ESTIMATION SLIP
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Name of Patient :

Date :

My

UHID / IP No. :

DY Vandé

HALV-000 ICAIO SiNo.

#

=
Rainbow’ . o
Children’s E::}nght
!u-lugasutpnjglam!m _ Your Right to a Safe Delivery

1537

Lache Do irdl

Age: (/) ¢,_yGender: =

Father's / Husband's Nar;m': ‘&9 ]! Lyt Uég@,gndg)
Address : )/ f.-

rate / Occupation :

Phone : C??H.:Gmk@JEﬁmu AulbIbpy
{nﬁ mwnm%hmv

EDD/Dos:

Procedure / Plan :
MODE OF PAYMENT : [ | SELF [_J1PA: N/ QLQT)Q GIPSA: ____ OTHER
TARIFF INFORMATION :
Particulars Package Amounts (Rs.)
Room Category _ Noomal Delivery ASCS=
Multi Shared Ward L_Q‘Q ]\j‘ 2 \M\JQ AAA \‘ C‘\ Al
_ .ared Ward < ﬁs K
Twin Shared Ward
Private Room --: \ ’. \ (\ pC\ Q‘\é\ o1 ’ {\\\_Jh al s s h i .___“‘l"‘.‘ '\'Fll*y&
Super Deluxe Room / i{ }E:_}QQ. = ‘\ {‘ﬁ,‘{}n 3 A M (UQ‘S:-\ M__.j | s
Suite Room ( At 7 7 Ve 1 L
Package includes Room Rent, Nursing Charges, Room Rent, Nursmg Cbaxges
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee ~
k tarts from th
i Labour Ward Charges Anesthetist's Fees and OT Charges

time of admission}

B o T M

\\00'0““A

Length of Stay for :
. Pharmacy up to

Length of Stay for :
Pharmacy up to

Investigations up to Investigations up to
Others
Neonatologist Charges : D Covered [:]Not Covered Epidural / Entonox : [:I Covered D Not Covered
sitial Minimum Deposit : \ . ol e r{\c_ Yieks o
EMARKS : 3

I-koom eligibility is purely subject to TRPA approval and the Package / Room Tariff starts from the time of admission. The estimated amount may Change a¢cording to duration
of stay, medical condition, investigations, pharmacy and any other procedure.

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

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

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

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

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

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and 110 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 AN {ny LA g E%&&laye attended the Financial counseling desk and understood the expected costs and
other conditions applicable. In case the / 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.

L' Pt(\qc L)

Signature of the financial Counselor

Signature of the Client Signatory Relationship
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.. Mrs USHA AGARWAL Rain b,-a Ws .

5 021984 42Y3IM24D  (F) A : .

1 ga"-""q""““‘““w“ Children’s . Blrth nght

T Hospital BY RAINBOW HOSPITALS
U Hospia o | ot

SURGERY DETAILS

Date: ....... a:ﬁ [5&% ...................
Patient Name: NYSU%Q%@J\UJL{ ................ Date of Birth 03)5{)(%({ age: .4 6 YIA

Gender: k@rmﬂg Ward: ............. @T ................. UHID NO‘HM%"MS—QO .......

Date of Surgery: ... 25{5[ 26 0T-1 (20T-2 [JOT-3 []0T-4 (10BGOT-1 [ 0BG OT-2
'\ Name of the Surgery : pC.AfPQ\OQCDP}C ..... M\'POMGCTOMV~ .......................................
tmein .. 250 AM Time Out ...[2.:00 1) ..
NAME AMOUNT

1. Surgeon (B‘{\laﬂﬁﬁﬂ, ; ﬂhUﬂ(/ ...........................................................................

2. Anaesthetist - WHGGVQ ............................................... A Y

3. Assistant Surgeon DY}/M’?JE},—‘” .................................... § m”,m,’g””"”m"m””’”

(F\\ 4. OT Technician  : ... R ’(S(lfd’landu ..................................... Mw{wimzmamm

5. Circulating Nurse \gh”ﬁ‘&(ﬁ@paz&h’j) S e e

6. Assistant Nurse S”O’?ﬂﬂ’fmj@dngf@ﬂfaﬂ%*
Ve A M Selld Mﬁz c D600

Special Equipment: [ "Laparascopy __| Broncoscope Monic ] Morcelator
] C-ARM [_| Cystoscopy 1 Versa Point L Liver Cusa
LI Neuro Cusa ] Others ..o,
7 a -
Signature of the Surgeon MM\N\J\)‘*‘/ Signature of%&ulaﬂng Nurse

Order No?@mf@@@iﬂZS?fﬁL/@? Order by: g;p—*?c’ =

Docu. No. : RCH /FRM / GENERAL / 114
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HNH-00015840
Mrs USHA AGARWAL

1P26-00006434
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ABLES OF OT

I !:WU‘ Technician : .Sl Mucpu., pa,mm Date by

Rainbow®
Children’s
Hospital

It takes a lot to treat the littie.

i e

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Order NOQQ{PQCJC‘@.Z.,@’Q—KS?S 3%

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

Angesthesiolpgist | %
...z%dered by: .

S %p

Anaesthesia Disposables ij :;mm" useg | SUgical Disposables wonet 2 Leog| Disposables (Babv Side) |, Y.
ET tube o Y| Major Pack Inj VitK
LMA / Sutures 734 b o A : - | 4q:\| SerdClamp
ECG leads :\ﬂ//P/ N O n 2 +q*\ Y _Suction Catheter
HME filter : %7 P / N aN Zfﬂ Ieo J’n 5 L.. 474 Feeding Tube
Syringes :10cc ai.i ,u,f\>/ F)O(jf— Y //Vaccum Suction Set
05 cc | H oves . G [ 75 ‘ A +| \_~1 Surgical Gloves
02 oc oltn T oF (7Y < N\~ | Gauze Pack
Ot ' [ i | Syringe 1ml/ 2mi
Cautery plate 1 A/P /N ) [\/S(Llrgica[ blade || [\ | ~| Surgical Blade # 20
f Boplcct O Nt T ohies
RL s e O Caytety pencil M or 10 0250 o 0|
NS : 1omi/ 1061/ 50dmi/ 1000m |0 B~4 ¢ ) -Koechies IYIOIR ol
Al ol Y Ointments 3y 4
O e 'l [\ | Suction Catheter Tny  \L e . JIDE:
Fentany Al | Cap, Mask gosad\ T "10¢c Tl —
Morphine A \ | Gauze Pack . sx1< | b il ACC O}\V/
Ketamine | Mop Pack NiEa Dwadex ol
Propofol @ 2\ Stefistrip o o Neeh I | o
Rocuronium O | pecipad oAl - — "~V
Glycopyrolate 0 |/\CDfﬁ sheet v
Myopyrolate O \ ygel
Ondansetron O | \[ Foréys catheter |1, 1o
Pencan 25¢/ Spinal Needle 22 Urobag I B (V%1
Bupivacaine 0.25% |\// Chest Drainage Catheter r@ L ar |
Bupivacaine 0.25%(Heavy) Romodrain bag il |
Antlbmm?’f M D‘Z&'L O} | Bandage
O P line Dga cm O | FeGaderm A
Suppositories o Y joban ], U'R. PS Py |~
Anamol : 80mg / 250mg / 170 mg Double J Stent v
Supridol : 100mg Y 1) }\ _Maccum Suction set el
Justin : 12.5 mg / 25mg / 100mg @ N Plastic Bed Sheet o
Tab. Misoprost : 200mg Betadine Solution 3 b P il
W povax hende J 8q @1\ | Wieroshield 3 L
o 'vask V(A1 J |gp feotonBals W
Minic pika(v] O [\ | Jtex Gloves 2007 | labstaled ol
MSLHE)Q 0 ;\\’/H{mdione Scrub \ q'lQﬂQ.D),el ofiF T
\R Ga PN Pem ° lo], —
Surgeon ici




Rainbow

Hospital

¥
Chi!d_r ens BirthRignt Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
aRakiiw quarters road AP State Housing Board Himayatnagar ,Hyderabad ,

Telangana, INDIA ,500029.

% | d Rainbow Childrens Hospital-Himayatnagar

040-48873000, Info@rainbowhospitals.in

ELECTRONIC MEDRICINE PRESCRIPTION

: Mrs USHA AGARWAL

i

Printed Date/Time : 27/05/2026 13:30 Printed By : SUNKARI SANGEETHA

MRN : HNH-00015610 Name
Age [ Sex ) : 42Y3M24 D/ Female Doctor : VANITHA AGARWAL
Adm/Reg DatefTime 1 26/05/2026 20:59 Payor : Eﬁﬁ EgPA HEALTH INSURANCE COMPANY
Order Date : 2710512026 10:18 Ordernumber : 26-0000202333
Visit ID : 1P26-00006434 Ward/Bed No  : 4F -OT /PPO-419
ﬁnt Addraess ﬁ : Karkhana, Hyderabad, Telangana, INDIA, 500009
S.No Descrlpt!an Gonerfc Name Dosago Route / Frequency
1 |PSYRINGE 10ML (NIFRO) SYRINGE 10ML 1 Nos Extemal / Once Daily 1 Days 4Nos| Dispensed
2 DISPOSABLE FO?TWEAR Elosg.?wSAEg;E 1 Nos / Once Daily 4 Days 4 Nos| Dispensed
3 gg-?—?g:ﬁs 60x90 1 Nos Extemal / 10 AM 1 Days 3Nos| Dispensed
4 PERINORM INJ 5 MG 2 ML 1 Nos Injection / Once Dally 1 Days 1Viall Dispensed
5 [NNE o eATION NITRILE GLOVESM |1 Nos / Onge Dally 20 Days 20Nos|  Dispensed
6 |SURGEON CAP{FEMALE) FEMALE CAP 1Cap 1 Onta Daily 2 Days 2Cap| Dispensed
7 Sgg)ZE TSXT512PLY (5 SSISJZE 7.5X7.5 12PLY 5 1 Nos External / Once Dally 1 Days 4 MNos| Dispansed
g8 |EsKuLGUTINJ 40MG ROt | 1Nos 1 Once Dally 1Days 1Nos| Dispensed
o [RLSOOMLCLOSED SYSTEM R GER LACTATE 1 Bottle / Once Daly 2Days 2Botte|  Dispensed
[
6 CEFBACT INJ 1GM 1 Nos { Once Daily 1 Days 1Nos| Dispensed
VANITHA AGARWAL
OBSTETRICS AND GYNECOLOGY
Reg No : APMC 45132
* This document is just for reference purpose only. Not to be considered as primary report.
Note
* This prescription Is valid only for specified duratlon,
* Do not refill medicines.
Page 1 of1




= Rainbow Childrens Hospital-Hi
Rainbow . pital-Himayatnagar '
Children’s Ralnbow Children's Hospital, D fe niloufer, Old
Hospital mrmF@n ainbow ren's Hospital, Door no. 3-6-26_7, opp. Cafe niloufer, Old MLA
. sRalabiow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029,
- 040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015610 Name : Mrs USHA AGARWAL
Age [ Sex : 42Y 3IM 24 D/ Female Doctor ¢ VANITHA AGARWAL
Adm/Reg DatefTime : 26/05/2026 20:59 Payor : 3'&«'%33” HEALTH INSURANCE COMPANY
Ordar Date : 27/05/2026 12:43 Ordernumber  : 26-0000202376
Visit ID : 1P26-00006434 WardBedNo : 4F-OT/PPO-419
Patient Address ¢ Karkhana, Hyderabad, Telangana, INDIA, 500009
S.No Deascription Generic Namo Dosage Route f Frequancy
1 [T (ADULTH 164 1Nos Extemal £ 10 AM 10ays 2Nos| Dispensed
2 [RL500ML CLOSED SYSTEM %&E%L%SESTE 1 Bote #Onca Dally 2Days 2Botte| Dispensad
3 MCT-ROF 100MG 10ML 1Nos External / Once Dally 1 Days ANos Dispensed]|
-4 VICRYL 1-0VP 2348 VICRYL 1-0 VP 2348 1HNos "I Once Dally 1Days 1Nocs Dispensed
§ |MYOPYROLATE-INISML 1 Nos 1 Once Daly 1 Days 1Ampuls|  Dispensed}
-] VENFLONI-18G IV CANULLA 18 1 Nos { Onco Daily 2 Days 2 Nos Dispensed
7 [minseikev MINISPIKE-Y 1 Nos Extemal{ Grica Dally 1Days 1Nos| Dispensed
SUPRIDOL, SUPPOSITORIES
1} 100MGE S ) 1Nos External / Oncs Daily 1Days 1 Nos Dispensed
NS 1000 ML CLOSED NORMALSALUNE
9 EURCFLEX 1000ML CLOSED 1 Nos External ! Onca Daily 1Days 1 Nos Dispensed
10 [ e EXTENTION 1Nos Externsl / Once Dally 1Days 2Nos|  Dispensed
1t ﬁ%@%&%f%ﬁqm PRECTHLEDPLATED |4 Noa 10nce Dally 1Days 1Nos thmsadb
12 [JSTIN SUPPOSITORES 100 1Nes Extemal / Once Dally 1Days 1tos| Dispensed
STRATAFIXSPIRALPDO | STRATAFIXSPIRALPDO
13 [roxpponaan) {SXPDZBA0T) 1Nos 1 Onca Dady 2 Days 2Nos oupensedp
14 THEMIFYRRNOM 0.2MG INJ 1 Nos Extarnal f 10 AM 1Days 1Nos Disp d
15 |ONDOKINDINJ A MO2ZML  |SHDANCETRONAMG 14 1Once Dally 1Days 1viat|  ODispensed
18 | Y - 1Nes Extamal / Once Dally 1Days 1Nos| Dispensed
17 KIPINEX FORTE INJ 1.5 GM 1vial External f Once Dally 1Days 1Vial Dlspansad
18  |ACUGYL S00MG INJ 1 Nas | Extemal { Once Daly 1Days 1Nos] Dispensed
19 E.C.G ELECTRODES (ADULT) |ELECTRODES ADULT 1 Nas Exlernal / Once Dally 1Days 4 Nos Dispensed
20  |ET TUBE 7.0 CUFFED RUSCH 1Nos lextemats 10.4m 1Days 1Nos| Dispensed
21 [BLODOSETWITHLUER g oop seTLUER LOCK |1 Nos | Externatf Once Dally 1Days 2Nos| Dispensed
o
VANITHA AGARWAL
OBSTETRICS AND GYNECOLOGY
Reg No : APMC 45132
* This document is just for referance purpose only. Not to ba considered as primary report.
Note
* This prescription is valld only for speclifiod duration.
* Do not refill medicines.
Printed Date/Time : 27/05/2026 13:36 Printed By : SUNKARI SANGEETHA Page 1 of1
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Lz L Rainbow Childrens Hospital-Himayatnagar
Rainbow .
Children’s
Hospital Birthight Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
aFaichow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500028.
. 040-48873000, info@rainbowhospitals.in
l ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015610 Name : Mrs USHA AGARWAL
Age [ Sex : 42Y3M24 D/ Female Doctor ¢ VANITHA AGARWAL
Admi/Reg Date/Time 1 26/05/2026 20:59 Payor : Iljll\\zﬁ' Egp 'A HEALTH INSURANCE COMPANY
1
er Date ' : 27I05/2026 12:43 Ordemnumber  : 26-0000202377
Visit ID : 1P26-00006434 Ward/Bed No  : 4F -OT/PPO-419
Patient Address : Karkhana, Hyderabad, Telangana, INDIA, 500009
S.No Desctiption Generic Name Dosage Route / Frequency
1 |DSYRINGS 25ML(NIPRO)  |SYRINGE 2ML 1 Nos Extemat / Once Dally 1 Days 4Nos| Dispensed
}
2 NS 100ML ACCULIFE - EH 1mL Extemnal / 10 AM 1 Days 3mbl| Dispensed
3 DSYRINGE SML.(NIPRO} SYRINGE SML 1 Nos Extemal f Once Daily 1 Days 6 Nos Dispensed
4 |DSYRINGE 10ML(NIPRO)  |SYRINGE 10ML 1Nos Exiamal/ Once Dally 1 Days 8Nos| Dispensed
5 ROCUNIUM INJ SO MG 5 ML 1 Nos / Once Daily 2 Days 2Vial Dispensed
<] CUROPINE (ATROPINE) IN2 1 1 Vial Extemal/ Once Dally 1 Days 1Vial| Dispensed
7 S(EJJSII_CAJNE INJVIAL 0.25% 1 Nos Extemal / 10 AM 1 Days 1Nos| Dispensed
@, :
VANITHA AGARWAL
OBSTETRICS AND GYNECOLOGY
. Reg No : APMC 45132
* This document Is just f?r reference purpose only. Not to be consldered as primary report.
Note
* This prescription Is valid only for specified duration,
* Do not refill medicines.
Printed Date/Time : 27/05/2026 13:36 Printed By : SUNKARI SANGEETHA Page1 of1
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. & Rainbow Childrens Hospital-Himayatnagar
Rainbow . P y gar,
Children’s Rainbow Child H |
Hospital airmsagm ainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
quarters road AP Sfate Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, Info@ralnbowhospltals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015610 Name : Mrs USHA AGARWAL
Age / Sex 1 42Y3M24 D/ Female Doctor ¢ VANITHA AGARWAL
Adm/Reg DatefTime : 26/05/2026 20:59 Payor : E‘Rﬂ’ﬁ\r ggPA HEALTH INSURANCE COMPANY
Order Data : 27/05/2026 13:09 Ordemumber : 26-0000202386
Visit ID : IP26-00006434 Ward/Bed No  : 4F -OT / PPO-419 @
Patient Address : Karkhana, Hyderabad, Telangana, INDIA, 500009
S.No Description Generlc Name Dosage Route / Frequency
1 DSYRINGE 10ML (NIPRO} SYRINGE 10ML 1 Nos Extemal / Once Dally 1Days & Nos Dispensed
2 [NS100ML ACCULIFE - EH 1ml, Exiomal / 10 AM 1 Days 3mL| Dispansed
3 gfggggsa%%gm ML gEﬁg%%ﬁ;ﬁsEODML 1Nos External / Once Dally 1 Days 2Nos| Dispensed
4 |DWATER 10 ML AMPULE DISTIL WATER10ML 1 Botlle Extemal / Once Daily 1 Days 5Botte| Dispensed
5 ﬂjesyg SUFPOSITORIES 100 1Nos External / Once Dafly 1Days 4Nos| Dispensed
¢} ?()Eo%:tmopmgﬂtgom 1 Nos Extemal / Once Daily 1 Days 3Nos| Dispensed
| 7 |DNS IV 500 ML BOTTLE 1 Bolile 1 Once Daily 3 Days 3Botlle| Dispansed
8 |KIPINEXFORTEINS 1.5 GM 1 Vial Extemal / Once Daily 1 Pays 3Vial| Dispensed|:
} 9  |esxuLeurIng oM ) 1Nos 1 Onco Daily 2 Days 2 Nos DEspenseﬂQ
|
) VANITHA AGARWAL
: OBSTETRICS AND GYNECOLOGY
Reg No : APMC 45132
* 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 reflll medicines.
E
Printed Date/Time : 27/05/2026 13:37 Printed By ; SUNKARI SANGEETHA Page 1 of1
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Rainb%w h Rainbow Childrens Hospital-Himayatnagar

Children’s

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

Telangana, INDIA ,500029.

040-48873000, info@rainbowhospitals.in

L

ELECTRONIC MEDICINE PRESCRIPTION

MRN : HNH-00015610 Name : Mrs USHA AGARWAL
Age/ Sex : 42Y 3M 24 D/ Female Doctor ¢ VANITHA AGARWAL
Adm/Reg DatelTime : 26/05/2026 20:59 Payor : 'C'.'Qn’f} ggPA HEALTH INSURANCE COMPANY
Order Date ¢ 27/05/2026 13:14 Ordernumber  : 26-0000202389
Visit ID : 1P26-00006434 WardiBed No  : 4F -OT/PP0O-419
Patient Address : Karkhana, Hyderabad, Telangana, INDIA, 500009
S.No Description Generic Name Dosage Route / Frequency
1 |CATHETERISATION / 1 Days 1 Ordered
VANITHA AGARWAL
OBSTETRICS AND GYNECOLOGY
Reg No : APMC 45132
* This document is just for reference purpose cnly. Not to be considered as primary report.
Note — . —— — .
* This prescription is valid only for specified duration.
* Do not refill medicines.
Printed DatefTime : 27/05/2026 13:38 @ Printed By : SUNKARI SANGEETHA @ Page 1 of 1
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= e Rainbow Childrens Hospital-Himayathagar
Rainbow -
*Children's
Hospital mrthmqm Rainbow Children’s Hospital, Door no, 3-6-267, opp. Cafe niloufer, Old MLA
s quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, lnfo@ralnbowhospilals.ln
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015610 Name 1 Mrs USHA AGARWAL
AgelSex 1 42Y3M 24 D/Female Doctor 1 VANITHA AGARWAL
Adm/Reg Date/Time : 26/05/2026 20:59 Payor H Elll\\l‘l"l;‘rggp‘q HEALTH INSURANCE COMPANY
Order Date + 2710512028 13:15 Ordernumber  :; 26-0000202290
VisitID 1 1IP26-00006434 Ward/Bed No  : 4F-OT/PPO-419
Patlent Address : Karkhana, Hyderabad, Telangana, INBIA, 500009
S.Ne Deseription Gaonetlic Name Deosage Route / Frequency
1 |BlOLOL 4 MG INJ[Labatala) 1hos 10aze Daily 1Days 1Ampule| Dispensed
2 [BIOXAMIC 500 MG IS 1Hos 1 Once Dally 2Days 2Ampuls|  Dispensed
3 |DWATER 10MLAMPULE  [DISTIL WATER1OML |1 Botte Extanal / Once Dally 1Days 4Botlle| Dispensed
4 |suraicat BLaoe 11 SURGICALBLADE 11 |1 Nos Exteral/ Onca Dally {Days 1Mos| Dispensed
5 |osvmeszsmparro)  |svRneEZML 1Nos Extsmal / Onca Daly 1 Days 1Nos| Dispensed
RELIPARA(PARACETAMOL,
5 |1000MG 100ML BOTTLE ! 1 Hos Extomal{ Once Dally 1Days 1Nos| Dispansed
7 |veRESS INJ201U 1ML 1 Nos 1Once Dally 1Days 1Vial|  Dispensed
s |FOLYS CATHETER 14URO 1Nos Extemal! 10 AM 1bays 1Nos|  Dispensed
5 |LSXLIDOCAIN-PER PATCH 1Nos Extamalf 10 AM 1083 1Nos|  Dispensed
"0 |SGLOVE #7.0(SURGICARE) [SURGICAL GLOVES 7.0 |1Nos External{ Once Daly 1Days 1Nos| Dispensed
11 |FOVRANZ SOLUTION 10% 1Ms |Extemats Once Daty 1Days 1Nos|  pisy
12 |EACEMASKILAYER- FACE MASK3LAYER |1 Nes {Once Daily 20Days 20Nos| Dispansed
13 |MOPS 302030 BPLY 55 X-RAY [MOPS 30X308 PLYDATT |1 Nes 10nce Dally 1 Days 1Nos| Dispensed
CHLORHEXIDINE .
14 |BACVOPREPSOLUTIONS |6 yconaTE2% tme 4Orce Daly 3Days 3Nos| Dispensed
SALCOHOLBOY 500
18 | oAy 1Nos Extamal f 10 AM 1Days 5Nos|  Dispansed
18 |IRRIGATTO{T.V.R SET) IRRIGATTO{T.LR SET) |1Nos Extemal] Once Daly 1Days 1Nos]| Dispensed
17 f&%ﬁ%’;%’;m’ 1Nos 1Onoa Dally 1Days 20Nos|  Dispensed]
18 |MERSILK 1-0 Nw 5062 MERSILK 5062 1 Nos 1Once Dally 1Days 1Nos| Dispensed
19 |PASOPHARYNGEALTUBES |TIASTRRVRTNGEAL  [4now Extenal { Once Dally 1Days 1Nos| Dispensed)
20 {COTTONBALLS2GMSNOS [SOTTONBALLIZG-S 4o Extemal / Once Dally 1Days 1MNos| Dispensed
21 |vaccumesucionser  |VARCUMESUCTION |4y, 7 Onee Dally 2Days 2Nos| Dispensat
22 [gROEaCADLLT)- 1Mos Extemal /10 Al 10ays 2Nes|  Dispensed
VANITHA AGARWAL
OBSTETRICS AND GYNECOLOGY
Reg No : APMC 45132
* This document is just for reference purposa only. Not 1o be considered as primary report.
Hote
* This prescription Is valld only for specified duration.
* Do not refill medicines.
Printed DateTime : 27/05/2026 13:38 Printed By ! SUNKARI SANGEETHA Page 1 of1




Rainbow®

Children’s | & Bi rthRight
LDq/ Hospita| BY RAINBOW HOSPITALS
- Your Right (o-aZ':F_e D-re[weri
v
4 Name Mrs USHA AGARWAL UHID | HNH-00015610
Father/Guardian | Mr RA] KUMAR AGARWAL Age/Gender 42 Y 3 M 24 D/ Female
Address . Karkhana, Hyderabad, Telangana, INDIA, 500009
IP No IP26-00006434 Admission Date | 26-05-2026
| Ref Doctor Self.

Discharge Date | 29.05.2026

DISCHARGE SUMMARY

Consultant

Dr. VANITHA AGARWAL

MBBS, MS.

CONSULTANT GYNECOLOGIST & OBSTETRICIAN
APMC 45132

Diagnosis: P2L2 WITH PREVIOUS LOWER SEGMENT CAESAREAN
SECTION WITH NEWLY DIAGNOSED HTN WITH MILD ANEMIA WITH AUB-
L

LAPAROSCOPIC MYOMECTOMY ON 27.05.2026

History: She presented with complaints of heavy menstrual bleeding since 6
P months on D2-D3 of cycle, lasting for 7 days. USG done (18.05.2026) showed
Bulky uterus with large anterior wall fibroid measuring 93x74mm,abutting the
endometrium(FIGO-3),ET-4mm,Bilateral ovaries normal.CBP done Hb-
8.1g/dl.She underwent 2 PRBC transfusion. She was admitted for Laparoscopic

BANJARA HILLS HYDERNAGAR 1) KONDAPUR OUTPATIENT CLINIC SECUNDERABAD

® 1800 2122

@ www.rainbowhospitals.in




Name Mrs USHA AGARWAL UHID HNH-00015610 |
IP No IP26-00006434 Admisslon Date 26-05-2026

Myomectomy.
Menstrual History:- Regular cycles,LMP- 03.05.2026
Obstetric History: P212, 2 NVD, LCB 42 years ago

Medical History: k/c/o HTN(newly diagnosed) since 1 week on T.Clinidipine

10mg BD,H/o anemia- 2 PRBC transfusion done,15 days ago.

Surgical History: 2 LSC5(2010,2012)

Family History: Mother-HTN,Father-HTN,DM

Allergies: Nil O

Investigations: Enclosed.
Blood group : " B " Positive

Surgery Notes:
Operation performed: LAPAROSCOPIC MYOMECTOMY

Indication: AUB-L WITH ANEMIA

Operative findings:
o Uterus enlarged due to fibroid,10x8cm anterior wall fibroid noted
e Both ovaries normal
e POD normal
o Tubes-post tubectomy status

Procedure:
¢ Vasopressin injected to anterior wall of uterus _
* Held with myoma screw,capsule seperated from underlying uterine
myometrium with Harmonic Q
» Myoma bed closed with suturing
s Morcellation of the fibroid done and removed in pieces.
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Children's & BirthRight
Hospital ‘ BY RAINBOW HOSPITALS
Your Right to a Safe Dimwew
Name . . Mrs USHA AGARWAL ' UHID | H}\":I-OC;OIVSGIO
IP No | IP26-00006434 Admission Date 26-05-2026

¢ Adequate hemostasis acheived .
e Ports closure done and intraperitoneal drain kept-insitu.

Post-Operative Notes: She was closely monitored in the postoperative
period. Her vital signs remained stable. She was encouraged to ambulate. On
first post operative day Foleys removed and she voided spontaneously.She was
shifted to room. On second postoperative day drain tube removed.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. T.Monocef-O (Cefpodoxime) 200mg twice daily (9am-9pm) till 01.06.2026

2. T.Metrogyl 400mg (Metronidazole) thrice daily (7am-3pm-11pm) till

30.05.2026

?. '{I; Pantop 40mg(Pantaprazole) once daily at (8am) till 12.06.2026 before

ood.

4. T. Zincovit once daily at 2 pm for 1 month.

5. T.Clinidipine 10mg in morning (8am) after food.

6. T.Clinidipine 5mg in night (8pm) after food.

6. T.Emanzen-D twice daily(10am-10pm) till 06.06.2026

7. T.Paracetamol 500mg(1tab) thrice daily (7am-3pm-11pm) till 30.05.2026

9. T.Livogen-XT once daily at 8am before breakfast for 1 month.

10. Collect HPE report.

Review with Dr. VANITHA AGARWAL after 1 week on 05.06.2026 at Gynac

OP 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.

AYATHNAGAR N G
BANJARA HILLS HYDERNAGAR + KONDAPUR OUTPATIENT CLINIC to SECUNDERASAD
¥ o 1 040 - 4246 210

@ 1800 2122

@ www.rainbowhospitals.in




Name Mrs USHA AGARWAL UHID HNH-00015610
IP No 1P26 00005434 Admission Date | 26-05-2026

Patient/ Attender

You can also take appomtments at any time b going online 'to our

website www.rainbowhospitals.in
eg’a:rmesndent/c M. 0

Dr. VANITHA AGARWAL

MBBS, MS.

CONSULTANT GYNECOLOGIST & OBSTETRICIAN
APMC 45132
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ADMISSION SHEET
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Registration Details :
Admission No : IP26-00006434 Admit Date :26-May-2026 Admit Time : 08:59 PM UHID : HNH-00015610

Patient Details :

Patient Name - Mrs USHA AGARWAL

Age :42Y3M23D
Guardian . Mr RAJ KUMAR AGARWAL DOB : 03-02-1984
Gender : Female Religion
Occupation Martial Status
Address (H) - Karkhana Hyderabad Telangana INDIA Phone No 1 9848111397/ 7416786502
500009 E-mail :
AGARWALRAJKUMARO4@GMAIL.COM
—®
Admission Details :
Bed Type : TWIN SHARING Bed No :PPO-4192 Ward Name : 4F -OT
Room No : PPO-419 Admission Type : First Visit

Contact Details :

Naime : Mr RAJ KUMAR AGARWAL Relationship :W/O
Contact Address : Karkhana Hyderabad Telangana INDIA Phone No 1 9848111397
500009
ignature
-

Doctor Details :

Doctor Name : Dr. VANITHA AGARWAL Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 10000.00

A S Pavor Name - NIVA BUPA HEALTH INSURANCE
| | FeymentNode  -&as y COMPANY LIMITED

..'\}:-rmlec' Date / Time : 26/05/2026 21:06 Printed By : 020092 Page 1 of 2
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ACTIVITY RECORD FOR BILLING

Name: e o T e A i T e S B e R = T S = S e e
UHID No : --=--======---- IPNO : —memmmmmmmmmmeeeeee Consultant ; -------—---—————-em- Dept :
Date of Admission : ---------------- Time : -------o-eemuv Date of Discharge : ----=========---- Time: =—————
Room / Bed No : ~—-----=--—--—- Ward : --===--cmeceeune Suggested Billable bed type :
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Doctors Name Date Order No. Signature
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A —— ' MEDICATION HISTORY:
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Mrs USHA AGARWAL bﬁ
03-02-1984 42Y3M23D  (F) Rain ow . . "
Dr. VANITHA AGARWAL Children’s i BirthRight
AT Hospital,_ | iz
It takes a lot to treat the little. 'rou Rgh!luaSaf!Del very
Date of Admission: ....2. (e 2eze Drug Allergies: ............. 1 Aowtd e oot (71 Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

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

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

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

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

DRUG: «y. C LiNDIPINSE TDif‘t]%'

Dose Route | Frequency |Start Date
lomg | Plo | s ol
Doctors gg nature | Valid Period| Pharm.

2doys

Addmfmal Instructions:

s
(il 2@ > 1yOfaosth
ﬂ v G Date

DRUG : Time
Dose Route | Frequency |Start Date i

¥

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Date
DRUG : Tine

Dose Route | Frequency |Start Date

v

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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M N Il REGULAR PRESCRIPTIONS  Weight. &%....... Ward. ... M.
pRUG: T\ CE T TRIAXGNE '?i?:]?eb
Dose | Route |Frequency [StartDate| d
A |3V | BD [9akes P
Name & Signature of the Doctor
Starti /rLg tf_]gl\Jrugi;\C‘ . 1

Addmonal Instructions:

ATD

X
o
2

Daily Doctor's Endorsement by a Sign

DRUG - U (PEDC EXAAD

Date

Ad

Tir'ne

Dgse oute | Frequency [Start Date
& | 03° |'SID (23

=
N\

Name & Signature of the Doctor

B e

(

/|7

3

Additional Instructions:

A (\‘\ M

Daily Doctor’s Endorsement by a Sign

pRUG: U D U2CENAC

Date

¥

Time

N

Ow [ 10 | 1)

Dose Route | Frequency Sta:é)ate

Name & Signature of the Doctor

Startin Drugs:
B{ W

V4

AR

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

pRUG:  (~ \ RAVVApI)L -

Date

v

Tigne

Dose Route [ Frequency |Start Date
[y PO | TiD :);%

.

%Y
(\

Name & Signature of the Doctor
Starting the Drugs:

Ny}

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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pEE:PrLO =6 DateF \ o] N\ T I
Doge | Route |Frequency |Start Dt. | adY2) .l « A _—
Narme &5ignature of the Doctor ' \ { P 1
Starting the Drugs: L OF [ \\_hk&-\-’ e -
DG" ‘ PRV y 5 A\ i
Addmonal lnstructlons Vit \
m«( Ors e Y
“Fo -
Daily Doctor’s Endorsement by a Sign | Iy
pruG Iy P foReROLE (DAt ol [
Dose Route | Frequency | Start Dt. £ . :
Name & Signature of the Doctor )
Starting the Drugs: G — ?Pdf
=
DB \% al L]
Additional Instructions: J’X"U ([26.
4 -
Daily Doctor's Endorsement by a Sign A
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REGULAR PRESCRIPTIONS weight. 6.2 ward
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Rainbow"®
Children’s
Hospital

It takes a fot to treat the little.

I\

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight’”

SheetNo: ............ ~ nNEUWULAN FTNLoLNIr 1IVINO  Weight ...\0..=.. Ward ...... WX 3= T

Date} (4
DRUG: i loFENAC SU«%':!'\‘WQ@\S \,"k
Dose Route | Frequency | Start Dt. / y
looms | PR, | BO |2s| | | & oAl
Namé’& Signature of the Doctor ao”| bsg/ X
Starting the Drugs: -ﬂv\},.. b :th

. A
o= NS0
Additional Instructions: qoml & [
Suppun\cmj
Daily Doctor’s Endorsement by a Sign v/
b
DRUG: 7. C LMIDWPING o
Dose Route | Frequency | Start Dt. i
o | flo | B |ga)chy
Namé& & Signature of the Doct o cary P
Starting the Drugs: =l
¢ i : r/ /} W‘
7 W' ,\QL

Additional Instructions: ( o B>

Daily Doctor’s Endorsement by a Sign

|
DRUG: T .(e¥ PODORIWE ?I?It‘i Ny
Dose Route | Frequency | Start Dt. /
Aoowy o | BD  |og)clg \* Ji
Name & Bignature of the

Starting the Drugs:

b

Additional Instructions/

P (O pm™
——
Daily Doctor’'s Endorsement by a Sign /
: Dater N
pRUG: Y« IKTRONID 0L e Timeed™ |,
Dose Roﬁi Frequency | Start Dt. L[
b o | WD | aalshd KT ;
Name & Hignature of the Doctor f; i i
Starting the Drugs: } ;LR Q/
Additiona!l instructions: ﬁ
RS

Daily Doctor’s Endorsement by a Sign
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U AR rospital _ | e
Sheet No: ............ REGULAR PRESCRIPTIONS weigt ........... Ward ...............

Dater /

DRUG : T - PARPCETRITHOL Ti?p% ). (,,e\\\,
Dose Route | Frequency | Start Dt. '@W R}
vlol tip 28(5hg F N

Na_rhe & Signature of the DE; .3

Starting the Drugs: ﬂ

A
-

/W. 5

7.4

Lo

3
_AV

-

Additional Instructiong:

Daily Doctor’'s Endorsement by a Sign

DRUG : 7 ~ PANTAPRAZOE %f;’;;ﬂy AN
Dose Route | Frequency | Start Dt. y o %’
uor| flo | S | oalddF| ¥

Name-& Signature of the Doftor
Starting the Drugs: %

o
Additional Instructioffs: o
8? BQ»-”P QD&
Daily Doctor’s Endorsemeany a Sign
Datey
DRUG: V-ETORNzen-D. [fime
'L pse Route | Frequency | Start Dt. ¥
10
Name & Sigiatyre of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign :
X DICLORENRC A Dater A< N2
DRUG : Y. SC rep{ 6P ePN DAS 'me‘AS 3&
0Dose Route | Frequency | Start Dt. ",
Pliows| €o v |og Mot
Name & Signature of the Doctar
Starting the Drugs: ﬂ Ui
Additional Instructions: ¢ 4
@Gvnonﬂn»‘)) el
Wiy~

Daily Doctor’s Endorsement by a Sign
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Sheet No: ..o REGULAR PRESCRIPT'DNS Weight .......ccocne 17 1o E——
DRUG : Dater id= 1, |
Dose Route | Frequency | Start Di. v
- L F ! .
Name & Signature of the Doctor ’
Starting the Drugs: ;
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
Dater
DRUG : Time W -~ w| |
Dose Route | Frequency | Start Dt. )
- r - 1 Ve -‘ At
Name & Signature of the Doctor
Starting the Drugs:
= ]
Additional Instructions: R ’
- g
Daily Doclor's Endorsement by a Sign )
Dater
DRUG: Tlme + Ay s LM H
Dose Route | Frequency | Start Dt. -
n?’ !
Name & Signature of the Doctor 4
Starting the Drugs:
Additional Instructions:
o~
Daily Doctor’s Endorsement by a Sign
DRUG : %ﬁg‘:b . -_,’ ‘f‘-i“n:tf"\
Dose Route |Frequency |StartDt.| 1T
.- e -t |~ w1 o i
Name & Signature of the Doctor ~ -
Starting the Drugs:
"4
Additional Instructions: ’ N
Daily Doctor's Endorsement by a Sign
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DATE | TIME MEDICATION TR | ROUTE Doctor | Nurse-1 | Norse2
(G WO W e Sws | v R4 el
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Q?\S B R e I (D Q@ s
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Weight. 65 Ward. .. AL....

m ””I " mm“m"l I"“””"“ OSE '[r)i;::} ] trse s | hurse sig [ urse sia [ urse sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
ose se Dose
Route Start Date oo ’ i |
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor [rose ) e i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ose 0se Dose
Additional Instructions: s - 2
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Time _[ Nurse Sig I Nurse Sig Nurse Sig I Nurse Sig
AI Dose Dose Dose Dose
_- DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
0se ose Dose
Route Start Date o . ; ° |
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor D et pose Foe
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ose 0se Dose
Additional Instructions: oo 0 a |
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁ:?rﬁf‘ﬁ é)r:(ger Route Sigf:ure Nurses
= \< o ';:0 TN P ANTSPRE Ao ™ (2 %‘Z
- By | T ) Metecio \ G 0
Y METecto- v\ v
'SH\S 0\\"}@\ ) PRMDE lemM§ AN :
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Rainbow"® #

Children’s BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes 2 lot to treat the [ittle, Your Right to a Safe Delivery

UHID NO: oo s Surgeon Name: @V VQA"\W M

D Hama B

ANABSThESIOIOGIST : ... el N T e s

Operative procedure planned : .............. VLATYWSLD ....................... W C}OW ..............................

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 during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

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

O Heart disease [ Hypertension [ Diabetes mellitus [0 Renal failure
- [ Hepatic disorders [ Shock [J Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
l..‘_I Incapacitating Cropic Obstructive Pulmonary Disease
ot ] A0 i N wzﬁts«%mstrv&on@%w’on_

L0 T LT TN A ee et A N2 OO TOSORPPSSR
* 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 to perform upon me / my patient
............................................................ the above mentioned operation / Diagnostic / Therapeutic procedures

............................................... aneseani < MY vasoumans

General Anesthesia / O Monitored Anesthesia Care as

" | authorize and give consent for anaesthesia ( J Region
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 PTO

e =



| 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 /E(
DECLARATION BY THE ANAESTHETISTS PROVIDING

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

ATION FOR THIS CONSENT

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

/ Patient Attendant : Witness :

Signature : .......ccovevee. - W Signature : .........0 . :

pragfisssssssssnnsssinssssannssannssranins

N
Name : @f W

..................... g e
Date & Time : Df‘{\ A4l



INFORMED CONSENT FOR SURGERY OR E?.'.?d*}%".‘,’s @ BirthRight
Hospital .%

SPECIAL PROCEDURE o
Patient Name : \\\RS \)—9\\“ \XC\N&\DQL Gender: [ Male —Ffemale  Age: 42 1R 3

UHID No: XY — Soo s 2l Date : 31\05\1@’2@

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

Instruction:

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

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

...... LAPROSCop e MWNomecTteMN
S UPOM <ot e e e e e e
Mes: Dehe: Nacue\  wameotthepateny

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 even Ihereof
. \\m o e Ne ex;\ or c:cc\ Q \\C\ DJ\OQC\ 'DC\U Q—&

........................... Lonomossgnenmonosdinneatesnssesseseadtaagesssssssaessasnpoesosesnsscsssnasassnnessslassscnnnasensnnssfenssss

Janslwaen.,.. . Need, 3 s R ﬁ\u\c\ﬂsﬂ >.\w.\.C. ....................... S ;KY‘(...’K\]L ......
Q\%\lj ........ Fw\uujﬁ\ ............. &ep%( .......... ._.' ....... %ﬁ(\ga Lu; kii_\e,\ (

My signature on this form indicates that

1z gave read and understood the information prowded inthis form 7*>\cu:kc§ L < J‘( =

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

3. Ihave had achance to ask my surgeon questions.

4. Ihave 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 SUFgery / PrOCEAUIE: .............co.ccevveirvrieieiiescieieiras s sesssssssesssssseessessssssansassenns

Consentee : Patient Attendant :

Signature : }7% ........................ N Signature : ...............

Name : \)5& ......... Name:..Rﬂ ...................................

Date & Time ; %Pr\ .......................... Relationship with Pati S

Witnoss: Date & Time : %905&0 ..... el

Doctor (who is taking the consent) :
Signature : .....

Name - M\&\(\&CS\SX&B .............. zignature ........ .\.\\ ...................................................
‘ ame : ‘ ................................ S
Date & Time : 3\:}\05\3@9\& ........ 1-2com ng \2 o2 b O q.3cam

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




&#' ’|5z<;

A Dy VN ™
Department of Anaesthesiology Rainbow® ® PP
Children’s BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .BV H%'“BOMESET_AL_S
Name: M—"UUﬁHﬂ"HCrﬁRNﬁL Age: H&ﬂx Sex: ... ch.'c’:. UHIDINO & oo
Date: ....... &Sls—l&@ ........................ Time: ......\)...S.0-fmn....  Proposed Operation: lﬁPMVOM&TOM 3
Diagnosis: U‘r{P]NE F‘E:R‘QJD}'QNQMIQ R ""Q M&I\IDF:E-H:BQJ.-Q ....................................................
“i‘ i
BP/CRT HMIG@EIR Q(jwn Weight: 6..%’-?} ASA Physical Status: 11 ,}2/3 3 04 O5
q'B]F]&G, V' Laboratory Data:
Hob: Q2 Glucose: ... 8. 2. PIOGIN: oo HIV: . X-Ray: .. A!-uchj
PCV: C 1 SF Urea: . 13 M?Id,’ AT et e HBS Ag ’\l?\ CG:,.. N Sin 'H\D?
.. 8900... Creat: . T B e HCV: .. X\ Echo©¥.. 84/,
Plate: . H:33. 1alth Na:‘.,.‘....lHH s DILBIE oo Biood group: 8.1 " Stress/ANGIO: ............
- 0 15 K U - K e . (3 IR LDHE oovncscnsinmassosnii 13..1:06nafnm)  other oo
PTT: SOR: B Cat+ o AKPNOS! e T4 Hamld)
|NR0‘? Mg+ +: q RIS etz i TsH ... R G A
— 220 B .
g;-_r{ 2 . %'ZRP- '2,, ............... SGOTSGPT: .o [ plioraies: ML
Medical Histoy: ~ OVS:  Deniovo HTAN on med) caton (-1 hleet)
RESP : 0B on CiLeJ—hmm @ Diabetes :
CNS: Can cmb | +lral\b qﬁ-smfg, NP -2-3
Renal: — )
Hepatic /G W, ft :iL: 1m) Physical Activity: e h by lwe) C/'\QL'&
Others JO PRRC | c% o Sacrge L bt vsG. ubeny - sio _ &wﬁ'",om’“’;“
R o ) e ’
Past Anaesthetic Histnry.(‘ 5, 1‘3\'3) q % -FRTELO ™ eb’cm fod
Physical Exam: LMmp - @3\05“202—6) t

Airway: MPT@J 4 Mouth Opening;checrﬂfb&entohyoid Distance: @ Neck: @) Tee@b,_qunm
Lungs : bﬁe—@, Cleau ’ 5%?0‘; :01";',. on ff : V
I

Heart<y S 2_@
CNS: = ‘DK \ l -r ‘
Pregnant: [ Yes o [NA Venous Abcess Sie :— Spine Exam for regional : Mn‘ou'tnc-

Anaesthetic Plan: CIMAC REGIONAL [JGA-ETT [ LMA

Peri-Operative Plan Explained to the Patient: y@

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis : 2 e \oﬂnec]
T ClNIDIPING oMo, BRD 5 NIL 0RAL<:Water/URS 2HoursJ “f
T QrOECE X 4k oD 3. Informed Conseonnt':e %ﬁdard ~ High Risk
VA‘ —Db Gok Dno: n s r-hu,a . 4. Post Operative Pain Management;?ﬂ'iscussed with Patient
Other Instructions:
@WMQI@ <t..opinion.. Iv}o 33:5

@.To..C ... EHTIN. antti
Slgnature Name: RN .. f?kw ..................... Sx ...... < SfAQ]NdFa ..........

Docu. Ng -RCH B\M&CLTCAL/O!&\&\ (psdant & PREC ——ko e |
?\L‘@f W @ BGT)V |
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IRV ANAESTHESIACHART hospral, | @y
1t takes a lot to treat the little. Your Right to a Safe Delivery

Pre Induction Assessment:

Change in Patient Condition:

] Yes 5/16

Fasting Status: @

Signature of the Doctor ;

Physical Status: | [_L-Fatient Identified = Consent Present T, Chart Reviewed
f ~
— : o N A e
HR: & WA'YV‘ | BP/CRT: , [Spo,: L 1~ il HIE R ™~ | Last Feed:
Pre-OP %;Sts '(\de Operation: .7 & 4 v i i{/’] ;
Surgeon: \ aﬁ‘ ............. VG,V";ﬂM\ Angegtpesiologist: @4 ; J_.f
TIME "'!' (o ZREA M ; P I&\‘! iy L S g ng
N,O/AIR /O, LPM A’... ! P3N0 P SIS YT 2\_3_ 39 L;f -
HALO BSOJSEVO WV Al B -\ o~ _—
\E[)rugs‘. . TR v %\WVWV )
L 4
W UL WAL NI
\'2 70 DIT 09 “’j’
~ Lici 5] > lﬁd
%5 s == e )
¥
4 Z ‘r\ﬂ Blood Loss ‘j
0N L oz :
FI0_ / Sa0, & 00 | 1D [T TUW 1 D0 [ 67 \
ETCO, T3 _3% SH AL 5] &) g N e (2 N2) [RY Q
ECG POSEZAI AL TR N ZSK.-—}ﬂ\,: ﬁ*‘ QA
Temperature — ) e [N e NOTES
Urine Output
D — —5 | A
2 — pa A7 (= - =
EE ﬁ g ;_’, r\.rr- 1 v#—
BP 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Tourniquet off Time 16
Thioat Pack In - ~ A A /] LY,
Thinat Pack Out 120 4 =) Y N ‘Jﬂ o t f
A h M
12,\ B o s
- = = =
< :' b 4 L]
60
40
20
10
0 s
i o
LAB Values
NG
/ Others
71’ Equipment Checked and Temppr Induc Regional:
7 unctlun .%E [ Fluid Warmer J = Tral Extremity
1 \Jz/ ] Cling Film ] OH Warmer ] Pre 0, CIRSI [ Spinal 1 Caudal
/ Cuff Site: O] fugger's [ Cw T Others Others: ...
(Y = T o
e L:ad " EA. ) Mask [ SGA Position:.
Memp Sit 4 Times: A|rway ?Oral 0 Site: ...
/ FIO, Monitor Anaes Start: . % IOM uz/ cm Needle Size: ....
/Agem Monitor OP Start: . [ Nasal Cuff Parasthesia [
#7_Pulse Oximeter 0P End: . g_ TracheﬂstomyQToplcai Catheter at skin
;/]/Bapnwraph Leave 0“- ra D0 DRUG: s Drug Name & CONC: ...e.vevrevsssormsnrenneyesrsrassssesse
71 Ventilator yuie: O [ Direct Vision BORIES romereetiomgsssmomms et e
O ”a“"i ?’i"{ ”'3“”' A GA Video Laryngoscopy [ Stylette / Bougie IRUSION: o
vUj | Monitored Anaesthesia Care ; '
Pusmun : . ! BIGEKCEOVAL) ... coonicomminansmsarsiimpmasistssssisned Yinsatiasnens
! Regional .. Attempts: = I .
SSure Pomts Checkgd : D g Mimmernmnmsorny OIMINBINS: .....oormeiuasnssamsmsrmpimsasssnsssssomsssrssarsyassss
Line (Size & Location) Transportation to
Eye Care: 1CVP: . A,l =BS {1 PACU oieu L] Other
jh?;‘pz /H t_@ ;}a(i-cmsed Circle Relaxant Reversed (N Yes H [ No ‘Af NA
w , s # Closed Circle dg/ eyl 9,
1 Padding v Mt{ 01 Other Name of the Doctor : %% -
L Awake IV i
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PUSI-ANAED 1 HedIA GARE UNIT RECORD

Received in PACU by :

&-\o\.ﬂ‘)

Time Received ;

z
Rainbow"” ) C
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt takes a ot to treat the lite. Your Right to a Safe Delivery

Tlme Discharged : an\

as A
b \Y l@!\ AY |“‘ i ) I'
250 B - \ 250 w Site : Uu
240 240
w 230 230 W47 0, Mask [C] Nasal Prongs
:.::2 gfg gfg [] Tracheostomy [ T-Piec
@ 200 200 | [ Oral Airway Mirway 0
o 190 190 .
o A a1 A
180 180 v\ -
=] 170 " ol 1 i 170 | Vomiting : O] Yes Mflo Drug: J’JM -1
= S 199 | NG Tube : T Yes [WAG -
150 2 150
v W 140 | Drain N Tes [N
130
N 120 / 120 | Urinary Catheter: (\»*fes ] No
110 110
ﬁ 100 7 g 100 | ChestTube: [ Yes ¥INg
= 90 y o0 Nil Oral 1 Yes & No
a- 80 | 80 = - %t D
- o | wAis: L oW
o
w 50 50 Oral Faads: .......coeeecrrrn JosB 0 L s sirsisasvimnasines
& 40 40
30 30
v 20 20
10 10
] Ly in 0
seo, (T o 2
POST ANAESTHESIA SCORE | MIBEITES T SCORING INTERPRETATION
(Modified Aldrete Score) N 30 | 60 | 90 ou G INTE
Able to move 4 extremities voluntary or on command =2 — & .
Able to move 2 extremities voluntary of on command =1 ACTIVITY J\ f), r)/ A Minimum Total Score of 8 is Required for
Able to move 0 extremities valuntary or on command =0 Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION (l v v _ ! N
Apneic =0 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 - i i irian:
BP = 20-50 of Pre Anagsthelic leve =1 CIRCULATION ’7/ U WV space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leva =1
Fully awake =2
Arousable on calling =1 CONSCIOUSNESS -
Not responding =0 {]/ @ /)/
Pink =2 e
Pale, dusky, blotchy, jaundiced, other =1 COLOR "") J
Cyanotic =0 Q/
TOTAL 0\ \b \0
PAIN ASSESSMENT AND MANAGEMENT FORM X
Date Time Pain Score Intervention \ Signature

ﬂ 1‘ 10?‘

0\\0

Nb m‘?ﬁ

ﬂ l\% fo

o\

Y ha?‘\

NS

R

)

o\®

Vo @o‘s@ )

Pain Tool Used:

CINPASS [ FLAGC

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :

PACU Nurse Signature:

Date & Time:

d\wy @?f

| Wong Baker

ZINPS

d.

\‘d')/b 34 %W Date & Time:

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

Transferred to Unit by (PACU):

)

Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention

S (1736
~UQH- 5/%@- ----- Oa BM/H




: Rainbow® ) L.

Patient Sticker ' - Children’s ( BirthRight
: . Hospita] BY RAINBOW HOSPITALS

It takes 2 kot to treat the little. Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD . SN

! ¥ i I' ) : o
07| Time: .o.veevenens eevereenes Procedure OME DY .ucuuceeceeceeeeeesr s ennee e sesnessesserenesasssasesens
GSE /Spinal /Epidural Position : ....... tereerer SPACE <. Technigue {LOR/LOS) .....coceuevreneee
DEDHN: wrrererreererserens Catheter at SKIN wovvveeeessereemeeeesessesesene ARBITIDES 2 wvvvveveeseeeessesneseeressesessesssasmseressssanns
Parasthesia ; Yes/NO if YEBS GBLAIIS  .....ovvveveeeeeeereeeees e seseenesesseeremeeeenesessens s e seeneerie
o
SOIULION COMPOSIHION & cvvereerrceeeeriensenererseneerrevassreessstsassssmstsesssbesessassnsbosshamssesavessessassssens ereenrrrersraaent st sas e st sennesanenres
Any other issues. ¢ N
B) creeier ettt st a e eae e aeE AT R SRR E R4 RA e AR A e bA et e e R d e YA A O EeR eSS s o4 R L RER kS 4P Y b e R e s R e Rera AR eE R A eR e R SR eRe bR e Rt eReber st san
1) [ R eeeereseuuseeeees s RRRA st ERARR RS LR AR LR R RRA S AR RR RS RS RRR LA AR R SRR RR SRR RS R RO R ERS
o infusion Rate Level Maternal ]
Time ‘ (mi/hr) Bolus (mi) Left Right | BP | Pulse FHR Comments
LI
] 1es A . . ’
] .
W i, ' e { e W )
T T 1 - - T o P N - A -
; - T ,\J ; L -
Delivery Details 1~ TiME  cocovvvrenrrernrennanne APGA‘R: ..... buvevirperete o SVD / Instrumental / LSCS (if LfS"CSaDgatails)‘
Catheter Removed py and Tip Inspected & .....oiiiiiind Terrersaennns eeereerores et b e e set st ‘ ceeeteresnennstesaenerenaanes
Patient Satisfaction 2 «.....eovcereeecerercenreeerreeresaceanas eteesseteesesesseseaeReAsasEese e ne s Anae AR R e AR e e e sere e aeaeaearasaentasbabsbaeas rrererrees

Discharge /Shifting ordered by
DOCIor SIgNALUTE: ....eeeeecer e ces st rcesersessen e seesrennsesans
DOCIOr NAITIE: .ooereirciecrmrrerracsrerersessessresreensesseresmesassrsesserssnnen

Date and TITIE : vucvcecrenrerssserssnsrssrsersnsrssnssssssssessanssnsenssasssrassns




PATIENT TRANSFER FORM

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

Patient Name & UHID No.

HNH-00015610 |P26-00006434

| Mrs USHA AGARWAL

Date & Time of Admission

Date & Time of Transfer Order

Vo] ) Mo © a5 ) 91 L@ 308

03-02- 10“ ﬂ Y IM240 (F)
Dr. VANIT

(T

Transfer Ordered by

DAL Mg-wm“d«\o\

Reason for Transfer

Ay

From Unit

DL A0 S+

To Unit

(09)

Information to Attendant

Yes,/U/ No[ |

Number of Sheets in Clinical File

Number of Imaging Films

QA

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

‘T% 0 Yes| | No;/
If yes, what 7
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity

1.
P Jim

) Rea e

3.

4.

5.

Shifting Summary / Notes Written by Doctor :

Yes[—  No[|

Name & Signature of Person who is Transferring

N @M&Am\qte\@ Mox_c_é@(t(

Hn.

Name of Person Ordered Transfer

Mouweyw\

GCU'I()

Patient & Clinical Records Received by :

Date & Time of Patient Recewedz 7[\ 5

If the transfer order time & éﬂsplei\on 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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A iqht’ |Rainbow’
@it it
Your Right to a Safe Delivery !:!2 SIQP I,Eaa,h! little.

OPERATION THEATER NOTES
HNH-000156810 1P26-00008434 ~
Patient's | Eﬁ;‘fﬁ:ﬁ:ﬁ: IMUD ) Age : ..... d L{..L.Gender s 'J_ ......
= 1 T T —— LPINO. e Weight ..
Surgeon : Ry Va4 Vadurhs [ Asst. Surgeon :
Anesthetist : Ny Hoonms OT Nurse : Vcw-t/ww\? o

Surgical Procedure :
Indications for Surgery :

meniNngwe = 9 dulot e - Liatlinny b arodmes

Date: Q) )s]oy Start Time : 9’ $pAM End Time: 12 00 Pm
PRE-OPERATIVE PREPARATION :

Llywrid O wal 90yl

OPERATION NOTES:
U oagplu prswdd, § peds  #jom @)
 N(31 ey,
Dy Lfay  silovged du e fwud
e 0 L0 X 8 n anr ety
AUl OvOkers  POD, () | whntn VRS el

\LW Qlldndy mAMW mwﬂm
OANE U;mﬂ &;umw\m .l ¢ W—H/W\ﬂ- AT,
CCM\/UAM AU\A_G\M Finy mﬂtw(/xw U Apun st
l\mw\/\MLufm & AU, L ogan &d Uatard
¢ kg AL oditlon, 8] pJJWJ N
Kaned i pileests, Muﬂ cAnba it dona
L oo KA

www.rainbowhospitals.in




POST - OPERATIVE ORDERS : NAEM t  ERm T0mmeud
Uy Lol ¢ 108

l@ Do

(0 T Pt~
10 U oA oH M rax fouy” by
AL LOANA - 2y P Hd

oy plny oy 0D

“Qbﬂ/f) Lwlaﬂ/l/w OX AL
Avdoud adion Ln nNYht -
LELE ripnilon w/u(/»@ .

\:/'}7/_“ N2 2)
VR D vdmudle
.................... . /
Consultant Surgeon's Name Consultant Surgeon's Signature



HNH-00015810 1P26-00006434
Mrs USHA AGARWAL

f-‘
Surgeon : .G\ fo ) ................. e VAMTHA Pt

J 5 <
y | <.4.. Gender : l/ ..... ﬁ
SURGICAL s 00 Vo TN e |

Anaestrett: .. 0V H eeNd......... vy Name : LAAL.. px7 000 |ldren's Elﬁm?.ﬂf
SAFETY CHECKLIST Scrub Nurse : SI\?Qd![IOjQ,gXSﬂOOﬂ Date : 02.71/5 /CXC In-time : .£].. é/(g"/é;[t,\om-time ]’%&fﬁm T .”

Your Right 1o a Sale Delivery

Before Induction of Anaesthesia > » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN _ Time 008 AT TIME OUT _ Time:. 120,41\ SIGN OUT  time:.L 2021
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team: _
Identity /—'@@, JNo introduced themselves by Name and Role &5~ *No The Name of the Procedure Recorded L =Yés “1No
Site —~Tes CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure _~Tes TNo Nurse Verbally Confirm Counts are Correct (or Not Applicable)  /=¥eS “INo = NA
Consent ~es CNo Correct Patient (Check ID Band) #TYes TINo The Specimen is Labelled (including
Site Marked D¥es, CINo O NAH Correct Site _#Yes CINo patient name) ~=Yes CINo CINA
Anaesthesia Safety Check Completed _~Yes “'No Correct Procedure y){es/ C'No Whether there are any Equipment ,
Pulse Oximeter on Patient & Functioning,=es —No Anticipated Critical Events Problems to be addressed [Yes CNonAA
Does Patient have a: Surgeon Reviews:
Known Alergy? TYes T y/ What are the Critcal or Unexpected Ho:Sluegeen, Anaosineiist e lurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery ,
o Anticipated Blood Loss? [1Yes [N CNA and management of this patient? \/ﬁ/Yes “INo

Yes, & Equipment / Assistance

Available TIYes ;/.M/ Anaesthesia Team Reviews:

Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [Yes L0 - NA
(7ml/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous / Has Sterility (including indicator results)

Access and Fluids Planned T1Yes CONo CINA Been Confirmed? are there Equipment

Blood Units Reserved A(Yescv CONo CINA | | lssues orany Goncerns? it b T

Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? CYes M0 CINA

within the Iast 60 minutes? 34% NG TN

SIQNALUTE =.....oooeeoooe S e S SIGNAUTE &...ovoeeveceen ( eg AP Signature :........(\. D\&\N‘L‘/ .......................................

NAME & b %q%’;’:}ame .................................. /302) b~ NG %o ereveeeseeessnessesessessssseessesseessssesseeseees

Doc. No. : RCH/ FRM / CLINICAL / 111
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Rainbow® . C .
Children’s ‘ BirthRight
i Y RAINBOW HOSPITALS
PATIENT TRANSFER FORM Hospital | o B i D
HNH-00015810 1P26-00006434
::;-.n;' ?.’.‘:‘.‘“‘““’.‘;y IM24D () the & Time of Admission Date & Time of Transfer Order
r. VANITHA AGARWAL ‘ )
MMWMWMMl SQM@%KW”v QﬁﬁﬁébWWM
Treating Consultant Name Transfer Ordered by Reason for Transfer
fi L hssal;
“Br- \lon a@dﬁm MR onsiTon
From Unit To Unit Information to Attendant
f YesD/ No[ |
T Do - :
(\_ Number of Sheets in Clinical File Nun;ber of tmagi%g Films Personal belongings including
' clinical documents. If any handed
over to attendant
o - Yes D N}’Z/
If yes, what 7
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
N
; 0] ()
Y= N
2
3.
4,
™
5.
=
Shifting Summary / Notes Written by Doctor : Ye;Zf No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

g@é . QOO\Q rD.S Y(ﬁd\o

Patient & Clinical Records Received by : U&ﬂ\g\
fynudha D
Date & Time of Patient Received : N ) @
AN\ e

if the transfer order time & Compietion time is more than 30 minutes, please tick the reason mentioned beiow :

| Unavailable Bed [ Nurse not Available [] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102




2z

Rainbow”® : "
Children’s @ BirthRight
H P
PATIENT TRANSFER FORM Hospieal, . o s
1P28-00008434 Date & Time of Admission Date & Time of Transfer Order
HNH- oomm
m-.usﬂAA paRet ”.zsb #) .. "{%
m'r 9/6{§(26 Srg‘% ')"G ! {2’6 g
\\\\\\\\\\\ \\\\\\\\\\\\\“\\ il el
Transfer Ordered by Reason for Transfer
oy naveeng oS e Voo
From Unit To Unit Information fo Attendant
- Y,es_/p No[ ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
e over to attendant
2% /’LQA /vef_/n No ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. [tem Name Quantity
1. ﬁ)- — o V\J (D
2
3
4.
3
/
Shifting Summary / Notes Written by Doctor ;. Yes [1\/ No| |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

S areuntko, Oy - Neween.
Patient & Clinical Records Received by Wﬂw ﬁ/ ‘
. _ . — 7 §
. C /
Date & Time of Patient Received : ‘/) é / < ) Lio @ }@ mﬂq

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

[ ] Unavailable Bed " | Nurse not Available [ ] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102




z
Children's ‘BirthRight‘
PATIENT TRANSFER FORM !:Iﬁg?upn!}uam!m BY RAINBOW HOSPITALS

Your Righl;a Safe Delivery

\

Patient Name & UHID No. I Date & Time of Admission Date & Time of Transfer Order
HNH-00015610 IP26-00006434

Mrs USHA AGARWAL ‘ ' 5 9pm =+ /5 /)‘é @
n:r-.uz-nu 42YIM24D (F) %/5/ )fb @ 81 P } -

— Dr. VANITHA AGARWAL

TR T R Resson o Transer

/ 2 ,
: Sl L
From Unit To Unit Information to Attendant
Poe - pekt OT st ol
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
‘L% = 7 over to attendant ,‘
> e s | No[ |
If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. [tem Name Quantity
: R on 4w ),
4
3.

4,
5.

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

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

bovp— _pwie® | Be Bubn
Patient & Clinical Records Received by :

K e tovn

o
Date & Time of Patient Received :

>

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

[ ] Unavailable Bed [ ] Nurse not Available [ ] Available Bed not ready

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




HNH-00015810 1P26-00006434
[ Mrs USHA AGARWAL
03-02-1984 42Y3IM23D  (F) 2

Dr, VANITHA AGARWAL 1 Rainbow® .

i Chiore' | G ErthRght
RESULT SHEET

It takes a lot to treat the little.

a0
Date QR\SOS
Time
Hb 02—
PCV AJ 6
RBC D
wee Yy L q60
N/L £ )
Platelets U.c, -
CRP )

‘ ESR
o PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

3 T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase
Blood Lactate

S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

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




Date

Time

CUE - Alb

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

Stool Pus Cell

OVA / Cyst ‘

Occult Blood o land ﬁM ( 008 e
[ ~ s y l T

;\m@oﬁ% A1) Prg degexie 0 sw;lm (oAl
H’C\)

e

CURUTE @NT SBNSITIVITIES & ..ottt e ettt e e e e et e e ea e et s e e aeeeae e e e enteeseeer e e e et e ene e e eae e et e s e e eneeneseenneanenneeeneen

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

Radiology : L T P R

ML st inionneammscrnsiionmtnan s R Ao S SRR S e S RS A ORI AR PR SaS THA Y

Others (ECG, Contrast StUIES BTC.,) & ..oveviiiieieiiicie it




HNH-00015810

IP26-00006434
Mrs USHA AGARWAL

:s-uz -1984 2Y3M23D  (F) "2
| r. VANITHA AGARWAL - Rainbow® ~ « L g
I — Children's | @ BirthRight
' Hospital _ | () rmeonsm:
MED{CATION RECONCILIATION FORM
Drug Allergies: N“ ..................................................... -~ Not known any Drug Allergies
| Medication Reconciliation will be done at the time of admission and also whenever there is change
| in the treating team or shifting from one unit to another unit.
| (Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)
ShIfting From: ... BINHBE 10, .ocovssncinmssssesismmsisios oo biresiasiatis il
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S-No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | boie ) Time ?gﬂ:ﬁﬂgg
P 1|71, CLUSDAD\PINT LG 3@ RD: 21\.‘5 Oc =Abe
2 | \. BRofER. XT QTAB Po oD 26\3 ac QﬁC
3 Oc doc
4 (JC [CJDC
5 JC [DC
6 Jc [JDC
-~ 7 LJC OJDC
8 LJC CIDC
9 Oc [IDcC
10 JC Obpe

MEDICATION HISTORY RECORDED / VERIFIED BY

> ' \\\Queovm -

Doctor Name & Signature : \ ................................................

Date & Time :

Nurse Name & Signature: ........ _A’QEM k

Date & Time : ....ccccevvererennas j\ L\d%@ ......... o

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

* C- Continue, DC - Discontinue

..2.@..?.*.?:.’? .........
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HNH-00015810 1P26-00006434 "z
WMrs USHA AGARWAL Rainbow® .

03-02-1984 2Y3IM23D  (F) :]

" Dr, VANITHA AGARWAL Children’s .Blrtthght"

A e Fospital * | () mumsoncoms

cany warning Observation Score Chart - Obstetrics

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

e T Fb

Time89101112123455789)1011121234

=
> 30
RESP
21-30
(write rate in
corresp. box) 11-20
0-10

94 - 100 %
<94 %
|_Administered 0, (L/min.
T a0
39
38
37 s 2 Ly
36 =] -
35 N
< 35

170
160
150
140
130
120
110
100
90 N 1
80 / % 0 4l

70 O o4 ﬁ*
60

50
40

190
180
170
160

/1./40
130 3 QJ
120 \
110
100 i N =1t
90
80
70
60
50

130
120
110
100
90

v
80 |

% —1% tH *5]

50
L= 40

[ Neuro Alert | 1 = = ) ] O

RESPONSE Volce
[¥] Pain
Unresponsive

Saturations

2, dway

aley Leay

-

3

ey
=%

—p
anssald poo|g 21joisAs

-
2Inssalg poojg Jiolselq

—

—

—

URINE > 30
mls / hour <30

Proteinuria PrOt?m e
Protein > + +
—

; Normal =R
Lochia Heavy / Foul

Clear / Pink
Green

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES Vo4 6) fch)
| Nurse Initial — = P

Liquor




Early Warning Signs

[ Obstetrics and Gynaecology ]

1 Yellow Alert :
Repeat Observations
in 30 minutes

( -
\_
e N (
Complete a Full
Set of MEOWS ’
Observ&tipns
\_ J N
f
\

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

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

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

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

1 Hos

Date
7""\ - - - —
Time (8 )] 9 [10] 11| 12( 2 2)[G )[4 (71 8 o o }ad)x2)[ 1Y 2} 3 [[a) s |(e [ 7

i

RESP
(write rate in
corresp. box)

> 30
21-30 - =

11 - 20 <
0-10

Saturations |

94 - 100 % @ |
<94 %

Administered

0, (L/min.) ! =1 = A=

5 dwa|

40
39
38
37

A

36 -—

G&J

o
ikl

35 "
< 35

2jey UesH

170
160
150
140
130
120
110

100

90

all
80 bot

70 K,
60 L

—
anssald poo|g d1j0isAs

180
170
160
150

140

130 P P e o \2M- = | A
120 \L: 2 ‘)) 7 | l‘b}{#_\ﬁwi (P, 3 =

110 A

ey |
4

100

90

80

70

60

50

- —
2INssald poojg Jjoiseiq

130

120

110

100

90 AlsAl 7

80

¢
YK
Fi
4

40

Alert

NEURO
RESPONSE Voice
(1 Pain
Unresponsive
URINE > 30 =
mils / hour < 30
Protein > + +
Lochia Normal
Heavy / Foul
! |_Clear / Pink
tiqver Green
TOTAL YELLOW SCORES N [7AN | L) Q] D
TOTAL ORANGE SCORES ! ) ﬁ p [l P_;ig O 10 / ( 1@
Nurse Initial ¢ O el Lol (21T, TEARK “/h B >
urse Initial 44 - 1)
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Early Warning Signs

: [ Obstetrics and Gynaecology ]

\
1 Yellow Alert :
Repeat Observations
. in 30 minutes
-~ 1 )
4 ™\ 4 )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEQ WS . Observations
Observations ' in 30 minutes
- / - Y,
4 A
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
) oL Repeat Obseérvations
g in.15 minutes or continuous
monitoring
. J

* The Modified Early Warning Score (MEOWS)

© O

Q O




HNH-00015610 IP26-00006434
Mrs USHA AGARWAL "z
03-02-1984 2YIM4D  (F) inbow®
o [5 Dr. VANITHA AGARWAL E?III?(? &v:’s i Birth ng ht
BRI ol | Qi
It takes a lot to treat the fittle. Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

200

\
,156\\ Date il | Al Lo [P
Time | 8 | 9 |o) 11[12)[ 1 \2Y 3 |(a) 5 |(s)] 7 [(8) 9 [10] 11(12])1/2/[ 3 |[a )5 |l6) 7
RESP 2:?30
(write rate in ™
corresp. box) 11 -20
0-10
Saturations 94(-9140;% .
Administered 0, (L/min.)
40
39
= 38
2 37 ¥ o P = i 3
a° 36 \ ) = Pa)
35 X b
<35
= =5
2
=
=
=
(3]
190
180
170
160
w
B 150
% 140
T @ 130 rl - o
8 120 120) 124 \\! = | = '
s 110 5] e B -2 TR
e 100 X A 4 il
c 90 ¢
= 80
70
60
50
130
2 120
‘:3_ 110
=5 100
j= =]
1§ 5 ¥ 7 IV (&
= J
5 z Bi ] 7 e ) W
] 60 i i &) X s
5 50 ’ < ~
40 w
TR
NEURO Alert = 1 T- = —] —1 FTF | iy —
RESPONSE Yoice
[v] ‘ Pain
Unresponsive
URINE > 30
mls / hour <30
Proteinuria Prote_.-in nond
Protein > + +
Normal
Lochis Heavy / Foul
Clear / Pink
gl Green
TOTAL YELLOW SCORES < i (8] 2 © 73 [i®)] < [i9)] 0 o
TOTAL ORANGE SCORES o [ % ) e = 7—l@ T7 1R oA
Nurse Initial i) &' B 9 i [ IS R
— £




N

Early Warning Signs

[ Obstetrics and Gynaecology ]

1 Yellow Alert :
Repeat Observations
in 30 minutes

4 N (

Complete a Full
Set of MEOWS
Observations

\_ % -

i

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

Observations
in 30 minutes

.

/

- L]
5 ' \ 4

\.

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

monitoring

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

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

Hospital

Your Right to a Safe Delivery

39 [osla

Date
Time | 8 No

é 11412111 2| 3|4 )|5|6|7|8|9(|10|112
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RESP
(write rate in
corresp. box)

> 30
21 -30

Saturations

<94 %
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130
120
110
100
90
80
70 ’
60
50
40

NEURO
RESPONSE
[+]

= T T 11 ]

Alert
Voice
Pain
Unresponsive

URINE
mils / hour

>30
< 30

Proteinuria

Lochia

Normal

Heavy / Foul

Protein + +
Protein > + +

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES 1

<RQG

Nurse Initial

*/
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Obstetrics and Gynaecology
Early Warning Signs

4 ™
1 Yellow Alert :
Repeat Observations
in 30 minutes
. J
r N ( A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations ih 30 minutes
\ J N Y,
™~
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
. J

* The Modified Early Warning Score (MEOWS)
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1. All measurements in ml.

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

Intake

_ Output

et

: Nature
Date Time of Fluid

Route

NG

Diarrhoea

Vomit | Drainage

= Thrombo-

IV Site

phiebitis | Sign.
Score | Nurse

Mouth

LV

N.G

08:00 am

09:00 am

Cf 1 10:00am

11:00 am

12:00 pm

(01:00 pm

' Total Intake :

Total Qutput :

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

y 10:00pm | O \

11:00 pm ﬁlf N

4
N\

01:00 am

P
ake:  TRALSE \

Total Output: "~ & ()~ )

02:00am| @ \_-

03.00am| (-

Y
3
a 12:00
‘} am ﬁL a)
Total Int

0400am | § | -

T

05:00 am f,)/

AN

0600am| QL

07:00am| YL\ ]

rd

Total Intake :

Total Qutput: /%7 /

Total 24 hrs. Intake

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

Total 24 hrs. Output
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
T T T, Y Y '
4 ""“";,'r.'é:;’r.,.. imake: _~ Output T.l‘,’oﬁ?.;”o_
Date_ | Time (ﬁagﬁ]ri% Route NG | Diarrhoea | Vomit |Drainage [ Urine | Phiebitis n?&?gé
Mouth | LV | NG )
S
08:00am | £ N t
woam| pr | B | (goW , |
1000am | R | ™ | 00w - N | Do
iooam| €L [ & | \oewW S 1N
20pm| L] B \06W) L N -
oo | Lt @) [y Roowt ] "W
Total Intake : Lo\l . Total Output : . '
0200pm| P.) 00 o ’ ﬂ.L
03:00pm| R 1 " (OO | _+—hm '
¢ soopm| DU | R [\oond 1 o P %5
77\\ 05:00 pm D“\% b4 a0 ,\3 ' @/
woomfon® [ J oo/ | 7 A
07:00 pm [ oS Ve \OO(\.’[ .C;@@W'e r i
Total Intake : & 0o X Totalowput: Py € K& oAgad el
08:00 pm HRAC Lo{]
09:00 pm ol A | son/ p il =Dtd 9“2
\g ) 10:00 pm &L)[- 2 \{)a,\ﬁ ﬁ/ ! q
,y‘?\ 11:00 pm v-}\\s W l Ut’?ﬂf B | o QW‘«U
12:00 am IR ) | Qo
01:00am | (2L yoond oowdl E"W
Total Intake : Total Output : ° aSSCJ - ‘{{—OOMK '
02:00am | @ t 100/
woan| o [T [\o0g . E"‘Pha‘
[3 wam| o, | b 10000 ol ——F—T—
. 7
& 05:00 am ZL/ 1\ fDO/\J ‘\\
Y, 06:00 am y - t o . ;
07:00 am (04 W———*—"‘"dm
Total Intake : Total Qutput : &y =5, -
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / GLINICAL / 092
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[ FLUID CHART |

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

Intake = 1 e GﬂmﬂtT-ﬁ% [ wste
Date | Time (:dfaém Route NG | Diarrhoea | Vomit | Drainage | Urine T%%E‘%g Sé?ge
Mouth 1V N.G
08:00am | Py<, W00 u} /L
0900am | O NJR, (0w I [ Se—1 |
@' 1000am | oS | N | (pomd & &
\C) 10 [0S | @ [\l ¥ P 20,
G0~ 2o [ pNY | WA\ [10ad | 7 /
0100pm | 1K | Sewp | 100 ‘ A
Total Intake : I Total Output :
02:00pm| 9 . ™
b { 03:00 pm <%f‘ = } e . f‘
\g\?/ 04:00 pm i | { : 0 Q)
o [0500m L0 i A 1
600pm| | [V [ v ) )
o700pm| ‘ g LT
Total Intake Een /" Total Qutput: 1\ )

08:00 pm el |
09:00 pm / / : L \

\‘%a 1000pm| © I 7 |~ 2 1l aw
\L) 11:00 pm 49 o Py N ' WY
% [1200am R % P i
v 01:00 am o 4
Total Intake : Total Output :
0200am| 1 J \
% | 0300am| pd Py
}Wﬁ 04500 am| ) Nl ‘ ~ |’ v kw&,
\g [0s00am| | % ® \
0§- 06:00am | | /S i | Al
07:00 am r ) - '
Total Intake : Total Qutput :
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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HNH-00015610 IP26-00006434
- Mrs USHA AGARWAL
. 03-02-1984 42Y3IM25D (F)
. Dr. VANITHA AGARWAL

QLT

Sheet NO. : ..ooveeeeeeeeeeeeeeeieen,

Z

Rainbow®
Children’s
Hospital

It takes a lot to treat the fittle.

FLUID CHART |

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

- Output

: Nature
Date Time of Fluid

NG

Diarrhoea | Vomit | Drainage

Urine

v Sfte

Thrombo-
phlebitis
Score

Slgn
Nurse

N.G

08:00 am

Wyl

09:00 am

_\/ Id

v

K&g 10:00 am /Q

11:00 am

/
y

o 12:00 pm
01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total 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 Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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PAIN ASSESSMENT FORM P2 | W o
Pain Stofe ' : Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Factors Educated Vlnterventlon Sign
’_[ [ Continuous | 3 Acute 1 Sharp (I Dull (1 Increasing | [ Yes EQ ;
2% | 0 i i ] Aching [ Burning | [ ing | O M
,;25’& 6 L0 pA 0[ 0 | Na Intermittent | C Chronic O g O 0 | [J Decreasing | [ No M
[ Continuous | [ Acute ] Sharp [ Dull [ Increasing ] Yes x ]
m&g\% g&({ \O[‘U N W | O Intermittent | T Chronic 1 Aching () Burning | [ Decreasing | [ No o 1
_1 Continuous | [ Acute ] Sharp  CJ Dull [ Increasing | [ Yes
Jelt . _ e
<4 l “SPW\ ’D/ |10 )Ofﬁ' L1 Intermittent | [ Chronic ] Aching (] Burning | [ Decreasing | J No N :E—'
[J Continuous | [ Acute ] Sharp (] Dull [ Increasing OJ Yes
,);)j\{b/é &Pm | O / 0 | ua 1 Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No N [\ CZL
' C] Continuous | I Acute [] Sharp 1 Dull L1 Increasing ] Yes o i
) ;IH H'LG 0 pn ALY \"— | O Intermittent | [ Chronic (1 Aching ] Burning | [ Decreasing | [ No a @Q
‘ [ Continuous | [ Acute [ Sharp [ Dull ) Increasing | [ Yes (H— 9
2 4 / Y/Eﬂ; 10Am O/ (0 % ia 1 Intermittent | ] Chronic [ Aching [ Burning | [J Decreasing | [ No
[ Continuous | [AAcute (-Sharp [ Dull [ Increasing ,Z/\(es vy
74 y /Z' 2w o/ WP" LiAntermittent | [ Chronic (1 Aching (] Burning mcreasim L1 No ) &
J Continuous | [ Acute [.] Sharp [ Dull [] Increasing [ Yes Ao %/
%b’ hG \{P” D“O “ap”f 1 Intermittent | (| Chronic (] Aching [ Burning | J Decreasing | [ No g
}3 [ Continuous | [ Acute [] Sharp [ Dull [ Increasing LI Yes ‘
&g[f h?’ ‘DP'Q 0] ) o A [1 Intermittent | I Chronic (1 Aching [] Burning | [ Decreasing | [ No l\),f} M
'O o [] Continuous | [ Acute 1 Sharp (] Dull "1 Increasing O Yes PA- -
4 /Y/ % (Dﬁm 0/ o (] Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | [ No ' ' o

Re-assessment Frequency:
1. Every eight hours for all hospitalize

d 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

Docu.No: RCH /FRM / CLINICA

first 24 hours
ervention.

L/152

(PT.0)
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Numerical Pain Scale (Obstetrlc and Gynecology)

! [

PAIN ASSESSMENT TOOLS

FLAGC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

%g—_

OO

Na Hurt

Hurts Litde Bit

i {
3 4

]
5

I
6

1
7

Weng - Baker (Pediatrics) Above 7 Years

Hurts Little More

Even More

Hurts Whola 1ot

Worst
Posslbla Pain

Hurls Worst

u SCORING
CATEGORY
0 | 1 2 ..
. ’ Occasional Grimace or Frown, v Fréquenl to constant frown, *
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Pesition or Relaxed Uneasy, restless, tense ¥ -Kicking, ur'legs'liraWn Up:# } 5 " '
- ™y t ;
| Laying quistly normal position, Squirming shifing back and . .
Activity mﬁveg Eas"yy P f;m-' te,,ge g Arched, right, or Jerking
. " Moans ar whimpers occasional Ctying steadily, screams of sobs,
Cry No Gry (Awake or asieep) complalnt ' frequant complaints
" . Reassured by occasional touching,
Consolabliity Gontent, relaxed hugging, or being talked to, Difficult to console ot camfort
distractible
Neonatal Pain, Apitation and Sedation Scale (upto 1 Month)
Assessment Sedation Hormal Pain / Agitation
Criteria
2 -1 0 1 ' 2 !
Crying No Cry with painful | Moans or cries Appropriate crying Not| [mitable or crylng at | High-pitched or sflent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous ery
stimull \ 1| Inconsolabla -
Behavior State | No arousal to any Al:ouse's minimally o Apprc;pﬁata for Restless, squitming | Arching, Kicking constantly awaka
stimuli st_JrnuII gestational age Awakens frequently | or
No spontaneous Little spontaneous n Arouses minimally / no movement
movement movement (not sedated) ¢
Fatial Mouth s lax Minimal expresslon | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremilies | Mo grasp reflax Weak graspreflex | Relaxed hands and | Intermittent Contlnual tlenched
Tone Flaceid tone decreased muscle | fegt clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
e |r Bodyis notlenss | Body is tense
Vital Sigus HR | No varability with | Less than 10% ‘| Within baseline or ‘Incmase 10-20% ) Increase greater than ?}U%'f"mm,
RR, BF 520, | stimul variability from rormal for from baseline baseling, Sa0, fessthanor
Hypoventilation or | baseling with stimuli | gestational age 9aD, 76-85% with | equalto 75% with stimulation -
aphea stimulation - quick |, slow recovery Quf of sync or
N recovery fighting ventilator

~/

-
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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.

L

L L [
Date:| DL/ | LT CPT
Time : s A = R
1. Completely immobile: 2. Veery limited: 3. Slightly limited: 4. No limitations: ™M ’
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.
without assistance. to completely turn self independently. independently. 1'p \’{ L/ Lf
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; ' !
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

two extremities.

4. No impairment:

Responds to verbal commands.

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

Moisture Degree
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/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 : lessthan9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18
Docu. No. : RCH /FRM / CLINICAL / 119

TOTAL SCORE

2. G

| Not at Risk: 19-23

Evaluator's Name

s <
B

N
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Support Surfaces
Risk Score . Category Action {Please Note: Only required for children who are deemed at risk due
* to aftered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ .
. Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress overla
) Manage moisture, friction and shear 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 I
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 reguiar 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 Ge! pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Date :

Time :

V1A

rp®

L8] 1200,

Me

=2

103

Mobility

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

rO;'

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.

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. ’\Jf L1 L( \,(
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; 1
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequentiy:

L{

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

4, No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

Friction Occurs when
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patient during
position change, moves in bed and in

skir}?s\':‘lmgse 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. {A
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

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

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

but will usually take a supplement if
offered.

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

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely [{
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position (/’
surface slide across repasitioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:

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 mo/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| 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

b B




severe pain or with additional risk factors,

, . Supporl Surfaces
Risk Score Category Action {Please Note: Only raquired 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 Alternai i |
Manage moisture, friction and shear ernaling pressure mailress overiay
‘ Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
. » Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk N . 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 “Mederate Risk” Patients High density foam mattress
10-12 High Risk « In addition to ragular turning schedule Gel pads for high-risk areas
« Make small shifts in their position fraquently Alternating pressure matiress 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

Alternating pressure matiress overiay
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g o Chisre' | ) BirthRigh
Morse Fall Risk Assessment Form i

Date / Time
Choose Highest Applicable Score from each Category { LéTl'/ ( 2}}&( Fall Risk Grading
el N Ms |es
T T

History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level MursTMF:g)Sco_re Aitioi
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 ® - e

Furniture 30 Standard Fall

Low Risk 0-24 .

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

None /Bed Rest /Nurse Assist 0 %) b

20
IV / Heparin Lock or Saline \h’les ) fel 70 2P Implement
0 Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 :theventlgn
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 Status igh Risk 251 :

Oriented to own ability 0 ;ﬁiﬁgﬂggn
Total Morse Fall Scale Score: 2.0 2o 20

Signature. | ( I‘ ﬂ : e, 1% A
L -

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

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

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

[ Hourly safety check

[T Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
[] Initiate constant observation by healthcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form

Rainbow® ; A
Cil'i\li?dr%vr‘:'s ‘Bll’tthght

Hos pit a| BY RAINBOW HOSPITALS

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

Date / Tim [26
Choose Highest Applicable Score from each Category [Time |99 1S LS| Fall Risk Grading
Score ki E2

History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mors7n:|a:g)8t:ore 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 0 ®

Yl ;
IV / Heparin Lock or Saline Nes 2 24 e Implement

= 0 Moderate Risk 25-50 Modera‘te Fall
Impaired 20 :’reventlg_n
ntervention

GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /immobile 0 Implement High

Forgets limitations 15 —— Risk Fall
Mental Status L — High Risk 251 Prevention

Oriented to own ability 0 .

Intervention
Total Morse Fall Scale Score: 20 Do
Signature | &

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

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

L —
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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'CHECKLIST FOR THROMBOPHLEBITIS

\%

N,

Rambow
Children’s
Hosp ltal

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

‘Blrtth ght

{ l n\f\.L ) fj Fi
DAY-1 2 gnmr- A DAY 3
. No. SITE OBSERVATION STAGE / ACTION SCORE E//N) [(MJ] E [(N | M ] @ [CW) Remarks
: e N— ~
i IV site appears healthy i\:)ob;grr:: g:}gmﬁgmw 0 5 o o 0 0 A28,
One of the following signs is
5 evident : Possibly first signs of phlebitis 1 N P O
* Slight pain near the IV Site / / Observe cannula Nl Wi PO =2
* Slight redness near IV Site no
3 ::éoeggggt,fo“owmg signs Early stage of phiebitis / 2 - ,O
Pain at IV site Redness Resite Cannula n | VA O NA-|
Al of the following Signs are O—— )
4 ;\:i(rjle;tohg T ?esi:g Catnnula Consider 3 o | NI /D,y\
Redness around Site Swelling e N | N#-
g\l’llg;;? g;gllng;rér:giség‘ns are Advanced stage of phlebitis or
. ' the start of thrombophlebitis / ,
5| Pain along Path of cannula Re site Cannula Congider . " /a*?\
Redness around Site Tredfrént NO | DA NP ~ Un
Swelling palpable Venous cord fediiion
All of the following Signs are
evident and Extensive : Pain g‘:;?:;gghﬁ?t‘?so; N
6 along Path of cannula Redness - : 5 3 X ./
around Site Swelling palpable Initiate treatment Re site ‘\l;q ’Jﬁ'— IS M'n- M
Venous cordpyrexia Cannula NO
7/
Signature of the Nurse ﬂ qjgf)_, @——
@v,,_dé(l”* My 2)%

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

Signature of Shift In Charge :

Signature : .......\.F.YA

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

...................... Name : erﬁk?

Signature : ...k,

Signature of Wardlci e :

|, ¥ — Name : .. (far?%uaf ......................
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Patient Sticker

2 o

%
Rainbow"® e
Children's ‘Blrtthght

'CHECKLIST FOR THROMBOPHLEBITIS Hospital | e
a5 26
____DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE ™ | E E M E N Remarks
. No signs of phlebitis /
1 IV site appears healthy Otiséris cinnita 0 0
One of the following signs is
2 evident : Possibly first signs of phlebitis !
* Slight pain near the IV Site / / Observe cannula i
* Slight redness near IV Site
3 Z:;oegfidtgstforlow1ng Signs Early stage of phlebitis / 9 -
Pain at IV site Redness Resite Gannula
g\ljic?;ﬁ] ? Tnsewing Sipes are Medium stage of phlebitis /
4 | Pain along Path of cannula ?es?g Catnnula Consider 3| B
Redness around Site Swelling reaimert
All of the following Signs are
evident and Exv;r;ﬂgswégp & Advanced stage of phlebitis or
5 | Pain along Path of cannula the start of thrombophlebitis / 4 |Me
Redness around Site Re site Cannula Consider ‘
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive ; Pain Advanced stage of
6 | along Path of cannula Redness thrombophlebitis / 5 Mo
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse | CH=

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

Signature of Shift In Charge ;

Signature ; ............. M .............

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

Signature of War

Signature : ......... 4
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NURSING CARE RECORD

"%

Rainbow®
Children’s .
Hospital .

Tt takes 2 lot to treat the little.

'
BirthRight
BY RAINBOW HOSPITALS

Your Right to a Safe Delivery »

oate: ... 26JC1 26 ...
o | [ Maintain Airway and Oxygenation (1 Relieve Pain & Discomfort [ Maintain Fluid Balance [J Improve Activity Tolerance ] Maintain Good Nutritional Status (] Maintain Skin Integrity
§ (B‘Mﬁt;in Personal Hygiene /Dzme{m:cﬁnn [J Meet Elimination Needs _—EnsureSarety [ Early Ambulation Reduce Anxiety [C] Patient & Family Education
S | [ Identify Potential Complications LAY OMRRS; SPBCHY: ... cvmmnsymssmmmnsisamemanse soissvs et iseselinia s G as SR skl s a4 DOMENRS S AN RAN B A NS
Time Plan of Care Time Implementation Evaluation Re-Assessment 'g“g’i‘;n':ﬂ':r':
£
= f —
H v : /
) p
{ i .
’—/—‘_ﬂ//
' T A
8
<
=
=<
QPQ o -ALSenl —\le {)6 gﬂﬂ e A %gtgged Moe
- 0
=3 ‘ CJ(\-J"’J"%q _p‘( Cond: o \\su\) ﬂ\—— Y ¢ "
d o AN VD“*U&_? -t £ Moniteeed VIS {| © vl Kewo Lutr NN
VAt v
+So MOM{HOLJ\ q//b +¥% r\/(_OxA()Ar o L\/{b 8—\ VAR v ’@:
g ~ LoOe A C koSt~

Docu. No: RCH /FRM / CLINICAL / 148
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NURSING CARE RECORD

"z
Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

BirthRight

BY RAINBOW HOSPITALS

Your

Right to a Safe Delivery

|
—=moni for vty

—gcirtatn Lo clesd

fio

~—p paant =€ A0

s

V_?+ u—g

Date: ..... 9/ BKM ....................
« | [ Maintain Airway and Oxygenation (] Religve Pain & Discomfort [J Maintain Fluid Balance [ Improve Activity Tolerance [1 Maintain Good Nutritional Status [1 Maintain Skin Integrity
E (] Maintain Personal Hygiene 1 Prevent Infection /B/ Meet Elimination Needs " Ensure Safety E/fany Ambulation Reduce Anxiety !;J_/Pamﬁ& Family Education
S Identify Potential Complications ANV OO SDBCIY, i vvainssminsnsmoonsrsressiisi s b st s n A N e e RO S SR EAR R RO R Ee A i
Tlme Plan of Care Time Implementation Evaluation Re-Assessment F&"&?ﬁ,,’:ﬂg
2o panfor alt [ velalt Nond
an Ao W8 ) 1) O
- e cuelp NE M ekl X
f =P neede ;wo@ Tl Q |
2 (@7 o) Lwaglar
Lot a0 dox ¥ —p W i
P AL Cnouwt 8lp M&?ﬂ‘\'a{:‘&“ﬂd J
7’9’“ > ASess [»l(b(\_i,o—%q pye A M AL S el Aopt (padiip0 o
c /mﬂof\f/f\)\/ /flM ‘}Hatg g}-{[o f’)mm;b;,,/ = e '\/)Ja/lg Q/ P)’i gg]a Jé Y nd Cj() —%5
e D Loy ;
5 lp i e,@j’;j?o?m o ’ 5 D i sl; e we f’ff’ B e
= ‘J] q M QP as Ve, /[UUaWDY(JT Yugy fof
P adndae D,fﬂ& o 1B edan o fhotarn! Gl
D PH1S b g Lol Dpt 1S U_)&oﬁl
Q| —csess le AL 1€p0) ppegessed +he N
[ o 5§ ;":“O ‘U\D
Eﬂ Q,U n&gr}'l O[) vpf Lﬂrﬁz ; d} N P ﬂ € U‘ﬂf C/ﬂ. MDM«,"
z-"‘,‘D '-‘—D-__LrMUn,J'Ude Vit ‘;s- ’S’}Ob,“-—
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NURSING CARE RECORD

"

Rainbow* : e
Children's | @ BirthRight
Hos pit al . BY RAINBOW HOSPITALS
mmmmmm the little. Your Right to a Safe Delivery

o

Date: '9‘3”/3‘/% ...................

Morning

= Provide. He dypind

A5
| miindte Ho medin]

h

=Prod ded chain e

SPdRnS red medz
_aten 03 p4f cheot

6‘/(([&)1 ol

i /Q—Nﬁuain Airway and Oxygenation [ Relieve Pain & Discomfort (] Maintain Fluid Balance O] Improve Activity Tolerance —TT Maintain Good Nutritional Status _—£Waintain Skin Integrity
E “+Waintain Personal Hygiene ~ [ Prevent Infection ﬂm Elimination Needs —F1~Enhsure Safety [] Early Ambulation Reduce Anxiety ——&Pafient & Family Education
S | 1 Identify Potential Complications NI VRS SOOI vt s o o T T8 S B s B D b s e
Time Plan of Care Time Implementation Evaluation Re-Assessment '},“é?ﬁ..';?.?}g
: > 2
s = AR W(Wﬁr - AR e pffond L0
= f‘{ﬂna %W t)/ ()/N = MOT]%/)’\@(/ l)f ) Q}‘( # 05 ‘Q /
i T fu , Re-chacked
MOGn050 o nutrdadned THoc Palitn C-chac el

Fhal B

Night

= maﬂ%&fm"] —TjD
=7 pPeaVvi fcicd?oq

ShAM

SANI

7 Pravded ﬁm N

— matntatng T

Jmnm &k mfcf p’mfmf‘

Q &{x@‘\’

s

em | G0 & per drw_chasd |Sem :
5P| B3 338 M P-cangi PsSss ool H P , . ]
z o ol | | pgni detsd i %% Vo el h]
Sl [ Mot delyy 1‘6 (.,Lw’lﬁ- | . | . St |
2 1 - mm’mjf@‘*‘ﬁd Tle chat? o
|| Doy gik 2 R \ i (
2 P Dm;;z Lol gom | i 9”\’“: il {
—aprsssse] P — 85{55@4 P o
T ot P Ctmc{” o0 \ o
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It takes a lot to treat the littie.

7 ﬂl//llﬂlllmﬁmllllllllﬂll (F NURSING CARE RECORD ] - Y

« | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [] Maintain Fluid Balance I Improve Activity Tolerance ] Maintain Good Nutritional Status [] Maintain Skin .Integrlty .
E 1 Maintain Personal Hygiene ] Prevent Infection [ Meet Elimination Needs [1 Ensure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications L1 ANy OIHers: SROCHY. .. co v sviiivnmsmisisiumimeisvmiimmmivoms sisesines oo sa e s samr svesiss i s it
. Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

epin| =7V Hhe pt- Oy gemy = AKSE pH-ondtion ,-
> Moriroy the U?{Ug >nvondoved Vitaly e rd- e Y J
+ |71 Gedin o chpd 0 [=>Mainfeined (O chal Stab| ¢ QKUZSZM

= YHminsto medind] |- pcdmintsfoved /}167(19(_@1
IO ReT dyy chod o Q) p4y oo

Qpm |7VF S0 um | >ITv e Stoped

Morning

|
}M

Afternoon

Night
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(F)
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R
C
H

"z
ainbow”
hildren’s
ospital

It takes a lot to treat the litte.

RSING SHIFT HAND OVER FORM

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Infection: CIYes [INo DﬁKnown

= | Diagnosis: L@ 3 0 cC m 0(‘@@#'3’ y -
° i ; 2
= Pr[/ gﬁﬁfl \j HINEE SPBEIIVE ocoocsviniconcassmnanmssassann ey
= Y .
@ | Surgery/ Procedure: . P ost OP Day:
. 5 :
o | Date 2 b 2 A . 2
= Shift ’(\\\atNoq/,ng/qgl 2 Mo | P
& | Medical Condition .
% (Any special condition to be noted): ~ ﬁ‘:\ yEA/ W\ P fi NQ
=T \] 2 y .
= | Diet oM | NPT 06 [ s [Nge [Biguwd
™ Allergy:  Yes N0 | T Yes ~o | Yes (] 7 Yes T No{T1 Yes AN | C1 Yes &No|
Ventilation (RA, NP NIV, VENTI): — - e ~— —
Tubes/Drains/Catheter: T Yes.=No | Yes WMo | L1 ¥es C1No |21 Yes ™ No | I Yes /> No | O Yes =Ne
p £ | Vital Signs: Temp: | dey- C{Q‘b\; Q}'Jl’f Uy ~) Q’? ~€‘(( jg’\g’f‘
i Res: |y 00 loohnt [ op) 9 b~ |20 b
2 500; | ag %Y (o [ | Tawy | qqp 99
2 Pulse: | g A0 bk ey | w94 8 5b 4
[~
BP: | Wlpo | \0% oY Wolds” | WO [ s/ |1251€2
LOC: oo | — . o —
Fall Risk Score: | - ~— S~ - c T
Pain Score: p s 5 — il =
Skin Integrity |-Cuud ‘RO"“ Yol [P | Gd| —
Safety Needs: | _.Yes C'No | (Y65 C1No | Yes' I No |01 0| fes LINo | L¥esINo
Physiotherapy:| =~ — L — b —
~ § Others Specify: | Yes =No | Yes ™0 | Yes [+No |1 Yes (-No | LI Yes [0 | O Yes LMo
}_‘E Special Diet: - - _ C P -
o | & [Critical Lab Test/ Values: - - o v e _
‘ E |Other Special Orders / Medications: | Yes &No | ! Yes grﬁ 1 Yes 2No | 0 Yes NG| L Yes ¢fo | 0 Yes Tblo.
§ PU Prophylaxis: ij%szﬁErWngﬂoLJWspr1?%&2%6W,%s@465i%5;mm
DVT Prophylaxis: © Yes+TNo | Yes Ao Wes'f{No O Yes LiNo'| [ Yes jz’ﬁo Yes [1No
ADL (Dependent / Non Dependent): | ,7¢dén W -~ Aepechdt  — -
{ i il
Post Operative Procedure Special Orders: f( ~ —
W v N -
Handed Over By Name : NOU}M : in,\? Ll M‘OU\‘) 2 bl % %r
Signature /1D : (s N . Q%;_A @L () ! P;n,d\
= = b
Date: 251 e RQUINS 3 KT | 4¢ | V| op [ | 2218
Time: gnn | 9\ 0 Q| Sonlge ™
Taken Over By Name NN 9P, | ol AnudhelDiviio Il
Signature /1D /(;\pb MU’ @ Al ﬂ)lf(’/\ ﬁ—/]—
v - AT =
Date: O | gl pxIsT26AR |8l 2siShe
Time: D TSI TN
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Mrs USHA AGARWAL y
o P — Rainbow” | @ o o
AT T — Ghnaren’ | ) vt
It takes a lot to treat the little Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM ‘
Z | Diagnosis: Any Infection: C1Yes [CINo [ Not Known
g Y8 - SPBCHY: &..occsvisuosssmmmsniisvasanususssusisicen
= Surgery / Procedure: : \SA;“ J \( Post OP Day:
2 | Date . _ ) &\
= Shift )
.% Medical Condition - ' M%
é (Any special condition to be noted): '\,%’ . D wAS
= | Dt Rawel| §qudy
Allergy: C1Yes Mo |1 Yes NG |C1Yes LINo|JYes CNo | Yes CINo | Yes [C1No
Ventilation (RA, NP, NIV, VENTI): - W
Tubes/Drains/Catheter: O Yes =No | Yes (LNo [T Yes T No | Yes CINo [ Yes ='No | Yes T No
E | Vital Signs: Temp: | 4% AR -SE (Y
= Res: | Do y,zb/m
ﬁ Sp0,: LEO 1 0 0"7
2 Puse: | RS | &2
BP: | 1Q ol [22hm
LOC: —
Fall Risk Score: |~ | —
Pain Score: T B
Skin Integrity T —
Safety Needs: | = Yes -ENe (L ¥es S.Me-|[1Yes CINo [T Yes CONo |7 Yes T2 No | [ Yes C1No
Physiotherapy: — .
§ Others Specify: |l Yes o | Yes .=No | Yes [1No | Yes C'No | Yes C'No | Yes [ No -
g Special Diet: | — - L
& |Critical Lab Test / Values: - —
g Other Special Orders / Medications: |1 Yes =No | Yes =No| [ Yes [7No |1 Yes CINo |l Yes T No | Yes [1No Y-
& |PU Prophylaxis: [1Yes No | Yes i=No | Yes CNo |0 Yes C1No | Yes C'No | Yes CJNo
DVT Prophylaxis: [1Yes N6 | Yes (=No |1 Yes [No|CIYes CINo | Yes CINo |l Yes CJNo
ADL (Dependent / Non Dependent): — =

Post Operative Procedure Special Orders: @a»

Handed Over By Name : MM A—Y\U&;L?\

Signature /1D : <A
Date: sf 1o a5k
Time: ) %] Cg‘_p m

Taken Over By Name : ﬁnLLM'\[}

Signature /1D :

)
Date: 24 [x [
Time: 5\::”—{)

Docu. No. : RCH /FRM / CLINICAL / 097
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HNH-00015810 1P26-00006434

:;::mA“lwal.\r aM230  (F) Halh I?%w“ .

i | Children’s Blrtthght
m ”"I |""l|l|||““"|m“""“ ! URI NARY CATH ETEH BUNDLE CHECK LIST Il-Ime.s“ELt“ﬁ!m . 3:?:‘;‘?3;:55%”\:5

Date of Insertion: .............. 299\ ................... S Date of Removal: }6 D/ ............. / ’5 O fn

< : 3 24 \5

Parameters Date Shift Time 15 Ly o p e 24 | =,
7 = 7 i

Need for the Catheter MYes CINo ~Yes CINo s [INo | [#¥es [INo | ClYes [INo IYes [INo | [JYes [INo

P Hyglane JAfbs CNo | C¥es CINo | [3¥6s CINo | i¥es CNo |.[i¥es [INo | CiYes CINo | [IYes [INo
Z

Usage of Sterile Equipment B’(esADNo —TYes [INo LYes CINo | Ci¥es [INo | C)Yes CINo | CiYes CINo | [iYes [INo

Is the Collection bag below the level of bladder ﬁ‘é‘, [INo | -+tYes [INo »«Eﬁas CJNo | +Yes [INo _[Yes [INo EIYeE» CINo | ClYes [CINo

i i -_/
Check the Tube for Obstruction (Free of Kinking) ‘p)é/ CONo | CYes CINo | SYes [CINo | [¥es [INo _/Yes “@P\\ %@/s/m& "1Yes [INo
' : )
Is Catheter dated as policy CX¥6s [INo | _L¥fes [INo «Z@ (JNo | HYes [INo M No Lﬁ\%e\sj bﬁo/ _Yes [No
. |
Collecting bag is been emptied regularly? ,_Q)é’ “INo |-=Yes [INo /Zfes [INo | Yes [INo | iYes (WYYW INo | [IYes [INo
. L

Maintenance of closed system for the catheter D‘@s’ [1No ;A‘és C1No ,?J%s CINo | [*Yes [INo Ll¥es [INg [OYes [INo | [IYes [INo

Dressing clean and dry? s CINo | j>Yes [INo | “fYes CINo | [i¥es [INo | H¥es—tINo | [IYes [INo | CiYes CINo

Is the line removed as Policy? Q’@ INo /(Yes CINo | [#¥és [INo I¥es [INo | LlYes CINo | ClYes CiNo | [lYes [INo
e

Performance of Perineal Care Aes [INo | L=Yes [iNo 4IYes CINo L¥es CiNo | (lYes [INo [1Yes [INo | [1Yes [INo

Onset of New Fever [1Yes a0 | ClYes #No | [1Yes ,Dl’( ClYes CINo—| [lYes (No | [lYes [ INo | CI1Yes [INo

Asses for the leakage at the site of insertion [1Yes~11No {ZY{S [INo | //Yes [INo | [lYes [INo | [1¥es [INo | [IYes [INo | CJYes [INo
0 -

Name of the Nurse » Mg@% " Arao D/'LV Vo]
Signature of the Nurse ’ % @_ @‘ @ﬁ (,ﬁ{”)

Docu. No. : RCH /FRM / CLINICAL / 114
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Mrs USHA AGARWAL
’: i ua-oz-un 42Y3IM24D  (F) ’%Cﬂ Rambow

ANITHA AGARWAL Children’s

" - Hospltal,
NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

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

Date: .......... 2.3, z /) 6. Time: \Dl4041’7
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NARCOTIC PRESCRIPTION FORM
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S.No Drug Name Dosage Remarks
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2. | Morphine Sulphate Inj. 15mg/MI / ]
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4 Whether registered with any other registered medical practioner / S
" | recognized medical institution ( If yes, details of the recorded) O
5. | Details of essential Narcotic drug dispensed Fen !;,;:; Ny /J
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
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PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks

Fentanyl Citrate Inj. 50mcg/MI
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recognized medical institution ( If yes, details of the recorded)

5. | Details of essential Narcotic drug dispensed

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
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= s

Doctor Name: \ " VA Doctor Registration No:

Signature; “\ J
9 A

NARCOTIC DISPENSING FORM

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

IP'RegistrationNo: ...« L2100 0.8 Lo bl i Datel .= LA LA L. sviine

AadhagnNo: of the Batient (OPUORBIL «.aaiiviiisi Gimerikit i essnssismiskassisassinnss stise o tostinsbos

- B

7 Name : Remarks

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

3. | Brief description of the iliness

Whether registered with any other registered medical practioner /
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