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- awowa000 8YOM14D () Rainbow® .
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M T Hospital _ | () eoncms
SURGERY DETAILS

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

Gender: .......-a0ale Ward: ... O il UHID No.<HAM 000 14¢o6
TP —Dooobd -
Date of Surgery: ..... bopd 2026 10T-1 &0T-2 [J0T-3 [JOT-4 [JOBGOT-1 []OBGOT-2
Name of the SUTGETY : .......ceeereerererreneen Emermones.... CBUDD e eeeersssssesesesteesesmessnssssssessesmsssssesee
o el
Time in v, 330Pm ........... Time Out :....... L“'}Of’ﬂ] .....................
NAME AMOUNT
1. Surgeon S D?l'(gujaﬂ‘\f ......................................................................................
2. Anaesthetist 3 e e %S&m’i"{ ........................................................................................
i ]
3. Assistant Surgeon WWM&‘A& .....................................................................................
(o]
4. OT Technician \STFQ.UDJM ....................................................................................................

5. Circulating Nurse SKI&MM\‘Q:S‘{JSMLLUQ,S'PL&“ ..................................................

6. AssistantNurse ... cffchand

Special Equipment: [ Laparascopy [] Broncoscope (] Harmonic [] Morcelator
_| C-ARM [] Cystoscopy (] Versa Point (! Liver Cusa
[] Neuro Cusa (] Others .....cc.eeevveeeereeeeeeeveneeseeeenans
{ Y — (J_‘
= AL Q
Tor PV Gueti %"
Signature of the Surgeon Signature of Cirtulating Nurse
Order No: .A‘.{..—..gg.go..;:ﬁu.zé;.q ..................... Order by: :Ax.c.éam....ﬁ/?.f%ﬁ..@...l.'l:ﬁ.f'f m

Docu. No.: RCH' . /FRM / GENERAL / 114

/




HNH-00014806 1P26-00006752
Mrs AMBIKA SURYAVAMSHI
22-09-2000 25Y9M14D (F)
Dr. SWATHIH V
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Rainbow®
Children’s
Hospital

It takes a lot to treat the litte.

1\

Date : 0504% ........ Time :

’ .BlrthR| ght

Your Right to a Safe Delivery

Anaesthesia Disposables suet Y Loos | Surgical Disposables sued | tisea| DiSPOsables (Baby Side) | Y
ET tube Major Pack L G(.§ W “Inj VitK ol
IMA 2,0 _ 2| Sutures [2 26, 234L (Mr @2+ Cord Clamp o)l
ECG leads : X/P /N eI L4 | |/ | Suction Catheter
HME filter : A/ P/ N ;:ﬂ ' X | Feeding Tubeg o (o)l —
Syringes :10cc ” _// | -Vaccum Suction Set
05 cc " ves S 61);4 3 (/ _Surgical Gloves 6] )~ S 2ol
02 cc B | Lrveye Ely 4 L 1A :{ | Gauze Pack = =f &5 \Up}
01 6c i Syringe 1rH(/ 2m o2
Cautery plate : A/P /N 4-Surgical blade 23010 ( G4 Surgical Blade # 20 O H—
IV set " NG tube ' Koochies (S)
RL -Cautery pencil @/w—* Koente o4
NS : 10mi / 100mi / 500mI / 1000mi | Koochies 1L — &mﬂ CC Ly~in Qﬁ/
O Alpeine LA Ointments ficoye bz Y 9]t
Moo dalfine \©_1 4~ Suction Catheter > )
Fentanyl 1 | Cap, Mask Mo — R 0
Morphine ( Gauze Pack O#(D ( T =
Ketamine _~"| Mop Pack @’2/ —26 000021123
Propofol f5-5—Steristrip I s
Bocuronium A - ¢ [ D&/@// Underpad \_07’
Glycopyrolate (b= Draw sheet A7
Myopyrolate G+ Abgel ‘aL-+—
Ondansgtron Foleys catheter
Pencan %o/ Spinal Needle 22 ) Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) __Romodrain bag
Antibiotics Bandage
e +—Tegaderm N
ﬂ Suppositories loban J/' e
Anamol : 80mg / 250mg / 170 mg | Double J Stent [ AT‘TTZ’
Supridol : 100mg B *;é,[’ﬂ'V’éEéum Suction set m e_]/a—-' _ +F¥H %
Justin : 12.5 mg / 25mg / 100mg D7 Plastic Bed Sheet r==a
Tab. Misoprost : 200mg M’B’etadine Solution g2
O orte s v A croshield o
Oyalatsyiay 0o.4| @ CotonBals of -
At Ol Uiuwe Vo] | Latex Gloves W?ﬂg’ A Ao lip |
‘ @ | Ramdione Scrub fa (‘:'-79‘_}7"@9( o 1‘ 1
S niztons Tt st adbandiod nil-
Surgeon esmesmlOQlSt Nurse OT Technician
Order No. :...,,'Zé.k.aaw.u[.z,é /a ..................... Ordered by : Jumm 5[1 ..15..@...[.7..!3{}9“;.‘
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" % Rainbow Childrens Hospital-Himayatnagar

Rainbaw
Children's . . . . |
Hospital 10 Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cale niloufer, Old MLA
quarters road AP Stato Housing Board Himayatragar Hyderabad ,
Telangana, INDIA ,500026.
040-48873000, info@rainbowhospitalsan
Fa— '
it ORI
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-DO 14806 Nama Mrs AMBIKA SURYAVAMSHI
Age | Sax 25 Y 9M 14 0/ Female Doctor 3 SWATHIHV
AdmiReg DateTime 0012026 22,19 Payeor VOLO HEALTH INSURANCE TPA PYTLTD
Qreier Data 08077202617 28 Ordemumbes 260000211263
Vish 1D 1P25-D0006752 WardGed No &F -QT ILOR-15
Patlant Address 3-6-71472 sbrook 12, Himayat Nagar East, Hynerahad, Telangana, INDIA, 560029
SHo Descrption Germnc Name Datege Route § Fragandy Darration Ingtraction Oty Haruy
1 F‘:gm”f“ 1hioa 1Onca Dasy 10mm 1has]  Dupenass
7 |osvemce wapsprol  |SYRINGE 1n 1Mos. Eciornal {Oncs Dady 10 ahn]  Dzomed
3 |osvemoE sow peeror  |symmde roa 1hos Erternal Onca Uiy [1.™% ano|  Duparaaa
4 |NELTON CATHETER 10 oy Evvernm £ 10 A 108y thos]  Dwpernaes
DISPOSABLE APRORS DESPOSABLE APPRON
LR ey ety Aihos 10rce Pasy 1Dans 0] Daprmed
8 |FOMNANZ GOLUTION 10% Yo € riwernsl § O Doty 1D S| Dwpansed
v mmw“"“'"e' vt Eamaeral i Onon Daty 10ap visi|  Oapanses
CAUTEMY PENCIL
LI el Thos Evtenel Onos Dty [1.™ ron
9 [ADULT DIAPERS-XXL Thin Eocnad 10 AN 1D el Dispernen)
AMINOPHYLLINE
7 lsugion T Esterrad / Orw Dudy 1.9 [L7) [ w—
11 [SCWTHADRERALING N2 vt Evianad f Gnox Diney YT vie] Duparmec]
12 |crmooLnrsous 1m 1hos 1Omce Dasy 10m | Dutened
13 VICRYL 1-0 VP 2345 VICRYL 10 VP 7346 1Nos 1 Oncy Dady 2Dsyn Thod Dlmf'
UPPQEITORES [
u m??ss POSITORIES ™ K xiemat | Onca Ondy 1. thos|  Dapanser]
7
[ o brdanid ™ R avucrlJ Once Gady 10an 1hos|  Duapemgo
A
1 [anrace 2wz b g 1aow \ryachon 1 10 AN 10ep toom|  Diupwies]
7 f;‘o':mag‘,:r’" Thow irpaciwn Dace Dindy 10as thos|  Dapentes|
ts [10PS 20x30 80, ¥ 85 X-RAY |MOPS 30X308 PLYDATT | 1 Non 10rce Dty 200y 2080 I:-u
15 [PENCAN 21G {BTHALN) 1ok Exvmennt 10 AN 10apn T mp-?m
m | MCT-ROF 100MG 108 LB | Erstatenad § Dnc Dty 1Days 2 4o Dapenyed
21 [DSYRINGS Z5MMPRO)  |SYINGERML 1308 | £xsaemss t once Cunay 10ap anioe| Oupsbesa
22 [VICRYL t.00w 2064 VICAYL 1aww 234 [ Nos 1OncaDaey 10s ™ o.-p.;m-u
7 |monocenramnwnam  [movocrn s Thas 1 Cren Dty 10 ™A D'w‘!mlu
2+ |osvewcE waLmePiD)  [svRmGE B 1hos £ il [ Qo Dy 100 anon|  Dingonsa
% |corronsaisa cus wos thos € cowiad s Once Diady 10y 10| Daensns
2 |SCLOVE W6 SURGTANE  [Suscical Guoves € |Fho £ vimt - O Oy 16 [ = -
27 |vaccuue sucion sLy [T Erenmai 1 Onon Dady 100 2n| O
WISOPROST TAB 200MCG 45 3, £ stmad 1 Onca Dty 1Cap 4Tace]  Odpensad
]
ARWAY.A TOMIAAHITE) | ARwar 3 thon 10mca tiaty 10 1hm|  Oewed
1 V.
eacTorrzr gouunons . Jr—— 20 O
TRUGLT GHROMNG CATEIT | TRUGUE Criokc ]
o ENa242 CATGUT 824342 +hos 4 Oroe Dady ttap 1hoe !_z-;omuo
+
37 |RL500MLCLOSEDSYSTEM [FTIOER HACTATE 1 Boas T Ones Daty 30ap 280cs|  Brigenn
33 [BCVANTRAFIX SAFESCE 1 hos 7Once Dwiy 10 vina| Daoaneas
31 |SCLOVE #5.3 ISURGICAREY |SUNGICAL GLOVES LS. |1 Now Extaenats Onom Dy 100 FT l:m-m-m
B O 1 Pach Thay oot * 90 A1 10yt 28 ,Doonm
% |ecortscirovesimaT jectroops Aot ine Extarnals Oveon Diady 10y 3 now fw—-n
ar maﬂwmm anGEL 7o Exmernal 1 Oruce Dasy 10wy # e ’ Orypeanc
SUGICAL BLADE 22 SURGICAL BLADE 22 1 beow Ertarnal Onca Disdy 10 vois|] Dapanaee
Encors Mcrootx ghoves-8.5 1hos TOven Doty 100 [TTH [ oewee
GAUZE PACK STRRILE GALZE PACK STERLE
0 |sainnzruyse soxioxizmyspack |1 Mo Exvermal § (e Dty oars Fhok| - Driprined)
41 | MANNITOL 76% N 100 AR, 1 Home 1 Once Dy 10y +Ratter|  Dwpeneed
N g v Iryechon. Cem Dady 10ape W} Duspunan
:
8 | MSISWROSITGRIES 100 1Ney Exterral 7 Onca Dby 10ays T | [ ve—
PREGELLED SURGICAL PRI GELLED PLATED i
4 | o o ™ Exiemal 1 Onos Dasky toeps nos|  Dvomeo)

* That Goctsrient 15 jus! fof referonta purpose onty Kot 10 be consideted a3 pramary foport.

Nota

* Thls presceipilon Is valid only for specified duratian,

* Do not redift medicings.
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OBSTETRICS AND GYPjECOLOGY
Reg No : TSMC{FMRI15501




P - - . .
L= Rainbow Childrens Hospital-Himayatnagar :
Rainhow ‘
Children’s . . , . .
; mrinig  Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital b4 . .
N Hafnbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
EAMAT R
ELECTRONIC MEDICINE PRESCRIPTION '
MRN  HINH-00014806 Name : Mrs AMBIKA SURYAVAMSHI :
Age [ Sex : 28Y9M 14 D/ Female Doctor : SWATHIHV i
Adm/Reg Date/Time : 05/07/2026 22:39 Payor 1 VOLO HEALTH INSURANCE TRPA PVT LTD O
Order Date - 06/07/2026 17:38 Ordernumber  : 26-0000211264
Visit ID : IP26-00006752 Ward/Bed No 1 4F -OT / LDR415
Patient Address : 3-6-714/2 street 12, Himayat Nagar East, Hyderabad, Telangana, INDIA, 500029
S.Ne Description Generic Name Dosage Route / Frequency Buration Instruction Qty Status
1 THEMIPYRRNOM 0,2MG INJ 1 Nos External f 10 AM 1 Days 1 Nas Ordered
2 | IROPING (ATROPINE) N 1 1 Vial Extemal / Once Daily 1 Days 1Vial|  Ordereg
3 MYOPYROLATE-INJ-5ML 1 Nos | Onca Daily 1 Days 1 Ampule Ordered
4 (S;JR%%%%?FSA\;SEMALE) 1 Nos External / Once Daily 1 Days 10 Nos Qrdered
5 ffg's-.l‘]’*(f‘si‘ 3LAYER- FACE MASK'3LAYER |1 Nos External / Once Daily 1 Days 10 Nos Orderad

Note

* Da not refill medicines.

Printed Date/Time ; 06/07/2026 17:59

* This prescription Is valid only for specified duration.

Printed By : SUNKARI SANGEETHA

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

SWATHI Q

OBSTETRICS AND GYNECOLOGY
Reg No : TSMC/FMR/1M5501

Page 1 of 1




Rainbow Childrens Hospital-Himayatnagar

ELECTRONIC MEDICINE PRESCRIPTION

: FINH-00016397

-
@
| Rainbow @
Children’s pirt -
Hospital -
Ranbow
MRN
Age |/ Sex

Adm/Reg DatefTime
j Order Date

o

Patient Address

OYOMOD2H/ Male
: 06/07/2026 1707
. 06/07/2026 17:46

- IP26-00006761
- 3-6-714/2 street 12, Himayat Nagar East, Hyderabad, Telangana, INDIA, 500029

Name
Doctor

Payor

Ordernumber

Ward/Bed No

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.

040-48873000, info@rainbowhospitals.in

(BT

: Baby Of AMBIKA SURYAVAMSHI
: SINDHURA MUNUléUNTLA

: SELFPAY

© 26-0000211271 |

. 4F -OT / CRDLHNBDA-412-1

|
S.No Description Generlc Name Dosage Routo / Frequency Duration Instruction Qty Status
|
1 SGLOVE # 6.5 (SURGICARE) |SURGICAL GLOVES 6.5 |1 Nos Extemnal ! Once Daily 1 Days 3‘ i Nos Dispensad
|
l
7 INSEK ING 1 MG O.5 ML 1 Nos { Once Daily 1 Days 1 Vial Dispensed
!
3 fincore Microptic gloves-6,5 1 Mos / Onece Daily 1 Days “ 1 Nos Dispensed
[ = J
] INFANT FEEDING TUBE-6 ngANT FEEDING TUBE 1 Mos External / Once Daily 1 Days J 1 Nos Ihspensexi
5 SURGICAL BLADE 20 SURGICAL BLADE 20 1 Nos Extemal / Once Daily iBPays | 1 Nos Mhspensed
6 PSYRINGE 1ML (NIPRO) SYRINGE 1ML 1 Nos External / Once Daily 1 Days Jl‘ 2 Nos [hspensed
I
CORD CLAMP- ' .
7 ALPHAMEDICARE 1 Nos External / 10 AM 1 Days n 1 Nos [Yspensed
i
B NSYRINGS 2.5ML{NIPRQO}) SYRINGE 2ML 1 Nos Extemal / Once Daily 1 Days Jl 1 Nos Dispensed
GAUZE 7.5X7.5 12 PLY (5 GAUZE 7.5X7.512PLY 5 - i’ ;
—?sNOS) NON XRAY NOS 1 Nos Extemal / Once Daily 1 Days : 1Nos| Dispensed
SINDHURA MUNUKUNTLA

* This document is just for reference purpose only. Not 10 be considered as primary report.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time - 06/07/2026 18:00

Printed By : SUNKARI SANGEETHA

' Reg No : 66970
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| Rainbow"® ® - L
| : Children’s BirthRight
’ g\b Hospital . BY RAINBOW HOSPITALS
P(/ | Your Right to a Safe Delivery
I Name Mrs AMBIKA SURYAVAMSHI UHID HNH-00014806
Father/Guardian Mr MAHESH WAGMARE Age/Gender 25Y9 M 14 D/ Female
Address 3-6-714/2 street 12, Himayat Nagar East, Hyderabad, Telangana, INDIA, 500029
IP No IP26-00006752 Admission Date 05-07-2026
Ref Doctor Self.
Discharge Date (08.07.2026
DISCHARGE SUMMARY
)
Consultant
Dr. Swathi H V
MBBS/MS |
TSMC/FMR/15501
|
Diagnosis: PRIMI AT 38 WEEKS WITH GESTATIONAL HYPERTENSION |
| FOR INDUCTION OF LABOUR
EMERGENCY LOWER SEGMENT CAESAREAN SECTION DONE ON
06.07.2026
History:
LMP: 09.10.2025 Obstetric formula: Primi ‘
o EDD:20.07.2026 Gestation at admission: 38 weeks
Obstetric History: .

G1 - Present Pregnancy, Spontaneous conception.

HIMAYATHNAGAR RA HI E ¥ GAR [ y
NAGAF BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC (JCi SECUNDERARAD KONDAPL LB NAGAR
. 5 C DAPUR AG: "

040 - 4466 5555, 1009 25516 Emergency 3 040 - 4246 2300 - 3040 - 4245 2100 Emergancy § D40 - 4246 22 et AT

O 1800 2122

@ www.rainbowhospitals.in




Name + Mrs AMBIKA SURYAVAMSHI  UHID HNH-00014806

IP No IP26-00006752 ! Admission Date 05-07-2026

Medical History: Nil
Family History: Father-HTN
Surgical History: Nil
Allergies: Nil

Antenatal Details:

Mrs AMBIKA SURYAVAMSHI was booked to Rainbow hospital at 26+4 weeks of
gestation. She had regular antenatal checkups and investigations as advised
elsewhere. NT scan normal. FTS-Not done. TIFFA was normal.OGTT normai.
Fetal monitoring done by serial growth scans. Scan done on 20.06.2026 at

35%3 weeks. showed showed single live fetus with cephalic presentation,
Placenta-posterior,EFW: 2.7kg, AFl: 14.6¢m, single loop of cord around neck

with normal dopplers.At 377% weeks she had h/o High BP
recordings{130/97mmhg),hence started on T.Labetalol 100mg twice daily.She
was admitted at 38 weeks for Induction of labour.

Investigations: Enclosed.
Blood group: "B" Positive.

Management:

Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was relaxed,
cervix was partially effaced and 1 finger tight . Fetal well being was confirmed
by an admission CTG which was found to be reactive. She received 4 doses of
PGE1.She was decided for emergency C- section in view of failed induction of
labour and was prepared with indwelling Foley's catheter and IV canula under




{5_/:
Rainbow® | ) o
Children’s | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS

Your Right to a Safe Delweriy

Name Mrs AMBIKA SURYAVAMSHI UHID HNH-00014806
IP No IP26-00006752 Admission Date 05-07-2026 |

w aseptic conditions. Written informed consent for surgery taken. Preanesthetic |
| check up done. Anesthetic premedication (IV Pantop and Perinorm) given.
Patient shifted to theatre.

Surgery Notes:
Under general anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully “
™ opened after identifying the urachus. Bladder was reflected. A lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord traction. Uterus closed
in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Subcutaneous fat approximated. Skin closed with subcuticular
sutures. Wound dressing done. Vagina cleaned with Betadine solution after
expelling clots. Misoprostol 800 mcg given per rectum as prophylaxis against
Postpartum hemorrhage. Patient was shifted out of theatre to post operative .
recovery room.
* LUS well formed. |
* Occipiro-posterior Position

Delivery Details : |
Date :06.07.2026

~ Time of Delivery: 03:48pm \
Type of Delivery: Emergency lower segment caesarean section |
Indication . Failed induction of labour

Anaesthesia : Spinal

HIMAYATHNAGAR EAMJARA HILLS HYDERNAGAR
Emargency 3 040 - 48375000  Emarge Emergency 3

KONDAPUR OUTPATIENT CLINIC Aceredited AV SECUNDERABAD (HARH Acrr KONDAPUR L B NAGAR NANAKRAMGUDA

4246 2300 0 - 4246 2100 Y 3080 - 4286 2500 Emerge 040 - T11T 1331 mergency 3 0065313231

® 1800 2122 @ www.rainbowhospitals.in




Name Mrs AMBIKA SURYAVAMSHI  UHID HNH-00014806
IP No IP26-00006752 Admisslion Date 05-07-2026

Baby Details:

Date : 06.07.2026

Time : 03:48PM

Sex : Male

Weight : 2.76kg

Apgar 27,9

Gestational Age: 38 weeks

NICU Admission: No O

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no Postpartum hemorrhage. Breast feeding initiated. She was
shifted to room. Her postoperative period following that was uneventful. On
second postoperative day dressing was changed. On inspection wound was
healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient
supplemented by written information. She was given the postpartum book for
further reference.

Advice:
1. Tab. Taxim O 200mg twice daily till 12.07.2026 (9am-9pm) after food.
2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
10.07.2026(Bam-2pm-10pm) after food. O
3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 10.07.2026(9am-
3pm-11pm) after food. )
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Your Right to a Safe Delivery

Name Mrs AMBIKA SURYAVAMSHI UHID HNH-00014806
IP No IP26-00006752 Admission Date 05-07-2026

4. Tab. Pantop 40mg twice daily till 12.07.2026(7am-7pm) before food.

5. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.

6. Tab. Shelcal XT (Elemental Calcium 500 mg, Vitamin D3 250 IU) once daily
(2pm) till breast feeding for after food.

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

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

Review with Dr. SWATHI H V, after 1 week on 14.07.2026 at Rainbow
Children's Hospital with prior appointment (Review consultation will be

charged).

For Women Who Have Had a Caesarean Section

Care of the wound:

1.You can bath and shower.

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

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

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

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

BANJARA HILLS HYDERNALAR RONDAPUR OUTPATIENT CLINIC vd SECUNDERABAD [NAR KONDAPUR L& NAGAR
w3040 = 4246 2100 Emergency 1 040 - 4246 7200 wergascy ] 040 - 4245 2400

11333

NANAKRAMGUDA
[

3 0406831
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Name Mrs AMBIKA SURYAVAMSHI UHID HNH-00014806
IP No IP26-00006752 Admission Date 05-07-2026

6.00 not touch the wound with unwashed hands.

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

Patient/ Attender

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

Children's Hospital just dial one toll free number - 18002122. /;:’_* ,
’Q*/“_/- \\

You can also take appointments at any time by going om{gé toerour)

website www.rainbowhospitals.in T\ ey

Consultant

Dr. Swathi H V
MBBS/MS
TSMC/FMR/15501
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ACTIVITY RECORD FOR BILLING
Name i
UHIDNo.: _ __ IPNo:__ Consultant: _ _ Dept:__ _______
Date of Admission: _ _ __ _ __ _ Time:__ __ Date of Discharge: _ __ __ _ __ Time:________
Room/BedNo:__ Ward: ___ Suggested Billable bedtype: __
WARD TRANSFERS
Date Time From To Signature of Nurse

clalyt | 22309 ?WF@’)‘E’ o _Anwkep| kavuna

Dor09b | Usutpry oAl prepeit | fufal puuifg 1)

oblopt] @ 12" psedpoit] 20> | pvuifa /
Cross Consultation Visit

Doctors Name Date Order No. Signature
1 A 2 w H
D éi'AL"\(I\(fAG}W ke /> p '{,L N 502 - @/

2

3

4

5

6

7

8

9

10
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INVESTIGATIONS

Date Investigations Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Name of

Connecting

Disconnecting

Date Equipment Time Time PEcet po. Signature
= a

tal| (eeline vomityy | 5 g <’_ o 2N g1l

o 1] md\p}ﬁ‘m/nm y | S 5 ) (\

1 /W Wi




PROCEDURE
Date Procedure Quantity }rder No. Signature
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J IR
AT ipRe X \)ﬁﬁ%m~,———
1{[1/25 =72 ) X
: — /e /;h//
}?{f Jf/ 28l N Y C ) e
ANY OTHER INFORMATION
Date : Time : Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




HNH-00014808 1P28-00006752

Mrs AMBIKA SURYAVAMSHI

22-09-2000 25Y9M13D (F) W
Dr. SWATHIHV Z

i tik | @ minmont
IP ADMISSION SHEET FOR OBSTETRICS

Presenting Complaints e @ \to N EDD:

tor Toc. Corrected EDD: gy, ‘:; D¥'S GA: 83’*" wke

Menstrual History: Regulag =1 Yes [ No

Your Right to a Safe Delivery
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Early Warning Signs

\.

1 Yellow Alert :
Repeat Observations
in 30 minutes

4 N[

Complete a Full
Set of MEOWS
Observations

\_ / _

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

s

\-

> 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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Diagnosis: ................ [/S(\Q .....................................................................................................................................
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U Vegetarian @ﬁon-Vegetaﬁan U Vegan
Diet Advised:

Liquid Diet— ORS/ Coconut Water/ Butter Milk / Barley Water/ Soups
Normal Diet- Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet—Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

Diabetic Diet— Brown Rice / Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots/ Tubers)

Patient's / Attendant’s Dietician’s
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60 i
50

40

D
D

a8

—»
anssald poo|g 2103sAs

190
180
170
160
150

140
130

=

i

<
\
L
L
B
L

120 t ttg K4
AY

110 £ al “

100 I ’ L m P A_‘
90 il \ f N \
80

70

60

50

<+
ainssald poo|g Jljoiseiq

130
120
110

100
90 |
80 | N /
70 < &) V \ \/ \V
60 L) o i 2 1A < 72N
50 \"4
40

1~
-

NEURO
RESPONSE
v

Alert | ] — ] e I = = T T T=°%
Voice |
Pain
Unresponsive

URINE
mls / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal

Heavy / Foul
. Clear / Pink
Liquor Green
TOTAL YELLOW SCORES ) O [4]
TOTAL ORANGE SCORES Q [ O, [7) ’ i
Nurse Initial j5 7 U -




Early Warning Signs

[ Obstetrics and Gynaecology )

4 a

Complete a Full

1 Yellow Alert :

Repeat Observations
in 30 minutes

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

Set of MEOWS
Observations

Observations
in 30 minutes

\ J

/

/

> 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 (MEQOWS)
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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

Y-

RESP
(write rate in
corresp. box)

Saturations

< 94 %

Administered

0, (L/min.)

3,dway

40
39
38
37

36

35 |
<35

3jey yeay

170
160
150
140
130
120
110
100
90
80

70

60

da

50
40

anssald poojg 2joishs

190
180
170
160
150
140
130
120
110

o =
—

100

90
80
70
60
50

aINssald poojg 1[oiselq

130
120
110
100
90

80

70
60
50
40

’,l‘-ﬁ

NEURO
RESPONSE
vl

I i i ]

Alert
Voice
Pain
Unresponsive

URINE
mis / hour

> 30
< 30

Proteinuria

Lochia

Normal
Heavy / Foul

Protein + + ]
Protein > + +

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

AEE

Nurse Initial




Obstetrics and Gynaecology O
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes ‘

. J

~ N A

Complete a Full 2 Yellow Alerts or 1 Orange Alert: O ‘
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes

\ J _ y,
/_

\

> 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)
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
' |V Sﬁe

infake: o F D R nipet
Nature : ' Thrombo-

Date Time | of Fluid Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis h?lﬁge

Mouth | IV | NG gz

08:00 am |
09:00 am P a
10:00 am el
11:00 am A
1200 pm VX
01:00 pm _\"“
Total Intake : Total Output :
02:00 pm P
03:00 pm %
04:00 pm A
05:00 pm pd
06:00 pm Fd
o700pm|
Total Intake : Total Output :
08:00 pm
09:00 pm
VT 10:00 pm —
, %\/"\‘ 11:00 pm N D) — v
12:00 am ] o
01:00 am /
Total Intake : Total Output :
02:00 am
(\f\}’omoo am R
04:00 am S0 w o
05:00 am L~ "7 |
06:00 am | e
07:00 am
Total Intake : Total Qutput :

\

¢

=T

e

6/

—t— c‘lv—-'—"_-'

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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It takes a lot to treat the little.

| FLUID CHART

SheetNo. : .............. Q?/

BirthRight

. BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

. Intd b o - Output Vs
Date | Time | Noure Route NG | Diarrhoea | Vomit |Drainage | Urine Pé%g!gg- e
Mouth | 1v | NG )
08:00 am g W
09:00 am \ ~"]
’bb 10:00 am (%X\?é% X 59 {g/ <
N | 11:00am XV B "
@ 200 QL[ N WA/*“
otopm| g | & [FEW
Total Intake : Total Output: By R K p A
coopm| @Y _| v [ ) RN
0300pm [ [, \beoal A i | 1]
vsoopm | g o \ D! o C Ipamd 1/
C}{\ 05:00 pm R L \,W’ Y : Y @4’ !f’oﬁ"'
06:00pm | P o Vops| ) A
0700 pm éb Al : /
Total Intake : . Total Output : N / '
0g00pm| Y~ (o sy L
0900pm| D& i \0 O // ' /) W
10:00pm| V7 100 2 n{ AN
Q})\ 00om [ 1 A Trymyy) L T oo —3 2
1200am | R “MD W b N
oom] LT e 7T 7 el

Total Intake : Vf) - 7

0200am| g ) / wom)

“Total Output : (. e - O

03:00am | p¢ A nm}

P P

N CEEA N T Q}(‘.‘ﬂ \0o ol v Vi ,

& BG0aml L | X . oeg X ; ’/ GO P
0600am | ¢ |, |\ woall ] ¥ \
0700am | O ( 10 ~ / L

Total Intake :( 0L - Total Output: ) —\alMAon_D

Total 24 hrs. Intake

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

Total 24 hrs. Output
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e
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Rainbow .

BirthRight

Children’s
Hospital .w

It takes a lot to treat the littie.

[ FLUID CHART |

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.

Total 24 hrs. Intake

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

PR T O R T e |
Date | Time cl#aigﬁlri% Route NG | Diarrhoea | Vomit | Drainage phetitls &nge
Mouth | IV | NG \ 2

0800am | DL o) / /7 omd
T ETONAE | .
" B T R e N i ol
N [Tzoopm LYY o .| / U —— T
01:00 pm | 500 :
Total Intake : ‘ Total Qutput :
02:00 pm f 1
03:00 pm _ s A L
\{ 04:00 pm inddd A 7 o
Q( os00pm| © | ) QK /ﬁ b [
06:00pm | | 2 ) al
ooopm| [ Y |7 7]
Total Intake : | Total Qutput :
08:00 pm )
09:00 pm L ) 4 )
10:00 pm % i / A _ A
— 00pm | 1 rldy N ~ v 1o/
CX\ 200am| | ! - bl A V1Y
0t00am| / iz i el I
Total Intake : G a0 ) “otatoutput: O — ) A D
02:00 am \ ’ O \
0300am| | O\ : B
0400am| |\ A1V | i
Q&( o500am| W& / / Y,
06:00 am | A Y (|
07:00 am / ¥ \
Total Intake : (., ) 1 i ZTotal Output : () = \ P~ 0
U™

Total 24 hrs. Output
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Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

FLUID CHART |

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

- OQutput.

Date Time of Fluid

Nature

Diarrhoea | Vomit | Drainage

Urine

IV Site
Thrombo-

phlebitis
Score

Sign.
Nurse

( Mouth

08:00 am

/

\

09:00 am

/

7

00am| |\,
[ 28"

3
W
N
;

12:00 pm

11:00 am )
¥ == T

P4

otoopm| | | V¥

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

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 Qutput :

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. Output
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] Relieve Pain & Discomfort

[ Maintain Fluid Balance

[J Improve Activity Tolerance

[] Maintain Good Nutritional Status
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1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: Lo U
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 4 L{
without assistance. to completely turn self independently. independently. (‘( Lr
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; i
e 3 Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Qm:n:ig}zg:g:t;f é m c.w bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
L 0 and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every |
wheelchair.” shift in bed or chair. 2 hours during walking hours. ijf Lr
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment: ;

Sensory Perception

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

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

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

two extremities.

Responds to verbal commands.

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

Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occasionally moist: B 4. Rarely moist: _
to which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usqa!ly dry, fDu!iﬂe diaper _
skin Is exposed by perspiration, urine, drainaqe, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
$ox vt Dampness is detected every time 8 hours. every 24 hours. \‘ - Lr
patient is moved or turned. Cf Lr
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: '

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

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

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

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/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/dI; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| HighRisk:10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who-are deemed at risk due
+ {0 altered mobility, consider occupation therapy referral for advice
Regutar Turning Schedule _ _
s 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 pressure mattress 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
13-14 - Moderate Risk Gel pads for high-risk areas
+ Position patient at 30 degree lateral incline using foam wedges .
; Alternating pressure matiress overiay
» Follow the same protocol as for “Moderate Risk” Patients High density foam matress
10-12 l 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 matiress
Less than 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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1. Completely immabile: 2. Very limited: 3. Slightly limited: 4. No limitations: '
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. \_4
without assistance. to completely turn self independently. independently. \J/ kf
2. Chairfast : 3. Walks occasionally; 4. All patients too young to ambulate; '
P . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;‘mﬁ;’:igﬁgﬁ :}bm:; bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a '> )
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at |east once every S
wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. \f
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
haif of body. two extremities.
Moisture Degree 1conmnﬂymoht Z.Ynfymolst ) &pcgaslonal_lymoist: _ » A.F_ta!'elymoist: o
toiitiich Skin is kept _mossl _almost Fonstantly S!(m is often, but not always, moist. $k|n is occasionally moist, requiring Skin is usqally dry, rouﬁr_:e diaper _
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
o iikiictars Dampness is detected every time 8 hours. every 24 hours. \1 L
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient Q’, (’)
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|] during move. Maintains good position (T
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1.Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/d| for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more ('7
food intake pattern than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. L
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation. T
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
s Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may : i g
Tis%ne Pem:.smn & < 40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be NorTo_!enswe. oxygen s;luratloq 3 3
AReTEEen does not physiologically tolerate <10 mg/dI; capillary refill may be <10 mg/d¥; capillary refill may be > 95%; normal hgb; capillary refill
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.
, _ o , o , TOTAL SCORE 2T Q( =2
Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23 :
]
Docu. No. : RCH /FRM / CLINICAL / 119 STNINCS Ve 2| <&




Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are deemed at risk due
to aftered mobility, consider occupation therapy referral for advice
Reguiar Turning Schedule _ .
Enable as much activity as possible High density foam mattress
1518 At Risk Protect the heels Gel pads for high-risk argas
Use pressure redistribution surfaces Alternating oressure matiress overla
Manage moisture, friction and shear op veriay
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
+ Use the Same Protacol as for “At Risk” Patients o
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 “Moderale Risk” Patients High density foam mattress
10-12 High Risk « |n addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequently Alternating pressure mattress overlay
- Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Aiternating pressure matiress overlay
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PAIN ASSESSMENT FORM It takes a Jot to treat the Mie. Your Right to a Safe Delivery
Pain Stofe ' Moditying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
! 7 . [] Continuous | [ Acute ) Sharp [ Dull (] Increasing L1 Yes 1
§15] Py b)\ D — (7 Intermittent | ] Chronic [ Aching (7 Burning | [ Decreasing | [ No Sl )
1 Continuous | [ Acute 1 Sharp 1 Dull [l Increasing L] Yes W
6 [Ff 61749‘4 o]ty T {1 Intermittent | [ Chronic [ Aching [ Burning | I Decreasing | [ No @M
[ Continuous | [J Acute [] Sharp [ Dull 1 Increasing ] Yes A F—
L ):}L C{F) ARV — | [ Intermittent | 3 Chronic (1 Aching [ Burning | ] Decreasing | [ No - @
[] Continuous | [ Acute 7 Sharp 1 Dull [l Increasin [ -
- lD e g - Yes Yy p— @
L‘; ]% ]Q_PW @ CJ Intermittent | [ Chronic (7] Aching (1 Burning | [] Decreasing { [ No
] Continuous | [] Acute 1 Sharp (] Dull [ Increasing | [ Yes V.
!7)’7\. 4 v 0 o "] Intermittent | [ Chronic [ Aching [ Burning | [ Decreasing | [ No :4\
/ g [ Continuous | [] Acute [ Sharp (] Dull ! Increasing 1 Yes /j ;e M
/ . /l /W 2 " | O Intermittent | CJ Chronic (1 Aching [ Burning | (] Decreasing | [ No " '
H ] Continuous | [ Acute [ Sharp 1 Dull [1 Increasing [ Yes - @
f [O Ptu D [ Intermittent | [J Chronic [ Aching (1 Burning | [J Decreasing | ] No
/ i ] Continuous | [ Acute (1 Sharp 1 Dull [] Increasing ] Yes i
23 h—Pﬂ 0“0 1 Intermittent | ) Chronic (1 Aching (1 Burning | [J Decreasing | [ No o @
(1 Continuous | [ Acute (7] Sharp ] Dull [ Increasing 1 Yes L
?) + 6 KR Ultc) ] Intermittent | [ Chronic (1 Aching (] Burning | (] Decreasing | [ No S @"
/7 0 (1 Continuous | [ Acute ] Sharp (] Dull ] Increasing ] Yes A YA {\
'7,4 /Lu( J / @ | < C1 Intermittent | I Chronic 1 Aching [] Burning | ] Decreasing | [ No o _
Re-assessment Frequency: '

1. Every eight hours for all hospitalized patients.

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

(PT0)
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PAIN ASSESSMENT TOOLS

@@@@@@

No Hun

~
¥
Numerical Paln Scale (Ohstetric and Gynecology)

1 1 1 I | I { 1 | |

i I T I i | 1 I . 1

1 2 3 4 5 ] 7 8 9 10

1A Worst

Possibld Pain

Wong - Baker (Pedlatrics) Above 7 Years

Hurts Uﬂla Bit Hurts lJﬂJ'E Mors Even More Hurts Whole Lot Huns Worst

FLACC PAIN ASSESSMENT SCALE (1 Manth fo 7 Years)

SCORIMNG
CATEGORY
0 1 ‘ 2
Occasfonal Grimace or Frown, F'requent to constant frown,
Face No Particular expression or smil withdraw, Disorientad quivering chin, clenched jaw
Leps ” Normal Position or Relaxed Uneasy, restless, tanse Kicking, or legs brawn up,
| Laying quietly normal postion, Squirming shifing back and
Activity mioves easlly forih, tense Arched, right, or Jerking
Moans or whimpers occasional Crylng steadlly, sckaams of sobs,
Cry No Cry (Awaks o asiesp) complalnt _ frequent complaints
- Reassured by occasional touching,
Consolabiity Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible ]
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month) ‘
L]
Assexzmaat Sedalion Norml Pain/ Agltation *
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriata crying Not| Initable or crying at | High-pitched or silent.
irritability stimuli minimally with painfil | Irvitable Intervals consolable | continuous cry
stimuli Inconsolable .
Behavior Slate | No ardusaltoany | Arouses minimally to | Appropriate for Restless, squirming { Arching, Idclung constantly awake
stimuli Stimult gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movemem
movement movement (not sedated)
Faclal Mouth is fax Minimal expression | Relaxed Appropriate | Any pain expression { Any pain expression
Exprassion | No expression with stimull fimtermitterst continual
Exiremities No grasp raflex Waak grasp refex Relaxed hands and | Intermitient Continual clenched !
Tone Flaccid tone decreased muscle 1§ fest clenched toes, fists | toes, fists, or firiger
tone Normai Tone or finger splay splay
Bodyisnottenss | Bodyis tense
Vital Signs HR | No variability with | Less than 10% Wilhln baseline or | Increase 10-20% | Increase greater than 20% from
RR, BP 820, | stimuf variability from normal for from baseline baseling, Sa0, less than or ’
Hypoventilation or | baseline with stimull | gestational age 8a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick { slow recovery Out of sync or
Tecovery fighting ventilator

=/
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Morse Fall Risk Assessment Form Fitearmee SRR d
= 1L)
Choose Highest Applicable Score from each Category i Time g[):{bé § /77/ )} Fall Risk Grading
Score o “ > frs.
History of Falling Yes 25 '
(immediately or w/in 3 months) No 0 Risk Level Mnrst: nlfila:ls‘l))S{:ore Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 ®) 7 =
|~
Furniture 30 Standard Fall
Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
Y w
IV / Heparin Lock or Saline Nes 200 ‘Q O 2 (\«;0 Implement
g Moderate Risk | 25 - 50 Mogerato Fall
Impaired 20 :’rteventlgn
0
GAIT / Transferring Weak (uses touch for balance) 10 TN
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 P Risk Fall
Mental Status High Risk 2 51 i
Oriented to own ability 0 :;rtivrizgggn
Total Morse Fall Scale Score: 20 . ny
Signature | (A) @aﬁﬂr\&
) SE————

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

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

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

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

["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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0RO O Eall Risk . Hospital _ | ) ouessrosnes
Morse a Risk Assessment Form It okes ot 6 treotthe B, g v
A
Date / Time " ff 124
Choose Highest Applicable Score from each Category L Jﬂ{/ l 6 s [ ?r('z Vf;/ Fall Risk Grading
Score e \ al: () {
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morsihliglsl)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
2
IV / Heparin Lock or Saline ;es 00 @ Implement
2. 0 0 Moderate Risk |~ 25-50 | Moderate Fal
SUpRrd 20 2@ 10 (&2 Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 bR Risk Fall
Mental S'[atUS g = ngh Risk > 51 Prevention
Oriented to own ability 0 iarverioc
Total Morse Fall Scale Score: 10 Lo %
Signature g @f / &

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

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

Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always cail 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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CHECKLIST FOR THROMBOPHLEBITIS r Hospial e e
4
DAY-1 ~ | - DAY-2 (- DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E (M)[[E] N [(M] E N Remarks
: No signs of phlebitis / S e
1 IV site appears healthy Observe cannula 0 O - b, 0 0 T
One of the following signs is \
2 evident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannula o '
* Slight redness near IV Site — | M Ol M- ﬂ"\k\
Two Of the Toliownng Signs Early stage of phlebitis / =
3 are evident: Reiti Cannulz 2 Uﬂ
Pain at IV site Redness | WA &
All of the following Signs are i
avitlait: Medium stage of phlebitis /
4 sl Resite Cannula Consider 3 o
Pain along Path of caanula - e D
Redness around Site Swelling Treatment /% W‘
A"- of the following ‘Slg.ns e Advanced stage of phlebitis or —
Svidant and Extrishe the start of thrombophlebitis /
5 Pain along Path of cannula ; : 4 ' ;
Redness around Site Re site Cannula Consider M NR Vp (8-
Swelling palpable Venous cord Treatment =
All of the following Signs are
evident and Extensive ; Pain ;?;?:Egh?;%?t?;}f -
6 along Path of cannula Redness I . 5
around Site Swelling palpable Initiate treatment Re site W} A MQ
Venous cordpyrexia Cannula -
Signature pf the Nurse @g 4( -

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

Signature of Shift In Charge :

Signature : ..o ST Name :

Naru Nn - RCH /FRM / CLINICAL / 137

Signature of Ward In Charge :

1T —— @Gﬂ"
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¥ — O O Fad
a -
Patient Sticker Rainbow® ® - I
Children’s . BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | o R Do
| DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SGORE [y E N M E M E Remarks
1 IV site appears healthy %Obgggrtg g;ﬁmﬁgms/ 0
One of the following signs is
2 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site |
3 lz«éoeﬂt}gﬁtfollomng Signs Early stage of phlebitis / 5
Pain at IV site Redness Resite Gannuia
Al ((])f the following Signs are Medium stage of phiehitis /
gvident \ ;
4 Pain along Path of cannuta .?85[;“3 Qatnnula Consider 3
Redness around Site Swelling reatmen
23]3;? gégllg:;rrl]gsﬁég:ns are Advanced stage of phlebitis or
5 | Pain along Path of cannula g‘e s;[aréof thrlmgboppéebms/ 4
Redness around Site Te Silg Lannuiia Lonsider
Swelling palpable Venous cord reaiment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
g | along Path of cannula Redriess }h_romboph[emns/ _ 5
around Site Swejling palpable nitiate treatment Re site
Venous cordpyrexia Cannula .
Signature of the Nurse

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

Signature of Shift In Charge : Signature of Ward In Charge :

SIONAMWIE { oo seeeresrrsr e b e sreens NAME & e remes s sssrsssessssesrasessens SIGNAIUIE 2 ereerrecreerearrrnsemsessesnrsissonsosseser NAITIB I sorsrsrssmssnserssssssssss s sssssassasssssess

Dacu, No. : RCH /FRM/ CLINICAL / 137
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HNH-00014806 . vz
Mrs AMBIKA BURY:V:: ; 13 F) —— R
ainbow® : s
n!r‘o::::'e“““ | Children’s & BirthRight
i rospital _ | {)sennein:
NURSING SHIFT HAND OVER FORM - WARD
RING DOGEOE o sunivesmithussmmmssssaamshigirsstsssen Department: ....... LQW/ ............... Date of Admission: SC%
Z | Diagnosis: ' Any Infection: [)Yes CINo [JNotKnown
= P
§ (Q - R L | o e Sy
@ &
7 1»[ 3
S | Area T3 \ | u@
g Shift Time | ~ ?\.\ MG @Y 6 el < ) \
% | Medical Condition
= | (Any special condition to be noted): —a
P = s
h -—
~ Allergy: O Yes C1-No | O Yes &No | O Yes CNo | O Yes L1No | O Yes =g | O Yes :wn
| Tubes/Drains/Catheter: O Yes<=No | O Yes&m)/ [ Yes 0 No |01 Yes*TNo | 01 Yes &7No | O Yes E 1No
Vital Signs: Temp: | o)y e a}‘{ﬁ QQ\ A4l ASLL | ok I\J‘-é\]
= Res: | o (R Q0 "0 0h | qdla |9 ﬂ“\)‘*‘)
2 SP0;: | 0 q ag_ | OBY | g4n [ 94} | A9
2 Pulse: | o< G ¢b ol | FShla | adis
2 BP: \z;s\%/ W\ [ Wy [ ol 2o | iy
Fall Risk Score: - o I wrs e
Pain Score: | ~ = 1 — .
Safety Needs: p= o~ Yoy . \Pﬂ
}— - @
2 Physiotherapy | Yes_C-No|C Yes ENO’TD Yes =rfo |0 Yes [ NoL Yes ZNo |0 Yes E}O
- 5 Others Specify: <l P R R o —
‘ PS E Special Diet; | Yes-C-No'| O Yes 9“6 T Yes Dﬁo O Yes [2No | Yes [CINo O Yes CINg
E
E Other Special Orders / Medications: ~ — 1L e -
- / 7
Post Operative Procedure Special Orders: | — - L —
Handed Over By Name : - M ‘. \ \
3 \;J\ O\-"““ m} - uj&
| POV | WO 1LV 1ot o g
Signature : W | @[ [ W | @& [
Date Tt | R ARy [an] 2 2L [ Y]
Time: ' ‘o 8 7
%m QM % ry T VQ‘OI‘\ '\)
Taken Over By Name : o %\) -
aken Over By Name O # m(ﬁd
Signature : YA % g‘%
€ Vb [a{lb [7 A [ AT
Time: Lp ’7)§n Q‘]M ?-A‘rp UA J\
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- Rainbow® ] -
Patient Sticker Children’s . BIrthRIght
Hospital . BY RAINBOW HOSPITALS
£ takes a lot to Eret the Mise, Your Right to a Sate Dalfvery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCION: .....ovevvecveecrevre e ene s ams e Department; ......cccocevvceerceereererseranan Date of AMISSION: ...vevreeessassseneesrrens
=’ | Diagnosis: Any Infection: DYes CINo [ Not Known
'g [ YES SPECITY: 1vuvvrieisrmeetscereessereesrersesessesnens
==
o
S | Area. . =
= Shift Time |
£
x | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONolOYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo
Tubes/Drains/Catheter: DOYes ONo|DOYes ONo|[OYes ONo|OYes ONo|OYes ONo|OYes ONo
Vital Signs: Temp:- |
= Res: |
o Sp0,i |z
@ Pulse:
% BP:t|. *
Fall Risk Score: |-
Pain Score:
Safety Needs:
» Physlotherapy |2 Yes ©No {1 Yes ONo [ Yes LiNo |3 Yes O No |iiYes (3No (O Yes C3No
| —]
=]
E Others Specify:
g Special Diet; | Yes LiNo | Yes CiNo |0 Yes ONo|OYes ONe (O Yes ONo | O Yes T3INo
S [Other Special Orders / Medications:
[~ »
Post Operative Procedure Special Orders:
{
Handed Qver By Name : {
Signature :
Date: i
Time: .- ¢ ’
Taken Over By Name : ’ / He }
Signature :
Date; g
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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i:mgo:“‘;:‘:‘:":tzmm ssinbon: | @ g nmight

n'llﬂ‘ﬁflmﬁﬁm]mmuﬁ[ﬁm ’ URINARY CATHETER BUNDLE CHECK LIST ospi | Q=

Date of Insertion: ....... Z’ / }[ﬂfﬁ .................. Date of BEMOVAL ..o o5 immmvnsmmsisnis

Parameters Date Shift Time ///47/ ' ‘

Need for the Catheter VYes [INo |+~Yes [ N'o CYes CINo | CYes CONo | CJYes CINo | OYes CINo | CYes CINo

Hand Hygiene +TiYes [INo | =Yes CINo | ClYes CINo | CiYes CINo | [Yes INo | CiYes CINo | CiYes [INo

Usage of Sterile Equipment LTiYes [INo +TIYes CINo | CIYes CINo | CiYes CINo | [IYes %\Vo CYes CONo | TUYes CINo

Is the Collection bag below the level of bladder ‘,/L‘rl).Yes CINo | =Yes [ONo | CiYes TINo | [ClYes [INo EAM&?., ClYes CINo | ClYes CINo

Check the Tube for Obstruction (Free of Kinking) =g D Yes [1No /D Yes [1No [lYes CINo | [lYes E@_qj))“éﬁes FM (1Yes [INo 1Yes [1No

Is Catheter dated as policy ClYes CINo [~TYes [INo | | iYes CINo | COYes O &0\_ AE VsV 1‘ No | ('Yes [INo | ClYes [INo

Collecting bag is been emptied regularly? (/'—u Yes COINo | &2 Yes CONo | COYes CINo | ClYes [ Nro\\ i:'l‘\(es [JNo i [JYes [INo | ClYes [INo

Maintenance of closed system for the catheter ‘/DY s [JNo 9&8 CONo | OYes CINo [ CYes CINo T!Yes(O' hﬁy\ ;\!_.!,Yes ['No | [lYes [No

Dressing clean and dry? ‘/EI Yes [INo ,E'Yes [INo | COYes [ONo | CIYes [INo | [JYes [INo | [1Yes [INo | [1Yes [INo

Is the line removed as Policy? qz‘(es/ a Nq/f—ErYes [(ONo | [IYes [INo | [JYes [UNo | (0Yes [ JNo | ClYes [INo | ClYes [INo

Performance of Perineal Care 'Dé _INo (Zr.P(es [(INo | CJYes [ONo | [JYes [INo | [1Yes [INo | ClYes CINo | [lYes [INo

Onset of New Fever CIYes % OYes %}Nﬁ CYes CONo | CJYes [JNo | [IYes CONo | ClYes [INo | [lYes [INo

Asses for the leakage at the site of insertion U}@; [ONo | [J¥es CINo | [COYes [CINo | ClYes [INo I1Yes [ONo | [IYes CINo | [lYes [INo

Name of the Nurse WJ Q&Ql (&l

Signature of the Nurse ﬁ A @

Docu. No. : RCH /FRM / CLINICAL / 114
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DRUG CHART

My SVerFUUU-HNH

Wé
Rainbow” ) C
Children’s ‘ BirthRight

Hospital BY RAINBOW HOSPITALS

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

Date of Admission: g\q’\&&p Drug Allergies: ........ccccceeue. N«l ............................. \/@nown 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

n NURSES

1) Right Patient

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

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.

3) Right Dosage 4) Right Route

5) Right Time

S0S / PRN (As Required Medication)

DRUG :

Date

>

Dose Route | Frequency

Start Date

Time

Doctor's Signature | Valid Period

Pharm.

Additional Instructions;

ﬂ DRUG :

Date

Y

Dose Route | Frequency

Start Date

Tirpe

Doctor’s Signature | Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

Dose Route | Frequency

Start Date

Time

Doctor’s Signature | Valid Period

Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118
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REGULAR PRESCRIPTIONS Weight. ........coc.c...... Ward. s
. Dater
DRUG: €. (pBEMpLoc Timel\ 1]
Dose Route | Frequency |Start Date i ‘
toowq Clo| @0 | <[l | |[&Y ]
Name &Signature of the Dogt o " L '
Starting the Drugs: | Wi /8 \ Uho
! A Off ?
/ .xvll J/ b <
Additional Instructions: Y > || A A2
i
Daily Doctor’s Endorsement by a Sign n Ly
DRUG: CEFCTAX\ME Dater oA
Dose | Route |Frequency |Start Date ,; N '/' ,(-\
o [V | e (el SRATY =T

Name & Signature of the Doctor \| AN
Starting the Drugs: M Q ( ~—

B S 2.

o . 4 1 o %
A

Additional Instructions;
{ tort dwsed S 2Une Flp ? & \

sl —

Daily Doctor’s Endorsement by a Sign

ol AT
Dater
DRUG: AR PhescEmMoL Tipelol ,‘\:\q\’\/
Dose Route | Frequency (Start Date . /‘\‘ \
e | P0 | D [ePek Y [T [[WRS
Name & Signature of the Doctor , - [\~
Starting the Drugs: w/ m § 10 \'{ e
D Reontn- | 1

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

v.
el X

Date

DRUG:  \PR. Dittopenac

Dose Route | Frequency |Start Date

Sow | PO | Tip | 6P

JZ
[

,_..
[
=
_——
‘;/" ’

A e 1 A A .

Name & Signature of the Doctor

Starting the Drugs: g/,&/
Dy Lpundp -

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4
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r:o:::ou ’w“;v"‘m" = Rainl;/‘:fw”
or swATI v Children’s | & BirthRight
T Hospital _ | {)ermseonio
I=
B, g SheetNo: ............. REGULAR PRESCRIPTIONS Weight .............. L
Dat
— & | DRuG: “Tag, Temmnpol T;Eng bl | Ay
W ﬁ Dose Route | Frequency | Start Dt.
< |[womg | PO | TID GEH% i
03 7~ | Name & Signature of the Doctor - '
a:,_ Q Starting the Drugs: .
S
o Bf%“m 3?"/ q@‘
Additional Instructions: '
//
Daily Doctor’s Endorsement by a Sign N~
;’_ DRUG : [N TRANERAMIL i D22 daqt y
— % Dose | Route |Frequency |StartDt.| | |.
S: > | 19 fv 10 G Vv {
rov] .
Name & Signature of the Doctor /* \
3 -~ ) X N A7 4&0
W Starting the Drugs: WA =
= ek ! e
=1 == | Additional Instructions: ”f"! ‘ %
[<B) / ‘. -
- Q X 2Uhouvw — /b —> 1 rai
Q| - S |
Daily Doctor’s Endorsement by a Sign A Wi
DRUG: T PANToPRA2oUZ  [Daebild |y
Dose Route |Frequency |Start Dt.| ,; -
Homg| P10_| 0D | €)¥ pydlg)
Name & Signature of the Doctor
' Starting the Drugs: M-
e’
Additional Instructions:
&
iy Daily Doctor’s Endorsement by a Sign -
4 [oReTY cetvam € mmald)
:g Dose Route | Frequency STR Dt. | - vqa“
LR |Bem o | BO ga
s Name & Signature of the Doctor
P Starting the Drugs: e e e
= e e
Additional Instructions: %Q%
\
After feop” =
L
Daily Doctor's Endorsement by a Sign @’ g

Docu. No. : RCH /FRM / CLINICAL / 108
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Hospital BY RAINBOW HOSPITALS
Tt takes & kot (o treat the Rite, Your Right to a Safe Dellvery

Sheet NO: ..ovvvreee. REGULAR PRESCRIPTIONS weight............. Ward «..ovoeev e

DRUG : e ol Iy

Dose Route [ Frequency | Start Dt.

Name & Signaiure of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date
Time

i

DRUG :
Dose Route | Frequency | Start Di.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doetor’s Endorsement by a Sign

L4

Date}

DRUG : Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Dector’'s Endorsement by a Sign

Dates
Time ] . -

DRUG :
Dose Route | Frequency | Start Dt

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Docter's Endorsement by a Sign

Docu. No. : RGH /FRM / GLINICAL / 108
) (P.T.0)
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INBNVAVASNS YIGWY .0

T :
. ‘Unakshayam

Mrs AMBIKA SURYAVAMSHI b i $08PL000-HNH
B T eAAR 0 Weight. ... T R
AU Dato>
Tl e I NurssSiu. | Nurs&Sig. I NurssSig. l Nurs‘sSm.
Dose Dose Dose Dose
DRUG . Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RDUtB Sta l't Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor pose Dows s e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e pees = oose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIUIe l Nurs‘e'ssg. I Nurs&Siq [ Nurs‘e'Sig. Nurs‘e'Sth
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
ROLI te Sta - Datﬁ Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Do cose - D
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose o s pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. — Dosage & Other ;
Date Time Medication s tsans Route Signature Nurses
: NN
T-MISOPROSTOL f @ :
é |"‘/ AHA
€l | 3| T IMISPRaSTIL Yowon |Plo ,@ j/ ._mw 1=
- g m k Ino [o
6%’26 A0 T \N\Snp ROITHL ZSYY\CC-\) 9/0 /gf‘ )/;IL \VaTrL®
L
G \3 16 2o T MUsoPRosTob 2SMCQ (re) @ M’%@%
PANTO PRAROLE -
CP o) Yomg ! %&g
\ L.
Y  gCPW ny Wencaromo e \Y P___&_ (g"
o |g e
o> |z ueemw o oxman QU vy, | %
TOANEXRM (#—
(Chw | divg TRANBXRC L 6w 1\
6> | AUD - SN (.=
Page: 3/4 (P.1.0)
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Rainbow” ) .
Childrep’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes a iot to treat the littie. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

DPUG ABROIBS: . iissmcivsvssienanipssnnsivinsiosismmsmssiasusisssuaiunssssmsisinhass osa

Medication Reconciliation will be done at the time of admissi

/ Not known any Drug Allergies

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 FIOM: ... er e Shifted t0: ....eoveeeeeeceeeccce e,
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | nove / Time ?gﬂ:ﬁ'gg
1 = e
TAB - [Ren, 4o elo o | 5hths 2t
2 [ C_ADC
3 L6~11DC
The- weermon (&S elo &b 3‘3%6
4 OC OJDC
5 Ogc Obe
6 CC CDE
T OC OJDC
8 OJc DC
9 Oc ODe
10 CJC CIDC
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : Q = OA ..... G:.Xff.mg.-. .................

Date & TIME & weeeeeeeeeeeveeeee e

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

Shbe.@. 620 200.......




HNH-00014806 IP26-00006752 Z
- Chitdren's | @ BirthRight
0O Hospital _ | {zmeona
STAT / ONCE ONLY DRUGS Welght...... -
INBITIEE .o e SHEEt NO: oo
DATE TIME [_ MEDICATION D&%’”}%&?&HSR ROUTE Doctor S:\(l;uNr:J-LiRENurse—Z
o |yzoem | Qo TRAmeso 1000 e L&»m““d fof
dy |wom | B dogme | wom | de Ry H

(f_)\? -j‘,«§olm fféﬂﬂm.z‘m—m-oL {3 1 L[MW

Docu. No. : RCH /FRM / CLINICAL / 136
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Mrs AMBIKA SURYAVAMSHI
oe.awariany e @ 14 Rai b’é .

— ainbow , —
RO T AT — Children’s ‘BurthRnght

Hospltal | el
CROSS CONSULTATION FORM
' Q

DoctorName:....Q.K..t..cs.mﬁkfl..lﬂ..l .................................. Dateq'l:f'[lﬂe ..... Tlmeé’FM
Diagnosis:: ........ L <S A U [ ——
HOSPItl : vvvoovooeerveee 2CH..— H—I\/INL ................................... Type of Referral :
............................................................................................................................. DEmergency
Referred for: [ Opinion JZé—Management O Transfer of care E:;ieztrgent

Reason for Referral : If for concurrent care specify the particular need, especially in the absence of a second diagnosis:

Signature:

Findings and Recommendations :
mc—lﬂﬁo” e plamn

>,

\ 1
— wa) Hoymad .B-ram-b V},_\,L\ ,F}a.} M‘Ppli:md S
— ,Aqhﬂ\ Lov CJ«MP la—ld/\ AS d(],M'OMS—L b
Csodle  hold \
DGJMMVL& -FQ@J,\\V\S olo nod (L)(Caﬂ,ci 2 /Z [‘10/'@
. as POy (m{\\-l L\\Mﬂaj U B
3
- Sﬂﬁw\ 4 te oo Laj COV\')?“‘W"LEM& ]_"[
— WAV Cﬂ“f/c

., P
oW owbput A PSR

Consultant :

Name : LS’O]H@”?M’@ .......... Signature : Sp' ............... Date & Time : 4/9’[2—6;6/}*\

Doc. No. : RCH/ FRM / CLINICAL / 049
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Rainbow® \ R
Children’s ‘Bll’tthght
H Y RAINBOW HOSPITALS
PATIENT TRANSFER FORM Hospital | s
Patient Name & UHID No. Date & Time of Admission Wp) Date & Time of Transfer Order \ﬂ/")
{p26-00006752 5{ _j{ ’],6 \ q\ r)/}b ] O
‘:IT:;O;!:AS R‘fAVN::.Huo G po @ 1025 6\ Q&W @ {

“\‘i\i‘ A

" Transfer Ordered by

Reason for Transfer

ohsevedion

From Unit

poie fpost

Information to Attendant
Yes No[ |

Number of Sheets in Clinical File

Personal belongings including
clinical documents. If any handed

@ }rtgjnendant
Ll N ST es[ | No [
If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

i X P}é{ gb O V\/\O

2 '

3.

4.

5.

Shifting Summary / Notes Written by Doctor :

Yes [ | No[ |

Name & Signature of Person who is Transferring

bl Lap-

Name of Person Ordered Transfer

Patient & Clinical Records Received by : %

Date & Time of Patient Received :

G (26 D1

|77 0pm).

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

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

[ ] Nurse not Available

[ | Available Bed not ready
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Mrs AMBIKA SURYAVAMSHI
22-00-2000 289 u':4 o @ . I/? ®
Dr. SWATHI HV ' Rainbow .

T Glildirags) e

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

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: ~ 22 Swethe 6 Date of Delivery: (2 |9tzert
Assistant Surgeon: = Mevvo be Time of Delivery: 03 14® pm
Anaesthetist's Name: 754 Gore | D7 Brurnd & Gender of Baby: Mely

Type of Anaesthesia: G-~ (Genernt) Weight of Baby: 2-3C [y,
Neonatologist: =22+~ [y AGPAR Score: 3, 4

Scrub Nurse: sz hona- NICU Admission: [Yes [INo

Pre-Operative Diagnosis: ), } 3wt f Qv |

7 Elective _=~Emergency Indication: ........... oMW Ingluaatrn  off -
Urgency (obow? FaroL

C1 Immediate Threat to life of woman or fetus

| Maternal or fetal compromise not immediately life threatening

-0 maternal or fetal compromise but needs early delivery

(] Delivery timed to suit woman and staff

Decision tMe: ....ovveeveeeeenn, L PO e, KNief 10 [8CIUS: ... 2000
CTG DeSCription: ........o....... B A
If there was a delay give the reasons: ..................... T e S OO S

Surgical Procedure:

Post Operative Diagnosis: Pod- O

Peri-Operative Complications: -

Amount of Blood L0oSS: ~/ ) s©ce Blood Transfused (in ML): —

Name and Number of Surgical Specimen sent for examination:

Docu. No. RCH / FRM / CLINICAL / 155 (PT.0)

e —



Examination Findings when Appropriate:

Presentation: =Cephalic (] Breech C10ther .....ooceveeee. Cervical Dilatation: ......... OPW ...................... cm
SUTREOMNE (oo v R e s ERLA POSHION: .oivisiviivimmenmiimssimmmssisminiiim
Station: <3 0O-2 O-1 OO0 O+1 O+2 Moulding:» CINone [+ [++ [ +++
Caput: O+ [O++ [ +++ Meconium:{ (JNone [+ [I++ [+++
Bladder Catheterized : [ Yes 1 No Urine: \*Clear [ Blood Stained

Skin Incision: -E]/Pf_annensteil L1 Transverse I Midline D) 08T i mimrmmmnimsissms
Uterine Incision: = Lower Segmenf ] Classical Clinverted T 1 J Incision

Previous Scar: LI Intact L] Thinnedout I Ruptured ©No Scar

Incision Through Placenta: [ Yes -"No - Lvs Doun Forme

Delivery of head: = Manual [ Forceps - OF Ponthon

Liquor: Clear [ Meconium: [J1] oy T CIBlood [ Offensive [ Not Offensive
Delivery of Placenta: 1 Manual [ 0 () [ 1 Complete ] Incomplete [ Piecemeal
Cord Appearance: .................... Nm“‘J ................................................... Cord around the neck [ Yes E*NE
Appearance of placenta: ............... NSkt SO Cavity explored Ef( 1 No

Uterus, tubes and ovaries: 4ormal “1Not Normal Sterilization: #XYes @

Uterine Closure: "1 One Layer &Two Layers V!.F.%‘#L...D.q..ff.g..‘.? .................. Suture
Peritoneal Closure: ] Pelvic E(Abdominal CONone .. Letgnd "0{“0 ................ Suture
Sheath Closure: | SRR .. . Wi SN Suture
Fat Closure: E?%B’ﬁo 4 "’\‘ ] BTN, i Suture
Skin Closure: Subcuticular ) Mattress o s e A SRR o T Suture
Vagineal Evacuated E@s 7 No

Drain: T Yes [ZNo  CJREMOVE N ..ooovvevreereeenne, days ] Await instructions
Ctheter \Z/Yes TINo [JRemovein ........aw.......... days [l Await instructions
Swap & Instruments count correct? =1 Yes [ No [ Post-op Antibiotics “Yes [INo

Intra-Operative Antibiotics Cover: [ Yes [ No I Thromboprophylaxis TlYes Ao
POSE-0PEIALIVE NOTBS: ......oceeeieeeeteeeccet ettt ettt e a et e e s et e b e b e ae e es e s es e s e s e s eseae s es e s ena s e s b an e s e s e e e eae b ene s anereanans

Doctor Name: @nmfw fﬁl‘ﬂf MY Doctor Signature: ........... l\@ ..... et

Date & Time: ...¢)1Me1 6. ... .0Pm
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Rainbow’ . R
BT T Children's ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: ........... A% lahb ............. Time of Arrival: \003033?() Time Seen by Nurse: TO?OP}V)
1) Level of Consciousness: ’B/Gon/sc’iaus ] Semi-Conscious ] UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[J Severe Pain / Moderate Pain L1 Preterm rupture of Membranes / Leaking Water PV

[ Bleeding PV: Slight / Heavy I Preterm Labor/ Labor

[ Decreased Fetal Movement 1 Spontaneous Rupture of Membrane / Leaking Water PV

] No Fetal Movement L] ONEr REASON; siisisuseissivirsunessrsfbisimasnsrvsnsisssssnisssionnssnpisiossssnssiss
3) Vital Signs: Temperature: .. Pulse: .. B3... RR: oo Sp0,: ‘1 ...... BP; .12 L%’Welght .............

4) Gestational Criteria:

Gravida: G \ P L A
LMP: q[tups/ EDD: Q(OJ%P,Q Gestational AGE: ...
Uterine Contraction COYes | O No | CONA | Onset Time Frequency:
~
Membrane Rupture I Yes }No C1NA | Onset Time Fluid Color:
Vaginal bleeding O Yes | =No | CJNA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes |-£7No | [ NA Pain Abdomen / Vomiting
Good fetal Movement P/Yes ONo |Cna | IFNospecity:
5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | =l | |
| | | | | | | | 1 | 1
0 1 2 3 4 5 6 b 8 9 10
No Pain ’ Worst
possible pain
« Location: .........¢ R A0 DS SRSl | S
o Duration: ..o . N Days / Weeks/ Months (Strike out which is got applicable)
O
» Character: .........{.... 'f\\,L\\

« Frequency: ..... B o e S S i N e i o P A S A AN 3 Y 5 T 3 G AR A4S

L () =1 01 (T O ST

6) Past History:
@) SUMGBMBS: ....evneee Mg oo b
b)  Medical: ................ W
Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0.)
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LT

8) Current Medications: [ Prenatal Vitamin M 0111 TSN
9) Prenatal Medical History:

}um( ] Gestational Diabetes
O

Chronic Hypertension ] Low placenta
] Gestational Hypertension CF DI VS, SPOBIY .oncviecusvicmussrasissrissimasinpissisasian
1 Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

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

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

I Category Ill: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
l@é::ury IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

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

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
(Urgent)
< 30 minutes
Every 15 Minutes
£ I O Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour/Fluid | Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
. g Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
| pain <37 weeks (>spotting) >37
weeks
; Mild hypertension
Hypertension > 160/110 e
Seizure activity and / or headache, visual ;lgg{;’tg;“ggg‘;'g‘n%“‘
disturbance, RUQ pain symptoms
Abnormal FHR tracing iggfr?llamgpﬁgg %
Non-Fetal Movement Diseased fetal movement
« Acute onsite severe + Major trauma - Abdominal/back pain | . QOngoing assessment | « Anything that does not
abdominal pain » Shortness of breath greater than expected in | from out patient clinic seem to pose threat to
« Altered level of « Unplanned and pregnancy ) (for hypertension, blood|  mother or fetus
consciousness unattended birth « Flank pain / hpmatuna work) « Cervical ripening
+ Cord prolapse + Nausea /vomitingand | « Minor trauma (minor | « Out patient placenta
« Severe respiratory for diarrhea with MVC/fall) previa protocols
distress ' suspected dehydration | . Nausea/Vomiting and | - Pre-booked visits (ie
+ Suspected sepsis for diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
! dysuria ,cough, fever, | « Assessment for version
1 chills) + Rashes

Time seen by Doctor: \le\%“l

Nurse Name : ‘\(\DLE&Q)\MM%\Q\ Nurse Signature: ........\.
Date: ﬁ@\}\@\gc Time: \@'%5W

e
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( Patient Sticker Children’s . Bll‘tthght
— = e — Hospital .BYRAINBOWHOSPITALS
It takes 3 lot to treat the fittie, Your Right to a Safe Delivery

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. deing initiated?
~ a. Yes (] b.No

N T o L 1 s, e

3. Nipple condition:
(71 a. Nipple well formed
b. Flat nipple
c. Inverted nipple
d. Short nipple

OO0 0O

4, Milk flow:
] a.Good
b. Drops of colostrums
1 c. Dry

5. Steps for Positioning and attachment:
] a.Baby goes to the breast
b. Mother always sits with a back support
¢. Ear-shoulder-hip should be in a straight line
d. The baby takes a latch on the areola and not on the nipple

Oo0ao

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




6. V?ﬁ position explained:
a. Yes

L) b.No

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

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

0. AQGIIONAI MOTES: ......eeee ettt ettt es et eteses e es et et es e et esesesen e s eneses e e eseseseee e s esesesnesesesesenssseseneaene
Continuity of Care: Date: beLC J
} N 2 ‘RS
D A e oubent fai e
-ﬁ TYmmJﬂan 'Lfr'FcLQ %}Q 0/

=) n¥ l’\[mfr!u DAL %DOW/W
=) URBL YMMMW,

Handover given by .. C Wé@f@(ﬂp ............ Handover taken by ...........cccooeeevviimmncinncesceeeesiscsaas

Signature ............... C, ..................................................... SIGNALUME ...t

Date & Tlme ............. ﬂ/l;.z .......................................... DAt & TIMIB: ..ot ee et esteee e eeaeeeseesesseseeseesnesneas
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Surgeon : .
: . Mrs AMBIKA SURYAVAMSHI %

\_‘ Asst. Surgeon :1D.Y............ M%AA Patient Name - ... 27 s6-2000 asyomup () - GeNder i Rai_nb‘ow:’ @ BirthRight
\ Anaesthetist : ‘D'i &amu UHID No. , De EA UMY ﬁglslgrtearl‘ . avmuaowucsgms
Your Right to a Safe Delivery

1tk 3 ok o bt e it

|
) l
el CHECKLIST!

Scrub Nurse : ~58..:..»

o A

Before Induction of Anaesthesia » »

Before Skin Incision » >

ot 6 :z"lél QI

Before Patient Leaves Operating Room

SIGNIN  Time:.3: 239" TIME OUT  Time:....3235.£7) SIGN OUT Time:..‘ff.:’.f-gﬁ?m-
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity _=Yes [1No introduced themselves by Name and Role *Yes 'No The Name of the Procedure Recorded  _#TYes [1No
Site _~Ye& INo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure V&8 CINo Nurse Verbally Confirm / Counts are Correct (or Not Applicable) ~_L+¥es CINo [INA
Consent _ WesTINo + Correct Patient (Check ID Band) ~Yes CINo The Specimen is Labelled (including
Site Marked C'Yes CINo Zﬁ‘ Correct Site -f{Y;s INo patient name) COYes CINo m
Anaesthesia Safety Check Completed .—=YesNo Correct Procedure 0@;0 Whether there are any Equipment
Problems to be addressed #Yes [INo CINA

Pulse Oximeter on Patient & Functioning }Yeb 1No
Does Patient have a:

Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

[ YGW
I Yes y/

[Yes FI-N(U NA

CYes [INp- NA

\/’Ye,e/ENo “INA

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

Signature :

NAME oo b\“

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

'\‘u)'wf)ﬂ
Steps, Operative Duration,

Anticipated Blood Loss? ZYes CINo [JNA
S

Anaesthesia Team Reviews: gw;% .
Are There Any Patient-specific Concerns? es CJNo CINA
ﬂ [JNA

Nursing Team Reviews:
CYes CINo CINA

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

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

JYes CINo

To Surgeon, Anaesthetist and Nurse:

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

P)(es CINo

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




PATIENT TRANSFER FORM

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

Date & Time of Transfer Order

¢ f7/azé @ UUrrm

Patient Name & UHID No. Date & Time of Admission
HNH-00014806 P2 f L,
Mrs AMBIKA SURYAVAMBHTQMH“ S’ 7 6 @’
22-09-2000 28YOM14D ()
I Dr.SWATHIHV

Transfer Ordered by

AT
Df- \gm"f' v

Reason for Transfer

obteyvakm

From Unit To Unit t Info\rr/nlﬂn to Attendant
= Yes - No| |
0) /j) e -U;aj !
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Yes[ ] N+
o If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1. P | |
2. |
3.
4.
5.

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

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

@L\/ 0y S

Date & Time of Patient Received : [ 7 / 96 @

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

[ | Unavailable Bed [] Nurse not Available

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

| ] Available Bed not ready
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Rainbow" . B
| Children’s B BirthRight
PATIENT TRANSFER FORM Hospital .———“"
Patient Name & UHID No. l Date & Time of Admission Date & Time of Transfer Order
. . 26
o RS Ac)
22-09-2000 25YOM14D {F)

—Dr. SWATHIHV

R 0 o o rag Reason for Transter
\[J/VL A= é ‘\"\ _ Lg ( S

\O
o T
From Unit To Unit Information to Attendant
ggn&‘( o Yes [ No[ ]
N ol
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
9 e = /@ over to attendant
v @\"-*’\ Yes[ | No
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
i gL o How —1—()
M N’

28

3.

4.

5.

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

po D

OY A Net ot

Patient & Clinical Records Received by}:/

Haﬁ”““yﬁgﬂ
bﬁ\?ﬂﬁm

(w = 7
Date & Time of Patient Received :

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

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




Ralnl;ffw
INFORMED CONSENT FOR SURGERY OR Children’s l .Blrtthght
Hospital R s

SPECIAL PROCEDURE el sl 18

Patient Name : MﬂAMb\hﬂg\ﬂ‘jammdﬁender O Male (Female  Age:..= ‘;‘{f ...............
UHID No: . HNK =000 14806, ... Date : G]Hl{a

Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patientis 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)

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 responsmle for any untoward event thereof.

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

My srgnature on this formindicates that

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

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

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

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

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

Name ofthe Doctor who is performlng the Surgery/ Procedure: ........4=%..... — N‘**C\\ ...... 158 S0V AR
Consentee : AW '*3 Patient Attendant :

A

Signature : 5); ............................................. SIgRALUN ; ...... NS0 o icsinisa s iz
Name: ..M S AMBICEA oo, Name : Rf\%}\% M L.) ’Q\QW\N/
Date & Time ; .6 20280 O 2 “opm Relationship with Patient: [\A@bc‘&a .................
Date & Time : ... S 3126, O, 2obepn
e Doctor (who is taking the consent) :
Sijatire: w """"""""""""""""""""""" STUDBIUIR. crccessissvasrss BMNETR o ccmssuispmsnssmmsssssphiosis
sl W/?ﬂ W’é """""""""""" RIME soeenois amwﬁw .........................
Dt T - ’6[9‘[% """""""""""""""" Date & Time : ... G312 . 2 4%Pm

Docu. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR GENERAL / gﬁ‘iﬂ?{;‘:‘;’vs ‘Ejﬁmﬂgﬁ
REGIONAL ANAESTHESIA / Hospital _ | () sremoniosms

MONITORED ANESTHESIA CARE

Patient Name : A[u@ldﬂ/@nﬁcéﬁ%vawu ............ Age: .75 .......... Gender : Male CJ W

UHID NO: HNH’"/(/&JQ ............. Surgeon Name: o ﬁwﬂz”l/ ...................................
Anaesthesiologist : .........occovvevciiveiennne /&/ ...... m \W ......................................................................

Operative procedure planned : ..............ccceveee. MLJ ....................................................................................................

(. 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 du_ring 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 J Hypertension O Diabetes mellitus [J Renal failure
[ Hepatic disorders O Shock O Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
|.:| Incapacitating Cronic Obstructive Pulmonary Disease
) \Mers et éf{‘-ﬁﬂ&’\f ..... /Adﬂmuf’;‘ ........................................................................................................
CORMIONIES: T -ccuuiimravesinausisiosussins wisvomsns s e i 1853 S A P o S S e A A S S S SVA ey s oA A S
* 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 anaesthesia ( O Regional / O General Anesthesia / 1 Monitored Anesthesia Care as
considered appropriate by the anaesthetic team/g«m
| 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
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| 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 & Yes O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

@ / Patient Attendant : Witness :
\ = )
fﬂrﬂv(g! ko

Signature : .......... -'S ................................................ SIgNAtUE & ..o e,




Department of Anaesthesiology
PRE-ANAESTHETIC EVALUATION

Date: ............. L(/ ?’ ........................

........ Time: 7/‘{)’\ Proposed Operation: /L‘!CJCM //

Diagnosis: M«M Y, /7 L

W

Rainbow® ) .
Children’s ‘Blrtthght

ll\\

Hos pital BY RAINBOW HOSPITALS

1t takes a lot to treat the litie. Your Right to a Safe Delivery

/@L?{‘.’.‘. ....... A sex /mﬂ& ........ oo - ANH=I4E 06,

B.P/CRT: \’]/b‘\q/g H.R: % Weight: .............. ASA Physical Status: 1 /B’Z/D 3 04 0Ob
_ “ Laboratory Data: '
Hgb: ”—{—'L GIUCOSE: w.ovvvveerrreeris Protein: .....oooevveeererean HIV: oo d g WoRAV: T T
PCV: 5 b (U] BN i HBS Ag: N ﬂ/ BOG e
WBG: i Sige s Breats e | 12|l — 2 EChD: . it fofidoged
Plate: l C‘)f NE oeoeeieeeieessisissiens DI Bl v Blood grou;@) FU Stress/Anglo; ...
o e o KE: ssins s s ssshedetens R — Other: ....4d0d e rmesesss
PTT: Ca++ cornssnnnenss. INICDIOBE i T4 .............................
R o s mnmass MG+ +7 oo AMYIASE: ovoooerrrieneane Li:1 RESTEE e
Cl = e SEOT/SGEPT: .. omesinirisizirm

Allergies: N lh /;,

Medical History: ~ CVS:

RESP : N 0) M,W\/D o Moy Mad. /\W{ﬁﬁu

A oy Aecordings — S0l - GBI

ﬁkﬂﬂdl/\ﬁ/ A’NCA r‘L‘

Rerd: o al e unondndfel 7 toonf By
Hepatic / GE : Physical Actviy: ‘?(G—Qﬁl KJ "1 AT
Others : / ( }

|

Past Anaesthetic History: f\.NL -

Physical Exam: ! W W[,

Airway: MP1@3 4 Mouth Opening: M v Mentohyoid Distance: % Neck: @ Teeth: M(}/
Lungs : [f / ' -

Heart: [ e

CNS: ™

Pregnant: es [ No CINA

Anaesthetic Plan: CMAC yﬂmﬁ CIGA-ETT CJLMA

Venous Access Sifﬂ,mq}&u/ Spine Exam for regional : n,bu{ﬂbul
]

Peri-Operative Plan Explained to the Patient:/z"{ o No

CURRENT MEDICATIONS

DOSAGE

Pre-Operative Instructions: ﬁLLLUL aJ' / C?,lrn,,

W a0

(OOM}P b))

1. DVT Prophylaxis :.

fe] (o

Water / ORS 2 Hours
- NIL 0RAL<: Others 6 Hours

. Informed Consent: _ (- Standard [ High Risk

2
3
4. Post Operative Pain Management: O Diseussed with Patient
5. Other Instru

Docu. No. :\RCH/FRM / CLINICAL / 044




Patient Sticker

Pre Induction Assessment:

ANAESTHESIA CHART

.~
Rainbow®
Children’s
Hospital

It takés a kot to treat the little.

L\

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

¥l
Change in Patient Condition: ] Yes N Fasting Status: w..E :
g . ) " g —Hdn(’ ;
Physical Status: | /6 Patient Identified i _/[‘ Consent Present -L/ Chart Reviewed
H.R: a\%pm | B.P/CRT: ‘Z@\%lmo& [ Sp0,: 44 -~ ] oo R IRR \blwiv - | Last Feed: ?W‘c&m

Signature of the Doctor ...

Pre-OP Dmgnosus ?Sﬁmlt.e ..... ! W S Operation: .. .. Date:.6 :l“.?J; ..........
°
................. i Anaesthesuologist %Y ’MAA&) Technician: ... Aoavd............
7 ;Ze}
HALO /S0 IFEVQ ~ Antiblotic
L E,
SyiiV4 Vv - Suppositary
'm((rk
] RACUORENAC WD G,
N -
Biood Loss
EUT X
g}éma \QU [ 10D[ 15U [TUD
0,
ECG N ——FNSE
Temperature
Urine Output NOTES
D
N =
£a \
g 240
Vv Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140 ba
Throat Pack In -~
Throat Pack Out 120 =
100 ; ; s
7
8 e AAAA
80 d
40
20
10
0
80
LAB Values
GRBS
Cthers
7 Equipment Checkedand |  Temp: Indystion Regional:
fnctional ] HME ] Fluid Warmer v [nhal ity Specify: .. S—
] BP [] Cling Film [ OH Warmer -Zf Pre O, [ RSI pinal [*) Epidural E] Caudal
O cursie VL D twows  OGmnon | O over QIS oo
(T 2 Other g""n ’ roai
ﬂf— EKG Lead  Q\IOL) O maskc /56 rostion:-
Temp Site Times: \ (] Arway  []0Oral [ Nasal Site: ...
JFIO Monitor Anaes Startz'u* m’ ETT# .. Coat.. Needle Size:
Ag;m Monitor OP Start: ....... L [] Oral DNBSQI Parasthesia [}
Pulse Oximeter OPENd: ......... [ Tracheostomy [] Topical Catheter at SKIN ........q.evoxer
) Capnograph LEGR s . “@?“’ L g Drug Name & Conc: . J¥M 2.
L] Ventilator [0 Awake ] Direct Vision Bolus: .. N
[ Nerve Stimulator CTEA 2 Lef © Blagadd 0 video Laryngoscopy [ Stylette / Bougie Infusion: . &
( ] Monitored Anaesthesia Care [l Fiberoptic Block Level:
Position: . -\;/Regional Blades# ..o AREMPIE: i Comments:
1 Pressure Poiks Checked ‘ DIFFICURY WHY? oo e
Line (Size & Location) Trans ion to
Eye Care: CI1GVP: . + Bilal = [<-PACU iy ] Other
Qint ] ART: L O] Semi-Closed Circle Relaxant Reversed U¢ CINo  [INA
Tape _IV \QCL s /| Closed Circle BY B
[C] Padding : O] Other Name of the Doctor :. PN
[J Awake -




Patient Sticker

POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU by : LWMI(A

Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

Time Receivedﬂﬁ: .........

ML

\

Timg Bischarged’s i anssmsmin

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

h 4 . )
250 250 IV Cannula Site : ....... m# Wd
240 240
L 230 230 | [] 0, Mask [J Nasal Prongs
= ifg :fg [ Tracheostomy [J T-Piece
Uz? 200 200 | [ Oral Airway (] Nasal Airway
o 190 180
180 180
8 170 170 | Vomiting : &1 Yes [‘jI/No DIUGS iimsississmrssicesmasassivssasmssissssinsens
= 1% | Nemwbe:  mves @No
150 150
y w 40| orain [ Yes #7No
A 120 120 | Urinary Catheter:] Yes [] No
110
] ::,g el X 100 | Chest Tube: [JYes TINo
= 40 2 90| Nil oral [ Yes [No
o a0 B 80
70 = Fi 70 S
= 80 = 80 IV Fluids: Rb
5] 50 L L I T 50 Oral FEeds: ......ovvvennens
e 40 40
30 30
= 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SLORE il T SCORING INTERPRETATION
(Modified Aldrete Score) IN 30 60 a0 ou C
Able t 4 extremities volunt d =2 s : .
Able to move 2 extomites voluary o on command 21 aomvny 5|22 | AMinimum Total Score of 8 s Required for
Able to move 0 extremities voluntary or on command =0 ' Discharge
Able to deep breathe & cough freely =2 i
Dyspnea or limited breathing =1 RESPIRATION ) ] o
Apneic =0 D4 2| 2|2 | Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 i i ician:
BP + 20-50 of Pro Anaesthetic lave =1 CIRCULATION 212 space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0 )
kil z4 CONSCIOUSNESS
Arousable on callin =1 |
Notﬁasponod?ng " =90 ala—] 12— 2-
i =: ? COLOR - ’l,_
Pale, dusky, biotchy, jaundiced, other =
Cyanotic =0 ) M 2 2
TOTAL ﬂ A
Ad o Lo Lo
1
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
A Y plw ) &
o e | 0O ot Yo v
N RN et i
£ “ o + ~
LIy 4 D N GQ )
Pain Tool Used: [ MPASS [JFLACC [0 WongBaker [JNPS Reassessment Frequency:

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

2
a
b.
c.
d. With

Transferred to Unit by (PACU):

Date & Time: ...

1. Every eight hours for all hospitalized patients.

For post surgical patient, patient with chronic pain, patient with severe pain
Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior to pain reliving intervention

in 30-60 minutes after pain relief intervention

pladb
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Rainbow® . .y
Patient Sticker Children’s . Bll’tthght

Hospital . BY RAINBOW HOSPITALS

1t takes a lot to treat the Hitle, Your Right to & Safe Delivery
Depariment of Anaesthesiology
EPIDURAL ANALGESIA REGORD u
Date: ..oovvvreicieisesenceernenes TIME: e Procedure done by reeeesesers oA s s e s e eee e eeeeeeeeeeee e
CSE /Spinal /Epidural Position : ....cccveveenene SPACE . enereeearenae Technigue (LOR/LOS) ....ccvrvrcceenee
35101} Catheter at SKiN: ...oceeveseeeeerseererresesenne AREMIDES | coveeereevreremrersevavnervnensesesssssseseasesnes
Parasthesia : YES/NO if Y8S GBLAIIS © vv.veiireriereorrireescicmiesssmsc e ssrssssersess s sassssssssssssrssns sesssssessesessasesesesessssssesssesmessasassssesssesans
Solution COMPOSHION : «....eoerrererrererreenesresseeasssesnssenes sssessses e sssss st S . A
Any other Issues : 1 o - O
) terereireineesesseissstesieassaseseanesseshesesssaes vas et et e reasE R e A e eaAeE R E s e A SR s e RS RSE VRS e A TR E SR TReR SR e RnRenne e seneaserasesesasnseshrsrseennsesssrersas
D) et R e b A SRR SRR SRS SRS OO TSR PR TS ER SRR SR AR R RS AR RS S SE SRS SO AR Ra b e rR e e e e n e R e nnain

i Infusien Rate Level Maternal
Time (mi/hr) Bolus (ml}) Left Right | BP | Puise FHR Comments
AT
~ -y 4
] 4 !
Delivery Details :  TiMIe : veeveereeeereeeerrenes APGAR: ..o SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA : ....eececeeetr ettt sisstsasssnsisesessssasssissrsssassssrarssssssssssassssssbossassssssas
Patient SASTACHON ¢ v.vevveieriireinirsirisiseseseesesssrssereresesssessssssassssonsassanease eueuesgtasaetstemesteet s sas b s sk R b as e r s sentrben
- ‘

Discharge /Shifting ordered by , *
DOCLOF SIGNAIUIE! .covrrnonerecrrrsscrrsnomsseessasessssssessserrsssasesssessase ,
DOCIOr NAITIE: ..eeeereeeerereremrnrarseeemeenemsssssssssstesssasssssssnasses
Date AN TITIE © vveserresrssresemssenessessseessssssssrmsssssesssnsssasessans
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Rainbow" . L
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

INDUCTION OF LABOR CONSENT

Name: ............... (9. Mrs:.. -ﬂmb:l:o&. uaq.mms.éﬁ ...... Age: ... k53 <5 Gender: Male[] Female =+
UHIDNO : o HAEL =000 L4806 Date: oo S [ L2
You are scheduled for aninduction of laboron................ %I’f 126 ................... (date) at.......... 3%“0(” ............ (weeks of gestation).
The reason for your induction is SRR 2 o .o SO OO Os oo OO OO

The goal of induction of labor is to achieve vaginal delivery by starting uterine contractions before the spontaneous start of labor.

Induction of labor for a medical indication is done when continuation of pregnancy is considered detrimental to the health of the mother or
fetys.’This can be done at any stage of pregnancy irrespective of fetal maturity if there is a valid indication.

Elective induction of labor (scheduled induction without a medical indication) may not be done until you are at least 39 weeks. This is
important so that your newborn does not have complications due to possible prematurity.

The alternative to induction of labor is to wait for labor to start spontaneously.
I have read the information provided and also discussed the process with my doctor.

I understand the risks and benefits of this procedure and wish to proceed.

Patient ) Patient Attendant:
At Nk

Signature: g .................................................................... Signature: A ML e
Name: M”Sé\ww&f(&‘& ........................

NBHIE, 1ivossesinnsvsssssnissnion e o(:VearQ o Name: .............. CAV“"“% .............................................
Date & TIme: ...cc.cmmsssiommios ({H%@U{k’\ Date & Time: ........... EHDQ .......................................

Doctor: & Witness
Signature: .................. /Z ................................................. Signature: d’d/

Docu. No. : RCH /FRM / GLINICAL / 173
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Rainbow"® , _
Children’s ‘Bll‘tthght

INFORMED CONSENT FOR VAGINAL BIRTH ~ Hospital,_ | @iy

Your Right to a Safe Delivery

Patient Name : iMrs . Ambiko. Sosavars ki UHDNo: ... Mes atonlleal....
Gender: LMaIQ,A‘an-ale Date: ... 5.l 2G o TIME o

| hereby authorized the performance of the following procedure:

¢ The Procedure has been explained to me in general terms and | understand that:
¢ Theindication requiring the procedure of vaginal birth is pregnancy.

* The purpose of this procedure of vaginal birth pregnancy.

* The purpose of this procedure is to deliver the bay vaginally.

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
) the rectum) may be performed as part of a vaginal delivery.

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incision under appropriate
anesthesia may be necessary.

In an attempt to deliver the baby either naturally or with the help of instrument i.e. forceps or vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and discomfort, injury to urinary tract,
possible injury to the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor
dysfunction.,

| understand and accept that there are complications, benefits, alternatives including the remote risk of death or serious
disability, which exists for me and my baby.

| am aware that in most cases, vaginal delivery results in a healthy mother and baby; however, | realize that there are no
guarantees.

| voluntarily consent to the procedures described or otherwise referred to herein. | am aware that they will be performed by a
qualified gynecologist.

Name of the Doctor performing the procedure:

G.nnsenle'e: ¢, A 9\[[@[

T S L

Name: ............... Meg: S8kt Name: ..... WWWW ............

Date & Time : ... Sb s (Dt zm Relationship with Patient: ....\: durhand T
Date & Time : ........... Siol2s. .o WA i

Witness :

Doctor (who is taking the(gonsent) :
Signature : ......... . , gi#

Signature :
P P
Date & Time : ....... 57 3'/2/6 .............................

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

Date & Time : f[‘*[)@@ﬂpm
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NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)

-~
p’ X
) A

. ’ T 3 = : = 1a
PatientName: M.« Lmab: e StsuoNgwda A8 I 418 Gender | ¢ Mol

UHIDNo: I 4{ui - popl U206 PNedg . 00NG 67 2 Date 6] 7/ 96 Tme: 9 LU P

Diagnosis: Pipe &1
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI LOOMicG (@) A
p 2. | Morphine Sulphate Inj. 15mg/MI \‘\\
3. | Remifentanil Hydrochloride Inj. 2MG (g R
4. | Remifentanil Hydrochloride inj. 1MG =

Doctor Name: WW‘ Y Doctor Registralion No: (%—Zﬁ

-

Signature.&,_li_g Qﬁ\!\ \l% u’

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispen/sed)

=y f - o £ _'7‘ /2 \
IP Registration No: 2600006752 Date: ‘“é
Aadhaar No. of the Patient (OpHONal): ............ecereeriniersensenneesesnersaesnereessnesssssosnsessesneesnens
~~
: : . (@ W - J
e Mg, wﬂ\}a Ao \arY \,L‘l e iras 4 TRt
"k . e | s e 1T HNIC :\‘ T Ol ~i}l
2. | Complete postal address (with contact number, if anyY 59 ' Q7 {x ;a'r;:c«;- ¢ “’} ' njg
{00
3. | Brief description of the illness LSCK
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) Mo ;
- -
5. | Details of essential Narcotic drug dispensed rg_ ,,\jb, e | /
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
i Patient Attender
- ol
G 1420 i -'n\lﬂt;l‘ o/
U
20 Fof @7 £ -
Dispensed by (Name & ID No.): ......... %‘S MQ("H;JVL) ................................... Signature: ........cugiens ( AR
Y 4240 Y a9/ L)Vl LAY
Received by (Name & ID No.): ...... L,tciﬁg(/?' ....... Okt - Signature: ...\ .. "t ..... ‘
o
Time: ,(‘1
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