~ HNH-00016348 1P26-00006738 Z
Mrs SAMEENA PARVEEN bo

- 20111980 sY7MSD (R Rainbow® .
| O, SWAPNA SAMUDRALA Children’s Blrtthght
QT rospital _ | e
SURGERY DETAILS
Date 1’”#’/% ........................
Patient Name: ........... M Tégdmeemgmv@ﬂ Date of Birth: ... A= (1=1980. . Age: Hey
cender: . ool Ward: oo O UHID No.: TN — D0OX(§ 246
Date of Surgery: LFH e L 0T-1_20T-2 []OT-3 []0OT-4 [JOBGOT-1 [] 0BG OT-2
Name of the SUFgery : ..o, H 6\3 ................................. *8% ......... b (O C 1 I
- a
TR N 3.eevernrsenes ]900 LA Time Qut ........ l Qb{(fm ...................
NAME AMOUNT
1. Surgeon %Smmpm .....................................................................................
2. Anaesthetist S O I S e i,
3; PBSISIANE SURGOON: : iiuinaisssusavsssnseinmtpimmiasiiiisaarsiemiabss skrisss Mrs SAMEENA PARVEEN (48 7 8

orvonn - Stpallonf F I 5

5. Circulating Nurse : ... S Keouna . SY lfuitq 1. Syﬂbfﬁ)ﬂa\. ..... “HN28010843020

6. AssistantNurse ;.Y S48 / 2 ...... % ................................................................
%2 faﬁﬂz‘" 06Ul
o 711695(0?7 ?{‘

Special Equipment: [~ Laparascopy— (] Broncoscope [ Harmonic | Morcelator
. C-ARM || Cystoscopy || Versa Point | Liver Cusa
[ | Neuro Cusa DS cvivcomsimmniiininnsn s issssmiimieis

! TN Q on
Signatyre e Surge Signatureo%huiating Nurse

Order No: JJ”Q&MZ/Q/KKC? Order by: _éf,/td‘%lbé }//?/Zf :
Z /" /fm

Docu. No. : RCH /FRM / GENERAL / 114
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Patient Sticker Rainbow®
oo diciapra \ B CirthRighe
“I* CONSU MABLES OF QT leseital e s
Circulating staff :............ ?V‘f ................... Technician : Sr? ...................... Date : Q}?amﬁ ........ 11
Anaesthesia Disposables [ ,_...9% | Surgical Disposables wevea 0 usea| Disposables (Baby Side) | 9V
ET tube Major Pack Inj Vit.K
LMA o _~ | Sutures Cord Clamp
ECG leads : K/ P /N A0 Suction Catheter
HME filter : A/ P /N > Feeding Tube
Syringes : 10 cc 52 | _ .| Vaccum Suction Set
05 cc 52 | sloves §) 62 vS2H1 | Surgical Gloves
02 cc ~9 | Erxoye G NS Gauze Pack
01cc " Syringe 1ml/ 2ml
Cautery plate : A/P/N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL _—1 \J& | Cautery pencil
NS : 10ml/ 100ml / 500mi / 1000m! Jeg O | Koochies
Alvapere o\ | Ointments Dralogounts | AL
1%a ‘}m_,_ 2 /o8 | Suction Catheter e ! J
Fentanyl > m) | Cap, Mask ot L 0Dy P
Morphine Gauze Pack  \OY\D O’g !
Ketamine Mop Pack
Propofol Steristrip Dﬂg\
Rocuronium | Underpad AP -
Glycopyrolate \,6 (| Draw sheet E P
Myopyrolate Abgel “TURP, 5€* N4
Ondansetrop— Foleys catheterkt@u’ﬁﬂ L0 — \l//
Pencan 25¢/ Spinal Needle 22 O [ | Urobag ' i
Bupi i\calne 0. 5% % Chest Drainage Catheter
waaca‘ﬁé‘ﬁrS%(Heavy) Ve | | Romodrainbag %
Antibiotics Bandage -Hl nls me i
Enute 1.5 B\ | Tegaderm T ) (" .
Suppositories leban [ OY felly \e(f
Anamol : 80mg/ 250mg /170 mg Double J StentJ U
Supridol : 100mg X /6 | | Vaccum Suction set )
Justin : 12.5 mg / 25mg / 100mg = Plastic Bed Sheet %
Tab. Misoprost : 200mg Betadine Solution h/b}
Qaune 7 -< V@) | Microshield N
Qf\f ‘Eé; 0 6 K \/Ci-l Cotton Balls _/6
3 SGeth 100 \/6 ) | Latex Gloves

Ramdione Scrub

sl _(alie tone |

Surgeon Anaesthesiologist Nurse 0T Technician
Order No. : j(ﬂﬁ?@az/ﬁfyj/’/f#é Ordered by : :ﬁta{{/l«t.é‘@b{/‘?/ ..............
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RAINBOW CHILDREN'S MEDICARE LIMITED

“ ,
Rainbow Childrens Hospital-Himayatnagar
B | @ Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Rai b,.ﬁ‘ i quarters road AP State Housing Board Himayatnagar Hyderabad Telangana .
alnbow INDIA 500029
Children’s = Tel No : 040-48873000
Hospital VAT TIN ; CIN :
Rumbow
DL NO:
Registered Office: 8-2-120/103/1,Survey Na.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS WETNININI TR i
IP No i 1P26-00006738 Ward 4F -0T
Patient Name ‘ Mrs SAMEENA PARVEEN Bed Name PDA-414
Age/Sex 45Y7M5 D/ Female Order No 26-0000210645
Date 04/0712026 13:57 Prescription No PRIP26-0091403
Payor SELFPAY Dispensed Date 0410712026 14:01
UHID HNH-00016346
S.No ltem Name Manufacture Name Schedule Batch No Exp Date 1ss5 QTY Unitprice Net Amount
1 FAVIN HEAVY SMGINJA  oonyaboratories Ltd ~ H KP1713940 02128 1 31.47 31.47
2 BACTOPREP SOLUTIONS  RAMAN & WEIL PVT RTBP26002 02029 1 229.00 229,00
100 ML LTD
Biocare
3 BIOXAMIC 800 MG INJ Phammacauticals H C3IBIO004 01/28 2 73.23 146.46
4 COTTONBALLS 2GS Bapujl Surgicals GENERAL M2649001 02130 1 67.49 67.49
DISPOSABLEE APRONS )
5 STERILE XU Mediblue 26041802 03/28 2 120.00 240.00
6 DSYRINGE OML {NIPRO)  NIPRO GENERAL 26C10K13 02/31 3 28.13 £4.39
? DSYRINGE 5ML{NIPRO) NIPRO GENERAL 26C03KS6 02/31 3 21.56 64,65
8 DSYRINGS 25ML{NIFRO)  NIPRO GENERAL 26A05K04 12130 2 11.25 2250
E.C.G ELECTRODES .
9 (ADULT) Ms GENERAL EB260026 04128 3 61.00 183.00
10 g',‘;""’ M'm?lptlc glovos: H 2510073405 10/28 2 117.00 234.00
ENCORE MICROPTIC
11 GLOVES. 7.5 PF ANSEL 2509051317 09/28 1 117.00 117.00
GAUZE 7.5%7.5 12 PLY (5 e
12 NOS) NON XRAY Bapuii Surgicals GENERAL M2641119 04130 2 100.00 200,00
GALUZE PACK STERILE DATT MEDI
13 10x10x12 P 55 FRODUGTS GENERAL M2641107 04130 2 113.00 226 00
14 IRRIGATTO{ LR SET) ROMSONS GENERAL K26C010482 02/31 1 487,00 487.00
LEGGINGS DISPGSABLE
15 (PROTECTCARE] BIG General 2025HIPLEGGINGS  12/28 1 210,00 210.00
NELTON CAJHETER-10
1 LOLYMED Polymed GENERAL 2610064A 12130 1 78.00 7800
NS 1000 ML CLOSED Aculife Health Care
7 iRorLEX v LN GENERAL 20260723 02129 2 105.22 21044
1B PENCAN25G™312 Sbraun Medical Pviltd ~ GENERAL 24K266G8217 09/29 1 460,69 469.69
19 FOVINANZ SOLUTION 10% H NNO 160178 02/28 2 100.31 200,62
PROTO GOWN (ADULT)
M OROTECTCARE) GENERAL 7T115FER2026 12/20 2 450,00 900,00
” Z‘I(ROLME I8 AMP 0.2MG 1 ﬁﬁ?N LABORATORIES 6616 107 1 15.37 15.37
Ri. 500 ML CLOSED Fresenius Kabi India
2 ooom Dt Lo 16264729 02/29 1 69 39 £9.39
SGLOVE #6.5
2B SURGIGARE) ICARE (KANAM LATEX) GENERAL 26EB07IM 04131 1 91.00 91.00
24  SGLOVE #6 [SURGICARE)  ICARE (KANAM LATEX)} GENERAL 26C2003M 02/31 2 91.00 182,00
25 SppDOL SUPPOSITORIES eon Laboratoies Lid 1 BLNP342016 10127 1 36.92 36.92
TEGADERM WitH PAD
26 gx7CMS (3562)(8582) IM HEALTHCARE GENERAL R03260919 0229 1 102.00 192.60
27 THEMICAINE[30GM JELLY  Thems Medicare Lid H TT080 0328 1 34.82 34.82
THREE WAY EXTENCTION
28 00 CM .CHIRON GENERAL 25C055 02130 1 550.00 590,00
29 WNDERPAD £0X90 105 GENERAL 06260501 04129 2 146.20 292.40

Pack - MEDICUBE
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RAINBOW CHILDREN’S MEDICARE LIMITED

Rainbow Childrens Hospital-Himayatnagar

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

. quarters road AP State Housing Board Himayatnagar Hyderabad Telangana
Rainbow INDIA 500029
Children’s Birihe o TEINO:040-48873000
Hospital e VAT TIN : CIN:
DLNO:
Registered Office: 8-2-120/103M,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
(ERLIE EERIRLICE R AT L
INPATIENT ISSUES AGAINST ORDERS
IP No 1P26-00005738 Ward 4F -OT
Patient Nama Mrs SAMEENA PARVEEN Bed Nama PDA-414
AgeiSex 45Y 7 M5 D/ Female Order No 26-0000210645
Date 0410712026 13:57 Prescription No PRIP26-0091403
Payor SELFPAY Dispensed Date 04/07/2026 14:01
UHID HNH-00016346

Roceiver Name

Total : 4,257,05 5,905.64

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GUVVALA VIJAYA SUSHEELA
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7\\{ A Rainbow’ BirthRight
Children’s g
‘ Hospital e K103 2ot
ESTIMATION SLIP ot | .
Date : ) 2 ’17!,': UHID /IPNo.: _[J /) H‘OU? C._‘_me SINo. | £59
Name of Patient : J ' %’1 0: ‘f’_f', ool a ,1‘“_, 102 Age: [ /;“Lr;x”Gender:
Father's / Husband's Name : Corporate / Occupation :
Address : s Phone : é QQ#QQQUQ Em:,fl L Chl 26
Procedure / Plan : ] EDD/Dos: - I L
MODE OF PAYMENT GIPSA: oT HE{{
TARIFF INFORMATION :
Particulars Package Amounts (Rs.) *
Room Category Normal Delivery LSCS
Adylti Shared Ward
Shared Ward L ‘ gZh Dl cectom, T/n.. Z
Twin Shared Ward I i SO b 1 Vi .
- ]
Private Room = = ! = { 4
Super Deluxe Room //.L o SR 7 B SSUPPI U 9 1 y= i
Suite Room C,, & it o J ¥ ”J E
1 2 2_, s [wﬂ: gy P 5 I '
Package includes Room Rent, Nérsing Charges, ‘Room Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
ackage starts from the > DUIR
n('Pme 5 fg albtion) Labour Ward Charges Anesthetist's Fees and OT Charges
, . Length of Stay for : Length of Stay for :
F Pharmacy up to Pharmacy up to
Investigations up to Investigations up to
Others
Neonatologist Charges: [ | Covered [ |Not Covered Epidural / Entonox: [ | Covered | | Not Covered
"'\-ialMinimumDeposit ; g l ,{}4“‘ p oo hqq P ,,Z /,m ALY/,
REMARKS : e i o

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

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

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

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

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

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

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

8. Tariffs are subject to revision -

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

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

DECLARATION
I AE2Ay. T M A ! Lsaveattended the Financial counseling desk and understood the expected costs and
other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
I promise to settle the hospital bill with the hospital without any ambiguity. -
A
{ fb v

SlE‘laL#G{ of the Client %7 N Signatory %é]ationship Signature of the financial Counselor
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04 Children’s } BirthRight
Hospital ~ | \)zerme

Name Mrs SAMEENA PARVEEN UHID HNH-00016346

Father/Guardian Mr AFZAL FARRUKH HAFIZ Age/Gender 45Y 7 M5 D/ Female

Address

IP No 1P26-00006738 Admission Date 04-07-2026

Ref Doctor Self.

Discharge Date  (04.07.2026

DISCHARGE SUMMARY

Consultant:

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)

69924

Diagnosis: PERI MENOPAUSAL WOMEN WITH ANORMAL UTERINE
BLEEDING

HYSTEROSCOPY AND ENDOMETRIAL BIOPSY DONE ON 04.07.2026

History: She came with complaints of amenorrhea followed by heavy
menstrual bleeding since May 2026.Bleeding lasting for 4-5 days, heavy flow.
H/O similar complaints in past in 2018 which was conservatively managed.
Scan done on 15.06.2026 showed Uterus bulky measuring 10.1x4.7x6 CMS,
adenomyosis and endometrial polyps noted at the fundus towards left side-
1.3x1.2x1.1cm, ET-15.2mm, Left ovary simple cysts noted. Pap smear- chronic
cervicitis and negative for intraepithelial malignancy. She was admitted for
Hysteroscopy polypectomy and biopsy

Menstrual History:-
Previous cycles: Irregular cycles, heavy flow

Obstetric History: P1L1, LSCS

Surgical History: LSCS-2008

Allergies: Nil

Medical History: DM since 2008 on OHA(T.Giemer-2),HTN since 2008 (on T.
metosartan 20mg OD, T. Cilnidipine 20 mg BD), H/O Cervical / lumbar
spondylitis

Family History: Parents - DM,HTN and CAD

Investigations: Enclosed.

1/3

® 1800 2122 @ www.rainbowhospitals.in
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Name Mrs SAMEENA PARVEEN UHID HNH-00016346
IP No IP26-00006738 Admission Date 04-07-2026

Blood group: "A" Positive

Surgery Notes:
Operation performed: HYSTEROSCOPY AND ENDOMETRIAL BIOPSY

Indication: AUB-P

Operative findings:

- Cervical canal normal.
Uterine cavity normal.
Polypoidal endometrium noted with increased vascularity.
Endometrial curettage done.

- Sample sent for HPE.

- Adeguate hemostasis achieved.

Post-Operative Notes: She was closely monitored in the postoperative
period. Her vital signs remained stable. She was encouraged to ambulate and
void spontaneously. She was shifted to room. Her general condition was
satisfactory and she was found to be fit for discharge. Medications were
explained to the patient supplemented by written information.

Advice:
1. Tab. Taxim O 200mg (Cefixime 200mg) twice daily till 08.07.2026 (9am -

9pm) after food.

2. Tab. Dolo 650mg (Paracetamol 650mg) SOS(if pain)

3. Tab. Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food
till 08.07.2026

4. Tab. Zincovit once daily (2pm) for 1 month after food.

5. To Collect HPE report

6. Continue all previous medications.

Review consultation with Dr. SWAPNA SAMUDRALA, after 1
week on 11.07.2026 at Rainbow Children's Hospital with prior
appointment (Review consultation will be charged).

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 ........f,.p... in a
language that | can understand and | acknowledge.
Patient/ Attender

In case of emergency like bleeding, fever kindly contact 9154865045 at
Rainbow Children's Hospital just dial one toll free number - 18002122. You can

2/3




s “ @ 1800 2122 @ www.rainbowhospitals.in

HIMAY ATHNAGAR

Rai bf; i . . )
: Children's ‘BnrthR.ght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs SAMEENA PARVEEN UHID HNH-00016346
IP No IP26-00006738 Admission Date 04-07-2026

also take appointments at any time by going nline
website www.rainbowhospitals.in @/
esi

Registrar dent/|
Consultant: LS
Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)
69924
3/3
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Rainbow®

Hospital

Tt takes a lot to treat the lithe.

v« ICIENCY CHECK LIST OF CASE SHEET

Children’s | .Bll‘tthght

Your Right to a Safe Delivery

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet \
2 Discharge Summary g
3 Nursing Initial assessment —
4 Patient Transfer form g
5 In-patient Medical record ;
6 Doctors progress sheets ]
7 Nursing plan of care and handover sheets —
8 Consultation sheet u.
9 General consent for treatment —
10 Consent for Surgery [
11 Consent for blood transfusion =
12 Consent for chemotherapy —
13 Consent for high risk —
14 Consent for Restraint —
15 LAMA consent —
16 Consent for special procedure / Sedation —
17 Consent for Formula feed gl
18 Consent for MTP —
19 Consent for Radiological Investigations —
20 Consent for HIV test —
21 Anaestesia notes (Pre Anaesthesia& post) \
22 Neonatal Admission/Delivery/Physical Exam | —
23 Medication Reconciliation {
24 Emergency Triage record =
25 Pre operative check list R
26 Surgical safety checklist |
27 | Operation Theatre notes \
28 Nurses clinical Presentation {
29 TPR & BP chart \
30 | Intake and Out take chart (fluid chart) !
31 | Drug chart (Regular Prescription) \
32 Investigation Values (result sheet) 1
33 Nebulization chart ks
34 Nutritional review chart (i
35 | Intensive care unit (ICU Charts) =
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale B
38 Braden Q Scale o
39 | Bed side check list )
40 PICU bed formula Dilution feeds =
41 | Gastro monitoring chart =
42 | Rch ED doctors note i
43 BP Monitoring chart —
44 RBS monitoring chart
1q
Total No.of Pages ||
Doc. No. : RCH/ FRM / GENERAL / 126 Signature and i
m,u (PT.0)
. Y| N




ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE




2 e Ralnbow Childrens Hospital-HImayatnagar
Rai_nb%w i 0 Rainbow Children’s Hospital, Door no, 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’si; hftich Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital | é t TEL NO :040-48873000
i WERB : hitps:/irainbowhospitals.in
| ADMISSION SHEET
. N . 0TI AN (NInE
Registration Details : I
Admission No| ; IP26-00006738 Admit Date : 04-Jul-2026 Admit Time :10:37 AM UHID : HNH-00016346
. |,
Patient Details :
Patient Name : Mrs SAMEENA PARVEEN Age :45Y7MS5D
Guardian : Mr AFZAL FARRUKH HAFIZ DOB 1 28-11-1980
Gender : Female Religion
Occupation Martial Status
Address (H) Phone No : 6300990840/ 6300990840
E-mail : 6300980840@GMAIL.COM )
'deission I'iJetails :
Bed Type : TWIN SHARING Bed No :PDA-414 Ward Name :4F-0OT
Room No : PDA-414 Admission Type : First Visit
Contact Details :
Name : Mr AFZAL FARRUKH HAFIZ Relationship :Husband
Contact Address Phone No : 6300990840

] Signature

Doctor Name

@ctor Details :

Co-Consultan

Refetral Doctor

: Self.

: Dr. SWAPNA SAMUDRALA

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

;
Payment

Mode

Payment Details :

: DCI/CC Card

Deposit Amount  : 50000.00

Payor Name : SELFPAY

Printed Date / Time : 04/07/2026 10:42

Printed By : 020099 Page 1 of 2
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Children’s @ BirthRight
Hospltal BY RAINBOW HOSPITALS

ot 1 treat the litt Your Right to a Safe Delivery

ACTIVITY RECORD FOR BILLING @

R HNH-0001g34q ~————————— === —————
29-118:” ENA PARyEgy 2 00006738
UHIDNo.: _________ nr m"" s 7480 ltant: ___________ Dept: ________
Date of Admission: _ _ _ _ _ ”I II/”,””, I ””” of Discharge: _ _ __ Time: ____
Room/BedNo:__ __ | Ward:_________ Suggested Billable bed type : _ _ _
WARD TRANSFERS
Date Time From To Signature of Nurse
vlor 126 I’APJ" bR g aT CiQ)_.//

Ll32e  [12'S0Hn o7 Do - Posf Auln D

Cross Consultation Visit

Doctors Name Date Order No. Signature

10
Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

Date Investigations Order No. Signature
a1
ulahe cop 2 é&@a!;ﬂv}es\/fk
ylales | p7. T 922
ylahe| Gpee (D2aqmg ldd . \OQ\S}//, b
/J%/




MEDICAL EQUIPMENT (WARD & ICU)

Date Shcfci e | Tme 0| OrderNo. | signature
wlalie] cacdine worider | 1amgpn] 2P | pd-oteyohs] 4L
126
; \./Q \q\ \ /
Cropa |-
W\ Tn-fueon pump | 120upm | 20 | No € ST PAbD
' N

Gropad

5

¢

i




PROCEDURE

Date Procedure Quantity Order No. Signature
th*ﬂ- 1y P auu.q.u:ﬂ- of 2 G—00m1i0&\§7/_é\
ulehel ph e op pages. \ \Gbsq / e
=Y
Bt
L

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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. . _1..+|Rainbow’
‘BWthR'ght Children’s

BY RAINBOW HOSPITALS Hosplta'

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

OPERATION THEATER NOTES
Patient's Name : plirhyias YTy [ RGO © oveuiasacs Gonder : ..o wessien

Dr. SWAPNA SAMUDRALA

UHID.: oo, T e —————— Weight © evveeerrreeneee.

Surgeon : DR - QAP Sy DRALA. Asst. Surgeon : -
Anesthetist : DR. L pvn\ R OT Nurse : Qs Vel
Surgical Procedure :

T SIRROMOPIC BRIOPIY ¢ POV Pecromy

Indications for Surgery : Pog _p

Date: g ¢y \;,T% Start Time : End Time :
PRE-OPERATIVE PREPARATION :

A U!\({fr s_’\}'\’:f"f Q&rf[j.(‘ {)VG'CO-“'LGU—’; MATM'I\':L(A
é E)nk:ﬂ\* tﬂ‘w‘ e f’ﬁokm:) Bml'L()l\ :

OPERATION NOTES:

2K C(t\»‘m!.ﬁ ca - oneea

A AR e mgéw - O0cecar)
PQ\\lm\&m\ endomdion ooted 7 Vroreased vasen\aid,
- Ey\\}‘Qme\N\(\\ cnweta e d%c
v &)m‘\\e et (Lm H’\}‘Cf.

A Mro\}nk‘ Yrenadast  ochgeve d

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

~ NBRm &P( l‘.\“NS

il tO C‘Awk 9

=
Vg snowniborie
)

T Toven 380 wad

elo ap YE’C{Q%E

. T Toln 6@%

-

'SK)S ﬁm ms_}i\
-~ % —

.......... D f.&.‘;.npsn.o...sgmdm b

Consultant Surgeon's Name

oooooooooooooooooooooooooo

's Signature
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SURGICAL O A T~ s (U 3 B
Anaesthetst: 5. SUPLYC...... | UHDNo.:... CrswAmASMWORA W ’C"““-"‘-"'s i
SAFETY CHECKLIST s 0 Sl o TN el | @

Before Induction of Anaesthesia » »

Before Patient Leaves Operating Room

SIGNIN  Time...|2-pm . TIME OUT  Time., I8 -A5¢ SIGN OUT  Time: A0

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

Identity s CiNo introduced themselves by Name and Role-=r¥es CiNo The Name of the Procedure Recorded | 1¥e§ [1No

Site _Tes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure _#fes TINo Nurse Verbally Confirm - Counts are Correct (or Not Applicable) /ﬁs No CNA

Consent _AYes [INo Correct Patient (Check ID Band) “IYes CINo The Specimen is Labelled (including
Site Marked CYes C1No LHMA Correct Site _¥es CINo patient name) /Yes INo CTNA
Anaesthesia Safety Check Completed _~Yes "/No Correct Procedure [¥es TINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning~"Yes “INo Anticipated Critical Events Problems to be addressed ¥es jAo [INA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes CLNo What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery

. , Anticipated Blood Loss? =Yes CINo [ NA and management of this patient? TYes TINo

Yes, & Equipment / Assistance . .

Available yeg‘ 1No Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [1Yes NG™ [ NA
(7mi/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned JYes TNo AR Been Confirmed? are there Equipment

Blood Units Reserved “Yes CINo =A issues or any Concerns? &Yes CINo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? _¥es [INo CINA
within the last 60 minutes? _#Yes CNo CINA
SIGNAIIIG 2..cvonss sl ARt it
Name @i ren

Doc. No. : RCH/ FRM / CLINICAL / 111
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Rainbow®
Children’s BirthRight
PATIENT TRANSFER FORM Hospital | . el
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
6738
s o UH @ NIEI Y
| 26-11-18680 48YTM8D {F)

I T
msa(‘ﬂ?“( Ohd e (/&—JHOO

From Unit To Unit Information to Attendant
o1 MU vos g Mol
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

/ é s s Yes || NM

If yes, what ?
Medications / Consumables / Surgicals / Hand over
S|.No. [tem Name Quantity
) 2L 0
2. o
3.
4.
&
Shifting Summary / Notes Written by Doctor : Yes/IZ/ Nol |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

g W ik

Patient & Clinical Records Received by :

u\.(bé.

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 / GLINICAL / 102
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I.P. ADMISSION SHEET FOR GYNECOLOGY

%
Rainbow" . —_
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Date of Admission :

Time of Admission :

AIBIGIBS: .. vvvveveeeeeeeeeseeeeeeseeseesseeee e sessessseessesanesaassnssnes /«é know any drug allergies

- PRESENTING COMPLAINTS : --== === ====x=nmmm e € .

iy lLSCS
Ctb- Om e hea %[h LS
“\,,
-~ anonawg -
o vnlor c'() h pod CQ_O\&D.
5 ASG- O - Balky
%&enmwj?ﬁ‘s
Cndomotn’ a! PQN

Lo QU‘\’&.@

L~ L0 \X Q-1 Bewmns

ET= & Lowr~

ﬂOL‘(: (\

- l%x 1*2 % \+1 O

\.ﬁk’ksw de.

MENSTRUAL HISTORY OBSTETRIC HISTORY :
Year of Marriage : @ ais 5] [[_* 3{3_ Parity : %P, 4 E
Previous Periods : (_\1“ AE%.L\G‘ . Mode of Delivery : L S¢ < :
ARIE [ LastChild Birth: 5y :
‘ Contraception :
: PAST MEDICAL HISTORY PAST SURGICAL HISTORY

o0 Owp. 'C mQ%D
CHGierrer-2),

\é@ wclo v vy QM}%
Con NV Mebsabon 24
: T<CR n\d\ Ve y
: ’?—B“IO C_ﬁ. l e 1 “ESWSB -

Docu. No. : RCH /FRM / CLINICAL / 086
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Dr, SWAPNA SAMUDRAL

QT e

- FAMILY HISTORY: ‘ MEDICATION HISTORY:

Te ‘\W\:A: \ |
%VG‘AS DO A N g Oa ¢ et} D

| T Rosunas 2@ o ‘
oo, | Te fnde g
J sardon Sbwjz A |
| ’ W G“ﬁnﬁer_-z '\%3. |
I B
< INITIAL ABSESBMENT S <o «-sencensimnsson s csarmnnasnsnnsamat Sas e m A co i st gpe i e s :
Date_ 2 w26 -Breasts Local/Speculum Examination :
Ht. Wi.
D & |
BP ‘ : @
Pallor @ Bimanual Pelvic Examination :

CVR ASLS_;@— Abdominal Examination :

Respiratory System(&XMES N\ \g{
CHD
Thyroid @

PROVISIONAL DIAGNOSIS : . (_, \ Lgcg\ o

INVESTIGATIONS ORDERED PLAN OF MANAGEMENT '
%\OQA Gm“’? 7 -A Qogé}we - “E\tro&cﬁ %UQCQlQﬂ +Qnda \t\dgc;b
Ry - msa\c(\ *@*‘QFM& e
06%6) p\L e Liew N \
wec ~ 5. = Wiegusas PSS
AN - S\n‘\\\"r Q ™ o~ o\
aelelels} Dol o7 [P ludst
ANL O
Chay. C’er\;‘&%
Name of the Doctor :Dt s e Ao | Signature of Doctor

Date & Time :
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PROGRESS NOTES AND DOCTOR'S ORDER

rr//é

Rainbow” . e
Children’s @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
1t takes a lot to treat the little, Your Right to a Safe Delivery

ga‘:fme Progress Notes Doctor's Order
d\j?g\';&: M %M&%ﬁﬂ’l% A ER .
e (—ug
\d W -
T e dable, Ady
No ol ~ N8 o eybours
[@ GC'\—LOH‘ qng\w‘v - Vgl mov\‘\’ﬁ)ﬁi
B O \Sc:f%msﬁ‘% “nm cdop,
YO aq knw ~ (heouraoe & woid
g:D’Qn — O ) = RN _ Greg ﬁ?on Fodioe (GR 28 (o) Pm\
?lﬂ—ﬁéﬁw—‘k\—@, ~ Pl ,L_,‘r dnséwq dadlad, |
e - gq\M "Tnlmwg) 0s T
— Ll@ — M(—\'\\ j
e Ao
- e __highd Qe
A ,\ rk\-ed (DC"SSj ( @‘% Wf{\
i / s -
4//
(PTO)

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




Patien Sticker Rainbow. | @ BirthRight
PROGRESS NOTES AND DOCTOR'S ORDER
ga;-?me Progress Notes Doctor's Order

I L -
-
i - ’
-
4
4
" 4 * ’
LY
.
f ‘ Fot
»
4 - "
i R
v
- . ‘ g
t . y
{ \ .
LY - »
b i
- l‘:
4 #

Docu. No. : RCH /FRM / GLINIGAL / 088
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+ ) Rainbow®

| Il/l///llllﬂllMI!JmW Children’s ‘BirthRight"‘

Hospital BY RAINBOW HOSPITALS
RESULT SHEET

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

Date ylozé
Jirgs 1059 1)
= Y.
PCV ue 9
RBC Js3
WBC 626
N/L
Platelets 2\%"
CRP
M ESR
PCT
RBS
Na
K
Cl
Ca/Mg
Phosphate
Urea
Creatinine
ALP
SGPT
SGOT

T.Bill/Conj
Q T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT
CSF Protein / Sugar
Cells
N/L

Docu. No. : RCH /FRM / CLINICAL / 0138 (PTO)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst O
Occult Blood

glood 9100p AL

Rleedsne JPmk &wmsn Zose
J
C\&H,‘mg Bmd  Unn bo ses

Gulture:and SANSIHIVINIES ; vrmiam s s s e s s i s e i T e e oo o oA P

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

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

Radiology : US G & oottt ettt ettt er ettt aea s e an et eatea et s eneetenenbe st ea e s et enen

BRI oiciusmonsnosse comiomsnssisnotsnss s s abibsss e ess osvs siXsi o s eeais i mss 46 s A S oS s RS RS

Others (ECG, Contrast StUGIES B1C.,) © ..o.ovvrerreerrrierireenreerre e ssassssssesnnsssennssnsassasssnssrsnsses
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Rainbow" . r
Children’s @ BirthRight
Hos pita[ . BY RAINBOW HOSPITALS
It takes a lot to treat the litthe. Youl nghnnaSafeDel very

cDICATION RECONCILIATION FORM

1 Not known any Drug Allergies

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

SHIHNG FIOM. coicoimsismmmesmimssiossiissainrossasisiatimsiiis S 10; ...covvccsssivmvmmmovessiimmssinsmmaseismisisnsisissinm
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, mca) | (PO, NG, SC, 1) | FREQUENCY | pgig /i | ATISSICN
1 TC [1DC
N NSO SpRTHN S5omp Plo ob Al‘—%’%j
2 N e O
¢ Cbc
T CLNDIPNE dong | Beeln | an  |nhleg]
3 m[= ot
V- RQOSUN ARERT N Qe oo el ON 3 kg -~
J
4 \ C1C
T G emer -9 ﬂmm*ﬂ Plo. 3 by |HEET
,
: CG tomepride Wik ¢ Gt
(‘mm m\u,b
6 — UG C
- 20R RV 3we |eh B e
J
7 Oc moc
8 [JC OJbC
9 CJC OJDC
10 Oc ooc

MEDICATION HISTORY RECORDED / ﬁw

Doctor Name & Signature : ............40 ... S5 NSO e,

Date & Time‘: .................................... @3%[3’{16@ LA QE2QST
Nurse Name & Signature: ........... bLW!'LUrl‘@-’ ........................................
Date & Time : uﬂli’é@lﬂ)ﬁ@/\

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

* C- Continue, DC - Discontinue
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DRUG CHART

,//
Rainbow® : . g
Children’s (4 BirthRight
Hospita| BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Date of AdmISSION: .........cccrvvniimmenisiniiiins D ANRIGIES: | covommiss it it asisraspuivisiies

FOR THE SAFETY OF THE PATIENT

ot known any Drug Allergies

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
! Date
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Date»
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Dater
DRUG : Tie
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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Mrs SAMEENA PARVEEN
20-11-1980 45YTMSD F)
Dr, SWAPNA SAMUDRALA

m ””“' |“|Il|||““|"| ."“.I l“ REGULAR PRESCRIPTIONS Weight. ... WA oo

DRUG: Ny CEFOTAY NG %?;%b%l}—

Dose | Route |Frequency Start Date|  |\/
o | tv | e |kbibelan

Name & Signature of the Doct
Starting the Drugs: ;Z g"‘j«

Additional Instructions: (g@) " ?M )é/ L

Daily Doctor’s Endorsement by a Sign

Dater
DRUG: PARACETAMOL  froayft
Dose Route | Frequency |Start Date )

lgm | Plo | T1ID |4[3

Name & Signature of the Doctor '

Starting the Drugs: /)'Y\/

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : pae

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : %?It]z I

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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i Mrs SAMEENA PARVEEN )
| 298-11-1980 45YTM3D F Weight. .....oveveeee Ward. ..o
Dr. SWAPNA SAMUDRALA
AT T o
Time [ Nurse Sig. | Nurse Sig. | Nurse Sig | Nurse Sig
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RO te Sta it Date Dose Dose Dose Dose
u
! Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
{
{ Name & Signature of the Doctor e D o -
J |' Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
i
’ Additional Instructions: °°5‘* oose s Pose
‘! Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
‘ Date»
i VARIABLE DDSE TIU]B l Nurs:Sig. J Nurs&Sig. I Nurs;Sig. | Nurse Sig.
| 6 Dose Dose Dose Dose
t DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROU te Sta rt Date Daose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
! Name & Signature of the Doctor o Hom Bt Dose
{ Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
i Additional Instructions: Dose Tiows Hose Do
] Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
L
; STAT / ONCE ONLY DRUGS
} : A Dosage & Other .
32 Date Time Medication Instructions Route Sugnat;:re Nurses
| o~ o
-‘ S| TruORNTRCRRAz O 230 Ly g @;1/
\} ~ [.',’db% AV A ‘t& D ?{;f
. g - e s PROMITRE o vy j} 4\;( '
f | ubbe | 1wy 4 T3
* 7 A
. o TeS)-ONDINETRON = L‘ij
A ¥ [}b(’ A\ (RY'\' . C\ W A~
) T ‘ D c .
‘// 1230, TN EXANIC 4D [Hm lv (ha Lot
g ¥ : i il A% 'da.d/u_
. ! \ :
4 4 WS | Mamuspol 100 I8 h
} [ 1' IPN' W !’\v)qja); o
»
!
b
)
]
'
|
|
A
}
i
b
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m |||||||||||||||||||||“| |||||||||| 1.V. FLUIDS CHART Weight oo Ward. ..o
E\\EM) 10 p\tNGL,chM@ ™ ‘°°""5\‘%& b sk ﬂ,&*i %
PN - % AV
N
UNGEL I -
|4 |17%0 4 i

M Lf\h
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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

W e

Date

Time 1011112 101112

RESP

(write rate in
corresp. box)

Saturations

<94 %
Administered 0, (L/min.)
40
39
g 38
37 -
oo 36 [\ 2INY
35
< 35
170
= =
™
W
a2
=
o
(1]
180
170
160
vy
= 150
. = 140 NEAY
= 130 11 IERE
T § 120 i N\ A
= 110 X
@ 100
w
& 90
. 80
70
60
50
o 130
3 120
3 110
& 100
= 90
VE i -
3 70 S50
e '
1 50
40
NEURO Aleps L1, I ] e = s
RESPONSE Voice
[v] Pain
Unresponsive
URINE > 30
mls / hour <30

Proteinuria

Protein + +
Protein > + +

e o o o o o e = o o o P R Y
e e O O o o e e S
[ o S S P o e e e R R

Normal
Lochia Heavy / Foul
Clear / Pink
M T o o o T o [ O e
TOTAL YELLOW SCORES T Y
TOTAL ORANGE SCORES N
Nurse Initial 0 | O




Early Warning Signs

[ Obstetrics and Gynaecology j

ft

1 Yellow Alert :
Repeat Observations
in 30 minutes

e N

Complete a Full

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

J

Set of MEOWS
Observations
\_ / \_
(
\

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

~N

* The Modified Early Warning Score (MEOWS)
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20-11-1980 BYTMSD  (F) = Rainbow . . s
Dr. SWAPNA SAMUDRALA g Children’s Birth nght
LT T Hospital _ | ) mworiesins
It takes a Iot to treat the lite. Your Right to a Safe Delivery

[ FLUID CHART |

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

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.
- — s 1.‘_’.5;“8

| : ____ Intake
Thrombo-

Date | Time gagm% Route NG | Diarrhoea | Vomit |Drainage | urine | Phiebitis | Sign.

Score Nurse
Mouth LV N.G

08:00 am

09:00 am

Glalg e o LMBA L RL | - v

11:00 am . 200

| |
12:00 pm = O}, o B

oto0pm| LA Yo~ L

Total Intake : 7 o \\/ Total Output : (///4,

0200pm O L_—| N RB¥) (pul

03:00 pm A

€
04:00 pm Vk v

05:00 pm

06:00 pm

07:00 pm

Total Intake : Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

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




. Patiefit Sticker

Sheet NO, & vevvreeenecrereciana:

\\%

Rambow .

Children’s .Bil‘thRi'ght'

Hospital

Tt takes & lat to treat the Itte.

( FLUID CHART )

BY RAINBOW HOSPITALS
Your Right to a Sate Delivery

1. Al measurements i ml.

2. Add up each cqumn separately Make additions across the page to obtain 24 hrs. tetal of mtake and output.

grmer o
sy

e w ﬁu"gﬁfé"?ﬁ,..t Y el o

{5, Thers

3 .chﬁt,ﬁ, @myg% "

%»’53‘5% s

i "%t#d! A o

g‘mmw

PR GUtDlﬁ‘%‘ AT

Date Time of Fluid

Nature

Route

NG

Thrombo-

s hiebitls
Diarrhoea | Vomit { Drainage | Urine P

-Sign.
Nurse

1V

N.G

08:00am |

09;00am {

10:00am |

11:00 am

12:00 pm

01:00 pm

Tolal Intake : '

02:00 pm

Total Qutput :

-

d3:0,0 pm

04:00 pm

05:00 pm

06:00 pm

07.00 pm

Total Intake :

Total Qutput :

08:00 pm |

(09:00 pm

10:00 pm

1100 pm

12:00am |

01:00 am |-

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Tetal Intake :

Toial Outpuf :

Total 24 hrs. Infake

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

Children’s

Hospital

Tt takes a ot to treat the littie.

NURSING SHIFT HAND OVER FORM - WARD

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"

Treating Doctor; DY SUDQL[?M ............................ Department: ... L2 Date of Admission: . J ﬂi‘ké
= | Diagnosis: Any Infection: COYes [INo [ Not Known
=]
§ kjdbwwccoﬁiPobﬂ%£W%f If YES SPECIY: ..vveoveeveeeresreee e
E A
2 | Area
=
g shift Time | W o,

% | Medical Condition
= | (Any special condition to be noted): M
Allergy: O Yes &No | Yes ©)No [ Yes CINo | Yes C1No |1 Yes [1No | Yes C1No
Tubes/Drains/Catheter: U Yes E}No D Yes CJNo | Yes CJNo [TJYes [ No |1 Yes CJNo [ Yes I No
: 3
Vital Signs: Temp: | 486 ¢
= Res: IKH’MA
g Sp02: q q“’ ]
g Pulse: | 9, ()
& BP: | |uxlae
Fall Risk Score: | ag0)
Pain Score: qﬂ
Safety Needs: A
- Physiotherapy | Yes.=WNo | Yes CINo | Yes [1No |CJ Yes CINo | Yes CJNo |1 Yes CINo
=
2 "
g Others Specify:
e Special Diet: | Yes [JNo | Yes CINo |[1Yes CINo [CJYes CINo |1 Yes CJNo | Yes C1No
E
§ Other Special Orders / Medications:
0=
Post Operative Procedure Special Orders: | _—
Handed Over By Name : W
L )
Signature : C.PY
Date: n[(\k%
Time: m‘)sqm
(7R |
Taken Over By Name :
Signature :
Date;
Time:

Docu. No. : RCH/FRM / CLINICAL / 097
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- Rainbow® ) e -
Patient Sticker Children’s (L BirthRight
Hospital . BY RAINBOW HOSPITALS
T tzkes a kot t breat tha B, Your Right to a Safe Dallvery
NURSING SHIFT HAND OVER FORM - WARD
TEAHNG DOCION: «.vveeeeeceenrecrennsrs s secresesssseesens 01071 1111:111 K Date O ADTSSION: vovveeeceesensssnc
=’ | Diagnosis: Any Infection: CJYes [INo [ NotKnown
= If YeS SPECIY:L.urrreereerenre e smnseeserseeseneeseens
: ~
W
2 | Area.
g Shift Time
¥ | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo|OYes ONo{OYes ONo|OYes ONo|OYes ONo|[OYes ONo
Tubes/Drains/Catheter: OYes ONo|OYes ONo |0 Yes ONo |0 Yes ONo|D Yes ONo| O Yes O No
Vital Signs: Temp:
E Res:
= Sp0,:
a Pulse: _
L) . - ]
] BP:
Fall Risk Score: -
Pain Score:
Safety Needs:
o Physiotherapy [0 Yes O No O Yes ONojOYes (1No | Yes ONo|O Yes O No|O Yes ONo
=
§ Others Specify:
g Special Diet: |0 Yes ONo (O Yes ONo |0 Yes ONo | Yes ONo O Yes ONo O Yes (INo
§ Other Special Orders / Medications:
[+ =
Post Operative Procedure Special Orders: .
/
Handed Over By Name :
Signature
Pate:
Time:
Taken Over By Name :
Signature :
Date: I
Time: R

Docu. No. : RCH /FRM / CLINICAL / 097
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NURSING CARE RECORD

W
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

[\

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

o | [ Maintain Airway and Oxygenation ] Relieve Pain & Discomfort [ Maintain Fluid Balance [ Improve Activity Tolerance [J Maintain Good Nutritional Status [] Maintain Skin Integrity
‘_tgr |_[-Mairain Personal Hygiene __+Prévent Infection C1 Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety /[ﬁatient&Family Education
S | [ Identify Potential Complications 1 T
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Patient Stick Children’s (4 BirthRight
et Stk NURSING CARE RECORD rospital | W) zmmermr
D71

[J Maintain Airwéy and Oxygenation

[ Religve Pain & Discomfort

O Maintain Fluid Balance

O Improve Activity Tolerance

O Maintain Good Nutritional Status [ Maintain Skin Integrity

L]
¢ [ Maintain Personal Hygiene (3 Prevent Infection O Meet Elimination Needs [J Ensure Safety [0 Early Ambulation Reduce Anxiely [ Patient & Family Education
S| [ Identify Potential Complications T ANY OH1ETS. SDEOHY. 1veevrietereaerereesissersssaesessssessasasarse st s s s aesbonseae e sbssa b e aaat se s e e e nbmb bt sine s
. : . Nutse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

Morning

Afternoon

Night
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OBSTETRIC TRIAGE ASSESSMENT FORM

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

Date: .. M.[0% % b Time of Arrival ...LD!.L.Omw.......... Time Seen by NUTSE: .........oveverreroreen,
1) Level of Consciousness: [ Conscious [ Semi-Conscious 1 UnConscious

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[] Severe Pain / Moderate Pain L1 Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy [l Preterm Labor/ Labor
[J Decreased Fetal Movement ) Spontaneous Rupture of Membrane / Leaking Water PV
[ No Fetal Movement OB BOABONT wrcusvsusis sk mesiverisiisss civvisn isimias s asiissasss
tal i ¢ v 4, 145 (9.0 weight
3) Vital Signs: Temperature: I3:6.4... Pulse: 71044 RR: 18LA Spo,: 9B BP: ! Y8190 Weight: .............
4) Gestational Criteria:
Gravida: G ER— P ( L 1 A
MBS . i ees AT e EDDE. ... cxonessisssemrririesasansansane Gestational AQe—.......cceveveeerieeeennnen.
Uterine Contraction O Yes | COONo | OONA | Onset Time Frequency:
Membrane Rupture COOYes | CONo | CONA | Onset Time Fluid Color:
Vaginal bleeding [(JYes | CONo | [ONA | Onset Time Amount:
, _ If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes | CJ No | [J NA Pain Abdomen / Vomiting
Good fetal Movement CYes | O No | 01 Na | [FNospecify:
5) Pain Screening: Numerical Pain Scale (NPS)
L | ] | | | | | | | |
| | | | | § | | | | | 1
0 1 2 3 4 b ] 7 8 9 10
No Pain ’ Worst
possible pain
B LOBAON: 5755 amisisssstinmorhsthosimsesansnnssennmnsssns os soncsme sislosiisin syonmi a8 (i8sms e2tIn e Lt o8 11818 ol i i i mfmstn il
¢ Duration? ..cesmsisenses e M Days / Weeks/ Months (Strike out which is got applicable)
L 1L o (o e e e L
L = (T 1
t BT B OIS ..ttt ————————————————— et et n e n e

6) Past History:

a)  Surgeries: ........... A
0] T [0 o | OSSO
Docu. No. : RCH /FRM / CLINICAL / 098 (PT0)




Patient Sticker ‘

—

| i o a——— S 1 s BB et O —e

7) Allergy: CiYas  CLENC VB s T s bAoA
8) Current Medications: ] Prenatal Vitamin [ Lhofie  [JOthers: ...,
9) Prenatal Medical History:
C)Alone [ Gestational Diabetes
(] Chronic Hypertension U] Low placenta
[J Gestational Hypertension £ Dars i VB8, SPBBIY . ousesmimmrrearasmimsmimmiass
(] Diabetes
Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
(] Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
(] Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
] Category lll: Urgent (Time to Physician: <= 30 minutes & Reassessment: Every 15 minutes)
O] Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
1 Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)
0BCU Obstetrical Triage Acuity Scale (OTAS)
0TAS : (h’,;‘;',f,’,
(ﬂlg‘g;'l' < 30 minutes
Re-Assessment Every 15 Minutes
- Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Labour / Fluid Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
<l Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting -
Bleeding with/ without abdominal | cramping (<spotting) with cramping
: : pain <37 weeks (>spotting) >37
weeks
i Mild hypertension
3 Hypertension > 160/110 B
Hypertension Seizure activity ad / or headache, visual | >140/90 with/without
disturbance. RUQ bain -associated signs and
! symptoms
2 By . Atypical FHR tracing,
A et Abnormal FHR tracing abnormal dopplers
e el Non-Fetal Movement Diseased fetal movement
Others : » Acute onsite severe + Major trauma « Abdominal/back pain « Ongoing assessment | « Anything that does not
. abdominal pain « Shortness of breath greater than expected in|  from out patient clinic seem to pose threat to
» Altered level of = Unplanned and pregnancy ) (for hypertension, blood|  mother or fetus
: consciousness unattended birth + Flank pain / hematuria work) » Cervical ripening
« Cord prolapse + Nausea /vomiting and | « Minortrauma (minor | » Qut patient placenta
: « Severe respiratory for diarrhea with MVC/fall) previa protocols
distress suspected dehydration | . Nausea/Vomiting and | - Pre-booked visits (ie
« Suspected sepsis Jor diarrhea Rh and progesterone
= Signs of infection (ie injections, NST
dysuria ,cough, fever, | - Assessment for version
chills) « Rashes

Time seen by Doctor; lD'l'Pﬂ"’f

Nurse Name : ......... kM/W ................................................. Nurse Signature: .... Lg\ ...........................................

Date: ......q..lu&h..é. ........... Time@..io./km...
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Morse Fall Risk Assessment Form e s e Foeil 3 i
Date / Time 7 (16
Choose Highest Applicable Score from each Category il U6 ‘1 Fall Risk Grading
Score m

History of Falling Yes 25 -
(immediately or w/in 3 months) No 0 O Risk Level Mom: I‘fl';a:lsl)Scnre Action
Secondary Diagnosis Yes 15 ==
(more than one diagnosis) No 0 )

Furniture 30 - Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 - Precaution

None /Bed Rest /Nurse Assist 0 0

Yi 20
IV / Heparin Lock or Saline NES 5 A0 Implement

2 = Moderate Risk 25 - 50 Moderate Fall
Impaired 20 = :Drevention
tervention

GAIT / Transferring Weak (uses touch for balance) 10 o bl

Normal /On Bed Rest /Immobile 0 0 Implement High
Mental Status A N 15 _ High Risk > 51 EISK Fall

Oriented to own ability 0 2 revention

Intervention
Total Morse Fall Scale Score: g 0
Signature | g

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

{1 Initiate constant observation by healthcare provider as appropriate to patient's needs
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It takes 2 ot to treat the ittie.
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BirthRight
BY RAINBOW HOSPITALS
Your Right 1o a Safe Delivery

Date

Hy [0
b

Time :

]

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 : = . o : ; i P :
ity 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;
hraid Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks
;c";'t:i:;:eagzsi:s.e é'onﬁne d t(‘) bed non-existent. Gannot bear own weight very short distances, with or without Walks outside the room at least twice a
oy and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair.” shift in bed or chair. 2 hours during walking hours. \’l
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:

Sensory Perception

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

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

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

Responds to verbal commands.

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

Moisture Degree ke m molst: 2“.’"." oo . X Dccasionally molet: . A % Ramly it g
1o which Skin is kgpt _mmst ;Imost ponstanﬂy S_kln is often, but not always, moist. §km is occasionally moist, requiring Skin is usgalty dry, rout1r_1e diaper '
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
oo Dampngss is detected every time 8 hours. every 24 hours. \,’
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

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

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely L‘
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/di
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

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

but will usually take a supplement if
offered.

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:
Normeotensive, 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 mobility, consider occupation therapy referral for advice
Regutar Turning Schedule _ _
, Enable as much activity as possible High density foam maiiress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating oressure matiress overla
Manage moisture, friction and shear gp 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 _—
13-14 Moderate Risk Gel pads for high-risk areas
Pasition patient at 30 degree lateral incline using foam wedges .
Alternating pressure matiress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overiay
Usa same protoco! as for “High Risk™ Patients High density foam matiress
Less fhan 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

Mh‘..—f’\\




HNH-000163456 1P28-00006738
Mrs SAMEENA PARVEEN
20-11-1980 48Y7TMSD  (F) ) ) ]
Dr. SWAPNA SAMUDRALA ) R - =~ _ _®
ainbow - T
AL, — Childrer's | ® BirthRight
Hospital ! .av RAINBOW HOSPITALS
PAIN ASSESSMENT FORM Tt takes a lot to treat the Mie. Your Right to a Safe Deiiver;:
- Pain Stofe . . : Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Eaclore Educated -Intervenhon Sign
] (1 Continuous | [i Acute (1 Sharp (] Dull [ Increasing [ Yes _
Y \01].\'1{3 {0 {LA 0 1 Intermittent | [ Chronic [JAching (71 Burning | [] Decreasing | [ No —_— é&
[l Continuous | [ Acute (1 Sharp 1 Dull [ Increasing [J Yes
1 Intermittent | [ Chronic "1 Aching [ Burning | [ Decreasing | [ No
[ Continuous | [ Acute [ Sharp [ Dull [] Increasing [J Yes
(1 Intermittent | [ Chronic ] Aching ] Burning | [] Decreasing | ] No
[1 Continuous | [ Acute [ Sharp Dull L] Increasing L] Yes
(1 Intermittent | () Chronic 1 Aching [] Buening | [ Decreasing { [ No
[1 Continuous | [ Acute [ Sharp I Dull [] Increasing [] Yes
] Intermittent | [_J Chronic ] Aching [] Burning | [ Decreasing | [ No
[ Continuous | [ Acute [ Sharp [ Dull [J Increasing [ Yes
(1 Intermittent | ] Chronic 1 Aching ] Burning | [ Decreasing | [ No
] Continuous | [ Acute ] Sharp [ Dull [ Increasing O Yes
U] Intermittent | [ Chronic 1 Aching [ Burning | [J Decreasing | [ No
C1 Continuous | [ Acute (] Sharp (] Dull L] Increasing L] Yes
(] Intermittent | (I Chronic [ Aching [ Burning | [ Decreasing | [1 No
[1 Continuous | [ Acute [ Sharp [ Dull L1 Increasing L] Yes
[ Intermittent | [J Chronic (] Aching [ Burning | [] Decreasing | [ No
"] Continuous | [1 Acute 1 Sharp 1 Dull 1 Increasing 1 Yes
[ Intermittent | ] Chronic [ Aching [T Burning | [ Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

(PT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1-Month ta 7 Years)

Numerical Paln Scala (Ohstetric and Gynecology)

! 1 | | 1 1 1 ] | { |
I ] I 1 T | T ] | T 1
0 1 2 3 4 5 [} 7 8 8 wtngst
toPai Possible Pain
oy
Wong - Baker (Pedlatrics) Above 7 Years
0 2 4 6 8 10
No Hurt Hurts Little Bit Hurts Littla More Even More Hurts Wholg Lot Hurts Worst

4 SCORING
CATEGORY X g
0 | 1 2
* | Occasional Grimace or Frown, Frequént to constant frown, '
- Face No Particular expression Prsmila witfidraw, Disorlented quivering chin, clenchad faw
Legs ) Normal Position or Re!axeﬁ Uneasy, restless, tense Kicking, or legs brawn up
) 1 Laying qietly normal position, Squirming shifting back and
Activity movas easlly forth, tanse Arched, right, or Jerking
' Moans or whimpers occaslonal Crying steadily, screams of sobs,
Cry No Cry {Awake or aslesp) complaint _ frequent complaints
“ Reassured by occasional touching,
Consatabiity Content, relaxed hugging, or being talked to, Diffieult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Msessmam sedalllln an'mal Pal" j Anmﬂnﬂ
Criteria
2 -1 ] 1 2
Crying Nﬁ Cry with painful | Moans or cries Appropriate crying Net] Imitable or crying at | High-pitched or silent-
[eitabllity stimufi miinimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No ardusaltoany | Arouses minimally to Appropriate for Restiess, squirming | Arching, licking constantly awake
stimuti stimuli pestational age Awakens frequently | or
No spontaneous Littla spontaneous- Arouses minimally / no movement
maoverment movement (not sedated) '
Faclal Mouth is lax Minimal expression | Relaxed Appropriate | Any patn expression | Any paln expression
Expression | No axpression with stimuli intesmittent cortinual
Extremitios | No grasp reflex Weak graspreflex | Relaxed hands and | Intermittent Continual clenched
Tone Flageid tone decreased muscle | fest clenched toes, fists | toes, fists, or finger
tong Normal Tong “ | or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BR 520, | stimul variability from normal for from baseling baseline, Sa0, less thanor ¥
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equatto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

r

=/




P ‘ . 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 By Board Himayatnagar,Hyderabad ,Telangana, INDIA ,500029.
Hospital ght TEL NO :040-48873000
wRalabow WEB : hitps:/frainbowhospitals,in
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs SAMEENA PARVEEN Age: ASYTMS5D
IP No; 1P26-00006738 Sex: Female
Consultant: Dr. SWAPNA SAMUDRALA Ward/Bed No:  4F -OT/PDA414

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

Patient, be deemed advisable or necessary.

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned

also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

Qurance coverage and while doing so confldentiality of the patient will be malnfained at all times and this will not affect the
e of the patlent

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

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

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

Note:

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

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

O:ewers SignatuLe: T .csesnsenn )

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

J r
Signat é’%?'Péli %fR’gl/aeﬁ?é}/"J

(Nﬁne: Af"'bﬁ L Fﬂ H PT F ] Patient Address:

(‘ij’elationship: ‘I{U 3 @Pf M D
Pate: U —4 ~Lf Time: 10 Ut A

Wittness N-ame: | wmu Q dss ck_

Wittness Signature:

Printed Date / Time : 534!07!2026 10:42 Printed By : 020099 Page 2 of 2 -
[

]
i
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lllllllllllllllllﬂlll BILLING POLICY

Settlement
Less than

Billing cycle: -

F

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

As per the GOI guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through Card

tpaln the event of TPA/ Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA’s / corporates won't be applicable.

TPA proce‘s
All charge;s
We follows

Infusion/sy

No Duplic:!nt
ICU/Ward|Charges DO NOT INCLUDE - Air Mattress, Monitor, Consultants/ Specialty Doctors Visit,

If the surgery / scans performed in Emergency hours (8pm - 7am), public holiday and on Sunday will be charged

sing charges Rs.720 for every TPA route cases.

vary as per Room category, except Pharmacy and consumables.
a “No Discounts Policy” kindly cooperate.

e/Second copy of OP OR IP bili is issued.

ringe pump, Ventilator/C pap, Oxygen, Investigations, Procedures, Consumables, Medicines or any

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

Q

Patient attenda
Bill shall be bas
on actual upda
amount from b

Patient bill outs

nt can collect for Interim/provisional bill of the patient from the billing section on daily basis. interim

ed on the acknowledged services in HiS. Final Bill of the-patient may vary.from the Interim bill.based
te taken on the day of discharge. It is requested that patients/attendants inquire daily about the bill

lling section and pay the outstanding as on that day.

tanding should not be increase more than 10,000/-

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

MODE OF PAYMENT & REFUNDS

® We accept

payments by cash {up to Rs 1,99,999/- only ), cards, online transfer and Demand Drafts.

& All refund more than Rs.2,000/- will be refund through NEFT in three Bank working days.

oA . HaR I [

r\Cwm@utle

Name & signat

NOTE: Self - at

r#@

tested Govt. ID proof is mandatory whosoever is signing the undertaking.

'ure of PatIent/Atte%dant {Signature of Admission Desk executive)

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

Registered Qffice: Road No.2, Banjara hills, Near Hotel Park Hyatt, Hyderabad - 500 034, T: +91 40 2233 4455.
Corporate|Office: 8-2-19/1/A, Daulet Arcade, Karvy Line, Road No.11, Banjara Hills, Hyderabad - 500 034.
Branches : BANJARA HILLS - T: 2233 4455 | VIKRAMPURI - T: 4246 2200 | KONDAPUR - T: 4246 2400 | MADHAPUR

-T: 6464 2020 |K
7111 2345 | BAN

L’JKATPALLY -T:4246 2300 | L B NAGAR -T: 7111 1333 | MARATHAHALLI, BENGALURU - T: +91 80
I\&ERGHATTA ROAD, BENGALURU - T: +91 80 2551 2345, HIMAYATNAGAR- T:- 40 48873000

CIN; U85110 TG1

998 PTC029914 www.rainbowhospitals.in

email : info@rainbowhosnitals.in
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EN&I:‘E;“‘IT T?P!?@‘O:O%E:n Fo HM It takes a ngmmm. Your Right to a Safe Delivery
=Mrs SAMEENA PARVEEN
i 1980 3 Y .
g bl L Date & Time of Admission Date & Time of Transfer Order

Dr. SWAPNA SAMUDRALA

[TV Wt @ © %, | yloHee@ sy

Reason for Transfer

Treating Consultant Name Transfer Ordered by
DV Swepna, . wune, 1“% ﬁZ@TG‘:‘ opy s :ﬁ da’
From Unit To Unit Information to Attendant
Yes[ |- No[ |
18]%8 07" -
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
- S i Yes[ 1 — No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
H
2
3.
4,
5.

Shifting Summary / Notes Written by Doctor : Ye.sa/ No| |

Name & Signature of Person who is Transferring

Ay el

Name of Person Ordered Transfer

)Caz,(«.

Patient & Clinical Records Received by :

N @ W\t

Date & Time of Patient Received :

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

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

|| Available Bed not ready
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Rainbow®

INFORMED CONSENT FOR SURGERY OR Children's ‘EEI‘NBR'SL%E"
SPECIAL PROCEDURE | oo | O gt s
Patient Name : ............ Mrs... Somsena... Brusen Gender: O Malevl?’l{male T LA A %r& ..........
UHID NO: o (R AR ZONAR O Date: ... 4t 2%

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 consentto 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)

....................................... HYSTERQSCORY. .. SO SmEenL. BISeSY. /5.

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

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

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

........r..és;:r.ss'em..?.a.\ﬁsg?.‘\.ﬁ.,...nﬁ.cd.... ... AN \Q#@QBMO\’EW'L‘Q Valow,
........................... brs .'\.‘.'.'!m...@er. om’kt)w.,...‘...d_:,oun.fk..‘t.‘ B YR

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form

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

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

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

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

Name of the Doctor who is performing the Surgery / Procedure: CS,A&\:&
Patient Attendant :

@mud.m. (Q;..

Name: .............l¥ S~ dameC e Qveen Name: ...l L .20 bk sty L,
Date & Time : Relationship with Patient: ..... H USBA‘\\D .........

Date & Time : ..... *[”?"7?3 ..............................
Witness :

Doctor (who is taking/the consent) :
Signature : ........... :ﬁf ........................................ /g@»;\/

) Signature : ......... A% Nl
RGeS SSS o in Name : ............... KQJG\‘“""O ...............................

e LU 410&]96@%{4‘ Date & Time : qh/m@toaee.m .....
Docu. No. : RCH /FRM / CLINICAL / 027 -




CONSENT FORM FOR GENERAL / Eﬂ%’.‘?}%‘?l.’fs ‘52&2&1225
_REGIONAL ANAESTHESIA / Hospital

MONITORED ANESTHESIA CARE

Anaesthesiologist : .............. Lo 7,8 1 OO oSO

Operative procedure planned : .....<! i

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesfhesia 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.

[ Heart disease O Hypertension O Diabetes mellitus 0 Renal failure

[ Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
I‘Zl Incapacitating Cronic Obstructive Pulmonary Disease
O Others :

COMIMBITS ..ottt st aess e s eaess e s eneeae s s esea e e s e e b e seeh b esen e s e s s ed e s e es e s e s e s e s et e s et en e s s e e ea e e s aseeseae
» 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 wupon me / my patient

s Y AT A DY RLLITIONG.

" | authorize and give consent for anaesthesia (D—H{giona!/ 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 PT.0




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

| 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 V
will administer the Anaesthesia.

- Pregnant: O Yes  Nd~
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness :

SIONANING [ . s el cisassssimsss sossinasuissasviainenns Signature : A’[MFM{
Name - ...<SAM ?&N'x YR YERN. ... Name : y\‘F'Z’/”(PfHHl?r"
Relationship with Patient: .LEAF .5, Date & Time : ... L. odr 2. v

Date & Time - . OWN\OHN .

Doctor (who is taking the consent) :

Signature : & .............................................

Name : .. DR M: VLN e ETHA. -
Date & Time : ... 04 | o) 2. )): 2fnm



ey LWApns.
. o
) - b"?'
Department of Anaesthesiology E?"i?d!%""". . ‘ BirthRight
PRE-ANAESTHETIC EVALUATION ospital _ | o
Name: . N2l cimeena. DAz 2. Age: WL YY:. Sex: .4 \.:.... UHID.No:.Z¥ DOZE20KH..
Date: D%Qq"'.?—b ....................... Time: ... 2.4 0. 0. Proposed Operation: ... %WM"’PQM PE’C’UB—;
Diagnosis: .......pvvve. Bl L AV £ e A OO =
B.P/CRT: ..... 7‘Cj 3 1 s Weight: ngﬂ . ASA Physical Status: [ 1 w2 03 04 05 N
e Laboratory Data: ) Wi ¢
\A\o Hgbs s l LC ........ ‘M‘M’ coovienenee PrOMRIN (2 a%.. HIV: . 2 FRAY: oo Yo e +
PCV: .. Urea: Alb: ... ”l HBSAD ECG: coovvvvrrrrrrons ‘L4
wee: .. 154D, ot . D22 HOV: oo o0 Echo: . /0L A
Plate: .294 . . DIt B s Blood group: A’ Stress/Anglo: ... ﬁ.:fo N
PR TN 3 N | I S 5111 R Gl A/: i
PTT: oo O 1 IR SO e Ol petvitd ¢ g%,
1S Mg++: ......................... AMYIBSE: evoereerecmeerre TSH... 5.0 , ------------ ALV 6h ' Y1
5[ SGOT/SGPT: .. 2"4.;}14& s

ﬂ‘amc Lk o A0 Ll 142 wif Ty 994 matdl Allergies: MDA - “ Mhowicrﬁdm
Medical History:  CVS: W okive e AA0 YOI Rpy) COMPUALS
RESP - WY Wip TP mm e Diabetes:(‘) vootg T 9 pw wudslvey
sl UAMea, () - DWWTA‘DMJ.M mmev\{mﬁ\zz/ ,Dma KAt -
Ronal htwmwwmbuh
Hepatic /GE: MV —Lusmban Lping - DICL Plge @ Ly-ic, LAy Pyska Aty MRIL Zhy
Oers: Wfp CONMEHC - undida — Werbvv w4 reqpivd. (lwwéMo)
Past Anaesthetic History: mo Iprevion LLee v 2008 d’g'm’WMW-
Physical Exam:

Airway: MP 1 2@1 Mouth Opening:  #4°—  Mentohyoid Distanc( h,). Neck: ﬂl/wn’ Teeth: .Twhal- ’
Lungs : W@,M , WK -

P Heart: kL(;)—ED

' o M)

Pregnant. (IYes (NG [INA Venous Access Site : (g ¢ 4, SPine Exam for regional : ( ;J) _

Anaesthetic Plan: CIMAC [ REGIONAL hﬁm D\:ﬁ

Peri-Operative Plan Explained to the Patient: ©¥e§ 1 No

tl CURRENT MEDICATIONS s DOSAGE Pre-Operative Instructions:
""‘#{‘E\ vyxlm PRS0 1. DVT Prophylaxis
Ldiging  [Somg . BD L oraLe et 08 v [ 2rp AT e
D ' ..ﬂma[sﬁHours
- ROCWAXH L0 v 3. Informed Consent: =-Standard 1 High Risk
1 Qiener A Q\XW\I{XM 2 A-"""ﬁ 4. Post Operative Pain Management; -Discussed with Patient
’V\Wd N £W mﬂ 5. Other Jastructions: Ala et “Jotospil
- 2l Gy MIEMWL{L/ M\M\/ \Jtﬁ"‘ 20m)..0n.Am).. ob wa.quw
Signature: ......... I\ oo Name: .. DQ.M:NINEETUD -\ ARl Ao b AR
Docu. No. : RCH /FRAEE:NJCAL/DM . e wnnlahk oo ,,W; A
AL 5 cAont)




HNH-00016348 1P26-00006738
Mrs SAMEENA PARVEEN

28-11-1980 45Y7M8D F)
Dr. SWAPNA SAMUI UDRALA

QT

Pre Induction Assessment:

==l

_ |

ANAESTHESIA CHART

%
Rainbow® . e
Children’s | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takits 3 ot to treat the lite, Your Right to a Safe Delivery

Change in Patient Condition:

[ Yes \}Z/No

Fasting Status: Nﬂ(q“"@ ( Wﬁ )

Physical Status: | \_." Patient Identified =" Consent Present \_+"Chart Reviewed o
F 4 L i A
H.R: Fa/m | B.P/CRT: /}B/ 7&  [Sp0,: dfc‘;’ |RR:  20/m- | LastFeed: ~ o am . |
7
Pre-OP Diagnosis: .. AY2: ..o Operatlon f'% . o : Date : ﬁ/?" ..................
Surgeon: .../ ... . Anaesthesiologist; A2 S48 . Technician; .. 2Aka#.
TIME / [
N,O/AIR/O, LPM @/
HALO /SO /SEVO Antibiotic
Drugs: W .
s . __Su_gmsﬂorv
TN EPMIC FCT] | v RANMA4DOL
/00
Blood Loss
Fr) o Fid ;mL
Fi0, / 5a0, 98 197 198 [7T
ETCO, = el i
ECG QIO ST 3%
Temperature
Urine Output NOTES
]EJ/ W Wa
£E
(ol -]
BP 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
Throat Pack in he's
Throat Pack Out 1201 N
100
ao;’
60 L7 L Ld A"
40
20
10
0
ABG
LAB Values
GRBS
\B/E'quipmem Checked and Temp: Induction '““'“‘ St
nctional ] HME ] Fluid Warmer 0w ] Inhal pe ; |
\_Q)f;; UV D Cling Film [ OH Warmer O PO, I Rsl pinal W w
[]  Cuff Site: . [ Hygger's (], Gotton Wool ] Others Others: .
rt Site: .. ,f M O] Mas [ SGA Pnsltlun AT ...
Q)KG Logd 3 Tinm 1 Airw ] Oral [ Nasal A 22
1 Temp Site Anaes Start: . /20'0/'” ETT# N @amniigatm NeedleSlze%‘? @ De"m
L1 FI0, Monitor 0P Start: . O Oral [INasal [Jcuff ' Parasthesia []Yes []No
e . . . .
['_I Capnograph Leave OR: {2?.(/_?4/1 [ DI ansimnmiars i Drug Name&Cunc/
[ Ventilator Anaesthesia: ] Awake [l Direct Vision Bolus: .
[ Nerve Stimulator . ] GA ] Video Laryngdgcopy (] Stylette / Bougie | Infusion
ul [ Manitored Anaesthesia Care [ Fiberoptic Block Levelf&-,. RAY .o
“2‘)”‘"': .AZ)F:gionaI Blade# ................ AXEmMPLS: ... COMIMIBIIES: ooooeeeoee oo sseseseesseesssseseseeesseseeeseeesessssessees
: Pressure Points Checked Difficulty Why? ..o Xoiiinimimissmsisniississisibesss Transpartafon to
Line (Size & Location) ?U ey (3 Other
Eye Care: CICVP: ... ] Bilat = BS - N ,
] Oint CVART: oo O Semi-Closed Cirgle Relaxant Reversed [ Yes INg  [hA
VS/HDE q)} ] Closed Circle Name:df the Doctor -....
ddin v ] Other
ﬂ);:akeg ﬁll::' Signature of the DOCtOr :......... ...k




|P26-00006738

HNH-00016348 .
SAMEENA P, B
':::11-1”0 48Y7TM30 (F) %

i, 50| @

I'UDI-ANAESTHESM CARE UNIT RECORD Tt takes a lot to treat the ltte. ur Right to a Safe Dalivery

A
Received in PACU by : . Time Received : \7'”“’ X < Time Discharged : .......ccccccoviiieannn.
= =
ggg 4 ;jg IV Cannula Site : \{F)
) 230 230 | [ 0, Mask ] Nasal Prongs
=1 220 220 | 7 Tracheostomy ] T-Piece
@D 210 210 ) == :
@ 200 200 | ] Oral Airway [] Nasal Airway
i 190 190 -
180 180
=] 170 170 | Vomiting : [ Yes =0 T L
= 120 INeTwbe:  C1Yes G
v :;g ;;g Drain; [OYes O
A 120 120 Urinary Catheter: [] Yes /L}No
w 104 = 110 . 2
177} 100 100 | Chest Tube: [JYes [LNo
—
2 o4 o [ wuora [ Yes 7T No
N RN o | wruies: pLSQ’CVd
€ 50 50 Oral Feeds: ......coveercereceecerceirecene
= 2
% 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 ouT SCORING INTERPRETATION
Able to move 4 extremiti luntary or on command =2 . . .
Able tg move 2 amemn:gz :glﬂnmag u: on cumrnagd =1 ACTMTY 5 A Minimum Total Score of 8 is RECIUII’Ed for
Able to move 0 extremities voluntary or on command =0 \ L Discharge
Able to deep breathe & cough freely =2
T —— o TemARn - ALV Exceptions to this, are to be explained in the
i =
BP + 20 of Pre Anaesthetic leve =2 H i inian.
U Dl N S 9 YRV space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0 -
Fully awake =2 ,2
Arousable on call =1 CONSCIOUSNESS 74 7
Not ing " =0 & Z
Pink =2
Pale, dusky, biotchy, jaundiced, other =1 GOLOR Q, =
Cyanotic =0 ‘1/
TOTAL C}l [b t
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
SRS aheud g fod) do—
A\ b .\1%'.“ © Pohde (O ko440l Lle
Pain Tool Used: [ NPASS [ FLACC [JWongBaker [JNPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name : :DQ MV[NQPW 2. For post surgical patient, patient with chronic pain, patient with severa pain
a Every 2 hours for first 24 hours

Anaesthesiologist SIGNALUIE:  .....ooovovoeeoooceeee e B oo b. “After 24 hours every 4 hours
7 ¢.  Prior to pain reliving intervention
2R A \MQQQW fl PN 50-60 Tokonts ST P colT Rl
'
PACU Nurse Name : \'&ng/\,w ......................................... Transferred to Unit by (PACU):

PACU Nurse Signature: Aﬁ/ ................................................... Date & Time:

Date & Time: ... tﬂ\\?h%@ AN o




HNH-00016348 1P26-00006738
Mrs SAMEENA PARVEEN )
e
23111980 45Y7TMSD  (F) s 5 e
Dr, SWAPNA SAMUDRALA Rainbow .

T GOSN’ | N mamas

T akes kot e e, Your Righttoa Sate Delvery
Uepartment o1 Anaestesiology

EPIDURAL ANALGESIA RECORD

D7 (- OO TIME: coveeeeervrirreneenes Pracedure done DY ..t sssesssssresssssessssessene
CSE /Spinal /Epidural Position : ....cceevneenen 3]0 Lo SO Technique (LOR/LOS) .c.cvecreevennnne
Depth: ..cvveerrerreeeineeeans Catheter at SKIn: .....c..ccoeevernrenreerersenndoc AREIPES © v
Parasthesia : YES/NO [T Y85 QBLAIS : ..e.evveeeeeeeeeerer v rererere st ceseasasessstseasassossaresssebosssssssssassasessnsssssssssssnsserssssnssasass
SOIHON COMPOSHIDN © .....eecerceercererarrrer e cstsseneeresstsass s et sasessesebssssssssssbosassasssessastsnsssasssassbrsmmsssesssssasssasmssnsasassesersssansanass
Any other issues :

B) tirsreieeisrietrtassesten et et rase s sa et aaseesse e st e e RS Ra At s Res e AR SR s R AR LR AR SR AA Rt s e s ReE e Rt s e Rt RA TR A S A SRR e RS SnReRe A ReR e ReReAs aReR e AT R eRaReReas
D) e e e SRS E S SRS b LSRR SRS RO RSO TR SR AR TS PR RS RO R SRR R e SRS H bR aR SRS e b e b renr bbb ae b b e bt e

. Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right BP Puise FHR Comments

Delivery Detalls :  TimMe & voeeeceeeecvererenes APGAR: ... SVD / Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip INSPECIEA ¢ «...evueveeirreereeere e reraer e sene s eresers s sims s tessebossessas st sesn st s s sbsssnebosansbossessanessasaarens
L[ (ST [115) £ U 10 O OO OO OO OO

Discharge /Shifting ordered by
DOCHOr SIGNAIITE! ...veeverrerressrsissmessssissssssisosssscsssosssssassssins
DOCION NBIMIE: .vvevverrrereemrecancssesterueneesessesssesessessessessenesnessansans

Date AN THTIE ¢ eeeceeerece v reres e rsmrer st eebesses e sensrasassassrns




