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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Particulars Package Amounts (Rs.)

Room Category Normal Delivery LSCS
LMulﬁ Shared Ward

. hared Ward e

Twin Shared Ward

Private Room )

- .L-.;g,__—_____,. g:’ Sc{ i
Super Deluxe Room s P
Suite Room i z C{ M =

Package includes Room Rent, Nursing Charges . Room Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
ackage starts from the :
(.P = S Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission)
Length of Stay for : M | Length of Stay for : & /
72 =
Pharmacy up to a . Pharm:acy.up to i
Investigations up to cé Pl g Investigationsupto '~/
AA o
Others X
Neonatologist Charges : D Covered ot Covere .Ep' a nt:mox : D Covered D Not Covered

209y

L)

of'stay, medical condition, investigations, ph#rmacy and any other pro

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 pald by the patient angl t@
reimbursed by the TPA at later stage.

-

““otal baby charges are extra which include admission, pharmacy, vaccinations, investigations, diﬂposables, consumables, equlpments, speciality consultations,
[t
“ase the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
itional payment is applicable for which kindly contact the Financial Counselling desk bettveen 9am to 6pm
Non-medicais, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
spancy and Registration Charges, etc. crédit cannot be exchanged. These items are not payable to us as per Insurance company norms.
‘ence if any between the final bill ameunt and amount permitted/approved by TPA or total bill amount in case of denial from TPA has te be paid by the patient. In case of
1, cash tariff would be applicable. "
ttendants are permitted with patieats in SDLX DLX and PVT rooms nnd only one attendam is pemntoad m the rest of the categories of rooms and no attendant is
tted inICU's

yare subject to revision
*heck your billing status on day to day basis at IP Billing Department.
mal Charges on package are applicable for Non-working hours anadNon workmgdays (sundays and pubhc holidays)

E IO v

have attended the Financial counseling desk and understood the sxpected costs and
'nons applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
2 settle the hospital bill with the hospital without any ambiguity.

“the Client i

Signatory Relationship : Signature of ‘w financial Counsglor "
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| HNH-00012548 1P26-00006823 "Z
Mrs SHAYESTA g S
Rainbow @
12-03-1904 2Y3M23D  (F) & : H .
Dr. PADMAJA YELISETTY Children’s . Bll’tthght
i BY RAINBOW HOSPITALS

SURGERY DETAILS

Patient Name: ................J.. My éA ...... *}M/‘ ........ D Mﬂlrth (.g.[a.f.r%ﬁ........... Age: . 2231,
Gender: .............. W{/’“m W Ward: ........... 0{ ................. UHID No.: Bl 20000 254 f......

Date of Surgery: ....... \1\4 "{7 ....... car -1%[] 0T-3 [10T-4 [JOBGOT-1 []0BGOT-2

Name of the S ORI E’—mu ariet 2ot TN 2o 1 YOO OSSOSO
o m urgery 5
e 3
Time in HEOQ(T) ........... Time Qut :........7...... / l( m ...................
1. Surgeon

2. Anaesthetist . T ,
3. Assistant Surgeon QW?Y/?CELO‘%SZWIF ..... m 020%]5:}‘[1*?{ ..............................................
4. OT Technician  :..ccoccomrrvemrrnnns E} ..... Af‘*/“\f‘ ..............................................................................

5. Circulating NUISE  : .....oovvvveeerrereneees ? .................... gt\v\y"g’a .......................................................

[ )
P 6. AssistantNUrse oo ST O e e
Special Equipment. [ Laparascopy (| Broncoscope (] Harmonic (] Morcelator
L] C-ARM ] Cystoscopy [] Versa Point (] Liver Cusa
] Neuro Cusa [ OhErS ..cvevceeeeieneriesssnenesserenessenessenes

/(\A/A {,;, %‘\\WL“

Signature of the Surgeon Signature of Circulating Nurse
B Dr /’oe”/\'\%
Order No: .%..—..Q.o.ﬂb.l,t..%j.g; ......................... Order by: 74"/[&.01“\3’[2];‘16.@17'13 pm

Docu. No. : RCH  /FRM / GENERAL / 114
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HNH-0001 25:: 1P26-00006823 )
Mrs SHAYESTA \ R
P e o v U Rainbow’ | @ BirthRight
JTORC AN CONSUMABLES OF OT ‘loseital .fiuf:.ﬁ?i‘il‘ifiliﬁi
Circulating staff :. ?»q,ﬂ& ................... Technician: YN Loy Date : ..... ]2/1'] ........... 8110 T: S
Anaesthesia Dlsposatﬂés rsued Y Leos | Surgical Disposables ssued | uses| DiSPosables (Baby Side) w
ET tube tagor Pack  (_jes c Inj Vit.K
LMA e .| Sutures 2347, — Cord Clamp U4
ECG leads: A/P /N @%/ +7— | Suction Catheter
HME filter : A/ P/ N ' 3%%0 T Feeding Tube & G
Syringes : 10 cc @g \:, 7 Vaccum Suction Set 5P |
05 cc du/"‘rﬁoves S GI I'4 / n_ . & > Surgical Gloves &, 6 5?5——:;3,/
02 cc @ g,_ ph e £ {A/ ,7J/"‘ Gauze Pack dg o /5 |24
_01cc - = Syringe 11l / 2ml L —
Cautery plate(: A/ P/N Q/}%gicﬁl blade 37 % Surgical Blade # 20 [ L
IV set - e -G tube J P Koochies (S) o
RL &»ﬁautery pencil Wf o )
NS : 10ml/ 100ml / 500mi / 1000m| - /| Koochies X s (‘/l/—’ del g’,{.’a{
, oW foc A {5 omtments "” I
“TAantxx 0 9-1-stetion Catheter Ve ARSI S eI
Fentanyl m Cap, Mask 7
Moighie v/ ze Packy., k
saamine M JNE1G /] 75 Vo Pack d Radct ballpgin | LE—
Propofol f teristrip A
Rocuronium Underpad e—1
Glycopyrolate Draw sheet 4
Myopyrolate Abgel ,_p—’“
Ondansetron _—" - Foleys catheter
Pencan 2597 Spinal Needle 22 {Q/"Urubag
Bupivacaine 0.25% 7| Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics . Bandage
Tilo A heavy "¢ Tegaderm
@ Sumpostores " woban)?p  foanog |4t
1" Anamol : 80mg / 250mg / 172 mg _~| Double J'stent ' //- & o
Supridol : 100mg —— — 1 Vaccum Suction set 4 b
Justin : 12.5 mg / 25mg / 100m Wf{’lasﬁc Bed Sheet A
Tab. Misoprost : 200mg E&Z——'ﬁetadine Solution (%:’
Epnrovt 64 —Ticroshield Pz
AR ¢ g i—6otton Balls A1
( ) Fox poJIL c g:}atex Gloves dj//
B O.l ma 114 (A ' jyha'mdione Scrub
[ h &meC Cu'n?"i)'« ] Saral
Surgeon sthesjologist urs OT Technician
Order No. : a-Zé 000, 7—13/67 jb .................... Ordered by : r—zzﬁrr / mbflﬁﬂé@kﬁggf@

Doc. No. : RCH/ FRM / GENERAL / 125
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Rainbow Children's H~«~
quarters road AP &

040 1"

ELECTT ™

HNH-00012548

: 32Y3M23D/Female
2 1210712026 1111
2 120712026 18:36

SATE SECURE

SURGEON CAP HLMALE

Visit iD |P26-00006823
Patient Address * 8-1-298/b/19 madhur hill=
S.No Description Generle Name !
1 SUPRIDOL SUPPOSITORIES
100MGSS
FACE MASK 3 LAYER - T 1
2 ELASTIC FAGE MASK 3 EAYER

NITRILE EXAMINATION
GLOVES P F- MEDIUM

5 VICRYL PLUS 1 VPP {2347}

VICRYL PLUS 1 VP
2347

6 RL 500 ML CLOSED SYSTEM

RINGE R LACTATE
50064 CLOSED

7 DSYRINGE 10ML (NIPRO)

SYRINGE 10ML

* This document is just for reference purpose only. Not

Note

* This prescription is valid only for specified duratio-

* Do not refill medicines.

Printed Date/Time * 12/07/2026 18:46
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¢ . Cafe niloufer, Old MLA
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" MCSCRIPTION

i

ne

© Mrs SHAYESTA

: PADMAJA YELISETTY

: SELFPAY
+ 26-0000213166

: 4F -GT/LDR-418
wmgana, INDIA, 500008

DO

N

Duration Instruction Qty Status
1 Days 1Nos Ordereu
1 Days 10 Nos Orderer
1 Pays 10 Nos Ordare
i Days 20 Nos Ordere 1
4 Days 4 Nos Orderea
6 Days ) 6 Bottle Ordorod
1 Days ) 5 Nos Order
PADMAJA YELISETTY

Reg No : 52427

Page 1 of i
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Rainbow Childrens Hospital-Himayatnagar

FAHRTETMANR IO

Rainbow :
gggg:&? S ) Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Ranbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00012548 Name : Mrs SHAYESTA
Aea "o M D Fasta Osutor - PADMAJA YELISETTY
Ad ) 202507 1 Fay or + SELFPAY

V i - N 7

‘4’ . 1 " Fat 1 rv} _,.,3
s ieydh oy L ~= g4 Hylo-abad  dangana, INDIA, 500008

A —— ————

. o _ ¥ ot
1 S T St el W s ==
PADMAJA YELISETTY

* This document is just for reference purpose only. Not to be censidered as primary repor.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time - 12/07/2026 18:45

e

Printed By : SUNKARI SANGEETH/Q

[ e Py —

Reg No : 52427

Page 1 of 4

e




iw

"v
Rainbow
Children's .
Hospital n Rainbow €
[P quart
MRN HKNH-0001£2¢
Age/Sax 3z2¥Y3m21
Adm/Reg Dato/Tima 120072020
Ordor Dato 120772025
ViitiD |P26-00006¢
Pationt Address 8-1-299/nf1c
5.Ne Descripiion Gei
1 Encire e Dpist, Gloves-6.5
2 PENCAN 7H0" 312 PLNCAN
3 [BACTORHI i SOLUTIONS
100 ML
4 DgYﬁlNG.‘ HMLINIPRO) SYRILG
5 [BIOKANEGC S MG I
6 |tscsomapr pack
{PROTECTCARE)
7 EVATOCIN K¥TOCINGIN
53U VML
ABGEL STl x4 PAD (BIG}
8 | elsron ABGLL
¢ |Lo¥Lio0oUAm SPER PATOH
pi
10 VACCUME SULTION SET
1 |wcant 2 vz VICK 1
12 |unDER P LOXS 3073 Pack
 MEDICUGE
13 |MOPS 30% 10APLY 85 X-RAY [MOP'S &
14 |TPCLEANER ELECTRO
BRASIVEMHEF EZ4CT}
15 BCV-INTEWAH IX SAFESET
g6 [Dryookda fidh Tutung
Adyl ROMIUONS-FC
17 |METHERLIN g 1L
1 JOSYARICH <MuLIMPRO) 8vh
19 |MISOFROAT YAB 200MCG A5
20 CAUTERY i3 NCIL
[ADVANCE
i
21 SURGICAl BLADE 22 Sue
2 |COTTONEA S2GMSNOS
21 POVINAN, E0 UTION 0%
06 ML
20 [USHIISLP? ISTORIES 100
G§S
ANAWINFE AJY S MG IND 4
2
26 [ECGELL "HODESADULT) t
27 |wiCRYLUSP VP51 I
GAUZ SWAD 10X 10 CM
12PLY 35 M HAY |
PREGELLED SUNGICAL |71t
PLATES{ALIULT) Lot
3 [ADULT DIAPLRS-XXL |
!
3 |SGOMVEs  [SURGICARE) SUMr
RN Mooyl -] NIES0 |
3| THEMICAND % 30MLING
» BAKRIBA ¥ W 15050
100500

* This document & wist loc referen £ purr

Note

* This prescription is valid only

* Do not reflll medicines.
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allan Inatruction

Qty Status

ZHoy|  PDepowad

TMos{  Dapamsal

ANeog|  Dmpenged ]

dHonl  PhEDunsec

2 ampule

1 hos, Despiyl s

vl et P yan? |

dHos|  Depeassr

1 Moy Despavinixi

2ho8]  Drpensed

2 Now. Lhepwisad

4 Hos| Drspensed

1 Hos Dinperrad

Yhoe]  Theperser

IHosl  Dmpengec

2val]  Drapensee

A Moy Detprvrwend

STabal  Dupunkec

1 Mo Dripensac

Thos|  Drpevpnn

Yhns|  Thrpomaea

nos|  finpeisee]

Thes]  Thepenyn?

YWl Depenter

IMHos| Inponsed

tHosl  dbapansad

IPRE g et

TNos|  Dwponsed

BHot|  Dnpossac

Thoa|  rperu

THox|  Dwponsad

PADMAJA YELISETTY

Reg No * 52427
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MRN

Age [ Sex

Adm/Reg Date/Time
Crder Date

Visit ID
Patient Address

Rainbo »
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quarters road "1

04‘

ELEC™

HNH-00016537

cO0YOMOD7H/Fem
© 1210712026 12:40
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1P26-00006824

* 8-1-299/b/M19 madhur i

S5.No Descripticn

Generic Nat e

1 INJFKCIND 1 MG 0,5 ML

VACCUME SUCTION SET

3 |INFANT FEEDING TuBE:s |1 NT FEEDING

4 |psyminat 1wt (MPRO) SYRINGE ML
"5 |SURGICAI BLADE 20 SURGICAL BLAI"

6  |SGLOVE #6.5 (SURGICARE) |SURGICAL GLOV

CORD CLAMP-
ALPHAMEDICARE

* This document is just for reference purpose onl

Note

" This prescription is valid only for specified clur

* Do not refill medicines.

Prinied DatefTime  12/07/2026 18:51
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= ~GRIPTION

: Baby Of SHAYESTA
: DILNAAZ FAROQOQUI

: SELFPAY

~ 1 26-0000213170

OO A

O

1 4F 0T/ CRDL-HNPDA-413-1
‘ngana, INDIA, 500008

¥ Duration Instruction Qty Status
1 Days 1 vial Orderod
-— 1 Days 1Nos Ordereq
1 Days 1 Nos Ordere.
1 Days 1 Nos Ordere
1 Bays 1 Nos Ordered
1 Days 2 Nos Ordereg
1 Days 1Nos Orderc
o
DILNAAZ FAROOQUI

Reg No : 56763
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Rainbow" &

04 Children’s BirthRight
& Hospital BY RAINBOW HOSPITALS
S/{’ / Your Right to a Safe Delivery
Name Mrs SHAYESTA UHID HNH-00012548
Father/Guardian Mr MOHD SAIF KHAN Age/Gender 32 Y 3 M 24 D/ Female
Address 8-1-299/b/19 madhur hills shaikpet, Tolichowki, Hyderabad, Telangana, INDIA, 500008
IP No IP26-00006823 Admission Date 12-07-2026
Ref Doctor SELF

Discharge Date 15.07.2026

DISCHARGE SUMMARY

Consultant:

Dr. PADMAJA YELISETTY
MBBS, MD, MRCOG, FRCOG
52427

Diagnosis: G3P1L1Al AT 36*% WEEKS WITH MILD ANEMIA WITH BETA
THALASSEMIA TRAIT WITH GESTATIONAL DIABETES MELLITUS ON DIET
WITH PLACENTA PREVIA WITH SEVERE ANTEPARTUM HEMORRHAGE
FOR EMERGENCY LOWER SEGMENT CAESAREAN SECTION

EMERGENCY LOWER SEGMENT CAESAREAN SECTION DONE ON

12.07.2026
P History: )
LMP: 27.10.2025 Obstetric formula: G3P1L1A1l
EDD: 03.08.2026 Gestation at admission: 367° weeks

HIMAYATHNAGAR BANJARA HILLS HYDERNAGAR " KONDAPUR OUTPATIENT CLINIC (3| wditedivil  SECUNDERABAD KONDAPUR

NANAKRAMGUDA
40 - 42486 2300 1040 - 4246 2400 £ 3 84069313233

3 040 - 48873000 . 3 040 - 4468 5555, 91009 25516 3040 - 4246 23 rguncy 3 040 - 4746 2100

| ® 1800 2122 @ www.rainbowhospitals.in




, Name . Mrs SHAYESTA UHID HNH-00012548
1P No , IP26-00006523 | Admission Date F12-07-2026
v m— RN,

Obstetric History:

G1 - 2023 - FTNVD, history of GDM on diet and PROM , 2.84kg, A&H.
G2 - 2025 - Spontaneous miscarriage (97 weeks), MERPC done

G3 - Present Pregnancy, Spontaneous conception.

Medical History:Beta Thalassemia trait on 2023,GDM since

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

Antenatal Details:

Mrs SHAYESTA was booked to Rainbow hospital at 7 weeks of gestation. She
had regular antenatal checkups and investigations as advised. NT scan normal.
FTS-Low risk, TIFFA was normal, posterior low lying placenta, reaching os. Fetal
echo normal. She was diagnosed with gestational diabetes mellitus (OGTT
98/176/155) at 20+2 week. She was started on diabetic diet, following which
‘her home GRBS monitoring were normal. Fetal monitoring done by serial
growth scans. Scan done on 03.07.2026 at 35%4 showed single live fetus with
cephalic presentation, AFI- 15cm Placenta-posterior low reaching the os, EFW-
2.640kg (41%) AC -62% with normal dopplers. Couple were counselled in
detail regarding need for planned elective LSCS, contraindication to trial of
vaginal delivery, risk of postpartum hemorrhage, need for blood and blood
products transfusion. She was admitted at 36™® with complaints of bleeding
per vaginum.




Rainbow’ o
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Hospita| BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
Name Mrs SHAYESTA UHID HNH-00012548
IP No IP26-00006823 Admission Date 12-07-2026

Investigations: Enclosed.
Blood group: "B" Positive.

Management:

Course in hospital and Delivery Details:

At admission, on clinical examination the vitals were BP -119/70 mmHg, PR-105
bpm, uterus was irritable, on vaginal examination Active bleeding present
associated with clots passage. Fetal well being was confirmed by an admission
CTG which was found to be reactive. Family was recounselled regarding need
for emergency LSCS in view of placenta previa and active bleeding. Blood and
blood products were reserved. She was decided for emergency C- section in
view of Placenta previa with APH and was prepared with indwelling Foley’s
catheter and IV canula under aseptic conditions. Written informed consent for
surgery taken. Preanesthetic check up done. Anesthetic premedication (IV
Pantop and Perinorm) given. Patient shifted to theatre.

Surgery Notes:

Under general anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord traction. Uterus closed
in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Subcutaneous fat approximated. Skin closed with Mattress
sutures. Wound dressing done. Vagina cleaned with Betadine solution after

HIMAYATHNAGAR BANJARA HILLS Lt HYDERNAGAR KONDAPUR DUTPATIENT CLINIC jed v SECUNDERARAD KONDAPUR L B NAGAR NANAKRAMGUDA

040 - 48B73000  Emuergency ) 040 - 4486 5555, 91009 25516 ergancy 3 040 - 4248 2300 . 31040 - 4246 2100 Erargency 3 040 - 4246 2200 04 - 4246 2400 3040 - 7111 1333 3 04069313253

| @ 1800 2122 @ www.rainbowhospitals.in
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| Name Mrs SHAYESTA UHID HNH-00012548

: IP No 1P26-00006823 Admission Date 12.07-2026

expelling clots. Misoprostol 1000 mcg given per rectum as prophylaxis against
Postpartum hemorrhage. Patient was shifted out of theatre to post operative
recovery room.

* LUS Well formed.

* placenta posterior low reaching the os

* Transverse vessels seen over cervix.

* Multiple Hemostatic sutures applied.

* Bilateral Uterine artery ligation done.

* Modified B- Lynch sutures applied.

* Vaginal pack kept

* Bakri balloon inserted (30cc inflated)

* 1 Unit PRBC transfusion started intraoperatively

* Oxytocics given Hemostatis achieved.

Delivery Details :

Date :12.07.2026

Time of Delivery: 11:45am

Type of Delivery: Emergency lower segment caesarean section
Indication : Placenta previa with severe APH
Anaesthesia : Spinal

Baby Details:

Date :12.07.2026
Time :11:45am
Sex : Female

Weight : 2.940kg
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BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Rainbow’ . C
Children’s @ BirthRight
Hospital .

Name Mrs SHAYESTA UHID HNH-00012548

IP No IP26-00006823 Admission Date 12-07-2026

Apgar : 8,9

Gestational Age: 367 weeks
NICU Admission: No

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no Postpartum hemorrhage. Breast feeding initiated. On next
day CBC was done, Hb- 9.8 g, WBC- 16,040, PLT-1.64 Lakh . Bakri balloon and
vaginal pack removed on first postoperative day. She was shifted to room. Her
postoperative period following that was uneventful. On POD 2, FBS was
101mg/dl and PPBS was 150 mg/dl for which physician opinion sought and
advise was (no active intervention) followed, in view of anemia physician
opinion sought ,advised Inj. FCM 500 mg I.V. (given on 15.07.2026). 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. Inj. Magnex forte 1.5 g twice daily till 16.07.2026 (9am-9pm) after food.
(Must be taken at hospital)
2. Tab Metronidazole 400mg thirce daily (8am-3pm-10pm) till 18.07.2026
after food.
3. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
16.07.2026 (8am-2pm-10pm) after food.

BANJARA HILLS i LA HYDERNAGAR (12 KONDAPUR GUTPATIENT CLINIC (/01 Accredited SECUNDERABAD x KONDAPUR L B NAGAR (v
e 5, MO - 4246 2300 3040 - 4246 2100 Emergency 3 040 - 424 2200 Emergency(} 040 - 4246 2400 Emergen

O 1800 2122 @ www.rainbowhospitals.in

wil)  NANAKRAMGUDA

gecy d) 040-69313233




[Name Mrs SHAYESTA

s ———— —— — gy e e - !

; UHID HNH-00012548

[P No

4

8.
9.
10.
11.

IP26-00006823 Admission Date 12-07-2026

Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 16.07.2026 (9am-
3pm-11pm) after food.

Tab. Pantop 40mg twice daily till 18.07.2026 (7am-7pm) before food.
Tab. Livogen (Elemental Iron - 50ma, folic acid 1.5mg) once daily (7am)
for three months before breakfast.

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

Tab Zofer 4mg SOS (for nausea / vomitings)

Inj. Clexane 40 units subcutaneously tiil 19.07.2026.

Nebasulf Powder for local application.

Repeat FBS and PPBS after 2 weeks and review.

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

* Suggest PAP smear and HPV Vaccine after 6 weeks; Please discuss with

your

treating doctor regarding HPV vaccination.

Review with Dr. Padmaja Yelisetty, afterafter 1 week on 22.07.2026
Rainbow Children's Hospital with prior appointment (Review consultation
will be charged).@09:00AM

For Women Who Have Had a Caesarean Section
Care of the wound:
1.You can bath and shower.




Rainbow” , N
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
Name Mrs SHAYESTA UHID HNH-00012548
IP No IP26-00006823 Admission Date 12-07-2026

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

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

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

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

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

Patient/ Attender

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

You can also take appointments at any time by going onhne to our
website www.rainbowhospitals.in fx/ A
t

W e 52 )2
Registrar/Resident/C.M.O
Consultant: S
Dr. Padmaja Yelisetty, '
MBBS, MD, MRCOG,FRCOG
52427

EANJARA HILLS Bl A HYDERNAGAI KONDAPUR QUTPATIENT CLINIC redits SECUNDERABAD i) KONDAPUR L8 NAGAR
i 3 040 - 4246 240 ancy 3 040 - 7111 1333
040 - 4456 5555, 91008 25516 ) 3040 - 4246 2300 Frmorgancy D 040 - 4246 2100 3040 ~LA 20 04012462000 !

@ 1800 2122 @ www.rainbowhospitals.in
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Rainbow® &

1P26-00006823 Children’s BirthRight'
Mrs SHAYESTA :
PATI ;:'i::;:d‘ . az Y3 Y3umo M !‘.2.5 ..'?,'..t.ff.!... . Lot
—_ ' J'” ’, " ”m’,'"""m m’m ,’, Date & Time of Admission Date & Time of Transfer Order
9lF Cqlm
Treating Consultant Name Transfer Ordered by Reason for Transfer
Dt D WS
From Unit To Unit Information to Attendant
Yes[ ] No[]
AOY LD
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
Yes[] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3.
4,
5.
Shifting Summary / Notes Written by Doctor:  Yes[] No[]

Name & Signature of Person who Is Transferring

Name of Person Ordered Transfer

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

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

(] Available Bed not ready
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(u. Or. PADMAJA vaLgEr T 20 () Rambow &

B (i Chidrers | G BirthRight

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

N

BLOOD TRANSFUSION REACTION FORM

AN\ ¢
Blood Group of the Patient: . B+U( ............... Blood Group on the Blood Bag: [ .................................................
Blood Bank Issue No. ......... IBqu ................... Date of Colle jon: 13(6{2{ Date of Expire: )’”8})'5
Date & Time of Starting Transfusion: | I }b ( @ . Date & Time of Stopping of Transfusion: \7/\2“6 @%'

PLEASE TICK MARK IF ANY DURING THE TRANSFUSION
Was the patient monitored during transfusion and the monitoring form filled completely? Yes[] Noll

Fever: 1Yes ¥TNo Hypotension: [1Yes [“No Jaundice: []Yes [fNo

Chils:  [JYes FTNo Hypertension: [IYes FTNo Shock:  [JYes .—No

Rigor. [JYes ETNo Breathlessness: [1Yes £ 1No

Cyanosis: []Yes Qﬁ) Hematuria: [1Yes ;,No

COMMENTS: +vvvvvvreveeeerreeeeeereessresne No.... P\facﬂof\ ..................................................................................

U}nO/{ .

NIISE NBMBL . . e ssrr o s missrrers NUFSE SIGNATUE: ..o

Doctor Name: ........ An-Amdeer . Doctor Signature: Q"ﬂ’* .................................................

NOTE: 1. Please send this duely filled form to laboratory along with empty blood bag.
2. In case of transfusion reaction, stop the transfusion immediately keeping the .V. line patent.

3. In case of suspected transfusion reaction please send the following immediately to the laboratory along with
the blood bag i.e. patient’s urine sample and patient blood sample in EDTA.

Doc. No. : RCH/ FRM / CLINICAL / 079



o . Rainbow Childrens Hospital-Himayatnagar

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

Al WEB : https://rainbowhospitals.in

ADMISSION SHEET
: - . NETHII T m
Registration Details :
Admission No : 1P26-00006823 Admit Date : 12-Jul-2026 Admit Time : 11:11 AM UHID : HNH-00012548
Patient Details :
Patient Name : Mrs SHAYESTA Age :32Y3M23D
Guardian : DOB . 19-03-1994
Gender : Female Religion
Occupation : Martial Status
Address (H) - 8-1-299/b/19 madhur hills shaikpet Phone No : 6281881686/ 9676860646
Tolichowki Hyderabad Telangana INDIA . 3 .
500008 E-mail . shayestavasi@gmail.com
i
Admission Details :
Bed Type : TWIN SHARING Bed No :LDR-416 Ward Name :4F -OT
Room No : LDR-416 Admission Type : First Visit
Contact Details :
Name ; Relationship
Contact Address Phone No
Signature
Y
Doctor Details :
Doctor Name : Dr. PADMAJA YELISETTY Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor  : SELF Phone No
Co-Consultant
Payment Details : Deposit Amount  : 50000.00
Payment Mode :DC/CC Card Payor Name : SELFPAY
Printed Date / Time : 12/07/2026 11:16 . Printed By : 015898 Page 1 of 2

"\
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- 0 ks LA Rainbow" ) e
Pat °"mm”"' Children’s | @ BirthRight
([ Hospital _ | () eroseoncsin
BLOOD PRODUCTS TRANSFUSION MONITORING FORM
Date: rlh"/){ ......................................... Time: lug .............................................
. fCave [TV
Blood Group of the Patient: ...&2..........ooeeeee. Blood Group on the Blood Bag .........................................................
Blood Bank Issue No: ..... I——SHC{ ....................... Date <£ Collection: 13, ..... Jlg ....... Date of Expiry: Lf} ..... j)é .....
Date & Time of Starting Transfusion:w..?’...}.?.'.bé@....:..Hgﬂanned duration of Transfusion: \2/\%\\’6@;?"{) ;
Check for Correct Unit: (] Correct Patient: [] J L\
BI 741" ol Alchang
0od products cross checked by: Nurse 1: ....Z.d. e NUFSE 2: c.odiriciiceee e
- Before starting transfusion vitals: Temp: Cpﬂ‘/ HR f{( RR: &ME BP: \0:1'153 Sp0,.10.0 /1
PLEASE MONITOR THE FOLLOWING:
ﬁ Date Time HR | Temperature | BI00d | g | Any Any Any Any Other

Pressure Rash Rigors | Breathlessness | Problem

W\%\li l\%)‘k‘"’/ffo q)‘(ll? 105]60 00 N —

-

\LH’M %{A‘E =4 \Q\{/ MJM o0 | —| _— -
il e ik vevel )| | | — | -
oY in | ¢ az i |aslby 49 ) _| - -

ST g op P wasley | = | — | =

”2\3%?@?
2
it

el ‘@“"' | agleq |ay ) - | =
o phl 1w P S(/m\@ as) i — -
COMMENES: oo, N O 70 b e

Signature of the Incharge-Nurse: . ﬁ‘ /

Date & Time: .....}. 4)., } a—! f{b@&%

Docu. No. : RCH /FRM / CLINICAL / 078




R a.

- .

a

A - a

-, &

——

-




ACTIVITY RECORD FOR BILLING

Name:_ _ __ __ _____
HNH-00012548 |P26-00006823
Mrs SHAYESTA
UHID No. : 19-03-1994 32Y3mM23D (F) sultant:

————————— Dr, PADMAJA YELISETTY

Date of Admission: _ _ _ _ |” ”H"”"

~Z
Rainbow’ sy
C?lli?drevl:’s ‘Bll‘thﬂlght

2 BY RAINBOW HOSPITALS
Hospital SV RAINBOW o5 AL
It takes a IQR treat the little. Your Right to 2 Safe Oelivery

Room/BedNo:________ | Ward:___ __ Suggested Billable bed type : _ _
WARD TRANSFERS
Date Time From To Signature of Nurse
1112196 | 1:20pm | DI —poSt| 0T i ot | Farupan
" v
0 |24 ™ | OF {’76}1? 1{?4'-’4[/ SNy -
1309 Wooqen [P &Ps ¥ | (Roorg (& Dinge—
Cross Consultation Visit
Doctors Name / Date Order No. Signature
1 . . e / ) 3 69V \
O e i th w26 | | qu
2
3
4
5
6
7
8
9
10

Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

Date Investigations Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Date Elzﬁir;r?wg:\t Cor_}d?;c;ting Disc%rgzcting Order No. Signature
9 V20 § 1 -3 )
pla | Tneosion pomp | B8 ™) 2 2o, .Qq/{//‘//{ Qupdln
VW eoioic. menffo 9"3°Pm>' S /30y, KM e corarw
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PROCEDURE

Date Procedure Quantity Order No. = Signature
7 5 -
olHe] v pwcemearts . © | 1304 ) A
BT . w | A,
w\MY ca bunisa o - @ 30U e
PG| P ooP it S

p D6 | Qood Taanchidon O 121906 A dkle

A oA ™ 4

ﬁ
G | 2 9on Honapy” | (D) (3954 L4

WAHU 2 vplawemy 129 £ Ludy
[J N et

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Children’s 8 BirthRight
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Presenting Complaints

T cfe AV
C Cleff
Obstetric Formula: C 5t #

Obstetric Hostory:
G —plsherd] Frue | 3| Coma O

Cy - Dp Mo g (gt

LMP: '729—{)(.:- , Ls7 S

Corrected EDD:

EDD: 2 | L7022
GA:

Menstrual History: Regular: &4 Yes (] No

Obstetric Exammatmn
.e.en a-84y -Mpr

Fugdal Height:

] mesPrc e ivity: i
G _ PR Som C : -y Ut. Activity: [FRelaxed [ Mild [OMod [ Severe
Present Pregnancy Record: Liquor: FAdequate  [] Oligo ] Poly
td _ PP: FCephalic [ Breech Others
Tl FPe—
2D Fects - Oealed Head Fifths Palpable:
RISK FACTORS; ) B+€-r HFeat— FHS: rformal [ Tachy [JBrady [JAbsent
a4 A
Per Speculum Examination  ~ /] </~
Draining: [] Present [ Absent ] Bleeding
Colour of Liquor: [] Clear ] Meconium ] Blood Stained
Vaginal Examination hsToline @ B-etns
’ L Qv ((dn
N ~/ Cervix: (] Long [] Partially effaced [] Effaced
Helght: ...c.iooeisss cm
Weight: .......... kg Os: Closed Dilated
Allergies: ........ INE e Membranes: ] Present ] Absent
Breast: -=fNormal [] Abnormal ) .
e o Liquor: L] Clear (] Meconium [ Blood Stained
General Examination: & e _
Consciousness:Ce Pallor: :{@ Presenting Part: [] Vertex [ Breech ] Others
Icterus: Edema: Sutton: 0-3 O0d-2 O-1 00 O+1 O +2
Temp: Afe0s PR: 1247 1SS payis: [ Adequate ] Doubtful
BP: hal 3o DTR: &
CVS: *] A RS 2w +5
Liver/Spleen: Urine Output: ﬁv.QT
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AT T

(F)

Family History:
Tm = W f
B, - L, | Doy

Medical History:

YRl e
Com. -

Plan of Care:

N B
Ihﬁhmq{) (w{bJ-

oA

ot-*

Surgical History-

A

Medication History:

Investigations:

'gtb- (o-¢

1=

) \\{( : V;,']
pDN\P. o oL
e Consultant Name: . 2

ot-© . Signature:
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DRUG CHART
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BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date of Admission: ..... t 7’[ . o AT DEUQANBIGIES:. ...oonernsnenseBrrrmsemesmsessmssiss sissrissnsstesisasants m known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

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

Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.

The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

™ | Dose | Route |Frequency |Start Date

drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
_A 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.

SOS / PRN (As Required Medication)

Date»

DRUG : Tige

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

v

Date

DRUG : Tilye

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Dater»

Dose Route | Frequency [Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:
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> = Dose Route | Frequency [Start Date /
e o [
o = J I 8o | {3\ & /
@ “i | Name & Signature of the Doctor X / N
i~ Starting the Drugs: y i )
o B X
"t = (5 il L7 4
= = ie\ N
= .- | Additional Instructions: /.
M 4
—h-_,l——com ¢/ y
Daily Doctor’s Endorsement by a Sign
: . - Date* i
';2‘ | Dose | Route [Frequency |StartDate| D\L\ 2PN
T O| Gromy| W e |y | AD
2 L] o o Lo eV L
— ' g o8 o — o et T
e o a/.“\aJ’ e_\ raw e - = "I__'v
L A ALL
~ . .| Additional Instructions: yyg |, A’ ” )
,-:' (terlel=e) "w T X
A —
of |/
Daily Doctor’s Endorsement by a Sign y \D’
DRUG :/N] ) cpemioid %?;ZQ%&“& \
- Dose Route | Frequency |Start Date : : W/; J
S O N N P 7
L 3 Name & Signature of the Doctor [
= Starting the Drugs: ~ (b—",
Q (‘i:; M v -
= = \ )
£ Additional Instructions: ) @ ) T A
~1 = Yugh — A oveldy ’ ¥ ‘V“,)-*’/
i - f >
Daily Doctor’s Endorsement by a Sign N -~
Date» r
DRUG : Twny. PARAcETAMDL Ti?ni ??f L(l;\"f d
.—| Dose | Route |Frequency |Start Date| \ AN
- . ) /
o olt9m | v | Tip | pppd™ 7Y /
o % Name & Signature of the Doctor |
Starting the Drugs:
- = AL 0|
DGl e PR
S o == [
| Additional Instructions: iP _ M
= Nig ot
g \
- \
Daily Doctor’s Endorsement by a Sign L/
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PR —— REGULAR PRESCRIPTIONS weigr Mg(\ Ward o
e Date -
= %‘ Dose Route Frequency | Start Dt. \1 N A V) /
o Fsgen | IV RD |27 M ‘tﬁ, d
L G Name & Signature of the Doctor \ i AL
Y= g Starting the Drugs: T
‘,%)- -] - i\ R;Pr = 4 \ ==
S Additional Instructions: o A | | _EhyT =
- s =
o
Daily Doctor’s Endorsement by a Sign iy p/
W Date» "
D DRUG: 7. TRANMADD L Ti 2o
. Dose Route | Frequency | Start Dt. .
o - foony | 0L | TID 12/ A afh M
= Namé & Signature of the Doctor 4 '
> © Starting the Drugs: 3
Q % PyvMameen (W 2 )&(1
— =
nj A Additional Instructions: 8
§ A _.‘r ,/
el NS
B & /
~ . Daily Doctor’s Endorsement by a Sign I
-
= : Date I X
} . SRy
DRUG: T~ [CLD PeNAL Tig e\'ﬁ'\‘\x
Dose | Route |Frequency |StartDt.| g
Bomg| oot | T |RIF e /AT
Name& Signature of the Doctor A > '
Starting the Drugs: T)t 0 U=,
fov -Aanvera Q’M'l ‘A =
Additional Instructions: \E;{q\ X ‘y"
E t
N, © Daily Doctor’s Endorsement by a Sign
L <
- -
§ T | DRUG: [0 TRANEXAMIC Aecw -?i?rt]% ‘?‘\3\ C M)
QL Fﬁ Dose | Route |Frequency |Start Dt. ﬁ;’(\\ A7 A
S|l 1 T |1 ‘D&Y | P
St Name & Signature of the Doctor , ' .,
(B 2 | Starting the Drugs: }/’ * 7
- T e
Additional Instructions: e 7 A J,AJ-;,_.__
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DRUG: 7283 PIresecinma
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Dose Route | Frequency | Start Dt.
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Name & Signature of the Doctor

Starting the Drugs: Lln__,.)
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B Y

-

Additional Instructions:

Callo A ®
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Daily Doctor’s Endorsement by a Sign

&

Daily Doctor’s Endorsement by a Sign

Date» . '9
DRUG: N Enox prene Time \3\?}?“\ L‘Vw
Dose Route | Frequency | Start Dt.
Yeu | S/e en 13/ P Y
Name & Signature of the Doctor O )
Q0" &
Starting the Drugs: M A
Additional Instructions:
™ Fef
E [hm
Ya
Daily Doctor’s Endorsement by a Sign
Dater
DRUG: . PANTDPA0L  [Timel Q0
Dose Route | Frequency | Start Dt.
Gom | Po | B | 14)> g ‘%‘
Name' & Signature of the Doctor
Starting the Drugs: )@_//ﬂo‘b
Additional Instructions: QQ\“\Q;'E{
Daily Doctor’s Endorsement by a Sign
|
DRUG: T C&&9m %%g\,ﬂ” )
Dose Route | Frequency | Start Dt. ? <
soeoy| e | 8D | (x(juw?[”
Name & Signature of the Doctor L ol
Starting the Drugs: y ] \‘? (/ =
AN
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DRUG : T M3 - MAGNEX ForTE %?It]% :“v Z\F
Dose Route | Frequency StaT Dt.| &
LM TV | 2D | @R (g [V R
Name & Signature of the Doctor 3 )
Starting the Drugs:
D\' ‘\3‘0 vee ~e
Additional Instructions: —} :8\“ ‘y/
ter S g, TVECan
=
Daily Doctor’s Endorsement by a Sign
&
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Dose Route | Frequency | Stagt Dt. "Q f d‘g
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Name & Signature of the Doctor '
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0
Additional Instructions:
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DRUG : L DOMPcp\Da &

Start Dt.
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Dose Route | Frequency
\omG | Po [ T\D

Name & Signature of the Doctor
Starting the Drugs:

@D\W'

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: TNETRONIDAZOLE

Dose | Route |Frequency |Start Dt. v
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Name & Signature of the Doctor
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Additional Instructions:
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DRUG : Tims ol K I i
Dose Route | Frequency | Start Dt. I 15 | DU D O § P
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Name & Signature of the Doctor LT
Starting the Drugs: i P "
Additional Instructions: ] ‘ T N
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: . Dater | i |z =l
DRUG : Time N o ' @
il Dose Route | Frequency | Start Dt. |
P 4 I 4 . J"’.l"' ?
Name & Signature of the Doctor )
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” —~— 4 - ¥ - - .

Signature .. ..

Additional Instructions:

.
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X b ¢ “
i
° W
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. Date ey,
DRUG : Tiie 1! ’

Dose Route | Frequency | Start Dt.

L

Name & Signature of the Doctor —
Starting.the Drugs:

Additional Instructions:

VERIMED BY  Nams

Daily Doctor’s Endorsement by a Sign

DRUG : paer | - |

Dose Route | Frequency | Start Dt.
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Name & Signature of the Doctor
Starting the Drugs:

Additional instructions: _ _ AT
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Additional Instructions: pose o pose pose
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Date»
VARIABLE DOSE Time I Nurse Sig l Nurse Sig I Nurse Sig. [ Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROU te Sta rt Date Dose Dose Dose Dose
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Name & Signature of the Doctor Des i 2o .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: oose e G pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. _— Dosage & Other ;
Date Time Medication Ingirucions Route Signature Nurses
> f A X /‘H./ gfwoﬁh
[3‘ H ﬂ N pwﬂlbm qnmj ’d c_hmub
(™ \
A V4
kad | AM | Meroc wis penmiog fq"h)
[~
(
P | ipn [Rarasmnc 4q 3 i
fz-llbla Iy Bo bl Ty METHERGQI N 02 Mf [v
“ InfocionN
242 6| 12 05 pos [Ty O xyTOCON Sou m Tafutlon | TV
12[H>4 1 dopm| Bny - METHERLIN 024 Py
1272)06] Uhepm| Sup - Temurdol Dbz IR
] v
jaffpon] LWSPM| Sup. DIIDFENAC lopnsg PIr
' ' o [ CLew
\ CALcmwM ' ‘
W Fpu | D 0F 6o Lo sl 2y

Page: 3/4

(P.T.0)




HNH-00012548
Mrs SHAYESTA
19-03-1994

IP26-00006823

) I.V. FLUIDS CHART

32Yam23p

Dr. PADMAJA YELISETTY

Nurse
llllllllllﬂlllllllllllllllﬂllllll mpostion of V. Fliid | Route Flow Raig Dgi;tr?r fg:;e S?g;; 31];] Dgi;?f Sigsn
- b
TRINEY A (U :;7 q_ gA oy | Ay g
> 0\?&‘*\ (she FAVIE. @ )
RinGer LaerhTe v | s B @‘ e - %
1213)22 “:WN\ INg-OKVTDUN' 20U W ?\ %
($— @
e € v |doomed| fmo L2 K
1] \\1 30M PINGWER LALTATE ) i Q_ A/ tf
-
B R
Piniep LACTME Tv '0925; b J \l’g' h
opaor] 127 | 2 @f
o] Rincar LeertTE v | Bowe ly @ ol " @r
pjos| w3 9 %
% 1 PM | IV P 50N J: @ I‘L}ﬁ ,] @
[D/\’»A B RiNGIR WTATE ¥ q@/
oy Q|
LY ikl P D’\>, G Q. o
o wpm|  1OPRBC ~ &l
@ o~
thQé& W joe ﬂ_ \xa/ Q »
E(E ALY (hernre I~ R - @’
RINGER e W e AN
\2>- apPm CACIATE \V | @,) ) @/,
RING ER e o
\ 7 10p™ wie | W Pr W 1

Page: 4/4

o quiliTP

g e S —— A Rl
P ——. I T oo e N BV_C8 — e - '
N - — ~

e B e o S A



STAT / ONCE ONLY DRUGS

M

Rainbow” &

I\

Children’s .BirthRight"

BY RAINBOW HOSPITALS
Your Right o a Safe Delivery

Hospital

It takes a lot to treat the litle.

b

Weight: .....cccveeee kgs
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Date 121 \1
Time \0 p)
{_Hb lo. 8 a.9
PCV 29 3
RBC 262
WaC b2e | 16.04
N/L
Platelets 19+ . LY
CRP )
ESR
PCT
RBS
Na
K

Cl .
Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L
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7}//7////”/ ’ g Observation Score Chart - Obstetrics

TACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGu...s ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

w7

Date . |

11 _/’1 2) (s/1(7 I8 |3 JTo) 12](1\1"

4\

[N

Time

RESP
(write rate in
corresp. box)

> 30
21-30

11 - 20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.

2, dwsay

40
39
38
37

L%

36

35
< 35

aiey Heay

170
160
150
140
130
120
110

100

920

R

80

70 iny) =37 1

60
50
40

anssald pooyg 1|0IsAs

190
180
170
160
150

140

130
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My
1Y

110

1
)
=1
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&
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™
A
=Y
.
G
A
=1
E
Lt
~
3
L
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1
100 PN /T
L

90
30
70
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2INssalg poojg J1[oselq

130
120
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90
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70
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NEURO
RESPONSE
[47

Alert
Voice i
Pain
Unresponsive

i

URINE
mils / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

xJ

P o
o
14N

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial
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Obstetrics and Gynaecology
Early Warning Signs

J

1 Yellow Alert :
Repeat Observations
in 30 minutes

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

/

\.
4 N |
Complete a Full
Set of MEOWS
Observations
53 it \
-

R

v

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

\

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

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

i%\o% Time(;"gﬁn}ll:l}l NE)a|s6)7]s o [ip[a1]12]1]|(J[3]4]5][(6) 7

RESP
(write rate in
corresp. box)

WO 1 1 | ] | | 1 1 |

el I . . -] U, .

Saturations

S I YN T N W 777 N N )~ N N N " N N | A O 1

Administered

0, (L/min.)

2,dway

40
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37 i 1 B 2
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130
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110
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anssald poojg 21|0ishs
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+
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60 sl f %4 ] 0
50 /
40

NEURO
RESPONSE
[¥]

Alert ||

Voice
Pain
Unresponsive

URINE
mls / hour

> 30 -— - #
< 30

Proteinuria

Protein + +
Protein > + +

Normal . —

Lochia Heavy / Foul
Li Clear / Pink —
g Green
TOTAL YELLOW SCORES O X 2] [ | 2 P %) o)
TOTAL ORANGE SCORES s Vo ’ s © A T VU
Nurse Initial \ \ v ™
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[ Obstetrics and Gynaecology

* The Modified Early Warning Score (MEOWS)

f
e 1 Yellow Alert :
Repeat Observations
in 30 minutes
\.
e ™\ 4 )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
**~  (Call the Obstetrician and Repeat
Set O.f MEOWS Observations
Observations in 30 minutes
\ / N
aft ,- | \
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\_ /
My \’ -
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Early Warning Observation Score Chart - Obstetrics

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

Date
-~ P a v . Py
lM?/Z( Time [ 8] 9 @11 12| 1 3|afs]e) 7]8]o9fiofaf]12] 1 3|4 5{?\ 7

> 30
21-30
11-20
0-10

94 - 100 %
<94 %
Administered 0, (L/min.)

40
39
38
37 1 3 al~ )
36 : AN X 4\
35 N i
< 35

170
160
150
’ 140

130
120
110
100
90 i

80 M 2 {1 10 A £ =
R 5t i

RESP
(write rate in
corresp. box)
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2,dway
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—
anssald poo|g 21jo1sAs
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>
.
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0 50

130
120
110
100
90
80 7 i
70 A\,

60 £ z8, {
50
40

NEURO Alert | I I s = —T | | —+ =

RESPONSE Volee : /
[v] Pain
Unresponsive

URINE > 30
mls / hour <30
. . Protein + +
Proteinuria =
Protein > + +

Normal —

A

‘_
ainssald poojg 21oiseiq

Lochia Heavy / Foul
: Clear / Pink =
Liques Green
TOTAL YELLOW SCORES = (]
TOTAL ORANGE SCORES [ - N
Nurse Initial o (e




Early Warning Signs
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p) £

- N

Complete a Full

- P

Set of MEOWS

'stervations

- %

Ve

N
1 Yellow Alert :
Repeat Observations
in 30 minutes
) y,
4 )
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
55 in 30 minutes
\. J
™
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
~'in 15 minutes or continuous
monitoring .
\. J

* The Modified Early Warning Score (MEOWS) )
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Hospital

It takes a lot to treat the fittie.

[ FLUID CHART |

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.

\ ‘y\% Intake ~ Output | LV sits
Date | Time (l)\lfalgjuri% Route NG | Diarrhoea | Vomit |Drainage | Urine ng?gg;gg ﬁ:ﬂge
Mouth | LV | NG ‘“
08:00 am
09:00 am w1 / £ 4
1000am | Q| . |Joepos N il ¥ &
> [wan [ pC | P hoopy = A
V' eoom] QC | v lieend A [ N7 !
otoopm| eL | 7/ [ Yoop™ I
Total Intake : 1 skq ) Total Output : -
02:00 pm | paavile N [gotds 30op) -] __-—:)éwlg
03:00 pm |py+RL 22l Bt | 2.
\*" 04:00 pm @1 A PH ?f‘. ot 4 0 Aﬂﬂ\
Rl e S L o e
:00 pm %[00 _ nPen
o700pm | 9L | MG | (00, LUVAN, T
Total Intake: () ko) LS D Total Output: (02w, Al
L K Y I Y,
09:00pm | p(— |coud
10:00pm | RL— o))
O,Q/ 1100pm| el Y0 [ [serd '
1200am| ¢l loend W,\-——-———"‘?rv\;[}‘sz
01:00am | R4_- (@ovﬂ | (
Total Intake: YCike ) GO0 Total Output: P 2§07 6@0’%{],
0200am| @ ( I i
i300am | L ) 1 [Lop)
uoam| L | Yoo
0500am | | [ \Ce 4___4@,\{5!’7
06:00am | P \ ool oo 4
07:00am [ " OU'\)‘D | 1
Total Intake :  ~ 00 N& Total Output: () 0 @01

Total 24 hrs. Intake ‘ %

5O/

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

Total 24 hrs. Qutput
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Rambow
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Hospital

BY RAINBOW HOSPITALS ~

Children’s ‘BirthRight"

It takes a Iot to treat the little,

| FLUID CHART |

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

~ Intake

|v sne -

Date Time

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Thrombo- [ e
Urine | phiebitis Slgn-
Score Nurse

Mouth

L.V

N.G

08:00 am

YL

'
L D(}\A

' \é\\ﬂ

[
N
/

P L

-—b ® 4+—]

Total Qutput :

1A

/

=N
D

li

Total Output :  Daf 84 "

i

G
\6\/}\1’ 11:00 pm

___._._.—':: -

/

Vi

i

12:00 am

ﬂ&/

01:00 am

/

Total Intake : (|

Total Qutput : | |- 9

\ e

02:00 am

03:00 am

04:00 am

—

Ry [ 1R

Py

/

vl

\X,&\éﬂ 05:00 am

06:00 am

i

07:00 am

ot
K
/
0
/
!
I

Total Intake : 77, b "

— e —

Total Qutput :

O "L WA

Total 24 hrs. Intake

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

Total 24 hrs. Output




Sheet No. :

o HNH-00012548 IP26-00006823
Mrs SHAYESTA
18-03-1994 32YIM2M40 (F)

" Dr. PADMAJA YELISETTY

TN

1

\

Rainbow®

nbow" | @ ook
Children’s . irthRight

Hospital

It takes a lpt to treat the littie.

[ FLUID CHART |

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1.

All measurements in ml.

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

~ Intake

v

1 IV Site

! Nature
Date Time of Fluid

R

oute

NG

Diarrhoea | Vomit | Drainage

Thrombo- 2
phiebitis | Sign.
Score Nurse

Mouth

N.G

08:00 am

09:00 am

V)

1 1
& | "

A7

pU

12:00 pm

!
)
10:00am | ©
\M 11:00 am
}

4

01:00 pm

Total Intake : e

Total Qutput :

M

&' [os00pm
N

02:00 pm

V) 03:00 pm

D —

‘Q 04:00 pm

L 2
\ 2
o

<VJ¥

/QD:%,

06:00 pm

‘z

[
o700pm| |

Total Intake : ke

Total Qutput :

10:00pm| &
\X}(\(& 11:00 pm
\

08:00 pm

09:00 pm

b

o’

Wi

12:00 am

R

’\p/

01:00 am

i

Total Intake : 7¢{

Total Qutput :

\
/| 05:00 am
B

02:00 am

03:00 am

o7

04:00 am

0

|

\
L’?/“ﬂ
\,
a

i

&

06:00 am

o

e \

07:00 am

T —)ﬁ—-—-.__,_

/

)

e

Total Intake : 771 JOn\ -

Total Qutput :

O~ =

Total 24 hrs. Intake

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

Total 24 hrs. Output
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( FLUID CHART )
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Your Right to a Safe Dellvery

1. All measurements ifi mi.

2, Add up each colhmn separately Make ddditidris across the pdge to obtairi 24 hrs total of mtake arid ouiput.

| Nature,
Date | Time | ofpd

Diarrhoea | Vomit { Drainage

IV

— Thrombo- [

phiebitis
Score

08:00 am

09:00 am

-

10:00 am’

11:00 am

42:00 pm

01;00 pri
Total iniake = °

Total Output :

02:00 pm

03:00,pm

Fanl

04:00 pm g

05:00 pm

»
-

06:00 pm

07:00 pm

Tolal Intake : '

Tolal Output :

08:00 pm |

09:00 pm

10:00 pm

11:00 pm

12:00 am |

01:00 am |-

Total Intake :

Tolal Qutput :

02:00 am

03:00 am |

04:00 am

05:00am

06:00am| o

07:00 am

Total Inlake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 his. Output
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o | [ Maintain Airway and Oxygenation "I Relieve Pain & Discomfort 1 Maintain Fluid Balance O rove Activity Tolerance [ Maintain Good Nutritional Status 1 Maintain Skin Integrity
Tg ] Maintain _Persunal Hygiene O Prgvent Infection A Meet Elimination Needs 1 Ensure Safety Any Ambulation Reduce Anxiety /Zf Patient & Family Education
S | Hdentify Potential Complications LAY OIS, SPECITY. ... oot e oottt
Time Plan of Care Time Implementation Evaluation Re-Assessment 'g',"é?;,.’;?.}',’g
G| DRSSees He pb e DA Ressed e pt ,
Lol Hep P COnda H wp %4
£ Led | T fecHent- ¢
= ' tad _ {
£l ’}P—D&hﬁgj.w B fo —+'\M ol ek _L(O C{/’o@d—‘ Y
A | 4 0 Hm 7TV ek Mauntaine g MQW
)Cp N &> Tlo charf . daonl
S
=
® Cﬁ\
P

Night

P W=y P[an *?’O’Y N TR
e Qansﬁi’»{_ 7o
Chott e v

p lp[Om

—o plonfor

t
(i)
.-————""—@

d
S

et A S towno

2 d‘/\owP

= ﬂ?@n-&a%@g

ﬂﬂc@d?@?wo
%r N og Per

» (ot




|p26:00006823

NH-00012548
\:m 5\.wtas'fh 21 amasn

NURSING CARE RECORD

e
Rainbow”® . R
Children’s (d BirthRight
Hospital .W
1t takes a Jot to treat the little. Your Right to a Safe Delivery

\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\

["1 Maintain Airway and Oxygenation

[1 Relieve Pain & Discomfort

Maintain Fluid Balance

/ﬂnprove Activity Tolerance /ﬁmein Good Nutritional Status

Date: ..... J%J 2 e R

1 Maintain Skin Integrity

Y

§ ["] Maintain Personal Hygiene (] Prevent Infection [ Meet Elimination Needs ] Ensure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
© | [ |dentify Potential Complications 5 AnyiOtHOrS: SPOOIYL ou s saviivansmnu s imreniumss e asonss s0Ns e e s e S S S s S

Time Plan of Care Time Implementation Evaluation Re-Assessment ﬁ"g?:n’mr,'g
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¢ | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort [] Maintain Fluid Balance [ Improve Activity Tolerance ] Maintain Good Nutritional Status [ Maintain Skin Integrity
E [ Maintain Personal Hygiene [1 Prevent Infection [1 Meet Elimination Needs [J Ensure Safety ['] Early Ambulation Reduce Anxiety ] Patient & Family Education
S | [ Identify Potential Complications R R U e o o e e e P S P T

Time Plan of Care Time Implementation Evaluation Re-Assessment ';"_g?;n’:?.','::
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[0 Maintain Alrwéy and Oxygenation

(3 Reliave Pain & Discomfort

[} Maintain Fluid Balance

O Improve Activity Tolerance
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O Maintain Skin Integrity
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= | [ Maintain Personal Hygiene [ Prevent Infection O Meet Elimination Needs O Ensure Safety C Early Ambufation Reduce Anxiety [ Patient & Family Education
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it | e
T CHECKLIST FOR THROMBOPHLEBITIS ) Hospital | (g)emeon e
317 ) 2420
pl7D0A-1 . [ . DAY-2 17 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE " (ﬂ ) (M ] E @ E N Remarks
. No signs of phlebitis / ik
1 IV site appears healthy Observe cannula 0 Db 0 O o | A /g dbl—
One of the following signs is
5 evident : Possibly first signs of phlebitis ’
* Slight pain near the IV Site / / Observe cannula ,OQ NA | g f‘A-l
* Slight redness near IV Site = =
Two of the following Signs Early stage of phlebitis / )
3 are evident: :
Pain at IV site Redness Rigate Gannuia rh — | — |Ph| e lfﬂi
All :j)f the following Signs are Medium stage of phiebitis /
evident :
4 : Resite Cannula Consider 3
Pain along Path of cannula ~ NA
Redness around Site Swelling Treatment 'J A ~ ~h MD\
Q\Irligt:r:? g;g”ngré?}gsia;g? s are Advanced stage of phlebitjs or
5 Pain along Path of cannula E‘e gtaréof thrlorgbnp!::ebltis/ 4 e 14 fsﬁ_ﬂ
Redness around Site Te S;te Et‘""“ B UONSIAL Nﬁ = N
Swelling palpable Venous cord AT
All of the following Signs are
evident and Extensive : Pain ?h%la#gggh?;?)?i?s? 9
6 along Path of cannula Redness ” . 5 - %
around Site Swelling palpable Initiate treatment Re site A o A VO'D\
Venous cordpyrexia Cannula
Signature of the Nurse % ANAT. ‘XJ &_EB—‘

=

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

Signature of Shift In Charge :

Signature © ..o A Name : ....cooovvvennees -

Nane Ma - DO /COK 7 OLIMICAL /4127

Signature of Ward |

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

n @arge .

Name : MH“IW ......................
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Patignt Sticker Rainb:";w“ . -
Children’s BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital T
- | e DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION - STAGE/ACTION ¢ |SCORE[ M T E T N | W T E m T E Remarks
, i No signs of phlebitis /
1 IV site appears healthy . Obserye cannula ) 19 .
One of the following signs is
5 Evidpnt P . Possibly first signs of phiebitis 1
Slight pain near the IV Site /4 / Observe cannula "
* Slight redness near IV Site * *
3 Z\;\teoegl;{jtgstTOI!OWIng Signs Early stage of phlebitis / 9
Pain at IV site Redness ~ *, Resite Cannula e
gylgé;{] e following Signs are Medium stage of phlebitis /
4 | pain along Path of cannula Resite Cannula Consider 3
Redness around Site Swellng * | Neatment ‘
g\yigért? zr{gllng:ér;g'iet;g:rls are Advanced stage of phiebitis or
5 | Pain.along Path of cannula. - the start of thrombophlebitis / 4
Redness around Site v v | Resite pannula Consider
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Reciiess | frombophlebitis / 5
around Site Swelling palpable » Iéutlate ireatment Re site Y
Venous cordpyrexia annula

¥

Signature gf,tne Nurse

NOTE : Phigbitls 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 :

SIGNANINE - oot NANE { eeererrvrrerersrinsssisssessssssirensssienisiertons

Docu. Ne. : RCH /FRM / GLINICAL /137

Signature of Ward Jn Charge :

SIGNAIUTE = vororerreeremrereeressaesnes

vecversesemsonses NAITIE  overeverennecnasaerianslonsensnssnisarensanasasne

i
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Rainbow® . L
Children’s @ BirthRight
Hospita| .avmmauwuospm_s
Tt takes 3 lot to treat the itte. Your Right to 2 Sate Delivery

A vy = A B VBT
Time : 8 PEIY) qboﬂ" e 2
ly immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: r i 7 7
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L}
without assistance. to completely turn self independently. independently. Lf W
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; ' 4
At Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
:fm': ";;’:Zgﬁgﬁ:ﬁ (1:0 afitied to- bed non-existent. Cannot bear own weight very short distances, with or without Walks m_atside the room at least twice a
phy and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every \1 L’1 ‘7
wheelchair." shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4, No impairment:

Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to

responds to only painful stimuli, cannot
communicate discomfort except by

Responds to verbal commands, but
cannot always communicate discomfort

Responds to verbal commands.
Has no sensory deficit that would limit

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

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

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

but will usually take a supplement if
offered.

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

Sensory Perception diminished level of consciousness or |  moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or (,]
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. \1
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or (f
half of body. two extremities.
Moisture Degree 1.mm moist: Z.V_Iorymoist: ) 30waﬂomliy moist: _ B 4.I:'Iara!y moist: .
1o which Skin is kgp! moist _almost F:onstanﬂy Skin is often, but not always, moist. $km is occasionally moist, requiring Skin is usqally dry, rout ne diaper _
skin is exposed by persplra?ion, urine, dralnage. etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
o iy Dampness is detected every time 8 hours. every 24 hours. \1 \‘( l/}
patient is moved or turned. Lr
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
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position "1 \-" \7
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| HighRisk:10-12 |
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Moderate Risk : 13-14

| Mild Risk : 15-18

TOTAL SCORE

| Not at Risk: 19-23

Evaluator's Name

Ham




0 A
‘ﬂl“ :‘ : ‘
Support Surfaces
Risk Score Category Action (Plaase Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regutar Turning Schedule _ .
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redisiribution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear 9p y
: Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
Use the Same Protocol as for “At Risk” Patients o
13.14 Moderate Risk N _ _ Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
: Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overtay
Use same protocol as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk Add a prassure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk fagtors.

Alternating pressure maitress overiay
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Date :
Time :

oo
M
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~E

s

1. vompetely 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

Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to

responds to only painful stimuli, cannot
communicate discomfort except by

Responds to verbal commands, but
cannot always communicate discomfort

Responds to verbal commands.
Has no sensory deficit that would limit

Mobil ; o : A ; : - G :
. in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. \1 lf
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
A ) Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
gm:wig:zg;%mt; Ebmé bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
s and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every “(
wheelchair. shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

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

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

but will usually take a supplement if
offered.

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

Sensory Perception diminished level of consciousness or |  moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. "k
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1 cmmmiy moist: 2. Very moist: _ 3 Ownsionally moist: _ _ 4, Bafaly moist: o
A hich Skin is kgpt Imoist .Ialmust constantly Skin is often, but not always, moist. $km is occasionally moist, requiring Skin is usqally dry, routine diaper )
skin is exposed by persplraymn, urine, drainag_e. efc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
e e Dampness is detected every time 8 hours. every 24 hours. (,( \r
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 Lf
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2.1 3. Adequate: 4. Excellent:

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : lessthan9 | High Risk: 10-12 |
Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14

| Mild Risk : 15-18

TOTAL SCORE

| Not at Risk: 19-23

Evaluator's Name

KR —
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Support Surfaces
Risk Score Category - Action (Please Note: Only required for children who are deemed at Hsk due
fo altered mobility, consider occupation therapy referral for advice
. Regutar Turning Schedule . ‘
' Enable as much activity as possible High density foam mattress
15-18 At Risk Protsct the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
) Manage moisture, friction and shear op d
Advance to a higher level of risk if other major risk
factors are present
High density foam maitress
' Use the Same Protocol as for “At Risk” Patients o
13-14 * Moderate Risk Gel pads for high-risk areas
Position patient at 30 degreg lateral incline using foam wedges .
Alternating pressure mattress overlay
. Follow the same protocol 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 mattress overlay
. Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Ilmlllﬂmm orse Fall Risk Assessment Form |

, Date/ Time | ]2 | +— 24 ) )
Choose Highest Applicable Score from each Category S l ‘ 121 '}‘ ‘P)’\W Fall Risk Grading
o | Ky | A \opT)
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mnrst(ahI;:g)Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 /D /0 110
rnitur 30 I
| Furniture Low Risk 0-24 g:andatrid Ifal
Ambulatory Aid Crutches, Cane(S), Walker 15 ecautio
None /Bed Rest /Nurse Assist 0 (o)
) . Yes 20 QLo
IV / Heparin Lock or Saline . - 20 O Implement
0 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 2 :
Oriented to own ability 0 Preventtqn
Intervention
Total Morse Fall Scale Score: 9.9 A0 o
-
Signature g’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 (1 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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Your Right to a Safe Delivery

Date / Tim e 112 6
Choose Highest Applicable Score from each Category g Tims i3] 2 I 24 |13 h- M ,;;’ Fall Risk Grading
Score Mg Q2 p Wr] ne

History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level MorsThI;:lsl)Score Ketion
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0

Furniture 30

- urnitur L Rk 0-924 ﬁtanda;d Fall

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

None /Bed Rest /Nurse Assist 0 B ~ @
IV / Heparin Lock or Saline ;es 2 o s T 20 Implement

2 . Moderate Risk | 25 - 50 Modarate Fal
; ntervention

GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /Immobile 0 Implement High

Forgets limitations 15 — Risk Fall
Mental Status High Risk = -

Oriented to own ability 0 Prevent!qn

Intervention
Total Morse Fall Scale Score: 20 0 )
Signature @/ ﬁﬂ D

Tick (v') whichever precaution taken.

Risk Level and Interventions

Low Risk (0 — 24) (Standard Falls Precautions)
[ Ensure patients use their prescribed eye glasses if any, in the hospital

[] Use chairs with arm rests

[] Use safety straps on stretchers and wheelchairs while transporting patients

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

Moderate Risk (25-50) Apply all low risk intervention and
[] Assist and/or supervise ambulation. Reinforce to always call for assistance

[l Hourly safety check

[1 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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IIIIIII/IIII/IIIIII PAIN ASSESSMENT FORM Hosplal. | @Ry
[ . ram ovofe - ; - Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Factors Ediicated _Imerventmn Sign
| [ Continuous | [ Acute (] Sharp (3 Dull (I Increasing | [ Yes
: [ Intermittent | [J Chronic [JAching [ Burning | [] Decreasin [ No ('7‘2»,\
p\73 oA | O A | ' ’ . il a) P oy
[J Continuous | [ Acute [ Sharp [ Dull [ Increasing ] Yes K
| QD/ “6]):\/) 0/ |V N | O Intermittent | CJ Chronic | [ Aching (] Buming | (7 Decreasing | L No Wt al
‘ [ Continuous | [ Acute (] Sharp [ Dull (1 Increasing | [ Yes A =
\‘)>\‘>j \o?ﬁ\ Q\\Q M [J Intermittent | = Chronic [ Aching [ Burning | [] Decreasing | T No \%ea de—'
LI Continuous | [ Acute (3 Sharp [ Dull ] Increasing [J Yes Y /Q\
‘grlql ?ﬁm ja) N J)— | O Intermittent | [ Chronic (] Aching [ Burning | [] Decreasing | [ No ! (}
@ WH [ Continuous | CJ Acute () Sharp (] Dull [ Increasing | [ Yes A T
f j ),9 @9”” [ Intermittent | [ Chronic (] Aching [ Burning | [] Decreasing | [ No Q
L owksy| I Continuous | [ Acute 1 Sharp [ Dull 1 Increasing | [ Yes Y “P(,q!@ @
(3 / J ﬁ)wﬂ 0 ‘lc m I C1 Intermittent | 1 Chronic (1 Aching 1 Burning | ] Decreasing | [ No [ o <
] Continuous | [ Acute [] Sharp (] Dull [ Increasing [ Yes wi]
I3 / ?/ZL” lepn | © //0 (V&L 1 Intermittent | I Chronic (] Aching 1 Burning | [] Decreasing | [ No b (Q\
[ Continuous | [ Acute (] Sharp [ Dull ("1 Increasing ] Yes '\(‘D %\
] 9 ] ; ; A
N )(7/ ? 0 “'ﬂfv‘ D}[ 7‘J [ Intermittent | [ Chronic [1Aching [ Burning | '] Decreasing | 1 No pe :
(1 Continuous | [ Acute (] Sharp (] Dull [ Increasing O Yes
(] Intermittent | [J Chronic [ Aching [ Burning | (] Decreasing | I No
[] Continuous | [] Acute ] Sharp 1 Dull L1 Increasing [l Yes
[1 Intermittent | [J Chronic [ Aching [ Burning | [ Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scalo (Obstetric and Gynecology)

Wong - Baker (Pediatrics) Above 7 Years

OSSO

‘ - i SCORING
" CATEGORY
0 1 2 ‘
‘ . s f y
Occaslonal Grimace or Frown, Fréguent 1o constant frown, YOl
Face No Particular expression o smile withdraw, Disoriented '+t quivering chin, clenched jaw
Leps Normal Position or Relaxed Uneasy, restless, tense !(if:iking,s or legs brawn up s '
» 1 Laying quletty normal position, Squirming shitting back and . .
Activity mgveg g:silg P foqrm'. tenge ? Arched, right, or Jerking
Moans or whimpers oecasional Crying steadily, screams’of sobs, i
Cry No Gry (Awake or asleep) complaint _ frequent complaints
. Reassured by occasional touching, .
i : Content, relaxed hugging, or heing talked to, ; i v
Gonsofability distractible '18\ td ‘ Difficull to console or comfort
Neonatal Pain, Agitation and Sedation Scale {upto 1 Month) ‘o,
Assassment Sedation Normal Pain / Agltation
Critetia -
-2 A 0 1 2 .
Crying No Cry with painful | Moans or cHes Appropriats ctying Not Ifritlﬁhle orerying at | High-pitched or silent-
Irritability stimuli minimally with painful | Iritable intervals consolable | continuous cry
] stimuli Inconsolablg
Behavior State Ng_anfusal to any Ar_ousgs minimally to | Appropriate for Restless, squirming | Arching, kicking constanﬂyawaké
stimuii , stimuli gestational age Awakens frequently { or
No spontaneous Little spontaneous Arguses minimally / no movement
movement movement (not sedated)* * o s
Facial ‘Mouth is Jax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli imermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Baody is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline ot | Increase 10-20% | Increase greater than 20% from
AR, BR 820, | stimufi variabifity from normal for from baseline baseling, Sa0, less than or .
Hypoventilation or | baseline with stimuli | gestational age 840,76-85% with | equalto 75% with stimulation -
apnea , stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator

=/
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S (T

w~wnomva SHIFT HAND OVER FORM - WARD
\
|

Treating DOCOr: .....immimiimsiassmamsnssiisasisen DBRAIINBHL ..civvivivanivisississsanessvvamnass Date 0f AAMISSION: ...vvovvvvvveerveasesinnnnns

Z | Diagnosis: Any Infection: T1Yes [1No [1Not Known

‘ = Zwm— &8 I YES SPECITY: w.oovereerreeereeseseeseeeeeeeereeeseeeee
E
: X TOIZ =T B
2 | Area \) '
3 shift Time Z0M \ m{[f\ o SN s
g Medical Condition L
= | (Any special condition to be noted): A_ '*( _

e N W N -

PN Allergy: O Yes O No| O Yes aE Yes’gzNo/'D Yes CLNo| 0 Yes 5No |0 Yes O No
| Tubes/Drains/Catheter: //{Yes @ No D’és ONo (O Yesm " Yes 0 | O Yes NG| O Yes CINo
Vital Signs: Temp: | ARE | A9 6L | oo M85 a1\

= : Res: 2.0 20 245 90 o
= Sp0;: | pg - qqd- | oar @qj Q%1
@ Puse: | o | Y | <o | @yl | ep
2 BP: | 4 ja< | 1201901080 [ 1pl8e (WS W
- s 7 I
Fall Risk Score: - v i _ =
Pain Score: pA AR 0 VA Ay
Safety Needs: .") r | AT R LA ‘\u)r,
" Physiotherapy | Yes ©'No [C Yes ;2No | Yes CINo|T) Yes CINo | O Yes =hom Yes T No
=
=
o 8 Others Specify: | Jp- A v PR o
= s T
g Special Diet: |C Yes C/No| 0 Yes (a0 Yes O No-+=TVes LING | O Yes -No [T Yes O No
E s
™ S |Other Special Orders / Medications: Pr
[~
| O
N N e o (o
Post Operative Procedure Special Orders: I‘J A /\»{ | A N P \\) D
0\
Handed Over By Name : M
[ ) 0
2ot | 09 ot ™ [,
Signature & Qe W [pU.
Date: Ly AR O I S T LA M =3 1
Time: OnA -\ no v go—>
B Toft B
Taken Over By Name : A |
- | y L\ A\(@ ‘-’P\f\QV\J (‘,)(,U\L
Signature : —KVUV_ (s N}l ‘&,‘y
Date: Sl \fg\‘ Ak
Time: ' G

Docu. No. : RCH /FRM / CLINICAL / 097
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o Hospita| . BY RAINBOW HOSPITALS

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

NURSING SHIFT HAND OVER FORM - WARD

Treating DocorR: sunmannarn i s Department: .qanvmmvnmn Date of AAMISSION: ........vvvecvrvvveerenne
Z | Diagnosis: f Any Infection: CJYes CINo [JNot Known
’g If Yes SPECITY: .....ovvvvieeeecececereeeeeerses
E
-]

2 | Area
g VvV
= z 4
= shit Time |V~ A\, |
¥ | Medical Condition
= | (Any special condition to be noted):
A L 4
Allergy: O Yes E/No/ﬂ Yes COONo [0 Yes CONo |0 Yes [JNo |7 Yes CINo | Yes C1No
Tubes/Drains/Catheter: O Yes Es?lqo O Yes ONo|OYes ONo|CYes ONo|CYes ONo|CYes O No
Vital Signs: Temp: QELF |
- Res: | ~f)
z -
= Sp0;: | ypg L
@ B I
E Pulse: | ¢ b
2 B 13134
Fall Risk Score: -
Pain Score: —
Safety Needs: — |
- Physiotherapy |C Yes Uﬁo CYes CNo |C Yes CJNo | Yes CINo | Yes C1No [ Yes (1 No
=
(=]
= Others Specify: o
=
g Special Diet: | Yes Er’@ CYes O No|CJYes CONo|OYes CNo|OYes OONo | Yes T No
= ;
§ Other Special Orders / Medications: L
m —
Post Operative Procedure Special Orders: o

Handed Over By Name : (/ [M}d)’
Signature : i f f '

Date:
Time:

Taken Over By Name :

Signature :

Date:
Time:

Docu. No. : RCH/FRM / CLINICAL / 097
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HH!NIMMMHIMIIMIIMII URINARY CATHETER BUNDLE CHECK LIST Hospll, *

Your Right to a Safe Delivery

Date of Insertion: .......... ’\'A% bé ............... Date of Removal: .........cccoveviiieeiiiennns

Parameters Date Shift Time g0 15 F2 \ ~)

Need for the Catheter Véﬁ’f CINo | [Yes—([INo _9)(&( CONo | OYes CINo | COYes CINo | COYes [INo | CIYes [INo
Hand Hygiene l_,é \§§ “INo |_[i¥es [INo D)(e? CONo | ClYes ONo | [ClYes [ONo | CYes [ONo | CIYes [INo
Usage of Sterile Equipment %’ﬁs INo D/Yes [1No B‘@ [INo | ClYes CINo | [OYes [INo | [1Yes [INo | [ Yes_ C1No
Is the Collection bag below the level of bladder -45 Yes [ INo ;E"Yes [1No TYes CONo | ClYes [INo | [JYes [INo | CUYes [JNo | CIYes [INo
Check the Tube for Obstruction (Free of Kinking) 6Yes CINo |_EYes [INo Yes CINo | ClYes [INo Mﬂ [1Yes CINo
Is Catheter dated as policy Yes CINo | ~TYes [1No M"{es CONo | O Yes)rﬁo//ﬂ Yes [INo ' OYes CINo | CYes TINo
Collecting bag is been emptied regularly? ZYes [INo «{:/ﬁ’es [1No w@ 1No ,zr@ O NO: (?Xe&cé/hl‘oé " CiYes CINo | CIYes CINo
Maintenance of closed system for the catheter ‘ﬂes INo 7;!35 [INo Qﬁé [INo | ClYes [INo L (OYes CONo | COYes CINo | (IYes CINo
Dressing clean and dry? /{Yes CINo D/Yes “INo ‘B‘gs [ONo | OYes CONo | COYes CINo | ClYes [CINo | ClYes CINo
Is the line removed as Policy? ’é;\/(es INo E!/Y&s CINo W [(ONo | ClYes [CINo | [IYes [INo | (OYes CINo | [IYes [INo
Performance of Perineal Care CYes [INo | Cl¥es [INo | [IYes"[INo | LlYes [INo | ClYes [INo | ClYes [INo | CiYes [INo
Onset of New Fever [1Yes 1"3/No [1Yes NG | [1Yes KLNO/ [1Yes [JNo | C1Yes [INo | ['Yes CINo | ['Yes [INo
Asses for the leakage at the site of insertion Z1Yes CINo JYes [No ;Ye{ CONo | CJYes CINo | ClYes CINo | [lYes [INo | ClYes [INo
Name of the Nurse ‘Q 44;?\4 W A ;‘,(a?(? WQ g

Signature of the Nurse ; % - A__ - /@/

Docu. No. : RCH /FRM / CLINICAL / 114
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CAESAREAN SECTION OPERATIVE NOTES
Surgeon’s Name™ =¥ Pc«-'mzja Ue fun et Date of Delivery: (213 1022
Assistant Surgeon: Drf’nfo(’wfshm. / Dy ﬂam{yq, Time of Delivery: LU T A
Anaesthetist's Name: ©, Amvveen Gender of Baby: Femles
Type of Anaesthesia: S;.Nfl Weight of Baby: b7 qyo u_;{,
Neonatologist: "I Aneadf AGPAR Score: & g
Scrub Nurse: Az 4ams NICU Admission: I Yes +flo
Pre-Operative Diagnosis:
T Elective C~Emergency indication: .. 27> DAL peewia 7 AP
Urgency

L1 Immediate Threat to life of woman or fetus

I~ Maternal or fetal compromise not immediately life threatening
1 No maternal or fetal compromise but needs early delivery

[ Delivery timed to suit woman and staff

Decision time: ................... (MM e Knief to rectus: .......... AL
CTG Description: ................. e mor ettt et
If there was a delay give the reasons: .............. (\fvcfb‘@j .....................................................................................

Surgical Procedure:
E;Y\&/C’jvnﬂ LSO

Post Operative Diagnosis: Poo)

Peri-Operative Complications:

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

Name and Number of Surgical Specimen sent for examination:

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




Examination Findings when Appropriate:

Presentation: ephalic [ Breech C1Other ..o Cervical Dilatation: ..........cccevevverreesreecsecienens cm
Sth PalPaDIE: ... FAEH BPOSIHONY: ..o reessmismmsisssisnmsse e iissis iy s
Station: &0-3 O-2 O-1 00 O+1 42 Mouldingg CINone [+ [O++ [O+++
Caputt OO+ CO++ O +++ Meconium: JNone [+ [O++ O+++
Bladder Catheterized : ] Yes 1 No Urine: [ Clear [J Blood Stained

Skin Incision: Q’ﬁannensteil (] Transverse 1 Midline ] Other -LU5W¢U‘Q’“"‘J

“Trows vias vy Boen

Uterine Incision: = Lower Segmenf (] Classical Cllnverted T (1 J Incision Sl e axiiat, = rostbiols.
Previous Scar: L Intact I Thinnedout = Ruptured [ NO SCAr homs s ket S wdure Hpplecd
Inci.sion Through Placenta: [ Yes [ No ‘:_‘_*‘2/ %gm m&ﬂf’;ﬁm (e K ‘:‘(‘Cf &l
Delivery of head: [ Manual [] Forceps - Qalevi Bellosn jnsente® (0 e Pnfeted) |G PRAC| S D
Liquor: "1 Clear [ Meconium: | | O CBlood [ Offensive ! Not Offensive fn#fUP
Delivery of Placenta: (1 Manual i ] e 1 Complete 1 Incomplete 1 Piecemeal

COT0 APDOBIAIEE. cus.5.viivinsiensnssissnsiiossgsassosssmsyssissse ssssiadsss sosssisisves o dakameiuniin Cord around the neck [Yes [No Ou.ﬁ-cwu
Appearance Of PIACENTA: ........cccoveevieiiriiceeice e Cavity explored [JYes [ No SMJ_..
Uterus, tubes and ovaries: ) Normal 7 Not Normal Sterilization: Yes [ No - ‘Pr""”"“miﬁ;
Uterine Closure: C10ne Layer _EFTWOLAYEIS e asasss s, Suture -

Peritoneal Closure: I Pelvic “rAbdominal LINONG.  ororommrmssmsassrsmsmeminsssnessssesnvssarimerioiRARE Sutufe
shealhGlastie: e eIt Suture

Fat Closure: L4Yes [INO e Suture

Skin Closure: ”{Subcuticular CIMAresS = = = (cccecseermesmsenmmssemenmesbatsbeonissmsesonesss Suture

Vagineal Evacuated Q’@ 1 No

Drain: COYes CINo [CIRemoOvein ........iieenn days I Await instructions

Ctheter L‘E’(es CINo CIRemovein .......ccccceenne. days LI Await instructions =
Swap & Instruments count correct? '<Yes [ No [ Post-op Antibiotics Yes [INo “j
Intra-Operative Antibiotics Cover:  [-Yes [ No ) Thromboprophylaxis [o¥es [INo

POSt-0PEIative NOTBS: ....c.ovieeeeeeeccceee ettt en et en s aen s ki S S S
....................................... NBM) | el Rt oelensd 2 CBP 2 IR
.............................. T TBEE K LIy 8 verrevte & Bm L]

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

.................................. nd 35 Moty CIC havty ey . AR 5. P

....................................... LR mmelpains. e bpreplylsta. am 2o AN

.................................. *@wafi)ﬂ*fa%c‘”,
w46

Doctor Name: &/P‘"f"“f]c .............................. DoctorSignature:\.‘.).\.&].(&..... /

Date & Time: ... (7726 C 2330 pyy VWQ



SURGICAL i

. SAFETY CHECKLIST |

Yosta

2

oate: ). 2N A\ Rame: 112U outtime . 2ULS P

) .‘%
Age:..%jL .. ..... Gender: ...). Rainbow®
7. ar_nbow' . o
D 0% Sighame . £.0 5. 6.8, | Ghildren's | S BirthRight

takes @ ot to treat the IRBe. Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

TIME OUT  Time:....[. [z H1an)

Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available l';‘Yes 0
Risk of > 500mi Blood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous

Access and Fluids Planned \l;‘){Ps [INo

Blood Units Reserved [1Yes CINo CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? ek CNo [1NA

SIGN IN Time:...! 4%. 20 AM|»
Patient Has Confirmed
|dentity &8s [1No
Site LAes CINo
Procedure Hfes CINo
Consent ¥es CINo
Site Marked ks CINo CINA
Anaesthesia Safety Check Completed CINo
Pulse Oximeter on Patient & Functioning _¥ep “INo
Does Patient have a:
Known Allergy? CYes Ao

Confirm all team members have
introduced themselves by Name and Role

Surgeon, Anaesthesia Professional and

es CNo

Nurse Verbally Confirm
Correct Patient (Check ID Band) EKJ No
Correct Site {ZZ CINo
Correct Procedure /réz CINo

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected -
Steps, Operative Duration, \ 'V
Anticipated Blood Loss? 56 m P Yes O

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? 7 Yes [1No CINA
Nursing Team Reviews:

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

issues or any Concerns? LINo CINA

Is Essential Imaging Displayed? CJYes CONo CINA

Power Supply, Earthing, Power Backup

and functioning of equipment checked. [1Yes CINo

SIGNANULD. &vssviinrisiessromersss D ety divess sadiins sednshasvns
)

) RS . s B T SRS

1/

SIGN OUT  Time:. 2.\ S..60
\

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable)

The Specimen is Labelled (including

es CINo

,E@s CINo
ﬂ(YBS “INo

INA

patient name) C1NA
Whether there are any Equipment /
Problems fo be addressed “OYes ONo COONA

To Surgeon, Anaesthetist and Nurse:

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

%DNO

Signature :........... \M ....................................................

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

2

Rainbow® . _
Children’s (L BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the [ittie. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00012548 1P26-00006823 \7/\‘9—\’7 {-, \7)\ t}\ 2
Mrs SHAYESTA
| 19-03-1904 32Y3amM23D0  (F)
HICEADIG A VELE T ¢ Transfer Ordered by Reason for Transfer
LB TTT o\ 9
f\\O\g W\ MJ’ C %J%
From Unit To Unit ;:gm/atiuu«td Attendant
] No[ |
@ T MLCO

Number of Sheets in Clinical File

Number of Imaging Films

2L QWT/®

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

L Yes[ | No [ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1- 1 o Howl— 1)
2,
3.
4.
5.

Shifting Summary / Notes Written by Doctor - Y?«E/ No [ ]

Name & Signature of Person who is Transferring

Pt

Name of Person Ordered Transfer

(DY « WA "’\% LS\

Patient & Clinical Records Received by :

o

Date & Time of Patient Received :

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

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

[ ] Nurse not Available

[ ] Available Bed not ready




HNH-00012543
Mrs SHAYESTA

—— 18-03-1904 32Y3M23D
Dr. PADMAJA YEL| "

Uy

1P26-00006823

f/yé
Rainbow” . R
Children’s ‘Blrtthght

HOS pital BY RAINBOW HOSPITALS

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

OBSTETRIC IKIAue ASSESSMENT FORM

Time of Arrival: \7’@\ Time Seen by NUrSe:ts.d 5o

1) Level of Consciousness: VE/C;nscious [ Semi-Conscious 1 UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

[J Severe Pain / Moderate Pain
[ Bleeding PV: Slight / Heavy
[J Decreased Fetal Movement

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

[J No Fetal Movement [T Other REBASON: ......ccoveeiiiieeeiieeiinee e
3) Vital Signs: Temperature: qu Pulse: . 8S$7... RR:....22. Sp0,:.94.)-. BP; .IK[Q-.)Weight:
4) Gestational Criteria:
Gravida: G Fi Iy A )
2l \\0\? b EDD: ..... %\glq/l’ ............... Gestational Age: _‘5(]-—{{)u3f’€[ﬂ
Uterine Contraction [ Yes '{NB (1 NA | Onset Time Frequency:
Membrane Rupture O Yes Q’g CJ NA | Onset Time Fluid Color:
Vaginal bleeding CYes | /o | CONA | Onset Time Amount:
Pre Eclampsia Symptoms | O Yes Dﬁ O NA If Yes specify: Headache / Visual Symptoms /

Pain Abdomen / Vomiting

Z

Good fetal Movement A Yes

CONo | 0 NA If No specify:

5) Pain Screening:

Numerical Pain Scale (NPS)

| | | l l | | l | |
| | | | | | | | | | |

1 2 3 4 5 6 7 8 9 10

No P ’ Worst
possible pain
T (101 R T e
v DEAHON: o e e e st Days / Weeks/ Months (Strike out which is got applicable)
I 1 [ e ) | T T T
o FTOUUBTICN. ..o v eniemiadloms smmsimnsniininan oo imtaisimaiminiie pni - i s iy e i 3 B e o8 e Wik Ay S b H1E8 woim Sk A
- Interventions: .....{.. ‘I\}J/(
6) Past History:

) SUIGEMIES: vvveeeereeeereeiree i A e

b) Medical: ............ccoiiiiiii,

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

(PT0.)




HNH-00012543
Mrs SHAYESTA
19-03-1994

Dr, PADMAJA YELIS

i~

1P26-00006823

32Y3M230

1) Anergy: o [J No, |IfYes:
8) Current Medications: [ Prenatal Vitamin I None
9) Prenatal Medical History:

C1 None

(] Chronic Hypertension

L] Gestational Hypertension
L1 Diabetes

Triage Category: (Please tick on th

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)

L OIS i i e s s i e e e

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

e category)

1 Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
1 Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

L1 Category Il Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
[ Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
LI CGategory V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
(Urgent)

< 30 minutes

Every 15 Minutes

Suspected Pre-term

Signs of Active Labour

Signs of Early Labour/

Discomforts of

Seizure activity

and / or headache, visual
disturbance, RUQ pain

associated signs and
symptoms

Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
| Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
| with/ without abdominal | cramping (<spotting) with cramping
- | pain <37 weeks (>spotting) >37
weeks
: Mild hypertension
Hypertension > 160/110 >140/90 with/without

Abnormal FHR tracing
Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

« Acute onsite severe
abdominal pain
Altered level of
consciousness
Cord prolapse
Severe respiratory
distress

Suspected sepsis

« Major trauma

« Shortness of breath

« Unplanned and
unattended birth

« Abdominal/back pain

greater than expected in
pregnancy

» Flank pain / hematuria
« Nausea /vomiting and

for diarrhea with
suspected dehydration

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

« Minor trauma (minor
MVC/fall)

= Nausea/Vomiting and
Jor diarrhea

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

« Anything that does not
seem to pose threat to
mother or fetus
Cervical ripening

Qut patient placenta
previa protocols
Pre-booked visits (ie
Rh and progesterone
injections, NST
Assessment for version
Rashes

Time seen by Doctor: ......

Date: hl}ﬂu

Time: .......

Nurse Name ; ....... 3}1% ............................................ Nurse Signature: ..............

‘?fPr)j




HNH-00012548

il IP26-00006823 "

- 18-03-1904 azv:mzsp Rambow -
Dr. PADMAJA YELISETT Children’s . Blrtthght
il gl | @zt

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: [2’(:)‘_ ...............
Baseline Information:
Admission From: L1ER 1 0PD Z_‘ﬁission Desk [ Others, SPECITY .....c.ocveveeervrvereemnrrenerarsnrrnsans
Primary Language: /V'/Télugu Mﬁglish .,/Hmdk [ Others, SPECITY ...ceoveieeeiicieiceece e
Doyourequire aninterpreter? TUY8S TINO  ITYOS SPBEIY ...occciescrcreisassionisnssssnssnisassnisnssbasasssissnssosinnasasiansissbovinssitsarsbsasshnesivihis
Source of Information: ! Patient L1 Family L1 Others, SPECITY ..cvvvvieveieiciicie it sre st
Allergies: [IYes [INo | Medications (! Blood Transfusion 1 Food L0 OMEE s amassonmsimssiz

LT (o111 OSSR
EIRE COMMUBIES. ..c..oivimiiiuvissimimissimsmivsssiusvmsss iR oy oS Doctor Notified on Admission. _=Yes LINo
................................................................................................................... Name of the DOctor: ........ccceeeeveveiveeeeeeeecece
................................................................................................................... TiMe NOURED: .. mmm i
Past Medical History: Obtained From []Patient [ Family Member  [| Medical Record [ Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

/V
/ .

Gynecology Assessment: [ | Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ......cccccoeveviciiviciiininn, Caesarean Section:/ZNo J Yes Contraceptives: [INo [JYes
................................ QL\,CN Cervical Cerclage: /Zm} [ Yes Vaginal Discharge: [ INo [JYes
Onset of Menarche: ......\).cccoecciniiiinen. Ectopic Pregnancy: [No [ Yes Post-Coital Bleeding: [ 1 No [ Yes
Menstrual Cycle: ] Regular [ Irregular | Myomectomy: ;I,N( O Yes Infertility: [(ONo [Yes
Last Menstrual Period: ..........ccoocoveiieene Others: If Yes Type: (] Primary [C) Secondary
Obstetric History: G :\, ....................... P' ........................... L [—— X
Previous LSCS: .........cc..ccooccovv..o. \ I(./B .......................................

Current Medication: [ None /LJ/Yés, If Yes, Fill the reconciliation form

Family History: WOrmalities Detected
[] Heart Disease (] Hypertension [ Diabetes [ Stroke [ Seizures [ Kidney disease

[ Liver disease CHOMBE - coinia e s st e e s e T s S s e s P
Vital Signs / Measurements: Temp: 49? HR: . &8S........ RR: .28 .
BP: ]l(l’?&f Weight: ............... Height: ......co....... 1Y [ R—

Pain Assessment:  Pain: [ Yes /Efg‘ (If Yes, complete the Pain Assessment / Reassessment Form)
Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)
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1

HNH-00012548 1P26-00006823
Mrs SHAYESTA

19-03-1994 32Yam23p (F)
Dr, PADMAJA YELISETTY

AT

PHYSICAL ASSESSMENT

General Appearance: fHealthy C1ill looking [_] Anxious (] Agitated LT Others: ..oveveveeeee e

Fall Assessment: [|Yes [0 Score ... =~ T (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ Yes :)m/ Score.......8......... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
I Mability problem " Walking Problem 16 Abnormality Detected
O Developmental Delay L) Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

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

[1Under Weight [ Diabetes Mellitus ] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

[JCalm & Cooperative [ Restless [ Depressed ! Agitated L Confused

11 e e e e R o T e i
Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single [IMarried  CIDivorced ] Widow
2. Special Habits: Smoker: [ Yes QNQ/ Alcohol Abuse: [ Yes ,?’0( Drug Abuse: [ 1Yes [ INo

SOCIHA) HISIONY: LIVBS W .....oiviirisosssssenisiinnssisusnissmmsssmsbrsnniisesisnnsissiosssasssnivesssodsssonsshsussinsagnsiinenss Sossassvtaisisussisios

Orientation has been given regarding the following aspects:
Call Bellin Reach: [Yes [1No Waste Disposal Explained: [1Yes [INo
Infusion Pump : [I1Yes [INo Hand Hygiene Explained: [ Yes [I No [ Others

Above information given 1o ...................... Pa}lw .................
Name of Person Orientation was given to: W\YSS}')BJ\.J%'&O\

Orientation N0t GIVEN RBASON: .......c.ceiiieierecseetcceeeee e

NUrse Signature: ............co...... g"/I ..................

Nurse Name: &/-Mavu‘O\
Date & Time: ..... \ﬂ—?"[%@llfm .....




HNH-00012548 1P26-00008823 -

Mre SHAYESTA 20 o -

e 32YIM24D  (F) s S, Rainbow
r, PADMAJA YELISETTY } Children’s

® BirthRight

TN Hospital | | mmeonus

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

| Date: 13}:3’19/6 THDE: occvnsesinns 5}7"7 ........

O ~ 26 kg/m’

| Origin: ........ —[/Y\.QJ\ Al Height: .. 2)4. L.iy...  Weight: Iljli']ﬁ BMI: 2-27°< 28 kg/m?
| O ~ 30 kg/m?
| Food Alergies: .......... .41 S s L) R
b ;

DIagnoSISs: .......vvvvrvveen. W LR

V)

TypeofDiet O Uquld vfﬁ UJ Normal ] Diabetic
; U Vegetarian \/D(NomVegetarian O] Vegan
i
| Diet Advised:

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

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

Patient’s / Attendant’s Dietician’s
Signature: ........... LW Signature: ............. @ .........................................

Name: ame: . 50"17[4"06{[@*9 ...................
Date & Time: IZZ"I[}(f'SPW} Date & Time: ’3/%/96/’5?"7

Doc. No. : RCH/ FRM / CLINICAL / 195 (RT.0)




DIETARY NOTES

Date

Time

—

Notes




HNH-00012548

IP26-0000682
Mrs SHAYESTA ? -
18-03-1094 32Y3IM24D () "Z

&~ Or PADMAJA YELISETTY Rainbow®

iy arar (S BluthR ot
CROSS CONSULTATION FORM

It takes 2 lot to treat the little. Your Right to a Safe Delivery

DoctorName:DK: ...... Pﬁ\QlMﬁgm .............................. Date:..I..Q..j.{%ﬁ!.kﬁ......Time: ...... C—:P"’] ......
Diagnosis:......... LQSC5 .............................................................................................................................................

HOSPItl  w.ooovvrreren, QCH"HMNK ...................................... Type of Referral :

0 Emergency
O Urgent
O Non Urgent

Referred for : [ Opinion v[Zﬁ)-Managemem O Transfer of care

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

N

Signature:

Findings and Recommendations :
Lp\ 4 ﬁ\-lﬂ ov  [pve | 19’0!.'_\2

fesmad 6vm47 4 Nppld™

—w
— “m  SedM (}
CTA%DS%SGU{ olaap \HCh s dwzmsmirdd/ Y
° (0SS Cryod\@ [caa\cll(L hol &

— whwm  cavt
oo outpr
g Dol ity

q v AInuows]
-ﬂgrl'lmqlorkﬁ '9”‘1“(] Conto 2y

i A ,\)Q%ﬂhdr\

vs
‘L @Z(Cd:d‘o‘ ﬂ\/} {(\OM

m(J Wy vl

Consultant :

Name: ...... 6&?—”’1 w?lCapC% ...... Signature : ......... % ................. Date&Time:..ﬁ./:?/?:{..}.éP\q

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

= et
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_ HNH-00012548 1P26-00006823

Mrs BHAYESTA Rambow ) .
| 19-03-1904 2YIM23D () Children’s . Blrtthght
Dr. PADMAJA YELISETTY Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Vi el

pREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
a. Yes (] b.No

2 TEIND, RBASOM <.ttt oot ettt et e et e e et e e e e e es e et e e e e st e s e et e ee e ea s et et e ent et et et e ene et e et e et e e e eeneraeees

3. Nipple condition:
/:. Nipple well formed

1 b. Flat nipple
1 c. Inverted nipple
[J  d. Short nipple

4. Milk flow:

1 a.Good
b. Drops of colostrums

0 c.Dry

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

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCHBH /FRM / CLINICAL / 080 PT.0



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

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

8. NICU admission: NO
[J a. Mother needs to stimulate her breast for 2 min every 2 hours

G AN INIEE. .....oe consmersinssesmsresassmtaneTraEmn i Re R e A RS E P E SNBSS o on A R AR S s S AR e o PR A SRS SRR RS S s

Continuity of Care: Date: (2 F—
S ASSess P pt canda Hdy

= wirek 2% decud g veindded
D Ve  chartt warnrtesno
= ,n< Cmuﬂ&} B cal,iven

SIgnature .......cccoeeeevieeeeeieeenns Q’?‘ ............................ Signature ................... m CAL ..............................
Date & Time: \'PL?’[KQ ..... Dln.... Date & Time: \%\}lﬂ%@g\efv\
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~ Chitdrens | @ BirthRight
PATIENT TRANSFER FORM Hosphal .

Your Right to a Safe Delivery

BY RAINBOW HOSPITALS

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
N ;5’:%?‘::’ ”lewooosaza n,\ }\% Q \|: T30 \21‘}\'\'6 @ - ?oAn}
Or. PADMAJA vELiserTy. 0 (F) Transfer Ordered by Reason for Transfer
Il IHMIIIIIIIMIIMIIIIIMIIMIIII
. Gl—lecs
MR . madnushe
From Unit To Unit Information to Attendant
PE{,F PQS*C oT Yes No[ |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Yes| | No[ |
@ " If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. [tem Name Quantity
b RL — Sooml (1)
2.
3.
4,
5.
Shifting Summary / Notes Written by Doctor:  Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

s Spipatlen g e Mo S ha

[

Patient & Clinical Records Received by J/ M

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




& blood components Packed Red Blood Cells, Red Blood Cell, Platelets, Fresh Frozen Plasma, Cryoprecipitate etc.) to me /

2
Chitdrens | @ BirthRight
CONSENT FOR BLOOD TRANSFUSION ospital - | () znsmiss

Your Right to a Safe Delivery

vit)
Name: ....... MXS ........ Sha“‘?a ..................................... Age: 'j‘lY ...... Gender: Malel | Femaley™
HDNo: HNH-000PEYE e JE|OATLE
Type of Blood Product: [ Fresh Frozen Plasma ] Packed Red Blood Cells 1 Random Donor Platelets
] Cryoprecipitate "1 Single Donor Platelet | Whole Blood
_1 Albumin _] Red Blood Cell Y f——
N T TP o Ml B hereby give my consent for whole blood transfusion or

the blood components as part of treatment of myself / my patient while being admitted at Rainbow Hospital. | have been
explained all the known risks of transfusion reactions. | have also been explained that the donor blood has been screened
for Human Immunodeficiency Virus antibodies, Hepatitis B surface antigen, Hepatitis C antibodies, Malaria and Syphilis. |
have also been explained that transfusion transmitted infections occur even with screened blood, especially if it is in the
“window period” and also due to various other infections which have not been screened for. | also understand that any
blood components transfusions carries risk of transfusion associated reactions, fluid overload etc. which are generally
rare. The same risks apply for multiple transfusions too.

The doctor has explained to me about the alternative for this procedure Which is ...........ccooviiiiiiiiiic e

All the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treating me / my patient in
the language that | fully understand and | accept the same and give my consent for all transfusions (the whole blood / or

. my Patient during he present hospital stay and treatment.

Patient (Or PatientRelative / Guardian): Doctor (Who is talking the consent)
/AN
A S

Signature:

Witness

SigNature: ................. ‘tk@ - oS T
NAME: ..o A YIAVIA o

Date & FIME ... covvrosnrmisass \

Doc. No. : RCH/ FRM / CLINICAL / 014

e e e e — - e —
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INFORMED CONSENT FOR SURGERY OR

SPECIAL PROCEDURE e SO Y R st vy

Patient Name : ... Shajm*': ......................... Gender: (] Male & Female Age: ... 3’6 ..............
UHIDNo:...1roMn Qoo >y L& . Date : ...120 2] 2226 .
Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patientis a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consentto 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 responsible for any untoward event thereof.
_\Bl_;%p?_-_u?qln&&ﬁﬂr\ : lhgg. o Aclpened oo Bowel Qledele o Blogd vusd

D1, Ul Chenwy, . ¢

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

22 .

I‘ﬁj— si?rf?ture onthichorm indicatesthal. - Tt s Ot e St o7 Sy

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

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

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

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

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

s, B yndd. . Suha,. appliabin, CAonens,, Belisen temoponils. . Cequemd, | fosoioud

Name of the Doctor who is performing the Surgery/ Procedure: ’P(%a"mf BN ko T A M N i exeniasiinins
Consentee: . \ Patient Attendant;
Signature : ...l SZEL T STV T TR L~
Name: ....... MQS"‘“&“H ........................... Name : .. sohd Sailoddl fete—
Date & Time : J.2{ 12 @ (9o pm. Relationship with Patient:
. Date & Time : ...L2 1 Ho=e 2. S: 40 A
SR " Doctor (who is taking the consent) :

Signature : .........o........ cg‘ ..... b iessvemsnsmssonsaansresss . 7S

‘ Signature : ....... o O,
NAMD e cisnsinines ,«.ﬁ KT 74 0 4 = Nama: . =
Date & Time : .......\.’If..l..}.[..‘.2.6...@....Il!’...:..’.*!.‘?.ﬂm

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






Ref. No.:F/HW /CON/HR/05

< | INFORMED CONSENT FOR HIGH RISK
BirthRiaht Eﬁii?:rzvr\:'s Patient Name : .......[2C... 5"‘““;‘”4‘ ................ AQE S cassimsessisompisisnnce
M Hospital | i OM O F P NG : oo
Wird 7 Bag WO ; acnsmmmsmiiuess Date : ...L. 2] 2an
Iwe......10) ')5[’\070’ o have been explaingd by DF.......................

about the medical condition and the proposed procedure.
I/Wa' have Deen 10ld AL UL DAMBNL iici.vs vussssauinnresiasismnosisnsivssionnshans ssnsss s esshinssosins IR ad i Rnsss s psaiisy has the
Following Medical Condition / Diagnosis

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

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

| / (We the relative / legal guardian) have been explained in the language understood by me / us,

about the medical condition mentioned above and that our patient has following risks involved
C&a cJ‘lJ B’E’d’.m'”‘ Owc?( J?rv-j:._hu\ - @'_

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

7m/>rd~ﬁa~"wmﬁfw"m‘m*f7u7ﬁ ol Slasdhe n@lnnd sl Hoelans

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

| / We have been explained that our patient carrier a higher risk than usual and there reason for the | / We have been informed
that the ongoing treatment in the ICU involves the risk of unsuccessful result, complication, temporary or permanent injury or
disability and even fatality from known or unforeseen causes and no guarantee or promises have been made to me / us
concerning the results |/We have understood the consequences of not undergoing the proceed treatment. |/ We hereby give
(my / our) full consent for the above —mentioned treatment.

Name of the Doctor performing the procedure : ........ .&’/2:“9’“7\. .............. ‘T ‘“““‘“‘t] ..............................................
Patient Attendant : 1“”"{" Witness :
[ 1T (R s SIGNALUIE : covvvrevrenreesenesreeesrensessensssssssssssssssessssanes
Name : .03, Soaluddle Jb—
NGME © ... eseseane ceerereeans

Relationship with Patient: ....HYS Baxd

i Date & TiME : ..ccveereecereerereererersesesnnssesasne rrereenesees
51T —— SRR
Doctor (who is taking the consent) :
Signature : ........ o peeessessannssssens
Name : .......... B monmbe .
Date & Time /Zh’w“ ...............................
CIN : U85110TG1998PLC020914 www.rainbowhospitals.in







CONSENT FORM FOR GENERAL / Eﬁ‘i?é’f}%".i’; ‘Sjﬁmisggf
REGIONAL ANAESTHESIA / A i
MONITORED ANESTHESIA CARE

Patient Name:..Mff.zﬁ.;....—(.‘.ﬁ...‘:'.’.'fi":‘fff‘ﬂ..' ............................................... f-T) - R Gender : Male O Femaiﬁ
UHID NO: .. HN11 0002 54€: Surgeon Name: ........... (... PRAMALO e

Anaesthesiologist : P CAM IR (]

Operative procedure planned : ......... Ea Uﬁfu‘%fuu .............................................................................................

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.

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

O Incapacitating Cronic Obstructive Pulmonary Disease

LIODIRIBIIS © ..o i v Vo v o s ke s Ay Sk 53 8 .54 44 Y B B AR R B A AV R R 43 AR A A
* 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 upon me / my patient
..... Uf%‘\— (. L. ..o, the above mentioned operation / Diagnostic / Therapeutic procedures

" | authorize and give consent for anaesthesia (E’ﬁégional/ O General Anesthesia / 0 Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

Docu. No.: RCH/FRM/CLINICAL/021 PTO0




| 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 Q_,
will administer the Anaesthesia.

- Pregnant : Eues/ _ONo

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.

)4"“1}/. :

Patient / Patient Attendant : Witness :
e IAGL e e
SIGNatUre : ........ L ALt Signature : ... U,
Name : ............ gt Chehotfs . Name : ............... bogpord
v
Relationship with Patient: ... LEAf ..o Dl 8 TN 2o bRH Moo
Date & Time : ............. (2] 2

Doctor (who is taking the consent)



Department of Anaesthesiology
PRE-ANAESTHETIC EVALUATION

Rainbow® - _—
Children’s @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the [ittle, Your Right to a Safe Delivery

- - 250 0.
Name: MMCMLM .......................... .3 — Sex: ﬂj .................. UHIDNo’Jr‘\r'Lf'_{;Nw'rL"P
Date: ....... QA2 Time: ... \05%0 e, Proposed Operation: ......5. 0 ASALLALL. LACK
Diagnosis: ...... q%PlL(A') ....... Patniavid......SND. 2 . ICLDM ..... o S, 3 bw-ﬁtt& ...............................................
B.P/CRT: wooer HR: o Weight 4&‘% ASA Physical Status: (11 %5103 o4 o5
Laboratory Data:
.A”( Hgb: ,0‘? GIUCOSE: ..o POTEIN: wooveeveeveecreneereens HIV: oo X-RaY: oo
\/ POV o UrBZ: o e R HBS Ag: . ECG: s
WBC: .12 2% CIBAL: oo Total Bill: e HOV: oo 2D ECRO: v
Piate: ....| 4. B coosivssssandnrissoumsonclt DI Bill: oveeeveevsisenessinns Blood group: B“‘Q Stress/Anglo: ................
= SRR K e 1A, W Oy S P 8 K CTOther: oo
PTT: o Ca+ + S — T PAnzentn - postenar
INR: MO+ 41 coervierssenssssssssenns AMYIASE: oo TOH sizsmmuisncssmisemsans Lo %'7&,,
Ol =2 vroreresrsessscmsesssnmsesess SGOT/SBPT: coeevcessnnerises Alorgles: —
Medical History:  CVS: Ao Candizq 1y
RESP: A Yar [howen. Diabetes: (DM o DSt .
CNS @
Renal : @
Hepatic / GE : S Physical Activity: Mt -
Others

o

Past Anaesthetic History: Ho Spumt- Mag campy } Yo MERPC J’ (A .
i U

Physical Exam: W

W1 R 3 4

Airway: Mouth Opening: >3 Mentohyoid Distance: >3 Neck: @ Teeth: Onfalfr
Lungs: @ el

Heart: S Co@

CNS:

1\
Pregnant: [1Yés [INo [INA

Venous Access Site : (P)

Spine Exam for regional : P“f‘“}’*’“ '

Anaesthetic Plan: [ MAC \="REGIONAL [ GA-ETT ] LMA

Peri-Operative Plan Explained to the Patient: \)zy’Yes o No

CURRENT MEDICATIONS DOSAGE

X

™
Signature: ............ {X// ...... Name: ....... Bfiﬂﬂflm

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

Pre-Operative Instructions:
ile

Water / ORS 2 H
. NIL ORAL<] o> =Tl

DVT Prophylaxis :

/Lwtnua,a @ SAM .

Others 6 Hours

2
3. Informed Consent TI-8fandard O High Risk
4,

5. Other Instructions:

Post Operative Pain Management: D%cussed with Patient

....... nohfend  CRP . (X Nedh

e, Iny TRANEREM(C HetD /§m
B,

.................... fegfsescsstinrasnsasatiarinsssatarninintunssintnrsistsatatnsasnsnsnsnas




INH-00012548 IP26-00006823

irs SHAYESTA
9-03-1994 2YIM230  (f) Z
r. PADMAJA YELISETTY Rainbow® .

T T — ANAESTHESIA CHART  jnudren’s .Emmﬂf

It takés a jot to treat the little. Your Right to a Safe Delivery

Pre Induction Assessment:

Change in Patient Condition: C1Yes < No Fasting Status: A‘W :
Physical Status: | _-) Patient Identified ~=Tonsent Present 27 Chart Reviewed
HR: 1 Qo Jmt [ BP/CRT: 11h]Fo rony [ Sp0,: o[ |RR: 16/~ F | Last Feed:
; 26 A’
Pre-OP Diagnosis: B3PI A Operation: ... Edaeipem g t0E8annnnn.  DaAte: .. Tl
( o . v -~
Surgeon: ........d&Rx:.... PMWW{Q ...................... Anaesthesiologist: . Ko dnannaa, R4S YeRnician: .. Aasnad...
TIME I/ B /3 -2 TP o B 8 b
N,O /AIR /O, LPM H i
HALO /SO /SEVO Antibiatic
Drugs: =
ok ; Ao | I )
L Suppository
2 A Sl o2 Adg - IV Tl a da g | g™ METHEGAL 0 2o TV TRANADYL Ko Nf
T+ OXVTSC/A i1 WiV A4 1N Xs Tra . Dt Lo Ftae fmJ
- MID pzo LA jrlp T\ Blood Loss
800 ’!,
;%D_@D /7Y o] fob o [—1Jod —Jim] ——1/HO 2 fpoeate
s
ECG ez L] —2n | —Ftp T [— Y )
Temperature i = V
Urine Output T 1 E i = p P - NOTES
TG
7 =17 i3 ; pTo B3 11 ~
EBR/AMT L. 1 p <
=2 oK YR (A Te— AR I, T O 75 [Fegl] & —M&u%
BP 24 “ Bk 4
V Systolic 220 ELQJJJ
A Diastoli
ek paloon Yrpedfes
* Heart Rate et
Tourniquet on Time P Ke] PPBKC =
Tourniquet off Time L
o Atouged oH
Throat Pack In
Throat Pack Out 120 5
- N AL ! v g Md
100 F [r6Dp
o i 3
60 - =
40
20
10
0
| A8G
LAB Values U
GRBS
Oihers
|7_/EE|uipment Checked and Temp: Induction Regional:
Functional [ HME [ Fluid Warmer Owv [ Inhal E&m}? Specify: ..
E BP Cling Film [} OH Warmer [J Pre 0, [TJRSI inal ("] Epidural I:J Caudal
[—TCutf Site: . @LL “%I-Iu er's [ Cotton Wool ] Others Others: .
At Site: .. N/Oﬁgg z POSIION: ........c 5.17‘2*‘{1 ‘j
) EKGLead - 2elrehode s O Mask [ SGA o
O Temp Site mes: I e [ Airway (] Oral (] Nasal Site: ... % thw s
1 FO. Monitor Anaes Start: ... 33 Q. ¥ M- ETT# N B Needle Size A5, ...... Depth: ..
] Agent Monitor OP Start: .... i 1 Oral [INasal [ Cuff Parasthesia [1Yes [JNo
_—Filse Oximeter OPEnd: ..... [ Tracheostomy ] Topical Catheter at skin ..
O] Capnograph Leave OR: ...\ Taflfls]a 7 PRI, TR Drug Name & Con: . o 5‘j Bwuk&éﬁ.\:‘.!}:.{:..( #)
1 Ventlator Anaesthesia; | , O] Awake J Direct Vision BOIUS: ... ’/&"}‘ < 3 J“"“'-fj Panresl .
[ Nerve Stimulator [ GA oL P &-_\ﬁPME Video Laryngoscopy tylette / Bougie Infusion: .
A Qi [ Monitored Anaesthesia Care Fiberoptic Block Leval. B
e \-,Zr}legional BHGB# Anempts: GOMMBAME: iiiivion S Tl o e itiirimisa
A7 Pressure Pons Gnecked DHFCUY WRY? oo .
Line (Size & Location) Transportation to
Eye Care: EI GVP [ Bilat = BS L1 PACU ticy
] Oint 4] [ Semi-Closed Circle Relaxant Reversed [IYes D No G}iy
0] Tape \zﬂv (] Closed Gircle it bnh
[]_Padding O . ) 07 Other ame of the Doctor :
wake T Signature of the Doctor {&




INH-00012548 |P26-00006823

Ars SHAYESTA
9-03-1904 32Yam23D (F) ,//é

. = _®
Ir. PADMAJA YELISETTY Ralnbow

i tid. | @ it

Hospital
POST-ANAESTHESIA CARE UNIT RECORD

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

0 ch 0
Received in PACU by : . C\GY.. SUAeetAD  Time Received : 2. DOV Time Discharged  ............oooo...
~ 7
250 250 : ({
- 2%0 | W cannua site lﬁJfg]’c&
w 230 230 | ] 0, Mask [C1 Nasal Prongs
% gfg gfg (] Tracheostomy [ T-Piece
] 200 200 | [ Oral Airway [] Nasal Airway
E 180 190 ‘0
180 180 e
§ 170 170 | Vomiting : [ Yes _L>-No Drug: ,1\}3\{\\0\*\“]
B 1% 1o | NG Tube: 1 Yes #TNo
140 140 in: 7 Ye
v Lo s Drain ] Yes [0
A 120 ™Y ] FAl 120 | Urinary Catheter, [+"Yes [ No
L4 0
b:': ‘1|(1}g wf :(1)0 ChestTube: [ Yes .?]/’Nq
?————-1?3_ / K/ % | wioral O Yes £ rio
L & | s ... ?‘k’
w 50 50 Oral Feeds: ........
& 40 ¥ 40 \ hﬁ
:\~.. 30 e - 30
v 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 [ 60 | 90 ouT SCORING INTERPRETATION
25:2 e ; meenn:mm: 3313"@3 o o ACTIVITY ’ \ 9 |2 A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Disch arge
S:Ie 1o daapl‘br::'l]h: rg.a;?ugh freely - g Z
'spnea or lim ing = RESPIRATION . 3 - "
Apneic =0 121 2 ¥ Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic | =2 : : ot
BP = zu‘gm nfm'éafﬁaesuﬁeﬁﬁm =1 CIRCULATION ;L 8 space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0 312
f\uw a"f:‘ima i ki CONSCIOUS
=1 INSCIOUSNESS ~
e % 4 |2[2r |2
Pink =2
Pale, dusky, biotchy, jaundiced, othe =1 COLOR ¥ s
Cyana#gky o auncices, oner =0 L N~ s
TOTAL Ql C‘ \'D \/O
1 \
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

wo | xvdm| ol

pUY
o | e | ol R
W | ufen | 01D NAY

RIS

120 | 20 | o 0

-

&

Pain Tool Used: [ NPASS [ FLACC [ WongBaker [ NPS Reassessment Frequency:
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

Date & Time: With in 30-60 minutes after pain relief intervention

\
PACU Nurse Name : . ng,aL../H"l@\ .................. Transferred to Unit by (PACU): gﬂiﬁooﬁlﬁ(y

PACU Nurse Signature: g/j‘ Date & Timelgl?’?vg@sfSD?M
Date & Time: \3\’}""2&@330P(1')




1,

"2
Rainbow® . _
Patient Sticker Children’s @ Birth Right

Hospital . BY RAINEOW HOSPITALS

Tt takes a Jot 1o treat the tttie, Your Right to a Safe Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD -

’ “r =
D1 XU L1115 Procedure done DY ....cccevevveceevenrsrerene e srsesesnsssesessersassasnense
CSE /Spinal /Epidural (41114 SPACE fruvireirrereirireansreerserenes Technique (LOR/LOS) .cervrveeevennes
Depth: ................ Catheter at SKIN: vvvenneeveiserensoreersnsenaes B 110710 < U U
Parasthesia : YES/NO i YeS ABLAIS : ........c.cceeervrerrrereretreraceesvavesressaseesvasesemsassasesesmsesssasesassessscssssassassesssasesnvens Teuvrerneresevsenaen
SOIUHON COMPOSIHON I ....ecererereereresecssercnmneesercasssassmensssssssessssssstesesseserensassonsassessarassasressassasrersssassasnassassasransssasssnsassses
Any other issttes * ) i
) trerrenentanatiniestieistesen st st et ee s amseaseee st sevavE s va A SRS eE Rt sevaR eSS e R e et ras e s R SR eeAe e e et eaAe R bOe e b bt naber e he bt bant et 00s PRS-
. i
1) OO JerrersbvavaTasaeEateasaene et saaraentansaeh e eanan s essreaneseasntstannseasetsenaes
Infusion Rate - Level Maternal
Time (ml/ar) Bolus (ml) Left Right | BP | Pulse FHR Comments
¥
Delivery Details 1 TiMe & e APGAR: ..o SVD / Instrumental / LSCS (if LSCS Detafls)
Catheter Removed by and Tip INSPECIEU & ...cvvieerereerecrcrerecrsnsersermensesersernsssassessessessmrsssasssssrosasssassrrmsssssassssseseasssassessensasne
Patient SAHSTACHION & ....coceeeei et e s s rae e eaenssnsmsre s sav e nrenesand erssesaeseessesensasnaeasanernestasnas
. \

Discharge /Shifting ordered by
DOCEOr SIQNALUIE: ...cveereerirerrersecrersstserarrsseracsessenrsssarsrsacsersones
DOCIOr NAIME: ...cvoeieircrrnrnsenernmeennssseaessesssrsorsnsnsensensasens

Date and TIME § et sesassanes




2 & Rainbow Childrens Hospital-Himayatnagar

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

wRalebiow WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs SHAYESTA Age: 32Y3M23D
IP No: IP26-00006823 Sex: Female
Consultant: Dr. PADMAJA YELISETTY Ward/Bed No:  4F -OT/LDR-416

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

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
;RO consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

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

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

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

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

Note:
1 We do not allow use of medication brought from outside by the patient.
2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill

gmiearance. In case of faWe submission, | will pay 200/- Rs.

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient/Relative:

Ndme: Patient Address:
: - 8-1-299/b/19 madhur hills shaikpet
anshnp. Tolichowki Hyderabad Telangana
Date: Time: | 1 “ & INDIA 500008

Wittness Name:

Y

Wittness Signature: %Sﬂf’

Printed Date / Time : 12/07/2026 11:16 Printed By : 015898 Page 2 of 2
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.,4.000 AT wo  © Children’s @ BirthRight
HN NESTA 3“ Hospital . BY RAINBOW HOSPITALS
1 nat 1 T Your Right to a‘;alenﬂny

ng- A9

Pt \\\\\\\\\\\\\\\\\\\\\\\\\\\

BILLING POLICY

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

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

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

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

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

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

® ICU/Ward Charges DO NOT INCLUDE - Air Mattress, Monitor, Consultants/ Specialty Doctors Visit,
Infusion/syringe pump, Ventilator/C pap, Oxygen, Investigations, Procedures, Consumables, Medicines or any

(™ other bedside equipment’s/devices etc. (Detailed list can be taken from billing department).

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

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

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

MODE OF PAYMENT & REFUNDS

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

e
L
o e e _‘;,-_
Name & signature of Patient/Attendant (Signature of Admission Desk executive)

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

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

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

CIN: U85110 TG1998 PTC029914 email : info@rainbowhospitals.in www.rainbowhospitals.in
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NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Namew‘{ | j\hh@_i Ul 48 gu Age: Y Gender: -an" r
UHID No: T TUEIHE b o D L?L l:’vbgééte DEES )(JTime: L2 7
Diagnosis: FS05 L Nod =0T )
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mog/Mi [00 M9 of Am (7
2. | Morphine Sulphate Inj. 15mg/M| ST i
3. # Memifentanil Hydrochloride Inj, 2MG - =
4. | Remifentanil Hydrochloride inj. 1MG e
B e CMgas5 vV ,
Doctor Name: ; Doctor Registration No: AV P399
v
Signature: g/ }’
, NARCOTIC DISPENSING FORM
¢ APPENDIX 4 - FORM NO. 3E
(Details of tlae Patlent to whom Essential Narcotic Drugs Dispensed) 6
T
RO N NO it i nsiiess snsses srerhn e Date: . 2 5 7
Aadhaar No. of the Patient (Optional): .......4.c..ovimiiiiiiiieeie et
- | | 5 gu—
~ MIT Jhav/30q
i. | Name: ¥ J}‘ Ren'ﬂks i
2. | Complete postal address (with contact number, if any) ol t;k owt.' H fcf;abo /
3. | Brief description of the illness <+ 2 (j
4 Whether registered with any other registered medical practioner / N.O
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed Nj " 2] / a ’7‘1 /
. Slgnature | Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
L P | / Patient Attender
P TN Lo/ o0 o) ) Vg
6(\\1‘& L‘%Jd 3
Dispensed by (Name & ID No.): . A ............................................. Signatiife:, /il SR EHEE T
M VIR K Gmor O')!Jg'})
Received by {Name BiD NON L & mmlk v s viv e o ST s r s g L s s gl o Signatures.. I W ra s
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NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD) |
: -
Patient Name: A,’“ G} T, “j(J Age: T3y Gender: T . ., -
UHIDNO:HN;.J el ,Y”} IPNo: ) G- Do 1095 Date:(--‘,' - [j[ Time: 1429
Diagnosis: | - ' \ 1y 7 ) b .
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1 Fentanyl Citrate Inj. 50mcg/MI I ( A
2. | Morphine Sulphate Inj. 15mg/MI & : R
3, | Remifentanil Hydrochloride Inj. 2MG
I« | Remifentanil Hydrochloride inj. 1IMG L, i
Doctor Name: /v C Rigss V Doctor Registration No: A a4y 4 199
Signature: ¢ y
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration NO: ....4... oo oo R SRR Date: ..f...../ ...... ' / ...................
Aadhaar Nao.ofithe: Patient (Qplional): ...i...ci it s adieiiisisas ssausesvss ssssanaonsiisss sass
i
AL Name: )\ f 5 ¢ j ; o'fe aa , Remarks
2. | Complete postal address (with contact number, if any) Mg J b »M‘J L- U Xs ;’ ' f [‘J <—T
L ~" Lot § riah g, d
3. | Brief description of the illness ] ol
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) L U
5. | Details of essential Narcotic drug dispensed TNT. Lef Janul
Signature / Thumb ’
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
{ _ , '
1] rNT £ dondd ¢
Dispensed by (Name & IDNo.): ............ 2AVIKA . N R s Signature: .

. l r1l-_~'l| f f ‘ P S /{ iy €
Received by (Name & ID No.): ..‘\.,.....z.. ANLOE AV LE3 0501 ... Signature: f e
eI, e ot
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