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ESTIMATION SLIP | ?i?""f“  CirthRight
Py 2 ﬁ | Vour fight 8 8 Safs Delivary
' pate: [/ 11 24 __uHm/1PNo:_ N L g
Name of Patient: AR . gl b‘ L ﬂl 4 Age: 29 Gender: .....f...-.-

Father’s / Husband's Na™¢ M}__Lﬁ&uf‘tu i Corporate / Occupation:

Address: E‘ggi Hq! A2 - Phone: S'QLIE Z’Bf’ Email: (:7)}) ) jl{{\./ 2026
Procedure / Plan: ND/L([A /,1.0'9\.4' ZCL’Q}’DﬁséJ

MODE OF PAYMENT: E] SELF (] TPA: /“vfw‘l .énd ‘m DGIPSA: OTHER

S ¢
TARIFF INFORMATION: viA b
Particulars Package Amounts (Rs.)
R Category Normal Delivery LSCS
) G
Shared Ward
Twin Shared Ward .
Private Room qq0 .67/ - T,_ ! U l‘"f? ,
Super Deluxe Room ' Alg, - Pae ‘/é'éf, I Ay 2ok
Suite Room 'y [
Package includes (Package Room Rent, Nursing Charges, Room Rent, Nursing Charges,
Doctors For Surgeon’s Fee and Doctors For Surgeons Fee and
Starts from the time of Labour Ward Charge Labour Ward Charge
admission) Length of Stay for: 2 ,Zw}_( Length of Stay for: 2 l(owj {
Pharmacy up to \ Pharmacy up to v
Inmﬂgaﬂomvpfo j EVU"" Investigations up to
Others A ff honw Bt b 26 lp 25K opglon

Neonatologist Charges: [ Covered [ Not Covered Epidural/ Entonox: [ Covered ' [J Not Covered

initial Minimum Deposit: 0K
RnRKs \L“L f\{,/ { Oa A &~ V¢ ".’{:./\4,[!6—( L

1. Room eligibility is purely subject to Awﬂmdﬁe?uhgellannﬂmﬁmﬁemoﬁdmnmmmwdmthhmge
according to duration of stay, medical investigations, pharmacy and any other procedure,
2. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient
and may not be reimbursed by the TPA at later stage.
3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations, etc.
‘ 4. In Case the patient gets discharged carlier than the packages permitted days, no refunds 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
. Qccupancy and Registration Charges, epidural pump(, Food & Beverages, Insurance Process Fee, Etc. credit cannot be extended. These items are not payable to us
. as per Insurence 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 Super Deluxe & Suite Room and only one attendant is permitted in the semi private and private room and no

| attendant’s are permitted in ICU’s

';S.Te.riﬂ'smsubjecnnnvisiun

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

\ 10. Additional Charges on package are Applicable for Non-working hours & Non-working days - (Sundays and Public Holidays)

. DECLARATION
1 have amended the Financial Counseling desk and understood the expected costs and
ather 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 with out any ambiguity.

{ 3o

\ < N B ‘\"":d N
13im Client “Signatory Relationship Signature of the Financial Counselor
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HNH-00012389 IP26-00006665
Mrs BEERLA ANJALI ,rff

[\

%, uznmm :mvouzso () Rainbow" . . N
| Children’ BirthRight
" Fiospital | e
SURGERY DETAILS
Date : 2?/:5,/26
Patient Name: M"ngefz,gaﬁg?’!j@g‘ Date of Birth: .02.206.7./1996......... Age: 30.%7..
cender: F21Nl o Ward: DT UHID No.: M4 = Q00 (2.3&9.d.....
Date of Surgery: 2?%5/25 ....................... ﬁOT -1 [10T-2 [1]0T-3 CJOT-4 [JOBGOT-1 []0OBGOT-2
@ Name of the SUIGETY : ..cevvvevevccrrnn B et B e
'
Timein........... “ ...... ?)Opr/\/) Time Out :.............! ) ’2\30'0}’)7 .......
NAME AMOUNT
1. Surgeon @.ﬁ\/j .’ﬁa....fg\/m: ...........................................................................
2. Anaesthetist :@9] ,.&Vm/l}t .......................................................................................................
3. Assistant Surgeon r@fm/aﬂrfjﬁ,)@"ﬂ"am‘vﬂ& ............................................
P 4. QT Technician gf W!CLW ........................................................................................................
5. Circulating Nurse §1 quﬁ' L S D N
&) 6. Assistant Nurse g777?2: .............................................................................................................

Special Equipment.  [| Laparascopy ] Broncoscope [ Harmonic ] Morcelator
[ | C-ARM [] Cystoscopy (] Versa Point [] Liver Cusa
% ] Neuro Cusa [ OthETS oo,

Signaturé of the Surgeon Signa@%%aﬂng Nurse

Order No: .28 00002086 Order by: %mei?lﬁ[ﬂé@ -

Docu. No. : RCH /FRM / GENERAL / 114
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Mrs BEERLA ANJAL|

02-06-1998 %
0
Dr. Y.INDIRA RAN i

III I HII

 uUU0B665

CONSUMABLES OF OT

Lies -

Rainbow®
Children’s
Hospital

It takes a lot to treat the littie.

(=

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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

Circulating staff : g‘f ...................... S .‘..EnTechnlman S %&H &:Lémﬁgte ..... 6/24 .................. TIME Sovveoeeereeeesreeeseennes
Anaesthesia Disposables mmn“’ uses | Surgical Disposables ;,m usea| Disposables (Baby Side) u_“"._
ET tube ) Major Pack /¢« 4R Inj Vit K T
LMA | sutwres g3/, L A Cord Clamp v
ECG leads (A /P /N @25/ 4242, 9_-”) T -4‘, e Suction Catheter
HME fitter : A/P /N Ly |_+— | FeedingTube [ ]
Syringes : 10 cc i b Aaccum Suction Set v

05 cc 3P Gloves o g £ L4 rgical Gloves €nede ¢ 2 Y4~
02 cc }g:g/"“ Iy 17—+ Gauze Pack L, fs:!_,o"/’z,_,_ L1
Al cc =L i Syringe 1m|/ 2ml D
Cautery plate AY P/ N Aa1_|-Surgicalblade . 5> — Surgical Blade # 20 w1
IV set 1 NG tube Koochies (S) S
RL e —Bautery pencil = B
NS : 10ml/ 100mI / 500mI / 1000mI ~_—, Koochies PQ,CL ;| A= Baba (‘df,\]/
2y Lom 2. {5}, Ointments PSS e
R 0)0‘1400"'1 /b —-Stietion Catheter D 96-pppp208b T
Fentanyl z1 | Cap, Mask ’ ;%/ ' z
Morphine ‘ Gauze Pack [py; p 7 ‘
Ketamine Mop Pack Q@/
Propofol Steristrip s
Rocuronium Underpad Ky
Glycopyrolate Draw sheet
Myopyrolate Abgel
Ondansetron,, _ Foleys catheter
Pencan 2§/ Spinal Needle 22 /| &+ Trobag
Bupivaca(ine 0.25% ﬁ ~" Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) J/,—Rgﬁ]bdrain bag
Antibiotics _~| Bandage
)Ll Weedlt, 95 Guincbe |G Toatem
Suppositories \ loban
Anamol : 80mg / 250mg /170 mg Double J Stent -
Supridol : 100mg &8 | Vaccum Suction set 11T
Justin : 12.5 mg / 25mg (100mg_ O Plastic Bed-Sheet Frpron P
Tab. Misoprost : 200mg \fL—{Betadine Solution P~
CrasTaa 61 Microshield =
Cosrt Cigve BT, Qe 11 cotonsas -
Lox /7 “er) | =+ tatex Gloves
4 Ramdione Scrub
Saral
Surgeon thesiologist Nurge 0T Technician
Order No. :...,oiim.aaaa.wfr{..a@ ..... 75 6.4 ................ Ordered by %z&mﬁiﬁ/ﬂé@f-’é;fm
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Rainhow

Children's
Hospital ™ ¢

Rainbow Childrens Hospital-Himayatnagar

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

quarters road AP State Housing Board Himayatnagar ,Hyderabad ,

Telangana, INDIA ,500029.

040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

IR R

MR HNH-00012339 Name Mrs BEERLA ANJALI
Age/ Sox 30 Y OM 250/ Femalo Doctor Y.INDIRA RANI
Adm/Rog DatelTlme 27/06/2026 03:49 Payor MED! ASSIST INSURANCE TPAPVT LTD
Qrdor Date 2719612026 13:41 Grdernumber 26-0000208570
Visit 1o 1P26-0000EEBS Ward/Bed No 4F «OT I PDA412
Palienl Address tal darwaza, hyderabad, Lal Darwaza, Hyderabad, Telangana, INDIA, 500085
SHo Dascription Generic Name Dosage I Route ! Frequancy Duration Instructlon Oty States
1 SURGICAL BLADE 22 SURGICAL BLADE 22 1Noy External { Onca Dady 1Days $MNos]  Dxspensed
2 |IRucUT CHROMCEATGUT [TUGHT CHRoue |, 1 e Oty s Voia|  Drssensed
3 'ig"‘l'mc““'spm PATCH 1Nos External # 10 AM t Days 1Noe|  Dypunsed
GAUZE PACK STERLE GAUZE PACK STERILE
4 {\ox10K12 PLY 8§ ToXtox12 Py spack | 1S External f Once Dady 10ap 2hoa|  Dpensed
& COTTONDALLS 2 GM 5 HOS 1Nos Extemal f Ooce Oady 10aps 1Noy| DI
& |DSYRINGS 25MLIMIPRO) | SYRINGE 2t 1ot Extaenal  Orice Dady 10ays Inow| Dapensea
T |STRATAFIX-SXPP1A4D4 THo xiemal i Once Daly 1bays 1Ncs| Ospenaed
8 |Encore Micropix gloves-5.5 TNot 1 Once Dady tDays 2MNos| Onponcd
¥ |HUSOPROST TAR 200MCG 45 1 Tabs Exiarnal § Once Daly t Days 4Tabs| Orsoenied
DISPOSABLE APRONS DISPOSANLE APPRON
] STERRE XL STHRILL AL Thoe 1 Ontr Dy & Dayn Ahor|  Deoercnd
t1 |VICRYL 1-0 VP 246 VICRYL 1-0 VP 146 1pos 4Onon Dady 10 1Na|  Dsveod
GAUZE 1.5X1.5 12 PLY [5 GAUZE 1.EXTS12PLY S
12 NGSYNON XRAY NOS THo Exiamal { Once Dady 10ayz 1Nos| Dapensad,
1 [OUPICANHEAVY BIMG 1N 1hos JOnce Osty 10ap 1Noa| Dspsmac
14 [PENCAN ZTG (BBRAUN) 1N External 7 10 AM 1Deys INea| Duapenzog
ERCORE MICROPTIC
5 e OvEsTPF 1Ha 1 Onon Dady 1Dayps inos|  Dripensag)
‘6 JECGELECTROGES (ADAALT) |ELECTRODES ADULT |1 hos External F Once Dady 10ays InNes| D
w7 |URDER PAQ Ba%a0 tirs Pack 1No Ewtaraal [ 10 AM 10ap 2Hios|  Dapensan
a mmz SOLUTION 10% 1Nos 4Onca Daty 1Dapa 2Nos|  Dwpwnsed
19 |[VACCUME SUCTION SET 1Non External f Onica Daly 1Daye Thoa] Dwpsnned
20 |SPINAL NEEDLE 25 SPINAL NEEDLE 25G 1 Nes Erternal § Once Dady 109y Thos] Duapersed
H DSYRINGE 10ML (MPRO)} SYRINGE 10ML 1Nos ‘External | Once Daly 10ay3 3INos]  Dupansed
22 |SGLOVE # .5 {SURGICARE} |SURGICAL GLOVESS.S |1Nas ‘Extemad § Ooce Daly 10ays 4HNos| Disponsed
2 |EYAIOC (OXYTOCINGING v Extomal) Once Daty 10avs ovial| Dupensea
el ADULT THAPLRS-XXI, Vs frtomat, 10 Al 19ays 1Has]  Dpensed,
o5 |BAETOPRER SOLUTIONS 1m 1 Onca Daly 25ias 2hos|  Droorsen
26 |MOPS X0 BPLY 55 X-RAY [MOPS J0X308 CLYDATT | 1 Nos O Dinlly 20ays 2MNos|  Owipansed
a1 [{HSTR SUPPOSITORIES 100 1 Nos Evlomat{ Once Day 1Days 1hes| O
RY PENC
FIR brond oA 1 vos Exlornal§ Oren Daty 10y Vhea|  Dapansed
20 |SGLOVE 8 (SURGICARE] JSURGICAL GLOVES 8.0 |1 Nos External { Crcs Daty 1Days 1hos|  Despenzed)
W [VICRYL 2-0NW 2762 VICRYL 20w 2162 [1hes 10vea Daky 102 14os]|  Dapensed|
H  |DSYRINGE SMLINIPRG) SYRINGE SML 1Koy Exvemal f Onco Daty 102ys 3hosf Oespensed
LSCS ORAPE PACK
2 (PROTEC TCARE)Y 1 Mos. 4 Onca Dady 1Days 1hoa|  Dirpangaql
13 |THEWMICAINE 2% 30ML INJ 1 Nos 10nce Daty 10ays thus| Dispansed
2 |Re500ML CLOSED SYSTEM |ERCERLACTATE 1Borde 1Onea Daiy 20 200its|  Dupersad
{PREGELLEQ SURGICAL PREGELLID PLATCD
LR (a2 e b O 0 Hies Extomal { Once Oady ' Days thos|  Dcensn
Y.INDIRA RANI
Thig degument 15 just for relerence purpaso onty. Nol 1o be conswicrod as pnmary report.
Nete
* This prascription ks valld anly for specifiad duration.
* Da naot refill medicines.
Printed Date/Tune  27/06/2026 14-09 Printed By BODIGADDA KARUNA Page 1 of{
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Rainbow Childrens Hospital-Himayatnagar

Rainbow
Children's "% . . , . .
- : Hirth Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital . . .
Ralabon quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
EITIE O
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-00012389 Name : Mrs BEERLA ANJALI
Age ] Sex -30YOM25D/ Female Daoctor > Y.INDIRA RANI
Adm/Reg DatefTime 27/06/2026 08:49 Payor : MED! ASSIST INSURANCE TPAPVT LTD
OCrder Date 27/06/2026 13:41 Ordernumber  : 26-0000208669
Visit ID 1 1P26-00006665 Ward/Bed No  : 4F -OT/PDA-412
Patient Address . lal darwaza, hyderabad, Lal Darwaza, Hyderabad, Telangana, INDIA, 500065
S.No Description Generic Name Dosage Route / Frequency Duratien Instruction Qty Status
1 |EACEMASK I LAYER - FACE MASK 3 LAYER |1 Nos External / Once Daily 1Days 10Nos|  Ordered
2 ggg\%%%x?mbégﬁu 1 Nos External / Once Daily 1 Days 20 Nos Ordered
3 |SURGEON CAPFEMALE) 1 Nos Extemal/OncoDally |1 Days 1onos|  ondered
Y.INDIRA RANI
* 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 : 2710612026 14.10 () Printec By ; BODIGADDA KARUNA () Page 1 of 1
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G Rainbow Childrens Hospital-Himayatnagar
Rainbhow ,
Children's . . , . .
Hospital ¥ Rainbow Children’'s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Rainbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
e
ELECTRONIC MEDICINE PRESCRIPTION
- MRN : FINH-00016204 Name : Baby Of BEERLA ANJALI
Age [ Sex :0YOMOD2Z2H/ Female Doctor : S TEJASWI REDDY
Adm/Reg DatefTime 1 271062026 12:33 Payor : SELFPAY
Order Date . 27/06/2026 13:49 Ordernumber  : 26-0000208671
Visit IO - IP26-00006666 Ward/Bed No  : 4F -OT / CRDL-HNPDA-412-1
Patient Address lal darwaza, hyderabad, l.al Darwaza, Hyderabad, Telangana, INDIA, 500065
S.No Descripiion Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 |INFANT FEEDING TUBE-6 gNFANT FEEDING TUBE [, External { Once Daily 1 Days tNos| Dispensed
2 |SGLOVE#65 (SURGICARE) |SURGICAL GLOVES 6.5 |1 Nos External / Onge Daily 1 Days 1Nos| Dispensed
i
3 DSYRINGE 1ML (NIPRO) SYRINGE 1ML 1 Nos External f Once Daily 1 Days 2 Nos Dispensed
4 ;’ESYCLO]:K“ "N}‘G IN G5 1 Nos External / 10 AM 1 Days 1Nos| Dispensed
5 gEIE!H?A\g!LE%“:gARJ 1 Nos Extemal / 10 AM 1Days 1Nos Dispensed
6 Sggfﬁé:i;:;zipw & SSgZE 7.5%7.512PLY 5 1 Nos External  Once Daily 1Days iNos| Mispenscd
7 Encare Microplic gl%ve&ﬁ.s 1 Nos / Once Daily 1 Days 1 Nos Dispensed
8 SURGICAL BLADETIEZD SURGICAL BLADE 20 1 Nos External / Once Daily 1 Days 1 Nos Dispensed

S TEJASWI REDDY

Reg No : APMC/FMR/94068

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

le

is prescription is valid only for specified duration.

not refill medicines.

ed Date/Time : 27/06/2026 14:12 Printed By : BODIGADDA KARUNA Page 1 of 1
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Rainbow® &

- L]
: QDOS Children’s | BirthRight
i BY RAINBOW HOSPITALS
Q('/ Hospltal [ ';our é.gh!ESafe Del;ry
Name Mrs BEERLA ANJALI UHID HNH-00012389
Father/Guardian Mr TARUN SUTRAVE Age/Gender 30 Y0 M 25 D/ Female
Address lal darwaza, hyderabad, Lal Darwaza, Hyderabad, Telangana, INDIA, 500065
IP No IP26-00006665 Admission Date 27-06-2026
Ref Doctor Self.

Discharge Date  3(0.06.2026

DISCHARGE SUMMARY

Consultant:

Dr. INDIRA RANIY
MBBS, DGO
700113

Diagnosis: PRIMIGRAVIDA WITH 38*%3 WEEKS WITH HYPOTHYROIDISM
WITH GESTATIONAL DIABETES MELLITUS ON ORAL HYPOGLYCEMIC
AGENTS AND INSULIN FOR ELECTIVE LOWER SEGMENT CAESAREAN
SECTION.

ELECTIVE LOWER SEGMENT CAESAREAN SECTION DONE ON

27.06.2026

History:

LMP: 01.10.2025 Obstetric formula: Primigravida
EDD: 08.07.2026 Gestation at admission: 381T3weeks

® 1800 2122 @& www.rainbowhospitals.in




Name Mrs BEERLA ANJAL! UHID HNH-00012389

iP No IP26-00006665 Admission Date 27-06-2026

Obstetric History:
G1 - Present Pregnancy, Spontaneous conception.

Medical History: Nijl

Family History : Mother-hypothyroid (12 years )
Surgical History: Nil

Allergies : Nil

Antenatal Details:

Mrs BEERLA ANJALI was booked to Rainbow hospital at 8%6 weeks of gestation.
She had regular antenatal checkups and investigations as advised. NT scan
was normal, FTS was low risk. TIFFA was normal. Fetal 2D echo normal. Her
OGTT (07.03.2026) was deranged 95/177/166 mg/dl and she was started on
diabetic diet. Physician opinion sought and she was started on Tab. Glycomet
SR at 20 weeks of gestation ,titrated the dose and was started on Inj Insulin
mixtard at 32 weeks . Fetal surveillance done with serial growth scans. Inj
Betamethasone 12 mg IM 2 Doses given on 24.06,2026 and 25.06.2026. 5can

was done on 10.06.2026 showed Single live intrauterine fetus at 35%2 weeks ,
Placenta: Anterior ,High, with cephalic presentation with EFW: 2.490 kg{(32%)
AC: 20% AFI-8 cms with normal Doppler. AFl+ Doppler on 18.06.2026 ,AFI-9.5

cms ,doppler normal. She was admitted at 381 3weeks weeks for Elective LSCS.

Investigations: Enclosed.
Blood group: "AB" Pasitive

Management: Course in hospital:




Rainbow® , —
' Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Name Mrs BEERLA ANJALI UHID HNH-00012389

IP No IP26-00006665 Admission Date 27-06-2026

At admission, her vitals were stable, uterus was relaxed. Fetal wellbeing was
confirmed by an admission CTG which was found to be reactive. She was
prepared for elective C- section with indwelling Foley's catheter and IV canula
under aseptic conditions. Written informed consent for surgery taken.
Preanesthetic check up done. Anesthetic premedication (IV Pantop and
Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV given. Patient
shifted to theatre.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A Lower segment
curvilinear incision given on the uterus. Scanty liquor noted. Baby delivered.
One loop of cord around neck noted, 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 600 mcg given
per rectum as prophylaxis against Postpartum hemorrhage. Patient was shifted
out of theatre to post operative recovery room.

*Lower uterine segment not formed

*Single loop of cord around neck

*Liquor less

Delivery Details:

HIMAYATHNAGAR BANJAKA HILLS HYDERNAGAR

¥ 3 640 - 4BETIP

HOAPUR OUTPATIENT CLINIC et SECUNDERARAD 3 KONDAPUR L B NAGAR NANAKRAMGUDA
Emargency 3040 - 4246 2201 Emergency (4O - 4248 merg 7 margency ) 0406911

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs BEERLA ANJALS UHID HNH-00012389

IP No IP26-00006665 Admission bate 27-06-2026
Date 1 27.06.2026

Time of Delivery : 12:01pm

Type of Delivery : Elective Lower Segment Cesarean Section
Indication : Poor bishop score with oligohydramnios
Anaesthesia : Spinal

Baby Details:

Date :27.06.2026
Time :12:01pm
Sex : Female
Weight : 2.920kg
Apgar : 8,9

Gestational Age: 3873 weeks
NICU Admission: No

Past-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. Thromboprophylaxis given. Her postoperative period following
that was uneventful. Bladder and bowel habits regained. On second
postoperative day dressing was changed. Her FBS/PPBS on second
postoperative day was 85/83mg/dl. 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.
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Rainb::(;w“ . o
Y Children’s ‘Bnrtthght

1 BY RAINBOW HOSPITALS
H 0 s pltal Eui'ﬁ_lghl to a Safe Delivery
Name Mrs BEERLA ANJALI UHID HNH-00012389
‘\ IP No IP26-00006665 Admission Date 27-06-2026
|
I
|
|
"\ Advice:

1. Tab. Taxim O 200mg twice daily till 03.07.2026 (9am-9pm) after food.
2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 01.07.2026
(8am-2pm-10pm) after food.
3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 01.07.2026 (9am-
3pm-11pm) after food.
4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 03.07.2026
(7am-7pm) before food.
\ 5. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.
6. Tab. Shelcal (Elemental Calcium 500mg, vitamin D3 250 IU) once daily
(2pm) till breast feeding after food.
7. Nebasulf Powder for local application
8. Review with FBS and PPBS after 4 weeks.

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

Review with Dr. INDIRA RANI Y, after 1 weeks on 06.07.2026 at postnatal
clinic with prior appointment (Review consultation will be charged).

For Women Who Have Had a Caesarean Section

Care of the wound:
1.You can bath and shower.

KONDAPUR OUTPATIENT CLINIC (1 Accredit SECUNDERABAD KONDAFUR
Emargency 3040 - 4248 2220 - e

@ 1800 2122

@ www.rainbowhospitals.in




Name Mrs BEERLA ANJALI UHID HNH-00012389
IP No IP26-00006665 Admission Date 27-06-2026

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

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

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

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

6.D0 not touch the wound with unwashed hands.

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

Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter Il page 6] kindly contact 9154865045 just dial one toll
free number - 18002122 .You can also take appointments at any time by going

online to our website www.rainbowhospitals.in ﬁ(
Registrar/ /sident/C.M.O

Consultant:

Dr. INDIRA RANI Y
MBBS, DGO
700113
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Breast feeding summary.

Breast feeding is dependent on a basic principle of “Demand and Supply”’, the
mother's body responds to the baby’s sucking by producing milk as per the need.
However there may be a delay in establishment of a breast feeding pattern in some
mothers, the key is to stay relaxed and positive. Have the baby on the breast for 10
to15 minutes every time the baby cries. Most babies cluster feed, they can actually
be on the breast as many as 14 to 16 times in a day. In the first week it's necessary
to wake up the baby every two-three hours and feed the baby; if the baby does not
suck then the mother should squeeze out milk from her breast and give it to the baby
with a spoon. This is to prevent the baby from being dehydrated.

Position and Attachment.

The most important aspect of breastfeeding is correct attachment and position; any
complications that may arise in breastfeeding are as a result of bad attachment and
position. Basic rules to follow while Breast feeding are:

¢« Baby goes to the breast.

¢ Mother sits with a good back support.

« It's important that the baby opens the mouth wide and takes the latch on
the areola.

e FEar-shoulder-hip of the baby should be in a straight line (the mother's
abdomen should be in contact with the baby’s abdomen).

POSITIONS: the postpartum books explains the positions with pictures, the most
common positions are the

Cross-cradle hold

Cradle hold

Foot ball hold (for c-section patients)

Flat / inverted nipples:

A mother with a flat or inverted nipple has to work a little hard while latching the baby,
pulling out the nipple in a tea-cup hold and offering it to the baby can be helpful.
nipple puller can be used to pull the nipple out, however when milk starts to flow the
nipple softens and the baby looses grip. Nipple shield is recommended for such a
situation.

A A c ERABAD (Al
THNAG A 5 HYDERNAGAR (MA? KONDAPUR QUTPATIENT CLINK SECUND
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NICU Admissions:

In the case of a NICU admission, the mother needs to constantly stimulate the breast
and express milk manually or by using a breast pump. It is important that the
demand is put on the breast even if the mother is not making any milk, manually
expressing or pumping is a way to communicate to the body to produce milk.
Information on rental pumps is available at the nursing station

Care of the Breast:

« Do not apply soap on the nipple, as soap tends to take away the moisture
and make them dry, warm water rinsing is recommended.

« Make sure that you wear yours brassieres at all times (during night also) to
avoid loss of muscle tone.

¢ After you are done feeding, squeeze out a little milk from your breast,
apply it on the nipple and the areola and let it air dry for 5 — 10 min.

e In case of engorgement (lumps, heaviness) in the breast, use hot
compress on the breast before a feed to melt the lumps and a cold
compress after the feed for pain relief.

Key to know if baby’s got enough:

e Assess baby for a proper latch.

e Look for rhythmic sucking with pause in jaw excursions.

» Baby should fall away from the breast sleepy and satisfied.

 What goes in must come out, reduced urine output means dehydration,
keeping a count of no of urine the baby passes is important.

e For the first day (24 hours) the baby should pass at least one urine, on day
2-2 urines, day 3-3uirnes, day 4- 4urines, day 5-5 urines and from the 6"
day, there should be a minimum of 6 — 7 wet nappies for a day.

Dehydration can be avoided if the baby is fed every two hours, if the baby

refuses to latch after a two hours break, it is necessary to give expressed

breast milk with a spoon for the first two weeks.

Feeding schedule for the infant is 15 minutes of active sucking on each breast

whenever the baby demands i.e. a minimum of half hour gap or maximum of

two and half hour gap. A different feeding schedule will be given at your
! lactation consultant appointment after a week.

. i . 2 L B NAGAR
KONDAPUR OUTPATIENT CLINIC SECUNDERASAD N e i e bty
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7z, . 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 _ % Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital %" TEL NO :040-48873000
Rakibyw WEB : https://rainbowhospitals.in
ADMISSION SHEET

DRRIRT R R LRER AT (AR
Registration Details :

Admission No : IP26-00006665 Admit Date :27-Jun-2026 Admit Time :08:49 AM UHID : HNH-00012389

Patient Details :

Patient Name : Mrs BEERLA ANJALI Age :30YOM25D
Guardian : Mr TARUN SUTRAVE DOB : 02-06-1996
Gender : Female Religion
Occupation : Martial Status
Address (H) - lal darwaza, hyderabad Lal Darwaza Phone No : 9502183135/ 7036467296
Hydarsbad Telangana INDIA 500065 E-mail . tarun.sutrave009@GMAIL.COM
H

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 TARUN SUTRAVE Relationship : Husband

Contact Address : |al darwaza, hyderabad Lal Darwaza Phone No 1 9502183135
Hyderabad Telangana INDIA 500065

%
nature

woctor Details :
Doctor Name : Dr. Y.INDIRA RANI Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 20000.00
Payment Mode . Cash Payor Name L.ThDAEDI ASSIST INSURANCE TPA PVT

Printed Date / Time : 27/06/2026 08:52 Printed By : 020099 Page 1 of 2
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ACTIVITY RECORD FOR BILLING
Name:____ P
e i
Date of Admission: _ _ _ _ _ _ _ _ suwe.____ ____ Date of Discharge: _ __ _ _ _ __ Time: _____ ___
Room/BedNo:_________ Ward: _________ Suggested Billable bedtype : _ _
WARD TRANSFERS

Date Time From To Signature of Nurse
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Cross Consultation Visit

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

Name of Connecting | Disconnecting ;
Date Equipment Time Time Order No. Signature
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PROCEDURE

Date

Procedure

Quantity Order No.

Signature
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ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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FOR OBSTETRICS

Presenting Complaints
£ UV

o

PP @
Obstetric Formula:

[ L

G

Obstetric Hostory:
= PP, S',).,Wf' C(:wv&.*fl’“"’\

Present Pregnancy Record:
M s v
T IFFB-
F 20 €k -4
Beto Cova (Hale a20ft )

RISK FACTORS G5 & cam ( 2wh)

a8 l Oh 62 £ e %
S mde @ g2t

k. Y

Height...4 s cm

Weight: .............. kg

RUBTEIES: Looioconntiiimssesssssinismmmsiasinbesaizsssainis

Breast: ——Normal [ Abnormal
General Examination:

Consciousness:C \C-

Pallor:
Icterus: W& Edema:
Temp: R\& 2k PR:
BP: DTR: @
ovs: SSAARNe L RS B\ Voo ee®
Liver/Spleen

.-~ DIAGNOSIS

R
3

Docu. NG. - RCH /FRM / CLINICAL / 087

EDD:
GA:

LMP: r(oJ/a:,

Corrected EDD: &[31201¢ 38T

Menstrual History: Regular:-ﬁ/ Yes ] No
Obstetric Examination

Fundal Height: ~, Teom Sine

Ut. Activity: Relaxed ] Mild CJMod [ Severe
Liquor: [GAdequate [] Oligo (] Poly

PP: [UCephalic [ Breech Others

Head Fifths Palpable:

FHS: rfomal  []Tachy  [1Brady [JAbsent

Per. Speculum Examination T\A Aﬂ)“e

(] Absent [] Bleeding
[J Meconium [ Blood Stained

Draining:  _ # [ Present

Colour of Liquor: [ Clear

Vaginal Examination ﬂe\r é&'—""\e‘

Cervix: [ Long [] Partially effaced [] Effaced
Os: Closed Dilated

Membranes: [] Present _ [] Absent

Liquor: [ Clear (] Meconium [ Blood Stained
Presenting Part: [ Vertex [] Breech [] Others
Sutton: -3 -2 OO-1 OO0 .O0+1 O +2
Pelvis: [] Adequate [ Doubtful

Urine Output: Meclu\o&z
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Medical History:
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 2(9/512,6 Ti06: ol . D 0AYD

t ( _ O ~ 26 kg/m’
Origin: ﬂf\ab.mﬂ ....... Height:... hGB.CA0....  Weight: ?56@ BMI: [~ 28 kg/m?
0O ~ 30 kg/m’

Diagnosis: ......... LSC.S .......................

TypeofDiet: O Liqud  C-Soft ONormal Ol Diabetic
O Vegetarian Eién—Vegetarlan 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: .................. il

...... Signature: G@'g—é//&
Name; IC}X\(%JJ‘ ........................................... Name: j%dﬂaf@%xm

Date & Time: 2/)7/:5/2.@2[.@(}.{\0 Date & Time: Z?/ﬁ 24{//&1\(? v

Doc. No. : RCH/ FRM / CLINICAL / 195 P10
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Rainbow® . _
Children’s (4 BirthRight
Hospita| BY RAINBOW HOSPITALS
It takes a lot to treat the lite. Your Right ight to a Safe Delwery

Date of Admission: ....2 . ©&] 2.5 prug Allergies: ... N
FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

—+Not known any Drug Allergies

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.

ONURSES -

1) Right Patient

2) Right

Drug

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

S0S / PRN (As Required Medication)

DRUG : patey
Dose Route | Frequency |Start Date "
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
)| DRUG: Datey
| Dose | Route |Frequency |Start Date|
Doctar’s Signature |Valid Period| Pharm.
Additional Instructions:;
DRUG : patey
Dose Route | Frequency |Start Date ’
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118

Page: 1/4 (P.T.0)
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IP26-00006665
Mrs BEERLA ANJUALI

02-06-1906 0YOM28D ()
Dr., Y.INDIRA RAN|

AL T,

REGULAR PRESCRIPTIONS  Weight, Yoo\’ %L@me .....................

DRUG : TN CC€ TR KINNE

Date ”)/}\!4
Tig'ne ; £

Dose Route | Frequency [Start Date
Aam | Iv | 8D | 23tk [l
Name & Signature of the Doctor {6 b AL 2
Starting the Drugs: X / s ¥ e
Dy Nousee—a— p
Additional Instructions: (LU N ? /E\;: .

p‘—t D. £ eval

INA
Daily Doctor’s Endorsement by a Sign b/ i
DRUG:TAB, TH yrencem TDI%ZB{\‘, "L\L

Dose Route | Frequency |Start Date

(P> s“mj 283 o 28],

Liad,
Uil

Name & Signature of the Doctor EN‘\ N
Starting the Drugs: <
LSt 8
bfrﬂ 2

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : PALACETAMOL

Date»
Tir'nei_,\\}"

Dose Route | Frequency |Start Date

lgm [ wv [ mp | 236

F—

z

Starting the Drugs:

DWIIALY -

Name & Signature of the DOC%{

il

Additional Instructions: v for-

touomzy %Y
HUrHoum?

\

Daily Doctor’s Endorsement by a Sign

P
¥

DRUG: DUAOFEN &L~

Date»
T\

Dose Ro;te Frequency |Start Date

‘5?,,\_? /s | D »¥lb

Name & Signature of the Doctor
Starting the Drugs:

LA ~

q payLIaA

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4

—

|




HNH-00012394
n;;:f;':“ AN.M,_ 1P26-00006665 ? .
D ViNpiR, Rainbow 5 o
- Uiy ot | O
//II/I It takes a lot to treat the littie. Your Right to a Safe Delivery
:C_? . SheetNo: ............. REGULAR PRESCR'PT'ONS Weigh%.(.fl ..... Ward ......covveenns
e o DateF,
g " | DRUG:TRAB PANToPRALOLE. T@ﬁ;&?, N )
8 e Dose Route | Frequency | Start Dt.
ﬁ 3 L(Om P{L‘. bo l—,-H'(, Pt
- Name"& Signature of the Doctor L
‘% < | Starting the Drugs: {5 < @’
L8 - g{ vW"LV
=
g Additional Instructions:
_ﬁ | Daily Doctor’s Endorsement by a Sign [
- : » Date». AL
| DRUG: N) Enjoxaphen Tl A\
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*A%e| Plo | BO | 28[¢ )
™ Name & Signature of the Doctor 7
E Starting the Drugs: %
E m 2
M | M
.| Additional Instructions: A et
U "_'.
-
=) ¢p | Daily Doctor’s Endorsement by a Sign
= ‘_1. Date»
S, 53| o Paesesmmer  foetib o
n CQD- Dose | Royte |Frequency |Start Dt. e
= Sl Lo | Mo |2ef RAOIQNRY
< > Name & Sibnature of the Doctor g
%_.j Starting the Drugs: ﬂ/ ‘l_lt‘n )
= b,,,mw"‘[.’—"d ! &/
Additional Instructions: My ’Qﬁ\
\ X [‘
Daily Doctor’s Endorsement by a Sign (3(3 j
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REGULAR PRESCB' PT'ONS Weight .............. Ward .....ccoveeeeeee

DRUG :

Dater

Dose Route | Frequency | Start Dt.

Time

_Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Dactor’s Endorsement by a Sign

DRUG :

Datey

v

Dose Route | Frequency | Start Dt.

Time

Name & Signaw_re of the Doctor
Starting the Drilgs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

b

Dase Route | Frequency | Start Dt.

Tir'ne

Name & Signature of the Dactor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dale

L

Dose Route | Frequency | Start Di.

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endnrsamenl by a Sign
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02-0
T o, v::u:.la Mm” YOMED, i Date>
i e
[ Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date oose i oose oot
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Doss s pose oo
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: vose o pose e
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Date»
VARIABLE DOSE Tlme Nurs&Slu‘ I Nursg Sig. [ Nurs;Slg. I NursgSiu
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign
ROLI te S tart Date Dose Dose Dose Dose
Dr. Sign Dr. Sign Dr. Sign Dr. Sign.
Name & Signature of the Doctor Dose e Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: tos . o o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication Dosage & Other Route Signature Nurses
Instructions gy
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i

Drug AlBIGIES: ... 2o L L T e, I Not known any Drug Allergies

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

Shifting From: ......ooo......... o4 o SNIftRA 10 vovvve e
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SG, ) | FREQUENCY | poit 0% ‘;gﬂ%’lﬂ’g
1| - 2RoN AT B Po ob QL\L ¢ e
2 . (AL LM ATae po oD ?_(::\8 Oc &
3 7 7 ht’ YO gYynm ; ),.'5;'\,“_1 Plo o 2e /e ETC/ JDC
4 jn]f-rvawt—w’! (eawm) Cu gfc s 2C)¢  |Oc 3ot
5 Oc 0oc
6 ) JC [CJDC
7 (JC [JDC
8 Oc¢ 0oc
9 (JC CIDC
10 ¢ 0Joc

MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : ‘h" Moylee -

Docu. No. : RCH/ FRM / GENERAL / 090

* C- Continue, DC - Discontinue
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Date

Time

Hb

PCV

RBC

WBC

N/L
Platelets
CRP

™ ESR

PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP
SGPT
SGOT

) T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol

M/ CLINICAL / 0138 (PT0)




Date -
Time . :
CUE - Alb
CUE - Sugar .
CUE - Ketones ‘
CUE - PUS Cells - |

CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

<
o
7S]
(e

_i

=

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

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

Radiology :
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early warning Observation Score Chart - Obstetrics

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

Hospital

Date
e Jp— — P e ¥ 2]
9?’{6 Time | 8 |(9 JAgg11)| 12|[1 zl;slz 6)| 7] 8 10)11f12{ 12 ()3 |a]s[6]7
RESP z;?go
(write rate in yir) S
corresp. box) 11-20
0-10
Saturations 94<.91fg6%
Administered 0, (L/min.)
40
39
& 38
g 37 e — N [
p=] 36 U hatal Y o 2\0) A
35 7 v v A" B
< 35
170
X
2
=
z
o
180
170
160
g 150
% 140
@ 130 wataralla 1\
t s 120 SRS HHTTE (0% Ak "
® 110 Ty 3 iﬂ i P ,no vl w:
o 100 l q\ g l\ A
S i :
80
70
60
50
o 130
g 120
- 110
5 100
l °8—° 90 7 |
2 80 A\ [ i
] 70 \Vkl/ IE./ V4 héﬁ—;a% :1.‘35 ¢
& 60 i
£ 2 o e |
40
NEURO Slert L[ -] = P S 5 I = l
RESPONSE Noies
[v] Pain
Unresponsive
URINE > 30 .~
mils / hour < 30
& = Protein + +
Proteinuria =
Protein > + +
Lochia Seatns
Heavy / Foul
. Clear / Pink e =
LIQUOI' Green
TOTAL YELLOW SCORES w |o [ g_ _g P 7] p
TOTAL ORANGE SCORES =S = 1] (7
T 717 ot T o N1 i Vi
La— 7 - - ¥ ¥
\




t -
J; . l
|
Obstetrics and Gynaecology - |
Early Warning Signs ‘ 1
|
~ B
1 Yellow Alert : @
Repeat Observations
in 30 minutes
J
4 p A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
. _/ N\ Y,
e T QO
' v > 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\. /

L]

* The Modified Early Warning Score (MEOWS)
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Your Right to a Safe Delivery

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
'IQ\Q’\)& Time [ 8 [ 9 |@0)11]|12| 1|[2)]3]|a|s|f6]7[8]09 11{12] 1 3[a]|s|®] 7

RESP
(write rate in
corresp. box)

>30
21 -30

11 - 20
0-10

Saturations

94 - 100 % r
<94 %

Administered

0, (L/min.) -

3, dwsp

40

39

38

37 1 = & e Vi 3 3

35 L 0\ 1 SEl /@A w7

35 )
<35

d)ey Leay

170
160
150
140
130
120

110 e
100 4
90 S ‘ '
80 |
70 FaPa
60 N

oA
=

4
bl

50
40

—>
anssald poo|g 1jo1sAs

190
180

170
160
150

140

\

130 [0 . \

120 f
110 /tt\ B 0N

100 \! [ AR }1\
m )

80
70
60
50

<+
ainssalq poojg dijoiseiq

130
120
110
100

920 7 |
-

80 1

~
ﬁ:

70 4 ;

60 J‘gﬂ 9
50 =4 : ; 1
40

— g
X
=
=
L.y

NEURO
RESPONSE
[~7

Alert ¢ b < 3 —

Voice
Pain
Unresponsive

URINE
mls / hour

> 30
< 30

—

Proteinuria

Lochia

Normal i
Heavy / Foul

Protein + +
Protein > + +

Liquor

Clear / Pink -—

Green

TOTAL YELLOW SCORES

O
O]

TOTAL ORANGE SCORES

,H
g
s

[1] -
fod

Nurse Initial

\%Qb

&
Y




Obstetrics and Gynaecology
Early Warning Signs

~ ~\
1 Yellow Alert :
Repeat Observations
in 30 minutes
\. y,
' N\ 4 )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS > Observations
Observations in 30 minutes
\ % N Y,
~N
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\ J

* The Modified Early Warning Score (MEOWS)




o HNH-oomm

Mrs agg
02-08.1 ”-:M ANJALI

lPZl-om“;s""" o

- Dr. Y.INDIRA 30vauzsn

i IWIIIIWIII /M'I

Sheet NO. & .eoeeeeeeeeeeer e,

M

l‘\\\

Rainbow®

Children’s ‘BirthRight"

Hospital

It takes 2 lot to treat the little.

| FLUID CHART |
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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.

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

Intake Bllﬂ“ﬂ [t
Date | Time | Nauure Route NG | Diarrhoea | Vomit |Drainage | Urine ngr%g'%g 20
Mouth | LV | NG A
so0an | RL | 7 |yoom\ ay.
(;*fg 0900am | QL |~ | 1oomt

100am| oL | Y |)ooml g 1
110am| L | M |10emd [ 4
1200pm| @\ l ool \ w
01:00pm | QL 00X 20op ——>Gw

Total Intake : L0k e/) Total Output: ~ §) D (p vt "r’-é’]
02:00pm | ) N [\oany », ) N
0300pm | Q1| B, \O@?‘:Ig / / ) ¢ WML
oa00pm| QL | V7 | 400 v 17 Noord—1/ '/Q/
0500 | R 1 [\ QD \oom il iy y 4O
06:00pm | P | o/308] \o8 LA / [ 1)

07:00 pm P\L, ug(}m XOON' 3 - f P4

Total Intake: <7 O\ K@ S\ Total Output: (> - 450 M — D A
0800pm [ | [oop voombl—=f [
09.00pm | p |~ monL/ /1. % “l Ji £

\X} 10:00pm | O |~ Ta e ﬂ / dq%u' P P—”‘r’
11:00pm| p | — oo nt/ ~K ' (UAL

,<7‘ 1200am | pL_— E'Wﬂ ‘\Y N .
01:00am | @ [ OnM / §

Total Intake : Total Qutput: \) ~ (40O e
0200am | | Rave o %\\.
03.00am| R [OOAN &0 — Q

\\’f 0400am | QL ‘F@v / _ b /L

\b 05:00am | 42_[ s (\Qi/ Wc::—!éj

& 0600am | R [pOWA A oD s
( o700an| py 00w / § ] “‘*-ﬁ@gf
Total Intake : Total Output: 1) — |\ 2()(). ; ,_%Té;
Total 24 hrs. Intake Total 24 hrs. Output a bSO | QU“
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It takes a lot to treat the little.

[ FLUID CHART |
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Blrtth ht

BY RAINBOW HOSPiTALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

R BT RE BT A &
' Py ‘l_ s : oy

~ Output

. Nature
Date Time of Fluid

NG

Diarrhoea | Vomit | Drainage

Urine

Thrombo-
phlebitis
Score

IV Site

Sign.
Nurse

N.G

e

08:00am| |

Z

09:00 am &)

/

A

s T 1

\% 10:00 am o)
37% 1H00am| ©

b god

12:00 pm

——

01:00 pm

\5=

Total Output :

Total Intake : 4! ps
02:00 pm

S
\

(B

03:00 pm
04:00 pm \ w

e

o
\& 0500pm| N &

c?\ 06:00 pm )C\lD

i

07:00 pm

4

Total Intake :

Total Output: \) — 2

08:00 pm

09:00 pm

~C

10:00pm| ﬂi

n X

W 1:00pm| | i
W T200am| [ [WMe

—t- 4

»’]} 01:00 am

Total Intake :

02:00 am

03:00 am

| —

04:00 am

f e

i

05:00 am

15&’@ 06:00 am

i BN

/
Y

07:00 am

I/

Total Intake :

Total Qutput :

U2

Total 24 hrs. Intake

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

Total 24 hrs. Qutput
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] Maintain Airway and Oxygenation

[ Relieve Pain & Discomfort

[ Maintain Fluid Balance

CI Improve Activity Tolerance

] Maintain Good Nutritional Status

Date: . 3@‘!6 9\6

] Maintain Skin Integrity

Trlan Y Tlo dypotdt
3PN B> T plicgdaty

> TV pevee et dop,
>0 choot masnruing

ML At g

Stab ke

St

§ [C] Maintain Personal Hygiene [] Prevent Infection [ Meet Elimination Needs (1 Ensure Safety ] Early Ambulation Reduce Anxiety [ Patient & Family Educati(?n

S | (] |dentify Potential Complications LAY OHIBES. SPBOITY. ... veevee et ettt eeeeeeeeee e e et e st e eeeeeueeseeeesesnessneansesreeseeensesneeareesseerneaneesnees
Time Plan of Care Time Implementation Evaluation Re-Assessment '{“g?gn':?;‘}:
B > Pssessed Hee pt 2 Assessed e p :

s Conds’ , : ﬁq
CopdhidHap : o0 Yo - 5

2 > of : SWtal ot cheCkedf p( i Y

a— ooy 3D : 7 r
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e
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Night
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5”\&#iﬂ)uﬂdF&wL%1
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Your Right to a Safe Delivery

C1 Maintain Airwéy and Oxygenation

[] Relieve Pain & Discomfort

] Maintain Fluid Balance

[ Improve Activity Tolerance

] Maintain Good Nutritional Status

Date: Zﬁ’fﬁafzé ................

1 "Maintain Skin Integrity

(]
S | LI Maintain Personal Hygiene [] Prevent Infection ] Meet Elimination Needs [ Ensure Safety ] Early Ambulation Reduce Anxiety ] Patient & Family Education
S | [ Identify Potential Complications [T AN OHNEES. SPOIY. ...ttt ettt et e e et eee et e ee sttt n s ee e eeeee
Ti . A . Nurse Name
ime Plan of Care Time Implementation Evaluation Re-Assessment & Signature

Morning

— Pscess ke pate

— Feses

'Cgac'—f;{'lb“ ‘//
Mo/\i D dl)& >
WOFJ’) Jha :‘40
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>0

X0

@N\

 Hon
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2pm
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o
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Uy
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b

= & pﬂw,eﬁ-ée/
af

DfFssemed Hy pt conal Him.
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o vomanan 0 Children’s .B'_rthR'ght _
AT CHECKLIST FOR THROMBOPHLEBITIS Hospltal T @
= - Al
G4, DAY-1 ___ [22[(, DAY-2 DAY-3
8. No. SITE OBSERVATION STAGE / ACTION SCORE " m ™ | E (W E | (N E Remarks
: No signs of phlebitis / - ;
1 |V site appears healthy Olicorve camitie 0 ! ) V o O
One of the following signs is
evident : Possibly first signs of phlebitis
2 | *slight pain near the IV Site / / Observe cannula 1 N M A ’Q]\ Wi "
* Slight redness near IV Site PO
3 ;\:;oe(\)’\i‘;i;ﬁtTGIIOWIng Signs Early stage of phlebitis / 9 N A_ "
Pain at IV site Redness Resite Cannula r-\ H- Lgl\ Al t}?f Lu
?3;3;;? ',9 UG s e Medium stage of phlebitis / J
4 . Resite Cannula Consider 3 ANV ‘
Pain along Path of carnula
Redness around Site Swelling Treatment TJ # N H\ \X)’ M
g\lllig;;{] Z;gllg:ggigég_n B Advanced stage of phlebitis or
: ! the start of thrombophlebitis /
5 Pain along Path of cannula ) . 4 O @
Rediess around Site ?e site Cannula Consider PA M A R |7 W ijt
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain ?h?;?r?t?c?[?hsl;z%so;
6 | along Path of cannula Redness It . 5 U
around Site Swelling palpable lgmateftreatment Re site i NA 2 % % MA‘
Venous cordpyrexia il '
Signature of the Nurse g4 (0 G (/4\ IS po

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

Signature of Shift In Chgf/:“
Signature : .......coocee ol Name : ..., 0\7%‘ {24 W

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

Signature of Ward In Charge :
Signature : ............... é . ‘ ...................... T I it L B 7 SN
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~ Pafiént Sticker Rainbow® ) —
T Children’s o BirthRight
o ) CHECKLIST FOR THROMBOPHLEBITIS Hospital | .w
Iy o DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE /ACTIQN SCORE [ E N M E M E Remarks
; No signs of phiebitis /
1 IV site appears healthy Obsarve cannula 0
One of the following signs is
5 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / { Observe cannula
* Slight redness near IV Site
3 lt\éoeggdtgﬁtfollowmg Signs Early stage of phlebitis / 5
Pain at IV site Redness Resile Cannula
s\l,llgé;{] e following Signs are Medium stage of phlebitis /
4 Pain a[ohg Path of cannula Resite Cannula Consider 3
Redness around Site Swelling Treatment
2&3;:? g;g"gxﬂzgsﬁég? Sare Advanced stage of phlebitis or
§ | Painalong Path of cannula tge start of thrombophiebitis / 4
Redness around Site e site Cannula Consider
Swelling palpable Venous corg | 1reatment
All of the following Signs are
evident and Extensive : Pain ﬁ;dvanced St%g? of
6 along Path of cannula Redness t F(I)mbophle itls / \ 5
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse

NOTE : Phlsbitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongolng observation of the site should continue for 48 hours post removal to detect post infusion phigbitis.
Signature of Shift In Charge ; Signature of Ward In Charge :

SIONALUE : vuvvrseemssssisssrsssssssssrssensenes wee NAMIB et esn s assassaraneen Signature & ....ervveerees Sreeresnerane e seensenensen s 11191 1+ OO, Y,
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~ iy [ Chidrer's | ) BirthRIgHt
CHECKLIST FOR THROMBOPHLEBITIS Hospital | @ i
.. DAY DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N M | E M E N Remarks
1 IV site appears healthy I\(])Dbgggrgz g;ggmgiﬁs/ 0
One of the following signs is
5 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near [V Site
3 ;goeggggﬁtfollowmg Signs Early stage of phlebitis / 9
Pain at IV site Redness Resite Cannula
All ((iJf the following Signs are Medium stage of phlebitis /
gvident ; . .
4 Pain along Path of cannula friesi:e Catnnula Consider 3
Redness around Site Swelling reatmen
Al Sf the fg"g:t’i"g Signs are Advanced stage of phiebitis or
evident and Extensive : ”
5 | Pain along Path of cannula g’g Ssiigrég;;zrlgrggﬂgmi?ms/ 4
Redness around Site Treatment
Swelling palpable Venous cord reatmen
Al of the following Signs are
evident and Extensive : Pain Advanl;:ed St‘ggg of
6 | along Path of cannula Redness fh:t?’? ophlebi ?lR " 5 .
around Site Swelling palpable é‘ a eitreatmen & sl
Venous cordpyrexia anpuia
Signature of the Nurse | ‘

NOTE : Phiebitis greater than grade 2 sfiould be reported to physicians and other appropriate'health care perscnal engaing observation of the-site should continue for 48 hours post removal ta detect pust infusion. phiebitis.

Signature of Shift In Charge :

SIONALLUTE : «.veveecverrrerrrereresseenesessrssssonses NAME © corerereeverre e remerensssserenerssnassnenes
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Signature of Ward In Charge :

SIGNAUTE oot scsrenesesreneresrstons NAME © e erisrenee ,
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| Children’s BirthRight
) ' CHECKLIST FOR THROMBOPHLEBITIS Hospital | . o 03 S e
| » 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 IV site appears healthy Observe cannula 0
One of the following signs is
9 evident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Gbserve cannula
* Slight redness near 1V Site
Two of the followmg Signs Early stage of phlebitis /
3 are evidont Resite Cannula 2
Pain at IV site Redness
é\lllig;:? e following Signs are Medium stage of phigbitis /
4 Pain aldng Path of cannula Resite Cannula Consider 3
Redness around Site Swelling Treatment
Alt of the following.Si
Cident and gx‘;’;f;gﬁf"s are Advanced stage of phiebitis or
5 | Pain along Path of cannula tF?e start of thrombophiebitis / 4
Redness around Site e site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redriess | fhrombophlebitis/ 5
around Site Swelling palpable Initiate freatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse

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

Signature of Shift In Charge :

SIONALUE © veveesescererscrrnersesencesrrsessseressasses NAINE | oo snecemersssnsn e sessssssesrasias
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Signature of Ward fh Charge :

SIgNAtUIe : e

seeressssernererss NAITIB © vuvversusnressessesserensmsrensesassonseersrsscantans
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| Seonruee " NI Children’s | @ BirthRight
" Y.INDIRA Ray; 0w Hospital .avmmaewaospnns
dmmmn TN ASSESAMENT EURM e T e
: M ) : Moditying | Patient / Family . —=
Date Time (0/10) Location Duration Acuity Character Faotors Educated .Interventlon Sign
] Continuous | [1 Acute (] Sharp I Dull [ Increasing [ Yes
o ,—| . * H - . ‘—— =
3%\‘ L, | o Ay & A | [ Intermittent | (! Chronic [J Aching [ Burning | ) Decreasing | [ No W) A /Q_f
[J Continuous | [ Acute {1 Sharp 1 Dull [ Increasing ] Yes nJ A
%UO Q9 B) N }Qy— J Intermittent | [J Chronic [] Aching [ Burning | [J Decreasing | [ No Y ( 2
P (] Continuous | [ Acute ] Sharp (1 Dull (] Increasing | [ Yes N
%I,E Di m @ Nﬂ' [ Intermittent | i Chronic "] Aching (1 Burning | [J Decreasing | [ No e @
] Continuous | [ Acute (3 Sharp [ Dull [ Increasing [J Yes N 14\ N
‘Ugrl. Jo '8\9 m @ N ﬁ (] Intermittent | (! Chronic [1 Aching (] Burning | [ Decreasing { [ No S @
[] Continuous | [ Acute ] Sharp (] Dull L] Increasing [ Yes
Z‘g /,b /&P"”) ps Oﬁ\ CJ Intermittent | ] Chronic 1 Aching ) Burning | [J Decreasing | [ No /L,)ﬁL M
[ L [] Continuous | [ Acute (] Sharp (] Dull L] Increasing L] Yes In Cz
fo TCO'YW ol NA [ Intermittent | [ Chronic ] Aching (7] Burning | (] Decreasing | [ No L
) [ [] Continuous | [ Acute (] Sharp (] Dull L] Increasing C] Yes @
?/ 6 q‘] UJ D [D N& | O Intermittent | [} Chronic (1 Aching [ Burning | ] Decreasing | [ No W
L 1
X ] Continuous | [ Acute (] Sharp  [] Dull ] Increasing 1 Yes :
.?(J/ é/ 10 | CR 6(lo M/;)- J Intermittent | ] Chronic (] Aching [ Burning | (] Decreasing | I No P >
[J Continuous | [] Acute (1 Sharp ] Dull T Increasing [J Yes
[ Intermittent | [ Chronic 1 Aching [] Burning | 1 Decreasing | [ No
7 Continuous | [] Acute ] Sharp ] Dull ] Increasing (] Yes
[l Intermittent | [J Chronic [ Aching [ Buming | J Decreasing | [ No
Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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Numarical Paln Scale (Uhstetric and Gynecology)

1 1 | 1 | 1 l | ] 1 ]

I i i I T T | | T . I

0 1 2 3 4 5 6 7 8 g wwst
Ko Paln Passibie Pain

Wang - Baker (Pediatrics} Above 7 Years

COD o ®a®

HutsLitle B HurtsUitleMora  EvenMore Hurls Whols Lot~ Hurts Worst

PAIN ASSESSMENT TOOLS

FLAGC PAIN ASSESSMENT SCALE (1 Month fo 7 Years)

‘ SCORING
CATEGORY
0 1 2
. . * | occasional Grimaca or Frown, Frequent to constarit frown,
Face No Particular expression or smie withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Pesition or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
) ' Laying quietly normal position, Squirming shifting back and . .
Activity maoves easlly forth; lense Arched, right, or Jerking
Moans o whimpers occasional Crying steadily, screams of Sobs,
Cry No Cry (Awake or asleep) complaint ' frequent complaints
. Reassured by accasional touching,
i Content, relaxed hupging, or belng tatked to,: Ditficult to console or comfort
Consofability dishactile iificult to
Neonatal Pain, Agitation and Sedation Scale {upto 1 Month)
Assessmenl Sedation Normal Pain / Agitation '
Criterla - -
2 -1 0 7 1 2 '
Crying No Cry with painful | Moans or cries Appropriats ¢rying Not| Imitable or crying at | High-pitched or silent- i
Irritahility stimuli minimally with painful | irritable Intervals consolable | continuous cry
stimull ] iInconsolable
Behavior State Ng_ arousaltoany | Arouses minimally o | Appropriate for F'lesuess, squirming | Arching, kicking constantly awake
stimuli stjmull gestational age Awakens frequently | or g
No spontaneaus Little spantaneous Arouses minimally / no movement
mevement movement — . (npt sedated) .
Faclal Mouth Is lax Minimal expression | Relaxed Appropriata | Any pain expression { Any pain e)qJ'ression
Expression No expression with stimuli intermitient continual
Extremities | No grasp reflex Weakgrasprefiex | Relaxed hands and | Intermittent Continual clenched
Tane Flaccid tone decreased muscle | feel clenched toes, fists | toas, {ists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variabifiy with | Less than 10% Within baseline or | Increase 10-20% | Increasa greater than 20% from
RR, BR 830, | stimuli variability from normal for from baseline baseling, Sa0, less than or iy
Hypoventilation or | baseling with stmuli | pestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of syac or
recovery “fighting ventilator

=/
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REAT L Chirdronys | @ BirthRight
R LT URINARY CATHETER BUNDLE CHECK LIST riospital _ | (@zzzzere:
Date of Insertion: ....... 93’15 .......................... Date of Removal: ................... e
Parameters Date Shift Time |2 & = A Mp.

= Lo

Need for the Catheter JNes TNo | ClYes O o | DYes CINo | CYes CINo | LiYes CINo | CiYes [INo | LiYes [No
Hand Hygiene }Xes L1No (L}Yés CINo DM C1Yes CINo | [JYes [INo | C1Yes [INo | [1Yes [INo
Usage of Sterile Equipment s [INo ;J)fes ONo | OYes O I:Jg D‘ CINo | COYes CINo | ClYes CONo | CJYes [INo
Is the Collection bag below the level of bladder D/Yes/!ﬁNo ,B’ﬁes [INo | [IYes [J ?l{/ygs %No\ {lYes [INo ClYes [INo | TJYes [INo
Check the Tube for Obstruction (Free of Kinking) LAYes CINo %s CINo | [IYes CINo uv@évo O Yes\uwa\ [Yes [INo | [lYes [INo
Is Catheter dated as policy /uer’s CINo zr(es [INo D Yes [INo | [IYes [INo |f@ INo \J No | ClYes [INo
Collecting bag is been emptied regularly? es [INo Mﬁs [ONo | IYes [INo @es “INo = Yes O Ye} _Nb\\i._l Yes [1No
Maintenance of closed system for the catheter gs [INo Q’i@s [(ONo | CiYes CINo | [l Yes%’ OYes O Nl; E%/ _INo \B\J No
Dressing clean and dry? /B@ [INo | [#Yes [INo | ClYes [INo | [lYes [J Nor ) [1Yes [INo | [1Yes \E—rﬂ% [ IYes " INo
Is the line removed as Policy? /FJXES [1No Qéfe’s [ONo | OYes [INo [JYes CINo | CJYes [INo C1Yes |Yes 1No
Performance of Perineal Care 995’ CONo | CI¥és CINo | CYes CINo | CIYes CINo | [lYes [INo | ClYes [INo | ClYes LINo
Onset of New Fever ' [1Yes [NO ﬂ%s “No | CYes CINo | [CYes CINo | ClYes [INo | [JYes [INo | [Yes [INo
Asses for the leakage at the site of insertion TYes CINo #TYes [INo | [C'Yes CINo | CiYes TINo | CiYes CINo | CiYes CINo | “Yes CINo
Name of the Nurse SV’/I' - M M

Signature of the Nurse ﬁ) @ /

Docu. No. : RCH /FRM / CLINICAL / 114
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T Morse Fall Risk Assessment Form oo

) &
Rainbow® P
Children’s 2 BirthRight
Hospital .BYRMNBOW_M

Your Right to a Safe Delivery

Choose Highest Applicable Score from each Category Datgclolme 6 ‘L’A»l /[O v, G Fall Risk Grading
| g | Lg | e
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Q ® & Risk Level Morst;;:lsl)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 ® © fn
Furniture 30 - Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 4 ) O
IV / Heparin Lock or Saline :es 200 2.0 UN/D y1¢) Implement
I . . & @ Q @] Moderate Risk |~ 25- 50 mgsg;%tgnm
mpaire :
. tion
GAIT / Transferring Weak (uses touch for balance) 10 Interventi
Normal /On Bed Rest /immobile 0 (@) @ @) implement High
Forgets limitations 15 I Risk Fall
Mental Status High Risk 251 :
Oriented to own ability 0 @ O o ;rtz\;sgﬁggn
Total Morse Fall Scale Score: 20 0.0 L@
Signature §\.1 @ C—i‘A’

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

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

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

[ ] 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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il - Chirers | @ BirthRigt
i i Morse Fall Risk Assessment Form ot e v,

/
: . Ti ;
Choose Highest Applicable Score from each Category Lo Pl {{ [ b Fall Risk Grading
Score 4
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morsc;r::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 :BS 2 &b Implement
0
ey :o o Moderate Risk | 25-50 | Moderate fal
mpaire :
GAIT / Transferring Weak (uses touch for balance) 10 inervention
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitatio 15 i Risk Fall
Mental Status .g — = High Risk &=l P:evention
Oriented to own ability 0 N nteryeiion
Total Morse Fall Scale Score: il
Signature g/

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

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

Moderate Risk (25-50) Apply all low risk intervention and
"1 Assist and/or supervise ambulation. Reinforce to always 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.
"1 Initiate constant observation by healthcare provider as appropriate to patient's needs
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Mobility

imobile:
Does i.....  2ven slight changes
in body or extremity position

2. Very limited:
Makes occasional slight changes in
body or extremity position but unable

3. Slightly limited:
Makes frequent through sfight
changes in body or extremity position

4. No limitations:
Makes major and frequent changes in
position without assistance.

(T |

HNH. Rai_nb‘gw: e
e M BRADEN ' SCALE o | LY
I XA RAN| ° F) } > = B .
L L P s

L’

without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
o i Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
AC"V'W.TM dgg_r e? Ly Bogfast. non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
of physical activity Confined to bed

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.

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.

W
7
/
/

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

i
|
e,

skir:oisvg)]:cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing (_’
o Pk f 2 Dampness is detected every time 8 hours. every 24 hours.
O FNSTIN patient is moved or turned. 4’\ 7
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4, Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dI; 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

| 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

%




| Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mability, consider occupation therapy referral for advice
Regular Turning Schedule _ _
Enable as much activity as possible High density foam maftress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Atternating oressure matiress overla
3 Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
. Use the Same Protocaol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
L . .
Follow the same protocol as for “Maderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overiay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severs Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

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

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Mobili h - ey <
4 in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently. L]
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; !
A Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : : . 3 : ; p )
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.

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.

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

skn:DivaTcgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen onply requires changing
to rno'sf A Dampness is detected every time 8 hours. every 24 hours. \‘,

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

Friction Occurs when
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

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

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

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

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

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

but will usually take a supplement if
offered.

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

O |

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 ma/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mo/dl; capillary refill may be

2 seconds; serum pH is normal.

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

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

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surfaces
Risk Score Category Action (Pleass Nole: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral {or advice
Regular Turning Schedule . .
Enable as much activity as possible High density foam maitress
15-18 At Risk Protect’the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisturs, friction and shear ¢p y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam 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 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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. = Do h ANAL iy Raingff;w” [ .
D KiNOIRA re Sreung gy Children’s BirthRight
I Illilﬂﬂlll/ﬂllllllﬂlﬂlﬂ 1 tospial_ | ) ammzes

wo..3ING SHIFT HAND OVER FORM - WARD

Treating DOCIOr: sisvresscviirsinimsnismisusisnassanmmsiisssasinisin Department: ........ccoooiiniiicies Date of AMISSION: .....covvvrrnrssrenes
Z | Diagnosis: ' Any Infection: CYes CINo I Not Known
= ify:

E- If Yes SPecCify: .....ccovvvvreeesrireercinceceinns
w ) h‘\;’
2 | Area %,‘C \ %) k a
2 stift Tme 7~ R\ Q. o X/ [278,
g Medical Condition &
= | (Any special condition to be noted): &
A Nas o | W N R
Allergy: O Yes W’D Yes O | " Yes 9“0 O Yes .tz’ﬁo O Yes [:-}o 1 Yes ©TNo
Tubes/Drains/Catheter: Jres At | 2¥es CINo |01 Yes No | O Yes#No |0 Yes f?a O Yes @No
» 1 \ s = :
Vital Signs: Temp: | 48F Cﬂ\% [P q %3 Az ¢ b, 491
| Res: | 9o DD | ol | 49m| (v | 2L
L S0; | gq9- | QO] qop/ | ekl | AO | 44
2 Pulse: = — — —
(7]
2 8P s l9s Wb )A) 1‘1}/65: el | 0oy |1y y)7
Fall Risk Score: = L e — —— J— —
Pain Score: | A ~ = = o o
Safety Needs: P A " = \,z;, wL &y
- Physiotherapy | Yes=No | T Yes [2No| O Yes =2No | O Yles@l(o Dﬂsfa No | O Yes C-No
=
S o = o
g Others Specify: | A — | — — .
g Special Diet: | Yes C-No [0 YescTTNo | L1 Yes j2No | O Yes#TNo | O Yes =MD | L Yes £7No
£
§ Other Special Orders / Medications: -
Post Operative Procedure Special Orders: N A "l / —

Signature : 2l (© DA | By =
Date: @ 6 19k ‘L%\—\,b VE Lé 221 [2e. 24 / L
Time: Spm | W~ earVl Jpr

|
Taken Over By Name : MCL&&LL; w}fwuk— \S\A/wm[c & ﬂ\&\’] :
\&

Handed Over By Name : Smaﬂv\ Mb"\ MDAMSMWGL @)}I WQ}‘
LB
W

Signature : @ A,A‘ = %P AL

Date: L |94 [6]p]28]6 22 | 9) b | 2574/

Time: 99| gpol San| ahy | (png
Docu. No. : RCH/FRM / CLINICAL / 097 =1 |l U
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_ : Rainbow® ) s, P |
Patient Sticker Children’s ( BlrtthghtC. o
Hospital .BYRAINBOWHOSP&ALS E ‘
R takes 24t 1o frezt the e, Your Right {0 a Safe Delivery - - :‘V‘ 1
L
NURSING SHIFT HAND OVER FORM - WARD s I ]
Treating DOCION ..vevvevvvererirenrrirmsseremisnniaesssssesssarenns Department; ............. esesiesirssrensasnens Date of AGMISSION: oovcovessccrassssssossone
Z' | Diagnosis: Any Infection: OYes O No - O Not Known
= If YES SPECHY: couvverererere s mssesnssemsserens
=
[~
2 | Area. i 7 ..
E + Shift Time
= | Medical Condition
= | (Any special condition to be nuted):-_
Allergy: OYes ONo{OYes ONo|OYes ONo|OYes GNo | Yes ONo|OYes ONo Q ’
Tubes/Drains/Catheter: CJYes ONo|OYes ONo O Yes L1No ;T Yes ONo O Yes ONo |0 Yes O No
Vital Signs: ;"'T':“p:
RN es:
= :
= Sp0,:
2 - Pulse:
% ’ . BP: , T o=~
Fall Risk Scare: '
Pain Score:
Saféty Needs: _
» Physiotherapy |0 Yes CXNo|OYes GNo|OYes ONo|OYes ONo|OYes ONo|OYes ONo
=
‘-% Others Specify:
=
B . Special Diet: |2 Yes ONo|DYes ONo|01Yes ONo|OYes O No (D Yes ONo (O Yes ONo Q }
E = - :
S |Other Special Orders / Medications:
m - -
Post Operative Procedure Special Orders: .
/
Handed Over By Name : .
Signature: |
Date: - -
Time: , R
Taken Over By Name :
Signature :
Date:
Time: g

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




HNH-00012389 iP26-00006665

Mrs BEERLA ANJALI
02-06-1996 30YOM250 (F)

Y

"2
Rainbow” &

Children’s .BirthRight"

Hospital

1t takes a lot to treat the little.

CAESAREAN SECTION OPERATIVE NOTES

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Surgeon’s Name: “TOv  Incliva Rent Y

Date of Delivery: > F3fot)2ery

Assistant Surgeon: T Pomye 1';4}1., [[:hr Meoywnle | Time of Delivery: ALY j)m
Anaesthetist's Name: 15/ s [ ©V f\}v)(,w Gender of Baby: > STPP P
Type of Anaesthesia: S’P'W* Weight of Baby: 24950 Lot
Neonatologist: e Ao he AGPAR Score: g9 h
Scrub Nurse: SN Arehsrs NICU Admission: [JYes “No

Pre-Operative Diagnosis:ﬂ:m.\ RIS {J—ccl,wr&j youlirn | Com (ot fanal

ELFlective ] Emergency Indication: P"‘“"”&le ...... e T A
Urgency @L?%Jyamwﬂ

] Immediate Threat to life of woman or fetus

1 Maternal or fetal compromise not immediately life threatening

] No maternal or fetal compromise but needs early delivery

E/Delivery timed to suit woman and staff
DeCiSion time: ...........co....... (oo oo Knief to rectus: .............. 2O e,
CTG DesCrption: ............ooverrvenrene. JRoStarzeezn eoerst SO
If there was a delay give the reasons: ...l 5o Q‘EIL ..........................................................................
Surgical Procedure: _

Elechve WA

Post Operative Diagnosis: P o
Peri-Operative Complications: -
Amount of Blood Loss: v 2z ce Blood Transfused (in ML): —

Name and Number of Surgical Specimen sent for examination:

. FRM / CLINICAL / 155

(PT.0)




Examination Findings when Appropriate:

-

Presentation: B/Cephafic 1 Breech C10ther ..o, Cervical Dilatation: ...........cocvevevveieeereceeiinnn. cm
5th Palpable: ........... Y LS Fetal POSHION: «.vvvv.oveeeeeeeeeeeeeeeeeeeoeeoeooeooe o
Station: -3 (0-2 O-1 00 O41 [O+42 Moulding: [INome [+ [I++ [ +4+
Caput: ¥ O+ O++ [ +++ Meconium: [INone [+ [I++ [1+++
Bladder Catheterized : {-Yes 7 No Urine: =Clear [ Blood Stained

Skin Incision: = Pfannensteil LI Transverse ] Midline O3 OHher .....c.cooncreremnreeisereenennane
Uterine Incision: \Z’Iﬂ)wer Segment' 1 Classical Ol Inverted T 1 J Incision -
Previous Scar: [ Intact I Thinnedout 1 Ruptured Ao Scar LUS  pebFonye
Incision Through Placenta: [ Yes < No - lgoun .

Delivery of head: [ Manual ﬁorceps 2 | [_uup of Covel Curvou Need.
Liquor: D’(%ar L1 Meconium: [ || I C0Blood [ Offensive [ Not Offensive
Delivery of Placenta: 71 Manual  ~ECCT o, 1 Complete (1 Incomplete (] Piecemeal

Cord Appearance: ............... Nm"c/ ..................................................... Cord around the neck [2¥es [INO | (oo
Appearance of placenta: me’l' ....................................... Cavity explored [3¥eS [ No

Uterus, tubes and ovaries: .+ Normal I Not Normal Sterilization: [Yes _L+NO

Uterine Closure: ! One Layer E’ﬁvo Layers OO A 2t A . - A Suture
Peritoneal Closure: [ Pelvic Abdominal CINONE e, Cﬂ‘j»—ﬁ?‘*” ................. Suture
Sheath Closure: :

Fat Closure: izﬁs 1 No

Skin Closure: Subcuticular [ Mattress o &7’»‘3 o 1 IO A Suture
Vagineal Evacuated +Yes [ No

Drain: TIYes N0 1REMOVEIN weovroeereeeeeenn. days [ Await instructions
Ctheter CYes CINo DI ReMOVEIN ...ccicenesssneseinns days [ Await instructions

Swap & Instruments count correct? "1 Yes [ No [ Post-op Antibiotics C1Yes [INo

Intra-Operative Antibiotics Cover: [/ Yes [ No [ Thromboprophylaxis TlYes [INo
PO D BT AIINIE IOEEE . o v i s s s 83 A €A S B AR 3 A B AT A enosaals

.




HNH-00012389 IP26-00006665
2y om0 ‘"’?3'\«0”4& p .
| s «5’ X . T
e ity VTR e 507 o s @ i
Anaesthetist > 2 727 1 A— . o -yName: ... 4=C o — et -
"=CKLISTi SZS:ENﬁ::e..egI..’ﬁZ Date:&fé./%.... IN-HME : oo OUt-tIME © oo HOR- .1“::;"?:S$

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time..//20am TIME OUT  Time....///. é/.i___H Al SIGN OUT  Timer................
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity Tes LINo Introduced themsaives by Name and Role C.¥es™ 2 No The Name of the Procedure Recorded ~ [Yes [1No
Site ~#Yes [INo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure Yes CINo Nurse Verbally Confirm g Counts are Correct (or Not Applicable) ~ [1Yes [INo LINA
Consent J¥es CiNo i Correct Patient (Check ID Band) ~ “LiYes CiNo The Specimen is Labelled (including
Site Marked C¥es CNo CINA] Correct Site s CINo patient name) CYes CINo C1NA
Anaesthesia Safety Check Completed ~__¥es ['No Correct Procedure #Yes [1No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning #"Yes (1No Anticipated Critical Events Problems to be addressed CYes CINo CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? TYes ;No/ What are the Critical or Unexp OZ To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, 3& What are the key concerns f_or recovery )
Anticipated Blood Loss? 2aeyvA Wﬁas [INo C1NA and management of this patient? COYes CINo

Yes, & Equipment / Assistance

Available /um INo
Risk of > 500ml Blood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

/‘Y/ TINo [1NA
/ﬁ CINo CINA

/‘7@; CINo C1NA

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

Anaesthesia Team Reviews:
Are There Any Patient-specific Conpems? “Yes CINo CINA
Nursing Team Reviews: o

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

issues or any Concerns? A+Yes CINo CINA
Is Essential Imaging Displayed? CYes CINo CINA
Power Supply, Earthing, Power Backup

and functioning of equipment checked.  7IYes CINo

Signature :................ 5209“"“'“\ .............................

NAMe ©oeeee NN

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






PATIENT TRANSFER FORM

%
Rainbow® . . o
Children’s ® BirthRight
Hospital . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

It takes a lot to treat the ittie.

Patient Name & UHID No.

;1\(, /.

Date & Time of Admission

27/6l% %

Date & Time of Transfer Order

‘2‘*’(6/%@ 11> 3O

—

Treating Consulta Name Transfer Ordere\tl—by Reason for Transfer
/ : Scm’w )
From Unit To Unit Information to Attendant
st Mol
0T - Pt N

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes [ ] No. =

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Yo

SL.No. V. ltem Name Quantity

1.

R 1

2.

3.

4.

5.

)
Shifting Summary / Notes Written by Doctor:  Yes )| No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

’DT\ Q@VV&Y .

Patient & Clinical Records Received by :

S

_ji’.

Date & Time of Patient Received :

Mol @ 1 AL o

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

| Unavailable Bed
¢u. No. : RCH /FRM / CLINICAL / 102

|| Nurse not Available

| Available Bed not ready
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HNH-00012389 Z
1P26-00008 . =
— Mrs BEERLA 665 .
l 02081098 30 Y Ié?ll?c?ow’ 4 Birth ng ht
i Dr. Y.INDIRA RA 0M25p lidren’s
Hospital %35;"?@
our Kig 0 a Sale Uelivery

VIR  greveucs / ovnecotosy

NURSING INITIAL ASSESSMENT FORM

Date of Admission: QEJGI%

Baseline Information:

Admission From: [J ER ] OPD ,;/A’émission Desk  [] Others, SPECITY .....cceverereeicreeeeeceeee e
Primary Language: y‘r’ﬂugu i\'_'/Enﬁlish \};Hindi L] Others, SPECITY .c.ooeeiiieeicceceerecie
Doyorequireaninterpretar?’ CIYes: CINO  FYESSPOCHY . cisisiimmeessimissinssorsssesssississionssetssbasseonss ok isns sosnstns srevonsss skt ssithasis
Source of Information: ~ [] Patient (] Family [] OhErs, SPECIY .ovvreerereeereeireeeisie et
Allergies: [1Yes [ No 1 Medications ["] Blood Transfusion L] Food BRI
T YBS  HBNTITY .ottt ettt es e s s e es s e es et ea et e s e ee e st s s et en st ea e r ekt n et
Chief Complaints: ................ § aﬁ&] .................................................... Doctor Notified on Admission: " 'Yes [INo
....................................... Pf}uﬂ Name of the Doctor: ?’ﬂayf%¢
................................................................................................................... Time Notified [[W
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [] Other (Specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
"‘"—-‘
/V
Gynecology Assessment: || Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ........ocevvvviecnrennennns Caesarean Section: [INo [ Yes Contraceptives: [INo [Yes
................................................................. Cervical Cerclage: ['No []Yes Vaginal Discharge: [ INo [ Yes
Onsedof MEeNarche: ......cssesssvisinsesisiss Ectopic Pregnancy: [ 1No [Yes Post-Coital Bleeding: ZI1No [] Yes
Menstrual Cycle: [ Regular 1 Irregular | Myomectomy: CINo  [OYes Infertility: CONo [JYes
Last Menstrual Period: ...........ccceevvniennne. Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G .....cooovveveev P, R, A,
ProviOUS LSCS: ... ... iasesssssmssinminier
Current Medication: [ None 1 Yes, If Yes, Fill the reconciliation form
Family History: [ No Abnormalities Detected
['1 Heart Disease [] Hypertension [] Diabetes (] Stroke [ Seizures [ Kidney disease
[1 Liver disease LIIENEE o ivicnmns i T oo o obl FoR R T s e s ra AT T A T o R S oA e e iy
Vital Signs / Measurements: Temp: .S 2F. HR: .8 ... RR:...2%0......
BP: .LLST.[K Weight: ............... Height: «.............. T

‘Assessment:  Pain: [ Yes }N‘J‘ (If Yes, complete the Pain Assessment / Reassessment Form)

.- RCH /FRM / CLINICAL / 151 (RT.0.)




HNH-00012380 IP26-00006665
Mrs BEERLA ANJALI

e L
A T
General Appearance: Healthy [Till looking ] Anxious (] Agitated CTMNOISS memsivssmmesiirmamaies
Fall Assessment: [] Yes ,Zﬁo Score ........... &>.. (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ 1Yes [0  Score....... Q... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
") Mobility problem L] Walking Problem 0 Abnormality Detected
"I Developmental Delay I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: FMormality Detected
LI Overweight [! Poor Appetite > 3 Days L1 Needs Therapeutic Diet.

[1Under Weight [ Diabetes Mellitus L1 Hyperemesis Gravidarum

Inform consultant for positive criteria

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

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: (1 Single D@d CiDivorced L) Widow

2. Special Habits: Smoker: [ ] Yes I;Hﬁ Alcohol Abuse: [ Yes EZJ/ Drug Abuse: UYes}—No*

ORI MIRIONY: LIVES WYL . cisressmnmsntstrassanm s s ensixeys  marmrss e e e AT PR SR F T8R4 U A P A SRS EB A PR AFAA RS

Orientation has been given regarding the following aspects:

Call Bellin Reach: [IYes I No Waste Disposal Explained: IYes [No

Infusion Pump : [C1Yes [INo H:and Hygiene Explained: ] Yes [J No ] Others
Above information given to Pﬁd"f@-ﬁ .......................

Name of Person Orientation was given to: W\YS'M\_&)Q\,D_).

Orientation not given Reason: N@P\- ..........................

Nurse Signature: .................. (g‘”"’ .....................

Nurse Name: .................. g_u%o.ﬂ’{/f\
Date & Time: '2}{6126@ ...... ?\.ﬂ\n..
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Rainbow® . A
Children’s | @ BirthRight
PATIENT TRANSFER FORM Hospital .3qu‘:‘$??:2§5211‘3:":
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-MM::I! 1P26-00008065 . !
e T | 0006096 @ §49h |93k 1265 AN

— Dr. Y.INDIRA

A
g Ve 0By
From Unit To Unit Information to Attendant
PR & PS4 (%0 g) s Mol |

Number of Sheets in Clinical File

vx\)\){

Number of Imaging Films

?\%(\/ \

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

Yes[ | I\:lgj}
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
—
1 | /
2. . &
Bt
3.
/
4, /
5i 4

Shifting Summary / Notes Written by Doctor : ﬁsE

No| |

Name & Signature of Person who is Transferring

Yool denmido @ towed by

Name of Person Ordered Transfer

DN Nemnenoy

Patient & Clinical Records Received by .

AN

A0 A~

Date & Time of Patient Received :

S @

6_.L{D'pw

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




z
Children's ‘BirthRight’“
PATIENT TRANSFER FORM Eg?ﬁ?ﬂgﬂm& BY RAINBOW HOSPITAL

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNHK-00012380 |P268-00006665
E::;i:g.::;::'vmm (F) ‘:}“}-IQ [‘16@ g:b\qpm ‘}_?”6 b@, @ 1 [ ': zoﬂﬂ«
L Dr. Y.
ATy Transtr Ordered by Reason o Tanser
AN

DR - MobriSha

From Unit To Unit Information to Attendant

Yes=T  No[ ]
™M) v er s

" Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed

over to attendant

— Yes[ | No| |
@ If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. [tem Name Quantity
L | RL - Soeoml >,
2
3.
~ 4
5.
Shifting Summary / Notes Written by Doctor .~ Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

( . . =
SAsw Cufolle 2| M- podShw
Patient & Clinical Records Received by : ung
%xﬁmlém
e T

NV

Date & Time of Patient Received :

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

Docu. No. : RCH /FRM / CLINICAL / 102
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HNH-00012389 =

. = ®
Mre BEERLA an, " 1P26-00008 865 Rainbow ® - _,
f 02:08-1p9¢ Children’s BlrthR'th
YOM23p
— Dr. Y.INDIRA RA (F) i BY RAINBOW HOSPITALS
Hosp|ta| Your Right to a Safe Delivery

A, e

bricno{ FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?

‘[J/ﬁ'. Yes ] b.No

N 1 1] T | | s e

. Nipple condition:
~ p/zi.OI:ipple well formed
] b. Flat nipple

1 c. Inverted nipple
I d. Short nipple

w

4. Milk flow:
1 {a
b. Drops of colostrums
O c.Dry
5. Steps for Positioning and attachment:

[] a. Baby goes to the breast
1 b. Mother always sits with a back support
- (1 c. Ear-shoulder-hip should be in a straight line
L1 d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




6. Was the position explained:
0 a.Yes
L b.No

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

8. NICU admission: r&o
[  a. Mother needs to stimulate her breast for 2 min every 2 hours

O, AGAIIONA MOTBS: ...ttt ettt ettt ettt e e e e st eee e e ee e eeeeasen e et e eas e e e eeseenees e en s e st ensaeneenseeneaneensenneeaseaseneerteeneeneeanens

Continuity of Care: Date: ?—7—!" .......................... ()
2 ASSess 1 pt opdy Hap

—) Ak on delfad g A" Casdod
2D e oM o indaired
—2 ol L)m(}«(ﬂ DA £ cv(;\&_,)/)

J g




inllrrf)z/'fwGn . -
INFORMED CONSENT FOR SURGERY OR R rens ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE DO | W

Patient Name -\ RS Q)GGRL_R ...... h WAL - conder: [ Male HFemale AGE: oo E\{R’g
GHD N0 NY - oo \agq. Date:.ﬁ}X@?& ...... 026

Instruction:

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

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

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

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

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

My signature on this form indicates that

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

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

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

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

5. lauthorize the consent to the performance of the operation orprocedure M Q -

Name of the Doctor who is performing the Surgery / Procedure: .. NOALY O R AL S

Consentee : ‘ Patient Attendant :

Signature : ?ﬁir’/ .................................. Signature : .......... S g ereeenassenae

Name : mlf&@?'ﬂrﬂdaxﬁu Name: ... TRARUN ST 8AVE. ...

Date & Time : .27 [duwwe.[. 2006 ... S0 Relationship with Patient: ..... Y. S B Y. .
_ Date & Time : .27 b&lXx2e Q. .TH ..

Wi . gw} Doctor (who is taking the consent) :

SIGNAIIG : ..... oo GRSy g Signature : ....... j\ﬂ.f:— .........................................

PR &t Name : .......... NN e

Date & Time :

Date & Time : .2 7[0C[202¢ © “THm
Docu. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR GENERAL / Chitcrens ‘ESILZLBL%EE
REGIONAL ANAESTHESIA / Hospital _

MONITORED ANESTHESIA CARE

Patient Name : Mfi ......... M eoa Lhgols O Age : .30‘( .. Gender : Male O FW
UHID NO: HNH - /Lz,a? Surgeon Name: g’ M &IM,

Anaesthesiologist : ...........cco........ 9’ ..... efa/w ......................................................................................................

Operative procedure planned : LJ(A ...............................................................................................................

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

O Heart disease [ Hypertension DD@. mellitus 1 Renal failure
- [0 Hepatic disorders O Shock O Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis

witatmg Cronic Obstructive Pulmonary Disease

....... Cledling | eed o fromspeaim.

| e

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

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon @ny patient
............................................................. the above mentioned operation / Diagnostic / Therapeutic procedures

| authorize and give consent for anaesthesi(_()}ﬂ@aal / O General Anesthesia / CJ 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 thej?beﬂa.

- Pregnant~A Yes 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 : s Witness :

W :
SIGNALUTE © .o e Signature : .......... Silom— e
Name: .. . BEERALH ANSRLE Name: ... O RRIN  SUTRAVE..
Relationship With Patient: ... Date & Time : 2H¢.[26.. &AL HS.A M

Date & Time - . 26126 &) 414 Pm.

@



%

: Rain.b:gw® . -
Department of Anaesthesiology Children’s & Bll‘tthght
PRE-ANAESTHETIC EVALUATION Hospital .3::;'%2;'53:33
' - 1258
Age: 30 ...... Sex: Fm UHID.No : HNH ...... I?
Date: 9“" b ................ Time: IBO M ........ Proposed Operation: ...... L.AC.d 7’*‘/0"'“3‘2’0‘1M
Diagnosis: ?/Z/LM/\ ........ “"{— 5?’ .......................................................................................................................................
B.P / CRT: '06/6gﬂ S Weight: ...8.9..:& ASA Physical Status: 11 ©12 Z3 04 05
G Laboratory Data:
\'b]b gb: “; Glucose:(.:;nb ............ Protein: ..o HIVG csisiaisisasoinas BV cniovtniniaiii
/CV: ";é"{go UTBE: wovveeroeroessreeersseereres A oo eeesieennn HBS AQ: .vvoevveiecernnn, ECG: oo
WHE - 3 Creat s | TOWIBHE s HEVE N cnssamgmsn, SDBChOT s
Plate; ........ 7‘,’!{}; NE: cooreveeereeereeesessrieessenee DIE Bl o Blood grcup:gj@. Stress/Anglo: .................
I WL S o [ : | s, T BNk B o .
PTT: 7‘4 BREEE o  DICDROSE woiinmmanrsrmspars T4 <? ? Z - W !{g‘) '
INR: .. olfgo 14 MG et ATVIBSEE s, 11T FR———————
h, - 7’, 7 /" 0] SGOT/SGPT: ..o S
oI - 0&' %0 Allergies: (N Lepy A~ .
Medical History:  CVS: / _ |
ResP: AD Cipnid) caomdt mednilad Aofisnf Diaees: DM o0 OHA + HAT .
: 7 —
ot Oady bNCS - umtmindnl - \ace ot d
Renal : N ) I,\
Hepatic / GE ;S Mopic - (70 - Physical Activity: N HA - T

oves: Aon 0 Bprdd on Medicalian - Mers > § .

Past Anaestietc History™/, 0 |

Physical Exam: MW

‘ P N
Airway: MP 1 2@4 Mouth Gpening;d«xq, Mentohyoid Distance: }Pﬁ? Neck: C’y Teeth: MM
, .

ngs: /., ., I,

Heart: Lk L’O‘M

CNS: e . J
Pregnant. [6s CINo CINA | Venous Access Site {4 pA8pide Exam for regional: A JLUiA -
!

Anaesthetic Plan: CJMAC [ Bmﬁu CJGA-ETT [JLMA /

. . . . - AT
Peri-Operative Plan Explained to the Patient: 1Yes 1 No \ W

+ .
Pre-Operative Instructions:
CURRENT MEDICATIONS DOSAGE p W A_Tgﬂ

N 0 UV) 2 é— M . 1. DVT Prophylaxis : . 0“-5
TH :;’/LO 2 = 7l 2 NLoraL<T[ o B %
6L%O’VIEJ¢’7A /OOCQ”\Q | —— X — A" il '

At ™ 3. Informed Consent: ~ Higp-Risk
A7 /’LA'F (D 6 U == X X 4. Post Operatiye Pain Management: _#liscussed with Patient

Signature: %/
F

Docu. No. : RGH / /CL

OT.TAKE. INSVLN / METOLMIN

O DAY OF  SunyErY. ‘f
W KpLAGIUITY OF PRAC




HNH-00012389 |P26-00008665

Mrs BEERLA ANJAL! Z
uz-ns--lm ao yomM2sD  (F) Rainbow® . " . ”
| Children’s BirthRight

|\\|\\\llll\\||||||\||||l|||||l|\lI\l = ANAESTHESIA CHART  Hiospital _ | () zeummonims

- s swwwoolHGIL /

Change in Patient Condition: - ] Yes \,z/m Fasting Status: a—*ﬁ«
P
Physical Status: \Z( Patient Identified " Consent Present L,:A'?/Chart Reviewed

—=1 T 7 I
H.R: ?Q/M IB.P/CRT: 5?6/614 [Sp0,: /60 '/. [RR:_/&/m |LastFeed 7§ A4
Pre-OP Dmgnosus ............... A oy e Operatton MM ......................................... Date : 727 ,/ .................
Surgeon: ym‘/p:wm/ ..... Dy M esthesiologist: A-rm/r[W .. 4 3 .. (L omm— I e

TmE ]/ 310 19.3-4%4 -

N.O/AIR/O, LPM .
HALO /SO /SEVO Antibiotic »

Drugs: [ W
Loyl A A P
aroN TSV B W TR RS Suppostory

CLof=rAC
i / a-w?e
£ aﬂ 7
Blood Loss ¢ ‘7 .
i o ST ‘d
FI0, / 5a0, /20 V2V /80
ETCO,
EGG " WP ]
Temperature G
Urine Qutput NOTES
2
T AN AN
28
T o
BP 240
V' Systolic 220
A Diastolic
X Mean 200
« Heart Rate 180
Tournigquet on Time
Tourniquet off Time 160
140
Throat Pack In A A
Throat Pack Out 120, ,/\/ A T
100
80, 5
60 A A AL
40
20 EY
10 U
0
ABG
LAB Values
GRES
d Others
y(quip nt Checked and Temp: Indugction Regional:
Fyattional v 1 HME [ Fluid Warmer O [ Inhal Extrepp Specify: ..
| BP v 1 Cling Film 1 OH Warmer ] PO, 1RSI =T Spinal O Epujural ] Caudal
':I Cuff Sit ] Hugger's [ Cotton Wool | rs Others: ..
Site: . [ Aldther
- ] Mask ] SGA Position: =%
EKG Lead Himes: 0 O a - 7 Nasal Site: L
1 Temp Site o /} M“ irway (] Nas - g
1 FIO, Monitor Anaes Start .../, ETT# LN @i O Needle Slze }.fé ﬁDepth
o Monitor (012023 7: 1 O S [ 1 Oral [INasal []Cuff Parasthesia [1Yes [ No
" Pulse Dximeter OP End: . [ Tracheostomy [] Topical Catneteratskm..‘.,..v ..... :
[ Capnograph Leave UR- @O/'\ L Drug Name &Conc/
[ Ventilator Anaesthesia: 1 Awake ] Direct Vision Bolus: . }-()H?
[ Nerve Stimulator ] GA ] Video Laryngoscopy [ Stylette / Bougie Infusion: .

Posi

Block Level: 1
Commengs:

Transportation to z;%
#PACU Jicu [ Other

Relaxant Reversed (1 Yes CINo -

1 Mopjtored Anaesthesia Care . i
: %e’g{onal Blade ...
Pressure P ints Checked i

Difficulty WHy? ......ocoevee N
Line (Size & Location)
Eye Care: cev: ...

D Oint
Tape

dding
Awake

V/ | Bilat = BS
@.. ] Semi-Closed Circle
: ‘ ] Closed Circle

Dther Name of the Doctor :..... g8 & S A b M s

Signature of the Doctor ;




HNH-0001238

Mrs BEE 1P28-0000
02081900 AN ‘;”Yo s 2
D", Y.INDIRA s M2sp Rainbow®
Wm,” Children's | @ BirthRight
””H”ﬂ” Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery
POST-ANACO 111w UNIT RECORD
Received in PACU by ............ Q>-"1 “-MA ....... Time Received : ........ qu ..... M(PW) Time Discharged : .........ccoccuvunnn...
:fg ;ig IV CANNUIA SIE © .ooooveoeoeeeeeeeee e
= 230 230 | ] 0, Mask [[J Nasal Prongs
3 :33 gfg [[] Tracheostomy 1 T-Piece
&8 200 200 | [ Oral Airway ] Nasal Airway
E ::g 190 — r
180
§ ITD 170 | Vomiting : ] Yes L‘yrr\ Drug: ,WT’}:D\Y'M
@ 1:3 :g NG Tube : 1 Yes Z/N- \3"\4
v :;g :;g Drain; 1 Yes C?‘( |
i 12071\ AN 120 | Urinary Catheter. T Yes [ No
i 110[€ 110 . -
iz 100 ¥ 100 | Chest Tube: [JYes C&fo
=] o o0 | it orai [l Yes # No
o ;3 \/] a4 ;g IV Fluids: . QL
g :g :g Oral Feeds: ..........coooooveo.... N gm ...................
30
v 20 33
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 | 9 out SCORING INTERPRETATION
Abi i I = — z £
frivt =il by ket ot idions IR SO \ | 4 1| = AMiimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
ghleto deaplbrp:?g & cough freely =2
yspnea or limited breathing =1 RESPIRATION -1 . i .
;ﬁmzo T =g wd s Exceptions to this, are to be explained in the
* 200 Fro Aachiens love = space below by the Discharging Physician:
B < 20-50ofPre Anaestetc eve =1 CRCULATION - Ty |2 y ging Phy
E"y a\ﬁa calli = T
o uc;urza spun?s?nq ng ;é CONSCIOUSNESS ot '1/-
PRl . ki d, oth t R i 5%
E:;l:m:csky otchy, jaundiced, other - é coLof A L Q
TOTAL G[ (0 9 10
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Aol 1w | © N A X
o I & o o
2?’! 6| 2fm| © Alas s
%i% f @ N ) Q/

Pain Tool Used: [ | N PASS

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

[ FLACC

1 Wong Baker
DSk

ZINPS

ﬂUuL» ............................ e

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

6 {'))GW Eﬁ

Transferred to Unit by (PACU)'

Date & Time: .

ﬁ\b{t@\&&a@ S

Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention

tboqj




Rainbow”® ] .y
Patient Sticker Children’s @ Birth Right
) Ho spital . BY RAINBOW HOSPITALS
It takes a kot to treat the Kitle, Your Right to a Safe Detivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
DaAte; veecvrererrererereereerereeeneeeas TIME: oo Procedure done DY .....ccvveeeeccriree et praasessssacies
CSE /Spinal /Epidural Pasition : ....... feeeeaes SPACE e Technique (LOR/LOS) ...ccoerivrenrer
Depth: v Catheter at SKin: .....coceeveveveevirvriierennene AHEMPIS © 1ot
Parasthesia ; YES/NO if YBS UELAIIS : .vvvveiiee s rire s srrer s re s sssns st s b e s p e s snsa s srnan s fr e n e nsa s ranans e n e basnsrasaere
SOIUTON GOMPOSIEION : ..veeceeeeereeeersererese e seseaseses e b atestesebsesessonseseneboesssbosses ot sesRe R FsasROR SRR LR OR TR AR PR KOS SRR RR SR SR eR R ST aR B A SRR
Any other issues : )
) OO YT
D) sttt st s deiemtetirarates et ens e ae et bed oS4 LSS 4e AR LOE RO EEROT RO RN OERE YRR SR ORRESROR RSN RSN RSO R SRR £ PSRt BB RN e beS
- Infusion Rate Level Maternal :
Time (ml/hr) Bolus (ml) | |[eft Right | BP | Pulse FHR Commenis
Delivery Details : ~ Time : ccoveeeecrcnnee. APGAR: ...coovreeeerrnee SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECERd : ....vovveireereeerc e e AR
PALENT SAUSTACHON & ..o ese ettt esva e ssssssesssssetse s eessssesseeeeeeestoseesesesemmeseseeseees
Discharge /Shifting ordered by '
DOCEOF SIGNAMUTE: .voeevvereeseereresreeeeemeeeeesoss oo
Doctor Name:

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

....................................................................
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Rainbow” i ik
Children’s (L BirthRight
Hospital .av_s_@@as’y_ﬂqzms
1t takes a ket 1o treat the Kitle, Your Right 1o 2 Safe Delivery

NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)

Patient

s Jos Bosslo

A UUUJ

Age: 30‘\} y Gender.

1
| e Ma U’

UHID No:

U3

#

. +f B
L

"-Ccool 2 3391P No:

b-0e0b € (Bate: o 16 ,J(J Time:

977 M

Diagnosis:

/

SCS

PRESCRIPTION DETAILS (Tick only one of the following)

S.No

Drug Name

Dosage

Remarks

1 b

Fentanyl Citrate Inj. 50mcg/M

!CC‘(Y\(?

o

Morphine Sulphate Inj. 15mg/MI

S

Remifentanil Hydrochloride Inj. 2MG

[P

Rl

2
3
4

Remifentanil Hydrochloride inj. 1IMG

.

Doctor Name: DY Sk A );\.\»\g

(

Doctor BEQ‘%‘R‘,‘\OP r% ME ) 0339%

' Signature: l‘/jf?y
\

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E

(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

IP Registration No: QGCFCCé((g

Date: ...... .

Aadhaar No. of the Patient (Optional): ...........c.ooeiiriiiiieeiie et e

........

6 };;‘(

Name :

e . Beonla

A’

Complete postal address (with contact number, if any)

Brief description of the illness

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

Details of essential Narcotic drug dispensed

Date

Name of the Essential Narcotic Drugs
|

Quantity

Signature / Thumb
Impression of the patient /
Patient Attender

Remarks, if any

o7

k

|

Dl

0!

)cﬂtom.{-i
U

Dispensed by (Name & ID No.):

Received by (Name & ID No.):

Time; ..

\l {
V. \ad

b

Docu. No: RCH/FRM/ CLINICAL / 133

oLy

Signature: .

\ ) LA

UV Yalodls®
Signature: ”‘f{_’_




