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SURGERY DETAILS

Date: ... 15)’6’71[&9@ .....................
Patient Name: W&\!wﬁgm\mﬂnr Date of Birth: Q?lihqol”) Age: &7‘{}12
Bl Ward oo Ol UHID No.:&H..T..Q.Q.é?.?ﬁgﬁﬂ
Date of Surgery: l‘j{[:}[afo .................... T0T-1 >OT-2 [10T-3 (10T-4 [J0BGOT-1 []0BG OT-2

@ Name of the SUrGery : ............... S INEEA SN S

L1 (FPW) ................... Time Out :......... [@ (/40 Y

1. Surgeon %(&\L&(‘Eﬁﬂ‘\( ...................................................................................
2. Anaesthetist @Y ....... Q&OJ ..... Qﬂﬁ .........................................................................................

. -
® 4. QT Technician M \fm"-l ..........................................................................................................
5. Circulating Nurse QJL CLH)C{ .......................................................................................................

6. Assistant Nurse Qgg Ldgﬁw ..................................................................................................
f

Special Equipment: [ ] Laparascopy .| Broncoscope [ Harmonic [1 Morcelator
[] C-ARM | Cystoscopy "] Versa Point [ Liver Cusa
(] Neuro Cusa C1 OtNErS .o

Signature of thm Signature r}%%aﬁng Nurse
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Mrs GOGIKAR VAISHNAVIRANI Q M ( 2z
141 27Y5M22D (F) = =
Or. SWATHI HV M - B Em?cll)r:vr: - Blrtthght
1 01RO AR pital _ .
CONS#rABbES OFO0 _Sf et
Circulating staff ....... &/\{ ...................... Technician : L. e Date: ..... q ..................... TIMe e,
Anaesthesia Disposables wsund Y ueog | Surgical Disposables w”%‘“ _-Disposables (Baby Side) M‘}‘VM
ET tube MajorPack A Ot ey | niviek o\
IMA T sutures 93,696y | Cord Clamp QL+
ECG leads \A /P /N U3 f,“’ g“ gl Suction Catheter T
HME fitter : A/P /N SIS Feeding Tube ¢, oll
Syringes : 10 cc 0y - Vaccum Suction Set @ |
05 cc ‘@:@\ Gloves G, (/) E)T/ - Surgical GIovesG"/‘g 3 UYL}
02 cc i &l ﬂQ (,: fi} b f , Gauze Pack_ Y~ (]
Qice o e Syringe 1pfl / 2ml ¢
Cautery plate( A} P/N (0] | Surgical blade Q 3! L Surgical Blade # 20 oL
IV set ~ V' /| NG tube o ~ A4 Koochies (S) B
RL 07, | Cautery pencil Jlail ——
@) NS : 1omiy 100mi/ 500mi / 1000mi "7 | Koochies &, 9[ DOOO o) lq A 9(@
0¥ 10O N 0 Ointments 1 o W
% 7 | suction Catheter Vi - sl
Fentanyl ® 1| Cap, Mask o HMA -
Morphine | Gauze Pack 1) xm( MM i;_ _Qy -
Ketamine Mop Pack ' J g
Propofol Steristrip !
Rocuronium 7 ‘/I.Jnderpad J Q,_ L
Glycopyrolate [0 _V | Draw sheet &
Myopyrolate s Abgel /’b )
Ondansetron—" Foleys catheter i
73’ ({ Pencan 28/ SpinaHteedia 22 {07} | Urobag
Bupivacaine 0.25% \ 1 | €nest Drainage Catheter
A‘N’J\l _"Bupivazaime 0.25% (Heavy) 0 [: Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories loban o e
Anamol : 80mg / 250mg / 170 mg Double J Stent e 1
Supridol : 100mg | Vaccum Suction set O}/ ; )
Justin : 12.5 mg / 25mg / 100mge—"T" A Plastic Bad—&heewn(m& ‘
Tab. Misoprost : 200mg 1ALZatyBetadine Solution’ -
o< A § “ a7 FMicroshield A
thoau2t +.5% 1. fg& Cotton Balls N
Ja¥X /. ) [ | Latex Gloves )%
At

<A 4 Ramdione Scrub

Saral

Surgeon ngesthesiologist
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Ralnbow Childrens Hospital-Himayatnagar

Rai!nb“aw'
ﬁg:g{g} s Birtivey Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
< Rambrw quarlers road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA 500029,
040-48873009, Info@rainbowhospltals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN t BAH-DDE39455 Hame + Mra GOGIKAR VAISHNAVI RANL
Age | Sex : 2¥¥5M 23 D/ Femnale Docler SWATHIHV
Adm/Reg Date/Time T 190772026 1238 Payor 1 VOLO HEALTH INSURANCE TPA PVTLTD
Order Data 1 19/07/2026 23;18 Ordernumber  : 26-0000216222
Visit ID 1 IP26-00006883 WardBoad No ¢ 4F DT /FDA-412
Pattant Add ¢ Kothagudem, Kothagudem, Bhadradst Kothagudem, Telangana, INDIA, 507301
8.No Dascription Generk Nama Dosage Ratite I Freq! y i Qty Status
DISPOSABLE AFRONS BISPOSABLE APPRON
1 STERLE XL STERILE XL 1Hes # Onee Daly 30ays 3INos| Dispensed
2 [SURGICAL BLADE 22 SURGICAL BLADE 22 [1Hos Examal § Dncs Daty 1Dsys 1Nos|  Duonsed
F :::AMN HEAVY SMG NI & 1vaal Extamal ! Once Dady 1Days * 1vist] Dispensed
4 |RL500ML CLOSED SYSTEM ?clzsfr&.sg;gw 18cte 1 Once Daily 2Dnys 280te|  Omparsed
s {vicRr1ove23is VICRYL1-0VP 2346 |1Nos +Onca Daily 2 0ays 2Mos|  Despensed
6 |MONOCRYL2IONW1326  |MONOCRYL 1326 1408 1 Onow Daly 1Days 3Hos| Dupenses
ENCORE MIGROPTIC
7 |GLOvEST5 PR Nas { Orica Cay 10ap 1Hoe| Diepensec
& |osYRINGE Mt (MIPRO) SYRINGE 1ML 1Nos Extamat / Once sty 1Days Thos| Dizpensed
5 [ENMANT SOLLRION 10% 1Hos Extemal { Onee Dally 10ays 2Mos|  Dispansed
10 | THEMIPYRRNOM C.2MG INJ 1Mo Extwmal 110 Al # Days 1Mes|  Dispenesd
ABGEL SURGH PAD (B9G}
1 Ceismany ABGEL 1Ne 10nce Oaly tDays 1Nos|  Bnpensed
12 {$GLOVE# 6 (SURGICARE} |$SURGICAL GLOVES6.0 |1Nos External  Once Daly 10ays 1Nos| Dnpensed
7 |PREGEUEDSURGICAL  [PREGELLEDPLATED |,p ExareltOnceCaty  |10wys Y p——
14 :R”g;'g SUPPOSITORIES 100 1 Nos Extemal f Cnce Daky 1Days 1Ncs| ODmpensed
15 IVICRYL 1-0 NW 2364 VICRYL 1:ONW2364  [1Nos 7 0nos Daly 1 Days 1Nos| Dupensed
16 {MOPS 3030 8PLY 58 X-RAY |MOPS 30308 PLYDATT |4 Nos 10nca Daty 2 Days 2Nos| Dwpensed
17 PENCAN25G'312 PENGAN 2663 12 1Hos Cxiamatd Onco Daly 1Ceys tHos| Dispensed
18 Encora Microptic gloves-8.5 1 Hos 1 Once Daly 10ays 1 Now Dispensad
TRUGUT CHROMIC CATGUT | TRUGUT CHROMIC
18 |sraziz CATGUT SNA282 1hes 1 Once Dally 10ays 1Hos| Dispensed
GAUZ SWAB 18X 10CM |
il 12PLY B5 K-RAY 1Pkt |Extamal { Once Daly 1Days 1Pk} Dispansed]
LSCS DRAPE PACK
2 | FROTECTCARE} 1Nos 1 Oricn Dally 1 Baye 1Hos} Dispensed
22 |MISOPROST TAB 200MCG 45 1Tabs Extemal  Onca Daly 10ay% BTabs| Dispensed
23 |DSYRINGE 10ML(MIPRO)  |SYRINGE 10ML 1Kos |Extemst s Once Daty 1Days 3Nos|  Dwpensed
2 &A[;\J:AENRCYE']’ENCIL 1Nes Extamal  Once Daly 10y tHos| Despensed
GAUZE PACK STERILE GAUZE PACK STERRE
25 [10x10%22 PLY 55 10x10x12 PLY 5 Pack, | 1Hor Extemal | Onco Daiy 10y 2Hoa|  Dwspensed
28 |VACCUME SUCTION SET 1Heos Fxtgmal ! Onee [raly 10nys 1Hos|  Drspensed
27 EQ'%EPREP SOLUTIONS 1mL i Cnes Dally 1Days 1Mos|  Dispensed
28 |EC.GELECTRODES (ADULT) |[ELECTRODES ADULY  [1Nos Exiernal ¢ Once Daly 1Days INos|  Drpensed
20 |sGLove e (SURGICARE) [SURGICAL GLOVES 65 [1Nos Extemal  Onco Daly 1 Days 4Nos| Dispensed
0 E:ﬂ?ﬁm {OXYTOCIN IN 1vid Extemal { Once Daly 10eys tVial| Dispensed
31 |DSYAINGS 25ML{MPRG  |SYRINGE 2ML 1Hos Exiemal { Once Daly t Days IMes| Drpensed
37 [COTTONBALLE 2 GM 5 HOS 1Has Exterral / Onee Dudy t Days 1Nos]  Dispenteq
33 [THEMICAINE 2% 30ML Y 1Nos Extamal f Onca Daiy +Onys ¥Nos|  Diapersed
3 |DSYRINGE SML(NPRO) SYRINGE ML [ Eaternal  Onca Daily 1 Doys T atos| Dispensed
SWATHIHYV
OBSTETRICS AND GYNECOLOGY
Reg No : TSMC/FMR/15501

* This document is just for referance purposa cnly. Net te be considered as primary report.

Note

*Thiz prescription is valid only for specifiad duration.

* Do not rofill medicinos.

Printed Date/Tima : 20/G7/2026 08:04

Frinted By : SUNKARL SANGEETHA

Paga 1 oft
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MRN

Age [ Sex

Adm/Reg Date/Time
Ordor Date

Visit ID

Patient Address

e

Rainbow Childrens Hospital-Himayatnagar

Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA

quarters road AP State Housing Board Himayatnagar ,Hyderabad ,

Telangana, INDIA ,500029,

040-48873000, info@rainbowhospitals.in

QR

ELECTRONIC MEDICINE PRESCRIPTION 1!

: HNH-00016688
:0YOMOD10H/ Male
1010712026 22:24

; 19/07/2026 23:21

: IP26-00006886
: Kothagudem, Kothagudem, Bhadradri Kothagudem, Telangana, INDIA, 507101

Name

Doctor

Payor
Ordernumber

Ward/Bed No

: Baby Of GOGIKAR VAISHNAV! RANI
: SPANDANA PASUPULETI

: SELFPAY

: 26-0000215224

: 4F -OT | CRDL-HNPDA-412-1

S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 NJEK INJ 1 MG 0.5ML 1Nos / Once Daily 2 Days . 2 vial Dispensed
2 SURGICAL BLADE 20 SURGICAL BLADE 20 1 Nos External / Once Daily 1 Days 1 Nos Dispensed
3 SGLOVE #6.5 (SURGICARE) |SURGICAL GLOVES 6.5 |1Nos External / Once Daily 1 Days 3Nes] Dispensed ‘} |
4 |INFANT FEEDING TuBEs | INFANT FEEDING TUBE 14 yq Externa! { Once Dally 1 Days iNos| Dispensed
5 ?;I;i.%(i‘g?(BR?Yx focM 1 Pkt External / Once Daily 1 Days 1 Pkt Dispensed
6 DSYRINGE 1ML (NIPRO) SYRINGE 1ML 1 Nos Exlernal / Once Daily 1 Days 2 Nos Dispensed
7 ﬁﬁiﬁ\g&[ﬁﬁgf\% 1 Nos Externat/ 10 AM 1 Days 1Nos]  Dispensed

SPANDANA PASUPULETI

* This docurnent is just for reference purpose only. Naot tc be considered as primary report.

Note

* This prescripticn is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 20/07/2026 08:03 Printed By ;: SUNKAR!I SANGEETHA Page 1 of 1




ginbow Childrens Hospital-Himayatnagg

P .
Rainbow _
Children's . Rainbow Children's Hospital, D 3-6-267 Cafe niloufer, Old MLA
Hospitai Bldhﬁf&h% ainpow laren's rosplial, OOI: no. 9-o- s opp. Caie niouier,
sRalbaw quarters road AP State Housing Beard Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
JRCAR TR e
ELECTRONIC MEDICINE PRESCRIPTION
MRN : BAH-00639455 Name : Mrs GOGIKAR VAISHNAVI RANI
Age | Sex : 27Y5M 23D/ Female Doctor : SWATHIHV
Adm/Reg Date/Time 1 19/07/2026 12:38 Payor : VOLO HEALTH INSURANCE TPAPVT LTD
Order Date 1 19/07/2026 23:18 Ordernumber  : 26-0000215221
Visit ID : IP26-00006883 Ward/Bed No  : 4F-OT/PDA412
Patient Address : Kothagudem, Kothagudem, Bhadradri Kothagudem, Telangana, INDIA, 507101
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 |EACEMASKILAYER- FACE MASK 3 LAYER |1 Nos Extemal / Once Daily 1Days 10Nos| Dispensed
2 SURGEONS CAP SUURGECONS CAP 1 Cap Cral/ Once Daily 1 Days 10 Cap Dispensed
3 g{rg\yfs%xamdggﬂj%hs 1 Nos External / Once Daily 1 Days 20 Nos Dispensed

SWATHIH V
OBSTETRICS AND GYNECOLOGY
Reg No : TSMC/FMR/1551

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

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 20/07/2026 08:04 Printed By : SUNKARI SANGEETHA Page 1 of1
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Rainbow® : . Lo
W Children’s ‘BnrthRotgm
307 Hospital s
| Name Mrs GOGIKAR VAISHNAVI RANI  UHID BAH100639455
Father/Guardian Mr VITAL Age/Gender 27 Y 5M 24 D/ Female
Address Kothagudem, Kothagudem, Bhadradri Kothagudem, Telangana, INDIA, 507101
iP No IP26-00006883 Admission Date  19-07-2026
Ref Dor;tor Self

Discharge Date 22.07.2026

DISCHARGE SUMMARY

Consultant:

Dr. Swathi HV
MBBS/MS
TSMC/FMR/15501

Diagnosis: PRIMIGRAVIDA WITH 377% WEEKS PERIOD OF GESTATION
WITH SPONTANEOUS RUPTURE OF MEMBRANES IN EARLY LABOUR

EMERGENCY LOWER SEGMENT CAESAREAN SECTION DONE ON
19.07.2026.

History:
LMP: 30.10.2025 Obstetric formula: Primigravida
EDD: 03.08.2026 Gestation at admission: 37*®weeks

Obstetric History:
G1 - Present pregnancy Spontaneous conception.

BANJARA PUR OUTPATIENT CLINIC U SECUNDERABAD LB NAGAR * NANAKRAMCUDA
g ? T sy 3040 - 4246 2200 ' ey 3040 - 71111333 Emergancy 3 04069111233

wncy 3 040 - 4466 3555, 91009 25516 mesgency ) 040 - 4246 2300 Emergency 3 040 - 4248 2100

® 1800 2122 & www.rainbowhospitals.in




Name mFOG'KAR VAISHNAVE | yep BAH-00639455
IP No |IP26-00006883 Admission Date 19-07-2026

Medical History : Nil.

Surgical History: 2024 - Anal Fissure surgery; Feb. 2025 - Left breast Abscess
surgery. Family History : Father - CAD.

Allergies : Tramadol.

Antenatal Details:

Mrs GOGIKAR VAISHNAVI was booked to Rainbow hospital at 32 3weeks period
of gestation. She had regular antenatal checkups and investigations as advised
elsewhere. NT scan normal, FTS low risk, TIFFA was normal. Betnasol covered

at 3673 weeks back for fetal lung maturation in view of threatened preterm.
Fetal -growth monitoring was done by serial growth scans. Scan done on

10.07.2026 showed SLIUF at 36%4 weeks, Cephalic presentation, EFW 2.525
kg, Placenta :Anterior high, Liquor Adequate, AFl - 18.7cms, Dopplers

normal. She was admitted at 37%%® weeks with Spontaneous Rupture of
membranes for delivery

Investigations: Enclosed.
Blood group: "O" Positive

Management: Course in hospital:

At admission on clinical examination the vitals were stable. On admission vitals
stable, uterus was relaxed, OS 2-3 cm, effaced membranes absent, ligour clear
draining vertex -2, adequate pelvis. Fetal well being was confirmed by an
admission CTG which was found to be reactive. As per hospital protocol she
was started on IV. Taxim in view of ruptured membranes. Informed consent for
vaginal birth taken. Further augmentation was done by oxytocin infusion. She
was decided for emergency C- section in view of non progress of labour. She
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‘ Rainbow” : - s
Children’s o BirthRight
H BY RAINBOW HOSPITALS
H OS pltal . Your Right to a Safe Delivery
Name E;;FOGIKAR VAEHNAV UHID BAH-00639455
IP No IP26-00006883 : Admlséloﬁ bate 19-07-2026

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

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital 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. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Skin closed with subcuticular sutures. Wound dressing done.
Vagina cleaned with Betadine solution after expelling clots. Misoprostol 400
mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.

* Cord around the neck.

* Omental adhesions to posterior uterine wall.

* Right para ovarian cyst of 3x4cms noted and punctured- serous fluid
drained out.

Delivery Details:

Date : 19.07.2026

Time of Delivery: 09:09pm

Type of Delivery: Emergency lower segment caesarean section

Indication : NPOL

KONDAPUR L 8 NAGAR NANAKRAMGUDA
gency 3040 - 7111 1333 mergency 1 040-69311233

HIMAYATHNAGAR BANJARA HILLS
marguecy 3040 - 48873000 Emmrgency 3 040 - 4466 5555, 91009 25516

11 HYDERNAGAR (FAS red KONDAPUR OUTPATIENT CLINIC B SECUNDERARAD =
nergency 3 040 - 4246 2300 reegency 3 040 - 4246 2100 ey 1040 - 4246 2200 7040 - 4246 .

@ 1800 2122 @ www.rainbowhospitals.in




‘Name mFOG'KAR VAISHNAVE | yuip BAH-00639455
IP No " | p26-00006883 Admission Date 19-07-2026

Anaesthesia : Spinal

Baby Details:

Date : 19.07.2026
Time = :9:09 PM
Sex : Male
Weight : 2.6kgs.
Apgar : 8,9

Gestational Age: 371° weeks
NICU Admission: No

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no Postpartum hemorrhage. Breast feeding initiated. She was
shifted to room. Her postoperative. period, following that was uneventful.
Lactation counselling was done. On second postoperative day dressiig 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 26.07.2026 (9am-9pm) after food.

2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
24.07.2026(8am-2pm-10pm) after food.

3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 24.07.2026 (9am-

3pm-11pm) after food.
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Children’s ‘Blrtthght
1 BY RAINBOW HOSPITALS
Hosplta| Er Right to a Safe Dchvo;r;
Name EZZIGOGIKAR VAISHNAVI UHID e
! iP No IP26-00006883 Admission Date 19-07-2026

4, Tab. Pantop 40mg twice daily till 26.07.2026 (7am-7pm) before food.

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

for three months before breakfast.

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

o0

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

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

Review with Dr. SWATHI H V, after 1 week on 29.07.2026. at Rainbow
Children's Hospital with prior appointment (Review consultation will be
charged).

For Women Who Have Had a Caesarean Section

Care of the wound:

1.You can bath and shower.

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

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

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

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

NANAKRAMGUDA

BT NOERARAD
HYDERNAGAR L KOHDAPUR OUTPATIENT CLINC SRCHNEN 3040 - 7111 1333 argency 3 04069311233

¥ 3 040 - 4244 1100 srgency ] DD - 4246 2100

@ 1800 2122 @ www.rainbowhospitals.in




Mrs GOGIKAR VAISHNAVI

RANI UHID BAH-00639455

Name

IP No IP26-00006883 Admission Date 19-07-2026

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 |i page 6] kindly contact 9154865045 at Rainbow
Children's Hospital Himayatnagar just dial one toll free humber - 18002122.
You can also take appointments at any time by going online to our
website www.rainbowhospitals.in

Registrar/Resident/C.M.O

Consultant 20(. |
Dr. Swathi HV 5‘ (ﬁ:i_j;&,,
MBBS/MS

TSMC/FMR/15501
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Mrs GOGIKAR VAISHNAVI RANI

27.01-1009 27Y5M24D (F) R . ;::é &
- Dr. SWATHIHV ainbow . . o
e Chidrey | @ LRI
L Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
DEFICIENCY CHECK LIST OF CASE SHEET
Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet {
9 Discharge Summary ]
3 Nursing Initial assessment }
4 Patient Transfer form ]
5 In-patient Medical record |
6 Doctors progress sheets Zf
7 Nursing plan of care and handover sheets 2 '
8 Consultation sheet =
9 General consent for treatment ]
10 Consent for Surgery }
11 Consent for blood transfusion
¥ 12 Consent for chemotherapy
13 Consent for high risk
14 Consent for Restraint
15 LAMA consent )
16 | Consent for special procggure/ Sedation /
i Consent for Formula feed
18 Consent for MTP
19 Consent for Radiological Investigations
20 Consent for HIV test
21 Anaestesia notes (Pre Anaesthesia& post) Z
22 Neonatal Admission/Delivery/Physical Exam
23 Medication Reconciliation l
24 Emergency Triage record 4 \
25 | Pre operative check list g
26 | Surgical safety checklist of -
27 Operation Theatre notes )
28 Nurses clinical Presentation -
» 29 | TPR &BP chart [
30 | Intake and Out take chart (fluid chart) 2
31 Drug chart (Regular Prescription) 1
32 .| Investigation Values (result sheet) M
33 Nebulization chart
34 Nutritional review chart
35 Intensive care unit (ICU Charts)
36 Consent for Admission in PICU / NICU
37 The Humpty dumpty scale
38 | Braden Q Scale 2
39 Bed side check list
40 PICU bed formula Dilution feeds
41 Gastro monitoring chart
42 | Rch ED doctors note
43 BP Monitoring chart
44 RBS monitoring chart -
Palllie |
T Bxhhag /_‘6_/ - . \a
Total No. of Pages - s " ﬂ>\03‘
== & N
Sign and Date :

Doc. No. : RCH/ FRM / GENERAL / 126

(PTO)




ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE




Rainbow"’ . .
Children’s & BirthRight
PATIENT TRANSFER FORM Hospal .SL?::;?SZ’::,’?ELK:E
Patient Name & UHID No. Date & Time of Admission
.00008883
:ﬁ:g‘aalﬁ:; VNSHN;::;AN‘

Date & Time of Transfer Order

No[ |

. (3@ 1 3ep, | 20l36 @
:,*,“;\.m l\ﬁ\i\‘ﬁi’\'\'\\"\ﬁ\“‘\m\\ Transfer Ordered by Reason for Transfer
€ o semuntio
Pe .o Sex )
From Unit To Unit Information to Attendant
Yes | No[ |
?)’& —Pe > - QOO m /E/
o Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
Yes[ | No[ |
[ If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1. RL —somi Q)
2.
3:
4,
o
5.
Shifting Summary / Notes Written by Doctor:  Yes| |

Name & Signature of Person who is Transferring

8lg. SpyedVS

Patient & Clinical Records Received by :

NN

Name of Person Ordered Transfer

DR . ppover™

Date & Time of Patient Received :

3“\%\5 33| ThAm

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

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

[ | Nurse not Available

[ | Available Bed not ready




. @ Rainbow Childrens Hospital-Himayatnagar
Rainbow Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Chitdren’s | - Board Himayatnagar ,Hyderabad ,Telangana, INDIA 500029,
Hospital BribRght TEL NO :040-48873000

WEB : https:/frainbowhospitals.in

ADMISSION SHEET

NETICEV IO

Registration Details :

Admission No : [P26-00006883 Admit Date : 19-Jul-2026 Admit Time :12:38 PM UHID : BAH-00639455

Patient Details :

Patlent Name : Mrs GOGIKAR VAISHNAV! RANI Age 127Y5M22D
Guardian : MrVITAL DoB 1 27-01-1999
Gender : Female Religion
Occupation : Martial Status : Married
Address {H) - Kothagudem Kothagudem Bhadradri Phone No 1 9958004221
C) Kothagudem Telangana INDIA 507101 E-mail . NO@GMAIL.COM
pN E

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 1 MrVITAL Relationship : W/C

Contact Address : Kothagudem Kothagudem Bhadradri Phone No : 9959004221
Kothagudem Telangana INDIA 507101

G;

Doctor Details :
Doctor Name :Dr. SWATHIH V Specizlisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phot;e No

Co-Consultant

Payment Details : Deposit Amount  :50000.00

Prinfed Date / Time | 19/07/2026 23:46 Printed By : 020635 Page 1of 2
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Children’s .
Hospital Blrtthght
1t takes a lot to treat the little. You Rghlt S{ Dl ry

ACTIVITY RECORD FOR BILLING

e -
rrnnm 27Y5M22D
UHID No : --=--====mu- onsultant : ~-=-====semmereeeem e Dept : —--==eeememeee
S ||l!IIIlI|||||Il|II||||IHII!|||||||| _____ T i
Room / Bed No : ========-===--- Ward : ----------------- Suggested Billable bed type : -
WARD TRANSFERS
Date Time From To Slgnature of Nurse
11 Hae | Birepm | Pl —pesk |  ©7 Rj b /sonama
wldse | 1opm) oT PYe —post | sundh

201126 | qtlofm | D>@Pock [ Foov (Zox) | iy w@ﬁw«n

Cross Consultation Visit

Doctors Name Date Order No. Signature
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10.
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MEDICAL EQUIPMENT ( WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.
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PROCEEDURE

Dat,e/ __Proceedure Quantity Order No. Signature
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ANY OTHER INFORMATION
Date : Time : Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Dr. SWATHIH V

QT Chiirers | @) irthRiant
IP ADMISSION SHEET FOR OBSTETRICS

Presenting Complaints \l X LMP; 3::.\\ ca\?_ozg ; EDD: & \ B 2o 2-6-
cle BN 16’& - Corrected EDD: 513 2026 GA 2w QACW\B

Obstetric Formula: vt clvcx\r e Menstrual History: Regular:-=Yes ] No

Lt = k y "
N ASqrs , N ™A Obstetric Examination

Obstetric Hostory
SoPe \cav\eoub Fundal Height: ~ \ &4~
E’ on o
v Ut. Activity: [] Relaxed = Mild CIMod [ Severe
Liquor: = Adequate  [] Oligo ] Poly

Present Pregnancy Record: h
O : \ouw uis .

AT N e XS ~ PP: Cephalic  [] Breech Others

Nt (e FTS 2 :

T —2 Head Fifths Palpable: 4—\5*
RISK FACTORS: FHS: —FTNormal [ Tachy  [JBrady [] Absent
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A =t @ g \ Per Speculum Examination "Bl' dace
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C Ides %) Draining: A Present [ Absent  [JBleeding

Colour of Liquor;_[J-€Tear (] Meconium [ Blood Stained

Vaginal Examination ™
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Os: Closed Dilate

AIIBIGIES: oeee e N eerrerssre e seeeerseseesnessenenns Membranes: [] Present 7 Absent
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27-01-1900 27Y5M22D (F)

Dr. SWATHIHV
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Medical History:

Medication History: ‘

T RN

- CRALE vy ©
Plan of Care: Investigations: %C—LT s PG%\‘ L{"v e
D\ dvarseron NS T \ '

Tdorrmed  (onserl

Pa_ets ?Ke‘xs-m}r\‘o -

g\m-(} ? R F‘&Tﬁ\@un
- N—j '

NG %‘M\\\.

cppllé = 26 )

RSN,
hp o W sy
e \adl o
P\l — 3\'S A\

VISE

wl & PGLlfo\:e:Lj_ LTOTF | C@.F\r\cx\\ec‘

Vg Bl m\\mm
@%m\\\\"
Mentloe Wkals

SV\ YR AR SOS

?\CLQ@Q\'Q - D\f\)‘mo’*
AET — 18 Tems -

NR-

\'\1"(:{1'\

cHw - S Kas c1s°l)

ac C

2=1<)
Doqpp\ébb— NOL :

D\‘ t\kCLbQQF\C& '

Doctor Name: e

Signature: ..........

Date & Time: kq\u‘\zcz'é@?’@e)lj ™

AN efp\ g
RN

)

al A Coathy WV

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



BAH-00630455

;TTH;':::mv 2””::.%1 (F) : Rai_nb‘fw: ® - L
N Q) ot | @
PHOGRESS NOTES AND DOCTOR'S ORDER
ga;fm Progress Notes Doctor's Order
N 25 . i e
AT RIS PR,
o DC’)? (\ ‘
ol ol € C‘C'Eeu'v NS T
li‘\\Q\)‘ﬁ = NN \\qwc\ Swelk
SPQZ— A9 [.onRA: -~ QD\A\U\Q\\ cp‘DO"
PR -Q\Q\h‘pm' : O{‘Ne\f\ . ‘
BP - \is|tomm e - Wwl\f “pol lWL\CQC&J
CuS\P\S'_ N\Q DTJ "\G\
Pﬁ‘.u\- Lot T ye - g\md tye mn‘ilom

2-a \ 4o -4s"

—nst 2Ry

CG—D\\CL\\'C_~ —. iq. DYO\'\'J\\ R\ s\—q‘i
F \\3«‘?\6)' . \\,, %UJ;QC)D@\’\ t\f”SLcA
?\( N C)&. 2 dt\)\q\eé ‘ = MCbY\\\-oL \(( Lq\j
\‘L"\Q\"' \‘b‘f\q_ -\ ﬂ\mm SO
W\em-u\osen\\ z (en\\w : S»«f
c\e_m \\‘q OUt 61\—{\’0U"\ \Q\M;\on
My &Y~ Q\L slfokxn‘eh' and {ncvegre- OLCCOJAZ&J'Q
jft) QQ:!\\\D.Q\"\\CW\S'
0 \UP[E)) ‘19‘-91 : Cfo . b
\o@'\«/ B [ —
Lt 2 @«m@ 394”&» c | SO
2T - ebiak puor b
— 8,/\ Du,(f’\’(f)u @ Lol oA (i
VE: el @
PA Tl
g b
Y AnQ ey
Docu. No. : RCH /FRM / CLINICAL / 088 - (PTO)

PloSeet
2—4,,“0 { ro- 2/1




BAH-0083045

|P26-00006883

Hn GOGIKAR VNBHNAVI RANI

e, EYSE Rainbow'. | @ BirthRight
"y Flospial | (@
PROGRESS NOTES AND DOCTOR'S ORDER

ga;'?me Progress Notes Doctor's Order
Plv: © 8o Uadf[1) _Adu .
D ‘j‘}kﬂw faoN e, -
INtGE hoale@cbaont & padiotingconn
= - Lapud ED v @y foleycalabon.
7 @;wﬂw
Weﬂ chw»,a s A | pEEGnla .
rﬂlu\ B OHD t’_w;u NPO L. , ,’5@7{& O
| PCTC
 N__2C. . :
a Of‘k’\l?'z e, C\S\\}J‘ tD\ Nlaseena
PR = —
o\t L Eﬁ* D g
Blebxle Spd, @ lohkh OB Yox o Chus
?R R lopro _ et and duugs
oo | bommbg R O
CbS\R& CNBD i~ WS\VE PAL Heed T
-7 Y _Vatne o Q\’\Qxi\
gb\.\ (NT s &D‘. 'Q,,_\\> \Lgmooo& 1
‘D\@Sg\‘_e‘h'. A G Q\eorr T\M cﬁ \Qpm
WE: P BleedP g LMY+ — MeonThos Vikals
: .d - IY\\OJLY“\ SC)&‘
\_’)\D . Eoc:m\\ N A
QW\P\'\‘ec& in OV
%&\m % N\c:r\ﬁ\\ﬂ%\gﬁ' (k.:,;;e el
\ ‘DV' oS-

Docu. No. : RCH /FRM / CLINICAL / 088



BAH-00830455 1P26-00006883

Mrs GOGIKAR VAISHNAVI RANI . e

:’:T- ?u::::n HV ik Rainb:-(;wﬁ
i | A - '
T )
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Your Right to a Safe Delivery
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Your Right to a Safe Delivery
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Radiology :

MRI

Others (ECG, Contrast Studies etc.,) :
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carly Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR YELPOW SCUREscﬂT ANY ONE TIME
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5'and Gynaecology
Warning Signs

& ik
1 Yellow Alert :
Repeat Observations
in 30 minutes
J
s N 4 )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
w, J
\
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
N L/

pafe f S \

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

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

s N | )

Complete a Full Z Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes

\_ / _ Y,

4 \ )
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Cbservations
in 15 minutes or continuous
monitoring

\ J

w

* The Modified Early Warning Score {(MEOWS)

o
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vany warning Observation Score Chart - Obstetrics

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

.BirthRight'

2\ | |2k

Date

Time

3

11

12

10} 11

12

RESP

> 30
21-30

(write rate in
corresp. box)

11-20
0-10

94 - 100 %

Saturations

<94 %

Administered 0, (L/min.)

o

3, dwa)

40
39
38
37

o
ot
Tho

36

35
< 35

170
160
150
140
130
120
110

ajey Leay

100

90

80

9
9

L

Th

70

o™
(=3

)|

o

|

60

50
a0 T e e e s e e R

190
180
170
160
v
5 150
% 140
® 130 e ‘e Wy W §
T 3 130 S tht A
2.
= 110 A8 19 A
3 100 7 1
o
§ 90 X
80
70
60
50
130
2 120
;‘;_% 110
= 100
j==-)
l g 90 A\
a 80 - A V
3 29 A\ e f 9
g 60 . '3_.'] - i
3 50 !
40
RESPONSE yale
[v] Pain
Unresponsive
URINE > 30 a | ™~ =
mis / hour <30
Proteinuria Protgin ot
Protein > + +
5 Normal e -
Lochia Heavy / Foul
- Clear / Pink -— — — — —
q Green
TOTAL YELLOW SCORES ; [ (&) [] =
TOTAL ORANGE SCORES J ] O, >
Nurse Initial b2 Q" i[ ( B4 ;
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Obstetrics and Gynaecology
Early Warning Signs

-
1 Yellow Alert :
Repeat Observations
in 30 minutes
\

~ N

2 Yellow Alerts or 1 Orange Alert:

Complete a Full Call the Obstetrici d Repeat
all the Obstetrician and Repea
Set of MEOWS [~ Observations

Observations in 30 minutes

N / _

e

> 2 Yellow Alerts or = 2 Orange Alerts:

Immediate Review by Obstetrician and
Repeat. Observations

¢ in 15 minutes or continuous

monitoring

\.

* The Modified Early Warning Score (MEOWS)
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1. All measurements in ml.
2. Add up each column separately. Make addrtlonsecross the page to obtain 24 hrs. total of intake and output.
IV Site

Intake T T e
Thrombo- y
Date | Time | Nawre Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebits | Sian.

Score Nurse
Mouth LV N.G
08:00 am .
09:00 am
10:00 am
11:00 am
12:00 pm 4
01:00 pm
Total Intake : ) Total Output :

0200 pm f

03:00 pm il grive)
o | 0400 pm Lo | D
X [0500pm N :

‘/
.-

Q -
e\ 06:00 pm ~ |
/
P

20

O Lt
L—?-—"‘
%

07:00 pm
Total Intake : (" caa_s 1) Total Output :

cE
\;\g. pm

N oo m| Dy

) I W P i
\G 11:00pm| P L- 1000 O = [
12:00am | ) [ aoedl" \
01:00am | pL— {00
Total Intake : Total Output : (;vOD ou
02:00am | P tonn?’ woa W E—
03:00am | DL~ @\Qg o W, |
0400am | P | 70" |} gp T \k/ N
V" [ 0500am U Y nnnd L, AT . :

))

\3\:76

G

¥

-..,.___C"
A

I

07:00 am
Total Intake : Total Output : Ecom )

P [oo0an L opet? i | llﬁom} 1
[oom) Vi’

FER

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

"ﬁ.f ey dhaOmtps - Jste |
Date | Time | Noure Route NG | Diarrhoea | Vomit [Drainage | Urine | Phiebits | Sion.
Mouth LV N.G
08:00am || Mo LU
09:00 am Ry Oomi |~ {k
\glk 10:00 am N \v" 8D olb———F n @
Q\’K 11:00am e P q‘}::%f
* 12:00 pm : .
01:00 pm \ /
Total Intake : Total Qutput :
02:00 pm o | yd
03:00 pm v pANE /.
04:00 pm X N - Et\/ - o
\Q\q\o os00pm| | MO \3\/ R o |~
2 [om P\ Z T T
07:00 pm I \
Total Intake : Total Output : !
08:00 pm L / (
alo 09.00 pm % 902\9/ v ¥ ‘ Al
% 1000m| o [ / 0 HiF P INI G o
‘\?\‘ { 11:00 pm NS AR { N Wi \
1200 am M e <
01:00 am o | < \
Total Intake : Total Qutput :
02:00 am ) 2 / /
03:00 am R o Va ) |
1\9»9 0400am| N 3 /) ' Yl o f @A
&\ 0500am | QP ¥ A5} [T
VN [o600am - o \
07:00 am P 7 L)
Total Intake : Total Output :
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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[ 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.
“Wsite |

Intake s e Ol O

= Thrombo-
Date | Time | Nawre Route NG | Diarthoea | Vomit |Drainage | Uring | Phiebtis | Sign.
Mouth | 1V | NG ) j

0800 am ' v '\
09:00 am pd 8" = {
\QJO 1000am| » [K4 J)-(, ~fx QQ( /5 AL
AN | 1100am & A" ,
o} 12:00 pm Ol / / -
01:00 pm s / . |

Total Intake : Total Output :
02:00 pm )
03:00 pm P s
b 04:00 pm N
Q\\“\}l 05.00 pm ?/ n A z
06:00 pm P R o

07:00 pm / /

Total Intake 7 4 forn. Total Output: (|- 7 1 L a
08:00 pm

[
09:00 pm o ) Vi s | },

4 | 1+ 9

“/80 10:00 pm ; @;a'_
! (‘&\ 11:00 pm w A N v

,)';-\ 12:00 am / '

01:00 am 4 i -

Total Intake : Total Qutput :
02:00 am s y

03:00 am ‘ /1 .

\ﬁ’ 04:00 am o \?\v@ 7 \W/ i/ Q @7
)

¢
2
™
O»
~N
N
S
o

e M

05:00am| 1
04 /

v 06:00 am | P
07:00 am P 4

Total Intake : Total Output : -2 m-|

—hee—p 0

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Rambow
Children’s
Hospital

It takes a lot to treat the little.

[ FLUID CHART

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

".A_.s-k

[ Natre
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site

Thrombo- [

phlebitis
Score

Sign.
Nurse

LV

N.G

08:00 am

il

09:00 am

/

10:00 am AT

@(

¥

11:00 am

\S&

/7o

T ——

12:00 pm

_—
A

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

Docu. No. : RCH /FRM / CLINICAL / 092
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[1 Maintain Airway and Oxygenation

["1 Relieve Pain & Discomfort

[] Maintain Fluid Balance

[ Improve Activity Tolerance

[ Maintain Good Nutritional Status

[ Maintain Skin Integrity

w -
E [} Maintain Personal Hygiene (] Prevent Infection ] Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety [l Patient & Family Education
S | [ Identify Potential Complications (3 AT OURBIS: SDBOIY .. soaininssnicsssnis s s o e o N oS3 s dday so i
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Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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[ZJ Maintain Airway and Oxygenation

{1 Relieve Pain & Discomfort

[} Maintain Fluid Balance

1 Improve Activity Tolerance

[ Maintain Good Nutritional Status

pate: 22220

] Maintain Skin Integrity

§ [*] Maintain Personal Hygiene ] Prevent Infection [1 Meet Elimination Needs ] Ensure Safety [ Early Ambulation Reduce Anxiety (] Patient & Family Education
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?5»35‘-:‘-:“:'.‘.1”""“6;\;”“‘ BRADEN '’ SCALE chlras | QSR
or. 1 takes 3 It 10 treat the Mtle. Your Right to a Safe Delivery
“\\\\\“\\“m\m\ Date : lV‘.J\ kr;é’ | FT’ )ob/ 20/2
Time:[ “)SAY ) e ] ==

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

e

Mobil 4 : : o = 2 2
fty in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. V cr 3
without assistance. to completely turn self independently. independently. b\
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
A bt . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;ctu:n;;;}zg:‘g’;:e :}bmf_ . :‘d o non-existent. Cannot bear own weight |  very short distances, with or without |  Walks outside the room at least twice a (1 3
iy L . and/or must be assisted into chair or | assistance. Spends majority of each day and inside room at least once every \_\
wheelchair." shift in bed or chair. 2 hours during walking hours. \}
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:

Sensory Perception

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

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

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

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skit:(:s“::(mzsa d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing \J L—f
ool sl:ure Dampness is detected every time 8 hours. every 24 hours. (-\ "]

patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patient during
position change, moves in bed and in

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient Lf b{ L{
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| during move. Maintains good position l\
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

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

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

but will usually take a supplement if
offered.

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

£

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18
Docu. No. : RCH /FRM / CLINICAL / 119

TOTAL SCORE

Y

| Not at Risk: 19-23

Evaluator's Name
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¢




!
) Support Surfaces
Risk Score » Calegory Action (Pleasa Note: Only required for children who-are deemed af risk due
to altered mobility, consider accupation therapy referral for advice
Regﬁ:ar Turning Schedule _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the hesls Gel pads for high-risk areas
Use pressure redistribution surfaces Atternati - |
Manage moisture, friction and shear ernaling pressLire matlress overiay
! Advance to a higher level of risk if other major risk
factors are present
_ High density foam mattress
Use the Same Protocol as for “At Risk” Patients o
13.14 Moderate Risk (el pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
: Aiternating pressure mattress overlay
‘ - a
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
' Use same pratocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
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Rainbow®
Children’s
Hospital

It takes & ot to treat the litle.

‘BirthRight'

BY RAINBOW HOSPITRES
Your Right to a Safe Delivery

Date :
Time :

2L

M

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

ﬁ&&l‘i\lﬁ;‘
VA9 \
o
Mobility - o . e : : - S el ;
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 'Lr \{ "L
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; x
Ak . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;\fctn: 't:ig;zgggir;? 1C.c!!n fnidnl adu tl‘; bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
e i and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every {.r lzl
wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:

Sensory Perception

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

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

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

Responds to verbal commands.

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

C

Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occasionally moist: ) 4, Illalmlv moist: o
tawhich Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is uspally dry, ruutme diaper .
skin is exposed by perspiration, urine, dralnaqe. efc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing L‘1
% molshits Dampness is detected every time 8 hours. every 24 hours. L’ L( \T
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patient during
position change, moves in bed and in

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely \1 l{
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position Y
surface slide across repositioning with maximum assistance.] in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent: \

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

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

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

but will usually take a supplement if
offered.

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does nat require supplementation.

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| HighRisk:10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

N

Evaluator's Name

b IS

B =




o

b
< R
Support Surfaces
Risk Score -+ * v Gategory Action (Pleasa Note: Only required for children who-are deemed at risk due
to altered mability, consider occupation therapy refenal for advice
Re'g.u:ar Turning Schedule . .
\ A Enable as much activily as possible High density foam mattress
15-18 At Risk Protect the hesls Gel pads for high-risk areas
Use pressure redistribution surfaces Aternating oressure matiress ovell
Manage moisture, friction and shear ing p S5 Overiay
Advance to a higher level of risk if other major risk
factors are present
_ High density foam matiress
Usa the Same Protacol as for “At Risk” Patients L
13-14 Moderate Risk o Gel pads for high-risk areas
Position pafient at 30 degree lateral incline using foam wedges . .
: Alternating pressure mattress overlay
! . .
g Follow the same protocot 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 matiress overlay
' Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay

1!
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CHECKLIST FOR TH ROMBO\PH{-EBITIS It takes a lot to treat the little. Your Right to a Safe Delivery
o\g—
DAY-1 g |- DAY-2 21 |F/200AY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E @'—\ ) M (ﬁ N M | E N Remarks
- No signs of phlebitis / o
1 IV site appears healthy Pl sai 0 ’O w0 o 0 D |® ” 0O
One of the following signs is
evident : Possibly first signs of phlebitis
2 * Slight pain near the IV Site / / Observe cannula 1 S NI LYY PA— 47 67 N A
* Slight redness near IV Site ‘\-Q\Q
Two of the following Signs s .
e Early stage of phlebitis / v
3 are evident: . 2 il =5
Pain at IV site Redness Figsde Canmisg / }QPS — = [F b i
g\lfli g;;? e dlowing Sions gfe Medium stage of phlebitis / /
4 gty Resite Cannula Consider 3 -
Pain along Path of cannula et NA- =
Redness around Site Swelling Treatmnt \&(ﬁf\ M4
AH- ofthe followmg'8|g.ns b Advanced stage of phlebitis or
SR the start of thrombophlebitis / - -
5 Pain along Path of cannula . . 4 8 _
Redness around Site ?e site Cannula Consider Y&,@r it NA- i T (P
Swelling palpable Venous cord reatment (_r
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness | frombophlebitis / 5 @)J\ N NA- el (e
around Site Swelling palpable Initiate treatment Re site fx
Venous cordpyrexia Cannula | —
£~
-
Signature of the Nurse ckb@,ﬁ,@ ), @' @Q_-@ g_éj&

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

Signature of Shift In Charge :

Signature : .,

Nncn Nn

-RCH /ERM / C1 INICAI /127

- AT Name : ..

Signature of Ward In Charge :

Signature : ................
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CHECKLIST FOR THROMBOPHLEBITIS Hospial | WS
2] 1 DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E E M g Remarks
" No signs of phlebitis / o
1 IV site appears healthy Dbervs tartiia 0 .
One of the following signs is
2 evident : Possibly first signs of phiebitis : D
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 Two OT the Tollowmg Signs Early stage of phlebitis /
are evident Resite Cannula é b
Pain at IV site Redness
‘:\I:Ii({j)ér:? :e sl Siggis. e Medium stage of phlebitis /
4 Pain along Path of cannula ?eSItte Catnnula Consider 3 0
Redness around Site Swelling veaiman
TR m—"
?\Irlié);:? erlg ggr‘gsggrs are Advanced stage of phlebitis or
5 Pain along Path of cannula the gtart of thrombophiebltls/ 4 3
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stagg of
6 | along Path of cannula Redness | frombophlebitis / 5
around Site Swelling palpable Initiate treatment Re site 6
Venous cordpyrexia Cannula
Signature of the Nurse | 74

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 phlebitis.
Signature of Shift In Charge : Signature of Ward In Charge :

SIGNAMUNG : .....ooeiirrcrercirresssensinainese NAMIBE wasuusuasssssisimmisvisisinsmomsosnsasnississinssss SIQARING ! ccousnvsvasinasssssismiseisissinssivsoisinss IANIE &

Docu. No. : RCH /FRM / CLINICAL / 137
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Morse Fall Risk Assessment Form

h’//
Rambow .
Children’s
Hospital .
1t takes a lot to treat the little,

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date / Time 26|
Choose Highest Applicable Score from each Category S J ! q ,*ﬁ\P \a b Lo q'b/‘ Fall Risk Grading
core 1 A /; p’ Y\/] L
History of Falling Yes 25 [
(immediately or w/in 3 months) No 0 Rk Lavel Morst:bl;:g)&ore Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 L) o
i 30
. Furniture Low sk 0-24 gtandatrq Fall

Ambulatory Aid Crutches, Cane(S), Walker 15 recaumon

None /Bed Rest /Nurse Assist 0 ¢

20 0 0
IV / Heparin Lock or Saline :’S A4 2 o Implement
. g Moderate Risk 25 - 50 Moderate Fall
Impaired 20 lPrte'«enttinln
ntervention

GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /Immobile 0 Implement High

Forgets limitations 15 — Risk Fall
Mental Status .g = HigR K =3l Prevention

Oriented to own ability 0 béorvention
Total Morse Fall Scale Score: 19 Ab 2o

—
Signature < @ hbé’ﬂ'

Tick (v) whichever precaution taken.
Risk Level and Interventions

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

[[] Use chairs with arm rests

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

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

Moderate Risk (25-50) Apply all low risk intervention and
[1 Assist and/or supervise ambulation. Reinforce to always cal for assistance
] Hourly safety check
[T] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[] Initiate constant observation by healthcare provider as appropriate to patient's needs
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s Chitaren's | @ BirthRight
Dr. SWATHI HV . Hos pit al . BY RAINBOW HOSPITALS
||I||I||II|||II|IIII||II||III|I|||I|| Morse Fall Risk Assessment Form i
Date / Ti 1 |24
Choose Highest Applicable Score from each Category . JAILL QGI\-’L[ 2C 2| {9/ L } [2 Fall Risk Grading
Score N, AL M)
History of Falling Yes 25 L
(immediately or w/in 3 months) No 0 Risk Level Mnrs::'::g)Scnre Kelion
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0
IV / Heparin Lock or Saline :es o 20 L0 D’O Implement
| 2 = 200 Moderate Risk 25-50 mgs:ﬁitgnm
mpaire
Intervention
GAIT / Transferring Weak (uses touch for balance) 10 nlerv
Normal /On Bed Rest /Immobile 0 o ) @) implement High
Forgets limitations 15 —— Risk Fall
Mental Status .g = il B =51 Prevention
Oriented to own ability 0 8 Intervention
Total Morse Fall Scale Score: 90 9¢> D
Signature @/ 'V (a—

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

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

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

O
O

O

Assist and/or supervise ambulation. Reinforce to always call for assistance
| Hourly safety check
Assess patient after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply all low and moderate risk interventions, and.
[] Initiate constant observation by healthcare provider as appropriate to patient's needs
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Modifying | Patient / Family
Factors Educated

\%

Pain'Stofe . . :
(0/10) Location Duration Acuity Character

Date Time Intervention Sign

1 *) Continuous | 3 Acute 7 Sharp (] Dull [ Increasing | [ Yes Fv— K
J H . — . L._ N Lr g L J \V
\‘1“;&)@. ?%om & \10 IQ’ . 1 Intermittent | ! Chronic [} Aching [} Burning | [ Decreasing No

' MOMS ) Continous*tTT Acute | [ Sharp  LBui | Ol Increasing | L1 Yes p\,( PG:me (ﬂg&‘
[q B(K"Q M% l\ W DCQN ntermittent | [ Chronic [1Aching (] Burning | ["LDeereasing | [ No <xnerly 3& '
r — ¥ - . .

[ Continuous | [ Acute 1 Sharp ] Dull [] Increasing 7 Yes @_/
g @\?ﬂ \’JO \‘)M V) [ lo <~ | [ Intermittent | [ Chronic [ Aching (1 Burning | [J Decreasing | [ No U"‘LF
[ Continuous | [ Acute [ Sharp 1 Dull ] Increasing 1 Yes o
()O\)\)(Opﬂpr\f) 0 , \O — | [J Intermittent | [ Chronic [ Aching (7] Burning | [] Decreasing { [ No A
] Continuous | [J Acute (] Sharp [ Dull (] Increasing | [ Yes . -k)
) L ; L : . - = : . : — NP FYbu
;°|3|9{, R)p,m o |[p P (1 Intermittent | [ Chronic [ Aching [ Burning | [*] Decreasing | [ No
Ab&()meﬂ G/Continuous Acute (] Sharp  {Oull [] Increasing Q/Y;s ‘[’Q]D, ch( jo Dm o c .
QD(?’Q@ 3 pm Ql\g ] Intermittent | [ Chronic (] Aching ([ Burning | £ Decreasing | [ No . 17 dor och gﬂkl‘ﬁllmlga
S [\ \Z/Contmuous Cyﬂfute (1 Sharp M/Dull [ Increasing -*fl/ Yes Iy — DQC/ ? b
.20 IQPG UDP'W ”f@ 49| 1 Intermittent | ] Chronic (1 Aching [} Burning Ei/Decreasing ] No \5(90 aJVTS.é (&o
% ] Continuous | [ Acute ('] Sharp [ Dull ! Increasing 1 Yes e @
20 \ﬂ'\ 2@”\ 0 ' o | NA ] Intermittent | [ Chronic (] Aching () Burning | 1 Decreasing | [ No e
[l Continuous | [ Acute ] Sharp [ Dull O Increas;ing [ Yes
W Com| o N e e | e cmar | o e | o NEy S
?"D\ 24 () [ Intermittent | (I Chronic (] Aching [ Burning | [ Decreasing | [ No
[l Continuous | [ Acute ] Sharp (] Dull 1 Increasing | [l¥es Jh— ﬁo
ZL[ }[ b 10'9”1 ol Y | NA | O intermitient | O 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 b) Then every 4 hours.
¢)  [Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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PAIN ASSESSMENT TOOLS
i FLACG PAIN ASSESSMENT SCALE (1 Month to 7 Years)
! 1
' r; SCORING
CATEGORY |
[ 1] ! 1 2
. . . ' Occasional Gimace or Frown, Frequent to constant fmv}n,
Face No Particular expression or smile withiiraw, Disorented quivering chin, clenched jaw
Legs Normal Position or Relaxed ' Uneasy, msﬂgsb, tense' | Kicking, or legs brawn ilp’
. | Laying quielty normal position, Squimming shifting back and . .
Numercat Pl Sl (bsetic s Gecoloy) Activity mgleg ggs"}’ p _fo?'m _' tenga g Arched, right, or Jerking
umerical Pain Scala (Obstetric and Gymecology] :
L 1 1 | | | | 1 1 ] { Moans or whimpers occasional Crying steadily, screams of sobs, e
o : ; 3 J : ; ; : LN Cry No Gry (Awake or aslesp) complaint ) frequent complaints !
NoPin ' posi'f&%?%am “ Reas_sured by 9ccas‘fﬁnal {ouching,
. Consotablltty Content, relaxed fugging, or being talked o, Difficult to console or comfort
' distractible ]
Vo Neaonatal Pain, Agitation and Sedation Scale (upto 1 Month) ‘4
Assessmegnt Sedalion Normal Paln / Apitation
. Criteria . - B N P
Wong - Biker (Pelﬂatrlcs) Above 7 Years 2 4 o T LT N !
‘ W 1 - -
Crying Na Cry with palnful | Moans or cries Appropriate crying Not| Iritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful| Tritable intervals consolable | continuous cry
0 stimul I 1 |, Incensolabte e
[ v ~ g T
No Hurl Hurts I.Ime B:i Hurts thﬂe Mura Even More Hurts Whnle_ Lot Hurts Waorst Behavlor Slats Nt_). ardusal to any Arousgs minimally 1o | Appropriata for Restless, squirming‘ Arching, klcﬁ(ing constantly awaks
stimull stimuli gestational age Awakens frequently | or
L I No spontaneous Little spontaneous 5 | Arguses minimally / no muyemem
L movernent movement 1 1! ‘ (not sedated) '
Faclal Mouth Is tax Minimal expression | Relaxed Appropriate | Any pain exprassion[ Any paln expression '
Expression No expression with stimuli intermittent continual
vy Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Inietmittent it V| Continual cfenched i !
Tone Flagcid tone decreased muscle | feet clenched foes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
~~ Body Is not tense Body is tense
Vital Signs HR | Mo variabiliy with | Less than 10% Within baseling or | Increase 10-20% | Increase greater than 20% from
RR, BR 840, | stimul variabllity from normal for fram baseline baseling, Sa0, less than or N
Hypoventilation or | baseling with stimull | gestational age $a0,76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
\ recovery fighting ventilator /
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||l||||I|||||II||IIIIII|HIIIII||II|| Hospital _ | () rworesim:
PAIN ASSESSM ENT FORM 1t takes a lot to treat the Mile. Your Right to a Safe Delivery
Pain'Stofe . o . Modifying | Patient / Family . .
Date Time (0/10) LLucatlon Duration Acuity Character Eactors Educated _Imervenhon Sign
(1 Continuous | [ Acute (] Sharp (3 Dull [ Increasing [ Yes VA
oﬂ)? /z(,,, 2pm| @ //d WA [ Intermittent | [ Chronic {1 Aching (7] Burning | [J Decreasing | I No (E—f
1 Continuous | [] Acute ] Sharp [ Dull [ Increasing ] Yes L
2 q\% {Wﬂ Of(® NB 1] Intermittent | [ Chronic (] Aching (] Burning | [) Decreasing | [ No i @
7 (] Continuous | [ Acute (1 Sharp [ Dull [] Increasing [ Yes
&‘ 0 , , ) M
ﬁ‘, % 20 © R | o intermittent | O3 Chronic () Aching ] Burning | [] Decreasing | [ No ' &_
(1 Continuous | [ Acute 1 Sharp 1 Dull [ Increasing [] Yes
O s (%/
Lthz% éﬂm ’lD NE (] Intermittent | [ Chronic ] Aching 1 Burning | ] Decreasing { [/ No LAY
} (1 Continuous | [ Acute 1 Sharp [ Dull ] Increasing L] Yes e
2 ?’/’l ¢ “—(’D 0) | v M- | O intermittent | 0 Chronic 1 Aching [ Burning | [ Decreasing | [ No = @-
O Continuous ] Acute 1 Sharp [ Dull ] Increasing ] Yes
C] Intermittent | [ Chronic ] Aching [ Burning | CJ Decreasing | [ No
(1 Continuous | [ Acute (] Sharp (1 Dull [ ] Increasing | ! Yes
[ Intermittent | [ Chronic [] Aching [ Burning | (] Decreasing | [ No
] Continuous | [ Acute [ Sharp [ Dull [ Increasing ] Yes
Ol Intermittent | [ Chronic [1 Aching [] Burning | [] Decreasing | [ No
(1 Continuous | [ Acute [] Sharp [ Dull [ Increasing L] Yes
L] Intermittent | [/ Chronic (] Aching [ Buming | CJ Decreasing | [ No
| Continuous | [] Acute 1 Sharp [ Dull [ Increasing ] Yes
[} Intermittent | [] Chronic [ Aching [ Burning | CJ Decreasing | [ No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) Atleast every 2 hours for the first 24 hours b)  Then every 4 hours.
¢) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (RT.0)
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PAIN ASSESSMENT TOOLS
FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
¥, SCORING
CATEGORY
0 ] 1 2
) " | occasfonal Grimace of Frown, Frequent to constant frown,
Face No Particular expression or smilg withdraw, Disoriented quivering chin, clenched Jaw
) o Legs Normal Posttion or Relaxed Uneasy, restless, tenset | 4 s ‘|<(cklng, or lggs'b?a\:‘m up ! { ;
) 8 l
] ‘{ Laying quietly normal position, Squirming shifting back and ) . '
Activity moves easily forth, tense Arched, right, or Jerking i {
' Numerical Paln Scale {0bstetric and Gynecology) I E— - “ — . l '
L l 1 1 ! L 1 I | 1 | Moans or whimpers occasional Crying steadily, screams of sobs,
I I I T i I i I | [ 1 Cry No Cry (Awake or aslegp) o
0 ] > 3 A 5 H 7 H o \-.-1 0 complaint _ . frequent complaints
Na Pain / i - Pt . :eas]sured bg pcc?:lii?e:h tt;uching, ) m ‘ ) (‘I L
i Content, relaxed ugging, or Deing 0, ‘Difficutt to consola or comiort \
Consofability distractible Icuit to
Neonalal Pain, Agitation and Sedation Scale {upto 1 Monih)
Msessmam sEdauon Nlll‘mal Pam I Aﬂim“un
- Criterla
Wong - Baker (Pedialrics) Above 7 Yoars 2 -1 ] 1 2
Crying No Cry with painful | Moans or crigs Appropriate crying Not| Irritable of erying at | High-pitched or silent-
leritability stimuli minimally with painful] iritable intervals consolable | continuous cry
0 2 4 & B 10 stimuli Inconsolable
Na Hurt Hurts Little Bit Hurts Little More Even Mors Hurts Whole Lot Huris Worst Bahavior State Nol aratisal to any Arouses minima"y to Appropliate for Resﬂess, Squirming Ammng' kickinﬂ Cﬂnsta.nﬁy awake
stimull stimuli gestational age Awakens frequently | or
No spontaneous Littls sponianeous Arouses minimaliy / no movement,
movement movernent {not sedated)
Faclal Mauth s lax Minimal expression | Relaxed Appropriata | Any pain expression | Any pain exprassion
Expression No expression with stiruli Intermittent continual
Extremilies | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaceid tone detreased muscle | feet clenched toes, fists | toes, fists, or finger
tona Norrnal Tone or finger splay splay
Body Is not tensa Body is tense
Vital Stgns HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BR 820, | stinwii variability from normal for from baseline basefling, a0, lessthanor
Hypoventifation or | baseline with stimull | gestational age 5a0, 76-85% with | equal to 75% with stimulation -
annea : ‘| stimulation - quick | slow recovery Out of syng or
recovery fighting ventilator

~/
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o | avawse Children's | @ BirthRight
’ °“'WA\\T\\\\\“M\\“ \“\\\\m\ Hospiat . et T
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCION: &icminiuminsisast @i Department: ........cocovveviiiivniccriniienens Date of Admission;
Z | Diagnosis: Any Infection: DYeS}N/DM\;n
g Y8 SPOCHN coxesussisrarmsssmssrssviveamississsnnssssss
. SPT WSS )
2 | Area X 1 ‘ \D—
3 Shift Time \O”,,pi‘*" N N P B > [\ 'l/‘\ o
% Medical Condition “A b
= | (Any special condition to be noted): :
- W |OR ND | RA
P Allergy: P OYes 00 | O Yes No | 0 Yes CIN6[ 1 Yes @fNo |01 Yew»fﬁ O Yes 7 No
: Tubes/Drains/CatDele:/ O Yes D‘Nr/or [CAfes CINo [ O Yes eMio |0 Yes o | O YeUZ( No| o Yes ©No
Vital Signs: Temp: | ] € @ert [9f @st [
g o= | % =
o = Res: 22 | pohe” 41 20blm Q’%}M 25b(n
= 0: | \60 Jqaor figpl [99:2 [Qqy [Aa:
2 Puise: | Q@ —| RMoNY" Ry ) L | 85hlm | R |32 Lin
g BP: | WL WATO [1ialgn ustzz (U@ [us b
Fall Risk Score: | - o — ~ = =
Pain Score: | N\® | o\io o} I 1 _— -
safety Needs: | \peX | Moy | oo | V© —ex | Y <N
= I L
. Physiotherapy | Yes =No | 0 Yes ONo | O Yes 2Nu |0 Yes &6 | 0 Yesherfio | o Yes o
g Others Specify: } | - r A = e’ —_ —
E Special Diet: | Yes G/ Yes/D No | 2 Yes Dﬂdw’(es CINo | Yes Dfi@ O Yes =No
E
® § Other Special Orders / Medications: -
A v
Post Operative Procedure Special Orders: - - —_— L =
o NENY
Handed Over By Name : %}, \(_w W fYL( 1
gl o & o Wohedhow Cg‘@ ’M i
Signature : I Go~ \\__ S/V (- (%_ @
Date: QP aeP® | T\t [eo/z/oc |2 ]l BUFAG
Time: w" § o) ‘VD; Q E’lmj) XQm | 29Pn~
o\, )
Taken Over By Name : L W“L
aken Over By Name rPT‘?L ké\'xvt Mdashons’ "SJ,. : ,M\Q\‘Of
Signature : o X . (L, >
ot SF PN, Toole [20[3]20 24T
Time: £ |2 pm

Docu. No. : RCH/FRM / CLINICAL / 097
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Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCIOR: <.coimicssimsinssnssiomivossisniis

Department; ...osiisisssmiisssssnssase Date of AAMISSION: .......ccvvevmmvevenrennne

Z | Diagnosis: Any Infection: CJYes CINo [ Not Known
= I YES SPECIY: ..eeeeeeeeeeeeeeseeesseessessseesse
=
w
2 | Area. )‘L" a\\';f
2 Shift Time &) ;uﬂ? N WM\¢
< | Medical Condition
= | (Any special condition to be noted):
= VA | R 0
Allergy: O)Yes O Na| 0 Yes ®No |0 Yes &fo | T Yes ©INo | Yes 0 No | Yes 0 No
Tubes/Drains/Catheter: O Yes I:m’ 1 Yes 0 |1 Yes A0 |1 Yes CINo | T Yes TINo | Yes T No
Q ) .
Vital Signs: Temp: 13-6°F | aelf
= Res: 21 Ez l,, , |2akIm | adsln
= $p0; / 98+, | o/
ﬁ Pulse: J(]”,, 79 b L
2 BP: [\q ‘1 Wo (49 | Wl
Fall Risk Score: il il
Pain Score: _ - T
Safety Needs: bt - Q)
= Physiotherapy | Yes [-NoTT! Yes CiNe-|{ ] Yes (1Mo | O Yes CINo (] Yes [CJNo | Yes C1No
=
§ Others Specify: = —
E Special Diet: | Yes CINeC1 Yes (UNG | Yes [1Ne-| (] Yes [INo |l Yes (I No|Cl Yes CINo
=
§ Other Special Orders / Medications:
2 o SRR
_‘.—"’
. . -/-
Post Operative Procedure Special Orders: i —
\o
Handed Over By Name : \lpd{f w,g"'
("N Mol
Signature : 1 &, (. Cag
Date: N } )LL 24 —ﬂ% ‘Zlhﬁh’
Time: H ,6 — ZhH 2hn
Taken Over By Name : gﬂ‘ ol
Signature : ) w
Date: A e Qﬁ’ !
Time: _{r PAvg

Docu. No. : RCH /FRM / CLINICAL / 097
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"
Rainbow”
Children’s
Hospital

It takes a lot to treat the fittle.

- A ™
@ Birth Right
BY RAINBOW HOS_PITALS
migm to a Safe Delivery

DRUG CHART

\

A
Date of Admission: lq \-L

-T\QW\&AQ::\

] Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

hNURSES

-

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

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

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

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

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

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

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

S0S / PRN (As Required Medication)

‘ Date»

DRUG: THYCLOFENDHT " Fime

Dose Route | Frequency |Start Date|, i

%) 1 2\
Doctor'd Signature |Valid Period| Pharm.
Additional Instructions:

: Date

DRUG : Tige

Dose Route | Frequency [Start Date

Doctor’s Signature

Valid Period| Pharm.

Additional Instructions:

DRUG :

Dater
Time

Dose

Route

Frequency |Start Date

Doctor's Signature

Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118
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Mrs GOGIKAR VAISHNAVI RANI
27-01-1009 arysma22p (F)
Dr. SWATHI HV

VO

REGULAR PRESCRIPTIONS Weight. = \ ....... Ward. .

DRUG : paer
Dose Route | Frequency |Start Date i
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG: InT. (€ PR X\ mE '?i?;i’\’\ g0\t
Ej Dose Route | Frequency |Start Date . o
o S AN AN [BD Al [ GBN 2 o
= i Name & Signature of the Doctor
E"_, —| Starting the Drugs:\
2R S, @ Nave e
O B 7 ot
2 | Additional Instructions: KM v / ,b. g
S < . RS
= ATO A p.
= )
Daily Doctor's Endorsement by a Sign A b P
| oRue:Trns Presceramor  [DREEGHINX] X
. % Dose | Route |Frequency |Start 7ate i ; i ;
2 > !ﬁw po | @I> [ 19/ PNX
L Name & Signature of thg Doctor "
1 | Starting the Drugs: BN Y
& Zpelurr e _
fali AN W/
O (2 | Additional Instructions: s
- .
— [ 4
Daily Doctor’s Endorsement by a Sign W’”
pRUG: Tan, Dictorenac  [DEERGNX| NX
E Dose Route | Frequency (Start Date ’ \
>y S [ Semg) pe | tip 191> By PRA
Q & [Namez Signature of the é)}octor N L
S = | Starting the Drugs: gnm
L X
= @ A SAAL
‘i-') = Additional Instructions: ¥
o M A
e @‘ i

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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; Rainbow
OF, SWATH H V Children’s BirthRight
0RO Hospital .M
’ It takes a lot to treat the litle. Your Right to a Safe Delivery
 SheetNo: REGULAR PRESCRIPTIONS vieign 472, war.....L.2E__
R=! A Dated xo°
- - DRUG : T‘F\% PPYNTC’PKRM Tir'nai% q/\\hx&
~ %\ Dose | Route |Frequency |Staxt Dt. )
< o ko™ po | 2D WA L
g Name & Signature of the Doctor il
= " Starting the Drugs:
58 | (Do Naeen g
.~ ¢+ | Additional Instructions:
D v
| Daily Doctor’s Endorsement by a Sign 51V
= Date» N
M [owe: ceRIXIME RN
~ =3 | Dose | Route |Frequency Start\Dt & |
S |som| PO | Bp | 2T LR
L Name & Signature of the Doctor '
fj_ Startind’the Drugs:
=Y DD /)? )
= | Additional Instructions: ~
Q @\g

Daily Doctor’s Endorsement by a Sign

DRUG : ey

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
pl\ Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Dater

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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Vi chidrors | () BirthRIght

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

Sheet No: ............. HEGULAR PRESCRIPTIONS Wenghtfk.‘.(). ...... Ward ... M .
. Dater
DRUG : Tige

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions: -

Daily Doctor’s Endorsement by a Sign

DRUG : Datey
Dose Route | Frequency |Start Dt. y
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : TDi?;Z'
Dose Route | Frequency | Start Dt. ¥
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:

' Daily Doctor’s Endorsement by a Sign
DRUG : Lo

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108




'q’_"_...-ﬁﬂ'—-—‘—---., SRS . v, il W__J R P —

::H:g::s':vm”“uz::ﬂo?mn Weight.%?&.f..l ...... Ward. .......
;71;1‘::::"“ 27YSM22D  (F)
| Dat
T -l e e = e
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e = e e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o pose = i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme l Nurs;Sln. I NursgSan, l NursgSiq‘ I Nurs:Sm.
Dose Dose Dose Dose
h DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte Sta " Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Do Boes o Doge
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose pose o i
Dr. Sign. Dr, Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
IElate Time Medication D?ﬁ:ﬂﬁ C‘?‘igger Route Signature Nurses
ThI-CE FoTAX- ~ o @
. \3« PReCToLNS S 0\ pAc\< PR @ R W
|9 L A%y croemMh N
Lo [V
\C\l?ﬁ’ 3'_35"Fw aMZ]D[LOTZN b Vv v & B
Qql N M | day cPidOdin M TV A"' —%
1
B G B v __(Mﬂ—_d_
AlY [uns' | Gy BuyOrk 90 o v
Y \Lp
'LyaP™ . TIN Vv J{',o - AT
\6\\9' A-HOP g""’] bn© 40X of
"’j)a ?Myf» InT @;ay@aﬂ fo w W
pa/bf q:50 pr ,Cuf- Dielsfrpine Jeopy s & &
i - &t
2\ U\‘p{\ @‘,‘ MewnfEnne 'Wﬂ"f tm N g
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;TWA':' V!M:;g _
I////[/[”[/mm””//”/mm V. FLUIDS CHART w.eigm?f.\ﬁ’.:.\ ....... wad. ... D
Date lime in nmggt?olrt.'g{',h?i lmwimu " Rauts Flon\qtvl;l{?te Dgit;tr?r Nsl:;s:le Slil:; icr:}fg Dgic;tr?r bg:;sne
‘ ()\\\\\(1£& WVACTHTC TN Q:} @ J‘)/’"H[} @ gﬂ
tald— &55?'1 r \ob OflTetm Kloke // v@
,4\9’ o4 Yo Kwﬁm Loemie & | v | 150 L ><\ \qh @ } )
r 20 anjrvwf M%ﬁ — %\/ »/
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v R\NGERL CPUTATE - 1%7 ‘g/\ % )
Ll kol " e )5
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“ BAM-00839485 1P26-00006883
o YINRD ) Rain%‘ww
Or, SWATHI HV Children’s @ BirthRightﬁ
I 000N A Hospital | ) ausonei
STAT / ONCE ONLY DRUGS -

M RS- \(Q \S\'\h{l\(f Weight: .................. kgs

INIVIRE oo ouieiiasfoseas s memmnesrs ettt eSS e Sheet NO: oo
D’?TE TIME | MEDICATION DRVSS»’}%EJ%T?JHSR ROUTE Doctor S:\(liur\r!geT-ljRENurse-z
\q\) 8 1300y ' METOQGPRS \omG | T\¢ @ 2 | PEM
1\ 8 700m| ?Q?TGPRAQGL@ tasmb TV @ 24 el
vy g e | D3-PRRACETRM- Agon TV (A Q- | s

Docu. No. : RCH /FRM / CLINICAL / 136
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Rainbow® o
Children's ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

1t takes 3 lot o trest the itle. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

ads\ -

T oL

DG ABOIGIORT .......csorsmsasmismsssusessirsionsssisrsersrivasssarhesssaieemmmsbeversesass S Not known any Drug Allergies

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

ShIfting FIOM: .....cvoveeecceecreessscesssesesasssssasssssssesasssans SHIftEA 10: ...t
o e s | (o | o, [P | ASTOSSE | o
a1 [T TRoeN ATaR Po oD \Rbc Oc =0c
| 2 | T CALCtomMm ATAB Po oD \?b Oc-&c
3 Oc ooc
4 Oc ooc
| 5 Oc Ooc
\
. Oc Ooc
i o 7 Oc 0ODC
8 Oc ooc
9 (OC ODC |
10 Oc Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY
b\ \\\ou._) € MN\O—

* C- Continue, DC - Discontinue

&

Doctor Name & Sign \ .............................................................................. |

bl ik 5 ]
Date & Time : ...... \0\'3(2016 ......... @ ........ 3 ........ il |
Nurse Name & Signature: .. Cﬂvp‘t ......................................... |

Docu. No. : RCH /FRM / GENERAL / 090
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1t tokes 2 ot to treat the Btte. Your Right to a Safe Delivery

CROSS CONSULTATION FORM

Q
Doctor Name : 2.V SuMAH oo Date : 201:"{% ......... Time : ... 2P ...
Diagnosis : ..... L»SGS ....................................................................................................................................................
Hospital & ..oo.oooeve.. RCeH. = BN e Type of Referal :

[0 Emergency
................................. Ol Urgent
Referred for : [J Opinion JZﬁJ-Management O Transfer of care

O Non Urgent

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

Signature:

Findings and Recommendations : \
Lo hohion anve plav
— Wl Copmad  BAAast o Laft (}nv@kaal N?P{’)dj

CQ‘DS‘LWW\ Saav

- 3
— Pa v

9
ki v (50>
B .A%v’\ G o laa p [m—ECL\ NS Jamons

- AJV?CQ’ ’{6 - use

,(Z@d}wﬂ nolt gxcgad 2
ey hngd 2

— Advca  DPBF 4 +lv 6‘*”’3"3 q
covli ,Si%wmlafﬁ bﬁb:j COV\—L\M\OWSQ

J/
_ Damond

e frdﬁcﬁ"}j ,

— KAV
Consultant :

Name : (Sa%lu}!ﬁaﬁ Signature : ...... g, ................. Date & Time : 2023’/%;219%

Doc. No. : RCH / FRM / CLINICAL / 049
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Mrs GOGIKAR VAISHNAY| RAN| W

é?.‘im'm Z7YsMD Rai_nb‘fw" & BirthRiaht
QT - rospital | @z
NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: ....2.. %X«é .......... Time: ... i . 0.2LN. ...
omunMM Height:......[ 0.0.502. Weight....ff..é.e..[.#y. BMI: g:gg 'éﬁﬂz

0 ~ 30 kg/m?
Food Allergies: ................ I\}D ......................................................................................................................... = ?J;f/m -
Diagnosis: ........... [ 5@5 .............................................................................................................................................
TypeofDiet OlLiqud  [©Soft  CINomal O Diabetic
Q{egetarian O Non-Vegetarian O Vegan

Diet Advised:

Liquid Diet—- ORS/ Coconut Water/ Butter Milk / Barley Water / Soups

Normal Diet- Rice, Rotis, Dal and Soft Cooked Vegetables and Curd

Soft Diet- Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

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

Patient’s / Attendant's Dietician’s

Signature: ............. { v

Name: ............. \[W:&W ............................. Name: %M%M
Date & Time: .2/&7/'? [ 2t Date & Time: ..... lo/*}‘ &7 5 P

Doc. No. : RCH/ FRM / CLINICAL / 195 (RT.0)
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 gAH-0062045 AVI RANI Rainbow® - 3 e
L Mf‘f‘:f:‘ - H:smzo * Children’s . Blrtthght
-W"\'\\““\m“\ “\\\\“\\ HospneY . et
VIO, . SECTION OPERATIVE NOTES
Surgeon’s Name: b\ : guu cﬁ\'\ \ Date of Delivery: \O\ \c:'%\ 9% G
Assigtant Surgeon: v Nlaveenad Time of Delivery:  Q * N prn -
Anaesthetist's Name: Dx - S Q\m Gender of Baby: MQ\ e
Type of Anaesthesia: S T | Weight of Baby: 9. 5 \<q
Neonatologist: D ¥= \la.uun 3 AGPAR Score: % { D\ .
Scrub Nurse: Y\d\“tok - NICU Admission: ! Yes [No
Pre-Operative Diagnosis: Primi Q\‘ s AQ “’D‘)f\ﬂ 0“5153 tdan 3 ?bcl w T SRS
© 14
v \cﬁx (= Y\i .
] Elective .E’Eﬁaergency Indication: ...........cccovnee. ‘\\POL’ .........................
Urgency
C] Immediate Threat to life of woman or fetus
—=Maternal or fetal compromise not immediately life threatening
) No maternal or fetal compromise but needs early delivery
] Delivery timed to suit woman and staff
Decision time: ............. e e Knief to rectus: ......coooveveieieiieicicecece
CTG DESCHPtON: ...muuvveeveeesreeresrenen, RQQQ\[Q ...........................................................................................
I there was 2 dolay IV 118 TBASOIS: ... ismisisisimssssisnssnssasisssssisvissnssisobssiisissonssssssssssninsitsisnons isdonsnsioiesusnssninti
Surgical Procedure: )
C mem\e r\u:S \dc s
Post Operative Diagnosis: £\ \ { cn - PO o ’Xb\\c:uo \?f\o\ Cnes gencay LSS
3 - )
Peri-Operative Complications: -
Amount of Blood Loss: VS Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

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




Date & Time: \Q'}?_OL(;@ ..........................

[
Examination Findings when Appropriate: =5
Presentation: £ Cephalic [‘1) Breech [ Other ................. Cervical Dilatation: ......... 2CmMS cm
5th Palpable: ............ o e OO Fetal POSHION: .......oveoeeeeeeeeeeeeeeeeee oo,

Station: O-3 £72 0O-1 00 O+1 O+2 Moulding: _=Mone [1+ [I++ [1+++
Caput. =2+ O++ O+++ Meconium:—=None [+ [I++ [1+++
Bladder Catheterized : _+Yes 1 No Urine; _+Clear [ Blood Stained
Skin Incision:  -=Pfannensteil ] Transverse 1 Midline O Other.......: ..... Lmé‘ MUN‘ h\k\c’o
Uterine Incision: T Lower Segment (1 Classical Tl Inverted T 1 J Incision Dmer\ka\ EN=g
Previous Scar: L Intact _J Thinnedout ~! Ruptured ~=No Scar ey ervot \A\ﬂim
Incision Through Placenta: ™ Yes =0 . 0\\(\'\ Pose Drocisati t:\ O\%W{_cm' ool
Delivery of head: ——Manual 1 Forceps rored G pw\g\u ed - sencbu-a&\mts'
Liquor: ———Clear ] Meconium: [I] | | . Blood ([ Offensive [ Not Offensive
Delivery of Placenta: 1 Manual __=€CT................. _—=E€omplete I Incomplete 1 Piecemeal ‘

‘ -
Cord Appearance: .............. ‘l\\mwﬁl ................................................... Cord around the neck +Yes [ No
Appearance of placenta: F\\mm\ ...................................... Cavity explored +~=Yes [INo
Uterus, tubes and ovaries; —=formal ] Not Normal Sterilization: 'Yes _LNo
Uterine Closure: ! One Layer __Awo Layers \t‘t“\.\n‘)ﬂ' ........ Suture
Peritoneal Closure: [ Pelvic L-Abdominal LANOAE oo e B Sl i Suture
Sheath Closure: Ne 8 st nesd ... Suture
Fat Closure: ~~"Yes I No \3"6 ....... Suture
Skin Closure: ~rSubcuticular [ Mattress e SNSRI L g~0 ....... Suture
Vagineal Evacuated —TYes [1No
Drain: () Yes [ZNO [ RemOVeiN .....ccccoovovvvrenenne. days [ Await instructions
Ctheter ~—TYes [INo [ REMOVE N w.cutsasnrrissssisosssss days [ Await instructions "
Swap & Instruments count correct? <-+Yes ' No [ Post-op Antibiotics JHYes  LINo
Intra-dperative Antibiotics Cover: _I*¥es ! No [ Thromboprophylaxis [lYes _=No
POSL-ODEIatiVE NOLES: - e i oemersssst s et e AR TRR S A R S pa s RO Soma e b S sa s AR PR e PR A S SR
NS O*‘Jv‘(’\\‘s ..................................................
............................................................. Dw*\el\bt\'\
R Y\ B\eeéiﬂ .......................................................
...................................................................................... ... I Mu\dSmQ\fm&eA

tonflor Nelals
L LA\ (=X %...c.:.a...é......................ﬁjﬁﬁﬁ.IZZIIIZIIﬁjlﬁﬁIﬁﬁiﬁﬁﬁﬁﬁiﬁﬁﬁﬁIfﬁﬁﬁliﬁﬁlﬁﬁﬁﬁ
y)



i Surgeon :‘BI.'. ...... \SW Q-\f ..........
Asst. Surgeon 5.5 Wm

&(}J Qo | UHID NO. & e, Surgery Name : . | o H S =
%ﬂﬂl@@q ............. | Date: thiﬂ, In-time : ?{Tﬂ . Qut-time : CJY.Q ..........

SURGICAL
SAFETY CHECKLIST

Anaesthetist : B«
Scrub Nurse : ...\

BAR-00BIR4SS IF28-ubuusaos
Mrs GOGIKAR VAISHNAVI RANI
27-01-1909 27YSM22D0  (F)
Dr. SWATHIHV

OO

-

% )

Rainbow" . -
Children’s o BII’thRIght
Hospital . BY RAINBOW HOSPITALS

It takes; & bot to treat the bitle.

N

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

~

TIME OUT Time:

Y)e

SIGN OUT  Time:....} Q...

SIGNIN  Time...d.. 09D
Patient Has Confirmed
|dentity “TYes [1No
Site “TYes, C1No
Procedure _4/3/ “I1No
Consent | C1No
Site Marked Yes INo LM]/

Anaesthesia Safety Check Completed [¥8s CINo
Pulse Oximeter on Patient & Functioning <Yes "I/No
Does Patient have a:

Known Allergy?

Difficult Airway / Aspiration Risk?

T
ClYes [LNO

Yes, & Equipment / Assistance

Available Yes o
Risk of > 500ml Blood Loss
{7ml/kg In Children)?

Yes, and Adequate Intravenous o

Access and Fluids Planned ‘_u/\fe; CINo TINA

Blood Units Reserved #TYes [TNo TINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? =Yes [No CINA
Signature &.........cocevveeeevennes éﬁ ...................................

D Smpas v

\

Confirm all team members have
introduced themselves by Name and Role ~"Yes " No

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) ! es
Correct Site \A\Prlé «No
Correct Procedure s ['No

Anticipated Critical Events

Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss?

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? 4 [ Yes |
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

'/\(No C1NA

0 CINA

V(NO INA
“Yes (*y/— NA

Signature :........

Nurse Verbally Confirms with the Team: J
The Name of the Procedure Recorded /'A’Yes CNo

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable) / Yes T'/No CTNA

The Specimen is Labelled (including

patient name) /‘/:Yes [INo LINA
Whether there are any Equipment

Problems to be addressed TYes J#No [INA
To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? “1Yes CINo

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




PATIENT TRANSFER FORM

BAH-00630455 1P26-00006883
Mrs GOGIKAR VAISHNAVI RANI
27-01-1999 27Y5M22D  (F)
Dr. SWATHI HV

00T

Treating Consultant Name

%

Rainbow"® . .k o
Children’s 4 BirthRight
Hospita] . BY RAINBOW HOSPITALS
It takes 3 lot to treat the fittle, Your Right to a Safe Delivery

Date & Time of Admission

ahlab @ g

Date & Time of Transfer Order

Hf}/&%’ @q:mm

Transfer Ordered by

B i

Reason for Transfer

Oberyalm

From Unit

o]

To Unit

Pre- posL

Informati Attendant
Yes| No| |

Number of Sheets in Clinical File

Number of Imaging ’Films

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

e — Yes[ | No [
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
' KL, ()
2 ) o
3.
4.
5.

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

Name & Slgnature of Person who is Transferring

M}@ \Omo

Name of Person Ordered Transfer

br (ﬁw"m%)'

Patient & Clinical Records Received by :

Sﬂ?%%’\

Date & Time of Patient Received :

a6 @ 10p

If the transfer order time & Completion time is more than 30 minutes, ﬁlease tick Ihe reason menllonLd below :

| Unavailable Bed

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

[ | Nurse not Available

.| Available Bed not ready




BAH-00830455 1P2€-00006383
Mrs GOGIKAR VAISHNAVI RANI
27-01-1909 27Ysm22p {F)

[ Dr.SWATHIHV

OO O

OBSTETRIC TRIAGE ASSESSMENT FORM

Rainbow’
Children’s
Hospital

It takes a lot !‘h’eﬂtﬂle\me

%

BirthRight

BY RAINBOW HOSPITALS

Your Ri ight toa Safe Delivery

Date: . Q[ L (4){ /)/L ........... Time of Arrival: ........ \g, 2.0,

()

‘anTlme Seen by Nurse: . [2 235\
1) Level of Cunscmusness:m 1 Semi-Conscious [J 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 I Preterm Labor/ Labor
[J Decreased Fetal Movement [ Spontaneous Rupture of Membrane / Leaking Water PV
[J No Fetal Movement ] OHIEE REASONN: .r.onnessarnrasansemnsssmessessiiissnesssessvi s samsaiavs asasasmasis
b)
3) Vital Signs: Temperature: . ﬂf puise: . 8.Q.. RR:.2.8) $po, O('f BP: .)1..@.[#%5Weignt: ¥ 5o W
4) Gestational Criteria:
Gravida: G ‘ P = A
= o
BOJ\QQQ}L EDD: ........ 5. . % ‘ 20 >£’Gestatlonal AQE: oo %;H‘l%
gl .
Uterine Contraction [0 Yes (LMo | OO NA | Onset Time Frequency:
Membrane Rupture 1 Yes L-EI/NO 1 NA | Onset Time Fluid Color:
Vaginal bleeding [ Yes LD/NO/ CJNA | Onset Time Amount:
; If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes D’NO/ T NA Pain Abdomen / Vomiting
Good fetal Movement | =rTes | I No | o NA | [FNo specify:

5) Pain Screening:

Numerical Pain Scale (NPS)

| ] ] | | | | | |
| | | | | | | | |
2 3 4 5 6 7 8 9 10
’ Worst
possible pain
0] TSP
o DUFALION: .o Days / Weeks/ Months (Strike out which is @ot applicable)

L 1 1= 1= o1 . o P

« Frequency: ................\.... &&M

6) Past History:
a)  Surgeries: ...........

b)  Medical: ............
Docu. No. : RCH /FRM / CLINICAL / 098

YT L1110 1< P

.f.ﬁTfﬁ_.f____'.".'.'f'.'.f'.'.'f'.'fﬁ'.'.'f'.'ff.'jf.'.ﬁf.'.ﬁ.'.'j.'.'.ﬁ.'.'.ﬁf.'j.'f.'.'f.'.'.'ff.'.'f.'.'.'.'.'.'.'.'.'ff e

(PT.0.)




1P26
:rr:f ?.l;l’m "‘“lnm 'ﬂﬂmm
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7)
8)
9)

Allergy:

%e

] Yes

L~ NO,

1 Chronic Hypertension

[ Gestational
] Diabetes

Hypertension

If Yes :
Current Medications: [ Prepatal Vitamin = [T NONE  T0 OtBIS: covvieieiieeeeececeeees st

Prenatal Medical History:

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

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

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

O

1 Category Il Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

p/Categnry IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
[J Category V: Non Urgent (Time to Physician: = 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

« Suspected sepsis

for diarrhea

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

Level 3
0TAS (Urgent)
< 30 minutes
Every 15 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
. Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
i Mild hypertension
i Hypertension > 160/110 A
Hypertension Seizure activity i / or headache, visual | > 40/90 withwithout
disturbance. RUQ pain associated signs and
' p symptoms
4 p Atypical FHR tracing,
- Abnormal FHR tracing abnormal da
Assessment pplers
PR : Non-Fetal Movement Diseased fetal movement
« Acute onsite severe = Major trauma « Abdominal/back pain » Ongoing assessment | » Anything that does not
| abdominal pain « Shortness of breath greater than expected in |  from out patient clinic seem to pose threat to
| + Altered level of + Unplanned and pregnancy ) (for hypertension, blood  mother or fetus
consciousness unattended birth « Flank pain/ hpmaMna work) « Cervical ripening
« Cord prolapse + Nausea /vomitingand | « Minor trauma (minor | » Out patient placenta
« Severe respiratory for diarrhea with MVC/fall) previa protocols
distress suspected dehydration | . Nausea/Vomiting and | « Pre-booked visits (ie

Rh and progesterone
injections, NST
Assessment for version
Rashes

PN
Time seen by Doctor: .............. O(f\ ‘ng\

Nurse Name :

Date: .............. Lq( @eqﬁme D 0 (ﬁ\f‘/‘

... Nurse Signatufe:




s | @ BirthRight
INFORMED CONSENT FOR VAGINAL BIRTH l{mg?npnguﬂm .BYRAINBOWHOSPITALS

\

Your Right to a Safe Delivery

ationt Name + . VRS - NALstawa Ranr a0 pAn - ool 2q4ss

Gender: [ ] Male _-Female Date : \0\\'3‘\20?-4’ ............ TIME & oo

| hereby authorized the performance of the following procedure:

The Procedure has been explained to me in general terms and | understand that:
The indication requiring the procedure of vaginal birth is pregnancy.

The purpose of this procedure of vaginal birth pregnancy.

The purpose of this procedure is to deliver the bay vaginally.

* o o o

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
 the rectum) may be performed as partof a vaginal delivery.

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incision under appropriate
anesthesia may be necessary.

L
In an attempt to deliver the baby either naturally or with the help of instrument i.e. forceps or vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and discomfort, injury to urinary tract,
possible injury to the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor
dysfunction.,

| understand and accept that there are complications, benefits, alternatives including the remote risk of death or serious
disability, which exists for me and my baby.

| am aware that in most cases, vaginal delivery results in a healthy mother and baby; however, | realize that there are no
guarantees.

| voluntarily consent to the procedures described or otherwise referred to herein. | am aware that they will be performed by a

qualified gynecologist.
. 7 W\
Name of the Doctor performing the procedure: )\ ...... SMRTHL ..........................................................

Consentee : _ \ Patient Attendant :

Signature : ...... @“ ‘J”‘f_i-@" ............................ Signature : ..... (#{b:)/ ..........................................
Name : .4 F k.. Vodmmon. Rany. Name : ... Nike) \P\\a‘\l ....................................
Date & Time : ... 7S F. 72026 ............. Relationship with Patient: ... AYGSheane ...,

Date & Time: N A.—. O -.22.26. .

Winess: Doctor (who is taki(niﬁhe consent) :
Sinaure Ex\f\u%@a‘g """""""""""""""""""" Signature D ..........................................................
NaME ;.. AN e rnssesnsnssssasasanss N N g‘o ]
NIMB 2 ot sl e
Date & Time : \ﬂ \09{7’0% \C\\‘Sk 2626 oopmMm '
AP o) VR el (R Date & Time: (pﬁ@ """ QQ ()

Docu. No. : RCH /FRM / CLINICAL / 028




INFORMED CONSENT FOR SURGERY OR Children’s | @ BirthRight
Hospital .w—gm

SPECIAL PROCEDURE Loty a0

. T RALL
Patient Name : .\\®.S C\, NRISHNANT R ender: O Male _rfemale Age:..odAYS

UHDNo: ... DAY —co®3qa-S5 Date - walzezt

Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patientis 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)

CTMERGENCY \oWEeR  SeGmenst  CRESER\AN  ScCTieN

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

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

| have been explained that the folloWing complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible forany untoward event thereof.

My signature on this form indicates that

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

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

3. Ihave had achance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery/ Procedure: .....................e25. - g ww—tHl H 'V . ‘
Consentee : Patient Attendant :

Signature : Vﬁ{gwﬁy ................... SIgnature : ................ (%@‘?\/I ...........................
Name : Nais nae U Name : ... S R NI

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

Witnass : Doctor (who is taking z)::onsent) :
SIGNATUNE & ..o T £
NAME & oo

:D\;' ‘&\OU‘E’E’ A =

) e

Date & TIME & ..o e Date & Time - l(‘\'}\‘)_c'zg @ gq_g P™
Docu. No. : RCH /FRM / CLINICAL / 027

r
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Rainbow® ®

CONSENT FORM FOR GENERAL / Children's .Sg}migﬂz
REGIONAL ANAESTHESIA / ROSRRL | LR
MONITORED ANESTHESIA CARE

Patient Name : ........... YS’ ..... éoqlzmvms”’"w’ﬁ*"” Age: Za’ ........ Gender : Malﬁm' Female O
UHID NO: ........... &Waooggqqgs(mgeon NAME: eveenerreenene Drfwm*—,unv ......................................
Anaesthesiologist : .....ovrercnceneancrneneeeenarsnissiene ‘D( ﬁ”"m“' ......................................................................
Operative procedure planngd : .......ovvevevvreneenrereseeeenseseseeseans EML'“’“ ..................................................................

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

* [0 Hepatic disorders [ Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
l.:l Incapacitating Cronic Obstructive Pulmonary Disease
[ 011 1T SO Bererertures Braeenfenseerssssssassansatesrasensersabassesasaesstastasesssseses et ssaseeses st set e ot s ea e et et seR s
Commen\ts‘: S

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

| hereby authorize Rambow Hospital & fts authorized doctors to perform upon me / my—patient
4‘ ................... ﬂ”ﬂfﬂ‘ﬁ*ﬂ’ the above mentioned operation / Diagnostic / Therapeutic procedures

---------------------------------------------------------------------------------------------------------------------------------------------------------------------

" | authorize and give consent for anaesthesia (O Regl@ah“{General Anesthesia / E1.Monitored Anesthesia Care as

considered appropriate by the anaesthetic team. ) K

| acknowledge that the anaesthestists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments and answered my specific queries and concerns abaout 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 [ndividual circumstances, and | have considered them before Consenting for anesthesia.

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




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

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

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

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

- Pregnant: [ ¥€s O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : ,,,* Witness :

Signature : D)\ ...... Qy/ ............................. Signature : .

Name : ... Y. osRbhoaon Bawv Gopkey:  Name: \’M ............ °} ........................
Relationship With PAHENt: .........ooooooooocoooreroerreree Date & Time : .lﬁ.,l}.l.z.é..@.....8..{..L4$.p,q,,
Date & Time : fﬂ]?]ZGQQHng

Doctor (who is taking the consent) :

p

SIGNATUTE © +ooveevereeeecees e eapeanrrnnseresssee e seseneas

NAME oo D';M’UD ...........................
Date & Time : ............ (”}/D’n’wu’ ....... b 7‘“"

o



M
Department of Anaesthesiology E?,',?c? ;%vr:’s } .B|rthR|ght"

1\

PRE-ANAESTHETIC EVALUATION Hospital BY RAINBOW HOSPITALS

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

Name: Mﬁ)éﬁlbﬁﬂ\/ﬂﬂhﬁhﬂe Q?n/ SOE Ll M i UHID.No : ..... &1’@%063473’&/

Date; .o.oovererrenn! 9. /DMM”';' ....... 111 —— L "f ........ I~ Proposed Operation: ............ L inbts e S
3a‘”’ wom ,Lerne Digmess
Diagnosis: ......ccovvedininiieiineene f .................................................................................................................................................
B.P/ CRT: .’..?:.‘?.Z?"’H R: ........g.f..wvvelgm FE:1 asaphysicalstaws: 01 02°T3 04 05
\\L\ / Laboratory Data:
Hgb: /0.9:» T GIICOSE! ROOINE oot Wl sttt
PCV: 31 2 VA v resesmesmionisions BIBE osiisatnsmanisisassin ECG: oo
WBC: 'L"g',o 817 Total Bill: .o ZDERN0:. s esinsiont
Plate: (4‘1} NZ oo eeeeeeeeene BIEBI: oo Stress/ARGIO: ...ocvovvc..
PT et s T | ) Other: .....ccovveivieriricinnn
PTT e BAEE .ovormeeremsemsornmmeeeree - AIRPHIOSE iisicininisiviaii
[ ——————————— MOEFS Gommmisnnssion  DTYIASES eiumsmmrisinssins
Bl ity SCRPBBRT, ossiuiin Allergles: Py , i~ g
Medical History: ~ CVS: - —
pese: | Oteesnn Al Lot Diabetes:
CNS: 3 /
Renal : lw 47
Hepatic / GE | Physical Activity:
Others :
Past Anaesthetic History: A~ m— @73&‘0\”4’1 ln 2oy J/ San, , Lt WT Astion 1a) Fer
. ' .
Physical Exam: M o Madd 1 ) e sl N/ 44
Airway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth:
Lungs : M L A, VL(,,,«
Heart: €] SDQ
CNS: N | p
Pregnant: Dxes/El No [INA Venous Access Siteﬂ/mf?“ Spine Exam for regional :
T T

Anaesthetic Plan: CMAC O ONAL ] GA-ETT [JLMA

Peri-Operative Plan Explained to the Patient:/L?(es 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis :

Water / ORS 2 Hours
- NIL ORAL<':0thers 6 Hours

2
3. Informed Consent: O Standard O High Risk

4. Post Operative Pain Management: Wed with Patient
5. Other Instructions:

Signature: ............ (/ e NAMES siiseins D//gmml/ &7'1“""”” ............. ,6'97»» .......
Docu. No. : RCH /FRM/{LII'\I‘;}ALIUM W»fbv £:0 7/"'
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Mrs GOGIKAR VAIBHNAVI RANI 2
::T-'as‘;:::‘ HIHV avsmmo @ Rambow .
Child BirthRight
L 0O RO ANAESTHESIA CHART  Fobpiia - | () zmammusomns
Tt takss & jot o trext, the Bitle, Your Right to 2 Safa Dethrery
Pra Induction Assessment: ~
Change in Patient Condition: 7 Yes 1Z/No Fasting Status: £ 20 Df h~
Physical Stal_us: —£7" Patient Identified -/f Gonsent Present —If]/erﬁt Reviewed
T Inkem ; g_',_; FATR.R: | LastFeed: £} Lop~
Pre-0P Diagnosis: ....c.ooo.eveefeeeres M bl d . E [t S Y Date :...J 7 I 2 /ﬁ;é

Surgeon: .......... ,)‘(bgﬁ"’ L i l ...... ' Anaesthesiologist: ........... V" Jé”ﬂﬂ? Techn:plz_in: 4’9-4"!@

TIME - U a2 | o1l
N,O/AIR {0, LPM [ I 7 J] i i ,
HALO /SO /SEVO ! Antiblotic
Drugs:
r’ " at 1) ! 3
bﬁ I 3?9 JOUM) T8~ 71T Suppostory
W L= arg ’ T Y ‘ " " ‘
1 TZ/IA’F'?‘H/!Z
::? Pl
]
A0, /530, 3ol AA T _2P 17
ETCa, ) o N
ECG ML AlI2-A g NI NI
Temperature
Urine O NOTES
ni A 1=
28 d > &=
& I 1) 1
1/ = .
i 240 .
V Systallc 220
A Dlastolic
X Mean 200
« Heart Rate 160
Tourniquet on Tkna
Tourniquet olf Tene 160
Trvoat Packin e mrir
Throat Pack Out 120 MWl et AN e =
100 b il hd
g0 I IV, HA
50 'ﬁ. F o L TF A A 7
40 i
20 < ; =
10
)
255
LAB Values
BGRES
Others
/Q/Equipmem Checkedand | Temp: tnduction }\ Reglonal: S
Functional 1 HME O FuidWamer | O O3 Inhal Extremity Speciy: 4% ..........
o O ClingFilm ] OH Warmer OPeo, CIRS = Spinal O] Epldural [ Gawdal
Cuft Site: "f'ﬂVM 1 Hugger's O Cotton Wool [ Others Dihers: C
[ 4511 R Cther .
a QKG Lead ﬂ/ € ] Mask [ SGA Posltion: fﬂ_”’ ﬁ
Times: O Alrway 3 oral [ Nasal Sita:
Temp Sita
g Ho "’“ itor Anaes Sart:... 2400 PM. ETT# at em Neadie SIZe: ....... 'ZA' lj Dept: ... N
C1 Agent Manttor OP S sormmmcson frassmmedismsssnn 0 ol DCiNasal 3 Cuff Parasthesia [1Yes [
Pulse Oximeter OP End: . o 1 Tracheestomy 175 Tapical Catheter at skin ...
[J Capnograph Leave OR: ........ to—bo ........... O Drug: Drug Nama &Cn 2_— &—j ]
J Ventilator Anaesthesia: [Q Awake 3 Direet Vision T3 T I L} lif"'f—_
O Nerve Stimulator O GA [ Video Laryngoscopy 3 Stylette/ Bougie IBFUSION: wveenrissand] .Fp.lg?rﬂﬂ_
f N 3 Monitored Anaesthesla Care £1 Fheroptic Block Level: <T
Position: ... 8, &AL, Regional Blade# ..oovveuun BUEMPES: vvssernrsmasrrsessarssesse Comments:
[ Pressure Pghits Checked Difficutiy Why? )
Lina (Size & Location) Transportatl
Eye Care: o cve: 3 Bilat = BS gicu O mher
3 Qint ] Seml-Closed Circle Relaxant Reversed [ Yes
0 100 ,z?“ﬁ..zk@ o v74ll B — ,57
ng [ Other
ﬂ Awake Signature of the Doctor : /

-~
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Hospita] . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

POST-ANAESTHESIA CARE UNIT RECORD
. A 5 7
Received in PACU by Q&‘Q\\L\U Q.)! ....... Time Received : \DPM ................ Time Discharged : CS ..............

\ yooh

o i i
\ L VLW H s \‘l \
gjg 24 gfg IV Cannula Site : ..... g{ig‘,’ﬂ
w 230 230 | ] 0, Mask 1 Nasal Prongs
é gfg gfg [] Tracheostomy ] T-Piece
e 200 200 | ] Oral Airway [J Nasal Airway
o 190 190
Q. 2
180 180 .
§ 170 170 | Vomiting : [ Yes iNo Drug: ,TV\‘S(YO\T‘\(\/]
160 160 ) -
B 150 150 | NG Tube: O Yes £TNo
v 1;3 N A Vi :gg Drain: O Yes_[INo
1 I
A 120 ‘\] ¥ \\ L Y 120 | Urinary Catheter: [ J¥es [ No
TR Y ! - ! 0o | crestee: DI ve ﬂn
2 100 1 = ~ 100 est fube: Ll Yes
= 90 I | =1 90
Fosd o —— =% &5 Nil Oral OYes I Nt:’2 ——
e A [ T —
& 50 o | oraiFesds: oo N %1 A
s 40 4 40
b Bk )3 ® ES 30
30 =1 =
v O 20
10 10
0 1]
SPO,
MINUTES
Posm:l'#;shmsflstoi?flﬂﬁ N T Tep | VT SCORING INTERPRETATION
Able to move 4 extremities voluntary or on command =2 o . ;
Able to move 2 extremities voluntary or on command =1 ACTMITY Z_ A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 \ )/ Disch arge
Sb}e to deep breathe & cough freely =2
yspnea or limited breathing =1 RESPIRATION 1 ; . .
Apneic =0 2 2 2 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 : . .
BP =+ 20-50 of Pre Anaesthetic leve =1 CiRCULATION 2___ Space below by the D1scharg1ng Physmlan.
BP 50 of Pre Anaestheic leve =0 2] 2
Fully awake =2 — <
Arousable on calling = INSCIOUSNESS
Not responding =0 ) e )'"
Pink =2 o
Pale, dusky, blotchy, jaundiced, other =1 OLOR =
Cyanotic =0 Q— > 2
TOTAL o \©O
A e |

PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

ey | W | Ol o Q.
o0\ | W o [\0 NS
P | nhr| OO QAN

=
@
Y A | ol N\ Q-

Pain Tool Used: [ NPASS [1FLACC [ WongBaker [INPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.

Anaesthesiologist Name : 2. For post surgical patient, patient with chronic pain, patient with severe pain

: 01 .................................. o Evoly o or it 2 Fous
Anaesthesiologist Signature: ... %% > (o SN b.. Aftae.24 hours:avery 4 hours:

¢.  Prior to pain reliving intervention

Date & Time: - d With in 30-60 minutes after pain relief intervention
PACU Nurse Name: Transferred to Unit by (PACU): . %303_. ...............................

PACU Nurse Signature:
Date & Time:




V)
Rainbow® ] .
Patient Sticker Children's | @ Birth Right
Hospital . BY RAINBOW HOSPITALS
It takes 8 kot to treat the Mttle. Your Right to a Safe Dellvery
Department of Anaesthesiotogy
EPIDURAL ANALGESIA REGORD
Date: ..o {1 Procedure domne DY .o sns e sssensnssresssssasssssanes
CSE /Spinal /Epidural Position : ......ccveeerene. SPACE irevrrerirenermenirannensens Technique (LOR/LOS) .cvevemnnneee.
(1171111 WO Catheter at SKin: ....cceeeererrrenererenesnenenans AREMPES 2 oo
Parasthesia : YES/NO i YBS UBLAIIS < ...ceeeceeeeeceee s eeservarsesessssssasese st sassearasssnassasssresesessaarssssssssessansossesessavanssensenss
SOIULION COMPOSIION © v.veereeiseeeierecriereerasseresrtstssesenesessesssssssssssssnssesassesssssaressesssssesasmessasssesenssesssssssassasssasssssnsenssnssensssnsasssas
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D)t e a e Seaesrasi et e AT R TS TS AR TR AT YRR RS PR RO E R T RO R SRR R SRS O RS R E SR e R RO R0 Re
Infusion Rate Level Maternal
Tme | (mimr) | Bows ) | ren Rignt [BP [puse| FHR Comments
O
Delivery Details : ~ Time & ... APGAR: ..o SVD/ Instrumental / LSCS (if LSCS Details)
Catheter Removed by and TID INSPECIEMA ¢ ...eeeeiereeeeeerierertrassreserestesee s e sesseasevassers sesreseessnsassessseses sensabessessensnen sebestebonssesbessass
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DOCIOF SIGNAMUTE. w.cvvvscviiseieanrissimamininsersnanssssssssasssesas
DOCLOr NAME! «..vcremreerecrecerenrsessnnnsrsssasresrensassessersasassessensarae

Date and THIME : .vvvvieeecrisirissessiseissssenssremsssnesssrsersasesnsnressensans
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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,

Rainbow Childrens Hospital-Himayatnagar

Hospital 5" TEL NO :040-48873000
PRy WEB : https://rainbowhospitals.in
ERAL CONSENT FOR TREATMENT
Patient Name: Mrs GOGIKAR VAISHNAVI RANI Age : 27Y5M22D
IP No: IP26-00006883 Sex: Female
Consultant: Dr. SWATHIH V Ward/Bed No: 4F -OT/PDA412

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.

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

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

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

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

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

Note:

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

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

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.

4 Financial and billing counseling has been done to me.
/@Kz;t‘:re of Patient/Relative:

/Nﬁwe: Patient Address:
/F@ oniship: Kothagudem Kothagudem Bhadradri

Kothagudem Telangana INDIA 507101

/Bﬁe: Time:

Wittness Name:

r
Wittness Signature: M/Jl’ VV

Printed Date / Time : 19/07/2026 23:46 Printed By : 020635 Page 2 of 2
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i Rainb:éwa . . i
96 -00003 1320 U Children's | & BirthRight
Hospital .E’ﬂ?mﬂ%ﬂ@
1t tokoes 3 k2 to treat the Ftle. Your Right te a Sale Delivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
’ ol /. " —
5 P'J j yes) CU)V‘ﬂC'W VC”U
Patient Name}.g A _5’ géo*q e V 5 5 ! E’Pﬁge ,7 'f )??‘aender . Of'
UHID No: MO S Po: Bty .vDa_te% ¥ ff | Fifne: 1Y
Diagnosis: AT A Wb S K 5
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name ; _Dosage , Remarks
1. | Fentanyl Citrate Inj. 50meg/MI VO 2 i ot Amp
2. | Morphine Sulphate Inj. 15mg/Mi =¥
'-; Remifentanil Hydrochloride Inj. 2MG o
4, | Remifentanil Hydrochloride inj. 1MG g Y
Dy. Cprtws-¥
Doctor Name: g S Doctor Registration No: Afx’“ ¢ 3511
/"? “
Signature: S/ /
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details 05 tge Pqtt%mt tg gjvh?n Essential Narcotic Drugs Dlspense?dg 7 / (
IP-ReglatraftotiiNn: ... i e vt bt e e R Date: .
Aadhaar No. of the Patient (Optiunal) .............................................................................
—% ,v)}AJ V({,‘{L‘ IC!V 77 fu;
E ]
1. | Name: U)Uj Va" Al "-/IC Renbarks /
y'ﬁ‘_J Tr u‘( (nJ e 40 A
2. | Complete postal address (with contact number, if any) : ¥ ~T¢ J g a-i h H /
e . em FoCyg g
3. | Brief description of the illness e
4 Whether registered with any other registered medical practioner / NO
" | recognized medical institution ( If yes, details of the recorded) L age
! T
5. | Details of essential Narcofic drug dispensed l’ et t’/
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
1l A T TN 2 Patient Attender
il LENT . }'a,ruuﬂ% U ) —
& a
2 pgd (01 vu2 )
Dispensed by (Name & IDNo.): .....4.4.. A .. Signature; ..
M VR ¥omva {5557y
Recelvediby (Name &AD N0 vy s biai ot dats s e sioatys yreian s e S sbapues b e T Rl e ot s

e o Lt AN S

Docu. No: RCH/FRM/ CLINICAL / 133
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Rainbow"® s St
=~ NN X ) 1) Children’s . Blrtthght
./ LIOVU J § 3 SRV Hospital BY RAINBOW HOSPITALS
! 1 takes 3 kX to treat the Fe. Your Right 10 a Sale Delivery
(MEDICAL RECORD)
PatientName:N"f ( et en \Jeu £ res Dans Ager 4 */eas Gender b
UHIDNo: 7 /A1 E Ugu C(IPNo: Y £ - ppo b 03 Date:x 1] j —-‘! / Time: 2 p . 4 ¢
Diagnosis: £ | Cr 1 oed 4= 07 )
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI 100 Mir g ol An
2. | Morphine Sulphate Inj. 15mg/MI| - s
3. | Remifentanil Hydrochloride Inj. 2MG
4, | Remifentanil Hydrochloride inj. 1IMG e s
Doctor Name: !, (prfanr ¥ Doctor Registration No: /f/w J¢11 3
~
Signature: ( } -

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

16 0006 22T vqloFfo¢(
IP Registration No: ..........ccccvvvuennnnn .. il 8 .. o Date: / ....... 7]* .......
Aadhaar No. of the Patient (OptOnal): ..........coveiiiiiiiiei e s
7 I i ; .
o i 1 | j =l \ 3 "
ar 1. | Name: MJ Wods ¥au Ve } Nevs | I}emarks
/ ~ - T} ) -1 5 .
2. | Complete postal address (with"contact number, if any) l } he Uty [} ] 4"
3. | Brief description of the illness | Cr¢
4 Whether registered with any other registered medical practioner / NJO
" | recognized medical institution ( If yes, details of the recorded) -
i J
5. | Details of essential Narcotic drug dispensed o aJdun L
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
. Patient Attender
- T - :
AT [ TVT Frdomgy D |
Dispensed by (Name & ID NO.): ....cooovoigeiniiiiaiine ............................ SIGRAtUTE! . § civeissibiesibbsassssrbasmsis
Receivet by {Name &ID Nol); .. VY. . W8 0 it it rmminsnsnimosesoneniBeredoves Jevaoos Sigrature B LN D s
T G L ity

Docu. No: RCH/ FRM/ CLINICAL / 133
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