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SURGERY DETAILS
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1. Surgeon B D" ...... M‘U\Lw"b .......................................................................
2. Anaesthetist  :.. m*ﬁﬂ/&g(/df .....................................................................................
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Rainbow Ralnbow Childrens Hospital-Himayatnagar
Ghildrer's| wiygn Rainbow Childrer's Hospital, Door o, 3-6-267, pp. Cafe niloufer, Old MLA
lamlcw guarters road AP State Houslng Board Himayatnagar Hyderabad ,

Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
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ELECTRONIC MEDICINE PRESCRIPTION

MRN : HNH-00015507 Name : Mrs CHETNA JAIN

Ago/ Se; : 70Y9M 13 D/ Female Dostor : MEENA UGALE

Adn/Reg Date/Time : 22/08/2026 12:55 Payor : MEDI ASSIST INSURANCE TPAPVT LTD

Crder Date : 22/05/2028 19:13 Ordemumber  : 26-0000201439

VisitiD : |P26-00006403 Ward/BedNo  : 4F -OT/FDA-414

Patlont Address + 4-1-1080/1, Abids Road, Hyderabad, Telangana, INDIA, 500601

SNo | | Description Generic Name Dosage Route / Frequancy [ Qty Status
1 Rf.sco MLCLOSED SYSTEM | Bar L LAGTATE 1Battn 1 0nce Daly 2Days 28atts]|  Dispansed
2 ;ff%u“%‘)uf%m'm PRECELLEDPLATED |4 New 1Crce aiy 1Days 1| o
3 Inésnsum-umsnsz MERSILK 5062 1Nes 1 Onoe Dally 1Days 1Hos| Dispensad
4 f;’;fé"cq‘.miﬁmm 1Has 1 Once Dally 10aps 20Nos| Dispensed
5 Qﬁcmvam VICRVL 1-0VP2ZMS  |tNes 1Cncs Dally 5Dy 5Hoa|  Dispensed
6 fﬁf""“"”a“”m““‘ BUPIVACAINE BOMG INJ |1 Noe 10nca Dally 1 Days thos] Disparsed
7 r?onocm.:mumm MONOCRYL 1328 1Hea 1Once Daly 1025 10ca|  Dispensed
8 |uezoammssme sm 1viat External! Onow Dady 10wy 1via| Dispensed
v |[OLEYS CATHETER 14-URO 1Nos Extomal f 10 AM 1Days 1Nos| Dispenaed
10 FC.G ELECTRODES (ADULT) | ELECTRODES ADULT {1 Nos Extecnal Onca Dally 1Days 3Nos|  Dipensed
1 :cononsmzcmuos COTFONBALLS2G-6 |y nios Extomal { Gnce Daty 103 1hos]  Dispensed
12 |pwarERtoMmLAMPuE  |osmiwatErtom  [1mome Extamat/ Onoe Dally 1Days 2Batta|  Dispensed
13 [ nGes UPPOSITORES ™ Extamal f Gnoa Dally 1Days 1Hos| Dispensad
14 |ERTERY PENCIL i s 1Hos Extamal ] Once Daiy 10 1Nos| Dispensad
15 |JROBAG (ADULT)- 1Nos Extarmal/ 10 AM 1Days 1Mas| Dispensed
18 |vaccume sucTionser  [YADCUMESUGTION |4 o 1 Oncn Daty 2Days 2Noa]  Dispensad
17 |aouLT mapers 1Mos External [ 10 AM 1Days 1Nos]  Dispersed
1B ffgow&mzsownou 0% 1Mes Existnat/ Once Daly 10ays 2bos| Dspensed
1 Im“'&“ﬁ“‘ 1N External { Once Dady 10ap 1Nos|  Dipared|
20 I %E:g;’gg%’{ﬁ;?asg’j 1 Nos 112th Hourly 1Days 1Hos| Dispansed|
2 Aa‘*ﬁéﬂ“ﬁm”‘m" FACEMASK3LAYER  |1Nos 10nce Daly 2003 20N0s|  Dispensed
2 ' |surcicALBLADE 22 SURGICAL BLADEZ2 | 1Mos | xtacral Orce Dazy 1Days TNos| Disperised
n (o OIS ageL hos £Onca Daly 10aps 1Hos| Dispensed
24 %gguservwml.um BLOOD SET LUER LOCK | 1 Nos Extemal / Onos Dalty 1Days 18cs| Dispensed
25 |BAGTOFREP SOLUTIONS e 1m # Onca Daiy 1Days 1Nos| Dispensed]

‘ 2ALCOHOL B0% 500
26 i PENCAN25G'3 12 PENCAN2Z5G'312  |1Nos Extamal} Grcg Dady 1Days 1hos|  Dispansed|

MEENA UGALE
Reg No : 18967
. document is Just for reference purpose only. Not 1o be considerad as primary report,
Note
*This prescription is valld only for specified duration.
* Do not roflll madicines.
Printed Date/Time : 22/05/2026 19:53 Printed By : GUVVALA VIJAYA SUSHEELA Paga1 of1




* Do not refill medicines.

Printed DatefTime : 22/05/2026 19:53

Printed By : GUVVALA VIJAYA SUSHEELA
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- e Rainbow Childrens Hospital-Himayatnagar
Rainbow .
Children’s . . . . \
Hospital meght Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
wRalibow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
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ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015507 Name : Mrs CHETNA JAIN
Age [ Sex 4 : 70YIM13 D/ Female Doctor : MEENA UGALE
AdmiReg Date/Time : 22/05/2026 12:55 Payor : MEDI ASSIST INSURANCE TPA PVT LTD
Order Date : 22/05/2026 19:13 Ordernumber  : 26-0000201488
VisitID : IP26-00006403 WardiBedNo  : 4F-OT/PDA-414 i
Patient Address : 4-1-1090/1, Ablds Road, Hyderabad, Telangana, INDIA, 500001 ‘[
8.No Description Generic Name Dosage Route / Frequoncy Duratlon instruction Qty Status
1 o NITRILE GLOVESM  [1Nos 7Once Dally 20 Days 20Nos|  Ordered
2 Encore Microptic gloves-6.5 1 Nos { Onee Daily 1Days 4 Nos Ordered
3 |neeDe18r112 o \BLE NEEDLES |4 Nog Extemnal / Once Dally 1 Days 1Nos|  Ordered
4 [SoEOSABLEAPRONS s APPRON 14 Nos { Onca Daily 5 Days 5Nos|  Ordered
5 |phreiay coxeo 1Nos Extomal / 10 AM 1Days 2 Nos Orderaéi
&  [THEMICAINE 30GM JELLY 1 On Application | External / Oncs Daily 1Days 1 Nos Ordered
7 (GMEg[ﬁmURGICAL T EFI.NERAL SURGICAL 1 Nos { Once Daily 7 Days 1 Nos Ordered
8 |SGLOVE #6.5(SURGICARE) |SURGICAL GLOVES 6.5 |1 Nos Extemnal / Cnce Dally 1 Days 5Nos Ordered
9 DSYRINGE 5ML.(NIPRO) SYRINGE SML 1 Nos Extemal f Once Dally 1 Days 3 Nos Ordered
10 |DSYRINGS 25ML(NIPRO)  |SYRINGE 2ML 1 Nos Extamal { Once Dally 1 Days 3 Nos Ordfgre\ci
1 Sglsj)ze 7.5X7.5 12 PLY (5 SSgZE TEXTE12PLYS |, oo External / Once Dally 1 Days a3 Nos omﬁﬁ
12 |DSYRINGE 10ML (NIPRO}  [SYRINGE 10ML 1 Nos Extemal / Once Dally 1 Days 5Nos Ordared
‘ l
I~ MEENA UGALE
Reg No : 18967
* This document is just for reference purpose only. Not to be considered as primary report.
Note
* This presctiption [s valld only for speclfied duration.
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Rainbow” . . g g
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
\ Your Ihgnt’r:\ﬂﬁﬁmew
[ A=~ [ B — l ' i S
Name Mrs CHETNA JAIN | UHID | HNH-00015507
S =l SR e e e e e SO SR ety s ‘,.L,,T,,A,, = =
Father/Guardian | Mr NARSING RAO . Age/Gender [70Y9M13D/ Female
R | S S| . SR S
| Address | 4-1-1090/1, Abids Road, Hyderabad, Telangana, INDIA, 500001
! g L e e et - |
- i i
iP No | IP26-00006403 | Admission Date | 22-05-2026
Ref Doctor _ Self.

Discharge Dafe 25052026

DISCHARGE SUMMARY

Consultants :

Dr. MEENA UGALE

MBBS,MD

OBSTETRICIAN & GYNAECOLOGIST
18967

Diagnosis: GRADE 2 UV PROLAPSE WITH CYSTOCELE

VAGINAL HYSTERECTOMY + BILATERAL SALPINGECTOMY + POSTERIOR
COLPOPERINEORRHAPHY WITH CONSERVATION OF OVARIESDONE ON
22.05.2026

History: She presented with complaints of mass per vaginum since 6 months,
associated with pain abdomen. USG done (03.02.2026) showed uterus

O 1800 2122

@& www.rainbowhospitals.in




Name Mrs CHETNA JAIN UHID HNH-00015507
IP No 1P26-00006403 Admlission Date 22-05-2026

(49%x20x26mm) with normal contours and myometrial echotexture, ET 6mm,
both ovaries are not clearly visualised. Left renal calculus with grade 1
hydronephrosis, Thickened Endometrium ET &émm. She was admitted for
vaginal hysterectomy with bilateral salpingectomy with posterior colpo-
perinecrrhaphy.

Menstrual History:-
Attained menopause 20 years ago

Obstetric History: P212, 2 NVD, LCB 42 years ago @,

Medical History: k/c/o HTN since 13 years( on Tab Atenolol + Nifedipine 20
mg OD) Surgical History: Nil

Family History: Nil

Allergies: Nil

Investigations: Enclosed.
Blood group : " B " Positive

Surgery Notes:
Operation performed:

VAGINAL HYSTERECTOMY -+ BILATERAL SALPINGECTOMY + POSTERIOR
COLPOPERINEORRHAPHY WITH CONSERVATION OF OVARIES

Indication: UV PROLAPSE GRADE 2 + MILD CYSTOCELE + MILD RECTOCOELEO
+ LAX PERINEUM

Operative findings:
e 2 degree UV prolapse + infravaginal elongation of cervix decent upto




Rai b?’ ’ . L
C?qli?dr%vr\:’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

' Name | Mrs CHETNA JAIN
— eaeion . e e + e
{IP No IP26-00006403 Admission Date J 22-05-2026

UHID | HNH-00015507

introitus with mild cystocoele

uterus atrophic , Bilateral fallopian tube normal, same removed.
Bilateral ovaries- atrophic and high up, same conserved

Lax perineum

Bladder base highly vascular.

Procedure:
e Anterior UV fold opened and posterior POD opened
Bilateral uterosacral & mackenrodt's logament clamped and cut & ligated
Bilateral fallopian tube cauterized and cut and sent for HPE
Vault closed after pushing bladder up
Posterior Colpoperineorrhaphy done in view of lax abdomen
Vagina packed with betadine pack.

Post-Operative Notes: She was closely monitored in the postoperative
period, Her vital signs remained stable. She was encouraged to ambulate.
Vaginal pack removed on ---. On third post operative day Foleys removed and
she voided 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. T. Ceftum 500mg (Cefuroxime axetil) twice daily (9am-9pm) till
29.05.2026 after food.
2. Tab Metronidazole 400mg (8am-3pm-10pm) thrice daily till 29.05.2026
after food
3. T. Pantop 40mg(Pantaprazole) once daily at 8am till 29.05.2026 before

@ 18002122 @& www.rainbowhospitals.in




¢ |uHID I HNH-00015507

' Mrs CHETNA JAIN

' Name
IP No

| 22-05-2026

IP26-00006403

' Admission Date

food.
4. Tab Hifenac P (Aceclofenac 100 mg+Paracetamol 325mg) thrice daily

(8am-3pm- 10pm) till 29.05.2026 after food.

Tab Zofer ( Ondansetron) 8mg SOS (for nausea/ vomiting)

T. Zincovit once daily at 2 pm for 1 month.

T.Softeron Gold once daily before lunch (12pm) for 2 months

Collect HPE report.
Continue previous medication as advised

0.0 N O

Review with Dr. MEENA UGALE after 1 week with CBP on 01.06.2026 at —
Gynac OP 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 ........c......... in a
language that | can understand and | acknowledge. |

Patient/ Attender ‘

in case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow r

Himayatnagar or just dial one toll free number - 18002122. |
W

You can also take appointments at any time by going online to our
website www.rainbowhospitals.in ;



Rainbow” . L
) Children’s | & BirthRight
Hospita[ . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
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& Rainbow Childrens Hospital-Himayatnagar

Rainbow R Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children's 7 Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital "% TEL NO :040-48873000

o WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registeation Detslls : UIRNALRTRRELE L DIRLREL TRERTR Y [

Admission No : |[P26-00006403 Admit Date :22-May-2026 Admit Time :12:55 PM UHID : HNH-00015507

Patient Details :

Patient Name : Mrs CHETNA JAIN Age :70Y9M13D

Guardian : DOB : 09-08-1955

Gender : Female Religion

Occupation : Martial Status

Address (H) - 4-1-1090/1 Abids Road Hyderabad Telangana Phone No : 9700029708/ 8074026895
IRDIAGIRO0N E-mail : pradeep0811981@gmail.com

A#snission Details :
Bed Type : TWIN SHARING Bed No :PDA-414 Ward Name :4F -OT

Room No : PDA-414 Admission Type : First Visit

Contact Details :
Name : Relationship

Contaci Address - Phone No

re

D;.i“or Details :
Doctor Name : Dr. MEENA UGALE Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 10000.00

Payor Name : MEDI ASSIST INSURANCE TPA PVT

Payment Mode : Cash
LTD

te / Time : 22/05/2026 13:02 Printed By : 020635 Page 1 0of 2




PATIENT TRANSFER FORM
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Rainbow® . R
Children’s @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

HNH-00015507
Mrs CHETNA JAIN

09-08-1985% 70Y
9
Or. MEENA UGALE L L

L

1P26-00006403

Date & Time of Admission

Date & Time of Transfer Order

2% )os /szg@ vy va)or |14 € 12f 40

Transfer Ordered by Reason for Transfer
: CLLLLENGs
Ov. MLna g M | OB ¢
From Unit To Unit Information to Attendant
Yes| No|[ |
O¥as R oo =

Number of Sheets in Clinical File

Number of Imaging Films

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

— 3~ U Yes|[ | No| |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity

1. (lt, -~ g o6 am( /(P)

2 -

3.

4,

5.

Shifting Summary / Notes Written by Doctor :

No |

Yes [ 2—" (]

loeillss

Name & Signature of Persan who is Transferring

Name of Person Ordered Transfer

Dy et

Patient & Clinical Records Received by :
' ‘Y\&Muh\oom

Date & Time of Patient Received : QBZg,Q @ @ ‘Q" PH )

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




HNH-00015507
Mrs CHETNA JAIN

1P26-00008403
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PROGRESS NOTES AND DOCTOR'S ORDER
ga;?me Progress Notes Doctor's Order

@4 P | BP puke Spat
60w | 166 fag (13) 5% T4/

§0?" 15233 (44 ) 65 a5y
g3 walee (o) 6y o 5p°
sl b |2g (1oy) b 951/
7P o |81 Cuoo) 61 a4 /.
A0SR |86 (o) e 15/,
2057 14U (‘qm Lo 41p.
7 |1g3 | R0 /cf4—7 51 14
ol | 13159 (00) 4, 92
9200120 (82 [bp) Do any
o 1521 E3(10F) b 4 bty
ppn 152840 1bS) b~ Z0:%
0. %0poel\43 | 63 (lol)  of s
nom 50 18% (10)- 71 44/,
't

(PT.0)

Docu. No. !

RCH /FRM / CLINICAL / 088




Patient Sticker
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Rainbow .

Children’s

Hospital .
Tt tnkes a Jot to treat the Ittde.

PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Sate Delivery

Date
. Progress Notes Doctor's Order
& Time .
=
» 4 | A
¥ . |
N N ~ - LX)
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- . v
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A ]
r 1 - ’
» i, = . v
*{, \ > v i * -
L]
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~ Yy r ot . \ - [
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L 1 { '
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Docu, No. : RCH /FRM / CLINICAL / 088
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Hospital BirthRight

1t takes a lal to treat the littie. Your Right to a Safe Delivery.

ACTIVITY RECORD FOR BILLING

o T
UHID No : -=-==-=====-=-- I ‘g:.::;r::um Yomizo iltant : ------- -- Dept : =====-=-mememeeee
Date of Admission : ----- Il” ’m”"m"” ” ”"” Date of Discharge : ----------------- Time: -==--------
Room / Bed No : ------=-------- Wara : ----—— Suggested Billable bed type : -
WARD TRANSFERS

Date Time From To Signature of Nurse

aals e | L0oF | PR —po st Qoo 0T éw;}ha/@@td
nﬂ/\ﬂfﬂo M\ A 6T a0 1 ae cwséc{ﬂs.buv\

22\ 5124 t‘c\,w.\\o Pm Micy Qoom(v,oe/\ E\{nvi’/bc-r|

Cross Consultation Visit

Doctors Name Date Order No. Signature

10.

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




INVESTIGATIONS

Date

Investigations

Order No.

Sign

Vi
o\ | Grog—8amqldt @6ii0p |/ %666 /) st
A5 | el P LN M B W
il
Cagss  cheolked) o \L?J/




MEDICAL EQUIPMENT ( WARD & ICU)

Date Eﬁiﬁfait Cor;?;c;ing Discc;?rr;zcting Order No. Signature
71/{ s | Ynfucion ypomp g:1ofm q%“@\% 1 Q—O\' a3 gu/’f'av%
¢ : n
g2l < |t d it popdton | 611009 ik N
C i // /’f*:’—_.__._———_
L \OS\ 1
L5 | OXNem a AW | Ve | 90) 9@///@@ e
_ | // N\QML
S . : L '
(ross | clecbet oo f:/\/

Sua




PROCEEDURE

Date Proceedure Quantity wr No. Signature
Prike W plaoce, are s A D \//90\%'5\/@4}\%«
PRS%- oo

9/0\3/ PAC (bl")/l ’ 10 Sy

<.
2lskb | colbedenzation | @ oldsy VALl

21316 v ?Iaaﬂ_msz/v\‘ @) ,,/\4‘18 '/\/ob B
N

-~ Coos Clharalkoo) | Aon0
b\l QQJLA/\(W\C.Z? |

;J,f/’s/'/m pUrfr ()15 [§—

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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g:_:'.:.::”‘mn?“m:mma Rainb‘gw@ & BirthRight
| o= UGAL 3o i ; Ir |
Ut gy Fospital | (e
Il For cYNECOLOGY =
Date of ADMISSION : .....ooviiiiiiiccrce e Time of AdMISSION & ..ovieviieeeee et
ANBIGIBST ...cccvivervecmnaansasrasnmmescunsssssmasssvaansonssssansanmasssnsnsassneas \/ﬁot know any drug allergies
==~ PRESENTING COMPLAINTS : - === - - s et oottt :
- o\o Poiw akd. " Swont s
clo pologee  ulerus  — es wony eN T ()m&ﬂfa
' 3 z

LISGy (;12’253‘ s
E Hjirodfl‘dm;‘; = C""’Ae‘i c @KCJ QGLA&P

e T G i
: | . MENSTRUAL HISTORY & b OBSTETRIC HISTORY i
: | :
t | Year of Marriage : by 7S Parity: ¥ g :
| Previous Periods : R%—nﬁw , Mode of Delivery :  ¥T — AD) :

LMP ; 303'3 lsgcks— Ters . Last Child Birth TER bk,

Contréception :

: PAST MEDICAL HISTORY PAST SURGICAL HISTORY :
: N &\ : i
: Bt . 2 :-)t.& R 7\) AL | :
: o :

Docu. No. : RCH /FRM / CLINICAL / 086 (PT0)
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DRUG CHART

"
Rainbow®
Children’s .
Hospital

It takes a lot to treat the little.

/

. . g
BirthRight
. BY RAINBOW HOSPITAL§
Your Right to a Safe Delivery

Date of Admission: 5),‘97/)6}% Drug Allergies: ...... ‘N .f, ........................................ ‘/fzﬁ known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR

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 -
1) Right Patient

2) Right Drug
- 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.

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage 4) Right Route

5) Right Time

S0S / PRN (As Required Medication)

DRUG :

Dater

ime

Dose Route

Frequency |Start Date

Doctor's Signature | Valid Period

Pharm.

Additional Instructions:

-~

DRUG :

Dater

Tirvne

Dose Route

Frequency |Start Date

Doctor's Signature | Valid Period

Pharm.

Additional Instructions:

DRUG :

Date»

Ti['ne

Dose Route | Frequency

Start Date

Doctor’s Signature |Valid Period

Pharm.

Additional Instructions:
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Starting the Drugs: [ -
& R
R Pyorh- é/ R (AN

Yz

Additional Mstructions: £ S\
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Additional Instructions:
Daily Doctor’s Endorsement by a Sign
Dater \§
DRUG - /1) METRONTOMOE Mgl IS
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Sooy | IV | 7o LL(TEH 7{ e
Name-& Signature of the Doctor /
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Additional Instructions: / \V N
Al O 7z R A
Daily Doctor’s Endorsement by a Sign
= Date»
DRUG : ~—PFenss Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign
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Early Warning Observation Score Chart - Obstetrics

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

Date
Q/"V\{ Ii_me8910111212§(4_,567 9 N ¢ 3@2 (353
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Early Warning Signs

[ Obstetrics and Gynaecology ]

4 N

Complete a Full

-

1 Yellow Alert :
Repeat Observations
in 30 minutes

~

Set of MEOWS
Obseryations

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

., 1n 30 minutes

—

\_

—

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
+ . ta “Repeat Observations
* in 15 minutes or continuous
monitoring

* The Modified Early Warning Score (MEOWS)

NN
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NEURO Alert - | — I-v I '_]J_ —| - | —t — I |--I = P

RESPONSE Voice
[ /] Pain
Unresponsive

URINE | > 30
mls / hour <30

Protein + +

Proteinuria -
Protein > + +

Normal

Lochia Heavy / Foul

|_Clear / Pink
Green

Liquor

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial 1%

0

€
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Early Warning Signs

[ Obstetrics and Gynaecology ]

1 Yellow Alert :
Repeat Observations
in 30 minutes

2 Yellow Alerts or 1 Orange Alert:

Call the Obstetrician and Repeat
' Observations
in 30 minutes

(’
P )
4 &
Complete a Full

- Set of MEOWS

. Observations
\d w b
#

A1)

R

> 2 Yellow Alerts or > 2 Orange Alerts:

Immediate Review by Obstetrician and

v Repeat Observations
in 15 minutes or continuous
monitoring

A

* The Modified Early Warning Score (MEOWS)
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0 treat the litt Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstelncs

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

o |5 |26

RESP
(write rate in
corresp. box)

Saturations

Administered

2, dway

1By UeaH
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180
170
- 160
5 150
% 140
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NEURO Alert T T 1 ]
RESPONSE Moleh
(] Pain
Unresponsive
URINE >30
mils / hour <30
Proteinuria Prott'zln s
Protein > + +
Normal
Lochia Heavy / Foul
Clear / Pink
Liquor Groen
TOTAL YELLOW SCORES 0 E»)
TOTAL ORANGE SCORES & L~
Nurse Initial N4
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Obstetrics and Gynaecology

)

Early Warning Signs
(
1 Yellow Alert :
Repeat Observations
in 30 minutes
T
;;l
4 N N !
Complete a Full 2 Yellow Alerts or 1 Orange Alert: f
Call the Obstetrician and Repeat
Set of MEOWS o Observations
Observations ’ in 30 minutes
. / J O
4 ™
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
" Repeat Observations
~ in-15 minutes or continuous
monitoring
\___ J

* The Modified Early Warning Score (MEOWS)

AR
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Children’s ‘BirthRight’

Hospital

It takes 2 lot to treat the

> " FLUID CHART )

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

BY RAINBOW HOSPITALS

little. Your Right to a Safe Delivery

1. All measurements in ml.

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

()3/\{- ﬂ# e e % Olﬂ]ﬂl‘l ¥ r:v Site 1
Date | Time gaﬁﬂ% NG | Diarrhoea | Vomit |Drainage | Urine "é%?ﬁgg ,\?Eﬂgé
Mouth | IV | NG \
08:00 am
09:00 am Q
n 10:00 am \
11:00 am ]
0 12:00 pm !
01:00pm | L Qo
Total Intake : Total Output : pd
0200 [ RN | . [Jeomd vl |k I
0300pm| P | focsaal] 1/
& [l B Lo - {7
:00 pm Q% ) ‘ /
& [wom| U | V) “?OM v 2O #‘6‘;:};5
07:00pm | 1~ Yoo | 2ood [ | ] __g*_o.h/y
Total Intake : Xplef) foo ot Total Qutput: YRG0 Y| oM
000m | )7), | o | tvew7] e ’
& | 0900pm| g4 | N ooy i d |
\( wm(P) [ o [ _
ﬁ'ﬂ oo | ;:Dlm’ _q ke V e oF
2ooam |00 | TN | e/ ' 1y
01:00am |~ 1oy 200 \——7’——*577/7

Total Intake : beoywd | Total Output: 2 5550

0200am| ) ; ;OM, N
(|woam| 9 T W Tippy \
q’\\/) wooam[ D [ o [} oppl o [/

A" [os00mm | IV ]gpm( v |/ (Y
06:00am | @~ _| yn ||pom! LR —
or00am [ Q | """ hpom| [

Total Intake : @ o® Vu_,( Total Output: ¢ 1)\@ w7

Total 24 hrs. Intake \ W

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

Total 24 hrs. Output

N6
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It takes a Iot to treat the little. Your Right to a Safe Delivery

[ FLUID CHART | | <

Sheet NO. © oo 1.8 ) i),

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.

Intake | c s g B
S Thrombo- 5
Date | Time | Nare Route NG |Diarrhoea | Vomit |Drainage | Urine |Pfiebits | Sion.
Mouth | IV | NG A~
/10| D) oD | |Som]]” J e y
\ 09:00am | RL Y Vi /  |socop T 4 “g’ g
O\ ro00an Ru N oo™ Q/ L 6\( W=
11:00am [ oo M » ) 1 [\
12009 | / / Hoo] -/ W
01:00 pm [ y .
Total Intake : - 2kepy Total Output : g
0200pm | @1 \oo) A 1] [ drd
b 0300pm | L~ yond / /oA IV
\& [ os00pm | pL 100 { < L
S [os00pm N culen
N\ pm| QL (00 . 5
> fowsm]o | im0 =y
o7:00pm | {4 ool ¢ :
Total Intake : - Total Output ; '
. L
08:00 pm |§ A - A
09:00 pm N Vi /- leponllt———,
o oo (S| AT J .
N | 11:00pm 3 I\ (@) N
é\ 12:00 am ‘()t o v © |
01:00 am v 2. Qeg
Total Intake : Total Output: ¢ » M-~5
02:00 am P )
03.00am A 4 KR A~
‘a\g" 04:00 am 0| 6 R o | £ | 200m|l—p—fdr- éfn:y
N0 [s0am| BN ( [ A
T [o600am | | |/
07:00 am [ v 10| ——— S
Total Intake : - Total Output :
Total 24 hrs. Intake Total 24 hrs. Output _ Q.% N

Docu. No. : RCH /FRM / CLINICAL / 092
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Children’s | @ BirthRight
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It takes a lot to treat the Iittie. Your Right to a Safe Delivery

[ FLUID CHART

1. All measurements in ml.

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

 Intake

|
; Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

““ Thrombo-

IV Site

phlebitis
Score

Sign.
Nurse

l

Mouth

LV

N.G

08:00 am ’

09:00 am

<

4

5 10:00am
N
<N | 11:00 am

AN

Y [ 1200pm

01:00 pm

Total Intake :

Total Output :

102:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Qutput
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Rainbow”® D
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Hospita| . BY RAINBOW HOSPITALS
It takes & kot to treat the lte, Your Right to a Safe Delivery -

T

( FLUID CHART )

C 08:00 pm

Cz 09:00 am

1. All measurements in ml.

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

T

il

T OupuE R Ty

Nature
Time | ¢ Fluid

Route

Thrombo-

hisbitls Slgﬂ.
Diarrhoea | Vomit {Drainage | Urine | Piebit Nurse

Mouth

Lv

¥

08:00am |

10:00am| * -~
11:00am|

12:00 pm

a

© [ 0%:00pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

{(8:00 pm

10:00 pm

11:00 pm

12:00am

{1:00 am

Total Intake :

Total Oulput :

(02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Tolal Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output

v
»
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Rainbow® Y R
Children’s | @ BirthRight
Hospita| . BY RAINBOWHOSPITALS
1t takes a lot to treat the fittle, Your Right to a Safe Delivery

2415 24
> 5 1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE ADIRG [/N N/ | ™M [(E) @ E N Remarks
: No signs of phlebitis /
1 IV site appears healthy Obssrva canniila 0 = S N — =
One of the following signs is
evident : Possibly first signs of phlebitis —
2| *Slight pain near the IV Site / / Observe cannula 1 ” - A O 2 P e
* Slight redness near IV Site P} Vh A
: lgoegii‘;gstfollomng Signs Early stage of phlebitis / ) A AP .
Pain at IV site Redness e LAmia N7 Vi VO | Dy 2
':‘Ilrié’;? B followina gns are Medium stage of phlebitis / _ Py
4 Pain along Path of cannula ?es::g Cr?tnnula Consider 3 N H NR . ~ M [Ofr
Redness around Site Swelling e f?ﬁ
All of the following Signs are ”
svidant and Extansiie Advanced stage of phiebitis or B AP
5 | Pain along Path of cannula the Start of nioibophicts/ 4 D 0o~
Rbtkisse aroiind s ?e site Cannula Consider )\) ﬁr ﬁﬁ wp |4
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain t‘?}‘:;?:;gghm?;;’/f - » b NA
6 | along Path of cannula Redness it . 5 n [P 0
around Site Swelling palpable Initiate treatment Re site Nﬁ r
Venous cordpyrexia Cannula
[ 7~ Pt
Signature of the Nurse CJ(/ »— &L N Cif) S.Q\écP—L

1R

r

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

Signature of Shift In Charg
SR . ..o 9 ................ Name: .......... &‘4/\7@‘4’\ ..........

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

Signature of Ward In Charge : )

Signature : .
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Support Surfaces
Risk Score vt Calegory Aclion (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule . _
v Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternaing 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 matiress
« Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
- Position patient at 30 degree lateral incline using foam wedges ,
Alternating pressure 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 matiress overlay
« Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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“l“ “““ Tt takes 3 lot tn treat the fitie. Your ﬂighl :ns.;eeaa.u.,,
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1P26-00006403

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
Hy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 17 L[ \(
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequentiy:

of physical activity"

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair."

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

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.

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skirﬁs\':l:cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
@ rnois?ure Dampness is detected every time 8 hours. every 24 hours. ’\(
patient is moved or turned. L’
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: '

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or 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/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:
Is on tube feedings or TPN, which

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
e < 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.

g

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

S2

Evaluator's Name

|

()




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

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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M 0 rse Fa I I RI s k Assess me nt Form It takes a lot to treat the little. Your Right to a Safe Delivery
Choose Highest Applicable Score from each Category Dete/ Thme_{ 3 2> H 6 9,?/[5'/% Fall Risk Grading
Score Mb €r— | wy
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morsu:n::lsl)Scnre Aeiion
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0 E
Yi 2 ,
IV / Heparin Lock or Saline Nes 00 2y L 2 Implement
o Moderate Risk 25 - 50 Mnderalte Fall
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 FttedamRo!
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 1 ; : Risk Fall
Mental Status .g = : Hiah RISk =31 Prevention
Oriented to own ability 0 ﬂ .
Intervention
Total Morse Fall Scale Score: o) 20 70
Signature (\/0/ @Q— ﬁ:’_

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
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Morse Fall Risk Assessment Form

20

%
Rainbow’ .
Children’s @ BirthRight
Hospital .w

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

Date / Ti —| &%}3
Choose Highest Applicable Score from each Category e e 73 > ? } Fall Risk Grading
Score XAM 7 6P
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morst(ar;:g)Score Aciion
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 © &
2 b}
IV / Heparin Lock or Saline ;es 0 O 76 Implement
0 g Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Preventiqn
GAIT / Transferring Weak (uses touch for balance) 10 terienton
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitati o Risk Fall
T—— olgets imitations § 15 High Risk > 51 P:zventiun
Oriented to own ability 0 :
Intervention
Total Morse Fall Scale Score: 20 @ o
Signature f/} G_é)

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

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

[] Use chairs with arm rests

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

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

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

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

High Risk ( = 51) Apply all low and moderate risk interventions, and.

(] Initiate constant observation by healthcare provider as appropriate to patient's needs
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Your Right to a Safe Delivery
Date of Insertion: ....... 2.3 / 5 . 2,‘ ......... 1T 5

Parameters Date SHift Time 7 GL‘)/J)M 4% T 9.9 [ '

Need for the Catheter Ves 5 I;Io /ﬁes “INo )Zr%s LD rgllo _[lYes [INo | ClYes TINo | ClYes CINo | ClYes CINo
Hand Hygiene /m/Yes [INo ,Z%S TINo ,Erﬁzs CINo | [1¥es—TINo | CIYes [INo | ClYes [INo | C1Yes [INo
Usage of Sterile Equipment /FZ’ﬁas [1No [Z@s CNo | /Z]ﬁs [(INo | [1Yes—EINo | (OYes [ONo | ClYes [INo | CiYes [INo
Is the Collection bag below the level of bladder (Zfés CINo )Zqés CINo | =Yes [INo E\_(gs [ONo | CYes CINo | CIYes [INo | ClYes C1No
Check the Tube for Obstruction (Free of Kinking) ?'{es [1No Q(es [INo | /LZP(@ CINo | _¥es [INo | [lYes [INo | [IYes [UNo | ClYes [INo
Is Catheter dated as policy 9)({9, [INo P«é [INo : es .El No | Cl¥es [ No | [OYes [INo | [CIYes [INo | [1Yes [INo
Collecting bag is been emptied regularly? )2(@ [INo }2@ [INo M [(ONo | H¥es——No | ClYes [INo | [ClYes CINo | [IYes [INo
Maintenance of closed system for the catheter Xes CINo }z@ [1No /Fr@ CNo | ClYes CINo | ClYes CINo | CiYes [INo | ClYes [INo
Dressing clean and dry? Z?@ “INo Zﬁes C1No /Z(es OONo |_[J¥es- CINo | ClYes CINo | ClYes CINo | ClYes [INo
Is the line removed as Policy? LW%S CINo Aes CINo ,/lﬁs CINo ﬂe& [ONo | ClYes CINo | ClYes CINo | ClYes CINo
Performance of Perineal Care Z%s [1No “TYes LINo | /H(es CONo |~=Yes [CONo | CUYes CONo | [lYes [INo | [lYes [INo
Onset of New Fever CYes 2o | O Yes/CINo | C1Yes QN(’ [(1Yes &Ne—f [1Yes [INo | [CJYes TINo | [JYes [INo
Asses for the leakage at the site of insertion A Yes [INo |“IYes [INo e [INo Ll¥es—INo | [(lYes CINo | [IYes [INo | [IYes [INo
Name of the Nurse M OM'] W—M S.MJ A}GL“ @M&@

Signature of the Nurse @ gj EA' @
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Dr. MEENA UGALE Children’s Blrtthght
“‘\mmm\ Nn ““ll Hospital BY RAINBOW HOSPITALS
“\‘“\ PAIN ASSESSMENT FORM It takes a Jot to treat the Mie. Your Right to a Safe Delivery
Pain Stofe . PR . Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Factors Educated llnterwennon Sign
(( v 1 Continuous | 1 Acute ] Sharp [ Dull CJ Increasing | [ Yes N /9,
’)/7/L> %o D\W D U’O ~— | O Intermittent | I Chronic [JAching (2 Burning | [ Decreasing | [ No Q
7 )Uf)b [ Continuous | CJ Acute O Sha‘rp 1 Dull | [ Increasing | [ Yes | lﬂ)
%](J) 0/ & — | {J Intermittent | J Chronic ] Aching [ Burning | [ Decreasing | [ No I\ o
7 ' () Continuous | I Acute (1] Sharp (] Dull L] Increasing [ Yes A)ﬁ /ﬁ
7/%[5’7/{? v //}’\ é/) (( Y - [] Intermittent | [ Chronic ] Aching [ Burning | ] Decreasing | [ No
[] Continuous | ] Acute (3 Sharp [ Dull 1 Increasing [ Yes AL —
M—/E‘ W | o MA_ | O intermittent | 1 Chronic ) Aching () Burning | (] Decreasing { [ No ‘(Q
(1 Continuous | [ Acute ] Sharp (1 Dull Z Increasing | [ Yes M P &
23 / 5 ?ﬁm o M A~ | O intermiteent | 3 Chronic 1 Aching (] Burning | ] Decreasing | [ No L‘Q
2 (] Continuous | [ Acute [J Sharp ] Dull [ Increasing (J Yes N A
Q3| £ &l M A~ | O intermittent | I Chronic | [ Aching [ Buing | T Decreasing | [ No @
~——
N ! Continuous | [ Acute [] Sharp (] Dull [1 Increasing CJ Yes ;
2 1\§ \').T’M 0 A L] Intermittent | (] Chronic [ Aching ] Burning | [J Decreasing | [ No DA 0@ y
- [] Continuous | [ Acute (] Sharp (] Dull [ Increasing | [ Yes ~ M
o?’ 3 ) .7 @Pm 0 ,J 19\ C1 Intermittent | ] Chronic (1 Aching [ Burning | [] Decreasing | [ No /())4 .
T , ] - . '
(1 Continuous | ] Acute ] Sharp [ Dull [] Increasing L] Yes
93/5124. ,pr| O e _ o
lo? r O Intermittent | Chronic (1 Aching [ Burning | [ Decreasing | C No NI
,‘L L] Continuous | [ Acute (] Sharp [ Dull [] Increasing L1 Yes ﬁn— ‘PL f
9 / 57é mm D )‘}/j 1 Intermittent | [ Chronic [ Aching [ Burning | [ Decreasing | ! No '

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  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,
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Numerical Pain Scals (Obstetric and Gynecology)

L L1 1 ] L 1 1 I 1 |

I i I 1 I | I | i T, 1

0 1 2 3 4 5 6 7 ] ] Wnr.st

0

No Bain 5, \ Posslblg Pain

-

Wnr\fg ] Eak‘er (Pediatrics) Abova 7 Years

CODB D@

No Hurt Hurts Litla Bit Hurts Little Mora Even More Hurts Whola Lot Hurts Worst

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

B SCORING
CATEGORY
0 | 1 . 25
v : : T o ‘
. . . Occaslonal Grimace or Frown, Frequent to constant frown,
Face No Particular expression or sile withdraw, Disoriented quivering chin, clet?ched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense klcking, or legs'bm:rq . v
T Laying quietly normal posidion, Squirming shifting back and l .
Aativlty e ey Tormp P ey Atched, riht,or derking
Moans or whimpers occasional "Crying'steadily, screans of sabs, o
Cry No Cry (Awaks or asleep) complaint . frequent complaints
- Reassured bypccasiénal touching, - 5
Consolablity Content, relaxed hugging, or being talkd o, ; Dffficut to consolé Sr.comfort * *
distractible N
Neonatal Pain, Agitation and Sedation Scale I(I.Ilpio 1 Month) o
Assessment Sedatlon Rormal Pain / Agilation
Griteria —
-2 -1 0 ' 1 * s
— [ :;
Crying No Cry with painful | Moans or ctles Appropriate crying Not| Imitable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | imitable intervals consolable | coninuous cry
. stimufi inconsolable
Behavior State | Noarousaltoany | 'Arouses minimally to Appropriate for Restless, squirming | Arching, kicking constantly awake
stimult stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement mevement (not sedated)
Facial Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed handsand | Infermittent Continual clenched
Tone Aaceid tone decreased muscle | feet clenched taes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Bodyis nottense | Body is tense
Vital Signs HR | No varlabllity with | Less than 10% Within baseline or | increase 10-20% | Increase greater than 20% from
RR, BR 820, | stimuli variability from norma for from baseling baseling, Sa0, less than or y
Hypoventilation or | baseline with stimuli | gestational age 5a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilalor

—/

T i

oy

Tr
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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

Z Diagnosis: Any Infection: CJYes [ Not Known
g If Yes SpPecify: ....cccoveveiiiiicceseese
E Surgery / Procedure: Post OP Day: \ /
— e g P <
o | Date t 5 ¢ 3 2\ "I/Fb\'
3 Shift 2 o 2 e %Nl 728w fe;* % I\
& | Medical Conditi
§ (A?lylg.s%ec(i)ar] clcltggition to be noted): W f—\ \\(\ N [P/ ‘\\: [\lp
< 5 =
= | Diet: NBM (08D | NPT | drandl | =
Allergy: [ Yes @No | Yes C1No |0 Yes ~No | Yes y‘!ﬁo 1Yes A0 | Yes =HNo
Ventilation (RA, NP, NIV, VENTI): A X W RS = —
Tubes/Drains/Catheter: ,HE8 CUNG | O Yes [ No [i7Yes | "Nofzﬁfes CINo | Yes [No|ClYes LINo |
> v { - g e
£ | Vital Signs: Temp: | 3¢ A\ A p | agp qg>' |98 °F
z g N L v AY AJ L"
= Res: | 90 20 | oM | o 9o | 26
2 S0; @), |aalt | ap/ |ax=) 4%/ |[9Td
2 Puse: | ool | B = 69 [
BP: | (zo(ga [\ |60 |\SD\8) | 1nslap | 1o0leD |10 [g] fm
LOC: i -~ i & il =
Fall Risk Score: | «— a2 - - - —
PainScore: | ol o\? e ~ —
Skin Integrity | ool | < - e -~
Safety Needs: | Yes CJNo | >-Yes C/No () Yes CINo |C1Yes CJNo |C)Yes Mo |1 Yes -Ner
Physiotherapy: —1 - — e OB —
2 Others Specify: |1 Yes T No |1 Yes #'No | Yes -0 | 01 Yes (Mo 1 Yes<=No | Yes [LNa|
s Special Diet: Rm_| b pf.@ W) }ﬂ; A | e [sedd
® |Critical Lab Test/ Values: - P - —
E |Other Special Orders / Medications: | Yes LeNo [T Yes o | Yes*”'No |l Yes (o | 1 Yes~TNo | ) Yes L1No|
é PU Prophylaxis: C Yes [l Neri] Yes [No | O YesNo |1 Yes LNg | YesNo | Yes e
DVT Prophylaxis: "l Yes CLNoTT Yes Ao | Yes Ko | 01 Yes.=A0 | T Yes #No | T Yes iNe
ADL (Dependent / Non Dependent): | n )£ N o [N PO e,
Post Operative Procedure Special Orders: N A ‘@\/ N ﬁ '\] d\ pf( ' w P
, (R
Handed Over By Name : ) M\lﬁ\g I /E;w{il 2 s }/(_ A ‘ Jg [
Signature / ID F . T V{‘P” P LLJ(/W
Date: 92|cpe | 1\P0 951 X (94 93\l 22 (5 ]ul2 U [ SYs,
Time: 2P0 8l | Ehtn | 2D, A Spm | g p
Taken Over By Name : A’%W [Q) /)L’Udﬂ g/w J/k... A\ gﬂmb,\ Aﬂl&glﬂq
Signature / 1D : Q[ AW | 2, | AT LA | Ad ]
Date: A | gDl a2\ \wW 2B 23 . DA [v)28
Time: : | M~
{x) !Q/mﬂ X ’ﬁ\ pl O 3P )

Docu. No. : RCH /FRM / CLINICAL / 097
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e e — —— - = ®
__ Patient Sticker l Iéﬁ%?db&vr:'s . BirthRight‘"
Hospita' . BY RAINBOW HospthLs
1t takes a fot to treat the little. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: JYes [No 1 Not Known
= L
E Surgery / Procedure: Post OP Day:
=] Date S
= Shift 5 MO
& | Medical Condition S
é (Any special condition to be noted):
@ | Diet: —
Allergy: O Yes 2#No | Yes [INo | Yes =1 No | Yes CINo | Yes ) No |1 Yes [JNo
Ventilation (RA, NP NIV, VENTI): —_
Tubes/Drains/Catheter: I Yes (#No |1 Yes CINo | Yes TINo |7 Yes [CJNo |0 Yes 0 No | Yes [ No
= | Vital Signs: Temp: | °~ 5%
2 » |_1e!. .
2 Pulse: |34 5[7.»)
BP: 1120/ 42
LOC: ~
Fall Risk Score: T
Pain Score: | ——
Skin Integrity | —
Safety Needs: |=¥es [INo | Yes [1No | () Yes C'No | Yes [JNo | (I Yes ©'No | Yes 1No
Physiotherapy: —
§ Others Specify: | Yes .=~Mo | Yes C/No | Yes = No [CIYes CINo | Yes T/ No |l Yes 1 No
E Special Diet: | ___
& |Critical Lab Test / Values: —
E |Other Special Orders / Medications: | Yes C1No | Yes ='No | Yes ©1No | I Yes C1No |1 Yes 1 No | [ Yes [ No
é PU Prophylaxis: O YesLNe T1Yes “'No | Yes [INo | Yes [INo |l Yes [ No |l Yes ) No
DVT Prophylaxis: [1Yes &=No|Yes (INo | Yes ©'No|Yes ©'No|TI Yes =)No|ClYes [1No
ADL (Dependent / Non Dependent): o
Post Operative Procedure Special Orders: b
Handed Over By Name : Tq flﬂ[\ A
Signature / ID : ﬁg_ ‘
Date: s
Time: 2/
Taken Over By Name :
Signature / 1D :
Date:
Time:

!

00

e
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NURSING CARE RECORD

2
Rainbow®
Children’s

It takes a lot to treat the

\\

rthRight

(] Relieve Pain & Discomfort

[ Maintain Fluid Balance

1 Improve Activity Tolerance

] Maintain Good Nutritional Status

Date: ?/7/257% ...............

[] Maintain Skin Integrity

w - £
g ~1 Maintain Personal Hygiene “T Prevent Infection (E-fﬂéet Elimination Needs _——1Ensure Safety E'Efﬁy Ambulation Reduce Anxiety [_] Patient & Family Education
S | [ Identify Potential Complications B T o e S s s e S e
. . . : Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

Morning

B

5}/0

U |

z’)/?‘@ﬁbf;éé/ W#’W’/
(M7
=) 1o pr: %d

o pr 7004
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Night
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
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NURSING CARE RECORD

Wf’é
Rainbow® . .
Children's | @ BirthRigh
Hosp|ta| . BY RAINBOW HOSPITALS
mmmmmmm Your Right to a Safe Delivery

Date: ....ﬂ&l@i[&@ ......................

K Pltm Som dtd’ Todqy,

> planed sofd-died ooy

w | ) Maintain Airway and Oxygenation (] Relieve Pain & Discomfort (] Maintain Fluid Balance [ Improve Activity Tolerance [J Maintain Good Nutritional Status [ Maintain Skin Integrity
§ [ Maintain Personal Hygiene [ Prevent Infection ] Meet Elimination Needs [ Ensure Safety [J Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications 0 ANY OHBIS. SPBCIY........iveuverieriietisisimesesmenese s ens s eeessemnsveenessesemens e saesseesesseseenseeeneseenererees
. - : Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
Thn 0oy the ptondifion, [vAn P femed tha pt condition.

g Lyl ig sdabl )
E K “Q'\"lfur\ Zlo choyd Maelyddned. 3o cheod )F{ 4R IReanosed the mah{
D dugs gie o pov dvg s given o Pex Bt vital @
2pn | _chood, d WM. &“"‘3’ chart.
| pS3esS e P condidiog 2 PHY p35e3%ed i .
) 5m 451 }/f fo COM{‘/’Z'G“ P%‘h@‘} 'S (—eQWQDD @
T 3 v
2| |F1ab tein T o ¢ hrant e I;ﬂ.ld 1{:’ g Medole. e #
dﬂwj 34\&2. al 1o :;1 wlm*a»aw(a( J/ '»h/«l?lf NOUJ
: L9 sy G Ry
g™ anuﬂa Chend 4 :;3/& 34&/[40:1,,

U
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Rainbow . e
g:-ol::::ummvmun (F) Child_ren's ‘Bartthght
M NURSING CARE RECORD Hospital " | ) srueoncrms
Date: 9\4‘(5{1‘@ ..................
- J,-J;Hﬂ/nimain Airway and Oxygenation —TRelieve Pain & Discomfort (]_Maintain Fluid Balance 1 Improve Activity Tolerance " Maintain Good Nutritional Status ;/ﬁntain Skin Integrity
'S | -7 Maintain Personal Hygiene __L-Prevent Infection [J Megt Elimination Needs __[1Ensure Safety [ Early Ambulation Reduce Anxiety }»ﬂem&Family Education
© | [ Identify Potential Complications L] ANY OIS, SPECITY.......vovvereserreeresssiessesesesseesesesaste e e e e es et eses et ese e ases et et et essse e easanesens
Time Plan of Care Time Implementation Evaluation Re-Assessment 1"&?3,,’:?,:‘,‘:
Sam ~ SR Hhe pt ONH)| epm| AW e PHONH D)
=) e~ ) Q ) )
> > MONPhy Hhe Urfedd SMidgred Vi odiend 3 Re—cha ' bt
£l 5 . S, o 12 4 ‘NOC/YNL - =1 :(/c‘@i 4
5|10 [> Moindainkain _Tochd|  |->nafidaine Skl N E=ya

=>Administey +he med?
~(don @ par vy chivd

AP)

=Adm s #n e mediy
—1%n 0§ per vy chaff

Y

"SMW/Q

bp r

I

Afternoon

/

Night
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Your Right to a Safe Delivery

DAtE: e
o | O Maintain Ainvz;y and Oxygenation {1 Reliave Pain & Discomfort O Maintain Fluid Balance O Improve fl\ctiv'rty Tolerance 1] Maintain Good Nufritional Status [J Maintain Skin Integrity
§ 1 Maintain Personal Hygiena [ Prevent Infection O Meet Elimination Needs O Ensure Safety O Early Ambulation Reduce Armxaty {7 Patient & Family Education
S | O identify Potential Complications L1 Y DEHETS. SPECIY. . cvrversreersreeessrsasirssisemsssensssomeseamsesemeesseame s oeess s esssseessansssmnseesssstssraens
. . ;- . Nurse Name
Time Plan of Care Time Implementation Evaluation . Re-Assessment & Signature
[
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 —
E
[ =]
=
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=
Q
Qo
=
2
=

Night
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Rainbow”

Children’s

Hospital

It takes a lot to treat the litthe.

NURSING SHIFT HAND OVER FORM

Birth Rig ht
BY RAINBOW HOSPITALS
Your Ri ight to a Safe Deliv

= | Diagnosis: s Any Infection: [1Yes CINo [INotKnown
=] N
= SENS Nyste “fh’"“j/ £ YES SPECIY: oo
E Surgery / Procedure: / Post OP Day:
o | Date S \\/_
= Shift M6 QA 0
& | Medical Condition e —
= | (Any special condition to be noted):
< .
3 | soldhl | Sk [spt]
Allergy: [ Yes i-to| Ll Yes “No | Yes ZMNo|OYes ONo | Yes CONo |0 Yes C1No
Ventilation (RA, NP, NIV, VENTI): - c <l —
Tubes/Drains/Catheter: -1Es [1No | Yes ¢ No | Yes.=No | Yes [1No |1 Yes C'No | Yes 1 No
— Vital Signs. Tempi Q?.\‘ﬁ q}‘ l ( qq‘)?F
= :
& Res: | 2obln | 2%0lm |93 blm
w .
2 Sp0; | aq) [RE | adq.
w
3 Puise: | 6shly | &2%dm | 65 h(m
BP: |SO[1| oo (75
LOC S = -—
Fall Risk Score: —_ il =i
Pain Score: -— = —
Skin Integrity Good G)QoO Foad
Safety Needs: |&Yes C1No [l YeswNo | ) Yes—=Mo | 0 Yes 1No [ Yes [1No |1 Yes 1 No
Physiotherapy: | — o ———
§ Others Specify: |1Yes =N |1 Yes ¥/No | Yes C.Ne.|Yes [1No [1Yes C1No |l Yes CJNo
3 Special Diet: | g (b died | S0kt | 9044
E Critical Lab Test / Values: — -— -
E |Other Special Orders / Medications: | Yes &0 | (1 Yest*"No | Yes .0 | Yes C1No | Yes 1 No | Yes LI No
& [PU Prophylaxis: "I Yes @A | Yesv#No | (1 Yes <o | Yes T1No | £ Yes T1No | Yes T No
DVT Prophylaxis: C1Yes &M90 |11 Yes =Ko | Yes+TNo | Yes CINo | Yes CINo | Yes CINo
ADL (Dependent / Non Dependent): qund}ml. -
Post Operative Procedure Special Orders: | __ "'_ =
Handed Over By Name : Mok b LS'AO-QLQ ‘AT\\.MI/\O;
Signature / 1D : I Cg' - |
Date: 085 [ae | 24/5[% 20]5 0k
Time: epn | Koo | 20m
Taken Over By Name : AY\\ML’\&
Signature /1D : Mf,l
Date: S 112l
Time: W\
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Patient Sticker E?,'i?.?.%",fss @ BirthRight
Hospital . BY RAINEOW HOSPITALS
It takes kot bo treat the IRtie, Your Right Lo a Sate Delivery
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: .. | Any Infection: C1Yes [INo [OJNotKnown
g T YES SPECHY: crvvvvorareesssseesossessssssenmssssssanees
'v:: Surgery / Procedure: Post OP Day:
g et Shift o ’
é Medical Condition |
S {(Any special condition ta be noted): | "
& | Diet: KL
Allérgy: OYes ONo | Yes ONo'|OYes ONo|OYes ONo|OYes ONolOYes ONo
Ventilation (RA, NB NIV, VENTI): i
Tubes/Drains/Catheter: OYes ONo|OYes ONo |0 Yes ONo |0 Yes CINo |03 Yes O No |01 Yes OO No
= | Vital Signs: Temp: -
= oy -
2 b =
2 Pulse: .
BP: -
LOG;
Fall Risk Score;
Pain Score:
Skin Integrity
Safety Needs: [0 Yes O'No T Yes [INo |0 Yes ONo |OYes ONo (O Yes E1No |0 Yes O No
Physiotherapy:
2 Others Specify: |0 Yes ONo | Yes DNo |3 Yes ONo |OYes ONo [0 Yes ONo [ O Yes T No
E Special Diet: ' T
B |Critical Lab Test / Values:
E |Other Special Orders / Medications: |0 Yes ONo|O Yes ONo |t Yes £1No |0 Yes O'No |0 Yes C1No O Yes CiNo
E PU Prophylaxis: TiYes ONo|T Yes ONo |0 Yes ONo|OYes ONo|OYes ONo|OYes ONo
DVT Prophylaxis: DiYes GNo | Yes ONo P Yes CNo |0 Yes ONo |0 Yes £1No |0 Yes G No
ADL (Dependent / Non Dependent): - i
Post Operative Procedure Special Orders: .
Handed Over By Name : S
Signature / ID : =~ -
Date: -
Time: B
Taken Over By Name :
Signature /ID :
Date:
Time:

o}
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Ralnbow .
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Hospital BY RAINBOW HOSPITALS

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

MEDICATION RECONCILIATION FORM

ot known any Drug Allergies

ERUG ANBRIIBS: iivucsiorsinssasniosssisiomiihmmmsmismse s miop st s ievus i s

-

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

SHIftING FIOM: .ot Shifted t0: ....eovieceeececcc e
e (GENERI?I:ITIEI:TEI:T;SRF Il.EETTERS) (mg?:::g) (PO, r:‘%u;i v) | FREQUENCY g:{seT/nT?ns‘E ?gﬁ%"ﬁg
! 16 Onc
I denoloL 4 T plo OD o
) NEET P ASC - e Do
3 Cc 0oc
4 Oc Ooc
5 (JC OIJDC
6 Oc Ooe
7 ¢ OJbe
8 Oc Ooc
9 JC CIDC
10 Oc Ooc

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

Doctor Name & Signature : ............... A A 620 S0V

Nurse Name & Signature: .. S?ugﬂ@pal‘ef\ ........................................ N
Date & TiMe : ......c.ovvvriricnnes Ml ';f % @IM .................. N

Docu. No. : RCH/ FRM / GENERAL / 090
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‘Birthnight Rainbow'

BY RAINBOW HOSPITALS | L1y ¢ it |

Your Right to a Safe Delivery | | = == I e lite.
om0 [ THEATER NOTES
09-08-1955 7T0Y9M13D  (F)
Dr. MEENA UGALE
Patient's Name : mlm“l““““““I“HlmI\““ ........................... AGB.S ocoiisesesSons GONOEE Y 5o cnsvensnnse
UHID.: e LPINO. foeeeeere e Welght = - ..
Surgeon : Asst. Surgeon :
Anesthetist : OT Nurse :

Surgical Procedure :

\Jc-fuf\JJ H\T)HV'(L\L:MU{_'P BLLL(V\/’ AJP ’thtff\ﬁ’\"\f“f /)mhv\o/)

AV veh o (Dﬂszwnf“, luf//;,
Indications for Surgery : Wi e 7/ ; ‘“”“’“LP /

v mequ*f Mild U’P}OLUQDL id sehoe s Tpfjnwm
Date : ég_?t_%(:g (22| sJ>|6Start Time : End Time :

PRE-OPERATIVE PREPARATION :

OPERATION NOTES: "7/ nol(—p

1) §° kl)\/ Dy'\o(iu)%f Tol o \/L{ENJ G!WW"V‘ ﬁ?f
v L upte joNeity o 1M upde D)
drunt /

3) b — eophic Blhn fllapin diben - @)
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Rainbow*

Children’s ‘BirthRight‘

Hospital BY RAINBOW HOSPITALS

I takess 8 o 1o tret the Mitie Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7ml/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned Yes NG7INA

Blood Units Reserved C1Yes NG I NA

Has Antibiotic Prophylaxis been given
within the last 60 minutes? nxsé’ N0 CINA

. ‘Yes_)No/'

Signature :

i

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [1Yes
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns? 1Yes CINo [JNA

Is Essential Imaging Displayed? K_)VV/NO TINA

CINo CINA

'\

SIGNIN  Time.. 2\Opw TIME OUT  TimeZ.%. 20\ SIGN OUT  Time:.. %" LA
1
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team: /
Identity ~Yes CNo introduced themselves by Name and “"'e/ﬂ(NO The Name of the Procedure Recorded  sat¥s 1 No
Site ~Yes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure 285 ONo Nurse Verbally Confirm P Counts are Correct (or Not Applicable)  ~~7¥es INo CINA
Consent Mes CNo Correct Patient (Check ID Band) . <7Yes CIN The Specimen is Labelled (including
Site Marked CYes CINo AR Correct Site es CNo patient name) H¥es TNo LINA
Anaesthesia Safety Check Completed  _.¥es” [ No Correct Procedure mo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning 1Yes [INo Anticipated Critical Events Problems to be addressed ~Ygs No CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? .Yeg/ﬁ' What are the Critical or Unexpected To Surgeon, :naesthetlsl a‘fnd Nurse:
i : feat isk? Steps, Operative Duration, What are the key concerns for recovery -
N Adrimm - Rapitation Fisx Anticipated Blood Loss? TINo INA and management of this patient? -=Ye5 CINo

kfi‘f

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




PATIENT TRANSFER FORM
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Rainbow"® . i
Children’s | @ BirthRight
Hospita[ . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a‘Safe Delivery

Patient Name & UHID No.

HNH-00015507 1P26-00006403

Mrs CHETNA JAIN
no-oum 70Y9M13D  (F)
i MEENA UGALE

T

Date & Time of Admission

0‘29\20(;’/25

Date & Time of Transfer Order

9,9//05‘ /256’3 é}’/zﬁ

Transfer Ordered by

oy . Ay

Reason for Transfer

OLDS‘U\/UW'/TL"

From Unit

b

To Unit

Wﬁendant
[] No[ ]

Number of Sheets in Clinical File

o f

Number‘{af imagiﬁg Films

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

Yes| | No[ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ftem Name Quantity

: L (D
2 L
3.

4,

5

—

Shifting Summary / Notes Written by Docto/ﬂj/ No[ ]

Corgedbe,

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Patient & Clinical RLecords Received by ; o (%Z W

Date & Time of Patient Received : g,y[ ﬁ 2’6 2| 6 /(o Jrr

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



PATIENT TRANSFER FORM
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Rainbow .

\

BY RAINBOW HOSPITALS

Hospital

It takes a lot to treat the littie,

Children’s .BirthRight”

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00015507 1P26-00006403 ‘ . \0 V
::»:?:I:Amunnuﬂb " ')')’l S I‘L(,’ @ '7’ 'ggfm x> I t§ 1(16 @ t Nl

T T

Reason for Transfer

v el yS e ey

- bt y
DR - veena uitbn skt =T Repur)
From Unit To Unit Information to Attendant
Yes| ) No[ |
BYC ~ po & eT ol
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. [tem Name Quantity
& Rt —CTooml )
2.
3.
4.
5.
Shifting Summary / Notes Written by Doctor:  Yes| | No| |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Patient & Clinical Records Received bV)

X

Sls.  LutaHan DR Veeha

Date & Time of Patient Receivgd :

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’ O - .
INFORMED CONSENT FOR SURGERY OR ﬁgggirg;-s .Blrtthght
SPECIAL PROCEDURE NooRR. | WSS
Patient Name : ........ ‘{\f&o“(“\dho .................... Gender: [ Malt\e/Zﬁale Age: ... ‘69\’3 ............
UHIDNO : ... s Date : ... 22/ RG..........

Instruction:

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

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

........................ VOGINAL . HYSTCRECTONYY, 4. BILETERAL. . SaRINGD -O0PHERECTOM + .

L ANTERIOR 4 POSIRIOR COPOPERING RRHBEN Y
............. TORS . CEEHANA - (Nameofthe Patient) e

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.

..... Qrcessive.. H\’tchrg?néxr\ Q.r..bSch\...f?kQ.tﬁkusiw..n.\t. Nend.... Poduds, ..
e .‘inﬂﬁmﬁ.'ﬁ...}.ﬂ.\&ﬁ. H...

Vv Blodder. . ov. taxedex. .., Loomd. .‘\.s.x"hf.?ktm sHcpeses

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. Ihavehad a chance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery/ Procedure: ................ D* MNeena.. USO \C ............................
Consentee : Patient Atiendant :, .

Signature : %%‘*V\ ................ Signature : ....... 503 i

Name : ............... Mes:. .Coetona, Fain... Name : IDQTB’?

Date & Time : .......... Z%[C.[.zg.@....r. - Relationship with Patient:

S s Doctor (who is taking the consent) :
{011 (1] (- TR oo WL - A . &j,
Signature : ......... L.

Name : v.oovevereenen, R BIN N T

o elag 7 Name: ........... 00 nGeNeebo, @
Date & Time : ... 225\ 2. 2. \Q0).......... Dt Tine: &Z.(S‘J?-G@W ...............
Docu. No. : RCH /FRM / CLINICAL / 027 __
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CONSENT FORM FOR GENERAL / E?.'.?A“r"e‘:;:s ‘E:I"NBEL'}ZL,.!:E
REGIONAL ANAESTHESIA / Hospital _ | () zmasoncsrmes

MONITORED ANESTHESIA CARE

Patient Name : ...... ... CHETNE. ST 0. e AGE :}oy ......... Gender : Male O Female 2

Anaesthesiologist : ........ Y Qn@ke .....................................................................................................................

Operative procedure planned : Macant®L.... P HSTERLCTOMY 4. By aTEREL. DR LPINUNOOPH-OLECTOMY +
ANTeR0R 4+ PosTeripR Colpoper: Py
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesihesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the 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 O Diabetes mellitus O Renal failure

- [ Hepatic disorders J Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
D Incapacitating Cronic Obstructive Pulmonary Disease

QLoters : ... &)ls:cApra Need. -\fn'-lcm.m'[;u o, ,:lfamlwxm....fc.qdim ...................
COMIMENLS ...ttt es sttt eb sttt 8 et b ettt s e n e
* Doctorto dlocument 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 mﬁ me / my patient
................. ‘...Cﬁ.l&j.ht.‘)..m%m . the above mentioned ope(tion / Diagnostic / Therapeutic procedures
NAGHINSA..... %T%o k + EUATELO (.. AP INGD - OORHORECTOMY. 4 LINTERIOR -
. fosTte KH-HPHZ

| authorize and glve consent for anaesthema Regional / O General Anesthesia / OO 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 ahy 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. p

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 heed arises. '

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

- Pregnant: O Yes ynﬁ'
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

@ Patient Attendant : Witness : .
Signature : ...... Dg ............ e

Signature : %/%Im‘n. .....................................
Name:....k&'x.’ﬁ:....CJA&LG‘M..,....Mﬂ............ Name : ....... (D ‘k" ..... :);" ......................

Relationship With Ptient: ..............oovvveererveresreerererene Date & Time : .. 220 ST 9
Date & Time : 7”" (‘2—6

Doctor (who is taking the consent) :

\s

Signature ;



m\é
/

,f/’/é
Department of Anaesthesiology Eﬂ:?dbr%\rn:s @ BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .33:;':?2"::3:‘::?:51

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

"?“O/(? . Time: Proposed Operation: .
cC B
)ﬂeugt --------- O, %Physical Status: 1 OJ
Lagnratory Data: W‘(‘
HIV: koo l'\ .............. 3 l ;

(‘\
Name: NW U)NJ’M WV‘-'A \j T A . UHIDNO = oo

S I S - ”f HBS Ag:}/.\.{. ....... /V S«
wee: .5 200 . crar...O0 A Ao Mtal Bl e HOV: g AL + 2D Echo ~ 9 Vlﬁ,g\w Hg;?’@'f
reeeeeeeieesiessesssiensennne. DIC Bl Blood group: Stress/AngI0:, ... oo

oo | B 2= K oo LDH: oo mo b e -4 3
PTT: io‘q [, A BROSS s i s E‘S ........ W (M.%
INR: .....(D.. Y. MO+ 4 oo AMYIASE: oo, SH 2680 i : .

- “"El‘)n’k-fql SGOT/SGPT: oo Allergies: 70 1% : %'d: Q 6w 3
Medical Hislory: CVS: 4 \ \‘lﬂ ) ﬁ’W‘ fow#
il ’(BU Covt De / mww Diabetes : - J -

CNS : Mi‘au;@
Roral:  LLNAS £7010 S () —@mmwaﬁa?//w& Jngladio

- HGDWGIGE &R{)@ /W‘WV\JG ([0 ')ﬁy"'\) X PhysmalActwrty }W@“?W(é{ .

. Ry CM.OW TSS"V\.U\E MAHA - g

Past Anaesthetic History: ﬂ@) A D / O % wcliged J«,(M \5‘%
Physical Exam: / o/ ZC&JC M A ‘%‘&V\‘

nrvay. | MP{2)3 4 Moth Opening S5  Mertonyod disace: * T‘/) Neck%,y Teeth: U moSep
ngs: | A0

Heart: b}\ v Qﬂ

o ) A 4,

Pregnant: X:-Yes Mo :fNﬂ‘\ Venous Access Site @ Spine Exam for regional : P D -
Anaesthetic Plan: —1 MAC }{mnuu CJGA-ETT [JLMA &y&[ g W @
Peri-Operative Plan Explgned to the Patien't:/z@ =1 No
CURRENT MEDICATIONS DOSAGE Pre-Operative lnﬁtmctions': 938 M\/b _
. Wf(ﬁf 1 L}M]\‘U\L~ QOWj bovT Prophylaxniv;te”ms 2H0ursj mW ;
(U — 2N ORAL<T] & hours

2
3. Informed Consent: C_8tdndard "' High Risk

4. Post Operative Pain Managemene/ Discussed with Patient
5

. Other Inng:F

Signature:
Docu. No. : RCH /FRM / CLINICAL / 044
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A

Pre Induction Assessment:

IP26-00006403

ANAESTHESIA CHART

£

2
Rainbow"” . —_
Children’s @ BirthRight
Hos pita] . BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery

Change in Patient Condition:

[ Yes D/(o

Fasting Status:.ﬁdae. wlg,
7z

Physical Status:

1/ patient Identified

/ﬁ Consent Present

./ﬁ Chart Reviewed

HR:Q

| B.P/CRT: \EQ)%wvul SpO,: Wb Lan an

| RR: Yoltwi

Pre-OP Diagnosis: .. V. “ﬂ\@«?&&a ..........................

Operatmn. )

| Last Feed: 7 Ehg
2y 0

Surgeon: ..... . MJLN}L

naesthesiologist.

= NS 3 r ()2 7 F BV
N,O /AI§ /0. JLPM w = i
HALO /SOTSEVO Antibiotic
Drugs:
A
%mmﬁm_\m&\v Suppository
—ﬁn’_LﬁBEEBiC).L_SQMﬂ W kel plo.
N { eRLaBpDL
\95r% Ple
Blood Loss
R -
?OEUISHU £ VW0 g0 W[ 60] jop AoD 100 1o0hop[10DH0 O <lon
TG0,
ECG — I Nep ——
Temperature 2h |28 T3] 2 26 | 3p[=e2 26425 26D
Urine Output HGOMF 2 NOTES
Y
o (ycep
£8 7 [ — —> 7, GLJ
op 240
V Systolic 220 p- F | Ib
A Diastolic — .
X Mean 200
« Heart Rate 180
Tourniquet on Time
Tourniguet off Time 16?. Vi
V]
Throat Pack In i FirlnN . N N
Throat Pack Out 120 ‘-," & -
i A \ . NN
80 At ke S 7 L [
60
40
20
10
0
ABG
LAB Values
GRBS
QOthers
‘)ﬁ Equipment Checked and Temp: Induction Regional:
Functmnal ] HME [] Fluid Warmer Ow 1 Inhal ity Specify: ....
4 Wilm [ OH Warmer Pre 0, I RsI Spinal (] Epidural
O Cuﬁ‘ Site: | UL. 7T Hugger's [C] Cotton Wool [C\ Others Others: ..o
[, ArtSite:....A..... [] Other s
2 7 Mask ] SGA Position: ........... 5 M
EKG Lead Times: . e:
M Temp Site : O [ Oral [ Nasal Site: . R’N
1 FIO, Monitor Anaes Start: . asviyann AL s e O Needle Size: ......£2M.07.
Agent Monitor OP Start: . :“ Oral [INasal [ Cuff Parasthesia [ ] Yes Z/No
Pulse Oximeter OPENd: ...cccviece Oy 2 1 Trachiostomy [] Topical Catheter at SKin ......fh........ €M
[]  Capnograph Leave OR: ............ L) Drug: \....... Drug Namg & Conc: QJS_"}‘H
(] Ventitator Anaesthesia: O [ Direct Vision Bolus: . Nﬁ&UFl\(. NES(’.C.
[ Nerve Stimulator ] GA . [] Video Lalyngoscapy [ Stylette / Bougie Infusion: L1Sma)
» L] _Monitored Anaesthesia Care O i Block Level: PQ wﬂ e
Fopttian: .. Sy ... /:egicnal Blade# ..........\. AHEMPS: oo sy L_)
7/ Pressurg Points Checked DIFFIGURY WHY? . Xeevrrorreressssesssereessssssssssesene - q-T)
GNN\-j Line (Size & Location) nglﬁortatlon to L
Eye Care: T CVP: e ] Bilat = BS “| PACU ey [] Other
LI Oint CIART: e [ Semi-Closed Cirdje Relaxant Reversed L] Yes Ot e
L Tape v ARG R UL < | 0 Closed Circle Py ¥
yadd'"g B Vet ssesigomig (] Other R TR R L RS w
f Awake ], P Signature of the DOGHOY .......... 2.,




HNH-0001550,

re CHEm 1P26-0p0¢
0-08.158 A Jaly 6403
or, M!e 70Yamq3p ,r/ié
Rainbow® ) -
Il/l///IIII/llI/IIIIIIIIH/l /” Chitdren's | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery
POST-ANAESTHESIA CAHE UNIT RECORD
Received in PACU by gl Q /J‘{k\“-‘b\ ......... Time Received : G!OF[O .......... Tirlpe Diseharged: ..o e
1 i
250 250 IV Cannula Site : LCI{*QW{
240 240
w 230 230 | [] 0, Mask [] Nasal Prongs
= 220 220 | M Tracheostomy ] T-Piece
@ 210 210 7 E
g 200 200 | [ Oral Airway (] Nasal Airway
< 190 190
80 80
8 170 }70 Vomiting : [ Yes ngc Drug: . :EVd P\ n (x
g :23 :gg NG Tube : ] Yes L=+No
140 140 in r
X S5 ‘\\ . o Drain: 1 Yes Mo
120 ] i\ 120 | Urinary Catheteg”T Yes [ No
Z 100 : { 7 o0 | ChestTioe: 1 ves =
%‘*_____.gg. S T gg Nil Oral O Yes T I\II::/
;g -~ gg IV Fluids: ........ F
o
5 4 0 | ol Feeds: ... }J 2 l"{
———30
v s = Sl gg
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 T 60 T 90 ouT SCORING INTERPRETATION
fi’.?lﬁ :3 mﬂtiiiﬁizm‘:}:itﬁiﬂz‘;iﬁ o ﬁﬂmiﬂﬁ :? ACTIVITY 1 A Minimum Total Score of 8 is Required for
Able to mave O extremiities voluntary or on command =0 \ 31 Discharge
Sble ] deep[ breaahe & -:hough freely =2 2’
yspnea or limited breathing =1 RESPIRATION L
Apneic =0 L1 2| > Exceptions to this, are to be explained in the
8P+ 20 of Pre Anagsthetic leve =2 : space below by the Discharging Physician:
b B e e b = I el s
Fully awake . =2 -5
Arousable =1  CONSCIOUSNESS
Notrospondig Zo t i il il
Pink =2 | —
gil:ﬁ dusky.ochy. jaundiced, ther =1 ooR 22|+ 2
9 [ |to |V
\
PAIN ASSESSMENT AND MANAGEMENT FORM
Date | Time Pain Score Intervention Signature
S | Giop | o

2lC 410 OJfD

s
Vik
i AL

811 Ji
1Bpon] O A

L

@/
CIB\
_(2\,].

22|

—

Pain Tool Used: [ N PASS [ FLACC —INPS Reassessment Frequency: \ /
1. Ewery 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): . * / ,,,,,,,,,,,,,,, (/ ,, ey (\ )

Date & Tlme'}?\g %@ ..... l'},{) )

1 Wong Baker

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :

PACU Nurse Signature:
Date & Time:




Rainbow® ] .

Patient Sticker ' Children's | @ BirthRight
- Hos pit al BY RAINBOW HOSPITALS

Tt takes a lot to treat the ftte, Your Right to a Safe Gelivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD R

DAte: ..oeveecrererreerreresnenraen s TIME: vovrvrenees O Procedure dong DY ......cocceveeecvercereerereereserereeseeesessssseesnesssssnssssens
CSE /Spina:l /Epfdurra! Position : ....... Leereernen SPACE i Technique (LOR/LOS) .....cooeeueeene
(0]:]171) M S Catheter at SKIN: ......cccccvevvevrerervevorsrvacees AEMPES ! oo easieseseaee
Parasthesia : Yes/No if yes details : ........... e B e eSSBS b bR b bR s bbb bt T et et
E \ ~
S0lUtion COMPOSIHON & .ot ses e s e e e saesneansnns SRR W T fgrreanerans peveresensenrenaene
Any other issues : \' ) )
) OO e eeeeeeeeoeee e eee e ettt et e e et ettt eeenee e
D) ettt e e e e e b AR R SR rad TR e Set AR SR E R a£ RS e Rt R AR A AR AR R AR AR RS E R R e SRR T TR s S aanas
- Infusion Rate Level Maternal
Time. | (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
Defivery Defails :  TImMe e APGAR: ......cccceevernee SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip InSPected : wcvevecvevvnvscsrrcsinennenens ereerenee e et s et es et U,
Patient Satisfaction @ .....ccvvvevrevervecrceecee e eresrerenseasassestereensennsanerananes . ................. reedrenrnte st sas e oe

Discharge /Shifting ordered by
DOCIOr SIGNALUIE: ......cueeceerr et stses st sanes
DOCION NAMIE: 1vevsserrusserenssfonesssamsrionssseonsenessssseresssssarossensases

DAt AN THMIE 1 e reesiseseessessssaesstsar s searase s srsmas
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NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)

Patient Name: M4 CHETN A PLALY Age: Fo Y Gender -rf

UHIDNo: ! wt! - 0001355 6 3P No: ‘}'m {’.'{»r.-:)O(ﬂ«G}Date: 1) 7:”? £ Time: yi

‘32 Pom

Diagnosis:

VACINAL MV T ENECTOMY

PRESCRIPTION DETAILS (Tick only one of the following)

Drug Name

Dosage

Remarks

Fentanyl Citrate Inj. 50mcg/MI

toomt

owed dwp

Morphine Sulphate Inj. 15mg/Mi

-

Remifentanil Hydrochloride Inj. 2MG

—

Remifentanil Hydrochloride inj. 1MG

=

Doctor Registr?lion No:

T ShC

Fr2 o3 2R

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

Date: 2 2/5—’1(

| R
IP Registration No: .........[.L.> 0000 64 3

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

Aadhaar No.of the Patlent (Optonal):..... .. .-t sussmmttonsrasersesmrssanbamsspatonesssnssnnonnib osisoss

1.

Name :

ML CHETN A

AN

Remarks

-~ = e L
H—[-—r(}’lof' miStrryy 1=orTnJrT

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

L TYXT CiEECT g
3. | Brief description of the illness VAL H B TEEE =58

4 Whether registered with any other registered medical practioner /

recognized medical institution ( If yes, details of the recorded) A0

5. | Details of essential Narcotic drug dispensed [ EoTanl

_ Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
| Patient Attender___
22 /—rhé fewT AnYl ol AP
canta i IS ATD!
Dispensed by (Name & ID No.): ...... ""JlH\J ........ :)gL“" ............................... Signature: /rw ...............
/--lf FHAXTA 1 AN <P - f /‘/’..‘ (
Recared DY INGNE RAD NG s cihed i bbb e e b B i 5 oo e oo Lty SIQBARIBIS. S L e Pt
117 RN e D T

Docu. No: RCH/ FRM/ CLINICAL / 133
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~ NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

Date: }%W{ Time: ..LLIID.AL)......
origin:,.....ﬂnéﬂu).................. Height: 4. 2L.00).....  Weight: .. a0 Lp....... BM|:....5Z_JZ§9..,.’.;!'2

4

Food Allrgies; ............cuemeesmuses f\;@ ..... ‘F D( ................................................................................................................

Diagnosis: ........ .. ?ﬂrr\nl ..... ;‘W//Wy ............ ﬁj@ .....................................................................

SURGICAl HISIBRY: - vcvisevmmmmnmmsiisssmsmimis e saas sty eaer st s S siASSE e s o AT s
e
& Vegetarian ] Non-Vegetarian ] Vegan
Diet Advised: _SWM .................................................................................................................

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

Patient’s / Attendant’s Dietician’s

Signature: %40‘)/ ........................................ Signature: ........ cg@/é;“w\_ ...............................
NAMIE: ovooverreeveeeeses e essenseees Name: NSMM}GM
Date & Time: )f%/j;/,l’ﬂ,///'ddﬂ-ﬂ! Date & Time: 21//.5//246//[,/004/”

Doc. No. : RCH/ FRM / CLINICAL / 186 (PT.0)




