2

"ESTIMATION SLIP Hospital | Q@ e s even

Jate : UHID / IP No. : - S1 No. ~y '
‘*;‘llllé— — DB /63 1716

f Patient : b N o Age: 1 Gender:
Name of Patien NA Vit ’L e g _377{7 __ﬁ_
Father's / Husband's ame 3 } L .. Corporate / Occupatl n:
Address : " Phone: 99 TR s VY ?E
Procedure / Plan : j Ltet EDD/Dos. - BT A /
MODE OF PAYMENT : DSELF []TPAY [ ]GIPsA: OTHER /
TARIFF INFORMATION :
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
y Sl....iad Ward .
: — 1.30%
Twin Shared Ward
Private Room )
Super Deluxe Room
Suite Room
Package includes Room Rent, Nursiig Charges, Room Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
ackage starts from th b IR
(.P i e Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission} :
3 Length of Stay for : Length of Stay for: The L
Pharmacy up to Pharmacy up to 1"} '
Investigations up to Investigationsupto Q § E‘ IL %
B 24 =4 2
Others | weld o), 1€ K :
Neonatologist Charges : ]:I Covered D Not Covered Ef)i&urél f fﬁlt&'ﬂox : [:] overed D Not Covered
“*:\_?all\&]mmllmneposn. 29/(9[1}‘{} _I], /;-jﬂ‘jl“t‘ ‘/Un(‘r",/; "‘L'(“ .
1. Room eligibility is purely subject to TRA approval and the Package / Room Tariff starts from the time of admission. The estimated amo Icqﬁtdﬁmefaﬂ:&raﬁo {

of stay, medical condition, investigations, pharmacy and any other procedure. o . ﬁi =
2. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to b#ai&ﬂdﬁégan and n’fﬁmﬂtﬂ)ﬁj Nt L

reimbursed by the TPA at later stage.

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

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

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

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

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and 10 attendant is
permitted in ICU's

8, Tariffs are subject to revision

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

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

DECLARATION
I have attended the Financial counseling desk and understood the expected costs and

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

{550 .
Signature of the Client Signatory Relationship , Signature of the financial Counselor







0006871
\ HNH-000168230 o
8OINA

‘NS ADA

\

SHNAVI

21992 Rainbow®

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

B AAAN KUMAR | Children’s (L i ight
“Tii Children’s |\ pesmmin

SURGERY DETAILS

Date : ..t:’z.“,}. .7.]2..;’.: ...............................
Patient Name: M%?‘élcﬁaﬂwfnql/afsﬂmu: Date of Birth: q/;z/;jqz R
cender: . Feomade...... Ward: oot DT UHID No.: $INH 7001 663.9
Date of Surgery: 1?/759 ...................... ]0T-1 [+07-2 [JOT-3 [10T-4 [JOBGOT-1 []0OBGOT-2
Name of the Surgery : ....... £ :’V\b‘*\ﬁt“U ...... 1
Time in (ES(PM ..... Time Out &‘C/ér)h.) ..........
NAME AMOUNT
1. Surgeon :..@a.:.%aj’.mi..............f.\.L....I.:.&dnmjf; ....................................................
2. Anaesthetist @!M@g;@yﬁi ...........................................................................................
3. ASSISIANT SUMGEON .ottt es e esesaes s ansieas eeseseesieseseaeses et ea s s s eaen s eaeneaees
4. OT Technician Sﬁg@.[}(&u} .....................................................................................................
5. Circulating Nurse ﬁﬂhj%%ﬁ/zgy&uum” ...........................................................................
6. Assistant Nurse :..%.:..SLLSKQ.@;@%.: ...............................................................................................
Special Equipment. [ | Laparascopy __| Broncoscope (] Harmonic .| Morcelator
| C-ARM | Cystoscopy [] Versa Point ! Liver Cusa
LI Neuro Cusa 1 IDRIBES <o vicmisinsmminissscssmsaiassansansisse
\ Wl
Signature 0f the Surgeon Signature of Circulating Nurse

Order No: L{Z{.a@défzﬁf?é?\ Order by: gﬁkjf £

Docu. No. : RCH /FRM / GENERAL / 114







HNH-00016639 IP26-00006871

:l‘: :DA!OINA VAISHNAVI i "’/{é-‘ R
Dr. RA:I.::I KUMA;SVH‘ S 1 EMLSC S Ié?]wcll)[%vx’s Blrtthg ht
It takes 3 lot to treat the fitte. Your Right to a Safe Delivery
Il llllllllllllllllllllll I CONSUMABLES OF 0T Hoseial | @mneme
LT R — Technician : .Sf}‘rilﬁaa.{}zo Date : (?’71 ..... 26 Time ... %! 2.0, P
Anaesthesia Disposables Imwo"' usea | SUrgical Disposables WHHWW ~ Disposables (Baby Side) wn_"’m
ET tube Major Pack / C i vitK ]//
LMA e Sutures 2%{0 & |—€ord Clamp \-T"
ECG leads : A7P/N 82 7 62 ¢ |_suction Catheter
HME fitter : A/ P / N i 75 | Feeding Tube / / i, 24
Syringes : 10 cc ,{g/ 1" Vaccum Suction Set
05 cc ;i Joves 6 'S_é—nw"r' L/@urgical Gloves¢{ a2 Z//
02 cc ¥ d oSG - [Jf/ Gauze Pack A& x }lﬁl 7
01 ce T ! | Syringe tmt72ml W
Cautery plate : A/P /N A~1\| Sugical blade 4. D7 K | Surgical Blade # 20 N,
IV set VNG tube 1" Koochies (S) '
RL Cautery pencil (1 - P
NS : 10ml/ 100mi / 500mi / 1000 "~ Koochies XX | N | Sweore 45
M oxidocen 6% | oments : :
- J ~ | _Suction Catheter ~ 74— a0 IY /. 2
Fentanyl v | Cap, Mask ot A
Morphine (| GauzePack X473 e\
Ketamine Mop Pack ¥ AL~
Propofol Steristrip ,
Rocuronium Underpad @r’
Glycopyrolate Draw sheet ,fq W\ L
Myopyrolate ‘Abgel
Ondansgton | Foleys catheter
Pencan 88g/ Spinal Needle 22 @ | Urobag
Bupivacaine 0.25% _Chjest Drainage Catheter
Bupivacaine 0.25%(Heavy) /Hﬁmodrain bag
Antibiotics “ Y| Bandage
Tegaderm
™ Suppositories loban
Anamol : 80mg/ 250mg /170 mg /_—_-Double J Stent |
Supridol : 100mg P 16 Jfﬁccum Suction set o
Justin: 12.5mg / 25mg / 10369 //; / )Jfastic Bed Sheet AW& ' é—l—j‘_ E A
Tab. Misoprost : 200mg 1 4 tadine Solution é)d_/
B otnonnr  6\a g \_Microshield A
- £ Cotton Balls A A
Latex Gloves
Ramdione Scrub
Saral

OT Technician

Surgeon Anaesthesu gist
Order No. ;Zé—fc?@t?ﬁ( ............................. Ordered by : « BEof s vnsncssvesasammtnsimpadshssanussohe s sbab et adessiins

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




z
Rainb‘ow, ;
Children’s Blrthfbghz Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA

Rainbow Childrens Hospital-Himayatnagar

Hospital
p quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
T
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00016639 Name » Mrs ADABOINA VAISHNAVI(
| Age  Sex : 33Y7M 13D/ Female Doctor : RAJANI KUMARI
Adm/Reg Date/Time 1 17/07/2026 12:41 Payor : MEDI ASSIST INSURANCE TPAPVT LTD
) Ordef Yte : 17/07/2026 16:33 Ordernumber  : 260000214770
VisitID : 1P26-00008871 Ward/Bed No : 4F -OT /PDA412
Patient Address . HNO 2-3-523/16 MINISTER ROAD,KACHIGUDA, Alexander Road, Hyderahad, Telangana, INDIA, 500003
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 P{;Eg%gﬁg 60X90 10's Pack J1 Nos External / 10 AM 1 Days 2Nos{ Dispensed
GAUZE PACK STERILE GAUZE PACK STERILE ’ .
2 10X10X12 PLY 55 10X10%12 PLY 5 PACK 1 Nos External / Once Daily 1 Days 2 Nos Dispensed
3 ADULT DIAPERS-XXL 1Nos External / 10 AM 1 Days 1 Nos Dispensed
4 gfg{f&%ﬁ%ﬁ%ﬂ&” 1Nos External / Once Dally 1 Days 20 Nos Dispensed
5 E‘Eggrr;"é“s" 3LAYER - FACE MASK 3LAYER |1 Nos Extemnal / Once Daily 1 Days 10Mos| Dispensed
6 |RL3500 ML CLOSED SYSTEM [N GRS LACTATE 1 Bottle 1 Once Daily 2 Days 2Botle|  Dispensed
SURGEON CAP FEMALE 1 Nos External / 10 AM 1 Days 10 Nos| Dispensed

7 | SAFE SECURE

RAJANI KUMARI
* This document is just for reference purpose only. Not to he considered as primary report.
Note
* This prescription is valid only for specified duration.
* Do not refill medicines.
Printed Date/Time ; 17/07/2026 17.04 Printed By ; SUNKARI SANGEETHA Page1 of1
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Rainbow

?
Children’s; BrihRight Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
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"Rainbow Childrens Hospitaliﬁimayatnagar

Hospital
2 P b ootaion quarters road AP State Houslng Board Himayatnagar ,Hyderabad ,
s Telangana, INDIA ,500028,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00016639 HNamo : Mrs ADABOINA VAISHNAVI
Age/Sex : 33Y7M 13D/Female Doctor 1 RAJAN! KUMARI
Adm/Reg Date/TTme T 1700712026 12:41 Payor 1 MEDI ASSIST INSURANCE TPA PVT LTD
Order Date 1710712026 16:33 Ordernumber @ 26-0000214769
Visit 1D 1 1P26-00006871 Ward/Bed Ne @ 4F -OT/PDA412
Patlent Addross 1 HNO 2-3-523716,MINISTER ROAD, KACHIGUDA, Alexander Road, Hyderabad, Telangana, INDIA, 500003
S.No Dezcription Generlc Name Dosage Route { Frequency Duratlon Instructlon Qty Status
1 MOPS 30X30 BPLY 55 X-RAY JMOPS J0X308 PLYDATT |1 Nos £ Once Daily 2 Days. 2Nos| Dispensed
2 MISOPROST TAB 200MCG 45 1Tabs External / Once Dady 1 Days 4 Tabs| Dispensed
I Pt e 1MNos External / Once Daily 1Days 1Nos| Dispensed
4 [vICRYL2-0 Nw 2762 VICRYL 2-0NW 2762 |1 Nos +Once Daily 1 Days 1Nos|  Dispensed
5 [ROMINANZ SOLUTION 10% 1Nos Extemal  Once Dady 1Days ‘2nos|  Dispensad
6 P INHEAWY SMGIRIA 1Vial Extornat/ Cnce Cally 1Days tvial| Dispensed
7 SURGICAL BLADE 22 SURGICAL BLADE 22 1Nes Externat/ Once Daiy 1 Days 1 Nos| Dispensad
LSCS DRAPE PACK !
8 | \PROTECTCARE) 1 Noa { Once Daly 1Days tHNoa] Dispensad
¢ |EC.GELECTRODES (ADULT) [ELECTRODES ADULT |1 Noa Extornal { Once Daily 1Days 3nos[ Disponsed
10 |Encore Microptic gloves-8.5 1 Nos 1 Onca Dally 1Days 3 Nos| Dispenzed
1 [T SUPPOSITORIES 100 1 Nos Jextemat s onea Dazy 1Days 1Hos| Dispensed
12 |VACCUME SUCTION SET 1 Nos External / Once Dally 1 Days 1Not| D¥spensed
13 '["(?S_ES';,‘SJLB"?G' PAD(BIG)  |apgEL 1Noe 1 Once Daly 1Days 1hoe|  Dispensed
14 |VICRYL 1.0 vP 2348 VICRYL 1.0 VP 2346 1Nos 1 Cace Daily 2Days 2Nos| Dispensed
15 |DSYRINGE $0ML (NIPROY} SYRINGE 10ML 1 Nos Externalf Once Daly 1Days 3Nos| Dispensed
16 |COTTON BALLS 2 GM 5 NOS 1 Mos External { Once Dally 1 Days 1Nos| Disponsod
17 |PENCAN 276 (B/SBRAUN) 1 Nos Externalf 10 AM 1 Days 1Nos|  Dispensed
18 {DSYRINGS 2.5ML{NIPRC) SYRINGE 2ML 1Nos External 7 Once Daily 1Days 2Nos| Dispensed
19 |DSYRINGE 1ML {NIPRO) SYRINGE 1ML 1Nos Extemal / Once Daily 1Days 1Hos| Dispensed
20 |BAGTOPREPSQLUTIONS iml 1 Ones Dally 2Daya 2Nos| Dispensed
21 ?Ducr I{:‘ggLSSUFPDSHGRIES 1 Nog iExlemal fOnee Daly 1 Daya 1Nos| Dispensed
PREGELLED SURGICAL PREGELLED PLATED . 1
22 PLATES(ADULT} ADULT 1Nos 'Enemal {Once Daldy 1 Days TNos| Dispensed
23 |DSYRINGE SML[MPRO) SYRINGE SML 1 Nos Extomal / Once Daly 1 Days 3Nos| Dispensad
24 |SGLOVE #6.5 (SURGICARE) |SURGICAL GLOVES 6.5 |t Nos Extornal / Once Daly 1Days 4Nos| Dispensed
25 [SYATOCI {OXYTOCIN) i) 1 vial Extamal / Onca Daily 1Days aviall Oispensed
DISPOSABLE AFRONS DISPOSABLE APPRON
25 |STERIE XL STERILE XL 1Nas 1Cnce Daily 4 Days 4 Nos| Dispensec
RAJANI KUMARI
* This document is just for reference purpose only, Not to be considerad as primary report.
Note
*This prescription Is valid only for specified duration,
* Do not refill medicines.
Printed DatefTime . 17/07/2026 17:03 Printed By : SUNKARI SANGEETHA Page 1 of1




1
HNH-00018639 |P26-0000687

DABOINA VAISHNAVI
Segaoz  pY7M1sD ©) Z .
~ Dr. RAJANI KUMAR! Rainbow

W Chlirers | @ BirthRight

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

DEFICIENCY CHECK LIST OF CASE SHEET

SI.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet |
2 Discharge Summary |
3 Nursing Initial assessment |
4 | Patient Transfer form i
5 In-patient Medical record \
6 Doctors progress sheets )
7 Nursing plan of care and handover sheets 9’
8 Consultation sheet
9 General consent for treatment ]

10 Consent for Surgery |

11 Consent for blood transfusion

@ 12 Consent for chemotherapy

13 Consent for high risk

14 Consent for Restraint

15 LAMA consent

16 Consent for special procedure / Sedation
17 Consent for Formula feed

18 Consent for MTP

19 Consent for Radiological Investigations
20 Consent for HIV test

21 | Anaestesia notes (Pre Anagsthesia& post) ]
22 | Neonatal Admission/Delivery/Physical Exam |
23 | Medication Reconciliation |
24 Emergency Triage record
25 | Pre operative check liét !
26 Surgical safety checklist |
27 | Operation Theatre notes |
28 Nurses clinical Presentation

€ 29 | TPR&BP chart %

| 30 | Intake and Out take chart (fluid chart) 9

31 Drug chart (Regular Prescription) |
32 .| Investigation Values (result sheet) |
33 Nebulization chart
34 | Nutritional review chart !

35 Intensive care unit (ICU Charts)

36 Consent for Admission in PICU / NICU
37 The Humpty dumpty scale

38 | Braden Q Scale B
39 Bed side check list

40 PICU bed formula Dilution feeds
41 Gastro monitoring chart

42 | Rch ED doctors note

43 BP Monitoring chart

44 RBS monitoring chart

B A"éu.:n&\_ 15_
Total No. of Pages — |7
Doc. No. : RCH/ FRM / GENERAL / 126 ‘ﬁ/— Signature and Date : 20/O H26

- :YQOM)




ERROR LOG

LOCATION : OT / Birthing Centre / BirthRight Premium / 3rd Floor (Zone A,B,C) / NICU / PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE : . SIGNATURE OF MRD INCHARGE / EXECUTIVE
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Rainbow’ . L
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Bl
%1gg Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs ADABOINA VAISHNAVI UHID HNH-00016639
|
|

" Mr ABABOINA

‘ Father/Guardian CHANDRAMOHAN Age/Gender 33Y 7 M 13 D/ Female
1 Address HNO 2-3-523/16,MINISTER ROAD,KACHIGUDA, Alexander Road, Hyderabad, Telangana, INDIA,
J‘ 500003
|
| IP No IP26-00006871 Admission Date 17-07-2026
|

| Ref Doctor Self.

\ Discharge Date 20.07.2026
DISCHARGE SUMMARY

C ®

|

| Consultant:
Dr. RAJANI KUMARI
MD (OBGYN)
Diagnosis: PRIMI WITH 37+1 WEEKS WITH CEPHALOPELVIC
DISPROPORTION IN LABOUR FOR EMERGENCY LOWER SEGMENT
CAESAREAN SECTION
EMERGENCY LOWER SEGMENT CESAREAN SECTION DONE ON
17.07.2026
History:

F Y LMP: 18.10.2025 Obstetric formula: Primi

EDD: 06.08.2026 Gestation at admission: 37+1 weeks

Obstetric History:

HIMAYATHNACAR BANJARA HILLS HYDERNAGAR H A + KONDAPUR QUTPATIENT CLINIC ity SICUNDERABAD (» KONDAPUR L8 NAGAR (NARH A 1 NANAKAAMGUDA

® 1800 2122 @ www.rainbowhospitals.in




I Name | Mrs ADABOINA VAISHNAVI | UHID HNH-00016639
IP No 1P26-00006871 Admission Date 17-07-2026
G1 - Present pregnancy, Spontaneous conception. .

Medical History: Nil

Surgical History: Laser Surgery in both eyes - 2 years ago.
Allergies: Nil

Family History: Father -HTN

Antenatal Details:

Mrs ADABOINA VAISHNAVI was booked to Rainbow hospital at 37! weeks of
gestation. She had regular antenatal checkups and investigations as advised
elsewhere, NT scan was normal. FTS was low risk. TIFFA was normal. Fetal
growth monitoring was done by serial growth scan. Scan done on 16.07.26

showed SLIUF at 35%% weeks , Cephalic presentation, EFW 2.7 kg, Placenta
:Fundal posterior ,Liquor Adequate, AFl 15.4 ¢m, Dopplers normal with one and
half turn loop of cord around neck. She was admitted at 371 weeks for with
CPD in labour for Emergency LSCS.

Investigations: Enclosed.
Blood group:"0O" POSITIVE

Management:

Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was mild
acting, cervix was long soft and 1cm dilated, vertex -3 with doubtful pelvis.
Fetal well being was confirmed by an admission CTG which was found to be
reactive. She was decided for emergency C- section in view of CPD in labour,

~t

O




Rai b'; . )
Children’s ‘BirthRight

' Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

’ Name Mrs ADABOINA VAISHNAVI UHID HNH-00016639
‘ IP No IP26-00006871 Admission Date 17-07-2026

prepared with indwelling Foley's catheter and IV canula under aseptic
conditions. Written informed consent for surgery taken. Preanesthetic check up
done. Anaesthetic premedication (IV Pantop and Perinorm) given. Patient

shifted to theatre.

Surgery Notes:
| Under spinal anesthesia she was painted and draped as per hospital protocc:.

F ) Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut

| and cord blood collected for blood grouping and Rh typing. Baby handed over
' to pediatrician. Placenta delivered with controlled cord traction. Uterus closed
in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Skin closed with subcuticular sutures. Wound dressing done.
Vagina cleaned with Betadine solution after expelling clots. Misoprostol 400
mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient
' was shifted out of theatre to post operative recovery room.
*Lower uterine segment - multiple sinuses present
*Long cord

Delivery Details :
| Date . 17.07.2026
~ Time of Delivery: 01:41pm
Type of Delivery: Emergency lower segment caesarean section
Indication : CPD in labour
Anaesthesia . Spinal

HIMAYATHNAGAR BANJAR 5 05¢
Emargenty 3 040 - 48871000 R , i ibiaiunly 3 FONOAPUR OUTPATIENT CLIWC ‘ SECUNDERARAD KONDAPUR
Lmergency() 040 - 4466 5555, 91009 25516 merpency 3 040 - 4246 7308 Emargancy 040 - 0246 2300 NSty 40 £348 3206 GRS fan - xS L B NAGAR (%ABH Avcrediind)  NANAKRAMGUDA
v 400 Emergercy 3040 - 7111 1333 wargencyd 040643131

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs ADABOINA VAISHNAV] UHID

HNH-00016639

IP flo |P26-00006871 Admission Date

17-07-2026

Baby Details:

Date :17.07.2026
Time : 01:41 pm
Sex : FEMALE
Weight 1 2.5KG
Apgar : 7,9

Gestational Age: 3771 weeks
NICU Admission: No

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no Postpartum hemorrhage. Breast feeding initiated. She was
shifted to room. Her postoperative period following that was uneventful. Gn
second postoperative day dressing was changed. On inspection wound was
healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient
supplemented by written information. She was given the postpartum book for

further reference.

Advice:

1. Tab. Taxim O 200mg twice daily till 23.07.2026 (9am-9pm) after food.

2., Tab. Calpol 500mg (Paracetamol 500mg)
21.07.2026 (8am-2pm-10pm) after food.

(2tabs) thrice daily till

3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 21.07.2026 (9am-

3pm-11pm) after food.
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| Rainbow ® - o
Children’s BirthRight
l Hospital BY RAINBOW HOSPITALS
‘ Your Right to a Safe Delivery
| |
\
‘ Name Mrs ADABOINA VAISHNAVI UHID HNH-00016639
|
\ IP No 1P26-00006871 Admission Date 17-07-2026

4. Tab. Pantop 40mg twice daily till 23.07.2026 (7am-7pm) before food.

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

6. Tab. Shelcal (Elemental Calcium 500 mg, Vitamin D3 250 IU) once dai'y
(2pm) till breast feeding for after food.

7. Nebasulf Powder for local application.

B 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.

Review with Dr. RAJANI KUMARI after 2 week on .03.08.2026 at Rainbow
Children's Hospital with prior appointment (Review consultation will be

charged).

For Women Who Have Had a Caesarean Section

Care of the wound:

1.You can bath and shower.

2 The wound can get wet during a bath or shower. Dry it thoroughly and gently

by dabbing with a gauze piece. Do not rub the wound.

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

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

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

6.Do not touch the wound with unwashed hands.

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

HIMAYATHNAGAR A I, HYDERNA (ONDAPUR OUTPATIENT CLIN
BANJARA HILLS GAR (14 . KOND: o HENT CLINIC (10 A wdivfl SECUNDERABAD + L KONDAPUR L
L B NAGAR

| yencr 3 040 - 488T L
3000 gorc 13 D40 - 4466 5555, 91009 25516 Emergency 3 040 - 4246 2300 {mergescy3 040 - 4248 2100 ooy 3 040 - 4246 2200 Umergency 3 (40 - 4248 240 NANAKRAMGUOA

mergancy 3 040 - 7111 1333 Emergencyd 4069313233

' ® 18002122 @& www.rainbowhospitals.in




Name Mrs ADABOINA VAISHNAVI UHID HNH-00016639
IP No 1P26-00006871 Admission Date 17-07-2026

interaction, care to be provided at home, nutrition, when and how to obtain
emergency care etc also have been explained by doctor .................. in a
language that | can understand and | acknowledge

Patient/

Attender

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

egistrar/Resident/C.M.O
Consultant: s
Dr. RAJANI KUMARI
MD (OBGYN)

v




PATIENT TRANSFER FORM

Rainbow®
Children’s
Hospital

Tt takes a lot to treat the little.

"/'Z'

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

“NP;ltoi(;;It Name & UHID No. Date & Time of Admission om Date & Time of Transfer Order
E“Eﬁin e, :: :W “:, \ 7&?&%%@ O\ ) fQ/Q. ?1{7/0 ?/6@/(\ Bop_
I ll//”ﬂ/llllﬂﬂmﬂl Wi e o Reason o Tnsfe
oy Maw Jha © ‘OSQWG‘F?O &
From Unit To Unit Information to Attendant
W\ s Yestt  No[]

Number of Sheets in Clinical File

Number of Imaging Films

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

734 P! YesT]  No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

1 iy Do )

2.

3.

4,

5.
Shifting Summary / Notes Written by Doctor :  Yes|[ | No[ |

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

Patient & Clinical Records Received by : \)§

Date & Time of Patient Received :

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

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

[ ] Nurse not Available

[ ] Available Bed not ready




Rainbow .

Children’s %

Hospital Birthiight
Rambow

Rainbow Childrens Hospital-Himayatnagar

Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing

Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
TEL NO :040-48873000
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP26-00006871

Admit Date : 17-Jul-2026

Admit Time :12:41 PM UHID : HNH-00016639

Patient Details :

500003
=)

Patient Name : Mrs ADABOINA VAISHNAVI Age :33Y7M13D
Guardian . Mr ABABOINA CHANDRAMOHAN DOB : 04-12-1992
Gender . Female Religion
Occupation Martial Status
Address (H) - HNO 2-3-523/16,MINISTER ROAD,KACHIGUDA Phone No : 9030452919
Alexander Road Hyderabad Telangana INDIA E-mail - 9030452919@GMAIL.COM

Admission Details :
Bed Type : TWIN SHARING

Room No : PDA-412

Bed No :PDA-412

Ward Name :4F-OT

Admission Type : First Visit

Contact Details :

Telangana INDIA 500003

Name . Mr ABABOINA CHANDRAMOHAN

Contact Address : HNO 2-3-523/16, MINISTER
ROAD,KACHIGUDA Alexander Road Hyderabad

Relationship  : Husband

Phone No : 9030452919

P %

nature

~

Joctor Details :
Doctor Name : Dr. RAJANI KUMAR!
Referral Doctor : Self.

Co-Consultant

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  : 20000.00
LTD

Printed Date / Time : 17/07/2026 12:56

Printed By : 015898 Page 1 of 2
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/ (Riﬁllll’(?l%vr:s & BirthRight

PATIENT TRANSFER FORM oo ol .51?2!;?2“!235513:’;

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00016639 1P26-00006871 ‘
' MO ) @. |
ek 137 13)aL @, (|87

Transfer Ordered b Reason for Transfer
" fer Ordred by
DA-Neyeenyg £ m Lf@j

)
[

From Unit To Unit Information to Attendant
Yes| | No| |
pnespel 4 (o1) —
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
26 NET—/ s e
If yes, what 7

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

1 Q] (1)

4,

5.

Shifting Summary / Notes Written by Doctor: ~ Yes—+—  No[ |

S

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

Wod b te @ Mol | IN. Nayeen s

Patient & Clinical Records Received by : Y“m
\'AK

Date & Time of Patient Received :

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

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




ACTIVITY RECORD FOR BILLING @

HNH-00016839 1P26-00006871
Mrs ADABOINA VAISHNAVI

04-12-1902 Y7TMI3D (F)
Dr. RAJANI KUMAR|

AT R

e
Rainbow’
Children’s

@ BirthRight
fospital | @)

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Room/BedNo:_________ Ward:_________ Suggested Billable bed type : _ _ __ ___ _____ _
WARD TRANSFERS
Date Time From To Signature of Nurse
1Y | gy [Inefpelt| [(OT) BN AZE Y
1 H [ 3pm JoT Rpre - post \faﬂunox?Q,wm%a
|22 A= Zop PD1e U Roong MQuan[[
Cross Consultation Visit
Doctors Name Date Order No. Signature
! Dﬁ-’t@?aé&mi’m@ddg L€ ’#/?Q 15—[0(?///6551'jt
2
3
4
5
6
7
8
9
10

Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature
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le

5
f_')>un m/m'l A




MEDICAL EQUIPMENT (WARD & ICU)
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PROCEDURE

Date

Procedure

Quantity

Order No.

Signature

Y

INoeemend-

ATy

JHT

CodhoniHo zal

ol 'Cgu:;éq;l—\/

OB
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/\/—
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ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




HNH-00016839 1P26-00008871

Mrs ADABOINA VAISHNAYI
04-12-1902 BY7IM13D
Dr. RAJANI KUMARY

T

(F)

IP ADMISSIUN >ncET FOR OBSTETRICS

R
Rainbow’
Children’s
Hospital

It takes 3 lot to treat the littie.

U\

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Presenting Complaints
(ﬁa,uw b dmen,
v

Unte.

M&W‘j

Obstetric Formula:

Paaonyg

Obstetric Hostory:

Present Pregnancy Record:

\« by ,Smxﬁ*@oﬁmfwhm

M1y N sten
RISKFACTORS: ¥ (¢ (0 FAC -
~

1 1 een(

o

No ddmiery o+

LMP: | & \ \0‘ 25
Corrected EDD: (3 , o2 ‘ o

Menstrual History: Regular:p/\(‘es (7 No

EDD: 9?{#[’%‘
GA: 23+l

Obstetric Examination

Fundal Height: U2 G

Ut. Activity:  [] Relaxed vﬁild [JMod [] Severe
Liquor: _AAdequate [ Oligo  [JPoly

PP: _rCephalic [ Breech Others

Head Fifths Palpable: | <

FHS: (E*Normal l (] Tachy  []Brady [ Absent
Per Speculum Examination Nel—cleve

Draining: [J Present [ Absent (] Bleeding

Colour of Liquor: [J Clear (] Meconium ] Blood Stained

un A (Q'(Df{s Vaginal Examination  Néb ks
e J Cervix: \Drifrig (] Partially effaced [] Effaced L%:‘[T:Q
HOONE oo cm '
o> Weight........... kg Os: Closed Dilated L bwn

AlBIGIES: ... Membranes: =T Present [ Absent
— Q*Nﬂrmai = Shoain Liquor: [ Clear [J Meconium [] Blood Stained
General Examination;  fevw" .
Consciousness: () Pallor: (2D Presenting Part. _[] Vertex [ Breech (] Others
loterus: (=) Edema:C =) Sutton: ~T3 'O-2 'O O0 D41 I +2
Temp;,%,&l PR: %ﬁ Pelvis: ] Adequate I;Doubtful
BP: 1 o[ %o DTR( ™+
ovs: 8¢, &) RS 06 ()
Liver/Spleen @ Urine Output:
' DIAGNBEIS -2 mmreromemsecesnmsn s snd sr sbmr e ms® S nnn s nn am iy s S s e s n g :
E (I S %:}”+‘ l . C P [ L“ g

Py week | B CPD In ladopy .

Docu. No. : RCH /FRM / CLINICAL / 087




HNH-00016839 1P2€-00006871 ——
Mrs ADABOINA VAISHNAVI
04-12-1902 BYTMI3D  (F)

Dr. RAJANI KUMARI e

AU T

Family History

FothorHT

Medical History

Surgical History

Suu L
ephols
by -1 Ge
Pi= bundy ) Poye-
Cek((”ﬁ"cdvm scom G
épwicg_-_)_’ -

Doctor Name: "Dy rf)fv\q
Signature:.......... ‘lﬁ """""""""""""""""""
Date & Time- I e T

Qe




HNH-00016839

1P26-00006871
Mrs ADABOINA VAISHNAVI
41241992 BYTM13ID ()

Dr. RAJANI KUMARY

lllHHHHHII!IIIHWHllHlHMll
PROGRESS NOTES AND DOCTOR'S ORDER

"2
Rainbow®
Children’s
Hospital

It takes a lot to treat the littie.

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

ga';?me Progress Notes Doctor's Order
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HNH-00018838 1P26-00006871

Mrs ADABOINA VAISHNAVI "%
ST Chiraren's | @ BirthRight
T Hospital _ | ) zmecnere
PROGRESS NOTES AND DOCTOR'S ORDER
ga;?me Progress Notes Doctor's Order
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HNH-00016838 1P26-00006871
Mrs ADABOINA VAISHNAVI
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Children’s
Hospital

ll takes a lot to treat the little,
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PROGRESS NOTES AND DOCTOR'S ORDER

Blrtthght

BY RAINBDW HOSPITALS
ery

& Time Progress Notes Doctor's Order
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IP26-00006871

Mrs ADABOINA VAISHNAVI

04-12-1992

BYTIM4D  (F)

Dr. RAJANI KUMAR! Railnb;gvr\:l @ BirthRight
ARV Rospicn * | (g ramammoss
PROGRESS NOTES AND DOCTOR'S ORDER

ga:-?me Progress Notes Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDER
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Blrtthght

BY RAINBOW HOSPITALS
a3 Safe Delivery

ga':'?me Progress Notes Doctor's Order
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HNH-00016839 IP26-00008871 = .
Mrs ADABOINA VAISHNAVI Rainbow : a g
N T Children's | @ BirthRight
- N KUMAN Hos pital . BY RAINBOW HOSPITALS
II’ l” ,I"H ,"llm" "” "” ‘ lulu It takes a lot to treat the littie. Your Right to a Safe Delivery
Date of Admission: !#[4[% ........ Drug AIBIGIBS: ....cvovivererieieierieie e ;,./Not 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 - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
A 1) Right Patient ~ 2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
DRUG : pater
Dose Route | Frequency (Start Date ’
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : Dater
ﬂ Dose Route | Frequency |Start Date .
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : pater
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)




HNH-00016839

1P26-00006871 ——————
Mrs ADABOINA VAISHNAVI
04-12+1992 BYTMIID  (F)
Dr. RAJANI KUMARI
m |!I||||||I|||||l||||||||1!||||||| REGULAR PRESCRIPTIONS ~ Weight. .................. Ward. ........oo..o.......
s Date»
DRUG: Iy CEFOTAYXAINE " imeltY] \30
Dose | Route |Frequency Sta Al 9
L N I ST i
Name & Signature of the Doctor - [T, A ,
Starting the Drugs: 7 G el m :
Dt Hva e = i e 22
_ _ S [ A2 ,
Additional Instructions: \ X 2 W) WW/\;‘
Mg best dote S o
Daily Doctor’s Endorsement by a Sign A )
DRUG: “THR, - PArAceThmo (DACh RW oS
Dose | Route |Frequency |Start Date h;ﬁ% @/
6520, Plo | Frsve HaPy @4 S
Nameé“& Signature of the Doctor (0 (B %
Starting the Drugs: o =y
g/ :B,.H[mggruav o .
ﬂo’“ A {
Additional Instructions: VN
Daily Doctor’s Endorsement by a Sign
DRUG ~TAR “Diccorerac  [Raek |y L L L XX
Dose | Route [Frequency |Start Datea;_ o (AN
soear| Ao [BreveryHobe | T (W) pw N7
Name % Signature of the Doctor y
Starting the Drugs: Vo ’
| P Sl (1\
B A HA BINDY \%
Additional Instructions: o o
U ~
N} 5 0 g
Daily Doctor’s Endorsement by a Sign N~
DRUG : TA TR A79A Do %f;: ;ﬁ‘) J&\'Q’ ,Q\X =
Dose Route | Frequency |Start Date y B 1 - ;
o) Plo |, e bW [ 1
Name & Signature of the Doctor e A
Starting the Drugs: Yt |1
S gar| (FY
B B Hima By N
Additional Instructions: N @ :
Mp™ y
Daily Doctor’s Endorsement by a Sign
Page: 2/4
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Baby 01 apag 1P26.00008873
17072028 " O'VA VAISHNAY]
% D"'NAAZ D1H (F)

i "i//uunmfiﬁliiﬁﬁf?fﬂ;mum

Sheet No: .............

y

\

Rain %w“’
Children’s
Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

REGULAR PRESCRIPTIONS weigt........... Ward .......c......

DRUG : 1ab- PANTOPRAZ LE

Dose Route | Frequency | Start Dt.
Loy | Po on | Mz

O

Name ‘& Signature of the Doctor
Starting the Drugs:
;{H,l

T &g&'(&l

Additional Instructions: -

Daily Doctor’s Endorsement by a Sign

-

DRUG : |\ Enoxarhr) ]

Date
Tirpe

=

Dose Route | Frequency | Start Dt.
You | Sle. | oo (8]

Name & Signature of the Doctor

Starting the Drugs: y
W
Additional Instructions:
X3 =

Daily Doctor’s Endorsement by a Sign

DRUG : [NN[ SaoxArae; nJ

N

Dose Route | Frequency | Start Dt.
Gomy| Sle | a0 | 8

Name“& Signature of the Doctor

Daily Doctor’s Endorsement by a Sign

Starting the Drugs: _&, - R g/ : ®,®
Additional Instructions: ¢ 24
C Fam
Daily Doctor's Endorsement by a Sign
e Dater
Dose Route | Frequency | Start Dt. ) '
200 "\ Po 23 ®) (&)
Name & Signature of the Doctor A
Starting the Drugs: V/ IV S
94“?%)’
Additional Instructions:
SO
NG

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

Children’s

Hospital .
T tmkes 2 lot to treat the litle,

BirthRight
BY RAINBOW HOSPITALS
Yoyr Right 1o a Safe Delivery

Sheet No: ..o, REGULAR PRESCRIPTIONS Weight .......c.oce. Ward ...ececenrinnnn pose
Dater
DRUG : Time -

Dose | Route |Frequency |Start Di.

_Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

=

Dose Route | Frequency | Start Di.

DRUG : Dator
Dose Route | Frequency | Start Dt )
Name & Signa'fure of the Doctor

Stariing the Drugs:

Additional Instructions:

Daily Doelor's Endorssment hy a Sign

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

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Dater X

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Dagtor’s Endorsement by a Sign
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urse Sig. Nurse Sig. Nurse Sig. Nurse Sig.
= [ 1ANTINARENG A S : : ==
Dose Dose Dose
DRuw .
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 R DBose Baes o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose pose ot o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE ;
Ttme l Nurse Sig. Nurse Sig. [ Nurse Sig. l Nurse Sig.
Dose Dose Dose Dose
DRUG : -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose Pose i foee
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose pose o oot
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
' _ Dosage & Oth ;
Date Time Medication Ins?ructionser Route Signature Nurses
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1%\ A oy 48 W
\1\‘-{"% | ]”01\/\ PANTOPR-A XOLE Uo rv\of \V M%#}
T 74 k
M | sl | ¢ FIRT - OxgTrcend | D+ 30 4%&0 7| Jv & ‘l/ -
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1>+ &‘.é?vﬂ‘) DI CCOFENAC QPP - joomany | & S
o\
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It takes 3 ot to treat the itle.

MEDICATION RECONCILIATION FORM

DYUG ABBFGIBE. <vovsessisssorensisnissusssmnmesssmssssssiinsiansshsssisssossutmisesnans

@ BirthRight

BY RAINBOW HOSPITALS

Your Right 1o a Safe Delivery

Not known any Drug Allergies

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

Shifting From: .............. &/kL ....................................... Shifted to: 4 o
S.No (sznemﬁ:ﬁgggnuxtmfmms) (m':?:ig) (PO, ?«%U;Ec v) | FREQUENCY Do, /2?:: 7';;’?5,3]'&':
T tRow ltal, | PO bn Oc ooc
21 calgum tals | PO oD Oc Ooc
3 Oc 0oc
e e
3 | Oc ooc
S Oc Ooc
6 COc Ooc
T Oc 0oc
8 Oc ooc
9 |Oc Ooc
10 Oc ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

* C- Continue, DC - Discontinue

Doctor Name & Signature : ..............eee:  Eail i EUEE 1

Date & Time : ...... ﬂ:f[% ......

Nurse Name & Signature: .... Y. C\..d.&\«'/\m’}‘c’\ Q-NC&M«/

Date & TIME : v.ooveerverrsnnns
Docu. No. : RCH /FRM / GENERAL / 090

RN ) NP CEI R e 4 A




L

—rm

e

a

2

~u



i \\'i“’imm [

RESULT SHEET

"2
Rainbow® .

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital

It takes a lot to treat the littie.

Children’s .Bil"thRight"

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

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

Docu. No. : RCH /FRM / CLINICAL / 0138
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Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS C
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CUE - RBC C
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CUE

Stool Pus Cell

OVA / Cyst

Occult Blood

A

Blood Jou 2 o

podu e

HiV

Hev

VDee
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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

1

o

5 (2

313

o0

Time 11

RESP
(write rate in
corresp. box)

>30

21-30

11-20 [@]

0-10

Saturations

94 - 100 %

<94 %

Administered

0, (L/min.)

2, dwag

40

39

38

37

2l
1

"

-

36

.S

35

<35

9ley WeaH

170

160

150

140

130

120

110

100

90

80

70

60

50

40

anssaiq poo|g 21|oishs

190

180

170

160

150

140

130

120 TERAN ARSI\

NS
©

110

100 ' |

90

80
70
60
50

anssald poojg Jjoiselq

130
120
110
100
90
80
70
60
50
40

h

u"\ N

a~ ¢

hﬂ‘ \
p

N

NEURO
RESPONSE
[+1

I e B =l B ]

Alert | |
Voice

Pain

Unresponsive

URINE
mils / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

&
Yd

TOTAL ORANGE SCORES

Pl
=

e
™

5N e

7

5

Nurse Initial

g



1 Obstetrics and Gynaecology
Early Warning Signs

;o .1 Yellow Alert :
Repeat Observations
in 30 minutes

e N A

Cd'ﬁ'lplete a Full 2 Yellow Alerts or 1 Orange Alert:
) Call the Obstetrician and Repeat

Set of MEOWS Observations
Observations in 30 minutes
\ J _ Y,
g e . ““!;\ ( \

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

\ . J

o ~ q?

* The Modified Early‘Warning Score (MEOWS)

O
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Your Right to a Safe Delivery

~aily warning Observation Score Chart - Obstetrics

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

=\'b\3\’\qp

Date
Time |8 )1 9 N10J11|12] 1 345&7891111212’]345!617

RESP

>30
21-30

(write rate in
corresp. box)

11 - 20
0-10

Saturations

94 - 100 % v
<94 %

Administered

0, (L/min.)

2,dwal

40
39
38
37 i =

36 q 1A+ \

35
< 35

170
160
150
140
130
120

110

100 [ 1Y

21y Leay

50 11194 ﬂi ' 1 G

70 N S N &

60

50
40

—
anssald poojg 21|0ishs

190
180
170
160
150

140

130

120

b 15 2305

.
ldle:
3
—5
=%
[ —

110 A\ 5

100 l?\ i &
90
80
70
60
50

=
=l

«—
2Inssalg poojg JIjolselq

130
120
110
100
90 \

80 Vv

70 M

60
50
40

6
=3
-
g

NEURO
RESPONSE
(]

Alert =) Ir'l | | |=f | [—T I T _]_"_l_r,._
Voice -
Pain

Unresponsive

URINE
mls / hour

> 30

<30

Proteinuria

Protein + +
Protein > + +

N e I S O 7o N O S | W N S = BN

Normal

kpehin Heavy / Foul
X Clear / Pink
Liguor Green
TOTAL YELLOW SCORES ) ) Q o %)
TOTAL ORANGE SCORES @ o 0] =) )
Nurse Initial > .o & 1
e T
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[ Obstetrics and Gynaecology ]

Early Warning Signs

4 A

Complete a Full

Set of MEOWS
Observations

- J

S e *
LA

ﬁ\
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
\ J
\
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
. Repeat«Observations
in 15 minutes oNeontinuous
monitoring
\. /

* The Modified Early Warning Score (WEOWS)
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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

a2

Date

11|12 t2| 11|12

Time

(s ®

RESP

> 30
21 -30

(write rate in
corresp. box)

2ol 1 | [l | | Wl [ | oW |

11-20
0-10

Saturations

< 94 %

Administered

0, (L/min.)

40
39

38

37 b 1 7

2, dway

—~

36

35
35

aley Leay

170
160
150
140
130
120
110

100

90

80

=

70
60
50
40

190
180
170
160
150

140

130

B

120

anssald poojg J1joisAs

——

110

100

90
80
70
60
50

130
120
110
100
90

ainssald poo|g Jljoiselq

80

70

&

v

60

50
40

Alert | [ | -]

NEURO
RESPONSE
[~]

Voice
Pain

Unresponsive

URINE
mls / hour

> 30

< 30

Proteinuria

Protein + +
Protein > + +

Normal

Lochia Heavy / Foul
! Clear / Pink
auer Green
TOTAL YELLOW SCORES i ) [w] 0 e [
TOTAL ORANGE SCORES © ) ? 0 ol )
Nurse Initial_ Y ] (i
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

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

J

e N (
Complete a Full
Set of MEOWS
“‘Observations "
\ % "
i
S "I
Nl S
.

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat\@bservations
in 15 minutes or continuous
monitoring

\

* The Modified Early Warning Score (MEOWS)
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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It takes a lot to treat the fittie. Your Right to a Safe Delivery

RESP

(write rate in
corresp. box)

Saturations

Administered 0,

2, dway

3jey Ueay

Nurse Initial

180
170
- 160
= 150
S 140
o
= 130
T § 120
= 110
z 100
w
£ 90
® 80
70
60
50
- 130
5 120
& 110
a 100
2 90
§_ 80
» 70
a 60
=
= 50
40
NEURO Alert | [T ]
RESPONSE hiel
[¥] | Pain
Unresponsive
URINE > 30
mils / hour <30
Protein > + +
Normal
Lochia Heavy / Foul
Clear / Pink
D e e T R e A
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

4 N

Set of MEOWS
Observations

- /

Complete a Full Z Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat

Observations
in 30 minutes

J

\.

> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations

in 15 minutes or continuous

monitoring

~

* The Modified Earty Warning Score (MEOWS)
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BY RAINBOW HOSPITALS

Hospital

It takes 2 lot to treat the littie.

| FLUID CHART |

Your Right to a Safe Delivery

1. All measurements in ml.

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

Intake _ Output i Site 1 §
Date | Time (ﬂagfuri% Route NG | Diarrhoea | Vomit | Drainage | Urine Pgr%:"‘:gg- h?il%ge
Mouth | 1V | NG N\
08:00 am ‘ \
09:00 am ¥ }
1000 am s
)\w 11:00 am . a @) \(‘ZD
12:00 pm = 1 ) T
01:00pm | D ( P W
Total Intake : ;o AL/\_ Total Output: Opyhe &
0200pm| R\ Al oo '
0300pm| RC | o looed Booml —émpt
bL%wem [P\ | ¥ fhomm\ i % (
,k\jn’ 0500 | O | "] |ipomt Laoe O (2. |7
0600pm| Q| N 100t [ [107) qavg
oo0on| Qe | [1oonl Fonyt |~ S AR
Total Intake : \ ~) Total Qutput : \‘“M
0800pm | 24 |, o o [\oon) il ‘
aso0pn | PL [Z2 5ol o) 200 ] e
MVRCIEL L Loon) T = !’9 o | 1530
\_*\‘Jr\ 1:00pm | P oﬁ*'é/l‘%“‘ ) i &
\ 1200am | P T ohel [1oom) \ loom) | )
01:00am | QA (oo ) | N )Te"‘w-}
Total Intake : Total Qutput:  {y — s~A— )
0200am| 9L |, . |loow 1
1300am | p¢ D o) i ] 1\
B T o = N P Y- o WY
A [swanp) o llaow ’ et . -
06:00am | | Lot ) \ m}._LA,a_._%l
07.00am | pL- ‘,pam | e Z
Total Intake : Total Qutput : ) — M —
Total 24 hrs. Intake Total 24 hrs. Output
Docu. No. : RCH /FRM / CLINICAL / 092
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Hospital

It takes a lot to treat the littie.

| FLUID CHART |

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s .BirthRight"

1. All measurements in ml.

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

_Intake

| IV Site

y Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage | Urine

Thrombo- ;
phiebitis | Sign.
Score | Nurse

Mouth LV

N.G

/

08:00am | |

il s

09:00am | |

VN

10:00 am

> AW

11:06 am

[ P

19/ o

12:00 pm

7 S

1 01:00 pm

Total Intake :

Total Output:  t ) —y

02:00 pm

i

03:00 pm

D--"-/

04:00 pm

\%\« 05:00 pm

s

06:00 pm

=

07:00 pm

/ T

’.——-

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

ZX' 10:00 pm

)

~ 1
\

N

(6.
N T3
e

11:00 pm
do
~ 12:00 am

01:00 am

Total Intake :

Total Output : (O

02:00 am

' 03:00 am

04:00 am

o |0500am| O

7R

AR

3 06:00 am |.

5\

/ .

07:00 am

U TR D e

/7

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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It takes a lot to treat the little. Your Right to a Safe Delivery

[ FLUID CHART |

1. All measurements in ml.

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

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

e SR e o Owput e
Date | Time (I)\#aglt:lri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebits ﬁ:ﬂge
Mouth | IV | NG -
08:00 am /
09:00 am L " r T
\,bo 1000am| ~ [SAX / ~ .12 ‘.‘o&/—-
\3( 11:00 am X y b /
o\\o\ 12:00 pm WP | £
01:00 pm / N M
Total Intake : T, |4, Total Qutput:vy — | O ~ |
02:00 pm o [ 1
03:00 pm Py ‘ L A o
u§0 o00pm | 6 n { \ / ) _ A /
\% 05:00 pm Y ) 3 >
Y/ [600m pa | Z
07:00 pm i \ / v
Total Intake : T, Total Output: (; _ 9, - ©
08:00 pm [\ P \ /
09:00 pm o / \ i \{_
10:00 pm S ‘ | © /r@F
(S ﬁ\ | | INAE %f ¥ \ -
S 1200 am e \ |7 - i
01:00am 7 4 \‘P
Total Intake : b Total Output
02:00 am y, 7] v — /
03:00 am P yd {
ﬂo 04:00 am - \%‘\O 4 0 ] - 2‘{@
\ 0500am | "} 1S N i §
¥ [o600an| | 7 / 1\
07:00 am \ e / \J
Total Intake : ' Total Output :
Total 24 hrs. Intake Total 24 hrs. Output
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Rainbow®
Children’s

Hospital

It takes a ot to treat the fittle.

| FLUID CHART |

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

Intake

: Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site

=1 Thrombo-

phlebitis
Score

‘ Sign.
Nurse

Mouth

LV

N.G

|9\

08:00am | |

\“\

[

09:00 am

!

10:00 am

XRew

ey

»\'Pf\ﬁ 11:00 am 6

1200pm | |

/

01:00 pm f

/

;
]
Jiod
'/

Total Intake : ™1,

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Oxygenation

[ Relieve Pain & Discomfort

[J Improve Activity Tolerance

aintain Good Nutritional Status (] Maintai
[ Early Ambulation Reduce Anxi

Date: L?‘/FH%

Skin Integrity

w | [ Maintain Ai ] MaintainFluid Balance
E, aintain Personal Hygiene [ Prev ction Meet Elimination Needs 0 ure Safety ] Patient & Family Education
S| [ Identify Potential Complications L T T o=
; . . i Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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Your Right to a Safe Delivery

It takes a lot to treat the little.

= N

(7] Maintain Airway and Oxygenation

[_] Relieve Pain & Discomfort

[J Maintain Fluid Balance
[ Meet Elimination Needs

7 Improve Activity Tolerance
[ Ensure Safety

[ Maintain Good Nutritional Status
1 Early Ambulation Reduce Anxiety

Date: AL G

] Maintain Skin Integrity
[] Patient & Family Education

-§ [Z] Maintain Personal Hygiene [ Prevent Infection
S | [ Identify Potential Complications [ ANY OIS, SPRCHY. ... vttt ettt ettt ee et et ee e et ee e
Time Plan of Care Time Implementatmn Evaluation Re-Assessment g"g?;n';m:
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[ Relieve Pain & Discomfort

[ Maintain Fluid Balance

[J Improve Activity Tolerance
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Date :
Time :

LT

VAATEEZ.. I

>

2%

ul)

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

AL in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. ]/( \‘{
without assistance. to completely turn self independently. independently. 4
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate; !
it . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Afctlr\:rt;r_:arllea{c:lgegf IC n:dﬂm : » non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a [4 Q’
o Py Q100 10 e and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every P( A
wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:

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

Sensory Perception

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.

Responds to verbal commands.

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

1. Constantly moist:

Moisture Degres Skin is kept moist aimost 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

W '9 which d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes, linen only requires changing
B :" 16 e_x;:usa Dampness is detected every time 8 hours. every 24 hours. % 4
0 AIDENM patient is moved or turned. \/]
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: y
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
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely q—
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position L‘ b( \1
surface slide across repositioning with maximum assistance.[ in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3, Adequate: 4, Excellent:

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.

Nutritional Usual
food intake pattern

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.

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.

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4, Excellent:

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

Severe Risk : lessthan9 | High Risk:10-12 |
Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

Fgaf\c’

qls| T
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Support Surfaces
Risk Score Category Action {Please Note: Only required for children who-are deemed at risk due
" 1o altered mobility, consider occupation therapy referral for advice
Retjuxar Turning Schedule . .
. Enable as much activily as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
. Use pressure redistribution surfaces Alternating nressure matt |
\ Manage moisture, friction and shear gp matiress overlay
' 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 L
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 overjay
) ' Use same protocol as for “High Risk” Patients High density foam matress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severs pain or with additional risk factors.

Alternating pressure matiress.overlay
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Hospital BY RAINBOW HOSPITALS

1t takes  lot to trmat the ittie Your Right to a Safe Delivery

Date :
Time :

TH TRl

il c{: %'ﬁ;z“ }

P

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

L

Sy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. H ('F
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
o - Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
gd?:yn:igahlz gﬁ&ﬁ éu mé i non-existent. Cannat bear own weight very short distances, with or without Walks outside the room at least twice a
P and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every LP
wheelchair." shift in bed or chair. 2 hours during walking hours. \-{ é‘(
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 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.

Responds to verbal commands.

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

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

i rﬁs\l’:cgsed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing k{

to moisgure Dampness is detected every time 8 hours. every 24 hours. LP
patient is moved or turned.

FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

repositioning with maximum assistance.

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

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

&
g
h
1

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

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

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
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/di; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name
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Support Surfaces
Risk Scare Category Action {Please Note: Only required for children who-are deemed at risk due
to attered mobility, consider occupation therapy referral for advice
‘ Regutar Turning Schedule _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating bressure matiress overla
Manage moisture, friction and shear 9p Y
. Advance 1o a higher level of risk if other major risk
factors are present
. _ High density foam matiress
. Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk C e Gel pads for high-tisk areas
Position patient at 30 degree lateral incling using foam wedges .
Alternating pressure maitress overlay
' Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addtion to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overiay
o
‘ Use same protocol as for “High Risk” Pafients High density foam maftress
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

1
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PAIN ASSESSMENT FORM e, | @
. Pain'Stofe Modifying | Patient / Family : ;
Date Time (0/10) Location Duration Acuity Character s Educated ‘Intervemmn Sign
7 Continuous | [ Acute [] Sharp [ Dull 7 Increasing | [ Yes N y—
]%"r} )PW\ e/ M/H\ [ Intermittent | 7 Chronic [ Aching [ Burning | [ Decreasing | [ No LQ
‘ [J Continuous | [ Acute [ Sharp [ Dull L] Increasing ] Yes M A— B
L@}g- a[% D Nﬁ‘ 1 Intermittent | [ Chronic [ Aching ] Burning | [ Decreasing | I No - @
[l Continuous | [] Acute [ Sharp (] Dull [ Increasing 1 Yes
- ] i O [ [ Aching (1] Burning | [ i O '
\/\?\q, A (\‘ﬁ e ,3 PY [l Intermittent | [ Chronic 0 g O g | [ Decreasing | I No k] A §E4
U T
1 Continuous | [ Acute (1 Sharp (] Dull [ Increasing J Yes hn
W/ 261 10 alp [ Intermittent | [ Chronic [ Aching [ Burning | [] Decreasing | [ No e %) =
4 (] Continuous | [J-Aeute [ &harp [ Dull (] Increasing | ~Yes N
! Bf ¢/ Z2¢ |lodn| o Né —Intermittent | [ Chronic (] Aching (] Burning | L=+Pecreasing | [ No "
J Continuous | [] Acute [Sharp (] Dull [ Increasing | J=+Yes
6 M
b e o« Ny “Intermittent | (] Chronic [ Aching (] Burning | +Decreasing | [ No e
l(H I [ Continuous | ] Acute [ Sharp ] Dull [] Increasing ! Yes i
ST MM{ ) Ua | [ Intermittent | [ Chronic (] Aching [ Burning | [] Decreasing | [ No AT Oﬁ)
(] Continuous | [ Acute [] Sharp 1 Dull [] Increasing L] Yes "
\X YLQ; . OlO | NB | poreee | o e agri | o gl AHRY
1 Intermittent | ] Chronic (1 Aching ] Burning | (] Decreasing | [ No
[] Continuous | 1 Acute [] Sharp [ Dull [] Increasing L] Yes
O, . allh
\q‘ (" Z'O\’Y] [0 NB (1 Intermittent | (] Chronic [1Aching [ Burning | [ Decreasing | [/ No TR @Js
] Continuous | [ Acute (] Sharp [ Dull (] Increasing [ Yes
AlD.
\Q\b G)O\‘h o l (O | AP C] Intermittent | [J Chronic (] Aching ] Burning | (] Decreasing | [ No e ®0

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PTO)
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PAIN ASSESSMENT TOOLS

No Hurl

21

A 2
Hurts Little Bit

Wong - Baker {Pediatrics) Above 7 Years

]
Hurts Little Mara Even More

]
Hurts Wholz Lot

o £ gt
". 3 \
‘ T )
A
Numetlcal Paln Scale {Gbstetric and Gynecology)

L | 1 | 1 ! 1 | 1 1

[ i i 1 I i 1 T I |

0 1 2 3 4 5 [ 7 9 '-'Pu?s ,

NaPaln 1 Possibla Pain

L S

Hurts Worst

_6 -9

FLAGE PAIN ASSESSMENT SCALE (1 Month to 7 Years)

p SCORING
CATEGORY
0 1 . A ﬁ2 )
) * | Occasional Grimace or Frown, Frequent 1o constant frown,
Face No Particular expression or smila withdraw, Disorienied quivering chiin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tensa § \ Kicking, orlegsbrawnup-  + * ¢ ‘
-~ PR B
L. ‘[ Laying quietly normal position, Squirming shifting back and .
Activity moves easily forth; tense Auched, tight, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry {Awake or asleep) complaint ‘ frequent complaints ‘
- Reassured by occasional touching, Vs o 1
i I, rel hugging, or being talked to, Difficutt to console or comfoft
Gonsotability Content, relaxed distraciii : icult fo e Dl )
Neonatal Pain, Apitation and Sedation Scale (upto 1 Month) . “
Assessment Sedatlon Normal Pain / Agitation
Criteria O
.2 8| 0 " 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritabitity stimuli minimally with painful| irritable intervals consglable | continuous ¢ry . .
' stirmuli Inconsolable
Behavior State | No ardusaltoany | Arouses minimally to | Appropriate for Hésﬂéss. squirming ‘f\rchlng. kicking constantly awake
stimuli stimuli pestational age Awakens frequently | or
No spantanecus Little spontaneous Arouses minimally / n¢ movement
movement movement . {not sedated) Vo
Facial Mouth s [ax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain exp\'ession !
Expression | No expression with stimuti intermittent continual
Extremltles | No grasp reflex Weak grasp reflex | Relaxed hands and | thtbentent ¢ \ «Continual élehchéd vl
Tone Faccid tone decreased muscle | fest clenched toes, fists ' | toes, fists, or finger ',
tone Normal Tong or finger splay splay
Bqdy'is nottense )Body is tense | }
- LA W L 7
Vital Signs HR | No variabllity with | Less than 10% Within baseline or | Increase 10-20%"" ! [{incFease greater than 20% from ’
RR,BR 520, | stimuli variability from normal for from hasefing baseline, 520, less than or
Hypoventilation or | baseline with stimull | gestational age §a0, 76-85% with | equalto 75% with stimulation -
apnea L : ' . stimulation - quick | slow recovery Out of sync or
- JTecovery fighting ventilator

~/
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M 0 rse Fal I RI s k Assess m e nl Fo rm It takes a lot to treat the little. Your Right to a Safe Delivery
Ti , g
Choose Highest Applicable Score from each Category DAt £ T La‘)q‘ I B 1#'!544' Fall Risk Grading
Soe | @R | 3pm | W
History of Falling Yes 25
(immediately or w/in 3 months) No 0 o O Risk Level MotSt:I;:Isl)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 ~
Furniture 30 i © Low Risk 0.24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 A o) o
IV / Heparin Lock or Saline :es 20 @ 1< a4 Implement
° : Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevent:qn
GAIT / Transferring Weak (uses touch for balance) 10 Intervention
Normal /On Bed Rest /immobile 0 o imalement High
Forgets limitations 15 A Risk Fall
Mental Status High Risk > 51 }
! Oriented to own ability 0 P o o :’rtiveggggn
Total Morse Fall Scale Score: 0B | <0 IS0 e
Signature @) R/_) g

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

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

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

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

[ Hourly safety check

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

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

["] Initiate constant observation by healthcare provider as appropriate to patient's needs




~

st —




HNHK-00018830

1P26-00006871

Mrs ADABOINA VAISHNAVI

04-12 1“3

asvvmso (F)

>

"
Ralnbow x o
" o ‘B.rtha.ght
CHECKLIST FOR THROMBOPHLEBITIS Hospital | | @t
7 (9126
DAY-1 [2LADAY-2 DAY-3
; No signs of phiebitis / /O :
1 | IV site appears healthy Obsarve cannula 0 o Y |e o o0 &
One of the following signs is
, | evident: Possibly first signs of phiebitis 1 PA T NA
* Slight pain near the IV Site / / Observe cannula WA 7 NA
* Slight redness near IV Site NA U . \D | NA
Two of the following Signs .
o Early stage of phlebitis /
3 | are evident: : 2 Np |
Pain at IV site Redness P G e NH’ NA FDL vé (W NA | A
?\Irlic?ér:? e s = Medium stage of phlebitis /
4 R Resite Cannula Consider 3 \3:’\
Pain along Path of cannula Vg NB | KR NA
Redness around Site Swelling Treatment Nﬂ N PT “D,Q N4
Q\I’Iig;;[{] igg"g‘c’l"gr‘gif;gﬂ s are Advanced stage of phlebitis or
: : the start of thrombophlebitis /
5 Pain along Path of cannula ; s 4 J \
Redness around Site ?e site Cannula Consider N n ,JPT \lg\ Mg QUa e N | MA-
Swelling palpable Venous cord reatment h-
All of the following Signs are
evident and Extensive : Pain ?h?gﬁgggh&l};%?t?sn/f N
6 along Path of cannula Redness i . 5 |
around Site Swelling palpable |n|t|ate|treatment Re site W7 Nk (\U_ Vo R e NA NA
Venous cordpyrexia Cannula
Signature of the Nurse @ N Q| @ £ 1y cng__‘@y’ | @&

L.

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

Signature of Shift In Charge :

Signature : ........ccccure, @,{ ............. Name : Qn

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

Signature of Ward In Charge :

Signature : .............
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t Stic Rainbow® . .
B Children's | @ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | . st
20]7/74DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E E M E N Remarks
: No signs of phlebitis /
1 IV site appears healthy ObsSeren: cavuts 0 D
One of the following signs is
5 evident : Possibly first signs of phlebitis "
* Slight pain near the IV Site / / Observe cannula N&
* Slight redness near IV Site
I Mg Early stage of phlebitis / 2 | wn
Pain at IV site Redness sl Cnmus
ggi 3;;?9 Tokowing Ségnsiar Meqium stage of phl(_abitis/
4| pain along Path of cannula ?esn:e Catnnula et 3 NP
Redness around Site Swelling Tnen
g\l,ligért? t;r:gllng:::gi\s(égrs ae Advanced stage of phlebitis or
5 | Pain along Path of cannula the start of thrombophlebits / "IN
Redness arcund Site Re site Cannula Consider #
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced fﬁg‘? of
6 | along Path of cannula Redness thrombophlebitis / 5
around Site Swelling palpable Initiate treatment Re site N
Venous cordpyrexia Cannula
Signature of the Nurse | #&—

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

Signature of Shift In Charge :

SIGNAUTE & .ovevevicie e NI cicrsinensaninssrmssssnsmrssnsass minsnnssparsrasnns

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

Signature of Ward In Charge :
SIgNature : ....o.ovoceeeereceneiereeeeens

rrereenes NAITIB 2 et e
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_Dr. RAJAN| KUMARI 2 ¥ E £ =
T Ghildren's | (g omnaant

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCKOT: v eeeeseeseenene Department: .cnssimmsssmmanmes Date of AdMISSION: ...........oooeecrrre
= Diagnosis: ' Any Infection: C1Yes [JNo [ Not Known
E s 227 Gl g 1 YeS SPOCIY: oo
- whabon
s Vm : 02 Y

i N T\ .

2 | Area \ : | \(K\ X

= shift Time | \ (AN ) SEE? LAWY

g Medical Condition s

= | (Any special condition to be noted): - N‘;‘ o

VAN ME &
Allergy: O Yes [1NoT0 Yes [LM0 ﬁJYes ONo O Yes 2No (O Yes~"No | 01 Yes ?No
Tubes/Drains/Catheter: 4= Yes CNo y/Yes 1 No | Cl¥es T No | O Yes.=HNo | Yes/1No | Yes oo
Vital Signs: Temp: q@ s AP |3 A ?’S.G’_@ ﬁﬁ 1% -cf

. Res: | QO | 42 | 9o | zepy [ plpF [ Mgy

2 SP0: | Aops | o8) - [aQl | q¢y | 9, | .

8 Pulse: | Q9 | @ & / oW | 22) h, Q‘%’ Wl s

2 8P (U6 ) ) [\asbrs woelge |iefe [fYT0 |UBAL

Fall Risk Score: — —~ — - — o
Pain Score: - ~ = -~ e —
Safety Needs: — r — - — \-ft’-d

- Physiotherapy |=Yes CINo |l Yes 01 No |5-¥es 1 No | ) Yes CINo | [ Yes 0 | O Yes flo

g Others Specify: — [\)PF DB— - _ «

E Special Diet: |0 Yes &MNo |7 Yes [ No |0 Yes -Ne-| O Yes j#No | 0 Yes TiNo |0 Yes\p’ﬁo

E

§ Other Special Orders / Medications:

o . —
Post Operative Procedure Special Orders: el ,\) {)f 4\’) G- e s —
Handed Over By Name : M f N &/ \gk\’hlu:lg

M A gl I e _
Signature : ( ")2 DA ) Q/\ (SN
Date: HA 3ol 12PP [gz1a0 [ \YI® | Q[ake
Time: QP | gfm | g | 9gme| Kol soum
Taken Over By Name : \ dj»{ﬁ,« VY U M\Aﬂ\ﬂ i‘})& M&L&}ML‘O
Signature : A ) A4 | o, & N
Date: s\t [\dohke [iglz/oc] RIHWP| felle A [#]2h
Time: 3 ¢M | Spo %n Epm &Pm

Docu. No. : RCH/FRM / CLINICAL / 097
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Mrs ADABOINA VAISHNAYI ] Rain bow . S
e wlhue g | Children's | @ BirthRight
Dr. RAJANI KU Hospital . BY RAINBOW Hoszmus
Your Right to a Safe Delivery

QT fosplal

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCtOr: .....c.oovveeeeeieecce e Department: .........oocoevevviriciecene Date of AMISSION: ........cocorsccivveenen
Z | Diagnosis: Any Infection: JJYes [JNo [ Not Known
= iy
é Y88 SPBOIIVE cocvsiiviinsisanenm s
w
2 | Ara at [ 10[5> [\ AP
E shittTme  |U T\, b 2 M,

% | Medical Condition
= | (Any special condition to be noted):
Allergy: O Yes (N0 | Yes [1No |1 Yes @fNo | Yes N0 | Yes CINo | O Yes ) No
Tubes/Drains/Catheter: 0 Yes (N0 |01 Yes [y Noy7 Yes I No | O Yes gﬁ OYes ONo | Yes O No
Vital Signs: Tomp: [ A3 | QT4 F[9RY'C [ 294°F
- Res: | S8k | QUbj~ | 260l | 96blo
£ Sp0: | \0-1- | fooz | 9ay. | 9 4%
@ Pulse: |8 blany | JOh/w | H2blm | Feh b
2 ©BP: g [£5 oo/ U2 119/
Fall Risk Score: | — ¥ e -
Pain Score: |~ '’ = — —
Safety Needs: be Q)) yg yé& y: o
2 Physiotherapy | Yes [io | Yes\CLNO D Yes 1716 f Yes¢No | Yes C1No [T Yes T No
§ Others Specify: — — faliE —
‘E’ Special Diet: | Yes [2No | Yes \:JN/O O Yesi{No 1 Yes }}N’o [JYes [ONo [l Yes I No
E
8 |Other Special Orders / Medications: —
(- - —
Post Operative Procedure Special Orders: | — Q - o
Handed Over By Name : A Lﬂ g@r‘ &m rle
I~ 1
Mawihg
Signature <k ﬂ}f @‘, N
Date: W L7 120] oidg @] HX lenfa/2¢
Time: 9
Taken Over By Name : ‘[\g/ c_\(;,lf‘(?v;Jq '
Signature : W @A.a <&f:' '
Date: 25 lq] H2% |90 |4 2¢
Time: SN qu} g%
Docu. No. : RCH /FRM / CLINICAL / 097 ! l
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gilmlﬁﬁflllalilvll]lﬁ{lalloﬂﬂl - URINARY CATHETER BUNDLE CHECK LIST i ‘E:SLR'ZL%EE
Date of Insertion: ...\ 13- \0 % Date of Removal: .............cccvcverviven,
Parameters Date Shift Time 3 oA
Need for the Catheter ;Yesv{j No ;J)(es jlilo COYes [INo | CIYes [INo | [IYes [INo | CIYes [ONo | ClYes [INo
Hand Hygiene ~Yes [INo ges CONo | COYes [INo | ClYes [INo | [CI1Yes [INo | lYes [INo | ['Yes [INo
Usage of Sterile Equipment es [1No _[Cl¥es [INo | ClYes [INo | ClYes [INo | ClYes [INo | ClYes [INo | [lYes [INo
Is the Collection bag below the level of bladder ng CONo | C3¥es CINo | ClYes [CINo | ClYes [JNo | LlYes [ONo | [JYes [JNo | [JYes [INo
Check the Tube for Obstruction (Free of Kinking) M@s CINo | =Yes [INo | [1Yes [INo ,J CINo | [lYes [INo | [lYes [INo | [1Yes [INo
Is Catheter dated as policy “IYes [INo | TYes [INo t'jl.Yes CIN )«Z/esy /@3 'Yes [(INo | [IYes [INo | [lYes [INo
Collecting bag is been emptied regularly? /}Ye's. [INo /Yes ONo | OYes [ N& [1Yes u o | [lYes CINo | CJYes TINo | “I1Yes [INo
Maintenance of closed system for the catheter WDNO L%s CINo | ClYes [CINo M “1Yes [INo | [IYes [INo | TIYes "INo
Dressing clean and dry? [¥es [INo | [¥es [INo | ClYes CINo | [1Yes LCINo 'Yes CINo | [IYes [INo | [!Yes [No
Is the line removed as Policy? L ¥es [INo Aﬁ(es CONo | CJYes INo | [1Yes [INo | [JYes [INo | [lYes CINo | [1Yes LINo
Performance of Perineal Care p){es [INo ,ﬁes CONo | CIYes CINo | OYes [INo | [IYes [[INo | [I1Yes [INo | CIYes [INo
Onset of New Fever CYes [0 | ClYes j#N0 | CiYes CINo | ClYes [INo | [JYes CINo | ClYes CINo | [iYes [INo
Asses for the leakage at the site of insertion PYe{ [INo | S#Yes [INo | [IYes [INo | C1Yes [INo | ClYes CINo | ClYes [INo | [JYes CINo
Name of the Nurse \‘é,, S.a(ﬂr; 0\%0\
Signature of the Nurse M/\ ) »

Docu. No. : RCH /FRM / CLINICAL / 114
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Mrs ADABOINA VAISHNAVI / R i b? ”
-12-1992 33Y7M14D (F) =
o Rk Ko ] 305 Chitdren's | @ BirthRight
I AN A Hospital ortanaowsosprs
It taces 2 ot to trest the Rite. Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: /?/%/Z‘é Tie: o L3 20,000

° ) , O ~26 kym’
Origin: ﬁnﬁ»/cm Height: J_éﬁw Weight: 5314; BMI: O ~28 kg/m:
0 ~30 kg/m

| P
Food Allergies: ................ 5,0 N . | LL]’%?/M
Diagnosis: L5 CS

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

TpeofDiet OLiqud  SSoft ONormal O Diabetic
O] Vegetarian \Df(on-\legetarian [J 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: ..... ?(L/WT‘E‘MM .............................. Signature: ........... _60&51}{@ .................................

Name: .......... V@Jfé[\r\a)\/‘; ................................. Name: %@SD%MM
Date & Time: [f/a'/z/ﬁ/?ﬁﬁbm Date & Time: 13/’?/26/?ij

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




DIETARY NOTES

Date Time Notes Sign
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Mrs ADABOINA VAISHNAVI P

o z1s Rainbow” | @ o . oo -
Ui - = s (R E
CROSS CONSULTATION FORM

©

Doctor Name : ..D.M..a...@.ﬂgﬂmi..}é[dmﬂv.l ...................... Date : l‘?l;}[?:g Time: ... 3..-. IDPV‘]
Diagnosis : ........... L'SLS .............................................................................................................................................
Hospital : ............... Hﬁ&"ﬁC«H"H—MNﬂ ............................. Type of Referral :
................................................................................................................................ Demergency
Referred for : [ Opinion J}th-Management O Transfer of care g:;ie;trgent

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

Signature:

Findings and Recommendations :

Ladrmﬁm s Plon
~Wal) —ormad Bvast ¥ NTFpldi

q 0195df¢ol .

~ Sutk1] ket 19«
m‘[-( [ﬂ s olm :
_ ,AQ*\\V"‘ Lo AP

Cﬁ'mo[léz hold
awon o Noga:s ot excaxd 2
! D ANTRAAN s
«Aﬁca D& ZK/F[L» B PN

-

Vo hows as po

-

_ Wavm avd q \
\
— 6*\7[01%%(0] Suckng 7 F’a'g*blm Ol‘f"l‘"?“\/'

Consultant :

Name : KSM’I%LJ?[ML-Q ............... Signature : ,g .................. Date & Time : 1314/,2{;3 »I/QJS.

Doc. No. : RCH / FRM / CLINICAL / 049
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Mrs ADABOINA VAISHNAVI 2
04-12-1992 BYIMIID  F) =
Dr. RAJANI KUMAR] Rainbow .

AT TR Giarer’ | | e

It takes 2 lot to treat the little. Your Right to a Safe Delivery

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: v - ch‘cxm‘ Date of Delivery: | J{=12¢
Assistant Surgeon: Dy - ywq;gy; aatle Dy Nbwds j“ Time of Delivery: | 41 pm
Anaesthetist's Name: T A K ;L Gender of Baby:  [Femals
Type of Anaesthesia: g’p;M_l Weight of Baby: o ‘5K 5
Neonatologist: Dx- Dilnasege Dr vk AGPAR Score: f[q
Scrub Nurse: _Clackiloc NICU Admission: [|Yes J[+No

Pre-Operative Diagnosis: Prind 2 'B"‘r*]ml T B CpPD ;n Loty -

\
1 Elective %nergency Indication: ....... C PDI“\"‘W .............................

Urgency
| Immediate Threat to life of woman or fetus
(] Maternal or fetal compromise not immediately life threatening
~7 No maternal or fetal compromise but needs early delivery
[ Delivery timed to suit woman and staff

DECISION TIMIE: vttt e et et e ese s s s e e, Knief to rectus: '07"’"*"’ ................................
o - .
CTG Description; ................] O

If there was a delay IIWE e MOABONE: ...cviimmisemnissumyitisniominsvisrecseunsninssses riodesessssesssimiio idsd ineaviahbs i i ssins

Surgical Procedure: g‘“'“a ‘*“U Ly

Post Operative Diagnosis: F’l L, ¢ PoD.- O

Peri-Operative Complications: il

Amount of Blood Loss: 9 ¢ o nd Blood Transfused (in ML): —

Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCH /FRM / CLINICAL / 155 (PT0)




Examination Findings when Appropriate:

e T . o le v
Presentation: \_*Cephalic [ Breech L1 Other ....coooeveneeen. Cervical Dilatation: ..o, cm
5th Palpabl: ........ ?.!.ﬂ‘.‘..f.q&( S Fetal Position: ... =00
Station: W13 -2 004 100 O+1 042 Moulding: ®None [+ [I++ [ +++
Caputt I+ [I++ [ +++ Meconium: ©None 1+ [I++ [1+++
Bladder Catheterized : 1 Yes 1 No Urine; L*Clear [ Blood Stained
Skin Incision: ~ ~Plannensteil ) Transverse 1 Midiine T S
Uterine Incision: Lower Segment (] Classical llnverted T 1 J Incision l ¢ WP

o)

Previous Scar: [ Intact 1 Thinnedout - Ruptured LDfNﬁar b
Incision Through Placenta: [ Yes " No Lus - Noauger T“mm '
Delivery of head: [ Manual Forceps
Liquor: “rClear ) Meconium: g CH CIM CIBlood [ Offensive I Not Offensive
Delivery of Placenta: [ Manual  FCCT o 1 Complete [ Incomplete (] Piecemeal
Cord Appearance: «I;ewg .................................................................... Cord around the neck 1 Yes v=No
Appearance of placenta: ......". MO?\W/( ............................................. Cavity explored \/=Yes [ No
Uterus, tubes and ovaries:*=Normal [ Not Normal Sterilization: [ Yes  [-No
Uterine Closure: (1 One Layer vtzl'\ﬁo Layers ... \ rt"\ ]“D' ................................ Suture
Peritoneal Closure: ] Pelvic "1 Abdominal [INone ... ﬂ- .................... ""“’ .................... Suture
Sheath Closure: L \i .Lm ........................................... Suture
FatClosure: ©¥es (INo L. %’ ...\.!'..l.’}.% B0 S Suture
Skin Closure: “E@ubcuticular | Mattress ““-“J’ ........... Al ST Suture
Vagineal Evacuated UANes 1 No
Drain: Tl Yes [ No [IRemovein...... S esrasaatinass days [ Await instructions
Ctheter ““TYes [INo [CIRemovein.... quv» ..... days [ Await instructions
Swap & Instruments count correct? LQ)I‘BS/ “I'No [ Post-op Antibiotics “TYes ' No
Intra-Operative Antibiotics Cover: <=7 Yes [ No ] Thromboprophylaxis ClYes J=No
Post-Operative Notes: ............ccc........ st ?ﬁ'.lfﬁ.m .........................................................................................................
OO ot . 8. 3. .‘.*.f.lﬂ! ....................................................................................................
......................................................... ,,D le@v(uﬂ
......EMEMM.!.@...H.C..t.p___l. MY ST e
................................................. ”(ﬁ) ﬁ""‘*"f@ PR ST 0ITow moluing  bam:
................................................... Ztodxwfﬁm
............................................................... Hf"c ,
mewlw\hJaL ..........................................................................................
Doctor Name: .. 13 E“J@“'t“ﬂm’h ...............
Date & Time: /709028 Y



SURGICAL
SAFETY CHECKLIST

Scrub Nurse : S..0%

Surgeon : . )qu P ) ..................... e
ot Sl IIIIllllllllllllllllllllllIHHIIIIII

a2 P, | Date i?/.’).[).c......m-tlme:.....t.....-..

HNH-00018838 1P26-00006871
Mrs ADABOINA VAISHNAVI
33YTM13D

Dr. RAJANI KUMAR]

%e' 52, Gender: /G
sty Name : . ELY.CS.CS..
ﬂ@h()ut-tlme ; zQ@P -

[\

Rainbow" .
Children's ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes & ot to trest the fitie. Your Right to a Safe Deilvery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time.l:30.0....

TIME OUT  Time:...).2 35 9.

SIGN OUT Time:

Patient Has Confirmed
Identity s INo

B
Site \}X& No

Procedure _)x{' TINo
Consent BS ENO
Site Marked

Anaesthesia Safety Check Completed es O

Pulse Oximeter on Patient & Functioning C

Does Patient have a:

Known Allergy? DYeg/?«N/
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

:Yes_;;zﬂo/

(7mi/kg In Children)?

Yes, and Adequate Intravenous 2/

Access and Fluids Planned es CINg CINA

Blood Units Reserved O Yes/% OONA

Available
Risk of > 500ml Blood Loss

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

Aes CINo CINA

Confirm all team menibers have /
introduced themselves by Name and Role ¥'Yes —No

Surgeon, Anaesthesia Professional and
Nurse Verbally Confirm

Correct Patient (Check ID Band) L-/Yes CONo
Correct Site ,Z/Yes CINo
Correct Procedure 5 Yes CINo
Anticipated Critical Events
{hr

Surgeon Reviews:
What are the Critical or Unexpected&l”
J@s CONo CONA

Steps, Operative Duratlon
Anticipated Blood Loss? |\ ‘t\

Anaesthesia Team Reviews:

Are There Any Patient-specific Concerns? [1Yes @’( JNA

Nursing Team Reviews:

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

Is Essential Imaging Displayed?

z@ CINo CNA
C'Yes dﬂ CINA

Name : Q‘Na'tait .........................................

Nurse Verbally Confirms with the Team:

The Name of the Procedure Recorded ~ \5Yes CINo

That Instrument, Sponge and Needle .

Counts are Correct (or Not Applicable) «Yes TNo CINA
The Specimen is Labelled (including -

patient name) “ri¥es CINo CINA
Whether there are any Equipment

Problems to be addressed OYesv=fo CINA
To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery !

and management of this patient? wres N

N\
SIRAIIR %....omooniorsonss J ‘‘ t___,...(; .................................

Name :... ). f""f‘ ........ Komasn o

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



PATIENT TRANSFER FORM

%

Rainbow”®

Children’s BirthRight
Hos p ital . BY RAINBOW HOSPiTALS
It takes a iot to treat the little, Your Right to a Safe Delivery

Patient Name & UHID No.

HNH-00016839 1P26-00006871
Mrs ADABOINA VAISHNAVI

04-12-1902 BYIMI3D ()
| Dr. RAJANI KUMAR|

AR

;@fr az/c’m’?é/;raga

Date & Time of Admission Date & Time of Transfer Order
: i
LY W ) / .
1}7%@@({) 71726 @ 22¢40p
Transfer Ordered by Reason for Transfer

Zf?%e DY uZﬁ" ",

From Unit

OT

To Unit

Pfe’Poyﬁ

Information to Attendant

Yes 51/ No|

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes[ Net T

If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ftem Name Quantity
,
3
4
5.
Pl
Shifting Summary / Notes Written by Doctor: ~ Yes/{ | No[ |

Name & Signature of Person who is Transferring

8, Nl YAt

Name of Person Ordered Transfer

@3 '#Wvé?'wcﬁc

Patient & Clinical Records Received by :

@Mra% A

Date & Time of Patient Received :

\Hal2e @ 2,

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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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: 19—{'9\22@
Baseline Information:
Admission From: CJ ER (1 OPD -Adrmission Desk (] Others, SOBCHY v et
Primary Language: "1 Telugu (ﬂs‘? [ A L1 Others, SPECITY ...ooveeveeeeeeeeeee e
Do you require aninterpreter? [ Yes \gﬂaf'iers SOOI s o conmsvissssissssaviarase siss sy eevies dessos Fa SR SRS SRR Ua R e
Source of Information: ~ [! Patient __—+Family (] Others, SPECIY .......cereeeceeeeeree e snss e assese e snenes
Allergies: [1Yes [ No [] Medications [] Blood Transfusion ("] Food ) OBE: oisssimmssmmssierimsininias
VRS BT carmin o irimismansosis s smrieiisss e P s R e SR S VS msnma s ad AY R AT RS AR AR A S A AR A A AR SRR
CNIel B OmBIAINIS: ..o irvmmnsosoes sl iss s it sdesiaa s ihgibikanse Doctor Notified on Admission: [Yes [INo
......................................... g_ mz_féj Name of the DOGIOT: ...........vveeeeeeeeeeereerssesreeee
................................................................................................................... TINE NOBIIET: ocvvvsssvimsimisssirissosimsivssinsssusasves satese
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ | Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: [ ] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ........cccocevvieneenininienninns Caesarean Section: CINo [ Yes Contraceptives: CINo [VYes
................... R e%eu_ls\fL Cervical Cerclage: INo [ Yes Vaginal Discharge: [1No [ Yes
Onset of Menarche: ........c.occcvevvevevcerennene. Ectopic Pregnancy: CINo [ Yes Post-Coital Bleeding: [ 1 No [ Yes
Menstrual Cycle{‘R/eg'ular [ Irregular | Myomectomy: CONo [JVYes Infertility: [ONo [Yes
Last Menstrual Period: ..........ccoccovveeeeennnne Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G .....ocoovvevevven P oceriecesrnnenenneens L ressmsrtsasnsonssmessnens Ao,
PIEVIOUS LSES: ..o ccusmnnmismmsansmsniarass sosas sevsssmsnssessensnsanmnssn
Current Medication:  —1orie [] Yes, If Yes, Fill the reconciliation form
Family His!orvgB‘Nﬁbnormalities Detected
1 Heart Disease 1 Hypertension ] Diabetes L] Stroke 1 Seizures [ Kidney disease
I Liver disease I BT vy isivosssinernsbinsesisitiostnis e smss s S0 s s N L A S A SV e e b s ks e’
1
Vital Signs / Measurements: Temp: Cil&)‘- HR: ..... 92 RR:..210D......
BP: ”16]9—/ Weight: .............. Height: «............. BMI: ...
Pain Assessment: Pain: [ 1Yes [ INo (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PTO)




HNH-00018639 1P26-00006871

Mrs ADABOINA VAISHNAVI
04-12-1.02 nvnn 130  (F)
or.
(i
General Appearance: [ y L1ill looking (] Anxious (] Agitated EIHNBLS: ... icvs i spismamrsnsiniins
Fall Assessment: ' Yes [ Alo Score ... (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: [1Yes }No/ ]3] Lo (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the followmg inform consultant
O Mobility problem O ~ Walking Problem (Q‘NU'ADnormality Detected
O Developmental Delay " Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: |_+To Abnormality Detected
LI Overweight LI Poor Appetite > 3 Days L] Needs Therapeutic Diet.

I Under Weight [ Diabetes Mellitus L] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
[ Calm & Cooperative [ Restless [ Depressed L Agitated ] Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single [(TMarried  CIDivorced [ Widow
2. Special Habits: Smoker: [ Yes Zﬁ Alcohol Abuse: [ Yes JNO/ Drug Abuse: [Yes Hio—

SOCIAI HISTOIY: LIVES WITN ..ottt ea e er et et e en e eaaeaees s e asene et e esse s eensaneertanneeasesennsensaneas

Orientation has been given regarding the following aspects:

Call Bell in Reach: =Yes [1 No Waste Disposal Explained:cms [INo
Infusion Pump : /EWes [ 1No Hand Hygiene Explained: (a’res' L1 No L1 Others

Above information given to ................... JfaLz/-f\W .............
Name of Person Orientation was givento: .......... V@ﬁ \Slr\s:m'\\// ............

Orientation not given Reason: ..............cco........ M .................................................

Nurse Signature: NOLQZ/«{ ......................
Nurse Name: .. V@QZ&MQ’LL,ZC?

Date & Time: /a—/e—/%@
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O, RAJANI KUMARI — Rainbow® . e
il e
OBSTETRIC TRIAGE ASSESSMENT FORM

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

Date: !%‘i%‘j&/é ........... Time of Arrival: .......|. L5004 Time Seen by Nurse: l‘LJG\QﬂVV\

1) Level of Consciousness: [ Conscious C1 Semi-Conscious L1 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 [J Preterm Labor/ Labor

L1 Decreased Fetal Movement 7 Spontaneous Rupture of Membrane / Leaking Water PV

1 No Fetal Movement L] Other REASON: ....c.viviieeiieeiectieiieiee et

3) Vital Signs: Temperature: éZg\:.fFPulse: ?Q_ RR: Lfl‘( Sp0,: CF?)’ BP: .[.J[,)‘%fWeight: .............

4) Gestational Criteria:

Gravida: G P L A
EMPE D GeStAlioNal AQRY s
Uterine Contraction O Yes W [0 NA | Onset Time Frequency:
Membrane Rupture [ Yes PrN’o [0 NA | Onset Time Fluid Color:
Vaginal bleeding O Yes (Q’N'o [0 NA | Onset Time Amount:
. . If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [] Yes ZNo | CINA Pain Abdomen / Vomiting
Good fetal Movement “TYes | CONo | CJNA It No specify:
5) Pain Screening: Numerical Pain Scale (NPS)
l | ] | | ] | l ] l |
| I | B! | | 1 | | | |
1 2 3 4 5 6 7 8 9 10
; : Worst
possible pain
% LOCANONS roisnins iomssie e e e v e o A S e S TR s S i S NS S e eSO e S e e aTwroais
o DUIEHONE - ntl s ssiasidissens sssvenasiat Days / Weeks/ Months (Strike out which is got applicable)
v B NAraC e s mm st e s T S el S B S S B s i N S SR S SRS P R B e S SN e
»  FIOOUONCY. .-vvvs Xassninis wf
I 11 =1L = R T T T e
6) Past History:
a)  SUNGBNOS: -.-vssssemnauessfssnasmy /’ ......................................................................................
b)  Medical: oovoorrrn ). N e
Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0)




HNH-00016639
Mrs ADABOINA VAISHNAVI
04-12-1902

Dr. RAJANI KUMAR]

BYTM13D

IPZG-ODOG“?‘!

Ity llmﬂllll

7)
8)
9)

Allergy:

one

Current Medications:

1 Chronic Hypertension
] Gestational Hypertension

C1 Diabetes

1 Prenatal Vitamin _—None
Prenatal Medical History:

[ Yes D/Nﬂ,/ﬁ Y B & ettt et ettt ettt et et en s e et et e e et ee e eans

O 11 e

[ Gestational Diabetes
[J Low placenta

O Ot

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

O
O

hers if yes, specify

Category II: Emergent (Time to Physician: = 15 minutes & Reassessment: Every 15 minutes)
Category 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)

Level 3
’m i "”' - < 30 minutes
Re-Assessment Every 15 Minutes
e Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Dtscumforts of
~ Labour / Fluid Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
gl Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
: Mild hypertension
e Hypertension > 160/110 PP
Hypertension Seizure activity and  or headache,visual | > 140/90 witvwithout
! i disturbance, RUQ pain associated signs and
' symptoms
; ; Atypical FHR tracing,
bt s + Abnormal FHR tracing
Fetal Assessment abnormal dopplers
' : Non-Fetal Movement Diseased fetal movement
' Others + Acute onsite severe + Major trauma » Abdominal/back pain | . Ongoing assessment | + Anything that does not
SRy oh abdominal pain « Shortness of breath greater than expected in |  from out patient clinic seem to pose threat to
+ Altered level of + Unplanned and pregnancy _ (for hypertension, blood|  mother or fetus
CONSCIouSNess unattended birth « Flank pain / hgrnatuna work) - Cervical ripening
+ Cord prolapse « Nausea /vomiting and | - Minor trauma (minor | » Out patient placenta
« Severe respiratory Jor diarrhea with MVC/fall) previa protocols
distress . suspected dehydration | . Nausea/Vomiting and | « Pre-booked visits (ie
- Suspected sepsis /or diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
S dysuria ,cough, fever, |« Assessment for version
chills) « Rashes

Time seen by Doctor: ................\.¥..

Nurse Name :

Date: . \k\%%% . Time: \‘)). S

Nurse Signature: .......:
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S e "] Chidren's | @ BirthRight
i fosprar | W@ prmemotes

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
L+ a.Yes [J b.No

2. TEND, RBASON ...ttt et e et e e e e e et e e en e e e e et e e st e eaeaene e eaee et eeneeeneeeteeeae e ese et e eaneeae e s e e aneens e e s e e e

3. Nipple condition:
a. Nipple well formed
0 b. Flat nipple
1 c. Inverted nipple
(] d. Short nipple

4. Milk flow:
1 a. Good

‘/E/b. Drops of colostrums

O c.Dry

5. Steps for Positioning and attachment:
[ a.Baby goes to the breast
(1 b. Mother always sits with a back support
[0 c. Ear-shoulder-hip should be in a straight line
(1 d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




6. Was the position explained:
O a. Yes
O b.No

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

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

e Vo (o111 (0410 (R

Continuity of Care: Date: ... l}\'—}— .........
D ASSess  Hre pt o adi Hon
2 Wil ave. <hackd @ 9o sdod
D Ve hatrX  aalotednd

D oM houly  DBE wdup

—
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Rai b . v g
INFORMED CONSENT FOR SURGERY OR ﬁhldt“; ‘E:!ILR'?JS%E{E
SPECIAL PROCEDURE ot et Tour it o3 Sae ety
Patient Name - ... M1, UWE‘OT\O\VF v Gender: CJ Male P’Female YR —— Sov -
UHID No HNH ....... e Ly S SRR Date:...‘.ﬁ‘...}.ft.l.?:&-. ........
Instruction: |

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

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.

| 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.

My signature on this form indicates that

1. Ihave read and understood the information provided in this form

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

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

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

5. lauthorize the consentto the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / ProCeAUTE: ............ccocvveeeieiiiiiicrieceee e ae s eaans
Consentee : Patient Attendant :

Signature : ...... GI\ \]CQSL\MU t .......................... Signature : ............... A\l Mm’]’gﬂ’

Name: .......: Ql\falg\'f\o’“ ....................... Name : A\\Cﬁ\@”\dmh\fﬂ“@‘/\ﬁ

Date & Time : lq’ :}[%@\QYV\ Relationship with Patient: ........... Cadhaun...

Date & Time :
Witness :

Doctor (who is talung the consent) :
Signature : . M C‘A.dzguq ................................. SIGAtUID & ..o ‘
Name : 'Y'V\..l ‘7LC?/ ...........

Date & Time : 1%‘! ]% ®.. 1 Date &‘Trme .......

Docu. No. : RCH /FRM / GLINICAL / 027
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Rainbow® ®

CONSENT FORM FOR GENERAL / Children’s .Eﬁtﬁgﬂlﬁ
IONAL ANAESTHESIA / Hospital T n iy

MONITORED ANESTHESIA CARE

" {authorize and give consent for anaesthesia

Patient Name : M%bA"Vm U»:.na.aﬂ ............................. .. Gender: MaleOO Femal yEl/

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

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesihesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not fee! pain during the opera’uon Drugs given through a vein and / or inhaled from an anaesthesm 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 dus to the following medical
problems and [ have sought necessary clarification on all my doubs.

O Heart disease 1 Hypertension [ Diabetes mellitus [ Renal failure

- [ Hepatic disorders 0 Shock J Multiple organ failure O Polytrauma / Renal Tubular Aacidosis

[T Incapacitating Cronic Obstructive Pulmonary Disease
0 y
3 Others : .. {M.&Yﬂﬁlﬁmﬂ,m}ﬂjéﬂh‘f ...........................................

Comments : ......[{.31n/.. €

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

[ hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient
Mx‘bg"Ma«MﬁMf the above mentioned operation / Diagnostic / Therapeutic procedures

Regional / O General Anesthesia / OO Monitored Anesthesta 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 concemns 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 thern before Consenting for anesthesia.

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



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

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

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

[ understand that the above mentioned consultant anesthesiologist or occasionaily a colleague deputed by him / her O
will administer the Anaesthesia.

- Pregnant:. B Yes ‘OONo
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THJS CONSENT

| declare that | have explained the nature of General Anaesthesia / RegionztAnaesthesia / 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 I have answered these.

Patient /Patient Attendant : Witness :

Signature : gﬁjﬂ‘& ..... &9\“?1 ............................ Signature : ..... A QMW

NAITIE : oveerersmmerssssessmmessssssssessesessmssssssssssmeesssssneeee Name : ’A\l@\@”‘d"m\w C—Eaﬂl&ﬁo
Relationship with Patient; F&W .................. Date & Time : 1}1}[%@1?%«

Date &Tlmelg“f 2 ety

Daoctor (who is taking the consent) :

Signatiire : .ovvvveenn! /( ...................

Name : &'W_ﬂ’%&” .......... | H
Date & Time : !ﬂ‘ff%fﬂmrf’f‘/
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]

. Rainbow® ] . e
Department of Anaesthesiology Children’s [ ] Blrtthght
PRE-ANAESTHETIC EVALUATION Hospital .w

It tzkes a kot t treat tha Kitle. Your RIght 1o a Safe Oelivery
Name: M'&(,A"Va&lfﬂf)ﬂ AT AGE: oo Sex: ﬁ" ..................... UHIDND  voveeeeeereeeseneseesemmesseseeemeneseeee
7 lﬁ]%’i)/{?z ................... Time: bf'fﬁ_&m\f Proposed Operation: é”n'lng ......................
0 )
DIAGNOSIS: vvvevereversrrassereseenssersresesee | N Y S CEY........ QM’@YTY ..................................................................................
B.P/CRT: .cvvremne HR: .. Weight: 62’ ASA Physical Status: D1u§{ O3 04 05
Laboratory Data: =

[1(TTvo1:1- RO & 1111 - | 1 O

Urea: Alb:

(] (7| o Total Bill: .oecevecniecrnianscrans

NS vurinerrerersnssssssraerssonanse 0118 11 LU Stress/Anglo: .cveeuenee.

R LDH: oniscemmnsrsesnnens 071 O

Cat 4! o AlKPhOS: .ocrnnisnsresrorarans

(1111 B S ATYIESE: ..covvirreirissssisinins

Bl =2 wormresmsrsmsrssssrasssmssasaseens 1630) 71311 N Allergies:AJ [
Medical History:  GVS:
RESP : N Diabeles : AGAL—
CNS : N o i T
Renal ; o~

Hepatic/GE:  — Admited v Polde $5 Aol

Physical Activity: NASTL 7

Others : v

Toiker rchmped afbn pdoug

Past Anaesthetic History:

Physlcal Exam:

Neck: @

Airway: MP 1@3 4 Mouth Opening: . Mentohyoid Dlstance:@

Teeth: oot~

lngs:  gae (@), shenr

Heart: X $ @

ENS: /

PregnantsC1Yes [1No CINA Venous Access Site :('*F)

Spine Exam for regional :

Anaesthetic Plan: Dmng,tzﬁﬁnum. DGAETT [JLMA

Peri-Operative Plan Explained to the Patient: c@’é 0 No

Pre-Operative Instructions:
1. DVT Prophylaxis :

2. NIL ORAL<

CURRENT MEDICATIONS DOSAGE

4. Paost Operative Pain Manageimen
5. Other Instructions:

Water / ORS 2Hnursj QotLpe —SPG

3. Informed Consen, = Standard O High Risk

1042
_——

Signature: ...... g/' .............. Name: gf'

Docu. No. : RCH /FRM / CLINICAL / 044

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

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

proras
Patcoire

Discussed with Patlent

....................................
AR RN R R vt aa i n AR

....................................
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Rainbow . . o
" | Ghildren's | ug BirthRight
ANAESTHES'A CHART Hospital BY RAINBOW HOSPITALS
1t takas a lot to treat the little. Your Right to a Safe Delivery
Pre Induction Assessment: P
Change in Patient Condition: [] Yes ');n{ Fasting Stamw
Physical Status: atient Identified L/"{ Consent Present d ,D/L(hart Reviewed
H.R: EZ]M B.P/CRT: N&[)+— [Sp0,: (ov'/ |RR: | €falen [ Last Feed: ¥ £ beoryo
; J £ = - . i o
Pre-OP Diagnosis: .LOM.... M{@MW Operation: ... &7 L& R Date : ..[2 [ ]x%.......
- z e .
Surgeon: .....&2¢r. GinaaA I, [?79@.? ...... Anaesthesiologist: - Sirnoa boed-Sn Technician: ﬁw&wv?
TIME b x.w ™~ L il
N,O/AIR/O, LPM _\ " v - M )
HALO /SO /SEVO | 4 Antibiotic
Drugs: i
OXyTveend [SMInD oJi
¥ Supfos!tor h
15 il m}wmk
=7
Blood Loss
FIO, /a0, e liop || 1=29)
ETCO, .
ECG NAH_[ I 1S o o
Trine Output NOTES
- | #2c F
£8
Eom
BP 240
vV Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniguet on Ti
TzumiquﬁznTh": 160
140
Throat Pack In
Throat Pack Out 120 pr s
100 -
80} =
60 :
40
20
10
0
280
LAB Values U
GRBS
ya Others
./?:/ Equipment Checked and Temp: Induction Regional:
,_,z/ﬁmﬁmal ] HME [ Fluid Warmer Ow 1 Inhal Extremity Specify: ..
BP [] Cling Film (] OH Warmer ] Pre O, 1RSI M [] Epidural E] Caudal
" emsie. IV | Ow C] Cotton Wool C] Others f Others &’I vSL
rt Site: .......... [ 4+Dth
/QKG Lead /g\ujﬂ/ " ) Mask | [)SGA Poson: s 7 ‘T
O Tem Site Times: ‘, 2 ] Airway ] Oral [_] Nasal -
LS
O FIO, Monitor Anaes Start: ... 4% 22 PYYY ETT# s i cm Needle Size: zceggo) Dept .
O 3 !
O Agent Monitor op start: 1L LS O Oral [INasal [ Cuff Parasthesia [ Yes \_;w(

,_.’Z/gﬁlse Oximeter OP End: . o?j 5{ - F Tracheostomy [ Topical Catheter at skin .............,cm ~
|| Capnograph Leave OR: Q‘.MU m... LI Drug: Drug Name & Conc< ? g\LF\J | C i AAA
] Ventilator Anaesthesia: ] Awake [ Direct Vision Bolus: . " L
B Nervesylulatur [ GA (] Video Laryngoscopy [ Stylette / Bougie Infusion: . . P— T j

< | L Mapitered Anaesthesia Care L1 Fiberoptic Block Level: . W{Jr
Pogition: . A [ Tegional Blade#
Pressu Pomtschec\ked Dty WhY? N Comments: .
Line (Size & Location) I;agspﬁnazmn to
Eye Care: L TR Nl T PACU  [JICU [ Other
g Oint O] Semi-Closed Gircle Relaxant Reversed (] Yes (] No \g«
Tape /
‘/thding g gxs;d s Name of the Doctor :. @,, ,., N\
1/
1 Awake Signature of the Doctor :.. o
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Dr. RAJANI KUMARI ==

o,

¢ wws saeeeme - -.ew-- GARE UNIT RECORD

Received in PACUbY : ....... g«.»‘/l a\ﬂ"(m\

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

Time Received : .........=.. PM .......... Time Discharged : .......... G\ ..... BJ \%

250 250 i
= 260 IV Cannule BB 2 coiiinsisiiimiimmiin
Py 230 230 | [] 0, Mask [] Nasal Prongs
> jfg gfg [] Tracheostomy ] T-Piece
@ 200 200 | [ Oral Airway (] Nasal Airway
o 190 190
o ;|
180 180 -
§ 170 170 | Vomiting : O Yes [ A Drug: }W‘{.&y“\"(
= :gg :g NG Tube : O Yes [0 LI
v gg :433 Drain: O Yes 2fio
A 120 T~ 120 | Urinary Cameiery'@s ] No
110" 4 110 P,
§ 100 \ 100 | ChestTube: [ Yes #TNo
= 90 90 -
g s 23 N 80 Nil Oral [] Yes []No
70 70 i
IV Fluids: . Al
60[ J) | 'Ll/ 60
o
% sol W1 T4 50 Oral FEeds: .......cvvvrevenn. QBM S
o0 40 40
v 30 30
20 20
10 P i 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 out SCORING INTERPRETATION
Able to move 4 extremities voluntary or on command =2 . . s
Able 1o move 2 extremities vulummw or on command =1 ACTIVITY 9 A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 ‘ (),— 2 Discharge
Sh’pa to deepl ﬁre::m:{i ll:houqh freely = %’
yspnea of limited breathing = RESPIRATION . : E o
Apneic =0 -1 pe Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 i H tninnm.
space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION
BP =+ 50 of Pre Anaesthetic leve ) =0 Q‘“ 2 /Z/ 21—
Fully awake =2 2—
Arousable on calli =1 CONSCIOUSNESS
Not responding 2o a- |2
Pink =2 -
Pale, dusky, blotchy, jaundiced, other =1 COLOR
Cyanotic e =0 __ N Loy
TOTAL | 19 @f\o
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
\Es 1 Y| 2P @) D rg—;
- ——t
oy UWmn!| © nh £

YW\t 0

N A ;

SPm

q

Pain Tool Used: [ NPASS [1FLACC

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

("] Wong Baker

CINPS

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

Transferred to Unit by (PACU): . 3\&4}%—(3@{
Date & Time: . Y)\’r?\/?\c




e
Rainbow® . ey
Patient Sticker Children’s (L BirthRight

Hospita] . BY RAINBOW HOSPITALS

1t takes A ot T trext the Itle, Your Right to a Safe Delivery
Depariment of Anaesthesiology
EPIDURAL ANALGESIA REGORD
(171 OO TIME: oovevrrereereaseranes ProCEAUTE dONB DY ....eceeeeeeeeevereees st sen e esssn et st sesensasssnans
CSE /Spinal /Epidural Position : ....cevvemeneee SPACE [ rreenn e e Technique (LOR/LOS) ....ccoceeneee
(1] Catheter at SKIn: .....ccccoeeeveviennens S ARBRIPES | e rsn e
Parasthesia : YES/NO if YBS QEIAIS : ....oecieevereivrnsienresinisssenissiisenrssessnsesssssrsssnsnsesssrssssrssvasssssssssssavasasssessens T
SOIULION COMPOSIHION : .veveevverrieriecrierest s s serraessestessressesessesssseressssnsassrrsessstebastesmsnassnssssbsssssasasnsnssessss e sunasnsenernstsssssassassns
Any other issues : -
P
D) et e esaseseases v errenraatassares Jereessassetsteseasssstenssaeareseas et trae et s eat st se e aert st n R nranees

Infusion Rate Level Maternal
Time @mimr) | BOs D) | jon Rignt | Bp [ Puise| FHR Comments
] o

Delivery Details :  Time @ coeoveveereecvenneens APGAR: ... SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA : ....ceveeeeeee st creecrsicsnsniesssisssssissssisssnersenssesersssaessesesasisrersessorss revesrersavearrenee
Patient Satisfaction : .....cccccvvrrircir i e ess s GeaseesresninsiasaestestetrasieEsa rha A eSS e R e AR S e O P ba RES TR A SRR ORE
Discharge /Shifting ordered by
DOGIOF SIGNAMITE! w.rcvueoeeacrersniesesnssiemisesiessosssscmsssesssssassssons
DOCLON NAME: ...cceeceirnrcriniecsnssnsnanenessnssnsrserssnsenssssnsssasranss

D111 00 ] 1111 AR




P & " Rainbow Childrens Hospital-Himayatnagar
Ra[nb’f)w . 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 ™ "2" TEL NO 04048 000
- WEB : https://rainbo Wy opages P28
0000
e
Or, RAJAp KUMA:.’ Ym 13D (F
GENERAL CONSENT FORTRE || M
Patient Name: Mrs ADABOINA VAISHNAVI Age : BYTM 1o
IP No: IP26-00006871 Sex: Female
Consultant: Dr. RAJANI KUMARI Ward/Bed No: 4F -OT/PDA-412

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

urance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"l am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines”.

Note:

1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of failing the submission, | will pay 200/- Rs.

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient/Relative:

/Nﬁa: &N Gt J/3 ~eN Patient Address:
b i HNO 2-3-523/16,MINISTER ROAD,
f?e'/a""”smp' Brlothes KACHIGUDA Alexander Road
Date: Time: Hyderabad Telangana INDIA 500003

Wittness Name: ’

NS
Wittness Signature: F

Printed Date / Time : 17/07/2026 12:56 Printed By : 015898 Page 2 of 2
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:’tifﬁ\if‘\"\'\iif\i\i\"\\\\\\\\\\\\\\\\\\\ BILLING POLICY

® Billing cycle: - With effective from 1% January 2020, Our billing cycle to be start from 12 PM to 12 PM,
Settlement post 12 PM, room rent will be charge for half day extra & post 6 pm, it will be charge for full day.
Less than 24 hours stay will be considered as one day.

® As per the GOI guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through Card
tpaln the event of TPA/ Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA’s / corporates won’t be applicable.

® [f the surgery / scans performed in Emergency hours (8pm - 7am), public holiday and on Sunday will be charged
TPA processing charges Rs.720 for every TPA route cases.

® All charges vary as per Room category, except Pharmacy and consumables.

® We follows a “No Discounts Policy” kindly cooperate.

® No Duplicate/Second copy of OP OR IP bill is issued.

® [CU/Ward Charges DO NOT INCLUDE - Air Mattress, Monitor, Consultants/ Specialty Doctors Visit,
Infusion/syringe pump, Ventilator/C pap, Oxygen, Investigations, Procedures, Consumables, Medicines or any

o other bedside equipment’s/devices etc. (Detailed list can be taken from billing department).

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim
Bill shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based
on actual update taken on the day of discharge. It is requested that patients/attendants inquire daily about the bill
amount from billing section and pay the outstanding as on that day.

Patient bill outstanding should not be increase more than 10,000/-

You are requested to clear your outstanding amount on daily basis before 12 PM.

MODE OF PAYMENT & REFUNDS

® We accept payments by cash (up to Rs 1,99,999/- only ), cards, online transfer and Demand Drafts.
® All refund more than Rs.2,000/- will be refund through NEFT in three Bank working days.

O 1 B HON N\ gl }L\b\”&’

Name & signature of Patient/Attendant (Signature of Admission Desk executive)

NOTE: Self - attested Govt. ID proof is mandatory whosoever is signing the undertaking.

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

Registered Office: Road No.2, Banjara hills, Near Hotel Park Hyatt, Hyderabad - 500 034, T: +91 40 2233 4455.
Corporate Office: 8-2-19/1/A, Daulet Arcade, Karvy Line, Road No.11, Banjara Hills, Hyderabad - 500 034.
Branches : BANJARA HILLS - T: 2233 4455 | VIKRAMPURI - T: 4246 2200 | KONDAPUR - T: 4246 2400 | MADHAPUR
-T: 6464 2020 |KUKATPALLY - T: 4246 2300 | L B NAGAR - T: 7111 1333 | MARATHAHALLI, BENGALURU - T: +91 80
7111 2345 | BANNERGHATTA ROAD, BENGALURU - T: +91 80 2551 2345, HIMAYATNAGAR- T:- 40 48873000

CIN: U85110 TG1998 PTC029914 email : info@rainbowhospitals.in www.rainbowhospitals.in
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NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)
A L l Y — s
PatientName: .~ U5 Vaushnalll Age: ’f\I‘y{"‘ " Gender. I < made
UHDNo: TV " 00CTHO 3™ oo Q6-0000487 bae: 7 [T ]26Gme 12 20 P
Diagnosis: €M LSS C"‘)
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name  Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI ‘OOqu 0d
2. | Morphine Sulphate Inj. 15mg/MI \qh__
| 3. | Remifentanil Hydrochloride Inj. 2MG Sy B
“| 4. | Remifentanil Hydrochloride inj, 1MG e
Sty
Doctor Name: n Doctor Registration No: %M
)
Signature: (_},F m/\ 9 u’
7 -
o (
oy NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed
: 26 -0oop 68 71 17 1719
IP Registration No: (\) Date: ’/°(J ...............
Aadizar No, of the Patlent (OptonaD s o s et Sty o s sbroboeravissves
e 1. | Name: J 49"5 . Vau shnairt Remarks
_ Ao Rtes o R T
2. | Complete postal address (with contact number, if any) (b
3. | Brief description of the illness £ -MESCS
4 Whether registered with any other registered medical practioner / ‘
" | recognized medical institution ( If yes, details of the recorded) _N 0 z
5. | Details of essential Narcotic drug dispensed 3 Qt/‘t—h"’\H /
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
=1 f 2 Patient Attender
|:7”'% -] @, W \ \AAGAY
n U 0 \ N
DiSpelBEtY INAME BAD MIO.) Lot onqiomss sty sy s T iR e MRS e xS A o Signature: .......... P e 1

U Tallawr 007921 U la

Hecaived bl iNante BAD N0 (v f i s isminsn, e v stk s 75 A v Signatures 2 b Ky aevins

S e e Ry
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18 takes & k% to troat the itle, Your Right 1o a Safe Delivery
NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)
Patient Name: ) Age: vl . Gender: | v |
UHID No: Atz Ay PNz et o Date: yoy ] "a_/ Time:
A BT als, . f=1 12§ 28 -
Diagnosis: £ iA Tk e
" PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI E 0 o oA
2. | Morphine Sulphate Inj. 15mg/Mi o =
3. | Remifentanil Hydrochloride Inj. 2MG by
4. | Remifentanil Hydrochloride inj. 1MG T~
Doctor Name:! ¥ 5'-""‘TV" Y Doctor Registration No: ( : .
A >F5 219
P / 1IMA A P
vk |/ (MG
\ W 7
{
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: .......... 000 L5 B o Date: L3 ST LDL...oinniiiniss

AadhagrNo. of the Patient (OpUONAE; s ar wnys st v eier rettonsaiisssivais ssvssereiisrsass

1. | Name: ' res Remarks

2. | Complete postal address (with contact number, if any) f

3. | Brief description of the illness

Whether registered with any other registered medical practioner /
recognized medical institution ( If yes, details of the recorded)

5. | Details of essential Narcotic drug dispensed

Signatﬁre / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
i hex b 22 O
Dispensediby (NN & DIND. )= i1 v uasismmioines it donsmy s s g O e e et o s s biaa s s vk s SIS - civnser oot gt emtustees
i ia 3 ' ) {
Received by (Name & ID No.): ..,.{........:'.-r.’..i.‘:.flL}'.' ..... BERT R s Signature: ............ L ANREAL-. -
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Docu. No: RCH/ FRM/ CLINICAL / 133
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