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ESTIMATION SLIP Hospital | @ &imesse seen

/i)ate: [&l@l;}e UHID /IPNo.: _ (P H =02 160U siNe. 1590

Name of Patient : 'R g '},\g; : leton PA e o) Age: _;j_&'v_\p_'_Gender:_L

Father's / Husband's Name : , Corporate / Occupation :

Address : A Phone : Email :
Procedure / Plan : j 3: 0]t A EDD/Dos: nk g = lé

MODE OF PAYMENT : [ | SELF DIPA m@[- Acic) [ |GIPSA: OTHER

TARIFF INFORMATION : New FMdio

Particulars Package Amounts (Rs.) :

Room Category Normal Delivery LSCS

Mull.‘i Shared Ward

unmred Ward

Twin Shared Ward - q /o) k r’ . P ¢ :

Pl‘i\’ﬂte ROOI‘I.‘I‘ -_\I ‘j ’0 gt ’ i ,g l

Super Deluxe Room
{Sulg Ragm +  bon Peyelleel Fabe Jci k IQ

Package includes Room R;nt, I\éuxsmg Ch;rges dj Room Rent, Nursing Charges,

Doctors Fee, Surgeon's Fee an Doctors Fee, Surgeon's Fee
ki tarts from th >
S:Z :t.g:d;isqionﬂ” ° Labour Ward Charges Anesthetist's Fees and OT Charges
1 ; Le_ngth of Stay for : ") !'-\‘Jﬁd ¢ Length of Stay for : ) Doyl
| Pharmacy up to (745(.0 ). Pharmacy up to P ozfa -
(B2, 10T [~ [Investigationsupto 1), &ns ). Investigations up to Qppsl -

Others 1 l/ Yed/ b(’) i £ 2,4 ¢ ;’Qr‘ ’{2: “’\(t

Neonatologist Charges: | | Covered | _|Not Covered Epidural / Entonox : [ ] Covered |_] Not Covered

Aitial Minimum Deposit : __1£) /12 - Ldunce  Hpre pl  AEmicvo

1. Room eligibility is purely subject to TRA approval and the Package / Room TarifF starts from the time of admission. The estimated amount may Change 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 not be
reimbursed by the TPA at later stage.

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

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

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

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

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categorics ¢f :ooms 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 Depamnem

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

p, % DECLARATION

Ui 12 o have attended the Financial counseling desk and understood the expected costs and
other conditions apphcable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time

I promise to settle the hospital bill with the hospital witho y ambiguity.

)
( HL-‘Jﬂ nd ) \ Q_g—-—-'

v

Signature of the Client Signatory Relationship 7 Signature of the financial Counselor




)

O

%

+ LBH-00116045 1P26-00006690 g S e
FET Chisreys | @ BirthRight
? ospita
I 0000 A m—
SURGERY DETAILS
Date: . 3D/E/26o
pationt Name: /Y17 Ananthaaiat Date of Birth: ... 22.=//. 7] T A..... Age: .. 2.
Gender: ....... {émgz{;ﬁ ............. Ward: ......... ﬁ?’l .......... UHID No.:L &K - lléd 4. ..
Date of Surgery: Zﬂ/&‘/Zél ............ +0T-1 (10T-2 [10T-3 []OT-4 [JOBGOT-1 []OBG OT-2

1. Surgeon : Dxﬁé’&m,ﬂmﬁ ...............................................................................
2. Anaesthetist D/‘);@ﬂma’a/l)ﬁﬁ%d/@ ..................................................

3. Assistant Surgeon %ﬂ(dﬂ(fj//lﬁ ......................................................................................
4 OTTEOONCAN oo AT T oo e

5. Circulating Nurse gadé»wé/w“% .........................................................................
6. Assistant Nurse 5(14(41/17%"‘ ................................................................................................

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

[ | Neuro Cusa I 0] (11 P

a f the Surgeon SignatMulating Nurse

Order No: &6”0000@@6&& Order by: Q&WLC . A%/Gbé@ &! [@[m
Docu. No. : RCH /FRM / GENERAL / 114 (OY Lo d&k{ﬁd )




LBH-00116045 IP26-00006690 W~
ol g i f 9L S}V LW Rainb%w” ® - "
Or, SWAPNA SAMUDRALA - . }4_ Children’s Blrtthght
It takes a lot to treat the litte. Your Right to a Safe Delivery
A D- CONSYMABLES OF OT o P
AW .
Clrculating 21T | [T Technician : ..&......ccooveeiec v Date & oo TIMB s
Anaesthesia Disposables wenes ¥ Loes | Surgical Disp voorlY u..a| Disposables (Baby Side) | A"
ET tube MajorPask /Ej Inj Vit.K OL/E:/
LMA Sutures 3y, low, f’i r# ~—Cord Clamp I
ECG leads :@ ]@/ N @ 5k ,vaug ‘__!_ W\///Suctlon Catheter
HME filter : A/P /N N Feeding Tube
Syringes :10cc = L - Vaccum Suction Set
05 cc @)}\ Gioves S .0 (., R 1 Surgical Gloves 5. G©L | |4/ %
02 cc /’oi N A) | | Gauze Pack 2 RY
01 cc Pt /_ = = [ -7 Syringe 1ml / 2ml v
Cautery plate {A )P /N 1O )\ | Burgical blade  § ) (1 451\ fgical Blade # 20 0Ol
IV set o \ ] NG tube - ~ ' Koochies (S) ’
RL " ) Cautery pencil don | Gapnn Oh -
@S : 10mi/ 100m/ 500mi/ 100m |0} \ | Koochies )/ | 5 @&z// I i il
@3 € %~ Ointments 9406009 960K
[lanat 16 C\Y Suction Catheter A A sk
Fentanyl | |e 1 Cap, Mask c A\ L
Morphine P en P25 (dehl | (o |\, Gauzé Pack 00,
Ketamine "| "Mop Pack PP
Propofol Steristrip R
Rocuronium Underpad \
Glycopyrolate Draw sheet -
Myopyrolate |_Abgel
Ondansetron— | ([ Foleys catheter
o7t U\ Pencar 6w/ Spinat Needie 22 [/n A\ .| Urobag
Bupivacaine 0.25% * 7 - Chest Drainage Catheter
I\nQ‘l N Bugiivacaine-0-25% (Heavy) CNccn ) '\ /Flo/modrain bag
Antibiotics ~ | “77] Bandage
_}4\ Tegaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg / Double J Stent %
Supridol : 100mg— % Y }-vaccum Suction set O\
Justin: 125 mg/ 25mg/ 100me—|  JB || Plastic Bed-heet W1~
Tab. Misoprost : 200mg ' Betadine Solution 59
N e  — - _|-Microshield '96/ '
Wouze L SxT 7 s JCotonBals KA
W\JM & | Latex Gloves o
€0 f’}fL;Y\"\V“( 1" | Ramdione Scrub [
T AT IES
N ¥
Surgeon Anaesthesiologist OT Technician

Order No. 5.5~ @000420?602“/

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

P |




L7 Rainbow Childrens Hospital-Himayatnagar
Rainbhow ‘
Children’s =" . . . . .
: Birth#i Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital 3 i .
Hambiw quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
‘ Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
[
T e
ELECTRONIC MEDICINE PRESCRIPTION
MRN LBH-00116045 Name : Mrs ANANTHAGIRI SRI LAXMI PRIYANKA
Age / Sex 29Y 7M 8D/ Female Doctor : SWAPNA SAMUDRALA
AdOg DatelTime 30/06/2026 08:23 Payor : MED! ASSIST INSURANCE TPA PVT LTD
Order Date . 30/06/2026 19:42 Ordernumber  © 26-0000208603
Visit ID IP26-00006690 Ward/Bed No  : 2F -PRIVATE ROOM / PVT-213
Patient Address h no:1-120, , plot ne:60, shantinagar hayathnagar, Hyderabad, Hyderabad, Telangana, INDIA, 500001
S.No Descq’lption Generic Name Dosage Route [ Frequency Duration Instruction Qty Status
1
1 |PSYRINGS 2.6ML{NIPRO) SYRINGE 2ML. 1 Nos External / Once Daily 1 Days 1Nos] Dispenscd
2 ?;{”CAIN HEAVY 80MG INJ 1 Nos ! Once Daly 1 Days 1Nosy  Dispensed
3 ?%Rc%i%r;g. :S;EMALE) 1 Nos Extarnal / Once Daily 1 Days 5 Nos Dispensed
4 ?[l]][:’ﬁg)g;shPPOSiTORiﬁs 1 Nos External / Once Daily 1 Days 1 Nos Dispensed
5 gfg&é%ixé_mggmﬂq 1 Nos External / Once Daily 1Bays 20 Nos Disponsod
& E‘E‘g%"]”é‘s"i" LAYER FACE MASK 3LAYER |1 Nos Externat / Once Daily 1 Days 5Nos| Dispensed
SWAPNA SAMUDRALA
Reg No : 69924
* 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 refillimedicines.
Printed Datef] [ime 30/06/2026 23:48 Printed By : SUNKARI SANGEETHA Page 1 of 1
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- Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children's . . " . ] :
ital ~ @k Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe nilaufer, Gld MLA
Hospita J d i
Rosskn quarters road AP State Housing Board Himayatnagar ,Hydarabad ,
Telangana, INDIA 500029,
040-48873000, info@rainbowhaospitals.in
Y| 1
BB g
ELECTRONIC MEDICINE PRESCRIPTION
MRN LBH-00118045 Name Mrs ANANTHAGIR] SR LAXMI PRIYANKA
Agel Sox 20Y7MB D/ Femalo Doctor : SWAPHNA SAMUDRALA
Adm{Reg DatelTime 3010612026 08:23 Payor MEDI ASSIST INSURANCE TPAPVT LTD
Order Date AW0BI2026 19:42 Ordernumber 26-0000209602
VisitID 1P26-00006690 Ward/Bed No 2F -PRIVATE ROOM/ PVT-213
Pationt Address hnoi1-120, plot po:60, shantinagar hayathnagar, Hyderabad, Hyderabad, Telangana, INDIA, 500001
S.Ho Dascription Ganefic Nama Datage Routs ! Frequency Duration instruction Qty Status
1 |MOPS 30%30 BPLY 55 X-RAY {MOPS 30X308 PLYDATT [f Nos 1 Once Dy 2 Days 2ZNos| Dispensed
2 |ADULT DIARERS-XXL 1Nos External{ 10 AM 10ays 1Nos|  Dispensed
3 VACCUME SUCTIQN SET tNos Enernat! Onca Daly 1 Days 1Nos|  Dispensea
a DSYRINGE 1ML [(NIPROY) SYRINGE 1ML 1Nes |Exiemal ! Once Dady 1 Days 1Hos Digpensed
TRUGUT CHRGMIC CATGUT |TRUGUT CHROMIC
5 |ananes CATCUT Stz 1Nos 1Once Daiy 1 Days THos{ Dupenssd
6 [psYRNGE 1omL papRO) | SYRINGE oML 1Nos Exemst # Onca Daty 1Days 2Zhos| Dispansed
7 |owDoKIND R MG Z ML 1 Nos 1Gnca Dady 2 Days 2val|  ODwpensud
I 1Nos IV Infugion f Dce Dady 1Days 1Nes| o
g |MyosTIGMIN NI ML T Noa 1 Onca Dady 1Days vampute| O
19 &%%TNR&?ENCIL 1 Nos | Extatnat f Once Dady i Days 1nes|  Ovponsed
RELIPARAIPARACETAMOL}
1 1000ME 100ML BOTTLE 1 Nos 1 Once Dady t Days Inosl  Dhipansad
[RINGER LACTATE
12 |RLstomL CLOSED SYSTEM [ nEl eAR 1 Boita 1Onca Day 1 Dayn 1Bomel  Dponsed
13 |VIcRYL 1.0 Nw 2384 VICRYL -D MW 2384 |1 0ves 1 Once Dady 10ays INos| Dupunsed
14 [MISOPROST TAB Z00MCG AS 1Tabs Extarnal | Once Daily 10ays 4Tabs| Duapensed
15 %sglg SUPPOSITORIES 100 1Nes Extamal [ Onga Daly 1 Days 1Nos| Dmpensed
16 [DSYRINGE SMLINIPRO) SYRINGE SML [ Estamal f Onca Dady tDays 2Nos|  Dwponsad
7 ?;Oc;,fpﬂ&p SOLUTIONS I 10Once Dady tDays 1%0s|  Daponsed
18 |Ercors Mcroptic glaves-8.5 o 1 Onca Dady t Cays $Mos|  Despemsey
LI b PACGELLEDPLATED |y oy Extornal | Onco Daty 1Days Vhos|  Dwpensed
EI I 1hos Externad] 1D AM tDays thos| Dispensea
n ﬁggfﬁgj’;ﬁ;z PLY(  |OGZE T.SXTE2PLYS | ¢ pos Extemal] Once Caty 1Dsp INaz| Dispensod
22 |maxamic sco ma g 1 Ampule 1 Once Daty 1Days 4ampde|  Disponsed
73 |comonpatszoMsnos ¥ Hos Exisrmal { Onco Daiy 1Days tHNos| Dwpenzad
DISPOSABLE APRONS DISPOSABLE APPRON
24 oTERILE XL STERKE XL t Nos 1 0nca Daly 2 Days 2Nos|  [ispensed
25 |SGLOVE #8{SURGICARE} |SURGICAL GLOVESE0 [ Nes |Extermat i Orca Dady 1 Days INos| Dispensed
26 [FOMNANZ SOLUTION 10% I hos 10nce Daty 100 2Not|  Dispensed
27 ms:;;nsss LS 5OMCGIN 1 Nos Exigrmal } Oncg Dady 10ays TNos|  rapensed
8 |surcicALBLADE 22 SURGICAL BLADE 22 1 Nos Externat{ Once Dady 10ays 2Nos]  Dispensed
79 |MONDCRYL3ONW1326  |{MONDCRYL 1326 1Nos 10nce Dady 1 Days 1Noa]  Dapensed
PENGAN 2743 (B/BRAUN) 1Nos External § 10 AM 1 Oays 1Noy|  Drsporsed
SWAPNA SAMUDRALA

~ This dacument 15 just for reference purpose ondy. Not lo be conssdered as primary ceport,

Nole

* This prescription Is valid only for specified duration.

* Do not refill medicines.

Panled DatefTima  30/06/2026 23:48

Pnnted By SUNKARI SANGEETHA

Reg No : 639524

Page 1 of1
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L F Rainbow Childrens Hospital-Himayatnagar
Rainbow %
Children's | & . o . ,
. Birthe Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital . . .
Rasnbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN HINH-00016265 Name : Baby Of ANANTHAGIRI SRI LAXMI PRIYANKA
Age | Sex c0YOMOD12H/ Male Doctor : S TEJASWI REDDY
ﬁju’Reg Date/Time + 30/06/2026 12:00 Payor : SELFPAY
er Date 30/06/2026 19:46 Ordernumber - 26-0000208605
Visit 1D |P26-00006692 Ward/Bed No . 2F -PRIVATE ROOM f CRDL-HNPVT-213-1
Patient Address h no:1-120, , plot no:60, shantinagar hayathnagar, Hyderabad, Hyderabad, Telangana, INDIA, 500001
S.No Dq'scriptlon Generic Name Dosage Route  Frequency Duration Instruction Qty Status
1 [ INER N !1 MG 0,5 ML 1 Nes 1 Once Daily 1 Days 1vial| Dispenscd
2 SURGICAL!;BU\DE 20 SURGICAL BLADE 20 1Nos External / Once Daily 1 Days 1 Nos Dispensed
3 kf&%ﬁ%’g{tgg\RE 1 Nos External f 10 AM 1 Days 2 Nes Dispensed
4 |SGLOVE #6.5 (SURGICARE) |SURGICAL GLOVES 6.5 |1 Nos External / Once Daily 1 Days 1Nos| Dispensea
5 DSYRING4 1ML (NIPRO) SYRINGE 1ML 1Nos Extemal / Once Daily 1 Days 2Nos| Dispensed
6 |CAPRIN IRJVIAL S0001US 1 Nos 1 Once Daiy 1 Days 1viat]  Dispensed

* This document

Note

* This prescript

S TEJASWI REDDY

Reg No ;: APMC/FMR/94068

is just for reference purpose only. Noi to be considered as primary report.

on is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time 30/06/2026 23:49

Printed By : SUNKARI SANGEETHA Page 1 of 1
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Your Right to a Safe Delivery
Name EQTYQ::Q’I\:THAGIW AR UHID LBH-00116045

Father/Guardian Mr RAVIKANTH Age/Gender 29Y 7 M 8 D/ Female

Address h no:1-120, . plot no:60, shantinagar hayathnagar, Hyderabad, Hyderabad, Telangana. INDIA,

500001
IP No IP26-00006690 Admission Date 30-06-2026
Ref Doctor Self

Discharge Date 03072026

™ DISCHARGE SUMMARY

Consultant:

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)

69924

Diagnosis: G2A1 AT 38"> WEEKS WITH K/C/O HYPOTHYROIDISM WITH
CEPHALOPELVIC DISPROPORTION FOR ELECTIVE LOWER SEGMENT
CAESAREAN SECTION

ELECTIVE LOWER SEGMENT CAESAREAN SECTION DONE ON 30.06.2026

)
History:
LMP: 02/10/2025 Obstetric formula: G2A1
EDD: 09.07.2026 Gestation at admission: 38%> weeks

HIMAYATHNAGAR BANJARA HILLS

HYDERNAGAR KONDAPUR OUTPATIENT CLINIC A SECUNDERASAD KRG
—y ¥ . Emergency ] 040 L4

@ 1800 2122

@ www.rainbowhospitals.in




« Mrs ANANTHAGIRI SRI
LAXM! PRIYANKA
i

IP No IP26-00006690 Admission Date 30-06-2026

Name UHID LBH-00116045

Obstetric History:
G1 - 2025 - 6 wks - Missed Miscarriage, MERPC done
G2 - Present preghancy Spontaneous conception.

Medical History: H/o Anaemia { Hb 7 gm - Taken Inj OROFER S in 2025) ,
K/C/O Hypothyroid since 2025 { On T. Eltroxin 50/75 mcg}

Family History : Nil

Surgical History: Nil

Allergies : Nil

Antenatal Details:

Mrs ANANTHAGIR! SRl LAXMI PRIYANKA was booked to Rainbow hospital at
20+5 weeks of gestation. She had regular antenatal checkups and
investigations as advised. NT scan was normal. FTS was low risk. TIFFA done at
20+5 weeks was normal with EFW 456g (94%) and normal doppler. Fetal
monitoring was done by serial growth scan. Scan done on 12.06.2026 showed
SLIUP at 36+1 weeks with cephalic presentation with AFl 20.9cm with EFW

3.150kg (79%), AC 85% with normal doppler. She was admitted at 38+
weeks for EL.LSCS.

Investigations: Enclosed.
Blood group: "O* Positive

Management: Course in hospital:
At admission on clinical examination the vitals were stable, uterus was.
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Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Mrs ANANTHAGIRI SRI ;
Name LAXMI PRIYANKA UHID LBH-00116045

IP No IP26-00006690 Admission Date 30-06-2026

relaxed. Fetal well being was confirmed by an admission NST which was found
to be reactive. She was prepared for elective C- section with indwelling Foley's
catheter and IV canula under aseptic conditions. Written informed consent for

' surgery taken. Preanesthetic check up done. Anesthetic premedication (IV
Pantop and Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV
given. Patient shifted to theatre.

~ Surgery Notes:

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. Antibiotic
prophylaxis with Inj. Taxim 1 gm IV given. 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 600 mcg given per rectum
as prophylaxis against Postpartum hemorrhage. Patient was shifted out of
theatre to post operative recovery room.

' *One loop of cord around neck.

*One small seedling fibroid over anterior wall of uterus.

I Delivery Details:
Date : 30.06.2026
Time of Delivery : 10:57am

HIMAYATHNAGAR BANJARA HILLS § HYDERNAGAR (2 KONDAPUR DU TPATIENT CLINIC \ceredited V) SECUNDERABAD (NABH KONDAPUR LB NAGAR (%A

040 - 48873000  Emerguncy 3 040 - 4466 5555, 91009 25516 Emarguncy 1 040 - 4246 2300 ¥ '3 D40 - 4246 2100

® 1800 2122 @ www.rainbowhospitals.in




Mrs ANANTHAGIRI SRI

Name LAXMI PRIVANKA UHID LBH-00116045

[P No IP26-00006690 Admission Date 30-06-2026

Type of Delivery : Elective Lower segment caesarean section
Indication : Cephalopelvic Disproportion (CPD)
Anaesthesia : Spinal

Baby Details:

Date : 30.06.2026
Time :10:57am
Sex : Male
Weight : 3.52kg
Apgar : 8,9

Gestational Age: 38> weeks
NICU Admission: No

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no postpartum haemorrhage. 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 06.07.2026 {(9am-9pm) after food.
2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 04.07.2026
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Mrs ANANTHAGIRI SRI
 LAXMI PRIYANKA UHID 1L.BH-00116045

! - — i wn e mmm e o maea e

IP No ' IP26-00006690 Admisslon Date 30-06- 2026

‘Name

i

(8am-2pm-10pm) after food. |

3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 04.07.2026 (9am-
3pm-11pm) after food,

4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 06.07.2026
(7am-7pm) before food.

5. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.

6. Tab. Shelcal (Elemental Calcium 500mg, vitamin D3 250 [U} once daily
(2pm) till breast feeding after food.

7. Nebasulf Powder for local application.

8. Continue Tab Eltroxin (50/75mcg) till further advice.

9. Repeat FT4 & TSH after 6 weeks and review.

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. SWAPNA SAMUDRALA, after 1 weeks on 09.07.2026 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.
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HOSpita' BY RAINBOW HOSPITALS

Your Right to a Safe [;lwery

Mrs ANANTHAGIRI SRI y
Name LAXMI PRIYANKA UHID LBH-00116045

IP No IP26-00006690 Admission Date 30-06-2026

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.

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry. |
6.Do not touch the wound with unwashed hands.

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

emergency care etc also have been explained by doctor .................. in a

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

The content of the patient discharge summary, medication, food & drug |
|

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

Consultant:

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)

£9924

HIMAYATHNACAR BANJARA HILLS . HYDERNAGAR (HAD 1 KONDAPUR OUTPATIENT CLINIC edited IVF)  SECUNDERABAD (4 1 KONDAPUR
H : 40 - 4246 2300 ¥ 3 DAG - 4246 2100 Emergency 3 040 - 4246 2208 mergency

Q18

ARATIOOD  Emesgency 3 040 - 4466

00 2122 @ www.rainbowhospitals.in




z. . Rainbow Childrens Hospital-Himayatnagar
Rainbow . Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children's 0 Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital ®™" TEL NO :040-48873000

Rainbow

WEB : https://rainbowhospitals.in

ADMISSION SHEET

ETERERI O

Registration Details :

Admission No : IP26-00006690 Admit Date : 30-Jun-2026 Admit Time :08:23 AM UHID : LBH-00116045

Patient Details :

Patient Name : Mrs ANANTHAGIRI SRI LAXMI PRIYANKA Age :29Y7M8D

Guardian : Mr RAVIKANTH DOB : 22-11-1996

Gender : Female Religion

Occupation : Martial Status

Address (H) - hno:1-120, , plot no:60, shantinagar Phone No . 7995571176
?ae?::;g?‘gem;){:esrggggr{yderabad E-mail . srilaxmiananthagiri1997@gmail.com

~dmission Details :
Bed Type : TWIN SHARING Bed No :PPQO-417 Ward Name :4F-OT
Room No : PPO-417 Admission Type : First Visit

Contact Details :

Name : Mr RAVIKANTH Relationship  : Husband
Contact Address : hno:1-120, , plot no:60, shantinagar Phone No : 7995571176

hayathnagar Hyderabad Hyderabad Telangana

INDIA 500001

S at(
etor Details :

Doctor Name : Dr. SWAPNA SAMUDRALA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  : 10000.00
PaymentMode : DC/CC Card Payor Name L:ThéiEDl ASSIST INSURANCE TPA PVT

Printed Date / Time : 30/06/2026 08:31 Printed By : 020635 Page 1 of 2




LBH-00116045 IP2K000064%0

Mrs SHRI LAXMI pmmﬂ )
u -11-1006

I \\\\\\\\\\\\\\\\\\\\\\l\\\\\\l\\\\

ACTIVITY RECORD FOR BILLING

z

Rainbow’ . e
c?mdren's (] BirthRight

BY RAINBOW HOSPITALS

Hospital NG By

Tt takes 3 lot to treat the littie

NaMe
UHIDNo.: _ ___ _____ 228 [« o Nl Consultant: _ _ __ _______ Dept:___ ______
Date of Admission: _ _ _ _ Time:__ ______| Date of Discharge: __ _ _ Time: __
Room /BedNo:_________ Ward:_________ Suggested Billablebedtype: _ _ _ _ _________
WARD TRANSFERS

Date Time From To Signature of Nurse

Vi

St o hbon [N

39&/% | Jrr s/
25l [26 | 1'Sopm, 0T

Pre -Fost

Metodief TN

WYL | 9 | N

Tlooy InRe

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

8

9

10

Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

= ©

|

Date Investigationé Order No. / Signature
s C Z b
ook | LT — [‘7 1% B o
e
" /(f\)"p:;’ﬁ\%»

VA4

\

i

o

e
-




- TR R T

MEDICAL EQUIPMENT (WARD & ICU)

Date .

Name of
~ Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature

‘?;O\e

){2{) 74}&(5 o il

\ 2w

6%; Ry

= ;

i WA

>

oA

il
Lo

7

L

Inbesfor pory

T S

g C\N’t\}\c‘o‘ Ao
~

Pl




PROCEDURE

Date o u ~Procedure Quantity Order No. Signature
2Olblos| 1) pleetprer Q) quﬁg/ )
28\e\vlol CoMatauop i s Q) lawee b 24

,‘_/’—_ [ T 1 . \»«“—t’J‘
20616 S pac fop] ey () g

AY NV ! /fébd} ny

N

20k k N A 0 o <ot 0
P S b

——— 4——”‘:‘_1-/—7

—— e Oy Sepy

(;JW.L\‘)} K’ ]

q@é‘fv

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




LBH-00116045 IP26-00006690
Mrs ANANTHAGIRI 8RI LAXMI

22-11-1996 2YTMED
Dr. SWAPNA SAMUDRALA . /i-/‘)" ®
ll!!IIHIIIIIIIIIIIIIIIIIIIIIHIIIII Chitdren's | @ BirthRight

Hospital .vas

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

IP ADMISSION SHEET FOR OBSTETRICS

Presenting Com plalnts _* LMP: '2__\\&\ 282S- - EDD:
" i}z CL\ - ; r\en\er\ \

= Corrected EDD: O\\q— ‘2_o2,€ GA: 3 QLLAS CLO“‘\ 3
Obstetric Formula: Q\ D' I Menstrual History: Regular JTYes I No

M — %13 A Obstetric Examination

\ Obstetric Hostory:

e 2{6?(‘5 mu SQ&A \T\\Sm.s-ubqe @ Fundal Height: T&m
, MeRrec don ¢ - ket oveter

o PP, S Semick Carre P\\m Ut Activity: [JRelaxed [JMid  [JMod [JSevere
Present Pregnancy Record: \1\ Liquor: 1 Adequate  [] Oligo ] Poly
G AETS lows was PP: ] Cephalic [ Breech otners }
s - \
- Head Fifths Palpable: ;
, Beck <A@ 28 _
RISK FACTORS: FHS: ] Normal ] Tachy  [JBrady [ Absent
4 ’ N

Per Speculum Examination \'\cb\ Cko"\e
Draining: # [JPresent - [ Absent [ Bleeding
Colour of Liquor: [ Clear [[] Meconium [] Blood Stained

Vaginal Examination T\o)f éLC> ne’

- / Cervix: 1 Long [] Partially effaced [ Effaced
Height: \SO cm
- kg \\\b\ Os: Closed Dilated
‘ . X
AlBIGIES: ..ot Membranes: [ Present ] Absent
B : #TNormal [ Abnormal
reast ) m Liquor: [ Clear [] Meconium [] Blood Stained
General Examination: _
ConsciousneSS' Q\c Pallor- ] Ffresentmg Part: [] Vertex (] Breech (1 Others
Icterus: Edema: Sutton: 0O-3 O-2-0-1 &40 O+1 O +2
e
Temp: “\e\’“ PR: Pelvis: [] Adequate [ Doubtful

BP: oTR:(

ovs: SSONe s BlL LLES®
Liver/Spleen: @ Urine Output: Mesb,\gj_ e

;o= DIRBNOSIS ---msoomooocomceoen oo coooooccocn e "

QN with Beds Sdays o with Klde

\Ax\?&\SN-\mo\‘ Qs &e-l Y- L8CS

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

Docu. No. : RCH /FRM / CLINICAL / 087 (PT.0)




LBH-00118045

I1P28-0
Mrs ANANTHAGIR! 8R| LAXMI il
22-11-190¢ 2Y7Mep
Dr. Swapna SAMUDRALA

QU

(F)

Family History:

e\ -

Surgical History:

NHE

Medical History: 1 RS2 S l )
Y ) oLO wb "1@(“ :
,g;-\f ._\::\CC{\A(E\“\" Orc\er ¢ Fober

Wlo Wy

T-E\kexan So '%Smc\ql

‘w‘\&u\\ aanehity . SlT b

o

b

Medication History:
- ArvoN
+Cntirorm Fs
T ' Someyp ¢ ¥ef

R ECTRe Klpk/q_sw 2 \egh

Plan of Care:

va%%\‘of\ MST
D\ orrned e
?CLS(& ?Ye?c,u_gg‘\bﬂ
fbn_u)kg MQ\'\G.L&CA

Rl Cethelnsabon
Do PRLC
Prredeabonimn Gl
Montor Vilels

®n¥AW\ Sos

Investigations: @i\{‘ \6 PO%'\"?\‘\JQM 7/

P (\‘%\&\2019
n\W\

Wb —\o G “\%H "
Pt —2.22 e 5
AE ) DRL

P TSM -2:466

_QSC\ ( [2( G (20w

CLRE | act i) e

DNEY = Joren

Qﬁ_\.ﬁ) —3.‘%(99-1;*(- SV,
P\o&er\\r&- Plw :

Vopplenss ®

=

Doctor Name: D\ ..... “’L@“‘{" ...................

Signature: ‘,,u."/ ..................................
Date & Time: J#C"( vt & BAm

Signature:

Date & Time: |2 A0\ 0. ( .. E .. ; .... v



LBH-00116045

1P268-00006690

Mrs SHRI LAXMI PRIYANKA

22-11-1906

2Y7TMED ()

Dr. SWAPNA SAMUDRALA

{//ﬁ
Rainbow® . B
Children's | & BirthRight
Hosplta| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

ga‘lt'?me Progress Notes Doctor's Order
RS2 cle |8 Di. Syoabra, .
et - 2dv.
POD-O -
| | — NEM HU Y-bhs
Ge Fal Mbuli - WE ‘
RP: (0830 — Dings  ax chosded
Py, Ms PL) 9y - iy 1o charbing
X SPO,: Igpontd— - Monidoe vitaly
PI#' ok el Ao &J\mm 2o
b ‘. |pF Qﬂee_dt,? sl .- UUlﬁ buMP\ﬂ
L - Yren Gag Y
V0 — 200 e (oT- o) |
e
Jeftipere Ct>lb D] Mol \/ VU
2‘61\0 Psn-0 l
At
Ce-fan Pfebnde | Bbes S 5 e
Vikels (letode - e mtw;wg,
PIA  udtoddl ~ebpdd L Dn;% en Chrsafd
by NithRs 05 D shememr 1 uund ovdorg
Py Sh_n.-ln} LomtL < | W72 cawsy s By “QJ;
Lip v4e cef e homt Infvm Sovd
— //—”IL: dh!‘i’_:{_—? Reoyn
‘ L
oy 7T i

Docu. No. : RCH /FRM / CLINICAL / 088




o .

.IH-001 18045 lnm‘m
3 ANANTHAGIRI SRI LAXMI ]

z11 -1998 BYrue @ Rainb‘gw" . ; : | -
l r. SWAPNA SAMUD hild BlrthR' ht
T i Hospital - | () smesshs
rnuuRESS NOTES AND DOCTOR'S ORDER
23_:_?“'8 Progress Notes Doctor's Order
X L .
3 f\d / ("\S\\DH b‘ Noveens,
\@b S —— |
gcr’ i [ ? ‘\
g /\ C_S_L_Q__ QQ “‘Jr)@.l' ¥ A-é\D

ekt TE ek

‘\h‘\c\s.\s R e Meq snte

PR~ W wohac eduwet) Tydio Ren

SD\X l\\\—r’. C&um\gm(lwcc!

'D\é’SS\ —qb &J-\%oc\eaﬂ wlg L1;)\[ \O\Cecﬁf\a
Ve P B\eeA& q\DDL— Wiasve N\ Q\,\g_&\\e[ _
Lo adequata \

Meedbedath
Y Moo Y als

%o}oq\ E \“\Qf\eus\éa ‘

Docu. No. : RCH /FRM / CLINICAL / 088



.BH-00116045 1P26-00006690
drs ANANTHAGIRI SRI LAXMI

\

& "’u:::amuvman * RalnbOW . . 1
Wiy Chisre's | QU BIrthRight
PROGRESS NOTES AND DOCTOR'S ORDER
galt'?me Progress Notes Doctor's Order
:)(\LOQ:E/ e l\éu)%l b\- T\t@.ueéﬁ'\ﬁ-\
‘/V/ o™ ‘
A 6le 6o - T
Meobnle. S:;\ L deel
e Aty - sLoJo £ Meqmge \«u\clw!‘ﬁ'cm-
\ r\ PR - LL* U.SL\\'CL(‘_}(‘EA U-.JQU = r&u m S G P\(\@Aecﬁ'
[ ik Gl (T Lo\ P\ bleedoa
S/\lP vb*«e.’;l.S't'=e('- CQ..\A-{%Q(‘_\‘?-Q"’\ . j:\h’\\[},u \m\wo\’\
1€ P\ bleedl g tolb ‘o Montter Nieds
Lo @deqlugk% /—TW\LMW\ 308
e
@)u\:u\ " U\S\X\Q;L‘?S\AP- /D A NYA mo&\ﬂ_v eq)
\ .\QQ'

eSS > )

. N\ | ’
\\]7\%/ Yen - 0 e
ﬁ\ﬁ\\"’ No LaW\Q ”A&*‘ ;
e N G\An,\ 4 T Dy
ARG ) S O(r\‘)gn% [INVR VAR
1 v 990 B0 Aotz
%’B&’,\ \\\1 @ - D/\AMA k> W
M ?\ A UV e\ 2oNnol 8 vw&ﬂ\:\,\ W
\‘}i}}_L J ot . P 0 ! QMA.%_A'A QM
o A\ (\NJQ. ' [\

D\\‘S“‘” . e Jr&ﬂf o
‘ | o

(]
s A (¥

Docu. No. - RCH /FRM / CLINICAL / 088




!H-DO'I 16045

1P26-00006690

rs$ ANANTHAGIRI SRI LAXMI

ez -11-1898
)t SWAPNA SAM

NY?MSD 13}

T
PROGRESS NOTES AND DOCTOR'S ORDER

,V/

\\

Rainbow® . G
Children's | @ BirthRight
Hosp|ta| . BY RAINBOW HOSPITALS
mmmmmmmmm Your Right to a Safe Delivery

ga_:_?me Progress Notes Doctor's Order
y:ﬂ Q(Q & D \‘(crqpa
| a(l“g%' PoD- | O taes
b =
s dabe  Neels M
Q (";Q*rtmr <MP‘N. - @'\ diet
\ \No\s SAH\JRC 'lsf)ﬂ coloy 2ol elab
— e Ealle ~Tc iy gy ol ried
o 323/_7 ele - % O t\'be“({’\"l‘(}dd —AK\D \\cr}\nr\ &\\a.-»\l_n
= mx\ Aisxm%oh@_) /@R‘e(\ Lok By d\'O'l\A.. ~
t)‘/ﬂ P,S@) '/(\ }\fLOvnnr\ QO_S‘\r
X T TN 27 ol mewdhint
SH- S /\qu
| S PR
T ron-9) (-
clo low wrocy 8¢/ \parl Ady
OV |G| (3'6 Cl(—r[\c.ur 'Pfg%\ﬁ — Refol} d'cd
Pa Y’at\nrﬁ - MDylealor b gle
¥4 \Nitals —siohle — Banb e fo ton
S*i Ol n ) el celaled - ﬂc\muﬁe \.qﬁoj\&v\
@P RC(?—‘\ —\u hﬂm ‘m&
Pi, onld g\b}s distkon(3 } = V
— Jde - nnL /ﬁh

Docu. No. : RCH /FRM / CLINICAL / 088




-BH-00116045 I
IP26-0000
drg ANANTHAGIRI SRI LAXMI

12-11-1998 zﬂm
8
Ir. SWAPNA saMU °

Vi

6690

Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

Z

PROGRESS NOTES AND DOCTOR'S ORDER

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

ga':?me Progress Notes Doctor's Order
« Yl Ve -0

‘L\.\ ol C"@ DQDAM»

Ay

—

ole- (¢ Qo _ e Dy
. ‘V“r\\\ M(}U\LJ\ - Or\ S \\J,J\ (“‘\ M\ yB
%‘SJT\\J OP \:QD\\" Cac) "1 Pﬁ: [ D\m\u\ \a C?,nu»3~¢;§“

\L \\k\» - (®

\
- OORAS

\f\\‘k 5

)&\sﬁ’“\% v AMe TWL‘\Z

o PLA Gy W edeald o Pro A\ O
e RN D AR Jose
A\

= Slw\{&-w %
R T
il N4 ) /|
- T
wa)r '\Tn—c/\"'j 2 ’ NS
AN S \/ () ol
L—) lr\ v ! \\"
—
1 Wil

Docu. No. : RCH /FRM / CLINICAL / 088

(PT.0)



Patient Sticker

2z
Rainbow® . . o
Children’s ‘ BirthRight

Hospital BY RAINBOW HOSP{TALS

It taket & ot to treat the Btle, Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / GLINICAL / 088




S¥094400-HE |

=

=

X

w

m

w
'

] Dater

06990000-9Zd|
LBH-00116045 : :_:x“':m”” 2z
Mrs ANANTHAGIR) SR e
1906 2y7M8D (P Rainbow . .
o WAPNA SAMUDRALA Children’s (J BirthRight
Hospital . BY RAINBOW HOSPITALS
“\ l“\““\“‘\m“ It takes & lot to treat the little Your Right to a Safe Delivery
Date of Admission: . &/b].€.12:>%...... Drug Allergies: ........N¥QAT .. ot known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

Nurses 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)

Dater
Tif'ne

DRUG :
Dose Route | Frequency [Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Dose Route | Frequency |Start Date

]

|

} Doctor’s Signature |Valid Period| Pharm.

‘;

| Additional Instructions:

1

] 3

\ DRUG : Mige

; Dose Route | Frequency |Start Date

b

) — e

| Doctor's Signature |Valid Period| Pharm.

%

i‘ Additional Instructions:
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MEDI{::TION RECONCILIATION FORM

Drug ANRRGIBS: ...viciseesisnsssss \\ ................................................. ~—Not known any Drug Allergies

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

ShIfting FrOM: .o SHIfted 10: ..vvveeceieeeeec e
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, ) | FREQUENCY | pAST S05¢ ﬁﬂ?é:s":g
N 11 T RoN Ay | PO oD 2(;\\(, oc pﬁ&
2 1 L Caltcwom A e Po oD zq\B Oc¢ &0
f 31 7L ELTRexe Sotﬁo\ Po o0 gq\g 2t 0nc
4 Oc doc
5 Oc e
| ¢ Oc [oe
K, d ¢ OJoc
t
| 8 Oc Ooc
| k Oc Ooc
i 10 Oc Ooc

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

\

‘ Doctor Name & Signature : ......... *"1'~<B(W\0W”C“’ ............................
l .

| Date & Time : el @ 3m
|

Date & Time : ..... 2 0/6[26—@3407
Docu. No. : RCH/ FRM / GENERAL / 090




RESULT SHEET

\%

#

Rainbow ) L
Children's | @ BirthRight
Hospital .w

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

®

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138

(PT.0)




Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Cells

CUE - RBC Cells

CUE

Stool Pus Cell

OVA / Cyst

Occult Blood

-7
P

OX

% oo v Py

WLV N\

uhshe \

e

(\;‘3@/

VORI

CUIUTE AN SENSIHIVITIES oottt et e e e e e et e et e s e ea e ete et e s e eases s e s e es s eessaseessemseesaenseseaeaseseesssaneensensenneas

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

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

Radiology : USG :

MRI

Others (ECG, CoNtrast STUAIES BIC.,) & ....vivorieicrieecie e

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

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




LBH-00116045

Mrs SHRI LAXMI PRIYANKA

22-11-1906
Br SWAPNA SAM|

Iﬁ\""‘lﬁ

IP26-00006690

(F)

Uiy

Early Warning Observation Score Chart - Obstetrics

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

%

Rainbow®
Children’s
Hospital

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

op [blod 2=

12 )2

5]6&7

12

RESP
(write rate in
corresp. box)

> 30
21-30

Saturations

94 - 100 %

Administered

0, (L/min.)

2,dwa|

40
39
38

0y 4

2jey Leay

D

e

ol

—
anssald poojg j03sAs

190

180

170

160

150

140

130

120

el

110

10

s

- i
[
LC

100

90

80

70
60
50

-
ainssalq poojg djoiseiq

130
120
110
100
90

80

70

.
C
A F

60

50
40

57

NEURO
RESPONSE
[~

Alert I — |

| ~ ~]

—~1 1

Voice
Pain
Unresponsive

URINE
mls / hour

> 30
< 30

-—

~

—

Proteinuria

|_Protein + +
Protein > + +

Lochia

Normal

—

j

—

Heavy / Foul
Z Clear / Pink — — ~ —
Higuor Green
TOTAL YELLOW SCORES O O] [ B o) P [
TOTAL ORANGE SCORES [9) ® | 0 o) ° >
Nurse Initial 'Y )= i 3 2
=




Obstetrics and Gynaecology
Early Warning Signs

4 )
1 Yellow Alert :
Repeat Observations
in 30 minutes
\. y,
4 N A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes.
\ % _ Y,
~ N
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
!
Rep;eat Observations
in 15 minutes or continuous
monitoring
\§ v

f

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

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

Date

- Y

1/‘7'&«6 Time [ 8 [ 9 Y10 11|12| 1 ((2) 3| a|s(e]| 7|89 fofaa]|a2|a1]|(2))3]|a|s5f6]7
RESP 2;_320

(write rate in

corresp. box) 11-20
0-10
5 94 - 100 % v
Saturations =94%
Administered 0, (L/min.)
40
39
=t 38
.g 37 3 = o L7
o’ 36 T Y ) 714 4
=
™
w
=3
=
]
o

170
160
vy
5 150
=R 140
= 130
T 3 120 "
=5
= 110 ta. 1 e !l
2 100 4 Y <
B 2 50 ! 5
= 80
70
60
50
= 130
g,' 120
g 110
3 100
l o 90
== \, 3 ,
8 fa
g 60 cA R 0> 5 S
2 50 N
40
NEURO Alert — | = — ] T=1 1T = T L
RESPONSE “;"a'f:
[+]

Unresponsive

URINE > 30 = — — =
mils / hour <30
Proteinuria Protgln 3
Protein > + +
: ‘ Normal —_ = = =
Lochia Heavy / Foul
; Clear / Pink P -
o2l Green
TOTAL YELLOW SCORES [ 8] <) (@]
TOTAL ORANGE SCORES @ /< = [ [a)
Nurse Initial [ k [aii o




[ Obstetrics and Gynaecology ]

Early Warning Signs
- L
Q
@ N
1 Yellow Alert :
Repeat Observations 1
in 30 minutes il
N /
4 N “
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
N R ) Q
4 N
> 2 Yellow Alerts or = 2 Orange Alerts: |
Immediate Review by Obstetrician and
- — .. Repeat Qbservations
" in 15 minutes or continuous
’ monitoring
-\l J

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

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

el

Date

Time 12 10|11 12

RESP
(write rate in
corresp. box)

> 30

21 -30

11-20 |

0-10

Saturations

94-100% | |

<94 %

Administered

0, (L/min.)

2, dway

40

39

38

37

%

36

35

<35

aley Weay

170

160

150

140
130
120
110

100

90

80
70

Ead

50
40

anssaiq poojg J1joishs

190
180
170
160
150

140

130

120

—

110

100

S0
80
70
60
50

ainssaiq poojg 21joiselq

NEURO
RESPONSE
[+7]

130
120
110
100
90

80

70

60

Alert

50
40

]

Voice
Pain
Unresponsive

URINE
mils / hour

> 30
< 30

-—

Proteinuria

Lochia

Normal =
Heavy / Foul

Protein + +
Protein > + +

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial




-

[ Obstetrics and Gynaecology j

Early Warning Signs

4 N

Complete a Full

Set of MEOWS
Observations

- _/

N
1 Yellow Alert :
Repeat Observations
in 30 minutes
i J
~ N
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
\ J
( )
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\. /

* The Modified Early Warning Score (MEOWS)
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It takes a lot to treat the littie, Your Right to a Safe Deiiven;

, FLUID CHART
Sheet No. : @ ................. [ J

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

%Oléy% ' Intake s 0“‘9‘“? | VSte
Date Time []Nfaéﬁlri% Route NG | Diarrhoea | Vomit | Drainage | Urine p'é%gﬂ% ﬁfﬂge
Mouth | LV N.G P
08:00 am pl; » ’BD’W’ / [
wwooam | P). ' |y pym! X
10:00 am ﬁl‘: DA Ipot) G) P.
1100am | U | ™1 | jeoml i =atl
1200pm | RL okl 2So 47
01:00pm | R 700 1
Total Intake : }-n0kun S Total Output : 219"’)
02:00 pm ﬁL, o 40 oy ' DO ———'%
0300pm | @ % \osd i i O N
N O 4 Y LA Bl B Wi
o\ (0500 | @ [\ | 180800 il el AR |
@ Twoom| g |7 100 \ 200 . |I(
o7:00pm | AXL oo ) | 1)
Total Intake : ~ |\ \<en Total Output: PN\~ ‘6 -
oo, v i / ool b
09.00pm | \ 100\ ( /
1000pm] \ Q}/ TA < P /I
IET A IRV AV 18 o W
12:00 am * oo 4 v |/ (
01:00 am LoowA [ T %On&k——-if y
Total Intake : - Total Output : .
0200am | \ (o0 0 f / L \
wowon] T T Ted] 17 ] 7 Y
sooan| oy [ W ot ’ . TR I o
soan| . |/ o] O - N ) G ™
oovan || A 7 [
o] M7 | om0
Total Intake : Total Qutput : <
Total 24 hrs. Intake Total 24 hrs. Output \\
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Sheet No. :

(F)

.ﬁf/

\\

Rambow

Children’s ‘BirthRight"

Hospital

It takes a lot to treat the

[ FLUID CHART |

little.

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.

ek LI p

R R (R e o R
i (CYERT IS ST
P = e i

IV Site

Date

Time of

Nature

Fluid

Diarrhoea | Vomit | Drainage

Urine

Thrombo- e
phiebitis 3'0”-
Score Nurse

N.G

08:00 am

/

09:00 am

{

10:00am|

11:00 am

12:00 pm

01:00 pm

Total Inia

02:00 pm

03:00 pm

04:00 pm

05:00 pm

b
N

06:00 pm

_“‘_;

07:00 pm

,.—-".._—-—'/0 ‘.-"——7

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

\

p

11:00 pm

r
|
2 Vi

il

12:00 am

P

\

01:00 am

4

Total Intake :

Total Output :

02:00 am |

03:00 am \

04:00 am

\§Q<

05:00 am

o\? p

06:00 am

/

07:00 am

#

Total Intake : TQ}L.\/M

Total Output :

-\

Total 24

hrs. Intake

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

Total 24 hrs. Output
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Tt takes 3 lot 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
Nature

Date | Time | tFisid Route NG | Diarthoea | Vomit |Drainage | Urine | PhieDius ﬁ:ﬁge

Mouth | IV N.G [

0800am | | e ) /

wooan | | | AV /

™

2
«
15
S
—A

11:00 am

\Y 1000am| ~ |7 ; v’ X
N
N [r2o0pm| [ y /

\
v|e®P|e|®

ot00pm| | ’ l "

Total Intake : {0~ Total Qutput: ‘O—°0 M -

02:00 pm b N

03:00 pm 5.4

\\é\” 04:00 pm AN
J 05:00 pm Q. qjy

06:00 pm

¥ (e

07:00 pm

Total Intake : Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : Total Qutput :

02:00 am

03:00 am

04:00 am 4

05:00 am

06:00 am

07:00 am
Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Rainbo L b
Cﬁwdr%\gs ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat tha [ittle, Your Right to a Safe Dellvery

N

(' FLUID CHART |

1. All migasurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 frs. tota[ of intake and output.

: ,u s‘%'l

@fié‘{“ﬁq i

9-1
[ m :;Ih

o e

W
"T:

g

e

P oS5

[y

o

. UUTPUL ‘ - o L

Da’te

Time

Naiure
of Fluid

Route

NG

Diarrhoea

Thrombo-

Y . hiebitis | Sign.
Vomit | Drainage { Urine PSoore Nurse

Mouth

Lv

N.G

08:00am |

09:00am |

10:00 am

11:00 am

fe

12:00 pm

01:00 pm™

Total Iniake :

Total Output : w4

02:00 pm

03:00pm

04:00 pm

s
ET 2N

05:00 pm

ALy
Vi

06:00 pm

07:00pm

Total Intake :

Tolal Output :

08:00pm ¢

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Tolal Output :

02:00 am

03:00am |

04:00am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Qutput
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NURSING CARE RECORD

P

r‘/_- -
Rainbow* . R
Children’s & BirthRight
Hos pita| . BY RAINBOW HOSPITALS
Tt takes a ot to treat the e Your Right to a Safe Delivery

] Relieve Pain & Discomfort
1 Prevent Infection

[J Maintain Airway and Oxygenation
[ Maintain Personal Hygiene
[ Identify Potential Complications

[ Maintain Fluid Balance
[[] Meet Elimination Needs

[J Improve Activity Tolerance
[) Ensure Safety
(L ARY ORNOIS: SPOCH .. s iviusvimmmninn svsiavsavavint ssesssvsisnarasavsimsnsismsiisssvavevne s AR a s e a3

[ Maintain Good Nutritional Status
[J Early Ambulation Reduce Anxiety

Dategﬁ/z/ 2.

[C] Maintain Skin Integrity
(] Patient & Family Education

Time

Implementation

Nurse Name

Morning

"/)/7/W /f@f/ﬂ[ﬁé/?wﬂ

?)W%”MZ@

Time Plan of Care , Evaluation Re-Assessment & Signature
977 |>> ﬁi}zﬁ%/’/ﬁy ) ﬂ”?;&/#}/ﬁ/
Lo 497 ) [ 7 05222 W y o _
p 7 ;&‘7’ 2/ /w NN ,%,/}; ) 24 V24 i W/ 1Y CM;
by PO WL it / s ﬁ/s/ -

By 7

VAU

L7

2om| O Sisess  The Pt
condi\-fon &

l — Mo FBere A
checleed oty e &

’BP"'\_BZ[U ¢ hao\r o kes

Afternoon

1 Assessed the

P\r conal \ch M
— Admints Yoe\bon
g de\\Cah"EOf\ -q;\'cq
as pem tkB oIS

— P\~ 15 Sl'qb\c

SRSk
e Q&‘\(’ cleed
0 ) -

N \* S

b it e B g
i Y ﬂ(
| E’ otbeec L ;i e

L _ff/(

)7%4/»44 d Fac Pe
& K ¢ VY
adte Q-Ch(

fochal, 9,
(A—

O__h/"" W

Docu. No: RCH /FRM / CLINICAL / 148
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[7] Maintain Airwéy and Oxygenation

NURSING CARE RECORD

2

Rainb‘:(;w”
Children’s .
Hospltal .

BirthRight

BY RAINBOW HOSPITALS

ur Right to a Safe Delivery

] Relieve Pain & D

iscomfort

] Maintain Fluid Balance

] Improve Activity Tolerance

[ Maintain Good Nutritional Status

] Maintain Skin Integrity

§ (1 Maintain Personal Hygiene (1 Prevent Infection ] Meet Elimination Needs 1 Ensure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications [ ANY OHNBIS. SPBCIY. ..ot e ees et eeeer e s et eeees e e et eeeeeese e eseseemes e e ese e eee st et e e e eeesseeeessereeeenees
Time Plan of Care Time Implementation Evaluation Re-Assessment ’;“;?3,,’;?,:‘,‘:
& =) P OndfhioN | gam|=Auted EHondifd)
|| pmonity c}w ortlh| s Mogidpred oifal} i Aidiend- 1's fe-checked W/
§ ) >ma;,\ﬂcu /o c/\mﬂ? B > Ma§ndained Stable VRiald
= >74E?m:m§¥f// m€£(jzf pdministwed nedidd
-0 dr -ton 63 P4y dreg ¢
KM e 7 i Kem g |
P = e P 2 Aivess fle P — \
) (ono’ ’h% cond H To0 oL W S ‘
: /VUﬂV\'PCuM““ =7 MWV"P cthaf 05 YV N4 fé(’} t
2T j 4D IR o
o ami o Y= MMCL&M’ j ]
SR 8[7M%}A4m ,_L’f-'l:éf
S AR N B N e \
oDyt lenditioy o s e |
- e Y \u\L \\oc &Q
5| [ MMM N zk&)l @Mﬁj@ﬁ* \‘\ N A W
YV, R R I B VU SO I N ¢ R
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T Tf e Children’s | @ BirthRight
Ho S pi tal BY RAINBOW HOSPITALS
: NURSING CARE RECORD 1 takes 2 lot to treat the ite. Your Right to a Safe Delivery
)
Date: l/’f’ » B S
o | LMaintain Airway and Oxygenation )?Yﬁalieve Pain & Discomfort _-Maintain Fluid Balance 1 Im ctivity Tolerance [_L-Maintain Good Nutritional Status Maimajn Skin Integrity
E [_) Maintain Personal Hygiene ./iZPrevent lnfec.tim 7 [ Meet Elimination Needs »; ] Early Ambulation Reduce Anxiety g,Paﬂem & Family Education
S | [ Identify Potential Complications LAY OHHBIS. SPOCHY st isis ity b s n v W R v S S o s b L v v S B e SR S e A AR
. . i . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

Morning

s

X

g~

To chesk e uitls &
ety
T admivsliy e

A4

"]”—%70’ wtsed the o condifi
T chooked Ao yikihs £-

wacledity® 75 o it Ao nidll

o L “ ;f‘?_‘f?

»Ow ?
s

ek B |

Afternoon

/

/

Night
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' Rainbow® . -
‘ Children’s ‘Blrtthght

Patient Sticker NURSING GARE REGORD !{ugf;uphgﬁ!m BY RAINBOW HOSPITALS

Your Right to a Sale Delivery
%

Cov DALE: ..ooveercrenrercrrereresenesenns i
b
o | O Maintain Airway and Oxygenation 7 Relieve Pain & Discomort O Maintain Fluid Balance O improve Activity Tolerance (1 Maintain Good Nutritional Status [0 Maintain Skin Integrity -
— - -,
& [ O Maintain Personal Hygiene [ Prevent Infection O Meet Elimination Needs O Ensure Safety {0 Early Ambulation Reduce Anxiety O Patient & Family Education
€ | O identify Potential Complications 3 Aty OterS. SPBGIY. .vvveesrcvrrrrrrrarrrrsrnsresrrersreatineessisisarmsesssisionsnisasssessns
. : \ Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signalure
L b"‘ / -
. [ v \ I X X [i‘ f [P \ !
: T v - ‘ Fo)
1 ‘. “~ Yo . . I % N .
v p U g ) YWy :L d
=y ) Y - - A
| E \ '1 . e |
£ o J
2 v ' .. ‘ S \ .
= L Ve v A R
i L . !
b TR \]\]u ‘-H:L PR %Y \\ 4 \
t L H
\ .l" ..}\ ,'\‘ . '.\4\ P ‘\Il f‘\j“: ur‘
R P RN R ‘. [N T
1 l “
| -
= )
L=
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E
& !
=t i ]
=
(=] S
= t
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Rainbow”
Children’s
Hospital

It takes a ot to treat the little.

NURSING SHIFT HAND OVER FORM - WARD

BirthRight
BY RAINBOW HOSPITALS
Your Ri

ight to a Safe Delivery

Treating DOCIOr: ...cveveeeecee e Department: .......ocooveeiececee Date of AdMISSION: ........covvvvverscee
Z | Diagnosis: ' Any Infection: (OYes [INo [ Not Known
'5 If YES SPECITY: ..vvveeeeeeeeeeeree e sreveneens
i l \@ L \ I\L"

2 | Area ) %
3 shittTme |2 M, (& s - ) @S@ \ &% @/ ?M
2 | Medical Condition "
= | (Any special condition to be noted): p h M
(\)Pr @ © ;\) N ¥
Allergy: DYES 20 | DYes;ﬁﬁ O'Yes OO | O Yes [NO DYes—tJ’(o [ Yes No
Tubes/Drains/Catheter: ;’4&35 [2No | O Yes Q,No’ O Yes Lz@) O Yes [ANO | [ Yes ;H@ O Yes P’ND
Vital Signs: Temp: | A7 F" s LN et 37 o ?[ 9.¢° ¢
= Res: | o gvblm 12 - | 22blm 'Zé/rh 20 é)b?
£ S00: | ggt [ 1opd. | QR | Ax). | 49y, | 99N
@ Puse: | 3<— | giblm | N4 | &ShIm | «bbn | F4b
% BP: o (25 | WHFr (e | ofeq [ \oled| [79/27
Fall Risk Score: = - = -— e —
Pain Score: — == T — — -
Safety Needs: pﬁ‘ RA- - — v .
- Physiotherapy | Yes L/No O'Yes (No | O Yes (#No | Yes LiNo |1 Yes ;,No O Yes & No
g Others Specify: nl W P h- — s _ -
g Special Diet: | Yes E:(No L Yes CUNo | ) Yes Mo |0 Yes_No | O Yes 1 No = Yes(a‘ﬁo
S |Other Special Orders / Medications: -

Post Operative Procedure Special Orders: NJK P}E\, r i L — —
Handed Over By Name : M mu% &/ ’U%\f\o\ M \

L N Aﬁ“ 1 - &0 \ “\W}ﬁg\p
Signature : r g’ d/r ‘Vx\ & | ¢ —
A0 [e0lg  [\X AN [+ [ [T [p]a )
Time: Q0 Zpey @:’((5_\ 20m Py Q Py
Taken Over By Name : D y W\ﬁb W md N\H‘EP‘Q'
S - | B T S wlK
D?te: 301 L W/ ”HL{? | er'\:‘;’ f !.‘-’} !2’6 f),l:[»')/é
Time: 2 e @7/ e Sy | € i Y h‘,ﬁ/\
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T

BY RAINBOW HOSPITALS

. Your Right to a Safe Delivery

Hospital

It takes a lot to treat the little.

ING SHIFT HAND OVER FORM - WARD

Trealing DoClOr: .. crnuimmamniamwanmennmamaias Departient; ..coisiemsmmierasiais Date of AdMISSION: .........ovvcvvvvcverirenes
Z | Diagnosis: Any Infection: CJYes CINo [ Not Known
= ity
§ F G ¢ S If YES SPeCify: .....cvvveereierirererccccsienes
& "

\
2 | Area ¢ 922
3 shift Time 22" T\9
< | Medical Condition
= | (Any special condition to be noted): o
Allergy: [ Yes,[Mo |0 Yes CONo [0 Yes CONo |0 Yes TINo |0 Yes CONo | O Yes CINo
Tubes/Drains/Catheter: [ Yes, [ No |0 Yes CJNo |CJ Yes C1No | Yes C'No | Yes CJNo [ I Yes I No
Vital Signs: Temp: | 981~
s Res: | dh/m_
g Sp0;: | A9/
@ Pulse: R&Dlm
W .
2 BP: | |ipf2).
Fall Risk Score: =
Pain Score: %y
Safety Needs: | \/,,
@ Physiotherapy | Yes CWNG | D Yes CJNo |0 Yes CJNo [ Yes CINo | Yes CINo | Yes O No
Q -
g Others Specify: -
e Special Diet: [/2'Yes C1No |01 Yes CNo |1 Yes C0No | Yes [ No | Yes C1No | CJ Yes CJNo
E
S |Other Special Orders / Medications:
[+ = =
Post Operative Procedure Special Orders: _
Handed Over By Name : D,Ny!}")‘/
Signature : N
Date: 214 [
Time: B~
Taken Over By Name : )
Signature :
Date:
Time:
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LBH-00116045 1P28-00006690
Mrs SHRI LAXMI PRIYANKA
224111008 29Y7TM8D (F)

Dr. SWAPNA SAMUDRALA

9

D

BRADEN 'Q' SCALE

9

z
Rainbow" . e
Children’s o BirthRight
Hospital BY RANBOW HOSPITALS

Your Right to  Safe Delivery

A AY

It takes a lot (o treat the iittie.

Date :
Time :

o

MZ‘?’O [

Nl a=
.

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 h . o . A ; : - N i
Y in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Af Q\ 11
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
W Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : s ; i i i | ide the room at least twi \‘\
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a \1

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.

£
&
J

Lf'

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.

Sensory Perception

2. Very limited:

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

3. Slightly limited:

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

4, No impairment:

Responds to verbal commands.

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

—<

1. Constantly moist:

Mot Hegrs 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

k'r:{? WTCh d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
s tlo s ;S't);s: Dampness is detected every time 8 hours. every 24 hours. \‘ L’(
i patient is moved or turned. 4(. 1.4
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: "T

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

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

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."

1. Very Poor:

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

2. Inadequate:

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

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

Tissue Perfusion &
Oxygenation

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 : lessthan9 | High Risk:10-12

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

| Moderate Risk: 13-14 | Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

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

e '3
( Tow\R
1 ol
Support Surfaces
Risk Score '\ Category Action (Please Note: Only required for children who are deemed at risk dug
to aitered mobility, consider occupation therapy referral for advice
| Regular Turning Schedule i )
| - b Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the hesls . Gel pads for high-risk areas
Use pressure redistribution surfaces Atternafing oressure mattress overla
, ‘ Manage moisture, friction and shear ' P Y
* \ ' o Advance to a higher level of risk if other major risk ‘
factors are present
* High density foam mattress
Use the Same Protocol as for “At Risk” Patients , n L
13-14 Moderate;Risk ‘ v Gel pads for high-risk areas
| Position patient at 30 degree lateral incline using foam wedges .
- Alternating pressure mattress overlay
' Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shiftsin their position frequently Alternating pressure mattress overlay
t 1) .
’ Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overlay

\\
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T AR “‘\ Children’s BirthRight
\ M\\ m Hospita[ BY RAINBOW HOSPITALS
(i PAIN ASSESSMENT FORM PO | W
: Pain Stofe . Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Eactors Educated Intervention Sign
1 Continuous | [ Acute 1 Sharp [ Dull 1 Increasing | [>-Yes UL
Zﬁ/é g)gﬂ ﬂ//y ;7/ % [ Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [ No ' %
30 , ‘ \'D Continuous | [ Acute [1 Sharp [ Dull (1 Increasing [l _
‘ i@,ﬂ O 1{(‘) A)ﬂ}— [J Intermittent | [ Chronic ) Aching (] Burning | ] Decreasing | [J No N7 @
[ Continuous | LI Acute (] Sharp (1 Dull [1 Increasing 4\(}5* =
)'h’ ‘5’(-{\ D 22 [l Intermittent | (i Chronic ("1 Aching (] Burning | [ Decreasing | [ No Ao’ L}\
[ Continuous | [ Acute [ Sharp (] Dull J Increasing | [ Yes N
l [ 7 /% M 0 P [ Intermittent | ) Chronic [ Aching (] Burning | [ Decreasing { [ No %ﬁ
[ Continuous | [ Acute (] Sharp ] Dull "I Increasing | [ Yes \ &/
1\‘}! \Zb @Qv) ~0 \9 " | (1 Intermittent | [ Ghronic [ Aching (] Burning | [ Decreasing | [ No Lr) & Q\M =7
[1 Continuous | [ Acute ] Sharp 1 Dull [ Increasing (] Yes N
l ( 9 / 26 (o pel © "D '\‘ F C Intermittent | 1 Chronic (] Aching 1 Burning | [J Decreasing | [ No Ny
; [ Continuous | [-Acute ~Starp - ] Dull () Increasing | L] Yes N
2/ '9/ |6 % @ [ /0 ~h Hnfermittent | () Chronic () Aching ] Burning | [-Decreasing | [ No &
] Continuous | [ Acute ] Sharp ] Dull 1 Increasing L] Yes
p}? | Dﬂ'ﬂ/ L/l NE | o intermittent | 1 Chronic 1 Aching 1 Burning | [ Decreasing | [ No N @f‘
’ 076 [ Continuous | [ Acute [1 Sharp [ Dull [T Increasing ] Yes g\/
')/"{’ Ql?ﬂ/ 0/ 10 Nﬁ' (1 Intermittent | [ Chronic ] Aching 1 Burning | [] Decreasing | [ No D
_1 Continuous | [ Acute (1 Sharp [ Dull L] Increasing L] Yes
[l Intermittent | [] Chronic [ Aching [7] Burning | ] Decreasing | [ No

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

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

a)  Atleast every 2 hours for the first 24 hours
c) Prior to pain pain-relieving intervention.

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

1}
FLACC PAIN ASSESSMENT SCALE (1 Maonth to 7 Years)
; SCOAING
v . CATEGORY
- NN\ ) 0 | 1 . . 2 r
— - Y T — -
Occaslonal Grimace or Frown, Frequent to constant frown,
Face . No Particular expression or smile witldraw, Disoriented quivering chin, clenched jaw
It ' Legs ) Mormal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawm up
LY ) 1 3‘
) " Laying quletly normal posttian, Squirming shifting back and
Activity moves easily forth;, tense Arched, tight, or Jerking ;
Numerical Pain Scals (Obstetric and Gynacology) . . . ' .
1 2 L 1 | 1 1 1 1 | ' Moans or whimpers occasional Crying steadily, screams of sabs,
I T T | I 1 I 1 i T 1 Cry No Cry (Awaks or aslesp} i i
o 1 2 ) H s B 7 8 g w‘ 0 1 complalnt ‘ ] frequent complaints
o fan Posslglr:PaJn .- Reassured by occasional touching,
Consolability Content, relaxed hugging, or being tafked to, Ditficult to console or-comfort
distractibla
{ Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation )
- . Critaria
Wang - Baker (Pedlatrics) Above 7 Years 2 K| ] 1 ! 2,
Crylnp No Cry with palnful | Moans or cries Appropifate crying Not| Irritabla or crying at | High-pitched a;r silent-
Irvitability stimull minimally with painful| initable intervals consolable | continuous cry
0 ;2 4 8 8 1 stimuli v « | Inconsolable
No Hurt Hurts Littie Bit Hurts Litiie More Even More Hurts Whole Lot Hurts Worst Behavior State No ardusal to any Arouses minimally to Appropriate for Restless, squirming | Arching, Idcldng' constantly awake
stimuli stimuli gestational age Awakens frequently i or
No spontaneous Little spontaneous Arouses minlmally / no movement
movement movement i v | (notsedated) |, ¥
l 0 0
Faclal Mouth is [ax Minimal expression | Relaxed Appropriate | Any pain expression |* Any pain expression
Expresslen | o expression with stimul Intermittent | continual
Extramities | No grasp reflex Weak grasp reflex | Relaxed handsand | ltermittent \ Continual clgnghed
Tono Flaceid tone decreased muscle | fest clenched toes, fists ‘loes. fists, or finger
fone Normal Tone or finger splay splay '
Bodyisnottense | BodyIs tense
Vilal Signs KR | No varfability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
AR, BR 820, | stimull variability from normal for from baseling baselins, Sa0, less than ar
Hypoventilation or | baseling with stimuli | gestational age 5a0, 76-85% with | equalto 75% with stinmulation -
apnea stimulation - quick | sfow recovery Qut of sync or
recovery fighting ventilator

- ' —/
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Children’s BirthRight
m “ll“l “Im“ "Il“ll“l"ll Hos pital . BY RAINBOW HUSgTALS
CHECKLIST FOR THROMB éPHLEBITIS s ST
0 NES \
DA% DAY-2 __ | *77 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE ﬁ? ‘@ N M (’PS [N\ M E N Remarks
: No signs of phlebitis / e — I\
1 IV site appears healthy Obisarve canrivia 0 V. 0 N O o o
One of the following signs is
evident : Possibly first signs of phlebitis p
2 | Slight pain near the IV Site / / Observe cannula 1 ey @ 0 MB Ng
* Slight redness near IV Site P Ny
L OT e Toilowmg s Early stage of phlebitis / A
O B Resite Cannula 2 CIWY' SV,
Pain at IV site Redness wh e | O &g
‘:\I’Iig;r:i] e folowing Signs are Medium stage of phlebitis / n
4 . Resite Cannula Consider 3 \ NP
Pain along Path of caanula 0 /({7"‘—\
Redness around Site Swelling Treatment » # |W4- O N4
A". ot followmg_Slgp FES Advanced stage of phlebitis or
e the start of thrombophlebitis /
5 Pain along Path of cannula . : 4 A0,
Ridriss around Sifo {H_e state Cetannula Consider Y /? 4 @ D ’Cf'} M I‘N}
Swelling palpable Venous cord Eaimen
Al of the following Signs are
evident and Extensive : Pain t‘?]?;?n"t‘:gshsl’;%?gso;
6 along Path of cannula Redness i ) 5 ~) 44
around Site Swelling palpable Initiate treatment Re site VA O l}\p 2 % N N
; Cannula
Venous cordpyrexia
Signature of the Nurse ﬂ AH— Aﬂ ¢ 9 1%\@— );&/
. &

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

Signature of Shift In Charge

Signature : ........ 57[ .................................. Name : K/Mﬂm‘/f .................

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

Signature of Ward

Signature : 7
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2
+plitient Sticker Rainbow® ] . 4
Children’s ‘Blrtthght
CHECKLIST FOR THROMBOPHLEBITIS Hospital | ot it 3 S Sty
ﬁ f\‘ -d\(\‘\
' DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE W T E TN WM TETN WMol ET N Remarks
1 IV site appears healthy hé;’bgggz gggmﬁgms / ., 0. \
One of the following signs is “
5 evident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe.cannufa
* Slight redness near IV Site \
3 Z\:;oegi;dﬂ;stfollomng Signs Early stage of phlebitis / 9
Pain at IV site Redness | Resite.Gannula ' |
A".gf t?e following Signs are Medium stage of phlebitis / |
evident :
4 | Pain along Path of cannula ?eS‘;‘e Catnnula Consider 3
Redness around Site Swelling reaimen \
é\l[lg;rﬁ] g{{glig:g;gﬁ;grs are Advanced stage of phlebitis or
5 Pain along Path of cannula g‘e siiaréof thr]orgboppcltebitls/ 4
Redness around Site = ‘Te' Site Lannuia Lonsider
Swelling palpable Venous cord reatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Retiness ]thﬂt?rf[‘b:’ph{eb't'i/ﬁ i 5
around Site Swefling palpable ullaie treatment e slie « & \
Venous cordpyrexia Cannula
v Slgnature of the Nurse

i
NOTE : Phlabitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should cantinue for 48 hours post removal to detact post infusion phlebitis.
Signature of Shift In Charge Signature of Ward In Charge :

. \ * .
SIgNature : ......ueeeenenes s smasessassaros LET1 1T SR, W STONATUIE 7 covververeeerenereene weveneeeThuiesersses NAME L rrvvvsrvnessessssassssssssesonsessisarsrssssssmssess

"~
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I\lllll\lll\\ll\lll\ll\lmllllllm Children’s | @ BirthRight
. Hos p it Ell . BY RAINBOW HOSFITALS
Morse Fall Risk Assessment Form st e O e o
‘ A
Date / Time .
Choose Highest Applicable Score from each Category f g"?/ é / / % Fall Risk Grading
Score 1724 Y—
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morst{zhl;:IsI)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
i 30 Il
. Furniture Low Risk 0-24 ?:angatri% ‘I:a
Ambulatory Aid Crutches, Cane(S), Walker 15 eGal
None /Bed Rest /Nurse Assist 0 & 72
Yes 20 .
IV / Heparin Lock or Saline Ne : ; 2».9 FC,QO Implement
0 Moderate Risk 25 - 50 Moderate Fall
Impaired 20 Prevention
> Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 Hiah Ri 51 Risk Fall
Mental Status igh Risk > |
Oriented to own ability 0 14 0 Pravention
1 Intervention
Total Morse Fall Scale Score: X, TN
Signature éél @
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) ["] Hourly safety check
(1 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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Rl Chitdren's | @ BirthRight

- W URINARY CATHETER BUNDLE CHECK LIST rospital_ | () zeuemcrm:

Date of Insertion: ......... @. [ . ( Lé‘ .............. Date of Removal: ...............ccooeeiiiiiin
Parameters Date Shift Time |2 I& 3 ﬂ N
Need for the Catheter | _[H¥es [INo | [iYes [INo | ClYes CINo | ClYes CINo | ClYes [INo | CiYes LI No | [CIYes [INo
Hand Hygiene _ZYes CINo | CYes [INo | CIYes [INo | [1Yes CINo | CiYes CINo | CiYes [INo | ClYes CiNo
Usage of Sterile Equipment CINo | [CYes [INo | CIYes CINo | CYes CINo | ClYes [INo | ClYes TINo | ClYes [INo
Is the Collection bag below the level of bladder [l¥es CINo | ClYes CINo | CJYes CINo | CiYes [INo | (JYes [INo | TlYes CINo | [Yes [INo
Check the Tube for Obstruction (Free of Kinking) ([;Pfes/ﬂ No | [JYes [INo | [IYes [INo | CIYes [INo | [IYes [INo | [JYes [INo | [!Yes [INo
Is Catheter dated as policy J/\’as CINo | ClYes [INo lijes CINo | C1Yes [INo | [lYes [INo | [JYes [INo | [lYes CINo
Collecting bag is been emptied regularly? wﬂs INo | [1Yes [INo | [JYes CINo | C1Yes [INo | CIYes [INo | [lYes [INo | [lYes [INo
Maintenance of closed system for the catheter [1Yes-INo | T1Yes [INo | [1Yes [JNo | [IYes [INo | [IYes [INo | [IYes [INo | [IYes [INo
Dressing clean and dry? /DYB§ [ONo | CIYes [INo | ClYes [INo | [JYes [INo | [IYes [INo | ClYes CINo | [lYes [INo
Is the line removed as Policy? ~Yes [ONo | [JYes [(ONo | ClYes [ONo | CJYes [CINo | [JYes CINo | CIYes [INo | IYes [INo
Performance of Perineal Care |/¥es [JNo | [1Yes [INo | TIYes [INo | [IYes [INo | [IYes [INo | [JYes [INo | [lYes [No
Onset of New Fever [1Yes E.E‘d( [OYes [INo | COYes [CINo | [1Yes [INo | [JYes [INo | ClYes [INo | [JYes [INo
Asses for the leakage at the site of insertion ~TYes [INo | [/Yes [INo | [JYes [INo | CIYes JNo | CIYes [INo | CIYes CINo | [IYes LINo
Name of the Nurse SM;:}H/\O\
Signature of the Nurse ﬁ/‘-4\

Docu. No. : RCH /FRM / CLINICAL / 114
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SWAPNA SAMUDRALA Ragnb‘owf # BirthRiaht
AR Gosorat ® | () buosios:

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

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: K¢, Swdbﬂﬁ\ _ Date of Delivery: 3ol ] 202
Assistant Surgeon: I Moo gl& Time of Delivery: (0! S22 Am
Anagsthetist's Name:  “T5 8 ynela Gender of Baby: Mole
Type of Anaesthesia: gp, oy Weight of Baby: 2. s2C "'Zr
Neonatologist: & Pznov AGPAR Score: g 4
ScrubNurse:  Spj  Saellopes NICU Admission: [ Yes &o
Pre-Operative Diagnosis: C, 4. | 28+s | cep / 4{71, DH:IN Lrore.

= Flective C1 Emergency Indication: ........ <t o B S
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
[L-Delivery timed to suit woman and staff

Decision time: ......c..ccveevnnn. N Y e, Knief to rectus: ........ DAL A
CTG DeSCription: .........o..v.... PIT o atemy et

If there was a delay give the reasons: M"Q .............................................................................

Surgical Procedure:
Elechuve [ g¢s

Post Operative Diagnosis: Pun ©

Peri-Operative Complications: —

Amount of Blood L0SS: & (y© - 200 «_ Blood Transfused (in ML): —

Name and Number of Surgical Specimen sent for examination:

Docu. No. RCH/ FRM / CLINICAL / 155 _ (PT0)




Examination Findings when Appropriate:

Presentation: (| Cephalic ' Breech C10ther ... Carvical DEMRlon; ... oo cm
Bth Palpable: .......ooeieieeceeeee s Fetal POSItiON: .........c.cooveieeceee e
Station: -3 -2 [1-1 0 COO+1 142 Moulding: [INone [+ [I++ [+++
Caput: O+ DO++ [ +++ Meconium: CINone [+ [O4++ [O+++
Bladder Catheterized : [ Yes (1 No Urine: [ Clear [ Blood Stained

Skin Incision: —Pfannensteil ] Transverse _1 Midline LT Other ..o
Uterine Incision: _+1ower Segment [ Classical lnverted T 1 J Incision

Previous Scar: LI Intact L1 Thinnedout I Ruptured ~=No Scar

Incision Through Placenta:  [] Yes HNo 2 1 loep of coved avounrd Neek

Delivery of head: [ Manual Q’Fﬁrceps wij Se.db.j Riamdd oyl A po ot whencn
Liquor: —~Clear [ Meconium: [ O CH CIBlood [ Offensive ] Not Offensive
Delivery of Placenta: 7 Manual  —#TCCT oo —] Complete (] Incomplete ] Piecemeal
Cord APPEAranCe: ... e Cord around the neck +¥es [INo ( tosp
Appearance of placenta: NM ............................................... Cavity explored [1Yes [INo

Uterus, tubes and ovaries_~ Normal 1 Not Normal Sterilization: [1Yes -~TNo

Uterine Closure: “10nelayer  €7Two Layers V‘“‘j'm ..... .. S Suture
Peritoneal Closure: [ Pelvic ﬂbdominal TINone . ST B CE o Suture
Sheath Closure: ] o oS e S Suture
FatClosure: &A6s (INo Vt“}/‘-"‘"""’ ....................... Suture
Skin Closure: CSlbcuticular ) Mattress o MmN oy, T T & Suture
Vagineal Evacuated s Ol No

Drain: T1Yes N0 CREMOVE N coovovvveerrrerreeeenn, days [ Await instructions
Ctheter “Yes [INo [IRemovein ....-...days [ Awaitinstructions
Swap & Instruments count correct? s [INo [ Post-op Antibiotics ~Yes [INo

Intra-Operative Antibiotics Cover:  L-¥es [ No [ Thromboprophylaxis TlYes MO

POSISODBIAtIVG NNOTBS! .. ..cuisesrisssssintnsspussisimim s o oF oy i Hs s o e s oA S R s R e S AR s SR S R SV AN
............................. T OO I G BN ooiorscsieosseesssssmssnssssssizsssssmassommsssssiibbiosbeose I iess s
T T T S
.............................. -N"I&nujwwa[fomha»ﬂpﬁfwow/ﬂ“hm
................................ = Toleys oo s A fuafon  odens e
................................. E’HOW\W‘
................................. o) SR ore. = SE S L KN, - 24O
................................. LN 2 T = S
Doctor Name: . Suspwa

Date & Time: ..« Z¢|C.20x¢ . & . 30 pon....

e — ——"y - R

W



LEH-00 118085 1P28-00006690
) Mrs ANANTHAGIR! SRI LAXMI _
22-11-1906 nyrmso ()

Dr. SWAPNA SAMUDRALA

GGG e o

Surgeon : Dﬂ:

Asst. Surgeon : ,D/’J .W&:WS/’M ......
Anaesthetist : .DJ} .6 sza .........

SURGICAL
SAFETY CHECKLIST

Chlldrevr\lr ’s ‘BII‘thRighf

Hospital BY RAINBOW HOSPITALS

Scrub Nurse : ... ¢t 7 R— | Date:..30/é/Jh ntime : L0, .5 oluttime : LGS 2% | T e
Before Induction of Anaesthesia > » Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time:..10..20 620 TIME OUT  Time:/£... 1. 44421 SIGN OUT  Time: /7. 40 %
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity _i¥es UNo introduced themselves by Name and Role B”{U No ' The Name of the Procedure Recorded  ~1Yes CINo
Site _Pfes ONo Surgeon, Anaesthesia Professional m 59“ M”L That Instrument, Sponge and Neodis B
Procedure _ H¥es CNo Nurse Verhally Confirm [5 Counts are Correct (or Not Applicable)  <T1Yes CINo C1NA
Site Marked ClYes [INo NA Correct Site ,A b J\ _ Erﬁgs CINo patient name) CYes #/No C1NA
Anaesthesia Safetv Check Cumpleled AYes CINo Correct Procedure 6 ng-’s @Yes [INo Whether there are any Equipmem
Pulse Oximeter on Patient & Functioning 2Z=Yes [No Anticipated Critical Events Problems to be addressed CiYes, 2/No CINA
Does Patient have a: Surgeon Reviews: ‘\'\,
Known Allergy? Yes UND/ What are the Critical or Unexpected o To Surgeon, Anaesthetist afnd Nurse:
Difficult Ai iration Risk? Steps, Operative Duration, w¥ What are the key concerns for recovery
ifficult Airway / Aspiration Ris \ 9}{3 No [INA and management of this patient? OYes [No

Anticipated Blood Loss?
Go0A
Anaesthesia Team Reviews: >
Are There Any Patient-specific Concerns? M&Nﬂ ol NA
Nursing Team Reviews: /!m{ (4

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
"Yes CINo CINA

issues or any Concerns?
Is Essential Imaging Displayed? OYes E“NO/D NA

Power Supply, Earthing, Power Backup
and functioning of equipment checked. Y6 [INo

Signature :...... ‘é/dM .................................
Name /éu/[ﬂﬂ/é ......... Zﬂ/z/Zégg

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned

ilYesily

hiise 9"’7@/9’%

At
L s A

—_—
o

1Yes No I NA

Blood Units Reserved [1Yes <o INA

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

_¥eS TINo CINA

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




PATIENT TRANSFER FORM

z
Rainbow"* . o
Children’s ‘Bil‘tthght

Hospital BY RAINBOW HOSPITALS

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

LaH-007T085 " "'~ "1524 30606b0
*irs ANANTHAGIRI SRI LAXM!
22-11-1898 2Y7M8D ()
Dr. SWAPNA SAMUDRALA

Rl

Date & Time of Admission
oo’ @) 2>

fug

Date & Time of Transfer Order
2 (6/26 @132
Apq_

Transfer Ordered by Reason for Transfer
post - of )
)%, 171 5{ '
)/? 6‘(} /\ﬁ ﬂé‘sdab/ﬂt%ﬁ,’
From Unit To Unit Information to Attendant
= ‘ Yes [ — No| |
P Post~op

Number of Sheets in Clinical File

L2

Number of Imaging Films

nf’L

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

Yes| | No [c+—

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No.

[tem Name

Quantity

10

4.

5

Shifting Summary / Notes Written by Doctor :

Yes[ No|[ |

Name & Signature of Person who is Transferring

g, JAA a/é

Name of Person Ordered Transfer

D/‘f 4%?’1(,442( 2

Patient & Clinical Records Received by :

3\15 A \@}l/

Date & Time of Patient Received :

(}'@\b\yio

®) v

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




PATIENT TRANSFER FORM

f//
Rambow

Children’s l .Blrtthght

Hospital BY RAINBOW HOSPITALS

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

N

,,
5

Vo NS @

Patient Name & UHID No{m Date & Time of Admission Date & Time of Transfer Order ﬂ?
GH:0011604 |P26-000086 ‘ <D
E:;i:::"“'“":“::‘:‘; " | aglphe @ RPN 2o e D >
\“\“\\\\M‘\\“\“\“““‘\“‘“\‘ Transfer Ordered by Reason for Transfer
9
o \(@Qwﬁ Q\O;?'D\‘O{\‘l
From Unit To Unit Information to Attendant
T"\\[O ;\?\OO‘( Yes[ No[ |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Yes| Ng}_i,/
If yes, what ?
Medications / Consumables / Surgicals / Hand aver
Sl.No. ltem Name Quantity

) Py oed L (N
2 L
3.

4,

8.

Shifting Summary / Notes Written by Doctor: ~ Yes| | No| |

Name & Signature of Person who is Transferring

Qk&\f’\c\\ @ Dy VEeWna

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

el

Date & Time of Patient Received : \ \tb(&j, v M

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

] Unavailable Bed | Nurse not Available

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

|| Available Bed not ready




PATIENT TRANSFER FORM

"z
Rainbow® &

Hospital

It takes a lot to treat the littie.

Children’s .BirthRight"

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

J7e V/y///s/

o7

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
| L BH-00116045 NYA:‘:-‘:.QMMW 90/6/7/5 @g:%n %b/é/% @ lo: gdﬂf’h
s ‘"“ . "au&‘ i Transfer Ordered by Reason for Transfer
wp.mAlA
il \\\\m\\\\\\\\\\\\\l\\\\\\\\\\\
] Cl —IEcs
DR prandsha
From Unit To Unit Information to Attendant

Yes\'E/No ]

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
SI.No. ltem Name Quantity

i i L0

N -

3

4.

5.

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

245,

Name & Signature of Person who is Transferring

IR )

Name of Person Ordered Transfer

DR maiSha

Patient & Clinical Records Received by :

ne

Date & Time of Patient Received :

?70\*3‘0\)" Y[ 36 fm

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




LBH-00116045 1P2€-00006690
Mrs SHRI LAXMI PRIYANKA
22-11-1908 28YTM8D (F) ]

Dr. SWAPNA SAMUDRALA

] Rainbow® : o
LT Children's ‘BnrthR-ght

HOS pital BY RAINBOW HOSPITALS

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

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: %!/g!@ﬁ .............. Time of Arrival: .....ccooeeevieciieiinenn, Time Seen by NUrSE: ......coevvvevveeccrieennn.

1) Level of Consciousness: L[ onscious [J Semi-Conscious [ UnConscious

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

L1 Severe Pain / Moderate Pain [J Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy [J Preterm Labor/ Labor
] Decreased Fetal Movement [l Spontaneous Rupture of Membrane / Leaking Water PV
[ No Fetal Movement [ Bther ReaSON: st siyesiss s sy
3) Vital Signs: Temperature: . J7F.. Pulse: 5. RR: .22 sp0, A9} BP: [0 25 Weight: ...........
4) Gestational Criteria:
Gravida: G P L A
LMP: e EDD: oo Gestational AQe: .......oovevveeeeeeeeeeeee
Uterine Contraction [J Yes Tj/jNo I NA | Onset Time Frequency:
3
Membrane Rupture (1 Yes gNo [0 NA | Onset Time Fluid Color:
Vaginal bleeding 1 Yes El/No [T NA | Onset Time Amount:
) If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | (I Yes T{No O NA Pain Abdomen / Vomiting
Good fetal Movement '{j Yes | OO No | CINA If No specify:

5) Pain Screening: Numerical Pain Scale (NPS)

[ | | | | | | | | | |

| | | | | | | | 1 | |

0 1 2 3 4 5 6 7 8 9 10

No Pain ' Worst
possible pain

S 067 10 O
e DURALION: Lo Days / Weeks/ Months (Strike out which is got applicable)
« Character: ........... Nﬂ.
L & (10111110 OO

o BT B O IS Lottt e,

6) Past History:
) I 11 [ PSR

D) MEAICAL ..o ————————— e
Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0.)



Patient Sticker

7) Allergy: CJYes [J No,
8) Current Medications: [ Prenatal
9) Prenatal Medical History:

1 None

[J Chronic Hypertension

[J Gestational Hypertension
L1 Diabetes

Triage Category: (Please tick on th

Vitamin ] None

Y . ettt ettt ettt et e ettt e et e e enes

L ORBIS: et e et et e e

[ Gestational Diabetes
(] Low placenta
L1 Others if yes, specify

e category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
] Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
] Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
Category IlI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
] Category IV: Less Urgent (Time to Physician: = 60 minutes & Reassessment: Every 30 minutes)
] Category V: Non Urgent (Time to Physician: = 120 minutes & Reassessment: Every 60 minutes)

OBCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
(Urgent)
< 30 minutes
Every 15 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
| pain <37 weeks (>spotting) >37
- weeks
; Mild hypertension
_ . Hypertension > 160/110 b
Seizure activity and / or headache, visual ;lgg{gtg dws'tig/n“;';hl%”t
disturbance, RUQ pain symptoms

Abnormal FHR tracing
Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

| = Acute onsite severe
abdominal pain

« Altered level of
consciousness

« Cord prolapse

« Severe respiratory
distress

« Suspected sepsis

= Major trauma

« Shortness of breath

« Unplanned and
unattended birth

+ Abdominal/back pain
greater than expected in
pregnancy

« Flank pain / hematuria

« Nausea /vomiting and
Jor diarrhea with
suspected dehydration

- Ongoing assessment
from out patient clinic
(for hypertension, blood
work)

+ Minor trauma (minor
MVC/fall)

« Nausea/Vomiting and
for diarrhea

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

= Anything that does not
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

Nurse Signature: ........... (// ........................................




|P26-00008890

LBH-00118045 "Z
Mrs SHRI LAXMI PNYANKA (F) — Rain bOW =
22-11-1906 Children’s . Blrtthght

“"\"\i‘\i‘i\"\\\\\\ﬂl\\\\\\l\\\\\\l\\\\ Chidren's | IOl
OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: @U[L}M
Baseline Information:
Admission From: O ER 1 0OPD 1 Admission Desk ] Others, SPECIfy ...
Primary Language: [] Telugu ] English 1 Hindi (] Others, SPECITY ..evvvveerericrcieeercesnisiniasnenins
Doyourequire aninterpreter? [1Yes [INO  ifYBSSPBCITY ...cviiiciiiiiiiiitiisss sttt
Source of Information: [/ Patient 1 Family L] Others, SPECIY .....coveveveieeer i
Allergies: [1Yes [ INo [ Medications ] Blood Transfusion 1 Food L ODBE: vasisirmmrmmesomsinns
LTt T e e T A B T T D P P T SO O T RS S (G
Chief Complaints: ............. e Doctor Notified on Admission: IYes _INo
.................................. ? M{Z& Name of the DOCLOT: vvveeeveeeereeeeeeseseeeesneseesseaone
................................................................................................................... TimeNOURBE: ..covmnammminnmmsntmsmssismam
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; Caesarean Section” _INo [ Yes Contraceptives: T1Ng, [ Yes
........................ ﬂf; (%{ Cervical Cerclage: mJ)l«; [ Yes Vaginal Discharge: vé{: [ Yes
Onset of Menarche: ...........coceevvveveienereennes Ectopic Pregnancy: @I No- [ Yes Post-Coital Bleeding:yl\ib [ Yes
Menstrual Cycle: ] Regular [ lrregular | Myomectomy: <TNo [ Yes Infertility: ;}Nb‘l [J Yes
Last Menstrual Period: ............cccoceevvcnnne Others: If Yes Type: [] Primary [} Secondary
Obstetric History: G .....cooooevvevee. P S 6 ey vivers rerresies R,
PIBVIDNS LEES: (v mmminmimv v e
Current Medication: /D None [J Yes, If Yes, Fill the reconciliation form
Family History: ‘ﬁ No Abnormalities Detected
[[] Heart Disease ] Hypertension 1 Diabetes L] Stroke L] Seizures [ Kidney disease
L1 Liver disease LT OBNBE <.ttt et bbbttt d b e b er e b e in e been st ean et e de s e b e e eatern et ennentenentene
Vital Signs / Measurements: Temp: qu— HR: Q'—},,. RR: omnmvan
BP: ., \\Ojazo Weight: ....o....... Height: ............ BME: ...
Pain Assessment: Pain: [IYes [INo (If Yes, complete the Pain Assessment / Reassessment Form)

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




Patient Sticker

S

PHYSICAL ASSESSMENT

General Appearance: [ | Healthy L1ill' looking (] Anxious [] Agitated ] OMNEIS s usnm s sawsmmian

Fall Assessment: ${Yes [1No Sc_:ore Qh@ (complete the Morse Fall Risk Assessment Sheet)

p

Risk of Pressure Sore: [ Yes ;,/6 Score..k.............. (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
) Mobility problem ") Walking Problem “No Abnormality Detected
I Developmental Delay ) Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [ No Abnormality Detected e/ |
[JOverweight L] Poor Appetite > 3 Days Needs Therapeutic Diet.
[JUnder Weight [ Diabetes Mellitus . KD Hyperemesis Gravidarum

i

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING: '/{
[ Calm & Cooperative [ Restless [ Depressed (] Agitated Confused
03T £SO SO ST URPR

Inform consultant for positive criteria

SOCIAL SCREENING: r}/
1. Marital Status: [ Single y&m [IDivorced ] Widow
2. Special Habits: Smoker: [ Yes™ 1 No Alcohol Abuse: ' Yes [ No -Drug Abuse: [Yes TINo

BOCINN BHEEOOY: LIVBS W ... oo vvicousisnsesssonssisnioninssssssnsseissnss mesanisessieiaioasss s Sames o vp AR S s abSR 5

Orientation has been given regarding the following aspects:

Call Bell in Reachz [1No Waste Disposal Expiained:\ges- No

Infusion Pump : b]z:: LINo Hand Hygiene Explained: es LI No (] Others
Above information givento ................ AV éW ...........................

Name of Person Orientation was givento: ................4.. %/ .....................................
Orientation not given Reason: ..........c.cccoeuene. =70 Bl R

Nurse Signature: W .............................

Nurse Name; .....LZ NV M AT,

Date & Time: ...... %@\M\M@D .............




LBH-00116045 1P26-00uuDoee
Mrs SHRI LAXMI PRIYANKA o

22-11-1906 29YTM8D )
Dr. SWAPNA SAMUDRALA

R A b:-' ®
Children’s ..Blrtthght

Hospital BY RAINBOW HOSPITALS

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

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?

ya.’Yes 1 b.No

DU KN I RBABON cceee i imiress o imrapavsseeviass daeshsanseiy

N
3. Nipple condition:
1 a. Nipple well formed
‘- ] b. Flat nipple

'j/c.”rnverted nipple

[J  d. Short nipple

4.  Milk flow:
[1 a. Good
0 b. Drops of colostrums
. Dry

5. Steps for Positioning and attachment:

- ] a.Baby goes to the breast

b. Mother always sits with a back support
c. Ear-shoulder-hip should be in a straight line

I

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

Feeding Positions: -
Cross Cradle

Docuy, No, - RCHBH /FRM / £1 INICAL / 080

Feeding Positions:
Football / Clutch



6. Was the position explained:

O a.Yes \‘

}/b. No '1

\

7. For Caesarian mothers: |
[ a. Mother is required sit and feed from the 4th feed

[ b. Please explain football hold

8. NICU admission:

[J  a. Mother needs to stimulate her breast for 2 min every 2 hours

9. ADGHONAI NOMOR: .. i e s e A s e K SR

Continuity of Care:

so DS S SR He pf ¢ ondidkany

P
—-—*P{\mmu o el u(:'(l

—c ,MOL{\—'rCU/lﬁC[ M

Handover taken by ........ w

sou...... ol
_ PRI




CONSENT FORM FOR GENERAL / Eﬁ%’.’ﬁ.’}%‘?fs ‘555&501&25
REGIONAL ANAESTHESIA / Hospital _ | () zecnicsm

MONITORED ANESTHESIA CARE

Patient Name:....[\.ﬂﬂ&.;.Sm.&,ﬂle........&.l‘.kﬂi\lh.a........ Age: ... A Gender: Male O Femalry:}/
UHID NO: .4.B54 -~ 0.0.11.6.0M.%... Surgeon Name: . %{Sﬂafr\a .......................................................
Anaesthesiologist : . D CALQ ..........................................................................................................................
Operative procedure planned ‘&hE€CTIVE ... AOWER. . SeaivenT..... Ceompenn.. Section

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

[0 Heart disease [ Hypertension [ Diabetes mellitus [ Renal failure
[0 Hepatic disorders O Shock [0 Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
EI Incapacitating Cronic Obstructive Pulmonary Disease

Dot . Yypokension,.. b\e,mﬁ)rgj I\E:cc;\—%r‘lramﬂw ............................

B 1 1 R e

®

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

M?.H..:é&uﬁm;...@ez%m.m,.... the above mentioned @/ Diagnostic / Therapeutic procedures
LEAECTIVE A OMER. .. SEOMENT.. (CESPREON.. . 2ECTION .

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

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

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




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

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

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

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

- PregnanWes O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness :

Signature : ... éw W?"%ﬂ\aﬁ ......................... Signature : ...... @”/ ...................................
Name : .ghe.. ‘i@%wb ................................ Name : ...L0 AVt Koty
Relationship with Patient: ..=28M ..o Date & Time : 30/5/2.5 ................

Date & Time : .&[s.f.uza.,..ﬁ;o.m ................

Doctor (who is taking the consent) :

o



%z
Department of Anaesthesiology E:II?(ZEI)IE\::S W BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .B"““'"B"w St

It takes a lot to treat the little. Your RiéhtluaSafe Delivery

(A
Name: MuEHIMKMIPP*Y%e ...... 89... Sex.d UHDNo : ... AR H-00llboY ¥
Date: .26 6:26 Time: ... 2. 3%PM.... Proposed Operation: ..... ELECTIVE  L(Cs..
Diagnosis: .............. P:be'rW? ...... al 30 woola ... & JA1@ ..... 30 weelr THapofWrdaAM ’
om ;
B.P/CRT: “’3/62 H.R.H’. ............. Weight: ..fw..l.)..(.ﬁ., ASA Physical Status: 1 Maa 04 oOb
: @ Laboratory Data:

Hgb: ....... to‘a ..... Glucose: ... 187 .. PIORBINE e assadissessss HINVG i insss T

v — Ur€a: .o AIDE e HBSADE ccorssrsgosearssss BB s

wec: ..112600 . CrEat: oo Total Bill: ..o T P 2D ECHO: .ot

Plate: ... 32T . NG oeeeecseeesessesenesessneees DIF. Bill: oo Blood gruupio...‘f.‘.\(ef Stress/ANgIo: ................

2 i) L NN & 1| et T prcrrmipistamsiiies Other: ..o

4 e CAE 7 ussnumuriiiys PURBHOB <ooriricopssimissssss L VLG9 plecent4 - )

1 ; ARSI WO R e AMYIASE: .vvoeerrrierenren. TsH.. A bk....... WPMW»—%K

(e - c 0 11 =1 LA —
_ Allergies: Ayich A )

Medical History: ~ CVS: (5 -v/ AN —tunomensfed e Hype %:A.D-r m Pom

RESP: | WD URL, AC0r, Cotgh . Diabetes: O V' ek mimasten

s v

Renal : ) : I _

Hepatic / GE:  (©) : Physical Activity: Ae/ e

Others :

Past Anaesthetic History: A /. / - Mo Mittauwase = Sprnkatova MR 1 2o ® blee,
” 7 ' 7 7 :
Physical Exam:

Airway: MR1)2 3 4 Mouth Opening: >3 £ Mentohyoid Distance: @ Neck: @ Teeth: Onfzd f~
Lungs: pae @ '

Heart: 862 @

CNS: NPNT) _ weld
Pregnant: [\Ye€ \JNo [INA Venous Access Site : 3P Spine Exam for regional : P fp by(_

Anaesthetic Plan: "1 MAC ‘[}HEPIDNAL [ GA-ETT CILMA

Peri-Operative Plan Explained to the®Patient: Yes = No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

. DVT Prophylaxis : -
N7 ADA I5mcg xud W douned
1 HYro M %F 7 4 5 NIL DRAL<: ater / ORS 2 Hours M’f

20 m X 2d. Others 6
%f . 3. Informed Conseﬁt:jﬂgnt‘a‘;dard High Risk

4. Post Operative Pain Management.—Oiscussed with Patient
5. Other Instructions:

—_

S ; V-7, TX ' 2 IDI)W ......................
P o Ak CBp. . admEs o
Signature: .........".. r(‘ﬂ/ ......... ) b"*u’w#w‘ ................ N

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




LBH-00116045 1P26-00006690
Mrs ANANTHAGIRI SRI LAXMI
22-11-1996 20Y7TM8D () . .
Dr. SWAPNA SAMUDRALA Rainb‘ow . = .
| i ; BirthRight
UM — ANAESTHESIA CHART  Gheareal ® O s
It takes a lot to treat the little. Your Right to a Safe Delivery
Pre Induction Assessment: y
Change in Patient Condition: O Yes Q/No Fasting Status: AM
Physical Status: L;/Patient Identified ,Z/ Consent Present _E{ Chart Reviewed
H.R: "bbnm | B.P/CRT: lm\v.omw [5p0::99Y. 00 R [RR: \blméw | Last Feed: lagkwiglt

Pre-OP D|agn05|s Lo T RS

Operation: .. EAeCkme. 1L

Date : ..

Rjefos.....

Surgeon: ....... b‘QMM ...... s Anaesthesiologist: B\"W Technician: ... Fhewled. ..
TME___\Q O 7T WY (WL7
N,O/AIR /O, LPM 1
HALO /SO /SEVO Antibiatic
Drugs:
- O T+ W Suppository
i TeanNELAmC B W Feamaol oot
v G Pl
Blood Loss
Fi0, / Sa0, \0D | WOU | igp [ \0D
ETCO,
ECG NLE | NEEINEP (e
Temperature
Urine Output NOTES
£3 {E+— —>
[ruly--]
8P 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In ~
Throat Pack Out 12, 3 ——1117
100 - 2 tq‘ e
L
8
60 2L A4 L4
40
20
10
0
ABG
LAB Values
GRS
Others
‘jﬂ Equipment Checked and Temp: Induction Regional:
/\mc:ional ] HME 1 Fluid Warmer Aawv 1 Inhal ity Specify: .. 3
A BP [[] Cling Film ~ [1 OH Warmer CJ\Pre 0, 1RSI o Spinal ("] Epidural 3 Caudal
Ol Cuft Ste: Ri'U’/ .LZ Hugger's [ Gotton Wool ] thers Others: ......
Art Site: . Other ngﬁ\“ﬁ _ Position:
w L ] SGA :
"Z .f_:rﬁp";;: 1 Times: LCAM 1 1 Oral [] Nasal Site: .............. L&“'L‘{%e"cm
| FIO, Monitor Anaes Start: .. ' p 37 SHSERE—— -, SOOI .| Needle Size: . H LA Depth: e
-“i Agent Monitor 0P Start: ... E O Nas'al T Cuft Parasthesia [1Yes [No
-‘,/7’ Pulse Oximeter OP End: lwﬂw = Catheter at sKin ........x........
R Capnograph Leave OR; l — Dmu Name & Conc: .. 9"\~ ()
L] Ventilator Anaesthesia: O [ Direct Vision Bolus: ....
1 Nerve Stimulator 1 GA O B Stymne,fﬂpugie Infusion: ....
e [1_Monitored Anaesthesia Care [ Fiberoptic Block Level:
Position: .. SV \Aﬂegional Blade# ... . e
[ Pressure Points Checked o111 1T TR S,
Line (Size & Location) Tﬂns?”iﬁfm to
Eye Care: E1OVP: ctsisisimisisissenissiamisiisc 1 Bilat = BS ~=PACU clicu [ Other
[l Oint CIART: oo Semi-Closed Circl Relaxant Reversed [ Yes E7 No ~TNA
[ Tape J:I ..,.l.ga.‘.ﬂﬂdf Ve | O ClosedCice Pk
[C} Padding (1 . O] Other Name of the Doctor ... W27 8. X%
ﬂ Awake 161, SN Signature of the Doctor :......
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A childrers | & BirthRight
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1t takes a lot to treat the littie. Your Right to a Safe Delivery

- POST-ANAESTHESIA CARE UNIT RECORD

c . . )
Received in PACU by : HD\JY\:(Q&( ..... Time Received : ........ A\ L{)\f\ .......... Time Discharged : .......cc.ccceevvveenenen.
;ig gi’g IV Cannula Site : \?tp‘g
% 230 230 | ] 0, Mask [] Nasal Prongs
2 :fg ;fg [] Tracheostomy [1 T-Piece
w 200 200 | [C] Oral Airway [ Nasal Airway
o 190 190
(=
180 180 (
8 170 170 | Vomiting : [7) Yes [1No MM
S
@3 :gg n :gg NG Tube : [ Yes [INo
\% :;g :gg Drain: [ Yes L1 No
A 120 120 Urinary Calhetwg No
0
) £ H 100 | crestube: ~ Cves CImo
? % o | wnora [ Yes [INo
L | wruigs: M\ ...................................
(721 50 50 OB FOBHST v snsicnmsimssivrsmsos s sy sk
& 40 40
a0 30
v 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 out SCORING INTERPRETATION
iﬁ!i i ; ot :giﬁﬂﬁz b s =3 ACTIVITY A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 \ ’)/ _) Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION . . . .
Apneic =0 o 1% b Exceptions to this, are to be explained in the
';,E e gg-%‘opu? Q"SRSL";‘E?JS!”W - f CIRCULATION i space below by the Discharging Physician:
BP = 50 of Pre Anassthetic leve =0 =2 1= l__
e 2% consciousness
Arousable on alin =
Noimrespondri‘n; . =0 L r]_/ '1,_
Pink =2
Pale, dusky, blotchy, jaundiced, oth =1  COLOR
D;:nmlilt?ky chy, jaundiced, other =1 e ()/ ,2’
TOTAL C)\ \0 \O
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
- \ ) \
A0(¢ N | Ofw ANl MU
; T
- . \
(¢ |[P2p| Dl I\ A WAL
o ‘ .
2 | ¢ © AL
Q . O
3o ] (23 IG NA- M
T

Pain Tool U

sed:

[ N PASS

1 FLACC

_ Wong Baker

ZINPS

Reassessment Frequency:

1 Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain

hesiologist Name :
Anaest g a.  Every 2 hours for first 24 hours

Anaesthesiologist Signature: B s N vy A b
¢.  Prior to pain reliving intervention
Date & Time: O él aé @ a ’ 50& ,.ry) d.  With in 30-60 minutes after pain relief intervention
PACU Nurse Name : Transferred to Unit by (PACU): . .. | C ______ / 3) _________________
PACU Nurse Signature: Date & Time: . '}Cj {
T 126® Q) 50pm
Date & Time:

----3916 [‘Q\é@ K504




Rainbow® . L.
Patient Sticker ' Children’s ( BirthRight
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1t takes 2 kot 1o treat the ttle, Your Right ta a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD _— L.

Date: .o eeeenenenne TIME: v Procedure dong DY ........coeveererrurecenerenre s senrsssssssesssssstssassessnnes

CSE /Spinal /Epidural POSHION : ...c.otvevviee SPACE Leuteeeee e reen e Technigue {LOR/LOS) ........ccorenne
D]5]1711 MO Catheter at SKIn: ...coeevvereinnnnnerinsesnninns AHBITIPES & et snens

*

Parasthesia : YES/NO if YBS QBIAIS © ..o ottt sss s erssssss s ssspass s ssssssaresssssebinessssssess s ssssanessnsonson

SOIUEON COMPOSIHION © 1vvvuireritrsissiereriesesieesessssssessssesssesessesiasessessesesssssssissssresesssessasssassss s assensrssansssssessasnessessssasessensesosssnee

Any other issues :

.« | Infusion Rate Leve! Maternal
Tme. | qmynr) | Bows® | yeq pight | BP [Puse| R Comments

Delivery Details :  TIME : v APGAR: .......coueeeee.. SVD/ Instrumental / LSGS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA ¢ ..vverververmrrmresmrisrerncsmrirnernsssesssessrasssssseresssvasnsessersessessensssersas ereererstsensisasstaonss

Patient Satisfaction © ..o e e s e reeneenas ereeraeateeaaerermeareneeneaa T S et et eemtesa e e emnenna s s N
n 4
£

v [ H

Discharge /Shifting ordered by ,

DOCTOr SIgNAILIE: .2vvverrereeenierrerersseracarsasassasnssnensononsasansassnasas
Docior Name: ....oveeereererrnersrracenrens bt vt ser o senennesea e anaasenes

Date A THMIE  .oovererrerersrscromescrroeeesesssmsseeseesessessnensessrnssesssn
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Rainbi . .
INFORMED CONSENT FOR SURGERY OR Children’s ‘Blrtthght
Hospital eammanns e

SPECIAL PROCEDURE i vt e

sipno: LBY — oo beas Dt go\et\zo:_é

Instruction:

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

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

CRESCRIANS  SECTIoN

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

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

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

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. Ihavereceived all the information | desire concerning the operation or procedure and

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

Name of the Doctor who is performing the Surgery/ Procedure: .....=2. L g U‘:’O‘f’rt‘ ......

Consentee : Patient Attendant : '

I Signature : ........... @,‘// ......................................
Name : ............. M. S lesmin. Name : ....L0 LT .o
Date & Time : ...39/.8.]. 282 (2. 8130 A, Relationship with Patient: ... #4440 ...

Date & Time : 35| Ll2oe C  Q3cpm ...
Witness :

g g Doctor (who is taking the consent) :

i : o

BIRIEG e . A Signature : ..........., &t .
- (% A

e M st i Name : ............&2%..1) WL& ................................

Date & Time : ...20/6.).24..@.3...32.8m.

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

Date & Time :..28/4(202¢... ... & A3 .
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‘BirthRight'

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

ate: 501(6/}6 TIMe: oo 20,

9 y
0 A 121 Height: .. LSO kS, Weight 62(17

B :
Food Allergies: ........... N S R
Diagnosis: ................. | P s~ N ... o L

TypeofDiet Oliqud  OSot  ONomal O Diabetic
\)2( Vegetarian [ Non-Vegetarian [J 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

SIGNALUTE: .........ooorrcres Mla-Mtoy Signature: %‘ ........

ame: .Sa?LO\YMf Name: ... QMQICCX.:.

s 30‘}2&{::......

[0<26 kg/m’
. 0O ~28 kgm’
O ~ 30 kg/m’

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

Date & Time: 50]6]% e BORAN.. Date & Time: 230 lé/}ﬁ EE T

Doc. No. : RCH/ FRM / CLINICAL / 195
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DIETARY NOTES

Date

Tﬁne

Notes

Sign
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Hospital

It takes a lot to treat the little.

CROSS CONSULTATION FORM

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s .BirthRighf

Doctor Name: ... E2V.sSW AR Date 50/{-;/}6T|me : 6;?*-7
Diagnosis: ....... [ ’5(/5 ...............................................................................................................................................

Hospital : ............. Q[(H"HI\/INQ .................................................... Type of Referral :

0 Emergency
O Urgent
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 :

Logkaton  cave plav

-~ Qal

— waka b "‘{”:]

" gﬁwvl ate

Ay
by

,(fofmaoj ID‘@K)‘S‘}_
n
_ vaaﬁaol N\\PFM ’
™ "”AEW“ Aoy AP \VL e
\ﬂa\ J \\V\'qu own d‘,[/C,k SICiK

sl S22
wd
o hesl

( a\/\'t"q"‘-“"‘?w%

[ﬁ—ffﬁ AS

Consultant :

Name Sﬁ’éj/lwalcﬂé} ......... Signature : .g' ................ Date & Time : 20/4/215;[6;7‘”’

Doc. No. : RCH/ FRM / CLINICAL / 049
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1t tokes 3 Jot to troat the itle. Yeur Right 10 & Safe Delivery

NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)
Patient Name: T“IIS ra-l"JhC'Cl.hj lq}t. ¥ PFVIK;:O 3q7 | Gender ; Jeme ':
HoNe JTOH = OOTTE0 My T6 C000E0 TWoae 307 ]70Tme 833 ATH
Diagnosis: } L) (DOJ?‘ DT}
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage 3 Remarks
1. | Fentanyl Citrate Inj. 50meg/MI 10en’cg O[AN
~! 2. | Morphine Sulphate Inj. 15mg/MI g g
3. | Remifentanil Hydrochloride Inj. 2MG g
4. | Remifentanil Hydrochloride inj. 1MG S T
DoctorName: = " SK - erha DoctorR :strat n No:
X U }0 ™M P oY\e>
Signaturei/‘&/
g
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of tze Patien(t) %o g{?om Essential Narcotic Drugs Dlspensedr\
IP Registration No: OOC Bater s 6 .................

Aadhaar No. of the Patient (Optlonal)

1. | Name: M"Q )’1!" af ’ha{fl l 7‘}\ ]ani“ Pb e a] Remarks \
w:j")qye" fjt’?f"} Nejf‘f '
2. | Complete postal address (with contact number, if any) J b vyl uab

3. | Brief description of the illness J‘ ~S (.[

Vo

Whether registered with any other registered medical practioner / f\_] 0
recognized medical institution ( If yes, details of the recorded) Ay ; ]
INJ: FealaDd L/V

5. | Details of essential Narcotic drug dispensed

Signature / Thumb
Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
B L [ e o i Patient Attender
U’b °* LIV PO C'/ m-l/w?’a;]a.hm"
L

Yy 7 ST
Dispensed by (Name & ID No.): .. ' m mc%OMC‘J Cc) 35 7 ) Signature: M

REERIVEA DY, (IName & DO, Y s o O T s b e s e+ SIgRBtUIRLLTT. b e s e

_~ocu. No: RCH/ FRM/ CLINICAL / 133




