e ————

arver

DY : SM / i Rain%w" e
Child_rellfs B:::BWRH:SQMIE
ESTIMATION SLIP Hospital _ | (@ mameousosms

Date : {/('h‘(ﬂ UHID / IP No. : Hﬁ!ﬁ:@ggg;@l_ég-gl- SINO.1574

Name of Patient : AL D‘Q c .}} KB

Age: a !Q : F
e ge: Gender
Father's / Husband's Name : orporate/ Occupation :

Address : k, " ﬁ kgfh Phone' ' QEQ:S"?-“?UED}T“ .Qr' D"G{,f' //iﬂ
Procedure / Plan : 1‘1.\ It ¢¢ ¢ EDD/DOS.W
MODE OF PAYMENT : [_| SELF [ |TPA: _p1m, . 4 1. [ |GIPSA: oT

TARIFF INFORMATION : e f‘mﬂ

Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
‘.-mred Ward
Twin Shared Ward Qo) L. l{, Z :
Private Room - 1.In & 3 ' "\
= R s ¢ 7 rj T
Super Deluxe Room .
Suite Room 4 No Duptle e, iy by Ick
Package includes Room Rent, Nursing Ch " Room Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
1 th 2
@ackage starts from the Labour Ward Charges Anesthetist's Fees and OT Chﬂrgcs
time of admission) -
; Length of Stay for: 9 - Na y Length of Stay for : l)(« o’ r
Pharmacy up to q oo 1- Pharmacy up to /3 .00 I_,
/ P }) ) V_C, ) /—-— Investigations up to J g ~ou e Investigations up to PR NE
'\-_v’f e T
chers WELS béétt £ndld /Jf" L A4 204
Neonatologist Charges : D Covered [:l Not Covered Epidural / Entonox : [:} Covered D Not Covered
mmum Deposit: 10,000 /- Ad Uf‘m( e Amwe ot Adrils) 7%,

1. Room eligibility is p\.i %%Q‘JA approvmglﬁhkg -ffloom TarifT’ mﬁﬁ-‘t the nmif{é%ssmn The estimated amount may Change according to duration

of stay, medical condition, investigations, pharmacy and any other procedure.

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

3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
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 permitied,
additional payment is applicable for which kindly contact the Financial Counselling desk between 9am to 6pm

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

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

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and rio attendant is
permitted in ICU's

8. Tariffs are subject to revision

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

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

I Q\n\ N\, DECLARATION

have attended the Financial counseling desk and understood the expecied cosis and
other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time

I promise lgythe hospital bill with the hospital without any ambiguity.
W UUS}M J

Signature of the Client

s

Signatory Relationship

-

Signature of the

ancial Counselor
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SURGERY DETAILS

Dat: ... SLTL ...

Patient Name: .............. MY&-P&(H’C’@ ........... Date of Birth: ....... “([‘[[HCﬁ ............. Agezoc.zg.x .......
Gender: —@;mafa ....... ward: ............. 29 0 T UHID No.: M = hoo@a 508

oate of Surgery: ../ S0 50T [JOT-2 [J0T-3 [JOT-4 [JOBGOT-1 [JOBGOT-2
Name of the SUTGry : .......ovvveeereeeeeereersees % I ILJBQK ............ \‘J ....... QA ................................................
~
')
( 9
Timein :.... JH(PO ................... Time Out ......... Zﬂ[gj}ﬂ ................
AMOUNT
1. .8Surgeon e DT M it s
2. Anaesthetist e A AN s et
3: ASBISIAN SUFDAON ; ..ivcivnsiscidedsclismmitot RO SN R s Saiantsvsssasssisnss nsibeiasionussnsbniyssmsbsoi phes s shns s
4, 0T Technician .o B R B)A VML L A it e
™ 5. Circulating Nurse : LU ..................................................
o 6. Assistant NUTSE  : .ooovvoen...n: S ?YNCHOXL@;.S’FSQ&%C{ ..................................................
Special Equipment:  [] Laparascopy (] Broncoscope [ Harmonic (] Morcelator
(] C-ARM ("] Cystoscopy ] Versa Point (] Liver Cusa
] Neuro Cusa W T —————
| 9@6\
Signature \ e Surgeon Signature of Ciculating Nurse

orderno: .0 00D YUDL........ Order by: ... {X.OJQM thg/féze@ 5 f?g
Docu. No. : RCH' - /FRM / GENERAL / 114 ( Orﬁﬂf 6{1 GQ@MQ ot) V
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HNH-00009508
Mrs DEEPTI DAGA
2Y0MED  (F)
Dr. SWAPNA SAMUDRALA

A e

1P26-00006843

CONSUMABLES OF OT

"z
Rainbow®
Children’s
Hospital

It takes a lot to treat the littie.

‘ .Blrtth ght

Your Right to a Safe Delivery

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

Anaesthe
Order No. 2. "00002“{'@;}1/0?0/‘ ....................... Ordered by : .......=> ‘fgﬁ"\& iy

Circulating staff :.......... T 44 ‘0‘9\ ....... TIME fovveereeereeerressrronns
Anaesthesia Disposables wsued Y ueea | Surgical Dlsposahles ,m“m" usea| Disposables (Baby Side) h_u“’m
ET tube Major Pack / 3/} [y [ T Inj vitK o™
LMA [ Sutures 34,4, [ “Cord Clamp 3
ECG leads {AY P/ N vt 139 5 42 45 {441 Suction Catheter
HME filter : A/ P/ N ' | // " | Feeding Tube Ny 'S 97
Syringes :10cc 0,2 5 Vaccum Suction Set

05 cc "‘g/i:_ Gloves 5[‘7-1 Kg £ @ Surgical Gloves £ { \Mf
02 cc /r;glf " e Gauze Pack_— o
01 cc Of Fntoed s B | Syringe 141/ 2mi I
Cautery plate {%/P /N © )| Surgicalblade 9 & ¥y | Surgical Blade # 20 d
IV set > NG tube = /| Koochies (S) O]
RL Q 2—|,Cautery pencil .@T L e L0 _Q}'
NS : 10mi / 106! / 500mi / 1000 0| | Koochies AN 171 En@ba @D AT
~ | Ointments ( 0T o

| | Suction Catheter |~ Y—dany &,\M / il

Fentanyl &/ | Cap, Mask ;M [

Morphine Gauze Pack ;t—m ( 0 ﬁ"

Ketamine Mop Pack )

e g | Steristrip 1 26-00002[(,032
Rooummum—%zi e E@ ol lga| | Underpad @:

Glycopyrolate &"Draw sheet 1

Myopyrolate _—-Abgel i

Ondansetron ‘o | | Foleys catheter

Pencan 259/ Spinal Needle 22 & | | Urobag

Bupivacaine 0.25% |_Chest Drainage Catheter
‘Bupivacaine 0.25%(Heavy) /4 || Romodrain bag

Antibiotics ; Bandage

aRef o e dae ¢ < | Tegaderm 4;’
Suppos‘rfo'ries \ loban

Anamol : 80mg / 250mg/ 170 mg _+-Double J Stent o 5

Supridol : 100mg p | |- Vaccum Suction set @;r/
Justin : 12.5 mg / 25mg / 100mg D ||-Plastic Bed-Sheet [\ 01X LT
Tab. Misoprost : 200mg Q/ a‘gletadine Solution A —

Snlerve glox 1.0 ¢ | Microshield M;_j

R e &| Cotton Balls o

slabs gy L ¢ 1 | Latex Gloves NYat
A Ramdione Scrub ‘
Saral
Surgeon siologist Nurse OT Technician



e & Ralnbow Childrens Hospital-Himayatnagar
Ralnhow'
ﬁgis'g{g; s sw-y2  Rainbow Children's Hospltal, Door no. 3-6-267, cpp. Cafe niloufar, Old MLA
Kb quarters road AP State Housing Board Himayatnagar Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, fo@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN 1 HRH-00009508 Kame i Mrs DEEPTI DAGA
Age | Sox 1 Z9YOMB D/ Female Doctor : SWAPNA SAMUDRALA
Adm/Reg DatolTime 1 1410772028 22:15 Payor 1 MEDI ASSIST INSURANCE TPA PVTLTD
Order Dato 1 1510712026 16:04 Ordernumber 1 26-0000213074
Visit 1D : 1P26-00DCERAT Ward/BadNe  : 4F-QTfLDR-416
Patlent Address 3-5-38, King Kotl, Hyderabad, Telangana, INDIA, 500001
S.No Description Ganeric Name Doasge i Route I Frequancy Duration Instructen Gty Status
1 |eee SUPPOSITORIES 100 1hoe Extemat § Onca Daly 1Dap Thos|  Dupanssa
2 |onposmaiintascs 2t 1Hox #0nca Dy 1Daps 1| Dispensed
3 Encora Micqoptic pioves.6.5 1Hes 1 Onea Dady 1Cayx 1Nos| Dhuspensad
LSCS DRAPE PACK .
4 | FROTECTCARE) 1Hex 15nce Daly 100 thos| Dispensed
UNDER PAD 6000 10's Pack
5 |hetienas 1hes Extonali 1-2 TIMES A DAY |1 Days 2Nes|  Drspamsea
o SALINE O.0%
§ s towa Accuire-FH  |SOOMCHLORIOE COM [ mt f Onca Paty tPays 1| Dispensed
el
7 |PEncANZSGI12 PENGAN 25G'3 12 A Nos Extenal { Onca Dady 1Days 1808
ENCORE MICROPTIC "
LI Lypinh e 1Nos External { Oncw Dy 10ay% 1eio| Dispansad
%  |BC.GEECTRODES (ADLLT) |EtECTRODES ADULT |1 Nos Extorral [ Oros Daty 10w 3Nes|  Dhapemsed|
10 ?;ICI?REPSOLU'DDNS imL 1 Onca Dally 1Days 1Nes|  Dispenyed
ey e Eriel | Once Duly 10up 1Nos]  Ditpensed
1 SRR APRONS T RILRAPPRON 11 oa #Once Daly 4 Days atios| Dapsnsed
I it Tty 1Onca Daly 10ap iNos| ispenaed
“" MISQPROST TAR 200MCG 43 17abs |External { Once Daly 1Days 8 Tabs Dxspensad
35 ADULT DIAPERS-XXL TN |Exiernal § 10 AM 1Deys 1Nas| Drspensed
18 |vaccume sucrionser 1Nay Exiweru / Onic Dy 100 Fhes|  Cupensed
17 |THEmEvRANGM c.2MG MY 1Nay [ Extemal £ 10 st 10w 1hks|  Dispantad
TRUGLT CHROMIC CATGYT [TALGUT cHiRoMic
LI Pt CATCUT Saioes 1has 10nca Dty 1Days THos|  Disponsed
GAUZSWAS 10X 10 CM
19 12PLY §9 X-RAY 1P Extemal / Once Daly 1Dbays 2P Dispenzed
20 |vicRrL 1.0vP 248 VICRYL1-0vP2348  [1Nos 1Onca Dudy 200 20|  Duponved
2 ﬁ?gﬁ%f%ﬁﬂm PRECEUEDPLATED 4o Exiamal{ Once Daly tDays 1Nos| Dhpemad
2 |comronenttszomsnos £ hos Externat? Orcs Dady 5 Daya 1hos|
o [BORENEIPADES) g Lot Extermat/ Onca Day 1Durs 1hes|  Dupaised
20 [RIAWINHEAVY SUGII4 Vil Extamsl { Once Dody 1Days 1| Dispersaa
25 |RLSIOML CLOSED SYSTEM [Fnos ACTATE 1 Botta JOnoe Daly 200 2Botta| Drpensed
28 |MoNOCRYLI-ONW1ZE  [MONGGRYL t328 1Hos 1Once Daly 10ay 1Mca|  Gipensed
2t |osvRmcs 2sMLOEPRO) [ SYRONGE 2t 1Hee Extowriad ] Onca Dy 1Dup ANca]|  Capensed
28 [SURGICAL BLADE 22 SURGICAL BLADE 22 |1Noa Eximat! Once Daly 10m Thos| Qispanisad
29 (DSYRINGE 1Mk (WPRO)  |SyRnGE 1000 |Exiamai Oncs asy 1018 Thos|  Oupensad
30 |SGLOVE#6(SURGICARE)  |SURGICAL GLOVES 6.0 |1 Nes External / Once Daly 1Dap apios| Dispenzad
31 |moes 30x30 8PLY 58 XRaY [MoRS s0x308 PLYDATT |1 0ee 1Onoe sy 20ays 2nos|  Orpenzed
32 [vicRYL 1.0 Nw 2364 VICRYL 1-ONW 2084 [1Mos 10nca Daty 10ap thos| Dupensea
23 |osYRINCESMLMMPRO)  [SvRmNGESML 1Nas Exiamal { Once Daly 10ars atas|  Dispersed
3 [SEERCL SUPPOSTORIES 1Nas Extoma/ Onca Daly (L™ 1hos|  Duspansea|
5 wsmunoﬂ 0% 1 Nea E xternal{ Once Daly 1Dsys 1Nos| Dispensed
k.3 ACUSTL 500MG 1IN 1hos Extemal/ Once Daly 10ays t Naa Despensod
SWAPNA SAMUDRALA
Reg No : 69924
* This document is just for reference purpose only. Not to be congldared as primary report.
Note
* This presceiption is valid only for specified curation.
* Do not rafill medicines.
Printed Date/Tima : 15/07/2026 16:57 Printed By : BCOIGADDA KARUNA Page 1 of 4




Rainbow
Children’s
Hospital |

e

Rainbow Childrens Hospital-Himayatnagar

%Bar%bﬁ%g?az Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
R&inbw

quarters road AP State Housing Board Himayatnagar ,Hyderabad ,

Telangana, INDIA ,500029.

040-48873000, info@rainbowhospitals.in

Ty

ELECTRONIC MEDICINE PRESCRIPTION

MRN . HNH-00009508 Name : Mrs DEEPTI DAGA
age (X : 29Y0M8D/Female Poctor : SWAPNA SAMUDRALA
A;EimlReg Date/Time : 14/07/2026 22:15 Payor : MEDI ASSIST INSURANCE TPA PVT LTD
O%der Date : 15/07/2026 16:04 Ordernumber  : 26-0000214070
Visit ID : IP26-00006843 Ward/Bed No  : 4F -OT/LDR-416
Patient Address : 3-5-38, King Koti, Hyderahad, Telangana, INDIA, 500001
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
j1 E‘;’ﬁ‘ﬁ“ (OXYTOCIN} IN 1 Vial External / Once Daily 1 Days 3vial| Dispensed
2 gggk@iﬁmﬁgﬂﬁ? 1 Nos Extemal / Once Daily 1 Days 20 Nos Dispensed
3 SURGEONS CAP SURGEONS CAP 1Cap Oral f Onee Dally 1Days 10 Cap| Dispensed
4 Efgg#@ SK3LAYER - FACE MASK 3 LAYER 1 Nos External / Once Daily 1 Days 10 Nos Dispensed
SWAPNA SAMUDRALA
Reg No : 69924
* This document is just for reference purpose only. Not to be considered as primary report.
Note
* This prescription is valld only for specified duration.
* Do not refill medicines.
Printed Date/Time : 15/07/2026 16.58 Printed By : BODIGADDA KARUNA Page 1 of 1
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L E & Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children’s g . . , . .
H j pirtiight  Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital {""™"F . \
{ wRalobow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
| '
NG ERTE
ELECTRONIC MEDICINE PRESCRIPTION
MRN + HNH-00016599 Name : Baby Of DEEPTI DAGA
Age [ Sex :0YOMODZH/Male Doctor : DILNAAZ FAROOQUI
Adm/Reg Date/Time : 150712026 15:12 Payor : SELFPAY
Order Date 1 15/07/2026 16:08 Ordernumber  : 26-0000214072
Visltb 1 1P26-00006852 Ward/Bed No : 4F -OT / CRDL-HNPDA-415-1
PatietitAddress : 3-5-38, King Koti, Hyderabad, Telangana, INDIA, 500001
S.No Description Generlc Name Dosage Route/ Frequam:y. Duration Instruction Qty Status
1 Encore Microptic gloves-6.5 1 Nos / Once Daily 1 Days 1 Nos Dispensed
2 |DSYRINGE 1ML (NIPRO) SYRINGE 1ML 1 Nos Extemal / Once Daily 1 Days 1Nos| Dispensed
3 SURGICAL BLADE 20 SURGICAL BLADE 20 1 Nos External / Once Daily 1 Days 1Nos!  Dispensed
4 |INFANT FEEDING TUBE- |5 /1 FECDINGTUBE fq o Extemnal / Once Daily 1Days 1Nos| Dispensed
T A 1Nos External / 1-2 TIMES A DAY {1 Days 1Nos| Dispensed
6 | e O CM 1Pkt Extemal { Once Dally 1Days 1Pkt| Dispensed
7 INJEKINJ 1 MG 0.5 ML 1Nos ! Once Daily 1 Days 1 Vial Dispensed
8 |SGLOVE#6 (SURGICARE) |SURGICAL GLOVES 6.0 |1 Nos Extenal f Once Dalty 1 Days 1Nos| Dispensed
QﬁKOOCHEES— SMALLSES 1 Nos I Once Daily 1 Days 1 Nos Dispensed
o
DILNAAZ FAROOQQUI

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

Note

* This prescription is valid enly for specified duration.

* Do not refill medicines.

Printed Date/Time": 15/07/2026 16:59

Printed By : BODIGADDA KARUNA

Reg No : 56763

Page 1 of1
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¢-C Rainhew® |
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Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs DEEPTI DAGA UHID HNH-00009508
Father/Guardian Mr RAHUL MALU Age/Gender 29 Y 0 M 8 D/ Female
Address 3-5-38, King Koti, Hyderabad, Telangana, INDIA, 500001

, IP No IP26-00006843 Admission Date 14-07-2026
Ref Doctor Self,

Discharge Date 17.07.2026

DISCHARGE SUMMARY

Consultant:

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)

69924

Diagnosis: PRIMIGRAVIDA WITH 39%3 WEEKS PERIOD OF GESTATION
WITH HYPOTHYROIDISM FOR INDUCTION OF LABOUR.

EMERGNECY LOWER SEGMENT CAESAREAN SECTION DONE ON
15.07.2026

History:

LMP: 14/10/2025 Obstetric formula: Primigravida
EDD: 21/7/2025 Gestation at admission: 3973 weeks

Obstetric History:
G1 - Present pregnancy, Spontaneous conception.

nnnnnnn THNACAR BANJARA HILLS HYDERNAGAR KONDAPUR QUTPATIENT CLINIC SECUNDERAZAD KONDAPUR B NACAR NANAKRAMGUDA
| Kmergency 3040 - 48873000  Emergency 3 040 - 4456 S355, 91009 25518 toe 1040~ 4246 2100 3 . G- 71N1 43

| Q 1800 2122 @ www.rainbowhospitals.in ;‘




Name ‘Mrs DEEPTI DAGA UHID HNH-000609508
IP No IP26-00006843 Admission Date 14-07-2026

Medical History: Nil

Surgical History: Nil

Allergies: Nil

Family History: Mother HTN, Father Hypothyroid

Antenatal Details:

Mrs DEEPTI DAGA was booked to Rainbow hospital at 6+3 weeks of gestation.
She had regular antenatal checkups and investigations as advised. NT was
normal. FTS showed screen Negative for Down Syndrome and Screen positive
for PE(1:18), for which she was started on Tab. Ecosprin 150 mg once daily.

iFFA was normal. At 3172 weeks she received parenteral iron therapy in view
of moderate anemia (Hb.: 8.7 gm/d!). Fetal growth monitoring was done by

serial growth scan. Scan done on 3.07.26 showed SLIUF at 37F% weeks ,
Cephalic, 3185 gm (48 % / AC 51 % ) , Placenta : Anterior High, Liquor

Adequate, AFI 16.4 cm, Dopplers normal. She was admitted at 3973 weeks for
I0L.

Investigations: Enclosed
Blood Group : "O" Positive

Management:

Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was relaxed,
cervix was uneffaced and Os closed. Fetal well being was confirmed by an
admission NST which was found to be reactive. Consent for Induction of labour
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Rainbow® . o
Cillllirlldr(:an’s ‘Blrtthght
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Hos pit a_[ BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Name Mrs DEEPTI DAGA UHID HNH-00009508
IP No IP26-00006843 Admission Date 14-07-2026

and vaginal birth was taken. Induction was done by 3 doses of PGE1. She was

decided for emergency C- section in view of Non Progression of Labour, .
prepared with indwelling Foley's catheter and IV canula under aseptic
conditions. Written informed consent for surgery taken. Preanesthetic check up :
done. Anesthetic premedication (IV Pantop and Perinorm) given. Patient shifted |
to theatre.

Surgery Notes: |
Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord traction. Uterus closed
in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Skin closed with subcuticular sutures. Wound dressing done.
| Vagina cleaned with Betadine solution after expelling clots. Misoprostol 400
| mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.

* LUS well formed

* 1 loop of cord around neck.

Delivery Details :

Date : 15.07.2026

Time of Delivery: 02:31pm

Type of Delivery: Emergency lower segment caesarean section

. i " 0 ABH Aceredit NANAKRAMGUDA

YD HAN 1 I+ TENT INIC () \ edited IVF SECUNDERABAD 4 dited KONDAPUR L B NAGAR (NAN

HIMAYATHNACAR BANJARA HILLS (] \BH & NABIL L HYDERNAGAR (NAIH Accredit KONDAPUR OUTPATIENT CL e i ghiE B500 mesgency 3 040 - #245 mergency. 040 - 7111 1333 Emargancy DAD69313233
Emergency ) 040 - AB873000 - 5 09 vy 040 - 4245 2300 3 - g

@ 1800 2122 @ www.rainbowhospitals.in




Mrs DEEPTI DAGA

Name ' UHID HNH-00009508
>,

IP No IP26-00006843 Admission Date J14-07-2026

ndication : Non Progression Of Labour

Analgesia : Spinal

Baby Details:

Date :15.07.2026
Time : 02:31 pm
Sex : Male
Weight : 3.320 kgs
Apgar : 8,9

Gestational Age: 39%3 weeks

NICU Admission: No

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no Postpartum hemorrhage. Breast feeding initiated. She was
shifted to room. Her postoperative period following that was uneventful. On
second postoperative day dressing was changed. On inspection wound was
healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient
supplemented by written information. She was given the postpartum book for

further reference.

Advice:

1. Tab. Taxim O 200mg twice daily till 21.07.2026 {Sam-9pm) after food.
2. Tab. Calpol 500mg (Paracetamol

19.07.2026 (8am-2pm-10pm) after food.

500mg) {2tabs) thrice daily ftill




Name

IP No

Mrs DEEPTI DAGA
IP26-00006843

>

Rainbow’ o
Cﬂli?dr%vt:'s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

UHID HNH-00009508
Admission Date 14-07-2026

3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 19.07.2026 (9am-

3pm-11pm) after food.

4. Tab. Pantop 40mg twice daily till 21.07.2026 (7am-7pm) before food.
5. Inj.Clexane 60U ( Enoxaparin) Subcutaneously once daily at 8am till

22.07.2026.

6. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)

HIMAYATHNACAR BANJARA HILLS

HYDERNAGAR |NANH
104 - 4144 2300

@ 1800 2122

for three months before breakfast.
7. Tab. Shelcal (Elemental Calcium 500 mg, Vitamin D3 250 IU) once daily
(2pm) till breast feeding for after food.
8. FT4 , TSH after 6 weeks
9. Nebasulf Powder for local application.
10. TED stocking x 2 week.

KONDAPUR OUTPATIENT CLINIC

Home Blood pressure monitoring to be done twice daily for two weeks.
Report to emergency if BP >140/90mmHg, presence of headache, vomitings,
blurred vision, reduced urine output, epigastric pain, seizures.

* Suggest PAP smear and HPV Vaccine after 6 weeks; Please discuss wiin
your treating doctor regarding HPV vaccination.

Review with Dr. SWAPNA SAMUDRALA after 2 weeks on 31.07.2026 at

Rainbow Children's Hospital with prior appointment (Review consultation
will be charged).

For Women Who Have Had a Caesarean Section
| Care of the wound:

1 SECUNDERABAD KONDAPUR L B NAGAR (NARH Accredited)  NANAXRAMGU! 24
Emergancy 3 040 - 4246 220 Emargency § 040 e T o

@ www.rainbowhospitals.in




Name Mrs DEEPTI DAGA UHID HNH-00009508
IP No 1P26-00006843 Admission Date 14-07-2026

1.You can bath and shower.
2.The wound can get wet during a bath or shower. Dry it thoroughly and gently

by dabbing with a gauze piece. Do not rub the wound.

3.This gauze piece needs to be discarded after one use.

4.Prior to touching the wound clean hands thoroughly with Microshield solution
and allow them to air dry or use disposable paper napkins.

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.
6.Do not touch the wound with unwashed hands.

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

language that | can understand and | acknowledge.
Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow

Children's Hospital Hlmayatnagar just dial one toll free 11-;;-

website www.rainbowhospitals.in \ ; % [ 2 kimavt
_Jﬂ( _-J -_‘
R glstrarlReSldent/C,M O)

Consultant:

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)
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DEFICIENCY CHECK LIST OF CASE SHEET

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

SlL.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet |
2 | Discharge Summary |
3 Nursing Initial assessment }
4 Patient Transfer form l
5 | In-patient Medical record ]
6 Doctors progress sheets Z
7 Nursing plan of care and handover sheets g
8 | Consultation sheet Ar¢ o - ]
9 | General consent for treatment "]
10 | Consent for Surgery )
L) 11 Consent for blood transfusion
12 Consent for chemotherapy
13 Consent for high risk
14 Consent for Restraint
15 LAMA consent
16 Consent for special procedure / Sedation
17 Consent for Formula feed
18 Consent for MTP
19 Consent for Radiological Investigations
20 Consent for HIV test
21 | Anaestesia notes (Pre Anaegthesia& post) ]
22 | Neonatal Admission/Dellvéry/Physical Exam J
23 | Medication Reconciliation |
24 Emergency Triage record
25 | Pre operative check list ]
26 | Surgical safety checklist |
27 | Operation Theatre notes \
™ 28 | Nurses clinical Presentation
29 TPR & BP chart
30 | Intake and Out take chart (fluid chart) 79 _
31 | Drug chart (Regular Prescription) il
32 .| Investigation Values (result sheet) il
33 Nebulization chart
34 | Nutritional review chart |
35 Intensive care unit (ICU Charts)
36 Consent for Admission in PICU / NICU
37 The Humpty dumpty scale
38 Braden Q Scale 9
39 Bed side check list
40 PICU bed formula Dilution feeds
41 Gastro monitoring chart
42 | Rch ED doctors note
43 BP Monitoring chart
44 RBS monitoring chart
Lt ]
a &
Total No.bf Pages s

- No. : RCH/ FRM / GENERAL / 126 St == Signature and Date : /%7 © 7726

Jepr~—  (10)




ERROR LOG

LLOCATION : OT / Birthing Centre / BirthRight Premium / 3rd Floor {Zone A,B,C) / NICU/ PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE

k-




£ . Rainbow Childrens Hospital-Himayatnagar

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

Children’s e Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital ™" TEL NO :040-48873000
A WEB : https://rainbowhospitals.in
ADMISSION SHEET

N0 HI
Registration Details : Hunmnenm

Admission No : |P26-00006843 Admit Date : 14-Jul-2026 Admit Time :10:15 PM UHID : HNH-00009508

Patient Details :

Patient Name : Mrs DEEPTI DAGA Age :29YOM7D

Guardian : Mr RAHUL MALU DOB . 07-07-1997

Gender : Female Religion

Occupation ¢ Martial Status

Address (H) - 3-5-38 King Koti Hyderabad Telangana INDIA Phone No : 9030494742/ 9573948615
~ w0001 E-mail . deeptidaga97@gmail.com

Admission Details :
Bed Type : TWIN SHARING Bed No :LDR-416 Ward Name :4F-OT
Room No : LDR-416 Admission Type : First Visit

Contact Details :

Name . Mr RAHUL MALU Relationship  : Husband
Contact Address : 3-5-38 King Koti Hyderabad Telangana INDIA Phone No : 9030494742 / 8555891081
500001
oy
Signature
Doctor Details :
Doctor Name : Dr. SWAPNA SAMUDRALA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self, Phone No
Co-Consultant
Payment Details : Deposit Amount  : 10000.00
Payment Mode : Cash Payor Name CT“SED’ ASSIST INSURANCE TPA PVT

|Printed Date / Time : 14/07/2026 22:23 Printed By : 020635 Page 1 of 2
L




PATIENT TRANSFER FORM

Rainbow® : e
Children’s (L BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No.

HNH-00008508 1P26-00006843
Mrs DEEPTI DAGA
| 07-07-1087 29Y0M7D (F)

Dr. SWAPNA SAMUDRALA

[N

Date & Time of Admission

\‘?b\lé () \0:\ S P

Date & Time of Transfer Order

6@ M

Transfer Ordered by

oy -tHow Al

Reason for Transfer

€ v 18

From Unit

Y

To Unit

51

Information to Attendant

Yes_+— No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

, \ U QT = over to attendant
@ Yes[ | No 4+—
If yes, what ?
Medications / Consumables / Surgicals / Hand over
S|.No. ltem Name Quantity
- RL Cbo rvv( ] ,_,_,,@5
2.
3.
4,
b
Shifting Summary / Notes Written by Doctor: ~ Yes| | No[ |

Name & Signature of Person who is Transferring

A

Name of Person Ordered Transfer

L @ ITi ] HOLQ?-S b‘% ~

Patient & Clinical Records Received by :

w M gwd)rm

Date & Time of Patient Received :

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

|| Unavailable Bed

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

[ | Nurse not Available

[ ] Available Bed not ready




ACTIVITY RECORD FOR BILLING

>
Rainbow’ . e g
Children’s ‘Bll’tthght

H BY RAINBOW HOSPITALS
n :.gasmgirsaﬁ! little Your Right In 2 Safe Dalivary

T o i o g R e
m‘ mPT\ DAGA ,' om10
UHIDNo.: Consultant: _ _ Dept:___
U7 [ N
Room/BedNo:__ _______ Ward: ____ Suggested Billable bed type: _ __
WARD TRANSFERS
Date Time From To Signature of Nurse
b | 99« | Ml &1 ASla[ Nafati,
13126 | Hpm 0T (ho - ﬂn el O&mﬂow&ﬂmﬁﬂa
slalre] apn. | ey Roomy |, @_;tharl
Cross Consultation Visit
Doctors Name Date Order No. Signature
"t !11[7‘#?’6* @
2 RSV, T3
> [Dn-Te1aw0) ?QC’U‘J 'E’I’}[% 44y & SN
] ~ '
4
5
6
7
8
9
10

Docu. No. RCH/FRM/GENERAL/145




PROCEDURE
D’.g;e’“‘ [ — Procedure Quantity Order No. _S‘ignatare
0F | Tploconeet | (1) 1289 ab Ly
€| 426| Blbedersrating OIS RV o o
1af2e PAc ~Zp ‘”UU‘N@/ ,
\ ; /__:.V;ﬁg
s o
el | e A | ea
| \ e
‘f\}}{\ll& 1 L
=
42 L@Q@'c
CTT W\t
ANY OTHER INFORMATION
Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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il gy Chires | @ BirthRight
IP ADMISSION SHEET FuR OBSTETRICS

N

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

Presenting Complaints LMP: Yy \ 10 ‘ D~ EDD: 2! \r}lu .
: : %,
Bdnuded (e (Fpi--  Comechdi: g ) ?['Mo GA: -39+
Obstetric Formula: M Menstrual History: Regularzﬂ/ Yes [ No

Obstetric Examination e 22 -ﬁ%c’& we\ﬁ]
Fundal Height: ' Lk A feavn .

I s
PP - %pm Q&’ 5 L Aty HRelaed  [CIMid  [IMod [JSevere

Obstetric Hostory:

Present Pregnancy Record: quuor. @»A/equate [] Oligo (] Poly
F ML~2024 , N, PP: ﬂﬁphalic [ Breech Others
G oo
N,;rg [ﬁw{(gk‘__ Head Fifths Palpable:
RISK FACTORS: g‘“’-‘l’” P ,%3 FHS: _rfNormal [ Tachy [JBrady [JAbsent
'3 “TMTFRL t) - N

Per Speculum Examination Mot dove -
QM(cﬁblﬁknﬂraining: [] Present  [] Absent (] Bleeding
Holer Colour of Liquor: [ Clear [] Meconium [] Blood Stained

C%B L{ QA

Vaginal Examination &% -

- / Cervix: \,Ei’lfng ‘ [J Partially effaced [ Effaced
Height:....[.57 cm \Jos/ '
Weight: ... 2.7 kg Os:<Closed Dilated
Allergies: ........... Md .................................. Membranes: ] Present ] Absent
Breast:/ﬁ’.ﬁorrnal b Liquor: ] Clear (] Meconium [ Blood Stained
General Examination:
Consciousness: () Pallor: O Presenting Part: m ] Breech L] Others
Icterus: f— i Edema: M&‘U Sutton: \/B{D 2 O1 00 O+1 O +2
Temp: 4\%’“&* PR: QU [ Pelvis: [ Atequate (] Doubiful
BP: ge IQ—DWQ’) DTR: @
YD RS BNED

leer/SpIeenﬁfpr Urine Output: MJL

B L B =

Outrng ‘f: %‘Twuk{ ‘ukj\ao

Docu. No. : RCH /FRM / CLINICAL / 087 (PT.0)
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Family History: Surgical Hi
gical History:
Mo "‘9\24 -HIN N f [
Labigy - Jr—txJpn W\W
Medical History:

Medication History:

%mw f@b%\ 100’
joonos .

Plan of Care:

Sbdmnaon CTG

%é’ jf}??/mg?z} o
Stan (sl )
SLE

A
ALl - Har
el 2.1 LcJ (u%—\/\)
Me (& \[)
Pl- Ak v
Poppla—n -

o,
SRR 97-"‘/
’_‘Di . D ‘542‘“5 \\ %(3
Doctor Name: ... 41 ¥ . S “\\zfl?@arsﬁant Name;....... (D{ ....... Qm‘—)f\q :
Signature: ... A

Slgnature

Date & Time: \L( :Px% : @t 0}30 Ff“' Date & Time: () , “}\q& 2%

.......................................
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Date

g2k

Time

Hb

10«3

PCV

263

RBC

2:956

WBC

0!.2?,

N/L

Platelets

2.3

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

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

(PT.0)



Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Cells

CUE - RBC Cells

CUE

Stool Pus Cell

OVA / Cyst

Occult Blood

Lo 0

VG

'1011 _?f,(‘r/‘"f"p\
4

N

Ly, Ln.ed

bﬂnor{ GnnuUP
u T

bau X

Hiv 9

Hev G

VDRL JNR

CUITUIE AN SENSIIVITIES © ..ottt e et e et e e ea e e et e e e et et e s e ea e e e et e ee e s e e es e e e s eneeneeneeseneennane

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

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

Radiology : USG:

R bbb

CHINRIS (ECH, COMEAST QUG BY0.. )T civoiossinsimesssaviviiesivessnssnsisiei shasssinssssme e s SRS s

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

@



HINH-0000g50, )
rs D P2
0707 1!;:" "““‘ Mm“" Rainbow"® ® - L
°" APNA Children’s BirthRight
Hos pita| . BY RAINBOW gusplTALs
It takes 2 lot to treat the fitte. Your Right to a Safe Delivery

ATION RECONCILIATION FORM
DRIGAIBIGE: ....... comnnminns s S s Aot 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)

ShIfting From: ... Shifted 10 ..voveieceeecee e
SN (GENEﬂIg:lTlE!IAET::TI:I#:r Il.EETI'ERS) (mg?:f:g) (PO, :?;?EE:, fv) | FREQUENCY B::,T/DT?:,E ‘/‘Dsﬂ?%':g
1 gl D
*‘T’fuzrwwm | 2L s Ol Oc¢ Ooc
21 eataom, b | 0O oD 0 Ooe
’ Q\?,(ub Chesad Ubap | PO o0. Oc¢ CIoc
# | Oc Ooc
5 C1C C1DC
6 Cc Coe
7 CC Coe
8 ¢ Coc
9 C1C DG
10 Oc Ooc

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

™M Dve

Dootor Name SoSINANING .ol eisonsisinimionmii st i s o5 chssiiss

Date & Time ............. \A{% ....... C .......... ’[Op’)"f) ..........................

Date & Time : ..... L Le.L ..o RGN A TN 2 WO

Docu. No. : RCH / FRM / GENERAL / 090

P

Nurse Name & Signature: ........
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t BY RAINBOW HOSPITALS

QT T e

ATION FORM

Doctor Name : DV\SNOLPHVJ ................................ Date : [6‘/-}/245 Time : ..... lPM .........
DIGNOSIS © oo d S S s e
HOSPHal & oo CCH = HMNY oo Type of Reforval :

O Emergency

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

. O Urgent
Referred for : [ Opinion 0-Management O Transfer of care

O Non Urgent

Reason for Referral : If for concurrent care specify the particular need, especially in the absence of a second diagnosis:

Signature:

Findings and Recommendations :

(,Jca—‘-dol/\ Cﬁ'_,_"__{«__, r;lﬂ\")

- W@ Aowmed Branst A M?Pp[a‘s
3 by

—  pvimi

~ (oloslyum  saqw ;

..-‘Aiw\ fov  Slaap labch g Aemonstprtad v Cx0SS

® Coodle  [cradle tald

— DQW@MD’ —Fa&ci?“j not  Oxcadds z‘[, hews oS
Pav CZ'_avlJ L\quav cng.s -

— NAVVA Cavp_ q
— Addce pam 5 FlL Buiphy

Consultant :

Name:...&jﬁtruﬂ %[:m ..... 4 .......... Signature : ‘__:g—- .................. Date&Time:..l.é.[.:}.’.[%../.’./P'ﬂ

Doc. No. : RCH / FRM / CLINICAL / 049
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nnn::LA“Ma:vomn (F) ] _g()j__ oo ? .
T Children's | & BirthRight
tiospital " | () mmecniome:

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

|
, 0 ~ 26 kg/m’ |
Origin: ......... Qwaﬂ ............... Height: ..:2... 5 eueereeene Weight: lo:”ij, BMI: O ~28 kg/m’ \
0O ~ 30 kg/m’
Food Allergies: ........... o2 R ;
T A A Y, |
Typeof Diet: O Liquid @St CNomal  ODiabetec |
@\ Vegetarian (] Non-Vegetarian O Vegan
Diet Advised:
Liquid Diet— ORS/ Coconut Water/ Butter Milk / Barley Water / Soups _
|
Normal Diet- Rice, Rotis, Dal and Soft Cooked Vegetables and Curd *‘
Soft Diet- Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd ‘
Diabetic Diet—Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots/ Tubers)
Patient's / Attendant’s Dietician's

Signature: ......Lowe J ......................................... Signature: é‘a‘é{}?\ .......................................

D&L/MW&\ ..................... Name: Wi&éyﬂl

Date & Time: /5/;/2/0’;?/!7@{.\9 Date & Time: /6/‘;/.2.45,;?‘@61(}’)

Doc. No. : RCH/ FRM / CLINICAL / 195 (PT.0)
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Dr. SWAPNA 8AMUD

i osplal_ | G mzmm=t
DRUG CHART

Date of Admission: ........ L Hl‘-)* % ..... Drug Allergies: .........ccccoeeee NW ............................. i/@own 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.
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»
Time

DRUG :
Dose Route | Frequency [Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Date»
Ti@e

DRUG :
Dose Route | Frequency |Start Date

Doctor’'s Signature | Valid Period] Pharm.

Additional Instructions:

Date
Ti;ne

Y

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)




Dr. SWAPNA SAMUDRALA

HNH-00008508 1P26-0 - -
Mrs DEEPTI DAGA p00esés
07-07-1997 WYOMID (5

I mmm"l”m“"" REGULAR PRESCRIPTIONS  Weight. ............... Ward. ...........
[ . 7z | Date}
DRUG: [ ARACETA MOL Tige “,\\q AR
Dose Route | Frequency [Start Date y ‘
(%f\\ \V Tl‘) f§f’*?qﬂ\ﬁ N ~ <
Name & Signature of the Doctor | 2B R ) 0 4
Starting the Dmgm,]wwb(\r N} - Q’f’ : ' QOU}
PTY IS 17 | el
Additional Instructions: RN = il
= I
Y X
o2 I A
Daily Doctor’s Endorsement by a Sign | & 7
DRUG : INT CEFOTAXIME TDi?;Z ¢ -}\(X\ (\\
Dose | Route [Frequency |Start Date| N4 /
' v RD |15 (o [ 0N
Name & Signature of the Doctor )" =¥ % \
Starting the Druj [ A L{/ sl )
VA U T
Additional Instructions: Ve \ H U
{ eolcdore) )Ufu"“' \\QVA/ v
oo FHE —
Daily Doctor’'s Endorsement by a Sign
o Dater
DRUG: DICLo FENAC it N
Dose Rﬁyte Frequency |Start Date ' )
AOn| Vo] 717 |\ he{x I
Name & Signature of the Doctor -
Starting the Drugs: /\f\mf? Y
i~ LRSS <
B — TRAVAR
Additional Instructions: (
\\9’%’%
Daily Doctor’s Endorsement by a Sign | V |V
DRUG : TIAMADC L oater 4;‘3\? X
Dose Route | Frequency (Start Fate . :.
OOMmy Mc TID |\ T \BM g )(Cﬁ"
Name & Signature of the Doctor
Starting the Drugs:

Dy f”/

BAM 3¢

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Children’s .BirthRight"

Uiy ospial | (@t

Your Right to a Safe Delivery

Sheet No: ............. REGULAR PRESCRIPTIONS weignt .......... Ward oo

\ t \i

pRuG: (AN TATIAIOLE ?.az \&2"\’\’( &

Dose Route | Frequency Sta7 Dt. T

gog | flo | 00 |1s)7 ki

Name & Signature of the Doctor, / ot }/

Starting the Drugs: _ ’V o

mwﬂ’l/‘ﬂ/

Addmonal Instructlo
ek P B at s

Daily Doctor’s Endorsement by a Sign

DRUG: CNOXATAILIN %?;Z'\E\’\'n\x
0Se Route | Frequency | Start, Dt. y m '

©v| S| o f}%m“gy@f

Name & Signature of the Doctor y

Starting the Drugs: sy /1A /h/
Additional Instructions;

Daily Doctor’'s Endorsement by a Sign

. e Datef
DRUG : IN) M EIRoNIDAZoLE. Tf'es(\"

Dose Route | Frequency | Start Dt.

v

—_2'

o

. Wd
500 | 1. | T | OI1F il % L,'}/ \ 1)
Name & Signature of the Doctor v VI S
Starting the Drugs: % A c (‘\' & — N \Q}_L)-‘L"
y . “ - =
1% i — | v
Additonal Instructons: ﬁﬁrdu;; \
2 Ul P | |—
% /'//

M? Sdores %J@J \\(‘y‘“m’/

Daily Doctor’s Endorsement by a Sign

Datey
DRUG: @1 1+ (A X e Tir'ne\\-\w
Dose Route | Frequency | Start Dt. A
200al YO [ B \L\?ﬁj&? \

Name & Signature of the Doctor

T e "

Additiona!Ql)l#ruct\lUns: G

ENZ

N\

Daily Doctor’s Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108

- e /
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Shest No: ..ceerenen

Rainbow® | @ o .o -
Children’s .Blrtthght

Hospitaj BY RAINBOW HOSPITALS
It takes 2 lot bo treat the (e, Your Right to a Safe Delivery

N

REGULAR PRESCRIPTIONS weig ............ Ward cevsecesrnen

DRUG: |

Date»

Ti{pe

Dose Route | Frequency | Start Bt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doclor’s Endorsement by a Sign

DRUG :

Date

b4

Tir'ne

Dose Route | Frequency |Start Dt.

Name & Signa}ure of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsentent hy a Sign

DRUG :

1Datey

L

Time

Dose Route | Frequency Start Dt.

Name & Signature of the Doctor
Starting the Drugs: ) .

Additional Instructions:

Daily Daclor’s Endorsement by a Sign

DRUG :

Time

Datey

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instruciions:

Daily Doctor’s Endorsement by a Sign

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

P.1.0)
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W oEenogs 200000883 WEIGHt. ...ovvrrrveces Ward. ......ccccorree
o, i oy ®  ®  Dater | s o e
Time Nurse Sig. Nurse Sig. Eﬁ ig. ursL ;
I [ e
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date pose oo - -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor - Dose e e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: rom o e pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIU]e l Nurs‘arSiu. I Nurs‘e'Sig. NUT::Sig. Nurs&Siu,
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte Sta rt D ate Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dtk P Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: . o Dot Boes
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁ:gﬁ c%;]r:ger Route Signature Nurses
Mo/, 2
tulthe | 11:zopn| MiCoPROCTOL 2C Moy v | T, F (@{
Mol
, Y\ - + ?
o] ¢ A | MsopresoL | 28 eg P | % 63
J R | LAV
\g\'}f\)«b\o Yo | MSorfosTol X5 mea fpo }2—: (Lot A
s & lruofon [HNY METoCLOPRYM e fm«\? [V J.,L— ot
s e e O
151+ \ _\AO?m.JN)'FﬂNIDF’z‘QZCU‘ /,;\:vw‘ [v J‘L/ 3 Py |
Y ) £ ard . “P\\(
. ) @Qn CEFM ki iZ ,5] il ’ A_—/ {:iinfg.\b\“
f 3 .y - ,, d (
< | 53 P Mroenac|  Comp | = | ML 57
T _ \ , (|
| h. . V / S A/

Page: 3/4 (P.T.0)
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I” WWWI””WM/”” LV. FLUIDS CHART Weight. ................... Ward. .....................
e o e iy S Route |Flow Ratef Doctor | Nurse | Dateof [ Doctor | Nurse
Cn T A = Meghg/min. o) mihr_| Sign | Sign [Stopping| Sign | Sign
\> | 2 RifiEce W {wvb’ A 53 D
V| LacTRTE R L o
. QL
g)} 3- Lo ?h\ir{i fm B ! ;:f{/ A ,(/,}, 0”1 QL,
B e D
ﬂJf\[L;En/ , - (»\{ }A{ \.k_r
Yx’\’k gﬁ,m AT \V 900 UL ‘ =k @ %,
4+ LV XY TOCUN 2_,\ @
HARRRESR ey |F¥ |(P gl/, 5\} & £
\g\‘x Mtw) \fc THTC @ .
(M
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\5(\/?f \«\3‘? 1ACTATC N g% L@ A [Sl‘l—@ &
" | R e
’ el v 15TIE ® |k | @ |
\5\0 58 \RCTRTE g’Ml o
. 7
i ¢ UNCTATE | \V { = Y
’ \“gf et \W&\ = /’”b"}* « I
[ 2
] I B
e Y
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STAT / ONCE ONLY DRUGS = fon
NBITE! e gl o
DATE e | MEDICATION D SO | ROUTE [ SE‘::ERENWSGQ
16\ 1ot L Dut cotdx JHak PiR M4 g =
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Docu. No. : RCH /FRM / CLINICAL / 136
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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

[,(/lzg" Time | 8

10

1112 1

10

12

> 30

RESP 31-30

(write rate in
corresp. box)

Saturations =54 %

Administered 0, (L/min.)

39

2, dwa)
N

3jey Weay

e
anssald poojg 21|0sAs

Unresponsive

130
2 120
3 110
= 100
(==}
l g 90
a 80 <
) 70
g 60 vl .2
i S0 "
40
NEURO Alert S S o E i1 — . I =
RESPONSE "P";‘fne
¥

URINE

> 30
mils / hour < 30

Protein > + +

Lochia

Liquor

‘ Normal
Heavy / Foul
Clear / Pink

Green

TOTAL YELLOW SCORES |74 B 24
TOTAL ORANGE SCORES 3] e
Nurse Initial N de

L=

@/



\ul>r 6

———

Upm =4 \“%W

elae

nguofmet)

L =

Obstetrics and Gynaecology
Early Warning Signs

)

akhm =4 33
L o qUE ot

4 )

Complete a Full

1 Yellow Alert :
Repeat Observations
in 30 minutes

Set of MEOWS
Observations

N W

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

N

o

/

-

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

\

* The Modified Early Warning Score (MEOWS)
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Early Warning Observation Score Chart - Obstetrics
CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

Bils

Date

(8] o

121 1

u
)]

(10

Time ko) 11)12 )| 3|/ay 11
/ =

RESP
(write rate in
corresp. box)

> 30
21-30

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

7@ 9
0-10

Saturations

94 - 100 % i3 1§ -
<94 %

Administered

0, (L/min.)

2, dwa|

40
39
38
37 - h .
6 a0y : ki AT
35 ¥ ]
< 35

19
-~
>

) .

3jey Ueay

|

170
160
150
140
130
120
110
100
90
80
70

oJ

anssalq poojq d1joishs

180

150
140
130
120
110
100 7~ \ 1
90
80
70
60
50

125

119

|

aInssalq poojg J1|o3selq

130
120
110
100
90
80
70 | N/
60
50 4 7 67
40

-

TE

NEURO

RESPONSE
[v]

Alert —

Voice
Pain
Unresponsive

URINE
mils / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

g
o &

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES ~

5| Vo

.M
nad

Nurse Initial




Early Warning Signs

[ Obstetrics and Gynaecology

\.

1 Yellow Alert :
Repeat Observations
in 30 minutes

f

4 ) 4
" Complete a Full * |
Set of MEOWS

l
Observations

\ % "

Observations
in 30 minutes

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

~

.

monitoring

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

in 15 minutes or continuous

\

~

* The Modified Early Warning Score (MEOWS)
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Cany «... J Observation Score Chart - Obstetrics

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

Date = »
u,l-{ Time89{10.1112123456789"1011121@345@7

> 30
21-30
11-20
0-10

RESP
(write rate in
corresp. box)

94 - 100 %

Saturations =94 %

Administered 0, (L/min.)

40
39
38
37
36
35
< 35

3, dwsay

D
“’_'1’
I~

170
160
150
140
130
120
110
100

90
= w EhIP g et 5

60
50
40

dley UeaH

190
180
170
160
150

140 |
130
) a \w‘ [N

120 0 L \11 A | i
110

100 A

90 0
80

70

60
50

g
D>
g
B

—p-
anssald poojg 21|0IsAS

130
120
110
100
90 ¥
80 C
70
(L

60 2 = ﬁ = T
50
40

-
aInssald poojg joiselq

NEURO Alert i A = = = — = =2

RESPONSE Voice

Pain
v
(vl Unresponsive

URINE > 30
mils / hour <30

Normal
s Heavy / Foul

> e Protein + +
Proteinuria :
Protein > + +

|_Clear / Pink

i Green

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial

SIE
P10
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Obstetrics and Gynaecology
Early Warning Signs

prie

Ity
«}
«

»
= Al

MY

1 Yellow Alert :
Repeat Observations
in 30 minutes

s N |

Complete a Full
Set of MEOWS

‘Observations {

\_ / .

-

Observations
in 30 {m'nutes

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

-

> 2 Yellow Alerts or = 2 Orange Alerts:

Y Immediate Review by Obstetrician and

w2 SN

1 — —

-\

Repeat Observations
in 15 minutes or continuous

monitoring

* The Modified Early Warning Score (MEOWS)

N
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It takes a iot to treat the little.

[ FLUID CHART |

BY RAINBOW HOSPITALS

‘BirthRight"

Your Right ta 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

IV Site

Nature

Date Time of Fluid Route NG | Diarrhoea | Vomit | Drainage

: Thrombo-
i phlebitis
Urine ey

Sign.
Nurse

Mouth LV N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

N
01:00 pm W

Total Intake :

Total Qutput :

02:00 pm P

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 Hqgj

\t‘\\r} 12:00 am

01:00 am \W-nO

e

TotalIntake: T o\ [ ¥\ ,

Total Output:  [)

0200am| pL— . |1 oW

0300am | P\ PN |16 enid)

o400am | " P\ I 1ood)

D~

==

-
NI

\{)\(} 05:00 am | '

06:00 am

L LELS

07:00 am

Total Intake : < ¢ 0\15@ '

Total Output :\)

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Sheet NO. & oo,

/f/

\\

Rambow

Hospital

BY RAINBOW HDSF‘ITAL_S

® BirthRi .
Children’s . irthRight

It takes a lot to treat the little,

[ FLUID CHART

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.

Total Intake :

Total OQutput :

il _ Output_ .
rombo- .
Date | Time Orgagﬁjri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis r?&?'ge U
Mouth | LV | NG '
won [T [ 1 lingd i
900am [~ [ [0k =
wwa] P 5 o ~
b [l P Tigad i T
A T P N — \ »
otoopm| P [ e han F e s
Total Intake : [,00 o Total Output : Tpm Y
02:00 pm Q\V o | loopt =N
0300pm| R\ B 1oop\ I
?Y 04:00pm| PN B loom\ \9_0M1L Tf—‘———__)er
\SU Tos00pm| 0 | v loomt "\ 7. P’?
06:00 pm | X — [ [0l
5 r T T \ b
07:00pm | RL \\OQpan Rooml )Q{y)r
Total Intake : )b Total Output : 7
08:00pm | g (79 40 P e
09:00pm | ya (Cor? ‘ | T v«c,},@g«a\, '
of |10l y oAl o X AT
KT o] 1 [ V(=
O [ewam| pC \oo N Wz Vi v
01:00am | QL \ s h
Total Intake : Total Output :
0200am | \ B AL | A\
0300am | | v /. J ra I
’X 0400am) , \oc) J & JK QDbn-D '—F}"‘—)——"&%
05:00 am \,/P Lo S | / «Q— ~.
06:00 am e, V) |/ L/ Y
07:00 am N i 8y A _,_____——4}”«%‘

Total 24 hrs. Intake

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

Total 24 hrs. Qutput
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| FLUID CHART

Sheet NO. & oo,

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 e e IV Site
Date | Time (E\lia;ﬁjr% Route NG | Diarrhoea | Vomit |Drainage | Urine ngr%:)g;ég Sliﬂgé
A | Mouth | v | NG p
0800am | | rd Vi )
0900 am AN P / v .
00an| , (S / ] “1E
% 1oam| | | WV \l% /\3\ [ [
\S\" Mz00pm # / A1
01:00 pm / / ol
Total Intake { )00 ) . Total Output: O . V)
02:00 pm \ | /
03:00 pm Ay 7 | | /v \
ﬁ oo O [ o A 5 31 - /’&
\Q\ 05:00 pm <V N e / {
06:00 pm \ / v’ - )
07:00 pm -~ \
Total Intake : ‘ Total Output: ) — M —
08:00 pm iy
09:00pm | | U‘%;jgo 1. — | A
Y]Q’ 10:00 pm l ~ _\“/ W . | N\
\g\? 11:00pm | < o — | ¥ |
1200 am \ o
01:00 am
Total Intake :~|q Total Output: 9 — ™M ——
02:00 am \
03:00 am . \ N
0400am | A S T - 0|
\‘;})ﬁh& 0500am | - N o o
06:00am| J
07:00am|

Total Intake : b

Total Output :

W) e M=

Total 24 hrs. Intake

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

Total 24 hrs. Output
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It takes a lot to treat the little.

[ FLUID CHART )

115 6] [0

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.
SO R T AT sk

Thrombo-

NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis I\?:J%gé

Mouth | 1V N.G 1

W

08:00 am 7 /
09:00 am . AN s B
10:00 am P\T o \ il
11:00 am ! A /N ]
12:00 pm wo| / |
01:00 pm / -
Total Intake : Total Output :
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 Qutput :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00am
Total Intake : Total Output :

Date Time of Fluid

/?/;/{,(_

Total 24 hrs. Intake Total 24 hrs. Output
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It takes a lot to treat the little. Your Right to a Safe Delivery

Date: ALV

Ohmidy Yevitudy

- mantoved. Ak Uihd;.

©» F! Mainta?n Airway and Oxygenation ['1 Relieve Pain & Discomfort [JJ Maintain Fluid Balance ] Improve Activity Tolerance ['1 Maintain Good Nutritional Status [ Maintain Skin Integrity
[-{{ S Maintain Personal Hygiene (1 Prevent Infection ] Meet Elimination Needs 1 Ensure Safety (1 Early Ambulation Reduce Anxiety [ Patient & Family Education
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Dr. SWAPNA gAML ") Rainbow . _
T Chidrer's | BirthRIght
CHECKLIST FOR THROMBOPHLEBITIS e drtrie bl o T ol
)
DAY-1 . bav2 |16 ]3-Dpav-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE " [ E [ N | W) E [/N)| M | E | @ Remarks
1| IV site appears healthy %ﬂn:m 22.‘32'32“’3’ 0 @|0|o |, |o|o|®
One of the following signs is
evident : Possibly first signs of phlebitis
2 | *glight pain near the IV Site / / Observe cannula 1 A — N N | @ o l[{
* Slight redness near IV Site ~
Two of the following Signs -
3 | are evident: Ezgﬁestg;]:n?[fmphlebms/ 2 NA| — OA O |y M{
Pain at IV site Redness ANO
All. of the following Signs are Medium stage of phiebitis / 7
; g\:i(rile;; . | Resite Cannula Consider 3 N Q* — " D My <4
Redness around Site Swelling Treatment AR
All of the following Signs are Advanced stage of phlebitis or
evident and Extensive : I
5 Pain along Path of cannula gw s;aréof thrlorgbophéebltls/ 4 m i} - @ - 7!,/4\
Redness around Site Te Stl ¢ ‘t’“"“ aonsider ap e
Swelling palpable Venous cord redimern A
All of the following Signs are —
evident and Extensive : Pain fh?;?gggh?;?)?t?so; o
6 along Path of cannula Redness I . 5
around Site Swelling palpable léutjateltreannent Re site N NA Na Vo %
Venous cordpyrexia it
Signature of the Nurse @ () ‘ S
l@ 9\} @(”

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 p

Signature of Ward In Charge :
Signature : ................ @4

Signature of Shift In Charge :
Signature : ...........«

Pann Ma - DPH /ERM / CLINICAL /137

onal fo detect post infusion phiebitis.
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ANH-00009608 1P28-D0006843 . ‘f//é;-_ .
D117 drs DEEPT DAGA Rainbow ® .
”‘”::LMGQI:J"’ Children’s .Blrtthght
H T
||IIII|IIlll||III||I|IiI|II\IIIIII CHECKLIST FOR THROMBOPHLEBITIS Hospital | (e meon o
13- { 2- DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E E M E N Remarks
. No signs of phlebitis /
|
1 V site appears heaﬂhy Dbsarva cannila 0 o
One of the following signs is
2 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula D
* Slight redness near IV Site
Two OT the followmg Signs Early stage of phlebitis /
3 are evident: . Resita Cannla 2 o
Pain at IV site Redness
Q\Irlit?::r:? e i il A Medium stage of phlebitis /
Redness around Site Swelling Treatment
All of the following Signs are s
ittt | B e o
5 Pain along Path of cannula . gl 4
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of D
6 | along Path of cannula Redriess | thrombophlebitis / 5
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Gannula
Signature of the Nurse @L

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 to detect post infusion phlebitis.

Signature of Shift In Charge :

SIGNALUME & ..o NAME oo

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

Signature of Ward In Charge :

SIGNALUE © oo
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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.
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Rainbow” O kR
HNH-00008508 IP26-000088 In Children’s BirthRight
| Mrs DEEPTI DAGA “ BRAD EN u SCALE Hospital . 8Y RAINBOW HOSPITALS
g'r-ar-ﬂn 20Y0mM8D ) 1t tokes ot 1o trest the e YourRight 1o a Safe Delivery
r. SWAPNA SAMUDRALA _ . T i Y
mu”m”" Date : au}mm O [7] /o
_ Il e |Gl Che] b | 2
mobile: 2. Very limited: 3. Slightly limited: 4. No limitations: h S )
Mobility DuEs 1utnane VN 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. \_{ w
without assistance. to completely turn self independently. independently. X Y
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; \ /
P Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently: )
‘Activity The degree 1. Bedfast : ; i i i i Walk: ide th 1 twi
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without alks outside the room at least twice a

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.

Sensory Perception

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.

e

=

Moisture Degree 1. Constantly molet: 2 Vory molst: . 3. Occaslonally moist: - 4. Rarely moist: .
R, Skin is kgpt lmoist almost ponstantly Skin is often, but not always, moist. §km is occasionally moist, requiring Skin is usa_JaIIy dry, routlpe diaper _
skin is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
o molsture Dampness is detected every time 8 hours. every 24 hours. {,, L{ \_7
patient is moved or turned. T
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.”

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 poorly.

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

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 mare
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

=

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

Tissue Perfusion &
Oxygenation

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 : 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
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Support Surfaces
Risk Score CGategory Action (Pleasa Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regﬁ:ar Turning Schedule _ -
‘ Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels @el pads for high-risk areas
Use pressure redistribution surfaces Alernating pressure mattiass overl
Manage moisture, friction and shear NG pressUire Mallress overiay
. 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 A
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges , .
Alternating pressure matiress overlay
Follow the same protocol as for “Modarate 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 overlay
Use same protocol as for “High Risk” Patients High-density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Tt takes 3 ot 0 trest the Rttie Your Right to a Safe Delivery

[
Date: 1€/ 1y

n1-n1 \&\\\\\\“ 1§7) \6[E [
\\\\\m\\ HiSal A Re
\\ sy immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
wues 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. L” (1
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; !
i Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : i & i i Walks outside the room at least twice a
of physical activity’ Confined o bed non-existent. Cannot bear own weight very short distances, with or without alks outsl e room at least twice

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.

3

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.

{f
? |4 |
Y

Moisture Degree s Cnnstantly moist: Z.VGI.T moist: ) 3. Oepasiouai]y moist: _ B 4, Bafaly moist: o
to which Skin is kgpt .mmst glmost ponstantly Skin is often, but not always, moist. Skln is occasionally moist, requiring Skin is usgalty dry, ruutu_'-e diaper 7
skin is exposed by perspiration, urine, dralnage, efc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing k,
t0:molshire Dampness is detected every time 8 hours. every 24 hours. fg S
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 . u
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good positionj  during move. Maintains good position '} —5
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/d|
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

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.

\~v
O
C

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
“t8 attered mobility, consider occupation therapy referral for advice
Red sar Turning Schedule _ .
' - Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisturs, friction and shear op y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
s Use the Same Protocol as for “At Risk” Patients e
13-14 Moderate Risk Ge! 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 “Moderale 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 foamn mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severa pain or with additional risk factors.

Alternating pressure mattress overlay
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LN PAIN ASSESSMENT FORM et | Wi
+ o o j R Modifying | Patient/ Family , .
Date Time (0/10) Location Duration Acuity Character Eactors Educated 'Intervemmn Sign
(J Continuous | [ Acute (] Sharp [ Dull L Increasing | [ Yes .
'\ (.I } 9. ”p m WA (] Intermittent | () Chronic [} Aching [ Burning | [ Decreasing | [ No A g/\
1 Continuous | [ Acute ] Sharp [ Dull [ Increasing L] Yes Al A
|\ } 9, 2hm| o N~ | O Intermittent | [ Chronic (1 Aching [ Burning | (] Decreasing | ] No o @
Lﬂ an) [] Continuous | [ Acute ] Sharp (] Dull L] Increasing [ Yes N 49—
] Q} 7 g NP [J Intermittent | [ Chronic () Aching [ Burning | (] Decreasing | [ No o @
[1 Continuous | [ Acute (1 Sharp [ Dull [ Increasing [ Yes N J—
] Q)a— 8‘9‘3”’) @& N () Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | 1 No Q
- [ Continuous | [ Acute ] Sharp [ Dull 1 Increasing O Yes
= » o 4
\S\A (P & } Lo | N [ Intermittent | ) Chronic (] Aching [ Burning | (] Decreasing | [ No AT B
] Continuous | [ Acute 1 Sharp (] Dull [ Increasing (J Yes
'\S‘lq, Q M O ﬂ A, [ Intermittent | [J Chronic ] Aching [ Burning | [ Decreasing | [ No AL J;’ -
[ Continuous | [ Acute ] Sharp ] Dull [] Increasing L1 Yes
l‘fl 9 o JA [ Intermittent | CJ Chronic 1 Aching [] Burning | [ Decreasing | [ No KT, QA
[J Continuous | [ Acute ] Sharp 1 Dull [! Increasing [ Yes ol
L8 Y ’9’ 3}),1,1 0 lte I\P— ] Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No o, @/ﬁ
}9’ /' () Continuous | &~ Acute [7] Sharp LByt [ Increasing | = Yes /\Q—
b |6~ oflle | M~ L ,D—Imerrﬁﬁtent () Chronic | (1 Aching ] Burning | [:-Decreasing | [ No f S~
| _ _
U Contlnuuus [ ] Acute ] Sharp [ Dull 1 Increasing L] Yes
( 094 0 . . W
¢ /r—( { '94' /L‘) U‘\ o ntermittent | [ Chronic (] Aching (1 Burning | [J 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
c) Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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Numerical Pain Scale (Obstetrlc and Gynecology)
{ 1 ! 1 | 1 1

ot

PAIN ASSESSMENT TOOLS

No Hurt

i ] 1 1 1 1 I
2 k| 4 5 6 7 8

Wong - Baker (Pediatrics) Above 7 Years

Hurts Littia Bit Hurts Little More Even Mora Hurts Whole Lot

Worst
Posslble Paln

COD®®®

Hurts Worst

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

J SCORMG
CATEGORY
0 1 1 2
) Occasional Grimace or Frown, quuém to constant frown,
Face No Particular expression or smile withdraw, Disorlented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
‘| Laying quietly normal position, Squirming shifting back and .
Activity moves gaslly forth; tense Arched, right, or Jaridng
Moans or whimpers oceasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint ' frequent complaints
- Reassured by accasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficut to consala or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (uptp 1 Month)
Assessment Sedation Nermal Pain / Apitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not Irmitable or erylng at I:ligh-pitche’d or silent-
Imitabiilty stimall minimally with painful | irmitable intervals consofable | continugus cry
stimull Inconsolable
Behavior Stale Nr_:_ arousaltoany | Arouses minimally to | Appropriate for Restless, squirming |.Arching, Kcking constantly awake
stimuli stimull geslational age Awakens frequently | or
No spontanequs Little spontanegus Arouses minimally / no movement
movement movement {not sedated) o
Faclal Mouth Is lax Minimal expression | Relaxed Appropriate | Any pafn expression | Any pain expression
Expression No expression with stmul fntermittent continual
Extcemities | No grasp refiex Weak grasp reflex | Relaxed hands and | Intermittent Contintal clenched
Tone Flaceid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Bodyisnottense | Body s tense
Vital Signs HR | No variabilty with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RA, B8R 820, | sumuli variability from normal for from baseline baseling, Sa0, lessthanor 7
Hypoventilation or | baseline with stimuli | pestational age a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of syne or
Tecovery fighting ventilator

——/
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_ PAIN ASSESSMENT FORM

Rainbow® . .
Children's | @ BirthRight
Hospital . ﬂE_AINBDW HOSPITALS
It takes a ot to treat the Mie, Your Right to a Safe Delivery

. Pain’Stofe ; Y : Modifying | Patient / Family . i
Date Time (0/10) Location Duration Acuity Character Eactors Educated _Intervemmn Sign
] [ Continuous | 5 Acute ] Sharp (1 Dull [ Increasing | [ Yes .

\(O\Q'\ZQ’ 2?”? 0 !D NA [ Intermittent | I Chronic ] Aching [ Burning | [ Decreasing | [ No L : ek
[ Continuous | [ Acute 1 Sharp (1 Dull (] Increasing O] Yes N

[Q'Mw L0fm ollo oo | O1 Intermittent | CJ Chronic [ Aching [ Burning | [] Decreasing | 1 No ) ;)
[ Continuous | [ Acute 1 Sharp [ Dull [] Increasing (] Yes

l)l 3[1(, IQ")R QI o ”Lé} [ Intermittent | [ Chronic [ Aching [ Burning | [J Decreasing | [ No aa @37
] Continuous | [] Acute (1 Sharp [ Dull [ Increasing O Yes
[] Intermittent | [ Chronic (1 Aching [ Burning | [ Decreasing{ [ No
(] Continuous | [J Acute ] Sharp ] Dull 1 Increasing [ Yes
[ Intermittent | (I Chronic (1 Aching [ Burning | ] Decreasing | [ No
[] Continuous | [ Acute (] Sharp [ Dull ] Increasing 1 Yes
[] Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No
[ Continuous | [ Acute (1 Sharp [ Dull [ Increasing [ Yes
[] Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | [ No
] Continuous | [ Acute (] Sharp [ Dull [1 Increasing [l Yes
] Intermittent | [ Chronic (1 Aching [ Burning | [J Decreasing | [ No
] Continuous | [ Acute [ Sharp (1 Dull [ Increasing O Yes
(] Intermittent | [ Chronic (1 Aching ] Burning | [ Decreasing | [ No
(1 Continuous | [ Acute (] Sharp [ Dull [ Increasing L] Yes
[] Intermittent | [1 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) At least every 2 hours for the first 24 hours
c) Prier to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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Numerical Paln Scale (Ohstetric and Gynecology)

LI 1 ! | i ] |

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE {1 Month to 7 Years)

@@

~

No Paln

No Hu|1

! | ] I [ 1 1
2 3 L] § § 7 L]

Wong - Baker {Pedlatrics) Above 7 Years

Hurts Lh.tie Bit Hurts Lrttle Mora Even More Hurts Whole Lot

@@@@@@

‘ SCORING
CATEGORY
0 L 1 R ' -2 . :
g . T o S ] i
. ] Occaslonal Grimace or Frown, “Frequent 1o constant frown,  # ]
Facs No Particular expression or smila wittdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relixed Uneasy, restless, mnsi JKicking, or Iegs'bra;vn up
i - {
"I Laying quietly normal position, Squirming shitfing back and .
Activity mgveg guasiisy ’ ft:lrﬂ-.; lenge ? Arched, right, or Jerking
[ Moans or whimpers occasional - Crying steadily, screams of sobs,
tlu Cry No Cry {Awake or asleep) complaint frequent complaints !
pgs!fbof:tpam - Reassured by accasional touching,
i Content, relaxed hugging, or belng tatked to, Ditficult to consol or comfort
Consalability distractible
Neonatal Paln, Agitation and Sedation Scale (uplo 1 Month)
Assessment Sedation Hormal Pain / Agitatlon
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful{ irritable Intervals consolable | continuous cry
stimuli Inconsolabls
H“f‘-" W°'5‘ Behavior State Ng_a:qusa] to any Arousg.s minimaliy to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stirmuti stimuli gestational age Awakens frequently | or ¢
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Faclal Mouth is [ax Minimal expression | Relaxed Appropriate | Any paln expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak graspreflex | Relaxed hands and | {ntermitient Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists ] loes, fists, or finger
fone Normal Tona or finger splay splay
Body isnottense | Body is tense
Vital Signs HR | No variability with | Less than 10% Withinbaseline or | Increase 10-20% | Increase greater than 20% from
RR, BF, §a0, | stimull variability from normal for from baseline baseline, Sa0, less than or .
Hypoventilation or | baseline with stimull | gestational age §a0, 76-85% with | equalto 75% with stmulation -
apnea stitnulation - quick | slow recovery Out of sync or
recavery fighting ventilator

=/
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\\\\\\\l\ll\\\lﬂl\\l\\\l\\\\l\\m\ Morse Fall Risk Assessment Form vt s e

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

) ]
Date / Ti ‘ Bl
Choose Highest Applicable Score from each Category g/ Thris ’ C// f]L ’Sl b ; I Fall Risk Grading
Score Lo | Y6 9 PV‘,

History of Falling Yes 25
(immediately or w/in 3 months) No 0 2 Risk Level MorsTn::g)Score Action
Secondary Diagnosis Yes 15 RA 15 (g
(more than one diagnosis) NO 0 7 Q) (;

Furniture 30 Standard Fall

Low Risk 0-24 :

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

None /Bed Rest /Nurse Assist 0 0
IV / Heparin Lock or Saline :Ies L 20 20 5 Implement

i L £ Moderate Risk |~ 25-50 | Moderao Fal

e - Ierventon
GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /Immobile 0 (2] 0 implement High

Forgets limitations 15 A Risk Fall
Mental Status .g = High Rlsk i Prevention

Oriented to own ability 0 2 (it
Total Morse Fall Scale Score: = .

g;ft}’.’ 5 38
Signature % D Q/)

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

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

o

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

[ Assist and/or supervise ambulation. Reinforce to always cail 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 .

Hos

pital .

It takes a lot to treat the little.

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

i

Choose Highest Applicable Score from each Category Udei e 1y T,/ o WG ! ;L Fall Risk Grading
Score nd Wy < 2
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morst:hl;:g)Scure Kelion
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0 aT ©
IV / Heparin Lock or Saline :es 200 20 28 2D Implement
I . = 20 Moderate Risk 25-50 mggg;?itg:a"
mpaire
. Int .
GAIT / Transferring Weak (uses touch for balance) 10 i
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitati o Risk Fall
Oriented to own ability 0 Iitsfvation
Total Morse Fall Scale Score: - Ay 20
Signature @_/ E @\ :

Tick (¥') whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
(] Ensure patients use their prescribed eye glasses if any, in the hospital
[L] Use chairs with arm rests

| s

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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Or. SWAPNA SARUSEALA Children’s & Blrtthght
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URINARY CATHETER BUNDLE CHECK LIST R S <l
Date of Insertion: ............. \ fpr 12'6 ........... l Dage of Removai ...............................
i d‘ _(\f;l
Parameters Date Shift Time ch v 1() )§ [ \ ’M\
Need for the Catheter LYes [INo (E-YEf ONo | OYes O No CYes [INo | [1Yes [INo | [1Yes [ONo | ClYes [No
Hand Hygiene 9\(33 [TNo es DNo [2¥es [INo | CJYes CINo rlYesh CINo | [lYes [JNo | [CJYes [INo
[+
Usage of Sterile Equipment [INo |_=Yes [1No § /E’?ﬁs [ONo | COYes [} J‘\‘ b’i{xs T)NO CJYes [INo | [lYes [INo
U AY
Is the Collection bag below the level of bladder /B%s [INo PA@S CINo % [ONo | ClYes [INo [1Yes CINo | [JYes [INo 1Yes [INo
A
Check the Tube for Obstruction (Free of Kinking) /B‘(es [INo })—Ves CONo | C¥es [INo | [CJYes [INo hJYeS [1No ADY CINo | CIYes [INo
7 [, 3 o 4 — ,
Is Catheter dated as policy [es CNo | [¥es CNo | ()¥eS' [INo | CYes [INo M 1Yes [INo | [1Yes [INo
Collecting bag is been emptied regularly? [#Yes [ONo | #Yes [ONo | Cl¥es [INo | CJYes [INo |[,[IYes [; Yes [1No Yes [1No
17 o jyives v T
Maintenance of closed system for the catheter J/ﬂ%s CINo | [+Yes [INo yes ['No —|Ye\ @”lN(L M IT\U [1Yes [INo | [IYes [INo
: </ =
Dressing clean and dry? /ﬁ'ﬁs [JNo | L*Yes [INo DYes JNo | TIlYes CINo Yes INo | [IYes [INo | [1Yes [INo
Is the line removed as Policy? WNO _#Yes [INo /H’fés CINo | ClYes [INo (J; I'Yed LENQ ﬁgﬁe‘sv.; No | [IYes CINo
= =«
Performance of Perineal Care 2Yes Mo | = Yes [1No /r‘fés TINo | ClYes [INo Y [lYes [INo f [1Yes [INo | [JYes [INo
Onset of New Fever DYes}LNe/ LIYes pN( )ﬁ%{% /Q’NO/ CYes CINo | CIYes CINo | CYes CINo | ClYes [INo
Asses for the leakage at the site of insertion <TIYes [INo | ~Yes [INo | Li¥es CINo | ClYes CINo | CiYes [INo | ClYes [INo | CiYes | 'No
Name of the N : |
s oY \Suinhbo | Hous

Signature of the Nurse ¥ I b :
aﬁ/\ (@/

Docu. No. : RCH /FRM / CLINICAL / 114
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Rainbow®
Children’s
Hospital

It takes a ot to treat the Iittle.

NURSING SHIFT HAND OVER FORM - WARD

BY RAINBOW HOSPITALS

‘Blrtthght

Your Right to a Safe Delivery

‘ Treating DOCION: ..ocveviecicieeceree e Department: ........ccocvveveniniieiniens Date of Admission:/.;.\}é.\.%.l?f%
Z | Diagnosis: ' Any Infection: [JYes ENG/D Not Known
= If YBS SPECITY: vovecveeeeieeeeeeee e
-

LY L \ E;
[ 3 V.
2 | A RO 2 X )2
2 Shift Time ¢ Bl vl el \3) A &
¥ | Medical Condition
= | (Any special condition to be noted):
P AL N2 G- Q%’ NS
Allergy: O Yes #ZTNo | D Yes T No [ O Yes, & No | O Yes O Ner| 0 Yes CNo | O Yes o
Tubes/Drains/Catheter: O Yes C#No |0 Yes 0JNo | O Yes 00 | O Yes L-NG | O Yegé)lo o Yee;ﬂ No
. ' - : P '
Vital Signs: Temp: | A | QX ‘Q( 3 F A5y [N 51 ¢ a_?)i))"
& Res: | 40 20| 9blm | gopu jﬁh fLQk*h
: S0: | oot [AR | - | aqu | @g. |99
2 Puse: | 87  |adW | 37 & X1l
2 BP: | 11011 WO 1€ S | wappn | ez (U030
Fall Risk Score: = — -~ h e —_
Pain Score: - s - A = -
Safety Needs: ,\’)ﬁ \]Ug A\ P LA T YOX
i Oy g — [
o Physiotherapy | Yes C1No | Yes [3NG [ O Yes Mo | Yes ;:t/No.—ErYes YW O Yes gAfo
g Others Specify: | ) /- - WA et — —
E Special Diet: |CYes CNo| 0 Yes CINeC) Yes (Ko |0 Yes C No77Ves CNo | Yes Ko
§ Other Special Orders / Medications: )
(S 4 2=
I N O YAt N2 —
Post Operative Procedure Special Orders: —
P g l’J A L N PS NAC '/:.
Handed Over By Name : G\
4 LM C{V}”S gi”% VN r éZjJEX :$UAn¢4q,
St il RYVTY 0
Signature : \ T8V Q2N Y Qo / Qu
Date: 167D [ sbU® i ﬁvﬂ (&
. : . 7 - 15 q— l\ = v }
Time: ghon | 2V | 8ppr | ap [ N %Jm
P\¢ ;
Taken Over By Name : /W:‘” S OMG I ' %
Su ‘ 44;&,’3“(‘3\&* S TN
Signature : & %% s | @ (S W
Date: W e [ % (T [Jr({, \ [E’R' 18/ /22
Time: A ape | A, . POV | g
Docu. No. : RCH/FRM / CLINICAL / 097 ' o S~ v W
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Rainbow"® i .
Children's | & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes 3 lot to freat the littie. Your Right to a Safe Delivery

wur{SING SHIFT HAND OVER FORM - WARD

Treating DOCIOr: ....cvovceeee e DERRIUNONL . ocoovvivsiiismemsinsmusainsse Date of AAMISSION: .........co..ccovvccerrees
s Diagnosis: Any Infection: T1Yes CINo [ Not Known
g If YES SPBCITY: ..o
=
w

&
2 | Area \%1\ 25
> Ln lj
% Shift Time ! . : e
% | Medical Condition
= | (Any special condition to be noted):
N WWA
Allergy: O Yes TTNo |0 Yes &0 | O Yes OO No | Yes CINo |21 Yes (ONo | Yes £ No
Tubes/Drains/Catheter: ) Yes #TNO | Yes CTNo | Yes T No [ Yes C1No | Yes 01 No | Yes I No
Vital Signs: Temp: |@%- %€ | og L
- Res: | 204m | 94)
E Sp0;: | 497, losl
& Pulse: | &2bm | S thla
2 BP: )18 1> \l0]a/
Fall Risk Score: == -
Pain Score: T T
Safety Needs: s N .
» Physiotherapy |C Yes =No | Yes =No | Yes CJNo |C1Yes CJNo [ Yes CINo | Yes TINo
g -~
E Others Specify: —— =
=
2 Special Diet; | Yes TTNo |1 Yes =No (O Yes O No | C1Yes CINo | Yes C1No | O Yes O No
E
§ Other Special Orders / Medications:
o = =
Post Operative Procedure Special Orders: -~
Handed Over By Name : \
VY g
Signature : [N -
Date: [HH28 [[X/a fZ/L
Time: &N 7, fm’ ,
Taken Over By Name : .
Y Mol
Signature : @,
Date: Q2 a (24
Time: Hh

Docu. No. : RCH /FRM / CLINICAL / 097
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s | BirthRight
PATIENT TRANSFER FORM Hos . e
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00008508 IP26-00006843
Mrs DEEPTI DAGA
it N ERRE: P e qom
T T T gkt o Taee
v Navetno, obs
From UnitT To Unit Information to Attendant
Yes| | No| |

Number of Sheets in Clinical File

\

Xy

Number of Imaging Films

WY

7
Mbelungings including

clinical documents. If any handed

over to attendant
Yes No| |

If yes, what ?
o Medications / Consumables / Surgicals / Hand over
Sl.No. [tem Name Quantity
2
3.
4.
5

Shifting Summary / Notes Written by Doctor :

Yes| | No| |

Name & Signature of Person who is Transferring

ST NMa un b,

0y -

Name of Person Ordered Transfer

Neuve eNa .

Patient & Clinical Records Received by :

R

Date & Time of Patient Received :

(o Q‘-Lb\:‘

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

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

~ [ ] Available Bed not ready
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GAESAHREAN SECTION OPERATIVE NOTES

Surgeon’s Name; ~d=>v Su-sca:»m Samual rela Date of Delivery: 1 ST 2

Assistant Surgeon: ~2 Moy lea Time of Delivery: o' 3) o

Anaesthetist's Name: /2~ v Gender of Baby: Mol e

Type of Anaesthesia: kgpvn‘al. Weight of Baby: 3 3}ouj

Neonatologist: - ’V"‘f“"ﬁ AGPAR Score: 8§ 5

Scrub Nurse:  ~Sanel ““j‘- / P NICU Admission: (IYes [ No

Pre-Operative Diagnosis:  F /&9* 3 el / ——-H)j pﬂejﬂwﬁ;‘

"I Elective -~ Emergency Indication; .......... NP OL e,
Urgency

I Immediate Threat to life of woman or fetus

1 Maternal or fetal compromise not immediately life threatening

+”'No maternal or fetal compromise but needs early delivery

[ Delivery timed to suit woman and staff

CTG Description(?. ........... Y27 TS S 1Y

If there was a delay GIVE the TBASONS: .........cviveiiiiiiiiiiiiit ettt eb s ss bbb st s s

Surgical Procedure: c -
= mw‘/jwv.? v

Post Operative Diagnosis: fon-o

Peri-Operative Complications: —-

Amount of Blood Loss: a7 Q¢ Blood Transfused (in ML):  ——

Name and Number of Surgical Specimen sent for examination:

Docu. No. RCH / FRM / CLINICAL / 155 (PTO)




Examination Findings when Appropriate:

Presentation: Ewt{phalic (] Breech CIOMEE e Cervical Dilatation: ............ ng"* ...................... cm
Sth PaPabIE: ......ooveiiiiieeieec e Fetal POSItION: ......c.ooveeeeeeceececeeee e
Station:»(J-3 [(1-2 [J-1 [0 OJ+1 [O+2 Moulding: CINone (I1+ [l++ [1+++
Caput — O+ O++ O +++ Meconium: CJNone [+ [++ [+++
Bladder Catheterized: [ Yes [0 No Urine: I Clear [ Blood Stained

Skin Incision: = Pfannensteil L] Transverse 1 Midline [ Other .......cooeeeenreeremnrensnneesenseesnes
Uterine Incision: = Tower Segment' 1 Classical (I Inverted T 1 J Incision

Previous Scar: [ Intact LI Thinnedout U1 Ruptured Mo Scar

Incision Through Placenta: [ Yes —7 No - LUS wut fomed

Delivery of head: <= Manual ‘CForceps | N ego o coml amid ned

Liquor: “Clear 1 Meconium: [ Y | T CIBlood [ Offensive ] Not Offensive
Delivery of Placenta: ] Manual OCCT e ‘-ﬁ)mplete 1 Incomplete 1 Piecemeal
COrd APPEAranCe: ........... ;M EL ..o Cord around the neck <¥es [INo [ Ceef
Appearance of placenta: .......... A% ‘m\"‘l ................................................ Cavity explored [JYes [1No

Uterus, tubes and ovaries: 'W-Normal 1 Not Normal Sterilization: [1Yes «INo

Uterine Closure: C1 One Layer /it':ﬁv’vo Layers UL7LN’°" ................... Suture
Peritoneal Closure: [ Pelvic —T Abdominal ~1 None 'U'J:yf—w’ ..... Gy «X. . [=&Suture
Sheath Closure: S AT A Suture
Fat Closure: _~Yes [1No ik 2T e Suture
Skin Closure: _Subcuticular (] Mattress oo msroey] 89 s Suture
Vagineal Evacuated <TYes [ No

Drain: C1Yes TTNO [ REMOVE N oo days 7 Await instructions
Ctheter +TYes L[INo [JRemovein ... e NS days ] Await instructions

Swap & Instruments count correct? ~Yes [ No [ Post-op Antibiotics ~Yes [INo
Intra-Operative Antibiotics Cover: Yes [ No ! Thromboprophylaxis —Yes [INo

POST-ODOrAUVEINOLBS: ..o .sooiummiusissmmssss wisvets s o s saiins (s as N e s v s s e e ey e s e e e e eas b e e s

Doctor Name: FBJ\SW‘ A &-vv\wM Doctor Signature: .................... .l
m

Date & Time: ... S22 @ Yopern .



; D
Surgeon : . ®F Su}afm it | {3 °°::;‘°'m 12600006843

SURG|CAL ' Asst. Surgeon I Patient N w -07-1907 iq ..... Gender_:ﬁ ..... e,

L]
or. ‘W*PNAuuun YomsD (g Rainbow &

naesthetis D‘K ,S o5 0, LEMLSCS.. ﬁgis'g{&"'s E:ﬂatﬁ'sgm
SAFETY CHECKLIST === 0 Sz, iy el | 95

Scrub Nurse : 118 (111

Before Induction of Anaesthesia » » Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time.. 2} /.. TIME OUT Time-.. ).~ 00f11 SIGNOUT  Timer...................
!
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity _A¥es CNo introduced themselves by Name and Rolgc+Yes>CINo The Name of the Procedure Recorded ~ +7¥es CINo
Site Afes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure _#Yes [INo Nurse Verbally Confirm C ; i “BYes O ]
. a ounts are Correct (or Not Applicable) CYes CINo CINA
Consent ¥6s C1No Correct Patient (Check ID Band) M C1No The Specimen is Labelled (including
Site Marked CYes CINo ANA Correct Site ~1Yes CINo patient name) OYes T1No KA
Anaesthesia Safety Check Completed ~ =¥&s [INo Correct Procedure yes CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning ~~Yes 1No Anticipated Critical Events ' Problems to be addressed D¥es LMo LINA
Does Patient have a: Surgeon Reviews:
Known Allergy? C1Yes LANG What are the Critical or Unexpeﬁe{d NM To Surgeon, Anaesthetist and Nurse:
Difficult Ai Aspiration Risk? Steps, Operative Duration, | What are the key concerns fpl’ recovery ) :
L ""‘a""' L Anticipated Blood Loss? € oo _¥es~INo TINA | | and management of this patient? y‘es/u No
Yes, & Equipment / Assistance . .
Available “Yes 1No Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerqs?wn OYes | C1NA
(7ml/kg In Children)? Nursing Team Reviews: .-\3(\%
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned r;w( INo T NA Been Confirmed? are there Equipment
Blood Units Reserved CIY%S CNo OINA | | fssues or any Goncems? Vs CNo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? ¥es CINo CINA
within the last 60 minutes? X6 CNo [1NA Power Supply, Earthing, Power Backup

and functioning of equipment checked. /E‘Tes' CONo

2 3bpM
Signature ©.......coooeeieiiieenns F u%d @ ‘) Signature :

NBITIE %o eeseseese s esesssess s eeee s eeeeseeeesseeeeeees Name . S SN Sl L,

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







PATIENT TRANSFER FORM
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Rainbow® ) .
Children’s (L BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes 3 lot to treat the littie, Your Right to a Safe Delivery

Patient Name & UHID No.

HNH-00008508 1P26-00006843

Mrs DEEPTI DAGA
IITW1IDT 20Y0OMS8D (F)

Date & Time of Admission

hhee

Date & Time of Transfer Order

Shive Hon)

WAPNA SAMUDRALA

T TR Reasonfor Traste
From Unit To Unit Information to Attendant

oV

?YQQQQE

Yes.r  No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

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

- \ Yes| | Nol L—
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1. Q_, @
2. o
3.
4,
9.

Shifting Summary / Notes Written by Doctor :

Yes=T No[

Name & Signature of Person who is Transferring

(S FT’IOQ

Name of

DR tnaxrusha

Person Ordered Transfer

Patient & Clinical Records Received by :

Codadm K

Date & Time of Patient Received :

15(?/(*%/7 KPr

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

[ | Unavailable Bed

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

] Nurse not Available

| Available Bed not ready
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HNH-00009508 1P28-00008843 = -
Mrs DEEPTI DAGA — Rainbow . o
orimr  BYOMED B | Children’s (4 BirthRight
WAPNA SAMUDRALA BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

| Ty GBS TEriRa GYNECOLO&%S“MM

NURSING INITIAL ASSESSMENT FORM
Date of Admission: ........ i L{J:}‘ .........

Baseline Information:

Admission From: L1 ER ] OPD f’i"mssion Desk ] Others, SPECIfY .....ceeveevreeeeceeiveeccee
Primary Language: \‘J/Ielﬂ‘gu _—English // Hindi (] EhOrS, SPBCHY: vussissrsiessrsssverivssssnassvosivive
Doyourequire aninterpreter? [1YeS MO fYBS SPECITY ...o.vvovereecrecieeereceieie ettt e
Source of Information: ~_L-Patient _L—Family L] Others, SPECITY .......cevriiiermnisiniess s sessesssssnssansnsnan
Allergies: [Yes [INo 1 Medications (! Blood Transfusion L1 Food L Other: .....ccooreeremenarsreamnaneseasass
T L s et e A T S L e L e L F e T E e TR T P O
Chief Complaings: ............cooooiiiiicc s Doctor Notified on Admission: [1Yes [INo
.............................................. B 30 T OOROOOROSIRORN 111 1:N | 11:11 101t OO
................................................................................................................... Time Notifled: ciavimanmimnnmmnimmasmasmorsmm
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [] Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

MA N MIA

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

Menstrual History: .........ccooeeeieiceeenne Caesarean Section: ] ] Yes Contraceptives: /l_,No [ Yes
Q u..:(.O\Q___ ........... Cervical Cerclage: _~TNo [ Yes Vaginal Discharge: ;szO [ Yes

Onset of Menarche: ............cccoveveeiveerennns Ectopic Pregnancy: y,ma [] Yes Post-Coital Bleeding: Ao [ Yes

Menstrual Cycle: ?fﬁgular ] Irregular | Myomectomy: Qﬁ) O Yes Infertility: W [ Yes

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

Obstetric History: G ................ L | S | - e

ProVIOUE LEES: . ..c.i.ovivvmviomismsisminssvmssiasssassasssstiassrsmsvassisisnisues

Current Medication:  [=one (] Yes, If Yes, Fill the reconciliation form

Family History: ] Ne-Atriormalities Detected
[] Heart Disease [ Hypertension L] Diabetes [] Stroke [ Seizures [ Kidney disease

L1 Liver disease LHEMNEE v rerevanios s baissesmohisaesabing Frhnsh Koo A v e T v an e e an S5 L Eh S5 A RS A SR AR AR S e ]
Vital Signs / Measurements: Temp: ... 9. 7. HR: & ... RR: .20, ..
sp: W12 Weight: ............... Height: .............. T E—
Pain Assessment: Pain: [ Yes L}Nn/ (If Yes, complete the Pain Assessment / Reassessment Form) *

Docu. No. : RCH /FRM / CLINICAL / 151 (PTO)




HNH-00008508 |P26-00006843

Mrs DEEPTI DAGA

n'r nrm'r vouan F

"iiiiidgm -

PHYSICAL ASSESSMENT

General Appearance: (Q*Ffealthy CTill looking ] Anxious [ Agitated T Others: ..oveeeeieeeeeveeeeeeeeen

Fall Assessment: [ ] Yes [ N0~ Score o (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [Yes Ao Score......(D...... (complete the Braden Q Sheet)

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

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [ )-No Abnormality Detected
] Overweight [! Poor Appetite > 3 Days L] Needs Therapeutic Diet.
[1Under Weight L] Diabetes Mellitus [J Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

JACalm & Cooperative Ll Restless [ Depressed [ Agitated L Confused

L O S S SOOI
Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [1Single Ejﬂarried [IDivorced []Widow
2. Special Habits: Smoker: [ Yes DNO/ Alcohol Abuse: []Yes [ No/ Drug Abuse: [1Yes ] yo/ '

SOCIAl HISIOTY: LIVES WIhL... . ouonrermmirsmsmrssmsnsensasnnansnmapensansseassnansansansnsansnssdbssne sisssssssassspsv eaisssssssas finimamese dpoussapushensnatis

Orientation has been given regarding the following aspects:
Call Bell in Reach: [JYes []No Waste Disposal Explained: [IYes [No
Infusion Pump : [1Yes [1No Hand Hygiene Explained: 1 Yes I No [ Others

Above information given 1o ................ Pc«}'w .........................
\ <
Name of Person Orientation was givento: ...00Y.S......D€L.P Hu ...........

Orientation not given REason: ............cccvvvrveerrrncnens NI’& .....................................

Nurse Signature: ................. %-v\ ........................
Nurse Name: ........ccoocoveen. Sﬂ’la&){%b" .......

Date & Time: ...}.4..].2 }f){g@ 1B~




HNH-00008508 1P26-00006843

Mre D!!PTI DAGA ’4//;-
07-07-1007 20Y0M8D (F)
- Rainbow® .
Dr. SWAPNA SAMUDRALA | ” 5
| Children’s @® BirthRight
TR iaspita)
It takes a lot taytreat the litte. \m

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: /Qi}/aég .......... Time of Arrival: ........ 2ng}9m Time Seen by Nurse: ZOFQQQW‘\

1) Level of Consciousness: }}Cﬁscious 1 Semi-Conscious (1 UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
[J Severe Pain / Moderate Pain [ Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy [J Preterm Labor/ Labor
[ Decreased Fetal Movement 1 Spontaneous Rupture of Membrane / Leaking Water PV
[ No Fetal Movement L1 Other RBASON: ...oueissismvisuisssssinivmsseresssisiasssmimmevrmsmsiemivigssmsms
3) Vital Signs: Temperature: . 518 F .. Pulse: '@ o BR.39.. SpO0.: q4s).... BP] ].-Sf.(.'}jWeight: .............
4) Gestational Criteria:
Gravida: G \ P e L g A
LMP: e EDD: oo, GESIAtONALAGE, i i
Uterine Contraction [ Yes )Z’IVO‘ 1 NA | Onset Time Frequency:
Membrane Rupture ClYes | oo | CJNA | Onset Time Fluid Color:
Vaginal bleeding 1 Yes F}Nﬁ CJNA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes B/No I NA Pain Abdomen / Vomiting
Good fetal Movement /Ef{es CINo | o1 NA | [FNospecify:
7
5) Pain Screening: Numerical Pain Scale (NPS)
2 | | | | | | | | | |
| | | | | | | | | I |
0 1 2 3 4 ] 6 7 8 9 10
No Pdin ’ Worst
possible pain
o e e
& DTN st s s an i Days / Weeks/ Months (Strike out which is got applicable)
O 1 = [

®  FIEOUBNOY: « s e e e e s e s e e A s o e S e s e R T B T T B s e e

- Interventions: ....../....

6) Past History:
a) [ S L

By Medigal ...oooianammsnaaati
Docu. No. : RCH /FRM / CLINICAL / 098

(PTO.)




HNH-00009508 1P26-00008843
Mrs DEEPTI DAGA
07-07-1907 2Y0M8D (F) ]

Dr. SWAPNA SAMUDRALA

IIVIllIIIHIIIIIIIIIIIIIIIHIIIIIIIII e

8) Current Medications: [ Prenatal Vitamin  =-None
9) Prenatal Medical History:

/Er‘Nﬁle

[J Chronic Hypertension
[ Gestational Hypertension

1 Diabetes

B T e S ey o

[ Gestational Diabetes
(] Low placenta
[ Others if yes, specify

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
[ Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
[ Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
[ Category lll: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

tegory IV: Less Urgent (Time to Physician: = 60 minutes & Reassessment: Every 30 minutes)
] Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
0TAS (Urgent)
Level 1
(Resuscitative) < 30 minutes
Re-Assessment Every 15 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
A1 ! Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
s pain <37 weeks (>spotting) >37
L weeks
o ; ; Mild hypertension
75 i Hypertension > 160/110 A
Hypertension Selzure activity and) or headache, visual | >140/90 with/without
disturbance, RUQ pain | 2ssociated signs and
i symptoms
. Atypical FHR tracing,
e Abnormal FHR tracing
Fetal Assessment abnormal dopplers
Non-Fetal Movement Diseased fetal movement
Others. 4 u « Acute onsite severe + Major trauma « Abdominal/back pain | + Ongoing assessment | » Anything that does not
; abdominal pain » Shortness of breath greater than expected in |  from out patient clinic seem to pose threat to
« Altered level of + Unplanned and pregnancy ) (for hypertension, blood]  mother or fetus
consciousness unattended birth + Flank pain / hematuria work) - Cervical ripening
« Cord prolapse + Nausea /vomitingand | « Minor trauma (minor | » Out patient placenta
- « Severe respiratory /or diarrhea with MVC/fall) previa protocols
distress ) suspected dehydration | . Nausea/Vomiting and | - Pre-booked visits (ie
« Suspected sepsis for diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
dysuria ,cough, fever, | » Assessment for version
chills) « Rashes

1

Time seen by Doctor:

N
Nurse Signature: .............. ép\/l ..................................

Nurse Name :

i L).}.’&.—;.%...Time:. Q’ Qo

Date: ....|..k



HNH-00009508 1P26-00006843 "z

o wvowso Ralnbow | @ BirthRight
Illllllllllﬂllllllllllllllllllllllll Hospital _ | Wz

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
/0 aYes [1 b. No

2. TN, RBASOM ..ottt ettt e e e e e ea e et e e e e e et e em e ess e e e s s s et en e et eeseessenseeseeeeseeseeseeseesserseneesaseean

3. Nipple condition:
.,f;."\ /ﬁ( a. Nipple well formed
0 b. Flat nipple
] c. Inverted nipple
[J d. Short nipple

4.  Milk flow:
1 _a-Good
b. Drops of colostrums
¢. Dry

5. Steps for Positioning and attachment;
[] a. Baby goes to the breast
(] b. Mother always sits with a back support
_ [0 c. Ear-shoulder-hip should be in a straight line
(1 d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCHBH /FRM / CLINICAL / 080 P.T.0




6. Was the position explained:
0 aYes
J  b.No

7. For Caesarian mothers:
OO0 a. Mother is required sit and feed from the 4th feed
[0 b. Please explain football hold

8. NICU admission: p)O
[J  a. Mother needs to stimulate her breast for 2 min every 2 hours

9. AdCIIONM ROWS) coummiiimmmmismemsmsspiy RS A T A e AR e i
Continuity of Care: Date: 'Sh‘
D ASSess Y. P{‘ Cond ™ Lr'an
D Wkl v, checkad Z e W rdo
2 TlechastX  Moxntaded
> oNd hewdy Dpe  given

Handover given by gﬁ/"‘iﬂ\% ................ Handover taken DY .........cccccorercciccresseee s
SIgNALUre ....c.ceeveeeeeecreececenn C}O/‘/‘ ............................ SIGNAIUIE ..o e

Date & Time: ..... ‘. ?l:}l‘lg ...... @8?{\0 ............... Date & TIMB: oot cee e e e
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Rainbo
e oiTdrans { BirthRight
INFORMED CONSENT FOR VAGINAL BIRTH Hospiad .3Lf2$f§if?fi§lﬁi
Patient Name : ........... MYS Deepph. Deaga UHDNo: .. HNH-00002£0 %
Gender: [1Male [ _Female 1T - \u‘ ?lu’ ........ TS omommisssmisrion

I hereby authorized the performance of the following procedure:

The Procedure has been explained to me in general terms and | understand that:
The indication requiring the procedure of vaginal birth is pregnancy.

The purpose of this procedure of vaginal birth pregnancy.

The purpose of this procedure is to deliver the bay vaginally.

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
the rectum) may be performed as part of a vaginal delivery.

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incision under appropriate
anesthesia may be necessary.

In an attempt to deliver the baby either naturally or with the help of instrument i.e. forceps or vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and discomfort, injury to urinary tract,
possible injury to the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor
dysfunction.,

| understand and accept that there are complications, benefits, alternatives including the remote risk of death or serious
disability, which exists for me and my baby.

| am aware that in most cases, vaginal delivery results in a healthy mother and baby; however, | realize that there are no
guarantees.

| voluntarily consent to the procedures described or otherwise referred to herein. | am aware that they will be performed by a
qualified gynecologist.

. S Q,\—, : f,. I{ : @
Consentee.//,b\/ ) /\ Patient Attendant : W
Signature : .L....7o.. : SNARIe s 1isueciinoniasions

Name : Da:pH 60&07 NameQQk)lAR ..................................
Date & Time : .l )26.. L[] Q.f?m .......... Relationship with Patient: .. .G BRAUAL

Date & Time : ...... \\r{\%/( ................. WLt Dp‘“
Witness :

Doctor (who is taking the consent) :
Signature : . V\CA&& ............................ Signature : %
Name : . N MJMNW\LC}‘O\ ........... _ V- DG .

Date & Time :.....}.(4 2["2&6{“09“’\ Date&TlmelLfIq(%@HZ[m

Docu. No. : RCH /FRM / CLINICAL / 028
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Rainbow® . S
Children’s | @ BirthRight
Hospital .w

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

INDUCTION OF LABOR CONSENT

L]
Name: M*S(D&&ﬁ’)h ....... D ....... s SR Age)-g?/\ Gender: Male[] Femald=""
uHpNo: ANH-0000asog . Date: ‘”\ﬂ""
+3
You are scheduled for an induction of laboron........ “"[:P 2(9 .................... (date)at...............‘??.‘.j.l .................... (weeks of gestation).
Thereason orVOUT MOUCHONIS . uimimtn o s o sts B oo b e TS nsionss vas it s ie SRR N Em S NS SR e ot R G TS o

The goal of induction of labor is to achieve vaginal delivery by starting uterine contractions before the spontaneous start of labor.

Induction of labor for a medical indication is done when continuation of pregnancy is considered detrimental to the health of the mother or
fetus. This can be done at any stage of pregnancy irrespective of fetal maturity if there is a valid indication.

Elective induction of labor (scheduled induction without a medical indication) may not be done until you are at least 39 weeks. This is
important so that your newborn does not have complications due to possible prematurity.

The alternative to induction of labor is to wait for labor to start spontaneously.
I have read the information provided and also discussed the process with my doctor.

| understand the risks and benefits of this procedure and wish to proceed.

Patient Attendant:
SIGNAIUTE: ..o SIGNATUIE: .o e
Name: Deﬁ,;ﬂm ..... I Jox0n. ~ Name: QC"‘IQ\A& .............................................
Date & Time: ....... L///?“i,’e botlilofm... Relationship with Patient: &V@U&Q( ............
Date & Time: \\&\‘%’\26\\‘\0?\/\
Doctor: Witness

T e T Signature: MQLO% ...................................
Date & Time: \&QH’L@@H‘ [0 P Date & Time: [(ﬂ.}/q{g@))”g@h

Docu. No. : RCH /FRM / CLINICAL / 173
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CONSENT FORM FOR GENER‘“““:::‘;’;?A vouso ® |i|d;§|?’s .BirthRight"
REGIONAL ANAESTHESIA/ =i spital | {)erumenmiou
MONITORED ANESTHESIA CAF | \\\\\\\\\\\\%\\\\\\\\\\\\\\\\\

PRBIEMAING = ... crersccnsresymmasssrossapmsenssssmesahirssseesmsnermsonsssnmsrsampaiiss asassss Age:........J... Gender : Male O Female{]/

uHp No: .. MNVH 0 UO(]Q—D% ..... Surgeon Name: . DYQQWU/FA/}@ ............ e
Anaesthesiologist : ................... bp‘%lj):' ............................................................................ S —
Operative procedure planned : ........... e emtmmentsenteans] a/{ ........................ %14{/&% ................................................

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.

O Heart disease O Hypertension [ Diabetes mellitus [ Renal failure
O Hepatic disorders O Shock [ Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis

O Incapacitating Cronic Obstructive Pulmonary Disease

ﬁCOmments. JESAT 41 BWCMDW -—/’L}i}/‘/m‘ocfﬂ POPH W

» 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 upon me / my patient

.......... M VS LB ... the above mentioned operation / Diagnostic / Therapeutic procedures
................................................ LN LB e

| authorize and give consent for anaesthesia ( O Regional / CJ General Anesthesia / OO Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

Docu. No.: RCH/FRM/CLINICAL/021 P10




| 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 . A1 Yes O No
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.

Witness : ﬂ /1 /
Signature © . e

Name: ....... D&p%’@o«.ﬁq ..... s ~ Name: Kr\'\»\M\"\
Relationship with Patient: .......... 5 ELP ..... ............. Date & Time : .............).. 77% ........................
Date & Time : }C\/‘M,

Doctor (who is taking the consent) :

Signature : .......coeveee. AM .................................
Name : Q‘(Q‘JMKN .........................

Date & TIMe : .o J}]?(, ............................



Rainbow’ . e
INFORMED CONSENT FOR SURGERY OR ﬁgi;girg'fs ‘sBlrthigh:
SPECIAL PROCEDURE Hospital | | @omiines:
Patient Name : m"bofep‘;ﬁfﬁ Gender: [J Male =rFemale  Age: ... qu ...............
UHIDNO : ... T 777220009508 oo Date : ... [S/H 28 1t....

Instruction:

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

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

......... EmrRCENCH. (owsr, SEGMENT.. SREIRREAN | SEL e ...........

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.

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. |have had a chance 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 Surgery/ Procedure: ............... -.?zf .. 5‘“3“7’ S
Consentee : s Patient Attendant :
Signature : ......... A S T R A ——————
Name : ..o Me... L-K"‘f’""*f”alm 11T \XCo o o STIY NS SOOI
Date & Time : .3/ .26 (G’UPW\ .......... Relationship with Patient: .......... H‘“ﬁ\’ .........................
Date & Time : .| 2] F2€te 2 12w
iwess.; Doctor (who is taking the consent) :
Signature : @ ............................... . . [
0 Signature : ............ T ks e R PRSI SFS bsi
Name : ’ﬁk(«ulﬁ ................................... - 2 Mapanba
- e o Namese B SRR
§ At S \Q[}lé """""""""""" Date & Time : )%wéc ....... 210 e

Docu. No. : RCH /FRM / CLINICAL / 027
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Mrs DEEPTI DAGA 2
Department of Anaesthesiology o f“‘::::*“"? wa o Eﬂ'l?db,%v,:s A BirthRight
PRE-ANAESTHETIC EVALUATI | HHIIIMMIIIIIMIHIIHHlllllll Hospital | .3;;::::;'331335;’;*;:3
Name: ........ S ek pC'l/(r,( AQE: oo 1 UHIDINO : oo

DENS; ssonessimsinssissvisis d'(% [..?7/6,<; .............. Time: ....... j ........ L. Proposed Operation: /ét/l/lxl.% .................. ’ ‘gd

BP/CRT: oo HR: o Weight: (72221 AsA Physical Status: 5
q r{ N 74 3 ‘f.aburatory Data:
’\U\/X\ gb: . LQ‘_?) GIUGOSE: voovvmveeeeeeererereeerrs PTOLBIN: o WEREVE visvssonsssiviabent
POV ... DD D T R ST B e
WBC: .. P 5 Creat oo TOWIBIE e 2D ECHO: oo
Plate: .....0 .. 2.7 N ———— DI BIE saavanmimmins Blood group: OW Stress/Anglo: .................
P civssvssnoninnsiianse KE st iomaisciivnenisiiis LDH: v T3.. Other: .....cccoveeeeercens
PTE it Cat+: o, AlK PhOS: evvceeereeriines L [ S
5 O O AMYIASE: oo 1 [ —— X
n Bl it SGOTISEPT: coicuresmsiniiinis Allergies: N H |O H/
Medical History: CVS: —
RESP : Diabetes :
CNS : > ol
Renal: _—
Hepatic / GE : — Physical Activit: ) ) 2 A\
S U T
Others :

L )
Past Anaesthetic History: ~ H | D zﬂj CWP(.{ a[o W ‘-/fonm'ﬂ N
Physical Exam: Skt U]W AL

o s | \
Airway: MP1@3 4 Mouth Openingﬂ‘(-r/r,u;ﬂ‘Memohymd Distance: /f\) y, Neck: / W Teeth: ( V\))
Lungs : RETAT — o

Heart: A
() CNS: W
Pregnant: ;!’?es [JNo [INA P Venous Access Site : W= Spine Exam for regional :

Anaesthetic Plan: [1MAC /mﬁmn CIGA-ETT ] LMA

Peri-Operative Plan Explained to the Patient: C/VGS/ o1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
/;?Bwphylaxis :
Water / ORS 2 Hours
“NIL ORAL<: Others 6 Hours
3. Informed Consent: O dard O High Risk

4. Post Operative Pain Management: T Discussed with Patient
5. Other Instructions:

Signature: ......... Y% e G Giouuat ks RSO TR SASNTITIORSIRSS musmriasssassusazhnirssesssdnekimsir shosshknnn pn b kA L e O e Sm
Docu. No. : RCH /FRM / CLINICAL / 044
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aﬂomo (F)
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Pre Induction Assessment:

ANAESTHESIA CHART

Rainbow® . —_
Children’s | & BirthRight
Hospi tal . BY RAINBOW HOSPITALS
It takes a fot to treat the littie, Your Right to a Safe Delivery

Change in Patient Condition:

] Yes }/NO/

Fasting Status: @,k

Physical Siallf‘ <T7 Patient Identified /E/C’nsent Present | [—€hart Reviewed
0
H.R: ‘T‘{ M [BP/CAT | ﬁ}ﬁ@ [ SpO,: C{éL/ [RR: | E]m [ LastFeed: >4 Ao
Pre-OP Diagnosis: ?.’.‘-.{l.i‘)/..‘. ............... SRR Operation: ...... Q... L — Date : ’?/7— ........... w
AT Jdnm 4—r~/ =
Surgeon: m—ﬁ ...... '9" ’”’M ....... “ﬁ Anaesthesiologist BV ............ //)f .............. Technician:
TIME ] ] A
N,OJ/AIR/O, LPM " 7
HALO /SO /SEVO
Drugs:
o P , - P /
CAMTUUAN T5VIT U V=g
/ A
ﬂj
Blood Loss ;{,@/7)
wl A 'l
FI0, / 5a0; JGVIICY /0D U -
ETCO, U
ECG A <—1—7
Temperature
Urine Outpt NOTES
2N T~ —
£8
&3
B.P 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Toumiquet on Time
Tourniquet off Time 160
Throat Pack in " V% A
Throat Pack Out 120
100 1
8 A Al
60
40
20
10
0 .
= o
LAB Values
GRES
Others
meent Checked and Temp: Induction Regional:
ctional [] HME ] Fluid Warmer v [] Inhal Extrem _ Specify: .. .
/Fﬁ/am @U L [1 Cling Film [] OH Warmer il 0, CIRSI pinal D Epidural D Caudal
[ Cuff Site: (] Hugger's , [ Gotton Wool [] Others Others: .... .; 6,_[ 4 Vmﬂff
O ARSHE: .. _/q—mﬁgegf ngf e —p Pociion: LML 7
EKG Laad 3 =
= Times: 1 Airw [ Oral [ Nasal Site: ..
Ti
E FTg‘T\dSoE;or Anaes Start: ?’((Pm ETTHE Novoviirisaosing . B avspririmmnnsais O NeedIeSize Sﬂ(} epth
et Moniior OP Start: ... L O Oral CINasal [ Cuff Parasthesia [ Yes GNU
Pulse Cximeter OP End: .. C . l_| Tracheostymy ] Topical Catheter at skin .. .
[ Capnograph Leave OR: ......ccornens ‘Pf'ﬁ (I Drug: .. Drug Name&Conc '/
] Ventilator Anaesthesia: 1 Awake [ Direct Vision Bolus: . -—)L'tffM
[ Nerve Stimulator 0 GA [] Video Laryngogcopy [] Stylette / Bougie Inlusmn
M_, [] Monitored Anaesthesia Care T Fiberoptic Block Level: .
P“‘"'““"""M""'" Wl Blade# .............. Attempts: . Comiments: (ﬂf’ 8’
= Pressure Pointy Checked T L T W
i Line (Size & Location) Trwm’
g C1CVP: . woe | O Bllst =88 2 ey [ Other
g ?rnt [C1ART: .. }f[ L} 1 Semi-Closed Circle Relaxant Reversed Yes [] No -E"NA’/“
L) lepe. e @ A [ Closed Circle .
L‘_J Padding OV, 1 O] Other Name of the Doctor :....... K L0 = 0 e
wake [ — Signature of the DOCLON .7 .. ferr. fovevvesspericenrereinns
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Dr. SWAPNA SAMUDRALA

L

POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU by : ......s

%z
Rainbow® . L.
Children’s (4 BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Time Received : ..... H(FM ............... Time Discharged : .......... CA‘LV

gjg g:g IV COnnba SR s
w 230 230 | [] 0, Mask [CJ Nasal Prongs
% gfg gfg [] Tracheostomy [ T-Piece
@ 200 200 | [ Oral Airway [] Nasal Airway
E 190 190 y =
180 180
8 170 170 | Vomiting : [J Yes IE‘(. Drug: j})j‘ ’eo\\NIW\b,
= . 19 I NgTbe:  [Yes (MG
v 140 140 | prain: [ Yes *ﬁ
" 130 130
120 A 5 Y 120 | Urinary Catheter: /Wes ] No
110 Y 10
7] 100 S 100 | Chest Tube: [J Yes zﬁ'
= b 9| nit oral []Yes NG
o 80 7, 80 :
S YRR MO8 IR, 0 S o
& 50 o \1/ 50 Oral Feeds: ...........ccooo.... 'N]E,{h
o 40 40
v 30 30
20 . 20
1o F Sl 10
0 0
SPO,
MINUTES
Posfm'mﬂ“ﬁmfj's‘n‘oi‘f“"f [T o] LT SCORING INTERPRETATION
i 4 it =2 = : 2
e & e s ZSIEEI:% o o =1 ACTMITY | ) 92 9_—+ A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION L 4 5 2
Apneic =0 1 2 2~ - Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic | =1 CIRCULATION ?',.. *
BP =+ 50 of P?e Ar:aegg?;{cia;eve =0 > 2"— 2-
Fully awake =2
Arousabl i =1 CONSCIOUSNESS - -
Mnﬂusa euncalnn =1 2‘ 2/ 7,_ 7
Pink =2 9 >
Pale, dusky, blotchy, jaundiced, othe =1 GOLOR LA L
P .t ok e % 2| 2
TOTAL 01 [O \0 ]0
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
%
s | uem | o N A i
19| spm| © DA £
LY
S\ | bem | O A6Y '
4 o
Pain Tool Used: [ NPASS [JFLACC [JWongBaker [INPS Reassessment Frequency:

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

o Db N
e

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
c.  Prior to pain reliving intervention
d.  With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): .

1) S

Date & Time: .

gvcl




Y
Rainbow® ) e
Patient Sticker Children's | @ BirthRight
Hospital ' BY RAINBOW HOSPITALS
It take a kot to treat the Eole, Your Right to a Sale Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD ,
Date: e 111 S Procedure done DY ....cccecceverinvenrerenecessensssenesener e see s s esesssessnsans
CSE /Spinal /Epidural Pasition : ....ccoverennnee SPACE frreeee v Technique (LOR/LOS) .......ccvreunee
Depth: o Catheter at SKin: ....ccoeeeeveevecvernienresennacns AHBMIPES © 1ottt et
Parasthesia : YeS/NO if YBS GRIAIS : ....cveeveeerierieiriiiesieiscsetess st iseseesntesisnetssssntsasssssssssnsessessessessessassasassassessossssssssssassensensen
SOIULION COMPOSIION ; ...vveerereeerereeemreeetsienrrnseerseseevastvaraasrassossrvaraserassssssssssasansssasmsssasmsss etsss sessas semssssnsesenssessassasrsesonsassansasens
Any other issues :
| O erueb et R AR RS R RS E R EREe LA AR AR b b RA SRR R R R AR e R R
D)t e seasares Nerresrersessaar s sa e s s et raR e peE SR TR e R TE SRR sene e nrar e s e nsEeR e R et serees
. Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
£
Delivery Details :  TimMe : coeeeererecrrecens APGAR: ...covnvcirennen SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIBU & «.e.eeeeeeeer e ccstsisnsscs e rar s resses s et s ss sttt st s s s
Patient SAHSTACHON © ...eoveeeeieecr s eererresasre e rase e e sesnes e saos st se s st es e s R e PRS0 RO R BESORE R RS AS TSRS RO RO ROTSE B RSB UAB RO SR AR e R e S an R SRR R0
Discharge /Shifting ordered by .
DOCIOr SIgNATUIE: ..vcceeveirereircnenensnereannennsnrensassassssssmssesssssanens w
DOCIOr NBITIE: ..oveerriinerrerennereerssnrareenearasensessesmessessessessssssssasss

Date 2N TIMI8 [ v sereee s eserses s e s e esas e st s s ne s e snns
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9 §-0000912440 Rainbow: | @ BirthRight
Hospital .mmmsownosmms

1t takey 3 Kt to treat the e, ‘arﬂinhl—luaS;ED:thTr;

NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)
M n P
Patient Name; FHs | ”" LS "J(' Age: J(—!/ ; Gender. Femio~ '
T TR ICAN v - T Ttme 314
Diagnosis: . 4 = - \ / D=0 \
PRESCRIPTION DETAILS (Tick only one of the following)
S.No ~ Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI o Mt of An|’
2. | Morphine Sulphate Inj. 15mg/MI . = o
3. | Remifentanil Hydrochloride Inj. 2MG o0
4. | Remifentanil Hydrochloride inj. “iMG Ty
f A L
“ Doctor Nam Doctor Registration No: G 7’% 2 ﬁ
Signature: ( M m \2’ (/(

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details oBtZ gatlenév%o whom Essential Narcotic Drugs Dlspenfrz} /

T T R Sy s VO — LRI S 1 T e et S A

Aadhaar No. of the Patient (Optional): ..

? I
1. | Name: M A5 I.) t / D Ojfl ; Fiemafks /1
4 1 X -ib "
l=m. | Complete postal address (with contact number, if any) e (Yj FOot | ,\/ gad TJ v d’
3. | Brief description of the illness J'S C 5
4 Whether registered with any other registered medical practioner / T\J 0
" | recognized medical institution ( If yes, details of the recorded) - "
5. | Details of essential Narcotic drug dispensed ,—l NJ . F enJan "f/
Signature / Thumb
Dat Name of the Essential Narcotic Dgugs Quantity | Impression of the patient/ | Remarks, if any
ikt ST e e , i Patient Attender
24 B JNg HMCH'LZ/; Ol O
S a1, (l(r(*‘r g -
Dispensed by (Name & ID NO.): ... gt J ..................... ( ................... SRl e sty s sirions
MRTGTR S ko 0312557 ) A
Recaived By IName UBING I i v i v droninsssonis sibisers dosansdossstamtbeyosaiiinss sesiniloiies Sidnature: LYW o
Tt et e RSN

Docu. No: RCH/FRM/ CLINICAL / 133







%
Rainbow® , ot
f _ ) L4 ¢ 0 Children’s @ BirthRight
; U y v Hospital .avmmmwnosnmLs
Il.dmalxmmd-mb_ Your Right to 3 Sale Delivery
(MEDICAL RECORD)
Patient Name: M, ¢ r .“} ) |) Age: ) g/ Gender: | - . |
4 T
UHIDNoqir-‘,!r'l. i Ty O IP No: ':.‘7 £ Lyl % Dater [ § 9 { Time: [1'7i 4.
Diagnosis: | « ~ © 1. Jeu -T‘f- 07} \'.. . |
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI 6 M { ol An
2. | Morphine Sulphate Inj. 15mg/MI o
3. | Remifentanil Hydrochloride Inj. 2MG "4 ——
4. | Remifentanil Hydrochloride inj. 1MG S - S
') Doctor Name: "-\."",‘-.‘\\"’}Y"‘ ¥ Doctor Registration No: (_ e ]
Signature: [ 7 "\ AL \ :
\ 7
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed
{00006k Yy € tSt-7 Iy [
IP Registration No: ...«.l....0.oooeis Tt 8 oA N ok Date: .12 4..0..0.: L
AndnaarNo. of the Patlent OPUONENE . e sosras s s vaess BoisiemBas s s e bsaes
1
1. | Name: ;\.-1;‘ 5 [): | } I ,) }:, | | Remarks r :
2. | Complete postal address (with contact number, ifény) :";n ¥ I’L- ‘t ;’ 1‘ jCr)u f .\/
i
3. | Brief description of the illness J / ( 5
4 Whether registered with any other registered medical practioner / t\\ 0
" | recognized medical institution ( If yes, details of the recorded) 3
— = I
5. | Details of essential Narcotic drug dispensed { F\)T S hentan U/
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
{ [ Patient Attender
SV | NG Eesdonyf of
/]
Dispensed by (Name & ID No.): ........... gl g i ;,-.....' ..................... Slguatire: gk . of e e e
vmad EUvar ( 0v1279 ) A
Received by (Name & ID No.): J’\’l ...... ”‘“' ...................................... Teieitieinofen.., Signature; = 2 SO

T e R e e | e

Docu. No: RCH/FRM/ CLINICAL / 133
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