Z

Vejor. toma.: Rainbow \@ BirthRight

ESTIMATION SLIP Hospital | @ criessn sien

Date: /[ 2 b ( UHID/IPNo.: HNY-OOCIECH]  sine. 1684

Y.

.

/‘ 5 i
Name of Patient : [Y7Y i ; f}, W I Age: - ?-g z Gender:__
Father's / Husband's Name : N\ Y r)/',- \ 20 i) Corporate / Occupation :

Address : h Phone: '/ W12 2 2G4 LEm:iil:

Procedure / Plan : Ll ’-’{-’ VI n D (] Dn/ Pe 7. m , EDD/Dos: TFeull e 2¢
) , G ¢ 2 7

MODE OF PAYMENT : [_4'SELF [ |TPA: [ ]GIPsA: _OTHER

TARIFF INFORMATION :

Particulars Package Amounts (Rs.) :

Room Category Normal Delivery LSCS

Multi Shared Ward

- red Ward y

. }‘/‘-—f ¢ ‘;/’ epnlszpm Dy, il fi){' Ly ;’_‘;_—/7': Ly

Twin Shared Ward ~0> ' S P :

Frivate Koot "__“'D Ig L0 l'-'- ) 4 /f J/ffl n ;f 11// 2 257048 1d A;

Super Deluxe Room ) i 03: 4{"_.{_

Suite Room et

Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee

ackage starts from the »
g i 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: | | Covered [ _|Not Covered Epidural / Entonox : D Covered D Not Covered
%Minimum Deposit : .T.r'"', Al e ’l)f B ot )ﬂ//— ‘oLl.L -~
MARKS : '

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 agcording 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.

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

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 payment is applicable for which kindly contact the Fmancial 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 to us 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 a:lenda.nl is permitted in the rest of the categories of rooms and no attendant is
permitted in ICU's

8, Tariffs are subject to revision

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

NICs
I \i i have attended the Financial counseling desk and understood the expected costs and
other conditibns 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. -

L
2\ A &t \ =
Signature of the Client Signatory Relationship ' Signature of the financial Counselor







HNH-00016501 1P26-00006870 P
Mrs BRAVANTHI .
1o-na-1m arn M7D (F) Rambow

Children’s
||lIHIII||||II1|I||IIIIHII||ll||||l Hospital

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight’

)

Patient Name: ............... Mas: g YoM Date of Birth: .J.(2.=2:3.2(28....... Age: 377""}
' , :

Gender: ........J - "NULk ......... Ward : ........... 01’2 ......... UHID No.: lﬂ’\}ﬂﬂ o.@.,&,.g:@.j

Date of Surgery: . L'{ (? Cooooo 18T OT2 [J0T-3 [J0T-4 [JOBGOT-1 (0BG OT-2

Name of the Surgery : ...... + \ ..... 3\%”‘0(":”(’”‘ ............ F\%?eL\TM ...................... ‘_H'\ ......... DHC '
| Timein :...... noof\h" ................ Time Out .......... ) Oogam ....................
NAME ou mval;::‘(:;.vl:wmn

1. Surgeon DY Q(A Ane :kumon ................. . § ”“I”III mllllm

2. Anaesthetist s (I)\ ...... ﬁ%{ﬂ\ ................................. : Nmml-mzaoﬁossoaz

3. Assistant Surgeon OV KNQ\% JAM i "'""WMW @7Y4MTOR)

4. 0T Technician S \“?&iv? .............................. ""I‘"”"I ”I”'""ll ;

5. Circulating Nurse : .......co...... Syx ..... Kaxun... N(LQ"“’\L\ M,:“’“"”’ENW

. AssistantNurse  : .o B0 N 7 st bl
B Wg@yf g vy N

INVU 4329

HN26011958ENDO
Special Equipment: [ ] Laparascopy __| Broncoscope D Harmo - T
(1 C-ARM ] Cystoscopy [ | Versa Point " Liver Cusa
C: [ ] Neuro Cusa ] OB . r i
ol &f’ O Rgu\c Y\ i AN e,

Signature of the Surgeon ke pomot Signature of Circulating Nurse

Order No‘:géﬁé?ﬁo,Q(L@thL ......... Order by: 9&4"7&?@/5?

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




i
]

Lt




HNH-00016501 1P26-00006870 - "——:HJPL/
Mrs SRAVANTHI “W <

10-03-19889 aYamrD F | Rain bOW . . ™
Dr. RAJANI KUMAR| .
R T chlirer | (@ EishBlan
CONSUMABLES OF OT flospital, | @R
Circulating staff : Zﬁj\"“’ ............. Technician : ...\.§2. ‘UJ‘L"‘\“ .......... Date : ”lh\[){ ......... L1111
Anaeslhesm Disposables ssusd | usea | SUTgical Disposables oued Y ueos| Disposables (Baby Side) | OV
VAN 0oL P frgml | | o MVIR
LMA | sutures Cord Clamp
ECG leads : A/ P/N o) ‘L‘,/_ Suction Catheter
HME filter : A/ P /N Feeding Tube
Syringes : 10 cc R Vaccum Suction Set
05 cc O Glowes  Q é,l =X ©1| Surgical Gloves
02 cc aLl Enlove 40 ] Gauze Pack
01 cc B _(;/ - ;03/’ Syringe 1ml/ 2ml
Cautery plate : A/P/N Surgical blade - Surgical Blade # 20
IV set NG-tube Koochies (S)
RL . ) &;,/Cautery pencil ) -
NS : 10mi / 100mI/ 500mi / 1050mI Wcmes S 6 | & Nelton ot v
P 0 | A Ointments | e
‘ - Suction Catheter TU g < g;(l g )+
| Fentanyl m 1 | Cap, Mask nong )
Morphine Gauze Pack | it J g O a,»/,}{iamo( (are . Bl
Ketamine Mop Pack ' '
Propofol (4 D-Steristrip
Rocuronium () [t Underpad (e
Glycopyrolate A f‘/ Draw sheet
Myopyrolate O L /Aﬁgel
Ondansetron Foleys catheter
Pencan 25¢/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
~=*Supridol : 100mg Vaccum Suction set_
Justin : 12.5 mg / 25mg / 100mg Plastic Bed=Sheet A”T’UM n‘.%/ -
Tab. Misoprost : 200mg Betadine Solution ,'M% 9'1,/
Microshield
Cotton Balls oL
Latex Gloves loA
Ramdione Scrub
Saral

Surgeon aesthesmloglst

Order No. : 2.1{"‘057&9745{ ..... f—— ................................ Ordered by : .

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

/: p ; T Technician




iz o @ Rainbow Childrens Hospital-Himayatnagar

Rain b‘ow, i
ggggﬁ%’f 5. BirthRight Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer,
Rt Old MtA quarters road AP State Housing Board Himayatnagar ,
» Hyderabad ,Telangana, INDIA ,500029.
. 040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00016501 Name ! Mrs SRAVANTHI
Age I Sex : 37YAMTD/Female Doctor + RAJANI KUMARI
Adm/Reg DatelTime : 17/07/2026 08:20 Payor 1 VIDAL HEALTH INSURANCE TPA PVT LTD
Order Date » 170712026 14:02 Ordernumber  : 26-0000214705
visitip : IP26-00006870 Ward/Bed No  : 4F -OT / PDA-413
Patient Address 1 9-1-102, BHAGATH NAGAR , KARIM NAGAR, Karmnagar, Karimnagar, Telangana, INDIA, 505001
S.No Doscription Generfe Name Dosage Routo / Fréquuncy Duration Instruction Qly Status
. |NELTON CATHETER-10 Extemal f 1-1-1 UP TO
i POLYMED 1Nos NEXT VISIT 1 Days 2MNos| Dispensed
2 MYOPYROLATE-INJ-SML 1 Nos # Once Dally 1Days 1Ampule| Dispensed
- i
3 JE.C.GELECTRODES (ADULT) |ELECTRODES ADULT |1 Nos Extemal /-Once Daily 1Days 3MNos| Dispensed
- DISPOSABLE APRONS STERIBISPOSABLE APPRON )
Q\Pﬂ. 4 wL STERILE XL 1 Nos { Once Daily 3 Days 3Nos| Dispensed
5  |NS 500ML CLOSED BOTTLE 1 Bottle Extemnal / Once Dally 1Days 4Botle| Dispensad
6 [HAND CARE GLOVE HAND CARE GLOVE 1Nos Exlemal f Orica Daily 1Days SNos| Dispensad
7 :&\LNLANZ SOLUTION 10% 1 Nes Exlecnal f Onca Daly 1Days 1Nos| Dispensod
B[R PARMEARACETAMOL) 1Nos Exlernal f Onca Dady 1 0ays 1Nos| Dispensea
9 |DSYRINGE SML.(NIPRO) SYRINGE 5ML 1 Nos External / Once Daly 1Days 3Nos| Dispensed
10 |IRRIGATTO(T.L.R SET) IRRIGATTO{T.U.R SET) |1Nos External { Once Dally 1 Days 1Nos| Dispensed)
11 |SGLOVE # 6.5 (SURGICARE) |SURGICAL GLOVES 6.5 |1 Nos External { Onco Daily 1Days 3Nos| Dispensed!
12 Eggg%?_g& CLOSED 1 Nos F Extarnal / Once Daily 1 Days 2Nos| Dispensed]
13 |IGELNO 3.0 1IGEL 3.0 1 Nos 1 Onca Daily 1Days 1Nos| Dispensed|
14 |SGLOVE # 7.0[SURGICARE) [SURGICAL GLOVES 7.0 |1Nos External / Once Dailly 1Days 1Nos| Dispensed
15 |DSYRINGS 2.5ML(NIPRO) SYRINGE 2Mt, 1iNos External f Once Dally 1 Days 2Nos{ Dispensed|
16 JMCT-ROF 100MG 10ML 1 Nos External { Gnce Daily 1Days 2Nos Dispensad]
& 17 |THEMIPYRRNOM 0.2MG INJ 1Nos ey UP 0 1 Days 1Nos|  Dispensed
18 IROCUNIUM INJ 50 MG & ML 1 Vial Extemnal / Once Daily 1 Days 1 ViaIH Dispensad
19 |COTTON BALLS 2 GM5NOS 1Nos External / Once Dally 1 Days . 1Nos| Dispensed
20 |DSYRINGE 10ML (NIPRO) SYRINGE 10ML 1Nos External / Once Daily 1 Days 4Nos| Dispensed
RAJANI KUMARI
* This document Is just for reference purpose only. Not to be considered as primary report.
Note
* This prescription Is valld only for speciftad duration.
* Do not refill medicines.
Printed Date/Time : 17/07/2026 15:15 Printed By : SUNKARI SANGEETHA Page1 of1

e —




i - . . .
1z @ Rainbow Childrens Hospital-Himayatnagar
Rainbow ‘ .
Children’s . . ) . . .
Hospital BirthRight Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, i
| »Ralobow Old MLA quarters road AP State Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00016501 Name : Mrs SRAVANTHI
Age / Sex : 37Y4M7 D/ Female Doctor : RAJANI KUMARI
Adm/Reg Date/Time : 17/07/2026 08:20 Payor : VIDAL HEALTH INSURANCE TPA PVTLTD
Order Date : 17/07/2026 14:02 Ordernumber  : 26-0000214706
Visit ID : 1P26-00006870 Ward/Bed No  : 4F -OT /PDA-413
Patient Address : 9-1-102, BHAGATH NAGAR , KARIM NAGAR, Karimnagar, Karimnagar, Telangana, INDI&, 505001 - t
L
S.No Description Generlc Name Dosage Route / Frequency Duration Instruction Qty Stafirs” 1
1 ?&"%if;\g&sgg RILE ?&‘.ﬁif ZA EEYSST PE.Eg-E 1 Nos External / Once Daily 1 Days 2 Nos Dispensed i
2 ADULT DIAPERS XL 108 1 Nos { Once Daily 1 Days 1 Nos Dispensed|
3 E’ANAES:EEQE 60X20 10's Pack 1 Nos S’S;??}IIS:.;TJ UPTO 1 Days 2Nos| Dispensed
4 |RL80OML cLoSED sysTeM | INGER LACTATE 1Bottle 1 Once Daily 2 Days 2Botfle|  Disperisad
5 gfg\!}é%ixé MJ%‘STL%N 1 Nos External / Once Dally 1 Days 10 Nos Dispensed
g |EACEMASKILAYER- FACE MASK 3LAYER |1 Nos Extemal / Once Daily 1Days 10Nos|  Dispensed
7 SEQES'SL SURGERY KIT SAF] 1 Nos 5’2;?31’52#4 uPTO 1 Days 1Nos| Dispensed
8 ggg&gg N CAP FEMALE SAFE 1 Nos ﬁgi?a‘}llisg.;‘m UFTO 1 Days 10Nos] Dispensed

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

Note

* This prescription Is valld only for specified duration.

* Bo not refill medicines.

Printed Date/Time : 17/07/2026 15:16

Printed By : SUNKARI SANGEETHA

RAJANI KUNRRI i

Page 1 of 1
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Hos p ital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs SRAVANTHI UHID HNH-00016501

Father/Guardian Mr PAWAN Age/Gender 37Y4 M7 D/ Female

Address 9-1-102, BHAGATH NAGAR , KARIM NAGAR, Karimnagar, Karimnagar, Telangana, INDIA, 505001
IP No IP26-00006870 Admission Date 17-07-2026

Ref Doctor Self.

Discharge Date 18.07.2026

DISCHARGE SUMMARY

Consultant:
Dr. RAJANI KUMARI
MD (OBGYN)

Diagnosis: ABNORMAL UTERINE BLEEDING - ENDOMETRIAL POLYP
HYSTEROSCOPY + POLYPECTOMY DONE ON 17.07.2026

History: She presented with complaints of inter menstrual spotting, on and
off. No other complaints. Sono hysterogram done on 14.07.2026 showed 2
hyperechoic masses noted in the uterine cavity s/o Endometrial polyp 1)Broad
based polyp measuring 0.59 * 0.35 c¢cm,2) Pedunculated polyp measuring 0.35
*0.39 cm . She is admitted for Hysteroscopy + polypectomy.

Menstrual History:-
LMP- 07.07.2026
Previous cycles: Regular

BANJARA HILLS » HYDERNAGAR KONDAPUR OUTPATIENT CLINIC SECUNDERABAD
" 1 040 5 0

KONDAPUR L B NAGAR 8 NANAKRAMGUDA
040 - 4246 2100 3040 - 4246 3700 Emergency 3 040 - 4246 2400 3040 - 7114 -

@ 1800 2122 @ www.rainbowhospitals.in

1 04069113213




' Name " Mrs SRAVANTHI
11P No IP26-00006870

Obstetric History: Nulliparous

Medical History: Nil
Family History: Nil
Surgical History: Nil
Allergies: Nil

Investigations: Enclosed.
Blood group: "A" Positive

Management: Course in hospital:

UHID

Admission Date

2}

! HNH-00016501

$17-07-2026

B A AT ok Sl

On admission vitals were stable. She was closely monitored. Her vital signs
remained stable. She was prepared for Hysteroscopy + polypectomy. Written
informed consent taken. Preanesthetic check up done. Anesthetic
premedication (IV Pantop and Perinorm} given. Antibiotic prophylaxis with Inj.
Taxim 1 gm IV given. Patient shifted to theatre.

Surgery Notes:

Operation performed: HYSTEROSCOPY + POLYPECTOMY DONE UNDER

GENERAL ANAESTHESIA

Indication: ABNORMAL UTERINE BLEEDING - ENDOMETRIAL POLYP

Operative findings:

o Small endometrial polyp of 0.5*%0.5 cms arising from posterior wall.
* Broad based endometrial polyp arising from left lateral wall.

e Bilateral ostia normal.

e Endometrium -signs of endometritis noted.
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Rainbow® ® - C
Children’s BirthRight
Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Dieu?r_,-
Name Mrs SRAVANTHI UHID HNH-00016501
IP No IP26-00006870 Admission Date 17-07-2026

Cotton wool appearence at the external os.

Rest normal.

Polypectomy done with hysteroscopic scissors.

Specimen retrieved by grasper.

D&C done and Endometrium curettage obtained.

Endometrial curettings and Polyp sent for HPE

Endometrial curettings sent for CBNAAT for Tuberculosis evaluation.

® o @ ¢ o o o

Post-Operative Notes:

She was closely monitored post Operatively. She was encouraged to ambulate
and void spontaneously. She was shifted to room. Her general condition was
| satisfactory and she was found to be fit for discharge. Medications were
' explained to the patient supplemented by written information.

| Advice:

1. Tab. Taxim - O 200mg (Cefixime 200mg) twice daily till 23.07.2026 (9am-
9pm) after food.

2. Tab. Doxycycline 100 mg twice daily till 27.07.2026

‘ 3. Tab. Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food

‘ till 26.07.2026

4. Tab. Paracetamol 500 mg SOS

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

6. Collect HPE report

Review consultation with Dr. RAJANI KUMARI, after 10 days on 27.07.2026
in Gynec OPD with prior appointment.

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

uuuuuu THNAGAR BANJARA HILLS A HYDERNAGAR it KONDAPUR OUTPATIENT CLINIC (JC1 Accredited SECUNDERABAD (NAL
3 E=erge 0 - &




Name Mrs SRAVANTHI UHID HNH-00016501
IP No IP26-00006870 Admission Date 17-07-2026

language that | can understand and | acknowledge. M

Patient/ Attender

In case of emergency like bleeding, fever kindly contact 9154865045 at
Rainbow Children's Hospital Himayatnagar just dial one toll free number -
18002122. S

You can also take appomtments at any time by going onhne,f{égo
website www.rainbowhospitals.in ‘

Consultant:
Dr. RAJANI KUMARI
MD (OBGYN)
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Children’s

Hospital %"

Rainbow Childrens Hospital-Himayatnagar

Z g
Rainbow . 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.
e TEL NO :040-48873000
socad WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP26-00006870 Admit Date : 17-Jul-2026 Admit Time

NI manm

:08:20 AM  UHID : HNH-00016501

Patient Details :

Patient Name : Mrs SRAVANTHI Age :37Y4M7D
Guardian : Mr PAWAN DOB : 10-03-1989
Gender : Female Religion

Occupation Martial Status

Address (H) - 9-1-102, BHAGATH NAGAR , KARIM NAGAR Phone No 9441273995

A gggicr]%r;agar Karimnagar Telangana INDIA E-mail . NA@GMAIL.COM

Admission Details :
Bed Type : TWIN SHARING Bed No :PDA-413

Room No : PDA-413 Admission Type : First Visit

Ward Name : 4F -OT

Contact Details :
Name . Mr PAWAN Relationship

Contact Address : 9-1-102, BHAGATH NAGAR , KARIM NAGAR Phone No
Karimnagar Karimnagar Telangana INDIA
505001

. Husband

: 9441273995

/%
Zr

Signature

Doctor Details :

Referral Doctor : Self. Phone No

Co-Consultant

Doctor Name : Dr. RAJANI KUMARI Specialisation

: OBSTETRICS AND GYNECOLOGY

Payment Details :

Deposit Amount  : 10000.00

Payment Mode : DC/CC Card Payor Name

: VIDAL HEALTH INSURANCE TPA PVT
LTD

Printed Date / Time : 17/07/2026 08:33 Printed By : 020099

Page 1 of 2
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ACTIVITY RECORD FOR BILLING

6870
Name : HNH-00018501 o S

________ msm'"“ sryamio

il = \“"\‘\‘\{\\\\\\\\\\|\\\\\\\\\\\\\\\\\\\ et s PP

Date of Admission: _ _

Room/BedNo:__ ______ Ward: __ Suggested Billable bed type : _ _ _ _
WARD TRANSFERS
Date Time From To Signature of Nurse

1Y [NQP N[ Pnek poltd| (0T ) [ (O [ Koo
"\'rH:\- \Pm Ot P14 8P65) I /&R

Cross Consultation Visit

Doctors Name Date Order No. Signature

8

9

10

Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

Investigations

Date Order No. Signature
> L
+
& - » [ ¥ 1
* 2 >
~ - - - 1 -
L ~ ey 3 = ~




MEDICAL EQUIPMENT (WARD & ICU)

Date Ezair;rig;t Co%l;c;ﬁngc Discc_??r?’zcting Order No. Signature
. |

P Cotoieamonifen |10 | ag Y. \U@‘,\‘% (@

s }w@uﬁ\z‘wfmmf | hatt 2 ®

LAV
R

o




PROCEDURE

Date Procedure Quantity Order No. Signature

Y [ I Yoeeancan )| (D hygap 4O

W\ ppe @D _ mp\r/m@'

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




HNH-00016501 1P26-00006870

Mrs SRAVANTHI

10-03-1988 IYAMID  (F) "2
Dr. RAJANI KUMARI

‘ Rambow . R
T T — Children’s ‘Blrtthght

N

Hos pital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
I.P ADMISSION SHEET FOR GYNECOLOGY
Date of Admission : ........ Ko R T, TIME Of ADMUSSION & .evvvveececceieseeeeeseaeeesr e eseeenenesannes
|
Allergies: ........! Aoz L( ............................................................ ] Not know any drug allergies
- PRESENTING COMPLAINTS ;-----------mcm-cmcecmmomemmem oo om s m oo sc oo oo oo mmmmmm s mmmm o m sy :
1 Cofomtn (0 )

> cfc-. brcbnnsindeinal ety XS
ﬂ"‘f'ﬁﬁ)ow.

_EfLS' dore o . d - Gaogpo edasic MDA Gl (T

uﬁhju c&ﬂj WWgp = 0598 03

JMWML‘J PQQ_,/F—GdeN Diehies
4)e

MENSTRUAL HISTORY OBSTETRIC HISTORY
Year of Marriage :~ Parity : D\_QJ_,U,L?N&,&MJQ ,
Previous Periods :ffC{‘PwV«J Mode of Delivery :
LMP: — ]Z_n.?/ujw Last Child Birth -
Contraception :
PAST MEDICAL HISTORY ' PAST SURGICAL HISTORY

o On DR K

Docu. No. : RCH /FRM / CLINICAL / 086




HNH-00018501
Mrs BRAVANTHI
10-03-1080

Dr. RAJANI KUMAR|

lM HHIIHIIIIIIIIIIIIIIIIllllllllll

IP26-00006870

aTYamr0

. MEDICATION HISTORY:

| I\\i\ |

’ 1{ FHeoe
Wit.

Date Breasts
Ht.
BMI
B.P
Pallor _<

CVR _M4p

Respiratory System _™MAS / Bnmze

Thyroid g

Sle—

Abdominal Examination

S\l

Local/Speculum Examination
N d e

Bimanual Pelvic Examination

N

PROVISIONAL DIAGNOSIS : ﬂ*U A -F— Nol\ls qro-v e . —Qou\

,,._———

INVESTIGATIONS ORDERED

PLAN OF MANAGEMENT

Bar-
. o
IS =587 [ 4,5
Wea —1§8 pre's
o bt TRV

s.owal 06 - 14

CLE- WS
Yo — \o &

v - %
“LC — GRS ?\\ . %66

. C \\\\'Df\\ 22 en}-

NP T2

%{than + Fu\wauﬁw‘)
, g;)ht Z?w Jw\ﬁ

C-awu»:ﬁ
- Plc_or el ealiong
— FAC

- S')udF do 61 on tall.

EJQS(GPK :

WL

Signature of Doctor

Name of the Doctor : ’_“; ‘ 973"‘“ Eewmonn

Date & Time : r IR’ )




HNH-00018501 1P26-00006870
Mrs SRAVANTHI

10-03-1p89 ar YaMTD (5
Dr. RAJANI KUM

- LIy

PRUGKE>S NOTES AND DOCTOR'S ORDER

"%

Rainbow” | @ BirthRight
Hospital _ | () ereomesii:

ur Right to a Safe
It takes a ot to

's Ord
Date Progress Notes Doctor's Order
& Time
AV AR
o /m ia—
V" \ S PO - —t)
o NBIY). o -
Ge far =

-—-Prﬁdaodi

g —TFDO‘MW (.QM-L\U'B'\MQ

Bp s 1Y

g ~1"‘Tanummﬁmﬁpfb

Ly

PO LT P PR v~

i Pa,n}vbiouw-éj v(w“)

PLp g«&g&—*

= - Pt Soums) £ 704

~ W|E Py blee)

/|_Y

Docu. No. : RCH /FRM / CLINICAL / 088
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Patient Sticker

%
Rainbow®
Children’s .
Hospital .

1t takes 2 Jok 10 trezt tha Ritle.

PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Deljvery

Date
& Time

Progress Noles

Doclor's Order

Docu, No, ; RCH /FRM / CLINICAL / 088
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- AL T

(o)) RESULT SHEET

2z
Rainbow® . -
Children’s ‘Bll‘tthght

Hos P ital BY RAINBOW HOSPITALS

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

Date

Wy

Time

Hb

to "D

PCV

0\‘),%

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138




Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

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

Radiology : USG & i s i s i e s Sy S S A S

MBI i o i S R TS R RS R R e A TR R s

Others (ECG, Contrast STUIES BIC.,) & ovociiioiieicii et
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:NH;OOMGBM 1P26-000068 79 - ,,% .
e e | e
Qi ozt | @R
UG CHART
Date of Admission: /'?T'H'V-“ ......... Drug Allergies: .........cccvvmienennne )U ............................ £77 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

1

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.

1) Right Patient

3) Right Dosage  4) Right Route

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

2) Right Drug 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.

SOS / PRN (As Required Medication)

DRUG :

Date

>

Dose Route

Frequency |Start Date

Time

Doctor's Signature | Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

v

Time

Dose Route

Frequency |Start Date

Doctor’'s Signature | Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

Tipe

Dose Route

Frequency |Start Date

Doctor’s Signature |Valid Period

Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118
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HNH-00018501 1P26-00006870
Mrs SRAVANTHI
10-03-1989 TYAMTID (R

Dr. RAJANI KUMAR|

i ]m"mmm ””""" REGULAR PRESCRIPTIONS  Weight. ................ Ward. .............

oRUG Ty CEFTAXIME  [DREER)
Dose Route | Frequency |Start Date p -§) .
\9 | IV b |I#3bt &é VS i

Narite & Signature of the Doctor P
Starting the Drugi: \

L el

M) — ST 17N
Additional Instructions: /¢ --efmac? /] v (W\/‘Z\
\ :4\
1

Daily Doctor’s Endorsement by a Sign g

Dater

DRUG: PANTOPRAZOLE  [Time
Dose Route | Frequency |Start Date ‘
Gow| PO | ©OD || r’h, ©

Name- Signature of the Doctor | |
Starting the Drugs:

DA N7

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

. V) Dater
DRUG : T DOMO\JLQA N . [Time

Dose Route F’(equéncy Start Date
‘v PO | 65D PT*

Name'\d Signature of the Doctor
Starting the Drugs:

D m

Additional Instructions:

2 b dowy

Daily Doctor’s Endorsement by a Sign

y * Date»
orue: CEFIXINE  mpe
Dose Route | Frequency |Start rate

Jdorv | PO | p | 1FH7-
Name’& Signature of the Doctor
Starting the Drugs:

D Dve WD__, .

—

Additional Instructions:

x%ilm:}‘

Daily Doctor's Endorsement by a Sign

N

Page: 2/4
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Rainbow® | ) s
Children’s ‘Blrtthght

Hos pita' BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery
Sheet NO: ........... REGULAR PRESCRIPTIONS weight ... Ward oo
DRUG: PR ACEAMOL * e

Dose Route | Frequency | Start D],

oy | PO | 1o [1aeh

b

Nam & Signature of the Doctor ' |

Additional Instructions:

Starting the Drugs:
._——""—)--‘.

Daily Doctor's Endorsement by a Sign

| pRuG: patey
¢ | Dose | Route |Frequency |StartDt.|
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : Datey
Dose Route | Frequency | Start Dt. y
| Name & Signature of the Doctor
~ | Starting the Drugs:
_ | Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : '?i?rt\:.

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

(P.1.0)




Signature ...

" VERIFIED BY & NAINS oo o sinressmnrenemnasrsninne

4

N\

Rainbow® ) -
Patient Sticker Children’s . ,. Bl!:th R'ght
Hospital *j . BY RAINBOW HOSPITALS
. £t takes 1 lot to treat the Ixtle, Your Right to & Safé Delivery
Sheet NO: ..cveveveres : REGULAR PRESCR]PTIONS Weight .............. Ward ......coooceeeeeiee
] Datey - i .
DRUG : Ti_r'ne
Dose Route |Frequency | Start Dt.

Name & Signature of the Doctor
Stariing the Drugs:

Additional Instructions: -

Daily Doctor’s Endorsement by a Sign

DRUG:

Date

v

Tie

Dose Route | Frequency | Start Dt.

"\.éﬂo

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Docter’s Endersement by a Sign

DRUG :

Dater
Tiv g

Dose Route | Frequency | Start Di.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date}

v

Dose Route | Frequency

Start Dt.

Ti' g

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / GLINICAL / 108
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Mrs SRAVANTHI 1P26-00008870
10-03-1p89 i
bt SO A;r YamM1D () Ll 1 R —— Walt, oo
OO0 Tige
TIU‘IB I Nurs‘e' Sig I Nursism. I Nurs& Sig. [ Nurs‘ur Sig.
Dose Dose Dose Dose
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 Dose Dose pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: o e s e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
VARIABLE DOSE Date» _ _ _
_Ig]e J Num&Slg. J Nu{_S:SIQ. l Nurs:Sm. Nurs&S:q
Dose Dose Dose Dose
ﬂ DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s s o] Duss
Dr. Sign. Dr. Sign, Dr. Sign. Dr. Sign.
Additional Instructions: pose oose e pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign. ‘
STAT / ONCE ONLY DRUGS :
: e Dosage & Other i |
Date Time Medication Instiiictions Route Signature Nurses
7 ETtY, \\\.L\““p METoCLoPRoMIDE  lome AV WS -M%g@-
M&\mu/

D |t FANto PRazZpL € Howa v L~ J
v 7
#en_[Mptatle

= Moad
R %'bo\‘hﬂ“ mn—(%c/’gpsrm/ Lhoo moy st M&/ oot
-

[0 \\1_5GW PON 10 pRALOE Leo m-.f Y
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Dr. RAJANI KUMAR|
||| ”I |” |“l|||||“" LV. FLUIDS CHART Weight. .................. Ward. ........
wwuiposition of 1.V, Fluid Flow Rate| Doctor | Nurse | Date of
(1 infusion, mention ml./hr = Mcg/kg/min. etc) Route mi/hr Sign Sign Stop;i{r)lg Dgf;ti'?r NSL:;IE

RN «gr.

LACTATE | VT, (g

\Y)
- %:)\‘P L v i‘% e @ \+f9/ r @
A ol ewace
@ {% ufu’mf w |[ledt ¥ k} \?}\}( Q{ 2}%
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Rainbow®
Children’s
Hospital

Tt takes & lot to treat the Mte.

MEDICATION RECONCILIATION FORM
JZ?N/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)

S V¥ U

Drug Allergies:

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

SNHHNGY FROMI «.ooiossusnsmssiscommmssmsnsismasnonsusssssssisssutimataton B 11111 8 0 TSP
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, 1v) | FREQUENCY | nore ) Time ‘}gﬂ:f.f,‘,?g
1 OC Onbc
D
2 0Oc¢ 0oc
3 Oc¢ Ooc
4 - OC [ODC
-
5 0C 0Ooc
6 / Oc Ooc
7 / Oc ooc
LN
8 / Oc Obc
9 1ac dbpc
10 Oc¢ Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY
'b\ 3 \\Cx U €L~

A5

Doctor Name & SIgNALUME :.....o5 e eeeerreerrassmsssesasssnmsesssssssssssssssssnssssssenssssessanass

\':\\'4\')_& 6@ aSam

DAt & THTIB { o..oveiarersscsssnsssnsssserssassarssssmrimissssassasassensussnranssasassssnnssonsssassassnsasss

* C- Continue, DC - Discontinue

Nurse Name & Signature: H\Qﬁl—&&«w&&@mw

Date & Time : .......... \@- La‘\%@ ..... Gl, ngﬁ}a“’\. ...............

Docu. No. : RCH /FRM / GENERAL / 090
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B Rainbow .
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It takes a lot to treat the litte. Your Right to a Safe Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: .......... la—l}' .....

Baseline Information:

Admission From: COER 10PD JfWion Desk [0 Others, SPEEMY i.uvimammmessssesises
Primary Language: [ Telugu <English < Hindi L) OBIS. SPACHY <o ovrsinsrimer s omamsinimissiming
Doyourequire aninterpreter? [1YeS MO ifYBS SPECITY .oeoviieiieceeeec et
Source of Information: [ Patient 7T Family 1 ORES, SPBOIY o virnsisansssismsimmsmssncrmsinsaresisrssissssssioigrmsytsation
Allergies: [ |Yes W [] Medications [_1 Blood Transfusion [ Food [ Other: v

VO, JBIIIV | comminisintermommnmnrasssymnmssson ey st dAaSme b VA Vs ok s A e R S e e TS Ay TR S
Chiet CoOmPAINRE ... s Doctor Notified on Admission: [JYes [INo

L}
.............................. Name of the Doctor: .. ).\ W‘Y\,{

PY(S) PQ,Z_j/(JDWjT:me NOBIRd: ..o

Past Medical History: Obtai'ned From [ Patient [ ] Family Member ] Medical Record [] Other (Specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

WA MAA MAL

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

Menstrual History: .......cccooeeieeriiinrenncnn, Caesarean Section: [INo []Yes Contraceptives: [ONo [JVYes

.................. R 2 LL,«QQA,!Z Cervical Cerclage: [JNo [ Yes Vaginal Discharge: [ INo [ Yes

Onset of Menarchey ..........oocveevevvcvreeranns Ectopic Pregnancy: C1No [ Yes Post-Coital Bleeding: [/ No  [] Yes

Menstrual Cycle:  Z-Regular [ Irreqular | Myomectomy: CONo [OJYes Infertility: [INo [Yes

Last Menstrual Period: ...........ccccvvvvveeniennne Others: If Yes Type: [ Primary [] Secondary

Obstetric History: G ..o, B e b st e A i

Previous LSCS: ...

Current Medication: ~_-Nome [ Yes, If Yes, Fill the reconciliation form

Family History: ;}No'ﬁbnormalities Detected
L] Heart Disease (] Hypertension [ Diabetes L] Stroke L] Seizures [ Kidney disease

[] Liver disease 03 USRS
Vital Signs / Measurements: Temp: C{%[h HR: ..&2..... RR:... 7).

BP: . L{L ) Weight: .............. HeighE o i 11—

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

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.O.)
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Mrs SRAVANTHI
10-03-1988
Dr. RAJA

srnmn (F =

-

PHYSICAL ASSESSMENT

General Appearance: [;LHealthy CTill looking [l Anxious [] Agitated [0 Others: ....veeeeeeeeeeeeeeeieeens

Fall Assessment: [Yes [ LNO Score................ (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: [ Yes ?No/ SCOMe ..o (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
I Mobility problem " Walking Problem _ie-Abnormality Detected
" Developmental Delay I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: D)le—kbnormality Detected
[]Overweight 1 Poor Appetite > 3 Days ] Needs Therapeutic Diet.

[IUnder Weight ] Diabetes Mellitus (] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

%ﬁ & Cooperative [ Restless LI Depressed [1 Agitated [l Confused

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ISingle  “Warried [ Divorced [ Widow

2. Special Habits: Smoker: [ Yes (QNT Alcohol Abuse: []Yes =HNo— Drug Abuse: [ 1Yes <TNO
S0CHAl HISTOry: LIVES WIth ...ttt

Orientation has been given regarding the following aspects:

Call Bell in Reach : [ ¥es [ No Waste Disposal Explained: [1Y¥es [ 1No
Infusion Pump : [~Yes [INo Hand Hygiene Explained: #TYes [ No L1 Others

Above information given to .................... PouaH E‘M ...............
Name of Person Orientation was givento: ............... 3“9\\{9\%

Orentation ROt GIVEN BEASOM: . ueissisinsisisisssisisssivisissssoahe B cosiessisksssrsashivscnoss

Nurse Signature; . T{)WMW(?Q

Nurse Name: .......cccoceveennn L HER LA ...

Date & Time: .. {a{a-—)% Cg‘ﬁvn-\




HNH-00016501
Mrs SRAVANTHI
10-03-1080

"

1P28-00006870
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sryaMto () Rainbow® . g
:] Children’s BirthRight

Hospital . BY RAINBOW HOSPITALS

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

carly warning Observation Score Chart - Obstetrics

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

ks

AN
&)

11 10|11 12

RESP
(write rate in
corresp. box)

Saturations

<94 %

Administered

0, (L/min.)

2, dwal

40
39
38
37

L

ajey Heay

e

st

anssald Poojg 1|oIsAs

190
180
170
160
150

140

130

120

110

Lt A

S50

3inssald poojg Jijoiselq

130
120
110
100
90 / A
80
70
60 !

50 L
IO 5 i e i G- - i W W e i B

e

3
)

NEURO
RESPONSE
[¥]

1

Alert
Voice
Pain
Unresponsive

URINE
mls / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES

Nurse Initial

&
N




Early Warning Signs

[ Obstetrics and Gynaecology j

.

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

Repeat Observations

in 15 minutes or continuous

monitoring

(
1 Yellow Alert :
Repeat Observations
in 30 minutes
.
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
™~

* The Modified Early Warning Score (MEOWS)

%3
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Mrs SRAVANTHI - "
1n-ns-1m ”"MW 1 Rainbow® .

| hild BirthRight
“iiiiiim Finsprat~ | ) memsomastts
[ FLUID CHART |
Sheet No. : ...............

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
. v étte

Intake : L P e
el " Thrombo- R
Date Time gagluuri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis Sign.

Score Nurse
Mouth |V N.G

Booam | P Y| ) [\o0n

10:00am [ ] ) \oond

A"

I

ooam (D) | 1 [oond ~ 3
Q' [ewn] v
"

1100am | £.) | WA \‘Ga‘nj
12:00pm | £_) \a s

N LV

01:00pm | Q[ |60 ],

Total Intake : <A\ §) Total Output

02:00 pm‘ R\

03:00pm | ©\ - 1

Ct—L

\&
o

A\

|

N

B

0400pm [ RL | 1 |i00m ng\v/

05:00pm| 0 \_+ W) A :
R
O

06:00 pm
07:00 pm
Total Intake : A¢x) ki) Total Output :
08:00pm |
09:00 pm

10:00 pm
11:00 pm
12:00 am
01:00 am

Total Intake : Total Qutput :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am

Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

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




-Patient Sticker

“z

Rainbow® ] .
Children’s o BirthRight
Hospita| . BY RAINBOW HOSFITALS
T2 takes & g t traat the [tfe, Your Right to a Safa Dellvery

( FLUID CHART |

1. All measurements in ml.

2. Addup each column separately Make additions across the page to obtain 24 hrs. total of mtake and output,

e 52;3 ’Q;ﬁ

' Nature
Date Time of Fluid

T ‘;&gﬁ»« gﬁ@rz R i N

"“Oulp < - IV Sita

=il
LY

NG

Thrombo-

. hiebitis | Sign.
Diarrhoea | Vomit | Drainage | Urine PScors’ | Nurse

08:00am |

9:00 am

10:00 am

11:00 am

12:00 pm ¢

01:00 pm

-

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

.| 05:00 pm

06:00 pm

07:.00 pm

Total intake :

Total Qutput :

08:00 pm |-

09:00pm

10:00 pm

11:00 pm

12:00am |

01:00 am

Total Intake :

Total Output

02:00 am

03:00 am

04:00 am

(05:00 am

(6:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Qutput
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Goals

L

[] Maintain Airway and Oxygenation

J;L_Maintain Personal Hygiene

[ Identify Potential Complications

|P18-0000“70

szyamto

D

NURSING CARE RECORD

Rainbow® . oo
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS

O P

(1 Relieve Pain & Discomfort
Infection
1 Any Others. Specify

[ Mairtain Fluid Balance
[ Meet Elimination Needs

[J_lmprove Activity Tolerance
[ Ensure Safety

[J-Maintain Good Nutritional Status

[] Early Ambulation Reduce Anxiety

Date: /&/}/%
[J Maintain Skin Integri

T Patient & Family Education

Time

Plan of Care

Time

Implementation

Evaluation

Re-Assessment

Nurse Name
& Signature

&

Morning

r’) 9/60\11 Pmn\/) o/ﬁb/

3 Pl /@“fq)e)
€ hot--

71 p,ém N @%fg_;%%ﬁ

2l ok

8 JefChee ke

reinel gl

& Q@QQILZ/é{/, _

NV

v/ decd )
e/

na

~

P19
SleiHe

e
o0

Afternoon

1) NJW;{}W%CLJ}

/

/‘)

Night

Docu. No: RCH

/FRM / CLINICAL / 148



Patient Sticker
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2z

Rai b-:-' ® ) . 3

Children's | @ BirthRight

NURSING CARE RECORD Hospital _ | () zussoncrms

[ Maintain Airwéy and Oxygenation

07 (P

3 Relieve Pain & Discomfort [0 Maintain Fluid Balance O Improve Activity Tolerance [ Maintain Good Nutritional Status [ Maintain Skin Integrity

L]

S | O Maintain Personal Hygieng 3 Prevent Infection O Meet Elimination Needs O Ensure Safety [ Eary Ambulation Reduce Anxiety 3 Patient & Family Education
S | O Identify Potential Complications [ Any Others, épeciry ............................................................................................................

. . 3 Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
! A IR

o ' !

= ) '

s .

(=]

= :

iy “r
"

5 SR

o . -

£

g -

= e

= /

=

=
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PAIN ASSESSMENT FORM

]
Rainbow® . o
Children’s i BirthRight
Hospita[ . BY RAINBOW HOSPITALS
It takes ot to treat the Moe. Your Right to a Safe Delivery

sofe Modifying | Patient / Family . -
o 1ine (0/10) ‘Location Duration Acuity Character Factors Educated llnten.'entmn Sign
[1 Continuous | [ Acute (] Sharp  CJ Dull [ Increasing [ Yes N BH—
18‘) a— g‘ Pf ) @ N ﬂ\ [ Intermittent | [} Chronic "1 Aching 1 Burning | [ Decreasing | [ No @

1 Continuous | [ Acute [] Sharp (7 Dull [ Increasing | [ Yes M PA—

\Hr} \\Hm O N Pf [] Intermittent | [ Chronic ('] Aching (1 Burning | [J Decreasing | [] No ' @

9’,% pr (1 Continuous | [] Acute ] Sharp (] Dull ["1 Increasing [ Yes N F}_

\ Qj’w) @ N 1 Intermittent | [ Chronic ] Aching [ Bumning | [J Decreasing | [J No ' Q
] Continuous | [ Acute [ Sharp [ Dull (] Increasing | [ Yes N ¥
U] Intermittent | I Chronic [] Aching [ Burning | [J Decreasing | [ No @_,
[! Continuous | [ Acute (] Sharp (] Dull [ Increasing L] Yes
] Intermittent | (] Chronic [ Aching ) Burning | [ Decreasing | [ No
[ Continuous | [ Acute (] Sharp [ Dull 1 Increasing | [ Yes
[ Intermittent | [ Chronic [ Aching ) Burning | [ Decreasing | [ No
[ Continuous | [ Acute [] Sharp [ Dull [] Increasing [ Yes
[ Intermittent | 1 Chronic (] Aching [] Burning | [] Decreasing | [ No
1 Continuous | [ Acute 1 Sharp [ Dull [l Increasing | [ Yes
[ Intermittent | [J Chronic [1Aching [ Bumning | [] Decreasing | [ No
1 Continuous | [] Acute (] Sharp (] Dull [ Increasing [J Yes
[ Intermittent | [ Chronic (1 Aching [) Burning | [] Decreasing | [ No
[ Continuous | [ Acute (] Sharp [ Dull L] Increasing L] Yes
(] Intermittent | [ Chronic (] Aching [ Buming | (] 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) At least every 2 hours for the first 24 hours
c) Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)



4 PAIN ASSESSMENT TOOLS A

FLAGC PAIN ASSESSMENT SCALE (1 Month fo 7 Years)

d SCORING
1, CATEGORY
~ BT 0 L 1 H 2
" | Gccasional Grimace or Frbwn, Frequent to constant frdﬁn.
Face | Mo Partioutar expression or sl withdraw, Disoriented quivering chin, clenched jaw
i k -
- 1 : Legs Normal Pasition or Refaxed Uneasy, resiless, tensa ¥ Kicking, of legs brawn up
A I‘. K
) 1 Laying guietly normal position, $Squirming shifting back and .
Activity moves easily forth, tense Arched, righ, or Jerking
Numerical Paln Scale (Obstetric and Gynecology) I
l 1 1 1 1 | | 1 1 ] 1 : ‘ Moans ar wiimpers occasional Crying steadlly, scréanis of sobs,
I 1 1 I 1 i i I | | 1 Cry No Cry (Awaks or asleep)
H 1 > 3 i 5 3 7 H 5 w1 09“ complaint _ . frequent compalnts
NoPain 3 Possibla Pain - Reassured by occasional touching, .
. Consolabifty Content, relaxed E}Qﬁggi,g being talked to, Difficult to console or comfart
Neanatal Pain, Agitation and Sedation Scale (upta 1 Month)
Assossment Sedation Normal Pzin / Agilation
- Criteria
Wong - Baker (Pediatrics) Above 7-Years 2 1 0 1 3
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
| Ireltablity stimuli minimally with painful | Irvitable intesvals conselable | continuous cry
0 2 4 8 8 10 o ! stimuli Inconsolable
No Hurt HutsLitie Bt Hurls Little More Even More Hurts Whola Lot HurtsWorst | Behavior State | Noarousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, Kicking constantly awake
stimali stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement mavemnent . (not sedated) '
Faclal Mouth is fax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain exprossion
Expression No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed handsand | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | fest clenched loes, fists | loes, fists, or finger
tone Normal Tone of finger splay splay
Body is not tense Body is tense
Vital Signs HR | No vasiability with | Less than 10% Within baseline or Increass 10-20% | Increase greater than 20% from
RA, BE 530, | stimul variability from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseline with stimuli | gestational age §a0, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | stow recovery Qut of sync or

\ recovery fighting ventilator /
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Date
Time

235
: M

immobile:
........... .2 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

Sensory Perception

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

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

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

to feel pain, or discomfort in one or
two extremities.

Mobili : 1 - S - o e :
fty in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 9
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
T 3 Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
:;ctu: ﬂgi;ra]}zggei';:? E B?“?im bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
Py it and/or must be assisted into chair or |  assistance. Spends majority of each day and inside room at least once every
wheelchair." shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 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

Friction Occurs when
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

ki tq w';'(wh d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
- :g :: 0&;:05: Dampness is detected every time 8 hours. every 24 hours. b'
stur patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Able to completely lift patient during
position change, moves in bed and in

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

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

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.

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other _ - muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| ~during move. Maintains good position L‘
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dI; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dI; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| High Risk: 10-12 |

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

Moderate Risk : 13-14 |

TOTAL SCORE

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

Evaluator's Name

R~




Support Surfaces
Risk Score Category Action {(Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Reduzar Turning Schedule _ _
ot 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 overl
Manage moisture, friction and shear ng p veriay
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 -
13-14 Moderate Risk _ Gel pads for high-risk areas
Pasition patient at 30 degree lateral incline using foam wedges .
: Alternating pressure maitress overlay
Follow the same protocot as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in thair position frequently Alternating pressure matiress overlay
Use same protoco! as for “High Risk” Patients High-density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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A Morse Fall Risk Assessment Form etk ek | N Amani S

‘ Date / Time . .
Choose Highest Applicable Score from each Category 26500 l Q%j ?' Fall Risk Grading
= ’YV\‘
History of Falling Yes 25
(immediately or w/in 3 months) No 0 @ Risk Level Morsu:NI::g)St:ore Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 e
i 30
_ Ll Low Risk 0-24 andard Fol
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0 l=)
: Yes 20
IV / Heparin Lock or Saline N ” 12 Implement
0 Moderate Risk | 25 - 50 AR
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 2 Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status ; = SRS - Prevention
i .
Oriented to own ability 0 o litshertion
Total Morse Fall Scale Score: \.®
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.
LI 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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I A NENARINA (AR CHECKLIST FOR THROMBOPHLEBITIS Hospital | (g omeniesrns
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N M E N E Remarks
: No signs of phlebitis /
1 IV site appears healthy Qb canmila 0 @
One of the following signs is
9 evident : Possibly first signs of phlebitis ’
* Slight pain near the IV Site / / Observe cannula NP
* Slight redness near IV Site
3 ;\;\éoezfi(;tggt_followg Signs Early stage of phlebitis / 9
Pain at IV site Redness Resite Cannula W ﬁ'
?Sig;’:? ? Tellgwing Siors dre Medium stage of phlebitis /
4 Pain along Path of cannula ?esn;{e Catnnuia Consider 3 N H—
Redness around Site Swelling e
s&gg{] 2,:31%?.2;3&9?3 L Advanced stage of phlebitis or
5 Pain along Path of cannula t;e sjart o thrombophlebitls/ 4 }9‘
Redness around Site e site Cannula Consider M
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain %?z?lggghsléi?t?so/f
6 along Path of cannula Redness i . 5
around Site Swelling palpable l(r:utlate treatment Re site N~
Venous cordpyrexia annula
Signature of the Nurse

NOTE : Phigbitis 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 : ........c.cc...... 51}?/ ............... Name: ....

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

Signature of Ward In Charge :

Signature : ....... dﬁ ......................... Name: ... L4
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Patient Sticker Rainb%wﬁ . S
Children’s BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | | W@ rmesesns
’ - BAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [y E N M E M E Remarks
. No signs of phiebitis /
1 IV site appears healthy Observe cannula 0
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula 1
* Slight redness near IV Site
3 lxoe?lgégﬁt,muowmg Signs Early stage of phlebitis / 5 .
Pain at [V site Redness Resite Gannula
leggé?e following Signs are Medium stage of phlebitis /
4 Pain alo'ng Path of cannula Rasite Cannula Consider 3
Redness around Site Swelling Treatment
Tof —s
Qvlic?er:? t;;gﬂngtléﬂghsrég:ns are Advanced stage of phlebitis or
5 | Pain along Path of cannula tFI:e start of thrombophlebitis / 4
Redness around Site g site Cannufa Consider .
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redriess }h_r ombophlebiis / 5
around Site Swelling palpable (r:utlateltreatment Re site
Venous cordpyrexia annuia
Signature of the Nurse

NOTE : Phlsbitis greater than grade 2 should be reported o physicians and other appropriate heaith carg personal ongoing observation of the site should continue for 48 hours post removal to detect post infusien phiebitis.

Signature of Shift In Charge

SIGNALUTE ; eeeevrerrrer e rrresrerenssernrsressasvasraes NAMS © cvererrerencsnearnsronesrsssnsssssarasssesssassss

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

Signature of Ward In Charge :

SIGNAWIE | oottt enrrennroee [T 1 U
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It takes a ot to treat the iittie.

NURSING SHIFT HAND OVER FORM - WARD

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"

Post Operative Procedure Special Orders:

TPORHNG DIOCUI: i.ciisvvinsisassissasssasiniscss ssoussonssrammsonsanse Department: ......c.cccooevvviveeececenn, Date of AdMISSION: .......c.cooocevrrecrirens
Z | Diagnosis: Any Ipfection: C1Yes [CJNo [ Not Known
=< J»\’tdﬂd/r DSe@ F\d r’r?O\dw& i veql SPECITY: vvvovverereiireriseeriere e
—_ ]

7
2 | Area
=
é Shift Time o
* | Medical Condition
= | (Any special condition to be noted): r
Np D
Allergy: [1Yes =No | Yes CINo | Yes CINo | Yes CINo | Yes CINo | Yes C1No
Tubes/Drains/Catheter: O Yes mﬁo CJYes CINo | Yes CJNo |1 Yes ©1No | I Yes CUNo | Yes I No
Vital Signs: Temp: Qﬁ '!p
- Res: | 96
z n
e Spo;: | g
A Pulse: | &9/
w "
2 BP: | 116) )
Fall Risk Score: —
Pain Score: —
Safety Needs: =5
o Physiotherapy | Yes C7No [ Yes CINo [ Yes CJNo |1 Yes CINo |0 Yes CNo | Yes [ No
=
= —
= Others Specify:
=
£ Special Diet: | Yes ON0 |1 Yes CINo [0 Yes CJNo |01 Yes T/No | T Yes CJNo | O Yes CJ No
E
& |Other Special Orders / Medications:
= —
-

Handed Over By Name : M
e
Signature : (U._)/
Date: 1340
Time: ﬂv@vﬁ:
i

Taken Over By Name :

Signature :

Date:

Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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Patient Sticker Children’s . Bll'tthght
Hos pital . BY RAINBGW HOSPITALS
Tt takes & Jot to treat the Citte. Your Right to a Safe Dellvery
g NURSING SHIFT HAND OVER FORM - WARD
Treating DOCION: ..cvevscrnvaenenveninsinineieasassssnssensens Depariment; ......ouecceeeveeneeeneesisesrennn. Date 0f AMISSION: .voevesrmsesseessssone
= | Diagnosis: Any Infection; OYes CINo [ONot Known
£ - -5 JEYES SPECHY: .vvverreverrenrerssresssssesnessssssns
=
(]
S | Area
% Shift Time
= | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo|3Yes ONo|OYes ONo|OYes ONo|OYes ONo{OYes ONo O
Tubes/Drains/GatHeter: C1Yes 1No |0 Yes ONo |OYes ONo [T Yes ONo {O Yes TONo |1 Yas (INo
Vital Signs: Temp:
E SR;S:
= pU,
@4 Pulse:
g BP:
Fall Risk Score:
Pain Score: l
Safety Needs: ' |
o Physiotherapy | C Yes ONo |0 Yes CONo |01 Yes ONo [D Yes ONo |0 Yes CiNo [O Yes O No |
=
(=]
'-_g Others Specify: |
£ Special Diet: |0Yes ONo|O Yes C1No |0 Yes ONo |0 Yes CI1No | C1 Yes O No |O Yes C1No
E
2 |Other Special Orders / Medications:
o=
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date:
Time;
Taken Over By Name :
Signature:
Date:
Time:

Docu. No. : RCH/FRM / GLINICAL / 097
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OPERATION THEATER NOTES

HNH-00016501 1P26-00006870

Mrs SRAVANTHI
Patient's Name : . gﬂml:l A Ve GOMIBE T «ooinecizsston:
UHID.: oo mH””mu]ll]"”m [ ] S e —— Weight : ........co......
Surgeon : /QJL Asst. Surgeon :
Anesthetist : OT Nurse :
Surgical Procedure :

W@C‘iﬂ/\,\ij SCEfC %9“‘7 SRRSOV
Indications for Surgery :
) ad
Date : \;’1,{7[2g Start Time : |2+ oD [Laza End Time: {.p00 P
- T 1

PRE-OPERATIVE PREPARATION :

-~

OPERATION NOTES: ., o1& € hustiunsy penlin &M
» TInbinrald . o1 > Meenened
- A)Q%mﬂcﬂ Lo~ oy ilmﬂ&mraicepm /m@xu

o

~ ] /}\MMS
4

7 Sruall ﬂ%mwﬂaﬁ M«'Z.u,m 3 0§ » O.yeMm
hmt’mm nﬂa’ﬁwm/ msauJ-

boft- dadonol poatl. v

IR, 89 | 1] 4 o nen~~<at

3 s Enderattinun 2 @abe LU ) endome limhs &
» (TN ool appusmunis of The Enbopeal 83

- Pat e .

www.rainbowhospitals.in
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(TE-NAATT
POST - OPERATIVE ORDERS : = ;o4 1. ¢ (.,
—)Jl fMllA.(b .
— Doch NCLINE roowxféD
> 7. Tam '
- 7 TAKIM 200ma[&D
T A NUDE’EAZOLgHDW\%( ol
1 FAKACFTDMOL I?J dlfD
Wladda Jax I [j(u_if,,q
W\DMNLD)\L '\U‘\lz‘\,a )
- w@\Lgu\M\P\e Vg‘c[)ytc\_
' j L3R
...... m‘ﬁo@m. ;j.l,.».gp....
Consultant Surgeon's Name Conéultant Surgeon's Signature



Surgeon : 3\‘(2 Joun }5/"‘”/(

Asst. Surgeon : P}T‘SWC\‘YB’-\ ...........

’ Patient Name

SURGICAL
SAFETY CHECKLIST

Anaesthetist : .
Scrub Nurse : .

HNH-00018501

|
Mrs SRAVANTHI ?
10-03-1989 I7Yam?0
Dr. RAJAN| KUMAR|

Date : laf?Jrg,c, In-time : ...

P26-00006870

F

12.00

! Ramhow . R
‘Chlldrens ‘Blrtthght

Hospltal BY RAINBOW
Your Right to a Safe Delivery

_ume w Ttk 3 1ok 10 et the e

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Signature ............. ‘QNW ...............................
Name :................ /{g\\/mt— ..............................

SIGNIN  Time: 120V ™ TIME OUT  Time..J2..DS. . SIGN OUT  Time: )2\ (opine

Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:

Identity Es Do tuktoduond ihnavselvos fy, Name a0 oo 3 ¥es. [0 The Name of the Procedure Recorded (166 No

Site Hes CINo Surgeon, Anaeslhes_ia Professional and That Instrument, Sponge and Needle _

Procedure JAes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ [Yes /No CINA

Consent wrfes CINo Correct Patient (Check ID Band) “Yes [1No The Specimen is Labelled (including 4
Site Marked OYes N0 AT Correct Site “Yes T1No patient name) fes CINo CINA
Anaesthesia Safety Check Cnmpleted Yes [1No Correct Procedure IYes INo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning «*¥és [No Anticipated Critical Events Problems to be addressed O¥es Ko CNA
Does Patient have a: Surgeon Reviews:

Known Allergy? CYes NG What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery -

v./ P ) Anticipated Blood Loss? [1Yes 7No CINA and management of this patient? [Yes CiNO

Yes, & Equipment / Assistance . .

Available ClYes (uig Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [ Yes ¢ No L NA
(7mi/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator resuits)

Access and Fluids Planned CYessneNo C1NA Been Confirmed? are there Equipment :

Blood Units Reserved CYes \BJN/U “INA issues or any Concerns? /(ES No C1NA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes 1(0 I NA
within the last 60 minutes? ¥ Yes C1No CINA

Doc. No. : RCH/ FRM / CLINICAL / 111
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PATIENT TRANSFER FORM

HNH:00018501 IP26-00008870
Mrs BRAVANTHI

10-03-1989 IYAMTID ()
Dr. RAJANI KUMARY

A

Treatlng Consultant Name

’)\ QCN} i) ‘f‘
g

Rainbow® . L
Children’s ‘BnrthRnght

Hospital BY RAINBOW HOSPITALS

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

Date & Time of Admission

Date & Time of Transfer Order

£y
pr ¥

vl L6 q es 5 T
7( [@% e )} e IfVGaJ
Transfer Ordered by ' Reason for Transfer

Oé ! f/twn_l/(m

From Unit

oT

To Unit

Fie __&JL

Information to Attendant

Yes(f}/ﬁ 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
Sl.No. ltem Name Quantity
1- gL @
2.
3.
4.
o.
Shifting Summary / Notes Written by Doctor : Yes{l_j No[ |

Name & Signature of Person who is Transferring
4{ PRTSUYLN

Name of Person Ordered Transfer

O A\ 2

Patient & Clinical Records Received by :

|| PPN
ey

Date & Time of Patient Received :

RS IRClide

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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PATIENT TRANSFER FORM

///
Ralnbow

\\

Hospital

It takes 2 lot to treat the litte.

Children’s I ‘BirthRight"

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission

| 10-03-19889 7YamM70D )

::N;ﬁ;:s:;m 1P26-00008870 ) '}—} }) 01 6 @ %—-L‘LCD PH'

Date & Time of Transfer Order

N DY) N2

=

Dr, RAJAN| KUMAR Transfer Ordered by

AT
DN . Mene<TA

Reason for Transfer

From Unit To Unit Informaticﬁo Attendant
Yes| | No[ |
Pned po Ly (@T ) (1~ N[
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
(& clinical documents. If any handed
over to attendant
£, 5 M/Q Yes [ | No[ 1
If yes, what ?
Medications / Consumables / Surgicals / Hand over
S|.No. ltem Name Quantity
[
R ()
A =
2.
3.
4,
& 5.
Shifting Summary / Notes Written by Doctor:  Yes[ | No[ |
™

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

wmgﬂ/&awhf}q@w UL N AN eemon

Patient & Clinical Records Received by : VM‘ uur\?)

ﬂlewsgpm

Date & Time of Patient Received :

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

[ ] Unavailable Bed [ ] Nurse not Available
Docu. No. : RCH /FRM / CLINICAL / 102

| Available Bed not ready
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CONSENT FORM FOR GENERAL / Children's SEESLR'EL%QE“
REGIONAL ANAESTHESIA / HospA L
MONITORED ANESTHESIA CARE

Patient Nameg’rowo‘-mm ...................................................... Age:SY........ Gender: Male I Femals-BT
uHiD No: EINH-0Vvl6(D ) Surgeon Name: DV« &aqlom vean

Anaesthesiologist:DT‘ Laninn | DrHaimabinduy.:

Operative procedure planned : .7

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 involve's using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

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

O Heart disease O Hypertension [ Diabetes mellitus O Renal failure

- [0 Hepatic disorders O Shock [0 Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
I.ZI Incapacitating Cronic Obstructive Pulmonary Disease
R ——
Comments : Lwlgwf)vipmm; ...... O AV S Y e 12 0 4 4
» Doctor to document in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY P ~"1aRDIAN / PROXY

spital & its authorized doctors. to perform wupon me / my patient

* | authorize and give consent for anaesthesia ( CJ Regional /G’(:(e'neral Anesthesia / OO Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

Docu. No.: RCH/FRM/CLINICAL/021 PT.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 v
will administer the Anaesthesia. (.

- Pregnant: O Yes 'Emo
DECLARATION BY THE ANAESTHETISTS PR(‘JﬂDING 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.

atient / Patient Atiendant : Witness :

Signature : ... AN Signature : ... 277......
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Rainbow® i

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

Hospital BY RA!NBOW HDSP!Y.ALS
SPECIAL PROCEDURE It takes a lot to treat the little. Your Right to a Safe Delivery
Patient Name : M’MSWVJJL“ ....................... Gender: [] Male EG/Fﬁale Age: ... 33‘1{}1
UHID No: . AV H - o0 l6S0) Date : F—'H:Hp,e,z.( .......
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)
- -HU‘JIMMT\] . Po\af’utw:J ....................................................................................

- . R S

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

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.

Lo tume B l«jﬂ'az .. :a ... Ldv&msc%sathwudaij .......................

kb, u\lsﬂjfuﬁw& sl O a8l U,

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 consentto the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure: ... /2‘“1&&" Foomonn
Consentee : Patient Attendant :

Signature : davodls Signature : ....... % Ve, 2. S

Witness :

Signature : ......... TQOL‘QJ_D«H ......................
Name : ............ m OLJ.MW\.M‘Q’I

paeatime ...\ AL L@ BILGHm

Name : ... DY %Lu#-ﬁﬁ—_f A -

Docu. No. : RCH /FRM / CLINICAL / 027
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887
Mrs SRAVANTHI ’
10-03-1p88 7Y4am?D

Dr. RAJANI KUMAR iH

F

Department of Anaesthesiology "”mlﬂmmm””mmm Eﬁii?dbzv,::s e BirthRight
PRE-ANAESTHETIC EVALUATION , Hospital .anmnsownosmm_s

\

N It takes 2 ot to treat the fitte. Your Right to a Safe Delivery
Name: Q’Y&LV&MM ........................... Age: 251 sex: . UHID.No AN = 01 0.1.650.)
Date: 19{9’[36 .................................. Time: QU0 Am - Proposed Operation: ﬁt{ﬁﬁfmqwc ............ e vy
Diagnosis: iﬁ‘w\{;&a&ﬁ\%g’rgﬁ\dwmbﬂﬁ ........ L Q'\?P ........................................................................
BP/CRT: 12163 . e o Weignt:Sé.k,%, ASA Physical Stabis: efT 02 O3 04 05
Laboratory Data:

Hob: . Q5% Glucose: g PROLEIN: e HIV: o X-Ray:

o BT e O ke W e

Plate: ?7{’0 [ B BlL s Blood group: Stress/AngIO: .................

T W K oo LDH: oo L& S OteT: .o

PTT: filo\ Cat+: v Al phos: ntiiias T

Ve MO+ i crverieeennsssseisinens AMYIASE: oo L1 e

ISR 1c' | 7.-\c ) S Mergies: N[

Medical History: CVS: /

RESP : / Diabetes: N UL -

ONS : /

Renal : /Nfl S')ﬁnmﬁbﬁ(‘ﬂm

Hepatic /GE:  / Physical Activty: O\ LAY €

Others / =

Past Anaesthetic History: ho(| _

Physical Exam:

Airway: M@ 34 Mouth Opening: ¢ 1, Mentohyoid Distance: Z[°&, Neck: @ Teeth: @

Lungs: ) e @) b
Heart: {(L,, €D
CNs: clclC

Pregnant: [ Yes m -JNA Venous Access Site Spine Exam for regional : @
AT

Anaesthetic Plan: [JMAC CJREGIONAL []GA-ETT Dﬁ

Peri-Operative Plan Explained to the Patient: _=Yes 0 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
/ / 1. DVT Prophylaxis : -

Water/ ORS 2 H
/ 7 2. NIL ORAL<, gy °‘"s%
High Risk

3. Informed Consent: & Standard
/ / 4. Post Operative Pain ManagemeWscussed with Patient
-/ / 5. Other Instructions:

C|
Signature: @‘N‘/‘ﬁl ......... Name:

Docu. No. : RCH /FRM / CLINICAL / 044
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Pre Induction Assessment: [ -0 P10

ANAESTHESIA CHART

%
Rainbow* . _
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a ot to treat the littie. Your Right to a Safe Delivery

Change in Patient Condition:

OYes &fNo

Fasting Status: .%(M\,uuw

Physical Status: Vu/Patient Identified \/Z/Consent Present A" Chart Reviewed
HR: 1Y | BP/CRT: t021sq [Sp0,: towm /. [RR: Y [ Last Feed: & WAL
Pre-OP Diagnosis: WWM}W Operation: HWV‘W ....... MMN U~Date : LHQ’L’P&
Surgeon: . B ALANA KOAIMAAL.....ooooo... Anaesthesiologist: 2. -M#_, Dn- Bk Technician: / AMANL
5 TIME Ly oo 1240 1o
NQARIONPM L 7 /7 /|7 7|z 7 '
HALD 7SO /SEVO M fy~ e Ade dc 7 Antibiotic
Drugs: —
’?pu‘ ‘YLLDH'),C’ U}m :
{ N (4 Suppository
%I gg'ﬂ‘f}?f—ﬂl 12.01] F/aidL | e
"E' NIOm Lemg" b 4
IR ETENTY 1 7 Biood Loss
I\
FI0, ff6a0, ] [OU 100 '
ETCOS—" N |3
ECG P
T
RU 777V A7, —
23
BP 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Qut 120
100 - ] VWil V¥V
80 rf\ -
50 e .
40
20
10
0
ABG
LAB Values
GREBS
Others
J="Equipment Checked and Temp: wﬂﬂ Regional:

Functional T HME ] Fluid Warmer LE}V EThhal Extremity SPECIfY: v
\Z/‘BP [ Cling Film [J OH Warmer 7 Pre 0, 1RSI ] Spinal [ Epidural [] Caudal
k.?"cmfsm(j VL. ugger's  \="Cotton Wool [] Others (1T Y (S

[ Art Sit e
O L:ad L1 Other O] Mask  <PTSGA 4 POSHION: .c.vvevvcevrecsennensaflsnssesanssessssensessessinsins
Times: ] Alrwa Oral Nasal 1 e I il e R
[C] Temp Site t"),gzg O y O
&7 FI0, Monitor Anaes Start: . I ) i ETT# i Bimasammemn 6M Needie SIZO" .......cvesciffsvmssis DOPUE - ccecernicivaminsnions
> Aﬂem Monitor " [Z] Oral [J Nasal I Cuff Parasthesia [ ] Yes
=" Pulse Oximeter L] Tracheostomy [] Topical M Catheter at skin .....[...........cm
=" Capnograph Leave OR: 16’ O orug: £9UARLNIWIED... Drug Name & Cong:
\ =" Ventilator Anaesthesia: [ Awake [ Direct Vision BOMS: ....occ.....
[ Nerve Stimulator & GA [CJ Video Laryngoscopy [ Stylette / Bougie T N
” ] Monitored Anaesthesia Care [] Fiberoptic BIOCK LOVEE: . £ orrsssmssiisisssnsbsssgstsmpmssisississnas
ion: [] Regional Blade# ................ AHBMPLS: oo e
0 PressuraPulmsGhecked DU WY oot
Line (Size & Location) Won to
Eye c‘au: ] CVP: .. ) o | 7 Bitat = BS ZTPACU Jicu [ Other
‘g);mt W@\)Lw O] Semi-Closed Circle Relaxant Reversed  ¢[¥8s [INo [INA
A" Tape fv: 3 . 3 o %
[ Padding =P C} ‘Ifm:fdc"m Name of the Doctor -, 0. ALk - I
«LJ Awake e Signature of the Doctor :...... A% W\d
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Rainbow®
Children’s
Hospital

It takes a lot to treat the littie.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

POST-ANAES 11 1nw . INIT RECORD
Received in PACU &g V" Time Received : ............... ﬂw\ Time Discharged : ..........ccoveveuvuneen.
250 250 .
240 40 IV Cannula Site : N Y.
§ 230 230 | [] 0, Mask "] Nasal Prongs
a gfg gfg [[] Tracheostomy [l T-Piece
@ 200 200 | [ Oral Airway [ Nasal Airway
x 190 190
180 180
8 170 170 | Vomiting : [ Yes ?‘NB Drug: Tmm
S 160 160 )
@ 150 450 | NG Tube: 0 Yes
140 140 in: 0
X 130 130 ey Yos (zﬂ/
120 120 | Urinary Catheter: (] Yes [#No
w 110 _F- W\ 110 -
73] 100 100 Chest Tube: 1 Yes A1 No
| e 90
5 85 % Nil Oral ] Yes
(\sg. Al | wruids: ...... QJr
& 50 50 Oral Feeds: M,{(Q
& 40 40 o
W 30 EEE. ] gg
10 10
0 0
PO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 ouT SCORING INTERPRETATION
Able t 4 extremities volunta d =2 = : ;
presgiimasi ot vder il bl =1 Aoy V(1 10 0 _ A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION ‘)‘/ % % % " = 3 .
Apneic =0 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic | =2 i i ician:
B = 20 of ro Araosthtceve e 6L 0)/ 6)/ % space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0 -
Fully awake =2
Arousable on calling =1 CONSCIQUSNESS % 9, % Q,_‘
Not responding =0
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 GOLOR 6)/ % Q,L 6‘2
Cyanotic =0
TOTAL q q ‘O \O
. <
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

1NN ™

@

0] Pc;ng{

Y HH)

[c

Nonmoc !

LY [2tm]| © o el
LY
9 Uty o o ma L £
bl b Lo
Pain Tool Used: [ NPASS [ FLACC []WongBaker [ NPS Reassessment Frequency:
v er\\[’\ 1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name :  ..ooovvvverecccccvreecnne AV ‘) .................................... 2. Forpost surgical patient, patiert with chronia pakn, patient with severs pain

Anaesthesiologist SIgnature: ... @,

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:

a.  Every 2 hours for first 24 hours

After 24 hours every 4 hours

b
c.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention
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Rainbow® . s
Patient Sticker Children’s @ BirthRight
Hos p ital BY RAINBOW HOSPITALS
2 takes a ot to breat the Ottle, Your Right to a Safa Dellvery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD L

Date: .oorreerrererereereesrerasnniraee Time: .ovvccriiiereeinne Procedure dONE DY ...cceeevsmrrersrsrssemrerssssassnsssemsssssessassessssnssasssssass
CSE /Spiﬁal /Epidaral POSIHON & vvvvereerrrenes ] 0 o S Technigue (LOR/LOS) ....ccovvrereenees
(1157411 ) MO Catheter at SKIN: ......cceecvrcineecerncnnenes FAVLE]11]0] OOV UR TR
Parasthesia : Yes/No if yes details : T SRR S —
SOMULION COMPOSIION I vveeeereereeesssesetessemsessesssenssesessssssssssenssssenerssassrsessstssesessessessessessevassessassassesssssarassastasenegssenssanassansansan
« .,y FEEEVE’S U -
Any other issues : vt
) ©evrrereesensressseessaesanaeses e oAb bAoA SRt e Re 14 mA e B AreCAAetEeAA RS AA oA RA SRR AR SR SRR A RS ERe ARt
D) corrrrecrrsrerensere e e saens s e saresenaenen e fetebarer eI SR eSO RS E St R RSOt R R e R RO e TR eSSt n RS A s ROt s
, Infusion Rate Level Maternal
Time (ml/hr) Bolus (ml) | [ Right | BP | Puise FHR Comments
7 7 -
Ca - ! ; ‘ P
B » *
Delivery Details : ~ TiMe X oveeeeerreeeceennne. APGAR: .....cccvecrrennec SVD / Instrumental / LSCS (jf LSCS Details)
Catheter Remioved by and TID INSPECIBU & ...vvvreereiiieeeieisisesiiinniess e ssesesesese s ssessssessesonsassasssessesssssssssssassnesass sesseassessasssnns
PNt SAHSTACHON & 11iviitiesirecrscrieeiesrasrenssrees s s serssas s ass s ens e ea s bt b bbb ot st s eas st saes s basaseenesnenesePasaerasassssmesns

Discharge /Shifting ordered by
Doctor Signature: RS ——
DOGEON NAMIE: ...t essiten e enns e ser e bt sesans

Date and THTIE & cuvvvieereerereereecssisieseeceeeereerssssessesessensaressesssssen
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Docu. No: RCH/ FRM / CLINICAL / 133

o002\ L by Rainbow® 2 | P
= //H' 26 - 00002 Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
.- 1t tkes & ket to treat the Mtke. Your Right to 4 Sale Delivery
<= NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name: o J“dtﬁa (é‘aovaﬂu-u Age: 5‘]}\[\(\ Gender: | ¢ rr'uLo
UHDNo: TV H"O00TS 0T jpo; '”J OC00HKT tpate: 1717138 Time:
Diagnosis; Hﬂ%bﬂlﬁﬂ}ﬂf YH{P( C[an.i Or
3 PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage » Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI 00 Mg o1
2. | Morphine Sulphate Inj. 15mg/MI
3. | Remifentanil Hydrochloride Inj. ZMG \
=4 | Remifentanil Hydrochloride inj: 1MG
J : |
Doctor Name: Dv bkm e Doctor Registration No: ( ¥ 5.2 @
\
Signature: Hn\/‘ }G U '
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom’ ssential Narcotic Drugs Dlspens )
26- n 3
IP Registration No: Om(’%o ....................... > SRR, 6"
AadhaarNo, ofitne Patient (OpHonal)i o ot i s ity by s cErsmephisas's sva3 i ok srkas okt
1. | Name: )"\91’3 f‘b\ a\o r\‘flw / \ ' Remarks
[~ T IN Gm 7 =t b T
.. | Complete postal address (with contact number, if any) 2 wj A
3. | Brief description of the illness “\L‘j\fu OS5 PN B D L"k P ﬂbu '”7
4| Whether registered with any other registered medical practioner / : . 3
JF | recognized medical institution ( If yes, details of the recorded) AJO
. ﬁ.,dg_lietails of essential Narcotic drug dispensed f— 0 jayu ﬁ}
\‘. Signature / Thumb
Date ~ Name of the Essential Narcotic Drugs | Quantity Impression of the patient/ | Remarks, if any
| = \ L Patient Attender
|7I .\ﬂé‘ Vt'{‘lﬁ)_”_}__{_ JL' L‘\ 1 ; _‘7‘ ,\‘” |
Dispensed by (Name & ID No.): ......... 3 R s Pl RCTEONE. . ) 23, ok o ey i Signature: ............. [ ....................
,{{. 7 1 g ( ¢
S 7 .;‘_. 4 /. {
Received by (Name &ID No.): o A Lﬂ? ................................................... Signature: ........... ___;_._f,; ............







7z

Rainbow® )

2Lbib Children’s BirthRight
L] iR .J““W‘E
NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)
: PatientName: Ap, . 11, Age: 9“1y Gender:
UHID No: 11 .., ol ) IPNo:YY, . (-, NOLERT Date: j 5 | « ! o, Time:
Diagnosis: L2 petv L . - ) 1
' | PRESCRIPTION DETAILS (Tick only one of the foliowing)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50meg/MI I
2. | Morphine Sulphate Inj. 15mg/MI|
3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. IMG
b N\ ‘ !
Doctor Name: ' " fY 'y Doctor Registration No: | <7.0=" 4 -
Signature:i | / w 1~
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: ............ EOERI i Date:..[oLL A6 s

| Aadhaat No; ofithe Patient (OPUORAIY «..us.ixsasssevsbrviissssnes nuivainssssamsasasnsuni sssesss dionnsnassians

1. | Name: ! Remarks

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

3. | Brief description 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 T Thumb

Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
Dispenised by (INAME QIDINET ce.mwiuimioisivsmperssbpeies ianttsibssivemmssiressersronsire kasiarasinns Signature: .......cooovermivnniineeiienens

Received by (Name & 1D Nou): .. a0l L Ll sl duss i dovvvisuasunains s svivssianiosssmsssovanusssasss SIgRatiine: ... limthe onssnndommanss
Times v A B I v

Docu. No: RCH/ FRM / CLINICAL / 133




