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SURGERY DETAILS
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Rainbow"* . v
Children’s (d BirthRight
Ho spita| . BY RAINBOW HOSPITALS
It takes a lot to treat the litie. Your Right to a Sae Delivery

Date : 95—1‘1/7/6 ...........................
Patient Name: .................. MT&N\K{’%@ Date of Birth: uh?/hqq‘que 3‘\'/'3(5
gender: ... Semalg........... Ward: o QN UHID No.: FHVHE ~000168 22— .
pate of Surgery: .. 35| 7] 6. 710T-1,20T-2 [J0T-3 []0T-4 [OBGOT-1 [ 0BG OT-2
Name of the Surgery : .......... ({ /"mb{/( .......... W
, . qf*f"«w{fw
Timein ............ LP“QSPW,\ ....... Time Out S”/{Pf\’) ...........
NAME AMOUNT
1. Surgeon ! eereeeesssessesssenn WSQ“HMQ’LC\) ........................................................................
2. Anaesthetist 7 s DY NG s e
3. Assistant SUrgeon : ................ DYD\.LQ ........................................................................................
4. OT Technician  : .oooooocccernee ST[:..FaJJQw..;. ...................................................................................
5. Circulating NUrSe : ..........ccccoe....: QY WA S kay g e,
6. AssistantNUrse ... gTSC'-nﬂ?fd{; ...............................................................................
Special Equipment: [ | Laparascopy [1 Broncoscope ] Harmonic .| Morcelator
_] C-ARM [1 Cystoscopy 1 Versa Point 1 Liver Cusa
L] Neuro Cusa IE[E R —

Signature of the Surgeon

order N 2L TS

Docu. No. : RCH /FRM / GENERAL / 114

§ o’
Signature of Circulatihg Nurse
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Children’s BirthRight
Hospital BY RAINBOW HOSPITALS
.1)\‘; Your Right to a S:I'E- Deu;r"y
Name Mrs NIKITHA G UHID HNH-00016822
Father/Guardian Mr G KRISHNA SAI Age/Gender 31 Y7 M22 D/ Female
Nldrsss FLAT NO 102 GOLDEN SAI RESIDENCY DD COLONY HYDERABAD, Bagh Amberpet, Hyderabad,
Telangana, INDIA, 500013
IP No IP26-00006949 Admission Date 25-07-2026
Ref Doctor Dr Shalini

Discharge Date 28.07.2026

DISCHARGE SUMMARY

| Consultant:
| Dr. THULABANDULA SANTHOSHI SHALINI
MBBS, MS OBGYN
J Regd. 61026

Diagnosis: PRIMI AT 33*3 WEEKS WITH IVF CONCEPTION WITH
DICHORIONIC DIAMNIOTIC TWINS WITH CERVICAL STITCH INSITU
WITH PRETERM PREMATURE RUPTURE OF MEMBRANES FOR
EMERGENCY LOWER SEGMENT CAESAREAN SECTION

EMERGENCY LOWER SEGMENT CAESAREAN SECTION DONE ON

25.07.2026

History:

LMP: 22.12.2025 Obstetric formula: Primi

EDD: 09.09.2026 Gestation at admission: 3313 weeks

nnnnnnnnnnnnnn BANJARA HILLS 1 HYDERNACAR KONDAPUR OUTPATIENT CLINIC ! SECUNDERABAD KONDAPUR L B NAGAR NANAKRAMGUDA
gency] 040 - 4248 e it
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Name Mrs NIKITHA G UHID HNH-DOO16822
1P No IP26-00006949 Admission Date 25-07-2026

—_— e R

Obstetric History:
G1 - Present pregnancy, IVF Conception.

Medical History: Nil

Surgical History: Laparoscopy ovarian drilling-2025
Family History: Nil

Allergies: Nil

Antenatal Details:

Mrs NIKITHA G was booked to Rainbow hospital at 33+3 weeks of gestation.
She had regular antenatal checkups and investigations as advised by

Dr.Santhoshi Shalini. NT scan was normal, TIFFA was normal. Fetal surveillance

done by serial growth scans. Scan done on 19.07.2026 at 33*3 weeks showed
Twins, Dichorionic Diamniotic fetus with both cephalic presentation, Twin 1-

31%4 weeks, weight 1.83kg, and Twin 2 - 3174 weeks, weight 1.77kg. She was
admitted for Emergency LSCS.

Investigations: Enclosed.
Blood group: "B Positive.

Management:

Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was acting,
P/s examination showed active leak, draining claer liquor, cervix was effaced,
os 1 cm dilated with cervical stitch insitu. Fetal well being of twins was
confirmed by an admission CTG which was found to be reactive. She was
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Rainbow®

Children’s ‘BirthRighf"

Hosp|ta| BY RAINBOW HOSPITALS
Your Right ta a Safe Delivery
Name Mrs NIKITHA G UHID HNH-00016822
IP No IP26-00006949 Admission Date 25-07-2026

decided for emergency C- section in view of Precious pregnancy (DCDA with
PPROM), prepared 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. Patient shifted

to theatre.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord traction. Uterus closed
in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Skin closed with subcuticular sutures. Wound dressing done.
Vagina cleaned with Betadine solution after expelling clots. Misoprostol 800
mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.

* Twin-1- delivered by Patwardhan technique

* Twin-2- vertex

* Placenta - Dichorionic Diamniotic

Delivery Details : |

Date s 25.07.2026 .
Type of Delivery: Emergency Preterm lower segment caesarean section ‘
Indication : Precious pregnancy (DCDA with PPROM) I

e —————
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Name Mrs NIKITHA G UHID HNH-00016822
IP No 1P26-00006949 Admission Date 25-07-2026

Anaesthesia  : Spinal

Baby Details: Twin-1

Date : 25.07.2026
Time . 04.30pm
Sex : Male
Weight + 1.74kg
Apgar : 7,8

Gestational Age: 33*3 weeks
NICU Admission: Yes, prematurity

Baby Details: Twin-2

Date : 25.07.2026
Time : 04.31pm
Sex : Male
Weight 1 1,94kg
Apgar : 7.8

Gestational Age: 33*3 weeks
NICU Admission: Yes, prematurity

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no Postpartum hemorrhage. Breast feeding initiated. She was
shifted to room. Her postoperative period foillowing 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

an
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Children’s .BirthRight'"

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital

Name Mrs NIKITHA G UHID HNH-00016822

IP No IP26-00006949 Admission Date 25-07-2026

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. Cefakind 500mg ( cefuroxime axetil) twice daily till 31.07.2026 (9am-

9pm) after food.
> Tab. Metronidazole 400 mg Thrice daily till 31.07.2026 (8am-3pm-10pm)

after food

3. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
29.07.2026(8am-2pm-10pm) after food.

4. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 29.07.2026 (9am-
3pm-11pm) after food.

5. Tab. Pantop 40mg twice daily till 31.07.2026 (7am-7pm) before food.

6. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)

for three months before breakfast.
7. Tab. Shelcal (Elemental Calcium 500 mg, Vitamin D3 250 IU) once daily

(2pm) till breast feeding for after food.
8. Inj Clexane 40 units Subcutaneously at 8pm till 29.07.2026

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.

KONDAPUR OUTPATIENT CLINIC jited SECUNDERABAD KONDAPUR
2 Emarpency | 040 - 4246 2200 Lmergancy] GAD - 4,

mey3 040 - 4346 300 scy3 040 - 4746 2100

® 1800 2122 @ www.rainbowhospitals.in




Name Mrs NIKITHA G UHID HNH-00016822
IP No 1P26-00006949 Admission Date 25.07-2026

Review with Dr. THULABANDULA SANTHOSHI SHALINI, after 1 week on
03.08.2026 at postnatal clinic with prior appointment (Review consultation
will be charged).

For Women Who Have Had a Caesarean Section

Care of the wound:

1.You can bath and shower.

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

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

4.Prior to touching the wound clean hands thoroughly with Microshield solution
and allow them to air dry or use disposable paper napkins.

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

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

Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Children's Hospital just dial one toll free number - 18002122, You can also take
appointments at any time by going online to our




Rainbow” , e
. Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
Name Mrs NIKITHA G UHID HNH-00016822
IP No IP26-00006949 Admission Date 25-07-2026

website www.rainbowhospitals.in
Registrar dent/C.M.O

Consultant:

Dr. THULABANDULA SANTHOSHI SHALINI

MBBS MS OBGYN |
Regd. 61026
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L F Rainbow Childrens Hospital-Himayatnagar
Rainbow :
Children's _ &
3 Birth?g'it Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital
o Raiab quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00016832 Name : Baby Of NIKITHA G TWIN -2
Age [ Sex :0YOMOD 15H / Male Doctor ; SPANDANA PASUPULETI
!l Adm/Reg DatefTime 1 25107/2026 19:32 Payor : SELFPAY
er Date : 25/07/2026 22:22 Ordernumber  : 26-0060217013
b Visit D . IP26-00006953 Ward/Bed No : 4F -NICU 1 / NICU1-404
Patlent Address : FLAT NO 102 GOLDEN SAl RESIDENCY DD COLONY HYDERABAD, Bagh Amberpet, Hyderabad, Telangana, INDIA,
500013
S5.No BDescription Generic Name Dosage Route { Frequency Duratien Instruction Qty Status
1 SGLOVE # 6.5 (SURGICARE} [SURGICAL GLOVES 6.5 |1 Nos External I Once Daily 1Days 3 Nos Dispensed
2 gég)zsér§§£i¢2 PLY (8 SSgZE T.5XT512PLY § 1 Nos Extemnal { Onco Daily 1 Days 1Nes Dispansed
3 INJEK INJ 1 MG 0.5 ML 1 Nos { Once Dally 1 Days 1 Vial Dispensed
4 D WATER 10 ML AMPULE DISTIL WATER10ML 1 Botile External f Once Daily 1Days 2 Botde Dispensed
5 SURGICAL BLADE 20 SURGICAL BLADE 20 1 Nos External f Once Daily 1 Days 1 Nos Bispensed
] INTROCAN 24G IV CANULLA 24 1 Nos External / Once Dailly 1Days 1Mos| Dispensed
v gf;.?&%g{'&m 1 Nos Extarnal / 10 AM 1 Days 1Nos| Dispensed
B TEGADERM {PEAD) 1610 TEGADERM PEAD 1610 |1 Nos Exlomal / Once Daily 1Days 1 Nos Dispensed
SPANDANA PASUPULETI
* This document is Just for reference purposa only. Not to be considered as primary report.
Note
* This prescription is valid only for specifled duration.
*“ * Do not refill medicines,
Printed Date/Time : 26/07/2026 07:40 Printed By : GEDDAM SANDHYA PRAMEELA RANI Page1 of 1
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s G E Rainbow Childrens Hospital-Himayatnagar
Rainbow p
Chifdren's - . , N .
Hospltal | B Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Rambon quarters road AP State Housing Board Himayatnagar Hyderabad ,
Telangana, INDIA ,500023.
040-48873000, info@rainbowhospitals.in
1 ’ 1
B T
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-00016822 Name Mrs NIKITHA G
Agael Sex 31Y¥7M22 0/ Female Doctor Dr. THULABANDULA SANTHOSHI SHALINE
Adm/Reg Date/TIme 25{0712026 1416 Payor SELFPAY
Order Date 25/07{2026 10 27 Ordernumber 26-0000216954
VisitID 1P26-00006949 Ward/Bed No 4F -QT: PDA414
Patient Addross FLAT NO 102 GOLOEN SA! RESIDENCY DD COLONY BYDERABAD, Bagh Amberpet, Hyderabad, Telangana, INDIA,
500013
S.No Description Generic Name Dosspe Route ] Frequency Ouratlon Instruction Qry Sty
1 ((:“.?Jle}'AENRgEFJ’ENC!L 1Nos Extemalf nea Daly 1 Days {Nos| Dspensed
2 |SGLOVE # 65 (SURGICARE) |SURGICAL GLOVES 65 |1 Nos Extemal! Onca Daly 1 Duys ANot| Dispened
3 m?&:’smé-h;cm - 1t | Extemmat{ Omon Daty 1Dmys 1Has|  Dupeed
TRUGUT CHROMIG CATGUT | TRUCUT CHROMIC _ ]
4 JLtertyr) CATOUT SNa22 1Nos {Onca Datty 1 Days 1Nog|  Drsnensed
5  |wicRL 1-0MwW 2364 VICRYL 1-ONW I35 |1 Nos 1Qaca Dady 10aps I Man|  Disnensnd
B |vAccuME sUCTION SET 1Mo Extemat { Gnce Daily 1Duye Ihos|  Cispensed
7 |SURGICALBLADE 22 ‘| SURGICALBLADE 22 |1 Noa Eviemal/ Once Dady 10ays 1Mas|  Oispensnd
8 [[ACCMASKILAYER. FACE MASK3LAYER |1 Nos Exterrat? Onco Daly 1 Days 10Nos|  Daapansed
0 g‘l’"}‘;‘r’ﬁ"‘ {CXYTOCINFIN 1V Catoernatf Onca Dy 10ans Ivid| Dwponsed
10 |Encore Miacplic pleves6.5 iNos +Qncq Dady 1Days INesf Dasatsad
11 [MISOPROST TAG 200MEG 48 3 Tacs Gatomal OncaDaty | BFE 4 Tabs| Cisoensad
32 |MOPS 39X30 8PLY 88 X-RAY [MOPS 30X308 PLYDATT |1 Nos 10nce Bady ZDays 2Nas|  Dissonsad
3 |VICRYL1-0VP 2246 VICRYL 1.0 VP 246 i Nos Jonco Dy 2Days 2Nay| Dsponsed
14 {COTTONGALLE 2 GM S NOS 1hos Entomal rOnca Daly 10ays 1Hos|  Dsponsed
15 ?(?Ec:.ilﬁms' PAD{BIG} ABGEL 1503 10nce Doty 1Days 1tios]  Gispensed
15 |FNAIMNHEAVY S MG 1K < Tvl Extomal) Oncs Daly tDays 1val|  Disaensea
17 |PENCAN 27G [BIRRAUN) 1Koy Extomnal 10 A% t Days. thos| Dispensed
18 ?DAOC;EPEP SOLUTIONS Imt £0nce Daky 2 Days 2 Hos Drsoensed
19 |DSYRINGS Z5MLINIPRQ; | SYRINGE 7ML, 4 Nas Extwmal/ Onca Daly 1 Days 2Men|  Dwpented
20 |ETHILON 1 thwa3ss ETHILON 1 Hw 3348 |1Nos 10nce Daly 1Days thHot|  Dasnanses
21 [OYAMIC 500 MG IR 1 Ampuln Extomal/ Gince Daly 1 Days 2Amui|  Daowmrnd
22 |ADULT DIAPERS-XXL 1Nos Fxtomall 10 A 1 Lays 1Hos| Dsomnsed
2y POVINANZ STURION 10% 180 Extonal! Gnce Dndy 1Days 2tias]  Disoensmd
2 ”I:'lggﬂu':’;g 60X90 10°s Pack 1 Nas lextemati 1o am 10nys 2tos| Grinensnd
25 |DSYRINGE BV ANIPRO) SYRINGE SML 1 Nos Extemalf Once Da ly 1Days SNasl  Dsponed
28 'é,ssccagsw PACK SAFE 1Noa Exlomal? 10 AM 10apz 1hios{ DCisoennd
27 |EC.G ELEGTRODES (ADULT) | ELECTRODES ADULT  [1Mos Extemat/ Onca Dady 1Duys 3has|  Cavenved
28 #Jssglg SUPPOSITORIES 100 1Mo Eslomat{ Gnca Daily 10ays 1hos| Canenasd
Dr, THULABANDULA SANTHOSHI SHALINI
COBSTETRICS AND GYNECOLOGY
Reg No: 61026
“This d is just for ref 0 pumpose onfy, Not to ba considered as primary repsrt,
Nate

* This preseription Is valld only for specliied duration,

* Do not refill medicines.

Printed Date/Time : 26/07/2026 07,37

Printed By GEDDAM SANDHYA PRAMEELA RANI

Paget of1




Rainbow Childrens Hospital-Himayatnagar

Rainbow
Y f
ﬁzlslg‘rg; Ser Rainbaw Children's Hospital, Dot no, }6-267  opp. Cate niloufer, Old MLA
nuarters road AP State Holising Board Himayatnagar .Hyderabad
Telangana, INDIA ,500029.
040-48873000, Infof@rainbowhospitals.in
[T I e
ELECTRONIC MEDICINE PRESCRIPTION
MAN 1 BRHJ0016322 Name Mrs NIKITHA G
Agof Sex NYTMED Frmak Doctor O TRULABANDULA SANTHOSHI SHALINI
Admifieg DalelTime 3 ¥OLZ0M =40 Payor StLf PAY
Ordar Date 1 20XT/2026 1027 Ordwnumber @ 26-0000218055
Visit ID : 1P2G-00005548 Ward/Bad No : AF-OF 1 POA-S
Patien! Address. FLAT NO 102 GOLDEN SAl RESIDENCY DO COLONY HYDERABAD, Bagh Ambrerpet. Hyderabad, Telangana, INDIA,
500013
SHo Reveriplion Ganwric Namas Dosage Routy | Frequency Durstion. Insthictian Qy Status
VAL EXAMINATION
1 CLOVES [ F- MEORA 1 Hos Exturnnd ) Oncm Dadly 1Dary FNos| Disponzad
NIFRILE EXAMINATION
2 GLOVES P F- MEDRM 1t E clarrad $ Deca Delly 1Days Writa] Drioerizd
23 LSYRINGE, DAL (P80, SYREHGL 1484, 1 T alenad § Orge Dimdy (3178 N ™Mperire
1 [ecvaipsen sareseT ¥ How 1o Daly Ly HO T
5 [COMMETE BLOGD PLLTLNE F Dyt 1 Ll'i‘r;;r:
BURGE T CAP FEMALE
PR P el thow Dtomal? 10 AM Dany Whas|  Daponred
7 [OLEYSCAMTICR 16 1 Naa Ftarmalf 12 TOES A DAY |1 Dapt 1h0s|  Daowisee
HORMALSALINE 03%
n |netoaccuE- I |SCORRSECRDENM |(ni. { Onee sy Dy amt]  Dapwed
vids]
3 |ceenacy mutou [ Five Dty 10aps icn| 5
1B [DSvIuNGE 1ML (MPRD)  [SYRINGE 10ML ) Mm Inavewuel OncaDaty  |1bom 100c6|  Thavenied
1 |vevErAinTas [E*N IOvcaitsly 2 i 0N Duoraed
12 |BUFRIOCL SURPOSITORIES ™ Lakermal { tncu Doy 10w 18| Paenan
13 |FRusecuRg NszML i Exteratf Orce Dady -5 1vt|  Doveree
14 JACUGTL J00MG M |irtswmncu 1 Gce Daiy t Cays INo]  [hpemied
15 m‘“‘“ 1hos Externa) 12 TMES A DAY | 100y dNos| Drpamed
16 |VENFLORI-20G weARtLA 0 1 71on Exiemol { Orcn Doy 1 Dy tha|  Dapsosa
v {Roaad g 1 1ios |Eiorrml s 12 TMES A DAY |1 Days thos|  Prspened
REHCETL [, ACTATC ]
1B {RL BT MLECLOSED SYRTEM [CENEEREACTEL ¥ Bothe 10vca Daldy SDay S8am| Deowne
19 nt soo e ctosen sysreu |FRCFRUCTATE  finsg 1Croe Dty 70 28uta|  Digeme
N THONIZOL BI2vE ENm Cwteal 10 A0 100 1N D:coe il ]
21 |amario o N SN 1S OMXT | e atie|  Dapames
CALFOL TAD SCORRD RS £ Tros Ol 1 THREL TIHE-'!ADAV_ 1P 10Tata|  Lisponied
DISPOGADLE APRONS DISPOZALLE APPRON i
23 STERTLE X STEAILE AL 1Hy 0oy Dy 4 Day AHm| Dspowed
o ACLIG YL, STRG N  Hop Eowmel § Onca Dty 1 Days 2001 | Do ig]
T Ayt [S | CAULE PSX7S 12X 5 | oy Cxtermal/ once Dy 1bary Ahow| Daowarg
PHRASGPHES NI 2GS (52 ] Inakuenons et Dady 1 Dy 4Vid| Dspenseg
71 |ino-contrsial 1pomG 10s i %o ral Crce Dl 1 Laps wTats]  Dareued
CEFEACT 3 16U 1 N {¥oce Gy ? Dar 2Haa]  Depwnisd
DEYRINGEZSMUHIPRO:  |SYRIMGL ZRL 114m oo O Dty |* Gars stion|  hapamen
30 |ADWT CAPLRS R 1801 gy I UPTOMERE | 4 payg LI T
NITRAL EXARNATION
M | CvES PE-MEDIOM 1Nn Exterrat [ Onze Galdy $hays 20Hod|  Drowwar
- |ELECTROCAR ¥
X lecnyi2 \FAD i 1 Dars 1] Ragistaeq
2 [COYRINGE TMLBWPRO) | SYRINGE Iht I Naa Fabermal r Once flully £ Duys 2h;)  Dmoemad]
M ESMOALGUT INJ 400G i1Hmn E cierred J Once Dady 1Tan 1M Drauensea)
38 [covRNGE sMUmaROs | SYRmGLsa, 1808 ez iOncslaty  [10ap ENos]  Diopansed
RELIPARAITARACETAMOLY
% 10003 YISk BOTILE o Exmind] Ooce Dady 1Dapx ANow| Dapenaad
37 |OSYRINGE IMLINMPRD, [ SYRINGE YV Ittos L cwered § Orem Dy 10ays Stias|  Dvomnasa

* This document ks just lor reloernce pumpose acly. Notio he cons deced a8 prenary eepr,

Hote

* Thix prexcription ls volid onfy for apecificd duration,

" Da nol refill madiclnes,

Printed Gata‘Tima  26/07/2026, 07:35

O, THULABANDULA SANTHOSH! SHALINI

Printed By * GEDDAM SANDHYA PRAMEELA RANI

OBSTETRICS AND GYNECQLOGY

Reg No ! 61026

Pagat of 3




R . H H H
S @ Rainbow Childrens Hospital-Himayatnagar
Rainbiow
Children's = . . \ . .
: mrthlrn Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital Z \ .
ki quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00016831 Name . Baby Of NIKITHA G'TWIiN-1
Age /! Sex :O0YOMOD 15 H/ Male Doctor : SPANDANA PASUPULETI
Adm/Reg Date/Time 1 25/07/2026 19:29 Payor : SELFPAY
Qrder Date 1 25/07/2026 22:18 Ordernumber  : 26-0000217006
Visit ID : IP26-00006952 Ward/Bed No  : 4F -NICU 1/ NICU1-403
Patient Address . FLAT NO 102 GOLDEN SAI RESIDENCY DD COLONY HYDERABAD, Bagh Amberpet, Hyderabad, Telangana, INDIA,
500013
S.No Description Generic Name Dosage Route [ Frequency Duration Instruction Qty Status
1 INTROCAN 24G IV CANULLA 24 3 Nos External { Once Daily 1 Days 1 Nos Dispensed
2 D WATER 10 ML AMPULE MSTIL WATER1OML 1 Bottie External I Once Daily 1 Days 1 Bottle Dispensed
3 TEGADERM (PEAD) 1610 TEGADERM PEAD 1610 |1 Nos External / Once Daily 1 Days 1 Nos Dispensed

SPANDANA PASUPULETI!

““This document is just for reference pumpose only. Not to be considered as primary report.

Note

* This prescription is va[id only for specified duration.

* Do net refill medicines.

Printed Date/Time : 26/07/2026 07:39 Printed By : GEDDAM SANDHYA PRAMEELA RANI Page 1 of1
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L= Rainbow Childrens Hospital-Himayatnagar
Rainbow
Chitdren’s
H Birthi< g?tt Ralnbow Children’s Hospital, Docr no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital
quarters road AP State Hausing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00016831 Name : Baby Of NIKITHA G TWIN-1
Age [ Sex :0YOMOD 15 H/ Male Doctor : SPANDANA PASUPULETI P
i~
Adm/Reg DatefTime 1 25/067/2026 19:29 Payor . SELFPAY £ )
Order Date . 25/07/2026 22:16 Ordernumber : 26-0000217004
Visit [D : 1P26-00006952 Ward/Bed No : 4F -NICU 1/ NICU1-403
Patient Address : FLAT NO 102 GOLDEN SAlI RESIDENCY DD COLONY HYDERABAD, Bagh Amberpet, Hyderabad, Telangana, INDIA,
500013
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 SGLOVE # 6.5 (SURGICARE) |SURGICAL GLOVES 6.5 [1 Nos External f Once Daily 1 Days 3 Nos Dispensed
2 |INJEKINS 1MGOSML 1 Nos ! Once Dally 1Days 1vial] Dispensed
3 SURGICAL BLADE 2¢ SURGICAL BLADE 29 1 Nos Exlemal  Once Dally 1Days 1Nos] Dispensed
4 glc_)g?ﬂawg;ﬂs 1 Nos Exlernal ! 1-2 TIMES A DAY {1 Days 1Nes| Dispensed
5 Sgg)zﬁgl\?)((;g‘}z PLY (5 ﬁSgZE 7.5X7.512PLY 5 1 Nos External { Once Daily t Days i Nos Ordered
SPANDANA PASUPULF@

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

Note

* This prescription Is valid only for specified duration.

* Do not refill medicines,

Printed DatefTime . 26/07/2026 07:39 Printed By : GEDDAM SANDHYA PRAMEELA RANI Page1 of 1
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o ".mm“ ¢ MYTIM23D  (F) Rainb‘:'(;w"
e AN A SANTICRE ] Children’s ] Bil"tthg ht
T TR Hospital _ | W rememorns
It takes a lot to treat the littie. 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 t
4 Patient Transfer form |
5 In-patient Medical record 1
6 Doctors progress sheets %
7 Nursing plan of care and handover sheets %
8 Consultation sheet
9 General consent for treatment |
@ 10 | Consent for Surgery |
11 Consent for blood transfusion
12 Consent for chemotherapy
13 Consent for high risk
14 Consent for Restraint
15 | LAMA consent =
16 Consent for special pracedtre / Sedation }
17 Consent for Formula feed
18 Consent for MTP
19 Consent for Radiological Investigations
20 Consent for HIV test
21 Anaestesia notes (Pre Anaesthesia& post) 3
22 Neonatal Admission/Delivery/Physical Exam
23 Medication Reconciliation 1
24 Emergency Triage record |
25 | Pre operative check list 1’
26 | Surgical safety checklist K
o 27 | Operation Theatre notes 1
© 728 | Nurses clinical Presentation )
29 | TPR &BP chart \
30 | Intake and Out take chart (fluid chart) .
31 Drug chart (Regular Prescription) |
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
37 The Humpty dumpty scale
38 | Braden Q Scale =
39 Bed side check list
40 PICU bed formula Dilution feeds
41 Gastro monitoring chart
42 | Rch ED doctors note
43 BP Monitoring chart
44 RBS monitoring chart
% c,é’twg l '
Fadou 6~ \n
Total No. of Pages /q_)o Y% N 3 03 ‘(J
/ Smature a\'nd Date :
(PT0)

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




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




Em -lscs Awups

z
Rai_nb‘iiw" 0 o
PRE - OPERATIVE CHECK LIST e |y
1 takes 2 ot o et O B, Your Right 1o a Safe Deiivery
HNH-00016822 1P26-00006949 pate: . 20| - [9—6
Patient's Name : ........... mi‘ﬂ‘ ¢ MYTM2ID  (F) e Gender: M [F

r. THULABANDULA SANTHOSHI

Biood Group : .......
Planned Surgery : ..
Anesthetist : .

IllIIHII|||||IIII|||||I||||I|ll|||l|

ﬂ Tick Appmpnate Boxes To be filled by Nurse Incharge / Senlor Nurse

S.No

|er/ward. Nurse

INSTRUCTIONS

1.

Weight checked and recorded?

o8

Is the patient fasting for over 6 hours Pre-Operatively?

w

Check Pre-OP Investigations & Results (CBP, Blood Group, BT, CT, PT/ APTT,
Viral Screening, CXR etc) available before starting the procedure

Enema given / Bowel Preparation

Remove all ornaments, earrings, toe rings, nose rings etc and implants, dentures

B CVEVRSWASAS

Sterile Gown Given

Is Blood arranged as required?

If Blood has been ordered - is Blood bag ready?

Ol INIo |0~

IV Cannula to be placed / IV fluids if indicated

dloYolalolblol o [aYoz

Pre Anesthetic consultation with anesthesiologist

Pre Medications Given? (Sedatives / etc)

Skin Preparation

Site is marked

Surgery consent / High Risk consent taken by surgeon?
(Consent should be taken by the operating surgeon only)

15.

=1 IASH NS N A L ST

A

Implants are available

16.

Equipment is avaialble

17.

Antibiotic Prophylaxis is given within the last 60 minutes

18.

olololo| o|alolololelalalalalal o [alalz
o|lo|o|o| ol|olo|o|olalalalalalal o [alo

oNolol|aol olalalalalalalalolalal o [alalz

o|jgjo|joja jgjojojojolg|ajoja|lol o |g|o

NlIEEEEIGIEE

oty

Other (if any)

iSC swithme registrar / consultant immediately

Billing Exec ..‘ ‘-« ts{lgnaime of O Nurse ;
Date & Timga\ . ate & Time :
Doc. No. : R .2.5‘

QTNurseNarne Qm

f‘ ER/Ward Nurse Name : ..
e Signature of ERAWard NUTSE : ....ceevecccnns

IH 2 Dato & Time:
@hp,







Rainbow Childrens Hospital-Himayatnagar

2
| Rainbow Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Hotising
Children’s Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029,

Hospital BrbR R TEL NO :040-48873000
Rainpne WEB : https:/frainbowhospitals.in

ADMISSION SHEET
HEYIRTUH COESRETN o m
Registration Details :
Admission No : IP26-00006949 Admit Date :25-Jul-2026 Admit Time :02:16 PM  UHID : HNH-00016822
Patient Details :
Patient Name :Mrs NIKITHA G Age t3MYTM21D
Guardian : Mr G KRISHNA SA| DOB 1 04-12-1994
Gender : Female Religion
Occupation : Martial Status
Address (H) - FLAT NO 102 GOLDEN SA| RESIDENCY DD Phone No : 8000235886/ 98668374760
COLONY HYDERABAD Bagh Amberpet .

- Hyderabad Telangana INDIA 500013 E-mall, + NO@GMAIL.COM
Admission Details :
Bed Type : TWIN SHARING Bed No .PDA-414 Ward Name :4F-.OT
Room No : PDA-414 Admission Type : First Visit
Contact Details :
Name : Mr G KRISHNA SAl Relationship : Husband
Contact Address  : ’ PhoneNo  : 9000235886

t

49:13 re

Doctor Details :
Doctor Name : Dr. THULABANDULA SANTHOSHI SHALINI - Speclalisation  : OBSTETRICS AND GYNECOLOGY
~

Referral Dactor : Dr Shalini Phone No_ : 0866591359

Co-Consultant

-~
oy

Payment Detalls : Deposit Amount  : 100000.00
Payment Mode :DC/CC Card Payor Name : SELFPAY
Printed Date / Time : 25/07/2026 14:25 Printed By : 016951 Pageiof2







Ranbows | @ BirthRight
PATIENT TRANSFER FORM Hospital | )

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

lunn-ooou;n" " 1p26-00006349 Date & Time of Admission Date & Time of Transfer Order
Mmf‘:::mo myrm210 ()

nnt?HLLAIANDULASMTHOOH'I 9 5‘ [ %[ },é @ > ':I{’{?m %} 9 /7«5 @ 4 Pm

TR o L

Dr NOveenq. Em—n6LE
From Unit To Unit Information to Attendant

pN“/%f 917“ Yes| | No| |

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

RS T s A over to attendant

—f=- Yes | No []

: 2
GG (» (-l If yes, what

Medications / Consumables / Surgicals / Hand over

SI.No. [tem Name Quantity
- Kb —Soomt LD
2.
Ectr — o
3.
4.
5.
Shifting Summary / Notes Written by Doctor:  Yes[ | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

o . A DR . nakena

Patient & Clinical Records Received by :

Kc\\i WNCA

Date & Time of Patient Received : ;)\ 5 ] }1 5)\\& (‘L L\ ‘p "W\

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
|| Unavailable Bed || Nurse not Available [ | Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102




ACTIVITY RECORD FOR BILLING

HNH-00018822 1P26-0000694
9
Name: -- Mrs NIKITHA &
04-12-1004 31Y7M21

Dr. THULABANDULA SAN

"%

N

Ralnbow .

Children’s
Hospital

It takes a ot to treat the little.

BirthRight

Ev’ RA_"SBOW HOSFITAE
Your Right to a Safe Delivery.

UHID No “<emmeemmen—— Consultant : wron DL o
muummmmmuunuum o R e
Room / Bed No : -========nmmumm Ward : —=====eememmeeaae Suggested Billable bed type : --—-------=--=-mmemeumm
WARD TRANSFERS
Date Time From To Signature of I‘:Jurse
2s[726 | UPMm | pre._post| OT NTD 5
25|26 | Sizopn, | OT Pe_posk &y tSaathn
Qe)y [ILoowNneLPost] — (49) () | Guacon

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

10.

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




INVESTIGATI?NS

D/a,te""-r Investigations ,  Order No. Sign
7 4 /
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MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEEDURE

Quantity _Order No. Signature

Proceedure
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ANY OTHER INFORMATION

Date :

Time : Prepared By :

Staff Nurse

Shift / Ward Billing Assistant Billing Supervisor




HNH-00018822 IP26-00006949

{rﬁ": dsiinon ke | @ BirthRight
N il Hospital _ | () msoniosins
| .T FOR OBSTETRICS

Presenting Com‘plaints LMP: 9 EDD: | Q 26

¢lo Uw\bw\y PV T 2-130pm) cgrrectedﬁi /Q, GA: gi'—f l’)’w(c

Obstetric Formula: 4 #vat Menstrual History: Regular :Masl!:} No

Obstetric Examination

Obstetric Hostory: Pﬁn\_{
e kﬁdHh e Fundal Height: () ko~ gang g MW\&E{D

Ut. Activity: ] Relaxed 1 Mild JLHMod ] Severe

Present Pregnancy Record: Liguor: _-#TAdequate []Oligp  [JPoly
S \W - (,mu%hw\ PP: [1 Cephalic  [J Breech Others
o NT Scan ) Head Fifths Palpable:
?SK FACTORS: m TAX - FHS: ] Normal ] Tachy  [1Brady []Absent

Per Speculum Examination '
Draining: #LSFPiesent [ Absent [ Bleeding
Colour of Liquor: \J:Hﬂa/r ] Meconium  [] Blood Stained

Coaita) shth @

Vaginal Examination

- < Cervix: [] Long ] Partially effaced .#7 Effaced
Height: ............... cm 1Q,t,
Weight: ............ kg Os: Closed Dilated LAY
ﬂ A“el’gies: ....................................................... Membranes: D Present %bsent
Breast: [ Normal []Abnormal
reas _ Liquor: _TClear [] Meconium [] Blood Stained
General Examination: _
T — Pallor: — Presenting Part: Vertex [] Breech (1 Others
Icterus: Edema: — 3 Sutton: —=3 (-2 -1 J0 [OJ+1 [J +2
Temp: —Aﬁ—dof e PR: ‘310 Byw Pelvis: [J Adequate [] Doubtful
BP: 'a \q»e
cvs 9 HEP) RS %g@
Liver/Spleen: Urine Output:

o DIAGNOSIS - -mmmmmm e

+
80

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




HNH-00018822 1P26-00006949
Mrs NIKITHA G e
04-12-1904 MYTM21D  (F)

Dr. THULABANDULA SANTHOSHI

LT

Family History:

Ny

Surgical History:

(rprentofy gm;m

Medical History:

N

Medication His;qw:

T Leon Tealeo~
™. Galen )‘wav&tﬂm.

i f/uoﬁdwuv*\ A~ 01

Plan of Care:

Investigations:
Teve ]

‘ MWV
s W Cm\/;j,r\}’ TN Q.
_ Paedk, pieporano) VD
— quoq; Cj) V. t&)o&w—jv pe . HOV
I pre 0
_ ec
- (B _li\ﬂzf—
3 ;DLU# C oetede sireham %%
7 w - R d Catitiow Capheli u&i@h
4+
(B IBAVES [+&3 | '
- o | OPREC P 21"k
Doctor Name: FD( .................................... Consultant Name: jl):“‘p ..................................
Signature: E ..................................... Signature: .../7.. J/ ................................
Date & Time: .. XS, 3’[% Date & Time: ?/fz?’@&@ .......................
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HNH-00016822
Mrs NIKITHA G

1P26-00006949

04-12-1904 MYTM21D (F)
Dr. THULABANDULA SANTHOSHI
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Mra NIKITHA G
04-12-1804 MYTM23D  (F)

Dr, THULABANDULA SANTHOSHI
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1t takes kot to treat the little, Your Right to a Sate Dellvery

PROGRESS NOTES AND DOCTOR'S ORDER

ga'lt‘?me Progress Notes
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HNH-00016822 1P26-00006949
Mrs NIKITHA G

04-12-1904 MYTM21D  (F)
Dr. THULABANDULA SANTHOSHI

m ”l l"””llllll""" "wn II“ L.V. FLUIDS CHART Weight. oo Ward. ..ooevaiams

wuinposition of I.V. Fluid Flow Rate| Doctor Date of | Doctor | Nurse
UeH LU (If infusion, mention ml./hr = Mcg/kg/min. etc) Route mi/hr Sign Stopping| Sign Sign
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::";:2;::22 IP26-00008549 |
;T;t:l.:lmo Ny? u .” Welght ...ccoviiivis WAL o.icvnisuniiinse
T fige.
"H”"” TIQ’IE Nurse Sig. I Nurs;Siq | Nurse Sig. | 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 Dose Dose Boee L.
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e Dot v pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIQ"Ie Nurse Sig. Nurse Sig. I Nurs;Siq. ] 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 . Dose Dose e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e s o f
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication Dcfﬁ?ﬂﬁfﬁgger Route Signature Nurses
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1P26-00006949

HNH-00016822
“"“w‘m ayrImM210  (F) . ,‘% ®
' e ULABANDULA SANTHOSHI E?Ilirl‘(?l%‘z’s @ Bi rthRight"
AR N Hospital _ | [ mmeoncsnus
Sheet No: ............. HEGULAR PRESCR'PT'ONS Weight .............. )5 T [ ——
Dater # /
:_? DRUG : T2~ [ (LDE N AL e 95?%\}(1&'
~ (‘B\" Dose | Route |Frequency |Start Dt. n :
S Sl g o |edey pefor SN (eI OATT
£, = Name & Signature of the Doctor N
Y4 ¢p | Starting the Drugs:
= Q) ,
52 B e wumeenin mTR
4 g nat ™ C B Ca
~; << | Additional Instructions:
SV
Daily Doctor’s Endorsement by a Sign Y]
& [ouermemamapo PR 0] )
e i Dose Route | Frequency | Start Dt. y . V
(W P oupy |acdeseed
Name & Signature of the Doctor
Starting the Drugs: F‘:’ Q}Z{\!i:
W o movstesToa- ~ﬁ‘k% i W
Additional Instructions: =] .l i
(o R D e
o & o
~ - Daily Doctor’s Endorsement by a Sign b/ﬁ %
) = Date» X
= 2 oaus: "Iy NV TRONI DAZDL6rigehs Ol ] )
;;'\"_’. =~ | Dose | Route |Frequency [Startpt.| o ) )
2 Coovy| IV | 1IN | 5| [N ST
Name & Signature of the Doctor ' i — ]
) Starting the Drugs: N/ @( ?o 3"”“@ r:-‘ T:"" *)1
|| Torove K B
_ | Additional Instructions: \ ‘1O
u%/. - (‘\,Cr ) i / \
T & ),
Daily Doctor’s Endorsement by a Sign Y
- ~ [Date}
pRUG - I EANTOPRAYOLE T{ni@%,go\?‘& A
o Dose Route | Frequency | Start.Dt. ]
S dbem | WO 8D %ghcﬁ_hé GallN
O (i Name & Signature of the Doctor B a7\ H
= 4. Starting the Drugs:
I L Y |
g oa O™ i ) =l
=~ L Additional Instructions: e QY L V=L ] .
é ] 3 T T P
= AV ]
g Daily Doctor’s Endorsement by a Sign b L ~7

Docu. No. : RCH /FRM / CLINICAL / 108
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REGULAR PRESCRIPTIONS weight

z
Rainbow’ . —_
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a iot to treat the little. Your Right to a Safe Delivery

Sheet No: ............  RNEQULAN FrACOLNIN 1IVUINY  Weight .............. Ward .....................
oRUG: ENOAPPRIN  [Paei M o

Dose Route | Frequency | Start Dt. )

howt ale | OD 351

Name & Signathre of the Doctor

o

Starting the Drugs: \\'f

P

S

Y

A=

Additional Instructions: -

Chawn PPt diiny

Daily Doctor’s Endorsement by a Sign

DRUG: [ /enDCEF O Datey
Dose | Route |Frequency|StartDt.|
poore] | Plo Bo | 29
Name & Signature of the Doctor
Starting the Drugs:
g KL‘._’
i Pl
Additional Instructions: a4~
CEFPODLX I MEL | [
Daily Doctor’s Endorsement by a Sign
. T METCo NI Dater \\X| \=\
DRUG : METRo NI 02 0 & [Fmeld\ |, 4
Dose Route | Frequency | Start Dt. ¥ v,\‘/
doo| P | 1o | 2973 [(W]V
Name & Signature of the Doctor i
Starting the Drugs: /h\/ '"Q\ﬁ
5 il .
Additional Instructions: of p
\\_‘ u

Daily Doctor’s Endorsement by a Sign

DRUG: | PANIPe Aol (DA
Dose | Route |Frequency |StartDt.| o /[ £)/
Lfcm[ Pl= oD JH)“@ Al

Nameé & Signature of the Doctor

Starting the Drugs: /m/]/
W

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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It takes a lot to treat the littie, Your Right to a Safe Delivery

Sheet No: ............. REGULAR PRESCRIPTIONS  weignt ... Ward ....ooovvvee.
DRUG: [ CEF7Uum Date @N

Ti['ne

Dose Route | Frequency | Start Dt.
b . .

IO pee 2o | 6P| o ¢

Name & Signature of the Doctor ) 2

Starting the Drugs: /""/
==

Additional Instructions: =y,
S {. W

Daily Doctor’s Endorsement by a Sign

Dater
Tir'ne

DRUG :
Dose Route | Frequency | Start Dt.
m FRBSER

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date
Ti;;ne

Y

DRUG :
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date
Time

v

DRUG :
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional instructions:

Daily Doctor’s Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108
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Sheet NO: ..overeeee

REGULAR PRESCRIPTIONS  weignt

Hospital
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Rainbow”® T
Children’s ‘Blrtthght

BY RAINBDOW HOSPITALS
Your Right to a Saje Delivery

DRUG :

Date»

Dose Route | Frequency | Start Di.

Tigne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Docter's Endorsement by a Sign

DRUG :

Date

Time

v

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

BRUG :

Date

Time
v

v

Dose Route | Frequency | Start Df.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:;

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Tir'ne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Boctor's Endorsement by a Sign

Dacu. No. : RCH /FRM / GLINICAL / 108
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GENERAL
DOCTOR

NURSES

FOR THE SAFETY OF THE PATIENT

| : b5

[ H"r' w'rhlﬂ“o‘;m Ela."?c?ow . B|rtthght“
| n\m\L\Aﬂ\\\\\\\\“\\ i Hospial | g amnit:
| DRUG CHART

E Date of Admission: aJ/> ]/ 28 . Drug AIBIGIBS: ....ovevececreeeeceeeeeees e ) Not known any Drug Allergies

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
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)

t =
oRUG . ONDPNIZIeONE Weetl\gﬁtb
Dose | Route |Frequency |StartDate| = |
Doctor's Signature |Valid Period| Pharm.
A

Additional Instructions:

! - Date»

| Dose Route | Frequency |Start Date

) Doctor's Signature |Valid Period| Pharm.

\ Additional Instructions:

!

X

! . Datey

| DRUG : Tige

T Dose Route | Frequency |Start Date

3

L Doctor’s Signature |Valid Period| Pharm.

§

:r Additional Instructions:

)

"

} Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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Dr. THULABANDULA SANTHOS
AL i ""”“"" REGULAR PRESCRIPTIONS  Weight. ............. Ward. ..o
: Date
DRUG: (EFOTAXINE oo
Dose Route | Frequency |Start Date
1q |\ By [ ‘4 -
Name & Signature of the Doctor ’\ N >
Starting the Drugs: v —F
'br wi
Additional Instructions: =d
Fon LB
Daily Doctor’s Endorsement by a Sign
- Date}
:‘Ef . DRUG : MDNOCG J:' Time ‘5\}%\1@' i
(j F? Pose ‘Et\(l)ute Frequency |Start Qate : ?O‘:a/ /
— E? Nan & Signature of the Doctor | N B
LR Starting the Drugs: g
;-:v =k v : 1] 77\‘]1‘2 —n
> o ™ Dva , [ |
U < [ Additional Instructions: ———¢ FuL P - ]
= s W/ ot \ g 7T
Atz des - oe =]
/
Daily Doctor’s Endorsement by a Sign E Y \
o . Date} 5
¢ | DRUG: TR Paacerpm O\ Timen? \ig ‘\*%A
- (0| Dose | Route |Frequency [StartDate| | , |- 1
- { N 7 C
=~ =t % |buew ofog ©F | N @é’
“+ | Name & Signature of the Doctor .
tn € . N B AP
—- ¢=| Starting the Drugs: R
= ; L:- a éﬂ a o(} \
— Additional Instructions: N | N 0
bt ¥
NN
R :%
Daily Doctor's Endorsement by a Sign b_h/ /
Dater
o Q,gse Route | Frequency [Start Date| -
s bR sevy bfor e —
= {2 | Name & Signature of the Doctor ' [ P -l
= %.| Starting the Drugs: i L WV S
2 = . ___:~$ 2 \
@ @ Wil e v < Y MV ekTuA
5 i’_‘ Additional Instructions: il Q'“)‘p"}/{l L
5 <2 '
Daily Doctor’s Endorsement by a Sign
Page: 2/4
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Department of Anaesthesiology
PRE-ANAESTHETIC EVALUATION

Proposed Operation:

]

Ralnbow
Children’s
Hospital

It takes a lot to treat the little.

N

BirthRight
. BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

A [ rom
B.P/CRT: \isisnneiss HER? v Weight: ..............

Laboratory Data:
i+ +NP— GBS - iocsismnsvsmsyenzsann; P TOURINE ceimmesnaiesmsoninsness
53 R ———— LR s reepomemreerny el IR e e
WBC: CIeEE cosnmmamnny BLe1 111 JER—
1 T SN | —— 1] A1 | SN e———
Pl K e 13| ¢ L ———
P B s conssscapissmins CAEEEY s AIKPhOS: ,ecisvmsisveanion
[ {2 —— Mg+ + s ATYIARY ssainsiiais

] RO SGOT/SGPT: ...

HIV: ..... X-Ray: o
HBS Ag o c T
HCV: ... o1 B 3 R
Blood gro " Stress/AnglO: ...
T3 OtHEF: .t aasityss
T e
T
Allergies:  A/leHA—

Medical History: CVS

o Ny ArfiLin) Wedi) ZLT|

Diabetes :

S: fopwlan’ AN aéow/’ c-Uph ak 2y e

Renal :

7 pnesmgniind

Hepatic / G% Wi{ 24l

Others :

U prysicaneiity.  ggord Acfing. NIHA =
7

Past Anaesthetic HISlOWW ﬂ‘;ﬁz@w{&# p O- A&ﬁtﬁ ¢ 64/
Physical Exam: (f W AML C/

Airway: MP 1@)3 4

Lungs : M@

Mouth Opening: M Mentohyoid Distance: B Neck: @ Teeth: Mw
17 -

Heart: (/f%y + Me—

CNS:

y ¥

Pregnant:

s [ No CINA

-

Venous Access Sit

pine Exam for regional

ol

Anaesthetic Plan: C1MAC Wn-m CJLMA

/ 7/

Peri-Operative Plan Explained to the Patient: )}Ves/ o No

=

CURRENT MEDICATIONS

DOSAGE

ELpafin F

DuvAD

iLoN Y

(o™

fofca/M'T

JrerETEeE

Signature

Docu. No. :

4 ;
Pre-Operative Instructions: ,/Cmu el gt %’nﬂ

1. DVT Prophylaxis :

Water/ ORS 2 H
2. NIL ORAL<_ o, " AR

Qthers 6 Hours
3. Informed Consent; ,Q'Stan/‘dard

4. Post Operatlve Pain Management:

triictio S

—

Discussed with Patient
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Pre Induction Assessment:

ANAESTHESIA CHART

Rainbow" . g
Children's | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
1t taks a fot to treat the little. Your Right to a Safe Delivery

Change in Patient Condition:

[ Yes <= No

Fasting Status: Adeonala -

Physical Status:

> Patient Identified

LEI/Consent Present

Ifl‘/ﬁﬁrt Reviewed

H.R:

2 ypair . [BP/CRT: 130

\mq|5po- 007 [RR:

14 f UL [ Last Feed:

Pre-OP Dlag|103|s Do 22w |

VI=..pROM  Operation: . éW\MﬂfMﬂL{ 1Lees.......... Date : {024

Surgeon: ..y (féWl

Anaesthesiologist: ﬁt(am/wlﬁ‘lf\/?/) Technician: MME(&MM

TIME 1 \ <
N.O /AIR /O, LPM b )
HALO /SO /SEVO Antibiotic
Drugs: 3
L4 & Y
WG ORI TR S TGH o PG sf” d
uppository
DO T A =AY ALTDN 2
i e “MAMADEL| 16D ¢
. ] < Vv .
INJ. METOOLY 0 Ny MM{%HM (oo
Blood Loss
" o SO mly .
FIO, / Sa0, 19 [TV LTV
ETCO, u
ECG (LD |
Urine Output NOTES
A ~N a—
838 4
==
[ragy=)
B.P 240
V Systalic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120 T A7
100 L
80 7P
0 N ARk AT ~
40
20
10
0 Y
ABG u
LAB Values
GRBS
the
E£~"Equipment Checked and Temp: Induction Regional:
ug)unctiunal [J HME ] Fluid Warmer LWV 1 Inhal Extremity Specify: ..
~ .‘ U L” [] Cling Film ] OH Warmer ] Re O, CJRSI mr!al [] Epidural D Cauda!
] Cuff Site: [C] Hugger's [ Cotton Waol ] Okers Others: .
[ ArtSite: . ‘ her
L EKG Lead ‘2/\1:?4 i O] Ma [ SGA Position: . am “}
[] Temp Site Times: [ Airwi [ Oral [7] Nasal Site: .. ... MM
1 FIO, Monitor Anaes Start: ..... B Needle Size: 4 [W Depth
] Agent Monitor OP Start: .. E Oral DNaS.al [ Cuff Parasthesia [ Yes "Zﬁo
£ Pulse Oximeter OP End: ... r U Tracrfeost y ] Topical Catheter at skin .. -
[] Capnograph Leave OR: ... &2 L1 Drug Drug Name&Conc:”D.!. 7
@ Ventilator Anaesthesia: [ Awake [C] Direct Vision Bolus: a{ -
1 Nerve Stimulator ] GA [] Video Laryngdscopy [ Stylette / Bougie Infusion: .
. 1 Monitored Anaesthesia Care [ Fiberoptic Block Level: (f \1 ;%
Postan MW e -Regional Blade# .............. Wttempts: ...
‘Z”PTESSU(G Points Checked Difficuty Why? ... \o........... Comments: . aii
Line (Size & Location) Transpgrtation to
Elfe g_ﬂ"’- LICVP: e [ Bilat = BS APACU oicy L] Other
ID T:;te [] ART: . (84 - [ Semi-Closed Circle Relaxant Reversed  [] Yes (] No m.«m/
i QBLJ—/ QC’ [[1 Closed Circle
[7] Padding oW O Other Name of the Ductur:...“...wﬂ..; M U"\“f mm
= CIV: T

Signature of the Doctor :.
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Rainbow"® &
Hospital

It takes a lot to treat the litthe.

Children’s .BirthRight"

ST Surtical Disposables
circulatirig staff - » P

~ Used Disposables (l}_g_byﬂdeq) .

| nj vitK VU=

- ol | Pl
Anaesthesia Disposables R - km

ET tube | Sutus 9o Gy Z%G)'f

Cord Clamp

tion Catheter .

A |G R26

L 4 1

|_L—Feeding Tube

£cG leads : A/ P/N -
|

HME fitter : A/ P/N

[\

" Vaecum Suction Set

|

LY
7

Q| Surgical Gloves St
<]

L —@mauze Pack - 2

| ~Syringe @T/ 2"

Syringes : 10¢¢ -m ve Sy, 6 £
T m—la clews

/Surgical Blade # 20

Koochies (S)

[ arwils 4y &
| 7 Dbl woxdy
o TP M)
04 \L 1 m '
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STAT / ONCE ONLY DRUGS
NBIMIE: ..ottt be e es b en bbb s et et bs s s s s enenssassenensnnes Weight: .......ccccovnnne kgs
" SHOBEND:..........cccci-cvenee
DATE TIME MEDICATION moee| RUE [ sfuN:EREN o
26 [+ | 10pm | Doicoiar appostel, [l P MNP e |G
' 7 iy
-98! ¥ '\\\Pﬂ.ﬁ DULCEL::::;Uj oLy Q—Omul P-\Q A @ %

Docu. No.: RCH  /FRM/ CLINICAL / 136
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MnyrM210  (F)
ULA SANTHOSHI

i

Rainbow® g -
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

MEDICATION RECONCILIATION FORM

B e VZ'/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)

SNIftING FIOM: +....oovsoeeeoeeeeoeeeeoeessreeres e SNIEA 10! .rr oo
S.No (GENEHIEENT:III‘ET[I:‘:,I!#:II.“ EETrEHS) (mg?:ig) (Po,ﬁ%l,];%, v) | FREQUENCY [L;:tseT/DT?,.s,i ?gﬂ?’f’%‘gg
1 "?""f&af?ﬁmm . Oc ooe
2 | =T \U:LQ/BW) ) veds PO 00 0C 0I0C
3| . eALauvm [ reds| PO ob 0C 010G
¢ T dwa Ao g 2o TD ¢ CDC
5 T%@@/\MA ;ﬁm@} PO oN [ 0IDe
© Mol custen 200y 0 o e
T - Iniovd [Mely PO op | Cc Coe
9 J U ¢ dnc
10 C¢ ooc

Doctor Name & Signature : ............... D* .... .. : :-DV\Q .........
Date & Time : .............. O?( %’}\% ..........................................................
Nurse Name & Signature: ................. &4' A}“ﬂh ...........................................

Date & Time : 130‘?[14@ ..... 2P0

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

* C- Continue, DC - Discontinue
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PATIENT TRANSFER FORM 4

\
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Rainbow”® . L
Children’s 2 BirthRight
Hospital .

It takes 3 lot to treat the littie.

Patient Name & UHID No.

HNH-00016822 1P26-00006949

Date & Time of Admission

L5 38 N \eP™

Date & Time of Transfer Order

0 5|3 Q) 1500

Pt & Pols

(3192

g‘:\m\mﬂmﬁ‘m ﬂm‘\'\‘iﬂ’“‘ﬂ“ Transfer Ordered by Reason for Transfer
D Mecditsdo on 17/

Ye/SEr' No[ |

Number of Sheets in Clinical File

%O

Number of Imaging Films

=
VL
v 1)

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

Yes| | N(u}ﬂ

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
; 0 ) ()
2 | i NS
3.
4,
5
Shifting Summary / Notes Written by Doctor: ~ Yes+| No[ |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

D MMFCU_QQ\ ‘

Patient & Clinical Records Received by :

\gtA/\ m/\ﬂ[4 @ \'LG\N)

Date & Time of Patient Received :

%\'ﬂlé

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

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

|| Nurse not Available

[ | Available Bed not ready

BY RAINBOW HOSPITALS
Your Right to @ Safe Delivery
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A Mrs NIKITHA G - =
.M 04-12-1904 nyrmM2 ( Rainbow® .

Or. THULABANDULA SANTHOSHI Children’ BirthRight
T Hospical - | () msonsams
RESULT SHEET

e \P [2s]3 [20]F
Time o 0:23Pm
Hb e ) 12.0
PCV 3q-0 | 34. 0
RBC w4z | 4.0y
WBC I--42 | 9 X
N/L R2[Iy)
Platelets 207} { 3
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

\

o0

o0

Docu. No. : RCH /FRM / CLINICAL / 0138 Y (PT0)
X,

k> F -



Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Iz Bﬂ&ﬂ%_ﬁi\hﬁma
¥ G %P

"ULA B C  FERGE N nya 758 (Yo bah ck
v

LIS AN SONBIIVILIES ¢ ..........c.conermsvnscessroressmsasassassaressasssrsssonsesosesassns sensnsanssssamsnsasmanssanenysnsesdyRsssssssnesshasisisonspiisarssashentss

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

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

Radiology : UBEE i mmmimninnsm it s s oy s e et e e A SR A ST

WAL o vsscsnsomnrseonsssssbimessson sy oAss s v eBoass FoR SR AN SO AS5R5oE3SR AEES A S SSANR EOA YEbA

Others (ECG, Contrast STUIES BIC.,) & .ivoverireiriiiiiiieii ettt

X,
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Rainbow"® . L
Children's | @ BirthRight
Hospital .mw
It takes 2 lot to treat the: fittle Your Right to a Safe Detivery

carly Warning Observation Score Chart - Obstetrics

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

ﬂ?{ Date V= I — -
Wz : Time | 8 [ 9 [10]11|12] 1 56{7@@@1&/121@345{6‘7
RESP = ?go
(write rate in
corresp. box) 11-20
0-10
. 94 - 100 %
Saturations <92 %
Administered 0, (L/min.)
40
o
3
o *
©
< 35
=
(]
-7
=
=
-]
o
170
160
':5: 150
=3 140
@ 130 = 1
” T g 120 \23 13 19 N 3 .
- 110 ¥ \f /, ’\ 7
3 100 |} mIw
c 90 P ] v
i 80
70
o >
i 50
o 130
& 120
é 110
& 100
e 90
¢ . LY
18 50 NG e
3 70 L[] 19
2 60 w Y =79 A AR 7 I%
5 50
40
NEURO Alert
RESPONSE Vaice
[+] Pain
Unresponsive
URINE > 30
mls / hour <30
. . Protein + +
Proteinuria -
Protein > + +
5 Normal
Lochia Heavy / Foul
" Clear / Pink = -
Hauor Green
TOTAL YELLOW SCORES / UT = TH /O 7
TOTAL ORANGE SCORES X 1A B B
Nurse Initial @l lhA LA
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Obstetrics'and Gynaecology ]

4

-

) Complete a Full

Set of MEOWS
Observations

~

Early Warning Signs

A FLLES

S

1 Yellow Alert :
Repeat Observations
in 30 minutes

J

”

-
L]

\
/
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
.
2
> 22Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
. monitoring
\.

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

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

26

14

Date

Time 11|12 \ 7 11|12

(w3 @

RESP
(write rate in
corresp. box)

> 30
21 -30

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (Jmin,)

3,dwaj

40
39
38
37

E 3

i

36

AT,

35
< 35

aley Wesy

170
160
150
140
130
120
110

100

90 %

80

(]

=P
o
=\p

A
ol
Pl

=1
m

[s 28]

70 e

60

50

TN - | = i T o e ) e P Y 0 o i ] ) S 1 O |

anssald poo|g 1|01sAS

190
180
170
160
150

140

130

i
120 |

X

et

1
RD )

110 =

N,

100

e
A

5%

90
80
70
60
50

ainssalg poojg Jljoiseiq

130
120
110
100
90 \

80

70

60

50
40

NEURO
RESPONSE
[¥]

Alert

Voice
Pain
Unresponsive

URINE

mis / hour |

> 30
<30

Proteinuria |

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

NS

Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

\

s N R

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations . in 30 minutes

N /

(

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

(N

* The Madified Early Warning Score (MEOWS)
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~arly Warning Observation Score Chart - Obstetrics

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

Date I = = L
95,\‘}(\25 Time | 8 | 9 [A9)| 11|12 1 3(af[s|ef7]|8]|ofo)rr|12|1[2)[3][a][s5]le]7
30
RESP ——

(write rate in
corresp. box)

=l

‘n

Saturations <94 %

Administered 0, (L/min.)

2, dway

ajey Ueay

180
170
160
150
140 B
130 JO¥
120
110 / - \

00 AN 5] iR
90
80
70
60
50

130
120
110
100
90
80 \ m! N U ;
70 k&) A, N J
50 Y1

50
40

NEURO Alert [ T T— -0 | — | 1 T=F [

RESPONSE Voice
v Pain
[¥] Unres i
ponsive

—>
aNssald poojg 1|0IsAS

R
aunssald poojg 1joiselq

URINE > 30 ¥
mls / hour < 30

Proteinuria Protein + +
Protein > + +
| Normal —
== Heavy / Foul
Clear / Pink 7
Liquor oL /e
TOTAL YELLOW SCORES 0 S ; e g
TOTAL ORANGE SCORES o — 8 ; @ ‘
oy = z 3 s & ~
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( Obstetrics and‘Gynaecology ]

Early Warning Signs

/

N

Complete a Full

N\

, -
.
gl s

2

ag-

Sgt of MEOWS

Observations

/

4 N
1 Yellow Alert :
Repeat Observations
in 30 minutes
\___ T y
(
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Qbservations
. in 30 minutes
. J
\
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
. RepeatQbservations
¥¥in 15 minutes or continuous
monitoring
- - - J

* The Modified Early Warning Score (MEOWS)
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Hospital

It takes 2 lot to treat the little.

" FLUID CHART

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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

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

| qg\“;j" Intake : ‘umm“h «;f‘z\:"“, £ T|.||\/ Site
Date | Time Oh#aéllg% Route NG | Diarrhoea | Vomit |Drainage | Urine °é%:°1'§g &t'ﬂge
Mouth | LV N.G '
08:00 am ]
09:00 am i
10:00 am oL
11:00 am \“
12:00 pm . =
01:00 pm v
Total Intake : ; Total Output :
02:00 pm Q o homm)
300pm | ) , v 10w/ /
‘-}' 04:00 pm j b 0 s ‘
rlfj\ ns:ooméj_, )4 %; 9 conh U] 5-’@*‘?*7
06:00 pm | RU Keve I 1>
oroopm| RC | Y7 | 1/ €13
Total Intake : \qOMuky © Total Output : Py €< O Q@‘g)u( 7
08:00pm | Q) | oy |00 ! s
03:00pm | P | 1\1211 |0 owy el %00 Q.ij/\ yigjei:
10:00pm | Q | Yoo Y] m W
AP\ [itoom] 0 | g olioam = | O
20| | | log v | N T
0100am [ @ | 10 Om 100 1 9@
Total Intake : Total Output : o
02:00 am 100~ )
03:00 am 00w o [T M. S—— E,,,\Fk
\'L 0400am | PL_ 1200 2 | ~
KY 05:00 am L0 Ay
VN [wwan| [ Tl [oow[ A P 000 — %
07:00am | Y N 0oen | £~ v |
Total Intake : Total Qutput :
Total 24 hrs. Intake {8 00~ Total 24 hrs. Output | “to0
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It takes @ lot to treat the little. Your Right to a Safe Delivery

Sheet NO. & v

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.

, Totee : Output ; Tg\rfoﬁ‘:tgo_' :
Date | Time Sagfuﬁ Route NG | Diarhoea | Vomit |Drainage | Urine | PHEORS ,?G?ge
Mouth | 1v [ NG :
08:00 am o
o e j@) P v O [ )
\ 10:00 am y ‘ o N » W/
& 11:00 am /'NF 0
(¥ 12:00 pm ~ (Y
01:00 pm D
Total Intake : . Total Output :
0200pm| | P A )
\Q“ [ | [\ X 2 AKZaEN |
w\ aoopn| 5 [ 4T el L Ul P
05:00 pm ., £, \\AU bl ;3“ ] v ’W :
(ﬁo 06:00pm | | s | ' P vV
07:00 pm £ /—’ 1
Total Intake : Total Output: )~ 1 AA—
08:00pm | | \ .
09:00 pm \ AN / ©
& [otopn| | e A Vi <
Q\ 11:00 pm L - \)\B L\/ R§ Y il \
o [1200am| | M A / il Q_
01:00 am v
Total Intake : ’ Total Output :
02:00 am , A
03:00 am [/ 7 {

N 04:00 am L A N / / -~
@‘ 0500am | \3¥ AV AN 4
~F  [osooam| | [ / Pk

0700 am / £ i
Total Intake : Total Output : -
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

o o _ Output ; JVsite
Date | Time Ohéagﬁfi% NG | Diarrhoea | Vomit |Drainage [ Urine | Phiebitis ,?liﬂ'slé
Mouth | LV | NG P N
.| 0800am W / ]
\\ [0900am W P4 { 2
\ 0| o [If & o X % ‘( 2 i
/X 11:00 am N = ) /‘
v 12:00 pm g / ’ - / — \ J
() 01:00 pm )
| Totalintake: __jq a2 Total Output: A ) —
02:00pm | Wa )
soopn| | [\ I A )
\f}’ 0400pm | © e §/ V) o Il L
Q‘\q 05:00 pm a9 ) ‘ 7 ® il
g 06:00 pm N - / // v {}
07:00 pm J
Total Intake : m,\ Total Output : s 2 2~

\Q"’ 0800 pm P % |
AN [0s00pm W\ 7 = )
10:00 pm (ﬂb") C{ N \/ J}

|

[

11:00 pm T v \ 4 o
PN 12:00 am Wl L/
: 01:00 am L § j
Total Intake : Total Output :
02:00 am 1 [N
! 03:00 am - o | |/
04:00 am q&\/) X i ((( > /
is00am| © |4 (I =
i 06:00 am \ N / pal P / VA
07:00am | / - vVl
Total Intake : Total Qutput :
Total 24 hrs. Intake Total 24 hrs. Output

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

It takes 2 lot to treat the littie.

| FLUID CHART |

1. All measurements in ml.

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

Intake

; Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

Mouth

Y

08:00 am

09:00 am AN

I~
12:00 pm L%

@ 1000am| <, BV
ER " [ 1100am %ﬁ\

/

01:00 pm

/

Total Intake

Total Qutput :

02:00 pm

03:00 pm

\5\ 04:00 pm
CSQ 05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. OQutput
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BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
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—

Date: }5)}’%

« | ) Maintain Airway and Oxygenation {1 Relieve Pain & Discomfort (LZ" Maintain Fluid Balance L1 Improve Activity Tolerance [J-Maintain Good Nutritional Status [] Maintain Skin Integrity
E L-Maintain Personal Hygiene [] Prevent Infection [] Meet Elimination Needs ] Ensure Safety (] Early Ambulation Reduce Anxiety CIPatient & Family Education
© | [ Identify Potential Complications L] ANY OIS, SPBCITY. ... evevee i eee ettt e e e ee et s e e e e e et e et e e st e s aess s e s e e e anbabn e e e e e eeeeenbnnnaeeanees
. . . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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Morning
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)
Docu. No: RCH /FRM / CLINICAL / 148
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@ :kw/min Airwéy and Oxygenation @:Pain & Discomfort /u?mn Fluid Balance ,\/ﬂ“lprove Activity Tolerance Wtain Good Nutritional Status L in Skin Integrity
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M NURSING CARE RECORD Hospital_ | () zamenasne:

Date: Q/'?’//? .....................

] Maintain Airway and Oxygenation [] Relieve Pain & Discomfort 1 Maintain Fluid Balance 1 Improve Activity Tolerance ] Maintain Good Nutritional Status ] Maintain Skin Integrity

(%]
'-';U ] Maintain Personal Hygiene [1 Prevent Infection [1 Meet Elimination Needs ] Ensure Safety (1 Early Ambulation Reduce Anxiety [_] Patient & Family Education
© | O Identify Potential Complications T] ANY OIS, SPBCHY.........veseeseeseeeeeeseesssesseesss e ee e eees e ess s et e e essene s e s e e e s st eneeen s ans s et e eanene
. N
Time Plan of Care Time Implementauon Evaluation Re-Assessment &“g?g,,';?f,‘,?:
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[ Maintain Airway and Oxygenation
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NURSING CARE RECORD
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Rainbow® ) .
Children’s @ BirthRight
Hos p |ta| . BY RAINBOW HOSPITALS
mmmmmmmm Your Right to a Safe Delivery

[ Relieve Pain & Discomfort

[ Maintain Fluid Balance

1 Improve Activity Tolerance

(] Maintain Good Nutritional Status

Date: ........ Z(V/H ....................

] Maintain Skin Integrity

CMI»\/

/ Mrﬂ%nw
a fu dnnr d\w

B

oy

ﬂﬁ%m)‘ﬂwdﬂm} ool aek
v Qo dryyy thald

l‘g? ] Maintain Personal Hygiene CJ Prevent Infection () Meet Elimination Needs [] Ensure Safety C) Early Ambulation Reduce Anxiety I Patient & Family Education
& | [ Identify Potential Complications L0 NI IO SOOI v i s SN AT A B A S AR S
Time Plan of Care Time Implementation ; Evaluation Re-Assessment ﬁ“g?;,,’:ﬂ',‘g
"ML condi ity <Mt blre] A ()J conoUHih ‘ _ Qeclathe)
o Cp > Mok fﬂ m}“@w honvtoved W feusd P 5 )
HONE Hadtlain GLo dhatd |5 (ﬁDLQCUﬁ’JﬁUq(Dﬁ) hat ilah 0 P oS
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| \“““ “mm Children’s @ BirthRight
CHECKLIST FOR TH ROMgBTOPH LEBITIS Hosplial, . e
2517 2 27 (7
~ DAY:] 2|7 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ [E]T N M E ™| m [(E] N Remarks
: No signs of phlebitis / (S
1 IV site appears healthy Ohsarve caninis 0 (D (225 ) © ﬂ o |4
One of the following signs is
2 evident : Possibly first signs of phlebitis 1 ﬁ/
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site M- 4 '\r”} MA ,ﬂi VA
3 l\r?e(\):{ Jgst?‘oilowmg Signs Early stage of phiebitis / 9 4//7 v A
Pain at IV site Redness bk G N)ﬁ\ ' Nl) A I n
glli g;rtn? e NGRS s i Medium stage of phlebitis /
4 il Resite Cannula Consider 3
Pain along Path of cannula Ly
Redness around Site Swelling Treatment N‘ﬁ‘ 4. N 9 NA @ IW}
Qyigértl?zrzgllgft;l\%iign RER Advanced stage of phlebitis or
: i the start of thrombophlebitis /
Pain along Path of I
S Rzl:j]n:gg groﬂndOSifea b Re site Cannula Consider 4 1’!{4 N % NA Np /L7,(} VA
Swelling palpable Venous cord Treatment N‘ﬁ\
All of the following Signs are
evident and Extensive : Pain g?:?r?ggghm?t?so/f 4,
6 | along Path of cannula Redness o . 5 A
around Site Swelling palpable Initiate treatment Re site Nﬁ_ N L)- Nj /W/NA N
Venous cordpyrexia Cannula
Signature of the Nurse 4B @ S § e | |
' |07

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 Charg\e :

Signature : ......... .

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

S e Sudodben

Signature of Ward In Charge :

Signature : .............. @l ...................... Name : M‘HAW




C -

O

01
', ..u)lur::zz 12600008549 )
' S o Rainbow® : . e
iy o | L
CH EGKLIST FOR THROM BO PH LEBITIS It takes a fot to breat the [ittle. Your Right to a Safe Delivery
Yooy
NN DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION | SCORE E N M E M E N. Remarks
. No signs of phlebitis /
1| IV site appears healthy ‘Observe cannul 0 \
One of the following signs is \
, | evident: Possibly first signs of phiehitis ] ¢
* Slight pain near the IV Site / / Observe cannuta
* Slight redness near IV Sitei'
3 z\r\éoec‘ﬁdﬂ;gt‘follomng Signs Early stage of phlebitis / 9
Pain at IV site Redness ~ ~ Reslte Cannula
?\l}ié);;? B following Signs are Medium stage of phlebitis /
4 Pain alohg Path of cannula Resite Cannula Consider 3
Redness around Site Swellirg Treatment p o4
legég?g;glgféggﬂgns are Advanced stage of phiebitis or
5 | Pain along Path of cannula g‘e start of thrombophlebitis / 4
Redness around Site & stlltﬁ_CannuIa Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive ; Pain 'ﬂr‘]dva";edh?t%@ of
5 | along Path of cannula Redress } r ll)m ophié |t|sé o 5
around Site Swelling palpable. nitiate ireatment Re site
Cannula ¢ AR}

Venous cordpyrexia

w+ Signaturejof.the Nurse

*

1
NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health caré personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phlebitis.

Signature of Shift In Charge :

SIGNALUIE ¢ oo seeneneerreaenes NAME § oot sase e seneas

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

Signature of Ward In Charge :

Signature : oeeeeevevnenns Anevereenemsenemenssenreesans 1) (1 R
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\

Morse Fall Risk Assessment Form et
Vil ]
. ) 1
Choose Highest Applicable Score from each Category Date/ Time |9¢/7(2 | 27 77 1y Fall Risk Grading
Score PiA Uuo
History of Falling : Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morse(';:IsI)Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
. i 0-24 i
Ambulatory Aid Crutches, Cane(S), Walker 15 Low Tk Precaution
None /Bed Rest /Nurse Assist 0 0O O O '
IV / Heparin Lock or Saline ;es i (?./O 20 &4’3 Implement
o
: Moderate Risk |  25-50 | Moderate Fall
Impaired 20 Preventhn
GAIT / Transferring Weak (uses touch for balance) 10 Intervention
Normal /On Bed Rest /immobile 0 Implement High
T ] i . i
Mental Status Folrgets limitations _ 15 High Risk > 51 g;ztel:r?tlilon
Oriented to own ability 0 o 0O P Intervention
Total Morse Fall Scale Score: 5O O \é e
Signature | /4 % Q
Tick (+) 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) (J Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital T Assess patient after visitors, leave to ensure safety measures in place
[J Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[J 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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Morse Fall Risk Assessment Form e e
. f
D Ti 5 QR 2‘4
Choose Highest Applicable Score from each Category ai;ac/;r;me Q’ﬂ: Hw —222,/ } éZ 7 Fall Risk Grading
. . p 57 Oics L
History of Falling Yes 25
(immediately or w/in 3 months) No 0 =) I, & Rk Lavel Morse Fall Score Actien
(MFS)
Secondary Diagnosis Yes 19
(more than one diagnosis) No 0 5, @
i 30 Fall
| Furniture Low Risk 0-24 gtangﬁtricl!) na
Ambulatory Aid Crutches, Cane(S), Walker 15 rec
None /Bed Rest /Nurse Assist 0 © & o
Y 20 ¢ '
IV / Heparin Lock or Saline Nes 2 ?’;ﬂ, é@ s = Implement
0 & ' Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 rrtt;\;er;::ggn
nterv
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 @ ') implement High
Forgets limitations 15 Y Risk Fall
Mental StatUS g e - ngh R|5k 2 51 Prevention
Oriented to own ability 0 p Q I, i
Total Morse Fall Scale Score: X) DO 2o
Signature @/ (? ;ﬁ

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

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

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

[ 1 Assist and/or supervise ambulation. Reinforce to always call for assistance

[1 Hourly safety check

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

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

1 Initiate constant observation by healthcare provider as appropriate to patient's needs
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1t takes 2 ot 1o treat the itte. Your Right to a Salg Delivery

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

Date : |77/ '?9/9*9«5@ C et
tine {7 oy TSP [

4. No limitations:
Makes major and frequent changes in

“??&

Mobil : r S A : - o 4
ity in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Cf \.f
without assistance. to completely turn self independently. independently. [
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
Rk Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : i \ . : i
of physical activity’ Confitod t bad non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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

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

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

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.

~
o U
" sy

Moisture Degree 1. Gonsnmly molsl: 2 |_Iery moist: . 3. Occasionally moist _ - 4. lflafely moist: o
t0 which Skin is kgpt moist almost Funstantly S}(un is often, but not always, moist. §k|n is occasionally moist, requiring Skin is usqally dry, rouln_1e diaper )
skin is exposed by parsplra?ion. urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing l )
t6 inolstire Dar_npngss is detected every time 8 hours. every 24 hours. /
patient is moved or turned. ks ‘1 (/{
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: "r '

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

Friction Occurs when
Skin moves against

Requires moderate to maximum
assistance in moving. Complete lifting

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

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

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

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

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

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

but will usually take a supplement if
offered.

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

-
<

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 : lessthan 9 | High Risk: 10-12 |
Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name

DR
=




N Support Surfaces
Risk Score Category Action , (Ptease Note: Only required for children who are deemed at risk due
" by to altered mobility, consider occupation therapy referral for advice
Retju:ar Turning Schedule o ) _
- Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating oressure matiress overla
Manage moisture, frictim] and shear gp y
. A Advance to a higher level of risk if other major risk
' factors are present
_ High density foam mattress
Use the Same Protocol as for “At Risk” Patients I
13-14, Moderate Risk Gel pads for high-risk areas
' Position patient at 30 degree lateral incline using foam wedges )
Alternating pressure mattress overlay
_ ﬂ Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning scheduls Gel pads for high-risk areas
Make small shifts in their-position frequently Alternating pressure mattress overlay
' 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
severe pain or with additional risk factors. Alternating pressure matiress overiay
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1. Completely immaobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightiy limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Miauiy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. \1 l,’ 4,
without assistance. to completely turn self independently. independently. ‘
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; |
— Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Acitty Tho degrod 1. Bordtast : i i i i i Walks outside the room at least twice a
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without

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.

<=
1

)

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 restiessness; 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

ki tq ) d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing tf
s tlg : ;2?:;‘3 Dampness is detected every time 8 hours. every 24 hours. 9]—\
patient is moved or turned. \-{
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bany
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.

I\

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hag;
<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%; hemaglobin may be

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name
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Support Surfaces

Risk Score Category Action (Please Note: Only required for children who-are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regu: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 oressure mattress overta
Manage moisture, friction and shear ap y
Advance to a higher leve] of risk if other major risk
factors ‘are present
_ High density foam mattress
) Use the Same Protocol as for “At Risk” Patients o
13-14 Modearate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges ,
: Alternating pressure mattress overlay
Follow the same protocol as for “Moderale Risk™ Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
) Use same pratocol as for “High Risk” Patients High-density foam mattress
Less than 9 Severs 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




HNH-00016822
Mrs NIKITHA G
04-12-1904

IP26-00006949

NYTM21D
Dr, THULABANDULA SANTHOSHI

T

(F) ]

)

PAIN ASSESSMENT FORM
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It takes a Jot to treat the Mbe. Your R|ghl to a Safe Delivery

Pain’'Stofe . - Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Factors Educated .Imervanlmn Sign
1 Continuous | i Acute ] Sharp 7 Dull [ Increasing | [ Yes M
r),g rlﬂv\ ) [ (p 0 [ Intermittent | T Chronic [J Aching [ Burning | [] Decreasing | [ No S ﬁ\
' “El Continuous | [ Acute (] Sharp (] Dull [l Increasing | [ Yes
1 Intermittent | [ Chronic [1 Aching (] Burning | [J Decreasin L] No QE]?
s Wml ©  [NA : y v L) B
[7 Continuous | [ Acute 1 Sharp 1 Dull [1 Increasing [ Yes N
6 ‘Tr))g q PYV) e WA | O intermittent | 7 Chronic 1 Aching (1 Burning | (] Decreasing | [ No @_,
) Continuous | [ Acute (3 Sharp [ Dull [ Increasing | [ Yes M J—
) }% l ) ﬁn @ N £ | O Intermittent | [ Chronic 1 Aching 1 Burning | [ Decreasing { [ No <>
[ Continuous | [] Acute (] Sharp (] Dull [ Increasing | [ Yes N £
Qé )9— Qﬂ m @ N / ) | O Intermittent | [ Chronic [} Aching [ Burning | () Decreasing | [ No @
a [! Continuous | [ Acute (] Sharp (] Dull [] Increasing 1 Yes N B
?—éﬂ }/} L” AL ) NA (! Intermittent | [ Chronic 1 Aching (] Burning | [ Decreasing | [ No @
o A [ Continuous | [ Acute (1 Sharp ] Dull ["] Increasing [ Yes M F) @
gé/ 9 8‘6’”) { ’() L] Intermittent | [ Chronic (1 Aching ] Burning | (] Decreasing | [ No
T Continuous | [ Acute [ Sharp [ Dull [ Increasing [ Yes
Yo 5’(\)’6 LDﬂjﬂ)/ O w | AL o imtermitent | 0 chronic [) Aching (] Burning | (] Decreasing | [ No N @/
L\ ] L2 g
Y4 [J Continuous | —-Acute ~++8harp (] Dull L] Increasing | [Yes )UA]
? { ﬂM o/lo /U/ﬂr ;,Jntermittent (] Chronic [ Aching 1 Burning Ej/Decreasing 1 No ‘ﬂ
[ Continuous | [ Acute [] Sharp (1 Dull 1 Increasing 7 Yes \
: Mz W
d . . N
?(?é?' ?74” “6 ] Intermittent | [ Chronic (1 Aching 1 Burning | [] Decreasing | [ No s ’@7

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
. J SCORING
L CATEGORY .
. 0 4. 1 . v 24 vyt
W B " B e il s TETE 1 ~
. . Occasionat Grimace or Frown, Frequent to constant frown,
Face . No Particular expression or smile withdraw, Disorlentad quivering chin, clanched jaw
Legs ' Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
) . 1,
' y " Laying quietly normal posttion, Seuirming shiffing back and ot
Activity moves easily forth; tanse Arched, right, or Jerking
Numerical Pain Scale (Obstetric and Gynecology} — :
L 1 ! 1 1 | L 1 1 ] ] : : Moans or whimpers occasional Crying steadily, screams of sobs,
I i 1 I 1 ] i 1 I . J Cry No Cry (Awake or asleep} complaint frequent comyialnts
0 1 2 3 4 5 B 7 B 9 wm - :
No e Pnsslth':tPaln .- Eeasgured bggcciaasllsraallmuching. u "
onsokabil *| Content, relaxed ' ! ugging, or being taked to, Difficult to console or comfort -
Consotability distractble 1
Neonatal Pain, Agitation and Sedation Scale‘(uplo 1 Month) .
1
Assessment Sedation Normal Pain / Agltation
- Criteria g ‘ .
Wang - Baker {Pedlatrics) Above 7 Years -2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriats crying Notj Irritable or crying at | High-pitched or sllent-
Irritability stirmuli minimally with painful} frritable Intervals consolable | continuous cry
0 5 p 5 8 10 stimudi A Inconsolabie , -
No Hurt Hurts Litle Bit Hurts Little More Even More Hurts Wholg Lot Hurts Worst Behavior State No arousal to any Arouses minimally to | Appropriats for Restless, squirming | Arching, kicking cnnstanfly awak'e
stimuli stimuii gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
- movement moverment . oo oo fnotspdated) . ',
. N + '
d '£ Facial Mouth s lax Minimal expression | Relaxed Appropriata | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual ‘
Extremilies | No grasp reflex Weak grasp reflex | Relaxedhandsand | Intermittent | Continual clenched
Tone Flaccid tone decreased muscle | feet “clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
! Body is not tense Bady is tense
Vital Signs HR | No variabilty with | Less than 10% Within baseline or Increass 10-20% | Increase greater than 20% from
RR,BR 320, | stimull variability from normal for from baseline baseling, 540, lass thanor
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Cut of syne or
recovery fighting ventitator -

N | - ~/
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T PAIN ASSESSMENT FORM P | SR
Pain’Scdfe Modifying | Patient / Family -
Date Time (0/10) Location Duration Acuity Character Eachors Educated .Intervention Sign |
| [J Continuous | HAcute FSharp [ Dull [ Increasing | ~T7 Yes e
2H 7 f 0o o / [0 | ~JA | D-itermittent | CI Chronic [J Aching (3 Burning | [ Decreasing | [ No é
?/ | 'O Continuous | ZAcute ZSharp [ Dull [ Increasing | Yes (lJ/«]’ &
7 9 2% M O} W /\M—‘r " Intermittent | I Chronic 1 Aching 1 Burning | [1-Becreasing | [ No
[ Continuous | [_Aeute 2-Sharp (] Dull [ Increasing LlAes ]
zi}/;/gé 3 ofrs | we e o s o N .
/0’?[) L tntermittent | [ Chronic [ Aching 1 Burning Mreasmg 1 No
[ Continuous | [ Acute (3 Sharp 1 Dull [J Increasing ] Yes
I\ (YIS B
QAS/( M D [ Intermittent | J Chronic ] Aching [ Burning | [ Decreasing { [J No s Q@\
1 Continuous | [ Acute 1 Sharp 1 Dull ) Increasing | [J Yes
1 Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | [ No
] Continuous | [] Acute (] Sharp 1 Dull [ Increasing 0l Yes
U1 Intermittent | [ Chronic [ Aching [ Burning | [ Decreasing | [J No
] Continuous | [ Acute [ Sharp 71 Dull L] Increasing ] Yes
U1 Intermittent | [ Chronic (] Aching [ Burning | [J Decreasing | [J No
T Continuous | [ Acute [J Sharp 1 Dull [ Increasing 1 Yes
Ol Intermittent | () Chronic (] Aching [ Burning | [ Decreasing | [! No
(] Continuous | [ Acute [ Sharp [ Dull [} Increasing [ Yes
[ Intermittent | ] Chronic [J Aching [T Burning | [J Decreasing | [ No
_] Continuous | [J Acute [ Sharp (1 Dull 1 Increasing O Yes
[ Intermittent | ) Chronic (] 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
¢)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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PAIN ASSESSMENT TOOLS

No Hurt

Hurts Litfla Bit

Waong - Baker (Pediatrlcs) Above 7 Years

Hurts Litile More Even More

ol
*
i
Numerical Paln Scale (Gbstetric and Gynecalogy)

1 1 1 1 1 | 1 1 I |

I 1 I T I 1 | | i, 1

0 1 2 3 4 5 16 7 9 wﬂzst
0]

NaPaln : Ppssibla Pain

200 o o

Hurts Whole Lot

Hurts Worst

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

J SCORING
EATEGORY N ¢
0 | 1 i 2y .
- y AL "~
. Occasional Grimace or Frowh, Frequent to constant frown,
Face No Partfcular expressfon or smifg withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense K]tfklng, or legs brawn up
'| Laying guietly normal position, Squirming shiffing back and . N
Activity mgveg ggsﬂyy P ftfrth‘, tenge ’ Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of Sobs,
Cry No Cry (Awake or asleep) complaint _ frequent cormplaints !
- X Reassured by accasional touching, :
e Content, relaxed hugging, or being talked to, i
Consolabikty ontent, re sttt Ditficult to eonsole or comfort
Neonatal Paln, Agitation and Sedation Scale (upte 1 Month)
Assessment Sedallon Hormal Pain / Agitation
Criteria
2 -1 0 1 2
Crylng No Cry with painful | Moans or cties Appropriate crying Not| Irritable or erying at .l-llgh-pitched or silant-
Irritahility stimuli minimally with painful| irritable intervals consolable | continuous cry
stimull Inconsolable ]
Behavior State Ng_argusal to any Arpuses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimull gestational age Awakens frequently | or
No spontaneous Littls spontaneous Arouses minimally / no movement
movement rmovement {not sedated)
Faclal Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Exiremities | No grasp refiex Weak grasp reflex | Relaxed hands and | Inermittent Continual clenched
Tane Faceld tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tons Normal Tone or finger splay splay
Body is not tense Body Is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BR 820, | stimuli variabiity trom normal for from basaline baseling, Sa0, lessthanor 1
Hypoventitation or | baseline with stimuli, | gestational age- $a0, 76-85% with | equal to 75% with stimulation -
apnea ‘ stimulation - quick | slow recovery Out of sync or
rgcovery fighting ventilator

~/
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IIHIHIIIIHIIIIIIIIIIIIHIIHIIIIII Lo, | WS

wJRSING SHIFT HAND OVER FORM - WARD

TRABRE DOCION: . iisciiisimmmimmsmmassibsseraysasis BTTeT T Date of AAMISSION: .....ocvvvvvvvervnrerirrree
Z | Diagnosis: ' Any Infection: C1Yes CINo (I Not Known
E .

é (/)m /Lg(ﬁ i YES SPBBIY. oismsinmmssimusminmrismismms
% faX h %1 5\ \
2 | Area ! Y ‘]/\o 9 o '_ (LQQ X No
g shift Time % ﬁ,{ﬂq g}{ﬁ Y\l = LA V) v
% | Medical Condition (X
= | (Any special condition to be noted): Q J
O | N S 1O s 144
Allergy: O Yes fNo O Yes,z’@ O Yes@Nof 1 Yes NG | 1 Yes ©-NG | O Yes ~LMO
Tubes/Drains/Catheter: Vm{es m| No,zﬁes 0 No |0 Yes, LG | I Yes K0 %s NG| O Yes [ND |
|74 TS ; ¥
Vital Signs: Temp: (]{»}; A% ag | 994¢ lag [ [ 994F
g "y "
= Res: | 0f) 0.9 9 DD W] 9ol | VI~
= Sp0;: |\ pO» 99 . [\ ARG/
= = ) q A% /~ | \owl [/ [ (OS5
@ Puse: | @0 | &0 | gad/mi gpigin| 4shl. [
2 8P: 1 9bl2-3 109 | 1po/24 WAL IA6 /25 Wb
Fall Risk Score: — | s = —
Pain Score: - = )y _ —_ .
Safety Needs: — o N - Y. \? %
. Physiotherapy | YesgLNo O Yes CNO DVYes\D‘No Yes =TNo | Yes ONo | O Yels _CLND
=
g Others Specify: e £ - 'S o -
E’ Special Diet: | Yes @No | Yes #No | Ys- [ No | O Yes =-No | O Yes (ZNG | [0 Yes =No
§ Other Special Orders / Medications: s
: oh [ |- |- | —

Post Operative Procedure Special Orders: Y\)‘ﬂ N ‘G‘ o = o —
Handed Over By Name : I/I/\W \/V - A of\b\ 5 :
'?(\?fl > | fj Ph? Wi [Proe
Signature : Lf’ Qu @1 ! @ @’ ( Fe
Date: 95 DU D\ (o2 2[ 06|V 2774 [l
Time: 8&‘){\/} %hm pr- 9{;@""’" V‘}%ﬂ l M

W
Taken Over By Name : YQ(\);%UN £ Onjm M(l\t:l WVQ,JU;F ﬂ! -
Signature : Q-Z @’ | %/\ &G— i - Y —

Date: GA\%T} q’},‘-f)/% 26110 W[y | > *&’f”zﬂ;/g
Time: %W\ M wym ¥ D %HTV\ Zproy

il 2 1 ] ] 17
Docu. No. : RCH/FRM / CLINICAL / 097 J
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Rainbow®

Children’s

Hospital

It takes a lot to treat the little.

NUHKSING SHIFT HAND OVER FORM - WARD

Treating DoOctOr: ....cccoevveeeiieiieecieeecie

BirthRight:
BY RAINBOW HOSPITALS
Your Right to a Safe Deli%iry

DEpartMENt. o s s e Date of AAMISSION: .....ocovvnireecesioriens

Z | Diagnosis: Any Infection: CJYes [JNo [ Not Known
= If YeS SPECITY: ..overereeeirici e
=
Bl Qo lLSCS \L
1 L]
2 | Area : 7}"’0 A
3 shift Time 2, 2 \O%
< | Medical Condition
= | (Any special condition to be noted):
- |
Allergy: [ Yes VNG |01 Yes (400 | O Yes [ATo | O Yes CINo | Yes [1No | Yes T No
Tubes/Drains/Catheter: C1Yes A0 |01 Yes 2No | 0 Yes 90&6 O Yes C'No | Yes ONo | Yes O No
Vital Signs: Temp: | 97,6 7 QY d‘u 7.%,)5;
= Res: | 2oflo| 0 W |~ Q/‘vfb’
= SP0: | syt | oot vt
§ Pulse: | 9¢ 9% P
w A - 13
¢ BP: 27/ 0 \NolWo | pol
Fall Risk Score: | ‘7~ | —O'! —
PainScore: | VY, | vans e
et y
Safety Needs: | _— I )f’
@ Physiotherapy | Yes [-No | Yes K0 | O Yey;»ﬁﬁ [1Yes CINo | Yes CINo | Yes T No
g Others Specify: = -
T y
E’ Special Diet: | Yes & 'No | Yes D‘).I(’D/Yes-tl No | Yes C1No |0 Yes CONo | Yes 1 No
E e
8 |Other Special Orders / Medications: ¢
& _ w
=
Post Operative Procedure Special Orders: | —
Handed Over By Name : ‘ 3
Madhuos Ow.’r ( \_’?)L
Signature : o Z/ o b ZQJ .
Date: o226 | 2% riu] P4
Time: < prae K @/ %ﬂ
b \%
Taken Over By Name : (
Signature : [ L.)
Date: ’w/ AA
Time: 2

Docu. No. : RCH /FRM / GLINICAL / 097
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Dr, THULABANDU Children’s @ BwthR’rght
I” ||“| |I II lII‘lII“"" lII “ — URI NARY CATH ETER B UN D LE CH ECK LI ST !:!gasupm E,}ﬁ,!,m, . s:uR:I:?Z‘c: :::::::,
Date of Inserlion; ; covvsmsissmsina et Date of Removal: ......cccovvivviiiniiiine
Parameters Date in Tans 3/5 A% Ak s
i
Need for the Catheter .—é Y/es [1No /G Yes [INo O Yes CINo | CIYes CINo | CJYes CINo | [OYes [CONo | T1Yes CINo
Hand Hygiene 'E(Yes CJNo /G"Yes [INo M OYes CONo | ClYes CINo | ClYes CINo | [lYes [1No
/‘ [y
Usage of Sterile Equipment 'ﬁ Yes [INo ,,a%s [ONo | [IYes [INo W (JYes [ONo | [IYes [ONo | C1Yes [1No
~
s the Collection bag below the level of bladder /Ei Yes CINo | FlYes [INo | ClYes CINo | CIYes L[INo Wﬂ No | COYes [ONo | CIYes [INo
Check the Tube for Obstruction (Free of Kinkin O ] O O g&g ,7[20] Y 1N [1Yes CINo [1Yes [INo CYes [CINo
( g) /Zers No | [IYes [JNo .Ye } 9541 0 e D)
Is Catheter dated as policy JZJ/Yes CONo | [4Yes CONo | OYes CINo ?esfﬂg UYes [INo DM (OYes C1No
= j <J
llecting bag is b i larly? / [ (é ] Y€$_J L] ] = ml
Collecting bag is been emptied regularly /Jﬁ/Yes [INo 24 Yes CONo | CJYes LIN Yes No} [ erl\io Yes ‘No W\ No
Maintenance of closed system for the catheter ?ﬁes [INo | _L+Yes [INo | [IYes \BN-Q//I Yes [y [Yes [ Ng) [ C1Yes [INo
" T
Dressing clean and dry? JYes [INo | [+Yes [INo | ClYes CINo | ClYes LCINo D{(es [(INo | CIYes CINo | CI1Yes INo
Is the line removed as Policy? /D Yes CINo | A Yes [UNo | CJYes [INo | [1Yes [INo | [lYes [INo | [lYes [INo | ClYes [INo
Performance of Perineal Care mes [C1No )j Yes [(INo | CIYes [INo | [1Yes [INo | [IYes [INo | [JYes [INo | [1Yes [INo
Onset of New Fever Yes Dn@ DYG§/E No | COYes CONo | ClYes [INo | [IYes [INo | [IlYes [INo | ClYes [INo
Asses for the leakage at the site of insertion JKYeS CINo | _Yes [INo JYes CINo | OOYes CONo | COYes [CONo | ClYes CONo | C1Yes [INo
Name of the Nurse N C(,Gjéﬁ
Q‘ mm]‘/"% N :
Signature of the Nurse .
: - £ )

Docu. No. : RCH /FRM / CLINICAL / 114
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 26/’7/2/6 Time: ....... ‘..,),l .......... ............

, : . 0 ~ 26 kg/m’
Origin: jMUaﬂ ............. Height: IS%Cm Weight: ??Jf/ﬁ BMI: [J ~ 28 kg/m’
0O ~ 30 kg/m’

f 2=
Food Allergies: ............... DA —————————— e ”?fm

Diagnosis: ............. LELE e WL

TpeofDiet Cliqd T8t O Normal O Diabetic
0 Vegetarian Z(Non-Vegetarian O Vegan

Diet Advised:

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

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

Patient’s / Attendant’s Dietician’s

Signature: ................. @)’“ \QW ................................ Signature: ............ 49’&%
Name: ................ N fk/%ﬁ ....................... Name: ... M}&M
Date & Time: 2677 2,5/1 ..... 3 j?f{.? ........ Date & Time: 2/6/77/2/65/‘3}—("7

Doc. No. : RCH/ FRM / CLINICAL / 195 (RT.0)
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CAESAREAN SECTION OPERATIVE NOTES
Surgeon’s Name: [y m&l’q Date of Delivery: 95, '?f).(
Assistant Surgeon: Dy- Dol Time of Delivery: E‘:‘;im 2z Q121 by
Anaesthetist's Name: fyo. Samadls Gender of Baby: MN—G MPLE
Type of Anaesthesia: f,P'mo,( Weight of Baby: | :Hﬂ'-‘\ ‘Ch'f’h‘/\
Neonatologist: s qﬁﬂﬂ**““%r ’PW [>v-2 hugha | AGPAR Score: 4,¢ ‘ J3.,% )
Scrub Nurse: é’mﬁcdka NICU Admission:_C3¥gs (1 No

Pre-Operative Diagnosis: T<vn; | 331 Yo / D04 tunw [PPRomM [IvE Com-l.-ffir e

] Elective ‘F'/Emergency Indication: . G)MUWA {MAA@'M
Urgency

7 Immediate Threat to life of woman or fetus

] Maternal or fetal compromise not immediately life threatening
= No maternal or fetal compromise but needs early delivery

[] Delivery timed to suit woman and staff

DBCISIONIME: i sisiinsisiviamsi it s v vy s RHEl D TOCIUS: rraicinmiminmmrissismnssinmmssnnis
CTG DeSCription: .......c.ccoveveeeveerrrirennnnn.d &a 8 o8 S

If there was a delay GiVE the FBASONS: .........c.ceiirieicreeeiee ettt a s es e e s e sseseas s ese s ese et ensaesssseseanenes

Surgical Procedure:

Post Operative Diagnosis: fl { 141 PUD -0

Peri-Operative Complications:

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

Name and Number of Surgical Specimen sent for examination:

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




Examination Findings when Appropriate:

Presentation: (] Cephalic [ Breech C10ther ..o Cervical Dilatation: ' .................................... cm
Sth PalpabIe: ......c.ooviiiiieeee e Fetal POSIION: ........coeeveeeecieeeeecee e
Station: -3 -2 -1 0 O+1 [O+2 Moulding: [CINone [+ [CI+4++ [I+++
Caputt OO+ [I++ [ +++ Meconium: [JNone [+ [CO++ [J+++
Bladder Catheterized :  +Yes 1 No Urine: (>Clear [ Blood Stained

Skin Incision: . V_ﬁfaﬁnensteil L] Transverse 1 Midline LI Other ...t
Uterine Incision: \Z/Lower Segmenf [ Classical Clinverted T L) J Incision

Previous Scar: [ Intact LI Thinnedout ! Ruptured J+No Scar -

Incision Through Placenta: ' Yes " No Povn-) = Delivend La ffd wesdhown fJLMU @
Delivery of head: 1 Manual 1 Forceps ‘Tw\;nﬂ ~ N <la

Liquor: —~~ Clear [J Meconium: [I| ol e ) Blood Offensive ! Not Offensive
Delivery of Placenta: ~'Manual " CICCT ....' _[>eomplete " . [JIncomplete 1 Piecemeal
COrd APPEATANCE: .......ooveeereereiieerieieeee ot s e ettt er e ts e easnns Cord around the neck [ 1Yes [=No

Appearance of placenta: NCWN"B .................................... Cavity explored Y65 [ No

Uterus, tubes and ovaries:_L'zNOr/ml ] Not Normal Sterilization: E,,c‘.JYes o » o .
O S e o
VA \

- L= B e
Uterine Closure: 1 One Layer ‘L‘/Two Layers \/F%]MD'/ Suture
Peritoneal Closure: .—Pelvic 1 Abdominal ALV, YMQ')'- ............. Suture
Sheath Closure: WL‘?J\-L ........... Suture
Fat Closure: _~Yes [ No . ST O Suture
Skin Closure: Wﬁubcuticular - Mattress ND*/ Suture
Vagineal Evacuated “Yes [1No
Drain: 1Yes WTNo [ REMOVE N c.oeouvveeeverenne. days [ Await instructions
Ctheter “TYes [INo CJREMOVEIN cooveeeeororrreerrnnen. days L[] Await instructions
Swap & Instruments count correct? L-Yes [ No [ Post-op Antibiotics [1Yes [INo

Intra-Operative Antibiotics Cover: <«+Yes [INo [ Thromboprophjlaxis CYes [INo
PO DDANAIVE NGRS .o st A R e o AR RS G s e S T R e e A R o

— AN DU Y by

Doctor Name:

Date & Time:
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LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: ‘2.3"[?]')/5

Baseline Information:

Admission From: (OER [CIOPD ‘%dmission Desk 1/ 0thers: SPReH:..cvmnvwn iz

Primary Language: L] Telugu ™ English (] Hindi [1 Others

Doyourequire aninterpreter? [Yes [ NZ/

Source of Information: [ Patient ™I Family [] Others

Personal belonging if any: [ 1 Jewelry [ | NoseRing [ IBangles [ Anklets [ Finger Ring (| Bracelets

HANACH OVE T, ....ceemeenssnmmmassasssassasssanasisommat S s oAt asams SIS TS TS ow s s S oms s RS Sy s AT RS s S E s e eS T P e e e T e

Allergies: [ |Yes .’ﬁ I Medications [ ! Blood Transfusion [ Food CTOhEr: e
WS |, HUBNEITY .ottt et s et e e n et ee et st b et n e nn et e b n e

Chief Complainis: ..ol Doctor Notified on Admission: [1Yes [ INo

.............................. pa}nabﬁp~ Name of the Doctor: m

Past Medical History: Obtained From [ Patient [ Family Member [ | Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
— _——
R
Blood Group: BWHW LMP: ))r\hhr EDD: . ‘I h [75 Gestational age during admission: 53+3|'\+¢
CoNractions: .......cccocevveviieeeiiiee e Vaginal DISCHAIGE: .......coceveiieerieeceerceeeees s ers s
Obstetric History: G Pminan Lictnimnss . S Previous LSCS ................

Height: .............. Weight: ............ BMI: ...

Temp: q)?ﬂ T Y RR: DD BP:JQ&((?;}..;.. 50, .. JOO........

High Risk Factors: (Please select by ticking (v ) the box as applicable)

[ 1 Hypothyroidism 1 Rh Incompatibility [] Fertility Treatment
[} Hyperthyroidism ] Previous LSCS | Preterm Labour
[] Hypertension [ Gestational Hypertension [] Others: (Specify)
[] Diabetes ] Bad Obstetric History
[ Anemia ] Obesity (BMI) )
L1 Twins / Multiple Pregnancy
Docu. No. : RCH /FRM / CLINICAL / 139 (PT.0)
it ———
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[] Heart Disease [] Hypertension [ Diabetes [ Stroke [] Seizures [ Kidney disease
(1 Liver disease o IO s s semencisisas shimism ehs s eheks 134 S AP EN o s s Fomnss SR a o Am R e e R e e bnonE ARy Ao BA R e EA SR SRR Ao S abe

alities Detected

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

Fall Assessment: CYes “TNo _Score - (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: [ |Yes E/Nu SEOMS ..o (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consulty_
(] Mobility problem [_J Walking Problem No Abnormality Detected
(1 Developmental Delay [[] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
1 Overweight ("] Poor Appetite > 3 Days ('] Needs Therapeutic Diet.
C1 Under Weight ] Diabetes Mellitus 0 Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

/ZI Ealm & Cooperative (] Restless [ Depressed (] Agitated [ Confused
ET OIS vttt st e ts et es et e s et e s me e s s s s se e s s s s e s e e s e s bt e s e m A e et s s b et e bt e b e bbb s an e b b an e n e
Inform consultant for positive criteria
SOCIAL SCREENING: (
1. Marital Status: [ ] Single @M};ried (] Divorced DD}&&U’W ‘{
2. Special Habits: Smoker: [ Yes 1L/ No Alcohol Abuse: [1Yes T'No Drug Abuse: [1Yes TINo
SOCIAI HISTOMY: LIVES WD ......ooviitiiieiceece ettt ettt eb bbbt eb st

Orientation has been n regarding the following aspects:

Call Bell in Reach : ’él:é [JNo Waste Disposal Explained: ;E{Y/{ [INo

Infusion Pump : cﬂ/Y:: “1No y nd hygiene Explained: Yes [ No L] Others
Above information given to ........ 2)4;1%} K?&Q ................

Name of Person Orientation was diven to; .....%

Orientation not given Reason: 9 8 2 | N R PN e S A
Nurse Signature: C?u ..........................................
Nurse Name: ... AALAMASVHELOUALL............

Date & Time: 9«5}'}[%@ ..... W
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Hospital BY RAINBOW HOSPITALS
OBSTETRIC TRIAGE ASSESSMENT FORM

It takes 2 o tgytreat the littie. Your Right to a Safe Delivery

Date: %gl}j % ............... Time of Arrival: ?777)/* ........... Time Seen by Nurse: ... 2.«xPh.........

1) Level of Consciousness: [~ Conscious [ Semi-Conscious [ UnConscious

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

1 Severe Pain / Moderate Pain 1 Preterm rupture of Membranes / Leaking Water PV
L] Bleeding PV: Slight / Heavy [ Preterm Labor/ Labor
[ Decreased Fetal Movement [J Spontaneous Rupture of Membrane / Leaking Water PV

[1 No Fetal Movement 0 Tl ST T 0]

3) Vital Signs: Temperaturqugﬁ Pulse: . gb ...... Sp0.: [9{) BP: .)LB.%Weight: .............

4) Gestational Criteria:

Gravida: G P L A

LMP: 9”“9"7’5‘ ............. EDD: ...... ‘)Jl’l,]’-ﬁ Gestational Age: 3’3’}—3‘”%
Uterine Contraction [ Yes ’U/No [ NA | Onset Time Frequency:
Membrane Rupture 1 Yes { No [0 NA | Onset Time Fluid Color:
Vaginal bleeding O Yes -5 No | CJNA | Onset Time Amount:

/

Pre Eclampsia Symptoms D}s Eﬁ\lo CJNA gJﬁSAi%zclig:n};?odni?t?neg/ Visual Symptoms /
Good fetal Movement /D Yes | O No | 1na | 'TNo specify:

5) Pain Screening: Numerical Pain Scale (NPS)
(T | | N\ | | | 0 1 |
| | | | | | | | | |
1 2 \g/ 4 5 6 7 8 9 10
No Pail : Worst
possible pain
LOGAION! . . c.oip s ¢ sinmierniecominin soqiominiatais s e munsa yKanans snn neeassmss o.tre sessinie’ oio o1hre8:0-8.8L8 . AL8'e BLA1¥0 018 2y 1.0 4 08010 5 A1 0 180180 o1 i i
O BT 1 (1 ) P o A e Lo i Y Days / Weeks/ Months (Strike out which is got applicable)

I B 1 1 ) (| et e T

T LT T SRS RSP SRP

« Interventions:

6) Past History:

a)  Surgeries: ...\ ....... NP,
)  MEGICHE ...l iodelo Xl s corcnsmmmimansannsonnnpssmsnsensnsasnssesnsnrnsnsnra ok dme dasnwaluim ot msmshnans we sxmnens cnmessss

Docu. No. : RCH /FRM / CLINICAL7 098 y (PTO.)
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0,

If Yes :

8) Current Medications: [ Prenatal Vitamin ’Q’ﬁone 0 OtNBIS, cvvvoeereeeee oo eee e eeee s es e ese s es s
9) Prenatal Medical History:

one
1 Chronic

Hypertension

L] Gestational Hypertension
L1 Diabetes

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

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
[ Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
] Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

Category lIl: Urgent (Time to Physician: = 30 minutes & Reassessment: Every 15 minutes)

Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
[J Category V: Non Urgent (Time to Physician: = 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Suspected sepsis

/or diarrhea
« Signs of infection (ie
dysuria ,cough, fever,

chills)

Level 3
0TAS (Urgent)
w m'“'} < 30 minutes
Re-Assessment Every 15 Minutes
5 Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Labour / Fluid Imminent Birth Labour / PPROM < 37 > 37 weeks SROM > 37 weeks Pregnancy
Weeks
L Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
] ‘ pain <37 weeks (>spotting) >37
weeks
o ; Mild hypertension
= ) » Hypertension > 160/110 S i
Seizure activity and / or headache, visual | > 140/90 with/without
disturbance, RUQ pain associated signs and
i symptoms
. . Atypical FHR tracing,
i Abnormal FHR tracing
Fetal Assessment abnormal dopplers
- ; Non-Fetal Movement Diseased fetal movement
3 m ' « Acute onsite severe « Major trauma « Abdominal/back pain - Ongoing assessment | « Anything that does not
% 13 abdominal pain « Shortness of breath greater than expected in |  from out patient clinic seem to pose threat to
+ Altered level of + Unplanned and pregnancy . (for hypertension, blood|  mother o fetus
consciousness unattended birth + Flank pain / hematuria work) « Cervical ripening
+ Cord prolapse + Nausea /vomitingand |« Minor trauma (rmnnr « Out patient placenta
« Severe respiratory for diarrhea with MVC/fall) previa protocols
distress suspected dehydration | « Nausea/Vomitingand |+ Pre-booked visits (ie

Rh and progesterone
injections, NST
Assessment for version

Rashes

Time seen by Doctor: W

Nurse Name : MMJ
Date: ’),g)[)'m{g ......... Time: .. 2

M

Nurse Signature: ........]
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

3 ! Breastf_geding initiated?
—FT a.Yes 1 b.No

2. TTIND, RBASOM ...ttt ettt et et et et e e et e ess e ess e seeaasasese e s e s e esseas e en e easeas e s s e seeneeat e b et e A e e neen e e bt eh e b e n et enee

3. Nipple condition:
1. a. Nipple well formed
~T7  b. Flat nipple
[0 c. Inverted nipple
[ d. Short nipple

4. Milk flow:
[] & Good

b. Drops of colostrums
0 c.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
d. The baby takes a latch on the areola and not on the nipple

0o o\o

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCHBH /FRM / CLINICAL / 080 A




6. Was the position explained:
a. Yes
— [ b.No

7. For Caesarian mothers:
[J  a. Mother is required sit and feed from the 4th feed
C] _b:Please explain football hold

8. NICU admission: \|€.<
[J  a. Mother needs to stimulate her breast for 2 min every 2 hours

9. ATOHIONG MBLES: v i i i i i e s e s os s os 7 Eeemes (fu¥ A manmmn enREmSETe eSS RS SR e B ETe eSS re e seme s

Continuity of Care: Date: 25\[74% s

B Q/CQ\ N\ Lﬁ‘ N__\U jLL//

}“,\{!‘};'U (Gf\ﬁp% /(A\ f”lfCﬁﬁ/lfé

Handover given by Swﬁ%(}\‘ ...................... Handover taken by ...... MC\(/{LLS ........................
Signature fﬁU\ 15 %, m = Signature ...... %QC/&QJL\AAW\%% ....................

Date & Time: ... .15 1) L 9. L. (2.8Pm...  oaeatme: 2750 P MTACEY Y YRR
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SU R Gl c AL ’ Surgeon : ...... Q ,,,,, Or. THULABANDULA SANTHOS . AN gend 2z
Asst Suraeon - o= P U00HHNMEMNM MM - Age L SIY ender : % nbow ) .
) w o o UM - A T
SAFETY CHECKLIST | Aneestetst:. me AT | Hospital | (e
| Scrub Nurse : ........ &fﬁsqnaﬁﬁma Date : 8317}2 6. nime: 4 .............. ut-time : ...." /J/Q7 T
, L
Before Induction of Anaesthesia » » Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time:.. Lyl P TIME OUT  Time:.1. * 2§ 2 SIGNOUT  Time. 4/ <2/
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity Yes C1No introduced themselves by Name and Role-=es™ -1No The Name of the Procedure Recorded ~ “="Yes CINo
Site =Yes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure LAes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ *¥6s [INo I NA
Consent ks CiNo Correct Patient (Check ID Band) ~ —TYes [INo The Specimen is Labelled (including
Site Marked LAes TINo CTNA Correct Site OYes-CiNo patient name) “1Yes CINo JNA
Anaesthesia Safety Check Completed  ~=¥es “INo Correct Procedure ¥es CNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning—7¥es (1No Anticipated Critical Events Problems to be addressed O¥esyfo CNA
Does Patient have a: sl"geon Reviews:
Known Allergy? CYes o™ What are the Critical or Unexpected \QC’A mﬁ To Surgeon, Anaosthetist and Nurse:
Difficult Ai Aspiration Risk? Steps, Operative Duration, \i What are the key concerns for recovery i )
ifficu rrwav./ spira l0"' 18 Anticipated Blood Loss? h“d <Yes [INo CINA and management of this patient? [ Yesu:‘ﬁ)
Yes, & Equipment / Assistance ) ) <00
Available CYes [Ne” Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? Yes /Nq,_: NA
(7ml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator resuits)
Access and Fluids Planned [1Yes [gNe [INA Been Confirmed? are there Equipment
Blood Units Reserved CYes &40 1 NA issues or any Concerns? LA7es [INo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? =Yes CINo CINA
within the last 60 minutes? v=fes CINo CNA
| (i@ Wk
Signature ............. gy ............................................... Signature ©........ccoeecveeene. "\ .....................................
0
Name :............. s VN EET NAME oo VL‘G .................................

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



PATIENT TRANSFER FORM

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

Patient Name & UHID No.

HNH-00016822
Mrs NIKITHA G
— 04-12-1084

1P26-00006949

MYIM21D  (F)

Date & Time of Admission

e 2 \ogy,

Date & Time of Transfer Order

7

b ®

25]ps@ =T

Dr. THULABANDULA SANTHOSHI Transfer Ordered by Reason for Transfer
O i )
WW Obseyation
From Unit To Unit Information to Attendant
v preposs s Mol

Number of Sheets in Clinical File

Number of Imaging Films

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

’ st Yes No
3 0 \ — [] y
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
t € — Tooml ()
2.
3.
4,
9.
Shifting Summary / Notes Written by Doctor : Yes/i/ No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
o
: Qa
S\S‘?U’“ 0y \Jfr\ee-ilﬁa

Patient & Clinical Records Received by :

R H

Date & Time of Patient Received :

253126 ) <1 30pm

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
[_| Unavailable Bed | Nurse not Available [ ] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102




\\\

Rambow .

INFORMED CONSENT FOR SURGERY OR Children's .BBurthvRolsghE
SPECIAL PROCEDURE o St ot st D

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)

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

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

I have been explained that the following complications though rare are possible and will not hold Surgeon Anesthesiologist or
the hospital staff responsmie foran untoward event theregf

My signature on this form indicates that

1. Ihave read and understood the information provided in this form

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

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

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

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

Name of the Doctor who is performing the SUrgery/ProCeaUTE: ..o ineininereere e eesesssn e sessesessesaesessenas

Consentee : - S Yy Patient Attendant : ) J%

SIQHAMIBL ... oot ssasommr svsssrmmmnrasssivssmmssssmasnspns Signature : ..........! S R s

Name: ............ @JJ\\“)QJ “m .......................... Name: ...... Kﬁ\S\’\MSmgN"C‘”‘ .......

Date & Time : ......... “e ...... J\’;?b/c@hfm Relationship with Patient: .... HUS\DMA ...............
_ Date & Time : ............. &glz}laé@hfn) .......

SRR Doctor (who is taking the consent) :

Signature : ...._ ...................................................... SIS oo ot

Name : ... ﬂ VOHEGH oo ame - (:D‘ DM

Oate & Time .. 25) 424 @ 4 ... Date & Time : 07#—'—}]%}19@

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




HNH-00016822 IP26-00006949

Mrs NIKITHA G
y
04-12-1904 MYTM21D  (F) . ‘Wf:’/: ®
Dr. THULABANDULA SANTHOSHI Rainbow .

R Sonore ™ | N temommt

PUST-ANAES IHESIA GARE UNIT RECORD |

Received in PACU by : SUM a,j%/\ Time Received : ...... S’rgQFm Time Discharged : .....c..ccovmisianiians

izg gsg IV Ganntla Sl & ....cciiimitaimionsasvansivssnisnsios
[on] 230 230 | ] 0, Mask ] Nasal Prongs
5 220 220 | [ Tracheostomy ] T-Piece
1751 210 210 | — )
@ 200 200 | L[] Oral Airway [] Nasal Airway
E 190 190 o= :
180 180
8 170 170 | Vomiting : [ Yes \}ﬂg Drug: }P‘j—‘mﬁnom
S 160 160 )
= 1s0 | NG Tube: 01 Yes (2o Lﬂ M
] 140 :‘;g Drain: []Yes Mo
130
A ; .
ﬁg [ (\ :123 Urinary Catneims 1 No
é 100 100 | Chest Tube: [J Yes/T No
=] 90 2 90 " ~
e 35 s so | NilOral [ Yes /[é NLU
L 70 T L, by T s
& 6ol 1, 60
7] 50 W | / 50 Oral Feeds: Ngm
L 40 40
o<
30 30
¥ 20 20
10[ 1 1 10
0 0
SPO,
INUTES
POST ANAESTHESIA SCORE IN i ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 60 a0
Able to move 4 extremities voluntary or on command =2 A Mini Total § f8isR ired f
Able to move 2 extremities voluntary or on command =1 ACTIVITY t % 2/ Inimum fotal score of & IS Required for
Able to move 0 extremities voluntary or on command =0 p 2 | Discharge
Able to deep breathe & cough freely = %
Dyspnea or limited breathing = RESPIRATION . . & .
Apneic =0 2409 |- [ Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 h 1 T
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION < 2| 2|~ space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
Fully awake = $ e 2_
Arousable on calling = NSCIOUSNESS
Not responding =0 2~ 1— |-
Pink =2 ;
Pale, dusky, blotchy, jaundiced, other =1 GOLOR CyI ¢ | D
Cyanotic =0
TOTAL Z IO [D O
L

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature
251 oty | © NA
W1 | 2pm | © A

A5 ML bl D N A

& 3)? lb c@

Pain Tool Used: [ NPASS [JFLACC [ WongBaker [ NPS Reassessment Frequency:
1. Ewvery eight hours for all hospitalized patients.
Anaesthesiologist Name : De_ M.VL M f E.’—T[”‘!A 2. For post surgical patient, patient with chronic pain, patient with severe pain

a.  Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention

Anaesthesiologist Signature: ................\4

Date & Time: ﬂﬁb}‘%@l 1(5(5p’1”)
‘ \

PACU Nurse Name : ML\_CILLMW/%{{ ------------- Transferred to Unit by (PACU): _.......... CBJG)) .............

PACU Nurse Signature: = Date &Time‘ygl)}ah Bl |1 o~
Date & Time: (’.}/V}]“F)(a@”l 09),\,\ ) ; (‘@_[/,60/}

aoo




Y
|P26-00008949

HNH-00016822
Mrs NIKITHA G e
04-12:1804 yTM210 {F) s
ULA SANTHOSHI Rainbow . . 4

i, Chicrens | o BlthRlght

m l““““mlm Hospital . BY RAINBOW HOSPITALS
wopat UTILNT OT Anaesthesiology )
EPIDURAL ANALGESIA RECORD
DAtE: oo oo raere e raenes TIME! corevervvrererinans Procedure done DY e sesssssssseessass

1
CSE /Spinal /Epjdurz;l Position : .....ccoeeeveee. SPACE Lo Technique (LOR/LOS) ..cccveecvrrennn
075111 OO Catheter at SKIN: .......cccvuvrrernierssensiressenne ALEMPIS & v rsese e sessenrrasrsersanes
Parasthesia : Yes/NO if Y8S dBtallS  .....ucvveeee ettt SRR
SOIUtION COMPOSIION & c.eeireereccr e ise s rseserrr st s ras s e s e sassstessessansssssassessasssssnsavaossrssasenvans e esseerese s
Any other issues :
BY ctetrmsearnr ettt be s et e nd s e aen et r AR SR R SRR E e E RO E AL SRR RO SRR E RO 4SS0 e AR s et e e et e renas R R a TR eRO RS
D) eeecue e et s en et st r et st e te s st R et e AR R AR e S aeE R anE e R ARk s nE et RSe Rt set et s sesFesneetere e panensanansnsan e araas
. Infusion Rate Level Maternal
Time (ml/hr) Bolus (ml) | jan Right | BP | Puise FHR Comments
n ot i

Delivery Details :  TiMB ! voeveevecreensrenen APGAR: .....ccecevevenene SVD / Instrumental / LSCS (if LSCS:Details)
Catheter Removed by and Tip INSPECIRE © .......eoceeerereeerereerer e reeeresc e seac e sase s sssennsn st sasmasasesasases s sabn s sems s astsnsssnsstie
Patient SAHSTACHION © ..ottt ssenes s ressarreesaraarsossasansass et sesnessae s sesa s s o s R SR SaB AR ams s g e Ss RS s Ra A r SO AR OO b0

Discharge /Shifting ordered by
DOCEOF SIGRALUIE: ..o esceeveerinerienscsrmsessensensansesseressssessassonsas

08T (0 g 131 U

Date AN TIME e rtsstrsstssnsanssamssssnsasnssesrsessevanssnenes




TUURY T ——

2 -~

CONSENT FORM FOR GENERAL / Chidrents ‘Eﬁﬁﬂﬁl&ﬁf
REGIONAL ANAESTHESIA / Hospital " | ) zmssonsrms

MONITORED ANESTHESIA CARE

-
Patient Name : /V!/LO ..... §I\{!&J/W" .................................. Ageﬁl ....... Gender: Male O W

UHID NO: oo esettee s sesessseses Surgean Name:

Anaesthesiologist : B fa/ﬂ/bh

--------------------------------------------------------------------------------------------------------------------

Operative procedure planned : ......ocveevernerresnenener MCO ................................................................................................

PLEASE READ THIS BEFORE YOU GONSENT FOR ANAESTHESIA

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

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

O Heart disease [0 Hypertension [ Diabetes mellitus 1 Renal failure
- [J Hepatic disorders O Shock I Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
\;I;?vi;aﬁng Cronic Obsjructive Pulmonary Disease
ers: /

Comments :
 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 upoé me D my patient
............................................................. the above mentioned operation / Diagnostic / peutic procedures

-------------------------------------------------------------------------------------------------------------------------------------------------------------------------

" | authorize and give consent for anaesthew 1 General Anesthesia/ O Monitored Anesthesia Care as
considered appropriate by the anaesthetiedeam.

] acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, bengfits 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.

Daocu. No.: RCH/FRM/GLINICAL/021 P70




| 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 u
will administer the Anaesthesia.

- Pregnant : ET Yes 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 : ............ Q}\UW}’ ............................... Signature : ..... (1@}/ ............... i

NAMe : ....ocvrernns! C@[ ‘W ....................... Name : ...... éK*SM'S’A ................... '
Relationship with Patient: ...... QUL ......................... Date & Time : ......... aﬂ"ﬂ’aé@"l?m <

Date & TiMe : +....o..... &s.\Q&.\.M..@.Am..

Doctor (who is taking the gorsent) .

(161471 g, (SO, (5, B o

Inameds

- B - S .



