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|\ HNH-00008024 1P26-00008421
' Mrs NISHATH UNISSA -
27 an MYTM27D (F)

Rambow .

S Chiar's | B0 BlrtHRigh
SURGERY DETAILS

Date: ......... =) L\[S [16 ....................

Patient Name: ........ M ’T‘SN?SML&(\?MQ Date of Birth: Q‘“HC}MQC{L{ Age: .1 YXA..
Gender: m ............... Ward : O’l’ .................... UHID NO’H'\IH"CUDDBDH{ .....

- S, 1 0T-1-=0T-2 [10T-3 []0T-4 [JOBGOT-1 []OBGOT-2

Date of Surgery: ....... A L

&

NAME AMOUNT

1. Surgeon m@@cﬁf}ﬁ\? ............................................................................................
2. Anaesthetist I DT ..... ﬁam‘jf .............................................................................................
3. Assistant Surgeon : ....UR.n.. WA / DYMWW ...................................................
4. OT Technician B’F Friw AVALS e et oo
5. Circulating Nurse : ............ S’ff‘\ .....................................................................................................
6. Assistant Nurse ... Q‘(&Qﬂﬁﬂﬂ% .......................................................................................
Special Equipment: [ Laparascopy [ Broncoscope [ Harmonic _ 1 Morcelator

[ C-ARM (] Cystoscopy ] Versa Point | Liver Cusa

I Neuro Cusa [CLERRIR . covnecammaciniineysmmssassarissans

/7

/p:

Signature of the p@] S:gnatugﬁ’mrculatmg Nurse

Order No&%‘ffff%/75/ Order bysnu?f-"fg? .................................

Docu. No. : RCH  /FRM / GENERAL / 114
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HNH-00008024 1P26-00006421 ]
;f’n n:fmm UNISSA R ainb‘gw'
e SO MYTM27D uu& Children’s . Birtthght'
T I, tespial_ | @ zmmem
CONSUMABLES OF OT
Circulating Staf ...... ? Ja Tochnician : .. LG 0d..... - 6735’5)”5 ..... THTB £
Anaesthesia Disposables eesnt 0 ueed | SUrgical Disposables svet ¥ ueea| Disposables (Baby Side) | 0V |
ET tube = MajorPack[_ 5 C_{ Inj VItK a
LMA Sutores 1330 , 34624 QP4 | | Cord Clamp ou
ECG leads AA /P /N 94 93ub, 2364 | 4al | Suction Catheter |
HME fitter: A/ P /N " L2 un o | Feeding Tube ( oH
Syringes : 10 cc iy |~ | Vaccum Suction Set i
05 cc )% | sloves &, 612 e51t @ Surgical Gloves 6,6/ |, L4 1t
02cc pUcnore by DA GauzePack =55 oH
01co ; ! Syringe 1l / 2mi \Oi-/
Cautery plateTArf N Surgical blade 2 o) Surgical Blade # 20 o
IV set | N6 tube ~ | Koochies (S) :
RL ()2}, Cautery penci Taf vordlon 24 214
NS : 10mi / 100mi / 500mi / 1000mi Koochies 1YL 0lJ d
o [(Oxwidn [0 Gotments -
I\ L]/’ 09’ v 41 Suction Catheter
Fentanyl 0 ] | Cap, Mask oA
Morphime /t<f-) © (21 ~¢ o ] GawePack -5 ot
Sawnioe~ |~ [ T3] | oo e
Propofol =~ Steristrip
Rocuronium Underpad 0¢
Glycopyrolate Draw sheet
Myopyrolate Aogel o1
Ondansetron | Foleys catheter
Pencan Mdi Urobag
7/?‘(,\ Bupivacaine 0.25% O//r Chest Drainage Catheter
Bupivacaine 0.25% (Heavy) O {{ Romodrain bag
Antibiotics | | Bandage
Tegaderm
(™| Suppositories loban
Anamol : 80mg / 250mg / 170 mg Doyble J Stent
Supridol : 100mg——— \e{{ Vacgum Suction set ol
Justin : 12.5 mg/ 25mg / 100mg—" Plastic Bed Sheet
Tab. Misoprost : 200mg OLy"| Betadine Solution i
(| Gleoes To Yoz | Microshield =
PattZC 7L A7 g \g )] CottonBals ;
 Jox pedid, oL 4] Latex Gloves ol
Pcm) o /) Ramdione Scrub
| Sanal
Surgeon esthesiologist T Technician
Order No. ‘028,50 69 6-2.0.20.L.). 200 Do Ordered by : ....... 5/ ugj’{‘r{] HE@.. N 535

Doc. No. : RCH / FRM / GENERAL / 125
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s Rainbow Childrens Hospital-Himayatnagar

Rainbow
Children's .

SirthiEght Rainbow Chidren's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital ] quarters road AP State Housing Board Himayatnagar Hyderabad ,

Telangana, INDIA ,500029,
040-48873000, Info@rainbowhospitals.ln

IEVETIEAOIED G
ELECTRONIC MEDICINE PRESCRIPTION

M + HNH-00008024 Name : Mrs NISHATH UNISSA
Agelf Sex : MY7M28D/Female Doctor : SWATHIHY
Adm/Reg Date/Timo 1 24/056/2026 21:34 Payor 1 Paramount Heatth Servicessinsurance TPA Pvt Lid
Order Date : 2500572026 11:42 Ordemumber  : 26-0000202011
Visht 1D : 1P28-00008421 WardBedNo  : 1F -PRIVATE ROOM/FVT-103
Patlent Address + 2-2-185/4/1 ¢ k nagar, Amberpet, Hydsrabad, Tel INDIA, 500013
SMNo Dascription Qanaric Name Dosage | Route!Frequancy Duration aty Status
Y |Pencanzro oram 1Hos lemmamum 10ays iNos]  Ordersd]
2 [souTowpeRs 00 1Nos [extermair 10 M 108y thos|  Oreesd
]f 3 [ACUGYL S00MG INJ 1Hos {Extaenal / Once Daly tbm 1N Ordered)
Js |wonocrisomwizs  |momoce razs 1Ho 1CncaDiay 1 Days 1] ondennd
’ 5 |scLOVEWS(SURGICARE) |SURGICAL GLOVES 65 |1 fos Extamal f Once tialy - ' 2Hos]  Ordernd
| 5 |Encoamieropto goves 85 1N Onca Oaly 10y 2Hea|  Ordered
1 |vaccumesucmonser  [VACCUMESUCTION g0 ' Ceca Daly 10 10ies|  Oroema
8 |scroveprosuRaicARE) |SURGICAL GLOVESTD |1Nes 1emmumn1:my 10 1Nos|  Ordersd
| RUGUT CHAOMIC CATOUT [TRUGLTCIEONC  |1bos 1Oe Daly 1Days 1haf  Ocwed
10 |sstovese(surcicare)  |SURGICAL GLOVES B {1Mes Extornal{ Oncs Dialy 1Days 2ns]  Orcernd
1 |mrsoprosT TAS 200uCG 43 1 Tats Extomal{ Oroa Daly 10ms ATasl O
12 |vicReL 100w 2354 VICRYL 1.0NW235¢  |1Nos 1 rica Daly 10 1hos] vt
13 [LOXLIDOCAN-SPER PATCH 1Nos Exteenad{ 10.AM 10ap 10| Ordersa
J’! 14 lsureicaBraDE22 SURGICAL BLADEZ2  |1Nos JExsarats orce ay 1000 18] Oriemsd
"[T5 [worsaomoartvss xrav juors suxs povoary s ses 10nca Daly 20w 2Wos|  Ovdered
18 [[STHSUFPOSTORIES 100 1Nos Fixiamal Once Daty 1Dy 1Moa|  Ordored
17 |PLOQOIETWITHILER 5000 BETLUERLOGK|1Hos Extematf Once Daly 10ays 1Hoa]  Ordersd
18 [EVATOCH (GRvTOCIN IS 1Hos 10 Daly 1Depa tvisl|  ordernd
1 |comonsatszousnos [SITTONBMISZGE |y, Extornal f Dnce Caly 10apa 1How]  Ordersd
20 |ecsrecroes paown |eLEcTRODES ADILT  [1Noe Extamal{ Onco Daly tbm Ibos]  Ordered
21 [SUPRANKEAY BMI I | puprvacAINE somio g |1 dos 10ncaDaly 1 bays 1hot|  Ordered|
VICRYL -0 VP Z3:40 VICRYL 10VPZMS  |1Nos 10nce Daty 10an 1Ho|  Ordamd]
L 500 Mt, CLOSED SYSTEM | RNOL LLACTATE 1Botle 10nce Daly 2Duys 280ds|  Ordered
wrmms} ABGEL 1hes 1Once Daly 10wys thos|  Oroend
2 WW"&W ggmm 1oL 7Crcs Daly 208 2n0s}  Oroesd
2 JiscsorarEpack \LSCSURAPEPACK |1 Nos oM 10ays thoe|  Oroand
r ﬁ%{gﬁ‘fgm PREGELLED PLATED 4 g FOnos Daly 1 Days 1hot|  Onsersct
2 [DSYRNGIZSWL0MPRO) [ SYRINGE 218 1Nes Extemal{ Oros Daly 1 Days 2hes|  Ortaree
» ’%Waumm 1Nes Irjoction Once Daly 100y 1hos|  Omereg
30 l VICRYL 2-0 NW 27182 VICRYL 2.0 MY 2762 1Nos 10nca Dally 10sys 1Hos Ordared
a1 [SUPRIDOL SUPPOSITORIES 1tos Exiamal{ Once Daly 1D Thas|  Ordered
SWATHIHV
OBSTETRICS AND GYNECOLOGY

* This document Is Just for raference purposa cnly, Hot o be considerad as primary report,

Nots

* This prescription is valld only for speciflad duration,

* Do not refill medlcines,

Printed Date/Time : 25/05/202G 11:44

Printad By : SUNKARI SANGEETHA

Reg No : TSMC/FMR/{5501

Paga1 of1




z 18 Rainbow Childr ital-Hi - - =
Rﬁii?é’ = . ens Hospital-Himayatnagar
Children’s : : . .
Hospital amm_gm Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
witalubow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, Info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00008024 Name : Mrs NISHATH UNISSA
Age [ Sex : 3MY7M28D/Female Doctor : SWATHIHYV
Adm/Reg DatefTime 1 24/05/2026 21:34 Payor : Paramount Health Services&insurance TPA Pyt Ltd
Order Date : 25/05/2026 11:42 Ordernumber : 26-0000202010
Visit ID : 1P26-00006421 Ward/Bed No  : 1F -PRIVATE ROOM / PVT-103
Patient Address : 2-2-185M4/1 r k nagar, Amberpet, Hyderabad, Telangana, INDIA, 500013 |
i
S.No Description Generic Name Dosage Route ! Frequency Duration Instruction Qty Status t
1 DSYRINGE 10ML (NIPRO) SYRINGE 10ML 1 Nos Extemal / Once Daily 1 Days 4 Nos QOrdered
2 [EACESKILAYER- FACE MASK 3LAYER |1 Nos 1 Once Dally 10 Days 10Nos|  Ordered
3 &L’ROP INE (ATROPINE) INJ 1 1 vial Extemal { Onice Dally 1 Days 1 Vial Ordered
4 Sglél)ZE 7.5X7.5 12 PLY (5 SS‘S’ZE 7.6X7.612PLY5 (4 0 Extemal / Once Dally 1 Days 3 Nos Ordered
5 |gueenrabs 60X30 1 Nos Extemal / 10 AM 1Days 2Nos|  Ordared [
6 st%vm_mz SOLUTION 10% 1 Nos Extemal / Qnce Daily 1 Days 2 Nos Grdered
7 [MITRILE EXAMINATION NITRILE GLOVESM |1 Nos 1 Onca Dally 20 Days 20Nos|  Ordered
8 |DSYRINGE SMLNIPRO) SYRINGE 5ML 1 Nos External / Once Dally 1 Days 3 Nos Ordered
9 SURGEON CAP(FEMALE) FEMALE CAP 1Cap 1 Once Daily 10 Days 10 Cap Ordered
CAUTERY PENCIL CAUTERY PENCIL ;
10 (ADVANCE) (ADVANCE) 1 Nos Extornal f Once Daily 1 bays 1Nos f_Q{dered
o -/
}
SWATHIH YV

* This document is Just for refarence purpose cnly. Not to be considered as primary report.

Note

3

* This prescription is valid only for specified duration.

* Do not refill medlcines.

Printed DatefTime : 25/05/2026 11:44

OBSTETRICS AND GYNECOLOGY
Reg No : TSMC/FMR/1M 5501

Printed By : SUNKARI SANGEETHA

Page 1 of 1

—
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Rainbow -
Children’s

Rainbow Childrens Hospital-Himayatnagar

mnhmgm Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA

Hospital quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, Info@ralnbowhospitals.in
i
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015603 Name : Baby Of NISHATH UNISSA
Age [ Sex X :0YOMOD 11 H/Female Doctor : S TEJASWI REDDY
AOeg Date/Time : 2510512026 01:05 Payor : SELFPAY
Order Date + 25/05/2026 11:51 Ordernumber : 26-0000202015
VisitID : 1P26-00006422 WardiBed No  : 4F -NICU 1/ NICU1-401
Patient Address 2-2-185/14/1 r k nagar, Amberpet, Hyderabad, Telangana, INDIA, 500013
I
S.No ['Jescrlptlg'm Generlc Name Dosage Route / Frequency Duration Instruction Qty Status
1 |SGLOVE#6.5 (SURGICARE) |SURGICAL GLOVES6.5 {1 Nos Extema! / Once Dally 1Days 1Nos Ordered
2 |SGLOVE#6 (SURGICARE) |SURGICAL GLOVES 6.0 |1 Nos External / Qnce Daily 1 Days 1 Nos Ordered
3 |SURGICAL BLADE 20 SURGICALBLADE20 |1 Nes 1 Once Daily 1Days 1Nos Ordered
4 EOICARE 1 Nos Extemal / 10 AM 1Days 1Nos|  Ordered
5 |INFANTFEEDING TuBg§  [INFANT FEEDINGTUBE 14 o0 Extomal / Once Daily 11 pays 1Nos|  Ordered
6 E}?-SYCLOT-H }MG INJO.5 1 Nos Extemal / 10 AM 1 Days 1 Nos Ordered
S TEJASWI REDDY
J Reg No : APMC/FNMR/94068
* This document is Just for reference purpose only. Not to be considered as primary repott.
Note ff
* This prescription Is valid only for specified duration.
* Do not refill mej‘diclnes.
Printed Date/Time : 25/05/2026 11:51 Printed By : SUNKARI SANGEETHA Page1 of1
\ ‘,
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L& @ Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children's| : P , :
Hospital BirthRigit  Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
aRalniaw quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
: Telangana, INDIA ,500029. ’
040-48873000, lnfo@ralnbowhospltals.ln
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015603 Name : Baby Of NISHATH UNISSA
Age | Sex :0YOMOD 11 H/Female Doctor : S TEJASWI REDDY
AdmiReg Date/Time 1 25/05/2026 01:05 Payor : SELFPAY
Order Date : 25/05/2026 11:51 Ordernumber  : 26-0000202014
VisitID : IP26-00008422 Ward/Bed No  : 4F -NICU 1/ NICU1-401
Patient Address : 2-2-185/14/1 r k nagar, Amberpet, Hyderabad, Telangana, INDIA, 500013
S.No Description Geanerlc Name Dosage Route / Frequency Duration Instruction Qty Status
1 [VENFLON 1.20G6 IV CANULLA 20 1 Nos External / Once Daily 1 Days 2 Nos Ordeted
2 |DSYRINGE 1ML {NIPRQ) SYRINGE 1ML 1 Nos External / Once Daily 1 Days 2 Nos Ordered
3 Sgg)ze TEKISIZPLY (5  [GAUZETSXTS12PLYS |1 Nos Extarnal / Once Daily 1 Days 1Nos|  Ordered
S TEJASWI REDDY
Reg No : APMC/FMR/94068
* This dacument 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 mediclnes. |
Printed Date/Time : 25/05/2026 11:51 Printed By : SUNKARI SANGEEI'HPO Page 1 of1




- ) £ -
Dy. Sueh e
| Chitdren's| s BirthRight
ESTIMATION SLIP Hospltal,. |\ ooy
Date:, /T ’( bf% UHID /IPNo.: 1 =0 SiNo. 1036
Name of Patient : m M ' i) Q///; qfﬁ L Inpi (e Age: iGender: "‘f

Father's / Husband's Name : W‘i Akl ! Pai:  Corporate/ Occupation :

Address : A LﬁC Phone : 4(‘8 IQ{ ¢ QQCEma}i QL Col :(’:@Qé
Procedure / Plan : A D L2 ( EDD/Dos:
MODE OF PAYMENT : [ | SELF A [ ]erpsa: OTHER
TARIFF INFORMATION :
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
Multi Shared Ward
Shared Ward
Twin Shared Ward
Private Room N r %”} i z ; F
] ) L] ™ t
Super Deluxe Room
Shite Room T . Gade, Lk In On)
“Package includes %oo:n R; t, I\éwsiug ChI;arges,d Room Rent, Nursing Charges,
octors Fee, Surgeon's Fee an Doctors Fee, Surgeon's Fee
(Package starts from the Labour Ward Ch e g
tme of sdaiission) our yvard Charges Anesthetist's Fees and OT Charges
] Length of Stay for : O "t Yi Length of Stay for : 3) 3 ¥
fr ?'-‘_Pl‘qarmacy up to }2 ,AQQQJ j Pharmlacy.up to I “{_’_}J 3
P * | Investigations up to 2 7y /- | Investigationsupto © 5 - )
v —— - o — p— o
Others Wl babs  Cugl Db £ 20%

[ | Covered [ _|Not Covered Epidural / Entonox : 1] Covered [ ] Not Covered

lniﬁal Minimum Deposnt % | N /e

fft qf ¢ 4 C QA .}if
L. Rmm eligibility lsMrﬂy subjectto Mﬂnd}hc Packa’;g R n{1 statts ﬁomﬁm of! édnl i nQ\e estimated amount may Change according 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, etc. 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 rio auendam is
& permitted in 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)

l) ' DECLABATION
I f? J U\J km\n 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 f??‘

NG

Neonatologist Charges :

. _I promise to settle the hospital bill with the hospital without any ambiguity.

Signature of the financial Counselor

Signature of the Client Signatory Relationship

o el i S

£ on bl a e WAL

R VUL G e 2







Rambow

|
Children’s | lrtthght
»:

' 3\\} Hospltal BY RAINBOW HOSPITALS
our Right t _3?_[3 ver
7
‘ Name Mrs NISHATH UNISSA | UHID | HNH-00008024
] Father/Guardian | Mr ABDUL BARI Age/Gender |31Y7 M 28 D/ Female
|
{ Address 2-2-185/14/1 r k nagar, Amberpet, Hyderabad, Telangana, INDIA, 500013
‘ IP No | IP26-00006421 Admission Date 24-05-2026
Ref Doctor | Self.

lDischarge Date 27.05.2026

DISCHARGE SUMMARY

Consultant

Dr. Swathi HV
MBBS/MS
TSMC/FMR/15501

Diagnosis: G3P1D1A1l WITH 37 WEEKS WITH BAD OBSTETRIC HISTORY
WITH HYPOTHYRIODISM WITH APLA WITH DECREASED FETAL
MOVEMENTS WITH INTRAHEPATIC CHOLESTASIS IN PREGNANCY WITH
PATHOLOGICAL CARDIOTOCOGRAPHY

EMERGENCY LOWER SEGMENT CAESAREAN SECTION DONE ON
-  25.05.2026

History:
LMP: 23.08.2025 Obstetric formula: G3P1D1A1l

HIMAYATHNAGAR BANJARA HILLS YOERNAGAR KONDAPUR OUTPATIENT CLINIC SECUNDERABAD KONDAPUR LB NAGAR t NANAKRAMGUDA
’ E 20 o }4E 240¢ . 3 AR FEE] nargeacy § 04064313

G 1800 2122 @ www.rainbowhospitals.in




Name Mrs NISHATH UNISSA UHID HNH-00008024
IP No IP26-00006421 Admisslon Date 24-05-2026

EDD: 14.06.2026 Gestation at admission: 37 weeks

Obstetric History:

G1 - PTVD, IUD at 28 weeks, GDM on diet, H/O fall 3 days before IUD, TORCH
Negative.

G2 - 2024, Missed miscarriage at 11 weeks, SERPC done,Chromosomal Micro
Array of Products of Conception- Trisomy - 16 positive .

Interpregnancy period: Lupas Anticoagulant Positive{ protein C).

G3 - Present Pregnancy , Spontaneous Conception.

Medical History: K/C/O Hypothyroidism and on T.Thyronorm 75 mcg. since
2016. Diagnosed with APLA ,Protein C positive in june 2026.

Surgical History: SERPC in 2024 '

Family History: Mother - Hypothyroidism and Hypertensive, Father - DM.
Allergies: Nil

Antenatal Details:

Mrs NISHATH UNISSA was booked to Rainbow hospital at 8%Pweeks of
gestation. She had regular antenatal checkups and investigations as advised.
NT-normal. FTS- low Risk. NIPS-low risk. TIFFA-normal. Fetal 2D Echo- normal.

She was started on T.Ecospirin 150 mg once daily from 8+° weeks, Inj. LMWH
40 MG S/C once daily from 11 weeks, Inj.BHARGLOB IM once every 3 weeks
from 12+¢ weeks in view of APLA Positive status. At 17 weeks patient came
with complaints of forceful vomiting followed by haematemesis and gastritis
for which she was manage conservatively. Fetal growth monitoring done by
serial scans. She was admitted at 33+3 weeks with complaints of Decreased

fetal Movements and received steroid coverage fer fetal lung maturity.At 341
weeks she had complaints of itching over apalma and soles,Total bile acids-
11.4(raised) advised T.Udiliv 150mg twice daily.She was admitted at 34+1
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Lz
Rainbow™ | @
Children’s |
Hospital |
|
Name | Mrs NISHATH UNISSA | UHID | HNH-00008024
IP No 5 IP26-00006421 w Admission Date 1 24-05-2026

weeks with in view of Gastroenteritis,medically managed.Scan done on

16.05.2026 at 35%% weeks showed single live fetus with cephalic presentation
,placenta- anterior high, AFl-24cms, EFW- 2.36kg(13%),AC at 3% with normal
dopplers.She was admitted for elective LSCS prior day.

Investigations: Enclosed
Blood group: "O" Positive

Management:

Course in hospital and Delivery Details:

At admission on clinical examination the vitals were stable, uterus was relaxed,
cervix was long and Os closed.Admission CTG was found to be Pathological (
reduced BTBV for > 40 min) .No improvement on conservative treatment. She
was decided for emergency C- section in view of pathological CTG (persumed
fetal compromise) and prepared for emergency LSCS with indwelling Foley’s
catheter and IV canula under aseptic conditions. Written informed consent for
surgery taken. Preanesthetic check up done.Last dose of IN] Clexane taken on
23/5/2026 at 9 pm. Anesthetic premedication (IV Pantop and Perinorm) given.
Patient shifted to theatre.

Surgery Notes:

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

BANJARA HILLS | ‘ HYDERMAGAR KONDAPUR OUTPATIENT CLINIC SECUNDERABAD KONDAPUR L B NAGAR

® 1800 2122 @& www.rainbowhospitals.in

BY RAINBOW HOSPITALS

.BirthRight’“

;‘Durimgh! to a Safe Delivery




Name Mrs NISHATH UNISSA UHID HNH-00008024
IP No IP26-00006421 Admlssion Date 24-05-2026

in layers. Hemostasis secured. Instruments and swab count checked. Rectus

sheath closed. Skin closed with subcuticular sutures. Wound dressing done.

Vagina cleaned with Betadine solution after expelling clots. Misoprostol 600

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

* 2 Tight loops of cord around neck

Delivery Details :
Date : 25.05.2026 O
Time of Delivery : 12:12am

Type of Delivery: Emergency lower segment caesarean section

Indication : Pathological CTG

Anaesthesia  : Spinal

Baby Details:

Date : 25.05.2026 {:
Time :12:12am \
Sex : Female 1
Weight : 2.7kg |
Apgar : 8,9

Gestational Age: 37 weeks
NICU Admission: Yes ™

Post-Operative Notes: : Q!
She was closely 'monitored. Her vital signs remained stable. Uterus was well i
retracted with no Postpartura hemorrhage. Breast feeding initiated. She was
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Rainbow® | ) e
‘ Children’s | ( BirthRight
Hospital ‘ BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘I;lame 5 i ' Mrs NISHATH UNISSA eUHID - B [HNH-OOOBQ;;;W -

P 3 N T : S ; e i
IP No . IP26-00006421 gAdmIsslon Date 24 05 2026

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 30.05.2026 (9am-9pm) after food.
2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs) thrice daily till
28.05.2026(8am-2pm-10pm) after food.
3. Tab. Voveran 50 mg (Diclofenac 50mg) thrice daily till 28.05.2026 (9am-
3pm-11pm) after food.
Tab. Pantop 40mg twice daily till 31.05.2026 (7am-7pm) before food.
5. Tab. SOFTERON GOLD (Elemental Iron - 50mg, folic acid 1.5mg) once daily
(1pm) for three months before lunch.
6. Tab. Shelcal-XT (Elemental Calcium 500 mg, V|tamm D3 250 IU) once daily
(8pm) till breast feeding for after dinner.
7. Inj.Clexane 40mg(Enoxaparin 40mg) once daily over thigh at 1pm for 6
weeks
8. T.Thyronorm 75mcg once daily before breakfast at 7am..
9. Review with FT3,FT4,TSH after 6weeks

»

~ 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

HIMAY ATHNAG AR BANJARA HILLS K ¢ HYDERNAGAR (MAB v KONDAPUR OUTPATIENT CLINIC - SECUNDERABAD KONDAPUR L B NAGAR NANAKRAMGUDA
4486 5553, $1009 25516 040 3540 - 4246 2100 3040 - 4246 220 gency 3 DAD - 4246 2400 Eoa 3040 7011 1333 04069311273

0 1800 2122 @ www.rainbowhospitals.in
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* Suggest PAP smear and HPV Vaccine after 6weeks; Please discuss with
your treating doctor regarding HPV vaccination.

Review with Dr. SWATHI H V after 1 week on 01/6/2026 at Gynac OP with
prior appointment (Review consultation will be charged).

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 ..........cceee 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 appointments at any time by going onllne to our\
website www.rainbowhospitals.in { : )

pyYr 7
RegiQtrar/Resident/C.M.O
Dr. SWATHIH V =7

MBBS/MS
TSMC/FMR/15501
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@ Rainbow Childrens Hc;sp!tal-Himayatnagar

&= ,
Rainb:t-)w @ Rainbow Children's Hospilal, Door no. 3-6-267, opp. Cale niloufer, Old MLA quarters road AP State Housing
Children’s iy Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital  Sehight TEL NO :040-48873000
Ralbbon WEB : https:/frainbowhospitals.in
| ADMISSION SHEET

Registration Detalls : URTIRTQLIINE [t CLERERTIE LELRRRR L

Admission No : I[P26-00006421 Admit Date :24-May-2026 Admit Time :09:34 PM UHID : HNH-00008024

Patient Details {

Patient Name IMrs NISHATH UNISSA Age :3MY7TM28D
Guardian 1 Mr ABDUL BARI DOB 1 27-09-1994
Gentler :t Female Religion :
Occupation : Martial Status : Married
Address {H) .1 2-2-185M4H r k nagar Amberpet Hyderabad Phone No : 7981945729/ 9550449406
Telangana INDIA 500013 . . .
E-mali : nishu.nish27@gmail.com

Dnission Deta'ils :

o=
Bed Type : TWIN SHARING Bed No :LDR-415 Ward Name  : 4F -OT
Room No : LDR#A15 Admission Type : First Visit
1
Contact Details |:
Name : Mr ABDUL BARI Relationship : Husband
Contact Address 2-2-185/14/1 r k nagar Amberpel Hyderabad Phone No 1 7981945729
Telangana INDIA 500013 -
~
Signature
i >
IF yor Details /

N .
Doctor Name :Dr, SWATHIH V Specialisation : OBSTETRICS AND GYNECOLOGY .
Referral Doctor  |: Self. Phone No
Co-Consultant
Payment Details : Deposit Amount  : 10000.00

vment Mode  :{DC/CC Card Payor Name : Paramount Heallh -
Senvices&Insurance TPA Pvt Ltd

kN 25!()5.’2026 00:28 Piinted By : 020099 Page 1of 2
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ACTIVITY RECORD FOR BILLING

HNH-00008024

1P26-00006421
Name: - :n;. NISHATH UNISSA
09-1984 NYTM27
, Dr. SWATHI H v S

oo N QU

Room / Bed No : ~~~-rrmrrmemn- Ward :

WARD TRANSFERS

%

Rainbow® ‘.

Children’s
Hospital

It takes 2 lot to treat the little

BlrthRught

NBOW HOSPITALS

| Your Rghl to a Safe Deliver ry.

............. - Consultant :

me : —--—-===-=mmm- Date of Discharge :

Suggested Billable bed type :

Date Time
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Signature of Nurse
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Il 52t | 11 0am
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Cross Consultation Visit

Doctors Name
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Signature
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Obstetric Formula: Cm,P. DAy

Obstetric Examination

Obstetric Hostory: Lt
G- 10D E28wlC L"(O Gom on Fundal Height:

OED yndal VLN (O
Ne pald bt 6 PM Ut Activity: | (] Relaxed

EDD: ru[GILou,

Menstrual History: Regular: &1 Yes [ No

1 Mild [JMod []Severe
] Oligo ] Poly
[] Breech Others

- Misced iy
Present Pregnancy Record: w at 1_' Liquor: {-Adequate
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NT SQMC@ F1¢ - wa fl;]ﬁ , Head Fifths Palpable:
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Bovy Draining: [] Present
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Colour of Liquor: [] Clear

(] Tachy  [JBrady []Absent

Net done

(] Absent ] Bleeding
[C] Meconium [ Blood Stained

Vaginal Examination  [\ln%- Ay -
e - ) Cervix: (] Long [] Partially effaced [] Effaced
Height: lS‘j cm
Weight:...q‘}.’.g kg 0s: Closed Dilated
Allergies: ........... MLD .................................... Membranes: [JPresent [ Absent
Breast: TIN | [CJAb I
gt orma forma Liquor: ] Clear ] Meconium (] Blood Stained
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Early Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
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Early Warning Signs ]

T ['Obstetrics and Gynaecology

Complete a Full

1 Yellow Alert :

Repeat Observations
in 30 minutes

\. ./

e ™
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat

=

Set of MEOWS
. Ob§,er¥ati°ns.;m

.\‘,.\ f‘ ")

Observations QO
in 30 minutes
\. J
|
N
> 2 Yellow Alerts or > 2 Orange Alerts: Q

Immediate Review by Obstetrician and

Repeat Observations
in 15 minutes or continuous
monitoring
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# " &
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Obstetrics and Gynaecology
Early Warning Signs

e A

Complete a Full

1 Yellow Alert :
Repeat Observations
in 30 minutes

Set of MEOWS
Observations

- J

\-

I

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat

e

Observations Q

in 30 minutes

-

.

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

- J

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

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

2[5 o

Date
Time

11| 12

11|12

@

© onDaw

> 30

RESP

21-30

(write rate in

11-20

corresp. box)

0-10

Saturations

<94 %

Administered

0, !L/mln.)

40

39

2, dway

ajey ueay

Q|

190
180
170
160
150

| 140

130

120

110

100

anssalq poojg Moshs

920
80
70
60
50

130
120
110
100
90

80

(3
[=

70

ao>

P -

60

aInssalq poojg Joiseiq

50
20

NEURO

%

Alert

RESPONSE
[¥v]

 Voice
Pain

nresponsive

URINE
mis / hour

> 30
< 30

Protein + +

Proteinuria

Protein > + +

Normal

Lochia

Heavy / Foul

| Clear / Pink

Liquor

Green

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial
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Early Warning Signs

Obstetrics and Gynaecology ]

-

-

Complete a Full

Set of MEOWS
Observations

\

5]

\

1 Yellow Alert :
Repeat Observations
in 30 minutes

s

J

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

-

> 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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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

i / A el e e T U U %
RETCHIR Gy ¥
A e ik i
3 % e

Date

Time

Nature
of Fluid

Route

Diarthea

| IvSite
| Thrombo-

phlebitis
Score

Sign.
Nurse

b

/V

Mouth LV

y

08:00 am

09:00 am

10:00 am

o [|oond
"o T oom
A /\:h USOMP

11:00 am

2 | god

iz

12:00 pm

|

-

01:00 pm

Jrasdr] e radt 3 e

/

Total Intake :

Total 0

N

3

N

02:00 pm

03:00 pm

04:00 pm

oT—1

05:00 pm

06:00 pm

07:00 pm

+—_ -

Total Intake :

X

08:00 pm

09:00 pm

10:00 pm

ol

11:00 pm

12:00 am

— &

01:00 am

Total Intake :

Total Quiput :

NL

L\L\\

v

02:00 am

Z

03:00 am

i

04:00 am

i

P e

05:00 am

o —_—t—

)

\

£
—

06:00 am

T

b

07:00 am

7

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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2
Rainbow® 5 e
Children’s | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. 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.

ik
L4 vy
A Nt

HER

R :

- Output

T Nature
Date Time of Fluid

Route

Diarrhoea | Vomit | Drainage

Urine

|V Site

Thrombo-
phlebitis
Score

Sign.
Nurse

1

RY

N.G /

%

~

/

Mouth
08:00 am ;3&\
09:00 am CpR

¥

2

|

|
|
0

10:00 am D
11:00am|

26/5/2(

12:00 pm

01:00 pm

Total Intake :

Total Output :

V-

02:00 pm l
L 03:00 pm

| o

\S\‘V uopm| 0 1 9%
b 05:00 pm

"

y 06:00 pm

07:00 pm

Total Intake : c—mteﬂ

Total Output :

08:00 pm

09:00 pm

10:00 pm

Y
& 11:00 pm

12:00 am

Nz 4

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

7

\

/

@a 04:00 am

05:00 am

oK

06:00 am

/

\

B e

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Rainbow”®
Children’s

Hospital

Tttakes a bt o treat the e,

( FLUID CHART )

BirthRight
BY RAINBOW HOSPITALS
Your Right'to.a Safé Detivery

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.

%@%Wﬁ

%@“‘-@& w%ﬁé lmake%r 5?%,* S

5 e

—
2

[ PR

g

%% N{gﬁ’;s ) 1 A2ad
s *“%uﬁj@f

Date :

Time

Nature
of Fluid

Route

NG

Diarthoea | Vomit | Drainage

Unne

,“ ‘m“%ﬁ%‘fﬁ IV SItB

" Thrombo- |
phiabitis
Score

st [

Sign.
Nurse

Mouth

v

N.G

Z

/

o

08:00 am

N\

/

/

09:00 am

v

10:00am

St

G

[
)

11:00 am

/|

12:00 pm

01:00 pm

bl S S

{
)
%

Total lntake

Tl

Total Qutput :

02:0t pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

“Total Intake :

Total Output :

{8:00 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 U,utpill :

i

Total 24 hrs. Intake

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

Total 24 hrs. Qutput

e ———
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2

Rainbow® \ e
Chitdren's | @ BirthRight
Ho 5pita| . BY RAINBOW HOSPITALS
It takes a kot 1o treat the Citie, Your Right to a Safe Dalivery

( FLUID CHART |

1. All measurements in mil.

2. Add up each column separately. Make additions across the page to obtain 24 rs, total of |ntake and ouiput.

ke B W R

v, Output n

' Nature
Date Time of Fluid

Route

NG

Diarrhoea { Vomit /| Drainage

e

?ﬁzﬁs v EEah

Urine

v Site
Thrombao-
phiebitis
Score

Slgn
Nurse

JMouth

A’}

N.G

08:00 am

09:00 am

10:00 am

1
:l

11:00am

12:00 pm

01;00 pm

Total Intake :

‘Total Ouiput ;

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

{(7:00 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 Qutpul

02:00 am

03:00am |

04:00 am

05:00 am

06:00am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

Docu. No. : RCH /FRM / CLINICAL / 082

Total 24 hrs. Output
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Pain Stofe . Tl e Moditying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Eitions Educated llntervenllon Sign
l [ Continuous | [ Acute () Sharp I Dull ] Increasing 1 Yes O“L C}\
w @}U’j Afdf-g yu ¥ Intermittent | () Chronic {1} Aching [ Burning | [ Decreasing | ) No
J J 1 Continuous | [-Acite rp I Dull [ Increasing /1#95 LA
5| Zﬂ&’\ D\ o /\Jﬁr /E‘lﬂermiﬁem ] Chronic | [ Aching (] Burning | CDecreasing | [ No [~ ¥
: ) / ’ [ Continuous | [ Acute [ Sharp 1 Dull [1 Increasing [ Yes & i
U5 |6 An 02 lo |VH ] Intermittent | I Chronic ] Aching [ Burning | [ Decreasing | [ No n @ i
] Continuous | [ Acute 3 Sharp ] Dull [ Increasing C] Yes A
L b 426 LoAM O/ 10 NA [ Intermittent | [ Chronic ] Aching [ Burning | [J Decreasing{ [ No f
[1 Continuous | [ Acute ] Sharp ] Dull 1 Increasing [ Yes . @
0])0 . ) Pt
Q,G L\vf J 26 u PM “ k}h” [7 Intermittent | [ Chronic [ Aching [] Burning | ] Decreasing | [ No e
) 1 Continuous | [ Acute 1 Sharp [ Dull 1 Increasing | [ Yes M @;
Q@’/ f/% Cht 0’\“3 LA O Intermittent | CJ Chronic [ Aching [ Burning | T Decreasing | [ No ] -
29 / 5 /‘ . ] Continuous | =Acute =-8fiarp [ Dull [ Increasing | _—=Yes INLS
& loAx| ot 0 NE -Intermittent | [ Chronic [ Aching [ Burning | [J-Pecreasing | [ No &
(I Continuous | [ Acute [ Sharp ] Dull [} Increasing [] Yes
[ Intermittent | [ Chronic [ Aching [ Burning | [ Decreasing | [ No
(] Continuous | [] Acute (] Sharp (] Dull (1 Increasing | [ Yes
[ Intermittent | [ Chronic (1 Aching 1 Burning | [ Decreasing | ! No
(] Continuous | (] Acute (1 Sharp 1 Dull 1 Increasing 1 Yes
(] Intermittent | [J Chronic (] Aching ] Burning | [ Decreasing | [ No
Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
b) Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention.

a) At least every 2 hours for the first 24 hours
c¢)  Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

(PTO)
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Numerical Pain Sate (Obstetric and Gynecology)

I ! [ | | !

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (f Month to 7 Years)

-

Na Hurt

Hurts Litje BR

| I 1 ) 1 ]
3 4 5 6 - 7 8

Ao

Wong - Baker (Pediatrics) Ahove 7 Years

Hurts Litle More Even More Hurts Whole Lot

OSSO

Hurts Worst,

Q-

. SCORING
CATEGORY —
ok ¥ o - . 1 2
. . - " | Occasional Grimace or Frown, Frequent to constant frown, ,.'
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Néimal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
'[ Laying quietly normal position, Squirming shitfing back and i .
Activly osaasly it g Arched, ight, o Jerking
Moans 6r whimpers occasional ‘Crying staadily, screams of sobs,
Cry No Cry {Awake or asleep) complaint _ frequent complalnts
- Reassured by accasional touching, | .
Consolabllity Content, relaxed hugging, or belng talked to, Difficult to console'or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale {upto 1 Month) vy
Liw et
Assessment Sedation Hormal Pain / Agltation
Criteria
-2 -1 1] 1 2 v 1
Crying No Cry with painful | Moans or cries Appropriate crying Not| Imitable or erying at | High-pitched or silent-
Irtitabitity stimuli minimally with painful| imitable intervals consolable | continuous cry
stimul ‘ ,| Inconsolable \
Belavior Stale | No arousaltoany | Arouses minimally to | Appropriate for 'Restlass. squlrﬁ"iirig Arching, i&c]&ng constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontanegus Arouses minimally / no movement
movement movement {not sedated)
Faclal Mauth is lax Minimal expression’ | Relaxed Appropriate | Any paln expressian | Any paln exprassion
Expression | No expression with stimuli ‘intermittent continual
Extremilies | No grasp reflex Weak grasp reflex | Relaxed handsand | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Bodylsnottenst | Bodyls tense
Vital Signs BR. | Ng variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BR Sa0, | stimull varlability from normal for from baseline baseline, Sa0, less than or 1
Hypoventilation or | baseline with stimufi | gestational age 5a0, 76-85% with | equalto 75% with.stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventifator

-
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1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

‘P[

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

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

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

W

Mabili s ; e : & : : - = : :
y in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. (f
without assistance. to completely turn self independently. independently. Lﬁ bl
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
E— Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : ; ; A ; L . ;
of physical activity" Confined 1o biad non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a Lf

Sensory Perception

1. Completely limited:

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

2.Very limited:

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

3. Slightly limited:

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

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

4, No impairment:

Responds to verbal commands.

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

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

Moisture Degree 3. Conslantly m_olst 2 ‘f"!' i ; & Oocasiunally o : . o Bamly e "
s-which Skin is ke_:pt .mcnst glmost punslanﬂy S}un is often,-but not always, moist. Skin is occasionally moist, requiring Skin is usqalty dry, routlpe diaper _
skin is exposed by persparaltmn, urine, dramag_e. etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing 2_/
i iialstura Dampness is detected every time 8 hours. every 24 hours. \)\ ’z \7
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: '

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 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 adeguate
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.

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely :
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position]  during move. Maintains good position \J‘ 3
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times." 9
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
< 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
e < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : lessthan9 | High Risk: 10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18
Docu. No. : RCH /FRM / CLINICAL / 119

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

RE <
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Twloo
Support Surfaces
Risk Score ¢ Category Action {Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
. Regular Turning Schedule . .
" - Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Aliernating pressure matiress overla
Y Manage moisture, friction and shear gpre 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 “Af Risk” Patients L
1314 Moderate Risk Get pads for high-risk areas
Position patient at 30 degree [ateral incline using foam wedges .
Alternating pressure mattress overlay
_ Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam matress
Less than 9 Sevare Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
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Date: p 60726/ <

Time :

[s8

Mg

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:

et

Mobility 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. \f 4_
without assistance. to completely turn self independently. independently.
2, Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
At Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : : ) : ; A ; ;
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a t’\ \{

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

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

. tq _— by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
skin is exposed D is detected ti 8h 24 h 4-
¥ inoktire ampness is detected every time ours. every ours.
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 almost constant
thrashing and friction.

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

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

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%; hemaglobin 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; capiliary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 | Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name
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Suppori Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ ,
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the hegls Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating bressure matiress overla
Manage moisture, friction and shear ap y
Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
Use the Same Protocol as for “Al Risk” Patients N
13-14 Moderate Risk (el pads for high-risk areas
Position patignt at 3¢ degree lateral inciine using foam wedges ,
Alternating pressure matiress overlay
Follow the same protacol 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 smalf shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factars.

Alternating pressure matiress overlay
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Morse Fall Risk Assessment Form

"%
Rainbow®
Children’s
Hospital

It takes a lot to treat the littie,

’

. Y . g
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

=
. /
Date <
Choose Highest Applicable Score from each Category / Time gs\ k\’% 2*5: fl W [ /ng’ Fall Risk Grading
Score (% (il fon
. . | {

History of Falling Yes 25
(immediately or w/in 3 months) No 0 10 O ) Risk Level Mnrs(:MF:g)SBore Ketioa
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
IV / Heparin Lock or Saline :ies 200 &U o ‘2o Implement

° Moderate Risk |~ 25-50 Moderats Fall

Impaired 20 Preventhn
GAIT / Transferring Weak (uses touch for balance) 10 Intervention

Normal /On Bed Rest /Immobile 0 O @) O Implement High

Forgets limitations 15 . Risk Fall
Mental Status High Risk > 51 )

Oriented to own ability 0 . ::tz\:sgﬂgg 0
Total Morse Fall Scale Score: LW, Lo 2%

Signature d/& é @1

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

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

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

O

—

High Risk ( = 51) Apply all low and moderate risk interventions, and.
[1 Initiate constant observation by healthcare provider as appropriate to patient's needs

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
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L a::;; ‘;::s”v' MAKADIA 1P26-0000R425 . V{é
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r. VINAY KUMAR alnbpow . . -
? T Children's | & BirthRight
” "" m Hospi tal . BY RAINBOW HOSPITALS
~Morse Fall Risk Assessment Form rmsuprie, | W S
D 6
Choose Highest Applicable Score from each Category atseclogme = ?/ 2 /2 Fal! Risk Grading
History _of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Murst:nglsl)Scnre Action
Secondary Diagnosis Yes 15
{more than one diagnosis) No 0 o
Furniture- 30 Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 o)
J_O
IV / Heparin Lock or Saline ;es 20 implement
2 0 Moderate Risk | 25-50 Moderate Fall
Impaired 20 rrteventlgn
GAIT / Transferring Weak (uses touch for balance) 10 ntervention
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 . Risk Fall
Mental Stat High Risk =51 ’
el oiaths Oriented o own ability 0 o prevertion
Total Morse Fall Scale Score: 20
Signature oS

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
L1 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 Tow risk intervention and
[ Assist and/or supervise ambulation, Reinforce to always call for assistance

3 Hourly safety check

(7] Assess patient after visitors, [eave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk inlerventions, and.
{1 Initiate constant observation by healthcare provider as appropriate to patient's needs
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CHECKLIST FOR THROMB

29

OPHLEBITIS

L[/:’/Lé

"%
Rainbow”® . o
Children's | @ BirthRight-
Hospital .W
It takes a lot to treat the Iittle. Your Right to a Safe Delivery

P
9]¢ g DAY-1 _ DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE M E (ﬁ ) @ M E N Remarks
. No signs of phlebitis / - =
1 IV site appears healthy Ohsarve catinila 0 - _ - | — .
One of the following signs is
2 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula (@D i MNA A | NB
* Slight redness near IV Site NHA- W
3 ::\;oeggdtgst.followmg Signs Eany stage of phlebitis / 9
Pain at IV site Redness iR N.o| PM\ A VA N Nﬂ, i
2&5;? e Tollowing Signs are Medium stage of phlebitis /
4 b it Resite Cannula Consider 3
Pain along Path of cannula _ : ra A [Ne
Redness around Site Swelling Treatment At Ney NA Ml} H
All of the following Si
A1 the TOOWINg BIONSE | dvanced stage of phiebtis or
: ' the start of thrombophlebitis /
Pain along Path of cannula . .
) Redness ground Site Re site Cannula Consider 4 N - ND ) NA A | N
Swelling palpable Venous cord Treatment Alp
All of the following Signs are
evident and Extensive : Pain tpt\#;?:gggh?é?)?t?so/f K J
6 | along Path of cannula Redness E . 5 NNyt 4
around Site Swelling palpable Initiate treatment Re site la )18 i y,lj} N®
Venous cordpyrexia Cannula
Signature of the Nurse ME; P/ @’ 2 @,

>

L

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 phlebitis.

Signature of Shift In Charge :

SIOMAMTELS soisiscvinsmspussesbinsammsitonsts iectined N ot i st i s et

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

Signature of Ward In Charge :
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NURSING CARE RECORD

f//é ¢
Rainbow"® > .
Children’s - BirthRight
Hospita| . 8Y RAINBOW HOSPITALS
1t takes a lot to treat the littie. Your Right to a Safe Delivery

[] Maintain Airway and Oxygenation

[] Relieve Pain & Discomfort

[ Maintain Fluid Balance

] Improve Activity Tolerance

24l She.........

] Maintain Good Nutritional Status 1 Maintain Skin Integrity

(2]
E ] Maintain Personal Hygiene [ Prevent Infection [ Meet Elimination Needs C] Ensure Safety [J Early Ambulation Reduce Anxiety [] Patient & Family Education
€ | [ Identify Potential Complications [ AR OMNES. SHBBHV. ... . o cevsennsst Eonnnsssmraqess st Susemmnntran e ss TN Tetbrn i pid eI AL EYE RS Lo SRR AR TS
- : . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature

Morning

Afternoon

2 Ryt the o e
cumai e’

b Pl per ity
2 plew ur 2 lotheyt

g P

Night
.g

&5
S

§Py

SSIEK e [Z%ﬂﬁ%/
/ 1V b %t

=S gl 0V )
AT o bty

S dntd?

i vrf

Slabts

)4




P ) )
. V:nTnO::mwulegﬂvuzan (F) Eﬁ:?j’;?\%; ‘Bll‘tthght
: ospita BY RAINBOW HOSPITALS
_ " NURSING CARE RECORD i
' Date: . ;LS‘I';]Q—ZQ
EERT SR SN ammem SRDTD ISR
Time Plan of Care Time Implementation ) Evaluation Re-Assessment '},“g?;,,‘!‘.‘,ﬁ':
— Mo (Pui e\l NROAU Lo fadiort
L W%&M‘@m § Len &i’_\rﬁ'oﬂ !
2 ) i 63\(}(3 fove v(]UE)”Q A (‘ m(UMQU 0 \ﬂ!v\@Q Q ? M/Q;\j% ﬁ*ﬁkﬂ JA(Q
S { Ot ~ .
1| olon port T [ [ ey st debt€ N =
- plon pox ~tlo chort g Ut M )6 Meckd
o’iPV\ "/A-SW"‘ H‘t P¥ (or\(QZ—E.‘ '_)74 SMCCD H’L [ﬁt&#’q .
= e Hor\:—\vv ﬂ‘\‘aﬁJBE[D T H"“AU{ \"—L‘L 92/[0 ?]( & SLBL QQ{/O'\J[{,D
g — frov TecX (o l( i ou r@&é n%c | 0 ‘ g
by o e dlZF fd»jﬁc N
Spn i
% Py eonclhion. pr Dfnwsec ¥ ot condifiay | | |
ol B vender dy Vil _émmh\f\eoﬂ%«xﬁﬁﬂ;_ %?J( s shble LR a.um&o@rﬂ
E P wmartiin 2lo choad. 2 vaintained zlo chasd P o)
Ddvig gpen> por | P gin 2 pey £
<y c‘wuyx cl/\wul ‘ i cﬁwy c]'\e:..\sl. -
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iy~ NURSING CARE RECORD Fosmrc” | (@) mammasts

Your Right to a Safe Delivery
—

e« | [ Maintain Airway and Oxygenation [T Relieve Pain & Discomfort [[1 Maintain Fluid Balance [ Improve Activity Tolerance [] Maintain Good Nutritional Status ] Maintain Skin Integrity
§ ['] Maintain Personal Hygiene [ Prevent Infection [-] Meet Elimination Needs [J Ensure Safety [1 Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications L ANY ONEIS. SPBCITY. ..o teesie oottt ettt e e e et et e e e e e e e e e ae e e ae e e e ennnnas
Time ~ Plan of Care Time ) Implementation » Evaluation Re-Assessment '},“gi?,,’,‘,ﬁ',‘,‘g
SAM 'A‘,UM pa p} (ond 67 @mﬂ_%ﬂfﬂf&/ A Z% conclitey ,/Qa/fu’?/ j W =
| Monitor yplaly ¢ saeond| | | ppostlored ilal ¢ el Gable v fe N g
o Q 5 :
£ —Maun rtru-'nf _’[;/0 (Acwf = /t/ajo/r/.mf//ﬁd/ ﬂg (Amf w V!#w’é (;’
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O Maintain Airwéy and Oxygenation

Or. VINAY KUMAR

O

NURSING CARE RECORD

A
Rainbow® i L.
Children’s o BirthRight
Hospital . EY RAINBOW HOSPITALS
Tt takes 3 kot to treat the Rtle, Your Right to & Safe Delivary

——

[ Relieve Pain & Discomfort

£ Waintain Flid Balance

;lemﬁove Activity Tolerance

__[1 Maintain Good Nutritional Status

[ Maintain Skin Integrity

[}
E ,Q,Maftain Personal Hygiene p«Frevenl Intection O Meet Elimination Needs O Ensure Safety O Early Ambulation Reduce Andety _m—mim & Family Education
S [ [ Identify Potential Complications 3 Any Others. Specify ............................................................................................................
Time Plan of Care Time Implementation Evaluation Re-Assessment "é“?e N?mﬂ
. ignature
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or & BirthRight

It takes a lot to treat the lithe.

NURSING SHIFT HAND OVER FORM

i Childior™s | \g) e

Z | Diagnosis: Any Infection: C1Yes [JNo [1NetKnown
:5:: @ ( - s If YES SPECIY: ..o
@ | Surgery / Procedure: 1 Post OP Day: o "
o | Date . {2 15 ¢
2 o ] 20 P, P06 60 P
& | Medical Condition ' ‘D?N i \ ‘ _ = —
X | (Any special condition to be noted): y " -
=T it — A
= | Diet Hem| (et |so - sol)
Allergy: 1 Yes [0 Yes =0+ [ Yes, M0 | (1 Yes LN | [ Yes J-NoTT Yes iNo
Ventilation (RA, NP, NIV, VENTI): LH- Rpf RO - e ==
(&) Tubes/Drains/Catheter: “WYes [1No | L¥eS T1No | Yes &0 |1 Yes o | Yes =HhoTil Yes=TNo
| ] Temp: | A% A lac (f | 935 ac >+ [apiC
PN £ | Vital Signs: emp: | A% ) Qf-H [aq | S Hae qy-(
z Res: | 9p) 20k | 26hn | 98w~ | @obI™ | 4
% Sp0:: | 1p0 Qa [ ] o) |\wf | A9 | eq/
2 Puise: | (\ B1bi | Fshln_ | geldm [gabl [
BP: e lbo (W02 Jesiufer | 1ala> nelée | Hele)
LOC: = e = % — —
Fall Risk Score: - — — — — —
Pain Score: |  ~— - — = - =
Skin Integrity | l\neocd — GooA - o Goodl
Safety Needs: =Yes LI No 11pr‘f’/esul\io t-Yes (1 No |« Yes [1No | Yes™ No |&Yes ' No
Physiotherapy: | — . = — e -

Others Specify: |0 Yes CANo T Yes [iho| O Yes =No | Yes (WMo | Yes [TNO | O] Yes =“No

Special Diet: | N@ ) | $olA SOM - — —

Recommendations

Critical Lab Test / Values: e - v —
Other Special Orders / Medications: | Yes —"No |1 Yes €No | = Yes<+"No | Yes ANo | ) Yes+Ne | (1 Yes L-No-
0 PU Prophylaxis: C1Yes TNo | [] Yes .No | 1 Yes #TNo | ) Yes [fVo | ] Yes [+ho{ (] Yes <o
DVT Prophylaxis: “Yes CTNo| o Yes =No | Yes o |1 Yes (+Mo | Yes [LNe{ ) Yes 7TNo
ADL (Dependent / Non Dependent): | \ pQ [ A X3 - _ —
A / i
Post Operative Procedure Special Orders: - - — —

L\

Handed Over By Name : aﬂ{& 0 PRI [7£gan}ﬂ QWY ol
o 1 2 |

Signature / ID : ¢ hJ, : s,

Date: de/?/é oYd (’u 9 {[5'/?’(‘ 261-517/6 946 [ﬂ”g 9 [Yh(
Time: A 2o | B AN, | Ipra | 5™ | 5AM
Taken Over By Name : WAt m&k Dﬁ anks TRV~ muL\i MmLJAL
Signature /D : 7 7 | % W @ |

Date: Q;?jl@é 26|26 }ﬂfﬁg 2/ s{e /‘;72—6

RES
Time: 'L'I‘V“ TPn %P(m 2 v Pn & Boo
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Rainbow

Children’s

Hospital

Tt takes & kot to treat the Mtle,

NURSING SHIFT HAND OVER FORM

BY RAINBOW HOSP[TALS

‘BirthRight" om

Your Right to a Safe Dalivery

B~

= | Diagnosis: Any Infection: OYes OONo O Not Known
£ 1 YES SPECHY: wevervrvrvrnessrsremsnecsse
'cT-: Surgery / Procedure: Post OP Day:
= bate Shift Me | Pr
£ | Medical Condition — R
é (Any special condition to be noted): - .
@ | Digt: - )
'Allergy: OYes No|OYes ONo | Yes ONo | Yes ONo | Yes ONo|OYes ONo
Ventilation (RA, NP, NIV, VENTI): -—
Tubes/Drains/Catheter: 0 Yes &No |3 Yes 0O Neo |CTYes ONo D Yes O No | O Yes O No |O Yes ONo
E Vital Signs: |, Tampf 4. é‘( c . i
z Res: | 7gbhy
ﬁ Sp0,: C/ ? VA |-
2 . Pulse: ?;:) Lhe .
BP: |le8]lg | IR
Loc: | — Il
) Fall Risk Score: —
Pain Score: | ~o *~
Skin Integrity (‘N,O,Q
Safety Needs: |&es DNo O Yes ONo |0 Yes CiNo |O Yes C)No |0 Yes O'No |0 Yes ONo
” Physiotherapy: — ~
§ Others Specify: |0 VYes ENo | Yes ONo [0 Yes ONo|OYes ONo|OYes ONo | Yes ONo
= Special Diet: — '
E Critical Lab Test / Values: -
£ |Other Special Orders / Medications: | O Yes 0 | Yes OONo | O Yes [INo | Yes 3 No | C1Yes £1No | O Yes CINo
é PU Prophylaxis: O Yes Z7No | Yes O No [0 Yes T No |£1Yes D No |01 Yes O No [0 Yes &1No
DVT Prophylaxis: ‘ CiYes 0(0 |G Yes T No |0 Yes ONo {0 Yes ONo |0 Yes 01No |0 Yes CO1No
ADL (Dependent / Non Dependent): ~
Post Operative Procedure Special Orders: —
Handed Over By Name : o ‘9 k y
Signature /ID: [ * 7 e ’
Date? > 99 J<l3¢
Time: ¢ ! '2 A . "
Takeh Over By Name : ) S0 \\
Signature / ID : BN AN t o~
Date:® . -
Time: ? oo

Dacu.-No. : RCH JFRM / CLINICAL / 097
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" Rainbow: | @ gioie
i URINARY CATHETER BUNDLE CHECK LIST i ==
Date of INSertion: ................... A LA Q% ..... Pat f Removaq "](l','.'.' .......................
Parameters Date Shift Time (&U\J\M V@{\ 1 g 4 ap-
o= i
Need for the Catheter PA‘es/ ONo | ClYes—No | UVes DNo | CiYes CNo | CiYes No | CYes CNo | CYes CINo
Hand Hygiene =¥es LNo }Yes [INo EM{ CINo | [IYes [INo w Yes (ONo | ClYes CINo | ClYes [INo
Usage of Sterile Equipment E’% CINo M [ONo | [Yes N O @@\\@u\ 2 Yes [INo | [1Yes 'No | ClYes LINo
Is the Collection bag below the level of bladder TTYes [INo | #Yes [INo | (1Yes L No\\D Yes DN@;L@\@QCS No | CiYes TINo | ClYes [INo
Check the Tube for Obstruction (Free of Kinking) [ﬁ; [INo /EWBS CONo | CYes CINo | [ ] r‘\IJo 1Yes [INo | [1Yes [JNo | C1Yes [INo
Is Catheter dated as policy ﬁg_s [1No rﬂfe; C1No ﬁYes [INo | [lYes N [Yes [INo | [1Yes [CINo | [Yes CINo
Collecting bag is been emptied regularly? 5 Yes [INo | &es [CINo | [lYes [INo | ClYes [INo \&Q’es INo | CIYes [INo | [lYes L[INo
Maintenance of closed system for the catheter m No (Difes CONo | OYes CONo | C1Yes [INo | [ YNO [(1Yes [INo | [Yes [INo
Dressing clean and dry? _+¥es [INo | 4+Yes [INo | [JYes [INo | C1Yes CINo | [lYes [ No\ ‘1Yes [INo | [IYes [INo
Is the line removed as Policy? CYes =No—| [Yes p%do/ COYes CINo | OYes CONo | CYes [INo m}e\[ No | [IYes [INo
Performance of Perineal Care ~TYes [INo | C3Yes CINo | CIYes CINo | [lYes [INo | [lYes [INo | CJYes CINo | ClYes [INo
Onset of New Fever CYes &No | C1Yes N0 | CYes CINo | [IYes [INo | ClYes CINo | CIYes [INo | [JYes [INo
Asses for the leakage at the site of insertion TYes [INo D/Ye’é' INo | [1Yes CINo | ClYes [INo | CIYes [CINo | [1Yes [INo | [CJYes [No
Name of the Nurse M\ @1
Signature of the Nurse %Q/ S

Docu. No. : RCH /FRM / CLINICAL / 114
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[27 no-ms :nwm'rn 7 Children’s . Blﬁgﬁg&}
H BY RA
lllI\HIlllllIIllIllI||l|lII|IlIlIlll rospial_ | @izt
—_—t DRUG CHART
Date of AdmiSSIoN: .....coecrerveivsinriinieranaeas Drug AllErgies: ...ovevrecrmseeeseecemsssssssssnenes . 7 Not known any Drug Allergies
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).
- 5} Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- l[ 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.
- 1 Only one chart should be in use at any ane time, When the chart is full, 2 new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication,

1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route 5} Right Time
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

@ :

B [t PO

S0S / PRN (As Required Medication)

. Dated
DRUG : Tige

Dose | Route [Frequency |Start Date*

DoctorsStgnature Valid Period] Pharm.
}r

Additional Instructions:

DRUG
Dose ,‘Route Frequency |Start Date

J

Doctor's Signature |Valid Period| Pharm.

\

k Dater
Time

ﬂ v

O SHINAMITE vrrveenei e enr s iesvassiannsensspacnes

Additional Instructions:

{
1 Datef
DRUG: | Time

" Dose | Route |Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

VERIFIED BY : NAMIE et e rmaereesssararerenns

Doce. No. : RCH/FRM / CLINICAL / 118 Page: 1/4 {P.1.0)
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T REGULAR PRESCRIPTIONS  weight 2. ware..... \O%—

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

My T ~ [Date»
DRUG: LN] C £ FOTAXINE Timeﬁ\?r&\\" "lgé
Dose Route | Frequency |Start Date o : 7\
o I S e et vavinn v 4
Name & Signature of the Doctor / [
Starting the Drugs: ) F’ e )
S Dwa j@i-— I >k ;
AA =& 4
Additional Instructions: b L ] U o
ATD A\, oS
Daily Doctor's Endorsement by a Sign
DRUG : PARACETAMOL Dater, 51 05
Dose | Route |Frequency |Start Date|, ) AV
lgw | v | Tio | asfs ) |
Name & Signature of the Doctor ) / N N (-
Starting the Drugs: ) Y ,(‘dz,()
bz ”’”/ 7 AN ;ﬂé kJ
Additional Instructions: |V fort A
W Hous fowgy BY  [OpIPsA Kl '
oA
Daily Doctor’s Endorsement by a Sign
L
DRUG : DIcLoFgnNAC %f;%;ﬁlfq& S
Dose Route | Frequency |Start Date_v N
50w | tlo | v [ [ SR
Name & Signature of the Doctor Ao
Starting the Drugs: ﬁ/l % @q
DIy 7 Repe
Additional Instructions: won @9!@?\ <
Daily Doctor’s Endorsement by a Sign l
#
DRUG : TKAMADOL Dater, o\, 9l A
Dose Route | Frequency |Start Date i
Name & Signature of the Doctor o IoF b 4 4
Startirig the Drugs:
: 20" R
Additional Instructions: R

i

Daily Doctor’s Endorsement by a Sign
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Sheet No .. REGULAR PRESCRIPTIONS veignt 62 wara....L. 0L
DRUG : ENOXAPAILIN TD,?;ii( ¢ho\

Dose Route | Frequency | Start Dt. "

yov | ¢ D) 2(/( T Lﬂ »

Name & Signature of the Doctor i L

Starting the Drugs: % :
pupmmy

Additional Instructions: (»ﬂh’(f
ApEr 0BG LoNSveT amron

for 1y oa%

Daily Doctor's Endorsement by a Sign

pRUG : Jry PANTIOPEH7zolE ?,Ef,‘:,.,ﬁ\';
Dose Route | Frequency | Start|Dt.
Ley| W 0D [25]|C 0

Name & Signature of the Doctor

Starting the Drugs:

DA

]
S
i
v

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater
DRUG : { - PR STHAPRA2DLL Time q&{%
Dose Route | Frequency | Start Dt.
oy | P fo o |2/vhs
Namgﬂ Signature of the Doct ./
Starting the Drugs: ! (0 'I/,, & L
Additional Instructions; # .
Daily Doctor’s Endorsement by a Sign
Date»
DRUG : T T+ 1N & T (S
Dose Route Frequency StartDt.| '
ey O nelyhe
Name & Signature of the 4
Starting the Drugs:
3 l Al ) ;
Addiiiona! Instructions: i
Oy ’;W\p’\‘\j' Q'Lomm L

Daily Doctor’s Endorsement by a Sign

ocu. No. : RCH /FRM / CLINICAL / 108
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Sheet No: .............

Rainbow® &

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s .BirthRight‘

Hospital

It takes a ot to treat the little.

REGULAR PRESCRIPTIONS weignt (02,5 wars. >

DRUG: T - PRRpcCTHMO

Date»

Tige 'w¥ N

Dose Route

o | Plo |T> 2%

Frequency | Start Dt.

tthag [

v

Namé & Signature of the Do or

Starting the Drugs: /ﬁ

R

Additional Instructions:

'y

W

&)

Daily Doctor’s Endorsement by a Sign

DRUG: =7 CE&i1x ime_

Date

Timeld

Dose Route

200 | Mo | _BD

Frequency | Start Dt.
2e (3 |

b

Name & Signature of the Doctor

Starting the Drugs: .
g A

Additional Instructions:

B

>

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Y

Dose Route

Frequency | Start Dt.

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

]

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Dose Route

Frequency | Start Dt.

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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P i i il - g

weight 225, ward. . LD

VARIABLE DOSE %‘;‘Z’ e [y [oess [ oo
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Rout Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign,
Name & Signature of the Doctor fest e e Es
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: N pose e fess
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tig}e Nmsi Sig. Nurse Sig. Nurse Sig. Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RDU te S tart Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o Dose i e
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
Additional Instructions: G o Do oo
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
, _— Dosage & Other :
Date Time Medication aciions Route Signature I\llu[sei
: ind £ 4o W Yﬁ e
QA.K I 20pm| PANTOPPAXOL ”\‘} -l
+— 1 /]
/ 3 '\? _ " Nj_// zq Fu:
95‘\,\ 1120 pm] METO CLOPROWMIN ) oA, ‘ — | (Na_
+ — ¢ )
3 ‘ v N J—*L
8] 113091 ONDANSETION 4w I e
: (£
2r[c laom MUOfENAC loom9 P 0“/
0 \
wly | lam | TAMADOL [o0Mg o (W -
T rd T
1
< |\epm | guppost | p c;}f o
¢ & i
cnd \ l DU e Hab R —
Page: 3/4 (P.T.0)
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27-00-1004

MYTM27D (F) -

T -
MEDICATION RECONCILIATION FORM

DrUQ AlIBIGIBS: ...eveveeriieer et see e e eseese e eaeeseees

i
Rainbow"” ) e
Children’s @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the litte. Your Right to a Safe Delivery

g 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)

BRHDERTOIIEG orxeeiinvirrersssranresesssseetfir srarm s stesmasasons e A

o | (e sy | oSy | o,y | vy | SSTOOS | oo
1| Tab THUAROYINE :lﬁm;_?. Po oD Oc Obe
Jamiopanet, [wr| o | o |m)sbjos o
3| ok DRON o | PO 8] Oc¢ 0oc
4 1 b CALOUVMN W, | PO P 0c &dnc
S |Tah ECOSPIRAN 3§er bo - o 23\\’\?4 0c [oc
6 [(JC [JDC
7 (JC [JDC
8 (JC [JDC
9 JC (JDC
10 (1C [IDC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature :

* C- Continue, DC - Discontinue

Date &Time ' -
Nurse Name & Signature: ........... "P{ ............... J‘ ........ 1, .......................
Date & Time : ... l\{\kbzé’ 1., 1 HS‘pV‘/\

Docu. No. : RCH / FRM/GENERAL/OQO
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It takes a lot to treat the litte. Your Right to a Safe Delivery

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

L Wﬁmed?
, a. Yes [0 b.No

o o o

3. Nipple condition:
/g/a./Nipple well formed
1 b. Flat nipple
] c. Inverted nipple
C1  d. Short nipple

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

5.  Steps for Positioning and attachment:
, a. Baby goes to the breast
1 b. Mother always sits with a back support

CJ c. Ear-shoulder-hip should be in a straight line
O d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

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




6. Won explained:
0 a.Yes

I b.No

7. For Caesarian mothers:
<T7  a. Motheris required sit and feed from the 4th feed
[0 b. Please explain football hold

8. NICU admission:
[0 a. Mother needs to stimulate her breast for 2 min every 2 hours

0. ACGIHIONGI NOTES: ..ottt ettt et et e e e st et seses e et ee s e ses e e s et et es et esesere e et eseaesaees st esessee et et etes s e seerens

Continuity of Care: Date: agﬁ%

.
P hgen e Pakond  Condfiss)
£ £xpldned Posities)
A1 houly «M@c&/‘# oo
/-79% m%{{z\H@% a;/@ed

(WA

BaN00VOr TAION DY - iroicisciusmimissispesssmsssinsinssmmsnsmensnsons

1 T

Date & THMIB: ettt ere e e et e s eeeaeeneeneaa
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Dr. SWATHI HV Rainb

i gw,’ ® .
LD Hospltal " .Elﬁﬂﬁiﬁﬂ

‘i'_nur Right to a Safe Delivery

It takes a lot to treat the lite.

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: /Y. Swaf”f\f RV Date of Delivery: ) ¢ I §726 _
Assistant Surgeon: T)¢. SLWAP NG | T~y | Time of Delivery: 2
Anaesthetist’s Name: 3!) ’ D Gender of Baby: _ﬁg MAL :ﬂf}
Type of Anaesthesia: S 'P lr\yJ ; Weight of Baby: % Tt g .
Neonatologist: ’ AGPARScore: @ o U

Scrub Nurse: NICU Admission: (1 Yes v&No

Pre-Operative Diagnosis: (2P Lo Ny ¢ 2FwlC ¢ Bore NPLA ¢ HQPOW-&M
[] Elective Q/fm/ergency Indicaﬁon:?...P.‘rM&?ﬁi\%Q ...... CTCL .............

Urgency
[+ Immediate Threat to life of woman or fetus
(] Maternal or fetal compromise not immediately life threatening
] No maternal or fetal compromise but needs early delivery
(] Delivery timed to suit woman and staff

T L 1 1 KNIBF 10 TECIUS: icvvosvsiviesiisinsisussssivisissnsivsisssnsios
CTG Description: ......... P 0“"&0\«‘56"1}‘? ....... T e

If there was a delay QIVE The MBASONS: ........ciieiieueieieeiiiteee ettt b e s s b s e essbenes s s s s esebersssaesssnenanas

Surgical Procedure: € [Y) HRUENC l{ LOUWER SECMENT CESAEREMN N
CectioN

Post Operative Diagnosis: POD -0 g‘LLLQ'I - APLN)- ¢ HL{WPDW .

Peri-Operative Complications: —

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

Name and Number of Surgical Specimen sent for examination:

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




Examination Findings when Appropriate:
Presentation: [« alic [ Breech

5th Palpable: ............... (I L S
Staion: 273 O-2 0-1 00 O+1 O
Caputt O+ O++ O +++

Bladder Catheterized : -Yes 1 No

il

................... Cervical Dilatation: ..... W2 44 ................cm
................... POl POSIION. ioiusiis cunmsiinsvsiussivassd Moot semiinssssissss
+2 Moulding: \[None [+ [I++ [J+++

Meconium: \_one [+ [I++ [ +++

1 Blood Stained

Urine: ] Cledr

Skin Incision: G’w//rmensteil

U] Transverse 1 Midline [T AINON s senviins s maonsh emioisinsa
Uterine Incision: \=Tower Segmenf ] Classical Ol nverted T 1 J Incision
Previous Scar: [ Intact ] Thinnedout ! Ruptured \o Scar
Incision Through Placenta: [ Yes “=rfo g Rakk Lovo EE 00«10 O\Q/Of{/v-ﬁo
Delivery of head: \',ZMﬁlual 1 Forceps ﬂ k‘A necle s
Liquor: \_[}Clgér 1 Meconium: 1] Y| LI CIBlood [ Offensive ] Not Offensive
Delivery of Placenta: O Manual | _2CTT................. \}Goﬁblete © [JIncomplete (] Piecemeal
Cord Appearance: ...................... NQ‘LV‘/\H ........................................ Cord around the neck W 'TJNo
Appearance of placenta: ..................... N .............................................. Cavity explored Yes [INo
Uterus, tubes and ovaries: ¢! Normal 7 Not Normal Sterilization: 1Yes _[INO .
Uterine Closure: " One Layer \;Imﬁrers i NLCAY ‘\10’] Suture
Peritoneal Closure: ! vic L1 Abdominal _I None \/1 Mb‘ ................ Suture
Sheath Closure: B 9 RSP O '\W(r[ ................. Suture
FatClosure: ¥es “INo oMaCagA N Suture
Skin Closure: \"}Sﬁuticular Ll Mattress LSS lNL’ ............. Suture
Vagineal Evacuated \—% 1 No
Drain: [1Yes N0 [TREMOVEIN covcovveceecereneen. days  [1Await instructions
Ctheter \[1YeS" TINo [JRemovein ... days [ Await instructions
Swap & Instruments count correct?\_}(tf' L1 No [ Post-op Antibiotics [1Yes [INo
Intra-Operative Antibiotics Cover: \fes [INo [ Thromboprophylaxis C1Yes [INo

Post-Operative Notes: vf\me

-

Doctor Name:

Date & Time:




SURGICAL
SAFETY CHECKLIST

/N

HNH 00008024 1P26-00006421
re NISHATH UNISSA .
Patient Name : z-r oo--ma myrm2ro () O] : e ® .- —
st U, S o | et
E Date : 3‘*"% 1B v i m—— it

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Yes, & Equipment / Assistance
Available _Yes CINo

Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned #Yes CINo CINA
Blood Units Reserved OYes CINg CONA

Has Antibiotic Prophylaxis been given

within the last 60 minutes? CONo CINA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [Yes O
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

E/Xes CNo CINA
Power Supply, Earthing, Power Backup
and functioning of equipment checked. +#TYes CINo

T — M(@‘Qoﬁm

NAM . fuj .............

“T1NA

~TYes ONo CINA

SIGNIN _ Time J[Sep TIME OUT _Time:...\)..0Sa) SIGN OUT _ Time... fH{Y).....
/
Patient Has Confirmed - Confirm all team members have Nurse Verbally Confirms with the Team:
Identity £1Ygs C'No introduced themselves by Name and Role-=rYes [No The Name of the Procedure Recorded ~ .=YeS [INo
Site ~COYes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure “1Yes CINo Nurse Verbally Confirm e Counts are Correct (or Not Applicable)  7¥es CINo CINA
Consent L+Yes LINo Correct Patient (Check ID Band) < C'Yes CINo The Specimen is Labelled (including _
Site Marked T1Yes TNo.=NA Correct Site _=Yes C1No patient name) <AYes CINo CINA
Anaesthesia Safety Check Completed EY?S 'No Correct Procedure ‘;WES 1No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning_TYes (No Anticipated Critical Events Problems to be addressed <rYes CNo CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? ClYes LINO What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns f.or recovery
VIR Anticipated Blood Loss? _=Yes [INo CINA and management of this patient? ,Wt{ CINo

Doc. No. : RCH / FRM / CLINICAL / 111
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Rainbow’ : s
c?:'i?d_r?:'s .. BirthRight
PATIENT TRANSFER FORM Hgasmg:gﬁ!"m BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00008024 1P28-000068421 % L Q / ‘
. a |0 3
e g b asc)2L@ ichm

WATHIHV

T Transfe Ordered by ey
DY €ousY 6 bseyveAio N-

From Unit To Unjt Information to Attendant
o prepek— o oL

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed

over to attendant
@ N

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
1, 8 C
2.
3.
4.
5.
Shifting Summary / Notes Written by Doctor : YeQ/ No| |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

4 iy

Patient & Clinical Records Received by : W : g

Date & Time of Patient Received : 25‘"‘[ !\[/Lé L@ 1 -38 # W

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

[ 1 Unavailable Bed | Nurse not Available [ Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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It takes a lot teytreat the littie. Your Rightto a Sal;DaLivery

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: ........... chmw ......... Time of ATVl ...oovoeoeeeeeeerreeee, Time Seen by NUFSE: .......ovvveeerreererreen.

1)
2)

3)

4)

5)

Level of Consciousness: [ Conscious L) Semi-Conscious ] UnConscious

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

[J Severe Pain / Moderate Pain ] Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy [J Preterm Labor/ Labor
[ Decreased Fetal Movement [ Spontaneous Rupture of Membrane / Leaking Water PV
LI No Fetal Movement [ Other REASOM: .....ccveiveeceieeee ettt
Vital Signs: Temperature: ............. PUISBY v.cvvevivnia BB i, SPO: cacrsnirannss BP i Weight: .............
Gestational Criteria:
Gravida: G P L A
LMP: az,\éé’lﬂ\f EDD: \HTE)(Q,@r Gestational Age: ........... 3 'i@ﬂ%x;
Uterine Contraction [JYes | &'No | I NA | Onset Time Frequency:
Membrane Rupture OYes | @No | ONA | Onset Time Fluid Color:
Vaginal bleeding I Yes m [JNA | Onset Time Amount:
: . - If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes ,EI’NO/ 1 NA Pain Abdomen / Vomiting
Good fetal Movement C»B’g O No | 0 NA | ITNo specify:

Pain Screening: Numerical Pain Scale (NPS)
L N | l | | | | | | |
| | | | | | | | i | |
0 1 2 3 4 5 6 7 8 9 10
No Pain Worst
: possible pain
& LIOCAHON v srvms s i ariss dissresars ow s aiiessine a3 s s bssob e o S o 600 v B 6 18 a0 B G o S N s i s e i
o DURALION: oo Days / Weeks/ Months (Strike out which is got applicable)
« Character: ..........[....... ‘\\d QSPT
I -1 -1 1o TP RR R
L {107 =T 01 0]
Past History:
) SUrQeries: ...........c......... ( .................................................................................................

, Medical: ... MQA/

«0. : RCH /FRM / CLINICAL / 098 (PT.0.)




Mrs NISHATH UNISSA
27-00-1904 YTM27TD  (F)
Dr. SWATHIHV

(-

7) Allergy: FIYES T NO, YOS & ettt sttt et ssesene e s st e eneenns
8) Current Medications: (] Prenatal Vitamin =~ [INONE [T OIS, w..vvoveoeeeeeeeeeee oo
9) Prenatal Medical History:

C1 None [ Gestational Diabetes

1 Chronic Hypertension L Low placenta

[] Gestational Hypertension L1 Others if yes, SPECIY ........coeeeeerieeccireeceecrccee e
1 Diabetes

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)
[ Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
[ Category Il: Emergent (Time to Physician: = 15 minutes & Reassessment: Every 15 minutes)
[ Category lIl: Urgent (Time to Physician: = 30 minutes & Reassessment: Every 15 minutes)
ategory 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 Triage Acuity Scale (OTAS)

Level 3
0TAS ‘umem,
M < 30 minutes
Re-Assessment Every 15 Minutes
: 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
o5 Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding | with/ without abdominal | cramping (<spotting) with cramping
= pain <37 weeks (>spotting) >37
! weeks
: ; Mild hypertension
" | Hypertension > 160/110 A
- Hypertension Seizure activity and / or headache, visual ;lgg{ig(}”;g‘”;%%”t 9
R : disturbance, RUQ pain symptoms
Abnormal FHR tracing gﬁrgfﬂﬂgﬁgg 0.
3 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 painfhpmaturia work) - Cervical ripening
- | * Cordprolapse » Nausea /vomitingand | « Minor trauma (minor | = Out patient placenta
3 « Severe respiratory Jor diarrhea with MVC/fall) previa protocols
' distress ) suspected dehydration | « Nausea/Vomitingand | - Pre-booked visits (ie
« Suspected sepsis /or diarrhea Rh and progesterone
& = = Signs of infection (ie injections, NST
- dysuria ,.cough, fever, |« Assessment for version
! ! chills) « Rashes

Nurse Name : ......... C/ QUL AL M SR Nurse Signature: ....... % .........................................
Date: ‘Zflﬁ(d’zf?/é Time: .4 7Y.... 4
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Dr. SWATH K v "%
- == ®
U Rainbow | @ BirthRight
Hospital _ | )z
LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: ....... 2T 1&.....
Baseline Information:
Admission From: CJER OIOPD [ Adn‘ﬁﬁ Desk O3 OtHEIS: SPECIHY ....ooeiessonsemassrmmiinss i simsmines
Primary Language: [ Telugu English 1 Hindi L] Others
Doyourequire aninterpreter? I1Yes [ Ho—
Source of Information: [J-Patient ~I Family ] Others
Personal belonging if any: [ 1Jewelry [ NoseRing [ IBangles [ Anklets [1FingerRing L1 Bracelets
LAY OO OB 101 s owem s simamr b s s s S A ks s ans =3 ¥k  5a s § R o e A e A S R AV G i R S E AV R AT AR S A AR AR et
Allergies: [1Yes [INo [ Medications | Blood Transfusion " Food E] CHIBEL i nissismersivsisonsbvmsiismasiaiaios '
IE.VES OB .viovisosssmiiansuninssisussvininssassissdsrioisrssiimsss s srvisssinsaysshiysasssaa oty sbs s s i it oo oy AN et ods¥ o558 y i eV G
L ] 1] L e Doctor Notified on Admission: T TYes [/No
.................................... &t’rtm Name of the Doctor: ... ... DM T ...
................................................................................................................... 13T (e 11T e s ey
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Blood Grup: .........annmings IMP: e EBD: invmnmns Gestational age during admission: .....................
Contractions: .........cccccceveenennen, }i@ ........................... Vaginal Discharge: ..........cccccovevevencnne, )\& @ .....................................
Obstetric History: B i P i, L cccnininn Al s Previous LSCS ................
Height: ............... Weight: ............ BMI: oo
TOINP: <odasssrosmos HRB e ssmsiminns RR: woescomns o BP: caisnsingg S0 s
High Risk Factors: (Please select by ticking (v ) the box as applicable)
] Hypothyroidism 1 Rh Incompatibility Fertility Treatment
[] Hyperthyroidism —1 Previous LSCS [] Preterm Labour
1 Hypertension [ Gestational Hypertension 1 Others: (Spécify)
1 Diabetes 1 Bad Obstetric History
(1 Anemia 1 Obesity (BMI)
[l Twins / Multiple Pregnancy .,

Docu. No. : RCH /FRM / CLINICAL / 139

(PT.0)




Patient Sticker ‘

Family History: (] No Abnormalities Detected
[ Heart Disease [ Hypertension (] Diabetes [] Stroke 1 Seizures [ Kidney disease
[ Liver disease 2] TOHRBE ..c.ccvconsssimsseassossunssmsasmiss svsmmisssasms wssssssimsssisriaii oot ssmssonseiesdl O Ty TP

Pain Assessment:  Pain: [ Yes mlf Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessmen/t;/_'fog— LINo Score............ @ (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: /yes/ [JNo Score........ Foreee (complete the Braden Q Sheet)
~
FUNCTIONAL SB[IEENING: If a patient needs assistance with any of the following inform consultant
1 Mobility problem ] Walking Problem -HhoAbrormality Detected
('] Developmental Delay | Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
1 Overweight [] Poor Appetite > 3 Days [ Needs Therapeutic Diet.
] Under Weight [ Diabetes Mellitus EMW Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
/L}ﬁﬁ & Cooperative ["] Restless (1 Depressed [ Agitated ) Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single Eﬂm;ed [ Divorced [ Widow

2. Special Habits: Smoker: [ Yes B’K Alcohol Abuse: [ 1Yes EK Drug Abuse: [ |Yes [<No~ |
Social History: Lives With ............... {:'Q.Nltﬁmmb.eﬁl‘ ...............................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : DrYes/D No Waste Disposal Explained: [“Yes [INo
Infusion Pump: ] Yes-T7No Hand hygiene Explained: ’m No L] Others

Above information givento ................ (—PO-!-%\Q,U’/' ....................

Name of Person Orientation was given t0: ... 0 Nreferrnnninininiiinsinsrsnnrssne

Orientation Not GiVEN REASON: ........cvveeeeeeiecicieece ettt

Nurse Signature: ...... L.} ......................................
Nurse Name: . C [/WMJT &MP ..........

Date & Time: ?,ZE [% ﬁ ..... W
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Rainbow” e
cﬂ'i?d;"e".!"s 4 BirthRight
PATIENT TRANSFER Fo RM !‘-llagasme!ii!m .BYHAINBOWHOSPITALS

Your Right to a Safe Delivery
ml::;r"* e i Date & Time of Admission Date & Time of Transfer Order
HNH-00 -

B, e o Yitshs & ulBh6E gy,
] ml“m”\|||\||||||““|m\m|“ Transfer Ordered by Reason for Transfer

M-DUY oh3

From Unit To Unit Information to Attendant
}771 rﬂm a X Yes [] No ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

‘20 Yes| | No[ |

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. [tem Name Quantity
1- fhb LD
2
3.
4,
5.
Shifting Summary / Notes Written by Doctor: ~ Yes[ | No| |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

[ heupro bty pn P
Patient & Clinical Records Received by 3 A :
C‘/L/UL 2/5/ ’5//4”’ & 9n—

Date & Time of Patient Received : /

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

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



PATIENT TRANSFER FORM

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

Patient Name & UHID No.
HNH-00008024 1P26-00006421
Mrs NISHATH UNISSA
27-09-1904 MYTM27D {F)
Dr. SWATHIHV

Date & Time of Admission

"L\{\(\'\ﬁ'@ 6{\%”\ l

Date & Time of Transfer Order

z,q\({Q»Cs NN

Transfer Ordered by

D Du o -
A\ D S

Reason for Transfer

¢ M. s

From Unit

Y- post

To Unit

0

Information to Attendant

Yes[ 4——  No[ ]

Number of Sheets in Clinical File

Numbe]r of Imaging Films

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

QDg 21— Yes| | No| |
If yes, what ?
Medications / Consumables / Surgicals / Hand aver
Sl.No. ltem Name Quantity

il

2 Proons) —£ )
X N A

3.

4,

9.

L

Shifting Summary / Notes Written by Doctor :

Yes{]/

No[ |

Name & Signature of Person who is Transferring

Cetbol® [ s

Name of Person Ordered Transfer

Dr el

Patient & C||n|cal Records Recelved by :

003@ g\g\é@% A A

Date & Time of Patient Received :

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

] Unavailable Bed

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

[ ] Nurse not Available

[ | Available Bed not ready




/ Rainbow®

Department of Anaesthesiology Children’s @ BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .‘;‘:ﬂf‘;’m%

SRR e ) WL S s el T d WS&mAge gté Sex: ........ P ................. UHIDNO & oo,
BIAIR siivsapisissrimis gssisaviiss s TIMBT v snnavansalimmnssanin Proposed Operation: &M L4 LS

Diagnosis: ............... C\WQ’LQHDD‘ ....... "P’Q\/i\ ......... H’(LP ..... % f\/\_)éb~ ........................
B.P/ CRT: 0}/}5( HR: cﬁ/r\ Weught?@....@%%ysicalStatus: al /Jz/ D3 04 O5

Laboratory Data:

Hgb: ....... /h} ........ GHICOSE: suvmmiisiidianisg Proteli: ol mnmmsiami HIV: "\‘n’(L— WA i
pov. . 35 U8R s DY s HBS Ag: "“\,Z ECGE
WBC: g?"’v Creat: ....cooeeevvveeeeenenenn. JORAIBIML e HOV: v, "J ....... PRLECHD! civnisaian:
Plate: 1}} NS s DI BIE sassmusisasisesis Blood group: Q Stress/AngIo .................
= T 1 | st ot e
BEE: -ociiinadinisin BHY s Alk phOS: <.ooveieiicienas
IR i Mg++: oo AMYIASE: oo
Cl-: SGOT/SGPT: ..

Medical History: ~ CVS: IM/\QJ—U(J & ]6

resP: O e et T3 — T, Sy Cmmamare 40 g 0O -
ONS ‘ Aec® /fqm}&lk C4

Renal :

Hepatic / GE - uwo@ ’ . Physical Activity: W L 6’6

Others : MAL e (;)'?'\\A ] g

Past Anaesthetic History: B (‘j \9’\@/\//} \\J\-D U_‘ 3oy @ g WL Yol X 3, Mﬁc

Physical Exam: ' UW) e\ ) o ]
Airway: MP 1@3 4 Mouth Opening: 77‘)'!/) Mentohyoid Distance: Bﬁ Neckﬂ\gép“leeth k‘/ OT
Lungs : ( .
Heart: \ C/U (A~ c,e«_ﬁ,(/k—f U
ons: |/
P : -
Pregnan%@s TINo [CINA Venous Access Site : = Spine Exam for regiona( K))

Anaesthetic Plan: © MAG}:’@HONAL CIGA-ETT CILMA
” g 7

Peri-Operative Plan Explained to the Patient:/z‘é 1 No _’/,___——-

g
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: 24 'S{‘\A
1. DVT Prophylaxis :
vy 5 — 1A i

Water / ORS 2 Hours
0 Aot X — ko 2. NILORAL<[ | "\ L
, 3. Informed Consent},&ﬂiard ~ High Risk
O FOm . 4
5

. Post Operative Pain-Management. DW with Patient

Docu. NG : RCH /FRM / CLINICAL / 044 QA g\/\f\f-’(ﬂv'] ik




HNH-00008024 1P26-00006421
Mrs NISHATH UNISSA
27-00-1904 NYTM27D (F)

Dr. SWATHIHV

AT

— ANAESTHESIA CHART

2
Rainbow® . e
Children's | @ BirthRight
Hos pital . B8Y RAINBOW HOSPITALS
It takes a lot to treat the littie, Your Right to a Safe Delivery

Pre Induction Assessment:

O Yes m

Change in Patient Condition:

Fasting Status: W{.?MIE

Physical Status: | [~ Patient Identified [Consent Present =" Chart Reviewed
L ] rl f ]
H.R: %lm | BP/CRT: Jo#/62 [Sp0.: /607/ |RR:  /€&/m [ Last Feed: 2 Abwee 5751
7 % 7 7
Pre-OP Dmgnosus WEOH P Operation: ....... 252 CHZ. ... Date : 7‘7'/
Surgeon: .....2Y %2 /‘ .. e / p"M ................ Anaesthesiologist: /'2""{“' .... . I i Technician: ";’W ......
TIME 12*? T (’5)
N.O /AIR/O, JPM . > i
HALO /SO /SEVO Antibiotic
Drugs: ’
OXYTSGAN 2V 2V Ahdan F E47 F—
Zab ¥ 4 2/
s
2
Blood Loss /M
FIO, / Sa0, & 75V /‘ar ~/ m
ETCO,
£CG 7 AN arZmlid
Temperature R -
Urine Output k.
Ay & b
[ i Zd 1 T
£3
23
8P 240
V Systolic 220
A Diastolic
X Mean 200
+ Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In v
Throat Pack Out 123‘ Vet 2 P ~
1004 o ¥4 rer
F
60 [ A
40
20
10
0 -
ABG
LAB Values :
GRBS ‘ r
Pk Others
\,Z’/Equipment Checked and Temp: Induction Regional:
Funetional ] HME ] Fluid Warmer O [ Inhal W Specify: .. A
MBP Ul/ [C] Cligg Film ] OH Warmer J Rre 0, 1RSI _[A-Spinal [ Epidural CaudaJ
Cuff Site: «J=Tysger's, [ Cottan Wool CJ Others o111 N 7 S
[ | Artite: . /E"mherm = Positio
] Masl | SGA
[ EKG Lead j, ’g'J ) — - 3 Z),,
1 Temp Site Timos: / W ] Airwa O [ Nasal Site:
[1 FO. Monitor Anaes Start: . ETT# ) e cm Needle Size#77.
0 Agéﬂ‘tMnnimr OP Start: .. ; [ Oral ] Nasal Cuff Parasthesia [ Yes
" Pulse Oximeter OP End: : | Tracheostoxy L Topical Catheter at sKin ..................
[] Capnograph Leave OR: /M L1 Drug: Drug Name & Conc: /|
1 Ventilator Anaesthesia: ] Awake ] Direct Vision Bolus: ..
1 Nerve Stimulator ] GA L] Video Laryngosgopy [ I Stylette / Bougie Infusion: .
- [ Maopkored Anaesthesia Care ] Fiberoptic Block Level W,_. )
‘J:l/SltiDﬁ/ /afguiszm Blade# .............. Afempts: ... Bianias.
T Pressure Points Checked DifficUlty WHY? oo N
Line (Size & Location) Transportatioff to
gﬂ g“"’: IovP:. v | L] Bilat = BS LAPACU  LIIGU L] Other
int = . "
] ART: I —] Semi-Closed Gircle Relaxant Reversed [ Yes 1 No ENA
L1 Tape ’_W/}gé UV [C] Closed Circle
. . 7 e i —
‘yyuﬁg W = ot Name of the Doctor :. Y 7 4/ 4 ottt A
. 1 Other
4" Awake E Signature of the Doctor :......... /




HNH-00008024
Mirs NISHATH UNISSA

27-00-1094 "y
Dr, SWATHI H v tMere  m

R

- POST-ANAESTHESIA CAKE UNIT RECORD

1P26-00006421

r//—/
Rainbow® . _
Children’s & BirthRight
Hos pital . BY RAINBOW HOSPITALS
1t takes a ot to treat the little. Your Right to a Safe Delivery

Lale S
. . < . . .
Received in PACU by : ... LM v Time Received : ..... ll)? ................ Time Dlscharged ..........................
i
ii’g [ 345({; IV Cannula Site : . }’* 4| el
L 230 230 | [ 0, Mask [ Nasal Prongs
5 220 220 | ] Tracheostom [] T-Piece
@D 210 210 ] Y
& 200 200 | [ Oral Airway [] Nasal Airway
& 190 190
= 180 180 ) \ ]/ . Tm
=) 170 170 | Vomiting : [ Yes Drug: }:dh AT,
S 160 160 ) - /
o 150 150 | NG Tube: [ Yes y_
v 140 140 | Drain: C1Yes [No
A 130 130 vr/
120 e 120 Urinary Catheter: ™ Yes [ ] No
o 110 T 110 ‘
E 1007 100 Chest Tube: I Yes [INo
? & : o0 | Nitoral []Yes [INo
70X L [ X TA 70 .
L e | WveAuids: . [e IJ
@ 50 50 Oral Peeds? v
b= 40 40
30 30
5 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 | 9 ouT SCORING INTERPRETATION
Able to move 4 extremities voluntary or on command =2 T Z A
Able to move 2 extremities vulumarz or on command =1 ACTIVITY 2- A Minimum Total Score of 8 is Requtred for
Able to move 0 extremities voluntary or on command =0 r % 2" Discharge
Able to deep breathe & cough fregly =2
Dyspnea o limited breathing =1 RESPIRATION 1212 |+
Qgﬂeic =0 Exceptions to this, are to be explained in the
+ 20 of Pre Anaesthetic leve =2 i i inian:
‘ : space below by the Discharging Physician:
BP + 20-50 of Pre Anaesthetic leve =1 CIRCULATION
BP + 50 of Pre Anaesthetic leve =10 7/ ?,F 2] Ll
iully awake =2
rousable on calling = CONSCIOUSNESS L <L 2~
Not responding =0 2 2
ELTE dusky, blatchy, jaundiced, other 2% doue g.1a LU IR
Cyanotic ' =0 7/ 2~
rom q|1f] tefle
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

sl ) hw | plio

-

W \sha pv? | o1t

W 4 Aw| b 1P

251514 o[

TR

Pain Tool Used: I NPASS [J]FLACC []WongBaker —INPS

Anaesthesiologist Name :

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :

PACU Nurse Signature: TR T RO 164
(’

Date & Time: }{& [ 24

Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b After 24 hours every 4 hours
c.  Priorto pain reliving intervention
d With in 30-60 minutes after pain relief intervention

124

Transferred to Unit by (PACU): .

2.9.1

Date & Time: ...




Rainbow"® ) N
Patient Sticker ' ' ~ Children’s @ Birth Right
X . Hospita] BY RAINBOW HOSPITALS
It tzkes a lot to treat the littie, Your Right to a Safe Dellvery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD ST e

t ~ ¥
‘ LR 1t ‘T'\
B2 11 U O U Time: ..o Cemereaemees Procedure done DY ... s
GSE /Spinal /Epidural PoSItiON & .ovceeisviiiee SPACE L Technigue {LOR/LOS) .......ccoeuveee.
- YR 7 ]
Dép?h: ........................... Catheter at SKIN: ..vveeeeeenrererereeeeesssserens ARBITIPES © 1vvvvvereseeseesemsssseseessssssssssasensssssanes
Parasthesia : YES/NO if YBS QELaIS & .........peveriviemiinsisiscssnss s sessess st s s st ennane
i -“ )i\
SOIULION COMPOSIION & vrvervreeerecareascemrereeseessessenssesssrssesserasesmsessasssnsssasssssssssssenses SR B A LI ayerensensensenens
. i ",
Any other issues : < v
) O, e oosooeseeseee e s AR 41 e eSS AR AR
1 OO DT OO
- Infusion Rate Level Maternal
Time. . (ml/hr) Bolus (ml) | |ent Right | BP | Pulse FHR Comments
Y.
4
-~ . v ","‘ - Y - R
' L] ..\_ L e Y
Delivery Details : = Time : .....ovivininns APGAR: ... SVD/ Instrumental / LSCS (if LSCS Details): -
Catheter Removed by and Tip Inspecied : .....ccveeerceveerererrenanns eevaereraets et r et e iR bR nnt e ras e be s e
PAtiEnt SASTACHON & vvvvvvevereeririsiriernesrevessnssessess e sesenssssecss e se s sasssssssasassensassssrassesesnaeressassessassesenesssesestaresaesessrassensarasnes
Discharge /Shifting ordered by
DOCEOr SIGRALUB. ov.heeceeeeeeeesesesesssessessessesesesnssmssessensens RN &
DOCLON NAME: .2 eestherecens B cssessavenssssessesssssersns ) N

DAl AN TIMB § oveevee et st ses e e eeeeeteseeeasecnnes . ®




o

%

CONSENT FORM FOR GENERAL / Em#‘}“" ‘Eiﬁi&ﬁiﬁ&f
REGIONAL ANAESTHESIA / Hospital " | () ymemins

MONITORED ANESTHESIA CARE

,B'Oﬁrs : @

Patia'nti\lame:Mj’n ) Ntw@i Age: 3) Gender: Male O  Female£?

uHD No: . N~ Sozy SurgeonName:........?fi..m ...... Y i
Anaesthesiologist : ..................... @w ....................... sl i T

A Cap 11

ORI AtIVE DYQOBOURS PRAMRIBU S <ciusssimissssiivsssasnsiiingsssspsasssamie sipunsssamss s s S MARO IR e MRS gt K

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

O Heart disease [ Hypertension [ Diabetes mellitus O Renal failure

- [ Hepatic disorders 1 Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis

O Incapacitating Cronic Obstructive Pulmonary Disease

L. AT [ o4 QP T Ot

COMMENtS - ..ovvovreen., S s

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

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

* | authorize and give consent for anaesthesia (‘Dﬁm a Ge'\neral Anesthesia / 0 Monitored Anesthesia Care as

considered appropriate by the anaesthetic team.

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

Docu. No.: RCH/FRM/CLINICAL/021 P.T.0




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

| 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-:;l/Yé O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

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

e
Patient / Patient Attendant : Witness :

SIGNAUTE oo LT e Signature : .
NameM\‘L&ME’\SMUmSQQ ' Name:.... <PW) M ..... fgﬁf}ﬂ ....................
Relationship with Patient: ....... SEM . Date & Time : .....2./.‘3\&&&.\..‘2@ 28 nepn

Date & Time : ;U\ld;@@uzopro

Doctor (who is taking the congent) :
/'

L A




INFORMED CONSENT FOR SURGERY OR S o' ‘BirthRight"

A\

Hospit al BY RAINBOW HOSPITALS

SPECIAL PROCEDURE et vt e o i e oivery

Patient Name : . lﬂ{g NOS MH\ ONM@ ........ Gender: [ Male UrFemale ADB: v 2 \\{\ ...............
UHID No ;... N 000060 2.y, Date : ..k JS,%

Instruction:

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

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

o RO e i T G R SO A S S SN

| M*sl\‘l&fw%t)wm (NameofthePateny

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 untoward event thereof. L
L

.......... eV Beeding. , Lostind ume b mva«fb“fﬂ Alunnt-......
........... QANA,..., Mlt ..blead.. bqu/\,‘f’hwmwafer»m

e LDNTL L Braty wo S S
My signature on this form mdm"z “I:{

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

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
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: ..................... ?@\f ........ g\/\) ‘KH\A ..... ‘H \/ ..............
Consentee : Patient Attendant :

SIgNALUME & voveeece s e e SIGRatUre © ........cZ DN s

Name : ... LIS, %gx\OJ»LLUHE&QC& Name : %‘{”‘)\ﬂﬁélﬁ\ ...............................

Date & Time : ,DSJ,\SJ{‘)Q@H;LL@PM Relationship with Patient: ‘"ﬁ‘im«!{k&l}f‘\ ..................

s Date & Time : ..LL.. 0.2/ ... Q-U\'@d.?—@%
_ (ﬂD Doctor (who is takmg the consent) :

T T R LT/

- (/ M, ................... Signature : ........... \jiﬁ" ...........................................

- Name : oo DA D
oate & Time - ALST 26V U SoP% pate & ime . 2M| S|

- SPE CLINICAL/ i




HNH-00008024 |P26-00006421
Mrs NISHATH UNISSA
mmm MYTM270  (F)

lll||ll|||I\\IIIIIIIlllIIIIlllIllI

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

%
Rainbow® ) __
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes 2 lot to treat the fittle. Your Right to a Safe Delivery

[ FLUID CHART )

7
1. Al measure}éﬁts in ml.

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

t
g

. Output

| IV Site

Date Time gagﬁ}ri% Route NG | Diarrhoea | Vomit | Drainage | Urine ngr%;gﬁg ﬁfﬂgé
Mouth LV N.G
08:00am |~
09:00 am T
10:00 am T
~ 11:00am| ﬂ].;]}
12:00 pm i Rae .
01:00 pm
Total Intake : Total Output:
02:00 pm
03:00 pm ~_
04:00 pm e : i e
05:00 pm ]‘H e
06:00 pm
07:00 pm
Total Intake : Total Output : P il
08:00pm| - L \/ . A
r}" 09:00pm | A b 1& yoom! | !
N ‘} 10:00 pm ﬁb - 19,',117] \ f“L
é\x\ 11:00 pm ﬂb % |ivom! 7 U M o
20am | RLH | ¥ 10m( \ - 1\V
’ otwoam | b |V (Yoo | 20 by 7
Total Intake: Total Output : vV
e00am| P L | A ltBDM i
X)) 03:00am | ¢ | lT 100 é@ \ \
v [M00an | B J, 3 |woud N ETA
($' os00am| AL, | "\ |{oau] ~ v ALl
06:00am | K J, (ool o0 - -
o00am | R (oo i Ll
Total Intake : o Y Total Output : t
Total 24 hrs. Intake Total 24 hrs. Output WMZ/

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

—



Patient Sticker

Sheet No. : é

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

Z

Rainbow®

Children’

Hospital

It takes 2 ot to treat the little.

| FLUID CHART |

‘|9

BirthR

Your Right to a Sa‘e Delivery

wl

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

IV Site

! Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

"} Thrombo-

phiebitis
Score

Sign.
Nurse

Mouth

1V

1 NG

08:00am | ¢ |

|@e ¢

09:00am | LA

—
—

(Ge

—

10:00 am

190 W

Qo0

11:00am | Q )

150

12:00 pm

R U 4

/

B
/\,L,

S

01:00 pm

Total Intake : | (kG

Total Output :

02:00 pm
r;SD 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 :

82:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00am| .«

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output




HNH-00008024 1P26-00006421
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: J.r.&’/j’/mﬁ Time: .. 2.5.85.a00).......

’ ~ 26 kg/m?
Origin: ......... Jmﬁm) Height: ...[.S.1.L07...  Weight f/il.ﬁ' BMI: g-— ~28 ky/m*
i ~ 30 kg/m’

Food Allergies: ......................... L\_\)u{’jf)
Diagnosis: L.SC._S ...........................................................................................................................................

TypeofDiet: Ciquid O Soft O Normal O Diabetic
] Vegetarian D’(on—Vegetarian OJ 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: g,&’g'!d‘-{/{ .
ame: .. %&Ju%}/{amy

Date & Time: . 2 f / S bl L. Z S Date & Time: Z.&jf/ﬁ«ﬁ/f.ffw

Doc. No. : RCHIFRM!CUNICALHQS (RT.0)
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Notes
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NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)

j P | .
Patient Name: ‘GILS '\)JtF‘fdh Un fa Age: SV | Gender Femede

UHDNo: FINH-O000FO0T 11 jpNo:  J - 00006 H D lpate: 7/ 05 |7 {Time: "-'ﬁ’ Pm

Diagnosis: ¢ }, §CS ( W“*C-’ s g )
PRESCRIPTION DETAILS (Tick only one of the following)
S.No - Drug Name Dosage Remarks
i. | Fentanyl Citrate Inj. 50mcg/MI {00 M | o) Am P
2. | Morphine Sulphate Inj. 15mg/MI s Sl
3. | Remifentanil Hydrochloride Inj. 2MG i ——— e
4. | Remifentanil Hydrochloride inj. 1MG e —

Doctor Name: WWI\‘{ Doctor Registration No: 6%7'67

Signature:E l ‘ ) ‘ m !% (J‘,

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E
(Details of the Patient to m Essential Narcotic Drugs Dlspensed) (]

6= DODDbY'|

~P Registratlon No:. e .. 2( ........

Aadhaar No. of the Patient (Optional): ..

1. | Name: MA} N jh;: H Ut’)ljju A Rema !
i
_ 2. | Complete postal address (with contact number, if any) P
3. | Brief description of the illness E 4i J’ -S (J
4 Whether registered with any other registered medical practioner / N 0
" | recognized medical institution ( If yes, detfails of the recorded)
5. | Details of essential Narcotic drug dispensed [ N j ,' te ‘J " 7’
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Pl o Chad | \ Patient Attender
PR Mg Fr.dcmjﬂ 0]

Dispensed by (Name & ID No.): ....p ... e S g8 LU0 S ) ............... W, Y Slgnaltre; tEae . s
M ki f Urmq 071 L7 SZ)LVV
Received by (Name&lD No.): £ Bt uiies .- Signature: .....Y........ e S R

0 T MR . e S B

Docu. No: RCH/ FRM/ CLINICAL / 133




¥

A E L B




oiqg)

%z

Rainbow” ! rLh
Children's | @ BirthRight
HOSpltal . BY RAINBOW HOSPITALS
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NARCOTIC PRESCRIPTION FORM

=4

(MEDICAL RECORD)
! i
Patient Name: Lj) v N‘) T Unita Age: T/ Gender: Feore Ve
UHID No: i1 - 000 PNo: ) [ L1421 Date: g oo |2/ Tme: i o
Diagnosis: f ( | < l.’ LASes N 0~T l Pal -
PRESCRIPTION DETAILS (Tick only oné of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI lOp i 61 A |
$ 2. | Morphine Sulphate Inj. 15mg/MI - s
“ | 3. | Remifentanil Hydrochloride Inj. 2MG 1 -
4. | Remifentanil Hydrochloride inj. 1IMG a———
Doctor Name: n\]‘ﬂ’(m‘r Doctor Registration No: é?q 2‘7
SrgnaturQ:\L(;‘ %ﬁ \‘ /{ ; f:, b

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

36— o000by ) |

IR et on NO: . T R i st

e 240120

| ™, Aadhaar No. of the Patient (OPONAI): .............oo.oveceeereeerrsorersssssesseessssseesssessseseessessseeses

Ay
» AW { ) ) I f
1, Namef\z",«_ q’ J g ¥ Remagks g
J O o4 oYY
2. | Complete postal address (with contact number, if any) K.V [ ' ” AT f
3. | Brief description of the illness € n J $( |
4 Whether registered with any other registered medical practioner / N O
" | recognized medical institution ( If yes, details of the recorded) ‘ ' ' /
) y ] ] -V an
5. | Details of essential Narcotic drug dispensed [ N J 78 ' ‘?Z
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
\ L | Patient Attender
}‘J\‘\ J'I‘J ) [ Y L{/,f f_*;’
4]

Dispensed by (Name & ID No.):

Received by (Name & ID No.):
Time: (3:)

Docu. No: RCH/ FRM/ CLINICAL / 133

M‘IA”’”Q -f ({)

R T (1
l’h_-"b‘
... Signature: .2.{...
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