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" w:IP et A Your Right to a Safe Delivery

ESTIMATION SLIP
) J/. /)é UHID /TP No.: __JA AH = Np&Lotssine. 1638

Name of Patient : NAyE - Tn fari
Father's / Husband's Name : fin id. C e ,} Lf ;1" )

Address : = Phone : Z il o) 92 ga!“ﬂ)‘!‘

Procedure / Plan : A 'ln J / i/ (
MODE OF PAYMENT : D/SELF D TPA :

TARIFF INFORMATION :

Particulars

Date :

/,3-\4 pC oz Age: ender:__
Corporate / Occupation :

Q 2 !?/ fl/)/(;f)
EDD/Dos: = Lh

GIPSA : OTHER
L SREAL

Package Amounts (Rs.)

Room Category Normal Delivery LSCS
,M*lti Shared Ward
!

Soared Ward

Twin Shared Ward

Private Room

Super Deluxe Room

Suite Room D) ,‘_‘l [,, /d-r; £ }
Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
k tarts from th s
(-Pac asin b . Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission}
Length of Stay for : Length of Stay for :

‘/f ',/t/ /( _(.{ 4 ’ Pharmacy up to Pharmacy up to

Investigations up to Investigations up to
, N
Hithiers b\_)." [’ é’_?\_l,u /f‘»U'}‘ -_/_[- k ?77 2}:
Neonatologist Charges: [ | Covered [_|Not Covered ! Epidural / Entonox : }:] Covered D Not Covered
¢™ial Minimum Deposit : 0 A }1 Lf Vot e '!}'m ¢ o AZ'/ 2780
~neMARKS : Koy

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

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

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

4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment is applicable for which kindly contact the 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 nof payable to us as per [nsurance company norms.

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

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

8. Tariffs are subject to revision

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

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

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

W U-’J"?,hr , /-I e

Si gnan;'e of the Client Signatory Relationship Signature of the financial Counselor
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SURGERY DETAILS

Date : {7?“}26
Patient Name: ../{/75. &‘&Wlf E?Cwlﬁa(ﬂ .............. Date of Birth: S—€.(= 2SS Age: 2. t‘mf

Gender: f’ﬂ%J( ...... Ward : veceeeo Co e UHID No@}H—QOS‘%éCQ?
Date of Surgery: [(C%Z% ............... 10T-1-£70T-2 [JOT-3 []0T-4 [JOBGOT-1 []0BGOQT-2
@ Name of the Surgery i Eleeve  LSCS \l\ ...... QA .................................................................
Time in & ..... 51) M ................. Time Qut -........ }’f; j)ﬂ? .........................
NAME AMOUNT
1. Surgeon §‘5W ..... G
2. Anaesthetist ’_9’ ........... 2o S
3. Assistant Surgeon (Ef ......... M "“L’*‘“*" .........................................................................................
4. OT Technician ... 5‘:”“‘8‘“’7’/%/? ....................................................................................
;? 5. Circulating Nurse N“‘L’"‘L“ ............................................................................................................
6. Assistant Nurse SMS“‘"_’;“—*‘LK;{@JHVM ..................................................
Special Equipment:  [] Laparascopy | Broncoscope [ ] Harmonic | Morcelator
[1 C-ARM | Cystoscopy (] Versa Point "1 Liver Cusa
(! Neuro Cusa I 0 (311 £ U
AN
“ B D S
_J  Signature of the Surgeorrf”‘ Signature of Circulating Nurse
Order No:%. ~EC 0 2. 2 Order by: . &”744%? ................................

Docu. No. : RCH /FRM / GENERAL / 114
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BAH-00576069

Mrs SALONI BANSAL
08-01-1087
Dr. SWAPNA SAMUDRALA

i
Circulating staff NGEO\S(AA‘

1P26-00006702

20Y5M23D (F)

—

—

El 138

CONSUMAB
. Technician : JMGJLQ

S OF OT
Date : '.I:J’J{,Qhé ...............

2z
Rainbow"®
Children’s BII‘tthght
Hospitaj BY RAINBOW HOSPITALS
It takes 2 iot to treat the littie. Your nght to a Safe tnlwery

..................... TG usssins s svssummnnanianss
Anaesthesia Disposables - Qy .| Surgical Dlsposahles — Oty usea | Disposables (Baby Side) L
ET tube Major Pack [ G R i H 2 T Vitk B
LMA Lo __| Sutures 22146 rl%‘v\ h?— "[ - Gord Clamp (')l o
ECG leads(; A7 P/ N £ :3/4) L2 (% 9¢ (1. Suction Catheter
HME filter : A/ P /N ~ | "7 | Feeding Tube
Syringes : 10 cc b 2_// _ Vaccum Suction Set -
05 cc & 24 GiovesS -G 6 ) "Olp¥ Surgical Gloves & ¢4 5}/ oV
02 oo b oo G (81 | aune Pags— ol
01 cc [ == Syringe Tml / 2ml 0 L/
Cautery platg’”AY P /N {o _Surgical blade 5 eg'[ |_-Surgical Blade # 20 m/
Vset NG tube | Koochies (5) A
RL @)\ Cautery pencil (o 2406609 o g5/
NS : 10ml/ 100mI / 500m! / 1000ml ® 1 Koochies YU | = {o/ // f
) ﬁl('}i ]_m /";“\A A 7 '2;)/0&"“"3"‘5
(& vyl 49 _+~Suction Catheter
Fe%anyl ! 41 | Cap, Mask % e X
Morphine GauzePack 7 s xn.5 | |\~
Ketamine Mop Pack oxt
Propofol Steristrip =
Rocuronium Underpad A
Glycopyrolate Draw sheet T
Myopyrolate __{—Abgel 5 1//
Ondansetron 9 1,/] Foleys catheter '
" Pencan 28w/ Spinal Needle 22 ,0/]' //Urobag
Bupwacame 0.25% / ~~Chest Drainage Catheter
Bupwat:am\ro 25%(Heavy) O\ //Hbmodrain bag
Antibiotics " | Bandage
Wm & a 0 1 | JeGaderm
Supposrtorg 't s loban
Anamol : 80mg / 250mg / 170 mg ———Double J Stent <
Supridol : 100mg ; ‘® ] _l-~Vaccum Suction set O\
Justin : 12.5 mg / 25mg / 100rfg 01 f,cp/ astic Bed Sheet H
Tab. Misoprost : 200mg & (5\-Betagine Solution f=p R g
J’lfQ/YC o?mm" /\Lq / CVI./ icroshield :‘ {\//
GowZe YT & /) otion Balls O _L
Latex Gloves | e
Ramdione Scrub ¢ T
Saral
Surgeon naesthesiologist OT Technician

Order No.s<4 - f@C‘CﬁZ@?ﬁ/j 2095/ ...

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

Ordered by :

b7




Rainb%w & Rainbow Childrens Hospital-Himayatnagar
SAdron's sews  Rainbow Chidren's Hospltal, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Coatm quarters road AP State Housing Board Himayatnagar .Hyderabad ,

Telangana, INDIA 500029,

040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

A AR

MRN BAH-00576069 Name Mrs SALONI BANSAL

Ade ! Sox 29Y 5M 23D/ Female Doctor SWAPNA SAMUGRALA

AJ miReg Date/Time GUOTR2026 1214 Payor SELFPAY

Ol'ldur Date 010772026 17.48 Ordernumbder 26-0000209814

Vislt ID 1P26.00006702 Ward/Bed Na 4F -0T I POA-412

Pgtienl Address H.NO: 3-5-575, ROYAL HOME SUMMIT APT., Narayanguda, Hyderabad, INDIA, 500028

!
S.No Descriptlon Generic Nama Dosage Route | Fraq Y Durati 1 | Qty Status

1 PENCAM 27G (B/BRAUN) 1Nos Exiernal / 10 AM 1Days 1Nos| [rspansed
2 MCNOCRYL 3-0 NW 1328 MONCCRYL 1328 1Mo I Onca Dady 1Days 1Hos Desponsed]
3 SURGICAL BLADE 22 SURGICAL BLADE 22 1Nos Exlernal f Cnca Daily 1Days 1Nos D
4 |vCRYY 1-0VP 2326 VICRYL 1-Q VP 2346 1Nos 1 Onca Daily 2 Dayx ZNos[ Dupensed|
5 ;tl:iis;lg SUPPOSITORIES 100 1 Nos Exiemal f Onee Daiy 1Days 1Nos| Dispansed
[:] WMOPS 30X 8PLY §5 X-RAY | MOPS 30X308 PLYDATT |1 Nos I Onca Daily 2Days 2Nos Dspensed
7 VACCUME SUCTION SET 1 Nos Exlernal / Once Daily 1 Days 1Nest  Dspunsed

y 8 ':D%mez SOLUTION 10% 1 Nos Exlamal f Cnce Daily 1Days 2Nes| [uspensed|
9 SGLOVE 4 6.5 (SURGICARE) |SURGICAL GLOVES6.5 |1Nos Exiernal # Once Daily 10ays 4 Mos, Daspensad
10 %SSOSTE%PC%‘E\;:K 1 Nos #Oace Dally 1Days 1Nos}  [Drspensed
n [GEisaspeos  oszezaxrs1zer s, Eremalfomalaly  |108rs T R —
7 ;51:;:31 CHROMIC CATGUT g‘%’gﬁ} gmg;ﬂc 1 Nos 1 Once Dody 10ays 1Nos. Dispensed
12 ONOOKIND INJ 4 MG 2 241 1Nos 1 Once Dalty 100ys 1via Dispensed
14 DSYRINGE 1ML (NIPRO) SYRINGE 1ML 1HNos Extarnal f Onee Daily 1Days 1 Nog! Dapanied
15 [RLsvomecrosen system [FUNGERLACTATE 1 Boitle 1 Once Daiy 1Days 1Bolte| Dapensec
16 DSYRINGE SML{NIPRO) SYRINGE SML 1 Nos External I Once Daiy 1Days 2Nos Duspensed
W ?;;:J'EPREP SOLUTIONS Tmb ! Once Daly 1bays 1Nos| Duspensed
18 |MISOPROST TAB 200MCG 45 1Tans Externgd / Once Daiy 10ays N A tabs| Dispensed
19 YENFLONT-tB G v CANULLA 18 1 Mas Extemnal f Onca Daily 10Days 1 Nos Dhspansed
I Pt 1Mos Extemsl f Onca Daty 10y YMos|  Dispansed
Fa VICRYL 1-D MW 2364 VICRYL 1-0 NW 2364 1Nos 1 Onca Daily 1Days 1Kog Drspansed
22 Encore Microptc gloves-6.5 1Nos 7 Once Daily 1 Days ZNos Disponsea
23 | BIOXAMIC 500 MG INJ 1 Ampule External f Onvoe Dasdy 1 Days 2Ampde|  Dispansed
24 SEE%ES‘EI;\E‘:R:%RG&AL :E,Ef.sLLF‘D PLATED 1Nos Externat I Onca Daly 1Cays 1Nos Enspensad
25 DSYRINGE 10ML (MPRO} SYRINGE 10ML 1 Nes Externat ] Onca Daily 1 DPays ZNas Dispensed
25 [EVATOCIN JOXYTOCIN)INS 1vial Exiematf Oace Daily 10ays 2vis)|  Orponsed
7 COTTON BALLS 2 GM S NOS 1 Nos Extermal f Once Daity 1Days 1Nos Dispansed
2 ﬁ?ﬁ%’;ﬁﬁ;‘" PADCRIG)  JapgeL 1 Nos 1 Onca Daty 100y 1Nos| Dispansed

* This document 15 jus! for reference purpose only. Not to be considored as primary report,

Noto

* This preascription is valld only for specified duration.

* Do not refill modicines.,

Pnnted DalefTime  01/07/2026 17:57 Pnnled By SUNKARI SANGEETHA

SWAPNA SAMUDRALA

Reg No : 69924

Page1 of 1




Rainbhow
Child;en’s
Hospital

MRN

Age/ Sex

Adm/Reg DatefTime
Order Date

Visit ID

Paticnt Address

o
==l

Hatnbow

Rainbow Childrens Hospital-Himayatnagar

Birth ¥, * Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA

quarters road AP State Housing Board Himayatnagar ,Hyderabad ,

Telangana, INDIA ,500029.

040-48873000, info@rainbowhospitals.in

[T

ELECTRONIC MEDICINE PRESCRIPTION

- BAH-00576069

: 29Y5M 23 D/ Female
: 01/07/2026 12:14
: 01/07/2026 17:48

. 1P26-00006702

Name

Doctor

Payor
Ordernumber

Ward/Bad No

¢ Mrs SALONI BANSAL

¢ SWAPNA SAMUDRALA
1 SELFPAY

: 26-0000209813

1 4F -OT/ PDA-412

H.NQ: 3-5-575, ROYAL HOME SUMMIT APT., Narayanguda, Hyderabad, INDIA, 500029

O

S.No Description Genaric Name Dosage Route { Frequency Duration Instruction Qty Status
1 3}’,1’;‘:}’;%'}'5":%’;5”“"5) 1 Nos External / Once Daily 1 Days 10Nos|  Ordered
£ =

2 ?(IJJDE SE?;SUPPOSWOR[ES 1 Nos External / Once Daily 1 Days 1 Nos Crdered

3 £.C.G ELECTRODES (ADULT) |ELECTRODES ADULT 1 Nos External / Once Dafly i Days 3 Nos Grdered

4 EfggT“fé‘SK 3LAYER- FACE MASK 2LAYER |1 Nos External / Once Datly 1 Days 10 Nos Ordered |

5 gﬁ%&fﬁ%s 60X30 1 Nos External / 10 AM 1 Days 1 Nos Ocdered

6 ADULT BIAPERS-XXL 1 Nos External / 10 AM 1 Days 1 Nos Crdered

7 DSYRINGS 2.5ML(NIPRO) SYRINGE 2ML 1 Nos Extemnal / Once Daily 1 Days 1 Nos Ordered

8 zi}‘g\l,lé}fsixﬁ_mh;bégm%N 1 Nos External / Once Daily 1 Days 20 Nos Crdered
SWAPNA SAMUDRALA

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

Note

* This prescription Is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 01/07/2026 17:57

Printed By : SUNKARI SANGEETHA

Reg No : 69924

Page 1 of1
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- @ Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children’s . ; , . ,
. prfr -+ Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital . .
Qubow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
TR
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-00016290 Name : Baby Of SALONI BANSAL
Age [ Sex OYOMOD2H/Male Doctor : SINDHURA MUNUKUNTLA
A@Reg DatelTime . 01/07/2026 15:56 Payor : SELFPAY
Order Date . 01/07/2026 17:50 Ordernumber  : 26-0000208817
Visit 1D IP26-00006706 Ward/Bed No  : 4F -OT/ CRDL-HNPDA-412-1
Patient Address H.NO: 3-5-575, ROYAL HOME SUMMIT APT., Narayanguda, Hyderabad, INDIA, 500029
S.No Descyiption Geanerle Name Dosage Route / Frequancy Duration Instruction Qty Status
1 Sg‘é)zﬁgﬁﬁi;z PLY(S  JOAZETSXTSAZPLY S 4 Nos External / Once Daily 1 Days 1Mos| Dispensed
2 |sGLovEw S.J(SURGICARE) SURGICAL GLOVES 6.5 |1 Nos External / Once Pally 1 Days ZNos{ Disponsed
3 SURGICAL BLgADE 20 SURGICAL BLADE 20 1 Nos Exiemnal / Once Daily 1 Days 1 Nos Dispensed
4 DSYRINGE 1»}1L {NIPRO) SYRINGE 1ML 1 Nos External / Once Daily 1 Days 1Nos Dispensed
S INJEK INJ 1 l\}\G 0.5 ML 1 Nos 1 Once Daily 1 Days 1 Vial Dispensed
6 ﬁl"rﬁ?’\&’g})ﬁ‘g‘;\ﬁﬁ 1 Nos External /10 AM 1 Days 1Nos| Dispensed
SINDHURA MUNUKUNTLA
Reg No : 66970
* This document is]just for reference purpose only. Not to be considered as primary report.
Note
* This prescription is valid only for specified duration,
* Do not refill medicines.
Prinled DalefTime|. 01/07/2026 17:58 Printed By : SUNKAR] SANGEETHA Page 1 of 1
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Nan:le Mrs SALONI BANSAL UHID BAH-00576069
Father/Guardian Mr SUBHAM BANSAL Age/Gender 29 Y 5 M 23 D/ Female
Address H.NO: 3-5-575, ROYAL HOME SUMMIT APT., Narayanguda, Hyderabad, INDIA, 500029
IP No IP26-00006702 Admission Date 01-07-2026
Ref Doctor Self.

Discharge Date (5.07.2026

DISCHARGE SUMMARY

Consultant:

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)

69924

Diagnosis: G2P1L1 AT 37*® WEEKS WITH PREVIOUS LOWER SEGMENT
CAESAREAN SECTION FOR ELECTIVE LOWER SEGMENT CAESAREAN
SECTION

ELECTIVE LOWER SEGMENT CAESAREAN SECTION DONE ON
01.07.2026

History:
LMP: 01.10.2025 Obstetric formula:G2P1L1
EDD: 16.07.2026 Gestation at admission: 371° weeks

Obstetric History:
G1 - 2024- FT- LSCS (Ind:Maternal request),Female,3kg,A&H
G2 - 2025- Present pregnancy Spontaneous conception.

Medical History: Nil

Family History :Nil

Surgical History: LSCS- 2024
Allergies : Nil

Antenatal Details:

® 18002122 @ www.rainbowhospitals.in




Name + Mrs SALONI BANSAL UHID BAH-00576069
IP No ; {P26-00006702 Admission Date 01-07-2026

Mrs SALONI BANSAL was booked to Rainbow hospital at 8*®weeks of gestation.
She had regular antenatal checkups and investigations as advised. NT scan
normal. FTS low risk. TIFFA normal. Fetal monitoring was done by serial growth

scan, Scan done on 27.06.2026 showed Single live intrauterine fetus at 37+2
weeks with cephalic presentation with EFW: 2650gm (14%) AC:11%with
AFl:10.6cm with placenta- anterior high and with normal Dopplers normal She

was admitted at 371° weeks with previous LSCS for EL.LSCS.

Investigations: Enclosed.
Blood group: "O Positive"

Management: Course in hospital:

She was prepared for elective C- section 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. Antibiotic prophylaxis with Inj. Taxim 1 gm IV 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 600
mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.

*LUS thinned out

*Omentum adherent to anterior left lateral wall of uterus

Delivery Detalils:

Date : 01.07.2026

Time of Delivery :3:01 PM

Type of Delivery : Elective Lower Segment Caesarean Section

2/4
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Hospital BY RAINBOW HOSPITALS

You;?@ht to a Safe Delivery

Name Mrs SALONI BANSAL UHID BAH-00576069
IP No IP26-00006702 Admission Date 01-07-2026
Indication . Previous LSCS
Anaesthesia : Spinal

Baby Details:

Date : 01.07.2026
Time : 3:01PM

o Sex : Male
Weight : 2.88kg
Apgar : 8,9

Gestational Age: 37+6 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
POD 2, Inj FCM 1g was given in view of anemia. On third 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 07.07.2026(9am-9pm) after food.

2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 05.07.2026
(8am-2pm-10pm) after food.

3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 05.07.2026(9am-
3pm-11pm) after food.

4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till
07.07.2026(7am-7pm) before food.

5. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.

6. Tab. Shelcal (Elemental Calcium 500mg, vitamin D3 250 IU) once daily
(2pm) till breast feeding after food.

7. Nebasulf Powder for local application.

Home Blood pressure monitoring to be done twice daily for two weeks.
Report to emergency if BP >140/90mmHg, presence of headache, vomitings,

A NANAKRAMCG U OA
- RARAD (MARH Accredited)  KONDAPU R L ERAGAR o
2 (NA KONDAPUR OUTPATIENT CLINIC d4VF)  SECUNDERABAC - ped. &746 2400 Emergemcy 3 040 - 71 (D) P mergascy 7, 04069313233
JARA HILLS . t HYDERNAGAR (NASH 0 s 1040 - 4246 2200 mergency 3 040 - 4745 2400 *
L it 46 2100
040 - 34468 555, 91009 25516 mergene

040 - 4246 2300

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs SALONI BANSAL UHID BAH-00576069
IP No 1P26-00006702 Admission Date 01-07-2026

blurred vision, reduced urine output, epigastric pain, seizures.

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

Review with Dr. SWAPNA SAMUDRALA, after 2 weeks on 20.07.2026 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.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

%ﬁnder

language that | can understand and | acknowledge.
Patien

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Children's Hospital just dial one toll free number - 18002122. You can also take
appointments at any time by going online to our
website www.rainbowhospitals.in TN N
,:75;7\5’/'“‘5' 2 A
Nt ﬂgg}s;é ar/Resident/C.M.O
f

\2\ &)
N
Consultant: Nl *c“/

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)
69924

4/4



- Rainbow Childrens Hospital-Himayatnagar

: @
Rainbow @ Rainbow Children’'s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP Slate Housing
Children’s Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital ' TEL NO :040-48873000

s WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :
Admission No : IP26-00006702 Admit Date : 01-Jul-2026 Admit Time :12:14 PM UHID : BAH-00576069

Patient Details :

Patient Name Mrs SALONI BANSAL Age :29Y5M23D

Guardian - Mr SUBHAM BANSAL DOB 08-01-1997

Gender Female Religion

Occupation Martial Status : Married

Address (H) - H.NO: 3-5-575, ROYAL HOME SUMMIT APT. Phone No : 9160422805/ 9396520640
Narayangusia Hyderabad (NDIA 300029 E-mail - SHUBHAMBANSAL303@GMAIL.COM

o

Admission Details :

Bed Type TWIN SHARING Bed No : PDA-412 Ward Name 4F -OT

Room No : PDA-412 Admission Type : First Visit

Contact Details :
Name Mr SUBHAM BANSAL Relationship  : Husband

Contact Address H.NO: 3-5-575, ROYAL HOME SUMMIT ARPT. Phone No 1 9160422805
Narayanguda Hyderabad INDIA 500029

(7~

Signature

ﬁ.)octor Details :
Doctor Name Dr. SWAPNA SAMUDRALA Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor - Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 100000.00

Payment Mode DC/CC Card Payor Name : SELFPAY

Printed Date / Time - 01/0//2026 12:25 Printed By : 015898 Page 1 of 2




PATIENT TRANSFER FORM

Rainbow"’ . L
Children’s D BirthRight
Hospita| . BY RAINBOW HOSPITALS
It tzkes a lot to treat the littie, Your Right to a Safe Delivery

fo¢_poft
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over to attendant

Yes[ | No[ |
. If yes, what ?

Medications / Consumables / Surgicals / Hand over
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5.

Shifting Summary / Notes Written by Doctor :

Yes[ | No[ |
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by~ VEep.
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Q feo 21326

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
_<. No. : RCH /FRM / CLINICAL / 102
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[ ] Nurse not Available

[] Available Bed not ready
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: ...... 2]‘%}?’6 ........ Time: ”L{OA""\ .....
Origin: ........... _LV\CJ?C/\H ......... Heughtl&&”o Weight:..... 5 SKE/ ...... BMI: = :22 gﬁ
/ 0 ~ 30 kg/m’

Food Allergies: .................. NO .........................................................................................................................................
' Diagnosis: .......... LLS@ ............................................................................................................................................

TypeofDiet: O Liquid ;ﬁﬂ ONomal I Diabetic
D'@gmnan CJ 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: ... @42‘549«@ ..................................... Signature: g& ...............................................
e .S bl Bansal....... Name: 5(44’1/11@ A2
Date & Time: 7—}3‘{9411(&!54« Date & Time: 7/1 {2gf 12 sl
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Mrs SALONI BANSAL Children’s ‘Blrtthght
08-01-1907 20Y5M23D (F) H BY RAINBOW HOSPITALS
Dr, SWAPNA SAMUDRALA Hos pltal Your Right to a Safe Delivery

0RO DRUG CHART

Date of Admission: .....

Your Right to a Safe Delivery

{;HQ\E Drug AlIBIGIES: ..oveveveieiiieiieeeieieeeee e [ Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

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

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

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

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

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

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

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

S0S / PRN (As Required Medication)

DRUG :

Date
Tir'ne

Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

¥
DRUG : Dater
Dose Route | Frequency |Start Date -
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : e
Dose Route | Frequency |Start Date i

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

ek T L ol vew [
Date | Time | Naure Route NG | Diarthoea | Vomit |Drainage | Uring [ Phiebtis | Sian.
v | Moutn | 1v | NG ;
08:00 am - Wi / | ¥,
G 20| o N // J // — S
‘S\?: 1000am | 70 ~ v X U gt o
\ 11:00:am W < ) ¥ ‘
12:00 pm x 7 b
01,00 pm T /
Total Intake : Total Output: V) — -
02:00 pm Pl /
03:00 pm Q - ) / A |
»)\“SJ 0400pm| O Q@f g i N had
N 05:00 pm N e _| 0
06:00 pm i P Wi %
07:00 pm P4 £
Total Intake : Total Output :

08:00 pm Pi

O\ | 09:00 pm e
\ 10:00pm | © O 9

.

~
T

\\ 11:00 pm | q | | by s ()
12:00 am /' / [ YV
01:00 am ‘ ' \
Total Intake : Total Output : v
02:00 am
g \Q’" 0300 am S, 7
N\ 0400am | ¢ B & 2
‘ 05:00am | { (' \ ] i
0600am | | P ; / N
07.00am | | ¢ d [ L
Total Intake : Total Output :
Total 24 hrs. Intake Total 24 hrs. Output
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Your Right to a Safe Delivery

R NURSING CARE RECORD Hospital _
Date: EJ?[D«b ........................

@A ug/wamfain Airway and Oxygenation \E/REWM & Discomfort [J Maintain Fluid Balance [ Improve Activity Tolerance ﬂaiﬂtain Good Nutritional Status Lﬂéimain Skin Integrity
'g‘ “] Maintain Personal Hygiene Prevent Infection /DMIiminaﬁon Needs [ Ensure Safety ] Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications By 1 e e e e e e e
. i Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

S 1= mswi;??ya%m/ 247> ﬂﬁﬁ,ﬁ% ib/w?%

o L ;,jj.‘@, W g b Ot - ! /M/// y ;?M "
4

: 7)/ 77 ﬁ7 f/ﬂd"ﬂf/ =) M/g/fzx/? f/ﬂéﬁw J/ﬁé/’ e
. 2} ‘ A

Morning

L by doh| ——— e

Afternoon
\

3@"’\ /A‘f"""‘"" e P" &“Mlﬂ ‘5%“«% \‘(J He F(YL A
b n O D °T/Q1J‘L oh ' o )?-tﬂ\—( ﬂJ

~ dhay UM dkt ool @
b, FMk GL g ‘”f“
3 PW Px;_” - IPYOVQCM

DOAL'LD

Night
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["] Relieve Pain & Discomfort
[J Prevent Infection
| Any Others. Specify

Goals

| 08-01-1997

[C1 Maintain Airway and Oxygenation

|1 Maintain Personal Hygiene

[] Identify Potential Complications
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It takes 3 lot to treat the little.
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Your Right ta a Safe Delive

BY RAINBOW HOSPITALS

ry

___[J-Maintain Fluid Balance [J Improve Activity Tolerance
1 Ensure Safety

[0 Meet Elimination Needs

___[J-Maintain Good Nufritional Status

Date: Ll‘}:'}lé ........................

[J Maintain Skin Integrity

[ Early Ambulation Reduce Anxiety ‘_,Ea—Paﬁent & Family Education

Time

Plan of Care j

Time

Evaluation

Re-Assessment

Nurse Name
& Signature

Morning
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SWAPNA SAW Children’s BirthRight
\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ PAIN ASSESSMENT FORM Hospital _ | (oo
Date Time Pa(igﬁ;?fe Location Duration Acuity Character Méfg:gg Patfd"‘:c/af::ﬂ ¥ llmervention Sign
| [] Continuous | [ Acute (] Sharp 1 Dull [ Increasing | 7 Yes ¢ @ f
) \')JQVO &W"\ 0 [ Intermittent | (1 Chronic [JAching (] Burning | [ Decreasing | [ No /\/A'
- " ! f
@ 1 Continuous | [ Acute (] Sharp [ Dull (] Increasing O Yes 7
\ D* lu)m NPI” (] Intermittent | ] Chronic (1 Aching [ Burning | [ Decreasing | [ No . (CD
\
/5, 9 ﬁ 1 Continuous | [ Acute (] Sharp [ Dull [ Increasing | [ Yes Ty .
\ \ @’, ’f”) @ N [ Intermittent | " Chronic ] Aching [ Burning | [] Decreasing | ! No - /ej
j @ ﬂ' (] Continuous | [ Acute (1 Sharp [ Dull 1 Increasing ] Yes /V y « - \
‘/ \} 8\@“/’ NE ! Intermittent | [ Chronic 1 Aching [1 Burning | [ Decreasing | [ No ’ @
' [1 Continuous | [ e (] Sharp . Dull 1 Increasing | \ _[J-YeS
2/ } L N O | Bet N
?' fOﬂM O AV ' Intermittent | 1 Chronic D.Aching (] Burning | [ Decreasing [ [ No N @
9 , ,T/q 4 6})” O ({ Continuous | [ Acute [l Sharp L Dull [} Increasing \p/ﬁas " /@/
g NA [ Intermittent | [ Chronic (1 Aching (7] Burning | ([ Decreasing | [ No N4 b
1 A
a) J% 15 pm gwa{wo [ Continuous W (| Sharp L1 D [ Increasing | =—Yes sy 4
9 '0 SN ¢ olL _ntermittent | (| Chronic [ Aching (] Burning | [] Decreasing | L[] No " 3
1 ' ~— L it
[] Continuous | 1 Acute [ Sharp [ Dull [ Increasing [J Yes QA}//ﬂ &
3 [}/ﬁ/ 0o of0 | )P | O mtermitent | (1 Chronic | (1 Aching () Burning | O Decreasing | [ No ]
[] Continuous L—-+TAcute ' Q—Dull [ ] Increasing L] Yes
3%')16 1 opM O}lo A i ] Chroni ;ihsm Burmi Mt /\)4 Q
f [ intermittent | [ Chronic [ Aching () Burning | || Decreasing | [ No
| _
1 Continuous | [ Acute ] Sharp [ Dull 7 Increasing [ Yes
1opm| 0]t | g | NA- %
L’/ :F/& < 4 ( A 1 Intermittent | [ Chronic 1 Aching [ Burning | I Decreasing | [1 No

|P26-00006702

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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; FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
[ , ' SCORING
CATEGORY
; 0 1 1 2 .
) . . . | Occasions! Gimace os Frown, Frequent 1o constant fro%ﬁn,
' Face No Particular expression or smile wilhdraw, Disoriented quivering chin, clenched jaw
1 P j
I Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up .
N © 1 Laying quietly normal position, Squirming shitting back and .
Activity moves easily forth; tense Arched, right, or Jerking
. Numerlcal Paln Scalo (Obstiriric and Gynecology) R _ I
L L 1 1 1 1 1 L L 1 1 : Moans or whimpers occasional Crying steadily, screams of Sobs,
I 1 t I i ] | 1 1 G No Gry (Awake or asleap) i i
0 ! > : ) : A 7 H : I Ty complaint i . frequent complaints
o Pain oob Poseti aln - Reassured by occasional touching, ' s
Gonsolability Content, relaxed hugging, or being tatked lo, Difficult to consolé or comfort
distractible i
U
§ Neonalal Pain, Agitation ard Sedation Stale (upte 1 Month) o .‘ ‘l\
. Assessment Sedation Normal Pain / Agitation |
- Criteria g - - h
Wang - Baker, {Pediatrics) Above 7 Years 2 _1 0 \ o 3 :
: ’
Crying No Cry with painful | Moans or cries Appropriate crying Not| liritable or crying at § High-pitched or slient-
. \ Irritability stimuli minima[[y-v{nh painfud | irritable intervals consolable | continuous cry
0 noz@ 2 4 4‘ Tk 8 8 10 . Sﬂl‘ﬂu“ b ; ll‘lﬁOﬂSDI&ble . 13
No Hurt HnsUteBt  HorlsUitioMor,  EwnMore  HulsWdleLot  HurtsWorst | Behavior State | Noarousaltoany | Arouses mimimalyto | Approprias f6r * | Restiess, squirming *Arching, kicking constanty awake
stimuli sfimull _ geslational age Awakens frequently | or
. . No spontaneous | Little spontaneous Arouses minimally / o movement E
movement movement “ .| (not sedated) , v f.
Facial Mouth is fax Minimal expression | Relaxed Appropriate Al\w piin expression | Any pain a\iﬁ“res\sion )
Expression No expression with stimuli_ intermittent continual w\
X - — e s
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent * | Continual clenched e é
~ Tone Aaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger g
tone Normal Tone * 1 or finger splay | splay
\ i Bodyignottense | Body istense | \ X
i L e L — i
Vital Signs HR | No variability with | Less than 10% Witkin baseliog or | Increase 10-20% Increase'grea{ert'han 20% Irm‘n e
RR, B 820, | stimuli variabllity from normal for from baseline baseling, a0, lessthanor
Hypoventilation or | baseline with stimuli | gestational age 8a0, 76-85% with | equal to 75% with stimulation -
_apnea slirulation - quick | slow recovery Out of sync or
k . recovery fighting ventilator /
R D
. _ - 'f//
i
o
d
l}.
1l
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Date :

Time :

: P |
WREZAVAE SITTE:

[V

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Eg

M

>y
T

Mobili > : s > . : : ) . ! :
oy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. q Lf
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionaily: 4. All patients too young to ambulate; !
g Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
'Activity The degree 1. Bedfast : : : 4 : : ) .
of physical activity' Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

~ S
e
=

\"\

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

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

2. Very moist:

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

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

4. Rarely moist:

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

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

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

2. Problem:

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

3. Potential problem:

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

4, No apparent problem:

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

i Y ™

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| HighRisk:10-12 |
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Moderate Risk : 13-14

| Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

NS
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Support Surfaces
Risk Score v Category Action {Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ _
. Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear gp Y
. Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
. | Use the Same Protocoi as for “At Risk” Patients —_
13.14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
\
‘ Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk In addition to regular turning schedula 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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1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: e B

Does not make even slight changes

Makes occasional slight changes in

Makes frequent through slight

Makes major and frequent changes in

Maobili g : 4 : o2 ; : o 4 ; A
y in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. fo completely turn self independently. independently. a/ u
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate; {
nh At Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : ; ; A 5 : : -
o | de th t least t

of physical activity” Confined o bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a Lf

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.

Lr

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree L Wm molst 2 \rary molst . 3. Occasionally moist: . 4 W s -
to.which Skin is kept moist glmost ponstamly S}un is often,-but not always, moist. Skin is occasionally moist, requiring Skin is usu._lally dry, routrr_le diaper )
skin is exposed by perspira?ion, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
¥ mcketiine Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. Q/ “ lf
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: A 3 '

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or 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.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/d); capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| High Risk:10-12 |
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Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name

NN
K |
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Suppor! Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
t to altered mobifity, consider occupation therapy referrat for advice
Regular Turning Schedule . _
' Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
* factors are present
High density foam matlress
Use tie Same Protocol as for “At Risk” Patients L
13-14 Moderate. Risk . Gel pads for high-risk areas
Position patient at 30 degree lateral incling using foam wedges .
Alternating pressure matiress overlay
v Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position fraquently Alternating pressure maitress 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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Morse Fall Risk Assessment Form s o v el
' |
Date / Time
Choose Highest Applicable Score from each Category S / 1] (D%U %7 ] 9\ ’ ! ',} Fall Risk Grading
core M/' L;fj ‘..)__, ) ‘
History of Falling Yes 25
(immediately or w/in 3 months) No 0 @ D & Risk Level Mors?';:g)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
' 30 N
| Furniture Low Risk 0-24 gtzgga{ictl) rfall_
Ambulatory Aid Crutches, Cane(S), Walker 15 - ' R
None /Bed Rest /Nurse Assist 0 : O O
Yes 20 A Lé
IV / Heparin Lock or Saline - ; 70 ?;@ 22 Implement
. (9 s Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
) Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /0n Bed Rest /iImmobile 0 Q © h impiement High
Forgets limitations 15 High Ris} 1 Risk Fall
Mental Status 1gh RISK 29 :
Oriented to own ability 0 0 & 0 Prevention
Intervention
Total Morse Fall Scale Score: }@ % 26
Signature @/ @ é
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [] Hourly safety check
[] Ensure patients use their prescribed eye glasses if any, in the hospital [] Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[] Use safety straps on stretchers and wheelchairs while transporting patients "] Initiate constant observation by healthcare provider as appropriate to patient's needs
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T CHECKLIST FOR THROMBOPHLEBITIS !ig;’:mz;!m/ e
2 (b /20
DAY-1 DAY-2 _. DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E N M E (ﬁ) Remarks
: No signs of phlebitis / = —
1 IV site appears healthy ifegiis caia 0 O @ O V) © 17 i O
One of the following signs is
> evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula [ )
* Slight redness near IV Site VA e o U ”AY Nﬂ’ W~ | MR (e
Two of the following Signs -
o Early stage of phlebitis /
3 | are evident: . 2 N N
Pain at IV site Redness Pl Ganiula N o N Ny | ! G/ I
g‘\llli(?;:? e Tollowing sign are Medium stage of phiebitis /
4 i e Resite Cannula Consider 3 N N
Pain along Path of cannula ‘( h )
Redness around Site Swelling Treatment Nﬂ_ Mﬂ\ N‘“ /‘}79— A g4
All following Si
evi(?;r;[? gng Exv:ér;giség.ns are Advanced stage of phlebitis or
: ' the start of thrombophlebitis /
? E?;nz'g? grzitl:]doéig: nula Re site Cannula Consider # V - /b/ 4 ool N Af N-ﬂ V% - A
Swelling palpable Venous cord Treatment A
All of the following Signs are
evident and Extensive : Pain ;ﬂ;?gggh?;i?t?so; D " N |
6 along Path of cannula Redness o : 5 ﬁ .
around Site Swelling palpable Initiate treatment Re site M«P«— /\J A ‘% W % L A
Venous cordpyrexia Cannula
Signature of the Nurse W ) @/@@:—& ‘ /7 M 7

7

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 |

Signature : ...

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

Signature of Ward In Charge, :
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Patient Sticker Rainbow® . _
Children’s ‘Blrtthght
CHECKLIST FOR THROMBOPHLEBITIS Hospital | oo it o33 oo
| ' DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E TN | M1 E M T E N Remarks
1 | WV slte appears healthy hé?bifrtz g;ﬁ'r::ﬁgm” 0
One of the following signs is
5 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula !
* Slight redness near IV Site i
Two of the following Signs
3 are evident: Eggﬁ:?g:nﬁ ; hlelytls/ ‘ 2
Pain at IV site Redness i
Al of the following Signs are Medium stage of phicbitis /
evident ;
4| Pain along Path of cannuta _Fr{esﬁcatnnula Consider X 3
Redness around Site Swelling reatmen
All of the following Si * o - -
avident gng Exv;f;?]gslségn s are Advanced stage of phlebms or
5 | Pain along Path of cannuta tF?: :&aré:f thr'orgtécr:ghéelr)lns/ Y
Redness around Site T '€ Lanndla Lonside
Swelling palpable Venous cord | Treatment
All of the following Signs are '
evident and Extensive : Pain ,LI\]dvanged ?t%g‘? of
6 | along Path of cannula Rediess } irt?r? -_?Phtfn 'h% ) B
around Site Swelling palpable niliale realment he site :
Venous cordpyrexia  ° Cannula
, ¥ Signatie of the Nurse

i

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

Signature of Shift In Charge :

Signature : ....

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

S | 1T Lemverssaresresnesas

Signature of Ward In Charge :

SIGNAMTE I ceererreremresrmrsceerense e esssserenes [ 11T OO YRR
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It takes a lot to treat the litte. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

Troalinh DOCION: ..bimmsmsmsmmissismsssasimisansssiins DBPAMDBBE ..c.oovovisiisissinissunsamsnnssa Date of AMISSION: ........covceveerrccsscrree
Z | Diagnosis: ' Any Infection: CYes CINo [ Not Known
= g -

é &LQ) B Y0S SPOCHY: ciccinimmamissiassmisesmmmmonss
S | Area % . A1 2 \o |
£ | Medical Condition ' /
= | (Any special condition to be noted): . Q %’ 5 (YRQ/
o ,
— e (Vg 1
Allergy: O Yes @No |0 Yes 2o | O Yes_CWNo| O Yes [ No |i-¥és No| O Yes [}No
s LA pan
Tubes/Drains/Catheter: =Yes O l\‘]q HHes O '\,I? ;J«Yez DNo (O Yes G“l’u‘/o, 2’“’\5',? "No | 0 Yes #No
Vital Signs: Temp: [Q%- {7 1Q@. )17 B4 WHOR ) G2

98
Res: | 6)O Yo 7~ o W 26

[—
= D)
z 00, [QA0\Y" [ A7 | aa/-[097 [ 4d) | e/
2 Puse: | Q9 | %G [ 2a [Blhl [ Bk | g4
2 B (W LA Y M I ws Jes Y3 Twelee [ho/ao
y i B L LI | . N "Bl O
Fall Risk Score: — — — ~ o o
Pain Score: —_— e . — e =
Safety Needs: — — | ‘ve) Oy v ﬂ{ Y
@ Physiotherapy | Yes No[T Yes ¥TNo 1 ¥es No |O Yos r\Jﬁ |01 Yes Y No | O Yesi No
g Others Specify: —_ — — Jpues e o =
g Special Diet: | Yes Eo |0 Yes (TNo |C] Yes =o | O Yes WMS No| 0 Yes &rNo
E Other Special Orders / Medications: i = o

Post Operative Procedure Special Orders:

e s | SZ T
\% '
Ry

Signature : m/ )
Date; ol \OJPM)

Time: /N ¢

A ¢
L 1 R T o ' 3 '/Jf L
Taken Over By Name : M A\ M \)@Xg
Signature : @ i ("‘4" B y ‘
Date: ! ] r>j" ﬂ’,), :
Time: Q&W ;
\

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




BAH-00576089

:‘nSALom SANL 1P268-00008702 ://///'-
S LT RAinboW” | @ oo oo
. Hospital — | | zeuwonmsts

NURSING SHIFT HAND OVER FORM - WARD

Treating DOGION: icuisviwsssrisinamisinsessismessssibssmmsiiinss Department: ...c.cunnmsmimssam Date of AAMISSION: ...........cooceermvrrnnne

Z | Diagnosis: L 8 CS Any Infection: C1Yes CINo [JNot Known
= I YBS SPECITY: ..o
=
w
S | Area 'lf/-f 2
g Shift Time Me
* | Medical Condition .
= | (Any special condition to be noted): '
)
Allergy: [ Yes Lyl 'El Yes CJNo [ Yes ONo | T Yes CINo | Yes CONo | Yes T No
Tubes/Drains/Catheter: O Yes g }o—’b Yes CJNo | Yes {ONo | T Yes CJNo [ Yes CONo | Yes T No
Vital Signs: Temp: | 984T
- Res: L!dg/a
o Sp0.: | 1007
2 Pulse: | 74
2 BP: |
Fall Risk Score: | '@
Pain Score: | [’
Safety Needs:
@ Physiotherapy | Yes "\]Jﬂ OYes ONo|OYes ONo|OYes COONo|CYes ONo|OYes O No
(=]
g Others Specify: —
‘E’ Special Diet: | Yes (Mo’ Yes CINo [ Yes CJNo | Yes CINo | Yes CINo | Yes CINo
S | Other Special Orders / Medications:
: -
Post Operative Procedure Special Orders: e
0\
Handed Over By Name :
Signature : -
Date: Li
Time: é &DM_
J L
Taken Over By Name :
Signature :
Date:
Time: ’

Docu. No. : RCH /FRM / CLINICAL / 097
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BAH-00576089 1P26-00006702 " LN
P i Rainbow® . X
o swamacawonan . 7 ] ﬁhlldreq s (4 BirthRight
= ospita . BY RAINBOW HOSPITALS
IIHIIIIIIIHIIIIIIIIIIIIIIIIHIIIIII URINARY CATHETER BUNDLE CHECK LIST RO | LIRS
Date of Insertion: ..O( ( DQ/P WS, _,Date of Removal: ............... I
Parameters Date shift Time  ()!\0 - \ 5 Ny
7 L = ¥
Need for the Catheter #Yes [INo | [J¥6s [INo | 2¥es [INo | [lYes [INo | ClYes CINo | CIYes [INo | C1Yes TINo

=<
\3

Hand Hygiene [TNo )2‘65 “INo (EP(es [ONo | (JYes [INo | [Yes [INo | (UYes [INo | [JYes [INo

Usage of Sterile Equipment [1No #fes [INo | ~Yes [1No T1Yes [INo | ClYes [INo | [IYes [INo 1Yes [1No

*

T
&

[I1No ?r(% [No Yes CINo “1Yes [INo | ClYes [INo | [IYes [INo | [lYes [INo

, Aes CINo | [lYes O C¥es CNo | CYes—=rfo | [Yes (INo
[1No }«Yés C1No H/Yes “INo Eye;r/\uNo/_ JYU’ O es
[JNo )Z’Ves [INo QYes [TNo —%ﬂcﬁﬂ/ 1Yes [INo 1Yes [INo | [IYes [INo

[INo [ Aes [No CYes CINo 1Yes [_“'No\\ [1Yes, [1No [JYes [INo 1Yes [INo

Is the Collection bag below the level of bladder

Check the Tube for Obstruction (Free of Kinking)

~

Bk

w

Is Catheter dated as policy

Collecting bag is been emptied regularly? \

CINo | J#Yes [INo QYes ul);o’“ ﬂYﬁS wN(r %SE&NO _'_x\Yes CINo | [1Yes [INo

No | #¥es CINo Fes [ =T8S FiNe T Yes [INo_ | ﬂ'@es [INo | [1Yes CINo

“INo éYes CINo | ATYes [INo | ClYes [INo (Pf(@m’%/k (1Yes~ [INo | ClYes [INo

(1)
w

Maintenance of closed system for the catheter

Dressing clean and dry?

Is the line removed as Policy?

L
“INo AJ’/Yes CONo | 2¥es [INo | CJYes [INo | C1Yes CINo | ClYes CINo | [iYes [INo

Performance of Perineal Care AYes
Onset of New Fever _ (1Yes #No | ClYes (Mo | CYes CINo | [1Yes CINo | [JYes [INo | CJYes CINo | [lYes [INo
Asses for the leakage at the site of insertion #Yes [No /tl/Yés “INo | [1¥es CINo | C1Yes INo | T1Yes CINo | [IYes [INo | [lYes [INo

Name of the Nurse 741/.4%‘6—— MO{EL&/I W
f L
Signature of the Nurse @& (14) ﬁ,

Docu. No. : RCH /FRM / CLINICAL / 114
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Mrs SALONI BANSAL

\

08-01-1807 20Y3M23D (F) i
Dr. SWAPNA SAMUDRALA . . = ®
: Rainbow .

T D T chicrers | S BirthRight

Hospital BY RAINBOW HOSPITALS

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

MEDICATION RECONCILIATION FORM
Drug Allergies: ..........cc........ \\\® .................................................. Mot 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)

OPNUNG EFDIIE vsernssconresremmssarsasatinifamseramesss smerressomasion ShIfted 10 ..o
30| ceent e AL ens) | e | oo |y BT | aoson
1 - R\ AthR| Po oD 301% Oc z=be
2 - (AL vem Atap Po oD goLQ Oc =38e
3 ¢ ODC
4 OOC CIDC
5 ¢ ODC
6 (1C CJDC
7 JC [JDC
8 0c 0oc
9 0JC 0JDC
10 JC OIDC

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

Doctor Name & Signature : ... ..ot ST

Date & Time - \\?\7—22—(3- C, 1230fM™

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

Nurse Name & Signature: ............ CMQ[&M(}& .........................................

Date & Time : I(&l}6@\}‘5q&/\
Docu. No. : RCH / FRM / GENERAL / 090 )
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[ sorion mangaL Rainbow®
- or. SWAPNA samupaaLr 20 (P Children’s

"”""””"'"""W’"?"" N SECTION OPERATWEtﬁﬁm

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Surgeon’s Name: T~ Swn_f,m Samuadvels. | Date of Delivery: [ ’ M 22C
Assistant Surgeon: = Moanwls Time of Delivery: 26l po
Anaesthetist's Name: ¢ A-v\lm’[A Gender of Baby: Meat.
Type of Anaesthesia: 5},\,...4 Weight of Baby: 2- 88 14,\\
Neonatologist: ¢ Arvuslea AGPAR Score: 9
ScrubNurse: S Saprain NICU Admission: [JYes <o
Pre-Operative Diagnosis: C,’,,P, bl ) CRER } Bewr AN

= TFlective 1 Emergency Indication: ........... 2=V, e
Urgency

) Immediate Threat to life of woman or fetus

(] Maternal or fetal compromise not immediately life threatening

] No maternal or fetal compromise but needs early delivery

L-Belivery timed to suit woman and staff
DECISION iMe: .....oovvvvveevereee R Knief 10 reCtUS: ... 2%
CTG DesCription: ...................... o e
If there was a delay give the reasons: ............. w"a‘j ......................................................................................
Surgical Procedure:

EBleahy e UMD
Post Operative Diagnosis: Pan 0
Peri-Operative Complications: —
—

Amount of Blood Loss: o~ [y e Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

Docu. No. RCH/ FRM / CLINICAL / 155

(PT0)




Examination Findings when Appropriate:

Presentation: (€8phalic " Breech {0 Cervical Dilatation: ....... S P2 ..o, cm
Sth Palpable: .........ccoovieeeee e Fetal POSItION: ....ccoovveieiieiiceecec e 1
Stationr 0-3 01-2 O-1 OO0 O+1 O+2 Mouldingg CONone O+ O++ O+++
Caput: eS¢ O++ O +++ Meconium: [JNone [+ [I++ O +++
Bladder Catheterized : [ Yes 1 No Urine: [ Clear [ Blood Stained
Skin Incision: < %nensteil . a Transverse 1 Midline EYOEF ..coconiiivvini i Roasmsnnsaes
Uterine Incision: =~tower Segment 1 Classical I Inverted T 1 J Incision
Previous Scar: [/ Intact &+ Thinnedout LI Ruptured _1 No Scar
Incision Through Placenta: 1 Yes = No ~ LUS Hymped euf

{ Q b\"‘" b.‘:m..u
Delivery of head: "1 Manual “rForceps = Omenhown sl hert fo A (e k- L
Liquor: ZTClear [ Meconium: | Ol I CIBlood [ Offensive LI Not Offensive
Delivery of Placenta: ~Manual OCCT .o rComplete C1 Incomplete [] Piecemeal
Cord Appearance; ............. o e Cord around the neck [ Yes -~No
Appearance of placenta: ........ eicibiee ST Cavity explored —TYes [1No
Uterus, tubes and ovaries: ¥ Normal [ Not Normal Sterilization: 1Yes o
Uterine Closure: ("1 One Layer lﬁvo Layers e VIS lnes 10 ... Suture
Peritoneal Closure:  [] Pelvic Abdominal CINONE e 217 Suture
Sheath Closure: ) Vel ~ve ) R Suture
Fat Closure: =Yes [1No R %, 2 W e s T Suture
Skin Closure: Subcuticular ) Mattress e, bl srbdie) o U150 SO Suture
Vagineal Evacuated Yes [ No
Drain: OJ Yes Dlo CTRemMOVE in ..o days [ Await instructions
Ctheter “TTYes [INo L[lRemovein... B S days [ Await instructions

Swap & Instruments count correct? “T) Yes [ No [ Post-op Antibiotics —~Yes [INo
Intra-Operative Antibiotics Cover: =T Yes [ No [ Thromboprophylaxis ClYes LMo

POST-OPEIALVE NOTES: .....cveveveeereeeecreeeietesceesese e ese e eese e s eesas s eses e r e s s s e bbb a e d b b d bbb bbbt bbbt
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i BAH-00576080 1P26-00006702 )

Mrs SALONI BANSAL

08-01-1807 20Y5mM23D (F)
Surgeont/ .- 2%l 4 C(Sa ............ ' SWAPNA SAMUDRALA

SURGICAL Asst. Surgeor@) _________ et L‘-ﬁ I””l"”“llllmmlﬂﬂ m"u ................... AGE: oo Gender: ......... Rai_n;%‘w,' -
SAFETY CHECKIJST Anaesmetlstg;if&.(/ﬁi.... Surgery Name : Children’s BirthRight

......... Hospital BY RAINBOW HOSPITALS
Scrub Nurse ¢

gﬁ*ﬂ{é ................. | Date’/?f/ﬂé In-timeZX. .. 52)}291’]7 Out-time Wn/? __________ et v e o g S Dty

Before Induction of Anaesthesia > > Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time.)2 30L07L TIME OUT  Time... 11" 54 fFn. SIGN OUT  Time-.. 2. 0/)/)....
/ ' o/

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

Identity ﬂes CINo introduced themselves by Name and Role ?/Yes C1No The Name of the Procedure Recorded “1Yes [1No

Site 7Yes CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure “Yes TINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ C1Yes CINo CINA

Consent #Yes [INo Correct Patient (Check ID Band) ~¥es [INo The Specimen is Labelled (including
Site Marked OYes #No CINA Correct Site _=Yes [1No patient name) COYes CINo CINA
Anaesthesia Safety Check Completed .<"Yes [INo Correct Procedure [Yes CINo Whether there are any Equipment ) |
Pulse Oximeter on Patient & Functioning Yes [No Anticipated Critical Events Problems to be addressed Li¥es CINo CINA
Does Patient have a: sl"gaon Reviews:

Known Allergy? ¥es No What are the Critical or Unexpected Aewst o Garpnon; Asneanoiist s Hurse:
Difficult Ai Astiration fisk? Steps, Operative Duration, What are the key concerns for recovery

" ""‘“‘f" S |on‘ = Anticipated Blood Loss? M Kf(es CNo CINA and management of this patient? COYes CNo

Yes, & Equipment / Assistance . . 5"08 .

Available ZYes C1No Anaesthesia Team Reviews: w!l
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [Yes CINo CTNA
(7ml/kg In Children)? Nursing Team Reviews: TPl 6/@0@ _

Yes, and Adequate Intravenous Has Sterility (including indicator results) need fé' Penuafuy.

Access and Fluids Planned CYes FTNo [ NA Been Confirmed? are there Equipment o

Blood Units Reserved OYes CNo CINA | | issues or any Concems? HYes B LA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? DYes @No CJNA
within the last 60 minutes? J/é CINo [INA Power Supply, Earthing, Power Backup

and functioning of equipment checked. #Yes TINo

SIgNATUTE & A e Signature :........A..../. e e
Name ... BA. 7 l'b ................. NAME ©ec e e

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

2
Rainbow® . o
Children’s sBlrtthght

Hos pital BY RAINBOW HOSPITALS

It takes a ot o treat the . Your Right 10 a Safe Delivery

Patient Name & UHID No.

BAH-00576069
Mrs SALONI BANSAL

08-01-1pp7
29
— Dr. SWAPNA gAMy YSM”D (F)

Ui

IP26-00006702

Date & Time of Admission

W 1Re -

Date & Time of Transfer Order

U " Transfer Ordered by

m,McsﬂM

v
Reason for Transfer

2 b5 é/t/n/aaylf’%

From Unit

0T

To Unit

ﬂfvuc ﬁ”ﬁ\

Information to Attendant
Yes| | No| |

Number of Sheets in Clinical File

Number oplmaglng Films

Personal belongings including
clinical documents. If any handed

over to attendant
Yes[ | No| |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity

1. JZ [ )

2. ’

3.

4,

5

Shifting Summary / Notes Written by Doctor :‘/Yes.{a/ No[ |

O i

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Do Agertfs

Patient & Clinical Records Received by :

Mdﬁ[ﬁ-umf/*q

Date & Time of Patient Received :

1904 @ 4P m

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

| Unavailable Bed

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

|| Nurse not Available

| Available Bed not ready
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Mrs SALONI BANSAL
08-01-1997 20Y8M23D0 () | Rainbow* : . -
Or. SWAPNA SAMUDRALA ‘ Children’s 8 BirthRight
T Hos pital . BY RAINBOW HOSPITALS
" It takes a lot to treat the little. Your Right to a Safe Delwery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission @\\O ...... 1Y) W
Baseline Information: /
Admission From: CJER 1 OPD (rAdmission Desk [ Others, SPeCify ......ccoeeemveeeeeiecicne
Primary Language: L Telugu U1 English L1 Hindi (1 Others, SPECITY ...cooveveeiereieeiceeeeiciece,
Doyok requireaninterpretar? CIYes: LINO YOS SPBOHY ccvscicciinisinicimminimminmativmisssissssnmmsanionsisrsassssd uessonsss Abiaiuporens vasassso
g -
Source of Information: ﬂ/ Patient E’Fﬁnily [] Others, SPECIY .....ceveeeiiceeicieieieiee et
Allergies: Yes 7 No ] Medications [_] Blood Transfusion [ Food IO «oavmmsneinssimsismsassst
m EYBS  TABIEITY L.ttt ettt bbbt sb e b s b b es bbbt h bt s bt b et et et e et et ne b ettt n et
CHIET COMPIAINES: .....ooo.oooeeeeeeemee oo Doctor Notified on Admission: ~~T¥es [INo
..................................................... \ \39( Name of the Doctor:%...M@m..,..........
.................................................................................................................. TIMe NOURIRL: ... cicicsiie s ssmasssisivisis o
Past Medical History: Obtained From []Patient [1 Family Member [ Medical Record [ Other (Specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
— N— =
-
Gynecology Assessment: [ ] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ......ccccccovevecinicrciiiinnns Caesarean Section: [ JNo [ Yes Contraceptives: CINo [Yes
L I Cervical Cerclage: [INo [ Yes Vaginal Discharge: [1No [Yes
Onset of Menarche: .........c.ccccevveeecvcnennen Ectopic Pregnancy: [ INo [ Yes Post-Coital Bleeding: Z1No [ Yes
Menstrual Cycle: (1 Regular [ Irregular | Myomectomy: [ONo [JYes Infertility: CONo [ Yes
Last Menstrual Period: ..........cccovvrrvvinnnes Others: If Yes Type: [ Primary [] Secondary
Obstetric History: G ...................... P N —— T
< -
PrOIBNS LSS .o it ms st e er st a5 =
Current Medication: [ Non [1 Yes, |If Yes, Fill the reconciliation form
Family History: [ gakbnbrmaIMes Detected
1 Heart Disease [T Hypertension L] Diabetes L] Stroke [] Seizures [ Kidney disease
] Liver disease 01 e e e e
Vital Signs / Measurements: Temp: ngeff HR: &Q, RR: S
\ 8P: . Mo [ Weight ... Height: ... BMIE: oo
! Pain Assessment: Pain: [ JYes [ JNo (If Yes, complete the Pain Assessment/ Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151
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BAH-00576069 1P26-00006702

Mrs SALONI BANSAL

08-01 4907 20Y5M23D F)
SWAPNA SAMUDRALA

PHYSICAL ASSESSMENT

Illlllllllllllllllllllll AT

General Appearance: ,Zﬁarthy C1ill looking ] Anxious [] Agitated TN NBISS e ssvmensissisme ssimnias

Fall Assessment: [ Yes D’%‘ SOAMB i issvervstiasessss (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ | Yes ;J( SCOMe ....ooolenene (complete the Braden Q Sheet)

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

Inform consultant for positive criteria

NUTRITIONAL SCREENING: (-] No Abnormality Detected
L10verweight L] Poor Appetite > 3 Days ] Needs Therapeutic Diet.
[1Under Weight ! Diabetes Mellitus 1 Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Calm & Cooperative 1 Restless I Depressed L] Agitated L1 Confused
014 RSSO PESOU SO PRO

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single Married . [IDivorced []Widow

2. Special Habits: Smoker: [ Yes JZ]( Alcohol Abuse: [ Yes L,No/ Drug Abuse: DYesm

SUCIAI HISWOTY: LIVES WIRN - o i s e s e o s s s R SRR SR oA

Orientation has hee?mgarding the following aspects: /
Call Bell in Reach : Yes [INo Waste Disposal Explained: 7 L1No

Yes |
Yes [] No® (] Others

Infusion Pump : Q@ CINo

Orientation not given Reason \\2\% ...............................
Nurse Signature: ........ W ...........................
Nurse Name: ........... e

Date & Time: .........0. 0) \O ..................................
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Mrs SALONI BANSAL

08-01-1097 20Y5M23D (F) K
Dr, SWAPNA SAMUDRALA .

Rainbow® ® - L.

ildren’ BirthRight

R T Y G| g e
OBSTETRIC TRIAGE ASSESSMENT FORM

\

It takes 2 lot taytreat the little, Your Right to a Safe Delwed

ol {6 DX _ . )
Date: [\5'3%)/07& __Time of Artival:......... SR\ Time Seen by Nurse: ... %.<.|. 0. ..
1) Level of Consciousness: A Conscious 1 Semi-Conscious [J UnConscious

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

] Severe Pain / Moderate Pain [ Preterm rupture of Membranes / Leaking Water PV

[ Bleeding PV: Slight / Heavy ] Preterm Labor/ Labor

[ Decreased Fetal Movement [ Spontaneous Rupture of Membrane / Leaking Water PV

[ No Fetal Movement £ OURE BBASONE: 5issuiss cimvisvismrsmsmmssiisssssassss ommsvimisadess iasnsasansvnans

3) Vital Signs: Temperature: %HP Pulse: @4)...... RR:.QAQ... SpOEQQ((.V.’... BPHA/%’ Weight: .............

4) Gestational Criteria:

Gravida: G P L A

LMP: m{mh’o%ﬁ EDD: f[a]u}[?’ﬂ% Gestational AGE: ..........coocvevveeeerererreenenn,
Uterine Contraction [ Yes (‘ﬂg I NA | Onset Time Frequency:
Membrane Rupture [ Yes /[2’@7 [J NA | Onset Time Fluid Color:
Vaginal bleeding 1 Yes D)Iro [0 NA | Onset Time Amount:
Pre Eclampsia Symptoms | (] Yes /D)le/ ] NA g ;ﬁi%%%?:gwﬁd;%?f g/ Visual Symptoms /
Good fetal Movement [ Yes (D/N(/ﬁ fa | TNospecily:

Numerical Pain Scale (NPS)

| | ] | | | | | |

| | 1 | | | | | |

2 3 4 5 6 7 8 9 10

! Worst
possible pain

L = 1
T 01T (o7 ; ), IR i S Days / Weeks/ Months (Strike out which is got applicable)
« Character: .....................\... W
¥ FROOUBACY .- wovxcininivsuanrinibonsins o soniion oins siess ol s msds s sua b st it i e ol w5
W WTRBTVOITHONIEY o sis.ies siasn v viicnain s s m i s A N S o i e s L i T i e T T s S s e

6) Past History:

1T, (E ERRPNU (N O
b)  Medical ..o D)o N 17 OO

Docu. No. : RCH /FRM / CLINICAL / 098 - (PT.O.)
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(L]

i

o Anergy: ] Yes R | (OO S
8) Current Medications: [ Prenatal Vitamin = I NOME 0 OHhEIS: w.vv.vveveeeeeeeeeee e eses e
9) Prenatal Medical History:
CJ None '[J Gestational Diabetes
1 Chronic Hypertension [] Low placenta
[] Gestational Hypertension [1 Others if Yes, SPECIY .....c.covevereereeireeicie e
] Diabetes
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 IIl: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
tegory lll: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
Category IV: Less Urgent (Time to Physician: <= 60 minutes & Reassessment: Every 30 minutes)
(] Gategory V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)
0BCU Obstetrical Triage Acuity Scale (OTAS)
Level 3
0TAS (Urgent)
(m : ”", < 30 minutes
~ Re-Assessment Every 15 Minutes
] Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
~ Labour / Fluid Imminent Birth bcabuur/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Lo eeks
N : Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
i with/ without abdominal | cramping (<spotting) with cramping
| pain <37 weeks (>spotting) >37
weeks
q : Mild hypertension
Hypertension > 160/110 et
| Seizure activity agg for helada:he, visual ;;gg{;gdwﬂm;‘g'?n%”t
disturbance, RUQ pain symptoms
" ; Atypical FHR tracing,
B Aol o | sprarmal oppers
el Diseased fetal movement
= 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 for diarrhea with MVC/fall) previa protocols
| distress ) suspected dehydration | « Nausea/Vomitingand | - Pre-booked visits (ie
« Suspected sepsis Jor diarrhea Rh and progesterone
= : « Signs of infection (ie injections, NST
dysuria ,cough, fever, | - Assessment for version
chillsy + Rashes

Nurse Signature: .....x=2
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

—

-y

b

o>

o

Breastfeeding initiated?

= D/arYes [J b.No

IWNOARBASON ..cooommsiimsiisimiomimiiames issiibss i ss it s ke sssed s i s o s bmssa e s e s soAesaes SR b

Nipple condition:
1 —& Nipple well formed
(]  b. Flat nipple
(1  c. Inverted nipple
[J . Short nipple

Milk flow:-

(1 a.Good

£ b. Drops of colostrums . '
O ¢.Dry 3

Steps for Positioning and attachment: .
D/a.’ Baby goes to the breast
(1 b. Mother always sits with a back support
[J  c. Ear-shoulder-hip should be in a straight line
L1 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:
_ a. Yes
] b.No

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

8. NICU admission: po - o
0 a. Mother needs to stimulate her breast for 2 min every 2 hours

9. ACHHONG NOIES: ..ot s s e e e s S T e T ey g e e s e e

Continuity of Care: Date: []’;-/ WY

I\,O/(m'n fmﬂ\]l rL(n

r}fJ Pkeﬁwﬁnmwmafec/

B\Qr\cmncxlé’jf DALY o
ot fa\m (LT M@ N £
Mr\@m@!ezzf Wt o CauNnL
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CONSENT FORM FOR GENERAL / Eﬁ‘i?(?;%‘.‘;’; ‘Eﬁﬁt&ﬁiﬁﬂf
REGIONAL ANAESTHESIA / Hospital | ) ueonerm

MONITORED ANESTHESIA CARE

UHID NO: ... 20 =.0.0.52-00 (.. Surgeon Name: R Swap A= S
Anaesthesiologist : B D ml“d ................... e ¥ 1Y) OO
Operative procedure planned : Q:LGCIWYﬁl’DN&ﬁSGUMWCGS'QEH}N

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.

[0 Heart disease O Hypertension [ Diabetes mellitus [ Renal failure

- [ Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
l-:l Incapacitating Cronic Obstructive Pulmonary Disease
L IORBMID 5 ..cooinosoveusavsnssnispmsissuimainsvuusnes iios sy souspoassimsasiasnssi s saissmsed i o as sosieas s AU s Sopnsn NS e AR N AR NN
COMIMENES & ..ottt ettt s s s st s s s b e s oS st s e bbbt bbbttt

* Doctor to document in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY
s to perform upo/ my patient

| hereby authorize Rainbow Hospital & its authorized do
Mwéamm&m\m the above mentioned( operation Y/ Diagnostic / Therapeutic procedures
LCLECTIVE . dOInlel. . SeCim

* | authorize and give consent for anaesthesia
considered appropriate by the anaesthetic team.

egional / O General Anesthesia / [ Monitored Anesthesia Care as

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

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




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

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

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

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

- Pregnant :/D’(es 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.

Patient / Patient Attendant : Witness :
Q
Signature : @ ................................................ SIGNATUNE : ..o B

Relationship with Patient: ... Date & Time : \\’%’(7’6 ...........................
pate & Time : ... AL\ 2626 ...

Doctor (who {s faking the consent) :

Signature
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Rainbow® i

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

Ho spital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE 15 S 3 Ao G it . Your Right to a Safe Delivery
PatientName:MRS' gﬁL‘e’pT— %n,\o&ﬁb Gender: [ Male _*female Age : 28 \‘RS

oHD No - RAN ~ 00 57 boby. Date - \\(ﬂ\la 26

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)

o G_—L&C’I\\) iy Lgmer{geqw\erﬂ R 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.

Iniechon Lu_&w»\ A R S S o T A S R AR T SN R AR S Y
............................... 30 W XV\-\
Rt Bloed

My signature on this form indicates that

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

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

3. [Ihave had a chanceto ask my surgeon questions.

4. 1have received all the information | desire concerning the operation or procedure an

5. lautharize the consentto the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure: ...... b‘-g‘“ .......................................................
Consentee : Patient Attendant :

Signature : @_—!aui Signature : g

Rt PP T P P e U PP P TP PP PP PP

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

Date & Time :
Doctor (who is taking the consent) :

Signature : ........cc......... o S
A Y

NAME & oo ag(\f\t\

; gM Name : ............. Eg?‘"“""“"‘"“ .................................
Date & Time : ..\| H2eme @ 122/Spem

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

Witness :

SIgNature © .......ooveeen  AMASE T
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"%
Department of Anaesthesiology E?‘Illrl‘c?l%vr\: s BirthRight
PRE-ANAESTHETIC EVALUATION Hospital . BY RAINBOW HOSPITALS

1t takes a lot to treat the little. Your Right to a Safe Delivery

Name: ..M. S-aton. PANSAC Age: .G, S8 o UHID.No : 8oR¥H). Q0526069

Date: 9’}04J QG Time: &‘D‘Tm .......... Proposed Operation: ERECTIVE. ASCS..
—ruob
Diagnosis: ... Cty. )b, [ 2 / oy Y ) pr ............ e N | 1 S R
B.P/CRT:LLO. ?RH.Q .............. weight .G G4 ASA Physical Statis: 01,278 08 04 05
\ :\\Q S d Laboratory Data: SHORT STHTVEC
Hab: 1. 9.4 Glucose oeries PO oo v XRAY: oo
pov: .. RNY. UM oo AID: o HBS Ag: ... .NQ ECGE oo
lQQz:O o Total Bill: e TRV S 20 ECHO: ool
Plate: q ({ \“‘-") NS s i DHBE imeasiaiiisiviinivins Blood group: D‘fﬂ Stress/Anglo: .................
5 K i sivscvgusnensamsresmpasnmgatesess LOBE oo Other: 18 iibad.
PTT: .. B oo ACDRBET . e seassieres

INR 8o MO+ iinsmmiaseasssiins Amylase: .............
Bl sy SERTJOEPT ka3

Allergies: Nyjc

Medical History: CVS: "'j

RESP: / Diabetes :
ONS - () N SIGNFCANT
T
Renal :
Hepatic / GE : Physical Activity:
Others : —
Past Anaesthetic History: brev AecS d/ ope, U e~
Physical Exam: ¥

Airway: MP 1™ 4 Mouth Opening. f\ ) _(Mentonyoid istance: (N) ~ Neoke (N ) Teetne(Ny )
. ~ N p—
Lngs: 55 € @), ecy
Heartt < < @
Pregnant=Yes [1No [INA Verlomﬁw Spine Exam for regional ML A e

Anaesthetic Plan: ©IMAC pnﬂﬁm. CIGA-ETT ] LMA

Peri-Operative Plan Explained to the Patient: ,)?ref o No X

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

WaterIORs 2 Hours
2. NIL ORAL<[ - 35%%
3. Informed Consen tandard ! High Risk

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

<O,

swaure.. (Y N%%o\v PR S T

Docu. No. : RCH /FRMY CLINICAL / 044
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ANAESTHESIA CHART

Rainbow"” i o
Children’s | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takés a kot to treat the little, Your Right to a Safe Delivery

Change in Patient Condition: [ Yes /L/Nc; Fasting Status: ——Q»a’equq}e
Physical Status: | [~Patient Identified &~ Consent Present _LL-@fiart Reviewed
: =
H.R: | B.P/CRT: )]O|RQ [ Sp0.: %[ onCh [RR: T Last Feed: > G oy
Pre-OP Diagnosis: ... 8.5, P;Mr‘?::imh F he @peratlon c'.e;.leohle.... A S Date : ...\, |:”9—G .....
Surgeon: C:B( Swepino. Ry DY onishnaesthesmmgtst Q‘-Qy'ul‘\m .............. Technician: \SQMM%
TIME I 20 Y 215U ;i
N0 JAIR /O, LPM o
HALO /SO ISEVO Antibiotic
‘Drurgs: L
“py- Uy TN 310 W
P | - . Suppository
N, v inl 21 )(
: & -
A D 5N T_R“ ]
B | L a
o : ' SO
FI0, {{ Sa0; 5
mg::-/J " : mf mﬁ_! T 0 g r
£CG SR SRER SR [SP [cF [ BT 4 2 4
Temperature
Urine Output NOTES
gg A7)
L w8 o = .
- 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Txmla:ﬂaﬂﬂm 160
140
Throat Pack In
Throat Pack Out 120 (7 AL 4 A A i
100 nna -y
80 -4
B - ’
a5 ur y A - v . A N 4 h g
40
20
10
0
| ABG
LAB Values
GRBS 0
Q/Equipmem Checked and Temp: Induction Regional:
‘m)mchonal ] HME "] Fluid Warmer Ow [ Inhal é;tr;? Specrfy‘-Sﬂ&
[ Clipg Film ] OH Warmer O Pre O, CJRSI nal [] Epidural [C] Caudal
_/6 UL ugger's [C] Cotton Wool [] Others Others: .
O A Ste ] Oth
L,/EDG Il.eaﬂ ‘e.:a&J = s [ Mask L1 S6A gyl S'HMB
T Temp Site Times: [ Airway [ Oral [ Nasal }\a
.—:| B0, iaackor Anaes Start: ... ETT# oo A cm Needie Size: 2% Cx. PPnepm
.}?;nt Monitor 0P Start: .. g‘.. [ Oral [INasal [ Cuff Parasthesia || Yes
[+~Pulse Oximeter 0P End: . [0 Tracheostomy [ Topical Catheter at skin ..
(] Capnograph Leave OH LDy emsitsininasivibiaimsonso s pinsssiaeosings Drug Name & Conc 0 S‘f HQ‘\\“’ i}hﬂ
[ Ventilator Anaesthesia: (] Awake [ Direct Vision Bolus: . SNJ + a'g o FENTANYL
] Nerve Stimulator ] GA [ Video Laryngoscopy [] Stylette / Bougie Infusion: . e, S I -
| () Mopitored Anaesthesia Care [] Fiberoptic Block Level:. "-]— - T
Position: . egional Blate )i BIBMPAS: oisstrassisermsiasvaris P
W-"S“’e Poits Checked DICUMY WHY? ..o
Line (Size & Location) Transportation to
Eye Care: CICVP: . [ Bilat = BS CiPacU  CJicy £ Other
[ Oint AR [ Semi-Closed Circle Relaxant Reversed [ Yes O NL CINA
= Tape. 9‘2]8 C..{ C. . LI Yosd G d Name of the Doctor - TIN.. % CaVe..
] Padding aw:.. ] Other
\Q/Afvake l N, Signature of

f'\r
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POST-ANAESTHESIA CARE UNIT RECORD

2z
Rainbow"” . _
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie., Your Right to a Safe Delivery

Received in PACU by : ............... \‘\AO\-ML'\ Time Received : ............ L{,P ............ Time Dlscharged ..........................

:23 g:’g IV Cannula Site : .. lW
] 230 230 | ] 0, Mask | Prongs
‘% :fg :fg [] Tracheostomy ] T-Piece
@« 200 200 | [ Oral Airway [] Nasal Airway
&« 190 180 ?
180 180 f
] 170 170 | Vomiting : Ol Yes LG Drug: lC)\_X W’\
=]
= 13 :gg NG Tube : [ Yes ,Zr(ﬁ’_
v 140 140 | prain [ Yes 2o
130 K 130 ) C
A 120 120 | Urinary Catheter: [ ] No
T 10 110
w0 100 —'ﬂ 100 | Chest Tube: ] Yes No
=
= - A 90
D.("—ﬁ' D . s | winoral [ Yes
N ;g o | wrids: . P-
o
(7] 50 50 Oral Feeds: . /L
& 40 40
|1 —— -~ 30
Vi 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MENUTES SCORING INTERPRETATION
(Modified Aldrete Score) N 30 { 60 | 90 out 0
Able to move 4 extremities voluntary or on command =2 . . . .
Able to move 2 extremities volumag or on command =1 ACTIVITY t 2 Z’ A Minimum Total Score of 8 is Hequ"ed for
Able to move D extremities voluntary or on command = : Discharge
Sble to deep breal;t & a&augh freely =2 @ %
yspnea or limited breathing =1 RESPIRATION . . . .
Apneic =0 O/ @ Exceptions to this, are to be explained in the
BP =+ 20 of Pre Anaesthetic leve =2 i H Ininn:
BP = 20-50 of Pre Anagsthetic leve =1 CIRCULATION .)./ GL GL 62 space below by the Discharging Physician:
BP + 50 of Pre A thetic leve =0 B =
Fully awake =2
Arousable on calling =1 CONSCIOUSNESS % % _?’—
Not responding =0 —
Pink =2
Pale, dusky, blotchy, Jaundiced, other -1  GOLOR GL % 2 %
Cyanotic =0 -
TOTAL q q \@ 10
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

e

MY

udm

N@ﬂW‘z\/

2

\ | Y

R

@

N6 e [

=

2

6w

]

A

£u
=t

Pain Tool Used:

Anaesthesiologist Name :

Anaesthesiologist Signatur,

Date & Time:

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

LINPASS [JFLACC [ Wong Baker

I NPS

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

b.
C.
d

Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention

Date & Time: ... [ teod M
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Rain' ow® ; . o
Patient Sticker Children’s . Bll‘tthght
Hospital . BY RAINBOW HOSPITALS
It izkex & kot to troat the Bitle, Your Right to 2 Safe Dellvery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD S
Fre
D1 111 N Procedure done DY .......cceecrenvernneinneresnsnnseersasssresssoserssssssssssssns
CSE /Spinal /Epidural Position ; ..vveeennnns R3] 17 TH: SO Technique (LOR/LOS) .....cccuucne.e.
Dep}h: ....... : {T- ........ Catheter at SKIN: ....covcvvvenverennsnrsensresienns FAC:]1 1)1 GO
Parasthesia : Yes/NO if yeS dBlallS : ......u..ccvceerecrumessirinacecnssessssnesssbessismsssecssine L FR— revemssisBusmssssenssssssres
S B S R A
SOILEION COMPOSIHON © ..e.eceeree et rsssbessssensasbssassen sessbsnssm ssesamsssans evressisserasentes st ernresassasand S
Any other issues : 3
BY eurerucuraorensaseasaetse st e s R e s e A e Ra SR YRR AT YRR bR N AR RO R4S R e E e bed e bbb e R E SR b O RO RO RN R R EA RO R bHAR S RAS SR A e RS LSS A R ek aran et b b beraretnraees
D) et et a s se s v s nsa e e emnnsnenenn frseeseeeessieeteseessssesetertst assestes et sanas saeatesentaranenrane s enentas -
i Infusion Rate Level Maternal
Time (ml/hr) Bolus (ml) ‘Leﬂ Right BP Pulse FHR Commenis
oo
»
5 L]
L%
. 1
‘ ] #17 i) ‘ q’
Y 2 ,
. ¢ Ed * |
Defivery Detalls 1 TiME & covvrvrvreerrveenrerans APGAR: ..o SVD / Instrumental / LSCS (if LSCS Details)
Catheter Rernoved by and Tip INSPECIEA : .....covee et reeesrts s ssn e sssssesssesesssnsssassesnesssssessasssasssessansassnsssnsessssrosnas
Patient Satisfaction : ....................................................... B I
\\___.
‘ '
Discharge /Shifting ordered by '
DOCIOr SIQRAtUFe: .....cceeceesrnssercinirenncimmsssnersissemssrersnsarsons
Doctor NAmE: .....cminmasinimissoniessssnsasssessssnsassans _
. .

Date AN TIM & oo ireceicereresssesssressiresserersarsavsavensns ressssanes ‘
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Hospital

12 takes 3 kot to treal the Mtle.

NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)

@ BirthRight

BY RAINGOW HOSPITALS
Your Right to & Safe Delivery

Patient Name: I :lI S gm: f]N !

UH NSHL

Age:

FEALH

UHID No: i 0:
Diagnosisy & 5 ( O \ l/\)/”/b - ( T)
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosa.gg %, i Remarks
1. | Fentanyl Citrate Inj. 50mog/Mi 100 MC (5 Ol 7MY}
2. |-Morphine Sulphate Inj. 15mg/MI e ) oy
3. | Remifentanil Hydrochloride Inj. 2MG GaN s
4. | Remifentanil Hydrochloride inj. 1MG e
Doctor Name: LAmMIY Doctor Registration No: é 7‘6 ) q
Signalu;e JY\/\' % —
[
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
~ (Details of %-e Patient to whom Essentlal Narcotic Drugs Dlspens7d) I Ol (
- )
AP Registration No: . b D U D 6 7 Date: ............

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

g

P | 3 o4
1. | Name: MAS _Sﬂ lo N' BA NS—AL S Remarks
. s AL 3
2. | Complete postal address (with contact number, if any) QU /ﬂL f' U N
3. | Brief description of the illness !‘ 5 C 5
4 Whether registered with any other registered medical practioner / N 0
" | recognized medical institution ( If yes, details of the recorded) S
OF 2 0 0 Ay
5. | Details of essential Narcotic drug dispensed :[ NJ FC N A N7L
Signature / Thumb
Datr Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
4 _Patignt Attender
AL\ p———. j— _ — i - v .
VIV AN J T F ENTANTI U] Ej.}
DNShensd DY (NamB B AD N . i e O e i s oo s e s o e s RS o SIGNAMUIE: ..o e esseron beiinsvnsiins
NAE\HND KUMN? (Oil?&"l} A‘Vr
R GRI B N AIIE & D N O ) o o s v o o s e kb s e Ve v s abieh e as s o S IORARRY G S s irvals

Time: .

Docu. No:

RCH/FRM/ CLINICAL / 133




