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HINM-000K 936 Chitdrens gggggwm“
ESTIMATION SLIP Hospital |

. Your Right to a Safe Delivery
5 s

q@

Date: ./ | g G UHID/IPNo.: A= (D) [£-73G SINo.q 732
e < , : fw :

Name of Patient : “'V Lk }r"-’f- { _.1)‘ I_‘ 4 (<4 Age: L’/ gy Gender: "‘
Father's / Husband's Name: [\ /. % /A~// :.j 7, Corporate / Occupatmn :
Address : : Phone : ‘j.-'(;’ 1€15C3 Ehai: 4 S 72 0g
Procedure / Plan : N G EDD/Dos: ] & /i Lo 2.9
MODE OF PAYMENT : [-“[ SELF | |TPA: [ ]GIPsA: OTHER
TARIFF INFORMATION : |
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward

o -
=8 ot Ward Lok + Plotmery 8 _inveTigefion
Twin Shared Ward £l

b

Private Room

Super Deluxe Room

Suite Room
Package includes goom R;nt, béursing Chlgrges,d Room Rent, Nursing Charges,
octors Fee, eon's Fee an !
Puiagesars e | DS B
. Length of Stay for : Length of Stay for :
Pharmacy up to Pharmacy up to
Investigations up to Investigations up to
Others
Neonatologist Charges: [ | Covered D Not Covered Epidural / Entonox : E] Covered I:l Not Covered
Amitial Minimum Deposit : En/pen - AdVeoece  Velch
~MARKS : o ;

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 o 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. Totul 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 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. creditcannot 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 atlendanl is permitted in the rest of the categories of rooms and 1o attendant is
permitted in ICU's ~

8. Tariffs are subject to revision

9. Kindly check your billing status on day to day basis at [P Billing Department.

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

0 ! DECLARATIO
I 18 ldarth J U-PK 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‘thc hospital bill with the hospital without any ambiguity.
\Q\ oN =g ( :2
o eilll BUS ft o L

Signam:e of the Client Signatory Relationship , Signature of the financial Counselor
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Hopi i ’ BirthRight
S ospial | () nemr
SURGERY DETAILS
AR o 9’)’[1/26 ...................
Patient Name: ...... MTS faﬁa,péuﬁ‘d .................. Date of Birth: H[éff‘{go Age: \’{QYWS
gender: ... venoole....... Ward: ...... OT UHID No.- MM = 00016139 ...
Date of Surgery: Qg [10T-L&0T-2 []OT-3 (]OT-4 []OBGOT-1 []OBGOT-2
o Name of the Surgery : ....... W‘H_CL&PL{ ......... 'f ..... D \%C ...... Buvevernsbsnnssssnsainsesaetesasnisnsassssnsasssntssnenerss
Time in }Lfm Time Out :........ P"‘Dj?'h ................
NAME AMOUNT
1. Surgeon SA— DU &-ldl(ﬂ'fﬁ .......................................................................................
2. Anaesthetist I L o R T
Ov Sandy
3. Assistant Surgeon : ............... WSLDOS"&F ........................................... et ‘,.mmn\'\"\\\\\ -,1
ician : SY'( £ :«P““ [
@ 4 OTTechnicia e NS00 2QRARE %\\\\\\\\\\\\\\\\‘\\\“\\

5. Circulating Nurse : .......... %’Tfm (3 N.woozﬂ‘uﬂ,wnmzo

6. Assistant Nurse SKSMLQJLEG'\ ......................................................................................
K 04 -wpp2)booo X

Special Equipment:  F] L py [] Broncoscope [ Harmonic _! Morcelator
H f?f%cafy
] G-ARM 1 Cystoscopy (] Versa Point 1 Liver Cusa
_ (] Neuro Cusa [ ] OherS ...cooeeeeereeeeeeeereeceee e
C/‘ K[xﬁ@-’
Signatuyg of the Surgeon Signature o¥Circulating Nurse

Order No: .. o2 d. 0808 IBE5......... Order by: @Mﬁfv//;@{/
@/ Sz p A

Docu. No. : RCH /FRM / GENERAL / 114
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~ HNH-00016739 IP26-00006914

I i Chitdrar's | @ BirthRight
iy CoNSuMAsyES oF or ER .
. e Technician : jafmw ................ Date : 22/ 5‘—/ Do TIMC oo
Anaesthesia Dlsposables wsvea Y usea | Surgical Disposables ) lm“m" " Disposables (Baby Side) | OV
ET tube Major Pack 2 ., JBI b — Inj Vit.K
LMA Sutures l \ ) Cord Clamp
ECG leads (E}/ P/N 7% 2 Suction Catheter
HME filter : A/ P/ N Feeding Tube
Syringes : 10 cc g2 ~Vaccum Suction Set
05 cc 2 | Gloves Emn ¢ e £/ " | Surgical Gloves
02 cc 2318 oy o) 4 97 | Gauze Pack
01 cc /L i il Syringe 1ml / 2ml
Cautery plate : A7 P /N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL P N [ //ﬁautery pencil
NS : 10mi/ 1067l / 500mi / 100gmi A48 | Koochies
kA & ;| Ointments
o Suction Catheter A
Fentanyl Cap, Mask 5t |y
Morphine Gauze Pack 1 ©X1 1) |
Ketamine Mop Pack i
Propofol Steristrip L
Rocuronium Underpad \& (1
Glycopyrolate Draw sheet
Myopyrolate i Abgel ¥
Ondansetron 7o o J’Q ;| Foleys catheterudfﬁn 10— 4
WﬁclPencan 2%&g/ Spinal Needle 22 0 ) Urobag
" Bupivacaine 0.25% | Chest Drainage Catheter
X m\pu?‘“ﬁ—upivacaineﬁﬁ%meavy) o | | Romodrain bag
' Antibiotics Bandage ) . - ~N— |
Entore alove 2 [ | Tegaderm T ‘
Suppositories 4 loban
Anamol : 80mg / 250mg /170 mg Double J Stent
Supridol : 100mg . @< | Vaccum Suction set P
Justin : 12.5 mg / 25mg / 100g @& | Plastic Bed Sheet ADygod| V%
Tab. Misoprost : 200mg ' ~ | Betadine Solution ) L/ﬂ
Caune. oyt O 1/ | Microshield
fﬂnrm?fn.tfu A 9V /ﬁ | | Cotton Balls \//
Latex Gloves \//[0
Ramdione Scrub
Saral
Surgeon Anaesthesiologist

/Techmcnan

36 Loz

Order No. : T{ff “ﬂﬁﬁ@,z/éé?ﬁ\ .....................

Doc. No. : RCH/FRM / GENERAL / 125
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L E Rainbow Childrens Hospital-Himayatnagar
Rainbow :
Children's _ ¥ . . . . .
ira]  Brthtigh Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospita % ] ;
nRalobow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhespitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00016739 Name + Mrs PAYAL GUPTA
Age ] Sex : 46Y1M11D/Female Doctor » SUCHITRA SRIRAMPUR
Adm/Req DatefTime 1 22/07/2026 10:12 Payor : SELFPAY
Order Date 1 22/07/2026 14:35 Ordernumber  : 25-0000216007
Visit 1D . 1P26-00006914 Ward/Bed No : 4F -OT / PDA-412
Patient Address . BANDLAGUDA JAGIR, Hyderabad, Telangana, INDIA, 500086
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 gfgesgy LCPRFOPT[C . 1 Nos ! Once Dally 1 Days 1Nos| Dispensed
NORMALSALINE 0.9%
2 |NS 100ML ACCULIFE - EH SODIUMCHLQRIDE100M | £ mL { Once Dally 1 Days 1mL| Dispensed
LCLO
3 PENCAN 27G {B/BRAUN) 1Nos External/ 1-2 TIMES A DAY }1 Days 1Nos| Dispensed
4 THEMICAINE 2% 30ML INJS 1Nos Injection / Onca Daily 1 Days 1 Nos Dispensed
5 |RL500ML CLOSED SYSTEM SR(’)r;ﬁE%II:SgESTE 1 Bottle { Once Daily 1 Days 1Botle| Dispensed
4] g{.sl;?'_s&tE APRONS glrsél?q?fé?(tE APPRON 1 Nos I Once Daily 3 Days 3 Nos Dispensed
7 |NELTON CATHETER-10 1Nos Exteral / 1-2 TIMES A DAY {1 Days 1Nos| Dlspensed
8 ?&%;ﬁégﬁﬁ%ﬁgom 1Nos Injection / Once Daily 1 Days 1Nos| Dispensed
9 Encore Microplic gloves-6.5 1 Nos { Onca Daily 1 Days 1 Nos Pispansed
10 COTTON BALLS 2GM 5 NOS 1 Nos External f Once Daily 1 Days 1 Nos Dispensed
11 |DSYRINGE 10ML {NIPRO} SYRINGE 10ML 1 Nos Exlemal f Once Daily 1 Days 3MNos| Dispensed
12 E.C.G ELECTRODES {(ADULT) | ELECTRODES ADULT |1 Nos External { Once Daily 1 Days 3 Nas Dispensed
13 SGLOVE # 6.5 (SURGICARE) |SURGICAL GLOVES 6.5 |1 Nos External / Once Daily 1 Days 2Nos| Dispensed
14 |SENERAL SLRGERYKIT 1 Nos External/ 1-2 TIMES A DAY |1 Days 1Nos| Dispensed
15 |UNDERFAD 60XS010's Pack 1 Nos External / 1-2 TIMES A DAY |1 Days 2Nos|  Dispensed
16 a’;‘_”‘w’“ HEAVY § MG INJ 4 1 Vial Infection { Once Daily 1Days 1viel|  Dispensed
17 |DSYRINGS 2,5ML{NIPRO) SYRINGE 2ML 1 Nos External f Once Daily 1Days 3Nos| Dispensed
18 l:{%vrl\::_ANZ SOLUTIGN 10% 1 Nos External f Once Daily 1 Days 2 Nos Dispensed
19 MEZOLAM INJ 5 MG 5 ML, 1 vial Injection f Once Daily 1 Days 1 Vial Dispensed
20 DSYRINGE SMLINIPRO) SYRINGE 5ML, 1 Nos External { Once Daily 1 Days 3 Nos Dispensed

SUCHITRA SRIRAMPUR




Rainbz * . C
Childre\:ll’s ‘Bartthght

Hospital BY RAINBOW HOSPITALS

Name Mrs PAYAL GUPTA UHID HNH-00016739
Father/Guardian Mr SIDDARTH GUPTA Age/Gender 46Y 1 M 11 D/ Female
Address BANDLAGUDA JAGIR, Hyderabad, Telangana, INDIA, 500086

IP No 1P26-00006914 Admission Date 22-07-2026

Ref Doctor SELF

Discharge Date 22 .07.2026
DISCHARGE SUMMARY

Consultant:

Dr. SUCHITRA SRIRAMPUR,
MBBS,MD(obs&Gynec)
HMC10563

Diagnosis: AUB-E FOR EVALUATION
HYSTEROSCOPY + DILATATION AND CURRETTAGE DONE ON 22.07.2026

History: She came with complain of heavy menstural bleeding on and off
since 2 years, associated with clots, not associated with dysmenorrhoea, not
relieved with medication. USG (21.07.2026) showed uterus bulky, m/s (8 x 6.5
x 4.8 cm) with mild altered echotexture,endo- myometrial differentiation is
mildly obscured , ET 15.5mm, cervix normal with bilateral adnexa normal, no
fluid in POD. Patient admitted for Hysteroscopy and Dilatation and Currettage.

nnnnnnnnnn GAR BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC el i SECUNDERABAD KONDAPUR LB NAGAR (% NANAKRAMGUDA
argency] 040 - 48873000 mergency 3 040 - 4465 T355, 91009 25516 margency 3 040 - 4246 2300 3040 - 4246 220 - 2 ¥ -y 7 - V3 04

® 1800 2122 @& www.rainbowhospitals.in
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Name Mrs PAYAL GUPTA

'IP No. 1P26-00006914 Admission Date l 22-07-2026 ! I

UHID | HNH-00016739 I

B M ki et e ¥ bk

Menstrual History:- LMP- 16.07.2026
Previous cycles: Regular

Obstetric History: P3L3A3-FTNDS, LCB-17 years ;

Medical History: HTN since 1 year, Hypothyroid since 21 years, DM since 17
years

Surgical History: 3 D&C in 2002/2003/2006,Nasal Septoplasty in 2023,
Laproscopic Cholecystectomy in 2009

Family History: Nil

Allergies: Nil

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

Surgery Notes:
Operation performed:
Hysteroscopy + Dilatation and curettage

Indication: Endometrial hyperplasia for evaluation

Operative findings:

- Patient under saddle block.

- Patient low lithotomy position.

- Cervix dilated upto no.6 hegar dilator.

- Hysteroscope inserted

- Fluffy endometrial in posterior wall.

- Bilateral cornua normal.

- Rest cavity normal.

- D&C done endometrial done sent for HPE.
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Children’s ‘BurthRight

Hos p ital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs PAYAL GUPTA UHID HNH-00016739
IP No 1P26-00006914 Admission Date 22-07-2026

Post-Operative Notes: She was closely monitored in the postoperative
period. Her vital signs remained stable. Her general condition was satisfactory
and she was found to be fit for discharge. She was encouraged to ambulate
and void spontaneously. Medications were explained to the patient.

Advice:
1. Tab. Taxim O 200mg (Cefixime 200mg) twice daily till 27.07.2026 (9am -

9pm) after food.

2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs)thrice daily till
25.07.2026(7am-3pm-10pm) after food.

3. Tab. Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food
till 27.07.2026

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

5. Collect HPE report .

Review with Dr. SUCHITRA SRIRAMPUR after 1 week on 29.07.2026 at postnatal
| clinic 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 .......c......... in a

language that | can understand and | acknowledge. }ég
Patient/ /t nder

In case of emergency like bleeding, fever please refer to postpartum book for
further details - Chapter Il page 6 kindly contact 9154865045 at Rainbow
children's hospital just dial one toll free number - 18002122.You can also take
appointments at any time by going online to our

HIMAYATHNAGAR

BANJARA HILLS (JC1, AN & NABL Accrediied)  HYDERNAGAR KONGAPUR OUTPATIENT CLINIC (5 fited (VF)  SECUNDERABAD (NABH Accredites)  KONDAPUR LB NAGAR (NABH Accredited)  NANAKRAMGUS DA

ey} 040 - £246 2100

® 1800 2122 ® www.rainbowhospitals.in




Name Mrs PAYAL GUPTA
IP No IP26-00006914

website www.rainbowhospitals.in

Dr. SUCHITRA SRIRAMPUR
MBBS,MD(obs&Gynec)
HMC10563

UHID

Admission Date

HNH-00016739

22-07-2026
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Children’s P9
Hospital ":

Rainbow Childrens Hospital-Himayatnagar
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.

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

ADMISSION SHEET

Registration Details :

NEL R I

Admission No : IP26-00006914 Admit Date : 22-Jul-2026 Admit Time :10:12 AM UHID : HNH-00016739
Patient Details :
Patient Name : Mrs PAYAL GUPTA Age :46Y1M11D
Guardian : Mr SIDDARTH GUPTA DOB : 11-06-1980
Gender : Female Religion
Occupation Martial Status
Address (H) . BANDLAGUDA JAGIR Hyderabad Telangana Phone No . 9849182863/ 9848027208
INDiA 500056 E-mail . PAYALGUPTA@GMAIL.COM
Admission Details :
Bed Type : TWIN SHARING Bed No :PDA-412 Ward Name :4F -OT
Room No : PDA-412 Admission Type : First Visit
Contact Details :
Name : Mr SIDDARTH GUPTA Relationship : Husband
Contact Address ;| BANDLAGUDA JAGIR Hyderabad Telangana Phone No : 9849182863 / 9848027208
INDIA 500086
-yt
o a
\ Qﬁ’\/
Signature
Doctor Details :
Doctor Name : Dr. SUCHITRA SRIRAMPUR Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : SELF

Co-Consultant

Phone No

Payment Details :

Payment Mode :DC/CC Card

Deposit Amount  : 50000.00

Payor Name

: SELFPAY

Printed Date / Time : 22/07/2026 10:17

Printed By : 017651

Page 1 of 2
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Rainbow”’ \.
Hospita) - @BIthRiont
It takes a ot to treat the little. Your Rgm to a Safe Delivery very.
ACTIVITY RECORD FOR BILLING !
Name: -------- HNH-00016739 IP28-00006014 T TTTTTTTTTTTTTTTTTTTTTTTmmmTmmommmmomsmmmsmonoommoes
Mrs PAYAL GUPTA
UHID No : ----- ;‘r"s‘l;’c":l‘frmm::;;;ﬂb ") —---- Consultant : —------=-=-mmmmmmmmee Dept : --=--=mmmmmmmmme-
Date of Admis I"””"””lmmummm""" ------------- Date of Discharge ; ~—---~----=~-———- TS ~=rmmmmmrmm
Room / Bed No : --=------------ Ward : Suggested Billable bed type :
WARD TRANSFERS
Date Time From Signature of Nurse
e

9299% | tdre | P14 L f@ﬂ /A
3t Ut OT “pepoil J— { ©_

Cross Consultation Visit

Doctors Name Date Order No. Signature

9.

10.

Docu. No. : RCH / FRM / GENERAL / 145




INVESTIGATIONS

ate Investigations Order No. P Sign
99)% | WRBS (lo3nmg)d) Yigsw)  1292&1T (O
| el i ——

oY




MEDICAL EQUIPMENT ( WARD & ICU)

Name of

Connecting

Date Equi " Ti Discoqnecting Order No. Signature
quipmen ime ke e 7
19)} |@artdicomonton| |2 | wiet | e AT
) [
9/‘)}9‘ MLSI‘QM/’DKW IPW\ w:&oi4 \b e

/




PROCEEDURE

Date

Proceedure Quantity Order No. ykure

290+ | TV z%&fiem\@nj‘ D | 1594er (e —

\

/ 4
(qg"\ < v,/ff\\é&z“'

ANY OTHER INFORMATION

Date :

Time: Prepared By :

Staff Nurse

Shift / Ward Billing Assistant Billing Supervisor

o P . T g b



HNH-0001673¢

Mrs PAYAL GUPTA i
AL e’ | @ m
IO oo .525&502225_
.2 ADMISSION SHEET FOR GYNECQLOGY p— T
Date of Admission : ..... &,,HQ%IO)’O i) Time Of AQMISSION © cuveeveeeeereeeeeieieeriseeeressseraeaasaerraees
Allergies: .,............. W s ettt aaa e [] Not know any drug allergies

-~ PRESENTING COMPLAINTS : ------------------- L L L

_elo.’ frut raan sl Lm.ﬂ_cﬁ SLuca_

C@l)})

=Rl NN

Blcov KT

7 Jeou~ B3 dfo B Haseleaan I ,;,\O(L@uufmum _

MENSTRUAL HISTORY

OBS{ETRIC HISTORY

| Year of Marriage : — J&\,ru\ _

Previous Periods :

LMP: - \(o\q,\)/L _

Parity : ~ P3 {’35‘3‘ FENOs .
Mode of Delivery : «~

Last Child Birth : ~CA> IWL '

5 DN~ g

Contraception :
PAST-MEDICAL HISTORY PAST SURGICAL HISTORY
‘- 20D
bgo. TIW “2Bwlge 1 g s
" .¥ .= C T00
wl\oﬁbujq@—dcy‘ .L\U( B/Dg. Q006

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




HNH-00016739 1P26-00006914
Mrs PAYAL GUPTA

11-08-1980 48Y1M11D (F)
Dr. SUCHITRA SRIRAMPUR

LT — __‘_h;EDIEA;IO;ﬂ HISTORY: ' |
i ot MpLn)ano 2. W
| - MUJ&J‘*NCWHL oo Bp

GIW“’B"‘S"“”’“’? ob |
*%P&mmu .Qom? w

Date _‘;.;ﬂj'_{xmo_‘_. Breasts Local/Speculum Examination
Ht. Wi. V\Eﬂ

BMI
BP_ |

Pallor Bimanual Pelvic Examination

CVR Abdominal Examination @_
Respiratory System p Al Kg,f f\ .
¢ L]

Thyroid

PROVISIONAL DIAGNOSIS : -4 ) o {° f[v,é\rulmiw .

INVESTIGATIONS ORDERED PLAN OF MANAGEMENT

P 1.5 97 oy
plﬁ—"&r (oc.. --(_i&,)buC/ﬂ

Lo~ 156 ) mep,‘(g,m-ﬂ?
g.cual © -6 - % )
Hoh (663 N i

et ey (22
pev ey ! o A

Name of the Doctor : Signature of Doctor @'

Date & Time :
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:NH;O::xrél . IP26-00006914
re UPTA . = ®
T Chitdren's ‘Birt;moisgm"
R Hospital | e
rriuGRESS NOTES AND DOCTOR'S ORDER
ga{'?me Progress Notes Doctor's Order
/')”'I/‘Q(Q./b C,P,f.s& @f‘DV\_f\‘
—%Qm~ ~ bob-D: AV .
Wl (e Faks o Soft dut

_Mahale . Denp & dha

v ilals- stedte - w[FU PV buq)'
Pl S b— — Moyadber vidaly
T \

Uﬁl—heﬂ = L\%OAN\’ 504

— i\
— Gp P Can be &UCW
L //’:"q \q\, @9»{3 O

=] — " O\L&wﬁ N \J\Q‘J\

Docu. No. : RCH /FRM / CLINICAL / 088 (PT.0)




Rainbow® ®

Patient Sticker Children’s . BirthRight

Hospital BY RAINBOW HOSPITALS

1t takes & It to treat the Litle, Your Right to a Safe Detivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes Doctor's Order

T P

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




HNH-00016738 1P28-00008914
Mrs PAYAL GUPTA

11-05-1580 48Y1MN11D (F}
Dr, SBUCHITRA SRIRAMPUR

— DU

RESULT SHEET

e

Rainbo o
R oW ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes & lot 1o treat the Iitle, Your Right to a Safa Dellvery

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

- RBS

Na

K

Gl

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.Cholesteral

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

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

(PT.0)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

ez
Y
v/~

/9
1Y /M,Q
? \NAMIA

=

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

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

Radiology : L e el e e s v e o o

MRI ................................................................................................................................................

Others (ECG, Contrast StUdies e10..) 5 .......usmisimnsmisssinsissisinsssssssssssbsvsnibsssissnsnsssrinssoisnssasisssss



“  HNH-00018739 1P28-0
Mrs PAYAL GUPTA e_t
11-08-1980 48\"1"110
T Dr.SUCHITRA SRIRAMPU
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Rambow
Children’s
Hospita

It takes a lot to treat the little.

\\

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

OPERATION NO'I'ES

Surgeon : Asst. Surgeon

Pre-Operative Diagnosis:

Surgical Procedure :

PYSTEROS W ™ DI ATAT 10N ¢ WEEITHYG T

Indications for Surgery

Endevaidnad Hypuplsme v Salasaling

A Date : Start Time :

End Time :

Post Operative Diagnosis:

Peri-Operative Complications: ._P—V\f’i

A\

Amount of Blood Loss: W.Q ;

Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Operation Notes: ""P‘L JSad e [lock

= Ptmt&muﬁwtmw I\th&q

Frd

~. Fsa Aela & of uﬁﬁfﬁd\—ﬂ & Ht?wcl&gﬁsvf

Doc. No. : RCHBH/ FRM / CLINICAL / 099

(PT0)
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4 u~5] pate s 3t JN [

IJYUO—I-*\JU“"’V 2 |

Name of the Surgeon: ...... ﬁﬂ,{ﬁﬁ.ﬁ@eﬁ—w ............

\

Signature of the Surgeon: ...... 05 = . e

Date & Time: iHUE‘FLOW .............................




) -
. - £ 'y HNH-00016739 P2 1
SUR GI c AL Surgeon : ....... 0 IS(J,CUM.HQO ..... ! ot o . " PAYAL GUPTA 6-00006914 (:{ éﬁender | ’E- | 2
Asst. Surgeon : OKSLOCLMJ. ...... - "1 ;"":l""c'l:;” BYIMIID (R SE | Rainbow” & BirthRight
SAFETY CHECKLIST | Aneesthetit: ........ DG Sawy.... | UHID No.:".... hﬂ””"" mﬁﬁmﬁim" m """""""""""""""" | ﬁg's'gi'tea? ’ .fff:."ﬁi":iﬁfgﬁf
1 Scrub Nurse : ... 5% > S(ukhoole. . l Date : ?}I'T A }}.'-.):{D)a,l.)""'”m"mm ' '
[3-Pry
Before Induction of Anaesthesia > » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time. . §000pM.. TIME OUT  Time:..... [QIYP@ SIGN OUT Time:......l.l.uqmp,,)
I g 1
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity _#Tes CINo introduced themselves by Name and Role__-Yes— No The Name of the Procedure Recorded ~ [1Yes ' No
Site _ATYes [1No Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure _Aes [INo Nurse Verbally Confirm Counts are Correct (or Not Applicable) Yes 'No INA
Site Marked TYes CINo THR Correct Site ¥es” N0 patient name) “1Yes INo [1NA
Anaesthesia Safety Check Completed [A'YB/S [TNo Correct Procedure L¥es C1No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning "gs 'No Anticipated Critical Events Problems to be addressed CYes [INo CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? [Yes NG~ What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, Wit o By Ipy.oonooms Tovfeowery.
. . Anticipated Blood Loss? =Yes CINo T NA and management of this patient? 1Yes CINo
Yes, & Equipment / Assistance ) )
Available OYes | M Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? W"TNO LINA
(7ml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned 1Yes CINo AR Been Confirmed? are there Equipment
Blood Units Reserved CYes ONo | Afo issues or any Concerns? Y85 TINo INA
within the last 60 minutes? _#fes TNo CINA
(@] \
Signature :............. X a@\&LSFm .................
NAME &

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



PATIENT TRANSFER FORM

z
Rainbow”
Children’s ‘ .BII’tthght

HOSpital BY RAINBOW HOSPITALS

It tzkes a lot to treat the little. Ynun: Right to a Safe Delivery

Patient Name & UHID No.
HNH-00018739
Mrs PAYAL Gupr 1P26-000065 14
11-08-1980
[ Dr.8UCHITRA YiM11D (g

AMPUR

Ui [l

Date & Time of Admission

B/ 1he@ to!12am.

Date & Time of Transfer Order

1)k @

Transfer Ordered by

¥ LSULCM [

Reason for Transfer

Ooseyvadon

From Unit

o1

To Unit

Prepest

Information to Attendant

Yes| .— No[ |

Number of Sheets in Clinical File

Number of Imaging Films

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

- Yes[ | No [ +—
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity

; b (1)

2. o

3.

4,

5.

Yes#T

Shifting Summary / Notes Written by Doctor : No| |

Name of Person Ordered Transfer

Dy S

Name & Signature of Person who is Transferring

55 P

Patient & Clinical Records Received by :

,[WLSLU \Q/

Date & Time of Patient Received :

2512 (26

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
"] Nurse not Available

[ | Unavailable Bed || Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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HNH-00016738
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1P26-00006914

Mrs PAYAL GUPTA Rain bow . . .
1081980 4BYAIMUID  (F) Children’s 4 BirthRight
Dr, SUCHITRA SRIRAMPUR Hos pital . BY RAINBOW HOSPITALS
||| ””II"HIIIml““I “I” ll |III| 1t takes a lot to treat the little Your Right to a Safe Delivery
- il
Date of Admission: ...2.} [A2FTTA 04 Drug Allergies: ........ ot 1 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

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

Docu. No. : RCH /FRM / CLINICAL / 118
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HNH-00016739 1P26-00006914
Mrs PAYAL GUPTA
11-08+1980 4BYIMU11D  (F)

Dr, SUCHITRA SRIRAMPUR

|" ||||"| ||||||||"m"|[|| || Ill REGULAR PRESCRIPTIONS Weight.........ccrmnsrenns Ward. ......coooeeinnne

A Dated t( |
DRUG :(i&\_, (tFOTAX | M Tnegﬁ 5’
Dose Route |Frequency |Start Date . g:* Q'tf,\
9 | v | Bo [2)or TR
Namgé & Signature of the Doctor
Starting the Drugs:
3
N\
Additional Instructions:
Daily Doctor’s Endorsement by a Sign 78
oRuG: PAACeTAMOL R
Dose Rgute Frequency |Start Date .
gm | flo | T [7H] -
Name & Signature of the Doctor
Starting the Drugs: Y N\
yyWWWE /
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : paey
Dose Route [ Frequency |Start Date ;
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions: [
Daily Doctor’s Endorsement by a Sign
DRUG : Datey
Dose Route | Frequency [Start Date y
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign

Page: 2/4
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VERIFED BY T RBME . ot i emeessersnrsrsensninens o s

Patient Sticker

Sheet No: ...ccoveren.

2
Rainbow® o
C?‘llill"d ren’s ‘ BirthRight

Hospital BY RAINBOW HOSPITALS
1Tt takes & fot to treat the Exte, Your Right o & Safe Delivery

REGULAR PRESCRIPTIONS weigt ........... L -

DRUG :

ij;l‘le

Datey

Dose Route |Frequency | Start Dt.

_Name & Signature of the Doctor
Starting the Drugs:

Additional nstructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Time

Datey

Dose Route | Frequency | Start Di.

Name & Signa%ﬁ‘re of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doetor’s Endorsement by a Sign

DRUG :

|Date

Dose Route [ Frequency Start Dt.

Time!
h

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctar’s Endorsement by a Sign

DRUG :

Date

v

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Dactor’'s Endorsement by a Sign

Docu, No. : RCH /FRM / CLINICAL / 108

{P.1.0)




SIGNATE wovrcrrsrrm i

VERIFIED 8‘:": HAME 1o emrrererrreeasmressoseeas

Patient SticKer

Sheet NO: ... REGULAR PRESCRIPTIONS weigit.......... WATG oo

I
P
Rainbow

Children’s .BirthRight"

W\

Hospital BY RAINBOW HOSPITALS
It takes a ot to treat the Itls, Your Right to a Safe Delivery

DRUG :

Date»

T{;ne

Dose Route | Frequency | Start Dt.

Narhe & Signature of the Doctor
Starting the Drugs:

Additional Instructions: -

Daily Doctor’s Endorsement by a Sign

DRUG :

Datej

Time

Dose Route | Frequency | Stari Dt

Name & Signature of the Doctor
Starting the Drugs:

Addiﬁonél Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

hd

Dates
Tiv e

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starling the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

AJ

Date
Ti@e

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Dally Dactor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108




HNH-00016739

Mrs PAYAL our.»m 1P26-00006914

11+ .
or :tcm r ! Mi1o Weight. ......overnnee. Ward. ........coovuee...
IIHHIIII IMIIII iy &=
’II Tige ] Nurse Sig. | Nurse Sig. ] Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
ROU te Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor fose e e pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: . o - ne
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIUIe —[ Nursssm. l Nurs‘;Sin. l Nurs&Sig. NurssSln.
Dose Dose Dose Dose
DRUG : 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 Dose e - ek
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: ess e 2o pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) — Dosage & Other ;
Date Time Medication natitiistions Route Signature Nurses
\ 5 ™M
' u v 4 ] VvV i_
AN |\ 2&\—; PANTOP AL L5 Loy 0
N ]
\wy0 - g - N A_ Al
Q1o | WU | Dy MeThenopnampr L0V | TV N
\\:\10 qj > ~e "?710'\36_ \_ \V % - AAha
(Qt)o'.) A [y NOENSE | ! ~
Page: 3/4 (P.T.0)
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1P26-00006914

Mrs PAYAL GUPTA
BYIM11D  (F)

11-08-1980

Or, SUCHITRA SRIRAMPUR V. FLUIDS CHART Weight, ..o Ward. oo
iy _teneeeer e ve
s (tinfusion, meghiTg[lm?LI'I\\‘I{:lufi:;ller?n. ag | Route or‘rflwl;’h;i . Sign | Sign [Stopping| Sign | Sign
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HNH-00016739 1P26-00006614
Mrs PAYAL GUPTA = Rainbow® .
11:06-1980 BYIMID  (F) |

Dr. SUCHITRA SRIRAMPUR -

Hospital
AL e R
.AEDICATION RECONCILIATION FORM

Drug Allergies: Pu ................................................................... L] Not known any Drug Allergies

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s .Bil"th Right

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 FIOM: ... ShIfted 10 ..voviiericecce e
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | pore  Time | ADMISSION

/ SHIFTING

1| AR ToH LONOLI t%’wﬁ; po DD |A»rtoy|Oc 216

2 | Thy METFORM 1B 01 o 0P | ]9 |ZC O0c

3 | TA®, Ppopparitol go~y | flo. [BD |dalp |EC 00

4 CJC OIDC
5 [Jc OODC
6 ¢ OObc
T 0c OJbC
8 [Jc OODbC
9 ¢ CODbC
10 LJC CIbc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

1 VN
Doctor Name & Signature : ...... % "bq

Date & Time : ......> "’\}\% ..... (A Y i

Nurse Name & Signature: ............. Mq_,@ﬁﬁmm{\ M @ NOKLQZ&“
Date & Time : )'}—}‘L@ @ }W

Docu. No. : RCH/FRM/GENERAL/ 90
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:NH 00016739 1P26-00006914 o ®
rs PAYAL GUPTA 7 Rainbow -
11-08-1980 unuun | Children’s . Blrtthght
Dr. SUCHITRA SRIRAM - .
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

i aTEm o

NURSING INITIAL ASSESSMENT FORM

Date of Admission: ........... Wg .......

Baseline Information:

Admission From: ] ER J OPD [ Admission Desk (1 Others, SPECIFY .........cooeveververrererreereriennns
Primary Language: L1 Telugu ‘E’En/gﬁsh ~——Hindi 2] RRErS; SPELHY ..cvicinsscarnsisrssmsiieisromnss
Doyourequire aninterpreter? [1YeS [T T YES SPBCITY ...oiveoieiecect bbb ene e
Source of Information: ~ [! Patient ;,Family L] Others, SPBCITY ....ccveeivieeeier et ee e s e
Allergies: [ Yes [ No [ Medications [] Blood Transfusion [ Food e | e e e o
YRS L HABNLITY .....ooviiiiiiiiiii ittt e e st e ebesbb e b e em b e b e bebh e ebens s e b e nses s ne e eaneseessarssabenssrseresssebasasosesntsraenentsesesnnabes
Chief Complaings: ..............cooooviviiiiiieie e Doctor Notified on Admission: [Yes [INo
...................................................... D/Se/ Name of the DOCLOr: ........eceeerrereereerereeeeeeeeeesseans
................................................................................................................... T Notilied:s i st s
Past Medical History: Obtained From [ Patient [ Family Member | Medical Record | Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: [ | Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ......ccooeveeveeeeiieieenen, Caesarean Section /B’/ﬁ [ Yes Contraceptives: /Zﬁfo ] Yes
................... P\ }) Cervical Cerclage: ~C1No [ Yes Vaginal Discharge:‘/’)}ﬁ' ] Yes
Onset of Menarche: V..........ccoceeevinernnnens Ectopic Pregnancy [/mm/ I Yes Post-Coital Bleeding: C1No ] Yes
Menstrual Cycle: Wr ["1Irregular | Myomectomy: ONo [JYes Infertility: cUINe— T Yes
Last Menstrual Period: ..........ccccevvvvvnvennenn. Others: If Yes Type: " Primary [ Secondary
Obstetric History: G .........c.ccooveeeen P”...' ....................... | 1L -

ProvIOUS LSES: ooviiicivismmsisinssimssiboskoiisirisimisossoionss sy
Current Medication: /u—Nﬁﬁe [J Yes, If Yes, Fill the reconciliation form

Family History: ;,N&Ahnormalities Detected
[) Heart Disease L] Hypertension LI Diabetes L] Stroke (1 Seizures [ Kidney disease

[] Liver disease B 1 e e e U R

Vital Signs / Measurements: Temp: O@,t(} HR: %ol, ARz Gl_@
sp VB k| weight........... Helght: ... o BME

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

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)




HNH-00016730 1P26-00008914
Mrs PAYAL GUPTA .
11-08-1980 #BYIMI11D  (F)

Dr.

HITRA SRIRAMPUR __

Vi PHYSICAL ASSESSHENT

General Appearance: Walthy L1ill looking 1 Anxious [] Agitated CIONBS; susrsuimismnsvisinsnssimessve
Fall Assessment: [ Yes ‘_B’ﬁo SOOMB s cerrimiss (complete the Morse Fall Risk Assessment Sheet)
Riskof Pressure Sore: [1Yes [ZINo Score................ (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
L) Mobility problem ] Walking Problem ") No Abnormality Detected
O Developmental Delay L] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [ bnormality Detected
(] Overweight L] Poor Appetite > 3 Days [J Needs Therapeutic Diet.

[1Under Weight [ Diabetes Mellitus [ Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
mlm & Cooperative [ Restless L] Depressed (] Agitated LI Confused

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single [ Marfied [IDivorced [Widow

2. Special Habits: Smoker: []Yes QN( Alcohol Abuse: [ 1Yes [ Mo~  Drug Abuse: _|Yes -—=No-
i

T B e e e o oot st e ey

Orientation has been given regarding the following aspects:

Call Bell in Reach : [=Yes [ No Waste Disposal Explained: [FYes [INo
Infusion Pump : ClYes [INo Hand Hygiene Explained: [2f8s [ No [ Others

Above information givento .........c.ccccoevevenenens '? & \QM .......
Name of Person Orientation was given to: Q&,’\,uj .......................

Orientation not given RBasON: ........c.cccvevvvereevieevevsiennana, N ﬁ‘ .............................

Nurse Signature: NO(Q&QM

Nurse Name: ............. JN .......

Date & Time: m\/é—%/




Rainbow® :
HNH-00016739 1P26-00006914 | = .
Mrs PAYAL GUPTA _[ Children’s . Bll’tthght
11-06-1980 @YIM11ID (F) Hos pita' BY RAINBOW HOSPITALS

Dr. SUCHITRA SRIRAMPUR

AT

[0

Your Right to a Safe Delivery

arning Observation Score Chart - Obstetrics

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

Date

b~

Time

b)) 11| 12 [)] 10{11]12] 1

(9

RESP
(write rate in
corresp. box)

>30
21 -30

11 -20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

3, dway

40
39
38

37

36

35
< 35

3ley Leay

170

160

150

140

130

120

110

100

920

80

70

60

50

40

anssald poojg 21|0sAs

190

180

170

160

150

140

130

120

110

50

ainssald poojg Jjolseiq

130

120

110

100

20

80

70

60

50

40

NEURO

RESPONSE
[:¥]

Alert

Voice

Pain

Unresponsive

URINE
mils / hour

> 30

<30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

$<

Nurse Initial




[ Obstetrics and(Gynaecology ]

Early Warning Signs

~t

1

1 Yellow Alert :
Repeat Observations
in 30 minutes

4 N[
Complete a Full
Set of MEOWS
Observations

- /

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

J

(

N\

R

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

\

\- - -
DI {

[

* The Modified Early Warning Score (MEOWS)




HNH-00016738
Mrs PAYAL GUPTA

11-06-1980 486Y1M11D

1P26-00006914

Or. SUCHITRA SRIRAMPUR

I

F)

|

Z

Rainbow®
Children’s
Hospital

It takes a ot to treat the littie.

[ FLUID CHART |

- - -
BirthRight
BY RAINBOW HOSPITALS
Your Right to.a Safe Delivery

1. All measurements in ml.

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

Intake

Date Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site

Thrombo

phlebitis
Score

Sign.
Nurse

Mouth LV

N.G

[ —
[N

08:00 am

vy

09:00 am

o

ooy

| 10:00 am
‘)/ /41 11.00 am

N

\@

~

(&)

12:00 pm

L.

01:00 pm

R,

)G

p §

“Total Intake :

s 2
-

Total Output :

b.’

‘N

02:00 pm

03:00 pm

)

04:00 pm

L t—

05:00 pm

O

06:00 pm

07:00 pm

—— &

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output




. Patieqt _Siie‘ke'r

Sheet No, : .evvrenees rveersrraereraereen

A

I\

Rainbow®
Children’s
Hospital

It ks & lot 1 treeat the Tiule,

( FLUID CHART |

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Dellvery

1. Al measurements if ml.

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

e Gutput

e
Date | Time | of Fuid

Diarrhoea | Vomit Dramage

Urine

v Site
Thrombo-
phlebitls
Score

",4; ”*‘rg

£ ot

Sign.
Nurse

N.G

08:00am]

09:00 am

10:00 am

. 11:00 am

Yy

‘ l‘u

12:00 pm

*

01:00 pm

[
Va_om

Total Intake :

"Total Output :

02:00 pm

03:00 pm

] [
H

04:00 pm

05:00 pm

06:00 pm

07:.00 pm

1

Total Intake :

Total Output :

08:00 pm |

{19:00 pm

10:00 pm

11:00 pm

12:00am {

01:00am {-

Total Intake :

Total Output :

02:00 am

03:00am |

04:00 am

{15:00 am

{6:00 am

07:00 am

Total Entake :

‘Total Qutput :

Total 24 hrs. Intake

Dacu. No. : RCH /FRM / GLINICAL / 092

Total 24 hrs. Quiput




HNH-00016739 1P26-00006914 ) . "% »
Mrs PAYAL GUPTA : Rainbow . . R
11-08-1980 BYIM11D () Children’s B|[‘thR|ght
T PAIN ASSESSMENT FORM Hospltal, | @i
| | | |||||I ||| I||I|| Tt takes a lot to treat the Mie. Your Right to a Safe Delivery
rain Seofe . . Modifying | Patient / Family . ,
Date Time (0/10) Location Duration Acuity Character Faclors Educated _lnierventmn Sign
| L] Continuous | [ Acute ] Sharp  CJ Dull LI Increasing | [ Yes MA @
%?9- []A’W‘ @ Nﬁ/ 0 Intermittent | C Chronic [JAching [ Burning | [J Decreasing | [ No 7 il
| 'O Continuous | I Acute (1 Sharp I Dull [ Increasing O Yes d" g @
?/@()(} % o N | o itermittent | O Chronic | I Aching I Buming | O Decreasing | 1 No
[ Continuous | [ Acute ] Sharp [ Dull [ Increasing O Yes
[ Intermittent | 3 Chronic 1 Aching [ Burning | [J Decreasing | T No
[0 Continuous | [J Acute 1 Sharp [ Dull (1 Increasing ] Yes
1 Intermittent | [J Chronic "] Aching [ Burning | [ Decreasing{ [ No
[] Continuous | [ Acute (] Sharp (] Dull L1 Increasing L] Yes
(1 Intermittent | [_] Chronic "] Aching [ Burning | [] Decreasing | [ No
[ Continuous | [ Acute ] Sharp [ Dull ] Increasing [] Yes
(] Intermittent | ] Chronic ] Aching (] Burning | (] Decreasing | [ No
[ Continuous | [ Acute ] Sharp ] Dull 1 Increasing L] Yes
[ Intermittent | LI Chronic U] Aching [ Buming | [] Decreasing | [ No
] Continuous | [ Acute (1 Sharp ] Dull [] Increasing [ ] Yes
[ Intermittent | [ Chronic "1 Aching [ Burning | [] Decreasing | [ No
[0 Continuous | [ Acute [] Sharp [ Dull [] Increasing [] Yes
] Intermittent | I Chronic (] Aching (] Burning | [ Decreasing | [ No
[ Continuous | [ Acute ] Sharp (1 Dull [ Increasing 1 Yes
[] Intermittent | ] Chronic 1 Aching ] Burning | [J 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
¢) Prior to pain pain-relieving intervention.
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b)  Then every 4 hours.
d) Within 30 — 60 minutes after pain relief intervention.

(PT.0)
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Nunterical Pain Scafe (Obstelric and Gynecology)
l ] | I ] |

O

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE {1 Month to 7 Years)

No Pain

No Hurt

1 I [ 1 ] ]
2 3 4 5 [ 7

Wong - Baker (Pediatrlcs) Above 7 Years

Huris Littie BR Hurts Little More Even More

Hurts Whole Lot

9

CODD®®

: SCORING
CATEGORY
u 1 1y b s . 2 ' "
H—— y T =
Occasional Grimace of Frown, Frement to constant frown,
Face No Particular expression of smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kiﬁi}hg. or Iegs'bravyn o
" v
. 1 Laying quietly normal position, Sguirming shiffing back and X X
Activity moves gasily forth, tense Arched, right, or Jerking
1 " Moans or whimpers occasional Crying steadily, screams of sobs,
i Cry No Cry (Awake or asleep) complaint _ frequent complaints
Pose . Reassured by occasional touching,
il Contert, relaxed hugging, or heing talked to, Ditiicult to consale or comfort
Consofability distractle
Neaonatal Pain, Agitation and Sedation Scale (vpto 1 Month)
Assessment Sedation Normai Pain / Agitation
Criteria
-2 7 -1 1 2
Crying No Cry with painful | Moans or cries Anpropriate crying Not| Iritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful| irritable intervals consolable { continuous cry
stimuli Ingonsolahle
HurisWorst | Behavior State No arousaltoany | Arouses minimally to | Appropriate for Restless; squirming { Arching, kicking constantly awake
stimuli stiruli gestational age Awakens frequently | or
No spontangous Littls spontaneous Arouses minimally / no movement]
movement movement (not sedated)
Faclal Mouth 5 lax Minimal expression | Retaxed Appropriate | Any pain exprassion | Any pain expression
Expression | Np expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Imtermittent Continua! clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists ] toes, fists, or finger
tong Normal Tone or finger splay splay
Body is not tense Body Is tense
Vital Signs HR | No vasiability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BE 5a0, | stimoli variability from normal for from baseline baseling, Sa0, lessthanor 1
Hypoventifation or | baseline with stimuli | gestational age §a0, 76-85% with 1 equalto 75% with stimulation -
apnea stimulation - quick. | slow recovery Qut of sync or
TeCOVEry “fighting ventilator

~/
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i Rainbow"’ ; I
::"p:":féﬁm 1P26-00006914 In Children’s ® BirthRight
11-08-1980 B RADEN Q SCALE Hospital . BY RAINBOW HOSPITALS

‘3Y1"1?D F T ks et 10 treat the it Your Right to a Safe Delivery
Dr, SUCHITRA SRIRAMP
mHHIIIIHIIIIIIIIHH!HH!IIII!I sie 1771
Time : |
Y | 2. Very limited: 3. Slightly limited: 4. No limitations: Ty
Maobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairfast : 3.Walks occasionally: 4. All patients too young to ambulate; '
mk s Ability to walk severely limited or Walks occasionally during day, but for OR walks frequentiy:
‘Activity The degree 1. Bedfast : S . : : :
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

two extremities.

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

sk'r:o' swhicl; d by perspiration, urine, drainage, efc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
t'o rln:i);'t,ursea Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
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 positionj  during move. Maintains good position
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:

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.

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

Normotensive, oxygen saturation
> 95%; normal hgb; capillary 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

Evaluator's Name
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, Support Surfaces
Risk Score ) CatqﬂOW Action (Please Note: Only required for children who-are deemed at risk due
1o altered mobility, consider occupation therapy referral for advice
- A Regutar 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 oressure matiress overla
; Manage moisture, friction and shear naing p veray
[ Advance to a higher level of risk if other major risk
factors are present
_ , High density foam matiress
S Use the Same Protocol as for “At Risk” Patients o
13-14 Moderats' Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges . .
' Alternating pressure mattress overlay
A Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their postion frequently Alternating pressure maftress overlay
! Use same protocol as for “High Risk” Patients High density foam mattress
L.ess 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 ovetlay
N
- ¥ 1S
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11-08-1980 Rainbow .

A ‘ woin ' ° Children’s BirthRight
IIIH!I"HI"IIM""HIHIH”"II Morse Fall Risk Assessment Form rospital _ | e

Your Right to a Safe Delivery

) Date / Time Q 2 _ .
Choose Highest Applicable Score from each Category / '} Fall Risk Grading
Score | S0
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morss(:hl;:IsI )Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 2
. ; Yes 20
IV / Heparin Lock or Saline . - @ Implement
2 Moderate Risk | 25 - 50 Moderate Fal
, Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 A implement High
Forgets limitations 15 Hiah Ri Risk Fall
Mental Status igh Risk > 51 .
Oriented to own ability 0 z Prevention
Intervention
Total Morse Fall Scale Score: m
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
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Mron :A‘I’AI. GUPTA ) e
1 1980 . —d
|: Dr. SUCHITRA m;:;;“ CLE Rambow“ . . . -
QI Fosprn " | (@)eieie:
CHECKI-JST FOR THROMBOPHLEBITIS It takes a ot to treat the little. ;(ourRithGaSafeDeLivery
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E E M E N Remarks
. No signs of phiebitis /
1 |V site appears healthy Obiseris CaRTHE 0 Q
One of the following signs is
2 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula N ’:)\
* Slight redness near IV Site
3 Z‘:;“e‘\’,mst.f"""w'"g s Early stage of phlebitis / o
Pain at IV site Redness s Cannula ﬂ\
2L RGOl o Medium stage of phiebitis /
4 Pain along Path of cannula ?esitg Catnnula Consider 3 m 9\
Redness around Site Swelling FURTEE
?\Iflig;r;[? gggllnggr;gsiség:ns e Advanced stage of phlebitis or
5 Pain along Path of cannula the qtart of thrombophlebltls/ 4
Rednass around Siip Re site Cannula Consider Mﬁ\
Swelling palpable Vengus cord Treatment
All of the following Signs are
evident and Extensive : Pain mdvantc):ed Ttigt? of
6 | along Path of cannula Redness | trombophlebitis / 5

around Site Swelling palpable
Venous cordpyrexia

Initiate treatment Re site
Cannula

¢

Signature of the Nurse

K

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

Signature of Shift In Charge :

Signature:.................q_,__ .............. Name : .......... A\

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

Signature of Ward In Charge :
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Rainbow’ . o
T&:—:mm“‘:wmnn (F) Ch||d!.ens . Blrtthght
s AP | NURSING CARE RECORD Hospital | ) rammmosrus

"
Date: ...... w (9—/ o L

P O Maintain_ Airway and Oxygenation 1 Relieve Pain & Discomfort L=Haintain Fluid Balance < imfiprove Activity Tolerance < T Maintain Good Nutritional Status [ -Maintain Skin Integrity
= }Mm Personal Hygiene +Prevent Infegtion [ Meet Elimination Needs ['] Ensure Safety [} Early Ambulation Reduce Anxiety ] Patient & Family Education
S | 17 Identify Potential Complications L0 ADY ONBIS. SPBOHY < . v s ssimaiio s iesios s 4 i o 4 T S o A 0 R S
Time Plan of Care Time Implementation Evaluation Re-Assessment g"g;nhal?ﬂg
N
) Mon er/
) aﬁmm ‘)\h &,/
o 5/@3@/7,&@/
£ ‘1, 1) y
- o b 7o NI A g g
> ﬂ@(mw % W &
/"u' Vi
=
(=]
2.
=
&
<<
=
=
=
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Rainbow® . _—
Patient Stick Children’s ‘Blrtthght
dtign CKer i BY RAINBOW HOSPITALS
NURSING CARE RECO RD !-'wgasu'?o!ntuam!m Your Right to & Safe Delivery
S 1 oy Date: ..o e eene
-3 .
o | [ Maintatn Airway and Oxygenation [ Relieve Pain & Discomfort O Maintain Fluid Balance O Improve Activity Tolerance O Maintain Good Nutritional Status ] Maintain Skin Integrity <
®|d Maintain Personal Hygiene O Prevent Infection [ Meet Elimination Needs CJ Ensure Safety O Early Ambulation Reduce Anxiety [ Patient & Family Education
< | [ |dentify Potential Complications [ ANY OHIEIS. SPEEHY.oueuveeerereesersrsnrrerrarsrnsssssseranseseensasensastesererasissassntsnententersinssssnsenseresassssnssn :
Time Plan of Care Time Implementation Re-Assessment 'i"é?ﬁnmg
' » . y L
Ny ' \, 5 \ { I *
¢ - '
E N {
E t AN
§..‘: Q \ \\ L % ' 8 ‘ { ) lj‘
. . ~ . Vo ‘
[} \ . \ . All & \i.\ :
\ . Joo TR . (
T } \ \ AY "l ‘*._\“ ' ' | 1 1
h‘- ' = \
=
(=]
[~
=
=
<L
=
ey
=
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e 0:31::’““’“ wyan g W Rain t:/:w (J
Children’s BirthRight
\\\\\\\\\\\\\\\\\\\\\\\\\\“\ Hospital _ | Wmsniormes

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCIOr: .......oovveviiiiiceciicece e Departmenf .................................... Date of AAMISSION: ......ovveeerrrccssrscens

5 Diagnosis: Any Infection: [Yes DM’Not Known
= If YBS SPECITY: ©..veveeeeereeieeerce e
=
=
w
JAY
2 | Area E]j/
=
=2 - ~
S Shift Time el A
% | Medical Condition ~
= | (Any special condition to be noted):
Allergy: O VYes &0 [OYes CNo | D Yes TONo |CYes CINo |0 Yes COONo | Yes T No
Tubes/Drains/Catheter: C1Yes TNo | 0 Yes CINo |01 Yes T1No |l Yes ©1No |0 Yes T No | O Yes £ No
Vital Signs: Temp: |1 s
— Res: \&\9
=
":g_’: Sp0,: Cp '\
@ Pulse: Qﬁ)
: P 11 b))
Fall Risk Score: —
Pain Score: =
Safety Needs: .
- Physiotherapy | Yes @No | Yes CJNo |CJYes CINo [ Yes LINo |l Yes CINo | Ll Yes [ No
=
=]
E Others Specify: —_
=
z Special Diet: | = Yes €No | Yes CINo ((0Yes CJNo | D Yes CJNo | Yes CJNo | O Yes O No
E
8 |Other Special Orders / Medications:
(-5 I
; . e
Post Operative Procedure Special Orders:
Handed Over By Name : M%
Signature : \.{)
Date: 09 )
Time: 3] y
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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X Rainbow® . . 4
Patient Sticker Children’s . Birth R|ght
Hospital . BY RAINBOW HOSPITALS
Tt nkes & ot L treat the Btle, Your Right {o a Safe Dellvery
NURSING SHIFT HAND OVER FORM - WARD
Trealing DOCIOF, . ivvevirerserrecssesesmsuoreessarsersanssessessense Departiment: .vvvcevvevserverssrsenesresersnene Date 0f AGMISSION: vuvvesssersessasssssarsrense
Z | Diagnosis: : Any Infection: O1Yes CINo (3 Not Known
'g If YES SPECHY: cu.voeerereseererescarsereessscssessessaene
=
(]
2 | Area o
E Shift Time .
2 | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo|DYes ONe|OYes ONo|OYes ONo|OYes ONoiOYes ONo
Tubes/Drains/Catheter: OYes DiNo (O Yes ONo |OYes ONo |OYes ONo (O Yes ONo (DO Yes ONo
Vital Signs: Temp:
E SH;S:
= pu, .
@ Pulse: -
2 BP: ]
Fall Risk Score:
Pain Score:
Safety Needs: _
- Physiotherapy [0 Yes ONo|1Yes CiNo (O Yes ONofOYes ONo|OYes ONo|OYes ONo
=
=]
% (Others Specify:
E Special Diet; |0 Yes ONo |0 Yes O No |0 Yes DNo |0 Yes D1No |01 Yes CINo [0 Yes CNo
3 [Other Special Orders / Medicaions:
0=
Post Operative Procedure Special Orders;
Handed {Jver By Name :
Slgnaturs .
Date: :
Time: .
Taken Qver By Name :
Signature;
Date:
Time:

Docu. No. : RCH/FRM / CLINICAL / 097
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Chitdren's | @ BirthRight
PATIENT TRANSFER FORM Hospital .B\!’RAINBOWHOSPITALS

It takes 3 lot to treat the litte. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00016739 1P26-00006914 Lg}/} H @ 0 ) % lz f
:n::;:::;.cuwzsnm1 0 @ % [ Haﬂﬁ\’\ 22’ % @l M/l

Dr, SUCHITRA SRIRAMPUR

Transfer Ordered by Reason for Transfer
Ny
DN DU A bge

From Unit To Unit Information to Attendant
Yegi—t—  No[ |
Pne & pegt (01)
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

over to attendant
B i/ e

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. [tem Name Quantity

3.

4,

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

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
NOLQEO)UIAWV[Q@ NOUEM« Dn. By
Patient & Clinical Records Received by : W
221 | ) 11

Date & Time of Patient Received : K

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
[ ] Unavailable Bed [ ] Nurse not Available [ ] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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Rainbow®

CONSENT FORM FOR GENERAL / Children's ® BirthRight
REGIONAL ANAESTHESIA / Hospital | (@)oo
MONITORED ANESTHESIA CARE

PatientName:....M..ﬁ.. BT 3 diilyipinin Ve IO © AGE: v, Gender : Male O Fe\rpal/elzl/
v Cuehidna ange

UMY Y. i itiominensssrson sissend SURGOON NBIRE. .cccie.consiieminnsisnsmivisuisissioninsseminassusasssiolallsvssonl oessisesasusiias sonssnsans

AnQEBleSIOIDEISE : ...t O, o o it

Operative procedure planned :

C-W’LEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

1 Heart disease \J}Hy/mnension iabetes mellitus O Renal failure
[ Hepatic disorders O Shock O Multiple organ failure [ Polytrauma / Renal Tubular Aacidosls

o O Incapacitatipg Cronic Obstructive Pulmonary Disease

= thers :

L0011 0T 1T RUUURRRTRRRRI

» 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 upo my patient
............................................................. the above mentioned operation / Diagnostic / Therapeutic procedures
| authorize and give consent for anaesthesWal / O General Anesthesia / [0 Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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

——
— ——



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

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

That | 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 DM)/

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT <

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / Monitored Anesthesia

Care to be given and discussed the risks that particularly concern this patient.

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

PatMPaﬁsm—AHendant : Witness :

SIOMBEING - ...ooinssvimpiiiisisiiesinniinsame RR s cssiaii s i Signature : 37‘%&‘2’(’9/\ .................................

Name : MP\SPO\yQJ{ ........................... Name : Siaﬁn{ﬂﬁtjvgf(

Relationship with Patient: .......... j Q/L{" ................... Date & Time : Q—’{'}\% ...........................

Date & Time : 72/?’ ..................................... | |
W

Doctor (who is taking t/ n
Signature : ..........




INFORMED CONSENT FOR SURGERY OR Eﬁ'.'.’c'i'_r%‘?.’s ® BirthRight
Hospital .%

SPECIAL PROCEDURE e s

Patient Name : M“b‘“d .......... Aﬂ MWQJ Gender: [ Male D.«challe‘ Age: ... L'@‘,f‘ ..............

UHID NO & oo Date : 29-]4)‘9/01%

Instruction:

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

MYs Pa«jd%d%wﬁ" ........... MameofthePateny

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 responsmleforany untoward event thereof

...... L censive . Bluedua

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

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

Name of the Doctor who is performing the SUrgery / PrOCEAUIE: ............cvoueeeuieeeiiieee ettt eae s esesessesse s

Consentee : _ Patient Attendant : }d\‘”
STV TG T O Signature : /9,\(}*—/ .......................................

3 Name : Sfdaia:&QMPC'MQW’D—
Date & Time : 02,@.2 CH 9.5E.1/L Zd\ﬁmx) Relationship with Patient: .....................oovererreeeern

Withess - Date & Time : W 9124 @ 1 lfgdﬁw‘)

Doctor (who is taking the consent) :
Signature : @V .............................................. tﬁ
SIGIRTNG ; ....oometlrs sonisssinonamiipsssioisascomibauibissasissses

Date & Time : ..... 22} 9.0 L.\l oate & ime - 816 )12 0

Docu. No. : RCH /FRM / CLINICAL / 027
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D i Rambow ] s -
epartment of Anaesthesiology Childran’s P BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .Wslym
Name: MW/W .......... M M*"' ....... Age Ifé’ Sex: W ....... UHID.NO & o
Date: ............ 9')/',/?' .......................... Time: ....[0XOam: Proposed Operation: ...7.. ?’ G.olorren)
Diagnosis: ....: AV 7'A’7' ..... EVWM)OM ..........................................................................................................................
8p/CRT: 1943. WR: F. Weight ... ASA Physical Status:  C11 12 ,aa/ 04 05
- Laboratory Data:
ﬂyHgb: ”{5 Glucose: b'L ............... PO v vt HIV: I\M. KeRBY: cocaanisitmmimane
' PCV?? VPR oo A e Hes ag:. N& ECG: .
wec: .. 2909 Great .. 09 TOIB HOV: . gy ® Echo:,
Plate: ?'q [ LR 0] 18 -1 OO Blood group: . P [4 Stress‘ vy
PT: o g'z V” ....... K e 1.7 PR——— T g oo b
Bt A A Ca% 1 e LT 0 ——— T4 .. S
INF!,:H Mg+ +: Amylase: . TSH ........ 9'55' ......

Allergies: N £NHA”
Medical History:  CVS: Km@ / No H/p LA / TIA / 4 y,\/wpg wAs EVATUATED /ot

RESP: No H/p BA* /1'4 /ﬂmgvaw/w“ 3 Diabetes : D'Vh-@
ONS : pvp) H/SM‘/ ML) toviD VACLNATED -

Renal : jvs évmum Aor yENATUIA 5 NON-SPebe — My -CONSGRATIVELY
Hepatic / GE : ;ﬁ TOUNIICE | F'\'/M 40 / VEG DIET. -  Physical Adtivity: Aeq1vE / NYHA -

OWers: Lt yyportypoty /?yM ON MEDICATION - CoMPUAN T METS £ .
Past Anaesthetic History: Mymypg ~ 2 bgC / sermpmnry / CATRTLALT) /W MOLE 5 ML UNEVEVNTFY™

Physical Exam: LoHNA/T / ACTIVE
Airway: MP 1/93 4" MouthOpening: A®$.  Mentohyoid Distance: 2% Neck @ Teeth: /a7A<T.

Lungs : /a7 va, CLenn-
Hear: (St Mo .

CNS: o
Pregnant: []Yes [ No Qﬁf Venous Access Site /gﬂ/ﬂﬁmﬁpine Exam for regional :  MrpL/nE
Anaesthetic Plan: TIMAC [BEGIONAL [ GA-ETT [ LMA Qmﬂ&e’ Alolh

Peri-Operative Plan Explained to the Patient: /Lz’fs o No

CURRENT MEDICATIONS DOSAGE Pre -Operative Instructions: 724 4 W af-

. DVT Prophylaxis :
MoyNTAILE %(’:’f weeklf ONCE Water / ORS 2 Hours

2. NIL ORAL<_.
’) ) Others 6 Hours
MeETFImN IR i M/ 2 3. Informed Consent: = Standard }’ﬁgh Risk
1% yrenvonr) /B8 mg 4
5

. Post Operative Pain Management: iscussed with Patient
INDERAL [ puofpBLD )dw 4T
/\03 VVM & 4:{ P P PPN

Signature: .. £/ u/ £oeeer.. Name: DV‘M“ e
IHTATH
Docu. No. : RCH /FRM’/ CLINICAL / 044

x

. Other Instructions:
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11-08-1980 EYIMIID  (F) Rainbow

Rt ] Children’s BirthRight
AN TR ANAESTHESIA CHART  Hospital _ | \)srassonodmu:

Your Right to a Safe Delivery
116G ITUUVLIVI MOoUooiiivii.

Change in Patient Condition: O Yes _i=To Fasting Status: ,{ Houhs
Physical Status: 77 Patient Identified " Consent Present _~T" Chart Reviewed
Y ﬂ[f Il . z
H.R: 57 M | B.P/CRT: ll?‘/Q’Z [ SpO,: %’ /9 | RR: /ﬁ;[M [ Last Feed:6 AZHA3
Pre-OP Diagnosrs[ Y i T R Operation: Pﬂ/ﬂ‘f%f& ............................ Date : 22/ %.....
: 7 [
Surgeon: 9’;!“54‘/?" ...................................... Anaesthesiologist: /2%, SAMN~ . Technician:
TME [ .3 yLsi
N,O /AIR/O, LPM " 7 2
HALO /SO /SEVO Antibiotic
Drugs:
M TOLEM 'Plv Suppository
PR rpme gty e
&
Blood Loss
FIO, / Sa0; poTveie? — | —
ETCO,
ECG A AT SR
Temperature
Urine Output NOTES
. K A
i3
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 Out 12Q 174 ,‘: a
A £
100 -
80 b r
MA
4 L Y
40
20
10 —
0 v
| ABG
LAB Values
[ GRES
/E/Eqmpmant Checked and Temp: Induction Regional:
/6 Functional ] HME [ Fluid Warmer Ow [T Inhal Extrem| SPOEIY: iz anmimisn,
BP ] Cling Film ] OH Warmer [] PreQ, CI1RSI pinal i dal
] CuffS Ul’ )J»Hquar's [1 Cotton Woal L] Ottgrs Others: .. %0&
Art Site: .
- - Positi MAAAA]
/ EKG Lead Teads _ R e > nn/, g -
01 TemeSite Times: / } O Airway\ []0Oral [ Nasal Site:
O Fig, Monitor Anaes Start: . J : CETH LN B, O Needle Size: 2?@‘ Depm M
ﬁ hormbireiers OP Start: .. ‘ F Oral | | Nasal  [C] Cuff Parasthesia [ JYes [ No
Pulse Oximeter OP End: .. /‘ o [ Topical Catheter at skin
] Capnograph Leave UR 29’ py‘ Drug Name & Conc/O’V?”?‘%/z'iﬂgej
1 Ventilator Anaesthesia: Bolus:
[ Nerve Stimulator [ GA O Infusion; ...
Pasition: b\[x"k’ g %zzd Anacstnesia Care 5 ’ T’“""‘ﬁ“ Block Levél /24"~
ade# ................ R A
/M Pressure Points Checked Dificulty Why? ... \....... COMMIBIEEN, ..o vrininsissiiassinesssiinasinpasbiesinss
Line (Size & Location) Transpggiation to
[EJVB gs:e 1CVP: . [] Bilat = BS /Z"gglj Clicu [C] Other
. din ] ART: .. . [ Semi-Closed Circle Relaxant Reversed  [] Yes [ N )Z'ﬁ
= Tape. ?40 a @VV ] Closed Circle
[1 Padding EHV O Other Name of the Doctor -........ [ J. XYL
Awake I:HV Signature of the Doctor ;... 247 (... ...




HNH-00016738 1P26-00006914

rs PAYAL GUPTA
T«ns—mo gyim1D ()

TRA SRIRAMPUR ;

\\\|\\\|\|\\\l|\|||lllll\\Il\\lllllll |

<« nunco 1nedIA GARE UNIT RECORD

Rainbow” X .
Children’s (L BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

Time Discharged : ........cooveeveenenn.

* |®
250 260 IV Cannula Site ; ............... JLAY
240 240
W 230 230 | [] 0, Mask ] Nasal Prongs
= ;‘fg gfg [C] Tracheostomy ] T-Piece
@ 200 200 | ] Oral Airway ] Nasal Airway
E 190 180
180 180 -~ A
§ 170 170 | Vomiting : [ Yes (B’ﬁn Drug: W‘—L‘(
160 160 o
B 10 180 | NG Tube: 0 Yes i#fo
vV 140 140 | prain: [ Yes #TNo
A 130 130
ﬁg 7 Al :123 Urinary Catheter: [ Yes (Erﬂo
2] 100 Y/\i 100 | Chest Tube: [ Yes ]
> o / 0| Nil Oral [ Ye
Q._ 80 : 80 Il Ora _J Yes
70 H s ] 70 - d!
a W 5 = 80 IV Fluids: ....... L_
177] 50 50 Oral Feeds: N/{l
L 40 40
30 —— 30
(Jf\'zu-—' 1 20
10 10
0 0
SPQ,
MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 60 90
Able to move 4 extremities voluntary or on command =2 - . 2
Able to move 2 extremities voluntary or on command =1 ACTVITY \\ ‘ L 02" A Minimum Total Score of 8 is Reqmred 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 9 q_/ % ?’ ) ) A
Apngic =0 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 i i ot
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION Q/ ?’ L 0;) space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
Fully awake =2
Arousable on caling =1 CONSCIOUSNESS Q/ Q”'@, Q
Not resp ] =0 -
Pink =2
Pale, dusky, blotchy, jaundiced, other £ COLOR 9/ /% % {g, z
Cyanotic =0 E
TOTAL q C’T ‘O ‘ 6
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

2]

N o vved

2E) 0

pA> o ho

N

4

P, | Olwo

Vi
?
L
A

N

Pain Tool Used: [ NPASS [IFLACC [WongBaker [JNPS

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:
vl

PACU Nurse Name : (&

PACU Nurse Signature: ’

Date & Time:

Reassessment Frequency:
1. Every eight hours for all hospitalized patients.

2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b.  After 24 hours every 4 hours
¢.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): ...

s Tme. 2| >f\7/&
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Rainbow® . e
Children’s ‘Bll‘tthght

Hos pital BY RAINBOW HOSPITALS

It takes a kot to treat the Bitle., Your Right to a Safe Delivery

Patient Sticker

Department of Anaesthesiology

EPIDURAL ANALGESIA REGORD

t »

Date: v Tin;e: ....................... Procedure dong BY .......cevernriiecresierenscsereeeesesesrensessesessessessanne
CSE /Spinal /Epidural POSIEION © wvevoieiinierses SPACE Loueemreceree s e senseseaeeens Technique (LOR/LOS) ..covvevreenee.
DEDLN; wrvvrvereroereeeeerrsseees Catheter at SKIM: vuveveesensereerceeeecmeesesseeee AHBIMIPES oo eeeseeeseeeesssesesssessossens
Parasthesia : YES/NO if YBS GBLAIIS : uveeeeeeeeeceeeerevssnvnvassctesesresesretsasensesssessassesssesess st sassbs soatessosessesen s sassassassmnessuntnsnasteses
SOIULION COMPOSHION I c..evveverervsirreriierrseisecssisssseessseeseseissssstbane s tsbesmansesbebibaraessesbesnesseabibassesssasaabesssntsenmrs sesarssassssssasasassonsens
Any other issues : p ‘.,
) wreenrresernersnnsessensensasnsssnsssersnssnsere e nrr vty be R e b b AR VA PRt R RV SRR AR RS AR RER s EObRR TR SRR RSO LR bSO RO e R RSO e A bbb ne seasereann
D) et b A bR AR ae SRR SRS AR AR E R RO RS R R R e R SRR RS SRR SR eR RS S b SRS SRR SRR OA b A A s R ereEaras R s serans
. Infusion Rate Level Maternal
Time (mi/hr) Bolus (mi) Left Right | BP | Pulse FHR Comments
] b -
» 1 .ﬂ".
© L i ’
; 3 '

Delivery Details :  TiMe & coveereereerverersenee APGAR: ...cccvvrecrerrrens SVD/ Instrumental / LSGS (if LSCS Details)
Catheter Removed DY and Tip IMSPECIBH § vvverveivrenireiiiiimen et esssssssssssasesssssssesssasssssssnssssanssserssinssasasmes
Patient SAtISTACHOMN & ....eoeeee ittt scr s b bessss s ess s sesss sass s bebesmsmns s sn s s aabesssasasssabseRebesnsanssnsseseasanesrasnassaees

Discharge /Shifting ordered by
DOCtOr SIGNALUTE: ....evvveeerereerrseresssessnrassssssnsssssssssssssssessasssaes
DOCIOr NAITIE: ....c.coeeereerrrerneeeencneecrsnsnsserassesessrsssavssasarsssnesss

Date AN THMB & .eveeeeeeeereinesceceeieres e e sesrerrenrensererravsarsarsanes




