HINH-00018622 1P26-00006791

" Mrs BHAJANI DEVI - f/‘/g .
24-08-1969 7Y1M180 Rainbow .

i - S | @ irnmign

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

SURGERY DETAILS

] ) o
Patient Name: MT&B‘TGC;OVHA@W ........... Date of Birth: 2@1@?[!‘1?5 ............. Age: 6328
Gender: %mﬂj{ Ward 2T UHID No.: £INH-000/S 622
Date of Surgery: ‘7/?/% ....................... [10T-1 =0T-2 [10T-3 [10T-4 [1OBGOT-1 [ OBG OT-2
Name of the Surgery : S e Yr‘b\o*\ \ i ot Sl \'\\{B\exes:&mq
\J.;{\r\r\ ‘Q}x\&\m\ \p(‘eLGec»p\\eLecxb‘“‘j
Timein:. . 200Pm Time Out :..... 400F’m .....................
NAME AMOUNT

1. Surgeon ; ﬂ?m@nﬂ(%ﬂqe,gb&ﬂsaﬁmw S OO

2. Anaesthetist ’9774%[“(‘. ..... R S

3. Assistant Surgeon @r@auem/@aﬂé ..................................................................................

4. 0T Technician LR A A

5. Circulating Nurse gtNan;Ay;ST/pﬁj’m/fi/@M ..................................................

6. Assistant Nurse S’dﬂml’\wm,) ....... BJ.-: ...................................................................................

Special Equipment: Eﬁamscopy __| Broncoscope [*] Harmonic | Morcelator

.| C-ARM | Cystoscopy [] Versa Point ] Liver Cusa
[ Neuro Cusa mers VMJ ..... Sea {,z' ....%&00001; 1@
O e e %, i
Signature of the Surgeon Signatiire of Circulating Nurse
Order No: ..2&.:000@24..1,..‘.7.,5 ......................... Order by: ’waﬁwm_q/lfzﬁé)}? LY 7]’”’?
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HNH-00015822 1P26-00006791 "Z
+ Mrs BHAJANI DEVI -
24-05-19%59 67Y1M15D | “F L ]—{ Rambow

T = Children’s BirthRight
il consumasLes oF o7 e o

Your Right to a Safe Delivery
Circulating Staff ©..........cooovovveeeeeeeesereen, Technician- S (Pczﬂa.()z ......... Date : q/l'lfou o THME S

\\

Anaesthesia Disposahlesn ,m,du_ u Surglcal Disposables wm" u;.d Disposables (Baby Side) mot" et
ETtube 7 .0 o lodl Major Pack Mifn‘ )i Inj Vit K
LMA WV * | sutures J_p_:g,éJ W71 | Cord Clamp
ECG leads : A/P /N T g?(q_ +~1” | Suction Catheter
HME fitter : &/ P / N Q-;r’—l;llu* I Npomon ~1 | Feeding Tube
Syringes : 10 cc Al 0 7 || Vaccum Suction Set

05 cc ;%21@%5 $.e 17, . " /{/ﬁ || Surgical Gloves

02 cc Ouat 208, 4 M;;' £ /4140~ | Gauze Pack

01lec s 2 ' il A Syringe 1ml / 2mi
Cautery plate : A/P /N 1 Surgical blade ¢ \ — | Surgical Blade # 20
IV set ‘N | NG tube / Koochies (S)
RL T ) Cautery pencil 1
NS : 10ml/ 100ml / 500mi / 1000mI -~Koochies DWCLUIY N e) e

~ EA‘[ S AE— 1 Ointments I”“'. n rleengy d :.:_.
ot 5 s ~[Suction Catheter i 1T ‘
Fentanyl Cap, Mask /faﬂ, WUVUO W seitl Oj«/’
Morphine Py Gauze Pack jnp . Jg— /@ U
Ketamine T | Mop Pack g 1 o
Propofol »¢Z | Steristrip C :
Rocuronium 72 |-Ynderpad =T
Gl i —-1—Braw sheet \
Myopyrolate D | | Abgel ) i
Ondansetron |_Feleys catheter peHon pp |
Pencan 25g/ Spinal Needle 22 ~ | Urobag
Bupivacaine 0.25% ¢ \ +Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) ( ~Romodrain bag
Antibiotics | Bandage
(‘3) f"l&%[‘i (4 [ /g,\/ [ Tegaderm . "~
IS P
Anamol : 80mg / 250mg / 170 mg | "Double J Steny L P  C
Supridol : 100mg ( Vaccum Suction set T a2y, N —T
Justin : 12.5 mg / 25mg / 100mg @4/" Plastic Bed-Shest m A..@éf}/ A
Tab. Misoprost : 200mg " | Betadine Solution = #@%,
Pvinlae 200U "} Microshield 1
D |7 AT Cotton Balls o
@7_ f | -Latex Gloves n’;y/"; -
Nato Aioay 26 " |0/ Ramdione Scrub 7
| [ 7 | serm ;\,0 lead

T
Surgeon thesiologist 0 %urs
Order No. : 026 000047/a?j / Ordered by : §
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Rainhffw Rainbow Chlldrens Hospital-Himayatnagar
'
ﬁgi’g:&? 5 e . Rainbow Children’s Hospital, Door no. 3-6-267. opp. Cafa nitoufer, Cld MLA
Ausiry quarlars road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, IN[JA ,500529,
040-48873000, info@rainbowhospilals.m
AMERERIRIT
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-DO0155672 Hame Mrs DHAJAN DF VI
Agea [ Sex 67 Y 1 M 16 D/ Female Ductor 3 MEENA UGALE
AdmiReg Date/Tlme + 08/07/2028 10.22 Payor STAR HEALTH AND ALLIFD INSURANCE O LTD
Order Datn 10072026 01 44 Ordernumbor 26-9000212300
Visit {0 1 1P26-30006791 WardBed No 4F -01/PPA-414
Patigant Address. Gaosha Manal, Hyderabad, Tetangana, INDIA. 500012
S.Na Daseription Generie Name Dosagy Reute [ Fraqueney Duration indtruction Qry Status
1 [ M CrosED 1Nos Fxsomal " tinca Dady 1Dy 7honl | Dapensa
PR [ g Lty 1 Nen Extemal ! Drico Didy tOays thos] | Daperson
3 R EXTENTION 1hos Evtamai 1 Once Dady +Days tion| | Daponses
Il E;Du’él"”‘“““‘“’ THos Exvernai # 10 AM 3 Dapy thos| | Dapensea
5 |D5YR! 2. NIPRO) ML 1Moy Extenwd 1 Once Daly 1 Duyn Ahos| | Darensed
8 | DSYRINGE SML{NPRO) SYRINGE S, Theos Exwotnal ¢ Oncs Daly 10 3tos| | Dapansed
7 |vicRYL s-0vP 2348 VICRYL 1D VP ZME  [1hoy #Onca By 10apy 1 nas| {omrensen
8 |rocumuminesons sa 1 vl Eviemal Orca Daty A Cays 2vin| |Dmrensaa
o |coTionBatLs 2GMEHOS 1N Easemal s Cnca Dady 10ars 2| { Dapensn
10 |vaccunE sucTion SET thoy | Extemal . Once Dty 1% vroe| {Oniersa
1 |ECOELECTRODES (ADULT) [ELECTRCOES ADULT [ thon £viamal - Onew Dady 1O 3nos| Fomimnine
12 |psvRINGE 10ML (NIPROY [ SYRINGE 1oML L™ Extornsl (ewDady 10y anm| foapansed
13 |ENGORE MCTOPRG TNy { Once Dady 10uys [LPN N R
" M"-’;";‘? SUPPOSITORIES 100 o Extwrnal Cncas Dady 10y Thos
15 |MOPS 30030 BPLY 85 X-RAY [MOPS 30X108 PLYDATE [1 hios funce Dasy 2035 2oz
. }gﬂc‘gfggﬂw 1on 110.AM 1 bays hes
17 [ONDOKIND INJ 4 MG 2 821 140 {Cmer tlady 10ms val
s |surcica BLabE 11 SURGICAL BLADE 11 [1 Moy Entomal £ Onca City 108ps M|
19 |1 umE 7.0 currED RUSCH 1 hoy Enmmal 1:2 [IMES A DAY |t Days 1hs
20 |DwaATER DML AMPEE  [DISTR WATERIDML |2 Botte Eritrral f (3nca Dy 1 D 20otke] O
71 |SGLOVE 3 7r5UmGICARE)  |SURGICAL GLOVES 1.0 | b Exiemal s Once Dafy 10wn nos| L d
20 |WRIGATTOTUR SET) IRRIGATTO{TUR SET) |1 Nos Exmral Once Dudy 1Bays Ihes|  Dpscorsed
» ::A\MN WIVIALGZS% 20 vl Exiamal Once Dy ‘Do 1vm|  Clavenses
M m“&%‘fﬁ“‘““m“a vt Exvatrial } Qncn Dady 1D 1v|  sowrnea
1 Im’“ DEWICE- 1Has Erramal ¢ Orce Gy 1 Days thes|  Dpjensad
26 |Encoa Marhpic goves-8.5 1h0s #Unce Daly 10ays thos|  Bpremved
Lo | e Y B
" g:s;;(fgth APHONS gllsg;.séﬁ.h APURON. |} pne Dmca Dady 20m ann| O
M PROLENE M0 NW EBT PACRENE 30 MW BAT 1T o Tonce Dady 10y 1 Nos| n
2% ?&cmmpsmunous - 1 e Liady 2 Usrs zram| Dy
31 {MCT-ROF 100MG 10ML thos Exugenat Once Dty 108 Inos|  Deborsea
2 ms&%‘%ﬁ%nmcu E&U‘F'.LLEDPLATED 1 Hos Evigmadd G Dinly 1 Bays thot|  Deoensed
™ ggg :gg!mmmw- 1H Extemal 10 40 A Days Vo] Degnned
e eves e ez myaeaax |1Res Eoanalivacabaty 10w thonp
mmz SOLUTION 10% 1Hes Erwenat s Onca Daly 1Days 1hm] D \:
ASOPHARTIGEAL TUDES [KASOPHARYNGEAL |1 hx Fxumal £ Onca Daty 1Daps e Dﬂlwnﬂ:
ar 2;.%“"50"“';_""0"""3 - 1Nos Evternat § Qoeq Dady 1Days 1 o) “"‘t”‘“‘
28 {SGLOVE # 8.5 (SURGICARE} |SURGICAL GLOVES 6.5 |1 Nos Extuenil « O Dady 103 1N Dmc[‘mnsld
I
H
MEENA UGALE
Rep No 14967
* Thrs 18 jus for puspose only Not 1o ba considered as primary report.
HNote
* This proseription is valid pnly for specitind duration,
* Do not refill medicines.
Prntad DatelTime 100772026 02:18 Panled v GEDDAM SANDHYA PRAMEELA RANI Paoe 1 ol 1
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. = Rainbow Childrens Hospital-Himayatnagar
Rainbow :
H >
gggg:‘g{ s aarshit,f Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA i
inbow quarters road AP State Housing Board Himayatnagar ,Hyderabad , E
Telangana, INDIA ,500029. |I
040-48873000, info@rainbowhospitals.in
1
A f
l
ELECTRONIC MEDICINE PRESCRIPTION '
!
MRN * HNH-00015622 Name © Mrs BHAJANI DEVI f
Age/ Sex * 67Y1M16 D/ Female Doctor . MEENA LUGALF }
Adm/Reg DatefTime : 09/07/2026 10:22 Payor * STAR HEALTH AND ALLIED INSURANCE CO LHQ
Order Date 1 10/07/2026 01:44 ' Ordernumber . 26-0000212299
Visit ID - 1P26-00006791 Ward/Bed No  : 4F -OT/ PDA-414
Patient Address . Gosha Mahal, Hyderabad, Telangana, INDIA, 500012
S.No Doscription Generic Name Dosage Route / Fraqueney Duration Instruction Qty Status
1 ?PURRDGTPI:E%NFLE::;SEMALE) 1 Nos External / Once Daily 1 Days 10 Nos Ordcre“d
2 | L RE S S LAYER - EACE MASK 3LAYER |1 Nos External / Once Daty 1Days 10 Nos Orduré!d
3 gfg\!,'fsix,?_ M&Iég‘lrlIJOMN 1 Nos External / Once Daily 1 Days 20 Nos Ordurt%d
4 (h;??\'c?'iﬁegfr\giRE) 1 Nos 1 10 AM 1 Days i Nos Ordered

MEENA UG_JE

Reg No : 18967

" 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,

Printed Date/Time : 10/07/2026 02:19 Printed By ; GEDDAM SANDHYA PRAMEELA RANI Page 1 of 1
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Children’s BirthRight
Hospital BY RAINBOW HOSPITALS
\0 \<U Your Right to a Safe Delivery
\

Name Mrs BHAJANI DEVI UHID HNH-00015622

Father/Guardian Mr HASTIMAL HUNDIA Age/Gender 67 Y1 M 15 D/ Female

Address Gosha Mahal, Hyderabad, Telangana, INDIA, 500012

IP No IP26-00006791 Admission Date 09-07-2026

Ref Doctor Self

Discharge Date 11.07.2026

DISCHARGE SUMMARY

Consultant:

Dr. MEENA UGALE
MBBS, MD

18967

Diagnosis: P4L4 WITH NVD WITH POSTMENOPAUSAL BLEEDING WITH
K/C/O HYPERTENSION WITH HYPOTHYROIDISM

TOTAL LAPAROSCOPIC HYSTERECTOMY + BILATERAL SALPINGO-
OOPHERECTOMY DONE ON 09.07.2026

History: She presented with Postmenopausal spotting for 2-3 days every 6
months since 2024. Dilatation and Currettage done on 29.05.2026, HPE -
Benign endocervical polyp,Benign endometrial and endocervical glands. MRI
scan done at 30.06.2026 showed retroverted slightly bulky with thickened
endometrium. bulky cervix with nabothian cysts. heterogenous signal intensity
mass lesion in left adnexa, left ovary not seen separately- complex left ovarian
mass, no free fliud in POD, no pelvic lymophadenopathy. She was admitted for

= . D (NADH 14 L NAGAR
- " HYDERNAGAS KONDAPUR OUTPATIENT CLINKC SECUNDERABAL KONDAPUR
BANJARA HILLS YDE margancy 3 046 - 4246 ergancy 3 04D - 4246 2400 erge

® 18002122 @& www.rainbowhospitals.in
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Name Mrs BHAJANI BEVI UHID HNH-00015622

IP No IP26-00006791 Admission Date 09-07-2026

total laparoscopic hysterectomy and Bilateral salpingo-oopherectomy.

Menstrual History:- Attained Menopause in 2003
Obstetric History: P4L4, NVD, LCB-420 years

Medical History: HTN and Hypothyroidism since 2019
Surgical History: Laparoscopic tubectomy-42 years back
Allergies: Nil

Family History: Nil

Investigations: Enclosed.
Blood group: "A" Positive

Surgery Notes:
TOTAL LAPAROSCOPIC HYSTERECTOMY -+ BILATERAL SALPINGO-
OOPHERECTOMY UNDER GENERAL ANAESTHESIA

Indication: POSTMENOPAUSAL BLEEDING

Operative findings:
¢ Uterus -Normal.
e Bilateral fallopian tubes -Normal

e Right ovary - Normal
e |eft ovary- mass of 4*5 cms multilobulated,firm in consistency

Procedure:
e Position: Low lithotomy
e Primary port: 10mm , 3 accessory ports inserted :5mm each
e Uterus -Normal.
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~ i childrers | | eamoms

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

SURGERY DETAILS

Gender: %mvﬂfl ............. cowWard o 2 UHID No.: HINH-00D /5 622Z .

Date of Surgery: q/;/% ....................... [10T-1 =0T-2 [JOT-3 CJOT-4 [JOBGOT-1 []OBG OT-2

4 Name of the Surgery : AL A Bso T'Kb\coj\ \ o SC@P\T \)"‘—\5\&6&\73014

LL:C{\'\'\ \Q)\\(k\ QLCL\ \?(ﬂaeop\'\@ec%!\r\ﬁ

Time in 4009’“/‘ .................... Time Out :..... (900]7’)’” .....................

NAME AMOUNT
1. Surgeon - MQP’YLO( (Cg_ale, Da &flip‘- , ﬂma T
2. Anaesthetist 4@741%4[1 ..................................................
3. Assistant Surgeon : &B@%fﬂ@cszg« ................................
D .
4. 0T Technician :..ﬁl.:ﬁx&«mé ....................................................

5. Girculating Nurse 2...\S_’I.‘..Nm-.tq}é‘kr..mg?.f.P‘.‘.ja..oa..y‘(i.:.&l’%&

6. Assistant Nurse ?aﬁfdmj ....... B.}.f .................................

Special Equipment: Q{amscopy 1 Broncoscope 1 Harmonic | Morcelator

| C-ARM [ Cystoscopy | Versa Point [ ] Liver Cusa
"] Neuro Cusa E&hers Maed.... Sals %6 - 0000 2_@
Signature of the Surgeon Signature of Circulating Nurse

Order No: .ﬁé.:ﬂooa:.}..g.;..‘.y,,g ......................... Order by: .=/~ ?v.n.fmmn.........9{,{1.[&5@......}7-‘0 7f"’?
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HNH-00015622 1P26-00006791

+ Mrs BHAJANI DEVI

24-05-1959 §7Y1M15D  (F)
DOr. MEENA UGALE

AT

TLH

CONSUMABLES OF OT

]
Rambow
Children’s BirthRight
Hospital . BY RAINBOW uosmm_s
1t takes a lot to treat the little. Your Right to a Safe Delivery

%l’lfau

Circulating staff <..........ccooviviiieiiiii Date : ......... CTIME L
Anaesthesia Disposables . vl Surgical Disposables ,m‘ﬁ"’um Disposables (Baby Side) | OV
ETtube 7 0 il loal MajorPack €l A7 Inj Vit.K
LMA ,/[IU A Sutures J)Shé\r " ! Cord Clamp
ECG leads A‘ZP/ N ﬁ‘i 7 & - ~1"_ | Suction Catheter
HME filter : A/ P/ N 0.5:-’10 —— Feeding Tube
Syringes : 10 cc S : ' 1| Vaccum Suction Set

05 cc 32 1roves 8 Q { / ] ,ﬁ || Surgical Gloves
02 cc ut ﬁm 8¢ ‘1'/7 4 yf/ L7 Gauze Pack
01ec NP = ! D Syringe 1ml / 2ml
Cautery plate : A/ P /N [ Surgical blade |4 ‘~ ~1—7 | Surgical Blade # 20
IV set "N | NG tube 4 Koochies (S)
RL o , | Cautery pencil ' 1
NS : 1omi/ 100mi/500mi/ 1000mi | ST _—f Koochies Dwal7y D oA
Pkopp; Ointments Mn lesng 7 101
Adednal S o ~1"Suction Catheter / VT ]
Fentanyl “Cap, Mask / IO‘U ]MO W e
Morphine ~ Gauze Pack Jp)p, D, ‘14— @g‘ U
Ketamine op Pack {
Propofol | Steristrip C L
Rocuronium L _|-tnderpad ?/
Gl /| raw sheet C
Myopyrolate /Cj/L gel . Pl
Ondansetron 1| Feleys catheter }eHonyp |
Pencan 25¢/ Spinal Needle 22 ~~ 1 Urobag
Bupivacaine 0.25% C))/’ Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) ( ~Romodrain bag
Antibiotics ~ | Bandage
(O mwf\( 4! /@,\/’Tegaderm .

- Suppositories Aoban 7 .%a a}l 0N Jcl‘i/ 14
Anamol : 80mg / 250mg / 170 mg | Double J Stena g P y 5
Supridol : 100mg ‘ Vaccum Suction set ‘1/ N —T
Justin : 12.5 mg / 25mg / 100mg (L Plastic Bed-Shest FIMALD +T d
Tab. Misoprost : 200mg S __Betadine Solution o =

Pmoline 2000 ()1 Microshield L
P i I —Cotton Balls -
@ a | katex Gloves {21
Naito Hioay 1€ ~Ramdione Scrub "/
j { 7 _Saral t«\f { mﬂ_ﬂq
Surgeon /Nurs

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

7thesuoiog|st

Ordered by :
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= Rainbow Childrens Hospital-Himayatnagar
Rainhow
t]
ﬁgggr &? s Rainbow Children's Hospital, Doot no. 3-6-267, opp. Cafe niloufer, Old MLA
quariers road AP State Housing Board Himayatnagar Hyderabad ,
Telangana, INDIA 5000289,
040-48873000, infog@rainbowhospitals.in
i i
PR IEETRR
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-00015622 Name #43 BHAJANI DRI
AgoefSex 1 67Y I M 16D/ Female Ductor 1 MEENA UGALE
AdmiReg Date/Time - 09072026 10 22 Payor STAR HEALTH AND ALLIGD INSURANCE COLTD
Order Data 10/0712026 01 24 Ordermumber 269000212300 *;
Vislt 1 - IP26-0D006791 Ward/Bed No 4F -QT PDA-41
Pagent Addrass . Gosha Mahal, Hyderabad, Telangana, INDIA, 500012
S.No Dascription Genoric Kams Dotage Roula J Frequenty Duratlon Insuraction Qy Status
R CLOSED hics Erearmd - O Dady 1Dy 2hon|  Daponsag
2 |RELARAPARAcETANOL] - Comrst Ot Doty |10e YV R
HIGH PRESSUR EXTENTIGN
1 200 CM PRYMAX T hos Exterrad  Once Dy 1Da I} 1R Drspmitaang
NELTON GATHETER-10
+ |PotrmEs Thos Exrnal 10AM tDays thm| D
5 [OSYRINGS ZSMUNIPRO) | SYRINGE 2ML 1Nos Esternial 1 Once Dady 1 Duys aros|  Docensea
8 |DSYMIGE SALINPRO) SYRINGE SME thNes Ecrernat ! Oncn Dy 1Days 3Nas
? VICRYL 1-0VP 245 VICRYL 1-0 VI* 2348 Thas 1 Orce Dty 1 Pays 1 Mg | Dvspentea
8 |{ROCUNTUMINI 50 MG S ML 1 v Esteral Onca Uaty 104ys 1 2vial  Oavensed
% |COTTONBALLS2GMSNOS 1N Esterra  Orcay Dady 1hays 2Nos]  Dispansed
10 VACCUME SUCTION SET 1hgs Exernal Oncy Dipdy 1 Day J Mo (4 PLIYEY
1t |ECOELECTRONES |ADULT] |ELECTRODES ADULT  [1 Nan Enemal Oncy Dady 1 Dy o]  Ompmnnc|
12 |DsvRmGE i ePR)  |SYRINGE st thon Esternal (nics Doy 1 Days anoz|  Dwpooc
13 |ERISORE MCTORTC 1Has 1Once Dady 10ups 1708 Darermod)
16 [JUSTIN SUPPOSITORIES 100 1 has Exemal Onca Duty 10y '[l [Y [ —
NG5S i
15 |moPs 20x308PLY S5 x-RAY [MOPS 306X308PLYDATE |1 Mos #Onoe Dty 20ar 7 Nas|  Dupensed
LEGGINGS DISPOSABLE -
6 |iPROTECTCARE) BIG 1Hos Hioa 10ap ! as|  Dapoinea
17 | ONDORKIND TN 4 MG 2 ML THO e Dady 1Dave l' 4] Dananie
18 |SURGICAL BLADE 11 SURGICAL BLADE1*  J1 ey Extemal 1 Once Dady * Days E [ [
19 (BT TUDE TOCURFED RUSCH 1hos Extemat 12 (MES ADAY |1 Dava Not|  Deorrame
20 |OWAIER OMLAMPILE  |DWSTIL WATER1OML |1 Bocis Exsemal | Gnca Daty 10upn 2Baile|  Owpemea
21 |SGLOVE ¥ 7.0(SURGICARE} [SURGICAL GROVES 10 [1h0s Eaterrat ) Once Dady Theya L ]
22 |WRRIGATTOIT.ULR SET) IRRIGATION WRSET) [100s Extemal Once Dady 104 Nom]  Dwoorer
73 |SRAWININIVIAL 0.26% 20 vt Eaasrat Once Dady Doy val]  Dapensed|
24 mmfxmnsmunﬂ 1 Eutperad { Once Dady 10 val|  Dupensed
2 |RANSOFIX DEVICE: 1 He |Evinrat s O iy 1 0us |  Dapensen
6 |Encong Meropts; w65 1 oy FOnce Daky 1Days tNos]  Darorsod|
21 gaﬁt“:“lﬁ,s 60x90 1o Essemats 10 AM 100 2pos|  Dwpwnsea
HSPOSAHLE AFRONS DISPOSABLE APPRON [
m bSTERILE ¥L STERRE KL THa {rce Dady @ Days 2 }skn. Ditprtiog:
2 [PROLENE 30 Kw 887 PROUENE 3.0 HW 287 |1 hos 1 Once tiaty 10ay os]  Ducwrioo
0 ?&ﬁ:‘zm” SOLUTIONS Tl 1Once Ly zDays F1 95 [ Sea—
3t |MCT-ROF 100MG DML Thos Exuenal  Onca Dady 1Dan 3bos| Ouperssa
el e Ene s OwaDoty | 1Daps T [r—
m:nrzmmtﬂm- 1408 Ecrsl 10AM 1Dy 1}=] Dupmnsea
CALIZE PACK STERKE GAUZE PAGK STERLLE
1DX10X12 PLY 55 soxiax1F LY spAck |1Hes Extarnal 1 Geon Cady 10 THpas]  Dutwrsea
35 [ROVINANZ SOLUTION 10% e Eriorat - Orce Dy Voo ] Daressea
38 [SASOPHARINGEAL TUDLS [USORYVYNGEAL  1noe E el 1 Oncu Disiy Do 1 41: Drpwnted
]
ar &m‘s“c‘ﬁgﬂﬂ"ﬂ‘ 1o Ewreenal | Onicy Doty 1 Days 1| Dacemsoa
18 |SCLOVE®6.5(SURGICARE) |SURGICAL GLOVESSS [1h0s Extorral . Onem Dy 1 Doys "3"‘ Disvenana
MEENA UGALE
Rep No 18967
' This s yust for rel purpose only Nol to ba 85 PENACY TEeponL.
Note

* This prescription {s valid anly lor specltied duratlen.

* Do not ralitll medicines.

Ponlad Date/Time - 10/D7/2026 02 17

Prated By  GEDDAM SANDHYA PRAMEELA RANE

Pana 1 Inf 1
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Rainbow
Children’s
Hospital

%

Rambow

MRN

Age | Sex

Adm/Reg DatefTime
Order Date

Visit ID

Patient Address

4}

Rainbow Childrens Hospital-Himayatnagar

Birthf g Rainbow Children's Hospital, Door no. 3-6-267, opp. Cale niloufer, Old MLA

quarters road AP State Housing Beard Himayatnagar ,Hyderabad ,

Telangana, INDIA ,500028.

040-48873000, info@rainbowhospitals.in

AR A

ELECTRONIC MEDICINE PRESCRIPTION

¢ HNH-00015622

- 867Y 1M16 D/ Female
: 09/07/2026 10:22

1 10/07/2026 01:44

- 1P26-00006791
: Gosha Mahal, Hyderabad, Telangana, INDIA, 500012

Name

Doctor

Payor
Ordernumber

Ward/Bed No

: Mrs BHAJANI DEVI

. MEENA UGALF ,

* STAR MEALTH AND ALLIED INSURANCE CO L rp
26-0000212299

- 4F -OT / PDA-414

S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 ?pl:?ﬁlé%ﬁg:g SEMALE) 1 Nos Extermal  Once Daily 1 Jays 10 Nas Ordered
2 | e MASKSLAYER - FACE MASK 3LAYER |1 Nos External / Once Daily 1Days 10Nos|  Ordered
3 gfg&fsixahmég{b%” 1 Nos External f Once Daily 1 Days 20 Nos Ordered
4 ﬁ%ﬁ%@#ggﬁa 1Nos 110 AM 1Days 1 Nos Ordered

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

Note

* This prescription is valid only far specified duration.

* Do not refill medicines.

Printed Date/Time : 10/07/2026 02;19

Printed By : GEDDAM SANDHYA PRAMEELA RANI

MEENA UGK_JE

Reg No : 18967
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Name Mrs BHAJANI DEVI UHID HNH-00015622

Father/Guardian Mr HASTIMAL HUNDIA Age/Gender 67 Y 1 M 15 D/ Female

Address Gosha Mahal, Hyderabad, Telangana, INDIA, 500012

IP No IP26-00006791 Admission Date 09-07-2026

Ref Doctor Self.

Discharge Date 11.07.2026

DISCHARGE SUMMARY

Consultant:

Dr. MEENA UGALE
MBBS, MD

18967

Diagnosis: P4L4 WITH NVD WITH POSTMENOPAUSAL BLEEDING WITH
K/C/O HYPERTENSION WITH HYPOTHYROIDISM

TOTAL LAPAROSCOPIC HYSTERECTOMY + BILATERAL SALPINGO-
OOPHERECTOMY DONE ON 09.07.2026

History: She presented with Postmenopausal spotting for 2-3 days every 6
months since 2024. Dilatation and Currettage done on 29.05.2026, HPE -
Benign endocervical polyp,Benign endometrial and endocervical glands. MRI
scan done at 30.06.2026 showed retroverted slightly bulky with thickened
endometrium. bulky cervix with nabothian cysts. heterogenous signal intensity
mass lesion in left adnexa, left ovary not seen separately- complex left ovarian
mass, no free fliud in POD, no pelvic lymophadenopathy. She was admitted for

DAPUR A ANAKRAMG
HIMAYATHNAGAR BANJARA HILLS ’ HYDERNAC GAF KONDAPUR OUTPATIENT CLINIC « 4 SECUNDERABAD KONDAPL LB NAGAR (NAEW Accredited)  NANAKRAMGUDA

® 18002122 @ www.rainbowhospitals.in




Name Mrs BHAJANI DEVI UHID HNH-00015622

IP No IP26-00006791 Admission Date 09-07-2026

total laparoscopic hysterectomy and Bilateral salpingo-oopherectomy.

Menstrual History:- Attained Menopause in 2003
Obstetric History: P4L4, NVD, LCB-420 years

Medical History: HTN and Hypothyroidism since 2019
Surgical History: Laparoscopic tubectomy-42 years back
Allergies: Nil

Family History: Nil

Investigations: Enclosed.
Blood group: "A" Positive

Surgery Notes:
TOTAL LAPAROSCOPIC HYSTERECTOMY -+ BILATERAL SALPINGO-
OOPHERECTOMY UNDER GENERAL ANAESTHESIA

Iindication: POSTMENOPAUSAL BLEEDING

Operative findings:

Uterus -Normal.

Bilateral fallopian tubes -Normal

e Right ovary - Normal

¢ Left ovary- mass of 4*5 cms multilobulated,firm in consistency

Procedure:
¢ Position: Low lithotomy
e Primary port : 10mm , 3 accessory ports inserted :5mm each
e Uterus -Normal.
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Name Mrs BHAJANI DEVI UHID HNH-00015622
IP No IP26-00006791 Admission Date 09-07-2026

Bilateral fallopian tubes -Normal

Right ovary - Normal

Left ovary- mass of 4*5 cms multilobulated,firm in consistency
Proceeded with Total laparoscopic hysterectomy+ bilateral salpingo-
oopherectomy

Specimen retrieval done through vagina

Vault sutured by stratafix No. 2-0

Thorough irrigation and suction done

Hemostasis secured

Bilateral ureteric peristalsis visualised at the end of procedure

Urine - clear

Procedure uneventful

Specimen: uterus+ cervix + bilateral fallopian tubes +bilateral ovaries
+multiple omental and peritoneal biopsies sent for HPE

e @ o o

e © o o @ o o o

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

Advice:
1. T. Ceftum 500mg (Cefuroxime axetil) twice daily 9am-9pm till 16.07.2026
after food.
2. Tab. Metronidazole 400 mg Thrice daily ( 7am-3pm-10pm) till 16.07.2026
after food.
3. T. Pantop 40mg(Pantaprazole) once daily at 8am till 16.07.2026 before
food.

HIMAYATHNAGAR BAMJARA HILLS . HYDERNAGAR dited)  KONDAPUR OUTPATIENT CLINIC wdited SECUNDERABAD (N2 KONDAPUR LB NAGAR (% NANAKRAMGUDA
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Name Mrs BHAJANI DEVI UHID HNH-00015622

IP No IP26-00006791 Admission Date 09-07-2026

4. Tab.Acecloplus twice daily (9am-- 9pm) till 14.07.2026 after food.
5. Tab Zofer ( Ondansetron) 4mg SOS (for nausea/ vomiting)
6. T. Zincovit once daily at 2 pm for 1 month.
7. T.Livogen twice daily (8am-8pm) for 1 month.
8. Syp. Cremaffin 15ml once daily at bedtime(10pm)
9. Continue Anti hypertensives and thyroid medication.
10. Cansoft CL vaginal pessary once daily for 6 days.
11. Aristozyme capsules twice daily after food for 10 days.
12. Collect HPE report.

Review consultation with Dr. MEENA UGALE, after 1 week on 18.07.2026
with HPE report.

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 kindly contact 9154865045 at
Rainbow Children's Hospital just dial one toll free number 18002122 You can
also take appointments at any time by going

website www.rainbowhospitals.in

Dr. MEENA UGALE
MBBS,MD

OBSTETRICIAN & GYNAECOLOGIST
18967
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Rainbow Childrens Hospital-Himayatnagar

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

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

ADMISSION SHEET

Registration Details :

Admission No : IP26-00006791 Admit Date

NEEI A

: 09-Jul-2026 Admit Time :10:22 AM UHID : HNH-00015622

Patient Details :

Joctor Details :

Doctor Name : Dr. MEENA UGALE

Referral Doctor : Self.

Co-Consultant

Patient Name : Mrs BHAJANI DEVI Age 'B7Y1M15D
Guardian : Mr HASTIMAL HUNDIA DOB : 24-05-1959
Gender : Female Religion
Occupation Martial Status
Address (H) - Gosha Mahal Hyderabad Telangana INDIA Phone No : 7989192440/ 9182198789
L E-mail : NA@GMAIL.COM
~
Admission Details :
Bed Type : TWIN SHARING Bed No :PDA-414 Ward Name  4F -OT
Room No : PDA-414 Admission Type : First Visit
Contact Details :
Name : Mr HASTIMAL HUNDIA Relationship : Husband
Contact Address Gosha Mahal Hyderabad Telangana INDIA ~ Phone No . 7989192440
500012
,S'IQ{ature
~

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode :Cash

Deposit Amount  : 10000.00
Payor Name : STAR HEALTH AND ALLIED
INSURANCE CO LTD

te / Time : 09/07/2026 10:46

Printed By : 020099 Page 1 0of 2







PATIENT TRANSFER FORM

HNH-00015622 1P26-00006791
Mrs BHAJANI DEVI
24-05-1959 67Y1M15D (F)

Dr. MEENA UGALE

LAV

Rainbow"” . L
Children’s © BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes 2 lot to treat the little. Your Right to a Safe Delivery

Date & Time of Admission

Cf/?//%@ 10122 4~

Date & Time of Transfer Order

o \\?r}u@ Ip

Treating Consultant Name Transfer Ordered by Reason for Transfer
NE 5,00&1"' ANARVY . L L
From Unit To Unit Information to Attendant
Yes| | No| |
o !
(¢ B

Number of Sheets in Clinical File

Number of Imaging Films

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

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

Shifting Summary / Notes Written by Doctor :

Yes[ |

No[ |

Name & Signature of Person who is Transferring

Mot

Do

Name of Person Ordered Transfer

oo

Patient & Clinical Records Received by :

@

AV |

N

\c}ﬂ//% S U

Date & Time of Patient Received :

\

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

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

|| Nurse not Available

[ ] Available Bed not ready
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Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order

HNH-00015622 |P26-00006791

o :;:-mmomswmﬂﬂ i\l qmj’é @ 10 :ZLme \QW'*% @ ng?

T

DR - Swakm ObServetien

From Unit To Unit Information to Attendant
Yes| ¥~ No[ ]
P —post Room g1
2 43 |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant

. Yes| | No[ |
If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity
1, )
‘Q( ~ Socoml @
2.
3.
4,
5.
Shifting Summary / Notes Written by Doctor : ~ Yes|[ | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

ois - Suplho Q4 | DR- SuaHn

Patient & Clinical Records Received by : =i

it

Date & Time of Patient Received : ‘ \0\0\\’]}0 (O O™

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
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Mrs BHAJANI DEV!
24-05-1959 e7Y1M15D ()

T

ACTIVITY RECORD FOR BILLING

Room / Bed No : Ward :

WARD TRANSFERS

<
Rainbow’ . e
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Hospital BY RAINBOW HOSPITALS

i Didess @ Ko b breac S Bt Your Right to a Safe Delivery

Date Time From

To Signature of Nurse

a\e | \LY Lpa
A\l | %Pt

oT Al Loa] FP—
LDP Q" |t 5\ 7

\é\_ 26| bAM

ol W | Up~

2L %Jw«(?’/ Madl~S s

Cross Consultation Visit

Doctors Name

Date Order No.

Signature

8

9

10

Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

Investigations

Date Order No. Signature
NP\ {\\Cbp 15\(’/ Mo
\ /___—_
ﬁ?‘ﬁg“%"l_—r
éDJ St
9{Fo2e @




MEDICAL EQUIPMENT (WARD & ICU)

A ) ] P —
- 1ol 5%

(]2 T6 xz
Q\\\>( (L oAdie0) Montizy a2\ 309) ‘Qg _ AT
V| ndin Gon plnp | W 299 | S eno L gz\w — (ot

N : ~ ~ 7/\ 1
;9 DR W b B o 6 -
( . A ‘ AL

ﬁ% OA cl\g




PROCEDURE

Date ' Procedure Quantity Order No. Signature
°{\%>l?fs E\f placemen] —— (1) 205K MO a8
i N () 213" @
0 l)ﬁfzﬁ J\\J‘HPT Q/ /Z:@P,” HY < e

4
\
k2

ANY OTHER INFORMATION

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

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

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant Billing Supervisor
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" MENSTRUAL HISTORY , OBSTETRIC HISTORY

i 7T 5
' 5 . i
i | Year of Marriage : S:bx.\“S a-q o= Parity : fq_.L’ﬂ\— C2e 1% “\
| Previous Periods : Mode of Delivery : T U\ D -hr.x\\ )

ATV

LMP : Last Child Birth : QxS o~ O
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+ | Contraception :
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NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS
vae: ... [0/7/0%....... e, 2 S0
O TSN W JEED.... i 20K | o 25
Food Allrgies:............ A R
DIagnOSIS: ... LLELALBSD e
Medicalbistory: ... . 70J,... '

Surgical History: LWC .......................... 5407} ﬁyﬁ) ..............................................................

egetarian ] Non-Vegetarian ] Vegan

Diet Advised. ................. L(WKJM ....................................................................................................................

Patient's / Attendant’s Dietician's

Signature: 5"‘}&;& ........................................... Signature: ... &9’&3’}4&’\ ......................................
Name: M\?M’«’M Name: . QQ?QDM ccﬁgf%ﬂ <

Date & Time: [0/¥/Zﬁ,ﬁ?’§adm Date & Time: . E)/ 7% b2 3000

Doc. No. : RCH/ FRM / CLINICAL / 186 (PT.0)
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RBC \9q
WBC 5%/
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Platelets 6o
CRP
3 ESR
» PCT
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Na
K
Cl
Ca/Mg
Phosphate |
Urea |
Creatinine |
ALP \
SGPT
SGOT
8 T.Bill/Conj
: T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT
CSF Protein / Sugar
Cells
N/L
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Early Warning Observation Score Chart - Obstetrics
v CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
X

P
11

p—

(11Y12

=,

)

|
BIC)

10 12 10 Y73 ia) ()

(1)

Time

RESP
(write rate in
corresp. box)

>30
21 - 30

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
Date
11 - 20

000

Saturations

94 - 100 % E g ~
<94 %

Administered
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3 dway
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NEURO
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[¥]

Alert T 1 =

Voice ]
Pain
Unresponsive

URINE
mils / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES

kel O
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Pola
‘TQ"QC
IQO

Nurse Initial
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Obstetrics and Gynaecology

-

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

Early Warning Signs
e ™
1 Yellow Alert :
Repeat Observations
in 30 minutes
\_ Y,
4 ™\ 4 )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\ % Y,
~

* The Modified Early Warning Score (MEOWS)

CO

CO
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carty warning Observation Score Chart - Obstetrics

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

1ol

Date

104 11| 12

=
6)

=
®

11|12

(2)

Time

RESP
(write rate in
corresp. box)

> 30
21-30
11 - 20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

3,dway

40
39
38
37

AL

L SD

36

35 7 b
35

a1ey Leay

170
160
150
140
130
120
110

100

20

80

70

SO

60

50
40

anssald poo|g 31|oisAs

190
180
170
160
150

140
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130

120

£Y

3
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90

80
70

60

50
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130
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90
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NEURO
RESPONSE
[v]

I —

Alert |

i

Voice
Pain
Unresponsive

URINE
mls / hour

> 30
< 30

~

. . Protein + + T
Protein > + +
. Normal - —_— P
Lochia Heavy / Foul
< Clear / Pink
L
quer Green
TOTAL YELLOW SCORES e [ Q
TOTAL ORANGE SCORES T Q
N 2 i
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Early Warning Signs

LObstetrics and Gynaecology

-

N\

Complete a Full

\

(
1 Yellow Alert :
Repeat Observations
in 30 minutes
.
4 A

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

Set of MEOWS
Observations

Y

Observations
in 30 minutes

- Y,

4 )

> 2 Yellow Alerts or = 2 Orange Alerts:
[mmediate Review by Obstetrician and
Repeat Observations

in 15 minutes or continuous

monitoring

\_ . _/

* The Modified Early Warning Score (MEOWS)
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_FLUID CHART |

/

N

\

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

1. All measurements in ml.

4

2. Add up each column separately. Make additions a<)(gss the page to obtain 24 hrs. total of intake and output.

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

_Intake o b Twsw L

Date Time ol\flalgluuri% Route NG | Diarrhoea | Vomit |Drainage | Urine T%%E’EE‘;- ﬁ:ﬁge

Mouth LV N.G 1
0800am | o - [
0900am | - ¥ _— AT -\

r\]\:. 10:00 am i / // (J X
NG| ne | D Ly N 4 (e
& o] gy | N\ Jog ||

01:00pm | A4 (- A
Total Intake : v Total Qutput :
o200pm [P | W | (oo | |
0300pm o C [ v | \oo 43 Ji
moopm o | = |0 1 " - ,-\
N 0500pm | oo | V) | oot i e
O s00pm| QL | O | gond - Vo
o700pm [ | BV [y 9o} '
Total Intake : Total Output :
0800 pm | §X = \
0g00pm| R | He |\cowd .2
1000pm| QU | Y | bomb 4 1o |
S [ R Tyta Tioeml SRy
200am | QU | Y |joont S )V
01:00am | QL 100ed. \
Total Intake : \ ) Y4 ) Total Output : [ '
0200am| QL loopN T / N
] R | licorn 7
[osovan] @ T Tioem| 17 7T T Ao
\/X 0500am| Q\ loem\ A J) /
SN e I T I 7Y A T 1
0700am | M s 4 4 '
Total Intake : ' ' Total Output: Dy O]
Total 24 hrs. Intake Total 24 hrs. Output
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CuswAAMOEM Rainbow’® ® e
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" riospital_ | (e

FLUID CHART
Sheet No. : @ ............. ( j

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.

i o “ = fx;m ‘ kl\‘ il e *: Ompul i 2 r||\1! Site
Date | Time (!Jﬂfa&:]r% Route e NG | Diarrhoea | Vomit |Drainage | Urine F’gr?ggr%g ,&L%gé
Mouth | IV | NG P
08:0am [ L0osy) , /v | e | T
09:00am | | ) v P ©
oo0an| pL [ WP opmd] [ © / A @
11:00am [ g | ‘nal &K { 38 1l o
\&‘ 1200pm | ) o) P o
0100pm | y . X % 4 < | o
Total Intake : . \— - Total Qutput :
0200pmy | fon fﬁ 2
0300pm| | | i v
Pl B,
& 05:00pm| o] P } o % '
0600pm| | b 3] 7 /L i |
07:00pm | | N L |
Total Intake : ' Total Output: ) — 3
08:00 pm 4 'N\

09:00 pm _ 7

N | 10:00 pm o (O 4 Ok 1
X 11:00 pm @ = 8‘ o) }\\"
N [1200am vl e \ | /
01:00 am Wi ) I/ v
Total Intake : O\ | <C "\ " Total Output: 0~ O O- )
02:00am| | P r v \

/[ 03:00am B ) 4 \ Vi /
X\M:Oﬂam I L a7 | A — 1 0 [,% 1|
N [s500am BYE® P < / \ @L

06:00 am o o /

07:00 am 7/ Vi P ]
Total Intake : — O\ <0\~ ’ Total Qutput: vy« O )~ L
Total 24 hrs. Intake Total 24 hrs. Output
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CHECKLIST FOR THROMBOPHLEBITIS

12/

"%
Rainbow® . o
Children’s & BirthRight
Hos pita| BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

- 0 -1 DAY-2 DAY-3
8. No. SITE OBSERVATION STAGE / ACTION SCORE ﬂ“ ] N M E N M E N Remarks
. No signs of phiebitis / At
1 IV site appears healthy Ofearin carkila 0 5 O D O | o
One of the following signs is
> evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula -
* Slight redness near IV Site N2 P ey | N 2
3 1&083§;2§t70|10w.ng s Earl_y stage of phlebitis / 9 -
Pain at IV site Redness Feate Ganni N2 AR g
eA\Ifrig{:r:? f’ HIAG SHOf o Medium stage of phlebitis /
4 | Pain along Path of cannula ?rﬁttsng:tnnu'a Congxier 3 - AB O | U |04
Redness around Site Swelling B\Q
Il of the following Si
2vi§ffzr:t 2n§ S:{é?gﬁégns are Advanced stage of phlebitis or
5 Pain along Path of cannula the s}art of thrombophlebms/ 4 — /\] Y Ny
Redness around Site Re site Cannula Consider 1\.@ A g
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Qﬂ;fnﬂggghm?:;’; —
6 along Path of cannula Redness ik ) 5
around Site Swelling palpable Iémtateltreatment Re site N2 B Y ™ s
Venous cordpyrexia annuia
Signature of the Nurse | o, CL—«(@‘ @ o | B |

o1

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 : ......

Nanis KA < DOL /CDAA /0L INICAL

1127

Name : ........ Mbtﬂgé@, ...............

Signature of Ward In Charge :

@ﬁ,—_

SIINANE S i e oo imiasanians
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, vz
~  Patient Sticker Rainbow® ®

Children’s . BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | S o o Sty
' ]
. DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCOREw T E TR T W1 E T E Remarks
1 | W site appears healthy %Ob:?rgz g;gmggms/ 0
One of the following signs is
5 gvident : Possibly first signs of phlebitis ’
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site i P )
Two of the following Signs .
3 | are evident: E@gﬁ:‘ggg’nﬂ;’“mb't's/ 2
Pain at IV site Redness
All é]f the following Signs are Medium stage of phiebits /
gvident : ; :
4 | Pain along Path of cannula ?esr{e Catnnula Consider 3 '
Redness around Site Swelling reaimen
Q\E’Iig;ﬂ] g;glgrggﬁ;grs are Advanced stage of phiebitis or
5 | Pain along Path of cannula g‘e s;aréof thrlorgbophézbltls/ 4
Redness around Site , Te stie Lannula Lonsider
Swelling palpable Venous cord reaiment
Ali of the following Signs are
evident and Fxtensive : Pain l;dvanged slt%!_l‘? of
6 | along Path of cannula Retiress } rt(I)T ;Jphte '“":{:{ " 5
around Site Swelling palpable -Iniffaie freatment ke slie
Venous cordpyrexia Garinula
Signature of the Nurse

-

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

Signature of Shift In Charge :

SIGNALIE 2 coovreer s reccne s ensrensesssesans NAMB | evcnirrerissisriniene s e sseseananses

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

Signature of Ward In Charge ;

SIONATUTE © vovvvreeceernrerssrerneseesrensecessenersenane NAMB ;oo s sissn s asnes
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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

Moty in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. \{0 L/ (_1
without assistance. to completely turn self independently. independently. {)
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate; [ ]
WA , Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently: _
Acsiuty The deqreg 1, Badiant : non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
of physical activity Confined to bed

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 restiessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

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

to feel pain, or discomfort in one or

two extremities.

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

ki tq which " by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
s tm 5 e_xgose Dampness is detected every time 8 hours. every 24 hours.
BTt patient is moved or turned. Lr \/; l’(
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: J

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 IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than haif 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/di
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will

take a dietary supplement.

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.
Qccasionally 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 ma/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : 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

Sh [ =

4
TOTAL SCORE 9 ' p | 2R A
- L4 J [
Evaluator's Name _, @ e
f 7 ’
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Support Surfaces
Risk Score Gategory Action {Please Note: Only required for children who-are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regu:ar Turning Schedule _ . ,
Enable as much activily as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressire mattress overla
Manage mois}ure, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
, High density foam matiress
Use the Same Protocol as for “At Risk” Patients L
L 13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 3¢ degree lateral incline using foam wedges .
: Alternating pressure mattress overlay
Follow tha same protocol as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Morse Fall Risk Assessment Form

Hos

-
Rainbow"®
Children’s
pital

It takes a lot to treat the little.

I\

. ., i
BirthRight
BY RAINBOW HOSPITALS
m Delivery

Date / Time 16
Choose Highest Applicable Score from each Category / q,/ 2 qu pf ‘1 l ?— Fall Risk Grading
Soore | qp——1 €2— | gpm)
' 4
History of Falling Yes 25 =8
(immediately or w/in 3 months) No 0 Risk Level Mnrs?NI;:Isl)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
iture 30
| Furniture Low Risk 0-24 gtandatrg Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 o
IV / Heparin Lock or Saline :les 2{;] L0 X0 20 Implement
. Moderate Risk | 25 - 50 Moderate Fall
|mpa|red 20 Preventl{)n
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immaobile 0 Implement High
Forgets limitations 15 Hiah Ri Risk Fall
Mental Status igh Risk 2 51 :
Oriented to own ability 0 :::t%ﬁztr:ggn
Total Morse Fall Scale Score: 20 JQ@ O
Signature @0 '
(Mo @ | &y

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
[C] Use safety straps on stretchers and wheelchairs while transporting patients

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

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

[] Initiate constant observation by healthcare provider as appropriate to patient's needs
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PAIN ASSESSMENT FORM Tt takes a lot to treat the Mie. YcurR-ig-;lmaSafeDelive;y
| pain'Scofe . i : Moditying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Eactors Educated ‘lntervemlon Sign
[] Continuous | [ Acute 1 Sharp 7 Dull [ Increasing 1 Yes A %
: () ‘ . . . " 7
‘IP i 26 o) P l [ta ,\Q ‘D Intermittent | [ Chronic CJ Aching (77 Burning | [ Decreasing | [ No -
[} Continuous | [ Acute ] Sharp [ Dull [l Increasing | [ Yes o
: 3 ) . . ! . T
ﬂ,% XL() g ~ |0 ( D M’PT {1 Intermittent | (] Chronic ] Aching [ Burning | [ Decreasing | [ No
[J Continuous —=-Aeute _[1-Sharp- (] Dul [ Increasing—T L Yes i —
l@lﬂ% S D\ Ol (N | Cidntermittent | 7 Chroni ] Aching [ Burning |-~ Decreasi O . <
B ic g [J 0d ecreasing | T No /\/
/ ] Continuous | i Acute (-Sharp [ Dull [ Increasing | & Yes WA :
/ ¢ ? /57/)/‘ &l%‘; /C ! L1 Intermittent | [ Chronic {1 Aching  [] Burning (] Deereasing | [/ No ﬁ -~
[ Continuous | «+Acute <TSharp (] Dull [J Increasing | —Yes )i in
/‘A ﬁ; 6 /}vm ) / 2| pog ~Intermittent | ] Chronic (1 Aching [} Burning | [1Decreasing | [ No é
[ Continuous | [ Acute (] Sharp [ Dull [J Increasing [ Yes
[ Intermittent | [ Chronic [1Aching [1 Burning | ] Decreasing | [ No
[ Continuous | [ Acute [ ] Sharp [ Dull (! Increasing [ Yes
[1 Intermittent | ] Chronic [1Aching [] Burning | ] Decreasing | [/ No
C] Continuous | [ Acute [ ] Sharp [ Dull [7 Increasing U] Yes
[1 Intermittent | [ Chronic (1 Aching ] Burning | (] Decreasing | [ No
_1 Continuous | [1 Acute [] Sharp [ Dull [ Increasing [ Yes
1 Intermittent | [J Chronic [ Aching [] Burning | (] Decreasing | [ No
] Continuous | [ Acute (] Sharp [ Dull [ ] Increasing [ Yes
[1 Intermittent | [ Chronic (1 Aching [ Burning | ] Decreasing | [/ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

1 L 1 | ]

PAIN ASSESSMENT TOOLS

FLAGG PAIN ASSESSMENT SCALE (1 Month to 7 Years)

No Pain

-

OSSP

No Hurt

2
Hurf3 Litie Bit

1 I i I §
3 4 H 6 7

I 1
9 10

Worst
Posslble Pain

Wang - Baker {Pedlatrics) Ahove 7 Years

Hurts Little More Even More Huris Whole Lot Hurts Worst

J SCORING
CATEGORY
] i 1 ‘ 2
. . . Oecasional Grimace or Frowr, *Fregisent to constant ffown, { )
Face No Particular Bxpression or smile withdraw, Disoriented quivering ohin, clenched Jaw
Legs Normal Position or Relaxed Uneasy, restless, tense chk‘lng, or Iegs'brawln up
1 '
R "1 Laying guietly normal positien, Squirming shiffing back and . .
Activity maoves easily forth; tense Arched, fight, or Jerking
i : X
; Moans or whimpers occasional - Crying steadily, screams of sobs,
Cry No Gry (Awake or asleep) complaint _ frequent compiants
) Reassured by occasional touching, '
i Content, relaxed hugging, or being tatked o, 'Difficult o console or comfort A
Consotability distractible 1o cf .
Neoxnatal Pain, Agitation and Sedation Scale (upto 1 Moith)
Assessment Sedation Normal Pain / Agitation \
Criteria
2 -1 0 1 2
Crying No Cry with painful ] Moans or cries Appropriate crying Not| irritable or crying at | High-pitched or silent-
Irritahility stimuli minimally with painful| imitable intervals consofable | continuous cry
stimuli Inconsolable
Behavior State | No argusaitoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awaks|™
stimuli s1_|mu[| gestational age Awakens frequently | or
No spontaneous Litle spontaneous Arouses minimally / no movement
movement mevement (not sedated) :
Fagial Mouth is fax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities | Ko grasp reflex Weak graspreflex | Relaxed hands and | Intermittent Contimual clenched
Tene Flaccid tone decreased muscle | feet clenched toes, fists | toss, fists, or finger
tone Normal Tone or finger splay splay
Body is not fense Body is tense
Vital Signs HR | Mo variability with [ Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
AR, BR 820, | stimui variability from normal for from baseling baseling, Sa0, lessthanor 1
Hypoventilation or | baseline with stimuli | gestational age 5a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
Tecovery fighting ventiator

~/
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It takes a lot to treat the little.
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BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

[ Maintain Airway and Oxygenation [ Relieve Pain & Di

scomfort Maintain Fluid Balance

mprove Activity Tolerance

1 Maintain Good Nutritional Status

Date: ........

A)2 4

[ Maintain Skin Integrity
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E [ Maintain Personal Hygiene 1 Prevent Infection [0 Meet Elimination Needs O] Ensure Safety (] Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications A OBTS  SPOIN s isisictuno it o e 5o 5 AT 6 s A s
: ! . - Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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Ll Maintain Airwdy and Oxygenation

_ L Refieve Pain & Discomfort

intain Fluid Balance

1 Improve Activity Tolerance -

] Maintain Good Nutritional Status

[ Maintain Skin Integrity

(%]
«© ra'Mainlain Personal Hygiene [Z1 Prevent Infection [] Meet Elimination Needs ] Ensure Safety __—Early Ambulation Reduce Anxiety },Eaﬁﬂm & Family Education
3] [] Identify Potential Complications L1 ANY DHNBIS. SPBEINY. ... ..ottt ettt ettt
3 . . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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Mrs BHAJANI DEVI e Rainbow”® &

Deos19%  67TY1M18D Children’s .BirthRight"

S [T — tesptal, | Wzt

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCION: ... 4. currinsississsiansiisssssrsomrrssntinmmmerss DEPAMMONE <isnmissnssismsasvos basess Date of AAMISSION: ........coovvcrvrieerrne
= | Diagnosis: ' Any Infection: CJYes [INo Known
[=]
= If Yes Specify: ............ /Dw ...........
E _
s . \
2 | Area A e ¥ \ o 4
% Shift Time \:«\!\( [ K/ 3 N
% | Medical Condition
= | (Any special condition to be noted): P
? Allergy: O Yes C1No| O Yes N0 |0 Yes (/NG| O Yes O Ner| O Yes 0 |0 Yes CNo
' Tubes/Drains/Catheter: O YeS/W 0 Yes G/No [J Yes CING | Yes [LNo | Yes )lo O Yes C1No
Vital Signs: Temp: | Q0 0\%9' ¢ aYP % -] % q‘q A
= Res: [ 1, [tybee™ | no Robl®™ | Ay
= $00: | po | a@[ [a\~ | agw. AT
2 Puse: | @ 5 [ Qo | g hin| grhho [ el
2 BP: |y ov [\ [vag (2 H 120 | Ao~
Fall Risk Score: - i - — -
Pain Score: = - = y i _
Safety Needs: | k\Q . T B
= Physiotherapy | Yesﬁﬁ) TYes CNo | O Yes C1No [ Yes &No | (I Yes =HNo | O Yes O No
=
S - -
g Others Specify: - - r\) H'— Q £ .
,ﬂ = Special Diet: | O Yes CiNo | O Yes ¢No | Yes CNo | O Yes CINO| O Yes CINo 01 Yes CJNo
ey E
& |Other Special Orders / Medications:
= N O | ga
P WV
. . ) _ N Ipr
Post Operative Procedure Special Orders: L (\J ﬁ_ Q/f Dj
/

A

Handed Over By Name : e . ,,J} 0 ‘
anded Over By Name b u\\’\ &\p\g @Mdjj\ W @{‘ ﬁ%
N \ '

Signature : (\)/ 9\4 \}\)4 \ AT
Date: ¢l 0\\?&”‘0 10 f’?— TVOLH"" \\W
Time: \'&;iq"" @‘ﬂ 8 1Y) f)(PM Z A\
Taken Over By Name : (N(\\?“\ Y év}f 0‘«“‘” %\ j
Signature : CL)/: N :
Date: AV |91 9126 {1% \()\Q)hk’
Time: A | e oTT.N 40

T 1S i 1 \

Docu. No. : RCH/FRM / CLINICAL / 097
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: Rainbow® ] o
Patient Sticker Children’s . Birth nght
Hospital . BY RAINBOW HOSPITALS
It takes a lot to Beat the ltthe, Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treafing DOGEON: «.oveeeeeeceeeece et ee e e eesenes Department: .......ccoeeveeeeiereecnnsnssnnannes Date of AAMISSION: uvvvsersesssersssessessonse
Z | Diagnosis: Any Infection: COYes OONo 3 Not Known
= [ YES SDBCHY: wooreereereereeeeereesesesseesesesseeseoane
=
o
2 Area. .
2 Shift Time
S
2 | Medical Condition
= | (Any special condition to be noted):
Allergy: . BYes CNo[OYes GNo|OYes ONo|OYes ONo [0 Yes {1No|1Yes C1No
Tubés/Drains/Catheter.: CYes T1No |0 Yes ©No | O Yes C1No | O Yes 0o [ Yes O Noi{OYes ONo
Vital Signs: Temp: ‘
= Res: !
= Sp0,:
& Pulse:
2 BP:
Fali Risk Score:
Pain Score:
Safety Needs:
" Physiotherapy |0 Yes C1No |3 Yes O'No [0 Yes OONo |Ci Yes O No | O Yes ONo |0 Yes ONo
=
S .
E Others Specify:
g Special Diet: (O Yes ONo|D Yes CONo |01'Yes O No |0 Yes OONo | TF Yes ONo (O Yes TNo
§ Other Special Orders / Medications:
o~
Post Operative Procedure Special Orders:
!
Handed Over By Name :
Signature :
Date; .
Time:
Taken Over By Name :
Signature :
Date:
Time:
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DRUG CHART

16.90000-9Z4d| 95 H000-HNH

2
Rainbow® ) e
Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

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

Date of Admission: ..
FOR THE SAFETY OF THE PATIENT

DG ALBIJIAS! . i iicsm i mrssaissinbisensssss ("] Not known any Drug Allergies

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

Additional Instructions:

Docu. No. : RCH/FRM / CLINICAL / 118
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Mrs BHAJANI DEVI
24-05-1958 67Y1M153D (F)
Dr. MEENA UGALE

AT REGULAR PRESCRIPTIONS  Weigh \U\Wd .....................

|
Date» |
DRUG: (\y) C& o 1imimEz- Time / :
Dose | Route |Frequency |Start Date Ty [ |
[ o J 30 2> | ‘
Name & Signature of the Doctor - P 7 !
Starting the Drugs: ; 1= i !
L1 il 4

Additional Instructions: \ D) NP

[+ttt o) J__ -

)(
Daily Doctor’s Endorsement by a Sign
AN SOUBACTRM  [Dated
DRUG : + (€ 0O PLRA ZNE Tim
Dose Route | Frequency |Start Date
LSEM N [ QD | ald
Name & Signature of the Doctor ™

Starting the Drugs: -
D\ \QU a e M

SRZ
24

Additional Instructions: b 252 1
ATD-
A //
Daily Doctor’'s Endorsement by a Sign b Y
Ry iy ¢ |Date ]
DRUG: < W) PANTePRAZL e e THVK

Dose Route | Frequency |Start Date

acmi| TNC| D | Q) [po 3 F
w®

Name & Signature of the Doctor
Starting the Drugs:

@ D‘. \\\ou‘i?“"n“‘ ’

Additional Instructions: P

Daily Doctor’s Endorsement by a Sign

DRUG : & METRO N PA ZDLJ%ZH\'* WA\

Dose Route Frequency |Start Date

foowg | v |TID. |9]> |em

[ Namé# & Signature of the Doctor ‘
Starting the Drug &

M‘. 24m X B 'I

Additional Instructions: ]

* Uiyl -

Daily Doctor’s Endorsement by a Sign

-

14

A
W

Page: 2/4
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Mrs BHAJANI DEVI e
24-05-1089 §7Y1M15D () T
Dr. MEENA UGALE Rainbow ® - L
m ””mmmm Children’s BirthRight
"m Hospital . ?‘H:H\:‘BOW ;ms;mE
[ REGULAR PRESCRIPTIONS wei ‘(qu,, W oo
:’:'_. 2 ter
S g . | DRUG : j P#HUJ{!: ThHMW0 L%t\\@( \e\}-m ]
"Q-\ 5 Dose | Route |Frequency |Sta .
o v |Llgm]| P el /i%/ by [P
et Nafme & Signature of the Doctor T
E,f Starting the Drugs: 40 ! \AM 'X
< |
/| Additional Instructions: o | X
O L.
e 1
Daily Doctor's Endorsement by a Sign 5‘ . o
8 _ J Dat i
P pru: T DFTLopeNfe P 4 @R,
Dose Route | Frequency |Start Ot.| A4
g - e o | bp jﬁﬁ;mmy v K
= Name/& Signature of the Docjof _ ' 4
E’ %\ Starting the Drugs: r}rJdXAL
£E 1| I S w
E_‘E 'CMG dditional Instructions: 20y 3,)), N
| TP o
2 8 <
5 Daily Doctor's Endorsement by a Sign #
pRuG: [-TRAMBDOL- ~ %?éi\o\'* \\\‘k//
Dose Route |Frequency | Start Dt.| (2> : J/
loomy| PO | T3P % Y
> Name & Signature of the Do tor N ’ o
/ ; Starting the Drugs: hj & —
»
- Mﬁhﬁ' oM P
| Additional Instructions: T
Daily Doctor’s Endorsement by a Sign
Date
DRUG: T <THNQaNR N g };
Dose Route Frequency L@tan Dt.
Sovweg, P {0 bf?_{: \
Name &‘Signature of the Docto “gy" '
Starting the Drugs: Wy
v
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108
e
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24-05-1959 o

“\\“\"\i\\\\\\\«\\\\\\\\\\\\m\\\\\ Rainbow: | @ pioi

Hospital . B‘I_"EAINBDW HOSPI'FAL_s

It takes a lot to treat the little.

Sheet No: ............. REGULAR PRESCR'PT'ONS Weight .............. Ward .....cooooeveenneene

. CTORROLOL Date»
DRUG : - 2«\1 01N Ti['nexg\?
Dose Route Frequency Start Dt ’

Ywe | PO

Name &) Signature of the Doct
Starting the Drugs:

LA

Additional Instructions: I8

Daily Doctor’s Endorsement by a Sign

DRUG : Jate o
Time ' 4

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : paey
Dose Route |Frequency |Start Dt.|
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Dater

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
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24-08- eignt. ...\, [t.) .. } .... A civvasmvinsrssasins
Dr. M!‘I!D::u ”Y,MMD g
M Te
m ,I ’ ”’ m Tlme Nurse Sig. I Nurse Sig [ Nurse Sig. l Nurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROIHB Sta i Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor i i fose —
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e oo . -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TlU‘Ie ] Nurse Sig. Nurse Sig. [ Nurse Sig. l Nurse Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s o Dose e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: fose pose i s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
: o Dosage & Other ;
Date Time Medication Netuctions Route Signature Nurses
3 y N ol
ilis \Qw P10 Pz 0L %o m 4 rJ B Y
4 N : ANY. A
L \\’)W MEO L LOPLAM ) b [ Sy o /-b—" ~"ﬁ
IF X -
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Dr. MEENA UGALE

|"|| L.V. FLUIDS CHART Weight. vl.\\[.ﬁ\ Ward. ........ccoooevenne.

Flow Rate{ Doctor

Nurse

Date.od | Doctor

Nurse

Date Time [rfinfug;r:nrrggﬁsoi:i gpm?ilk‘:i@wfin?n. etc) Route mi/hr | Sign Sign | Stopping| Sign Sign
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MEDICATION RECONCILIATION FORM
Drug Allergies: \\\'i’ ...................................................... /ot 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)

* C- Continue, DC - Discontinue

SN BN sccviiimimimsesiaiamniesmisiismmimme BOMRO 10; v busisiniimimarpasissiasaas
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | noie / Time ?gﬂ:,ffl'gg
PN 1170 TR R noRrRMe Som% Po Qb C{\l ¢ Ooc
2 |- MR Sena PO = Q\br =t mlv
A reo P LE
3 Oc¢ 0o
4 (JC OJODC
5 (JC JDC
6 Jc gdoe
!
i ~~ 7 JC JDbcC
8 OJC [JDC
)
N 9 OC DG
} 10 (JC CJDC
|
|

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Si?}t re: D\\\\aoe_er\a .........................

Dae & Time: .. QX222 6 (o) \ol2eawn -

Nurse Name & SigNatUre: .........cveveeveiriiiieeeeeee e S e ettt e v eeeeeneseenens

| Date & Time : ﬁ\) ‘Hc

Docu. No. : RCH/ FRM / GENERAL / 090
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. . 1+ Rainbow®
o BirthRight' | Children’s
BY RAINBOW HOSPITALS Hos p|ta|

Your Right to a Safe Delivery sttt

at the little.

mootse  psanery _OP ERATION THEATER NOTES

Mrs BHAJANI DEVI

ocuemavans MU0 O ] 0 TP Age : g‘l .?.S.‘..éender: F ............
m””lm“m"""m"""mm ........................... I.P.No. \?Z—QOC”C’C’GH‘ ...... Weight : ....ccoveeeeee.
Surgeon : Asst. Surgeon :
Anesthetist : OT Nurse :

Surgical Procedure : "'(L_-\-\ A Beo

(Yb\u\ \mProscop\@ : \lvqs\ﬂecxcmq | woith @D\\QX&&\ S"‘\P“G’[ oéP\"e&e@l‘ij.
Indications for Surgery : . s\r MQT\G%MCA &\eec&\f\ck mxxr\\

VOO Oy
Date : %\\'3‘\\2@?—(7 Start Time © 215510, End Time: 4 ’(UDW
PRE-OPERATIVE PREPARATION : : v
NP
W\ 'N\\(\\D (o\ﬂCS

PRIC.
pe-ve ?gﬁi_g ?\epngﬂo“'
OPERATION NOTES:

Tm\fu o %nc&f’r\% <

- \)}tw— ‘(‘ouw\g.\ '

2 Bilodesal  Aibes- roumak
2 O\\( Cbucu.u\ = Y‘\DJLW(A
a % Oucu—k-\ —  hass c:)\ d_xScme-
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3
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= ?Toce;\u\e Cunevevy \u-)
_Dpety men 4 vlennd BlL Tulees + R\L cuaies
‘ A R\ L csmev\\\mr\ b Peu‘\onm.\ %\“@P&L\_
POST - OPERATIVE ORDERS :

NEMA Yo Bl |
st % o) M s on chaded
Vo ve \c: Q\rm\ec}
_\m DA\‘\\C&Q) a\e T\ SL&*
WAl - o blegdee
Montlor  Nidale: .
(oo s %v‘\\\ YN & m\w R \N\C&ttc‘\\bﬂ

U \ TN Sos
\
D Meere, Vgale f\%d—*‘fw ......
ConsultaQ urgeon's Name Consultant Surgecn's Signature
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Surgeon : ...... D‘Y
asst. Surgeon : DY FyQlveen..
D MG
Scrub Nurse : .98 - &U\GI(M’C\G

SURGICAL
SAFETY CHECKLIST

i
| Anaesthetist : .
|

HNH-00015622 1P26-00006791
Mrs BHAJANI DEVI
24-05-1959 67Y1M150 (F) y

Dr. MEENA UGALE

L TR

! Date QHI)—G In-time : .2 +00

Age :
Surgery Name : 7LH +.Bb.5

| p
%

Gender : /... | RaiNboW” | @ o ot o
Children’s BirthRight
ospital evamyaowuosmm_s

Out-time : {ﬂapfn Tttokes @ mgm bl

a

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNOUT  Timer.ooovooooo

Does Patient have a:
Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

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

Yes, and Adequate Intravenous
Access and Fluids Planned :\?uo [1NA
Blood Units Reserved UYes OONo CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? !

OYes :\Np/
OYes O N/

s CONo CINA

Signature :......... vﬁ% .................................

\

SIGNIN  Time:.. il L,Q?h
Patient Has Confirmed
Identity - /ufe’s' TNo
Site /w" “INo
Procedure S CINo
Consent TINo
Site Marked UYes CNo uLﬂA/
Anaesthesia Safety Check Completed 5 CINo
Pulse Oximeter on Patient & Functioning s CINo

Confirm all team members have
introduced themselves by Name and Role .*¥és [1No

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
|_—Correct Patient (Check ID Band) ~Yes [No
Correct Site [L¥es TINo
Correct Procedure _LXes TINo
Anticipated Critical Events
Surgeon Reviews:
What are the Critical or Unexpected §>
r Duration
e e

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerni? i EXes_,Ech’)' [1NA
Nursing Team Reviews: o O

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

issues or any Concerns? 7f8s [INo [1NA
Is Essential Imaging Displayed? /?Yﬁ CINo CJNA
" gl fee

Signature :

Name ﬁgyﬂv ........................................................

—_‘a
Py

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded <7 Yes T1No
That Instrument, Sponge and Needle

/;{Yes T1No

Counts are Correct (or Not Applicable) CINA

The Specimen is Labelled (including

patient name) _~Yes LiNo CINA

Whether there are any Equipment

Problems to be addressed ClYes [+No CTNA
2

To Surgeon, Anaesthetist and Nurse:

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

)\’es TNo

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

CONSENT FORM FOR GENERAL / I, “oem  en's ‘Eiﬁtﬁiﬂﬁf
REGIONAL ANAESTHESIA/ im0 o ZL. | PG,
moNiTORED ANESTHESIA CARE IRy

Patient Name : N:'MfBHm—perDGVI A8 7 e
UHID NO: :3NH. -0 Q015 2.2... Surgeon Name: %MG&!\ :

...... Gender : Male O Femay/

RO/ 2 2 €

Anaesthesiologist : %T'Qg—aal\a ..............................................................................................................
Operative procedure planned : TAL. LARROS: @ PEC  MYS TERECIWY . BELHIN B

SR AIWNGD 0D IO PELID i -/ FRozen SecTION
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body fof 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 [ Hypertension [ Diabetes mellitus [ Renal failure

- [ Hepatic disorders O Shock OO Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
I.:I Incapacitating Cronic Obstructive Pulmonary Disease
D0 NI oottt ettt ettt e st d AR b b2t £ A e AR S E kA ARt kAR R e ARk R et b s b s b st enen

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon (Ume my patient

Mm&%l\mcbé\d the above mentioned
—Toroe.... A NeORuscorIC. . HYESTC RECTOMY. ...
- /— FRoz- M

" | authorize and give consent for anaesthesia ( O Regional / C}&eneral Anesthesia / CJ Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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




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

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

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

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

- Pregnant: O Yes 0
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness :
v *?_}C]—‘l
Signature : nga? .................................. Signature : ......... S WK;L{ ...............................
NAME © oo
Relationship with Patient: IR=120'0 e Date & TIME : ..o IHWZ*(ZQ P M :
sz Pt <
Date & Time : ﬂl%m .............. (ro

Doctor (who is taking the con(s}oﬁ) !

SIORAMIG. ;- ccivrscsssmmmnesons o e aer N

Name : .oooveveverere DYWN\X ...........................
Date & Time : 3)1/’“’% ............. (52 My



Rainbow’ ® - C
INFORMED CONSENT FOR SURGERY OR ﬁguslgirtea.rs .Emﬁﬁg&
SPECIAL PROCEDURE o | O s
Patient Name:m.“.’é......B?’.).‘.—’.‘.\Z}Q.Q.‘...Q?.h.?)..............,.. Gender: C1 Male = Female Age:........G.. ......................
UHDNO: ... M- 0001 SE2 20 . Date: ... 11212024 ...

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
the hospital staff responsible for any untoward event thereof.

..... B !ecrf’,:}‘@cw\f“'f\ﬁc"m
..... Iy s adpacent . ogen,. Bosl i Bedden. . ent.. Alacd SHL ..

. Che wofﬁéuwf*\oﬂﬁﬁﬂm,ﬂﬂﬂuom‘memm““Cvxnmj‘“’rﬂ .......

My signature on this form indicates that

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

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

3. Ihave had achance 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 of the Doctor who is performing the Surgery / Procedure: s meaMUJJJ .............................
Consentee :

Signature : ......... T ——— Horeaerestersens
VH iR A =

3 T B PR SR A

Date & Time : QWHQ%@\Q\P\N\ ‘ \- RelatiO.HS.hip \.N‘rth Patient: Q{\Dm ............
—— Date & Time : G{[&\l ..........................................

Doctor (who is taking the consent) :
Signature : ’QQ@LQQ/D/V’) ................... é

N 2T T | T N, <. .
Name : ..o AYNATE/ .va Naouseena .
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Department of Anaesthesiology
PRE-ANAESTHETIC EVALUATION

Name: MV%HAJIN’ ...... DEVI .. A ..'f.'./../:ﬂ\ge:

Date: ................ 8/? ............................. Time: .......... ,?”
Diagnosis: MC"/’““ ...... /ﬂﬁﬁ]ﬂf ......................

B.P/ CRT: &L QC RS ot / M Weight: #.1.19.

| éaf..

"

Rainbow” ® n: o
Children’s BirthRight

Hospita| . BY RAINBOW HOSPITALS

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

............................... UHID.No :

Proposed Operation: LOY) ’TLH '7

oo

7 -

m

ASA Physical Status: 1 B2\JE{D4 05

, ’ ’b I.aboratq)r! Data:
3 - D A I
'7&/ Hgb: g f)se S Proj(e:n Q-f P
POMY oo SlDC Urea: .......... 4% o AD; e ‘(} e g“r—-é.ﬂv’/
WBC: . creat: ... 0005 . Total Bill: it AT AN
Plate: . 6 b [(EH— 1% . Dir. Bill: . .QA/ Blood group: Af °£ nglo ,_,,,z,,,g,{;“f 4o
PT:..... |L K: s -5 . LDH: 0 q0.. Ao SceroTic
PTT: .. Q") ?’ CaH+1 wovrrrereereessnrsnes AlthDS ”{C T4 q' Ieb.... ks A:)R Tx
AT INR: 030’ 411 Mg++: ....... P Amylase: . ’ = TsH.. ?”?é Mm{:ﬁ)} Tffi‘_;r (%-6
| oo = ) g
O :r T oe! jot = L& ... SGOT/SGPT: ! } 6 Allergies: N ICDA -
il Hisory: 0% 470 C Jupun No HJO (aD° l TiA') patpilahors” | ynope *

RESP No H/o pA° }f‘ra /pnfu-’nmmr"lwwb" Dibetss: /gy ~ DIAPIETIC

" No J’e[zuw"[ N

0A™

Renal: Ao CALCUL)  [UTL-

vt/ G- o~ qurdileDiek Yeulor

Physical Activity: ™M e T< > Y / NYHA-L.

Others : Pqu

al FINN - Lah wqm

, Hypbyrod en wedialion

Past Anaesthetic History: (ap MiWWi L‘[ uﬁ—[ 7 > R{,ij)

[bac LTI

Physical Exam: /1 \ 0 y¢ }LL’

Airway: MP1@3 4 Mouth Opening: AD . Mentohyoid Distance: @vﬁﬂ) Neck: @ Teeth: INTACT
ngs: P (demn (dannoalby
Heart: Cib824 Mo

® CNS:

o

;-

Pregnant: []Yes [INo [INA™

Anaesthetic Plan: CIMAC [ REGIONAL MM

Venous Access Sitgrip | P/qe s4/Spine Exam for regional : MA dtuu / (HC(/
=

i i i - TMT- il mtd ﬁ”w- “Jﬁm—dﬁg’t
Peri-Operative Plan Explained to the Panent:_;Xes/D No MET = F— ) HIL ’3 -
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: ) d— Q’)(P WU}
~ R 1. DVT Prophylaxis :
TH\!(LO NOLM 50my ! i 0RAL<:Watef/0RS 2 Hours———
YW ot 0 i Others 6 Hours
s TLP NOLOL =t A’m‘ (’_(’_’DK [p L E 5M9 3. Informed Consent: E‘S@d 0 High Risk
4. Post Operative Pain Management:,@-‘ﬂ&ussed with Patient
5. Other Instructions:
-.Lotiove. f. medieing. 4. Ayrold. medine

Signature: .\...... NN
Docu. No. : R

- Bedorves..2 “F%valefh»ﬂ ......

= &P[&W}ub«dw@
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Pre Induction Assessment:

ANAESTHESIA CHART

. —
Rainbow”®
Children’s
Hospital

It takes a lot to treat the little.

i

BirthRight

BY RAINBOW HOSPITALS

l . Your Right to a Safe Delivery

L

0\
Change in Patient Condition: (1 Yos 1 No Fasting Status: W
Physical Status: | [ /Baﬂﬁdentified Bnsent Present Chart Reviewed

HR: &1

WY\ " | BP/CRT: 5

S TS0, o7 l

R.R:

i

[LastFeed; (10

Pre-OP Diagnosis: j@«b&bm’dﬁj : mhmemnonMgWMm

pats ./ 7./

z

[ Awake

- I / =R H - A
Surgeon: ....... !‘JT,JYWH{@[ ........ - OAesthesiologist: ...... /U/VVCM Technlctan:z
ME__/ L7 1A = AV !
NfL'Jsl-?{;r) ./[_JIDA///,,//////f . : S
HALOMED /! .
HALCHO RO, R[]
W1 WY T)AD () N2 [ )
= y L\é}-,pﬁﬁh']r[jn A Suppository
JL]r;p ;)[I'\)k'l) LM“? =} !C.tmt
NAT 4 v (v 1
- ; 7 a-é/\ = 00 PE
n'll - FT (& ﬁéua = Blood Lot
1Y)
FI0, / a0, Vo2 IV JD/pb [ ¥ e
ETCO, 1251 4 Hll I T R u
ECG G 1N T 123§ YA
T 2] 4
Urine Output L NOTES
~ ,g AP e 1
§§ W ')' 'l’ ] ‘( Hl7ingy] >
B8P 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180 C
Tourniquet on Time "
Tourniquet off Time 160 i - 1 - o
Pa y- [NV
Throat Pack In 40N T N H1 B
Throat Pack Out 120 a4 2
100 ¥
80 Al AR e
60 E NLAESR L
40
20
10
0 ‘
— v
LAB Values
GRBS
- Others pd
%uiomem Checked and Temp: Indu Regional:
‘/Z]/Fﬂﬁc' nal ] HME [ Fluid Warmer v [J Inhal Extremity SPBCHY: eceiecmimemmanstessragarsarme
A(GP)G R l)\-/ ] Chfig Film - [C] OH Warmer [ Pre O, 1RSI [ Spinal [] Epidural  [] Caudal
1 Culf Site; ...l . Hugger's [Z] Cotton Wool i Omem/’ OtherS: ....cvevvccennisnimnsssssssisassssesassenessensess
| M8 e L Othel s
: o N L] Other UH"?{ (] SGA POBIONG e S R e oo
3~ Temp Site SW Times: D [] Airway [] Oral ] Nasal Site:
./D/FI/[;?Mnnitar Anaes Start ....... -D ETT# 2 o NBOIS SER -...coococovsisizevenois DB cosssicsvinanmssanaisians
yﬂm Monitor OP Start: ..........0 A 5/’ [J Oral [ Na: T Cuff Parasthesia []Yes []No
Pulse Oximeter OP End: *%_ rm. t Tracheos’(wmpical ! Catheter at skif ................... CM
\_;V?uogmph Leave OR: ... 1 QOpM~| O Drug:... MALTUZ B AN Drug Name & Conc:
Ventilator Anaesthesia: [ Awake (D’Dﬁct Vision BOMIEE  vicvosscsssimsuisaiinisaviosssussiivebuseisoansossisineisiiaseios
L] Nerve Stimulator GA [ Video Laryngoscopy [ Stylette / Bougie IUSIONS ..ooeeeecss s
w Monitored Anaesthesia Care 1 Fiberopt Block Level:
Position: .. A AL HE "J-ﬁ Regional Blade# ........2.. Aftempts: ] Gnrnmants”
O ssure Points Checked DHTICUIY WIY? ..ooovoriiniisbinsinesimrsssssssssasssassessssses o
Line (Size & Location) Transportation to
BN it [ Bilat = BS [] PACU Jicu ] Other
B e C R O ~Closed Circle Relaxant Reversed  [] Yes [CINo  [INA
. WLUL ’131/} Closed Circle .
Padding O ... 1’ Other Name 0f the DOCHOT ©.......o..ovwteucremsiernensrersesessenanes
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AT — Rospial~ | () mammoasms

It takes a lot to treat the little. Your Right to a Safe Delivery
FUY I-ANAED | HEDIA GVARE UNIT RECORD

~ 20| |
Received in PACU b¥ ...... C,, \9& A"' Time Received : ..... U‘ ........... d] ....... Time Discharged : .......c..oconeieinns
R Cla - o
o 250 |V GRS ..
w 230 230 | [ O, Mask [] Nasal Prongs
g gfg gfg [ Tracheostomy ] T-Piece
@ 200 200 | [J Oral Airway [C] Nasal Airway
o« 190 190 ~ O
a. -
180 180 nf¢
= 170 170 | Vomiting - O Yes [INe Drug: g\.‘a\A-fP\?Q
160 160 )
g 150 450 | NG Tube: [ Yes PND
% s 1 | prain [ Yes [H®
A 120 {}1 7 a 120 | Urinary Catheter, [>-Yes A#TNo
110 \ 1o
b7} 100 \ = 100 | Chest Tube: [J Yes [JNo
S ol % aTes #TNo
g, 0] s 80 Nil Oral es £
N = o | wruids: ...
1771 50 50 Oral Feeds
o 40 — 40 \" &O/}
30 30
c;\zn“ g 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 ouT SCORING INTERPRETATION
ie ] i =2 — - "
S o ol G =31 ACTNITY L 5 | 2 A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Sbie to daegl breathg & a%?ugh freely =2
yspnea or limited breathing =1 RESPIRATION . . . &
Apneic =0 QUL > 2 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthelc | =2 : ’ Ak ol
BP = 20.50 of Pre Anaesthetic leve =1 CIRCULATION 7 space below by the Discharging Physician:
BP = 50 of Pre A i leve =0 s
ke AR =1 CONSCIOUSNESS 2
rousable on calling =
Not responding =0 2/ )/
Pink =2
Pae, dusky, blotchy, jaundiced, oth =1  COLOR .
Cyanulzjcsw otchy, jaundict er - c)/’ 3/
TOTAL q YO (’O
\

PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

A5 U2 o) 5;\'(0 NS -
oY |cade| 0I© AT Jv@-
o | ¢yl OIO ) A o
W peml © N A e,

r—

Pain Tool Used: [ NPASS [ FLACC [JWongBaker [JNPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name : }\A Ub 2. For post surgical patient, patient with chronic pain, patient with severe pain
. a.  Every 2 hours for first 24 hours
ANGEStNESIOIOGISt SIGNAMUIE: .. o Y e .. Aftar 24 hourg every 4 hours
c.  Prior to pain reliving intervention
Date & TIME: oo d. With in 30-60 minutes after pain relief intervention

PACU Nurse Name : .S,w’ pj’hﬁ\ ........................ Transferred to Unit by (PACU): ?/ ........... FOGJ/Z_ [ 9

PACU Nurse Signature: ..o, g.yq ....................................... Date & Time:_ 1O l}fz b
Date & Time: (D(?h(éég n C éﬁm
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Rainbow® . e .
Patient Sticker Children's | @ BirthRight
Hospital BY RAINBOW HOSPITALS
» Ittakes & ot to treat the Ntte, Your Right to a Safe Dellvery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

—
DALE! .eovereeeeev e sbssens 31— Proceture dOnB DY ..vvveeieriiueinnieninssenesessesssessssseassssenssessssenses
CSE /Spinal /Epidural Position ; .....ceeemeeee SPACE :uvererrrecrrnrerinersrrsersrssens Technique {(LOR/LOS) ..cueverernenee
[D1:]1)1) M Catheter at SKiN: ...vevreesireernecesecsseresnonans AHEMDES v e
Parasthesia : Yes/NO if YES detalls © vo....ccuvuieriniicssccssorionsiesssssesssasisssasssisensmssssssesssseeseseessssesessssnsees g
SOILtioN COMPOSTHON & crusiriereseesneerenseeresssesessssessssssssssmessenssssssronsssssssesssssssseasesseasanssaisarse \ ....... e eess e
Any other issues :
) 1erertnsieentsiastinssnestese snrs s anssassae s eeas sre st e R ata A Se heta SRt e S eEaEeEeRe Rt eeReReSEeEAnEteReSeEenseSeAeerEesAetanasastena b eses e e pan s sasnseranans
D) v e res s snasaaseas Ceehesi L b e OO b A RO OSSO RRR SRRSO E BB S s ek bbbt
Time 'nﬂ;:il?[?lgate Bolus (mi) LeitLe‘::leilght Bl'lilatergz:se FHR Comments
A
.
Delivery Details :  TIme : .cevevrnrerinene AP(%AR: .................... SVD / Instrumental / LSGS (jf LSCS Details)
Catheter Removed Dy and TP INSPEEIEA © ....ovuecveevcseesnmsonuresrsrensssmessessensrsssss st st ssasss st rsss s sbasassessar s s sassnassassans
PAHENT SAHSTACHON I vevorrsrenssrncsserssssrsmsassossssessseresserrassensssssssesensasssbs st 41RESHIHFSEOR VAR SR ER SRR A SRS SRR SR e et s bR ebmeE s m s ra R e

Discharge /Shifting ordered by

Doctor Signatre: .. SO PPP PSP

..................................
ann
-------
......
........
---------




" - PATIENT TRANSFER FORM ol

"2

Rainbo ; i
c%'.?dr‘é"#s ‘Blrtthght

W)

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
;Nu;u::::s:z IP26-00006791 G ! :F [
goe e 0stby | qbred
N T Qi o o 6
Dy hyaween ebservadion
From Unit To Unit Information to Attendant
of Pre de— Yes——— No[ |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
— — Yes| | No/:_\,,-
If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. Item Name Quantity

1, el m

——

2.

3.

4.

5.
Shifting Summary / Notes Written by Doctor YM No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

8\@”’0\& W‘W 4

Patient & Clinical Records Received by :

A NE T

Date & Time of Patient Received : q\ h’bé’ @ N \ BO?M

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
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| Chitarens | @ BirthRight
PATIENT TRANSFER FORM Fospital | \g)omene=r

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

| Patient Name & UHID No Date & Time of Admission Date & Time of Transfer Order

HNH-00015622 lPZS-OODOG'lM

L 2 qlaie (@ [154)°
\““\\\“\“\m\“\“\““““““ Transfer Ordered by Reason for Transfer

NE Ve A%

From Unit To Unit Information to Attendant

Yes| | o |
VOL o1 il

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

! (% (1)

2.

3;

4,

5.
Shifting Summary / Notes Written by Doctor :  Yes| | No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
O 0
%" g MDU!"’N lQ-O' . ,@B . \Ve "’VLQ’

Patient & Clinical Records Received by :

Date & Time of Patient Received : C’\\>f\] 6

If the transfer order time & Completion time is more thal{ 30 minutes, please tick the reason mentioned below :
[ ] Unavailable Bed || Nurse not Available [ ] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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’tt' “)E C‘C()Od ' ? qu HOS ital .mmqownos?rms
[lulubmmm Your Right to a Sale Delivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
PatientName:  Afs.s.. B ha tervts J&Qu_'!? Age: (7 \y,  Gender \r WJ\
UHID No: ”\‘\3\-\4}30”—:&‘:‘)‘) IPNo: 26- 00on 6794 Date: Jf]v (9b Tme: 1 1%P
Diagnosis: i T LM Jr
PRESCRIPTION DETAILS (Tick only one of the following)
= SNo | _. Drug Name Dosage Remarks
{ 1. | Fentanyl Citrate Inj. 50mcg/MI 100 M cq ol
: : J
2. | Morphine Sulphate Inj. 15mg/Mi
\“
3. | Remifentanil Hydrochloride Inj. 2MG Py
4. | Remifentanil Hydrochloride inj. 1MG M
Doctor Name: 'll\_, [k @Lo Doctor Registration No: | _
|y ' ‘T‘sM(TFMF JodARS
Signature: ( | —?L\' : /\' >
}
X NARCOTIC DISPENSING FORM
\ APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Disperrsefi)
~IP Registration No: Qb(m:}\:'l Date: . !2 b
SRhanr Bosof the PRBBNG {OBIBRRII 611 2 Fe .. oy U Eeeti b s vue vss s s e bebedbomihes s wodl
1. [Name: AMo% 1< ',(‘LJ(W dsuh - Remarks
L B 1 £ 4
1t L
2. | Complete postal address (with contact number, if any) (’105 2 Prow (Aﬂdﬁ‘}('r‘g -’
3. | Brief description of the illness TLH
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) Ao
5. | Details of essential Narcotic drug dispensed F Qﬁtnmif
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
i :
ql7l: & Fenfony) 0!
U
Dispensed by (Name & IDNo.): ............ W Mﬂ....(.&.’.s’...‘.‘..‘.!.?..). ................................. SIGNALLIE: ...
Received by (Name & ID No.): ....... L\ ...... ‘U&NU ........ 0 Hq L e Signature: ..... Lj}ﬁ, .........
Time: ‘?Q’ ........
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NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)
PatientName: . = . . Age: . Gender. =~
v LRI i - R TR TME 4. 2 P
Diagnosis: gl gl : 23t " AT '
PRESCRIPTION DETAILS (Tick only one of the following) ]
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI
2. | Morphine Sulphate Inj. 15mg/MI o
3. | Remifentanil Hydrochloride Inj. 2MG i
4. | Remifentanil Hydrochloride inj. 1MG TN |
Doctor Name: i ! Doctor Registration No:
Signature: e o : &
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No:,';‘......:....;..z_:.;“...l.."f:'..ﬁ ........................... T U B S e NG PN

Aadhaar No. of the Patient (Optional): ..........cooivviriiereriiiriiiiiies s esiresereraieesepaeesesesenne

1. | Name: e, Lo Loy Remarks
2. | Complete postal address (witﬁ contact number, if any) =% he Malal W05 e J
3. | Brief description of the illness o
4 Whether registered with any other registered medical practioner /

" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed

e Ll Aant:
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
; al

Dispensed by (Name & ID No.): uw,q(L!.u‘) T (1 o 1
Received by (Name & ID No.): ... bt kst oo 00D e Signature: 4. ) Lo S AR
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1t takees 3 bt 1o treat the etle. Your Right (o a Sale Delivery

NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)
Patient Name: N\j—h;u \— "_r-.& un :\‘{Q g_,‘-: Age: a7 R Gender: | . ‘:u"ﬁt
UHDNo: WMH-00c1S62% JPNe: 26-0000£7 91 Date /7126 Tme 113 FPm
Diagnosis: 1 4 07—-
PRESCRIPTION DETAILS (Tick only one of the following)
=4 S.No Drug Name Dosage Remarks
4 1. | Fentanyl Citrate Inj. 50mcg/MI
2. | Morphine Sulphate Inj. 15mg/MI S g o
3. | Remifentanil Hydrochloride Inj. 2MG a5 k.
4. | Remifentanil Hydrochloride inj. 1MG >
Doctor Name: 7 =k BYESNA Doctor Registrafion No: >
£ e TSN 'f ie [077a
S|gnatq(e.p‘:_§;/
\

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

~4P Registration No: . )( " 00006 ?9 ) Date: 'I ....................
PiRar Noof the Patient {ODUONBEY - i 1. il st st 59te soss i vi siosonis iidadsasis dannet
e ™l b | -
1. |Name: /' Hhoaon Qo Remarks
al ] 2 LA s i

: ; CTo 7 PRSI 0 ook o .
2. | Complete postal address (with contact number, if any) > : Bamain 4

3. | Brief description of the illness 1M
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) J“J {
|
5. | Details of essential Narcotic drug dispensed M 02 ), L V0
Signature / Thumb :
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
T 1 = B
-~ ‘1 = |’ '-P A .‘f)},':j'—\'" AL C |
Bignensed byi(Name &I ING i i o Bt e e ar' 1 cx vans s s i s R e DIONANISY. | B, S RS
(R Lﬁrlc 01792 Al
Received by (Name & IDNo.): ........ 5. 2 e AL TR | wA Signature: ...... i ............. %L
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NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)
Patient Name: 5., o e - Age: 77 Gender:
UHID No: y 4y, @“.,'r-. e IP No: ) roint 39 )  Date ‘ Time: 4 )2 Pan
Diagnosis: T
PRESCRIPTION DETAILS (Tick only one of the following) .
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI
2. | Morphine Sulphate Inj. 15mg/M!
3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. IMG
Doctor Name: ! (A a Doctor Registration No:
L } b i
Signature: ¢
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: ..£..... .l Zvdlo ) ' 500 s (AP | R

Aadhaar No. of the Patient (Opional): ..........cocveieiiiniiee e

1. | Name: _ Remarks

2. | Complete postal address (with contact number, if any) - bl U ool

3. | Brief description of the illness

Whether registered with any other regfstered medical practioner /
recognized medical institution ( If yes, details of the recorded)

5. | Details of essential Narcotic drug dispensed

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
Dispensed by (NEME BIB NG, i e o st et vegas Ls Aeaaan e Ko asyui s asa e a iy s oW v L1 |(F] £ M e SR 0
Received by (Name & ID NO.): ...\t MBS Ll il . ) Signature; .3.... XML e
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