“ Father's / Husband's Name :

Qng, 7k,

SUEECD Sedothi -
ESTIMATION SLIP Hospital | \@P &risvos i viven

Date: _J ’é ,},?{‘

Name of Patient :

UHID / IP No. :

SINe.1 553

HNW-O00pE ¢ )

4
f}" Ldr A .22
¥ "L"‘_L =

Age:

Lingnr Gender: ;

Corporate / Occupation :

Address : _| , 14_5-;,@.'3[ de ~  Phone: 22344 lsggEraﬂ Qran 5324 14
Procedure / Plan : ALD } (ot EDD/Dos:
MODE OF PAYMENT : [_| SELF [j}l\”A: Ml orot—nells GIPSA: 1 olﬁﬁé

TARIFF INFORMATION : + A
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
; ‘ared Ward
Twin Shared Ward Y
" — ) QC "L'-‘ re !’ﬁ_‘l 3
Private Room ___; 1 e £ - g .
- L] VoS A XY 5 ol
Super Deluxe Room™ ¢ 2 5\\ ' / |. 2r )
' . T ) e =
Suite Room [h-}-f‘} L e G N T S )] [d
Package includes U Df \S Room Rent; Nursing bﬁﬁfﬁﬁl ’9 Ré_m"l&nf Nursﬁlg\Cﬂarges 2,
(Package starts from the Cof Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
P Ofg TR Labour Ward Charges Anesthetist's Fees and OT Charges
; Length of Btay for : &9 T:v“—‘-,‘ ¢ Length of Stay for : 2 N Y.
Pharmacy up to a oot Pha.m]‘acy‘up to 12 000 ¢
CPp, aI¢ by ( - | Investigations up to ; Cop) Investigations up to REoEeE
Piiprs i’ baby - frie JCt A Zry
Neonatologist Charges : |:| Covered Not Covered Epidural / Entonox : D Covered ﬁNBTCovered
nitial Minimum Deposnt = |- \ / M; 1, €'
MARKS : '
1. Room eligibil ity v \ub_[c& Q‘T#&‘aﬁ oval mm&ﬁ,fﬂoﬁlﬁﬁl auff mm&&RmJOLMon. The estimated amount may Change according to duration

of stay, medical condition, investigations, pharmacy and any other procedure.
+2. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and may not be

reimbursed by the TPA at later stage.

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

4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment is applicable for which kindly contact the Fiancial Counselling desk between 9am to 6pm

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

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

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

8. Tariffs are subject to revision

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

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

' }| n | K DECLARATIO

’ ‘2 t ﬂ N A HM £ ave attended the Financial counseling desk and understood the expected costs and
other condxtlons appligable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
g ife hospital bill with the hospital without any ambiguity.

VU(J:W,"'

Signatory Relationship

f s
(N~

Signature of the financial Counselor

Signature of the Client
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SURGERY DETAILS
Date : 7”/}(7/07’(7 ..............
Patient Name: ...... M({- ..... S\feAa%aJ@"( ............... Date of Birth: [ao%’—)/ool ........ Age: lL{)A
Gender: ..... 'FC"LO“QQ .......... Ward: ......... LDR ..................... UHID No.: .... HNH%OUUS—QJ
L DR
Date of Surgery: ... o] 2006 =6F<1 (10T-2 (10T-3 [10T-4 (0BGOT-1 []0BG OT-2
Name of the Surgery : .........ccc....... NVD\JEP/ ......................................................................................................
Timein.......... g?m ..................... Tme Ot iccocenee Pm ........................
NAME AMOUNT
4]
1. Surgeon D}fgw‘&ﬁ*”v .....................................................................................
2. Anaesthetist S DY‘%\Y@J’(;\Q ...........................................................................................
3. ASSISIANT SUMJBON : ..ot ssssssss s sssnsnsnsnsss suesessesesesessss st
4 DU TOCHOICIAN  © cciiiiiinuinnsonminuriiiGmmme i eetieesissiion.  Hissssmstitswsasssoiestonsiisssstcsamessssiannass
™ 5. Circulating Nurse -’AW\WKQK .................................................................................................
6. AssistantNurse  :.......[N ONM ................................................................................................
Special Equipment: [ Laparascopy ] Broncoscope _| Harmonic (| Morcelator
| C-ARM 1 Cystoscopy [] Versa Point [] Liver Cusa
[ Neuro Cusa W
0 A
D" gb\jg\‘g‘p\l Hv /Awﬂgg‘ lSl
Signature of the Surgeon Signature of Circulating Nurse

o% - 0000216 0:?—0

Docu. No. : RCH'  /FRM / GENERAL / 114
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Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

'Name Mrs SYEDA HAAJER UHID HN|‘-|-00005571

Father/Guardian Mr SHAIK IRFAN AHMED Age/Gender 24Y 11 M 12 D/ Female

”Address 7 | 127-1}-97537 vyarasigoud near akauser, Sitaphal Ma;andi, Hyd_e_t_’abad. Tel_a.n_g_ai_'_ae?, INDIA _50_06_61 l 1
| IP No | IP26-00006913 Admission Date  22-07-2026 |
%_Ref 7Doctor Self. B

Discharge Date 24.07.2026

DISCHARGE SUMMARY

Consultant

Dr. Swathi HV
MBBS/MS
TSMC/FMR/15501

Diagnosis: PRIMIGRAVIDA WITH 39 WEEKS PERIOD OF GESTATION
WITH PREMATURE RUPTURE OF MEMBRANES FOR SAFE
CONFINEMENT.

SPONTANEOUS VAGINAL DELIVERY DONE ON 22.07.2026.

History:
LMP: 26.10.2025 Obstetric formula: Primigravida
EDD: 29.07.2026 Gestation at admission: 39 weeks

Obstetric History:

BANJARA HILLS (10 3 HYDERNAGAR KONDAPUR OUTPATIENT CLINIC SECUNDERABAD 0 KONDAPUR

L B NAGAR (ranr NANAKRAMCUDA
3040 - 4246 2200 gency (] D40 - 4246 2400 gecy 3 040 3 -

@ 1800 2122 @ www.rainbowhospitals.in

453 04069311233



Name Mrs SYEDA HAAJER UHID ) HNH-00005571
IP No " | Ip26-00006913 Admission Date 22.07-2026

G1 - Present pregnancy Spontaneous concéption.

Medical History : Nil
Surgical History: Nil
Allergies : Nil

Family History : Nil

Antenatal Detalis:

Mrs SYEDA HAAJER was booked to Rainbow hospital at 7 weeks period of
gestation. She had regular antenatal checkups and investigations as advised.
NT scan was normal. TIFFA was normal. At 29 weeks she was diagnosed with
UTi and managed conservatively. Fetal surveillance done by serial growth
scans.Growth scan done on 02.07.2026 showed single live intrauterine fetus
with cephalic presentation, AFL12.8cm EFW: 2.818kg,(47% & AC - 37%)
Placenta: posterior and Right [ateral high, Doppler normal. She was admitted at
39 weeks with Premature Rupture of membranes for safe confinement.

Investigations: Enclosed
Blood Grouping - "O" Positive.

Management: Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus mild acting,
per speculum examination revealed active clear leak, cervix was partially
effaced and 2cms dilated. Fetal well being was confirmed by an admission CTG
which was found to be reactive. As per hospital protocol she was started on IV
Taxim in view of ruptured membranes. Partographic monitoring of labour was
done. She progressed to full dilatation at 2:45 pm. Passive descent of fetal
head was allowed for 15 min, post full dilatation. She was put into position for
vaginal birth at 3:16 pm. Parts painted with betadine solution and draped to
ensure full asepsis. She was encouraged to bear down. At crowning of head




7.
Rainbow® @
Hospital

BY RAINBOW HOSPITALS

Children’s .BirthRight”

Name Mrs SYEDA HAAJER UHID HNH-00005571

IP No IP26-00006913 Admission Date 22-07-2026

episiotomy was given under local anesthesia (10 ml of 2 % xylocaine solution).
Baby was delivered by Spontaneous vaginal delivery, Cord clamped and cut
and baby handed over to pediatrician. Cord blood collected for blood grouping
and Rh typing. Placenta and membranes delivered completely with controlled
cord traction. Prophylactic syntocinon given. Episiotomy inspected. No
extensions or additional vaginal tears found. Episiotomy sutured in layers.
Instrument and swab count checked. 600 mcg of misoprostol given per
rectally as prophylaxis against post partum hemorrhage. Vagina cleaned with
betadine solution.

Delivery Details:

Date s 22.07.2026

Time of Delivery : 03:16 PM

Type of Labour : Spontaneous.

Type of Delivery: Spontaneous vaginal Delivery

Analgesia : None
Indication : PROM
Baby Details:

Date 0 22.07.2026
Time :3:16 PM
Sex : Male
Weight : 3.84 Kgs
Apgar ;8,10

Gestational Age: 39 weeks
NICU Admission: No.

Post-Partum Notes: She was closely monitored for post partum hemorrhage.
Breast feeding initiated. Vitals were stable; patient ambulated and was shifted
to room. Patient was encouraged for spontaneous voiding. Dietary advice

BANJARA HILLS WARM " o HYDERMAGAR KONDAPUR OUTPATIENT CLINIC teuited vl SECUNDERABAD (141 Accrodin KONDAPUR L B NAGAR (4
ey 040 - 4466 §55%, 91008 25516 Emesgency] 040 - 4246 2300 Emargency3 040 - 4246 2100 .

@ 18002122 @ www.rainbowhospitals.in

margency ] 040 - 4246 2200 margancy 040 - 4246 2400 Emergency 040 - 7111 1333

Your Right to a Safe Delivery

NANAKRAMGUDA
aeney 1 04065311233




Name Mrs SYEDA HAAJER UHID HNH-00005571 !

IP No IP26-00006913 Admission Date 22-07-2026

given. Her postpartum period following that was uneventful. On first
postpartum day episiotomy wound was healthy and intact. 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 (Cefixime 200mg) twice daily till 26.07.2026 (9am-

9pm) after food.

2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
24.07.2026 (8am-2pm-10pm) after food.

3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 24.07.2026 (%am-
3pm-11pm}) after food.

4, Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 26.07.2026
(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 500 mg, vitamin D3 250 1U) once daily
(2pm) till breast feeding after food.

7. Metrogyl P ointment for local application.
8. Syp. Duphalac 15 ml (Lactulose 3.33gm/5ml) at bed time for one week.

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

* Suggest PAP smear and HPV Vaccine after 6 weeks; Please discuss with

S

fa.
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Name Mrs SYEDA HAAJER UHID HNH-00005571

IP No IP26-00006913 Admission Date 22-07-2026

your treating doctor regarding HPV vaccination.

Review with Dr. SWATHI H V after 2 weeks on 5.08.2026 at Rainbow
Children's Hospital with prior appointment. (Review consultation will be
charged).

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, when and how to obtain
emergency care etc also have been explained by doctor .........co....... 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 or just dial one toll free number - 18002122. You can als

take appointments at any time going  online '6*;"'-3,:;\
website www.rainbowhospitals.in Ve \\‘;;:-‘.\’
0)3))

Registr i ent/C J”"/,)zf

Consultant: "

Dr. Swathi HV

MBBS/MS

TSMC/FMR/15501

BANJARA HILLS HYDERNAGAR KONDAPUR QUTPATIENT CLINIC SZCI.INDERAIAD A L KONDAPUR L B NAGAR NANAKRAMGUDA
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® 1800 2122
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7. . 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 : IP26-00006913 Admit Date :22-Jul-2026

N ven

Admit Time :09:04 AM UHID : HNH-00005571

Patient Details :

Patient Name : Mrs SYEDA HAAJER

Guardian : Mr SHAIK IRFAN AHMED

Gender : Female

Occupation

Address (H) - 12-11-953 warasigoud near akauser Sitaphal
’\ Mandi Hyderabad Telangana INDIA 500061

Age '24Y11M12D

DOB : 10-08-2001

Religion

Martial Status

Phone No : 8099222619/ 8374210859

E-mail : syedahaajer6980@gmail.com

Admission Details :
Bed Type : BASINET

Room No : CRDL-HNPDA-414-2

Bed No : CRDL-HNPDA-414-2

Ward Name :4F-OT

Admission Type : First Visit

Contact Details :
Name © Mr SHAIK IRFAN AHMED

Contact Address : 12-11-953 warasigoud near akauser Sitaphal

Mandi Hyderabad Telangana INDIA 500061

Phone No

Relationship : W/O

1 8099222619

ignefure

Doctor Details :

Doctor Name :Dr. SWATHIH V Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 20000.00

Payment Mode : DC/CC Card Payor Name L‘.TIE)IIEDI ASSIST INSURANCE TPA PVT

Printed Date / Time : 22/07/2026 09:09

Printed By : 017651

Page 1 of 2
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PATIENT TRANSFER FORM Hospital BY RANBOW

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

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
|p26-00008913

| Tanig |
e ﬂa{-mxk @xa\\,@\fé 29700 @@_.b”cw
\\swm\"\*\!\{\\\“\\““\ \“\\ Transfer Ordered by Reason for Transfer

e Dnd D\OQQ)NAB% N

From Unit To Unit Information to Attendant
L D@ Yeilz/—-' No[ ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

over to attendant
QL NS’T@ Y77 Mol

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1. ’
2 i
3_ ™
4, P
5.
Shifting Summary / Notes Written by Doctor:  Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

e [ Dy Dk

Patient & Clinical Records Received by : (_‘\D\Q 0\6

IS 7ot

Date & Time of Patient Received :

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




ACTIVITY RECORD FOR BILLING

Name: -------------- HNH-00005571 1P26-00006913
Mrs SYEDA HAAJER
10-08-2001 24Y11M12D
UHID No ; ---------~ O SWATHI H v ®

oate of Agmission | [II1NHINNIVAIN

Room / Bed No : ===========nm- LR s —

WARD TRANSFERS

Consultant :

------- Date of Discharge :

M

\}

Rainbow® |@

Suggested Billable bed type :

Children’s |

Hospital E'Lﬂi'g,ht

It takes a lot to treat the little. Your Right to a Safe Delivery.
------------------------- Dept : -=-==--mm=deeeeen

————————————————— Time: ----====2--

Date Time From

To

Signature of Nurse

<Y

b | 6PN e -

ol Lo

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

(FoCiabioo Sonsaif])

" BrTtenaws fesdy 23\ 26

G5

Qe

9.

10.

Docu, No. : RCH / FRM / GENERAL / 145
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MEDICAL EQUIPMENT ( WARD & ICU)

Name of

Connecting

Disconnecting
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PROCEEDURE

Date Proceedure Quantity Order No. Signature

WA | I plagesnendt [ (D ) \ | @~

Y
293% | Ga g Homitlom | () NGV L (0
|

® 9V 0RC R P15990XX

L L s - ) .
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ANY OTHER INFORMATION .
foe
lL __________
ST
Date : Time : Prepare;i By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




HNH-00005571

7

Mrs 8YEDA HAAJER 1P26-00006913
________ ;?m:::uuv sxHag0 Rain%w“ . : e
B Shiers | @Bt
IP ADMISSION SHEE! ruf OBSTETRICS a |
Presenting Complaints A © L4k o 9 pr o eon: 2 [ gt
come ¢ (lo o

nld
mﬁL T em ond Lmkpwa{’ v <*gom

Obstetric Formula: pm .
Wiy

Obstetric Hostory:

q-(‘,

R

Corrected EDD: 2.9 [ 7 [o.¢ GA: 2quks

Menstrual History: Reguiar.‘{f Yes [J No

Obstetric Examination

Fundal Height: ‘_Tq

\Z(Mild

“HIFFA — Ao Ut. Activity: ] Relaxed [(JMod [] Severe
Present Pregnancy Record: Liquor: '-a/Adequate ] Oligo ] Poly
G St J‘h' ik@cqwlt ) PP: =T Cephalic E?Fu Breech  Others
O e ‘ . -
b Head Fifths Palpable: L3 @agal&
RISK FACTORS: FHS: 7 Normal [ Tachy [JBrady [ Absent
a ™
Per Speculum Examination
Draining: » 7 Present [] Absent [1 Bleeding
Colour of Liquor: @/Clear ] Meconium ] Blood Stained
Vaginal Examination
. / Cervix: [J Long E’Pa/rtially effaced [ ] Effaced
Height: %1 ...... cm
Weight: .0 kg Os: Closed Dilated _ pJ &
Allergies: .. Ml Membranes: ] Present  \T Absent
Breast: ﬂ}N rmal ] Abnormal
red Liquor: IE{Iaar (] Meconium []Blood Stained
General Examination: . M
CorBCionEGs: ~ Pallor: @ Presenting Part: ertex ("] Breech (] Others
oterus: (=) Edofha: 2 Sutton: O0-3 &2 0O-1 00 O+1 O +2
. L
Temp.a‘?d““ PR: §u Pelvis: T Adequate ] Doubtful
BP: 120(qv DTR: ()
ovs: Lu® RS - BAe@SFo, - Th
Liver/Spleen: Urine Output: A«Loltwfﬂ; ’

.-— DIAGNOSIS

Docu. No. : RCH /FRM / CLINICAL / 087
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§YEDA HAAJER
T:D&!OM 24Y11M12D  (F)
Dr. SWATHI HV
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Family History: Surgical History:
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Medical History: Medication History:
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Plan of Care: Investigations:
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+ SYEDA HAAJER
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Date 291
Time i
Hb )

PCV %9). &
RBC 0; Q0
WBC W 1644
L 8. 51 ) —

- 8 -

Platelets 0 Q f.‘)__
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
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CUE - Alb

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

Stool Pus Cell
OVA / Cyst
OccultBlood A1
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 23/‘;/2&{ TIME: oo A D

0 ~ 26 kg/m?
Origin: ....... j oAl Height. ... L8030, weignt...[ad. %7 BMI: [)~28 k31’$=

O ~ 30 kg/m’
FOOQ AIGTGIES: ... B O, il /s

Diagnosis: ............ NV) ..........................................................................................................................................

TypeofDiet O Liquid  OSoft ONormal O Diabetic
] Vegetarian Wu—Vegetaﬂan OJ Vegan

Diet Advised:

Liquid Diet— ORS/ Coconut Water / Butter Milk/ Barley Water/ Soups
Normal Diet—Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet - Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

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

Patient’s / Attendant’s Dietician’s

Signature: ............. W‘A ................................... Signature: \_%Jif ;/’d

;%{Jiﬁ(ﬁ» / ........................ Name: ...... L;AJ&J@K ..SD%S/ /A M
Date & Time: ZJ/J 5/4? ...... .jd..)w Date & Time: ......<w /..2.5 2 %5&"0

Doc. No. : RCH/ FRM/ CLINICAL / 195 (RT.0)
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DoctorNameDV&\SI«WW‘L’(A\Date?—gz}"‘)’g ....... Time: ... 4.2..(._3.017«7
T Y €
10 11| e e EIVING Type of Referral :

O Emergency
................................. 0 Urgent
Referred for : [ Opinion _,ZI/Co-Management O Transfer of care

0 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 :

Ladt dﬂ‘*“"‘ cont  plav

\ r
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_ Cb'gs*t?ﬂ/lm Sa 4
— Swu (,\L\\V‘j obs armved -
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) \ortle1
Qmj __]:C\n . CJG,MOM-S'E"’J—MLCLOL '
_ Am oY i

. hold -
D dromd- faaddwy npy  @ncesd

\
&kasffm-j 40 swck woth

o

v

9‘/2 hows as P&

Consultant :

Name : 604’”1}3 ka. @ .Signature:......;g_; ............. Date&Time:.Z-E.Z?.‘}.f%..,’.!)lgoP

Doc. No. : RCH/ FRM / CLINICAL / 049
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DRUG CHART

Date of Admission: 9”93?10% Drug Allergies: ........ U’(’,O' ........................................ 1 Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
A - The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
] Datey
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
ﬂ Additional Instructions:
’ Datey
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
Date»
DRUG : Time
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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m "”'"”"'W"""I ” m"" REGULAR PRESCRIPTIONS Weight. .....cccoeven Ward. oo
. - -~ Dater
DRUG: AR ( EFkIME  Timep¥ 3\
Dose Route | Frequency [Start Date e
v
Poony Plo | Bp |22\l
Name & Signature of the Doctor
Starting the w .
; i . (9
Additional Instructions: R 1&'
Daily Doctor’s Endorsement by a Sign 2
G- Date®. ‘X\
DRUG : m . de\l'roﬁ MZ\O\#U'ne )‘
Dose Route | Frequency |Start Date
L‘OM r / e ﬂ D 2 L{k
Name & Signature of the Doctor )
Starting the‘:Z,g:):/: Eﬁ"
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
- Datef \ Y \
DRUG : TP, ) 10 FER AL [Timopt
Dose Route | Frequency (Start Date ’___
Sory | P1o| TD D’I%W‘Q N
Nameé & Signature of the Doctor Y
Starting the Dm%d "
("
—— rﬁ‘?‘o' ,
Additional Instructions: “
@
A% )
Daily Doctor’s Endorsement by a Sign
. Date»
DRUG :f) s 4P - Dy s PHSL AL Time '9\\
Dose Rﬂjte Frequency |Start Date
Dﬁ”"‘J‘ Plo Hs .| 22>
Name & Signature of the Doctor
Starting the Dru
- - RN
L k.
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
Page: 2/4

B e



.'

\

L 13 )
e OO Rainbow | @ BirthRight
"l o | @
Sheet No: ““m"l“ml' _GULAR PRESCRIPTIONS weight ... Ward ...
nnueQiﬁC&FD’!AK!ME %ﬁ%’ '
Dose V Route Frequency |Start Dt.| k s, I
f | IV | gD |22/% Vai
Nafhe & Signature of the Doctor =L 1

Starting the Drugs:

Howdds.

Additional Instructions: -

Daily Doctor’s Endorsement by a Sign

O | omus: N ETpOsI P frlol= o i

Dose Route ﬁequenc'y“ Start Dt.

~ ’\o\\,&cc\i \ LA o J\‘\W\G g [T
Name & Sighature of the Doctor ' [
Starting X;ﬁ( .
Additiohal Instructions: RO P

MEROP & el s -

Daily Doctor’s Endorsement by a Sign

DRUG : Datey
Dose Route | Frequency | Start Dt. )
Name & Signature of the Doctor
| Starting the Drugs:
- ’
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : Dater

Dose Route | Frequency |Start Dt.

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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DRUG :

Time

Datey

Dose Route | Frequency | Start Dt.

_Name & Signature of the Doctor
Starting the Dnigs:

Additional lastructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Tilpe

v

Dose Route [ Frequency | Start Di.

Name & Signa’fu're of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

1Date

v

Dose | Route |Frequency |Start Dt.

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Dactor’s Endorsement by a Sign

DRUG :

Date

L

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instiuctions:

Daily Doctor’s Endarsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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Date»
0B+ _ige T I T N N R
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e ces Bose tiose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose ose o e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
VARIABLE DOSE Dte
Time Nurse Sig. Nursg Sig. Nurse Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Staﬁ Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose g = Boe
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e e % =4
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
, — Dosage & Other ;
Date Time Medication nstruchiois Route SIQI}?tUFe Nurses
y (HOTARIM Y aﬁw Mad
21]03 oo™ | g (HO s =] (2 !
~ 0 N
92\ 3qudr] DEOTRVGNG | /]( -
[1:3 D LANL Jy © vx;l v G 21
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” ||| |"| ||||I||I|"||" |||| |||"|| I.V. FLUIDS CHART Welght. .sivnmivesssss L', 11 S
Date | Time vomposition of 1.V. Fluid Route [Flow Rate) Doctor | Nurse f Date of | Doctor | Nurse
(i infusion, mention mi./hr = Mcg/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign

| | Binger pontote o (T

IRV
\?@z@M
R

ot [
m3$m1w

22 ¥

siEACIR

“ﬁ 5‘,\{0&‘-{_7*0@(\1 . gw‘ﬁ‘”" qﬂ/
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MEDICATION RECONCILIATION FO
Drug Allergies: ............. Pd)

Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.

(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

SUHHNG PO wovvssismimsvsssonsinn, Nb ............................. Shifted to: ....... N P( ............................................
SNO| (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SG,v) | FREQUENCY | a8t S0¢ ‘}gﬂ?gﬁ'sg
L AT 25N Hob | Jle ) O¢ 2oc
2 TJ-(ALum Wat Olo o0 mo=ie
3 JC CIDc
4 aoc Ooc
5 Oc Ooc
6 Oc obe
7 (JC [IDC
8 (JC CJDC
9 Oc Ooc
10 JC [oc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature :

Date & Time :

* C- Continue, DC - Discontinue

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

Nurse Name & Signature: MQAMW\IJ‘U\@MCX%

Date & Time ; ........

Jocu. No.

:RCH/FRM / GE

Q’%@Z‘t‘%@?'@ ...... .U
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‘“““““““\‘“““‘“_“!\!\}“ .-wiling Observation Score Chart - Obstetrics

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

L1

@“ Date A P - - Pty
v Time | 8 | 9 [10[1)12] 142 45@@39@)11121@‘34567

> 30
21-30
11-20
0-10

RESP
(write rate in
corresp. box)

94 - 100 %

Saturations ~94%

Administered 0, (L/min.)

40
39
38
37
36
35
< 35

3, dway

170
160
150
140
130
120
110
100 . P \
90 <D B J (41 (‘(D
80 i 7 1) Y )
70
60
50
40

3jeY WeaH

190
180
170
160
150 2 fab i

140 D\ A \
\ ™ ] X
= O RTARHR ,;1’ b \
110 , M ]
100 | A A

b
anssalg poojg 1|oisAs

90 ! )
80
70
60
50
130
g 120
w
g 110
& 100
l éE 90 i !
=3 80 / 1) |
» 70 i N
c :
£ 50 V) )
40
NEURD Aert [ T T T T 7 ] B I - ]
RESPONSE valce
[v] Pain
Unresponsive
URINE > 30
mils / hour < 30
. Protein + +
Proteinuria -
Protein > + +
" Normal
Lochia Heavy / Foul
X Clear / Pink
Dauor Green
TOTAL YELLOW SCORES bl [AZ4 NI"A RV o
TOTAL ORANGE SCORES ALY R
Nurse Initial Y It \
B N "




Obstetrics and Gynaecology T
Early Warning Signs

-

f
1 Yellow Alert :
Repeat Observations
in 30 minutes
\.
4 N |G )
* Complete a Full " " 2 Yellow Alerts or 1 Orange Alert:
Call the QObstetrician and Repeat
Set. o.f MEOWS Observations
Observations in 30 minutes
N % . Y,
LT 0 . -
4 . 3 (. : ~
A A '; > 2 Yellow Alerts or = 2 Orange Alerts:
j Immediate Review by Obstetrician and
: Repeat Observations
| in 15 minutes or continuous
i monitoring
- . /
J : ot ¢
¥ . * , I:" 2

~ t

* The Modified Early Wam]'ng Score (MEOWS)

e

-00

Q-
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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

?‘b\?‘ \') 5

Date

Time

12

RESP

(write rate in
corresp. box)

Saturations

<94 %

Administered

0, (L/min.)

94-100% | | LI} I---GLU-----------------

40
39
38
37

_‘.[4’

3,dwal

36

N\

35
< 35

170
160
150
140
130
120

110

100

218y Leay

90

o

80

70

60

50

b
anssalg poojg 1j01sAS

190
180
170
160
150

[ a0 e e e e e e [ e e [ e e P e i L |

140

130

120

110

100

S0
80
70
60
50

—
aInssald poo|g Jjoiselq

130
120
110
100
20

80

70

%

¥

50
50
20
NEURO Alert I il ) (2 ) O N O
RESPONSE Voice
v Pain
(V] Unresponsive
URINE > 30
mils / hour <30

Proteinuria

Protein + +
Protein > + +

Lochia Normal
Heavy / Foul
: Clear / Pink ~
Migquor Green
TOTAL YELLOW SCORES ] e
TOTAL ORANGE SCORES [ lad

Nurse Initial
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Obstetrics and 'Gynaecc')logy
Early Warning Signs

M 99

!

1 Yellow Alert :
Repeat Observations
in 30 minutes

.

- N

Complete a Full

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

Observations
in,30 minutes

J

Set of MEOWS
Observations o
- / -
/
3
-

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

Repeaj Observations

¢ in 15 minutes or continuous

'monitoring

~

* The Modified Early Warning Score (MEOWS)
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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.

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

Intake D!llpll‘l : ' : Trlg\rlog'i[tgo-
Date | Time Oh}a;}]ur% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis ,a'ﬁ.ge
Mouth LV N.G
+| 08:00 am 3
[ 09:00am :
10:00 am . 1 AL
\"\J\\ W:00am | @ o . B ? =
LY 1200pm | X |© 3 ’
0100pm | 2~ B
Total Intake: e HOAA— Total Output: P UF{sfA
| 02:00 pm ‘ i) M’ Vﬁ[____:__x _
0300pm | QY Ay | /)E/()’
04:00 pm "/\/ lw 0 {FﬂL
$x05:00pm il v 9
mg@:_ﬂ() pm o ) (
07:00 pm [ J
Total Intake : Total Qutput :
0800pm| N\ P
_EE:_DO pm A .& i / \ /

R 10:00 pm R L/ )4 - |
W= - 2
qf -TEOO am // ‘ / - \

01:00am ‘e / ~
Total Intake':(} Total Outputtyd _ g0
0200am| ‘
03:00am T /
a00am| [ | o i )
.\1\4 m[]_S_:UD am 1,;, _ 1(\ 4 / o @_
U\ | 0600 VA W r
N7 Toz0am < {
Total Intake %,L\-/ Total Output : U _ Y\{)
Total 24 hrs. Intake Total 24 hrs. Output
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| FLUID CHART |

ONBBEING, - . i ciisissisasissineis

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.

OHlpili‘ i | v site

vt it oY
g ,;:\;:Liﬁ. o BN R

Thrombo-

NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis p?:ﬂge

| Mature
Date Time of Fluid

Mouth LV N.G

08:00 am

]

o B

-

$—1Y" 10 'fﬁb

10:00 am

T
s\

11:0'6&rn U )

09:00 am \L -’ﬁé&“
0 Py
'\

12:00 pm il (

01:00 pm

Total Intake:: 4o /2o Total Output : e e . [

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake : Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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T CHECKLIST FOR THROMBOPHLEBITIS rospital | e
__ 2 1o
DAY-1 ' DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N E M E N Remarks
; No signs of phlebitis /
1 IV site appears healthy Observe cannula 0 — sl
One of the following signs is
5 evident : Possibly first signs of phlebitis 1 e
* Slight pain near the IV Site / / Observe cannula —_ A
* Slight redness near IV Site
Two Of. the followmg Signs Early stage of phlebitis /
3 are evident: Resite Cannula < 1%
Pain at IV site Redness - 0
S th? RRGNIgERa e Medium stage of phlebitis /
g | it Resite Cannula Consid 3 e
Pain along Path of cannula Tes te :tnnu Sl . 9]
Redness around Site Swelling el
All. of the following _Slgps are Advanced stage of phiebitis or
evident and Extensive : h t of thrombophiebitis /
5 | Pain along Path of cannula ;e ;tarco : rlon(l; 1o de e 4 DO
Redness around Site Te site ?”"” A RASaar —
Swelling palpable Venous cord reatmen
All of the following Signs are
evident and Extensive : Pain fhdvangedh?t;gn? of )
6 | along Path of cannula Redness rombophlebitis / 5 o b
around Site Swelling palpable Igmateltreatment Re site
Venous cordpyrexia AU}
Signature of the Nurse @ j\fﬁ"’

\

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

Signature of Shift In_ Charge :

Signature :

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

//
{ S S Name : mé,z/,\_ .......

Signature of Ward In Charge :

Signature : ........4C
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Dr, SWATHIH Y “I"“ Child_ren’s . B|rthR|ght
AR CHECKLIST FOR THROMBOPHLEBITIS riospital _ | W)muotins
. v oy .
Vol e ' -
DAY-1 DAY-2 DAY-3
$. No. SITE OBSERVATION STAGE / AGTION SCORE E N M E M E N Remarks
: No signs of phlebitis /
i IV site appears healthy Observe cannula 0
One of the following signs is
5 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 ;Il'\::eoet;{dﬂ;gt.followmg Signs Early stage of phlebitis / 9
Pain at IV site Redness Resite Gannula
g‘yigé;? ? following Signs are Medium stage of phlebitis /
4 | pain alohg Path of cannula Resite Cannula Consider 3
Redness around Site Swelling Treatment
g:rl:gértl{] g;gllg::g;gﬁ;gns are Advanced stage of phlebitis or
5 | Pain along Path of cannula tge start of thrombophlebitis / 4
Redness around Site g site Gannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive ; Pain Advanced stage of
6 | along Path of cannula Retiness fh‘r ombophlebitis/ 5
around Site Swelling palpable nitiate treatment Re site
Venous cordpyrexia Cannula ‘
++  Signature of the Nurse )

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

Signature of Shift In Charge :

SIGNALULE © oo sersnsrarrrras s s ssesssrssrases NAME © e seneresse et versraens

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

Signature of Ward [h Charge :

SIGNAMTE e 114 1 OO SO SRRV
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i J BirthRight
BRADEN 'Q’ SCALE Hospial | \)zmemmer:
: -
b (22 72 | sl
Time:| =, Ut MO

v weuns wii@Nt 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

[

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.

in bddﬁndr extremity position body or extremity position but unable changes in body or extremity position position without assistance. g’,
without assistance. to completely turn self independently. independently. d
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; | \
o Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : e i i i i Walks outside th t least twi
of physical activity" Contied to ball non-existent. Cannot bear own weight very short distances, with or without alks outside the room at least twice a

K{

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

skin and adjacent bony
surface slide across
one another

bed or chair, requiring frequent

repositioning with maximum assistance.

devices. Maintains relative good position|
in chair or bed most of the time but
occasionally slides down.

skil:c:svg:(lg:sa d by perspiration, urine, drainage, etc. Linen must be changed at |east every linen change every 12 hours. changes; linen only requires changing l(
to molsture Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely

during move. Maintains good position
in bed or chair at all times."

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

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

but will usually take a supplement if
offered.

4, Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

7

Severe Risk : less than 9

| High Risk: 10-12 |

Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

<2 seconds, n/ '7
TOTAL SCORE Q/((/ 'ZA X
Evaluator's Name \ L9—

0

e T
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Support Surfaces
Risk Score Category Action (Plaase Note: Only required for children who are deemed at risk due
W to altered maobility, consider occupation therapy referral for advice
) Regutar Turning Schedule . _
Yoo Enable as much activity as possible High density. foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear ap y
, Advance to a higher level of risk if other major risk
factors are present
. _ High density foam mafiress
' I Use the Same Protocol as for “At Risk” Patients N
13-14 Maoderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
v Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to reqular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure maftress overlay
L Use same protocol as for “High Risk” Patients High density foam mattress
Less than 8 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay
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IWATHI H V Hosp ital BY RAINBOW HOSPITALS

T Morse Fall Risk Assessment Form === [ e

D p
Date/Time | 22{F | 2] |on/zlie
Highest Applicable Score from each Categor f Fall Risk Gradin
Choose Hig pplicable Sc gory el O A g
History of Falling Yes 25
(immediately or w/in 3 months) NO 0 Risk Level Murst:p;:g)Score Actlon
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
iture 30 d Fa
| Furniture Low Risk 0-24 gtzggatri 5 I
Ambulatory Aid Crutches, Cane(S), Walker 15 vegaul
None /Bed Rest /Nurse Assist 0 (D) O o
Yes 20 22
IV / Heparin Lock or Saline = : >0 2 Implement
g O . 22 Moderate Risk | 25 - 50 Woutsrate: ol
Impaired 20 Prevention
: Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immabile 0 Implement High
Forgets limitations 15 High Ri 51 Risk Fall
Mental Status - igh Risk > :
Oriented to own ability 0 Prevention
z] Intervention
Total Morse Fall Scale Score: %) (e | ==
Signature @\ ¢ =
Tick (v") whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) ["] Hourly safety check
(] Ensure patients use their prescribed eye glasses if any, in the hospital "] Assess patient after visitors, leave to ensure safety measures in place
] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
("] Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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NURSING CARE RECORD
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%
Rainbow"*
Children's | @ BirthRight
Hos p“a' . BY RAINBOW HOSPITALS
mmmmmmm Your Right to a Safe Delivery

J (1 Maintain Airway and Oxygenation

(] Relieve Pain & Discomfort

[ Maintain Fluid Balance

[J Improve Activity Tolerance

[J Maintain Good Nutritional Status

O Malnjam Skin Integrity

(%] s el h
§ ~-aintain Personal Hygiene 7T Prevent Infection L1 Meet Efimination Needs [] Ensure Safety KE!—Early Ambulation Reduce Anxiety ,,Q/PaIJent & Family Education
© | [ Identify Potential Complications 1 AT OMNRrS: SPBOHY. . v uminsavivie siiinsnirosninysrason e srrvsborsmne ey s e oo T oo B Cow e e e FEREY
. - : Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

Morning

SAHKEH %»PF C@nd(?'(ﬂg
N UJU_&Q #ﬁ— l/H’ZLﬂS

13 el

S s le PE (md(hcbv
S (Mcaqu Ufﬁgs@u

N
g
e

e

C\

—mmﬂm wcbuiv

fﬂl ooy
pet dry c%

: ,wf: 1Q
I ok Hotbo | Ly g Ueaedd &J@%ﬂ—f Rlal e 4
- > plew Mé&m& ﬂmj (e vl faf i
Ih g condiy o Asher]h gl onditing : .
Zh :jbm%‘h{ upiwﬁ W2 DNV "‘JUJMMJ&W ’ e W@ﬁaﬂ&
15 ik o 0
?97
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NURSING CARE RECORD

)
Rainbow”® : . e
Children’s @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the litthe. Your Right to a Safe Delivery

Date: . 23 MtA26....

e | [} Maintain Airway and Oxygenation (1 Relieve Pain & Discomfort [ Maintain Fluid Balance ['1 Improve Activity Tolerance [] Maintain Good Nutritional Status [ Maintain Skin Integrity
'g ["] Maintain Personal Hygiene (] Prevent Infection [J Meet Elimination Needs [] Ensure Safety [] Early Ambulation Reduce Anxiety [] Patient & Family Education
© | [ Identify Potential Complications (1 Any Others. Specify ............................................................................................................
Time Plan of Care Time Implementation Evaluation Re-Assessment §"§?§n§?$§
R | digsass T chcd%m"” —Aags edeed “’w@c(ii‘j 5
(] > F' } <
3l o
N Arnsitot W —7000)¢ ~tosa \;‘.%(Qs- alld ">3€Ch96kg A 5“,
E (0l
. )
: Yeednele, Qo 00| | ook o / Vet
D™ :‘ cﬂsk
\3%,“\&3@ G\Qd?(téﬁg S e ica dhon) ! Q,,{
S| . =howg Ot
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Mrs SYEDA HAAJER — ainbow . . =
10-08-2001 24Y11M12D  (F) i Children’s . B"'thR]ght
Dr, SWATHIHV T HOSpitﬂ' . BY RAINBOW HOSPITALS
AT xS, B
«wURSING SHIFT HAND OVER FORM - WARD
Treating DOCIOT: .vcveieccvreececeee e Department: ........cooeeveveeicciieienn, Date of AAMISSION: .......ooovverererrrrinerens

Z | Diagnosis: ' 0 © Any Infection: C1Yes CINo I Not Known

’g 7 W& VA8 SPOBHE .conuuummomsnmmmasunss

=

= K,W ?{\W@}o -

2 | Area \\35

=

3 Shift Time 7')/ VYNV 27

2 | Medical Condition

= | (Any special condition to be noted): ~ <

—
Allergy: O Yes Eﬁo O Yes (+No' | Yes C™No | Yes 0 No [ Yes CINo | O Yes [ No
Tubes/Drains/Catheter: e Yes CINo | Yes cunﬁ U Yes &No | Yes [ No [ Yes CINo | Yes (I No
% -
Vital Signs: Temp: 0\@ l i qv(cq,‘-! le%") v

Res: | <NV 5 B0

.—

-_— -4

= Sp0; | A5 | pdye 10T

2 Pulse: | 20 gslpt | Al

7] . i

2 BP: | 190\aa| WA o6

Fall Risk Score: | _ S -
Pain Score: | - ol -
-

Safety Needs: | _ —

- Physiotherapy | Yes C'No | Yes 2/ No | Yes=1o |0 Yes CJNo | Yes C1No | O Yes T/ No

=

2 —_

g Others Specify: = —

E Special Diet: | Yes CJNo | Yes ;LNo [1Yes (-No | Yes CINo | CJYes CINo | Yes T No

8 |Other Special Orders / Medications: | —

E / —_
Post Operative Procedure Special Orders: | _ L =
Handed Over By Name : &w’f\/ .

\
) O\
Signature : fD-

et
Date: DR% ( I 14 { Yl
Time: ’ X J

v &,
Taken Over By Name : &,

N/
Signature :
Date: \
Time: LA

\
Docu. No. : RCH/FRM / CLINICAL / 097
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— Rainbow® . o
Patient Sticker Children’s (L BirthRight
Ho spital . BY RAINBOW HOSPITALS
Tt tokes @ kot 1o freat the Bttie. Your Right to a Safa Dellvery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCION: uuvcvevereceecrierecrees s esessnsersseseseesessne Department: .......cccveereevececeeerrnene Date of AQRISSION: vuvvvrvssescressrassesssse
Z' | Diagnosis: Any infection: OYes CINo CINotKnown
'g If YBS SPBCIY: vuvverrerreereeesetrersessassesensnnenaes
=
w -
2 | Area. . ¥ .
= Shift Time - |
§ Medical Condition
= | (Any special condition to be noted):
Allergy: | OYes ONG|OYes ONo|OYes ONo|OYes ONo| T Yes [INo|dYes O No
Tubes/Drains/Catheter: 01Yes ONb|OYes ONo O Yes ONo|O Yes ONo [ Yes [3No |3 Yes O No
i \".f' i
Vital Signs: Temp: [
= Res: |'*
& Sp0,: [7' ¢
a Pulse:'|*s ™
g BF,:-"4 ‘- ; =t s
Fall Risk Scare:
Pain Score:
Safety Needs:
o Physiotherapy [0 Yes ONo|OYes ONo {0 Yes ONo|OYes ONo|OYes ONo|O Yes 3No
=
=]
§ QOthers Specify:
= Special Diet; |DYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo
£ X
8 [Other Special Orders / Medications:
0=
Post Operative Procedure Special Orders:
Handed Over By Name : L
.l' i ] f ! ' 4
Signature : ‘ S
Date: N a
Time:
Taken Qver By Name : f
Signature :
Date: )
Time:

Docu, No. : RCH /FRM / GLINICAL / 097
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iy S  Cinran
Wit URINARY CATHETER BUNDLE CHECK LIST Hospital | (e mmeonosns

-
Date of Insertion: .. }\?’Q% ..................... \ Qate'ef Removal: :)/7/[ B0 E B SO

Parameters Date Shift Time

Need for the Catheter Yes CINo | CYes (ONo | ClYes CINo | CJYes CINo | [lYes CINo | ClYes [INo | [JYes [INo
Hand Hygiene s [INo | [JYes [INo | [JYes CINo | [CIYes [INo | [/Yes INo | "IYes [INo | [Yes [INo
Usage of Sterile Equipment Dfé CONo | DYes [(ONo | ClYes [INo | [IYes [INo | [IYes [INo | CJYes INo | [I1Yes [INo
Is the Collection bag below the level of bladder D)(e{ [ONo | CJYes [JNo | [1Yes [INo | [JYes [INo | [IYes "INo | ClYes [ONo | [lYes [INo
Check the Tube for Obstruction (Free of Kinking) Bs [INo | CJYes [JNo | [JYes CINo | ClYes r{\'ﬁl No | [JYes [INo | [1Yes CINo | [lYes [INo
Is Catheter dated as policy W@ [INo | [lYes [INo H Yes [INo | [ Yeéﬁ No | CIYes ;_N,o JYes [INo | [JYes [INo
Collecting bag is been emptied regularly? H‘Ye/s COINo | ClYes CONo | O Yef-% IN (M i /L)—_I Yes [(JNo | [lYes CINo | CIlYes [INo

Maintenance of closed system for the catheter s CONo | OOYe g JN _Yes ks [ 'No [1Yes [No [1Yes [INo

l"\

R
Dressing clean and dry? s CINo DYey\@ 0 wa 0 /N/ MW [CYes [JNo | [1Yes [JNo

Is the line removed as Policy? ﬂﬂs CINo | [¥es l‘ﬁp\%i [1Yes [ONo | [1Yes CINo | ClYes [INo | ClYes [INo | [IYes [INo
Performance of Perineal Care )21@ [(INo | OYes CINo | CYes CINo | CJYes CINo | [lYes [INo | [lYes [INo | [IYes [INo
Onset of New Fever OYes M’ﬂo’ (JYes [INo | CJYes [INo | [(IYes [INo | CJYes [CINo | ClYes [INo | [lYes LINo
Asses for the leakage at the site of insertion )Zﬁes (INo | CJYes [INo | CIYes [INo | ClYes CINo | ClYes CINo | [(1Yes [INo | [lYes [INo

Name of the Nurse
</hnw("‘/
Signature of the Nurse I @/7 '

Docu. No. : RCH /FRM / CLINICAL / 114
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Rambow .

BirthRight
T Fospiial * | () euemmoims

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

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

0

Date of Admission: ........ w’} /a" ......

Baseline Information:

Admission From: C1ER COOPD  AAdmission Desk [ Others, SPECITY ......oceerirmerermcririresesssssssssinenss
Primary Language: L] Telugu Zﬁglish )—lindi L1/Others; SPBCITV s msmmmemmssntsemimases
Doyourequire aninterpreter? C1YeS [INO  (fYBS SPECITY ..o s
Source of Information: [ Patient C1 Family -] Bhers, SPECIY s oo i s i
Allergies: [1Yes [ No ] Medications [_1 Blood Transfusion ("] Food LT OthEr: o
IEVOS: ORIV o convorne s s oo om0 R A S s P Y R A S s AR R
Chiel Complaings: .concnamsimnmimmmsm sl issing Doctor Notified on Admission: []Yes [INo
........................................... ™ QD{S,@MLsd Name af e DOEIBN ..o
................................................................................................................... Time Notified: ......oovovviieeiicee e
Past Medical History: Obtained From [ Patient [ ] Family Member [ Medical Record [! Other (Specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: (| Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ......ccccoevveeieeevrnrenene. Caesarean Section: [ INo [ Yes Contraceptives: [INo [JYes
................................................................. Cervical Cerclage: [ INo [Yes Vaginal Discharge: [No [ Yes
Onset of Menarche: .......ccccoveeevivvveeerenenn, Ectopic Pregnancy: [ 1No (] Yes Post-Coital Bleeding: —INo [ Yes
Menstrual Cycle: [ Regular [ Irregular | Myomectomy: [JNo [Yes Infertility: CONo [ Yes
Last Menstrual Period: .........cccceevevervinene Others: If Yes Type: [ Primary (] Secondary
Obstetric History: G ..o, oy L i A is oy
Previous LSCS: . ... e

Current Medication: [_] None [ Yes, If Yes, Fill the reconciliation form

Family History: [ No Abnormalities Detected
[] Heart Disease ] Hypertension [ Diabetes [ Stroke [1Seizures [ Kidney disease

[] Liver disease L S SO
Vital Signs / Measurements: Temp: ﬁg ,{3 1 HR: .20, RR: qﬂ/ j
BP: “q\\% Weight: ............... Height: ............... BMI: .............

Pain Assessment: Pain: [ IYes [ No (If Yes, complete the Pain Assessment/ Reassessment Form)

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



Patient Sticker

PHYSICAL ASSESSMENT
General Appearance: D.Heﬂ C1ill looking (] Anxious (] Agitated [0 Others: ...ccovimveenneinrreranennens
Fall Assessment: [ | Yes [ +No Score @ .......... (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: [ | Yes ;H(o DOONE:..crvssemvsmensia (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant

O Maobility problem [ Walking Problem “INo Abnormality Detected

O Developmental Delay U Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: BN/oAbnormality Detected

1 Qverweight L Poor Appetite > 3 Days [J Needs Therapeutic Diet.

[1Under Weight L1 Diabetes Mellitus [ Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

+Calm & Cooperative [ ] Restless [ Depressed [] Agitated (] Confused

CNIOMBES ciiiscasssnsiansesinsinissionsossnme s s s a0 R T S oA o oA PG S o SRS A S sFA
Inform consultant for positive criteria
SOCIAL SCREENING:
1. Marital Status: [ Single 3@ CIDivorced [ Widow
2. Special Habits: Smoker: [ Yes DM Alcohol Abuse: (] Yes :zNo/ Drug Abuse: []Yes 7 INo
S0CHAN HISTOIY: LIVES WD ...ttt
Orientation has been given regarding the following aspects:
Call Bell in Reach : <77 Yes [ No Waste Disposal Explained: [ ¥¥es [1No
Infusion Pump : D.Yes LINo ~ Hand Hygiene Explained: Yes [] No [] Others

Above information given 10 ............, "IN XN o

Name of Person Orientation was givento: 9‘# QAE\ ..........................................

Orientation N0t QIVEN REASON: ......c.cveeeeeecereieee e sssssesess

Nurse Signature: . M ..................................

Nurse Name: . IR e DY JOR

[,
Date & Time: %5\/\,9\'(\/0 ......................




HNHK-00005571 1P26-00006913
Mrs SYEDA HAAJER =
10-08-2001 24Y11M12D  (F)

Or. SWATHIH V

29

AL T

"2
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. Breasgeeding initiated?
A7 a.Yes 7 b.No

P | 10 TR 2 (- U= o] OO

3. Nipple condition:
&~ a Nipple well formed
[]  b. Flat nipple
(1 c. Inverted nipple
(] d. Short nipple

4. Milk flow: -
. Good

(]  b. Drops of colostrums
(1 c.Dry

5. Steps for Positioning and attachment:
g/’a; Baby goes to the breast
[0 b. Mother always sits with a back support
[ c. Ear-shoulder-hip should be in a straight line

(] d. The baby takes a latch on the areola and not on the nipple

Feeding Positions:
Cross Cradle

Docu. No. : RCHBH /FRM / CLINICAL / 080

Feeding Positions:
Football / Clutch

P.T.0




6. Was the position explained:
a. Yes

J b.No

7.  For Caesarian mothers:
/a/t. Mother is required sit and feed from the 4th feed
(] b. Please explain football hold
8. NICU admission: +\0O
[J a. Mother needs to stimulate her breast for 2 min every 2 hours

9. DOTHOMBITIOIES, .iccviniioris eisioni i S e T e TR e e i s e e

Continuity of Care: Date: .27 q’g % .....
qmm&& @L‘ (onlion

< KQWM Vit s ‘(@W
6 &m(\m@ﬁ %Mmﬁf

M@

Handover given by Handover taken DY .........cc.cocveeceeeieireeceeceee e

Signature SIGNATUIE ...t

Date & TIME: ... X et Date & TIME: ..covoveeeeceieeeceeieescens e eresaeereaeseeseensraens

¢ C
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Your Right to a Safe Delivery

It takes a lot to treat the littie.

Labour: ‘,Z’Qnt CJI0L-PGE1 [ E2 [l0Others Maternal:/Zﬁ)me [ Pyrexia CIHTN [IOthers

Indications for IOL-Accel: [ None [ Oxytocin Liguor: Lﬁaquate [10ligo [lPoly CIClear
Memb. Repture Type: _ ! SROM ' PROM ©"1ARM [1Blood [1Meconium [ICord: ..................
Presentation: [Vertex [ Breech I Others Shoulder Dystocia: [ Yes B/NO

LWERYDETAILS |
Anesthesia: [ None -Efl:/pidural Placenta: ~formal (] Abnormal [l RPClots
Non-epi: [ Local 1 Spinal [ General -~ CCT I Retained ~/ MRP
PPH: ] Atomic  J Traumatic 1 None
Del. Type: [L&YD 7 Asst. Breech [ Twins _
LACRIAtONS: ..ot
AVD: 1 Outlet  [JLow Forceps [ Ventouse ) .
™ Trails of Forceps B e
Indications: ................ T R, PRIINEAL ....vooeo oo
Application, Locking & Traction: ..oe..........ooooiiiens Others: i
. . 4 e t/
Duration of Instrumentation: .......=........ccceviiinnn. Prophylaxis: Synocinon Prostodin
NOLGFPULIS: ... oo meiciesoms snmmmsminms s pn sioieins e s 408 6wt
Blood Loss: ... N&OO‘NQ O ————
Catherised: ©es I No Ny
Blood Transfusion: ... 0 ..o,
Type: I Fileys " +Plain :
Perillﬂl.lm : E |ntaCt szis'otomy ‘— Teal‘ Olhel‘ De‘a“s (“ al'ly): ......................................................

Suture Material Used: ... P&,\Jd . V\(N‘ﬁ’( Nef

1ot S1RQR; ... 0. bR cismnsssssnssissisas i Gender:... Moo
2nd Stage: ... A3 W Weight: ............ R Eron 1 S
3rd Stage: ... OO e APGAR: ............. LD
Duration of Active Pushing: &DU"&’\ ................... Date and Time of Delivery: 3"["}1{“9)’?3?}“
No. of VE'S: .......A4}.. o TR | LW Doctor: ..... M&Aﬂmw .................

M
. T.0.
Docu. No. : RCH /FRM / CLINICAL / 143 Ao ¢ Qundee cound 0)




Time

Signature

Fifths Palpable
Moulding / Caput
Amniotic Fluid

Position
Cephalic / Breeth

Oxytocin

Contractions
in 10 mins.

Drugs and
IV Fluids

Urinalysis

()

@

i

- - ]

)
4.

0

i

W
V)

Test

Amount




PARTOGRAPH
Memb. Ruptured:
Fetal Heart @
Maternal I
BP

Maternal X
Pulse

SROM

90

Obstetrics Formula: .......N. %M. 00N ke A Blood Group Typg.............

ARM RIS PREDMRY ..o mitvin b s SO, =5 ~ -
0 1 2 3 Y. 8 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 2 BN =~




= - Vi . 514/\“

W
2 ‘O[“’"'D pracbyre 4

tooo"’:i Signature: .......... 0

o ph - ul T ﬁ"’*‘m"?c‘“"’”w“"
Dgf": DT, M‘W

3o [ 20-25" TIME: coveetererermrer rM ....... Signature: % ................................

; M&e{)dc,»a]
il puren
A : ki O/;" Ui SE42

[2'7 Lol @ R

J-uito) e Tme &Q&M Signature: ... PZ/’/OP-\, .......................

mondiﬁon:

fetal Condition:
progress of Labor:

Management: L1111, SIONAIIE: <cicsocicrisnnsenssrssnnemo el

/

waernal Condition:

retal Condition:
progress of Labor:

Nenagement. THMEE oo SIGNALUTE: evvvvrevecoe s

IR
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Department of Anaesthesiology Eﬁ'i'l"é’;"';’,s BirthRight
PRE-ANAESTHETIC EVALUATION Hospitat . .flf‘:.ﬂ?f?ﬁ!'ﬁfﬁﬂﬁi
Name: VB0 -SHEDE HBETER, . Age: QM T — UHID.No ; . =N -Q00S ).
Date: .....80.2. ]—'§ ]% ......................... Time: ... 1O SOPm.....  Proposed OPeration: ...........occoovveereerrvesessreesmssseseeneonees
Diagnosis: ..... imi,.. 2Awks. , PROM. .. af)L Afmlnr\c.nw F(
B.P/CRT: e HR: oo, Weight: l.Oﬂl:ﬂ ASA Physical Status: [ 1
U Laboratory Data:
Hgb: ”f GIUCOSE: ...ooovecrerae Protein: .........ccoovierercenenas HIY: e e
POV: . DR D UPBA! oo A oo HBS Ag: .
wee: .. e0aD.. Creat: .ooooooeerroeervocorrersrer. TORIBIIE o HCV: ........:
Plate: .o2n.2......... N oo Dir Bill: oo Blood groupo.ft.y_% Stress/Anglo: ................
Pl i Ko s LDHY wncmmusivivisimsg TR s BheE iinnaminn
= I [ Ak PhoS: ..o T st
L ——— MO creiiiasiasussinasse AMPABE viscissinssisncis T8H o,
R SGOT/SGPT: ....oorrere

Allergies: NIL

Medical History: CVS: ()

RESP : / Diabetes :
ONS : [
Renal : NIL SIGNIFICANT
Hepatic / GE : Physical Activity:
Others :
e

Past Anaesthetic History:

Physical Exam:

Airway: MP ‘@3 4 Mouth Opening'_M eaolMentonyoid Distance: fﬂ) Neck: @ Teetr@ BHlin

Lungs : J — - 0
0s: Ppe@®), Uecu

Heart: =88,

o5 e Rospheralcd
Pregnant: [] Yes—~[INo [INA Venous Access Site - Spine Exam for regional : \A; dbne

i
Anaesthetic Plan: CJMAC Dycln{n C1GA-ETT (I LMA

Peri-Operative Plan Explained to the Patient: }Xe’s =1 No

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

Water / ORS 2 Hours
2. NIL 0RAL<:Others 6 Hours

3. Informed Consent: T Standard ' High Risk
4. Post Operative Pain Management: © Discussed with Patient
5. Other Instructions:

Signatyre: AN ... Namé—KJ)... k... ﬂ'ﬁulﬂo ..............................................................................................

% /FRM / CLINICAL / 044
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Rainbow”® ® .
. ’ t
Patient Sticker Children’s BirthRigh
ANAESTHESIA CHART Hospital BY RAINBOW HOSPITALS
Txtakes a lot o teat the b, Your Right to a Safe Dellvery
Pre Induction Assessment:
Change in Patient Condition: COYes [No Fasting Status:
. !
Physical Status: 1 Patient ldentified 3 Consent Present (O Chart Reviewed -
H.R: [ B.P/CRT: [ Sp0,: [RR: . | Last Feed:
Pré-0P DI2gN0SIS: ..vevsssrnrinnecinrciariinsissnrerersesens OPEFALION: ..cvverusurrermmrrsmnnssnnrsmeasssasersssmsseensssssns (D71 T
SUTGEOM: wererersreeseresans PO FUS— Anaesthesiologist: ... s TechniCIaAN: ...ccevvreereererraenereecans
TIME
N,OJAIR 1O, LPM .
HALO /S0 /SEVO Antibiotic
Brugs:
Suppository
Blood Loss
Fig, /540,
ETCO,
ECG
Ternpecature
Urine Oupn NOTES
2E
BF 240
V Systollc 220 d
A Dlastolic
X Mean 200
» Heart Rate 180
“Toumiquet oa Time
Tourniquet off Tkma 160
140
Theoat Pack ln
Throat Pack but 120
100
80
60
40
20
10
0
255 _
LAB Values
BALS
Others =
O EquipmentCheckedand | Temp: Induction Reglonal: .
Functional 1 HME [ Fluid Warmer imy £ Inhal Bxiremity SPECHY? onnimmicimnissassmrisinssiisenes
O O Cling Film [ OH Warmer O e, CJRS! L] Spinal O Epidural [J Caudal
O L. O Hugger's [ Cotton Wool [} Others Others:
g EKG ,_e;&“" 0 Oter [J Mask  TISGA Position:
0O T . Times: I Arway O 0wt 1 Nasal Site;
erp Site
O FO, Manitor ANRBS S1ArE; ettt ETT# at cm Needle Stze: Depth:
O Aﬂ;ﬂt Monritor OP SIArT: covvierimsaimeerrsssarrasmmersrersnne 3 orat OO Nasal I Cuff Parasthesia [1Yes [ONo
O Pulse Oximeter OP End: O Tracheostomy [] Topical Catheter t 5K uvvvesiesennee cm
{0 Caprograph Leave OR; .. 0 Drug: Drtrg Name & Conc:
O3 Ventilator Anaesthesfa: [ Awake {1 Direct Viston Bolus:
{1 Nerve Stimulator O GA O Video Laryngoscapy [ Stylette/ Bougle Infuslon:
ton: [ Monltored Anaesthesia Care O Hbemptic Block Level:
PosRION: ...ocerrernsmrerersires O REg[Dnal Blade# Aﬁempts: Comments:
O Pressure Palnis Checked Difficulty Why? '
Line (Size & Locallan) Transportation to
Eye Care: O cve: 1 Bilat = BS [APACU [y 3 Other
O Oim L ART: O Semi-Closed Circle Relaxant Reversed  [JYes CONo [INA
Ol Tape Ow: O Glosed Circle
O Padding e O other Name of the Doctor .
O Awake O Signature of the Doctar :




Patfent Sticker

POST-ANAESTHESIA CARE UNIT RECORD

Rainbow®
Children’s
Hospital

T iakes 2 ot o treat the Intle,

S

el

N

=

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

4 -

Received in PACU BY : .orecrirererers v srseseesasnsasans - Time Received : ... iovvevveinencniennn. Time Discharged : covevvvivcinrenerenns
250 250 .
240 210 IV Cannula Slte : ‘
L P . 230 | 3 0,Mask O Nasal Prongs
% gfg gfg O Tracheostomy {J T-Piece .
@ 200 200 | O Oral Alway {1 Nasal Airway
o 190 180
= 180 180 "
=] 170 170 | Vomiting: JYes ONo Drug:
Lan]
& :gg :gg NG Tube : £ Yes CIHo
v 140 140 | Drain: ] Yes JNo
130 130
A 120 120 | Urnary Catheter: (] Yes [ No
110
&5 :Ag to0 | ChestTube: O Yes CIMNo
i} g0 20 ’
? 80 20 Nil Gral [ Yes [CINo
. s | whuids:
@ 50 50 Ot Feeds:
= 40 40
30 30
v 20 20
10 10
0 0
SPD,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 20 160 | 90 out SCORING INTERPRETATION
HI: to vt gﬁmmmg ﬂm o on command = ACTIVITY" ' A Minimura Total Score of 8 Is Required for
Able to move 0 extrerities volumary or o corknand =10 . Discharge
Able 1o deep hreathe & cough freely =2 '
Dyspriea or limited breathing =1 RESPIRATION . . . .
Apnsic =0 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic | =2 ! .
B = 2050 of Pre Anasathetit leva S CmCULAON space below by the Discharging Physlglan:
BP = 50 of Pre Anaesthetic leve =)
Fully awake =2
Amousable on caling =1 CONSCIOUSNESS
Mot responding = )
Plnk =2
Pale, dusky, blotchy, faundlced, other =1 GOLOR
Cyanatic =g
TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Tine Pain Score Intervention Signature
Pain Tool Used: EJNPASS O FLACC [3WongBaker COINPS Reassessment Fraguency:
1. Every eight kours for all hospltalized patients.
Anaesthesiologist NamE :  wecovernee eSSt se s 2. For post surgical patieat, patient with chranic paln, patient with severe paln

Anaestheslologist Slgnature:
Date & Time;

PAGU Nurse Name :

PACU Nurse Signature:

Date & Time: PR resss T DA el e R Rt e et R sataR

a.  Every 2 hours for first 24 haurs

b, After 24 hours every 4 hours

c.  Prior to pain reliving infervention

d,  Within 30-60 minutes aftar pain relief intervention

‘Transferred to Unit by {PACU):
Date & Time:
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Rainbow" . L
Patient Sticker Children’s (U BirthRight

Hospita| BY RAINBOW HOSPITALS

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

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: &&]4)’—@ Time: ...1 12000 Procedure done by . SR - S35 Pe.She
CSE /Spinal /Epidural Position $rkb[\j SPace ©... 3. T Ao Technique (LO)\OS
Depth: ... .. S0 Catheter at Skin: .......) . 1.Cn0.............. Attempts : ........ L e
Parasthesia : Yeses ERAIS 2 .. e s sssnsmsmmapamsnmnsassssnepsnenncasusnsessransassssssimmmsoss st sesmssnsssesd assnae s TR RRSES R AT TS
Solution Composition : OI/EDUPIV-B(&IN& .....................................................................................
Any other issues :
) OO PRSP PP CITR
D) evveee e eeeeeeee e eeeee e e R 111
Time | "SRR | Botus (m) | oot B':'ate':::se FHR Comments
)4 P o %ﬁ) '“z'r"—’ﬁ[%' Rajhin 146 éffm‘t}c 2:’73\1”:‘.%“”&
Q:05pm G ml_] hu T2 -To =13/nin o1}, Ueypvacame
Delivery Details : ~ Time : ......cccoevveccnnnne T I —— SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA :© .....c.cvoveieiieirerieeei ittt
TR 1 o 0 ) e S SO ———

Discharge /Shifting ordered by
DOCIOr SIGNANITE; .....conmmmasissmmsssssiisesssanisnisssain
DOCTOr NAMIE: ...t

DAEANA TIMIC & ..o e e sssmrssssiossisiariaasem s sstinssssasestantonss



Caineons | @ BirthRight
CONSENT FOR SPECIAL PROCEDURES riospital _ | e

Your Right to a Safe Delivery

De .
Patient Name : .Msu...... SYERA...HERTER ..o Gender: | Male,_—Feffiale
UHID No : .4NH. 000035 ......... Departmem—:f}ma‘ﬁncaia_ ............... Date : o?&l"’llﬁ ..........
oMo f]&PPrN ..... Bumeo. S/BAW/0. M. Kueneen Dhmen
Here by give consent for procedure of : ........ J.:ﬁﬁvoﬂ ...... :QP\D\J%.\. ..............................................................
For my patient, Named : MWS‘I&D& ..... HOENER. ........

......... = P&gch,%kmﬂac}m

The doctorhave expl j{d to me about the alternatives, risks and benefits for this procedure that :

CBr dej.l\leﬂﬁ. ................................................................................................................

I have understood the matter mentioned above in language known to me and give consent for the procedure.

Patient Attendant : Witness : \/\»l
Signature : .............. A‘Qj:k“ .................................. Signature : ........\/ ot S
Name : (DT ....... Li...... H W ....... Name : ...V OAkG .. %(WJ” Law)

Relationship with Patient: ..............ccevievennimvenssiinonsies IRIRCE ITG S s covmisnscinssmsrmmn i s
B e ey

Docu. No. : RCH /FRM / CLINICAL / 019
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Rainbow® . -

Children’s ‘Bnrtthght

INFORMED CONSENT FOR VAGINAL BIRTH Hospital el
Patient Name : ..... JXUW = ‘a ..................................................... UHID No - . HNH - 6800 57| .
Gender: [IMale *Female Date : ...... QJ)/{:H-:,(, .................. Time : ... &HSam

| hereby authorized the performance of the following procedure:

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

The purpose of this procedure of vaginal birth pregnancy.

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

e @ @ @

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

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

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

dysfunction., e hountn 53 tyrl‘wl g™ o

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

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

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

Name of the Doctor performing the procedure: ....... @L ..... Q&«U . nTH LEY - K

Consentee : Patient Attendant :

Signature : ............. K M ............................ Signature : c...coveene Y

Narne@(c&}uﬂﬂv ........ Name : SH&“{ ..... l RFAN ...... AHMED

Date & Time : ............... 5?\2..1.%.[.2.(2.. Relationship with Patient: HUssaNO. ...
Date & Time : l‘l’}?’!"l&@“ﬁm

Witness :

Signature : . MQ.ZLCU', ..............................

Name : ......... ’i*@j

WA 0005 a’}/d}/(la—’ % """"""""" Date &. Time : ‘p\?ﬁuﬂ‘( ..........................

Docu. No. : RCH /FRM / CLINICAL / 028
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Rainbow®

inbow” | @ oo
. Child irthRight
[ ~00009) 694 Holspirt(::;urll : mwwmsgf&s

Tt tokes 3 It to treat the ke, Y.u_uml l-ﬁ.gilrmlivnly

NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)

\

Patient Name: [ | ~ 5+ S\ﬁ_‘ DA HAPITE R Age: ':1\//”] Gander._ T ’}7"@{/”’6__,
UHDNo: [HNH- Cos 0567 Jpne: 2b- 000069/ %0ae: 99 )} |2Gime.  [0-655 Almy

Diagnosis: Ny D
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI 100 M | P le f

Z | Morphine Sulphate Inj. 15mg/MI

3. | Remifentanil Hydrochloride Inj. 2MG ]

4. | Remifentanil Hydrochloride inj. IMG

Doctor Name: { Doctor Registration No: o
,_‘\\l, J Tc,p(}p n!f’O:‘"“‘
Signature: (" ’ﬁ?// '
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
O A ‘ !
IP Registration No: OerODOéC:NB Date: ....... 9 p/;lgé .....
“dhaar No. of the Patient (OPHONEI): .................overesrreireresseeeseseessceseeses e enesesseseess e
1. | Name: Remarks

10 o Mo 2 Ayl @ Qs oty ]

. : & f'})\ff‘ﬂlt_y?wl(fJU'l (@
2. | Complete postal address (with contact number, if any) near Qify §erc § ;—/m P /\9‘_,/

3. | Brief description of the illness N A
4 | Whether registered with any other registered medical practioner / NS
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
) = DR y ”
29]-) fendomyAf e ) W
Dispensed by (Name & IDNo.): ...oocvoicvieiiiiiienn. Lok e s Signature: /“
Movnike (Goay v M)

Received by (Name & IDNo.): .............. l /\J ......... [r ....... \CN ...... ke / / .................... Signature: ..... '_J,’i__ .................

| T o e ey e SuN P

Docu. No: RCH/FRM/ CLINICAL / 133
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Rainbow® ; .
Children’s | @ BirthRight
Hospital BY RAINBOW HOSPITALS
It takes & kot to treat the Itle, Your Right to a Sale Delivery

ESCRIPTION FORM

(MEDICAL RECORD)
PatientName: 1 0 ¢, S/F T HAATTEK Age: 9 (N JI] 1] Gender | g/ ( .
UHIDNO:  ¢13] s mp sy | PNOT/ 12 Dater 9 9 4310/ Time: 55 A
Diagnosis: SEVED
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI \n ™ [ f
2. | Morphine Sulphate Inj. 15mg/MI
3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. 1MG
Doctor Name: [ Sk - Py yenb Doctor Registration No:
\ 1 ~
\ el b )
Signature: ‘}‘iﬂ jaC ) F N
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: el O 2000.659L4.......... Date: :J"f
gl Aadhaar No.of the Patient (OPUBNAIY: .......c..souc. cossseosssinrsssursrithasmsmns susssssasenn sasaos sissesssuasisd
1. | Name: Remarks
N ; \ 2T ia T
2. | Complete postal address (with contact number, if any) e f ; /
3. | Brief description of the illness
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed
Signature /| Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
DispenSediBYNAmMe: & 1D INOIK <o inicsiicismnis smibani s oy b Ry e SR 4 i 42V & 5 s STy e e R P Y
Received by (Name & IDNO.): ...l b LG L Db o L T S
Time: ........ PO Cangel w iwm . B2

Docu. No: RCH / FRM / CLINICAL / 133
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