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;. 23-12-1987 6BYEM30D  (F)
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SURGERY DETAILS

Date : &%[T/Lé

Patient Name: ......... Mﬁ&VCICUﬂY\ﬁBiD\[?Y@d) ate (%Birth: 35]\}[’%‘] Age: RN Ds
Gender: ... €Ml Ward: ... O i, UHID No.: .ETINH— DDOl4400
Date of Surgery: ?/?)Jrl)/)é ................... [JOT-+FT0T-2 [10T-3 [(10T-4 [(J0BGOT-1 [JOBG OT-2
Name of the Surgery : ........... Pr \fbﬁ\ﬁ‘sﬂk'ﬂ%ﬂfl\’bige@*u}ﬂr f‘\’c‘—ﬂ .........................
e EMEQ A
Time in ... !ngﬁm ....... Time Out :......... ! S’? LD
NAME

1. Surgeon ‘: ......................... 0. Ko, a. A / xjwciﬁﬂ, Y e e o
2. Anaesthetist W!W@ﬁf? ....... %l mll l" llll

5 HN260123?8032
3. Assistant Surgeon : m

Mrs VADHAR VIBHA VIRESH KUMAR (68

5. Circulating Nurse : .......c.ocoerrnnn) 5 Tf . Nw]o“]:[ ‘ﬂl |I| "|II| I\

HN26012377020
6. Assistant Nurse 35&&@@9»

4. 0T Technician

anssu

Special Equipment:  [| Laparascopy (] Broncoscope [] Harmonic [ Morcelator
[ ] C-ARM ] Cystoscopy [ | Versa Point [ ] Liver Cusa
|| Neuro Cusa I i o
P
pe f 7o
Signature of the Surgeon Signature of Circulating Nurse

Order No: . 1606?’92/52?1/ Order by: WW&&/?KZ/// '
Docu. No. : RCH /FRM / GENERAL / 114 & 2| §&7

il

|
|



HNH-00016400 1P26-00006924
Mrs VADHAR VIBHA VIRESH KUMAR

zs-ﬂ-m'r evemspoo ) (w D

LA RAMYA THEJA

Rain:)‘%w”
] Children’s BirthRight
||||\\\||||\|||\|||||||||\||||||\|||| — ) I B ot

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

Circulating staff :.......... PLAJQ ............. Technician : &Kﬂmﬁﬂ# Date : &5“1)31)36 ...... TIMe &

Anaesthesia Disposables e "y usea | Surgical Disposables — d usea | DiSposables (Baby Side) MQ‘VM
ET tube Majer Pack @,emcm() —Tnj Vit K
LMA Sutures &3{1 ) 316@ N4 | _|—€ord Clamp
ECG leads @P /N o 2t " | Suction Catheter
HME filter : A/ P / N e Feeding Tube
Syringes :10cc M@ d Vaccum Suction Set

05 cc i M"éﬁves 62— —Surgical Gloves

02 cc o o 6l A 02.—6auze Pack

01cc = o ' Syringe 1ml / 2ml
Cautery plate@ P/N 2 A1 Surgical blade  p ¢ ' L Surgical Blade # 20
JV-set NC /N 9/ NG tube & - Koochies (S)

RL = , | Cautery pencil VfOUﬁuqafinl dhain | ©1_—
NS : 10mi/ 100mi / 500mi / 100871 = -Koochies gh 0 Qi"

ﬁ Tran @WK ! —Ointments D- UJCE[“E'B’ N
Mr broepe /! — Suction Catheter 0 datwoclet— ol
Fentanyl 7 Cap, Mask wb e
Morphine Gauze Pack =75 |O%I0 D21
Ketamine Mop Pack ' 0y +—

Propofol Steristrip
Rocuronium Underpad oL
Glycopyrolate Draw sheet e
Myopyrolate Abgel
Ondansetron 1 " Foleys catheter Mo ; 7
Pencan 25¢/ Spinal Needle 2 2 T (@4 Urobag :
Bupivacaine 0.25% Chest Drainage Catheter

Ay “Bupivacaine 0.25% (Heavy) 0 _}-+-Romodrain bag
Antibiotics Bandage

- ‘%nﬁmﬁ ,Qayw ﬂf/.:/ L 2% { | -Togadam) 3582 O
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set b‘], -

Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet ral
Tab. Misoprost : 200mg Betadine Solution o=l
reove 1.5 Microshield N
cYy l‘\of\rm f(ﬁ.n_mn%- i 'Iof Cotton Balls N
S - Latex Gloves o+
Ramdione Scrub i
2aral . uma&[% vt

Surgeon ?naesthesiologist Nu OT Technician
Order No. %*0&902—}6' ................. 2.—77 ................... Ordered by ’74‘)/ Z;m 52.3/7 é;f @ LR 1y
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= © Ralnbow Childrens Hospital-Himayatnagar

Rainbow

Ciildren's ™ Rainbow Children's Hospital, Door no, 3-5-267, opp, Gafe pilaufar, Old MLA

Hosnital

Telangana, INDIA ,£00020,
040-48873000, info@rainbowhospilals.in

ELECTRONIC MEDICINE PRESCRIPTION

Rasoblm quarlers road AP State Housing Board Himayatnagar Hyderabad ,

[AER ERENEIRTRRE

MRN HNH-000 16400 Hame $ Mrs VADHAR VIBHA VIRESH KUMAR
Age f Sax : 6BY &M 30D/ Femala Doctor + KADIYALA RAMYA THEJA
AdmRog DatefTime t 2310772028 09:30 Payor 1 SELFPAY
Order Date ¢ 230772026 14:57 Ordercumber & 26-0000216270%
Visitip 4 |P26-00006924 Ward/Bed No @ 4F OTJPPO-419
Patignt Addrass : HNDA-1-10.Cr2, GROUND FLOOR .PRAGAT] SOCIETY . THLAK ROAD, Hamd Hy Telang NIIA.
509001
3.No Ooseription Gonarle Name Doiige Routd ] Freguetcy Durstion Instruction Qty Dtatun
1 SPINAL NEETRE 25 SPIMAL NELTLE 256 1HNos Exteenad f Onea Dady % Dy TNos Dyl
2 |DSYRMGE tERL ENPRD)  [SYRINGE j0he 1N Calumal F Crcs Sy toms BNasf  Oreersd
3| o COAL TR IR L Exminal 1 Onca Duky +Daye thos|  Orcursa
4 |cosCLECTADDES Mo THCLCCTRODES AT |thes Cttennl G Daly 10w 3hos|  ovwed
¢ |Pumsmerence 1hcs Crieral  Qvice Dby 100 INoa|  Orcered)
6 [rswnt ctosepsvates [RESERLACTAIE |, gy, #ce Dy 100 1Boke|  Owered
el A e ] o
5 |mioxanng soavo per 1 Amouls Extesnal/ Orn Duly 10%ys thmpoie|  Orcared
g |wRn 2oy VCRLZAVPENT 1o #Onon Daky 1D hies|  Omeree
10 ':m:fm‘f‘ngﬁ‘um’ 1o Extanal f Onics Daty 10y tMos Ordorea
1 | Encom Micopde gloves8.S 1K 10mce Datiy 108y 2hos|  Oroeews
12 |SGLOVEAS SURTICARE) [Buraicas croveses {1him ‘Exwral £ Once Dady 104 | owereg
13 VICRYL 20 MW 2782 VICRYL 20 W 2762 1X:3 4 Once Dody 10wy il Oioared|
" &moeiﬁé:ﬁr_ornc 1N JomewDoly  + 4 Dy 7 Now Ornered
¥ |COTTON BALLS 2CGMENOS 1oy Exiernal { Cree Cady 10w 1Hoz Oreared
16 | NS 100ML ACCULIFE - EH go:t%;%?tg:&?m 1mb { Orce Dady 10ap» 1l Quzemed,
17 |THEMICANE 3061 JELLY 10+ Aghenton | { Cmex Dty 1083 1o omeee
18 [MOES 3000 Brey 58 xRay fMoes 30xa03 FLroaTT |ine Fomc Dy 10ays 1Ha|  arered
i) VACCUME BRICTION SET 1 N Eclersal ! Qe Daly 10avd THus Oecargd
W |CRITIDGLING SO MG 148 1 ND4 7 Qe Ually 104y 1Viad Ordered
N [ACUSYL KoMG R INer Extoensl{ Orco Dy 1Ay I
2[NS 1000 ML AGCULIFE-EH 1 Cownal? 1B AR ALy 1] Orcered
1 |CRRRUGATED DAANAGE %ELT 12808 Exiernat ! Oren ety + bavs vos|  Oroered
3 { oAz COLUTION tox 1Nes Esternal { Orae Duly 10an 2|  Orered
5 | 2sMUMPRDY  [SYRmGE ML 1Nes Eremaltovenbaly  |1oan ahor|  oreened
25 gﬁ:#us;&,gscm KT 1N Eclgmal £ 10 AL) 1 Days 1Hed Onziered|
n CSYRINGE SMLIKIPRO) SYRMGE SML 1 hNee Eusptnal } Onos Daly 1 Dayy Aot Orgarad
2 [AARNKEAVY SMa B 2 1val EabomalJ Orea Dty 100 tval]  Omews
7 |pETomnes sotlmons 1 1 Orvea Daty 20ap " 2hos|  Oveersd
2 |sPnaL 280 snmsizoas 18ca 1Once Daty t Days INes|  Orarag)
31 |UOCLEAD BUXI0 Tk Pack 1hoy Extemal 130 A8 10 1Noa|  Oroored
SURGIGAL BLADE 15 |stmarcatoraoe s Jines Exteenal f Otce Daly 1t hos|  Orersd
e D |resaserusser 1hos Exteenal 1 Orcs Daly 10 tho|  orcerea
3 |POLEYS CATHETER 145K 1hes 1 Gt Divly 10 thoa| O
2 ONDCKIND L1 4 WO Z ML, 1hus F Qe ity 103 1va Orcarwt|
KADIYALA RAMYA THEJA
Reg No : TSMC/FMRS01458
* This documesnt Is jusd for relerence purpose only, Not to be consitdarud &3 primary report,
Note
* This presctiption ls vatld onty for specifiad duration,
* Do not rofllt madiclaos.
Prirted CalerTima : 22072026 15:44 Ponled By : SUNKARI SANGEETHA Pagot oft
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Rainbow . . s e
Children’s BirthRight
Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
Mrs VA :
Name K:MARDHAR VIBHA VIRESH UHID HNH-00016400
Father/Guardian Mr VADHAR VIRESH KUMAR Age/Gender 68 Y 6 M 30 D/ Female

HNO:4-1-10,C/2, GROUND FLOOR ,PRAGATI SOCIETY ,TILAK ROAD, Ramkote, Hyderabad,

Address Telangana, INDIA, 500001
IP No IP26-00006924 Admission Date 23-07-2026
Ref Doctor Self.

Discharge Date 23 (07.2026
DISCHARGE SUMMARY

Consultant:

Dr. Swathi H V
MBBS/MS
TSMC/FMR/15501

Diagnosis: RIGHT BARTHOLIN ABSCESS

INCISION AND DRAINAGE DONE ON 23.07.2026

History: She came with complaints of painful swelling around vagina since 2
months gradually increased in size. No complaints of fever , was on antibiotics
since 15 days back. She was admitted for Incision and drainage.

Menstrual History:-

Attained Menopause at 40 years of age

Previous cycles: Regular

Obstetric History: P2L2 ,2 LSCS, LCB- 33yrs
Medical History: OSA , Hypothyroid since 5 years, morbid obesity, HTN since

HIMAYATHNACAR BANJARA HILLS NAS v HYDERNAGAR KONDAPUR OUTPATIENT CLINIC ity SECUNDERABAD KONDAPUR LB NAGAR 11 NANAKRAMGUDA
Eergency G40 - 48573000  Emargency ] 040 - 4466 S555, 91000 25516 {margencyy 040 - 4246 2300 Ermurgenes ] 040 - 4246 2100 +rgency 3 040 - 4246 2200 Emergencyd 040 - 42462400 Exergency 3 040 - 71111333 mergeny 3 04069313233

@ 1800 2122 & www.rainbowhospitals.in
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UHID HNH-00016400

A ad B

Name Mrs VADHAR VIBHA VIRESH
KUMAR

IP No 1P26-00006924 Admission Date 23-07-2026

31years Surgical History: 2LSCS, Anal fissure surgery 15 years back .
Family History: Mother-HTN .
Allergies: Nil

Investigations: Enclosed.
Blood group: "O" Positive

Surgery Notes:

Operation performed: INCISION AND DRAINAGE + CYST WALL
EXCISION.

Indication: RIGHT BARTHOLIN ABSCESS

Operative findings:

- Bartholin abscess 3x3cm, noted in lower 3rd of vagina in right lateral wall.

- Incision and drainage done .

- Cyst wall separated from surrounding tissue and excised. Hemostasis
secured.

Post-Operative Notes: She was closely monitored in the postoperative
period. Her vital signs remained stahle. She was encouraged to ambulate and
void spontaneously. Her general condition was satisfactory and she was found
to be fit for discharge. Medications were explained to the patient
supplemented by written information.

Advice:
1. Tab.AUGMENTIN 1gm twice daily till 29.07.26 {9am - Spm) after food.
2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs)thrice daily till 27.07.26
(7am-3pm-10pm) after food.
3. Tab. Pantodac 40 mg {Pantoprazole 40mg)} once daily (7am) before food
till




Rainbow® _
Children’s ‘ BirthRight

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery
Mrs VADHAR VIBHA VIRESH

KUMAR UHID HNH-00016400

Name

IP No IP26-00006924 Admission Date 23-07-2026

4. Tab. Zincovit once daily (2pm) for 1 month after food.
5. Perineal hygiene,
6. Drain to be removed after 1 week (30.07.2026)

Review with Dr. RAMYA, on 25.07.2026 at 6 pm -7 pm at Rainbow Children's
Hospital for dressing with prior appointment (Review consultation will be
charged).

Review with Dr. SWATHI H V, on 26.07.2026 at 10 am -11am at Rainbow
Children's Hospital for dressing with prior appointment (Review consultation
will be charged).

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

language that | can understand and | acknowledge. @%
Patient ender

In case of emergency like bleeding, fever 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 /OUJ:."‘T\\

website www.rainbowhospitals.in / ; \\
Registrzlr/:{/;ide’nt/({. M. 0%z, | 2|

Consultant: \‘\f"-';\,,\__ AN

Dr. Swathi H V \\_r‘//

MBBS/MS

TSMC/FMR/15501

HIMAYATHNAGAR BANJARA HILLS 4 v HYDERNAGAR ited. KONDAPUR OUTPATIENT CLINIC ()¢ . SECUNDERABAD 4 KONDAPUR LB NAGAR NANAKRAMGUDA
eny] 040 - 48873000 Emargency3 040 - 4466 5555, 91009 25516 Emargencyy D40 - 4246 2300 w13 040 - 4246 2100 Linasgency 3 040 - 4246 2200 3040 - 4246 2400 e 3040 71T 1333 Lmergency T 040-69313233

@ 1800 2122 @ www.rainbowhospitals.in
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Rainbow" . L
Children’s @ BirthRight
Hospital BY RAINBOW HOSPITALS

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

DEFICIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet
2 Discharge Summary
3 Nursing Initial assessment (oY %
4 | Patient Transfer form 0L
5 In-patient Medical record 09—
6 Doctors progress sheets 0v
7 Nursing plan of care and handover sheets |
8 Consultation sheet a\
9 | General consent for treatment et
10 | Consent for Surgery al.
14 Consent for blood transfusion s
12 Consent for chemotherapy <
13 Consent for high risk 5
14 Consent for Restraint =
15 LAMA consent =
16 Consent for special procedure / Sedation ol
17 Consent for Formula feed —
18 Consent for MTP =
19 Consent for Radiological Investigations -~
20 Consent for HIV test ol
21 Anaestesia notes (Pre Anaesthesia& post) ol
22 Neonatal Admission/Delivery/Physical Exam -—
23 Medication Reconciliation n\
24 | Emergency Triage record i
25 | Pre operative check list ol
26 | Surgical safety checklist al
27 | Operation Theatre notes > &
28 | Nurses clinical Presentation A
29 | TPR & BP chart o
30 | Intake and Out take chart (fluid chart) 0]
™ 31 | Drug chart (Regular Prescription) o !}
32 Investigation Values (result sheet) |
33 | Nebulization chart ™
34 | Nutritional review chart =
35 Intensive care unit (ICU Charts) -~
36 | Consent for Admission in PICU / NICU L
37 The Humpty dumpty scale =
38 Braden Q Scale VY
39 Bed side check list
40 PICU bed formula Dilution feeds =
41 | Gastro monitoring chart -
42 | Rch ED doctors note 5.
43 BP Monitoring chart ]
44 RBS monitoring chart
Lxia Yagey 0=+
Total No. of Pages 40

Doc. No. : RCH/ FRM / GENERAL / 126

Signature and Date ;A /.5 \
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ERROR LOG

LOCATION : OT/ Birthing Gentre / BirthRight Premium / 3rd Floor (Zone A,B,C) / NICU/PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE




i Rainbow Childrens Hospital-Himayatnagar

Rainbhow Head) Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital TEL NO :040-48873000

WEB : https://rainbowhospitals.in

ADMISSION SHEET

(IR RRTRRRL L DR RRN RN AR

Registration Details :
Admission No : 1P26-00006924 Admit Date : 23-Jul-2026 Admit Time :09:30 AM  UHID : HNH-00016400

Patient Details :

Patient Name Mrs VADHAR VIBHA VIRESH KUMAR Age .68Y6M30D
Guardian Mr VADHAR VIRESH KUMAR DOB : 23-12-1957
Gender Female Religion
Occupation Martial Status
Address (H) HNO:4-1-10,C/2. GROUND FLOOR ,PRAGATI Phone No 9879153610/ 9866254525
SOCIETY TILAK ROAD Ramkote Hyderabad ;
Telangana INDIA 500001 E-mail HVADHA1987@GMAIL.COM
I'. .-d! mission Details :
Bed Type TWIN SHARING Bed No :PPO-419 Ward Name : 4F -OT
Room No PPRO-419 Admission Type : First Visit
Contact Details :
Name - Mr VADHAR VIRESH KUMAR Relationship  : Husband
Contact Address HNQO:4-1-10,C/2, GROUND FLOOR ,PRAGAT| Phone No : 9879153610

SOCIETY .TILAK ROAD Ramkote Hyderabad
Telangana INDIA 500001

l—;g:mkkiq

hoctor Details

Doctor Name Dr. KADIYALA RAMYA THEJA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor Self Phone No

Co-Consultint Dr. SWATHI H V

Payment Details : Deposit Amount  : 40000.00

Payment Mode DC/CC Card Payor Name - SELFPAY

Printed Date ! T e 23/07/2026 0935 Printed By : 020635 Page 1 of 2




PATIENT TRANSFER FORM
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Rainbow"® ) .
Children’s (L BirthRight
Hospital . BY RAINBOW HOSPITALS

It takes a lot to treat the [ittle.

Your Right to a Safe Delivery

Datiant Nama R [IHIN KA
HNH-00016400 1P26-00008924
Mrs VADHAR VIBHA VIRESH KUMAR
28-12-19587 BBYEM30D (F)
Dr. KADIYALA RAMYA THEJA

gL T

Date & Time of Admission

A ‘280
2370t @4z

Date & Time of Transfer Order

"
3¢ I

Transfer Ordered by Reason for Transfer
q
/
Ny Novernd, )j 2
From Unit To Unit Information to Attendant
- _Yesld— No[]
A of

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including

clinical documents. If any handed
over to attendant

> L

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

1' Q L= Soo el @

2.

3.

4,

5

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

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

Ag . s ppadlen - DR- pia

Patient & Clinical Records Received by : :
2
\%\3’\ L

Date & Time of Patient Received :

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

("1 Unavailable Bed [ | Nurse not Available | Available Bed not ready

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




HNH-00018400

Mrs VADHAR VIBHA v|
23121987 IRESH KuMAR

ésy
Or, KADIYALA é€M30D (F)

i

1P26-00008924

ACTIVITY RECORD FOR BILLING

"

\

Rainb‘:gw“’
Children’s
Hospital

It takes 2 lot to treat the littie.

) . BirthRight

aY RAINFQW HE)SPI!’ALS
Your Right to a Safe Delivery.

N A = e e e e
UHID No : ========mmee- IPNO : ~--—memeeecmmmeee Consultant : = - Dept
Date of Admission : -=-=======nmmmm- Time : ~====eecmeeea- Date of Discharge : ---=----=====uu-- Time; ==r=sor=use
Room / Bed No : ----====muu- Ward : --=--=cmmreeeeeee Suggested Billable bed type : -
WARD TRANSFERS
Date Time From To Signature of Nurse
23(al26 | A08m ML oU 0T Muurfiq | pua
2u\1)th | @u0pm| ¢ M1Cy fufaf Lip a2

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

10.

Docu. No. : RCH / FRM / GENERAL / 145




INVESTIGATIONS

Date Investigations Order No. Sign

o\ oM B 123857 W

e




MEDICAL EQUIPMENT ( WARD & ICV)

Date

Name of
Equipment

Connecting
Time

Disconnecting

Time

Order No.

el A

(22,\?\')% CaMdrac noaftor

)

55

L

o=

& . 2
m \;17\—' % l«')/ 0 \,W
O%\PP\% Yaludtan P ™ \a) 2 §7 E> '
.-(_/6@@

Signature




PROCEEDURE

Date Proceedure Quantity Order No. Signature
022N | S olace me st a0, 244 2R K wiha
(o) -
2 \r P ol aven K01 — R1%25Y \)(/
7 L~
a2 \o{2h gac @p> Bosantte ~)
N i
1 4 4_1
Tad
ANY OTHER INFORMATION
Date : Time : Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




HNH-00016400

i P
M T 7 — Chitarens | @ BirthRight
Hospital _ | () amemsin:
I.P. ADMISSION SHEET FOR GYNECOLOGY mm
Date of Admission : ...... »Z} ‘} "M’ .................................. Timeaf AAMISSION 1 v s sroms i smstenas
ABIGIBS: ..ottt /’ﬁknow any drug allergies
= PRESENTING COMPLAINTS : - - === <= === === s m e :

o Tcu_y\b\/d gl,\-r?_/ulihj Meauup V‘L‘\-Ca'z'r\q- = Q&‘*ﬂ}g

neceas d 'n Cive

MENSTRUAL HISTORY OBSTETRIC HISTORY
Year of Marriage : oYy Parity : ;’" ]
MO 5 - 13-
Previous Periods : b ‘ Lm( Mode of Delivery : kg C/S
LMP : Last Child Birth : %% -
Contraception : ‘7&
PAST MEDICAL HISTORY PAST SURGICAL HISTORY
06K
HNM\UQWQ A 2 L
1 M - ¢
Moshid Y Al WM wzﬁo»;
TN - 3[3/-5

Docu. No. : RCH /FRM / CLINICAL / 086 (PT.0)




HNH-00016400 1P26-00006024
Mrs VADHAR VIBHA VIRESH KUMAR
23-12-1987 68YEM30D (F)

Dr. KADIYALA RAMYA THRJA

IIIIHIIIIIHIIMIIIIIIIIIIIIIIIIIII =

Mo% 1N

MEDICATION HISTORY:

b "WW g
|

vﬁ CJ(&W"‘ - 10[uo vy ;

CINITIAL ASSESSMENT © <= - -- === m e e et ot oot oo
Date 9-7)\':} 2L . Breasts Local/Speculum Examination 5

Ht. W. U« gwdﬂuvj zx'Lr(il WAa,
o 12 62 wHg Voo noted o By ol -

B.P - ' -

' Junth V)t d
Pallor i ('Tgb""‘ Bima%zgelvic{??xaﬁinm } % Y

D~

Respiratory System
Thyroid

CVR

Abdominal Examination

Obcse Abdoncona)
wall

Dikrovs: 2 27 4

PROVISIONAL DIAGNOSIS : R"j‘“’ BARTHOLING -AR €A

INVESTIGATIONS ORDERED

PLAN OF MANAGEMENT

i

| Aty e673 v

T ¥b-124) ;‘Kﬁ?
peN- %6,
e ’Otm
pit-3%3

- Npp

8

 Iaceen L Mhﬂ.&(
B W‘“J WV‘-D'

—fawks Mwhm
~ Preop Mdicohm
N QKL%% fo 0T o all,

R Gy
Name of the Doctor : ™. E,uwi@u EQM“;{C‘ D‘ o 0“"‘%09nétlrre of DoctorQ\GW '

23> m

Date & Time :

:.‘)..\\-,’-u,._@i_..-, SO 1T ! R .

(4]

(-



HNH-00016400 1P26-00006924
Mrs VADHAR VIBHA VIRESH KUMAR
23-12-1987 EBYEM30D (F)
Dr, KADIYALA RAMYA THEJA . r’i_/-é .
AR EEERTE G Rainbow
! Children’s

® BirthRight

| BirthRight
Hos pital BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

galt“:,me Progress Notes Doctor's Order
ga\f chit Pe-Muududa
—_—
TM Pop. O / Pap
okt p-eli e Adv

el : NM’b\LhHMwLM
oL 2 ¢hp 2 Dy 2 chanls]
B -toslesmphs. o Plo Vddin,

pla &y} UV mevdwiled

U‘O-tb‘DU‘l“"‘tLﬁ'- “ qu gﬂSJ

ﬁ(’: fon.o | 440,
olf 14 Ll Bk

Vou 2 &b S L

U()fa,;g A Dm[q,\ kol ].
[ —”L!ua 9 hs DQL».Q.N,

P Coun be - faeb 1T . > ’
d.{"gcpf\éuﬂfaé L(F- m‘] . ll:' tWh
/’—U_—’ .

et ‘.’_\‘ o .-\ M \
am}l\aewﬁ\“-"‘"‘r‘ w Py
v 0‘232 S - w |
oot s \a\\'a\" ‘Re&\ U
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PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order
t ~r,
i 4 " "
{
[ ¥ * .
1 X 2 I. LI -
p f VoL
b 4
13 4
[ ~
! i
L] 1
§
4 [
-y e
o~ L,
: l 4 L4 X ’
L
1
b
- \n i)
]
- LR ]
i - [ » | v 1A
) 1
] i Y
i -
A
#
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-
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It takes a lot to treat the little. Your Right to a Safe Delivery

Date 23\ )
Time | VWO,
Hb \ ');'1_
PCV <, &

WBC »\‘\o:)/:}-

N/L £2+3
Platelets 2{0
CRP

ESR

Q 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

No. : RCH /FRM / CLINICAL / 0138 (PT.0)
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Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood
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vl
Y e AT
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.........................................................................................................................................................................................

Radiology : 1 L O TR ORI ER RO S e

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

MRI

................................................................................................................................................
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Hospital BY RAINBOW HOSPITALS

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

OPERATION NOTES

Surgeon : . Asst. Surgeon :
“Tw. Q\.*\:A E\.l

Pre-Operative Diagnosis: J

Surgical Procedure Lo O+

- B(lf'l L

(Cus . AFE)CMG ~ Jopetanan.

Indications for Surgery :

7 Raflhsllo n AC ey

Date: 9 3jo9frone

Start Time: | )4/)

End Time : l ;#M )

Post Operative Diagnosis:

Peri-Operative Complications: ~

Amount of Blood Loss: ~ § et

Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

b BenTodlie Hoclss O e L

. pu,\»}-m <3

Operation Notes:

3 € YOU SV IN (J ((RA T pC Wlien L B

- pasla JesuShe /fkcg tJ & dn w\uq

P DA awEen N’u\cgfl—ﬁ/b%
= . W

Doc. No. : RCHBH/ FRM / CLINICAL / 099

(PT0)
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Name of the Surgeon: B vl e

Signature of the Surgeon: ...}

Date & TiMe: ......2:2.] 020106, C2 122000,



| D
Surgeon : DT ................ G@F)« ' P26-00006924 i " ' .
SURGICAL Asst. Surgeon - ... DY - S ﬂlg“‘m ..... . | PatientName:..... “';‘f::m::mamvtﬁ;“:g"mcﬁl BB e | Ramb:w ®

| Children’s .BirthRight"

SAFETY CHECKLIST v 040k 1 b i ., 2| @

\

Yaur Right to 3 Safe Delivery

Y
Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time:.!]. 00 .. TIME OUT  Time:. 1 )00 SIGNOUT  Time......[2.pm..
!
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
|dentity ~Yes_CINo infroduced themselves by Name and Role ~fes = No The Name of the Procedure Recorded ~ 1Yes CINo
Site ~Yes [1No Surgeon, Anaeslhes_ia Professional and That Instrument, Sponge and Needle
Procedure “Yes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ (1Yes TINo [ NA
Consent L¥eS Do | |~ Correct Patient (Check IDBand) ~ =rYes CINo The Specimen is Labelled (including
Site Marked CiYes, (N CLNA| Correct Site +Yés C1No patient name) “IYes TINo C/NA
Anaesthesia Safety Check Completed es [INo Correct Procedure es CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning_=Yes [ No Anticipated Critical Events Problems to be addressed [¥es [INo CINA
Does Patient have a: m/ Surgeon Reviews:
Known Allergy? DYes A0 What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, V¥ What are the key concerns for recovery
; : Anticipated Blood Loss? Bﬂﬂ\! =Yes TINo CINA and management of this patient? ClYes CINo
Yes, & Equipment / Assistance ~
Available ‘/2@ CINo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? ~=Yes T'No [ NA
(7ml/kg In Children)? Nursing Team Reviews: .\3?\%’
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned OYes CINo CINA Been Confirmed? are there Equipment
Blood Units Reserved TYes CINo CINA issues or any Concerns? JAes CNo LINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? s [1No [INA
within the last 60 minutes? Mo LINA
o i:ee -
Signature ©....ceevevevevreeneee. L/*]CLJWN\5 .................. SIgature ©....ooevevevcerienn "“@ ...........................
42111 A, @TL% ...................... b

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



PATIENT TRANSFER FORM

2

Rainbow® . L.
Children’s @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes 3 lot to treat the litte. Your Right to a Safe Delivery

o1

prepest™

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
g | A326@ Q1% 23)rfe@ O
::zmlu RAI::’: :::::D ® Transfer Ordered b Reason for Transfe

ransfer Ordere r

A ,,

0 gd/npw/ ohLe viatton
From Unit To Unit Information to Attendant

Yesi——> No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
I - - Yes[ ] NobF—
i If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1 fp )
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes7T

No[ |

Q
SN

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

- gan?”?

Patient & Clinical Records Received by :

}&@E\Q\ b

Date & Time of Patient Received :

a1 6

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

[ | Unavailable Bed

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

" | Nurse not Available

|| Available Bed not ready
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It takes a lot to treat the litte. Your Right to a Safe Delivery

MERICATION RECONCILIATIONPFO}VI

Drug Allergies: ...........ccceevens N .......................................................

Not known any Drug Allergies

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

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

Shifting From: ....ccveeeecec e Shifted 10: ..o
et (Gmsmg‘:lnmnﬁf::%#m II.EE'ITERS) (ml;?ﬁlig} (PO, ?J%U;I[E: vy | FREQUENCY B:tseT/DT?:,i ?‘;ﬂ?{%‘gg
o L Mawwqw\ . 50"\37 PO on CJc 0DeC
{/
2| FEROYD C T AT Yomq | PO 6D Cc CIne
U
* |ClnHeneT ofyeng| PO | He e
y 7
& O¢ Ooc
5 ¢ Obe
6 (1C [CIDC
o 7 OC CIDC
8 (JC [IDC
9 ¢ Ooc
10 ¢ e

MEDICATION HISTORY RECORDED / VERIFIED BY

Date & Time :

Nurse Name & Signature: ................ g@u{ﬂﬂ\&\ ......................................
Date & TIME & woveovveeeeeeeeeereereenes 0= 31?(%@1];}1\4

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

* C- Continue, DC - Discontinue
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Mrs VADHAR VIBHA VIRESH KUMAR

AR L E?,I,m)r%‘zs & BirthRight
QT tozpiel | @z
Date of Admission: %\')(\?C’ .......... Drug AlIBKUIEST .oivisemineimssmesisisinistsmitissmsiio ;Nﬁnown 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.

(™ NURSES

S0S / PRN (As Required Medication)

Date»
Tirye

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

. Date
d DRUG : Time

Dose Route | Frequency |Start Date

b 4

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG : P

Dose Route | Frequency |Start Date

v

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH/FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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Mrs VADHAR VIBHA VIRESH KUMAR
23-12:1987 e8YEM30D (F)
Dr., KAl A THEJA

I |ﬂiﬁm“mm“ N REGULAR PRESCRIPTIONS  Weight. ............. Ward. .o

DRUG: ACCN ENTIN  [Tipep?|
Dose Route | Frequency |Start Da
l2q | W | TID [ 22]7)5f
Name'& Signature of the Doctor | ! a¥)

<
v
Starting the Drugs: o
e

Additional Instructions:
- ) : A

g 6‘{ it _ﬁej‘(g (74 \
Daily Doctor’s Endorsement by a Sign

DRUG ") PANTO PRAZ 0L £ T
Dose Route | Frequency |Start Date i U
Utivg | WV D 22% O

Name/& Signature of the Doctor !
Starting the Drugs:

et

Ml

v

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : ?i?rtl%.
Dose Route | Frequency |Start Date )
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign

. Dater

| DRUG : Tige

! Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4




() QOoEWvAse HOVA SJN
WY HEFUIA VHEIA MVHOFE
‘ '::' orsZdl 00v9L000-HNH
Weighe. e Ward! ..o
Date»
VA :
RIABLE DDSE Tlg'l_e l Nurs‘e' Sig. I Nurs‘e' Sig. ] Nurse Sig. l Nurse Sig.
Dose Dose Dose Dose
DRUG ; Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Name & Signature of the Doctor B Do Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: = Dose fees Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme j NursiS‘lg, Nurse Sig. ] NufS:SiQ‘ Nurse Sig.
6 Dose Dose Dose Dose
. DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o e e Do
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: B pose pose .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. oo Dosage & Other Sianature rSes
Date Time Medication Instructions Route g Nu
i : 1L
PANTOPRAZD € l MY
&}; ? m“_,\,\ﬁ Z ‘. L}O M‘{'j \ N/ ol
® — - Ny
7 sl \\,\\g ~ METOCLoPRomIDG  10mg |V P
J - v m
L s | AR [
uﬂ»}“f 1920 | MeMoniDAZ0LE coormvg | ¥ NV AT
|
Page: 3/4 (P.T.0)
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T
LV. FLUIDS CHART :
Date Tim C — - Weight. ..o Ward. .
e (If intusi&r,r:nagtistﬁlg\[‘lh?f=llh}lilg/‘l:(:llfjrlﬂ?n. etc) Route Flogvﬁste Doctor | Nurse | Date of a[:d ..................
Sign Sign | Stopping gg‘:r Nurse
Sign

A g
i \ @\w Ge N
) | ¥
a

ﬁ/

Page: 4/4
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Early Warning Observation Score Chart - Obstetrics
CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

|P26-00006924

VIRESH KUMAR
esYéM30D (F)

Rainbow®
Children’s
Hospital

It takes a lot to treat the litte.

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

10

17| 12)

10

11

12

RESP
(write rate in
corresp. box)

Saturations

Administered

2, dwa]

ajey UeaH

—_—>
anssald poojg 1|oisAs

190
180
170
160
150

140

130

120

7 ’\-'\

110

(A

100

90
80
70
60
50

<+
ainssald poojg J1joiseiq

130

120

110

100
90

80

70

60

‘ 50
40

NEURO Alert 2= P = 1]
RESPONSE Voice
[v] Pain
Unresponsive
URINE

mls / hour

> 30 "‘
< 30

Proteinuria

Protein + +
Protein > + +

Lochia Normal —
L Heavy / Foul
- Clear / Pink
TOTAL YELLOW SCORES A T A
TOTAL ORANGE SCORES | & TV "o
Nurse Initial A [ il




.

(

[

Obstetrics and Gynaegology -~
Early Warning Signs -

\

Complete a Full
Set of MEOWS

1 Yellow Alert :
Repeat Observations
in 30 minutes

e

Observations

- _/
* The Modified Early Warning Score (MEOWS)

/

2 Yellow Alerts or 1 Orange Alert

Observations

in 30 minutes

Call the Obstetrician and Repeat

F3
—. -l'l
( > E)

/

> 2 Yellow Alerts or = 2 Orﬁnée Alerts:

Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\. .

I
]

S0

~
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Sheet NO. & oo,

Rainbow”® . L
Children’s | & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the ittle. Your Right to.a Safe Delivery

[ FLUID CHART |

1. All measurements in ml.

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

Intake

IV Site

Nature

Date Time of Fluid

Route

NG

= Thrombo-

i . : : phiebitis | Sign.
Diarrhoea | Vomit | Drainage | Uring | Phiebit Nurse

LV

N.G

08:00 am

09:00 am

10:00 am

| 4
s
11:00am | ()«
%’7 1200pm | A0

2\

|
|
|

ot:00pm | £

Total Intake :

Total Qutput :

02:00pm| RL | H\o

0x00pm| K<

s00pm| RL | V@

05:00 pm | L\

W

06:00pm | Pt

—
=
~

07:00pm | P~

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output




- Patient Sticker

Sheet No. :

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

2
Rainbow® ®

BY RAINBOW HOSPITALS
Your Right 1o a Safe Delivery

Children’s .BirthRight"

Hospital

1t kakes a lot to treat the Rtle,

( FLUID CHART )

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

}ﬁd‘%%f B

e ake

114

iﬁé"ﬁ{ i ?5?5”&

g’%@:ﬁ :,”'f

= T g

o ‘ Output 7. v sjt; {‘%%*‘“‘

Date

Time

Nature
of Fluid

Route

NG

Thrombo-

, - : hlebitis | SIgN.
Diarrhoea | Vomit | Drainage | Urine PScore Nurse

Mouth

(A"}

N.G

08:00 am

09:00 am

10:00 am

"1:00 am

12:00 pm

L3

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

liS:dD pm

04:00 pm

05:00 pm

016:00 pm

"07:00 pm

Total Intake :

Tota! Quiput :

{8:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Duiput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hts. Intake

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

Tolal 24 hrs. Ouiput
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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: &\:}\)6
Baseline Information:
Admission From: I ER ] OPD Wion Desk (2] Others, SPeCITY ...:.memiissismasms s
Primary Language: L Tetugu’ }/En/giish [ Hindi L1 Others, SPECIfY .cvoveveeeeveveieeceeccce e
Doyourequire aninterpreter? [1YeS [INO i YES SPBCITY ...ovvvieieiiiceiccee ettt
Source of Information: ~ [] Patient L] Family L1/ Others, SPECIY i i gim i st
Allergies: [ Yes D/N( [ Medications (] Blood Transfusion [ Food [ Other: e
Ifyes, Identify...cmimmmvismie fies e b R R AR R e L OO RSB RS RES R bR s e s R
.
Chief Complaints: ............... W Il :I)VLQ(\'W ............................. Doctor Notified on Admission: [1Yes [INo
........................................................ S %:l—t:/()o?/} Name/of e Boctor: - e
................................................................................................................... Time Notified: ......ccooveieiiieceeee e
Past Medical History: Obtained From [] Patient [| Family Member  [| Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

Gynecology Assessment: [ ] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ........ccoeeeviicieninienn. Caesarean Section:/E-No [ Yes Contraceptives: ;J_No L] Yes
................................................................. Cervical Cerclage: Zﬂo [ Yes Vaginal Discharge: _~+TNo [ Yes
Onset of Menarche: .........cccovvveveriieennnnns Ectopic Pregnancy, ~TNo [ Yes Post-Coital Bleeding:/L; No [Yes
Menstrual Cycle: (] Regular [ Irregular | Myomectomy: INo [Yes Infertility: [INo [VYes
Last Menstrual Period: ..........ccoceevvvveinenne Others: If Yes Type: [] Primary [ Secondary
Obstetric Hislory: G .....oiviemersserasseiss PRt s 1 I ———— A v cconiiminsesmmin
Previous LSCS: ............ L-Béﬁb O e R [
Current Medication: M 1 Yes, If Yes, Fill the reconciliation form
Family History: [ No Abnormalities Detected

1 Heart Disease ! Hypertension {E!'UlaTbetes [1Stroke [ Seizures [ Kidney disease

] Liver disease LT OB oot P
Vital Signs / Measurements: Temp: .. QA HR: .. S RRAE. BN,

BP: \Wb’ Weight: ............. Height: .............. BMI: oo

Pain Assessment: Pain: [1Yes [INo (If Yes, complete the Pain Assessment / Reassessment Form)

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




HNH-00016400 |P26-00006924
Mrs VADHAR VIBHA VIRESH KUMAR

23121087 6BYEM30D (F)
, Dr. KADIYALA RAMYA THEJA
111
P PHYSICAL ASSESSMENT
General Appearance: Z{ealthy C1ill looking (] Anxious [ Agitated [ Others: .....evvceerieeieeeeeieenenn
Fall Assessment: ' Yes [ INo Score ... Q... (complete the Morse Fall Risk Assessment Sheet)
Riskof Pressure Sore: [Yes [INo Score..Q...... (complete the Braden Q Sheet)

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

Inform consultant for positive criteria

NUTRITIONAL SCREENING: A) Abnormality Detected
] Overweight L1 Poor Appetite > 3 Days [ Needs Therapeutic Diet.

[ Under Weight [ Diabetes Mellitus L] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
[ Calm & Cooperative L] Restless ] Depressed | Agitated L1 Confused
) 1 . R

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single S Married  [1Divorced [ Widow
2. Special Habits: Smoker: [ Yes oo Alcohol Abuse: []Yes [JNo— Drug Abuse: [|Yes ~TNo

SOCIAI HISIOIY: LIVES WD ...ttt eb e e b e en s e s e b ene s aneran

Orientation has been given regarding the following aspects:
Call Bellin Reach: [ Yes [ No Waste Disposal Explained: [1Yes [INo
Infusion Pump : [1Yes [INo Hang Hygiene Explained: [ Yes [ No [ Others

Above information given 0 ....................... P 009'\@\/"" ..................

. '] . —/
Orientation NOt GIVEN RBASON: ............vueiveeeeriessesioscessssssesesssesssssssesesesssesassssenssess

Nurse Signature: .........coocoooo.... (?’“ ...................

Nurse Name: ..........c.....ccooveenes 3»1..\.@’{14\
Date & Time: ‘L_ﬁ,\?lm@uﬁm
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{0 R PAIN ASSESSMENT FORM roSE. |
[ Pain’Stofe ' ; Modifying | Patient / Family " )
Date Time (0/10) Location Duration Acuity Character B Edsinatnd _Intervemmn Sign
4 [l Continuous | I Acute [ Sharp (] Dull [] Increasing | [ Yes
(}3\9— ;@«Qﬁ 0\\0 ,.GPT [ Intermittent | CJ Chronic ] Aching [} Burning | [] Decreasing | [ No A @
' ‘El Continuous | [J Acute [ Sharp [ Dull [] Increasing [ Yes
- {J Intermittent | I Chronic (1 Aching 1 Burning | [ Decreasin [] No -
(Bk T |98 n | 9 s g g g DA £
(] Continuous | [ Acute CJ Sharp ] Dull [ Increasing | [ Yes
[1 Intermittent | [ Chronic 1 Aching 7] Burning | [ Decreasing | ] No
[] Continuous | [] Acute (1 Sharp (] Dull [ Increasing [ Yes
[ Intermittent | [ Chronic (1 Aching (] Burning | [] Decreasing { [ No
[] Continuous | [I Acute [1 Sharp 1 Dull L] Increasing L] Yes
(] Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | [ No
(] Continuous | [ Acute ) Sharp (] Dull (I Increasing | [ Yes
[l Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No
[] Continuous | [ Acute ] Sharp (] Dull [] Increasing L] Yes
[} Intermittent | [ Chronic (] Aching (] Burning | [ Decreasing | [ No
(] Continuous | [ Acute (] Sharp (] Dull [ Increasing | [ Yes |
[ Intermittent | [ Chronic 1 Aching [] Burning | [] Decreasing | [ No
[ Continuous | [ Acute 1 Sharp (] Dull (1 Increasing | [ Yes
] Intermittent | (] Chronic 1 Aching [ Burning | [] Decreasing | [ No
1 Continuous | [ Acute ] Sharp [ Dull L] Increasing L] Yes
1 Intermittent | L Chronic I Aching (] 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:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢) Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

¥, SCORING
CATEGORY
0 1 1 2 )
. " | Occaslonal Grimace or F'r'own. Frequent to constant frown,
Face . No Particular expression or smilg withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Refaxed Ungasy, restess, tense , Kicking, or legsbrawn up N
‘ 3 N [
. ! | Laying quietly norma! position, Squirming shiffing back and . '
Activity moves easlly fortir, tense Arched, right, or Jerking
Numerical Paln Scale {Obstetric and Gynecology) :
| | 1 | I 1 1 I 1 | | Moans or whimpers occasional Crying steadily, screams of sobs,
I T | T i | i | T [ 1 Cry No Cry (Awake or asleep)
o 1 > 5 s 5 5 7 H H w1 ?st complaint _ . frequent complaints
Na Pain Possll?la Pain - Reassured by occasional touching,
Content, relaxed higging, or being tatked to, Diff I fort
Consolability ontent, refaxe distactitie ifficult to console or comfor
Neonatal Pain, Agitation and Sedation Scale {upto 1 Month)
Criteria y
Wong - Baker (Pediatrics) Above 7 Years 2 4 0 1 2
Crying No Cry with painful | Moans of cries Appropriate crying Not) Imitable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful} Trritable Intervals consolable | continuous cry
stimuli Inconsolable
No Hlll't Hurts Umﬂ Bit Hurts Lﬂﬁe Mare Even More Hurts W[‘IOIB Lot Hurts Worsl Behavior State No‘am”sa] toany Arouses min[ma[ly to Appmpnam for Restiess, squilmiﬂg Amh[nﬂ. ldt:king Cnnslaﬂﬁyawake
stimull stimui pestational age Awakens frequently | or
Ne spontaneous Little spontaneous Arguses minimally / no movement
movement movement (not sedated) )
Faclal Mouth i3 lax Minimal expression | Retaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stmull intermittent continual
Extramitles | No grasp reflex Weak graspreflax | Refaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tong or finger splay splay
Body Is not tense Body is lense
Vital Signs HR | No variability with | Less than 10% Within baseling or Increase 10-20% | Increase greater than 20% from
RB,BR 820, | stimuli variability from normal for from baseline baseline, Sa0, less than or '
Hypoventilation or | basefine with stimuli | gestational age 5a0, 76-85% with | equal to. 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

—/
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[, Morse Fall Risk Assessment Form Hozpial_ | (@) zzzmizm

) Date / Time | 9 : : :
Choose Highest Applicable Score from each Category Scors QBH— 23 } * Fall Risk Grading
. | L 28m
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morsn: II:'azls‘:)Scure Aeliori
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 Y
. Yes 20
IV / Heparin Lock or Saline = . 2A QO Implement
° Moderate Risk | 25 - 50 Moderate Fal
Impaired 20 Prevention
) Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 Hiah Ri Risk Fall
Mental Status - igh Risk 231 :
Oriented to own ability 0 Prevention
Intervention
Total Morse Fall Scale Score: o0 Q©
Signature @/ ,E/;
Tick (v") whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [ Hourly safety check
[] Ensure patients use their prescribed eye glasses if any, in the hospital [] Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
] Use safety straps on stretchers and wheelchairs while transporting patients [] Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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CH ECKLIST FOR THRO M(B)l}) PH LEB'TIS It takes 3 lotpmnpatmellmc Your Rigl-u\ to a Safe Delivel';;'
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ | E . M T E [N Remarks
; No signs of phlebitis /
1 IV site appears healthy Ohsarva cannola 0 o |
One of the following signs is
) evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site Nﬂ NP
, l‘g"e‘\’fi(}gﬁtfn"ow'"g Signs Early stéige ofI phiebitis / )
: - esite Cannula
Pain at IV site R.ednefss i N A
Qyi (?;:? e Todlowing oigns ae Medium stage of phlebitis /
4 Pain along Path of cannula .FFBS'IB Catnnula Consider 3 ,Jﬁ\
Redness around Site Swelling Lol “Q,
ing Signs ar
?\yi{?;rt? grl:glgv;ngi?eg: s are Advanced stage of phlebitis or
5 Pain along Path of cannula thle ;tart of thrornbophlebms/ 4
Redness around SHe e site Cannula Consider N& 'J 9
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advant?edh?t?}gg of
6 | along Path of cannula Redness | firombophiebitis / 5
around Site Swelling palpable Initiate treatment Re site A HP;
Venous cordpyrexia Cannula
Signature of the Nurse (<), |- £
, =T N

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

Signature of Shift In Charge :

0
Signature : @ﬁ,ﬂ ............ Name : ..... N*\D\Jﬂ!tah ..................

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

Signature of War

Signature © .......\....¥

Ef‘ ..................... Name: ....... kQ&}'\MJD;f ...................
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Patient Sticker Rainbow® ) oy
Children’s BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital | o TS e
' DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / AGTION SCORE M E N M E M E Remarks
1 | IV site appears healthy %Obzggr"}z g;gmﬁgmsl 0
One of the following signs is
9 evident : Possibly first signs of phiebitis i
* Slight pain near the [V Site / / Observe cannula
* Slight redness near IV Site
Two of the following Signs .
3 | areevident: E%gﬁes?g:nﬁélmeb'tm/ 2
Pain at [V site Redness
Al gf the following Signs are Medium stage of phiebitis /
gvident : . *
4 | Pain along Path of cannuta ?:’S'tte Catnnula Consider by 3
Redness around Site Swelling satmen
ﬂlggﬁrﬁg"&";ﬁ%ﬁf"s e Advanced stage of phlebitis or
5 Pain along Path of cannula g‘: :&?};gmgn&ﬂ?}g?éi?'tm/ 4
Redness around Site Treatmant
Swelling palpable Venous cord reatmen
All of the following Signs are
evident and Extensive : Pain ﬁg"i:‘];’:dhﬁ%? °/f
6 along Pat.h of can_nula Redress lnit{l}ate trgatmen? Re site 5
around Site Swelling palpable Cannul
Venous cordpyrexia annuia
Signature of the Nurse

Y
NOTE : Phiabitis 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.

Stgnature of Shift [n Charge :

SIONAIUIE oo eereceeressess s ersirerarasereas NAME oo renerssesieremereessasneassesmesene

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

Slgnature of Ward Ih Charge

SIGNAIUTE ; v ervnrersereevevensaresrasassaes NAMB © covvrvrrarerrrsnnsssasnsnssnns [
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BRADEN 'Q’' SCALE

%
Rainbow® . —_
Children’s (d BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to 3 Safe Delivery

Date :
Time :

o 21 5T

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:

NAL | 24m
¥ )b 1 4

Mobility Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. (1
without assistance. to completely turn self independently. independently.
2, Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
e Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : ac i i i i Walks outside th ! i
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without alks outside the room at least twice a

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

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

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

Sensory Perception

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

2.Very limited:

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

3. Slightly limited:
Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

to feel pain, or discomfort in one or

two extremities.

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

sk‘r:ois“::cgsed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
t'o ok s?ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. LD \4
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: \ f

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

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

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

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

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

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

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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1

1 Mainain Airwéy and Oxygenation

2 Relieve Pain & Discomfort

O Maintain Fuid Balance

O Improve Activity Tolerance

0 Maintain Good Nutritional Status

O Maintain Skin [ntegrity

(%]
E O Maintain Personal Hygiene [} Prevent Infection 1 Mest Elimination Needs {1 Ensure Safety O Early Ambulation Reduce Anxiety (3 Patlent & Family Education
3] [ Identify Potential Complications I3 ALY OU1ETS. SPBCHY. 1veererssresresrrserssiseneressesesentsnsresssssssntasssessnssessessnssssmnessssntesensssnsntorassssmes
. . " . Nurse Name
Time Plan of Gare Time Implementation Evaluation Re-Assessment & Signalure
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Children’s | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

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

Treating DOCIOF: ..cimsemsissiuisimmasnsisissssssseroriss Department: .........c.cccooveeiveirieeenns Date of AAMISSION: ..............ovvvvvveene
Z | Diagnosis: ' Any Infection: C1Yes [INo [JNot Known
g If Yes Specify: ........cccoevvveeiviiiieieceian,
=
W
S | Area % QZ\{\’

3 Shift Ti ?
2 ift Time M\_ ) LA™
¥ | Medical Condition
= | (Any special condition to be noted):
~ | Qf
Allergy: o Yes#TMo | 0 Yes 2{3 O Yes CNo | Yes TJNo | O Yes CINo | Yes CJNo
Tubes/Drains/Catheter: O Yes CLNa [T Yes D’ﬁo OYes ONo | Yes T No|O Yes ONo|CYes CINo
Vital Signs: Temp: G‘r);' @&(’
o Res: | .10 a2
z az
- PO | o | a8 -
"
2 Pulse: | ¢ ~ R
ul :
2 BP: [ vl | \\8 167
Fall Risk Score: - -
Pain Score: ) e
Safety Needs: -
=
- Physiotherapy | Yes &0 | Yes CINo {1 Yes ) No | Yes CINo |1 Yes CJNo |01 Yes CJNo
S : NG
k= Others Specify: o 13
E Special Diet: | Yes CiNo| (1 Yes CINo |ClYes CINo [ Yes C1No | Yes CINo | Yes CINo
E
§ Other Special Orders / Medications:
=
DY
Post Operative Procedure Special Orders: - Q(}
Handed Over By Name : & r &P”_
povr | S
Signature : (s 0
Px PRI
Time: 5)}){\ q\(‘; M)
Taken Over By Name : %/; fl/(/
Signature e\
Date: 92 \ufu‘l"
Time: a2 04V
oY 7
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—— Rainbow® . v
Patient Sticker Children’s . BII’tthght
Hospital . BY RAINBOW HOSPITALS
Tttakes @ kot o freat the bttie. Your Right to a Safa Dallvery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCIOr: c.ucv et rnvennvens Department: .....cccceeeeenecnniccnnenennens Date of AAMISSION: ...ovveeresusrenrersiassne
=’ | Diagnosis: Any Infection: OYes OINo [ Not Known
'_.;‘-'-, 1§ YES SPECIY: cuveecrerremeererencesenrevasemnaseeneennes
=
17
2 | Area. !
= Shift Time
=
* | Medical Gondition
= | (Any special condition to be noted):
Allergy: = Yes ONoj{OYes ONo|EBYes ONo|OYes OONo|OYes ONo|OYes ONo
Tubes/Drains/Catheter: £1Yes O No|OYes O No|O Yes O No |3 Yes ONo |0 Yes ONo|OYes C1No
Vital Signs: Temp:
= Res: -
o Sp0,:
] Pulse:
ﬁ ulse:
@ BP:
Fall Risk Score:
Pain Score:
Safety Needs:
- Physiotherapy |£!Yes CiNo |0 Yes O No [0 Yes O0No [0 Yes ONo |O Yes [iNo |3 Yes O No
=
=]
% QOthers Specify:
é Special Diet: |3 Yes ONo|OYes ONo 3 Yes ONo O Yes ONo 3 Yes ONo|O Yes ONo
& |Other Spectal Orders / Medicatians:
==
Post Operative Procedure Special Orders:
I
Handed Over By Name :
Signature : \
Date: R
Time:
Taken Over By Name : )
Signature :
Date: -
Time:

Docu, No. : RCH /FRM / GLINICAL / 097




Rainbow Childrens Hospital-Himayatnagar

Ra:nvbow ig_;g; Rainbow Children’'s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Chiidren’ w Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hosnital TEL NO :040-48873000

WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs VADHAR VIBHA VIRESH KUMAR Age : 68Y6M30D
IP No IP26-00006924 Sex: Female
Consultant Dr. KADIYALA RAMYA THEJA Ward/Bed No: 4F -OT/PPO-419

The undersicned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical bersonnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient ne deemed advisable or necessary.

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned

also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure lrzatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evalua'ion and | or treatment.

I understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"l am aware (hat during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfectior. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment ana monitors the whole process as per evidence based guidelines”.

Note:
1 We do not allow use of medication brought from outside by the patient.
2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of failing the submission, | will pay 200/- Rs.
Daoceivers Sanature:....co.cveeeunne. )
: H - Tun edchiq
3 IP Guide boox has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

gnature of Patient/Relative:

A
H. - Terakdis
—Name HOU)OL P . ) Patient Address:
a1 /
e b Tencoekia HNO:4-1-10,C/2,GROUND FLOOR ,
o iligaship; Decie LoA PRAGATI SOCIETY , TILAK ROAD
: l ?'{"' Time: (3\ ' ?4 Ramkote Hyderabad Telangana INDIA
P 23 o 2¢ ' . »41-1 500001
Wittness Nare
75
Wittness Sianature:
Printed Date ' | me - 23/07/2026 09-35 Printed By : 020635 Page 2 of 2

e —————————
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BILLING POLICY

FNH-00016400
Mrs VADH

® Billing cycle: - With effective from 1% January 2020, Our billing cycle to be start from 12 PM to 12 PM,
Settlement post 12 PM, room rent will be charge for half day extra & post 6 pm, it will be charge for full day.
Less than 24 hours stay will be considered as one day.

® Asperthe GOI guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through Card
tpain the event of TPA/ Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA’s / corporates won't be applicable.

® (f the surgery / scans performed in Emergency hours (8pm - 7am), public holiday and on Sunday will be charged
TPA processing charges Rs.720 for every TPA route cases.

® All charges vary as per Room category, except Pharmacy and consumables.

® We follows a “No Discounts Policy” kindly cooperate.

® No Duplicate/Second copy of OP OR IP bill is issued.

® |CU/Ward Charges DO NOT INCLUDE - Air Mattress, Monitor, Consultants/ Specialty Doctors Visit,

Infusion/syringe pump, Ventilator/C pap, Oxygen, Investigations, Procedures, Consumables, Medicines or any
other bedside equipment’s/devices etc. (Detailed list can be taken from billing department).

o
Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim
Bill shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based
on actuai update taken on the day of discharge. It is requested that patients/attendants inquire daily about the bill
amount from billing section and pay the outstanding as on that day.

Patient bill outstanding should not be increase more than 10,000/-

You are requested to clear your outstanding amount on daily basis before 12 PM.

MODE OF PAYMENT & REFUNDS

® We accept payments by cash (up to Rs 1,99,999/- only ), cards, online transfer and Demand Drafts.
@ Allrefund more than Rs.2,000/- will be refund through NEFT in three Bank working days.

Hondi Fd  Tunadéhie,
@  MPTheektia (@/ ________

Name & rai»-znatu;?’ﬁfient/Attendant (Signature of Admission Desk executive)

NOTE: Self - attested Govt. ID proof is mandatory whosoever is signing the undertaking.

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

Repistorod Office: Road No.2, Banjara hills, Near Hotel Park Hyatt, Hyderabad - 500 034, T: +91 40 2233 4455.
Corporate Office: 8-2-19/1/A, Daulet Arcade, Karvy Line, Road No.11, Banjara Hills, Hyderabad - 500 034.
Branches - BANJARA HILLS - T: 2233 4455 | VIKRAMPURI - T: 4246 2200 | KONDAPUR - T: 4246 2400 | MADHAPUR
-T: 6464 2020 [KUKATPALLY - T: 4246 2300 | L B NAGAR - T: 7111 1333 | MARATHAHALLI, BENGALURU - T: +91 80
7111 2345 | GANNERGHATTA ROAD, BENGALURU - T: +91 80 2551 2345, HIMAYATNAGAR- T:- 40 48873000

CIN: U85110 7G1998 PTC029914 email : info@rainbowhospitals.in www.rainbowhospitals.in




CONSENT FORM FOR GENERAL / Rainbow | @ BithRight
REGIONAL ANAESTHESIA / riospital _ | W rzuzenione

MONITORED ANESTHESIA CARE . ~/GH RICIC CoNCenNT o

Patient Namﬁ-'(l“{'“\/MUU""’M«l*":"L .................................... Age : 68 v’ Gender: Male 0  Female &3
R R v erntieerr ok TR e Surgeon Name: .......... bv ....... HVJ”LMU; ............................................
Anaesthesiologist : QVJ?MMQ'%L ...... U” ’ ...................................................................................
Operative procedure planned : .............. Z ..... o ré‘é’“"&‘j“{’“wcj/”ﬁ ..................................................

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

P 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.

[ Heart disease ﬂpeﬁension [ Diabetes mellitus [0 Renal failure
[0 Hepatic disorders O Shock O Multiple organ failure [0 Polytrauma / Renal Tubular Aacidosis

m acitating Cronic Obstructive Pulmonary Disease
vl:més VAT / Arwraed e

nComments:...m&‘} ISOAL, ALY WNEG U, A e A IR T 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 me / my patient

............................................................. the above mentioned operation / Diagnostic / Therapeutic procedures

| authorize and give consent for anaesthesia (
considered appropriate by the anaesthetic team.

gional / O General Anesthesia / O Monitored Anesthesia Care as

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

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




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

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

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

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

- Pregnant: O Yes M
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness : (PATTEN T

Signature : 8. Tunadvie Signature : NANV-NVddhry
Name : . Hoacki. Lank Tunaklug Name: ................. VO
Relationship with Patient: ................ PAMIG V. Date & Time : ’)/33]91%

Date &Tme ... 23 H

Doctor (who is taking the ¢on ;'{t) :



i<

INFORMED CONSENT FOR SURGERY OR Childrans ‘BirthRight‘

Hospital BY RAINBOW HOSPITALS
SPECIAL PROCEDURE , . ltmgasupw!rmamenm, Your Right to a Safe Delivery
Patient Name : NHVGCQWV'H\“V' k(ﬁahd%# m;;e \D/Fﬁale Age: ... é%‘{'\ ............
o No: . HNH -000 16 40O Date : &3]-?!20%
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)
........... DNCISTON AN DRAINAGE e
e UPOM L

Nadhas, Vbha Vivesn bumaShameotnepaten

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 chanceto ask my surgeon questions.

4. lhavereceived 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: ...............20 ... QLW‘H\’#V\ /Df Eﬁ' .....

Consentee : Patient Attendant :

Signature - ..V V... Yadhal B ... Signature : .51 ... TLe0.acdsdni S,

Name : \’ch&\.w;v‘.bq Name : Hax(LJPa\L!’TM\cLWLa

Date & TiMe : ......n.e > ':)\ 21, Relationship with Patient: ....71) ¢« st
DR TIRG . ... pippranmsrsmspiisinissmssasronsrsisimis

Witness :

Doctor (who is taking the consent) :

SIgNAUre : ooovvvvvveeeeenns lors... e Shyntice”
NANG S ocronsssissecsiniind (MO,
Date & TiME .o 2B\ M2

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




hoold NSBary -

"2
: Rainbow® . =
Department of Anaesthesiology Children’s 8 BirthRight
PRE-ANAESTHETIC EVALUATION Hospital | () emonesms
Name \l“"u‘“’m%“@ ....................... Age: 6@’ . SEX: oo F ................ UHIDNO © oo
, \ W 4 < (‘ =
Date: ............ :7[']—(300{(; .................. TIME: v rereereeraeraenens Proposed Operation: ...... /t))M‘{u:-Qq ......... {ﬁ") M Gy
o
DiagnOSIS: «...vfeeerevererrerenen. &{‘U’\obq% ........................................................................................................................
o
B.P/CRT:E?P..I.@..‘?. HR: f?.?.[.'.‘:‘..“ Weight: 190090 asa Physical Status: 11 3 03 04 05
Laboratory Data:
[\&?’ ?"" (61175011 L 2100111 RO HIV: e X-RaY: .oorrvvenrirsieenns j:\ﬁb %%
..................... UPBa: v AIBL e HBS AG: ssisnsiusasiains ECG: .
Ll ?/‘7" CEaL oo Total Bil: oo HOV: o 20 Eohor . CE 0G|+ pAS (& w’
Plate: 375% N&: oo DIE B e Blood group: ... £.2XV¢ Stress/ANglO: ..ovvennnn,
PT: ... T 1 - T3 oo OUEF: oo GP'(U’L(-—V
(| S COEAL wnscsmsssssissisissiasos AIK PROS: s T4 s c\;f{/jh
[} o ———— v o L — AITIABRE siiossasiziziosassss T8H cvsviinians
Bl = o SGOT/SGPT: w.oooere Allergies NP A
Medical History:  CVS: ,;_w plfﬁj“)[:f’\/c 26 re (1§ e /

RESP : OSAE  _ for B (wrtfm = AM%J Non Aabitic ——
ONS r\(c ﬂ«rﬂw son— (w’uwj CORY ~ WW’[’WW

Renal: @W\?x‘w@’ [W\’ % W
Hepatic / GE - Wl ke nbiz | xugoe  Pscabetiy.  METS L4 3

Others : @Cw w\bl (‘{)\Apl\ G‘jw ’ LRT -Ritconds
Past Anaesthetic History: |, M\(vg\‘ow Lo Pedef Q-JLV'@ ] NYRVL (hase T

Physical Exam: GonkOM u{r 1+ (o Obore [{w{

ool MP1254  MouhOpening » 2P MefitohyoidDistance: 2 2R MNeck Jhuot Testn AT
Lungs : [AE

Heart: /(‘f} .

CNS: & d(r Gﬁ%tf\bu'

Pregnant: []Yes KMo [INA Venous Access Site: (-~ Spine Exam for regional slarice )

Anaesthetic Plan: C1MAC EREGIONAL () GA-ETT (] LMA ()IWV\ ' A MW"

Peri-Operative Plan Explained to the Patient: [1Yes o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
— 0 1. DVT Prophylaxis :
[~ G [al\‘”f- T i hnrr\é' Vsl Water / ORS 2 Hours

- . Informed Consent: O Standard O High Risk
Feltecord Loy MY T2 HmETC

. Post Operative Pain Management: CJ Discussed with Patient

> Otz;structlons
u&hw
Signature:

Docu, No. : RCH /FRM / CLINICAL / 044 | (/A& w WJ 1 ’

Unpuit|  Some ;- (\"} : § ML ORAL g
4
5




HNH-00016400 |P28-00006924

Mrs VADHAR VIBHA VIRESH KUMAR

13-12-1957 e8YEM30D  (F)
LA RAMYA THEJA

"

Pre Induction Assessment:

]

ANAESTHESIA CHART

Rainbow®
Children’s
Hospital

It takes a ot to treat the little.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Change in Patient Condition:

O Yes Qﬁ

Fasting Status: 6111%\}/

Physical Status ;/P'atient Identified J /{ Consent Present ,Zl/ Chart Reviewed
l 'J — 1 n ] I n - A
H.R: UM’V’ [BP/CRT. |WZJH [0,  Jb [RR: Y [Lastfesd. . 70 V7
T \"ha |
Pre-OP Diagnosis: ....... &WW ,~  Operation: ........... J—M,MLWWD{DW/'—Date Zjﬂj i}j 2
; {
Surgeon: ........... qu ........ I s Ayl 34 B ADAESthESIOlOgiST: ....... I/ (ﬂ UAAddAL,.. Do~ Technician: /Hﬂ“"‘ .........
TIME Ly \l A
N,O/AIR/O, LPM il
HALO /SO /SEVO = Antibiotic
Drugs:
Suppository
Blood Loss
- L L. =
FlO, /Sa0, A9TA5 Y9N 97T X0 A
HCO& ‘ﬁ vn 4 ~ Wa =
ECG a8 GRS Il ST ST TN
Temperature = 7
Urine Output NOTES
P A 4
£8 u-ﬂ I/ K Y,V[r A5 T k-
T @
5% o T —
B.P 240
V' Systolic 220
A Diastol
y Mi::nﬂm 200 gpﬁca
+ Heart Rate
180 =
Tourniquet on Time 18 i D[r r
Tourniquet off Time e \"If’ Gt )”/. A JV'\/\/. r - ‘)U.S
Throat Pack In  d
Throat Pack Out 120
100 5 p
8 .o r.
7 Ay, T T
60
40
20
10
0
ABG
LAB Values
GRBS
/ZI// Others
Equipment Checked and Temp: Induction Regional: .
ctional ] HME [ Fluid Warmer o w [ Inhal r Extrem} speaty:. S ADIDLE
BP [C]_gtihg Film [1 OH Warmer ] Pre 0, 1RSI '// pinal [] Epidural [J Caudal
OO Cuff SHe: ..ocviineniois ”] Hugger's [ Cotton Wool [ Others Others: . T
L] ArtSite: .o ] Other
Position: AMIVMALSL. biiicsine
] EKG Lead o E} Mask [] SGA & [—3 LL{ .
[ Temp Site ] IO ‘ S/ ] Airway [ Oral [] Nasal / e: .
O FIO, Monitar Anaes Start: ........ = ETT# i, Bba .cm NeadleSlze 250, Lmﬂ‘j A
2 3 ‘U &D s
01 Agent Monitor OP Start: .......... [Q. 2 TD (] Oral CiNasal O] Cuf / Parasthesia [ Yes y,,/
O] Puise Oximetsr OPEnt: o L2 A [ Tracheostomy ] Topical ; Catheter at skin ... {O
D Capnograph Leave OR: 12 [ Drug: .. A Drug Name&Conc O ol
] Ventilator Anaesthesia: [ Awake [ Digct Vision BolOS: s s L C@
Nerve Stimulator [ GA [ Video Laryngoscopy [ Stylette / Bougie INfUSION: ......c... .
[C] Monitored Anaesthesia Care ] Fiberoptic Block Level: ...........
Tushing: JA Regional Blade ............. AREMBES: ..o _
Pfess“’e Points Checke BRIy WY s EOMIMBING: s ol
Line (Size & Location) / Transportatdn to
Eye Care: ] Bilat=BS [ pACU Clicu [] Other =
E ?mt [ semi-Closed/Circle Refaxant Reversed  [] Yes [] No {B)A/ 9
1 Tape i ,
E{;:ddinn g gl;;ﬂytle Name of the Doctor :...... Dr prfj I
Awake Signature of the Doctor :. .

—Af



::::: ';‘R y BHA vm'::p:ﬁm:'ﬁu 2
Am - Rain b’c';w:’ : e
Wiy~ Chiarers | G BicthRigh

POST-ANAESTHESIA cARE UNIT RECORD

Received in PACU by ... W\”\*M Time Received : ........)..20.. 270 .l'-'/\—- Time Discharged : . H?fﬂ .......

A oen AARA - .
25%’ \ W g:g IV Cannula Site : @dk‘*— g 'c£ <
4
o 230 230 | [ 0, Mask [C] Nasal Prongs
% gfg gfg [ Tracheostomy [] T-Piece
1761 200 200 | ] Oral Airway [ Nasal Airway
g 190 180
180 ) . r C'A'\.
E‘, :gg 170 | Vomiting : [JYes [No Drug: .. FWL
= 1% NeTwbe:  DiYes CIMo
v 140 140 | Drain: [ Yes []No
130 130
A 120 = :fg Urinary Cathaw [] No
‘:’J’ :ég i N - ;gg Chest Tube: (1 Yes [ No
90 = —
g a0 - 80 Nil Oral ] Yes [] No
. - o | wruias: . (Q Lr
i |
& so[ Y ) 50 | OralFeeds: . 1 ..................................
& 40 N 40
30 30
5 20 20
10 = 10
0 0
SPO,
POST ANAESTHESIA SCORE L P SCORING INTERPRETATION
(Modified Aldrete Score) IN 30 | 60 | 90 CORING
Able t 4 exremities volunt d =2 - K A
e qastidp b :glﬂnt:g o ot oomiand =1 ACTMITY e - A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Bﬁte to deep breathe & cough freely = ?
yspnea or limited breathing - RESPIRATION ) R 5 s
Apneic =0 | Dl D Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic | =2 f ; .
BP S 510 0 of Prs Ansodtiatc love S CRCULATION space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0 7 2 At
;qu“y:aﬁke li =$ CONSCIOUSNESS
rou: 2 on calling =
Not responding =0 3 .| T L1
Pink =2
Pale, dusky, blotchy, jaundiced, oth =1 COLOR
C;am;:s y. blotchy, jaundiced, other =1 N )/ |
TOTAL Al vo|tO
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
- G
2 Calh i &l O\ 4o nr\o MM,
a—
1.
Lf,\ o
| 129 Yo 2 AU
.gle’ \Apv Pl AAC An
)\ 29¢) | 0\ Al N A
Pain Tool Used: [ NPASS [JFLACC [JWongBaker [INPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
) . AN ) ) o ) )
Anaesthesiolo gist Name : mm 2. For post surgical patient, patient with chronic pain, patient with severe pain

a.  Every 2 hours for first 24 hours

b.  After 24 hours every 4 hours

c.  Priorto pain reliving intervention

d With in 30-60 minutes after pain relief intervention

Anaesthesiologist Signature:

Date & Time:

' H
PACU Nurse Name: ., 8—“}]»«%% Transferred to Unit by (PACU): l" ___________ E/ (OO .........................

PACU Nurse Signature: ﬁQ/\ Date & Time: 2,3( (‘2& @ 2. £
Date & Time: }3'?}%@3(2,@? ..........
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Rainbow® .
Patient Sticker Children’s (J BirthRight
Hospital . EY RAINBOW HOSPITALS
. Tt takes & lot to treat the Ftie, Your Right to a Safe Delivery
Depariment of Anaesthesiology
EPIDURAL ANALGESIA RECORD ,
Date: o 111 Procedure done DY ...t en e sessessseseanes
CSE /Spinal /Epidural Position : ....cceeveeeeeee 1 (1 S Technique (LOR/LOS) ...coceeemrneene
Depth: ..o Catheter at SKin: .....c.oceevcereemrerscrnennans LV L] 11]0] SO
Parasthesia ; YEs/NO if YES GBLAIS : ..vvvieneiinmninis e sisinesssessisessssnssssmmssssasssssassessesssesessessessessas sessassssasesssanans
SOIIHON COIMPOSIHION © cititeeiiieecree ittt v s rss e esser e s ser s as e seat s sems s et e s sanse s st savanas et sas s sas s sseasebntasesrasessenanarasses
Any other issues :
) O S OO OO SO U OT R e
DY cereer s e s e e e s e r e s e e ER R £ RoR e oA R e ne S £eAs e kb AR eu A e A nr RS es e o r A e e s e e anen
! Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml} Left Right | BP | Pulse FHR Commentis
Delivery Details :  Time & vovecrennecresverenes APGAR: ....|.ccoerreenee SVD / Instrumental / LSCS (if LSCS Detafls)
Catheter Removed by and Tip INSPECIEA & ...c.evvee e ettt asessssrsn st ssssnsnsesseanan e
PatiEnt SAHSTACHON & ..veueeirieeirecncinensnr e rssressssisssenseoererssssersssasssssasasesstasatsssasssssmssssasss s ams s e ns s st s s s et ams st nanassessasnssns

Discharge /Shifting ordered by
Docior SIgnatlre: ... o
Doctor Name: ..occevevenrenmenrmrersesnensonsens rerseresrassnsemeessasssensdheses

Date and TiME  ceeeeeerececrree e ersrsree s bt asssesssresnessesheree -




