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ESTIMATION SLIP G
Date : %_//4. Y. UHID / IP No. : £z SINe. 1671

Name of Patient : Myge D1.Cy ,f/ (e pri Age: ), . Gender: I

Father's / Husband's Name : __ |} . @/A wl Corporate / Qccupation :

Address : 2 Phone C Q[F £ etacry 2 El*&ll -

Procedure / Plan : AID “ (¢ ( EDD/Dos:

MODE OF PAYMENT : D,SELF D TPA™: [ ]GIPSA:
TARIFF INFORMATION :
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
L
-aared Ward
Twin Shared Ward
Private Room e | S e { Le22\lF
ot y SRR 4
Super Deluxe Room a
Suite Room _
Package includes Room Rent, Nursing ?harges, Room Rent, Nursing Fbarges,
Pukspesa ot | Pl SugeFecmad. | Dosers s St o
tifme of admiesion) Anesthetist's Fees an Charges
. Length of Stay for : Length of Stay for : -3 ) “i
Pharmacy up to Pharmacy up to , o /71 - L,.
Investigations up to _~. | Investigations up to S B
{ EER T VI = =
Others pnet! o by Loy S B " 5‘3 e
Neonatologist Charges: [ | Covered [ _|Not Covered "Epidural / Entonox : D Covered D Ngt Covered
Htlal Minimum Deposu q/J Asl W‘*; Fi's f\ﬁ' oL A”!n AL W

.MARKS : o | /

1. Room eligibility Vpum{y subJec‘l to TFA apprdval M hgﬁc{a Room Tafiff starts’ ﬁé;n tge dmt’ oi’ad;glon The estimated amount may Change agcording to duration
of stay, medical condition, investigations, pharmacy and any other procedure.

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

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

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

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

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

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and o 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 Non-working hours and Non-working days (sundays and public holidays)

DECLARATION

1

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

other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
1 prpm{he to se\lrle the hospltal bill with the hospital without any ambiguity.

Slgnature of the Client

Signatory Relalinnship

Signature of the financial Counselor







HNH-00016383 1P26-00006788

Mrs DR SUDHARANI lu:A:lz o ® Rai t?% .
18-08:1084 “ny = dinbow R . -
Or. THULARANDUS SRR o) J Children’s @ BirthRight
1 AR A Hospital _ | | zremosmas
It takes a lot to treat the littie. Your Right to a Safe Delivery

SURGERY DETAILS

Date 57/7/25 ................................
Patient Name: MISDPSLM&MLWBLW: Date of Birth: /5. =28 TE .. Age: .4.LY7s....
gender: . Femcide............ Ward : ... e UHID No.: HNH.Z000(63.2.3.....
Date of Surgery: . 2L 7/26 T70T-1 CJOT-2 [10T-3 (] 0T-4 [JOBGOT-1 0BG OT-2
o Name of the Surgery : @\ec_\'{’\;e_ ........... \SCS ..............................................................
5

Timein :..... ]0’5@ﬁhﬂ ........... Time Out Jil{‘r}pﬂ; ..................

1. Surgeon e N B OUBEC e e
2. Anaesthetist QIWMKD}MO 2o I

’ . e
4. 0T Technician : 573 ........... gfrpallﬁ\/l ......................................................

™ 5. Circulating Nurse &’NM,SJWCL ..........................................................................
. 6. Assistant Nurse 51\71@/@’&6:0\ ....................................................................................

Special Equipment:  [] Laparascopy ] Broncoscope 1 Harmonic [] Morcelator
[] C-ARM 1 Cystoscopy _ Versa Point ] Liver Cusa
] Neuro Cusa R
\/) /
oL Nt
Signature of the Surgeon Signature of Circulating Nurse

Order No: C?/‘ﬁﬂﬂzﬂﬂ/zaég ....... Order by: Cgf&/@/é ........... 7/"?/.25 ‘0

Docu. No.: RCH - /FRM / GENERAL / 114 /2‘ 3 Z}D
%2 ,
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HNH-00018383 1P26-00006788

Mrs DR SUDHARANI BUSANI 2

18081984  H1Y1OM21D  (F) Rainbow®

Dr. THULABANDULA SANTHOSHI B l Children’s Bi l'thRI ht
AR ORI I|| CONSUMABLES OF 0T flosetal. . i g

. Technician : @ .......... m ....... Date : ..... ?#2 ),é ........ 1 U5 (o e

chulatmg staff .........6 :
Anaesthesia Disposables woved Y usea | Surgical Disposables — Disposables (Baby Side) | OV
ET tube Major Pack LA ( Q OJ/ Inj Vit.K 1//
LMA . /| suures D20 J304 | | fpCord Clamp il
ECG leads : A/P/N O'"?)/ Ff{u }bﬂ/ fgé g 8 'O\ __~ Suction Catheter .
HME filter : A/ P /N i N QQ,M«L, A _|Feeding Tube o,
Syringes : 10 cc ﬂ?// » | Vaccum SuctionSet B
05 cc 2 Goves SC4 (< fog(/Surgical Gloves G ¢ 6 1 o
02 cc 33"1—7 ~ Encore 8] e el Gauze Pack j@*f(‘(O hl//
01.ec 10 Suvqiag 7-0 O/]'/”Synnge yn’ / 2mi P L
Cautery plate : K/ P/ N " LiSurgical blade” Q9 6 | rgical Blade # 20 o)l
IV set |_NG tube Koochies (S) y
AL A 1 Cautery penil Jo L Fntowe < [l
@\ NS : 10mi/ 100mi / 500mi 1000mi J'|_A Koochies Kyl Tot 1 B g
HPSRE L£) |_{ Ointments | Gé- poo o2 2667 BRY
O ma_,g\{&( A :;Ql/ ~Suction Catheter -7 il
Fentaflyl 7] | Cap, Mask 16410 ,
Morphine % | Gauze Pack ?@K:,O b
Ketamine Mop Pack 7o |
Propofol Steristrip vl
Rocuronium Underpad 'Q&y/j
Glycopyrolate ol + Draw sheet -
Myopyrolate [~ | Abgel %
Ondansetron -~ £ ) A Foleys catheter ik
Pencan 25g/ Spinal Needle 22 ol ag
Bupivacaine 0.25% * T Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) ﬂ”] _{-Romodrain bag
Antibiotics ; Bandage
OXIDN (O Tegaderm \—T
Suppoéiﬂ)ries ‘ loban o~ 4
Anamol : 80mg / 250mg / 170 mg Double J Stent Pl
Supridol : 100mg s © \ 7| Vaccum Suction set {O‘}//'/
Justin : 12.5 mg / 25mg / 100mg | /| Plastic Bed Sheet {A-Dxp (epl
Tab. Misoprost : 200mg £\ Betadine Solution 5&7(
Tsanana O Microshield A¥D
PPV o1 estontas B
o A e 1o o 4
A - " | Ramdione Scrub :
Saral

Surgeon Anagsthesiologist Nurse g %Z OT Technician
Order No 0?5-@%702@@35 .2&2{9&; Ordered by : g 2L\ g R T

Doc. No. : RCH/ FRM / GENERAL / 125
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. ® Rainbow Childrens Hospital-Himayatnagar
Rainbow @
Children’s = . . , . .
Hospital ginhie 1 Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Rainbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
. Telangana, INDIA ,500028.
040-48873000, info@rainbowhospitals.in
A
i3
(TR
ELECTRONIC MEDICINE PRESCRIPTION
MRN ' HNH-00016393 Name + Mrs DR SUDHARANIBUSANI
Age [ Sex S A41Y 10M 21 D/ Female Boctor + Dr THULABANDULAISANTHOSH! SHALINI
Adm/Reg Date/Time : 09/07/2026 08:44 Payor . SELFPAY
Otder Date 1 08/07/2026 12:59 Ordernumber  : 26-0000212087
Visit ID : IP26-00006788 Ward/Bed No -~ 4F -OT / PDA-412
Patient Address . FLAT NO:110,ARK APTHA APARTMENTS ,SHIVA SAI NAGAR COLONY ,KARMANGHAT Mecrpet, Hyderabad,
Telangana, INDIA, 500097
S.Ntd Description Gencric Name Dosage Route / Frequency Duration Ins:}uctlon Qty Status
1 (ggét[’,g"é?m PAD (BIG) ABGEL 1 Nos I Once Daily 1 Days , 1 Nos Dispensed
2 MOPS 30X30 BPLY 55 X-RAY |MOPS 30X308 PLYDATT |1 Nos { Opee Daily 2 Days H 2 Nos Dispensed
DISPOSA P Dl SABI PPRO "
3 S!I'EER!EE gtﬁ APRONS ST?EZ?LQXII:E APPRON 1 Nes / Once Daily 4 Days ‘ 4 Nos Dispensed
GAUZE PACK STERILE GAUZE PACK STERILE " Partially
4 |1ox10x12 PLY 55 10X10X12 PLY 5 PACK |1 VoS External / Once Daily 1Days i 2Nos|  pycpensed
5 EE{Q%%%??:;SEMMEJ 1 Nes External f Once Daily 1 Pays 10 Nos Dispensed
6 ONDOKIND INJ 4 MG 2 ML 1 Nos { Once Daily 1 BDays 1 Vial ispensed
L Py 1Nos External / Once Daily 1 Days 1Nos| Dispensed
a BIOXAMIC 500 MG INJ 1 Ampufe External f Once Daily 1 Days 2 Ampulo Dispensed
9 ?SE;EPREP SOLUTIONS 1mh f Once Daily 1 Days 1 Nos Dispensed
10 VACCUME SUCTION SET 1 Nos External ! Once Daily 1 Days 1 Nos Dispensed
1 ‘&g?g SUPPOSITORIE S 100 1 Nos External f Once Daily 1 Days 1 Nos Dispensed
T ::SES&ESL(!A%%E‘[[J)RGICAL KSSE.E LLED PLATED 1 Nos External { Once Daily 1 Days l 1 Nos Dispensed
13 MONOCRYL 3-0 NW 1326 MONOCRYL 1326 1 Nos { Once Daily 1 Pays f] 1 Nos Dispensed
14 :z‘:g’ér CHROMIC CATGUT Ei?gb’:{ g&gﬁglc 1Nes { Once Paily 1Days ” 1 Nos| Dispensed
15 EYSIOMCJN (OXYTOCIN} INJ 1 Vial Extornal / Once Daily 1 bays 6 Vial Mispensod
16 DSYRINGE SML.[NIPRO) SYRINGE SML 1 Nos External f Once Daily 1 Days 3 Nos Bispensed
17 |Encore Microptic gloves-6.5 1 Nos / Once Daily 1 Days 1Nos| Dispensed
18 SGLOVE # 6 (SURGICARE} SURGICAL GLOVES 6.0 ]1 Nos Extornal f Once Dally 1 Days d 1 Nos Dispansed
i
19 BCV-INTRAFIX SAFESET 1 Nos 1 Once Daily 1 Days ! 1 Nos BPispensed
- . |
20 Eﬁ;’;‘gs‘( ILAYER FACE MASK 3LAYER |1 Nos Extenal { Once Daily 1 Days J' 10Nos|  Dispensed
!
21 }fgg&’éﬁ%ﬁg@f" 1 Nos { Once Daily 1Days i 1Nos{ Dispensed
22 DSYRINGE 1ML (NIPRO) SYRINGE 1ML 1 Nos External f Once Daily 1 Days n 1 Nos Dispensed
23 ETHILON 1 NW 3348 ETHILON 1 NW 3348 1 Nos 1 Once Daily 1 Days 1 Nos Ihspensed
24 SURGICAL BLADE 22 SURGICAL BLADE 22 1 Nos External { Onco Daily i Davs TNos| Dispensed
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L Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children’s .
: amhm,m Rainbow Children's Hospital, Door no. 3-8-267, opp. Cafe niloufer, Old MLA "
Hospital
quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in ‘
ELECTRONIC MEDICINE PRESCRIPTION
MRN » HNH-00016393 Name : Mrs DR SUDFHARANT BUSANI .
Age | Sex P 41Y10M 21 D/ Female Doctor 1 Dr THULABANDULA SANTHQOSH! SHALINS
Adm/Reg DatefTime : 09/07/2026 08:44 Payor : SELFPAY
Order Pate : 09/07/2026 12:59 Ordernumber : 26-0000212086
Visit [D © 1P26-00006788 Ward/Bed No : AF -OT / PDA-412
Patient Address ¢ FLAT. NO:110,ARK APTHA APARTMENTS ,SHIVA SAI NAGAR COLONY ,KARMANGHAT, Meerpet, Hyderabad,
Telangana, INDIA, 500097
S.No Rescription Gencric Name Dosage Route ! Frequency Duration Instruction Qty Status ]
NORMALSALINE 0.9%
1 NS 100ML ACCULIFE - EH SODIUMCHLORIDE100M §1 mL { Once Daily 1 Days 1 mkL Ordere
LCLO
2 THEMIPYRRNOM 0.2MG INJ 1 Nos External / 10 AM 1Days 1 Nos Ordered
3 ?:é’sggréSlJPPOSITORIES 1 Nos External / Once Daily 1 Days 1 Nos Ordered
4 Eﬁgg%s‘gg 60X90 10's Pack 1 Nos Externalf 10 AM 1 Days 2 Nos Ordered
5 ?&%ﬁf;gfyssgemm ?&LJ‘%E(F;SFYSST;EEE‘E 1 Nos Extermal { Once Daly 1 Days 1 Nos Oydered
6 g[rg\ﬂéiix?_ Mrl{é%ﬂj?\,i\l 1 Nos External / Once Daily 1 Days 20 Nos Ordered
7 ngV&NLANZ SOLUTION 10% 1 Nos External/ Once Daily 1 Days 2 Nos Ordered
8 ADULT DIAPERS-XXL 1 Nos External / 10 AM 1 Days 1 Nos Ordered
9 SGLOVE # 6.5 (SURGICARE) [SURGICAL GLOVES 6.5 |1 Nos External / Once Daily 1 Days , 2 Nos Crdered

Dr. THULABANDULA SANTHOSHI SHALIN{)

OBSTETRICS AND GYNECOLOGY
Reg No : 61026

* This decument Is just for reference purpose only. Nat to be considered as primary report.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 09/07/2026 13:41 Printed By : GUVVALA VIJAYA SUSHEELA

Page 1 of 1
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Rainbow
Children's
Hospital

Rartilire

MRN

Age | Sex

Adm/Reg Date/Time
Order Date

Visit ID

Paticnt Address

Rainbow Childrens Hospital-Himayatnagar

st 4t Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA

quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in

s

ELECTRONIC MEDICINE PRESCRIPTION

HNH-00016445 Name . Baby Of SUDHARANI BUSANI
*0YOMOD2H/Female Poctor 1 DILNAAZ FAROOQUI
09/0712026 11:33 Payor SELFPAY
- 09/07/2026 13:03 Ordernumber  : 26-000021208% .
IP26-00006792 Ward/Bed No

AF -OT/ CRDL—-HNPD{\~412—1

. FLAT NO:110,ARK APTHA APARTMENTS ,SHIVA SAI NAGAR COLONY.KARMANGHAT; Meerpet, Hyderabad,

Telangana, INDIA, 500097 i
i

S.No Description Genoric Name Dosage Route / Frequency Duration lnsmi?ctlon Qty Status

1 Llﬁ?Aﬁd[é%h;tg.;\RE 1Nos External / 10 AM 1 Days a 1Nos| Dispensed
2 ?6“;‘:%5? ZA'S[{(YSJSER“E ?{?XL"!%E(:;AEFYSSTFE‘E(‘%KE 1 Nos External / Once Daily 1 Days ’ 1 Nos Dispansed
3 Encore Microptic gloves-6.5 1 Nos ! Once Daily 1 Days :l 1 Nos Dispensed
4 DSYRINGE 1ML (NIPRO) SYRINGE 1ML 1Nos External | Once Daily 1 Days y 1Nes| Dispensed
5 SURGICAL BLADE 20 SURGICAL BLADE 20 1 Nos External / Once Daily 1 Days ! 1 Nos Dispensed
6 INJEK INJ 1 MG 0.5 ML 1 Nos / Once Daily 1 Days 1Vial| Dispensed

DILNAAZ FAROOQUI

* This document is jus! for reference purpose only. Not to be considered as primary report.

e,

* This prescription is valid only for specified duration,

* Do not refill medicines.

Printed Date/Timo : 09/07/2026 13:45

Printed By GUVVALA VIJAYA SUSHEELA

Reg No : 56763

Page 1 of1
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Rainbow® | &

¢ Children’s BirthRight
t)»\ Hospital . BY RAINBOW HOSPITALS
\{/ Your Right to a Safe Deane:y
Name Mrs DR SUDHARANI BUSANI UHID HNH-00016393
Father/Guardian Mr RAHUL VANAMA Age/Gender 41 Y 10 M 21 D/ Female
i FLAT NO:110,ARK APTHA APARTMENTS ,SHIVA SAI NAGAR COLONY KARMANGHAT, Meerpet
Address Hyderabad, Telangana, INDIA, 500097
IP No IP26-00006788 Admission Date 09-07-2026
| Ref Doctor Self
I Discharge Date 12.07.2026
DISCHARGE SUMMARY
™~
j Consultant:
Dr. THULABANDULA SANTHQOSHI SHALINI
\ MBBS, MS OBGYN
| 61026
|
‘ Diagnosis: G2A1 WITH 3971 WEEKS WITH GESTATIONAL DIABETIC
MELLITUS ON ORAL HYPOGLYCEMIC AGENTS WITH ADVANCED
MATERNAL AGE WITH UNSTABLE LIE FOR DELIVERY
ELECTIVE LOWER SEGMENT CAESAREAN SECTION DONE ON 09.07.2026
' History:
LMP: 11.10.2025 Obstetric formula: G2A1
- EDD: 14.07.2026 Gestation at admission: 397! weeks

Obstetric History:
. G1 - 2024 - Missed miscarriage at 5-6 weeks, MERPC done.

. . NDAPU HANAKRAMGUDA
y A DAPUR OUTPATIENT CLINIC ‘ FI SECUNDERABAD KONDAPUR L B NAGAR
uuuuuuuuuuuu LAR BANJARA HILLS HYDERNAGAS KONDAPUR OUTPATIENT CL b g sl 2 e 3840 - 7111 1333 Lmarge 0406

@ 1800 2122

@ www,rainbowhospitals.in
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Name Mrs DR SUDHARANI BUSANI UHID HNH-00016393
IP No 1P26-00006788 Admission Date 09-07-2026

G2 - Present pregnancy, Spontaneous conception.

Medical History: Nil

Surgical History : Laparoscopic Myomeciomy in 2002
Family History : Mother - T2DM,Hypothyroidism.
Allergies : Nil

Antenatal Details:

Mrs DR SUDHARANI BUSAN! was booked to Rainbow hospital at 39+ lweeks of
gestation. She had regular antenatal checkups and investigations elsewhere.
NT scan was normal. Double Marker showed Increased risk Trisomy 21.
Deranged OGTT, hence started with T.Glycomet 500 mg Twice daily, TIFFA was

normal, Fetal 2D Echo normal, Steroids were give at 27+ weeks for fetal Lung
maturity. She was diagnosed with Moderate Anaemia for which Parenteral iron

therapy was given at 3471 weeks. Growth scan on 04.07.2026 showed
Singleton pregnancy, 37 weeks, cephalic presentation, AFl- 13 cms, Placenta-
posterior, upper segment, Grade 3 maturity, EFW-3.034 Kg (46%) AC (63%).
She was admitted for elective Lower segment caeserian section on 09.07.2026.

Investigations: Enclosed.
Blood group: "O" Positive

Management: Course in hospital:

At admission on clinical examination the vitals were stable, uterus was relaxed.
Fetal well being was confirmed by an admission CTG which was found to be
reactive. She was prepared for elective C-section with indwelling Foley's

O

Uy

O




Rainbows | @ BirthRight
®

Hospital BY RAINBOW HOSPITALS

Your Rightto a ‘.’;afe Delivery

Name Mrs DR SUDHARANI BUSANI  UHID HNH-00016393

IP No IP26-00006788 Admission Date 09-07-2026

catheter and IV canula under aseptic conditions. Written informed consent for
surgery taken. Preanesthetic check up done. Anesthetic premedication (IV

Pantop and Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV
given. Patient shifted to theatre.

Surgery Notes: \

Under spinal anesthesia she was painted and draped as per hospital protocol.

Abdomen opened in layers. The parietal and visceral peritoneum carefully

~ opened after identifying the urachus. Bladder was reflected. A Lower segment

curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut

and cord blood collected for blood grouping and Rh typing. Baby handed over

to pediatrician. Placenta delivered with controlled cord traction. Uterus closed

“ in layers. Bilateral tubal ligation done by Modified Pomeroy's technique.

‘ Hemostasis secured. Instruments and swab count checked. Rectus sheath

closed. Skin closed with subcuticular sutures. Wound dressing done. Vagina

cleaned with Betadine solution after expelling clots. Misoprostol 600 mcg given

k per rectum as prophylaxis against Postpartum hemorrhage. Patient was shifted
out of theatre to post operative recovery room.

]

Delivery Details: '
Date : 09.07.2026
Time of Delivery : 11:15am
1 Type of Delivery : Elective lower segment caesarean section
. ™ Indication : Unstable lie
: Anaesthesia : Spinal

AR BANJARA HILLS & NABL rine HYDERNAGAR 1A KONDAPUR OUTPATIENT CLINIC Acermdited | SECUNDERABAD (NABH Accradited)  KONDAPUR b
HIMAYATHNAG A + 5 . P argency 3 DA - 424 Emergency 3

L B NAGAR (MABH A e NANAKRAMGUDA

=] % 7 Lmargency 3 040 733
040 - 4246 2200 Emergency 7 Lmargoncy 3

31009 25516 Emurgency 3 040 - 4245 2300

4246 7400 Emergency J 040 - 7111 133

® 1800 2122 ® www.rainbowhospitals.in
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Name Mrs DR SUDHARANI BUSANI UHID HNH-00016393

LI -

IP No 1P26-00006788 Admission Date 09-07-2026

Baby Details:

Date : 09.07.2026
Time : 11:15am
Sex : Female
Weight :3.22 kg
Apgar : 8,9

Gestational Age: 397! weeks

Post-Operative Notes:

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

Advice: -
1. Tab. Taxim O 200mg twice daily till 15.07.2026 (3am-9pm) after food.
2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 13.07.2026
(8am-2pm-10pm) after food.
3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 13.07.2026 (9am-
3pm-11lpm} after food.
4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 15.07.2026

NICU Admission: No Q

i
i




o

Rainbow® &

Children’s BirthRight
Hospital BY RAINBOW HOSPITALS
E.' -R.’lth toa Sale_DeLwery
Name Mrs DR SUDHARANI BUSANI  UHID HNH-00016393
IP No IP26-00006788 Admission Date 09-07-2026

(7am-7pm) before food.

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

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

7. Nebasulf Powder for local application.

8. Blood sugar advise

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

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

Review with Dr. THULABANDULA SANTHOSHI SHALINI, after 1 week on
18.07.2026 . at postnatal clinic with prior appointment.

For Women Who Have Had a Caesarean Section.
Care of the wound:
1.You can bath and shower.
2.The wound can get wet during a bath or shower. Dry it thoroughly and gently
by dabbing with a gauze piece. Do not rub the wound.
"~ 3.This gauze piece needs to be discarded after one use.
4.Prior to touching the wound clean hands thoroughly with Microshield solution
and allow them to air dry or use disposable paper napkins.

‘ HIMAYATHNAGAR BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC () wdltedivF)  SECUNDERABAD (4 KONDAPUR L B NAGAR (¥ NANAKRAMGUDA
¢ masgency 3 04 - 4246 72 margancy 3 246 2400 Emargency 3 040 - 7111 1332 -

ASATION  Emerguescy ] 040 - 4456 $55%, 91000 33516 e MO - 424 emay 7040 - 4246 2100 ¥ 3 D40-E93 13211

O 1800 2122 @ www.rainbowhospitals.in




Name Mrs DR SUDHARANI BUSANI  UHID HNH-00016393
IP No IP26-00006788 Admission Date 09-07-2026

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

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, when and how to obtain
emergency care etc also have been explained by doctor .................. in a
language that | can understand and | acknowledge.

Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow

Children's Hospital just dial one toll free number - 18002122. You ¢ sQ.take

appointments at any time by going online /2 %0- ur

website www.rainbowhospitals.in 7 ' i
Registrar/Re IO

Consultant:

Dr. THULABANDULA SANTHOSHI SHALINI,

MBBS MS

61026




z. Rainbow Childrens Hospital-Himayatnagar

Z &
Rainbow ‘ Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s ‘ Board Himayatnagar ,Hyderabad ,Telangana, INDIA 500029,
Hospital ®"" TEL NO :040-48873000
e WEB : https://rainbowhospitals.in

ADMISSION SHEET

. . . (R RIRERCRREL R LARET AN T RCR
Registration Details : i
Admission No : IP26-00006788 Admit Date : 09-Jul-2026 Admit Time :08:44 AM UHID : HNH-00016393
Patient Details :
Patient Name : Mrs DR SUDHARANI| BUSANI Age :41Y10M21D
Guardian : Mr RAHUL VANAMA DOB : 18-08-1984
Gender . Female Religion
Occupation ! Martial Status
Address (H) . FLAT NO:110,ARK APTHA APARTMENTS , Phone No : 9985327819/ 9160559553

SHIVA SAI NAGAR COLONY KARMANGHAT

Meerpet Hyderabad Telangana INDIA 500097 E-mail : BUSANI.SUDHA@GMAIL.COM

V)

Admission Details :

Bed Type : TWIN SHARING Bed No :PDA-412 Ward Name : 4F -OT

Room No : PDA-412 Admission Type : First Visit

Contact Details :

Name : Mr RAHUL VANAMA Relationship  : Husband

Contact Address : FLAT NO:110,ARK APTHA APARTMENTS Phone No : 9985327819

,SHIVA SAI NAGAR COLONY KARMANGHAT
Meerpet Hyderabad Telangana INDIA 500097

=0
/S‘ﬁure

© ctor Details :
Doctor Name : Dr. THULABANDULA SANTHOSHI SHALINI  Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor . Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 100000.00

Payment Mode : DC/CC Card Payor Name : SELFPAY

rinted Date / Time : 09/07/2026 08:55 Printed By : 020099 Page 1 0f 2
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HNH-00016393 1P26-00006788

Mrs DR SUDHARANI BUSANI
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Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the hittle. Your ng;!-lu a S;I;Delivery
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Date of Admission: ........ Cnt—[l ........... Drug AlIBIGIES: ....ccevvverirrereeneenerernesaesesisnsssssssnssassenses ”/@mown 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.
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
ﬂ (EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
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Additional Instructions:
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Additional Instructions:
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MEDICATION RECONCILIATION FORM
Drug AlIBIGIES: ....vevieenieeieerer e 1 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: ... e ShIfted 07 ..vvovieeireeccreere e
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, V) | FREQUENCY | pare /ime | RESSER
1 OgC
THhR - 'Cony (4C*$ Plo Sl %’% ﬂ
2 e[» [zg loe_Lpt
TEB- Cotcru 10  Fob Plo | ob
3 8 Cc Ooc
1AQ - GUreomey | SO0 Pl D Bk
4 (JC [IDC
5 JC OJDC
] JC [1DC
7 OJCc OoncC
8 JOC ODC
9 UC b
10 JC [JDC
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & SIGNALUTE © v (Q”G\ffﬂ«q .......
Date & Tlme ............................................ @/ ....... 16@9 30.000....
Nurse Name & Signature: ... Mu,ﬁ;g .......................................
Date & TIME & .ovveveeeeree O\\'%M@l@/\\/\ ..................................

Docu. No. : RCH/ FRM / GENERAL / 090
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m I"II”IHW""“I l"l""" : Hospital EYEAINBOW HUSPITALS
It takes & lot to treat the little. Your Right to a Safe Delivery

Date 16 [#[2¢,
Time é,zg
Hb 10
PCV 2.+ |
RBC 4. 38
WBC Q25—
N/L 223126
Platelets £0
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 (PT.0)




Date .
Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Pgbﬁ)d ﬂ‘!@uﬂ (’)M

)

A WU

LH&&C@ / e
o

CUITUTE @NT SBNSITIVITIES & ..oeeeeeeeeete ittt e et e st e st ee e e e e eseeea s e et e e e aetessssees s e s e sseeens s e s e e emsess s es s e ene s ennaesaeans s anneennaeneanneaaneeees

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

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

Radiology : UG & ottt ea et s b A a et A st et s et e

MBI i e R R A S A TSRS

Others (ECG, Contrast STUAIES BTC.,) & ...vivevuiiiecieieiciieie st
\
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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

RESP
(I rate i ) S [ M S e e i [ ] A N S [ 7SN [ PR (R [ e (] ]
corresp. box) | ) < T [ O I (87 ] e 7. ) 1, ) O /7, 1 [y O |7 ¥ ) [ ) 77 [
Saturations =94 %
Administered 0, (L/min.) B
40
39
g 38
37 A . L (b~ all
= e
o 36 SN Yo% g 7
35 ~ T g
<35
170
160
150
140
130
E 120
2 110
= 100
% 920 - sl > o all
80 Q0 i 30 |r ] %) [ (04 b4
70 i S +“ [ |
60 A"
50
O 5 5 e s o S 0 ) i O S W 5 sl W) MY A0 55 e (5.7 71
190
180
170
160
wy
= 150
% 140
@ 130 PR I G0 Y : o "
s 120 Y\ p- Y b ) Y
8 110 » 7 7 ' t
3 100 Siiy X A o
§ 90
80
70
60
50
130
2 120
3 110
& 100
l g 90 - (W
a 80 o ! J a - N/
E 70 ® 1 Oh Y 25V A
a 60 £ i 1 q 7]
s 50 LY} ’
40
NEURO Alert 4 , Skl i —I T ] = N | =
RESPONSE Vaice
[¥1 Pain
Unresponsive
URINE > 30
mls / hour <30
Proteinuria Prcm.zm L
Protein > + +
Normal
Lachin Heavy / Foul
LaUGr Clear / Pink
a Green
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES

Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

4 A
: 1 Yellow Alert : Q
Repeat Observations
in 30 minutes
\.. Y,
O
4 N 4 N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes “
\_ Y, \_ Y,
t ( N \ O
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous o
monitoring
\_ J

Yoo
- \-
* The Modified Earty Warning Score (MEOWS)
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Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

tariv © rning Observation Score Chart - Obstetrics

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

N

Date =
@ % '
\ g/ Time | 8 | 9 f10)11]12] 1 3|lals 78] 9|ad]11]12] 12 3|a|s](e)7

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

40

RESP
(write rate in
corresp. box)

Saturations

3, dway

170
160
150
140

G 130
; 120

110

ey Meay

170

150

140 -
130 - 0% [‘b:
1o _ ¢ HE

C b,

120
110

100 A
90 > : \
80

70

60
50

130
120
110
100
50
0 )
70 - .
50 0 T .

%0 O ¥ 1 D

40

NEURO Alert I — = = <] P i [
RESPONSE Voice

Pain
v |
(¥l Unresponsive

URINE > 30
mils / hour <30

4
s
-
L)
N

NS
[P

—
anssaiq Poojg d1josAs

8
Q

-«
a1nssald poojg ijoiseiq
c I

Protein + +
Protein > + +

Normal
Heavy / Foul
Clear / Pink

Green
TOTAL YELLOW SCORES A
TOTAL ORANGE SCORES 6[

Nurse Initial ﬂ//

Proteinuria

Lochia

Liquor

Wb
\
a\ll

-
QOJ

2




i

" Obstetrics and Gynaecology
Early Warning Signs

/

=

Complete a Full

~

Set of MEOWS
Observations

/

4 N
1 Yellow Alert : voon
Repeat Observations °
in 30 minutes !
\. _ J
I
- , ™
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
; _/
{

.- ' )
> 2 Yellow Alerts or 2 2 Orange Alérts:
Immediate Review by Obstetrician and

Repeat Observations
in 15 minutes or continuous
monitoring
\. J

* The Modified Early Warning Score (MEOWS)

s



HNH-0001€393 IP26-00006788

Mrs DR SUDHARANI BUSANI

18-08-1984 #Y1OM21D  (F)
BANDULA SANTHOSHI ]

iAo
Sheet No. : @ ...................

%z

Rainbow"” . N
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes 2 lot to treat the litte. 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.

Wle TRRE R W
Date | Time tﬁa&uﬁ Route NG | Diarrhoea | Vomit |Drainage | Urine pgr%;'?jgg‘ I\?li.ggé
Mouth | LV | NG
08:00 am .
gooam [4— | W | Qo B NN
N N [1000am fp1 2 Lol N M
O2" [mwm|yy | T2 | 1oocd : 1
12:00 pm ,; ) E\ AN o4 1 \j_fi".l' (i
01:00 pm | \ Cant T
Total Intake : "'S‘C\\ﬂ/\ Total Output : (P(QUJ/
0200pm | ) C ‘oo E )
0300pm | PL- [o4%S [ e ' oot | oL
é’i [ e R R e
OX. | 0500pm | Q)L wn3ind \ @
06:00pm | L 100 | |
07:00pm | P ‘LD()V\ qgoobqe._,_a——émf&
Total Intake : Total Output :
08:00 pm T / A A
o\ Jem T Hell 17 7 |
o\ X fom[ 2 T T T . 13
N\ 11:00 pm M . \ @l ,"\J iy o Jj
1200am | ! wul | / e TFoowH— > Doy
oro0am | Q) \od [ 7 / |
Total Intake : ‘ Total Output : ) 4
200an[ ] | 3 Thoell T A—5F
oo | ol 17 — T @
\oman [T 775 7 }
&\ 05:00 am lod | S = | 3
N\ [ssooan| J) [ / / ) 5000 ~3€“Pé
o700am| K| o] V' pi T
Total Intake : Total Output : il

Total 24 hrs. Intake

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

Total 24 hrs. Output




::u;u::;m; M"'”‘-Woﬂsno "
o AN Rainbow® | @ 0. .\ o0
O PAOMALAveuserry " 0 P Children’s BirthRight
iy respicl” | @i

| FLUID CHART

Sheet NO. & oo

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.
| wsie |

Intake - ~ Output
Nature Thrombo-

Date | Time | ;¢Fuid Route NG | Diarrhoea | Vomit |Drainage | Urine ”2'25!25 ,3{,%23

Mouth | LV | NG \ L
L | 0800am % S ] !
\%& 09:00 am A i L

1000am | | | | w1’ (@)_ |
11:00am L 5 : N [ '
1200 pm VT ! /1
01:00 pm A v .
Total Intake : C\py 00 W\ _ Total Qutput :

02:00 pm ‘ +] | /
03:00 pm . \aMk | N e
04:00 pm L5 £ ’ ()g/ &7@
\M 05:00 pm ) ) 1 N 1o [\
s 06:00 pm e \ /

07:00 pm \
Total Intake : Total Output :
08:00 pm
09:00 pm
\1}0 10:00 pm P Vit
\'\ 11:00 pm ul Vi v p i
\’ 12:00 am Ry K
01:00 am Wk et
Total Intake 1 [ Total Output -\ )\ —) [ \J
| 02:00 am y T
o [t0an| h‘m}j e /]
\q/ 0400am| | 7
X {os00am L7 i =
06:00 am S 3
orooam| © |epd | L/

Total Intake : 701 fon - Total Qutput: (|9 .M —~

=]
a4
ra
s

| 1+

]

ol
c\@?

LAl ==
e
T

U'__-“-—-.

ﬁ..

~

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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, Date / Time [ ; Yo |+ . .
Choose Highest Applicable Score from each Category /#7 43 o )7 2 ’ Fall Risk Grading
soe | ) [ My | g
T T U —
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level MorsTNI;:g)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
i 30
- Furniture Low Risk 0-94 iS)tandLaI;_d Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 ) O 0
; . Yes 20
IV / Heparin Lock or Saline T 5 2 QO 80 Implement
y 0 (5] Moderate Risk | 25 - 50 Maderate Fall
Impaired 20 Prevention
Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status igh Ris > :
Oriented to own ability 0 E@ﬁggﬁgn
Total Morse Fall Scale Score: 20 QL0 20
Signature a0 @ ,@‘/’
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) [] Hourly safety check
_| Ensure patients use their prescribed eye glasses if any, in the hospital [ | Assess patient after visitors, leave to ensure safety measures in place
(] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
L] Use safety straps on stretchers and wheelchairs while transporting patients " Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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Rainbow"® . b fat b
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CHECKLIST FOR THROMBOPH :EBITIS LeeRL. .?Iﬁlﬁ?ﬂf?ﬁfﬁﬂiﬁ
q
8. No. SITE OBSERVATION STAGE / ACTION SCORE [ ﬂ‘ﬁ” N b7 D i

AY-2
E)] N M E N Remarks
O

No signs of phlebitis / 0 &

1 | IVsite appears healthy Observe cannula

One of the following signs is

:
2 P

M
L&)

2 evident : Possibly first signs of phlebitis ¥
* Slight pain near the IV Site / / Observe cannula /L]/)LUQ f}r KA
* Slight redness near IV Site

. . —|

3 ;\:Loec‘)’\;dtggtrollowmg Signs Early stage of phlebitis / 9 Ol
Pain at IV site Redness G i ] m /yJA- m rd
inggg{‘? following Signs are Medium stage of phiebitis /

4 M Resite Cannula Consider 3
Pain along Path of cannula Treatment o A Oy (A A
Redness around Site Swelling
All of the following Signs are
evident and Extf]:ngsiv:ag: e Advanced stage of phlebitjg -

5 Pain along Path of cannula the ;tart of thrombophlebms/ 4 PA-
Redness around Site Re site Cannula Consider o % UQ A
Swelling palpable Venous cord Treatment NA
All of the following Signs are
evident and Extensive : Pain Advanced stage of

6 | along Path of cannula Redness mirt?ar?:grggltft?emni /Re " A (O U# Al
around Site Swelling palpable

viind Cannula ﬂg’w M(]

Venous cordpyrexia

Signature of the Nurse @ i ﬁy q@@ Ay |

LA 4
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 of Ward In Charge :
97

\ /
Signature : ......... MMWV{ ... Name : ......... 0L SEAd, uﬂ‘#&l ......... Signature : ... L E&HTE ). ..., (], SR st g N/ SRRSO

Docu. No. : RCH /FRM / CLINICAL / 137
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A Patient Sticker Rain %WW , .
Children’s ‘ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | o it o3 Sete By
| ’ = DAY-1 DAY-2 DAY-3
$. No. SITE OBSERVATION STAGE /ACTION SCORE m T E I N | M T E M1 E | N Remarks
. No signs of phiebitis / .
1 IV site appears healthy Observe cannula 0
One of the following signs is
9 gvident : Possibly first signs of phlebitis ’
* Slight pain near the IV Site / / Observe cannula
* Slight redness near 1V Site
3 ::,"'eoe?fk}gﬁtm()w'ng Signs Early stage of phlebitis / 5
Pain at iV site Redness Resits Gannula
23,3:,;?8 following Signs are Medium stage of phiebitis /
4 | pain alohg Path of cannula Resite Cannula Consider 3
Redness around Site Swelling Treatment
?Higér:? g;gllng;rér:]gsﬁég:ns are Advanced stage of phlebitis or
5 | Painalong Path of cannula tge start of thrombophilebitis / 4
Redness around Site e site Gannula Consider
Swelling palpable Venous cord | Treatment
All of the following Signs are
evident and Extensive ; Pain ,l;\]dvanged slt?)gg of
6 | along Path of cannula Redriess | ! o ophiebis/ 5 >
around Site Swelling palpable 'é“t ate treatment Re site
Venous cordpyrexia annufa
Signature of the Nurse

NOTE : Phishitis greater than grade 2 should be reported to physicians ard other appropriate health c‘are personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phlehitis.

Signature of Shift In Charge :

ET10[ ) F: 111 5 SO R NAME | s

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

Signature of Ward Iit Charge :

SIGNALLIE & oottt esne s saremesesaosaes NAIME & 1revesresaersnasresssarsrsnssensasreasessensassensans
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Children’s |
o -n-l I-A \“\“ “““ Hospital .av RAiNBOWHOS%\E
\“\ “ PAIN ASSESSMENT FORM L] b S e
Pain'Scofe . : Modifying | Patient / Family i .
Date Time (0A0) | Location Duration Acuity Character Faclors Educated .Intervemwn Sign
[ Continuous | [ Acute (] Sharp (7] Dull 1 Increasing O Yes
e’.? \qf\‘lfg ?M/k 0 < | [ Intermittent | (] Chronic [JAching [ Burning | J Decreasing | [ No IU/Q; @.
v
(] Continuous | [ Acute [ Sharp [ Dull 1 Increasing [ Yes A .
q /% gﬂ‘/! 0 ]’YY{" [J Intermittent | () Chronic (] Aching (1 Burning | [ Decreasing | [ No VT g/b—/
1 Continuous | [ Acute (] Sharp ] Dull [ Increasing O Yes e
q )701/ Y Pm 0 m O Intermittent | [J Chronic (] Aching [ Burning | [ Decreasing | TJ No ) (]7 ;)1/
! Continuous | +Acute A+Sharp 1 Dull [J Increasing | | -Yes NA ﬁ’\
7 7 Jo pm| O /{o AJA | Cliatermitient | ) Chronic | [ Aching () Burning | [J-Decreasing | [ No ’ .
7 -
(1 Continuous | +Acute L-Sharp [ Dull [] Increasing | L-Yes /\)Pr ﬁ
I 0/ 7._ Mm 0 / lo /Q {4 | -intermitient | (] Chronic 1 Aching [ Burning, |7 Decreasing | [ No
[1 Continuous | _LAcute —Sharp (] Dull [] Increasing M’Ve’sr- /\JA—
}O / '4 5 B‘m 0 / [0 | NA ] Intermittent | ) Chronic 1 Aching (] Burning | +Decreasing | [ No ﬁ-
\ { 0 [ Continuous | [ Acute 1 Sharp 1 Dull ] Increasing [ Yes §)
w ’7 %r D [ (U ﬂ-‘b ] Intermittent | [ Chronic [] Aching [ Burning | [ Decreasing | [ No = S
C } [] Continuous | [] Acute [] Sharp (1 Dull [ Increasing [ Yes it )
[OI + " Pm 0/lo Vi 1 Intermittent | ] Chronic () Aching ] Burning | [ Decreasing | [ No i ‘@%
1 Continuous | [ Acute (] Sharp [ Dull (1 Increasing [ Yes A
/,:7/ ¥ /Zé 10 /3 0//0 M 1 Intermittent | [ Chronic 1 Aching (] Burning | (] Decreasing | [ No ’ &_,
('] Continuous | [ Acute 1 Sharp (1 Dull [ Increasing C1 Yes
[ Intermittent | [] Chronic (] Aching [ Burning | [ Decreasing | ! No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)




bl *

Numerical Paln Scele (Obstetric and Gynecology) |

1 ] 1 | | | | LI | | |
1 T T 1 | i I I T, 1
1 2 3 4 5 6 7 8 ] 10
t % L

Wong - Baker (Pediatrics) Above 7 Years

@@@@@@

No Hurt Hurts Lmle Bit Hurts Lrltle More £ven More Hurts wnola Lot Huns Wnrst

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

. SCORING
CATEGORY
0 i 1 2
. | occasional Grimace or Frown, Frequent to constant frown, )
Face No Particular expression or snila withdraw, Disorlented quivering chin, clenched jaw
Legs Nommal Position or Relaxed Uneasy, restiess, tense Klcking, or legs brawn up
. I Laying quietly normal pasition, Squirming shiffing back and . .
Activity moves easily forth, tense Arched, right, or Jerking
' weols <y Moans or whimpers octasional Crying steadily, screams of sabs,
Cry No Cry {Awake or asleep) complalnt frequent complalnts
i 1 . 1 Reassured by occasional touching,
i Content, refaxed hugging, or being talked to, Ditficult to consale or comfort
, Consotability t, distractivle
; 1 " P ]
Neonatal Pain, Apgitatien and Sedation Scate (upta 1 Monly}
Criteria
2 -1 0 1 2
Crylng No Cry with painful | Moans or crigs Appropriate crying Not| rritable or crying al | High-pitched or sient-
Ieritability stimuli minimally with painful| &ritable intervals consolable | continuous cry
stimuli Inconsolaljle
Behavior Stale | No ardusaltoany | Arouses minimally to | Approprite for Restless, squirming | Arching, kicking constantly awake
stimeli stimuli gestational age Awakens frequently | or
No spontangous Little spontaneaus Arouses minimally / no movement]
movement movement ) (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Exprassion No expression with stimuli intermittent continual
Extremilies | No grasp reflex Weak grasp reflex | Relaxed handsand | Intermitient Cantinual elenched
Tong Flaccid tone decreased muscle | fest clenched foes, fists | toes, fists, or finger
tone Narmal Tone or finger splay splay
Body is not tensd Baody Is tense
Vital STgns HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
iR, BR Sab, | stimuli variability from normal for fram baseline baseling, Sa0, less thanor
Hypoventilation or | baseline with stimuli | gestational age 5a0, 76-65% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

=/
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NURSING CARE RECORD
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Ralnbow
Children’s
Hospital

It takes a lot to treat the little.

\

‘Blrtthght

BY RAINBOW HOSPITALS
Safe Delivery

pate: ..9.13{20%........

5 Plan +or IVET
3 plan. Meditakion

2P

2o M;ﬂwm J

')3“/%( Aui(fﬂ’r s oydey

o | [ Maintain Airwéy and Oxygenation [*) Relieve Pain & Discomfort [ Maintain Fluid Balance 1 Improve Activity Tolerance (] Maintain Good Nutritional Status ] Maintain Skin Integrity
'-'_g # Maintain Personal Hygiene _-=+Prevent Infection et Elimination Needs [{—EmSure Safety ] Early Ambulation Reduce Anxiety =~ _=—Patfent & Family Education
© | [ Identify Potential Complications L AN OtIBIS. SPBCITY. ... oot e ettt et ettt ee et e et et et e et ettt

Time Plan of Care Time Implementation Evaluation Re-Assessment %“g?;,,’f,?.}',‘:

R G) 1910 ™
89 3 pecess b ph(ondihon |e |, pecenet pl onlikion
0 L © o iy &

- > wde "WV'MS -—5(,&111“*47 V:M;(M}() S Ueteds 1€
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18-08-1984 “Y0M21D  (F) "
Dr. THULABANDULA SANTHOSHI Rainbow® ~
I AN A Children's | & BirthRight
NURSING CARE RECORD Hospial .3;2?:,';?2‘!23?3:2::
Date: ....... 19}7/25 ..................
o | [ Maintain Airway and Oxygenation [J Relieve Pain & Discomfort ] Maintain Fluid Balance [ Improve Activity Tolerance (] Maintain Good Nutritional Status [ Maintain Skin Integrity
'§ ] Maintain Personal Hygiene [ Prevent Infection ] Meet Elimination Needs ] Ensure Safety ] Early Ambulation Reduce Anxiety [] Patient & Family Education
€ | ] Identify Potential Complications [0 ANY OHIBIS. SPRCHY. .....o..veeeveseereseesseeeeeeseeseseesessesseses ettt s e ss st es s enesne s s s amsesanensanes '
Time Plan of Care Time Implementation Evaluation Re-Assessment '},"g?;,f,‘,‘;‘,}',‘:
Sl o preondiiog | <iehed h ) ond g
gy =2, MO HO! Bl rew s ‘DWDO'”O”J @bl > pl s | |2 etk frg
S |— 20 Her Q;ngy 0
2| jk{wt\awn()w thadf [ | =9 Qo that Vi{a) &
WD) niéfes WDW -T%tmm;dueo[ (Pl
W _py drug  tha, (00t f g, g nhul
2 Pdnite A vidas.  [pn P manide L yrtaly.
s —hen l‘juéoww ot  Ppanerd Agelandrorgy 1 vy slable f
& 3‘&“‘%‘@ pale “\W&L —ﬁmﬁmhl'mecu 7le c\ﬂw\ﬁ E Pl (3 s )PP(A}%Q%GCL‘{ e @%
B, \\L\%\zue W3 Y dwg __9&“1% Jven ay Pty NoLo ' \)Hﬂb |
7p LM _, lupw &\uy chasd , 4
8P B ;455 ess Mﬂ qufc’nj &y Ass esscil zla /\fmf . )
| g—tnéaal (o“'fio[‘ Ll ral (onclHiom / /) /
2 )Manf}jozs U’} \ D /qcmr";!oxc‘aé vr QO* rell )€ ?é’(}’ QC/Z S
) b7 /ﬁo[/"' ,},,‘5%@ edpiepe 3 chﬁ‘/’j‘ﬁr \57/5 5 C ﬁ/ﬁjf’/é v/ /‘U@ ;Ej_ |
JI'Or’Jg A 21 y[o( “(257 mecls Ce for) Oy 1en
%f /‘)’/[ﬁx,Q' e d/af (yr/{ @Yoéﬁg.

Docu. No: RCH /FRM / CLINICAL / 148
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BRADEN 'Q' SCALE

2z
Rainbow®
Children’s
Hospital

It takes 2 lof o treat the il

BirthRight
Vvur?ghl to a Safe Delivery

Date :

Time :

41?/% A%

g9/

!p/

I'IIU!

T8

1. compietely immobile:

Mobility 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

v

N
7
Q

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

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

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

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

t

1. Completely limited:

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

Sensory Perception

2.Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

1. Constantly moist:

Moisture Degreo Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

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

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

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

repositioning with maximum assistance.

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

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

ski::sv::';:s - by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
S molatiurs Dampness is detected every time 8 hours. every 24 hours,
patient is moved or turned. C—f’ L’
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4.No problem: [ N

1. Very Poor:

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

2. Inadequate:

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

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

25

Evaluator's Name

4&
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Suppori Surfaces
Risk Score Category Aclion (Please Note: Only required for chitdren who-are deemed at risk due
‘ \ to altered 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 Get pads for high-risk areas
Use pressure redistribution surfaces Alternating oressue matiress overla
Manage moisture, friction and shear ihg p riay
Advance to a higher level of risk if-other major risk
factors are present
_ High density foam mattress
Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk ) ' Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress 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 maitress overlay
‘ Use same pratocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure maitress overlay
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NURSING SHIFT HAND OVER FORM - WARD

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

Trealing DOCION: .. duiesesssinsmssisminnioisssvsiissssmissnivnns Department: ..........cccovevervvecirieeirnen, Date of AAMISSION: ......ovvvvvvrrrrrrrrrrn,
Z | Diagnosis: ' > Any Infection: [1Yes [INo [ Not Known
'g 6\/\9 If YeS SPECHfY: ...eovveeeericieieeeciee s
=
«» 0 q}g \,//’ W
g Area CM q \ N\ W 4 ]1,{"

3 shift Time {1 > D) P P4
€ | Medical Condition - ) i
= | (Any special condition to be noted): ?/ o
R 7 — . b —
/
Allergy: Ol Yes ﬁ\lo O Yes < No | O Yes =No | O Yes EJ/NO O Yes (o | O Yes ) No
Tubes/Drains/Catheter: O Yes CJNo |0 Yes & No |0 Yes G0 | O Ye }}No O Yes @ No | O Yes ELNU
U \ .
g v 7 "
. Res: (VO %é)umqw 8 A len\D %) 5[3——-
3 0 | oof [ g4°r | \W], 71 ay/. |99/
2 Puse: | ofo [ €7 | QB0 ol 2blw | g0 5/
2 BP: | WOV g/ [ WO | O] — _
Fall Risk Score: | _ ! = _— _
Pain Score: 7 il — -~ mmomiwi -
Safety Needs: | ~{ Vo - | e NS | Y&
@ Physiotherapy | Yes £ No O Yes T No O.Yes [1No |0 Yes W' O Yes @No | O FYes =51]
S - . —_ -
g Others Specify: & — o
“E" Special Diet: |1 Yes CJNo | YesTINo | Yes. (O No |0 Yes O No O Yes SND | O Yes o
§ Other Special Orders / Medications:
o — S
\( & —
>
Post Operative Procedure Special Orders: / ) — T —
= i
Handed Over By Name : ‘3& QM/ \}‘ ; MM
\/ Q"\J\ % Mobd b
Signature : W :;%'/é o5) ‘ @" cBﬁ/
N 8 M T LRI
Time: W /;fr])y, %Qﬂ“ = g A Le—.
] A
Taken Over By Name : gﬂ/ @{\ &éﬁ' ‘ WW
Signature : \fﬂ{‘}/jﬁg[) %‘/L iR ;@?/ e
Date: " a" ]]7 t:'\\q\\\}h m\ /7 | [-,/&/&5
Time: /2,,}}4, gq\‘-l\ %’wk\\ Qpm | & o
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Rainb:'gw" ] e o T
Patient Sticker Children’s (] B|rthR|ght -
Hospital i .BY RAINBOW HOSPITALS
It takess & lok bo Breat the It Your Right to a Safe Dethvary
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCEOT: oot s rseenas Depariment: ..uveenviererssescesseorenerenes Date of AAMISSION: ..veuvvmsemressersorsensrne
=’ | Diagnosis: Any Infection: OOYes CINo O NotKnown
‘g If Yes Specify: ........ Rvueersssnssesessessaesesensanas
=
-]
% Area. o
S ~ Shift Time
% Medical Condition
= | (Any special condition {o be noted):
Allergy: BOYes ONojOYes iiNo |[OYes CiNo | O Yes CINo | Yes O Noj O Yes [ No
Tubés/Drains/Catheter: OYes ONo | Yes O No{O Yes [(3No | D Yes C)No |l Yes D1No [ Yes 01 No
Vital Signs: Temp:
E Res:
& Sp0,:
] Pulse:
£ BP:
Fall Risk Score:
Pain Score:
Safety Needs:
" Physiotherapy O Yes C1No |3 Yes O No |OYes ONo|OYes ONo|OYes ONofYes ONo
=
[=]
g Others Specify:
E Special Diet: |5 Yes C1No |0 Yes ONo |01 Yes ©No |0 Yes O No [0 Yes ONo O Yes ONo
8 |Other Special Orders / Medications:
[~ =
Post Operative Procedure Special Orders:
!
1
Handed Over By Name
Signature :
Date: =
Time; »
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCGH /FRM / GLINICAL / 087
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It takes a lot to treat the little. Your Right to a Safe Delivery

CROSS CONSULTATION FORM

9
DoctorName:.P.K.Z...éa}ﬁf}.hﬁs....l ..................................... Dateqj:a’l% .............. TlmeQP""L
Diagnosis: ...LeSC.>...... \ ............................................................................................................................................

HoSpital © .vvvvveoererennen. R2CH . —... HN“\“& ............................................ Type of Referral :

O Emergency
O Urgent
O Non Urgent

Referred for: [ Opinion ,Z/Co-Management O Transfer of care

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

Signature:

Findings and Recommendations :

ackokm  (ave plan

— W\ paast A N pplets

— (olpstsum Saly tad %4
C A v daap | skt as  dome nslat
: - S?cl«(b bU?vLj oW POST-Q ov)

piand  Aoading ot ovcaading 2> hikdes
rs  pov w«\j V\uwgd/ ek - q
pivact Braost _anli\l@ i - /b &Pt

_ wavm (avF o waq‘ nd
- MQM bav w\lg oubp« J
Consultant :

Name : LS“'H“@]CQ *C!} ............. Signature : ...« =, Date & Time : ‘T[’?[/'E;’é}?m

Doc. No. : RCH/ FRM / CLINICAL / 049
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ULABANDULA TH I g \ ai.l'l -.ow: ) i )
i .= Chidrer's ‘BL"J‘WRET

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: ..... 0‘}:”}’6 ......... Time: ....... éPV) .....................
\ ~ 26 kg/m?
Origin;.....J;n.c]m.\../.l............... Height: .16 H.CmA... Weight—?l}’—ﬂ BMI: ,D/ZB kg/m?
O ~ 30 kg/m*
| FOOBAIBIGIES: oo TN et
N .
Diagnosis: ...... L,.&(,.«S .................................................................................................................................................
~
J
| Typeofmat,,z( Liqud O Soft O Normal O Diabetic
"‘ U Vegetarian ﬁon-‘legetarian O Vegan
l
" Diet Advised:

Liquid Diet— ORS/ Coconut Water/ Butter Milk/ Barley Water/ Soups
l 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: %)\9 ..................... Signature: ............. Q ...........................................
Name: ......... ?““\‘“\JOW"’“G ...................... Name: 5&“41{31’—0] .............................
Date & Time: ... 2023007 DB & TIME: oo ereensesssssss

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




DIETARY NOTES
Date Time - T Notes Sign
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18-08-1984 aywm210  F) , . 1= ®
LABANDULA SANTHOSHI . Rainbow &

"y Chldars | QBirthRight

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

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: Vv Shaltnt Ca “\csx'\f Date of Delivery: <\ 2 \‘ao%{ G
Assistant Surgeon: FD" Nlo e ene Time of Delivery: s \SHAM
Anaesthetist's Name: 1 v~ AW Gender of Baby: Lo rne \e

Type of Anaesthesia; S f)-ﬂf\a_\ . Weight of Baby: 2 - 3\3\\(0\ '
Neonatologist: 1)‘ . Qmmr\o&- AGPAR Score: 2.9

Scrub Nurse: \\\Q\os\rm ’ NICU Admission: - (] Yes —=No—~

Pro-Operate Diagross: Gh 1~ with 3T ks wn AMALUT Mo Reed fnem
. gt ‘o Kre
LN Dm‘ O(\Ok‘\“ Lo TE L oeirSsrorote +
—= Elective "] Emergency 3 INGICAHON: ... eeeeprvevveeee e

Urgency OnsteBe \ie
[l Immediate Threat to life of woman or fetus
L1 Maternal or fetal compromise not immediately life threatening
_[-N0 maternal or fetal compromise but needs early delivery
] Delivery timed to suit woman and staff

DECISION HIME: ettt e e \\ ................ KNief t0 reCIUS: oo
CTG Description: Q\egg

-HAE WaS 3 00IAY DIVE IO TOABONG :iuiissiessusmionionshsboson somion i o ests oo Ao p SRR A s SR B AR e o RRSA R

Surgical Procedure: o \ ec,\\' Sl \&C §

Post Operative Diagnosis:  (\ N\ L. G5De \0\\@@’\«@\ (< A T T 1 X
QOM caoWh ‘

Peri-Operative Complications: -

Amount of Blood Loss: 2o " Blood Transfused (in ML): ==

Name and Number of Surgical Specimen sent for examination:

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




A

Examination Findings when Appropriate:

Presentation_=Cephalic, [ Breech C10ther ...eveveinen. Cervical Dilatation: ......... e cm

5th Palpable: \SW\ ................................................ Fetal Position: ............... e

Station: (-3 [1-2 O-1 00 O+1 [0+2 Moulding: —=*None [+ [I++ [I+++

Caputt O+ [O4++ O +++ V= Meconium: +TNone [+ [I++ O +++

Bladder Catheterized : ~ __¥gS 1 No Urine: [ Gtear [ Blood Stained

Skin Incision:  -=+Pfannensteil [ Transverse C1 Midline IR0 ) (1T U

Uterine Incision: Tower Segmenf (] Classical (1 Inverted T 1 J Incision

Previous Scar: [ Intact L Thinnedout [ Ruptured (=g Scar

Incision Through Placenta:  [J Yes [0

Delivery of head: [ Manual —+Forceps

Liquor: A TClear [ Meconium: [] o I CIBlood [ Offensive I Not Offensive

Delivery of Placenta: « O Manual _S=€€T................ . Gomplete ] Incomplete ] Piecemeal

Cord Appearance: T\\@l“’\"\ﬁij\ ........................................... Cord around the neck [1Yes [1No~ L

Appearance of placenta: ............. Noveea A Cavity explored ~~Yés [ No

Uterus, tubes and ovaries: _L-Nermal 1 Not Normal Sterilization: Yes _=No

Uterine Closure: ~10ne Layer _—="Twolayers ... \‘\C“L\QDL%Q ........... Suture

Peritoneal Closure:  [_] Pelvic _—Abdominal “INone ... C ‘l&f\‘-&“g\“o ......... Suture

Sheath Closure: Nes . Q*M\mn ........................... Suture

Fat Closure:o2res 55 (2T Suture

Skin Closure: —+Subcuticular [ Mattress ... Mene ~ “\\%—Q ........ Suture

Vagineal Evacuated +TYes [ No

Drain: O Yes 2’%" 7 Remove in @\\ days 1 Await instructions

Ctheter #T%s DNo CIRefiovh .2 qc&\“" ..... days  CJ Await instructions

Swap & Instruments count correct? 7 Yes [ No L[ Post-op Antibiotics —Yes [INo o

Intra-Operative Antibiotics Cover: 4~ Yes CINo O Thromboprophylaxis I 2¥es [INo

PO I DOTAIVE N OOSY o assn s s Eo ey A s R b L LA A S SRS N SRR SRR v P Sv s
NRM . §€>—L LWRes

............................................................. i T e e

¢ Thaltar Sanbesh ;;N*L%

Doctor Name: b ................................................... Doctor Signature: .../ 80 e e
Date & Time: C\\c‘l’\w(’@ ....... \33\\3@ e
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It takes a lot to treat the littie. Your Right to a Safe Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: q&f’R%

Baseline Information:

Admission From: C1ER ] OPD Tjdﬁi;n Desk [ Others, SPECIfY .....ccooveeieiviceiicirecieieceecrerens
Primary Language: melugu L1 English L] Hindi [T Others, SPECITY ..ovvvvveeeecvicieciecees e
Doyourequire aninterpreter? [1Yes [ No L I 0 ] L e e e o T e P T O T A e e
Source of Information: [ Patient L« Family I} OTNBIS, SPBOITY oiveiassmosssmiesivsivsssomtasys i sisamas s e b
Allergies: [ Yes [INo [ Medications ['] Blood Transfusion [T Food IR T ————

L1 10
Chiet Complalnts: ..., CE' ............................ Doctor Notified on Admission: _2*/es™ [ No
..................................................... \ {:L Name of the Doctor: DIB..4vevecreeeeesreereeins
................................................................................................................... Time Notified: ......cooovoeieeiiie e
Past Medical History: Obtained From [] Patient [] Family Member  [] Medical Record [ Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

e
-

Gynecology Assessment: [ Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ........c.ccocoooieeicicine Caesarean Section: [INo []Yes Contraceptives: [INo [VYes
................................................................. Cervical Cerclage: 1No [ Yes Vaginal Discharge: [1No []Yes
Onset of Menarche: ...........cooevveeiceenennn. Ectopic Pregnancy: [1No [ Yes Post-Coital Bleeding: L1 No [ Yes
Menstrual Cycle: (] Regular [ Irregular | Myomectomy: CONo [JVYes Infertility: ONo [Yes
Last Menstrual Period: .........c.ccccceeencaee. Others: If Yes Type: [] Primary [ Secondary
Obstetric History: G e B e vinieains S L sssmasemeii N
Previous LSCS: ...

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

Family History: [ No Abnormalities Detected
] Heart Disease L] Hypertension LI Diabetes L1 Stroke (] Seizures [ Kidney disease

[ Liver disease C1Other ..o e
Vital Signs / Measurements: Temp: Oir(f Y'C HR: % ...... RR: % ...........
BP: \W\@M“’j Weight: ............ Height: ovvooooore BMI: o

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

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)
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LABANDULA SANTHOSHI

T

PHYSICAL ASSESSMENT

General Appearance: ?(Healthy LT1ill looking [ Anxious [ Agitated LT Others: v.vueviee e

Fall Assessment: [ Yes }ﬁ/ No Score ... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ Yes Z_ﬂ\lo SEOME . vesenivnisns (complete the Braden Q Sheet)

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

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [ No Abnormality Detected
LI Overweight 1 Poor Appetite > 3 Days [] Needs Therapeutic Diet.

(I Under Weight ] Diabetes Mellitus [ Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
/E/ Calm & Cooperative L] Restless [ Depressed L] Agitated L] Confused
T ONBTS oo eeeeee e eee et e

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single D’/@d C1Divorced [ Widow

2. Special Habits: Smoker: [] Yes D/ND/ Alcohol Abuse: "] Yes 70( Drug Abuse: DYesZo(

SOCIAI HISTOrY: LIVES WD ..ottt es et e ann e a s e s en s

Orientation has been given regarding the following aspects:

Call Bell in Reach : -1 Yes [1No Waste Disposal Explained: lzﬁs [INo
Infusion Pump : /Z/Y’BS [INo 4 Hand Hygiene Explained: [ 'Yes [] No [] Others
Above information givento ............... &3 UMY e

Name of Person Orientation Was QiVENt0: .......ocvevvieeieiiceeccee s

Orientation NOEGIVEN BEASON: ......cuwmiiimmmiiimsimimsssssisinssisriosenivisiasisnssibrssasaens

Nurse Signature: ........... lxe . - a
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vod IETRIC TRIAGE ASSESSMENT FORM

WA
Date: C\\q\\@ ...................... Time of Arrival: ......cooovveeiiiee. Time Seen by NUISE: .....coovveeeeereieiiienene
1) Level of Consciousness: )Zﬂnscious L1 Semi-Conscious 1 UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
1 Severe Pain / Moderate Pain [ Preterm rupture of Membranes / Leaking Water PV
] Bleeding PV: Slight / Heavy [l Preterm Labor/ Labor
L1 Decreased Fetal Movement [ Spontaneous Rupture of Membrane / Leaking Water PV
L] No Fetal Movement L] Other REASON: ....voeeeeeiciecieceeeie et ns
3) Vital Signs: Temperature:ﬂ.g.:fﬁ Pulse: 446 RR: A........ Sp0,:4.&F .. BP: J%[{{O Weight: .............
4) Gestational Criteria:
Gravida: G P L A
LB cconeiommmimsmmamsm EDD: i it Gostational AGe: . s i msim i
Uterine Contraction CJYes | CINo | CJNA | Onset Time Frequency:
Membrane Rupture []Yes | CJNo | CINA | Onset Time Fluid Color:
Vaginal bleeding CJYes | CONo | CONA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | 1 Yes | [J No | [ NA Pain Abdomen / Vomiting
Good fetal Movement JYes | CONo | CJNA If No specify:
5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | | | |
I | | | | | | | I | |
0 1 2 3 4 5 6 7 8 9 10
No Pai ’ Worst
possible pain
I 1 11 T
& DUVBIONG Jocisissotsisinisserigmomrmprigebisvrhsssi s pssessitivsss Days / Weeks/ Months (Strike out which is got applicable)
I 1T 1 1F] L e
« Frequency: ................\.. @R/
o |EIVEIHONSS « coasiae sonsmandasms v wsainiasens v Vo s e s s ol s i s e e S R o e S oR S s S

6) Past History:
Q) OUIMBTIBE: voavamivie s sini oris v s s seaass Favam st 0mmoan S 0o e W i N6 4 4 5 8w 8 W e o ko A G M S bl S

BY  MBIGAE o v vicrnivoms s sines s Sre s s S S Hsnr e s kst e e e A R O e A S S e R G S e
Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0.)
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3)
9)

Current Medications:

L1 None
1 Chronic Hypertension

] Gestational Hypertension
[] Diabetes

i

/

No,

Prenatal Medical History:

If Yes :

[ Prenatal Vitamin

] None

i ¢ T T

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

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

Ao

ategory lll: Urgent (Time to Physician: = 30 minutes & Reassessment: Every 15 minutes)
ategory 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)

<
L

g
o
G

s

0BCU Obstetrical Triage Acuity Scale (OTAS)

Imminent Birth

Suspected Pre-term
Labour / PPROM < 37
Weeks

Level 3
(Urgent)

< 30 minutes

Every 15 Minutes

Signs of Active Labour
> 37 weeks

Signs of Early Labour/
SROM > 37 weeks

Discomforts of
Pregnancy

| Active Vaginal bleeding

with/ without abdominal

Bleeding associated with
cramping (<spotting)

Bleeding associated
with cramping

Spotting

pain <37 weeks (>spotting) >37
weeks
Hypertension > 160/110 Elﬁdgfyggr\}veitnh?fﬁ'inthout

Seizure activity

and / or headache, visual
disturbance, RUQ pain

associated signs and
symptoms

| Abnormal FHR tracing

Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

= Acute onsite severe
abdominal pain

» Altered level of
CONSCiousness

| « Cord prolapse
| = Severe respiratory

distress
» Suspected sepsis

= Major trauma

- Shortness of breath

= Unplanned and
unattended birth

- Abdominal/back pain
greater than expected in
pregnancy

« Flank pain / hematuria

« Nausea /vomiting and
Jor diarrhea with
suspected dehydration

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

« Minor trauma (minor
MVC/fall)

» Nausea/Vomiting and

/or diarrhea

Signs of infection (ie

dysuria ,cough, fever,

chills)

« Anything that does not

seem to pose threat to
mother or fetus
Cervical ripening

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

Time seen by Doctor: ... 8. O]

\
Nurse Name : .......... \CQ\O’VV

................... Nurse Signature: o e
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"

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
0 _-4.Yes 1 b.No

2. TEND, RBASONM ...ttt e et e et e et eeene e e emeeeese e e emeeeeseeeesseeseseemea e et e emeseennteeanteaeReenseeenneeaanee et aeareaanneaans

3. Nipple condition:
O A]ipple well formed
0 b. Flat nipple
[ c. Inverted nipple
[J  d. Short nipple

4.  Milk flow:
1 a Good
[]-"b. Drops of colostrums
0O  c.Dry

5. Steps for Positioning and attachment:
] a. Baby goes to the breast —
1 b. Mother always sits with a back suppeft
[0 c. Ear-shoulder-hip should be in a straight line
L1 d. The baby takes a latch on the areola and not on’rrﬁpple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




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

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

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

9. Additional notes: ........ 200 b“}fe' ..... QJ"\CE ........ 9. 172{1..@ ..... b 5‘““%./ .............................................

Continuity of Care: Date: C[’?'l"”?
HANAOVEE QIO Y. ..conuiimiissnmamsisssiisas wossosiisasiaisisasnisss HANAOVOr tAKON DY ... i saomisaivasmsan svissasssssesessisaonssomisis
SIONEIID . o it b s TS TR A s RS T 1 R D S

DAt & TIMIB: oot e e e e e e e e e eeeeeeeeereeeeesaeens DAt & TIMIE: ettt ettt e et e et e et e e e e eneesaeans
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T T URINARY CATHETER BUNDLE CHECK LIST o | @i

Date of Insertion: ...... [ Y Y Date of ReMOVal ............cocvvvevvreennnen
Parameters Date Shift Time Z i,
Need for the Catheter Z’ﬁ‘.s CONo | COYes OONo | CIYes CJNo | CIYes [JNo | ClYes [INo | ClYes CINo | ClYes [INo
Hand Hygiene Zfes CINo | CiYes CINo | CiYes CINo | CiYes CINo | CiYes CINo | ClYes CINo | ClYes [INo
Usage of Sterile Equipment J2Yes CNo | DYes CINo | CiYes CNo | ClYes CINo | [iYes [INo | CiYes CINo | CiYes [INo
Is the Collection bag below the level of bladder /JZWes [ONo | [JYes [ONo | CJYes [INo | CJYes [INo | [CI1Yes [JNo | CJYes [INo | [JYes [INo
Check the Tube for Obstruction (Free of Kinking) )Z‘J’%s [ONo | COYes CONo | [IYes [ONo | [JYes [INo | CJYes [INo | [IYes [INo | lYes CINo
Is Catheter dated as policy ~TYes [INo | [IYes [INo ﬁYes [INo | [lYes CINo | ClYes [INo | [JYes [INo | [lYes [INo
Collecting bag is been emptied regularly? ~Yes CINo | ClYes CINo | ClYes (ONo | CiYes CINo | ClYes CINo | CJYes CINo | CIYes [INo
Maintenance of closed system for the catheter ,L?f'e’s CINo | CYes [CINo | [OYes [ONo | TIYes TINo | [IYes [INo | [lYes [INo | [IlYes [INo
Dressing clean and dry? ,B’?@s CJNo | ClYes [INo | [JYes [INo | [JYes [UNo | CIYes [INo | CIYes [INo | [IYes [INo
Is the line removed as Policy? J2Yes CINo | ClYes CINo | ClYes CINo | ClYes [INo | ClYes CINo | ClYes CINo | ClYes [INo
Performance of Perineal Care [¥es CINo | CiYes [ No | ClYes COINo | ClYes [INo | ClYes [INo | ClYes [LINo | ClYes CINo
Onset of New Fever [IYes No | ClYes (ONo | (JYes [UNo | ClYes [INo | ClYes [INo | CJYes CINo | ClYes [INo
Asses for the leakage at the site of insertion /d‘i'es/lj No | ©JYes [INo | [IYes [INo | [IYes [INo | [Yes [INo | Yes [INo | [Yes [INo
Name of the Nurse kﬂﬂ/&
Signature of the Nurse @—/

Docu. No. : RCH /FRM / CLINICAL / 114
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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 GOl 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
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.

Name & signature of P}mn/t/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




2 . Rainbow Childrens Hospital-Himayatnagar —l

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

Children’s o ‘ Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital ®™"; TEL NO :040-48873000

Rainbow WEB : https://rainbowhospitals.in

ENE NT FOR TREATMENT
Patient Name: Mrs DR SUDHARANI BUSANI Age : 41Y10M21D
IP No: IP26-00006788 Sex: Female
Consultant: Dr. THULABANDULA SANTHOSHI SHALINI 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
Rurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
‘e 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.

I 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 sw | WI|| pay 200/- Rs.

AMcceivers Signature:................. )

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.

- o
ignature of Patient/Relative: (Q%L’*" '

Name: "2 RV \I RN T A Patient Address:
I FLAT NO:110,ARK APTHA
/ﬁe'a""“smp N3 e~ D APARTMENTS ,SHIVA SAI NAGAR
Date q \O‘ \1 C Time: COLONY,KARMANGHAT Meerpet

Hyderabad Telangana INDIA 500097
Wittness Name:

Wittness Signature:

Printed Date / Time : 09/07/2026 08:55 Printed By : 020099 Page 2 of 2




Rainbow” T
INFORMED CONSENT FOR SURGERY OR Children's | @ BirthRight
Hospital .%

SPECIAL PROCEDURE 2R

PatientName:...........mr:s.:..S.%A.L\Q..QQ.\::.\........... Gender: [ Maie./i?ﬁale Age: ............ Y ‘.a!& ..........

UHID NO & oo Date : th’z&

Instruction:

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

| hereby authorize the performance of the following operation (s) or procedure (S) (use no abbreviation / Avoid technical terms)
............................ CRECTINE . ASDER . IR MENT...cHESOR ey, SECTIOM ...
...................... (NRASU.B e RANL...... (Name of the Patient) e

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

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

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereo

........... Oxcesine. hleediv . need  slor deons .\.JQ.;M...@,L...HM...QI.....&S‘A‘?d..prﬁiﬁ-“‘&,
........ f\rﬁ(\.\ig’.ro,q‘.\....‘xﬁw\j.......'}?..!O.o.r:-’.E.‘.,..bhc‘g\.?.v..D:r..uxe:'tﬁm,.....LMQM.JH‘&%&»

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form

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

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

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

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

Docu. No. : RCH /FRM / CLINICAL / 027

Consentee : Patient Atte

Signature d .................. P L oA Signature :

Name: ............ls A ba | Ba. fsess Name : ........ Sﬂzﬁﬁ*’\lﬁ"ﬁ“‘q .....................

Date & TiME :© ...covvrerrerriens 1 /?r[?aé...@..ffﬁ.%Om Relationship with Patjent: J\‘}\&ﬂﬂf"\) ...................
Date & Time : ......[7 /WQTS’QR‘T“’ .........

WONRREE ; Doctor (who is taki e consent) :

Signature : ....... @V ...................................... Signature : ...... /KM ...................................

AR oo MOU(\%MQ """"""""""""""""" Name : .......cco...... LQ**QVP‘:M ....................

Date & Time : C[Pf\lk‘@,/ Do T oo qla)se @Qtﬁw




CONSENT FORM FOR GENERAL / Eﬂii?;:?r}l:s ‘Eiﬁﬁlﬁi&!&f
REGIONAL ANAESTHESIA / LR |
MONITORED ANESTHESIA CARE

Patient NameMmSuMQ—QN\ Age:..%.)...........Gender: Male O Femal/etz/
UHID NO::HNH 16342, SUrgeon NameSha. ... oSO NTHO G oo

Anaesthesiologist : SRY:... 434

.(:.CIJ..\L&......;.LD.M\}&&...:.SE.QMEMI ........ C%ﬁ:&-@ﬁﬂN.....SﬁC‘TPON

Operative procedure planned : &

™ PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

O Heart disease O Hypertension [ Diabetes mellitus 1 Renal failure
- [0 Hepatic disorders O Shock O Multiple organ failure [ Polytrauma / Renai 1. _alar Aacidosis
- ycnaﬁng Cronic Obstructive Pulmonary Disease
' Others : UL AN < .

Comments :
« 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 upork_me '/ my patient
MwﬁuDﬁH'QﬁN} ............... the above mentioned (operation )/ Diagnostic / Therapeutic procedures
G CCTINE. ... AOINER...»TECMENT... L ESPARERN...... SECTON s

" | authorize and give consent for anaesthesia
considered appropriate by the anaesthetic team.

egional / O General Anesthesia / CJ Monitored Anesthesia Care as

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

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

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

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

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

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

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

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

Patient / Patient emh Witness :
m "
Signature : .......\¥= % iemee @j,. ................ Signature : ..... —QJJd ......................

Name : .. 02910, o) Barma Name,}z%\ﬂ‘f*‘\ﬂg“lﬁ .................... &

Relationship with Patient: .............o...cooeovveeevererreenene. Date & Time : ‘}"’()3)?6 ........ [2:.28.6m
Date & Time : “’“}ﬁjlﬁ ....... 18,2800,




D

|p26-0000678

H uqu‘“:A gusaN!
Department of Anaesthesiology fben g R

PRE-ANAESTHETIC EVALUA o-

Date: ................... 0,// 7

................................. Time: 4’”’
Diagnosis: 6”'4" ......... ZTeI .......................................

\\\\\\M\\M\\\\\\\\

) Z

Rainbow" ) N

Children’s (L BirthRight

Hospita| . BY RAINBOW HOSPITALS

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

J—{'W—{ /{ 5’ ?3

................. Sex; .. EMAL.... UHID.No:

..... Proposed Operation: Mw

B.P/CRT: v HR: oo Weight: .27 ASA Physical Status: 01 3 03 04 005
qH/ 1% 0 | Laboratory Data:
(. E— BlICOSE vy PIOMING i mnrcibonsrmeee IV oo T nanenas

POV:: il 65/ UBRS coucccssissmivensiniasiuisiaing Rlbz. otk HBS Ag: .. an‘

WBC: ..... qq D Creat: ..o, Total Bill: ..........coorvuenreee HCV: .

Plate: /'24 | . VS Blood group: Of

PT: iisicoivcsissreisopprans e ey 7 2 LEEY TR 8 Y| L }: PR

BT o B . Cat+: iviinsiminmmne PICPIEY i santins 7 I

INB: it L AMYIESE. oo TSH ’?

Bl s SOOTSEEL: suir s Allergies: NMA/

Medical History:  CVS: /

e No fpmbont” ned jurlow

Diabetes : épM- VM

% ol fi f Aealli!

Renal : (7 4 _ j_ )

Hepatic / GE : /& hysical Activity: ache NIH4 -T.
V I

Others : /

PastAnaesmalchIslury/@ WWW wL@A’ zoy}/ OR -L’]'WA X >

Physical Exam:

Airway:

ME7)2 3 4

Mouth Opening: w / Mentohyoid Distance:
/4

Teeth: /;&U’

3 1y Neck( 1} )

=z P .
Pregnant: [J¥6§ [INo LINA Venous Access Site] 241 4 A ¢ Exam for regional : - AMAAbIL
7
Anaesthetic Plan: [ MAC E/mm@u. LIGA-ETT []LMA /
Peri-Operative Plan Explained to the Patient: ;Xes/ 1 No | 2 A &= i,/ g/ﬁ')ﬂ
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
X — X — | 1. DVT Prophylaxis : W ~ Wa7ETL

Guycomg 1 gyomy
DUVA')M—*’ gy

CLOAPUN 7‘9\? (Sloppeq wd back )

I —Xx ""_/

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

Water / ORS 2 Hours
2. NILORAL< o

3. Informed Consent: andard [ High Risk
4. Post Operative Pain Management: scussed with Patient

O BOvADILAN. oK DAY XX .
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ANAESTHESIA CHART

Pre Indu. _.. nssessment:

%

Rainbow”’ ) o
c?m'i?m%‘r"n"s ‘Blrtthght

Hospital

It takés a ot to treat the fittle.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Change in Patient Condition: /,-G'Yes 1 No

Fasting Status:

Rl

Physical Status: | /ﬁ Patient Identified i [] Consent Present

iz( Chart Reviewed

HR: mlww» [BP/CRTH)IH (500, 0% [RR;

.| Last Feed)/ﬁ'byy

Operation: MC&U{ MC‘Z&L{ Aetliasn vate - J ’7]&4 .......

Surgeon: ............. D} 5(,“/@9 oy “L“L *s/ .. L VAnaesthesiologist: ...... UV ...... / gMAﬁ ............. Technician: . aﬂ,@% ................
1

TIME 'f!D
N,0 /AIR /O, LPM “’ _—
HALO /SO /SEVO A"“b"’“j
Drugs: 4
O VEPPANT :Rm - P
JNT DXYT DN, 22 U2 3 VAT B TR #on
- S— - > 3
" 4 ,. g OO VA l
YR TRIHAN E ML T L Chapal IV mz:fEc;”'
-+ + =7 T It T L] y vy Blood Loss
3 St semf
Fi0, / 5a0; 1op | Jepl (OO 1O
ETCO, )
ECG CAITAIN Al /ALY
Temperature i
Urine Output NOTES
ol L UA i L
€38 [ F
£a P
6P 240
V Systolic 220
A Diastolic
X Mean 200
« Heart Rate 480
Tourniquet on Time
Tourniquet off Time 180
140 =
Throat Pack In -
Throat Pack Out 12 - 1 -
100 —15 5 Y S h
h i o
s U 2
60 ~ 4 AT I’
40 AL TA = S
20 \UAS
10
0
AEG
LAB Values
| GRBS
Others
VQ/Equipmem Checked and Temp: Induction Regional:
"E/Ewﬂional [J HME [ Fluid Warmer v [T Inhal Extremy Specify: ..
[J ClingFilm [C] OH Warmer [J Pre.O, [JRsI pinal [ Epidural DCaudaI
Cuff Site: ..... gu L_ Hugger's [C] Cotton Wool [] Others Others: ..
1 Art Site: . O Other
Lead [ Mask (196 Position: . L 14 5 At LI
r ; wa] Times: [ Airwa [] Nasal Site: .. s Lu
Temp Site ] [ O _S"D Yy L Dp
] FIO, Monitor Anaes Start; ........ [ 5 ........ ETT# .o @t s cm Needle Slze SZIL ﬂ
[ Agent Monitor OP Start: ...t &ﬂ'éb [1 Oral Nasal [] Cuff Parasthesia DY&S
%Pﬂm)’iimeter OP End: . & j/ - L Tracheastomy /[ 1 Topical Catheter at Kin ..............
Capnograph Leave OR: v MDY L DIUG: oeeeevsforereenennsssssessnsnsssessseasens Drug Name & Coge: D,‘ R
[ Ventilator Anaesthesia: O ] Direct Vision Bolus: :
] Nerve Stimulator [ GA [] Video Lagyngoscopy [] Stylette / Bougie Infusion
[ _dhnitored Anaesthesia Care O
Position: .. /A VY M] ; Block Leva y
! Regiona Blade# ....[........ Attempts: ........cccocoiiinnnns Comments: /
D . Dﬂ'ﬁculty hy? B ..., :....................... sesvaliicisasecsinses
Line (Size & Location) Transportation
Eya Gars: CIOVP: ot O CIP icu [ Other
] Oint ] Relaxant Reversed ‘/2'?{ [1Noy [CINA
[ Tape 0 &
W = Name of the Doctor -.... L4741
wake Signature of the DOCIOT &..ceeeerrcevese g A




HNH-00016393
" DR SUDHARAN 5, :":“’ﬂuaena

LT 7 - ,M.,:w Y

POST-ANAESTHESIA CARE UNIT RECORD

D

e 170 \ )
Received in PACU by ........... ‘{g\& y‘ oy Time Received : AVEENS Time Discharged : ......... 5. N.........
SNV~ Wl | F o\ g
3
L
250 250 | v Cannula Site : \Q*& N
240 240
w 230 230 | [ O, Mask 1 Nasal Prongs
2 gfg ?g [ Tracheostomy [ T-Piece
e 200 200 ([ Oral Airway [C] Nasal Airway
o 190 180 AR o{)
a. 180 180 6\
8 170 170 | Vomiting : [0 Yes AT No Drug: ..
= 160
2 150 ' oo |NeTwe: O Yes £7To
140 140 | prain: Yes =rNo
- SEEE S (o e
120 = 120 | Urinary Catheterilzf Yes [JNo
110 110
% 100 AN = \ 100 | Chest Tube: O] Yes ,=TNo
=] 90 = i 2 90
X 80 — \q' 80 Nil Oral ] Yes sz_
o | wruis: . P«
& 50 50 | oral Feeds: . '\.)\'},M ..
e 40 40
30 30
# 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES RING |
(oaites Adres Soore N 5 Te0 Too 10V SCORING INTERPRETATION
Able to mave 4 extremities voluntary or on command =2 . . .
Able to move 2 extremities zoiuma;yy or on command =1 ACTIVITY LA A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 \ i, Disch arge
Able to deep breathe & cough freely =2 v
Dyspnea or limited breathing =1 RESPIRATION 1V . . . ¢
Apneic =0 ) Exceptions to this, are to be explained in the
BP =+ 20 of Pre Anaesthetic leve =2 i 1 intame
BP + 20-50 of Pre Anaesthetic leve =1 CIRCULATION 40 space below by the Discharging Physician:
BP -+ 50 of Pre Anaesthetic leve =0 A
frerig = % CONSCIOUSNESS Vv
Arousable on calling =
Noturesponding =0 N— /)/
Pink = g y
Pale, dusky, blotchy, jaundiced, othes =1 OLOR
Cyanovcky s =0 sl N7
TOTAL % O |10

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature

Ukt | four | Pabiud Contenl el E7

oY | 9y | °lw N

Y | o\ A

@
S ) &
o WP B oD PN =

Pain Tool Used: [ NPASS [ FLACC [] Wong Baker 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
€. Prior to pain reliving intervention
d

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time: With in 30-60 minutes after pain relief intervention

7
PACU Nurse Name : Transferred to Unit by (PACU): ...... L‘Q‘L ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,
PACU Nurse Signature: Date & Time alPr )"6

Date & Time:
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Rainbow® . L
Patient Sticker Children’s @ BirthRight
Hospital BY RAINBOW HOSPITALS
Tt takes 2 ot to treat the bite, Your Right to a Safe Delivary

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD :

DAte: ..vverirrecrenrecnnninrcnisrenses THTE: covevervesreereassserss PTOCEAUME ONE DY ovoverireercceie et nnie
CSE /Spinal /Epidural Pasition : ....cc.ccouueee. ] o (11T Technigue (LOR/LOS) ......cn........
(D]=]1)1 £ Catheter at SKin: .....cc.oceveerreseenrereneenns FAR1L:] 5] 0]
Parasthesia : YES/NO if YBS GELAINS : .vvvvvioiviisesiiee it s sesreesss s sesesssssssasssasessessann P bt b enes
SOIITON COMPOSHION © ivvveeseemeeereeeesesesseeseesesseesasesssemssssssessessssessesnssaseessessssmsessecssessesesenans o eereeeesenaees erereensersraseasans
Any other issues : .
) T ereeeeeeeseeee e sese e
D) ittt e e Ry eR S et e e e A AR SRR A AL ER SRR eE RS AR S A e eA A RE A et e auE ek aennmnaan s e nn
i - Infusion Rate Level Maternal

Time (ml/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
Delivery Details 1 Time : voeeveveeveviseeeneee APGAR: .........cooeeee...  SVD [/ Instrumental /LSCS (if LSCS-Details)-
Catheter Removed by and Tip INSPECIBA & ..evvver e vt aress s er s e s et e nsn e pon s s s s s ssa s s s S
Patient SATISTACIION < ..cveerereeerrieeiiiere st ses s be b ss bt s s s s s r e pot sre b e vansass s anssasbebasssms sRass s e Restse s e sereaneasonsatses e senesassessrenses

Discharge /Shifting ordered by
Doctor SIGRAtUIe: .....c.ccercrrereenieseeeereenee e serssssersesessensensanensans
DOCION NAIIB: ..o sibe s ens b s ressebenarasas

Date AN TIMIE & e errerec e re st s s senmessanre s sn e s e s sasensmnsean

O O



PATIENT TRANSFER FORM

%

Rainbow” . -
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
M T
HNH-00016393 |P26-00006788 cl 1(*{1/0 26 @_CB A/\ . q l%/[ ‘)”6 @ %‘(\\M’ |
i ?:u::osa&omnk: ?41?‘:«“ o Transfer Ordered by Reason for Transfer
"V
I . s
From Unit To Unit Information to Attendant
ngec(t)o 4l o Y?Q/ No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

o over to gttendant
% NST Yeaﬂ/a No[ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. [tem Name Quantity

i 23 0o

2.

3

4,

5

Shifting Summary / Notes Written by Doctor :

YestT

No[ |

Name & Signature of Person who is Transferring

SR SYAIYN

Name of Person Ordered Transfer

Pood ¢

Patient & Clinical Records Received by :

\l‘.\gg AJ/\‘ C\\%\n’ |

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




HNH-00016383 IP26-00006788 ,

{%2‘ Mrs DR SUDHARANI BUSANI )
: * 18-08-1984 MYIOM21D (F)
Surgeon : & LamdVitsl............. | -

! Dr, THULABAN : ; =
SURG'CAL ! KRG SUTOON ¥ ssinesressirmpaaiss s ’ m Tﬂl"““ﬁiﬂﬂﬁmﬂﬁﬂ e AR UL 25.. Gender - ... Rainbow"®
|

yName : ... EL: £8CS Children’s | @ BirthRight

SAFE | Y CHEC KLIST Anaesthetist - £ 74¢abis ‘DrﬂO/,rQ:, ' ........................................ Hospital oamaon
Scrub Nurse : ...« /5'4 ....... g | DEBEREHAE...... U0 ...coinscssiiirnnn OUt-time : e, e
Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time....L.2: U4 TIME OUT Time.[/..[) QA SIGN OUT  Time:../ o /3 yz00
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity ~Yes C1No introduced themselves by Name and Role ~Yes |'1No The Name of the Procedure Recorded ~_=+Yes CINo
Site /zves 1No Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure _7Yes [INo Nurse Verbally Confirm Counts are Correct (or Not Applicable)  TYes [1No [INA
Consent ,Zé CINo Correct Patient (Check ID Band) q)é)u No The Specimen is Labelled (including
Site Marked CJYes CINo /ﬂ Correct Site ngé) “No patient name) ATYes TINo TINA
Anaesthesia Salely Check Compleled ‘I/Xe’s INo Correct Procedure C¥es CNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning ([ Yes | )m/ Anticipated Critical Events Problems to be addressed DOYes &R0 CNA
Does Patient have a: Surgeon Reviews: J
Known Allergy? OYes O What are the Critical or Unexpected % To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, 4 M What are the key concerns f_or recovery
. . Anticipated Blood Loss?2 §o “IYes CINo CTNA and management of this patient? Afes CINo
Yes, & Equipment / Assistance . . &
Available /e@ CINo Anaesthesia Team Reviews:
Risk of > 500m! Blood Loss Are There Any Patient-specific Concerns? TYes TINo [C1NA
(7ml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned As No O Been Confirmed? are there Equipment
Blood Units Reserved o ] issues or any Concerns? MO CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? C'Yes CINo CTNA
within the last 60 minutes? /vef “INo CINA Power Supply, Earthing, Power Backup
and functioning of equipment checked. CYes CINo

R

Signature ‘ﬁl’ ....................................

VR e e

AIMNE 2. oo b aisvininiiansasssnsnssnisniscvssnansnnsssarsonsennrssmssssasens

Doc. No. : RCH / FRM / CLINICAL / 111
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PATIENT TRANSFER FORM

p
Rainbow’
Rainbow: ] & s

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the little, Your-R\gh: to a Safe Delivery

U\

Datinnt Mama @ 1ILIA AA
HNH-00016383 IP26-00006788
Mrs DR SUDHARANI BUSANI
18-08-1984 4A1YIOM21D  (F)
Dr. THULABANDULA SANTHOSHI

AN TR
RS
DY' 5av\m

Date & Time of Admission

1)(/%

Date & Time of Transfer Order

al7)26 @ 12 1Spm .

Tr\aﬁsfer Ordered by

Dy, Ayesha

Reason for Transfer

Oleseswilion

From Unit

oT

‘ﬂro Unit
Do - Dot

Information to Attendant

Yes :/ No[ |

Number of Sheets in Clinical File

Number of Imaging Films

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

- Yes| | No [+
70 If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
I gL /
2.
3.
4.
5.

Shifting Summary / Notes Written by Doctor :

Yes_+~  No[

Sv. Molagba

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

D sl

Patient & Clinical Records Received by :

o (,D«C/L{a

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 / GLINICAL / 102

|| Nurse not Available

[ ] Available Bed not ready
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Time: ...

c‘l L

Docu. No: RCH/ FRM/ CLINICAL / 133

L - 0o0o 912 00% Eﬁz?g&ﬁ’s ® Birth Right
o Hospital_ | ) zmeonns
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name: N}.J._ . DR Su ih q}wf ?‘:_'XU:aW Age: Ly S Gender: | t-ma'r_q
UHIDNo:  MUM- 000 14,292 IPNa: 24 -O0006TRE Date: 9 7/  Time: 9 19 AV
Diagnosis: LseS
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj, 50mcg/Mi \00Mcq 01
2. | Morphine Sulphate Inj. 15mg/Mi |
3. | Remifentanil Hydrochloride Inj. 2MG \\
4. | Remifentanil Hydrochloride inj. 1MG e
~ Doctor Name:\ -T“/ Sk - OMESH P Dog@rfﬁ?gi?trfgogl})?i }].k AR
Signatug\'e?i}}f g
J
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E e
(Detalls of the Patient to whom Essential Narcotic Drugs Dlspensed)
IP Registration No: ... ... 000 6735. “ e L :.f:’.(?. ..............
AadhaarNo.of the Patient (OPHONAI): ...t csisissvsesensis hroastisssssasasnssisssantssissisesassssauss
1. |Name: Mou,. DR. & 1d ;naj}-.ka; T%, J&:LV\% Remarks
g i b/ g | el
2. | Complete postal address (with contact number, if any) e T R e R S I'fl-*-“l'
3. | Brief description of the iiness LS
4 Whethgr registefed yvith‘ any other registerqd medical practioner / ;
recognized medical institution ( If yes, details of the recorded) MO
5. | Details of essential Narcotic drug dispensed T ?: e [
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Al ; & Patient Attender
al7ly  Ferdaswyd 0l e A
0
Dispensed by (Name & IDNo.): ........... Q:f"“ - . ‘LJO"W) ................................ Signature; .........oveeeits s Ty
Received by (Name & ID No.): ...... ( ....... I'ﬂ)‘@l’;qgl .................... Signature: .i.veeererene @?’ .‘(fv
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Rainbow” ¢ e
- a1 OO Children’s d BirthRight
5 Hospital BY RAINBOW HOSPITALS
It tokes a ot to treat the Fitie, Your Right (0 a Safe Delivery
(MEDICAL RECORD)
k Patient Name: ;"1’\’1-, » : lé}l, ey s o LA Age: ;. ¥ Gender: v,
\ UHID No: 1., nee 1.29% PNoss _momofeg - Dateq 7/ Time: | 19
2 Diagnosis: [ cpie
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50meg/MI TaTat /
2. | Morphine Sulphate Inj. 15mg/MI ¥
3. | Remifentanil Hydrochloride Inj. 2MG h
o~ u Remifentanil Hydrochloride inj. 1MG
Doctor Name: k- i Doctor Registration No:
Signature:, o
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E ¥
i (Details of the Patient to whom Essential Narcotic Drugs Dispensed)
""\ IP Registration No: .../, L. 0 Date: ... FLTL Do iriins
Aadhaar No. of the Patient (Optional): ...........c.ooviiiiiiiiniiiiin i RISl exasimim s arins
1_ Name: | s DL ot o Remarks
—f‘!r' : r (an
-1 iTa | o
" | 2. | Complete postal address (with contact number, if any) "+~ ey
3. | Brief description of the illness
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) At
5. | Details of essential Narcotic drug dispensed E "Oatas il
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
/
1 § ( -
Dispensed by (Name & IDNo.): ......... 'q"”.) .................................... Signatie: oy e i e
‘y Received by (Name & 1D No.): Loataliaor. . QUERIL Signature: ............. ‘....‘.., ................

. p | \
SAERBL .o ivcvnes e

| Docu. No: RCH/ FRM / CLINICAL /133
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