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: BY RAINBOW HOSPITALS
ital T T e

ESTIMATION SLIP - Hospital |\ Smmeuserins

Date : ,QZCL‘;ZQ UHID /IPNo.: _ L/nily bt ) Sl No. 1522
Name of Patient : Ny _ﬁ/; W | e 4‘_/; Age: Zﬂ;@mder: é

l’.‘/‘n
JJL, v A4

Father's / Husband's N'arrie : Saen _ Corporate / Occupation :
Address : Wlyeu.  Pazl Phone : Emfil: & / ;Q-—EE} 113
EDD/Dos:

Procedure / Plan : Mo WA “Th 2t \

/ .
[ g el Do) b TR T )
MODE OF PAYMENT : D SELF PA: chi Lo, 1) d IGIPSA: OTHER

TARIFF INFORMATION :

Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
)l\ulti Shared Ward
ouared Ward
Twin Shared Ward ;;
Private Room ) ]
3 LC k Q&)
Super Deluxe Room
i -+ Nipn ljg:ru,.TI_J!g /5 }17'11
Package includes Room Rent, Nursing Chargtg';" Room Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
(Package starts from the b T
our Ward Charges !
Bl of atinisdlon) g Anesthetist's Fees and OT,‘ Charges
: Length of Stay for : t\r) AR Length of Stay for : f‘,, e .
Pharmacy up to Q Are T.j Pharmacy.up to ! 2 oce
Investigations up to ¥ et ) Investigations up to 2 TR
L™ v BB i T - - !:L' 14
Others A wpld J i }:'J i /:4 £ A £ ;{:} ";J i‘}L
Neonatologist Charges : [:| Covered [:] Not Covered Epidural ] Entonox : |:] Covered ot Covered
Mitial Minimum Deposit : Qtﬂ} Wa¥aVa /= A/‘{ (vl € 2 7

1 MARKS : - o £ 7 " 4
1. Room eligibility .V;Qeﬁ sgbfeﬁ é’lltAla)ppf:mfal and f::ﬁg'gfﬁbojxﬁa{m’ starts &zbéﬂ\é of! ad(:\i@e#he estimated amount may Change agcording to duration

of stay, medical condition, investigations, pharmacy and any other procedure.

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

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

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

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

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

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and 1o attendant is
permittedin ICU's ~

8. Tariffs are subject to revision :

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

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

DECLARATION
1 have attended the Financial counseling desk and understood the expected costs and
other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
I promise to settle the hospital bill with the hospital without any ambiguity.
/ A
{ v/\ !

Signature of the Client Signatory Relationship Signature of the Tinancial Counselor
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HNH-00015482 IP26-00006367

e_\ T | :ﬂzr-;:-‘:::: mmgrvu M7D () ; % ®
| | D, SWAPNA SAMUDRALA E?‘ll ?(?rc;vx’s . Birt hRigh £
S 117771 chirers | G BirthRigh
SURGERY DETAILS

Date : S A/OS [ 2 b
patient Name: . M'S.0.. SAT ... mr/}ﬂ ....... Date of Birth: 17//06/M§g Age: 37@’
Gender: f(rﬂfé[f .............. Ward: oo O uHD No: HINH = 00015492 .
oate of Surgery: .10 L0126, ... 710T-1 &40T-2  (10T-3 (10T-4 [10BGOT-1 [JOBGOT-2
Name of the Surgery : E\}EMUGWWH’ ........ ‘ fQMNEN( ........... c‘k\ﬁ(mp\{\) ........ \((SQ”\OM

i R\ LpA RN AUBSUONVY \b (o

NAME AMOUNT
1. Surgeon UTSY(@P’IW— ................................................................................................
2. Anaesthetist DTWWW" ..............................................................................................
Assistant Surgeon OT%F/S’J‘/ WLJWJB{MQ\%‘“ ............................................

j. OT Technician : i Céf n | e""’*““"‘m T
Ry S L [

Z8¥S1000-H

P HN26008383TUBES
| 6. Assistant Nurse Srgﬂﬂﬁffﬂ’\ﬂ‘ .....................
Special Equipment: ] Laparascopy | Broncoscope _! Harmonic [ Morcelator
(| C-ARM [] Cystoscopy | Versa Point [ Liver Cusa
] Neuro Cusa [ Others ..ot

‘et W - Q- ooﬁc?@m " §

/)
ot

Signature of the Surgeon Signature of Circulating Nurse

Order No: JG—OWOQOO6C{5 Order by: Q&ﬂﬂ#@)ﬂ[‘}ﬁ)ﬁ@qm
Docu. No. : RCHI | /FRM / GENERAL / 114 ((ﬂ {j\g(&d ggawci)
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v N FD Ramb . -
m e ] 1. 05 ubartny Ghisers ggmj;ab:
A CONSUMABLES OF 0¥ ™~ o
Circulating Staf :.. Technician 5554(5*‘(‘%/7/ oate: | 915/ 24 I ———
Anaesthesia Disposables E“" uees | SUrgical Disposables _..!,"" used| Disposables (Baby Sidt) _df':-l/
ET tube Aajor-Pack ) S O[\| itk of |
A _ Sutwres 2.3 ¢/ 0 24 Cord Clamp oH
ECG leads { AY P/ N oSN P2 O | 4 | Sugtion Catheter |
HME fifter: A/ P/ N 9 1 p LY~ Y FeedingTube S0 ol
Syringes : 10 cc 02t v Vaccum Suction Set
G5 cc o soms P 0y S| | o1\ SwcGowes 70,45 [
02 cc 0% - L0 - 02| GauzePack 7 S OU—
01 cc ® “__ | Syringe 1mi/ 2ml [ ol
Cautery plate @ P/N (o] \/ Surgical blade - &) [L Syrgical Blade # 20 Q{""
IV set NG tube " Koochies (S) ol
RL L o 3\ Sautery pencil o1\ _~ S
NS : 10mi / 100 / 500mi / 1000mi 0 1| Koochies (AW L) O K 96 - A
o L_awgboine 62{ Ointments LAl 2 .
' Suction Catheter
Fentanyl o 1) | Cap, Mask 20120\ A n- [
Morphine ~N—" | GawePack 7' 0 4 - g f K ol L~
Ketamine Mop Pack OX| peyd  pLam P ﬁ/)
Propofol > ¢ilene e 6% | Sterstrip fecding Tube ook
Reetronium )¢ [/, /0 %1 0 | | Ynderpad OW _Sn-75, ¢ R~
Glycopyrolate Y Draw sheet (/;cz Uzg 1'% D’Z?
Myopyrolate Abgel O\ 0S57- IML] |eat
Ondansetron Foleys catheter N S RNudr - 2o (?’f’/
Pencan 25¢/ Spinal Needle 22 o\, ag — o,
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25% (Heavy) o | \] Romodrain bag | 9L - nONED A |
Antibiotics Bandage i ]
P\r\fn()YC g - S Q“Mm‘ ' l
o | Steposturies /0 5. o [\} lgban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg § 1\ Vaecim Suction set 10 (\
Justin : 12.5 mg / 25mg / 100fmg p 11| Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution 0N~
Guaze FS Y33 o | \| Microshield 13 et
Sq @yt g lgut. Gos ) Gofion Balls ON"
d Latex Gloves 200
Ramdione Scrub zj[l\/
s (.57 2PPID 00—

Surgeon

order No. ... 6, ’DDGQ;DO‘J??‘T“ m?;fza’omm by ... &%Ml@[fb&;gﬁcﬁ&n

Doc. No. : RCH/ FRM / GENERAL / 125
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Rainbow Chlldrens Hospltal-Himayatnagar

° Rainbow
52'5[31' e’lfs BirthRight Rainbow Childron's Hospital, Docr no. 3-6-267, opp. Cafe niloufer, Old MLA
" w b quarters road AP State Housing Board Himayatnagar Hyderabad ,
Telangana, IND!A 500029,
040-48873000, info@ralnbowhospitals.in
[ EINmRAmeg
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-D0015482 Name : Mrs SANA AMRITA
Agel S| : 7Y 1M 7D/ Female Doctor : SWAPNA SAMUDRALA
AdmiReg Date/TIme : 18/05/2026 15:00 Payor : STAR HEALTH AND ALLIED INSURANCE CO LTD
’ Order l'lJala 1 19/05/2026 06:29 Ordemumber  : 26-0000200577
Visit IIJI : 1P26-00006267 WardBed No  : 4F -OT / PRE/POST-423
Faﬂenl Addrass : H.NO: 5-1/C SRI VAISHANAVI ENCLAVE., Kachivani Singaram, Hyderabad, Telangana, INDIA, 500088
SNo i Deacription Gensric Name Dossge Reute/ F: y aty Status
1 J SURGICAL BLADE 22 SURGICAL BLADE2Z |1 Nas Extomal F Oes Dady 1Days 1Mos] Dispensed
2 J Emm SoLbmIon 1% 1Nos Extamal { Once Doy 1Days 2Nos| Dispensed
3 "' PENCAN 26G°312 PENCAN 25G°3 12 1Hes Exiamat/ Onc Dally 10aps 1Ncs| Dhspensed
4 j:il S EAPRONS S%OH_SE”;LLE”PR"" 1Mos { Once baly 5Days Sios| Dispensed
O 5 ' mgg“c’" %‘Enﬂc‘;mc“‘ 1Nos |extematt once Dazy 1 Days 1Nos| Dispensed
B I SGLOVE # 8 (SURGICARE)  |SURGICAL GLOVES 8.0 |1 Nas Extemalf Once Dally 1Days 2Hos| Dispensed
T | |t AR CMALE) 1o #0nco Dy 1Days 20Hos|  Dispansed
8 | fvicryr zonwar62 VICRYLZONW 2762 |1Nes 10nes Daly 1Days 1Nos| Dispensed
9| |BACTOPREPSOLUTIONS Gt UCONMER. el JOnce Dady 10ays 1108  Dispensed
1] [[LSTHSUPPOSITORIES 100 1Hos Rectal  Onca Dalty 1Days TNos| Dispensed
1 E:E'm HEAVY 80MG INJ 1 1onvss caze BOMG IN2 | 1 Nos #Once Daily 1Days TNos| Dispensed
12 |Encoms Micropt gloves-8.5 1Nes 1Onca Dally 108ys 2Nos|  Dispented
13 [EACEMASKILAYER- FACEMASK3ILAYER  [1Nos 1 Cnca Daty 20Days 20Nca| Dispansed
“} %fﬁ?.sx‘r.sumx(s sggzsf.sxr.stzﬁ_vs 1 Nes Extomal/ Orca Dady Days anos|  Dispensed
1;': ?ggi';,g‘;?m PAD(BIG)  |apger 1Nos 1 Ooce Daty 10ays TNos| Dispensed
1i| ’-nfsf’soﬁn'é';”sm;gf“ 180 1 Onca Dally 1Days 1Nos|  Diapenzed
t} B i 175 10nca Daly 1Days 180s|  Diapensed
’.I” THEMICAINE 2% 30ML, N 1Nes Extesmal  Once Daly 1Daya 1Hos| Dispensed
1'9 VICRYL 1-0 VP 2348 VICRYL1-0VP 2348 |1 Nos 1 Onca Dally 2Days 2Nos|  Dispemad
O éo MOPS 30X30 8PLY 58 X-RAY |MOPS 30X308 PLYDATT [1 Noa 1 Once Daly 2Days 2Mosl  Dispensed
'31 PUENPRESSLS SOMCGIN |overv epvrine 1Moz #Once Daly 10ays 1Nas|  Dispersed
:22 DSYRINGS 25MUMPRO)  |SYRINGE 201, 1hos |isecton s Onea Daty 10ay2 3Nos| Dispensed
:z; VACCUME SUCTIONSET | YACCUMESUCTION. 1 3y 10ncs Daly 10ays hos| Dispensed
[24 ADULT DIAPERS-XXL HNos External/ 10 AM 10ays 1hos| Dispensod
st DSYRINGE 1ML (NIPRD) SYRINGE 1ML Nos Injection / Once Liaty 1Deys 2Nos|  Dispansed
!26 E.C.Q ELECTRODES [ADULT) |[ELECTRODES ADULT |1 Nos External/ Ooce Daky 10uys EMos| Dispensed
SWAPNA SAMUDRALA
Reg No : 69924
* This docurnent Is just for reference purpose only. Not to ba considered as primary report.
Note
* This prescription I# valld only for specified duratlon.
* Do not reflll medicines.
Printed Date/Time : 19/05/2026 05:22 Printad By : GUVVALA VIJAYA SUSHEELA Page 1 of1
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Rainbow Childrens Hospital-Himayatnagar

drars| O
ﬁo'sp{g? 5| Birtnright Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer,
Ratoh i Old MLA quarters road AP State Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015482 Name + Mrs SAJJA AMRITA
Age/ Sex ;7Y 11 M7 D/ Female Doctor : SWAPNA SAMUDRALA
AdmiReg Date/Time : 18/05/2026 15:00 Payor : STAR HEALTH AND ALLIED INSURANCE COLTD
Order Date : 19/05/2026 06:29 Ordernumber  : 26-0000200578
Vislt 1D : |P26-00006367 Ward/Bed No . 4F -OT / PRE/POST-423
Patient Address : H.NO: 5-1/C SRI VAISHANAVI ENCLAVE., Kachivani Singaram, Hyderabad, Telangana, [NDIA, 500088
S.No Description Genaric Name Dosage Route / Fraquency Duration instruction Qty Status
T Do teviniviatloy NITRILE GLOVESM |1 Nos 1 Once Daily 20 Days 20Nos|  Dispansed
2 ?&Pﬁl{?g;SUPPOSITORIES 1 Nos Rectal f Onca Dally 1 Days 1 Nos| Dispensed |
3 DSYRINGE 5ML.(NIPRO) SYRINGE SML 1 Nos Injection f Once Dally 1Days 4 Nos] Dispensed
4 gﬁ?fggﬁ?(s 60X30 1Nos Extemnal / 10 AM 1Days 2Nos| Dispensed
5 [EVATOCIN (OXYTOCIN) INI 1Nos / Once Daily 3Days avial| Dispensed
6 |NS 100ML ACCULIFE -EH 1mL Extemal / 10 AM 1 Days tmL| Dispensed
7 |Rusoome cLosED sysTem |KNGER LACIATE 1 Bottle 1 Once Dally 3 Days 3Bote| Dispensed
8 [DSYRINGE 10ML (NIPRO}  |SYRINGE 10ML 1 Nos Injection / Once Daily 1 ays 2 Nos ms@d
SWAPNA SAMUDRALA

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

Note

¥ This prascription Is valid only for specified duration.

De not reflll medicines.

tinted Date/Time : 19/05/2026 09:22

Printed By : GUVVALA VIJAYA SUSHEELA

Reg No : 69924

Page 1 of1
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Rainbow
Children’s .

Rainbow Childrens Hospital-Himayatnagar

Hospital Birthfiight Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer,
[ owhat Old MLA quarters road AP State Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015482 Name : Mrs SAJJA AMRITA
Age/ Sex : 37Y 11 M7D/Female Doctor : SWAPNA SAMUDRALA
Adm/Reg Date/Time : 18/05/2026 15:00 Payor : STAR HEALTH AND ALLIED INSURANCE CO LTD
Order Date : 19/05/2026 09:02 Ordernumber : 26-0000200597
Visit 1D : IP26-00006367 Ward/Bed No  : 4F -OT/PDA-412
Patient Address : H.NO: 5-1/C SRI VAISHANAVI ENCLAVE., Kachivani Singaram, Hyderabad, Telangana, INDIA, 500088
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 METHERGIN INJ 1 ML, 1 Vial / Once Daily 1 Days 1Vial] Dispensed
2 SGLOVE # 6 (SURGICARE} SURGICAL GLOVES 6.0 |1 Nos Extemal/ Once Daily 1 Days 2 Nos Dispensed
3 gﬁggf CHROMIC CATGUT EE?SIL},TT g;t{?z?‘glc 1 Nos { Once Daity 1 Days 1Nos| Dispensed
SWAPNA SAMUDRALA
Reg No : 69924

" Thisdocument is just for reference purpose only. Not to be considered as primary report.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 19/05/2026 09:23

O

O

Printed By : GUVVALA VIJAYA SUSHEELA

Page1 of 1
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Rainbow Childrens Hospital-Himayatnagar

040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

2z | @

Rainbow .

Children’s i

Hospital
MRN . : HNH-00015488
Age/ Sex { 1 0YOMOD2H/Male
Adm/Reg Date/Time : 19/05/2026 08:06
Order Date : 19/05/2026 09:10

vis)

: 1P26-00006372

Name
Doctor

Payor

Ordemumber

Ward/Bed No

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

(MG R

: Baby Of SAJJA AMRITA TWIN 1
: SPANDANA PASUPULET!

: SELFPAY
: 26-0000200600

: 4F-OT/CRDL-HNPDA-412-1

Patient Address : H.NO: 5-1/C SRI VAISHANAVI ENCLAVE., Kachivani Singaram, Hyderabad, Telangana, INDIA, 500088
S.No Dascrlptig'm Ganeric Name Dosagoe Route / Frequoncy Duration Instruction Qty Status
i
1 |SGLOVE#G(SURGICARE) |SURGICAL GLOVES 6.0 |1 Nas Extemal / Onice Dally 1Days 2Nos| Dispensed
2 |FASYCLOTKITMGINIOS 1Nos Extemal /10 AM 1Days 1Nos| Dispensed
3 [INFANT FEEDINGTUBES [ AN FEEDING TUBE |4 yos Extemal / Once Daly 1Days 1Nos| Dispensed
4 SGLOVE # 7.0(SURGICARE) {SURGICAL GLOVES 7.0 |1 Nos Extemal! / Once Dally 1 Days 1Nos| Dispensed
I
5  |SURGICAL BLADE 20 SURGICALBLADE20 |1 Nos 1 Onca Dally 1 Days 1Nos| Dispensed
6 |DSYRINGE ML (‘JIPRO) SYRINGE 1ML 1 Mos Extamal / Once Dally 1 Days 1Nas Ordered
7 gf%‘égfgimls 1 Nos Extamal / 10 AM 1Days 1Nos| Dispensed
8 Sg‘é')ZE 7.5X7.5 112 PLY(S  [SAJZET.SXTS1ZPLYS |1 Nos Extemal / Once Dally 1 Days 2Nos|  Dispensed
SPANDANA PASUPULETI
* This document is just for reference purpose only. Not to be considered as primary report.
Note
* This prescription Is valid only for specified duration.
* Do not refill medicines.
Printed Date/Time : 19/05/2026 09:23 Printed By : GUVVALA VIJAYA SUSHEELA Page1 of1
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z | ‘ Rainbow Childrens Hospital-Himayatnagar

Rainb‘?:w,
ggislg:g; s BirthRight Rainbow Children’s Hospital, Door no. 3-8-267, opp. Cafe niloufer,
ki Old MLA quarters road AP State Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION

MRN . ¢ 1 HNH-00015489 Name : Baby Of SAJJA AMRITA TWIN 2

Age [ Sex : 0YOMOD2Z2H/ Male Doctor . SPANDANA PASUPULETI

Adm/Reg Date/Time : 19/05f2026 08:08 Payor : SELFPAY

Order Date : 19/05/2026 09:15 Ordernumber  : 26-0000200603

VEOB : IP26-00006373 Ward/Bed No  : 4F -OT/ CRDL-MNPDA-412-2

Patient Address : H.NO: 5-1/C SRI VAISHANAV! ENCLAVE.,, Kachivani Singaram, Hyderabad, Telangana, INDIA, 500088

S.No Descrlp:hon Generic Name Dosage Route f Fraquency Duration Instruction Qty Status
1 |SGLOVE#8(SURGICARE) [SURGICAL GLOVES6.0 |1Nos Extamal { Once Daly 1 Days 2Nos| Dispensed
2 |sGLOVE#7S (SlURGICARE) SURGICAL GLOVES 7.5 |1 Nos / Once Dafly 1 Days 1Nos| Dispensed
3 |eANTFEEDING TuBE-s  |INFANTFERDINGTUBE 4o Extemal / Once Dally 1Days 1Nos| Bispensed
4 gf?&ﬁg&g 1 Nos Extemal / 10 AM 1Days 1Nos| Dispensed

I

5 |SURGICAL BLADE 20 SURGICAL BLADE20 |1 Nos / Once Dally 1Days 1Nos| Dispensed
8 Sgng T'SXT'S_Q PLY (5 gﬁgst 7.5X7.512PLY 1 Nos Extemal / Onca Daily 1 Days 2 Nos Dispensed
7 ﬁ?‘SYCLOT'K" ‘IMG INJO.5 1 Nos External / 10 AM 1 Days 1Nos| Dispensed
8 DSYRINGE 1M!. {NIPRO} SYRINGE 1ML 1 Nos Extemal f Once Dally 1 Days 2Nos| Dispensed

O |

Il N

f
: SPANDANA PASUPULET!
* This document isjust for reference purpose only. Not to be considered as primary report.
Note
* This prescription is valid only for specified duration.
* Do not refill medicines,
Printed Date/Time : 19/05/2026 09:24 Printed By : GUVVALA VIJAYA SUSHEELA Page1 oft
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. Rainbow” ® - : aih
) Children’s BirthRight
AN Hospital . BY RAINBOW HOSPITALS
;-.l\ Your Right to a Safe Delivery
Name Mrs SAJJA AMRITA 'UHID ' HNH-00015482
! z Mr KIRAN KUMAR |
Father/Guardian MANDRUMAKA Age/Gender 137Y11 M7 D/ Female
H.NO: 5-1/C SRI VAISHANAVI ENCLAVE., Kachivani Singaram, Hyderabad, Telangana, INDIA,
Address
500088
IP No IP26-00006367 Admission Date g 18-05-2026
Ref Doctor SELF

. Discharge Date  2]1.05.2026

DISCHARGE SUMMARY

Consultant:
Dr. SWAPNA SAMUDRALA
69924

Diagnosis: G4P1L1A2 AT 354 WEEKS WITH DICHORIONIC DIAMNIOTIC
TWIN GESTATION WITH ADVANCED MATERNAL AGE WITH PREVIOUS
LOWER SEGMENT CAESAREAN SECTION FOR ELECTIVE LOWER
SEGMENT CAESAREAN SECTION AND BILATERAL TUBAL LIGATION

ELECTIVE LOWER SEGMENT CAESAREAN SECTION WITH BILATERAL
TUBAL LIGATION done on 19.05.2026

HIMAYATHNAGAR BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC SECUNDERABAD (MAEH Accreditedi  KONDAPUR L BMAGAR (NARH Accredited)  NANAKRAMGUDA
5 040 - 4246 2100 2 040 - 424

@ 18002122 @ www.rainbowhospitals.in




-Name Mrs SAJJA AMRITA UHID HNH-00015482

IP No 1P26-00006367 Admission Date 18-05-2026
History:

LMP: 15.09.2025 Obstetric formula: G4P1L1A3

EDD: 18.06.2026 Gestation at admission: 3574 weeks

Obstetric History:

G1 - 2015, LSCS (Ind - Oligohydramnios), Male, Wt- 2 kg, A&H
G2 - 2023 - MERPC, in view of Early pregnancy failure

G3 - 2024 - MERPC, in view of Early pregnancy failure

G2 - Present pregnancy, Spontaneous conception.

Medical History: Nil

Surgical History: LSCS 2015

Family History : Mother: DM type 2
Allergies : Nil

Antenatal Detalls:

Mrs SAJJA AMRITA was booked to Rainbow hospital at 5+4 weeks of gestation.
She had regular antenatal checkups and investigations as advised by Dr Suri
Srimathi. NT scan was normal. FTS was low risk. TIFFA was normal. Antenatal
steroid coverage was done (29.04.2026/ 30.04.2026) for fetal lung maturation.
She received Inj Ferric carboxy maltose 250mg in view of mild anaemia (Hb-
9.4). Fetal growth monitoring done by serial growth scan. scan done at

27.04.2026 showed SLIUF at 33* weeks with Placenta posterior High, Twin 1,
breech presentation with AFl 3.7cm, EFW 2012gm, Placenta Posterior high.
Twin 2, Breech presantation with AFI 5.1cm, EFW 1.774 Kg with Placenta right

lateral high. She was admitted at 35%% weeks with previous LSCS for EL.LSCS




RaINboW’ | @ o oo o
Cﬁll?dr%vr:’s N BirthRight
&

Hospltal BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

| Name Mrs SAJJA AMRITA UHID HNH 00015482
| IP No IP26-00006367 | Admission Date 18-05 2026
with BTL.

Investigations: Enclosed.
Blood Group : "O" Positive

Management: Course in hospital:

She was prepared for elective C- section with indwelling Foley’s catheter and IV
canula under aseptic conditions. Written informed consent for surgery taken.
Preanesthetic check up done. Anesthetic premedication (IV Pantop and
Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV given. Patient
shifted to theatre.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A Lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord traction. Uterus closed
in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Skin closed with subcuticular sutures. Wound dressing done.
Vagina cleaned with Betadine solution after expelling clots. Misoprostol 600
mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.

*Twin 1 : Cephalic, One loop of cord around neck

*Twin 2 : Breech extraction done, one loop of cord around neck
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Name Mrs SAJJA AMRITA UHID HNH-00015482
IP No IP26-00006367 Admission Date 18-05-2026

*Dichorionic Diamniotic placenta
*Bilateral tubal ligation done by Modified pomeroy’'s method, sample
sent for HPE

Delivery Details:

Date : 19.05.2026

Type of Delivery : Elective Lower segment caesarean section with Bilateral
tubal ligation

Indication : Previous LSCS with DCDA twins

Anaesthesia : Spinal

Gestational Age :35+4 weeks

Baby Details:

Twin 1

Date : 19.05.2026
Time : 07:16Am
Sex : Male
Weight : 2.34Kg
Apgar : 7.9

NICU Admission: No

Twin 2

Date :19.05.2026
Time : 07:19AmM
Sex : Male

Weight : 2.280Kg
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IP No IP26 00006367 Admission Date 18 05 2026 ,
Apgar + 1.9

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. She was
shifted to room. Her postoperative period following that was uneventful. On
second postoperative day dressing was changed. On inspection wound was
healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient
supplemented by written information. She was given the postpartum book for
further reference.

Advice:

1. Tab. Taxim O 200mg twice daily till 25.05.2026 (9am-9pm) after food.

2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 23.05.2026 .
(Bam-2pm-10pm) after food.

3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 23.05.2026 (9am-
3pm-11pm) after food.

4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 25.05.2026 |
(7am-7pm) before food.

5. Inj Clexane 40mg (Enoxaparin) once daily subcutaneously (10pm)
21.05.2026.

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

7. Tab. Shelcal (Elemental Calcium 500mg, vitamin D3 250 IU) once daily

HIMAYATHNAGAR BANJARA HILLS YDERNAGAR KONDAPUR OUTPATIENT CLINIC SECUNDERARAD KONDAPUR LB NAGAR
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Name Mrs SAJJA AMRITA UHID HNH-00015482

IP No 1P26-00006367 Admlssion Date 18-05-2026

(2pm) till breast feeding after food.
8. Nebasulf Powder for local application.
9. TED stocking x 2weeks
10. Collect HPE reports

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. Suri srimathi, after 1 week on 27.05.2026 at postnatal clinic
with prior appointment (Review consultation will be charged).

For Women Who Have Had a Cesarean Section

Care of the wound:

1.You can bath and shower.

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

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

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

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

]
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Name Mrs SAJJA AMRITA UHID l'HNH 00015482
IP No IP26 00006367 Admlsslon Date 18 05 2026

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
Himayatnagar or just dial one toll free number - 18002122.

You can also take appomtments at any time by going onlme to .our

website www.rainbowhospitals.in \\f \\Y

&

Regustrar/Resudent/C M.O‘ ,

Consultant: N VIHO e
Dr. SWAPNA SAMUDRALA, S
69924
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Rainbow Childrens Hospital-Himayatnagar

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

Hospital ¥ TEL NO :040-48873000
iy WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Dethlls : TR RIRIRR R ELRERCRIRNE LR IR

Admission No : [P26-00006367 Admit Date : 18-May-2026 Admit Time :03:00 PM UHID : HNH-00015482

Patient Details :

Patient Name : Mrs SAJJA AMRITA Age :37Y1IM6D

Guardian : Mr KIRAN KUMAR MANDRUMAKA DOB : 12-06-1988

Gender : Female Religion

Occupation ! Martial Status

Address {H) : H.NO: 5-1/C SRI VAISHANAVI ENCLAVE. Phone No : 9000530546/ 8179751512
- :Eaggvggbgérégaram Hyderabad Telangana E-mail . NA@GMAIL.COM

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 : Mr KIRAN KUMAR MANDRUMAKA Relationship : Husband
Contact Address : H.NO: 5-1/C SRI VAISHANAV| ENCLAVE. Phone No : 9000530546
Kachivan' Singaram Hyderabad Telangana INDIA
500088
\\(\g. i
Signature
™

Doctor Details :

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

Co-Consultant

Payment Details : Deposit Amount  : 10000.00

Payment Mode : Cash Payor Name : STAR HEALTH AND ALLIED
INSURANCE CO LTD

Prinled Date / Time : 18/05/2026 15:04 Printed By : 016951 Page 1 of 2
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Date :

Prepared By :

Staff Nurse
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Billing Assistant

Billing Supervisor
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Mrs SAJJA AMRITA
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Hospital

BY RAINBOW HOSPITALS

Rainbow’ : o
Children’s ‘Burtthght

It takes 3 lot to treat the little.

DRUG CHART

-

Your Right to a Safe Delivery

‘@\Y‘ ot Drug Allergies: .............oooeevieen M Pﬂ ........................... C '_W any Drug Allergies

Date of Admission:; ..........\... ...
FOR THE SAFETY OF THE PATIENT

GENERAL

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

DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

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

- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this

drug sheet folder.

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.

ﬂ 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 Palicy.

S0S / PRN (As Required Medication)

DRUG :

Dater

Time

Dose Route | Frequency (Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Date»

Tij;ne

4 DRUG :
“ Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Tigne

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH/FRM / CLINICAL / 118
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Ny Ward. .o
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lq |\ | BD [a)S” (¥ PP ITy
Nartle & Signature of the Doctor . 6y « :
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- 2 kA e $ Y
\ e
’DJ- % \ = . / //’ q‘,‘\./
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: KU i
ATD -
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oruG: “TeReacgiameL 228 000l
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G | PO |6Moueyy |1AKDL "N *
Name & Signature of the Doctor QN\ \ ,M |

Starting the Drugs: L/&’_ L |7 3 %V
DeBeuntd [V HR

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dr. Dhakshayani

Dose Route | Frequency [Start Date . ! /
Soo | PO | @houey| mlshUTRNY <
Name & Signature of the Doct /
Starting the Drugs: P}i, ' e g
Ve beuhs  BRY I .
Additional Instructions /AN W
g 1L
Dy
Daily Doctor’s Endorsement by a Sign KV
DRUG: o, “Teanwbol DAl 531
v e

Dose Route | Frequency [Start Dat‘m\ \
oo | PO | @Hvoueuy] sl ™ Y
Name & Signature of the Doctor / /

Starting the Drugs: | - 1
Dy~ Bouoh- : '
Additional Instructions: -
\, @ - l
w‘w , o :
Vi
Daily Doctor’s Endorsement by a Sign h/’“

Page: 2/4 P



K
Daily Doctor’s Endorsement by a Sign 6«‘ 'X‘
' - Q) AAPAUN  (DIETGNG T
) | DRUG: ONOKPRAUN 7 ON g
% | Dose | ROJte |Frequency |Start0Ot.
2 [Yony | e on g\
a Name & Signature of the Doctor s 1,
Starting the Drugs: 3
Q
. 0 Xy
T~ — 1A
@ (| Additional Instructions: -
~ %
A ’\Q‘rm o
Daily Doctor’s Endorsement by a Sign b‘/
i DRUG: > CeFCr M Q %?ée 20/(':)/}}(
% Dose Route Frequency Start Dt. y “ A.'\
3
S | Zoomd  flo 0/5‘[2& W
@ | Name & Signature of the D V'
H Starting the Drugs: }L e
< UL
—:-5-: Additional Instructiong: Y %
. B o 7
e ———
Daily Doctor’s Endorsement by a Sign p/
- V. Date»
DRUG: ‘- LANCTARE Tie, _l'(Q/}gk
Dose Route | Frequency | Sta . Y
9| "olo| 0> | S8\ [y I
: /

Verified by

HNH-00015482
Mrs 8AJJA AMRITA

12-06-1988 7Y11mMap
Dr. SWAPNA SAMUDRALA "

-t

- p—
Stipet No: .............

1P26-00006357

REGULAR PRESCRIPTIONS w.a.gm“ZSks{SWam

"%

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

gﬁUG : Q\O\l VAN TofRAG K

Timeho xml

19

| ~Dose | Route |Frequency | Star Df.

fo | B t?s/\ak

me & Signature of the Doctor !
~Starting the Drugs:

=

N

(Additional Instructions:

Name & Signature of the Doctor

Starting the Drugs:

e - W\%

Additiona! nstructions: ;

jofn

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108

(P.T.0)




Sah o She ey

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

\

Rainbow® ,
Children’s
Hospital

It takes & lot t treat the litde.

REGULAR PRESCRIPTIONS weig............

L ]
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

DRUG :

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

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

b

DRUG :

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Daclor’s Endorsement by a Sign

DRUG :

bl

Dose Route | Frequency | Start Di,

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Dactor’s Endorsement by a Sign

Docu. No. : RGH /FRM / CLINICAL / 108




HNH-00015482 1P26-00006367

Mrs SAJJA AMRITA ',(S
12-08-1988 IYUMID (R Weight. ...Y2 1742 Ward. ....................

Dr. SWAPNA SAMUDRALA

Dr. Dhakshayani

B IIIIIIIIIIHIIIIIIIIIIIIIIIIIIIIIIII Dater
TIU]E l NU!SSSI(]. [ Nurs‘?'Sm I Nurs&sig. [ Nurs:'S‘lg.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
; Route S tart Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor = Dose flon e
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Additional Instructions: s oose i b
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Date»
VAR'ABLE DOSE TIU'Ie l Nurs&Sng, Nurs‘:Sig. | Nurs‘;s#g. T Nurses‘aq.
Dose Dose Dose Dose
6 DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
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Date ¥ V6

Time
|

T W]

PCV a\q

RBC 2.6

WBC &1

N/L

Platelets Q>

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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j Rainbow®

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

Children’s
Hospital |

Early Warning Observation Score Chart - Obstetrics

BirthRight

Your Right to a Safe Delivery

u"'}w Date
t% d Time 8|19]10]111]112]| 1 2 415 (IS 718 9/ 10 114 12

> 30
21-30
11 - 20

| 0-10

RESP
(write rate in
corresp. box)

94 - 100 %

Saturations <54 %

Administered 0, (L/min.)

40
39
38
37 3

2, dway

36

35 s
< 35

170
160
150
140
130
120
110

100

1Ly Leay

90 Yy

80 N[ R
70 ﬂ( I o

AL

60

50
40

190
180
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160
150

140

130 A\ o1

120

)_-
P
=

o -~ =
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80
70
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50

—_—
anssald poo|g 1oishs
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110
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80 ¥ ol

70 =
60 3711: po o
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NEURO Alert [ T |
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Pain
v
(7] Unresponsive

URINE >30
mls / hour < 30

Protein + +
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Protein > + +

Normal

Lochia Heavy / Foul

— Clear / Pink

Green
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TOTAL ORANGE SCORES

&
9

\ P

Nurse Initial

133
l‘\\
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Early Warning Signs

W" [ Obstetrics and Gynaecology ]

\
1 Yellow Alert :
Repeat Observations
in 30 minutes
v,
4 N 4 p
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set 01: MEOWS Observations
; Observations in 30 minutes
\ J _ Y,
4 A
> 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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RESP 230 —l
. - 21-30
(write rate in T
corresp. box) 11-20 <
0-10
R i 94 - 100 %
aturations <94 %
Administered 0, (L/min.)
40
39
= 38
E 37
a’ 36
35
<35
170
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150
140
130
g 120
-] 110
g 5o
m
80 .. a\l i ) g-[j
70 214014 O\ 2
60 I ere
50
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£ =
(=] 4
= 140 Nt
=] 130 - 1A IQw
T g 120 ) 1
SARE Ty <5 y -
3 100 I3 Ay t
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, 2 80
) 70
60
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g 60 e gy 3
5 50 ol J
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I a0
NEURO Alert T 1 Lo i =
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[v] ‘ Pain
Unresponsive
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Nurse [nitial [
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Early Warning Signs
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1 Yellow Alert :
Repeat Observations
in 30 minutes

'

otk

~N 4
Complete a Full
Set of MEOWS
Observations =~ |-
J N
(
e

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

J

TN

> 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
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\ﬁ Date N
_(LQ Tume396611121@345@789H11121’d345[677
raesp 2’1'::‘20

(write rate in
corresp. box)

Saturations

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

40
39
38
37 [ 1A
36 hE 1 4 V40U J
35 7
” <35
’ 170
160
150
140
130
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| 110
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70
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50
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s I

o =
(i 80
70
60
50

130
120
110
100
20
" 34 1
70 71
60
50
| 40
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Obstetrics and Gynaecology
Early Warning Signs
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v FI

1 Yellow Alert :

. Repeat Observations

in 30‘qr(|inutes

2 Yellow Alerts or 1 Orange Alert:
Call the Obsfte’j:rician and Repeat
‘. Obse\rvations
\ in 30 minutes

~

v 1.

] oo

< N[
Complete a Full
Set of MEOWS te
Observations
\ J .
.

™~
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> 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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FLUID CHART
Sheet No. : ................. [ J

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.
gerr . = om oz

! Nature ‘ Thrombo- [ —
Date | Time | ofFuid Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis

Score
Mouth LV N.G

08:00 am
09:00 am

10:00 am L
11:00 am |

12:00 pm
01:00 pm
Total Intake : Total Qutput :
02:00 pm 6
| 03:00pm * i |
V{0 pm M!' N Al
\\ 05:00 pm - ‘\) L = y
&’) 06:00 pm // i }
N 07:00 pm 2
Total Intake : (e Kow - Total Output : eJ
08:00 pm ) A
09:00 pm A '
10:00 pm -, / (
Q
)
b

\"‘-»-_/

[ &

\ﬁ( 11:00 pm

12:00 am
01:00 am
Total Intake :

02:00 am i
03:00 am ”“’

\( 04:00 am
X2 [ os00am P!
06:00 am

07:00 am ;

Total Intake : 6QM Total output: P $R¢ J,

Total 24 hrs. Intake Total 24 hrs. Qutput

Total Qutput :  [AMe J

e

Nl -1&
=
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Rainbow®
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It takes a lot to treat the littie. Your Right to a Safe Delivery”

[ FLUID CHART |

1. All measurements in ml.

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

- Intake . _Output %&;‘
Date | Time (ﬁaéﬁfi% Route NG | Diarrhoea | Vomit |Drainage | Urin | Phiebts | Sidn.
Mouth | IV | NG 1y 1)
oso0an | 5 | A | ) bepr Lo ——EP O
o 09:00 am ’;g b 1 p o (
\%\ 10:00 am }J ,U !sz 0 M .
\m 11:00 am .,19 :n? \ DW?/ \ A/
1200pm | g fy L |
0t00pm | D) weni! 260 | - £ éf%
Total Intake : D * Total Qutput : 2
0200pm| | 0 R
ol 0300pm| | 100-} A )
\& 04:00 pm : e Wi ] ¢
\t\ 05:00 pm %&.\/ {mvé A4 ;\‘\ % " L‘}ﬁ
06:00 pm lood| ~ 2
07:00 pm todl 7 7 MLL_df————é‘*@«
Total Intake : X Total Qutput: )~ - J?‘ il
08:00 pm COCI“S’ /" (D A VAl 4‘%
09:00 pm Lob My W 2 1200m| o \
¢ [1000pm | N . Ta [
V)% [rmm[ T YW conf IS W
// 1 12:00 am A/ET locfv\& V / , 1 /
01:00 am [UDNL ) / =11
Total Intake : Total Output: © - . M-
0200 am oy Jcar \
03:00 am loo M /] 4 ; /_
,(10 ( 04:00 am QL o {oay\Q \?{ u o ’r,)
/ 05:00 am . erY AN N P
/ 06:00am | N eomf P O0prd — E Wol'y
07:00 am o 7 [ Permale o
Total Intake : Total Output: (0 -~ M-o | f‘%/’( a2

Total 24 hrs. Intake

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

Intake p i v Ste
Date | Time | Natre Route NG | Diarrhoea | Vomit | Drainage | urine | Phiebis | Sian
of Fluid Score | Nurse
Mouth | LV | NG )
08:00 am ) | /
09:00 am i\ e yavya ~
(] 1000an | © SN N X
01" [Tro0am pX ) % ¥ ‘ : =
! | 1200pm /. Vi \
7/ [o1:00pm : )
/Tntal Intake : Total Output:
02:00 pm g v f [ A
03:00 pm /I ] |
0400pm| 5{&& o | W
P ¥
‘VO 06:00 pm = A / v
07:00 pm i /
Total Intake : TotalOutput: U 9 Y\
080 pm Y » P 1N
q/t: 09:00 pm 417 N N
\%\ ooopm| o 1 }‘P S( = ; ‘ {W
o 11:00 pm /\ ~ /| ;
9 [1200am W / A ]
01:00 am o v &
Total Intake : Total Output:  { J - rt-
, [0200am | A i \
X am| || % # I |~
‘\5 0400am | ¢ Prw p j Q‘ P \ E’\
o [0500am| | N R 5 A > If
06:00am | | 0\, W =
o7:00am | | ¥ |/
Total Intake : Total Qutput: o - /71—
Total 24 hrs. Intake Total 24 hrs. Dutput
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Rainbow® . . 2.
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Tt takes 2 fot to treat the Rtte, Your Right to a Safe Dellvery

(_FLUID GHART

1. All miegsuremerits i m.

2, Add up each column separateiy Make additions across the page to obtain 24 hrs. tutal of intake and output.

k: 2 ﬁ.‘) ) :"%‘:iﬁ%:’

T

TRV, Oﬁfnutﬁ* iR

o i &

wsite | . .

- s o
Date Time of Huid

Route

NG

Diarrhoea

Thrombo- Si an.

i 3 phlebitis
Vomit { Drainage | Urine eore. | Nurse

LV

N.G

08:00am

09:00 am

= 10:00 am }

11:00am

-

12:00 pm

01:00.pm

3

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

? | 05:00 pm

{16:00 pm

07:00pm

Total Intake :

Total Output :

-08:00.pm

03:00 pm

J|1000pm| .

11:00 pm

1 12:00 am

01:00-am

Total Intake :

Total Output :

02:00am

03.00am | ..

04:00am

-05:00 am

06:00am| . .

07:00am

Total Intake :

Total Output :

Total 24 hes. Intake
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nnnnnnnn Your Right to a Safe Delivery

[ Maintain-#Aifway and Oxygenation

1 Relieve Pain & Discomfort

/F_‘r ‘Maintain Fluid Balance

[1] Improve Activity Tolerance

ntain Good Nutritional Status

Date: _‘19[ Sl

] Maintain Skin Integrity

Morning

(] 5
E_ L+Maintain Personal Hygiene event Infection ] Meet Elimination Needs /-f;rﬁsure Safety [11 Early Ambulation Reduce Anxiety /El/Patiem & Family Education
© | [ Identify Potential Complications 1 Ay DMETS: SDECHY v inim i i s e s e AR e e
" . . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

/MW’

Afternoon

%“5

ml;,qm ﬁ/%y?m
4
0 | fy vfte

A
7 g/e%’/

Sl D
Y m’ ﬁ%

L)

/mf*”y//
N
el

gfm A zes /// }7/471 5,

Hee fﬁ‘z/(‘////ﬂdﬁﬂ

) Dy )< N
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Rainbow” . C
Children’s B BirthRight
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mmmmmmm ittle. Your Right to a Safe Delivery

[[J-Maintain Good Nutritional Status

........ )5

[Z] Maintain Skin Integrity

Morning

moy Lo
;?-ﬁdm‘.‘qh/l—q ouliesd

i Blo ‘G
W-:)J)dm. e adicahvs
L Y q}qq(au;} chalk

~

uhad

e | [ Maintain Airvay and Oxygenation [] Relieve Pain & Discomfort O Mgintain Fluid Balance LI Improve Activity Tolerance
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PAIN ASSESSMENT FDRM Tt takes a lot to treat the Mbe. Your Right to a Safe Delivery
: Pain 'Stofe ; ' " Modifying | Patient / Family . e
Date Time (0/10) Location Duration Acuity Character Factors Educated _Imervenhon Sign
' _ _ [ Continuous | [ Acute (] Sharp (I Dull [ Increasing | [ Yes Ay /
W[ 5‘&5 W ﬁ[ /0 W 1 Intermittent | CJ Chronic ["J Aching [} Burning | [J Decreasing | [ No - /\
7 Continuous | [J Acute (] Sharp [ Dull ] Increasing [ Yes Py = ﬁ’
y {J Intermittent | [ Chronic [ Aching [ Burning | 1 Decreasin 1 No s 4
[lshi |9 hm| olo | 7V : :
[J Continuous | [ Acute (] Sharp (] Dull [ Increasing [ Yes
IC{/}E/&?(" M |0/I0 i i e 7 Bl . N — ~
[J Intermittent | 1 Chronic [ 1 Aching (] Burning | [ Decreasing | [J No B
[ Continuous | [ Acute (1 Sharp [ Dull [ Increasing | [ Yes Py L
/ [/ / { /f; ﬂm 0 N ﬁ [] Intermittent | "I Chronic (1 Aching [ Burning | [ Decreasing { [J No Ab / Q g
[1 Continuous | [ Acute (] Sharp 1 Dull (1 Increasing | [ Yes oy
DA g Z /ﬁ)M 0 N | O Intermittent | 7 Chronic (] Aching [0 Burning | [ Decreasing | [ No WET Q 7
1 Continuous | [] Acute ] Sharp  [J Dull (1 Increasing | [ Yes & 2 -
. ) / g ﬁﬁﬂ/\ 0 NH ] Intermittent | [J Chronic ] Aching [ Burning | ] Decreasing | [ No N M
[1 Continuous | [ Acute [] Sharp [ Dull [ Increasing (1 Yes .
% / \’ lo H( ) O I’\)A’ [ Intermittent | [ Chronic [ Aching (1 Burning | [ Decreasing | [ No N""ﬁ (g;
2.0 / T / ] Continuous | [cd-Acute [C-8harp [ Dull [ Increasing | L -Yes ,4;/:) f
2/0m J to ,1))4 [ Intermittent | T Chronic (] Aching [ Burning | [ Decreasing | [ No
. [ Continuous | [ Acute 4-Bfarp [ Dull [ Increasin s
20 /j” éﬁm Y, / 1o . . . o i e 27 ya
/W4 | 4 Intermittent | [ Chronic 1 Aching [ Burning | [J Decreasing | [ No
y : : O W;L ] Continuous | ] Acute "1 Sharp I Dull ] Increasing | [ Yes A/ A - =
L / g | oy / - ' — Aching O Burni - VT
g ] Intermittent | [J Chronic 1 Aching (] Burning | ] Decreasing | [ No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

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



o

1y

Numerical Pain Scale (Obstelric and Gynecology)
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NoHut = HulslitieBit  HurtsittleMore  EvenMore HurlsWholeLot  Hurls Worst

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

~

, SCORING
CATEGORY
0 L 1 v . 2 [
. T — % :
. i , Occaslonal Grimace or Frown, ‘Frequent to constant frown, |
Face No Partictlar expression or smilg withdraw, Disoriented quivering chin, clenched jaw
Legs ) Normal Position or Relaxed Uneasy, restless, lense icking, or [egs brawn up
\ AR ey f1 4 \f'\?ll
‘| Laying quietly normal position, Squirming shiffing back and ' Nt o
Activty moves easily forth, tense Nchfd. right, or Jerking
Moans or wiimpers occablonai ‘Crying steadily; $creams of sobs,
Cry No Cry {Awaks or asleep) complaint _ frequegnt complaln ni\
- Reassured by occasional touching,
Consolabiity Conten, relaxed hugging, or belng taked to, Difficuft o consols or comfort
distractible
Neonatal Pain, Agitation and Sedaton Scale (upto 1 Manth)
Assessment Sedatlon Normal Pain / Agltation
Critorfa
2 - 0 1 w29
crylnn' No Gry with painful | Moans or criés Appropriate crying Not{ lrritable or crying at | “High-pitched or silant-
Ieritabiliy stimuli minimally with painful| imiteble Intervals consolable | contimigus cry
stisnult ) Inconsolable | .
Behavlor State | No arousal toany | Arouses minimally to Appropri'ate for 'Re"stless, squirming Arch‘m&} ki"g;ldr;glcunstanﬂy aw5]53 )
stimuli stimuli pestational age Awakens frequently | or
No spontaneous Litlle spontaneous Arouses minimally / no movement
movement movement * | (not sedated) :
Facial Mouth is lax Minimal expression | Relaxed Appropriate i Any pain expresslon | Any pain expression
Expreselon | No expression with stimuli intermitient continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tane Flaccld tone decreased muscle | fest clenched toss, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Body is not tense Body [s tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
AR, BF Sad, | stimull variability fram normal for from baselin baseling, Sa0, lessthanor
Hypoventilation or | baseline with stimuli | gestational age 5a0, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | sfow recovery Out of sync or
recovery fighting ventilator

=/
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Your Right to a Safe Delivery
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vate:[) &/ [yl | Jo/s | p .
i} Tme:| =o 2. | N %
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations: = = —
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. 4/ Q/
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; (
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:

of physical activity’

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair.”

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

Walks outside the room at least twice a
day and inside room at least once every
2 hours during walking hours.

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

7
r |7 s
b

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

Skin is kept moist almost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

2. Very moist:

Skin is often,-but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4, Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

T
T
T

FRIGTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: / A
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 prabably 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 (‘1
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position H’
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:

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.

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.

D

TOTAL SCORE

Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk:15-18 | Not at Risk: 19-23
Docu. No. : RGH /FRM / CLINICAL / 119
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Suppor! Surfaces
‘Risk Score , Category Action (Please Note: Only required for children who are deemed at risk due
to alterad mobility, consider occupation therapy referral for advice
e Regular Turning Schedule _ -
Lo Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Aliernating pressie mattress overla
Manage moisture, friction and shear gp y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
« Use the Same Protocol as for “At Risk” Patients _
13-14 Moderate Risk B Gel pads for high-risk areas
» Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure matiress overlay
« Foliow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
« Make small shifts in their position frequently Alternating pressure mattress 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
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Date:[22/ )| 2] &
Time:| .=, | O 0"
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
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. \'(
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate;
i Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
:{ctu: nzg;;zg:g;.e :: nfi ne:t!' bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a b\ Cf
Py SRS and/or must be assisted into chairor |  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:

Sensory Perception

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

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

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

to feel pain, or discomfort in one or

two extremities.

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

skir:t:swe':(iczse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
B ois:ura Dampness is detected every time 8 hours. every 24 hours. L” \r
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4, Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : lessthan 9 |

High Risk : 10-12 |

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

Moderate Risk : 13-14 |

TOTAL SCORE

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

Evaluator's Name
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Support Surfaces
Risk Score Category Action {Please Note: Only required for children who-are deemed at risk due
_ to aitered mobility, consider occupation therapy referral for advice
Régu:ar Turning Schedule _ _
Enable as much activity as possible High density foam matiress
15-18 M Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear 0 pre: ¥
Advance fo a higher level of risk if other major risk
factors are present
_ High density foam mattress
« Use the Same Protocol as for “Al Risk™ Patients L
13-14 “ Moderate Risk Gel pads for high-risk areas
« Position patient at 30 degree lateral incline using foam wedges ,
Alternating pressure mattress overlay
« Follow the same protocol as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk « In addition to regular turning schedue 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 Severa 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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Morse Fall Risk Assessment Form sk | SRR Wtgnis e
_ i)
Date/ Time | | &/
Choose Highest Applicable Score from each Category S ’g/ { WJ_ ﬂ 2 20 !(PCE: Fall Risk Grading
woe |2y | mMs | g
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morss;’::g}Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
. Furniture Low Risk 0-24 g:gggﬂgl rI:al
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0 £ % @
1
. Yes 20
IV / Heparin Lock or Saline N ')Q 20 20 Implement
0 . Moderate Risk 25-50 Moderafne Fal
Impaired 20 Prevention
: Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 . Risk Fall
Mental Status g - ngh Risk 251 Prevention
Oriented to own ability 0 .
Intervention
Total Morse Fall Scale Score: 94) 99 2N
Signature @\ Cﬂ £
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 cail for assistance
Low Risk (0 — 24) (Standard Falls Precautions) "] Hourly safety check
[} Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
[1 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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NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: [1Yes [1No _=rNot Known
= //-5 = e ;
= I YO8 SPRCITYE viuceminssisvsnnssesstssssistmasssusss
5 Surgery / Procedure: . Post OP Day:
\ § 3
o SRR G
% m‘?\?(:sa{:e%?aq%gggition to be noted): = /1/ | éb—{? LéC} (s¢) |LSES
= | Diet: < | A 7 — ~
Allergy: 1 Yes M0 | Yes ™Mo | T Yes=No | 01 Yes t=ho |1 Yes=No | Yes ~LNo/
Ventilation (RA, NP. NIV, VENTI): — L | o = —
Tubes/Drains/Catheter: 7 Yes, NG Mes C1No| ) Yes -No | Yes *THo |1 Yes GiNe |1 Yes iNe-
) 7 4 o~
£ | Vital Signs: Temp: %ﬁvﬂ qu:ﬂ Cf&' 2F Oﬁfol 9.5 ¢ |97 1
z Res 2w | 20 | 10bky 160l [2c b
% Sp0;; aq_ a Q 7- 4G | 99/ | 1007
2 Pulse: q,g %9 Qf)’[) $6hl [ 2 26m
8P 1} 20l |)20lgb ﬁﬂ/é | po ok 1%/?7’ T 51
Loc: | — - — —
Fall Risk Score: | - - - =
Pain Score: - e _— —_— .
Skin Integrity | = ~ _— s — —
Safety Needs: [¥Yes CINo |#es ) No4=rYes T No |1 Yes (uNeTTl Yes A0 | Yes <o
Physiotherapy: " il A — = —
g Others Specify: |1 Yes ™o |5 Yes ™o | ) YesTNo | 0 Yes ;-0 Yes =40 |0 Yes aiNe-
s Special Diet: Nﬁ’ﬂ’ o S - —
S |Critical Lab Test / Values: oA f —
E |Other Special Orders / Medications: || |Yes\-z/l\lo/-§=Yes CINo ) Yes &No | T Yes o | (1 Yes [UNO | I Yes S0
E PU Prophylaxis: 1 Yes Wy 1Yes [1No |1 Yes #"No | Yes LLNo | Yes CANO | T Yes o
DVT Prophylaxis: ' Ye?-zﬁo 1'Yes 71No |0 Yes-#TNo | 0 Yes#TNo | 1 Yes &No [ (1 Yes ~No
ADL (Dependent / Non Dependent): oy &5 - —~ = —
Post Operative Procedure Special Orders: o = . - - -
Handed Over By Name : /ﬂ_}‘b C///Iﬂ-dl ’ O N anb‘\ g/lvt‘ o
Signature /1D : V/wr P, éf{/é@} }/ % Crn
WShE 15 Cloioe 1S ol hol ST (21| S B
Time: ¢ NN R §Im |8 Py
Taken Over By Name : Cﬂj g o G( o | D JER gf?‘:j& "
Signature /D : . |elbes)) &) " B, Jeo
Date: [q Sll‘ﬁ,/\lq/f &Dm 2.0/,([?/6 1,o!flfu
Time: 9ph | v D Spm [ ZP

Docu. No. : RCH /FRM / CLINICAL / 097
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Patient Sticker Eﬁi?(?'%vr‘:’s . Birth nghf‘\
. Hospital . BY RAINBOW HOSPITALS
Tt takes ajot 1o treat the fitte. Your Right to a Safe Dellvery
NURSING SHIFT HAND OVER FORM
= | Diagnosis: Any Infection: OYes CiNo [J Not Known
E [F Yes SPECITY: ..vevrerrorenisessiocsenreasnisssssssassons
E Surgery / Procedure: L -~ Post QP Day:
- ! M v H
% Date — JShm
E Medical Condition o]
S (Any special condition to be noted):
= | Diet: . . '
Allérgy: - - OYes GNo |2 Yes ONo D Yes ONo|OYes ONa|OYes O No|OYes O No
Ventilation (RA, NB NIV, VENTI): |7 T
Tubes/Drains/Catheter: | 0 Yes G No|t}Yes ONo|C0Yes ONo|OYes ONo|OYes ENo [0 Yes ONo
= | vitasigns: s ie  Tepr |- ' ;
2 .o~ " Res: :
] - . SpOy Y
b RN AN - :
@ [y o B ;Fu[se: . -
. BP:
10C: | = :
) Fall Risk Store: | ., %
Pain Score: '
- Skin Infegrity | ,
- Safety.Needs: |0 Yes O No+0 Yes O No |[1Yes ONo |0 Yes ONo [0 Yes ONo | D Yes O No
. Physiotherapy:| .~ .} - .
2 Others S"pecify“i £1Yes T No |0 Yes C1No |01 Yes ONo |0 Yes ONo |01 Yes CINo | 3 Yes ENo
5 Special Diet: |~ . 1"
& |Critical Lab Test/ Values: o
E | Other Special Orders / Medications: | Yes LiNo | Yes ONo |0 Yes ONo | Yes O No |0 Yes O No |0 Yes ONo
E PU Prophylaxis: : 1Yes No [0 Yes ONo |0 Yes ONo |3 Yes ONo |0 Yes OiNo |G Yes T No
DVT Prophylaxis: O Yes ONo |iYes ONo |[&1Yes ONo|OYes ONo [0 Yes CONo [ O3 Yes (3 No
ADL (Dependent / Non Dependent):
Post Operative Procedure IrSkpecial Orders: | _
! ;
Handed Over By Name : R Oos
Signatwre/ID: RN - -
Date: . T :
Time: v N
Taken Over By Name: = - W
Signature /1D : ' N N
Date: = K "
Time: o




PATIENT TRANSFER FORM

e
Rainbow® ) .
Children’s ‘Blrtthght

HOS pita| BY RAINBOW HOSPITALS

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

Patient Name & UHID No. Date & Time of Admission

jalslve @ 145 [24 @9

Date & Time of Transfer Order

Treating Consultant Name Transfer Ordered by Reason for Transfer
Y mawsh. ol
From Unit To Unit Information to Attendant
Pw«pwﬁ 2 6% sl No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
"5 D Yes| | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
; 14 L0
2.
3.
4.
5
Shifting Summary / Notes Written by Doctor:  Yes| | No[ |

Name & Signature of Person who is Transferring

[ Newdt b,

Name of Person Ordered Transfer

Pr mami'sha .

Patient & Clinical Records Received by : &g\))i

Date & Time of Patient Received : Q (Q, QOP o) \ q [ 05~ [ e (

If the transfer order time & Cnmplelmn time is more than 30 minutes,

.| Unavailable Bed || Nurse not Available

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

please tick the reason mentioned below :

[ ] Available Bed not ready
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PATIENT TRANSFER FORM

"%

Rambow .

Children’s BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

| Patient Name & UHID No.
HNH-00015482 |P26-00006367
Mrs SAJJA AMRITA

12-08-1988 37Y11MeED {F)
Dr, SWAPNA SAMUDRALA

Date & Time of Admission

1\ co-b @ v

Date & Time of Transfer Order

p\(-6 O

AT

Transfer Ordered by

oY ?U"“do‘ Twl?

Reason for Transfer

e W

From Unit

Huw

To Unit

oT

Information to Attendant

Yest T No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

0 @ over to attendant
%) V&r TWhAd Yeser Mol ]
g If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

O

; L Choot!

4.

5.

Shifting Summary / Notes Written by Doctor:  Yes|

No[ |

Name & Signature of Person who is Transferring

¢\s ,MA\,S\%\ ®©-

Name of Person Ordered Transfer

o ﬁkqmdo, W@is

Patient & Clinical Records Received by :

B

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
acu. No. : RCH /FRM / GLINICAL / 102

|| Nurse not Available

[ ] Available Bed not ready
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Rainbow* )
Chitdren's | @ BirthRight
PATIENT TRANSFER FORM Hospital _ | [ rseoniosnes

7\;uur Right to a Safe Delivery

Patient Name & UHID No. [ Date & Time of Admission Date & Time of Transfer Order
o, vwes €|k e @ 3pm|19)sl2¢ (@ fyery
12406-1988 7Y1MMED (F)
nr||Tmiiﬁﬂ|mﬁi|imﬂi\||||||| ||| Transfer Ordered by Reason for Transfer

. Qluj L 02364
From Unit To Unit N Information to

xR DR~
Number of Sheets in Clinical File Number of Imaging Ei Personal belongings including
clinical documents. If any handed
over to attendant
I Nss — Yes[ ]~ No[_

/——_ — =
Aas, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

1. /

2 na

3. /

4 e

5. i =i
Shifting Summary / Notes Written by Doctor: ~ Yes| | r@
Name & Signature of P son who is Trangferring Name of Person Ordered Transfer
@ DQ v %L AN
Patient & Clinical Record¥ Received by : ‘ \ @- (\J
Gy VS
Date & Time of Patient Received : ch\{U/ ©

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

[ ] Unavailable Bed [ ] Nurse not Available [ Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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PATIENT TRANSFER FORM

2z

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

':f.“;i"f}ﬁ’;m 1P26.00008367 Date & Time of Admission Date & Time of Transfer Order
oIS L 1[s/24 23" L?[A"/,Qé@&\ "
m l " " " mmll"" "m ”m" m Transfer Ordered by Reason for Transfer
v Poswge, Obsenintren
From Unit To Unit Information to Attendant

g e

Rvnm(%"i\

e No[ ]

Number of Sheets in Clinical File

¥

Number of Imaging Fil

NS~ @

Personal bell gings including
clinical documents. If any handed

If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.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 :

(i bety

Date & Time of Patient Received :

\:/(IX‘DL

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

| | Unavailable Bed

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

| Nurse not Available

" | Available Bed not ready
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HNH-00015482 1P26-00006367

Mrs SAJJA AMRITA Y
W
12-08-1988 Y11IMED  (F) L= ®
~— Dr. SWAPNA SAMUDRALA Rainbow .

i Chicrens | oy BithRight

Your Right to a Safe Delivery

MEDI%TION RECONCILIATION FORM
Drug ABIGIES: ......eceeeveeiceeicieiete et sete s esese e se s eanesenas / Not known any Drug Allergies

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

Shifting From: ......c.cceevvevneene. Nbr .......................... Shifted to: ................. ’\}k ...................................
S (Gsnenlg:&lﬂ?tl:%l’:ﬂ EETTERS) (mﬂ?ﬁim (PO, l:a%ug: ) | FREQUENCY B‘ZfJ,‘}?,ﬁi ?gﬂ%‘gg
a | 1] T Teron lleb | PO DD Oc ooe
2 |1ab  CALCIUN ey | PO o COc ooc
3 Oc [Ooc
4 Jc [Jbc
5 (JC [JDC
' 6 JC [Jpe
- 7 Oc e
8 Oc CIpc
9 Oc Ooc
10 0c Obc
|

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

A
Doctor Name & Signature : . %‘4"/’)}/

| Date & Time: ... 1&\ ..... LG

DAte & TIME & cvoveeeeeeeeeereeeeereee e e L S M
Docu. No. : RCH/ FRM / GENERAL / 090




HNH-00015482
Mrs SAJJA AMRITA

12-06-1988 a7 v 11 M7
D M
Dr. SWAPNA SAMUD e "Z

S [T Rainbow ‘Birthmghf

IP26-00006367

Hospital BY RAINBOW HOSPITALS

It takes 2 ot o treat the fite. Your Right to a Safe Delivery

CAESAREAN SECTION OPERATIVE NOTES

surgeon’s Name: P fuod  Celanadfad Date of Delivery: || ﬂ ak

Assistant Surgeon: g* gm Opra, \ EN ﬂa’”“f“\ Time of Delivery: _\Qﬁo s g‘m
Anaesthetist’s Name: ¢ Oopund Gender of Baby: s s sade
Type of Anaesthesia: W Weight of Baby: -3\ . 9&,\.\1
Neonatologist: g ! e AGPAR Score: T 19 )
Scrub Nurse: i;u\ﬁ:}{tm NICU Admission: [ :(::};*N'o 1 :

Pre-Operative Diagnosis: C\'U\()\\”\‘L '\ M WL\,\!\ W\‘ ed \ B \ &c( ALy

1
(}/E@ive [J Emergency Indlcatlon ......................................................................

Urgency QNUI g BUH'\ dudnn

C] Immediate Threat to life of woman or fetus
] Maternal or fetal compromise not immediately life threatening

O maternal or fetal compromise but needs early delivery
Delivery timed to suit woman and staff

DRGISION M. .covvots sivvmisimsensissin N Pr ...................................... Knief to rectus: ......... &nmﬁ ...........................
CTG Description: W ................................................................................................
If there was a delay give the reasons: ................ No CQ-LU\CL“] ........................................................................

—

Surgical Procedure: Sl oYy Ry 1 g‘%\g@ M"h'\’\{j

Post Operative Diagnosis: ) r@()f) ‘)DJ\ 3 b‘l
Peri-Operative Complications: I\\Rl
Amount of Blood Loss: o Yol Blood Transfused (in ML):  Nior~

Name and Number of Surgical Specimen sent for examination:

Woums Aot agmins

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




Examination Findings when Appropriate: N&—

Presentation: ] Cephalic [ Breech T Other e, Cervical Dilatation: .........cccoccevveeveeevececeene, crﬁ
5th Palpable: ..........ceeeeeeieeee e e LTl b e ;
Station: -3 (-2 -1 OO0 O+1 [O+2 Moulding: [CINone [+ [I++ [I+++
Caputt O+ O++ O +++ Meconium: INone I+ [I++ [1+++
Bladder Catheterized: [] Yes 7 No Urine: [ Clear [ Blood Stained
Skin Incision: Wensteil 1 Transverse ~J Midline R0 s
Uterine Incision: Mer Segment [ Classical T Inverted T 7 J Incision ¥ in g" Q/'\f*i‘“*&‘f J
Previous Scar: 'I/Imﬁ CJ Thinnedout U] Ruptured "1 No Scar L Dpe CTS Qma( Tou:
Incision Through Placenta: - [ Yes _D/N( @b Qe brl. Ak A
Delivery of head: [ Manual yﬁceps \ Q’“QH W nodd .
Liquor: : W LI Meconium: LI my| O I Blood DOffenZ%«e Not Offensive
Delivery of Placenta: [ Manual J}Cﬁ' ................. mplete ] Incomplete [C] Piecemeal
3 'P,_,

Cord Appearance:@ ....... qu‘”""“ .................................................. Cord around the neck es [1No
Appearance of placenta:i.......... ........................................... Cavity explored Zﬁs/ 1 No 0 s

e ~ dizatian: - techFied \
Uterus, tubes and ovaries: ormal 1 Not Normal Sterilization: /’ﬁs C1No V; |‘° - f)
Uterine Closure: _! One Layer [2AWo Layers M\ ....... WO Suture

Q
Peritoneal Closure: [/ Pelvic A Abdominal I None ... MM \Ww{\&"’ ......... Suture
Sheath Closure: LU0\ \ VR T Suture
Wi\ do
Fat Closure: es [1No BN L Mo R Suture
Skin Closure: ,&Sﬁmuticular 1 Mattress it AR M L S Suture
Vagineal Evacuated ,A’@)s 1 No
Drain: C1 Yes Z/ No LIRemovein ... days [ Await instructions
Ctheter s C1No  ClRemovein U!H,‘m’ ....... days [ Await instructions
Swap & Instruments count correct? 9’@ I No [ Post-op Antibiotics ye( LINo :
Intra-Operative Antibiotics Gover: ~ [L¥és LI No I Thromboprophylaxis ¥ [No L
Post-Operative Notes: ......L).... \NS0L...... A t Ui v A
________________________________________ 9.l Mude b edated
..................................................................................................... /g
....................................................................... o S e
............ WNE S B e

....................................................................................... L
.......u............-...................................................-..-........‘..................‘.......-...--...........................n..-.-...../ ...........................

Doclor SINBIIE, oo oo ok




SURGICAL
SAFETY CHECKLIST

Asst. Surgeon :
Anaesthetist : O:Y'

s S %ﬁ“ﬁ?@ulmnnumm i

k... —
andee ro-

| Scrub Nurse : S)J’ !

HNH-00015482
Mrs SAJJA AMRITA

12-06-1088 :rrnmo F) )
Dr. SWAPNA SAMUDRA|

1P26-00006367

surgery Name : .

Date : ]C/l / 5/ /AT R (TR 111\

Age : 3?& Gender : .[7... Ramlfw ® .
E L 5 Children’s BirthRight
"""""" rospital_ | () memmie

Before Induction of Anaesthesia » »

Before Skin Incision > »

Before Patient Leaves Operating Room

SIGNIN  Time.....6) 258 TIME OUT _ Time....62. 3500 SIGN OUT  Time:..5..30am

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

Identity _Yés CINo introduced themselves by Name and Role~7¥es (No The Name of the Procedure Recorded /f{ CINo

Site _#Yes rNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure ~Tes TNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) TYes CINo CINA

Consent ~=Yes [INo Correct Patient (Check ID Band) ~ —=¥es CINo The Specimen is Labelled (including
Site Marked CYes CINo Z’I@ Correct Site Yes TINo patient name) [1Yes [INo E/@
Anaesthesia Safety Check Completed __Yes” (1No Correct Procedure m CINo Whether there are any Equipment

Pulse Oximeter on Patient & Functioning __¥és INo
Does Patient have a:

Known Allergy? CYes | bla/
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available CYes CINg~
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned jﬁ?@s CINo CJNA
Blood Units Reserved ..Eﬁeﬂs CINo CINA

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

\'Zfé TINo CINA

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss?

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? (JYes-£TNo [1NA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns?

—Yes CINo CINA
Is Essential Imaging Displayed?

_¥es CINo CINA
Power Supply, Earthing, Power Backup
and functioning of equipment checked. ‘/‘"IYes INo

Signature ......coceevvee... ﬂ-g( ..... @G%(qﬂ? ......

~TYes INo —INA

DYes/ﬂ‘GDNA
DYes/ZIG

Problems to be addressed

To Surgeon, Anaesthetist and Nurse:

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

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

Children’s | BirthRight
-PATIENT TRANSFER FORM Hospital _ | e

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

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
:p:'nx:::r:;m‘ IP26-00006367 Iﬂ/ f}),G@ B)ﬂm | ’0’ /g//'Zé @ % _ k_’ S’_qm
12-06-1988 7Y1IMTD (F)

" Tartor Oy
Rr-BYundo- o héeyNat oY\

From Unit To Unit Information to Attendant
o7 Pre-fost e el
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

: over to attendant
/ | @ -
A © -

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SL.No. Item Name Quantity

Ll RL v Hede |

4,

5.

Shifting Summary / Notes Written by Doctor : Ye.ﬂ/ No[ |

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

Patient & Clinical Records Received by :

& fzw/éb%a/a
Date & Time of Patient Received : / q / ‘;-/ b % g dﬂ\r\ }g >

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

|| Unavailable Bed | Nurse not Available [] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102



HNH- 00015483
Mrs A4 apm Rl 1P26-00006367

12-08-198g
OF. SWAPNA oy ! H 60 (f %

I IIIHHII/IIIIIHHII i Ralnkon sBirthRight"

\\

Hospital BY RAINBOW HOSPITALS

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

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: ...... 1%br[% ............... Time of Arrival: ..........220 . ...

Time Seen by NUrSE: ......ccocvvvicveiiiins
1) Level of Consciousness: ! Conscious L1 Semi-Conscious L1 UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
[ Severe Pain / Moderate Pain [ Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy [J Preterm Labor/ Labor
[J Decreased Fetal Movement ] Spontaneous Rupture of Membrane / Leaking Water PV

L) No Fetal Movement 1 Oen REFSOI. cususessssuvmsrsimmssspssmmssestissatssiss s oniseises
3) Vital Signs: Temperature?-ﬂj?)f%?. Pulse:%.ra...... RR: (Zﬁ Sp0,: L@@ BP: .L.w%%eight:

4) Gestational Criteria:

Gravida: G i L A

LIMP: o EDD: .o Gestational AGe: .........coeerrvereeciccn
Uterine Contraction [ Yes ‘_JZ/NO [JNA | Onset Time Frequency:
Membrane Rupture ] Yes E/No [JNA | Onset Time Fluid Color:
Vaginal bleeding O Yes O/ﬁo [1NA | Onset Time Amount:
Pre Eclampsia Symptoms | [ Yes y/No ] NA g;{giﬁ%ﬁgg;?ﬁ%ﬁ?&f Visual Sympoms /
Good fetal Movement @43 ONo | o NA | 1fNospecity:

5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | ] ] |
| | | | | | | | | | |
0 1 2 3 4 5 6 7 8 g 10
No Pain ’ Worst
possible pain
I 007 110 PPN
e DUration: ..o X Days / Weeks/ Months (Strike out which is got applicable)
L 1 1 (v (- O PRSPPI
- Frequency: ......... m ....................................................................................................
L 1111 1 (104 SRS OSSPSR

6) Past History:
) I 11 (1 [ S SO

o) 1 [T o | TSP
Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0.)




HNH-00015482
Mrs SAJJA AMRITA

12-08-1988

|P26-00006367

37Y1IMED

(F)

Y

7)
8)
9)

Allergy:

Current Medications:

[ Yes

[J No,

Prenatal Medical History:

L1 None

CJ Chronic Hypertension
] Gestational Hypertension

] Diabetes

[l Prenatal Vitamin

Y BS S i s SERT e s
L OIS, e

L1 None

] Gestational Diabetes
U] Low placenta
1 Others if yes, specify

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

] Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

('] Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

1 Category Ill: Urgent (Time to Physician: = 30 minutes & Reassessment: Every 15 minutes)
Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

] Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
0TAS (Urgent)
(nmu.‘m, < 30 minutes
Re-Assessment Every 15 Minutes t
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Labour / Fluid Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
> Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
s pain <37 weeks (>spotting) >37
L weeks
: Mild hypertension

T RREATT: Hypertension > 160/110 b

Hypertension Seizure activity and / or headache, visual | > 140/90 with/without
S disturbance, RUQ pain | 3ssociated signs and
. : symptoms
. Atypical FHR tracing,
_- Abnormal FHR tracing
Assessment abnormal dopplers
gt Non-Fetal Movement Diseased fetal movement
| - Acute onsite severe « Major trauma « Abdominal/back pain « Ongoing assessment | « Anything that does not

abdominal pain
Altered level of
consciousness
Cord prolapse
Severe respiratory
distress
Suspected sepsis

« Shortness of breath
« Unplanned and
unattended birth

greater than expected in
pregnancy
+ Flank pain / hematuria
« Nausea /vomiting and
Jor diarrhea with
suspected dehydration

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)

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




HNH-00015482
P2
Mre SAJJA A RITA 8-00006367

12-08-1988
l? Y1 u 6D
Dr,
SWAPNA 8AMU "z

gy (s | @

LABOUR AND DELIVERY NURSING ASSESSMENT

M
Date of Admission: WW

Baseline Information:

Admission From: [JER  [1OPD %sion Desk (] OHNErS: SPECITY ...ooeveerererermereereeressssesssessssessseseeesseseeee
Primary Language: mu ] English "] Hindi (] Others

Do yourequire aninterpreter? [IYes [ INo
Source of Information: [ ! Patient " Family | Others

Personal belonging if any: [ Jewelry ANose Ring [ Bangles [ Anklets [Finger Ring [] Bracelets

T Y T (0 e o s P T e T e X T T T P PP TR TP P TS
Allergies: [ |Yes [ INo [ |Medications [ Blood Transfusion ] Food [CIENGN: cosyssernsvamninisvuissmessasesss '
T 1 L1113 T T s
Chief Complaints: ...........................4.. % ................................................ Doctor Notified on Admission: ¥1Ves [INo
................................... W@ eeetereresteeseeseeetesiseeseseninenn N@me of the Doctor
..................................... e, Time Notified IS o (R
Past Medical History: Obtained From [ Patient [ | Family Member [ Medical Record [I Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
—
Blood GIBUD: ...iovvivviinaninsmmmnnt LB @ oririnemesesmsszse EDD: oo Gestational age during admission: .....................
CORMFACHONSS 4 cvvoscssrinsisvassvsvsnerssensmsmsussusussrssrsssssssssassss Vaginal DISCHAITE: .......ci i s aisvisssiisisess
Obstetric History: B iiirss B s O — A Previods LSCS ................
Height: .......... ..

Temp: ..

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

1 Hypothyroidism 1 Rh Incompatibility [ Fertility Treatment
1 Hyperthyroidism 1 Previous LSCS 1 Preterm Labour
| Hypertension | Gestational Hypertension Others: (Specify)
[1 Diabetes Bad Obstetric History
1 Anemia 1 Obesity (BMI)

Twins / Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139 (PT.0)




HNH-00015482 1P26-00006367
Mrs SAJJA AMRITA

~ 12-06-1088 I7Y1MIMED
Dr. SWAPNA SAMUDRALA

| IIIIIIIII||IIIIII|||III||II|IIII

Famny miswry: ) wu AvionnanueS Detected
[ Heart Disease ] Hypertension U] Diabetes [] Stroke  [] Seizures [ Kidney disease
(] Liver disease I 0117 OO SO U U OO
Pain Assessment: Pain: [Yes [ I1No (If Yes, complete the Pain Assessment/ Reassessment Form)
Fall Assessment: [ 'Yes [ INo Score (D ........ (complete the Morse Fall Risk Assessment Sheet)
Riskof Pressure Sore: " Yes [ INo Score...@ ........... (complete the Braden Q Sheet)
FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant
(] Mobility problem "] Walking Problem anormality Detected
[] Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
L1 Overweight | (! Poor Appetite > 3 Days [ Needs Therapeutic Diet.
! Under Weight I Diabetes Mellitus [{,_M0 Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING: L,/
[1Calm & Cooperative [ ] Restless [ Depressed (| Agitated 1 Confused
LT OMNEIS ..evveeereeeieseseis e ssess st s s s s ns e EeEeaR R b bbb

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: " Single .Jngied " Divorced :‘]@Ow ’ S
2. Special Habits: Smoker: [ |Yes [ Alcohol Abuse: [ 1Yes [TNo Drug Abuse: [ IYes zﬁo/

SOCI INRIORY: LIVBS WY .oovviccommimminm i st (v R s s a oo s Ao AP RS e

Orientation has heenzgi}n regarding the following aspects:

Call Bell in Reach : L(Ves [ No Waste Disposal Explained: 1\//&/ CINo
Infusion Pump:  'TIYes L[INo

H Hand hygiene Explained: [ Yes [ No ! Others

Above information given to ........... };u ’ M}P ........ Ly

Name of Person Orientation was given to: PI’Tﬂ/I/I] G

Orientation not given Reason: .. g% ...........................................................
Nurse Signature: &ﬁ/m ......................

Nurse Name: ....../.

Date & Time: ........ ngbﬂy .......................




HNH-00015482 D) ) Z
[ Thee s MATA rasne Rainbow”® ® L
ST Ghaarer’® | | memememin
5 H I,
M CHECKLIST FOR THROMBOPHLEBITIS o | s
Ly IN2
~ DAY DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE ™ / /E ) N E M E N Remarks
- No signs of phiebitis / : —
1 IV site appears healthy Observe cannula 0 &
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula ’L%
* Slight redness near [V Site
3 ;::oe%gst_fonuwmg Signs Early stage of phlebitis / 9
Pain at IV site Redness Aislb Gk R
;:\I,Iig;;? f." Ry S o Medium stage of phlebitis /
4| Pain along Path of cannula ?emttg Catnnula L 2
‘Redness around Site Swelling Edimen Nﬁ\
All of the following Si
eviger:t an E:tv::lglign s are Advanced stage of phlebitis or
5 Pain along Path of canhula the start of thrombophlebitis / 4
Redness around Site Re site Cannula Consider
Swelling palpable Venous cord Treatment /" i:
All of the following Signs are
evident and Extensive : Pain Advanced stagt_e of
6 along Path of cannula Redness thr 9mb°p“'eb'“3/ ) 5
around Site Swelling palpable Initiate treatment Re site ]\H)\
Venous cordpyrexia Cannula

Signature of the Nurse

/A

>

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

Signature of Shift In Charge :

Signature : ...... @9‘ ........................... Name : @/Mtﬂﬁd@,@(

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

Signature of Ward In C

Signature : ...[Z




INFORMED CONSENT FOR SURGERY OR O ‘BirthRight"

Hos pita| BY RAINBOW HOSPITALS

SPECIAL PROCEDURE Rome st e T T e Sl

1%,
Patient Name : Mﬁ%& 1. (\‘hﬂqﬂh& Gender: [0 Male D’Fﬁafe Age : AN L
UHDNo: ... XANW - 689 (xM 3o, Date : \‘?\ % Ko TS

Instruction:

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

I 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.

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untow?rd eventthereof.
drevug (e

1 LIy

e Vi e e I j\}ﬁ‘“’:‘\”\jq ....................
My signature on this form indicates that

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

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

3. Ihave had achance to ask my surgeon questions. 4

4. |have received all the information | desire concerning the operation or procedureand  /

5. lauthorize the consentto the performance of the operation or pm%dure. '

Name of the Doctorwh(ggfgforming the Surgery/Procedure: .........= ¢4wN N;\j%f)«* ...... F{MWQ

Consentee : Patient Attendant : @

Signature : ............. %} ......................................... Signature : ............... RAPEE e

Name: .......... i "691"*"({0‘7,'&0‘ .................... Name : ... L. )iea uwead e

Date & Time : ........... \3\5 [Lﬁ ............................. Relationship with Patient: ..... Husbaod
Date & Time : ......\AAS 28 . S

Winexs ; - Doctor (who is taking the consent) :

Signature : .................. X V\N\‘f ....................... Mﬁ\w\“

NGME © oo dcrscreennnne G} ...........................

Date & TiMe © ..o \Na\sd

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




R in{){'fwGB ) L.
INFORMED CONSENT FOR SURGERY OR Children’s ‘Blrtthght

Hos p ital BY RAINBOW :'IOSFn’!TlALS
SPECIAL PROCEDURE It takes a lot to treat the littie. Your Right to a Safe Delivery
Patient Name : M RS Sgﬂ SA ..... P‘ “\RWHA ..... Gender: (] Male =female Age : 2‘1 \{KS ..........
UHD No: AN — Coolsa . Date : \C\\OS\EQPL ......
Instruction:

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

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

GL&C‘[\VE Lo ER SEEMaenT CRESERIAN segmensT.

B 1 | T

\\’\R%Smxai\mkd—\\\omame of the Patient)

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

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

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

Hesmousoge od 'CLCC“’\BY o—kgcx_m) - D\LL\QA ¢ ?V\X\QSX\\{,

My signature on this form indicates that

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

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

3. Ihave had achance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery/ Procedure: ..... Dy SU“JQPM ..... e O, O AL
Consentee : @] Patient Attendant : @
UM ..o oot sresoresssesonesssnsgrassmssssasssssnoanesanen Signature : ........... Cp‘v .............................................
Y
Name: ... \AWS. AN A9 Name 2. s YR NN AE s
Date & Time : ............... LqL([Lf ....................... Relationship with Patient: ......... Huslond
Date & Time : ........a\.S\z6. ... 5008, ..

Witnes$ Doctor (who is taking the consent) :

0 .
Signature : ........ooo...... ’M[\W\P .......................... _ [QD-'“M

o Signature : Ny e

[ [ S e N&inG - E}( E4k1fv\{& dﬁAﬁSqudﬁ

Date & TiMe : oo\ \SA
HiR A5 ﬁ Date & Time : ...\ ‘\\ \ & Q ...... §Bmn
Docu. No. : RCH /FRM / CLINICAL / 027 3
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%
Department of Anaesthesiology Eallrllc?:%\xfs & BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .Bv RAINBOW HOSPITALS

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

- Nic. Beodtha &}E Sex: oo X UHIDNo : .. ANH—000 L5482

o Time: ...... 3? ...................... Proposed Operation: ........ auﬁ'wehlﬁ'i'B\LTuBaJ
o
DIAONOSIS: .vtveeevveeeeeveeeeeeeereeesessrionns ﬁup\Lle,?— ...... ‘?:5?0(4 bCDB'Twm_g ..... C’W ...................................... E'C ...
B.P/ CRT: \E\@”‘H“ﬁ 8‘\\!?“'3 Weight: . 38494 ASA Physical Status: 11 W42 =3 04 05
Laboratory Data:
GAICOSE: ovouwainiesisi: Profein: .temma i HIVE e B e BAYE e e
UPBa: eoeeeeeceeveneeene AIDE HBS Ag: ...t ﬂ( BGB: cvcsusistconcunsintasss
CIBAE: ... oonermeessesssosmmneee.  TORANBIE) cotsesisamvini HENG cenvana VB ] T ) R
Wit anussmesmss DNGBIE ke Blood group: W Stress/Anglo: .........cc......
T O LDH: s A B8 mss an i (01111 oA
Ba% ! s Alk phos: ...ccoovcrrinricrnen, T4 oo
I 1)), TT R 1115 PR
| Ol vooeereseseseenrs SGOT/SBPT: o Allergies: T
Medical History: ~ CVS: U((; Tin | - Breech , Macewta — Poq:
RESP:  No “Wgdtal deoues- Diabetes: Nﬂl"

5. Mvowde ® gven ¥ ban _Twin2 » Breech, Rocevia—Raghr-
Renal : \ L oluol hﬂ‘-
Hepatic / GE : Physical Activity: ¢kame,

Others : \ T |SFr' Unaventfud .
Past Anaesthetic History: N

Physical Exam:
Airway: M1 4 Mouth Opening; J\da quatg, Mentohyoid Distance: (R) Neck (V) Teeth: oned

Lungs : Q;\‘L ae @) tloos
™ Heart: Q\g1®

CNS: Mm; |
Pregnant: L%s 1 No [JNA Venous Access Site : 0222 Spine Exam for regional :  Madliaes

Anaesthetic Plan; — MAC _REGIONAL ] GA-ETT [ LMA

Peri-Operative Plan Explained to the Patient: _,z*fes — No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
(r g}& 1. DVT Prophylaxis :

Water / ORS 2 Hours
. . NIL ORAL
7. Oicivw ~

2 Others 6 Hours

3. Informed Consent: I Standard — High Risk
4

5.

. Post Operative Pain Management: — Discussed with Patient
Other Instructions: '

o CRP e bedove

Signature: ...... Q/‘QJ,«C" Name: bT P,WI\A(L

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




HNH-00015482 1P26-00006367
Mrs SAJJA AMRITA

12-08-1988 I’TY1MMeéD (F)
Dr. SWAPNA SAMUDRALA

Pre Induction Assessment:

ANAESTHESIA CHART

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

Change in Patient Condition:

[ Yes _JZ/NO

Fasting Status: .Pﬂg_quall

.y A
"' Physical Status: Jé Patient Identified 7 Consent Present J/ Chart Reviewed
H.R: g)}om | BP/CRT: \2 mm“d Sp0,: \00"] oned- [ RR: Woheuv |LastFeeuLad-w"gu,
Pre-OP Dlagn05|s @l Hebe § - Operation: .............. e dive 271 % s . bedv e - HS?ZJ- ............
Surgeon: ... Dx: ,&n\gx(mm. bf_ 00| EW hesiologist: . DYB‘WW .................... Technician: -
TIME NP7 ©S b 2 eV BT D
N0 /AIR /O, LPM
HALO /S0 /SEVO Antibiotc
Drugs: q\\MU
[ N
0O NTDON 2247 Suppository
| avy oom,
. M . el
Blood Loss
Fi0, / 540, 10D | 109 | (0% | (0] \® \00 \UV
ETCO, .
ECG WL
Temperature
Urine Output NOTES
£3 ~
23 [
o 240
V Systofic 220
A Diastolic
X Mean 200
» Heart Rate 180
Tourniquet on Time:
Tourniquet off Time 160
14
Throat Pack In i
Throat Pack Out 120 = /-
100 r !
.
- T Y T A D
80
40
20 ‘
10
0
ABG
LAB Values
GRBS
Others
ﬂ Equipment Checked and Temp: Induction Regional:
Functional ] HME ] Fluid Warmer Ow "1 Inhal fj?ﬁity SPOCHY: oo
BP ] Cling Film "] OH Warmer 1 PreQ, 1RSI «_/Spinal | Epidural ] Caudal
cutrste: QY- [ Hugger's  [J Cotton Wool L] Others \ O
- ASHE: & Other Position; .......4... O MBS
—/ EKG Lead 1\10-4 ] Mask
] Temp Site Times: O] Airway [ Nasal Site: ............ B L
FIO, Monitor Anaes Start: ....... N ETTH#E o) _cm Needle Size: .......& ;/_
= Agent Monitor 0P Start. . ‘;T ?"“h S [ Cutf Parasthesia [Yes 1 No
Pulse Oximeter OP End: . Ll Tracheostomy [ | Catheter at Skin .........{\.....
(3 Capnograph Leave OR _____________ % 300\”/ B T ROV, (SECI Drug Name & Cong: .. 9" "
L1 Ventilator Anaesthesia: [ Awake . Direct Vision BOlUS: .........
[] Nerve Stimulator | GA (] Video Laryngoscopy [\ Stylette / Bougie Infusion: ........ 7%
. W | Monitored Anaesthesia Care L1 Fiberoptic Block Level: ..........
Position: ... ' Regional Blade# ........... Attempts: . .
O Pre p ts Check pis COMMENTS: ..coviransinisimrmarassssasns
5 RTINS Ee DIICURY WHY? ... N o _
Line (Size & Location) Transp on to
Eye Care: L | COEVEY e [ Bilat = BS [ZPACU Licu Im‘ﬁf-ﬂ
| Qint ; ; -
re - "1 Semi-Closed Circle Relaxant Reversed [ Yes 1 No NA
[ Tape /:; l O ¢l ircl
[ padding O m - gt;::d Girete Name of the [)cmmrB“""E’YM"'WL
Awake O ... Signature of the Doctor :.........*




Patient Sticker

POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU by : WW ...... Time Received : ...... @ 4’ L M Time Ptscharged W’ .......

2

Rainbow"® . i
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litve, Your Right to a Safe Delivery

gig gig IV Cannula Site : MI/‘W
= 230 230 | [ 0,Mask [] Nasal Prongs
2 sfg gfg [ Tracheostomy [] T-Piece
=% 200 200 | ] Oral Airway [ Nasal Airway
o 190 190
= 180 180 - f
8 170 170 | Vomiting : L] Yes :)o DA i s s
= I o INeTube:  C1ves ;)o
140 140 o !
X 4 s Drain: L/Yes 7 No
120 120 Urinary Catheter: ] Yes [ No
10N 110
§ 100 e | r j00 | ChestTube:  []Yes €INo
90 90 e
g 80 c fy 80 Nil Oral Yes [ No
vV
. o | wrids: /gﬁ ........................................
oo
\ﬂ B 50[ 4K 50
b 40 40
30 30
v 20 20
10 il
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
Hsopllienidon N 5 Te0 Too 107 SCORING INTERPRETATION
Able to move 4 extremities volunta d =2 - : -
Able 1o move 2 extremies voluntary o on command =1 ACTIVITY %t 9 7 A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 h Discharge
Sbla to deep breathe & cough freely -2 (J,-
yspnea or limited breathing =1 RESPIRATION - L '2—3
Apneic =0 2 = Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic =2 ; ; P
8P = 20-50 of Pre Ea:s!ﬁeg:eieve =1 CIRCULATION ) - space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =( (} }'
Fully awake =2
Arousable on callin =1 CONSCIOUSNESS ! l—s
Not respanding ! =0 %- Q" L‘
Pink =2
Pale, dusky. blotchy, jaundiced. othy =1 COLOR -
Cyanmlllcky otchy, jaundiced. other e 'Z- 9,- 2| P
TOTAL q LO [ 1% [ 0’
& PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
t P
s 2k 84| 2 (e pesel | &
‘ B T -
1]512b\q- ollp g/ Vo
noan L ‘ A
1473 |y’ | o (4 e 7

Pain Tool Used: [ N PASS [ FLACC

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

] Wong Baker

“INPS.

1.
2
a.

b
c.
d

Transferred to Unit by (PACU): .

Date & Time: ...

Reassessment Frequency:
Every eight hours for all hospitalized patients.
For post surgical patient, patient with chronic pain, patient with severe pain

Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention

2BY ..
N5 lob l Lo




Rainbow® ) .

Patient Sticker ' Children’s @ BirthRight
. Hospital BY RAINBOW HOSPITALS

It takes 3 Sot to treat the Ettle, Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD A P VT

Date: cciveirerirenriisiinnrereneeene L1100 P Procedure dOne DY ....coececerrrrcrrcemerersarenensessessesssesnsaesesratsessenses
CSE /Spinal /Epidural Position : ......ctveeeeeee SPACE e eeecctr e eriene Technique {LOR/LOS) ......cccerireene
Depth: ..o Cathieter af SKin: ..oveveeeveeeesreeeeneerereeenne AHBIMIPES © oot sne e
Parasthesia : Yes/No if yes details : .....oocveeeerirverenenene | eaereieusbeteseEe et bt sE bR SRR RS E SR TR VRSN O 4 n RSO R RS RO bR R RO RO RSB eR RS RO b OR O RS
SOIULION COMPOSHION 2 eoveeeveeeccceeiereee et e serasrreraraeracasese st vt sesasses s ssresesssseasssessesesssseasnssessennsasens e

Any other issues :

. | OO OOy
D) ettt e er e s ks e s ket u e SRR RS 4R ERA 4RO 4R SR SRS RS e SRR R £ £ e R ARk R4 s ran e R sE Rt s bt
e Infusion Rate Level Maternal
Time (m]/hr) Bolus (ml) Left Right BP Pulse FHR Comments
f

Q
Delivery Details ; o TIME L e APGAR: ..o SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA : ....vovvveverrecerrirer st scsne s s sesas s esesrssnsssnesssssensesesssssssenns eesssereseasseassans
Patient Satisfaction : ......cccocveeeecnrresenenreeresecsennens eteerutereutereeesesaessesesssereNtoteRerae e Rt baR et saeaa saa R eae e A e s eReearae et eatsesenaanen

Discharge /Shifting ordered by

DOctor SIGNALUTE: ...vcvvveeiereerrirerecsnmersnsiernemseassesnnssersseressesses

DOCION NAME: ..ooeeeeerieerrervreeee s e beseeesasssssnssssanes

Date aNd TIME & e s e e rasese s e rseeasassnsans




- = ®
Rainbow .

T FORM FOR GENERAL / Childrens .BBlrtflnght
ANAESTHESIA / Il:imgasbtpm:'etatatr.\elm Your Right to a Safe Delivery
VIONITORED ANESTHESIA CARE
Patient Name : ........... N Pomita Age: .Y ... Gender : Male O Fer@é]
UHID NO: ... RO -000\SURD- . Surgeon Name: DTQ.mSmlO&“IerwO,W\RS
Anaesthesiologist : ......... TR NN 7 N

Operative procedure planned : .............cccccoevuen. Clodkove  (uasean  Qdliveny

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

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

O Incapacitating Cronic Obstructive Pulmonary Disease

COMIMIBILS .ttt ittt eae et et et et s e s e s s es s s ea e s b e e s es e s es s eamaese s e ae s e s e s esesses e s es e s es s s eeen e s eh e s enerseb e s e s ess b e b s ene s ene
» 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 wupon me / my patient
............ MKSW the above mentioned operation / Diagnostic / Therapeutic procedures

e Sladive Quoscamn  Adliveny ¢ Bl\alaal  Tubod  Kaakion .

" | authorize and give consent for anaesthesia Regional / O General Anesthesia / [ Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic prbcedure, 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 P10



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

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

considered necessary by them during the course of surgery.

That | authorize and give consent to the team of doctors attending on me to administer blood products during the

course of operative period and immediately thereafter in need arises.

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

will administer the Anaesthesia.
- Pregnant.'/E/ Yes O No

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR TH

CONSENT

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / Monitored Anesthesia

Care to be given and discussed the risks that particularly concern this patient,

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

—
Patient / Patient Attendant Witness :

Relationship with Patient: ..........c.ccooveveeeieceeieee Date & Time :

Date & Time : u\{()’@

Doctor (who is taking the consent) :

SIGNALUIG & ..t BT et et cetssens st ennesnsnons

Name : oo . BOWNAGY
Date & TiMe : ................ \8\'],\,,’5\”\/ .................

fqls‘l 26,

@

Signature : ........... ol S Signature : .................. 6”

g S SOQ et



%

Ralnbow ; .lig on
» 04-ooosoosiie e Gularers | (R BIrthRIght
it 14 0 st e e Your Right 10  Safe Detivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
PatientName:  M7S. > 1 5 0 Ami Iz Age: _f:’ _ Gender: Fem ai—f
UHIDNo: WNHI COOS LG 2 jpNg P26-00 Date: 'A[5 [ %6 Time: G4
Diagnosis: £9E5 yof =071
PRESCRIPTION DETAILS (Tick only one of the following)
S.No ~ Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI 1oomeq | Amp
2. | Morphine Sulphate Inj. 15mg/MI / /
3. | Remifentanil Hydrochloride Inj. 2MG [
“.4. | Remifentanil Hydrochloride inj. 1IMG J '
Doctor Name: Do | i : 5 Doctor Registration No:
Signature:
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: . » Pz.f, "HEQ, Date: lf{{/% ............
Aadhaar No. of the Patient (Optional): ............ccoereeereertirererins conresiseesesrisssreensssessnssnssass
fJ\t Name: 1. ajje A {0 A D ) Remark/s”ﬂ i et
2. | Complete postal address (with contact number, if any) kachpwar: Singfoom dexalscd 1rang uj‘
3. | Brief description of the illness €l £S€5
4 Whethgr registefed wath any other registerqd medical practioner / NG
recognized medical institution ( If yes, details of the recorded) :
5. | Details of essential Narcotic drug dispensed Fenlany
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
; ; 3 Patient Attender
v\sIPe  Jenlanyl | A >

7 ]
A ’ ¢ Fa
Q,'ﬁ’ TRY |2 ¢4 ! {J_,n‘! ’,f

Dispensed by (Name & ID No.): ........ i T | B g A e TN e e 1 Signature: ........... g ....................

a1y | 021006
Received by (Name & ID No.): ........ 5!10.{ tL ( O)

eBlgEallRs v, S R R L )
Time: ............ e Tt oo

Docu. No: RCH/ FRM/ CLINICAL / 133




HNH-00015482 IP26-000086387
Mrs SAJJA AMRITA
12-06-1988 I7Y1MIMED (F) .

Dr. SWAPNA SAMUDRALA Rainb%w.
| Children’s | ight

LT T 163 9 Bisuriai
Hospital | () zuseonetne

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 2’01/57,}75 Time: /Q,/J‘M

a~ 4% £ < O ~ 26 kg/m’

Origin: U(\.G.«(\I ................ Height:........L00..  Weight: X‘T‘? BMI: 01 ~28 kg/m?
0 ~ 30 kg/m* N
J N

Food Allergies: ............... {\/ufh ............................................................................................................ 52’?/’”
Diagnosis: ............ L.gé.«g ..........................................................................................................................................
TypeofDiet O Liquid  -CSoft O Normal O Diabetic

0] Vegetarian D’I@n—\!egetafian L Vegan
Diet Advised:
Liquid Diet— ORS/ Coconut Water/ Butter Milk / Barley Water/ Soups
Normal Diet—Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet—Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd
Diabetic Diet-Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Curd (Avoid Roots / Tubers)
Patient’s / Attendant's Dietician’s

@ ¢

Signature: .............. ) Signature: d@*@*’,/& -

Name: .. N Aire aduwey Name: ........ Sfﬁﬂ%}amﬂ

S {
Date & Time: Q:DK/S;M);/D!..QM“ Date & Time: 2.@/572..15,;@/5&&.{”

Doc. No. : RCH/ FRM / CLINICAL / 195 (RT.0)
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Chitdran's | @ BirthRight
NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)
Patient Name: , | Age: g Gender:
UHDNo, ] IP No: Date: Time:
Diagnosis: |
PRESCRIPTION DETAILS (Tick only one of the following)

S.No Drug Name Dosage Remarks

1. | Fentanyl Citrate Inj. 50mcg/MI

2. | Morphine Sulphate Inj. 15mg/MI
3. | Remifentanil Hydrochloride Inj. 2MG
4. | | Remifentanil Hydrochloride inj. 1MG
Doctor Name: . | } /7 ‘ Doctor Registration No:
Signature:
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: ............0...... L. B B i s 7 Date: {400 . R e

Aadhaar No. of the Patient (Optional): ...........ccoooeviieiinnnnn, T e i, R

1. | Name: Remarks

doffinid

i '
2. | Complete postal address (with contact number, if any) g

3. | Brief description of the illness

Whether registered with any other registered medical practioner /
recognized medical institution ( If yes, details of the recorded)

5. | Details of essential Narcotic drug dispensed

Signature / Thumb

Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
Dispensed by (Name & ID No.): ........ ATITL I A - T N Signature: ... 840 i,
Received by (Name &IDNo.J: .. daptis b et bl RIBL G L ool v Signature: BT s
TG o R b .

Docu. No: RCH/ FRM/ CLINICAL / 133




=~y

Nolgaoivk [AEmefnas.d

s R

{hl‘ﬁﬂ{iﬂ.:‘:l -‘;- I T
= o4l finisveigeR Sl

il
¥ 1
Viass
MBS
— smol | -1
| | 7 whENITE | e
- L5 I
' 7 i
J SR I W) 2t sk, : i
| _- = 2 0% o
; . i
: X
7 i
= IS57 4l
drovy Biij¥s i 7
B
3 3eid Sap |
| A Dy
S s ! ) rat
- - = 9 it - R |
1
| .
yo o S
!
: |
| 2] |
-
.1‘\"



