctor Registration No: { 2{]’ 2{;,
ek L0001 |
AR LERRE F SRS
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
'IP Registration No: ...... 1. 2.0..0000.6. 76 5, Date: ... 5. L. 8- -
Aadhaar No. of the Patient (Optional): ............cccocrvieiemrrieecs e
- 4 y TTUTDR0 [ 3V oD OTW o
2. | Complete postal address (with contact number, if any) NAQa U ,j.] erelsng g Ja ngowan 000
3. | Brief description of the illness M. sy
4 Whether registered with any other registered medical practioner / :
" | recognized medical institution ( If yes, details of the recorded) ML A
5. | Details of essential Narcotic drug dispensed Cen o 7L ’1 ,l
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
:Patient Attender
\ _ ] g ) f
ol rnlader] v,
T } | T
Dispensed by (Name & IDNGY: ............. 0 [ 01CT2T) Signature: ........... Jod, o
8 kil ¥ [ Lot ok g
Received by (Name & IDNo.): ........ AW Yy L ..{<‘._?t.i.‘.)_9.6. ) ................... Signature: ....... zlj .....................
Time e logian N \ ............

O







