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SURGERY DETAILS
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Patient Name: : FDate of Birth: Cﬂ f [ 013 2. . Age: .. L{Z;’ 3

Gender: W Ward: ............. @"CL/D ......... UHID No.: FHOH. 000, L5684
Po- OO 647¢

Date of Surgery: .............. Dl/é /&ﬁ 10T-1 [0T-2 [10T-3 [10T-4 [J0BGOT-1 [] 0BG OT-2

@ Name of the Surgery : ...... Lﬁ‘ "’?ﬂ\"‘“ﬂ“'”‘) r Bl 'U\_{”‘f/‘l“hz T

Timein ... 1\$h

1. Surgeon SO D N

2. Anaesthetist : Uvrgamuo \\\\\||\||\|1|1\\||\\|\\llll\

3. ASSISEANT SUMGBON .ot

........................................ © 903209402

e P I

5. Circulating Nurse : .......cccoceie,

8 903209402765

......... —-a‘ coeveens_Fy" SHAGUPAYVASMEEN 3y sM24p/
6. AssistantNurse : ... &{ (P%‘Zﬁ AL ’BT g‘”@[@’ﬂ&ﬁ 5 ,“ mm"'” Imm ”lll

Special Equipment. [ | Laparascopy

"1 C-ARM

[ Neuro Cusa

\)&,,)M,/

Signature of the Surgeon
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HN26009208UTERS
(] Broncoscope r Harmonic 1 Morcelator
("] Cystoscopy ["] Versa Point ] Liver Cusa

1 Others . gc[/m rm&rf Vﬂi@h V?éﬂ 00002-03% /?0:}—

Signature of Circulating Nurse

Order No: ..&é.ﬁﬂ@ﬂ.@?@ﬂ& ........................ Order by: —A—ahmﬁ[&/&ﬁ@l&’ae&n _

Docu. No. : RCH /FRM / GENERAL / 114
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Circulating staff : |1, Technician : ..., ~rP0Ji5W‘ Date Q/é [£o. THOE
Anaesthesia Disposables waved || used | SUrgical Disposables mm" Ueed 'Disposables (Baby Side) __W_
ET tube - MLLQJ 70 4~ Major Pack Inj Vit.K
LMA v res __pord Clamp
ECG leads A/ ¥/ N elyala f20 Yoo Suction Catheter
HME filter :A/P /N Feeding Tube
Syringes : 10 cc ¥} Vaccum Suction Set

05 cc Gloves S‘C! Gllj, ,‘[ 06-4- Og_ Surgical Gloves
02 cc Eoeoxe o l] ~ odl Gauze Pack
0)€c ) Syringe 1ml/ 2ml
Cautery plate ‘A/P/N Q{ Surgical blade (1 g’j) Surgical Blade # 20
IV set S | NGtube Koochies (S)
AL , (] Cautery penci Tyasodfy e
NS : 10mi/ f60mi/ 500mi/ 1000m | <)/ i} ~ [ Koochies Xx L, 1 soet @
3 e Sucton Gatrtr oo e | Joll
Fentanyl 4 Cap, Mask - Hoh & aatry @
Morphine O | GazePack .7 G & Sk &
Ketamine Moo Dok Povfha L ol bT]
Propofol o % Steristrip .
Rocuronium O Underpad
Glycopyrolate O] Draw sheet
Myopyrolate MT\)"QQ?‘S’ 2O L
Ondansetron | Foleys catheter \\|[ 4 ey
Pencan 25¢/ Spinal Needle 22 ~ | Urobag o
Bupivacaine 0.25% ()] Chest Drainage Catheter
Bupivacaine 0.25% (Heavy) nt~ | Romodrain bag
Antibioties \sfal/ oy vyl I | Bandage :
o # p 602806 8 2
Lo [ing i B T
T it 77T A
Anamol : 80mg/ 250mg / 170 mg Double J Stent
Supridol : 100mg 0/[ Vaccum Suction set a1 s @‘!‘a\\!\!\l\“
Justin : 12.5 mg / 25mg / 10bmg (71 Plastic Bed-Sheet M
Tab. Misoprost : 200mg 7 | Betadine Solution @)
las Y /) | Microshield
i) 1CTFn uek | G‘\jqi“m“ Balls /
o Maif fA] (| Latex Gloves 20| Pc M AT
Waon prests — gt o Sersh [l —iedaclo | 91—
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" “Z o Rainbow Childrens Hospital-Himayatnagar
}ainbow

Cyldren’s avusg Rainbow Chldrr's Hospial, Door 1o, 3-6-267, app. Cafe noufer, Old MLA

Hopital quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
) Telangana, INDIA ,500029.
040-48873000, lnfo@ralnbowhospltals.ln

ELECTRONIC MEDICINE PRESCRIPTION

G

MRN f + HNH-00015689 Name ¢ Mrs SHAGUFA YASMEEN
Age/Sex 1 43Y5M 24 D/ Female Doctor : ARCHANA NAGENDRA
Adm{Reg Date/Time » 02/06/2026 07:18 Payor : SELFPAY
Ordar Data : 02/06/2026 12:39 Ordernumber @ 26-0000203703
Visit 1D : [P26-00006478 Ward/BedNo : 4F-OT/LDR-415
Pationt Addréss : 9-8-225, golconda fort, hyd, Golconda, Hyderabad, Telangana, INDIA, 500008
|
S.No ' Description Generic Name Dosage Reoute / Frequency Dttration Instruction Qty Status
@ 1 |RELIPARAPARACETAMOL) 1Nos tnjection f Onca Daly 1Days 1Nos]  Ordered
2 ﬁEROPlNE {ATROFINE) INJ 1 1 Viat Injection / Once Daly 1Days 1vi2|  Ordered
3 |SUPICAINEINIVIAL 025% 1 Nos Infection / 10 AM 1Days 1Nos|  Ordered
4 | IRRIGATTO[T.U.R SET} IRRIGATTO(T.U.R SET) [1Nos Exiernal / Once Daly 1 Days 1Nos Crdered]
5 FURdSID 40 MG 4 MLINJ 1Neos Injection f 10 AM 1Days 1 Nos Crdered
6 |SURGEONCAP(FEMALE}  |FEMALE CAP 1Cap 1 Once Daily 10 Days 10 Cap Ordared
i
7 [ROCUNIUM INJ 60 MG 5 ML 1Nos 10née Dally 2 Days 2Vial Ordered
8 T&V;){NSNZ SOLUTION 10% 1Nos Extematl/ Once Dally 1Days 2Nos Ordeared
o |EACEMASKILAYER- FACEMASK3LAYER  [1Nes 1 Onca Dally 10 Days 10Nes|  Orderad
BETADINE- VP FOVIDONE [GDINE
10 |(VIGINALPESSARY) 200MG VAGINAL 1 Nos I Onca Daity 1Days 1Nos Crdered
200MG103 PESSARIES
11 SGLOVE # 6.5 (SURGICARE) |SURGICAL GLOVES 6.5 |1 Nos External / Onca Dally 1 Days 6 Nos COrdered
12 [ et oN NITRILE GLOVESM  |1Nos { Onca Daly 20 Days 20Nos|  Ordered
13 (BTICANHEAVY BIMGINY oypracAINE 50MG 1 [1 Nes 10nce Dally 1Deys 1Nosf  Ordered
G 14 |NS 100ML ACCULIFE - EH 1mt Extemnal / 10 AM 1 Days imL Orderad
15 |E.C.GELECTRODES (PAED) |ELECTRODES PED 1 Nos Extemat / Once Dally 1Days 4 Nos Ordered
16 SQLSI)ZE?.sx'J.s 12PLY {5 Ssgzsr.sxr.s 12PLYS ), e Extemal{ Once Dally 1Days 7Nos Ordered
LEGGINGS DISPOSABLE
17 (PROTEGTCARE) BIG 1 Nos 110 AM 1 Days 1 Nos Orderad
16 |BCV-INTRAFIX SAFESET 1 Nos 1 Once Daily 1 Days 1 Nos Ordered
ARCHANA NAGENDRA
Reg No : APMC/FMR/85452
* Thls qocumam Is Just for reference purpose only. Not to be consldered as primary report.
Note
* This prescription is valid only for speclfied duration.
* Do not refill medicines.
Printed l?ateﬂ'irne : 02/06/2026 13:21 Printed By : SUNKARI SANGEETHA Page 1 of1



Rain;%w Rainbow Chlidrens Hospital-Himayatnagar
ﬁggg{g; s | etitge. Rainbow Children's Hospital, Door no. 3.6:267, app. Ca nilaufer, Ofd MLA
quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA 500029,

040-48873000, Info@rainbowhospita[s.!n

(IR OSRTETELTI
ELECTRONIC MEDICINE PRESCRIPTION

MRN : HNH-00015688 Name + Mrs SHAGUFA YASMEEN
Age/Sex : 43Y5M 24 D/ Female Doctor : ARCHANA NAGENDRA
Adm/Reg DatefTime : 02/06/2028 07:18 Payor 1 SELFPAY
Order Data 1 02/06/2026 12:39 Ordernumber  : 26-0000203704
VisltiD : 1P26-0000B478 Ward/Bed No @ 4F -OT /LDR-415
Patlant Address 4 B-8-225, golconda ford, hyd, Golconda, Hyderabad, Telangana, INDIA, 500008
5.No Description Genatic Nama Dozage Routs | Freq; Y Duratl Instructl Qty Statns
1 A 1vie [intection i Coce sty 10eys 1|  Dispensed
2 !f&f{fgg’g“m’""m‘m” 1MNos Extamal/ Once Dy 1Days 1Nes|  Dispessod
3 ﬁ%ﬁuf%m‘m PREGELLED PLATED ™ {Once Dally 108ys 1Noa| Dispensed
«  |vaccum sucrionser YATCUMESUCTION 4 Nea 1 Onoe Daily 1D 1ha|  Dipenzed
5 |oicrootck e 1 Hoa Injection £ 10AM 1Days 1Nos|  Dispensed
o [Omlswn T 1708 |Estarnat ronce Daty 10y T r—
7 |smropvrRotaTE RSB 1hes 7Onca Daly 1Daps 1Ampds|  Disponsed|
8 |oEXAMETHASONE N 21t 1Hos £ Cace bally 20001 . 2vial|  Dispensed
s |fHENPRESSLS SIMCGIN | preny EpHAINE + Nos FOnce Dally 10sp3 thos| Dispansad
10 [ sy e | s P00 4 bea 10nca Dady 10 thos| Dispansed
1 i TENTON 1 Mg Extar:at f Cnica Dally 1Day 2Nos| Dispartted
12 SGLOVE # T.0(SURGICARE) ]SURGICAL GLOVEST.0 |1Nos Extamal / Once Daly 1 Days 1Nos, Dispensed
12 MOPS 30X30 8PLY 53 X-RAY | MOPS 30X338 PLYDATT |1 Noa { Once Dally 1Days 1 Nos, Dispernsed
14 |EHCCRE MICROPTIC 1 Nox 1 Once Day 1Dy 1Noa| Dispansed
15 [coTTonBALS2GMsNOS |GOLIONBALLIZE-S |4y, | Extemat Bce Daty 10w Thios|  Dispensed
16 |ADNEONINJ 6MG2ML 1tas #0nca Daly 10ap svial|  Dispensad
7 {5000 WL CLOSED HORMAL SALNE. 1808 |Etemvat s Ore Daty 1Dy 3hos| Dispensed
138 SURGICAL BLADE 11 SURGICAL BLADE 11 1 Nos |Eﬂ!ﬂ‘ﬂ“0ﬂﬂeﬂlﬂr 4 Days A Nex Disp
1o [|URGBAC LAOULT) - 1hos lsnmnnm 10ays 1Hos]  Dispenaed]
20 |ADwT DIPERSYOL 1Hos 'Enmunnm 1Daps 1Noa|  Dispensed|
21 [FOLEVSCATHETER 13RO 1hos eormat 110 a4 10ap 2Nes| Dispersed
2z [{usTsuprosToRES 190 £ Hos Exiarnalf Onco Daty 1Deys 2Hoo| Dispersaed
2 |THEMIPYRRNOM 0.2MGIND - 1hoa Injoction £ 10 AM 1082 Thoa| Dapensed
#  |ovooknpivsamazan, | SRDASETRONAME 14, #Onos Dady 1002 1viol| Dispensad
25 |MCT-ROF 106MG 10ML 1Hoa Injection / Once Dy 108 4bos| Dispensaa
25 |RusoomcLoseD sysTEM [RAGERLACTATE 1Bt 10nce Daty . |zems 2Boe| D
7 |JASOPHARYNGEALTUBES [NASOPHARYNGEAL |y Nos Extamal/ Qice Dady 1Dy 1Nos| Dispensed
= |evvusero currED RUSCH 1hes Extamaly 10 AM 10zys TNos|  Dlsponsed
) ARCHANA NAGENDRA
Reg No : APMC/FMRIB5452

* This document Is just for reference purpase anly. Not to ba considared as primary report.

Note
* This prescription Is valld only for spoclifisd duratlon.

* Do not refill medicines.

Printed Dalefiime : 02/06/2028 13:21 Printed By : SUNKARI SANGEETHA Page1 of 1
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Hospital . BY RAINBOW HOSPITALS

VL\IJV_R-igl’!t to a Safe Delivery

Name Mrs SHAGUFA YASMEEN UHID HNH-00015689
Father/Guardian Mr MOHD RAFI AHMED Age/Gender 43Y5M 24 D/ Female
Address 9-8-225, golconda fort, hyd, Golconda, Hyderabad, Telangana, INDIA, 500008
IP No 1P26-00006478 Admission Date 02-06-2026

Ref Doctor Self.

Discharge Date  04.06.2026

DISCHARGE SUMMARY

Consultant

Dr. ARCHANA NAGENDRA

MBBS,DNB OBGY

CONSULTANT GYNECOLOGIST & OBSTETRICIAN
APMC/FMR/85452

Diagnosis: P2L2A2 WITH ABNORMAL UTERINE BLEEDING - LEIOMYOMA
WITH WITH CERVICAL FIBROID

TOTAL LAPROSCOPIC HYSTERECTOMY WITH BILATERAL
SALPINGECTOMY WITH BILATERAL URETERIC CATHETERIZATION DONE
ON 02.06.2026

History: She presented with complain of heavy menstural bleeding since 1
-~ year associated with dysmenorrhoea. she is K/c/o fibroid since 2024. she went
under cryotherapy + Pap smear in 2004. USG (26.05.2026) showed Bulky
fibroid uterus 3-4 intramural fibroids, largest ~36x30mm in mid posterior wall

HIMAYATHNAGAR BANJARA HILLS 1 HYDERNAGAR KONDAPUR OUTPATIENT CLINIC it SECUNDERARAD KONDAPUR NANAKRAMGUDA
; 1 argency 1 040 - 4246 1100 pency ] 04069

@ 1800 2122 @ www.rainbowhospitals.in




! Namae Mrs SHAGUFA YASMEEN UHID HNH-00015689
f1P No IP26-00006478 Admission Date 02-06-2026

and ~23x18mm in posterocervical wall. Endometrial thickness measures
7.1lmm. Cervix appears normal. both ovaries visualized, normal. She Patient
admitted for Total Laproscopic Hysterectomy with Bilateral Salpingectomy.

Menstrual History:-
LMP- 04.05.2026
Previous cycles: Regular

Obstetric History: P2(2, 2 NVD, LCB -2009

Medical History: Nil

Surgical History: Open Appendicectomy 1998
Allergies: Nil

Family History: Mother - HTN, Father- HTN, Thyroid

Investigations: Enclosed.
Blood group : " A " Positive

Surgery Notes:
Operation performed:

TOTAL LAPAROSCOPIC HYSTERECTOMY WITH BILATERAL
SALPINGECTOMY WITH BILATERAL URETERIC CATHETERIZATION.

Indication: AUB- L, multiple fibroids with cervical fibroid.
Operative findings:

1. Bulky Uterus about 10-12 weeks in size with a large 5*4 cms Anterofundal
Fibroid and 2*1 cms Fibroid over Lower body Posteriorly Extending onto
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Rainbow" o
' C?‘lli?dren’s & BirthRight
Hos pltal . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs SHAGUFA YASMEEN UHID HNH-00015689
IP No IP26-00006478 Admission Date 02-06-2026

Cervix.

Cervix - Hypertrophied with Fibroid in the Posterior wall.
BilateralFallopian Tubes - Normal.

Right Ovary - Normal

Left Ovary - Minimally Polycystic.

Rest viscera normal.

b ol o

Procedure:
1. In view of Cervical Fibroid ,Bilateral ureteric cathetrisation done.

™ 2. Total Laparoscopic hysterectomy with bilateral salpingectomy with left
PCO drilling was done.

Specimen removed.

Vault sutured with Stratafix no. 2-0.

Haemostasis secured.

Wash given.

Wound closed in layers- skin closed with clips.

Bilateral Ureteric Catheters Removed.

Post operative period was uneventful.

©®NO VAW

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

Advice:

4 KONDAPUR OUTPATIENT CLINIC Accredite SECUNDERARAD (NAEH
gency 3 040
gancy 3 040 - 4246 21 "

KONDAPUR L B MAGAR (NARBH Accredited  NANAKRAMGUDA
gency 3 040 - 4246 2200 Emargancy 3 040 - 4246 2400 Emery i

HIMAYATHNAGAR BANJARA HILLS [JCI, NABH & NABL Accredited)  HYDERMAGAR (NABH A V10407111 1333 Emergency ) 04069313233
45873000 Emers 555 6 Eimerga 40

@ 1800 2122

@ www.rainbowhospitals.in
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i Name Mrs SHAGUFA YASMEEN UHID | HNH-00015689
. IP No [P26-00006478 Admission Date 02-06-2026 1

[EE— -

1. T. Ceftum 500mg (Cefuroxime axetil) twice daily (9am-9pm) till
11.06.2026 after food.

2. T. Pantop 40mg(Pantaprazole) once daily at (8am) till 11.06.2026 before
food.

3. Tab Hifenac P (Aceclofenac 100 mg-+Paracetamol 325mg) thrice daily
(8am-3pm- 10pm) till 11.06.2026 after food.

4. Tab Zofer { Ondansetron) 8mg Twice daily (8am-8pm) before food till
11.06.2026

5. T. Zincovit once daily at 2 pm for 1 month.

6. Soft diet for 2 days (till 05.06.2026) and normal diet from 06.05.2026.

7. Collect HPE report.

Review with Dr. ARCHANA NAGENDRA after 1 week on 09.06.2026 at
shantabai clinic.

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 .........cc....... in a
language that | can understand and | acknowledge.

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

further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Himayatnagar or just dial one toll free number - 18002122.
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Your Right to a Safe Delivery

Rainbow® o
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Name Mrs SHAGUFA YASMEEN UHID HNH-00015689
IP No IP26-00006478 Admission Date 02-06-2026

You can also take appointments at any time by going online to our

website www.rainbowhospitals.in
Rl'—?ist:ar/Resident/C.M.O

Dr. ARCHANA NAGENDRA

MBBS,DNB OBGY

CONSULTANT GYNECOLOGIST & OBSTETRICIAN
APMC/FMR/85452

A DAPUR LB MAGAR (NABM Accredited)  NANAX RAMGUOA
llllllllllll N € i KONDAPUR OUTPATIENT CLINIC ¥ SECUNDERABAD KONDAPUR
- 1 mergency § 040 - 4746 24

HIMAYATH! INAGAR EAMJARA HILLS (JC1 NARH & 040 - 4246 2200

@ 1800 2122 @& www.rainbowhospitals.in




PATIENT TRANSFER FORM

z
Rainbow® . C
Children’s ‘Blrtthght

Hospital

It takes a lot to treat the litte.

Patient Name & UHID No. Date & Time of Admission

HNH-00015689 1P26-00006478 2J é { 2/6(;) #«I |9

Mrs SHAGUFA YASMEEN

Date & Time of Transfer Order

3] 6124 [y

— 09-12-1982 43Y38
Dr. ARCHANA NAGENDRA Pl Transfer Ordered by

A

D Haveena

Reason for Transfer

085

From Unit To Unit

Information to Attendant

Pite - poed Room( Bog| ™= **

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

2 Drle — (O

3.

4.

5. e -
Shifting Summary / Notes Written by Doctor : Ygsff No[ |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

%:S(ﬁ'[@ﬁ / *’%{S\ D /JOWG@ no

Patient & Clinical Records Received by :

\gﬁna AQQ‘:Z_,

@ Mo

Date & Time of Patient Received : ‘ I
3|2

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

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
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Rainbow

Rainbow Childrens Hospital-Himayatnagar

Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
TEL NO :040-48873000
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

RRIN R CRRU D LR R I L

Admission No : IP26-00006478 Admit Date :02-Jun-2026 Admit Time :07:18 AM  UHID : HNH-00015689

Patient Details :

Room No : LDR-415

Patient Name : Mrs SHAGUFA YASMEEN Age :43Y5M24D
Guardian : Mr MOHD RAFI AHMED DOB 1 09-12-1982
Gender : Female Religion
Occupation Martial Status
Address (H) - 9-8-225, golconda fort, hyd Golconda Phone No 1 9849767954/ 9618232740
Hyderabad Telangana INDIA 500008 ; . ;
E-mail : na@gmail.com
Ea)
Aumission Details :
Bed Type : TWIN SHARING Bed No :LDR-415 Ward Name :4F -OT

Admission Type : First Visit

Contact Details :

Name : Mr MOHD RAFI AHMED Relationship :W/O

Contact Address : 9-8-225, golconda fort, hyd Golconda Phone No 1 9849767954
Hyderabad Telangana INDIA 500008

5

Co-Consultant

Aignature
. :tor Details :
Doctor Name : Dr. ARCHANA NAGENDRA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self. Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  : 100000.00

Payor Name : SELFPAY

A\

A h
| Printed Date / Time : 02/06/2026 08:03 Printed By : 016951 Page 1 of 2

\
\
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It takes 2 lot to treat the litde.

X
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BirthRight

BY RAINBOW HOSPITALS
Your nghl to a Safe Delivery.

ACTIVITY RECORD FOR BILLING

Name: HNH-00015885 Tt

Mrs SHAGUFA vm ”Mm“"
UHID NO : ~===mmmmmmmmem IP N ::':’;L'::M ump @ e Dept :
Date of Admission : -------- ” ””,””mm""'mm,,m ite of Discharge : -----—-----=-——- Time: ————sees
Room / Bed No : —-=-=-=-—-mem- Ward : ---—--======v - -ggested Billable bed type :
WARD TRANSFERS
Date Time From To Signature of Nurfe
Alslse | g1z00m [pye —post 07 oo [ R
LITEEY! \[2 2000 T e o)

Nen@ [0 ugam|  Pap o] 7 E0mQo

Cross Consultation Visit

Doctors Name Date Order No. Signature

10.

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




INVESTIGATIONS

Date Investigations / Order No. S:gn
2\6ob g\“ogs\q\ Yot H‘\Qo@crﬁ@@%ﬁa) /2109 AT

T [ook Choef dne

—

Cross C[/)QQKK-[' cbag ‘foy OSJ’;';:@O-




MEDICAL EQUIPMENT ( WARD & ICU)

T e g - — —
v

Date Er;‘:?;;z;t Coq‘?;c:ing ;i?cflnjimé Order No. o Signature
lolet | Thwsion pomp [We3obd) | [0 'oshm) .
Ao | coodloy ¢ popaled| 2208 | {608 AV gﬁofe\u' B ode,
o\ 0&‘%‘%&0 |13 %06m) %ﬁ 9° ab
C‘(L%\ié[’/@ Q [O],%Gﬁ
e Pe o B0 T o
Cros&  [heel N
(| by ﬁm f\cj; -




PROCEEDURE

Date Proceedure Quantity Order No. Signature

Ae\ae | W plaoe mtf D |903¢et

N\y\o catre Ui ot 'on Q@ Lo 3(,329%&

9\6]»@; PA-C/ Q)?l) D IR E ﬁ@
S s =

¢ heckeq GO

—— \CT@% ; :
o \\L;‘nﬁﬁ r O
P

A pu A () A3839 | @u_

?lm << 75[3,?_ o kod] Aobo 3} T aaaidla

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




HNH-00015889 1P26-00008478

Mrs SHAGUFA YASMEEN /ﬂ'
09-12-1982 43YSM24D (F)
Dr. ARCHANA NAGENDRA Rain bow .

O LD e

It takes 2 lot to treat the little Your Right to a Safe Delivery
1. Auvnooiun oncer FOR GYNECOLOGY

!
Date of Admission : ..... °? 6’%%5. .......................... Time of Admission : #&OW ,,,,,,,,,,,,,,,,
AlIBIGIBS: oo et G \-Zﬁ()t know any drug allergies
s=== PRESENTING COMPLAINTS : r=rr-mrrorrmmmceeensessso s noms ensmmasmpesnzsSapdasmenodonbanes Connann s og :

Heauy mersual bluedny v ligeas
dlw;&’ o sk

Q| . urm ¢ire #3 2 To AU MM ) BV,

T Bl T Y Lo besd | g
me ~26 xLOmm in MAd 1’)05\" wall 4 ~ 434 1&mm 19
Pabero e mald - €T~ mrg ) Cooven eppaos—N

MENSTRUAL HISTORY . : . OBSTETRIC HISTORY
Year of Marriage : 9 oK Parity : Pz (oD 9.
A [ 2006,
Previous Periods : e ;, A Ha g Mode of Delivery : @TN\’T\
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Pallor — Bimanual Pelvic Examination
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Date of Admission: .0%. 6}9/02’(’« Drug Allergies:

1P26-000068478

)

DRUG CHART

\

2z

- = @
Rainbow .

Children’s .BirthRighf

Hospital

It takes a lot to treat the littie.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

FOR THE SAFETY OF THE PATIENT

1 Not known any Drug Allergies

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

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118
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ar

Il m”,mmm" T REGULAR PRESCRIPTIONS ~ Weight. .."C8s. .o Ward. ...

N Dater \XJ
DRUG +™ L&FOP&KAZOM & Tu'ne_\-z,\'O
Doge | Route ] Frequency Start Date| ¥R 4 -
eoled v | BD | 3o e BTN
Nanle & Signature of the Doctor ' i\
Starting the Drugs:
Dt Hve \‘_ﬁ A 1 '
Additional Instructions: Cb\
Mo Torkdane
Daily Doctor’s Endorsement by a Sign 4
Dater
DRUG: [N] PAMITIcPRA2e(E. [Time 3\6 {
Dose Route | Frequency |Start Date y g
£4qQ ~ | v oD | 2(¢ (_4\“\ %p!
Name & Signature of the Doctor y/ )
Starting the Drugs: =
T
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
Dater»
0RUG : "> epe EnArose Tmeib (2\b
Dose Route | Frequency (Start Date ) e wl
lq Y Tio 2/¢ bivt X 6
Name & Signature of the Doctor Y
AR A h
Starting the Drugs: M Wr 14
Additional Instructions: D
D)7 (B
! A
Daily Doctor’s Endorsement by a Sign
DRUG: INJ ONDPNS B 780 -[r)i?;% )\L -5\%
Dose | Route |Frequency [Start Date| Jo L
By | 1V | RO | 2[¢ A
Name & Signature of the Doctor .
ing the Drugs: AW
Starting the Drugs /m/_ )
Loa
Additional Instructions: .9
Y
Daily Doctor’s Endorsement by a Sign -
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

l .Blrtthght'

REGULAR PRESCRIPTIONS  weigntef.206{ Ward .. ADK—

DRUG: DiCeoranpe. SUPPIRITOM

Date

2\o

Dose

Route

2 sy PR

Frequency
&0

Start Dt.

2{¢

IvTIB

Name & Signature of the Doctor
Starting the Drugs:

Ww’ e

Additional Instructions:

JoNAe SUPPLs] TORey
( L S«uppos ey )

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Ad

Time

Dose

Route

Frequency

Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Tif'ne

Dose

Route

Frequency

Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose

Route

Frequency

Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional instructions:

/
#

V.

-

~tor’s Endorsement by a Sign
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Hospital BY RAINBOW HOSPITALS

1t takes a lot to treat the little, Your Right to a Safe D_elivary

DRUG :

Date

>

Dose Route | Frequency | Start Dt.

Tige

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Ti' g

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Y

Ttrpe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Qate

v

Time

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign
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HNH-00015889 1P26-00006478
Mrs SHAGUFA YASMEEN
oo L AL L L weight. .3y 264 Ward. ... C0. 5 —
AEREEL T Date>
Tig’]& l Nurse Sig. | Nursg Sig. I Nurse Sig [ Nurge Sig.
Dose Dose Dose Dose
DRUG : br. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Stﬂ rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor Dose s Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: = - e o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme I Nurse Sig. l Nurge Sig. | Nurs Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Rou te St art D ate Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor oo st P ose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: Dose = tome =]
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁ:ﬁﬁc% (?ntger Route Signature Nurses
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MEDICATION RECONCILIATION FORM

Drug AlIBIGIES: ....veveeieeeieeee st e ettt sseese et e ebeenees —£T Not known any Drug Allergies

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

SIMEMY O i s st SO 10 . cvmnasmsmmsesa st
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | hore / Time ‘}gﬂ:gﬂgg
1 ) = OC CI0C
NE Oeomson forte [ (| P S
2 (JC CIDC
3 [JC CIDC
4 O¢ Coc
5 TE DG
6 [(JC [JDE
i [ 1.6 DG
8 [JC [JDC
9 LG [E1DC
10 B [WDE
* G- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .......... 'Q(% ......................................

Date & Tlme ..... & /6 [2024 . . ':{‘S_ ....... e

Nurse Name & Signature: ........... Y VAT VA kc .......................................

Date & TIME & ..o w ..... )7/}@ A

Docu. No. : RCH/FRM / GENERAL / 090
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Your Right to a Safe Delk

Time

Hb

PCV
RBC
WBC
N/L
Platelets
CRP
ESR

PCT
o

RBS

Q Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP

SGPT

SGOT
T.Bill/Conj
T.Protein

0 S.Albumin
S.Globulin
G A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

[l
Date oWt
XY

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

blaoad a700p ‘ %DOUH\/@
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Hiv N \0 M Fesekg (0N N~ hleed
HC_\/ /‘ A p i
y ‘g NK DOANCF
vHORE—
CURUE N0 SBNSIHIVIEIES ...ttt ettt ettt ee e s et es e eea et et en et eseeeaen s et et es e e esanesessssaeeseneae s esssesnanses
Radiology : U S G o ot e b et a et sttt eesa et anna e
L e
B OHO & ettt ettt ettt ettt et et et et eannen et en s et ater e et e enen e e s enrenarns
L T T S B
IR et ettt ettt ettt ettt et et bt et et et e et et et et et et enen e e eenneanetan
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Early warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SEQRES AT ANY ONE TIME
Y oa W | -

ot lilss

Date

‘-..]A_

Time

2

10 JA1 12 alf s

(G7)

RESP
(write rate in
corresp. box)

> 30
21-30
11 - 20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

2, dwayt

40
39
38
37

36

0y

b

35
35

3jey Ueay

170
160
150
140
130
120
110

100

90

80

3]

70

%323

G
=

A

o

60

50
40

anssalq poojg 21|0lshs

190
180
170
160
150

140

130

120

-

110

eZAll

s 5,

K0\

100

O

80

60
50

ainssald poojg Jijoiselq

130
120
110
100
20

80

\VA

a
‘\

70

&Y

60

G

q K

| 7

50
40

NEURO

RESPONSE
(v]

Alert

Voice
Pain
Unresponsive

URINE

mis / hour |

>30

< 30

Proteinuria

Protein + +

Protein > + +

Lochia

Normal

Heavy / Foul

Liquor

Clear / Pink

——

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

kL |
TN
e Iv

Nurse Initial

Ll =1
3

T “[«.

e kS

2=

S o -a
c\,>.§> 0
T o0
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Early Warning Signs

[ Obstetrics and Gynaecology

-

-

. ' ‘lgl

~
1 Yellow Alert :
Repeat Observations
in 30 minutes
WV,
N )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
- / /
4 )
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\ J

* The Modified Early Warning Score (MEOWS)
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cany «<arning Observation Score Chart - Obstetrics

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

L1
Date L
ZQ? Time '9 11/12|1|2|3|a]|s|e|7|8]|9|10]11|12]2]|2]3]|a|s5]|6]|7
i 30
RESP =
(write rate in
corresp. box) 11-20
0-10
Saturations 91_910;1%
Administered 0, (L/min.)
20
=
3
-ul!
(2]
<35
G 170
: 160
150
140
” 130
. ¥ 120
n & 110
= 100
. o 90
80 'ﬁn. n(
70 J Ve
60
50
40
190
180
170
- 160
‘é 150
g 140
=2} 130
T 8 120 TR T
- 110 W el
a 100 &
< 90
o| - =
= 70
60
50
” = 130
- 2 120
o i =
= 100
l % 90 Al b
2 80 Vi N
2 70 B P
2 60 Py
=
£ . 50
40
NEURO Alert == T T T 1 1
RESPONSE Voice
[¥] Pain
Unresponsive
URINE > 30
mils / hour <30
. 5 Protein + + | | | | | | I I | | I | | I | | | I | | I | | i |
Proteinuria | e
Protein > + +
Normal
Lachin Heavy / Foul
5 Clear / Pink
wor | e et —

TOTAL YELLOW SCORES ol X
TOTAL ORANGE SCORES ?{) h /b
Nursenitist | [p | [ [ (7"

L4 L2

7




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

~ N |

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 - J

~

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

\. J

* The Modified Early Warning Score (MEOWS)
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[ FLUID CHART |
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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.

Total 24 hrs. Intake

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

Total 24 hrs. Output

Intake
Date | Time ll)\ll‘agll:lri% Route NG | Diarrhoea | Vomit |Drainage
Mouth | LV
0800am | ¥ 10pod) \
09:00am | yr k \noﬂﬁ /
1000am | QL | o) [\gged T A u
L et o Voo ol LS e}
c)\ 1200 (Rl | € [9fod - S )
01:00 pm &P}J, ~ ?LOO“'P ) A
Total Intake : Total Output :
200pm| pNS | p L9ool .
0300pm [ e | 7Y [aap mﬁ
\\0 os00pm | DNS | [ 3 oory u L
e ]
g~ |oso0pm| B co i ! , i
w6oopn| RC [ M[loO / \ L
07:00pm | ) (@O« i ray
- s En
Total Intake : kbM\ Total Output :
[ CETE QLI N |ypowW i
Q woopm| PL-| &  hoow R el
b 1000pm| P | @ [jpoW NP
11:00pm | o< | 00N M a4
1200am [ DRS | 5 ) Qo J M,Q/
01:00am | HRS ﬁ 0o pol -5
Total Intake : (g0 ko ' Total Output : %
02:00am [0S RIS
03:00am > S (cop N R
0400am | R L (aondl Pk
05:00am [ QL | | P g
og00am| RU | {Y) [(comt
o700am| R e ] ¥
Total Infake : -0 e Total Output : o
A
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Your Right to a Safe Delivery

1. All measurements in ml.

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

2T

Gt
1 RS O i

g

o ¢
. Nature
Date | Time | ;fFig

Route

NG

Diarrhoea | Vomit | Drainage

IV Site
Thrombo-

phiebitis
Score

Sign.
Nurse

RY

N.G

08:00am | NS [L40%

e N

{00

\9}_ 0900am | & [ Vo2

10:00 am DNf) Qﬁf});f

\ODM

K

A

100y

%&) 100am | e [

12:00 pm

\
SN T

01:00 pm

Total Intake : ¢ \CWE )

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output ;

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output

C
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2
DAY-1 96 DAY2 . L DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N E Z n \M\ E Remarks
: No signs of phiebitis / Nt
1 IV site appears healthy Observe cinrula 0 JA BC{ —~ = PE o
One of the following signs is
evident : Possibly first signs of phlebitis -
: * Slight pain near the IV Site / / Observe cannula ] N )\f# M- ,\U}r b
* Slight redness near [V Site A
3 l\:éoeﬁdtgstfollowing Signs Early stage of phlebitis / 5 \ - M/ &4
Pain at IV site Redness Fesila Cannuia Al Ny | PR
Q\llli(?;r::? e [GACHND VigHs e Medium stage of phlebitis /
4 ot Resite Cannula Consider 3 - S
Pain along Path of cannula 7 v Ty
Redness around Site Swelling Treatment NA A ﬁp’-_‘ 2
All.g ey fgllg:tuing.Signs are Advanced stage of phlebitis or —
5 g\:me:éig Pathegfs ‘c‘:l:nﬁula the start of thromboph{ebitis/ A \U?” /Yy
Redness around Site ?e st:te C"tm"“'a Consider NP A WV 4
Swelling palpable Venous cord FORTER :
All of the following Signs are
evident and Extengiveg: Pain a?;?ggghiﬁ?s(}f e
6 along Path of cannula Redness - : 5 /]
around Site Swelling palpable Initate treatment Re site nip- Ky VAT ﬂ/ﬁ'f’\
Venous cordpyrexia Cannula |
. v .
Signature of the Nurse g,] A~ ST @

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

Signature of Shift In Charge.;
Signature : ....oooveevrnnnn gf) .................. Name: .....

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

ot ......

Signature of Ward In Charge ;

SIGNALUTE ..o e IS e Name : ...... kﬁ‘r? H/\MJZ/{ ...................

@_\
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AR Morse Fall Risk Assessment Form
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Rainbow® e
Children’s kd BirthRight
Hospital .W

Your Right to a Safe Delivery

Choose Highest Applicable Score from each Category Dato/ Time: | § l 6 (ic’ &I b IQ’A 02 @[.—),Q Fall Risk Grading
Score | Sey | 0] | 20

History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mnrs?n::ISI)Scure Actii
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O i)

Furniture 30 - Standard Fall

Low Risk 0-24 :

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

None /Bed Rest /Nurse Assist 0 ~

2
IV / Heparin Lock or Saline ;es (;] 20 ,U") 259 Implement
0 ' Moderate Risk 25-50 Moderaf(e Fall

Impaired 20 Prevention
GAIT/ Transferring Weak (uses touch for balance) 10 Intervention

Normal /On Bed Rest /immobile 0 0 © y &) Implement High

Forgets limitations 15 Lo Risk Fall
Mental Status High Risk > 51 ;

Oriented to own ability 0 E{é‘ﬁggggn
Total Morse Fall Scale Score: 96 Db nNeJ

Signature i“’{ Q/ G

Tick (v) whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
(1 Ensure patients use their prescribed eye glasses if any, in the hospital
[[] Use chairs with arm rests
["] Use safety straps on stretchers and wheelchairs while transporting patients

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

Moderate Risk (25-50) Apply all low risk intervention and

("] Assist and/or supervise ambulation. Reinforce to always call for assistance

[ Hourly safety check

[ Assess patient after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ ] Initiate constant observation by healthcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form

"%
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right lam

i e |
Date / Ti RN RS
Choose Highest Applicable Score from each Category UL &‘ 6 2(9 5 ] l Fall Risk Grading
Score A\ B

History of Falling Yes 25 ' ¥
(immediately or w/in 3 months) No 0 Risk Level Mors:: I;:I;)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0

Furniture 30 ) Standard Fall

Low Risk 0-24 i

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

None /Bed Rest /Nurse Assist 0 (@) 0

o
IV / Heparin Lock or Saline :es 20 20 X Implement
0 . Moderate Risk | 25 - 50 Moderato Fal

Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 iR

Normal /On Bed Rest /iImmobile 0 (®) &) Implement High

Forgets limitations 15 Cn Risk Fall
Mental Status .g = = PHighRisx =5 Prevention

Oriented to own ability 0 sty
Total Morse Fall Scale Score: 2.6 2\0

Signature | fA\/\QAQ C;})gl-'\

Tick (v') whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
[C] Ensure patients use their prescribed eye glasses if any, in the hospital
[] Use chairs with arm rests
("] Use safety straps on stretchers and wheelchairs while transporting patients

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

v 7

Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always call for assistance

[T] Hourly safety check

[T Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
(] Initiate constant observation by healthcare provider as appropriate to patient's needs




HNH-00015889

09-12-1082

|P26-00008478

| Mrs SHAGUFA YASMEEN
A3YSM24D (F)

T

> &

? 79
BRADEN 'Q' SCALE

W

,A‘
Rainbow"
Children’s
Hospital

It takes & it to treat the Mtle.

‘Blrtth ght

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date :
Time :

(26

IS

A

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:

EomE T
Y

Mobility 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. 1,’
without assistance. to completely turn self independently, independently. \f
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; '
T Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : - 3 ‘ i i Walks outside th t least twi
of physical activity’ Confined #0 bed non-existent. Cannot bear own weight very short distances, with or without alks 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.

Maisture 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

. tq which by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing (_,]
skin is exposed : S
a0 il Dampness is detected every time 8 hours. every 24 hours. V \f
i patient is moved or turned. 11
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/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.

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
e < 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 : lessthan9 |

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

%o@ <
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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
, Regular Turning Schedule ' .
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alernating nressure matiress overla
Manage moisture, friction and shear gp y
h Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
\ » Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
+ Position patient at 30 degres lateral incline using foam wedges X
Alternating pressure mattress overlay
« Follow the same protocol as for “Moderate Risk” Patients High density foam matress
L1012 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequently Alternating pressure mattress overlay
« Use same protocol as for “High Risk” Patients High density foam mattress
' fessthan9 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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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:

4. No limitations:

Mobility Makes frequent through slight Makes maijor 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;
T Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : > ) 3 : : - .
of physical activity" Confined 1o 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. Slightiy 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
to which
skin is exposed
to moisture

1. Constantly moist:

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

2.Very moist:

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

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

4. Rarely moist:

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

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

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

2. Problem:

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

repositioning with maximum assistance.

3. Potential problem:

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

4. No apparent problem:

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

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or 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 poarly.

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/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.

3. Adequate:

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

but will usually take a supplement if
offered.

4, Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary 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 Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternai tress overla
Manage moisture, friction and shear erhating presstire ma y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
+ Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk - Gel pads for high-risk areas
+ Position patient at 30 degree [ateral incline using foam wedges .
Alternating pressure matiress overlay
« Follow the same protocol 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 their position frequently Alternating pressure mattress overiay
+ Use same protocol as for “High Risk” Patients High density foam mattress
Less thari 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas
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’ . . Modifying | Patient / Family i ;
Date s (01) Jcation Duration Acuity Character Fatiors Educated Intervention Sign
1 Continuous | [ Acute (] Sharp (1 Dull [J Increasing [ Yes
3\ 6 Al o N A [ Intermittent | CJ Chronic | [JAching [ Burning | [ Decreasing | [ No ,\,} /\ Cﬁ‘/’
ES Continuous | [ Acute ] Sharp (] Dull [1 Increasing | [ Yes o
b 1O 7 i | Chroni Achi Burni i LA @:;,
Nb Qgp,\,, o0 () Intermittent | [J Chronic 1 Aching 1 Burning | [ Decreasing | [J No
[ Continuous | [ Acute ] Sharp [ Dull [ Increasing ] Yes .
g)\\,ﬁ ‘%Q Upm o \-’\C} f\ﬂ M?lj Intermittent | [ Chronic ) Aching [ Burning | I Decreasing | [ No v - UC
‘ 3 |
Continuous | 1 Acute [ Sharp [ Dull [ Increasing | [ Yes "
3(\,8 A1 Som| O ha L[\CH‘NL Intermittent | Chronic [ Aching [ Burning | (] Decreasing { [ No Net— Ao
' (QD Continuous | [ Acute ] Sharp [ Dull [ Increasing | [ Yes e b —
Q\b‘% BP"\ 'DI\D \Q’O"“ C1 Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | I No SRR oS 9%——\
- C1 Continuous | [ Acute (] Sharp [ Dull [] Increasing | [ Yes W )
2 sg b@ \ L4579 @\\@ JLXG’W/QL I Intermittent | [ Chronic [ Aching (] Burning | [] Decreasing | [ No A_
Continuous | [ Acute (71 Sharp (7 Dull [ Increasing | [ Yes 5-}39 of
%\é (’y@ (f\_\orm d h’f) q\ﬂw Intermittent | [ Chronic (] Aching (] Burning | [] Decreasing | [ No
o AY2
‘ 1 Continuous | [ Acute (] Sharp (] Dull T Increasing | [ Yes AN S
3 ! /é loBm| © N B~ | O Intermittent | I Chronic CJAching [ Burning | " Decreasing | [ No Q
T 3
[ Continuous | [ Acute 1 Sharp [ Dull [ Increasing | [ Yes T
3 } L Wm @ Nﬂ (] Intermittent | [J Chronic ] Aching [ Burning | [ Decreasing | ! No . Q_,
[] Continuous | [ Acute (1 Sharp [ Dull [ Increasing L] Yes
[ Intermittent | [ Chronic [ Aching [ Burning | [ Decreasing | ! No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / GLINICAL / 152

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

(PT.0)
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’ PAIN ASSESSMENT TOOLS
FLAGC PAIN ASSESSMENT SCALE (1 Month o 7 Years)
) 7 scomme
CATEGORY
] 1 2
. . | occasional Grimace or Frown, Frequent to constant-frown, L
Face No Particular expression or smila withdraw, Disorientad quivering chin, clanched jaw
. - Legs ’ Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn l:p
- ) i
'| Laying guietly normal pasition, Squirming shifting back and ol
Activity m'gveg ggsilyy P !o(}'m', tenge ’ Arched, right, or Jerking
Numerical Paln Scale {Obstetrlc and Gynecology) _ . .
I l I ] ] I I 1 l l I Moans or whiipers eccasional Crying steadlly, screams of sobs, *
i i i 1 1 I T 1 I T, 1 Cry No Cry {Awaks or asleep) . — ; .
H 1 2 3 i 5 8 7 8 9 o complaint ' . frequent complaints
NoPait Pos“s'irglﬂ’aln - Eeas{sured bg ?ccaslii?r:jal touching,
' Content, relaxed ugging, or being talked to, Difficutt to console or comfort ¢ «
Consolabllity ontent, relaxe distractibla Lt S0 F !
\ R Neonatal Pain, Agitation and Sedatign s?ale {upto 1 Month) e
\ Jed, Ky AL ARSIT
Assessment Sedatlon Normal * Pain/ Agltation t
- Criteria
Wong - Baker (Padiatrics) Ahove 7 Years -2 -1 0 1 2 v
L]
Crying No Gry with painful | Moans or crigs Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Itritability stimuli minimally with painful} imitable intervals consofable | continuous cry
0 2 4 6 8 10 stimuli Incensolable
No Hurt Hurts Litie Bt~ Hurts Littla More Even More Hurts Whale Lot Hurts Worst Behavior State | No arousaltoany | Arouses minimally to Abprohn‘ate for Restiess, squirmfng Arching, Kicking c‘onstantly awake
stimuli stimuli gestational age Awakens frequently | or o
! No spontangous Little spontaneous Arouses minimally / no movement
movement movement {not sedated) '
Faclal Mouth is fax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain efpressiun
Exprassion No expression with stimull intermittent continual
b Extremities | No grasp reflex Woak grasp reflex | Relaxed hands and | intarmittent | Continual clesiched
- - Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, of finger
fone Normal Tone ar finger splay splay
Body is not tense Body is tense
Vital Signs HR | o variability with | Less than 10% Within baselineor | Increase 10-20% | Increase greater than 20% from
RR, BR §a0, | stimul variability from normal for from basefine basefine, Sa0, less than or y
Hypoventilation or | baseline with stimull | gestational age 5a0,76-85% with | equalto 75% wilh stimulation -; .
apnea stimulation - quick |- slow recovery Out ofsync or,
recovery fighting ventilator

—
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Date: ;ﬁ!é!&é .......................

w | ) Maintain Airway and Oxygenation ["] Relieve Pain & Discomfort [J Maintain Fluid Balance [J Improve Activity Tolerance 1 Maintain Good Nutritional Status ] Maintain Skin Integrity
E [C] Maintain Personal Hygiene [ Prevent Infection [J Meet Elimination Needs [J Ensure Safety ] Early Ambulation Reduce Anxiety [C] Patient & Family Education
S | [ Identify Potential Complications B e, 1 e e ) e
Time Plan of Care Time Implementation Evaluation Re-Assessment mﬂgﬂ:
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| HNH-00015680 1P28-00006478
Mrs SHAGUFA YASMEEN
Dlr:li-ﬂu 43Y5M24D () Z__,é o
Or. ARCHANA NAGENDRA Rainbow . " .
T Children's | @ BirthRight
| | s G c co Hospltal BY RAINBOW HOSPITALS
—| N U R I N AHE HE HD mmmmmmm Your Right to a Safe Delivery
Date: ... 7 “’\)’6 ................
e | [ Maintain Airway and Oxygenation ] Religve Pain & Discomfort [ Maintain Fluid Balance 1 Improve Activity Tolerance [ Maintain Good Nutritional Status [ Maintain Skin Integrity
g aintain Personal Hygiene /B'Pﬁfeent Infection eet Elimination Needs /E”E/nsure Safety _Q,F.afly Ambulation Reduce Anxiety /u_Pam & Family Education
S | [ Identify Potential Complications L] ANY ONEES. SPECIY. ... e ieeeisisie e e e et ee e e e e e et e eeeeesee e e s e et essasn e e eaesesaasan e e eeeeeseranan s
Time Plan of Care Time Implementation Evaluation Re-Assessment Nurse Name
valu " & Signature
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Date: ............ Z“ )‘éjz*é .........
e | [ Maintain Airway and Oxygenation ] Relieve Pain & Discomfort ] Maintain Fluid Balance [0 Improve Activity Tolerance ] Maintain Good Nutritional Status [] Maintain Skin Integrity
E | [-Meintalr Personal Hygiene O Prevent Infection 1 Meet Elimination Needs [ Ensure Safety 1 Early Ambulation Reduce Anxiety [ Patient & Family Education
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Qi NURSING CARE RECORD Hospital | ) ouemmerme
1t taket B lot 1 treat the Rttie, Your Right to a Safe Delivery
o
1 1 (; OO
o | O Maintain Airway and Oxygenation 3 Relieve Pain & Discomfort O Maintain Fluld Balance O Improve Activity Tolerance O Maintain Good Nutritional Status O Maintain Skin Integrity
E [ Maintaln Personal Hygiens O Prevent Infection O Meet Elimination Needs [0 Ensure Safety O Early Ambulation Reduce Anxiety [ Patient & Family Education
S | O Identify Potential Complications 0 ARY OIIBES. SPBEIY. cuveverrrererrereesererraesereresssssessessasensesesssrssssasssseressessensansrsssssssnsantasssnsssasnns
Time _ Plan of Care Time Implementation Evaluation Re-Assessment ﬁ“g?g,,’ﬁ,ﬁ',‘,’:
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Rainbow® . s
Children’s o BirthRight
Hospita| . BY RAINBOW HOSPITALS

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

- JRSING SHIFT HAND OVER FORM .

= | Diagnosis: Any Infection: [Yes [A0 [ Not Known
§ "\‘j%ﬁ@(’@mﬁ I YS SPECHY: +vvver v
5 Surgery / Procedure: \\ Q\%G o Post OP Day: 4 (
& -
g Date e S ) B\’:W ) b 152 (’(W%\
€ [ Medical Condition & A
= | (Any special condition to be noted): r\jjﬁr \)P\ » »g\ p ‘FS’L
= [ Dt e | g [NBT ] Rada
Allergy: 1 Yes ,;yNEf Yegf :No O Yes v?ﬁ :Yes"ﬂo [1Yes CNo | Yes [ No
Ventilation (RA, NP, NIV, VENTI): R Wi O | Y
Tubes/Drains/Catheter: TYes C)No | Yes T No [;=Yes (1No|C1Yes <TNo |1 Yes C1No |l Yes [ No
= | Vital Signs: Temp: | O 3-F ﬂf)"b\(f ﬂi‘%,@%{‘g}ﬂ'
2 Res: | o0 9000t | 20N g
2 S0, | A&t |opyr] | W’H 999
2 Pulse: | 85 IABOt bs
BP: | 16" [ | 1\ {69 \W\Eﬂ/l?ﬂ £<
oc: |  — ~ aoPAa ~
Fall Risk Score: — - YO —
Pain Score: -~ -~ T -
Skin Integrity | I ﬂm M& Y00 Q\
Safety Needs: [ Yes (1Not*Yes CINo|! Y65 0 NoL=Yes TINo |1 Yes C1No | Yes C1No
Physiotherapy: A 7 e B
£ Others Specify: | Yes Lo Yes tA%0 | 0 Yes ] Yes T1No |1 Yes ©1No | ™ Yes L1 No
3 Special Diet: | DR A\ [y | WO/ Radd
S |Critical Lab Test/ Values: b=
E |Other Special Orders / Medications: |r Yes £N0| I Yes CINo | Yes S/ﬁq CYes No|1Yes CNo | Yes CINo
é PU Prophylaxis: ) Yes =10 | O Yes [No | ) Yes =No | O Yes =No |7 Yes C1No | Yes ' No
DVT Prophylaxis: 1Yes #™No | 1 Yes Mo [ Yes | )6 01 Yes 2o | 0 Yes C1No | Yes ©No
ADL (Dependent / Non Dependent): | /A Ay \ NPy
X
Post Operative Procedure Special Orders: m Jofy \D M =~
AN\ ! N
Handed Over By Name : ﬁ MmQ'L"‘ Q\mfﬂg \'f] ,?XQLX/:
Signature /1D : , do— Dﬁi‘b T
AR ZE R M EAR
Time: 2 A M Qﬁ?d’) NP :} 9 ppo
Taken Over By Name : (M&v\?\q “9\12‘ 4}?,\}5\, ‘
Signature / 1D : QL "‘6@‘,0 -’PS‘@‘EV‘ [
Date: AW 2670 GV 1\ T\ 2T
Time: CHv) \ | e

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

NURSING SHIFT HAND OVER FORM

Rambow
Children’s
Hospital

It takes a jot o treat the Gttle,

\

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

= | Diagnosis: Any Infection: ‘TfYes ONo I Not Known
E If Yes SPECIfY: ...coeeeerrcrrerenrrerrernenesenennens
E Surgery / Procedure: - . Post OP Day:
7 [ -.l
g Date Sttt ,
& | Medical Condition 1
S (Any special condition to be noted)s jf . -,
= 1 Diet:
Allérgy: OYes ONo 3 Yes O No | O Yes ONo |7 Yes O No |0 Yes DNo
Ventilation (RA, NP NIV, VENTI): [ °
Tubes/Drains/Catheter: - |BYes ONo 01Yes ONo|OYes ONo (3 Yes ONo |0 Yes ONo
= Vital Signs: Tenn;‘lsli :
5 .
% Spo;: | . -
2 . Pulsgs: -
BI}: L
LOC: |-
Fall Risk Score:
Pain Score: |
Skin Integrity ’
Safety Needs: |3 Yes (iNo OYes ONo|OYes O No [0 Yes ONo|OYes ONo
Physiotherapy:
E Others Specif§; D¥es O No OYes C1No|OYes ONo|OYes O No|OYes ONo
= Special Diet: | _
§ Critical Lab Test / Values: ]
E |Other Special Orders / Medications: | O Yes O No 1Yes CFNo|OYes ONo |0 Yes O No|OYes ONo
é PU Prophylaxis: O Yes ONo 1Yes O No|OYes ONo (O Yes IINo |01 Yes O No
DVT Prophyiaxis: O.Yes ONo| 0 Yes CiNo | Ll Yes ONo | Yes ONo |OYes O No
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders: . |
Handed Over By Name : .
Signature /1D ; 1. %
Date: -
Time: ‘ 7z,
Taken Over By Name : q
Signature /1D ; "t
Date; 4
Time:

[}
5

Op
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09-12+1982 4: v M uo . e ;
Raini:::'(;w‘E -
\\\\\\\\\\\\\\\ﬂl\\\\\\l\\\\l\\l\l\\ o | @ BirthRigh
URINARY CATHETER BUNDLE CHECK LIST tospiual | N zzzememes
Date of Insertion: . _)’Lb ............................... Daite of Removal: v }.\. ..... \ ..... \ .......... c q/ Pf‘ M
[y 1 ‘.-. A[/V
Parameters Date $iift Time bl % i Y ~ 1Z]g
Need for the Catheter \ﬁes 1No D)‘ék INo ﬁ]%&ﬂ No | COYes CONo | COYes [ONo | TIYes CINo | [COYes [CINo
Hand Hygiene “BiYes DINo ;vé’ CNo | [OYes Erw{ CYes CINo | CYes [ONo | CYes CINo | [1Yes [1No
— ~/ z{” N _ -
Usage of Sterile Equipment CYes [1No s [INo | Yes [INo \QYes CINo | CIYes [CNo | [JYes CONo | CIYes [INo
S
.
Is the Collection bag below the level of bladder ClYes [INo D’é‘s [(ONo | [JYes [No | O \N No | CJYes [No Yes [INo | [lYes [INo
= ]
Check the Tube for Obstruction (Free of Kinking) 1Yes [CINo ET@ ONo | OYes O @\ O Yes//, Dh‘o\ ClYes CUNo | ClYes CINo | ClYes [INo
¥ B L
. T
Is Catheter dated as policy “IYes [INo ;Wé [ONo | ClYes [INo Qﬁ‘ [INo | Wes [INo | [1Yes [INo | [IYes [INo
: " P )
Collecting bag is been emptied regularly? Wes [1No Bs [ONo | COYes ONo | O YM O Yemo CJYes TINo | C1Yes CINo
= X
Maintenance of closed system for the catheter \{Yes [1No D}é CONo | OYes O ﬂes O N? OYes O No\\u Yes [INo | C1Yes [INo
Dressing clean and dry? ‘ﬁYes [JNo Fﬁ’%s [INo | [lYes [INo | [IYes [INo | CJYe®™=No Ii\ss\ [INo | [IYes [INo
at ! ?) N
Is the line removed as Policy? ﬁées [INo B’@ [TNo | [lYes TINo | [Yes KFD [1Yes —mg [TYes [TNo | Yes [INo
2 x — L//“\ ¢
Performance of Perineal Care t’ﬁes [INo I—M CNo | OYes CINo | CYes 2 ClYes CINo e‘!_\@s /!szo JYes CONo
Onset of New Fever C¥es ©ffo | OYes Mo | OYes CNo | ClYes CINo | ClYes CINo | CiYes CINo | CiYes CINo
Asses for the leakage at the site of insertion \1{Yes [1No Ii)e/g Noﬂ COOYes TUNo | COYes CONo | COYes CONo | CIYes [ONo | [Yes [INo
WY
Name of the Nurse A1 Cﬂ W \b \‘\f{p AR"
) 7 & ¥
Signature of the Nurse @ @/ N‘(\'\O\’\J“‘QA
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‘Birthmght Rainbow

BY RAINBOW HOSPITALS HOSpltal

OPERATION THEATER NOTES
HNH-00015689 IP26-00006478 )

Patient's Name :

Mrs SHAGUFA YASMEEN . .
08121082 43y “ UD gy e Age .. Gender: .....cccccevveees
Dr. ARCHANA NAGEND

00 AN 20 i e ORI e
Surgeon : Asst. Surgeon :
Anesthetist: 02 [Hmz OT Nurse: S i P-Jia (]t

Surgical Procedure : Le g To e ¢ RV gcyj,’_ﬁ\/{)w? —
@—/‘ P <2 ,L\,Jﬂ'j o 2 U/\L.E - LDTLCV-,F’LL__

Indications for Surgery : Aol oD VLo

Date : L) L

/‘% StartTime: g- p End Time :

PRE-OPERATIVE PREPARATION :

N SHwA

. \r "'—-S
bl -

= 3

(i

(I\ R A D“‘HCF} hLQ-f‘j/ I -~ (™ ey

OPERATION NOTES:

I (e C e e
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Consultant Surgeon's Name - Consultant Surgeon's Signature

Date: .............. a“(o ..... Time : l\'bo/}\ﬂ/“



INFORMED CONSENT FOR SURGERY OR Childrons ‘BirthRight"'

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE ot s vt e T e it Dy

Patient Name : ... M1S gi@ﬁ“ﬁ{j\ ................ Gender: (1 Male [ \Female Age: ... q’gl'f" ............
UHDNO ... AH - OOO | S 6] Date : 0?{6[20”(’

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 consentto 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)

ceeeeeeeerenen e UPOM e

s Shagufta. MAAWRNNATE LB, .

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.

+fema

My signature on this form indicates that

1. Ihaveread 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. Ihavehad achance to ask my surgeon questions.

4. Ihavereceived 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 SUFGEry / PrOCEAUIE: .........cccvvovviiiiieeieeeeeee et s e e st eeeeeaes

Consentee : Patient Attendant :

Signature : ... ,g .................................................... Signature : .......\(N.. s
Name : ....Mx2...S"e Name : ...... Mot Lo ol
Date & Time : .2 &) 222¢ e Relationship with Patient: ... HUS base o ...

Date & Time : .. 2{6(2026 & 20 AT ...
Witness :

W4 Doctor (who is taking the, consent) :
Signature ; .......... QQ\AJ\’\Q ............................. %

SIGNAMITE S issvivississibler s es iivaanssssnsnasmamessasamamssammssns

Docu. No. : RCH /FRM / CLINICAL / 027

Date & Time : ... 261004 ame OQJG{% """"" P
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Rainbow’ .

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE ot 4l T e ¥ By

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

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.

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

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

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

Lexmsye bleadung .

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. |havereceived all the information | desire concerning the operation or procedure and

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

Name of the Doctor who is performing the SUrgery / PrOCEAUNE: .........c.coveveveeeeieeeecciecrcecieee et ersn s

Consentee :

Sl

SN . L st i

‘ [

Witness : .
Signature © ......oeevenee (g/] ................................

-] —— 83.4/{

Docu. No. : RCH /FRM / CLINICAL / 027

Patient Athandal%('\,;i
Signature : .............. R s

Relationship with Patient: J’WQM .................
Date & Time : 9/[6 r‘)@l@‘)gfaﬂ ........

Doctor (who is taking the consent) :

SIGNAtUre @ .ecvee e




CONSENT FORM FOR GENERAL / Eﬁi’.‘é’}%‘?;’; ‘E:I}BRVE*GLWEIE
REGIONAL ANAESTHESIA / Hospital _

MONITORED ANESTHESIA CARE

I\

Patient Name - ... 5. . Mac. Choguda Gaarieom Age:.....5‘.5’....._..Gender: Male O Femalezf
UHID NO: "MH"géo .................... Surgeon Name: ....... 'O*A“JKM ....................................................
Anaesthesiologist : BT e
Operative procedure planned : .......[07%L ASAdats ¢« %Me/\pﬂy*fefov‘gxuutkﬁﬂ-

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

[ Heart disease O Hypertension O Diabetes mellitus O Renal failure

- [ Hepatic disorders [ Shock O Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

O Others : BMWMW#cwﬁowfcymmmf,pwwwuwsupmz :
GOMMTIBRIE - i i e e i i st e AU e S A R e Pt s s RS ALY
* Doctor to d.ocument in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform wupon me / my patient

N““"ﬁ‘zﬂﬁfumﬁ ....... the above mentioned operation / Diagnostic / Therapeutic procedures
..... N B T - S XSSO OO OO

" | authorize and give consent for anaesthesia ( CJ Regional (2T Beneral Anesthesia / I Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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




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

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

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

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

- Pregnant: O Yes K0
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Aue:f_lfi: Witness : E

Signature : 3[/&‘3& ....................................... Signature : ............ B rorasyaesssenssassssansnssansrssassass
Name: ... M8 Shopectan Name : . MO - fovp- 4h
Relationship with Patient: ........ $¢4F oo Date & Time :

Date & Time : ... & 6. .. (@ 8 A e
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HNH-00015689 IP26-00006478 P
Mrs SHAGUFA YASMEEN '}0) L=z
09-12-1982 43YSM26D  (F) Rainbow . . . .
Dr. ARCHANA NAGENDRA Children’s B|rthR|ght
AR e Hospital _ | () erumenesms
takes a Iot to treat the litte. Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

Date: . 31 /7/6 Time: ...\]. MLLE e N
Origin: ........ Iﬂolla“ ................. Height: . 18 leA. Weight: . 68 217 Bm. 24. ’[/(7%\/‘1’

Food Allergies: ..... N D ....................................................................................................................................................

Diagnosis: TL}-}**@‘S*V\V@'PCV’Q]{/S%WL(LS .................................................................

R
Medical History: .......... M.\..l ...............................................................................................................................................
Surgical History: .......... lJ\l ..............................................................................................................................................
1 Vegetarian An-Vegetarian ] Vegan

Diet Advised: CIM\/[EIG)(/MTCJD!QQ‘}‘ .................................................................................

Patient’s / Attendant's Dietician's

Signature: ....... 5 ...................................................... Signature: ....... g ................................................

Name: \;mswmm Name: Sﬁ—HM&WG) ..............................
Date & Time: 3}6/}(;[11”444’1 Date & Time: 3)-(/.?«{;“”’;4*«

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




PATIENT TRANSFER FORM

%

Rainbow®

Children’s BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a ot to treat the littie. Your Right to a Safe Delivery

Patient Name & UHID No.

HNH-00015889 1P26-00006478
Mrs BHAGUFA YASMEEN

— 09-12-1982 43YS5M24D (F)
Dr. ARCHANA NAGENDRA

AR

Date & Time of Admission

2)6 196 @3- pphum.

Date & Time of Transfer Order

6136 @ @ % %A

Transfer Ordered by

Q;\M'

MR, wouN

Reason for Transfer

WP hyStaactomy s

From Unit

Prt. —post

To Unit

er

Weteayec U nHng
Information to Attendant 4

YW No| |

Number of Sheets in Clinical File

Number of Imaging Films

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

e Yes| | No[ |
@ - If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
! RL —~So om\ D
2. -
3.
4.
5.

Shifting Summary / Notes Written by Doctor :

Yes[ | No[ |

Name & Signature of Person who is Transferring

gls Sl

Name of Person Ordered Transfer

Patient & Clinical Records Received by : \/Jv
. ) %f N
XN

DR « w\jd“ﬁ ,

Date & Time of Patient Received :

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

[ | Unavailable Bed

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

|| Nurse not Available

|| Available Bed not ready




PATIENT TRANSFER FORM

==————  HNH-00015689 IP26-00006478
Mrs SHAGUFA YASMEEN
09-12-1982 43YEM240 (F)

Dr. ARCHANA NAGENDRA

RO

.M‘ﬁ-
Rainbow® i .
Children’s ‘Blrtthght

\

Hospital

It takes a lot to treat the little.

Date & Time of Admission

& Ju]26 Py

Date & Time of Transfer Order

a]c,la(g )10

o1

%lffl_ DaiT

Treating Consultant Name Transfer Ordered by Reason for Transfer
ns \ . .
e v O Samiv. Obs uhor,
From Unit Information to Attendant

Yes lr No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
ciinical documents. If any handed

over to attendant
Yes[ ] No [~
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. [ten Name Quantity
! R @
2
3.
4.
5.

Shifting Summary / Notes Written by Doctor : ~ Yes }7( No[ |

Name & Signature of Person who is Transferring

e P

Name of Person Ordered Transfer

\Drh &Wgr

Patient & Clinical Records Received by : M/\
\WM Y

Date & Time of Patient Received :

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

|| Unavailable Bed
Docu. No. : RCH /FRM / GLINICAL / 102

[ Nurse not Available

[ ] Available Bed not ready

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery




SURGICAL
SAFETY CHECKLIST

Anaesthettst .............. :

Scrub Nurse : &PO@'(\:)« e 0 2

Mrs SHAGUFA YASMEEN
08-12-1982
Dr. ARCHANA NAGENDRA

UHID No. :

)

43YSEM240

L

U,![jMu. snasthi wases

HNH-00015689 IP2ENBATS

4@

G ( ,

... Gender { B MM = e P
Children’s BirthRight
Hospital .wmf%

It takes 8 lot 1 treat the e,

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Yes, & Equipment / Assistance

Available CYes G
Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned _ZYes ONo TINA
Blood Units Reserved /Nes CNo O

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

}Yeg CINo TUNA

SIGNIN  Time. 797 TIME OUT  Time.... % \3AID SIGN OUT  Time:....41..2.0. Sk

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

|dentity ~¥es TNo introduced themselves by Name and Rale —Yes TI1No The Name of the Procedure Recorded ~ O'¥es CINo

Site Z@ CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle L

Procedure _ZYes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ —Yes CINo I NA

bansofl 1% D Correct Patint (Check ID Band) ~ “Ti¥es CINo The Specimen s Labelled (including
Site Marked T¥es CINo [k Correct Site _D¥s ONo patient name) TYes ONo CINA
Anaesthesia Safety Check Completed ~ _Aes ['No Correct Procedure ?fes “INo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning ,~Yes [1No Anticipated Critical Events Problems to be addressed CYes [/No [JNA
Does Patient have a: Surgeon Reviews:

Known Alergy? O¥es Do What are the Critical or Unexpected \ﬂ\ewh"‘ﬂ Yo Surgoon, Anassthuitst and Nurse:
Difficult Ai Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery ) )

Al G S and management of this patient? ~Yes “INo

Anticipated Blood Loss? M —Yes TINo CINA
Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [CYes /2No C°'NA

Nursing Team Reviews: "}M
Has Sterility (including indicator results)

Been Confirmed? are there Equipment

issues or any Concerns? _~tYes CNo CINA
Is Essential Imaging Displayed? _L#¥es CINo [CNA

C%ﬂj\%,tm@ FHm

wﬁﬁM 5/‘75‘

\J
N
SIGNALUIE ..o
frm AL A

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



I

- 2 o %/
Department of Anaesthesiology < Eali?c?r%v:’s ® BirthRight
PRE-ANAESTHETIC EVALUATION riospital " |\ zeomes

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

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

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

B.P/CRT: [ F¥ HR: 8%/m weight: 2824 pspysicalstas: 01 22 03 ©a o
, 12:& Lahoratory Data;

ﬂ&, Hgh: ;4% ..... GlucoT: 7;' Pr;tein: 7{{‘; ngs Affcﬂ- ........... XREYNZ:LT*\/ e e /
RS e BT e LT e N SR T
Plaer ..ceve ;’r NE: conroeed BT DIEBIE v °} ...... Blood group: A’,Pa" Stress/Anglo: @VOJUU/M
PT o, ;;04 ..... K o ’h;y ,,,,,,,, Ll[iH:h .................. e ;2 ............................. TR crWMA
2 — i I e i S i

® :_é,z;;;ﬁo -}/g_-.l p RIS e S SGOT/SGPT. ... B.2/7° Alergies: A/ deoA
Medical Histary: ~ GVS: oy frfy prowv ® / Cao ® / 7IA ° / SysteoPE ° .
RESP: Ao /o BA° /e [Onevnto® [covin® Diatdss:  ponN - DiadeTiC
ONS: No  Sejpurex °f eva
Rond: g £ Jory gwa,v@ ANo Hecent eatcir.
Hepatie / GE : 9/.:7'-‘ o | AZo_ TAUNDICE Physical Activily: 6000, Acz/VE, METT = ¢
Ohers: pLadry — gl FIND 7~ 00 f ‘ . NmA~T .
Past Anaesthetic Hlslury:_w_ AL 7 lgzw”?{ 64 (2) ?,5 / p,e,u‘j.t ex fraclian ¢z4
f 7

Physical EXam:  eomm sing | L ehianest .

Airway: . MP 1@3 4 ’ Mouth Opening; a_d,q/ Mentohyoid Distance; AFs Neck @ 'Teem:“ﬁ'x.e/ W
Lungs : /;}}-g-@ Clean'cally clean- ’ ‘ ! j%(ané’
Heart: _('/7‘ S Mo - _ / *
ONS: Ao ANVD - (1) omicalinadybsc B L

Pregnant: l:?iJYes ONo R Verious Access Sinine Exam for regional : |

Anassthetic Plan: CIMAC [JREGIONAL [J }M‘I( C1LMA i

Peri-Operative Plan Explained to the Patient; pXes/ o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: AI//D WW )
1. DVT Prophylaxis T °*
NEVAOK/ION ARTE Water / ORS 2 Hours
, s Cbosea 2. NILORAL<T (o
HOMEDSATHIC ,/ 2 £ 3. Informed Consent: andard T High Risk.
4. Post Operative Pain Management: C_Distlssed with Patient
5. Other Instructions:

Docu. No. : RCH /FRM / CLINICAL / 044




HNH-00015689 1P26-00006478
Mrs SHAGUFA YASMEEN

08-12-1982 43YSM24D (F)
Or. ARCHANA NAGENDRA I'I I||

Pre Induction Assessment:

B ANAESTHESIA CHART

%
Rainbow" ; T
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Change in Patient Condition:

01 Yes _#To

Fasting Status: adqpu\ﬁ

Physical Status: /Patient Identified —~ Consent Present ~~ Chart Reviewed
i L " P
HR:  F¥m [B 9/ CRT: 10&/54 [ Sp0,: 1007. RR: /6[m | Last Feed: 6 Aourds-
Pre-OP Diagnosis: A wlonus. . Operation: .. 747 2 oo Date: ..M ko
Surgeon: D’V"* ... FAM e naesihegiologist
7]
N,0 /EIR[IONPM - T —— Es —
HALO /SO MAL 1:0] ~ e B e e e T Antibiotic
Drugs: y 4' VFM
(- MEF IV Suppository
ol £ emg . DICLOFEMAC
om & +5md 1 oomg
v Blood Loss
770 ~ioml
S
NOTES
&)
~—— L~
b
23
8P 240
Vv Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In +
Throat Pack Out 120
100 ¥ YYyy
80
L [
ed N rAA
40
20
10
0
ABG
LAB Values
GRES
Others
7~ Equipment Checked and Temp: Induction Regiqual
Functional 4 HME [] Fluid Warmer =dl} 4nha] Extrel £] o T
)f BP UV ] Cling Film | OH Warmer ‘/ff‘re 0, 1RSI [C] Spin: [] Epidural [[] Caudal
Cuff Site: @ / Hugger's | Cotton Wool ] Others Others: .. \.. -
| Art Site: . Other, P
/ o Lead}l ! " ﬁss M 1 rask [;‘- EG!: S ::S'I.KIOB
/); :fé"i,li‘::m'r’ “ Anaes Start: ........ Qbfﬂl .. .. w ere 4.0 . Y. cm Needle Size: ... N.ovrernneecs DEPHN cocvivierivviviviveareses
o agent Monitor OP SIArE: oo oo /Oral C Nasal =Gt Parasthesia (Y% [ No
_ Pulse Oximeter OP End: . ) Tracheostomy L) Top"ﬁ'wm Catheter at skin ......\......... cm
" Capnograph Leave OR- IIJ;A"“ ﬂrug P e Drug Name & Conc
=" Ventilator Anaesthesia: [ Awake T Direct Vision Bolus: ..
O Nerve Stlmulatnr GA / Video Laryngoscopy/"(Stylette.'sougie Infusion: ...
L] Monitored Anaesthesia Care L] Fiberoptic 0” BIORKIBIE e tiarimens
"°""°“ 6**4' 1 Regional Blade# ..... k... Attempts: . A
Pressura Points Checked DMfcalty WY e e it i S Sty b S O S
Line (Size & Location) Transportation to
Eye Care: LI GVP: evreeressmseemssesessseeesneseseesens ] Bilat = BS _APACU Clicu [] Other
L] _Qint I ART: 1 Semi-Closed Circle elaxant Reversed ,_‘/45/ CINo  [CINA
J Tape
?Paddlng /’1\.’ l&dj """""""""""" i gll:::d i Name of the Doctor ...
I Awake O IV: .............................................. Signature of the DOCLON :................
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DOV

08-12.1982

- POST-ANAESTHESIA CARE UNIT RECORD

Received in PAC

1P26-00008478

C—-W & /3 &eﬁ @ Time Received :

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

AL300277.. Time Discharged :

a2 70 '\ﬂ.t\ ..
gig :ig IV Cannula Ste : ﬂfwti
ﬁ 230 230 Wask [] Nasal Prongs
220 220 -
c:,; 5a o O rache.oslomy ] T-Piece
it 200 200 | [ Oral Airway [ Nasal Airway
o 190 190
o L ~ad
180 180
= 170 170 | Vomiting : Dl Yes No Drug:"\&‘hh&f
QS 160 160 -
= 150 150 | NG Tube: D Yes ™No
v 140 140 | Drain: T Yes #TNo
130 130
A 120 120 | Urinary Catheter: ¥/ Yes 7 No
- M0 AL 110 =
w 1007 N - 100 | Chest Tube: [JYes INo
= 90 e 90 O o
& aof=F ag | NitOral C¥es [
¥ ~
iy o s £ IDNS
o et
& 50 50 | oral Feeds: .. AXIB D
o 40 40
30 30
20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE i |—MINUTES
(Modified Aldrete Score) 30 160 | 90 out SCORING INTERPRETATION
Able to move 4 extremities veluntary or on command =2 - . ”
Able to move 2 extremities voluntary or on command =1 ACTIVITY t v b | A Minimum Total Score of 8 is Required for
Able to move D extremities voluntary or on command =0 Discharge
Able to deep breathe & cough freely =2
Bysptnea or limited breathing = é RESPIRATION i~ 1/ 2—|&— Excepti to thi tob lained in th
|_Apneic = XCEpLioNsS 1o this, are t0 De expiained in the
8P + 20 of Pre Anaesthetic leve =2 i 1 Paiame
8P = 20-50 of Pre Anaesthetic leve =1 CIRCULATION o (R i T space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
Fully awake =2 i | 2=
Arousable on calling =1 CONSCIOUSNESS
Not responding =0 L 2/
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR 2 21 2— 2—
Cyanotic =0
TOTAL “\ a4 | %
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

b |

25|

o[r0

oLk

0w

e

o (W

ok

%

x(,-lp P\N‘“

ol

P

@3

BD_—
G

Pain Tool Used:

[ NPASS [ FLACC

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :

PACU Nurse Signature:

Date & Time:

1 Wong Baker

ZINPS

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): |

Date & Time:




2z
Rainbow®

Patient Sticker ' . Children's | @ BirthRight -
B Hospital . BY RAINBOW HOSPITALS
1t takes a kit to treat the Iide, Your Right te a Safe Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
(B (- TIME: cvvreenerivnreenees Procedure dong DY ........cevveminnmeiennnisneeinenssensssssssassssssesssnaes
CSE /Spinal /Epidural Position ; ....... terveeens SPACE ©.eeeerrierereritresirsaennrnres Technique (LOR/LOS) .evrereerrvrenns
DEPth: ot Catheter at SKin: .ooveecevereciserseresensnenns AREMPLS | oo
Parasthesia : YES/NO if Y8S QBIAIIS © .vovvivieieiiiinieireisiss s irssen et ssnsesesssssareresssssaesessassensasesssasessassessaissntasesssaressasenesrensaosas
SOIUHION COMPOSIION I cveeeererrerereesiveerereseerrerreresssiessaseessssessssssssssnesessenssssssassasssssssnrasesassesneesessssssssssmsssssasassssas ’ ..................

Any other issues :

- Infusion Rate Level Maternal
Time. (mi/hr) Belus (ml) Left Right | BP | Pulse FHR Comments

Delivery Details : ~ Timé : .. APGAR: .....covveee. SVD/ Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip INSPECLET : v.uu.vveeeeevreecsensssessnssessans reess st SRR RS AR Rten errssestsasesaraentonns

Patient SALSTACHON I vovvveverrerrsrssnseerasrssnsssressssrsssarsessvserserssssssssessssesserassarnssenersssosvassacaes rerteesefene et s ran s sren e rv A S rats s
s ' £

Discharge /Shifting ordered by ‘ ;

DOCEOr SIGNALLIE: ...eeercrircnr e ssesessesiesrinssssisessasesassessesmnens

DOCIOr NAME: ..ot e

DAt AN TINIB 7 et e saesesr e e e s s e s e sasaes




