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Rainbow" - e
Children’s ‘EL’:}L‘E&Q}

ESTIMATION SLIP f?g%%!m Sour Fightto3 e ey
Date: /) [(},7{ UHID /IPNo.: W NN-POplCCCA SN
Name of Patient : Ma . J.)( (/ yeg F,D/"Ltg”'(?{)ctﬁf“”: Age: (1), \ Gender: {

Father's / Husband's Name : My g[,, y/" : ' Corporate / Ogcupation :
Address : ] Phone : __ 30 Cntyp trpgEpail : REE6A (1) {9_0}
Procedure / Plan : ' ’Tg Mok ¢ : EDD/Dos:
MODE OF PAYMENT : [ | SELF [ TPA: _p/Eps Dy o0 [ |GIPSA: OTHER
TARIFF INFORMATION : ﬂ'gg Letere €
Particulars Package Amounts (Rs.)
“Room Category Normal Delivery LSCS
\1\\4ulﬁ Shared Ward
shared Ward —) H 4+ D\§
Twin Shared Ward \/( ) Deyg] ‘
Private Room ‘ £ 9 /) }» g '
Super Deluxe Room
Suite R P '1 '
N Rani + Dhatmary G Apvethadivae ATe,
Package includes Room Rent,'Nursing Charges, Room R'eg{, Nursing Charges,
e Mt th Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee

(.Pac iy . S. e v Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission)

. Length of Stay for : Length of Stay for :

Pharmacy up to Pharmacy up to
Investigations up to Investigations up to

Others '

Neonatologist Charges : D Covered DNot Covered Epidural / Entonox : |:| Covered |:] Not Covered

A ial Minimum Deposit : ! 0 : {35“-{7 /- A sz Lyt € e 0«/ -M/,w'.ff /o)

naMARKS :

1. Room eligibility is purely subject to TRA approval and the Package / Room Tariff starts from the time of admission. The estimated amount may Change a¢cording to duration
of stay, medical condition, investigations, pharmacy and any other procedure.

2. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and may not be
reimbursed by the TPA at later stage. d

3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
ete.

4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional paymentis applicable for which kindly contact the Finaneial Counselling desk between 9am to 6pm

5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, etc. credit cannot be exchanged. These items are not payable tous as per Insurance company norms.

6. Difference if any between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has to be paid by the patient. In case of
denial, cash tariff would be applicable.

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and no attendant is
permitted in ICU's

8, Tariffs are subject torevision :

9. Kindly check your billing status on day to day basis at IP Billing Department,

10. Additional Charges on package are applicable for Non-working hours and Non-working days (sundays and public holidays)

DECLARATION
I have attended the Financial counseling desk and understood the expected costs and
other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
I promise to settle the hospital bill with the hospital without any ambiguity. y

s S g1 =

L

Signature of the Client Signatory Relationship Signature of the fifiancial Counselor
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SURGERY DETAILS

Patient Name: MTSQUhfm Date of Birth: ‘Olghqg\" ................ Age: (/[0/ .....
Gender. ...... ,C/@ m’*Ql .......... ward: ... OV UHID No. 1y —000S S5

_ TP~ OOCOHEE -
Date of Surgery: ..... gléb’é ..................... 70T [10T-2 [10T-3 (10T-4 []OBGOT-1 []OBG OT-2

Date : u?’[ Lr%

Name of the Surgery o4 Lebowosopre . Hyglewedhonwy A I50\Aasy Badisinge

Time in ... e\ 2.0 Time OUt ... .. B
AMOUNT

1T 1| - | M. 5. 4 e R T RO

2. Anaesthetist : ’A"d S e RESAMA DAWOOOMM (2¥2N

3. Assistant Surgeon : ....... % ................................................................. § ]’”IMI"I'I"Immmlmll

o 4. 0T Technician gX;&Qf{W{Q'QE ................................ iR :

| 5. Circulating Nurse : ... 8{ ..»?-?3 .........................................................................................................

6. AssistantNurse : G0 e, K S‘-—Jffﬂ’\ /BT‘ATCL»VLF—

Special Equipment: u?flfparascopy [ Broncoscope & Harmonic | Morcelator
[ | C-ARM [| Cystoscopy (1 Versa Point 1 Liver Cusa

] Neuro Cusa ("] Others \/mcﬂgq,&q(g%~ﬁooo)om}/3%51)

/ - (g
Signatife ef the Surgeon Signature)o irculéting Nurse

Order No: 25'000@24}39;:? Order by: 74¥L£\AMJ/£/Q£@’ 112645,

Docu. No. : RCH /FRM / GENERAL / 114
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|P26-00006485

HNH-00015557 2
gt gy soere PR Rainbow”®
oA Y l (YUMR Children’s BirthRight
R UL CONSUMABLES, OF OT Hospital _ .“"“:Li?fi”!:.?filfﬁi
Circulating staff .. pufa ................... Technician : g ................... Date : 36'396 .......... TiMe terieeeceeee
Anaesthesia Dlspnsahleé' sued | useq | SUFgical Disposables wsusd ¥ uses | Disposables (Baby Side) | OV
ETube £ C (4. j oA | Major Pack oy’ nivitk
LMA L Y | sutures 4| Cord Clamp
ECG leads: A/P/N Qg S%‘o&h.ﬁ‘{_ l_m':f« @)f Suction Catheter
HME fitter : A/P/N Feeding Tube
Syringes :10cc @qf P | Vaccum Suction Set
05 cc _| Goves S (] F |84+ 04| Surgical Gloves
02 cc %l -;:ﬂ[ﬂ’{ﬁ ’ ':} 4(._1!3/ oA +.OK Gauze Pack
01 ec J Y | Syringe 1ml/ 2ml
Cautery plate : A/P/N OV Surgical blade ]6‘1 1) \f-—\— 1/ Surgical Blade # 20
IV set .| NG tube Koochies (S)
OFL O‘L Cautery pencil 1 0 (CC N>>=
NS : 10mi/ 100mi/ 500mi / 1000mi & | |+ O " ) Koochies (;,‘ CQ Q«}/
A{- ‘}‘DOTV\R. C.,// Qintments W AT &g
; A0 gV e oA, | Suction Catheter /| /
Fentanyl @/( 4 Cap, Mask w-t ﬁ 1
Morphine O | GauzePack =f-A oy
Ketamine Mop Pack Qr[
Propofol , Steristrip /'
Rocuronium o) ' &} Underpad o)
Glycopyrolate O |, Draw sheet
Myopyrolate Abgel ,
Ondansetron OV | Foleys catheter[ ¥ Oj
Pencan 25g/ Spinal Needle 22 /| Urobag % i/
Bupivacaine 0.25% 'P-.mz ool CL‘/ 27. | O < | Chest Drainage Catheter .
Bupivacaine 0. 25%(Heavy)' . omodrain bag
hesoies oypygen eds\4) , Bandage /

Doc. No. : RCH/ FRM / GENERAL / 125

rm oY/ Tegadem g5 g2 P
| Sessmes .j;ggmmnr{r 1 20%0] ¢ | | eben{}p mﬁraﬁ fm of
Anamol : 80mg / 250mg / 170 mg I, DoubieJdtent wa
Supridol : 100mg & | Vaccum Suction set al el
Justin : 125m|/25mg/100m/ 1. | Plastic Bed Sheet 2
T‘D‘M?'a‘oumst*—ﬁﬂ&mgwd oftv.ay 3¢ ] Betadine Solution (A% an mqm oxoel
N Gnr)ﬂ’l Microshield Cv)l o
Daman V| o] Cotton Bals @J//DUM’?J ‘T e
R efa e Hioyons /j Latex Gloves Lo | loftsad O
Qﬂ cCa o j~Ramdione Scrub " oL YEEsE g
Mo (g Qooem  [pF 5= T.UL S~ Ot 1 sl
Surgeon Anaesthesiologist Nurse OT Technician
Order No. :....'3.6..:;006.0.2-3%@3.. 2 = P Ordered by : qﬂﬁcﬂmm ..... .?;1 l:u@;zgu;rf,,,







Rainbow Childrens Hospital-Himayatnagar

¢ 4Y§

Rainbow
Children’s
. Birbrgnt  Rainbow Children's Hospital, Door no. 3-8-267, opp. Cafe niloufer, Old MLA
Hospital- PP.
“Raihom quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
' 040-48873000, info@rainbowhospitals.in
DR ANAOmIeRH
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015557 Name : Mrs RESHMA DAWOQODAN!
Age / Sex + 42Y 2M 24 D/ Female Doctor : SWATHIH YV
Adm/Reg Date/Time : 03/06/2026 10:58 Payor : MEDI ASSIST INSURANCE TPA PVTLTD
Order Date : 03/06/2026 19:17 Ordernumber  : 26-0000203982
Visit ID : IP26-00006485 Ward/Bed No 1 4F -OT / PPO-417
Patient Address . Abids Road, Hyderabad, Telangana, INDIA, 500001
S.No Descrlpliuil Generic Name Dosage Route { Frequency Duration Instruction Qty Status
1 |EeEnsK3 LAYER - FACE MASK 3LAYER |1 Nos { Once Daily 10 Days 10Nos| Dispensed
2 AIRWAY-2 80 MM AIRWAY 2 1 Nos / Once Daily 1 Days 1Nos| Dispensed
3 gfgsgsﬁ_;";,c CFTIC 1 Nos { Once Daily 1 Days 1Nos Dispensed
4 R%}gNGE S0 ML LUER SLIP | syRINGE s0ML 1 Mos External { Once Daily 1 Days 1Hog|  Bispensed
|
5 ?;‘;Jg%g?gﬁna .J[ 1 Nos 110 AM 1 Days 1Nos Dispensed
|
B ROCUNIUM INJ 50 MG 5 ML 1 Nos { Once Daily 3 Days 3 Vial Dispensed
7 [BUPICAINE INJVIAL 0.25% 1 Nos External / 10 AM 1 Days 1Nos| Dispensed
B SURGEON CAP(FEMALE) FEMALE CAP 1 Cap { Once Daily 10 Days ifdCap| Dispensed
9 SUGMADEX 2ML INJ 1 Ampule Injection f Once Daily 1 Days 1 Ampule Dispensed
10 E,IEROPINE {ATROPINE) INJ 1 1 Vial Injection f Once Daily 1Days 1 Vial Dispensoed
C)“ gﬁ??g;&?f soxugu 1 Nes External / 10 AM 1 Days 1Nos| Dispansed
12 %fgggg?&gg’ggm 1Nes 110 AM 1Days 1Nos|  Dispansod
if
13 NS 100ML ACCUE.IFE -EH 1mb Extemnal / 10 AM 1 Days 1mL Dispensed
14 gfg{,ﬁf,@”&gﬁ” NITRILE GLOVESM |1 Nas 1 Onca Daily 10 Days 10Nos| Dispensed
SWATHIH YV

OBSTETRICS AND GYNECOLOGY
Reg No : TSMC/FMR/15501

* This document is just for reference purpose only. Not 1o be considered as primary report.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 03/06/2026 19:24 Printed By : SUNKARI SANGEETHA Page1 of1
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= 2 Rainbow Childrens Hospital-Himayatnagar

Rainbow @

Children's =" Ralnbow Ghidren's Hosgltal, D 3-6-267, opp. Cafe niloufer, Old MLA
Hospital = =™ ;" ow Chidren's Hospltal, Door no. 3-6-267, epp. Cafe nilaufer,

Romens quartess road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, infe@rainbowhaspitals.in
ELECTRONIC MEDICINE PRESCRIPTION

MRN : HNH-00015557 Hame : Mrs RESHMA DAWOODANE
Age [ Sex 2 42Y 2324 D/ Female Dogtor 1 SWATHIHY

Adm/Reg DatelTima * 0OA2026 10:58

Ll LA

Payor 3 MEDIASSIST INSURANCE TPAPVT LTD

Order Dato * 0310672028 18:17 Ordemumber 1 26-0000203983
Visit ID : IPZE6-D0006485 WardiBed No  ; &4F-O7/PPO-417
Patlent Addrasd ! Abids Road, Hydarabad, Telangana, INDIA, 500001
SHa Dascription Ganerk Name Dasage Rotste / Fraquency Duration Instrugtion Oty Statup
1 TOLEYS CATHETER t6- 1hoe Externad 1 10 AM 1om yhoe|  Dspensed)
2 AECAURIENTIN INS E00MG 1803 1 Onca Daty 10473 TNis Drsparied
3 | EOL SUPPCSITORIES 1hios Exwrnat§ Once Dady 10 1Nos|  Dmpanses|
4 | memevRenOM ez 1ot Inpection £10AM 1ty 1Nos|  Dwpornieaf
8 |ereitiiey ™ CUFFED 1hoa Extemal {18 AM 10my 10| Dapersed|
6 | s0omMLCLOSED SYSTEM m’étgﬁgﬁﬁ 1 Bote 7Once Dady 2Days 28s%| Disperseg]
v |mors 30x30 seuy 85 XoRAY [MOPS 20%308 PLYDATT |1 8o TOnos Dty 10 hos|  Dupenseaf
s :"‘f&%ﬁ’.‘,fw" SRECELLEDPLATED |y poe Extemat Onca Dady 1 Days YT - e—
5 |oounpazeI MG ML v Exterd  Oica Dy 104y tvnl|  Daperinal
1 gﬁﬂgﬁ”m PoQ [ss'r:;\gﬂfs)mmm THoe ¥ Oriow Ciay 1Days Ihoe]  Dispansed
N [surcicas sace s SURGICALBLADE 15 |% How Exiorrai s Choce Dasy 10808 Thos| Cmosmed)
12 ;l:sos-mkmczn'ruszs mog«m‘mﬁu 1Nce | Extrnai s Onca Daty 1022 1Nos|  Dispensad
13 [LOXLIDOCANSPER PATCH ¥tics Enternal ) 10 A0 108 thos|  Dapensea
1% v v, o | stamal s O tiasy 10 1Nos|  Diparmad
15 |IRRIGATIOF LR SET) IRRIGATTOT.UR SET) |1 Hos [2xtoreal 1 Onca Daty 10 1hot|  Dapemea
15 |URSOPHARTNGEA TUBES JRASDPHARYNGEAL |y pos Exiernal§ Oros Dby 10m Thos|  Dwpemed
17 |DSYRINGE SMLINPRO}  |SYRINGE Swe. tNos Externaif Onca Daty 10078 Ghos]  Dmpemad
18 [surGicaL BLAGE 11 SURGICALBLADE 11 |t How Exvernst 1 Oca Daty 108 Ihos]  Dapemiod
1w DICLOCRNGCIC AML 1N t Hos Extecnal 7 10 AM 10ays 1 hos| Deapeniaend
20 |DSYRINGS ZSVUIMPRG)  |SYRRIGE 2wt ™ Externatd Orcs Daty 100 3hos|  Ouapenmad]
21 |vacouwe sucnonser  [LRTCUMESUCTION 4y, 1008 Daily 10ape 1Hos|  Dwpanand
SGLOVE FL.OSUAGICARE} | BURGICAL OLOVES 70 |1 hos Exsernatf Oricw Daly 10 2nea|  Orapanead]
| i usen - 1hos Extemat{ Crca Dty 10 thos|  Dbpansad
24 | Encorm Microptc ploves-6.8 [T 10nce Doy 10ems 20|  Dovorsed
2 |uvoevRouaTE-bus e 190 10nce Daly Doy 1ampus| Dupensed
2 |ecarLecTraoes ot |eecTrooes aouty  f1mos Exismat £ Oncs Dady \Dap 3hes|  Droenead]
I .g‘é?‘m‘"‘"m ™ Entans { Onca Daly tCays 1hos|  Onspensas
w |GumErssizeaes  [oaueracanays] g, Extama fGoen Dty . Y
. DEXAMETHASONS INJ 2M, 1hos 10ncw Dy \Dan 1vial|  Ospensed
MGT-ROF 100MG $0ML ™ ingsction § Onca Daty 10y anos| Dupensad
3 JEOROGUREDAENALINE) 1val Extornal f Orece Dady Y0on 1vial|  Dupentad
32 |SGLOVE86.5 (SURGICARE) [SURGICAL GLOVESES [1Nes Exiemat t Onca Daty 10aps 3noa|  Drpensad
1 RS0k crosen e 1tioa Ecupmad { e Dady NDapr PYTS J-ewe——
M '}m";‘mf‘éﬂ:@” I Noa £ ctemai § Onca Dty Days Inos|  Cupensea|
13 Jeomonpuiszousnog [[OTTONBAUSZGS 0, i £ Orce Disdy 1 Days thosl  Depwmed
) DEYRINGE 10ML (NIFRO) SYRINGE 10ML 1Nox Exiernal f Once Dady 1 Days O Ncs Drpemned|
a7 |JesTH SUPPOSITORES 100 1hoe Exiamal { Once Daty 1Dap 1Hos|  Dupanteg
3 fonokwopiremazmL  [SADANSETRONIMG. 1y, 10nce Dty Doy 1w} Decersed|
» E?g&fﬁ‘um‘;" TECADERM 1582 1Hen Exiawria [ Orce Dty L bk 4Nos|  Dhpwmad
40 [FOMUANZ SOLUTION 10% ™ Exlomal { Once Dy 1 Days 2h0ef D
an 'ﬂ:gg’“—"mﬁm"' 1how Exwenal£10 AM tDaps tHos|  Dloensest
SWATHIHV

* This document Is Just for reference purpose only. Not 1o be consldered ss primary report,

Note
* This prescription is valld only for specifind duration.

* Do nat refill medicines,

Pralad Natalima NARMANIR 10-74 Printer Ry SIHINKARY SANGFFTHA

OBSTETRICS AND GYNECQLOGY

Reg No : TSMC/FMR/15501

Parm 1 11
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ke Rainbow ® - .
| Children’s BirthRight
Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
Name Mrs RESHMA DAWOODANI UHID HNH-00015557
Father/Guardian Mr SAHIR DAWOODANI Age/Gender 42Y 2 M 24 D/ Female
Address Abids Road, Hyderabad, Telangana, INDIA, 500001
|
| IP No IP26-00006485 Admission Date 03-06-2026
|’ Ref Doctor Self.

| Discharge Date  (05.06.2026

| DISCHARGE SUMMARY

Consultant
Dr. SWATHI H V
MBBS/MS

| TSMC/FMR/15501

‘ Diagnosis: P2L2 WITH 2NVDS WITH ABNORMAL UTERINE BLEEDING -
ADENOMYOSIS + OVULATORY DYSFUNCTION WITH HYPERTENSION
& WITH FAILED MEDICAL MANAGEMENT

TOTAL LAPROSCOPIC HYSTERECTOMY WITH BILATERAL
SALPINGECTOMY DONE ON 03.06.2026

nnnnnn THNAGAR BANJARA HILLS R HYDERNAGAR KONDAPUR OUTPATIENT CLINIC redited-V SECUNDERABAD 4 KONDAPUR L B NAGAR NANAKRAMGUDA
3640 53100 Emargenty 3 040 - 4246 2200 oy 3 [ 3 0406951128

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs RESHMA DAWOODANI | UHID HNH-00015557
IP No 1P26-00006485 Admission Date 03-06-2026

History: She presented with complain of Heavy Menstrual bleeding since 2
years on and off , took multiple cycles of hormones .Pap smear and
Endometrial Biopsy done in April 2024 showed Proliferative Endometrium .
USG (25.05.2026) showed Bulky Uterus (99*%54*58 mm) anteverted,
anteflexed, Adenomyosis, ET - 18.9 mm, endometrium thickened at fundus
with Bilateral ovaries Visualised. Endometrial biopsy done in view of Thickened
ET showed Secretory endometrium. Patient admitted for Total Laparoscopic
Hysterectomy with Bilateral Salpingectomy .

Menstrual History:-
LMP- 21.05.2026
Previous cycles: Regular

Obstetric History: P2I2, 2 NVDs, LCB -15 years

Medical History: Hypertensive since 7 years , on Tab MET XL .once daily
H/o asthma attack 2 years ago for which she was treated
H/o lron injection infusion 2 years ago, h/o renal stones 1
year ago

Surgical History: Nil
Allergies: Nil
Family History: Mother - HTN, Father- HTN

Investigations: Enclosed.
Blood group : " O " Positive

Surgery Notes:
Operation performed: TOTAL LAPAROSCOPIC HYSTERECTOMY WITH
BILATERAL SALPINGECTOMY

[ ———
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Rainbow®

w | ® BirthRight
Children’s BirthRight
Hospita| . BY RAINBOW HOSPITALS
Y-ULTFiu]hI toa Sale-dm:ry
Name Mrs RESHMA DAWOODANI UHID 5 HNH-00015557

IP No IP26-00006485 Admission Date 03-06-2026

Indication: AUB-O + A

Operative findings:
o Uterus - 8 weeks size.
e Omental adhesions to right adnexa - Adhesiolysis done.
Bilateral fallopian tube - normal.
Left Ovary- bulky
Right ovary- Normal
‘ Rest viscera normal.

)

[ Procedure:

e Total Laparoscopic hysterectomy with bilateral salpingectomy was done.
Specimen retrieved by Vaginal Marcellation and sent for HPE.

Vault approximated with Stratafix no.2.

Irrigation and suction done.

Haemostasis secured.

Bilateral Ureteric Peristalsis noted.

port site closed with clips.

Procedure was uneventful.

Post-Operative Notes: She was closely monitored in the postoperative

| - period. Her vital signs remained stable. She was encouraged to ambulate. On

' first post operative day Foleys removed and she voided spontaneously. She

was shifted to room. Her general condition was satisfactory and she was found

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

HIMAYATHNAGAR BANJARA HILLS (JCL NATH & NABL Accredited)  MYDERNAC GAR (4 ed)  KONDAPUR OUTPATIENT CLINIC v pd-IVF)  SECUNDERABAD KONDAPUR
wy 3 040 - ABETIOND gency 3040 - 4466 5555, 91009 25516 . 040 - 4246 2300 e 3040 - 4246 2100 mergency 3 040 - 4246 2200 1040 - 4246 2400 040 - 7113 1333

© 1800 2122 @ www.rainbowhospitals.in




Name Mrs RESHMA DAWOODANI | UHID HNH-00015557

IP No IP26-00006485 Admission Date 03-06-2026

Advice:
1. T. Ceftum 500mg (Cefuroxime axetil} twice daily (9am-9pm) till
11.06.2026 after food.
2. T. Pantop 40mg(Pantaprazole) once daily at {8am) till 11.06.2026 before
food.
3. Tab Enzoflam(Diclofenac 50 mg+Paracetamol 325mg+ Serratiopepetidase
15mg) twice daily (10am- 10pm) till 11.06.2026 after food.
T. Zincovit once daily at 2 pm for 1 month.
Soft diet for 2 days (till 05.06.2026) and normal diet from 06.05.2026.
Continue Tab. Met XL once daily as prior .
Collect HPE report.
Inj Clexane 40 mg sc at 10 pm,-on 5/6/2026 .

© N O WA

Review with Dr. SWATHI H V after 1 week on 10/6/2026 at Rainbow
Children's Hospital with prior appointment (Review consultation will be
charged).

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

Patient/ Attender
In case of emergency like bleeding, fever [please refer to postpartum book for

further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Children's Hospital or just dial one toli free humber - 18002122,
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Rainbow" . o
Children's | & BirthRight
Hos pital . BY RAINBOW HOSPITALS
| Your Right to a Safe Delivery
Name Mrs RESHMA DAWOQODANI UHID HNH-00015557

IP No IP26-00006485 Admission Date 03-06-2026

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

~
] ~

(V Registrar/Resident/C.M.0O

o Consultant
| Dr. SWATHI H V

! TSMC/FMR/15501
\
\
\
\
|
|
)
\
|
HIMAYATHNAGAR BANJARA HILLS 5 HYDERNAGAR (4 ted)  KONDAPUR OUTPATIENT CLINIC (JCI Accraritad SECUNDERABAD KONDAPUR L B NAGAR 4 NANAKAAMGUDA
» 1040 - 48873000 1 040 3 meoyency 30 margency J 040 - AZ46 110 imerg 040 - 7 3 : 3 04069313233

1040 - 4246 3300 0 - 4746 2100

@ 1800 2122 @ www.rainbowhospitals.in
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Rainbow” . I
Children’s | @ BirthRight
Hos pita| BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

PATIENT TRANSFER FORM

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
::HR”":"“"A 1P26-00006485
om0 sloho @ V0GR \akl © \@ %0 h Y
m ”mm”mm""m ,m m”" Transfer Ordered by l Reason for Transfer

DR

TAH

From Unit

mycV

To Unit

@ L’bOQ

Information to Attendant

Yesi  No[ ]

Number of Sheets in Clinical File

Number of Imaging ans/

Personal belongings including
clinical documents. If any handed

over to attendant
< Yes| | No| |
=9 - If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

; @(’ e Soombl (_D

2

3

4.

5.

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

Name & Signature of Person who is Transferring

i O\AD‘MM\&_U\

Name of Person Ordered Transfer

Patient & Clinical Records Received by : ]2 C

yeeng

Date & Time of Patient Received :

C 14~ nlfoe

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

1 Nurse not Available

[ ] Available Bed not ready
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Rainbow Childrens Hospital-Himayatnagar

-

Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
TEL NO :040-48873000
iy i WEB : https://rainbowhospitals.in

Children’s ™
Hospital

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

ADMISSION SHEET

IRNALRIRRE R LERRLR IR LR AR I

Registration Details :
Admission No : IP26-00006485 Admit Date : 03-Jun-2026 Admit Time : 10:58 AM UHID : HNH-00015557

Patient Details :

Patient Name : Mrs RESHMA DAWOODANI Age 142Y2M24D

Guardian : Mr SAHIR DAWOODANI DOB : 10-03-1984

Gender . Female Religion 3

Occupation : Martial Status

Address (H) - Abids Road Hyderabad Telangana INDIA Phone No : 9705040408/ 8886342801

pRaRt E-mail : 9705040408@gmail.com

™

Admission Details :

Bed Type : TWIN SHARING Bed No :PPO-417 Ward Name : 4F -OT

Room No : PPO-417 Admission Type : First Visit

Contact Details :

Name : Mr SAHIR DAWOODANI Relationship  : Husband
Contact Address : Abids Road Hyderabad Telangana INDIA Phone No
500001
e
Signature
P
Doctor Details :
Doctor Name :Dr. SWATHIH V Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self. Phone No
Co-Consultant
Payment Details : Deposit Amount  : 10000.00
Payment Mode : Cash Payor Name : MEDI ASSIST INSURANCE TPA PVT
LTD

Printed Date / Time : 03/06/2026 11:08 Printed By : 015898 Page 1 of 2
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MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEEDURE
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MEDICATION RECONCILIATION FORM

Drug Allergies: /E’Nﬁt known any Drug Allergies
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BY RAINBOW HOSPITALS

. Bi . -
Children’s . irthRight

It takes a lot to treat the litte.

Your Right to a Safe Delivery

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

Shifting FrOM: ...oeevece et Shifted 10: ...ooveeeceee e
SN0 | (GENERIC NAME CAPITAL LETTERS) (g, mes) | (PO, NG, S, v) | FREQUENCY | ptt ?gﬂ?,%fﬁg
10 wie—t %l A\RB RO O %\L ¢ 50t

2 | <y - CRINLR N [ ATAR %@ D aq,é Oc =dc
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4 LJC [LIDC
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8 C¢ CIDe
9 LJ¢ [CJDC
10 OOC [CIDC

MEDICATION HISTORY RECORDED / VERIFIED BY

* C- Continue, DC - Discontfnue

Date & Time : ............ glﬁ[}ﬁ .............. Urzﬁ-ﬁ/"‘(\ ...............................
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1t takes a lot to treat the litte Your Right to a Safe Delivery
Early Warning Observation Score Chart - Obstetrics
CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE 02 NGE OR TWO YEL %&COHES AT ANY ONE TIME
Date » e @./\Am - W IR S,
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Early Warning Signs

[ Obstetrics and Gynaecology ]

1 Yellow Alert :
Repeat Observations
in 30 minutes

o

£ N [ X
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Se_t-of MEOWS Observations
" Observations in 30 minutes
N A \ Y,
- ™

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and

A e Repeat Observations

in 15 minutes or continuous
monitoring

* The Modified Early Warning Score (MEOWS)

Ce
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It takes a ot to treat the itk Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

[A\ (/_9 TDiar:\: [ 8)

(19)

11

12| 1 @

10 11-] 12| 22134415 ] 6|7

> 30
21 - 30
11-20
0-10
94 - 100 %
<94 %
Administered 0, (L/min.)

RESP
(write rate in
corresp. box)

Saturations

40
39
38
37 .

2,dwap

36 {

35
< 35

170
160
150
140
130
120
110

39

100

ajey Weay

20

80
70

60

50
40

190
180
170
160
150

140

130

120

110 \i‘

N

—
-

100 \

-
anssaig poojg jojshs

90
80
70

60

‘_ ' 50
H 130

' : 120

110

100
90

>

80 -

70

60 Z

CE:

<q:7

50
40

e
Inssald poojg dljolselq

NEURO Alert

RESPONSE Voice

Pain
v
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Protein + +
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Normal

Eachin Heavy / Foul
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Green
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TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial




[

Obstetrics and Gynaécdlogy_ ]

Early Warning Signs

3

1 Yellow Alert :
Repeat Observations
in 30 rpjnutes

.

4 N[ A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\_ / N J
4 D

~+  Repeat Observations

monitoring

\-

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and

in 15 minutes or continuous

* The Modified Early Warning Score (MEOWS)

- - DC
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Sheet No. : ..........<].... L I

"
1. All measurements in ml.

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

216 : Intake e Ot [ st
Date | Time (l)\!fa}lti’ri% Route NG | Diarrhoea | Vomit |Drainage | Urine Dg’ggﬁgg h?ﬁge
Mouth LV N.G
08:00 am \ ( ’ ~
w7 T PO
10:00am | PA TT (oo Al pt A o | \ Y
ooan | W[ p [ledn) | T 1 )
1200pm | \2A_ -~ \@Qkf —4 \
oroopm| AL P Noed’ ¥
Total Intake :  \ QJANOY ) ) Total Output : [
0200pm| g | . |le
\(g 0300pm|pe | W : fj/g""‘{ﬂ(
Muen ST o gt
2\ [wsom| gV g oL
0600pm| po | Nleg . P
07:00 pm Q{ M 5 ) | NA) . 1 A
Total Intake : A~ 0 290 0n) ~ Total Output :” e O
0800pm| @8 | W 20 = EV'F&E
09:00 pm -QL’ & s ) / ),
1000pm [ANC | O Rond U
v [ DS (8| @ov? TPt
20| )b | B @B Son
0100am [ yab | () [Qo M A 114
Total Intake : -\ %gv\() . Total Outpul:éﬁ% M S
200am [DYWS [N2w) | QoW '
i300am| pL | 3) lawvw - )
0400am| 7 (| @owp /
05:00am | ¢ | ‘{) LV | B
ooam| P | v QoM <L en W
0700am| R \_ jﬁ\ W 4
Total Intake : U‘;@O { o Total Qutput : 50OV "
Total 24 hrs. Intake \a D0 r"\" ’ Total 24 hrs. Output S )/0(‘/‘)( .

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




6-00006485
 HNH-0001585T ooo::‘
i ""o::ﬂm avamzo  ©

i

Sheet NO. & oo

— e R
2z

Rainbow” . N

Children’s (L BirthRight
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It takes a lot to treat the litte. Your Right to a Safe Delivery

[ FLUID CHART |

1. All measurements in ml.

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

s

| Nature
Date | Time | ofFq

NG

Diarrthoea | Vomit |Drainage | Urine | Phiebitis | Sign.

Thrombo-
Score | Nurse

N.G

N08:00am | D |

{ -

\g 000am| @9 |\\6D

00V ] am?

10:00am | §Q ]
it#am|

00

12:00 pm

01:00 pm

Total Intake : W

Total Output : Wdefl%

02:00 pm

grwﬂpm
\(0\ 0400 pm

05:00 pm

06:00 pm

07:00 pm

~ Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am |

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake
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L Chidrers | B BITthRigh
CHECKLIST FOR THROMBOPHLEBITIS o e e
516 DAYA DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE 'y E w M E M E N Remarks
: No signs of phlebitis / L
1 IV site appears healthy Tt 0 N | VA p&’ @
One of the following signs is
gvident : Possibly first signs of phlebitis L
. * Slight pain near the IV Site / / Observe cannula 1 & Ny L()R/ /V 4
* Slight redness near IV Site o
3 Z\;\;O;JJE&TOIIOWlng Signs Early stage of phlebitis / 9 Y ,y )9
Pain at IV site Redness Fesls Ganna Nz [V | F
g\l,llgér:? ? RZATY S 3B Medium stage of phlebitis /
4 S Resite Cannula Consider 3
Pain along Path of cannula /V A
Redness around Site Swelling Treatment pr M 'OM
A"- it followmg‘slg.n s are Advanced stage of phlebitis or
evident and Extensive : -
& Pain along Path of cannula the start of thrembophlebitis / 4

Redness around Site

Re site Cannula Consider

wh

Venous cordpyrexia

Swelling palpable Venous cord Treatment A2
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redness fﬂﬁ?ﬂ:ﬁgglﬁi}gﬁ? {%e - 5| o Y ﬂ/’?\
around Site Swelling palpable
PP Cannula AZ)"\

Signature of the Nurse

2.

Qe

NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation

Signature of War@arge -

Signature : ........\

Signature of Shift In Char&: :

Signature : ........ocoo...... [/ S— Name : ..ocooevenne, .

Docu. No. : RCH /FRM / CLINICAL / 137
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0}1& site should continue for 48 hours post removal to detect post infusion phlebitis.

Name : ...... MHJ/\U’M\ ..................
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BRADEN 'Q' SCALE

"2
Rainbow"
Children’s
Hospital

I takiss a ot to treat the littie.

.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘Birthnighf

Date :

Time :

s16

Z\6

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

4. No limitations:

315
FTZ

KAl

2p1¢

Mobility Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. ‘bf t,’ \-f
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
"Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity"

Confined to bed

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

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

Walks outside the room at least twice a
day and inside room at least once every
2 hours during walking hours.

Sensory Perception

1. Completely limited:

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

2.Very limited:

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

3. Slightly limited:

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

two extremities.

4. No impairment:

Responds to verbal commands.

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

ik
;
7
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Moisture Degree
to which
skin is exposed

"oisture

1. Constantly moist:

Skin is kept moist almost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

2. Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4. Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

\ SHEAR
\ + Jccurs when

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

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2. Problem:

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.

3. Potential problem:

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.

4. No apparent problem:

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| High Risk: 10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

70

)

Evaluator's Name

AL S | =



. s B
Supporl Surfaces
Risk Score Category Action (Please Note: Oniy required for children who are deemed at risk due
to altered mohility, consider occupation therapy referraf for advice
. Regular Turning Schedule _ .
Enable as much activity as possible High density foam mattress .
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear ernaling presstire Matlress overiay
Advance to a higher level of risk if other major risk
factors are present
High density foam maftress
Use the Same Protocol as for “At Risk” Patients -
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk tn 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 matfress
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 iyt | W OEERGNRGS
/.l e 3 b} ().b
Date / Time /6 b
Choose Highest Applicable Score from each Category l 2 ’é \ \ ﬁ') Fall Risk Grading
Score | 0 () iy $ Peeq FA%
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level MurSt:I;:g)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 . Il
. - Low Risk 0-24 gtanga;ilil)ga
Ambulatory Aid Crutches, Cane(S), Walker 15 recau
None /Bed Rest /Nurse Assist 0 o o
: Yes 20 <
IV / Heparin Lock or Saline 7 20 ) X0 Implement
° i Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
; Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 O —
Forgets limitations 15 ; : Risk Fall
Mental Status _g — High fiex e& Prevention
Oriented to own ability 0 ~ 9.0 :
. A Intervention
Total Morse Fall Scale Score: 9.0 T 0\
Signature fq‘ >5\ < ’/Nw_
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [] Hourly safety check
(] Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
[T Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
] Use safety straps on stretchers and wheelchairs while transporting patients ] Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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Morse Fall Risk Assessment Form oo | et s
Date / Time
Choose Highest Applicable Score from each Category Sc/ore Cf /’6 Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 /4 Risk Level Mursc:';la:g}Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 a
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
. . Yes 20
IV / Heparin Lock or Saline - g & Implement
g Moderate Risk | 25 - 50 Moderaie Fal
Impaired 0 [ [:]rtevenngn
ervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 e, Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status IS = i
Oriented to own ability 0 Preventlo_n
Intervention
Total Morse Fall Scale Score: o)z
Signature @
Tick (v*) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
(] Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
[ ] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
(] Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

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



O

aet

fat
M

s

J—




o

. — 0 E—

-

HNH-00015gg,

re R IP. '
,}”"’!:":m Moo a0 ) ) - ) P _
i//‘l‘/‘/'ii”i}f”uv Mup J ' R?‘ill'ld‘ow:’ o BirthRight
IIM Children’s
lllll/llﬂl/m PAIN ASSESSMENT FORM Hospics.. .——
Pain Stofe ' . Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Factors Educated ‘Interventlon Sign
| [J Continuous | [J Acute (] Sharp I Dull ] Increasing [ Yes
3 ’6 “Lﬁﬁ\m @) [\er | [ Intermittent { 1 Chronic [J Aching [ Burning | [J Decreasing | [ No JQA ﬁl
( [ Continuous | J Acute ] Sharp [ Dull (1 Increasing [ Yes 7
2 6% 24 o) { [0 )tQQWU,_ ﬁ Intermittent | [ Chronic 1 Aching [ Burning | [] Decreasing | [/ No ﬁ Hc \
I ¥
(] Continuous | [ Acute 1 Sharp [ Dull [ Increasing L] Yes )\]ﬂ__
g/ "‘//‘Z % D/ 7z 'Oa Intermittent | [ Chronic 1 Aching ] Burning | [} Decreasing | ! No s
[, Continuous | [ Acute 1 Sharp 1 Dull (I Increasing | CI Yes N AA— |
>, M o o | 3 (M&,
O/\b\% %? > 0 ‘\} [] Intermittent | (] Chronic [J Aching [ Burning | [J Decreasing { [J No v
Lf ) s "1 Continuous | [ Acute C1Shap  C1Dull | O Increasing | [ Yes M B— <>,
//é Zoﬂﬂ") M 1 Intermittent | [ Chronic (] Aching (] Burning | [J Decreasing | [J No . o
2 | O Continuous | [J Acute CiSharp  CI1Dul | O Increasing | [ Yes N A @
f,” b Qph N / ] Intermittent | [J Chronic (1 Aching [ Burning | [J Decreasing | [/ No
[ Continuous | [J Acute [ Sharp (] Dull [T Increasing L] Yes
[ Intermittent | [ Chronic 1 Aching [ Burning | J Decreasing | [ No
U1 Continuous | [ Acute (] Sharp [ Dull L1 Increasing 1 Yes
[ Intermittent | ] Chronic (] Aching  [] Burning | 1 Decreasing | [ No
[ Continuous | 1 Acute ] Sharp  [] Dull (1 Increasing | [ Yes
1 Intermittent | [ Chronic 1 Aching ] Burning | [] Decreasing | [ No
] Continuous | I Acute 1 Sharp [ Dull ] Increasing L] Yes
[J Intermittent | I Chronic (1 Aching [J Burning | ] Decreasing | [J No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT0)
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‘, PAIN ASSESSMENT TOOLS : R

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
* . \ r
- ; SCORING
CATEGORY
0 A 1 2 |
‘ | occaslonal Grimace or Frown, Frequent to constant frown,
' Face N No Particufar expression or smile withdraw, Disoriented quivaring chin, clenched Jaw
Legs i Normal Posttion or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
_ " =T Laying quietly normal posftion, Squirming shiffing back and
- Activity maves easlly forth, tense Arched right, or Jerking .
. Numarical Pain Scala ((hstetrlc and Gynecelogy) e — =
| 1 I l 1 L I I 1 | 1 . Moans or whimpers occasional Cry[hg staadlly, Sereams of sohs
I T 1 | I ] I i | i | ¢ No Cry (Awake or aslee
- H 3 A : : ] : T ry b ) complaint |, . fraquent comglalnts
No'Pa!n * . Pt . geassured bg)?tcas[i;r:ial toyeting, | o N
) il -Gontent, relaxed ugging, or being talked t,  Difficut to consolé or comfort
Consolability o, ‘ iff +
, Neonatal Pain, Agitation and Sedation Scale {upto 1 Monih)
“iL, .
Assessment Sedation Normal Pain / Agitation
Criterla o "
Wony - Baker (Pediatrics) Above 7 Years 2 -1 ¢ o1 2
Crying No Cry with palnful 1 Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or sllent-
Trritabillty stimuli minimally with painful | Iritable ‘Intervals consolable | continuous cry
. stimuli Inconsolable
H ”’-'" Hurts Uf”“ Bt  Hurts UWB Mare EVB" More Hurts W‘“"ﬂ Let HU"S Wﬂfs‘ Behavior Stale | No arousaltoany | Arouses minimally f0 | Appropriate for Restless, squirming | Arching, kicking canstantly awake
- stimuli stimuli gestational age Awakens frequently | or
|"No spantaneous Little spontaneous Arpuses minimally / no movement
movement movement {not sedated)
Faclal Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
" Exprosslon | No expression with stimuli intermittent continueal
Extremitios | No prasp raflex Weak grasp reflex | Reled hands and | Intermitient Contintzal efanched
Tene Faccid tone decreased muscle | feet clenchad toes, fists | toes, {lsts, or finger
{one Normal Tone -or finger.splay splay
Bodyisnottenss | Bodyis tense
Vital Signs HR { No varfability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% trom
RR,BP 8al, | stimut variability from normal for from baseline baseline, 520, less than or "
Hypovendilation or | baseline with stimull | gestational age §a0, 76-85% with 1 equal fo 75% with stimulation -
apnea stimulation - quick | slow recovery Cut of sync or

\ TECOVEryY fighting ventilator /

FI =
T

[i]




HNH-00015587 4 - ”’? )
”:::":D:wf’“ i Chitdren's | @ BirthRight
A Hospital _ | {)ermmenasinn:

NURSING SHIFT HAND OVER FORM

= | Diagnosis: s Any Infection: T1Yes [INo [ Not Known
Q
'g‘ TLH C F If YES SPECIfY: ..ovevvvevieeririen e
c'n'-' Surgery / Procedure: Post OP Day:
o | Date {6 0 ) )0
g Shift 2 &P | > ¢ 20 WO
Medical Condition
g (Any special condition to be noted): | YN P N4 ﬁJ’Pf \‘)Lﬂ
& | Diet: B M N M) Ng’_“, \X.i\qllw
Allergy: 1Yes 400 | Yesg&~No | YesM\lo [ Yes Mo | C1 Yes C1No | Yes CINo
Ventilation (RA, NP, NIV, VENTI): N wa- | | -
Tubes/Drains/Catheter: 1 Yes 1 NoJ=-Ygs [ No|o1ye€ [1No [ Yes<=No | (] Yes CJNo | = Yes © No
. y |
= | Vital Signs: Temp: | abe | Ge | A% eHAGR
= g : S I
= Res: | y o YO 7.0 @@
g SpO:z: aqv‘ ' s 0|‘ q;j - qq.f' q‘Q/T?Al
2 Puse: | 0~ |44 d19 | &0
BP: |\ 1n{és” g@g@f’@ 1o [0 Ub]m
oc: |© . [T TO0A —
Fall Risk Score: | — — - =
Pain Score: e = N = T
sknintegity | __ [Apo? [ge0Q | Q0 U
Safety Needs: |1 Yes C1No|#Ves C1No [ L¥6s 1 No | Ybs (=0T Yes ©INo | Yes CINo
Physiotherapy: | 1/} Ny At —
g Others Specify: [ Yes T1No | Yes T No | Yes (NG ’-'*’%E Yes Mo | 1 Yes [JNo | Yes [1No
g Special Diet: | J R | R NRST
E Critical Lab Test / Values: ' = —
§ Other Special Orders / Medications: | Yes riNe<1 Yes [JNo (0 Yes [uM0 |1 Yes &0 |1 Yes C1No | Yes (1 No
2 |PU Prophylaxis: 1 Yes CUNOT Yes < No | 0 Yes (#Ko |1 Yes S-No |1 Yes [1No |1 Yes TNo
DVT Prophylaxis: 1Yes (NG| ) Yes (0|1 Yes A0 | Yes=No | ) Yes C1No [ Yes ©INo
ADL (Dependent / Non Dependent): | ¢ /} A AR -
Post Operative Procedure Special Orders: ;/\] ﬁ' N afll \ D sl
F
2 (S
Handed Over By Name : Q B A,;ND ) M A
Signature / ID : ﬁ/; %g: Pl {ﬂ
. 6 { 174
Date: 2lelac [ 2]V 1% ] b
Time: 9 ? nA g g éﬂn g\
Taken Over By Name : e b/\[ l\ J‘Q W1
Signature / ID : —"‘2;"/’ W}Q\ '(M) '
: AW (R A
Date: (':“ibb}@' N L[]
Time: N ahu & L

Docu. No. : RCH /FRM / CLINICAL / 097 "’"\gr\/"
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= I @
Patient Sticker Eﬁ:ﬂ? .%V.:’S @ BirthRight
Hospital . BY RAINGOW HOSPITALS
Tt takes a lot to treat the Kite. Your Right to a Safe Dellvery F
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: " | Any Infection; OYes [INo I Not Known
= [f YBS SPBCITY: vvcrcrecrsrsonrereareemernessareesesneseanes !
= Surgery / Procedure: . Post OP Day: il
g bate Shift g
§ Medical Condition N .
S {Any special condition to be noted): 1
0 | Diet: 1
Allérgy: OYes ONo [T1Yes CNo | = Yes = No |00 Yes CINo |3 Yes O No |01 Yes TNo |
Ventilation (RA, NP NIV, VENTI): -
Tubes/Drains/Catheter: T Yes GNo |0 Yes O'No |0 Yes ONo |3 Yes O'No |0 Yes O No |03 Yes No O
= | Vital Signs: Temp: | .
% Res:_|. \
o Sp0,:
A Pulse: | _ -
@ L .
BP:
LOC:
Fall Risk Score:
Pain Score: ‘
Skin Integrity
Safety Needs: [0 Yes ONo |0 Yes ONo |0 Yes ONo [0 Yes ONo (O Yes ONo |0 Yes O No
Physiotherapy: St
g Others Specify: .| O Yes ONo |0 Yes CNo;OYes ONo (O Yes ONo |0 Yes ONo |0 Yes ONo
'E Special Diet: ’
g Critical Lab Test/ Values: _ | O
E |Other Special Orders / Medications: | O Yes ONo |0 Yes ONo|OYes ONo |0 Yes ONo|OYes ONo |0 Yes ONo
E PU Prophylaxis: OYes ONojOYes ONo|(JYes ONo |0 Yes ONo |0 Yes O No |3 Yes CINo
DVT Prophylaxis: U1 Yes ONo|OYes ONo [0Yes ONo|OYes ONo|OYes ONo|OYes ONo O
ADL (Dependent/ Non Dependent):
’ kY
Post Operative Procedure Special Orders: ‘
Handed Over By Name : : . ‘, '
Signature /1D R
Date: .
Time:
Taken Over By Name : B
Signature /1D : R BN
Date: - ‘ '
Time: ;, e
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NURSING CARE RECORD

Vi~

_4 -
Rainbow® e e
Children’s (J BirthRight
Hos pita| . BY RAINBOW HOSPITALS
mmmmmmmm fitthe. Your Right to a Safe Delivery -

1 Maintain Airway and Oxygenation

[_] Relieve Pain & Discomfort

-/ﬁjntain Fluid Balance

'] Improve Activity Tolerance

aintain Good Nutritional Status

ote: .S &[G

[ Maintain Skin Integrity

9P[g/m ’@Y!VM
2 elan Med?cwh%f)

Afternoon

s thtsed 1 G
_:;me @ M
gvon Hedicbhon o

§ VZ-’ﬁaimain Personal Hygiene \/E’F’revent Infection [J Meet Elimination Needs [J Ensure Safety [] Early Ambulation Reduce Anxiety yaﬁsht&Family Education
© | [ Identify Potential Complications [ ANy Omers. SpOcHY. ..o i i s e S S T S
Time Plan of Care Time Implementation Evaluation Re-Assessment '},“é?:,.':?.‘.‘}:
DHPKER He pt S Assessed He pt
89“\ op' gﬁm H a ;¢ P ﬁ‘lﬁ
conda Hon Cefds ko : o i
£ DN R iteds | 5 P Wikl o3t Ohetes 7 wajd: {D)HU’J‘ IS
E L o p_a . €< did 4/ 7 Ao
o T Ty placeyt w o N2 f s
AVEER 12 IV oo prarlrnd it
N A |
T tondd Tt Cord
- onaortio W)
2P W2 A0 f L4 0| 3pw| > Msewed P ord %5 ok o d .
> Phn Fox Vit V/ﬂLLJ_C 1S P Vs M“*

J‘Jmé/é

o ‘Qan i}f&) h

Night

-

S

=< P\W\ %jg,gw

gpm A B or—1 gﬁm PWA@ ('r Oﬁ%/ A
Pt P‘}‘:g v VIS ethe) WRTaML ChBLE @& |
T P ot wed® | [ T ¢

A )

QXQ‘\O\E’ o) MQ

Docu. No: RCH /FRM / CLINICAL / 148
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Hospltal BY RAINBOW HOSPITALS
| ‘““\\l“““‘mu““‘“““m NURSING CARE RECO RD mmmmmm Your Right to a Safe Delivery
Date L{//é ...................
e | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort (] Maintain Fluid Balance [J Improve Activity Tolerance [ Maintain Good Nutritional Status /‘Qflvlaintain Skin Integrity
g O mn Personal Hygiene [ Preve ction ] Meet Elimination Needs [C] Ensure Safety Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications L0 ATIY OIS, SPBOIY. ...t er e eeeee e eeese et e e e et e et e et e e e e s et e et e e s ese et e et ee e e et e eaeea e s e e emnereraean
i Nurse Name
Time Plan of Care Time Implementatlnn Evaluation Re-Assessment & Signature

i %n#ﬁ V/Mgg}fm) w aﬁ
740/1%1 6N /@ 1 MM z%/@() \//W/j +) p,,L Mocd]
W =

Y .
Pl fen ek ) %@%—W Wf il
\/

Morning

l\

‘--S

[=

Afternoon

Night
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! Children’s
QT URINARY CATHETER BUNDLE CHECK LIST rospiial_ | () zrsezne

Date of Insertion: 03} ..... [% ’V’(D ................ L — o
g I '2/""" L
Parameters Date Shift Time c})\Oél'%%/ a\b
v
Need for the Catheter B’@ CINo | Lies [CINo d_u{Y_es TINo | TJYes CINo | CJYes [INo | [IYes CINo | CIYes CINo
Hand Hygiene s 1No )Z{es CINo (Ej{es INo | CIYes CINo | CiYes CINo | CJYes TNo | (IYes CINo
Usage of Sterile Equipment &Yes C1No = %65 [No {Z@ CNo | CiYes CINo | ClYes CINo | ClYes CINo | CIYes [INo
H / - p—y —_— —
Is the Collection bag below the level of bladder CYes CINo | [1¥es CINo /[ﬁes CONo | CIYes [JNo | ClYes [INo | [C1Yes CINo | ClYes [INo
Check the Tube for Obstruction (Free of Kinking) Er(es CINo es [INo /u/Yes [(ONo | COYes [ONo | ClYes [CONo | ClYes [INo | ClYes [INo
Is Catheter dated as policy #Yes C1No VD(@ CINo ,Z{es [JNo | C1Yes [INo | [Yes CINo | [JYes [INo | [1Yes [INo
Collecting bag is been emptied regularly? ﬂ‘(es “INo 5/4 CINo Zr{es [CINo | COOYes [ONo | [Yes [INo | CIYes [INo | [lYes [INo
Maintenance of closed system for the catheter #Yes CINo Q)é “INo JZ%S [INo | ClYes [JNo | ClYes [INo | [lYes [INo | ClYes [INo
Dressing clean and dry? £f6s [1No ye{ “INo )2@ CINo | [1Yes [INo | ClYes CINo | [JYes [INo 'Yes [INo
Is the line removed as Policy? Zﬁs [I1No s [INo )Z‘(es [INo “1Yes [INo “1Yes [1No C1Yes [1No [Yes [INo
v e
Performance of Perineal Care Z’%‘s “INo D’@ “INo ;)@s [INo | ClYes CONo | ClYes [INo | ClYes [INo Yes [INo
0 f New F OY /EZ!‘N/’ [(lYes Rl \DY O Y N “1Yes [IN [TYes [CINo [1Yes [INo
| O O CYes [INo JYes O 1
nset of New Fever es 0 es 5 0 es_~—No es 0
Asses for the leakage at the site of insertion /Eers “INo ﬁ)(é 1No Z’(es INo JYes [INo [1Yes [INo [1Yes [1No 1Yes [INo
L]
“ . ou//@
Name of the Nurse W y 4
Signature of the Nurse &- ﬁ/ @
_/
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HNH-00015557 IP26-00008485 ]
Mrs RESHMA DAWOODANI R
ainbow® R
10-03-1984 42Y2M24D (F .
Dr. SWATHI HV oo Children’s W BirthRight
AEREROR o S
| I||| ll I II| It takes a lot to treat the litte. Your Right to a Safe Delivery
Date of AdMISSION: ...cccveevevecreeiecriieeieenns Drug AlIBIGIBS: veevveerieeereereereesreeeeseeemsermeereesreeeesasens [] Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

)

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

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

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

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

1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time

AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

SO0S / PRN (As Required Medication)

DRUG : 'ln-(‘ DAL FENAC %?It]ee ;

Dose

Bl

Route | Frequency [Start Date

Qo |

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Y

Date
Tir'ne

™ Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

v

Date
Time

Dose

Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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HNH-00015557 IP26-00006485
Mrs RESHMA DAWOODANI
10-03-1984 42Y2M24D (F)

Dr. SWATHI HV G it “)}—U\N w ......
AT REGULAR PRESCRIPTIONS  weigt... 874, 2 War.... /-2

|

) - Cerrenh2ORe F-  [DateR\y
DRUG : INJ - L TIenh2e T

Dose | Route [Frequency [Start Date|£2 \/'yl’
VS | WY | eo |3l &
Name-& Signature of the Dogfor :
Starting the Drugs: ﬂ

Additional Instructions{ o e
X UB L. HTD @v(.,.

. q%

Daily Doctor’'s Endorsement by a Sign

pruG: Ty PANTDPRAZLE D2\

Time .
Dose Route Frequency |Start Date H !
Name & Signature of the Doctor ' | & -
Starting the Drugs: pi"‘ﬁ /&;5 ‘
- 4 3
M. Dron ¥ {

Additional Instructions;

Daily Doctor’s Endorsement by a Sign ]

DRUG :(]wi PA e ETAMOL * D2 2\b
Dose Route |Frequency |Start i)ateﬁ, N\ /

N
@ | W T [s)e]uh A S
0,
i«

NaMhe & Signature of the Doctor | |

2
Starting the Drugs: /fp 5 W b :
i -Dvea - D |
Additional Instructions: s o \) ‘\T"/ [ 4 i
g 1
Daily Doctor's Endorsement by a Sign o |
‘ Dater ]
orue : 4o Dicorenve  [pREA® Y
Dose | Route |Frequency [Start fate a NNV
]
Name ¥ Signature of the Doctor s, 1
Starting the Drugs: La /7() |
1
( i 5{ - .
‘ e ) q ..‘J /l o (—)
Alditional Instructions: YV ?'ﬁ -

S
Daily Doctor’s Endorsement by a Sign v l
Page: 2/4 }



HNH-00015557 IP26-00006485
Mrs RESHMA DAWOODANI
10-03-1984 42Y2M24D {F)

Dr, SWATHIH V

AL T

Sheet No: 1.....beeie

.f/‘/é
Rainbow" . .
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the litte Yﬁurrﬁght to a Safe Delivery

N
REGULAR PRESCRIPTIONS weignt., O > Ware . A DE—

Date

pRuG - i -ENORAEARIN  Time

h\b‘

Dose N)ute Frequency | Start Dt.

G0 elc| op  |3].lag

Name &/Signature of the Doctorx |} pops
Starting the Drugs:

%

Addition&/Instructions: .

X34

o

Daily Doctor’s Endorsement by a Sign

Dater

prUG : ooy p ASCORA - 12 - Time

Dose ﬁoute Frequency | Start Dt.

%w‘ Plol 20| #]6

me & Signature ofhe Doctor

Starting the Drugs: y

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

DRUG : TAD ~+ 0110 *Seryede

r ij;ne

¥

Dose Route | Frequency étﬁ)t.

11| Plo | BD | ¢le.

Name & Signature of the Doctor

Starting t%

Additional’ Instructions:

T . ENZDFHAM

Daily Doctor’s Endorsement by a Sign

DRUG: TAR, PANTOPAA YOG

Dose Route | Frequency | Start Dt.

gowt P/o | 0D |¢le

Name & Signature of the Doctor

Starting the Drug

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. Mo. : RCH /FRM / CLINICAL / 108
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HNH-00015557 IP28-00006485
Mrs RESHMA DAWOODANI

i
10-03-1084 42Y2M24D {F) Rainb‘;(;wa
Dr. SWATHIHV . . ™
ERDLL TR children's | & BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes a lot to treat the littie. Your Right to a Safe Delivery
SheetNo: ... REGULAR PRESCRIPTIONS weigh ....m}w,—,m e
Dater

DRUG : Tlme M

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs:

£

Additional Instructions: J

Daily Doctor’s Endorsement by a Sign

DRUG : %?;2' X

Dose | Route |Frequency |StartDt.|

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : e

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

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




HNH-00015557 1P26-00008485

Mrs RESHMA DAWOODANI
);.r-?\::'.r:cmv 42Y2M24D  (F) Weight. .. qgﬂg;(d ’LDK
Dat
e = s s e e
7 Dose Dose Dose Dose
I DRUG . Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
)
2 Name & Signature of the Doctor oo o Do oo
] 1 Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
\ Additional Instructions: pose i = pose
] Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
i VARIABLE DOSE Tlme [ Nur‘.;Slg. I Nurs&Sio l Nurs‘e'Sig J NurseSig‘
: Dose Dose Dose Dose
‘ A DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
\ Route Start Date Dose Dose Dose Dose
,‘ Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
| Name & Signature of the Doctor Dose o Doss Doe
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
‘5 Additional Instructions: feee o Roes Do
} Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
1 STAT / ONGE ONLY DRUGS
i
i Date Time Medication D?ﬁ?ﬁrﬁcst‘ic?ntger Route Signaiure Ntfses
3 0 o v/ / /22
1 TN - OarsTHOR ]I L
§ 2 Q% Rl 2 phikicd Lyow\ | () &L:f! g;f
P
! P\ - erewet - —) /, ”
: ™ [=lebs P NG it rawj "IN tgi n
! Robelee X ' CSBGLC \ ' C\), C houdis
i 2ch8 IRUSHM| tue puusATIoN A Reshsies | pad s et
u BIOLIN o | Clodp -
i \’Ql’lfe WUSHM Scpousatias | D REsPUE Fio @
{ 5\6\3& o :QOPm ‘\7"939\9 CEMMOL l ﬂm v GM )
| 1 :
.} B)GPG @snpm_éld.MoRPﬂnNe LS g IV ﬁ&
. Dictorenpc. Y %j
/ LR U M’ é‘ﬂ
E )6[26q 00| FuretkmisE ) owg v &, - “QL@ -
? V
|
Page: 3/4 (P.T.0)
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Mrs RESHMA DAWOODANI

10-03-1p84 42Y2M24D (F)
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Weight. &OP’W

_—

|||IHIIIIII||||||||I||||!|I|l|l||||| TS chART o el
| M0 | e )| Foue PR SO | SO | JOR] Dot | Hure
RINGER (@:&
%\B"h etk WP TRIC " ’w’h( ﬂf s \“)o
o | |G- 4
‘D 7
Kisem e
\’:S)O 63 N Cfri& I (I N @ 3), g = &/\f LA
2 oo & AL il ﬁ 49/
A ToEXIRE ¢ B«wﬂ M
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A
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Rainbow® ) .
INFORMED CONSENT FOR SURGERY OR ggislgir&:?’s ‘E!ﬁﬁl}:ﬁ%ﬂf
SPECIAL PROCEDURE Hospial | | gy emsouerns
Patient Name : N\TS,HQQLWMQ\ Gender: [ Mal\e/uémale .75 é}’l\fRQ
UHIDNO: covrr  ENRL = Q00 IS8T ' Date : 8]6]15 ..............
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.

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

e TOTRL L LARRRDSCORC . T STERECTOMY.... 4. BULATICRAL .. SPAPINGD:..

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.

I 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. 4

..........Q’F.Cﬁssfw.ﬁ....’Hv.ed.ﬂg.,....‘m?.cl....e H..T&M{YH&’@.«....D o hled o [ P‘rt:mCLu-c"I,
........ i MM;M%T:?.%M&..."‘D...E}QW...,...ks\cdskk..bx..u_\r.erkit,...W.Q%d.f\.. COPNOr e

My signature on this form indicates that

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

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

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

4. |havereceived 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: an'smﬁ'ih\f ....................
Consentee : Patient Attendant :
Signature : ...... % Signature @ ......c.cccoeveeeeeiveinne
Name: . YARS 1 Keshme, Name : . YR SRR
Date & Time : B\L Relationship with Patieni:
Date & Time : ... 3.\ 0\ 2226 ( S L o

Doctor (who is taking the consent) :
Signature : ............. _,Aw . @
Signature : .......... -

Name: ..... —D\\\\QUGQ"\O‘ .......................

Date & Time :
Docu. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR GENERAL / Chiarans % BirthRight .
REGIONAL ANAESTHESIA / Hospital | () mesonosms %
MONITORED ANESTHESIA CARE

Patient Name : .....M44... 2erhna f’}mocfcf\f ............... Age:..F2....... Gender : Male O Fematﬁl

UHID NO: ... ALK QOO RS T SUIGEON NAME! voooo BNt S BT Titerss ¥ toenrersesesnsesseesessessssssssecssssssssaees

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 fee! 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 f0'r 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.

[ Heart disease O Hypertension [ Diabetes mellitus [t Renal failure
" [ Hepatic disorders O Shock O Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
I.:I Incapaci_tating Cronic Obstructive Pulmonary Disease
D Dgihers :
COMMENS : ......... RA@1OABK QAL ELLIMOd Y A A A T VWMW"D“TPMM ..... 02’

Lyop o

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

AAAA - ]
.............. M /‘M'omﬂ@da‘—“’ the above mentioned operation / Diagnostic / Therapeutic procedures

-----------------------------------------------------------------------------------------------------------------------------------------------------------------------

" | autfjorize and give consent for anaesthesia (O Regior[ayzq General Anesthesia / OO Monitored Anesthesia Care as
consldered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatinents and answered my specific queries and concerns about this mater. | have read and understood the information
proviFed 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 PT.0




1 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, Geniral Venous Pressure line,
arterial line, use of nerve blocks for pain relief, changing from regional to general anaesthesia etc), which are
considered necessary by them during the course of surgery.

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

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

- Pregnant: O Yes LAt
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 concem this patient.

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

-

Pati;m@nt Attendant : Witness :

SIgNatUre & ... X L et trenrannerararerens R T1 [ 111 ¢ T S
Name : MMDMEJOGQQW Name : @w&mbmowgaw

. Relationship with Patient; .......<C . Date & Time Offélozé@ffp"’(
Date & Time : .......0LLb.[28 @ hPam .. .

Doctor (who is taking the consent) :

SIGRAILIE  vovoeeere e LT s essssssesss

------------------------------------------------------------------------




%
; Rainbow® .
Department of Anaesthesiology Childeen's Blrtth ht
PRE-ANAESTHETIC EVALUATION Hospital .3::;';?3: i
Name: ... Mdvt:... LRSI LA 1000, Age R, S 7S - A UHID.No: ... AN H =000 /S5 57
Date ’/05/@9—5 .................. Time: o M Proposed Operation: ... 70 7AL. AL AL LONT. 1)
7 Pl &
Diagnosis: ............ ok A S RIPIITNY, TR PRI WP, o st S T WX OO . s Il
A = o Biy
B.P/CRT: 8] 8¢ HR: .. Z4/nb “Weight: gé’kf‘ ASA Physical Status: 11 ..A/) 13 04 .05
\ ”E’ Laboratory Data:
Hgb: ..... ” i GIUBOSE! ivciuisiscviciscsisaiscs,  PRORIN: coire ot dasassics HIW i ihn WeRAY: ittt
POV: oo URER oo A e 5.y MBSAT.. AR ECG: ... SR, T IAVY 1 A
. Qle0.. eRt .. 2.8 TORNBHE o BB MOV L NG BB 6 )
Plate: .....22. 0. »c’h) : NEE < vnirmmain DG BIEIE i " Blood group: 0+M ? Stressznglo LV‘C,F Py
PT: !‘_ K e 1, — T it (177 M""""M "7-
PTT: oo Cat+ s AKPROS: e - TR W, ‘ Ao PH
INR: ......... [:lo. . MO Er coscomssssmississziniss INTOIVIBBEE oseivios sinriiamsinss TsH....L: Y2 Ciood Lv f A
ol scor/seer .. 3359 . —— Ao
# SRR RIIRRE AR ERBER RN ERE R o semssasssnnngdhansasan AIIeru'es: N K % ’ . F
Medical History: ~ CVS: klc/o Cpe - Haprtension — Fytl m mudicchone.
RESP : M caolat Jagu - VU Diabetes : G}

CNS : 'VO'V,, vel | Jemed .

Renal : 6

Hepatic /GE: () : Physical Activity: A¢fes  METT > s

Others: (5

Past Anaesthetic History: A%/ , @ NV R< , L(A —/;—% / o Enolorvahat "“’P‘ & gp bar
Physical Bxam: el , fa S ‘ PE ~ Preltfechne erdomd

Airway: MP 1 2@4 Mouth Opening; >3~  Mentohyoid Distance: > 3 Neck: Mavenls Teeth: Infret

Lungs : RAED . Qﬁgr»bu,m. : WM"L

Heart: Cis@

CNS: frur @ .
Pregnant: [1Yes LA CINA Venous Access Site (2 - Spine Exam for regional: (=)
Anaesthetic Plan: C MAC [0 HEslom\MﬂsA-m C1LMA N
Peri-Operative Plan Explained to the Patient: <¥@s = No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis :

Water / ORS 2 Hours
2. NIL 0RAL<Other56 Hours — Aololi , M21E

3% 8 eh:ﬂN < Gowg \SE‘ ¥ 3. Informed Consent. _ Standard ' High Risk
OxhHPHR ’“) )u»’( [(gl b l&é p s DPK)l Post Operative Pain Management—Qiscussed with Patient

5. Other Instructions:
@Nma*m(“’“'”%”‘?"e

Signature: ...... jfﬂ—, ............ Nam: ..., OO s,

Docu. No. : RCH /FRM / CLINICAL / 044
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Pre Induction Assessment:

vz
Rainbow® . . o i
BirthRight
ANAESTHESIA CHART  Ghoaren’s .MNB.JWHDSET.LS

Change in Patient Condition: [] Yes ‘Qfﬂf) Fasting Status: MQ"\U&} c
N Physical Status: 7{atient Identified /7 Consent Present &r Chart Reviewed
N | | i )
HR: =& [an | B.P/CRT:}) Last Feed:
Pre-OP Diagnosis: .......... BB (] Operation: TILEXT. BSO .. Date:.032| 06|
Surgeon™ROX: \5!&30\‘”1'“_“ Anaesthesmloglst Cﬁi Ohﬁ..éammmmman Pauo.\d,ﬁmiau
. I.J-'
w@m L A0 A — v
HALOTSO BEVO ] [l ] o —> v Antibiotic
Drugs: s
;‘ v Suppository
_ = W DicioFen
- —+— loouv PR
. IV
! Y Blood Loss
r 4 =
D 1907 10i/1100] 1001 VATITVIEY [00/ {100/ 100/i0a]
ETCO 32 [23[=2y 22 "133 : 24l 33
ECG =plcp [P [Sp |l = wSP | <P
Temperature
Urine Output NOTES
20,
&
6P 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Tnurm:uel off Time 160
140
Throat Pack in
Throat Pack Qut 120 r k' a N f
100
80 A
. ¥ N LA N A
60 - L2
40
20
10
0
| 286
LAB Values
[ GBS
Others
Z/Equipmant Checked and Temp: Inducti Regional:
unctional [ HME [ Fluid Warmer L [} Inhal Specify: ..
! BP S’?pgﬂlm ] OH Warmer [ Pre0, RSl [ Epidural O C :Ial
L~Tuft Site (VAT ugger's ] Cotton Wool [ Others
[ Art Site: . ] Other O] Mask (1 SGA
EKG Lead gao' 8 -
Lﬁ/.Temp ;;eal Times: . 1 Airway [] Oral [ Nasal SHe: ..o s
O FIO. Monitor Anaes Start: . £ ﬂ#:ﬁ?{.‘.ﬂ..... at..ed.[).,..cm Needle Size: ... Lv.ocvornen
e OP Start: ... ¢ - 2SYr).... =L " Nasal et Parasthesia
Puise Cximelar OP End: 4' Asipm. ) Tracheostomy [ Topica Catheter st
~T" Capnograph Leave OR: ... ¥ EF DI iismiiissrarisiagmmins vasessimenig Drug N
= Ventilator -yhasla: ] Awake [J Direct Vision Bolus....
[1 Nerve Stimulator [ GA | ~Mdeo Laryngoscopy [ Stylette / Bougie Ihslor:
Monitored Anaesthesia Care O i Block Level: ...
POSTIOR: oo 1 Regional Blade# ... Attempts: ..) R o
ﬂessure Polnts Checkad Difficulty Why
? Line (Size & Location) Transportation t
Eye Care: 1 CVP: . . = [ -8Tiat = BS ] PACU ey [T Other
1 Qint 1ART: . . ] Semi-Closed Circle Relaxant Reversed (] Yes [INo [INA
e g . :
| Padding / IBQ m \JL inpgl;::«:GCrrcle N OF TE D00 . .. & cvussismvsssmvassesesmstrpbiva e ssmasesomsie
[ Awake ;iv Signature of the Doctor

A<
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POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU by & Time Received :

AN

"
Rainbow" . .
Children’s @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Time Discharged : ........cccoevenvvvnnnnen

L
-
gio - 250 | v cannuia Site - ... T HLM
w 230 230 /%,B(Mask [] Nasal Prongs
S 220 220 Tracheostomy [ T-Piece
@ 210 210 ; g
@ 200 200 | [ Oral Airway [] Nasal Airway
= 190 190 -
180 180 ot
8 170 170 | Vomiting : O Yes Ao Drug: )
2 % o [ NeTube: CIves =0
v 1;3 T :;g Drain: ] Yes Mo
1 -
A 120 'T 120 | Urinary Cathetws 1 No
g 110
w 1;3 e j00 | Chest Tube: O Yes M
S w P 0 Nil Oral OYes W
3 €0 80
i o | s N -
& =0 50 | Oral Feeds: NgM .
£ 8 p
4] 20 20
10 10
0 0
SPO,
MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 60 90
Able to mave 4 extremiti luntary or on command =2 o . .
Aol 0 move 2 e volniary of oncommand = 1 ACTMITY \ 4 | AMinimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 ‘)/‘ ()/ ?/‘ Discharge
Able to deapibreaahg & :t:l::ugh freely =2 ‘/
D fimite i =1 RESPIRATION :
Apneie =0 Y N | ¥ g il Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 . space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthatic lev =1 CIRCULATION
B 2 D g s oA 2
i 23 consciousness 7 6
Arousable on cali =1 NSCIOUSNE:
Notresponding -0 v 2l i 2 7 e P
Pink =2 i
Pale, dusky, bloichy, jaundiced, oth =1 COLOR
Cy:nut?:ky chy, jaundiced, other =t (}/ % q/ {U ?/
TOTAL ﬁ o 10 \v ’ v
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention A Signature
5 ?/v\ B R | )
B'b\ ok Lﬁ 0 \ Nd‘(h\go X
A /
WP =
abl [ b \(‘ M«“‘X”/
03\‘ el . No
¥ 4
~
oolob] g-af] © A TWO by
b\\ \Oﬂ : [ W\E,QQP MW @ Q =
,l AY

Pain Tool Used: [1NPASS [1FLACC I Wong Baker

CINPS

1

Anaesthesiologist Name : “

a.
Anaesthesiologist Signature; :
Date & Time: 3 , gﬁ\M ¢
PACU Nurse Name :
PACU Nurse Signature: Date & Time:
Date & Time:

Transferred to Unit by (PACU):

Reassessment Frequency:
Every eight hours for all hospitalized patients.
For post surgical patient, patient with chronic pain, patient with severe pain

Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention

[206)
Q)0 @ toy 30Hm




Rainbow® ) oy

Patient Sticker ' ~ Children's | @ BirthRight
. . Hospital . BY RAINBOW HOSPITALS

It takes a Jot to breat the frde. Your Right to a Safe Dalivary

Depariment of Anaesthesiology

EPIDURAL ANALGESIA RECORD . ERE

- ' - R
DALE: e TIMe: e, Procedure dong DY ... ceecvceevermerc e rescsresseneens
CSE /Spinal /Epidural Position : ....... reeree SPACE e Technique {LOR/LOS) ...vcovvverennnne
Depth: v Catheter at SKIn: ..o.eveeeverceererverecreeenes ABMPLS & e e
Parasthesia : Yes/No if yes details : S S
SOIUHON COMPOSHION ! weevvnrrrvrssrsssnrssssssssssssessssmmssmenessssssssssssssessssssesssssssssmanns SO e ssssssssussassesnessssessesens
Any other issues : . "
) trirerstneensroete iyttt st ot s st s E e e e AT AT e ALt ee ARt ek e s nRe At aeReROR VRO OR e AT eA e R PR e AT RO RSO O AR RSO R oA SR A B A A s b n b et s e nene
D) ettt et s a st aae e s e R R e bR R e bR SRR et aRA RS SR SRR SR e maE et eeR SRS SRR e SRS AR AR R s sER S AR ROt s smeeerenenae
- Infusion Rate Level Maternal :
Time. . (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
T
Delivery Details : = Time & ecvveernnnsrennen APGAR: ... SVD / instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEd : ..ovvvevevernersnnenenreaiesressanes eeeressser s s ereese e eees e se s ne e enres eerersversrstrarasens
Patient Satisfaction : ... e raraeraereiraRseress T ATaSYAS YRS A SRR eE e Rr PR e e RO e RO AT AR et sar s e A e ananaes SR
Discharge /Shifting ordered by ’
DOCIOr SIgNAMUIE; ..o vevrierensarser e nssersaressennens
DOCLOF NAME: vetuvvenersesemmeeersesemressereees eeesesensens i esserssesnons

DAte @A TIMIR 2 oeeeeeeeeiree e eseesre s seseesarseessesossesaesannanns
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. . Rambow
‘B'”hR'ght Children’s
e saeoaven | HOSPItAl
OPERATION THEATER NOTES

1P2s.
Mn RESHMA D, AWOODANI -00006485
0-03-1984

Patient's Name : or e LT S — Age: ... Gender: .....cooeveune.

UHID.: ..o I ’”I””]”,lmml"]I"[m”” PINO. oo Weight : ....covvrrre..

Surgeon: <. SwoHu HV - Asst. Surgeon :
Anesthetist : ' 1 OT Nurse :

Surgical Procedure :

fola| Latﬂw‘“’i“‘— '\“\jfs\—(uvjmw«j + G'lkeval Qﬂptrﬂw

Indications for Surgery : U

%wume%-—ofﬂ’

Date : 31 626256, Start Time : End Time :
PRE-OPERATIVE PREPARATION :

HNH-00015557

OPERATION NOTES:
— ke & 8wk gyqe -
— omanted_adhegion to Rl adnena.
o Leph tvesry _ Bulby . '
- rearet Upvany ¥ Moo
— @)L Elloprin v . Nown)
"Rt EF' VIS tora — NG&A—,V

- Poreded widy Lab Hunberechmy + Bl Galpuge )
r gh(w.m cant 91WMWJNWM 4

— vl sulvad ¢ Rafaf% No-2 - Usugahewn U Suthon dong-
- mm Ceond , BV waekend Pwmww

FaL )

- Weund cloced ngmesmdqu
' Cd’l—éu,w\wq cé%kﬁ’wHPF‘

www.rainbowhospitals.in




clle aun+ Coavin 4 BJL %‘fy\_&ﬂ hbe —> sond 31 HP K]’

Tosb

POST - OPERATIVE ORDERS :
- Nemn U Gam.,
~ \W_Drhbroke o U
- Deungn a4 C/E\DUJ—QJ-’}
- Mraldong boopreophia linis 0 per AXON
- Wt Tl ehouling 7
— Mk HIN aqu\j, > BPraodin

~ Wheds |/ f
)
o
. .
DSl Vo ‘é}. ...................
Consultant Surgeon's Name | Consultant Surgeon's Signature

Date : 3‘5)W%ﬁme S e



SURGICAL
SAFETY CHECKLIST

Surgeon : 95&3@’@? ) ..................... '

Asst. Surgeon : ........

Y R ;]q ........... UHID No. | Dr. SWATHI HV
e Gk T
Sufichure _

HNH-00015557

Patient Name : .. 4¢.03-1084

-

Before Induction of Anaesthesia » »

Before Skin Incision » »

Mrs RESHMA DAWOODA
42Y2M24D

6485
Gender : 2 .
(F) . ETII I Rainﬁow . ) ¢
VIR0 | Children's o BirthRight
pm e Hospita| .qvmmsownosnmu
It takes & lot to treat the litte. Your Right to a Safe Delivery

Yes, & Equipment / Assistance

Available ks [1No
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned fes C'No T NA
Blood Units Reserved yrés CNo TINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? JAres CINo TINA

Signature :.

Name :..........NF é\LA\GaLa ......

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [ Yes=100 7 NA
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

—¥es”CINo CINA
_Li¥es CINo CJNA

SIGNIN _ Time:2:0.0pm. TIME OUT _ Time‘dhes . 0 A0 SIGN OUT _ Time: &} 3¢
1 v
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity s CNo introduced themselves by Name and Role-=+es /No The Name of the Procedure Recorded — -Yes—=No
Site CYes Mo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure +Yes INo Nurse Verbally Confirm Counts are Correct (or Not Applicable) . C1Yes—=Ne CINA
Consent _=Yes TNo Correct Patient (Check ID Band) TT¥es CINo The Specimen is Labelled (including
Site Marked TYes TINo = NA Correct Site _¥es TNo patient name) /,A(es't No CINA
Anaesthesia Safety Check Completed ZXes/il No Correct Procedure _EYes TINO Whether there are any Equipment _
Pulse Oximeter on Patient & Functioning =¥8s —No Anticipated Critical Events Problems to be addressed Y65 ONo CNA
Does Patient have a: sl"-geun Reviews:
Known Allergy? TYes CING What are the Critical or Unexpected ;t;hSurgeo:, lA(naesthetsst afnd Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, BLATR I 185 concoms for mcovery.
I Anticipated Blood Loss? ~2TVes CNo CINA | | and management of this patient? _LW¥es N0

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




%

| Chitdren's | @ BirthRight
PATIENT TRANSFER FORM rospital_ | e
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
g o PO g 3lu|26 @ 2[6126@ Y 3opm-
10-03-1884 42Y2M24D (F)
T Dr.SWATHIHV
U fransieroroersgty i
DI-MQQ)*{"Q Obgeyvedion
From Unit To Unit information to Attendant
o1 Sy Yeslt  No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
- S Yes[] NeFT
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. item Name Quantity

! q ()

2.

3.

4,

5. -

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

etk

Name & Signature of Person who is Transferring

W of Person Ordered Transfer

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

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

[ ] Nurse not Available

[ ] Available Bed not ready




HNH-00015857 1P26-00006485

Mrs RESHMA DAWOODANI
;Tm:rmnv 2Y2M24D  (F) .. . "/i{f" .
AT Children's | @ BirthRight
LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: ..... 3]6\7*6 .........
Baseline Information: /
Admission From: [JER [CIO0PD v Admission Desk L] Others: SPECITY ..veuevveeeiiier et
Primary Language: ﬂugu _Anglish [}l‘ﬂndi ] Others
Doyou require aninterpreter? [ 1Yes [INo
Source of Information: | ~Patient 1 Family [] Others
Personal belonging if any: [ JJewelry [ NoseRing  [1Bangles [ Anklets [Finger Ring [ 1 Bracelets
VATIGB OVIBTD i s s i s 0 ol 5 65 B R S B 8 N e b RO AR TR S RS
Allergies: [ Yes !‘;No/' "1 Medications ("] Blood Transfusion ("] Food VOB ;.cssvanmsssessuriviaoassnsesssnissanio '
Ll 14 11 ) T S
Chior COmMPIaINtS: . cviinmimsinimmismimsimsetssssraiisna e Doctor Notified on Admission: H’Y{E'l No
.................................................... ¢LWf%£o Name of the Doctor: DKQWG%Q:H v
................................................................................................................... TIMEINOHIBE: astsssamerrsismes v svesimions
Past Medical History: Obtained From Patient [ Family Member [ Medical Record [] Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
— o
e

Blood Group: ........... OJ(\/QLMP e EDD: ... ﬂstaﬁonal age during admission: ...
CONractions: ..........ccovvveeernrniennenns A, Vaginal Discharge: ................. e R
Obstetric History: R P..ocserarspsmerer S A Previous LSCS ................
Height: ............... Weight: ............ BB cvraisasnnee
Temp: QA ... HR: o B RR: .90 .. BP: 119'168 sp0,.. A9 ;...
High Risk Factors: (Please select by ticking (v ) the box as applicable)

1 Hypothyroidism [] Rh Incompatibility [] Fertility Treatment

~| Hyperthyroidism 1 Previous LSCS [ ] Preterm Labour

[ Hypertension [ Gestational Hypertension 1 Others: (Specify)

| Diabetes ] Bad Obstetric History

] Anemia C1 Obesity (BMI)

_1 Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139 (PT.0)




2 e —
‘ Patient Sticker i

Family History: anormalﬁies Detected
[] Heart Disease L] Hypertension [] Diabetes [] Stroke [ Seizures [ Kidney disease

[J Liver disease 0 1< OO ST

Pain Assessment:  Pain: [ Yes D'l@ (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: [ | Yes Dl( Score ....0......... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ |Yes ;/ﬁ) Soore . (complete the Braden Q Sheet)

FUNCTIONAL SCBEENING: If a patient needs assistance with any of the following inform consultant o
1 Mobility problem [ Walking Problem Lo Abnormality Detected
(] Developmental Delay ["1 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
[] Qverweight [_] Poor Appetite > 3 Days L] Needs Therapeutic Diet.
[ Under Weight [ Diabetes Mellitus /ZN/o:f\bnormality Detected

Inform consultant for positive criteria

alm & Cooperative [ ] Restless [ Depressed [] Agitated (] Confused

Inform consultant for positive criteria

SOCIAL SCREENING: 7

1. Marital Status: [ Single E’Iﬁried ] Divorced ] Widow

2. Special Habits:  Smoker: [] Yes guf Aicohol Abuse: [IYes [LNe— ’  Drug Abuse: [Yes AT
(@]

Social History: Lives With ............cccoooovvvvvne. : WF‘\ ......... AR =) T

Orientation has been given regarding the following aspects: U

Call Bell in Reach @{;ﬂ ' Waste Disposal Explained;/ioY/{Q_f No

Infusion Pump : _res [INo Hand hygiene Explained: Yes [ No LI Others

Orientation NOt GIVEN RBASON: .......c.cvoviveieiiiiieec et sv st n s

Nurse Signature; ................ g"/‘ .........................
I
Nurse Name: K}"‘(d;%d\ ..........

Date & Time: 3!6*%@ .....................
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Rainbow® < £
A9 - 000020385 Children’s 2 BirthRight
X\ % Hospital BY RAINBOW HOSPITALS
1 takes 3 kX to eat the Muke. Your Righ! 1o a Sale Delivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name: ."vi_ : T8 7)&;1 ANG Aod LPeAGN. 7 Age: {4 v~  Gender |- crng L2
UHIDNo: HIUH = 0001555 F IPNo: 26 -00006GRS Date: 3(g 26 Tme |1 UE Am
Diagnosis: TLH4 B 61
PRESCR!PTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI 0o g 0 i
2. | Morphine Sulphate Inj. 15mg/M| s J
3. | Remifentanil Hydrochloride Inj. 2MG 1
f“‘j y J \\\‘
_4. | Remifentanil Hydrochloride inj. 1MG ~~
Doctor Name: 1} '\'P{W\\Y Doctor Registration No: é% }6’
i . [ ( i ‘ s
S;gnatur&\__k.\, W \@) Cl
| \ 3 [
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
- OOcx-662 € AT
IP Registration No: ... ..........: MIOOONE S i Date: ... )" ..................
Aatdhaar Noot @R ationt (OBHONa: . . i i tinatonses <issioavanss seassssssasarsasksss siuss e dssnsss
A L3y I 28 \ .
1. | Name: \(S e nma 7aTA8 5 § (_L:\ 8t Remarks
2. | Complete postal address (with contact number, if any) 0l -y y AT eCpar
3. | Brief description of the illness : 8 14 SO
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 Vel l_#j
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
. Patient Attender
E B 1 » { \ R
216126 enungy | ' bl A
i : anaain ( O TMNT ; ,
Dispensed by (Name & IDNo.): ..............0050 kel i ﬁ ..................................... Signature: ... =
- / M/ { f &
Received by (Name & IDNO.): ....vovvvveeinne i 'JCO) ....... f:( ....... Signature: .01

\

Time: ......... LM Lot

Docu. No: RCH/ FRM/ CLINICAL / 133




L Rainbow® . A
1‘ COOD D 62 95t Children’s d BirthRight
T e 3 Hospital .mimnnnwnospmu
! 1t takes & bt to trout the Ite, Your Right to a Sale Delwery
}% NARCOTIC PRESCRIPTION FORM
| (MEDICAL RECORD)
JL Patient Name: 7 g o o Agel ([ )y Gender: T ... |
L UHID No: 1 ] pa ,_‘r = IPNo:» Of LS  Date 5 Time: {1° (¢ [Op
Diagnosis: fald B |
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI . g el f
2. | Morphine Sulphate Inj. 15mg/MI )
3. | Remifentanil Hydrochloride Inj. 2MG
~ ) 4 | Remifentani Hydrochloride inj. 1MG
{ Doctor Name: ‘I, \ \;l,\ Doctor Registration Noé' C
t v I\n‘ 79729
Signatre: | ( f\ﬂ‘\‘ / CF
v
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: . 5.0 LAA AR D iiiiinienns s RE AP T

Aadhaar No. of the Patient (Optional): .........ccccoriiiiiiiniiinieiiii it e e

1. | Name: : oy Remarks

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

3. | Brief descripfion of the illness

Whether registered with any other registered 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
Patlent Attender
- A
:r \
4 \\

Dispensed by (Name & IDNo.): ........... .0 ‘ .eﬁ'“ ........ IR M SIONBING; e b hesonsien

- ! | , | . t. }

fo 2 Ka tad A 4 ,”« st
Received by (Name & IDNo.): ................. gt (Al {) ............. 1 .......... Signature; 7.~ ’{ "fr’q” ...................

T [ e U e I O

Docu. No: RCH/ FRM/ CLINICAL / 133
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Rainbow® 2

s : J BirthRight

AT 90 - 0000205855 5,3'3?": ‘ .;.:Mi“
NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)

o [

n

Patient Name; /\Um} D&%}Lm C\{MCC QEU«U Age: © : \lys, Gender: F o (r Lx]lu
uHDNo: M TOH- 0000 T APNe: 26 - ccoe 6 U ySDate: L 196Tme: M C' Om

Diagnosis: TLH xRS O |
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 \S g o’
3. | Remifentanil Hydrochloride Inj. 2MG “K

N —

4. | Remifentanil Hydrochloride inj. IMG

Doctor Name: O\Wh] Doctor Registration No:

Slgnalure( rm“ gg J“

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

B

(
IP Registration No: QCC(’LC&[\’X .................. 8 1 et e e B S
Aadhaar Na.of the Patlent {OpUOREI: . i s visasiiesiis smaiinmassasasnesassisstsm o isisss fonsabadasison
Y T TR 1.0
A1 | Name: . g, KRNIV QU0 A0 LYU i Remarks
M ‘ 1 e f o { 1 \ (i [
2. | Complete postal address (with contact number, if any) * - Loc A URhaDap
3. | Brief description of the illness —1 L4 RS0
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) JNC
5. | Details of essential Narcotic drug dispensed / A 09 ‘]\{ LuAg
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
e e ___Patient Attender
3l Mopwe ol | uefe—
Dispensed by (Name & ID No.): ............ ,%V/W‘c ........ OI" t'H") ........................... Signature: ... A o
N/ V& Y, P
Received by (Name & ID No.): .............. /\QG’J( ...... AY L"\ ........... on-!! b’,...i Signature: ... . ):..# g
LI A, oo B

Docu. No: RCH/FRM/ CLINICAL / 133
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Rainbow”® @

BirthRight

Children’s
Hospital BY RAINBOW HOSPITALS

It ks 2kt to troat the Mtle,

NARCOTIC PRESCRIPTION FORM

Your Right 16 a Sale Deivery

(MEDICAL RECORD)
Patient Name: : ‘ : Age: Gender:
UHID No: = IPNo: o (¢ Date Time:
Diagnosis: !
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

3. | Remifentanil Hydrochloride Inj. 2MG

N 4 Remifentanil Hydrochloride inj. 1IMG

Doctor Name: | |17\ 1 Doctor Registration No: /
- i { YC 4
Signature: | £l L » (| ’,/

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: .............. ... : ................................. DOt .8 S B s

Aadhaar No. of the Patient (OptONAI): ...........cveee i e e een e

1. | Name: T Remarks

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

3. | Brief description of the illness

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

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
f 3 .
Dispensed by (Name & IDNo.): ........... - uddi ...l r...‘r..‘f ..... T.':f,f'.., .............................. Blanalure; ..ty o sl
| :
Received by (Name & ID No.): ..........coc.i . L MR B Ao ... Signature; f

Time: o b

Docu. No: RCH/FRM/ CLINICAL / 133
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HNH-00015557 1P28-00006485
Susemsaa T Rainbow” | @ o . o
ST 204 Fospica - | (2t

NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

Date: {/6/2(1( Time: .....L.L..2Lan)........
Origin: 3[\(9.;6\/97 .................... Height: ... S.L.cm... Weight:..b??f.,.j%... BMI:.....B..?M%?.[!W :
FoodAIIergies:.................;f..:;rj.L .........................................................................................................................................
Diagnosis: ...... 71/7’%850 ...............................................................................................................................
Medical History: 7[”/\]_/1[1%%1\\.&0\#?‘(]5/2)@&\)@}{) ;&r\aﬂ(afd/o (f jﬁaﬂ )
Surgical History: Pp”5mw?Eﬁ(gdﬂj,’/yw@y\wﬁwQr\&mg%fm[%ﬂ%
1 Vegetarian u"No;l-Vegetarian ] Vegan
Diet Advised: ...............ceve.. M?Mb]oqhu&f ...........................................................................................................

Patient’s / Attendant's ; Dietician’s
~ L' / (

\ ‘_,ij ‘ ..‘ =
A

SIGNALUTE: ...ovvvovoveeeece e e Signature: 5’{)’?}4?,4.
T N Name: ....... % %},@'\@Mﬁ

Date & Time: [7/6/26,)//DDOU’Y) Date & Time: %/6éf,'/lo-0£7W

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




