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STIMATION SLIP e g_gg_g@: ki
1?131!70% UHID / IP No. Al
. of Patient: A q g ‘ _‘_Zﬁﬁcnder E
s *s Name: M " .‘-(-;;' p A Corporate / Occupation:
dress: fz'mﬂ(([ _ Phone: /'?r(‘ LR 10040  Emair
cedure /Plan: /[ )| d s Py 1£4 Jﬂflﬁ_&" 22 Dos:
YDE OF PAYMENT: L] = sELr (] TPA: N dvidia € M-A .Ocrpsa: OTHER
RIFF INFORMATION:
Particulars Package Amounts (Rs.)
| Room Category Normal Delivery LSCS
" Shared Ward
Shared Ward
Twin Shared Ward
Private Room ~—3 Ak - ' ! lee -
Super Dsluxe Room I ANen. A f ) X
Suite Room 14 <A «
P incl ackage Room Rent, Nursing Charges, Room Rent, Nursm Charges, 2
SRR e R Doctors ForSurgefaneemd Doctors For Surge:n.rFee m‘;‘«‘-‘dbtﬂ" (
Starts from the time of Labour Ward Charge Labour Ward Charge
admission) Length of Stay for: ) M Length of Stay for: 9 M j
Pharmacy up to ) - 7 Pharmacy up to J
| Investigations up tpj W i Investigations up to : .
oers \tA Loy B Ml 1 Iy £, 25K M‘q? Al Iy o lvded ]
|

Neonatologist Charges{/ [ Covered EI Not Covered __E_!Iglélé Entonox: [l Coverdd CLNGt Covered

Initial Minimum Daposn

RP"‘ARKSMWL{_ ,ﬁwnf: 36& VMMM K[6 ﬁk,g:'{t(
L. R.....nehgib:hlyupwulymbjectm the Pac Taﬂ.ﬂ'mﬁomthenmzofldmmwu 'I'beummieduwmtmy
according to duration of stay, medical condition, investigations, and any other procedure
2. Pmpommdlﬂ'erenceofblllamuuntulpplmblemu.ncﬂupmwfulmpyﬁﬂnmmﬂuﬂAwed,whchhuwbepudbyﬂnpmmt
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, eic.
4. In Case the paticnt gets discharged earlier than the packages permitted days, no refunds 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, Consurnables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, epidural pump], Food & Beverages, Insurance Process Fee, Etc. credit cannot be extended. These items are not payable to us
as per Insurance Company norms.

6. Diﬁerencexfmybetwwntheﬂn:lbdlnmounundmpumuad!apptmedhyTPAuhhlblllmnmimmeofdmxlﬁm'l?z\humbepudbylhz

- patient. In case of denial, cash tariff would be applicable.

7 NomendmtsmpermmedmthpmmumSuperDeluxe&SmleRoomandonlymaﬂmdmtllpemnﬂedmlluwmpnvmmdpﬂvaumommdm

attendant’s are permitted in ICU's

8. Tariffs are subject to revision

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

10. Additional Charges on package are Applicable for Non-working hours & Non-working days - (Sundays and Public Holidays)

* DECLARATION
D’ ',(ﬂ(ﬂ-"v BC,Q/L&M have amended the Financial Counscling desk and understood the expected costs and
other conditions applicable. In casq fhe TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time I promise to settle the hospital bill with

the hospital with out any ambiguity. d‘/ ] i
o Signature %MMM

Signature of the Client sa&m Relationship
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HNH-00012449
Dr. 8ADIA IP26-00008847

_ 02-08-1pp2 BY1IM ] Rai_nb‘Bw' . . . =
Or. PADMAJA voyiggrpy 00 )| Children’s Bll‘tthght
gy hepial | | ez
SURGERY DETAILS
10 l Yh’lg .............
Petont e ... D cﬁ.aogfd ........... pate of Birth: ... 0208112 age ~R3LS
Gender. ........... ‘f@”‘ﬂ[é ...... Ward : OT~/2 ...... UHID No.: ... HINHE. 20001264 9
Date Of SUFGEry: ............... I.Y..lfi.lél.é ..... OT-1 [10T-2 [J0T-3 []OT-4 [JOBGOT-1 []OBGOT-2
o Name of the Surgery : ............. Eleetve, ESCH. o Bl dubd lgahow,
9 Tibeclorrry <lnzes *o0F 00072588
Timein :...... GP V’/ﬁh ..................... ﬂﬁf SN %me-ﬂut: ...... 045 am. - %
NAME AMOUNT
1. Surgeon T e b ‘/DO‘O[W\TC’& ...................................................................
2. Anaesthetist Gt At ,(D‘fgﬂ/}/l/}«)’ .....................................................................
3. Assistant Surgeon Dr%,’ijL/ﬁyMMU& ovmuman
Dr. SADIA (33Y 11M13D/F)
4. OTTechnician  :.oooovveerevvrrerne. ' ET.:. A0V, O SI I I‘"ml Imllmll’“" i ......
@ 5. Circulating Nurse <”'M0‘9'Z‘/ff"%ﬂlbmﬂ ............................ wwizs ; ......

HN26011776TUBRES

® ; psistnthose o g‘Qﬁﬂf/&(&\ ......................................................................

(=2]

Special Equipment: [ Laparascopy (] Broncoscope _] Harmonic ] Morcelator
] C-ARM [] Cystoscopy _1 Versa Point [ Liver Cusa
[] Neuro Cusa [EMENIMOIR .. v..ociebncsimasenssmmimamis
g (\O\?}S’ﬁ’ C‘fzoéf‘"m ‘
Signature of the\Sk: geon Signature of Circulating Nurse

B /)C‘-fjm?& (ft,(jﬁti"ﬁ

Order No: ‘9?5,4;:&74;&2/7&3&— ...... Order by: ‘émfw ........ 7f/?'/ = é g
Docu. No. : RCHI. - /FRM / GENERAL / 114 @ / O f‘/
e







HNH-00012649 1P26-00006847
:;.:P:‘EE:JA vtus:l:';“ we @ Rail‘l;f%we ® e
[ LN e
CONSUMABLES OF OT ‘eshital. e
Circulating staff ©.............. ‘Kﬁdmﬁ ...... Technician : ... 5 v vi Date: ......... Lﬂﬁ‘/% ...... THTE Lo
Anaesthesia Disposaple | ,m,dol"/',ﬁ,;“ Surgical Disposables . 'fum Disposables (Baby Side) | 9
ETtwbe { Cculghec! : MajorPack / QCC W Inj Vit.K JoT]
LMA - v ' Sutures 29518 N33 L J,/ Cord Clamp
ECG Ieads(i\)/ P/N 52951 = "2 | Suction Catheter i |
HME filter : A/ P / N 2e2 4 | FeedingTube -4 o7
Syringes : 10 cc [ %50 4~ | Vaccum Suction Set
05 cc 65 [ 6loves 4.6 Lunve “\_~1__ Surgical GloveLn{af (.|
02 cc DZ 40 <5 A:./ - Gauze Pack /-:‘q%? =
A co A 290 n e (o-aolics) | 3T Syringe 1l 2mi 211
autery plateﬁA /)P /N éd;r-Surglcal blade 29 1o ~ |\~ Surgical Blade # 20 ‘
\310‘“ set o | | NG tube -1 Koochies (S) et
RL i |0 5| Cautery pencil O tabvocanm 2ug ok
NS : 10mi / 10071/ 500mi / 1000mi o / " Koochies XKL, g ) f
O MiOe D s lam | 44 Ointments i
U%/490 &N : Suction Catheter 2 7
Fentany O | | Cap, Mask ( r
Morphine P . _Gauze Pack Zpooo2| L DE |
—etamine N0y fod }6}1!&35. 1304 Mop Pack B ‘
Propofol - @: ~ Steristrip (
Rocuronium éf | Underpad /5
Glycopyrolate - Draw sheet \ T
Myopyrolate b g’ Abgel l."' ”
Bndamsetrom— O 5 MCUEL J ) +| Foleys catheter N+ ) ¢, ¢ 1
Q}" ,\@m 250/-Spirat-Needie 22 4| Urobag A
<" | Bupivacaine 0.25% W Chest Drainage Catheter )
Bupivacaine 0.25%(Heavy) jomodram bag P
Antibiotics _| .| | Bandage— h.(mm ) \
A e a UV [ Neer) Tegaderm ~ P | '
™ Suppositories [N [oban AN d@{w =t
Anamol : 80mg / 250mg /_1_7_'_(L mg / - Double J Stent —
Supridol : 100mg =~ Vaccum Suction set (L
Justin : 12.5 mg / 25mg / 100mg—] [ Plastic Bed-Smeet (i A QU b[
Tab. Misoprost : 200mg ~{ Betadine Solution " g [~
Fncore 4.0 Z),}/’ Microshield 2 4
ij el ‘@& | Cotton Balls / A
Alprmo\u <o | LatexGloves g’o_-*//
A Y4 Gy | Ramdione Scrub
Saral
Surgeon Anaesthesiologist Nurse OT Technician
Order No.Zé.i%@.ZlQO&O = A o e T——

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

Ralnbow a
g‘;‘;g{&?'s Geninge Ralabaw Chitdsen's Hospilal, Doos ne. 3-8-2687, opp. Cafe nilouler, Old MLA,
e quarters 1o0ad AP State Housing Board Himayatnagar Hyderabad ,
Telangara, INDIA 500029,
040-58873000, info@rainbewhospitals.in
T i
ELECTRONIC MEDICINE PRESCRIPTION
MRN + HHHo01 7649 Name 3 D SADIA
Aga 5ax 1 33Y 1M 131 Famale Doctor 1 PADMAJAYEUSETTY
-] H 06:55 Payor 1 MEDIASSIST INSURANGE TPA PVT LT
Order Date + 150777028 1838 Ordarmumber 1 26-000021407%
Visitlo + IP26-0000684T Ward/Bed Mo & 4F -OTJLDRAIS
Patlent Address y ity North, Hy Tulangans, INGLA, 500001
Sk Description [ Dasage Routs F Frewwney Duesion Instruciion Gty Statins
v  [LSCICRAPEPACK 10ce 1 Drnce Dally 10an 1300|  Crapentas
z |oogosErwiTHLUER 1hon Exerral 1 0nos Deby 10 tios|  Diapemiad)
3 |wvoevRotaTE LI 110s 7Cnce Dety 10w tacuss|  Dispemsed|
4 | TP POSITORIES 1Noa Extaral  Once Daly 108y yhot| Dmpensad
Tmm‘“"“ 1Hoe Exaarnal 10 AN 1Cays Y™ - w—— |
5 [AvamarHEAVY SUGRLY vl Exiernal 1 Onca Dy 1 Cas P! [ Sw—
7 e S 1vat Eernal 1 Once Dety 10w 1viw|  Diapentad
3 [T APRONS TFORMEATRN |1 hon 1 Drcw Delty 4 Duys P [ w—
v |ResoomcLoseD srstEu |SEALACTATE  Bots 1Once Dally 5 Dayn TN R —
W | e CuFFED 1 how Extarnal 110 AM b Shos| Cespamesd
1" fgf&,&"ﬁ“mm’ ABaEL ™ 1Oros Duly Thwre tNos|  Dispemad
u |SpuzEwAR X Ed 1Pt Extemal / Once Dady 10 1pu|  Diapansad
o ,mm 1hos Exiernal § Once Dty 10aps [TV Qe
u [vcRn zavezr e zovB I  [1hos | 10nce caty 10 1hos|  Crapewed
15 |{RLEmCaTHETER 16 1Nos Fatmrtt £ 13 LMES ADAY |4 Dopn INos|  ropwrad
18 Nerocene s mvan PROLENE T NWIST  [1hes 10nce Day 10w Yo
HORIANL EAIE 6.7
W [N T AGGITE 4 |SCORRKCISORDE M |1 10non iy 10y L. .
1 |ERCOREMCT 1Mo #Onoe Dty [T:™ Troe]  Dispanead
10 |vicRn uspovPzse ha Esternat { to A 1o thoa|  Ciapemag
20 |MSTINSUPPOSITORES 00 1o | et s e £ty 10an Shioa|  Dapwraed
21 [otvmcz s pero  |ommcEsw 108 | vtarra d v Bty 10m stios]  Dpeomed
72 Jursormot tas mouca 4 1Tt Exterrl 100 Dty 1003 8Taoa]  Dpeneed
7 |owanrmwwasue  [osmwarenin |16 { Eaturmat ) Once Doty ™ 20atte|  Comemteed
w0 |ThemevRenon o 1w I I Evamet 142 THES ATAY [10ern hoa|  Companand
) mmgcm' 1 Hoa € ramal F Once Dady 10y 1hos|  Digpansed
2 fg‘*‘“"‘““‘m""‘“ 1hes Ecwal | Onca Dady 10y 2ro8{  ECrspensed
4 |sncors sacpnc glowes-2.5 ™ fOnca Dally 1o 1hos|  Dnpenses)
2 |ecom AT 1o vt { Ovce Dty 1Des 3hos]  Dimpensed
| bl b9 1o ] 100y 14cs]  Dispensed
3 [EUATOCH (oxvTonNg 1val Exiarnal [ Once Dady 16m 12Via)]  Dispanaeg
[ | Monoant 3.6, 43650 ™ [T 10 wtios|  Diapensnd
32 |serupweecizas Pl EDLETSE | 1ves | essermatt Once Dety 10a thca|  Diacersed
9 |Tresmeane soom ey 1 0 Apyicason| romncs Desy 100y aoical  Disparisad
LEZOLAUINI S 8 1L Vit Eenat 1 Onca Dedy 1002 1v]  Dupersed
\ACCLAME BUCTION SET 1R Exma 1 rca Doy 10u YO N
# [saovEvnsmmcare)  |suRmon owoves to [1ne y 1 Gays Ao
s |suncica sacez2 SRoAL BADEZ? 1 oe Extwrat 1 Qe Dy 1owrs Thios|  Dispemasd
DSYRINOS ZSMLMPRO} | SYRINGE Bt Tha Eriwrl 1 Once Dty 1 tara 20|  Dispersed
E e e [AREUTULERPLATED | g oy Extanal ! Do Dndy 10w Th}  Dopesed,
COTTON BALLS 20M B NGS toa Exiarnal f Oncs Daiy 16un tho|  Theermet
41 | ENCORKLATEX FEXTURED §hos Exvema 7 Crow Dty Yoy 3tca|  Dreperes]
2 frcarLaust v gun [ARRUSIW ), o By 200 Tron|  incentes
IO RER BOLTONS 1o 1Once Dy om Thon]  Dapmrben
w [osvrmcE napenty  |svrivee e THos Externalf Gros Oady "o 1hou]  Daperesd
a5 [ROEAG LDIRTY 1940n Evierai 1 10 A8 10 1hos,
s |saovesrspursicans [surmeas cuovesTa [1me € et £ Ot Dy 10w Thot|  Dimensed
a1 {Mors 30x30pLY 63 XRAY [Mors ocsol PLYDATT |1 Hos 10nn Duly 200y 2ros]  Dapswed
43 |WCE-ROF 100MG 10 ™ Ectornal { Oncr Cinty LLS- Ziod]  Dimpermad
PADMAJA YELISETTY

* Thig documaent i3 Jus? [or ralerence purpose onty, ok bo be considered &% Py feport.

Hals

+ This preseription ls valld only for spacified duratisn.

" Do ot reflll medicines.

T el T

Reg No & 52427
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Rainbow
¥ 1
ﬁgggr&? St girthiight  Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
nRalabow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,

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

O TANEmT
'ELECTRONIC MEDICINE PRESCRIPTION

MRN : HNH-00012649 Name : Dr. SADIA

Age [ Sex : 33Y 11 M13D/ Female Doctor : PADMAJA YELISETTY

Adm/Reg Date/Time 1 15/07/2026 06:55 Payor : MED] ASSIST INSURANCE TPAPVT LTD

Order Date . 15/07/2026 16:38 Ordernumber  : 26-0000214080

Visit ID . IP26-00006847 Ward/Bed No : 4F -OT/LDR415

Patient Address : Nampally, Mailepally North, Hyderabad, Telangana, INDIA, 500001

S.No Description Generic Name Dosage Routs / Frequency Duration Instruction Qty Status

1 gfg\bléigpxﬁmgb?f 1 Nos External/ Once Daily 1 Days 20 Nos Dispensed
2 E‘EﬁgTTé\SK 3LAYER - FACE MASK 3 LAYER 1 Nos External / Cnce Daily 1 Days 10 Nos Dispensed
3 SURGEONS CAP SURGEONS CAP 1Cap Cral / Once Daily 1 Days 10 Cap Dispensed

PADMAJA YELISETTY

Reg No : 52427
* 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 : 15/07/2026 16:53 Printed By : BODIGADDA KARUNA Page 1 of1
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Rainbow Childrens Hospital-Himayatnagar

Rainbow
Children’s ;
Hospital mrm:gm Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00016586 Name . Baby Of SADIA
Age [ Sex :0YOMODY7H/Female Doctor : S TEJASWI REDDY
Adm/Reg Date/Time 1 15/07/2026 10:11 Payor ! SELFPAY
oraf te : 15/07/2026 16:41 Ordernumber  : 26-0000214081
Visit ID : IP26-00006849 WardiBed No  : 4F -NICU 2/ NICU2-408
Patient Address : Nampally, Mallepally North, Hyderabad, Telangana, INDIA, 500001
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 .(A:EF?I-?AI(\:ALE}!\JTEARE 1 Nos Extemal / 10 AM 1 Days 1Mos| Dispensed
2 INFANT FEEDING TUBE-6 g\IFANT FEEDING TUBE 1 Nos External / Once Daily 1 Days 1Nos| Dispensed
3 INJEK INJ 1 MG 0.5 ML 1 Nos / Once Daily 1 Days 1Vial| Dispensed
4 Encora Microptit gloves-8.5 1 Nos 1 Once Daily 1 Days 2Nos Dispensed
5 DSYRINGE 1ML {NIPRO) SYRINGE 1ML 1 Nos External f Once Daily 1 Days 1 Nos Bispensed
6 INTROCAN 24G IV CANULLA 24 1 Nos External / Onca Daily 1Days 1 Nos Dispensed
7 KOOCHEES- SMALLS S 1 Nos / Once Dally 1 Days 1Nos Dispensed
S TEJASWI REDDY

* 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 ; 15/07/2026 16:55

Printed By : BODIGADDA KARUNA

Reg No : APMC/FMR/24068

Page1 of1
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@ 1800 2122 @ www.rainbowhospitals.in

%
Rainbow”

20§ Children's | @ BirthRight
)EL-/, Hospita| BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
Name Dr. SADIA UHID HNH-00012649
Father/Guardian Mr SYED MOHD ALI FARAZ Age/Gender 33Y 11 M 13 D/ Female
Address Nampally, Mallepally North, Hyderabad, Telangana, INDIA, 500001
IP No IP26-00006847 Admission Date 15-07-2026

Ref Doctor Self.

Discharge Date 18.07.2026

DISCHARGE SUMMARY

Consultant:

Dr. PADMAJA YELISETTY
MBBS, MD, MRCOG, FRCOG
52427

Diagnosis: G2P1L2 WITH 37 WEEKS PERIOD OF GESTATION WITH
PREVIOUS LSCS WITH FETAL R.V DYSFUNCTION FOR ELECTIVE LOWER
SEGMENT CAESERIAN SECTION WITH BILATERAL TUBECTOMY.

FLECTIVE LOWER SEGMENT CAESAREAN SECTION AND BILATERAL
TUBECTOMY WITH UMBILICAL HERNIA REPAIR DONE ON 15.07.2026

History:
LMP: 29.10.2025 Obstetric formula: G2P1L1
EDD: 05.08.2026 Gestation at admission: 37 weeks

Obstetric History:
G1 - 2018/Spontaneous Conception/DCDA/ Elective LSCS(Indi.: DCDA twins) /

BANJARA HILLS HYDERNAGAR KONDAPUR OUTPATIENT CLINIC e d-i SECUNDERABAD (1 A ¢ ot KONDAPUR L B NAGAR NAMAKRAMGUDA
7040 - 4246 2200 36 wncy 3040 - 7111 1 .

4246 2400 ¥ 04069313213




Name Dr. SADIA UHID HNH-00012649

IP No [P26-00006847 Admission Date 15-07-2026

male - 1.7kg ,Female - 2.6kg /Both Alive and Healthy
G2 - Present Pregnancy, Spontaneous conception.

Medical History: K/C/O Endometriosis (took dinogest for 4 month)
Family History : Both parents - T2DM,

Patient grandparents - HTN,

Maternal Grandmother-Breast cancer { passed away)
Surgical History: 2018 - LSCS- 7 years back.

2019 - for Spinal schwannoma D10-D11

2024 - Bartholin cyst marsupialization at Nisa ,
Allergies : Nil

Antenatal Details:

Dr. SADIA was booked to Rainbow hospital at 7 weeks of gestation. She had
regular antenatal checkups and investigations as advised. NT scan ( Outside by
Dr.Madhavi Nori) and was normal. eFTS low risk. TIFFA showed Tricuspid
Regurgitation at septal leaflet of Tricuspid Valve (PSV - 106 c¢cm /sec) with small
mid muscular VSD. Fetal 2D echo done at 21 weeks showed smail muscular
VSD, RV dilated with mild RV dysfunction , Mild TR. Amniocentesis done at

243 weeks showed MYH7 Heterozygous AD, for which Multiple opinions were
seeked and councelled for couple screen which showed that Mrs.sadia begum
was heterozygous and her husband as homozygous of MYH7 gene. Couple 2D
Echo done and Dr.Sadia showed Trivial TR. Fetal monitoring was done by serial
growth scan. Scan done on 08.07.2026 showed Single live intrauterine fetus at
36 weeks with cephalic presentation with EFW: 2.366kg (12%) AC: (10%) with
AFl: 9.2cm with placenta- anterior high with Fetal Tricuspid Regurgitation at
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Rainbow® &

Name Dr. SADIA UHID Hos pitaboo1ze
IP No IP26-00006847 Admission Date 115-07-2026

Children’s .BirthRight“

septal leaflet of tricuspid valve ,Right Ventricular dysfunction and normal
Dopplers. She was admitted at 37 weeks with previous LSCS for Elective LSCS
and bilateral tubectomy.

Investigations: Enclosed.
Blood group: "B" Positive.

Management: Course in hospital:

She was prepared for elective C- section with indwelling Foley’s catheter and IV
canula under aseptic conditions. Written informed consent for surgery taken.
Preanesthetic check up done. Anesthetic premedication (IV Pantop and
Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV given. Patient
shifted to theatre.

Surgery Notes:

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

BANJARA HILLS g \ 11 HYDERNAGAR (A KONDAPUR QUTPATIENT CLINIC tedl SECUNDERABAD ed KONDAPUR L B NAGAR
y 1 64¢

® 18002122 @ www.rainbowhospitals.in

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

AKRAMGUDA
v 04069313233




Name i Dr. SADIA UHID HNH-00012649

IP No IP26-00006847 Admission Date 15-07-2026

to post operative recovery room.

* LUS- Thinned out.

* Ligour - Scanty and Clear.

* Bilateral Tubal Ligation done by Modified Pomeroy's Method, sample
sent for HPE.

* Umbilical Hernia repair done by Prolene No-1.

Delivery Details:

Date : 15.07.2026

Time of Delivery : 09:44 AM

Type of Delivery : Elective Lower Segment Caesarean Section with bilateral
tubal ligation with umbilical hernia repair.

Indication : Previous LSCS.

Anaesthesia : GA + SA

-

Baby Details:

Date : 15.07.2026
Time : 09:44 AM
Sex : Female
Weight : 2.5kg
Apgar : 7.9

Gestational Age: 37 weeks
NICU Admission: Yes

Post-Operative Notes:
She was closely monitored. Her vital signs remained stable. Uterus was well
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retracted with no postpartum hemorrhage. Breast feeding initiated. She was
shifted to room. Her postoperative period following that was uneventful. On
second postoperative day dressing was changed. On inspection wound was
healthy. Her general condition was satisfactory and she was found to be fit for
discharge. Wound care and medications were explained to patient
supplemented by written information. She was given the postpartum book for
further reference.

Advice:
! ~ 1. Tab. Taxim O 200mg twice daily till 21.07.2026 (9am-9pm) after food.
‘ 2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 19.07.2026
(8am-2pm-10pm) after food.
3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 19.07.2026 (9am-
3pm-11pm) after food.
' 4. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 21.07.2026
(7am-7pm) before food.
5. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mg) once daily (7am)
for three months before breakfast.
6. Tab. Shelcal (Elemental Calcium 500mg, vitamin D3 250 IU) once daily
(2pm) till breast feeding after food.
7. Nebasulf Powder for local application.
8. Collect HPE report.

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

HIMAYATHNAGAR BAMJARA HILLS (101, N i od  HYDERNAGAR KONDAPUR OUTPATIENT CLINIC recditnd SECUNDERABAD (A1
' ey 3 040 - 48873000 Fmergenc, ) D40 - 4466 5555, 91009 25516 igency ) 040 - 4246 2300 3040 - 4246 2100 AI9ENCY ] 04D - 4246 2200

L B NAGAR

3040 - 7111 1323 7 04069311231

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

" Review with Dr. PADMAJA YELISETTY, after 1 Week
on 24.07.2026 Rainbow Children's Hospital with prior appointment (Review
consultation will be charged).@ 11:45am

For Women Who Have Had a Cesarean Section

Care of the wound:

1.You can bath and shower.

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

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

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

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

6.Do not touch the wound with unwashed hands.

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

language that | can understand and | acknowledge.
Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for

O
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further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Children's Hospital just dial one toll free number . 18002122

website www.rainbowhospitals.in

\L\_ bU Ir} &
Registreﬂesﬁ{ﬁén‘g/cﬁwQ’
Consultant: AR

Dr. Padmaja Yelisetty, Pl
@  MBBS, MD, MRCOG,FRCOG
52427
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DEFICIENCY CHECK LIST OF CASE SHEET

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

SL.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet |
] Discharge Summary |
3 Nursing Initial assessment }
4 Patient Transfer form |
5 In-patient Medical record |
6 Doctors progress sheets Y
7 Nursing plan of care and handover sheets )
8 Consultation sheet
9 General consent for treatment !
10 | Consent for Surgery !
11 Consent for blood transfusion
12 Consent for chemotherapy
13 Consent for high risk
14 Consent for Restraint
15 LAMA consent  Anr~ }
16 Consent for special procedure / Sedation
17 Consent for Formula feed

18 Consent for MTP
19 Consent for Radiological Investigations
20 Consent for HIV test
21 Anagstesia notes (Pre Angesthiesia& post) ]
22 | Neonatal Admission/Delivery/Physical Exam il
23 Medication Reconciliation
24 Emergency Triage record
25 | Pre operative check list /
26 | Surgical safety checklist /
27 Operation Theatre notes ]
28 Nurses clinical Presentation
29 | TPR &BP chart 1
30 | Intake and Out take chart (fluid chart) ~ )
31 | Drug chart (Regular Prescription) !
32 .| Investigation Values (result sheet) ‘ }
33 Nebulization chart .
34 | Nutritional review chart |
35 Intensive care unit (ICU Charts)
36 | Consent for Admission in PICU / NICU
37 The Humpty dumpty scale
38 | Braden Q Scale |
39 Bed side check list
40 PICU bed formula Dilution feeds
41 | Gastro monitoring chart
42 | Rch ED doctors note
43 BP Monitoring chart
44 RBS monitoring chart

Ballirn )

OHeds 5
Total No. of Pages <’BT -

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

Signature and Date : I J’/OHM
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ERROR LOG

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

OBSERVATION :

1

DATE : ~ SIGNATURE OF MRD INCHARGE / EXEGUTIVE

-
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ot s =




P . 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 _ <Al Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital 7" TEL NO :040-48873000

i WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Datails : HEE I m

Admission No : IP26-00006847 Admit Date : 15-Jul-2026 Admit Time :06:55 AM UHID : HNH-00012649

Patient Details :

Patient Name : Dr. SADIA Age :33Y11M13D

Guardian : Mr SYED MOHD ALI FARAZ DOB : 02-08-1992

Gender . Female Religion :

’\nupation : Martial Status . Single

Address (H) - Nampally Mallepally North Hyderabad Phone No : 9885810040/ 7893594523
Telangana INDIA 500001 - .

E-mail . sma.faraz@gmail.com

Admission Details :

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

Room Ne : LDR-415 Admission Type : First Visit

Contact Details :

Name : Mr SYED MOHD ALI FARAZ Relationship : Husband

Contact Address . Nampally Mallepally North Hyderabad Phone No 1 9885810040

Telangana INDIA 500001

- {M/

/S.Igﬁure

Doctor Details :
Doctor Mame ~ :Dr. PADMAJA YELISETTY Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 10000.00

Payment Mode : Cash
LTD

Printed Date / Time : 15/07/2026 07:04 Printed By : 020635 Page 10of 2
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HNH-00012849
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r 02-08-1902 3Y1MM13D (F)
——————— Dr, PADMAJA YELISETTY
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IP26-00006847
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Children’s @ BirthRight
Hospital |\ & s
ymsultant: _ Dept:__ _______
ate of Discharge: _ _ __ Time: __ ______

Room/BedNo: _ Ward: ___ Suggested Billable bed type : _ _ _ __ ________
WARD TRANSFERS
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1 > ) ' i
Br. ¢ g oddl gl | 19S | 4D
2
3
4
5
6
7
8
9
10

Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

Datg Investigations Order No. Vi Signature
sl | psT €532 Lot
\
N
\;ﬁ }@h
Ve Tiopsy B hizks paﬂ\bb%ja ) 13\2{6 A
Cueds C\’\C(‘{Cd Vbne Y

J
Ammb\dﬂu \—'L('-}r 16 ©(0PAm




MEDICAL EQUIPMENT (WARD & ICU)
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PROCEDURE

Date~ Procedure Quantity Order No. Signature
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Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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rd el . LK.
WM )604 Corrected EDD: & lg'f 24. GA:
Obstetric Formula: GL ‘L,)/cg 1‘)&»\)\/$UJMenstrual History: Reguiar%s ] No

Obstetric Examination

Obstetnc Hostor
!(% [DCDA USC/:(@,&(.J-J» mél Height: e «

Bs1-on ;j;ij f. UtActvity FTRelaxed CIMid  [JMod [JSevere
('\ Present Pregnancy Record: Aoy Liquor: ~ _~"Adequate [] Oligo [ Poly
(B okl §6w~r\l‘ LLJ’) gp. ,ET'CG/DMHC ] Breech Others
N1 Stan —® Head Fifths Palpable:
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ABTEIBS v e isiaaess Membranes: ] Present [ Absent

Breast: L3otmal L] Abnormal Liquor: O] Clear [] Meconium [] Blood Stained

General Examination:

Cohieliisnens: Pallor: — Presenting Part: (] Vertex (] Breech (] Others

Icterus: ‘ Edema: — Sutton: 03 0-2 0O-1 00 O+1 0O+2

Temp: PR: &%~ b]v\ * Pelvis: ] Adequate [ Doubtful

BP: o { & W‘Qﬁ DTR:
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Liver/Spleen: Urine Qutput:

L e
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mcOICATION RECONCILIATION FORM
DrUQ ABIGIES: ..ottt ee et b e ee e e ,2’(0‘( 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)

SHItNG FIOM: . coiiiiaisionsivsmmmiiramsms s ShIRd 10: 1ocoviiinmnmmmmin i i
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | o/ Time ?gﬂ:gﬁ'gg
M
1 j Q/O N . ‘ 1 c Q0 BD 1C [IDC
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* C- Continue, DC - Discontmue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ........... A\NK e s

Date & Time‘: [g)»fzg@ ........ SR

Nurse Name & Signature. MGM\’YV\J\(]L@} .................
e & TIME e, Dﬂ(%@iﬂ\m)gwfdlg@ ‘?‘,’9\”"4
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Children’s .BirthRight"

Hospital

It takes a lot to treat the ittle.

SFICHIVUTN

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Date of Admission: ‘g ':‘F’% ....... Drug Allergies:
FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

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

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

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

P :

~Not known any Drug Allergies

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
Dater
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period] Pharm.
H Additional Instructions:
|
| DRUG : ey
! Dose Route | Frequency |Start Date N
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : ooy
Dose Route [ Frequency |Start Date y

Doctor's Signature |Valid Period

Pharm.

Additional Instructions:

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

Page: 1/4

(PT.0)




=
%g
L 5
o
o 2
S (T
D e
)/
o
=
> O
>
..Dt_J
a1 i Y =
Q w0
-r--d,_‘\d
=
B .
g 5
=)
> O
>
“QCU
o =
@ @
ol
. &
a
=5
-
;"h
lu
<
>\>
©
o ==
)
e
=
[
e

———————— T T
Dr. SADIA
02-08-1902 A3Y1IMiI3D (F)
Dr. PADMAJA YELISETTY
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REGULAR PRESCRIPTIONS

Weight. \Drb O\

Ward. ..o

DRUG: CEFETARIME

Dater
Timelys\"

Dose Route | Frequency Startrate

9 [ W | P> |IS|%

Name & Signature of the Doctor '
Starting the Drugs:

va 7

N
W
-

Additional Instructions: £, ey, —+4

A festdose’ oA \f%

Daily Doctor’s Endorsement by a Sign.~

DRUG : PATZACETAMOL.

Dose | Route |Frequercy |StartDate

7?‘\4 \v | D !;/7—

Name & Signature of the Doctpr )
Starting the Drgs:

! V y v %\ \
Additional Instructions: r o
mx X 1 R
| 4] v 4 o
Daily Doctor’s Endorsement by a Sign
pruG : D1 L0 FENAC e L\
Dose Rm}e Frequency |Start Date| ) -
50m| /o] 110 | 15/ HoTX I8 Y
Name & Signature of the Doctor
Starting the D :
arting the rug?_ {\"\ EN;
DYV Y N
Additional Instructions: i
AN
S e
Daily Doctor’s Endorsement by a Sign =
Date i

DRUG : "TNAMADCL-

&«'
=1
=

Time \n
Dose R07te Frequency |Start 7ate L 2
yvO . ‘ fpress ¥
09| Flo| Tin | 15 SIRAEN
Name & Signature of the Doctor

Starting the Drugs:

”

VM ,,/h/ RV

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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REGULAR PRESCRIPTIONS Wel.m_.%?zbo_,&wm .....................

> ‘ s
0 :’" DRUG: T PAnN)0pPersous D,?It,ee\z\\g\f«\’ \q\
"o -~ Dose | Route |Frequency |Start Dt. "
(:f;qj g Lf()m'l ﬂ,l'c_ &f) I.&7 }—_ ' ~N X {
-~ _| Name-& Signature of the Doctor SRR %
@ | Starting the Drugs: o~
/’
> 2 : YM =
~=| Additional Instructions: N
TRy
' Daily Doctor’s Endorsement by a Sign
pruG: & CeFirime RO N XX
Dose Route | Frequency | Start Dt. .
Jeom| po | RO [\eD
Name & Signature of the Doctor Q {
= | Starting the Drugs: o "//@
Oy No vee—=
Additional Instructions:
CRravid . Qoo™ QQ
. EXS
Daily Doctor’s Endorsement by a Sign
Dater .
DRUG: T PALACETAMNOL  [ime \;\Lk’*
Dose Route | Frequency ' o

Startlng the Dmgs j/ gi

Start Dt.
11D td Y
Namk & Signature of the Doctor .

Addmonal Instructions:

Daily Doctor's Endorsement by a Sign

e
pRuG : (,h laclose - Dati @ 0
Dose Route | Frequency | Starg Dt. 'A‘\I\
20H| PO | 1D | K Iﬁd'}\) o™
Name'& Signature of the Doctor | U K
Starting the Drugs: l J)
s
O Hwva \%J %"ptu"
Additional Instructions:—
s
\ @&

Daily Doctor’s Endorsement by a Sign
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Tt takes a lot to treat the little., Your Right to a Safe Delivery

REGULAR PRESCRIPTIONS  weignt............ LU P—

DRUG: U PomMm PeER IO E

Date

Tu;ne

Dose Route | Frequency |Sta :
off | R | T [\ 3\

Name & Signature of the Doctor
Starting the Drugs:

@ D\’R\UUQQ S

Additional Instructions: -

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

D_ate:

hd

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Dose Route | Frequency | Start Dt.

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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Weight. b'}% Ward. .....c.ccoovveeee.

o

VARIABLE DO SE ‘[D'l?][:: ﬁurse Sig. l Nurse Sig. l Nurse Sig. I Nurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor Blost o foes e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: i Vo s il
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
VARIABLE DOSE %?;1? Nurse Sig. | wurse sia. Nurse Sig, | wursesig
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
HOUTB Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Do Done s e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: oo o pose pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁ:ﬁﬁ:‘ﬁgger Route Signature Nurses
METOCLO PROMIDE [ b
“)’Hu 8:SoPw otng v | TIND
P [ Ly
lgwu ¢ 55 Am PANTO PEA ZOLE] L,om:j \v _‘f_;i ”A%&fg_
-~ ) 3 \ l/ |
57 | 995 | onoancemed 4mg ' m/
N, 7 ’ : -
517 | Wam | NeHEZGINE Ozng | v | - .
s P ' . M
517 | Gytan DExanietadeNg 879 | Y (e
J ‘ _ ) SLin - M
Tr | 10 | tunoeame 7 g | W OB
l = [
_ 2 SIOUN R %L\’(
53 | [0y | UgnNoARE . Sy | N PR
r ' ! ) Lden D,
/(/7/ 1045y, | DIClEferAC /CCﬂ*ﬁ fr— [h’l/ }(%‘3:(
| . N o
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(/:;/ |O4Sar | TIAN ADOL ooy | f [
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Date

Time

Hb

0.8

POV D

29

Ric SO~

2.2%

WBC

18:.37

N/L

Platelets

.39

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

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

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst ,,
Occult Blood =

) , )|
bend_gmaup), RB PABL Rtk e (uocy g Ane

.........................................................................................................................................................................................
-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

.........................................................................................................................................................................................
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Your Right to a Safe Delivery

Hospital

Early Warning Observation Score Chart - Obstetrics

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

)S |

Date £\ = T

Time [(8) 9 [ 10 a 12)(3) )@78910111212\345(6‘7

RESP
(write rate in
corresp. box)

> 30
21-30

11 - 20
0-10

Saturations

94 - 100 % I @ hper ] 0 o
<94 %

Administered

0, (L/min.)

29
2,dwal

40
39
38
37

36 ;E'l b ‘L <Ly

35
< 35

1By Leay

170

160
150
140

130

120

110

100

90

i LA R CTIR LA el Bt

60 L

50
40

—
anssald poojg 101sAs

190

180

170

160

150

140

130

120 T \&}

Lo

A%
%
3
b

9

-
~—

90

80

70

60

50

<«
aInssald poojg JijoIseiq

130

120

110

100

90 / B

80 | \‘l'] \éf 1 [ X 7

50

40

NEURO
RESPONSE
[v]

\
G boTporov e ThuTenrgor ¥ 8 b M
T ]

Alert | | | I | | | | —

Voice

Pain

Unresponsive

URINE
mils / hour

> 30

< 30

Proteinuria

Protein + +

Protein > + +

Lochia

Normal

Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

BT gre
.
3=
=

Alotal
]

Lt £
=

Ly g €

Nurse Initial




[ Obstetrics.and-Gynaecology ]

Early Warning Signs

4 )

Complete a Full

AY

Set of MEOWS
Observations

- /

*

N
%

1]

(
1 Yellow Alert :
Repeat Observations
in 30 minutes
\
4 )
2 Yellow Alerts or 1 Orange Alert:
’C4ll the Obstetrician and Repeat
Observations
in 30 minutes
\ /
4 ™
“v>:2 Yellow Alerts or > 2 Orange Alerts:
lmmedlate Reviéw by Obstetrician and
P Repeat Observations
"~ in15 minutes or continuous
lmonitoring
\. /

N
f . 4

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

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

, VI
’X\]}QDate
\%\ Time3911112123456789@11121@345@)7

> 30
21-30
11 - 20
0-10
94 - 100 %
<94 %
Administered 0, (L/min.) )]

40
o D
) 38
37
36
35
< 35

170
160
150
140
130
120
110
100

%0 ™ e \

T \Ga) 4
2 ) w' ) ) ) &
=5 :

s0 i
R 1 o, 15 = A . (5 W 3 P [ P 8 B9 0 14
190
180
170
160
150
140
130 [TEY
120 \ s

110 : \m AV
100 = Al #

90 ] \
80
70
60
50
130
120
110
100
90
80

70 - 2 =

60 el v 6P—
50
40

NEURO Alert | | = i | —

RESPONSE Molce
[ /] Pain
Unresponsive

URINE | > 30
mls / hour < 30
Proteinuria |—rorcin
Protein > + +
Normal
Lochia Heavy / Foul

Clear / Pink —~ _—
Green

RESP
(write rate in
corresp. box)

Saturations

2, dwsap

“ P
(" |
=

ey
1
o~
-
]
v

ajey Ueay

b
anssaig poo|q 21joishs
-"

<+
ainssalq poojg d1jolselq

Liquor

TOTAL YELLOW SCORES /) 0
TOTAL ORANGE SCORES p O &
Nurse Initial s

P —_ -~
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Obstetrics and Gynaecology ]

-

J

!"

Early Warning Signs
- S ] ni) f 3
(
x' i1, 7 1Yellow Alert :
| Repeat Observations

in 30 minutes
\.
\ 4

" Complete a Full NN 2 Yellow Alerts or 1, Orange Alert:
Call the Obstetrician and Repeat

Set °.f MEOWS Observations

Observations in 30 minutes
% "

\‘."r . .. (‘ {;ﬂ .

" ' ~> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
k i
’ :( \ ] :’Jr

* The Modified Early Warning Score (MEbWS)

.y

Tyl
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Early Warning Observation Score Chart - Obstetrics

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

RESP
(write rate in
corresp. box)

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

-l-".E!

3,dwa|

40
39
38
37

aley Ueay

anssald poojg joIsAs

190
180
170
160
150

140

130

120

\ETSY
Y

110

100

S0
80
70
60
50

ainssald poojg J1|olselq

130
120
110
100
90

80

70

60

50
40

NEURO
RESPONSE
[¥]

Alert

Voice
Pain
Unresponsive

URINE
mlis / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

—

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

O
]
v >

Nurse Initial




Early Warning Signs

[ Obstetrics and Gynaecology J

- N

Complete a Full

Set of MEOWS
Observations

N /

™\
1 Yellow Alert :
Repeat Observations
in 30 minutes
S
4 )
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
\. J
\
> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\. y

* The Modified Early Warning Score (MEOWS)
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sneemo_____,, ______________ [ FLUID CHART |

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

Intake : _ [wste
Date | Time g#aﬁtri% Route NG | Diarrhoea | Vomit |Drainage | Urine T%%E%g ﬁﬂgrge
Mouth | LV | NG P L )
(QP 08:00 am ,Q L ,’Q} ngmf A
09:00am | |, o/ /
@\ oo 1[5 T T
Ly [mwanlih, T7 Tocal ki 300w | D Sk
~ 2o 0p 1y Lol T ,
01:00 pm ép S ™
Total Intake : - ) Total Output :
0200pm | 1, Wi/ S, 5 é‘
':30 03:00 pm 'ﬂ\, m \ooyn! A / 7y
A [0 Rl [\ |voem/ L . 4
b 05:00pm | ) |, " i_ St = Y %%
N\ 06:00 pm 'm, ED"”” 4 > F L
07:00m | Q) il < | i 5}’)17
Total Intake : ' L fotal Output : i
08:00 pm v B R
(\)_ OQ:OGpm ;:Lj\ / | ond \ l
\ foomgly T Tl L T4 T &1 »
\ “ [ 1100pm | 120 N, . 3 i ) J Kooend| 2 Yool
\ 12:00 am A e UV, / I \ / / \
01:00am e [ ) / { D
Total Intake : r / Total Qutput :
0200am | \ e ) . P
. \y} t300am | | o o) : 3l A 1 /
I P 0 1 7 P S i o = s
o [ s00am| VT X e ) ‘;_,n—[ 7 To I
i6o0am| | | (v keo )| | & oo I 7-&51*
6ro0am| | ol | * / 2oe 0l L 15 Worod
Total Intake : " Total Output :
Total 24 hrs. Intake { Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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It takes a lot to treat the littie.

[ FLUID CHART )
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Your Right to a Safe Deli:eTy

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.

AT (S ,-.

- Output

' Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site
Thrombo-

phiebitis | Sign.
Score Nurse

b Mouth

LV

N.G

i

08:00 am

09:00 am

Q\

b
|
l

O

10:00 am [y
\g\)\ 11:00 am D X

12:00 pm AV

01:00 pm

Total lntake('\gb)/

Total Output : [)

-—

02:00 pm R\

03:00 pm Ll

04:00pm| *@

NN PN

\ﬁ/ 05:00 pm (s i

/\

o [ 0600pm v

07:00pm | / P

/

=4

Total Intake :

Total Output :

08:00 pm

09:00 pm \M

&/ 10:00 pm

s}
o

S

b\;} \‘}, 11:00 pm

\ 12:00am

v '

\

01:00 am

Total Intake —TONACY ,

Total Output :

s

I

| T T
f

02:00 am

03:00 am

LY

<? i

&
VO uoam| [ [ SO
\j\ 0s:00am| | i

]

06:00am | |

—t—

07:00 am \

Ay
Total Intake :T‘d\\

Total Output :

U,-

M-—-——

Total 24 hrs. Intake

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

Total 24 hrs. Output
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| FLUID CHART |

Sheet No. : @ ..............

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.
| Tvse

Intake _ :
Thrombo- .
Date | Time 312};{,3 Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebiis | Sidn.

Score Nurse
Mouth 1.V N.G

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Qutput :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Qutput :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Sheet NO. 7 e -

I takes & kot to treat the lithe.

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

)

"-j,l’ '5",;‘ B - -
2 @%m@g%wﬁma@ﬁﬁ% S EpTERER Gutput v [vswe | e o

- ' Thrombe- 5
Date | Time ga;ﬁjﬁ% Route NG | Diarrhoea | Vomit {Drainage [ Urine § Phiebitis Sign.

Score | Nurse
Mouth (A N.G -

08:00 am

09:00 am

O 10:00 am

11:00 am

12:00 pm

0100 pm

Total Intake : Total Quiput :

0200 pm

03:00 pm

04:00 pm

{(5:00 pm

06:00 pm

07:00 pm

Total Intake : Total Output

{8:00 pm

O 09:00 pm -

10:00 pm

11:00 pm !

12:00 am

01:00 am

Total Intake : : Total Qutput :

02:00 am

03:00am

04:00 am s

05:00 am b

06:00 am ™

07:00 am

Total Intake : Total Qutput :

Total 24 hrs. Intake ) Total 24 hrs. Ouiput

Docu. No. : RGH /FRM / CLINICAL / 092
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t takes a lot to treat the little.

\

e

w | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort Q__Mgi_ntain Fluid Balance L1 Improve Activity Tolerance [—Maintain Good Nutritional Status (] Maintain Skin Integrity
E ~aintain Personal Hygiene E“.ﬂwn Infection [ Meet Elimination Needs [ Ensure Safety [] Early Ambulation Reduce Anxiety [) Patient & Family Education
S | [ Identify Potential Complications ANy OHBrS, SPGB civwissmcsmi v ierese s s s oy v o s B A b S b R R s
. " . . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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NURSING CARE RECORD
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Rainbow” .
Children’s (d Bll'tthght
Hosp|ta| . BY RAINBOW HOSPITALS
mmmmmmmm Your Right to a Safe Delivery

Goals

1 Maintain Airwéy and Oxygenation

[_] Relieve Pain & Discomfort

[CJ Maintain Fluid Balance

* [ Improve Activity Tolerance

(] Maintain Good Nutritional Status

Date: ........ [4,[’1 .....

1 Maintain Skin Integrity

(1 Maintain Personal Hygiene ) Prevent Infection [] Meet Elimination Needs [] Ensure Safety [ Early Ambulation Reduce Anxiety ] Patient & Family Education

1 Identify Potential Complications T A ORI, SIBOIN i s intines st oo s oo s B S e S S

= : Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & :J?;na?ure

Morning
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9

CHECKLIST FOR THROMBOPHLEBITIS

9

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

, 1613146
SHORE 1< [}-DAY-1 DAY-2 7/ _DAY-3
S. No. SITE OBSERVATION STAGE / ACTION M E N M [(EN] @ [ (W] E N Remarks
: No signs of phlebitis / 1)
1| IVste appears ioatty Observe cannula . NA WA _/UL Uc'l +) ZINNZA
One of the following signs is
evident : Possibly first signs of phlebitis
2| *slight pain near the IV Site / / Observe cannula L Npy Mh Nt b IQQ (\]& MR
* Slight redness near IV Site
| . :?éoez\)’mi‘ dtgﬁtfoilowing Signs Early stage of phlebitis / 5 A | @ DI
Pain at IV site Redness Feshe Cannuia NA g | Ve Q1 "z -
o o SEa Medium stage of phiebitis /
4 Pain along Path of cannula ?es:tte Catnnula Consider 3 NH e O f(f/q (\b lL V Q—
Redness around Site Swelling L ,‘9”?’
g',"g;;?z;g"gx‘fggﬁég” sare Advanced stage of phlebitis o
: ! the start of thrombophlebitis No
. Eignilgg grzit:doéig: ula Re site Cannula Consider : /‘}ﬁ MP Q| O M_ll
Swelling palpable Venous cord Treatment
All of the following Signs are
evident and Extensive ; Pain ?hdvangedh?tzgg of 3
6 | along Path of cannula Redness TOIODRE msé . 5 N (9 v
around Site Swelling palpable I(r:lmateltreamlent e site WA VA
Venous cordpyrexia annuia
Signature of the Nurse M v‘/ﬂn @ | x CV%* yay)

Signature of Shift In Charge :

Signature : @’ ................................

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

Signature of Ward In Charge :
h

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

N
NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should c%aua for 48 hours post removal to detect post infusion phlebitis.




— o0

-

o O

)
" Patient Sticker Rainbow® . g
g Children's | @ BirthRight
7 CHECKLIST FOR THROMBOPHLEBITIS Hospital | .Mﬂ’—“ﬁ-
. | o DAY-1 DAY-2 DAY-3
§. No. SITE OBSERVATION : .- STAGE /ACTION SCORE [~ E N M E M E N Remarks
. No sighs of phebitis /
1 IV site appears healthy Observe cannula * 9 ‘
One of the following signs is )
5 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe canngla a
* Slight redness near IV Site '
3 ;:zoezgt}ggtfollowmg Signs Early stage of phiebitis / 5
Pain at |V site Redness fesite Gannula 1y
?313;? e following Signs are Medium stage of phlebitis /
4 | Pain along Path of cannuta ?esrtte C'f',["“”la Consider =
Redness around Site Swelling reaimen
] llowing.Si
l:vigér:?igg ng;':;gsls;gn S a8 Advanced stage of phiebitis or
5 | Pain along Path of cannula g'e start of thromhophiebits / 4
Redness around Site g site Cannula Consider , ,
Swelling palpable Venous corg | Treatment ‘
Al of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Redriess thlrombophlebms/ L 5
around Site Swelling palpable: I(r:utiateltreatment Re site ; )
Venous cordpyrexia annula
Signature of the Nurse

NOTE : Phisbitis greater than grade 2 should ba reported to physicians and other appropriate heaith care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phlebitis.

Signature of Shift In Charge :

SIGNALUIE : «.verrsesmeserrsessesrssessessessssssassens NAMB e cnrerressesransrsenens et

Dacu. Ne. : RCH /FRM / CLINICAL / 137

Signature of Ward in Charge :

SIGNALUIA & c.vvveeeesereresrsermersesessrsrsrsmsnsnvassaer 1211 1 -
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4. No limitations: —t Rr@vy. 27&2 i S

Mobility

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

Makes major and frequent changes in

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

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

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

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L/ ]
without assistance. to completely turn self independently. independently. (/\ QL/
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; ! (
Ak Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : g . . » : Walks outside the room at least twice a
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without I T east twice
[

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to

2. Very limited:
responds to only painful stimuli, cannot
communicate discomfort except by

3. Slightly limited:
Responds to verbal commands, but
cannot always communicate discomfort

4. No impairment:
Responds to verbal commands.
Has no sensory deficit that would limit

Sensory Perception diminished level of consciousness or | moaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort. 4
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or L[
half of body. two extremities.
Moisture Degree 1. Constantly moisl: 2 ‘Imy moist: _ 3 pcpaslonal]y moist: _ B 4. Rafely moist: o
o which Skin is kept moist _almnst constantly S_km is often, but not always, moist. S_km is occasionally moist, requiring Skin is usqally dry, routine diaper
skin is exposed by perspiration, urine, dralnage. etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
45 oichits Dampness is detected every time 8 hours. every 24 hours. \1 \Y 7

patient is moved or turned. m/

FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: ! i

Friction Occurs when
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

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

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| during move. Maintains good position \” Lr 7 Q(
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

Nutritional Usual
food intake pattern

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

Does not take a liquid dietary
supplement.

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

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

but will usually take a supplement if
offered.

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH Is < 7.40.

3. Adequate:

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

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : 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

7%

Evaluator's Name

v
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4 ‘
) Support Surfaces
Risk Score \ Categpry Action (Please Note: Only required for children who-are deemed at risk dug
h to alterad mobility, consider occupation therapy referral for advice
Regﬁ:ar 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 pressurs redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear 9p y
, Advance to a higher level of risk if other major risk
factors are present
, High density foam mattress
, . Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degres lateral incline using foam wedges . .
~ Alternating pressure matiress overlay
h Follow the same protocol as for “Moderate Risk” Patients High density foam matress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
. Use same 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

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Morse Fall Risk Assessment Form

D

Rainbow®
Children’s
Hospital

It takes a lot to treat the littie.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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

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

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

[ Assist and/or supervise ambulation. Reinforce to always call for assistance
U] 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

3 s
Date /Ti
Choose Highest Applicable Score from each Category s /Time | 1§ } Lﬂ'a— [y / o Fall Risk Grading
coe | £ Py Y 0%
History of Falling Yes 25 / |
(immediately or w/in 3 months) No 0 Risk Level Morseip;:lsl)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 o ® o
Furniture 30 Standard Fall
Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 o D h
20
IV / Heparin Lock or Saline :(qes - L0 Y/ =8 Implement
g D 0 o Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 :theventhn
GAIT / Transferring Weak (uses touch for balance) 10 OB
Normal /On Bed Rest /Immabile 0 Implement High
Forgets limitati 1 LR Risk Fall
Mental Status _rg Sl = ° Hipn Ris =0 Prevention
Oriented to own ability 0 ) I/ b irvaetn
Total Morse Fall Scale Score: D‘lQ /) 20
144
Signature e ﬁ
d (1 &
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PAIN ASSESSMENT FORM

D

M"

Rambow
Children’s
Hospital

It takes a lot to treat the Mile.

\\

BirthRight

BY RAINBOW-HOSPITALS

Your Right to a Safe Delivery

- Pain Store ; . Modifying | Patient / Family e ,
Date Time (0/10) Location Duration Acuity Character Faclors Educated .Iniervenuon Sign
[} Continuous | [} Acute [7] Sharp 7 Dull [ Increasing [ Yes
\§ 1 = ﬂﬂi‘f\ O ’J [ | O Intermittent | () Chronic {1 Aching (7] Burning | [] Decreasing | [ No A Q y
) G 9 & [1 Continuous | [! Acute 0 Sharp L Dull | ['] Increasing [ Yes N A—
)} ” Y Y\,l lL "] Intermittent | [ Chronic ('] Aching (] Bumning | (] Decreasing | [ No
] i O A ] Sha O ] i O
1 % Gﬁ'ﬂ’) @ Y\/)Q— O] Contlnfjous cute. rp Dull . J . Increasing | Yes N FF— @
)9‘ [J Intermittent | [ Chronic I Aching [ Burning | (] Decreasing | [ No
[! Continuous | [ ] Acute (1 Sharp [ Dull [_] Increasing L] Yes
\)S\(}’ H’mf\ 0 mﬁ "1 Intermittent | [ Chronic (1 Aching (] Burning | (] Decreasing | [ No ilki Z/
| ] _
k (] Continuous | (! Acute [} Sharp [ Dull "1 Increasing 1 Yes .
[ | IO < 0 W~ [ Intermittent | [ Chronic ('] Aching (] Burning | (] Decreasing | [ No ™ - K
[1 Continuous | [ ! Acute | Sharp (] Dull "I Increasing "1 Yes
‘ iP’Vl @} [ Intermittent | () Chronic 1 Aching ] Burning | [ Decreasing | [ No
[! Continuous | [ Acute 1 Sharp [ Dull [ ! Increasing Tl Yes In
16 (726 10 fer A N1 [ Intermittent | () Chronic [ Aching [ Bumning | (] Decreasing | [ No = %4
] Continuous | [ Acute (1 Sharp (] Dull [] Increasing U Yes ul
= . . . L Y
b( ,3'[7—” l"?r\ C)[( ¢ M- L] Intermittent | ) Chronic (1 Aching (1 Burning | (] Decreasing | [ No K @;7
(] Continuous | [ Acute 1 Sharp ] Dull 1 Increasing U1 Yes
[ Intermittent | [ Chronic [] Aching ] Burning | [0 Decreasing | [ No
(] Continuous | [ ] Acute ] Sharp (1 Dull "1 Increasing ] Yes
[} Intermittent | [| Chronic [ Aching (] Burning | [ Decreasing [ [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PTO)



/ PAIN ASSESSMENT TOOLS \

-
FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)
g SCORING
CATEGORY §
u T 2 1 2 "
< > . A ) Occasional Grimace or Frawn, Fre'huenl to constant m, !
Face . No Particular expression or smile withdraw, Disoriented quivaring chin, clenched jaw
) Legs Normal Position or Relaxed Ungasy, restless, tense Kicking, or legs brawn up [
! " | Laying quietly normal position, Squirming shiffing back and . .
Activity moves easily forth; tense Asched, right, or Jerking
Numerlcal Paln Scale (Obstetric and Gynacology) : : !
| 1 1 1 I | 1 1 | 1 l : Moans or whimpers occasional Crying steadily, screams of sobs,
I i i 1 i i 1 i 1 I~ i Cry No Cry {Awake or asleep)
0 1 2 3 H H 6 H H H wL?s: complaint - . frequent complaints
HoPeln " Pesslble Pan - Reassured by accasional touching, . r
LR il Content, relaxed hugging, or being talked to, Difflcult to console or copfort ¢ ¢
A Gonsolability distractitle »r l 0 1 m .
P Neaonatal Pain, Agitation and Sedation Scale (upto 1“Monlh) b -
Assessment Sedation Normal Paln / Agitation
- Criteria - d
Wong - Baker (Pedlatrics) Above 7 Years -2 -1 0 1 2
: Crying No Gry with painful | Moans or cries Appropriate erying Wot| Irritable or crying at Hiﬁh—pi{:':hed or silent-
Irritability stimuli minimally with painful| Irritable intervals consolable, | continuous cry
2 ‘. 2 A 8 3 10 stimuli Inconsolable v e
Ko Hurt Hurts Litle BIt  Hurts Littlo Mora Even More HurtsWnoleLot  HurtsWorst | Behavior Stale | Noarousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kickinig constantly awake
stimuli stimuli gestational age Awakens frequently | or
. . No spontangous Littls spontaneous  _| Arouses minimally / no movement
. 4 movement movement { | (notsedated) |
Fatial . Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Refaxed hands and | Intermittent Continual clenched
Tone Haccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Body is not tense Body Is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR,BR Sa0, | stimuf variability from normal for from baseline baseling, Sa0, less than ar ’
typoventilation or | baseline with stimuli | gestational age Sa0,76-85% with | equalto 75% with stimulation -
— apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator -

\_ 1)
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HNH 00012848 leo-omuu l;/ié
. & Rainbow” . "
2:-“-1»: ;wumso *) Children’s 4§ B|rtthght
S I Hospital _ | Wz
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCION: ....c.cvveveeereeceeecee e Department: ..........cococevvveverveecrneenns. Date OF ADMISSION: ...ovvvvveeeceecvevree
Z | Diagnosis: ' Any Infection: CIYes CINo I Not Known
5 If YES SPECITY: ..o,
” - W\'.V 6
S | Area 1s | 5\, T ¢ % \ >
3 Shift Time AR ‘ 2% v, ,‘ \ ,v\/ \b Wl
2 | Medical Condition o
= | (Any special condition to be noted): l\)r
on | p) W | e
Allergy: O Yes o|O Yeﬁ No | O Yes.=No | Yes }wﬂ O Yes Z/No O Yes ;LNU
Tubes/Drains/Catheter: )2’{3 | No 14 Yes T No tH%s(EJINo O Yes =fio | Yes ,@'Nﬁ O Yes S#No
Vital Signs: Temp: |0 3P D’Vf Br A LT 99D [ad™
e Res: | 9 Y7 70 2whY) | atby | 9opi
2 S0: | 4o, | q4)  |.aaf | KOs | A A%t
2 Puse: | @7 | g f% gabt | K5pM | %5 bn | o b
2 BP: | \1o (357 IOPY- | wolapl melds | {2 |\ob g |
Fall Risk Score: i =~ — — — —
Pain Score: ~— - e — | <
SafetyNeeds: | A | pfF | 3 S o —
" Physiotherapy |C! Yes tNo | C Yes o | YesTNo |0 Yes [ NefCl Yes (#No | O Yes 7TNo
g Others Specify: },\j A W I S e ~ Qb
g Special Diet: | Yes D(IG [1Yes CINo | Yes =No | Yes 9!0 O Yesra‘ﬂ'o [0 Yes [LNe
E
§ Other Special Orders / Medications:
= N[ e | ||
Post Operative Procedure Special Orders: o0 ;
ost Operative Procedure Special Orders: | 4. P) P( =% - — e
Handed Over By Name : € - M| M @N % M\gjp}“
d . .
~ PO | L O
Signature : (@7 1 (b Q{,, \@ @{/ ﬂ
Date: sl sy | 12/ov & e | 3zh®
Time: e 9 N— £4- 8D o a7
5 [ ‘»J /
Taken Over By Name : W éLle ‘V}'G Sy | w CAML
Signature : [WM‘W % ”' U ’
Date: rcle]sbl e [ T8 m;g}u N aZANETYY
Time: LN §} pm | € | Shy
7 =y
Docu. No. : RCH/FRM / CLINICAL / 097 U ]
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Rainbow® . L
Children’s (d BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a Jot to freat the litte. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM - WARD

Your Right to a Safe Delivery
-

Treating DOCEOr: ..o Department: ........cccovevieeeceeecrieene Date of AAMISSION: .....covvvervrresrine
Z | Diagnosis: Any Infection: CJYes [INo [ Not Known
= ]
= If YeS SPeCify: ....ccvvvreeeeeeecercceeir e
: CS
w
2 | Area y) =
=] Shift Time |
% Ve
% | Medical Condition
= | (Any special condition to be noted): =

Allergy: ClYes =No | Yes C'No |~ Yes CINo | Yes C1No |2 Yes CINo | Yes [ No
Tubes/Drains/Catheter: 0Yes =TNo | Yes JNo | Yes CJNo | Yes CINo [ Yes CINo | Yes CINo
' Vital Signs: Temp: | G, 1
. Res: QGb],ﬂ
£ Sp0: | \ow/
g Pulse: | -3/
2 BP: —
Fall Risk Score: o
Pain Score: | \ O’
Safety Needs: ELQX
- Physiotherapy | Yes =No | Yes C1No |1 Yes CJNo [ Yes CJNo | Yes CJNo | CI Yes CINo
=
[—]
g Others Specify: -
£ Special Diet: | Yes [1Ne{(1Yes 0 No |(JYes CJNo |l Yes ©JNo | Yes CJNo [T Yes ©JNo
E
8 |Other Special Orders / Medications:
0= -
Post Operative Procedure Special Orders: |
Handed Over By Name :
Mcx\w [
Signature : @/
Date: \Xa{os
Time: 9 PH
-
Taken Over By Name :
Signature :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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! Chirers | @ BrRint
\\\\\\\\\\\\\M\\\\\W\\\\\“\\ o URINARY CATHETER BUNDLE CHECK LIST e | P

Date of Insertion: ........”. 5} r;/ % .......... Date of ReMOVal: ..............ccocovrrivniins

Parameters Date Shift Time 1 5 g M g qm7 lg 1[/ k i
. .{ g | . . _ -~
Need for the Catheter }A‘Es CINo Y}S_\!_JNO ¥es CINo | CIYes [INo | [IYes "INo | [IYes [INo 'Yes [INo
Hand Hygiene |_¥es CINo Vr_{Yes CINo ;zYe? [INo | CJYes [INo | [lYes CINo | ClYes [INo | [1Yes [INo
i b
Usage of Sterile Equipment | | _HYes CINo -/{Yes 1No DLMDNO COYes [CONo | COYes CONo | ClYes [(ONo | ClYes [INo
Is the Collection bag below the level of bladder _Yes CINo (ﬁ’es [JNo U/Yes/ CINo | ClYes [INo | L[lYes }jNo ﬁes [(JNo | ClYes CINo
Check the Tube for Obstruction (Free of Kinking) +TTYes C1No 4 Yes CINo | [1Yes CINo | ClYes (INo }wa;éﬁff {D Yes [INo | C1Yes [1No
-
Is Catheter dated as policy _Yes [INo {Yes [INo I(;\,Yes [INo | ClYes [INo /” Yes CINo | [lYes [INo | [lYes [INo
Collecting bag is been emptied regularly? /ﬂs CINo (lA’YBS [INo [/]/Yes CONo | OOYes CINo | | [INo | C1Yes [INo IYes [INo
- - _,k
Maintenance of closed system for the catheter +TIYes C1No dﬂes C1No JZ%"Vé'S [INo | [UYes [CONo | [1Yes INo | C1Yes ['INo | [1Yes INo
Dressing clean and dry? f%Yes [INo |<CiYes (INo | [J¥es [INo | [IYes [INo | [lYes [INo | ClYes [INo | CIYes [INo
Is the line removed as Policy? /ﬁ@ﬂ No ﬁes "INo D’féé [(ONo | ClYes [INo | ClYes [INo | [1Yes [INo | CIYes [INo
Performance of Perineal Care | [¥es” CINo *'f{Yes “INo /E”Yng [ONo | CJYes [CONo | CJYes [INo | ClYes CINo | ClYes [INo
Onset of New Fever OYes Mo~ ClYes \i‘ﬂ) O Yesm [1Yes [INo | [1Yes [JNo | [IYes 'No | [IYes [INo
Asses for the leakage at the site of insertion }L\fes [1No -‘7(68 [INo i)/f,)e@ "[INo | [Yes [INo | [1Yes [INo | [Yes TINo | T1Yes [INo
Name of the Nurse ) [ ﬁ/\/‘
Signature of the Nurse :?‘M AQ o

Jok | =2 =

Docu. No. : RCH /FRM / CLINICAL / 114
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Rainbow’ &
Children’s
PATIENT TRANSFER FORM

BirthRight

Hospital | .?Lf:;t?fi“:::?filﬂi‘:i
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
mum 15 (728 @é "Sopea 517024
N
DR ot She Observobon
From Unit To Unit Information to Attendant
pre past ROO ) L
Number of Sheets in Clinical File

Number of Imaging Films Personal belongings including
clinical documents. If any handed

over to attendant
Yes| | No[ ]
o Lo
If yes, what ?
Medications / Consumables / Surgicals / Hand aver
SI.No. ltem Name Quantity
! 4. 46
2.
3.
4.
5.

Shifting Summary / Notes Written by Doctor :

Name & Signature of Person who is Transferring

Yes[ | No[ |

Patient & Clinical Records Received by :

SIS Llaubaboyy

Name of Person Ordered Transfer

DR . Mo s hoy

e

Date & Time of Patient Received : \ﬁ\?\ﬁﬂo @ G '\Bs{fﬁ

|| Unavailable Bed

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

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

|| Nurse not Available | Available Bed not ready




Rainbow"® . e e
.«rORMED CONSENT FOR SURGERY OR Children' ‘E:LER'}ZL%RE
SPECIAL PROCEDURE o | W
Patient Name : ... 227 oaatoe Gender: [ Male E{e,male Age : 333 ..............
UHDNO : .......... FNH-00012-649. Date:..[ &1 31232%....

Instruction:

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

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

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

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

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

......... Recurmenca. . Fon..,. Intatwed. Obsnchen. . clantis

L R A e e R R TR

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. |have had achance to ask my surgeon questions.

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

Name of the Doctor who is performing the Surgery / Procedure:
Consentee :

&

. 9 .‘\\* :

SIGNALUE © ...yt
Vd

Name: ........ 07,8688

Date & Time : .05 [Hmg € T:29Pm

Waeas: Doctor (who is taking the consent) :

BIIEING: .o e R e ‘g

NAME : oo T I):SN ............................................
Date & TIME & ..ocoeececee e

Docu. No. : RCH /FRM / CLINICAL / 027
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02-08-1992 JAY1IMI3D () "
PADMAJA YELISETTY o

Dr.
! ||

Hos pita| 8Y RAINBOW HOSPITALS

It takes 3 lot taytreat the little Your Right to a Safe De{ivcry

fI{TTT Ty Chitdren's ‘BirthRight"

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: ...... |SI}[“’ .................. Time of Arrival: ........ 3--@ 5] Time Seen by Nurse: Qﬂl@ﬁ’n’\
1) Level of Consciousness: ;kcﬁﬁscious [ Semi-Conscious 1 UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
] Severe Pain / Moderate Pain [ Preterm rupture of Membranes / Leaking Water PV
N [ Bleeding PV: Slight / Heavy [ Preterm Labor/ Labor
h [ Decreased Fetal Movement [ Spontaneous Rupture of Membrane / Leaking Water PV
] No Fetal Movement [T Other REASON: .......eeeieeeieeeeeeee et e e
3) Vital Signs: Temperature: AXE. puse: . 8S.. RR:.AC. Sp0,: qt... sp: .].1.):}.'}-,5Weight: .............
4) Gestational Criteria:
Gravida: G P L A
AP nvamemasiivennn EDD; iciiciimsnicinamsisisussiiinsss GBSTAONGl AQE: .ouv.isisieimisismssssiisisiass
Uterine Contraction ] Yes m [0 NA | Onset Time Frequency:
Membrane Rupture J Yes I]/( 1 NA | Onset Time Fluid Color:
o Vaginal bleeding O Yes No | CJNA | Onset Time Amount:
’ If Yes specify: i
. . es specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes No | CI NA Pain Abdomen / Vomiting
Good fetal Movement )Z/Yes CNo | 1 NA | [TNospecify:
5) Pain Screening: Numerical Pain Scale (NPS)
| 1 | | | | | | | | |
E r i I | | [ I I | T | |
0 1 2 3 4 5 6 7 8 9 10
in ’ Worst
possible pain
) T )
o DURAtION: ..o Days / Weeks/ Months (Strike out which is got applicable)
5 (IETETME corrmommemrscmoms e o s s R T L L T e H S B T T O U ey
« Frequency: .................. e S A S R L R A S SR
= Interventions: ................ N/‘/(
6) Past History:
B BUNOOIIBGE . s v emnins e gl b st s i o N S A A B A ANy R AT
b)  Medical .o.oooovovere S N(«P/E
Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0.




) ]
Patient Sticker J

7) Allergy: [ Yes /& Y88 e

8) Current Medications: [ Prenatal Vitamin @Noﬁ LT OtNBIS: vttt

9) ?{al Medical History:
None

1 Chronic Hypertension
] Gestational Hypertension

(] Gestational Diabetes
L1 Low placenta
[ DUNOTSH Y88, SPOCIY . ocinswmssivnsimmisssinmsmssincnnossommahovssminssat

(f =

(] Diabetes

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
1 Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
] Category II: Emergent (Time to Physician: <= 15 minutes & Reassessment: Every 15 minutes)
] Category Ill: Urgent (Time to Physician: <= 30 minutes & Reassessment: Every 15 minutes)
(] Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
[J Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

OBCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
0TAS (Urgent)
i <30 minutes
Re-Assessment Every 15 Minutes
=350 Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
: Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
; pain <37 weeks (>spotting) >37
: 3 weeks
i, : Mild hypertension
oAby ) o Hypertension > 160/110 Mg
- Hypertension | Seizure activity and / or headache, visual | 140730 witt/without
: : disturbance, RUQ pain associated signs and
: ' symptoms
: \ ; Atypical FHR tracing,
o 3% - | Abnormal FHR tracing
Fetal Assessment abnormal dopplers
B Non-Fetal Movement Diseased fetal movement
3 : Others. - Acute onsite severe « Major trauma « Abdominal/back pain « Ongoing assessment | « Anything that does not
.: il abdominal pain + Shoriness of breath greater than expected in |  from out patient clinic seem to pose threat to
- + Altered level of » Unplanned and pregnancy (for hypertension, blood]  mother or fetus
consciousness unattended birth « Flank pain / hematuria work) « Cervical ripening
+ Cord prolapse + Nausea /vomiting and | « Minor trauma (minor | « Out patient placenta
. Spvere respiratory for diarrhea with MVC/fall) previa protocols
: distress _ suspected dehydration | . Nausea/Vomitingand | - Pre-booked visits (ie
i « Suspected sepsis for diarrhea Rh and progesterone
« Signs of infection (e injections, NST
e dysuria ,cough, fever, | - Assessment for version
A chills) « Rashes
Time seen by DOCLOr: ........cc.ccvvunee. }lbﬂw\
\ [}
Nurse Name : .......... g A AL W NUrse SIgnature: ...........c.. )i
pate: 15[ F19.6....... Time: S W Yo -V

cC
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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: l§-1 :’L\?’(’ .........
Baseline Information:
Admission From: CJ ER [ OPD Mission Desk  [] Others, SPECITY ....ccecvereeerieererrccrenie s
Primary Language: /L}Telugu _LEnglish = Hindi [ :Others; SPeCilY . v pissvisssssismisssss
Doyourequire aninterpreter? [I1Yes [INO  ifYBSSPRCITY coucuiiieieeici s s
Source of Information: [ Patient ] Family [ 0thers; SPeBIHY, ... miisiimsivssisssmsusssisasissosvisiammisiivissniis
Allergies: []Yes [ No ] Medications 1 Blood Transfusion (] Food (] Other: v
VOIS HOBIIURY. o iuunnois snsiissisuicunios s s oy 49 e 55 o E Ao S 4TRSS RV SRS SO O TN v R
Chief COmMPIAINTS: ... en s Doctor Notified on Admission: —!Yes [INo
................................................... QCL—(L«SC,E Name of the Doctor: Qo\Jj{Y\O&gQ’\
................................................................................................................... Time NOtified: ..o
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [] Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

WA WAL QA

Gynecology Assessment: ] Not Applicable | Gynecology Surgical History: Gynecological History:

Menstrual History: ......ccccevevveviivciccrinne Caesarean Section: [I1No [ Yes Contraceptives: CINo [ Yes
Q\oﬁmﬂy\ﬂ Cervical Cerclage: [INo [ Yes Vaginal Discharge: T INo [ Yes
Onset of Menarche: ........o0ccovveeeeveereeienns Ectopic Pregnancy: [ 1No [ Yes Post-Coital Bleeding: I No [] Yes
Menstrual Cycle: [ R@ar [1lrregular | Myomectomy: [CONo [Yes Infertility: CINo [ Yes
Last Menstrual Period: ...........ccoeeveveeneneeee Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G ........... (b .......... g [ /A A.... T

Provions LSES: .cvvivnasnisnimnmiimm i

Current Medication: /'zNone [1 Yes, If Yes, Fill the reconciliation form

Family History: m Abnormalities Detected

[ Heart Disease [] Hypertension (] Diabetes [] Stroke [] Seizures [ Kidney disease
1 Liver disease LT OTNBE ottt sttt b e a e st n et nn s
Vital Signs / Measurements: Temp: ... L FHE.. HR: 2 RR: .Z9......
BP: Mo | 8T Weight: .............. Height: .............. Y

Pain Assessment:  Pain: [ Yes 1D—Nn/ (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PTO)




Patient Sticker \

PHYSICAL ASSESSMENT
General Appearance: Bﬁaalthy C1ill looking [ Anxious [] Agitated T Others: covveveeeeeeeceeeeeeeeae
Fall Assessment: [ 1Yes [INo Score.... Q... (complete the Morse Fall Risk Assessment Sheet)
Riskof Pressure Sore: [Yes [ No Score...... 9 ........... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant
I Mobility problem " Walking Problem =110 Abnormality Detected
I Developmental Delay "I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [ mormality Detected
(] Overweight LI Poor Appetite > 3 Days [ Needs Therapeutic Diet.

[1Under Weight L] Diabetes Mellitus ] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
(1 Calm & Cooperative [ Restless ! Depressed L] Agitated L] Confused
L OIS i oosasiiesonss om0 A 3 S S e s S5 RS0

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single [Married  [IDivorced [ Widow

2. Special Habits:  Smoker: [ Yes [ N0 Alcohol Abuse: [ Yes E*o( Drug Abuse: [Yes [ LNe— |

S0CIAI HISTOrY: LIVES WItH ...t bbbttt ettt st

Orientation has been given regarding the following aspects:
Call Bellin Reach: [1Yes [1No Waste Disposal Explained: [1Yes [INo
Infusion Pump : ClYes [INo Hand Hygiene Explained:  [] Yes [] No [ Others

Above information given to ............. Pa}*(u\f ..............................

Orientation Not given REASON: ..........c..cv.uveevevreveenee I'\“q .......................................
Nurse Signature: ................... gz‘f"l ..................

!
Nurse Name: ............ccc..ceovn. St k0.

Date & Time: (51}1‘1@@ ..... gﬂ—fm

( €

Qe
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 Dr.PADMAJA YELISETTY Children’s . Bll'thRIght

AT Hospital _ | () rmmecmosm:

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

CAESAKEAN SECTION OPERATIVE NOTES
Surgeon’s Name:™ =2~ Pa_afmrj'@ Yeline H~a Date of Delivery: ;<79 /serc.

Assistant Surgeong}" %“Z/‘;}fﬁd’; 'a‘;’ gf""i‘w") Time of Delivery: Gttt A

Anaesthetist's Name: ftr; Seame Gender of Baby: 7ol

Type of Anaesthesia: o Sp CA— Weight of Baby: 275 leg

Neonalologist: o T2pumnrr AGPARScore: 9 /9

Scrub Nurse: . NICU Admission: M 1 No

Pre-Operative Diaugnosis:C7 2 AL’ /‘3 ot 20 [ Aress LH LD / L Py cﬁj@{-::u-)"m_,
C-Alective ] Emergency Indication: ... 2. 622 < BT e

Urgency

_] Immediate Threat to life of woman or fetus

] Maternal or fetal compromise not immediately life threatening

"1 No maternal or fetal compromise but needs early delivery

¢ Petivery timed to suit woman and staff
Decision time: ............. [0 o o KNief 10 TBCIUS: ..., 7o oo
CTG Description: ................ e e

If there was a delay GIVE the TBASOMS: ....ocviviieiieiiieie et b bbb bbbt

Surgical Procedure:
Dreehve LA, o 8l bt 67»»1"\ ' T ermen

ég’r«

Post Operative Diagnosis: Pup—0

Peri-Operative Complications: S

Amount of Blood Loss:  ~ 200 Blood Transfused (in ML): -—

Name and Number of Surgical Specimen sent for examination:

BIL  —hido oA S‘jf\*‘*"“*‘

Docu. No. RCH/ FRM / CLINICAL / 155 (PTO)




o clng i -

- " . Firreree 1L
Baby ot By D Po-donegisz Mo TG Pidonizaty § Storntyebrims ommond

Hnne_ y 2 2 5
Examination Findings when Appropriate: 197 < '\j el g

PresentationM{Cephalic ("1 Breech IO 1] S Cervical Dilatation: ............ @]yw ..................... cm

3l 5o L O — Fatal POSIHON: ...cooumsmiprmnsissrs s

Station. -3 0O1-2 O-1 OO0 O+1 O+2 Moulding: [CINone [+ 4+ [ +++

Caputt O+ O++ O +++ Meconium: INone [+ [CI++ O +++

Bladder Catheterized : _=+Yes 7 No Urine: [1Clear [ Blood Stained

Skin Incision: "6 Pfannensteil [1 Transverse CI Midline W1 s

Uterine Incision: _i Lower Segment [ Classical  Inverted T 0 J Ingision — &/L ot (/‘7”""‘ i
Previous Scar: [ Intact _rThinnedout ) Ruptured CNoScar &y Medfa’ dopurnsyd
Incision Through Placenta: ! Yes [ No —tus +6; nnedf b homs Copows by Pralipae nsq
Delivery of head: 1 Manual =Forceps ~ Cagoii W (o ’U‘j“’nf““’“ o B
Liquor: <Clear [ Meconium: [ | | CIn CIBlood [ Offensive ! Not Offensive

Delivery of Placenta: Manual ] 1 3 R 1 Complete [ Incomplete ] Piecemeal

Cord Appearance: ..........! A A Cord around the neck 1Yes [iNo <
Appearance of placenta: ...... NWW"{ .................................................... Cavity explored C1Yes [l No

Uterus, tubes and ovarieszz’mrmal I Not Normal Sterilization: +Yes [INo

Uterine Closure: 1 One Layer “Two Layers W""ft “(_t’ ............................................. Suture ,
Peritoneal Closure: L1 Pelvic e Abdominal I None Y541 Mo Mgaues e | )
Sheath Closure: V"“‘// .. A Suture
FatClosure: (1Yes (INo .. el B2 Suture

Skin Closure: [ Subcuticular ' Mattress ""’W—;xf ...... e SN CE Suture

Vagineal Evacuated “Yes 1 No

Drain: T1Yes =No  CIREMOVETN oo days  [] Await instructions

Ctheter ZYes [INo [JRemovein....... J' .......... days [ Await instructions

Swap & Instruments count correct? _+-Yes [1 No [ Post-op Antibiotics JYes [INo
Intra-Operative Antibiotics Cover: _="Yes (1 No [ Thromboprophylaxis OYes JI=No

POST-OPEIALIVE NOTES: ....veeeveeeeieetiet ettt et et e s et e ees et e s e s eaeessesesseaeesses e e e s essne e an e s et easesseaesn e s ensensenseneeeneansensans

..................... thw-C‘\/
N

-~
[ 8] Q€ CMxJ

e FE Ly b 8 TR A e

“
......................... SO 7 S o SO
: _ S
Doctor Name: ......... o P ad ”“7‘" ............. Doctor Signature: .............. Ul Q L&M ..........................

Date & Time: .......... ;5/47% .....................................
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02-08-1892 BY1IMI3D F ”%
Or. PADMAJA YELISETTY : :! 3 05 E*a‘i_?d‘ow: . BirthRiaht
LT T Hospital .mwﬁ'
NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS
Date: }'6/;/2-'7{ ........ Time: v Lo (20,400 0.
" et 0 ~ 26 kg/m?’
Oﬂgunjrwbow Height: !55“’“ ......... Weighté.'.’?.‘.f..).cj..j ...... BMI: [0 ~28 kg//mz
O ~ 30 kg/m’ .
FOOGAIIZES: s N e 20
Diagnosis: .............. L .éﬁ\f? ....................................................................................................................................
TypeofDiet OlLiquid  ©Soft  CINormal (O Diabetic
O Vegetarian B’ﬂr—\legetarian O Vegan
Diet Advised:

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

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

Dietician’s

: : Signature: .......... »S%EANM%&M
..................... DB S St 0 Tl

Name:

pate & TIME: (5/?;)2«2”?@{)410 .......... Date & Time: /15/:7@;?’%%/’0

®T.0)

Doc. No. - RCH / FAM / CLINICAL / 195
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DIETARY NOTES

Date Time Notes Sign
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= Rambow
Patient Sticker | 263 @ BirthRight
. _— ﬁgls[g:'&l’ll s . BY RAINBOW Hosgm.s
CROSS CONSULTATION FORM
Doctor Name : .I2V/..... P ﬁcJM@qﬂ .................................... Date : (4/'7'/7’6. .......... Time : ....J 2fF24]....
DIAGNOSIS & oo LSS
HOSPItal  vvoovoeorr OO HNMLIN Type of Referral :
0 Emergency
Referred for : [ Opinion mManagement [ Transfer of care E ll':(r)ieztrgent

Reason for Referral : If for concurrent care specify the particular need, especially in the absence of a second diagnosis:

<
Signature:
Findings and Recommendations : g
Lat-Aghon  cava  plav.
\

_ wal formad Bassk 4 NippldsS
- Sucu@wa obsasva d
- Q2P Lz

. 105‘{7‘”’" Sat-v
f,o e Ss ok Swlng ovdinwevsly
e~ ey

L\%\A 9'“0 et 9, cxadle
.AE\\ fov VLdeP \A—FCH ZE dﬂ,moms_[,m%ad %
- wA

hold  [cvoOSS I -y
g\ 2 houvs &S anty
,(fa,(l,:i\nj not arcedd
- WWO‘

l i 4 les  25c0ops (BP)
QT "“"“3“—“ — 10 Stavt aalar avonu < pops J
Consultant : —TD Shavt Y,ac-lrf""ﬁ« cop 2 Tab CII'ID) aal bj

Name : Gm'lfl’twkﬂ@ ............. Signature : ........ ...Sg— ............ Date & Time : H../Q{M..,Jarp..)

Doc. No. : RCH/ FRM/ CLINICAL / 049
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© HNH-00012649 |P26-0 Rain bow . - o
s ”‘“A aynmao ® Children’s Blrtthght
' Hospital . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

i Childrer's
BREAST FEEDING HANDOVER AND

ASSESSMENT FORM
1. Breastfeeding initiated?
1 a.Yes [0 b.No
B 2. HTND, RBASON .......ceceereeeieceieieieest et ese st sae s sa e et e s e sa s s saeb e e eb et es et eb e st b e s b esenaebeb e b e b e et s e b st st s b aebe b b s

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

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

—_ 5. Steps for Positioning and attachment:
] a.Baby goes to the breast
o 1 b. Mother always sits with a back support
o ]  c. Ear-shoulder-hip should be in a straight line
L1 d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCHBH /FRM / CLINICAL / 080 P.LO




6. Was the position explained:
] a.Yes
) b.No

7. For Caesarian mothers:

(] a. Mother is required sit and feed from the 4th feed
C1  b. Please explain football hold

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

L 4
9. Additional notes: .................. RD ............................................................................................................................
Continuity of Care: Date: [‘5‘(2-(2&, .............. v
4
L4
o

Hangover OIVON DY ......cussemmsiinsinsississsisoinfamatssig HaNOOVET CMBIN DY ..cvoviscvnsiiiomsosineaiohossrsissiossansioisissvsts

SIGNATUTE ... OIONBRID .o uiinsss - ciussivioss ausinsasmasamssssinssriimisasaas st

DaAte & TIME: ..ottt eneeesnas Date & TIME: ...t ceis e s saesssessseas s eesasnens



SURGICAL

SAFETY CHECKLIST

SUrgeon : ......c.eeseens

@ Do
Asst. Surgeon : Qxﬂhgmﬂm%

Anaesthetist : ........... DI

Scrub Nurse : &]/SW\AAUL’“} .

HNH-00012649
Dr. SADIA
02-08-1902
Dr. PADMAJA YELISETTY

el 11111 T

amuh UHID No.

IPZG?BMT
BYNMMISD

(F)

Date : 13)7 L intime . 26 Q... Out-time : (0245 A |

. e
€ Gender...[.’.t.. E;i_?c?.aw. .
. ildren’s
Xl lECs. .. Hospital .

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGN IN

TIMEOUT Time..... ??;...ga,@m

SIGN OUT

Time:..ﬁ.‘-.(e%.

Patient Has Confirmed
Identity
Site
Procedure
Consent

Site Marked

Anaesthesia Safety Check Completed

ﬁ LINo
)a'(s&'ﬂNo
/ﬂés No

‘.)‘ANO
Pt
otes ofi

‘LN |

Pulse Oximeter on Patient & Functioning ([Yes A/.o(

Does Patient have a:
Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available
Risk of > 500mi Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given

within the last 60 minutes?

Signature @.......c.c....... \AM

OYes Nd/
/m'm

CYes, Ao CINA

e il ok

NEB ocusioncs o] f Y@-JJ_LVB[\)\ ........................

Confirm all team members have
introduced themselves by Name and Holeafeg INo

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) (¥es LINo
Correct Site AYe8 CINo
Correct Procedure C¥es CINo

Anticipated Critical Events
Surgeon Reviews:

PASTR

What are the Critical or Unexpected o \MG
Steps, Operative Duration,uc\ru?‘})

Anticipated Blood Loss? YC’ b pl [ m CONA

Anaesthesia Team Reviews:

Are There Any Patient-specific Concerns?%o

TNA
Nursing Team Reviews:
Has Sterility (including indicator results)
Been Confirmed? are there Equipment ’
issues or any Concerns? 7Yes CINo CINA
Is Essential Imaging Displayed? CYes CINo CINA

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

Signature :.................... X.@lﬂy ............................

[ K&%WM@%HDW

[Yes CINo

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable)

The Specimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

To Surgeon, Anaesthetist and Nurse:

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

Signature lao n Py PA(,F ,wzq }Lw&iy

<[Yes
Vs
¥es

[JYes

[JYes

Dy- C Mwn wla g\e{

CINo
CONo O NA

INo CINA

E/%L]NA

Doc. No. : RCH / FRM / CLINICAL / 111
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Rainbow" gty
cﬂ'i?d;%\:’s @ BirthRight
PATIENT TRANSFER FORM ll:igasupw!}.ﬁ!“m .BY RAINBOW HOSPITALS

Your Right to a 5:!? Delivery

T HNH-00012849 1P26-00006847
E;:::?.:: BY1MMIID  (F) Date & Time of Admission Date & Time of Transfer Order

i | s0-c sfrlas @ Wt

Ireating Consultant Name Transfer Ordered by Reason for Transfer

)} &Vm“y Obsevabin

From Unit To Unit Information to Attendant
_ , Yes ™| No[ ]
DT P)/@ - ?cs BKA
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

2L L Yes [ ] Ne T

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. [tem Name Quantity

1. %L —

4.

5.

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

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

Patient & Clinical Records Received by :

Hetila| @

Date & Time of Patient Received : | l‘)( [,} 6

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




ﬁ% .
Chitdrons | @ BirthRight
PATIENT TRANSFER FORM Hospital _ | ()

Your Right to a Safe Dellvery

BY RAINBOW HOSPITALS

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-0001264¢ 1P26-00008847
Dr. 8ADIA : / 26
u;-nl-mz 3BY1MMIMI3D (F) ,S} #—19‘6 @ é rggf}m [S’/?’{ @Q&ﬂr
| Or. PADMAJA veLISETTY Transfer Ordered by Reason for Transfer

AT

. el - lsScs
DR. Jadma o

From Unit To Unit Information to Attendant

Pre - Po&t Qoom vl wld

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

@ N&) -~ | Yes[ ] Nol[

If yes, what ?

Medications / Consumables / Surgicals / Hand aver

SI.No. item Name Quantity
;s RL - Sooml 0
2.
3.
4,
5.
Shifting Summary / Notes Written by Doctor:  Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

2sc - Mond by o | DR+ Por el qu

Patient & Clinical Records Received by :

Nit-A.

Date & Time of Patient Received : é.‘ [ ﬂa,\@ ?ﬁ iz s / 7 / -G

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




pignabic 92441 6096)
Department of Anaesthesiology Eﬁii?j’z"r‘l’; & BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .

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

B.P/CRT: ............ HR: e, Weight: )é 3 ASA Physical Status: 71 / 3 04 O5
. - Laboratory Data:
Hab: o BlUCOSE:: svviisrinisiasaiscaessony, | PTOVRHI: vicsriniimgsncsrsssssess d MeBAY: i
PEY: ccavamamniiin [ L P e | | LTSI Ay T B HBSAg eq 1 ¢ P
WBC: oo Creat: ..o Total Bill: ......conreerrercrens 2D EChO: ...oomnsnemipensanscs
PIale: vnrnsenona | E T (il : || oL e ¢ Blood group{Z‘rOI Stress/Anglo: ......c..o...
2 [ G 11 O -« ) £ | S Other: ......oooveeeeinieiriaenns
|1 [ e BaH-AD . iciririrmmmnmmemrssaion Bl PHOB: iucsiuitimminisosiin B
INBE e oeiminsrimsiinss MO+ 47 coorreereereeeeriseeerers ATYIASE: oo, 1, E———"

I‘A.I C«MA

Gl =i s SOOTBPT: sutitarmisswans Allernies '\lupk ( Wy i
Medical History: ~ CVS: OIW MW - ft/ W&klﬁ W /M»aﬂ \ G

RESP: ~~ [ Diabetes :

¥ ONS: A0 - L Shmangmi - @mm/n—n/o/wMW/W /KAW i
Renal:
Hepatic / GE: Physical Activity: NYHA-T  Meq3 > 4.
Others: - '

Past Anaesthetic History W SCAMIMNAS 0/;(@((,07\ WI\9 / )';A,\MMA W Q)(W Jré A %7"{
Physical Exam: J 1400 \} 1§ /HW}VJW)

Airway: MP yrz) 34 Mouth Opening: Mﬂ /Mentohymd Dlstance. }% Neck: / N,> Teeth: MITQ ()f
Lungs : / ™ i e

\

/
Pregnant:_[¥Es [INo CINA Venous Access Site %Mnme Exam for regional : ¢ 1) 14 €
Anaesthetic Plan: [ MAC }HEElONAL [JBA-ETT [1LMA 6)(A’VVI / N 59

_ , , , - , /
Peri-Operative Plan Explained to the Patient: /)!(s aNo | )pm o {0 L A
e 1 "
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: é _ Fet /MIUC_ / TV (e
Ct./ V\’D }FQ/ 1. DVT Prophylaxis : —
[ V4 : *. 0RAL<:Water/0RS 2 Hours 2 - WATFL/OIL,(

Others 6 Ho
. Informed Corisent: _="Standard High Risk

4. Post Operative Pain Management/{scussed with Patient
5. Other Instruct!ons

w

Yomon




HNH-00012649 1P26-00006847
Dr. SADIA

02-08-1902 BYINIMIID  (F)
Dr, PADMAJA YELISETTY

Pre Induction Assessment:

ANAESTHESIA CHART

WW fr gy
C/M‘C’ 4 /ﬂjﬂl&&mbow

Children’s
Hospital

It takes a lot to treat the little,

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"

Change in Patient Condition: 1 Yes ‘Z{o Fasting Status: w@w
2 — . . g f— [d .
Physical Status: | _—Patient ldentlfled " Consent Present _=Thart Reviewed
= ; ¥ )
HR: LA ]m [ B.P/CRT: 572/51, [Sp0,: 48 /. Z/4] RR: I(/m | Last Feed-76/W’ '
Pre-OP Dlagnos:s 6"/{‘/‘/9’”"/1‘// .............. Operatmn ........................................................ Date:..(S/7/2€ .
Surgeon: Av/ j/ﬁ( /}ﬂ‘f{l / W/‘/‘f{"‘““' Anaesthesiologist: Ar!m’/,/ ...................... Technician: &’W
TIME b ‘
N,0 /AIR /O, LPM ' s
HALO /SO /SEVO Antiblotic
Drugs: g r ?7%
OXY{o N SViF 20V HW':‘ # 2oV VaftAge
METHENGWE PP iv / Suppository
- : DILOIHENAL
/Mgz@ [ECpg %ry
g;‘/ OL/NE  ZTalg Iv
_QA_M&M_% 17 0/
@Q-My(_ 738 Blood Loss
gonsr? =7, : Jﬂ - YT D A AN STy e i
SETACETATN O 1 £
FO, / Sa0, D pe IR0 | o0 [JoU 7 ~ICOmL
ETCO, ¥ |5t |25 (28
ECG | G [ | o~
Temperature
Urine Output . ok NOTES
=—="ar 04
8
23 done » UFE
BP 240 9’3’ ?4""“1
V Systolic 220 ’T-—
A Diastolic o =
XM
» Hear ate - }%uff
Tourniquet on Time 160
Tourni off Ti ~
ourniquet me = = [udﬂ‘\éf / (=]
Throat Pack In -:-—I'"
Throat Pack Out 120
10Q PARALALDSAS » s
0543 b F o EE Z‘M‘J’J‘u}' /6 §-A_r
&9 \'l'.l"I AA A A A 3
40 NARAAL 4
20
10
0
ABG
LAB Values
GRBS
_| Omers
/E/Equtnment Checkedand | Temp W ,«m/ Regional:
tional HME D Fluid Warmer 0 [ Hnhal Extremi Specify: ..
( F] Cllng Film 1 OH Warmer /"/ﬂﬁ CIRSI }’ﬁ?ﬁ' [} Epidural d Caudal -
! i Cuﬂ' Site: L%/ ger's Cotton Wool T Others Others: .. %%W
/i Site: .. A /ﬁ ~] Mask ] SGA Position: . A -SSONER AL TS, RN SlE A A
tead 5 ML 5 = site: /,%’f/
%D Site A:;::.Stan- 7}Cam 1 Alrway 6 Oral Nasaim e I 2{_§ @@m
0 Monnor " L T Y - ] 5 N - WA ST - | QTR RN » RN Juse o stantasaenstarnibarattara
em Monitor OP Start: ..... J /ﬁ# Nasal ;&uﬂ/ Parasthesia []Yes [ No A
se Oximeter OP End: . ; | Tracheostomy [ Topial Catheter at skin ..
,Z/{J:pnagrapn Leave OH 9{{& tl’" T Dy Name&Conc 0 @& /WWME‘ éf/
& Ventilator Anaesthesia: O Aw £ Dirget Vision sous: .U MCE /7 =
L1 Nerve Stimujator ) Zﬁ::el.aryngoscopv [=Styletie / Bougie INUSION: ...,
L ] Monitored Anaesthesia Care ] Fiberoptic é‘ Black Lguar_._-_Z(;,, O gl
y 1 Regional Blade# f{ Attempts: ...... ... [ " J
Pressure Pointd Checked i, T e U A —
Line (Size & Location) Transportai
i g_"" CICVP:. 1 Bilat = BS &’“%nom :"3’( O Other
= "1 ART; ] Semi-Closed Circle Relaxant Reversed _.L-Yes [TNo [INA
[~ Tape @U ; = ; ] A
/{fa‘:dlnq 'ZN/MC* L (g'f;“ em Name o e Doctor . JVIIVY.
= O er
[ Awake fw:,,m.,. Signature of the Doctor ........«7. e




HNH-00012649 1P26-00006847
Dr. SADIA
02-08-1882 BYIMIMI13D  (F)

Dr. PADMAJA YELISETTY

QLN i

POST-ANAESTHESIA CARE UNIT RECORD

Time Received :

Z
Rainbow® . —_
Children’s | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Time Discharged : .........ccoeevenienne

Received in PACU by : MM

L
gjg ::‘g .(I:'}amula Site : MW ...............
| 230 230 “] 0, Mask ] Nasal Prongs
% ;fg zfg [ Tracheostomy [ T-Piece
4 200 200 | [ Oral Airway [ Nasal Airway
o 190 190 : qg
180 180 o ©
% 170 170 | Vomiting : [ Yes "I No Drug: ;QM/K{WW
S 160 160 ; 1
@ 150 150 | NGTube: L1 Yes L
Vv 140 140 | prain: [lYes [No
130 130
A 120 120 Urinary Catheter: [ ] Yes [] No
i 10 S 10 ) . -
W 100 [ W~ 100 | Chest Tube: [ Yes [JNo
> 60 20 Nil Oral [JYes [JNo
FL 80 |~ & 1 ) 80 = =
“
- i 2 ‘fﬂ o | W puias: fZ[} ............................................
& 50 50 | Oral Foeds: .. JAIAB D
s 40 40
30 30
¥ 20 20
10 10
0 0
SPO,
MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
Able to move 4 extremities voluntary or on command =2 ol 3 .
Able to move 2 extremities voluntary or on command =1 ACTIVITY L '1.- 1/ 2 A Minimum Total Score of 8 is REQUIFBG for
Able to move 0 extremities voluntary or on command =0 Discharge
Abie to deep breathe & cough reely =
Dyspnea or limited breathing =1 RESPIRATION 2 5 A 4
Apneic =0 QL- d’ 2| - Exceptions to this, are to be explained in the
8P = 20 of Pre Anaesthetic leve =2 . space below by the Discharging Physician:
BP + 20-50 of Pre Anaesthetic leve =1 CIRCULATION aQ s __] '
BP + 50 of Pre Anaesthetic leve =0 f‘/ L
Fully awake =2 —
Arousable on calling = INSCIOUSNE!
Not responding =0 (L/L] sl 21
Pink =2
Pale, dusky, blotchy, jaundiced. other =1 COLOR
Cyanotic -0 G ] T
TOTAL q o Lo | po
| =2
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

G IAM D’

]

LY

s \Hb |

L4

f

2
1

.

5%
o=

n)ﬂjﬂﬁﬂ_b(,/\_”
AN A

Pain Tool Used:

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

7
[CINPASS [ FLACC 1'Wong Baker :k!f)'i

7

A

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

Transferred to Unit by (PACU): BJAHOOW
Date & Tumel&‘l}l%@g‘)m




Rainbow® . o

Patient Sticker Children’s @ BirthRight
: Hospital 8Y RAINBOW HOSPITALS

1t takes a Jot to treat the litte, “four Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD e

1
3

DB oo Time: .o reseneevens = Procedure dong DY .ueoeeeeiereermreereeeree s srennssananas foveteeenseeens

CSE /Spinal /Epidural

Technique (LOR/LOS) .......cc...... s
Depth: { ...... ‘

Catheter at SKiN: .vvvevevieeinneenreseinranenee AHEIMIPIS v

Parasthesia : YBS/NO if YBS UBLAIS  ....covevevorevr et nisisssesianssssesttsssesssnesssesssnssssssessssesstasssnaseissanesmessasesesesessessassensans

SOILEION COMPOSIION & ...ovvverirveeinrriiniss it st ssresssrsssreesesnas s rasaesasbessaresssssessessasansessansensansessasansanss Feereerenenreneenrannne

Any other issues : . Vo, .

1) [ reusvsrvess R AR e SRR AR 44 RE AR RS E g R R AR O TRt R s

Infusion Rate
(mi/hr)

Bolus (ml) _

Level
= Left Right

Maternal

BP | Pulse

FHR

Comments

T

p———

4
A

D?Iivery Details - TimMe : oo APGAR: ....covvrerernnne. SVD / Instrumental / LSGS (if LSCS Details)
“Catheter Removed by and Tip INSPECIEd & ..c.eovreerieceercrrsensssisssnins cereereaneeeaereen e e et s e nre e ettt renreneane

Patient Satisfaction : v.....c.eeeeureeereerennens OO OO OO SRR evesses s sesmase e eseseere s, S )

Discharge /Shifting ordered by
DOCLOr SIGNATUIE: vviseveeererereserere e renee s stensenesssasasaensenenans &
Doctor Name: ...ccceeuneee eeeriesteeereaaneeastatieseneeieaaesinrnreranererian

Date AN THTIE © coveevereeeeeeeeeecsseesessnsssssssssessasssaressssnsesmensesees




CONSENT FORM FOR GENERAL / Children's ‘gmgoisgm"
REGIONAL ANAESTHESIA / Hospital " | {uemeonosms

MONITORED ANESTHESIA CARE

Patient Namen”\&‘d«"v .................................................. 2 Female 0—

UHID NO: HNH'NUZM ........... Surgeon Name

Anaesthesiologist : ... /’)/' ...................................................................................................
Id O

Operative ProCeaUre PIANNEA : ..........ovreerie o ettt st bbb eh s s

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

O Heart disease O Hypertension [ Diabetes mellitus 0 Renal failure

- [ Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
-E] Incapacitating Cronic Obstructive Pulmenary Disease
oeffers: ........ A/W ! w64 ................ Fi @{{@a&/ﬁ@yﬁwww ..........................................
COTTMNIRIIES T .y ks siriedinsind g i e RS S S R kMR 3B SRR e e AR 4R A NS o T

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

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

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

" | authorize and give consent for anaesthesiu,Bﬂe/gioaneral Anesthesia / 0 Monitored Anesthesia Care as

considered appropriate by the anaesthetic team.

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

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

e —



| 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 O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient An,endam: Witness :

Signature : ... I vt et e Signature : ... 8% .............. e A Ao
Name : a&‘"’i‘ﬁ ................................. Name : ......%. JM ....... ( ﬂwz’(“””{)
Relationship with Patient: ........ *Qi% ....................... Date & Time : /5[ 7. &200n—
Date & Time : ’5/?3’%/@’“— ......

Doctor (who is taking the conSent) :

SIGNALUTE & oo b T

Bv. anu. Ina




\

e

=

Rainbow® &

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight‘

Hos pital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE o ke R T e S e

Patient Namemga&tbﬂ)ﬂﬁum Gender: [ Male \Eﬂ%;ale Age: ... %g L
UHD No: . HIN¥ OO0 |26 YF. ... pate .. \S[¥[26. .

Instruction:

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

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

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

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

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. |havereceived 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: ..... ':D( ....... Okd Nj‘ ..................................... .

Consentee : Patient Attendant ;

Signature : M"@ ......................................... Signature : ... ‘L ..................................................

MBI cinsiisions Mo Sl i Name : ........ g/.’ptjiﬂ’*ﬁﬁ .............................

Date & Time : ......[3.[ 212=c% €. Spon... Relationship with Patient: M““"" .................
Date & Time : ... >/>722.25.....C...8B........

Witness :

Name : .......... CWW ................. Name + . TY-Dva

Date&Time:..15.[..‘}.[“2@.....(1,0 ..... ... T [(7 I e s

g Doctor (who is taking the_consent) :
SIGNAMUTE .o e . . :L;Wi
Signature : .............

et e R | PASSOEIK e i i e




Rain{)%w” ® .
INFORMED CONSENT FOR SURGERY OR Children's .BurthRnght
SPECIAL PROCEDURE o | Y ey
Patient Name : ....... 'ngad% ...... %ﬁgum Gender: [] Male ‘E{emale Age:......... 33 .............
UHID No: ..... ”NH‘OOO‘Q'GL'? .................. Date: ..... \g‘ :P %=

Instruction:

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

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

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

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

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

bleeding | wogund indeeh on, vovund beeak dowd , need kot bioed laan .
dmf\w ...... x.v; ................... |.c1..0.—.%3' aut.. Axlte besed . bloddes

bl Vel ;. wbnse. agmania. <W,acuawmwww

My signature on this inrm indicates that

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

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

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

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

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

Name of the Doctor who is performing the Surgery/ Procedure: ..............==.". ik o T B S B ey, &8
Consentee :

Signature : ... %

Name : ... ‘m"‘ .................................

Date & Time : Relationship with Patient: .....~ At ST
Date & Time : [2[M2ex% € ZWon

WEness Doctor (who is taking the consent) :

SIIEIE e sersame e irriseon B PR TRES

SHRAND | ...ouisircell Weginstbiinisssissssinssanpssnsmpadsnsiisisanin

NAMIE & v s rne e ne s ern e e Name - D(W ...............................

DAte & TN oo ese s e Date & Time - | S|H2¢. @ 8 M .....
Docu. No. : RCH /FRM / CLINICAL / 027 ,




A )6- 00‘301'361 %ﬁlldren 's Bil‘thRighf
y Hospital | () uosmenuss
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
[y 2 e i
PatentName: [ )}~ UV <y Age: /KJ' 7 . Gender: Femote
UHID No: HN*j "0(“['”‘5'jﬂppgi_ L OC’(’-\‘.‘ég”Eate BREKIE (Time: A2 Am
Diagnosis: P Y85 T UG URENY [\}3“( “07 )
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mog/MI oo mrq o Amg
2. | Morphine Sulphate Inj. 15mg/Mi o o,
3. | Remifentanil Hydrochloride Inj. 2MG 5
«~4 | Remifentanil Hydrochloride inj. 1MG % iz
Doctor Name: Lo gN” A Doctor Registration No: / TM! 1ad
Signature: g /I/\/

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E

)G 000006 1§
IP Registration No: .

Aadhaar No. of the Patient (OpHONAI): .............cueeeiueesessssineesmensipmnenssinsiussiusmissagssssssssssinns

(Details of the Patient o m Essential Narcotic Drugs Dlspen31d)

i 2 [ i)
el @
1. | Name: D ) JUL ‘Remarks (1
- i ! 1 4
~ . A Try oLt 7 71 ;,.t_'ifh EA )
’h,, Complete postal address (with contact number, if any) Ve ! L Adta 1 ir N

3. | Brief description of the illness

JSc3 4 Tubec

Whether registered with any other registered medical practioner /
recognized medical institution ( If yes, details of the recorded)

N0

5. | Details of essential Narcotic drug dispensed

; /
!' PI\_.G{ Oﬂlj,'-l

Signature / Thumb
Date, Name of the Essential Narcptic Drugs Quantity | Impression of the patient/ | Remarks, if any
A P o W Rt -t £ r £ Patiem Attender
BE 2 T Fa 1 rwc'l"ﬁ\ O 7 Uu
Dispensed by (Name & ID No.): ......A. A-.. /4 ..... J' ........ r ,i:;?) ................................ Signatures. saliaas s
; s o ‘?‘“) o 17T
Received by (Name & ID NO.): ....ooiviviiiircniciiierr s vie s s srae s e } ....................... MBS . % onos s s
. ¥ 0o
B e s

Docu. No: RCH/ FRM/ CLINICAL / 133
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, Rainb‘gw' @

| (. CcotCp g D Children’s BirthRight
' / Q= Hospital .?mr!?ew._t'}?ézlw_—s
1t takes @ It 1o treat the ktle, Your Right to a Safe Delivery

NARCOTIC PRESCRIPTION FORM

TIMe: ool 8 83

Docu. No: RCH/ FRM/ CLINICAL / 133

(MEDICAL RECORD)
Patient Name: |‘-‘ 1 Age: 114 Gender: |
UHIDNO: {4 \TH - aeris Lty PNo 57 ;4 Date: | | Time:
Diagnosis: | 3 Tl f . r o { A
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
3. | Remifentanil Hydrochloride Inj. 2MG
4. | Remifentanil Hydrochloride inj. 1MG
-~
. Doctor Name: [ £pipa, v Doctor Registration No: fpme 1533
Signature: / ¢ v
Ay
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration NO: ........0.ccoovveeeeeeeeeian 0 I Date: ill‘
Aadhaar No: of the'Patiet (OPHORANY: .. v oimuiitiiin i e s e s sn g ae v sns w5
1. | Name: Remarks
#==2. | Complete po‘§tal address (with contact number, if any) f f
<
3. | Brief description of the illness kot . S
4 Whether registered with any other registered medical practioner / 4
" | recognized medical institution ( If yes, details of the recorded) &
5. | Details of essential Narcotic drug dispensed .
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
J | Patient Attender
i N 3 T { ii; :-' f
Dispensed by (Name & ID No.): ...:...‘.....:':.;-,--.a-..'....‘....fi..l.-’.i ‘) Signature: ..o
Received by (Name & ID No.); AA NS Y!?fuq/f SIGNARUIE: .L.-..ovveevee e




VAR TS
: T IV
A S e e a X C e b m———— N - - -
i
| it ST = i - = = : 7
BAIRTEN 3 s el ¥

=0 - , SFald wtzol i

=10 zpual naga- i ot insiteS ot jo aligisil)
Vi ~ - = e J =1 . LTI 10 <F EJB‘.: 1
sl eige 1
! )it _-l' Z-"‘ {4
SHIC )| Lamelf

2MAmSE VIngiaily ol nitdez oy { apmntbonsdmit iEilnagad <

~
¢

' b 1
I - B - — e e e e e
' .
)
. ]
19 & r
i
! 1
.




