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ESTIMATION SLIP |
UHID /1P No.: J yu/-ppoy a3 SiNo. 1 /'18

Date : é,g l‘:l'f{ :

Name of Patient : FWia b, c:'v s \LJM«/fr Vi Age: _cga#Gender:_ﬂ__
Father's / Husband's Name : PAY. g ,v{?}, AC_ [,,Wratel Occupation :

Address : P 29 0 'L_.,r',igr_&, Phone : __ 454 L e gEEmall :

Procedure / Plan f 2t ot [ LS EDD/Dos: A
MODE OF PAYMENT : [} SELF DTPA. [ ]GIPSA: OTHER

_TARIFF INFORMATION :

Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
A“ |
—unared Ward @ Cr ﬁf
Twin Shared Ward 5 ¥
Private Room %
Super Deluxe Room [
Suite Room
Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,
(Package starts from the Doctc‘::;s‘:”ee& Sétggeon's Fee and Doctors F 5 Surgeon's Fee
fimis of sdmission Labo ard Lharges Anesthetist's Fees and OT Charges
s Length of Stay for: o . Length of Stay for :
Pharmacy up to & v d ,‘ Pharmacy up to
A€, 29 .| Investigationsupto 4 (5, . Investigations up to
P 2 oo~ - e
Others A e by oo j_L!L 1 2ot
Neonatologist Charges: [ | Covered [ _|Not Covered Epidural / Entonox : [ ] Covered D Not Covered
)-‘tlal Mmlmum Deposit : ;‘p’ Lol I ./\ {1’ Lra (€ Fr; [ of

1. Room eligibility is purely subject to TPA approval and the Package / Room Tariff starts from the time of admission. The estimated amount may Change agcording to duration
of stay, medical condition, investigations, pharmacy and any other procedure.

2. Proportionate difference of bill amount s 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 Finaneial 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, etc. credit cannot be exchanged. These Iﬁmys 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 no attendant is
permitted in ICU's

8. Tariffs are subject to revision

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

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

; 0 ~51 r‘} DECLARATION

I MK "y ¢ 5{,[ \ //;[ﬂ 'L béve attended the Financial counseling desk and understood the expected costs and
other conditions apphcable 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.

il N freokl
Lt At r ,,'ff A Y& /i C&‘, 7
Signatory Relationship

Signature of the Client Signature of the financial Counselor.

,”/1



Ref No F/OT/05

2

| Sy
SI. No. pate -.. 241 H26 .
Patient Name :f0\0S. a&fﬂcﬁg&w\ﬁge .29 sex:..Female. .
UHID No. . HNH - 00018934, 1P Not.26m 0206 aHO .
LDR T
Date of Surgery :.... 2 L’lh‘f’—é ................. oo+ o012 [[10T3
Name of the Surgery NO?MQ.RC}Q.{QJVQW .................................
Time in 6PM ........................ Time Out :....... O
NAME AMOUNT
1. Surgeon IR DDCha
2. Anaesthetist e e O
3. Asst. Surgeon . DR.L.MANAShA. . '
4. OT Technician  :........... e e
5. Circulating Nurse ... 84S Ah 8

6. Asst. Nurse Sigr&WﬂsJ"’)@ ........................................

Special Equipment : []Laparascopy [ Bronchoscope []Harmonic [[] Morcelator [JC-ARM [] Cystoscopy

Searfa b
Signature of the Surgeon Signature of%im Nurse

Order No. :26.7.0000 2L 66/ Ordered o) - SJ«\.V\H/‘"\ .................




HNH-00015076 IP26-00006940

Mrs BINDIYA YaDAY "%
=01-1907 inbow®
L Or.ARCHAMA AL, ) Rainbow &

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

DEFICIENCY CHECK LIST OF CASE SHEET

SI.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet )
2 Discharge Summary )-
3 Nursing Initial assessment J.
4 Patient Transfer form k=
5 In-patient Medical record NP
6 Doctors progress sheets R
7 Nursing plan of care and handover sheets )
8 Consultation sheet
9 General consent for treatment I
o0 Consent for Surgery
“" 11 | Consent for blood transfusion
12 Consent for chemotherapy
13 Consent for high risk
14 Consent for Restraint
15 LAMA consent
16 Consent for special procedure / Sedation
17 Consent for Formula feed
18 Consent for MTP
19 Consent for Radiological Investigations
20 Consent for HIV test
21 Anaestesia notes (Pre Anaesthesia& post)
22 Neonatal Admission/Delivery/Physical Exam )
23 | Medication Reconciliation !
24 Emergency Triage record
25 Pre operative check list
26 Surgical safety checklist
ﬁ 27 Operation Theatre notes
- 28 Nurses clinical Presentation
29 | TPR&BP chart 2. -
30 Intake and Out take chart (fluid chart) S
31 Drug chart (Regular Prescription) b
32 .| Investigation Values (result sheet) I
33 Nebulization chart
34 Nutritional review chart
35 Intensive care unit (ICU Charts)
36 | Consent for Admission in PICU / NICU
37 The Humpty dumpty scale
38 Braden Q Scale
39 Bed side check list
40 PICU bed formula Dilution feeds
41 | Gastro monitoring chart
42 | Rch ED doctors note
43 BP Monitoring chart
44 | RBS monitoring chart )
K Uto o V..
[Saf=i1))
Total No. of Pages ::a_';r i
Doc. No. : RCH/ FRM / GENERAL / 126 Signature and Date : VY |

;,,/f(gﬁi)




ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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Children’s BirthRight
Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Deaeriy
Name Mrs BINDIYA YADAV UHID HNH-00015976
Father/Guardian Mr MOHIT LAL YADAV Age/Gender 29 Y / Female
Address 15-6-212 BEGUM BAZAR,HYDERABAD, Begum Bazar, Hyderabad, Telangana, INDIA, 500012
IP No IP26-00006940 Admission Date 24-07-2026

Ref Doctor Self.
Discharge Date  26.07.2026

P
DISCHARGE SUMMARY
Consultant:
Dr. Archana Lalithmohan Bhuriwale
MBBS
59786
| Diagnosis: G4AP1L1A2 AT 39"4 WEEKS IN EARLY LABOUR FOR DELIVERY
|
| SPONTANEOUS VAGINAL DELIVERY DONE ON 24.07.2026
|
History:
LMP: 20.10.2025 Obstetric formula: G4P1L1A2
™ EDD: 27.07.2026 Gestation at admission: 39+4 weeks
' Obstetric History:
G1 - 2022 - FTNVD, female, 3kg, A&H
G2 - Spontaneous miscarriage at 2nd month.

ABETION0  Emegancy 3040 - 4466 5535, 91009 25516 vy 040 - 4248 2100 1333 Emeryency } 04069313233

® 1800 2122 @ www.rainbowhospitals.in




Name Mrs BINDIYA YADAV UHID HNH-00015976
iP No 1P26-00006940 Admission Date 24-07-2026

G3 - Spontaneous miscarriage at 3rd month - D&C done.
G4 - Present pregnancy, Spontaneous conception.

Medical History : Nil Family History : Father - HTN
Surgical History: Nil Allergies : Nil 4

Antenatal Details:

Mrs BINDIYA YADAV was booked to Rainbow hospital at 33%2 weeks of
gestation. She had regular antenatal checkups and investigations as
advised.Fetal monitoring was done by serial growth scan. Scan done on
08.07.2026 showed SLIUP at 37+2 weeks with cephalic presentation with AFI
8cm with Placenta Anterior US with EFW 2.8kg with normal doppler. She was
induced with Cerviprime gel at 39+4 weeks after informed consent. She was

admitted at 3974 weeks in early labour for delivery.

Investigations: Enclosed
Blood Group : "A" Positive

Management: Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was mod
acting, cervix was 2 finger loose dilated, long, membrane flat, vertex -2, pelvis
adequate. Fetal well being was confirmed by an admission CTG which was
found to be reactive. Informed consent taken for vaginal birth. Artificial rupture
of membrances done at 6 cms dilatation revealing clear ligour. As per hospital
protocol she was started on V. Taxim in view of ruptured membranes.
Partographic monitoring of labour was done. Further augmentation was done
by oxytocin infusion. She progressed to full dilatation at 6pm. Passive descent
of fetal head was allowed. She was put into position for vaginal birth. Parts
painted with betadine solution and draped to ensure full asepsis. She was
encouraged to bear down. Baby was delivered by sponatneous vaginal
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H05p|ta| \ BY RAINBOW HOSPITALS

‘ Your Right to a Safe Delivery

Name Mrs BINDIYA YADAV UHID HNH-C0015976
IP No IP26-00006940 Admission Date 24-07-2026

delivery, Cord clamped and cut and baby handed over to pediatrician. Cord
blood collected for blood grouping and Rh typing. Placenta and membranes
delivered completely with controlled cord traction. Prophylactic syntocinon
given. Perineum inspected. 2nd degree perineal noted, same sutured in layers.
Instrument and swab count checked. 600 mcg of misoprostol given per
rectally as prophylaxis against post partum hemorrhage. Vagina cleaned with
betadine solution.

Delivery Details:

Date : 24.07.2026

Time of Delivery: 06:17pm

Type of Labour : Spontaenous

Type of Delivery: Spontaneous vaginal delivery

Baby Details:

Date : 24.07.2026
Time of Delivery: 06:17pm
Sex : Male

Weight : 2.740kg
Apgar : 8,9
Gestational Age: 3974 weeks

NICU Admission: No.

Post-Partum Notes: She was closely monitored for post partum hemorrhage.
Breast feeding initiated. Vitals were stable; patient ambulated and was shifted
to room. Patient was encouraged for spontaneous voiding. Dietary advice
given. Her postpartum period following that was uneventful. On first
postpartum day episiotomy wound was healthy and intact. 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

BANJARA HILLS YDERNAGAR (4 1 KONDAPUR OUTPATIENT CLINIC (/] ActreditadVF)  SECUNDERABAD (% KONDAPUR L B NAGAR (1 NANAKRAMGUDA
Ermergency 3 040 - 4468 5555, 91009 23516 tmerge 040 - 4246 2300 gency 3 040 - 4246 2100 Umerguncy 3040 - 4246 2200 erpency 3 040 - 4246 2400 Eemergency 3 040 - 7111 1333 Emesgancy 3 04069113233

0 1800 2122 @ www.rainbowhospitals.in




Name Mrs BINDIYA YADAV UHID HNH-00015976

IP No IP26-00006940 Admission Date 24-07-2026

information. She was given the postpartum book for further reference.

Advice:
1. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 30.07.2026

(7am-7pm) before food.

Tab. Zofer 8mg sos

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

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

5. Betadine ointment for local application..

6. Sitz Bath x 1 week.

e

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.

Review with Dr. Archana Lalithmohan Bhuriwale after 1 week on
03.08.2026 at postnatal clinic with prior appointment.

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. y
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



72
Z

Rainbow® &
|

- Children’s BirthRight
HOSpltal BY RAINBOW HOSPITALS
Your Right toias.ﬂe%ﬁ(‘l?ve;
Name Mrs BINDIYA YADAV UHID HNH-00015976
IP No 1P26-00006940 Admission Date 24-07-2026
Himayatnagar or just dial one toll free number - 18002122, '
You can also take appointments at any time by going online to -@ur
website www.rainbowhospitals.in e WA e '
AN
Consultant:
o Dr. Archana Lalithmohan Bhuriwale
MBBS
59786
o
|
| |
|

@ 1800 2122 @ www.rainbowhospitals.in




2 . Rainbow Childrens Hospital-Himayatnagar

=1

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

ko WEB : https://frainbowhospitals.in

ADMISSION SHEET
| ; - IRRINTRTRTRRL R LR IR ]

Registration Details :
Admission No : IP26-00006940 Admit Date : 24-Jul-2026 Admit Time :04:19 PM UHID : HNH-00015976
Patient Details :
Patient Name : Mrs BINDIYA YADAV Age :20Y
Guardian © Mr MOHIT LAL YADAV DoB :01-01-1997
Gender . Female Religion
Occupation ; Martial Status
Address (H) . 15-6-212 BEGUM BAZAR,HYDERABAD Begum Phone No : 7569847090

Bazar Hyderabad Telangana INDIA 500012 E-mail . NA@GMAIL.COM

-

Admission Details :
Bed Type : TWIN SHARING Bed No :LDR-415 Ward Name : 4F -OT
Room No : LDR-415 Admission Type : First Visit
Contact Details :
Name : Mr MOHIT LAL YADAV Relationship : Father
Contact Address : 15-6-212 BEGUM BAZAR,HYDERABAD Phone No . 7569847080

Begum Bazar Hyderabad Telangana INDIA

500012

Doctor Details :
Doctor Name : Dr. ARCHANA LALITHMOHAN BHURIWALE  Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 30000.00

Payment Mode :Cash Payor Name : SELFPAY
-\ Printed Date / Time : 24/07/2026 16:34 Printed By : 020635 Page 10of 2
|
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PATIENT TRANSFER FORM

%

Rainbow”® . —_
Children’s @ BirthRight
Hos pita] . BY RAINBOW HOSPITALS
It takes a lot o treat the litte. Your Right to a Safe Delivery

Patient Name & UHID No.

HNH-00015078

Mrs BINDIYA YADAV
01:01-1987 a8y
[~ Or., ARCHANA LALITHMOHAN

III|I||I||||I||||I||III|IIIIIIIIIIIII

1P26-00008940

Date & Time of Admission

aylre @ Mg,

Date & Time of Transfer Order

o@Dy

Transfer Ordered by

n@g&»ﬂ

e . M

Reason for Transfer

oSVt 00

From Unit

JLm .

Peoo )

Information to Attendant

Y('esp/ No| |

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes [ | No[ |
@ OB o If yes, what ?
~— Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

1 o

2.

3.

4,

B

Shifting Summary / Notes Written by Doctor :

Yes[ | No[ |

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

A D

A
DR Man <)
Patient & Clinical Records Received by :

| uf3ke @ to e
\__SUU\}O\(\CQQ//

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

Date & Time of Patient Received :

Docu. No. : RCH /FRM / CLINICAL / 102
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ACTIVITY RECORD FOR BILLING

HNH-00015076 1P26-00006940

Mrs BINDIYA YADAV

01-01-1907

a0y

D mmmmmm e IP NO pr, ARCHANA LALITHMOHAN

ST — AT III||||

e
Rain bow | &
Children’s ISR
. r I
Hospital @ oirihiight
It takes a lot to treat the little. | Your Right to a Safe Delivery.
------------------------- Dept : ———<eemman=s
---------------- Time: -===-==su-

of Discharge : -

Room / Bed No : -------=------- Ward ; e Suggested Billable bed type : -=---==-=-mcmoommmmmaeeee
WARD TRANSFERS
Date Time From To Signature of Nurse
‘i)M\ﬁj\Pﬂ’ \C\C @7&&‘—05 Qoo | ML ] @_,\_

/ N

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

10.

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




INVESTIGATIONS

Da}e/ -

) Investigations / Order No. Sign
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MEDICAL EQUIPMENT ( WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature

20k |
- ko |

o .

 TPRasciom pmwP| g

=T




PROCEEDURE
Date Proceedure Quantity /B'r/;er No. Signature
\ o SN 7 N
ol [y Nl et €, 16667 S
il A B
W

H A

| v P’ﬂUZ e,

Date :

Time :

Prepared By : 3

Staff Nurse

Shift / Ward

Billing Assistant Billing Supervisor




HNH-00015078 1P26-00006940
Mrs BINDIYA YADAY

01-01-1907 2y 2
Dr. ARCHANA LALITHMOHA 'z

i~ S| @ eitnigne
IP ADMISSION SHEET FOR OBSTETRICS

It takes a lot to treat the Iitie. my
Presenting Complaints LMP: EDD: & :}) + \

tJo ?My\m@r\f? IWa - Gorrected E0D: ;)D;H"A{g GA: 501*8’%,

Obstetric FOI'HN’& II\&ULQC,%)) 120 Eﬁxgruai History: Regular : - ¥ Yes' I No
C{ uP;L(-b o &’W

Obstetric Hostory:

1,,@(\:‘&02} _’(NVDJB Fundgl Height: qMﬁUA/QMQKDM
ok M

Il - & o Ut. Activity: ] Relaxed 1 Mild Aﬂod (] Severe
Present Pregnanl;y—l?ieconi’t“‘\i’'m’%’i?'*/lf‘\’v‘0'\t iquor: ] Adequate «#TOligp [ Poly

Obstetric Examination

d

DYcdere
P ...-f— B N)/ PP: /ﬁphaiic (] Breech Others
' Head Fifths Palpable: S~
RISK FACTORS: FHS: atNormal  ClTachy [lBrady CIAbsent
i R
Per Speculum Examination
Draining: # [] Present T Absent [] Bleeding
Colour of Liquor: [ Clear (] Meconium [] Blood Stained
Vaginal Examination
L8
S ' Cenvix 2 WTlong [ Partially effaced [ Effaced
Height: ............... cm .
™ Weight:.............. kg Os: Closed Dilated __ 2 £ log 32
A"BI’QIESZ .......... .......‘ ....................................... Membranes D Present mbsent
a Breast: /Eﬁofmal ] Abnormal
o Liquor: [ Clear (] Meconium ] Blood Stained
General Examination: _ —
ConecloiEngss: Pallor: ~— Presenting Part: Vertex [ Breech (1 Others
Icterus: ) Edema: < Sutton: 322 01 00 O +1 & 42
Tomp:-fe buclLe PRAC bjw~ Pelvis: Adequate (] Doubtful
BP: 110/ go MJ—UJ . DTR
CVS: ¢ aft) RS( 2
Liver/Spleen: [ N Urine Output:

so= DIABNOSIS o< --ommmmmm e oo =

Cyhuhs lqurkerLkd \ pienw NUD M et
g id

Docu. No. : RCH /FRM / CLINICAL / 087
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HNH-00015078 1P26-00006940
Mre BINDIYA YADAY

- T
Family History: —(—\&W =
k&CJL ) A N'f(\} Surgical History:

Q¢ -

Medical History:

T, - Medication History:
7@%\7%‘9 /W-W”ﬁ"% w e (pp

Plan of Care: - Gplcian i

Investigations:

é—:t;s oS
M NR_ "rUO_U

HN -
N DRL

Q"ﬂ/\%
RN =
Qb

5 fodn

39 Gk
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___ Mrs BINDIYA ‘IADAV

. pr ARCHANA

8940
|P26-0000 ,/
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HNH-00015076

04-01-1907

\\\\\\\\\\\\\\\l\\\\\\\\\\\\\\\\\\\ Hospital
PROGRESS NOTES AND DOCTOR'S ORDER

BY RAINBOW HOSPITALS
Your Right to a Safe Deliver

Children’s .BirthRight'"

P

2“}?,.,& Progress Notes Doctor's Order
\obhe 3
vl Nl D Aedhona
’Q?ﬁ Gl ) 59w fsadgleb
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Docu. No. : RCH /FRM / CLINICAL / 088
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HNH-00015976

Mrs BINDIYA YADAV
01-01-1997 i
Dr. ARCHANA LAL| Rainbow .
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It takes a lot to treat the littie. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

1P26-00008940

N

Date

& Time Progress Notes Doctor's Order
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PROGRESS NOTES AND DOCTOR'S ORDER
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date 25}4[%5 ........ TIMe: ... 2T R—
\ 0 ~ 26 kg/m’
Origin: ........ —T"‘C]‘OW] ............ Height: .......... s Weight: ........ oo BMI: O ~28 kg/m*
0 ~ 30 kg/m?
) 0
o Food Allrgies: ....... B e b ———
Diagnosis: ............. s AT - s N
@ TypeofDiet Diquid O Soft ONormal O Diabetic
(] Vegetarian L Non-Vegetarian [J 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
e R R S e SRIINE . o T it ik s s inn
q
Name: ........... 23 V‘O]Q] ) Yﬁalﬁ‘/ ........... Name: ...... SWLMCOLC’; ............................
Date & ﬂmef).as/?[)’ét’bt/}“"’ Date & Time: 9’5)3/26;1—,/}4

Doc. No. : RCH/ FRM / CLINICAL / 195 (PT.0)
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|P26-00008940 P
Mrs BINDIYA YADAY bé ®
01-01-1907 20Y Rainbow . . -
Dr, ARCHANA LALITHMOHAN Children’s @ Blrtthng;‘E
H BY RAINBOW HOSPITAL!
M |II|||| riospial _ | gzt
Date of Admission: ‘)_Ltl?()«g DIUQ ABIOIBS: .vuvissimiisvimisiimisiisssesivassinseasnses 1 Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

GENERAL
DOCTOR

- 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

nNURSES

1)

Right Patient

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

2) Right Drug
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

3) Right Dosage 4) Right Route  5) Right Time

S0S / PRN (As Required Medication)

DRUG :

Date

>

Time

Dose Route

Frequency

Start Date

Doctor’s Signature

Valid Period

Pharm.

Additional Instructions:

ﬂ DRUG :

Date

Time

Dose Route

Frequency

Start Date

Doctor's Signature

Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

Y

Ti@e

Dose Route

Frequency

Start Date

Doctor's Signature

Valid Period

Pharm.

Additional Instructions:

(

Docu. No. : RCH/FRM / CLINICAL / 118
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REGULAR PRESCRIPTIONS

Weight. .................. Ward, .ocomiinn .

H)RUG Ty (EfeTAximéE

Date
Time

M)

Dose Figute Frequency |Start Date
1am | IV | BD 24[14

Name & Signature of the Doctor
Starting the Drugs:

@ D Maveere.

[
l
X

Additional Instructions:
fTb-

Daily Doctor’s Endorsement by a Sign

DRUG : —ECEFIYTIE.

TIJ"IIE

Date* /

Dose Route | Frequency |Start Date

&

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: - CEFIWLIMmE

Tlr'ne

Date m’q'é\/)f

Dose Route
2&011\\ Plr BO

24>

Frequency |Start Date

il

Name & Signature of the Doctor
Starting the Drugs: A
._/

M=

o

+
.§|r
.\-

—

¢

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG: ~ [ Z2g2opoL SP

Date

Dose Route

Heb | Po | Bo |23

Frequency |Start Date

Tirpe

Name & Signature of the Doctor
Starting the Drugs: ___@/ L

Bronerse—

[ ad

{.' “;\emmﬁ

Additional Instructions:
Sexvrhe ephdovs
mmuﬁmﬂf

A
Sl

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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iy i) - Fekie
Sheet No: ............ REGULAR PRESCRIPTIONS weignt ........... Ward

DRUG: 7. PArI0remall %‘;‘;‘;@8
Dose Route | Frequency | Start Dt. ’ '
‘-Nnj f£lo Onp 24 RE //

Name & Signature of the Doctor ' -
Starting the Drugs: __é__: [ -

(9vn»~"(“~ Y
Additional Instructions: /

N

/
S
D &

Daily Doctor’s Endorsement by a Sign

DRUG : SY p QuPHAAC Dater LAX
Dose Route |Frequency [StartDt.| | .
(S | Plo | Plo |26]% |

Name & Signature of the Doctor \ %

Starting the Drugs: /&

Additional Instructions: i e

/é?

4
§
—+ 5

>

Daily Doctor’s Endorsement by a Sign

DRUG: O /MEIRe - P %?;Z' ;g\;\

Dose Route | Frequency | Start Dt.

Rne | £/n | 8D |23 | o0 by
Name & Signature of the Doctor Nad
Starting the Drugs:

MDne~te

Additional Instructions: i
ﬂ')t-fyfbhmlﬁ/(u =flone '@\ 2
Coviel v [ el

Daily Doctor’s Endorsement by a Sign

7
DRUG: |- PARecevAme  DEBENXE A4 /
Dose Route | Frequency | Start Dt. i

4 . Plo i {15 251 ~N o v
Name & Signature of the Doctor n J
Starting the Drugs: ﬂ/ / \J
. an ¥ \\/\Q\
s \ // H ~
Additional Instructions: N

g
N

Daily Doctor’s Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108
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(F)

\

Rainbow* ) e
Children’s @ BirthRight
Hogpita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Sheewno: ............. REGUI‘AR PRESCR'PT'ONS Weight .............. MBI, s o ermvsmininss
DRUG : 'T-'Dbmpui&m TD:;Z ,,K\‘)( s
Dose Route Ffequency Start, Dt. [
\Ov| PO_| D 3| HE T [ b
Name & Signature of the Doctor ' bl '
Starting the Drugs:
 Additional Instructions: __~_— ' | N\
;o N i ﬂ/
o' ) I

Daily Doctor’s Endorsement by a Sign

pru: T+ Nicosdiq P
Dose Route | Frequency | Start Dt. -
lom| po | oD i

Name & Signature of the Doctor  /

Starting the Drugs:

1 e Y

PO

Additional Instructidns:

Daily Doctor’s Endorsement by a Sign

orus : Az i Hhwowwtn Dae 3
%ose Route Freque}lcy StarDt.| |
Name d Signature of the Doctor ) b
Starting the Drugs: o U
T Jedl L
V) A '
Adédttional Instructions: A -
Y. &0»6\
Daily Doctor’s Endorsement by a Sign
pRUG : | €¢ome PEOBRe, M«ﬁ%ﬂl\‘* )
Dose | Route |Frequency [StartDt.| _ofcA®
Uty (0 - ?5 '3§ ZIE L)) -
Name & Signature of the Doctor N\
Stamng the Drugs: ’% < <D( it ?—“ =

Addltlonal Instructions:

L

—

WW

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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1 BY RAINBOW HOSPITALS
T i
Sheet No: ............. REGUL‘\AR PRESCR'PT'ONS Weight .............. Ward ..o

DRUG : Ty ONDANSETRON %ﬁi'@r&\
Dose Route Frequency Start]Dt. y

fva| IV | BD | ]* INTX [

Name & Signature of the Doctor

Starting the Drugs:
B ova P

Additional Instructions: m(“
\

S

Daily Doctor’s Endorsement by a Sign

onug : PANTOPEAZOLE  [faEh A
Dose Route | Frequency | StartgDt.
U W | OD vfr!fg'

Name & Signature of the Doctor

Al o,
Starting the Drugs:
A f A
D W% 7 ) 7

Additional Instructions: J

N

Daily Doctor’s Endorsement by a Sign

oRuG :DEXAMETHASoNE et X ¢
Dose Route | Frequency | Start Dt. y AN

Ama | IV | ED | 2503 OV

Nam& & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

—

Daily Doctor’s Endorsement by a Sign

pRUG : FANTO PRAZSLE e L\
Dose Route | Frequency | Start Dt. - )
Homy | v 95 1513 paed

Name & Signature of the Doctor

Starting the Drugs: @
Additional Instructions:
?’\QV(\: .
NV

Daily Doctor’s Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108
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AT lIllIlI

"2
Rainbow”
Children’s
Hospital

It takes a lot to treat the litte

BY RAINBOW HOSPITALS

‘BirthRighf

Your Right to a Safe Delivery

Sheet No: ............. REGULAR PRESCRIPTIONS weight ... ward ...
0RUG : METOCLOPROMME  [rine A

Woeay 1M | oD [t

Dose Route | Frequency | Start Dt.

Name ¥ Signature of the Doctor
Starting the Drugs:

Ml

/Y
o

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : e
Dose Route | Frequency | Start Dt. .
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : plley
Dose Route | Frequency | Start Dt. i
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Dater

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional instructions:

Daily Doctor’s Endorsement by a Sign

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

(P.T.0.)
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I:l1 M 1“7
Date»
\ “““\ \“\m\\“\“\“\ \“\‘\\ Tmle I Nurss Sig l Nursa Sig. ] Num£ Sig. I Nurss Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor i Hoge Bosy Boss
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign
Additional Instructions: = pose pose pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VAnlABLE DOSE T[me l Nurs&Sig Nursism [ Nurs‘erSig. L Nur*:’.:Sig.
A Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
RDUtB St art Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Q Name & Signature of the Doctor - Do D it
%l Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Additional Instructions: i pose pose frome
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
. o Dosage & Other ;
Date Time Medication sthichions Route Signature Nurses
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01-01-1907 mar:HMOHAN 1 Rainbow® .

gr. ARCHANA i i : BirthRi htm

S T Rospital ~ | () euesvests
RESULT SHEET

Date 24 IQ- 25 [Q—

Time
Hb 6 |18
PCV 32.9 22.3-
RBC .04 Li 10
WBC . 1. 30
N/L G- ]| RST81-310.0
Platelets | H JAV
CRP '
ESR
PCT
RBS
Na 132,
K

o v 02
Ca/Mg ”
Phosphate H
Urea
Creatinine
ALP E
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

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




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood X

bﬂmt-f QaaUp| h’t PV
J ! -\

v o
HLY

v
e

gy

CUITUTE AN SBNMSITIVITIBS & .veeeeeee e et et ee ettt et et e e et e e et e e e e e s e ea s e ea e e eae e et e e es e et e eas e e s e e eenees s e eas e et eane e et eseanenenean
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Early Warning Observation Score Chart - Obstetrics

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

Date

/a

11

S

10]11]12 3\

Time

q,,u\q/

RESP

> 30
21 -30

(write rate in
corresp. box)

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

40
39
38
37

2. dwsy

3

36

35
< 35

170
160
150
140
130
120
110

djey Jeay

100

90

80 1z &

h:y2

DN

70 i v Ty

GA—
60

50
TN = 2 8 s, 2o Vo o o [ S N S e Ve e e 1

190
180
170
160
150

140

130

120

110 \J

100

anssald poo|g 21|0ishs

90
80
70
60
50

130
120
110
100
90

80

RT

70

60

-
| ainssald poojg Jjoiseiq

50
40

NEURO

Alert

RESPONSE
[

Voice
Pain
Unresponsive

URINE
mils / hour

> 30
< 30

-

—

Proteinuria

Lochia

-~

Normal
Heavy / Foul

Protein + +
Protein > + +

Liquor

Clear / Pink

Green

o]

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial

X o)

N 4%




[ Obstetrics and Gynaecology J

Early Warning Signs

e )
I ) 1 Yellow Alert :
} Repeat Observations
in 30 minutes
. Wy,
4 ™\ 4 N
Complete a Full : 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\ J \ J
(.. )
> 2 Yellow Alerts or > 2 Orange Alerts:
[Immediate Review by Obstetrician and
_ Repeat Observations
(in 15 minutes or continuous
* _ monitoring
» AN Y,

e

N ; s
* The Modified Early Warning Score (MEOWS) ~

2]

-0 O —

e dre——
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Hos pital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

\|

cdily waining Observation Score Chart - Obstetrics

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

/\’X\' Date - 1 2kl s
a» Time | 8 | 9 [(fo)11]12] 1 3fefsle[7]8|@[w0|@2]@) 2[@]4][E) 6l

[4

N

RESP

(write rate in
corresp. box)

> 30

21-30 V)
11-20 v
0-10

Saturations

94 - 100 %
< 94 %

Administered 0, (L/min.)

3, dway

40
39
38
37 A
36 X

35 v
< 35

ST T L

<b

'?43

N
>

V4

w5
P
-

ajey Weay

170
160
150
140
130
120

110 .

2 * H

90 i LA [4 3 \ L 2
80 — 0 AT

. Lt A T T e
60

50
40

=

—>
anssaiq poojg Jljoisks

190
180
170
160
150
T } A l.o s
130
120 £ i 2 “& N
110 \
100 i i
90
80
70
60
50

p

{it

=

JE
i
'5 .
PP
b | P
A
l-1p
-]

'\b ::

-
ainssalg poojg djolselq

130
120
110
100
90 \
80 ~
70 2 [0
60 I
50
40

o F
bt
E;—- €
I
EN
Y

LD It
a
=N
5

NEURO

[¥1]

RESPONSE Voice

Alert | | \. = - -— - =3 I\‘-\] *—]

Pain
Unresponsive

URINE

mils / hour <30

> 30 — -—

Lochia

| Normal e N —
Heavy / Foul

Liquor

in+ +
Proteinuria Protein
Protein > + +
sy fou T S T T T T T T T T e e
V — e S

Clear / Pink
Green

TOTAL ORANGE SCORES

TOTAL YELLOW SCORES g [ g’ re) @ [2) - )
= ]

Nurse Initial

o)
Ve
P




Early Warning Signs

[ Obstetrics and Gynaecology ] ‘

.

N
1 Yellow Alert : b
Repeat Observations
in 30 minutes
' Y,
4 N[ A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
. Call the Obstetrician and Repeat
Set of MEOWS | Observations
Observations |- in 30 minutes
\ 2 R Y
4 p
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
. ) Ty Repeat Observations
F in 15 minutes or continuous
monitoring
- /

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

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

Léb“‘)f Time | 8| 9|10|11]|12|1(2|3|4|5|6|7|8|9f10f/11|12|1]|2|3|4a|5|6]7

>30
RESP mu ~30 ’

(write rate in
corresp. box)

Saturations

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

40
39
38
37
36
35
<35

170
160
150
140
130
120
110
100
90
80
70
60
50
40

190

180

170

160

150 \
140
130
120
110
100
90
80
70
60
50

130
120
110
100
90
80
70
60
50
40
_—
NEURO Alert T 1 ] 1
RESPONSE Naits
Pain
[¥] Unresponsive

URINE | > 30

mls / hour <30
Protein + +
Protein > + +

3 dway

ajey ueay

— _
anssald poojg Mj0ishs

<+
ainssalq poojg dIjolsel]

Proteinuria

Normal
Lochia Heavy / Foul
" Clear / Pink
B o e e e e e O O T e et e
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial




Early Warning Signs

[ Obstetrics and Gynaecology ]

1 Yellow Alert : '
Repeat Observations
in 30 minutes

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

4 N[
Complete a Full
Set of MEOWS
Observations
\_ J N
(
.

> 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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It takes a lot to treat the little.

[ FLUID CHART |

Sheet NO. & oo,

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

Total Intake : \n\,@m

M [ Intake Oulput o [
Date | Time (I#aélltri% Route NG | Diarrhoea | Vomit |Drainage | Urine "é%gr'gg I&Lgrge
Mouth | IV N.G
08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm

Total Intake : Total Output :
0200pm | RU \9cm) |
0300pm | X | Gop) gl 1)

1w 2 [as | Yoom) - .

\7{}(’ is00pm | R [~ \oom 4y | x

A Boopm| RC| HD llont “

o00pm| RC | T |ipeml ‘ U
Total Intake : {eOKD Total Output : [0}

Boopm| — [NAW - , v 5

09:00pm| - .\:\QVL\ . / / (/ /L

10:00 pm v P A
.4\3\7['11:00 pm . / Y4 S
/4 1200 am N [ N

01:00 am il i )

Total Intake : < \/ . Total Output: ) | M\- D
0200am| | ., 4\
o3o0am| ||,y 1106wy v | ]| 7 ]

Joeo0am | @ | V160N 7 I
6Y"W ts00an| | | Mo [0om] i |0 &
) 06:00am | | 10 = A\
o7:00am | [ - }00ml 3 |

Total Qutput:  tJ_ |

> ]

S

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Rainbow®
Children’s .
Hospital .

[ FLUID CHART |

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

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

R | ~ Output |
Date | Time (Eagﬁ]ri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebits I\sltlﬁge
Mouth | LV | NG |
0600am | ) loon ARvaul
0900am | o/ | iR |Joomd £ 2
\‘180'10:003m Pl loo kL /| / o | &Nt
X( 100am| p| | OBM eyl ¥
v 1200pm | ) ) mowt] v ba —
0100pm |y ) | NP yoce i
Total Intake : Total Output: | | — ;i -
0200 pm | @ L— oo /o Q
03.00 pm SS( (w0 Al |
)§04:00pm | b ‘P“U# '1‘?‘ 1o X ﬂr/' Kol /4
L 0500pm | b OOt i B
cJ/Z)\ 0600pm | S owd / L— )
07:00pm | WS [pond
Total Intake : Total Output :
om0 | 105 ook
09:00pm | WS y Lol /[ ol
1000pm | S [k |gord ( /v
\,X\f\* 1:00pm | 155 [ oot | koo 3 B =
O e el I N y |
01:00 am DNS tgomd ’
Total Intake : Total Output :
0200am | DS oM /
Gt o Tl 7T
LQP“ 04:00am | Pp) 5 " V'Q ’\Q‘Dn! / : h‘< @_
o0 [os00am | s P Troond S N 1
06:00am | DN \oond |~ P A |
07:00am [ DS ook / .
Total Intake : Total Qutput :
Total 24 hrs. Intake Total 24 hrs. Output
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| FLUID CHART |

Sheet NO. & oo

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.
v éhe

Thrombo- '
; Nature ; ; : : iti Sign.
Date Time | of Fluid Route NG | Diarrhoea | Vomit |Drainage | Urine "2';’3:25 Nu?s :
Mouth LV N.G

08:00am [ ) foom ) | A
09.00am | | \QOm -
)

g [1000am looet | Whe— L g 0 .,g;
B\j\q/ 11:00 am

1200pm| |
01:00 pm
Total Intake : Total Output : vV — M~
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

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




Patisiit Sticker

SHEBEND, oo eeseemenses

M//

Rambow
Children’s
Hospital

It taxes & kot ko treat the [tte,

\\

( FLUID CHART )

BirthRight'
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

by

1. All measurements ifi mi. -
2. Addup each column sebarately Make addifiofis across the page to obtai 24 frs. total of mtake and output.

S
e %«ﬁ

‘a@%
‘;

7 Iﬁ"‘ T
"% lx_ég;ﬁ"

Output .

Date Time

Naiure
of Fluid

Route

NG

Diarrhoea

Vomit { Drainage

Uring

IV SIte
Thrombo-
phlebitis
Score

Sign.
Nurse

Mouth

A}

N.G

08:00am |

e

09:.00am

. It

10:00 am

-

,L

11:00 am

y12:00 pm

01:00 pri

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00pm

Total Intake :

Total Output :

(8:00pm {

09:00 pm

10:00 pm

11:00-gm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am {

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Ouiput

’
3

N
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NURSING CARE RECORD

M’
Rambow
Children’s .
Hospltal .v

BirthRight

BY RAINBOW HOSPITALS
Right to a Safe Delivery

[] Maintain Airway and Oxygenation

[] Relieve Pain & Discomfort

[] Maintain Fluid Balance

[ Improve Activity Tolerance

Date: 2%)7’}16 .........

] Maintain Skin Integrity

[] Maintain Good Nutritional Status

(2] -
§ [Z1 Maintain Personal Hygiene (] Prevent Infection ] Meet Elimination Needs [ Ensure Safety [] Early Ambulation Reduce Anxiety ] Patient & Family Education
S | [ Identify Potential Complications (10 PN THEIBTS: SOOIV vcvasemmmarsmisswaiow s s s v o e o B o S 0 DR S S AR
- : . . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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NURSING CARE RECORD

"2
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Child _ren’s
Hospital
llllllll little. Your

BirthRight

BY RAINBOW HOSPITALS

Right to a Safe Delivery

[”] Maintain Airway and Oxygenation

("] Relieve Pain & Discomfort

[1) Maintain Fluid Balance

1 Improve Activity Tolerance

[C] Maintain Good Nutritional Status

Date: 2577)2,0

1 Maintain Skin Integrity

§ [CJ Maintain Personal Hygiene [] Prevent Infection [ Meet Elimination Needs [ Ensure Safety [] Early Ambulation Reduce Anxiety [1 Patient & Family Education
S | [ Identify Potential Complications T A OIS SRRHV: s ot s S S e e o A e N A s e
Time Plan of Care . Time Implementation Evaluation Re-Assessment ,\'},“g?;,,';?;’,‘g
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[] Maintain Airway and Oxygenation

NURSING CARE RECORD

"%

Rainbow® . R
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

['| Relieve Pain & Discomfort

7] Maintain Fluid Balance

7] Improve Activity Tolerance

-] Maintain Good Nutritional Status

Date: 25/#/26 ....................

[ Maintain Skin Integrity

é [ Maintain Personal Hygiene [] Prevent Infection [ Meet Elimination Needs ] Ensure Safety 1 Early Ambulation Reduce Anxiety [[] Patient & Family Education
& | [ |dentify Potential Complications L ANY OHNEIS. SPBCHY . ... eeet et e ettt e e e e e e e e e et b b e et e aeras

Time Plan of Care Time Implementation Evaluation Re-Assessment 'i"s'.?;n'm:

0 | R P g | B | Resessauie: fhe .

® o)
. oSOV Vel S “Teonroed Yeia0S R | PR Sgjape [SRChe(ke o
£ Snalotaln 216 Chard Y eelncdeSnay QNQ),%SU yrtads G«
= | |[Preeetisien Whediady | | [T fedicadtey cy goxg
o P YOOt Sy Cnaid—
— R oo fawdd dred- By =W 0h Npuldes

g

Night
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Rainbow® . o
Patient Sticke Children’s ‘Blrtthght
BNt oucxer : 1 BY RAINBOW HOSPITALS
NURSING CARE RECORD Hospital | R oo
'\. v Date: ....... e et rnens
s | [0 Maintain Airway and Oxygenation T Relieve Pain & Discomfort [0 Malntain Fiuid Balance O Improve Activity Tolerance O Maintain Good Nutritional States O Maintain Skin Integrity
'§ O Maintain Personal Hygiena (3 Prevent Infection O Meet Elimination Needs O Ensure Safety O Early Ambulation Reduce Anxfety [Z1 Patient & Family Education
S | O |dentify Potential Gomplications T 1T P SR
Time Plan of Care Time Implementation Evaluation Re-Assessment 'é“é?gnﬂ?.}‘,‘:
S A ool I
. t ‘l ., Tr oy # ( 1
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I %0 D0

0006940
:N“:l:rl;t?:mmv . @ Z
~ Mre = .
04-01-1907 4 Rainbow”
| r, ARCHANA LALITHMOHAR Chi : . Bi .
ildren’s irthRight
\“ “\\\“M“ “mm\ \“\m Ho spital . BY RAINBOW HOSgTALS
CHECKLIST FOR THROMBOPHLEBITIS DOSpI. o i b et
S 2<% )t 4l /26
Y . DAY:2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE | m T E % (*m 3 (ﬁ) E Remarks
. No signs of phlebitis / el sl v
1110558 aonsars edty Observe cannula 0 NSV SV /‘7/\ W (02
One of the following signs is
evident : Possibly first signs of phlebitis
2 * Slight pain near the IV Site / / Observe cannula 1 |3 Q— Nﬂ o ﬂ%\ W M
* Slight redness near IV Site b
Two of the following Signs i
e Early stage of phlebitis / 0
3 are evident: S 2 ‘\) \g
Pain at IV site Redness Resite Gannula NA [NA IVA /0)\\ WP
':ﬂigérf?? fallowingSgad are Medium stage of phiebitis /
4 gyl Resite Cannula Consider ]
Pain along Path of cannula o)
Redness around Site Swelling Ao DA N A 4 ﬁ@\ Ng‘ ‘J[}—
All of the following Si
evigerg[] an 'g::é?lgsisfl}gfs b Advanced stage of phlebitis or
5 | Pain along Path of cannula the start of thrombophlebitis / 4
Redness around Site ?fe:tf:ge(r:l?nnma Consider NJARRNA rg /L%\ ML
Swelling palpable Venous cord NQ—
All of the following Signs are
evident and Extensive : Pain Advancedhstagt_e of
6 | along Path of cannula Redness | firombophiebitis/ 5 NP KQ?
around Site Swelling palpable Initiate treatment Re site N [va Vi | N8~
Venous cordpyrexia Cannula
Signature of the Nurse /S’_n (\\“,gf‘ @\, B

v

NOTE : Phiebitis 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 Char?? 3

SIONANS [ uvii e B T b Name :

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

Signature of

Signature : .

Ward In Ch@




5 Patient Sticker
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-

00

!

00O

CHECKLIST FOR THROMBOPHLEBITIS

Yz
Rainbow® )

Children’s
Hospital .

It tzkes & kot to treat the fitte,

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

(WG -

{0 DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION ¢ > STAGE/ACTION SCORE W T E TN | W T E M T E N Remarks
1 [V site appears healthy e %Ohgg:i g;gsllﬁg't's/ ‘ ' (1t 0
One of the following signs is
5 evident ; Possibly first signs of phigbitis , 3
* Slight pain near the IV Site / /Observecannula 7 iy
* Slight redness near IV Site } *
3 ';:;oeggt}ggtfollowmg Signs Early stage of ph[ebitis4 5
Pain at IV site Redness | neoel aiula ' B
All é)f the following Signs are Medium stage of phiebitis /
evident : . :
4| Pain along Path of cannuta ?emtte.{);tnnula Consider J
Redness around Site Sweliing;; , rea m‘e < AL
Al of e TGIOWMG SgNS 21 | pdvanced stage of phiebts or
5 | Pain along Path of cannula g‘e q{ttargof thliOﬂ(l}bOpl_]{}EbltlS/ 4
Redness around Site Te str: annuia L-onsider
Swelling palpable Venous cord, . reatment.
Al of the following Signs are
evident and Extensive : Pain ,?]dvangedh?t%gg of
5 | along Path of cannula Redriess : ,“I’m ophie msé . 5
around Site Swelling palpable « | Iiiale reaiment Re sitg ..
Venous cordpyrexia Cannula
Signature of the Nurse

»

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

Signature of Shift In Charge :

Signature : ......oeveeenn S AT SO 1111 I O SR

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

Signature of Ward In Charge

-

LIy

v

SIENARUNE 7 v renieer e seeressassostons NAME § svevureseresssnsassssmenssssnsassesessassemensasaons
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BRADEN 'Q’ SCALE

)

Z

Rainbow*®
Children’s
Hospital

It takes a lot to traat the little.

|

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

llllllllllHIlllIﬂIlIlllllHlllll vie [ 2] AT [oclzn
Time : SY:IS Ny Mg | me
sty OB 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, \1
without assistance. to completely turn self independently. independently. 1’(
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
ST ) Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
g:::::!;ﬁ%? &m . bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at |east once every 3 3
wheelchair.” shift in bed or chair. 2 hours during walking hours. \3
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

skil:c:s“;Tcgse d by perspiration, urine, drainage, efc. Linen must be changed at least every linen change every 12 hours. changes,; linen only requires changing
-k sI:ure Dampness is detected every time 8 hours. every 24 hours. L’
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

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

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

y
1
1
1
T

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely 4\ t( lt
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down.
1. Very Poor: 2. 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/d
OR rarely eats a complete meal and
generally eats only about haif 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;
< 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/d!; 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.

)
_ TOTAL SCORE A% 25
Severe Risk : lessthan 9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23 O+ 2t
Evaluator's Name Jﬂ, Qﬂ- D—

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




O O

Support Surfaces
Risk Score - Category Action {Pleasa Note: Only required for children who-are deemed at risk due
1o altered mobility, consider occupation therapy referral for advice
a Redu:ar'l’urning Schedule ‘ .
, * Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the hegls Gel pads for high-risk areas
Use pressure redistribution surfaces Aternatina bressure matiress 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
2 : * Use the Same Protocol as for “At Risk” Patients L
13-14 Moderate Risk (el pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
' Alternating pressure mattress overlay
v : Follow the same protocol as for “Moderate Risk” Patients High density foam matress
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 matress
‘ » L3
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Morse Fall Risk Assessment Form

)

2z
Rainbow’ . e
Children’s ‘BlrthRught

Hos pita] BY RAINBOW HOSPITALS

—_—
Tt takes a lot to treat the little. Your Right to a Safe Delivery

Date / Time ¥ bﬁ
Choose Highest Applicable Score from each Category f 2‘“ } 2 6[ Fall Risk Grading
Score g fm 6
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mors?r::lsl}Scure Keiion
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0 6
Y 20 o
IV / Heparin Lock or Saline Nes : i 2z Implement
! Moderate Risk 25-50 Modera_te Fall
Impaired 20 rfeVEﬂ'ﬂ?"
ntervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 implement High
Forgets limitations 15 Hiah Ri Risk Fall
Mental Status igh Risk 2 51 :
! Oriented to own abilty 0 Srkopardd
Total Morse Fall Scale Score: SO
Signature ,7?/’ y 5

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

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

Moderate Risk (25-50) Apply all low risk intervention and
| Assist and/or supervise ambulation. Reinforce to always call for assistance
_| Hourly safety check
[| Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[] Initiate constant observation by healthcare provider as appropriate to patient's needs
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Pain'Score

)

> 9

PAIN ASSESSMENT FORM

,/ﬁ'

Rambow
Children’s
Hospital

It takes a Jot to treat the Mae,

N

BirthRight

B_Y RAINBOW HOSPITALS

Your Right to #%Sate Delivery

Modifying

Patient / Family

Date Time (0/10) ALocatInn Duration Acuity Character faotors Educated .Interveniion Sign
{J Continuous | [ Acute ] Sharp (1 Dull Tl Increasing | [ Yes
()Jr\hr 20m 0 NA [ Intermittent | (] Chronic ] Aching [ Burning | [ Decreasing | [ No ’J pr ;Q;
[J Continuous | ] Acute (] Sharp [ Dull [ Increasing ] Yes
')‘\‘l b, Qs ? ml o ﬁ)pr {7 Intermittent | I Chronic (] Aching [ Burning | [ Decreasing | [} No p /,}_ _!Z}'
] Continuous | [ Acute ) Sharp [ Dull ) Increasing | *Yes VO o
417 |1 Py o\ N ] Intermittent | 7 Chronic () Aching [ Burning | [ Decreasing No
\ ND C1 Continuous | [j-Actte [y 8t ] Dull [ Increasing | = VYes N
9}}7[3‘ b O E’I’rﬁiﬁem ] Chronic ] Aching [ Burning | [>-Decreasing{ [ No &N
[1 Continuous | [ Acute [ Sharp 1 Dull [ Increasing ] Yes WA
25 (l? )217 100 @ / I/ NA ] Intermittent | (] Chronic (] Aching [T Burning | [J Decreasing | [ No &“j
W"’ / Q\ ] Continuous | [=Acute T Sharp ] Dull [ Increasing | < Yes 0 )4
?f"" ° )b +ftermittent | [ Chronic () Aching [ Burning | I-Becreasing | [ No -
. [ Continuous |——Acute AL Sharp ] Dull [] Increasing | LLlYes %‘T“M C%S«
26 &f bé ey | W0 nl§fy | Clintermittent | [ Chronic [ Aching [ Burning | [ Decreasing | [ No
1 Continuous | [ Acute (1 Sharp (] Dull [ Increasing | [ Yes
(] Intermittent | [ Chronic (1 Aching ] Burning | ] Decreasing | [ No
(] Continuous | [J Acute (] Sharp (] Dull [ Increasing Yes
1 Intermittent | [J Chronic (1 Aching 1 Burning | (] Decreasing | [ No
[J Continuous | [ Acute [ Sharp 1 Dull 1 Increasing ] Yes
[] Intermittent | [ Chronic (] Aching ] Burning | ("] Decreasing 1 No
Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)



v PAIN ASSESSMENT TOOLS
FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
i SCORING
CATEGORY
'S . 0 A 1 : 2 |
- / . ) N 5 S
~ i . QOccasfonal Grimace or Frown, Frequent to constant frown, E
k Face ] No Particular expression or smila withdraw, Disorlented quivesing chin, clenched jaw
- Legs Normal Postion or Relaxed Uneasy, restlass, tense Kicking, or legs brawn up
t : .J . ~ v .
! 1 Laying quietly normal position, Squirming shitting back and .
Activity moves easily forth, tense Arched, right, or Jerking
Numerical Paln Scale (Obstetrlc and Gynecology) . =
1 | | I 1 1 1 ] l ] 1 Moans or whimpers occasional Crying steadlly, screams of sobs,
i i I ; i i I J 1 | — ¢ No Cry (Awake or asleep) i
H : ’ i } : . : ! wm ry complaint _ _ frequent complaints
No Pin , Postia ban - ) Eeas;ured bg ?ccg;fendalt %ching. ’ {
: Content, relaxed Lgging, or belng 0, Difficult to conéole or comlort ’
Consolability distractible o}
Neonatal Pain, Agitation and Sedation Scale {(upto 1 Monih)
4 ]
Assessment Sedation Normal Paln / Agliation
- ) Criteria < v
) Wang - Baker (Pediatrics) Above 7 Years 2 1 0 b1 0 2 L
Crying Ne Cry with painful ‘ Moans or cries Appropriate crying Not| Iritable or erying at | High-pitchad or ilent-
' “ Irvitability stimuli minimally with painful| iritable intervals consolable | continuous cry
o .2 T 5 m stimulf ) ~, | Jnconsolable _r
No Hurt Hurts Litte Bt Hurts Littie More Even More Hurts Wholg Lot Huris Worst Behavior State | No arousaltoany | Arouses minimally to | Appropstate for = ﬁa’sﬁ&ss, squirmlirlli] ' Amhing.'[dc'!éfiﬁ i:onstanﬂy'awake
stimuli stimull gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimatly / no movement
| movement movement (not sedated)
Factal Mouth is lax Minimal expression | Relaxed Appropriate | Any paln expression | Any pain expression
Expression No expression with stimult intermittent continual
Extremilies | No grasp reflex Weak grasp reflex | Relaxed handsand | Intermittent Continual clenched
Tana Flaccid tone decreased muscle | fest clenched toes, fists | togs, fists, or finger
tene Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, B 520, | stimull variability from normal for from baseline baseline, 520, less than or .
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with | equal o 75% with stirnulation -
apnea stimulation - quick | stow recovery Out of sync or
recovery fighting ventitator

~/




:ﬂ*:i:::m:mm " ;’//
) ainbow”® ) Vo
n.-,um \“\\ ] Children’s . Blrtthght
l \\\\\\\\\M\“\“\\ Hospital _ | () zmseoneim:
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCIOT: ..cucovveiieeeee e Department: ........cccoovvverevnicninnn Date of AAMISSION: ..........vcccerecccecnens
Z | Diagnosis: ' Any Infection: CIYes CINo [ Not Known
= ify
< N D HYE8 SPOCHN: 1vsiscsccnmmmiiossnensiemgrasminsis
E N
2 | Area %s, E A’\? 2 ‘.5 %\4 L5
3 Shift Time 1) 2N, 2
g Medical Condition
= | (Any special condition to be noted):
Allergy: O Yes 2No | 0 Yes 2o | 0 Yes &G | Yes [Na | Yes CNo | O Yes CNo
Tubes/Drains/Catheter: OYes No |0 Yes @'No | Yes =No | Yes & No | ) Yes C)No [ Yes ) No
Vital Signs: Temp: | b | 26°¢C ot L |ger®
e Res: | ae 20bh| 25 b)m 2000
2 S0: | qa-)- | 94% | oa49) | AL
@ Puse: | €Y | SHh| 84 blm | frbin
2 BP: | 1o ‘h*f g Bt 520220 A1y (24
Fall Risk Score: — = =
Pain Score: # = — o=
Safety Needs: | X | Nw /A Sp
@ Physiotherapy | Yes C1No | Yes )216 O Yes [JNop4 O Yes (1No|CIYes CJNo | Yes CINo
= . —
5 Others Specify: ¢Of>r WA NA
£ Special Diet: | Yes C1No | Yes [0 | O Yes CLNo| O Yes =No | O Yes CINo | I Yes CINo
E
& |Other Special Orders / Medications:
Post Operative Procedure Special Orders: PJ(AF N B A a0
Handed Over By Name : - M
Signature : ¢ D 2\ 0
Date: 2U 1% }5\]97/21’ 25)1)2b |98[212%
Time: &pm R o 2 pe 29—
Taken Over By Name : f,« cw M
Signature : B
Date: 4512¢ [95\4 ok
Time: R P | Zuns

Docu. No. : RCH/FRM / CLINICAL / 097
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. Rainbow® . sy 1 S
Patient Sticker Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
T takes 2 bok to dreat the Bte, Your Right to a Safe Dalivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCLOr: ...t nn e Department: ....ccovececenreessnecnnenes Date of AdMISSION: ...oooveveermrrecnsserse
= | Diagnosis: Any Infection: CJYes CINo I Not Known
= I YES SPECIY: verfieuyerenerenssseemsoneessmseremsenees
=
” .
S | Area. - A
E “Shift Time | & I
& | Medical Condition
= | (Any special condition to be noted): .
|
Alletgy: OYes DNo |3 Yes ONo|OYes ONo|OYes ONo| D Yes O Noj@Yes ONo O
Tubes/Drains/Gatheter: O Yes O No [0 Yes DNo|OYes ONo | Yes ONo|OYes No |0 Yas O No O
T . 1 r
Vital Signs: Temp: | - -
— +*  Ras: | )
= -~
= Sp0,: -
2 *+  Pulse:
2 R -
Fall Risk Score:
Pain Score:
Safety Needs:
- Physiotherapy 111Yes C1No |0 Yes (ONo |0 Yes ONo (O Yes O No|OYes ONo|OYes ONo
=
§ Others Specify: '
= .
= Special Diet: [0 Yes ONo|O Yes ONo (O Yes ONo |0 Yes ONo | O Yes CTNo [0 Yes O No O
= -
S | Other Special Orders / Medications:
& , Q
Post Operative Procedure Special Orders: | «
Handed Over By Name : ) a1
Signature : .
Date: ’ ~ . - 7
Time: & N -
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCH /FRM / GLINICAL / 097
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2

N Chirdrens | @ BirthRight
i Hospital | W amensn
STAT / ONCE ONLY DRUGS

NBIIIB . i cociviorsasssansasnvavosiipsssbpinioisiinsisiosoiissastsnshoissasaisbevp oo b soiiasasaasbroses Weight. .................. kgs

) SPEEtNO: ...
DATE TIME MEDICATION D s | ROUTE o sﬁxﬂﬂzum_z
O\ {2 % Mosompunas | Brgr | s [ |@ |BP
25 |20 | Mogrocoreamor JOMZ;I v Sheos (M |8y | @
21 | 20| S o pessas Lo |V e |® |
o s o] WA | peteonipasti] soene | WV I | g | @

R i
&S\’J); 3@1‘\ H\{%QNE A S &.QSQ\'\\/ \T)f/ ‘a/ @/
: SEToOMITSE

Docu. No.: RCH  FRM/ CLINICAL / 136




HNH-00015078

F E‘!’:f‘ 1".?7“ m“ i Ralnt;//iw .
o, ARCHANALALI‘I‘H Ch||d!~en s BirthRightm
R umn Hospital _ | ) emmennissimas

mEDICATION RECONCILIATION FORM

Drug Allergies: .................. ﬂ\ .......................................................... ~tNot 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 FIOM: .. ShIfted 10: ...
| e ) | ) | T, | s | ASTESSE | o
1| T. TRoN 1taB| Po  |oD |2zl |oc oo
2 T CALCTLM: 1the PO oD 955—4 m[P=r
3 CJC CIDC
4 (JC [JDC
5 OC [OJDC
6 CJC ODC
7 Jc bpc
8 OC CDC
9 (JC CJDC
10 OJC OIDC

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

Doctor Narne & Slgnatur .D‘ ............ Dueem ....... @ ...................
Date & Time : ... L ..... % 026 | @530{3 ...........................
Nurse Name & Signature: ..........c.ccceveeee *ﬁ%&@\& ..............................
Date & Time : QU\A'LC’ ................ Y“)

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

E?':"ﬂ;mm AL Eﬂ’.ﬂ? r%"r:a' " ‘BirthRig ht
ospita BY RAINBOW HOSPITALS
\l\|\\\|\|\\\l|\|||\|\|\||\|\\ \l\“\l Hospital | (g smaeonosiins

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

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

P | T T 2 =7 0 OO US OSSOSO PRSP

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

4.  Milk flow:
] a.Good
b. Drops of colostrums
0 c.Dry

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

3.0 O

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




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

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

8. NICU admission: ™ ©
(1 a. Mother needs to stimulate her breast for 2 min every 2 hours

0. ACGIHIONAI MOTES: ...ttt et e e s e et eseses e s esesesee e s e e ee s es e ess e et e s e e s e et et s e e et esese e

Continuity of Care: o 22 (26
2 pssess o pt Condd H o
=2 Wil aw et d  © e pded
-2 ﬂ O ot S Ndedng s
= 2NN hoUVU;l B e %f Wy

g e R —

SIGNALUE ..ot es s s s

Date & Time: l"(kt}'kw@'}—f’m ........... Date & TIME: ..vvvvrervvvvverrrsssssssissssssssssssssssssssssssssssssssee
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%

\

Rainbow* . e
Children’s “ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a ot to treat the little. Your Right to a Safe Delivery

Labour: [ Spont ZI/OL—PGE1 [JE2 [0thers
Indications for I0OL-Accel: [ None Bﬁy‘tocin
Memb. Repture Type: (1 SROM [ PROM —ﬂRM
1 Others

Presentation: <7 Vertex [ Breech

Maternal: [JHTN I Others

ome [ Pyrexia

Liquor: Z@equate [10ligo  [IPoly CIClear
[IBlood C1Meconium [CICord: ..................

] Yes E’\G

Shoulder Dystocia:

Placenta: Z’Mai L1 Abnormal

Anesthesia: —~"None L] Epidural L1 RPClots
Non-epi: p*(ocal C1Spinal ] General L1 ceT - Retained — MRP
3 ] i LT i =
Del. Type: 12€VD 1 Asst. Breech [ Twins i ABHIC raumatic  =Fone
Lacerations: ........... DA e
AVD: 1 Qutlet  [JLow Forceps [ Ventouse ]

O Tralls of Forceps Cervical: ZHM‘}LNM ..................................
Indications: ..................o.cooo Perineal: ............ e, O
Application, Locking & Traction: ............................. OHhEIS: ..o
Duration of Instrumentation: ....................occoeeeenn, Prophylaxis: Synocinon Prostodin
L Y e

BloodLoss: ... (8% co — WD«
Catherised : [ Yes 1 No N

i . dJd
Tooe: ClFleys I Plain Blood Transfusion: ... 0% .o
Perineum: [Intact [ Episiotomy [ Tedqf L° e ) Other Details (ifany): ...,
—Seeo~ | A R
Suture Material Used: .. .. "E‘}:J Mol 22 Ractal Examination: ... ...,
awb”f Mf’)oa

1st Stage: ......... ,2’:?@ ........................................ Gender: .../
2nd Stage: ........... ool oovc2 xe O Weight: ............ 2.0 €9
3rd Stage: .o SV APGAR: .......... TN N
Duration of Active Pushing: ......~.. 2.0 S, Date and Time of Delivery: 2”)”’*”‘16'4;’7:(\
NO. OF VE'S: ..o 2 LW Doctor: E'%M(DJMW@ .......

yol J(‘A

Docu. No. : RCH /FRM / CLINICAL / 143
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Time

Signature

Fifths Palpable
Moulding / Caput
Amniotic Fluid

Position
Cephalic / Breeth

Oxytocin

Contractions
in 10 mins

Drugs and
IV Fluids

Urinalysis

—_ M W s

Test

Amount

Y

§3°

(R

\i"’

)
()

s




PARTOGRAPH

Name: .................... B l.n?.‘..'a.c.l ......................................................... Obstetrics Formula: ............. C “"Dtix'%., .................................. Blood Group Type: ............ A @ .............................
Memb. Ruptured:  SROM PROM RISK FACROTS: ..........ooocoevveecenssesssesseesesssssesessssesisss st

-~ 0 1 2 3 4 5 6 7 8 9 10 " 12 13 14 15 16 17 18 19 20 21 22 23 24

Fetal Heart @ 170
160
150

Maternal I il
BP 130
120 s

110 F
100

Maternal .
Pulse 80
7

60

<« 2= 5 f,
~4. -

-0 &

1+ 2

—~+ 2 1

AR \\




Record of Labor:

Maternal Condition;

Fetal Condition:
Progress of Labor:

Management: _

(%

P-Hs@gl
(N J-La-\,)

Or#v{'fw-‘ ﬂﬂ\dwf-’“ / Frs mofwk) [ae pil-

Time: ... 2./ 22pr0) Signature: ............. &/ ....................

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management: __

Pl Lk s
ot

AU @Y

Uh—her)
ovplern Aogndaf  Gpe po

Ja

TINE: eosesiien 6 /?r*" .............. SIOMANTE e e

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

TME: wnmmnmmmnmsnsin el L

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

VI8 s [0

Maternal Condition:

Fetal Condition:
Progress of Labor:

Management:

THTI! cososissnesispmausnmsesnpressbossnss SIgRAUE; Lt

¢
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14 " =
g sy — Rainbow® &

\\\\\\\\\\\\\\\\II\\\\\\\\\\\\\\\\l\\ . childrers | S BirthRight

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: ')J'(qu— ...................... Time of Arrival: .. 4. .40 Ppg....  Time Seen by Nurse: ... 41.pMy......
1) Level of Consciousness: Wnscious ) Semi-Conscious 1 UnConscious

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

1 Severe Pain / Moderate Pain [ Preterm rupture of Membranes / Leaking Water PV
{7 Bleeding PV: Slight / Heavy ] Preterm Labor/ Labor
U] Decreased Fetal Movement [J Spontaneous Rupture of Membrane / Leaking Water PV
1 No Fetal Movement LT Other RBASON: .....eeeeieeieiei et can et eraa e
3) Vital Signs: Temperature: . J2F. Pulse: &5.... RR:.%2... spo,; 94:[:.. BP: .ll.f.l.f—l—,S’Weight: .............
4) Gestational Criteria:
Gravida: G 14 P ’ Lt I A 5
| D Gestational AQe: ..cciiainsasimisivanisasisssises
Uterine Contraction [0 Yes | No | OO NA | Onset Time Frequency:
Membrane Rupture [ Yes (N; [0 NA | Onset Time Fluid Color:
Vaginal bleeding [ Yes B/Na 0 NA | Onset Time Amount:
. _ If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes ﬁ O'NA | o Abdomen / Vomiting
Good fetal Movement | +es | CJNo | [ NA If No specify:

5) Pain Screening: Numerical Pain Scale (NPS)

| | | | | | | | | |

| | | | | | | | | | |

0 1 2 3 4 5 6 7 8 9 10

No Pain ’ Worst
possible pain

o LOCAUONE orys s crimsseomie o s v o v e T L SRS 0 s A S s e e S s S S A e T U b e S S S S e e
o DUIAHONG i..ocommisivsons s ssisvav oitvissesaeisimstlassvinsss Days / Weeks/ Months (Strike out which is got applicable)
B T T (o) L L
o (FTBOUEIICVE: rsne s swnflussamiinsamaais goisn s au s asiss oo b e ensls s vad e o o AR o e na s AR T i o S S A AR AT SIe

- |Interventions: ........!

6) Past History:
I L

D) MBAICAE i nibvmnisiunio v s e o ke (e B RN i v s ST AT B ST e S S R IS e S i ST b
Docu. No. : RCH /FRM / CLINICAL / 098 (PT0.)




HNH-00015978

Mrs BINDIYA YADAV
01-01 1”7

1)
8)
9)

LALITHMOHAN

" l||||ll

Allergy:

Current Medications:

|P26-00006940

]

(] Yes 0,

Prenatal Medical History:

7 None

U1 Chronic Hypertension
] Gestational Hypertension

1 Diabetes

L1 Prenatal Vitamin

1 None

IO 1311 £ TR ST

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

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

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

] Category II: Emergent (Time to Physician: <

[ Category IIl: Urgent (Time to Physician: = 30 minutes & Reassessment: Every 15 minutes)
[ Category IV: Less Urgent (Time to Physician: = 60 minutes & Reassessment: Every 30 minutes)
[1 Category V: Non Urgent (Time to Physician: = 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Trlage Acuity Scale (OTAS)

Level 3
(Urgent)

< 30 minutes

Every 15 Minutes

Suspected Pre-term

Signs of Active Labour

Signs of Early Labour/

15 minutes & Reassessment: Every 15 minutes)

Discomforts of

Severe respiratory
distress
Suspected sepsis

Jor diarrhea with
suspected dehydration

MVC/fall)

+ Nausea/Vomiting and
/or diarrhea

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

Imminent Birth Labour /PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
: Mild hypertension
Hypertension > 160/110 e
Seizure activity and / or headache, visual ;lﬁg{ftgdws"lg’n";‘m“‘
disturbance, RUQ pain symptoms
. Atypical FHR tracing,
. Abnormal FHR tracing at%%nnal dopp|ersg
| Non-Fetal Movement Diseased fetal movement
+ Acute onsite severe « Major trauma « Abdominal/back pain | « Ongoing assessment | = Anything that does not
abdominal pain - Shortness of breath greater than expected in|  from out patient clinic seem to pose threat to
« Altered level of + Unplanned and pregnancy ) (for hypertension, blood|  mother or fetus
consciousness unattended birth + Flank pain / hematuria work) - Cervical ripening
« Cord prolapse + Nausea /vomitingand | . Minor trauma (minor | » Out patient placenta

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

Time seen by Doctor: ........ H:zo £09...........

Nurse Name : ........cccoceeenee, 8&"‘/10‘9@{/‘"\ ....................... Nurse Signature: ..............

Date: ?’Hl_)’lu .......

Time: Bf’m .....
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HNH-00015978 |P26-00006940 ) Ral n bOW
BINDIYA YADAV - . o
f.‘f‘m o | Children’s @ BirthRight
THMOHAN Hosp ita| BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

l\\|\l\lll\llllllll\llllll\“ll|\|ll| I S
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ..... ()’blk}f ............

Baseline Information:

Admission From: L ER L1 0PD Admission Desk ] Others, SPECITY ......oovviiiiiiiiiiiiiieiciis
Primary Language: L] Jehrgu O ﬂglish ?H(dl L] Others, SPECITY ...ocveveveeeeeeeeiei e
Doyourequireaninterpreter? [1YeS [INO I YBS SPBCITY ..viviiiiiiiiiiie e e
Source of Information: A Patient 7 Family L Others, SPECHY .o umsiamsimammismiesvarmmmimmos
Allergies: []Yes J’ﬂo [ Medications L] Blood Transfusion LI Food LI Other: oo
E RS TOIOIITY srum e ssnnvnimas ivamisns nusnonson s ¥ tas i 4bisiomas v o s S oA 3 USRS S TR
Chief CompIaings: ..........ccooviieei s Doctor Notified on Admission: IYes [INo
................................................................................................................... Name of the DOCIOr: i
................................................................................................................... Time Notified: ......coovveiieiiie e
Past Medical History: Obtained From [] Patient ;‘/{amily Member [ Medical Record [ Other (specify) ..................
Past Medical History ) Past Surgical History Previous Hospital Admission
Gynecology Assessment: | Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ........ccoveeiiviiiniinnn, Caesarean Section: [#No [ Yes Contraceptives: ;,mo L] Yes
................................................................. Cervical Cerclage: [ZNo [ Yes Vaginal Discharge: Q’No ] Yes
Onset of Menarche: ...........cocoeeeiiiennen. Ectopic Pregnancy: .,Z No [JYes Post-Coital Bleeding: Z/No [ Yes
Menstrual Cycle: (] Regular [ Irregular | Myomectomy: /No ] Yes Infertility: No [Yes
Last Menstrual Period: .........ccccovcieiiinnan Others: If Yes Type: (] Primary [ Secondary
Obstetric History: G ..... ‘L"L ............... - l ...................... L. e A .
PBVIOUS LSCS: i vnmans i n i s

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

Family History: [ No Abnormalities Detected
L] Heart Disease (] Hypertension [ Diabetes [] Stroke [ Seizures [ Kidney disease
[ Liver disease 013 T OO SO

Vital Signs / Measurements: Temp: . ‘1% HR: BS’ ....... RR: ’),’0 ............
Br: .J\O.. h«tﬁ Weight: ............... Height: .............. 517 ——

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

L

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




PHYSICAL ASSESSMENT

General Appearance: ,Zﬁealthy CTill looking ] Anxious [1 Agitated CIOthers: ..o

Fall Assessment: [ Yes ﬁ Score ....... &2.... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: []Yes L‘/(o Score....... b ....... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultag(
LI Mobility problem ") Walking Problem 0 Abnormality Detected
") Developmental Delay ) Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: anormaliw Detected
C1 Overweight I Poor Appetite > 3 Days L Needs Therapeutic Diet.

[]Under Weight 1 Diabetes Mellitus [ Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
L] Calm & Cooperative ! Restless (] Depressed [] Agitated [ Confused
L] OBMBTS ittt ettt s et b e et as et essee e ke s S b eheR s b e bR e et et e bt e bR At A e R eR e A e At b e b e Rt et Atea et en st et e b naen et aaees

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [1Single Zﬂ;rried [1Divorced []Widow
2. Special Habits: Smoker: [ Yes Eﬂo/ Alcohol Abuse: " ]Yes [INo Drug Abuse: [ Yes}&lcﬂ

SOCHIAL HISTOrY: LIVES WIH ...ttt nsen e s e enens

Orientation has been given regarding the following aspects:

Call Bellin Reach : [JYes [1No Waste Disposal Explained: [IYes [INo

Infusion Pump : [JYes [INo Hand Hygiene Explained: " Yes ] No [ Others
Above information given o ............cccoceeee aJH Cﬁ\i— .................

Name of Person Orientation was givento: ... X0k.s..... B,Lndb ‘j@\ ..... \L}?\ 4

Drientation NOtGIVENReBSON: s i i e R e tere

Nurse Name: ........c..coo..... bl e
Date & Time: .... .84 [}[%@1%‘7




K]
Rainbo . . P
Cﬂlu?df%vr:s ‘BII’tthght
INFORMED CONSENT FOR VAGINAL BIRTH Hospital | .
0 \
Patient Name : ....... Mi& ....... PDW\CD' B s sesenssenserssanenns UHID NO & oot sesees e snes s sessesenenes
Gender: [ Male Zénale Date:...%%.\.%f.‘?f@ ............. L 11T

| hereby authorized the performance of the following procedure:

* The Procedure has been explained to me in general terms and | understand that:
* Theindication requiring the procedure of vaginal birth is pregnancy.

¢ The purpose of this procedure of vaginal birth pregnancy.

* The purpose of this procedure is to deliver the bay vaginally.

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
the rectum) may be performed as part of a vaginal delivery.

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incision under appropriate
anesthesia may be necessary.

In an attempt to deliver the baby either naturally or with the help of instrument i.e. forceps or vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and discomfort, injury to urinary tract,
possible injury to the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor
dysfunction.,

| understand and accept that there are complications, benefits, alternatives including the remote risk of death or serious
disability, which exists for me and my baby.

| am aware that in most cases, vaginal delivery results in a healthy mother and baby; however, | realize that there are no
guarantees.

| voluntarily consent to the procedures described or otherwise referred to herein. | am aware that they will be performed by a

qualified gynecologist.
% \(\0 No.
Name of the Doctor performing the procedure: D ‘L\YC‘ .............................................................................

Consentee : Patient Attendant B &
Signature : ......... /g“ﬂ( Slgnature'ff.‘.‘fﬁ? ......

Name : MR% ...... Df ...................................... Name : MO"‘[“L"J‘\{@ .... D
Date & Time : . L.\ Q?OZQ@LOOP ™" Relationship with Patient: ugbonred

Date & Time : UA['?—/LQQL[PM

: Doctor (who is taking the consent) :
Sk g['{ """"""""""""""""""" DUINAMITE © .iosuisiviagWT s wesssiiiiiah kasosisksinndsinsint aainss
Name : ............. AXNONS Name: (- TAA.
Diste 2l @’Ug’p’é@h{){n Date & Time : &\4\’)'\’}(&7 ....... @AODPM

Docu. No. : RCH /FRM / CLINICAL / 028



2 . Rainbow Childrens Hospital-Himayatnagar

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

B Nulgend WEB : https://rainbowhospitals.in

TF TRE T

Patient Name: Mrs BINDIYA YADAV Age : 20Y
IP No: IP26-00006940 Sex: Female
Consultant: Dr. ARCHANA LALITHMOHAN BHURIWALE Ward/Bed No: 4F -OT/LDR-415

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,

outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

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

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

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

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

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

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

cleasance. In case of fajling the submi sionng ill pay 200/- Rs.
‘/('Fsﬁivers Signature sk r‘ﬁ;i’:‘iﬁ

3 IP Guide book has been

4 Fipangial arp billi

v\

iven to me and | have been explained about the Hospitals rules and policies.
i as been done to me.

<Name: ™M O Hi{\— el “ WO v Patient Address:
. - . Q 15-6-212 BEGUM BAZAR,HYDERABAD
}elauonshlp. Hu oo~ . Begum Bazar Hyderabad Telangana
_Date: ul 0% | e Tme: 16 - 7y INDIA 500012

Wittness Name: @‘Z’

Wittness Signature:

Printed Date / Time : 24/07/2026 16:34 Printed By : 020635 Page 2 of 2
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HNH-00015876 1P26-00008340 Children’s Bll‘tthg ht
Mrs BINDIYA YADAV Hospital BY RAINBOW HOSPITALS
01-01-1987 27 It takes 4 Jot 1o treat the I Your Right 1o 3 Safe Dalrver

Dr. ARCHANA LALITHMOHAN

LR IIIIIIHIIIIII BILLING POLICY

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

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

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

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

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

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

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

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

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

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

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

MODE OF PAYMENT & REFUNDS

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

B Ao i

Name & signetﬁ'e of Patient/Attendant (Signature of Admission Desk executive)

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

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

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

CIN: U85110 TG1998 PTC029914 email : info@rainbowhospitals.in www.rainbowhospitals.in




HNH-D0015976 1P26-00006940
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T Rainbow”

Hospital

UNDERTAKING FOR BALANCE DEPOSIT

..BirthRight' ‘

To

The Management,

Rainbow Children’s Hospital, Himayatnagar
Hyderabad-500029

Sub:- Undertaking Balance Deposit

| Mr./Mrs.Ms._ Molid: (ol yodev (Father/
¥,
Mother/ Other___[Jusberd " ) of Master/ Baby/ Baby of/

/ N T
Mrs./ Ms. 2indiy o Q.E_A,(L ar/ was

( 0
bought to your hospital on oulaleb at Le:tg pm

Admitted in 1 c-o7 . Approximate charges deposit details

were explained by the Front office/ Billing executive on duty.

| have to pay the amount of _< 5k as a caution deposit but for
now I'm depositing 2 ¥ The remaining amount _5< Je

deposit on at

Thanking You -
}/*0\\; l~") vkki i

Signature

ame:- r\"‘lOH::f_‘ ok ({%k\)
/F’{No.:- ACLaguWFog0




