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BILT Rainbow’ | @ BirthRight

Hos ital BY RAINBOW HOSPITALS

ESTIMATION SLIP o s  Your ight to 3 Sae Delivery
Date : J;)W ”J\// UHID /TP No.: skt fyopn i/ 2) ) siNe. 1660

ient:  , = Age: /,. . Gender: &
Name of Patient : __ 5, rb; - ge: _/y e S
Father's / Husband's Name : : Corporate / Occupation :
Addl (ffnl el Tall /":1;\41{3 oty
Procedure / Plan : J-Gterr EDD/Dos: e Joo o oy
MODE OF PAYMENT : : ] D GIPSA : OTHER
TARIFF INFORMATION :
Particulars Package Amounts (Rs.)
/__\Room Category Normal Delivery LSCS
Multi Shared Ward
Shamd Wad [ o, Lu 1{,'1{@/ Tooa
Twin Shared Ward il B
_@ ‘ L 1) } A J. L lgl s
b it - [ g b
Private Room
e Dehixs Rosm 4 Nion Sdan, L1o7 y-a §79 T}
A B - r | 7 7 - [ \+_ L {1 N & |

Suite Room
Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,

Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee

Pack tarts from th : ’
§ fvmagaUmIon Labour Ward Charges Anesthetist's Fees and OT Charges
#| time of admission)
. Length of Stay for : Length of Stay for :

Pharmacy up to Pharmacy up to

Investigations up to Investigations up to
Others

onatologist Charges : [:I Covered DN‘" Covered Epidural / Entonox : |:| Covered D Not Covered

Initial Minimum Deposit : M PR A S g
REMARKS : . :
1. Room eligibility is purely subject to TRA approval and the Package / Room Tariff starts from the time of admission. The estimated amount may Change according to duration
of stay, medical condition, investigations, pharmacy and any other procedure.
2. Proportionate difference of bill amount is applicable in case the patient opts for a category hlgher than the TPA approved, which has to be paid by the patient and may not be
reimbursed by the TPA at later stage.
3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
ete.
4.In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment is applicable for which kindly contact the Financial Counselling desk between 9am to 6pm
5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
__Occupancy and Registration Charges, etc. credit cannot be exchanged. These items are not payable to.us as per Insurance company norms.
6. Difference if any between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has to be paid by the patient. In case of
denial, cash tariff would be applicable.
7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and no attendant is
rmitted in ICU's
8. Tariffs are subject to revision
9. Kmdly check your billing status on day to day basis at IP Billing Depam'nent.
10. Additional Charges on package are applicable for Non-working hours and Non-working days (sundays and public holidays)

DECLARATION
L . pl, 2 have attended the Financial counseling desk and understood the expected costs and
other conditio! i A7 Insurance Company rejects the claim for whatsoever reasons at any point of time
I promise tg settle the h pitaI bill with the hospital without any ambiguity.
P~
x4 ( N
r‘ 31, Y :’J’ 5 -]

Signature of the Client Signatory Relanonshlp ‘ Signature of the financial Counselor
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/ Rainbow .
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SURGERY DETAILS

Dates v de é}?bé ................
Patient Name: NY&%&KMW Date of Birth: ...0.9:09.=[94.2... Age: . (.{..g.ff..!’j
Gender: W@ Ward : Or/@ UHID No.: .34 2000 ( (310

; @eL- D00 06757
Date of Surgery: ... , ( o 0T 1/( (10T-3 []0T-4 []OBGOT-1 [ 0BGOT-2
P
Name of the Surgery : ....... 'TU L""‘? ...... LQ\ G"m‘& ‘-06’ ..........
)
Time in foveeeveeeeenen. [OTOO#M Time Out:........ \2-15fm- .
NAME AMOUNT
1. Surgeon ’b\u&aﬂfﬁfDrSwd&m ..................................................
2. Anaesthetist st DY 8 .Q.M!.f‘.leZ.ZMA’L ..................................................
3. Assistant Surgeon : ..... /@T;@é&f-’x ................................................... oo il s
™ 4. 0T Technician &\f ........ GMVU ....................... ”"‘I‘“I “"I" II"“ !
o 5. Circulating Nurse 57/1/ Moo, QX Kaseungy Ao asurens

6. Assistant Nurse  :.......... &\r§5 .................. &8 /

VERSM Sl r*“*cjff vo=ol(ll 3y

Special Equipment: (€ Labarascopy (! Broncoscope Mic | Morcelator
| C-ARM [ Cystoscopy [ Versa Point ] Liver Cusa
| Neuro Cusa L] OHhErs ...

' ',/\‘ Aéﬁu*”“'

Signatbiee of the Surgeon Signature of Circulating Nurse

Order No? =92 B . Order by: ﬁ"‘*“?ifé—q .............................
Docu. No. : RCH /FRM / GENERAL / 114
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Rainbow"® B

HNHK-00016310 1P26-00006757 i h
AH Children’s .BirthRight“

Mrs KAVYA [ /

. 0'-“-1“2 43YomM27p (F)
Dr. SANTHI ANTHARVED|

i CONSUMABLES OF OT Hgspital
ClrculaL"rE!tlz!ﬂ"””mm ....... O{/D&U(m Technician : /P&Muw ................. Date : ‘6 FAB.... e

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Anaesthesia Disposables i - Surgical Disposables ;{...au Disposables (Baby Side) m'r“’m
ETtube ) 0 0] Lo d go (/>Ma]0r Pack @»,]/V Inj Vit.K
LMA - [V N : r é\nures “JURP 0~ Cord Clamp
ECG leads :A/P/N o) 3/—/\ ' — A1 Suction Catheter
HME filter : A7P /N Aol T ’ b Feeding Tube
Syringes : 10 cc O/ = ~ Vaccum Suction Set
05 cc 2N Bioves 5-G 4, < 0 i Jﬂ—g/ Surgical Gloves
02 cc ;-, /@/fﬂﬂ Q/gg /f) (_' r/(;{/ Gauze Pack
01¢c o _Q?rm Ht/ Syringe 1ml / 2ml
Cautery plate : A/P /N &”0 f// Surgical blade ")) \ 01l ( _|—Surgical Blade # 20
IV set NG tube T Koochies (S)
RL ~ | (@ Cautery pencil -
ﬂ NS : 1%106{ fSODmI/lUOUmI o\ e Koochies X/QL )\ //
Atanping &) Ontments -
ﬂ(&ﬁm’tl ‘ E\MQSuctmn Catheter
Fentanyl 7! | _Gap, Mask R
Morphine OF | Gauze Pack 7 ;5 (1) '
Ketamine ~ | Mop Pack
Propofol 16 LA Steristrip
Rocuronium |2, i Underpad ez,
Glycopyrolate o )@’!//Draw sheet gl
Myopyrolate a1 _Abgel /90
Ondansetron WfF’oleys catheter \(. | .
Pencan 25g/ Spinal Needle 22 { Urobag )
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
® Mo (T 200 CAN T | Jedaderm  PCso (041"
' Supposifériég o ‘\T loban iy
Anamol : 80mg / 250mg / 170 mg _Double J Stent e
Supridol : 100mg | A Vaccum Suction set *C)l"i'rP I
Justin : 12.5 mg / 25mg / 100mg 21 Plastic Bee-Sheet DA | OL 1 |
Tab. Misoprost : 200mg = 7| Betadine Solution Hak
skl ) oo 0L .
[\t Cotton Balls O | Asdau ool loxl—
MRW ADuda QL oo | e Gloves N L | 1 aotodst | ot
'RN . J [ \/ Bamdione Scrub - ‘%'n Mag nouns oLt
el % WUED Atuino ghalund lort™
Surge Anaesthesiologist OT Technician

Order No.
Doc. No. : RCH/ FRM / GENERAL / 125

0. “ﬁﬁ@&ﬂllrg 2/(/‘57 Ordered by : DO TS EFEL e,
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LR &
’ 5
4 Rainbow Childrens Hospital-Himayatnagar
Rainbow E p yalnag
Children's . . ; .
Hospital ™ Rairbow Children’s Hospital, Door no, 3-6-267 opp. Cale niloulor, Old MLA
quarlers road AP Stale Housing Board Himayalnagar .Hyderabad
Telangana, INDIA 500020,
040-43873000, info@rainbowhospitals.in
.
JUEETY A
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-DOO16310 Name Mo KAVYA
AgesSex 43Y 915 27 D Female Doctor SANTH! ANTHARVEDI
Adm/Reg Date/Tims DE072026 0F 40 Payor VOLO HEALTH IISURANCE TPA PUTLID
Crder Oste CGRT2026 1304 Orderriumbar 26-0000231158
ViskhtiD IP28-00006757 Ward/ad Ho AF OTPPO-417
Patlent Address 120.,ROAD NOZLAME NO 2, GREENCITY COLONY, BODUPPAL., Boduppal, Hyderahad, Talangana, INDIA, 5@92
i
A.No Description Ganesic Nama Dosags Routs ! Frequensy Durption TN Qry [I Suuy
1 [Encme doropes gevas-8.s 1 b +Onon Didy 10uys 1hos ’l Oapwnzad
2 |HS ooams CLOSED ™ I whmon f Once Dady |1 Dy 30| | Grsperred
EY :‘:‘.;lﬂﬂ&!gg&:gimn Vo Eriaerat { Oncs Dady 1 Days 1 Naw { Dispwnsnd
. m:n!sotu‘rmim "o € ciomat £ Once Dady  Duyy 2ras| | Daparas
s |er7uee racierEDRUsCH Etios, Evomal 10414 tDars Vs | Dpaesaa
“ mmupa:mmzl * viat External Oncs Dy VOars 1 v | Pacarag)
v |ucraor s 10w thow Exserra 1 Oncn Dty 1™ 2| | omoerane
s {vaccume sucionser hos Extumal s Cnce Desy 1. : 28] | eapanaed
v [|osmrcEsmpmeroy  |sramcEua 1hon Ertarmal 1 Ones Dady t Days 308 Omparsed
RELIPARA(PARACETAMCL ) - T
0 |4A0Ma 1004L BOTILE Lhios Lasadd | Onca Pady ¥ Sk LL T P
tr |corrow Bas zausmos 1o Extarnal 1 0nce Dady 1Dan 1| Drowend|
FOLEYS CATHETER 16- ‘
7 |foLEvec Lo Extemat ) 1044 [T thoa] | Dapsias
ra |oupokemmv ama 2 1 Mos 10nca Daty 10ays 1yl |'9-u-ua
" ;:‘J“‘,';?‘:m':'”" "™ Exwemnsl Oncn Gy 1 avin]| Dpuaret]
15 |surcicas Bare s SURGICAL BLADE 11 |1 s Ecturnal - Onca Pty 1 Dt A 7v0a] p-w
16 [ADULT DAPERS-XAL 1hos Extamals 10.AM tDays tuca|  Dapenzed
RINGER LACTATE
W | R soonn CLOSED STSIEM | o o meen 180 1Ot Doy 20im 2604
16 | DSYRINGE 198y (MPRG] SYRINGE TOMR. 1 N & cwbenad £ Orat Dindy 1 Diys 2 New,
19 RO s 1 hioa Exismat 1 Onca Daly 1Dy [
m  [bevrice tan pemor | SvRiveE 1bu 120e Extotist  Onca iy 10y LT [
2 [SGLOVE 465 (SURGICARE] [SURGICAL GLOVES 65 |1 hox Eriemal f0nce Daly 100 Soicu|  Bupansad
77 [ocLommck g ™ Evtormat 1 17 408 1D 8o
2 |moPsumas Ay 53 xRSy [uDes smeaos rorart |+ hoe « Ones Dy 1" tem
u AR askaaven: FacE wasAatAvER | res Erimmal Once {1y 10 10%n] O
73 |IResarix cEwCE ™ Euramedd Grcs Dary 1Des 1 hios|
1.
b mmﬂ- 1 s [T Y™ 10ap 1h08]  Uspanesd
r [ENCORE MCROPTC Ahen ) Onca basy 200 2nos|  Bapenad|
7
IR haataadl Rl (o 1h0e Exier{ Once Dty 100 Thos|  Dispersed
2 [seuntom SPLINT 3 1hes Exmal{ Once Oady 10ere T - —
% [osvencszsupeeng)  |syrwecezum Thoe Extweril £ Once Daty 10 ™
LEQGSNGS DISPOSABLE .
¥ lirotecicare i *ha i i Thoa!  Drowrser
u  |wnoartouasem GATION R SE7T {1 hos Evenss DncaFinty 108ps T [ —
1 [RocuNIMIN SaMT 8K v Exiemal Once Dasy 10ers 3vid|  Dupersed
L s 5 op Thos st Gron Dy 1000 Troa|  Detgmrae|
36 [CRTIDOL IN1S0 MG t Mt 1ho 10nce Dty 1Dep svi|  Dapennec
3 |uromar-a 00w arwAY 4 10w 10nca Dty 20 FTI [ S
PREGELLED SURGICAL PREGELLED PLATED
¥ |matesaoun AT 1H% sl Qe Dady i) rios|  Guoareas
UNDERPADS 6060
[ e 1N Eciamai £ 10.AM 1Days 2tos|  Owpersed
Orygeabasi Wi Tubing «
E I P ety ol 1hos Evscrad  Cnce Day 1Dy 1ras|  Dmpensed
»  [BCIOPRERSOUNORS T 2 {ioce ity 2 Dars tras|  Daring
41 SLOVE # TOSURGICARER | SUAGICAL GEOVES 72 |* New Evierl  Drca Dindy 1 Dayps 2 o Doy rrgnd]
| R S EXTENTION 10t Exiernal £ Once Didy 1Davy thiox|  Ongeensmd
41 [mAsnECURE M 2 Vho 0nca sty A Days vvid|  Onpamane
w4 Jecoeecirooesmonn fetecTaoces ot fimwe Esiarmat i Once Dady \Days 30| Gmprama
DISPOSABLE APRONE NSPOSARE APPRON 1
o |DSPOSML ety now 10nca Dty 3Dm 3oy omparent

* Trws document s just for roforence purpase only. Not 1o be tonsidored sy pnmary report.

Hole

* This prascription I3 valid only for specifled durstion.

* Do not refll medicines,

Pemiad Ralaf® e AZOATEANE 14 10

Ornrndd Bas

CHLW ALY ©ALKIEETLIA

SANTHI ANTHARVED]

RaogiNo: 49827
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L Rainbow Childrens Hospital-Himayatnagar
Rainbow
Children’s 4 : . , , .
, . srt” 2 Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital 3 ) k
Ranbow quarters road AP State Housing Board Himayatnagar Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
AT
ELECTRONIC MEDICINE PRESCRIPTION
\
MRN : HNH-00016310 Name : Mrs KAVYA
| Age [ Sex * 43Y 9 M 27 D/Female Doctor : SANTHI ANTHARVED!
‘ Adm/Reg Date/Time : 06/07/2026 07:40 Payor : VOLO HEALTH INSURANCE TPA PVT LTD
Order Date : 06/07/2026 13:06 Ordernumber  : 26-000021115%
Visit 1D + [P26-00006757 WardiBed No  : 4F -OT/ PPO-417
Patient Address 126,ROAD NO2,LAME NO 2, GREENCITY COLONY, BODUPPAL.., Boduppal, Hyderabad, Telangana, INDIA, 500092
S.No Description Generlc Name Dosage Route { Frequency | Duration instruction Qty Status
1 EES\%E%E’XQM#E%HJ%N 1 Nos External f Once Daily 1 Days 20Nos] Dispensed
? ?E’II;‘LJC)T%E?EKRE) 1 Nos /10 AM 1 Days 1Nes]  Dispensed
3 aliJROPINE (ATROPINE) INJ 1 1 Vial External / Once Daily 1 Days 1 Vial Rispensed
NORMALSALINE 0.9% }
4 NS 100ML ACCULIFE - EH SODIUMCHLORIDE100M | 1 mL { Once Dally 1 Days imL{ Dispensed 3 :
LCLO
5 g&fﬁé‘gsﬂ {ADULT)-1841- 1 Nos Extemal / 10 AM 1 Days 2Nos| Disponsed| |
6 THEMIPYRRNOM 0.2MG INJ 1 Nos Extemal f 10 AM s 1 Days 1Nes{ Dispensed
7 gggfﬁgﬁi;i;z PLY {5 gggZE 7.5X7.512PLY 5 1 Nos External / Once Daily 1 Days 3 Nos Dispensod
8 g;?gﬁg?ggg;g;g}u TEGADERM 8582 1 Nos Exlemal I Once Daily 1 Days 4 Nos Dispensed
9 IMYOPYROLATE-INJ-SML 1Nos / Once Daily 1 Days 1 Amptde Dispe@
\ t
SANTHI ANTHARVEDI
Reg No : 49827
* 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 . 06/07/2026 13:17 Printed By : SUNKARI SANGEETHA Page 1 of 1
|
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- - hoca
w3 Children’s | BirthRight
. _7,U Hospital BY RAINBOW HOSPITALS
F& c YE Rngﬁna 5;5 De@r\;
Name Mrs KAVYA UHID HNH-00016310
Father/Guardian Mr C.NAGA SUDENDRA Age/Gender 43 Y9 M 27 Df Female
Address 126,ROAD NO2Z,LAME NO 2, GREENCITY COLONY, BODUPPAL., Boduppal, Hyderabad, Telangana,
€ INDIA, 500092
IP No IP26-00006757 Admission Date 06-07-2026
Ref Doctor Self.

Discharge Date (09,07.2026
DISCHARGE SUMMARY

Consultant:

Dr. SANTHI ANTHARVEDI
MBBS, MS OBGYN
49827

Co Consultant -
DR SWATHI HV
MS OBG

15501

Diagnosis: P2L2 WITH NVD WITH AUB - L WITH MILD ANEMIA

TOTAL LAPAROSCOPIC HYSTERECTOMY + BILATERAL SALPINGECTOMY
DONE ON 06.07.2026

History: She presented with Heavy mensural bleeding since 7-8 months not
associated with clots passage or dysmenorrhea . Scan ( 09.06.2026) showed
Uterus bulky measuring 84*68*79 mm .E/o few heterogenous hyperechoic
intramural fibroids in anterior myometrium largest measuring 4741 mm , ET
6.8mm, B/L ovaries normal. Papsmear (05.06.2026)- NILM .HB- 9G% .She was

HIMAYATHNAGAR BANJARA HILLS . HYDERNAGAR i} KONDAPUR OUTPATIENT CLINIC (JC1 ¢ SECUNDERABAD KONDAPUR L B NAGAR
. - e 340 - 4146 1700 ey 3 040 - 4246 2400

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs KAVYA UHID . HNH-00016310

o~ P - - - oeat

IP No {P26-00006757 Admission Date 06-07-2026

admitted for total laparoscopic hysterectomy and Bilateral salpingectomy.

Menstrual History:-
LMP- 26.06.20206
Previous cycles: Regular

Obstetric History: P2L2, NVD, LCB-10 years

Medical History: Nil

Surgical History: Laparoscopic tubectomy-2019
Allergies: Nil

Family History: Father-DM

Investigations: Enclosed.
Blood group: "B" Positive

Surgery Notes:
TOTAL LAPAROSCOPIC HYSTERECTOMY + BILATERAL SALPINGECTOMY
UNDER GENERAL ANAESTHESIA

Indication: AUB-L

Operative findings:
Uterus -14 weeks with multiple uterine fibroids.
Bilateral fallopian tubes -Normal ,

Bilateral fallope rings visualised
Bilateral ovaries - Normal

Procedure:
o Position: Low lithotomy

N




Rainbow®

Children's & BirthRight
“ Hos pital . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs KAVYA UHID HNH-00016310
IP No IP26-00006757 Admission Date 06-07-2026

e Primary port : 10mm , 3 accessory ports inserted :5mm each

e Uterus -14 weeks with multiple uterine fibroids

e Bilateral fallopian tubes -Normal ,

¢ Bilateral fallope rings visualised

e Bilateral ovaries - Normal

e Proceeded with Total laparoscopic hysterectomy+ bilateral salpingectomy

e Specimen retrieval done through vagina

e Vault sutured by stratafix No. 2-0

e Thorough irrigation and suction done

e Hemostasis secured

e Bilateral ureteric peristalsis visualised at the end of procedure

e Urine - clear

e Procedure uneventful

e Specimen: uterus+ cervix + bilateral fallopian tubes sent for HPE

Post-Operative Notes: She was closely monitored in the postoperative
period. Her vital signs remained stable. She was encouraged to ambulate. She
was shifted to room. Foleys removed and she voided spontaneously. On Post
operative day 2 ,CBC was done ,Hb -7.4 g/dl,WBC-7.57 ,PLT-2.7 lakhs .1 Unit
PRBC blood transfusion done on 07.07.2026. Inj. FCM 500mg given on
08.07.2026. Her general condition was satisfactory and she was found to be fit
for discharge. Medications were explained to the patient supplemented by
written information.

Advice:
1. T. Ceftum 500mg (Cefuroxime axetil) twice daily 9am-9pm till 13.07.2026
after food.
2. T. Pantop 40mg(Pantaprazole) once daily at 8am till 13.07.2026 before
food.

HIMAYATHNAGAR BANJARA HILLS ‘. HYDERNAGAR (WAl KONDAPUR OUTRATIENT CLINIC (JC1 Accradin SECUNDERARAD (N KONDAPUR L E NAGAR + NANAKRAMGUDA
% = & i 3040 - 4246 2 y gy 3 000 0 Emergency 3.0 Emergency 3 040-09

® 1800 2122 @ www.rainbowhospitals.in




Name Mrs KAVYA UHID HNH-00016310
IP No IP26-00006757 Admission Date 06-07-2026

Tab.Acecloplus twice daily (9am-- 9pm) till 11.07.2026 after food.
Tab Zofer ( Ondansetron) 4mg SOS (for nausea/ vomiting)

T. Zincovit once daily at 2 pm for 1 month.

T.Livogen twice daily (8am-8pm) for 1 month.

Syp. Cremaffin 15ml once daily at bedtime(10pm)

Collect HPE report.

© NV AW

Review consultation with Dr. SANTHI ANTHARVEDI, after 1 week on
16.07.2026 with HPE report (Review consultation will be charged).

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

Patient/ Attender

In case of emergency like bleeding, fever kindly contact 91548
Rainbow Children's Hospital just dial one toll free number -180021 20X
also take appointments at any time by ggi onling=/toc
website www.rainbowhospitals.in

Registrar/Reside
Consultant:
Dr. SANTHI ANTHARVEDI
MBBS, M.S ( OBS&GYN)
49827




Telangana INDIA 500092

., . Rainbow Childrens Hospital-Himayatnagar
Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s sl Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital “"™" TEL NO :040-48873000
Rainbow WEB : https://rainbowhospitals.in
ADMISSION SHEET
. . . DMANT R TRRRL R TLREII A R
Registration Details :
Admission No : IP26-00006757 Admit Date :06-Jul-2026 Admit Time :07:40 AM UHID : HNH-00016310
Patient Details :
Patient Name : Mrs KAVYA Age :43Y9M27D
Guardian : Mr C.NAGA SUDENDRA DOB : 09-09-1982
Gender : Female Religion
Occupation Martial Status
Address (H) - 126,ROAD NO2,LAME NO 2, GREENCITY Phone No 1 9700575656/ 9700199206
COLONY, BODUPPAL. Boduppal Hyderabad . .
Telangana INDIA 500092 E-mall + na@GMEIL.COM
A isgi ile +
’.\dmlsswn Details :
Bed Type : TWIN SHARING Bed No :PPO-417 Ward Name :4F -OT
Room No : PPO-417 Admission Type : First Visit
Contact Details :
Name : Mr C.NAGA SUDENDRA Relationship : W/O
Contact Address : 126,ROAD NO2,LAME NO 2, GREENCITY Phone No : 9700575656

COLONY, BODUPPAL. Boduppal Hyderabad

Doctor Details :
L

~octor Name : Dr. SANTHI ANTHARVEDI

Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self. . Phone No

Co-Consultant - Dr. SWATHI H V

Payment Details : Deposit Amount  : 10000.00

Payment Mode : DC/CC Card Payor Name LZT\‘:/)OLO HEALTH |NSURANCE TPA PVT

Printed Date / Time : 06/07/2026 07:49

Printed By : 020099 Page 1 0of 2
~
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Children’s .BirthRight"’

PATIENT TRANSFER FORM Hospital |

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

HNH-00016310 IP26-00006757
:;-.o:?::: 43YIM2D  (F) Date & Time of Admission Date & Time of Transfer Order
Dr. BANTHI ANTHARVEDI
AELITTTTENg e chlat #uedm | gllag. (us A,
B Treating Consultant Name Transfer Ordered by Reason for Transfer
\ | ¥
Oy- Novtenp T (M.
From Unit "’k\ To Unit Information to Attendant
kk - DLC{)Y ¢ = Yes] L—  No[ ]
Uty ? W
Number of Sheets in Clinical File Number of Im 1ing Films Personal belongings including
clinical documents. If any handed
over to attendant
Ye%L;/ No| |
If yes, what ?

Medications / Consumables / Surgicals / Hand over

S|.No. [tem Name Quantity
5 18
i
3.
4.
5.
Shifting Summary / Notes Written by Doctor : ~ Yes|[ | No[ ]
“\Q\W»\’ww |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Patient & Clinical Records Received by :

W\C&w\wmljﬂnc( 7/

Date & Time of Patient Received : "*"/H’z‘@ © Wesehn

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

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

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




PATIENT TRANSFER FORM

Rainbow"’ i o
Children’s o BirthRight
Hospital . BY RAINBOW HOSPITALS

It takes a lot to treat the little.

Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
IPIG-OMOG'IS‘I 7 7
100016340 L a6 §3uope)
‘::::‘:A iy nnnuo # Gb]’}b JQU\Oﬁy{) l f
mm ANTH \\\\\“\ \ “\\ Transfer Ordered by Reason for Transfer
NO.VL’FHC{- obgeyvaHo/)
From Unit To Unit Information to Attendant
Yes| No|[ |
n}e PDH Qoom(zog) 'J;V‘

Number of Sheets in Clinical File

Number of Imaging Films

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

es+~  No[ |

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No.

[tem Name

Quantity

4,

5.

Shifting Summary / Notes Written by Doctor:  Yes| | No[ |

Name & Signature of Person who is Transferring

£, Mouked

Name of Person Ordered Transfer

Dy NCJV(_"E e

Patient & Clinical Records Received by : \\ r
e @

Date & Time of Patient Received : @ & Ph 2( ;},( 20

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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Chitcron's | @ BirthRight |
CONSENT FOR BLOOD TRANSFUSION rospieal_ | W@zt

Your Right to a Safe Delivery

Name: ......... Mrs k—“\’ . Age (‘(ST Gender: Male ] \Fefmaie o~
UHID.No : . HNE =000 V03 O Date: .......... F|F[e.
Type of Blood Product: [ | Fresh Frozen Plasma ~Packed Red Blood Cells [ 1 Random Donor Platelets

| Cryoprecipitate 1 Single Donor Platelet ] Whole Blood

] Albumin ] Red Blood Cell CT Others ...
s, Mg 'S‘.’E.\?.‘;j.?.\. i B o N hereby give my consent for whole blood transfusion or

the blood components as part of treatment of myself / my patient while being admitted at Rainbow Hospital. | have been
explained all the known risks of transfusion reactions. | have also been explained that the donor blood has been screened
for Human Immunodeficiency Virus antibodies, Hepatitis B surface antigen, Hepatitis C antibodies, Malaria and Syphilis. |
have also been explained that transfusion transmitted infections occur even with screened blood, especially if it is in the
“window period” and also due to various other infections which have not been screened for. | also understand that any
blood components transfusions carries risk of transfusion associated reactions, fluid overload etc. which are generally
rare. The same risks apply for multiple transfusions too.

The doctor has explained to me about the alternative for this procedure Whichis ..............ocooiiiiiiiiiiciie e

All the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treating me / my patient in
the language that | fully understand and | accept the same and give my consent for all transfusions (the whole blood / or
blood components Packed Red Blood Cells, Red Blood Cell, Platelets, Fresh Frozen Plasma, Cryoprecipitate etc.) to me /
my Patient during he present hospital stay and treatment.

| Patient (Or Patient Relative / Guardian): Doctor (Who is talking the consent)

Signature: ................. J e Signature: ............\7"

0.:RCH/FRM/ CLINICAL / 014
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It takes a lot to treat the little. Your Right to a Safe Deﬁv_e?y

BLOOD PRODUCTS TRANSFUSION MONITORING FORM

Date: .......... :H‘:('[W .................................... Time: ...... Ja[’pw ......................................

Blood Group of the Patient: /..Jl'\ivf Blood Group on the Blood Bag: ...... g Tv/ﬂ ......................................
Blood Bank Issue No: 1?;\3-0 ........................ Date of Collection: ‘2—1151’2«5 Date of Expiry: LJ?Z%
Date & Time of Starting Transfusion:‘;fr.\[‘:[:jl%............... Planned duration of Transfusion: ... .4 M%7

Check for CorrectUnit;Z Correct Patient; [

Blood products cross checked by: Nurse 1 MMMM! Nurse 2: MM%

PLEASE MONITOR THE FOLLOWING:

Blood $p0, Any Any Any Any Other

i Temperatur i
Date Time HR emperature Pressure Rash | Rigors | Breathlessness | Problem

yovep

g | oW |98 | 9rdF PR oo | | | - |
H:f]?/l: "?%’"” H %roff b3S | 160 DI B
12, 30 M 949 | Q2L w?}g} Jooy - ) B

34

7]3/‘7’6 %ng %f q%‘b[’ 'US_’?l 1oJ- : ) - o
P 00y | pde [ocotaal| — | - - N

ﬁ/:m)d‘) 4 : ’ Coap -—
M 1Hr q§- \(( \og (30 05 ) - =
oA rpe
9;\{} ?Hr q} \,( \OQ\E’O\ o | o —
COMMBILS: .....ccocsvcusviiisnss TN LN 1L
Name of the Incharge-Nurse: ,(rQ]’(o"&’H/'U’” Name of the Nurse: K/W/zdﬁ@w’ ...................
Signature of the Incharge-Nurse: ............ @/ .............. Signature of the Nurse: ... COQ ......................................

Date & Time: A\(A\?’é’ ......... S Date & Time: :ﬂ?{%&,ﬁl‘fﬂﬁ” ..............

‘ocu. No. : RCH /FRM / CLINICAL / 078







PATIENT TRANSFER FORM
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Treating Consuitant warw

1P26-00006757
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%
Rainbow*®
Children’s BII‘thRIght
Hosp ital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to aSafe Delivery

DA

Date & Time of Admission Date & Tlme of Transfer Order
Lok @Faty © @
® \x&Q‘M )
Transfer Ordered by "Reason for Transfer

B\coé JYDO”S@& .

From Unit

(%26)

To Unit

(Ughoan)

Information to Attendant

Yes[ A4~ No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
2,0 N /\ﬂ Ys[] N
: If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1k,
—
2 i\\\ﬁ
3.
4,
5 e
Shifting Summary / Notes Written by Doctor : ~ Yes| | No[ |
-
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
mohuhow
0y .

Patient & Clinical Records Received by :

( baujpbus

Date & Time of Patient Received :

HH 26 A) 12205

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

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

|| Nurse not Available

[ ] Available Bed not ready
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i Chiars G rhRigh

ACTIVITY RECORD FOR BILLING

Name: __________ W _¥Xovle
UHDNo.: ___ IPNo:__ _ __ Consultant: _ Dept:__ _______
Date of Admission: __ Time:________DateofDischarge: _____ ___ Time: __
Room/BedNo:_ _ | Ward:__ Suggested Billable bed type : _ _ _ _
WARD TRANSFERS
Date Time From To Signature of Nurse
ehbhe [algohrN ecpod | oT taclhe ) Aovtimo.
&f?’[z@ IQ'BO’LM' 0T Profod Nl /')uuﬂﬁ,.\
binhs | & b DAL 308 (7 (S
\ /7 L t : 7./
f}(—\:{)\?fm L Crang- Lo Ol L DR o ey /‘Kf
9\‘7\1 o G u0pn RS POSt pdosd (2o 9 “J‘ouﬂetﬂ . ,}
Cross Consultation Visit
Doctors Name Date Order No. Signature
1
2
3
4
5
6
7
8
9
10

Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

Date Investigations Order No. Signature
112 ots HICE A
esd
e[5re %r’opfq-fov it oitho b e . Ues] 3’




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting

Date Equipment Time Time

Order No. Signature

0 J(onlfac cneoftor [P g J 0] (©

e | Dducion ol | 1) Doln| g w2 N W@

- y
E\} oRygern_ L1300 4o o 1 G2

mE QLLQ hﬁj
N




PROCEDURE

Date Procedure Quantity Order No. Signature
6!)\’ v Pta(prqpr-\\t VOS5 6 \//@—LOu,'l
6\ | rafle lorafion BAN Gy EaCh
20\ Phe — op © kol B
) 2202H() For &5

-
e
U‘B \Q(\)"
4 —
Note | Bioed Taancfucton _ @) at\(b%M/g(w"(q'
AP 20 N A W e AT
0 [ 5 Lron dhectary Q) lansel @
&

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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I.P. ADMISSION SHEET FOR GYNECOLOGY

"2
Rainbow’
Children’s .
Hospital .

It takes a lot to treat the littie.

BirthRight

BY RAINBOW HUSPITALS
Your Right to a Safe Delivery

Date of Admission :

.................................................... e of AHMISSION 2 na s rnms i e
PUBTOIOS: v isvmm s prmanvea o b TR b s s s MR e ST ~"Not know any drug allergies
-~ PRESENTING COMPLAINTS & -~ ~rr-r-rr-msmcrmenattgepnnnoramnmmr e s e mrem e s s m o mm e e mm e i 3

Dyserecpete o D)

R C\O \"‘eowj \“"‘f’f"q-’\ﬂ}c;t‘ (Dl\eec*“j e :Z/g -_:_IL\?
i gl | e

* Rowe! g blodder hobis {J)

+ | Previous Periods : e km
: S ax
1 C R YN 3 (YS

i Contraception km()ﬁ- 'D!-; (o_bﬁu_j

i @ O ppette.
E MENSTRUAL HISTORY OBSTETRIC HISTORY
t | Year of Marriage : 143‘,5 Parity : P 2\__

Mode of Delivery : 2 D

Last Child Birth : .{ 08\,3

PAST MEDICAL HISTORY

PAST SURGICAL HISTORY

: N\

(?QLPQ_IOU_,\:\:]' —_ 2«011‘

Docu. No. : RCH /FRM / CLINICAL / 086
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\ T | eotcanion msTory:
|
‘ %Lk (:Q L D H ! @ an /
| |
|
|
| f
= INITIAL ASSESSMENT ; === === cm s s o mm oo s e oo oo cmcsocoeccsesseneaeae :
Date A[ s / Breasts Local/Speculum Examination
Ht. Wt.
BMI s @ -
Mo lac
Pallor @ Bimanual Pelvic Examination
CVR A o Abdominal Examination
=TS
Respiratory System E[ gj SE ( 3 —
Thyroid O |

M\
\—\\ang igﬂl
NV

e C‘P!sf?—é.’) o4

qfun(’“?‘?

ek ;Qb,w,q«nan\"m

e B
{]o “‘;13(’““‘ wru“dw-

PROVISIONAL DIAGNOSIS: 0 1y i | Ao <L
INVESTIGATIONS ORDERED PLAN OF MANAGEMENT
. - Plon -

Rlood Qm? ? (ol Plon TR
s A= qﬁc\‘ =\ln e A CQN@CE\
o PV RRieN, Be-NLLo \

1 e hloe) | ~Wepena poils

— Phe

- j\n%mm b“r/ ool bl

- ‘g\,\\b' 4~ QT or col\l.
" Resevve 1Opeac

‘-("’rxulmm - » €T1-61

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

Name of the Doctor :

Date & Time :

Signature of Doctor
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PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes Doctor's Order
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DRUG CHART

///

Rambow
Children’s .
Hospital

It takes a lot to treat the little.

0

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"'

Date of Admission: ........ G]’a‘

FOR THE SAFETY OF THE PATIEN

GENERAL -
DOCTOR -

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

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

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

drug sheet folder.
NURSES

1) Right Patient ~ 2) Right

Drug

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage  4) Right Route

5) Right Time

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

%. DRG0 ANBIIBEY 1oscncnsmismarcisirmisasmmas st an any Drug Allergies

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

S0S / PRN (As Required Medication)

DRUG: ONDRNGETRON - [pate
Dose Route | Frequency |Start Dateﬂ i
A ES ks

Doctor’s Signature

Valid Period ?Csv.

g

Additional Instructions:

i Date
DRUG : Tige
Dose Route | Frequency [Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
. Date»
DRUG : Tige
Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:
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rSJ Cerrepr”z 0AC Date®
DRUG : 7 SuLB RCTAM Tijye%}%\& A%
X : .

= Dose | Route |Frequency |Start Date , o
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. 1 Yellow Alert :
Repeat Observations
in 30 minutes

- N | \

Complete a Full 2.Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes

\ J _ Y,
\

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

. J

* The Modified Early Warning Score (MEOWS) ~
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10:00 am jf[_ ,Pn l‘OOJ A | b .
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0200pm| VL | jogﬂ?/
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\} 04:00 pm : b ”A :{}W{ ,\% /
o [swml g, (17 | ol 26T
06:00 pm Fj'ﬁ‘ —ZQWV‘ y; W%
07:00 pm ﬂfb ; lggné/ L}
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09.00pm | o A Y /] / e
1000pm [ Non Vi [ A oul| < ””/*MP
Q\(X 11:00pm ")\ tvmﬂ,l]ﬂ ,‘\\Q/ 5 | L 4/
12:00am| M 10 N} ’/ r /\J N ! /V
01:00 am Lb b W [ / Li __|L.-r
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0200am {1 A_ Lﬂ'} w N v
0300am |y o m LL'[J ! {’1
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“\\\ 05:00am | g L/ D"“} 39/ & A d - Y
wooan| g L) gl l ) A v
] 7 AP TV
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EER L — g R e R LR o - 3 IV Site

S il
Date | Time gagﬂjﬁ Route NG | Diarrhoea | Vomit |Drainage [ Urine T%E"E‘Eg- I\?Lgrgé
, Mouth | LV | NG | 4l 7
0800am | | \OOA / e
09.00am | | o0 £ /
ot o T e [ Ve T 4
K [mo0an [T T Tep A) \ . N 1 | X
P [ - W |/ / v I A
01:00 pm [pp R 00 / h
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02:00 pm P fe [ oo o f \ N
03:00pm PR | ' .bo.«p AN il !
0400pm [PARC [ O | opud S A R
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06:00pm | 22 oy S \ [
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08:00 pm I ¢ y, { Y
09:00pm| [ } i £
¥ romn | J50R [ - 7 [~ [y M
\’X 1100pm| _ X ’ 3 / il ks
wan | VD | [ [/ N vk
01:00 am f / /
Total Intake €y AN Total Output: Ao & ) —1
02:00am| / / P B ok
03:00 am [ [ / / 1§ /‘ \
\r%‘ 0400am| | ! N ) ) =
\x 05:00am | ) t i N Rk
B [os00am| / . / Y |
07:00 am { / v ‘ Y \
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. S
Total 24 hrs. Intake Total 24 hrs. Output
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1. All measurements in ml.

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

Nature

Diarrhoea | Vomit | Drainage

Urine

IV Site

Thrombo-

phiebitis
Score

Sign.
Nurse

N.G

08:00 am

7

09:00 am

£

10:00 am RN

®

G.\Q( 11:00am| -

r

12:00 pm N0

£

[

01:00 pm

Total Intake :

et 'O

Total Qutput :

0200 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :
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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




_(/_—-—m -
HNH-0001831p P26
T
A ihganotes 0006757 “Z ) B
09-08-1082 43 vo u 28D ainbow"
Lot - Dr. SANTHI ANTHARVE A Children .

- WA ot .M B
 FLUID-CHART

Sheet NO. & e

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

e ItalaEn 7 B A : ——od
s |, Intake - SET L = fﬂhtput?’ "g" L3 ,ﬁf' IV Site |k
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Date | Time gﬁgﬂﬁ% “ Route | NG | Diarrhoea | Vomit Drainage | Uring | Phiebias | Sion.
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Mouth | 1LV N.G ' O

[ 3
r

A

-

08:00 am . ;
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10:00 am
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12:00 pm
01:00 pm - : ]
Total Intake : - Total Ouiput : 3
02:00 pm
03:00pmy{ . .
04:00 pm ) " .

05:00 pm. ) ‘ . - :
06:00 pm -
07:00 pm |- IR ®
“Total Intake : Total Output: /
08:00 pm
09:00 pm — N i

10:00 pm - -
11:00 pm - - ' [

12:00 am "
01:00am ' :
Total Intake : Total Gutpui : -
02:00 am ’
03:00 am . P
04:00 am R . )
05:00 am | R . )
- 06:00 am ' L A R
07:00 am ' -
Tolal Intake : . Total Output:

|

Total 24 hrs. Intake ’ . | Total 24 hrs. Outpul -
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(] Relieve Pain & Discomfort
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“"uo-m: nvw? __J Children’s . BirthRight'
N il | i
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCION: ....ccvvoveeeeieeeeece e Department: .......ccocevvveevieeeieeeenns Date of AAMISSION: ..........oovcvveieerrnene
= | Diagnosis: ' Any Infection: CJYes [CINo Not Known
§ If Yes Specify: .......... / .................
&
2 | Area % N J
g Shift Time ‘0 Wb M q Q('\ M Q\ P le\ V]
g Medical Condition
= | (Any special condition to be noted): \\w( (“ﬁ i B o
= Nk
Allergy: 7 Yes ClNo | O YesC C1Ne |0 Yes P«Nﬁ 01 Yes7No | O Yes CINo | Yes =HNo
Tubes/Drains/Catheter: O Yes zﬂ\r 0 Yed T No | O Yes = fio | 0 Yes (N0 |0 Yes 2No| 1 Yes =No
Vital Signs: Temp: [ YT, O [ AT [a9C [ b ] ANt
= Res: | A0 4 aflM [ 4shi | 2070 9RhIm
5 s0: |_aa [ | adf , | O | aq-/ | 4% ) [aa]>
% Puise: | Qabn | g | Kln—y | S 1bin-| g¥D [ §Shm
3 BP: N0 X0 | WP | IWFPlain (31 [roe] XP TESE
Fall Risk Score: | — il —_ =
Pain Score: | 0 [\0 | plto oIl ™t olo| —
Safety Needs: x.{C/S \| ﬂ' F i) — Y'd\
- Physiotherapy | Yes O-No[TJ Yesvaﬁ: [ Yes N0 | O Yes (400 | 1 Yes =No | O Yes =No
§ Others Specify: — = il = —
8 Special Diet: |C1Yes (#NG 0 YesYSNo | 0 Yes CINe [0 Yes 20| 0 Yes (7o |1 Yes No
=
S | Other Special Orders / Medications: -
: ob |l A | o S
Post Operative Procedure Special Orders: M’ ,\}Pf \)&¥ \‘) g rl’b —
Handed Over By Name : N w ' % ) EN“Ui\ﬁ M
a 2 \8 N sl , Y
Signature : (N : ﬁ , D Qo [
Date: ‘d}"ﬂ’{’ i ‘\Wﬂgg? Al hc %\?“\?’5' g—l?’ﬁ,é
Time: o k) Li BAM | 20n | W | Tem
Taken Over By Name bl‘ ‘ [ l‘o ;33\‘0\ :
v (WA W | Aty O by
Signature : 4 Q}Jr Q @( @ ﬂ&/ @_,
Date: QWA AP [0 124 IBbe, [F712b [g]9]0¢
Time: ",/ﬁ“ \QFZ\,J W | o | KON o
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It takes a lot to treat the little.

~RSING SHIFT HAND OVER FORM - WARD

‘BirthRight“

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Treating DOCION: .....c.ooveeceeeeeeee e Department: ........ccccivevevvrvceiiccen, Date of AdmISSION: ........oooveeveccer,
Z | Diagnosis: Any Infection: CYes [JNo [ Not Known
E .
= If YES SPECITY: .o
- TR
w
2 | Area
= \¢
— ] < -

E Shift Time e
#% | Medical Condition
= | (Any special condition to be noted):
[-=]
/
Allergy: O Yes =No | CYes ONo O Yes O No | Yes CINo | Yes ONo | Yes T No
Tubes/Drains/Catheter: O Yes =ANo | Yes CJNo | Yes CJNo |1 Yes CJNo [ D) Yes O)No | Yes CJNo
Vital Signs: Temp: | 4g.U[
= Res: Q&Blr)
E SpO;: | \wo
ﬁ Pulse: | —1¢
2 BP: | (07 s
Fall Risk Score: —_
Pain Score: | ‘O’
Safety Needs: | ¥
@ Physiotherapy | Yes [0 |0 Yes CINo | Yes CJNo | Yes CINo | Yes CINo [ Yes I No
g Others Specify: =
E Special Diet; | Yes =40 |0 Yes CNo |0 Yes O'No [ I Yes CINo [ Yes CINo | Yes C1No
=
S |Other Special Orders / Medications:
(=4
Post Operative Procedure Special Orders: | —
Handed Over By Name :
ol
Signature : Jo-
Date: gla({o(
Time: 20
]
Taken Qver By Name :
Signature :
Date:
Time:
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R T Children's ‘Eggjemgggg
CHECKLIST FOR THROM BOPHLEB'TIS [“ag,_,s,otpm treat the little. ‘ERrthuaSarfc DeLivery.'
A
AZAN
7™\ DAY-1 F/7— DAY-2 7. DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE \M ) @ N @ @ N ?([ﬁ) ; N Remarks
; No signs of phlebitis / |5
1 IV site appears healthy Bhearun cannula 0 O 0 O o | D O o
One of the following signs is
9 evident : Possibly first signs of phlebitis 1 - —
* Slight pain near the IV Site / / Observe cannula — MQ Ny —
* Slight redness near IV Site M
3 :‘;‘éoegfi (}gstfollowmg Signs Eany stage of phlebitis / > - \&Q\ 1
Pain at IV site Redness Resite Cannula 08 Vg = =
Qyi(?;;?‘? following Signs are Medium stage of phlebitis /
4 Pain along Path of cannula ?ii':fng;""ma Consider 3 s )ﬂ\‘ W\\ W . —
Redness around Site Swelling ; —
llowing Signs a
leg;;?g;g ngrér:'givégp RIEES Advanced stage of phlebitis or N WL
5 Pain along Path of canﬁula the start of thrombophlebitis / A _ )\
Redness around Site Re site Cannula Consider pﬁ P =
Swelling palpable Venous cord Treatment
All of the following Signs are |
; o Advanced stage of
evident and Extensive : Pain I — )
6 | along Path of cannula Redness thrombophlebitis / 5 M W A W | g
around Site Swelling palpable Igmate treatment Re site =
Venous cordpyrexia annula
Signature of the Nurse @ {‘ j)( 1 L ‘#\’ @VZ
A4

~

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

Signature of Shift In Charge :

SIGNAtNe:; .ot

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

Signature of Ward In Charge :

Signature : @Sﬂ
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Patient Sticker Rainbow® ) ..
Children’s @ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital .wsp”—ﬁ-
| DAY-1 DAY-2 DAY-3
8. No. SITE OBSERVATION STAGE/ACTION -~ |SCORE v T E [N | M | E | N | M ] E N Remarks
i No signs of phlebitis /
1 IV site appears healthy Observe cannula .o 0,
One of the following signs is
5 evid_ent L Possibly first signs of phlebitis i
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 1\;\;0831;;2§tfollowing Signs Early stage of phlebitis / )
Pain at IV site Redness Resite Gannla i
Al o the Tollowing Signs are Medium stage of phiebitis /
4 | pain aloﬁg Path of cannula Resite Cannula Consider 3
Redness around Site Swelling Treatment
All of th ing-Si
evit(i)ent t;;gllng:ér:lgsﬁég:ns are Advanced stage of phiebitis or
5 | Painalong Path of cannula Ee start of thrombophlebitis / 4
Redness around Site g site Cannula Consider
Swelling palpable Venous cord | Ireatment
All of the following Signs are
evident and Extensive ; Pain Advanced stage of
6 | along Path of cannuia Rediess | tvombophiebitis/ 5
around Site Sweling ptipable Initiate treatmsnt Re site
Venous cordpyraxia Gannula
Signature of the Nurse

L)

NOTE : Phiebitis greater than grada 2 buld be reported to physicians and other appropriate health care personal ongoing observation of the site should continu for 48 hours post removal to detect post infusion phlebitis.

Signature of Shift In Charge -

Signature © veeveesisecenenans

yar n-u.‘.L,"_“_"""

/
~— Ma - ORH FRM / CLINW"‘L’/ 137

Signature of Ward In Charge :

SIGNAIUNE © cvevreerr e ens s srescssmmsassassinares NG & e scrccemnnnenscnnssnsrsesneserssnens
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Rainbow’
Children’s BirthRight
Hospital . BY RAINBOW HBSPITALS
It takes a ot to treat the Mtle. \’nurR-qhtluasdeDﬂ-vm,

P LY

Date

Time :

ol

Llz

HE

| )
i

Izk&
0

L, ¢

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

aldl

T
Mobility ; A - 4 5 - o o .
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. \f
without assistance. to completely turn self independently. independently. 7{ L/)
2. Chairfast : 3. Walks occasionally: 4. Al patients too young to ambulate; [
i 3 Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
gc;n:sr::i;l:eagieigrr&e ébmé bed non-existent. Cannot bear own weight |  very short distances, with or without Walks outside the room at least twice a
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every ‘"( g‘ }
wheelchair." shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:

Sensory Perception

Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some

Responds to verbal commands.
Has no sensory deficit that would limit
ability to feel or communicate pain or

sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. 5 | H’
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
haif of body. two extremities.
Moisture Degree 1: t:mshrrﬂy mulsl: 2. Vory moist: _ 3 Occasionally moist: . B 4. ﬁa!ely moist: )
Swhich Skin is kgpt _molsi glmost f:onstantly Skin is often, but not always, moist. S_kin is occasionally moist, requiring Skin is usually dry, routine diaper
skin is exposed by DBI’SDII‘&!IOH. urine, dramaqe. etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
o st Dampness is detected every time 8 hours. every 24 hours. U Lr (-( l/{
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4.No '
Friction Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely (f
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| during move. Maintains good position LT
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times.” Y
one another occasionally slides down.
1.Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:

Nutritional Usual

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.

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/di
OR rarely eats a complete meal and
generally eats only about half of any

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.

ind IiaKe, et food offered. Protein intake includes

only 3 servings of meat or dairy

Protein intake includes only 2
servings or meat or dairy products

Occasionally will refuse a meal,
but will usually take a supplement if

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.

per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.

supplement.

1. Extremely compromised: 2. Compromised: 3. Adequate:

Hypotensive (MAP < 50 mm Hag;
<40 in a newborn) or the patient
does not physiologically tolerate
position changes.

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

Tissue Perfusion &
Oxygenation

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

Severe Risk : lessthan9 | High Risk:10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23

TOTAL SCORE

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

Evaluator's Name

P <
DR S




Support Surfaces
Risk Score Calegory Action {Plaase Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Reguiar Turning Schedule ! _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear gp eray
Advance to a higher level of risk if other major risk
factors are present
, High density foam matiress
.. Use the Same Protocol as for “At Risk” Patients _
13-14 Moderate Risk . ) o Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
‘ Alternating pressure mattress overlay
or Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overiay
Use same protocol as for “High Risk” Patients High-density foam matiress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Date :
Time :

77 : s
g

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

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.

Sensory Perception

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

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

to feel pain, or discomfort in one or

two extremities.

ili 2 = ! ;
Mabliy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. k{
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
T . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
;"E;“:I;r:eagggi:;‘? é‘oﬁma w non-existent. Cannot bear own weight |  very short distances, with or without Walks outside the room at least twice a
4 and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair.” shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment:

Responds to verbal commands.

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

1. Constantly moist:

Moisture Dogroe Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

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

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

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

repositioning with maximum assistance.

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

skirtois“::cgse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
o mois‘t)ure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 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."

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 oniy 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dI
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 minerais
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.
Qccasionally eats between meals.
Does not require supplementation.

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dI; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : lessthan9 | High Risk: 10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surfaces

Risk Score Category Action {Please Nata: Only required for children who are deemed at risk due
fo altered mobility, consider gccupation therapy referral for advice

+ Reguiar Turning Schedule
« Enable as much activity as possible High density foam mattress
15-18 At Risk « Protect the heels Gel pads for high-risk areas
« Use pressure redistribution surfaces
« Manage moisture, friction and shear

« Advance to a higher level of risk if other major risk
factors are present

Alternating pressure mattress overlay

-

High density foam mattress

’ Use the Same Protocol as for “Al Risk” Patients L
13-14 Moderate Risk Gel pads for high-risk areas

« Position patient at 30 degree lateral incline using foam wedges .
P ! g sing foa g Alternating pressure mattress overlay

' + Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk « In addition to regular turning schedule Gel pads for high-risk areas
- Make small shifts in their position frequently Alternating pressure mattress overlay
« Use same protacol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas
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PAIN ASSESSMENT FORM PO | O
. Pain Stofe i Modifying | Patient / Family :
Date Time (0/10) Location Duration Acuity Character Eactors Educated Intervention Sign
1 Continuous | 1 Acute [ Sharp [ Dull [1 Increasing | [ Yes
1 \ — - - -
@l)( \U'Nd 0 1[97 (\k&’ (] Intermittent | (I Chronic [ Aching [} Burning | [ Decreasing | [ No T L
(1 Continuous | [ Acute 1 Sharp (] Dull (1 Increasing | [ Yes
9| @ . o |lEseti f A Q-
5 /;L N )ﬂ""D Intermittent | [ Chronic (1 Aching (1 Burning | [ Decreasing | [ No '
1 Continuous | [ Acute [ Sharp (] Dull [ Increasing | [ Yes Y
‘“\?( fb‘}'(\ 9 Nﬂf 1 Intermittent | [ Chronic (1 Aching (] Burning | [J Decreasing | T No - @
1 Continuous | 1 Acute 5 Sharp [ Dull [ Increasing | [ Yes ﬂ#
F,L"\ Ua[\ O W~ | O Intermittent | ] Chronic (11 Aching [] Burning | (] Decreasing { [} No : F @f
: 2
gy [reratehny OQX&“"I ) Continuous | CJ Acute () Sharp (] Dull [ Increasing | [ Yes . \
’i——l"&— ( “0 o (] Intermittent | I Chronic [ Aching [] Burning | [ Decreasing | [ No e \
[ Continuous | [ Acute C1Sharp  CIDul | [ Increasing | —=Yes AR
Al omen = - Siaden . , ) ) >
3—/ + &1{71’-57 \ ’ 10 ' (] Intermittent | [ Chronic (7] Aching (] Burning | [ Decreasing | [ No 3 d?%’
(] Continuous | [ Acute (1 Sharp I Dull L Increasing | _L>-Yes N
> [}/ V2% Pm O/ 10 Wy | [ Intermittent | [ Chronic (] Aching (1] Burning | [ Decreasing | [ No ﬂ;;
[ Continuous | [ Acute [] Sharp 1 Dull [ Increasing 1 Yes 1
?h h( _ \"’—pn 0 ] lo | & | O itermitent | 03 Chronic ] Aching (1 Buming | [] Decreasing | [ No i @%
) Continuous | [ Acute (] Sharp- (1 Dull [ Increasing | [ Yes
[ Intermittent | [ Chronic 1 Aching [ Burning | (| Decreasing | [ No
] Continuous | ] Acute ("] Sharp (] Dull [ Increasing | ] Yes
[] Intermittent | [J Chronic 1 Aching [ Burning | [ Decreasing | [ No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours b)  Then every 4 hours.
c) Prior to pain pain-relieving intervention. d)  Within 30 - 60 minutes after pain relief intervention.

DocuNo: RCH /FRM / CLINICAL / 152 (T0)
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FLACC PAIN ASSESSMENT SCALE (1 Month fo 7 Years)
h SCORING
CATEGORY
. 0 (PR BV S Y d
" | Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smils withdraw, Disoriented quivering chin, clenched jaw
Legs ) Narmal Position or Relaxed Uneasy, restiess, tense Kicking, or legs'braym,gm' ,
'| Laying qulstly normat position, Squirming shiffing back and
Activity moves easily farth; tense Arched, right, or Jerking
Numerical Pain Scale (Ohstelric and Gynecology) ” " - — . o e _ .
I I oans or whimpers occasion ing steadlly, screams of sobs,
I : | | ! | :; _5 E I Cry No Cry {Awake or asleep) complalnt frequent complaints /|
0 1 2 3 4 5 - :
NaFain y ! Poseios Pen - Eeas;sured tg'?ccglg;al tt:ouchin;;,
Content, relaxed ugging, or bemg h Diffigult I
\ Consotability ontent, relaxe phis e icult to consale or comfort
1
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month) }
Assessmant Sedation Normal Pain / Agitation
Criterla
Wong - Baker (Pedlatrics) Above 7 Years 2 - 0 1 7
Crying No Cry with painful | Moans or cries Appropiata crying Not| Iritable or crying at | High-pitched or sllent-
Irtitabitity stimuli minimally with painful| irritable Intervals consolable | continuos cry
stimuli Inconsolable ]
No }-Iurl Huris Lm!e Bt Hurts Lmie More Even Mare Hurts Wholﬂ Lot HUffS Wﬂﬁt Behavior State | No arousaltoany | Arouses minimally to { Appropriate for Restiess, squirming | Arching, Kicking ‘canstantly awake
stirull stimulf gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
ovement movermgnt (not sedated) 1‘
Faclal Mouth s lax Minimal expression | Relaxed Appropriate | Any paln expression | Any paln expression
Expression No expression with stimuli intermitient continual
Extremitles | No grasp reflex Weoakgraspreflex | Relaed hands and | Intermittent Cantinual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fisls | toes, fists, or finger
tone Normal Tone or finger splay splay
Bodyis nottense | Body s tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
AR, BR S0, | stimul variability from normal for from basefine baseling, Sa0, less than or .
Hypoventilation or | baseline with stimull | gestational age §aD, 76-85% with | equal to 75% with stimulation -
apnea stimulation - quick | Slow recovery Qut of sync or
Tecovery fighting ventiator

~/

T
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Date / Time U
Choose Highest Applicable Score from each Category £ E j( [)/b 6 r\ Fall Risk Grading
Score Hb >, O

History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morsn:';:g)Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 O b A

Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution

None /Bed Rest /Nurse Assist 0 f}'

Yes 20
IV / Heparin Lock or Saline N : 20 1@ Lﬂ Implement

2 Moderate Risk | 25 - 50 Moderats Fol

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

Normal /On Bed Rest /Immobile 0 Implement High

Forgets limitations 15 Hiah Ri Risk Fall

gh Risk > 51 .
Berital St Oriented to own ability 0 O ;gsgﬁgg i
Total Morse Fall Scale Score: N 0 “U
Signature @, /Q/ &

Tick (") 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 fransporting 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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URINARY CATHETER BUNDLE CHECK LIST oyl | Qe
Date of Insertion: .......... é ; [ %ﬁ / : ‘)/L we e Date of Removal .......:..ci.ccoimvinmivinaian
SR \ lD%
Date =
Parameters a Shift Time 6 M’(‘Q p \
Need for the Catheter ~=+¥es [INo </a"fe5 ?ﬂn\ ClYes [CONo | COYes ONo | C1Yes [INo | ClYes [INo | [IYes [INo
Hand Hygiene _es [INo 1+#Yes Ao | ClYes ﬂo ClYes CINo | COYes [1No IYes INo | [JYes [INo
Usage of Sterile Equipment (g»rfs CINo 4{\(93 Em, O Yes f\ﬂ Yes “INo | [lYes )] INo | ClYes CINo | [IYes [INo
Is the Collection bag below the level of bladder (Bﬁ HNOC"T'EVes EFNO \es\No D&Wﬂ E\sz/ /{] No 'Yes [INo | CIYes [INo
=
Check the Tube for Obstruction (Free of Kinking) ,/C{es [1No (/u/Ygs O No o Yes [1No \Yes “INo Cﬂ%{s CINo | [(OYes [INo | [1Yes CINo
_ i E
Is Catheter dated as policy ’ﬁes CINo 4~ TIVes L’? ﬁ CYes [INo | [IYes ™o | [lYes [lpo Yes [INo | [1Yes [INo
Collecting bag is been emptied regularly? /ﬁ’ﬂs CONo | L+Yes | T No [(JYes [INo | [ClYes CINo | O3 [INo IYes CINo | [IYes [INo
Maintenance of closed system for the catheter (E—Ye/s CINo /D—VBS’ [CONo | COYes TINo | CJYes [INo | [Yes %b\ \\ 1Yes [INo | [JYes [INo
Dressing clean and dry? /E’T(es INo (E)'Yﬁ' [(ONo | ClYes CINo | [JYes [ONo | ClYes CINo | [ [INo | [1Yes [INo
Is the line removed as Policy? _=Yes [INo )Z%'s [(ONo | ClYes [CINo | CJYes [INo | ClYes CINo | [IYes [ %\Yes [1No
Performance of Perineal Care (mes “INo Yes [(INo | [lYes CINo | (JYes [INo | [lYes [INo Yes—CINo | O [1No
Onset of New Fever [1Yes #TNo | [Yes ‘,:No/ CJYes CONo | ClYes CUNo | C1Yes [INo | [1Yes CINo | [JYes I ﬁ;\
Asses for the leakage at the site of insertion /B'Yes CJNo | [¥8s [INo | CJYes 'No | C1Yes [INo | (I1Yes [INo | ClYes [INo | [IYes [INo
Name of the Nurse M /g/,\
Signature of the Nurse @ Q

Docu. No. : RCH /FRM / CLINICAL / 114
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- HHHHUIIIIM"IIIH [l ospita - | (@ memmrs
STAT / ONCE ONLY DRUGS
BN ... coecriineeiniaretossasinoemipareassnitastisiineiess iss o abssvER potnisspbiasem s ORI IS Weight: ('([:) ..... kgs
N Sheet NO: ...........coovvuee.
DATE TIME MEDICATION O o | RUE 2 SLG:::::RENUMZ i 'g
‘ >
N | Ym TAN-ParnceT™™ oM ™V @ &/ 6 § i
QO w
T S v e I 17 2 L € =
e L\fhioom“\ﬂ/} ‘ E E
s
P -
.y

Docu. No.: RCH ~ 'FRM/ CLINICAL / 136
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Rtakes 2 fot to trea the Ieie. Your Right to a Sae Délivery

MEDICATION RECONCILIATION FORM

Drug AIBIQIES: ......cveeeeieieieiiereeiee e

_+Not known any Drug Allergies

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

Shifting From: ....c.ooveieeeeceee e 110 (1 RGeS, | e O e e
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, ) | FREQUENCY | pgig /Time | ARISSION
1 Oc Obc
2 \ JC OJDC
3 \ Oc Coc
4 (JC [IDC
5 ¢ e
N
6 JC OIDC
7 (JC [IDC
8 \ ¢ CInc
N
9 b 0JC CJDC
10 OJC ODC
* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / vszf;frn BY

Doctor Name & Signature : ............... %_ Oﬂqvfua ................

Date & Time : @/?f%@%am ......................

D
Nurse Name & Signature: \MW\QKQ ......

Date & TIME : ..ooooeveereeeeeeeeeeeesesrrnn, £ ﬁ’[lc ....... @)@A_"/] ..............

~ «Docu. No. : RCH/ FRM / GENERAL / 090
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It takes a lot to treat the little. Your Right to a Safe Deliver

NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS
Date: —:}I:F/% Time: “/L“ ..............

9
Orlglnj&’\al\é?l‘/\ Height: .......coveveevcneee. Weight: ..o B e
Food Allergis: ............. N DO AN Ao
D|agn03|s ....... 'TLH ....... 4(7)90 ............. P ..........................................................................................
Q
Medical History: .......... M \ ............................................................................................................................................
Q
Surgical History: ........... N,l\ ............................................................................................................................................
1 Vegetarian _)Zﬁlon-\legetarian ] Vegan

Diet Advised: _@g ................... D 16/1[—- ......... Joon.. 1 C/h ...... (% :\dfz— .................

Patient’s / Attendant’s Dietician’s
[

Signature: ............ s ... Signature: ............ 2 ............................................

NamE: .......oovvn. W:}m ................................. Name: . C)M/Ha v C;\
Date & Time: %[}(}6}“4"’\ Date & Time: . } 2

Doc. No. : RCH/ FRM / CLINICAL / 186 (PT.0)




PATIENT TRANSFER FORM

\%

Rainbo . .
Caioaws | @ BirthRight
Hospital .

It takes 2 iot to treat the little.

Patient Name & UHID No. Date & Time of Admission
HNH-OOD‘ISHQ

| Or. SANTHI AN (F)

s Y.'Z’fff“ b3 @ 9%

Date & Time of Transfer Order

b6 & o

Ui P s
Jr vumisho

Reason for Transfer

s

From Unit To Unit Information to Attendant
Preqpast 204 o Mol
Number of Sheets in Clinical File Number of Imaging 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

1, /7[,

24

4,

5.

Shifting Summary / Notes Written by Doctor:  Yes| | No[ |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

(Nuteloyy 7 rariSha

Patient & Clinical Records Received by :

aJCf\

Date & Time of Patient Recewetqi : r &-ﬁ‘\’], E}/\% D ’\NV\

If the transfer order time & Completion llme is mor\H'Ifan 30 minutes, please tick the reason mentioned below :

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

|| Available Bed not ready

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
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ADERATION THEATER NOTES

HNH-00016319p IP26-00006757

Mrs KAVYA
Patient's N o SANTH : :
S NamMe . Or. SANTH ANTHARVED) ) i Age ..o GeNder : .........ivesisens

UHID.: ............... m ’ ”!”””,,’,mmm m, ”"" AN S s v Weight : ...................

Surgeon: L¢. SwaHj Asst. Surgeon: By« Ding,
Anesthetist : OT Nurse :
Surgical Procedure :

To ted Lapewotinpic ”‘Jﬁl—e«k{cf-ﬁmﬁ\ * E>\L SalP Nﬂ(t?‘\mu}

43vouzro )

Indications for Surgery : ALP=L"
FIBRO\D
Date: ( :"[2@% ‘ Start Time : End Time :

PRE-OPERATIVE PREPARATION :

OPERATIONNOTES: - Pi— |y (o 2 HwBrw pesidhon

Primass po—1omm o cﬁuM(g,uf. ’._’&,_g_-— iy

j_ﬂba——d) - '\-&M“h

- Ukws - (Y wed G e Muthple ol  beed

= BJL falloplan buhes — Noonal: BIL falleluig

"raove d)

= 3\(1, Dresies — NOUma] .

- Proceded Wi folal laposcpic HmLequ
4+ Bilati) Qo\nu\qc_d'vm 4

— Cpeimin Atk h vaspha
T \w exa ‘x Ao -2 ~o .

« —Hlewnaly ffﬁqahm & cuchon dons

/ www.rainbowhospitals.in




- Mo pus lanes  Seuwsed

Bjt Whiktue  hews lalsos Visualued sk Hy -

o U’d‘:u'\‘( dﬁa;-
e (fuﬁfogﬂm. U b‘lf\j

%beu'mm U + Lot B\]L Eellolmin Tuhe .

POST - OPERATIVE ORDERS :
~NBM wf% ecclecs
— WECUW -~ Rk @roo
= \\/‘A‘WH\)\DHU ~ Q(S{\J\M.
M o CUhasted
. Ilo Chouhng
Me—vwhu UJ—&QA
— Snboumn o4
-—C.MDW

~ploas Ziay M 1} pofoixe BJ)s

e CBM PfN[cyxv 7€D

3 T~
thj,_m_c[:os‘»bNﬁf U -) s

- <t7v\,} PANTOP O, O P
o ONDPEM 40\% ~S&)

...WMWT:E’;:W.’.

Consultant Surgeon's Name Consultant Surgeon's Signature

Date : 6[%7—016— ....... Time : 1})‘3)“"“ :



———

|P26-00008757

“NH.oﬁﬂ1‘31°
Mrs KAVYA
09-00-1982

PRI

"Vl

2z
Rainbow" . I
Children's | @ BirthRight
Hospita[ . BY RAINBOW HOSPITALS
It takes a lot to treat the litte, Your Right to a Safe Delivery

LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: .......(. [A\D’ 5.

Baseline Information:
Admission From:

mgu

Do you require an interpreter? _+-7VYes

Primary Language:

Source of Information: Aient

Personal belonging if any: L1 Jewelry

(] Nose Ring

handed OVerto............o..........FaAs e“—frv&m.ﬂ?e% ............................. |

[JER  [JOPD w@n Desk [ Others: specify

1 English
[ INo

[ Family

L1 Hindi

[ Others

[IBangles [ Anklets

[] Others

L] Finger Ring (| Bracelets

, \J
Allergies: [ 'Yes [-No [ IMedications
If yes , identify

[ Blood Transfusion [ Food

IO, | O

........................... s

WL T 1] T e S S P L v e

W ....... QUO‘Z] ....................................... Name of the Doctor;

Doctor Notified on Admission”

“TlYes [

Past Medical History: Obtained From

| Patient

L1 Family Member

["] Medical Record [ ] Other (specify)

Past Medical History Past Surgical History Previous Hospital Admission
/-’ - —
Blood Group: .........cccocooveveeecernne LMP: .o EDD: ..................... Gestational age during admission: .....................
COMTACHONS: . iusiimmsviismsiioissssisssssmssvensisssbbizessiti Vaginal DISCRAIGE: ......oovevieiiriieecie ettt
Obstetric History: [ P.. Lo, B i iarssne Previous LSCS ................
Height: v Weight: ............
Temp: A6 HR LG ed e WolXO..  s0.. /...

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

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

[ Twins / Multiple Pregnancy

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

(PT.0)
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III|IHII|||||||IIIII|||II||III||I|||

Family History}vml Abnormalities Detected
(] Heart Disease [] Hypertension [] Diabetes [ Stroke [ Seizures [J Kidney disease

] Liver disease G 11 D D SRR A

Pain Assessment: Pain: [ 1Yes -<TNo (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: [1Yes <o  Score O ........... (complete the Morse Fall Risk Assessment Sheet)
P

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
] Mobility problem (! Walking Problem Mormality Detected
[ Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: <
1 Overweight (] Poor Appetite > 3 Days OJ Negds Therapeutic Diet.
[ ] Under Weight [ Diabetes Mellitus m Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
~TCam & Cooperative [ Restless 1 Depressed [C] Agitated 1 Confused
T OBIS oottt ettt

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: "] Single AT Married [ Divorced ] Widow

2. Special Habits: Smoker: [ Yes £ 1No Alcohol Abuse: []Yes _CiNo Drug Abuse: [1Yes L2Ne— u
£

Social History: Lives With ....................% 24, U .................... 140 ST

Orientation has been given regarding the following aspects:

Call Bellin Reach: []Yes [ No Waste Disposal Explained: [Yes []No

Infusion Pump:  [IYes [INo Hand hygiene Explained: ] Yes [l No ") Others
Above information givento .................... s O

Name of Person Orientation was given to: *h’(' ...... \'(Q s, T

Orientation not given Rason: ...........cccocevernrnnnns \\\t 'ﬁ' .....................................

Nurse Name: dbk\-“q ......................
Date & TiMe: oo 6ORE

" \
)
Nurse Signature: ......... @”
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PATIENT TRANSFER FORM Hospital | s T s
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
WA
::“ﬂ:;:m IP26-00006757 é bfb’é @ 9“.)«[4 ) B’f"\ G[)‘ ( @ O(f 6 6

08-09-1982 43Y9M27D
Or. SANTHI ANTHARVED| () Transfer Ordered by Reason for Transfer

T |
Pyt PUA T

From Unit To Unit Information to Attendant
Yes.+—  No[ |
Py ¢ posk 5T
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

{0 ge= Yes[ | No[]

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

1. LL (oo ol __s________,m

2. —

3.

4.

5.

Shifting Summary / Notes Written by Doctor:  Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

M"’JML&! @ Dy Du@\
Patient & Clinical Records Received by :
%aw/za @_- Qq.‘@’ﬁ”fh

Date & Time of Patient Received :

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

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




)
Surgeon: ........... "ngfm%
et o ol 1111 T

SURGICAL
SAFETY CHECKLIST

Anaesthetist ; .....

Scrub Nurse : g ,ﬁt\%&#{}; | Date:

HNH-00016310 1P26-00006757
Mrs KAVYA

nn-no-mz aayom27o (P )
ANTHI ANTHARVEDI

.. Surgery Name :

[7 //{ In-time : ’Ooa‘ﬁb’ﬂtnme

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Sah-Uthwfr

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Pulse Oximeter on Patient & Functioning v‘ﬁs [INo
Does Patient have a:

Known Allergy? CYes MO
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance

Available IYes ;No/

Risk of > 500ml Blood Loss
(7ml/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned Jfes CNo [NA

Blood Units Reserved M‘(s CINo [1NA

Has Antibiotic Prophylaxis been given

within the last 60 minutes? es CINo [INA

.~

Anticipated Critical Events

Surgeon Reviews: MJ"\VK
What are the Critical or Unexpelcted &

Anaesthesia Team Reviews: W
Are There Any Patient-specific Concerns® (fes "'No [INA

Nursing Team Reviews:

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

Is Essential Imaging Displayed?

Steps, Operative Duration 1

= ,) .
Anticipated Blood Loss? b NQ M 'NA

'.Y(iDNA

Yes CNo CINA

@..I.O.-‘.J..‘Lﬁvva :

SIGNIN  Time... 9550 TIME OUT Time..._ (D2 LA [ SIGNOUT  Time.| @ 7200

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

Identity s N0 introduced themselves by Name and Role ¥es (/No The Name of the Procedure Recorded ~_#Yes "IN

Site ZYes [1No Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle g

Procedure s [1No Nurse Verbally Confirm Counts are Correct (or Not Applicable) / Yes TINo INA

Consent fYes [1No Correct Patient (Check ID Band) ﬂo The Specimen is Labelled (including
Site Marked CYes CINo LMK Correct Site [1Yés No patient name) /Ivgs [INo C1NA
Anaesthesia Safety Check Completed ;»’(55 CINo Correct Procedure M{] Whether there are any Equipment

Yes /(0 C1NA

Problems to be addressed

To Surgeon, Anaesthetist and Nurse:

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

/Ves CINo

Signature :

Name : ’Q\ .....................................................

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




PAT!ENT TRANSFER FORM

HNH- 00016310

T MraKavya IP26-00006757
09-09-1982

:
Or. SANTHI ANTHARV kD o,

I gy

- = ®
Rainbow .

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

Date & Time of Admission

gh[t{ 1S,

Date & Time of Transfer Order

\ \]’C‘Qiz Whm

Treating Consultant Name Transfer Ordered by Reason for Transfer
DE=
T ( OV Same bs vadtan
(‘D\{_%mﬂ%} DV gumm R 0 Sth ;
From Unit To Unit Information to Attendant
O] e QOHC Yes| .~ No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

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

e

Yes[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
P
1- (o @)
N S
3.
4.
5. /
Shifting Summary / Notes Written by Doctor : (/ﬁs ] No[ |

Name & Signature of Person who is Transferring

Glzo?* wnl

Name of Person Ordered Transfer

Dy g ami 1

Patient & Clinical Records Received by :

| oo

Date & Time of Patient Received :

AR

Hab @121 30k

If the transfer order time & Completion time |s 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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INFORMED CONSENT FOR SURGERY OR E?\ii?dt:%\:l;’s ‘555&501%3"
SPECIAL PROCEDURE Hospital | (g uumeoriems

Patient Name : N\fsb:xj@ Gender:DMWe Age: ... .9.3.@‘9 .............

UHID NO & oo vess e se s Date : ﬁ-.a“z(s ..........

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)

................... m tm%mmmmmwwe@mw
11,0 | [ S
..................... fms\mwa(Nameofthepaﬂent)

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

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

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or

the hospital staff responsuble forany untoward event there
1. ey DL DoV ‘T).vn-f.sfm....‘?. ...!:u/nad’or 5( ‘X{P‘(Q’_{NQU

B \m.a‘?‘.v:mﬁ.ﬁ..z. . t*j ......... LDW"/ ....................... Qv....v.&.'. ....... ’L,.:wj‘v b & ]

My signature on this form indicates that

1. Ihaveread 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. 1havereceived all the information | desire concerning the operation or procedure and

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

Name of the Doctor who is performing the Surgery / Procedure. .........................20. AL At by
Consentee : Patient Attendant :

b 5315 STET o R Signature : . g

Name : %N‘rsko\o - S Name : . S A o S meon s

Date & TiMe : ..o %T..(F?.fz.e ........ &awn, Relationship with Patient; ........J [W3hoaS ..
Date & Time : 6/9/16 ..... (@&arr,

VRRRRS - Doctor (who is taking the consent) :

Signature © ....ooevenneen g.) N SIgNALNG : ....... Q‘gf‘{' ........................................

P CAMME """"""""""""""""""" Name : ......cooeeeee. Q“c\’?% ......................

Date & TIME : ..o 0N e éh{?ﬁ@ oo

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




CONSENT FORM FOR GENERAL / e ‘Eﬁ!.’iﬂ'ii%&f
REGIONAL ANAESTHESIA / Hospitay, e
MONITORED ANESTHESIA CARE

Patient Name:....M;M.:.kA.w.a ...................................................... Age: Hug....... Gender : Male O Femair;F_’l/

UHID NOHIMH = 0001 6.210.......... Surgeon Name .. S INE I oo
ANZESHESIONOPISt : I ... IR oo eess e sss ettt
Operative procedure planned : ‘TSmLMP—BﬁD&COP\QMQT%CTOMV

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

O Heart disease [ Hypertension [ Diabetes mellitus O Renal failure

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

O Incapacitating Cronic Obstructive Pulmonary Disease

cp»f)ﬁmrs Q-\-(.mm, %\M@JNC&JTJ%@M&M'M,STW@M o

Comments : ‘Q ......... C-o"m .......................................................................................................................................
» Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon @/ my patient
N Wkﬁ\)‘i—ﬁ ........................... the above menﬂoned@/ Diagnostic / Therapeutic procedures
TTOEDL. LA ERASCORIC . S TR O e

" | authorize and give consent for anaesthesia ( CJ Regional /,D-Gmlesthesia / O 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: O Yes /B‘No/
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness :

Signature : (ﬁf;ﬂf .............................................. Signature :

Name : f\«?vr\ ..................................................... Name : “U}ﬂ”‘S\!oﬁef"‘ ....................
i

Relationship with Patient: 5"6 ............................. Date & Time ; .......& A’D'G’ ...........................

Date & Time : .....G. “)961 ......... S eam. .

Doctor (who is taking the consent) :




N

. Rainbow® . o g
Department of Anaesthesiology Children’s @ BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .

Proposed Operation: ....... TLH '

B.P/CRT: N0 .ﬁ?}ﬁﬁ .............. Weight: 46 ASA Physical Status: 11 M/G(S 04 45

{) Laboratory Data:
Hgb: qo ...... Glucose: 8& PO o coiuvanssissnsaigiss X-Ray
oy ... 24 0 UFE: A e (g LN = V= 74/m
WBC: ...... 5600 (0115 | MO BIE woiccoisiiinauninses w EE 66 /
Plate: ’%BOb NG s DI Bl e Stress/Anglo: .. oKL W M 4—
21 EO g Lo R LR e Other: ...............
PTT: 30“{ ........ B e s BIKPHIDEY idsimieissis valnes
INR: 0‘47/ MOF+ ceeeerrereerreseeeennnee AMYIASE: ..oovvrroerrrreercnne

1} B SGOT/SGPT: ..ooooo. Allergies: 5 d @

Medical History: CVS: / 2
ResP: Ado WW medyes] M Diaetes:
CNS: /
Renal : /
Hepatic /GE:  / Physical Actiity: NYHA-L, METI> Y .

oves: [hly — L5 10 t/Y"' /bMﬂ vy .
Past Anaesthetic History: _/(a/) W 2lon ;§¢. > /0 y,w %0’

Physical Exam: W
Airway: @2 34 Mouth Opening; qu/ Mentohyoid Distance: 372  Neck: @ Teeth: LA OF—

Lngs: (P ceemmm
Heartt (4, ¢ Mo

CNS: > .

Pregnant: [JYes [No [NA Venous Access SWpine Exam for regional : =
Anaesthetic Plan: [1MAC ([ REGIONAL 9,«'{[1 LMA e

Peri-Operative Plan Explained to the Patient: Yes o No

(’ HO VA

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructiong: ?
P ; . DVT Prophylaxis: /) (24 ————7‘—‘ Arn
- #Ztﬂ L= Water / ORS 2 Hours
/ = Wa

. NIL ORAL<: Others 6 Hours

L=

. Post Operative Pain Management: [ Discussed with Patient

2 OTEEBY . arseme € erous e

1
2
3. Informed Consent: O Standard T High R|sk
4
5

Docu. No. : RCH /FRM / CLINICAL / 044
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Pre Induction Assessment:

]

ANAESTHESIA CHART

%

Rainbow® . —_
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takas a lot to treat the litte. Your Right to a Safe Delivery

Change in Patient Condition: ] Yes ﬂ/No Fasting Status: A4 -
Physical Status: L+ Patient Identified -~ Consent Present =~ Chart Reviewed
I N P 4 -
H.R: #a[m ] B.P/CRT. l"*’léb [Sp0,: 160 7/. [RR: 1B *m [ Last Feed: 6 Agvd
. '
Pre-OP Diagnosis: ... Y289 “C oo, Operation: .......LLH....
Surgeon: SV [ 0o 5'“‘! - Anaegthesiologist p,l’am/ﬁr . B
- TIME 17 N,
NOJAIR R0, APM
HAL®7SO /SEVO
Drugs: .
T ’Wa‘ HC! o Supposito
N 9 /20mceL]l RPPeSy
‘PN LV 1od 71r TLHRMADOL 100
RNV v [
Mo ’ (k4
LAEACCTANC | /ppd Tv7 0O
Blood Loss
FIO, /Sa0, 780 [/7% /0 [1gu (W0 WV | WD| \WJ W)
ETCO, Y (32 (%0 [ 33323536 | 3]
ECG ol | S 0 el % SLSE.G
Temperature 26 —rt> +— =2 NOTES
Urine Output
J s ava Tyl > S
£2
BP 240 -
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Tourniguet off Time 160
140
Throat Pack In
Throat Pack Out 1208~ r 1T ot
100 n 'l‘ ol - NV
&
B’D \ - ]
50 HH-A-AADAL -
40
20
10
0
ABG
LAB Values
| GRBS
Others
Eqmpmem Checked and Temp: Induct Regional:
ctional CANE (] Fluid Warmer B%/ﬂ o ity Specify: ..
BP (L ' \/ [] Cling Film ] OH Warmer [ Pre 0, RSl [T] Spial [C] Epidural [l Caudal
Cuff Site: ...\ A8 MQger‘s [] Cotton Wool (] Others DHNBIS: Neorececsesniensnsnssnmsmssssasnsssssssasmssssssssasassass
Art Sit 2 L
|—] . L:ad 9‘ | A = Gther = ] SGA Position: ..\
M)‘mp e | Times: {om ] Airway ] Oral ] Nasal Site: .............
= FI0. Monitor ANARS SHArE o L NS ETT# .. ? at’JaCB cm Needle Size: ... \,.....ocenrent
AT Agent Monitor OP Start: 3/ (30T I Nasal ETCu Piristhesia [J
\/IHSE Oximeter OPEM: ... oo ihdlimissiirgisisesisnr E Tracrleostomy O Toﬂicﬂl Catheter at skin .......\......... cm
\{(P wis Leave OR: ...... \ o 0T e e Drug Name & Conc:
,Z/S:milator Anaesthpsia: ‘)’ ] Awake [l Direct Vision Bolus: ...
O Newew A i Video Laryngoscopy L3~ Siylette / Bougie Infusion: ...
Monitored Anaesthesia Care [ Fiberopti Bl BIOCKLBYEE:....ooomumiasrsmsssmmrmssssssssmmissosisissiatsssiiinisss
Posjion: [ Regional Blade# ......=1.. Attempts: & ... P
F‘TBSSUFE Pmm Chacked DIfficulty WRYT ..o i iciiiimsmasisssassasasasunse Cmmmmmmmm—
Line (Size & Location) Transportation to
Eye Care: I CVP: . [ Bilat = BS +PACU licy, [C] Other
00 3 {f 1 Semi-Closed Circle Relaxant Reversed Yes [INo  [CINA
%Zinu z}a ig 6‘ @ Bl kel Name of the Doctor : ;
aw. 0] Other
L) Awake :w; Signature of the DOGION ©......c.......




|P26-00006757

:’:{:E;E::“’ aayomzro (P e
:"": saNTHLANTRL Rain L‘fw” @ - e
o i | @ s

POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU by : AR ', 924 o
ol Y,
N

\\: n I"’I \
250 250 it - p\ M'
= S0 IV Cannula Site : ................ 425 1% \T-....
" 230 230 | [] 0, Mask [*] Masal Prongs
220 220 \ B
= il 310 [C] Tracheostomy l; T- Pleca-
@ 200 200 | [ Oral Airway [] Nasal Airway
= 190 190
180 180 L]
=2 170 170 | Vomiting - [IYes [dNo Drug: MP(’Y\Q/X
o 160 160
@ 150 450 | NG Tube: [ Yes [JNo
v 140 140 | prain: []Yes [No
130 130
A 120 s = 120 | Urinary Catheter: "] Yes [ No
) 10 2 10 =
%) 100[ 14 T~ 100 | Chest Tube: [JYes CJNo
?\_gﬁ oo | witoral []Yes [INo
= C
s & YN s 7 | GS: ol
& 50 50 Oral Feeds: M_{/{
= 40 40
30 30
v 20 — 20
A ] 10
0 0
SPO,
POST ANAESTHESIA SCORE N Mes ot SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
Able to move 4 extremities voluntary or on command =2 - » .
Able to move 2 extremities voluntary of on command =1 ACTMVITY T 1 O Q, A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deep breathe & cough freely =2 A
Dyspnea or limited breathing :é RESPIRATION 9 EL, / E ii to thi tob lained in the
Apneic = Xceptions to this, are e explained In
BP = 20 of Pre Anaesthetic leve =2 i i inian.
BP = 20-50 of Pre Anzesthetic leve =1 CIRCULATION % 2 Q‘ 6;) space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0 E [ =
Fully awake =2
Arousable on calling =1 CONSCIOUSNESS l 9 ‘2’
Not responding =0 - o I
Pink =2
Pale, dusky, blotchy, jaundiced, ather =1 GOLOR Cl__ ‘2" @ 62
Cyanotic =0 = - -
TOTAL 3\ Ql \O_ ) 6
S -t

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature

1Y \avin - o No1T e S {

G\ 2 Nore ymo ] (O

Pain Tool Used: [ NPASS [ FLACC [ WongBaker AL NPS

Anaesthesiologist Name : \/\/ ) v Y LIS

Reassessmenl Frequency:

1. Ewery 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

Anagsthesiologist SIGNAMUTE:  ......oocooooeoeresesreser b-; JBftee 24 hos ey 4 bours
c.  Prior to pain refiving intervention
Date & Time: d.  Within 30-60 minutes after pain relief intervention

Transferred to Unit by {PACU}:&,é ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,
Date & T!meé[’?-[?_{q,

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:
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- = o
Rainbow .

N\

Patient Sticker Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes a Jot ko treat the Iittle, Your Right to a Safe Delivery

Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
Date: ovrerrecnerecsnnensnncntarenes L 111 Procedure dong bY ...
CSE /Spinal /Epidural POSIHION & vvvevervaerernns SPACE fvrvrvrerrerreererreeereneenneans Technique (LOR/LOS) .....cceeeenveee.
D111 M Catheter at SKIN: ....co.coererersreneeenererereneans AHEMIPES £ ooveerceereree e sressesnnes
Parasthesia @ YBS/NO If YBS ABLAIIS & ..o mranesnsrsnsecrens s ranr o ss et st bas st st st st s en s s se bbb bas
SOIULION GOMIPOSHION & 1vveivirrerreriarimissisiisniesisiseiersstseibinesaseababessassasasrassssrassesrssstvast sarsasessrasssrassensasssvasssssvavssnsessaraes "
Any other issues : - «
) O T
D) ettt e e ses s e Ry s e e e e Ao RS EE RO PA AL KOS e et R e R e reR R ae s raeneaae
i Infusion Rate Level Maternal

Time (mi/hr) Bolus (mi) Left Right | BP | Pulse FHR Comments
Delivery Defails : ~ Time ! e APGAR: ....ccerenrerennen SVD / Instrumental / LSCS (if LSCS Detalls}
Catheter Removed by and Tip INSPECIBA :© ...t siesmisens e isssrssssssssasrssssssasrssssasssasrssssssaenes
Patient SAlSTACHION & ..ivciiveriireeniiieirieseeersrsrsss e nrrassassassstsssssssstss s s sisssssesssssssanssssessensaseanessossassassesasnessansessansasssnassessassantas

Discharge /Shifting ordered by
Doctor Signature: ....... 3 T
DOCION NAMIE: ..covicriiriiriniinineninsisnememesersasisomsosmessens

DAt AN THTIB § 1vverrerreeeeeeeesreme e eeeesassassensssssssessasesrnsssnanssnsas
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.. cooo2 103 cminpows | @ BirthRight
s fospita | (pzenemeres
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)

Patient Name: .,"‘.'[o.l Kaullion Age: 132N, Gender: ? C»iwuu_c_
UHID No: WMOH -00012I0 ¥ 1P No: 26 -00006TS T pate: 617126 Time:
Diagnosis: T l-f U [
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI - s
2. | Morphine Sulphate Inj. 15mg/MI S Mg O !
2h 3. | Remifentanil Hydrochloride Inj. 2MG J Sy
_ 4. | Remifentanil Hydrochloride inj. 1MG T
Doctor Name: |71 =4 fy. ';Al’\ﬂ Doctor Registratjon No: -
\ U Tarace [Fpap [ oY N
Signatt%;e;\ ‘SA\F//
i\
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dlspensed)
IP Registration No: :) (‘-OOO("?S:] Date: ...... ( "f& ....................

Aadhaar No.of-the P atlent (ODHONGAE: .-.ii%. i i.sstalimrs ki this Ak eseiatsh s ke s thsssosay Sobsobisegaddis

‘ |
,L1. Name: ) ‘[r_:}ﬂ) iw x s : R‘e_r\narirs } e :
3] e (& AN AR 2R T T2 TV VYT,
2. | Complete postal address (with contact number, if any) Jﬂ O% J SO Ff"‘ JC
3. | Brief description of the illness . TLH
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) .}J)
5. | Details of essential Narcotic drug dispensed f "\D" T‘"rlu'u ISy
Signature / Thumb .
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient! | Remarks, if any
. 1k Patient Attender
% ST R AL AP _
2k )V el Kmg | Ol
"l -
& - S ‘.J , I\‘ ” 1
Dispensed by (Name & ID No.): ......... '....f.m ................ e 3 ......................................... Signature: ........ Suiadine o
Y AT
Received by (Name & ID No.): ........ L(‘NUOU.“ ............ (\|‘,7q1| ........................ Signature: k ...... A

AHa o T e

Docu. No: RCH/FRM/ CLINICAL / 133
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Byt Rainbow® : H
bt JURE Children’s & BirthRight
Lo ' Hospital BY RAINBOW HOSPITALS
/ 1t takes a lot to treat the Mule. Your Right to a Sal;bnl.'inry
(MEDICAL RECORD)
Patient Name: / | 1 Age:, - . Gender: |
UHIONoyjand - rpebt 2t 8 PN 75T Dati.,i’:'{ Time:
Diagnosis: U [
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI
2. | Morphine Sulphate Inj. 15mg/MI wGIREY )
|3 | Remientanil Hycrochiorice nj. 2vG i
' 4. | Remifentanil Hydrochloride inj. 1MG
Doctor Name:| [ A Doctor Regisfration No:
: \y ‘ T < NAr ;pnr*! JR S EY
Signature:- \ps - (
g ” ,-\L
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: 2 b onon b o NP A 0 ]
AadiaarNe, Ofthe Ratient (ORHONAN:. & /L v st e AL resve vesi¥asis 45545 s 41558 sss
™ 1. | Name: Remarks
2. | Complete postal address (with contact number, if any) & veer Ch € 845 L4 L i'- {i
3. | Brief description of the illness " =0l
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded) "
5. | Details of essential Narcotic drug dispensed _H'.' D1 ok
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
Dispensed by (Name & IDNO.): ....oooiviiiinniinnvieninin H\ ............................................. Signaturg; szt Sl

i

Received by (Name & ID No.): L~:! Signature; L......5a. ) Soilih ke

0 T o o A R SR

Docu. No: RCH/ FRM / CLINICAL / 133




N

Rainbow® g

41 96- 0000 911098 Children’s BirthRight
o = Hospital .ﬂ*wm_ﬂt’_s_*ﬂ#ﬁ
1t takes a kot to treat the itie. Your Right 10 a Safe Delivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
PatientName: M3, . K01 jue Age: 4 4 Jys Gender. |- em[;
UHID No: W (UM . O o |62 h\l IPNo: 26 -Cv0b75 Daterf _f ',’i 26 Time: a v il
Diagnosis: TLH O/
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI 100 Mg 01
2. | Morphine Sulphate Inj. 15mg/Mi
3. | Remifentanil Hydrochloride Inj. 2MG “‘*\.-,l
4. | Remifentanil Hydrochloride inj. 1MG L
Doctor Name; TH+ - Sk . e"‘kg Doctor Reg|strat|o No }_ i
\ “TEMC r]l'—f‘ R J0AAaS
Signatuge:—~} S~
# e

=

NARCOTIC DISPENSING FORM

APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
o ‘ ¢ ils) ok
IP Registration No: )'{Pr(\CG'5:} Date: OO
Aadhaar No. of the Patient (Optional): ............cceiuieiieirieieiine st e
— 1. |Name: M3, Waly 4o Remarks _
: , e Oy (.;:i -‘c'.‘btj. ¢ ti‘-uﬂ‘(.f‘(:a_' -'»:.,‘_,‘_,—“

2. | Complete postal address (with contact number, if any) ) ]

3. | Brief description of the iliness TLH

4 Whether registered with any other registered medical practioner / ,

" | recognized medical institution ( If yes, details of the recorded) MO
: g : : gy [
5. | Details of essential Narcotic drug dispensed ( oy
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
i 1
6Lk [ .«'tnhm( ol
U
Dispensed by (Name & IDNo.): ............. i T A R T A Signature: .. ;
) Vallar 017 U wu

Received by (Name & ID No.): ..... L.* ...... \" ........... LT C ‘Q) ' .......................... Signature: ....... “/‘ ..... q” g,J.,

B s [ 7 i

Docu. No: RCH / FRM / CLINICAL / 133




%
Rainbow® . e
R e 1 o Y Children’s | @ BirthRight
£ ~ I E Hospital .E‘i‘;"ﬁ?ﬂ‘ﬂi&‘-’r
1t tokes a kot to treat the Fite. Your Right (0 a Sale Delivery
(MEDICAL RECORD)
PatientName: ,,, = Age: - | Gender.
. SR B are RN 17 o - RS , : o
UHID Na.y,l ‘ ’ " IP No: _ £ Date: e Time: :
Diagnosis: . i /
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI _1 "
2. | Morphine Sulphate Inj. 15mg/MI g ‘
3. | Remifentanil Hydrochloride Inj. 2MG i
) 4. | Remifentanil Hydrochloride inj. 1MG S
Doctor Name:p, -\, P e }, Doctor Registration No:
A A (! T e b AL pE » B
Signature: } .o~ \ mc e /
e
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: ... .../ dindinie e v TN, Date: (o 5 B feeeeeerinnaes
Aadhaar No. of the Patient (Optional): ...........coouiiiiiiioiiiiii e e
.;“-\ 1. | Name: g1 Remarks
2. | Complete postal address (v{riih contact number, if any) * focolaru
3. | Brief description of the illness oY,
4 Whether registered with any other registered medical practioner / i
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed i
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
L " ]
Dispersett BYUNAMB RUBING.Y: 5 . . rbsss inmssvimis fsiis s s rogsmmneesneteva ik s sy s seambosbaNeAcens SIGNALURE: o ey e
Received by (Name & ID No.): .i.......... ., ............................... Signature: ...L......0et L AR ALy o
PITIE:: 5 CR ) oo o b oy

Docu. No: RCH/ FRM / CLINICAL / 133







