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ESTIMATION SLIP it b

pate: /902 UHID /1P No.: [SAH - 0052‘/0%11%. 1261
Name of Patient : ﬂw A’(L..b /  Age: 228 Gender:_{

- Father's/H gand's Nam Corporate / Occupa{{on z
Address : ﬁl hsd

Mﬂ/l, Phone : 704 9L Email :
Procedure / Plan : _(/ Al A §00 /Y4/100 EDD/Dos: 3’4 0U 20)¢
MODE OF PAYMENT : SELF I:l TPA: _/_u'é,l dnd .‘k ¢ l:] GIPSA : OTHER
TARIFF INFORMATION : M-A
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
“ulti Shared Ward
Shared Ward
Twin Shared Ward — g ’K_ (A 46&
Private Room —=> L) 5} oL A l_fd | L@(_ [ ¢S

Super Deluxe Room —+ |-SXk /- &Gk A/ﬁn MW /<l
Suite Room 4> 2.608  yolays lo lok Cppiop

Package includes Room Rent, Nursing Charges, v Room Rent, Nursing Charges, re
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee

Pack tarts from th J

Ei::: :fg: ] is:ioxsm ¥ Labour Ward Charges Anesthetist's Fees and OT Charges

Length of Stay for: . = 2 Z‘% Length of Stay for : 2 fa%
Pharmacy up to , - . Pharmacy up to 12 m 4
Investigations up to W Investigations up to 2, 000]

others AMH bt |- i lo 25k

f[_\]:onatologist Charges : [:] C.zered [:l ot Covered Eplﬁ raIlEnton:x 3 |:| Covered ]:l Not Eovered
_.dtial Minimum, Deposit ¢ - el LLIM-C« ; l , )
(le -KLCg 1 Jo

REMARKS : p

1. Room eligibility is purcly subject to TPA approval and ﬂ:e Package, Room Tariff starts from the time of admission. The estimated ammg t may g':;ccoiding to duration
of stay, medical condition, investigations, pharmady and any other procedure. 3

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

3. Total baby charges are extra which include admiuion. pharmacy, vacdmliona, investigations, disposables, comumables, equipments, speciality consultations,
etc. & f ~

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

5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Recbrds, Double
Occupancy and Registration Charges, etc. credit cannot bee:c.bauged.'l‘?ele items are n’tpayabie to us as per Insurance company norms.

6. Difference if any between the final bifl amount and mmmtpamiuaglappmved by TPA or total bill amount in case ofdenial_from?}\basmbe paid by the patient. In case of
denial, cash tariff would be applicable. v

7. Two attendants are permitted with patients in SDLX,. DLX and PVT-robms and only one aﬂcudm is permitted in the rest of the ca{pgam-.s of rooms and no attendant is
permitted in ICU's s ) P

8. Tariffs are subject to revision E

9. Kindly check your billing status on day to day basis at IP Billing Department. 4

10. Additional Charges on package are applicable for Non-working hours mdNon -working days (amdays and public holidays) 3

K
DECLARATION
Ir/,:a b5 }/\ irJ ¥ # A 4 AR LIA Lhave attended the Financial | counseling desk and undcrstood the expected costs and

other conditions applicable. In case the TPA / Insurance Company rejects the claim fof whatsoever reasons at any point o£ time

I promise to settle the hospital bill with the hospital without ambi e
ML mt L AIH 1T N
i

i |- '\, ! K At 12
Signature of the Client Slgnatory Re!anonshlp Signature of the finfncial Counst
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BAH-00834488

:ﬂu ASHIKA AGARWAL 1P26-00008895
S-oc. 1903

|Dr. SWAPNA ga A v:1e " 150 ¢f)

Ui i

Rainbow”® . N
Children’s ‘Bll’tthght

Hospital BY RAINBOW HOSPITALS

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

SURGERY DETAILS

Date : Zoﬁ/% ..............................

Patient Name: ............. M’&Sﬁ% ............................... Date of Birth: 813 NCHB Age: ?)QYT&

Gender: .......1=

Date of Surgery: .. @O [ /

. Q T— ..................... UHID No.: %H’QD(Z)&L{US,&

10T-1.507T-2 [J0T-3 [JOT-4 []0BGOT-1 []0BGOT-2

Name of the SUrgery : .........ccceeevvenrennenns =m.. LS(-S ...........................................................................................
R[111 N 13 me ........ Time Out :.......... (“Ll( ALLA
NAME AMOUNT
1. Surgeon D%,S@Ofﬂd ...................................................................................
2. Anaesthetist S nahrsb ey D KSWX .................................... coo M ASMIKA AGARWAL (32 11
3. Assistant Surgeon : ............... 1 B {‘{\CL(\TSM ........................... g ' "mllmmm !
4. OT Technician WFW ............................................. ”"25012144097

Special Equipment: | Laparascopy

| C-ARM

| Neuro Cusa

MNA—7_
¥r D8
Signature of the Surgeon e

1 Broncoscope (] Harmonic (] Morcelator
] Cystoscopy (] Versa Point [ ] Liver Cusa
L] IROES <ooiinecomininnsmssiimmmsasmmsasnsss

Signature of Circulating Nurse

Order No: .ﬁ.ﬁ.:.aa.go,u.;r,qo..y. ....................... Order by: ..ﬁAﬁg.ﬁAM_....C]H!}.’.?l[\a?—.ﬁ@...;._('-gtfbf ”

Docu. No. : RCH /FRM / GENERAL / 114
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BAH-00634486

¥ 1P26-00006895 J
Mrs ASHIKA AGARWAL J
© 25-08-1803

" Dr. SWAPNA SAMUDRALA

32Y11M15D

QLALCE R

(F)

L. .M LSS

CONSUMABLES OF OT

Rainbow®
Children’s
Hospital

(2
vz

e

Your Right to a Safe Delivery

Date:.é:Z:gf ........ Time ... ‘;)IOP/V\

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

Circulating staff :..... KAGOLLELEA ... Technician : .....
Anaesthesia Disposables ,mmm" useq | Surgical Disposables m“" usea | Disposables (Baby Side) ...... M
ET tube MajerPack (8 h(_t+— | InjiVitK H1
LMA - “Sutures 23,1, 33&@ Cord Clamp |
ECG leads: A/P/N RAL . La ),Jb 3 A Suction Catheter N\ - £ s /
HME fitter : A /P /N T i FeedingTube | |
Syringes : 10 cc 03T g L~ _{_ Vaccum Suction Set -
05 cc 03— ioves S 6 6,85 o hod-Br34t Surgical Gloves 4 ( a0
02 cc ok & 3 . “rn o ,L-)I_L_, Gauze Pack " q-g . -@;ﬂ__/
01ce ‘:’,\ o o = Syringe 1,n11/2m| 8// P
Cautery plate: A/P/N ,‘"f‘___ |_Surgical blade > U A+ Surgical Blade # 20 -.\j/’/
IV set ~ | NG tube ’ Koochies (S) |
RL |73} Cautery penci Y+ (lne L/ﬂ'! 0 é/ ]
NS : 10mi / 100mi / 500mi / 1000m Koochies s y,//“ "D, thp {1 nff[' | —
oINe \D.4- Ointments il Lorna 1410 |
Alemins oaka ACA—Suction Catheter = FA 6K J1
Fentanyl O\ | Cap, Mask 4 Cly 24 1
Morphine __ | GawePack 9y x. WS 1 ETT 4ub30 ot
Ketamine Mop Pack AT o Nl
Propofol Steristrip | ) Lg"
Rocuronium Underpad = e i
Glycopyrolate Draw sheet N o=
Myopyrolate Abgel Ad—1 &y s
Ondansggron __-{ Foleys catheter ‘_,\'5 \
Pencalf 28 Spinal Needie 22 73 | +Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) —Romodrain bag
Antibiotics ﬂ?{’ Bandage
T (o ..
Suppc‘lgitgries b loban \
Anamol : 80mg / 250mg / 170 mg Double J Stent l]\
Supridol : 100mg s O\_—-Vaccum Suction set b AT
Justin : 12.5 mg/ 25mg/ 100mg O | Plastic Bed Sheet e
Tab. Misoprost : 200mg “’:4__ Betadine Solution
Cntove 7.0 _—Microshield &
Sutsn 2. 1§ g::-. Cotton Balls \ L7
d‘T S?QMLI} ™ o5 tatex Gloves Lot
W carmuldd  (1R6, ol Ramdione Scrub
Saral
2072 4 THGIH
Surgeon aesthesiologist Nurse q@rwolm‘-‘k OT Technician
Order No. :...o20 =00 8025 43 4..]. /1, .lré ................. OFARIEA DY & ... s essoes
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oz Rainbow Childrens Hospltal-Himayatnagar
Rainbow
Children’s , ", Rainbow Childrer's Hospital, Door no. 3-6-267, app. Cafe niloufsr, Old MLA
Hospital  %%7 Innow A & Hospital, LJoer no. 7, opp- :
Raminrn quarters road AP State Housing Board Himayatnagar Hyderabad ,
Telangana, INDIA 580029,
04048873000, Infofrainbowhospitals.in
T
HIEIEERLUmUTIONG
ELECTRONIC MEDICINE PRESCRIPTION
MRN 1 BAH-00524486 Name : Mrs ASHIKA AGARWAL
AgelSex :32Y 11M 15D/ Femala Doctor : SWAPNA SAMUDRALA
AdmRag DatelTlmas 7 2000772026 12:13 Payor MEDI ASSIST INSURANCE TPAPVT LTD
Order Date 1 2000712026 17:28 Ordernumber  : 26-0000215447
Visii D ¢ 1P26-00006895 WerdBedNo 1 4F -OT/PPO-419
Fatlent Address Himayat, Himayat Nagar East, Hydesabad, Telangana, INDIA, 500029
-
SHo Doscriptlon Goneric Heme Dosage Rotne ! Fraquency Durstion Instroction Qty Status
1 [DSYRINGS ZGMLNIFRO)  |SYRINGE 2, 1oy Extemad { Qnce Dally 10as 4Nos]  Diipenand |
EIE i iiiiant Sl Hirsirib vt (TS #Onca Daty 1o 1hos] Do |
3 |venront-18g IV CANLILLA 18 1 how Evtamati Oncs Cady 1 Bays 1Nos|  Drpensed|
4 |wsoPROST a8 200MCG 45 1 Tans Estoma } Once Daly # Days 8Tabs| Dispansedf
5 |SUPRDOL SURPOSITORIES 1 Nes Externat  Onca Dady 105 INos|  Dvspamand
¢ [VicRYL vonw Rsss ACRL 10NV 23 [1hae PO Doty tDeps 1hos|  Dwpena
7 ﬁ“‘m"s"w“‘“’m‘ 1Vl Externat ! Oncu fialy 1 Days 1visl| Dispensed
2 [FUROPNE IATROPINE) 4 1 1vil Extornal f Oncs Dady 10ays 1via|  Oispanted
9 :E.?;‘g‘ SUPPOSITORIES 00 1Ros External f Oncs Dady 10ers 1hos|  Dnporaea
10 |eccorEcTRODES (ADULT) |ELECTRODES ADUILT |4 Nos Extarmal / Once Daiy 16ay anos|  Dupsrmes
1 |osYRINGE BaRiMPROY SYRINGE fi, 1o Faaamal { Qoce Daly 1003 3nos|  Depenesd
12 |SGLOVE #6(SURGICARE)  |SURGICAL CLOVES .0 |1 heos €siamal { Cacy Dady 10379 20ca)  Prapensec]
13 |SURGICAL BLADE 22 SURGICALBLADE 22 |#Has Exiamal { Geca Dady 10 Lhaa|  Dwpansac
N é"é&“ﬁ#ﬁ"m° 1+ Nos 1mee Daty 1hays 1Nos|  Durparaad
15 |MONOCRYLIONW 1328 |MONOCRYL 132¢ 1 Nos $onca Daty 1bays 1808| Dasperaed
16 |COTTONEBALLS 2 GM 5 NOS 1Hos Exismel/ Onca Dally 10ays 1Nas| Dispersed
17 |SSLOVE# T.O{SURGICARE} |SURGICAL GLOVES 7.0 [1Hes Exiomal { Onoa Daly 1Cays tNoa| Dispensed
18 |vicre tove2ais VICRIL 1OVP2345  [1has 0nce bally 2Days 2Noa| Dispensed
1 [LSCEDRAPEPACKSAFE 1Hos | Extemat 10 At { by 1Nos]  Dispemsed
20 %%E;&E)som1mm 1 Nos Extaerab 10 AM 1o 2Nos|  Dispensed
21 |SGLOVE 6.8 |SURCICARE} |SURGICAL GROVES 8.5 |1 s Exiarrial f Orca Dady 10aps 4Nos| Ocpensed
2T |BIGXAMIC 500 MG INJ 1 Ampula Exornal f Onca Dady 10yt 2Ampnide|  Gispensad
1 %,E,“:'E';E"m 1 bea Exomal 1 Oncd Dady 10ars thice]  Cotowmes
24 |PENCANZIG (BERALN) thoa Exteenal 10 AM. 10ays THot| Dispensed
PREGELLED SURGICAL PREGELLED PLAVED
23 PLATES(ADINTY e t Noa | Extevad { Onca Dasdy 1Days 1Hos| Crparmed
28 |osyrnNGE 1ML (MPRO) SYRINGE 188 1 Nos Eternal Onca Dady 10ap 2Noa] Dmpensed
21 {Encora Mcroptaglives 8.8 1 Hod 1One Danty 10i 2Noa] Dupansad
28 g&w&mamunomm 1N External{ Orcs Dudy 10w 2Nn|  Ompenssd
» E:‘:ﬁi‘" (OXYTOCIN) b 1vial Ingection  Once Daly 1001 viel]  Oupansed
;l:ac:lmFS&uﬂONS Tm { Gnce Dally 2 Days 2Nos] Dupensed
M |ADULT CIAPERS-xxt 1hos Entomial § 10 AM 1 Gays thos| b
2 |RCRENEROEE e 1 hNoa 1Once Cady 10 1Noa|  Ddpenses
2 gaoﬁum;;?xxki;zmws %ﬁ;:ze?.sxr.s 2RYS|y ExomatF Onos Dary 10 Aot Dripers
R CIADRENALINE) 1vin tryacuon/ Goce Daly 10as 1| Dispanten
VACCUME SUCTION SET 1how Extamal f Onca Daty 10aps 1 Hos
MOPS 30X30 BPLY 55 X-RAY | MOPS 303308 PLYDATT |1 Kox 1Once Daity 3 Days BEET™ [ —
ar  |osvrmcs ovearrey  [SvRemveE 1oen A Hos Extarnal { Gncy ady 10ays ANsa|  Dispersed
SWAPNA SAMUDRALA
Reg No : 69924
* This document Is just for reference purpose only. Not Lo be considered as primary report.
Note
* This prescription is valld only for specified duration.
* Do not rofill medielnos.
Printed Date/Time ; 20/07/2026 15:04 Prnted By : SUNKARI SANGEETHA Page 1 of1
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L ainbow Childrens Hospital-
Rainbow pital-Himayatnagar
Children’s
Hosplital Barth;ghi Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : BAH-00634486 Name : Mrs ASHIKA AGARWAL ( 3
Agel Sex : 32Y 11 M 15D/ Female Doctor : SWAPNA SAMUDRALA
Adm/Reg Date/Time 1 20/07/2026 12:13 Payor : MEDI ASSIST INSURANCE TRA PVT LTD
Order Date : 2000712026 17:28 Crdernumber  : 26-0000215446
Visit ID : |P26-00006895 WardiBed No  : 4F -OT/PPO-419
Patient Address ¢ Himayat, Himayat Nagar East, Hyderabad, Telangana, INDIA, 500029
5.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 gg?g gggu%’ FEMALE 1 Nos External / 10 AM 1 Days 10 Nos Ordered
2 gg&;@%ﬂgﬁ%%bl 1 Nos Exlernal / Once Daily 1 Days 10 Nos idered
3 |EACEMASKILAYER- FACE MASK 3 LAYER |1 Nos External / Once Daily 1 Days 10 Nos Ordered
4 RL 500 ML CLOSED SYSTEM ?&ESE%ES;’E’STE 1 Bottle | Oncé Daily 1 Days 1 Bottle Ordered
SWAPNA SAMUDRALA
Reg No : 69924
* This document is just for reference purpose only. Not to be considered as primary report.
Note
* This prescription is valid only for specliied duration.
* Do not reflll medicines.
Printed Date/Time : 20/07/2026 18:05 Printed By : SUNKARI SANGEETHA Page 1 of1

.
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"z Rainbow Childrens Hospital-Himayatng‘gar

Rainbow

Children’s  to Rainbow Children's Hospital, Door no. 3-8-267, opp. Cafe niloufer, Old MLA

Hospital Biethiight - Rainbow Children’s Hospital, Door no. 3-8-267, opp. Cafe niloufer,

wRatdiow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
: LT RSO
ELECTRONIC MEDICINE PRESCRIPTION

MRN 1 HNH-00016703 Name : Baby Of ASHIKA AGARWAL
Age / Sex :0YOMODA4H/Male Doctor : SPANDANA PASUPULETI
Adm/Reg Date/Time 1 20/07/2026 14:58 Payor : SELFPAY
Order Date 1 2010712026 17:36 -~ Ordernumber ; 28-0000215452
Visit ID : 1P26-00006898 Ward/Bed No  : 4F -NICU 1/ NICU1-401
Patient Address : Himayat, Himayat Nagar East, Hyderabad, Telangana, INDIA, 500029

S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status

1 ET TUBE - 3.0 MM STERIMED 1 Nos Extemal / Once Daily 1 Days 1 Nos Dispansed

SPANDANA PASUPULETI

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

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 20/07/2026 18:03 Printed By : SUNKARI SANGEETHA Page 1 of 1




Raml:;w % Rainbow Childrens Hospital-Himayatnagar .

Childr 1
Hospig}t 's mnhm@m Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA

quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in

DA

-

ELECTRONIC MEDICINE PRESCRIPTION

MRN : HNH-00016703 Name : Baby Of ASHIKA AGARWAL
Age / Sex :0YOMOD4 H/Male Doctor : SPANDANA PASUPULET!
AdmiReg Date/Time 1 20/07/2026 14:58 Payor . SELFPAY
Order Date 1 20/07/2026 17:36 Ordernumber  : 26-0000215451
Visit ID : IP26-00006898 Ward/Bed No  : 4F -NICU 1/ NICU1~401
Patient Address : Himayat, Himayat Nagar East, Hyderabad, Telangana, INDIA, 500029
®
S.Ne Description Generic Name Dosage Routo/ Frequency Duration Instruction Qty Status ~
1 VACCUME SUCTION SET 1 Nos External / Once Daily 1 Day;.: 1Nos| Dispensed
2 EEF?I—?AE'IIE?DT(F;ARE 1 Nos External / 10 AM 1bays 1Nos| Dispensed
3 ﬁgg}zﬁg:ﬁg\}z PLY (5 ﬁggZE THXTS12PLY S 1 Neos External / Once Daily 1 Days 2Nos| Dispensed
4 Encore Microplic gloves-6.5 1Nos { Once Daily 1Days 1Nos| Dispensed
5 NEOFLON PRO 24G 1Nos External / Once Daily 1 Days 1 Nos Lispensed
6 SGLOVE # 7.5 (SURGICARE) |SURGICAL GLOVES 7.5 |1 Nos Extemal / Once Daily 1Days 1MNos Dispensed
7 SGLOVE # 6.5 (SURGICARE) [SURGICAL GLOVES 6.5 |1 Nos External / Once Daily 1 Days 2Nos! Dispensed
8 ggﬁggng ATHETER § 1 Neos External / Once Daily 1Days 1Nos| Disponsed
9 ?&’ﬁ%%ﬂﬁ%ﬁggﬁ THIN g;.?gg ?&ingN 1 Nos External / Once Daity 1 Days 1Nos| Dispensed
10 |TEGADERM {PEAD} 1610 TEGADERM PEAD 1610 |1 Nos External / Once Daily 1 Days 1Nos| Dispensed
ik DWATER 10 ML AMPULE DISTIL WATERTOML 1Botlle External / Once Daily 1 Days 2 Botlle Dispensed Q
12 [INJEKINJ 1 MG 0.5 N;L 1 Nos 1 Onca Daily 1Days 1Vial] Dispensed
13 SURGICAL BLADE 20 SURGICAL BLADE 20 1 Nos E'mema[ { Once Daily 1 Days 1 Nos Dispensed
14 DSYRINGE 1ML {NIPRO} SYRINGE 1ML 1 Nos External / Once Daily 1 Days 3Nos| Dispensed
SPANDANA PASUPULETI
<

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

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed DatefTime : 20/07/2026 18:03 Printad By : SUNKARI SANGEETHA Page 1 of 1
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Rainbow® &
Hospital

Children’s .BirthRight“

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs ASHIKA AGARWAL UHID BAH-00634486
Father/Guardian Mr NITIN KUMAR Age/Gender 32 Y11 M 15 D/ Female
Address Himayat, Himayat Nagar East, Hyderabad, Telangana, INDIA, 500029

IP No IP26-00006895 Admission Date 20-07-2026

Ref Doctor Self

Discharge Date  23.07.2026

DISCHARGE SUMMARY

Consultant:

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)

69924

Diagnosis: PRIMI AT 29+2 WEEKS WITH FGR STAGE Ill WITH
ABNORMAL DOPPLER (AEDF + REDF IN FEW LOOPS) FOR EMERGNECY
LOWER SEGMENT CESAREAN SECTION

EMERGNECY LOWER SEGMENT CAESAREAN SECTION DONE ON
20.07.2026

History:
LMP: 27.12.2025 Obstetric formula: Primi
EDD: 03.10.2026 Gestation at admission: 2912 weeks

® 1800 2122 @ www.rainbowhospitals.in

AKRAMGUDA
04065113232




Name Mrs ASHIKA AGARWAL i UHID BAH-00634486

IP No IP26-20006895 Admission Date 1 20-07-2026

—— E2" A, bt A e

Obstetric History:
G1 - Present Pregnancy, Spontaneous conception.

Medical History: Nil

Surgical History: Nil

Allergies: Nil

Family History: Husband brother's 2 daughter - Downs Syndrome -
congenital heart disorder with multiple cardiac surgeries

Antenatal Details:

Mrs ASHIKA AGARWAL was booked to Rainbow hospital at 12+4 weeks of
gestation. She had regular antenatal checkups and investigations as advised.
NT scan normal with double marker. FTS low risk. TIFFA scan showed increased
resistance in uterine artery doppler ,rest normal for which she was started on

Tab. Ecospirin 150 mg OD. At 23%3 weeks she came with complaint of right
side abdomen pain, scan done showed - Mild dilatation of pelvicalyceal system
and proximal ureter - relieved with medical management. Fetal growth
monitoring done by serial growth scans. Growth Scan done at 29 weeks
showed SLF, Cephalic presentation, EFW 1102 gm ( 6 % / AC <1 % ) S/o FGR
Stage 3, Pl P/H, Liquor Adequate, AFl 13.5 cm, UAD - AEDF with Cerebral
Redistribution, DV showed forward flow. She was kept under observation with
close fetal surveillance with Daily AFIl/ doppler scans. Neonatal counselling was
done by senior neonatologist and explained regarding complications of
prematurity and prolonged NICU Care. Antenatal corticosteroid coverage done
{ inj Betamethasone 12mg 2 doses) in anticipation of preterm delivery. Inj
Mgso4 loading and maintenance dose given for fetal neuroprotection. Scan




Rainbow" &
Hospital

BY RAINBOW HOSPITALS

Children’s .BirthRight'"

Your Right to a Safe Delivery

Name Mrs ASHIKA AGARWAL UHID BAH-00634486
IP No IP26-00006895 Admission Date 20-07-2026

done on 20.07.2026 showed showing SLIUF transverse lie , AFl -11.9 cms,
umbilical artery few loops -AEDF, few loops -REDF, CP ratio less than 1 centile.
Uterine artery -increased resistance in blood flow. In view of FGR stage 3 with

abnormal doppler findings, taken at 2972 weeks decision of emergency LSCS
taken.

Investigations: Enclosed.
Blood group: "B" Positive

Management: Course in hospital:

At admission on clinical examination the vitals were stable. On admission vitals
stable, uterus was relaxed. Fetal well being was confirmed by an admission
NST which was found to be reactive. She was decided for emergency C- section
in view of FGR stage-3 with abnormal doppler (AEDF in few loops and REDF in
few loops). She was prepared with indwelling Foley's catheter and IV canula
under aseptic conditions. Written informed consent for surgery taken.
Preanesthetic check up done. Anaesthetic premedication (IV Pantop and
Perinorm) given. Patient shifted to theatre.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord traction. Uterus closed

BANJARA HII LS " ‘ HYDERNAGAR KONDAPUR OUTPATIENT CLINIC (JC1 fited | SECUNDE RABAD (* KONDAPUR
. . - o 2200 merger

uuuuuuuuuuuu
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Name Mrs ASHIKA AGARWAL UHID BAH-00634486
i IP No 1P26-00006895 Admission Date 20-07-2026

in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Skin closed with subcuticular sutures. Wound dressing done.
Vagina cleaned with Betadine solution after expelling clots. Misoprostol 400
mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.

* LUS Formed.

* Breech extraction done.

* Placenta small and unhealthy- sent for HPE.

Delivery Details :

Date : 20.07.2026

Time of Delivery: 01:09pm

Type of Delivery: Emergency lower segment cesarean section

Indication : FGR Stage |l with doppler changes{ AEDF+REDF in few
loops) )
Anaesthesia : Spinal

Bahy Details:

Date : 20.07.2026
Time : 01:09pm
Sex : Male
Weight : 960gms
Apgar - : 6,8

Gestational Age: 29%2 weeks
NICU Admission: Yes, prematurity
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Hosp ital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs ASHIKA AGARWAL UHID BAH-00634486
IP No IP26-00006895 Admission Date 20-07-2026

Post-Operative Notes:

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

Advice:

1. Tab. Taxim O 200mg twice daily till 26.07.2026 (9am-9pm) after food.

2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
24.07.2026 (8am-2pm-10pm) after food.

3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 24.07.2026(9am-
3pm-11pm) after food.

4. Tab. Pantop 40mg twice daily till 26.07.2026 (7am-7pm) before food.

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

6. Tab. Shelcal (Elemental Calcium 500 mg, Vitamin D3 250 IU) once daily
(2pm) till breast feeding for after food.

7. Nebasulf Powder for local application.

8. Collect HPE reports (Placenta).

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

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

Review with Dr. SWAPNA SAMUDRALA after 2 weeks on 05.08.2026 with
HPE report at Rainbow Children's Hospital with prior appointment {(Review
consultation will be charged).

For Women Who Have Had a Caesarean Section

Care of the wound:

1.You can bath and shower.

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

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

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

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 ......cceeevirnns in a
language that | can understand and i acknowledge.

Patient/ Attender
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Name Mrs ASHIKA AGARWAL UHID BAH-00634486
IP No IP26-00006895 Admission Date 20-07-2026

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter II page 6] kindly contact 9154865045 at Rainbow
Children's Hospital Himayatnagar just dial one toll free nu er
18002122. You can also take appointments at any time by going ¢ lahéf&ou‘:g
website www.rainbowhospitals.in A8 TSN

Consultant:

Dr. SWAPNA SAMUDRALA
MBBS, MS (OBG)

69924

@ 1800 2122 @& www.rainbowhospitals.in

Your Right to a Safe Delivery
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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
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Obstetrics and Gynaecology
Early Warning Signs

-

\-

Complete a Full
Set of MEOWS
Observations

\

/.

-

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

4 N
1 Yellow Alert :
Repeat Observations
in 30 minutes
. Y,
4 R
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
\_
4 A

s ¥

* 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
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Obstetrics and Gynaecology
Early Warning Signs

e

-

1 Yellow Alert :
Repeat Observations
in 30 minutes

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

~N

\ 4
Complete a Full
Set of MEOWS
Observations
% \_
/

-

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

* The Modified Early Warning Score (MEOWS)
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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It takes a lot to treat the Iittie, 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.
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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.
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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

[ a—

and/or must be assisted into chair or

day and inside room at least once every

ey in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L‘] Lf
without assistance. to completely turn self independently. independently. F \'\
2. Chairfast : 3, Walks occasionally: 4. All patients too young to ambulate; A
P Ability to walk severely limited or Walks occasionally during day, but for OR walks frequentiy:
Activity The degree 1. Bedfast : X . : ) . I g I p
of physical activity" Corfined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a V

wheelchair.”

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

2 hours during walking hours.

Sensory Perception

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

2. Very limited:

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

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

to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skir:?swemczse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
19 moi:'t)ur . Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent J

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

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

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

repositioning with maximum assistance.

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

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

1.Very Poor:

Nutritional Usual
food intake pattern

supplement.

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

2.1 :

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.

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.

\g

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : lessthan 9 |
Docu. No. : RCH /FRM / CLINICAL / 119

High Risk : 10-12

Moderate Risk : 13-14 |

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

TOTAL SCORE

24

Evaluator's Name




Support Surfaces
Risk Score Category Action {Please Note: Cnly required for children who-are deemed at risk due
to altered mobility, consider oecupation therapy referral for advice
Regﬁ:ar Turning Schedule . '
N Enable as much activity as possible High density foam matiress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matress overla
Maniage moisture, friction and shear ap y
. Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
, Use the Same Protocol as for “At Risk™ Pafients _—
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges , ,
: Alternating pressure mattress overlay
. Follow the same protocal as for “Maderate 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 matiress overlay
' Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay
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It takes 2 lot to treat the Mtte.
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N

Time :

1. Completely immaobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

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

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

Mobill : o = .
ity in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. ?
without assistance. to completely turn self independently. independently.
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:
‘Activity The degree 1. Bedfast : i ; ; i i tside th t least twi
of physical activity’ Coufined o bsd non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

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.

1. Constantly moist:

2. Very moist:

3. Occasionally moist:

4. Rarely moist:

skin and adjacent bony
surface slide across
one another

bed or chair, requiring frequent
repositioning with maximum assistance.

devices. Maintains relative good position|
in chair or bed most of the time but
occasionally slides down.

Mon:;u\r:hgigree Skin is kgpt moist almost constantly S_kin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usn_nally dry, routine diaper _
skin is exposed by parsplra.tlon, urine, drainaqa. etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
o, roistire Dampness is detected every time 8 hours. every 24 hours. 7
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin 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

during move. Maintains good position
in bed or chair at all times."

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.

Nutritional Usual
food intake pattern

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 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

3. Adequate:

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

but will usually take a supplement if
offered.

4, Excellent:

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

Tissue Perfusion &

Oxygenation <40 in a newborn) or the patient

does not physiologically tolerate
position changes.

be < 95%; hemoglobin may be
< 10 mg/dl; capillary refill may be
> 2 seconds; serum pH is < 7.40.

be < 95%; hemoglobin may be
< 10 mg/dl; capillary refill may be
2 seconds; serum pH is normal.

Does not take a liguid dietary take a dietary supplement.

supplement.

1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Bxcallent:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may - 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
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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
Redu:ar Turning Schedule . .
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the hegls Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating nressure mattrass overla
Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
) High density foam mattress
Use the Same Protocol as for “At Risk” Patients i
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree |ateral incling using foam wedges .
: Alternating pressure maftress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overiay
Usa same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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PAIN ASSESSMENT FORM

{§

Rambow

Chlld;en S .
Hospital .

BirthRight

BY RAINBOW HOSPITALS

Ydur thht toa Salp Deli ivery

v e —40fE Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Factors Educated Almerv:znhon Sign
,/’Dau (] Continuous | [ Acute (7] Sharp  (J Dull [ Increasing | [ Yes @3 @/\
9@)3 D\Dm—t 0 [ al d&’z ] Intermittent | [ Chronic [JAching [ Burning | [J Decreasing | [J No V’\C PN
] Continuous | [ Acute [J Sharp  CJ Dull [] Increasing ] Yes g\
QOH \0“% b [LD M9 {7 Intermittent | ] Chronic (] Aching [ Burning | (1 Decreasing | [J No o
\ \ ] Continuous | [ Acute (] Sharp [ Dull 1 Increasing | I Yes o
2| T Of’\h Olo | M- 1 Intermittent | [J Chronic (I Aching () Burning | [J Decreasing [ TJ No ot i @’
O] Continuous | CJ Acute ] Sharp [ Dull 1 Increasing O Yes I
o ) ) . A o
q.l la— Lf)lh o lt Y Q— (] Intermittent | ] Chronic (] Aching [ Burning | [J Decreasing { [ No ! %‘
[} Continuous | [] Acute ] Sharp ] Dull 1 Increasing [] Yes e @7
2| )f)— G F’) “)!0 MR O Intermittent | ) Chronic 1 Aching [ Burning | [J Decreasing | [ No S
[] Continuous | [ Acute 1 Sharp [ Dull Tl Increasing | [ Yes }
‘2\1([ \% ‘GLU—) 'y J Intermittent | CJ Chronic 1 Aching [ Burning | [ Decreasing | [ No lb’) g‘
[] Continuous | [ Acute (] Sharp 1 Dull [ Increasing [ Yes
[ Intermittent | [ Chronic (] Aching [] Burning | [] Decreasing | [ No
1 Continuous | [ Acute [] Sharp (] Dull [] Increasing | [ Yes
[1 Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | [ No
[l Continuous | [ Acute (] Sharp (1 Dull [ Increasing I Yes
[ Intermittent | I Chronic [ Aching 1 Burning | [] Decreasing | [ No
("1 Continuous | [ Acute [ Sharp (1 Dull (] Increasing [ 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) At least 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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PAIN ASSESSMENT TOOLS

E ]

No Hun

'
.
Rumerical Paln Scale (Obstetric and Gynecology)
1 ] 1 | (I 1 L I 1 1 |
I 1 | i i T I T | T 1
0 1 2 3 4 § 6 7 8 9 10
No Pain

Wong - Baker (Pedlatrics) Above 7 Years

@@@@@@

Hurts LmIe Bit Hurts Lrtﬁe More Even More Hurts Who!e Lot Hurts Wnrst

FLACG PAIN ASSESSMENT SCALE (1 Month to 7 Years)

; SCORING
CATEGORY
0 1 1 N . 2 -~ .
. , " | Occasionat Grimace or Frown, Fre&uen‘t to constant frown,
Face No Particufar expression or smilg withdraw, Disorlented quivering chin, clenched jaw
Leps Normal Pesition or Relaxed Uneasy, restiess, tense Kicking, or ]egs'brav_m up
‘| Laying quietly normal position, Squirming shiffing back and .
Activity moves aaslly fort, tense Asched, right, or Jerking ! l
Maans or whimpers occasional Crying steadity, Screams of Sobs,”
Cry No Cry (Awaka or asleep) complaint ‘ frequent complalnts
. Reassured by occasionaltoucting, | .
il Contenl, retaxed hugging, or being talked to;. Difficult to console pr comfort  §~ N
Consolability Hishurinla ‘ euttto consols p ¢
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Criteria
-2 -1 0 LI 2 |
Crying No Cry with painful | Moans or cries Appropriate cryidg Not| Jmitable or erying at | High-piched or silent-
Irritability stimuii minimally with painful| Imitable intervals consolable | continuous cry
stimuli Inconsoiable
Behavior State | No arousalto any | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimli stimuli gestational age Awakens frequently | or
No spontaneous Little spontangous Arouses minimally / nio movement
movement movement (not sedated)
Facial Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain axpression
Expression | No expression with stimull Intermittent continual
Extremilies | No grasp reflex Weak grasprefiex | Relaxed hands and | Intermittent Confinual clenched
Tone Aaccid tone decreased muscle | feet tlenched toes, fists | toes, fists, or finger
tone Normal Tona or finger splay splay
Body Is nottense | Body Is tense
Vital Signs HR | Mo variability with [ Less than 10% Within baselne or | Increase 10-20% | Increase greater than 20% from
RR, B 830, | stimull variability from norrmal for from baseline basefing, Sa0, lessthanor 1
Hypoventilation or | baseline with stimuli | gestational age §a0, 76-85% with | equallo 75% with stimulation «
apnea stimulation - quick  { slow recovery Out of sync or
_recovery fighting ventilator

~/
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e Rainbow”® .
: lllNllnllllllllllllllllllllllllllﬁ URINARY CATHETER BUNDLE CHECK LIST Hospal 55::@3522%23
D0 OF INSOTHON. . . ; s sssiminnmms fompey e nssas Date of ReMIOVALL ...ouiiessvsussssmisesvusmnions
Parameters Date Shift Time A
Need for the Catheter es [ 1\10 [JYes [ONo | CJYes [INo | ClYes [INo | ClYes [INo | [lYes CINo | ClYes [INo
Hand Hygiene ~TYes [INo | [JYes CINo | CIYes CJNo | CIYes [INo | CIYes [INo | [Yes [INo | [IYes [INo
Usage of Sterile Equipment ‘/[]Yes [INo | CIYes CINo | ClYes CINo | ClYes CINo | [J Yef [INo | [JYes [ONo | TlYes LINo
Is the Collection bag below the level of bladder }Xes [ONo | ClYes [INo D}fﬁ ' O th c d Yesﬁ}*‘_bw\)[g*% INo | COYes [INo | [Yes [INo
Check the Tube for Obstruction (Free of Kinking) ’iﬁs [INo | CIYes [INo B‘fﬁ \%ﬁ A [1Yes r[\j No | ClYes CINo | CIYes [INo | [lYes [INo
Is Catheter dated as policy "/DYes CONo | OYes CINo | CYes q}j{qu X @s O NM&S CONo | ClYes CINo | ClYes [INo
Collecting bag is been emptied regularly? _Yes ONo | ClYes CINo | O Y;ﬁh [OYes [INo | CJYes CONo | ClYes CINo | CIYes CINo
Maintenance of closed system for the catheter ATYes [INo | [lYes [INo | (IYes [INo | [JYes [INo | [lYes [INo | ClYes "INo | CIYes C[INo
Dressing clean and dry? A-TYes CINo | TIYes CINo | ClYes [INo | CiYes CINo | [IYes [INo | [1Yes CINo | CIYes [INo
Is the line removed as Policy? /Eﬁes [CINo | CJYes [INo | [Yes [INo | [lYes [INo | [1Yes [INo | [IYes CINo | [IYes [INo
Performance of Perineal Care ,/IZJ Yes (INo | C0Yes CONo | ClYes CINo | CJYes CINo | [JYes [INo | CIYes [INo | [lYes [INo
Onset of New Fever OYes ﬂo CYes TINo | ClYes [INo | ClYes CINo | ClYes CINo | [lYes [INo | ClYes CINo
Asses for the leakage at the site of insertion TYes p@‘ﬁo (JYes CINo | CJYes CINo “IYes INo | C1Yes [INo | [JYes [INo | [IYes [INo
Name of the Nurse @{ M&
Signature of the Nurse @
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Morse Fall Risk Assessment Form

D
@

"z
Rainbow®
Children’s
Hospital

It takes 2 lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a ‘Safe Delivery

Date / Ti |3
Choose Highest Applicable Score from each Category i hfsh’ b Ut |2 UJ /Q C Fall Risk Grading
Score [\W L ' 2
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mors&:r::g)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 &) (o) O
IV / Heparin Lock or Saline :es 20 a K] 2C Implement
g g Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 ;rti‘isgﬂggn
GAIT / Transferring Weak (uses touch for balance) 10
Forgets limitations 15 P~ Risk Fall
Mental Status .g o High Risk &ol Prevention
Oriented to own ability 0 ntervariion
Total Morse Fall Scale Score: & N L O ) O
Signature g P | EH

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

[ Hourly safety check

[] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
[] Initiate constant observation by healthcare provider as appropriate to patient's needs
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H-00834486 IP26-00006895
5 ASHIKA AGARWAL W
e ol ki Rainbow®
g . Ghldrers | Ry BirthRIGhE.
CHECKLIST FOH TH ROM 0 HLEBITIS ,mmﬂmpn“m the little. Your Right lnaSafeDelive;y
_f 20[7| L6
DAY-1 9[- DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE | ' E N Mm@ N M E N Remarks
- No signs of phlebitis / ~
1 IV site appears healthy Olsservenani 0 D) 0 o |
One of the following signs is ks
evident : Possibly first signs of phlebitis - o
2 * Slight pain near the IV Site / / Observe cannula L v o | @
* Slight redness near IV Site
Two of the following Signs -
o | aeeen: ol SR oo | e
Pain at IV site Redness O

All of the following Signs are

S Medium stage of phlebitis / \

evident : ; : )

4 Pain along Path of cannula ?esntte Catnnula Consider 3 \ © O ©
Redness around Site Swelling reatmen

A
All of the following Signs ar
evident and Exteng.i?:eg: PAE Advanced stage of phlebitis or A D
Redniess around Site Re site Cannula Consider 0
Swelling palpable Venous cord Treatment
All of the following Signs are /
evident and Extensive : Pain Advanced stagg of
6 | along Path of cannula Redriess | trombophlebitis / 5 @) A
Initiate freatment Re sit
around Site Swelling palpable (r:]zlmiﬁlarea IHEntr e O O

Venous cordpyrexia

Signature of the Nurse G%j g (< (0 |

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

Signature of Shift In Charge : 4 Signature of Ward In Chargg :
Signature : ........ccov.e. 4;20 .................. Name : (ggu% .................................... Signature : ............. QQ ................ Name: ......... 8 s (ed..nne.

Docu. No. : RCH /FRM / CLINICAL / 137
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- ::H A?ummu . 1P26-00006895 )
: 35"1%‘:::: m’”'"'m Rainbow® : _
Children’ BirthRight
- iy CHECKLIST FOR THROMBOPHLEBITIS Hospital | () zememoins

50

2

o,V

i DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE (EJ N M E M E Remarks
1 | Wsteaipens ety No signs of phiebitis / 0 L
Observe cannula %)
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site INZ
Two of the followmg Signs Early stage of phlebitis /
$ 0B Gt Resite Cannula &
Pain at IV site Redness e
glllig;:? e Toluing SIS e Medium stage of phlebitis /
4 Pain along Path of carnula ?es?e Catnnula Consider 3
Redness around Site Swelling Lo A2
All of the following Si b
evigt];rit an ngrér:lglgégn sare Advanced stage of phlebitis or
5 Pain along Path of canﬁula the start of thrombophlebitis / 4
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment e
All of the following Signs are
evident and Extensive : Pain Advanced stage_: of
6 | along Path of cannula Redness | I gmboph!ebms; . 5
around Site Swelling palpable Initiate treatment Re site M2
Venous cordpyrexia Cannula
Signature of the Nurse AR T

\/,
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 fo detect post infusion phiebitis.

Signature of Shift In Charg

B Signature of Ward/lyé‘.h?rge : ‘
. o ; . . E
- USROSl A5 VLV W | - Signature : ....... ;KL 1T O LT

Signature : .........\.. % O R Name M WEVEAY) & e

Docu. No. : RCH /FRM / CLINICAL / 137
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SWAPNA SAMUDRALA Rainbow ) .
" chidrer's | UBIrthRigh
Morse Fall Risk Assessment Form o, | e B S
Date / Time :
Choose Highest Applicable Score from each Category / 2 0,’ 2 2 ’ .'TL ?f — Fall Risk Grading
Score - L A
-
it | A
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morse;;:l;)Scnre Ketion
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 o o &
Yi 20 F
IV / Heparin Lock or Saline Nes J 20 L0 Implement
- . Moderate Risk | 25 - 50 Moderate Fal
Impaired 20 Prevention
- Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status igh Ris > )
o ! Oriented to own ability 0 L N Prevention
Intervention
Total Morse Fall Scale Score: Lo Z¢ (D
Signature & @' L

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

Docu. No. : RCH /FRM / CLINICAL / 006
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08-08-1903 2Y1MISD  (F) Rainbow . . e
| Dr. SWAPNA SAMUDRALA Children’s B|rthR|ght
CHERECEY 0 SREY Hospital _ | ) emmenviesmas
It takes 3 lot to treat the littie. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

Drug Allergies: ........coevvveene M‘( ................................................ ] 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)

RN FYOINEL < iosssmvssns v rosssss on s smsnmsm eSS L5 S S g
S.No (Gﬁusmgﬂvﬁﬂ%lﬁr LEETTERS) (m';?.fig; (PO, ?‘%u;i v) | FREQUENCY [L):tseT/?:ni ‘)‘gﬂ%ﬁg
IR PPIVE ) eads ol o \‘8'9{76 Oc Ooe
2 114 LU LM | }+ab p’b oD \@,\'—}‘% Lc Cinc
314 tcoepieInN - 150 mg Plo - o0 pal3Pe |oe oo
4 ¢ C0C
5 ¢ Obe
6 JC [OJDC
7 ¢ Ooc
8 OC CDC
9 0Jc JDC
10 OJc OJDC

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

Doctor Name & Signature : P‘Df‘DM .................. CmET—
Date & Time : ...... O?O‘:"I% ................... J‘Zl .................................

Nurse Name & Signature: MOM"LW\J’@\@M XLt ,
Date & Time : WH%@(% ...............................

Docu. No. : RCH/ FRM / GENERAL / 090
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 2/1'}/'?/2;{ Time: ... 2000

4 0 ~ 26 ky/m’
Oﬂgln.jr\d.l.ﬁ/) Height: .... L 0.2.0472..... Weiuht:...é..‘f:..??.%ﬁ... BMI: O ~28 ky/m’
0~30kgm*
FOOA AVIETGIES: ... A e 2T K

Diagnosis: ....... [/‘Sfi ..................................................................................................................................................

Type of Diet: Z}quld TSt ONomal  ODiabetic

Vegetarian L Non-Vegetarian U 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

‘\3 ‘t’7
SIGNALULE: «........oooooeedeeeeeeeeeeeeeeesesssesssssesssesssssmeeseseeee Signature: ........... 52002 &%a .............................

Name: ........ ﬁé/u'/@k ....................................... Name: 5WM%M
Date & Time: ...... 2’/? 47 SIS Date & Time: %/?/%/

Doc. No. : RCH / FRM / CLINICAL / 195 PT0)
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Rainbow®
Children’s
Hospital

Tt takes a lot to treat the litte.

. - bl
@ Birth Right
. BY RAINBOW HOSPITALS
Your Rﬁn to a Safe Delivery

Date of Admt ....................... Drug AlIETgies: ..........cco.cooeeet Neo— _xh‘ﬁfknown any Drug Allergies
FOR THE SAF PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
= Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
ﬁ NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
>
DRUG : Date
Dose Route | Frequency |Start Date ’
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
) ] Date
ﬂ DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
. Date»
DRUG : Tige
Dose Route [ Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH/FRM / CLINICAL / 118
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A REGULAR PRESCRIPTIONS We'gh’(% L R—

Verified by

velilieu vy
Dr. Dhakshayani

N @
»_>\
5 2
o O
QL 9
=
oo
e =
A
> ©
a =
- o
39
o
P <
L £
h‘“\.
—

'

- Dhakshayani

DRUG: CX¥FOTAXIMNE %3:2»‘1?\;‘ %‘X\
Dose Route | Frequency [StartDate| ¢\ f
(9 | 1v_| &> poplat AT
Narfie & Signature of the Doctor ' {
Starting the Drugs:
1 | M o
Additional Instructions; 5 vy, —¢hs - | o™
A

Mt Tesb dowe

/u

Daily Doctor’s Endorsement by a Sign N pr
Date»
onue: PALACETAMOL ot a
,Jose Route |Frequency |StartDate| o . | A
v ¥ =
g | V" [T | soly MY =
Name & Signature of the Doctor d B ]\
Starting the Drugs; : = =
I%ngh" I[Y IR L QT\AR- N
- \ N A 2
Additional Instructions: ‘ @ B Aoweh IV - dcf
W =\ v L5
// \Va

Daily Doctor’s Endorsement by a Sign

DRUG: DI FENAC

Date?

Tirvne

aafiad

Dose R%e Frequency |Start Date

50

TI) | 2z (WS

{

b,

Name & Signature of the Doctor

‘ 1

Starting the Drugs: m
MY i

B
ok

3

Additional Instructions:

W?ié; >

Daily Doctor’s Endorsement by a Sign

pruG : MWMADOL

Date

Time

R Start Dat
SM 0{1 fb ftiency ;,DI ;e

..{
Name & Signature of the Doctor ' 7’ ]
Starting the Drugs: \
Additional Instructions: s
Wi

Daily Doctor's Endorsement by a Sign

£
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Dr. Dhakshayani-......

veritied by
Dr. Dhakshayanl

Verified DYy
Dr. Dhakshayani

Verified by

.‘“'00.3“.'

1P26-0,
Mrs ASHIKA AGARW 0006895
05-08-1993 L

Dr. swapna 8A Y11M13p

iy

Sheet No: ............. REGULAR‘ PHESCR'PT'ONS Weigh’(‘..—fgks&

%
Rainbow® | : ..
Children’s ‘Bnrtthght

Hos p ital BY RAINBOW HOSPITALS
It takes a lot to treat the fittie. Your Right to a Safe Delivery

Time|4p

DRUG : ™ PANIT0 Pemoe.  (DaRE 8}\\3;“

WA Ward ..o,
B/

Dose Route | Frequency | Start Dt.
Lomq | PlO Co  Po )y

Name & Signature of the Doctor
Starting the Drugs:

L

L
= ‘,“,\‘rrf‘“

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: Th) TRONEstmx . fheun oot

'I“u_ue
Dose Route | Frequency |Start Dt.
f-! v TiO 2 / -

Starting the Drugs: 7N

Bl

2

[

I

Name & Signature of the Doctor L
¢

o)

Additional Instructions: 2

&

Daily Doctor’s Endorsement by a Sign

DRUG : PD{QACET-A-N\U L Date »\

Dose Route | Frequency | Start Dt.
\0\ O 11D Qﬁé’ U
Name & Signature of the Doctor »

Starting the Drugs:

’D,(DV*O\ m ART ‘<

Additional Instructions:

m !\'j \?’f\*’ “’Q‘A QD’
o}

Daily Doctor’s Endorsement by a Sign

DRUG: [ C £ X 17 £ (et

Dose Route | Frequency | Start Dt.
b LA 8 ()3

Name & Signature of the Doctor

Starting the Drugs: ANl
g g W Q N

O,

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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VERIFIED BY  HITE . o s e e

Patient SticKer

Sheet No: ........ !

REGULA

2

=

Rainbow® . -
Children’s ‘Blrtthght

N

Hospital BY RAINBOW HOSPITALS

It takes & kot o treat the Rtthe, Your Right to a Safe Delivery

DRUG :

T@gne

Date¥

!
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Dose Route |Frequency | Start Dt.
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Starting the Drugs:

Additional Instructions:
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Starting the Drugs:
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Additional Instructions: Doee s i o
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VARIABLE DOSE TIQ‘IG NurseSm. Nurs;Siu. Nurs&Sig, I Nurs‘e'Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte Sta rt Date Dose Dose Dose Dose
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MnABrIKAAGAI::J:L"“HD " .i Children’s . BlrthR|ght

05-08-1003 T Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

" Tl e
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ........ ')’O\F’\'\'LA
Baseline Information:
Admission From: ] ER 1 OPD mmsk [ Others, SPECITY ......ccovvvreerereecerreseeeeieins
Primary Language: IZlIeLugu [ English 1 Hindi [ OtNErS, SPECITY w..vvvvvereereeevecreeesereeersererene
Doyourequireaninterpreter? C1Yes [INO  ifYEBSSPECITY ..covvvereiciiriiii e
Source of Information: [ Patient ] Family 1 Others; SPeOITY . wsissimssmmmarimiiss i
Allergies: [ Yes [JNo ] Medications (] Blood Transfusion LI Food L OthEr: oo
I S TCTBIETEN s s unsipontossanais o s sus oo e A S Y T A A TSSO e P e
Chief Complaints: .................... 12lefay . i ———— Doctor Notified on Admission: [1Yes [INo
............................................... @pf@m Name: oF the DOCIOr ..ossumsminsioiisimasis
................................................................................................................... Time NOHfIEd: ......overeeereeecccecee
Past Medical History: Obtained From (] Patient [] Family Member ] Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: (| Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ......c.oooovveeeiici Caesarean Section: [INo [ Yes Contraceptives: [JNo [Yes
................................................................. Cervical Cerclage: [INo [Yes Vaginal Discharge: [JNo [ Yes
Onset of Menarche: .......c..coccevvveeeveeereeiiens Ectopic Pregnancy: I No [ Yes Post-Coital Bleeding: LI No [ Yes
Menstrual Cycle: [ Regular [ lrregular | Myomectomy: [JNo [ Yes Infertility: [JNo []Yes
Last Menstrual Period: ..........c.cccooeviinenn Others: If Yes Type: [] Primary [J Secondary
Obstetric History: G ......... A\ v P assssivsisnsmmpsimminis L s, 1
Previous LSCS: ...
Current Medication:  [] None [J Yes, If Yes, Fill the reconciliation form
Family History: [ No Abnormalities Detected
[[] Heart Disease 1 Hypertension L] Diabetes L] Stroke L] Seizures [ Kidney disease
[ Liver disease ITIHINETIBT: . vmn st ssmsnsnamsmsi ssnnmans s e saiems saw i s e ons s s i 5k s ki A o 54 Sy S £ S R S i
Vital Signs / Measurements: Temp: ..&(.A....... HR: ... 1.2, R coniosommstinnens
BP:.. MYk Weight: ... HIght: ... BMI: ...
Pain Assessment: Pain: [ Yes [ INo (If Yes, complete the Pain Assessment/ Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)
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General Appearance: [ Healthy CIll looking [] Anxious (1 Agitated [ OLREIS: .o eere e

Fall Assessment: [1Yes [INo  Scoré ... (complete the Morse Fall Risk Assessment Sheet)

RiskofPressureSore: [COYes L[INo Score......ccuw. (complete the BradenQ Sheét)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant
U Mobility problem L Walking Problem U No Abnormality Detected
0 Developmental Delay U Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [ No Abnormality Detected
(0 Overweight [0 Poor Appetite > 3 Days [ Needs Therapeutic Diet.

LiUnder Weight 01 Diabetes Mellitus {1 Hyperemesis Gravidarum

inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
O Calm & Cooperative [ Restless O Depressed L] Agitated 01 Confused
L DENBTS «ovvrvvevceeeenseseerersssssss essssassasssse s sesssssssesensssssesesssts s sneseessesessessa s sasesssnsans sesssbassasnanssaret e s ioassussnsesesmssassssnsassenesss

Inform consultant for positive criterfa

SOCIAL SCREENING:

1. Marital Status: [0 Single CIMarried  [JDivorced [OWidow

2. Special Habits: Smoker: (] Yes CNo Alcohol Abuse: [1Yes [ No Drug Abuse: []Yes "iNo
SOCIAI HISTORY: LIVES WL ...t seas e ben b ss e s st se st s e s sss s st sbsasesbssnsssnsanns

Orientation has been given regarding the following aspects:

Call Bell in Reach; LiYes O No Waste Disposal Explained: TYes [INo

Infusion Pump:  LiYes [INo Hand Hygiene Explained; O Yes U1 No 0 Others
Above Information GIVENR 10 ...t e seesennesees

Name of Person Orienfation was givento: ... nieeesesessssessseaens

Orientation NOLGIVEN RBASON: ....uvveeverssnrirssasesssssssassiseeserssssessssssensensessecsssessesseseases

NUrse SIgNatUure; .....cmveeviioeiinmesi e
NUSE NEIME: ..co.veciviiecvsevssir s sovrssssseserermtessereresesens

Date & THTIE! ceeeee i vssneseseenna s ssseenesnsnnssasassnases
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HOS |taI BY RAINBOW HOSPITALS

Ita&aammtwlm Your Right to a Safe Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM

17— 1\9\:”2/(; .........

1) Level of Consciousness:

Timeof Arivakis sy Time: Seen by NUIS: .i.ussimrresensiveossns

] Conscious [J Semi-Conscious ] UnConscious

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

] Severe Pain / Moderate Pain
{1 Bleeding PV: Slight / Heavy
[l Decreased Fetal Movement

[ Preterm rupture of Membranes / Leaking Water PV
[ Preterm Labor/ Labor
(] Spontaneous Rupture of Membrane / Leaking Water PV

] No Fetal Movement L R D S O s cansseissmneerrs ch e o3 o s £ S s $h Ao o
3) Vital Signs: Temperature: ............. Pulse: ............. RR: ..o Sp0,: o BP: e Weight: .............
4) Gestational Criteria:
Gravida: G B L A
LMP: e =)D R Gestational AQe: ......ccveeveeeeeeeeeee
Uterine Contraction CTYes | CINo | CONA | Onset Time Frequency:
Membrane Rupture CJYes | CONo | CONA | Onset Time Fluid Color:
Vaginal bleeding (JYes | CONo | CJNA | Onset Time Amount:
. If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | CJ Yes | (O No | CJ NA Pain Abdomen / Vomiting
Good fetal Movement COYes | OO No | CONA It No specify:
5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | | | |
[ | | T | I | | | | |
0 1 3 4 5 6 7 8 9 10
No Pain - Worst
possible pain
L 007 (1 OSSP
o DUPALION: .o Days / Weeks/ Months (Strike out which is got applicable)
+ Character: ............... e e e e LT T T A R G T S

« Frequency: ................>.. ‘-\,\g M\ ........................................................................................

o OIVBNHONS: . .ciininiiies e N veoienneresonorasnsenstnonsnnionssssissenss ressssosensersesssssnsossssssesaiassssssaedssssisesansnss

6) Past History:

Y BTG < .m0 gt i B R A1 L T8 A S T B R
D)  MBHIBAL ..ocninsniinivansusonsmmguvmsdiisimimsiesississssiinsassisinis s s ke s i Seshsns s i eas s Sismsivas cuaiine daies

Docu. No. : RCH /FRM / CLINICAL / 098

(PT.0.




Patient Sticker
7) Allergy: CIYES DO NO, IYBS : i cresinceiincnseerenseis s st s sessassssasses et sesven st sessassassnssnsns st sassssonse
8) Current Medications: [0 Prenatal Vitamin  CINONE 13 OIS vuueeceeeeeee e reemeceesesesesemeesesseseeneseseesessesssen
9) Prenatal Medical History:
00 None O Gestational Diabstes
O Chronic Hypertension [ Low placenta
[ Gestational Hypertension [0 Others if yes, SPECITY .vcveivrricreresersiesseresessssssesssessessssesssaens
1 Diabetes
Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0OTAS)
1 Gategory I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
O Gategory II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
£1 Category ll: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
O Category 1V: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
O Category \: Non Urgent (Time to Physician: = 120 minutes & Reassessment: Every 60 minutes)
0BGU Obstetrical Triage Acuity Scale (OTAS)
Lavel 2 Level 3 Level 4 Level5
0TAS (Emergent) (Urgent) (Less Urgen) {Non Urgent)
g‘ig ém -
. {Reslﬂfi}:ﬁve) < 15 minotes & 30 minutes <60 minutes : ‘é‘i,’;’,}‘:;‘,‘“
Re-Assessment Every 15 ﬁ;Inulés Evary 15 Minutes Every 30 Minutes Every 60 Mj%%gg
e B - : e R A Y
z:%%"i: t Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluid lmminent Birth bvab:?(url PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
BEKS
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotiing
. Bleedlng @i with/ without abdomlnal | cramping (<spotting) with cramping
i paln <37 weeks (>spoiting) >37
weeks
Mild hypertension
. Hypertension > 160/110 2nSior
Hypertension | Selzure activit 2o of headacht, oL > 140/90 wiliwithout
e disturbance, RUQ pain symptoms &

wo
+ Hax
%

Fetal Assessment

Abnormal FHR tracing
Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

1 « Acute onsite severe

« Major trauma

» Abdominalfback paln

Others S « Ongoing assessment | - Anything that does not
: abdorninal pain = Shortness of breath greater than expectedin|  from out patient clinic seem to pose threat to
- Altered level of « Unplanned and pregnancy (for hypertenston, blood]  mother or fetus
consciousness unattended birth « Flank pain / hematuria work) » Cervical ripening
« Gord prolapse « Nausea fvomitingand | « Minor trauma (minor | » Out patient placenta
. - Severe respiratory for diarrhea with MVGC/fall) previa protocols
A distress . suspected dehydration | . Nausea/Vomiting and |- Pre-hooked visits (fe
- + Suspacted sepsis for diasrhea Rh and progesterone
N = Signs of infection {ie injections, NST
dysuria ,cough, fever, | = Assessment for version
chills) = Rashes
Time seen by Doctor: ....vececirecnireennnnnnernneas
NUSE NAIME : v.vvvevrrervrerseessesremssssserssssasessstssesssssassesssssssassssessases NUSE SIQNAIUTE: ..cvvevererecreenreserernessseesernssensnssenessserses

Date: ..oovveeeceeiraie

seereesesnsones THTEY coveveenernssnnns
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Rainbi
Cgli?d r‘.’a‘?{s BirthRight
PATIENT TRANSFER FORM Hospiig . s
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
-00834488 1P26-00006895
B 2o N
ll\\\\\\\\l\lll\ﬂl\l\\\\\ll\\\l\llll i oot
Y - INESU obS
From Unit To Unit Information dant
al No[ ]
A LY (o amb«\\)
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

L)D / If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. [tem Name Quantity
il
L loond @
2.
3.
4,
5.
Shifting Summary / Notes Written by Doctor: ~ Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
Sis. DO\
= MOV . Myuded g,
Patient & Clinical Records Received by : Q.é&

T \‘af\“)"

Date & Time of Patient Received : @ j\,,%og v

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
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— | S Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS

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

CROSS CONSULTATION FORM

DoctorName:..DK....&MCZLPM ......................................... Date 2‘[}’)6 ....... Time:......2.. 4027
Diagnosis : LSQ ....................................................................................................................................................
HOSPIAl v RCH = HNMINE o Type of Referral :

O Emergency

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

O Urgent
Referred for: [ Opinion /EZfo-Management O Transfer of care ¢

0 Non Urgent

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

-

Signature:

Findings and Recommendations : g
Lackoen  cove Plav
—_— —

\ )
_ oal fosmad  Bvasask o Nippld s

_ CO[D&{:TSUM Sy
_ Baby ol NiCV
® A-&ﬁ\ca +o SHavt é’?\P‘@gw' ¥ .

howsS ov

EX PlOlQ:“ d  woom

= \AQ Jvnlad wth

Lt —t©o @71% Al ﬂa\lmc—{mgoﬁvha Loads —lo
S

Loo St il saphy

—

Consultant :
Stk | 2 bl 5.
Name : St WACA G SigNature : ... reeeerrrrrrrrn, Date & Time : .2 / ZFHOF?’,

oooooooooooooooooooooooooo

Doc. No. : RCH/ FRM / CLINICAL / 049
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
0 a.Yes 1 b.No

2. NG, RBASOIL ... cvve oo s s msss s sremsid e sns s o SRR S T R S R S T o e o TS MR R

3. Nipple condition:
7 a. Nipple well formed
[0 b. Flat nipple
(] c. Inverted nipple
[J  d. Short nipple

4. Milk flow:
] a. 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

O oo

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




6. Was the position explained:
O a.Yes
OO b.No

7. For Gaesarian mothers:
O a. Mother is required sit and feed from the 4th feed
OO b. Please explain football hold

8. NICU admission:

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

O, ACGIHONAI TOIES: ..eoeereeeererureeeesesrasesessee s csessessasssssessvessassessesssressaressarsassetssssassssssssarstsesnbsrssbassnssmerssbaassaressaneensssenenne
Continuity of Gare: 171
Handover given DY .....ccorvcvecserereens e sesnsesemssesessssssnnens Handover taKem DY .......cocoveecvvereeeecrcerececsnesrseessessssenens
SIGNAIUTE «..veeeceesereserasesseresnsserssrsssrasssssesssssssssessasssssssessns SIANAIUTE oveiirerireiinieiniaiiniriiesssrsmsmrsseresesas s sessansarassens
Date & TIME: ..ccerircirnneccinsiirseirie e rsvssnseeassesbassasans Date & TIMIE: .vevvevrrerirrernnranresiersenissssnasiessarensnsssssesssasssssans

-
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Rainbow® . v e
Children’s @ BirthRight
PATIENT TRANSFER FORM Hospital _ | () zmonosms
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order

BAH-00824488 1P26-00006895

I I 217 1e@ 1243,

— Dr. SWAPNA SAMUDRALA

M T b il PR Dt
Hn- Due £l ¥

From Unit To Unit Information to Attendant
Yes+— No| |
pneLpals (o7 ) il
Number of Sheets in Clinical File Number of Imaging Film’s Personal belongings including
clinical documents. If any handed
over to attendant
@ “)7 /P Yes| | No [ |
SL If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
' W, )
S g
2
3.
4.
9.

Shifting Summary / Notes Written by Doctor : Ye(s,af No[ |

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

N owd buomits @p1edd | D1 pu oy

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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



INFORMED CONSENT FOR SURGERY OR Eﬁ‘.’.‘db;‘t.’e‘::{s ‘mmisgm"
SPECIAL PROCEDURE e | Y i

Patient Name : MHA"‘V‘M ..... ‘AﬁC‘M Gender: (1 Male '=-Fémale Age:......?? ......................
HD No .. PRH - 006204 86 .. Date : . 9., '—“*1'2"-

Instruction:

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

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

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 responsuble g’)r any untoward event thergof

o ENCRABINL. .

My signature on this form indicates that

with the risks, benefits and other information.
(o)
Name of the Doctor who is performing the Surgery / Procedure: (:Df SWO‘J’M I , ..........................

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
3. Ihave had achance to ask my surgeon questions.

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

5. lauthorize the consentto the performance of the operation or procedure.

Consentee : \B’}C Patient Attendant : '

Signature : ..... VL) KA LT T RS, (sl Y oL B
Name: .. 0o . Bshke o Name : N1 | C"“'H“ ...............................

Date & Time : ..... Z‘C(Cf"“":/ ..... 20
Witness :

Doctor (who is taking the consent) :
Signature : . MOL@{CL&M ............................. SigNature : ..o il ...

EERITID W (’Qf """""""" Name : ........... DDwa -
Date & Time : ... .2.[ 5 ( 1!% @Q Lban. Date & Time : .... 22 OF ,%./""pm ................

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




Z
Department of Anaesthesiology (R:ﬁ'i?db,%v,\,”s BirthRight
PRE-ANAESTHETIC EVALUATION Hospita,. .331?:.';?1“!235211‘353

Diagnosis: ...J7... um»\?‘ﬂu,&[m .......... f/é’,{’/' . ... € D .... ﬂ ............... et o b e s et
B:P'/ CRT; uivisacins g ] 2 Weight: '6'{77’ ASA Physical Status: 1 02 /2434 0bd

o 7 L Laboratory Data:

(\8 Hgb: ..... l .................. GIUCOSE: ..vviriiricriirieniee PTOTBING it HIV: ... o i X-Ray: ..o
PCV: }{,,CS) U] BB oressommmstistaammsgeiin HBS Ag: )N {1
wee: .. 1240 . Creat oo TOIBIE e HOV: Lo 5 20 ECNO:
Plate: (Lw I Dir. Bill: .. Blood group: .4 .. ‘}4 © Stress/ANgIO: ..o
P st K o W8 E B o e | A—— - [0): 117 —
= I CAEED vissrssnenss. DIKDPHOS: icimavmivsii Tl i
INR: oo [ R S AMYIASE: v TSH ssnuaseuans

“( Ol = oveveevceesseieessiieersss SGOT/SGPT: oo Allergies: NU/DA/

Medical History: ~ CVS:

resP: N O M@Uf Wl&ﬂ/ /},L/Zé::ﬂ:/mabetes:
LW“ NGO — fUsn T pedf

Renal :
Hepatic / GE : ] Physical Activity:
Others : 4

Past Anaesthetic History: /\/u

Physical Exam: { W/\_QM/
Rirway: M 1(2)3 4 Mouth Opering: (L4~ Mentohyoid Distance?l 77 Neck AL 4 Teetn: (&)

Lungs :

Heart: / m

CNS: / .
Pregnant: [J¥és CINo CINA | Venous Access Site/:‘ m W _Bpine Exam for regional MLJZM

Anaesthetic Plan: CIMAC [CJREGIONAL () GA-ETT [JLMA

Peri-Operative Plan Explained to the Patient: g}es/m No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: zr/;}/_((
1. DVT Prophylaxis :
fwﬂ,«w (e M/

NIL DRAL<:WaterIORS 2 Hours
v e ' Others 6 Hours
W{ﬂd / N\%C 21 bve . Informed Consent: Dm High Risk

2
3
4. Post Operative Pain Management: U,Dlseusseﬂ'with Patient
5. Other Instructions: =
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Pre Induction Assessment:

|

ANAESTHESIA CHART
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Change in Patient Condition:

O Yes/gfﬁﬁ

] -
Fasting Status: Ww

Physical Status:

[~Patient Identified

_=T" Consent Present

|_="Chart Reviewed

HR: Liim

| BP/CRT: | Y ;:}9

| Sp0,: )f{)/ | R.R:

TE]m

Pre-OP Dlagnoéls

S T eDFf ]

Operatlon MW ...........................................

Date :

| Last Feed: 75-' MA

Surgeon: B‘g W/M ..... .‘._.‘ . L e Anaesthesiologist: ﬁ(W ....... Technician: .
TE R it IO
N,O /AIR /O, LPM ¥ LB L
HALO /SO /SEVO Antibiotic™
Drugs: »
2 L. N y 2
(V%4 7 eV i ppostory
|
DicLaferac
[ o0
Blood Loss [00 U
Fi0, / 520 s TR TIoY Y g
a0,
ETCO, &6“ . z A , bomeL-
ECG 4 ICTEN
Temperature
Urine Output 1O, fll e NOTES
N A~ NN S
£8
[ray- =)
Bp 240
V. Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
Throat Pack In 142 ra 2z
Throat Pack Out 120\ "/,I‘,N IV
100
8
60 LA L3
40
20
10
0
ABG
LAB Values
GRBS
Others
/%Quipmgm Checked and Temp: Induction Regional:
Fuaetional ] HME [] Fluid Warmer IV [ Inhal Extremi Specify: .. s
BP [] Cling Film [ OH Warmer | Pre 0, 1RSI pinal [ Epidural EI Gaudal
] Cuff Site: . ] Hugger's [Z] Cotton Wool [\ Others Others: ..
Site: . M C:AQJ
Position:
ﬂ)r;:c-; Lead 51 st (- = LseA sit }4—‘”’
0 Temp Site w m | 71 Oral [ Nasal 8 é @
] FIO, Monitor Anaes Start: . B e at e O Needle Size: Depth
0 ent Monitor OP Start; ........ [ Oral [[INasal [ Cuff Parasthesia DYBS INo
=" Pulse Oximeter OPEnd: ......... L}CM E‘ TracheoStomy [ Topical Catheter at skin 5
[C1 Capnograph Leave OR: ' P U Drug:.. Drug Name&(}anob... ¥, gt RN )
[] Ventilator Anaesthesia: [ Awake [C] Direct Vision Bolus: . w}'}r M
L1 Nerve Stmulator Ol GA [ Video Laryngogcopy [ Stylette / Bougie IRRUBIONE i cisssmmisessiveinse
_ v | O Monsored Anaesthesia Care 1 Fiberoptio Siodilavi? Mo & ld.@l
Position: . Lo : egional Blade# ... ATRIRES i Comments: . I/
AT Pressure Poifts Checked DGty WHY? oo N S
Line (Size & Location) Transporiation to
Eye Care: cicve: . ] Bilat = BS 'ACU ey ] Other
L' Qint (] ART: [ Semi ‘ Rel ]
L emi-Closed Circle elaxant Reversed [ Yes ] No
[ Tape AN V‘/ ......... T Closed Circle
[J Padding = O] Other Name of the Doctor -........... & LY. Y Y 000
]
wake O ... Signature of the Doctor M

v
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POST-ANAESTHESIA CARE UNIT RECORD

0
Received in PACU by : MSQYWP\

Time Received : ........ j ............ Time Discharged : ........ccccocoevvvenenene
- hf\/v T
= - 250 |y Cannula Stte \‘I{"Jf}df’wa b
240 240
wi 230 230 | [J 0, Mask [1 Nasal Prongs
é gfg gfg [ Tracheostomy ] T-Piece
m 200 200 | ] Oral Airway ] Nasal Airway
E 190 190 -
180 180 *
8 170 170 Vomiting : [JYes []No Drug: fqg"'a’ﬂ
I & 1% INeTue:  DIYes CIMo
\% 140 140 | Drain: ] Yes [iNo
130 130
A i 120 | Urinary cmm%o
110
W oo j00 | ChestTube: [ Yes [INo
= s % | Nil Oral O Yes [1No
a 80 80
o o | wpuias: . Q\, ~.\oe \»D
a.
w 50 50 Oral Feeds: .
& 40 40
30 30
v 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 19 ouT SCORING INTERPRETATION
A 7 extremities vol ommand =2 = o P :
Sl Coie 2 Sanies :&ﬂm o oy caiacd =1 ACTVITY A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 B I ) Discharge
Able to deep breathe & cough freely = ? ” o
Dyspnea or limited breathing = RESPIRATIH 5 i § 5
Apneic =0 212 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic | =2 ; : Lalin
BP  20-50 of o Anaesthoi eve =1 CRCULATION space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve -0 3| Y —
i ta el 2% consciousess
| I =
NI 2o )ty L
Pink =2
Pale, d , blotchy, diced, oth =1 GOLOR
Cy:nm.lil:ky otchy, jaundiced, other i ‘} > |
TOTAL ‘\ \o A\v
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
4 \
JoP\u| 2pm | o\to NV NS
Lid ¥ T 1
.
FoPL | vy | O\ NP MO,
v s +
] K ‘
Q0P | Fpn | oW Mb
AL LS 0 \O .
Fppb| 3 S ) o M
Pain Tool Used: [ NPASS [ FLACC []WopgBaker [NPS . Reassessment Frequency:

Anaesthesiologist Name :

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

a.

Every 2 hours for first 24 hours

b After 24 hours every 4 hours
c.  Prior to pain reliving intervention
d.  With in 30-60 minutes after pain relief intervention

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name : Transferred to Unit by (PACU): ﬂ“‘afﬁmr ?»EU .....

Date & Time:__..__ 900 2.

PACU Nurse Signature:
Date & Time:
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Deparitment of Anaesthesiology
EPIDURAL ANALGESIA RECORD .
DALE: ..ooeerreererecresreessssssesnseene L1111 PrOCEAUIE HONE DY oveoeeereeereeesecorenmeeeaessnssornssenmsssssemsesemmessebiemssons
{ -
CSE /Spinal /Epidural Position : .....ccceveeene SPACE .. Technigue (LOR/LOS}) .....ccccovuveee.
[B151117) Catheter at SKin: ...ocoevveveeeverererersereraes AHBMPIS & s raers e e n s
Parasthesia : Yes/No if YBS QBLAIIS I w.vvvvueruerreierresesesentsen s esssetsnramsnnn s sresssssisssssossssensssssssssossssssssans s ressssssnsssssssanes
SOIULION COMPOSTHON & 1ouevvreereirecririeeniireesiiee st reessssessssasssssessessesssssssessssessssesessersassatessassessas sassssssssnssensssssnssensessastesasssaens
Any other issues :
) 1reeirereee st st E eSS AR SRR 8RS 48RS RS ERE R RS SRR HER RSSO E SRR SR RRS SRS AR R SRR RR SRS R e eR SRS R et
D) rcererresreireersennereenrsenasensenersasrersassnsnsaersaressssssnres fetverravRSE ST TR RO TSRS R SRR AR AR et £t ee A eAnEEerAe e aeteRreRe e et AnEanas e teseaasasatees
. Infusion Rate Level Maternal
Time (I'I'lI/hI‘) Bolus {ml) Left Right BP Pulse FHR Comments
(3 N1
Delivery Details : ~ TIME : wovvvvneummrenesionies” APGAR: beroervecrvircrenns SVD / Instrumental / LSCS (if LSCS-Details)
Catheter Removed by and Tip INSPECIEA © «..veeeeeeee sttt estasssssns s s e sesasses e vessessassssnsssssnessanse
i ne
Patient SAtSTACION : .ovivivcceireriiierienierisessstracnsssrmsasnsssseressssesssesensansssessesssnsssesassessassassensonsssissensarssssessesemsassessessbsnsstssasnsssisiass

Discharge /Shifting ordered by
DOGIOr SIGNALUIE: vvvveeereerceeerrerrereressesssrasseresnersssessessersasans
DOCION NAITIE! .....eoeerceirecrereeseeracrnrsareree e s sevsrssessenesse s e smesanae

Date and TIME & vveorireisiimsssmesiirisnssnersesssrssssssssrssssrssssnssrasssses




CONSENT FORM FOR GENERAL / E?.'.'.‘d"_r‘é"r‘{s ‘SE:LER‘E%E?
REGIONAL ANAESTHESIA / Hospital _ | ) erumeonsess

MONITORED ANESTHESIA CARE

Patient Nameﬂ:‘.(.{f ..... %Z&V ................................................... Age:....%%..ﬁender: Male O FeM

v
Anaesthesiologist : @Y ﬁ[ﬂ/WV' /\

Operative procedure planned : .............. AJM .................................................................................................................

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

[ Heart disease O Hypertension [ Diabetes mellitus O Renal failure
' El Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
E] Incapacitating Cronic Obstructwe Pulmonary Disease
/‘

/Drﬂﬁers P i 2

O BTG s s i v s A T ey e T e e e s e

* Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform u@ my patient
............................................................. the above mentioned operation / Diagnostic / Therapeutic procedures

* | authorize and give consent for anaesthWal/ O General Anesthesia / OO Monitored Anesthesia Care as
considered appropriate by the anaesthetit team.
| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments and answered my specific queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific
to my individual circumstances, and | have considered them before Consenting for anesthesia.

Docu. No.: RCH/FRM/CLINICAL/021 PT.0




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

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

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

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

L-‘
- Pregnant: es 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.

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

Patient / Patient Attendant : Witness : [\B @
o

Signature : ...l T T,

Name/M/wW/“‘& .................... W Name : . ATV Juenr  Aupreon

Relationship with Patient: ...~ /CUL e Date & Time - ..... 7’0/7“{'”/”"‘ ....... -

Date & Time : ?/D/QCZU/HW
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CAESAREAN SECTION OPERATIVE NOTES
Surgeon's Name: 2 Swejone Samueadvels Date of Delivery:  2<]3rewe
Assistant Surgeon: <~ Swehk | O« Mevwales Time of Delivery: 1109 pm
Anaesthetist’s Name: B~ Sapy, ~ Gender of Baby: 2 Aole
Type of Anaesthesia: CSF’ ne Weight of Baby: ‘_?C,, (9] ﬁw
Neonatologist:  —C3— Spevo Lorn /a, ghvct{jm AGPAR Score: G Q
Serub NUrse: Sy g NICU Admission: & Yes [INo FBeendbun

Pre-Operative Diagnosis:

O 1 Elective (=~Emergency Indication: .... T.&R..Stee. T .. 0 ol
Urgency -
] Immediate Threat to life of woman or fetus (peorieen
—“Maternal or fetal compromise not immediately life threatening . G L °‘7

] No maternal or fetal compromise but needs early delivery
1 Delivery timed to suit woman and staff

Decision time: .................... LS g ot = S Knief to rectus: .........: B R Y A
CTG DeSCription: ..........evveen.... B OO
If there was a delay give the reasons: ................ N.S%‘...(:J..?.:t.?a ...................................................................................

Surgical Procedure:

Emcﬂmj LSS (Breterm)

Post Operative Diagnosis: Pory O

Peri-Operative Complications: -

Amount of Blood Loss: A 200 Ce Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

Phoceni // e

LY

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




Examination Findings when Appropriate:

Presentation: [ Cephalic ‘[ Breech O Otherrrmm(’“ Cervical Dilatation: ...... %92, ... cm
S PAIPADIR: ........ovvevisinenssensanssnrsrmosssesssrosesspessensasasnesssnsasssanses Fetal POSItION: ........c.oveeeeeccececeeee e
Station: 0J-3 -2 O-1 00 O4+1 0O+2 Moulding: [INone [+ [I++ [J+++
Caput: I+ [++ [ +++ Meconium: JNone [+ [I++ []+++
Bladder Catheterized : [ Yes L1 No Urine: [ Clear [ Blood Stained

Skin Incision: “rPfannensteil ] Transverse ] Midline O Other .....cccovvereerecenrenencesenassenns
Uterine Incision: = Lower Segmem' 1 Classical Cllinverted T 1 J Incision

Previous Scar: [/ Intact _! Thinnedout ! Ruptured —No Scar

Incision Through Placenta: ) Yes =No — LUS Tomeal

Delivery of head: < Manual 1 Forceps — %MM f:}tna:w:_t ;;,_M

Liquor: L1 Clear [ Meconium: [11] N L1 C'Blood U Offensive ! Not Offensive
Delivery of Placenta: (1 Manual HCCT e, -Eomplete I Incomplete 1 Piecemeal
Cord Appearance: .......... —J"Q P¥orvrveeeseessmsenemmssassessssesssssssesessesessessssssssesssnnes Cord around the neck [Yes =10
Appearance of placenta: ‘\%nm’\-‘/Smﬂt ...... Cal e Cavity explored LAf6s  [No

Uterus, tubes and ovaries: —Normal ] Not Normal Sterilization: Yes -=No

Uterine Closure: ' One Layer AWo Layers ... VlCM/["N"O ..................... Suture
Peritoneal Closure: 1 Pelvic Abdominal “None ... C ...... wh oo D Suture
Sheath Closure: Vwﬂf\a’ .............................. Suture
Fat Closure: /_"@ O e "‘—’474-'\’—“ ...................... Suture
Skin Closure: L;Sﬁlfuticular L Mattress L Moyl 330 . Suture
Vagineal Evacuated ~TYes [ No

Drain: 1 Yes LNG  LTRemMOVE N ..o, days [ Await instructions
Ctheter ~TYes [1No  [JREMOVE N ool days [ Await instructions
Swap & Instruments count correct? <7 Yes [ No [ Post-op Antibiotics J¥es OINo

Intra-Operative Antibiotics Cover:  ~+Yes [ No I Thromboprophylaxis O Yes _Qlo
L P e e o L u O e e o e




SURGICAL
SAFETY CHECKLIST

Asst. Surgeon :

Surgeon %YSL&?N;T Patient Name -

Anaesthetist - ... DS
Scrub Nurse : ........ Sf

........ 'y
AGARWA!
UHID No. :".....

andyY..... }

Before Induction of Anaesthesia » »

Before Skin Incision » »

\%
nY1M

i 6895 ‘
\p26-0000 bﬁy-, Gender 5; -
13D

o AR

[
| Rainbow®
£ LSCS| Children’s

........................... ' Hospital

| Ittmkes 3 lot o treat the e,

)

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

3

Before Patient Leaves Operating Room

Does Patient have a:
Known Allergy?
Difficult Airway / Aspiration Risk?

CYes :N),-

Yes, & Equipment / Assistance
Available

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

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

C¥es CNo

_LY6S [INo [INA
/m’és TINo CNA

/ZYQ CINo [ NA

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration, \h Y
Anticipated Blood Loss? SCSQ

Anaesthesia Team Reviews:

%\QQK‘BWC\ o

Are There Any Patient-specific Gonce%si? CYes Mo CINA

Nursing Team Reviews: QD\Q

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

issues or any Concerns? _~Yes CINo CINA
Is Essential Imaging Displayed? ¥es [INo CINA

U Yes” CINo CINA

foh

/

SIGNIN  Time:. | 24ySpm.. TIME OUT  Time....! 204f/M. SIGN OUT  T1ime../." U PPrao.

Patient Has Confirmed ! Confirm all team members have Nurse Verbally Confirms with the Team:

Identity ~~Yés CiNo introduced themselves by Name and Role+ves (iNo The Name of the Procedure Recorded ~ =¥és [No

Site /L;/Yes CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure _Afes (o Nurse Verbally Confirm Counts are Correct (or Not Applicable)  #Yes TINo ©INA

Consent J~Yes [1No Correct Patient (Check ID Band) _~Yes [1No The Specimen is Labelled (including
Site Marked CYes TINo NAT Correct Site L¥es LINo patient name) JYes TINo I NA
Anaesthesia Safety Check Completed  [¥6s [1No Correct Procedure '/W(S INo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning &~es 1No Problems to be addressed CYes (#No CINA

To Surgeon, Anaesthetist and Nurse:

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

[INo

Doc. No. : RCH/ FRM / CLINICAL / 111
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PATIENT TRANSFER FORM

\

/
—

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

Patient Name & UHID No. ”DA

Date & Time of Admission

a0 [{hr6 @ P>

i

Date & Time of Transfer Order

Treating Consultant Name

oo A

Transfer Ordered by

Y- SoritY”

Reason for Transfer

O ig_ge N UA‘B]@')

From Unit

0T

To Unit

Preped

Information to Attendant

YBS|:|/V No 7|

Number of Sheets in Clinical File

Number of Imaging Films

A

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

No [ | ——

If yes, what ?

Yes|

Medications / Consumables / Surgicals / Hand over

Sl.No. Item Name Quantity
! b )
N
2.
3.
4,
D.

Shifting Summary / Notes Written by Doctor :

YesF5  No[ ]

S 14

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

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

[ ] Nurse not Available

[ ] Available Bed not ready
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NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name: M3 s . ﬂ JSLIU‘(‘ :anglu:aj'r Age: 3 b yﬁa Gender: | € ;WICJLC
UHDNo: BAH. 0o¢ 2uuRE IPNo: 2 -DOO0OARAS, Date: & (/90 Tme: 0.8 3 PA)
Diagnosis: EM LSS or
PRESCRIPTION DETAILS (Tick only one of the following)
S.No ~ Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI oo ol
2. | Morphine Sulphate Inj. 15mg/Mi S
3. | Remifentanil Hydrochloride Inj. 2MG S i
. Remifentanil Hydrochloride inj. 1MG R
Doctor Name: DSk OLQ Doctor Registratipn No:
\\p ‘T"_s?»r prf D B I AN
Slgnaturm-j/
\J
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensled)
-0 051 3¢
IP Registration No: .... 260000687 pate: . 00116
‘Aadhaar No. of the Patient (@11 VOIS 2 MRS i o SRR PSP Y L
T ] E ‘
..‘1,. i JLA‘?% ' ’Am_t‘lc\ J ) 3{19&'3&{‘ Ha 4 oo Re.in;:arks‘ =t !
-. | Complete postal address (with contact number, if any) 5 S \SU ""“!,(k:‘_"-"" Oead
3. | Brief description of the iliness €M LSEy
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) A0
5. | Details of essential Narcotic drug dispensed | C;J,I\w
Signature /| Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Y % i Patient Attender
ol b en\o mﬂ o
v
Dispensed by (Name & ID NO.): ....covveirrev prmgeegeveenneeenns R e e . Signature: ....... e
U Pliqus  @l7a0] 0 \%ff%
Received by (Name & ID No.): ......... - TICEA s, et | e ARG A SIgNature; .....ow.. ..o ingreen e ¥

B e e e e

Docu. No: RCH/FRM/ CLINICAL / 133
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Rambow : L il
A1 O . oOCO IS - Children’s J BirthRight
= Hospital . BY RAINBOW HOSPITALS
11 takes & It to troat the itte, Your Rghl luaSa?eDelmrv

NARCOTIC PRESCRIPTION FORM

(MEDICAL RECORD)
Patient Name: ., | A St oty S Age:d e V. Gender: | - Ue
UHID No: 2 71 Ced 2L LR L IPNo;n!} Bl AL, Date: : ¢ Time: - Ben2
Diagnosis: £ M < T
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI It ¢ 6 ~ 4
2. | Morphine Sulphate Inj. 15mg/MI ' o "\
3. | Remifentanil Hydrochloride Inj. 2MG T
3 »4. | Remifentanil Hydrochloride inj. 1MG -
Doctor Name:} Jy =) 43, eabe Doctor Registration No:
. \ U TSMETFME JOdnw-
Signature: .. 1\ . w
I ;j'_.}f’
\_"_,./
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dlspensed)
IP Registration No: B OODDBRTS.cisersisrien Date: . CAUT I

Aadhaar No. of the Patient (OPUONELY: . ......oorviiminiirbbmesoimmesrmmsssinessesssnssenernsssnsomsasnssase

)\ 1. | Name: ! ' : Remarks
a8 2. Complete postal address (with contact number, if any) o AOSAT Y
3. | Brief description of the illness A
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) Ay
5. | Details of essential Narcotic drug dispensed T f
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
|9 (f | ol
IDispensediDV(NARTE SUBENO. L i o s s Ryt Toa it e kv o4 b e e S BIODAII] (. csdivi bt ignsettits
} VA ] 2 A 1= | / \ 4
Received by (Name & ID No.): ........cc...... ” .............................. Signature: .\...n 1L 8K L
L7 v s

Docu. No: RCH/ FRM / CLINICAL / 133
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