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Right to a Safe Defivery
nummgummu Fo—.

ESTIMATION SLIP
Date : ;’)5.)3'}@?4 UHID /TPNo.: _}/NH-(po)CC9L  SINo. {523

Name of Patient : !\/1 gl . N¢ LT L0 qf.-Q'f. Al Age: _,_)(_)_ZYGender._L_

Father's / Husband's Name : Corporate / Occupatio

Address : A/n < Q//}‘(f Phone : .’{‘1’399‘ Qzl( ‘;‘,.Emall.

Procedure / Plan : D ) { ‘ EDD/Dos:__[\0. /- £
MODE OF PAYMENT : [_| SELF | | TPA: [ ]GIPsA: "OTHER

TARIFF INFORMATION :
Particulars Package Amounts (Rs.)

Room Category Normal Delivery LSCS

Multi Shared Ward
snared Ward
Twin Shared Ward - 7

1- 20} }Uol\
Private Room &K )‘ L4 t ] ( C¢ ;E;I
- - \ [l 7 ‘

Super Deluxe Room

Suite Room
Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,
e Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
Package starts from the 7 s ARG
Eime g fge s fion) Labour Ward Charges Anesthetist's Fees and OT Charges
: . Length of Stay for : A) e t#r Length of Stay for: . ? -t\/’ ¢
— A
i Pharmacy up to Cl 008 }— Phann.acy‘up to | 2 / e
& Investigationsupto 9 .. ) Investigations up to 2 vt

Neonatologist Charges : [] Covered [ |Not Covered Epidural / Entonox ov '
#tial Minimum Deposit : Rﬂ } » A/j Vot é yg, Cca'r 7(,,

ittt VLG E it R SR B,
1. Roomveligibility is purely subject to TRA approva] amﬂ.he P / Room startd from ol'{dmrs’ss ¢ estimated amount may Change agcording to duration

ofstay, medical condition, investigations, pharmacy and any other procedure.

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

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

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 bevond 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 tous 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 o attendant is
permitted in ICU's

8. Tariffs are subject to revision

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

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

‘ DECLARATION
I 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 pomt of time 5
1 promise to settle the hospital bill with the hospital without any ambiguity. g\/ —
’a £
g N ’.‘J_r
~ Signature of the Client Signatory Relationship Signature of the finar=
\ _ i - (=)
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HNH-00015573 1P26-00008411 ]
;:'i:::::.:.::‘::;”auun E?lll?clln_r%\r‘:l’ 3 ‘Blrth Right"
LTy tospltal_ | @ mnsmres

SURGERY DETAILS

Date : ... 2.2 ﬁ'g’vé ..........................

Patient Name: ..... MY)‘J‘[ a,“’an Date of Birth: 32@/!/)‘77‘} Age: Rt
Gender: (ﬁewuupt ............ Ward: ............ OI1.....ccccomsmissnnns UHID No.: ... 48l H = 0005 F3...
Date of Surgery: 9‘25,/6’ / Qb 10T-1 [9‘0/-2 ]0T-3 [10T-4 [10BGOT-1 []0BG 0T-2

Name of the Surgery : ...........S.\. i&\\rﬂ. ..... L.&(.S. ....... “l‘ ..... P;lLﬁ'TE—IZAL'fU@)‘EC’1 OMV ................
Time in & Ladr. . SRIDD.cc Time Out -...... 1. {2 f I o T

NAME AMOUNT

1. Surgeon D“‘( 5 ‘Q%ﬂ &r‘ fahﬂi)u_; ..................................................

2. Anaesthetist J Nowtorrrnernfltanrt...y.. M;.f}f/ﬂ[ ............................................................

3. Assistant Surgeon : ... D{ X 9@&@1 = rQ@m et s S
4. OT Technician faﬂaw s ﬂm.rwa—/ﬁ ..................................................

5. Circulating Nurse 5}1' /)fﬁl .................................................................................................

@ 6. Assistant Nurse 5fﬁﬁ22hﬂmt ...........................................................................................
/ﬁkéé'df—fﬂj p(/%,t \?ﬂ’ — RL-O0EE 5T
Special Equipment: [ Laparascopy | Broncoscope | Harmonic [ Morcelator
(] C-ARM 1 Cystoscopy | Versa Point | Liver Cusa
| Neuro Cusa [T CRITBIS. comcrsinssssnsminmmsninias vaisamssnspoins

@\ \’O\)ﬁ/ Signauiatmg Nur;;e/

Signature of the Surgeon

Order N0C>2¢/"'f'\C*‘C‘-’Z\7_EC ........ ?/@;;7 Order by: g/kf(ﬁ%éz. %&N

Docu. No. : RCH  /FRM / GENERAL / 114
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Doc. No. : RCH/ FRM / GENERAL / 125

HNH-UO{J;‘IRS:I?:FAT‘MA IP26-00006411 / \,0 1 Rainb-—"aw. |
Mrs NI = = - i
20011999 2TY3IM4D  (F) L 829 \ Children’s & BirthRight !
e J
Dr, SUCHITRA SRIRAMPUR HOSpital BY RAINBOW HOSPITALS |
I takns @ ot 10 bremt the Betle. Your Right to a Safe Delivary
IO HANARAFAN AR CONS MABLES OF OT |
Circulating staff :........< udfp.zm .......... Tmhnlclm:&.~£rmm Tag, 22 LSk T s
Anaesthesla Disposables oY | Surgical Disposables h_‘“' [ Disposables (Baby Side) | O
ET tube Mejor Pack [ , N\ ik bt]
LMA Suures 93ip 4242 | 42 | CordChamp o~
ECG leads /AY P /N o2 ¥ . 324 1411t ction Catheter
HME filter : A/P /N . | FeedingTube /¢ o /
Syringes : 10 cc na | Sl 2.4~ Vvaccum Suction Set 3
05 cc 03 [ Sows $.5 7 | =41\ A Surgical Goves 7.5, ¢} |1+
02 cc o0l 7,.8¢ (// | GauzePack 7+ ¢~ o2
01 cc o\ ' it Syringe 1l / 2ml 0]:% -
Cautery plate {A)/ P /N o |\ Surgical blade 2-2— 1 | _Surgical Blade # 20 ) }Hl/ .
IV set £ ]\ [ NG tube. Koochies (S) @l |
RL 2\ Gadfepy pencil 1\ DUy Perom v |
NS : 10mi /100mI7 500mi / 1000mi o |~Mas e L AN Pl
anglﬂrfuu_ o\ Ortments o0 Lg% s o N '—55"7(7025’[3 [ 653 |
Suction Catheter nall i
Fentanyl o 1 | Cap, Mask a0 \ |
Morphine Gauze Pack 7. 701" | 2y
Ketamine Mop Pack 2k - |
Propofol Steristrip i j
Rocuronium Underpad 25 [~ |
Glycopyrolate Draw sheet
Myepyrofate M&Lma n ON,
Ondansetron o |\ | Botéys catheter
Pencan 25¢/ Spinal Needle 22 0 4| Urbag nl -
Bupivacaine 0.25% | Chest Drainage Cathetergse-) o |~
Bupivacaine 0.25%(Heavy) o 1y| Rorfiodrain bag
Antibiotics Bandage .
Tegaderm T
[ Supposiores oban ¢ M) vt |28 _— |
Anamol : 80mg / 250mg / 170 mg Double J Stent !
Supridol : 100mg o J\ | Vccum Suction set o
Justin : 12.5 mg / 25mg / 100mg o | Prastic Bed Sheet s ol
Tab. Misoprost : 200mg 0 ﬁc\w Solution 2]
L niavg a‘!m/g L5 ) h}"cﬁshield N
Gt .S X3S o 1| Cogton Balls L
Ramdione Scrub iR
Saral
Surgeon siologist Nurse OT Technician
Order No. jéﬂ@@@@ 20654, Z ‘{{2.. Ordered bygé'/“"‘?f 2 =,
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Rainbow s
Chilldren's

Rainbow Chlldrens Hospital-Hlmayatnagar

bow Children's Hospital, Door no. 3-6-267, opp. Cale niloufer, Old MLA

']
l - Hospital Bf:-?;:l Reln quarters road AP State Housing Board Himayatnagar Hyderabad ,
h Telangana, INDIA ,500029,
04048873000, info@rainbowhospitals.in
[IETIMEID
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015573 Nama 1 Mrs NOORAIN FATIMA
AgeBex : 2TY3IM 24D/ Famale Doctor : SUCHITRA SRIRAMPUR
Adm/Reg Date/Tima 1 23/05/2025 09:13 Payor : SELFPAY
Ordar Data + 2302028 14:39 Ordemumber  : 26-0000201651
VisitID 1 IP26-00005411 WardBedNo  : 4F-OT/LDR-415
Pationt Address : H.NO: 10-1-1183, A.C. GUARDS., A G'S Office, Hyderabad, Telangana, INDIA, 500004
’
SNo Dascription Generic Name Dosage Route { Freguancy Duration Instruction Qty Status
1 MOPS 30X BPLY 55 JCRAY |MOPS J0X308 PLYDATT [1 Nea Jmml 2Dsys 2Hos| Dipenisd
T | AR EWALE) 1hn 4 Oce Dy t0ay 20Nes| Dipensed
3 [sorovenesmumeicans) |streicaL GLOVES 45 [1Ho JExtaenat Onca Dty 1Daps 3bios] Despansed
& |SGLOVENT.O[SURGICARE) [SURGICAL GLOVEST.D |1Nes lExtaeral s Crce Daty 10ays 1Nos]  Dispanssd]
s [SoviANz soLuTIoN 1% ™ Extemal/ Onca Dady 1Ders YT [ —
6 |PRotenE t nwon PROLENE Y Wwess  [1ce 10cxa bady 10y 1ha| D
T WOKADINE 10% ONT 15cu [ PEVIDONE I0OIRE 10% |4 oy Extarrial{ Orica Daly 10 1Hos|  Cispensed
8 [vaccuussucmonser  (YACCUMESUCTION |4y 10nce Dally 10 s g m—
9 PENCAN 25G°312 PENCAN25G"3 12 1Nas ‘Extemal { Once Daty 1Days 1Nes Dispenssd
1 |vicave 1ovezus VICRYL 1-0VP 238 [1hoa 10nce Dty 20ays TV [
n |BaciorRepsowmons  |SG2on, tel #Onn by 2007 Zhoa] Dispanasd
12 [ e E CATH ™ 1Onca Dy 1Deys 1Nse|  Clapwnsed
13 |SUMICANHEAVY BOMGINY - pryacame sonea 1 1 Nos FOmics Dady 1Days PP
1% Encors Microptic gloves-8.5 1Hos 1 Onca Dalty 1Days INes Disperasd
15 |DSYRINGE IML(NIPRD) | SYRINGE T 1Nos Extacnal Cnca Dty 1 Dur thos|  Owdared
k!.] EXC.GELECTRODES {ADULT) |[ELECTRODESADALT 1 MNos |Elﬁamﬂl‘°ﬂﬂll’f 1 Days INs Dispansad
w ﬁfzrm.sumus AUZE 7SS 12PLYS 11y Iﬁmﬂl&um 2 Days N P
18 |JUSTIN SUPPOSITORIES 160 11 JExtamati crou Daty 10m Tos|  Dirpanwed
1 [SRPOSNELEAPRONS s SUEAPPRON |1 hes 10nce Daly 4 Cays abos|  Dispwrad
2 MONOCRYL 3-0 NW 1328 MONOCRYL 1328 1N 1 Once Dady 1Days 1Hoa Dispanized
21 |METHERGININ 1L tvial #0nca Daly 1 Days 1] Dapansed|
2 [osmmcs2swemarro)  {SYRNGEZML 1Now Extamal/ Once Dady 10 3Nes|  Dipensea}
; B | e oo | O PATED o 1 Goca Disdy 1bers 1Nea|  uspormag
20 |rusoore cLosensysew |ERSERLACTATE 1 Botds 1ricm Dally 102 3pots| Dispentad
25 |SURGICALBLADE 2 SURGICAL BLADE 22 1Nos Extamal { Oncs Dally 1Day3 1 Hea Disperisad
28 MISOPROST TAB 200MC3 43 1Tunn [ Extarnal { Onos Daly 10ays 4 Taby Dispanssd
77 |FACEMASKILAYER- FACEMASKSLAYER |1hos 0nce Dally jzo0am 20M0e]  Dispersad)
2 [oNDOKMDINAMG2ZIL | SHDPNSETRONAMG gy, +Onca bially 1bay 1vial|  Dispansed
20 |UROBAS {(ADULT} 1Nes Extamal £ 10 AM tom 1hae| D
3 |TRUCUTCHROMCCATOUT [TRUSUTEHAGME [,y 1Gncs Daly 208 2hor]  Disparass
| n [GuErsasueye  |owErsosrvs(y,  ——— +Daye W
j 2 |aouy otpenrssoa, 1hos Extermal/ 10 AM 10aps Hes| Ditpansed
n :%%‘“ Hos 100w Daly 10aps 1Na|  Dispensad)
kil
SUCHITRA SRIRAMPUR
Reg No : HMC10563

* This document ks fusst for reference purpese only. Not 1o be considered ag prismary repott.

Note

* This prescription ks valid only for specified duration,

* Do not refill mediclnas,

Printad Date/Tlme : 23/05/2026 15:39

Printad By : SUNKARI SANGEETHA

Page i of1
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r
& @ Rainbow Childrens Hospital-Himayatnagar .
Rainbow
Children’s
Hospital BlrlhR)ght Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
T
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00015573, Name : Mrs NOORAIN FATIMA
Age / Sex : 27Y3M24 D /Femals Doctor : SUCHITRA SRIRAMPUR
AdmiReg Date/Time 1 23/05/2026 09:13 Payor . SELFPAY
Order Date : 23/05/2026 14:38 Ordernumber  : 26-0000201652 '
VisitID : IP26-00006411 Ward/BedNo  : 4F -OT/LDR415 9 ‘
Patlent Address : H.NO: 10-1-1188, A.C. GUARDS,, A G'S Office, Hyderabad, Telangana, INDIA, 500004
S.No Descriptlon Ganerlc Name Dosage Route / Frequency Buratlon Instructlon Qty Status
1 ?é‘g) aggIéSUPPOSWORIES 1 Nos Extemnal / Once Dally 1Days 1Nos] Dispensed
2 BCV-INTRAFIX SAFESET 1 Nos { Once Dally 1 Days 1Nos| Dispansed
3 g?DUJfNrg{EI;ENCIL a%L\I;FAI'ENRS’EI;ENCIL 1 Nos Extemal f Once Dally 1 Days 1Nos| Dispensed
4 DSYRINGE 10ML (NIPRO) SYRINGE 10ML 1 Nos Extemnal { Once Daily 1Days 3Nos| Dispensed
5 | DSYRINGE 5ML.{NIPRO) SYRINGE 5ML 1 Nos Extemal / Once Dally 1 Days 3Nos| Dispensed
8 ?Yﬂ?ﬂ” {OXYTOCIN) INJ 1 Nos / Once Dally 7 Days 7Visl|  Dispensed
7 |Ns 100ML ACCULIFE- EH 1 mL Extamal/ 10 AM 1Days 1mL| Dispensed
8 gNDER;;&S 60X90 1Nos Extamal / 10 AM 1 Days 2Nos| Dispensed
NITRILE EXAMINATION i
9 |GLOVES P F. MEDIUM NITRILE GLOVES M 1 Nos { Gnce Dally 20 Days 20 Nos Dlspeﬂq
SUCHITRA SRIRAMPUR
Reg No : HMC10563
" This document is just for reference purpose only. Not to be considered as primary report.
Nota
This prescription is valld only for specified duration.
Do not refill medicines.
*rinted Date/Time : 23/05/2026 15:40 Printed By ;: SUNKARI SANGEETHA Page1 of 1




e
Rainb‘ow,
Egggrtea? S EIrtthgbt Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA

oRalaiome quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in

‘ Rainbow Childrens Hospital-Himayatnagar

DA OE oo
ELECTRONIC MEDICINE PRESCRIPTION

MRN gt HNH-00015584 Name : Baby Of NOORAIN FATIMA
Age / Sex 0YOMOD2H/ Male Doctor : SANJAY SRIRAMPUR
Adm/Reg Date/Time 1 23/05/2026 13:36 . Payor : SELFPAY
Ordeate . : 23/05/2026 14:43 Ordernumber  : 26-0000201655
VisitID : + IP26-00006413 Ward/Bed No : 4F -OT / CRDL-HNPDA-415-1
Patlent Address : H.NQ: 10-1-1188, A.C. GUARDS,, A G'S Office, Hyderabad, Telangana, INDIA, 500004
:
S.No Dascrlptl'on Generic Name Dosage Route ! Frequency Duration Instruction Qty Status
1 |SGLOVE#6.5 (SURGICARE) |SURGICAL GLOVESE.5 |1 Nos Extemal / Once Dally 1 Days 1Nos| Dispensed
2 |DSYRINGE 1ML (+IPRO) SYRINGE 1ML 1 Nos Extemnal / Once Dally 1 Days 2Nos| Dispansed
]
3 |SURGICAL BLADE 20 SURGICALBLADE20 |1 Nos 1 Once Daily 1 Days 1Nos| Dispensed
4 gf;&ﬁ‘é‘?)";‘gg}‘é 1 Nos Extemnal / 10 AM 1Days 1Nos| Dispansed
/
5 |EASYCLOTKI "rG INJO.5 1Nos Extemal /10 AM 1Days 1Nos| Dispensed
I
6 |INFANT FEEDING TUBE-S BIFANT FEEDING TUBE 14 og Extemal / Once Dally 1 Days 1Nos| Dispensad
7 SngJJZE 7.5X7.5 12 PLY 5 SSLSIZE 7.5X7.512PLY 5 | Nos External / Once Dally 1 Days 2Nos| Dispensed
. SANJAY SRIRAMPUR

Reg No : HMC9465
* This document is just for reference purpose only. Not to be considerad as primary report.

Note

* This prescription is valid only for specified duration,
L

* Do not refill medicines.

Printed Date/Time : 23/05/2026 15:41 Printed By : SUNKARI SANGEETHA Page 1 of1




2 Y . . T .
Rainﬁ%w Oﬁambow Childrens Hospital Hlmay‘}nagar

. [ -
ﬁggg{&? S| sinnRight  Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
“R‘:ﬂ%

quarters road AP State Housing Board Himayatnagar ,Hyderabad ,_ . .

Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in !

LA ECHEA R BIOT
ELECTRONIC MEDICINE PRESCRIPTION

MRN : HNH-00015584 Name : Baby Of NOORAIN FATIMA

Age/ Sex :0YOMOD2H/ Male Doctor : SANJAY SRIRAMPUR

Adm/Reg Date/Time : 23/05/2026 13:36 Payor . SELFPAY

Order Date : 23/05/2026 14:43 Ordernumber : 26-0000201654

Visit ID : 1P26-00006413 Ward/Bed No  : 4F -OT/ CRDL-HNPDA-415-1 T3

Patient Address 1 H.NO: 10-1-1188, A.C. GUARDS., A G'S Office, Hyderabad, Telangana, INDIA, 500604

S.No Description Generlc Name Dosage Route / Frequency Duration Instruction Qty Status i -F
1 SCGLOVE # 7.5 (SURGICARE) |SURGICAL GLOVES 7.5 |1 Nos / Once Daily 1 Days 1 Nos Dispansed =
2 ?éjxc:g[-:c?;?.lgg?s}} THIN HE}YWRDR? ?&[agHIN 1 Nos External / Onca Dally | 1 Days | 1 Nos Dispensed -
SANJAY SRIRAMPUR

Reg No : HMC9465

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

Note

* This prescription Is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 23/05/2026 15:41 Printed By : SUNKARI SANGEETHA Page 1 of1




HNM-00015573

IP26-00006411

Mrs NOORAIN FATIMA

23-01-1999

21YIM26D  (F)

Dr. SUCHITRA S8RIRAMPUR

AT T
DEFICIENCY CHECK LIST OF CASE SHEET

e
Rainbow®
Children’s
Hospital

It takies & lof b treat he Wife

@ BirthRight” -

BY RAINBOW HOSPITALS
¥aur Right ta & Sale Delivery

SL.No. List of Records No. of Pages Legibility Compleleness Remarks
1 | Admission sheet ! o e
2 Discharge Summary |
3 Nursing Initial assessment | - LA
4 | Patient Transfer form \
5 | In-patient Medical record |
6 | Doctors progress sheets N
[ 7 Nursing plan of care and handover sheets g -1
8 Consultation sheet
9 General consent for treatment
10 | Gonsent for Surgery | 7
11 Consent for blood transfusion
12 | Consent for chemotherapy
13 | Consent for high risk
14 | Consent for Restraint n ormaoac Nofel i
15 | LAMA consent
16 | Consent for special procedure / Sedation
17 | Consent for Formula feed
18 | Consent for MTP
19 | Consent for Radiological Investigations
20 | Consent for HIV test
21 | Anaestesia notes (Pre Anaesthesia& post)
22 Neonatal Admission/Delivery/Physical Exam
23 | Medication Reconciliation ]
24 | Emergency Triage record )
25 | Pre operative check list |
26 | Surgical safety checklist !
27 | Operation Theatre notes /
28 | Nurses clinical Presentation I
| 29 | TPR&BP chart 4 ‘
| 30 | Intake and Out take chart (fluid chart) il 22
| 31 | Drug chart (Regular Prescription) 1
32 | Investigation Values (result sheet)
33 | Nebulization chart
34 | Nutitional review chart !
35 | Intensive care unit (ICU Charts)
36 | Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale
38 | Braden Q Scale 1
39 | Bed side check list
40 | PICU bed formula Dilution feeds
41 Gastro monitoring chart e
42 | Rch ED doctors note
43 | BP Monitoring chart
44 | RBS monitoring chart
Bl v, [ hall
Othen 5] S
Total No. of Pages C,E?.P
[

Doc. No. : RCH/ FRM / GENERAL / 126

Signature and Date : .,257’ OSf.,Zg ]

bz B30
Q" _




HIMAYATHNAGAR

Rainbow’ ) C
C?\Ii?dr%vr:’s ..Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

W

Name Mrs NOORAIN FATIMA , UHID HNH 00015573

i
e
I

| Father/Guardian | Mr MIR FAHAD ALI ?AQEIGender | 27 Y 3 M 24 D/ Female
| i

-Address ! H NO 10 1 1188 A C GUARDS AG S Offlce Hyderabad Telangana INDIA 500004 i

P No IP26-00006411 | Admission Date | | 23-05-2026
|

| Ref Doctor SELF

Discharge Date | 26.05.2026

DISCHARGE SUMMARY

Consultant:

Dr. SUCHITRA SRIRAMPUR,
MBBS, MD (OBS &GYN)
HMC10563

Diagnosis: G4P3L3 WITH 37*2 WEEKS PERIOD OF GESTATION WITH
THREE PREVIOUS CAESAREAN SECTIONS FOR ELECTIVE LOWER
SEGMENT CAESAREAN SECTION AND BILATERAL TUBECTOMY

ELECTIVE LOWER SEGMENT CAESAREAN SECTION WITH BILATERAL
TUBECTOMY DONE ON 23.05.2026

History:
LMP: 04.09.2026 Obstetric formula: G4P3L3
EDD:11.06.2026 Gestation at admission: 3772 weeks

TIENT CLINIC {1 & v SECUNDERABAD | KONDAFUR Le
s 040 - 4246 2200 srgancy s 040 - 4246 2400

YDERNAGAR KONDAPUR
40 300

0 1800 2122 @® www.rainbowhospitals.in




Name Mrs NODRAIN FATIMA UHID HNH-00015573
JP No IP26-00006411 Admission Date 23-05-2026

Obstetric History:

G1 - 2020, FT/LSCS, Female,2.7 kg, A & H.

G2 - 2021, FT/LSCS {Indi.: Previous LSCS), Female, 4 kg, A & H,

G3 - 2024, FT/LSCS (Indi.: Previous 2 LSCS), Female, 3.5 kg, A & H.
G4- Present pregnancy, Spontaneous conception.

Medical History: Nil

Surgical History: 3 LSCS (2020,2021,2024)

Family History : Nil Q
Allergies : Nil

Antenatal Details:

Mrs NOORAIN FATIMA was booked to Rainbow hospital at 3712 weeks of
gestation. She had regular antenatal checkups and investigations as advised.

NT scan was normal. FTS not done. TIFFA was normal.. Fetal growth monitoring
done by serial growth scan. Growth scan done on 16.04.2026 showed SLIUF
at 32 weeks with Placenta posterior upper segment, Cephalic presentation with
AFl 16.9cm with EFW 2010gm, with Dopplers normal. She was admitted at

37%2 weeks with previous 3LSCS for EL.LSCS with tubectomy.

Investigations: Enclosed.
Blood Grouping : "B Positive"”

Management: Course in hospital: @
At admission on clinical examination the vitals were stable, uterus was relaxed.




HIMAY ATHNAGAR

>

Rainbow’ o
Children’s ‘Blrtthght

Hospital

iy

!

| | HNH-00015573

-05-2026

Name Mrs NOORAIN FATIMA |UHID
'1P No | IP26-00006411 ' Admission Date

Fetal well being was confirmed by an admission CTG which was found to be
reactive. She was prepared for elective C- section with indwelling Foley’s
catheter and IV canula under aseptic conditions. Written informed consent for
surgery taken. Preanesthetic check up done. Anesthetic premedication (IV
Pantop and Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV
given. Patient shifted to theatre.

Surgery Notes:

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

*Uterus plastered to anterior abdominal wall, sharp dissection done,
abdomen entered through window creation

*Bilateral tubectomy done by Modified Pomeroy technique

belivery Details:
Date : 23.05.2026

BANJARA HILLS HYDERNAGAR (% KONDAPUR OUTPATIENT CLINIC
; ey ] 040 - 4246 2100

® 18002122 @ www.rainbowhospitals.in

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

11 NANAKRAMGUDA




Name Mrs NOORAIN FATIMA UHID HNH-00015573

1P No 1P26-00006411 Admisslon Date 23-05-2026

Time of Delivery :12:43 pm
Type of Delivery : Elective Lower Segment Caesarean Section with tubectomy

Indication : Previous 3 LSCS
Anaesthesia : Spinal

Baby Details:

Date : 23.05.2026
Time :12:43 pm
Sex : Male
Weight : 3.54 kg
Apgar : 8,9

Gestational Age: 3712 weeks
NICU Admission: No

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no postpartum hemorrhage. Breast feeding initiated.
Thromboprophylaxis given. She was shifted to room. Her postoperative period
following that was uneventful. On second postoperative day dressing was
changed. Cn 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:




Rainbow’ . .
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name o | Mrs NOORAIN FATIMA | UHID | HNH-00015573 E
B e L E Ll ’ | S PN TP SR | e —j

'IP No | IP26-00006411
A A i o s ——————————

| Admission Date | 23-05-2026

1. Tab. Augmentin 625 mg twice daily till 30.05.2026 (9am-9pm) after food.

2. Tab Metronidazole 400 mg thrice daily till 30.05.2026 (9am-3pm-10pm )
after food.

3. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 28.05.2026
(8am-2pm-10pm) after food.

4. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 28.05.2026 (9am-
3pm-11pm) after food.

5. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 30.05.2026
(7am-7pm) before food.

6. Inj Clexane 60mg (Enoxaparin) once daily (10pm) subcutaneously till
28.05.2026

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

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

9. Nebasulf Powder for local application.

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

~ Review with Dr. SUCHITRA SRIRAMPUR after 10 days on 04.06.2026

For Women Who Have Had a Caesarean Section

i v ECU KONDAPUR LB NAGAR (NA NANAKRAMGUDA
HYDERNAGAR i KONDAPUR OUTPATIENT CLINIC () | SECUNDERABAD = Emargancy | 040-60:

HIMAYATHNAGAR BANJARA HILLS
040 - 4246 2100
4847

® 1800 2122 @ www.rainbowhospitals.in




Name Mrs NOORAIN FATIMA UHID HNH-00015573
'IP No IP26-00006411 Admisslon Date 23-05-2026

Care of the wound:

1.You can bath and shower.

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

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

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

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.

6.Do not touch the wound with unwashed hands.

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

Patient/
Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter 1l page 6] kindly contact 9154865045 at Rainbow
Children's Hospital just dial one toll free number - 18002122,

)
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Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs NOORAIN FATIMA ‘ UHID HNH 00015573
1P No ! IP26 00006411 I Admlsslon Date 23 05 2026

You can also take appointments at any time by gonng ’oﬁTfne\ to our
website www.rainbowhospitals.in

Reglstrarmesmientlc M.O
Consultant: -
Dr. SUCHITRA SRIRAMPUR,
~ MBBS, MD (OBS &GYN)

HMC10563

|

|\

|

0 1800 2122 & www.rainbowhospitals.in




PATIENT TRANSFER FORM
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Rainbow"® . _
Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No.

HNH-00015573 1P26-00006411

Mrs NOORAIN FATIMA

Date & Time of Admission

223|512 € 913 Am

Date & Time of Transfer Order

o3| sls (Fx Do

—li-ﬂ‘l 1m 27Y3M240D (F)
iy Transfer Ordered by Reason for Transfer
T T
Y- Veend pbsenaton
From Unit To Unit Information to Attendant
p?fe PC&' QDOM! Cm) '?,9 >f Yes No [ ]

Number of Sheets in Clinical File

-
Number of Imaging Films

©

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

it Nol[ |

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No.

ltem Name

ki £L~ !oo,uj} "

2.
3.
4.
5.
Shifting Summary / Notes Written by Doctor:  Yes[ | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
598 tov-ka \@/ 05 NG,

Patient & Clinical Records Received by '\’A
i s

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
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Rainbow b
Children’s =%
Hospital

Raibow

Rainbow Childrens Hospital-Himayatnagar

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

Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
- TEL NO :040-48873000
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP26-00006411 Admit Date :23-May-2026 Admit Time :09:13 AM UHID : HNH-00015573

Patient Details :

Patient Name : Mrs NOORAIN FATIMA Age :27Y3M24D
Guardian : Mr MIR FAHAD ALI DOB : 29-01-1999
Gender : Female Religion

Occupation

Martial Status

Address (H) - H.NO: 10-1-1188, A.C. GUARDS. A G'S Office Phone No . 9700921493/ 7093172607
Hyderabad Telangana INDIA 500004 E-mail . NA@GMAIL.COM

(M mission Details :

Bed Type : TWIN SHARING Bed No :LDR-415 Ward Name :4F -OT

Room No : LDR-415

Admission Type : First Visit

Contact Details :

Name : Mr MIR FAHAD ALI Relationship  : Husband

Contact Address : H.NO: 10-1-1188, A.C. GUARDS. A G'S Office Phone No 1 9700921493
Hyderabad Telangana INDIA 500004

e

- .

Signature

M ctor Details :

Doctor Name : Dr. SUCHITRA SRIRAMPUR Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor +SELF Phone No

Co-Consultant

Payment Details : Deposit Amount  : 40000.00

Payment Mode :DC/CC Card Payor Name : SELFPAY

‘ed Date / Time : 23/05/2026 09°16 Printed By : 016951 Page 1 of 2
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It takes a lot to treat the little. Your Right to a Safe Delivery.
ACTIVITY RECORD FOR BILLING
HNH-
Name: ———— Mrs ,,‘:f:;:‘,;’, AT 200008411 e e e
29-01-1ppg IM Y3
___________ n SUCHIT M 24 b Dept et L e b i e

N 111777 R,

Room / Bed No : -------=-=--—-- Ward : ----=-==m=meeee Suggested Billable bed type : -=-=====e-mmememeaeeeeau-
WARD TRANSFERS
Date Time From To Sig’rlature c:f Nurse
2l | e pnl Precpell 0G| JEe
25\ cfab - 109y 6T pee | /N{‘f /
A5 |90t | Peahst | "Floor e [ &o—

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

8.

9.

10.

Docu. No. : RCH / FRM / GENERAL / 145
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MEDICAL EQUIPMENT ( WARD & ICU)

Date Ezﬂ?g:;fm ConTrier;ing Discc;ri\r:icting Order No. Signature
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PROCEEDURE

Date Proceedure Quantity Order No. Signature
23st2b | Tvplaemed——I( D Fx-ow0| i
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ANY OTHER INFORMATION
Date : Time : Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




HNH-00015573 1P26-00006411
Mrs NOORAIN FATIMA

20-01-1909 27Y3M24D

Dr. SUCHITRA SRIRAMPUR
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Presenting Complaints

i) @4 e | LSO

Obstetric Formula:
C\L\ P}‘ %,
Obstetric Hostory:

f{ - Lst Gy fes

Present Préglnancy RecLaS %‘ i d'\
€ ) _
‘/\_ (S CA M (WS N

(W PP NT Scewn —

i o ?
RISK FACTORS: | 1T P
[

Y J
Height: ............... cm

Weight: .............. kg

AIIBIQIBS: ... .ecegenrermrerinrcniesareneersinesnescnresranass
Breast: ormal ] Abnormal

General Examination:

Consciousness: — Pallor: —
Icterus: Edema: —

CVS: gél@ RS B M@

Liver/Spleen:

== DIAGNOSIS ------=-----===---n=oooee

G\upgkg '&’2{»&»(&% r 33k - e £ (4R,

Docu. No. : RCH /FRM / CLINICAL / 087

LMP: u|‘1[94’ EDD: ch'zc,.

Corrected EDD: GA: 39 }VJ(
334

Menstrual History: Regular.g Yes [J No

Obstetric Examination

Fundal Height:  , \ » T (4 .

Ut. Activity: B’lﬂ‘axed 1 Mild COMod [ Severe
Liquor; _Adequate [ 0Oligp  []Poly

PP: [o€ephalic” [ Breech  Others

Head Fifths Palpable:
FHS: \Normal'  [JTachy [JBrady [ Absent

Per Speculum Examination l\\b’& aq’“‘"@ %
Draining: 1 Present [ Absent [ Bleeding
Colour of Liquor: ] Clear [J Meconium  [] Blood Stained

Vaginal Examination l\\o L dove
Cervix: [] Long [] Partially effaced [ Effaced

Os: Closed ‘ Dilated

Membranes: ] Present [] Absent

Liquor: {1 Clear (] Meconium ] Blood Stained
Presenting Part: ] Vertex (] Breech ] Others
Sutton: O3 OJ0-2 OO-1 00 OO+1 0O +2
Pelvis: [] Adequate [_] Doubtful
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Mrs NOORAIN FATIMA

29-01-1008 27
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Family History:

1P26-00006411

Surgical History:

N

NU

Medication History:

+. o 0D

Investigations:

Medical History:

Plan of Care:
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Date & Time: a. fB, (l% .............. il MW AT [ Sp———— -



HNH-00015573

1P26-00006411

Mrs NOORAIN FATIMA = rﬂfé
o, SUCHITRA SRAANPUR | —— Rainbow" g
NI fiosaren SB""RQ"*
PROGRESS NOTES AND DOCTOR'S ORDER
ga-:-fme Progress Notes Doctor's Order
[ \9\):/[6 qg\%_j)l/wi\
Lzp® Pon-0  (PyLy) v
7l _ NBM A b
' Bp: 1IOPIwnyy lveunds n
epo, o PRy Lol e R
AN ~ U g
Py - ubuo Prathcnes Gt
\FEM A E - Nl thw .
DA™ P POW
o P = }L N erulieay
- D ID Mm&w
_ TeD <TOCkINGS
- Mot ke vl
R - Infwem <«
N "
L«;}\(\* /y
= clsle plreena
X" Pon-0 \P by
B \s s*ab'\'c N clg f__(\_\r\
ale Ge foic bhelile | - Ol tige 41 ligid diet (>
Be - l\lliszq ~ = Dot Qs chopded,
Pr- i@:\anrn ~\'ta\ O0ARFL
%k Q37 onRA . »*\\'o Caouiug
o . W welgfhacted ""/’Drom MJ
%SG‘\) = -Tak &k\dtwqq
e - edksL - UD“\ eﬁcemw &)‘PP(‘I‘N{ Py
D[b» MI“"» Clear /'] wo SO A
D1 - 100 , Seon Pl Q\NH B} ‘&) (O e :
(ephd 9 4

Docu. No. : RCH /FRM / CLINICAL / 088 ~—__

Tulol = U'G “@180{}4\

prn)



HNH. 00015573

oot ““*:,': - -
Or. SUCHITRA ° Rainbow® . .
iy~ oo | e
PROGRESS NOTES AND DOCTOR'S ORDER
2a'l|'?me Progress Notes Doctor's Order
Lo LB Def\feeno //’7 !
q}y/ elet® W@C‘“
/U@f PO -t e, Ly <
2 s doble  mods Ay
) ol Qe %o\f = ﬂ%-\:,;‘v Jg.l; diet
2 A Nidbols ) \le / Dot oschailed
el Yo e -0 el cchaced || WY o ihnag Todedy | @
— eS® gt - o L ekl T s
'cn—‘/ Lle —RuomL e s (Dvmr\ Q_OurPJ
i vlo -~ lOOth, dleo~ /n\l‘ eSSy € \o\rmhj elv
1 e /ancmﬂoe b wd
\/Q‘/&.%h( o0 %05 )(Zﬁ("i\/
M2 Sunqnchm
\ )2\ DeDUA | o~
&U\Y’er | POD-| PL.L\—UC Lieds] Ady
/\z/‘f’ﬂj No cﬁmp&au\b — b Sﬁf;ﬁ duk
- G fas Phebdle | ADwge os choul)
Pobry © Motheg AP n),] i}dqu&g 7 1(—Dusfvdww .
Uy PRraeEm - [V T pigin Cane Y fibhilc
wdet) pas® cpoyraagen A [l excomtut bleeds my’
Ao | PlA-tute Rebacked foel) | 4 Monidee vita,
& KE BLuAL,a WML g nboum s
D‘CULQ 1 9¢ e
letfEus. \J—zﬁ
Docu. No. : RCH /FRM / CLINICAL / 088 w/ (PT.0)

OB S



HNH-00015573 1P26-00006411
r//

Mrs NOORAIN FATIMA

L. S i | o
& UR s . . .

' Children’s BirthRight

| |
AELDELTE T — Hospital . BY RAINBOW HOSPITALS
It takes & lot to treat the little. Your Rightto a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Doctor's Order

/ lvf( !‘Ai}ﬂf\-ﬁom * =

Nen 1= im“rgg
=1 //

&y (). =
(o= A S
a .
> .
/‘ Pop -] [ Puye L s
apl Gl =
- No wm\lﬁm - QOH ol
| e fait ARl ~ M oA chw
;E v *@ ’IED Q'VLW
ML P|IJ>, VR3S ﬂamdtp - w|F 4 HCIAWT "bleediy PY
\)\// Ut - Monbor uttals J
~ i\: e - NI - Inden S
J)(!D Yo m e’

2
\

E:
i

CX%\P)’I}pT)w\ : My
S PoD-2. - Skt dwt
Gl I P No complor” — D o chadkd
B2 nss (. \pn - 1end grode,
Al vuath -9 obls “WE Expumn Koy PV
< Mo vkeaeerd L] - ACD hdow |
B s/ Qonns |- Mondeordsh dnfrwd

l Docu. No. : RCH /FRM/ CLINICAL / 088 \ /E’/
\




HNH-00015573 |P26-00006411
Mrs NOORAIN FATIMA

A il .
AEECHTTR TR Children’s | @ BirthRight
Hospital_ | ) zeun
PROGRESS NOTES AND DOCTOR'S ORDER
23:-?“,3 Progress Notes Doctor's Order
. = rb .
\ L 2 . | .
SV clslby P Noveera
o= ) 35(} T =y
.\('\ -

L
A€ CC- Xeu D o
R \Le‘o;ﬁ\@ - “\‘“{5‘\“;&& |
[ Bp valme mm*‘q — Owrg's o CLlJcA
Cus'Rs . 4D — O\E P Heedog
i PR - u\ um\wqc\cd o ,T\fkc:,mxc@*\ft‘\rols\
1 %u\k N - .Qﬁ»\bﬂq\‘\oﬂ
rbm SsSU == &_L\_\%ot = 1) - 1*\\@\"“‘\ Sos
1€ v ble dc&.ﬁ L )

@o\m' Mcr\s\f\es_méxe -

D

- L oo plouece o
fdﬁe“ﬁ X s
\ ln("’(')ﬁ
QUS>

Docu. No. : RCH /FRM / CLINICAL / 088 (PT.0)




ﬁ

a \\\\\\\I\N\\l\llll\\\\\\\\\\\\\\l\\ Hospital _ | Q) zmemomes

— -—————" DRUG CHART

Date of ADMISSION: ...vceevecsreemrecnsnsssssinnnne Drig AlIBIIES: eeevremsrcreressssorenssissssmmmssasssasesssnsarassrasss (] 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).
- 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 ¢an be kept within this
drug sheet folder.

NURSES Nurses must follow strictly the FIVE RIGHTS before administration of medication.
O 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 CPRY). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

. Date»
DRUG: Time

Dose | Route |Frequency {Start Date

Doctor’s Signature | Valid Period] Pharm.

Additional Instructions:
H [
i

!

liﬁUG : %?[t;

2
=
o
1=,
oY
O Dose |i{ Route |Frequency |Start Date

¥

Doctor's Signature |Valid Period| Pharm.

Additiona]#lnstructions: .

. ' Date
DRUG : Time

Dose | Route |Frequency [Start Date

|

Doctor's Signature |Valid Period| Pharm.

b

VERIFIED BY 2 NEME ..coonviirmircnesmmnsmsosecssonccrsesenione

Additional Instructions:

Docu. Nn.}: RCH/FRM / CLINICAL / 118 Page: 1/4 (AR

T

—1‘—'_‘_**%‘_*___11



l

HNH-00015573 1P26-00006411
Mrs NOORAIN FATIMA

28-01-1989 2TY3M24D (F)
Dr. SUCHITRA SRIRAMPUR

i||||||||||||||||||||||||“|||||||||| REGULAR PRESCRIPTIONS  Weight. .............. Ward. oo

DRUG : Ty (-FoT-AXIME %?I’tlz o\ 5{:}‘5
Dose Route Frequency |Start Date ’

\C\ V| BD 93\(—\0\‘@%” ~

Narde & Signature of the Doctor | A l?5%,/ ‘
Starting the Drugs: :
PRLE 4
Additional Instructions: 1oty ,
for Whows [ (BAD
Daily Doctor’s Endorsement by a Sign )4
) Datef d
DRUG: T - PARACeTAMO L [Timelu\WN '&'
Dose Route | Frequency |Start Datev\ AN/
Aom | Plo [9TD  [23]0¢¥ N .
Name & Signature of the Doctor P __ ()
Starting the Drugs: ¥ NG
p \
DR gusn] kA Ny
Additional Instructions: W W
A AN

Daily Doctor’s Endorsement by a Sign

DRUG: . TRAmADOL  [PAEG 1 AG
Dose Route | Frequency [Start Date

ooms| Plo | TTo |23/e5
Name & Signature of the Doctor
Starting the Drugs:

DR LHINY KA "ﬂ?—(%
©

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

i 7 4

DRUG: -7 DT CLOFENAC i \‘e\ﬁ
N

[

1

Dose Route | Frequency [Start Date

&

Sowg| Plo | TID | 23]osH®
Name & Signature of the Doctor
Starting the Drugs:

;
DR SHINY Tk 7 X i
S
|

Additional Instructions:

G
@

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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DRUG : I NV EON\DA‘IDL( Tige

Date»

Ny

Dose Roﬁte

| W

e

(

%&x\%

T

[

Name & Signature of the Doctor
Starting the Drugs:

r—"p(_f)w-ﬁ\.

A

N

Additional Instructions:

foe U hw‘

3

Daily Doctor’s Endorsement by a Sign

DRUG: N PANTOPERZOLE

Dose Rout'e

Frequency | Sta y
Legy| W | PO nﬁs‘g 4

Name & Signature of the Doctor |

Starting the Drugs: \ D
b o T :

Additional Instructions: =—

Daily Doctor’s Endorsement by a Sign

DRUG: Thi5 CLEXANE

Date

Time
Y 0

Dose Route

comgl &-C op

Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:
g

DR SATNY

\)

Additional Instructions:
TNT EsloxAPARIA
AT epvy  For € DAYS

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route

Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional fnstructions:

lr Daily Doctor’s Endorsement by a Sign

Docu. Mo. : RCH /FRM / CLINICAL / 108
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Ward ....oeeeviinicinenn,

Datey

BRUG :

Tirpe

i *

o

SCRIPTIONS  weig.........
g’; _

-

I

Dose Rouie | Frequency | Start Dt.

[

-
-

E

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Al e

t Ta

Daily Daoctor’s Endorsement by a Sign

L

Date

DRUG :

Time

Dose Route |Frequency |Start Dt.

o

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

1559

2y

Daily Doctor’s Endorsement by a Sign

DRUG :

Date
Ti[pe

L

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date
Tir'ne

v

Dose Route | Frequency | Start Di.

Name & Signature of the Dactor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

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




Weight. ...ooovviienens Ward. e

Date»
VARIABLE DOSE TiU\E Nurse Sig. l Nurse Sig. l Nurse Sig I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date e i oose aa
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Duss = ose e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: . pose = e
| Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
] Date»
] VARIABLE DOSE TIU]e Nurs&Sig. I Nursg Sig. Nurse Sig. Nurse Sig.
f Dose Dose Dose Dose
‘ DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
“' D
“-‘I Route S tart Date Dose Dose Dose s Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e Dose Dose oo
: Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
| Additional Instructions: fome e s ot
& Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication DcIJsage &Other Route Signature Nurses
x nstructions <‘ .
flnk b
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LV. FLUIDS CHART

Weight. ................... Wand: ..ccmias

vuiniposition of 1.V, Fluid

Flow Rate| Doctor

Date of | Doctor | Nurse

-

~

T | ot meron e~ congmn o) | PO [mir ] sign %l;;?}e Stopping| Sign | Sign
INC < ?_y ,
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Mrs NOORAIN FATIMA
I I - _
T Shiders | QBirhRigt

MEDI\CATION RECONCILIATION FORM
Drug Allergies: .......ccccceeeeunnnen. M ................................................... A0t 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)

SNHUNG FROME oo ssieiinsrssitoasinsonimsmsnsanstessnss L b

S.No (ﬁenzm?:’i?xlﬁ?tl:?\m:{n LEmEHS) (mg?:fzg) (PO, ?‘%ug v) | FREQUENCY bﬁfJ,“T?,f.E 72’:?%:33

o L A (:Lzm | ey po D - JC [JDC
2 Tabhr G \Uuwn . ‘b re 1P) Oc ODc

3 Oc Ooc

& Oc CIpc

2 ¢ Ooc

5 Oc¢ Ooe

- 7 ¢ CIoc
8 Oc Ooc

2 Oc Ooc

10 Oc¢ ODoc

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

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

\ Date & Time : .22 [S7.[ 26 @2 dOB M e




HNH-00015573 1P26-00006411
Mrs NOORAIN FATIMA
!I-IH 1609 27Y3AM24D (F)
SUCHITRA SRIRAMPUR

B T T

RESULT SHEET

2z
Rainbow® . e
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes a jot to treat the lite. Your Right to a Safe Delivery

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

% PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

"ﬂ T.Protein

- S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138

|

(PT.0)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

ﬁboﬂzﬁwcgﬂ ZARNTI N2

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

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

Radiology : UBBIE 7 i omuisuooonnicsis b o 5 5 e R 0 A b KRS 4 R AT A SRR

MABE s cmuscmonomsnssiinasisda vavensini oveensb s s b el s S GRSV A AT RN

Others (ECG, Contrast StUIES B1C.,) © ...ovovomiioieiici st
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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

Rainbow* X i
Children’s @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes & lot to treat the it Your Right to a Safe Delivery

Date

N

Time

Bl

RESP

> 30
21 -30

9 ¥V10)f114 12
.

>

(write rate in

corresp. box) 11-20

0-10
94 - 100 %
<94 %

0, (L/min.)

Saturations

Administered

(10

40
39
38
37

3, dway

36

! &3

A)
133

35
< 35

170
160
150
140
130
120
110

100

ajey yeay

90

80

-
+

70

60

50
40

190
180
170
160
150

140

130

120

.

110

\12

—_—
————
S

100

b | e

90
80
70
60
50

130
120
110
100
90

anssaid poo|g 1|0isAs

80

70

60

ainssalq poojg 2oiselq

50
40

NEURO Aert | |

=T*] -

|

Voice
Pain
Unresponsive

RESPONSE
[-¥]

> 30
< 30

URINE |
mls / hour

Protein + +
Protein > + +

Proteinuria

Normal
eavy / Foul

Lochia

Liquor

TOTAL YEW SCORES

TOTAL ORANGE SCORES

Nurse Initial

S ]

Rl
TP
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Obstetrics and Gynaecology
Early Warning Signs

- B

Complete a Full

1

»

1 Yellow Alert :
Repeat Observations
in 30 minutes

-

Set of MEOWS
Qbservations

. /

n#

Y
"~

L] L.

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
- P! [ Xl

- . in 30 minutes
,

(

-

"

> 2 Yellow Alerts or > 2 Orange Alerts:
lmm;ediate Review by Obstetrician and
»» « » Repept Observations
“in 15 minutes or continuous
monitoring

Y

* The Modified Early Warning Score (MEOWS)
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SN [T Children's | & BirthRight
Hos p ital . BY RAINBOW HOSPITALS
11 takes a lot to treat the littie Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

1)
AN

Date
2 7
Time | 8 | 9 |[fid11]|12]| 1 |(2) 3 |a|[s e} 7|8 |o|g]1a]|12|1]|(Z)]3]|a]5(s)|7

RESP
(write rate in
corresp. box)

> 30
21-30

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

2, dwat

40
39
38
37 - p

36 \ Q

R
-

™

=

35
< 35

2jey ueay

170
160
150
140
130
120
110
100
90 A A
80 [ I
70 V9
60
50
40

—
anssald poojg 21|03sAs

190
180
170
160
150
140 Al

130 1 10%3) \‘A\‘;‘ ii‘é w% fqu—
<

R
——

120

110 (‘\ 1\,

100
90
80
70
60
50
130
2 120
g_ 110
A 100
l é—“ 90 % y / ¥
s 80 d . 4 i
> o 5 = S
a 60 L |
=
= 50
o] | 40
NEURO plert [ LT 1 Y [ T 1— I
RESPONSE Yoice
[¥] Pain
Unresponsive
URINE | >30 e
mils / hour T <30
rotein > + +
. Normal Tl
Loctvs | ey o o 5 i R ]
. Clear / Pink

Q [} -4

TOTAL ORANGE SCORES

[ A

| | TOTAL YELLOW SCORES = 2}
Nurse Initial ﬁ, -

=
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Obstetrics and Gynaecology ]

Early Warning Signs

L
. LR

B

/

Complete a Full

~N

T~

"

" 1 Yellow Alert :
Repeat Observations
in 30 minutes

/

o Set of MEOWS

| 8 ?

8 ~Observations
':i"'

\.’e \?

/

.

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

4 ™
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in“30 minutes
. Y,
4 )

My

3




HNH-00015573 1P26-00006411
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e o Rainbow"
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Dr. SUCHITRA SRIRAMPUR Children’s i BirthRight
. AR Ar Hospital _ | () meweonesmc

tarnty warning Observation Score Chart - Obstetrics

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

- 5 % Date =
Q? Time | 8 | 9 nmjazir1j2k3lalsjej7jsj|j9jejmmjazjrjzhp3a|4 617

| o

> 30

RESP 31-30

(write rate in
corresp. box)

Saturations

<94 %

Administered 0, (L/min.)

40

39

38

37 L -

36 1 J

35
< 35

2, dway

170
160
150
140
130
120
110
100
90 \
80 1
70
60

. 50
I TR == = | s ol | (0l e o) 5 T S L Gl Bl 50500 2 B

aley eay

190
180
170
160
150
140
130 \)
120 i
110
100 ,f\
90 4

80
70
60
50

—>
anssald poo|g 21j0sAs
4

130
120
110
100
90
80
70
60 ==
50
40

-«
aInssalg poojg dIjolselq

NEURO Alert [ T T~T T T 7T ] I ) i S 5 e e oo

RESPONSE Voice
(v] Pain
Unresponsive

URINE > 30 -
mls / hour <30

Protein + +

Normal
Heavy / Foul

Lochia

Proteinuria s
Protein > + +
W

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES o}
TOTAL ORANGE SCORES
Nurse Initial
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[ Obstetrics and Gynaecology ]

Early Warning Signs
1) - e I O
s ==
1 Yellow Alert :
Repeat Observations
in 30 minutes
\. y,
~ N ([ A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
‘ Call the Obstetrician and Repeat
Set of MEOWS _ Observations
Observations in 30 minutes ‘ O
\ J . . Y,
4 T )
> 2 Yellow Alerts or, = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations

in 15 minutés or continuous
monitoring

\ J

* The Modified Early Warning Score (MEOWS)
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It takes a Iot to treat the littie. Your Right to a Safe Delivery

FLUID CHART
Sheet No. : @ .......... [ j

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.

Nature , + | Drai - Tg,g,oggg Sign.
Date Time | of Fluid Route NG | Diarrhoea | Vomit |Drainage | Urine | Paeses | Nirse
Mouth | 1V [ NG , A
08:00am | ()¢ ooy |- = — \ [ /»Q’_ 0.9
0%:00am | pp & Nleowd . | - - | - Ll Pl Y -
N \& Fiowan] - 7 ® »)
) N 10:00am | Ao o lso( —| - — o=

& 10am | PC | D [reont] — |- = '
2oopm | RU [ /7 [0y — [ - _ — Y L —-——~-)(._,,WJL
01:00pm| LU iOC’mL — |- —_— N 7

Total Intake : (?CM@@ Total Output : M}‘ﬂ
L02:00pm L pgmmomﬂ =] == = " 9—!09 "’Jl"j &an
é&f 03:00 pm QL—— N | 100 — — — - ' /

B 0400pm| RL | vEv |00 — | — s - P +4
0500pm| PL— MRy L1Qomd — | —1 | xmfwf*ﬁM
06:00pm | f2L— ,@M » _ i ! PM
07:00pm| AL g@; == \90!!\’:--\’9-9.“11 = DI

Total Intake : Total Outpuf’: i}
0800pm [R 1 (opm| g / )

P ¥ 09:00pm [ R ) conm( . S
) \L\ 1000pm| R L [ (O~ taomﬂ ' a 1‘“ & [v)j", l—'\
oopm[ R | Py T roomd N Mo 7= E’SEJ

&7 1200am | R L LoV ] : : !
ot00am| R L Lz:om.,@/ rd

Total Intake : Total Output :
02:00am | #] caX Loom) L)

N CETIFTE 7 o | loom) P /

- 7

& [w0anlp ;N9 | pam P i -

§  [mwe L Loom/ i A N
06:00am | Q] { o0 M o | 000m | _@
0700am |R |- ool - / p 3 £

Total Intake : Total Output : \

Total 24 hrs. ntake | 214 GO Total 24 rs. output | 2-HEO an)

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

Sheet NO. & e,

i

=
Rainbow®

Children’s ‘

Hospital

It takes a lot to treat the litde.

| FLUID CHART |

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

BirthRight

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

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

Intake ~ Output ] v én;;
Date | Time (I)\;a;}tri% Route NG | Diarrhoea | Vomit |Drainage | Urine Pgr%'ﬁgg I&Lgrge
) Mouth 1V N.G * =
o || ~ 7T 1ot
Yol E00an| i i ‘ o /
\{ 10:00am | O D % 0 [ﬂ
& 11:00 am v ~—" ,‘ v | \S} ~
&{7\ 12:00 pm ) o / o |
01:00 pm 4 4 ol
Total Intake : Total Qutput : U — \M P
02:00pm |, ¢ , ~ 4 P
03:00 pm A 4 N
o | 04:00pm Kér;‘\é“ £ )09'/ n
S fwom] [ [OL F A N \V
%ﬁ{ 4 06:00pm sl 4 / | ] '
07:00 pm : SN 4 (
Total Intake : Total Output :
08:00 pm / P / f
09:00 pm R /|
Qﬂ 10:00 pm & o &£ 0 ﬁ\ D }@
\‘1 1100 pm N 3 ¢ Vi \ |
I [T200am /1\ | =
01:00 am / v
Total Intake : Total Output : {J— M
02:00 am / /
% 03:00 am ; / > / v K.
AN | 04:00 am
i\ 0500am| O | ) - o T ( By
Vo e / v P \
07:00 am / v/
Total Intake : Total Output: () — M —
Total 24 hrs. Intake Total 24 hrs. Output
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Mrs NOORAIN FATIMA
. 29-01-1908 27Y3IM24D (F)

- Or, SUCHITRA SRIRAMPUR

B 10T

Sheet NO; & i i

Rainbow*
Children’s

2

Hospital

It takes 2 lot to treat the little.

| 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.

BT R TR e

v s

B SEE TN . TR

Nature

Time | of Fluid

Date

NG | Diarrhoea | Vomit

Drainage

Urine

IV Site
Thrombo-
phiebitis
Score

Sign.
Nurse

N.G

g00am| | |,
09:00 am )&3?‘

\ 10:00 am ¥

{
nP
\0&) 11:00 am

% [ 12:00pm

01:00 pm

Total Intake :

Total 0

utput :

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 OQutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output




Patient Sticker

Sheet NO. & v

Rain

\

e
= ]

ow

Children’s
Hospital

Btakes o kot o trezt the Btde.

( FLUID CHART |

BirthRight

BY RAINBOW HOSPITALS
Your Right'to.a Safé Delivery

1. All measurements in ml.

L

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

N

Nature

Time | of Fuid

. T Intake | noon

Route

NG | Diarrhoea | Vomit

Drainage

Urine

‘Wﬁ’ﬁﬁg‘w
s e ﬁ
Y

™ Thrembo-

0 S
IV Site

s e i
- Sign.

phisbitis
Nurse

Score

Mouth

Lv N.G

08:00 am .

09:00 am

©110:00 am

11:00 am

12:00 pm

01:00 pm

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 Oulput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

] 01:00 am

Total Intake :

Total Du{put :

02:00 am

03:00 am

04:00 am

05:00 am

-06:00 am

0700 am

Total Intake :

Total O_utpht :

Total 24 hrs. Intake

Total 24 hrs. Output

Docu, No. : RGH /FRM / CLINICAL / 092
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:MH -1009 2TY3M24D (F) Rainb%w@
r. SUCHITRA SRIRAMPUR . . ..
0N | Children's.| g Birthilight
CHECKLIST FOR THROMBOPHL BIT'S It takes a lot to treat the little. Your Right to a Safe Delivery
A4l f},h N
g1 "-DAY-2 9515 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE [ (’E ( ) {'m E N E Remarks
: No signs of phlebitis / = =
1 IV site appears healthy Observe cannula 0 o) O ) _'l\ O o) 0
One of the following signs is
2 evidpnt . Possibly first signs of phlebitis 1 =
* Slight pain near the IV Site / / Observe cannula & |0 Nbf A [NA [N
* Slight redness near IV Site ‘1
Two of the following Signs .
g | 2o siident 9510 Early stage of phlebitis / 5 O 6 M INK
Pain at IV site Redness Resiia Cannia — Df NA [NK
g\lrlig;r:? e fulieng cign as Medium stage of phlebitis / 0
4 Pain along Path of cannula _F?es::g Catnnula Consider 3 ~ |0 N p( A NP NA
Redness around Site Swelling Ll
2&3;;? zgglt}xv:::lgsis;g.ns are Advanced stage of phlebitis or
: . the start of thrombophlebitis /
Pain along Path of I
B ot ol Re site Cannula Consider YO |9 N | NANg
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive : Pain t‘ﬂr‘]‘:;ar‘:sgghm?;;’; a Q(
6 along Path of cannula Redness o . 5 O
around Site Swelling palpable Initiate treatment Re site . p Wy | NA- N Q”
Venous cordpyrexia Cannula J
Signature of the Nurse=>46_, A]/(éo-) @/ G ) () -

NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should contin

Signature of Shift In Chargg : )
A ¢
Signature : ?{ .................. Name: ... SM ..................................

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

Signature of Ward In Charge :
Signature : ........... )

h

or 48 hours post removal to detect post infusion phlebitis.
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::-:“l\-l?g;:‘l; FATIMA 1P26-00006414 3 ) ) ) Z
s 3 Rainbiow’ |® BirthRight
,/[///m,m”m i BRADEN 'Q' SCALE ol s
Date : ?3]15 &Sff Lil3 91'”.5-'
Time : gf\m CL _rIL —N_,f,@_

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

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.

Mobili : : o ; 4% ; : o e . :
Y in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. "(
without assistance. to completely turn self independently. independently. J—f ag Lp‘
2, Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; A f
T Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : - ; . : : 2 ; \7
of physical activity* Confined ta bad non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

1

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, efc.
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
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

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

2. Problem:

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.

3. Potential problem:

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.

4. No apparent problem:

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/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.

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; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| HighRisk:10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23
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severe pain or with additional risk factors,

™~ (
o
- 3 4 ¢ N
E Support Surfaces
Risk Scnrg~ Category Action {Please Note: Only required for children who are deemed at risk due
: R to altered mobility, consider occupation therapy referral for advice
™ Regular Turning Schedule _ .
: ) . - Enable as much activity as possible High density foam matiress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces .
S - Manage moisture, friction and shear Altemating pressure mattress overiay
. Advance to a higher level of risk if other major risk
v factors are present
a s High density foam matiress
 Use the Same Protocol as for “At Risk” Patients L
13-14 Moderate Risk Gel pads for high-risk areas
» Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
' » Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
» Make small shifts in their position frequently Alternafing pressure mattress overlay
. « Use same protacol as for “High Risk” Pafients High density foam mattress
I'ess than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas

Alternating pressure mattress overiay
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PAIN ASSESSMENT FORM e
| Pain‘Scofe : " Moditying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Faclors Educated _Intervanlinn Sign
[] Continuous | [ Acute [ Sharp  [J Dull ] Increasing [ Yes
o9 of w— G
29 IJM o NA [ Intermittent | [ Chronic [J Aching [ Burning | [} Decreasing | [ No A
5 "El Continuous | [] Acute (1 Sharp 1 Dull [ Increasing [ Yes \Q
?fl‘! Sl% I OH“L | b N P( {7 Intermittent | [ Chronic ("] Aching [ Burning | [1 Decreasing | [ No N kf
[1 Continuous | [ Acute (] Sharp [ Dull (] Increasing 1 Yes
;3‘( I (lb ﬁf]"ﬂ Oh 0 M 1 Intermittent | I Chronic (] Aching (7] Burning | [ Decreasing | [ No }{J} @
(1 Continuous | [ Acute (] Sharp 1 Dull ] Increasing Yes
NE MR @(_
2 rS [Lf) \OPM 0[0 1 Intermittent | ] Chronic (1 Aching [ Burning | [ Decreasing { () No o ‘
\ [J Continuous | [CJ Acute ] Sharp (1 Dull [J Increasing O] Yes
'25 5 %ﬁlﬂ/ O)o N A—| U Intermittent | CJ Chronic C] Aching ] Burning | [T Decreasing I No AR Q/"
] Continuous | I Acute 1 Sharp [ Dull L1 Increasing L] Yes
() Intermittent | [ Chronic [ Aching [ Burning | [ Decreasing | [ No
) Continuous | [I Acute [ Sharp [ Dull U] Increasing [J Yes
[ Intermittent | [] Chronic [ Aching ] Burning | ] Decreasing | [ No
] Continuous | [ Acute (] Sharp 1 Dull [ Increasing | [ Yes
[] Intermittent | ("] Chronic (1 Aching [ Burning | [J Decreasing | [ No
[] Continuous | [ Acute (] Sharp [ Dull ] Increasing ] Yes
[ Intermittent | [] Chronic (1 Aching [ Burning | [J Decreasing | [ No
] Continuous | [ Acute [] Sharp [ Dull [ Increasing (1 Yes
] Intermittent | [_] Chronic (1 Aching [ Burning | ] Decreasing | [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)



Q O

Q

)

PAIN ASSESSMENT TOOLS

-

Na Hurt

Wong - Baker {Pediatrics) Above 7 Years

Hurts Lt Bit Hurts Litle More Even More Huris Whale Lot

4
I!’a ‘ '
e
Numerical Pain Scale (Obstetrlc and Gynecalogy)
1 1 1 [ I | 1 1 | I 1
I 1 | UBEEREEL] | T I I |
0 1 2 3 4 5 ] 7 8 10
No Pain WWars?
" Possibla Pain
‘. LY

COD B ®®

Hurts Worst

FLAGC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

SCORING

]
CATEGORY
0 . LR M ‘2
3 - !
Occaslonal Grimace or Frown, Frequent to constant frown,
Face o Particular expression or smila withdraw, Disoriented quivering chin, clenched jaw
- - - 3
Legs Normal Pesition or Relaxed Uneasy, restiss, tenss A i Iilc‘king, or leg;'p(awn up
, | Laying quietiy normal position, Squirming shiffing back and v .
Activity taves easily forth, tense Arched, right, or Jerking i
Means or whimpers octasional Crying steadily, screaris of sobs,
Ory No Cry (Awake or aslesp) complaint Irgquenl compiaints |
- Reassured by occasional tpuching, ' . f,'-
Consofability Content, relaxed hugging, or belng talked o, " Difficut to consoleor comfort > *, |
distractible M
Neonatal Pain, Agitation and Sedation Scale (upta 1 Month) 2
A
Assessment Sedation Hormal Pain / Agitatian
Criteria
2 -1 0 1 2
Crying No Cry with paiaful | Moans or cres ) Appropriale crying Not| Initable or crying at | High-pitched or silent-
lritabllity stimuli minimally with painful| irritable Intervals consolable | continuous cry
simuli Inconsolable
Behavlor State N(_:_ arusal to any Ar_uuses minimaliy fo | Appropriate for Restless, squirming { Arching, kicking constantly awake
stimult stimull gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Refaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitios | Np grasp reflex Weak grasp reflox | Relaxed hands and | Intermittent Continual clenched
Tone Flaceid tone decreased muscle | feet clenched loes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Body is not tensa Body is tense
Vital Signs HR | No variabiity with | Less than 10% Within baseline ar | Increasa 10-20% | Increase greater than 20% fram
RR,BR 520, | stimull variability from normal for from baseling baseling, 5a0, lessthanor ]
Hypoventilation o | baseline with stimuli | gestational age $a0,76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Qut of sync or
regovery fighting ventilator

—/
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o svcnTesnmomin . O 1 Eﬂ:?j’&‘;’; () BirthRight

AR D URINARY CATH ETER BUNDLE CHECK LIST o Lall .5‘;?2;“53“! il

Date of Insertion: ........... ‘)’3 . ‘5 .................... Date of Removal 2”/ ﬂ% : Q M/
Parameters Date S Time 92 \¢ E ’/CL"\( o 23 s =
Need for the Catheter Jfes CINo | [J¥es CONo | <1Yes—[INo Q\\\D Yes D";\lo ClYes CINo | [JYes [INo | CIYes [INo
Hand Hygiene 9)&3‘5”!3 No | ATYes [JNo |[-=Yes [INo %\D No | CYes CINo | CIYes [INo | [IYes [INo
Usage of Sterile Equipment ?Yer [INo (.-2’(85 [(ONo | _ClYes CINo | CYes | %\L Yes [(INo | C1Yes [INo | CIYes CINo
Is the Collection bag below the level of bladder _£T¥es CINo | [2Yes [INo | [l¥es CINo | OlYes IS‘MQ}é CINo | OYes CINo | TiYes CINo
Check the Tube for Obstruction (Free of Kinking) /ﬁ [INo FYes [JNo |[~¥Yes CINo | ClYes [INo ’% I“Nb\ [JYes [INo | ClYes [INo
Is Catheter dated as policy Yes CINo }Yes [INo LQ.—Yes ONo | OYes O N@? (Yes [ p@ \\Y{s [INo | [1Yes [INo
Collecting bag is been emptied regularly? Yes CINo ) JYes [INo | =¥es [CINo | ClYes LI No | [ (] Nt\)ﬁ))cﬁi_YeSNO OYes [CINo
Maintenance of closed system for the catheter JYes CINo | [4Yes CINo | ClYes [INo | ClYes [INo | [ \—(t‘a‘szﬁ] No [I%wklo “1Yes [INo
Dressing clean and dry? es [INo | HYes (INo |.J1¥es [JNo | [IYes [INo | [!Yes [INo | "lYes CINo | | Nes “INo
Is the line removed as Policy? )}‘é ONo |.=Yes TONo | _CIYes CINo | ClYes CINo | ClYes CINo | ClYes [INo | [Yes E\NO
Performance of Perineal Care p)(es/ [ONo | #TYes CINo | [1Yes CINo | [JYes [INo | ClYes CINo | [IYes [INo | [lYes [INo
Onset of New Fever [JYes CINO | CJYes =No | ClYes «INe—|{ [lYes CINo | CIYes CINo | [JYes [INo | [lYes [INo
Asses for the leakage at the site of insertion 1Yes [INo | #TYes [INo | [IYes [INo I1Yes [INo | [1Yes [INo | C1Yes CINo | CJYes [INo
Name of the Nurse ’QLL ,; s _Hn P Mtg / ) \’U)UU
Signature of the Nurse & o @W

Docu. No. : RCH /FRM / CLINICAL / 114
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A ARIN R Children's | @ BirthRight
. Hos pita| . By HA?NBUW HOSPITALS
Morse Fall Risk Assessment Form Eiastisens || S sesies S
Date / Time 1LIS|>
Choose Highest Applicable Score from each Category : 23 | S k) 2")“ /Z{ Fall Risk Grading
Score e Ay
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morse Fall Score Action
(MFS)
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 0 0 O
Furni 30
| urniture Low Risk 0-24 gtangatr.cl!j fI:all
Ambulatory Aid Crutches, Cane(S), Walker 15 Tecau
None /Bed Rest /Nurse Assist 0 o e
20 A
IV / Heparin Lock or Saline :les : 22 20 £ Implement
2 Moderate Risk | 25 - 50 Moderate Fal
Impaired 20 Preventnqn
) Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /iImmobile 0 0 Q O Implement High
Forgets limitations 15 —— Risk Fall
Mental Status .g = g ek =1 Prevention
Oriented to own ability 0 \ntervention
Total Morse Fall Scale Score: . 20 2o
Signature % R @

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

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

Moderate Risk (25-50) Apply all low risk intervention and
] Assist and/or supervise ambulation. Reinforce to always call for assistance
| 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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I A ARTR D Hospital | () woncsus
PAIN ASSESSMENT FORM P22 | W i
Pain Scofe . . i Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Fithon Educated .lntervention Sign
! r jg Continuous | I Acute ] Sharp  (J Dull Ol Increasing | [ Yes /O o
: lo MAg [[O MW Intermittent | [ Chronic [J Aching [J Burning | J Decreasing | [J No CEK
1%’ o l [7 Continuous | [ Acute 1 Sharp 1 Dull [ Increasing ] Yes @’
Lllg Q’Q '0 o OH— ] Intermittent | [ Chronic [ Aching ] Burning | [ Decreasing | [ No d
[] Continuous | [} Acute [ Sharp [ Dull 1 Increasing I Yes , j
10 PM | fio P B Wl Ge
Z_?lf Ilﬁ ]O P lo {’ N 1 Intermittent | [ Chronic (1 Aching [ Burning | [J Decreasing | J No
[] Continuous | [ Acute (2 Sharp 1 Dull [ Increasing C1 Yes
[J Intermittent | (] Chronic [ Aching [ Burning | [J Decreasing{ [J No
[ Continuous | [ Acute (] Sharp (] Dull [ Increasing I Yes
[ Intermittent | [ Chronic (J Aching (] Burning | [J Decreasing | [ No
{1 Continuous | [ Acute (] Sharp (] Dull [1 Increasing [ Yes
(] Intermittent | [J Chronic ] Aching [ Bumning | [J Decreasing | [ No
(1 Continuous | [] Acute (1 Sharp [ Dull {1 Increasing O] Yes
[] Intermittent | [ Chronic (1 Aching ) Burning | (] Decreasing | [ No
] Continuous | [] Acute ] Sharp ] Dull ['] Increasing [ Yes
| Intermittent | [J Chronic [1 Aching ] Buning | ) Decreasing | [] No
[l Continuous | [ Acute C] Sharp [ Dull [ Increasing [ Yes
(] Intermittent | [J Chronic "1 Aching [ Burning | [J Decreasing | [ No
[ Continuous | [ Acute ] Sharp [ Dull ] 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
c) Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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i Numerical Pain Scale (Obstelric and Gynesology)
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

No Hurt

Hurts Little Bit

I ;
3 4

1
5

]
]

1
7

Wong - Baker (Pediatrics} Above 7 Years

Hurts Litle More

Even More

OO B ®a®

Hurts Whole Lot

y SCORING
CATEGORY
0 1 2
, , " | Occasional Gimace or Frown, Frequént {0 constant frown.
Faco No Particular expression or smils withdraw, Disotiented quivering chin, clenched jaw
! § "
Leps Normal Pesition or Relaxed Uneasy, restless, lensei } Kicking, or legs brawn up K g
, 't Laying quietly normal postion, Squirming shifting back and i
Actiity moves easily forth, tense ' Arched, T, or Jeedng
| Moans or whimpers occasional Crying steadily, screafis of sobs, |
1;0 Cry No Gry (Awake or asieep) complaint’ frequent complalnts
Posaton Pl - Reassured by pccasiénal toucting,
Conso]ablllly Content, relaxed h!lggmg.n Orbelng talked fo, Difficult to consols or comfort -
distractible 1
Neonatal Paln, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agltation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not; Imitable or crying at | High-pitched or silent-
|rritabllity stimuli minimally with painful| iritable intervals consofable | conlinugus cry
stimuli Inconsolabla
HurisWorst | Behavlor State No arousaltoany | Arouses minimally fo | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Fxpression No expression with stiruli Intermitient continial
Exteemities | No grasp reflex Weak grasp reflex | Relaxed handsand | Intermittent Continual clenched
Tone Flaccid tane decreased muscle | feet cienched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body Is not lense Baody is fense
Vital Signs HR | No variability with Less than 10% Within baseline or | Increase 10-20% | Increase graater than 20% from
RA, BP S0, | stimud variability from normal for from basefine baseline, Sa0, less than or 1
Hypoventilation or | basefine with stimuli | gestational age 840, 76-85% with | equal fo 75% with stimulation -
apnea stimulation - quick | slow recovery Qutof syncor
' TeCOvery fighting ventilator

—/
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Children’s @ BirthRight
Ho spita| . BY RAINBOW HOSPITALS
mmmmmmmm Jittle. Your Right to a Safe Delivery -

1 Maintain Airway and Oxygenation (] Relieve Pain & Discomfort

[ Maintain Fluid Balance

[Z1 Improve Activity Tolerance

[J Maintain Good Nutritional Status

Date: 93/5_,}—% .........

[1 Maintain Skin Integrity

10
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7
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Children's | @ BirthRight
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It takes a lot to treat the litthe. Your Right to a Safe Delivery

[+aintain Airway and Oxygenation

}/Helieve Pain & Discomfort
") Prevent Infection

D/ﬁaintain Fiuid Balance

[J Improve Activity Tolerance

aintain Good Nutritional Status aintain Skin Integrity
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NURSING CARE RECORD

e
Rainbow® . .
Children's | @ BirthRight
Hospital .w
Tt takes 2 jot to treat the tte. Your Right to a Safe Delivery

[ Maintain Airwéy and Oxygenation

{1 Relieve Pain & Discomfort

[J Maintain Fuid Balance

C Improve Activity Tolerance

C Maintain Good Nutritional Status

DA vt ssssnsrsrasacas
1 Maintain Skin Integrity

(]
@ | [ Maintain Personal Hygiene [ Prevent Infection O Meet Elimination Nesds O Ensure Safety 3 Early Ambulation Reduce Anxiely O Patient & Family Education
@ | O Identify Potential Complications (0 ANY OIRBIS, SPACHY. .v.evevereesisistsiseessets s saesssbessssebonssasseeessaessbecenesssensesesrasnsbesantoneesesestaes
. ; ! Nurse Name
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It takes a lot to treat the fittle

NURSING SHIFT HAND OVER FORM

BirthRight

BY RAINBOW HOSPITALS

Vau r Right 1o a Safe Delivery

§ Diagnosis: Qg?g¥?; %—qb?,{ma LA T g%-ﬁ/ :ﬁf\ry In;ecet(i:(?::- (JYes ‘QNU’ 1 Not Known
é - QQ ‘)'é % €F\ qu"{\w$e(’k}ﬁ\}1 es p | y .............................................
@ | Surgery / Procedure: . PostOP Day: | B /
: ol \LE N &
Tk ARG X
5 Shit 7 59““ cs Q> h Maa-’ ) 2 \y
% | Medical Condition
% (Any special condition to be noted): r;,- P< }3}" HD - o -
2 o . QA S | o
Diet: A naqn OS s
Allergy: (1 Yes &No | (1 Yes LA | (1 Yes Lo | Yeé\, [No | Yes CLNo | T Yes™ No
Ventilation (RA, NP NIV, VENTI): o PF Nl NP s == =
Tubes/Drajnsté;beﬁr: [ Yes C1No | Yes /No |=*es (1 No |(1Yes (+No |l Yes (1Mo | Yes < No
=y 0 .9 °F " Q Y
= | Vital Signs: Temp: | o3p  |lae\© O¢ &Y e Q4 { g b¢
o Res: | ¢ 7g19\d’) 90hwm }Obr/ ™ o R | wholw
2 $00; | o) [agdr 999 | A9/ lem.r. | A¥Y.
3 Puse: | 4C | hwe [20b a [R¢h[m techlu  [8D]m
BP: [\1¢ pA [\ \9o [N eSbtpo/z | o |pidm
oc: | — - — A - —
Fall Risk Score: - —_ . — — =
Pain Score: - - - O ¢ “o ¢ [VoV
Skin Integrity | ~\1y OUD © 1o | (qemal g G‘Ioﬂd
Safety Needs: | 7 Yes' ) NoJ=Yes [1No |1 ¥es [1No|_i¥es C1No |,-Yes L No ir¥es CINo
Physiotherapy: | N Y 0H- NP - _ —
Z Others Specify: | Yes TINo |1 Yes J.Net< Yes (e | Yes C-No | Yes [>No |1 Yesuz"No
S . - : :
5 Special Diet: |1} @ M oo | THaug er)f: A <,
§ |Critical Lab Test / Values: _ ’ 1 ¥ ~—
E |Other Special Orders / Medications: |71 Yes 1406 | 1 Yes =No| O Yes aNet+ Yes N0 [1Yes C1No | Yes [uKO
;:u’ PU Prophylaxis: C1Yes CLNG] (I Yes TTNO | O Yes =Ne | 0 Yes SNo |7 Yes T No 1 Yese= Mo
DVT Prophylaxis: "1'Yes (140 | 1 Yes7TNo | - Yes =Ne{ I Yes CINo |[1Yes T1No [0 Yes#No
ADL (Dependent / Non Dependent): | ,(} oo NP > — —
'. *
Post Operative Procedure Special Orders: (\P r _ — —
A& .
AT | 205 | Gl St o LSl
Signature / 1D : ) e 1 ,Q.'fl/—\__ ’
Date: 2.3\l k6| 2815 5, | ontls]ne [94l] (6
Time: A PM ,,e‘y“? 5_? pv —fbﬂ—“\ 7.2 (8
Taken Qver By Name : ‘ lp novd Suplua |0 3
Signature / ID : ' H— S~ i ﬂ L &
Date: 22U5 | o 3151 ou/Sab | @yl f1e *IS [25TH DL
\TimE' ) QPm %QM , @lﬂu’\ Q!bw} 8}1‘/\
. No. : RCH /FRM / CLINICAL / 097 {

A
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Mrs NODRAIN FATIMA W
29-01-1999 nv:mzeo F Rambow . . o o
Dr. BUCHITRA 8RIRAMPU ] Children’s . Blrtthght “
T T Hospital _ | ) esmonei
NURSING SHIFT HAND OVER FORM
= | Diagnosis: Any Infection: [JYes [JNo [ Not Known
=< 08 SPOBITY: .ccsuiciciniossdissnsosynsniasssississss
—
@ | Surgery / Procedure: L L Post OP Day:
o | Date ) p
= shift VR
& | Medical Condition
§ (Any special condition to be noted): -
& | Diet: QJF
Allergy: -Jv\’eb;,No “'Yes Z'No|JYes CINo | Yes TTNo [0 Yes CINo | Yes C1No
Ventilation (RA, NP NIV, VENTI): —
Tubes/Drains/Catheter: “1'Yes Mo [1Yes T No|(1Yes CNo|1Yes “INo |1 Yes CNo|Z Yes £ No
= | Vita Signs: et 9% 1I°F
2 Res: Mm,
2 Sp0,;: | 49 /
2 Pulse: & £
BP: [116/%/
LOC: Iw
Fall Risk Score: -
Pain Score: | "y "
Skin Integrity | (rned
Safety Needs: ,,(fé\é CINo |7 Yes T/No | Yes CJNo|(JYes C1No ] Yes C)No [ Yes [ No
Physiotherapy: Vo
= Others Specify: | Yes,.>Mo | Yes 'No | Yes C'No |1Yes CNo | Yes ©No |l Yes C1No
= AR
5 Special Diet: &yf‘}v
& |Critical Lab Test/ Values: )
E |Other Special Orders / Medications: |l Yes [ MNer| Yes ©/No | Yes ©/No |1 Yes [No | Yes [1No |1 Yes [1No
§ PU Prophylaxis: C1Yes#No | (1 Yes ©1No |2 Yes ' No | Yes ' No |7 Yes =/ No |1 Yes = No
DVT Prophylaxis: [ Yes =10 | Yes [1No | Yes CINo |[1Yes CINo | Yes CINo |l Yes (' No
ADL (Dependent / Non Dependent):
. - /
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature / ID :
Date: 2 ‘5%
Taken Over By Name : f _
Signature /ID: | ' ‘,Jt
Date: ' 3
Time: 1
k
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. Mrs NOO - S

:?u::.:':::::iﬁ”“o ) E?ili?cllar%vr‘:’s @® Birth Right
Mo Hospital || () ez
vAacoriend SECTION OPERATIVE NOTES

Surgeon's Name: T N RJ&F{_ Date of Delivery:  R2.08 2026,

Assistant Surgeon: T - ngHw\ TN - QWVW{”\ Time of Delivery: ) D U 2 pyyy

Anaesthetist's Name: "y Hee pot Genderof Baby:  NIALE

Type of Anaesthesia: SP i M\D Weight of Baby: ~ 3:S ‘Lﬂk .

Neonatologist: ' AGPARScore: QT

Scrub Nurse: NICU Admission: [1Yes JL=+No

Pre-Operative Diagnosis: Qq (’2\ 2 ¢ X L LAEA ¢ %&.Jri_ L

\D/Eﬁctive ] Emergency Indication: ......[2%% N ue«/\,\(A(/} ............................
Urgency
1 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
DECISION TIME: ...t eae e Knief 10 reCtus: ......ccoeveeeeeeeeeceeeceeeeeeeaeee

CTG DeScription: ................... Q{.ﬁ\dﬁ"{- ......................................................................................................

B0 NS @ 00I0Y V0 N TOASONIS osexssssnsisssasmsnsisissssisnsssminndassnissinssssnsinsassssaspsshnanbsasion (s s HORERPITA ransnsstnssEnbpaaammRAans

Surgical Procedure: € (£CTIVE LOWER SEGMENT CESPREMN  eec TION

+ BILATERAL TURBECTOMY
Post Operative Diagnosis:  f0O-0 O, Ly @ }_‘,Pfe,u A

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:-.ZC/ephalic 1 Breech TOther ..o Cervical Dilatation: .............coveeeiiirieciicie cm
i e e L POl POSIION. sy
Station: [1-3 [(J-2 [O-1 00 [I+1 [I+2 Moulding: _JMone [+ [I++ L[l+++
Caputt O+ O++ O +++ Meconium:—=flone [+ [I++ [ +++
Bladder Catheterized : (] YeS  [1No Urine: €far [ Blood Stained
Skin Incision:  \cxPfannensteil ] Transverse ~1 Midline ELOWEF v
Uterine Incision: va/dee[ Segmenf (1 Classical “linverted T 1 J Incision
Previous Scar: . Tntact L] Thinnedout “1 Ruptured LI No Scar .
Incision Through Placenta: 1 Yes —~No Weouns et ho %\'\u,u P—amdc M
Delivery of head: 1 Manual 1 For P [
Litluor:y L TClear [ Meconium:ﬂ Ce;sl g | I%QIﬁNF\DCIgIJ(‘):?{ LJE\ mensf\}e O Nofg?fc;m; ;ﬁ;ﬂu
Delivery of Placenta: 1 Manu LFCCT o, _Eomplete 1 Incomplete 1 Piecemeal Cecglhven
Cord Appearance: ...........ccoceeveeennnt "m .................................................... Cord around the neck. ‘“1Yes [INo
ADDBATANES OF DIADOIIA. «..5ssmirmss s ale W cossssnssvsnasviosssss s pa e eaday Cavity explored @Yé 1 No L
Uterus, tubes and ovaries: .# Normal ) Not Normal SLeri_Iizatliorlz uﬁ’?es O [\lo et H&
P [l B \ViN oY Jl i va's'AVA" ) v/rvm p_ru !\I\ ave=
Uterine Closure: 1 One Layer \D)r\ﬁ Layers @0 L RASRNINIW AR uture 'M{M'
Peritoneal Closure: Jﬁ: 1 Abdominal CIRONE o @ s bt s soaniaess Suture
Sheath Closure: Q)‘U U’\fb'\tb" ....................... Suture
Fat Closure: [Yes [1No B Y. » SO Suture
Skin Closure: .[ ] Subcuticular ! Mattress ... MW ........... '\ lb‘ ................... Suture
Vagineal Evacuated ‘-—E/Ye "I No
Drain: \yféz 0 T REMOVE N oo days [ Await instructions
Ctheter \B/Yés CINo LIRemOVE N ..cooeevereeicenene days [ Await instructions
Swap & Instruments count correct? %ﬁas’ LI No [] Post-op Antibiotics COYes OINo
Intra-Operative Antibiotics Cover: \‘.7¢es‘ I No I Thromboprophylaxis COYes [CINo )
Post-Operative NOtes: .............%....... NS T
- WHudby v M et USHe
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Dr. SUCHITRA SRIRAMPUR ' = Rainbow .

i Chidrers | GEiCthRiont
OBSTETRIC TRIAGE ASSESSMENT FORM

Date: ';:\g’"k‘lg ................. Time of Arrival: ... AN ... Time Seen by Nurse: ...... aAbv.
1) Level of Consciousness: ﬁ(\)nscious 1 Semi-Conscious [J UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

(] Severe Pain / Moderate Pain [ Preterm rupture of Membranes / Leaking Water PV

{7 Bleeding PV: Slight / Heavy 1 Preterm Labor/ Labor

1 Decreased Fetal Movement 1 Spontaneous Rupture of Membrane / Leaking Water PV

[1 No Fetal Movement [0 OO RO, coxvviiecisssncsiimsmorimmnsgsussssiimsssmsasshanimn teinsin wisonahe
3) Vital Signs: Temperature: qw puise: .55 RR: 22 Sp0,: .44 /.. BP:‘.[ST./TH.ﬁWeight:

4) Gestational Criteria:

Gravida: G\)\ P’b , L % A
MP: M]ﬂl%_ E0D: ...} H”lﬁ ............ Gestational Age: g}+zwlc5
Uterine Contraction (] Yes rﬂ:\ [T NA | Onset Time Frequency:
Membrane Rupture 1 Yes gzr((j [JNA | Onset Time Fluid Color:
Vaginal bleeding O Yes . /m [0 NA | Onset Time Amount:
. ; ' If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes E’I«) T NA Pain Abdomen / Vomiting
Good fetal Movement _/5 Yes | CNo | NA | fFNospecily:

5) Pain Screening: Numerical Pain Scale (NPS)

| | | | | | | | | |

| | | | ] | | I |

1 2 3 4 5 6 7 8 9 10

¥ Worst
possible pain

o DG AN e e o e e L eeimsenle st s s
o IBURAUONS oo N s e e Days / Weeks/ Months (Strike out which is got applicable)
1 e

T - 1L L O
« Interventions: ..../.... AUA
6) Past History:

B | SUIBBIIESE o civnins intsiesinisiss e s Nosss st s s s S o P B R TR R e R B Fe bR A ST T ot S s

L . |- | C U I
Docu. No. : RCH /FRM / CLINICAL / 098 (PT0.)




I Patient Sticker

7) Allergy: I (- I (o O | T OO
8) Current Medications: [ Prenatal Vitamin = [1 NONE [0 OtNEIS: ...ovoovveoeeereeeeeeeeeeeeeee et esrea
9) Prenatal Medical History:

] None ] Gestational Diabetes

[J Chronic Hypertension CJ Low placenta

[J Gestational Hypertension [ Others if yes, SPECITY .....c.ceveeeereceeee s
[J Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)

[J Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
(] Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

[] Category llI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

[ Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

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

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
(Urgent)
< 30 minutes
Asses Every 15 Minutes
o= e % 3 Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
- Labour / Fluid Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
= ! Weeks
| Active Vaginal bleeding | Bleeding associated with | Bleeding associated Spotting
I - | with/ without abdominal | cramping (<spotting) with cramping
e | pain <37 weeks (>spotting) =37
. ; weeks
e s i Mild hypertension
Sl ) Hypertension > 160/110 A
Hypertension | Seizure activity and / or headache, visual | > 40/90 with/without
bos disturbance, RUQ pain associated signs and
% ' symptoms
¥ I Abnormal FHR tracing ggle:f:'llamgp%?:gg.
i ) Nor-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 expectedin|  from out patient clinic seem to pose threat to
| « Altered level of + Unplanned and pregnancy ) (for hypertension, blood|  mother or fetus
| consciousness unattended birth » Flank pain / hematuria work) « Cervical ripening
« Cord prolapse - Nausea /vomitingand | « Minor trauma (minor | - Out patient placenta
E . S_evere respiratory Jor diarrhea with . MVC/fall) previa protocols
i distress _ suspected dehydration | + Nausea/Vomiting and | « Pre-booked visits (ie
e « Suspected sepsis Jor diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
dysuria ,cough, fever, | « Assessment for version
= chills) « Rashes
Time: se80.by DOCIOr: . vommnsommsiisssisssisses
1
- b
Nurse Name ; ........... SERNCRL o MESE SIS o smiladi b anomisnier-ssi
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;‘or-‘n:?fnmu m;.r':vauub ®» Z
Dr. SUCHITRA SRIRAMPUR Rai_nb‘ow° . . iaht
[ VAU Children's | g BirthRight
LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: 92\'9.:“ .............
Baseline Information:
Admission From: CTER  C1O0PD T Admission Desk 61 1 | T
Primary Language: LA Telugu y/E/ng;Iish ym/rfdi ] Others
Doyourequire aninterpreter? .+¥es [ No
Source of Information: wzat;::e L1 Family ] Others
Personal belonging if any: [ 1 Jewelry [ NoseRing [ IBangles [ ] Anklets [ Finger Ring [ Bracelets
handed overto..................Z ...........................................................................................................................................................
Allergies: [ ' Yes T)( [ IMedications (1 Blood Transfusion L] Food M, ;7] R '
IFYes  (HRATY cooimii o vt s e e e s Sy it A e e e S e ATl B oAb AV S R
CHIBE GAMPIAIMIS: oo st s iin s e e S e as iR eness U Doctor Notified on Admission: ==¥es [ INo
................................................................................................................... Name of the Doctor: D“M
................................................................................................................... Time Notified: .............. NP ..
Past Medical History: Obtained From [ ] Patient [ Family Member | Medical Record [! Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
B o
Blood Group: ......... RAVE—...... LMP: 11[¢H?a EDD: Hlﬁhfé Gestational age during admission: Q}T_Zu/
(010 T 10 3T Vaginal DISCRAIGE: ........ooueieiiieeerecteceeier et ee e er e sns e s essarneaseseen
Obstetric History: o 5 - PR T Ay Previous LSCS ................
Height: .......... v Weight: ............ BMI: ................
temp: . 472€ ... HR: . RS RR:... 20 .. BP U((H‘_ spo, .. gl ~..
High Risk Factors: (Please select by ticking (v ) the box as applicable)
"1 Hypothyroidism [1 Rh Incompatibility Fertility Treatment
[| Hyperthyroidism Previous LSCS 1 Preterm Labour
(] Hypertension | Gestational Hypertension [l Others: (Specify)
| Diabetes | Bad Obstetric History
] Anemia | Obesity (BMI)
[ Twins / Multiple Pregnancy

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

(PTO)




i e — e
[ R —
; Patient Sticker i
Family History: No Abnormalities Detected
[] Heart Disease ] Hypertension [ Diabetes [ Stroke [ Seizures [ Kidney disease

[] Liver disease 0111 SO SS OO TR

: . J ,
Pain Assessment:  Pain: [ Yes \_l}(o (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: [ | Yes m& Score ....... ... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ ]Yes LM Score ... /C_:’ ........ (complete the Braden Q Sheet)

FUNCTIONAL SCBEENING: If a patient needs assistance with any of the following inform consultant y
] Mobility problem ] Walking Problem le Detected
["] Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
L1 Qverweight L] Poor Appetite > 3 Days [ Needs Therapeutic Diet.
1 Under Weight (! Diabetes Mellitus 0 Abnormality Detected

Inform consultant for-positive criteria

PSYCHOLOGICAL SCREENING:
[ Calm & Cooperative 1 Restless [ Depressed | Agitated [_] Confused
LT OBNEES oovvveecveceeest s cee e b et mee s s s s st ess s s s e ms s e s s e ses s s ee e se s e sa e e es e ee e s s s A e R esee e s s A eneA e s s s b a s b en s s s nannaes

Inform consuitant for positive criteria

SOCIAL SCREENING: ;

1. Marital Status: [/ Single VZ@d " Divorced [] Widow

2 i its: : CYes [ | I : LlYes CJNo Drug Abuse: [1Yes [ INo
Special Habits:  Smoker es :/Ne/-\ Alcohol Abuse es / g il

SOCIBl HISIONY: LIVEBIWWI ..o icmmiminrinmrs s i s i ssn s e s T R enas samoeAA  He i ViR A

-

Orientation has been given regarding the following aspects:
Call Bellin Reach: —JYes [ No Waste Disposal Explained: [1Yes [ INo

Infusion Pump : C1Yes [INo ! Hand hygiene Explained: [ Yes [INo 1 Others
Above information given to ............. .GAL L o

D
Name of Person Orientation was given to: - ¢ AT AN d\aﬂ@%"ﬁ\?

Orientation NOt QIVEN RBASON: .....c.c.cviviieerceeeeeeeeeeesec e

Nurse Signature: % .......................

Nurse Name: ...............SAN&L .

Date & Time: mz[q\"ﬁ;&é},qmy
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Dr. SU! — Rai_nb‘ow:’ - . ™
AT chidrers | S BITthRigh
BREAST FEEDING HANDOVER AND
ASSESSMENT FORM
1. Breastfeeding initiated?

} a. Yes 1 b.No
P | V(o R 2 1= U0 RS

3. Nipple condition:
<] | a. Nipple well formed
] b. Flat nipple
1 c. Inverted nipple

CJ  d. Short nipple

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

T ¢ Dry

o

Steps for Positioning and attachment:
/ET/ " a. Baby goes to the breast
[0  b. Mother always sits with a back support
[0 c. Ear-shoulder-hip should be in a straight line
[ 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. Was the position explained:

; a. Yes

O b.No

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

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

Y. NOORONN BBBL . v aiomrnic s srisatonsin st sbhinredsmesnl s Tormnrsferees L rmeek ottt ienEadn e d K ria haiiatadns sonen apa e m ey

Continuity of Care: Date: 2%)&12/4 ..........
| —>Mzet® A BatY cpndifoq

= DEE owd Uxly & busthody)

Swoide  worm  cave fy Jhe halif

> rofalatn Do ot € rerend

(9
Handover given by %%(‘f .......................... NGOV TION DY osacoiiisnsintsssinbimssipasiissssriibiierisns

BHIBIIG. .civvsiiisasminonnoncossoisiibimedshisAcsissasastiaedsiipmsosaassssss SETIREI it soss somssamsionsiin omksm iR b bea s s

Date & TiMe: ............... o &/ﬁ/% .................................. DAE & THTIE: oveoeee oo eeseeesese s e s s
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FATIMA
Nrs NOORAIN M24D  (F)

) 011909 3@
[ Surgeon : j);..s:zxLQQb“A _ B SUCHITRA SRIRAMPUR P
S U RG | CAL Asst. Surgeon : DN 0. Redd f ok Ji@}'%{“ Nam \“ ““““\\m“m\“‘m \“\‘““ """"" Gender : . f= Rainbow® ®

SAFETY CHECKLIST UHID No. -, Children’s .BirthRight‘

BY RAINBOW HOSPITALS
Your Right 1o 2 Safe Delivery

Hospital

Tt takes a lot to treat the Stze.

Before Induction of Anaesthesia » » Before Skin Incision > > Before Patient Leaves Operating Room
P
SIGN IN nme;.,}_.’:{%@_\f TIME OUT  Time:../2.. 25 SIGNOUT _mime.../ /509

Patient Has Confirmed 2 Confirm all team members have [Y/ Nurse Verbally Confirms with the Team:

Identity A‘ s CINo introduced themselves by Name and Role &fYes CNo The Name of the Procedure Recorded ~ [1Yes [1No

Site /?J/Y(;S T1No Surgeon, Anaeslhesfa Professional and That Instrument, Sponge and Needle

Procedure /2495 “INo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ TYes CINo [INA

Consent ~Yes LINo Correct Patient (Check ID Band) 7TYes [INo The Specimen is Labelled (including
Site Marked /Ye% No M Correct Site DXQ INo patient name) OYes CONo CINA
Anaesthesia Safety Check Completed ~ _Yés [}No Correct Procedure u& No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning (.¥6S (No Anticipated Critical Events Problems to be addressed ClYes CINo CINA
Does Patient have a: Sm'genn Reviews: )

Known Allergy? L 'Yew What are the Critical or Unexpected FHISHOON. ASROMEGRSS gt gtye:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery

. - Anticipated Blood Loss? P ,z‘ﬁs CINo [TNA and management of this patient? OYes TNo

Yes, & Equipment / Assistance 7 : .

Available % INo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [Yes ,'Zﬂlo CINA
(7ml/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned Aes [INo CINA Been Confirmed? are there Equipment

Blood Units Reserved (J CYes C1Mg™CINA issues or any Concerns? y@m No CINA
Has Antibiotic Pfophylisis boer piven Is Essential Imaging Displayed? [1Yes BNE CINA
within the last 60 mjnt Yes CINo CNA Power Supply, Earthing, Power Backup Z/

: and functioning of equipment checked. es CINo

Doc. No. : RCH / FRM / CLINICAL / 111
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il
Chitdren's ‘Birtﬂ?l}igﬂf
PATIENT TRANSFER FORM rospital _ | (e

A\

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-0001 I f 110 g
. NOO::IT:““M 1P26-00006411 23 ,f/g‘[ @ QJJBJ}:—\ 2315 95@ 2l ﬂ
| 20-01-1900 27Y3M24D (F) -

Dr. SUCHITRA SRIRAMPUR Transfer Ordered by Reason for Transfer

i
T o obs evalbon

From Unit To Unit Information to Attendant
v Pre -post W el
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

— Yes[ | No L—

If yes, what ?

Medications / Consumables / Surgicals / Hand over

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

@ij' P e

Patient & Clinical Records Received by :
M& {

Date & Time of Patient Received : 3 { 5/{/ 8f @/ DY ]“D Py

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
|| Unavailable Bed [ | Nurse not Available || Available Bed not ready

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

N

Rainbow” . .
Children’s | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Patient Name & UHID No.

HNH-00015573 1P26-00006411
Mrs NOORAIN FATIMA

20-01-1999 27Y3M24D  (F)
Dr. SUCHITRA SRIRAMPUR

Date & Time of Admission

DR | @45

Date & Time of Transfer Order

35’#}.@ @) 121 fof

M

LT TR

AN
Transfer Ordered by

e

D) (_, » NoVe e o~

Reason for Transfer

P E

From Unit

fg - Dosd

To Unit

=i

Information to Attendant
Yes| | No[ |

Number of Sheets in Clinical File

&

Number of (maging Films

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

\ Yes [ | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity

i 1@( o J

4.

5.

Shifting Summary / Notes Written by Doctor :

Yes—=— No|

Cre

Name & Signature of Person who is Transferring

Lomnflon

Name of Person Ordered Transfer

DE— .

NN N

Patient & Clinical Records Received by :

/PCW

Date & Time of Patient Received :

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

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

| Nurse not Available

[ ] Available Bed not ready




HNH-00015573 1P26-00008411
Mrs NOORAIN FATIMA

20-01-1008 27Y3aM24D (F)
Dr. SUCHITRA SRIRAMPUR

INFORMED CONSENT FOR SURGERY OR I[IINLIMINIINNN ~ BirthRight

SPECIAL PROCEDURE e
Patient Name : .....[\V&. . ND“.DIQ.L,A?) .................. Gender: [ Male E’Fﬁafle OAGE: 26yt
UHDNo: ... AN Q00ISS A2 . Date : 9%“{2‘3
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.

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

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

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

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

My signature onthis form indicates that

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

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

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

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

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

Name of the Doctor who is performing the SUrgery / PrOCEAUNE: ............cccoviiiiiiiiiiiciece e

Consentee : Patient Auendan;}%dlj \J C : (

LT S Signature : - :
Name : 'K(@b m?ﬁm@ ............... Name : .....| f&?QHHD&Lf ......
Date & Time : ... 3!#%%23(}% Relationship with Patient: .................cccccoccoooveerininins,
i Date & Time : 93\5)% ........ D gt
g ! Doctor (who is taking the consent) :

Signature © .......coecevvnnnd! g’ ... vl S , N

. - g Signature : ...............> RN
NBME v \“‘ \'{c,mméi """" S Name : ... Dyv. Dy . G
Die: & Yume > 2 " Date & Time : Q&f\}%“}&ﬂ/\
Docu. No. : RCH /FRM / CLINICAL / 027 )




%
Rainbow” W

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

Hospital W
SPECIAL PROCEDURE i T
PatientName:.'::,,:‘.?f..m"”g::mzm i S Gender: [ Male DFeﬁéle Age?j"j\
- Dr. SUCHITRA SRIRAMPUR . ﬂ '},{,
wwovo-... [ TTAMIIINNN - oue: Sk

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.

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

L BILATERAL .. TORECTOMY

T I T L I o T R R T R R A T R R R T T T T T T T TP TP

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

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

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

My signature on this form indicates that

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

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

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

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

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

Name of the Doctor who is performing the SUrgery / PrOCEAUTE: ............cccveecueeicieiceiccc et n st n e

Patient Attendant : .
SIGRature : ............o0\ e S
Name : .............. M.@Fﬂqpo ...... L
Relationship with Patignt: ..... HM\M‘"’ .................
” ) Date & Time : ............. ¢ \gi"‘ ....... 4] s SR

.ntness : 52/@” Doctor (who is taking the consent) :

G g S S
R S NME oo Dt VSR

Date & Time : 93\

C1LL to A
Docu. No. : RCH /FRM / CLINICAL / 027 _
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Rainbow”® . L.
CONSENT FORM FOR GENERAL / Children's ‘Burtthght
ospi a B‘(RAINBE_)EHOSPITALS
REGIONAL ANAESTHESIA / ltaauesamemm\m. Your Right to a Safe Delivery
MONITORED ANESTHESIA CARE
Patient Name : ..........Mhcg.... (NODRALA oo Age SN Gender : Male O Female "
U0 NO: L st SUPTOON B, .o vsisiinsiiesvusnisisunnesiionasisins sekesvos shiimeribsh s i koasasss usssasasmmsssavsnsen
ANGESthESIDIOGISt : ......veeveveeereeeeeeeeeeene Sy ol N T OO
Operative procedure planned : EL&CTIUE_C_iSi"mMH_;ﬂﬁd

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 O Hypertension O Diabetes mellitus O Renal failure
- [ Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
f:l Incapacitating Gronic Obstructive Pulmonary Disease
DI Others : ......... HI LTS TN, BRARL. COL.OTA. ., LOST . . DUR AL LUNCTRIR 2. HEMOA LS.
CRMRTTIINE | ...cvx s onnsrasarsremssszasss oo essAe s PR A TR SR Ry R o A A3 A e AR S A A A e e

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

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

" | authorize and give consent for anaesthesia (Eﬂ{gionall O General Anesthesia / OJ 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, headaches.

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

That | authorize and give consent to the team of doctors attending on me to administer blood products during the
course of operative period and immediately thereafter in need arises.

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

- Pregnant : Q/@ O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Atien Witness : ‘-L—MA__‘
Signature : ..&N.<7.. s T Signature : T e
Name:....N &y Name: ........ M ‘()\‘;ﬁﬁAOﬁL‘ .....

Relationship with Patient: ......... SELF i Date & Time : . 2:3.}.5.. \%.. &) a.l2hn
Date & Time : .. o?l 5);{

Doctor (who is taking the consent) :

Signature : .......o.c....... Ol s sisesssisn
NAME & ..vevvrrcrcene, D-.. JH.'LN']
Date & Time : ............... X8, O._(/l(: Q2208m)...



,r//é
Department of Anaesthesiology Eﬁii?é)g:’s &

BirthRight
PRE-ANAESTHETIC EVALUATION Hospital ~ | [ = eonosinns

It takes a lot to treat the litte. Your Right to a Safe Delivery
Name: ......... MR NDOR AT o Age: 026‘1 I UHIDIND & oo,
Date: ....ovvocervreerees 9.3!0.(1“; Time: ov....... QU A Proposed Operation: ... £ de cdxax....... A58 A+ e el
Slwla_
Diagnosis:.................Ql..!'l..F.&..L} ......... G (Prg..u ...... LSC" .....................................................................................................
¥
BP/CRT: oo HRL Weight: .(©&.3.....  ASA Physical Status: 1 u»z/w 3 04 05
. RBSZ 132 me ldA Laboratory Data:
aj)ogl{‘g/b‘ B R ll"’ Glucose: NJProtem HIVE oo XRAY: oo
POV s B i sresemns, AR Ciogmadorurmnitis HBS AQ: .ovennncrensanenes BB wumssienisissusicsingss
WBC: ..‘..‘I.Q.).EQD.... Creat: ... 2t TO@IBIE oo HOV:. ... e smmimmtriss PINECITOY v viraintasiasansiny
Plate: [QLP\M Nt o - DIBIES e wsissesscen Blood group: 5-4'1)9- Stress/ANgIO: .......c...c...
23 EA (£ Py ) B et \LDEE St e L S (017
PTT: ...t B ) Cat+ oo AKPROS! o L S
INR: lﬁ’} MO+ 47 ennneeannee AMYIASE: oo tsH....L:84.=2 90 °]
Gl i SOOTISBP T s cncusiie

Allergies: —

Medical History: CVS: \
RESP \ Diabetes:  __

CNS : \ _
Renal : \
Hepatic / GE : \ Physical Atity: & o s 4

Others : \

Past Anaesthetic History: H,/D 2 aﬂig __.,'(Sl’agrd 54 -_bujg ) iﬂda(&c&‘—’i ("}"’?\LQAT

Physical Exam:

Airway: MP1 2 @ Mouth Opening: A dosas, Mentohyoid Distance: Neck: /) Teeth: A, Ioote
WS g pe® ol ' = Lezts
Heart: Sy, @

CNS: (k- piany Ontalk d Specon

Pregnant: =Yes 1No [INA Venous Access Site : | - ,,f.( SPINe Exam for regional b £ dym o fv s

Anaesthetic Plan: CIMAC *REGIONAL —I GA-ETT TJLMA

Peri-Operative Plan Explained to the Patient: __¥es — No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis :

Water / ORS 2 Hours [ 5
(100
NI ORAL<T o pe;
‘ﬁf Informed Consent: {Z)Sjtandard ' High Risk
/4./ Post Operative Pain Management ~ffiscussed with Patient
5. Other Instructions: '

Signature: ... WATD . Name: ......... P J@....S?.:’f.‘.!’e.‘f?!}"l ......................................................................................................

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




HNH-00015575

:n," OORAIN FaTIMg 1P26-00006411
1909
Dr, SUCHITRA 2? Y M 2‘ D

(T

Pre Induction Assessment:

ANAESTHESIA CHART

2z

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

Change in Patient Condition:

7 Yes LA

Fasting Status:  Con Jur~ed

Physical Status: '-'Z/Patient Identified & Consent Present =+ Chart Reviewed
H.R: ags | B.P /GRE: n,glé’! | SpO,: 9g./ [ RR: ;gcgm | Last Feed:
- 7~
Pre-OP Diagnosis: ... (.. Pal3..335%.. frea. Al Operatlon' S As it P28 CA Date-.&&f@.sﬁ.?_é ........
Surgeon: ....Dr.....&;dvf‘bm.—. ..... e Anaesthesiologist: .DR.. H.£&.0. ﬁJ PR.. JHIAHTechmclan SARALRATHT. ...
TIME n_ L ol )
N,O/AIR /0, LPM
HALO /SO /SEVO Antibiotic
Drugs:
T Oy focan 3p W N Suppost
=l v 1l N o€
T _Meolhorgine | 8 wl & (0ony I~
tV:]' T\ | 3 = X
L"'_aqd&mman Lypng i) =] ac.loe
Blood Loss [ /R~
FID, / Sa0, 4498 [97(9 7|9 ¢ = I3
ETCO;
ECG TaJSE [SK K (G| by
Temperature
{0 "Urine Dutput NOTES
. > - n .
Li o ﬁ{h:,:\' 2D (Y 15 E00I] <0 ! Bib’H,
Tao = qa ilana .
) ek ol F G0 pAX : 5
BP 240 fﬂ\
V Systolic 220 1 M G_QL
A Diastalic
X Mean 200
= Heart Rate 180
Toutniquet on Time
Tourriquet off Time 160
Throat Pack In 14{:." g
Thwoat Pack Out 120 HeH A \;\ \AFPd =474
1001, it FREN
80 - g
ARV T A AT AT
V.
40 -
20
10
1]
ABG
LAB Values
GRBS
Others
tgi/Eq,uipmem Checked and Temp: Induction , Regional:
‘/Funcﬂunal ] HME ] Fluid Warmer O wv [ Inhal Extremity Specify: ..
¥l BP ] Cling Film ] OH Warmer ] Pre O, LRSI U/S/‘lnal ["] Epidural O Caudal
[ Tuft 5"81®--u¢-r' CJ Hugger's | Cotton Wool L Others N R
b/?;tgs:_t:ad o Tl Mask  []SGA POBON: ek TN i
L_'] Yemp Site Times: Case O Airway 7 Oral [] Nasal site: ........L.. bl
O 0. Monor anaes start . 121 2Dy BT Tl i Wscimiisiian om Needle Size: 25 G QTR ..o
1 Agent Monitor 0P Start [ Oral O Nasal ] Cuft Parasthesia [ Yes 'D(
L/Pulse Oximeter OP End: = Tracheostomy [ Topical Catheter at skin ...
7 Capnograph Leave OR: ......... .gO‘Phﬁ O Drug: .. - DrugName&Conc o*s‘/ gwm
1 Ventilator Anaesthesia: ] Awake ] Direct Vision Bolus: . ““ﬂ
[ Nerve Stimulator [ GA [C] Video Laryngoscopy [ Stylette / Bougie lntusmn. an
[1 Monitored Anaesthesia Care [[] Fiberoptic Block Level: :
Position: . SOP. TN % [ Regional Blade# ............... AMBMDIS: .o Al
U/Pressura Points Checked Difficulty Why? ... ciisicinsisaiasasiaasarinn eSS L
Line (Size & Location) TraEnf?ﬂation to
e Garp; W s ciisiinsing | [ B8 Pacu Doy
1 Qint ART: ... 1 Semi-Closed Circle Relaxant Reversed [ Yes
] Tape 1 — )
adding —vz, ] o gﬁ:u Chcle Name of the Doctor ...... m W
" Awake IVE oo Signature of the DOCIOr :........... 5 he B B




HNH-00015573 1P26-00006411
Mrs NOORAIN FATIMA

29-01-1999 27Y3M24D  (F)
Dr. SUCHITRA SRIRAMPUR

S 11 TR

 POST-ANAESTHESIA CARE UNIT RECORD

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

! ) LS q ) . - _ ? : > T
Received in PACU by &xg‘-ﬂb&\uo\ Time Received : \1,:':?"’7 ....... Time Discharged : .....0./.0... gl N)
—WWW '(; A
i 250 | v Cannula Site : \Cpcg.l‘*‘é
E 230 230 | [] 0, Mask [1 Nasal Prongs
220 220 M T
> 514 516 il Tracne:ostomy _w T- PIBCB’
0 200 200 | [J Oral Airway [J Nasal Airway
e 190 190
a
180 180 . T
8 170 170 | Vomiting : [ Yes ==~No Drug: J\h&"q\a‘*\?’o
= 160 160 . .
= 150 150 | NG Tube: 1 Yes +HNo
v 140 140 | Dprain: J- Yes [INo
A 130 130 )
120 X ™ 120 | Urinary Catheter: ses [ ] No
L 1orgpIN N 1 7\ 110 ‘ y :
Z] 100[ ] I 100 | Chest Tube: [ Yes ENO
E :g = / -# LN _ll' gg Nil Oral 1 Yes T No
;g SN - ;g IV FIGIOS: oo RL‘ .............................
[«
w 50 50 Oral Feeds: .........ccooovnrene. . 4.0 L 1 b, I8 DR ;
2w w \Sity
30 30
Ve ._.—-h--—-—‘ 20
10 b 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(odified Aidrele Score) IN 30 1 60 T 90 out SCORING INTERPRETATION
Able to mave 4 extremilies voluntary or on command =2 ;o . .
Able to move 2 extremities voluntary or on command =1 ACTVITY 9 , A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 \ Q—" Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION agele . 92— [2— ; ; . .
Apneic =0 Exceptions to this, are to be explained in the
8P = 20 of Pre Anaesthetic leve =2 i : g
space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic | = GIRCULATION
BP = 50.0f re Ansesthelic e o 2+ 2 2 A
Fully awake =0
Arousable on callin =1 CONSCIOUSNESS . > T
i -0 L e
Pink =2
Pale, dusky, biotchy, jaundiced. ath =1  COLOR
ot y, jaundiced. ather = 2 12— b 7 .
ow 9 [\O|XO |10
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

91\f

oo

N

»1\!’

oo

v

o

@

e

0l

N

@)

’),'115’ O ( fes
Pain Tool Used: [ NPASS [ FLACC [ Wong
E )1 A
Anaesthesiologist Name : I’{

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:

Baker

ZINPS

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

a.  Every 2 hours for first 24 hours

b.  After 24 hours every 4 hours

c.  Prior to pain reliving intervention

d.  With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): | (mf

Date & Time: ...




.
Rainbow* . e
Patient Sticker Children’s @ BirthRight
. Hospital BY RAINBOW HOSPITALS
1t takes a Iot to treat the Httle, Your Right to 2 Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD LA

i
T (< R TIME: ovevverrens rerererares Procenure GONE DY ..vevevereirirrearescassrssesssmesesenssesssrsssessorsramssnissiones
CSE /Spinal (Epidural POSHON : ..vvericrenennes SPACE Luverereerseeernnsereesenenees Technique (LOR/LOS) .....ccveuneee.
Depth: ..o Cathieter at SKin: .....ccoeeeeeeeveeneeerersannene AHEMDIS o
Parasthesia : Yes/NO if YBS dBIAlS : .......cccviriiminmcsrnces st sttt e s s e
t 'Fl ’:\n / ‘
Solution COMPOSTHON < wuuevrerrerere s s ress A
Any other issues : N .
) [ e eeees et st areee e esesas e £ et Pt e8¢ R £ £t APttt
T r _ -
D) 1vuvusrersasseasnanserasuraranraransareas e e aesus R s e R SRR A e RS RER SRR SR SRS £ 4R SR RSP AR SR RE oA RE R RE RO bed bt s e e e R teen s
- Infusion Rate Level Maternal -
Time | myng | Bems@) | ren might [ BP |Puise| TR Comments
i
Delivery Details :  TiMe : .oveevrvevreeernnnees APGAR! e SVD / Instrumental / LSCS (if LSCS Details}
Catheter Removed by and Tip IBSPECIEA ¢ vvveveereeeee ettt s srese e e s e ens e b bt sasas a0 0o eerersrernnernaorasaas
PAHIENE SAUSTACHON £ cvvreevrreesesessessseesses s sesssessesesse e seess e sses e eses s recsss s sesssesessesessesre s sre s
Discharge /Shifting ordered by '
Doctor SigRAture! .........ceoeereenrentsecssrssssss s sens e .
Doctor Name: .....cciececrrrsienisnineisnnsnn oo

Date and TITNE § eeeeeeervirreereieiserserscsssernsssesssessssssnssseessrsssnesnnens .o
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Rainbow® : =il o
cate e Children’s @ BirthRight
W 2(-00002015 7> Hospital BY RAINBOW HOSPITALS
Tt takes & lot to treat the tle. Your Right (0 & Sale Delivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY) :
I : _ . a0 c,:’:
PatientName: M. Noorain | abma | Age: “ 'Y'| | Gender
UHID No: §\iJl} =201 §57 2 IPNo: 1V/26 =0n0ntis)| Date: J/) ’Jl ‘(CITimE\
Diagnosis: J» S (5 { pREvET X =r/
' PRESCRIPTION DETAILS (Tick only one of the foliowing)
S.No ~ Drug Name ~ Dosage , Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI U0 mcq o R
2. | Morphine Sulphate Inj. 15mg/MI Ak
3. | Remifentanil Hydrochloride Inj. 2MG
— —
#~4. | Remifentanil Hydrochloride inj. 1IMG
1 _~ .
3 I S 'H}' eA e : &
Doctor Name: ,J Doctor Regi_?_t;aptlro‘r\l PIOI Eap ] 02 s
Signature: d\-‘/
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Disperis?s?o ¢ / 1 /
IP Registration No: T;’);ét(‘tf’]? ........... 70 MR S e IR

Asdhasr-No-of the Patlent (OpHonal): ... i oo cisiiiismivasomsssiaineiss Fo s ieimesssisaysssss

1. |Name: ys. Noorwrn fubmia Remarks :
NErala: ln_lll\.tt/.‘ ! S (Y
_— e ot
_. | Complete postal address (with contact number, if any) Jurdtina oo 1€ laagr anot 5 200t
(' V<
3. | Brief description of the illness 2 2
4 'Whether registered with any other registered medical practioner / [\J 0
recognized medical institution ( If yes, details of the recorded) e L s
; . : ; I NJ. Forom
5. | Details of essential Narcotic drug dispensed e
Signature / Thumb
Date Name of the Essential Narcotic JJrugs Quantity | Impression of the patient/ | Remarks, if any
g ot (O 2 Pmient Attender
f)} g jNJ }—“-quw.al' 0, \""}J_L”_Q:
\
Dnspensed T o R ot e A N, - PR - o A B Signature: ..
Recewed by (Name & ID No.): .. -;@;m/j qu:Hfl ......... (024038) ........................ Signature: ....

T YRR . VR S

Docu. No: RCH/FRM/ CLINICAL / 133
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7%

. = ®
Snitaams | @ BirthRight
NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)
§
Patient Name: ) , Age: . Gender - ¢ medc
UHID No: Jenn IPNo: | ., Dae ) SJY|)/ Tme
Diagnosis: | £ 7 [ e EEE
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI VW00 m ¢ o ) {17 |
2. | Morphine Sulphate Inj. 15mg/MI — —
3. | Remifentanil Hydrochloride Inj. 2MG - T
' 4. | Remifentanil Hydrochloride inj. 1MG - iy
Doctor Name: 1 Doctor Registration No:
Signature: o : P

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

f/
4

IP Registration No: .......... N 40 0. 20 RSB My DN - o8 Date: ... 00 d e ,[ ....... Y,
Aadhaat Np. of the Patlent (OpHONAN): ... i v rssermmsssenessssinepns osatrmssissssons sapssrssnyssassvavessins
1. | Name: Remarks
—
2. | Complete postal address (with contact number, if any)
3. | Brief description of the iliness J. GC§
4 Whether registered with any other registered medical practioner / N T
" | recognized medical institution ( If yes, details of the recorded) sy l
5. | Details of essential Narcotic drug dispensed T NJ F ‘ﬂ e ‘}’/
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
o Patient Attender
T = T B ]
P TN Frodforyl
Dispensed byi(Name B IDNG Yo 20 i o i e B T ove i e o o s i Slonatiie: .. o o e e,
Received by (Name &ID NOY: ok OO G st ER AL 6. SigNatURe: AT e cevliseisimsssonse
01115} SRR L vt

Docu. No: RCH / FRM/ CLINICAL / 133
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HNH-00015573 1P26-00006411 -
Mrs NOORAIN FATIMA ,‘%
20-01-1900 27YIM24D  (F) ;O > Rainbow® .
Dr. SUCHITRA SRIRAMPUR | J . . -
| Children’s BirthRight
| |” "" | """“‘ ||”||||| Hospital BY RAINBOW HOSPITALS
It takes a ot to treat the fittie. Your Right to a Sale Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 27/5 2.5... Time: ....... /,!’U(:"Vw ......
- . ) 0 ~ 26 kg/m!
Origi:........ QD.S/MJ; ............. Height ./6..0.C00.... Weight ... 005, BM: O ~28 @/t
O ~ 30 kg/m’
Food Allerges: .......... N A A S 47/ 4L

Diagnosis: ............... LSC& .....................................................................................................................................

TypeofDiett O Liquid & Soft O Normal O] Diabetic
0 Vegetarian Qﬁon—\legetaﬁan [J Vegan

Diet Advised:

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

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

Patient's / Attendant’s Dietician’s
( i / !
Slgnature' .................................................................. Signature: ......... /2 4.

N u-nun-----u--- ugn ............................................

Date & Time: ... 27/, /M LLAD. D e Date & Time: 2,%%5’ Xl L L

Doc. No.: RCH/FRM/C

RT.0)
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DIETARY NOTES

Date

Time

Notes

Sign

o’




