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‘ Name | Mrs KARUNA UHID | HNH-00011649 :
! ]
‘ — i ; LA U — —
Father/Guardian Mr ANKUSH BHATI Age/Gender |23Y4 M 14 D/ Female
Address Kattedan le, Hyderabad, Telangana, INDIA, 500077
IP No j IP26-00006456 Admission Date | 29-05-2026 [
. ' i
Ref Doctor Self.

PRI SS—— e —— |
|

: Discharge Date | 30.05.2026
DISCHARGE SUMMARY

Consultant:

Dr. P Priyadarshini,
MBBS, MS OBGY
63596

Diagnosis: PRIMIGRAVIDA AT 27 WEEKS WITH ? GESTATIONAL
HYPERTENSION FOR OBSERVATION

History:
LMP: 21.11.2025 Obstetric formula: PRIMI
EDD: 28.08.2026 Gestation at admission: 27 weeks

Obstetric History:
G1 - Present pregnancy, Spontaneous conception.

Medical History: Nil
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Name Mrs KARUNA UHID HNH-00011649

1P No IP26-00006456 Admission Date 29-05-2026

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

Antenatal Details:

Mrs KARUNA was booked to Rainbow hospital at 6 weeks of gestation. She had
regular antenatal checkups and investigations as advised. NT scan was normal,
FTS was low risk MTAS was normal. Scan at 6 weeks showed subchorionic
hemorrhage measuring 24* 6%27mm which was resolved. She was admitted at

24+3 weeks with complaints of lower abdominal pain, managed conservatively.

Scan done on 12.05.2025 showed single live intrauterine fetus at 2474 weeks
of gestation with breech presentation, EFW: 741gm, AC: 32%, AFl: 14.9cm,
placenta: posterior, high with normal dopplers. She was admitted at 27 weeks
with complaints of High BP recordings at home.

Investigations: Enclosed
Blood Group : "B" positive

Management: On admission hér vitals were stable, uterus was relax. PE
profile sent and traced to be normal. Strict BP monitoring was done. BP
recordings were within normal limits. There were no further episodes of High
BP since admission. AFl/ Doppler scan was done on 30.05.2026 showed single
live intrauterine fetus at 27*! weeks of gestation with cephalic presentation,
AFl: 14.7cm, placenta: posterior, high with normal dopplers. Patient was
hemodynamically stable and found fit for discharge.

Advice:
1. Cap. Pan-40 once daily (7am} till 06.06.2026 before breakfast.
. 2. Continue Antenatal medication till further advice

i
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Rainbow®

Children’s
Hospital
Name - Mrs KARUNA |UHID | HNH-00011649
"IP No IP26-00006456 Admission Date 29-05-2026

Tab. Zofer 4mg SOS.
Plenty of oral fluids.
Strict fetal kick count.
Ophthalmic Opinion

U s W

Strict BP monitoring at Home, if BP >140/90 mmHqg or any complain of
headache, nausea, vomiting, epigastric pain, blurring of vision,
bleeding or leakin er _vagina, reduced fetal movements- Report

immediately to 4th floor

Review with Dr. P PRIYADARSHINI after 1 week on 06.06.2026 at Rainbow
Children's Hospital 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 .................. in a
language that | can understand and | acknowledge.

Patient/ Attender
In case of emergency like bleeding, fever kindly contact 9154865045. You can

also take appointments at any time by going online to our website
www.rainbowhospital.in
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Name
1P No

Mrs KARUNA
| 1P26-00006456

Consultant:

Dr. P Priyadarshini,
MBBS, MS OBGY
63596

| UHID

HNH-00011649

E Admission Date

29-05-2026

Regi&trat/Resident/C.M.O
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Rainbow Childrens Hospital-Himayatnagar |

7. .
Rainbow . Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’'s _ Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital """ TEL NO :040-48873000

fame WEB : https://rainbowhospitals.in

ADMISSION SHEET |
Registration Details : l

Admission No : IP26-00006456 Admit Date :29-May-2026 Admit Time :09:25 PM UHID : HNH-00011649
Patient Details :
Patient Name : Mrs KARUNA Age :23Y4M13D
Guardian : Mr ANKUSH BHATI DOB : 16-01-2003
Gender : Female Religion
Occupaticn : Martial Status
Address (H) - Kattedan le Hyderabad Telangana INDIA Phone No 1 9652470701/ 8074826148 J
500077 . ’ i
E-mail : na@gmail.com i
—@
Admission Details :
Bed Type : TWIN SHARING Bed No :PP0O-418 Ward Name : 4F -OT
Room No : PPO-418 Admission Type : First Visit
Contact Details :
Name : Mr ANKUSH BHATI Relationship : W/O
Contact Address : Kattedan le Hyderabad Telangana INDIA Phone No : 9652470701
500077
~—Signature
Loctor Details : .« v
Doctor Name :Dr. P PRIYADARSHINI Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self. Phone No
' Co-Consultant
Payment Details : Deposit Amount  : 20000.00
Payment Mode : DC/CC Card Payor Name : SELFPAY
. Printed Dale / Time : 29/05/2026 21:27 Printed By : 016951 Page 1 of 2
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\F\e‘tal' Medicine Report
RAINBOW HOSPITAL FOR WOMEN AND CHILDREN
3/6/234, Old M;LA Quarters Rd.
Himayatnagar, lf-{yderabad -500029
T- 040-48873000
Reg No {Under;PC & PNDT Act 1994): 0116A1466/2023

P
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_ ‘ Fetal Wellbeing Assessnignt =
RAINCOW HT 39 s
306,254, Ot
PHEEAETMEY Hikaruna Bhati DOB: 16-01-2003
T - 04D-G887 390,

v

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

FetalMedicine ID;
HNR2900086
ViewPoint ID: 2900086
Date 30-05-2026

ALy
Methgd
;"{0! o 7Y Yate gestational age
Siayinaga i
Rrégnahcysy-.Singleton

pregnancy. Number of fetuses: 1

Lioes Ban L by ! "
B tatenve]30-05-2026
Indication [} AFl/Doppler scan f
History General Smoking: no. Height 154 cm, 5 ft 1in
1 History
OB History  Gravida 1

o

Transabdominal ulfrasound examination, Voluson E8. View: Subq‘pti‘mal view!: limited by

Placenta: posterior high

Amniotic Fluid Amiount of AF: normal

Datinge-+77y |~ ¢ Date " Detalls Gest. ag:ﬁstEDD
wwe|aeai20s, .  [27w+1d 28082026,
’ ' Ag}g_gd* based onthe LMP 27w+ l'ﬂp 28-08-2026 ,
- {p, 2 "dating e N D RSV
%heral Cardiac activity.present. FHR 149 bpm. Fetal movements: visualised. Presentation:
Evaluation cephalic

" -CIN': L85110TG1998PLCAZA9 W 2or report 5?‘33@H‘i“ﬂ?rﬂ%%%@%%gﬁs-oa.-zoos

Aékgs?rr}ent AFI14.7 cm
Fetal Doppler {Umbilical Artery: |
' ) Pll 1,17 —+- 75% Rl 0.71 e 71% f
Miid Cerebral Artery: : i
Pl 2.52 —+—4¢ 95% PS 1.18 MoM .
* PS ) 42,00 cm/f$ CPR P! 2,15 F—h— 57%
Ductus Venosus:
A-wave _ positive flow PV 073 l———!—o_—:] 75%
Maternal Right uterine artery: B E
‘Dopplef Pl 0.98 —+e—  74% R 0.58 :
) ‘ {Left uterine artery:
SEENA T 0.69 Fe-—— 18% RI 0.47
. Mean Pi 0.84 p—g—]  50%
- Rainbow Children's Medicare Limited

wwwi.rainbowhospitals.in

e e




Medicin'eReport' S . Blrtthght

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

=Rl .. .Please note: Detailed evaluation of fetus is difficult due to advanced gestational age and

§ g ““““:“1’3"";'":'*--‘ :fetal position. All fetal anomalies cannot be detected by ultrasound alone, The pick up rate

Ty | of abnormalities depend on gestational age of the fetus, fetal position, maternal habitus,

: tissue penetration of ultrasound waves and machine resolution. The results of the today's
scan have been discussed with the parents. They were aware that ultrasound examination
alone cannot:exclude all genetic syndromes or chromosomal abnormalities.This report is

| not for medicolegal purposes <3t e ?ﬁ,’w

Py P ;u,-wﬂ
W

impression There is a single viable mtrauterlne pregnancy' Jv?' ¥ gk

"
Ed

N‘-f:' The fetus is in cephalic presentation today

Amniotic fluid {AFl - 14.7) is normal.

)
—

& )
. Fetal Doppler and Uterine artery Doppler are normal.
' , 1, Dr. ‘Mythreyi. K declare’that while conducting ultrasonography /image scanning on Mis,
l Karuna Bhati, | have néelther detected nor disclosed the sex of her fetus to any body in.any
manner. .
Fc’;Ih:-W:r.zp.I Follow up clinically indicated -
» Umbilical artery pulsatility Index Ductus ven. PV - Amnjotic Eluld Index {cm)
20r 2.0 . (28T
LT T T 1.8 -
y 24 -
] . RN N S 1.61- - o Ny
14 e 1.4 - g I N I \f‘
] s 5 O e S 1.2 i ST R L e
- e 95% . 16 N ]
,1'0 1"'-\.-: - S 1‘0 ___7 ) N B | .
= 95% 12¢] =
0.8 P —t; diod 0.8 T , E
0.6 — 0.6 gl ey :
5% | 5%
o 0.4 - 0.4 5%
©0.2 O'ZI ! T
006 33" 27 31 35 39 000 22" 28 37 36 40 % 20 24 28 32 36 40
. ‘H(lit;:‘s'tlagipnal age (w) Gestational age {w}) Gestational age {w)
DE* tay - Dr Mythreyi K
Prlyadarshml P ~
Referrlng Performing Physician ?
Consu[tant E
s
Rainbow Children's Medicare Limited
- ' i www.rai itals.in
'CIN ;L85110TG1998PLCORO3G: 2for report BYRARIANBRHDBRRIIEE 16.01-2008 rrainbowhospl
e
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: HNR2900086

KARUNA BHATI
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. KARUNA BHATI, 16.04.2003
HMR29000B6 GA=2Tvid

,,,,'m' g R
LN Jﬁhﬂa s

-15=
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RAIHBOW BOSPITAL }f; ';; ﬂi‘ ;1392";1;;
M 04 RAB6-D
REMCA-PS  429Tem,
RLMCA-ED
RtMCA-S/D
Rt MCA-PI
RtAMCA-RY
RtACA-MD
Rt MCA-TAmax 15.t9em/:
Re MCA-11R 149bpur,
PRE W ThHY

RAIDOW HOSPITAL ::; "’:; 30.05.2026
Mt 0.4
DV.S -22,16em/ft
Dv-D ~14.4fanf:
DV-a -10.36¢my:
DV« TAmax =16 16cm/:;
DV-5/a
DV-a/s
nv-pl
OV-PLI
Dv-PVIV
DV-HR

Bl mj
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(t,;‘;; KARUNA BHATY, 1601.2003
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Gn 40
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Mr 03
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ACTIVITY RECORD FOR BILLING

WARD TRANSFERS

IP No 1a-n1 ms

II\\\\\|l\\\l\l\lll\lll\ll\\\l\l\ll\\

HNH- 00011“‘
Mrs KARUNA

|P26-00006456

23v4u1so (F)

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

Rambow

%

Suggested Billable bed type :

Children’s ‘.
Hospital Btl‘thR!ght
It takes a lot to treat the little. You Rgh Si Dl y
Dept : ~=---====mmmmmmm-
» of Discharge : ~-------==-=----- Tifne:: ===

Date

Time

From

To

Signature of Nurse

Cross Consultation Visit

Doctors Name

Date

Order No.

ignature

arfne obloum?t™

ciff» sﬂw@h

24| 5|26

‘2(:)20%’Z

=

Y\

/‘

&7
@(M w&\kcﬂﬂlﬂi 2\«

}'

8.

9

10.

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




INVESTIGATIONS

Date Investigations Order No. Sign
A it
29l she |cEp. I,I§H/, o7 PPTT H[ozémcgmg//én}%{%
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WL{;"‘)@LM ‘ (
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MEDICAL EQUIPMENT ( WARD & ICU)

Date E’::E:::m Coqr;s::‘:ing Disc?r?gzcting Order No. Signature
2 PR eieqy oomp ‘yp\d% ;) S hrdton
) =
10\‘\03%‘)“ corripe tronfier Q03000 $4 10%0[?’/\_,&’///.:;
0
/. (e J& o
(P ™




PROCEEDURE

Date

Proceedure

Quantity Order No.

&

241 Ty plovce 12 5

\ Z=I
o299 8/ erm@/@,a

ANY OTHER INFORMATION

Date :

Time:

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




HNH-00011849 1P28-00008456
Mrs KARUNA

18:01-2008 z:nmao (F)
Dr. P PRIYADARSHIN E ehi bow .

Ui, Chlliponis | gy EILO S
IP ADMISSIUN SHEET FOR OBSTETRICS

N

It takes a lot to treat the littie.

Y ero) _ A LMP: ‘3{_\\_\\_\. oS EDD:
(ﬁlo g S~y (XQV\ S Corrected EDD: 2%\%\2@2_(; GA: 7 w\«\g

Obstetric Formula:  Nowyen uom he? Menstrual History: Reguiar,,B/Yes ] No
\)ﬂ YN\ t“/\ L_— 1 5‘_\15 ~ \\93
Obstetric Hostory: N ™1

'.S\ ?P _g\f;c;r\\—cu"\cau—é

Obstetric Examination

Fundal Height: 2L -2 R W\M

( encephen Ut Activity: -#TRelaxed [IMild  [IMod [ Severe
Present Pregnancy Record: \ xIl_iquor: —FTAdequate [ Oligo (] Poly
‘ C—loundal
= NUT - et ol }E _ PP ] Cephalic  [] Breech Others
| “TIERR — Ternas Head Fifths Palpable:
RISK FACTORS: FHS: _FNormal (0 Tachy [ Brady [ Absent
\
‘(\\o \\-*'C\\\ B / Per Speculum Examination ‘{\Ca\r A‘Q’ nc
A Draining: ClPresent [ Absent [ Bleeding
PO = ga wom\\n\i , Colour of Liquor: [ Clear [] Meconium [] Blood Stained
Vaginal Examination hca\ C\O"\G
. / Cervix: [ Long ] Partially effaced [ Effaced
Height: \SQ tm .
Weightq.\:\.‘..ﬂf..kg ) Os: Closed Dilated
i \ \
-~ Allergies: ........ s Membranes: (] Present [ Absent

pisgse R Liquor: U] Clear (] Meconium [ Blood Stained
General Examination: .
Sonsciogsrass: NG Palior T Presenting Part: [ Vertex  [] Breech (] Others
Icterus: \ne \ Edema: N\ Sutton: O-3 O-2 O-1 o0 O +1 O +2
Temp: ix\L - PR: Qlbpm Pelvis: [J Adequate [J Doubtful

BP: 122 \ 2SN prR (13
CVS:C, & ) NomumRS Bl L owRsE
Liver/Spleen: @D Urine Qutput: C,\Aack\-w—&‘?-'

DIAGNOSIS <----============ = m =l olleiiosaessoleioooo

E’:"Pf\m\‘cilaw‘clcx with Qilu:\‘—i PC)() wsith
I \MQ\\/\ 0\ u\ecmcguj SF\O* C‘)\Q%&UC‘&_VQH

Docu. No. : RCH /FRM / CLINICAL / 087 (PT.0)




HNH-00011849

:\'l: KARUNA
01-2003 2

0. P PRIvADARS ‘M 130 (F)

(mmm

les-om“n

Family History:

Surgical History:

Other- HTN, B e
Medical History: Medication History:
T Y Rove
% L
" 1- CALcvuM
Plan of Care: Investigations: %(1-‘ \ B Pc::?s*{ \{, e -
vass Uela il (‘Q)?
CB = L2 HWY
LET pe g 2 Hb&p‘j e
R‘:T LB - 1369 ne Qv
ge . e\ec\ho\k\\f—& : ANPRLU -
Con ‘;ﬁ \ \
e U\LQ, &N E)Yo tle (;
X k. Qk et U;SELQEEE\_-?&)
Jua e :
- - C\e_c:Anv-* e 3o G
cCut %\t’i ec-\f?' \ \'\1'0\\'\'
\Y\' '\ Y—ﬁ R men \\t,\&\'q ‘D\QQ@(\ P.")S
Shewe N L A\ a.dem
Tl | RER S
g\mc\ \?;i \mom <-]o | ne_ 32 B \
il il

(:\2‘(\ ot th SQ &.‘

¢ ‘Consultant Name‘~®¢eﬂi*ﬂ&4ﬁ‘%r“

Signature: ...\ >/5; .......
, a1 %




HNH-00011849 1P26-00006456
Mrs KARUNA
18-01-2008 23Y4M13D (F)

Or. P PRIYADARSHINI

[Ty

PROGRESS NOTES AND DOCTOR'S ORDER

"%
Rainbow® . o
Children's | & BirthRight

i NBOW HOSPITALS
H os p ltal . f:ul::s‘lgm to a Safe Delivery

It takes a lot to treat the litte.

ga;'?me Progress Notes Doctor's Order
3ol sfrew A5 B Mepnntie
3 3prs P | 22 NG [ |4, obserser
Qe Fr  Bftprte A
8P~ /(c&/¥c | Gt iy [t loknd Pt
Fe - es ] fgm"ﬁ Lol feect Covuntn
Ple bk ~vI8un T &S] " bl qd F)
Fas e - ar mmvu‘—c,w»]-[_ ik F'HO‘J;?
= = _
.&/‘e’: ASIO | A o+ Q-m})})!‘a £ ceuns 7“:&:(
PAYE) - /b o S
A4 _
—
i [
Dot
\f’\a L
')),(-)/\”.\,n Lo '1.?4“\10\\4. e I G. Hm ,:Fm o LAy «Bon
et
i o=
phe L ,ﬁ'
C{L—‘iﬂpu ]' Rﬂ/“' :(M fA«P
A dehnly 2 DEr e .
- F‘)QLL 4 7 ) 0€° 1. e @ k[P %) Ld)ﬁl
go U4 D pR- &b Ll b ooty Coast
N R-P-nolos| € Todde Lol
\1\
y JTH[ NDD \é/
v
) A Y N 2 e
“of> ' )( ol
P Lo £ 1) \25
Tut (1) ol

Docu. No. : RCH /FRM / CLINICAL / 088




HNH-00011849 1P26-00006456
Mrs KARUNA
16-01-2008 23Y4aM13D (F)

Dr. P PRIYADARSHINI

A e

]

"z
Rainbow® . R
Children’s 2 BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a iot to treat the litte. Your Right to a Safe Delivery

SS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order
3Ufsflf.'11‘ )/_4 /}3 D\/ V;(Mi“
2 3% o
C’C 'f'/‘:\/ _ﬂ) z P (. [;“v 2)(_, C‘é—)l [\Az-ﬂ_o
7
Vikets  gRble I U/‘{‘“ oY

Docu. No. : RCH /FRM / CLINICAL / 088

(PT.0)



HNH-0001

Mrs karyy, A IP26-00g0g, % ¥z
18-01. 200 T 2 |
Drp z vm, Rainbow .

i : BirthRight
-~ Ul o m Fospitay - | e
RESULT SHEET

Date b,?) 24 [g[ 2%
Time
Hb g 3

PCV LT
RBC 2.9)
WBC \3-6Y
N/L
Platelets 2
CRP
ESR
PCT
RBS

Na 136
K o o
Cl nb
Ca/Mg
Phosphate
Urea e 2
Creatinine 64
ALP B3
SGPT "
SGOT . 1o #
T.Bill/Conj o'h<h g
T.Protein 65
S.Albumin 2.7
S.Globulin 2V
A/G Ratio )

Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol

APTT 2/
CSF Protein / Sugar

6ats LD 1 \q]
N/L '

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




S04 nIW
#SWM“ _'i‘q;(.

Date 2"

Time

CUE - Alb

CUE - Sugar nld

CUE - Ketones pent- 44

CUE - PUS Cells u- L4

CUE - RBC Cells g

SUEERAU colls | 2-S
P4 +0

SpectPic aypyitd | 015
P50 O 1 WY
Stool Pus Cell
OVA / Cyst
Occult Blood

L |
1 T
}'\ﬁﬁ.-c{ Aot 212 R Dﬁqs- v

Radiology : USGE s s assiesssnies s i s oo e SR eSS s SR A s

e e Ryt i

Others (ECG, Contrast STUdIES BIC.,) & ....c.oiiiiiiiiicci ettt



HNH-00011849

fire KARUNA P26-000064s6
01-2003 2 )
Or. P PRIYADARS, 3Yam1ap ) =

- = ®
Rainbow .

LU T p— Shldren's| (yEE

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

N{E ICATION RECONCILIATION FORM
Drug Allergies: ................ [\? ..................................................... _m 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)

ONIING BRI +icicicmvmsessssiminisisibissmsstismnsisionsisiobionss SHHRBU D ois0imvesssnsssvunininnsissimssnissssismimesmsskinassionss
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No |  (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | noro / Time ?gﬂ:ﬁm
1] T. ARoN ARl PO oL Zq\S 2t Ooc
2 | 1. CALCvo M Atad- Po oD Q_c{\_g ¢ Ooc
3 C¢: [C1IBG
4 (1G [IDC
h 06 DG
6 Jc bpe
7 LJC COJDC
8 LJC CJDC
9 ¢ CIDC
10 (JC OJDC
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY ™\
N veero. (~
Doctor Name & Signature :.....3 \‘ ............ O\Jge .................... .
. C . ?_. (3 \‘-I v .
Date & Time : ............. ‘;qszo@ ...... q SSPM ..................

Nurse Name & Signature: Si,m LI e % .......................

Date & Time : 2‘715}%@; L
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Hos pita| BY RAINBOW HOSPITALS
I” ||| ll || II ||||III||| |”II'| Il || I I“ 1t takes a lot to treat the ittie. Your Right to a Safe Delivery

DRUG CHART

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

o

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

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

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
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.
S0S / PRN (As Required Medication)
. Datey
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’'s Signature |Valid Period| Pharm.
Additional Instructions:
“ . Date
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
] Datey
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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REGULAR PRESCRIPTIONS

Weight. ..........c......... Ward. ................

Date

v

Tif'ne

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions;

Daily Doctor’s Endorsement by a Sign

DRUG: |- PANTGCRW2cd &

Date

Time

4omG | po BD |3ds

Dose Route | Frequency |Start Date

b

Name & Signature of the Doctor
Startmg the Drugs:

/v -\\ ‘\\Ou{:’(—"

I

W

Additional Instructions:

RCTORE Toob’

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Y

Tirvne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

v

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Sheet No: { .....

Rainbow® ) o
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes & lot 1o treat the Thtle, Your Right to a Safe Delivery

REGULAR PRESCRIPTIONS  weig............. WAL orersceenee

DRUG :

Date

-

Dose Route

rFrequency Start Dt.

Time

Name & Signjature of the Doctor
Stariing the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DBRUG :

Date

b

Time

Dose Fi"oute

j

Frequency | Start Dt.

Name & Signature of the Doctor
Starting the prugs:
f

|

Additional Instructions:

Daily Doctdﬂ‘r’s Endorsement by a Sign

DRUG: |

Date

v

Time

Dose $0ute

I
I

Frequency | Start Dt.

Name & Signature of the Doctor
Starting thel‘EDrugs:
If

Additional lnstructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

¥

Time

Dose Route

Frequency { Start Dt.

Name & Si:glnature of the Doctor
Starting the Drugs:

Additional |nstructions:

Daily Doclor’s Endorsement by a Sign

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

T
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:!:‘::.Pnn;mms;n‘mw # Rai_nb“?)w:’ . BirthRi hf‘
Qi Hospital - | (g)memnn:
Sheet NO: vovvnnnn, REGULAR PRESCRIPTIONS weight ... ward oo
DRUG : %?ﬁ'

Dose Route |[Frequency | Start Di.

Name & Signature of the Doctor
Starting thie Drugs:

Additional Instructions:

Datly Doctor's Endorsement by a Sign

U@QJ

DRUG: Dater
Dose Route |Frequency |StartDt.|

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG : 'll?i?;%.
Dose Route [ Frequency | Start Dt. 0
Manme & Signature of the Doctor

Starting the Drugs: !
Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : “?i?;?a i

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additiona! Instructions:

Daily Docter's Endorsement by a Sign

Docu. No. : RCH /FRM / GLINICAL / 108
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u.r:f:.,f,”""‘ 'm'""““se Weight. ....ovoeeeeeenee Ward. ..oooveveereenees
Or, p
o "l'im
l/ , ””l/” Date> -
T L e e B e
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Or. Sign.
Rout Start Date oose pese <o oose
oute
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose s Bose Bose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: . o Jose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIQ’!B Nurse Sig. l Nurs‘e_Sig. l Nurs;Sin. | Nur‘s‘:Siu,
Dose Dose Dose Dose
DRUG . Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Bose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Name & Signature of the Doctor Doce s Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: pose = Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
- o Dosage & Other Si
: naturi
Date Time Medication Instrictions Route Ignature Nurses
ARACETAM- - C\ 2% [yt
@) q\‘; TP ol | oo ™ C‘j PL- i A;\‘DM /t
° i {f' ) MY /)\,P“{f“\
a(;\\s TNy P‘QMTQ‘PQQ- Grc;\\\ (\ DN @ 2. 7;,\}&L
' 9 .7 e — ‘ anvt bas
. Tha3-oroense- Qi
A \5 ke M C T\ A
1pm Lo ™A LN | Apvsha b
Page: 3/4 (P.T.0)
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rning Observation Score Chart - Obstetrics

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

\\\

otls

RESP
(write rate in
corresp. box)
Saturations =04 %
Administered 0, (L/min.)
40
39
g 38
37 5 ;
k=] 0.5 . ..
- 36 4 80 TH_8aH
35 L v 1
< 35
170
160
150
140
130
§ 120
2 110
= 100
™ 90 . 2l —_— ) Qe
50 SHS 808416065
70
60
50
40
190
180
170
160
v
= 150
% 140 I i 4
@ 130 22 11 L I Ll P P :
T § 120 —— i b 1O '31
S 110 | .
g 1 T o
2 90 /
® 80
70
60
50
. 130
g 120
=1 110
& 100
l = 90
g 50 g N
9 70 2 (]
g 60 ST oIV
a 50 [
40
NEURO A":“
RESPONSE L2t
[ ] Pain
Unresponsive
URINE > 30
mls / hour <30
i ¢ Protein + +
Proteinuria -
Protein > + +
Normal
Lochia Heavy / Foul
= Clear / Pink
Hquior Gre/en
TOTAL YELLOW SCORES 3} K 0 =
TOTAL ORANGE SCORES 12 |pl| +©° G 7]
Nurse Initial [ A = )
T 7V v J
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Obstetrics and Gynaecology
Early Warning Signs

e N
1 Yellow Alert :
Repeat Observations
in 30 minutes
o /
e e e
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
. | / _ Y,
4 <
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
L Repeat Observations
in 15 minutes or continuous
monitoring
. o/

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

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

(50

\&™

RESP

(write rate in
corresp. box)

Saturations

<94 %

Administered

0, (L/min.)

40
39
38

3, dwat

ajey ueay

190
180

170
160
150

140

130

120

110

100

anssalq poojg J1joIsAs

20
80
70
60
50

130
120
110
100
90

80

70

60

ainssaid poo|g 2joiselq

50
40

NEURO

e | [ T T

RESPONSE
[+]

Voice
Pain

| Unresponsive

URINE
mls / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

LGehis Normal S
Heavy / Foul
- Clear / Pink
D e e o e e e e e e
TOTAL YELLOW SCORES A
TOTAL ORANGE SCORES 1
Nurse Initial H\]




Obstetrics and Gynaecoldgy
. Early Warning Signs

4 )
1 Yellow Alert :
Repeat Observations
in 30 minutes
\ ) J
4 ) 4 ' “
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 rfiinutes
[
\ J y
4 N
> 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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| FLUID CHART

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

Intake

_ Output

; Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

.| IV Site
Thrombo-

phlel

Score

bitis

Sign.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am ~

ﬁ 10:00 am

11:00 am

12:00 pm

01:00 pm

e

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00pm | PL

o\

™ 09:00pm | O

\&om\

to

\oom

}”\lf 1000pm | [

1:00pm| @ (

e‘:b

[ Oom\

12:00 am QC

tcom

or00am | QL

(Gomt

Total Intake : Y- Ken

Total Output :

02:00 am

03:00 am

Yo

\lg 04:00 am

g

/ﬁ 05:00 am
06:00 am

07:00 am

Total Intake : 1+ AU}e/

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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::H;?:m:o 1P26-00006456 J E?Ill?dbl%\’r\lls . BirthRightﬁ
i o chart )
SHOBEND, © .l ciiiasssiaismntionss

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.

20\ f—\{g e e Ouplt 0 wse

\ Thrombo- [

Date | Time gaglltri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebiis I\?Lin%‘é

Mouth | 1V | NG o

Q\

08:00am | ~ ﬂ)e\“,g( -

l
l1
09:00am | — V[ — (@)

‘(\o 1000 am X I
\S [1t00am| T i

a2 | 1200pm

01:00 pm

_‘—" ~
/2
—

Total Intake : 7 (4 \cA4 ) ‘ Total Output : P{l

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake : Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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m”lllﬂﬂ[m]mmmm“m 'CHECKLIST FOR THROMBOPHLEBITIS Hospital .3#*lf‘i.‘ffﬁ“il?f§llﬂf§
’st)‘(
94 |< DAY ~_DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE M E N Wm/] E N M E N Remarks
1 | IVsite appears healthy %Obglélrgi 2;,?25}2'“8/ 0 op o
One of the following signs is
2 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula -
* Slight redness near IV Site yJ n
3 ;\rm;oegmstfollowing Signs Early stage of phlebitis / 9 \ £
: . Resite Cannula rJ[\
Pain at IV site Redness
All gf the following Signs are Medium stage of phiebitis /
evident : . :
4 | pain along Path of cannula ?es;tg Catnnula Gonsier ) 'J f -
Redness around Site Swelling fRama
All of the following Si
it g Advanced stage of phiebitis or
5 | Pain along Path of cannula g‘: :iigrégmjrlgrgg?‘g?d'ﬁ?msl 4 -
Redness around Site i m
Swelling palpable Venous cord reatment P
All of the following Signs are
evident and Extensive : Pain Advanced stage of _
6 | along Path of cannula Redness | thrombophlebitis / 5 VJ[]
around Site Swelling palpable Initiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse 9\' Dl

v

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 _@rge :

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

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

Cﬁh Name : &M T, ...... &‘ ...............

Signature of Ward In Charge~
Signature : .........cooeeeen Ao k .................... Name :
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Rainbow"
Children’s
Hospital

It takes @ lot to treat the e

&

BY RAINBOW HOSPITALS
Your Right to & Sate Delivery

‘BirthRight"

Date :
Time :

29]S

gvllf

¥

HE

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

Mobili ; : 4 ; i . : o S :
y in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L/
without assistance. o completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
SR Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : : : : : : ; ;
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

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
to which
skin is exposed
to moisture

1. Constantly moist:

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

2. Very moist:

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

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

4, Rarely moist:

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

FRICTION-SHEAR
Friction Occurs when
Skin moves against

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant

2. Problem:
Requires moderate to maximum
assistance in moving. Complete lifting

3. Potential problem:
Moves freely or requires minimum
assistance. During a move, skin

4. No apparent problem:
Able to completely lift patient during
position change, moves in bed and in

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

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

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

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

but will usually take a supplement if
offered.

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

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<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 : less than 9

| HighRisk: 1012 |

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

Moderate Risk : 13-14

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

TOTAL SCORE

Evaluator's Name

A —<

PRI <




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to attered mobility, consider occupation therapy referral for advice
Regular Turning Schedule . _
Enable as much activity as possible High density foam maitress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress 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 mattress
Use the Same Protoco! as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure maitress 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 matiress overlay
Use same protocal 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

severs pain or with additional risk factors.

Alternating pressure matiress overiay
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Morse Fall Risk Assessment Form
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pital
1t takes a lot to treat the littlie,
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

AT

I
Choose Highest Applicable Score from each Category Bt/ Tpe % 3 Fall Risk Grading
Score Erm b
1 T

History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level MDTSI(?;:';)SWW 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 Frecaution

None /Bed Rest /Nurse Assist 0 )
IV / Heparin Lock or Saline ;es &) o2 C Implement

) 0 Moderate Risk 25-50 m:eg;%tgn':a"
i 20
| Impaired Intervention

GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /immobile 0 © () Implement High

F limitati —_— Risk Fall
Miital St olrgets imitations _ 15 High Risk > 51 iy

Oriented to own ability 0 : = Intervention
Total Morse Fall Scale Score: 90 "’JO

Signature (?-’\ @——

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

[1 Use chairs with arm rests

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

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

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

(] Initiate constant observation by healthcare provider as appropriate to patient's needs
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II//IIII PAIN ASSESSMENT FORM e | W i
Date Time Pa(lg ﬁ;')" €| Location Duration Acuity Character MF';‘:::::EU Patl;dnl: c/alt::tllmw Intervention Sign
] ] Continuous | [ Acute (] Sharp 7 Dull [T Increasing | [ Yes
: [ Intermittent | [ Chronic [J Aching [ Burning | [] Decreasin [ No : jQ !
oqls [¥0tm | © | an | ’ ‘ ’ JA 1
[1 Continuous | [ Acute ] Sharp [ Dull ! Increasing 1 Yes
A C {7 Intermittent | [ Chroni ] Aching [ Burning | (] D i CIN
" \;@\ ¢ 9 p i) & ,A D ntermittent | [} Chronic g g ecreasing 0 . In i,,
[] Continuous | [ Acute (1 Sharp [ Dull [] Increasing 1 Yes
- [ Intermittent | [ Chroni ) Aching [ Burning | [ D ' 7 No - 2
1 2 0 1 < Mm & ,\) pal ronic g g ecreasing I\J P" 5Q‘|
[] Continuous | [ Acute 3 Sharp [ Dull 1 Increasing O Yes )
7;'0\_( \')/?(\0 O [['D AKX | O Intermittent | £ Chronic 1 Aching [T Burning | (] Decreasing { [ No A @’
[] Continuous | [ Acute [] Sharp (] Dull [] Increasing ] Yes

O

Intermittent | [ Chronic [] Aching (] Burning | (] Decreasing | [ No
O

{1 Continuous | [ Acute ] Sharp (] Dull _| Increasing [ Yes
[ Intermittent | I Chronic (1 Aching (7] Burning | (] Decreasing | [ No
1 Continuous | [ Acute (1 Sharp ] Dull 1 Increasing [ Yes
1 Intermittent | (] Chronic (] Aching (] Burning | [ Decreasing | [ No
] Continuous | [ Acute ] Sharp (] Dull [ Increasing [ Yes
] Intermittent | [ Chronic (1 Aching [ Burning | [ Decreasing | [ No
(] Continuous | [ Acute [] Sharp [ Dull [ Increasing [ Yes
[ Intermittent | [J Chronic [] Aching [ Burning | [J Decreasing | [ No
[ Continuous | [ Acute {1 Sharp [ Dull LI Increasing L] Yes

(] Intermittent | [ Chronic ) Aching (] Burning | (] Decreasing | [ No

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

] ] 1 | l I 1 I | |
] | ] R I ) i 1 I I

3 4 5 ] 7 8 8" 10
Worst
Posshla Pain

) ——
—_
L

Na Paln
L

Wony - Baker (Pediatrics) Above 7 Years

LSO

No Hurt Hurts Littie Bit Hurts Littfe More Even More Hurts Whols Lot Hurts Worst

PAIN ASSESSMENT TOOLS

FLACG PAIN ASSESSMENT SCALE (1 Month to 7 Years)

e

' SGORING
CATEGORY
0 | 1 2
" | Occaslonal Grimace or Frown, Frequent to constant frbwn,
Face No Particular expression or senile withdeaw, Disoriented * + quivering chin, clenched jaw ™
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or leps brawn up
, | Laying quietly normal position, Squirming shiffing Iiaf:lé and
Aciivity moves easily forth, tense Arched, right, ar Jerking
Moans or whimpers o¢casional Crying steadtly, screams of sobs,
Cry No Cry (Awake or asleep) complaint ' frequent complalnts
. Reassured by accasional touching,
j Content, relaxed hugging, or being talked to, /| Ditficult to consols or comfort
Gonsolability 1, dstmctls it
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Hormal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Gry with painful | Moans or crigs Appropriate crying Not} irritable or erying at | High-pitched or silent-
Irritability stimuli minimally with painful| irritable intervals consolable | continuous cry
slimuli Inconsolable
Behavior State | No ardusaltoany | Arouses minimally o | Appeopriata for Restless, squirming | Arching, kicking constantly awake
stimufi stimuli gestational age Awakens frequently | or
No spontaneous Liitle spontaneous Arouses minimally / no movement
movement maverment (not sedated)
Faclal Mouth is (ax Minimal expressien | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermitant continual
Extremities | Mo grasp reflex Weak graspreflex | Relaxed handsand | Intermitient Continual clenched
Tone Flaccig tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is nottenst | Body is tense
Vital Signs HR | No varfabilty with | Less than 10% Within basefina or | Increase 10-20% | Increase greater than 20% from
RR, BF $a0, | stimull variabllity from normal for from baseling baseling, 5a0, lessthanor 1
Hypoventilation or | baseling with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of syne or
recovery fighting ventilator
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NURSING SHIFT HAND OVER FORM

= | Diagnosis: i Any Infection: 1 Yes 0 [ Not Known
gl o sevar o [
= If Yes Specify: .....oooeeveeiiieiececrere e
'5 Surgery / Procedure: 5 Post OP Day:
'VV
o | Date _ 093 A\
= shi 26m [ b
Medical Condition _
% (Any special condition to be noted): t\)A \99(
=T
= | Diet: NIas A
Allergy: 1Yes.xNo | Yes A0 | Yes I No | Yes CINo | Yes CONo | ™ Yes ©)No
Ventilation (RA, NP NIV, VENTI): NP
Tubes/Drains/Catheter: 7 Yes CUMO | Yes NG |1 Yes C1No |0 Yes [1No | (I Yes CINo [ Yes 1 No
~ J
E | Vital Signs: Temp: | o P q?\ €
g Res: | 9p 20 Lot
é Sp02: q‘q‘ l‘ . q‘a\’,‘
2 Pulse: | @< &}[ﬂ\\/
5P: [119]85 [\ 00
LOC: — -
Fall Risk Score: = -
Pain Score: —n | ©1\W0p
Skin Integrity | Olo) | Oyo
Safety Needs: | Yes o l~¥és [INo | Yes [1No | Yes [JNo|lYes [INo | Yes (INo
Physiotherapy: | . Jf) /" L
g Others Specify: |1 Yes ©1No | Yes #"No |1 Yes C1No |1 Yes £ No |1 Yes ©1No | Yes 01 No
s Special Diet: A P
8 |Critical Lab Test/ Values: _
E |Other Special Orders / Medications: | Yes &40 71 Yes =Ato | Yes (1No | Yes (1No|1Yes [1No | Yes 0 No
é PU Prophylaxis: 1 Yes 'eﬂg 1Yes (No |0 Yes [1No | ) Yes CJNo|C1Yes C1No | Yes CINo
DVT Prophylaxis: T1Yes P’N/o CYes K0 |0 Yes C1No |1 Yes c1No | Yes ciNo [0 Yes =1 No
ADL (Dependent / Non Dependent): P 5
Post Operative Procedure Special Orders: ’JA 0 i},
. @
Handed Over By Name : g Mf 4 ﬂl"“*QAQ‘JP‘L}
Signature /1D : 24 QGI"
Date: %u]t‘f 94 L‘Dhl’d
. . s U
Time: R !Q M ',’,I_?N']
Taken Over By Name : G\
Signature / ID : .
Date: ‘Q;M}/b
Time: &ﬂ\,\/‘

Docu. No. : RCH /FRM / CLINICAL / 097 '
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NURSING SHIFT HAND OVER FORM

= | Diagnosis: _ Any Infection: [JYes [INo [3J Not Known
g If Yes SPeCITY: ..o e
5 Surgery / Procedure: Post OP Day:
% bae Shift "
é Medical Condition | " .
S {Any special condition to be noted):
2 | Diet:
Allérgy: [C1Yes ©ONo |0 Yes O No | Yes CINo |0 Yes ONo |0 Yes ONo | D Yes T No
Ventitation (RA, NP, NIV, VENTI): '
Tubgs/Drains/Catheter: 0 Yes ONo|O Yes ONo'| O Yes CINo {3 Yes C/No {1 Yes C1No | &1 Yes O No
= Vital Signs: T‘:’g‘gf ’ -
= :
@a Sp0,:
2 Pulse: N )
BP:
LOC:
Fall Risk Scare:
Pain Scare:
Skin Integrity
Safety Needs: |0 Yes ONo|DOYes ONo{OYes ONo |0 Yes 0 No|OYes ONo [CYes ONo
Physiotherapy: .
g Others Specify: |OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo|OYes ONo
ko Special Diet: '
g Critical Lab Test / Values: .
E [Other Special Orders / Medications: |O Yes O No [0 Yes BNo {0 Yes C1No |0 Yes £1No [0 Yes O'No [0 Yes C1No
;‘T;’ PU Prophylaxis: O Yes 0No |[7Yes CINo |0 Yes ONo |0 Yes O No | Yes C1No |01 Yes O/ No
DVT Prophylaxis: {JYes ONo |3 Yes O'Na {0 Yes C1No | (1 Yes £1No |1 Yes ONo |0 Yes ONo
ADL (Dependent / Non Dependent): ’ ’
Post Operative Procedure Special Orders: e “ A
Handed Over By Name :
Signature /1D ;
Date: K
Time: -
Taken Over By Name :
Signature /D :
Date:
Time:
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NURSING CARE RECORD
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Your Right to a Safe Delivery

S

[CJ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort

[Z) Maintain Fluid Balance

] Improve Activity Tolerance

[ Maintain Good Nutritional Status

] Maintain Skin Integrity

(2]
E [C] Maintain Personal Hygiene [] Prevent Infection [ Meet Elimination Needs [ Ensure Safety [J Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications ] ANY OHNEIS. SPBCHY. ... .eeeeeeeeeeeetesiiseees et ess e eteaessene e e s eaessesese s emsesaeses s es e e e s ensseeeseseeee e
. : . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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NURSING CARE RECORD
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Your Right to a Safe Delivery »

(] Maintain Airway and Oxygenation

[*] Relieve Pain & Discomfort

7 Maintain Fiuid Balance

[ Improve Activity Tolerance

_L-Waintain Good Nutritional Status

[ Maintain Skin Integrity

§__ | 4TMaintain Personal Hygiene Went Infection 1 Meet Elimination Needs [ Ensure Safety [ Early Ambulation Reduce Anxiety - _t=—Patient & Family Education
S | [ Identify Potential Complications [ ANY OHNETS. SPROIY. ... evev sttt ettt ettt ee et e e st er et ea e ie e eee e
Time Plan of c_are Time Implementation Evaluation Re-Assessment '},";?;,,’;‘,?,}‘:3
2A8Secs [k pt SpKeed He pt
8@1 Qomd;j Hréﬂ E?N\ coNs 1’—/0() g"
3 . J ) - ) w{—-
£l = plan (o5 bl o wiejﬂm cLe Koef o st ?&’“’
S| o ) o v
T e Ro ploget | ot . s ,
g‘qm me v FzQ’)“Cﬁf%UUF [ym_f/)%(‘-‘/‘ﬂd S%a\é_,(g fv“‘la}{ﬂa
Splan gy Ty ploce pr dape

Afternoon

d W

Ao

Night

Docu. No: RCH /FRM / CLINICAL / 148



” é Rainbow Childrens Hospital-Himayatnagar
Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing

——— e

Children’s . Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
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Mrs KARUNA 130 ()

DAR

T R ————

Patient . _...c. Mrs KARUNA Age : 23Y4M13D
IP No: IP26-00006456 Sex: Female
Consultant: Dr. P PRIYADARSHINI Ward/Bed No: 4F -OT/PPO-418

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

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
in nce coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the

care of the patient.

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

of my evaluation and | or treatment.

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

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

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

clegrance. In case of failin c\_Esion, | will pay 200/- Rs.

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

Signature of PaWe: >
o

Uk

WMH@L Patient Address:
= Kattedan le Hyderabad Telangana
{ :

ationship: INDIA 500077

ey
Date: o cl’}/ < Time: 94\ T
Wittness Name: >

e

Wittness Signatur€

Printed Date / Time * 29/05/2026 21:27 Printed By : 016951 Page 2 of 2
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\ & cycle: - With effective from 1* January 2020, Our billing cycle to be start from 12 PM to 12 PM,

Settlement post 12 PM, room rent will be charge for half day extra & post 6 pm, it will be charge for full day.
Less than 24 hours stay will be considered as one day.

® As per the GOl guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through Card

tpaln the event of TPA/ Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA’s / corporates won’t be applicable.
If the surgery / scans performed in Emergency hours (8pm - 7am), public holiday and on Sunday will be charged

L
TPA processing charges Rs.720 for every TPA route cases.
® All charges vary as per Room category, except Pharmacy and consumables.
® We follows a “No Discounts Policy” kindly cooperate.
® No Duplicate/Second copy of OP OR IP bill is issued.
® |CU/Ward Charges DO NOT INCLUDE - Air Mattress, Monitor, Consultants/ Specialty Doctors Visit,

Infusion/syringe pump, Ventilator/C pap, Oxygen, Investigations, Procedures, Consumables, Medicines or any
other bedside equipment’s/devices etc. (Detailed list can be taken from billing department).

@

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

amount from billing section and pay the outstanding as on that day.

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

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

MODE OF PAYMENT & REFUNDS

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

LN

ignature of Ad

|
Name & signature of Patient/Attendant ission Desk executive)

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

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

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

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







