ESTIMATION SLIP
Date:_ /) ,( /JL

Name of Patient :

UHID / IP No. :

D/IVS : AILLA‘L({IC

Ny Stk

Ham-00012) 232G

]

Father's / Husband's Name :

py . (ﬂn{_)%_t/,m

Corporate / Occupation :

Rainbow’ : iaht"
Children’s @ BirthRight
Hospital | | @ &eiaeiin
Cr
Sl No. 1068
Age: 22‘17 ¥ Gender:_L

Address : I\u“ﬁ h‘mJ/A Phong : Eﬁggggga;plﬁn*il: Q(‘f%ng,{/,@a
Procedure / Plan : ND JL e EDD/Dos: 2 J
MODE OF PAYMENT : D SELF D}PA: A4 Qgé DGIPSA: OTHER
TARIFF INFORMATION : |
Particulars Package Amounts (Rs.)

Room Category Normal Delivery LSCS

f™ulti Shared Ward
Shared Ward
Twin Shared Ward = ['r_’\)o l Vo a . k

Private Room — - LUC} ). Aok
Super Deluxe Room
Suite Room 4+ Mon s bled {:F)q_f% s S R
Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges, .
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
k tarts from th :
@ac ERRORg N ITLARe Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission}
‘ Lgngth of Stay for : ~ P VAL Length of Stay for : L ry9
: Pharmacy up to {)’ 0 )- Pharm-acy.up to 11.0tr /-

N ( bp (= | Investigations up to Ay P Investigations up to 2.0/~

Offlas poell  baby gl o hy 3CE

Neonatologist Charges :

. .tial Minimum Deposit :

D Covered E]Not Covered
’F' i (y}"} /’

Awprte

Epidural / Entonox : [ | Covered D Not Covered
hre

Adrm (600

194

«" REMARKS :

(] A i
S: Aol inatinn, Neoralel ﬁ‘éﬁg PRlG ; .
1. Room eligibility is purely subject to TRA ap oval and th Package/Room Tariff starts e ol admission. ¢ estimated amount may Change agcording to duration

of stay, medical condition, investigations, pharmacy and any other procedure.
2. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and may notbe

~ reimbursed by the TPA at later stage.

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

etc.

additional payment is applicable for which kindly contact the Financial Counselling desk between 9am to 6pm

( ~4:Th Caﬁﬁ'é patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,

5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, _liapl:nts, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, etc. credit cannot be exchanged. Theseh.om_slm 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.

e =h.". Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and no attendant is

permitted in ICU's
8. Tariffs are subject to revision

9. Kindly check your billing status on day to day basis at IP Billing Department.
1 G.Add‘itiom! Charges on package are applicable for Non-working hours and Non-working days (sundays and public holidays)

I

DECLARATION

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

other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time

I promi

Signature of the Client ¥

o

to setthilh the hospital without any ambiguity.
Lp( P‘J (;)';-W A

Signatory Relationship

®

Signature of the financial Counselor







\ HNH-00012135

"%
\ 1‘ Mrs ALuR AMMND 1P26-00006855 Rain bOW . . . -
L ;‘-ﬂhm 2712 Children’s Blrtthght
° Hospital _ | () remsonodmu:
our Rig 0 a Safe Uelivery

I!I///IIII/III/IIIIIIIIIIII/IIIIIII T
SURGERY DETAILS

Date : .. '520 f/%

PatientName. ....... IS Al &V, ...... Date of it ... A%(§11999...... Age: . 901K
gender: ...... S¢0ale. . Ward: .......... OF UHID No.: M3t —000 12049 ..
Date of Surgery: ...... .0} 1[8b............ _010T-1 [30f-2 [JOT-3 []0T-4 [J0BGOT-1 []0BG OT-2

1. Surgeon : WSM% ............................
2. Anaesthetist R DY - Samix DY‘A‘*JEQ[*& ..................................................

3. Assistant Surgeon DY:DU\JA .................................................................................
(.ﬁ 4. OTTechnician oo S ST IGI o e
Y 5. Circulating NUrse : .......cooo....... KA A e

6. Assistant NUFSE  © ovovvrosnenns 8 “’.Ba,uu. ...........................................................................................

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

‘ Signature ob%

Signature of the Surgeon f Circulating Nurse
Eev v Lodte

Order No: .oﬂﬁ.:.aagg.yﬁqaﬁ ................. Order by: rAnLuMQO/'zAb@JrA( 3 /Jm

Docu. No. : RCH /FRM / GENERAL / 114
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HNH-00012139 th -
IP26-0000

;m ALUR ARAVINDA 6885 o Us

24-05-1909 AT ‘ é

Or. SWATHI H v ML

UNINMINIME ~ coNSuMABLES OF oT Heseital.

Circulating staff N«,ﬂa/ﬁw\ ............ Technician : Ja ...

Rainbow* . o
Children’s (4 BirthRight
BY RAINBOW HOSPITALS

. Your Right to a Safe Delivery

Anaesthesia Disposables wsuod 1Y usea | Surgical Disposables mﬂa‘ﬁ' useg| Disposables (Baby Side) -y
ET tube Majer Pack 3y G | mviek ol
LMA Sutures 93 4, 2 2002y A 1 Cord Clamp L
ECG leads :/B/ P/ N | paa il 234/, Suction Catheter
HME filter : A/ P / N : St ' Feeding Tube /)0 - 4 T
Syringes : 10 cc ez \ Vaccum Suction Set
05 cc & | Gloves gé 4 /é H,m /| Surgical Gloves / . _ :
02 cc 0% | ',gni de 't 1/'2.‘— —t Gauzgﬂﬂa%l‘( /i — 3&,: /J/
01 cc T Syringe Al / 2mi | r
Cautery plate{’ A)/ P/N }Z, Surgical blade ~ - [ Surgical Blade # 20 \,f/ ~
IV set ,?1 NG tube L Koochies (S) \o«(//
RL B &7 Cautery pencil Q/” Encovr b J
h NS : 10mi/ 1d0mi / 500mi / 1000mI A _1_)/Kfmchles e L Y// %%{ —f E#E.«-R
meaﬂroc‘{M W DNHTBIRE : Canida Jyo | DO
| Suction Catheter - £ ),,..,J A e OM—
Fentanyl 5 | Cap, Mask P s
Morphine Gauze Pack 7‘fx7~r\' 26-00002|Shb g/ 65
Ketamine Mop Pack > (B
Propofol Steristrip S —
Rocuronium Underpad
Glycopyrolate Draw sheet /
Myopyrolate Abgel 1%
Ondansetron Foleys catheter
APencang’:g/ Spinal Needle 22 W 'fUrobag
R [ Bupivaeaine 0.25% 4~ | Chest Drainage Catheter
N/ Bupivacaine 0.25% (Heavy) | ﬁ Romodrain bag
Antibiotics | Bandage \
® o2 qut (A) ‘@’7’ [ Tegaderm |
Suppositories RS loban !\
Anamol : 80mg / 250mg / 170 mg | Double J Stent =
Supridol : 100mg R /A | | Vaccum Suction set q’/”
Justin : 12.5 mg / 25mg / 100thg | PlasticBedheet AP | St
Tab. Misoprost : 200mg | ’E;tadine Solution Qf i
Snve  gloe. 2.5 fs 1 Microshield g
Y e ‘27 Cotton Balls & L
’ " | Latex Gloves 7
Ramdione Scrub v
Saral
Surgeon Angesthesiologist Nugse OT Technician
Order No. 16'009047—15“\6 ..... 'k£| .................. Ordered by : '{Atvaﬁamcﬁb[?[g}_g@ ....... !.12‘...5.(/?;,,

Doc. No. : RCH / FRM / GENERAL / 125
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Rainbow
Childeen's
Hospital

Rainbow Childrens Hospital-Himayatnagar

Burtniic-t Rainbow Children’s Hospital, Door no, 3-6-267, opp. Cafe nitoufer, Ofd MLA
<Rt

quartars road AP State Housing Board Himayalnagar Hyderabad ,

Telangana, INDIA 500029,

040-48873000, infofrainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

EINITIACTIG

MRN : HNH-00012139 Name 1 Mes ALUR ARAVINDA
AgelSex 1 27Y 1M 28D/ Female Dector 3 SWATHIHY
Adm/Heg DatoTime 1190712026 21:01 Payor 1 TATA AIG Geparal Insurance Co. Lid.
Qrder Date 1 20/07/2026 17:49 Crdemnumbar  ; 26-0000215461
Visit 1D = IP26-00006885 Ward/Bed No  : 4F -OTILDR-A1S
Patient Address : 3RD FLOOR. SRI SARADA NILYAM. 2-1-565/4/4, Nallak Hyderabad, Tel INDIA, 500044
S.Ho Dascription Genesic Name Tasage Routs | Fraquancy Duration Instrucilon Qty Stalus
1 |PENCAN 270 (B/BRAUN) 1Mot Extaenal {10 A 1 Days 1Nos| O
2 %&”REP SOLUTcNS L 1Once Daly 2ban 2n0s]  Duspansac
UNDER PAD 50X80 108 Pack
3 - MEDICUBE 1 s Extamd / 10AM 1Days 2 Nos| Dispansed|
4 COTTON BALLE 2GM 3 NOS 1 Nos Exiarnal  Ooce Daidy 1Days 1hes]  Dapeased
5 |HAWINHEAVY SHGINI4 vl £xtaemal { Cnce Dady 1Daps 1vial|  Dupenas
DISPOSABLE APRONS DISPOSABLE APPRON
6 |sremnex STERILE Xt 1 Nos 1Onca Daty 4 Dayx 4Nos|  Cispemes
Oxygnbask With Tubag - .
7 Adult ROMSONS-FC 1Nos Exiernal F Cnce Daily 1Days 1 Hos, Cispensed
ABGEL SURGI PAD (BIG)
L] (GELSPON) ABGEL 1 Ren 1 Once Dally 1Dars 1has]  Dispensed
0 [VICRYL 1ONW 2384 VICRYL 1-0NW 2364 |1Hes 10nos Dady 1Days thos| Cispansed
10 wzmm"'“ 1 los Extemal § Once Daly 10ays ZNos| Dispenasd
TRUGUT CHROMIC CATGUT | TRUGUT CHROMIC
n Sh43tz CATCUT SHa242 1 hox 1 Onca Dty 10m% thos]  Dispansed|
GAUZE 7.507.512PLY {5 |GALZE7.3X7.5 12PLY 5
12 NOS)RON XRAY NOS 1Koa Extarul [ Once Dy 1087 Akos| Oispensed,
13 [MISOPROST TAB 200MCG 45 1Taba Extamal 1 Once Daky 10ap 6Tats| Dispented
14 |ADLLT DIAPERS. XL 1Hoa Exieemal £ 10 AM 10a1 1hos|  Disoensed
i5 | SURGICAL BLADE 22 SURGICAL BLADE 22 t Nos Extamal} Onca Daity 10ays Thoa[  Dispansed
1§ |SGLOVE M7O{SURGICARE) |SURGICAL GLOVESTO |1 Hos Exiemal | Once Dty 1Dan 1hos|  Opensed
17 |vicRYL 1-0vP2348 VICAYL 1.0VP 2346 1 N0 1Once Daty 70 28os]  Dizpanasd
3 |MONOCRYLIO3W 13286  |MONOCRYL 1324 1ho #Onos Dady 10aps 1nod|  Orpiied
t# |SGLOVE® 8.3 (SURGICARE) |SURGICALGLOVES 85 [1Ho Exmmal f Once Daly 1Days 48o3| Dispansed
20 |EC.GELECTRODES (ADALT)|ELECTROCES ADILT  |1Hos Exlarmal f Once Daily 1Daps INoa|  Dispensed)
PREGELLED SURGICAL | PREGELLED PLATED
21 |oatEsomnn ADDET 1o Externad # Once Dally 10an 1hoa| Dispensed
22 |DSYRINGE SMLINIPRO} SYRINGE 5ML 1 Hm [ Extarnal { Once Daty 10ars 3Has| Dapensed
CAUTERY PENCIL
21 [AQVANCE) 1 Nos Extemnal  Once Dy 1083 THoe| Dispensnd
24 |DSYRINGS 2SMLMIPRO) | SYRINGE 20L Thos Extarma { Once Daly 1Days 3Hce| Dispema
25 | MOPS 30x308PLY 58 X.RAY [MOPS 30X308 PLYDATT |1 Hea. 1 Cnem Dty 3 Days INoa| Disparied
28 SUPRTDOL SUPPOSTORIES 1 Nes E 1 Once Daly 10 1Nm
WAMGES Dispesad,
7 [y UPFOSTORES 100 1hos Extamal { Crica Caly 10ays 1Nos|  Dispeassd
2% |DSYRINGE 1ML {NIPRO) SYRINGE 1haL, 1 Nox External { Oncs Dady 10ayx 20s]|  Dupenssd
NORMALSALINE 0.9% ‘
29 NS 100MLACCULIFE-EM  |SODRIMCHLORIDEI00M |1 mL 1 Once Dady t0ays 1mb]  Dispenang
LELD
0 I&g‘é&gg‘” PACK WE_ ¥ Nos Exiarnal £ 10 AM 1 Cays 1Nos Dupenisd
31 [Encore Micropte glaves-6.5 11os 10mca Disdy 1Days 3nor]  Diapensac
32 ERAIQCN (OXYTOCN) N vt inpocoon { Onice Cady tDaye SVi|  Dupansed
RINGER LACTATE
33 |Ruscom cLosepsysTEM | o BER LACTE + Boity JL 2Caps 2Botte|  Dmpomsed
34 |VACCUME SUCTION SET thos Extenal [ Ones Dady 1 Days Thes|  Dispeases
SWATHIHV
OBSTETRICS AND GYNECOLOGY
Reg No : TSMC/FMR/15501

* This document Is just for referenca purpose only, Nol to be considered as primary report.

Note

* This prescription is valld only for specified duration.

* Do not rofill medicines,

Printed Dale/Time ; 20/07/2028 18:00

Printed By : SUNKARI SANGEETHA

Paget of1
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Rainbow !
gggg&%‘{ s mrzhn;gm Rainbow Children’s Hespital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA .
guarters road AP State Housing Board Himayainagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in

Rainbow Childrens Hospital-Himayatnagar

T
ELECTRONIC MEDICINE PRESCRIPTION

MRN 1 HNH-00012139 Name : Mrs ALUR ARAVINDA
Age/ Sex : 27Y 1M 26 D/ Female Doctor : SWATHIHV !
Adm/Reg DatefTime . 19/07/2026 21.01 Payor : TATA AIG General Insurance Co. Lid.
Order Date : 20/0712026 17:49 Ordernumber.  : 26-0000215462
VisitID : 1P26-00006885 Ward/Bed No : 4F-OT /LDR-415
Patient Address : 3RD FLOOR, SRI SARADA NILYAM, 2-1-565/4/4, Nallakunta, Hyderabad, Telangana, INDIA, 500044
S.No Description ) Generic Namo Dosage Route | Frequency Duration Instruction Qty Status
1 |PSYRINGE 10ML (NIPRO) SYRINGE 10ML 1 Nos Extemal / Once Daily 1 Days 3 Nos Ordered
2 |EACEMASK3LAYER- FACE MASK3LAYER |1 Nos Extornal { Once Dally 1 Days 10Nos|  Ordered 1
3 BCV-INTRAFIX SAFESET 1 Nos I Once Daily 1 Days 1 Nos Ordered
4 [ s FEMALE 1 Nos External / 10 AM 1 Days 10Nos|  Ordered

SWATHI H W)

OBSTETRICS AND GYNECOLOGY
Reg No : TSMC/FMR/ 5501

[

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

Note
* This prescription Is valld only for speclfied duration.

* Do not refill medicines.

-

Printed Date/Time : 20/07/2026 18:00 Printed By : SUNKAR] SANGEETHA Page1 of 1




z W Rainbow Childrens HospitaI-Himayatna(er

Rainbow ,
Children's _ < . . . . . f l.
Hospital Blrthﬁght Rainbow Children's MHospital, Doonf no. 3-6-26?’, opp. Cafe niloufer, Old MLA : ,
& Raintrone quarters road AP State Housing Board Himayatnagar ,Hyderabad , A / '
Telangana, INDIA ,500029. " [, { *
040-48873000, info@rainbowhospitals.in /”

e

B
ELECTRONIC MEDICINE PRESCRIPTION

MRN : HNH-00016705 Name : Baby Of ALUR ARAVINDA

Age |/ Sex :0YOCMOD4H/ Male Doctor : SPANDANA PASUPULETI]

Adm/Reg Date/Time 1 20/07/2026 15:14 Payor : SELFPAY

Order Date 1 20/07/2026 17:54 Ordernumber  : 26-0000215465

Visit ID : IP26-000068.99 Ward/Bed No : 4F -NICU 1/ NICU1-402

Patient Address : 3RD FLOOR, SRI SARADA NILYAM, 2-1-565/4/4, Nallakunta, Hyderabad, Telangana, INDIA, 500044

S.No Description Generic Name Bosage Route / Frequency Duration Instruction Qty Status
1 ?&28%’?2’:&’%% THIN E;?gg ?&EHIN 1 Nos External / Once Daily 1 Days 1 Nos Ordered
2 KOQCHEES-SMALLS S 1 Nos / Once Daity 1 Days 1 Nos Ordered
SPANDANA PASUPULETI

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

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 20/07/2026 18:02 Printed By : SUNKAR! SANGEETHA Page 1 of1
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Rainbow D
SPASTeS s Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA

Rainbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.

040-48873000, info@rainbowhospitals.in

Rainbow Childrens Hospital-Himayatnagar Y ot

ARy
ELECTRONIC MEDICINE PRESCRIPTION

MRN : HNH-00016705 Name : Baby Of ALUR ARAVINDA
Age | Sex :0YOMOD4H/Male Doctor . SPANDANA PASUPULETI
Adm/Reg Date/Time 1 20/07/2026 15:14 Payor : SELFPAY
Order Date : 20/07/2026 17:54 Ordernumber  : 26-0000215466
Visit ID : 1P26-00006899 Ward/Bed No : 4F -NICU 1 / NICU1-402
Patient Address : 3RD FLOOR, SRI SARADA NILYAM, 2-1-565/4/4, Nallakunta, Hyderabad, Telangana, INDIA, 500044
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 DSYRINGE 1ML (NIPRO) SYRINGE 1ML 1 Nos External / Once Daily 1 Days 2 Nos Dispensed
2 SGLOVE # 6.5 (SURGICARE) |SURGICAL GLOVES 6.5 |1 Nos External / Once Daily 1 Days 3 Nos Dispensed
3 Encore Microptic gloves-6.5 1 Nos / Once Daily 1 Days 1 Nos Dispensed
4 |INFANT FEEDING TUBE-6 g“FAN" FEEDING TUBE | 4400 External / Once Daily 1 Days 1Nos| Dispensed
5 INJEK INJ 1 MG 0.5 ML 1 Nos Once Daily 2 Days 2 Vial Dispensed
6 INTROCAN 24G IV CANULLA 24 1 Nos External / Once Daily 1 Days 1 Nos Dispensed
GAU 5X7.5 12 PLY GAUZE 7.5X7.5 12 PLY 5
7 NOS}ZEIS'N ))((Ri‘( LYi6 NOSZE i 2 1 Nos External / Once Daily 1 Days 2 Nos Dispensed
CORD CLAMP-
8 ALPHAMEDICARE 1 Nos External / 10 AM 1 Days 1 Nos Dispensed
9 SURGICAL BLADE 20 SURGICAL BLADE 20 1 Nos External / Once Daily 1 Days 1 Nos Dispensed

SPANDANA PASUPULETI
* This document is just for reference purpose only. Not to be considered as primary report.
Note
* This prescription is valid only for specified duration.
- /—
* Do not refill medicines. /_’,./a;....‘

Printed Date/Time : 20/07/2026 18:02 Printed By : SUNKARI SANGEETHA A Page 1 of 1

<
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Rainbow® . .
Children’s ‘Blrtthght

Hos ital BY RAINBOW HOSPITALS
%0“0 p Your Right to a Safe Delivery
Name Mrs ALUR ARAVINDA UHID HNH-00012139
Father/Guardian Mr L P GOUTHAM PRATAPA Age/Gender 27 Y 1 M 26 D/ Female
Address 3RD FLOOR, SRI SARADA NILYAM, 2-1-565/4/4, Nallakunta, Hyderabad, Telangana, INDIA,
500044
IP No IP26-00006885 Admission Date 19-07-2026
Ref Doctor Self.
Discharge Date 22 .07.2026
DISCHARGE SUMMARY
Consultant
Dr. Swathi H V
MBBS/MS
TSMC/FMR/15501

Diagnosis: PRIMI WITH 38*® WEEKS FOR INDUCTION OF LABOUR.

EMERGENCY LOWER SEGMENT CESAREAN SECTION DONE ON

20.07.2026

History:

LMP; 21.10.2025 Obstetric formula: Primi

EDD: 28.07.2026 Gestation at admission: 38 Pweeks

HIMAYATHNAGAR BANJARA HILLS HYDERNAGAR KONGAPUR OUTPATIENT CLINIC (JCI Aceredited Vi) SECUNDERABAD (AR 2 KONDAPUR L B NAGAR MANAKRAMGUDA
7 040 2104 wrgency 3 040 - 4246 2200 > 240¢ . 040 -7 rge o

® 1800 2122 @& www.rainbowhospitals.in




Name ‘ Mrs ALUR ARAVINDA UHID HNH-0001213% i

¥
1P No IP26-00006885 Admission Date } 19-07-2026

Obstetric History:
G1 - Present pregnancy, Spontaneous conception.

Medical History: Nil Family History: Father-DM,
Mother-HTN
Surgical History: Nil Allergies: Nil

Antenatal Details:

Mrs ALUR ARAVINDA was booked to Rainbow hospital at 4+4 weeks of
gestation. She had regular antenatal checkups and investigations as advised.
NT + FTS was low risk. TIFFA was normal. OGTT was normal. Fetal monitoring

was done by serial growth scan. She was admitted at 32+ 3weeks with
complaints of pain abdomen and decreased fetal movements . Antenatal
steroid coverage done with 2 doses of Inj. Betamethasone 12mg on
05.06.2026.and 06.06.2026 for fetal lung maturity in view of anticipated
preterm delivery. Scan done on 06.07.2026 showed SLIUP at 36+6 weeks with
cephalic with AFl 9.8cm with EFW 2.5 kg(65%) with AC 66% with Placenta
anterior high with normal doppler. She was admitted at 3846 weeks for
Induction of labour.

Investigations: Enclosed.
Blood group: "O" Positive

Management: Course in hospital:
At admission on clinical examination the vitals were stable. On admission vitals
stable, uterus relaxed and os 1 cm dilated, uneffaced, vertex high up. Fetal




HIMAYATHNAGAR

40 - 48873000  Emergancy ] DA - ddb

N

-
g

Rainbow® &
Hospital

BY RAINBOW HOSPITALS

Children’s .Bil‘thRightm

Your Right to a Safe Delivery

Name Mrs ALUR ARAVINDA UHID HNH-00012139
IP No IP26-00006885 Admission Date 19-07-2026

well being was confirmed by an admission CTG which was found to be
reactive.Informed consent for Induction of labour and vaginal birth was taken.
Induction of labour was done by 4 doses of PGE 1. She was decided for
emergency C- section in view of Failed Induction. She was prepared with
indwelling Foley's catheter and IV canula under aseptic conditions. Written
informed consent for surgery taken. Preanesthetic check up done. Anaesthetic
premedication (IV Pantop and Perinorm) given. Patient shifted to theatre.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord traction. Uterus closed
in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Skin closed with subcuticular sutures. Wound dressing done.
Vagina cleaned with Betadine solution after expelling clots. Misoprostol 400
mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.

Delivery Details :

Date : 20.07.2026

Time of Delivery: 1:58 pm

Type of Delivery: Emergency lower segment caesarean section
Indication : Failed Induction

BANJARA HILLS NA ~ HYDERNAGAR (1, KONGAPUR OUTPATIENT CLINIC ditad SECUNDERABAD
e 3 040 - 4245 2100 & 3040 - 4246 220

® 18002122 @ www.rainbowhospitals.in
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Name Mrs ALUR ARAVINDA UHID HNH-00012139 '

[ S ST I s - G i mmmm i mam e AU s e mewe e e e e e e s

IP No 1P26-00006885 Admission Date ! 19-07-2026 '

Anaesthesia : Spinal

Baby Details:

Date : 20.07.2026
Time : 1:58 pm
Sex : Male
Weight : 3.740 kg
Apgar 17,9

Gestational Age: 39 weeks
NICU Admission: Yes

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no Postpartum hemorrhage. Breast feeding initiated. She was
shifted to room. Her postoperative period following that was uneventful. On
second postoperative day dressing was changed. On inspection wound was
healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient
supplemented by written information. She was given the postpartum book for
further reference.

Advice:
1. Tab. Taxim O 200mg twice daily till 26.07.2026 (2am-9pm) after food.
2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
24.07.2026 (8am-2pm-10pm) after food.
3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 24.07.2026(9am-




Rainbow® , o
c?:li?dr%vr\:'s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs ALUR ARAVINDA UHID HNH-00012139
IP No IP26-00006885 Admission Date 19-07-2026

3pm-11pm) after food.
4. Tab. Pantop 40mg twice daily till 26.07.2026 (7am-7pm) before food.
Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.
6. Tab. Shelcal XT (Elemental Calcium 500 mg, Vitamin D3 250 IU) once daily
(2pm) till breast feeding for after food.

il

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

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

Review with Dr. SWATHI H V, after 1 week on 28/7/2026 at Rainbow

Children's Hospital with prior appointment (Review consultation will be
charged).

For Women Who Have Had a Caesarean Section

Care of the wound:

1.You can bath and shower.

2.The wound can get wet during a bath or shower. Dry it thoroughly and gently
by dabbing with a gauze piece. Do not rub the wound.

3.This gauze piece needs to be discarded after one use.

4.Prior to touching the wound clean hands thoroughly with Microshield solution
and allow them to air dry or use disposable paper napkins.
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5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.
6.D0 not touch the wound with unwashed hands.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, when and how to obtain
emergency care etc also have been explained by doctor .........ccoeeves in a

language that | can understand and | acknowledge.
Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Children's Hospital just dial one toll free number - 18002122.

You can also take appointments at any time by going online to our
website www.rainbowhospitals.in

L4

\
. SM Registrar/Resident/C.M.O

/

Con ant

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

0, (L/min.)

40
39
38
37

2, dwsay

36

A

35
<35

170
160
150
140
130
120
110

100

2jey LesH

90

e

[~
[
\

b
L = /N

3nssald poojg 2N|oIshs

ainssald poo|g d1jolselq

130
120
110
100
90

80

19¢

.n_I {'

70 |

b
\

60 J

e

s

50
40

NEURO

RESPONSE
gl

Alert

Voice
Pain
Unresponsive

URINE

mis / hour |

> 30 —

< 30

A b

Proteinuria

Lochia

\

Heavy / Foul

Protein + +
Protein > + +

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES

<J

TOTAL ORANGE SCORES

g
Ja]

Normal - —~ =

NG

G-

Nurse Initial

ch‘rd




| Obstetrics and Gynaecology
Early Warning Signs

(
1 Yellow Alert :
Repeat Observations
in 30 minutes
L .
/ N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS . Observations
Observations in 30 minutes
N\ / \
(
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
A Repeat Observations
i B in 15 minutes or continuous
monitoring
\_ - -

* The Modified Early Warning Score (MEOWS)
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1t takes a ot to treat the little. Your Right to a Safe Delivery

[ FLUID CHART |

1. All measurements in ml.

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

Intake

iV Site

; Nature
Date Time of Fluid

Route

NG

=1 Thrombo-

Diarrhoea | Vomit | Drainage | Urine | Phiebitis | Sign.

Score Nurse

Mouth LV

N.G

08:00 am

09:00 am

10:00 am

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 ,@1 .

NS

10:00 pm |&y)

11:00 pm Ao
\CY 120an [ | ¥ AT

01:00 am

e

Total Output : Pﬁgﬁ €

Total Intake : -y K
-

02:00 am_

L
g

03:00 am g Ho

04:00 am Vv

g 05:00 am

T [oo0m | Moq

Total Intake : 400k

07:00 am UUmet
1

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Sheet No. :
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Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the fittie. Your Right to a Safe Delivery

[ FLUID CHART )

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

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

qn\ 2196 i - Output. [ site :
Date , Time | Nature Route NG | Diarrhoea | Vomit |Drainage | Urine T‘;";‘oerg'%g- Sign.
of Fluid X Score | Nurse
Mouth | LV N.G R
08:00 am =, {
,ba 09:00 am o | | @
i\ 10:00 am , ﬁ\ o D,
,)0 11:00 am §£D/ ] - o
12.00pm | o { g ( = [
01:00pm | Li} o
TotalIntake : ~ (\QpA | o WK Total Output :
02:00pm | L& - [Agaedt O : gl
rsoopm | 18 | K [{oonf o L{———/}\{mﬂ
AN | €8 | 1 [{eed] Y - ;“::D/ L‘} EA;@QU
o [osoopm| pa | = [Neef W 7 .
soopm | X\ | 0 (Lo A o
0700pm | N> [t oofp Y e 4
Total Intake : A anceof) Go Total Output: @
0800pm| A [ [100m 7 , # W
800 \ [ {oow i /| 00m L+ —TerPhy
¥ ] 1000pm [or - 20y / g o (m |
P [Toopm] Oped ) K 24| o
1200am | [, 1IN\ [ (00| /&‘ ,/ Z00M) ﬁsle,qp{j
otooam| / [V ) [loom |~ J
Total Intake : Total Output : Pt
0200am [ A\ [00.~1 / 1y ; —@
03:00 am N // (
| 04:00 am PYPN
g Ot | 7, {00m) <+ © &:
YN [o5:00am 00wl | 7z
07:00am | 00w |/ / 1240 ) ——‘;Qé\)
Total Intake : Total Qutput : [
Total 24 hrs. Intake 20 00 s Total 24 hrs. Output 25 (O NJ‘
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Rainbow® %

Children’s .
It takes a Iot to treat the litte.

Hospital

[ 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.

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

ke i,
Date | Time | Nawre Route NG | Diarrhoea peoits | 80N
\ | Mouth | LV | NG ) )
08:00 am ‘ " /
}\%) 0g00am| |\ )4 £ | Py
N/ [1000am| Y [V 7 A & 0 | Wy
¥ oo R S : v i
12:00 pm ) | i v
01:00 pm e 7
Total Intake : : ‘ Total Output : |)- L ~
02:00 pm N | P /
03:00 pm A\ /! i \
NS [0400pm| N A 0 l / o @_
& 05:00 pm \}\—9) S\'a J\al : \
i 4 06:00 pm ad / \
07:00 pm 4 -
Total Intake : Total Qutput :
08:00 pm v P / {
09:00 pm Sty P4 S
&‘\E’ 00| O | 3¢ Ty o AFNCNE
\ 11:00 pm g = P Wi \
i 12:00 am 7 L/ )
01:00 am / f
Total Intake : Total Qutput : k= f/" /
02:00 am . 2
0300 am i Va \
$\99 0400am | o \3;() & #&4’ il 5 f?’cg
Q>\ 05:00 am 7 L . J
06:00 am / o | S \
07:00 am 4 i
Total Intake : Total OQutput: (/-4 /. /
Total 24 hrs. Intake Total 24 hrs. Output
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Rainbow”®
Children’s
Hospital

It takes a lot to treat the little.

[ 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.

ST e

Chay O RN i SN A
o G| Pl o) i ‘
} A Gyt :

4 i . ollmllt‘

Nature

Date of Fluid

Time

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site ‘
Thrombo-

phlebitis
Score

Sign.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

)

10:00 am < &V

11:00 am

g

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

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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CHECKLIST FOR THROMBOPHLEBITIS
ap-

"

Rambow
Children’s
Hospital

]Hakesabtmu’eatmellme

Blrtthght

BY RAINBUW HOSPITALS
Your nghl to a Safe Delivery

e
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E w M E N M E N Remarks
: No signs of phlebitis /

U LI et Observe cannula 0 O |- [A&{® D |0 0
One of the following signs is
evident : Possibly first signs of phlebitis -

2 * Slight pain near the IV Site / / Observe cannula 1 \}Q’ e Niof MR NN
* Slight redness near IV Site WA
Two oj the .following Signs Early stage of phlebitis /

ol e evoert Resite Cannula 2 e NA- g (N> A
Pain at IV site Redness | © N
2&3;;? i b o Medium stage of phiebitis / //

4 | Pain along Path of cannula %‘Zsa'tt;g;""”'a Consider : RS BN NB | pA s N
Redness around Site Swelling #-

o
A1 f o Tolownd SIONS2ME | pvanced stage of phiebts or
: ' the start of thrombophlebitis /

Pain along Path of | :

4 Rzlgnzs?sn groﬁndOSiEs:: o Re site Cannula Consider * W |- N NG A NR A
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain gﬂ;?rrllgggh?;%?;so/f o

6 | along Path of cannula Redness o : 5 Nor| NA
around Site Swelling palpable Initiate treatment Re site (VI N& N
Venous cordpyrexia Cannula

N
=/
Signature of the Nurse m A0 @}Af(yﬁ - @{_._%

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

Signature of Shift In Charge :

Signature : ..o f e, Name :

Naaw Kia . DOU CDAA / 0L IMICAL /4127

Signature of Ward In Charge :

Signature : ............... @f ...................... NAME : oo, k&&fj(”w'
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3 -!f__//‘_,
% Patient Sticker Rainbow® . e
Children’s BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospltal | oo Ao ot Do
| DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE M T E T W T W T E w T E Remarks
. No signs of phlebitis /

1 1V site appears heaithy v 1 Dbservecannula: 0
One of the following signs is

9 evident : . Possibly first signs of phlebitis i
* Slight pain-near the IV Site / 4 Observe cannula
* Slight redness near IV Site

] ;‘r"éoe?,';c}ggt.m"ow’"g S’f"s | | Eary stage of phieits/ )
Painat IV site Redness | nesite Gannula
At the following Signs are Medium stage of phlebitis /
evident : : ;

4 1 Pain along Path of canriula 1F_1esife Catnnula Con5|d?r 3 .
Redness ardund Site Swelling reatmen
g\y!gé;?g;gl|§:$gﬁégns are Advanced stage of phlebitis or

5 | Pain along Path of cannula tF?e sittaréof thrlorgbom(;ebms/ 4
Redness around Site Te Site ?tm"” a L.onstder
Swelling palpable Venous cord reatmen
All of the following Signs are
gvident and Extensive : Pain t:ﬂi\]dvantt}:edh?t%gg of

6 | along Path of cannuia Redress ]rIc[)r;l :’9 t?n 't'i/R " 5
around Site Swelling palpable. » nivate reatment Re site-
Venous cordpyrexia Cannula

o Sigr"aature of the Nurse

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

Signature of Shift in Charge :

SIGNALUTE © «.ovvvreeprssseenrerssseessensssanernas 1 T SO

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

Signature of Ward Iit Charge :

111111111 TR NAME L wivviirsmmarsmsnesstiessmsssssssssssssssienss




HNH-00012138 1P26-00006885 ) )
R ARAVINDA | ~
ﬁ-.n::':u 27YA1M25D (F) ) ) | | ‘g @
Rainbow .

Y | @ s

. Hos pit al BY RAINBOW HOSPITALS
Morse Fal' RISk Assessment Form It takes a lot to treat the little, Your Right to a Safe Delivery
Date /Ti : H}(\ 4204
Choose Highest Applicable Score from each Category { T \QP‘D'% 20 16 Fall Risk Grading
Sre | W) 7,00 | Ny
{ J
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mursc(eh::g)Score Kition
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 0 ® O
iture 30
. TR Low Risk 0-24 ﬁta"ga{%ga"
Ambulatory Aid Crutches, Cane(S), Walker 15 recautl
None /Bed Rest /Nurse Assist 0
20
IV / Heparin Lock or Saline :;es SLD 2o 2® Implement
g . Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /iImmabile 0 ) 6 o) implement High
Forgets limitations 15 Hiah Ri Risk Fall
Mental Status igh Risk 251 ,
Oriented to own ability 0 rnrt.:\isgﬂggn
Total Morse Fall Scale Score: 0 no /%)
(/ N
Signature | () -_{KQ“ (St

Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [1 Hourly safety check
(] Ensure patients use their prescribed eye glasses if any, in the hospital [] Assess patient after visitors, leave to ensure safety measures in place
[] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
(] Use safety straps on stretchers and wheelchairs while transporting patients (] Initiate constant observation by healthcare provider as appropriate to patient's needs

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

. Hos p ital BY RAINBOW HOSPITALS
Morse FaII RISk Assess me“t Form It takes a lot to treat the little. Your Right to a Safe Delivery
i T
Date/ Time | JE: T
Choose Highest Applicable Score from each Category gl Hime ’[7,/ 2T %2 76 Fall Risk Grading
Score Mg ¢ n M

History of Falling Yes 25 e
(immediately or w/in 3 months) No 0 fisk Lavel Mnrst;r::g)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0

Furniture 30 Standard Fall

Low Risk 0-24 :

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

None /Bed Rest /Nurse Assist 0
IV / Heparin Lock or Saline e 4 ) Implement

No : 0 (0) Moderate Risk | 25 - 50 Moderate Fall

Impaired 20 20 20 0 ;&Zﬁggggn
GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /Immobile 0 Implement High

Forgets limitations 15 P Risk Fall
Mental Status .g — gl hisk e P:evention

Oriented to own ability 0 tEevantin
Total Morse Fall Scale Score: Sl

Signature % @
\

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

(] Assist and/or supervise ambulation. Reinforce to always call for assistance

["] Hourly safety check

| Assess patient after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply all low and moderate risk interventions, and.

[] Initiate constant observation by healthcare provider as appropriate to patient's needs
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Rainbow®
Children’s
Hospital

1t takes a lot to treat the ittie.

® BirthRight

BY RMNBOW HDSPITM.S

Vour R;qm to a Sale Delnnty

Date :
Time :

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

Mobili : : i = : 3 i SRR 3
. in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. \_‘ kT c—f
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
Pt Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : Yl : ; : . g -
of physical activity’ Confioed to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a \_‘

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

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

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

skiﬁs‘t:c:sa d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing Cr

% mois?ure Dampness is detected every time 8 hours. every 24 hours. LP ‘1
patient is moved or turned.

FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4, Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dI; 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

s

Evaluator's Name

o=

B+




”
1 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
Réﬁusar Turning Schedule _ _
‘ ' Enable as much activity as possible High density foam maftress
15-18 At Risk Protect the heels Ge! pads for high-risk areas
Use pressure redistribution surfaces Alternatin oressure mattress overla
Manage moisture, friction and shear ap y
' Advance to a higher [evel of risk if other major risk
factors are present
_ High density foam mattress
1 Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
: Aiternating pressure mattress overlay
1 _ .
Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure matiress overlay
W
Use same protocol as for “High Risk” Patients High density foam matress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay
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Hospital

1t takes 2 fof 1o treat the little

BirthRight
BY RAINBOW HOSPITALS
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Date :‘
Time :

2/ 1)26

LN

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

Moty in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. b'
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
of ol i;';l;?gi;? ; afind 1c; bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a L]
phys o and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:

Sensory Perception

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

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

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

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist 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

skis:(:s‘zhlcgs od by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
e ui:?ur * Dampness is detected every time 8 hours. every 24 hours. H
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

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

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient L[
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 repositioning 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:

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.

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9
Docu. No. : RCH /FRM / CL|

| HighRisk:10-12 |
INICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

28

Evaluator's Name




- Support Surfaces
Risk Score Category Action | {Please Note: Only required for children who-are deemed at risk due
to altsred mobllity, consider occupation therapy referral for advice
Redu:ar Turning Schedule _ _
Enable as'much activity as possible High density foam matress
15-18 At Risk Protect the heels Gl pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattres |
Manage moisture, friction and shear hgp m S Overiay
Advance to a higher leve! of risk if other major risk
factors are present
_ High density foam mattress
Use the Same Protocol as for “At Risk” Patients L
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges , .
' Alternating pressure matiress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overiay
Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severs pain or with additional risk factors.

Alternating pressure mattress overlay
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A
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Children’s (. BirthRight
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Your Right to a Safe Delivery
"

Nate:

Time :

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

Mobili A ’ 3 - S e '
oblity in body or extremity position body or exiremity position but unable changes In body or extremity position position without assistance. 4
without assistance. to completely turn self independently. independently.
2.Chairfast: 3.Walks occasionally: 4. All patients too young to ambutate;
i Ability to walk severely limited or Walks occaslonally during day, but for OR walks frequantly:
'Activity The degree 1. Bedfast : i . N . , . .
of physical activity” Confined to bed non-gxistent, Cannot bear own weight very shori distances, with or without Walks outside the room at least twice a

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

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

day and inslde rcom at least once every
2 hours during walking hours.

1. Completely imited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli dus to

2.Very limftad:
responds to only painful stimuli, cannot
communicate discomfort except by

3. Slightly limited:
Responds to verbal commands, but
cannot always communicate discomiort

4. No impaimment:
Respends to verbal commands.
Has no sensory deficit that would limit

Sensory Perception diminished level of consclousness or |  moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability ta fee! pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1, Constantly molst:l 2.Very moist: 3 pcnaslnnally molst: . ) 4, I}amly moist: o
to which Skin is kept molst almost constantly Skin is often, but not always, molst. Skin Is occasionally moist, requiring Skin Is usually dry, routine diaper
skin is exposed hy parsplrafion, urine, drainage, ete. Linen must be changed at least every linen changa gvery 12 hours. changes; linen only requires changing
to moisture Dampness is detected every time 8 hours. ‘ avery 24 hours.

patient is moved or turned. .t

FRICTION-SHEAR 1. Signficant problem: 2. Problem: 3. Patential problem: 4, No apparent problem;

Friction Qccurs when
Skin moves against

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

Requires moderats 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

support surfages thrashing and friction. without sliding against sheets is probably slides to seme extent against chair independently and has sufficient
Shear Occurs when Impossible. Frequently slides down in sheets, chalr, restraints, or other muscle strength to fife up complately
skin and adjacent bony bed or chair, requiring frequent devices. Maintaing refative good position]  during move. Maintains good position
surface slide across repositioning with maximum assistance.|  in chair or bed most of ths ime but in bed or chair at all times.”
ons another occasionally slidas down.
1.Very Poor; 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintalned on clear liquids, 1s on liguid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calorles and |  provide adequate calories and minerals |  calories for age. For example, eals
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/dl for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutsitional Usual a complete meal. Rargly eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or mors

food intake pattern

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 distary
supplement.

generally eats only about half of any
food offered. Prolein intake includes
only 3 servings of meat ar dairy
preducts per day. Occasionally will
take a dietary supplement.

(meat, dairy products) each day.
Occasionally will refuss a meal,

but will usually take a supplement if
offered.

servings of mean and dairy products,
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenatian

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

2. Compromised:

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

<10 mg/d!; capiliary refiil may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

<10 mo/dl; capillary refill may be

2 seconds; serum pH Is normal.

4, Excellent:
Normotensive, oxygen saturation
> 85%; normal hgh; capillary refill
< 2 seconds.

Severs Risk:lessthan9 | High Risk:10-12 | Moderate Risk:13-14 | Mild Risk: 15-18
Docu. No, : RCH /FRM / CLINICAL / 118

| Notat Risk: 19-23

TOTAL SCORE

Evaluator’s Name
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‘ Support Surfaces
Risk Score Category Action {Please Note: Only required for children who-are deemed at risk due
fo altered mobility, consider occupation therapy referral for advice
Régj‘uzar Turning Schedule . _
Enable as much activity as possible High density foam matress
1518 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overl
Manage moisture, friction and shear & ap &
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 .
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 maftress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severa pain or with additional risk factors.

Alternating pressure mattress overlay
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iy PAIN ASSESSMENT FORM e

Modifying | Patient / Family

Pain’Scofe

Date Time (0/10) Location Duration Acuity Character Factors Eduicatad .lmervemion Sign
[ Continuous | [ Acute [] Sharp [ Dull [J Increasing [ Yes
LA C D ;
WP" wpe | o i) M@f 1 Intermittent | [ Chronic [J Aching [J Burning | [J Decreasing | [ No N
| [ Continuous | [] Acute [ Sharp [ Dull [ Increasing [ Yes
M\} "NAM| O \t0 l\)’P" 7 Intermittent | ] Chronic (] Aching [ Burning | ] Decreasing | [J No A OJ\\
\ﬁ,ﬁ* O [J Continuous | ] Acute (] Sharp (] Dull [ Increasing ] Yes FE’T‘)

19 1" @\{0 /&o’ﬂ“’“ [ Intermittent | 3 Chronic 1 Aching [ Burning | [J Decreasing | [~ No Cﬁ;/’
S /-)El Continuous | [ Acute 3 Sharp ] Dull [ Increasing | [ Yes e ——
Qb\}&\ %’)’0 o o '&\(GY‘W‘L [ Intermittent | I Chronic ] Aching (] Burning | [ Decreasing | [ No L’Q

[ Continuous | [ Acute [0 Sharp  [J Dull [ Increasing ] Yes
2 ‘ :\lpr—'
2Q)\g\'\ % wP‘Y) 0 UD NQ (] Intermittent | [ Chronic 1 Aching [0 Burning | [J Decreasing | [ No ' /q{
' ] Continuous | [ Acute [J Sharp [ Dull [] Increasing I Yes 2k (Q
Q"“\K’ 26\’\0 Q I[D NA ] Intermittent | CJ Chronic (1 Aching [ Burning | [ Decreasing | [ No i
: ] Continuous | [J Acute (] Sharp [ Dull ] Increasing | [ Yes @
u\&’\]:b Qﬂm Olw NR" [ Intermittent | ] Chronic 1 Aching [ Burning | [J Decreasing | 1 No =g
] Continuous | [ Acute ] Sharp (] Dull [ Increasing [l Yes @/
Al A
2] /”T/Z’6 feg O/ b N N | 5 inemitnt | O Chronic [ Aching (] Burning | (I Decreasing | [ No DT
[J Continuous | [ Acute [ Sharp ] Dull [ Increasing 1 Yes
P . . DA
Al / ;fl 2 |10 0 llo NA O Intermittent | [ Chronic 1 Aching 1 Burning | [ Decreasing | [ No IR &_@—,
] Continuous | I Acute (1 Sharp [ Dull [ Increasing ] Yes
. 2,6 Ol ~N B ) . i
N \‘}\ 6‘7\"1 Lo [ Intermittent | T Chronic [ Aching [ Burning | [J Decreasing | [ No i @G&

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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Numerical Pain Scale ((bsteiric and Gynecology)

]

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE {1 Month fo 7 Years)

Na Pain

ﬁ

No Hurt

—

1 1 I
1 2 3 4

£

I
b

8 7 8 9

Wong - Baker (Ped|atrics} Above 7 Years

Lo
Hurts Lilﬂe Bit

! I

r114

Hurts Little More

ONBCUNCURCD

Even Mot Hurts Whola Lot

1
10

Worst
Possibla Pain

&

10
Hurts Worst

i SCORING
CATEGORY
0 ! L , z i
. , ) Occaslonal Grimace or Frowh, 'Frequem to constant froinn.
Face No Particular expression or smile wittdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
‘| Laying quistly normal position, Squirming shitting back and
Actvy sy P Arched, ght, or Jerking
Moans or whimpers occasional | Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint _ frequent complaints
. Reassured by occasional touching,
i Content, relaxed hugging, or being talked o, Diffleatt to console or comforl
Consolablliy distractible : !
{ v/ I
Necnatal Pain, Agitation and Sedation Scale (upto 1 Nloml}), . (irg* ( ] [ ,
| t {
Assassment Sedation Hormal . Pain/ Aglialln’n ‘ d '
Criteria 3
2 4 0 g- o ellle e O )
Crying No Cry with painful | Moans or crigs Appropriate crying Nat| Irritable or crying at | High-pitched or silent- '
[reitability stimuli minimally with painful| irritable intervals consolable, | continuous cry . /
stimul ny .\ 1 i inconsalable | {7 |
Behavior State | No ardusaltoany | Arouses minimally to | Appropriate for Restless, squirming 1 Arclung, Iuclung constantly awaf(a
stimufi stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous oo | Arouses minimally / no rpovemen‘l
mavement movement Vi oy e “ {not sedated) \ \ .\
Factal Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expresslon Any pain expression o
Expression No expression with stimudi intermittent confinual
Extremities | No grasp reflex Weak graspreflex | Relaxed hands and | Intermittent Continual clenched {
Tane Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
- - v tone Normal Tone or finger splay splay i
1., gl 1y o Body Isnot tensg | | Body istense » -1
Vital Signs HR | No variability with | Less than 10% Within baseling or Increase 10—2ﬂ%' ! Increase |reater than 20% from‘
RR, B $a0, | stimuy!l variability from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseling with stimuli | gestational age $a0, 76-B5% with | equalto 75% with stimulation -
apnea stimulation - quick » | slow recovery Qut of sync or
récovery +fighting ventilator

~/




HNH-00012139 1P28-00006885

Mrs ALUR ARAVINDA

u-us-qm 27Y1M28D (F)
r. SWATHIHV

T

NURSING CARE RECORD
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Children’s (L BirthRight
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It takes a lot to treat the litte. Your Right to a Safe Delivery

[CJ Maintain Airway and Oxygenation

[J Relieve Pain & Discomfort

[7] Maintain Fluid Balance

[ Improve Activity Tolerance

] Maintain Good Nutritional Status

Date: \q\A\lé .....................

[ Maintain Skin Integrity

) {\\QT If)t \"’“JS‘EHF“’"

R

M""\W’J of 0'*5’“6(](,4"

L5 W3\

3 ey loctos oa"’ll"{]
£ vol - Proget) Of koS

B | O Maitain Personal Hygiene L Prevent Infection L Meet Elimination Needs v Ensure Safety Early Ambulation Reduce Anxiety __[J-Patient & Family Education
g Z{;:r‘[iyl’otential Complications [] Any Others. Specafy‘/i/ﬁ ...................................... P/ ..................................
Time Plan of Care Time Implementation Evaluation Re-Assessment Euggn';?l?:g
£
=
L
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=
]
Z
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NURSING CARE RECORD
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Rainbow® : o
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
mmmmmmmmm itthe. Your Right to a Safe Delivery

[] Relieve Pain & Discomfort

[ Maintain Fluid Balance

1 Improve Activity Tolerance

[ Maintain Good Nutritional Status

Date: ............. QOI:F‘{:;.@\

] Maintain Skin Integrity

(2] — . g ¢
E =T Maintain Personal Hygiene A1 ent Infection ] Meet Elimination Needs L] Ensure Safety [] Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications 1 ATy OIS SOBGHY s b e e o e oS e P e o PR e s e Tt
; imelomantth : A t Nurse Name

Plan of Care Time mplementation Evaluation Re-Assessmen & Signature
=
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Tt takes a lot to treat the litte,

\

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

(] Maintain Airway and Oxygenation

["] Relieve Pain & Discomfort

[] Maintain Fluid Balance ] Improve Activity Tolerance

] Maintain Good Nutritional Status

Date: 2—])?/

[] Maintain Skin Integrity

§ ("] Maintain Personal Hygiene [7] Prevent Infection ] Meet Elimination Needs [ Ensure Safety 1 Early Ambulation Reduce Anxiety [l Patient & Family Education
S | [ Identify Potential Complications L ATy ORBES, BBOHY oo s s s o RS e B e e s S R s S e T e s
~ A
Time Plan of Care J/ | Time Implementation J/‘ £ Evaluation Re-Assessment ";“ggn':?m:
QAH ﬁﬂ%%ﬁ)ﬂf QWMP@M wzggﬁfd/ ﬁ:ﬁmé’&ﬁ
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[0 Maintain Airwz.xy and Oxygenation

[ Relieve Pain & Discomfort

[0 Maintain Fluid Balance

O Improve Activity Tolerance

[ Maintain Good Nutritional Status

DALE: .overeerreerriners e snrnsitnens
1 Maintain Skin Integrity

L)
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Hospital

It takes a lot to treat the little.

NURSING SHIFT HAND OVER FORM - WARD

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating Doctor: ....... DY Swedh W Department: .... IOV Date of Admission: . \CLL 2.
Z Diagnosis: P,,\wm Any Infection:’D/Yes/Ei-Nv (] Not Known
g If YES SPECITY: .....oveveeereieceeecieriesiessieneians
=
@ Y \.!}{'\,Q’

g Area '),c?“( o0 Hvﬂ £ .?”'T’
3 Shift Time | qj@w \ M( N,
% | Medical Condition
= | (Any special condition to be noted): P e -
N
Allergy: 7 Yes—TNo |00 Yes ™No | O YesjZNo | 0 Yes 0 No | Yes N0 | O Yes C1No
Tubes/Drains/Catheter: O Yessa’ﬂ_? (YGS,D No | O Yes ;Ao | O Yes DN‘B/EWes [UNo | Yes I No
Vital Signs: Temp: [QX Y | AXSF [aR.0F | 9gu¥ % 6°F
= Res: Zm]rw‘l"’ a0 | 280l | Qb |82 b
= 0: | agc]’ | \OU | Ablm[aa/ |98/
2 Puise: | ot (Lo Gt%blm ©6h/- |33 bjm
w v X
2 BP: [\y0|5S |10\t » [ U0 2135 lliof1e o) 90
Fall Risk Score: | — e — —
PainScore: | O \D | o\\© Q| allo 0[O
Safety Needs: | \]€ § \eed Vet | yd | v
- Physiotherapy | Yes =o |1 Yes (TNo | Yes yMo |0 Ye’s é\_N}'Z Yes 400 | Yes T No
=
§ Others Specify: - . - — —
E Special Diet: |1 Yes ;LNO’E’Yes [1No | 01 Yes #7No | O Yes Wﬂj Yes NG | Yes [ No
E
3 |Other Special Orders / Medications:
= W NR- L RN
Post Operative Procedure Special Orders: | N\ % nNe ND b o N3
: s ol oL
Handed Qver By Name : M\N o ‘_guf‘p\ ’\KLL %}f‘wﬁ
- - 9 ok
Signature : V= (M\f | %
Date: 10 \»0-4 VM‘\-’”I& L H\(\\‘\b B 7
Time: { ) <nn RAwy) &w . S~
RS
Taken Over By Name : QZ* &"\WA) / W
Signature : ,}YQQ;/ Céh_ (&/ %L
Date: 36 Ml 2o RTE] \IE [af7pe
Time: 1 ,PY" 8?”\ o) N gpr

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




M
: Rainbow"® ) .
Patient Sticker Children’s . Blrtthgh't
Hos pital . BY RAINBOW HOSPTALS
Tr2akes & lot o fraat the Intis, Your Right to a Sata Dalivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCIOT: .uvviveereseressrincsrmiesreeessesesssmsesssarassans Department: ............. eveeseeirstn et Dateof AATISSION: oo
Z' | Diagnosis: Any Infection: COYes EINo O Not Known
= .
= YRS SPECITY: vevevevrerrerreerersrissesserernarsisensenns
=
o
= | Area. o ]
= Shift Time |
=
* | Medical Condition
= | (Any special condition to be noted):
Allergy: 13 Yes ONoJOYes ONo |0 Yes ONo |0 Yes ONo|EYes OINo|OYes ONo
Tuhes/Drains/Catheter: ~|dYes ONoyD Yes CNo | O Yes ONo (O Yes ONo O Yes O No|O Yes ONo
Vital Signs: Tempz' '
= Res:
% Sp0,:
@ Pulse:
2 ! BP: ’
Fall Risk Score:
Pain Score: | ~
Safefy Needs: | '
- Physiotherapy -| 0 Yes ONa O Yes CiNo |22 Yes ONo |0 Yes ONo |0 Yes D No O Yes TNo
= ) hl
'% Others Specify:
=
E Special Diet: |2 Yes ONo |T Yes O'No (1 Yes ONo | O Yes ONe |0 Yes CNo| O Yes ONo
E
g |Other Special Orders / Medications: ]
0« g !
A
Post Operative Procgdure Special Orders:
I
Handed Over By Name : ~
Signature : - ~
Date: ' "
Time: "3
Taken Over By Name : s N
Signature : ¥ -
Date: - T
Time: ! i
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URINARY CATHETER BUNDLE CHECK LIST fospial_ | e
\»W‘
Dateiof INSOIHONYw, v vsisssrieilivssmssimessmmvsrsiyeass Da}_e of@emoval: ...............................
Parameters Date Shift Time ) F\; 10 m o\ =
] ) S )
Need for the Catheter es CINo {~TYes (INo QYes CINo | CiYes CINo | CiYes CINo | DiYes CiNo | [ Yes [1No
Hand Hygiene DY TINo \)2435 CINo DYes\BNK [Yes CINo | ClYes [INo | [lYes [INo | ClYes [INo
Usage of Sterile Equipment @}es “INo \/12‘6 [INo | CIYes CINo | [ [JNo | CJYes [INo | [1Yes CINo | [IYes [INo
Is the Collection bag below the level of bladder s [INo VEI‘(es COONo | OYes CONo | OYes O \D Yes [INo | [1Yes CINo | ClYes [INo
Check the Tube for Qbstruction (Free of Kinking) @/Ye/ CINo ﬂ/ CINo | ClYes [INo Ktﬁ@é 5| No/ O CINo | ClYes CINo | ClYes [INo
Is Catheter dated as policy % [INo es CINo [ ClYes CINo | ClYes ﬁ e,r) [1Yes H%\'l Yes CINo | [1Yes [INo
Collecting bag is been emptied regularly? Cfes CINo \,a/ves TINo | CIYes CINo | C1Yes [INo Ye§<%l No C1YeU_INo | ClYes [INo
£
Maintenance of closed system for the catheter ~Ll¥es [INo ﬂs ONo | OYes CINo | OYes I mé? A COYes [ No "g@%’ [INo \; Yes [INo
— 17
Dressing clean and dry? ees [1No ,E(Yes [(JNo | CJYes [CINo | ClYes [ONo | [JYes [INo | [ClYes I?h‘I% C1Yes\INo
Is the line removed as Policy? O Yes E\I\Lo//ﬁ Yes GFI(O [JYes [INo | ClYes CINo | [lYes [INo | ClYes [INo | [lYes [INo
Performance of Perineal Care '@/Yee/[] No A’J{es CONo | CYes [ONo | [JYes [INo | ClYes CINo | ClYes [INo | [IYes [INo
Onset of New Fever [lYes @_@9’ ‘Jz%s @’6 [1Yes [INo | ClYes CONo | CIYes CINo | ClYes [INo | CI1Yes [INo
Asses for the leakage at the site of insertion L es [INo »_% [INo | CIYes [INo | [1Yes [INo | [JYes [JNo | [(JYes [INo | [IYes [INo
1 r
Name of the Nurse &u AaA J)L
Signature of the Nurse RS @(

Docu. No. : RCH /FRM / CLINICAL / 114
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- DRUG CHART

Date of Admission: ..... I ...... '{ (‘9‘& Drug Allergies: /my 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.

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

S0S / PRN (As Required Medication)

Date»
Time

DRUG :
Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

ﬁl‘ DRUG : Eﬁt‘;*

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Date»

DRUG : Tige

Dose Route | Frequency [Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

~

Docu. No. : RCH/FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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HNH-00012138 1P28-00006885
?;::mmm"::\' 1M28D (F) %p %
Dr. SWATHI HV REGULAR PRESCRIPTIONS Weight. ..M NN Ward. ... N30

A :

b Ty

s EPOTAKIME et IR

Dose | Route |Frequency |StartDate| o} 'Y X

\9 WV | 5D [20p% AR |

Nanfe & Signature of the Doctor | !

Starting the Drugs:

Do N

_gﬁbﬂ» A
X

Additional Instructions:

At fest dow -

Daily Doctor's Endorsement by a Sign

-

Qs
s
-
-

Datey
Tirye ’Aﬂ

Start Qate
s p ey

NI

P
-

b~

~—X

Dose | Route |Frequency |Stagt Date
\ B | IV mno 20?% (
Starting the Drugs: \»-
R
<o be Ccnveﬂreal o
ool alter 23 hw-
pRUG = <nj D¢ (oFenpc
Dose | Rdute Frequency
Narmd @ Signature of the Doctor
Starting the Qrugs: @\M/
Additiasal Instructions: U
Oua) odltea M-
Daily Doctor’s Endorsement by a Sign
Dose RWute Frequency [Start Date
\oonsg| 1V BD |eokhe
Starting the Drugs:
\e
Fox -y __
o b& CU“VZJ‘I"CJ _b
©ul SR NINYE

DRUG-Jry FrrACE TAPMOL
N¥me & Signature of the Doctor
AdditionaVinstructions: V
Daily Docto?'s Endorsement by a Sign
SoNa| )V =0
D-Res
~Jp be Convered to
DRUG: “Ty . TRAMPHOL
Name g Signature of the Doctor
AdditionaMnstructions: N
Daily Doctor’s Endorsement by a Sign

Page: 2/4
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It takes a iot to treat the Iitte. \B‘:u?R::m to a Safe Delivery
ECTARg Hospital _ | (e edmns
5 sheetNo. REGULAR PRESCRIPTIONS  weign QD0 wars . 201
>\ D ter
2 T | oRue:  PeNTOPRARZOLE I |
5’ A Dose Route | Frequency | Start D
— ._E% Promy \Y) BD ):3-\. 11 %
~ = | Name &Signature of the Doctor
L ) Starting the Drugs: e
* _ _
A DU DV PN 7 DA
Additional Instructions: :
' A ,/ =
\ | Daily Doctor's/Endorsement by a Sign Y D«/
-, ] T Dateb 4
, | orua: R A " Drecosana Tige AR N X
‘| Dose Rotte | Frequency | Start Dt.
*)'(N\f hkid &9 n? bb A i N
.. | Namé & Signature of the Doctor |
c= | Starting the Drugs
g
28 (-
3 — - r T
~ .. | Additional Instructions: I /
deolig= ¥
—t A
7&") C‘ Daily Doctor’s Endorsement by a Sign v V
o Dat
, DRUG: PP ﬁ (G 'fmol., Tliﬂ?\x ,!&
Dose | Route |Frequency |Sta Al s
\q | PO |1ID Tn?\bom/ [
Nam¥ & Signature of the Doctor
. Starting the Drugs:
“ > -Dr /th* C NV
Additional Instructions: \
. QNS
o i Daily Doctor’s Endorsement by a Sign ,),Qf &/
) DateM\X"
— O | DRUG: TR0 Dol Tir'nel% n‘l\/\(
o @ Dose | Route |Frequency |Sta Dt\
= = [\wy | PO | PO | 2>
T <. NameV& Signature of the Doctor g
@ [ | Starting the Drugs: qp Oort @\
5 ®‘ .’/ =
Additional Instructions:
Daily Doctor’s Endorsement by a Sign (O | /V

Docu. No. : RCH /FRM / CLINICAL / 108
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H os p i tal BY RAINBOW HOSPITALS

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

BB NO: v REGULAR PRESCRIPTIONS wegn0Igf, war..... L0F—

pruG: CEFIXIME

Date»

Tupe

200 Flo R~y l+

Dose Route | Frequency |Start Dt.

Name'& Signature of the Doctor
Starting the Drugs:

Additional Instructions: -

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign

DRUG :

Dater

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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— Mrs ALUR ARAVINDA
24-05-1909 27Y1M28D  (F) Date» U
Dr, SWATHIHV fime l Nurse Sig | Nurse Sig. l Nurse Sig [ Nurse Sig.
= DA N
DRU Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtB Sta n Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o . Dose o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: et v Do po
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VAnlABLE DOSE TIU‘IB ] NurssSig. I Nurs;Sig. Nur%Sig I Nurs&Sio‘
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
ROUTE Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor oy pose Dose —
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: s Poss ose floss
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
) o Dosage & Other ;
Date Time Medication Instructions Route Signature Nurses
'
\—4 (eml U NS PROSTH | 5 @ ‘ 3“""!0’(4‘“
\Q o Ui)(? g QA< me o \/ PV
: =N
:l',\? q.00am T mMuSopRostoel S 3 PO @ eA,\,L\\;J\%
: Gy ad s,
T MUscpRros oY IS me 2 P QP Sl
‘_&I} 6 Am : Avhita
Roc1alIns PR S A
gyco | P :
o g, [rvsermse]  gneeq | o | (0 o
s Qi RE A
a8 M- |~ §
R+ ¥ 5 o MboPResTTL as M4 f/o b~ Guare.
9o\ [11260"] MefnRLoPRoMDs o™ v | M. ﬁ%ﬂ%ﬂ
ao|> [ 1128Pm PANToPRA RO ey W N M@
. ] — —
Of@\pf I ‘Sgﬁ)m -—ﬁ\\j'@“ MTOLIN 3\ IV C% —%A
1
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mposition of I.V. Fluid Flow Rate] Doctor | Nurse Dafe of | Doctor | Nurse

Route

(It intusion, mention ml./hr = Mcg/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign
\0\\'-* AP RWGEE (BIpTE [ W | T %(;] Lo\é\f J.QJJ

PAVAS NS Vel - @ [ ¥
Rl el |

0
Q\/@@ \\?3‘&\ e”\\c,e—p_ L-ﬂ CHTE \V agg&%& % ﬁ\;‘/um-kg
-
e
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R B Rospital | () meonosmus

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

MEDICATION RECONCILIATION FORM
Drug Allergies: .........cccvuenee \\\{\ ............................................... ,Q/K’\IM 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: ....cveeeeececeeee e ShIfted 10: ...
S.No (esuealginmaértl:%#:r II.EETTERS) (m[;?:lf:u) (PO, :%U;E: ) | FREGHIENGY bﬁ::ﬂ?:i ﬂﬂ%',?g
& 1] U X RN Atng | PO D \q\“’r Oc &fc
2 | T\ CAlcvom Athe ro oD l‘\\"( Oc [0
3 OJc [IDC
4 ¢ CInc
5 Oc CIDC
6 Oc CIpe
o 7 c Cinc
8 JC [CJDC
9 ¢ CIDC
10 Oc Ooc

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

Doctor Name & Signature : b" NMauseeno @

‘. Nurse Name & Signature: ............... &M’}P ........ "\?\‘ .....................

Date & Time : QO‘ML@@}ZH—(V}

\ Docu. No. : RCH / FRM / GENERAL / 090
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— LElk 06 Rainbow® . -
- @ e E——-' Children's | & BirthRight

=1 Hospital _ | () zseonezns
CROSS CONSULTATION FORM

4
Doctor Name : .. 2o IAIMY oo Date : 21}4/}6 .......... Time : IQPWJ .......
DIAGNOSIS : oo LS S eeeeseee s st
Hospital oo L CH o HNANIZ Type of Referral :
O Emergency

.................... S
Referred for : [J Opinion ﬁfo-Managemem O Transfer of care O Non Urgent

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

Signature:
Findings and Recommendations : ! 2
mawﬁo nw_Cave PV
— A )

N\ l
— wall Howad  Bvaast o Wppla=s

) COIB;LB%\M satv
e P\r‘f'\\
..—Ba\iaj
o 43«-3\\/36@ tO sta

goch qde IS

m.-}’ JI\HLU ’ nd {\
2" houty
v+ Exprass feads . ey

- 28 mmkS -
~ =

- Slore  at YOOM WP‘L”’“%VQ
_ slothe o\ baby gssantlohs

Gonsultant :

Name : 60\ ﬂ\ltkaﬁ ................ Signature : ...... ‘E— .............. Date & Time 2125}/){;;247».,

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




5 "%
ﬁLUL ﬂl‘mmf\zgm Rainb%w'

o 20t children's | & BirthRight
A Hospital_ | (s

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: ,2[/4/2.‘6 ......... TN oo o AL

: . O ~ 26 kg/m’
Origin: Jr\atmﬁ ..................... Height: dpom Weight: ....XO.;..‘?I.%? BMI: ) ~28 kg/m?
0 ~ 30 kg/m?

Food Allergies: ............. /\2&93“25'/"')L
Diagnosis: ............ [..S C_.S ............................................................................................................................................

TypeofDiet O Liqud  O-Sott O Normal O Diabetic
0
E&/egmﬁan O Non-Vegetarian O Vegan

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

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

Patient’s / Attendant's Dietician's

Signature: &W@fp Signature: \.%’9‘{/&'
Name: ......... ﬂwwﬂﬁ Name: %M/&ﬂw

Date & Time: Z’/?/Zéxquym ........ Date & Time: ,2.[/71/2(4/?7%3—“/”

Doc. No. : RCH/FRM/ CLINICAL / 195 PT.0)
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Hospital BY RAINBOW HOSPITALS

It takes a lot tagtreat the little. Your Righl;oaSale delwery

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: \G\A\)E’ Time of Arrival: (f?d‘) ................... Time Seen by Nurse: QP'Y) ...................
1) Level of Consciousness: " Cermstious L1 Semi-Conscious CJ UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
[1 Severe Pain / Moderate Pain ] Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy 1 Preterm Labor/ Labor
[ Decreased Fetal Movement ] Spontaneous Rupture of Membrane / Leaking Water PV
[J No Fetal Movement LT Other REASON: .....ccvveeieceeeereeeie et s ren
3) Vital Signs: Temperatur \e(’ Pulse:&ﬁ.}lc@k RR: &Q&“‘Spoz%] BP:\?;H.\G.&. Weight: .............
4) Gestational Criteria:
Gravida: G P \ L A
A Gestational Age: S%LD"?}‘HGLOC“}
Uterine Contraction [lYes | =FNo | OONA | Onset Time Frequency:
Membrane Rupture [(JYes | A No | OONA | Onset Time Fluid Color:
Vaginal bleeding O Yes LT No | CJNA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes | #TNo | (I NA Paift Abidather  Vormitiig
Good fetal Movement V/@ﬂYes CONo | CINA | IfNospecify:

5) Pain Screening: Numerical Pain Scale (NPS)
| ] | l | ] l 1 | |
1l ] ™ I | | I I I | |
0 1 2 3 4 5 6 7 8 9 10
No Pai ’ Worst

possible pain
R WaTeT: |1 o] (IO RN 1 s OB BacNt BRIt Bt SRR ST

LB T o e e e o Days / Weeks/ Months (Strike out which is got applicable)

« Character: .........ococoevi v, Py e T T e

o, HEQUENTY: ::.orsussmsarsumilagmiosvsisss p' . r ...................................................................................
R N o

5) Past History: —

| a) Sur:eries: ............................... Df\, ..............................................................................
b)  Medical: ..o.....ovooeeeeierier TR PR e
No. : RCH /FRM / CLINICAL / 098 (PT.0.)

-
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7) Allergy: LI YeS e vy, [FYeS
8) Current Medications: natal Vitamin  CJ None
9) Prenatal Medical History:

/mne

[ Chronic Hypertension
] Gestational Hypertension

[ 1 Diabetes

LT ENBIS! vocvivvssmmsummnmisnsiiissssiimai ivessss s i

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

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

[l Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

] Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

] Category lll: Urgent (Time to Physician: = 30 minutes & Reassessment: Every 15 minutes)
-~ TCategory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

[J Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

OTAS

Level 1

Imminent Birth

OBCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
(Urgent)

< 30 minutes

Every 15 Minutes

Suspected Pre-term
Labour / PPROM < 37
Weeks

Signs of Active Labour
> 37 weeks

Signs of Early Labour/
SROM > 37 weeks

Discomforts of
Pregnancy

| Active Vaginal bleeding

Bleeding associated with

Bleeding associated

Spotting

abdominal pain

« Altered level of
consciousness

= Cord prolapse

« Severe respiratory
distress

= Suspected sepsis

» Shortness of breath
« Unplanned and
unattended birth

greater than expected in
pregnancy

« Flank pain / hematuria

« Nausea /vomiting and
Jor diarrhea with
suspected dehydration

with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
; Mild hypertension
T iate i Hypertension > 160/110 ik
Hypertension Seizure activity and / or headache, visual | >140/90 with/without
disturbance, RUQ pain associated signs and
? symptoms
-5 . Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment abnormal dopplers
i Non-Fetal Movement Diseased fetal movement
Others | » Acute onsite severe |+ Major trauma « Abdominal/back pain | « Ongoing assessment | » Anything that does not

from out patient clinic
(for hypertension, blood
work)

« Minor trauma (minor
MVC/all)

« Nausea/Vomiting and
Jor diarrhea

« Signs of infection (ie
dysuria ,cough, fever,
chills)

seem to pose threat to
mother or fetus

+ Cervical ripening

« Qut patient placenta
previa protocols

» Pre-booked visits (ie
Rh and progesterone
injections, NST

« Assessment for version

« Rashes

Time seen by Doctor: qrp“f) .....................

Nurse Name : .....

@U&\ ............................................ Nurse Signature: ...... QL

Time: .. 2P o0,
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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ...... \ C\\}D,é ........
Baseline Information:
Admission From: JER [10PD  __L[LAdmiSsion Desk 1 Others, SPECITY .......ooovvvvevevviveiencieieineennns
Primary Language: L-etugu C1 English 1 Hindi 1] DINOS, SPBOIIY v vmieeciammmmsssiesivitusosssinne
Do you require an interpreter? [ Yes ~#TNo R I e e e ey
Source of Information:  =~~Patient 7 Family [ Others, SPECITY ..vovvireriereieeeriesese e sa s es e ernenes
Allergies: | Yes ‘;rﬂof I Medications L Blood Transfusion I Food ) OMBE, sccsiiiommmmsrinnisossie
n B YBS  HABMETY .ottt st ee s s s s s e s R R e a s st e s enene s rs e eneans
Chief Complaints: X ...... e R Doctor Notified on Admission:% LINo
COLW\Q ........ L. L tt‘v@"j ................. Name of the Doctor: ... 2. MQLYCEVA .
................................................................................................................... TIMENOMNED: i mumiuinmsimrivig o
Past Medical History: Obtained From [ Patient [ Family Member  [] Medical Record [] Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
- —
—
Gynecology Assessment: [ ] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ..........ccooovvvvnevenennne Caesarean Section,_=FNo [ Yes Contraceptives: ~—To [ Yes
I Regk}\o'h ......... Cervical Cerclage: Zﬁ [ Yes Vaginal Discharge: ~No [ Yes
Onset of Menarche: ...........cceeeveiineienanans Ectopic Pregnancy: ATNo [ Yes Post-Coital Bleeding:yn [] Yes
Menstrual Cycle: [ﬁmr (] Irregular | Myomectomy: Zﬂo I Yes Infertility: CJNo [VYes
Last Menstrual Period: .............cccevvvevenne. Others: If Yes Type: [] Primary [ Secondary
Obstetric History: G ... 5, e g e A
Previous LSCS: .........oooooooeooeeoeeor A
Current Medication: [ None es, If Yes, Fill the reconciliation form
Family History: Wnorma]ities Detected
[] Heart Disease L] Hypertension L] Diabetes L] Stroke [] Seizures  [I Kidney disease
[J Liver disease L] Other ............. e s
Vital Signs / Measurements: Temp: L’Pﬁf' . HR: [f (; IO"N' RR: ﬁl@b\’}'{—
BP: 130,“?3 Weight: ............... Height: ............... ]V [R—

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

No. : RCH /FRM / CLINICAL / 151 (PT.0.)
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°\\‘i"\"\'\‘\i'\*\‘\\"“‘\“\““\“\\“\‘\“\\ PHYSICAL ASSESSMENT
General Appearance:  [JHealty  (1il looking  [JAmxious [ Agitated (1 OtErs: ...........................
Fall Assessment: (1Yes (1Mo Score... (... (complete the Morse Fall Risk Assessment Sheet)
Riskof Pressure Sore: [1Yes _=No Score.D.......... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
I Mobility problem ") Walking Problem £~ hobnormality Detected
O Developmental Delay ! Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: D'ﬂﬁbnormality Detected
L] Overweight L Poor Appetite > 3 Days ] Needs Therapeutic Diet.

[1Under Weight- [ Diabetes Mellitus L] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
;zcam & Cooperative L Restless [ | Depressed (] Agitated L] Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single V[Z‘Iﬂgrried [ Divorced 1 Widow
2. Special Habits: Smoker: [ ] Yes [INo Alcohol Abuse: [ 1Yes [ No Drug Abuse: Yes [ No

SOCER] EHISUDTY: TLIVOS UWTEEY, icisinsin nsonssssonvio sooudsnonssronis s 4o v es s ohesy 40 A e o S A A i AN N

Orientation has been given regarding the following aspects:

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

Infusion Pump : [1Yes #No Hand Hygiene Explained:  [J Yes T No [ Others
Above INTormation QIVEN 10 «.....cueintin sty

Name of Person Orientation was given to: % fAYC“"?{\C .‘ ......................

Orientation NOt GIVEN REASON: .......ccvviueiriireieriiiee et eresen e

Nurse Signature: .................. (;D’ ......................
Nurse Name: ................. (.?“d)\'\ﬂ\ ................
Date & Time: \C\b [A 6 @ 'Opﬂ")




HNH-00012139 1P26-00006885

Mrs ALUR ARAVIND "%
4-05-1999 2'." YiM26D . b:- ®
Dr. SWATH| H v (F) Rainbow .

LT Foaaren | (g et

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

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: 'bq. gu:@d'eq HV Date of Delivery: 20|26 .
Assistant Surgeon: Oy . FDV\O\ Time of Delivery: | : SO M
Anaesthetist's Name: Ty . _Aiye Abon - Gender of Baby: Maﬂg\

Type of Anaesthesia: Q P,’M‘ Weight of Baby: 3 440 k‘hf
Neonatologist: . Qﬁ?awdw . AGPAR Score: =49

Scrub Nurse: o Hen - NICU Admission: +Yes [ No

Pre-Operative Diagnosis: ?y,'mj a3 weelo J w :Lf\abudwm
I Elective uE’Eﬁérgency { .Indication: .......... W'MMM, .....

Urgency
] Immediate Threat to life of woman or fetus
<~ Maternal or fetal compromise not immediately life threatening
1 No maternal or fetal compromise but needs early delivery
] Delivery timed to suit woman and staff

DeCiSIONAME. tvinsianmmin s R s s e ey KNIeT O TeCIS: ciinvssisisimsntrnsmmisaass
QLG\QS‘\/\:L—‘

TG DOBEIIDMON .. in s pows gmestuntsin b vy i ey g R ' A S 5 g s s i SR

If there was a delay GIVE the TBASOMS: ........couiiieiiieiiiiieieite ettt ettt et eb et b e a st enesaan s

Lﬁww Cesoean Sechhon

Post Operative Diagnosis: poo 0 PG

Surgical Procedure

Peri-Operative Complications:

Amount of Blood Loss: Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

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




Examination Findings when Appropriate:

Presentation:—?C/‘m;I:alic ,] Breech EHQ) 7 R — Cervical Dilatation: ............ 1 itz R cm
5th Palpable: 43/ .......................................................... Fetal POSIION: ..........cueeeeceiece e
Station:/f-s O0-2 0O-1 O0 O+1 0O+2 Moulding: [JNone [+ [I++ [1+++
Caput O+ O++ O +++ Meconium: [JNone [+ [I++ [+++
Bladder Catheterized : ___-¥e§ [ No Urine: I Clear [ Blood Stained

Skin Incision:  _—=Pannensteil (7 Transverse ] Midline - I Oher .....cvcevceenerenreeeieireneinennes
Uterine Incision; s—=tower Segment' [ Classical 1 nverted T 1 J Incision

Previous Scar: [ Intact ! Thinnedout [ Ruptured LMo Scar

Incision Through Placenta: T Yes _L=Mo

Delivery of head: Mal : 1 Forceps

Liquor: ~Clear ] Meconium: CI1| L1 — Il LIBlood  LIOffensive  L!Not Offensive
Delivery of Placenta: [ Manual R1=2 i /wl«Goﬁﬁplete ] Incomplete 1 Piecemeal
Cord APPEArance: ............ N ORI e Cord around the neck €*79as MG
Appearance of placenta: ............... N et Cavity explored ;)(e‘( "1 No

Uterus, tubes and ovaries: _Aofmal I Not Normal Sterilization: 1 Yes __LAG

Uterine Closure: ' One Layer Mayers ‘\)'0'} ................. Suture
Peritoneal Closure:  x__Pefvic. 1 Abdominal CINOME e N1CRAHA N Suture
Sheath Closure: DNMicegl-Neo- L Suture
Fat Closure: _.~Yes [ INo SO ML A T f ................... Suture
Skin Closure: _L-Bubcuticular [ Mattress N\ T Suture
Vagineal Evacuated Y68 1 No

Drain: O Yes No [CIRemovein .......c.oeeenne. days [ Await instructions
Ctheter /A/Yés CONo [CORemovein ........cccceeeeneee. days [ Await instructions

Swap & Instruments count correct?_=-¥és I No [ Post-op Antibi_otics b _E*Yf ‘[0 No
Intra-Operative Antibiotics Cover: _+¥8s . [ No LI Thromboprophylaxis C1Yes [INo

POST-0PEIALIVE NOTES: ..ottt ettt ettt s e ea et e s e e et ese et ese et eseese s s en e s eseesesssae e s ese s es e s eneesese s esannensas

- NBEY U Yhuea,

L) -
Doctor Name: ’DYQQ%{‘B%'HV DOCLON SIGNATUIE: +vvovvoveeeeeeesee e eeeees e eseeseeeeeesee s
Date & Time: ..... 20, }r% .................................




Surgeon : .

SURGICAL
SAFETY CHECKLIST

Anaesthetist : .

Asst. Surgeon ...... DY .....
| Scrub Nurse: ...... B‘f ..... S.oﬂﬂv\ .......... 1 Date :

D

-00012139 1P26-00006885 _ F_ z o
VA 1 Patient Name : Ho S Ravinoa . Gender : ... Rainbow’ | @ oo
Ramey” | UHDNo, ., woswee  ZrYiMeD () ~4. LS ( Children’s BirthRight
.......................... ’ _l'.!OS pital . s:: n:;?zl:;a%sg_lrm_s

Before Induction of Anaesthesia » »

Before Skin Incision » »

ol Ty

Before Patient Leaves Operating Room

Does Patient have a:
Known Allergy? OYes I ya’
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available LAYes [INo

Risk of > 500ml Blood Loss
(7ml/kg In Children)?

Yes, and Adequate Intravenous

Access and Fluids Planned _#Yes CINo C1NA
Blood Units Reserved #Yes CINo CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? “Yes CINo [1NA

Signature :

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected g/, 2 | e
Steps, Operative Duration, |},
Anticipated Blood Loss? ¢y, o haf Ves |

Anaesthesia Team Reviews:
Are There Any Patient-specific Concergé C/\/ No [ NA
Nursing Team Reviews: H

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns?

INo O NA

Ve

No C1NA
Mo T NA

Is Essential Imaging Displayed? Yes

SIGNIN  Time: L345p™.... TIME OUT Time:. ).\ 5090 SIGNOUT  Timer...................
!
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
|dentity /@’ 'No introduced themselves by Name and Role .~%es I No The Name of the Procedure Recorded Y88 CINo
Site /ef(es “INo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure es C1No Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ #fes TINo TINA
Consent /ﬁas “INo Correct Patient (Check ID Band) /{es INo The Specimen is Labelled (including /
Site Marked (Yes CINo AT Correct Site s [1No patient name) C1Yes Z‘o “INA
Anaesthesia Safety Check Completed )‘ﬁ [1No Correct Procedure Xes T1No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning _-%s ©1No Problems to be addressed Yes A INA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

Jeg [INo

Doc. No. : RCH/ FRM / CLINICAL / 111




PATIENT TRANSFER FORM

#

\

Rainbow” . —_
Children’s @ BirthRight
HOS pital . BY RAINBOW HOSPITALS

Tt takes a lot to treat the little.

Patient Name & UHID No.
HNH.oOD’ZTJQ

rs ALY 1P2g.g
24-058.1 QQR'ARA“NDA 0006885

Dr, SWATH) 2Y1m2p

Il/l///lll///ll/llllllllll/ll/llllll

(F)

Date & Time of Admission

20l1/96 @g o

Date & Time of Transfer Order

aoltre@ 2 45pm

Transfer Ordered by

- S

Reason for Transfer

_@J,LSCS

From Unit

OV

To Unit

p’)'QPB‘S[’—

Information to Attendant

YesLJ— No[ ]

Number of Sheets in Clinical File

@

Number of Imaging Films

@

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

If yes, what ?

Yes[ |

Medications / Consumables / Surgicals / Hand over

SL.No.

Item Name

Quantity

R

@

4.

5.

Shifting Summary / Notes Written by Doctor : !es?/ No[ |

&

gt\g. qﬂﬂ

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

- Seumr -

-
Patient & Clinical Records Received by : M‘ %’\QM 7@.@
: L0 \H»Q

q3\S

f\f(“f\

Date & Time of Patient Received :

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

[ | Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Nurse not Available

|| Available Bed not ready




//{é- .
Chitdren's | @ BirthRight
PATIENT TRANSFER FORM Hospltal .ev RAINBOW HOSPITALS

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

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00012138 [ %V‘Q (ﬂ 7p O [~
Mrs ALUR ARAVINDA 26:00006885 6\ \D (:qk 2 P G /\
24-05-1009 27Y1M28D  (F) Transfer Ordered by Reason for Transfer
Dr. SWATHIH V

A

O zR
© ¢ Megudelo- |
From Unit To Unit Information to Attendant
Yes| | No[ |
@ e — PO &”R = o 71)
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

over to attendant
@ Yes[ | No[ |
@ If yes, what ?

Medications / Consumables / Surgicals / Hand over

S|.No. [tem Name Quantity
1L
a ¥ outbd) —
N =
4,
g
Shifting Summary / Notes Written by Doctor : ~ Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Qs &Sloﬁ S — Mot kel

Patient & Clinical Records Received by :

M. 9@(7:;{3&

Date & Time of Patient Received : Gy lg / 9¢Q qi N

If the transier order time & Completion time is more than 50 minutes, please tick the reason mentioned below :
|| Unavailable Bed [ ] Nurse not Available [ ] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102




HNH-00012138 1P26-00006885 //é
__ Mrs ALUR ARAVINDA
24-05-1009 27Y1M25D (F) Ralnbow

Children’s ‘Blrtth ght

| Dr.SWATHIHV .
O Fospital | ():euemoshus

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
O aYes [J b. No

2o NN, TROBSOI ,cciiinivisss oivnasisbaamssninsssiisssmsini absssiar s et A R AT SR SR AR SN A ST VA TS B R H P o et rmam e
3. Nipple condition:

1 a. Nipple well formed

[0 b. Flat nipple

[ c. Inverted nipple

1 d. Short nipple

4. Milk flow:
(] a. Good
(] b. Drops of colostrums
I c.Dry

5. Steps for Positioning and attachment:
[1 a.Baby goes to the breast
b. Mother always sits with a back support
c. Ear-shoulder-hip should be in a straight line
d. The baby takes a latch on the areola and not on the nipple

i

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCHBH /FRM / CLINICAL / 080 P.T.0




6. Was the position explained:
0 aYes
1 b.No

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

8. NICU ission:
a. Mother needs to stimulate her breast for 2 min every 2 hours

9. AGIONAI NOES: ...ttt as e sas s s ssss s s ess s s b s s se s b s s e sss s s s s sea s ssssanssassss s nanesar s ssaes

Continuity of Care: Date: b’ o
L4

Handover given by ........ 4 gl REC S RS e IR ONOT BB DL s ciionescs i simsitosnsiginesisssanmnpenisuinsvsamsions

SUIIEIY 5.c.covionsionscrammsasessinionsyssmssii AR

DAte & TIMIE: c.vveeeeeeeceeeieeeteeee e e et e e e ses s esaeeeesnessrsaennens



PATIENT TRANSFER FORM

ﬂf//

Rainbow"’ ; o
Children's | @ BirthRight
Hos pita] . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

96 & PoSt

(D)

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH.00012134
;:-:a;-é‘wz,,,:’::;“"" WIHUCARI A | (3 © 11308n
ml/ ”Ml”l ” ’I” Transfer Ordered by Reason for Transfer
ON-Puey BmLS@j
From Unit To Unit Information to Attendant

Yes|_}— No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
%0 8- 5 s e
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity

1.

AV a0
9 N
3
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes[ - No| |

Name & Signature of Person who is Transferring

Maollurond de® Mowll,

Name of Person Ordered Transfer

Dn- O U

Patient & Clinical Records Received by :

\o
N4

Date & Time of Patient Received :

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

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

[] Nurse not Available

[ ] Available Bed not ready




N

CONSENT FORM FOR ANAESTHESIA s ..BirthRight"

Hospital BY RAINBOW HOSPITALS

It takes & fot to treat the litte. Your Right to a Safe Delivery

Patient Name ; Af[b‘ 4*&% Age?’?‘ ..... Gender : Male O Femal}g/
UHID NO: .. HM'{" /2'/94 ceeeeeee s sssneneeneeses SUFGEON Name: 9’ NN A... W ...........

Anaesthesiologist : G/W' &

. Operative procedure planned : LN s
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA
General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is notaware 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 an all my doubts.

OO Heart disease [ Hypertension O Diabetes mellitus O Renal failure _
O Hepatic disorders O Shock O Multiple organ failure + O Polytrauma /Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Diseasi/Deﬁs RNy 7+ & % o / 19 A pefledl 1, 8 e

= Doctorto documentin medical record also if necessary (Cross-outif not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY
I hereby authorize Rainbow Hospital & its authorized doctors to perform upy patient the above mentioned o Diagnostic/

Therapeutic procedures

| authorize and give consent for anaesthesia W O General Anesthesia / O Monitored Anesthesia Care as considered
appropriate by the anaesthesia 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.

| 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 anaesthesia 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 anesthesuologtst or occasionally a colleague deputed by him / her will administer the
Anaesthesia.

I have been explained all my queries in the language understood by me.

Patient / Patient Attendapt © Witness :

Signature kwﬁk—, ..... Signature : ... 424

IVAITIB o vnenenessssssmmsisissmipsamsisstasssisssnisiostmsionsassiossonsss Name : . P R OMM ...................
REItioNSHIp With PAUENL: ... Date & Time : )»0/072’25125_@?”(
Date & TIME : iiccissiinmimsmsssssassinssinsomsissasitssstasssasiinain

Doctor (who is taking the

Date & Time %/ya{f{lﬁm '

Signature : ...« Ll
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"2
Rainbow® &

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

\

Hos p ital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE R vt B oo Vit el By

Patient Name Mf&m"ﬁfa\{fl\(ﬂﬁ Gender: (] Male Cifemdle  Age: .S R4t T
UHID No : ... #ENH =00012129....cc... Date - 020]9;[%

Instruction:

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

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

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and / or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward eygnt thereof. 5 3

Dcessive. bleodung... ... indechon. 0
Lklublhd.aﬂ&,bw:y /wa“g < 4 ... ;r.\.j

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form

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

3. Ihave had a chance to ask my surgeon questions.

4. |havereceived all the information | desire concerning the operation or procedure and

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

L}
Name of the Doctor who is performing the Surgery/ Procedure: 'I){ = ~C LUQCH/)V ‘H | AR

Consenteé : Patient Attendant :
Signature : P‘MW B ersressemansonns Signature : .... 9&/ ....................................

NAME & e s e s e s baesesans Name : ...... ANALMAL SO e

Date & Time : '2,0“17\—[%@[1}6 @"'\ Relationship with Patient: LA
Date & Time : %q{%@ ..... ”.?JOM

A\ Doctor (who is taking the consent) :
Signature : \}QO@CU/&W ................. M_‘

) LT e e P ey

i MM&/’ .................... Name : ....... 'Df‘ V\a ......................................
Dok & T ... ﬁlﬁ%%{% """""""""" Date & Time : %{?J%,];"B [T,

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




2z
Department of Anaesthesiology (R:ﬁ'l?‘?g‘: s & BirthRight
PRE-ANAESTHETIC EVALUATION Hospital | {) zueanosms
ame: Mo P, . Aampdh., 7; ..... I@Mﬂlﬂ/ ..... uHoNo: M- 12129 .
D1 I— %/-‘1’ ........................... TIME: coviricsnriroiil o sidssse Proposed Operation: MM ..........................................
Diagnosis: .[[fid2NA..... fQM/”” .....................................................................................................................................
B.P/CRT: ............. HR: Weight: % ASA Physical Status: D1/B{D3 04 0Ob

Laboratory Data:
Mt It | , . |
HOD: i 0 BRICOSE cviviiiisissonin PGS omimsinsapnse R WeRAV i iserisisisason s
PCV: 2&’ ’ UrBaS senamssiissame I wvassmssivivasssiis 1.0 e (0]

wec: .2 S0D. CREat oo Total Bill oo

2D Echo .......................

piate: .. QY T R B B cmnss s OV stressiangio........
PT: . coosissonivononsesmmparases I 5, ; e R R s OO ...ciovsisnaniiiiomans
- [ B Alk phos: ....c.covecriieiinnes
INR: o Mg++: e AMYIase: .......cocoveeninnne

3] L SBOTYBEPT ucuhestivnis

Allergies: G/M Ve

Medical History: CVS:

RESP: /s WW‘/ﬁW MLAAN fidlin: Diabees :
N Lgmlon Anlo- _ bripepgtl

Renal : 0 /

Hepatic / GE : / Physical Activityd(/yyu&- , /}/y;/j- o
A

QOthers : /
Past Anaesthetic History: /u/ !
Physical Exam:

Airway: MP 1 4 Mouth Opening: M _, Mentohyoid Distance: b Neok: (ﬁD Teeth: /A_&C}’ .
5 -

Lungs : L ds

Heart: /

CNS:

Pregnant:}/ves/ LINo CINA Venous Access SWpine Exam for regional : W
Anaesthetic Plan: CIMAC CIR CIGA-ETT [JLMA ’ &V

L4

Peri-Operative Plan Explained to the Patient:_/c#es/ 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
} . DVT Prophylaxis :
f@{ %

=

Water / ORS 2 Hours
2. NIL ORAL<mhers 6 Hours

Informed Consent:_gaeﬁgard O High Risk
4. Post Operative Pain Management: iscussed with Patient
5

. Other Instructions:

w




HNH-00012138 |P26-00006885
Mrs ALUR ARAVINDA -

27Y1M26D  (F) .
P Rainbow® @

DOr, SWATHIHV - : ) . )
Ill|\llIIIlH|Il|II|||||ll\||l|||Ill| ] ANAESTHESIA CHART  osaieal ® .B'ftQnght

1t takes 3 fot to treat the littie. Your Right to a Safe Delivery

Pre Induction Assessment:

Change in Patient Condition: OYes A6 Fasting Status: MW}—Q
Physical Status: /B/Patient Identified T Consent Present E/Chart Reviewed
1
HR: =G [min [BP/CRT: IR0 NEE Gl%l Z PA[RR: & [mmun [ Last Feed: = hy
" & \ \ LN ¥T]
Pre-OP Diagnosis: .. 5.ont. om. 1 o TR ?I Operatnon EmeAGINLL. 4 2858 Date : 0}226.........
Surgeon: SN »ﬁ.ﬂ@.ﬂu %‘ % ....... v Anagsj_hesuologu;t::...ﬁ. I% .......... Techmcnanﬂ:ﬂ.aa.amdjn .....
TIME ‘ “' " -l i\. A% J!’ ir ] U
N.O /AIR /0, LPM i
HALO /SO /SEVO Antibiotic
Drugs:
ﬂ. ,_\1‘ N Tt H_L)__I,r( Supposﬂory
e T
i Kl 1\10 PR
*%Nﬂm
Blood Loss J< @] W
4 /! 4
;%stm, 1001 0p 10000 OO0 1D0] TEO/IT Vi 100 50»0@
ECG =0 SRR ST <R [sR [oU &R ‘
Lt B k"- u C  E—
Urine Output (DI LD NOTES
£8 Q A,
E& VIS =
8P 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
T uet Ti
Tt toe 160
140
Throat Pack In
Thraat Pack Out 120 < L'd 7 r
100 | *
il b = A Al
60 J‘ ~ b
40
20
10
0
763 t )
LAB Values
GRBS
Others
J~Equipment Checked and |  Temp: Induction Regional:
Functional [J HME [J Fluid Warmer v [ Inhal Extremity Specify: Qﬁ&
"{ P O CjpgFim ] OH Warmer O Pe0,  CIRSI C1Seifal [ Epidural  [J Caudal
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BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Received in PACU DY : .....ooovvvererimeneeeresieeenn Time Received : ......... 8r ................ Time Discharged : ......c.ccoccoveerererens
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Pain Tool Used: [ 1N PASS [ FLACC I NPS Reassessment Frequency:
1. Ewery eight hours for all hospitalized patients.

2,

[_] Wong Baker

Anaesthesiologist Name :

a.  Every 2 hours for first 24 hours
Anaesthesiologist Signature: 20 GO0 B Te ey £ e
c.  Prior to pain reliving intervention
Date & Time: d With in 30-60 minutes after pain relief intervention
PACU Nurse Name : Transferred to Unit by (PACU): o
PACU Nurse Signature: Date & Time:................. -} @\;\jk AL ﬂ( \-0‘9 P’\/J

Date & Time:

For post surgical patient, patient with chranic pain, patient with severe pain




N

Rainbow”® . I
Patient Sticker Children’s (L BirthRight
Hospital BY RAINBOW HOSPITALS
Tt takes & lot to treat the ftte, Your Right to a Safe Dellvery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD “

DALE: «.ooviererereeseeecnresrenerasereene L1111 Procedure done by ............... SR A
¢ A
CSE /Spinal /Epidural Postfion @ .....cvevrveenee SPACE 3.covreiersienestesiTinnsanans - Technigue (LOR/LOS) ....ceevveeneneee
0]=11]1) Catheter at SKIN: «...o.ceevevcrvereererseereereens AHBMIPIS © et e
Parasthesia : Yas/NO if YES GELaIS & covvvvursirecrceniriniisncenisessisnssesssseenssecrtmmssssensasses s ssassssness s sanassessansansss
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1) OO OO feetrasaetetetaasaseereatastarentas et s ranee st va sear s ra e s R e e va s n e ae
) Infusion Rate Level Maternal
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Delivery Details :  Time & ceeeveeveeeeeeneneee APGAR: .....cccovvirennne SVD / Instrumental / LSCS (if LSGS Details)
Catheter Removed by and TIp INSPECIRA & ....veeeeee et s
PAtENE SAHSTACHON © v.vevreserreesresssrasons hssesressensessosessonsessasessissessassnsessessssssessssssssesasssasssssssssosssssossssasssssossasssnsessessmsessasssses
Discharge /Shifting ordered by
DOCOr SIGNALUNE: ... e e vemae s eme st
Doctor Name: ......... resrereeseerensanen Feerereeretressetsererssraeanrerrsres ‘ -
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Children’s ‘Blrtthght

Hos pita| BY RAINBOW HOSPITALS

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

INDUCTION OF LABOR CONSENT

\0\\0}\‘7_ ezl

You are scheduled for aninduction of [2DOF 0N .........be e eerreseeveesenes

The reason for your induction'is .................c.c.cceevveeeerene. T L LLLASS TR \ON | e

The goal of induction of labor is to achieve vaginal delivery by starting uterine contractions before the spontaneous start of labor.

Induction of labor for a medical indication is done when continuation of pregnancy is considered detrimental to the health of the mother or
fetus. This can be done at any stage of pregnancy irrespective of fetal maturity if there is a valid indication.

Elective induction of labor (scheduled induction without a medical indication) may not be done until you are at least 39 weeks. This is
important so that your newborn does not have complications due to possible prematurity.

The alternative to induction of labor is to wait for labor to start spontaneously.
| have read the information provided and also discussed the process with my doctor.

| understand the risks and benefits of this procedure and wish to proceed.

Patient ( Patient Attendant:
M

1T L A e Signatiire;. PV F R ol i

Name: MRrs- Qlus thx\a?r\(&o.

Date & Time: ﬁlcyf/%"'?tl.:offfﬂl

Doctor: @ Witness
4
R TV AT 1 A S SigNature: ........oovvovereeeerrn, g"‘ ..............................

Name: ... 3. N\ \QUQ‘QY\O‘ ..................... NAME: ..o KM'Q.%O\ ..........
Date & Time: \U\\‘—k\z@l@ ..... @ ..... \\OQ—PM L Date & Time: hl'}('&b@“‘o}fm

Docu. No. : RCH /FRM / CLINICAL / 173
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Rainbow”® ) o
Children’s ' ‘Bll’tthght
INFORMED CONSENT FOR VAGINAL BIRTH Hospnal et
Patient Name : M?‘SD*L’OR“R“V‘MDQ ......... HIDNo: ..... H\\\\'\'C’C"G’\&VS’C\
Gender: [ Male _|+Female pate: . \Q\GX\262.L Time: ........ Vo0

| hereby authorized the performance of the following procedure:

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

* The purpose of this procedure of vaginal birth pregnancy.

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

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

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

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

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

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

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

qualified gynecologist.
Dr Sweadht W\

Nameof the Doctognar fonTING e DIOCEAUIE: ..o st ismmsmssisismsis i sass iy iiessimismssinss

Consentee : )}N Patient Attendant :
L] w -

Signature : f‘ ................................................... Signature : .. 4% PN et

Date & Time : b Q\G")f\?—c’?—gnb Epm: Relationship with Patient: ... HW$ 8RN0
Date & Time : Hlb‘?hg*ﬂz&oﬁrm’

Wiiness: g’"\ Doctor (who is taking the capsent) :
SIgnature © ......ccveeevneneeenlime e @

5 SIGNATUNE : .o S
[T &}MO\H"\ .......... : D Noveera -

Date & Time : {qJ?hé@“;a?ﬁy\ Date & Time Lq'\q\-z Pl @ \\ .08 p

Docu. No. : RCH /FRM / CLINICAL / 028
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NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)

PatientName: Mo, . Al Agm,u,mg‘a Age: o)7YyS  Gender: b &mﬂp

UHID No: HIO¥- Ceol9124 PNo: 26-0000689C Dae: ol 7| D¢  Time: '\ 07pM

Diagnosis: EM LS O7
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI loOMcq ol
2. | Morphine Sulphate Inj. 15mg/M| o
==3. | Remifentanil Hydrochloride Inj. 2MG \\
" 4. | Remifentanil Hydrochloride inj. MG s

Doctor Name: . W‘Y Doctor Registration No: é WM
Signature:&‘}‘( O}V\fé CL

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

IP Registration No: D(COOO(\KS ........................ Date: . %
Aadhaar No. of the Patient (Optional): ..
[
. | Name: M98 . AJJJS‘\ fl%uincla . Remarks
i AR A P 1 P
A ST Fh Sl

2. | Complete postal address (with contact number, if any) b Ba- - l-{k’ﬁu,‘:au

3. | Brief description of the illness E M L& 3

4 Whether registered with any other registered medical practioner /

" | recognized medical institution ( If yes, details of the recorded) Ao
5. | Details of essential Narcofic drug dispensed ’ cAlonm ‘j
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
¥l i # Patient Att;nder
- :

BNELY - enfony/ 0' | Gloguder

Dispensed by (Name & ID No.J: ......... ey - SRR LS i bl Jdahe s vasia Sgnatures. oM et

lau (7 .

Received by (Name & ID No.): k‘)\q-ﬂ'o ..... 9 ‘?/ ............................... Signature: .. SN

TS S oo o PRSP . o DO P

Docu. No: RCH/ FRM/ CLINICAL / 133







ALY

\%

Rambow .

Children’s
Hospital .

I takes & kot 1o treat the Fitle.

NARCOTIC PRESCRIPTION FORM

BirthRight

a8y RAIN‘BOW HOSPITALS
Your Ri um t0a Sale Dvlnmy

Docu. No: RCH/ FRM / CLINICAL / 133

(MEDICAL RECORD)
Patient Name: Mare. Al by 4 oariand Age: 17 Yy Gender: !
UHID NOiy s 1l re ety 1 20 IP No: Date: - : Time: 9!
. : ' T
Diagnosis: ; o 7
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI
2. | Morphine Sulphate Inj. 15mg/MI :
3. | Remifentanil Hydrochloride Inj. 2MG
—
) 4. | Remifentanil Hydrochloride inj. 1MG
Doctor Name: ?\\{ ?"M' Doctor Registration No: (i “’17' .
Signature; 1 I}Y\ LT
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
1P REQIStrAtion NO: ..l ol oot eeees e ees s ess e Date: .ol T B unecreeeeennnn
Aadhaar No. of the Patient (Optional): ............ooiviirieii i et re e
'Fﬁk 1. | Name: 1 & v Remarks
- i i - AR ” -4 1
2. | Complete postal address (with contact number, if any) 1
3. | Brief description of the illness
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed e
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
{4 E
Dispensed by (Name & ID No.): ..o L b SR N M i Signature: ML 238 e
Received by (Name & IDNo.: ...\t Mttt LT D2 Signature: .:'.......;".-.:'.;..‘....f'.x,f.‘,'l .......
Ul R 1] Rt R0 Sy
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