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Your Right to a Safe Delivery

Name Mrs SWETHA SARRAF UHID HNH-00015742
Father/Guardian Mr NARESH KUMAR.S Age/Gender 39Y 7 M 8 D/ Female
|
Address H.NOQ: 3-106/67/WP, STREET NO: 5, VIJAYANAGAR COLONY., Boduppal, Hyderabad, Telangana,
INDIA, 500092
IP No IP26-00006481 Admission Date 03-06-2026
Ref Doctor Self.

Discharge Date 03.06.2026

DISCHARGE SUMMARY

Consultant

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

: Diagnosis: P2L2 WITH 2 NVD WITH RIGHT BARTHOLIN CYST

RIGHT BARTHOLIN CYST DONE ON 03.06.2026

History: She came with complaints of painful sweeling near vagina. History of
multiple course of Antibiotics since 3 years intermittently. USG on 02.06.2026
showed Uterus - anteverted and anteflexed, ET- 9.6 mm, Echogenic, Both

Ovaries Visualised, Bartholin Cyst Measuring 38 * 25* 36 mm on the right labia
majora noted.

Menstrual History:- Regular
LMP- 12.05.2026

Previous cycles: Regular with HMB
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Name Mrs SWETHA SARRAF UHID HNH-00015742

‘1P No 1P26-00006481 Admission Date 03-06-2026

Obstetric History: P2L2, 2 NVD, LCB-2020 years, tubectomy

Medical History: Nii
Surgical History: Nil
Allergies: Nil

Family History: Mother-T2DM

Investigations: Enclosed.
Blood group: "O" Positive

Surgery Notes:
Operation performed: Bartholin Cyst Excision under saddle block.

Indication: Bartholin cyst.

Operative findings:

1. 3*4 cms Bartholins cyst noted in Right loer 1/3"9 of vagina.

2. 2-3 cms Incision give at muco cutaneous junction under INJ.adrenaline
and Normal Saline infiltration.

Cyst enucleated from surrounding tissue.

Cyst wall completely enucleated and excised around 20ml fluid collected.
Cavity closed with Vicryl no. 2-0 with multiple haemostatic sutures.
Haemostatsis acheived.

Vaginal pack placed insitu.

NowvkAWw

Post-Operative Notes: - Uneventful.

Advice:
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H OS pltal . Your Right to a Safe Delw_esy |
Name Mrs SWETHA SARRAF UHID HNH-00015742
IP No IP26-00006481 Admission Date 03-06-2026

1. Tab. Taxim O 200mg (Cefixime 200mg) twice daily till 07.06.2026 (9am -
9pm) after food.

2. Tab. Metrogyl 400mg (Metronidazole 400mg) thrice daily till 07.06.2026
(8am- 1 pm- 8 pm) after food.

3. Tab. Enzoflam (Paracetamol + Diclofenac Sodium + Serratiopeptidase)
twice daily till 09.06.2026 (7am-17pm) after food.

4. Tab. Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food
till 09.06.2026. before food

5. Cap.lucap 1 tablet once daily (8pm) after food for 1 month.
6. Collect HPE and Culture and Sensitivity Report.

Review with Dr. SWATHI H V, after 1 week on 09.06.2026 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 ................. in a
language that | can understand and | acknowledge. 7
Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Children's Hospital just dial one toll free number - 18002122. You can also take
appointments at any time by going online to our
website www.rainbowhospitals.in
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Name

IP No

Consultant

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

Mrs SWETHA SARRAF UHID
IP26-00006481

HNH-00015742

Admission Date 03-06-2026

egistrar/Resident/C.M.O
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Rainbow Childrens Hospital-Himayatnagar

Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.

TEL NO :040-48873000
WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : [P26-00006481

Admit Date : 03-Jun-2026

TRRR BRI LA DERRIR LR R

Admit Time :08:42 AM UHID : HNH-00015742

Patient Details :

Referral Doctor : Self.

Co-Consultant

Patient Name . Mrs SWETHA SARRAF Age :39Y7M8D
Guardian : Mr NARESH KUMAR.S DoOB : 26-10-1986
Gender : Female Religion
Occupation Martial Status
Address (H) - H.NO: 3-106/67/WP, STREET NOQ: 5, Phone No : 9290433849/ 9063064219
VIJAYANAGAR COLONY. Boduppal Hyderabad 4 .
Telangana INDIA 500092 E-mall ¥ RA@OMAIL.COM
-
Admission Details :
Bed Type : TWIN SHARING Bed No :PDA-412 Ward Name :4F -OT
Room No : PDA-412 Admission Type : First Visit
Contact Details :
Name : MrNARESH KUMAR.S Relationship  : Husband
Contact Address : H.NO: 3-106/67/WP, STREET NO: 5, Phone No : 9063064219
VIJAYANAGAR COLONY. Boduppal Hyderabad
Telangana INDIA 500092
\{&/
Siglﬁe
"
Doctor Details :
Doctor Name :Dr. SWATHIH V Specialisation : OBSTETRICS AND GYNECOLOGY
Phone No

Payment Details :

Payment Mode :DC/CC Card

Deposit Amount : 10000.00
Payor Name : FAMILY HEALTH PLAN INSURANCE
TPALTD

Printed Date / Time : 03/06/2026 08:49

Printed By : 015898 Page 1 of 2
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ACTIVITY RECORD FOR BILLING

Name: ----------- HNH-00015742 1P26-00008431 f i
Mrs SWETHA SARRAF
UHID No : ------- :;‘r-?;:'.r:mv WY?MID ) .- Consultant : ~=----—ememmcmcaeneaee-e Dept :
Date of Admissic I”||“"|“"I|I“"IMIH“ |||"“ ---------- Date of Discharge : ------======----- Time: —=———-
Room / Bed No : --------------- Ward : —— Suggested Billable bed type :
WARD TRANSFERS
Date Time From To Slgnature of Nurse
2l¢ 26 | endtyy | D — oSt OT -z*(m

B/ 2% |lo/0pN] O gre oSt~ | ¥/

Cross Consultation Visit

Doctors Name Date Order No. Signature

10.

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




INVESTIGATIONS

Date

Investigations

Order No.

Sign




MEDICAL EQUIPMENT ( WARD & ICU)

Date EE?J?;;Z;t Cor-\rril:jceting Disc?r?ri:‘eecting Order No. Signature
= Y s . ] t
2 ¢ Inposton pompP| wen | W, 804 ) & g MHon
?’[é \O BN

Cood fooe. menitos

A ifQOPm }h”'\cék‘@\ {

1

ek dm\Q

@RS

_hook
2\ 6 %0

A Loy




PROCEEDURE

Date Proceedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date : Time: Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




HNH-00015742

Mrs SWETHA SARRAF
26-10-1986 W¥Y7M8D
Dr. SWATHIH V
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Your Right to a Safe Delivery

Date of Admission : ..:

blioe oo

Time of AdmisSIon & ......ccovvvviiciiieeeeeinee,

Allergies: ........ hd]_ ......................................................... mnow any drug allergies

-=== PRESENTING COMPLAINTS : - == == == === === oo s o sttt o c o s e e :

- ol ot %J sueley | tar vogiaa

Ale %UH?;\C__ Q@\Se E\,g bm')L ?”gd“ ng{{‘

S
%@@Qﬁ*ﬁﬂaﬁ ~ ok b& EYS TN

MENSTRUAL HISTORY

OBSTETRIC HISTORY

Previous Periods :

Year of Marriage : ’

e Retolov 2 nvay

Parity : P‘l L “

Mode of Delivery :
D POND

+ | LMP: Last Child Birth :

: FRESL Y s back,
Contraception : @T'u.\o(q 3

E PAST MEDICAL HISTORY PAST SURGICAL HISTORY
' 'NH Weez:Y

—Vadee l\’.\.:j

Docu. No. : RCH /FRM / CLINICAL / 086
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Mrs SWETHA (F)

26-10+1986 9Y7MED

Kl iy

ewsunl,

‘ _Wi—ewv - DM

7=~ INITIAL ASSESSMENT :

T

MEDICATION HISTORY:

i

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

Date 2 [ S ( P Breasts Local/Speculum Examination
[bo : 5
. Wt @«rnbr_cjgg
BMI :
@ I3 o
B.P '
U Pallor @ Bimanual Pelvic Examination
CVR 5.9, é:’) Abdominal Examination
Respiratory System %L&\J_GS‘ ¥ /P =L (
Thyroid e
PROVISIONAL DIAGNOSIS : €t { 2 MVD @ TNatin c\nje-(‘\
INVESTIGATIONS ORDERED PLAN OF MANAGEMENT
EDDC\ gq\c)up D ) - Ve ry)
u YN B - QGPOWQ {:c»"\lﬂ
ey NIL . H'_/\,\%@rmeck C_Me,c]r .
Nev 0 Feak :
- €~ e AL CanAN c S\Am!g
Mhe- pu-Y ¥ Q‘o o\ as :
Pl’"‘ - b?‘f}{m" -— 3 \ E
wece ~ (900 kil mﬁﬁ‘s%
%-S\,:\b Fo T o o\l 5
______ .
Signature of Doctor et

Name of the Doctor :

Date & Time :
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|P26-00008481

Mre SWETHA SARRAF f//

;"1:;:::,"\‘ BYTIMSED (F) Ra'nbow .
i~ Forpia | W@t
PROGRESS NOTES AND DOCTOR'S ORDER

23-:-?“ Progress Notes Doctor's Order
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HNH-00015742
Mra SWETHA SARRAF
AQYTMED {Fl
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PROGRESS NOTES AND DOCTOR'S ORDER
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&a'r?mg Progress Noles Doctor's Order

Daocu. No. : RCH /FRM / GLINICAL / 088
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It takes a lot to treat the little.

OPERATION THEATER NOTES
"W"-Dom;?
Patient's Name : ;ﬁﬂ" “"“‘f?:‘mm’ ........................... AGE oo Gender: .................

UHID.: v Il m MM}”W”’M BN, oo siassiisstmstinris Weight : ...c.cooceree
Surgeon: By Mpaft BV

Surgeon : Asst. Surgeon : N9 . Neurena
Anesthetist : OT Nurse : Bso s Apllio
7 7

Surgical Procedure :
Paxfbalony <y E Exeonon

Indications for Surgery :

Date: & 41526 Start Time : :9 ¢ s End Time : 1 npa M
PRE-OPERATIVE PREPARATION : = Nt |
™ Blaads —hes

Pcuk‘% D QDCL&C)\QL\CY\S

OPERATIONNOTES:»dpc” @t &  Jodlolbe Shoere hbm,a@m,
n»e'rﬁlion :
2.3 X4 tum baafnsten's  upf= pasld ﬁh.Q;!j{/Ct‘
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www.rainbowhospitals.in
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Your Right to a Safe Delivery

Date

Time

Hb

. U

PCV

RBC

WBC

WA

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

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138

(PT.0)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

—Becd—Feoponve-

T AN S ENSIINIHES . o s e e R RS e T e R e TS

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

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

Radiology : USGE L  o.oiiscicmssiiusmsnenmsensosssisssossinessnn sanassiissssssssss saussaasssssvins s dussass nsssahssbu srsbasiansusbansisshsnanssubbsbsnsnsnes

MARE oo it comsiioiossinssiissmsasiniebion fssmiiiesoss s¥os ok s s 55 e SN e SR

Others (ECG, Contrast STUAIES B1C.,) : ...vuruercreeecrieeccreiee e




HNH-00015742 1P26-000068481
Mrs SWETHA SARRAF -
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It takes a ot to treat the fittle. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FOR

Drug AlIBIQIES: ....o.veeeeeeeeeeee ettt eaeere e s s ceeans e ens s e

ot known any Drug Allergies

Medication Reconciliation will be done at the time of admi 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: ....c.oveeececee e, Shifted 10 ..vovreecceece e
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| " (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | parg /i | ARSI
1 dc onc
2 \ JC [CJDC
3 \ O¢ ooc
4 LJc Ipc

5 \ Oc [C1bc
6 \ OC CIDe
7 \ OC CIDC

\
8 [(JC [IDC
9 \ OCc ODcC
10 LJC OIDC
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY g
Doctor Name & Signature : ............... @C‘\Vt"e‘“’ ......... /i ..........................
Date & Tlme ..................... ’3}6126 ............... 3300»"' ...............

Date & Time : %\Lka,(t@ ............. (.3.

Docu. No. : RCH/ FRM / GENERAL / 090
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Mrs SWETHA SARRAF L ZE
WYTIMED  (F) Rainbow .

26-10-1986

Dr. SWATHIH V
AT Hospita)
It takes a lot to treat the litle.

1P26-00006481
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BY RAINBOW HOSPITALS

Children’s .BirthRighf—

Your Right to a Safe Delivery

DRUG CHART

Date.of ADMUSSION:: .. iimreraeioinamsoncnsissssnns Drug AlIBIGIES: ..oveeverirreeiriee e
FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

/" 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.

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.

SOS / PRN (As Required Medication)

DRUG :

Date»
Tij;ne

Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

ﬂl DRUG :

Date
Time

Y

Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

A

Date
Tirvne

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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HNH-00015742 i
(F)

Mrs SWETHA SARRAF
26-10-1986 9YTMED

°“'\mmﬁm||“‘“\mm““ REGULAR PRESCRIPTIONS  Weight cj\&,\“( warg, . | OE—
DRUG : TN - CEFTAY Mne %%Z b
Dose Route | Frequency |Start Date
19 | W [R>  |qehs @[ T
Name & Signature of the Doctor
Starting the Drugs: X,gﬂ
Additional Instructigns: O
Daily Doctor’s Endorsement by a Sign
DRUG: T fis enCeTHMODL TDi;ee’ 1
Dose Route | Frequency StartEate U 1!

ooom  Plo | 1D |3eloc

Name Signature of the Doctor

Startmg the Dru !

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : T- Dy lofennc

Date

Time

somg Plo | Bp |ale

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

e

AdditioMal Instructions:

Daily Doctor's Endorsement by a Sign

DRUG: T- TRAMADO L

Date

A 4

1oong Plo | &p |5

Dose Route | Frequency |Start Date

Time

b

Name\d Signature of the Doctor

Starting the Drugs:
o Aol e

Addlt!on‘a‘f Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Mrs SWETHA SARRAF

26-10-1986 NYTMED F) —
nr"[i"r’iir,ﬁm’""l"mmll || Weight. @’\\L Ward. ........ ’L’DL
'l l Date»
£ qu’]e I Nurs;Sig‘ I Nurs:'Sig. [ Nurs;Slu. l NurszSig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROU te Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o - o —
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e — e el
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIUIE NursgSm, | Nurse Sig. ] Nu;s;Siq. [ Nurs&Sig.
Dose Dose Dose Dose
ﬂ DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Do Do Po%y o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: i F pose i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
; 1 Dosage & Other :
Date Time Medication Instructions Route Signature Nurses
g RS FRNTITPR | /é/j ‘
ol | B ucneg 2 ANTRAzE bot | v /é 2 [\
® 0 ﬁ /é QoL gius
™ ™Y T DR :
6 ‘3 U\ ,PW-L V Pe mwj /N 1 !
RLTADMIE NG /MM fé
'3/6/26 _— Faney 1tak P/‘\( ﬂ F’ _ |
[4
Dic oFennc o Le Z
5]6,&6 A 'AShy e loo”ﬁ 'plﬂ\ ]
—Te i Y ) (2
Holx |q. RANMAODL Pl \e
P Suppo 100N Vi
e v o
v X
&\'e\_at TS0 Bemn & \V el V27
&\G\a@ 9: 05Hm 5:7'C€F01mrm¢_ "'ﬂm WV (j& B

Page: 3/4 (P.T.0)
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26-10-1986 BYTMED (F)

Dr, SWATHI H V /
||| ||||| || |”|||||H|""|| ||| || || m L.V. FLUIDS CHART Weight. ....o2..).... Ward. ...

: Composition of I.V. Fluid Flow Rate] Doctor | Nurse | Date of | Doctor | Nurse
Date | Time | o iumon, skl bk wegkgmin ety | TOU® [“mihr | Sign | Sign [Stopping| Sign | Sign
T I R PR 7 A R
45? URcperre <
épwoug \ IOOmL é ﬁ/f'
3]6)&5 qQ:3y v M -
—frm locTete % &
-
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Page: 4/4



HNH-00015742

1P26-00006431

T aTHA SARRAS Z
Browe WY = Rainbow' | @ o i1 Right
T Fospital | () mememmestus

Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
THIGEERS WRANGE OR TWO YELLOW SCORES AT ANY ONE TIME
2 O ]

Date (K
g,@ Time/] 8 9 f10)(11)|iD| 1| 2|3 |4a|s|[6|7|8|9|10f11|12|1[2[3|4]|5]|6]7
RESP = 320
(write rate in - £y
corresp. box) 11-20
0-10
Saturations 94<-91'4°;%
Administered 0, (L/min.)
40
39
g 38
37
b 36 dad ==
35
< 35
170
-
)
-7}
a
z
e
180
170
160
w
= 150
% 140
= 130 T b
T 3 120 A > e ./’A\i
=) 110 i WS\
3 100 A
2 90 A
® 80
70
60
50
130
2 120
g_* 110
a 100
l 2 90
=3 80 L~ ~
> 70 - T
3 60 ! o
(=
3 50
40
NEURO Alc‘zrt I | = = || | | [ I [ [ | | 1T 1
RESPONSE Malce
%] Pain
Unresponsive
URINE > 30 [ P s
mis / hour <30
. . Protein + + | | | | | | I | | | | | | | | | I I i i | | | i i
Proteinuria | -
Protein > + +
: Normal
Lochia Heavy / Foul
: Clear / Pink
Liquor Groan
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial




Early Warning Signs

[ Obstetrics and Gynaecology ]

~ N

Complete a Full

1 Yellow Alert :
Repeat Observations
in 30 minutes

J/

-

Set of MEOWS
Observations

. J

-

~

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

(

-

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

\

* The Modified Early Warning Score (MEOWS)
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[ FLUID CHART |

Sheet NO. & oveeeeeeeecee e,

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.
b - m— T = >

3\ 6 SR = Intake | wsite

‘ o it Thrombo- -
Date | Time g]!aéﬂfi% Route NG | Diarrhoea | Vomit |Drainage [ Urine | Phiebitis I\?llgge
Mouth LV N.G A
oo , 1 b X
ee A bl A

08:00 am

g

| 2

03:00am | (4

2\% 10:00 am LL
Ko

11:00 am -
@__

12:00 pm

01:00pm| -
Total Intake : ) e Total Output: < PO A
02:00 pm

\@\\Q 03:00 pm
QD 04:00 pm

05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
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 Output :

5 NS 7L

(OU) _~

ey
—r—

low 4 ! & NE R
[
J

<=
-
F”

L

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

T — Chidrars B CrihRight

Hospital

It tnkes a lok to treat the Ditle,

(' FLUID CHART |

1. Al measurements ini ml. .
2. Add up each column separately. Make additions across the page to obtain 24 firs. tota[ of intake and output.

:‘ . 1 ‘ﬂw & ;;;-l-"u i a4 ,uw‘. ok u‘»-
ﬁ:;%*ﬁ;mralﬁgﬁ; i 2 w&i@“tpm— il }@Z’ T

7 M‘M

e Thrombo-
Date | Time gﬁg’uﬁ Rouite NG | Diarrhoea | Vomit |Drainage | Urine | Plebitis ﬁ:ﬂge

Mouth (R N.G

08:00am |

09:00 am

10:00am . - :

11:00am

12:00 pm T

01:00 pm

Total Intake : Total Output : }

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Tolal Intake : Total Quiput :

08:00pm {

09:00 pm

10:00 pm

11:00 pim q

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 Output :

Tolal 24 hirs. Intake Total 24 hrs. Output

Docu. No. : RGH /FRM / CLINICAL / 092
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AR Chitdren's | @ BirthRight
'CHECKLIST FOR THROMBOPHLEBITIS Hospital. . .Bv—fl,“iﬁ?fl‘ﬁ?ﬁfilﬁfi

)

D

3]4  DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE M E N M E N M E N Remarks
1 IV site appears healthy hgbz:g%: g;g::{ﬁgm/ 0 m
One of the following signs is
2 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula N
* Slight redness near IV Site
; Two of t;che following Signs Early stage of phiebitis / ;
are evident: 2
Pain at IV site Redness Resite Cannula NA
All of the following Signs are Medium stage of phiebitis /
evident : . .
4 | pain along Path of cannula Resite Cannula Consider 3 |
Treatment 3
Redness around Site Swelling
All of the following Signs are .
avident ang Extengiseg: Advanced stage of phleblt_|§ or
5 | Pain along Path of cannula g‘: ssi}zr ég;:]hrig'ggﬂgrggl:'t'sf 4
Redness around Site oy ke 4 ' NA
Swelling palpable Venous cord IEIen
All of the following Signs are
evident and Extensive : Pain idva"tfedhft%% of
6 | along Path of cannula Redness } E{‘,’T :’p te 't'i éi " 5 | NA
around Site Swelling palpable (itdLe rediment ke Sile
Venous cordpyrexia Cannula
Signature of the Nurse (g’\q
NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phlebitis.
Signature of Shift In Charge Signature of Ward In Charge :
Signature : .............. g”} .................... Name: ......... ‘g .......... M\?\ .............. Signature : ................ & .................... Name : MHlLU{«L .....................
Docu. No. : RCH /FRM / CLINICAL / 137
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Morse Fall Risk Assessment Form

%

Rainbow®
Children’s .

Hos

pital .

It takes a lot to treat the: little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe De_liver\-r

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
"1 Assist and/or supervise ambulation. Reinforce to always call for assistance

(1 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

Date / Time
Choose Highest Applicable Score from each Category il 316 Fall Risk Grading
Score SAM

History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mors?hl;glsl)Score 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 O
IV / Heparin Lock or Saline ;es 2[? 2.0 Implement

I ¢ e 5% Moderate Risk 25-50 Lﬂrggg:ﬁitg:a"

mpaire .
GAIT / Transferring Weak (uses touch for balance) 10 nievagion

Normal /On Bed Rest /immobile 0 Implement High

Forgets limitations 15 ——— Risk Fall
Mental Status .g ™ high Risk el Prevention

Oriented to own ability 0 litirvantioni
Total Morse Fall Scale Score: 20

Signature ‘C_ / )
=1
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BRADEN 'Q' SCALE

%
Rainbow” . N
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a kot to treat the litte, Your Right to a Safe Delivery

Date :

Time :

316

£AM

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

and/or must be assisted into chair or
wheelchair”

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

Mobili : ; oL : 5 : : ” i .
fty 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.
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
PRI Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : ; : ; ; 3 ) .
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 (/(

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.

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.

iickiirs Daoree 1. Constantly moist: 2. Very moist: 3. Occasionally moist: 4. Rarely moist:
% whichg Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
A by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
skin is exposed i 2
o ke Dampness is detected every time 8 hours. every 24 hours. b{
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

Does not take a liquid dietary
supplement.

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/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : lessthan 9 | High Risk: 10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18
Docu. No. : RCH /FRM / CLINICAL / 119

| Notat 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
' Regular Turning Schedule _ .
Enable as much activity as possible High density foam matress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Atternating pressure matiress overla
Manage moisture, friction and shear ap 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
1314 Moderate Risk Gel pads for high-risk areas
Position 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 matfress 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 matiress overlay
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PAIN ASSESSMENT FOHM Tt takes a Jot to treat the Moe. Your Right to a Safe Delivery
) Pain Stofe g ; i Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Eaeiom Educated _Inlerventmn Sign
] [ Continuous | [ Acute ] Sharp 7 Dull [ Increasing O Yes
*’% ' & Am| O I’O’\ ‘D Intermittent | [ Chronic [J Aching 7 Burning | ] Decreasing | [ No N f) %7
Continuous | [ Acute ] Sharp [ Dull L1 Increasing [ Yes CL?
o6 M \oh-v 0 lm (LC o, Intermittent | CJ Chronic [J Aching [ Burning | ] Decreasing | [ No M :
E Continuous | (] Acute (] Sharp (] Dull [ Increasing [ Yes
? (,/ ’)(b (/U{ﬂ\/l dh o oy | Intermittent | (1 Chronic [ Aching 1 Burning | [J Decreasing | [ No M@\Ni
T
] Continuous | [] Acute [ Sharp ] Dull [ Increasing [ Yes
[ Intermittent | [ Chronic ] Aching [ Burning | (] Decreasing { [ No
[ Continuous | [ Acute ] Sharp (1 Dull [1 Increasing U] Yes
1 [ Intermittent | [ Chronic (1 Aching 1 Burning | [J Decreasing | [ No
D lC_\ [ Continuous | [] Acute (1 Sharp [ Dull [ Increasing L] Yes
[J Intermittent | ] Chronic [ Aching [ Burning | ] Decreasing | [ No
] Continuous | [ Acute [] Sharp [ Dull [ Increasing L] Yes
1 Intermittent | CJ Chronic (] Aching (] Burning | [ Decreasing | [ No
] Continuous | | Acute ] Sharp 1 Dull 1 Increasing [] Yes
[ Intermittent | [ Chronic [1Aching [ Burning | CJ Decreasing | [ No
[J Continuous | [ Acute (] Sharp (] Dull [ Increasing [ Yes
[ Intermittent | [ Chronic (1 Aching [ Burning | CJ Decreasing | [! No
[] Continuous | [ Acute [1 Sharp ([ Dull [ Increasing ] Yes
[ Intermittent | [ Chronic [ 1 Aching (] Burning | [ Decreasing | I No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours
c) Prior to pain pain-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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Numerical Pain Scale (Obstetrlc and Gynecology)

| l 1 | | I 1 1 | I
T T ] ] T I ] ] 1. |
3 4 5 6 7 8 9 10
Worst
Possile Pain

3 ——
-
h

Ko Pain

Wong - Baker (Pediatrics) Above 7 Years

LOSSD D

4
No Hurt Hurts Little Bit Hurts Litle More Even More Hurts Whola Lot Hurts Worst

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Manth to 7 Years)

, SCORING
CATEGORY
0 | 1 2
Fage No Particutar expression or smile 3%%’%%?:&:3 " Frows, ms:;tgh?:,n:}::gmw
Legs ’ Normal Pasttlon ar Relaxed tneasy, restless, tense Kicking, or legs brawn up
L. ‘| Laying quistly normal pasition, Squirming shifting back and '
Activity moves easily farth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Gry (Awaka or asleep) complalnt _ frequant complalnts
- Reassured by occasional touching,
Consotability Content, relaxed hugging, or being talked to, Difficult to consola or comiort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Rormal Pain / Agitation
Criteria :
-2 -1 0 1 2
Crylng No Gry with painful | Moans or cries Appropriate crying Not| Irritable or erying at | High-pitched or sflent-
Irritabillty stimuli minimally with painfui] imitable infervals consolable | continuous cry
stimuil Inconsolable
Behaulor State | No ardusaltoany  { Arcuses minimally to | Appropriate for Restless, squirming | Arching, kicking constantiy awake
stimull stirmuli gestational age Awakens frequently | or
No spontaneous -Little spontangous Arguses minimally / no movement
mavement movement {not sedated)
Facial Mouth is lax -Minimal axpression | Relaxed Appropriate | Any paln expression | Any pain expression
Expression | No expression with stimufi intermitignt contimual
Extremitios | No grasp reflex Weak grasp reflex | Refaxed handsand | {ntermittent Continual clenched
Tone Faccid tone decreased muscle | fest clenched Yoes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is nottense | Body is tense
Vital Signs HR | No variabllity with | Less than 10% Within:baseling or | Increase 10-20% | Increase greater than 20% from
RR, BE 8a0, | stimuli variability from normal for from baseline baseling, Sa0, lessthanor |
Hypoventitation or | baseline with stimuli | gestational age §a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

~/
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NURSING CARE RECORD

%
Rainbow”® ) C .
Children's | @ BirthRight
Ho spital . BY RAINBOW HOSPITALS
It takes a iot to treat the itte. Your Right to a Safe Delivery *

] Relieve Pain & Discomfort

[C] Maintain Fluid Balance

[ Improve Activity Tolerance

[] Maintain Good Nutritional Status

Date: .......... g\ﬁ[?ﬁé ..........

[ Maintain Skin Integrity

§ [C] Maintain Personal Hygiene [1 Prevent Infection [J Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety ["] Patient & Family Education
S | [ Identify Potential Complications AT OIS, OB EIY wrerimsss o sas s ons bandrss $3 0 Er i AR TN e STy Ve st e TR O Yo A TRk

Time Plan of Care Time Implementation Evaluation Re-Assessment '}."é?;n':ﬂ'r'g

T A ke K <the p&‘*&wf ,o(q;oag%gp% I

) 0

2 - P\ @n {OrKC \}QM C/@{\Jj\\d:k o Q-J,ﬁtc) Y4
£ — Maintem N Vi @
= — P\CamﬂOn“ ,L\«F{mli TN = ?C‘L“F&Q‘Cﬁ (fw[’:fu

- flen e~ Mot m) Tec b

!

g D/ Q
5

Docu. No: RCH /FRM / CLINICAL / 148
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— It takes o kot to treat tha ke, Your Right to a Safe Delivery
’1 -
DALE: .o erensennans
e | O Maintaln Airway and Oxygenation [J Religve Pain & Discomfort O Maintain Fluld Balance 0 Improve Activity Tolerance [0 Maintain Good Nutritional Status O Maintain Skdn Integrity
S | [ Maintain Personal Hygiene O Prevent Infection 0O Meet Elimination Needs O Ensurg Safety [0 Eary Ambulation Reduce Ardety O Patient & Family Education
€ | [ Identify Potential Compliations [1 ANY OHHEIS. SPBLHY. .. 1userenserereererersessrersssssssessesssssseresnssassssssasssessensansessasssasesssssesessssssssnases
. " . Nurse Name
Time _ Plan of Gare Time Implementation Evaluation Re-Assessment & Signature
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Rainbow®
Children’s
Hospital

It takes a lot to treat the little

NURSING SHIFT HAND OVER FORM

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

e

Z | Diagnosis: *’!""\ Any Infection: C1Yes [INo ot Known
g ( C MK&/ If Yes Specify: ....cooviviiiicc e
@ | Surgery / Procedure: / Post OP Day:
g fate Shift Lﬁ AN
E Medical Condition
;, (Any special condition to be noted): | ¥
@ | Diet: NR D
Allergy: [1Yes A0 |1 Yes [1No|JYes CINo|JYes CINo | Yes CNo |1 Yes 1 No
Ventilation (RA, NP, NIV, VENTI): AR
Tubes/Drains/Catheter: CJYes CINo | Yes [1No | Yes ©)No | Yes [INo | Yes C1No |1 Yes 1 No
£ | Vil Signs: Temp: | 98¢
ol
5 Puls;: ;Sc’f
(-4
BP: | !q/’ 2w
LOC: —
Fall Risk Score: =
Pain Score: =
Skin Integrity =
Safety Needs: | Yes CINo | Yes CINo [ Yes CJNo | T Yes [JNo | Yes CINo | Yes CINo
Physiotherapy: | N -
g Others Specify: |1 Yes CINo | Yes CJNo | Yes C1No |T1Yes CINo |1 Yes. CINo [ Yes I No
E Special Diet: | )3y
E Critical Lab Test / Values: '
E |Other Special Orders / Medications: | Yes “"No | Yes “INo | Yes C1No |l Yes ©INo | Yes ©1No | Yes C1No
ﬁ PU Prophylaxis: C1'Yes =MN0 | Yes CJNo |J Yes CINo | Yes T No|T Yes CINo | Yes CINo
DVT Prophylaxis: C1Yes (M0 | Yes C1No | Yes CJNo |[JYes CINo | Yes C1No |l Yes £ No
ADL (Dependent / Non Dependent): | i3
Post Operative Procedure Special Orders: r\: A
Handed Over By Name : i —
Signature / ID : s
Date: g‘%
Time: 2 0
Taken Over By Name : e
Signature / ID : DE/
Date:
Time:

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

Children’s

Hospital

It takes & kot to truat the HBite,

NURSING SHIFT HAND OVER FORM

BY RAINBOW HOSPITALS
Your Right ta a Safe Delivery

.BirthRight"‘

=Z | Diagnosis: Any Infection: OYes CiNo O Not Known
g [ YeS SPECITY: c.ovvveerreri e enneerssnnens
5 Surgery / Procedure: Post OP Day:
% bate Shift
é Medical Condition |-
S (Any special condition to be noted):
&= Diet:
Allérgy: [1Yes O No{OYes ONo |2 Yes ONo |OYes ONo |3 Yes ONo|[OYes ONo
Ventilation (RA, NR, NIV, VENTI):
Tubes/Drains/Catheter: OYes ONo |0 Yes ONo |G Yes ONo {0 Yes CINo | T3 Yes S No [0 Yes OINo
5 Vital Signs: Teﬂnng .
§ Spo :
Lt "-'
3 Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: | O Yes ONo|0Yes CiNo O Yes O No | Yes CONo (O Yes O No |0 Yes D No
Physiotherapy:
g Others Specify: |OYes ONo|OYes ONo |0 Yes [INo [0 Yes O No | Yes ONo{O Yes CINo
E Special Diet:
E Critical Lab Test/ Values:
£ |Other Special Orders / Medications: | O Yes ONo [0 Yes ONo |1 Yes CiNo | Yes U No | Yes OUNo |0 Yes CINo
E PU Prophylaxis: OYes ONo |0 Yes ONo |03 Yes ONo|OYes O No | Yes T No |OYes ONo
DVT Prophylaxis: OYes ONo|DOYes ONojOYes ONo|OYes ONo|dYes O No|OYes ONo
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders: ]
Handed Over By Name :
Slgnature /1D : N
Date: .
Time: '
Taken Over By Name : *
Signature /D :
Date:
Time:




%
Department of Anaesthesiology Eﬂ'l?db!%v:s ® BirthRight
PRE-ANAESTHETIC EVALUATION Pospeal . S s Lo

DiagnRosis: .....5.ccvieieni Eﬁ (%0" ....... o‘dﬂ'

B.P/CRT: ............ HR: Weight ......... k’T’ ASA Physical Status: f“/ 02 03 04 O5
E Laboratory Data:
oS \2 U,L
'A& gb: [ Glucose: .. rg}ﬂj Protein: . LS P - R - T —
poV: . B Urea: . AID: e HBS AQ: .. d.oocrvvoeenee [T
wac: .. 11 Aoo Creat: oo Total Bill: oo HOV: oo 2D ECRO: oo
Plate: 5;2 —}—,,‘2 N o DIE Bill: oo Blood group: DM Stress/Anglo; .................
-4 [{—— S | L5 D, Ty | b R S e 61 A
24 8 — S— B i AKDIOS: wovvrsussinsisainatsaas T oo vommarvimipieggrrmsie
[ S o V1 A — TSH ... [ ‘E‘;\' .
B2 e miaiss SGOT/SGPT: .o Allergies: Al = J\U"‘ 1',2 s C}‘im.{
; ¢ ‘
Medical History: CVs: -
RESP : — Diabetes : —
CNS: —
Renal : =
Hepatic /GE:  _ : Physical Activity: A\ 8t
Others

Past Anaesthetic History:

Physical Exam: Wau‘f (/nﬂwm’” | COOhprelort:

Airway: MP1234 Mouth Opening: MM Mentonmti Distance: ‘IPK Neck: é) ) Teeth: N
Lungs : Bﬁ{: (&)

Heart: (S9(%)

CNs: No Ngure anw Ao

Pregnant: ! Yes Mo CINA U Venous Access Site ?Pm (L,«Ipine Exam for 'regional :
|

Anaesthetic Plan: T MAC [/REGIONAL ] GA-ETT [JLMA

Peri-Operative Plan Explained to the Patient: .,12465 = No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
G Al,. 1. DVT Prophylaxis :
0 LR A Water / ORS 2 H
NIL ORAL< == e

h 2. ers 6 Hour:
"*"-"DX& L Informed Consent: “+-8fandard ' High Risk

4. Post Operative Pain Management: ~' Discussed with Patient
5.

Other Instructions: ‘
__________ wmaﬂ% T

Signature: ....4... Name: B‘"P%‘%"ﬁlh‘i ..............................................................................................

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

Pre Induction Assessment:

ANAESTHESIA CHART

Rainbow®
Children’s
pital

It takes a lot to treat the litte.

z

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight'

Change in Patient Condition: 1 Yes Mo/ Fasting Status: gg\m
Physical Status: -Fatient Identified =" Consent Present _L+"Chart Reviewed
HR:_%1 ] min [BP/CRT: |\a|F0 | S0, le Z A |RR 13y ILastFeed>caL..l
Q0Ahm Pre-OP Dlagn05|s Eaormoun.. (ST ﬂ OperationBﬁR,T-l-iOLtM C\er.. €xc x10NDate 03:|,('J..G.. R

Surgeon: kY. &.OQH'\J 1 Naveena Anaesthes:ologustc'af

Technician: .. Palay »SouChord

TivE 9. 00 =S
N,O /AIR /0, LPM ‘—ﬂgﬁ —Hm
HALO /SO /SEVO . AEUEME
Drugs: = FC:T&*I ME
1 g £H_ ] Suppos‘rtoryl a lv
K ﬁu Dicrorenine
\ i lodug
Blood Loss 'w“ﬁ
O (DY) Do/ 100/ 07 1067100/ 106/ J
ETCO,~— ] e ‘ '
ECG SE SR [P
Temperature
Urine Output NOTES
g3 RBL 1(0)
E£& o
B8P 240
V Systolic 220
A Diastolic
X Mean 200
+ Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120 LT g
f 4 Fd
100 h A K 4 ¥ 3 ;
80 h ¢
T
60
40
20
10
0
- o
LAB Values
GAES
F"G
L~ Equipment Checked and Temp: Induction Regional: I
Functional [ HME 7] Fluid Warmer ow O inhal um:?;y SpacrrySP;DDh&B.OCl
.-,Z BP ] Clipg Film [} OH Warmer [ Pre0, 1RSI BDinal ] Epidural ] Caudal
uff Site: AV 1 D’ﬁu}ggar‘s [7] Cotton Wool ] Others, Others: .
Art Site: [ Other 'bh
Ugr‘ EXG Lead 3 le.ad L 564 il 5: 5
[ Temp Site Times: [] Agway  [10ral / [ Nasal Site: . L“
e FIO. Moni Anaes Start: .. QLA VB ETT# woovccririnins U | Needle Size: &:I»C{ v DBPH: s
, Monitor . =
- ; 0P Start: .. q :QS-&m [ Oral ] Cuff Parasthesia []Yes |
_1 Agent Monitor "
Pulse Oximeter OP End: . q S.5Hm D Trach.eustomyw y Catheter at skin ..
Capnograph Leave DH --------- ‘0 Om MY 5 N Drug Name & CDHC% _J,]éﬂw b’ijt‘"Ne
Ventilator Anaesthesia: [ Awake 1 Direct Vision Bolus: Q') SN’ ...... 4.
[ Nerve Stimulator ] GA [ Video LaryAgoscopy [ Stylette / Bougie Infusion: . o
["] Mogitored Anaesthesia Care [ Fiberoptig Block l.eval 1"9“_ 'T| D
Positign: . : / .
/ " Regional Blade# ...... ..o AUBTIPIS: oo Gom
Pressure Poins Checked | DIFFICUIY WAY? oo
Line (Size & Location) Transportation to
Eye Care: ] . S "1 Bilat = BS CIPACU  CIICU O Other
L1 Oint 1 ART: .. | Semi-Closed Circle Relaxant Reversed [ Yes 1 No
L Tape = &0 on. . - [ Closed Circle
[ Padding Ow . 0 _ U % g Name of the Docto@f SK.... CilQ
A Awake i || Signature of the D
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Rainbow® . e
Children’s @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

Received in PACU by & ..o e T Time Received & .........svccisesridininae. 1ime Discharged @ ...l 7000
- .Y
_wll\ LW y=
250 . 250 IV Cannula Site : '1.05
240 240 :
w 230 230 | [ 0, Mask [J Nasal Prongs
;5} g‘:-g gfg [ Tracheostomy [] T-Piece
@ 200 200 | [ Oral Airway [] Nasal Airway
o 190 190
a 180 180 . — e
8 170 170 | Vomiting : ] Yes w DU meners e e e A A
a2 & 1o [Nembe:  Cives o
v 140 :;g Drain: ] Yes [0
130
A 120§ 'T\K £ 120 | Urinary Catheter: [] Yes j_f:l!j
110 110 .
c""_|5 100\ - r} 100 | Chest Tube: [ Yes ‘;:o/
90 7 20 - -
g . ll ? - Nil Oral C1Yes (Mo
;g — ¥ N ;g T8 5 T o A
& 50 B0 | 02l Fo008: oo B i
o 40 40
7 30 N 30
20( 1 i L 20
10 10
0 0
SPO,
MINUTES
POST ANAESTHESIA SCORE IN out SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
Able to move 4 extremities voluntary or on command =2 7 iy 7 >
‘io 10 Move 2 axremiies :olﬂmag or on command =1 ACTIVITY \ i Pe A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 ] ’\/ . 9, Discharge
Able to deep breathe & cough fraely =2 Q—- "
Dyspnea or limited breathing =1 RESPIRATION < g P i
Apneic =0 Ql’ A 2 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 i i ician:
BP =+ 20-50 of Pre Anaesthetic leve =1 CIRCULATION 24 q B s Space below by the Dlscharglng Physu:ian.
BP + 50 of Pre Anaesthetic leve =0
Fully awake =2
Arousable on calling =1  CONSCIOUSNESS = fq’ ~ %
Not responding =0 v Q_L
gnt: sky, blotchy, jaundiced, oth =3 coun 2
, dusky, blotchy, jaundiced, other = | A —
Cyanotic =0 D" N 7 1
TOTAL O\ e |10 1o to

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score

Intervention

Signature

5105 | Gy | ¥ ¢

Qemmué Ofil'g a2,

\ 19017\/ —
Time Discharged : \ Ve

L P

o | oyl oWo N E
Ble
Pain Tool Used: [~ NPASS [ FLACC [ WongBaker —INPS Reassessment Frequency:

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :

PACU Nurse Signature:

Date & Time:

1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b.  After 24 hours every 4 hours
c.  Prior to pain reliving intervention
d.  With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): .o

Date & Time:
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: Rainbow® ] -
T T — | Childrer's | 8 BirthRight

Hospital . BY RAINBOW HOSPITALS
It takes adot to beat thwe [ttle, Your Right to a Safe Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
(B UL O L 21 PO o/ (115111 11 (- X' (o)) -1 1) OO OO
CSE /Spinal /Epidural Position : ... SPACE ©.eeeerererierarare e Technique (LOR/LOS) .........c........
[1]511)1 | KU Catheter at SKIN:..o.coev e ATBINPES § oo st
Parasthiesia ; YES/NO if YES GBLAIS 1 .....ueccerererieceriscesessessste s eeseesessereseesessssssessessseseassssssssesseesionssesssbesseseeeseseses e,
SOIULON COMPOSIION : wu.vevevecreesrecreresesmmenresssssessssassessssssesesssbensesssssssesseesssessecssesessessesesessse oot sensemsesossmssssessesssseesnssesssmmenes
Any other issues : '
B) trerenae bbb e e R b £ e 4 A b A i S ema AR SRR A AR s e ne s e e Ea S ee b e e et s e ee e seseaee s e see s
b) ALt R e LRt RSB R4 SRR RS S 4RA 8RR RS R R O8£S
' Infusion Rate | Level Maternal :
Time. | (mi/hn) Bolus (ml) ( ot Rigit [ BP [Puse| FHR Comments

Delivery Details : ~ TimMe : cuvveeecveererrerenn APGAR: ... SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIBA 1 .....veeeeeceeeereererseeesvncnrree s rsnsrsnsssassensssrsrasssnsesassarssnssensssaases errrerseressrnanennas
Patient Satisfaction : .....cceereececreere e teraens etetreseesetonnart st tet s e Rt et asat s et ar s bat e Rt eEant L e eaEbaen e e et naTersas e Tt EReroReRTROree

Discharge /Shifting ordered by
DOCIOT SIGRAIUIE. 1.eevveveeecerrrerseresereesesasesseessssssreresssnsssessens
DOCION NAIME: .....ooieririvrersereseeserssrensesessrsenensossessmiebenssssssesssns

Date N THTIE & vooerercrrerereeesssninssosserssmsssssssssssascersstssssssssssisans




%

CONSENT FORM FOR GENERAL / R inows | @ BirthRight
Hospital BY RAINBOW HOSPITALS

REGIONAL ANAESTH ESIA / It takes a ot to treat the It Your Right to a Safe Delivery
MONITORED ANESTHESIA CARE

Patient Name:.%@? ..... \CM%[L&,‘J’L” .............................. Age:..g...}] .......... Gender : Male O W
UHID N: Ly gt G T Y. Surgoon Nam: . AL

Operative procedure planned : .............. o A Mo | A o S e M e TR SRR

[ %4

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.

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

~ [ Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
I.:| Incapacitating Cgonic Obstructive Pulmonary Disease

/E’Otﬁers: ..... A Qéf%f)w«ﬂf .................................................................................................................
L e e e e ey oo
* Doctorto d;)cument 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 upo@my patient
............................................................. the above mentioned operation / Diagnostic / Therapeutic procedures

" | authorize and give consent for anaesthesiWﬁnal/ [ General Anesthesia / T Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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




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

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

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

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

- Pregnant: O Yes 0
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.

PaK/Paﬁem Attendant / Witness : r X)}_,}/

SIGNAIIG 2 . ivviniinasiainns N S SIGNAMITD © ...couuuisusimsnesimmmssomsssonas ssesssssssssassarn

Name : HM&W@«Q’Q\Q\ ............... IO
Relationship with Patient: ......S & M. Date & Time : . Z.\Ca (285 108Y

Date & Time : 'S\(.l;t{ .......... K 3N

Doctor (who is taking the ¢ sénl) 2

Signature : ......ococoeeeveee e s ot

Name(BVQ)fMu'\ ..... Lo K



inbow”® . o
INFORMED CONSENT FOR SURGERY OR Chitdren's | @ BirthRight
Hospital .%

SPECIAL PROCEDURE bl

Patient Name : .... {00xs. . St QSQYO\JD Gender: [ Male ,;«Peﬁe Age: ... BT\fKS .....

UHDNO : ... A R OO SR, Date : 51(),1’9 ............

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 ofthe following operation (s) or procedure (s) (use no abbreviation/ Avoid technical terms)

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

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

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

e Cncessive.... blved!j ...... UJWA\*% C’M}M ...... (OO TEn0R. ... "\fmt\\!tmw!....
'\'\ut)“‘*o AAYE. T\mro. LAnas. Ca... rqu\Eﬁc.m""uH.s .............................

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

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

Name of the Doctor who is performing the Surgery/ Procedure: D“ ..... g@q ﬁ?‘”‘\f .....
Consentee : Patient Attendant : \g
Signature : .......> Signature : .............. eqb’jv ......................................
Name : M‘“S\"“‘e Name: ......... N\CMUES\’\
Date & Time : Relationship with Patient: ... L\U"-‘\n‘“‘; ..............

Date & Time ..., 206\ 2026 (0. Q ooam.
WhiF Doctor (who is takin consent) :
signaluse: \C Signature : .......... j ...............................................
N & 5o MR Ko ssenssnrisvainsssssssnsiemssnimen Name: . .. pddva o@3 ,....Q-sr..gt.\!:.e\e
et &Time ... WRLL BB Date & TiMe : ............. éé[...z.g...@ [ASYPW

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




PATIENT TRANSFER FORM

z
Rainbow®
Children’s ’ .BII‘thRI ght

Hos pital BY RAINBOW HOSPITALS

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

QU

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00015; ; L8
s SWETHA sammar OO 36 ot @ 3ls)26@  ALO-Hc
| 26-10-1p86 BY7TM8D
Dr. SWATHI H v # Transfer Ordered by Reason for Transfer

DR. Nawawn

Lot sl

From Unit

Dy — post

To Unit

oF

Information to Attendant

Yes A~ No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
- Yes| | No[ |
@ — If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

" | RL - Socomt Q)

2.

3.

4,

5.

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

Name & Signature of Person who is Transferring

S8e. Mahe

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

Dw}qm‘{)oe 4

DR - ploven e

\
Date & Time of Patient Received :

[ ] Unavailable Bed [ | Nurse not Available

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

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

|| Available Bed not ready

|



Surgeon : W &.ﬂlﬂ[
Asst. Surgeon : V. na VEENS. ..
Anaesthetist : W&cm”a’ .........

SURGICAL
SAFETY CHECKLIST

Scrub Nurse : ...

. HNH-00015742
f Patient Name : ......

UHID No. : ............
| Date: gl@[f}()

2&10-1”0

Before Induction of Anaesthesia » »

Before Skin Incision » »

| dim
$28-00006481
Mrs SWETHA SARRAF

WYTMED {F)

"V

iender ~

inbow” | @ o bty
Children’s . irthRight

HOSpital BY RAINBOW HOSPITALS

1t ks & i 1o bt the e Your Right to a Safe Delivery

o

3 .

SN
e N

Before Patient Leaves Operating Room

Does Patient have a:

Known Allergy? TYes G
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available -X(Y'es [INo
Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned 'Yes #flo I NA
Blood Units Reserved CYes Ao CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? “es C'No T NA

\

RSk paﬂllom .................

Signature

Name:.......»

Anticipated Critical Events
Surgeon Reviews:
What are the Critical or Unexpected

Steps, Operative Duration,
Anticipated Blood Loss? Sz)mmJ Yes (o TINA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns?
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

C .Yes\:.i)ua/j NA

 esTINo DINA
OYes O NQ,LJM

Signature :............... @’ ...........................................

Name gﬂt&ﬁfﬂ" ..........................

SIGNIN  Time- 9. 00hm0 TIME OUT _Time.. .24 AN SIGN OUT Time... /0 QO

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

|dentity =6 CINo introduced themselves by Name and Role ¥gs [1No The Name of the Procedure Recorded ~ T7Yes TINo

Site JHEs [INo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure Z6s CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ' Yes [INo CINA

Consent s CNo Correct Patient (Check ID Band)  ~—7¥es 'No The Specimen is Labelled (including
Site Marked “Yes N A Correct Site —TTYes TINo patient name) CYes CINo TINA
Anaesthesia Safety Check Completed s No Correct Procedure _Hes CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning < Yes No Problems to be addressed DYes LINo CINA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient? OYes CINo

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



PATIENT TRANSFER FORM

.f{/_/‘,
Rainbow® . C o
Children’s ‘Blrtthght

Hospital BY RAINSOW HOSPITALS

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

pe post-

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
;p:'wxgs::zsmwzwmm1 5[6(2@ @ % ‘ '“f?/ﬁ/v\ Z{G /}6 @ [Q‘[O/)M
| 26-10-1088 wyrmsp ()
Dr. SWATHIHV Transfer Ordered b R for Transf
MR Gl Z’; " S
i Vg eYvakioN
From Unit To Unit Information to Attendant
18 YesL— No[ ]

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. Item Name Quantity
: 7L )
2.
3.
4,
<

Shifting Summary / Notes Written by Doctor : ~ Yesi—— — No[ |

fui~

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

DK\ §cJVUf ’

Patient & Clinical Records Received by :

‘“‘%ﬂ it

Date & Time of Patient Received :

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

| ] Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Nurse not Available

| Available Bed not ready

M




