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SURGERY DETAILS

Date : ﬁh[&é
Patient Name: MMSMm%M Date of Birth: 9{[;[!44]6 Age: .....3.0.73.15 ,
Gender: F‘EMA.D—E.. ......... Ward : 07— ................. UHID No.: MA.H..=.00.3.394.2-6..

Date of Surgery: ;211]2"6 . -m{ 1 J0T-2 [10T-3 [J0T-4 [1OBGOT-1 []OBG OT-2

Name of the SUTGEIY : ....vvvveeverereseerrrerenns C?CCJ‘WCSCE ..... .0 %%PCADWj ...................................................

Time in 83(0@]@ HmE Ot 5 s QUO% .............

1. Surgeon 1 nympmégﬂ ..................................................
2. Anaesthetist . DT AL{ML& ..................................................................................
3. Assistant Surgeon : ... [DY.. 1}\/) m’l.l }

/ % PRAVA $Al SREE RAWSUSMTHA

4. OTTechnician .. accmSeat 7T , g’ "l"’ ” (F Il
5. Circulating Nurse &T“A’Lwnﬂ? . 4:::‘26010781’1'3’ ﬂ,;l’

6. Assistant Nurse SY«.SAMM%A ........................................................................................

Special Equipment: [ Laparascopy __| Broncoscope [ ] Harmonic _1 Morcelator

[] C-ARM ] Cystoscopy D Versa Point L[| Liver Cusa

[] Neuro Cusa " Others . Nbﬂo ry 286 ~ 00000?/0000

Signature of the Surgeon Signature lrc%n Nurse

Order No: QG"OOOO:?OQ?CZQ Order by: an 6 @ LZL/DPJD
Docu. No. : RCH /FRM / GENERAL / 114 (G{ MW 07 CgWQCJ)




MAH-00338626 1P26-00006709
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Circulating staff :. W ............ Technician : Q—gwcﬁan@&m Date ;.42 /'2/ ................ TIME oo

CONSUMABLES OF OT nngfugﬁffﬂm BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

NN

Anaesthesia Disposables ~ mm 'Y .| Surgical Disposables il Disposables (Baby Side) | _ OV _
ET tube MajerPack [N~ HOf | | JniVitk ol
LMA A sutures ALY, ggg W% d Clamp
ECG leads @ P/N c,‘Z/ 2 3 [;] !-T lvb’a( S ' Suction Catheter
HME filter : A/ P/ N F e 7 17 | Feeding Tube 7 2l
Syringes :10cc (o) ﬁ’) CEQW / Vaccum Suction Set
05 cc ¥ | Gloves 8.4 b/a, b AIRAAC_ | Surgical Gloves £.5 O
02 cc ,’(_"M G’I:l 97— “T | Gauze Pack— 7*’5 i
01 cc e P Syringe/Tml / 2ml 41
q,,uy\tamery plate (A /P /N . : / Surgical blade 99 oy Surgical Blade # 20 Ol
IV set il NG tube a ¢ K | Koochies (S) &
RL 00 | s |ea | Cautery pencil Bl =
(@S : 10mi/ 100mi/ 500mi / 1000mi JAKeochies W o zneore 65 <(Q,}/
Tranexd Jaym ‘9/4-| Ointments * 17 N
dori 3] Suction Catheter AN 7 g
Fentarty oy | Cap, Mask A it R6-00003(0068] 2,
Morphine - Gauze Pack |y Y-Y 703 ’f;é/ﬁ o i
Ketamine Mop Pack 7 "i' §
Propofol Steristrip o /;7
Rocuronium Underpad [ 4
Glycopyrolate Draw sheet '
Myopyrolate Abgel N<
Ondansetron |_Foleys catheter | [~ #
471, Pencan 2y Spinal Needle 22 ) | Urobag T 4
Bupivacaine 0.25% 1 Chest Drainage Catheter s
X ooii| Bupivacaine 0.25%Heavy) - /5 y*] Bomodrain bag
Aribiotics Hﬁﬁwzq::;ﬁ{ _Bandage lﬂx,?lw
62 il (40 [ ot 7
Suppositories ItLban
Anamol : 80mg / 250mg / 170 mg 7/55uble J Stent o
Supridol : 100mg ) &} 5Vaccum Suction set e d
Justin : 12.5 mg / 25mg / 100mg A Plastic Bed-Sheet F)m” ;
Tab. Misoprost : 200mg Cg(///j;:dme Solution ) ;Z‘ ——
Enrve glove 30 ?tfl/f@mih'e“’ _{DJ/ =
Qunaze ! S Xt S %/Cﬁtton Balls O
_,ﬁnl 2. P"‘[ ¢ ()L % c(j Latex Gloves S'ﬁ///
Ramdione Scrub il
Saral

Surgeon Anaesthesiologist Nurse OT Technician
Order No. :........ #0‘-96‘00003'“)41 ................... Ordered by © ..o.oveveernn., 'yurbo‘@ QJ#Z@QL@ P

Doc. No. : RCH/ FRM / GENERAL / 125
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Rainbow Childrens Hospital-Himayatnagar

Rainbow Childran’s Hospital, Door no. 3-6-267, opp. Cafe niloular, Old MLA

quarters road AP State Housing Board Himayatnagar ,Hyderabad
Telangana, INDIA ,500029.
040-48873000, info@rainbowhaspifals.in

ITHIT

EETIER

ELECTRONIC MEDICINE PRESCRIPTION

MRH MAH-00339626 Name M:s PRAVA SA] SREE RAVI SUSMITHA
AgofSex 30Y5M7DIFamale Poctor PADMAJA YELISETTY
AdmiRog DatofTima 01/07/2028 2109 Payor VIDAL HEALTH INSURANCE TPA PVTLTD
Order Date 0210712026 14.29 Orderpumbor 26-0000210041
VisitlD IP26-00006709 Ward/Ged No 3F -PRIVATE ROOM ¢ PV T-307
Patient Address FLAT NO-201, PLOT NO-B% NEW HAFEEZPET, MARTHANADA NAGAR, Hy Tel INDIA,
S.No Dascription Ganeric Hama Dosage Route i F Durati i Qty Status
+  [SGLOVE ¥ B{SURGICARE}  [SURGICAL GLOWES 60 |1 Nos Exvermal / Oncs Dady 10072 tnos|  Dwponsed
TE* CLEANER ELECTRD
2 EF Eoion oy 1Onca Dty 10aye 1nos|  Duspenmed|
LSCS DRAPE PACK
?  |(PROTECTCARE) 1hos 70nca Dady 1Dan 1Nos|  Daperacd
4 |memicamne 3ocm sELLY % On Appheaton | # Once Daiy 10871 anos|  Drapensed
ABGEL SURGH PAD (RIG}
5 (GELSPON) ABGEL 1 has # Onca Dadly 1Days 1 nag Drapnmsg
6 [MONOCRYLIONW 1328  |mOwOCHYL 1226 ¥ Nos 1 Onca Dy 1Dap 1Na{ D
7 losvrrms 25aeimero;  fSYRINGE 2aw Yhos Extemis [ Onca Disty 109y 2] Dupenssd
B8 FEncie MCropia ghoves-B.5 1 hos ¥ Once Daiy thaps TNes]  Diapensed
5 fucsnmust veegur |[MCTLFIUSTVE g, 10nce basy 1 Days 1nos|  Dwperyedf
10 [ADaT DIAPERS L 1hoa Exemabf 1-2 TIMES A DAY |1Days 1Nos]  Duspensod
1 JCOTTONBALLS 2 GM SNOS 1has Evtamat | Onee Daly 1Days Thos|  Dapenmted
12 [DSYRINGE 1000, (NIPRG) [ SYRINGE 10ML Yoy Extemat] Once Dady 100 20os|  Dupersen
1 |eceeecrrobes o | eECmooES AOULT |1 o8 Extarat £ Onee Dady 1008 Atios|  Ooented]
14 |SURGICAL BLADE 22 SURGICAL BLADEZZ |1 Nok Extamat) Once Daly 10 1Nos|  Drspened
15 [BICXAMIC S00 MG INJ 1 Ampnds |Estemat i Orice Dty 108y 2amous|  Dispontea
o, £ With Tubing »
18 mso"s_,:;u“ 1 Mos |Ecienai / Onca Daly 1 Daye 1 Nos Drsoensed
1w fvickn 2ove 2017 VICRYL2DVP 217 [thos 7Once Dsay 20eys 200s|  Dwoensea
1B JVICRVL USP-OVP2518 1oy Eviomat/ 1.2 TIMES A DAY |1Days thon|  Despenses|
DISPOSABLE APRONS DISPOSABLE APPRON
19 |STERIE XL STERILE AL 1Koz #Once Daty 3 Dars INos|  Owspenscd
2 |RRAINHEAVY S UG W4 1V Estomal | Onca Daty 10ups 1val|  Dupenarg
2t |VACCUME SUCTION SET 1Moz [Extemat ! Once Daly 10ars Thea]  Drapansed
2 w&&fﬁw&t 1nes Extemal | Orice Daiy 10ays thos|  Duspeased|
2 [[CEMASKILAYER- FACE MASK JLAVER |1 Nes Exsereal { Once Daly .e 10Nos|  Dapenses
UNBERPADS 60590 [reve——
#  |puTrERALY 2Nor Estomal 1 1:2 TIMES A DAY (4 Daps 2008
25 {PENCAN 216 amRALN Thoy Extorat 10 &M 108 yvos|  Drspesee
26 |DSYRINGE IML(NMIPRO]  [SYRINGE 1ML, 1 hos Exteenat | Onc Dady 100 YNou|  Dispensed
21 [FOAEVS CATHETER 14.URO 1Kos Exlerai ! 12 TIMES A DAY |2 Daps thos|  Ousperes
2 [LISTh SUPPDSITORIES 100 Thos Exiomal 1 Dnce Dty 1 0uys IHos| Duspensed
MOPS 30X30 BPLY 55 X-RAY MOPS 30X308 PLYDATT | t hos 1Once Daly 20ays 2Noz|  Dvspensed
PREGELLEDSURGICAL | PREGELLED PLATED
¥ |pLatespomT) ADULTY i 1hos. Extarnat { Onca Cady ¥0ans fros|  Dapensasy
3 |wisorrosT TAR 200MCG 43 1 Tabs Extemal s Once Dty 1Days aTa0s|  Drapenea
32 3%35‘“&"‘" ™ Eximal? 1-2 TAFS A DAY |1 Dags 1hos|  Drapensed
ENCORE MICROPTIC
B Joowsa o T 10w Dty 10 10|  Deapenned
GAUZE 7.8%2.5 12PLY (5 |GAUZE 7.5KR51ZPLY S
LI il Rl i s 1M0s Extamal Once Dty 10wys 1hos|  Orered
35 [SGLOVE # 6.5 (SURGICARE} |SUPGICAL GLOVES 6.5 |1 Mas Exigmal { Once Dady 10 Snos| Dapensad
RIO T
% [SLrRODLSUPeOSITORES TN Ersamati e vty roum A R
EVATOCIN {OXYTOCHN
¥ lswim ¢ e 1visl Exipmal [ Once Daly 10aps 3Val| Duapensad
PADMAJA YELISETTY

* Thes docurnent s just (o rofercnce purpose only. Nol Lo be considared as primasy repotl,

Hole

* Thiz prescriptian ia valld only for specified duration,

* Do not refill medicines,

Printed DaleTime  02/07/2026 17T;51

Printed By : GUVVALA VIJAYA SUSHEELA

Reg No : 52427
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Rainbow Childrens Hospital-Himayatnagar

Rainbow
Children's . . , . :
. t Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital : ;
Rarabow quarters road AP Siate Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
\
TR
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNR-00016299 Name ! Baby Of PRAVA SAl SREE RAVI SUSMITHA
Age / Sex :0YOMOD9H/Male Doctor : SINDHURA MUNUKUNTLA
Adm/Reg Date/Time : 02/07/2026 09:13 Payor © SELFPAY
Order Date : 02/07/2026 14:39 Ordernumber  : 26-0000210048
Visit ID : IP26-00006713 Ward/Bed No  : 3F-PRIVATE ROOM/ CRDL-HNPVT-307-1
Patient Address : FLAT NO-201, PLOT NO-81 NEW HAFEEZPET, MARTHANADA NAGAR, Kondapur, Hyderabad, Telangana, INDIA,
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 |Nosrnonxmar e Res T XTSI PLYS 4 o External / Once Daily 1Days iNos| Dispensed
SINDHURA MUNUKUNTLA

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

Note

* This prescription is valid only

* Do not refill medicines.

Printed Date/Time 02/07/2026 17:54

e ———

©

for specified dilration:=

Reg No : 66970

Printed By GUVVALA VIJAYA SU@LA

Page 1 of 1
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Rainbow Childrens Hospital-Himayatnagar

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

Hyderabad ,Telangana, INDIA ,500029.

040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

: HNH-00016299

Rainbow
Children’s
H Birthitgne
Hospital s
|
i
|
f
lMRN
'Age / Sex

» Adm/Reg Date/Time
|l COrder Date

Visit ID

Paticnt Address

:0YOMODSH/ Male
: 021072026 09:13
. 02107712026 14:39

; 1P26-00006713

Name

Docter

Payor
Ordernumber

Ward/Bed No

¢ SELFPAY
1 26-0000210047

FANOET A

: Baby Of PRAVA SAl SREE RAVI SUSMITHA
: SINDHURA MUNUKUNTLA

O

: 3F -PRIVATE ROOM / CRDL-HNPVT-307-1
* FLAT NO-201, PLOT NO-81 NEW HAFEEZPET, MARTHANADA NAGAR, Kondapur, Hyderabad, Telangana, INDIA,

't S.No Description Generic Name Dosage Route / Frequency Duratlon Instruction Qty Status

1 DSYRINGE 1ML {NIPRO) SYRINGE 1ML 1 Nos External / Once Daily 1 Days 1 Nos Dispensed

? ﬁgﬁiﬂ\alé%ﬁdgz\nt 1 Nos g;l\c}maif -2 TIMES A 1Days 1 Nos Pispensed

3 [incare Microptic gloves-6.5 1 Nos { Once Daily 1 Days 1 Nos Dis::uenseclT

4 INFANT FEEDING TUBE:-5 lSNFANT FEEDING TUBE 1 Nos Extemal f Once Daily 1 Days 1 Nos Dispensed

5 SURGICAL BLADE 20 SURGICAL BLAGE 20 1 Nos External F Onge Daily 1 Days i Nos Pnspensed

6 INJEK INJ 1 MG 0.5 ML, 1 Nos / Once Daily 1 Days 1 Vial|  Bispensed

7 SGLOVE # 6.5 (SURGICARE) |SURGICAL GLOVES 6.5 |1 Nos External / Cnce Daily 1 Days 2 Nos [Jlspensocf
@

SINDHURA MUNUKUNTLA

* 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 : 02/07/2026 17:55

Printed By : GUVVALA VIJAYA SUSHEELA

Reg No;: 66970

Page 1 of 1 :

I




@C/ Rain.l::‘%;w® ® - e
Children’s .Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Mrs PRAVA SAI SREE RAVI
Name SUSMITHA UHID MAH-00339626

Father/Guardian Mr SRIVASTHAVA  Age/Gender 30Y5M7D/Female

FLAT NO-201, PLOT NO-81 NEW HAFEEZPET, MARTHANADA NAGAR, Kondapur, Hyderabad,

Address Telangana, INDIA
IP No IP26-00006709 Admission Date 01-07-2026
Ref Doctor Self

Discharge Date (4.07.2026

DISCHARGE SUMMARY

Py
Consultant:
Dr. PADMAJA YELISETTY
MBBS, MD, MRCOG, FRCOG
52427
Diagnosis: G2P1L1 AT 371t WEEKS WITH PREVIOUS LOWER SEGMENT
CAESAREAN SECTION FOR ELECTIVE LSCS
ELECTIVE LOWER SEGMENT CAESAREAN SECTION DONE ON 02.07.2026
History:
LMP: 09.10.2025 Obstetric formula: G2P1L1
EDD: 16.07.2026 Gestation at admission: 377° weeks
')

Obstetric History:
G1-2022- FT-LSCS(Ind: Meconium stained ligour), Male,3kgs,A&H
G2 -2025- Present Pregnancy, Spontaneous conception.

HIMAYATHNAGAR BANJARA HII LS N di  HYDERNAGAR (NAD KONDAPUR DUTPATIENT CLINIC t SECUNDERABAD KONDAPUR L B NAGAR o NANAKRAMGUDA
- 0- 4573000  Esmerge ‘ e i @ 462 £ 7 Emergency s 040-68313

@ 1800 2122 @ www.rainbowhospitals.in |




Rainbow® . L
Children’s ‘Bll‘tthght

HOS p i ta| BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

P
Name g&;M‘m’ﬁ SASREERAL | iisiip MAH-00339626

IP No IP26-00006709 Admission Date 01-07-2026

Medical History: Nil

Family History : Both parents-DM and HTN
Surgical History: LSCS-2022

Allergies : Nil

Antenatal Details:

Mrs PRAVA SAl SREE RAVI SUSMITHA was booked to Rainbow hospital at 22*4
weeks of gestation. She had regular antenatal checkups and investigations as
advised elsewhere.NT scan normal.eFTS low risk.TIFFA normal.OGTT normal.
Fetal monitoring was done by serial growth scan. A growth scan was done on
27.06.2026 at 37 + 2 weeks showed single live fetus with cephalic
presentation with AFIl: 16.4cms, EFW:2898 g (32%), Placenta: Posterior, High,

with normal dopplers. She was admitted at 377° weeks for EL.LSCS.

Investigations: Enclosed.
Blood group: "AB" 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:

HIMAYATHNAGAR BANJARA HIILS HYDERNAGAR ed KONDAPUR OUTPATIENT CLINIC edited IVF)  SECUNDERABAD (NABH KONDAPUR L B NAGAR (NARK Accredited]  NANAKRAMGUDA
73000  Emmegency's 040 48F5 SS55.91005 25516 B 47 ey 3 040 - 4246 2100 - 2462 Emeryency () 040 - 4246 2400 Emergency ) 040 - 7111 1333 Emargency] D40-69313233

@ 1800 2122 ® www.rainbowhospitals.in l

1




- Rainbow® . -
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Mrs PRAVA SAI SREE RAVI

SUSMITHA UHID MAH-00339626

Name

IP No IP26-00006709 Admission Date 01-07-2026

Under spinal anesthesia she was painted and draped as per hospital protocol.

Abdomen opened in layers. The parietal and visceral peritoneum carefuliy

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. Bilateral

tubal ligation done by Modified Pomeroy's technique.Tubal segments sent for
o HPE. 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 formed.

* Grade-1 Meconium Stained Liqour.

* Omental adhesions noted to anterior abdominal wall.

* 1 Loop of cord around neck.

* Bilateral tubal ligation by modified pomeroy's technique.

Delivery Details:

Date : 02.07.2026

Time of Delivery : 08:28am

Type of Delivery : Elective Lower Segment Caesarean Section + Bilateral tubal

~ . it
ligation
Indication : Previous LSCS
Anaesthesia : Spinal

HIMAYATHNACAR BANJARA Il LS v HYDERNAGAR (» KONDAPUR OUTPATIENT CLINIC (JCI Accred it SECUNDERABAD KONDAPUR LB NAGAR NANAKRAMGUOA

04 - 45873000 st 040 - 4484 1555, 11009 25516 Frerge 040 - 42462100
|

® 18002122 @& www.rainbowhospitals.in }

|
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Children’s ‘Blrtthght

Hospita' BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Mrs PRAVA SAI SREE RAVI

Name SUSMITHA UHID MAH-00339626

IP No IP26-00006709 Admission Date 01-07-2026

Baby Details:

Date : 02.07.2026 \
Time : 08:28am

Sex : Male

Weight : 3.140kg |

Apgar 0 8,9

Gestational Age: 37%° 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

first postoperative day High BP recordings(150/90-130/90mm Hg) noted hence ‘
started on T.Labetalol 100mg twice daily. On second postoperative day |
dressing was changed. On inspection wound was healthy. Her general condition ‘
was satisfactory and she was found to be fit for discharge. Wound care and |
medications were explained to patient supplemented by written information. |
She was given the postpartum book for further reference.

Advice:
1. Tab. Taxim O 200mg twice daily till 08.07.2026 (9am-9pm) after food.
2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 06.07.2026
(8am-2pm-10pm) after food.
3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 06.07.2026 (9am- ‘

EANJARA HILLS (0L HABH & NABL Accraditedi  HYDERNACAR KONDAPUR OUTPATIENT CLINIC (JCI A ted | SECUNDERABAD KONDAPUR L8 NAGAR (N NANAKRAMGUDA

@ 18002122 @& www.rainbowhospitals.in
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Rainbow . S L
Children’s BirthRight
Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
Mrs PRAVA SAl SREE RAVI
Name SUSMITHA UHID MAH-00339626
IP No IP26-00006709 Admission Date 01-07-2026

3pm-11pm) after food.
4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 08.07.2026 \
(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.
) 8. T. Labetalol 100mg twice daily (10am-10pm) after food for 2 weeks.
9. Collect HPE reports

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

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

Review with Dr. PADMAJA YELISETTY, after 2 Weeks on 18.07.2026 '
Rainbow Children's Hospital with prior appointment (Review consultation
will be charged). ‘

- For Women Who Have Had a Cesarean 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

HIMAYATHNAGAR EANJARA HIf LS 1 HYDERNAGAR ! KONDAPUR OUTPATIENT CLINIC ted SECUNDERAZAD KONDAPUR L B NAGAR NANAKRAMGUDA
i} % £ P 256 2400 40 - 7 Emrg 04069113

@ 1800 2122 @ www.rainbowhospitals.in
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Rainbow® . i
Children’s ‘Bll’tthght

HOSpital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Mrs PRAVA SA| SREE RAVI

SUSMITHA UHID MAH-00339626

Name

IP No IP26-00006709 Admission Date 01-07-2026

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 & druy

m interaction, care to be provided at home, nutrition, when and how to obtain |

emergency care etc also have been explained by doctor ...........c...... in a
language that | can understand and | acknowledge.

Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Children's Hospital just dial one toll free number - 18002122. =
You can also take appointments at any time by going cyﬁldne
website www.rainbowhospitals.in

/
Reg: trar/Res:dernt“/C:lV/i (o} |
Consultant: \
Dr. Padmaja Yelisetty, .
MBBS, MD, MRCOG,FRCOG |
52427 A

HIMAYATHNAGAR BANJARA HII LS \BH & NABL A it HYDERNAGAR (N KONDAPUR DUTPATIENT CLINIC (JCI Aceredited IV} SECUNDERABAD (W core KONDAPUR LB NAGAR (NABH Accrodited)  NANAKRAMGUDA
Emargencyy 040 - 48873000  Emergency ) 040 - 4466 S555, 81009 25516 reiguncy § 047 - 4244 2300 Emergancyy 040 - 4348 2100 argancy 3 G40 - 4246 2200 Emergency:d 040 - 4246 2400  Emargency3 040 - 7111 1333 Emergency) 04069313233 |

@ 1800 2122

@ www.rainbowhospitals.in




Rainbow

2 . Rainbow Childrens Hospital-Himayatnagar
Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s _ ™ Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital %" TEL NO :040-48873000

WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP26-00006709 Admit Date :01-Jul-2026

N

Admit Time :09:09 PM UHID : MAH-00339626

Patient Details :

Telangana INDIA

Patient Name : Mrs PRAVA SAl SREE RAVI SUSMITHA Age :30Y5M8BD
Guardian : Mr SRIVASTHAVA DOB : 25-01-1996
Gender : Female Religion
Occupation Martial Status : Married
Address (H) - FLAT NO-201, PLOT NO-81 NEW HAFEEZPET,, Phone No : 9014112216/ 7416536082
MARTHANADA NAGAR Kondapur Hyderabad 5 . J ;
E-mail . susmithaprava10@gmail.com

Admission Details :

Bed Type : TWIN SHARING Bed No :LDR-415 Ward Name :4F-OT
Room No : LDR-415 Admission Type : First Visit
Contact Details :
Name : Mr SRIVASTHAVA Relationship : Husband
Contact Address : FLAT NO-201, PLOT NO-81 NEW Phone No 1 9014112216

HAFEEZPET, MARTHANADA NAGAR Kondapur

Hyderabad Telangana INDIA

D v et
Si ure

-

Doctor Details :

Doctor Name : Dr. PADMAJA YELISETTY

Specialisation

: OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  : 20000.00

Payment Mode ¢ DC/CC Card Payor Name i VIDAL HEALTH ]NSURANCE TPA PVT

LTD

ted Date / Time : 01/07/2026 21:17 Printed By : 020099

Page 1 of 2







MAH-00338826 1P26-00006709
Mrs PRAVA SAl SREE RAVI

25-01-1996 0YSMTD (F) 2

: gt o Rainbow®
) T A — Fau Children's | @ BirthRight

CROSS CONSULTATION FORM

Doctor Name : .12V« ’?MJM%(L'YQJJM,% ............ Date:..5.].%[.?::6'.............Time:..1.!'.}..1.«.(.0.21?{!.
DIAGNOSIS T oo et

HOSPital © ...rooro. BCH m NN Type of Reforral :
)jmergency
................................................................................................................................ et
Referred for : [ Opinion zﬁn-Management O Transfer of care 4
O Non Urgent

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

Signature:

Findings and Recommendations :
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MAH-00339624

Mrs PRAVA § IP26-00006709
25-01.195¢ Al SREE RAVI

Dr, PADM 5 M7D

I IHII

Diet Advised:

Pt et
Patient's / Attendant’s

4

T AR e

\te & Time: 3)—7‘/26.(9560“” .........

No. : RCH/ FRM/ CLINICAL / 195

Food Allergies: ............... W ........................................
@  Diagnosis: ............. P

TypeofDiet O Liquid  OSoft O Normal

j/\hgetarian VP(on-Vegetarian

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

2
Rainbow"® . T
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takoes & lot to treat the Rtle. Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

T ¢ 2.,55 ........ Time: ?’A}?cuw
) e 0 ~ 26 kg/m?’
Origin: Sm,cﬂmﬂ ............... Height:.....S.0. 0. Weight: (5@)’9 BMI: O ~28 kg/m’
0 ~30 kg/m

2._

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

O] Diabetic
0 Vegan

Diabetic Diet—Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots/ Tubers)

Dietician's

Signature: ........ é&gpﬁ&
w J@&W M

Date & Time: //.?J,qufd@y;
| PT.0)




DIETARY NOTES

Date

Time

Notes

Sign
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Rainbow’ pi e
Cgi'll'dre‘:s ‘Bll‘thﬂlght

Hospltal BY RAINBOW HOSPITALS

oyl ikt Your Right to a Safe Delivery

ACTIVITY RECORD FOR BILLING

Name: - MAH-00330628 IP26-00006709 — — — —
Mrs PRAVA SAl SREE RAVI
23-01-1906 30YSMBD  (F)
UHIDNo.: __ __ __ ___ IP No : Dr.PADMAJA YELISETTY Dept:__ __ _____
B LT
Date of Admission: ________T ~  qarge:________ Time: _______ _
Room/BedNo:__ __ | Ward: Suggested Billablebed type : _ _ _ _ _ ___ _ ___ _
WARD TRANSFERS
Date Time From To Signature of Nurse

D05 T et a Ao | r@%
Q/\‘A&"’k A 2084 - 0T rfﬁg ffbf‘ 5 ‘AMM [
Ak 19 0PT  predplt] * 900" | pons |

Cross Consultation Visit

Doctors Name Date Order No. Signature

o e pdd| ylh | LS\ | g~

8

9

10
Docu. No. RCH/IFRM/GENERAL/145




INVESTIGATIONS

b

Date _Investigations Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting .

Qw Equipment Time Time Order No. Signature
.j;’"g (a2 pppaitoy ? X "I/OM : \J\% o200 DAL o o
I \ ./," 7 al \W -

: Y,
o T Fucha  fomf N

I




PROCEDURE

Dats,. 1 P " Procedure Quantity Order No. Signature
Wbt | B platempat | (D qgss ' bl
oloe ] pac (DN I Mpety= 2V 2
DBV e BaTaion | (S 20999 o S
N e D Josta I
‘K._>Oom ( e e T

N e ==
// b =

N
U°
ANY OTHER INFORMATION
Date Time Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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(T S| @ eirtngnt
IP ADMISSION SHEET FOR OBSTETRICS T
Presenting Complaints LMP:  Q o las- EDD:

for Coke Crn{)‘rncmn‘}

Obstetric Formula: GJ_P\ .y

Obstetric Hostory:

Corrected EDD: (6 | [2¢.

Obstetric Examination

GA: 33:#6@\’5

Menstrual History: Regular :_p/?és [J No

q
& p\ea C‘lOJ-'D’FT‘ l..§c4:| one L ‘ 6/3':3& . Fundal Height: W~ e
Presenl preq - Sp-(_‘omc " e ;
0 P ¢ Ut Activity: (] Relaed ~_LAMid ~ CIMod (T Severe
Beooted 22 uskﬁr. ‘ _
~_, Present Pregnancy Record: Liquor: ﬂdequate ] Oligo 1 Poly
@ eTs - lownie. PP: Cephalic ] Breech  Others
e I, :
A -, oqIr \® o Head Fifths Palpable: S/
Atk £
RISK FACTORS: Gre FHS: \/Q‘m)rmal [] Tachy  [Brady [1Absent
4 I
- ?fc\l LSce Per Speculum Examination - ™ [
Draining: # [ Present ] Absent [ Bleeding
Colour of Liquor: [ Clear [] Meconium [] Blood Stained
Vaginal Examination ~ — ™ &
L J Cervix: [] Long [] Partially effaced [ Effaced
Height: LS. cm
- Os: Closed Dilated
_~— Welgtft...énﬁ.....kg‘gl '
Allergies: .......... B Lo cdnsevecessintinbas sevsensibe Menibranes: [l Present [ Absent
B : ormal  [] Abnormal
reast: LG Liquor: ] Clear [J Meconium [] Blood Stained
General Examination: '
Consciolisiess: @ Pallor:@ ) Presenting Part:  [] Vertex ] Breech L] Others
lcterus: @ Edema: @ Sutton: J-3 -2 O1 0Jo0 O+1 O +2
Temp: J\-kc_br'\\c PR: Qb pr™ Pelvis: [] Adequate (] Doubtful
BP: \20(30»\\5 DTR: a(R)
CVS: g.¢ 1@ RS RlLNIRS
Liver/Spleen: Urine Output: @

’
i
I
[

i
[
'
[
\

DIAGNOSIS

1
G, P\ \ 31 Sk l Prev tscs c( S
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Mrs PRAVA SAl SREE RAVI
25-01-1906 30YSMED
Or. PADMAJA YELISETTY

(F)

Family History:

Bl pavests

—Mm GhTN

Surgical History:
(Sca ()_'57, D

Medical History:
a0\

Medication History:
DA~ T ¥e | T Co

Plan of Care:

C\Cck\;t LScg

- ﬁwkm s Y
-Ad i SR PN CT&
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Investigations:

Rlsed Group - AB osher”
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M-y e le,.
Rcv - \ ]}'(3.@.
WBC™ By |

W
*abgﬂ ‘ MR,
|5

036 Gle 2O ~ V2

Suwr,  Conatic

Qec“d*n‘cig“ P\ - Poct- l,‘\‘ﬂ\\ . ARI=16y ot
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i TB on Ca eF'\Q' 2gk8 Cglf/D
CRp o .
C @ L/
= Creck for blord ouan ity
PRSI
L
/€°“5§\$39' -

Doctor Name: .......... Q CUGCHQ ..............

Signature: ............ j :f— ...............................

<
Date & Time: . ’/?/2—6 (e, ‘('Dw' T '

'ansuitant‘Na
su\\an\( Slgnature \'\
" Date & Time: a’l/?
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Children’s
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1t takes a lot to treat the little,

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

PROGRESS NOTES AND DOCTOR'S ORDER

2a1t$m lPrﬂgress Notes Doctor's Order
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Patient Sticker
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Rainbow®
Children’s .
Hospital .

It takes a lot to treat the little.

PROGRESS NOTES AND DOCTOR'S ORDER

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date
& Time

Progress Notes

Doctor's Order
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It takes a lot to treat the fittie. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER
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Mrs PRAVA SAl SREE RAW. o o ;/{f-. .
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@ BirthRight

t _____ Dr. PADMAJA YELISETTY Children’
Wi Hospital - | ) o e
MEDICATION RECONCILIATION FORM

DrUG ABTGIES ....eeeeeveeer ettt ettt ee et es e eenenens ‘/"/l(ot known any Drug Allergies

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

ShHUNG FIOM: ....cocoererreeniineerissssisssesessensssssasssssasassessns Shifted to: ..o
S (Gsuamgﬂglgt':ggl,:m Il.EETTEHS) (mg?:;u) (PO, ?I%Ug: ) | EREOMENGY Date/ Time ?gﬂ:lgs:gg
1 THe - Teon o Plo | oo ap \ahe| H €JADC
2 e CALCO ab elo oD kb |DCATC
’ (JC CIDC
’ LJC [IDC
’ CJC [IDC
° Cc [pe
! | [JC [JDC
° (JC [JDC
’ CJC OJDC
" JC CIDC

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

Doctor Name & Signature : ............f. V... EnGVeeva,
Date & TN : o f/?f.[?..@...@...q 1.2 T
Nurse Name & Signature: ...................... “‘}kajtq(@'— ......................
Date & THTIE © o) 6. @10pm....

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




1P26-00006709

MAH-00330628
M '?o!v?: 60 () "2

25‘01'*”‘ . < ®

Dr. PADMAJA Y! Rainbow .
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DRUG CHART

Date of Admission: \\%\7"0 ............ Drug Allergies: ............... P\\© .................................. " ﬁt known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

f GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
ﬂ\IURSES - 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)
. Date»
DRUG : Tige
Dose Route | Frequency [Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
{ ] Dater
n DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
N
. Dater
DRUG : Tigne
Dose Route | Frequency |Start Date |
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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YELISETTY

" necuuan rescerons e Yo\ v ...

: = Dated "]
. % DRUG NG CCPOHY TN Tine \>\ ,\\
a %\ Dose Route | Frequency |Start Date .
< £ '\ W [ed Jabhg Nile
@ Y4 | Name & Signature of the Doctor N[O/
= ": Starting the Drugs: }é ’ %‘k /(; //’
» =i p— A
;_1 = L
oAl __ , groy
~ | Additional Instructions: b3
’ (410 8 7
]
Daily Doctor’s Endorsement by a Sign b, ¥
ol . Date».
= oRuG: fAraceTATHOL Time g\'\%
E‘ i, Dose Route | Frequency |Start Date
v
~ O 9 o T | 73 "
'(2 _&_f Namg & Signatureiof the Doctor Qv\(‘\\b
&= =~ Starting the Drugs: /}V \
= | pvmmir ;
QL i £ o
»~~ .| Additional Instructions: W& 7

R RY

Daily Doctor’s Endorsement by a Sign v / Y
DateF , .
‘= | DRUG:TFRAMIADOL Time/ N\ & Lg\_
- ; Dose Royte | Frequency [Start Date A
g 2 10%2 f/o |mn 2z (‘w\{f\?( 7 Bg)
— Nar€ & Signature of the Doctor
L _@ Starting the Drugs: /im X(;f
S| pyamwy 4 AR
L 2 TAdditional Instructions: il
|l G 1
Daily Doctor’s Endorsement by a Sign b/ b
Dater .
~ [[onus: DIcorEnAc Tinei o kW
= Dose Route [ Frequency |Start Date .
=~ C (Dng | Pl | T | 23 Ly @ _@@
9 = Name & Signature of the Doctor A
=) Starting the Drugs: R
O i [}V\ %o“‘%ﬂ%\
- sy / ~
';.3 Q Additional Instructions: e ‘q&g
N’
\
Daily Doctor's Endorsement by a Sign }D/

Page: 2/4
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BY RAINBOW HOSPITALS

% SheetNo: ............. REGULAR PRESCR'PT'ONS Weight &}SL[CQ Ward . oo
> Date '
' | DG &M\’Vb(C\W'QL Tigne _“’ ‘,“«3( ]
" Dose Route requency Start Dt.
2 wm| po | ol I
_— | Name & Signature of the Doctor ' ;R"t@ : W
() | Starting the Drugs: % g
—
A A N

Additional Instructions:

r //
Daily Doctor’s Endorsement by a Sign o
oRGf CE LY INE

‘TDiate \’X ‘&

v b A

Dose Route | Frequency | Start Dt.

J PO &0 %\,}Qﬂ‘/

Name & Signature of the Doctor
Starting the Drugs:

DN D

Additional Instructions:

r
N
1

ik

Daily Doctor’s Endorsement by a Sign

DRUG: [ (ARETA(eL

leswy| /o &0 | 3

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs: %;:‘,WL"
o

M~
Additional Instructions: \\Q‘
¥\ wm T
| T
Daily Doctor's Endorsement by a Sign X
DRUG : pater
Dose Route | Frequency | Start Dt. i

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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Tt takes a kot 1o treat the Tttie, Your Right ta a Safe Delivery
Sheet No: h REGULAR PRESCR'PT'DNS Weight .............. Ward....ccooceerrveee
] Datey - o :
DHUG . - Ti['ne ¥
Dose Route | Frequency | Start Dt.
) . 1
Name & Signature of the Doctor ~

Starting the Drugs:

Additional Instructions:

)

Daily Doctor's Endersement by a Sign

] Date h ~~.
DRUG : Ti[;ne . * - - &

v

Dose Route | Frequency | Start Dt.

Name & Signaiure of the Doctor
Starting the Drugs:

i)

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

4]

Date
Time

v

DRUG :
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

Starting the Drugs: ?

Additional Instructions: .

Daily Doctor’s Endorsement by a Sign

Date
Tigne

b

DRUG :
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

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

L4

(P.1.0)




" g al S B T AN g T e— N — “._.ﬁ‘.._p.;

MAH-00330626 le:-ooousm {)
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- ;‘;:::::w ‘R:olyn:u 6D (F) Weight. b&' ...... tﬂ Ward. ......ccoevnne.
—— Dr. PADMAJA YELISETTY e —
d
= m ‘““"““"““I“"l ll“l‘ “ I“ Tige Nurse Sig. [ urse sio | nrse sio. | turse sig.
[ Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign,
Route Sta it Date Dose Dose Dose Dose
: Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
k‘ Name & Signature of the Doctor Dose Dose s Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Additional Instructions: e P e e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Time I Nurse Sig. Nurse Sig. Nurse Sig [ Nurse Sig.
A Dose Dose Dose Dose
b DRUG : Or. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Roufe Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor poss Dose Pose flosd
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e a e fose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. . Dosage & Other i
Date Time Medication lnsiraetians Route Signature Nurses
T C
T.PANTAPRATOLE \Jor Fove
: el | tOPM i 4orq Plo Qr(ﬂ(—
™ T PACTOLLOP D o) ol /8 ool afvol
g gl oPM i 'Orrq Pfo (A g
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TR OANTRPRA O W (,16 =i d ‘
3 Prlas | A BASAN o
TIY- (e FOCLOP RO \ } ﬁ 4&
| 216 1039 e VAT egvs
» . 3009 1. ~NJ “TRAMADOL VGO m\g W ﬁé"f' \'!{Kg.
k 1{ 1[2 ]| A A .ﬁk\% Ej é
{ \xhe | a2 ‘ WG e
0 ¥
! 1!‘3‘9‘\"‘\'«'\??"7&5— j ﬂ’j" _}ME%_
i 2lalat 7 (A Lot W e AL
J [7]
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LV. FLUIDS CHART

Weight. Q,Q[’@( Ward. ... L.

vuiniposition of 1.V, Fluid

Flow Rate| Doctor

Nurse

Date of | Doctor

ybhe

e g (If infusion, mention mi./hr = Mcg/kg/min. etc) Route mi/hr Siin Sign | Stopping| Sign Sign
3 ool & @ (

RS B W [‘T j, ¥ ‘V\% [ Q
27 NG \o
RWGEE ¢ oo iTE e L B

2|6 1AM il W i @ %QS L\ é

\o RINugr : > ’

Q\w c,R“P lacrane v wee (i CE\ gE \)) E
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|t | 82° | Lacrate v [0 [ & AN &
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o N L v 150w :
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STAT / ONCE ONLY DRUGS ... M ..

NATFIE Y vt o3 508 b 4 A VS o 0O A T oo Sheet No:
DOSAGE & OTHER SIGNATURE

ot e VEDICATION INSTRUCTIONS ROUTE  Mpoctor | Nurse-1] Nurse-2
| f TR
2/?‘ ‘?m DCLFENAC [oom) PA /hn/ w %7 &
nr Be
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RESULT SHEET

\\

It takes a lot to treat the littie.

Date a6
Time 10: 00 Py
Hb WS
PCV 2uS
RBC 2% 4X
WBC Q)

N/L
Platelets \ g9
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138 (PT.0).




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

- A
o2
\'%a)

; A o
fAlgod/ W“’?"““‘we (\‘:p\)aﬂ\abab*fj QG,,L 0o }ade.

=

H\V il
ubager | D
v

CUIUTE AN SBNSIIVITIES © ...veeeeeee sttt ettt e ettt ettt e ee s e e ea et et et et et e et eee s es et en et e e em et e e e e eeeeeese et esesnenennas

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

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

Radiology : T S

e S G R S e S "

Oihers (ECG, COOTAST SHIGIIE BIE.J 1 1o iummsimmusinisimmiss sessmsmmsnsmsersmiimcssss iosicsnsiss Jess s ekessssnssasissss
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Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

\\r}\vb

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

Date = )
Time [ 8 | 9 [10]11]12 ofrwofuf2ff1)2]3[4(s)s|[f7]
>30
RESP TR

(write rate in

corresp. box) 11 - 20

Saturations

<94 %
Administered 0, (L/min.)
40
o'
3
.u.
N 5
< 35
L) g
m
- o
=1
ol
=3
8

Unresponsive

190
180
170
160
v
% 150
. = 140
= 130 - -r
g 120 il L &1
a - 110 A\ A Y [
@ 100 X 1 \
z 90
2 80
70
50
50
= 130
g 110
=3 100
| 0 . \
a 80 \]f T A?‘_,
3 70 | 7. T3
g 60 t )
s 50
20
NEURO Alert O - =n)) — = 1 ]
RESPONSE ‘;f:i‘ne
[v]

URINE > 30
mils / hour <30

. ; Protein + +
Proteinuria -
Protein > + +

% Normal
Lochia Heavy / Foul

Li Clear / Pink
iquor Green

1

TOTAL YELLOW SCORES 0 0 (3] *
TOTAL ORANGE SCORES 0 © 1] :
Nurse Initial Y% ~L i
L= >
/




Obstetrics and Gynaecology
Early Warning Signs

f
1 Yellow Alert :
Repeat Observations
in 30 minutes
\.
4 N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\ J -

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

\

* The Modified Early Warning Score (MEOWS)
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Early Warning Observation Score Chart - Obstetrics

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

Date

VN
2

am

Time 10 M1 s 6 8) o [(10)]11]12] 1 |(2)

4

de o)

RESP
(write rate in

corresp. box) |

> 30
21-30
11-20
0-10

Saturations |

94 - 100 %
< 94 %

Administered

0, (L/min.)

3,dway

40
39
38
37

36

35
< 35

ajey Jeay

170
160
150
140
130
120
110

100

30 al

80

(v 4

g

70

60

50
40

anssald poojg 21|01sAs

190
180
170
160
150

140

3

D

130

120

110

>

% T

100

90
80
70
60

50

ainssald poojg Mjolselq

130

120

110

100

90

-

80

R el

70

ob)

3
-
P

60

= . i

I

50

40

NEURO
RESPONSE
|

i

Alert

Voice
Pain
Unresponsive

URINE
mils / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Normal
Heavy / Foul

Lochia

Liquor CIe;::eF:nk

TOTAL YELLOW SCORES Ol @ [f) - 73 ) (@)

TOTAL ORANGE SCORES 1T 00 1 N O o TAL)] { &
Nurse Initial ( Ho @ v AN - X3 | = =




[ Obstetrics and Gynaecology ]

Early Warning Signs
) - ,rf A *
I
~
1 Yellow Alert :
Repeat Observations
in 30 minutes
J Q
4 N N °
Complete a Full , Zerllow-Alerts or 1 Orange Alert:
' Call the Obstetrician and Repeat .
Set of MEOWS Observations .
Observations in 30 minutes
\ / _ y,
(L P : N\
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and |
Repeat Observations @)
in 15 minutes or continuous )
monitoring @
\ . ' /

\.- 1 }
* The Modified Early Warning:Score (MEE‘JWS). :
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Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

Date
P i
2)\0‘ Time | 8 | 9 f10[11]1f\1]) 2| 3 56?)89(10)1121"&“)34567

RESP
(write rate in
corresp. box)

> 30
21-30 o i

11-20 0
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.) . bl (4 « &

3,dwsy

40
39

38
37

d(‘
Fa
-
s
a
&
¢
.

36

35
< 35

3)eY Wesy

170
160
150
140
130
120
110

100

90 ]

me
o
o

-8
i

80 <5 |

70 il

60

50
40

—
anssald poojg 21|03shs

190
180
170
160

150

140 B AL
130 19

_.
¢
RN

120 | I

> 3
=

110 — [t -
100 b lﬁ‘
S0
80
70
60
50

-
aunssald poojg djolseiq

130
120

110

100
90 i %

80 O‘I Qa P }l
70 W tl—

P =

60 (]

50

40

NEURO
RESPONSE
(]

Voice = — Ll e O
oice

Pain
Unresponsive

URINE
mls / hour

> 30 "
< 30

Proteinuria

Protein + +
Protein > + +

N Normal
Lachin Heavy / Foul
Clear / Pink ~—
Liquor Green
TOTAL YELLOW SCORES Q e 2 ) N
TOTAL ORANGE SCORES Ay o ; g £
Nurse Initial L / [ 4
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> Obstetrics and 'Gynaeéélogy
Early Warning Signs

o

1 Yellow Alert :
Repeat Observations O
in 30 minutes

4 N \

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
d Set of MEOWS ‘ Observations
Observations A .+ in 30 minutes
N\ J _ ) Y,
e )
> 2 Yellow Alerts or = 2 Orange Alerts: @

_Immediate Review by Obstetrician and
. '. Repeat™Observations
in 15 minutes or continuous
monitoring

\_ . J

L)

* The Modified Early Warning Score (MEOWS)
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-an1y Warning Observation Score Chart - Obstetrics

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

p W

Date

RESP
(write rate in
corresp. box)

Saturations

<94 %

Administered

0, (L/min.)

40
&'
3
.UQ
[a) 36
= =
™
-5
2
=
-1
m

190
180
170
- 160
5 150
= 140
= 130
t & iz
3 00—t
w
g 90
80
70
60
50
130
e 120
g 110
5 100
l = 90
§L 80
¥ 70 %
o
- 50
40
NEURO Alert =2 [ [ I N el T ]
RESPONSE Voioe
[¥] Pain
Unresponsive
URINE >30|"||||||||I||I||||||||||||
mls / hour <30
Proteinuria ‘—Wt?m - | | | | I | I I I | I
Protein > + +
. Normal
Clear / Pink 7
B e e S ) e Y e e e e et
TOTAL YELLOW SCORES 1)
TOTAL ORANGE SCORES s
Nurse Initial




Early Warning Signs

[ Obstetrics and Gynaecology ]

/

\-

Complete a Full

~

1 Yellow Alert :
Repeat Observations
in 30 minutes

(

Set of MEOWS
Observations

J

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

N

.

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

* The Modified Early Warning Score (MEOWS)
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It takes 2 iot to treat the fittle. Your Right to a Safe Delivery

[ FLUID CHART |

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

Intake

Date

Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

1 Thrombo-

IV Site

phlebitis
Score

Sign.
Nurse

Mouth R

N.G

08:00 am

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

X

08:00 pm

09:00 pm

10:00 pm

P

11:00 pm

N

o

12:00 am

01:00 am

Total Intake :

Total Qutput :

Y‘o

02:00 am

03:00 am

%
7

04:00 am

/

05:00 am

\Ls

06:00 am

07:00 am

Total Intake :

Total OQutput :

Total 24 hrs. Intake

Docu. No. : RCH /FRM / CLINICAL / 092
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Total 24 hrs. Output
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[ FLUID CHART |

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.

e Bt i * . ) b  Output : IV Site
Date | Time | Nature Route NG | Diarrhoea | Vomit |Drainage | Urine Toniepits | Sign.
of Fluid Score | Nurse
Mouth | LV | NG
08:00am | ©L_ O , | »
09.00am | p( 10O P 8,0 -‘-—5—*—(70*‘%" 1
D - v
10:00am | pl \00 A \\ -
o [1100am| D Cp R 1 o
} 1200pm | DL A et 4 50 MK — O
01:00 pm |
Total Intake : Total Output : = o
02:00pm | R L LOOR " Ao B
0300pm | §L - — 7
0400pm | L~ bosd b \ gy
q( 05:00pm | p (- Vo mld ~¥ : i 2
¥ [o500pm 0 [ \oondd " AN G )
0700pm | \powl / )
Total Intake : ' \ Total Output :
0800pm| toon) R __
0900pm| \ oo\ K P [ | o
1000 o\ | Xy KeoA A\ / NEW L
\Q 1o0pm| V) M N 2 X Y \qp’%
Q)™ [ 1200am \';k <o ‘ | h \
01:00am Phoo 1/ { / \
Total Intake : ‘ \ Total Output : f
0200am | \ ) ) ( )
¢y | 2e0am \ x oo A\ a0 il /
\ unanla) | o iV % | < - o | \py
DN Tos00am | N T e o - N [ )
06:00 am = [ Ve | o—F—F—+—1>
07:00 am i / i\f’huj s
Total Intake : : ' Total Output : m&“
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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\\m\“ \‘\\ u“ It takes a lot to treat the littie. Your Right to a Safe Delivery

[ FLUID CHART |

Sheet NO. & e

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

~ Intake : tput Tf:\r’oﬁ':tt?o
Date | Time (!}\#aFtﬁ]ri% Route NG | Diarrhoea | Vomit | Drainage | Urine | P3eos h?liﬂge
[ mouth [ v [ NG )
08:00 am \l - s = A )
Ny | 09:00am : 2
§ 1000 am /\\ A— i (\
11:00 am /. \X/? 4 / g
ﬁ 12:00 pm ) w jﬁ / /’
01:00 pm ‘ / \/
Total Intake : Total Output: )~ L WA
02:00pm | 4 . , i [
ssoopm| | [RTN . L F
.@' 0400pm | \J P |/ \
H‘ 05:00 pm ‘L YAy // { Je il mv
h 06:00pm | | e / W
07:00 pm ] / j i &
Total Intake : / g Total Qutput -\ ) —~)_— (AASO
08:00 pm . ol , / LN
o [0a00pm . / | L1 11
m 10:00 pm \\.] ~ d J P s b
E 7 A e R D 2=
b 12:00 am (:\ N / ‘ / / v J -
01:00 am il Vi I ’
Total Intake : Cyy [t 1) ‘ Total Qutput: )= 5 "N )
oz ] /S 7 )
\ﬁ') 03:00 am \r ( 5 / A J ”
o00am| A |\ o® 1/ l NS VTl
k 0500am| | [V QP |/ ) 54
06:00 am 7> ) ! J e )
07:00 am Vi J N ° v
Total Intake : ({ﬂbﬁ) ) " Total Qutput: L )— 9 — M- O
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Rainbow® ) C
Children’s @ BirthRight -
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

[ FLUID CHART

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.

ToE o ."I g I3 R R AT
-, & .;.‘- A T_;‘ X

IV Site ol

. Nature
Date Time of Fluid

NG

= outp“t ,,,,,,,,,,
Thrombo-

_ ; : A hiebitis | Sign.
Diarrhoea | Vomit | Drainage [ Urine | PEEOES | Niree

Mouth

N.G

\r\

08:00 am

Wp' 09:00 am
Al ¥ 10:00 am

* | 11:00am

12:00 pm

01:00 pm

41 B 4
L
!

Total Intake :

Total Output :

02:00pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :-

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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lllll\ll"\“l”ﬂl““mm Children’s ‘Bll’tthght
BY RAINBOW HOSPITALS
CHECKLIST FDR THROM BO PH LEBITIS Hggme!:laﬂ:lm Your RightluaS;l:Delivery
DAY-1 /> DAY-2 N\ |A DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N | M [(E)J % M E N Remarks
. No signs of phlebitis / b P
i |V site appears healthy Observe cannula 0 O © —~ 0 |o o
One of the following signs is
evident : Possibly first signs of phlebitis | -
2 * Slight pain near the IV Site / / Observe cannula 1 N - NFT Na /t{(]
* Slight redness near IV Site N
3 ;‘g”e?,figgﬁtf"""w'“g Signs Early stage of phiebitis / 5 ~ |
Pain at IV site Redness Resits Cannla N ™~ L) N’? Y
s\lrlig;r:? e Lo L Medium stage of phlebitis /
4 gy Resite Cannula Consider 3 S
Pain along Path of carnula ~ |~ |NA NA
Redness around Site Swelling Treatment - /l/ A
Qlligér:? zgg"gx‘ﬁt’ggii@?‘ s are Advanced stage of phiebitis or
: . the start of thrombophlebitis /
5 | Pain along Path of cannula , ; 4 - ~ |NH | N
Redness around Site _?3 St'te C:tinnula Consider T I 1 ﬁ po
Swelling palpable Venous cord redimen
All of the following Signs are
evident and Extensive : Pain ;?;ﬁgggh?;z?t?solf -
6 | along Path of cannula Redness i . 5 MO | o~} s
around Site Swelling palpable igmateltreatment Re site Nf) N‘? %
Venous cordpyrexia anfuia
Signature of the Nurse A C@W’ \Q @/ ®/ i ‘z_ﬁ

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

Signature of Shift In Charge :

Signature ; ............

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

Name : ...........

Awlls

Signature : ...............

Signature of Ward In Charge :

Name : ......
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20

))

Signature of Shift In Charge :

SIGNAtUNE & ..o, NAME & s

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

Signature of Ward In Charge :
SIGNALUFE oo

:ﬁ; PRAVA SAl SReg erc.oooocm P
iy o LU L Rainbow®
; il mm, ”,m"mm Children’s BirthRight
1 BY RAINBOW HOSPITALS
CHECKLIST FOR THRO%?OE’%BITIS Hospital | TSI
. DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N M E M E Remarks
1 IV site appears healthy pgbgggfsse g;ﬁmﬁgms / 0 (ﬁ
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula M
* Slight redness near IV Site
n 3 Z\:\;ﬂeﬂdtzstmlnwing Signs Early stage of phlebitis / 9
; : Resite Cannula Nﬂ\
Pain at IV site Redness
All of the following Signs are Medium stage of phiebitis /
evident : . .
4| Pain along Path of cannula ?esn:e Catnnula GORSKIGE S ﬂ?ﬁ’
Redness around Site Swelling el
s\l,rigér:? g;gllg\:;r;giig?s e Advanced stage of phlebitis or
5 Pain along Path of cannula 21: ;ﬁi%g:,;ﬂg’gg?.g:gﬁ?"'S/ 4
Redness around Site Treatment W
Swelling palpable Venous cord SANTeN
All of the following Signs are
evident and Extensive : Pain tAhdvangedhelitzti)ge_a of m
6 | along Path of cannula Redress | | :IJT ?p te 't'% . 5
around Site Swelling palpable s el IRATTIER 16 Sik
Venous cordpyrexia Cannula
Signature of the Nurse {’ Q

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

)5 R |, D
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It takes 8 ot to et

Y

the litthe.

BirthRight

BY RAINBOW HOSPITALS

'
. Your Right to a Safe Delivery

Date :

Time :

TH

b

Mo

I%_,

e

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

C

Mobili ; d A : H ; : - el A
y in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. »{ \-< v
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
A i Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : x - : 5 : Wi ; i
: F - alks outside the room at least twice a

of physical activity Confined to bed non-existent. Cannot bear own weight very short distances, with or without v (‘( u l

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
fwo extremities.

4. No impairment:

Responds to verbal commands.

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

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

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

2. Very moist:

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

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

4, Rarely moist:

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

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

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to 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.”

S [

I

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/d|
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

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
- Dru camM /01 INICAL / 119

M- Ala

| High Risk:10-12 |

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

/P“g _C
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at tisk due
to altered mobility, consider occupation therapy referral for advice
‘ Regular Turning Schedule , )
( » Enable as much activity as possibie High density foam mattress
15+18 At Risk Protect the heels . Gel pads for high-risk areas
Use pressure redistribution surfaces .
Manage moisturs, friction and shear Alternating pressure mattress overlay
) Advance to a higher level of risk if other major risk
factors are present
) High density foam mattress
1Y » Use the Same Protocol 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 “Moderale Risk” Patients High density foam mattress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
» Make small shifts in their position frequently Alternating pressure mattress overlay
* « Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk - Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or W|th additional I'iSk faGIOI’S. Alternaﬁﬂg pressure mattress Ove”ay
S
\; *
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1t takes 2 lof 1o trest the littke, Your Right to a Safe Delivery

Date
Time 1]

ya) i
[P 3/7
M

AL

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

of physical activity"

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair.”

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

Mobili !
o in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. l’ Lr
without assistance. to completely turn self independently. independently. L{
2, Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate; [
“Activity The degree 1. Bodfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

Walks outside the room at least twice a
day and inside room at least once every
2 hours during walking hours.

Sensory Perception

1. Completely limited:

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

2.Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

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.

ski l:()isvg:ggse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
: Dampness is detected every time 8 hours. every 24 hours.
to moisture PRI
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Able to completely lift patient during
position change, moves in bed and in
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/d|
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

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;
<40in a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : lessthan 9 | High Risk: 10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18
Mare N - ROH FRM /01 INICAL / 119

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

NIR|S
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Support Surfaces
Risk Score Baleg[‘ry Action (Please Note: Only required for children who are deemed at risk due
to aitered 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 i
Manage moisture, friction and shear Alternating pressure maflress overlay
. Advance to a higher level of risk if other major risk
iactors are present
High density foam mattress
4 Use the Same Protocol as for “At Risk” Patients .-
18-14 4 Moderatd Risk Gel pads for high-risk areas
Position patien . .
osition patient at 30 degree [ateral incline using foam wedges Alternating pressure matiress overlay
{ Follow the same protocol as for “Maderale Risk” Patients High density foam mattress
10-12' High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
, { Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure rediskibution 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

Rainbow®
Children’s
pital

It takes a lot to treat the little.

Hos

%

1
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delﬁry

e

;g ||
| pate/Time |\ (Y26 |1/H/24 |9/2/u e
\—Choose Highest Applicable Score from each Category = £ A‘(A f\J ', Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morsc(ar::Isl)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O N N
-
i 30
. Furniture bow Rk 0-24 IEtandar.d Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
e None /Bed Rest /Nurse Assist 0
Yes 20 .
IV / Heparin Lock or Saline Ne : 20 2 0 Implement
0 Moderate Risk 25 - 50 Moderate Fal
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 Intervention
Normal /On Bed Rest /immobile 0 imlemEnt High
Forgets limitations 15 High Ri Risk Fall
gh Risk > 51 :
AT Oriented to own ability 0 o D) 0 bl
Total Morse Fall Scale Score: 00 %7 o
Signature & QQ A

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

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

Moderate Risk (25-50) Apply all low risk intervention and
[7] Assist and/or supervise ambulation. Reinforce to always call for assistance
[ Hourly safety check
|| Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

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

Rainbow’ . P
Children’s @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery

| I / ]
Date / Ti (
Choose Highest Applicable Score from each Category LB ?)v/ :F/ 26 ‘5 / 7 4//7//% Fall Risk Grading
Score My /J / ),

History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mnrs?;:g)Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 ) v 0

Furniture 30 Standard Fall

Low Risk 0-24 :

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

None /Bed Rest /Nurse Assist 0 e 20 20

Yi 20
IV / Heparin Lock or Saline Nes : ys Implement

| L. : = Q 12 Moderate Risk | 25-50 | Moderate al

mpaire :
GAIT / Transferring Weak (uses touch for balance) 10 Intervention

Normal /On Bed Rest /Immobile 0 Implement High

Forgets limitations 15 — Risk Fall
Mental Status ‘g = s Sl Prevention

Oriented to own ability 0 D ' 0 Intervention
Total Morse Fall Scale Score: A 7.0 0

Signature @’ y @/ )

Tick (v') whichever precaution taken.

Risk Level and Interventions

Low Risk (0 — 24) (Standard Falls Precautions)
[ Ensure patients use their prescribed eye glasses if any, in the hospital

[ Use chairs with arm rests

[1 Use safety straps on stretchers and wheelchairs while transporting patients

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

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

["1 Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
(] Initiate constant observation by healthcare provider as appropriate to patient's needs
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PAIN ASSESSMENT FORM Mol | L
It takes a Jot to treat the Mile. Your Right to a Safe Delivery
Pain Stofe . e Moditying | Patient / Family : :
Date Time (0/10) Location Duration Acuity Character Eaclots Educated Intervention Sign
[ Continuous | [ Acute [} Sharp [ Dull | Increasing [ Yes ‘A ’
|\>‘ \}(9 PV ° [ O | NMY | O intermittent | ) Chronic [JAching [ Burning | [] Decreasing | [ No O @——/
' Continuous | [ Acute C1Shap  C1Dul | Increasing | (J Yes N
A ¥ M gM D { A\D A ] Intermittent | [ Chronic ] Aching [ Burning | [] Decreasing | [J No AN @
W /26 0 / 1 Continuous | [ Acute (1 Sharp [ Dull 1 Increasing | [ Yes
) (ﬁn,\ /0 /VI A— [] Intermittent | [ Chronic (1 Aching [ Burning | [J Decreasing | [ No /{/4 %\
/ [ Continuous | [ Acute 3 Sharp 1 Dull "I Increasing [ Yes
9926 / 04«1, V) / 10 "1 Intermittent | [ Chronic ["1 Aching ] Burning | (] Decreasing { [ No
C Oﬁ 5 ] Continuous | [ Acute 1 Sharp [ Dull 1 Increasing | [ Yes
> rbas f N _1 Intermittent | ] Chronic (] Aching (] Burning | [ Decreasing | [ No
VJ yu ] Continuous | [ Acute ] Sharp [ Dull LI Increasing ] Yes
2 h’(, | [P &) / ﬁl —ntermittent | [ Chronic [ Aching (1 Burning | [ Decreasing | [ No 1\)}\—— S
/ / ©I Continuous | [l Aeute I/Sharp (] Dull [] Increasing | _L*+Yes
Htermi O i "] Aching [ Burning | [ i .
( g/ ? 26 f CJPM 0 L /L/ﬂ | ntermittent | ([ Chronic "1 Aching urning asing | [ No /\j/} é
L] Continuous | [ Aeute _+Sharp (] Dull [l Increasing | [-Yes
é 7 12, qﬂ-m? 0 /lﬁ JA = Tntermittent | ) Chronic "1 Aching (] Burning ¢+ Decreasing | [ No /‘/ﬁ E
T 7 7 - —
7 [J Continuous | [*-Acute _[1-Sharp ] Dull [ Increasing /uAles NA— Jé‘
% ? 126 W d/Jo /l}ﬁ Antermittent | 7 Chronic [ Aching (1 Burning | [l Becreasing | [ No
[ Continuous | ) Acute 1 Sharp (1 Dull "1 Increasing | L[ Yes S22
| o] ol *] Intermittent | [ Chronic | [ Aching [ Burning | [ Decreasing | [ No j

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

(PT.0)
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PAIN ASSESSMENT TOOLS
FLACG PAIN ASSESSMENT SCALE (1 Month to7 Years)
. D N . SCORING
CATEGORY
3 0 . N 1 2
~ . . " Occaslonal Grimace or Frown, ' 'quuent to constant frown,
Face . No Partieular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs ) Narmal Position or Relaxed Uneasy, restless, tense | Kicking, or legs brawn up
L. e Laying quistly normal position, Squirming shitfing back and '
Activity moves g:sllyy {orth, tense Arched, right, or Jerking 1
. Nuinerical Paln Scale {Obstetric and Gynecology) = - - > - 2 -
L 1 | | 1 1 § 1 I Moans or whimpers occasional Crying steadily, screams of sobs,
'I] : l2 ; ; T T T 1 Cry o Cry {Awake or asleep} complaint P frglugm comglalms
6 8 9 W1?sl _ .
toPain Poss[gle Pain - Reassured by occasional touching,
i Content, relaxed hugging, or belng talked to, Ditficult to congola or omfort
Consotabllity dstractie Difficult to § m
Neonatal Pain, Agitation and Sedation Scale {upio 1 Manth) l 1
Assessment Sedation Horma! Pain/ Agitation
- Griterla
Wong - Baker (Pediatrics) Ahove T Years 2 -1 0 1 2
' . ..
Crying Nao Cry with painful | Moans or crigs Appropriate crying Not] Irritable or crying at High-pﬂched'or silent-
Irritabiliy stimuli minimally with paintul | irritable intervals consolable | continuous cry
0 2 4 5 ) 10 stimuli \ Inconsolable
Ho Hurt Hurts Litle Bit Hurls Little More Even More Hurts Whals Lot Hurts Worst Behavior State NG_ arousal to any Arouses minimally 10 Appropriate for Restless, squirming | Arching, Kicking conslanﬂy awake/|.
stimuli stimuli gestational age Awakens frequenty | or
No spontaneous Little spontanecus Arouses minimally / ne movement
movement movement (not sedated) :
Faclal Mouth s lax Minimal expression | Refaxed Appropriate | Any pain expression | Any paln expression
Expression No expression with stimuli intermittent continual
Exiremities | No grasp reflex Weakgraspreflex | Refoed handsand | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | fest clenched toes, fists | toes, fists, or finger
tone Normal Tone < 1 or finger splay splay
. Bodyisnottense | Body is tense
Vital SIgns HR | No variabity with | Less than 10% Within baseline o | Increase 10-20% | Increase greater than 20% from
RR. BR 820, | stimul variahllity from normal far from baseling baseling, Sa0,'less thanor' 1
Hypoventilation or | baseline with stimull | gestational age SaD, 76-85% with | equal to 75% with stimutation -
apnea stimulation - quick | slow recavery Out of syne or
recovery fighting ventilator

=/
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It takes a lot to treat the little.
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BirthRight
BY RAINBOW HOSPITALS
\‘aur Right to a Safe SBIIVBF;'

["] Maintain Airway and Oxygenation

iscomfort

[ Maintain Fluid Balance

[J Improve Activity Tolerance

[ Maintain Good Nutritional Status

Date: ......[.. %]}b

[[] Maintain Skin Integrity

[ Relieve Pain & Di
w -
2 /l | Maintain Personal Hygiene ﬂ/P:::m Infection /;'r"Meet Elimination Needs D/Ensﬁ’re Safety /D/Eaﬂy Ambulation Reduce Anxiety Mn‘r& Family Education
/21" [1 Identify Potential Complications [ ANY OIS, SPECIY. .....eeivreiiurieiveiiiecorieecreeeieeerieeereeeieeeeneesinne e Eaentesitsseseesaeanseearaeaeneens
s . - . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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NURSING CARE RECORD

%
Rainbow® . .
Children’s (L BirthRight
Hos p|ta| . BY RAINBOW HOSPITALS
mmmmmmm Your Right to a Safe Delivery

[J Relieve Pain & Discomfort
vent Infection

[_] Maintain Airway and Oxygenation
P—Mﬁﬁin Personal Hygiene
[ Identify Potential Complications

[*J Maintain Fluid Balance
Wéet Elimination Needs

[] Improve Activity Tolerance
sure Safety
T DHEEE: SOOI o oreics o e s oo i i e B s s P e s e e e S s R e e

Date: %\ :7_/9/0% .......

[ Maintain Good Nutritional Status [1 Maintain Skin Integrity
[J Early Ambulation Reduce Anxiety —ErPafient & Family Education

Morning

Time Plan of Care Time

Implementation

Evaluation

Nurse Name

Re-Assessment & Signature

o 931’(%«%;9# (ond; Eop
s uale e yieds
2 0?0 (/d(,w‘& &Q&”LOU‘”
)’Pw:% Qf 44. }CI}Y M Cd,(a(a_gll%_

it

Ly Beseyged pl-tondtn
» /
- (ﬁutdaae‘ d \/{Cz-zd’ 5/&0\
b]
> Mew =

)‘jw% Mé)eﬁfoaaﬂ?%(f‘f
oy pPey cfcp(}y”l K(JTo/éyf

Lo llak

tD’L ig
¢Lsle

7w

£

Sl i3
/Um'm%/

Afternoon

i

Ao 2~ Mo ,p} ZNAl

‘BJK_

Kb oo Mo plea

—erendr B v S ) )
¥ ol op TS | 70T Sl AL . %’\
- rawuL C&,\,M( ~ J\"Om/ SN,
g ok > provecled aJMz |

Fee ety




b5 ,

Goals

MAH-00330826 IP26-00006700
Mrs PRAVA SAl SREE RAVI
:I’-TA::I:&JA vlua:a:':v" e Ra| n :iw
T Ehides | @ gt
NURSING CARE RECORD iakpiaL st
17 (- —

[~] Maintain Airway and Oxygenation
[~] Maintain Personal Hygiene
[ Identify Potential Complications

[] Prevent Infection

[ Any Others. Specify

["1 Relieve Pain & Discomfort

] Maintain Fluid Balance
[ Meet Elimination Needs

1 Improve Activity Tolerance
[C] Ensure Safety

[] Maintain Skin Integrity
[] Patient & Family Education

[] Maintain Good Nutritional Status
] Early Ambulation Reduce Anxiety

Nurse Name

1

o leck e offad
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Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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/WJIWMI//IWI/IW NURSING CARE RECORD Hospital _ | (e

Date: %’/?’j?/(b

w | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [] Maintain Fluid Balance [] Improve Activity Tolerance [J Maintain Good Nutritional Status [] Maintain Skin Integrity
E () Maintain Personal Hygiene [] Prevent Infection 1 Meet Elimination Needs [J Ensure Safety [ Early Ambulation Reduce Anxiety ] Patient & Family Education
S | [ Identify Potential Complications 0 ANY OHNBIS. SPBCITY. ... veveveeteet et eest et sese et e ae e e e ae et s s e s te et s e em e e e e e en s e e e s s teeneanneenas
. n ; . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
v
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Rambow

Children’s

Hospital

It takes a lot to treat the littie.

NURSING SHIFT HAND OVER FORM - WARD

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight’

Treating Doctor; .I0Y.... ?a&r{lﬂgﬁ lfQU.Sf.f-fH Department: ... C.O% Date of Admission: .. Jf\ [’lg .
g | Diagnosis: o O\L' Wb weeld *075 A3 Any Infection: [Yes_Lo~ [1Not Known
z If Yes SPECHfY: .......ovveeeereeeeeeeeseeee s
=
e [,

2 | Area ¥ <l :
§ Shift Time \ W 34 QJI; S N\ N ) Iﬂb
g Medical Condition
= Any special condition to be noted):
Allergy: 0 Yes =0 | O Yes No |0 Yes CLNo | 0 Yes [ Nor DYes,é N/o O Yes CINo
Tubes/Drains/Catheter: O Yes =0 | O Yes (TNo |0 Yes 01 No | O Yes o | O Yes “/No| 1 Yes T No
Vital Signs: Temp: | 15| AT T 0%t sk Oﬂyf
N S vy o B R S Y.
3 00: [ag | | Lo | Q) | (q wo /
% Pulse: | ¢yt s 6 | grlpn
2 BP: Jo (Y8 | 111 Jgb | \we o [112]90 \lBY}b
Fall Risk Score: | ofM — = -
Pain Score: | o [ o - = pe
Safety Needs: e - \1/\5 — i
o Physiotherapy | Yes~TNo | 01 Yes T No | Yes NG | Yes C1Ne | O Yes #No |7 Yes T No
S - -
j_g:' Others Specify: - il —
g Special Diet: | Yes CWNo [T Yes CNo, | Yes 1 No |=Yes CINo | Yes O No |1 Yes 0 No
g -
8 |Other Special Orders / Medications: _
= S I PN NS
Post Operative Procedure Special Orders: N(?Y f\j 4 {\){,’/ /J p m}(
Handed Over By Name : Q\@f\ﬁ JX’W /‘/1/' . LM-* f" W rwf
; o /
Sorr LT A SN
Date: W2 0| o )odu | AIATY
Time: o7 b gﬁvﬂr B~ | hAm
. Ot
Taken Over By Name : \ WA \@é W
v P sl R
Signature : @ ol &, Jr s
Date: r)/I] 7" 4 9 }?‘/7, :7\‘?(\)5’ '\;ﬁﬁ%
Time: % EpAr gt‘:?w\ v ij‘fﬂ

Docu. No. : RCH/FRM / CLINICAL / 097
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: Rainbow® ) e
Patient Sticker Children’s . Blrtthght @
Hospital . BY RAINBOW HOSPTTALS -
It takes 8 lot to freat the M, Your Right to a Safe Dellvery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCION: ..ceevveeerercrrrecneineresnenseresneaesnesasnas Department: .......ceeveevereereeereerreennas Date of AAMISSION: ..ovverrsssneerssressssonsn
Z' | Diagnosis: Any Infection; OYes CINo [ Not Known
'g 1 YES SPECITY: c.eeeeeeeeeerseeessereee e baeas
E
[7-]
2 | Area. -
E Shift Time
> | Medical Condition
= | (Any special condition to be noted):
Allergy: L= Yes O No|OYes [3No |0 Yes INo | O Yes O No | Yes CiNo |l Yes O No O
Tubes/Drains/Catheter: OYes ONo|OYes ONo{OYes ONo|OYes ONo|idYes (3No |2 Yes CNo O
Vital Signs: Temp:
£ . Res:
% ' $p0,:
% Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs: |
" Physiotherapy |O Yes ONo |DO Yes ONo [0 Yes ONo |G Yes ONo|OYes ONo|OYes ONo f
=
(=]
g Others Specify: ;
E Special Diet: [DYes ONojOYes ONo [ Yes ONo | Yes TiNo|O Yes ONo|O Yes ONo Qf
E ; _ )
3 |Other Special Orders / Medications: ﬂ
=
Post Operative Procedure Special Orders:
!
.Handed QOver By Name :
Signature : ;
Date: b
TimB: bt y}‘;‘
R Y
Taken Over By Name - 1
Signature : -
Date: | /
Time: B

Dacu, No. : RCH /FRM / GLINIGAL / 097




PATIENT TRANSFER FORM

r‘f,//é
Rainbow”® @

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital

It takes 2 lot to treat the litte.

Children’s .BirthRight“

Patient Name & UHID No.

%@sa\m% stgé ¢

Date & Time of Admission

\orhok&-

Date & Time of Transfer Order

v\o?}g‘)o% ks sU

Treating Consultant Name Transfer Ordered by Reason for Transfer
a NP 10
pepd ey | o Hiks ohsenaber
From Un To Unit

N2 @Dﬁ/

207

Inl?;'r}tiowm Attendant
Yes | Nol |

Number of Sheets in Clinical File

e

Number of Imaging Films

NCT

Personal belongings including
clinical documents. If any handed

over to atfendant
Yes No[ |

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
L PA cvomf
2. ]
3.
4,
b
Shifting Summary / Notes Written by Doctor: ~ Yes| | No[ |

Name & Signature of Person who is Transferring

Dok

Name of Person Ordered Transfer

D Mo 60

nt & Clinical Records Received by /

O \

of Patient Received :

— et

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

1

.~RM / CLINICAL / 102

[ ] Nurse not Available

|| Available Bed not ready
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PATIENT TRANSFER FORM

\\

Ralnbow . A
Children's | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes 3 lot to treat the little. YuungmlnaSafeDel very

Patient Name & UIHID No

MAH-00339626 1P26-00006709
Mrs PRAVA SAl SREE RAVI
25-01-1906 30YSMED (F)

Dr. PADMAJA YELISETTY

Date & Time of Admission

Wb © 4011

Date & Time of Transfer Order

O
9/])")’6 @ P \,Pt’\”[\

Py fosk”

(o)

gL TR Transte Ordred by Reason for Tanster
oyt NERWD pr s
From Unit To Unit Information to Attendant

Yes No| |

Number of Sheets in Clinical File

(%)

Number of Imaging Films

s AD

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

Yesir Mol ]

If yes, what ?
Medications / Consumables / Surgicals / Hand over
S1.No. [tem Name Quantity
i, QJ/ fO’f)/\J e _%
2. N~
3.
4.
h.

Shifting Summary / Notes Written by Doctor: ~ Yes,—+—  No[ |

Name of Person Ordered Transfer

IN-veemoq

Name & Signature of Person who is Transferring

KA © A

Patient & Clinical Records Received by :

Ko TNA
A \HI @ HEepm

If the transfer order time & Completion time is more than 30 minutes, plgase tick the reason mentioned below :
|| Available Bed not ready

Date & Time of Patient Received :

| Unavailable Bed " | Nurse not Available

No. : RCH /FRM / CLINICAL / 102

_—







Rai_ni;‘%‘w" ® - -
INFORMED CONSENT FOR SURGERY OR Children’s BirthRight
Hospital .3‘“:'::??“’—%*'7‘?,

SPECIAL PROCEDURE ket e e

PatientName:..........MI‘S..Eq&kn&.ﬁ.’.\?...pmum. Gender:DMaI%ale AOB.: it 3075 ........

UHID NO & oo tAALL - 00239826 Date : ... 23 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 consentto the surgery or special procedure recommended to you.

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

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

e UPOM e e aaans

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. ,
— Bkgdn - anent.... incevecsihle. .. Crances.. a/cgm(unomoﬁ,
.............. &.‘.S.‘:.'.‘oabb cc.lﬁpm...r.o...m"se.... fofed e, e,

My signature on this form indicates that

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

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

3. Ihave had achance to ask my surgeon questions. -

4. |havereceived all the information | desire concerning the operation or procedure and A &9 W‘j) §

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

Name of the Doctor who is performingthe Surgery/ Procedure: &P&d\qodq%(wffg .............
Consentee : S Patient Attendant :

ub"" T
Signature : ....\. B et asssessass st sasttses Signature : ,/\b\f“’)\f"“’\* .................................
Name : .......... Mys.. Sus lnw'ﬁw .................. Name: ... 0 S2 e YnesE
Date & Time : ........... ZI’T ?—ﬁ@ Siz0am. Relationship with Patient: ..... u""“~5b°"’¢\ ...................

Date & Time : 203\3“\32&?—5 ....................
Witness :

Signature : ........ %KM/L@) .................. Doctor (who is takyzzf;unsem) :

Signature : ..........\. !’ R B
T SRR . [

Docu. No. : RCH /FRM / GLINICAL / 027
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Rainbow® G

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

Hos pital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE e
Patient Name : ........N‘..‘.s...gu.kbid‘.l.[’?‘}...B.mm .......... Gender: [ Male emale BOB: i L XTTA N
UHIDNO : vovovorvvennn MO 00332626 ... Date : 52/12;6
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)

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. o{

..... 6&':&&.. ..,.wOund...E. .rtcﬁon.,.ns'ﬁ’.i... ot lolordd Armuns. asitn ,,.changes . AT ’{“ lacedl o1gon

, f, v J

Gke begel, Hadde:, ueder.. % .. bload. vesels, DII.,.muI.,..r.’G..,...séuhrc..pwg.mni:j....S.Je‘fc.‘.?::rr.mp"wv)
P beenta. acwsta. spechum. .. Pass}ht'.[:f?. ..do. reburem.. 7. ) .Cxcm‘f.t'., .skin.. larerah' Ny bt .bab\,'

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
withthe risks, benefits and other information.
3. |have had achance to ask my surgeon questions.
4. |havereceived all the information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure.: ................ &Pad'vt\a/ ......... ¢ /Ndéj ..................
Consentee : ? j My% Patient Attendant : i

Signature : ...\ 50 s Signature : o N NS
NAME : .oovvvvvveveeen M. Suballe..... Name : ... 00 ST gt e
Date & Time : ........... w226 @ 6:200m. Relationship with Patient: 9“%\0&'«!\ .....................

_ Date & Time : QJ*O\S\A\;Z@LE .....................
Witness : Doctor (who is taking the consent) :
Signature : Prkf(x H.eq ............... Signature - /j‘ ~

Name © oo ﬂ. If\l/LQ? ............ Name QA q. U((“,\o

kg s Q,Q%l%la@éﬁ 50hH™ Date & Time - ... A/#/26.@. 6. 300m.......

Daocu. No. : RCH /FRM / CLINICAL / 027
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CONSENT FORM FOR GENERAL / Eﬁ'.’.‘.?r‘;".!’.’s ‘Eﬁﬁﬁﬁiﬁ&f
REGIONAL ANAESTHESIA / Hospital |

MONITORED ANESTHESIA CARE

Patient Name : .. Maw < SusmiTHe... (PQP)VA .. Age : 3063 .. Gender : Male OJ Fema.le/E!/
UHID NO: .. \MHD.4.~.00 22,2162 Surgeon Name: . C%Y (P—Q DMSTA.... \‘/&Llsgﬂ ..................
Anaesthesiologist CR]Y%&\'\Q }Cﬁ’ T SN oy X (oo
Operative procedure planned : ..QL&QTC\V.&.......OL@.N&Q ...... EGQMT(G%RG‘&N&CWO'\J

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

™ General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

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

O Heart disease O Hypertension [ Diabetes mellitus O Renal failure
- [ Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

_OCthers : ... —He. denuion,.. . !c.c.c;ﬂ,:@ Nﬁﬁa“{%){-l:ramﬁwm .................................

L OTTIRIGIIE. - - reermers - oy imen¥a s s s o X a8 s i e 431 v s St e e s oA RSB e P4 A 88 e saaA SR EAncns e masiney
* Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

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

M@.SLLSMI'H—HPR—GM the above mentione/ Diagnostic / Therapeutic procedures
Lrecive... hNontet..... . SecmenT..... Ceanreont.. s SeCTION. ...

" | authorize and give consent for anaesthesw'ﬂe/gionall O General Anesthesia / CJ Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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




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

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

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

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

- Pregnant : _;V(% 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 : }*7& Witness :

? o D - ventte
Signature : .........\. BN e essessessesssine Signature : ... DPNOIEC = i
Name : ..o VAW “)\&”” .................................... Name: .. oSa'vorkaw
Relationship with Patient: .............cc.ccooovvvecereceenenas Date & Time : 2%’]\”@120@&

Date & Time : 2—‘(9[166,2%0%

Doctor (who is taking the consent) :

Date & Time :; ..... @l..Q:.:J&, ,Q?JTFW



Ao

O Pi-dW\A‘A‘A/

"%
: Rainbow®
Department of Anaesthesiology Children’s & BirthRight
PRE-ANAESTHETIC EVALUATION Hf’smpiti! .%w
Name: .. s Cutmaitha, Bavas. . Age: . Z0MY.. Sex UABML, UHID.No : MAH - 00229h2h .
Date: ......... Qb.l!?.&. M2 Time: .. 12:10 Pm. Proposed Operation: . <ELeeTIVE. CALCAR BAN), SECTION
Diagnosis: ............ooov...... . JL‘l ............. bveriown LLCL: . ( ............... ) NP
B.P/CRT: @37 [ Weight: 2S.: b X4 . ASA Physical Status: =1 =3 03 04 05
, ‘\7‘" ! - Laboratory Data:

Hgb: o4 ) \j_ Glucose: ... &W.oroooerrr. PROEIN oo XY oo

POV: oo ‘ U SO S ECG: .

wec: .. Jo1em. 35’2‘ _____________________ Total Bill: oo : 2D ECRO: e

Plate; ... 02 L. 3 e DIE B e, Blood group: &’@?PW\{VE%ress/Angto

PE s R 3/ L — T8 ssiies : Other: .

2 ] S S e AIKPhOS: e T s aovaigomns

. SGOT/SGPT: oo Allegies: NICDA, -

Medical History: ~ CVS: 1v0 ACKMVE CANALD BLAvIdD Y vouwp[,jnk Plrentd Py aenhpa |

RESP: VO My AT | DM Diabetes: € . tHe L.

CNS - Vo o Whr” WMMW'P‘&V*}HW | Ut - -

Renal ;

Hepatic / GE : I i | Mquih—\w Physical Activity: ~ 4AG XL 74

Others : l '

Past Anaesthetic History: ,L\fo | Leee 4 eae W@J’bm

Physical Exam: )

Airway: MP 1 @3 4 Mouth Opening: 24 Mentohyoid Distance: @ Neck: @ Teeth: _f]_g,qw, .
Lungs : m,g—g_ ('D; CAMOA - '
Heart: Ue

CNS:
Pregnant: <7¥es INo TINA Venous Access Site : a0 ce L1, Spine Exam for regional : AL we

(7
Anaesthetic Plan: ©1MAC CTEBONAL CIBAETT C1LMA nertmnasl xw

Peri-Operative Plan Explained to the Patient: gA‘es/ 1 No

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

Water / ORS 2 H
2. NIL ORAL<__ ~——— m”s/ Leplaied

Others 6 Hou
3. Informed Consent: ®Standard [ High Risk

4. Post Operative Pain Management: e-Pfcussed with Patient

5. Other Instructions:
v Cee | vi MAANCLAL

£—
Docu. No. : RCH /FRM / CLINICAL / 044
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[

Pre Induction Assessment:

"z
Rainbow” & R
ildret? BirthRight
ANAESTHESIA CHART  haoiel ® .9

Change in Patient Condition:

I Yes oMo

Fasting Status: Mﬁﬁwa}‘

Physical Status: ;:/F'atient Identified ) Consent Present Chart Reviewed
H.R: | B.P/CRT: [ Sp0,: [RR: 1Q)iusn | Last Feed>{
Pre-OP Diagnosis: L|2 | 0 s pYeV..dSCS Operation: ... E bt REES] .. Date : A4 |24..........
Surgeon: SRX... Anaesthesiologi@v..-:&, £ anir. Technicanehanal.........
TIME [
N.O /AIR /O, LPM o
HALO /SO /SEVO Antibiotic
Drugs: G\V{n
FA0 N 5.‘T0r) Suppository
5 S D 2
THANEXAMIC ACD [ 1G] \ Son
[ oL
Blood LA
Fi0) /540, 1O TN 100 TvO0 ~150mL
ETCO, \
ECG WO TR PIC (S
Temperature
Urine Oufput NOTES
[V a N
£E
= o
ap 240
V Systolic 220
A Diastolic
X Mean 200 -
« Heart Rate 180
Tourniguet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 12 /‘,,\~ ‘; Ay I
100 L
80 vy
B V. YAY 7
40
20
10
0
ABG
LAB Values
GRES
Others
< Equipment Checked and Temp: Induction Hauion_alr _
Q/om:tional [ HME [7] Fluid Warmer Ow Inhal vixtf;@w Specify: S‘Rﬁ ..............
,@) ] Cling Film | OH Warmer 1 Pre 0, 1RSI ~Spinal [ Epidural ] Caudal
Cuff Sma@d!.— ager's 1 Cotton Wool O Otl\rs (d )13 1 R :
£l [] Oth
: - Omer T Mask\  [SGA Position: 51&'&
KG Lead . | M r Sits L
1 Temp Site - 1 Airwa; | Oral [ Nasal e: .. =L 24.....
O FiO. Mont Anaes Start: Sllo-h-m ETT# e, cm Needle s.:xQ‘-"l-c. ; epth:
O . Monitor A
ymﬂnm OP Start: S.Q.M"ﬂ‘) 1 Oral Nasal 1 Cuff Parasthesia [1Yes 7 No
*Pulse Oximeter OP End: .. LI Tracheostoly [] Topical Catheter at skin .
] Capnograph Leave UH qlo‘ I " Drug: Drug me&CuncO ?) M\f
] Ventilator Anaesthesia: T Awake Direct Vision Bolust= A PIV-APr. ""’
] Nerve Stimulator [ GA (1 Video Laryngostopy [ Stylette / Bougie lnfusign_
o wmmd Anaesthesia Care 7] Fiberoptic Block Level: .....).
POSINON: st egional Blade# ................ ARRMPES: i, s Commants:
/Er/ﬁraswra Points Checked DIfURY WHY? Liainaiaisnsiazsimnisesii
Line (Size & Location) Transportation to
Eye Care: CIove:. 1 Bilat = BS [7] PACU [licu (] Other
1 Oint 0 \: 1 o ] Semi-Closed Gircle Relaxant Reversed [ Yes [INo L[INA
[] Tape m . )
[ Pagdi Vfrac.' = e Name of the Doctor :..." 2. ¥
‘S/aﬂﬂmg 1 Other
Awake Signature of the Doctor :4




|P25-0M0“°9 .f/:/é.
m,muﬂ ww # : Rainbow® &
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... JNIT RECORD

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Received in PACU

h 1§
ot
gjg gig IV Cannula Site : )—LQ
[on] 230 230 | [] 0,Mask [} Nasal Prongs
é ﬁg gfg [] Tracheostomy ] T-Piece
@ 200 ‘ 200 | L] Oral Airway [[J Nasal Airway
e 190 190 -
180 180
8 170 170 | Vomiting : [ Yes ,B{n Drug: ([@ijm
S - ¢
= :gg :gg NG Tube : [ Yes 0
v 140 140 | Drain: [ Yes {n
130 130
A 120 )ﬁ 120 Urinary Catheter: es 1 No
110 7 110
£ 100 100 | ChestTube: [ Yes )Z/u
= = 9 | il oral [ Yes 0
o 80 F 80 =
70 \ W 70 & ‘24
" 60 80 IWHERBISY <5 vt BT st i mastivisdibsaiiictshiti
7 50 50 Oral Feeds: Mg
= 40 40
i 30 30
v 20 20
10 10
0 0
5PO,
POST ANAESTHESIA SCORE IN - L SCORING INTERPRETATION
(Modified Aldrete Score) 30 60 90
Able to move 4 extremities voluntary or on command =2 - . .
Abie to move 2 extremities voluntary or on command =1 ACTIVITY . A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 1 9|y | 9|V Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION -.\/ v /)/ Q/ a7 R . . 5
Apneic =0 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 f H P P
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION =Y 4" A <y 7/ Space below by the DISChargmg Physnman.
BP =+ 50 of Pre Anaesthetic leve =0
Fully awake =2 S O r)/
Arousable on calling =1 NSCIQUSN
Not respanding =0 V| A 'l i
Pink =2
Pale, dusky, blotchy, jaundiced. ather =1  COLOR as| 4| V o | AV
Cyanotic =0
TOTAL 0\ [O \@ \O \0

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature

QN |40 | My T 9
NX U’)M ' m"ﬁm@g %nﬁaw@‘*’“

<

el RSN Novmaod )

N

Pain Tool Used: [ NPASS [JFLACC [

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

Anaesthesiologist Name :
a.  Every 2 hours for first 24 hours

Anaesthesiologist SIgature: .................... o SN ot B A IT: By & RS

¢.  Prior to pain reliving intervention
Date & Time: G)/l%— I@@W d. With in 80-60 minutes after pain relief intervention
PACU Nurse Name :

PACLINUISE SIgNAtLNe: cersse Dot rcicsssssansisinssssssonisoiniisssinniisess

Date & Time: ... MWW@W




Rainbow® . N
Patient Sticker Children’s ( BirthRight
: Hospital . BY RAINBOW HOSPITALS

It takes a lot to breat the ltde. Your Right to a Safe Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
DAtE: ...oevererrrererre e 11— Procedure done DY ...
CSE /Spinal /Epidural Position : ....cceeveenee. SPACE v Technigue {LOR/LOS) ..cccvveveerneee.
Depth: ..o Catheter at SKin: .......ccveeeeeervecerceceeeen. AHBITIPIS oo sre e
Parasthesia : YES/NO if YBS ELAIIS © ....ceviciiririseierscre e ssmeerestsseessssssessasassnstansessssssesssnevessensesFon s sansestaresesbesensensanranes
SOIHON COMPOSIHION I vveverreriivirrereinirerresen et s e e se s serase s b se e se s s ran e s e s b n s se st seenas et s
Any other issues :
) ttruerernteeneraesbren e aeE et an e s aeE e R e et S s SRR ea S s S SRR e RS e R RO SRR AR HRE SRS E SR A RE e r R AR AR bR RS RESO A S e RE b sEbaRs
DY crerucrurereere e er st et R RS AR E SRR BT O R T SbEREEERAEERE SRR E SRR R RS st ee

Tim Infusion Rate Bol | Level Maternal FHR Comments
e | (ml/hr) olus (ml) | yent Right [ BP | Pulse
~ - Dalivery Datalls :  TIME : covvvvvevrerrnc APGAR: ... SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECLED : ....c.vveveersveeseseeesessssenessense eeeeeeeeeees e e seresneseesssse s s seseeeeeeeneee
Patient Satisfaction © ... iieisrennes O, OO OO UUIRRRO
Discharge /Shifing ordered by LI »
DOCEOr STGNALUTE: cvvuneressscrtsisesmssesmsssssssacsssessssssasssssssssrasss
Doctor Name: ..&.cvweee. ereeseeeatseeneasesaeesaeb et ranenE s b A e s R E s
H 4

Date AN TIME © covveereerenreerssmesstrersesimssresssmasasassmsss s sssssssasesss
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ADM "

S T cainbow: | @ giimiont

Hospital . BY RAINBOW HOSPITALS

It takes a lot taytreat the little. Your Right toaSafe DeL‘waa

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: .........] \ \}\O’b ............ Time of Arrival: 4?m Time Seen by Nurse: O\?N\ ................

1) Level of Consciousness: }e@ous ] Semi-Conscious L1 UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

] Severe Pain / Moderate Pain [ Preterm rupture of Membranes / Leaking Water PV
1 Bleeding PV: Slight / Heavy [ Preterm Labor/ Labor
] Decreased Fetal Movement [J Spontaneous Rupture of Membrane / Leaking Water PV
1 No Fetal Movement 3 k/ L1 0T BRSO e isasinss inssneina bt shane s e AN Bt
3) Vital Signs: Temperature.cﬁ.‘..\. ..... Pulse:ﬁ?r....tff.‘.t RR: .Q/.Ql.?’.'.‘.\.{./SpOZ: O\CL} BP: .\\ﬁ.\?ﬁQ Weight: Gol
4) Gestational Criteria:
Gravida: G,}/r Pl Ly A
LMP: ... ANQ\LS EDD: \5\}\')/10 .......... Gestational Age: @fff@we*’w
Uterine Contraction CIYes | [JNo | CONA | Onset Time Frequency:
Membrane Rupture ClYes | “TNo | CINA | Onset Time Fluid Color:
Vaginal bleeding CYes | ©No | ONA | Onset Time Amount;

If Yes specify: Headache / Visual Symptoms /
Pain Abdomen / Vomiting

Good fetal Movement /ZY/es ONo | 0 NA | 'TNospecity:

Pre Eclampsia Symptoms | [ Yes | ©No | 01 NA

5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | | |
| | | | | | | | F | |
1 2 3 4 5 6 7 8 9 10
No'Pain ’ Worst
possible pain
LN U1 T 110 5 s O S P
o DUration: ..o Days / Weeks/ Months (Strike out which is got applicable)
B 011 T T (- o SRRSO
21t
« Frequency: ...........ofoeeeeinennnn. N e,
L 11101 1[04 U PP
6) Past History: . \-J
a)  SUrgeries: .........cocoeveviinennnn I—SLJ()O)) ................................................................
D) MEGICAL «.vvveeeeeeeeeeeeeeeee e L SO

Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0.)
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28-01-1906 30YSMED
DMAJA YELISETTY

Dr, PA _—

AT ETEY
7) E}Nﬁ, B |
wﬁatal Lt R T TS 111 £ O

8)
Prenatal Medical History:

(F)

[ Yes

Current Medications:

Allergy:

9)
/Df/None

1 Chronic Hypertension
U] Gestational Hypertension

1 Diabetes

L] Gestational Diabetes
[l Low placenta
L] Others if yes, specify

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
[ Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

1 Category II: Emergent (Time to Physician: = 15 minutes & Reassessment: Every 15 minutes)

[ Category I1I: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
P/Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
L1 Category V: Non Urgent (Time to Physician: = 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
OTAS (Urgent)
(Resus wm1 ) < 30 minutes
Re-Assessment Every 15 Minutes 30 Mis '
- Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Labour / Fluid Imminent Birth Labour/PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
E = Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
E ; pain <37 weeks (>spotting) >37
weeks
= AT - Mild hypertension
ok e e T Hypertension > 160/110 iy
Hypertension Seizure activity agd/ or headache, visual ;15:2{32 dwsrf;“:‘ta“n%“t
e : = disturbance, RUQ pain symptoms
S T . Atypical FHR tracing,
" e A LA Abnormal FHR tracing
Fetal Assessment abnormal dopplers
SR Non-Fetal Movement Diseased fetal movement
y Omars J i\ = Acute onsite severe + Major trauma « Abdominal/back pain « Ongoing assessment | « Anything that does not
¥ =i 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 /or diarrhea Rh and progesterone
: = Signs of infection (ie injections, NST
A dysuria ,cough, fever, | = Assessment for version
chills) » Rashes
Time seen by Doctor: i P

0
Nurse Name : ............. QQ\OM\& ........................................... Nurse Signature: ............ @/

Time: ”(Pf\{\‘
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[ 28-01-1996 0YSMED  (F) Rainbow .

| Dr. PADMAJA YELISETTY Children’ BirthRighf
T Hospital | () zeonieimas
OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ....... \\kb"o .........
Baseline Information:
Admission From: 0 ER ] OPD m Desk [ Others, SPECITY ....ccveveveeieieieieeccieee
Primary Language: Zﬁlfﬁgu 1 English T Hindi LT Others. SPECITY st imansseiie
Do you require aninterpreter? [ Yes E)le" TTYBS SPBCITY .ttt sttt esn b ene et e e e e e e e enean
Source of Information:  _-Patient C1 Family L1 OHOrS; SIBCIY v tvissbsrsisvnsnsnsiaiasisssisssnssistiisnnssnssavansosdasaudass
Allergies: [ Yes __DfNO/’ [[] Medications [ Blood Transfusion [ Food L1 Other: e
VO, VBTN oicncors ohisss tommts g et SR W N S g o e Vs s i e M AR AR Sy s S e s
Chief Complaints: .................fv.... Jonronpussmssnms Doctor Notified on Admissio™™ T Yes [INo
J
........................ O,J\Q.J(‘r‘ &U e Name of the Doctor: ... Y&@AS
(¢
................................................................................................................... Time Notified: ..o A
Past Medical History: Obtained From (] Patient [ Family Member [ Medical Record [ ] Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
—_—
Y 124
N (>0
Gynecology Assessment: "] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ........ccooveveevieveiieienins Caesarean Section: #TNo [ Yes Contraceptives: _+~TNo [ Yes
................................ Q,OK.L\I“ Cervical Cerclage: ANo [ Yes Vaginal Discharge: _~No [ Yes
Onset of Menarche: ..o, Ectopic Pregnancy: #TNo [ Yes Post-Coital Bleeding:ﬂT\Io ] Yes
Menstrual Cycle: E’@ar I Irregular | Myomectomy: JNo [ Yes Infertility: /_ﬂ ] Yes
-~
Last Menstrual Period: 5&\30\)3 ..... Others: If Yes Type: [] Primary [J Secondary
Obstetric History: G L YOO P P —— S R v
Previous LSCS: ........oovvverevreerennn. R0% Y
Current Medication: [ | None V‘Cyfe&/lf Yes, Fill the reconciliation form
Family History: [ No Abnormalities Detected .
(] Heart Disease [ Hypertension ~ _[)Diabetes [ Stroke [ Seizures [ Kidney disease
[ Liver disease [ Other vn(r/ .................................. e
Vital Signs / Measurements: Tempﬁaf..’ ........ HR: g? b(f‘ r RR: Q—-O[?“Arf
gp: .12 P weight: . bOYE  Height LU BME ...
Pain Assessment: Pain: [ Yes ‘[M (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT0.)
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25-01-1908 30YSMED (F)
Or. PADMAJA YELISETTY

PHYSICAL ASSESSMENT
General Appearance: /\'}Héaithy [1ill looking [_] Anxious (] Agitated [LVOMeIS! v
Fall Assessment: [ Yes -Z-/HO Score ..... ‘0 ......... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: []Yes P*(o Score..... 0 ......... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consulitant
" Mability problem ! Walking Problem % Abnormality Detected
") Developmental Delay ") Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: _LJ-No Abnormality Detected
[10verweight 1 Poor Appetite > 3 Days ['] Needs Therapeutic Diet.

CIUnder Weight (| Diabetes Mellitus ] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
/@ Calm & Cooperative L] Restless ! Depressed ! Agitated ] Confused
T DNIETS oveveeeeeeieee st e et es s ee s saes s st es e st b e b es et et e s eses s sees b e st e e e st e R es s e s e R e A s e s eh ek en e A bt e A e b e e A eAnAese e eA e A s e A b e A e e e n s e r e e snen e e r et nrn

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single pMarn‘ed [1Divorced [ Widow
2. Special Habits:  Smoker: [ Yes VQ’NE Alcohol Abuse: []Yes [ LNo~ Drug Abuse: IYes [ No

(]
Social History: Lives With ........... JEQM‘“j ..... /\Me'\é .................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : ,ETYes [1No Waste Disposal Explained: +Yes [1No

Infusion Pump : t@/Yes LINo Hand Hygiene Explained: "1 Yes I No ] Others
Above information givento .............. Yo‘ﬁp ............................................

Name of Person Orientation was givento: ..... m%&r dSK"‘M‘?’k 0— ...............

Orientation not given Reason: ...........ccccceveveveenceensnanenns “9( ................................

Nurse Signature: ............. % ...............................

Nurse Name: ...........ccccooe. GB WQLS’ ..................

Date & TIME: ..o Wfo .............
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeedinginitiated?
a. Yes 1 b.No

P | 0T 2 1T o PP OO PP PO

3. Nipple condition:
F a. Nipple well formed
1 b. Flat nipple
1 c. Inverted nipple
1 d. Short nipple

4.  Mik flow: -

O +~a. Good
/00 b. Drops of colostrums

O c.Dry

5. Steps for Positioning and attachment:
/[]/'é. Baby goes to the breast
"[1  b. Mother always sits with a back support
o [1 c. Ear-shoulder-hip should be in a straight line
L] 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. WSiﬁon explained:
a. Yes

0 b.No
7. For Caesarian mothers:
,,mnother is required sit and feed from the 4th feed
CJ  b. Please explain football hold

8. NICU admission: |~'O
[0 a Mother needs to stimulate her breast for 2 min every 2 hours

9. AQGIGIONAI MOTES: .....euiviirieieititet ittt sttt ettt e et et b et e et et en e ea et et enenrenesssanesenenesas e enenesanamsens
Continuity of Care: Date: 0‘)&
H0
M oM C CQ W (on Qijh\”\n
— ) %7 X, e il
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MAH-00330626 1P26-00006709
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i URINARY CATHETER BUNDLE CHECK LIST sl | @
Date of Insernnn}/[%PW% ............ \ Pﬁtg OfiREMOVAL: wuiamevususummmssavsmmusevman:
Parameters Date Shift Time
Need for the Catheter Z@ CINo | [JYes CINo | [IYes [INo | C1Yes INo | [I/Yes [INo | [lYes CINo | TiYes [INo
Hand Hygiene % [ONo | CIYes [ONo | CiYes [ONo | CiYes CINo | [IYes [INo | TJYes [INo | CIYes [INo
Usage of Sterile Equipment 2Yés [INo | CIYes [INo | [JYes [INo | CIYes [INo | CIYes [INo | [JYes ['No | CIYes [INo
Is the Collection bag below the level of bladder E’{es TINo | CJYes CONo | ClYes [INo | [IYes [INo | [lYes LINo | [IYes [JNo | JYes [INo
Check the Tube for Obstruction (Free of Kinking) .J/Yes “INo | ClYes [INo | (JYes [INo | (JYes [INo | ClYes [INo | CJYes [INo | CYes [INo
Is Catheter dated as policy [Zﬁs [INo | IYes [INo [iYes [INo | [JYes CINo | [I1Yes [INo | [lYes [INo | [lYes [INo
Collecting bag is been emptied regularly? % eé [INo | CJYes “INo | C1Yes [INo | (lYes [INo | [JYes [INo | ClYes [INo | [IYes [INo
Maintenance of closed system for the catheter ¥es [INo | CIYes [INo | CIYes CINo | [IYes CINo | [1Yes [INo | CiYes [INo | [1Yes [INo
Dressing clean and dry? /@ [JNo | [1Yes [INo | ClYes [INo | [lYes [INo | [IlYes [INo | [1Yes LINo IYes [INo
Is the line removed as Policy? (@s [ONo | [IYes [INo | (OYes [UNo | IYes INo | [1Yes INo | [1Yes [INo Yes [1No
Performance of Perineal Care A’ﬁes CINo | [JYes [CINo | [JYes [JNo | [!Yes [INo | ClYes [INo | [JYes [INo | [lYes [INo
Onset of New Fever OYes Zﬁ ) [1Yes [INo | [JYes [INo | [JYes TINo | [IYes CINo | [IlYes [INo | [lYes LINo
Asses for the leakage at the site of insertion Yes [INo | ['Yes [INo IYes CINo | [JYes [INo | [IYes [INo | [IYes [INo | [1Yes LINo
Name of the Nurse /W\
Signature of the Nurse \%@/’
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It takes a lot to treat the little. Your Right to a Safe Delivery

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name:  apyp . prowhTA YCUISETTY Date of Delivery: 3\\04"‘2626

Assistant Surgeon:  "DR. pRyabhes i | DR éJﬁGNW Time of Delivery:  + Qv 5Q w0

Anaesthetist's Name: DR BYESH N Gender of Baby: MAALE -

Type of Anzesthesia: 1 Qpuap fmectecnn | WeightofBaby: & 20\ a4

Neonatologist: Te. PRAMAY AGPAR Score: &l c\ .

Scrub Nurse: &1‘\6\\ & s NICU Admission: [ Yes \}Na/

Pre-Operative Diagnosis: @'y % Y ]3% wks ) Preu Lecs

L/E’@ive " 1 Emergency Indication: ........... ht NS ASCS e

1 Urgency .

1 Immediate Threat to life of woman or fetus

] Maternal or fetal compromise not immediately life threatening
O aternal or fetal compromise but needs early delivery

[ Delivery timed to suit woman and staff

Decision time: ﬂ%ﬁ ......................................... Knief to rectus: .......... g‘m“"—& .......................

CTG Description: - Reaclve

If there Was @ dElay GIVE the TEASONS: ......ov..veerreeeeeeeeeeeseessesseeeeesseseseeessessassseessessseseesessssessenessessesssessssesseessesssessssees

Surgical Procedure: Cle Qk\,e \¢c S 't-'BlL 'Tu‘nec_k»«j

Post Operative Diagnosis: OD - o

Peri-Operative Complications: ~ ™ s~—p

Amount of Blood Loss: 2 e i ) Blood Transfused (in ML): Ne—

Name and Number of Surgical Specimen sent for examination:

&l eTibalt Saomﬂs

Docu. No. RCH / FRM / CLINICAL / 155 - (PT.0)




Examinalio:ﬁ?g;when Appropriate:
Presentation: ephalic [ Breech CI0ther .eeveenee., Cervical Dilatation: .......... V\:‘Qﬁ-{ ...................... cm., ——
5th PaBaIe: ... devessivvasnns gi’ ............................................. Fetal Position: ................ ettt

Statiorl:/'z-‘a/ -2 0O-1 20 O+1 [+2 Moulding: _L+fone [+ CI++ [I+++
Caput: \,@4-/ O++ 0O+++ p2O Meconium:_=fone [+ [I++ []1+++
Bladder Catheterized : }WS 1 No Uring: _[>@tear - (1 Blood Stained
Skin Incision: \_;L,Pfaﬁnsteil [ Transverse 1 Midline S0 )i - GO O R RRN
Uterine Incision: (%uzoﬁr&agment TCIassical ?InvertedT 1 J Incision & LUs dorved
Previous Scar: L/"/Iﬂlﬁt_ U] Thinnedout L1 Ruptured (] No Scar & Crod
Incision Through Placenta: [ Yes o A \.-\ y ;\j ML
Delivery of head: ! Manual —=rForceps J » ;14 84 3?

) - B - O\Qbu\mu@ U
Liquor: ear LMeconium: LA~ Tl N LCBlood [ Offensive D Not Offensive  faocs
Delivery of Placenta: (] Manual GBET ...iecveisse i... [1Complete I Incomplete ] Piecemeal
Cord Appearance: .................... ﬂ:«*qﬁi.“ﬁ AL IAe N T Cord around the neck __Li¥es [ N 8 ‘i

\ Cox
Appearance of placenta: .............ccooeevvurnnen. \ \b'ﬂ*rcﬂ@:b\\oé Cavity explored &«Vﬁs/ CINo = 3 \,\,i P X
ies: [ 0 ilization; . 12 O nepi.
Uterus, tubes and ovaries: [| Normal \/Nofﬂormal Sterilization: _Les No « B\L,'To\;o\\ foon
: RANCSIE (s Pmmj_‘
Uterine Closure: 1 0ne Layer ——=Two Layers B S C‘:}( N ... SULUTE —‘ncw‘%
Peritoneal Closure: [ Pelvic _~Abdominal - None \]\QU\DJ‘ ..................... Suture
Sheath Closure: ) Y \?— =i Suture
Fat Closure: m 'No B AR 1Y QLB(B—D .. Suture
Skin Closure: yﬁﬁcuticular T Mattress e, NOnS s 2 'D Suture
Vagineal Evacuated __&rYes” [ No
Drain: og)(es J/Nﬁ L1 REMOVE iN ..o days [ Await instructions
Ctheter J¥es" [INo [IRemovein....... | I days I Await instructions
Swap & Instruments count correcm “I'No [ Post-op Antibiotics Yess LINo
Intra-Operative Antibiotics Cover: s [INo [JThromboprophylaxis O Yes >
peral e prophy INe—
Post-Operative Notes: ...............c......... AL S N AT LT AU Bk 0 U5 SO
o \
SR 1 (. 1 - 'V IR Tt T

"\\!“Q\W\w‘nj‘)\\ﬂtg ..................................................................................

S
Doctor Name: ...... Ix.s. Dexcim C?.‘ ..... }f‘ “‘S"IB Doctor Signature: qv&%ﬂﬂ .......................

Date & Time: ........... 7—]:""’*5 .........
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|
SAFETY CHECKLIST |
~_

MAH-00338626 IP26-00006709
) oo T
Surgeon : ])1 at/m*ycl ..................... ' O -
T 111010 L R owespeeesees } Patient Name : “”"“"“ ||"|""" """" Gender . f-.. Rai_nh‘:(;w
Anaesthetist:..:D.x.:.;{\)/ee.% .............. ; UHIDING. ;i e gy Sssbatiibainsvahsiiabisiasssiisnribistin ﬁg';g{fa?s .Eﬂﬂﬂgﬁf
Scrub Nurse : ..S...ofXibm@m ... | Date: 2. 1/&6 IN-ME © oo (11111 I g i

Before Induction of Anaesthesia » »

A L4
—xtY wv""l

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGN IN Time:.&:00Fm.. TIMEOUT  Timei.ooooooovvvn. SIGNOUT  Time:ooooooooone,
I:'htiem Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity L¥e§ CNo introduced themselves by Name and Role"¥es 1No The Name of the Procedure Recorded  —~TY8s [1No
Site /( 1No Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure /‘&fas 'No Nurse Verbally Confirm , Counts are Correct (or Not Applicable) —=*Yes [INo CINA
Site Marked “IYes TINo KA Correct Site Aﬁs No patient name) —Yes CINo CINA
:ﬂaeslhesia Safety Check Completed =fes CINo Correct Procedure /ﬁﬁ No Whether there are any Equipment
Ulse Oximeter on Patient & Functiuninqﬂes CINo Anticipated Critical Events %‘\' Problems to be addressed OYes <G [1NA
Does patient have a: Surgeon Reviews: ,&\Wﬁ
Known Allergy? JYes :T)t( What are the Critical or Unexpect? T Surgnoe, Auaeriatist aud Narse:
Diﬁicult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns fpr recovery )
Anticipated Blood Loss? Yes CINo C1NA and management of this patient? es CINo

Yes, & Equipment / Assistance
Available

‘Rm of > 500ml Blood Loss
I/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned

hn Blood Units Reserved

"\'Q h Antibiotic Prophylaxis been given
In the last 60 minutes?

Anaesthesia Team Reviews:

~Yes CINo
Are There Any Patient-specific Concerns? I Yes);mo/r TNA
Nursing Team Reviews:
Has Sterility (including indicator results)
JATes CINo CINA Been Confirmed? are there Equipment
“1Yes LA CINA issues or any Concerns? /@1 No CJNA

TYes Mo CINA

}\ces/nmo

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

yéi.wo CINA

S cenmical /119







. PATIENT TRANSFER FORM

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Rainbow"’ . .
cﬂ'illld:m's ‘Blrtthght

Hospital

It takes a lot to treat the littie.

Date & Time of Transfer Order

Patient Name & UHID No. Date & Time of Admission
S e l)s6@ 9i0qpm | shl@ q)ioem
[ s "1‘1’.‘::“ wn" e Transfer Ordered by Reason for Transfer
I T
D Afeuld« c)ésq-./ajfan
From Unit To Unit Information to Attendant
or ’;}ra, ) fﬁlL Yes VT No [ |

Number of Sheets in Clinical File

Number of Imaging Films

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

— Yes| | NoJ—
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
! m |
2.
3.
4,
5.
Shifting Summary / Notes Written by Doctor:  Yes| | No[ |

dob

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Do Aesshia,

Patient & Clinical Records Received by : uw / /ﬂ

Date & Time of Patient Received : aq{[ v [ 26 CJ/ q M\@ B‘N‘/\

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

4







