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Ralnbow Childrens Hospital-Himayatnagar

Qurtnte Rainbow Children's Hospital, Door no, 3-6-267, opp, Cale niloufer, Old MLA
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Sombs. quarlers road AP State Housing Board Himayatnagar ,Hyderabad
Telangana, INDIA 506029,
040-48873000, info@rainbowhospitals.in
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L Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children's . . . , . .
- s Birth; Rainhow Chiidren’s Hespital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital . . :
Rainkesn quarters road AP Siate Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
|
) DM
ELECTRONIC MEDICINE PRESCRIPTION
MRN . BAM-00569775 Name . Mrs GANDHE PRANAHEETHA DEVI
Age ! Sex : 42Y10 M 13 D/ Female Doctor - . VELIMALA RATNA KUMARI
Adm/Reg Date/Time 1 29/06/2026 08:38 Payor . ICICIHICICI LOMBARD GENERAL INSURANCE
Order Date 1 29/06/2026 16:18 Ordernumber . 26-0000209295
Visit ID : 1P26-00006680 Ward/Bed No : 4F -0O7 / PDA-412
Patient Address : FLAT NO-401, PRABHAS ENCLAVE ENGINEER'S COLONY, A.Gs Staff Quarters, Hyderabad, Telangana, INDIA,
500045
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 ?g‘;’g%gﬁgﬁm) 1 Nos /10 AM 1Days 1Nos| Dispensed
2 SUGMADEX 2ML INJ 1 Amptle 1 Once Daily 1 Days 1 Ampule Dispensed

VELIMALA RATNA KUMARI

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

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.
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Your Right to a Safe Delivery

flakie ggiﬂGANDHI. PRANAHEETHA UHID BAH-00569775

Father/Guardian Mr MR. PRAVEEN KUMAR Age/Gender 42 Y 10 M 13 D/ Female

FLAT NO-401, PRABHAS ENCLAVE ENGINEER'S COLONY, A.Gs Staff Quarters, Hyderabad,

GHER oS Telangana, INDIA, 500045
IP No IP26-00006680 Admission Date 29-06-2026
Ref Doctor Self

Discharge Date  (01.07.2026

DISCHARGE SUMMARY

Consultants
Dr. V. RATNA KUMARI
MD, DGO

Diagnosis: P2L2 WITH NVD WITH AUB - A- WITH FAILED MEDICAL
MANAGEMENT

TOTAL LAPAROSCOPIC HYSTERECTOMY + BILATERAL SALPINGO-
m» OOPHORECTOMY DONE ON 29.06.2026

History: She presented with Heavy menstural bleedng since October 2023. In
december (2023)- MIRENA was placed after hysteroscopic+ polypectomy and
and removed in march 2026. Recurrent Heavy menstural bleeding with

NANAKRAMGUDA

: AP B NAGAR
i DAPUR OUTPATIENT CLINIC SECUNDERABAD (WA KONDAPUR L
ANJARA HILLS N o) HYDERNAGAR [ ! KONDAPU: ‘ i) Cun AE A - FHAGAK

040 - 4246 2300

@ 1800 2122 @ www.rainbowhospitals.in




Mrs GANDHE
Name PRANAHEETHA DEVI UHID BAH-00569775
IP No IP26-00006680 Admission Date 29-06-2026

dysmenorrhea since march 2026 not relieved with medication ( Depot provera/
tab regesterone), MRI- AV (23.12.2026) showed Bulky uterus, ET 6.7mm, B/L
ovaries low volume and paucity follicle. Scan { 15.05.2026) showed ET 8.5mm,
Adenomyosis with B/L ovaries normal.Papsmear {15.05.2026)- NiLM

She was admitted for total laparoscopic hysterectomy and Bilateral salpingo-
oophorectomy.

Menstrual History:-
LMP- 03.06.2026
Previous cycles: Irregular

Obstetric History: P2L2A1, NVD, LCB-10 years

Medical History: Nil

Surgical History: Laparoscopic tubectomy-2018

Allergies: Nil

Family History: Grand mother-ovarian cancer; Mother- passed away(Cervical
cancer) ; Father-HTN-DM

Investigations: Enclosed.
Blood group: "B" Positive

Surgery Notes:

TOTAL LAPAROSCOPIC HYSTERECTOMY + BILATERAL SALPINGO-
OOPHORECTOMY UNDER GENERAL ANAESTHESIA

Indication: ADENOMYOSIS

Operative findings:
- Uterus bulky, Cervix normal.

L
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Mrs GANDHE

Name PRANAHEETHA DEVI UHID BAH-00569775

IP No IP26-00006680 Admission Date 29-06-2026

Bilateral tubes normal.

Bilateral ovaries normal.

Rest of viscera normal.
Procedure:

Total laparoscopic hysterectomy with bilateral salpingo-oophorectomy
was done
- Specimen removed
- Vault closed, after hysterectomy with 1-0 vicryl.

o - Hemostasis secured.
Wash given
Wound closed in layers, Skin with clips

Post-Operative Notes: She was closely monitored in the postoperative
period. Her vital signs remained stable. She was encouraged to ambulate and
void spontaneously. Blood sugars monitoring was done. She was shifted to
room. Her general condition was satisfactory and she was found to be fit for

‘ discharge. Medications were explained to the patient supplemented by written
‘ information.

Advice:
! 1. Tab. Ceftum 500mg (Cefuroxime 500mg) twice daily till 05.07.2026 (9am -
\ 9pm) after food.
| 2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs)thrice daily till
‘ 03.07.2026 (7am-3pm-10pm) after food.
3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 03.07.2026 (10am-
o 4pm-10pm) after food.
4 4. Tab. Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food
till 05.07.2026

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

HIMAYATHNAGAR

7 CUND KONDAPUR L ¥ NAGAR (NASH e NANAKRAMGUDA
" D ABH 41 KONDAPUR OUTPATIENT CLINIC SECUNDERABAD ' AR
SAIGARA LS (155 TRATE T i iy 11640 - W 21 iy 040+ TSR0, St ) Emarganey 3040
Kmargency 1040 - 4AS73000  Emerguncy 3 040 - 4450 3355, 91009 25516

. 7 D40 - 4246 7300

@ 1800 2122 @ www.rainbowhospitals.in




Mrs GANDHE -
Name PRANAHEETHA DEVI UHID BAH-00569775

IP No IP26-00006680 Admission Date 29-06-2026

Review consultation with Dr. V. Ratna Kumari, after 1 week on 08.07.2026
in Gynec OPD.

lhe 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 kindly contact 9154865045 at
Rainbow Children's hospital just dial one toll free number - 18002122.

You can also take appointments at any time by goingyonline to our website

www.rainbowhospitals.in
Reglis :gr/Resident/C.M.o_ —

Consultants
Dr. V. Ratna Kumari
MD, DGO




2 . Rainbow Childrens Hospital-Himayatnagar
Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing

Children’s, . Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital ]W.E“‘ . TEL NO :040-48873000
aRalclw WEB : hitps:/rainbowhospitals.in
ADMISSION SHEET
. . . BUNEIEEA IR e i e
Registration Details : I
Admission No : [P26-00006680 Admit Date :29-Jun-2026 Admit Time :08:38 AM UHID : BAH-00569775
T
Patient Details :
Patlent Name : Mrs GANDHE PRANAHEETHA DEVI Age :42Y10M 13D
Guardian : Mr MR. PRAVEEN KUMAR ~ DOB : 16-08-1983
Gender I : Female Religion : Hindu
Occupation : Martial Status : Married
Address (H) : FLAT NO-401, PRABHAS ENCLAVE Phone No : 9866089375

ENGINEER'S COLONY A.Gs Staff Quarters

‘ Q Hyderabad Telangana INDIA 500045 E-mall : na123@rainbowhospitals.in

Admission Details :
Bed Type : TWIN SHARING Bed No :PDA-412 Ward Name :4F-OT
Room No : PDA-412 Admission Type : First Visit

-

Contact Details :
Name : Mr MR, PRAVEEN KUMAR Relationship :W/O
Contact Address : FLAT NO-401, PRABHAS ENCLAVE Phone No . 9866089375

ENGINEER'S COLONY A.Gs Staff Quarters
Hyderabad Telangana INDIA 500045

hf Signature
[N
Doctor Detalls :
Doctor Name : Dr. VELIMALA RATNA KUMAR! Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor  : Self Phone No
Co-Consu‘tant
Paymenlt Details : Deposlt Amount  : 15000.00
Payment Mode : DCICC Card Payor Name : ICICIICICI LOMBARD GENERAL
' INSURANCE

t
d Date / Time : 29/06/2026 10:56 Printed By : 020635 Page 10f2
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Hb

PCV
RBC
WBC
N/L
Platelets
CRP

~ ESR :

PCT

o RBS

' Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP

SGPT

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

CSF Protein / Sugar
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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

G

Date

S

5

10 (3

) "’)ﬁ

Time

RESP
(write rate in
corresp. box)

> 30
21-30

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

2, dwa)

40
39
38
37,

Y

P o)

36 =

)=

35
<35

ajey yeay

anssald poojg 21|01sAs

170
160
150
140

130
120
110

100

B

o

70 1

0

50
40
190
180
170

160
150

140

130

o

120

QL 1y

110 o]

\OH
\

aInssalq poojg J1|olselq

130
120
110
100
90
80
70
60
50
40

NEURO
RESPONSE
[~

Alert | |._| | |.-|-—I.-|
Voice
Pain

Unresponsive

URINE
mls / hour

>30

< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

N

Nurse Initial




[ Obstetrics and Gynaecology ]

4 B

Complete a Full

Early Warning Signs

LY - [
-l o det = - =
-~ &0 -

Set of MEOWS
Observations

- J

~
1 Yellow Alert :
Repeat Observations
in 30 minutes
RSO )
T
4 )
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes .
/
4 )
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\. ' J

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

Early Warning Observation Score Chart - Obstetrics

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

)

O é Z Date
(% ‘ Time | 8 ’9 10111112| 1} 2|3 |4]15]|]6]|]7|8|9|10|11j12]1]|2]|3]14]|S5]6]7

> 30
21-30
11-20
0-10

94 - 100 %
<94 %
Administered 0, (L/min.)

40

39

38

37

Z ~

35 -
<35

170
160
150
140
130
120
110
100
90
80
70
60
50
40

190

180

170

160

150 5 -
140

130 L
120
110
100
90 1
80

0 0
60 4
p s

RESP
(write rate in
corresp. box)

Saturations

P
3, dway

)

ajey yeay

)

anssald poo|g 2|0lsAs

130
2 120
g 110
& 100
| g % .
Q: 80
3 70 ) A
2 50
y
5 50
20
NEURO Alert = [ | T 11 |
RESPONSE Voice
[v] Pain

Unresponsive

URINE > 30
mls / hour <30
Proweinuria [ T e e e T

Protein > + +
; Normal
tRchis Heavy / Foul
’ Clear / Pink [
D g L e e e

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial

~ B
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[ Obstetrics and Gynaecology ]

Early Warning Signs
>
-
1 Yellow Alert :
Repeat Observations
in 30 minutes
\
4 N ( A
L el erts or 1 Orange et
all the Obstetrician a
Set of MEOWS Observations
Observations in 30 minutes )
\§ J J
g O
> 2 Yellow Alerts or.2-2 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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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

Intake , L e
Date | Time g#aéﬂjri% Route NG | Diarrhoea | Vomit |Drainage | Urine ng:%::r"ég &&ggé
Mouth | IV | NG /
08:00 am . / 2
09:00am | '\ (oo, \/' | \ -
K\SD 1000am |, T aev )% MY L
\o 10am [ | B |y & J
R (o py | -, hoawH ]
01:00 pm ﬁ4 2 ) %@M Hhoe
Total Intake: (4 5o A Total Qutput: 15 & YwA P KX -(/
eumlg_ |, 1000/ ,
0300pm| PL | ,, 00 o, |
\}Q 04:00pm |p 3 3 Lrtq 100t T © / - -

0}'7\ 05:00pm | 1 s 5 W \powd) o Y Bomi ‘f‘/g%—‘%mﬁl
0600pm [ v | & |lvend = \ O
0700pmpny & i ‘W,J nl ( )

Total Intake : A,.ﬂ L Total Output: % OO av
0800pm [, ) S 0 [ roond 2o0) [ —F——6
000pm| | |7 = A 2
vﬁ\\g 10:00 pm KL»-—J,‘i)__J—f-Bm / -
i 1:00pm| p LA O Yo v ga‘)wﬁ Y,
wan | pLd & | gt P B L
01:00am| LT o\ v[DO’)ﬂr // .
Total Intake: (> ©O Total Output: —F OONA]
02:00 am mﬂ&') mmﬂ O@MIJT ,—\%MF&
0300am | NS \bo |/
@Nd 0400am | B nJS Jog - o
0500am | HAJ &) toom! N VAL,
0600am | DN T . Yoo T o
oot

07:00am | PNA
Total Intake : bDC'z/\A?

Total Output :

o(o\/\/,lj

Total 24 hrs. Intake

91900“9
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Total 24 hrs. Output
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It takes 2 ot to treat the fittie.

S TR

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.

y “;',' .'; l \ JI‘ o : I omﬂt - IV Site

T e st stain Thrombo- :
pate | Time Ol‘#algﬂjri% Route NG | Diarrhoea | Vomit {Drainage | Urine | Phlebitis nsnl%é

Mouth | LV | NG [~

0800am | NG [ | (oap v/
0900am | vl AV | 4 ao

\Q;c 10:00 am (T -
\\Q 11:00 am &
Q 12:00 pm

o 01:00 pm
Total Intake : Total Output :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm ]
Total Intake : Total Qufput : ”)
08:00 pm e
09:00 pm 4
10:00 pm ’
11:00 pm
12:00 am
01:00 am
Total Intake : ; Total Qutput :
02:00 am ‘ e
03:00 am e
04:00 am /
05:00 am
06:00 am
07:00 am

Total Intake : Total Output :

+—1"1T6]
b /’
o

\/‘r_-\

Total 24 hrs. Intake Total 24 hrs. Output
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PAIN ASSESSMENT FORM It takes a lot to treat the Mile. Ynu.rRighltoaSafa Delivery
. Pain Scafe : ; ; Modifying | Patient / Family ; .
Date Time (0/10) :ocalwn Duration Acuity Character Factors Educated 'Intervemmn Sign
] Continuous | 1 Acute ] Sharp (] Dull [ Increasing [ Yes & g
:z_d.{[;Q {0k | o(to (\J/_ | O Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | [ No A %
| [ Continuous | [ Acute [ Sharp 1 Dull [ ] Increasing (] Yes N 7
DAl b1t | 2 W P 0 intermittent | £ Chronic (7 Aching [ Burning | [ Decreasing | [ No 7 /O
{
[7 Continuous | [ Acute (1 Sharp (] Dull [ Increasing [ Yes M =
Qq ) Q) GW-M @ N Pf [ Intermittent | (1 Chronic () Aching [] Burning | [J Decreasing | [ No E @
T
[] Continuous | [ Acute (7 Sharp  [] Dull 1 Increasing [l Yes
- b (2 . . i A
A ;1’ [2 g 57’707 ) o N ] Intermittent | (] Chronic (] Aching [ Burning | 7 Decreasing{ [ No VS @
E& ] Continuous | [ Acute [] Sharp (] Dull 1 Increasing O Yes ) &4
y . 4 . . . . rd 7z
}él D),ﬁ oh _ 1 Intermittent | [ Chronic 1 Aching [] Burning | [] Decreasing | [ No
1o | o[t | W
[ Continuous | [ Acute (] Sharp  [] Dull [ Increasing [ Yes /W‘Q\
% @lg m ) ?ﬁf[ {9[ W r\}‘ﬁ* 1 Intermittent | [ Chronic ] Aching ] Burning | [ Decreasing | [ No ’ &"
1 [ Continuous | [ Acute ] Sharp (] Dull [ Increasing | [ Yes WA f
(])DU’ b}b %W P Z (v ﬂH}L [ Intermittent | [ Chronic (1 Aching (] Burning | [J Decreasing | [ No A
] Continuous | [] Acute (] Sharp ] Dull (1 Increasing [ Yes S
30[ BM 19 hr p / (0 | WP | O intermittent | ] Chronic [ Aching [ Burning | [ Decreasing | I No o %
[J Continuous | [ Acute [ Sharp [ Dull [] Increasing [ Yes 7\19’
SD 6 ¥t lﬂ‘ 0 [ v (\3@- [ Intermittent | [] Chronic 1 Aching (7] Burning | [ Decreasing | [ No ) A/
] Continuous | [ Acute (1 Sharp  [] Dull [ ] Increasing 1 Yes
[ Intermittent | [ Chronic ] Aching (] Burning | [] Decreasing | [ No

Re-assessment Freq

uency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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’ PAIN ASSESSMENT TOOLS
* =
FLACC PAIN ASSESSMENT SCALE (1-Month to 7 Years)
. SCORING
CATEGORY
0 1 2
O []
. Occaslonal Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs ) Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
. ' Laying quietty normal position, Squinming shifting back and
Activity moves easily forth, tense Arched, right, or Jerking
Numerical Paln Scale (Ohstetric and Gynecology) . - ,
| | l | 1 1 1 1 1 1 1 Moans or whimpers occasional Crying steadily, screams of sobs,
i | ¥ 1 i | | T 1 1™~ 1 G No Cry (Awake or asleep) :
0 1 ! 3 A : 8 7 H 0 iu_m Ty complaint . frequent complalnts
o Peln Possihla Ta - Reassured by occasional touching, _
' Consolabilty Content, relaxed hugging, or being talked 1o, Difficult to consols or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
\ s A \
bﬂmawwﬂ—ﬁ—_— MQn—N:o—_ Normal me_._ \bn—s.wn,ﬂf—__
- . . Criteria
Wong - Baker {Pediatrics) Above 7 Years 2 a| 0 1 2 .
‘ L : oH
Crying No Cry with painful | Moans or cries Appropriate crying Not| Imitable or erying at | High-pitched or silent- : .
\ leritability stimuli minimally with painfuf| Inftable intervals consolable | continuous cry
0 N2 Ny P 8 10 stimuli . Inconsolable .
Ho Hurt “Huris Litle Bit ~ Hurts Litlle More Even Mare Hurts Whols Lot Hurts Worst Behavior State | Noardusaltoany | Arouses minimally to | Appropriate for Restless, mnm_zz_:,a ._>H=_=P Kicking constantly awake|*
stimuli stimufl gestational age Awakens frequently | or *
-~ No spontaneous Little spontaneous Arouses minimally / no movement
movement | movement , {not sedated) T
- -1}
Facial Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression :
Expression ] No expression with stimufi intermittent continual
Extremitles No grasp reflex Weak grasp reflex Relaxed hands and | Infermitient Continual clenched
Tone Flaccid tona decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is nottense | Body Is tense
Vital 81gos HR | No variabilty with | Less than 10% Withirbaseline or | Increase 10-20% | Increase greater than 20% from
RA, BR 8a0, | stimull variability from normal for from baseling baseline, Sa0, lessthanor ]
Hypoventilation or | baseling with stimuli | gestational age §a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

—/
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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

(4"

Maobili ; v : 7 ; ; - - : :
fty in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L{
without assistance. to completely turn self independently. independently. Y "f o
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; ’ ’
W Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : : ) : ; ¢ : :
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

and/or must be assisted into chair or
wheelchair.”

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

day and inside room at least once every
2 hours during walking hours.

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

T

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

sk‘r:?sv:r:czsed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
t'o mol s'taure Dampness is detected every time 8 hours. every 24 hours, L{ ’T-
patient is moved or turned. v, (.ﬂ
FRICTION-SHEAR 1. Significant problem: 2, Problem: 3. Potential problem: 4. No apparent problem: ‘ f

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

J-S

Evaluator's Name

=

(2

g 5
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Suppori Suriaces
Risk Score. Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule ] ]
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Atiernating pressure matiress overla
Manage moisture, friction and shear ap y
o 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 o
13-14 Moderate Risk (el pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
, « Follow the same protocol as for “Maderate Risk” Patients High density foam mattress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
+ Make small shifts in their position frequently Alternating pressure mattress overlay
. . + Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk « Add 4 pressure redistribution surface for patients with Gel pads for high-tisk areas
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Morse Fall Risk Assessment Form

z

Rainbow" o .
Children’s @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
Tt takes a lot to treat the little. Your Right to a Safe Delivery

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 / GLINICAL / 006

) | 1 o
Date / Ti Lp
Choose Highest Applicable Score from each Category 2, Cine qu[é J [ L %/ é /2& Fall Risk Grading
Score L G’P 97 é
. \J

History of Falling Yes 25
(immediately or w/in 3 months) No 0 72 1/ Risk Level Mors?n:la:g)Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 &) b

Furniture 30 Standard Fall

Low Risk 0-24 ;

Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution

None /Bed Rest /Nurse Assist 0 o

2
IV / Heparin Lock or Saline Les L A2 2.0 e Implement
0 0 2 Moderate Risk 25-50 Modera_te Fall

Anpaled = iervanion
GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /Immobile 0 Implement High

Forgets limitations 15 . Risk Fall
Mental Status High Risk = 51 ;

Oriented to own ability 0 o) 67 Elrtiﬁi;ﬂggn
Total Morse Fall Scale Score: 7.0 a'LO 90

Signature @ r Q- C&

Moderate Risk (25-50) Apply all low risk intervention and
["] Assist and/or supervise ambulation. Reinforce to always call for assistance
[ Hourly safety check
("] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

] Initiate constant observation by healthcare provider as appropriate to patient's needs
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Dr, vsumum.;":x’:"“‘ﬂ F) Rainbow oy T
T T Ghidrars | (R BithRigh
HW . Hospital .w
Morse Fall Risk Assessment Form s v e e = L
Date / Ti 6
Choose Highest Applicable Score from each Category 2 gc/o'rr;me }) ] 2 Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Murse(;:lsl)Scnre Aetian
| 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 5
Y
IV / Heparin Lock or Saline Nes 200 =0 Implement
; - Moderate Risk | 25- 50 Moderate Fak
Impaired 20 Prevention
. | :
GAIT / Transferring Weak (uses touch for balance) 10 e
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 — Risk Fall
Mental Status e I High Risk 291 Prevention
Oriented to own ability 0 ;
Intervention
Total Morse Fall Scale Score: oz
Signature @_

|

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
[C] Use chairs with arm rests
[] Use safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RGH /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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CHECKLIST FOR THROMBQPHLEBITIS Hospleat s
7 b [~ DAY2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ @ (py ( M] E M E Remarks
; No signs of phlebitis / -~
1 |V site appears healthy Onheatue carrila 0 0 O U D
One of the following signs is
5 evident : Possibly first signs of phlebitis 1 -
* Slight pain near the IV Site / / Observe cannula /ﬁ#
Slight redness near IV Site ? ! kq\p
Two of the fallowing Signs Early stage of phiebitis /
3 are evident: Resite Cannula 2 —
Pain at IV site Redness - WD
?\Irli(?érf? e TORIWIY S e Medium stage of phlebitis /
4 Pain along Path of cannula _Fr{es[:e Catnnula Consider 3 _ Mﬁ
Redness around Site Swelling TeHnon p N
2&3;;? Z;glgéﬂgiség?S are Advanced stage of phlebitis or
5 | Pain along Path of cannula the start of thrombophlebitis / 4 .
Redness amund. Site ?e site Cannula Consider Ap }Vﬁ V\P
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
thrombophlebitis /
6 along Path of cannula Redness s , 5 =
around Site Swelling palpable Initiate treatment Re site w ' )\Jﬁ\ A
Venous cordpyrexia Cannula
Signature of the Nurse [, ) (CL I

L e

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

Signature of Shift In Charge :

Signature : ....L..¥>

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

... Name : ...

el

Signature of Ward In Charge :

Signature : ......
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- Patient Sticker Rainbow® . -
Children’s ‘ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | oo g st ooy
| DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE™m T E | N M| E M E N Remarks
1 | IV site appears heaithy %obggjr"}g g;ﬁgﬁgitis / . 0
One of the following signs is
5 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near [V Site
3 Z"r‘éoe?lﬁgﬁtfnuow'"g Signs Early stage of phlebitis / 5
Pain at IV site Redness Resite Gannuia
AII_ gf t?e following Signs are Medium stage of phiebitis /
evident : X ;
4 | Pain along Path of cannula _FFeS|tte Catnnula Consider 3
Redness around Site Swelling reamen
ﬁig;rﬁ] g;gllg)\:ér;gs-iségps are Advanced stage of phlebitis or
5 | Pain along Path of cannula g]e sif[ar(tzof thr]onabophéebltls/ 4
Redness around Site Te SIte LanrLia Lonsider
Swelling palpable Venous cord reafment
All of the following Signs are
evident and Extensive : Pain ﬁt\]dvanced Sltgg? of
6 | along Path of cannula Redriess } yt?n:b;)phte ‘t% . 5
around Site Swelling palpable (’}“ ale irealment he Site .
Venous cordpyrexia annula
- Signature of the Nursg

SIONALIE & e rre s enensrsranens NAME © oo cniisssisssaresmsaricsmsen sasass

Signature of Shift In Charge :

Docu. No. : RCH /FRM / CLINICAL 7 137

Signature of Ward In Charge :

NGTE ; Phishitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phlebitis.

SIgNALUEE © e srreersesrersineres e NAITIE ; 1rreeurereernsnassssmnisnssssosssaressensans Tereennenes
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o | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort D/M,a_intain Fluid Balance [J Improve Activity Tolerance []_Maintain Good Nutritional Status ~ — Maintain Skin Integrity
E L1 Maintain Personal Hygiene =Prevent Infection [] Meet Elimination Needs “T7 Ensure Safety (] Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications (] ANY OIS, SPBCIY.... - veevteeeteeettee e et et e ee e e e e sseeete e e e esse e e eneseanaeensaesssaeensaassssenseaasseens
Time Plan of Care Time Implementation Evaluation Re-Assessment 'i"é?ﬁn'g?ﬂ'r'g
Sl RSO RS the pt S <> _Aggersed +he
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NURSING CARE RECORD

%
Rainbow’ . S
Children's | @ BirthRight
Hosp ital . BY RAINBOW HOSPITALS
Tt takes a kot to treat the littie. Your Right to a Safe Delivery

] Maintain Airway and Oxygenation

[ Relieve Pain & Discomfort

(] Maintain Fluid Balance

[0 Improve Activity Tolerance

Date: .......... 30/6 .......................

(] Maintain Good Nutritional Status [C] Maintain Skin Integrity

'§ ] Maintain Personal Hygiene 1 Prevent Infection [l Meet Elimination Needs [ Ensure Safety (1 Early Ambulation Reduce Anxiety (] Patient & Family Education
© | [ Identify Potential Complications L] ATY OHNTS. SPROIY. ... eteeeeeeeeteeeseeseeseeessseaeseieseseansessseseanteesessanseeesene s st s etseisastnessanastaes
Time Plan of Care Time Implementation Evaluation Re-Assessment '},“;?;,,':?“",‘3
B | pcsees the A o peseSed
g‘ ¢ ® v J_‘ﬁ .
= ~ () J’\O ~e (.Of\&-’ HO
fo [# om0 |t ool o s | e od s
"“%fﬂbfﬁfhﬂ Lfg‘”df —S 0N Fr Vv WLJ_ \£LD @f@’
T~ 9 © r\ L,l/ %} 9(‘\ ‘
@_ %MCU“[D” de, (}lﬂﬂ’_‘%’MDM'”OJ. 0
g
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BAH-oom”s o
Mrs PRAANAL 1P26-0000655, | Ra in bow ‘ . ™
16-08.1085 | A ; Children’s @ BirthRight
10r, Vll.m Y ’° M 13 ! Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Ui IIIIIIII/II/ I”/ WARD

RSING SHIFT HAND OVER FORM - WARD

TrORtND DOCION: ..ccomersssrssmssissvsssirssisssssmssbisocssssnisn Department: .00.2 K ....;........W/inate OF AGMISSION: ...
Z | Diagnosis: ' Any Infection: C1Yes CINo [JNotKnown
= T \,\.’ﬁ ‘%%O YRS BPOCHY s scmsiammummnemaismi
E
)

2 | Area ,
= X 1/0‘ g 'U
2 Shift Time \\\'\L% 1 7}{ ﬁ ’ (\g\
< | Medical Condition
= | (Any special condition to be noted):
[~=] _ ‘/'“— e
/ 2
Allergy: O Yes );u’«f 01 Yes QND O Yes %/I}a [ Yes 9)&1{/{] Yes CINo | Yes T No
Tubes/Drains/Catheter: T Yes A0 | O Yes CAG | O Yes O No |00 Yes yo«ﬂés CINo | Yes C'No
Vital Signs: Temp: | A — | o\ ot?pp as- 4
- Res: | |s 2o W ) 0
- Sp0;: | auy, lod)” | B0 \ 00
f?, Pulse: | ge— | Uk | % ) <
w r
2 BP: | o\ N\ | 120107 | vy
Fall Risk Score: . x=" ~
Pain Score: - — -
= -~
Safety Needs: W\
- Physiotherapy | Yes L1 Ne-t1Yes &No | Yes “No | 0 Yes BN{ 0 Yes C1No |01 Yes T No
§ Others Specify: ] -
£ Special Diet; | Yes o |01 Yes 2No [ Yes D'Ido O Yes D)lo’ﬁ Yes CINo |1 Yes [JNo
E
S |Other Special Orders / Medications:
(=~
. - N R
Post Operative Procedure Special Orders: . /W? -
Handed Over By Name : . Q\!' W \
NI PAIVA
Signature : D) Go— gff; ( N
Date: %X‘LC’ 240\ Vo /}DL b 2016
Time: 9‘{)‘& S\l «\\ 9 I{’m
2 |
A }
Taken Qver By Name : W Wd
' o LY | o
Signature : O /[ \\\p\_
Date: ALl 4 ~T51 (.
i . 7 vv T =
Time: ,_,/1'] A %ﬂ A
Docu. No. : RCH/FRM / CLINICAL / 097 )
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— ' Rainbow?® . Ve
Patient Sticker Children's | @ BirthRight »
Hospital . BY RAINBOW HOSPITALS -3
11 takes & lot 1o Great the Rile, YaurRIuhuoISahDulﬁhrery 7
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCIO: cecveveeeevecreeeeeneene e smcns s sesnessaeennens Department; ....ocvvvvvesrerrenmervessarensae Date of ADMISSION: ..vvvsvessssnrsssserrssone
Z' | Diagnosis: . _Any Infection: CYes [INe 1 Not Known
= 1FYES SPECIY: e ecessssessssmsmsssassesies
=
[~
2 | Area. i T s
E Shifi Time |~ ,
% | Medical Condition
= | (Any special condition to be noted):
Allergy: MYes ONo|OYes ONo|dYes ONo|OYes ONojOYes ONo|OYes ONo O
Tubes/Drains/Catheter: 1 Yes O No|O Yes CINo | Yes ONo |03 Yes ONo [OYes E1No|OYes ONo
Vital Signs: Temp: :
= . Res:
% Sp0,:
oA Pulse:
ul
2 BP:"
Fall Risk Score:
Pain Score:
Safety Needs:
. Physiotherapy |0 Yes CNo (O Yes £iNo (O Yes £ No ;O Yes ONo [0 Yes ONojO Yes O No
=
§ Others Specify:
E Special Diet: |0 Yes O'No [0 Yes OUNo | O Yes ©'No [0 Yes JNo |1 Yes O No (D Yes O'No O
E
g Other Speclal Orders / Medications: O
Post Operative Procedure Special Orders:
{
Handed Over By Name : : .
Signature : !
Date:
Time:
Taken Over By Name :
Signature :
Data:
Time:

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




\

e

i . 1.+ Rainbow’
B S rinRIght Chlirers
Your Right to a Safe Delivery Hos Ital

It takes a lot to treat the little.

OPERATION THEATER NOTES

My PRAPN T 1A bz [

PRliaNUs: NamMB T cotl v st s sy S rerees RGO | iessavinss BT-THTs (-] FR—

UHID.: e LPINO. fo e Weight @ .....cccoeeeee.

Surgeon: D2 VAW IDa . RHsE kv WV Asst. Surgeon : .

Anesthetist: DL 3 A Mo — OTNurse: S« [<n—[ [ lcos

Surgical Procedure :

[,_QT-» HEA\Tuufovm_a ¢t K5

Indications for Surgery :

M—( A s 2o
Date : Start Time : End Time :
PRE-OPERATIVE PREPARATION :
—ELT
Po\}; I - *L
— o

J:\/\GQ..?\ (D U How, Q.,«Ht\a

OPERATION NOTES: —

& - @

S Ficf-1. &

C\e Ove's, _ (B

P Y

Nl

€y b g WHE - &

L

C.v}\'\n MLW

— L. posuidons -+ 5o s e
) X >

-

TF /“’f\r\:\ v‘.n__ﬂ-,)

. |
~ VAT v Woned C o~ | =% J‘(_)V\ﬁ/{i

www.rainbowhospitals.in
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Consultant Surgeo ‘t Name Consultant Surgeon's Signature
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BAH-00568775 1P26-00008680
Mrs GANDHE PRANAHEETHA DEVI
18-08-1983 42Y10M13D  (F) . I;/ﬁ
= == = ﬂ!’ VELIMALA RATNA KUMARI al n ow . . .
AR AMORO children's | & BirthRight
G Hos pita| BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

Drug AIBIGIES: ......eeeeeceeeeee e

/?"Not known any Drug Allergies

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

Shifting From: ....ccvee e ShIfted 10: ..o
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | pove / Time ',‘Dsﬂ,'g%'gg
: Cc 0nc
2 LJC OODC
N
3 \ OOC ODbC
<
4 \ (1C OODC
=
5 Jc Obc
6 ¢ Cbe
7 Jc OJDC
8 LJC JDC
9 OJC OJDC
10 OJC OJDC

MEDICATION HISTORY RECORDED / VERIFIED BY

Di-Dva .

Doctor Name & Signature : .......... ;¥ e

Date & Time - l \% @— LhHm...
Nurse Name & Signature: .......... M @.‘Q{,&&MW&& @ NW\,

Date & Time : ............ Wl}lfa. Q/é @ W

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

* C- Continue, DC - Discontinue
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BAH-00560775 1P26-00006680 "%

Mrs GANDHE PRANAHEETHA DEVI . = e
18-08-1983 42Y10M13D  (F) Rain bow’
Dr. VELIMALA RATNA KUMAR| Children’s

0O Hospital
DRUG CHART

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date of Admission: ....?1.2.\6 l% oo DIUG ATIBIGIES: —ooroeeeeeeesese oo TGt known any Drug Allergies

FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

. Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.

- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this

drug sheet folder.

~

m /‘-

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
ﬂ - AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SOS / PRN (As Required Medication)
] Datey
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
. Date*
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
; Date»
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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Verified
Dr. Dhakshayani

J ‘y

% 7

17
Veriiied i

Verified ©°

Verified by
|

r

s

i nt':‘.y:'!: 19

W

Dhakshay

Aw

=| DRUG: Iy PAN TOPRAZD | &
Frequency |Start ?ate

BAR-00S8ATTS |P26-00006680  —

Mrs GANDHE PRANAHEETHA DEVI
16-08-1983 a2Y10M130  (F)
Dr. VELIMALA RA KUMARI

T T

REGULAR PRESCRIPTIONS

5

!

DRUG l"“l @FDMAKON(

Dater
Time "’Q\z‘ Hol

+ € eal ﬂ.ﬂ'_{-'f' Y
Route | Frequency (Start Dat
Wi &P |3 q?f,

e

Sigriature of the Doctor

Starting the Drugs: 1 ﬂ

Di. Dwe

SR
U

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

D -
TEE;Z o)

Dose Route

okt IV

oD, | R|C

Namel& Signature of the Doctor
Starting the Drugs:

et A

DeDHva

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: Ly PARACETAMOL .

Time U

Dater \4 ’FNJ

Dose Route | Frequency [Start Date

19 |\W T\D

24|, A

L

—

Namé & Signature of the Doctor
Starting the Drugs:

Hemva . f

Additional Instructions:

% B

Daily Doctor’'s Endorsement by a Sign

- TNIR\S
DRUG : Ly ONDANLE TRON: TD.?rtlz N o\

o \/

Dose Route | Frequency |Start }Jate

vl \V [ pD | 2L

Z

Name & Signature of the Doctor

Starting the Drugs:

i

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Page: 2/4
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BAH-00560775 1P28-00006680
Mrs GANDHE PRANAHEETHA DEVI -
16-08-1983 42Y10M13D  (F) a

i Dr. VELIMALA RATNA KUMAR|

Rambow
AR Children’s l .B-rthm ght

\\

Hospital e
o REGULAR PRESCRIPTIONS wsgn 10
: Date} -
DRUG : Ty € NOY APARRAN- Tins - {
Dose | Route |Frequency |Start Dt. e
60 | alc{ oD | 24l6 Bk
Name & Signature of the Doctor

)
D

Starting the Drugs:

Do W

Additional Instryctions: g4 Yo | ]
: oN- Y

Daily Doctor’s Endorsement by a Sign

DRUG : (51 ENOK A PHRIN (P2

Tlgle
Dose Route | Frequency | Start Dt.

gowk g\ | on | 2¢e
Name & Signature of the Doctor ' YRU
Starting the Drugs: 1
9T e W0 L] /7
T Do Y
Additional Instructions: !

¥ 1 0daayy,

P 1O HM -
Daily Doctor’s Endorsement by a Sign

o
A
[ —

41l

v

DRUG : TD;;%

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

. Dater
DRUG : T

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108

e
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VERIFED BY { NHIIE 1 e eeass e sas v enaaes

Patient Sticker

SheetNo: ....ccoveeee..

2z
Rainbow® | . e
Children’s ‘ BirthRight

Hospital BY RAINBOW HOSPITALS

—_—
It takes 2 ot to tret the Otfe. Your Right o a Safe Belivery

REGULAR PRESCRIPTIONS weigit ............ LI

Dater

)
DRUG : Time

. = £

Dose Route | Frequency | Start Dt.

A
J

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Date?

hd

DRUG :

Ti];ne

Dose Route |Frequency | Start Dt.

Name & Signa;ufe of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

‘| Date!

v

Dose | Route {Frequency |Start Dt.

Ti' g

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doclor's Endorsement hy a Sign

DRUG :

L4

Date)
Tirvne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endersement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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16-08-1983 42 i‘ff.’.."?,",f‘" * Weight. ...URS VNG L)1 ——
Dr. VELIMALA RATNA KU
Date»
L T T e e e e
Dose Dose Dose Dose
DRUG . Dr. Sign Dr.VSiul'L Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose pose — o
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: i = o oot
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
| OSE Date>
VARIABLE D Time I Nurse Sig. l Nurse Sig. J Nurse Sig | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr, Sign. Dr. Sign. Dr. Sign.
ROU te Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s P Ross o
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: . e - pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D(:ﬁ:?rﬁci(g]tger Route Signature Nurses
o = | Motel
@q,G O | PANTOPRAXC (K 40 ! v f A,
. [ r._._,..l__-
) Hoo
(o} (v
l“{‘ 10 - JM‘Mew Copeomige | s 4;\172 o
< L ——
%0 1% n,,ﬁ
’“/" \2Cm | lenerpmorL dd w— %
6 W e =
”./{’ [5%m | MORPHINE M) e Lsuis
Y =
AL | 1995 |onDenseon | 4mg 3 W
| -
£ N3 |Diao ([ENAC [oom4 % ﬂ.”_‘-
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16-08-1983

Dr, VELIMALA RATNA KUMARI

AT DR
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L.V. FLUIDS CHART

Date

Time

Composition of I.V. Fluid
(if infusion, mention ml./hr = Mcg/kg/min. etc)

Route

Flow Ratel Doctor
mi/hr | Sign

Nurse | Date of | Doctor
Sign | Stopping| Sign

Nurse
Sign
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BAH-00560775 |P26-00006680

Mrs PRAANAHITHA ]
18-08-1983 uvwm:n ) Z .
Dr. VELIMALA RATNA KUMA — Rainbow . S
| Children’s 4 BirthRight
T T Hospital - | () swovwsims
It takes  lot to treat the litie Your Right to a Safe Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: .......... M \ﬁ) ..........

Baseline Information:

Admission From: 1 ER 1 0OPD Wion Desk [ Others, SPECIfY .......ovvvverrveeernreereeerereneeenns

Primary Language: L] Telugu L] English L] Hindi L] Others, SPECITY ...vovveeveeereiiercicreeeicicene
Doyourequireaninterpreter? CIYes DINO  HYRSSPEOHY ....cvoiivissismimsiaisimmisibessomsmssion shovsassidinsssin sinsmssan s sas smsns sbissssnsansie
Source of Information: [ Patient O @p‘ﬂy B ) (1 1 ] | e
&
Allergies: [1Yes [ ]No (] Medications ["] Blood Transfusion [] Food 07—
IEVES , MBIV ..o i iiminmiss oo s binsr e sors s Ee R T o R B T S EE e s o N S S TR SRS s S S S e n
Chiol BomPIAINES: .....usoicisimimimminsiiminmimi it disssaissssssborisrnsissss Doctor Notified on Admission: [Yes [1No

............................................. "[W Name of the Doctor:p)'.‘...maﬂm..........
................................................................................................................... Time Notfied: ........ & JE¥Z. oo

Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [] Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission
"AA Wi A ,

Gynecology Assessment: [ | Not Applicable | Gynecology Surgical History: Gynecological History:

Menstrual History: .........ccococeevniiiiiininnnn Caesarean Section,_—No [ Yes Contraceptives: _~=No [ Yes

.......................... FZ \ @1’1 Cervical Cerclage: #ZTNo [ Yes Vaginal Discharge: +No [ Yes

Onset of Menarche: ...........ccocccveviiviennnen. Ectopic Pregnancy:/;‘/ No [ Yes Post-Coital Bleeding: & No [ Yes

Menstrual Cycle: (] Regular [ Irregular | Myomectomy: ZINo [Yes Infertility: /f_'/No [ Yes

Last Menstrual Period: ...........ccccovveiinneennn Others: If Yes Type: [J Primary [ Secondary

Obstetric History: G .........occooevcnnene P e e e e

Previous LSCS: ...

Current Medication: __—~1lone [l Yes, If Yes, Fill the reconciliation form

Family History: Mrmaliﬁes Detected

L] Heart Disease [} Hypertension [] Diabetes [ Stroke [ Seizures [ Kidney disease

[ Liver disease I 1 T
Vital Signs / Measurements: Temp: q% }/ HR: ...... @"5 RR: e

g ALl weight ... Height: .......... BMI: ..

Pain Assessment: Pain: [IYes [INo (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT0))




BAH-00568775 1P26-00008680
Mrs GANDHE PRANAHEETHA DEVI
18-08-1983 42\'10"130 (F)
Dr. VELIMALA RATNA KUMA

|||HHIIIIHIIIIIIIIIIIIIIIIHIIIIII  PAYSIOAL ASSESSMENT

General Appearance: [ hy C1ill looking (] Anxious [] Agitated ] Others: ..o,
Fall Assessment: [1Yes [INo Score.......... (complete the Morse Fall Risk Assessment Sheet)
Riskof PressureSore: [1Yes [INo Score.......... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consulty
I Mobility problem " Walking Problem 'No Abnormality Detected
"I Developmental Delay LI Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [ No Abnormality Detected

N7
HOverweight ] Poor Appetite > 3 Days C] Needs Therapeutic Diet.
~ CJUnder Weight [ Diabetes Mellitus "1 Hyperemesis Gravidarum
Inform consultant for positive criteria
PSYCHOLOGICAL SCREENING:
alm & Cooperative [ Restless 1 Depressed L] Agitated L] Confused

B 6 ) 1 e e P e o o s e e U A o e s
Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single I Married ~~ [1Divorced [ Widow
2. Special Habits: Smoker: [ Yes% Alcohol Abuse: [1Yes " No Drug Abuse: [ Yes DI\\G

SOCINE HBSMONY. | LIVEE WY ... ccisiosciiiiincnnsnsivamsnsimoissasssasyin s msouioigioas iy bmssssndn e s na i b bR LS VRV SRS sov R s S R S

Orientation has been given regarding the following aspects:

Call Bell in Reach : | !Yes LI No Waste Disposal Explained: vD/WS [INo

Infusion Pump : [1Yes LINo Hand Hygiene Explained: ™! Yes [] No [] Others
Above information-given to P@\:A'\\m‘{'
Name of Person Orientation was givento: ........... P Nov e B ’Lg(

Orientation not given REason: .............eveeeeeeveerenena. ﬂ\\ Pr ................................

Date & Time: ')}—{\fu\,x“ ...............
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Rainbow® . R
Children's | @ BirthRight
PATIENT TRANSFER FORM Hospital _ | \)ermssonmsiins
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
Tt sl @ & agfslpe@ €9:4M
-:::‘GA DHgp 110“"30 G| ' '
LA RN Transfer Ordered by Reason for Transfer
l\."”' \\\\\\\\
VadioN
From Unit To Unit Information.te Attendant
: Yes ] No | |
pre post Qoo (08) w

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
11 — ‘
Py — ol —— D)
2
3
4,
5
Shifting Summary / Notes Written by Doctor : ~ Yes [ | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
) Q -
st Moonkao ., e UG,

Patient & Clinical Records Received by :

014/ 2 1o )7

Date & Time of Patient Received :

Zd

T

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

|| Unavailable Bed

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

"] Nurse not Available

| | Available Bed not ready
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SAH-00S69TTS 1P26-00006680
""":::: H‘:znw"“ " Raml;z:w @ ricihBiaht
e \\‘"“ l \‘mm“ m URINARY CATHETER BUNDLE CHECK LIST Hospital .B'fthﬁ'ght

Date of Insertion: ............ 6L®llfg ............... Pate of Removal: ....... 3 O/ é / Z(’ TE;
Parameters Date Shift Time Q/ ‘vﬂ ‘. 0 S
Need for the Catheter Z¥es ONo | s CNo | Y65 CNo | CYes CNo | CYes CINo | CYes CINo | CYes CNo
Hand Hygiene es CINo | “TiYes CINo Yes (ONo | ClYes [INo | ClYes (INo | CiYes TINo | ClYes [CINo
Usage of Sterile Equipment Yes CINo |#TYes [1No »E/Yes CINo | TIYes CINo | CiYes [INo | ClYes [INo | ClYes [INo
s the Collection bag below the level of bladder ,LZH@S INo {ﬁes [JNo «D/Yes [(INo | TlYes TINo | [1Yes [INo | (1Yes CINo | [lYes INo
Check the Tube for Obstruction (Free of Kinking) fﬁes CINo ﬁes CINo Zﬁas [INo | CJYes CINo | CIYes CINo | C1Yes [INo | [IYes [INo
Is Catheter dated as policy L+fes TINo %u/Yes “INo «Zﬁes [CONo | CiYes [INo | CIYes [INo | [lYes [INo | [lYes LINo
Collecting bag is been emptied regularly? Yes [INo /[ ! }es TINo | “Yes [INo | ClYes CINo | ClYes CINo | [JYes CINo | ClYes CINo
Maintenance of closed system for the catheter ;A(es CINo 5 Yes [No ‘;Z?}es “INo | CJYes [UNo | CYes CINo | [1Yes [INo | ClYes [INo
Dressing clean and dry? /I/fés [INo /V{es [1No mes CINo | ClYes CINo | [1Yes [INo | ClYes [INo | [1Yes [INo
Is the line removed as Policy? Aes [INo | | es [1No jvfs CINo | [1Yes [INo | [lYes [INo | [IYes [INo | ClYes [No
Performance of Perineal Care J,/Iﬁs CINo E/Yes CINo ?_4(93 [ONo | [OYes [INo | CIYes [INo | [OYes CINo 1Yes [INo
Onset of New Fever [Yes Mo | [lYes 94(0 1Yes ‘u/No [IYes [JNo | CIYes [INo | CIYes [INo | [1Yes [INo
Asses for the leakage at the site of insertion /_(Yes CINo | CiYes CINo ﬂ/Yes [INo | [JYes [INo | CJYes [INo | [IYes [INo | [IYes [INo
Name of the Nurse 'l\ J m ’pi@ov \/ W M
Signature of the Nurse @ : y/ w/

Docu. No. : RCH /FRM / CLINICAL / 114
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Rainbow”’ . L
Children’s o BirthRight
Hospita' . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Patient Name & UHID No.

BAH-00560775 1P26-00006680
Mrs PRAANAHITHA
18-08-1983 42Y10M 13D (F)

"V

Date & Time of Admission

22 Lﬁbe .

Date & Time of Transfer Order

2a ¢ (260 WHOI™

Transfer Ordered by

55~ DUO .

Reason for Transfer

(%

From Unit To Unit Information to Attendant
Yes| | No| |
LU O7 =

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to dant
K Yes [~ No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
‘ e O
2
3.
4,
L

Shifting Summary / Notes Written by Doctor :

Yes| | No[ |

b

Name & Signature of Person who is Transferring

N0 u{\el k!&

DY

Name of Person Ordered Transfer

DU

Patient & Clinical Records Received by : J

Date & Time of Patient Received :

G
Losfie

INEAA

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

| Unavailable Bed

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

[ ] Nurse not Available

| Available Bed not ready
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BAH-00569775 1P26-00006680

Mrs GANDHE PRANAHEETHA DEVI 70? _ ”Zé .
16-08-1983 42Y10M13D  (F) Rainbow . " . ~
O AaaR ¥ a A Children’s BirthRight
LR TR Hospital | () oramemmsosinus
It takes a fot to treat the litte, Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

Date: 80/15/);9 Time: ... 1 U040

origin: .............. I.nalf.)an...... Height:16.3-Cms..... Weignt:..LQQ.kj......... BMI: ............. ——
Food Allergies: ................ ettt
Diagnosis: ... 0L \..... CT\SH—lRSQ .................................................................................................
Medical History: ............ R
L
Surgical History: N\\ ............................................................................................................................................
1 Vegetarian [/f Non-Vegetarian [] Vegan

Diet Advised: Cl@af[lq,md ........... P..!..c.f;..f. ....................................................................................

Q
Name:......P.fﬂ.‘.’.lﬂl.h&&bﬁﬁ ..... Da.vi........ Name: ..... éﬁ""{ﬂ‘ﬁk‘ﬂ'g .................................
Date & Time: 3514/9—6,"1—"40;&-. Date & Time: STJ!{/%},‘V‘IO&

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




wipl e TR e

; ‘ Rambow . L
Department of Anaesthesiology Childrens | @ BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .5;'1:;?3,\'::355?:?
9, : v female . 569775
Name: M}M .................... Age: l’( 1 e INDE s siismmin s i
DALE: .vvvoeeereeeeeeererenen. W )'/;ﬂ\ ......... Proposed Operation: TET i,
Diagnosis: Mé .......... ﬁ' ................................. S ...........................................................................................................
& NV il i
B.P/CRT: 14 / HR: Weight: [ 9 ASA Physical Status: 1
B Laboratory Data:
(o Hgb: .. 13- ‘1 : siv PIRHBING tasrmsriamasessusesen HIV: . 1‘%\/‘0’]/@%%
—— L (P 0 Do) HBS Ag: ’“L ECG; PVC@;V R-8, M NS
wac: .. 9000 Total Bill: .. hov: & GhEchd  EF-€9'/+
b .| B B2 DIE Bl Bocdoow: 262 | syesing: O VALVES
ner. . A4 6 o LDH: T3 e Other: . 0 wMA
pT- 02 OD p‘r‘r AK PROS! oo Tl isessiomicvsssinssienios @ LAMBE LS
cr- 04 00 10‘1 ...... s AMYIASE: oo, @ ------- ]606
ﬂaéﬁ:ﬂ—-’ nobg | - SGOT/SGPT: .o Allargios: NID & |

Medical History: ~ CVS: HTN #or” AWMU Wyw WW@ NoH/o w0t
RESP : QWM COUDL. - DA/,C@ St 163 Diabetes : W&M
NSIwnr  NoH/p’ mgfpw ﬂmld OAY Kvp AN @/MA(A' v
Renal :A/O WWM E HA -H—Nféﬂ—&qa

- Hepatic / GE : o WC@ Physical Activity: 7 nw-z, .

Others:  fplo — LC - IOYM —éA—Wﬁf?m ! erpe
Past Anaesthetic Hllsinrv WW ﬁSZ;mWW }6/.}, ;03,4! ) Hubetorns FTIVA (90/59

Physical Exam:

Rirway: MP1 2 3(0 Mouth Opening: w - Mentohyoid Distance: ;% Neck: w Teetwdw
wgs: PACH  dem CMW%/ ftt =W e -, AL - 20/
Hear: Ci#$,4 Mo |

® o W - ek @

Pregnant: [1Yes [I1No [INK Venous Access Sitg %) pA o a/(Spine Exam for regional : _——

7
Anaesthetic Plan: C1MAC JREGIONAL W LMA

Peri-Operative Plan Explained to the Patient: },\@S/ = No ) 29{?11 dwm = «éﬂ"/
B W AL -

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
- 1. DVT Prophylaxs: _ P2 % PO

Water / ORS 2 Hours
2. NILORAL<( o

3. Informed Consent: J-8fndard = High Risk
4. Post Operative Pain Management‘ /'Dis'Eussed with Patient

Docu. No. : RC M/ CLINICAL / 044




BAH-00569775 1P26-00006680
Mrs GANDHE PRANAHEETHA DEVI
16-08-1983 uvaoman (F) )
Dr. VELIMALA RATNA KUMA Rainb.réw@ )
NI childrers | & BirthRight
ANAESTHESIA CHART  Hospital . Sriiaon esbrics
It takes a lot to treat the litte. Your Right to a Safe Delivery

Pre Induction Assess

ment:

Change in Patient Condition:

1 Yes _L+Mo

Fasting Status: @A/ _

Physical Status: u:g/ﬂient Identified Monsent Present UB/Chart Reviewed
L ;| [V | M-
HR: A2 m | B.P/CRT. lzauq;, [ Sp0,: IDO‘[ [RR:.__ 18] T Last Feed: /78 "%
/
Pre-0OP Dlagnogls .................................................... Operation: T‘Hﬂa&() ............................. Date: 24/ k...
Surgeon: 'ﬂlm =3 WVK*KJW/ naesthesiologist: af {’m../&&mechmcnan W’“’ ..........
TIME T
Antibiotic ~ *
ippositary
2, )z e
v /Dan
My Blood Loss
=
W o P
FID, / Sa0, R 767 (/63 Do [0V m.o\.ww/
ETCO, _ K ARTIRY IR S AL
ECG M Sa In 5 #
Sy — i NOTES
Urine Output
B B A A~ —
8P 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Ti
T(\ul-'!»q:: :ﬂ T::: 160
140
Throat Pack In
Throat Pack Out 120
108 "/ / y (VAR ’(\VA‘J -
80,
LI
40 A VA
20
10
0
A56
LAB Values
[ GRBS _
Others
quipment Checked and Temp; Indu Regional:
//gctlonal yﬁg [T Fluid Warmer ‘_"}Ig" L-plﬁﬁ. Extremity SRR covverwmmssmmmiii
@U\/ ] CliggFilm  [] OH Warmer 1 Pre 0, IRSI | [ Epidural
Cuﬂ Site: . ~"Hugger's [] Cotton Wool 1 Others
[ Art Sit (=
/fr G L:ad ! L / Afask  [SGA
Times: 1 Airway T Orat ] Nasal
emp Site ) [ wm‘ = =
|0 Monitor Anaes Start: ... 0% . :‘;n).z tq_ rm
/ got Moniior gz ?m: / Tracheogggm ?:s:jal
PUISG Oximeter {1 (1 M. . S Iy L I
/ Capnograph Leave OR: .....ccoovvens { ',\ O Drug: .. f‘”{UM
7 Ventilator ‘J.ln/a?m a: 1 Aw; (] Direct Vision
il Nerve Spimulator \D/Vﬁ::rawnqoscopy \-Sfiette / Bougie WHUIBIONG cicicasisisiidsionssssuiesbsivaisbrsiscisitissassiion
'fra"“ | Monitored Anaesthesia Care [ Fiberopjic Ol T L
F“"“““ ] Regional Blade# ... ... Atempts:.. ¥ 1 . .. oo
x" Pressure Pamts Checked Dificulty Why? M& .......... R S SR = St SO
I.Ine (Size & Location) W«m to
Eye Care: CICvP:. v | T Bilat = BS LIPACU  [JICU L] Other
ym j @ v‘V w | 1 Semi-Closed Circle RewantAeversed €~ Cjlo CINA
jﬂ fv: & h \.chi:ed Circle ‘
|7 Padding 1 Gther Name of the Doctor :.
L Awake _iIV: ............................................. Signature of the DOCIO :....... .
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Rainbow® . R
W\\ \\\m\\\\“ \m ﬁggg irg;’s ‘E!ﬁgﬁ;&i‘:

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

, POST-ANAESTHESIA CARE UNIT RECORD

Received in P, Nﬁq»qr NN ... Time Received : .......... \ QN Time Discharged : ...........coocueeeeenee.
W\ MY i o1
N " i 1 i
4 220 | v Cannula Sie: J.(_z("j—_
4
[an] 230 230 | [ O, Mask [] Nasal Prongs
é ifg gg [ Tracheostomy ] T-Piece
@ 200 ] 200 | [ Oral Airway [] Nasal Airway
oc 190
= ::g 180 B \WH
=) 170 170 | Vomiting : 1 Yes (V‘No/ Drug: Kpﬁl’n ..........
S 180 160 ) x Lo
= o |MeTwe:  Oves 2o
v @ 140 | prain; [ Yes [
X 130 = 130 ‘ -
1132 . 7 :fg Urinary Catheter, =~ Yes [ ] No
§ 100 100 | ChestTube: [ Yes ~o
2 L 90| Nil Oral 1 Yes_#TNo
70 g - gg
80 80 IV RIES: «c..cocoicivinviorisn DN meTresme s i ceswsnsssaanasionosasaios
& 50 50 | Oral Feeds: M/{
o 40 40
30 L 30
C = 20
10 10
0 0
SPO,
MINUTES
PO N o e N 5T e Too OV SCORING INTERPRETATION
Able 10 move 4 extremities veluntary or on command =2 ) £ %
Abla 15 f10ve LdssRrenaion vekkory o oosminnd =1 ACTVITY 1 I 5L o’)_ A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 L Dlscharge
Sble o deenl br::;hg & t;,;ugh freely = 3! e bL l 2‘
yspnea or limited breathing = ‘2 : . . .
Apneic =0 E = F Exceptions to this, are to be explained in the
BP =+ 20 of Pre Anaesthetic | =2 : 4 Sl
BP  20-50 of Po Anaesthetic love =1 CRCULATION ‘)/ ‘L ‘2’ 5! space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0 i - L.
Fully awake =2
Arousable on calling =1 CONSCIOUSNESS CLJ 9/ Z 6‘2
Not responding =0 I = s
Pink =2
Pale, dusky, biotchy, jaundiced, other =1  COLOR 62’ l i 6, )
Cyanatic =0 - - —
TOTAL C{’ q \O‘ \ O

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature

N W ™| p Nenma / @
9\b|9fm| O N ano A o

Al | btm | o = 3

o BT

Pain Tool Used: ' NPASS [ FLACC [ WongBaker _INPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b After 24 hours every 4 hours
c.  Prior to pain reliving intervention
d

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time: With in 30-60 minutes after pain relief intervention
PACU Nurse Name : s, TRl Dty et ...
PACU Nurse Signature: S T - 11> S ™\
Date & Time:
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_ Rainbow” ) e
Patient Sticker Children’s | @ BirthRight
. Hos pital . BY RAINBOW HOSPITALS
1t akes & kot 1o treat the ttie, Your Right ta & Safe Dellve:
Department of Anaesthesiology ’
EPIDURAL ANALGESIA RECORD
DALE: ..ot Time: .coeeveemervereene. Procedure dong by ....eeeenene...
CSE /Spinal /Epidural POSIHION : .ovviseineeee SPACE futviiiivisersece s eeanes Technique (LOR/LOS) .....cccveee.e.
Depth v, Catheter at SKIn: .......ooovereereverseenrecrnnnns AREIMPIS oot sne et seaes
Parasthesia : YeS/NO if YES GBLAIIS © .v..eeocerererer it ceeeeeeessesensenssossosssemmsssesssses rseenernrers e ee b b s e esbe e eneane
SOIGLON COMPOSIION : c.vveeeereeeese et rtsscasse et sesssesensereeseesessasseersssesssessessasessmseesess s smeesmessse et eeeee e eeseeese oo
Any other issues :
B) srrarrmeerninee et bbb RS eSS Re S BA RS b R Ao e e R0 en e et e et et eee sttt
D) et R R RR e 4 s Re8 008 ettt res e et sttt
i Infusion Rate Level Maternal
Time (ml/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
Delivery Details : ~ Time & ....ccccveeverneeenns APGAR: ... SVD / Instrumental / LSCS (if LSCS Detaiis)
Catheter Removed by and Tip INSPECIEA & ... ce ettt srarans reverseresbstresassresaes
Patient Satisfaction : ......c.cvceeererreereneseneneecrensenans ruersarseserasassaessneseseareyenresanaeras Lratsmresarstaresraseen e rnsbe e e nsr R s e e rane
y N
Discharge /Shifting ordered by ' p
DOCIOr SIGNAMUTE: ... et eee s s vre s
DOCIOr NAITIE, o.vovevervsnerrnrrerersrsarsarassaserronsssmssssassensssssarsssaneas

Date and THME : .o serse s s seessssasens
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Rainbow® ik

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight‘

Hospi tal BY RAINBOW HOSPITALS

SPECIAL PROCEDURE s v e T R e oy

PatientName:.....N.f.-.c...'....Bff‘?km.h................_...... Gender: (1 Male [SFemale ° Age: ... G2y .
UHDNo - AN 00S €A XIS oae: 93.]6.) 26....

Instruction:

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

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

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

.......... kCchon . amgiug. to edyocend 0qans
’wmgbﬁ%wﬁ .............. A

My signature on this form indicates that

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

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

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

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

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

]
Name of the Doctor who is performing the Surgery/ Procedure: ........ Y. V. > Rafwa N

Consentee : }ﬁ_;
Signature : ...~ — .. '

Name : ....... @F“QMM[%UDWT Name : é‘ ......................................................
Date & Time ; ... 2. 01/6/9’6; ...... §.50am Relationship with Patient: ..... & .ethe.
o Date & Time : ...£.24.& / .........

Doctor (who is taking the consent) :
Signature ; ...[> "

O 22 D """"" Kx Signature : ... o,
e M T f‘ﬁ‘ Name: ...... 'S){T)Vi\z? ..................................
Date & Time : Qa\}té{\%@ Date & Time - ;)g]el 2% 8y (ﬁqam-

Docu. No. : RCH /FRM / CLINICAL / 027 /\ ...........................................
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CONSENT FORM FOR GENERAL / Chidren's ‘ggmisgg
REGIONAL ANAESTHESIA / NOSRI. | WL
MONITORED ANESTHESIA CARE
PatientName:N':u...:...?&%.NHH.].TH.H................................Age:...f} \4.... Gender : Male 0 Femalg 37~

Anaesthesiologist : ..... SRN.... 2 oumux..... IJEWD“J&L“ .................................................................................

Operative procedure planned : L TIOTOM.. S RP-ARDSCOPIL...... 1 STGKEC[OW-kBlL-
SALPINGECTOMY
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA
General anaesihesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

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

O Heart disease O Hypertension O Diabetes mellitus [ Renal failure
- [0 Hepatic disorders O Shock [0 Multiple organ failure O Polytrauma / Renal Tubular Aacidosis

IE:I Incapacitating Cronic Obstructive Pulmonary Disease
wartiters .. Dhogass.. MELAE Braney... damapigapair. Banchopam,...
Comments : SResakuadion..... Fm‘\TOf:MbY S SO 7' = O B

* Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY
| hereby authorize Rainbow Hospital & its authorized doctors to perform upon m// my patient

M»PR&F\N&HIT#H the above mentioned oparaﬁm / Diagnostic / Therapeutic procedures
TOTOL. MOEAROSCORIL. ... HMSTERECTOMY. . Bl S RINGECTOMY

" | authorize and give consent for anaesthesia ( I Regional / WAnesthesia/ ] Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

Docu. No.: RCH/FRM/CLINICAL/021 PTO




| 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 | au'mé)rize and give consent to the team of doctors attending on me to adrﬁinister blood products during the
course of operative period and immediately thereafter in need arises.

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

- Pregnant: O Yes DNO/

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Atigndapt : Witness :
Signature : ... =2 Signature : .... <. .25 Bl

Name : ... & F’“O“Mmh)!}@‘-’; Name : ... ... f’H/’f"ﬁBH‘mHP\M
RelatonsHp Wit Part, .. S eb.c pateaTime: .. 2. 61 2E€. 010080
Date & Time : &9’6]3&,83%

Doctor (who is taking the consent) :

Signature : .




8urgeon Mﬂﬂ 4 me?zd ’,
SU RGICAL Asst. Surgeon g ﬁl/ﬂ/gf/ _ff ________ Patient Name 'MMWW@@‘ veeeenennes GENGET ..o Rambow

(] ight”
s AFETY CH EC KLIST Anaesthetist : .L0.3).... 22274/ B UHID NO. ¢ oo SUFGEry NAME : oovvvveeveceeeresseerinens ﬁggg:’t"a“ s .Eﬁgﬂgﬂ
SCFUb NU[SB . .Pﬂq{m-’[%-ﬁ A%& Date jq ///2.&’1“‘“"18 T Ol.lt-ﬁme . ........................ It takes  fot to treat the litte. Your Right to a Safe Delivary
Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time..[LAMV... TIME OUT  Time:..| /. 2- W\ A1 SIGNOUT  Timeeoooooo
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity &Yes ONo introduced themselves by Name and Role  Yes ™ No The Name of the Procedure Recorded ~ [1Yes [1No
Site /zYes —“No Surgeon, Anaesthes_ia Professional and That Instrument, Sponge and Needle
Procedure _#Tes CINo Nurse Verbally Confirm /7 Counts are Correct (or Not Applicable) ~ TYes T'No T NA
Site Marked TYes CINo ATA Correct Site 8 0 ¥6d CNo patient name) C1¥es CINo CINA
Anaesthesia Safety Check Completed [ Afes “/No Correct Procedure /‘i Al 9@ No Whether there are any Equipment
Pulse Oximeter on Patient & Flllll:ilOI'llng ))733 CNo Anﬁcmated Critical Events Problems to be addressed CYes CNo CINA
Does Patient have a: sl"geun Reviews: '/’,q K
Known Allergy? OYes DN What are the Critical or Unexpected P r To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? StePff Operative Duration, t ‘1o What are the key concerns for recovery
. . Anticipated Blood Loss? O%gs CONo T NA and management of this patient? OYes CINo
Yes, & Equipment / Assistance ) 2 4!,1 M
Available /’(es TINo Anaesthesia Team Re Z/’ - 0{\
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? #Yes ['No CINA féf‘(\ ‘ ‘b
(7mi/kg In Children)? Nursing Team Reviews: \d % ‘}r &M {Z/h é
Yes, and Adequate Intravenous Has Sterility (including indicator results) 1, [P
Access and Fluids Planned TINo T NA Been Confirmed? are there Equipment ] (9 j RIGC @) L/
Blood Units Reserved )zY/ es C'No CINA issues or any Concerns? OYes CINo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes CINo CINA
within the last 60 minutes? _#%es TINo CINA
: ~
\ -3
770 1 . SR —— e
J K\ \\’\
[ 1177 S— A ‘\ .............................................
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PATIENT TRANSFER FORM

G

=
Rainbow” . e
Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

CBLQ&“‘* e

Patient Name & UHID No. ﬁ\% Date & Time of Admission Date & Time of Transfer Order
% ¢
). e
L O [ ) ¢ W ol / 1
Treating Consultant Name Transfer Ordere‘dby Reason for Transfer

"D\(‘ &9@(\1\'\( :

| 05501@'940‘0

From Unit

ol

Information to Attendant
YWO O

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
< @ N /(i Yes [ ] No[ ]
3 If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity
2.
3.
4,
B
/
Shifting Summary / Notes Written by Doctor : M No[ |

Name & Signature of Person who is Transferring

M

Name of Person Ordered Transfer

Dot

Patient & Clinical Records Received by : OLJ&M {

Date & Time of Patient Received :

19/l @ [ Pra

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

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

[ ] Nurse not Available

[ ] Available Bed not ready
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%
Rainbow®

Children’s @ BirthRight
Hospital .EYEM.&&MSPJTE '
12 tadees 3 kot o trean the e, Your Right 10 4 Sale Delivery

NARCOTIC PRESCRIPTION FORM

IP

(PATIENT COPY)
eniName. MO | ‘ " QIYe Gewer  Teormole
Patient Name: i Ymvb&u% Age: 3 1 hﬁ_) ender: e Mo
UHDNo: 2 PH-00SETTTS PNo: 2b-COCOELR0 pae: 2q |6 /36 Time: 2 .LR HM
Diagnosis: T1LH 48sp of
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mog/MI oo Mm(q ol
R
2. | Morphine Sulphate Inj. 15mg/MI \.\_
3. | Remifentanil Hydrochloride Inj. 2MG ot
/4. | Remifentanil Hydrochloride inj. 1IMG =
. . Dy Sk - AVESHA Tt
Doctor Name: - Doctor Registration o:
\, —rgéMcTFMR!o'-}:‘)m
Signaturw

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E

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

26-0000 6620

Registration'No: ... .. Lot

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

2916

Date: =.....

sadhaa No-of the Paliant (Oponal), .. 5 s i mrostscsaiusrsrsssiissoms ssisis shstis ssas soriorsd

5 o
1. | Name: Mag. Srooraln o ( [ Remarks :
. .3 4 £ Lobdk adtim B ) -
1 = A S e S WA e R EA L
"2. | Complete postal address (with contact number, if any) A\ . Qs 574“"& £ 9 UMA
3. | Brief description of the illness TLH 4 Bso
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) J\)O
5. | Details of essential Narcotic drug dispensed f@ J'Ltbru*(
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
i 4 Patj%
29 14146 b infﬂluf 0! o
)
Dispensed by (Name & IDNO.): ........peecivievnenn (e Signature: SENAR s g s
. 19991 ) /3
Received by (Name & ID No.): U ............................ 0 ..... q 9 .................................... Signature: ..... LPP ........
T,
GHEE. .o IR o
Docu E

. No: RCH/ FRM [ CLINICAL / 133
2







