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ESTIMATION SLIP

-\I// yl 2l
Name of Patient : e .

Date :

UHID / IP No. :

Dy .;eera Ujafé’

]

Rainb%w’ ! o Ea
Children’s BirthRight
Hospital | @ tiioress e

SiNo. 1470

Father's / Husband's Name :
Address : o
Procedure / Plan :

orate / Occupauon -

Phone : § & Email ; 2y 2
a1y it ' =) EDD/Dos: 3
b L

Age:

Z | . Gender: E

MODE OF PAYMENT : [_] SELF []

TARIFF INFORMATION :

o it

[ ]GIPsA:

-Earéculars

Package Amounts (Rs.)

Room Category

Normal Delivery

LSCS

Mlﬁ Shared Ward

snared Ward

Twin Shared Ward

Private Room

Super Deluxe Room

Suite Room -

Ditnt (I1®)

Ty’

Y(

fﬂ::k:fg: ;z: i‘f:;m e Labour Ward Charges | Anesthetist's Fees and OT Charges
3 Lengthof Btay for: = 77~ 5 ¢ Length of Stay for : 3 Dt
Pharmacy up to B Pharmacy up to - _ )
Investigations up to Investigations up to
Others
Neonatologist Charges : [ ] Covered ’____] Not Covered Epidural / Entonox : D Covered D Not Covered
CalMinimumDeposit: Q@'! Ad‘”@"”‘? '}‘?'4’" af rAc'{I-&iEQ:Oﬂ

1. Room eligibility is purely subject to TPA approval and the Package / Room Tariff starts from the time ot' adimssmn The estimated amount may Change agcording to duration
of'stay, medical condition, investigations, pharmacy and any other procedure.

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

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

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

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

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

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

8. Tariffs are subject to revision

9. Kindly check your billing status on day to day basis at [P Billing Department,

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

DECLARATION
I have attended the Financial counseling desk and understood the expected costs and
other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
I promise to settle the hospital bill with the hospital without any ambiguity.

‘Q:\’- “ Eﬂb’ ﬁ/

Signature of the Client _ Signatory Relationship Signature of the Tinancial Counselor




HNH-00018271 1P26-00006695

. Mirs M. SPARSHA REDDY . % .
20-05-1994 2Y1M1D Rainbow .

It S | @ irnRign

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

SURGERY DETAILS

Date : 59'2341/[75/7/ ..................
Patient Name: \\lSWYSAC{@E@ ....... Date of Birth: 0% 05_*{‘5?/-(’ Age: thj}/

< —
Gender: f“eﬁL(ﬂzpﬁw ......... Ward : ool UHID NoHI\)H““ﬁG@Ié/Z’}/
Date Of SUIGETY: ......ccovveiieireee e /E'U-rq [10T-2 [10T-3 10T-4 [10BGOT-1 []0OBGOT-2

Name of the Surgery : ...... Qmeuigr\ ....................... KSCS ..................................................................

NAME AMOUNT
1. Surgeon @IMQ‘gwﬁinaﬂﬂ ..................................................

2. Anaesthetist @Yl%Tu’\/tcLC/ ..................................................
3. Assistant Surgeon mgu\cu\@ .............................................................................................
4. 0T Technician %TQM&QW“‘H(T’ .................................................................................

Special Equipment: [ Laparascopy | Broncoscope [ ] Harmonic __| Morcelator
_ | C-ARM [ 1 Cystoscopy _| Versa Point [ Liver Cusa
"] Neuro Cusa C] Others .o
C\Nu/t\ﬂwiuu ol
Signature of the Surgeon Signature of Cetlating Nurse

Order N0&5’0§m@0qw Order by: go"éjéézf .................................

Docu. No. : RCH /FRM / GENERAL / 114
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L . Rainbon” | @ o ar e e
,lll””m ! Chlldren s BirthRight
Hospital . BY RA‘INBOW HOSPITALS
CONSUMABLES OF OT Heospital | @Lameis
Clroulating StEf s Technician : Jaf OJuDCJ'EL ........ Date : .30, / L. / 2 TIME oo
Anaesthesia Disposables weed Y u.os | Surgical Disposables mmdﬁ,um Disposables (Baby Side) _‘m"“
ET tube Major Pack | §¢5 el A;Q;;/ Inj Vit.K —
LMA sutures 7 £ . s Le ,:\‘J,!/Cord Clamp |
ECG leads ﬁ\y P/N @@6“7 = |} a7 + Suction Catheter
HME filter : A/ P /N > - N Feeding Tube
Syringes : 10 cc &,/ i | Vaccum Suction Set i o
05 cc oot Goves S 61/,) L7 /§rglcal Gloves G 44]/,7 29
02 cc % 1T Ewlosel 2) " Gauze Pack -
01 cc iy P i - Syringe 1ﬁ|l/2ml , —
Cautery plate {A/P/N ; Surgical blade <€) ﬂ Surgical Blade # 20 p}/’/
IV set _|-NG tube ~I'| Koochies (S)
RL [ Cautery pencil @/"
NS : 10ml / 100ml / 500mi / 1000mi Koochies 77y [ Lk‘ 4
™ Toonwea Ointments J j%u 4
Cavll rg'?,ﬁu C Rilico l‘ ) | Suction Catheter T e
Fentanyl A |_| Cap, Mask (% (o] 26 0000 209430/
Morphine o0, o\ g G Pack ocx s | - heg 4o
Ketamine * | Mop Pack i:q@/— il
Propofol Steristrip -
Rocuronium Underpad AL
Glycopyrolate Draw sheet \J
Myopyrolate A Abgel
Ondansetron 6 J/;;Foieys catheter
c)ﬁ@ Pencan 38g/ Spinal Needle 22 A {-Urobag
+’Bupivacgine 0.25% ' est Drainage Catheter
‘Bupivaceine 9.25% (Heavy) —Romodrain bag
Antibiotics - | -Bandage
Enceve 6.5 \@g,/Tegaderm
ﬂ Suppositories \ loban
Anamol : 80mg / 250mg / 170 mg //Dguble J Stent i
Supridol : 100mg j 4| Vaccum Suction set WD
Justin : 12.5 mg / 25mg / 100mg ¢ |y Plastic Bed Sheet \\- e | QL
Tab. Misoprost : 200mg ‘v “Betadine Solution ! "j‘(—f
é‘ Lot j Ty 23 < //ﬁicroshield QJ/:—
= dm W’Cotton Balls o
g Latex Gloves LY N
Ramdione Scrub -
Saral
Surgeon Anaesthesiologist Nur: OT Technician
Order No. &6*0&&7,&0‘7{{1@ /(5_2.36/ .................... Ordered by : ’747 Lm }Djﬁ/éﬁ@ 23.. 3—.,3‘“

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

Children’s Birth

Hospital S
& Rainbow

MRN

Age ! Sex

AdmiReg Date/Time

Osruor Date

VIST: D

Patient Address

Rainbow Childrens Hospital-Himayatnagar

Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
guarters road AP State Housing Board Himayatnagar ,Hyderabad ,

Telangana, INDIA ,500029.

040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

* HNH-00016271
32Y1M1D/Female
30/06/2026 13:31
30/06/2026 23:24

. 1P26-00006695

Name
Doctor

Payor

Ordernumber

Ward/Bed No

: Mrs M. SPARSHA REDDY
: MEENA UGALE

: SELFPAY

1 26-0000209628

: 3F-SUITE / SUITE-308

© H.NO: 14-80/6 ST.NO: 8, SNEHA NAGAR, Habsiguda, Hyderabad, Telangana, INDIA, 500007

LTS B

S.No Descriplion Generic Name Dosage Route | Freguency Duration Instruction Qty Status
GAUZE 7.5X7.5 12PLY (5 GAUZE 7.5X7.512PLY 5 . .
1 NOS}NONf)((RAY NOS 1 Nos External  Once Daily 1 Days 3Nos| Dispensed
!
2 I".C G ELECTRODES (ADULT) | ELECTRODES ABULT 1 Nos Extemal f Once Daity 1 Days 3 Nas ispensed
2 ﬁf;fgfr%%";gf\‘gg;{f“'“m’ 1 Nob External / Once Daily 1 Days 10Nos| Dispensed
4 E{Tg\!}és%x{:\. M&E’B}L%” 1 Nos External f Once Daily 1 Days 20 Nos Bispensed
5 {:fﬁé}'}”g‘?“ SLAYER- FACE MASK3LAYER |1 Nos External / Once Daily 1 Days 10Nos|  Dispensec
{
6 DSYRING? 2.5ML{NIFROY) SYRINGE 2ML 1 Nos External f Once Daily 1 Rays 2 Nos Dispensed
7 i;élé’sg)?ff.SSlJPPOSﬁOR[ES 1 Nos Extemnal / Once Daily 1 Days 1 MNes Dispenserd
8 ADULT DI:I\PERS-XXL 1 Nos External / 10 AM 1 Days 1 Nos Dispensed
O
MEENA UGALE
Reg No : 18967

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

Note

* This prescription is valid only for specified duration,

* Bo not refill|medicines.

Printed Datef{ime  30/06/2026 23:45 Printed By ;: SUNKARI SANGEETHA Page 1 of 1
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= o Rainbow Childrens Hospital-Himayatnagar -
Ralnlyow
Children's Rainbow Children" ital D .
Hospital mrmi’hgm ainbow Children’s Hospital, oar no. 3-6-26?, opp. Cafe niloufer, Old MLA
ko quarters road AP Stale Housing Board Himayatnagar Hyderabad®,
Telangana, INDIA 500029,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-00016271 Name Mrs M. SPARSHA REDDY
Age ! Sex 32Y 1M 1D/ Female Doctor MEENA UGALE
AdmiReg Date/Time 30/05/2026 13:31 Payor SELFPAY
Order Dale 30/06/2026 23:24 Ordernumber 28-0000209629
Visit ID |P26-00006695 Ward/Bod No 3F -5UITE f SUITE-J08
Paliont Addross H.ND: 14-90/8 ST.NO: 8. SNEHA NAGAR, Habsiguda, Hyderabad, Telangana, INDIA, 500007
S.Na Dascriptien Genecle Nama Dosage Reuta f Frequapcy Duration Instruction aty Status
e N T Y —
DISPOSABLE APRONS DISPOSABLE APPRON P
2 STERILE AL STERILE XL 1 Nos §Onca Daily 3 Days 3Nos| Erspensed
3 |gHDERPADS E0x90 1Hos Exiornal f 10 AM 10oys 1Nos| Oispensed
4 VICRYL 2.0 NW 2762 VICRYL 2-0 NV 2762 1 Nas 1 Onca Daidy 1Days 1Nos{ Dhspensed
5 {DSYRINGE 10ML [NIPRDj | SYRINGE 10ML 1Nos Extemal { Onen Dady 1 Days 1Nos| Dapensed
6 SURGICAL BLADE 22 SURGICAL BLADE 22 1 Nos Extemnal ! Gnca Daily T Days 1 MNos Crspensed
T MEZOLAMENI S MG § ML 1 Vial Extarnal { Once Bauly 1Days 1Vial|  Dwpensed
] BIOXAMIC 500 MG INJ 1 Ampule 1 Onca Daiy T Days Zampula|  (hspensed
9 |SGLOVE # 6.5 [SURGICARE) |SURGICAL GLOVES 65 {1 Nos External { Onco Daily 1 Days 6MNos| Droensod
10 i:?;';' SUPPOSITORIES 100 1 HNos Extarnal f Cnce Daily 1t Days 1 Nos Drspentad
11 |VICRYL 1-0 NW 2354 VIGRYL 1-0NW 2384 {1 Nos Orca Doty 1 Dnys 1Nos|  Drspensud
12 |COVION BALLS 2 GM 5 NOS 1 Nos Extamal { Onca Cally 1 Days 1Nos|  Ovspensod
13 |EIGEN wxvTecHt V| Inpection { Ginca Daty 1 Days 3vial|  Despensed
14 |VICRYL 10 VP 2346 VICRYL 10 VP 2346 1Nos 1 Once Daty 2 Days 2MNos| [Dhspensed
15 |AL 500 ML CLOSED SysTEm |TINGER LAGTATE 1 Boltis 10nca Daty 20ays 2Boita|  Disponsos
18 |DSYRINGE 1ML {NIFRO) SYRINGE 1ML, 1 Nos Extamal § Once Dady 1Days 2Nos| Dwspansed
17 |onDOKING INJ 4 MG 2 ML 1 8o 1 Once Dady ¥ Days 1Vinl|  Dhspensud
LSCS DRAPE PACK
18 | CROTECTCARE) 3oy £ Onca Dady 1Days INm|  trpensed
19 |MCPS 2030 BPLY 55 X-RAY |MOPS 30X308 PLYDATT |4 Nos 1 Onca Daty 2Days #Noa|  Dispensad|
2 |MISOPROST TAB 200MCG 45 1Tabs Exlemal f Once Dady 1 Days 4 Tabs Duspensed
i I
21 mrng?ENc - 1HNos Exiernal f Once Cally 1 Days 1Nos| Dispensed
2 ““Ch‘:"“" soLumons s 10nca Daty t Days 1Hos|  Dispansea
23 gﬂiﬁo‘cﬁ?‘MCG NS 1Nos 1 0Onca Daly 1Days 1Nos Dispensed
23 | PENCAN 27G |B/BRAUN) 1Hos Exteinal f 10 AM ¥ Days 1Mos|  Dispensed
25 |fEvibiANz SOLUTION 10% 1 Nas Goca Dady 1 Dags 2Mos|  Dispansad
% ar:nww MEAVY 5 MG INJ 4 1 viad Extematf Once Daty 1bays 1vial|l  Oispensed
27 |VACCUME SUCTION SET 1Nos Extemal/ Once Dasly 1Days 1Nos|  Oispensed
28 |DSYRINGE SMLINIPRO) SYRINGE SML, 1 Nos Extaral! Onea Daily 1 Days 2Nos|  Dmpensed
23 | Encore Microplic gloves-6.5 1 Nog i Onca Dady 1 Days 2MNos| Cuxspensad
MEENA UGALE
Reg No : 18967
* This de is Just for raft a purpose only. Not to be considerad as primary report.
Note

* This preseription 1s valid only for specitied duration,

* Do not refill madicines.

Pantee DatefTima  30M06/2026 23:45

Prntod 8y SUNKARI SANGEETHA

Page 1 ol

fa

I,
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mainbow Childrens Hospital-HimaQtnagar

Rainbow %
Children’s . . , . .
. s th Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital . .
Rainbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana; INDIAT 500029
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00016278 Name : Baby Of M. SPARSHA REDDY
Age | Sex :0YOMODBH/Female Doctor © 8 TEJASWI REDDY
Adm/Reg Date/Time : 30/06/2026 18:11 Payaor : SELFPAY
Order Date : 30/06/2026 23:36 Ordernumber  : 26-0000209633
Visit ID . IP26-00006698 Ward/Bed No : 3F -SUITE f CRDL-HNSUITE-308-1
Patient Address : H.NO: 14-90/6 ST.NO: 8, SNEHA NAGAR, Habsiguda, Hyderabad, Telangana, INDIA, 500007
8.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 aﬁPRIN INJ VIAL 5000 1U 5 1 Nos ! Once Daily 1 Days 1 Vial Crdered

* 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 30/06/2026 23:46

Printed By . SUNKARI SANGEETHA

-

S TEJASWI REDDY

Reg No : APMC/FNIR/94068

Page 1 of1

%
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< . . . .
. B Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children's _ . . ' . .
; methiia - Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital 4 ; .
Ruucbows guarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
LT
ELECTRONIC MEDICINE PRESCRIPTION ‘
MRN . HNH-00016278 Name : Baby Of M. SPARSHA REDDY
Age | Sex *0YOMODSH/Female Doctor : S TEJASWI] REDDY [
AdmiReg DatefTime - 30/06/2026 18:11 Payor . SELFPAY O ;
L
Order Date : 30/06/2026 23:29 Ordernumber  : 26-0000209630
VisitID : 1P26-00006698 Ward/Bed No  : 3F -SUITE / CROL-HNSUITE-308-1
Patient Address . H.NO; 14-80/6 ST.NO: 8, SNEHA NAGAR, Habsiguda, Hyderabad, Telangana, INDIA, 500007
S.No Description Generlc Name Dosage Route [ Fraquoncy Duration Instruction Qty Status
1 E?SYCLOT'm IMGINJO.5 1 Nos Injection f 10 AM 1 Days 2Nos Dispensed
? VACCUME SUCTION SET 1 Nos Externat / Once Daily i Days 1Nos Dispansad b
3 [ISYRINGE 1ML (NIPRO) SYRINGE 1ML 1 Nos External f Once Daily 1 Days 2 MNos Dispcnsed
4 SGLOVE # 6.5 (SURGICARE) |SURGICAL GLOVES 6.5 |1 Nos External / Once Daily 1 Days 2Nocsf  Disponsed
5 SURGICAL BLADE 20 SURGICAL BLADE 20 1 Nos External / Qnce Daily 1 Days 1 Nos Dispensed
6 ggﬁ&ﬁ%ﬁfg&!m 1 Nos External f 10 AM 1 Days 2Mos| Dispensed

O

S TEJASWI REDDY

Reg No : APMC/FMR/94068

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

Note

* This prescription is valid only for specified duration.

* Bo not refill medicines,

Printed Date/Time 30/06/7026 23:46 Printed By : SUNKARI SANGEETHA

Page 1 of 1




Rainbow® , o
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Dchve;.

Name Mrs M. SPARSHA REDDY UHID HNH-00016271
Mr GUMMADI SRI KRISHNA
Father/Guardian REDDY Age/Gender 32Y 1M 1D/ Female
Address H.NO: 14-90/6 ST.NO: 8, SNEHA NAGAR, Habsiguda, Hyderabad, Telangana, INDIA, 500007
IP No IP26-00006695 Admission Date 30-06-2026
Ref Doctor SELF

Discharge Date (04.07.2026

DISCHARGE SUMMARY

Consultant:

Dr. MEENA UGALE,
MBBS,MD

18967

Diagnosis: PRIMIGRAVIDA AT 39 WEEKS WITH Ol CONCEPTION WITH
PREMATURE RUPTURE OF MEMBRANES WITH CEPHALO PELVIC
DISPROPORTION FOR FURTHER MANAGEMENT

EMERGENCY LOWER SEGMENT CAESAREAN SECTION DONE ON
30.06.2026

History:
LMP: 30.09.2025 Obstetric formula: Primigravida
EDD: 07.07.2026 Gestation at admission: 39 weeks

BANJARA HILS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC () ¢ SECUNDER, ARAD KONDAPUR R L B NAGAR NANAKRAMGUOA

@ 18002122 @& www.rainbowhospitals.in




Name Mrs M. SPARSHA REDDY UHID HNH-00016271

IP No IP26-00006695 Admisslon Date 30-06-2026

Obstetric History:
G1 - Present Pregnhancy, Ol Conception

Medical History: K/C/O IBS since 5 years, H/o Anal Fissure
Surgical History: Nil

Family History: Father - T2DM+HTN+Thyroid disorders
Allergies: Nil N .

Antenatal Details:

Mrs SPARSHA REDDY was booked to Rainbow hospital at 39 weeks of gestation.
She had regular antenatal checkups and investigations as advised by Dr Meena
Ugale. NT-normal. FTS-Low risk. TIFFA- normal. Fetal 2D Echo -normal.
Parenteral iron therapy taken at 6 MOA in view of moderate anaemia (Hb
8.7gm/dl). Fetal growth monitoring was done by serial growth scan. Scan done
30.06.2026 showed single live intrauterine fetus at 39 weeks with cephalic
presentation with fundal high with AFl: 10cm with EFW: 3.612kg. She was

admitted at 39 weeks in view of leaking per vaginum.

Investigations: Enclosed -
Blood group: "A" Positive

Management:

Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable. Fetal well being
was confirmed by an admission CTG which was found to be reactive. As per
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‘ IP No IP26-00006695 Admission Date 30-06-2026

Rainbow” ) S
Children’s & BirthRight
Hos pita| . BY RAINBOW HOSPITALS
Your Rightto a S;;Delluery}
i *  Name Mrs M. SPARSHA REDDY UHID HNH-00016271

hospital protocol she was started on IV. Taxim in view of ruptured membranes.
She was decided for emergency C- section in view of PROM with CPD. She 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 anaesthesia 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 6C9
mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.

*LUS Vascular.

*Scanty liqour.

*Mild Uterine Atonicity noted, managed medically.

Delivery Details :
Date : 30.06.2026
Time of Delivery: 05:48pm

nnnnnnnnnnnnnn BANJARA HILLS BH & N . HYDERNAGAR KONDAPUR OUTPATIENT CLINIC (101 Accreditedivi)  SECUNDERABAD (AT KONDAPUR L B NAGAR (N4 NANAKRAMGUDA
ey 3040 - 4246 2100 argency ] 040 - 4746 2200 Emeryency 3 040 - 4766 400 Emergamoyd 040 - 7101 133 argency 3 040 49

@ 1800 2122 @& www.rainbowhospitals.in




Name Mrs M, SPARSHA REDDY UHID HNH-00016271 ¥
1P No IP26-00006695 Admilssion Date 30-06-2026

Type of Delivery: Emergency lower segment caesarean section
Indication : PROM with CPD
Anaesthesia : Spinal

Baby Details:

Date : 30.06.2026

Time : 05:48Pm . QO
Sex : Female

Weight : 3.2kg |
Apgar : 8,9 ‘.

Gestational Age: 39 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. On
second postoperative day dressing was changed. On inspection wound was
healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient
supplemented by written information. She was given the postpartum book for
further reference, O

Advice:
1. Tab. Taxim O 200mg twice daily till 06.07.2026 (9am-9pm) after food,
2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
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' Rainbow® B .
L4 . . ™
Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
Name Mrs M. SPARSHA REDDY UHID HNH-00016271
IP No 1P26-00006695 Admission Date 30-06-2026

05.07.2026 (8am-2pm-10pm) after food.
' 3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 05.07.2026 (9am-
3pm-11pm) after food.
4. Tab. Pantop 40mg twice daily till 06.07.2026(7am-7pm) before food.
5. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.
e 6. Tab. Shelcal (Elemental Calcium 500 mg, Vitamin D3 250 IU) once daily
(2pm) till breast feeding for after food.
7. Cap. Lactare 2tabs thrice daily (8am-2pm-10pm) for 1 week
8. Nebasulf Powder for local application.

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

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

‘ Review with Dr. MEENA UGALE after 2 weeks on 18.07.2026 at postnatal
clinic with prior appointment (Review consultation will be charged).

For Women Who Have Had a Caesarean Section
Care of the wound:
f 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. .

HIMAYATHNACAR BANJARA HIILS T MYDERNAGAR (1 sdited!  KONDAPUR DUTPATIENT CLINIC (¢ t SECUNDERABAD (NARH Accredied)  KONDAPU " LB NAGAR NANAKRAMGUDA
i - Emergancy 3 040 - 4246 220 " 7 ¥

Q18002122 @ www.rainbowhospitals.in




HNH-00016271

Mrs M. SPARSHA REDDY UHID

Name
IP26-00006695 Admission Date

30-06-2026

IP No

3.This gauze piece needs to be discarded after one use.
4.Prior to touching the wound clean hands thoroughly with Microshield solution

and allow them to air dry or use disposable paper napkins.
5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.

6.Do not touch the wound with unwashed hands.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, when and how to obtain 'y
emergency care etc also have been explained by doctor .........cc....... in a
language that | can understand and | acknowledge.
Patient/ Attender
In case of emergency like bleeding, fever [please refer to postpartum book fcr
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Children's Hospital just dial one toll free number - 18002122. You cap-aised
appointments at any time by
website www.rainbowhospitals.in
Consultant:
Dr. MEENA UGALE,
MBBS,MD
18967 ]




. Rainbow Childrens Hospital-Himayatnagar

N

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

Children’s 0 Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital ™" TEL NO :040-48873000
Rainbow WERB : https://rainbowhospitals.in
ADMISSION SHEET

HEEIR O

Registration Details :

Admission No : IP26-00006695 Admit Date : 30-Jun-2026 Admit Time :01:31 PM UHID : HNH-00016271

Patient Details :

Patient Name : Mrs M. SPARSHA REDDY Age :32Y1M1D

Guardian . Mr GUMMADI SRI KRISHNA REDDY DOB : 29-05-1994

Gender . Female Religion

Occupation ] Martial Status

Address (H) - H.NO: 14-90/6 ST.NO: 8, SNEHA NAGAR Phone No : 8978997883/ 7893239944
;Igct))os(i%uda Hyderabad Telangana INDIA E-mail . NA@GMAIL.COM

™

Admission Details :

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

Room No : PDA-412 Admission Type : First Visit

Contact Details :
Name : Mr GUMMADI SRI KRISHNA REDDY Relationship : Husband

Contact Address : H.NO: 14-90/6 ST.NO: 8, SNEHA NAGAR Phone No : 8978997883
Habsiguda Hyderabad Telangana INDIA 500007

UL .

Sighature
‘-.‘
Doctor Details :
Doctor Name : Dr. MEENA UGALE Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor  : SELF Phone No
Co-Consultant
Payment Details : Deposit Amount  :100000.00
Payment Mode :DC/CC Card Payor Name : SELFPAY
d Date / Time : 30/06/2026 13:34 Printed By : 020635 Page 1 of 2







PATIENT TRANSFER FORM

z
Rainbow’ . —_
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

;&?}?‘:‘g’*‘“ RE-s 1,:'2'1; j(;gm“ Date & Time of Admission Datel& Time of Transfer Order
10 0 2ok 7 sofb Lot ab1ow
=== ”I ”mmm,,ﬂm”" ”I Mm Transfer Ordered by Reason for Transfer
D\{ . FQU\U\
From Unit To Unit IW to Attendant
Pre 7714)5) 20K werl - el
Number of Sheets in Clinical File Number of Imaging Films cIiz?éztl)zzlc:z%%[;?;??:aig;lagir?{?ed
over to attendant
,?7 0 ﬂ )( Yes| | No|[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1 R L0
2.
3.
4.
8
Shifting Summary / Notes Written by Doctor: ~ Yes|[ | No[ |

Name & Signature of Person who is Transferring

L b dro Bule

Name of Person Ordered Transfer

W wwees

Patient & Clinical Records Received by : : : W \

\0(7”

Date & Time of Patient Received :

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

|| Unavailable Bed [ ] Nurse not Available
Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Available Bed not ready




ACTIVITY RECORD FOR BILLING

<
Rainbow’

Children’s
Hospital |

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

—_

Name i _
HNH-00016271 1P26-00006695
UHIDNo.: ________. e Rvimio ey Bobnw___ - Dept:________
Dr. MEENA UGALE
oate of admisson: ___ [|[[[IIMNIAIVEONN = orcischaree: _______ Time: _______
Room/BedNo: Ward: _ Suggested Billable bed type : _ _ _ __ _______
WARD TRANSFERS
Date Time From To Signature of Nurse
2 b | 2 gp] sor ST Mala | Sesyeepir
aplo & oA 0T | v Qo | Suoeabe) MadY
b0 | 1 ogn * BpR_ | 20% [ Dok
Cross Consultation Visit
Doctors Name Date Order No. Signature
' 1 At !/fil% 9725 | &)
2 ,
3 __ LL 1)“ =
4 (M
5
6
i
8
9
10

Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

1/

Datp/ | )Investigations Order No. - Signature
10)\4'6% /; @] ’;7‘ @ ‘}%0 %\/ @
?)fél% ST - @) aée /| ©




‘| MEDICAL EQUIPMENT (WARD & ICU)

Date‘/ 7Y El:llﬁin;; g:] : Coq[;;(;ting Discg_?rrrx‘zcting Order No. Signate
i s »
’(cl-,ﬁa P e ~onodibor b Y Lo 0054 /é) P
,/‘ L] S 7
1?/){ ,-\MM‘,”O(J f’umf L5 k(ﬂr\?\ tu M: ( wé\gq)" Cﬁ)/
L A¥} '

A

1—.\/“‘(} v




PROCEDURE

Date, oy Procedure Quantity Or}ar No. Signature
6L ng plalewpat 10 C)Qgrf o
1\ ol bedespatTos N /U L
ot | gAc -gp O Jasxy e

‘ \ R Oime
UI‘UV

.'I/b Y 3

\ AV /aul & ) 19791 | &
\

ANY OTHER INFORMATION
Date Time Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

I NN SIS



HNH-00016271 1P26-00006695

Mrs M. SPARSHA REDDY

10 F)
20-08-1994 12Y1M ( 2

[ Chides| @ BirthRight
osp| a B_YRNNBDV!__H(EPITALS
IP ADMISSION SHEET FOR OBSTETRICS

1t takes a iot to treat the littie. Ynur-R]ghl toa Sale_Delivery

Presenting Complaints : .
o L ppn@ LMP: 38[ )06~ EDD:
G ﬁ ' —_ Corrected EDD; —H ¥ 2% GA: BT
oV V9P
,——i_\\
Obstetric Formula: &, Menstrual History: Regular XA Yes@/_ND
) Obstetric Examination
Obstetric Hostory,< T
G— PP, S MT“W Fundal Height:
P Ut. Activity: .[] Relaxed ] Mild [JMod [ Severe
) ~ Present Pregnancy Record: Liquor: ] Adequate [ Oligo ] Poly
NT 18 LR .
16 @ PP: (] Cephalic  [] Breech Others
Farnd 20 sete = Head Fifths Palpable:
RISK FACTORS: FHS: 1 Normal (] Tachy [ Brady [ Absent
' —
Per Speculum Examination
' Draining: # [JPresent [] Absent [_] Bleeding
| Colour of Liquor: [ Clear [] Meconium [] Blood Stained
Vaginal Examination
h -~ Cervix: [] Long [] Partially effaced [] Effaced
@ Height-.............. cm _
» Weight: ............ kg Os: Closed Dilated
AlIBIGIBS: e Membranes: [] Present (] Absent
B . - INormal [] Abnormal
reast Liquor: [] Clear ['] Meconium [] Blood Stained
General Examination: = _
Cornscioiibnssst ) Pallor: = - Presenting Part: [] Vertex ] Breech (] Others
Icterus: &= Edemajw Sutton: 0-3 J-2 O-1 OJ0 O+1 O +2
Temp: Afen PR: F4 Pelvis: [J Adequate (] Doubtful
BP: 1)y DTR: &
CVS: RS &mpd
Liver/Spleen: Urine Output: Mj
B . 11

s G| agen | PR2m |ceD

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




HNH-00016271 IP28-00008695
Mrs M. SPARSHA REDDY
20-05-1904 32Y1M10 (F)

Or. MEENA UGALE

T TR

Family History: Surgical History:
S s - o | 4 [Py O
Nl
1 Lk —Cocte Reuctw ly © e
Medical History: Medication History:
Hio :uzxg [pe D= S Z{wl'ﬂ»u
e st . (yon | cade (MU
o Al Pus:wdt-? S 5p yeand
Coct— Niesveln fr l_-loj
Plan of Care: Investigations:
= 20 Nufrow
1 e e aa] 2
j.ﬂdw N - 1) B0
) 8 20
4 Drays o» Lot Hw wBC ’
(Ld Hm Pl - 23‘4
I ly“cvw-\c;j CM’*:._J—- J0RL )J&
| Sae OSp =)
- Qmwu-e- '@ P&LGC_.
Frters ol penchs

20 (c20e)
guve | 3836w [ V<

pPL - Fldlal LS

gF 54.\“43’ A0 v

gpr - &%

1
Dootor Name: ... Mool ot .W;%wsuﬂéﬁt' Name: ... M‘”‘"‘Ud""q“
ey P :‘) ';£
Signature: .......... B sovermssssisssns siisssssanassnsassssss Signature: (.\"\Qp\'d’ﬁ.__ ...................
i

Qp(trere e (730

Date & Time:

Date & Time: 3°l°!?'°‘—“@'3°fw
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Mrs M. SPARSHA REDDY
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o e our Right 1 s Safe Delvry
_ OGRESS NOTES AND DOCTOR'S ORDER
& Time Progress Notes Doctor's Order
) (I
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> Sle QL ian Ao
Df\e_\yr\\e SPBL co . — VA —)éox dcr()“
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o e
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Docu. No. : RCH /FRM / CLINICAL / 088
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It takes a lot to treat the little, a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER
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ga;fm . Progress Notes Doctor's Order
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Mrs M. SPARSHA REDDY
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PROGRESS NOTES AND DOCTOR'S ORDER
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Mrs M. SPARSHA REDDY
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PROGRESS NOTES AND DOCTOR'S ORDER
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& Time Progress Notes Doctor's Otder
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Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

.
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PROGRESS NOTES AND DOCTOR'S ORDER

.BirthRight"

BY RAINBOW HOSPITALS
i Delivery

Date

& Time Progress Notes Doctor's Order
A / U (=D 4
c._____——-——"—/ !

o ©
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G
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Gro5d
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WLD_LC/QAnC,
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/$0'.
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' Patient Sticker
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Rainbow .

Children’s BirthRight
Hospita] . BY RAINBOW HOSPITALS
It takes & kot to treat 1he I, Your Right 1o a Safa Dallvery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Noles

Doctor's Order
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Patient Sticker
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PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight

BY RAINBOW HOSPITALS
‘Your Right 1o a Safe Delivery

Date
& Time

Progress Notes

Doctor's Order
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Hos pita| . BY RAINBOW HOSPITALS

It takes 3 lot to treat the little. Your Right to a Safe Delivery

\\

RESULT SHEET

Date
Time
Hb
PCV
RBC
WBC
N/L
Platelets
CRP

ESR
0 PCT
RBS
Na
K
Cl
Ca/Mg
Phosphate
Urea
Creatinine
ALP
SGPT
SGOT
T.Bill/Conj
ﬁ T.Protein
S.Albumin
S.Globulin ¢
A/G Ratio “
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT
CSF Protein / Sugar
Cells
N/L

Docu. No. : RCH /FRM / CLINICAL / 0138 (PT.0)




Date
Time _
CUE - Alb |
CUE - Sugar \
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
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Hospital

Early Warning Observation Score Chart - Obstetrics

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

Date
%@(L) Time | 8 | 9 [10[11]12] 1 {5‘4{5“(‘5“(74{@9{&3’1121f?)34576§7

RESP

> 30
21-30

(write rate in
corresp. box)

11-20
0-10

Saturations

94 - 100 % L
<94 %

Administered

0, (L/min.)

3,dwal

40

39

38

37 A = o
36 o M S6E 24 ¢ L&
35 FASA
< 35

9ley Jeay

170
160
150
140
130
120
110
100

90 . g\

B0 %185 SHers #03 ‘ s ¥,
60 *. r
50
40

—_—
anssald poo|g 21j0isAs

190
180
170
160
150
140
130 TN =
120 AU IR Yy
110 oSl T TR i

100 /t
S0 h
80

70

60

50

=
- aud
D
-
5

-

‘_
ainssaiq poojg dijoiseiq

130
120
110
100
90
80 i
70 N\ i,
60 U Y
50 U 1
40

354
{
hS
_03?\
)
-
‘\‘

NEURO
RESPONSE
(v

Alert [T 1 el =1 T T -T-T_ =

Voice
Pain
Unresponsive

URINE
mis / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal —
Heavy / Foul

Liquor

TOTAL YELLOW SCORES Q

3 [ )

TOTAL ORANGE SCORES

Clear / Pink i 3
Green
= f 2

P_I'y

2
RAZ” /Dﬂ 3 ‘%}’_

o » B B

Nurse Initial _&_
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Obstetrics and Gynaecology
Early Warning Signs

. “ o

é .
1 Yellow Alert :
Repeat Observations
in 30 minutes
S\ Y
#
4 ™ 4
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set Of MEOWS Observations
Observations . in 30 minutes
\_ J "
4
> 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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TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

Date

g [10)11]12 (2 1112 @)

Time

)

RESP
(write rate in
corresp. box)

> 30
21-30
11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

3, dwa]

40
39
38
37
36
35
<35

NS

Qe
qf

<

aley Jeay

170
160
150
140
130
120
110
100
920
80
70
60

50
SR 1 S s = S e N [N 00 € B A5 s P e S S 08

oml

P
I_ﬂ;b

anssald poojg 21|01sAs

190
180
170
160
150
140
130
120
110
100
30 ,
80

70

60

50

——
e

2

2Inssald poojg Jjoiseiq

130
120
110
100
20
80
70
60
50
40

i

BN

(o.c)
AD N

NEURO

RESPONSE
(1

Alert
Voice
Pain
Unresponsive

URINE
mils / hour

> 30
<30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

MUE

Nurse Initial

L




[

Obstetrics and Gynaecology ] AL

Early Warning Signs

/

-

Complete a Full "

Set of MEOWS
Observations

\

~or

1 Yellow Alert :
Repeat Observations
in 30 minutes

/

~ #

=z

N

-

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
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> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
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Call the Obstetrician and Repeat
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> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
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* The Modified Early Warning Score (MEOWS)
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1 Yellow Aleft :
Repeat Observations
in ?{O minutes
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Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
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1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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Date | Time (';‘llagm Route NG | Diarrhoea | Vomit |Drainage | Urine T%%E'Eg r?::%ge
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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.

. Thrombo- "
Date | Time | N Route NG | Diarrhoea | Vomit |Drainage| Urine | Phiebitis | Sion.

Score | Nurse
1 Mouth 1.V N.G
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It takes 3 kot to trest the itie. Your Right 1o a Safe Dblivery

Date : 'ﬂﬂ‘}é 36’/;@ !i;L UQ\
5 Time:| £ N/ Mrg i)

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

Mobili - : 2 . b - > » i s e .
1y in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. t/ lf Lr
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; '
Niiis Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : . ) : ) . . ;
of physical activity’ Confined to/bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

1. Completely limited:

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

Sensory Perception

2. Very limited:

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

3. Slightly limited:

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

4, No impairment:

Responds to verbal commands.

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

1. Constantly moist:

Moiatice Degree 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

L/\
1
.

skir:[:s“::czse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes,; linen only requires changing ﬁ
1 moisFt)ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. 6
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: ] d

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
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  during move. Maintains good position \/(
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

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.
QOccasionally will refuse a meal,

but will usually take a supplement if
offered.

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

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

+

Severe Risk : less than 9 |
Docu. No. : RCH /FRM / CLINICAL / 119

High Risk: 10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

PO SYI
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
1o altered mobility, consider occupation therapy referral for advice
Reguiar Turning Schedule _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Aternating oressure matiress overla
Manage moisture, friction and shear ap y
Advance 1o a higher level of risk if other major risk
factors are present
' High density foam matiress
+ Use the Same Protocol as for “At Risk” Patignts o
13-14 Moderate Risk Gel pads for high-risk areas
» Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overiay
- Follow the same protacol as for “Moderate Risk” Paients High density foam matress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequently Alternating pressure matiress overlay
: » Use same protacol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk + Add 4 pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattrass overiay




HNH-00016271

1P26-0000689.
Mrs M. SPARSHA REDDY ’
20-08-19p4

Dr. MEENA

fii

3271M1D (F)

iy

%

BRADEN 'Q' SCALE

Rainbow
Children’s
Hospital

It takes & lot 10 treat the ite

M

=
=

\

®
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Date :
Time :

2

7= B

3/7

M5

A,

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

- ;

Ay

Mobil A n sligh nal sligh ; gt 5 M) . lr
ty in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 9 ‘1
without assistance. to completely turn self independently. independently. 7
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; !
e Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : it i i i i Walks outside the room at least twice a
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without alks outside 00| I

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

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

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

L

9

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

:
&

-.\C‘

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

ski tq "";h'cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
ll: :: oi:i]u = Dampness is detected every time 8 hours. every 24 hours. Lr

patient is moved or turned. Z{ (_4
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: 4 “ f

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

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

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

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
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 : lessthan 9 |

High Risk : 10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name

N |
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L Support Surfaces
Risk Scofe Category Action {Please Note: Only required for children who are deemed at risk due
fo aitered mobility, consider occupation therapy referrai for advice
. Regular Turning-Schedule _ .
V- ‘ ( Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating oressure matiress ovarla
Manage moisture, friction and shear gp y
. Advance 1o a higher level of risk if other major risk
} factors are present
High density foam mattress
. p Use the Same Protocol as for “At Risk” Patients -
13-14 \» Moderate Risk Gel pads for high-risk areas
\ Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure matiress overlay
,\l
' Follow the same protocol as for “Moderate Risk” Patients . High density foam mattress
10-12 High Risk In addition to regutar turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
& Use same protocol as for “High Risk” Patients " High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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CHECKLIST FOR THROMBOPHLEBITIS ) S
i 1
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E @ M E N Remarks
. No signs of phlebitis /
1 | IVsite appears healthy Obisdtve cannika 0 QO | @ /@ o) 0 a o
One of the following signs is
evident : Possibly first signs of phlebitis
2 1. Slight pain near the IV Site / / Observe cannula L A= P, Wa- k"ﬁ' (VAN Na | NA- /U,q
* Slight redness near IV Site '
Two of the following Signs "
b Early stage of phlebitis / NA- Na-| R
3 | areevident: . 2 % A
Pain at IV site Redness Resite Cannula K DQ NA- NA- XA
223;? e RSdang Gigrs o Medium stage of phlebitis /
4 g Resite Cannula Consider 3 N N
Pain along Path of cannula ARV 2 A NA NA-
Redness around Site Swelling Treatment = U'A N4 N #
ﬂé’;ﬁ‘;éﬁ"&"{é‘;ﬂ&gns S Advanced stage of phiebitis or
5 | Pain along Path of cannula the start of thrombophlebitis / A Nﬁ NA
Hednass atetind Sitg Re site Cannula Consider NA- '!/.g\ N{J UQ. Ng-| B
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain fh?ﬁ?gggh?;%%so; 71{ il N«;} .
6 along Path of cannula Redness s . 5 NA
around Site Swelling palpable Initiate treatment Re site M- x t ' NA
Venous cordpyrexia Cannula =
Signature pf the Nurse @ (3{ &< @‘L QL_&—' Ei

>

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

Signature of Shift In Charge :

7
Signature : ...... _&_ ......................... Name : W ..............

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

Signature of Ward In Charge :

Signature:................................. Name : ... AR
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i BY RAINBOW HOSPITALS
DM Gy CHECKLIST FOR TH EIBDEHEEITIS rospital _ | Wz
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [y E @ I m E M E Remarks
1 | IVsite appears healthy '\glbzgl‘}se g\; ﬁ'ﬁ'ﬁ?m 0 O
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula /A
* Slight redness near IV Site
3 :\:;oet\)ll;(}ggtTGHOWIng Siges Early stage of phlebitis / 9
: : Resite Cannula N Vs
Pain at IV site Redness
All ((ij the following Signs are Medium stage of phiebitis /
evident : : .
4 Pain along Path of cannula ?es?e Catnnula Gansider 3 /“jA
Redness around Site Swelling e
Q\I}ig;;? ggungr;:%iigrs ae Advanced stage of phlebitis or
5 | Pain along Path of cannula E: ,fﬁ%g{.mrggﬂg?éﬁ?m” 4
Redness around Site Troatmant : N A
Swelling palpable Venous cord S
All of the following Signs are
evident and Extensive : Pain ﬁ:]dvancedhsltztl)gg o
6 | along Path of cannula Redness } ,E[?Tb?p t?nmi{? ; 5
around Site Swelling palpable I8 raahont. fva Sg M
Venous cordpyrexia Cannula
Signature of the Nurse ﬁ__

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

Signature of Shift In Charge :

SIgNAUE & oo NAME & oot

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

Signature of Ward In Charge :

SIgNAtUre © ..o

aarinnanilant NI S oesssams s e sen sesen nedvos s SRR AR AR
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PAIN ASSESSMENT FORM 1t takes a Jot to treat the Mie, Your Right to a Safe Delivery
Pain Stofe . ' : : Modifying | Patient / Family : :
Date Time (0/10) Location Duration Acuity Character Faclors Educated Intervention Sign
] Continuous | I Acute [ Sharp T Dull [] Increasing (7 Yes An
80/ é) ?J A @ pr (] Intermittent | [ Chronic [JAching [] Burning | [ Decreasing | -] No o Q,
(1 Continuous | [ Acute [J Sharp 1 Dull 1 Increasing "1 Yes A F— e
3056 L&m 0 MP{ (1 Intermittent | [ Chronic 1 Aching ] Burning | [ Decreasing | [ No
(] Continuous | [ Acute ] Sharp ] Dull (I Increasing [ Yes N 1— Q
%O/é W 0 NP [] Intermittent | [} Chronic "1 Aching [ Burning | [ Decreasing | T No
(] Continuous | [ Acute 1 Sharp ] Dull [ Increasing [ Yes As B
, ; n = ; . : ; , = W
80 [ /(9 ',],M 2 ™ ﬂ [ Intermittent | [J Chronic 1 Aching [ Burning | [ Decreasing { [ No Q
[] Continuous | [ Acute ] Sharp (] Dull 1 Increasing L1 Yes A F—
Ny |k o A | O itermittent | ) Chronic | 1 Aching [ Buming | [ Decreasing | [ No g &
[] Continuous | [ I Acute [ Sharp [ Dull [l Increasing [] Yes MA— @
@[a C‘\B M O N ﬂ» (] Intermittent | " Chronic [ Aching [71 Burning | ] Decreasing | [ No
[ ] Continuous | [ Acute [] Sharp 1 Dull ["] Increasing ] Yes o Cb/—s
%Lq; %""'\ @ NP (1 Intermittent | [ Chronic (1 Aching ] Burning | [ Decreasing | [ No K&
- ] Continuous | [ Acute [] Sharp 1 Dull [ Increasing | [ Yes C D
'/ :T'/ 26 %AM O NA " Intermittent | [ Chronic (] Aching [ Burning | [] Decreasing | [ No N
’ 0 ND— 1 Continuous | [ Acute ~] Sharp ] Dull [ Increasing | [J Yes W @,
r Tp,é f ] Intermittent | [J Chronic 1 Aching (1 Burning | (] Decreasing | [] No )
1 Continuous | [ Acute [] Sharp [ Dull 1 Increasing [ Yes Lim
cl ’? /?G Cﬁn 0 Uf-}- [l Intermittent | [ Chronic (] Aching (] Burning | [J Decreasing | [ No SN @‘)
Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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o PAIN ASSESSMENT TOOLS
{ FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
| SCORING
CATEGODRY
] | 1 . 2
. " | occasional Grimace or Frown, Frequent to constant frown,
Face No Particular axpresgon or smilg withdraw, Disoriented quivering chin, clenched jaw
Legs ) Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
\ . 1 Laying quietty normal posttion, Squirming shiffing back and .
3 . Activity moves easily forth, tense Arched, right, or Jerking
Numerical Paln Scale (Obstetsic and Gynecology) . ;
1 1 1 1 | 1 1 | R | 1 Moans or whimpers occasional Crying steadily, sereams of sobs,
I I 1 1 i 1 | T i 1 Cry Na Cry (Awake or asleep)
0 i 3 . 5 6 2 8 ww : complaint _ . frequent complalints
o Pl o \ Possrglf Pain “ ,I}aassured bg?ccaslor;al fouching, ..
i Content, relaxed ugging, or being talked to, Difficut to console or comio
Consalabilty disractible Hcultlo o
v Neonatal Pain, Agiation and Sedation Scale (upto 1 Month) n
t Assassment Sﬂdaﬂol‘l Normal Pa]ﬂ Iﬁﬂllﬂ“lm
- oLy Critetia
Wong - Baker (Pediairics) Above 7 Years 2 -1 ] .1 2 L\
o O Crying No Cry with painful | Moans or cries Appropriate crying Not| Imitable or crying at | High-pitched or silent-
@ , Irritability stimuli minimatly with painful} irifabie intervals consolable | continuous cry
0 S P ! 5 Y 10 stimult _— Inconsolable .,
Nao Hurt Hurts Litta Bit Hurts Littie Mara Even Morg Hurts '.'m::lg Lott Hurts Worst Behavior State | No ardusal to any Arouses minimasly 1o | Appropriate for Restless, squimning | Avching, kicking constantly a\.\-z;ke
stirnuli stimuli gestational age Awakens frequently | or
\ No spontaneous Little spontaneous - Arouses minimally / r:m movement| ¢
no \ rovement movement ' (notsedated] * 1} '
Faclal Mouth is lax Minimal expression | Relaxed Appropriale | Any pain expression | Any pain expression
Expression No expression with stimull intermittent continual
: ’] Extremities | No grasp reflex Weak graspreflex. | Relaxed hands and | Intbrmittert Continual clenched
l Tone Flaccid tone decreased muscle | fest clenched toes, fists | toes, fists, or finger
tone Normai Tone or finger splay splay
§ Body is nottense | Body is tense
\i Vital Signs HR | No variability with | Less than 10% Within baselne or | Increase 10-20% | Increase greater than 20% from
RR, BR 840, | stimuli * | varabllity from normal for from baseling basefing, Sa0, less than or .
Hypoventilation of | baseline with stimuli | gestational aga 5a0,76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
TecOvery fighting ventilator

=/




 HNH-00016271 1P26-00006695 :D }) ) "%— . ) i
Mrs M. SPARSHA REDDY Rainbow . . : .
) S SEaRas Children’s BirthRight
g 24 ol
T PAIN ASSESSMENT FORM rospital” | @)
Date Time Pa:;/’?:c)jfe Location Duration Acuity Character MF_“afg::ﬂ Pati;c:l: c/alt-'::ﬂlv .Intervenlion Sign
[l Continuous | [ Acute ] Sharp [ Dull ! Increasing 3 Yes @
o } ?/&6 [O ﬁﬁ 0 NA 7 Intermittent | [ Chronic [[J Aching [} Burning | (] Decreasing | [ No Lo
‘ [ Continuous | [ Acute ] Sharp (1 Dull [ Increasing [ Yes
RA iIn
2/ a} 2% 6'0” O (1 Intermittent | [ Chronic 1 Aching [ Burning | ] Decreasing | [ No b N
/ [ Continuous | +—=Actfe «LSharp [ Dull " Increasing | =Yes /VA
2 7 / aﬂm 0//,0 /UA L Intermittent | ("1 Chronic (1 Aching (] Burning | (e Decreasing | 1 No é
) (] Continuous | <L Aeute J 1 Sharp (] Dull 1 Increasing | «+Ves ’U/? ﬁ
% 7 Zﬁ'm O/ lo NA _[1 Intermittent | (] Chronic [1 Aching [ Burning | [l Decreasing { [ No
{ [] Continuous | [ Actute (L Sharp 1 Dull [1 Increasing | [-Yes /U/f ﬂ
(3/ o & A OJl0 | VA | rtemitient | 01 Chronic [ Aching (] Burning | _-Decreasing | ([ No
/? [ Continuous | = Acute —+-Sharp [ Dull [ 1 Increasing [ Yes P
_g ,OHM ®) / [ D ﬁ) * Intermittent | | Chronic ("] Aching [ Burning ’D‘\' Decreasing | ! No I3 )ﬁ M/
- — \\‘
(] Continuous | [ ! Acute (] Sharp 1 Dull [ Increasing | [J Yes - & '
6 }C} /U/QM 4 /UA [ Intermittent | [ Chronic (1 Aching [ Burning | [ Decreasing | [ No
7
[ Continuous | E-Atute | C+-Sharp (] Dull [ Increasing | [-Yes /Uﬂr
¢/ 7 W’l | o /ljf] ;Antermittent (] Chronic [71 Aching [ Burning | [l-Becreasing | [ No z
] Continuous | =-ACute _=Sharp [ Dull [ Increasing | L+Yes /l/ﬂ/
”/ /} 447‘4 J /tO MJ | Artermittent | T Chronic C1Aching [ Burning | [] Decreasing | [ No &
[ Continuous | [ Acute [1 Sharp (1 Dull 1 Increasing [] Yes
] Intermittent | (] Chronic 1 Aching (] Burning | [ Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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-/ PAIN ASSESSMENT TOOLS -

FLACC PAIN ASSESSMENT SCALE (1 Month fo 7 Years)

. SCORIMNG
CATEGORY
0 L 1 ‘._ { lgft “\ [
" | occaslonal Grimace or Frown, Frequent to constant frown, !
Faco | Mo Pasticular expression or smis withdraw, Disoriented quivering chin, clenched jaw
. : Legs ) Normal Position or Relaxed Uneasy, restless, tense Kicking, or Iegs'br’awp up
' Laying quietly normal position, Squirming shifting back and , .
) Activiiy moves easfly Jorth, tense Arched, right, or Jerking §
Numerical Paln Scale (Ohsteiric and Gynecology) 2 :
1 I I 1 1 L 1 | [ | 1 Moans or whimpers occasional Crylng steadily, screams of sobs,
| I T 1 | i T 1 1 T 1 Cry No Cry (Awake or aslgep)
0 : 2 3 : 5 8 7 8 8 w1 o complalnt ] . frequent complaints
No Pain . Pnssn:f:‘ Pdin - ‘ Eeas]sured hﬁr?ccgikoer:jalt touching,
i laxed ugging, oF being 0, Difficult to console or comfort ~ °
Consolabllity Content, relaxe distractible ‘ o
Neonatal Pain, Agitation and Sedation Scale {(upto 1 Manth)
Assessment Sedation Normal Paln / Agitation
Critgria Y
Waong - Baker (Pedlalrics) Above 7 Years -2 1 0 . 1 s 2 % p
u- - Crying No Cry with painfut | Moans or cies Approptiate crying Not| Initable or crying at ‘ High-pitched or silent-
Irritability stimuli minimally with painful| initable intervals censolable | continuous cry
stimuli Inconsolable .
No Hl.lﬂ Hurts U'lﬂﬂ Bit Huris Lﬁﬂﬂ Mare Even More Hurts Whule Lot Hl.'InS Worst Behavior State ND_ arousal to any Arouses miﬂ'ma“y to Appmpliata for Restiess, squh..m-mg : Amhmg. Idckjﬂg Cuﬂstﬂ.ﬂﬂy awake .
stimuli stimult pestational age Awakens frequently | or
No spontaneous Littla spontaneous Arouses minimally / no mnvement
movement mavement (not sedated)
Faclal Mouth is fax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Fxpression No expression with stimuli intermittent continual
Extremilios | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Haceid tons decreased muscls | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Bodyisnottensa | Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase graater than 20% from
RA, BR 820, | stimuli variability from normal for from basaline baseling, Sa0, lessthanor 1
Hypoventilation or | baseling with stimuli | gestational age $a0,76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | siow recovery Qut of sync or
recovery fighting ventitator

o - ~/
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AR Morse Fall Risk Assessment Form B
Date / Time (54 . -
Choose Highest Applicable Score from each Category g"’ / é } 756 " ! T’l Fall Risk Grading
Score ﬂ/ 2 N ML
-~ o T
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O 2 6 Risk Level MMSTMF:g)scm Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 Q e O
Furni 30 dard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0 Yy @ O
Yes 20
IV / Heparin Lock or Saline N - L0 (e m Implement
0 0 Moderate Risk | 25-50 Moderate Fal
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 @ @ L) iplerisit Hgh
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status : Ll = '
Oriented to own ability 0 g/, QP (@) ;ﬁ:ﬁgﬁggn
Total Morse Fall Scale Score: 20 o yiod)
Signature @ @ @—r’
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) [] Hourly safety check
[] Ensure patients use their prescribed eye glasses if any, in the hospital ["] Assess patient after visitors, leave to ensure safety measures in place
["] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[C] Use safety straps on stretchers and wheelchairs while transporting patients [ ] Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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Morse Fall Risk Assessment Form

"%
Rainbow®
Children’s
Hosp

It takes a ot to treat the little,

ital

-

BirthRight
BY RAINBOW HOSRITALS
Your Right to a Safe Delivery

Date / Ti
Choose Highest Applicable Score from each Category ALLEL ’?/2 . ’,’ ’?, Le 2‘/ ;Z Fall Risk Grading
Score vl ldj
T > L4 ¥ o
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mnrsc:“::g)Scure Action
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
IV / Heparin Lock or Saline ;es 200 B Implement
° 0 4 Moderate Risk | 25 - 50 i
e = 20 £0 e Inrte\;sgl:tion
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 P Risk Fall
Mental Status High Risk >51 !
Oriented to own ability 0 mﬁggggn
Total Morse Fall Scale Score: 20 20 2o
Signature @: @/ Z_

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

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

Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always call for assistance
[] 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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Ll T URINARY CATHETER BUNDLE CHECK LIST -
Date of Insertion: @O\[é/% ......... Date of Removal: ugp Z/yf’/)/ﬁ
Parameters Date Shift Time @) v ] N
Need for the Catheter &Yes CINo | Yes CINo | CiYes CINo | CYes [INo | [lYes [INo | CiYes CINo | CiYes [INo
Hand Hygiene #Yes [INo +Yes [JNo | CYes [JNo | ClYes CINo | ClYes CINo | ClYes [INo | [lYes [INo
Usage of Sterile Equipment Z{es [1No /{Yes CONo | C)Yes CINo | CIYes [INo | ClYes [UNo | CIYef\INo | LlYes [INo
Is the Collection bag below the level of bladder %'Z?es [1No )Z’Yé's [INo | [1Yes [INo IYes [1No %\ Yes [INo ‘DY INo | [1Yes CINo
Check the Tube for Obstruction (Free of Kinking) @’ﬁs C1No /Zfe's [INo | [OYes CINo | ClYes [INo :Q @W\‘ UEYes \LJ No | C'Yes [!No
Is Catheter dated as policy ?’Ves [INo (Z’f(es [INo E!'Yes CINo | ClYes O ) O No‘ [1Yes 'D No | [lYes [INo
Collecting bag is been emptied regularly? Yes [INo (W(és CONo | CIYes [INo | /e/ No | (O Yes O No\%"'i Xes CINo | [lYes [INo
Maintenance of closed system for the catheter )A%s “1No /[y(es [ONo | [lYes [INo // Yes Q\lo 1No /‘ JYes (INo | C'Yes [INo
Dressing clean and dry? Z‘?ﬁs “INo /’Yes [ONo | [lYes [l | [1Yes ! WNV;} Yes( \\I “1Yes INo | [1Yes [INo
Is the line removed as Policy? j,}(es [TNo /T{es [TNo FY}(U No 1Yes | TNS [1Yes [1Yes [INo | C1Yes [INo
Performance of Perineal Care Lfes [INo | ~TYes [INo i’f Yes [INo | [IYes [JNo | C'Yes [ONo | [lYes [INo | [lYes [INo
Onset of New Fever [1Yes ,XNB ClYes (o | ClYes [ONo | ClYes CINo | ClYes [INo | ClYes [INo | [JYes [INo
Asses for the leakage at the site of insertion V?Efs [INo L.A)fe’s TINo | COYes CINo | T1Yes CINo | C1Yes CINo | C1Yes CINo | [IYes [INo
Name of the Nurse MM %ﬂ 44'7
Signature of the Nurse @ ’ Q/

Docu. No. : RCH /FRM / CLINICAL / 114
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Mrs M. SPARSHA :zE?r::Yu - (F' "2
s L w0894 Rainbow® : i o
R T 1 Children’s | @ BirthRight
“ - T NARATANE Hospital .%g
NURSING SHIFT HAND OVER FORM - WARD
R DDUIBNT st Department; .......ccccccocieecmneeirnncnneenne Date of AAMISSION: ...........occovrmcnsine
Z | Diagnosis: ' Any Infection: CIYes CINo I Not Known
= . i B VesSBRCiYE .
S| a-LSS
> l’wn [ I _"Lé
2 | Area 6 T WX N>
3 Shift Time (,,/6\.)' g&\ MG £ | HS
g Medical Condition ‘?( = :
=< | (Any special condition to be noted): N b W w @QCQ&
W so¥¥ |
&) Allergy: O Yes CLNo |01 Yes @No | O Yes CINo (O Yes »A00 | 1 Yes N0 | O Yes D@d i
m ' = i
Tubes/Drains/Catheter: q@ CINo [rYes O No | ¢ Yps T No | 0 YesweTNo | Yes =0 |0 Yes\D)k)’
Vital Signs: Temp: | &Y (A% | 48U [ 97 H[a5 ) 8. |7
- Resi| OO | 40 [ 80 | 2OYm| 2dpla | )
z S0; | Q| A9y [qqr | A9y | ey | F/
2 Pulse: n | ¢ %Lb]f Qublml ssbl, | K-
% 8P [\ [plgl hoo)d) |0z [ oo | Wol=71 [iol5,
Fall Risk Score: | — ~ — — — v
Pain Score: | - — - v Qr \o) D /
Safety Needs: _ — - Sl A N8, 4
o Physiotherapy | =+Yes_=No | O Yes=No | O Yes\D o Yes, NG | O Yes (No | O Y;as O y’
§ Others Specify: —~ — - il e -
~ E Special Diet: | Yes &No | Yes &No | Yes W s ONo| O Yes =No | 0 Yes No/
o S |Other Special Orders / Medications:
Post Operative Procedure Special Orders: -~ —— P - A -
Handed Over By Name : _ O\J/EM — — ‘
‘Tt\ = . 5 il o P, \‘f\(l\'\‘ , ]
Signature : ( W W =g y @ | \E ‘
Date: %ol [\ Y | 99 [1A[PD-5[ea(a¢ pIE
Time: | i @om [IpM_ | 94n Qv
Sprsipgee b
Taken Over By Name : (aw ( we\' m\\'1 \&‘b: °yﬂ a rJ“
| Signature : : ‘))O\, [g‘j . - Lg - | ﬁr
| Date: 961k 4fahe wlxpb [alet [PAP 5 4]26
Time: g‘ﬁw\v Q,DN‘\ ?Pn Q{W g\?M
Docu. No. : RCH/FRM / CLINICAL / 097 \ |
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Rainbow®
Children’s
Hospital

It takes a lot to treat the litthe,

NURSING SHIFT HAND OVER FORM - WARD

Blrtthght

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating DOCLON: ........cveeeeeeeeecceeeeceee e Department: .........cccoeeviveiiicieiiennne Date of AdMISSION: .......ccovvevveerrcrrne
Z | Diagnosis: Any Infection: C1Yes CINo [ Not Known
g U YOS SPOCHY: & simsicassanmsnssssisisssnms
= UREYS

\~t \ "1}"
S | Area ’1' \
g shift Time. | & N Vﬂé N) Q‘ﬂb
% | Medical Condition
< | (Any special condition to be noted): — / vl
- Vi
Allergy: O Yes (L0 O Yes B’m) O Yes ONo | O Yes'-/ﬂ "}’ D Yes ONo|OYes ONo
Tubes/Drains/Catheter: O Yes e | O Yes}?ﬁo O Yes &rg’ O Yes 5 No |1 Yes CINo | I Yes I No
Vital Signs: Temp: | A0 F | a6 | UIAF| aRY
g b t
= Res: | q0b 28bm | U2 A
= s00: | |yof | o [\ | wof
g Pulse: E@H,\,\. é,c! Ly, : %
2 BP: | ) 2. |y0] 122169 | | Ui~ | NPV
Fall Risk Score: _ — ! - o
Pain Score: — i — —
Safety Needs: — — _ - /
@ Physiotherapy | Yes CiNe T Yes 30 |1 Yes (NG | C Yes YNo |0 Yes 0 No | Yes CINo
"% Others Specify: — ~ _ fe—
= : @{ )
£ Special Diet: |.=-Yes C1No =fes CINo |CL¥es CJNo k< Yes 1 No [ Yes CINo | O Yes T No
=
§ Other Special Orders / Medications:
(] L= —— = =
Post Operative Procedure Special Orders: | __ — -— —
Handed Over By Name : , M s \)})N
P | e | fivant= |\
Signature : ! : ). \@’
Date: %) 5{’]7/6 = |%1c Lﬂf’]:h/(? %\i\(\/\’
Time: L | & ’D(r) g A
Taken Over By Name : ‘\Aa&‘) O A a;/bl@ [M
Signature : ' W J———é . V{K
Date: = [0 |2 (3|16 | DOV
Time: 2LAM Pm w

Docu. No. : RCH /FRM / CLINICAL / 097
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Children’s .BirthRight"

"V Hospital_

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

DRUG CHART

Date of Admission:

e’°]c'l)’°7—¢ ..... Drug Allergies: ................. w"\ .................................... — ot known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

t ”IURSES

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

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

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

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

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

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

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

S0S / PRN (As Required Medication)

DRUG :

Datey

Dose

Route | Frequency [Start Date

Ti;_ne

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

' DRUG :

Date»
Tirpe

Dose

Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

\
r Additional Instructions:

u

b

} Date»

4 DRUG : TII'IIB

l Dose Route | Frequency |Start Date

|

!

; Doctor’s Signature |Valid Period| Pharm.

|

i’ Additional Instructions:

l Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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.
°“’\‘i‘\1‘\’i‘\‘\m‘“\“‘““\ |“““ REGULAR PRESCRIPTIONS  Weight. k() U\, Ward. ........ccooccoo
C ; Dater A\ Y
. m -
S DRUG: ' CEFOTRRME PPN X\XNQ&
T (p'| Dose | Route |Frequency [StartDate| g][ J
=5l0q | w | Bo |z [RTNARY i
— g Name & Signature of the Doctor T I
v, Starting the Drugs: I
5 T o
(e q‘ Cs
o <% ["Additional Instructions:
=) AT (restend
s
TR Lk'gzu‘& .
Daily Doctor's Endorsement by a Sign b
-, v Dater AT
- o e TS
t~ o| Dose | Route |Frequency |Start Date - [k @
= o \am | po | (Mvoueyy e & ><
e ;— Name & Signature of the Doctor v
vy Y| Starting the Drugs: = o
e Yo e OV
& | Additional Instructions: o]« T N
— ¥ 4 -
2 2 4
TSR/
Daily Doctor's Endorsement by a Sign | * | \o) 'Y
DRUG: 16, DiorenAL (220 \ ]
Dose | Route |Frequency [StartDate| | | i
oot | Po | TMvouew| 20l6 A | \ i
Name & Signature of the Doctor v / .
Starting the Drugs: L_ég” V)Q-/ "
Ap—| X [ Oy InST
1 o i
By Bronpo CT\BY [ [N
Additional Instructions: P e ‘
il \
‘/ i
Daily Doctor’s Endorsement by a Sign
DRUG: |98 TeAwmepol [PACr ), -
Dose | Route |Frequency [StartDate| | 58
loow( | Po | Mwory| ot WA F )
Name & Signature of the Doctor D AY 1~
Starting the Drugs: w g "‘; B [ oo
| 9 V'
DrBeuwps. 7T SR
Additional Instructions: | I
»
e C_-)/
\\‘{"V
Daily Doctor’s Endorsement by a Sign
Page: 2/4
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e
Rambow , - o 5
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. er Right to a Safe Delivery

REGULAR PRESCRIPTIONS wegnbO%) was

Additional Instructions:

Sheet No: .............
= - IDatep *
choRUG: TNt - PA T PRA <4y, \‘\:ﬁ. N
“F_Dose | Route |Frequency [Yt Dt.
HRaomb| AN | BD
¥ "Name & Signature of the Doctor &
"1 Starting the Drugs: G:W )
- o
< ( 22 D hoasset )t
N /] & . 1W b

Daily Doctor’s Endorsement by a Sign

Dat:
DRUG: 1. PARSER PR 7L € rf ' W«\M WA
.| Dose Route Frequency Start Dt. k
Lowmg [elo 82136
Name<& Signature of the Docto N 9
Starting the Drugs: ﬂ’%‘y @ w}; ’y
Additional Instructions:
8 i 4/
Daily Doctor’s Endorsement by a Sign h '

DRUG: CETK\™ME e\ WA
Dose Route | Frequency | Start Dt. i ‘ ‘
2wy PO | BD | 3| GRNE [

Name &Signature of the Doctor
Starting the Drugs:

DLDVA S

'.l\ \ w0 CI,\(-

Additional Instructions: 0)
t

Daily Doctor’s Endorsement by a Sign

Date» NAT
DRUG: C Lhethpc Tie 2)\4( \Xk
Dose Route | Frequency | Start Dt. =
2lebd  e\d Tt | S hlespk A
Name & Signature of the Doetor !
Starting the Drugs: } g

.m{“ )\
Additional Instructions’ g

ot

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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Rainbow”
Children’s @
Hospital .

1t takes @ ot to treat the Rite,

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delhvery

VERIFIED BY : NAIME ooovvvcsrminee corersmccmmnerssmecsseneesssens

Sheet No: .......ue.. REGU LAR PRESCR'PT'ONS Weight .....cccoeeee Ward .....ccccoceneee
DRUG : ) Dator
Dose | Route |Frequency |StartDt.|
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:' ’
Daily Doctor’s Endorsement by a Sign NI
BRUG : pater : d Cs
Dose Route | Frequency | Start Dt. d
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
(
|
N ‘
Daily Doctor’s Endorsement by a Sign
DRUG : e
Dose Route | Frequency | Start Dt. y _
: -
Name & Signature of the Doctor
Starting the Drugs: = C)
Additional Instructions:
~
Daily Dactor’s Endorsement by a Sign
DRUG : TDIf;% 1 ] R

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional [nstructions:

Daily Doctor’s Endorsement by a Sign

Pocu. Ne. : RCGH /FRM / CLINICAL / 108
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_____ 20081994 Y a Rainbow"*
Dr, MEENA Uga 10 ﬁhﬂd!‘er;s .Blrtthght
Osplta BY RAINBOW HOSPITALS

iy L |

- -AT/ ONCE ONLY DRUGS Weight: .77 kgs

I BT s i e B A s S S 8 AR s b Sheet No
DOSAGE & OTHER SIGNATURE
i TE MR INSTRUCTIONS iiAs Doctor | Nurse-1| Nurse-2
TNT PARACCTAML - »

Docu. No. : RCH /FRM / CLINICAL / 136
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Weight. Bolﬁ‘wm .....................

AT — J
I]e J Nurs;Sig. I Nurs\;Sig. l Nurs;S'nE I Nurss Sig.
I Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Rou te Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose s - L
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e o e e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Dat
VARIABLE DOSE Tlag'l_ee> ] Nurs; Sig. Nurs: Sig. [ Nurs& Sig. LNurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Route Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose g e Pl
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Additional Instructions: o o e Do
Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign
STAT / ONCE ONLY DRUGS
Date Time Medication D?::,?rﬁc%{?;:er Route Signature NUfg
| (N A
32| (‘f\'sb\’;"P PANTO PRALOLE. ‘—wm& W _4*;“:._» MO J\/w‘
jal
Bole L\";W M EJ & (e paByoip s [ fo madwal
7 1rg CEFOT AX IWE t J / Jr - B MUSS 7
oo |BPm | (AT J S VL Mffwsg
@\b ,5-'\,&?“‘ %N‘j oxTOUN 243 \Y ) G7 ;.‘_.
WP [ ¢ ®™ | Yar. oeeoun WO wvo|B ‘E"_rj I
) Q)
ot | Yog \G 1% \v e —
Pe | 50| Wy Teanuamic B by =
2o | 620t | Qopp: MawHoOL 100G o | B § 17
gp\to (ot Quop . D\CopenAL 100G F\R Ll’,_f 'f;é‘
P
S [T TTRAREKRMIC . %
1\'{— E,P\PI\ ‘ AC\D A C\ m aN @ _
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Flow Rate| Do.ctor Nurse Date) of | Doctor | Nurse
mi/hr Sign Sign | Stopping| Sign Sign

1ine uunllpOSitiOH Of |.V. Flu'd

(i infusion, mention mi./hr = Mcg/kg/min. etc) Route

\ RinueR
@\g 20 UM E- @ | g

mif

e

Sole \{‘9\5\ (A DT s N\l::) I ¢ @ 4
2
@\5 5 09 QroGel  cramE | v foos/ 2ol %_@)
1+ v {
1%
Wy |gawn| R Mo vole |3y lode Byl @
Q.
| Som) o

P | | e vore L 2|6 | (P #
)
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Il Nl 4o lofe [P0 s ]e
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i chiders | QSR

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 1/?/&@{ ......... Time: ... L) .20

., 0 ~ 26 kg/m’
Origin: ﬂr\;f,fwﬂ Height: béc?;&ﬂT Weight: ... °’J7;’ BMI: O] ~28 kg/m’
¢ O ~ 30 kg/m*

Typeof Diet: O Liquid ot O Nomal O Diabetic
O Vegetarian Q’\Gn-\legetaﬁan 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: :Eﬁ/ ............................ Signature: .. M/\JA
Name: ).S,bqwxﬂ.ﬁ%%/ ............. Name: . \5 fﬂ!ﬂ .{%ﬁdjd\ .Zab.ﬂ/j .......

i S ®PT.0)

Doc. No. : RCH / FRM / CLINICAL / 185
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Time

Notes
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"~ Dr. MEENA U

T

MEDICATION RECONCILIATION FORM

Drug Allergies: ................. e SO

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)

%z
Rainbow" . L.
Children’s (L BirthRight
Hospita| . BY RAINBOW HOSPITALS
1t takes 3 lot to treat the litie Your Right to a Safe Delivery

ot known any Drug Allergies

Shifting From: ............ 9 oot Shifted 10: oo M e
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | pove / Time ?gﬂ:ﬁf;ﬁg
® ||t Ivm 4oy plo oo |2y |06 BT
o
2 | [-Cleom (4esss Plo oo gl |Oc Doc
3 Oc¢ 0DeC
4 ¢ Coc
S ¢ COJDC
6 Oc Coe
%
8 ¢ Ooc
o
9 [O¢ TIDC
10 Oc¢ Ooc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

| Doctor Name & Signature : ... W ... 8B Mowdoar

: ! ﬂﬂw 1 3 5

| Date & Time : ... 30(C (10 T i e
o

Nurse Name & Signature: .............. "K\MU[CJ&/ .....................................

| Date & TN oo SONGIE

|

Docu. No. : RCH/ FRM / GENERAL / 090
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GAESAREAN SECTION OPERATIVE NOTES

] Immediate Threat to life of woman or fetus
-~ Waternal 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: ........c.cevveveee. Y Fruoksaosfind o5 eronsneam R e sesssertans LRSI IR LSS Knief t0 rectus: ........ccovevvvveviccecceeceene
BT IBOTIIION 1. s ossoinipiesssisnses isssss oms e am ot T AT R e R N R o B SR PR S s

If there was a delay g'ive B8 TBASONS: .vv.o et e e e e e eeeeee s ee e e e e s eee st s e sseee s eee e e eseeeeeseseens

Surgeon’s Name: D\ - Meena \i)c\o.\ e Date of Delivery: 3@.\05\2&2_5
Assistant Surgeon: E\- 5\)\2\\/\4‘_\ Time of Delivery: S *4-8 P ™~
Anaesthetist’s Name: b\' quo_ BNL"\CLQ* Gender of Baby: Tt € mAaLE
Type of Anaesthesig: SPC\’V\OA- Weight of Baby: 2 Kca-
Neonatologist: \_D\' Spcu\cxm\u- AGPAR Score: & i &
Scrub Nurse: gar\%ee% ol NICU Admission: [IYes NG
Pre-Operative Diagnosis: ?nm v, Q e\ Qe \L;\’\\\ 2)0\\._;_:,\'\_& PC)G . mﬂr\f\ PROT™
o
[ Elective /?Emergency Indication: .......... QPD\D\*\'\ ......... PP\Cb\*’\
Urgency

Surgical Procedure:

Qmeu:\e r\u3 8¢ S

Post Operative Diagnosis: P\, on P>0e (\6\\0(4_3?:\0\ € mesq ety

Lacer

Peri-Operative Complications: m‘i\d {\3‘0“( c - '

¥

- ’

Amount of Blood Loss: . Roeawm \ Blood Transfused (in ML): -
Name and Number of Surgical Specimen sent for examination: .
(7

—

Docu. No. RCH / FRM / CLINICAL / 155 ‘ ' = (PT.0)
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p— -_— 1
Examination Findings when Appropriate: i
Presentation.«#~Cephalic [ B eggh CIOther ..o Cervical Dilatation: ............cccooeveiimiiiveiiieinn, cm
5th Palpable: ................... 4‘5 .................................................. Fetal POSItION: .......cccoveeeeececccecec e
Station: -3 2 [1-1 [J0 OJ+1 [J+2 Moulding: —£TNone 1+ [J++ [I+++
Caputt O+ O++ O +++ No Mecopium: ~~TNone O O O +¥4
Bladder Catheterized : Meg 1 No Urine: _=Clear [ Blood Stained

- /I Ll
Skin Incision:  ~TPfannensteil (] Transverse 1 Midline @l g
Uterine Incision: =~ Tower Segment [ Classical O Inverted T 7 J Incision .
Previous Scar: [/ Intact L) Thinnedout ! Ruptured ~TNo Scar \)(ucu&o-\ LS
Incision Through Placenta: [1Yes WMo . X \\
i s — ) &Q‘Y\\"‘\Q \\ q'ovs'\sf &A (d’\se'.w& \:Q(\
Delivery of head: [ Manual C1 Forceps MmMuid: Adentditu— noq
Liquor: —Clear [ Meconium: [l [l M CIBlood [ Offensive [ Not Offensive
Delivery of Placefita: ~—Manual 1CCT ..eueeneisa. <FTComplete [1Incomplete (1 Piecemeal
Cord Appearance: ..................... V\O‘L"\C’J‘ e Cord around the neck ) Yes =No
Appearance of placenta: ............. "\QL“"O*-\ ................................... Cavity explored =¥8s [ No <
Uterus, tubes and ovaries;_2-Normal I Not Normal Sterilization: [1Yes M0
Uterine Closure: 1 One Layer 1 Two Layers Suture
Peritoneal Closure: ! Pelvic 1 Abdominal ~ None by, Y. SO Suture
Sheath Closure: Suture
Fat Closure: [ Yes u/Nf' ............... R P L e Suture
Skin Closure: Wbcuﬁcular LI Mattress Suture
Vagineal Evacuated —TYes [ No
Drain: 1Yes .~ No ,[1REMOVEIN ......cceoevrvrnnnnnne. dqys ] Await instructions
Ctheter —Yes &*No []Removein %d:'\\‘s ...... days [ Await instructions
Swap & Instruments count correct?%=+"Yes [ No [ Post-op Antibiotics ~“TYes [INo
Intra-Operative Antibiotics Cover: =Yes [ No [ Thromboprophylaxis CJYes [INo \
POSt-OPErative NOTES: ...........ceveerreerereeesreseeeseseeessscnnenns 4
\3%\\‘\
AP, \, i and g s
.................................................................. \(_sgﬁn\\\om\\‘cs
S — A \rane xamic
SN © 15 oS A N A= T o
e BN PN pleeci
............................................................. Yontk=r Niads,
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OBSTETRIC TRIAGE ASSESSMENT FORM

7

z
Rainbow’ . e
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

1t takes a lot tatreat the e, Your Right to a Safe Delivery

Datey......... 2‘0\5\% ................

1) Level of Consciousness: MScious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

(1 Severe Pain / Moderate Pain

{71 Bleeding PV: Slight / Heavy
(71 Decreased Fetal Movement
] No Fetal Movement

Time of Arrival: ....L= %200 . Time Seen by Nurse: e o) K

[J Semi-Conscious ] UnConscious

[J Preterm rupture of Membranes / Leaking Water PV
] Preterm Labor/ Labor
[ Spontaneous Rupture of Membrane / Leaking Water PV

L1 Other RBASON: .......coicerrrerieriseerssesrmriessssessnsssarssssssserssassasensssnns
RR: Q4 5p0,: AALLY BP: 1ye o Weight: ...

J
3) Vital Signs: Temperature@(%..‘.l.&./.. Pulse: &)........

4) Gestational Criteria:

Gravida: G

P

L A

\ {

e Alabk . e 2 \eb . Gestational Age: .. SR KR
Uterine Contraction [JYes | [JNo | CINA | Onset Time Frequency:
Membrane Rupture [DYes | & No | O NA | Onset Time Fluid Color:

Vaginal bleeding O Yes ’6 No | CJNA | Onset Time Amount:
Pre Eclampsia Symptoms | [J Yes | [0 No | CI NA g;ﬁf&%ﬁﬁgg;ﬁ?ﬁ;ﬁ?ﬁ g/ VIS SO /
Good fetal Movement | C-Yes | C1No | CJNA It No specify:

5) Pain Screening:

Numerical Pain Scale (NPS)

| ] | | | | | | | | |
| | | | | | | | I |
/0 1 2 3 4 5 6 7 8 9 10
No P ’ Worst
possible pain
C A T, ot 1o RN, VO I S SO D SO S D SO
o DUrAtioN: ..o Days / Weeks/ Months (Strike out which is got applicable)
I &1 12T o T
Vi

ol FYOGUBNGY: ciuviicrmasssvinaslrsusiiv wl”

I s o R

6) Past History:

7y
a)  SUrgeries: ........oocveiiiiiiiniiiiead M ..................................................................................
b)  Medical: ... 21 S

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

(PT.0.)
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29-05-1904 2Y1mM10

Dr MEENA UGALE

LR Illllll

7) Allergy: CIYES LN, I YBS & ottt s s e s smss s en e s nees
8) Current Medications: l;!/ﬁ"enatal Vitamin - CINONE L OIS, oot e e eee e e e e e
9) Prenatal Medical History:

A None [1 Gestational Diabetes

[ Chronic Hypertension [ Low placenta

[J Gestational Hypertension ] Others if yes, SPECITY .....c.oviiiiieeiicci s
[J Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

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

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

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

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

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
(Urgent)
< 30 minutes
Every 15 Minutes
A 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
- | with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
i weeks
; Mild hypertension
Hypertension > 160/110 kgl
| Seizure activity 14 oc hearache. yisash i d"‘%‘;‘ﬁ‘&"‘
disturbance, RUQ pain symptoms
Abnormal FHR tracing gmg::::aflggpt;?g: 0.
Non-Fetal Movement Diseased fetal movement
¥ " « Acute onsite severe + Major frauma « 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 o fetus
i consciousness unattended birth « Flank pain / hematuria 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
- | » Suspected sepsis Jor diarrhea Rh and progesterone
: « Signs of infection (ie injections, NST
dysuria ,cough, fever, | « Assessment for version
chills) + Rashes
. ; P Y
Time seen by Doctor: ......... \1’3 ........................
o
5'S .
Nurse Name : ....... M ........................................................... Nurse Signature: ... v



HNH-00016271 1P26-00006695
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29-05-1904 2Y1M1D (F) ] f/::é- .
" Dr, MEENA UGALE Rainbow

S Chicrers | @ BrthRight

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

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: %0{%/%

Baseline Information:

Admission From: (] ER 1 0PD [;Adml’ssion Desk [ Others, SPECITY ...c.ceveeeerieieriieieeeee e

Primary Language: ] Telugu [ English ~C T Hindi ] Others, SPECITY ....c..c.ovcveveieeeeerieieiieeccees

Doyourequire aninterpreter? [1Yes [IND i YBS SPBOITY ...oueuiiiiiieeeee ettt

Source of Information: | Patient L Family [ Others, SPECITY .....oveveieiiiiiercicieeceist et

Allergies: [1Yes [1No [] Medications ["] Blood Transfusion [ Food [0 JOBE: i
HYBS  HABIEITY ..ottt ettt et et e s e s et es et s e s s es et e s e d et et et s s et s e s st en st e st ene b st en s

Chief Complaings: ............cooviiiiicc e Doctor Notified on Admission: [1Yes [INo

........................................................... A5 ﬁj Name of the DOCION: .......veeververeereere e

g, AT

................................................................................................................... TIMe NONBD: vmiccimismimmrarassasmmg

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

A A A

Gynecology Assessment: [ Not Applicable | Gynecology Surgical History: Gynecological History:

Menstrual History: .......cocceeeiveeiereecnene. Caesarean Section: [1No [ Yes Contraceptives: CINo [IVYes
.................... Que_gd,q/LQLL Cervical Cerclage: [INo [ Yes Vaginal Discharge: [ No [ Yes
Onset of Menarche: .. N.......cccocoverereeenenanns Ectopic Pregnancy: [[INo [ Yes Post-Coital Bleeding: (1 No [ Yes
Menstrual Cyclee+Regular [ Irregular | Myomectomy: [ONo [JVYes Infertility: [ONo [Yes
Last Menstrual Period: ............ccccevviveennens Others: If Yes Type: [ Primary [] Secondary
Obstetric History: G ...........cocooveene o | S S A iiiponiiisasisissisinvass

Pravigus LSCS: oo i rsasinisissin

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

Family History: L;N&kbhormalities Detected
[] Heart Disease [ Hypertension [ Diabetes [] Stroke [] Seizures [ Kidney disease
[ Liver disease L Other .oovvevririraeene. s
Vital Signs / Measurements: Temp: q%!f/ HR: m RR: w .....
BP: ..1.1.(,,..\%..; Weight: ............... Height: ..oovvvooo... 1Y T—

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

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0)
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[NV -

PHYSICAL ASSESSMENT

General Appearance: )]'He/alithy [CTill looking ] Anxious [] Agitated 1] OHNBISE oo sidinmmsssnaniampeniainiins

Fall Assessment: [ Yes l_ SLOTE: imeirrivisaiosss (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ ]Yes }Z( Score ..o (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
I Mobility problem I Walking Problem -@N{ﬁnormality Detected
O Developmental Delay L Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [_.-No Abnormality Detected
[ 0verweight L1 Poor Appetite > 3 Days (] Needs Therapeutic Diet.

L1Under Weight I Diabetes Mellitus [] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
[1Calm & Cooperative LI Restless L] Depressed [ Agitated U1 Confused
O T vy e T T P T T P T T e O e O e e G e M T

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single Q@i CIDivorced [ Widow
2. Special Habits: Smoker: [ ] Yes E*No/ Alcohol Abuse: []Yes QfNo/ Drug Abuse: [|Yes _No

SOCIAN HISTOFY: LIVES WI oo eseeeese st sssseese s R

Orientation has been given regarding the following aspects:

Call Bell in Reach : [Yes ~No Waste Disposal Explained: [1Yes [INo

Infusion Pump : ClYes [INo Hand Hyglene Explained: ] Yes [ No L] Others
Above information given to 905\.;&‘& ........................

Name of Person Orientation was givento: ........... S;PQV[ ‘

Orientation NOt given REASON: .............cc.c.ocwuwmuvrririnnenn N DY

Nurse Name: . m ()Ldj/u». DAY v

Date & Time: . gO"ié/ ?/(‘Q@
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Caildron's ‘Birtthght

\\

Hospital BY RAINBOW HOSPITALS

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

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

5.

Breastfeeding initiated?

p/a; Yes 1 b.No

HENO, BBASOM ..ottt e s

Nipple condition:
. Nipple well formed
] b. Flat nipple
[ c. Inverted nipple
[J  d. Short nipple

Milk flow:

. Good
] b. Drops of colostrums
O c.Dry

Steps for Positioning and attachment:
. Baby goes to the breast

"1 b. Mother always sits with a back support
(] c. Ear-shoulder-hip should be in a straight line
(1 d. The baby takes a latch on the areola and not on the nipple

Feeding Positions:
Cross Cradle

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

Feeding Positions:
Football / Clutch

P.T.0




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

=

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

oo

NICU admission:
] a. Mother needs to stimulate her breast for 2 min every 2 hours

o

AGTIIONAI MOTBS: ..ttt ettt ettt et e e e e et e e e e e ee e ea e et e en e e s eeseeseeaeeeesessameessanseens et anneessensemsenssensannan

Continuity of Care: Date: 30‘% v

lﬂ/&»mjp@n DR
» Pnovidled ppF

Mwm&ﬂiv—

\
m_pr\ga\yofej\/ Celd o T CauN €,

Handover given by ....... ’Mm@f«fmm\}q ........ Handover taken by @L&JMQW
Signature MC\AP\J‘A‘ .............................. Signature ............. G[—@\&\Q( ...................................
Date & Time: ‘20}&{‘&@@;@;%\ Date & Time: %G(&Lw@m ...........
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Rainbow* ® - o
INFORMED CONSENT FOR SURGERY OR ﬁgnsldir&?’s .?:ﬁnﬁlsgm
SPECIAL PROCEDURE Hospial | | Qimessnases
Patient Name : .3, S P““’“’*Q“’&Jj ........ Gender: (] Male [Z-FEMale  AQE : .ooveveorereeereerrerieenns
UHID NO & oo Date:..22lel 12

Instruction:

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

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

.................................................. avha, Reddy o

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

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

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

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form

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

3. |have had a chance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery / Procedure: ........... ... MMUJJ& ..........................

Consentee : é ﬂ&A& Patient Attendant : l.»\-

Signature : ........... g1 2 O R Signature ;....... WL~ S
NAMIE - oo LIS o S0 0Bt Name:@.‘.....

Date & Time : .......... 3 0{4/4 L Relationship with Patient:<= M{;), ........
Date & Time : ... 30./8.2.6.... 3. 4P

Witness :

f j Doctor (who is taking the consent) :
SHfehure DE L»Q/L. """"" SIGNALUTE © ... desroerer oo eeee e eseesesseeesenens
ot NO"““QLCLMW/G Name: ............ Bemensbe o
Al 5 T8 s ,bﬁ\l‘&[%®i " Date & Time : 3"'"’”"”‘@ g SR

Docu. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR GENERAL / CTeons ‘Emﬁigilf
REGIONAL ANAESTHESIA / Hospital | () meusmm oo

MONITORED ANESTHESIA CARE

Patient Name:.Mau..‘..hﬂ.‘...sﬁ e A o2 "QQDD"I ..... Age : .....33k..... Gender : Male O Femﬂez/
UHID NO: . ANHH =D 0DI62-=F)...... Surgeon Name%M&-&NﬂUQHLQ- ....................................

Anaesthesiologist%..ﬁ{am..’.géﬂ.:n 4.

2 QLGV\K:FLSGQMQNTC&MPN
—S=ccTIoN

Operative procedure planned : ........ EME‘:&

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

[0 Heart disease [ Hypertension [0 Diabetes mellitus O Renal failure

* [ Hepatic disorders [ Shock [ Multiple organ failure O Polytrauma / Renal Tubular Aacidosis

O Incapacitating Cronic Obstructive Puimonary Disease

/Créthers '%QJG\UQTI,M@) ...... NGCA"QX ..... -Lfo.rw&.um .........................

COMIMIBIIES & ¥ o eeceieieee et eeea e teees s eae bt s s s s s e s s s s e s ea e e s e e s e s e s e aes e s e st s e s s b e eh s s nn s s n e et s s ee e s a s
« Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereb{\ authorize Rainbow Hospital & its authorized doctors to perform upon my patient
Moy . M - SPaARSHO. ££nDWhe above mentioned operation / Diagnostic / Therapeutic procedures
EMERCENCA. ... 2 IaC .. . 2eOMENT.... CESHEAN. . - SECTION

* lauthorize and give consent for anaesthesia ( ] Regfonal / O General Anesthesia / O Monitored Anesthesia Care as

considered appropriate by the anaesthetic team.

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

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




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

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

That | authorize and give consent to the team of 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:/l:l/(es( 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 : (}/
£«
i : Signature : ...............

SIgAtUre : ... S VSE .o OIGNAMUME I e T
NI © v eesseeeeeesesessesesesss s sesssssssssssesse Name : g gﬂ KTLQ&'/‘ . &a%,
Relationship with Patient: .............c.ocoovvieincciiineees Date & Time : ....... i”)"ll{o ........................

Date & Time : 30/6[?—6




Department of Anaesthesiology Rainbow®

Children’s | . BirthRight

PRE-ANAESTHETIC EVALUATION Hospital | o AN oSS

Name:Mows M SPPRSHH Sex: oo N UHID.No - .HNY. ~ 0001623
Date: ..... &Q‘G\afn ................... ‘ B f ............ Proposed Operation: ... IERCIENCY. . d.S¢S
Diagnosis: ....... Lol ] 34 WIQ}P?OM)CPD .................................................................................... Vi s s
B.P/CRTIYDNY HRY .fi?!.’}.?&tﬂNeigm: .....Comhg} ASA Physical Status: 71 03 04 05

boratory Data:
Hgb Ll.‘.....g..@??m GIUCOSE: wrvverrrerrrrre O HIVE e XRaY: oo
pov: S UFBE! o AIBE oo HBSAQ LN ECG: o
wec: . 2. Z——E)O Creat: oo, TotalBile DB HOV: i 20 ECRO: oo
Plate: CQW &.t}) O e s e U 131 Rt e Blood gruup'A‘ M Stress/AngIO: .........ceove...
PT: l%*;!f‘“ ,,,,,,, K oo 0] 1< T o111 AR
PTE . . e CaAF? oomscssscmimmiises PIKPNOST i g T
R:.. 12 Q2 MG+ 4+ s, AMYIASE: oo T8H:sisinsimimmpirinsinsin
o Ol seor/sepr. 2.0 A L

Medical History: ~ CVS: W{) & l‘\’ﬁh Q;,p e cordiny = P@D cdemg
RESP: / piabelhs:  — NowO fc,aolmé)

NS : v NIt SIONEICANT
Renal ;
Hepatic / GE : N Physical Activity:

others: 1yl dyvitab ke Poowse) S‘-y\.dl’ﬁhc: (Fvaids Milk bﬁﬂh&&d{?f%{“‘\o(ﬁ%

Past Anaesthetic History:

Physical Exam:

Airway: MP @3 4 Mouth Openingwuhyoid Distance: 2e=p. Neck:(m  Teeth: @Wm
. \_/ s
Lngs: P>Ae®D , Clecu

Heart: < 5;@

ONS: NP Rosiohena) )
Pregnant:})(g CiNo CINA Venous'Access Site : Spine Exam for regional : \qi A Wine.

Anaesthetic Plan: I MAC GIONAL [1GA-ETT [JLMA

Peri-Operative Plan Explained to the Patieitz/u\‘es/ 0 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: ]\Qﬁ lg-— [0:26fm
. o 1. DVT Prophylaxis : e
-TOJ\ . (aﬁmm D 5 NIL ORA <:Water/0RS 2 Hours
__[- - D ’ L Others 6 Hours
ab. Tyon _ O 3. Informed Consent: C Staridard O High Risk
‘:BB,‘/“' INC ovuT: Q- 4. Post Operative Pain ManagemenMscussed with Patient
5._Other Instructions
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Pre Induction Assessment:

ANAESTHESIA CHART  Hospital

Y

Rainbow® , o
Children’s ‘Btrtthght

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

fl“\

It takés a fot to treat the little.

Change in Patient Condition: O Yes _ No Fasting Status: A :
g ) e g Status: Adequall,
Physical Status: LZ/ Patient |dentified n __/ﬂ Consent Present ﬂ Chart Reviewed
HR: 421ppen [ BP/CRT: \-\“R'm“l | Sp0,: 00~ o ©6- | RR: WHwmiw | Last Feed: 76wt o,gn_

Pre-OP Diagnosis: !&&Mﬂm T RROM T LR

Operatlon E‘xmqmq IR0l ninns d. Date : gﬁM% .........

Surgeon: ........ RN/ .

TME oS SEV SIS TR0 ES)
N,O /AIR 1O, LPM il ]
HALO /SO /SEVO Antibiotic
Drugs:
[TV R up‘ W Suppository
; = Bf%h"’\e
OXNTDeY | 2 1V i (LR
LD (LA WV U= P
sm&‘&sg €.
FD, / Sa0, W0 0D [ \0v (WU S00-20md_.
ETCO,
ECG NCR AP
Temperature
Urine Output i | NOTES
£3 1
acm
B.P 240
V' Systolic 220
A Diastolic r
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160 ¥
Throat Pack In 140 7,/'
Throat Pack Out 12845 = =
100 e :’ T
iy
80 1A e Yy
40
20
10
0
ABG
LAB Values
GRBS
Others
Equipment Checked and Temp: Induction Regiopal:
Functional J HME [] Fluid Warmer OwN [ Inhal mity Specify: ..
/6 BP [J Cling Film ] OH Warmer Y Pre 0, 1RSI Spinal [] Epidural D Caudal
(] Cuff Site: . M S/Huggers [ Cptton Wool [C1\Qthers Others: .. Q’i Bariiieits
Art Site: . Other B’( Quaclz Position: . WVX.........
j’ EKG Lead &’-"‘4 g Pu‘ O [ SGA g

Times:
Temp Site 4 "
CI FI0, Monitor Anaes Start: Sg&'?
Agent Monitor 0P Start: A)
Pulse Oximeter OP-End: .
] Capnograph Leave OR: .. &WPW
L1 Ventilator Anaesthesia:
] Nerve Stimulator ] GA

Position: ....%2! C 3
Regional
| Prassure Pm sChecked (Z/

[ Oint
[ Tape

‘;[:\/ﬁdﬁing
Awake

[} Monitored Anaesthesia Care

Line (Size & Location)
Eye Care: T TR —

[] Oral [[] Nasal Site: .

; Needle Size: ..........
I_] Nasal [ Cuff Parasthesia [] Yes )Zf No
y [ Topical Catheter at skin .
Drug Name &
Bolus: .......
Infusion: ...........L...&4 J¥
Block Level: ..............

DHTICUMY WV coiiiiianisasNasismerimasiivssivomseissioont

Transpdrtation to
ACU Jicu ] Other
Relaxant Reversed [ Yes I No ~JZINA

Bilat = BS
Semi-Closed Circle
[J Closed Circle

(] Other

Ooad

* Name of the Doctor -.......

Signature of the Doctor L«—Q, ...........
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POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU by : . g; 9, d\KLd Lq\

Time Received : .

%
Rainbow” . .
Children’s | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

L0

... Time Discharged : . 112[/’2 ...........

o M J\
20 250 IV Cannula Site : \f,’{ * Q{
240 240
% 230 230 | [] 0, Mask [C] Nasal Prongs
220 220 M TP
2 o s [ Tracheostomy 'j T- PseceA
k] 200 200 | [ Oral Airway [ Nasal Airway
g 180 190 q §
180 180
8 170 170 | Vomiting : (J Yes [ No Drug: i\}&’Tn‘*ﬁW}
Q 160 180 .
e Sy 150 | NG Tube: ] Yes [JNo
v :;g :;g Drain: (] Yes [ No
A 120 N A 120 | Urinary Catheter: [7] Yes []No
i 1017/ A Y1 110 ) -
) 100 F—TT 4 100 | Chest Tube: [1Yes [INo
= oy ) [ i % | Nil Oral [1Yes [INo
c:_ —B0] ~L7 \y 80 -
s 0 | W Fuids:
e 80 R o e BT e
o
7] 50 50 0ral FE8OS: ..ovvvevneeveeeeeneceen e N
- “ S
v 20| K 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 out SCORING INTERPRETATION
Abl 4 extremities vol =2 ria . 2
Abl o move 2 extomities :gwﬂm o on Fat =1 ACTVITY 6| A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 \ Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breaﬂ?l:g =1 RESPIRATION - ¥ 2 , : : .
Apneic =0 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic | =2 i i ician:
65 = 00 50 U Poe Rt hrve =1 CROULATON 9 3. space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0 Y
Fully awake =2
Arousable on calling =1 CONSCIOUSNESS 3 1~
Not responding =0 q.’
Pink =2 ‘)
Pale, dusky, blotchy, jaundiced, other =1 COLOR L
Cyanuticky Y e =0 r)v/ 2
TOTAL ’\ e \O
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
slb | Gotolo| Oho Nl o
: ©\\o
wolb | :3im NA” &>
06 o [vo AT T
Pain Tool Used: [ NPASS [JFLACC ([ WongBaker [ NPS Reassessment Frhequanfcy: |
1. Every eight hours for all hospitalized patients.
Anaesthesiol Ogi st Name : 2. For post surgical patient, patient with chronic pain, patient with severe pain

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

a.  Every 2 hours for first 24 hours

b.  After 24 hours every 4 hours

c.  Prior to pain reliving intervention

d.  With in 30-60 minutes after pain relief intervention

Transferred to Unit

Date & Time: '2;

by (PACU): 7.

olblas. it tom
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Department of Anaesthesiology e m—
EPIDURAL ANALGESIA RECORD .

X ) i
Date: ... )11 Procedure dong DY .. veccceersenncrcernsennenseraesesnsessssssnsesessnsnensenses
CSE /Spinal /Epidural Position : ....c..vveeeeeee SPACE i rereeseseneneneees 1ECHNIQUE (LOR/LOS) ...
1]:11 1 OO Catheter at SKIN: ....ceueevereeereeresessensessacnne FN (11111
Parasthesia ; YES/NO if Y85 GBLAIS 1 .vivvuireiisciicieiinuienersieeserssrassssssssssassessamsmsssssssssassssasssssesssssasssssasssssssssssesssssass
SOlULION COMPOSION ; cueeceeeercrrercecreeeerrrrerrsnesereesreeseressessenensstseesarsasasenssbsssassasassssessss e ersens ettt
Any other issues : ’ )
) ©evrarrererererre e ra s e Rt vev e oA e ra AR ERSRE vaTR SR ERS e S HeR e eReReS SRRt R saR s Rt 4 At SaaE s ean At s eE e rae e bR R A b oL A e 4R OA RSO RRERE RO AR e RR L 04 b0e
1) — ersessenssssssersense Leeretsseses s R AR AR R RS AR st skt

Time '“"iffl‘,’,','lga‘e Bolus (ml) ,_eﬂ"e‘;fi'gm Bn:ate':z:se FHR Comments
Delivery Details :  Time : ..ocuemeecrvenene. APGAR: .....ccocvrvrirrenne SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and TiP INSPECIEU : ....ececieeriecirercrisieeisisisecseisessssssssnsessessessessesssassasesseasssssasssesssssessesses sessssnsanasssnassnns
Patient SatiSTACON © ... sesssiens T ———
oo

Discharge /Shifting ordered by - *f*/.r‘--
DOCOF SIGNAMTE: wuuvsvsspissesssssssssssssssssssssssrssssssssssssssssssses s e { ,
Doctor Na‘rpfazm P i ‘%‘:j\ ..................................... o

DAtE ANG THNE : ovoeeererereereerseremessssssssamsssssensssssssssssessasseee g ¥

|




" PATIENT TRANSFER FORM
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Rambow

Children’s BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the lithe. Your ngm toa Sale Deli very

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
Tl O L S R
"“'\\T\'\\'\ii\i\mn\uu\n\u\|\\u\|
% Jeev P LA
From Unit To Unit Information to Attendant
LOW- 1 e Y

Number of Sheets in Clinical File

Number of Imaging Films

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

@ o @ Yes [ Ne—T
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
3 prsvon) — A
i
3.
4.
5.

Shifting Summary / Notes Written by Doctor :

Yes[ | No| |

Name & Signature of Person who is Transferring

(h\cﬁ-\q\@

Ny

Name of Person Ordered Transfer

VeenQ .

Patient & Clinical Records Recewed

C\M@

Date & Time of Patient Recelved z

Ao\ b\

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




SURGICAL |
SAFETY CHECKLIST |

Surgeon m >

Asst. Surgeonf ).y....
Anaesthetist : §.)J... 1

Scrub Nurse : g‘},-—%%%@lﬂ

1P26-00006695

emuya,& %gﬁi’:‘;?ﬁ'm \%
oo L LU LT ——

vate g?zf/’é'/lzéﬂlnhme : '3"_37(/7/\» Out-time : C.;(‘,ZC‘?’

\

=

Age: ... Gender : ......... Rainbow® = |
ainbow . e
y Name : Children’s (d BirthRight
e e L L Hospital .Wmmwm)SWL5
1t takes & ot 1o treal the BRite. Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

within the last 60 minutes?

Jhﬁh CINo [JNA

Power Supply, Earthing, Power Backup
and functioning of equipment checked. }s& TINo

SIGNIN  Time:.... 5,20 pm TIME OUT Time:.. Sy 2.5 A SIGNOUT  Time:.............
e -

Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:

Identity /I.%s CINo introduced themselves by Name and Role CYes [1No The Name of the Procedure Recorded ~ __¥Bs CINo

Site _L¥es CINo Surgeon, Anaesthes_ia Professional and P That Instrument, Sponge and Needle

Procedure _es [1No Nurse Verbally Confirm ¢ Counts are Correct (or Not Applicable) __=#Yes TINo [1NA
Site Marked T1Yes [1No~=H(A Correct Site ;Yes [INo patient name) es CONo CINA
Anaesthesia Safety Check Completed ~ <>Yes [1No Correct Procedure Yes 1No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning [2¥eS"INo Anticipated Critical Events o Problems to be addressed (¥es 200 CINA
Does Patient have a: Surgeon Reviews: .

Known Allergy? CiYes g™ What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concems T0f recovery

. ) Anticipated Blood Loss? CYes CINo CINA and management of this patient? .}r‘és CINo

Yes, & Equipment / Assistance ) .

Available CiYes CINg—7 Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? 1Yes CINo [ NA
(7mi/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned C1Yes «=A0G [1NA Been Confirmed? are there Equipment

Blood Units Reserved TYes [gNe~lI NA issues or any Concerns? JZYes CINo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes CiNo CINA

o

Signature :......\ IO ool SANNIIS N B

Name b\ ..... Mger\cx ..... \f) C’keﬁ .......
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PATIENT TRANSFER FORM

%
Rainbow®

Children’s
Hospital

It takes a lot to treat the little.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

[ Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00016271 IP26-00006695

Mrs M. SPARSHA REDDY

z:ns-mu aviwio @ (Q@/G LA

Soft/26 £6:Sp

7

i +—
LTI R DB Reason fo Tranfe
®Y : @7 W“dq U [DSM\/C T

From Unit To Unit Information to Attendant
Yes| | No[ |

O

Pre floS)—

Number of Sheets in Clinical File

Nﬁ’mber of Ima'ging Films

Personal belongings including
clinical documents. If any handed

over to attendant
Yes| | No| |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. [tem Name Quantity
1- )
L/ 2

2 i N
3.

4,

5.

Shifting Summary / Notes Written by Doctor :

Yes[ |
Pl

No [ ]

Qoryteble

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

o L v LL‘\

Patient & Clinical Rec[)rds Received by :

d\ulﬁ\q\ P

Date & Time of Patient Received :

b2b roka v

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




e . Rainbow Childrens Hospital-Himayatnagar
Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children's 0 Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital =" TEL NO :040-48873000
Skl WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs M. SPARSHA REDDY Age : 32Y1M1D
IP No: IP26-00006695 Sex: Female
Consultant: Dr. MEENA UGALE Ward/Bed No: 4F -OT/PDA-412

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

Patient, be deemed advisable or necessary.

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

irance 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.

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

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

Note:

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

2 | have received attendant passeg as per my room category. | understand that | have to return it back at the time of final bill
r}q;rance. In case of fai!in})v missior, | will pay 200/- Rs.

\ -ceivers Signature:...=7..... {

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Finaf&ialand t\il(ling &)Enselin done to me.

Signature of Patient/Relative:

Name: é" ] Vﬁ..g ﬁh @ Patient Address:
oMoe__

_R@lationship: H.NO: 14-90/6 ST.NO: 8, SNEHA

NAGAR Habsiguda Hyderabad
Date: Sa t" C {Q_ s Time: O\l' 3) PNL Telangana INDIA 500007
Wittness Name:

¢
Wittness Signature: %:j f

Printed Date / Time : 30/06/2026 13:34 Printed By : 020635 Page 2 of 2
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% tabes » iok to troat the fitke Your R

Deliver
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95
HNH-00018271 |P26-000066

M. SPARSHA REDDY
'::os-nn nyimio @

Dr. MEENA UGALE

(i BILLING POLICY

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

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

v Right 10 a Safe

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

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

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

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

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

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

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

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

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

MODE OF PAYMENT & REFUNDS

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

O liichmo Lodde, Ygs ——— R

Name & signature of Patient/Atténdant (Signature o’fA/dm‘;on Desk executive)

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

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

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

CIN: U85110 TG1998 PTC029914 email : info@rainbowhospitals.in www.rainbowhospitals.in
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26-0000204 564 Hospital BY RAINBOW HOSPITALS

NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)

Your Righl 10 a Safe Delivery

Patient Name: [V - 1. Sper i A VER TLJ Age: 2y Gender, [ vt
UHIDNo: I MH -ppot ¢ 23 ) IPNe: T p2¢- 0000641 \Date:  Zo ,/_; / 2 6 Time: Ui pw
Diagnosis: {1,/ § /{ :_()cuc/ <) 7

PRESCRIPTION DETAILS (Tick only one of the following)

S.No Drug Name Dosage Remarks

1. | Fentanyl Citrate Inj. 50mcg/MI o0 M/ ¢ \ Amp

2. | Morphine Sulphate Inj. 15mg/MI / |
\ 3. | Remifentanil Hydrochloride Inj. 2MG /I /

4." | Remifentanil Hydrochloride inj. 1MG / /

)“ o ] ”‘ _nr"_;‘ “\
Doctor Name: r " AN LAN

2047 ¢
Doctor Registration No: J092¢

Signatre: | & \ S

o

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
P26-00DDE 69 o le |24

IP Registration No: ...... R NSRS § e T Ridess it s

Aadhaar No. of the Patient (Optional): ....................

J"‘i. Name : "H’-}f Pyl Tea fq Remarks
L r = J 3=t ML) . L. ,/ e . | I -
2. | Complete postal address (with contact number, if any) ekt o Uaaouels Teltn y‘- : _q}ﬂ' &
7 > 7
3. | Brief description of the illness £opiat £S LY
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) e ;
5. | Details of essential Narcotic drug dispensed 7w /e o /
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
; - & Patient Attender
AL ( =k A b -
j &) 46 ] _jf’,i’,[jlj/ ;w»l’l_.:,"L,- ~ \)‘M’:’%
] /‘ f_‘\ 4 o
Lawa gicliyn) /(,LWA
Disgensediby (Name SAB NOLY: s mticls Th il o i vcinngos s anis s samswiadep siaseon s Signature: ..........# P o i o
( = i ] |
- | f A A A 3
Received by (Name & IDNo.): ........... P T e b0 S ,/ ......... ‘Mé ................ Signature: ........ o AR e L
111 R e o B

Docu. No: RCH/ FRM / CLINICAL / 133
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Rainbow® : o
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Hospital . BY RAINBOW HOSPITALS

1t takes 2 KA 1o troat the Ete, Your R.‘thWIE aS}!}DclMiy

NARCOTIC PRESCRIPTION FORM

(MEDICAL RECORD)
Patient Name: 1 | Age: Gender:
UHID No: A , ; IP No: Date: Time: 14 ° 18 o
Diagnosis:
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks

1. | Fentanyl Citrate Inj. 50mcg/MI

2. | Morphine Sulphate Inj. 15mg/MI
3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. 1MG

Doctor Name: | m Doctor Registration No:

Signature: u L

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

IP Registration No: ........c.icccocniiinians bR N Datec b bl Lo N

Aadhaar No.of the Palient (OOHONAIY: ... im et i iasss s et srsanih i arnsoniss

1. | Name: . Remarks

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

3. | Brief description of the illness

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

5. | Details of essential Narcotic drug dispensed

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
, i +\ e & AN
/
Dispensed by (Name & ID NO.): .......cc.c..vees vl %S A R A SIgnature: ... L e,
Received by (Name & 1DINO.Y . aeer S0 L LRI vl s DRI i unaitiins Signatlrg: LB g L e ikt

M o R B e e

Docu. No: RCH/ FRM / CLINICAL /133







