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ESTIMATION SLIP 1631
Date: 3 1lcl)le . UHID/IPNo.:_ 0 a4y poce @1ep SiNe
Nameof Patient: _\ 1. DN, o = Algp s e Age: _%Tcender:_p__
Father's / Husband's Name : _ fle . Ao L_,__.;'J Corporate / Occupatio
Add : Phone: ¥°% £ 21 1 \-’-’Elnail:
Procedure / Plan : p= (O ALY EDD/Dos:
MODE OF PAYMENT #[_| SELF _’1_€__L¢_I_L=”_LD GIPSA: ________ OTHER
TARIFF INFORMATION :
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
~
~nared Ward
Twin Shared Ward t. Sy ( Rl or o \, C L (\j_,h,’_‘ bo ol mag ‘)
Private Room ’ | AR 2:- g
Super Deluxe Room 200
Suite Room
Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
'ackage starts from the ’
S’me ofg admission\r Labour Ward Charges Anesthetist's Fees and OT Charges
Lt Length of Stay for: 3 {n, ., Length of Stay for :
Pharmacy up to ‘ Pharmacy up to
Investigations up to Investigations up to
Others

Neonatologist Charges : [:l Covered DNot Covered Epidural / Entonox : D Covered l:] Not Covered

sdial Minimum Deposit : R SGPYL-N Wl ici 02
RKS : '
1. Room eligibility is purely subject to TRA approval and the Package/ Room Tariff starts from the time of admission. The estimated amount may Change according to duration
of stay, medical condition, investigations, pharmacy and any other procedure.
2. Proportionate difference of bill amount is applicable in cnse the patient opts for a category higher than the TPA approved, which has to be paid by the patient and may not be
reimbursed by the TPA at later stage.
?Tom’mhy charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,

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

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

6. Difference ifany 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 atténdants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and rio attendant is
permitted in ICU's ~

8. Tariffs are subject to revision :

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

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

DECLARATION
I have attended the Financial counseling desk and understood the expected costs and

other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
I promise to settle the hospital bill with the hospital without any ambiguity. i,

/, oA .
/_v y";\:m

Si gnMof the Client _glgnatory Re]atronsﬁlp . Signature of the financial Counselor
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BAH-00559150 IP26-00006664 P
#  MrsM DEEPTHI ALEKHYA .
07-01-1990  36YSM20D  (F) Rainbow ®
L Or RAJANI KUMARI Children’s BirthRight
R Hospital | g smasoriesmas
It takes a lot to treat the littie. Your Right to a Safe Delivery

SURGERY DETAILS

Date : o?ﬁe/ﬂﬁ Zﬂ{)

Patient Name: MY& Wﬁ %)Ik@a{ ............. Date of Birth: / ( Icﬁo .. Age: .. % \/%
gender: ... Comale .. Ward : ... QL2 Tl umio No: BAH—=00951150 .

Date of Surgery: Q#CE A s TR TER R W U ! I8 !1,0{2 (10T-3 (]0T-4 [JOBGOT-1 [10BGOT-2

Name of the SUrgery : .........ccccoeveree.. Q" uafova&:g ......... mm“bu:j—fWﬁ‘ﬁMnﬂ/’ }&Jﬁr‘* ............... A (Y

Docu. No. : RCH /FRM / GENERAL / 114 C’Y Jac Ogcj

oeg bute Ty -+ Feluic mde e iply 0”’\0“
! =

rimein:. L PO Time Out JQBDPD’)

NAME

1. Surgeon (B{ R‘:f@ﬂ{‘i!(wmlf /EY @/Vﬂﬂ’{ Oé(/.m il {’)IT) .........................................
2. Anaesthetist /Bﬁ ......... (1
3. Assistant Surgeon : KD( é\hfc&)mﬁh ..................................... o omesTeABA GO VS M0
4. 0T Technician /PUL”GH .............................................................. 7 ||| |||||I|I|mlllm|»”II“ '
5. Circulating Nurse Q&ﬂ)ﬁﬂﬂ’@ ........ Jéﬁaxﬂ, ............................ 5 Mmzuirzs:noassunsllts §
6. Assistant Nurse fﬁlﬂfd tj’& .............................................................................................................

Special Equipment: [ Laparascopy | Broncoscope (] Harmonic | Morcelator
1 C-ARM | Cystoscopy 1 Versa Point "] Liver Cusa
[ Neuro Cusa L Others ..

V.
(53, R b W
Slgn ure ofthe urgeon Signature of Girculating Nurse

Order No: %*000%9027‘%({ ..................... Drderby QBOJ /Q CQ%[Q(S@B ’W :
dueed )
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BAH-008550150 1P26-00006664
Mrs M DEEPTHI ALEKHYA
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Your Right to a Safe Delivery

\%

Anaesthesia Disposables ,‘wm"’ useg | SUrgical Disposables ,umol"'# dsea| Disposables (Baby Side) h_a"'w
ET tube Major Pack 71O i vitk N
LMA - | sutures AUF 1@/ " | Cord Clamp
ECG leads: A/P/N DS TARUG ' n Suction Catheter
HME filter : A/P /N T P, - 3 al Feeding Tube
Syringes : 10 cc | ) . %f’“ Vaccum Suction Set
05 cc /5| Gloves 5«{46’/& )'PO—) 11~ | Surgical Gloves
02 cc %ﬁ[é‘ ' Gauze Pack
01 ce SW ® | Syringe 1ml / 2ml
Cautery plate : A/P /N éf/ urgical blad &) !Q i : “Surgical Blade # 20
IV set ‘m/Aﬁ:NG tube - > Koochies (S)
RL - 52+ Cautery pencil Q] P
NS : 10mi / 100mI/ 500ml / 1000 Og/; - Koochies v
@ IV adsanalind (él/ ool
RAeaay 10 em %ﬁucﬁon Catheter o L)
Fenfanyl - AT Cap, Mask "o - L
Morphine N__| Gauze Pack 16(m ' o
ketamine— | 5 @ Mop Pack ~
Propofol | Steristrip - =
Rocuronium Underpad
Glycopyrolate " Draw sheet =2

Myopyrolate Abgel . W
=
7
e
L~

/
Ondansetron bV " Foleys catheter JBP @/
Pencan 25g/ Spinal Needle 22 il Urobag i OF
p
= /
o

Bupivacaine 0.25% | -Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) ~—Romodrain bag
Antibiotics Bandage /() J p]U
ot Oo Wask [ A] ). Togaderm
Suppositories st loban
Anamol : 80mg / 250mg/ 170 mg Double J Stent / -
Supridol : 100mg el | va ‘agcum Suction set '
Justin : 12.5 mg / 25mg / 100mg A Plastic Bed-Steet_yygy\ &% —
Tab. Misoprost : 200mg ~_~| Betadine Solution ) ﬁ /--r
W“-L ‘9 b =
j 0/ -my/"f icroshield / QI:-"
SpOCan AT ﬁ*} =t otion Dale Ol
S Yo F -
gm Q 6 ) o(‘ " M _A-Latex F’iloves / Q//
aomn (5o pc i (1 Ramdone Soub DM Lona 220 | Jouk
10 Y8 xS Qg L smal Dex fovud Q1

=

Surgeon Anaesthesiologist urse echnician
OrerNo 5”&£Mﬁ€]/é7agﬂg .......... Ordered by : (ﬁ@ﬂg &%ﬁéi@ Ut

Doc. No. : RCH/ FRM / GENERAL / 125
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L E Ralnbow Childrens Hospital-Himayatnagar
Rainbow P Y 9
Children’s = Rainb ldren' ital, fa piloufer, Cld M!
Hospitat E 2 ) ainbow Children's Hospi .Door_ no. 3—6-26“:'. opp. Cafa pilouter, Gl LA
Nactiem gquarters road AP Stale Housing Board Himayalnagar .Hyderabad
Telangana, INDIA 500029,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRH BAH-00553150 Name Mrs M DEEPTHE ALEKHYA
AgofSex 38Y 5M 20 Female Coctor RAJANT KUMAR?
Aam/Reg DateTlme 27/06/2026 02.06 Payor STATE BANK OF INDIA
Crdar Date 27i06/2026 16:09 Ordarnumber 26-0000208720
VisltID IP26-00006654 Werd/Bed No 4F QT PDAAL3
Patient Adcress 1 HNO, 14,RAILVIHAR COLONY, Cherapaly, + INDIA, 500051
B.Ho Dascriplion Goneric Nams Dosage Route { Frequency Duration Instruction Oty ‘Siatua
DISPOSABLE APRONS DISPOSABLE APPRON
1 STERRLE Xt STERILE KL 1 Noa 1 Onca Dasty 3 Cays 3 Nos| Crspenzed
2 [ONDOKIND INJ 4 MG 2 ML T 10nca Dy t Days 1vial|  Dvspenaad
1 tu;}\rxnmﬂimuue Iz s wial Eatermal ! 0inca Dary t Days tvia|  Deapented
4 NS |V U My, AMIELE 1 Bamg Exsarnal | Oncg Doy 1Dars 3 ot | Dhipmed’
5 |osvrinGE 1w (MPRO) | SYRINGE TOML A Nos [Extenal 10ncw Day 10ap SNos|  Dupensed|
8 fg“h:‘”z SOLUTION 10% t Nos 10nce Dady 1Days ot Duoensed
7 |mors30x30epLY 55 X-RAY [MoPS 20x308 PLYDATT | £Hos #Onon Dady 20 2hok|  Dispernen|
5 |81 SUPPOSITORIES 1R T | Ectarat s Onca Doty 10m Ahioa|  Dupsnese
GAUZE PACK STERNLE GAUZE PACK STERLE
9 |soxioxizpLvss 1ox1exn2PLY seack | N | Frvwmat #Orce Dndy ! Doys 2oa]  Dupeniad
10 |Entors kcopic glavos-8.5 1 Nos 1 Oty Dpaly 1Daps Zhog|  Drspenaed
11 |ESPOCANCEEMT 10T ESPOCAN CSE KIT 18 G |1 os |Etann 1 Oaca Daiy DAyt thoa| Dwpermad
VEIN-O-LINE 10CI .
7 eomisons + Now 3 0nea Doy Oaye 2Nov]  Depwasd
13 | THEMSCAING 30GM JELLY 10n Appicanon | # Groe Dudy 109y 1Nas]  Dwpoousd
ABGEL SURGHPAD (BIS)
" |GELSPOM) . ARGEL Lhas #0nce Cady 1Days thos| Daparsed
15 [DSYRINGS ZSMUMPRO)  |SYRINGE 2ML 1Nax Exiamat Once Dady 10 BRes]  Dwostand
GAUZE TSXLEL2PLY(S  |GAUZE7.8x7312PLYS
16 | oS Hom xRray NoS thow Ecimnat ! Oca Dady 1Daps 2Ncx]  Dusparmed)
17 |AIERMLCANSAZOG  [pRTERIAL CANNIUAL g, |enamui s0 4 1Bays INow]  Dvpensed
1 [SURGICAL BLADE 22 SURGICAL BLADE 27 |t Nos |€xtamat  Once Daty 108y thos!  Dwpensee|
19 |ECOELECTRODES ADULT JELECTRODES ADKAT |1 Hos Eriamal  Onca Dady 10ays 3Inoa|  Dmoermes
» mf&:ﬁ"ml 1 Has Ertemal { Once [lady 1 Day 1 Drperrrame
NITRIE EXAMINATION
¢t | CLOVES B E. MECIN Fhn Eriesnst ncn sy *Daps ton]  Boapema]
» Eﬁmu HEAVY BOWG i) . f Once Dady 10sps 1hos|  Dapensed
UNDER PAD EOXS0 10 Pacs
71 _MEDICUBE 1hos Extemal I 10 AN 10ant 2Hca]  Deapenanst|
20 {wohm pLus vee g JYCERPUSIVE Exmemal ¢ OncelDaly 10sp 2MHas|  Dispanesd
28 JDSYRINGE SUL(MPRO) SYRINGE 50 19k Extamal { Dnca Daiy 1Days 4ncs|  Duponses
78 |VACCUME SUCTION SET 1hes Kxtpmal ! Once Daly 10ayy THos|  Disconsed
27 N5 500MI CLOSED ROTTLE 18orme Extamal f Oncs Dy 1Deys TBomef  Dipensed
UROUAG JADLLT) ]
28 1 AODYNE 1 Nt Extornal [ 18 AN 1DyE 1Has|  Drspensad
TEGADERM WITH PAD B
SX7CMS [IS428542) TEGAO KW A48, 1 Nok Easenal | Do Dawy 1 Dayx Vhns|  Ouspanssd
LIHILON 1 N 3348 ETHLON T N IMe  [1hos 10nce Dy 10ars 1hos|  Dupsnsed
31 |COTION BALLS 2 GMS NOS 10 Euseenad i Oncs Dady 1Dayy THos|  Dupemaed
HIGH PRESSUR EXTENTION
2 200 [ PRYAEAX 1M I Dnce Dady 1Days THeG[  Drioedted
0 :m::‘fmev SOLUTHONS - 1Ot Dady 1Days Vhos|  Dupensed]
M |SGLOVE £ 7$(SURGICARE} |SURGICAL GLOVES 7.8 {1 M0k Estaml f Ooca Daty 1D Lhasf  Dupsased
a5 "ﬁ_ﬁ;‘eg‘"‘“n 16FR 1has Onos Dewy 1Dan 18ce]  Draptrsad
38 |ms00mr cLosEn SysTEM [TROEHLACTATE Vftote 1Cnce Dady 2Da ZRome|  Dasewsa
PREGELLED SURGICAL PREGELLEQ PLATED
3 leuaTEsaow Aot 1o Eawerna { Onca Dy s Thos|  Depenraal
30 [BCVINTRAFIX SAFESET TNoe 1 Qe Qiasby 2D 2Nos| [
W [SGLOVE 2 A5 (SURGICAREL |sURGICAL GLOVES 65 [1he Eaiemd | Oncs Daly 10mye Inen|  Duaperaed
[+ With Tubng
a A;mms-s;m 1Mo Exsemal f Orcs Dady 10853 1hos| v
RAJANI KUMARI
This document 5 jusi for relerence purpose onfy, Not lo be consdared as pnmary feport.
Note
* This prescription is valid only for specified duration.
* D not rofill medicines.
Prnted NnlalTens PHORINR 1R 2% Prnted By ANDDIGARNA KARUINA Panel ot
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Rainbow Childrens Hospital-Himayatnagar

Rainbow 5
Children’s . . . . .
: Birth Rainbow Children’'s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital . ! )
Ratnbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : BAH-00559150 Name * Mrs M DEEPTHI ALEKHYA
Age ! Sex : 36Y5M20D/ Female Doctor : RAJANIKUMARI
Admi/Reg Date/Time 1 27/06/2026 08:06 Payor : STATE BANK OF INDIA
Order Date T 27106/2026 16:09 Qrdernumber  : 26-0000208721
Visit ID : 1P26-00006664 Ward/Bed No . 4F -OT/PDA413
Patient Address : HNO. 14, RAILVIHAR COLONY, Cherlapally, Hyderabad, Telangana, INDIA, 500051
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 EﬁgTTéASK JLAYER - FACE MASK 3 LAYER 1 Nos External  Once Daily 1 Days 10 Nes| Dispensed
2 ?’;’:ﬁ"&r‘égﬁgﬁgg, 1 Nos 110 AM 1 Days 1 Nos Dispensed
3 fg{%@r%%l‘% g:\:éi;EMALE) 1 Nos External / Once Daily 1 Days 10Nos| Dispensed

* 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 27/06/2026 16:23 O

Printed By BODIGADDA KARUNA

e

RAJANI KUMARI

Page 1 of 1
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Hospital EY RAINBOW HOSPITALS
Your Right to a Safe Delivery
Name Mrs M DEEPTHI ALEKHYA UHID BAH-00559150
| Father/Guardian | Mr MR P ABHIRAM Age/Gender 36 Y5 M 20 D/ Female
Address H NO. 14,RAILVIHAR COLONY, Cherlapally, Hyderabad, Telangana, INDIA, 500051
IP No IP26-00006664 Admission Date 27-06-2026
Ref Décto; Self.

Discharge Date  30.06.2026

- DISCHARGE SUMMARY

Consultant:
Dr. RAJANI KUMARI
MD (OBS & GYN)

Diagnosis: MASS PER ABDOMEN WITH MULTIPLE UTERINE FIBROIDS

EXPLORATORY LAPAROTOMY + RADICAL HYSTERECTOMY + BILATERAL
SALPINGO-OOPHORECTOMY + BILATERAL PELVIC NODE EXPLORATION
| DONE ON 27.06.2026

History: She was diagnosed with fibroid uterus during pregnancy, followup
| ™ done. There was increase in size and number of fibroids and she was planned

for Myomectomy/ Hysterectomy. USG (14.06.2026) done showed Uterus AV,
: Bulky m/s 119*119*76 mm with multiple fibroids, largest m/s 72*60 mm
* causing mass effect over the endometrium and replacing the normal
\ myometrial echotexture, ET 8 MM, Heterogenous solid cystic abdomino pelvic
| lesion noted. MRI Pelvis showed bulky uterus with multiple fibroids, largest
pedunculated subserosal fibroid with cystic degeneration and intraabdominal

@ 1800 2122 @ www.rainbowhospitals.in




Name ) Mrs M DEEPTHI ALEKHYA UHID BAH-00559150

IP No IP26-00006664 Admission Date 27-06-2026

extension displacing the bowel loops, pelvic congestion noted. She was
Admitted for Myomectomy/ Hysterectomy + Bilateral Salpingo-oopherectomy.

Menstrual History:-
LMP- 01.06.2026
Previous cycles: Regular, Normal flow

Obstetric History: P1L1, LSCS -2023

Medical History: Hypothyroid since 2023 (on Thyronorm 88 mcg OD); HTN
since 2023 (on T.Metoprolol 50mg+Amlodipine 5mg BD);

Surgical History: LSCS - 2023

Allergies: Nil

Family History: Mother~HTN+-DM, Father -expired (Ml)

Investigations: Enclosed.
Blood group: "A" Positive

Surgery Notes: EXPLORATORY LAPAROTOMY <+ RADICAL
HYSTERECTOMY +  BILATERAL SALPINGO-OOPHORECTOMY +
BILATERAL PELVIC NODE EXPLORATION UNDER COMBINED SPINAL
EPIDURAL ANAESTHESIA

Indication: Multiple fibroid uterus - largest measuring 25*%20cm ?uterine
sarcoma / 7degenerative fibroid uterus.

Operative findings:
1. Multiple uterine fibroid -largest measuring 25*%20 cm, fundal with
degeneration.
2. Bilateral ovaries - polycystic
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Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs M DEEPTHI ALEKHYA UHID BAH-00559150
IP No IP26-00006664 Admission Date 27-06-2026

3. No enlarged pelvic nodes.

Procedure:

e Pfannensteil incision taken.
Abdomen opened in layers.
Abnormal findings noted, Gross Ascites noted
Radical Hysterectomy done.
Bilateral salpingo-oophorectomy done.
Bilateral pelvic node exploration done.
Hemostasis secured.
Wound closed in layers.

Postoperative period was uneventful.

Post-Operative Notes: She was closely monitored in the postoperative
period. Her vital signs remained stable. She received 2 units of PRBC
transfusion in the immediate postoperative period. Repeat Hb on 2nd
postoperative day was --- She was encouraged to ambulate and void
spontaneously. She was shifted to room. Her general condition was satisfactory
and she was found to be fit for discharge. Medications were explained to the
patient supplemented by written information.

Advice:
' 1. Tab. Ceftum 500mg (Cefuraxime axetel 500 mg) twice daily till
~ 04.07.2026 (9am - 9pm) after food.

2. Tab. Metronidazole??

' 3. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs)thrice daily till

. 02.07.2026 (7am-3pm-10pm) after food.

4. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 02.07.2026 (10am-
4pm-10pm) after food.

NANAKRAMGUDA

O 1800 2122

@& www.rainbowhospitals.in




Name Mrs M DEEPTHI ALEKHYA UHID BAH-00559150

iP No IP26-00006664 Admission Date 27-06-2026

5. Tab. Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food
till 04.07.2026

Tab. Zincovit once daily (2pm) for 1 month after food.

Injection Clexane 40 units once daily at 10 am subcutaneously till
07.07.2026.

8. Collect HPE report
9. Continue previous medication as advised

No

Review with Dr. RAJANI KUMARI on MONDAY --- 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

.................. 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 online to
website www.rainbowhospitals.in

our
Regist r/Rgs'r{ent/C.M.O

Consultant:

Dr. RAJANI KUMARI
MD (OBS & GYN)

h 4
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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.

Rainbow Childrens Hospital-Himayatnagar

TEL NO :040-48873000
WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP26-00006664 Admit Date

IR LE LT TR T

: 27-Jun-2026 Admit Time :08:06 AM UHID : BAH-00559150

Patient Details :

Patient Name :Mrs M DEEPTHI ALEKHYA

Age :36Y5M20D

Guardian : Mr MR P ABHIRAM DOB : 07-01-1990

Gender : Female Religion : Hindu

Occupation Martial Status : Married

Address (H) - HNO. 14,RAILVIHAR COLONY Cherlapally Phone No : 8886222248/ 9885278603

Hyderabad Telangana INDIA 500051 E-mail . NOMAIL@GMAIL.COM

e . .

-Admission Details :

Bed Type : TWIN SHARING Bed No :PDA-413 Ward Name :4F-OT

Room No : PDA-413 Admission Type : First Visit

Contact Details :

Name : Mr MR P ABHIRAM Relationship : Husband

Contact Address : H NO. 14,RAILVIHAR COLONY Cherlapally = Phone No : 8886222248

Hyderabad Telangana INDIA 500051

@ cgvls»b‘@’:

ure

E]

- Dr. @A KUMARI

LY

—\:octor Details :

Doctor Name

Referral Doctor

Specialisation : OBSTETRICS AND GYNECOLOGY

: Self. Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name

: STATE BANK OF INDIA

3d Date / Time : 27/06/2026 08:08

Printed By : 020099 Page 1 of 2







ACTIVITY RECORD FOR BILLING

BAH-00550150

1P26-00006664

Z

Rainbow’ . s b
Children's ‘Blrtthght
Hospital |\ &iire snene

Name:_ _ _________ Mrs M DEEPTHI A;.EKHYA ____________________________
07-01-1800 BYSM20D
UHIDNo.: __ . Dr"”lmimmrm sultant: _ ___ _______ Dept:_________
0 Illl
Date of Admission: _ _ __ _ _ _ _ nme:_ ~.eof Discharge: __ ___ ___ Time: __ _ _____
Room/BedNo: Ward: ___ Suggested Billable bed type™: _ _ _ _ _ __ ______
WARD TRANSFERS
Date Time From To Signature of Nurse

aglshs | 1 loam| w10 VT Dz e [Amg-
8—7/4/% 2:b0pm | DT Be B Wilosbo |Soifnton
m‘\b/g 2o | pneBpolt] (B]%) 1€, M| &

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

8

9

10

Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

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

Name of Connecting | Disconnecting :
Datep‘/ Equipment Time Time QrdorHo. Signature
— N atiau ‘—9
96| Tpfueion pump | 1o ey 10m 2086 iV

BRI rriont oS

:‘MDOLL,\

‘I:VIQ 7 1 ‘.Hc?m \¢'m - . A
6| e didunsd puep | 2v00pn 1 2o § :‘v}g/ Gy
= b 2] = . !
aU6\10 i
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PROCEDURE
]

Date " Procedure Quantity Order No. S>g1ature

7”3"5 ' ﬁ“‘ﬂOCtmmF/ e ?,OS’Q'-*LZ///Q_/’*

N A Hac . (op) 1213e1v | £
% ¥ X

53¢ «k&m 13 841

(1)

—{\)

, N
2’9—}@.\ Hload” fcnanq’/&&.ton @ 205’66’3 e

$a
2815136 \&_’;1- Myant £0S] a0— 8 C13}5/ &

AR\ ] NP A 0 9234

ANY OTHER INFORMATION
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1 Date of Admission: ..2...[G.[2€7:¢....... Drug Allergies: ............ N _=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.
i 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
i drug sheet folder.
| ANURSES - 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
1‘ - 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.
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Early Warning Signs
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Complete a Full
Set of MEOWS
Observations
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(" )
; 1 Yellow Alert :
Repeat Observations
in 30 minutes
- J
™

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

Observations
in 30 minutes

12

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

Repeat Observations

in 15 minutes or continuous

monitoring
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* The Modified Early Warning Score (MEOWS)
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[ Obstetrics and Gynaecology |-

Early Warning Signs

s

1 Yellow Alert :
Repeat Observations
in 30 minutes

oD

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

Repeat Observations

in 15 minutes or continuous
monitoring

e

s N 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 " y,
f

* The Modified Early Warning Score (MEOWS)
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2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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Docu. No. : RCH /FRM / CLINICAL / 092

i il LA Intake ! | : LV éng
< rombo- .
Date | Time | Nawre Route NG | Diarthoea | Vomit | Drainage | Urin | efiebiis | Sign.
Mouth | 1V | NG ;
08:00 am | I
\Qk 09:00am | JA__ LW \/ '%rnlv._a"—er’;_ = '“’EWJ"
10:00am | A \Ouol NN .
& 11:00am | p 4 Lgad Q0. -
‘)/ 12:00 pm hli lonpa 7
01:00pm | P s Vv
Total Intake : Total Output : - \/P3NO
02:00pm | pLL Moin E i
03:00pm | DL | o fod o L’
‘ 0400pm | pl_ Inoen) ‘ |
1 t
\\‘0 0500pm | | Moo N A [N
N 06:00pm| oL ooy N \ |
07:00 pm 0 hpo / /
Total Intake ("4 o 00 Total Output: (). 2 m-@}
o0 o , T
09:00 pm \f-\ﬁmj}‘ A Vil wal
G poooem| | we oo / . | o
\@a’ 11:00pm | K\ [0 lyiyml K e ‘
J
C& 1200am| |\ Y eomd / v~ L A/
01:00am | | OO ML |
Total Intake : Total Qutput : .
02:00 am o) )
03:00 am Vo) / /
\ 04:00 am %\Q \('Dn\.? / e / o o @,
V7| 0500am | QL[ omd | § 3 il
06:00am | | Pwml Vi Py
* lorooam| | {eead 1/
Total Intake : Total Qutput :
Total 24 hrs. Intake Total 24 hrs. Output




BAH-00559150 IP26-00006664
l— Mre M DEEPTHI ALEKHYA
u-rmmo BYSM21D  (F)

RAJANI KUMARI

i

Sheet NO. & .oveeeeeeeeeeeeeeee,

™

Rambow .

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s .BirthRight"

Hospital

It takes 2 lot to treat the littie.

[ 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.

~ Output - [Twsite

" . Nature
Date Time of Fluid

NG

; Thrombo- [ o
Diarrhoea | Vomit |Drainage | Uring | Phiebitis | SION.

Mouth

N.G

08:00 am

Score Nurse

09:00 am

Fd \

10:00 am

¥ ©
7 @

\ 11:00 am
@ 12:00 pm

/

01:00 pm

Total Intake :

Total Output: 3 -

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output

€ec



:0'0““
P28
150 A \a)
= Awnﬂﬁ‘aﬂ,.‘ N—E‘“‘s w2o®
s ¥ Dﬁu L
99!
— QT.B‘\"
o

'\i\‘\i\i\"\\i\“\‘\&i\'\“\\\\m\\\\\\

20 )

NURSING CARE RECORD

"
Rainbow®
Children’s

Tt takes 2 fot to treat the little.

BirthRight
oW, s

. BY RAINBOW,HOSPITAL!
Your Ri i

‘our Right ln-a-SaI'e Delivery

o Wrway and Oxygenation }Rﬁe Pain & Discomfort [ Maintain Fluid Balance [ Improve Acﬁ\(ity Tolerance ] Maintain Good Nutritional Status [J Maintain Skin Integrity .
© Maintain Personal Hygiene [CJ Prevent Infection ] Meet Elimination Needs /D——EﬂsmFSa—lféty [] Early Ambulation Reduce Anxiety ] Patient & Family Education
g [ Identify Potential Complications ) Ay Otiars: SIOORY L wumssvumcsmnauinas s ssimismme o s e s Fo s SR e SRR S AR S
: " . - Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
# et A ’ o
o v P T
B At— QO(\C\AOJ”“q fﬂ'{‘ C,M\QL'_H /) 7
£ t €~ \.)4 f—‘{
S B — N

0
~% Mon 90y Vi My
WM@J Y\"-:k*t\in Z/O CJJ

-L—.-—S‘; Mu._j,d"'ﬁ“' V?[-\/)
~5 MOAL

R

Afternoon

TeM ey offord™
Ond 1€ on
Leplonpok Wiell §

0 (@ \ &M

&= 7

o
\,,)Og\ wnert oc hordt

wepad e Pf!g*
(53180 )
{ \fWQ &mm’v@

,leDW}—%G\‘QQHE\‘%L&
) < *‘\“ﬁd‘v@ﬁ oc udf

o

2
o

Night

B el thopu fer/
i

,)}j_WfW N4

s o 4 Fochay

s puered thrpitrr
> Akl o

3 WWW
=) Ywin'y A/@}) /95/%%

4
Wa/ny

LR

Docu. No: RCH /FRM / CLINICAL / 148



329

,ﬂ{é

:f.ﬂn: o::o;::m AU Rainbow® B
11000 WYSM20D () Children’s B|rthR|ght
Dr, H

T NURSING CARE RECORD Hospital _ | () msoncsmes

R 0 0

Date: ..... 28’6!7’6 ............

[J Maintain Skin Integrity
[J Patient & Family Education

] Maintain Good Nutritional Status
(] Early Ambulation Reduce Anxiety

[ Improve Activity Tolerance
+—Emsure Safety

] Maintain Fluid Balance
[] Meet Elimination Needs

[] Relieve Pain & Discomfort

@ [] Maintain Airway and Oxygenation
LFPrevent Infection

g -1 Maintain Personal Hygiene

S | [ Identify Potential Complications L] AN OHNETS. SPTHY. ... eveeeee et ee et ee et e e et e sensee e et e e see e st e s seee s et es e eeneaeeenseaseeensrenes
Time Plan of Care Time Implementation Evaluation Re-Assessment '},“;?5,,’:?“",‘3
S ps¥Ssed fie pt ShsEsSed Hhe pt conolsfpr :
Shm ©ndrHo B [DWhal we  dekd (Yt &1
& -ﬂfﬂovv\ T W fats 2CCo sdeof h( Pt
£ g S .,/ a CL\M
§ - pﬂaﬂ 2 110 C{qM /(5 Tlo (,LIM V}wn-}al;kg g‘\‘ﬂ‘LJ‘i
, Vel predrcofog gi Mot et ney g’”"f’ﬂﬂw\
Iplon _medicats et
2SI P . Meduication fm o) > el icadl{an.

;{\pﬂf\

MAE JP\—}R\Q O oAt @ ad 3™

AN e d -Hho polin

[~

T

,ﬁ%n ag

PVYQI/‘QB“T

1 ondief) e onal " ¢ ouc]
: i@ﬁcﬁﬂ e %“?\@%f_ o 790@@5@ bls 40
P plonfo proc | | | 7@ 00 vHG T Tlodet ‘/
QE}(\,\{ P106 Lo ~tfac hoe et _ - )2
‘,;q lew For Kl |Meey  yFleue Nomad /
g el fggo’%’ WM —‘zﬁ{-ﬁmpbu?"z:\jjm ,IP/(D Q_/g\ﬂ&ﬁ Nonwx,a bA"AAA/ﬁ\(D
= m«% <

?efﬁab P"h l DO
eer \@m m;eci b



BAH-00559150

1P26-0
Mre M DEEPTHI ALEKHYA N
07-01-1990 BYSM200 5
Dr. RAJAN| KUM

Uiy

NURSING CARE RECORD

e
Rainbow’ . S
Children’s (4 BirthRight
Hos pita[ . BY RAINBOW:HOSPITALS
mmmmm treat the little. Your Right to a Safe Delivery
Date: irmsscsssmanmasivsissmssponns

] Maintain Good Nutritional Status [ Maintain Skin Integrity

o | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [T Maintain Fluid Balance [ Improve Activity Tolerance
:ﬂ; ['] Maintain Personal Hygiene [ Prevent Infection [ Meet Elimination Needs ] Ensure Safety [] Early Ambulation Reduce Anxiety [] Patient & Family Education
| [ Identify Potential Complications T O DBV s i o S PR RV S T e S A e e
- ; : g Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

Ay [ A cgessed <t
‘{(f( C,b(\cﬁ‘}"‘%() q’/m
RPN e
— O ateX
FMpwrteun @{?

P

Morning

e

A

g l\f\.@-{\fﬁ)’rﬁc& "

£

y pge e d He

7 conds

U oD

A

Q,(, < Y, A 5

ﬂ\q\n)vu' fL’d - I ,<

Afternoon

TR

2 Moind i ned) 30 ek
2 tondinue Musdy

|

>cop @4 pm p’qn_

Night

Ip) P menidey the vidals 5P

D) mondsvect +he vitaly
) ek necl 3o chaat,
> continued. Aluidy

— (BP Dypm q’\mnnpfﬂ

Now.

o | Ane 9A T/M.

) F-{ 13 stable D Reanep o Yy

vital : @

Docu. No: RCH /FRM / CLINICAL / 148



2z

BAH-00550150 1P26-00006664 inbow®
Mrs M DEEPTHI ALEKHYA Rainbow ® - ;on
Bip L LEL L Children’s BirthRight
NURSING CARE RECORD Hospital | (o

A T

o Date: .......... 3@}.& ....................

[7J Improve Activity Tolerance [C] Maintain Good Nutritional Status ~ _=—Maintain Skin Integrity
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Signature of Ward In Charge :
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Rainbow®
wxu:‘."%“« Children’s ‘Blrtth ght
m o CHECKLIST FOR THHOMﬂ}(iPHLEBITIS DOSROHT et
i /A0 Bl
DAY-1 DAY-2 DAY-3
SITE Upowee. N STAGE / ACTION SCORE ("M )T E | N | M | E [/N) M | E [ (W | Remarks
: No signs of phlebitis / =T T >
IV site appears healthy Obiséivie canmui 0 O |1 A N ?\M O Os | KR MR-
One of the following signs is
evident : Possibly first signs of phlebitis ’ lrh b‘q w
* Slight pain near the IV Site / / Observe cannula i - |
* Slight redness near IV Site %] oM M PP | Nk R
lmoe?z:dtgr?t-mnowmg Signs Early stage of phlebitis / 9 U;q ‘
Pain at IV site Redness el o | NN | PR ,\[i‘} W £ VR
':\l',llgérﬂ] e Tollowig, S5 are Medium stage of phlebitis /
Pain aloﬁg Patfs of cannula Resite Cannula Consider 3 rilﬂ AR ’qSl UY}
Redness around Site Swelling Treatment ° M Wh *['“’*“\0 B
f the following Si
ek P h
Pain along Path of cannula B Etart uf Hresnoptudnts ¢ 4 YR "\
Redness around Sifs ?e site Cannula Consider )UA\— ﬁ’ﬁ BJ (- }[L(;)‘ N ﬁr 0
Swelling palpable Venous cord reatment %
All of the following Signs are
evident and Extensive : Pain fh‘:;ﬁ;‘ggghslég%?s"/f _
along Path of cannula Redness o , 5 ! ﬂ"’r
around Site Swelling palpable icr:zrtlate treatment Re site o) "("ﬁ' )ﬂ}ﬂ N R A A % M-
Venous cordpyrexia annula o .
P A
X
Signature of the Nurse g;;@’,ﬂ /N p— 0(.21 _‘ﬁ(&cze—-? R @]‘i
> |

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 %val to detect'post infusion phlebitis.




+

QAH-00552150

1p26-00006664

QO

V! PTHI ALEKHYA Y]
?1" D:a“g:: Jovsuno 0 Rainbow’ O nithRinhi
"V childrons |\ BirthRioht
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A DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE M E N M E M E N Remarks
1 | IV site appears healthy %Dbgi?rgz ?;ﬁmﬁgiﬁsl
; : {
One of the following signs is -
5 gvident : Possibly first signs of phlebitis
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site .
3 Two oféhe following Signs Early stage of phlebitis /
are evident: )
Pain at IV site Redness Resite Gannuia
A"-g ; T ¢ following Signs are Medium stage of phlebitis /
evident : X X
4 Pain along Path of cannula .?ES':;C"’,["“”I"" Consider .
Redness around Site Swelling ! reatmen
A"-gf t![] e fg[lg:.'t ing Signs are Advanced stage of phiebitis or
evident and Extensive : -
5 Pain along Path of cannula E{‘e s]iar[tgof thrlon&bopt:}e?ms/
Redness around Site Te smg" annula Lonside
Swelling palpable Venous cord reatment i
All of the following Signs are
evident and Extensive : Pain ,?Idvangedhsl;tig(_a of 3
6 | along Path of cannula Redrtess } rt?T ?p te “'?/R X |
around Site Swelling palpable é“, ale lrealment Re site
Venous cordpyrexia annula 4
B Signature of.the Nurse.

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

Signature of Shift In Charge :

SIGNAMTE © oo e eere e reasas s NAMIE I verevenceverreenesenrenssseenreemcemsesssseaennses
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Signature of Ward [ Charge :
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cHECKLIST FOR THROMBOP LEBITIS [ttakega\mmueatme little. Your Right to a Safe Delivery
2006
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ E | N M E N M E Remarks
- No signs of phlebitis /
1 | Neshie appears hekiry Observe cannula 0 O
One of the following signs is
9 evident : Possibly first signs of phlebitis :
* Slight pain near the IV Site / / Observe cannula WAl
* Slight redness near IV Site
3 moet\)fmstfollowung Signs Early stage of phlebitis / 9 %
Pain at IV site Redness Resite Ganmea
Qﬂic?;r:? (_a follewing Sgns dre Medium stage of phlebitis /
4 Py along Petitol canuln Resite Cannula Consider 3| WIO*
Redness around Site Swelling Treatment
Qﬂié’;:?gﬁ"gﬂéﬂiﬂg;ns e Advanced stage of phlebitis or
5 Pain along Path of cannula the ;tart of thrombophlebms/ 4 VA
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain ;‘:;ﬁ:‘ggghﬁ?;so;
6 | along Path of cannula Redness = ; 5 WA
around Site Swelling palpable Igmateltreamuent Re site
Venous cordpyrexia SR
Signature of the Nurse 9&)

[ G

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

Signature : .
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Signature : .......
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° i HOSPITALS
CHECKLIST FOR THROMBOPHLEBITIS Hospital | o o e el
| DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE |y E N M E M E N Remarks
1 | WV site appears healthy %Obgggrgz 2;1‘:25?“3/ 0
One of the following signs is
5 evident : Possibly first signs of phiebitis i
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 ':goeggdtggrfollowmg Signs Early stage of phlgbitis / 2
Pain at IV site Redness Resite Cannula
All é}f the following Signs are Mediun stage of phiebiis /
gvident : ; ;
4| Pain along Path of cannula $e5|tte Catnnula Consider 3
Redness around Site Swelling reatmen
23,3;& ggglgtaérggnsfégns are Advanced stage of phlebitis or
5 | Pain along Path of cannula g‘: ;i';a;régf ;[lhrlorgl;cr:]p[ldlel:ms/ 4
Redness around Site Treatm t" tia Lonside
Swelling palpable Venous cord reaimen
All of the following Signs are
evident and Extensive : Pain tAhdvancedhel:tagg of
6 | along Path of cannula Redress | _E{‘[’Tb?p teb't'st’é . 5
around Site Swelling palpable AKlate reatment He Site
Venous cordpyrexia Cannula
Signature of the Nurse

-

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

Signature of Shift In Charge :

SIGNAIUIS : vevevrerr e e sresr s enensenenes NAME ;v reeecaesesenes Aerenarerasiens

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

Signature of Ward |h Charge :
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L Morse Fall Risk Assessment Form e et | O s

L h 7
Date / Time Q,:X— ' -
Choose Highest Applicable Score from each Category S 4 ﬂi % /b 271[55)’5' Fall Risk Grading
core 2 h m Qpﬂ\ 74 mﬁ
History of Falling Yes 25 /
(immediately or w/in 3 months) No 0 Risk Level Mnrsn:“::IsI)St:ure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O
Yes 20 3.5&3
IV / Heparin Lock or Saline - : : A 20 Implement
g Moderate Risk 25-50 Modera'te Fal
Impaired 20 Prevention
; Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status igh Ris & :
Qriented to own ability 0 Prevertion
Intervention
Total Morse Fall Scale Score: 92 A0 w
Signature N @., 4
L
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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M Morse Fall Risk Assessment Form ~ Heseial,
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Rainbow® ) L
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

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
LI Use chairs with arm rests
(L] Use safety straps on stretchers and wheelchairs while transporting patients

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

& )
Date / Ti &b 2
Choose Highest Applicable Score from each Category g LY. (;{v C ‘() Z I 6 Fall Risk Grading
| €Am | PN | Bpie

History of Falling Yes 25 I
(immediately or w/in 3 months) No 0 Risk Level Murs?h::Isl}SGQre Actioa
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0

Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution

None /Bed Rest /Nurse Assist 0 o o

Yi
IV / Heparin Lock or Saline NBS gl 20 30 20 implement

0 0 Moderate Risk | 25 - 50 Moderata Fall
Impaired 20 IPrteventl?n
ntervention

GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /Immobile 0 Implement High

Forgets limitations 15 Hiah Ri Risk Fall
Mental igh Risk =51 :

Ll Oriented to own ability 0 Prevention
Intervention
Total Morse Fall Scale Score: 9.0 Q0 A
Signature (ﬁ,\,] CJQ—E -;--Aj,ba_
1

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

[] Assist and/or supervise ambulation. Reinforce to always cail for assistance
] Hourly safety check

[ Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[] Initiate constant observation by healthcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form e b
i 2
Choose Highest Applicable Score from each Category Date / Time | 2.9 £ ’\Z@ 50!6 Fall Risk Grading
Score | ., i S YT
History of Falling Yes 25 .
(immediately or w/in 3 months) No 0 Risk Level Morsin:‘a:g)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 -
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O o
Q
IV / Heparin Lock or Saline ;es 200 20 0 23 Implement
: = - 20 Moderate Risk 25-50 gqrgsg;%tg:a"
mpaire ;
tion
GAIT / Transferring Weak (uses touch for balance) 10 it
Normal /On Bed Rest /Immabile 0 Implement High
Forgets limitations 15 C Risk Fall
Mental Status 'g = Eiglfise 291 Prevention
Oriented to own ability 0 itaraition
Total Morse Fall Scale Score: 200 2N B
Signature @L i @

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
L] Use chairs with arm rests
("] Use safety straps on stretchers and wheelchairs while transporting patients

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

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

[ Hourly safety check

[ Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
[] Initiate constant observation by healthcare provider as appropriate to patient's needs
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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.

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

- }

bate: [ 2|4 [dCS [ 27]]

Time :{ (A )P %ﬂ 3Am
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: Y /

Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. H
without assistance. to completely turn self independently. independently. v 4’
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; l ‘ '
"Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently: bl
i

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.

1<

L

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."

%

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/di 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
he < 95%; hemoglobin may be

< 10 ma/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| HighRisk:10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name
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Support Surfaces
Risk Score Category Aclion {Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referrai for advice
Regular Turning Schedule _ ‘
. Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear gp y
- ' Advance 1o a higher ievel of risk if other major risk
factors are present
High density foam matiress
i ' 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 “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
) Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay

-~
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day and inside room at least once every
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1. Lo, ile: 2. Very limited: 3. Slightly limited: 4. No limitations: ’
Mobility Does not make evw., slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in \,/ (
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance, to completely turn self independently. independently. '\f
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; \
S Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : i : : . : ; ;
of physical activity” Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a (T L’ \/’

wheelchair.”

shift in bed or chair.

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
haif 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

skir:qls‘::lcgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes, linen oply requires changing
0 mois?ura Dampness is detected every time 8 hours. every 24 hours. :)
patient is moved or turned. (_p QA
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: I \ l '

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liguid 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 mgy/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| High Risk: 10-12 |

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

Moderate Risk : 13-14

| Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name
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severe pain or with additional risk factors.

Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule . ‘
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Aternaing 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 maitress
Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incling using foam wedges .
Alternating pressure matiress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add 4 pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay
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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Mabili : ; L - o : ; - B S
Rl in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
VR Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
t Bedfast : ;
;cp:;!:i c‘:rar:eagﬁeg? E-onﬁnedsi(-) beil non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair.” shift in bed or chair. 2 hours during walking hours. "f
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:

Sensory Perception

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.

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.

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.

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 aimost 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

skir:?sv:':cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
o mois‘t)ure Dampness is detected every time 8 hours. every 24 hours. L{
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3, Potential problem: 4. No apparent problem:

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

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

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

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

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

3. Adequate:

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

but will usually take a supplement if
offered.

4, Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

—-

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14

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

TOTAL SCORE

Evaluator's Name
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobllity, consider occupation therapy referral for advice
Regular Turning Schedule . .
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating oressure mattress 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 mattress
) Use the Same Protocol as for “At Risk” Patients e
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk In addition to regular turning 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 with additional risk factors.

Alternating pressure mattress overiay
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: : ‘ odifying atient / Family . A
/1) Location Duration Acuity Character Faclors Educated ‘Intervemlon Sign
| 7 Continuous | [ Acute {1 Sharp 7 Dull [ Increasing | [ Yes roV—L
7;)]6 A~ ®l6 - [ Intermittent | ] Chronic [JAching 1 Burning | [ Decreasing | [ No & 7
07 Continuous | (7 Acute 71 Sharp ] Dull [ Increasing | [ Yes p - -
;3&() \Q:P\#w\ o) \\0 /\XU fipwy f Antermittent | ) Chronic 1 Aching [] Burning | [ Decreasing | [ No Q
, - r i T
D Continuous | [ Acute 1 Sharp ] Dull [ Increasing | [ Yes &&H )
9\3{\&@ W UM\OS MW Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | [ No “@F‘
\ cthkdo n900) Continuous | [1-Acute i Sharp  [1Buf | [ Increasing | [ Yes Q.P?;dq}r{g
M ('v@ U\P ) Q’ \0 pq{- ntermittent | [ Chronic [1Aching 7 Burning | [ Decreasing { [ No ' Q\
C ’9 i[ a memgﬁ ontinuous | [ Acute [ Sharp (1But | [ Increasing | [ Yes w &Qm‘ﬂa Q\
‘aﬁ/{, ( éPm |0 '!C)(lf‘ Inter (! Chronic ] Aching (] Burning | [+Pecreasing | [ No ' =
i — ;
\Yb Continuous | [ Acute 1 Sharp  [] Dull (] Increasing | [ Yes O\Q—@f R ~___
- & %@1\ o [1 8) )‘ngq_, [ Intermittent | [ | Chronic 1 Aching (] Burning | [] Decreasing | [ No
’ L] Continuous | [ Acute ] Sharp ] Dull (] Increasing | L[ Yes nis)
wU’J L?E? LD,}J\ 9 [CD Nﬂ%"ﬁj Intermittent | (] Chronic "1 Aching [ Burning | [ Decreasing | [ No i M
1 Continuous | [ Acute [] Sharp 1 Dull '] Increasing L1 Yes
'lg l 6 \0 Anl O /JA’ [] Intermittent | (] Chronic 1 Aching [ Burning | [ Decreasing | [ No }\)IQF ;Q \
[] Continuous | [ Acute 1 Sharp [ Dull [ Increasing 1 Yes AM ' -
Intermittent | (1 Chronic [ Aching ] Burning | [ Decreasing | [ No e \Q“Q'\
Lo [Fermyelio | Aoy
] Continuous | CJ Acute [ Sharp [ Dull [J Increasing | I Yes ]\D v
%\[JDJA U pn OJ e 1 adw 0 | Qintermittent | 0 Chronic | £ Aching 3 Burning | O3 Decreasing | 1 No R
- | J
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
b)  Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention.

a) Atleast every 2 hours for the
¢) Prior to pain pain-relieving int

first 24 hours
ervention.

Docu.No: RCH /FRM / CLINICAL / 152
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\ PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month fo 7 Years)

1
Numerical Pain Scala (Gbstetric sind Gynecolagy)

1 | { i I | 1 I

No Hun

¥

Hurts Uﬁle Bit

I T 1 I T . LI 1
3 4 5 & 7 .8 9 10
o ) Worst
t Possible Paln

Wonyg - Baker (Pediatrics) Above 7 Years

@@@@@@

Hurts Lima More Even More Hurts Whole Lot Hurts Worst

; SCORING
CATEGORY
0 | 1 , 2
. . . " | Dccasional Grimace or Frown, Frequent o constant irown
Face No Particular expression or smils withdraw, Disorientsd quivering chin, clenched jaw
Legs i Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
. 7 Laying quietly rormal position, Squirming éhﬂﬁng back and
Activity moves easlly farth, tense Arched, right, or Jerking
Moans ar whimpers occagional Crying steadily, scraams of subs, }
Cry No Cry {Awake or asleep) complaint _ ' fraquent Gomplaints
- Reassured by ‘dccasionat touchmg, < N
Consolability Content, relaxed hugging, or being talked.to,, * Difficult o console'dr.comfort,« A |
distractible r Ay
Neonatal Pain, Agitation and Sedation Scale (upto'1 Monih) B A »
. ~ 3 .
Assessment Sedatlon Normal ) Pain / Agitation
Criteria @y
-2 -1 0 . ,n -!. - A‘Z, W i -
Crying No Cry with painful | Moans or cries Appropriate crying Nof| Irritable t‘:rcrying at | High-pitched dr silent-
Trrtabllity stimuli minimally with painful | irritable intervals consolable | continuous cry
. stimuli ‘ K ' Inconsolable LN
Behavlor State | No ardusaltoany | Arouses minimally to Appropriate for Restless, sqi:irmiﬂg Archmg, Iuclung constantly awake
stimuli stimull gestational age Awakens frequently | or
No spontaneous Little spontangous Arouses minimalfy / no movement
movement movement {not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli Intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet .clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body s not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or. | Increase 10-20% | Increase greater than 20% from
RR,BP 820, | stimul variability from normal for from baseline baseline, $a0, less than or y
Hypoventilation or | baseline with stimuli | pestational age Sa0, 76-85% with | equalto 75% with stinvufation -
apnea stimulation - quick- | slow recovery Qut of sync or
recovery fighting ventilator
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ML PAIN ASSESSMENT FORM R P
| pamsuofe . Y Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Factors Educated rlntervenllon Sign
| l [ Continuous | [ Acute O Sha.rp I Dull . [ Increasing [ Yes B\l\—ﬁ‘- Q
&cﬂ SQ'JQ (12 Uﬂ)”\ S ‘ lg JJOWLD Intermittent | [ Chronic [J Aching (] Burning | [J Decreasing | [ No
1 Continuous | I Acute (] Sharp 1 Dull [] Increasing [ Yes ,\\ Ty - (AAQ'\-U
@%\% \’}CI' \DPm Ol |8 \\\ ¥— | O ntermittent | [ Chronic [ Aching (] Burning | [} Decreasing | [} No " D
(1 Continuous | [ Acute (] Sharp (] Dull [] Increasing ] Yes 'y
ol VO ot
ﬂ\e\tb \b \ W _J Intermittent | [ Chronic (] Aching (7] Burning | [J Decreasing | [ No ‘ :
“D \Qf?\ 1 Continuous | [ Acute (1 Sharp [ Dull 1 Increasing | [ Yes A S
iﬁ)‘{ b %W 0 O] Intermittent | CJ Chronic | (JAching [ Burning | [ Decreasing | [ No ' (X,LJ
BCJ /(, A 0 / ( [1 Continuous | [ Acute (1 Sharp 1 Dull ! Increasing I Yes Ty, ”
3 /7 . \ . ; - A
t |6frh 0 LQ 1 Intermittent | [_] Chronic ('] Aching [ Burning | (] Decreasing | [ No e =
i O ] Sharp ] Dull ] Increasing U Yes
570 " ] Continuous | [ Acute (@
lbhb bPlLl Olo N9 | O intermitent | O Chronic (] Aching [ Burning | ] Decreasing | I No VY
[] Continuous | [] Acute (1 Sharp (1 Dull (] Increasing L] Yes
[ Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No
] Continuous | [ Acute ] Sharp (] Dull [ Increasing [ Yes
[0 Intermittent | [ Chronic ] Aching [ Burning | [J Decreasing | [ No
[0 Continuous | [ Acute [] Sharp (] Dull (1 Increasing | [ Yes
[ Intermittent | CJ Chronic [J Aching [ Burning | [] Decreasing | [/ No
[] Continuous | [ Acute (] Sharp 1 Dull [ Increasing [ Yes
[ Intermittent | [] Chronic [J Aching (] Burning | [J Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numarical Paln Scale {Ohstelric and Gynecology)

£ w——

Ko Paln

No Hurt

Hurts lJ11[e Bit

| I ] 1 | i LB !
3 4 5 B 7 8 ] 10
) Worst

Waong - Baker (Pediatrics) Above 7 Years

@@@@@@

Hurts Lmle Mora Even More Hurts Whole Lot Hur:s Worsl

i SCORING
CATEGORY
0 1 2 ,
i . " | Occasional Grirtacs oF Frown, Fréglent to constant {igwn, : o ' !
Face No Particuiar axpression of smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking. or legs'brarwn up ,} .
! 0
. 1 Laying quietly normal position, Squirming shifiing back and N
Activity moves easily forti, tense Arched, right, or Jerking
Moans or whimpers occasional CGrying steadily, serdams of sobs,
Cry No Cry (Awake or asleep) complaint ) frequent compiaints
- Reassured byoccasmna! touching, {1 t],
. i Content, relaxed hugging, or being talked to, £ Ditficult o console or comfort ,;
Consotability distractble ( i
Neonatal Pain, Agitation and Sedation Scate!{uplu 1 Month)
Assessment Sedation « Normal Pain / Agitation -
Criteria v
" 2 -1 0 1 ! 2 '
Crylng No Cry with palnful | Moans or cries Appropriate crylng Not| Irritabls or crying at | High-pitched or silent-
[rritability stimuli minimally with palnful rritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State Nc_:_ara_usal fo any Al_uusps minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli pestational age Awakens frequently | or - T
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement {not sedated)
Faclal Mouth s [ax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extromitles | No grasp reflex Weak grasp reflex | Relaxed handsand | Intermittent Continual ¢lenched
Tone .Flaccid tone decreased muscls | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
L o Body is not tense | Body is tense
Vilal Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR,BR 830, 1 stimuli variability from normal for from baseline baseline, 5a0, less than or .
Hypoventilation or | baseline with stimuli | gestational age 820, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Cut of sync or
recovery fighting ventitator

—
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It takes a lot to treat the litie.

NURSING SHIFT HAND OVER FORM - WARD

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating DOCEOT: ..........cooveeremrvecosnmrurensanaanies & ..... Bepartment: ....inseiessmmsnsssnnasnsse Date of AdMISSION: .........ovveeerierrrinnns
Z | Diagnosis: ; ~OFH N \ Any Infection: CYes [INo Q—Mn
g M - If YES SPECIfY: ....vvereveeeeereeeeeeee e
= e
s 4 /":? ‘%\5‘,}6 = \ ch_ (%\[G\\'L[b
2 | Area o R = ‘ 7
S Sift Tme | 2 P 9\)?“ w2 v %d\
g Medical Condition |
= | (Any special condition to be noted): & ) h/

_ of - p
L
Allergy: / O Yes CLNo[C Yes “No O Yes CINo | ) Yes [JNG | 1 Yes C-ND| = Y;,Q)t{
Tubes/Drains/(gtheﬁ: O Yes wﬁ Yes =No |0 Yos 0 Noj 2 Yes #o | Yes O No A Yes T No
Vital Signs: Temp: | 4A-. 4@4? Ao [ @lﬁé AL TG O

= Res: | 9o 20 10 g5 9 0 O

= 90: | 2q  [\e0A- |W0 lagg | AN [ g4q4)v

2 Pulse: | Q< 4 3 %\ ¢ 4o Q0

w

2 BP: | 1o\ \2AWH&] WONRD | pic[os | \20N&S | (g X

Fall Risk Score: | — AN gm - -
Pain Score: - (@) » @\ o \||®
Safety Needs: | ) \{}@Q %{;}1 A an M@k \u{d 3

L Physiotherapy | Yes CINo'|C) Yes NG [0 Yes Mo |0 Yes NG |0 Yes ONo | O Yes NG

'% Others Specify: A o N‘ﬂ“ A o —

'g / ) p/’ =

2 Special Diet: | Yes CINo[Tl Yes (TNo |1 Yes #No |0 Yes @400 | 01 Yes rNo | 01 Yes Mo

E

& |Other Special Orders / Medications: \

& \ ) )

* np | VA RS VT
Post Operative Procedure Special Orders: | j— 3@[1\ W NISS }Q (8] N
Handed Over By N ‘%@ Uo- Q g Q

anded Over By Name : § \ , JQan

o [ i 1> Y

Signature : VD %@/"r 8 Q.M ,Q\(J [ AAL%
Date: N[O 9o\, 98] 196 | SHEHE \
Time: "}/{\/_

b QQ? ?
Taken Over By Name : | 45@3 M ?}‘4 [‘_;l{,fO*ﬁ %E ( o0
Signature : '—W@: m Q \[) ‘V = »
Date: B hk [ 9% (2816 (26 [30\ 604 o) NIE!
Time: Lo | wﬂ QPm AL 28po~ !
AL oy )

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

Children’s

Hospital

It takes a lot to treat the litle.

wURSING SHIFT HAND OVER FORM - WARD

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating DOCLOr: ... Department: ..........ccccooveeveciicine Date of AAMISSION: .......coovvervsecrriisins
Z | Diagnosis: Any Infection: CJ'Yes® CINo [ Not Known
g 1 YES SPECIY: --..vvteeeerreeeeeeeeeeeeeeeeeeeersesss
=
w
2 | Area _

-~ ¢ Q
= X 2
g Shift Time é)q‘ My 2 ﬂ;&
#% | Medical Condition
= | (Any special condition to be noted): —
Allergy: O Yes/@No OYes &7No | D Yes TNo |0 Yes CNo [ Yes O No | Yes CJNo
Tubes/Drains/Catheter: = [:l/v«f TINo|O Yes =No |1 Yes No | Yes CNo O Yes CJNo | O Yes [ No
. 4 ¥ <
Vital Signs: - Temp:’l oy QUL |OK. 2
| Res: | Ao [agfip | Sehlwy
= SPO: | qQ%f. A0 .
o i "‘V T
i Pulse: | g, 29bln | B2blm
Z BP: [ S\ g/ ¢
Fall Risk Score: - — —
Pain Score: R 1 —_—
Safety Needs: ) N ) Y
@ Physiotherapy |C Yes 99 O Yes ONO | DYéS T’J(Nn CJYes C1No | ] Yes C1No | Yes CINo
§ Others Specify: — —
E Special Diet: | Yes CJNo | Yes £7No |0 Yes Nor| 0 Yes C/No () Yes C1No | O Yes CINo
€ ,
§ Other Special Orders / Medications: .
[- =
Post Operative Procedure Special Orders: - -
Handed Over By Name : b
Amaht LN
Signature (\@L a | &)
Date: 0586 |90/l | Solb)th
Time: %\‘)» 2 Sl 5% }?\
X |
Taken Over By Name : m Q}'\ ;
Signature : @
Date: 29/¢/2¢| plpab
Time: ?gpn @3@
Docu. No. : RCH /FRM / CLINICAL / 097 ‘(‘
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=1 ] Tﬁf —_— URINARY CATHETER BUNDLE CHECK LIST perpial_ | ey
Date of Insertion: . Ww ........................ h N Satﬁof Rernoval ..................... ' .......... ia 7 ‘\{ \'Vb
Parameters Date Shift Time adl 2 hon o),gr\ p ('} %Pf‘ -

B 4 . . 7 - yr . )
Need for the Catheter ) /EWg,D No M{Y§ [INo /l\(es CNo | Yes—TiNo t\)e/‘ O No [JYes [INo IYes [INo
Hand Hygiene “TYes | A CONo | ZYes [ONo | C INo MD No | CYes CINo | [iYes [INo
ygi /:/eﬁ/mo \i;e; ] CYes T

Usage of Sterile Equipment ' O ’ [INo | & [INo s INo ;r‘é CINo | [lYes [CINo | [IYes [INo
sag quip “TYes /No e/g AYes
Is the Collection bag below the level of bladder Z@QNO UZ(Yes [INo | /65 [INo | [2¥es TINo | [6s CINo | [IYes [INo %Yes “INo

heck the Tube f ion (Free of Kinki ! O L=} ' }2/{” | O AT l
Check the Tube for Obstruction (Free of Kinking) “¥es CINo- -z'ﬁsr INo af?és CNo | [lYes—LINo es [INo Yes LIN)A-TfiYes LINo
Is Catheter dated as policy [A{s [INo cu@ CINo | #T¥es CINo [Xes” CiNo [res CINo WNO Yes [No
Collecting bag is been emptied regularly? Yes [INo -E]{es “INo /Z"@ [INo | &~¥es 'No | [Afes [INo UYMLJ Yes [INo
Maintenance of closed system for the catheter Z@s [1No -/L'/Yes CINo | [Yes [INo Yes [ INo Z{es [INo | T1Yes INo | 1Yes " INo
Dressing clean and dry? /Zﬁ ONo | O mﬁ J¥es [INo | [#¥es [INo | [Pfs [INo | CIYes [INo | CiYes CINo
Is the line removed as Policy? [IYes [ANo ‘(Yes CINo s CINo | ClYes reNNo | (O [(INo | [lYes [INo | ClYes L[INo
Performance of Perineal Care Yes CNo | "Ti¥es C1No /ZYes CINo | [1¥es CINo v ONo | OYes ONo | Dives CINo

= =
Onset of New Fever 1Yes Lmo/ ﬂYe/a\ M’@ CYes (MO | [Yes _[1Ne—r~CIYes q,k‘o/ Yes [INo | [1Yes [INo
Asses for the leakage at the site of insertion [/Yes [INo Q_Afes INo / CINo 7LYes CINo L_ijes/ﬂ No | [LlYes [INo | [lYes [INo
Name of the Nurse M W
X9 L o~ /ﬂ&@—ﬂ \ » M
Signature of the Nurse TR ﬁ/ E [ 1 @/
L U 7

Docu. No. : RCH /FRM / CLINICAL / 114
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L oo SevaMp0 @ Children’s @ Birth Right
Dr. RAJANI KUMARI Hospital . %

UMWY ossTeTRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ...... /Lbr[Cb/Q ......
Baseline Information:
Admission From: CJER ] OPD mn Desk [ Others, SPECHY ....usiimmseiasssssssiens
Primary Language: yelugu ;/E@sh L1 Hindi Ll OFhers; SPECITY qwommmssmimsmmmsimaimiges
Doyourequire aninterpreter? [IYes [ONO  HYBSSPEOHY couviviinmiisiinimsssssiussisssmmmmssismmisssassssssnairisnisssnsssnsnsasssnessssnsnssnssnssnnss
Source of Information: /2 Patient (] Family L1 Others, 'SPRCITY st sy aiprsivisnisnsionsssssssserst sasiains
Allergies: [ Yesyzﬂo [ Medications [ Blood Transfusion ['] Food ST OB e s rseas Faveeoses raiae
IENVES ;IO s s i sissmenss s i o e b A EE Y e A R e AR P TS SR B v P
Chief Complaints: .................... i & .................................................... Doctor Notified on Admission: (¢ Yes [INo
................................ EC B> A BLAMX ... Nameofthe Doctor: @ﬁ,j\l@ﬁﬁ@(@\
e R T P D S SO L T G g Time NOtIEM: ...
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
<] S
Gynecology Assessment: [] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrial HISIORY: ..o Caesarean Section: [I1No []Yes Contraceptives: CkNo [ Yes
.............................. / Cervical Cerclage: ETNo [ Ves Vaginal Discharge: [0 ~ [J Yes
Onset of Menarche: .........ccoccovveeviinieecnn, Ectopic Pregnancy: Pfo  [Yes Post-Coital Bleeding: ®No [ Yes
Menstrual Cycle: [] Regular LHrregular | Myomectomy: ‘J/No/ ] Yes Infertility: [(INo [JYes
Last Menstrual Period: ........cccoevvevverreevenns Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G .....ccocovvvviinn P s ‘ .................. Iov— \ .................
Previous LSCS: ....................... Y. hz.g ....................................
Current Medication: [ None ] Yes, |f Yes, Fill the reconciliation form
Family History: Dmrmaliﬁes Detected
(] Heart Disease [ Hypertension LI Diabetes L1 Stroke [ Seizures  [] Kidney disease
[T Liver disease LT I IUBE: v crasi s e e om it et ¥ e o e s e e e b 4 e o8 S S e E R A e e
Vital Signs / Measurements: Temp: Gﬂrr’ HR: . &85...... RR: .25
Bp: Jl0.) 22 Weight: ........... Height: ......... BMI: .......
Pain Assessment:  Pain: [ Yes /Zﬁ-(h‘ Yes, complete the Pain Assessment / Reassessment Form)

i
Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0)
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Mrs M DEEPTHI ALEKHYA o -
07-01-1990 3BYSM20D !
Dr, RAJANI KUMAR b |

T - PHYSICAL ASSESSWENT

General Appearance: nyeaIthy LJill looking (] Anxious 1 Agitated L1 Others: ....eovvieieiieeeieein

Fall Assessment: [ | Yes [ Mo Score......... Q... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [1Yes [INO0 Score..../ Q... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
LI Mobility problem "I Walking Problem " M6 Abnormality Detected
"I Developmental Delay I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: Wrmality Detected
1 Overweight L] Poor Appetite > 3 Days L] Needs Therapeutic Diet.

[1Under Weight L] Diabetes Mellitus L Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
-0 & Cooperative [ Restless [ Depressed [] Agitated LI Confused

Inform consultant for positive criteria

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

2. Special Habits: Smoker: [ Yes C)}o/ Alcohol Abuse: []Yes D(Ne/ Drug Abuse: [ Yes L%

Orientation has been given regarding the following aspects: /
Call Bell in Reach : \24:‘ (] No Waste Disposal Explaines” [Yes /[ No

Infusion Pump : \;W(LI No Han‘d' Hygiene Explained: \y{'; No [ Others
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BY RAINBOW HOSPITAL
CONSENT FOR BLOOD TRANSFUSION Hospual | b
BAHK-00550150 |P26-00006664
Name: .....ccocevnnne. iy 135‘””1 oo By s AQE: .o Gender: Male[] Female=—

Dr. RAJANI KUMAR|

ET 117 11 [T/ — e

Type of Blood Product: [ Fresh Frozen Plasma [] Packed Red Blood Cells ] Random Donor Platelets
[ Cryoprecipitate [ Single Donor Platelet 1 Whole Blood
] Albumin ] Red Blood Cell [ Others ....ccoceeveeeecenenenes
O ..ot hereby give my consent for whole blood transfusion or

- the blood components as part of treatment of myself / my patient while being admitted at Rainbow Hospital. | have been
explained all the known risks of transfusion reactions. | have also been explained that the donor blood has been screened
for Human Immunodeficiency Virus antibodies, Hepatitis B surface antigen, Hepatitis C antibodies, Malaria and Syphilis. |
have also been explained that transfusion transmitted infections occur even with screened blood, especially if it is in. The
“window period” and also due to various other infections which have not been screened for. | also understand that any
blood components transfusions carries risk of transfusion associated reactions, fluid overload etc. which are generally
rare. The same risks apply for multiple transfusions too.

The doctor have explained to me about the alternative for this procedure that ................ccooiiiiiie e,

All the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treating me / my patient in

the language that | fully understand and | accept the same and give my consent for all transfusions (the whole blood / or

blood components Packed Red Blood Cells, Red Blood Cell, Platelets, Fresh Frozen Plasma, Cryoprecipitate etc.) to me /
™) my Patient during he present hospital stay and treatment.

Patient (Or Patient Relative / Guardian): Doctor (Who is talking the consent)

Signature: ............ @/ ............ ﬂ,\/\ .................. Signature: ..........coeee.... M"' ...........................
Name: ............ /1/\ ..... W .......................... Name: B Movwola

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

Date & Time ....... X.§ .k.g.)..aé...@..ﬂ..%épm Date & Time .......... 2¥Ioc (20, @ Danpr

Signature: ......... Q . WQ% .......................

‘ Witness
|
|

J Doc. No. : RCHBH/ FRM / CLINICAL / 014
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\\“\\\i\i\i\‘\\\\\\\\\\\\\\\\\\\\\\\\\ m. 5BLR9'“

BLOOD PRODUCTS TRANSFUSION MONITORING FORM

U NS VS S
Blood Group of the Patient: \A’PGQ-‘—.& ¥.S..... Blood Group on the Blood Bag: ..

Date: ..... Time: .ooovve.

& .'\. gOJPm ...............................
SR POV s

Blood Bank Issue No: ......

AT S
Date & Time of Starting Transfusion: f.& 1 A la,{’

.. Date of Collection: &\,{1\&5

-38Pm

Check for Correct Unit: .+~ Correct Patient: l__xl/

Blood products cross checked by: Nurse 1: ...........

Planned duration of Transfusion: .

A*Eellﬁ ...................... Nurse 2. ......

. Date of Expiry: 131#“[:.16

Madhmido....

Before starting transfusion vitals: Temp: . 6. FF HR.7:b.. RR: .20 BP: 13.01.80  Sp0, ... 99..
PLEASE MONITOR THE FOLLOWING:
i A
" . Hhi LI P?elggl?re SH0, F?ansyh Rignoyrs Breatrﬁgsysness APnr}clJt?lg:ﬁr
\ 38pm
28161l jsf'; 46 | 964F |1320180] 99 | - - -
aalolad | 00 | 6b | 96-6F 33l ag . :
ag|olab oMn | 4o | aef | aalgs| a8y | - ,
32 16/96 W oc” | 9FF | 12118y 99| - )
) 3
%16 125 Ebnké’” 44| gyar|as|3C] 98+
S <))
agld] | 46 [oF M| gy
ol AU | ) | atap |1l lees| - | - -

Comments: ...............

Name of the Incharge-Nurse: ..

A

Signature of the Incharge-Nurse: . K%j;r_n.m ......

Date & Time:

..... Fanal

Docu. No. : RCH /FRM / CLINICAL / 078

Name of the Nurse: ..

Signature of the Nurse: .

g%&b[eﬁqﬂﬂﬂmuﬁtmdw%@ .........
................... I T T T T N N

Mm ..............................

@ S.100p\ Date & Time: ....... &i’,\ ‘(&6@ ......... r";!gopw




Phone : 8790221175, 8341711775

SURYA BLOOD CENTRE

(Aunit of Telangana Deviopment Committee)

#3-6-150, First Floor, Indian Bank, Main Road, Himayatnagar, Hyderabad-29,
ic No. 111/HD/TS/2021/BC/G

PACKED RED CELLS I.P. 220-280 ml
Anticoagulant : CPDA Solution U.S.P.49 ml/63ml
Prepared froma VOLUNTARY DONOR / REPLACEMENT

Bood 4 A WO POSITIVE

Blood Bag No.: | | ?.:?. m%‘mm&é
TestedDate: D § = 245 Expiy Date: ¢ 3- i

&

Tested and Found Negative for HIV | & |l antibodies,
HBsAg, HCV antibodies, VDRL & Malaria Parasites.

CAUTION 1) Do not use if there Is any visible evidence of deteri
tion like haemolysis, clotting & discolourisation.
2) Storage temperature 2°-6° C.

3) Bring the Blood bag to room temperature befo
4) Do not keep the Blood Bag in De-Freezer com|
5) Shake gently before use. 6) Adminis r

7) Transfuse under msdlcq supervisiol

9) Use a fresh, sterile pyrogerJrec fo%al lmnsiusmnsetwlmmter.

10) Do not dispensg ¥t out prescription

11) Check Blo puUP & Rh Type on label and Recipient Group &
re b@fre administration.

12 match before use. 13) Appropiate compatible, cross
blood without a typical antibody in recipient should be used.
) If Hemolysin s present in ‘O’ Negative blood units it should be
transfused to the same blood group recipient only.
Please Note : It is advised that this Blood Bag which is stored in our Blood Centre
refrig at ideal temp: must be transf immediately without further

storing it. This Blood Bank bears no responsibility if this bag is further stored with-
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Dr, RAJANI KUMAR | Children’s Bll’tthght

AECFECRY AT Hospital _ | () mesonesms
BLOOD PRODUCTS TRANSFUSION MONITORING FORM

Date & Time of Starting Transfusion: 2.37[.‘.'..'%@..@.F.}.?F%Planned duration of Transfusion: ........... ?;\WW ...............
Check for Correct Unit: (1~ Correct Patient: [(l—""
Blood products cross checked by: Nurse 1: Mmﬂ‘ﬁ\ ..................... Nurse 2: VO*&H’“UU ...................

Before starting transfusion vitals: Temp: I8F... HR.FX... RR:.20.. BP: .l.\@..l?Hf( sp0, 9.2 1x...
PLEASE MONITOR THE FOLLOWING:

Date Time HR | Temperature ng:fm $p0, Ffarz] Rfér:)s;s o 'ﬁggsness Apnry(r) ,ﬁgﬂﬁr
')?46\26 15MI | 4. |48 [ U [y 44| - . . g
gHeleb] M | (g asp We|z0 | 264 o I - _
96 [26 " 68 | 3F  |96ls® | gr+| | - ~ -
asll] T | ot | afee |10l | agql - | - o
' ZTICpm _

aelitsd] W <t | qger [wleq|a] - [ ] - [ -
aﬂshjs. A by | atad 120l | oo _ B ) _

1Hr

Comments: I\&Q,@\QQQHOQ'M ......... b\mA@MR&%@
.............. @a&uws{’%@!&keﬂﬁ

Name of the Incharge-Nurse: \L&L{Uﬂi ............. Name of the Nurse: ............... “PﬂD“" ............................

Docu. No. : RCH /FRM / CLINICAL / 078



Phone : 8790221175, 8341711775

SURYA BLOOD CENTRE

(Aunit of Telangana Deviopment Committee)
#3-6-150, First Floor, Above Indian Bank, Main Road, Himayatnagar, Hyderabad-29.
Lic No. 111/HD/TS/2021/BC/G

PACKED RED CELLS L.P. 220-280 ml
Anticoagulant : CPDA Solution U.S.P. 49 ml / 63ml

Prepared froma VOLUNTARY DONOR / REPLACEMENT

oo CAY W2 POSITIVE

Tested Date { |4 -4 26 Expiry Date £,.S = ; -,

Blood BagNo.: | | G2 Voun@ Sedapf Colectintate | 424

Tested and Found Negative for HIV | & |l antibodies,
HBsAg, HCV antibodies, VDRL & Malaria Parasites.

CAUTION 1) Do not use if there is any visible evidence of deteriora-
tion like haemolysis, clotting & discolourisation.

2) Storage temperature 2°-6° C,

3) Bring the Blood bag to room temperature before transfusion.

4) Do not keep the Blood Bag in De-Freezer compartment in refrigerator.

5) Shake gently before use. 6) Administer wit w .
7) Transfuse under medical superv ﬁ

pe before administration.

12) Cross match before use. 13) Appropiate compatible, cross
matched blood without a typical antibody in recipient should be used.
14) If Hemolysin is present in 'O’ Negative blood units it should be
transfused to the same blood group recipient only.

Please Note : It is advised that this Blood Bag which is stored in our Blood Centre
refrigerator at ideal temperature must be transfused immediately without further

storing It. This Blood Bank bears no responsibility i this bag is further stored with-




BAH-00550150 1P26-00006664
Mrs M DEEPTHI ALEKHYA

07-01-1900 38Y3M20D (F)
Dr. RAJANI KUMAR|

1 e l ‘BirthRight‘

(..
\

CONSEN1 run pruuw 1ninNSFUSION Hospital | R TR
Name: .. Ma: M. Tee -ﬂlt.kﬁvca. ................... Age: ... 2G....... Gender: Male(] Femalgt]
UHID.No : B0 = OIS, S L Date: ....5‘2:?1.].6..‘%..6 ..........................

Type of Blood Product: [ Fresh Frozen Plasma _,lZ@cked Red Blood Cells [ Random Donor Platelets

o

O Cryoprecipitate [J Single Donor Platelet [J Whole Blood
(J Albumin ] Red Blood Cell (] Others .oceeeveeeveecevrenns
PX o Meu M S cepth. L Plekhgon hereby give my consent for whole blood transfusion or

the blood components as part of treatment o / my patient while being admitted at Rainbow Hospital. | have been
explained all the known risks of transfusion reactions. | have also been explained that the donor blood has been screened
for Human Immunodeficiency Virus antibodies, Hepatitis B surface antigen, Hepatitis C antibodies, Malaria and Syphilis. |
have also been explained that transfusion transmitted infections occur even with screened blood, especially if it is in. The
“window period” and also due to various other infections which have not been screened for. | also understand that any
blood components transfusions carries risk of transfusion associated reactions, fluid overload etc. which are generally
rare. The same risks apply for multiple transfusions too.

The doctor have explained to me about the alternative for this procedure that ..... N égao. abo)‘l:‘famiuuo'y .
,I]mmﬂu\w ..... TS oY Y R

All the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treatin@ my patient in
the language that | full erstand and | accept the same and give my consent for all transfusions (the whole blood / or
blood componentd Packed Red Blood Cells;Red Blood Cell, Platelets, Fresh Frozen Plasma, Cryoprecipitate etc.) to me /

my Patient during he present hospital stay and treatment.

Patient (Or Patient Relative / Gﬁiﬁan); Doctor (Who is talking the consent)
Signature: ..... P M‘@g_// ........................... Signature: (..
Name: ....P.ORRT €AM....... e Name: ........ SR .Sk...&

Date & Time 2?"6()6@[19 Pog.:. Date & Time ... 23 6.[26.a).. ]+ 20 Té, ¥ .

Witness
Signature: ................... g“”’ ............................
NAME: oo AL OTAR oo,

Doc. No. : RCHBH/ FRM / CLINICAL / 014
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Ref. No.: F/HW /CON/HR /05

= _ | INFORMED CONSENT FOR HIGH RISK

=
Rainbow*®
. - ’ . . e tti\ 27T \ .
Birthl}’lgm ﬁggg{&? s Patient Name : I"S‘S'{\\? .. Dicaihl. Age : %d',s

Toor Night 0 2 Sae Duvory & takes & lot o breat the bitie. Gender : O M L,D’F" IPINO. § cnvscsosvinssussisinssosnimsisnssessisssnvisinasrasssss
Ward / Bed NO. : ..ocovveerrererreecenererenssssenns Date : ..cvrerreenrseennenenes
IWe......... M. Nm\?(bf?' ........ have been explained by Dr........... R o;\.io.f.\.'\.. k‘""'\er.r

about the medical condition and the proposed procedure.
I/We have been told that our patient ............ Mr&“\e\‘-htﬁq DfCEL'has the

Following Medical Condition / Diagnosis

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

Proposed treatment / Procedure / Operation:

.............‘T.’.‘%Qm;.dﬁm@.(,Qh.:@....fcﬁg.\....qhdmqu!....b@gjcﬁtr.gkmp\....iﬁ....&.\eﬁsca.\ .........

|/ (We the relative / legal guardian) have been explained in the language understood by me / us,

about the medical condition mentioned above and that our patient has following risks involved

.......@%Ce.&ém@..bkﬂdﬁ\n%..b...,,.....nég.é....‘.‘g .. N qx&kus‘mn..g%..b(md...m...b.\.gﬁi...{?‘f?sﬂysk,

!

e DERA, %Qw%@\iy: textnave. aed.. {w\%r w mdmsc.mds. LI S

| / We have been explained that our patient carrier a higher risk than usual and there reason for the | / We have been informed
that the ongoing treatment in the ICU involves the risk of unsuccessful result, complication, temporary or permanent injury or
disability and even fatality from known or unforeseen causes and no guarantee or promises have been made to me / us
concerning the results |/ We have understood the consequences of not undergoing the proceed treatment. |/ We hereby give
(my / our) full consent for the above —mentioned treatment.

Name of the Doctor performing the procedure : ..........covuverrererens Q {.‘:....RQ/'.Q.‘.‘?:' k‘-‘"‘a ik

4

7, TR .
Patient Attendant : i@ﬁ Witness :
SIgNature : ..o, p.,\gdn ......................... ‘ Signature : d}a&}ﬂ»‘*gp—v ..........................
. O
Name ... [ ! S desirs Name : ... € AN A

Relationship with Patient: .......Se.l6............
. 9 :
Date & Time : .".A}-L.G..ll(g"@.""'g:‘g'qﬁ.m Date & Tlme T 3:\---\--5--]-.2‘.’-6"-@ ------- g-n"-(n’ ------ wefee

Doctor (who is taki

e consent) :
Signature : ... A8 = ——

NAME : ool £ e Neera oo
Date & Time : .......... 2He(26 (D

CIN : U85110TG1998PLC020914 www.rainbowhospitals.in







Rai_ni;/‘/%wf ® - o
INFORMED CONSENT FOR SURGERY OR £ olldrents .E,!Iillﬁi%'lf
SPECIAL PROCEDURE e
Patient Name : ./Y)...... O“jﬁ*‘g\@“ﬂz ..... B Gender: ] Male =-Female Age:...2 ..C.?a .................
UHIDNO : oo ORr1-7003S U0 Date : ..... 2 358 252
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.

I 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.

I 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.

Bf&e_p(‘-mj ______ Weuad. (Nfechan, i

R e MNP Hove iy, . Clenn, o] Teek
—ffjoWh*Wj ..... O ST

My signature on this form indicates that
m 1. Ihave read and understood the information provided in this form
2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.
3. Ihave had a chance to ask my surgeon questions.
4. |have received 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: DPﬂun ..... Lo /Qudf'ﬂ’m&
Consentee : P Patient Attendant :
Signature : .........coccoo..... ﬁ;" ............................ Signature : @QAU&“R‘CH ................................
Name: ..M. Deeptn A fﬁLﬂ\jq« Name : Q\}\G"‘)gﬁ"” ...............................
Date & Time : ... 271 0¢/ 2t 2. To .. Relationship with Patient: ...... -{\.SAAN D ...
Date & Time : ...22[C[222¢ C .28k .

\:itnetss : gﬂl Doctor (who is taking the consent) :

e e Tl SIGNAUTE oo e
Nam: g_&{'ﬁ/u\o\ """""""" N:me : ?)mfm“t“ ..................................
Date & Time :...2. 3412525 S L0 Date & Time : ... 2. 28/ 2sxe S . Thm.......

\ Docu. No. : RCH /FRM / CLINICAL / 027 ,
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CONSENT FORM FOR GENERAL / Cambows | @ BirthRight
REGIONAL ANAESTHESIA / Hospital _ | [ auseoruesnss

MONITORED ANESTHESIA CARE

patient Name : ..[M20.. . M:1D)ee Pl DLeknyd. . Age: D..... Gender: Male O Female [3~~

UHID NO: BoP4.=.00.5.59).50......... Surgeon Name: ... .. SN KUMBRY o)

Anaesthesiologist : %Qﬁt&l\el%ﬁm\( ....................................................................................
Operative procedure planned : QP&NMVDM(:LTOMV ........ - HMSTeRecTOoMY

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

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

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

/B’ﬁ:s S -\ \&c.ch(\\?;Han-}cmmﬂ;Nchto)'ho.n;[.mm,—jfm\zlemﬁapuachm
DONINTIONES © o ooioiiin: ooy imsnmiinnBncsinss oo ssomiub e 3 Tt USAY s bieGime sae HGea SR e S e mR R e e s s e

» Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY
| hereby authorize Rainbow Hospital & its authorized doctors _to perform upon -me// my patient

MmMDGEPWl-lem% the above mentioned operdtion / Diagnostic / Therapeutic procedures
OPen. MYOMECTOMY. ... e IS TERECTOMY e

| authorize and give consent for anaesthesimal / O General Anesthesia / 0 Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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




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

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

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

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

- Pregnant: O Yes Vl]’ﬂo

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness :

Signature : @ ....................................................... Signature : ﬁp ............. =< S

Name : ...... /n@blf?av ....................................... Name : ........... G o NN s

Relationship with Patient: QE/L(,/ .......................... Date & Time : ‘L?’lﬁ;bﬁ@"tl Sofn,
Date & Time : 9H6[%@Q§Qﬁm

Doctor (who is taking the consent) :

Date & Time : &4)@]&69%0



2z
Rainbow”

Department of Anaesthesiology Childrems k1 BirthRigh £
RS TRBIC FUALLATION rospital | (et

Name: Nﬁr"\ﬁe‘ﬁh Mﬂk ............ Age: 3’93(‘“ SEX: oo UHID.No : ... RAR-D0CAIED..........
DAtE: ..o ZA}'W ............. TiMe: oo, 2D Proposed Operggon ‘do ...................... on é-?otm 3

DIAgNOSIS: +.vvoveeeeeevrrerenen A ‘?\‘, ..... W .............................................................................................................................
B.P/CRT: “\\\@"w‘% W Weight: S'i% ASA Physical Status: _11/73 04 05

5oL Laborajory Data:
Hgb: ‘3'\%‘, Glucoses \\lﬂiﬁ\s—ﬁotem ......... 6“ ..............

X-Ray: ............

POV: oot Urea: . lM\JL— ap: RS ECG: . Tdin @ avF -
wac: .. Xe\0CeU4 Creat: . ﬁru"h\&\&l— Totalgit: 0224, <M3 2D Echo: 5!05*&41 L d“‘-‘w‘—
Plate: .23 OW& | = —— Dir. Bill: . Stress/Anglo: ..
R e . LDH: . ? Other: il ’5‘:'}'
OPTT: 33 ‘l Cat+: v Alk phos L{l - owvacd Te.
PN INR: . Mg+ + . Amylase: . TSH----~3’--13~-P-IU‘"\L'
. %Q‘L_, \Qg"f, Gl . SGOT/SGPT.. \bd{ll‘b Allergies:  N¢DB - (\'X\J&T AUERGY)
Medical History: CVS: Neo 3 At - )
edical History thatt epio | plpitaetions | RueaSiesmy Hypotiyid Rince p

RSP 1 Quasional (oug

Diabetes : Nit)

onTab . ThyonBow &g Ob -

o5 oo Leipure | TR — Rypelonve. G

Renal ; ' thobit - on Yol ProLowET-Av 5!15‘
Hepatic  GE - Physical Actrty: Ackiee Chniewe)
ek WIWG—W 3

D o
Past Anaesthetic History: \ ?‘w W v Qﬁmﬂ_f"wﬁ"‘ '

Physical Exam:

MP1(-)4

Airway:

Mouth Opening: I\ 4 quale Mentohyoid Distance: @

Neck: @ Teeth: Qoo

Lungs : 9, At @ Rear~

Heart: (‘(\g)@

W Ruly Ulenae  with Mt
Rowtds

ONS: AD

(114 XA 36 www) lg.[&u{—(}a_

Pregnant: [Yes_pﬁ]/ CINA

Venous Access Site : Nm@d*Spme Exam for regional : T\ dAfue

Anaesthetic Plan: I MAC P)?ﬁi;l_%NAL ] GA-ETT [ LMA

(IR tiple Pntvasnet Qubcenze

B g

Peri-Operative Plan Explained to the Patient: \D)B(

lwictal Yjowi dc, Dsqut

nn 211
Vesvol-d I3 xt3om
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: k A )
: 'L N Hue 1. DVT Prophylaxis :
l A g ob 2. NIL 0RAL<:WWFS(]‘ Explaied -
T Ngtopetad 4 Arflodiptne. S|E BD. T A
< ! - 3. Informed Consen Standard High Risk

4. Post Operative Pain Management:

Discussed with Patient

5. Qther Instructions:

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

\@ ?Q%b
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Pre Induction Assessiivu..

A

.r//é
Rainbow® ® - . %
hil s BirthRight
NAESTHESIA CHART E.O;g{f;.'s .wg

Ei

Change in Patient Condition: 1 Yes [IAG Fasting Status: -f-'tc'eql_mj——&
~ Physical Status: AZ/Pat'ient |dentified _+~ Consent Present 7" Chart Reviewed
1
HR. 90 ]ain | B.P/CRT: m-thc,, [0 9] ¢ PA [RR._ IQJmn " |LastFeed > G,
Pre-OP Diagnosis: Fierain. Uterus... . Operatmn Orent. VY, OMHTQM\J - ,T}ng‘ L0126
0 a ~ 1o TIOCTUuUr?
Surger.)ncf:}Y OJH ....... C.tm,mk V) %ﬂ’ sthesiolggist: cﬁ]‘ Caj{uf’al é@nuﬂ‘echmman ...... Pallavi.....
o7 H SO oo 0 1 tapo TRM T
NorAlr{fo LM UM adn s
HALO /SO TSEVO ; U Antibiotic
Drugs:
J Y
,_ﬂd_DNQa.JC.r——T RO 415rkaﬂ 1 ety
+ I MIOAZ oM 1V Dic o Fens
ég::mﬂm_mm PO g1 lOOuﬁ PR
\
!-_ﬂf_‘uL = NNV STené Y Blood Loss
A A L
M~ ] i P j i J e ] 400@
E*Tﬂéof\sfgl Q‘#;l [SET 9’1‘1’] OIF;rI FIR/. ‘197‘! fDUrI 10g/ 1y Aioey. TOQITO0E l'Uq j
ECG_ SR ISE[SRISR SK K ISRISE R [EK ISP EP
Temperature - =
Urine Outpt_ 9 <1y 7 NOTES
SORC T Glplan
P A P
20 P
P 240 H .
v 'sytolic * 3 Th
A Diastolic -
X M :
. H;ﬁ: Rate 180 Mml'm
Towrni n Tim <
e R = ney
140 VN i 4
Throat Pack In N 4 < \QQ
Throat Pack Dut 120 . ’
A : .i
100 \ y 7
80 AT P N et
60 S [ C
40 - Lah - E ™
20 -
10
0
Ia:%%\_@u b= fr- oY I el b= £ l-(_e =20 .
LAB Values P WEYS =1 T N
| ' [erBS
(Others
#” Equipment Checked and Temp: Induction Regional:
(J/Functional ) 7] HME |, 1 Fluid Warmer Ow [1Inhal Extremity Specﬁy C.GIT\EI ?ﬁ
P [C1 Cligg Film ] OH Warmer [ PreQ, [IRSI |_JSpinal psdural [ Caudal
uff Site: ‘.U.L‘ ._'7H)ugger's [ Cotton Waol 1 Others Others: .
Art Site: [ Other =5 =58k Position: . En{:hg
V,/ il n‘ Times: 0 Arway  ClOml [ Nasal Site: .
: . 0 O CiNasal | Siter A T U
] 1o e i ) Anaes Start: |1 - 36, . ETT# v By cm Needie Size: - | 8 (4 ....... Depth: AN
L1 FIO, Monitor : = e —
3 nt Monitor OP Start: .......L L Bm Oral [ Nasal [ Cuff Parasthesia [ Yes .,Zﬂa
%ﬁ,ﬂse Oximeter 0P End: .. & 20 o O Tracheostumy[TaplcaL Catheter at skin .. 2
- O Drug:.. o: H \Y.. BuPvEhING
1 Capnograph Leave UH o] Y2E Pm = Drug Ngae & Conc; 5 (2 5) \
[ Ventilator Anaesthesia: ] Awake [ Direct Vision Bolus: ° SN FG-NTQINVL
1 Nerve Stimulator [ GA [T1 Video Laryngoscopy [ Stylette / Bougie Infusion: . ..
yonnured Anaesthesia Care ] Fiberoptic Block Level: ..
Position: . Regional Blade## ... AHEMPIS: ..ot Cofimaiiss.
J/bfessufe Poins Checked ; DIFICUIY WRY? oo reerssseceeseseressene
Line (Size & Location) Trfl_l'lsportatlun to E(‘
Eye Care: QP . Bilat = BS LI PACU Icy (] Other =
[1 Qint Viﬁ\'ﬂT: | Semi-Closed Circle Relaxant Reversed [ Yes O TB C1NA
S Tape 42T e (7 L1 friased Circle Name of the Dottor AL T4 CAKa. ..........
[ Padding V. [] Other ' s
C] Awake L/g]w; Signature of theL \J-
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Or. RAJANI KUMARI

 POST-ANAES 1 HEdIA LAne uNIT RECORD

%
Rainbow® . o
Children’s ® BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Received in PACU DY & oo N N Time Received : ... Time Discharged : ........coocevveeereene.
gi’g ijg IV Cannula Site : “’WSL
w 230 230 | 1 0,Mask [J Nasal Prongs
% ;fg ifg [] Tracheostomy [ T-Piece
@ 200 200 | [ Oral Airway [] Nasal Airway
oc 190 180 ‘
= 180 180 - B N
o 170 170 | Vomiting : []Yes {MNo Drug: .oeeveeen S
= o 190 | NG Tube: O Yes [4M0
0 150
v :;g jlgg Drain: CYes (A6
A 120 A 120 | Urinary CathetM Yes []No
110
ﬁ :;g 1 7 / \\ ) y 100 | Chest Tube: [JYes [INo
20 \ / ] 90 0
2 oo /L . 203 P Nil Oral I Yes [INo
70 o Lo
N i - t 60 IV Fluids: . H—
w 50 50 Oral Feeds: .................
e 40 40
7 30 b 30
20 N 20
10 y A= i 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 20 160 1 9% ouTt SCORING INTERPRETATION
Al oo % i sobat o on Somirent 21 acmry )| 421, A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 ~ Discharge
Able to deep breathe & cough freely =2 2
Dyspnea or limited breathing =1 RESPIRATION . . : :
Apneic =0 = L\L Exceptions to this, are to be explained in the
8P + 20 of Pre Anaesthetic | =2 : i i inian:
8P = 20-50 of Pre Anaesthetc leve =7 CIRCULATION 2, space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0 2] 2 —2_
Fully awake =2 . " n 2.
Arousable on calli =1 CONSCIOUSNESS K
Nglfs P mjllu e =0 . Db |2
Pink =2
Pas, dusky, botchy, undiced, cther =1 COLOR 242 | 21
Cyanotic =0 Z—
B
TOTAL Gt T \C,- LO
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
ML [ Lopm oho | Aorond  Re-duckererd oider A\
| |
} L4 —
9—‘%‘4 AP 1\ N e 4_3'1 ‘&Q\k
9\"%@ 2 opin O Lo Lba-pm_& &
Al
24 | 4pen | alo Mond N

Pain Tool Used: [ N'‘PASS [J FLACC

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

1 Wong 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
a.  Every 2 hours for first 24 hours
b After 24 hours every 4 hours
c.  Priorto pain reliving intervention
d With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): XM ....... f}(ooff g]}
Date & Time:, thl ( ............ ‘QFM




BAH-00550150 IP26-00006664
Mrs M DEEPTHI ALEKHYA e
07-01-1880 JIYSMZOD (F) Rainb‘:gw°
DOr. RAJAN| KUM . . ™~
o Chidren's | R BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery

Ueparument o1 Anaestesiology

EPIDURAL ANALGESIA RECORD

n:3Am
Timesk-kel® ... Procedure done by ._DX....

Position : S.t.\:'.'a'. 9 Space 0\5-1‘1 ......... Technique (LORADS)
A.cm...... S, Attempts : ......

Parasthesia : Ye yes CIBUAMES 7 vmieigivsimcnitionyisommine it enm s e N R A AR s A T e s

Solution Composition : .0..0.&.2.3./.. ;E)UPIVF&CHING
0 125/ BuPvAEINE +amLUlu! FentaNyL

Date: &4’(9,&6

Dﬁpinal /Epidural

Depth: .......

Catheter at Skin: ...~

Any other issues :

D e P S R U SO O SO O . 7 D
1 OO T SO U U L SO AR
. Infusion Rate Level Maternal
Time (mllhr) Bolus (ml) Left Right B_P Pulse FHR Comments
=:00p s "8 |l 0-0625]. Burv Aching
| ! af €
3:5p 1ol | Ty - Ty |19 za) 08/ LIGNOCAIN
Y\ Spm Iomlu__lg To— T2 'S Halui 0'0625/‘. Bopivacsine
Suopn| 18 il To-Te PR P8fnn 070625 Buevecan
' ' /. MNE
G- 40pm 3 ml T~ T3 'aQL 44’!'% 0 %/ ?MONDC o \
S CERW W O AT
' -
| il
N . !
8]6|26 -
. 19:30pm S_M!'LJ Ty T’L o 32 -‘46}.;-» »
\
9
Delivery Details : ~ Time : ......ccovevvvennnne APGAR: ........cocrvene. SVD / Instrumental / LSCS (if L

etails)
i TFm\—ud—&ﬂGr:GWGUfﬂ;

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

Catheter Removed by and Tip Inspected : CEN
Patient Satisfaction : ...............! C

Discharge /Shifting orderf\t‘jwby
Doctor Signature: .
Doctor Name: .

Date and Time :
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Patient St Efker Z['-% Children’s . Blrtthght
- —_— Hospital . BY RAINBOW HOSPITALS
It takes 2 lot to treat the little. Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS
Date: }"Tlélﬂ——@ Time: ......... Sl/:‘—/P"‘l

Origin: .. ,Inolimy\ s HRIONE oMo Weight:...xS.S..kﬂ...,.... BME: oo,

Food Allergies: ........... I ettt

Diagnosis: ...... FZ] D“I,SZPQD&NN@OWOﬁ*HGJM@WM
Medical History: At‘an} ol)ud)%rjvan (}m .......................................................................................

Surgical History: ........ hLSCS-—L ..............................................................................................................................

jﬁlegetarian [ Non-Vegetarian ] Vegan

Diet AdVISEd: ...........cc. S0t qO}‘if ...........................................................................................................

Patient's / Attendant’s Dietician’s

Signature: .. B “Q‘"; ........................... Signature: ......... &7 ...........................................

Name: ............... ,Dﬁ.&r?.";‘frtf ............................ Name: ...... _QI’H’WAM*G; ........................
Date & Time: . 9/”]‘6 }6, rl‘fP"") Date & Time: }ﬁ"/}f ) 6"[:)_&9»-1

Doc. No. : RCH / FRM / CLINICAL / 186 (PT.0)
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Rainbow” . L
Children’s @ BirthRight
PATIENT TRANSFER FORM Hosphal | . b i
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
BAH-00550150 IP26-00006664 ’
Mrs M 5 : :
A 2226 @8:bmm | 214 @110
B L ety s st
MU@ e Ctom i
VR- Manigha
From Unit To Unit Information to Attendant
Yes No[ |
AL o7 i
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
Yes[ | No |
- If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity

; RC — €aaml _ ()

4,

5.
Shifting Summary / Notes Written by Doctor: ~ Yeg=—__ No| |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Cus: Ve DR . gwoctvdy  prarlSha

Patient & Clinical Records Received by : 5‘\0_,0)\9'\ EQ/

P

Date & Time of Patient Received : m\% \\W

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
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Rain

Child_r(c)evr‘:’s @ girthRight
PATIENT TRANSFER FORM Hospital, .—L—
—  BAH-00550150 |P26-00006664
[ ':1:;:1:::”“ A::'\‘r":: 00 () Date & Time of Admission Date & Time of Transfer Order
Dr. RAJANI KUMARI ' / } Q
N QHERE @,
[ Treating Consultant Name Transfer Ordered by Reason for Transfer

B SomiY’

OBMM

From Unit

or

Pre— gl

Information to Attendant

Yesgy No[ |

Number of Sheets in Clinical File

Number of Imagi’ng Films

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

8 ik - Yes| ] NoFT
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. ltem Name Quantity
1 R 0]
2.
3.
4,
5

Shifting Summary / Notes Written by Doctor :

Yes| | No[ |

ture of Person who is Transferring

Name of Person Ordered Transfer

B - danly

Patient & Clinical Records Received b‘;:

Date & Time of Patient Received :

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

(] Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

[_| Nurse not Available

[ ] Available Bed not ready
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'Q?)é Rainbow® 3 ; ey
6 ~0000? s Children’s | @ BirthRight
7 Hospital_ | () rsmeonosme:
NARCOTIC PRESCRIPTION FORM %
(PATIENT COPY)
Patient Name:  [¥¥=, - Déepl ho Age: 6T Gender: F\‘?—(Y)oJQ
UHDNo:  BAH=~ Co T 9BNo: A6 - oo 666 YDate: 13“ '16 Tme: 1l HoAM
Diagnosis: yStoe.C oy
v PRESCRIPTION DETAILS (Tick only one of the following)
S.No ~ Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50meg/MI oo ey one
2. | Morphine Sulphate Inj, 15mg/Mi v
3. | Remifentanil Hydrochloride Inj. 2MG
" | Remifentanil Hydrochloride inj. 1MG
DoctorName: PR Sk Neshp Doctor Registration No:
\o ‘rsr4<rFMp]o=|:12§
Signature@:,/
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
- 0 X
IP Registration No: 26000666(4 ......... Date: ....... D G){D))E .........
Aadhaar No. of the Patient (Optional): .........cc.cccviiiiiieriiis i sre e e ene s
A. Name : Hno -y QMWL@ L0\0n7
2. | Complete postal address (with contact number, if any) ( heo P"/u’}/ 1"3 durer boud
3. | Brief description of the illness c pL cl UV X
4 Whether registered with any other registered medical practioner / gz
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed :\-NT .‘ Feﬂ‘i‘ on V/(
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
y Patient Attender
>0 | TeT | Pentanyd [
Dispensed by (Name & ID No.): .............. 50' "!C\ (( (’ ’ qu 4 L) ............... BRI, ol i e oA S
[ 2 Eiey A€ { pvha—
Received by (Name & ID No.): ............. ‘\\\' : w\\\’ O ....... 60‘1 \‘)\ ..................... Signature: ....... ‘.[. t ......................
TR T e O

Docu. No: RCH/ FRM/ CLINICAL / 133







'I\\%

Rainbow® &

A DS A D Children’ BirthRight
2b 002021 ospital - | (@) zmaeni:
NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)
Patient Name:, rite - Desp b Age: o/ ) Gender: v . [a,

UHID No: L0 U= COTSanC, IPNo;i =toca bbbl Date: - Sl fad Tme gt ' Lo Apn

Diagnosis: Hu,- { a2 ¢ o

J PRESCQI_PTION DETAILS (Tick only one of the following)

S.No Drug Name Dosage Remarks

1. | Fentanyl Citrate Inj. 50mcg/MI g ¢ a ONE

2. | Morphine Sulphate Inj. 15mg/MI \ 5

3. | Remifentanil Hydrochloride Inj. 2MG

J"'\_: 4. | Remifentanil Hydrochloride inj. 1MG
Doctor Name: 1 ¢ ~u . )£ b1 ) Doctor Registration No:
\ ' T [F™M )FA2S
Signature:u-.\ \»; o~ ; 'F F ’ 04
AT .
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Detalis of the Patient to whom Essential Narcotic Drugs Dispensed)
¢ A2 1 Iu7
IP Registration No: 0.7 Q2 90 L L0 Mo Date: *J‘.. .............
AadhaarNo: of the Patient{OpHonal)i . bt iy saties s osewagivei fesvds s aiaivss
A1. Name : i ke 3 Remarks | o (o\on
, 2. | Complete postal address (with contact number, if any) ( hoden oy I diren Boud

3. | Brief description of the illness ol 1 Ly

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 \a) T Eand ANn\e

x Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
e | 1oy | eentanud |

Dispensed by (Name & IDNo.): ............ PRARERY « S "" ................... 2P  N A L E SE p
Received by (Name & IDNo.): ......... | 3o 05 B Yo, L W e =TT i O
15 51 RO S s W

Docu. No: RCH/ FRM/ CLINICAL / 133
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96 —000.020F 339 NG %BirthRight'

Hospital 8Y RAINBOW HOSPITALS

1t toskes 3 et to treat the Mue.

NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)

Al A . I ! o 1 I — ﬂ
Patient Name: MJS . ‘U‘Pﬂew Ny _Ne L\r\kj@\ Age: { ., Gender oA e
UHID No: ¥+~ UC;“""’Q "SOpNo: o~ OOOD 665bate: 410l 26ije: Ifﬂm
Diagnosis: T3 e (o |
PRESCRIPTION DETAILS (Tick only one of the following) :
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI leoMm( q © ]\‘F
2. | Morphine Sulphate Inj. 15mg/Mi v
: 3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. 1MG
Doctor Name: DR sk -AYESHA Doctor Registratipn No: :
R ‘rsMcr}MPICWW;)\
Signature:
—- \:S
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensedé [ 4
&b oo J 20
IP Registration No: 00666 (71"’ DR 26
Aadhaar No. of the Patient (Optional): ...........cccoeeriiiie i
-~
.. | Name: LINp— M"Whﬁl’\ay (O’ONZ
2. | Complete postal address (with contact number, if any) C l/u()’ ‘0 27] 1 ‘T‘T cJa Vé}"e" : C' 4 dll’f/
3. | Brief description of the illness & ‘7 ?dAJ Y\_Ol.ﬂ _
4 Whether registered with any other registered medical practioner / et
" | recognized medical institution ( If yes, details of the recorded) T L N
)
5. | Details of essential Narcofic drug dispensed 22 Y :}“0 nte ru(j/r Z
Signature/ Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
\ s Tt 0N . Patient Attender
G TV e BT DNE| ¢ - —
4 ,
: o
C AT :
Dispensed by (Name & ID No.): ..... bﬂlQ{(O'&UUl)' ......................... Signature:
Received by (Name & IDNo.): ...... [/ MW"'MMU"(O “4{,/) ............... Signature: ...... / .....................
SIRE 00 v s s s

Docu. No: RCH/ FRM/ CLINICAL /133
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Rainbow .

BY RAINBOW HOSPITALS

Y, 00020 %Z39 1 Children's .BirthRight‘

Hospital

I8 takes 3 It to treat the Rile,

NARCOTIC PRESCRIPTION FORM

Your Ri un“n a Sale Delivery

(MEDICAL RECORD)
Patient Name /€ , (V) 1 Ul}-': 1{\1-,:- pIyey  Age: Gender |- opaoaid_
UHID Nofy 14 = € CCC ¢ IP NoS)L ~ Ao G4 | Date: < | f,‘ 2 [ Time: ¥ £y
Diagnosis: {H v ¢ i ‘t.l ' ' §o
PRESCRIPTION BETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI lomimceq A }E
2. | Morphine Sulphate Inj, 15mg/M UT
# 3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. 1MG
Doctor Namei ™ §: - = ) - FYME = Doctor Registration No:
\ T &R A rA Y™
Signature:~\z\,\;/ I‘ ‘ f
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
. P i,
= £ - -I=J'“ )2
IP Registration No: V’/ ........ RO 6.4 LE6.4 Date: ..ocrrore. ol 10|, 2,02 6
- Aadhaar No. of the Patient (OptONEL): .......coiviieie it
o 1. | Name: Remarks, | .
- ','}L_.'.f\f hay £ olany
2. | Complete postal address (with contact number, if any) ' [" -| m”. | Ly oy VO (,, G b Vi V,n}
3. | Brief description of the illness ;;'P; I;!., I noy
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) = A
11 \ "
5. | Details of essential Narcotic drug dispensed A ‘l G pnto Y {
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
: 5 Patient Attender
I 708 Pernbral pre | 7 :
3R
Dispensed by (Name & ID No.): .2 MLEL.. ( '“f“‘) ........................... Siemaling: =, ol T
Received by (Name & ID Now): .. L. A4 LR BRE 8. Lo 0 Lo fondvinidonrnnninennsn SIGNAEUGE: .o Ll loiniiinsiinniiiiistins,
e n, N R e,

Docu. No: RCH/FRM/ CLINICAL / 133
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©O00 2.0 SSc"g‘DIChildren’s

z
Rainbow”

@ BirthRight
BY RAINBOW HDSPITAI_‘;
Yourﬁnhu aSaNrDal very

Hospital

Tt talos & ket to treat the e,

NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)
o . | > 2
PatientName: ™|y < , M Dey P’”'\tlj Alelkh Wge: 36! . Gender: F‘QW
UHDNo: 127+ - OOS SN0 o6 ©0006EE0ate: X6 | 2Gme: || % 32 PID
Diagnosis: LA H oM oM (d
PRESCRIPTION EETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/Mi | oome 9 ONE
2. | Morphine Sulphate Inj. 15mg/MI v
we=3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. 1MG
Doctor Name: Tr Sk AVESHA Doctor Re;PnstFnon }O NI
ba Y. B8 L
Signature: w e
\
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: IPD{)—“OOOOéééq, Date: 99!6{90) 6

Aadhaar NoJ of the Patient (OpHonal): ..........oceereasueribonssssesacssersasssonsaansasesassssassssasnsssesnsass

4 }m«d

AT | Name: Remarks
e Py =)0 \G(?-!uojfn\r
2. | Complete postal address (with contact number, if any) C L\ oy }a m l [ ld— Sh ) | Qd C{ ¢ y,_q
3. | Brief description of the iiness & p?du haﬂ
4 Whether registered with any other registered medical practioner / )
| recognized medical institution ( If yes, details of the recorded) NeXA ]
5. | Details of essential Narcotic drug dispensed in ) 'T’“& nia N d’f
Signature / Thumb y
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Lakle Qo 0 Patient Attender
Aot IW) %@nwl"?ﬁ oNE PFAuLNp.
ani \ 7-
Dispensed by (Name & IDNo.): ..... :) ........ 64 O : 'EL! ......................................... o7t (1T R T et M= e AN
¢ (g J{: aluly /7 g1/ ; / /
Received DYINAME & NG, i i s itz e navnets ot e e esm s s mvnbasioney OIGNANRE! Lo s Sl oh iramat ifoissas seonsns

Time: ... fa

| &35

Docu. No: RCH/FRM/ CLINICAL / 133
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Rainbow”® &

Children’s .BirthRight’

BY RAINBOW HOSPITALS

Hospital

It tokes a kot to treat the bitle,

NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)

Your Righl 10 & Sale Delivery

Patient Name: f"lé ¢ . M Dhev i}f VAN Lf v ‘}.ﬁ E Age: "2( Gender: }ﬂf'fY\{’ f

UHID No: [ Aok OO ('"‘a!ghlp No: QF. ,-.Orm(‘;é['_Date &3 16 J 5 £, Time: | ’ Y 32 PN

Diagnosis: SARY N 5Y 2 ALY e (1

PRESCRIPTION DETAILS (Tick only one of the following)

S.No Drug Name Dosage Remarks

Fentanyl Citrate Inj. 50mcg/MI \onimea N E

Morphine Sulphate Inj. 15mg/MI

Remifentanil Hydrochloride Inj. 2MG

el e [ e

Remifentanil Hydrochloride inj. 1MG

Doctor Name:| ¥ e AL a2 Doctor Reg|lstrat|on No:
Jis r apA F g }
Slgnature;..:f' A : N>

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

IP Registration No: .. ‘}érq ‘ Date: P, , ( {9 02 4

Azdhaaiaitf the!Patert EOBHORALY: ... ..oy it bl ey e saaasvies ves i s vighs

£5 | 1. | Name: Remarks

2. | Complete postal address (with contact number, if any) L ;

3. | Brief description of the illness e P" ,1‘! 1yt !l

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 % ) t prﬁ/; Ny f

Signature / Thumb
f the Essential Narcotic Drugs Quantity | Impression of the patient/ Remarks, if any
Date .0 Patient Attender

iy \[3‘} TV ‘f'-vp ar 4 ; oNE ‘fﬂ_‘_"‘\,:;_s._f.ﬂr.-

l,‘]

.. . ,ﬂ
W O L o ) e SIGNAUIEL e

U\spelﬁ&ﬁ by (Name D NOJ 2ot

Reenved 0 (Name & D VTN —
YR =

o, No; RCH/ FRM/ CLINICAL! 133

v SIGNARUME: .. £l ot cnrsines saitrnnssonns

VV———”
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Rainbow®

Children's | @ BirthRight

Hospital

It takes & ket o treat the Rte,

NARCOTIC PRESCRIPTION FORM

B\' R@NBOW lHl?SPITALS
Your Ri ight (o a Safe Delivery

(PATIENT COPY)
PatentName: RS 11 DEET T H ] RLEKF YFhee 60T Gender Fe ma €]
UHDNo: - [3 ) H ~006h9) I-)GPNO 2b- COCOL6blpate: 25T [ Lrime: C-GO PN
Diagnosis: Mj\ TSR "1
PRESCRIPTION DETAILS (Tick only one of the following)

S.No ~ Drug Name Dosage Remarks

1. | Fentanyl Citrate Inj. 50meg/MI 1O My FITRAx
| Morphine Sulphate Inj. 15mg/M

3. | Remifentanil Hydrochloride Inj. 2MG

4. | Remifentanil Hydrochloride inj. 1MG

Doctor Name: DR -5k -AYeSHA

\
Signatur@‘/

Do BT A ¢ ‘ 09I 2%

o

>

!

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
Registration No: ?é@@@@(éé(; Date: 6)1/[/{26

aMydhaar Noiofithe Patient (OpHORBI): .............cc.cceirerearimnnserocsssmesnyssnssassmebrasmsssadinasiosssao

1. | Name: Remarks
11__} B iy _1_(:‘( ﬁﬁ:i\f;;;_:ﬁ&'\@‘ + /
2. | Complete postal address (with contact number, if any) CRAUD JPCJ f . ~ j(‘J(-'fC(;n. ‘89,‘ Q/
3. | Brief description of the illness N A
4 Whether registered with any other registered medical practioner / A
" | recognized medical institution ( If yes, details of the recorded) N1
5.I Details of essential Narcotic drug dispensed
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
& 4 Patient Attender -
R FestToanyA ; e
O d by (Name & IDNo)): ... Sohip / b L" \ .. Signature: ...... ( ...........................
spense
)«’)ct_dé\,um /a (I )\’fa_dﬁu . Signature: .. TR/’O{Q/&«V\ .....
Received by(Nm&lDNo) Ll A7)
&
TR i SRRy - 20 g :

Docu. No: RCH/ FRM/ CLINICAL /133
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Rainbow®
Children’s
Hospital

it takes a bt to treat the ittle.

BirthRight

BY RAINBOW HOSPITALS
Your ﬁi'qhi 10 a Sale 0eiunry

NARCOTIC PRESCRIPTION FORM

(MEDICAL RECORD)
Patient Name:r | ¢ = LY ) £ K-\ R A 3y | Gender. | ,
UHIDNo: (| e 511 P No:'_j_" L (.{; Date: 91 JT |€) /. Time: A}
Diagnosis: ;
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI
£
"2. | Morphine Sulphate Inj. 15mg/Mi
3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. 1MG
Doctor Name: [' kA SHA Doctor Registration No:
| TSMC L pa? |
Signature: '
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: ........ ! e 2K, o8k AR Date: /f
@™ Aadhaar No. of the Patient (Optional): ..........cccieiiiiin e veees e s se e sren
1. | Name: Remarks
2. | Complete postal address (with contact number, if any) d : 1 . f 4 £
3. | Brief description of the illness
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) F
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
2314 fen ionMA
Dispensed by (Name & ID No.): .......... LR T S R i Signature; ... SR . oeiiiseren
Received by (Name & 10 No.): i;}”rl Signature: ... L&A QL At .. ..
: fo/L !Q"r-‘ /
TR SR oo
G Q. KGH ( FRAG( CLINICAL 1 133
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Rainbow"® &

26 -00002 03600 Children’s BirthRight
tospital _ | | oo
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name: /Vb,,g M. INQCY{ALL\ J&CKLMC Age: 3& L/, , Gender. e anLQ
UHDNo: BAM - DOF 515 gPNo: D6 - 0000666 uDate: D7 o Tme: 9 Sl AM
Diagnosis: opet  Mupy VL.C/—t Orruy o7
PRESCRIPTION'DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/M| L 0DNNCo, o\
2. | Morphine Sulphate Inj. 15mg/M <
3. | Remifentanil Hydrochloride Inj. 2MG \
~| 4. [ Remifentanil Hydrochloride inj MG Ry
2 Doctor Name: ’A Doctor Registration No: éj{g’ 7,'-7
el 10 (1wl

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dlspens?d)
)

f
IP Registration No: . { OOC\(\(G ) (’ Date: v}r)-?‘/"’-f ..............
Aadiuiar No..of he BRI IOPHONa)! ..o80 v i overiitiviiniss s ot e i Sisessassesis s issss
~—T T L '
1. | Name: MSL% ee V’* Wi ..A,\f‘ K \"*jo Remarks
L i . . B i)
T\ ADS | v ] A
& 2. | Complete postal address (with contact number, if any) : “‘"’qm'\bj \H}ﬂ ALs. ‘QQQJ
3. | Brief description of the iliness - OPQ/! mmgfjm
4 Whether registered with any other registered medical practioner / : b <
" | recognized medical institution ( If yes, details of the recorded) Vb v
5. | Details of essential Narcotic drug dispensed l C )(\-t;lv,m,c,, /
Signature / Thumb
| Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
| P 4 y Patient Attender
ollelet I fman,q( o)
v
N e (-01\uu1 ’ /‘“‘"’“C
Dispensed by (Name & IDNo.): .................... i ot B S h I Sl S Signature: .......". {) ....................
\ O\7a 3 . , V)

ReceWEdh‘{ (Name &0 No). .. U G'“Qm W ARSI R o

THOE: .. oo F :

Docu. No: RCH/ FRM/ CLINICAL / 133
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Rainbow” @

FAn S OO0 Children’s
. ¢ Hospital
It tokes a kot to treat the Fitle,

NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)

BirthRight

BY RAINBOW HOSPITALS
Your Righttoa Siio'b;'QG}y

g —"

Patient Name: »s. =, AL PR Age: 2 f,,.  Gender
UHIDNo: 13 /n 1, ¢ € 0ig PNois g e N¢gg., Datesols /| oy Time: ]
Diagnosis: o b A s s 7"
" PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI AL A o |
2. | Morphine Sulphate Inj. 15mg/MI i
3. | Remifentanil Hydrochloride Inj. 2MG i
4. | Remifentanil Hydrochloride inj. 1IMG
.’;'7
Doctor Name:" /3 77} 'y Doctor Registration No: £ 7,7 - 4
g1 ot ] 4
Signature: | | | ay o)
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
. N AN 4 Date: ... [T b3 NN
|P Registration No: BN Taaw A VE— ate
No. of the paﬁgm(Optbna’)I
i y s " LIg Remarks
l 1. kName: v : w = V'L |
ﬁ\'l Z— Gompiete postal address (with contact number, if any) “.4 . "-) ; 20 |
‘ fS. Brief description of the iliness s o ¢ "-‘L‘{
; i istered medical practioner / ‘
Whether registered with any other registere .
4, aonayized medical institution (If yes, details of the recorded) * .
= ; SWU Napotic Srug dispensed F ooy
5. \ Details of € 3 Signature / Thumb 'y
& i Drugs Quantity | Impression of the patient/ | Remarks, if any
Date Name of he Essential Narcofic Patient Attender
AW f effias ! ,
,.Jr { n E AR ;
AL 7 ) i P T e
Dispensed by (Name & ID NG coccccocoocicisssis AR B e Signature .
: DALY MR NGNS . vov e T, v vvsvsonsonas
Received by (Name & ID No.): ," .............. \Big s AR S Signatu :

TR L L e st i ki

Docu. No: RCH/ FRM/ CLINICAL /133
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% - 0000 L O8>
NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)

i~

]
Rainbow” ! e
Children’s | @ BirthRight
Hospital . BY RAINGOW HOSPTTALS
1t takes 2 kot 1o traat the bk, Your Right to a Sale Detivery

l\

PaientName: M. M. [ coplias Alok hya Age: 3( \[yp  Gender remalo

UHDNo:  BAH- 00559150 PNe: 26 -000068 64 vate: 971 [ | 26 Time S0 Am
Diagnosis; ORn  Mypmaer Tom Y 07
PRESCRIPTION DETAILS (fick only one of the following)

S.No Drug Name Dosage Remarks

1. | Fentanyl Citrate Inj. 50mcg/MI 1ooMeq o'

2. | Morphine Sulphate Inj, 15mg/Mi J

3. | Remifentanil Hydrochloride Inj. 2MG \--.\

4. | Remifentanil Hydrochloride inj. 1MG TRy

Doctor Name; %me\}

r

o
Signature: K,‘,.Pmn \/-'; (_L
Fi="way [ § =

Doctor Registration No: 67{2‘?

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E

(Details of the Patient to whom Essential Narcotic Drugs Dispensef)
IP Registration No: QGCCOOGéSd’ 6/26

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

Date:ﬂ...??.'.?..

1. | Name: Mg, . MAIQQQP,M ﬂ-(ﬂkl«ﬂo

Remarks

2. | Complete postal address (with contact number, if any)

= {grdﬁ\hj ‘Lht i_QS'!Q r\"H’i

Received by (Name & IDNo.): ...

TITIE: ot 1 | . < wpmwanly 4552 s

Docu. No: RCH/ FRM/ CLINICAL / 133

ﬁq : 5 —_—
' 3. | Brief description of the iliness L\qu M Yern ! ( oMy
Wheihar registered with any other registered medical practioner / v J
4 recognized medical institution ( If yes, details of the recorded) /\)() . i
5. | Details of essential Narcotic drug dispensed Cont ny [
; Signature / Thumb "’
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
p=f i Patiqnt_httender
gl | .r-a,n,(bmq‘ 0l fond
%)
X 2
Q& OVAS ‘/ U %“ e Signature: ﬂ“\cwﬂ- .........
Dispensedby(Name&1DNO.):..... IR )
(%

|
reenenenn Signature: a—&







™

Rambow . )
Children’s & BirthRight
N/ q /- :\ Hospltal .mmmsﬂwnosmmu
[ f f { . Tt takes a fok to treat the Mtie. Your Right to a Sate Delivery
(MEDICAL RECORD)
Patient Name: . 7 ! ' Age: ., , Gender: :
UHDNe: [ ° > T g T R, 0ae 0 D Tme T STTO
Diagnosis: SR U0% 55 THU ‘ IR s 1T "fv‘_ C1oC >UHH
' PRESCRIPTION DETAILS {Tick only oné of the following) ,
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI
2. | Morphine Sulphate Inj. 15mg/MI e "\ ,
3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. IMG L
Doctor Name: -, | ; Doctor Registration No:
- Oy . WA T 75 9
Y Signature:
o 1 (s e
T 7o
NARCOTIC DISPENSING FORM
d APPENDIX 4 - FORM NO. 3E
, (Details of the Patient to whom Essential Narcotic Drugs Dispensed)
\ ,
IP Registration No: g il e d Date: ....icoiin s
Aadhaar No. of the Patient (Optional): ...........cccveeiiiiiiiiiis s e
\ 1. | Name: _ Y il e Remarks
! Ades ] %_IU' 7 A fll{f:
¥ 2. | Complete postal address (with contact number, ifany) U ‘_ pally s by
' &™) 3. | Brief description of the illness :
| B 4 | Whether registered with any other registered medical practioner / b ' 7 S 7
. " | recognized medical institution ( If yes, details of the recorded) . v
7 ;{.
5. | Details of essential Narcotic drug dispensed : o ;
Signature / Thumb’
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
b | i 1
Dispensed by (Name & ID No.): ..ol £ S SIRPUPIN  48 8 T T S Signature: ...... 40 Guad Sl
Received by (Name & ID No).‘,,.'.n Signature: .......... 7 R R
Time gt L s v

Docu. No; RCH/ FRM/ CLINICAL / 133
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