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ESTIMATION SLIP O | N ik

pate: 3111126 vamimene.:_ A6 siNo. 115

\) !v

Name of Patient : My\g - ineetlg Age: 2\ | 4y _Gender: f__
Father's / Husband's Name : 1Y« AjEfLM h Corporate / Occupation :
Address : (3 ([ WOC?U\da _ Phone : Email :
Procedure / PlaI\l\’ : v U D L SC__S EDD/Dos: uﬁ -
MODE OF PAYMENT : [ | SELF [ | TPA: [ ]cIpsa+— OTHER
TARIFF INFORMATION : FHP ¢ Adie byl
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
W’l Shared Ward
Shared Ward
Twin Shared Ward an ‘, ocol — ') 1L, boo | —
Private Room ‘;ﬂl’ 000 l s 132 00 l e
Super Deluxe Room
Suite Room Bis Bemaidis - Jo= )Y Jes ))":)posu.ue- Jo ~ 15 h=
Package includes gm)E Rint, hslursing ?hl?rges,d goom R;nt, I;ursing Ch:rges,
Pack tarts from th octors Fee, Surgeon's Fee an octors Fee, Surgeon's Fee
$Poolkage pess Lo e Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission)
Length of Stay for: 2 d aeyp Length of Stay for: < daegs .
Pharmacyupto :  Qpoo |— Pharmacy up to 2 oo ~
Investigations up to *. )¢ o Investigationsup to A _ o |~
Others (o 224 Caly . 20 LV .
7 =
Neonatologist Charges : D Covered DNot Covered Epidural / Entonox : D Covered D Not Covered
lnif.—." Minimum Deposit :
REMARKS :

1. Room eligibility is purely subject to TPA approval and the Package / Room Tariff starts from the time of admission. The estimated amount may Change according to duration
of'stay, medical condition, investigations, pharmacy and any other procedure.

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

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

4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment is applicable for which kindly contact the Financial Counselling desk betiveen 9am to 6pm

5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, etc. credit cannot be exchanged. These items are not payable to us as per Insurance company norms.

6. Difference if any between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has to be paid by the patient. In case of
denial, cash tariff would be applicable.

7. Two attendants are permitted with patieats in SDLX, DLX and PVT rooms and only one attendant is pesmitted m the rest of the categeries of rooms and no attendant is
permittedin 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-werking hours and Non-working days (sundays and public holidays)

DECLARATION

I A have attended the Financial counseling desk and understood the expected costs and

able. In case the TPA /' Insurance Company rejects the claim for whatsoever reasons at any point of time

ngna‘mt{vof the Client

ospital bill with the hospital without any ambigui
o "rf ue Dmu\é’[ ) |/

Signatory Relationship Signatiife of the financial Counselor
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SIN4-00016145 IP2€-0007,6674 ) :/? o
% wirs VINEE HA PARCHA Rainbow . . . ~
L 28121003 2Y8UOD  (F) Children’s Bll'thRight
L Dr.CHEGIREDDY SUBHASHINI Hospital . v RA...
1t takes a lot to treat the little. Your Right to a Safe Delivery

AR

SURGERY DETAILS

Date : ..ooooveeen b
Patient Name: ......... Nrsw“@afﬁ%frpam@j Date of Birth: ....oL.8.2.2.=(9.93.. Age: 3RS
- .
Gender: fz{mw& ward: o 0T 2. UHID No.. . /0042020, 1614l
K /6 - 000 ObO FY
Date of Surgery: .......... 0257/ a?é .............. or-1 (Or-2 [J0T-3 [JOT-4 [JOBGOT-1 []0BG OT-2
Name of the SUFGErY : oo e LS C o S eeeeoeeeeeeeesees e

1. Surgeon

2. Anaesthetist

5. Circulating Nurse :

o

Assistant Nurse

Special Equipment:

[ ] C-ARM

[ Neuro Cusa

=
2200 G Tty

Signature of the Surgeon -

Order No: Q%MO

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

[ | Laparascopy

TP =

| Harmonic [ Morcelator

__| Broncoscope

1 Cystoscopy | Versa Point [ Liver Cusa

L1 OIS ooiviirmsosmmivommsissimsissans

Signature‘of Circulating Nurse

Order by: ﬁﬁﬂﬁfﬁj&ﬂ%/é%@m ‘3%
(or Suiwd durd)
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HNH-00016145 IP28-00006674
Mrs VINEETHA PARCHA "

28-12-1003 322Y8MOD F . I @
I Locs Rambow

Dr. CHEGIREDDY SUBHASHINI __i Ch lld ren s \ Bl rt h R'g ht
i R i oo e Bl
o5kl

Your Right to a Safe Delivery

Circulating staff : S@)&% . Technician : 5’3% ....... Date : CTImMe
Anaesthesia Disposables ,“m“ usea | Surgical Disposables mm b u Disposables (Baby Side) B_?TV“
ET tube Major-Pack o (L N ni VitK 2]
IMA A sutures 93y, 9y {Q( :JL@" |_Cord Clamp al
ECG leads - A/P/N S D3, 1%4 gaud i fpr-sucton Catreer_ 110 0]
HME filter : A/ P/ N A “1 Feeding Tube
Syringes : 10 cc e .| -] Vaccum Suction Set O |
05 cc (| Gloves & - ¢ 6 ln ( H+1F Surgical Gloves CGi6S | |0 |
02 cc Rz e il (,lfm T N Gauze Pack ] /Bl@ 0}
01ec “1 A Syringe 1@/ 2ml D\

Cautery plate : A/ P /N (OA/ Surgfcal blade &)a Surgical Blade # 20 ol

IV set V"1 NG tube b Koochies (S)

RL @1 Cautery pencil [~ Sncoe 6 O]

NS : 10mI / 100mi / 500mi / 1000mi Koochies \(\M 05 — S e

n_géﬁ; L[ Ontments | JL000030590)
Adsrovial 11 o cg/ Suction Catheter 7 pe :

Fentanyl @’ ( Cap, Mask 1

Morphine Gauze Pack} b1

Ketamine Mop Pack Qﬂ/’

Propofol Steristrip vl

Rocuronium Underpad 0%

Glycopyrolate Draw sheet

Myopyrolate Abgel

Ondansetron_— Foleys catheter
Pencan 25g/ Spinal Needle 22 ) L4 Orobag
Bupivacaine 0.25% 7~ | Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) C*dﬂo-modrain bag
Antibiotics ¢ | Bandage

wn Q *7 .6 Tegaderm
Y Siphositories loban

Anamol : 80mg / 250mg/ 170 mg Double J Stent
Supridol : 100mg _Vaccum Suction set o1
Justin : 12.5 mg / 25mg / 100mg [ Blastic Bed-Sheet-Ponmn, |G 1
Tab. Misoprost : 200mg ”\J A Betadine Solution yo i

520 K-fﬁ(“l n 62 | Microshield =
Cnlore ¢ .< {® || Cotton Balls Vi
M., & 1| Latex Gloves nr

7 Ramdione Scrub L
Saral

Surgeon 'Anaesthesiologist

Order No. : Qg (O 000&%{3 ,é&{’(/ .....................

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

ofryl _____ aslche @ 1 {3




Rainbow‘
ﬁggg{&'; 5 zrm 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@rainbowhospilals.in

2 % Ralnbow Childrens Hospital-Himayatnagar

HER OGN0
ELECTRONIC MEDICINE PRESCRIPTION

MRN HNH-00016145 Hame Mrs VINEETHA PARCHA

Ago/ Sox 32YEMOD/Female Doctor CHEGIREDDY SUBHASHINIREDDY

AdmiReg DatolTIime 28/06/2026 0636 Payor FAMILY HEALTH PLAN |NSURANCE TPALTD

Ordor Date 28/06/2026 10 44 Qréernumbor 26-0000208883

VisitID 1P26-00006674 Wardi8ed No 4F -O7 /LDR-416

Patient Address 13-3-506/320/1 24192, IMAMPURA, haguda, Hyderabad Telangana, INDIA, 500005

§.No Description Gunarkc Rame Dosape Rotrte f Frag y Duratl i Qty Status
t  |vAccumE SUCTION SET 1 s Exlemat/ Oncs Daty 10y YNos| Duspensed
2 g YU SRR TSXTS ALY S g oy Extemal § Once Dady 1Paps 2Nos|  Dmspensed
CR P oyt 1hos Extomat# Once Daiy 10ays 20Mos|  Drspensed
1 |aputTOmPERS XL 1hos Extamal{ 10 AN 10 tNos| Drpensed
5 mﬁmE‘ADREWNE' 1 Vil External § Once Daly 10ayy 1Vial| Dispensed
G |INRERPADS 60%90 1Hos Exsomals 10 AM 1Days INos|  Dispensad
t  |monocrRyL2omwiize  |monockyt 1328 1Hos 1Once Dady 108p% trot| Dupensed)
& |comroneauszouswos 1Hos | Extomni £ Once Daty 10ays 180s]  Oupensed)
9 :fffg;ﬁaf';’lmm PASCELLEDPLATED |1 joos Ertamal{ Oncp Daiy 104y thos|  Cupenead|
10 |SGUOVE#6.5ISURGICARE] |SURGICAL GLOVESES [1Hos {Extomal f Once Daty 10ays 1nos]  Dispeovag]
1 |RLsoom. crosep sysTem |SHEERLACTATE 1Bota 1 Onca Dally 2Dap 2801e|  Dispensad
12 |PENCANZsGT3 12 |Pencan2sear2 1itos Exsamal Onca Daty 1Days INoa|  Dispensad
1 |vicrezoveamt VICRYL 20VP2017  |180s " Ones Dy 1Days thes| D
Lo} MEZOLAM INJ 5 MG B ML, 7 vl Exmseral : Onea Cady 1 Days 1 Vial! Duprnsea
35 |osvrnceE sMumPR)  |SYRiNGE smL Ttos Extoensl { Once Dady 1Days ZNoa| Dispansed
i#  |DSYRINGE 1oML IPRO)  |SYRINGE 1oMt thos | Extamal  Once Daty 10m 2Noa|  Disponsed|
17 |SACTOPRER SOLUTIONS 1mi, 1Qnce Cady 1018 tMNos|  Dispersedf
1 |0SYRINGS ZSMLINIPROY  |SYRINGE 2ML THos |extemat s once Daiy 10aps aNos|  Duspensed|
19 |DELOSASLE APRONS DISPOSALEAPPRON |1 tos +Onos Dady 3Daps 3Nos|  Dispensed|
7 [T SUPROSITORIES 100 1 Hos | Extemai ronce pasy 1D 1n0e|  Disponsed
2‘- E‘]:j:%lc:“ (ORYTOGING NI 1 vial |Esternal r Once Dady 1 Days 3Ivm Daspgnznd.
2 e 1Nos 7 Once Daly 7. 1| D
2 [IRUSUT CHROMIC CATGUT [TRUGUT CHROMIC |, +oncaOaty +Dars 1408  Drepensed
24 |SURGICAL BLADE 22 SURGICALBLADE 22 [1MNos Extomal [ Onice Daly 1Days 1Hos| Disponsed
25 |& GG ELECTRODES (ADULT) [ELECTRODES ABULT |1 Hoe Extamal F Once Daty 10aya INos| Dipansed
2 |SGLOVE#6(SURGICARE) [SURGICAL GLOVESED [1Nos Exlemalf Qs Daly 10ayps 1Nos| Dupenses
27 |MoPS 30x308PLY 55 X-RAY [MOPS 30%308 PLYDATT {1 Has FOnos Daily 20y 2Nos|  Duspanses
a [novnanz soLuTIoN 0% T rins nce Dy + s A
20 |vicRvt1ovR23s VICRYL 1.0VP 2348 |ENos 1 Onca Daty 1Days 1Nos| Dispensed]
BUICAIN HEAVY €0MG N2 1hos 1nca Day 10aps 1hos|  Dupensod|

n Encors Microplic gloves-8.5 t MNow 1 Cnce Daty 1Days 2 Nos’ Drapansec)
2 e tHos {Gnca Daily 1002 1Nos]  Duspensed
1 |vicRvL 1-anwaacs VICRYL 1-ONW2354 | tNos 70nca Daty 10ays 1hos]  Duapanses

CHEGIREDDY SUBHASHINI REDBY

Reg No : HMCE962

* Trus dogument 1s sust for refarence purposa only Not 1o ba considered as primary report.

Nate

* This prescription Is valld anly for speclfied duratlon.

* Do not rafill medicines,

Pnnted Date/Mime  28/06/2026 11 57 Pnnled By BODIGADDA KARLINA Page t of 1
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Rainbow @
Children's
Hospital 8™,

Rainbow Childrens Hospital-Himayatnagar

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

Katnbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500028.
040-48873000, info@rainbowhospitals.in
ATE
UMM AT
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00016145 Name : Mrs VINEETHA PARCHA
Age / Sex : 32YS5MOD/Female Doctor : CHEGIREDDY SUBHASHIN! REDDY
Adm/Reg Date/Time 28/06/2026 06:36 Payor : FAMILY HEALTH PLAN INSURANCE TPA LTD
Order Date : 28/06/2026 10:.44 Ordernumber  : 26-0000208884
Visit ID - 1P26-00006674 Ward/Bed No : 4F-OT /LDR-416
Patient Address . 13-3-506/320/121/92 IMAMPURA, Jiaguda, Hyderabad, Telangana, INDIA, 500006
S.No Description Generic Name Dosage Route / Freaquency Duration Instruction Qty Status
1 SURGEOQNS CAP SURGEONS CAP 1 Cap Qral / Once Daily 1 Days 10 Cap Dispensed
2 E.EEFEJET!\;‘ICASK 3 LAYER - FACE MASK 3 LAYER 1 Nos External / Once Daily 1 Days 10 Nos Dispensed

CHEGIREDDY SUBHASHINI REDDY

" This document is just for reference purpose only. Not to be considered as primary repor,

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Prnted Date/Time 28/08/2026 11:57 O Printed By BODIGADDA KARUNA O

-

Reg No : HMC6962

Page 1 of 1
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Rainbow Childrens Hospital-Himayatnagar

Rainbow
Children’s . . . . ,
. sty Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital E) . A
Ranbiw quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
LAV OE MM
ELECTRONIC MEDICINE PRESCRIPTION
MRN * HNH-00016224 Name : Baby Of VINEETHA PARCHA
Age / Sex OYOMOD2H/ Femnale Doctor 1 S TEJASWI REDDY
Adm/Reg Date/Time + 28/06/2026 10:49 Payor ;. SELFPAY
Orde@le -+ 28/06/2026 11:36 Ordernumber  : 26-0000208901
Visit | . 1P26-00006675 Ward/Bed No : 4F -OT ! CRDL-HNPDA-415-1
Patient Address : 13-3-506/320/121/92,IMAMPURA, Jiaguda, Hyderabad, Telangana, INDIA, 500006
S.No Description Generic Name Dosage Route f Frequoncy Duration Instruction Qty Status
1 gﬁﬁ?aﬁnﬁi@&nt 1 Nos External / 10 AM 1 Days 1 Nos Ordered
2 SURGICAL Blr!EADE 20 SURGICAL BLADE 20 1 Nos External / Once Daily 1 Days 1 Nos Ordered
3 gl(})ﬁ:;gné: ATHETER 6 1 Nos External / Once Daily 1 Days 1 Nos Ordered
4 ﬁ?_SYCLOT'm IMGINJ 0.5 1 Nos Extemal / 10 AM 1Days 1 Nos Ordered
5 Fncore Micrc')uc gloves-6.5 1 Nos { Once Daily 1 Days 1 Nos Ordered
5] Sgg)zﬁgﬁi ;242 PLY (5 ﬁngJZE 7.5X7.512PLY S 1 Nos External { Once Daily 1 Days 1 Nos Ordered
7 VAGCUME sfu CTION SET 1 Nos External / Once Daily 1 Days 1 Nos Qrdered
- C =
S TEJASWI REDDY

* This document

Note

* This prescript

it

* Do not refill medicines.

Printed DalelTinEe 1 28/06/2026 11:59

on is valid only for specified duration.

Printed By : BODIGADDA KARUNA

s Just for reference purpose only. Not to be considered as primary report.

Reg No : APMC/FMR/94068

Page 1 of1
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20 Children's ‘Birthmght" '

P Hospital | (@)ool
Name Mrs VINEETHA PARCHA UHID HNH-00016145

Father/Guardian Mr AJEETESH JOSHUA Age/Gender 32Y 6 MO0 D/ Female

Address 13-3-506/320/121/92. IMAMPURA, jiaguda, Hyderabad, Telangana, INDIA, 500006

IP No IP26-00006674 Admission Date 28-06-2026

Ref Doctor Subhashini Reddy

Discharge Date (01.07.2026

DISCHARGE SUMMARY

Consultant:

Dr. CHEGIREDDY SUBHASHINI REDDY,
MBBS/Diploma/ MD

HMC6962

Diagnosis: PRIMI AT 37 WEEKS FOR ELECTIVE LOWER SEGMENT
CAESAREAN SECTION

ELECTIVE LOWER SEGMENT CAESAREAN SECTION DONE ON
28.06.2026

History:
LMP: 12.10.2025 Obstetric formula: Primi
EDD: 19.07.2026 Gestation at admission: 37 weeks

Obstetric History:

@ 1800 2122 @& www.rainbowhospitals.in




Name Mrs VINEETHA PARCHA UHID HNH-00016145
IP No 1P26-00006674 Admission Date 28-06-2026

G1 - Present pregnancy Spontaneous conception.

Medical History: Nil Family History : Mother DM
Surgical History: Nil Allergies : Ni

Antenatal Details:

Mrs VINEETHA PARCHA was booked to Rainbow hospital at 37 weeks of
gestation. She had regular antenatal checkups and investigations as advised.
NT scan was normal. FTS was low risk. TIFFA was normal. Fetal growth
monitoring was done by serial growth scans. Scan done on 24.06.2026 showed
SLIUP at 36 weeks with cephalic presentation with placenta anterior Upper
segment with AFl 15-16cm with EFW 2.6kg with normal doppler. She was
admitted at 37 weeks for EL.LSCS.

Investigations: Enclosed.
Blood Group : "O" 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 spinal anesthesia she was painted and draped as per hospital protocol.

O
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Rainbow®
Children’s | .

BirthRight

H ‘ BY RAINBOW HOSPITALS
Hospltal | . \;ourr Ml to a Safe Delivery

Name Mrs VINEETHA PARCHA UHID HNH-00016145

IP No IP26-00006674 Admission Date 28-06-2026

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

* OP presentation

* One loop of cord around neck.

Delivery Details:

Date : 28.06.2026

Time : 09:30am

Type of Delivery :Elective lower segment caesarean section
Indication : Maternal Request

Anaesthesia - Spinal

Baby Details:

Date 0 28.06.2026
lime - 09:30am
Sex - Female
Weight . 2.6kg
Apgar 0 8,9

P A KOMDAPUR
HYDERNAGAR XONDAPUR OUTPATIENT CLINIC ()¢ redited SECUNDERARAD =
BANJARA HILLS e e Emesgency § 040 - 4286 Esmargendy

@ 1800 2122 @& www.rainbowhospitals.in




Name Mrs VINEETHA PARCHA UHID HNH-00016143
IP No IP26-00006674 Admission Date 28-06-2026

Gestational Age: 37 weeks
NICU Admission: No

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no postpartum hemorrhage. Breast feeding initiated. She was
shifted to room. Her postoperative period following that was uneventful. On
second postoperative day dressing was changed. On inspection wound was
heaithy. 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. Tah. Taxim O 200mg twice daily till 04.07.2026 (9am-9pm) after food.

2. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 02.07.2026
(Bam-2pm-10pm) after food.

3. Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 02.07.2026 (9am-
3pm-11pm) after food.

4. Tah. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 04.07.2026
(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 [U) once daily
(2pm} till breast feeding after food.
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Rainbow ] . . A
‘ Children’s | BirthRight
i BY RAINBOW HOSPITALS
Hospltal t \ . Your ng-mESTie_DetTvery
Name Mrs VINEETHA PARCHA UHID HNH-00016145
1P Ne IP26-00006674 Admission Date 28-06-2026

Review with Dr. CHEGIREDDY SUBHASHINI REDDY, after 1 weeks on
07.07.2026

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.

! N 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
language that | can understand and | acknowledge.

.................. in a

Patient/ Attender

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

; further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow

\ children's hospital just dial one toll free number - 18002122.You can also take

| appointments at any time by going online to our website
- www.rainbowhospitals.in

y s L& NACAR " NANAKRAMGUDA
{YDERNAGAR KONDAPUR QUTPATIENT CLINIC (JCH Accredited 1) SECUNDERARAD KONDAPU ergancy 3, 04069313

HIMAYATHNAGAR BANJAKA HILLS 340 - 4246 2300

D40 - 4246 2100

1800 2122 @ www.rainbowhospitals.in

2




Name Mrs VINEETHA PARCHA UHID HNH-00016145 oo
IP No IP26-000066 74 Admission Date 28062026 ‘
73
d \\Ji-";i_ lf K |
Registrar/Resider E%IM;O 2y
Consultant: "

Dr. CHEGIREDDY SUBHASHINI REDDY,
MBBS/Diploma/ MD
HMC6962
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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 _ Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital ®™ TEL NO :040-48873000
e WEB : https://rainbowhospitals.in
ADMISSION SHEET
" ] ; RN AL LR LA LR ]
Registration Details :
Admission No : IP26-00006674 Admit Date :28-Jun-2026 Admit Time :06:36 AM UHID : HNH-00016145
Patient Details :
Patient Name : Mrs VINEETHA PARCHA Age :32Y6MO0OD
Guardian : Mr AJEETESH JOSHUA DOB : 28-12-1993
Gender : Female Religion
Occupation Martial Status
Address (H) . 13-3-506/320/121/92.IMAMPURA Jiaguda Phone No : 7013196241/ 9949550005
Hyderabad Telangana INDIA 500006 E-mail - NA@GMAIL.COM
™
Admission Details :
Bed Type : TWIN SHARING Bed No :LDR-416 Ward Name :4F -OT
Room No : LDR-416 Admission Type : First Visit
Contact Details :
Name : Mr AJEETESH JOSHUA Relationship : W/O
Contact Address : 13-3-506/320/121/92.IMAMPURA Jiaguda Phone No : 7013196241
Hyderabad Telangana INDIA 500006
7 Signature

woctor Details :
Doctor Name
Referral Doctor : Self.

Co-Consultant

: Dr. CHEGIREDDY SUBHASHINI REDDY

Specialisation

Phone No

: OBSTETRICS AND GYNECOLOGY

Payment Details :

Payment Mode :DC/CC Card

Deposit Amount

Payor Name

: 20000.00

: FAMILY HEALTH PLAN INSURANCE
TPALTD

inted Date / Time : 28/06/2026 06:52

Printed By : 020099

Page 1 of 2
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Rainbow’ : iaht”
Children’s ‘Eﬂi‘wmght

ACTIVITY RECORD FOR BILLING

Name:__ HNH-00016148 IP26-00008874
Mrs VINEETHA PARCHA
UHID No. " i* m‘unnv :f,::;:g. A Conmsultant: _ _ Depts __ = o
L B T — et e
Room/BedNo:__ | Ward:___ _ _____ Suggested Billable bed type : _ _
WARD TRANSFERS
Date Time From To Sigpature of Nurse
o |slklhb | ar9 | Prrpast o7 AR
_H‘%\fx_a& @\@{X" a1 gkmkfﬁah[f Datg — s %@@&5
0\l 191109 P11 €& Po) [\NQF\ [(BAS/ERHS
Cross Consultation Visit
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Obstetric Formula: P,H@W\i Menstrual History: Regular : Yes [ No
) Obstetric Examination
Obstetric Hostory:
Fundal Height: >
’ b & Feoun
Ut. Activity: ioRelaxed L1 Mild [(JMod [ Severe
ﬁ Present Pregnancy Record Liquor: Mdequz‘ite ] Oligo [] Poly
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N Laun - -\ Head Fifths Palpable:
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Draining: # [ Present [] Absent [] Bleeding
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e J Cervix: ] Long [_] Partially effaced [] Effaced
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

DRUG CHART

Date of Admission: 3‘3’\@\% ............ DIUG ANIBTGIES: ..voroeoeoeeoeeeoee e T Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

ONURSES

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

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

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

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

Nurses 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)

DRUG :

Date»
Ti];ne

Dose

Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

© orus:

Datey
Tige

Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date
Tirpe

v

Dose

Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:
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\}
[CaY
ol Dated « ; | \&°
DRUG Iy (€ COTARIMNE  Tineead g
=1 Dose | Route [Frequency [start Date 1
D \ \
o) I W I L S 9
g Narhe & Signature of the Doctor 7\?“
Y| Starting the D :
Ql : mgff)e‘_% Qre?| o fres
D: Nuovn ole
~<X [ Additional Instructions: . wl/
—Fb © —1
J)*HIA ’(M&-d‘o’u \ = )
Daily Doctor’s Endorsement by a Sign s &/ =
DRUG: T PARACETAM UL [PE gL/ AW\
'é: Dose Route | Frequency |Start Date ) f i{
= | tgm |orat [@olewy ac{C K
=~ | Name & Signature of the Doctor '
(D | Starting the Drugs: - éﬁ'
o L I
“<% | Additional Instructions: 2 ] 7,(‘&(
L.9%
R
Daily Doctor's Endorsement by a Sign
DRUG: 1 TRAMADD L Dater Qy AW
§ Dose | Route |Frequency [StartDate| | i [
Slloomqorat [T @uy 2¢fc PR R
5‘ Name & Signature of the Doctor )
~ | Starting the Drugs:
ot D By L @‘”‘”‘;‘i BT XSS e
[ Additional Instructions: D N
. %(,
we s (K]
Daily Doctor’s Endorsement by a Sign ; V
DRUG: T - DICWDFENAC ?i?rt]e%g A\}U \&\
<: Dose Route | Frequency |Start Date ) : N/w
@ [5omg gral [TID ©hy ;l.glL A Q&/
. | Namé'& Signature of the Doctof
2 | Starting the Drugs: h
| py-Auak QIS O ?(%(
Additional Instructions: )
K
W
Daily Doctor’s Endorsement by a Sign ‘Q § }7
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DRUG: 7" PHnN70pRAIOLE

Date» ﬁ o
Tlme \P\

Dose Route

Frequency | Start Dt.

Lo mq PR ela) 23f¢ Y |

Name & Signature of the Doctor oy

Starting the Drugs: T N =
W(’l"’“’(‘?—"—— k_ @J

Additional Instructions:

Daily Doctor’s Endorsement by a Sign A
DRUG: "7 CEFi¥ ImE Dater e .,,B\f
- Dose | Route |Frequency |StartDt.| | ..
—V%b(y Prs 50 29[ ¢ it Gl Wn
--Name & Signature of the Doctor /
C‘Stamng the Drugs: 4
- A k. =
C ol P
<Additional Instructions: ek :ﬁ‘b

From @
eon u! ened

Daily Doctor’s Endorsement by a Sign

DRUG : Dater

Dose Route | Frequency | Start Dt. )

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : ?ﬁ‘;

Dose Route | Frequency |Start Dt.

‘ame & Signature of the Doctor
arting the Drugs:

ional Instructions:

stor’s Endorsement by a Sign
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DRUG :

Time

Dater

v
»

Dose Route | Frequency | Start Di.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions: -

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

T

Tir'ne

Dose Route | Frequency | Start Dt.

7+ .

Name & Signature of the Doctor
Starting the Drugs:

Additional instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

T

Datey

TI' e

Dose Route | Frequency |Stari Dt

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

A

Tir'ne

Dose Route | Frequency | Start Di.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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Date»
T I I A O
M 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 o o Ao o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: — = i e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TiQ‘lE l Nurse Sig. l Nurse Sig Nurse Sig | Nurse Sig
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RO ute Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e P Diawe s
Dr. Sign. DOr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose - —— o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. _— Dosage & Other :
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RESULT SHEET

e 1py |98k Y
Time & ﬂ’M
Hb \D. 3
PCV 5h.%
RBC DU
wes YT
NIL bsl

Platelets 9.4\
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 (PT0)




Date

Time
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CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
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Occult Blood
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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

Wor 3
il . v
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Administered 0, (L/min.)
40
39
a2l 38
! . 3 37 |I: N ™
. - 36 X o
35
< 35
170
160
150
” 140
5 130
% 120
2 110
= 100
£ 90 B
= =2 o
70 : L Py 70 p T
60 B 68 [TOAS [©
50
40
190
180
170
160
f 150
,9',‘ 140
@™ 130
h T 8 120
o
110 ; e - 14
- alllf (Ma
3 100 AV T (IO[Ag Y ' ? ‘T[
e 90 i1 5
- 80
70
60
~ =
. 130
= 120
& 110
=S 100
@©
l = 90 '
2 80 1 i
bl 70 P I
g 60 bt A [7/] 7
£ 50 ¢ 2 i vV
(1]
40
SEUiD Alet | T [~T 1 [ T - = I I =
RESPONSE Maica
2% Pain
Unresponsive
URINE > 30 = =
mls / hour <30
. . Protein + +
Proteinuria =
Protein > + + W
Normal = —] -
Lochia Heavy / Foul
= Clear / Pink
i i Green
TOTAL YELLOW SCORES ] =) = 7 g © =
TOTAL ORANGE SCORES £ K= oY I i ® &
Nurse Initial (o) i# 21 av= o
7 7 7O
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Obstetrics and Gynaecology -

Early Warning Signs
4 ™
g iy 1 Yellow Alert :
Repeat Observations
in 30 minutes
. J
4 N[ A
T~ Compléf-e a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set O.f MEQOWS Observations
Observations in 30 minutes
\ _ Y,
r Yy ( Y \
K > 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
. /
1 32 e ;

» \ .
*’The Madified Early Warning Score (MEOWS)
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arly Warning Observation Score Chart - Obstetrics

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

Date Pl el
&ﬂ’é,&é Tirne89@1112];@345‘[6789@111212345 7

> 30
21-30 =
11-20 4
0-10
94 - 100 % 5 i
<94 %
Administered 0, (L/min.)

40
39
38
37 L 4€ 3 = !
36 1 P B 1 C
35 g

<35

170
160
150
140
130
120
110
100
90 . L
80 "
70
60
50
40
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180
170
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150
140
130 : ]

120 3 wa W% \ T
110 I gy ! S )\W [0
100 = dll " 7Y
90 /]
80
70
60
50

130
120
110
100
50
80 2 Y
70 ) L&

60 J 1 v v
50
40

NEUHD Aet | T T=T [ [ [ -] T T 1T T T 1 p=

RESPONSE Voice

Pain
v
Sl Unresponsive

RESP
(write rate in
corresp. box)

Saturations

5
2, dway

ajey UesH

—
anssaid poojg d1jolshs

<
ainssald poojg Jijoiseiq

URINE | >30 — |- -
mils / hour <30

Proteinuria Pmt".em 3
Protein > + +

k Normal — - -—
Lochia Heavy / Foul —

Clear / Pink
Green

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES __G
Nurse Initial

D L T —

Liquor

MIE
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Q
Ny
\
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Obstetrics and Gynaecology
Early Warning Signs

N UG

4 )

Complete a Full

1 Yellow Alert :
Repeat Observations
in 30 minutes

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

Set of MEOWS
'Qbservaﬁé’ns

Observations
in 30 minutes

Yo

ﬂ\’

- J

™~

J

> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations

in 15 minutes or continuous
monitoring

\—

\ .

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

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

1)

10/

06

corresp. box)

Saturations

Administered

0, (L/min.)

40
39
38
37

2 dwag

36

35
< 35

170
160
150
140
130
120
110

218y Ueay

100

90

80

70

60

50
40
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180
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140
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110
100
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=
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Alert

RESPONSE
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Pain
Unresponsive

URINE
mis / hour |
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Proteinuria

Lochia

v

Normal
Heavy / Foul

Protein + +
Protein > + +

Clear / Pink [¥4

Liquor
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Early Warning Signs

[ Obstetrics and Gynaecology J

I

1
1 Yellow Alert :
Repeat Observations
in 30 minutes

4 N

Complete a Full
Set of MEOWS
Observations

\_ J -

Observations
in 30 minutes

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

J

\-

monitoring

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations

in 15 minutes or continuous

~N

* The Modified Early Warning Score (MEQWS)
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It takes a lot to treat the Iitthe, Your Right to a Safe Delivery
Sheet No. : m

| FLUID CHART |

V

20

1. All measurements in ml.

2. Add up each column separately. Make additio

lﬁross the page to obtain 24 hrs. total of intake and output.

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

5 ), hiake - NS - Bolpat ] &5 e |
Date Time g]!agll:fi% Route NG | Diarrhoea | Vomit |Drainage | Urine Pgr':eg’:‘gg l?llﬂrs‘e
Mouth | LV | NG
08:00 am QL A |Oon a4
w900am| O\ | |1 qom) o
100an| o [P | aamd N
NI EEEIET TR P Zoml {L Sl
S [2oopm| U 100pAL _ B 1
01:00pm | R [ Seomll —1 | 9
Total Intake : ) Total Output: P R%e 1 A0 iy
0200pm | () | lele) ) 1. ) I T
oo fp ) [am|loow 7 = \ 6
04:00 pm Rr s \\@MD 4 / / |
\ 0500pm | Q\ 1 g R ¥ e I/ {\)
A\ wom| BT {qud [ P AT o
oo [ 3 | [\oow] 7 7 el 1 1) |
Total Intake : ‘ Total Output : i B
0800pm| O L 960 | Il —-—JDE’“
0900pm| @1 | A\ | foory o - ) K
b\‘v 10:00pm | @4 _M')‘)b ﬁq /étnf —| - LK
’yb\ 1100pm| @L- | \ ’ AT i ;_,;#&
1 1200am | @1 | Do) ) Loy T
01:00am | @) L 60} VN
Total Intake :-—[—qben Total Output : v o — ™M
02:00 am E_] 100 ) 21
wonl g1 | [ w15
PB 04:00am | O | a1 w— |l e ¥ g
‘ﬂ\s 05:00am | L (oo | A" ] ' 3;
06:00am | @ ( - |
0700am | @ \ s
Total Intake : Total Qutput :
Total 24 hrs. Intake Total 24 hrs. Output
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Sheet NO. & oo,

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

i j TR e . RN Cleetl N ~ Output s Thronb itk
Date | Time 3?}{'2% Route NG | Diarrhoea | Vomit |Drainage | Urine Pg%gr'gg ,&liﬁg'e
Mouth | LV | NG P d 1
0800am | | \ /
\ [0 | ‘ } ) : _
\P [0 LAVK 2 A Q ol I T -
N~ [f1oan]| X P i
g [1200pm \ [&N | Vi N \
oro0pm| | i / ]
TotalIntake: ..., Total Output:  \ /-2 p~ - 0)
0200pm| \X} pd / F‘,.‘
&? 0300 pm Ws v s )
w a00pm| o | AT /] W v . P
o) | 0500 pm 3 N 1 7 ¢8
B |osoopm| | N P4 B e
07:00pm | | > Y
Total Intake : Total Output :
08:00pm| B A W .
09.00pm | | L\}J | P
o :
W 10:00 pm [) VAR & (5 .of —
Lo \: _' 11:00 pm ;(P\ ‘ ,//jQ (‘Q
N ¢3?~‘ 12:00 am ]
01:00 am |
Total Intake : _—yACC Total Output: AU — Sy —
¢ 02:00 am e A
V" [ 0300am| | / /| v
" [ o00am e A@( ~ .
‘ “[05:00am| @ . ) ’ U W
06:00 am hee | / i '
07:00 am - v / 9,
Total Intake : g Total Output :
Total 24 hrs. Intake Total 24 hrs. Output
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Sheet No. :

| FLUID CHART )

]
Rainbow® . .
Children’s | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a Ipt to treat the litte. Your Right to-a Safe Delivery

1. All measurements in ml.

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

Intake

IV Site

. Nature
Date Time of Fluid

Route NG | Diarrhoea

. Thrombo-
phlebitis
Score

Drainage

Sign.
Nurse

Mouth

LV N.G

A

08:00 am

09:00 am

oAV,

/(,—

Yo

10:00am | @

y))/w\_/ ‘a

NN

\b\"b

11:00 am

‘bﬁ

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 Output :

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

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

Total 24 hrs. Output
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Sheet NO, & ittt

/
Rambow .

\?

Children’s .Bil’thRighi:"

BY RAINBOW HOSPITALS
Your Right to a Safa Dellvary

Hospital

It takes a lok to treat the Itte.

( FLUID CHART |

1. Al rne'eisuremen'ts in mi.

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

P e e

=
Rl 2}
o /14

ey T vmv%;. e x‘
P Olﬂlmt e ‘@% IV Site ik

Nahure
Date Time of Fluid

Route

NG

Thrombo-

) : phisbitis | Sign.
Diarrhoea | Vomit |Drainage | Urine | P20 | nurse

Mouth

R

N.G

08:00am |

09:00am [

-

(L.
3 e

10:00 am

-
L
w,’h,

11:00 am

[ 12:00 pm

01:00 pm

Total Intake : v

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

1 07:00 pm

Total Intake :

Total Output :

08:00 prm }

{9:00 pm

10:00 pm

11:00 pm

12:00 am

{1:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

(6:00 am

07:00 am

Total Intake :

Total Quiput :

Total 24 hrs. Intake

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

Totai 24 hrs. Output
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Date: Z«YNJ/M

o | [ Maintain Airway and Oxygenation [2) Relieve Pain & Discomfort [ Maintain Fluid Balance ) Improve Activity Tolerance 1 Maintain Good Nutritional Status (] Maintain Skin Integrity
'§ [”] Maintain Personal Hygiene [7) Prevent Infection [] Meet Elimination Needs [ Ensure Safety ] Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications L BN CHBES. SOOI e cuvonscres s e b oG s e S S S s A T
. ; - Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment

& Signature

» A P ;%, e/

2 PM far Vlfﬂ” b matrtal7 W
70 ool

/Qfawfm W8I ,¢>”sr ony

Y ) Ln fon e g V) Mde{zﬁg/

Kneean
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0 o ,
& R~

Morning

"N

Afternoon

\f&\

-vxmtw v‘.h&gcﬂv"ﬁm Q ondd 4500 '

o4 =Nt foxedd u*.-;ﬂ%il 15 el P (¥
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T lec, Sy connule Psejaded
Janf-:fl - - Earm | o Pl
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Your Right to a Safe Delivery

(] Maintain Good Nutritional Status

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

[ Maintain Skin Integrity

e | [ Maintain Airwéy and Oxygenation [ Relieve Pain & Discomfort [] Maintain Fluid Balance 1 Improve Activity Tolerance
'g (] Maintain Personal Hygiene [ Prevent Infection ] Meet Elimination Needs (] Ensure Safety [ Early Ambulation Reduce Anxiety [C] Patient & Family Education
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BT Rainbow” | @

it— A Children’s .BirthRight"

_' Dr. CHEGIREDDY BHASHINI BY RAINBOW HOSPITALS

T Fospital - | \g)tummin:

nuridING SHIFT HAND OVER FORM - WARD

Treating DOCION: ..cvvcveivieecciecceee e Department: ........cccoovveveveceeeeens Date of ADMISSION: .....vvuveerenerersenernnnes
Z | Diagnosis: ' Any Infection: CJYes [JNo [ Not Known
'5 L ,Sc/ﬁ If YeS SPECIfY: .....coeveveieveriieieeieiceceeees
] \(, [ I/& &‘\ \ \ .

2 | Area ,}3 \6 b ,]/\ @/
g Shift Time 2P Y % b 5 o 97/”9
% | Medical Condition
= | (Any special condition to be noted): —~
N A IR AT Y/ N S S VAU S
— //
Allergy: [ Yes o| O Yes;bh’o/ OYes ONo (O Yes)ﬂ*ﬁo [ Yes Eye- 0 Yes OO No
Tubes/Drains/Catheter: }}'{es CINo =1 Yes O No | O Yes C+NO| 01 Yes Mo | 0 Yes =G| 0 Yes CING | B
LY 2 5 i P al 2
ST i '@ y 7 - !
Vital Signs: Temp: ‘918(17 ARV [ay - 195 3F ¥eq “ﬂ;’))’l
- Res: | o Q| Job |23him | 26hlu] 9 0V
= S0: | o] | N+ q€d- [dad - | lw 7| 34/
& Pulse: | g~ o et (%5 bim | Klla] b
: 8P: |1 s [\ ol walrd 13]95 fulas el P
Fall Risk Score: | Ve — — — .
Pain Score: ~ — - = = =
Safety Needs: | /) I\ ‘PV (\)D—— NA— o F s
@ Physiotherapy | Yes CING |01 Yes N0 | I Yes =-No | 3-Yes (1No |1 Yes (1No | O Yes t7No
=) .
5 Others Specify: | A = - — - — P
2 Special Diet: |0 Yes (o [0 Yes &7No | [l Yes =rNG [ 3¥es CINo | O Yes &=No | I Yes (#No
E
é Other Special Orders / Medications: \fr — — | , #
A
Post Operative Procedure Special Orders: r_)ﬁ - - - — il

Handed Over By Name : &4;\% O\,M x “/& "ﬁ'm&}\ q p,;ﬂ\m,\h \&}‘/
Signature : F) ﬁ)m /D' _%‘;L | ﬂ_ \)/(

oat: 28 [a PSR | 2ali7® 4[5 PRl alend
Time: ;)_(?n/} %@v\/\ S M\ | pw {
Taken Over By Name : \(\vzy/\ @m%h M\Q)\PD\ IPT: 10"{02 Vﬂ\é//

Signature : ¥ pv # | ¢ [V

Date: 6\%\}(‘) 9_5[6/2'; 94 [9 L}é V\\Q’\% WY ([

Time: w\ Zp 2Am q,é N\ N

Docu. No. : RCH/FRM / CLINICAL / 097
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[Dr. CHEGIREDDY SUBHASHINI Children’s . B"-thR|ght s e b
T T Hospital | () sussonosious *
Tt takes a Yot by freat the (xtte, Your Right to & Sate Dalivery .
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCLOL: ....ccceeeee e e rvreerrrrs s sresssarserseseseons Department: .....occocovevrreeer s Date of AJMISSION: vvovvereisssssssssessassens
Z' | Diagnosis: Any Infection; OYes OINo I Not Known
= [f YBS SPECITY: c.voveeremeesrerererssrssasrassssssnsnees
=
o
2 | Area ' .
2 : Shift Timal 2
% Medical Condition
& | (Any special condition to be noted): L
j §
Allergy: N 7 OYes ONojOYes ONo{OYes (ONo|OYes T No|OYes ONo | Yes O No O
Tubes/Drains/Catheter= -|OYes ONo|1Yes ONo (O Yes ONotOYes ONo|OYes ONo |0 Yes ONo O
Vital Signs: Temp: | . «
Res:s|« :
% Sp0,: | 7
E p 2 4
2l Pulse: | **",
2 I >
Fali Risk Score:
Pain Score:
Safely Needs: | . ;
o Physiotherapy |0 Yes ONo | Yes C1No [O Yes 03 No (O Yes O No [0 Yes O No (O Yes T No
=
% Others Specify:
=
g Special Diet: |0 Yes ONo |OYes ONo |0 Yes ONo | Yes ONo|DJYes ONo|OYes ONo O
£ :
g Other Special Orders / Medications: O
Post Operative Procedure Special Orders:
!
Handed Over By Name : | N
- .! [ 1
Signature: | T
Date: . “
Time: -
Taken Over By Name : # 31 = .
LI o -
Signature ; vy T
Date:
Time: . ] :
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LI rospial | N zzzzzz
PAlN ASSESSMENT FORM Tt takes a Jot to treat the Mie. V_ourE‘:-g;\HuaSafeDellvery
Date Time Pa(igﬁ;n))‘fe Location Duration Acuity Character MF';T::::“ Pa‘:ﬁ:‘faf::ﬂ |‘l rlnterventiun Sign
[] Continuous | 1 Acute (] Sharp [ Dull L] Increasing L] Yes )=
%‘,H% gﬁm @[w /)})9 AD Intermittent | [ Chronic (] Aching (1 Burning | [J Decreasing | [ No ) (%\
1 Continuous | [ Acute [ Sharp [ Dull [1 Increasing [ Yes N A—
G]/@-UO nmT e M J:)' O Intermittent | [ Chronic (] Aching [ Burning | () Decreasing | (] No e @
5
(1 Continuous | [ Acute (] Sharp 1 Dull [ Increasing 71 Yes N K—
28\]*6 3 “ﬁ’YV) O N'H’ 1 Intermittent | [ Chronic "] Aching [] Burning | [ Decreasing | T No - @
—~—
\“_‘
(] Continuous | [] Acute 1 Sharp [ Dull T Increasing | [ Yes N }Q\
6)/%\1/6 %Q'YV\ @ N H 7 Intermittent | I Chronic (1 Aching (] Burning | [] Decreasing { [/ No ! @
- J— e ——
6 (] Continuous | “CTAcute [ 2-Sharp ] Dull T Increasing | +Yes ™A
2)m O l(/o A |intermittent | [ Chronic | [J Aching (1 Burning |1 Decreasing | [ No ' f_
(’ : [ Continuous | ] Acute— [cL.Shafp [ Dull 1 Increasing —Yes W Y
'Vg l 6 PYV‘ O L0 ‘\DA .Q/Iutermittent (! Chronic [1 Aching [ Burning Q)ecreasing ] No ) &
' n ‘CJD Continuous | -Aeute _L.Sharp 1 Dull " Increasing | [1VYes é]o[
%/é / b o6+ | O ,20 Antermittent | (] Chronic [ Aching [ Bumning | i=Becreasing | [ No %gfdb %‘(/
| O Continuous | C Acute | Sharp (] Dull (] Increasing | [ Yes IE- ! P
‘QQ lé}Qé &9"‘() O/ / 0 9] b [ Intermittent | [ Chronic (] Aching [] Burning | [] Decreasing | [ No
[ Continuous | [] Acute [] Sharp (] Dull [ Increasing ] Yes Ol \ M )
&0[ 26/% me 3/ ’0 p-ﬂ* L1 Intermittent | [ Chronic (1 Aching ] Burning | "] Decreasing | [l No
1 Continuous Cute C28farp [ Dull ] Increasing | .LYes VA
2 ?/ b W 4 DM 0 / [0 VO | L latermittent | [ Chronic [ Aching ) Burning | -Becreasing | [ No ' 7&

Re-assessment Freqnmg:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)



Numertcat Pala Scale (Obstetels and Gynecalogy)

Q-Q

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

No Hurt

Hurls Lﬂﬂe Bit

1 1 1 | 1 It |
] T 1 1 ] | 1
3 4 5 [ 7 B 10
1 Worst
Possibla Pain

thu Balwr (Pediatrics) Above 7 Years

Hu'ﬂs ume More

Even More

Hurts Whule Lot

|

Hurts Wumt

Q-0

N

P SCORMEG
CATEGORY
u 9 1 [ L ,21 . '
" | Occaslonal Grimace or Frowh, Yrrehuint to constint’frown, {4 §
Face No Particular expression or smils withdraw, Disoriented quivering chin, clenched jaw L
Legs Normal Position or Refaxed Uneasy, restiess, tense Kicking, or legs brawn up 1’ ' .
i ' Laying quietly normal position, Squirming shiffing back and . .
Activity .| moves easily forth tense Arched, fght, or Jerking
Moans or whimpers o¢casional Crying Steadily, screams of sobs,
Cry No Gry (Awaka or asleep) complaint ' frequent complaints
- Reassured by occasional touching,
i Content, relaxed hugging, or beng talkéd to, Dificutt to consala or comfort
Consolabitity distractble
Neonatal Pain, Agitation and Sedation Scale (upio 1 Mcmlh) N !'r -
Assessmant Sedation Hormal Paln ! Agitallon \ .
Griteria = : =
2 -1 0 LN I A Y -2. ( v
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritabla or crying at | High-pitched o} slient-
Irritability stimuli. | minimally.with painful| irritable | intervals consclable | continuous cry
stimull . T 1 | Inconsolable . .
Behavior State | Noarousaltoany | Arouses minimally to Appmpn‘até for | Re:sﬂés‘s. squirming Archlngf ki"cking constantly awake
stimuli stimuli gestational ags Awakens frequently | or
No spantanegus Litils spontaneous Asouses minimally / no moverment
movement movement (not sedated)
Faclal Mouth is fax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Exremities | No grasp reflex Weak grasprefiex | Relaxed handsand | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet tlenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body Is not tens® Body s tense ,
Vital Signs HR | No variabilty with | Less than 10% Within baseline or | Increase 10-20% | Increasp greaterthan 20% from
RR,BR 530, | stimull vasfability from normal for from baseline baseling, Sa0, lessthanor
Hypoventilation or | haseline with stimuli | gestational age Sa0,76-85% with | equalfo 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilater

~/
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PAIN AssEssMENT FORM  takes a lot to treat the Mile Your Right loaSafeDel:very
. Pain Stofe . . . Modifying | Patient / Family !
Date Time (0/10) Location Duration Acuity Character Eactors Educated .Imervention Sign
4 ) Y ] Continuous | [ Acute ] Sharp (] Dull ] Increasing /Q‘ﬁs
" ; ; - : = . — 177
J)}ﬁ l& I P—\ (& W ‘D Intermittent | CJ Chronic [ Aching [ Burning | (] Decreasing | [ No/ @
y /) Lj_r— ] Continuous | [] Acute (1 Sharp [ Dull [! Increasing D‘/ﬁs o
@@“ W l ﬁ [] Intermittent | [ Chronic [J Aching ] Burning | ] Decreasing | [ No - @
[] Continuous | [ Acute (1 Sharp ] Dull [] Increasing [ Yes / .
50 } 7 / 24 qaﬂ v h) ¥ ] Intermittent | [J Chronic (] Aching (] Burning | [J Decreasing | [ No V£ g\ﬁf-ﬁ-—
(] Continuous | [J Acute (] Sharp ] Dull [1 Increasing | [ Yes
[] Intermittent | [ Chronic 1 Aching [ Burning | ] Decreasing | [ | No
1 Continuous | [ Acute [ Sharp 1 Dull [1 Increasing ] Yes
1 Intermittent | (] Chronic (] Aching (] Burning | (] Decreasing [ [ No
[1 Continuous | [ Acute [ Sharp [ Dull _1 Increasing | Yes
] Intermittent | [} Chronic (] Aching [ Burning | [] Decreasing I No
1 Continuous | [ Acute ] Sharp (] Dull I Increasing ' Yes
[ Intermittent | (] Chronic (] Aching [ Buming | [J Decreasing | [ No
] Continuous | [] Acute (] Sharp (] Dull ! Increasing ] Yes
1 Intermittent | [ Chronic (1 Aching [ Burning | [| Decreasing | [ No
[l Continuous | [ Acute (1 Sharp [ Dull [] Increasing C1 Yes
[ Intermittent | ] Chronic ] Aching [ Burning | [] Decreasing | [ No
] Continuous | 1 Acute 1 Sharp [ Dull "IIncreasing | LI 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) At least every 2 hours for the first 24 hours
c) Prior to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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. PAIN ASSESSMENT TOOLS
FLAGG PAIN ASSESSMENT SCALE (1 Month to 7 Years)
r SCORING
CATEGORY
0 1 . \ L2, 1
FBE) Y N g
Occaslional Grimaca or Frown, Frequent to constant frown,
N Face No Particuiar expression or smile withdraw, Disoriented quivering chin, clenched Jaw
' Legs Normal Position or Refaxed Uneasy, restless, tense Kicking. or legs brawn up .
! kY
1 Laying quigtly normal posiiion, Squirming shiffing back and
Activity mgvas gaslly P fort, tense Archad right, or Jerking
Numerical Pala Scalo (Obsletric and Gynetology) . o
1 1 1 1 I { | 1 1 I Moans or whimpers octasional Crylng steadily, screams of sobs,
I T | 1 T 1 ] I T, 1 C No Cry (Awake or asleep) :
0 3 3 : : 8 ] B o0 Ty complaint | i frequent complalnts
HoPan Pusslt?lElPaln - Reassured by oceasional touching,
i tent, relaxed hugging, of belng talked to, Difficutt to console or comfort
Consolabllity Gontent, rel disiractble to
Neonatal Pain, Agitation and Sedation Scale (uplo 1 Month)
Assessment Sedation Narmal Pain / Agitation
Criterla
Weng - Baker (Padialrics) Above 7 Years 2 -1 ) 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| imitable or crying at { High-pitched or sllant-
Irritability stimuli rinimally with painful| imitable intetvals consolabls | continuous cry
stimuli Inconsolable
ko "”“ Hurts “‘”" Bt Hurs '-“”“ Mors F-Vef' More  Hurts W“O'e Lot H"”S Wf’m Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, Kicking constantly awake
stimuli stmull yestational age Awakens frequently | or
No spontaneous Litde spontaneous Arouses minlmally / no movement
movement moverment (not sedated)
Facial Moirth Ts lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression | No expression with stimuli interrittent continual
Extremities | No grasp reflex Weak graspreflax | Relaxed hands and | Intermittent Continual clenched
Tona Flaceid tone decreased muscle | fest clenched toes, fists | toes, fists, or finger
tone Narmal Tong or finger splay splay
Body Is not tense Body is tense
Vital 8igns HR | No variability with [ Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
R, BB 8a0, | stimuli variability from normal for from baseling basefing, 5a0, less than or "
Hypoventilation or | baseline with stimuli | gestational age 8a0,76-85% with | equalto 75% with stimuiation «
apnea ) stimulation - quick |- slow recovery Out of sync or
recovery fighting ventilator

—/

[
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|

Date

(2810

Time :

PEILLETI

M

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

&/
ﬁ L2 A M

Mobility in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. [{ ‘«(
without assistance. to completely turn self independently. independently. q/
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; )
R Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The d:fg.f o 1 B‘f’.‘m:'t‘ beid non-existent. Cannot bear own weight |  very short distances, with or without Walks outside the room at least twice a
of physical actuvily Comtiree 1006 and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every L’(
wheelchair." shift in bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment: )
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  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 b‘
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfart over to feel pain, or discomfort in one or
half of body. two extremities.
Molctits Dearoe 1. Constantly moist: 2.Very moist: 3. Occasionally moist: 4. Rarely moist:
o'f ureh> ‘:19 E Skin is kept moist almost constantly |  Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
ki 9 Wi d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing L‘
< l'" 8 e_x?orse Dampness is detected every time 8 hours. every 24 hours.
ARSI patient is moved or turned. h
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: :

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mo/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : less than 9

| High Risk: 10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name
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‘ Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobiiity, consider o¢cupation therapy referral for advice
Regular Turning Schedule . .
v N Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Afternating pressure matiress overia
. Manage moisture, friction and shear 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 A Moderafe Risk o ] o Gel pads for high-risk areas
¥ Position patient at 30 degree lateral incline using foam wedges Alternating pressure matiress overiay
g , Follow the same protocal as for “Moderate Risk” Patients High density foam matiress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam matiress
Lessthan 9’ Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additionat risk factors.

Alternating pressure matiress overlay
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i
Date: | Z-7/4 | 20/6/24
Time:| L
1. Gonny. nmobile: 2. Very limited: 3. Slightly limited: 4. No limitations;
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Lz( %
without assistance. to completely turn self independently. independently. /
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
e Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : : ) ; ; : - -
of physical activity" Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a \‘/

and/or must be assisted into chair or
wheelchair.

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

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

Sensory Perception

1. Completely limited:

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

1. Constantly moist:

2.Very moist:

3. Occasionally moist:

4, Rarely moist:

Mo:rt»(!)uvr:nﬁ;gree Skin is kept moist almost constantly |  Skin is often, -but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
0 by perspiration, urine, drainage, etc. |  Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing \Jl
skin is Exposed ¥ %
i sistia Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

repositioning with maximum assistance.

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

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

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

<10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

—

R

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

Ral
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‘ Support Surfaces
Risk Score Category Action (Please Note: Only reqdired for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ _
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear gp 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 S
13-14 Moderate Risk . Gel pads for high-risk areas
- Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure matiress overlay
« Follow the same protocol as for “Moderate Risk” Patients High density foam matress
10-12 High Risk « I addition to regular turning schedule Gel pads for high-risk argas
» Make small shifts in their position frequently Alternating pressure mattress overlay
- Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk « Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure matiress overlay
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Morse Fall Risk Assessment Form e
Date / Time | ¢
Choose Highest Applicable Score from each Category 4 ?’g 9 ?/ h Fall Risk Grading
Score m / ﬁ 49
124
History of Falling Yes 25
(immediately or w/in 3 months) No 0 ), Yo Risk Level Morsn:n::ISI)Scnre Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 ) @
Furniture 30
| Low Risk 0-24 SR
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 2
. ) Yes 20 ) 5{ Q)
IV / Heparin Lock or Saline : : )] Implement
3 Moderate Risk | 25 - 50 Moderate Fal
; Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immaobile 0 Implement High
Forgets limitations 15 — Risk Fall
Mental Status High Risk > 51 :
Oriented to own ability 0 ¢/ [75) Prevention
Intervention
Total Morse Fall Scale Score: 2% M
Signature Kﬂ @
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions (] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) ] Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital (] Assess patient after visitors, leave to ensure safety measures in place
L] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients (1 Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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mumﬂmiiﬁ?'ﬁm URINARY CATHETER BUNDLE CHECK LIST Hospic .?:5%?"?‘7%25
Date of Insertion: ........... :3—-8 )é ..................... | Date of Removal: ... O R Y
Parameters Date Shift Time ' 6 [2=
Need for the Catheter JYes VD Nol Yes VDLN,o FYes O W\ Yes (INo | ClYes CINo | ClYes CINo | ClYes [INo
Hand Hygiene #TYes CINo (B’Ve/s TINo [~TYes [INo i IYes [(INo | CIYes TINo | [JYes CINo | ClYes [INo
Usage of Sterile Equipment /1 OYes CINo | *Yes CINo |=Yes [INo /3 Yes [INo | ClYes CINo | ClYes [INo | [Yes [INo
Is the Collection bag below the level of bladder /Z’Yé? CINo /:r/Yes [ONo |-—+~Yes [INo / = Ye%u N? E \rqss wNo “1Yes [INo | ClYes [INo
Check the Tube for Obstruction (Free of Kinking) ,/Ms[] No ,B‘ﬁ [INo L -=Yes [ Nq/ DYM No ( d Yes " ONo | CIYes TINo | C1Yes [INo
Is Catheter dated as policy /’:ﬁ “INo ﬁ'ﬁ INo »t.'Ye?- O NA\ "1Yes % u(dq;{@é&: [JYes CINo | ClYes CINo
Collecting bag is been emptied regularly? Ti¥es_(INo = Yes CINo |=¥es [1No \\;Yg o No A[ AWas|oNg | [Yes DN | [1Yes CINo
Maintenance of closed system for the catheter éYes “INo ’{Yes [JNo |—+Yes—[INo | [ Yes F_ﬁr E'[J Y'esl INo | [JYes [INo | CJYes [INo
Dressing clean and dry? /rﬁ [INo <_/Zfes [INo | <2¥es—INo | [NYes [INo | [(IYes CINo | CIYes [INo | "lYes INo
Is the line removed as Policy? //DY{ [INo ‘ﬂs CINo | _[1Yes—EINo D\es CONo | CJYes [CINo | [1Yes CINo | [lYes [INo
Performance of Perineal Care ,Pm No /B'Yés CJNo | [1Yes [INo | COYes CINo | CIYes [INo | [1Yes [INo | [ClYes [INo
Onset of New Fever CYes [N~ | CYes 20 | [1Yes &Ne—| [ Ye:L CINo | ClYes CINo | [JYes INo | [lYes [INo
Asses for the leakage at the site of insertion /W;Yes LINo /{\Yes Li_No _HYes [INo | C1Ygs [INo | CJYes [INo | CIYes [INo | [IYes [INo
Name of the Nurse QM’ 9«}{"\ ] 9 rvﬁ o /
Signature of the Nurse /P\: (\a S %

Docu. No. : RCH /FRM / CLINICAL / 114
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MEDICATION RECONCILIATION FORM

r— — 28-12-1903 2YEMOD (F)
Dr, CHEGIREDDY SUBHASHINI
Drug AlIEIGIES: ....eoveeiieeeirecieeiceee et

| Not known any Drug Allergies

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

SHHUNE FIOMY. ooiiscciciinasussmipsmvsssvssssisiosssimmaiimin ShiRA 10 oo

o | ety | ooy | p, | NGy | SASTOOSE | pomsso
T DroN lted> PO oo Oc¢ Ooc
2 190 Ca\dum \Vals PO 6D, Oc¢ Ooc
31T mortiouamw [k | PP JOR e
4 JC CIDC
5 (1C [CJDC
6 (1C [JDC
7 (JC [JDC
8 (JC IDC
9 (1C CIDC
10 Jc bc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFJED BY
Doctor Name & Signature : .;zg (jb" DM ................

Date & Time :

Nurse Name & Signature: ............ g’/‘-/i ..................... 3Q7 ............................

Date & Time : 96[6(

Docu. No. : RGH/ FRM / GENERAL / 090
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PATIENT TRANSFER FORM

2

" = ®
Rainbow .

Hospital

It takes a lot to treat the little.

Children’s .Bil‘thRight‘“

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Pnt‘i:&*s Mo 0 0008874 Date & Time of Admission
HNH-000

Mrs VINEETHA PARCHA

e | glpht @

Date & Time of Transfer Order

29 /b/2-b ED Yv

——

— i o i

Reason for Transfer
' o
DR Mot Shen EL L3S
From Unit To Unit Information to Attendant
e pask o Yes| —  No[
o Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

N;T‘ ﬁ Yes[ ] No[ |
o If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. [tem Name Quantity
1 : 4
V%! /P
2.
3
4,
~
5i
Shifting Summary / Notes Written by Doctor .~ Yes | | No[ |

Name & Signature of Person who is Transferring

89 Mounffe. Y -

Name of Person Ordered Transfer

DU .

Patient & Clinical Records Received by :

WS
S e

A\
Date & Time of Patient Received :

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

|| Unavailable Bed [ ] Nurse not Available

Docu. No. : RCH /FRM / CLINICAL / 102
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[ ] Available Bed not ready
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Tt takes & ot to trest the Mtle. Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: %8/6/% .......... Time: ... 1. SD.BI........

! e 0 ~ 26 kg/m’
Origin: ..... jMLW .................. Height: L. G000, Weight ﬁ%fw BMI: £~ 28 kg/m’
, O ~ 30 kg/m’

Food Alergies: ............. [\Jf)JH ...................................................................................................................
Diagnosis: .......... L .56_3 ...........................................................................................................................................

TypeofDiet Oligud  @Soft  CNormal O Diabeti
U Vegetarian U’ﬁon-\legetaﬁan U Vegan

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

Soft Diet- Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd

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

Patient’s / Attendant's Dietician's

SIGNAUNE: S5lass)ilenenrnrmarresenssens A— Signature: .. é@é’/ 7\//9;
ame: MMMK Name: .. .%4.2(:&&1 c:%& @Z\.AQ\JD//"

Date & Time: Zj/é/ﬁ.zf/q,_ﬁ}%’lg ..... Date & Time: ... 7. / 6/,2((5 2. 3nam

Doc. No. : RCH / FRM / CLINICAL / 195 (PT.0)
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PATIENT TRANSFER FORM L

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
:::H;::::ﬁ IP26-00006674 \ co\ 6&1@ @ b‘ fbﬂow C)/%\[ (0 l % @ 9,‘# TYP '
20-12 1903 PA::::M 0D Q% [

|~ Dr.CHEGIREDDY SUBHASHINI

IHHHIIIIHIIIIIIIIIIIIIIlIIIIIIIII ey Reaso forTarstr
DI A ou\«\ﬁ@@\ obl)

From Unit To Unit Information to Attendant
. Yes _+ No| |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

6)@ Ng‘\' ~ \ Yes || No—"

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

" e -
2 I
3.

4,

)

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

YF\OKQQQ\MW&Q@‘MOQ@Q« DHn- Momm\gj@\

Patient & Clinical Records Received by : '
] a{v\w
Atk

Date & Time of Patient Received : fl/%\ E\“/" @3‘0 M,

If the transfer order time & Completion time is more than 30 mmutes please tick the reason mentioned below :
|| Unavailable Bed [ | Nurse not Available | Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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- PATIENT TRANSFER FORM Hospital | e e
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00016145 1P26-00006674 I l l [ 6 ﬁ M
VINEETHA PARCHA }é ) a ; fo 2
i  2Y0U00 O Yo L8] (@ LJ‘M &% D @

N

i, v——"— o o
Er gu%W‘W”” DY WU\ OA(@VaL’"”’)

From Unit To Unit Information ndant
o od |

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

over to attendant
Yes[ | No[

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity

) R 0

4.

5.

Sy
Shifting Summary / Notes Written by Doctor . Yes/” | No[ |

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

Lo Ty Akl

Patient & Clinical Records Received by :

Quakn. ),

Date & Time of Patient Received : - O [ﬁ lv 2 18ain
el T I | T b /

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

Docu. No. : RCH /FRM / CLINICAL / 102
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g?l’:ﬁit:;%c":z: :°°°“7: ] Ralln I:Ewlztr - & irthRiaht
i Fonarcn® | (g o

uvAcoAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: = Sobhenhind Date of Delivery: 28| 202¢
Assistant Surgeon: T Mevnala Time of Delivery: Q. 3o ArO
Anaesthetist’'s Name:  _Aici e Gender of Baby: Temole

Type of Anaesthesia: Spind Weight of Baby: 2°C O Ly
Neonatologist: T+ Nouipuny AGPAR Score: se
Scrub Nurse: Séwnd Mg NICU Admission: (JYes =MNo

Pre-Operative Diagnosis: Fram z BFostel.

Eﬁacﬁve

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

_] Emergency

Indication: .......... "f “'*W'Q“f ...............................

Decision time:

CTG Description:

If there was a delay give the reasons:

Surgical Procedure:
Elece hve LSS

Post Operative Diagnosis: pep-O
Peri-Operative Complications: =
Amount of Blood Loss:  ~ {so e Blood Transfused (in ML): N

Name and Number of Surgical Specimen sent for examination:

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




Examination Findings when Appropriate:

PresentationT| Cephalic [ Breech 1 0ther ..................  Cervical Dilatation: 02’“‘-";3 ................. cm
5t PaIPADIE: ... Fetal POSIION: ........... O oo
Station: -3 -2 [0-1 [0 OI+1 [0+2 Moulding: [INone [+ [J++ [+++
Caput:)ﬁm+ C++ O +++ Meconium: [INone [+ [I++ [J+++
Bladder Catheterized : EZ@ L1 No Urine: CJClear [ Blood Stained

Skin Incision: _=Pfannensteil [ Transverse L1 Midline O Oher ... bl 2 AT AR
Uterine Incision: =+ TLower Segment [ Classical Clinverted T 1 J Incision

Previous Scar: [ Intact L] Thinnedout ! Ruptured ++N0 Scar

Incision Through Placenta: [ Yes =0 -Face 4o P (OF P C"‘l'";““")

Delivery of head: [ Manual L-Forceps - One L”“”l” of covf e ity

Liquor: _LClear [ Meconium: [ o L [CJBlood [ Offensive I Not Offensive
Delivery of Placenta: LManual CGCT e B‘(omplete _J Incomplete (1 Piecemeal
Cord Appearance: ............. @‘W ....................................................... Cord around the neck =Yes [1No
Appearance of placenta: ....... AAIAN AT r e Cavity explored “Yes [No

Uterus, tubes and ovaries: . Normal [T Not Normal Sterilization: [Yes L0

Uterine Closure: 1 One Layer Z/Tv’vo Layers @ aaasires Vil e =S Suture
Peritoneal Closure: ' Pelvic ClAtdominal ~ CINone ... .Ml 0o, 270 ... Suture
Sheath Closure: Meaddl 02, Suture
Fat Closure: #7¥es 1 No E—'fs««“JU‘J:rlf\’Jc.arw-,;rFJl*Suture
Skin Closure: -Subcuticular ) Mattress muw[m ......................... Suture
Vagineal Evacuated 1{@ 1 No

Drain: TYes =MNo [ITRemOVEiN .....cooevviirrcnnen days [ Await instructions
Ctheter +Yes [INo [JRemovein ... days [ Await instructions
Swap & Instruments count correct? ~Yes [ No [ Post-op Antibiotics Dﬂf LJNo

Intra-Operative Antibiotics Cover: Qfes LI No I Thromboprophylaxis 1Yes =No
e e ) T

— === S

Date & Time: ... 25 e[ 2028.... .. L0 L5000,

- — -




Surgeon : .........

SURGICAL
SAFETY CHECKLIST |

Anaesthetist :

Asst. Surgeon: .............
)

- Sar

Scrub Nurse : ......... UL,

HNH-vLU 5145

Mrs VINEET 1P26-00008674
l‘fé@m ; tz:?ugc:l::!::c):?:z: b Age : Gender : “Z '
......................... shs & sEsssnasasei . sessnssns H b— ® . 3 .
= iy (. | @ oo
A | DAt (11 OUE-tIME - vvvooeeeers R Ry e

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time....'- I 2 A TIME OUT _Time...... 2:(4.L/47 SIGNOUT  Time...................

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

Identity \#Yes CINo introduced themselves by Name and Rol CNo The Name of the Procedure Recorded ~ [1Yes CINo

Site =Tes “INo Surgeon, Anaeslhes_la Professional and That Instrument, Sponge and Needle

Procedure s C1No Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ C1Yes CINo [INA
Site Marked CYes CINo oMK Correct Site (1¥es CINo patient name) CYes CONo [NA
Does Patient have a: sllrgeon Reviews:

Known Allergy? C¥es (MG What are the Critical or Unexpected ¥ R
Difficult Airway / Aspiration Risk? Steps, Operative Duration, ; What are the key concerns for recovery

'I‘ o , Anticipated Blood Loss? 4 0‘11-. 4@7 ONo O and management of this patient? CYes CINo

Yes, & Equipment / Assistance O

Available [1Yes UMD Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? LiAes CINo [1NA
(7ml/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned [1Yes ‘“fo CINA Been Confirmed? are there Equipment /’

Blood Units Reserved CIYes w CINA issues or any Concerns? “Yes [ONo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? DYes CINo CINA
within the last 60 minutes? wfes CINo C1NA Power Supply, Earthing, Power Backup

and functioning of equipment checked. 1Yes INo
Ivan ( & R

Signature :....... A VWAL || Signature e T || Signature :........ B LA o8 ) A e
Name :.......... DR AKKACA K o Name oo AL a8 L LT A T NAME tooeeeeeeeeeeee e

Doc. No. : RCH / FRM / CLINICAL / 111
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Mrs VINEETHA PARCHA r//é
R | '13-12 1903 32Y86MO0D (F) RalnbOW . . )
CHEGIREDDY SUBHASHINI Chlld ren S . B| l'th nght
- I“ m il““"ll““"l"l “l' m"“ Hospital . BY RAINBOW HOSPITALS
1t takes a ot to breat the litthe. er Right to a Safe Delivery

UBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ?(slbl‘)/é ...........

Baseline Information:

Admission From: [ ER 1 0PD ™ Admission Desk [ Others, L1011 N
Primary Language: Nl Telugu E/English ] Hindi 1 Ohers. SpBEHY .o s s
Doyourequire aninterpreter? C1Yes [INO  ifYES SPECITY ...ovvveeiceieiiiiier s
Source of Information: ~ [] Patient [y Family [1 Others, SPECIY ......eeverereereieeiciet ettt
Allergies: [1Yes N [ 1 Medications 1 Blood Transfusion ["1 Food [ Other: v
e [E T e i O T T O T e e R T T TR e A
ChIBECOMPIAINSS ..o insssnbssrassssnsssnsnsasesmsssnanssssassssssnsssnsns Doctor Notified on Admission: Yes [INo
................................................................................................................... Name of the Doctor: P JAULD. ...
................................................................................................................... TIME: NOTNE] 1 oimsviss mresssimmsmmimmesmismssissstsssrsiiam
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [1 Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
o _—
Gynecology Assessment: ] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ......cccoeeeevevieereeienne, Caesarean Section: [JNo [ Yes Contraceptives: [INo [JYes
................................................................. Cervical Cerclage: [INo [ Yes Vaginal Discharge: [ No [JYes
Onset of Menarche: ..........cccoeeevveveeeeerenen, Ectopic Pregnancy: [(INo [ Yes Post-Coital Bleeding: "1 No [ Yes
Menstrual Cycle: [ ] Regular [ lrregular | Myomectomy: [ONo [JYes Infertility: [JNo [ VYes
Last Menstrual Period: ...........cccoceeerirenenn. Others: If Yes Type: [] Primary [ Secondary
Obstetric History: G .......ocoovvvvee Pl L i s /R, o
PreviQis LECS: ... i s s sy

Current Medication: ] None [] Yes, If Yes, Fill the reconciliation form

Family History: [] No Abnormalities Detected

[] Heart Disease 1 Hypertension ] Diabetes ] Stroke O Séizures [ Kidney disease
[ Liver disease (I 0] (1 L
Vital Signs / Measurements: Temp: A4 F... HR: &S . RR:. 29 .
Bp: A0 Weight: ...ovo...... Height: .......c.... BMI: ..........

Pain Assessment: Pain: [ Yes /L]’ﬁ (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)




—~

HNH-00016145 T 1P28-00008674

— Mrs VINEETHA PARCHA
25-12 1903 32Y8MOD (F)
CHEGIREDDY SUBHASHINI

Ill JATSAARIGRN PRYSICAL ASSESSHIENT
General Appearance: [ Healthy Il looking [ Amdous [ Agitated  TTOthers: ....coovervienieeveenennns
Fall Assessment: C1Yes [L[INo Score.... Q ......... (complete the Morse Fall Risk Assessment Sheet)
RiskofPressureSore: (dYes [JNo Score @ ............. (complete the Braden Q Shest)
FUNCTIONAL SCREENING: [fa patient needs assistance with any of the following inform consultgt/

O Mobility problem [ Walking Problem No Abnormality Detected
O Developmental Delay U Musculoskeletal Gongenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SGCREENING: {No Abnormality Detected
1 Overweight i} Poor Appetite > 3 Days O Needs Therapeutic Diet.

i Under Weight L1 Diabetes Mellitus O Hyperemesis Gravidarum

Ao ~ 3
Inform consultant for-positive criteria

PSYCHOLOGIGAL SCREENING:
L1 Calm & Cooperative [ Restless [ Depressed O Agitated U Confused
LT BHRETS vveviusucressvesesirisinie i i i s st se e e e e e e seshas s e s e se s e s e se e s P ma e AR s S A e AR R F P Re R e R m e RSt Rt a e aE e st s bttt n R ke SRR anataeaeatbe b

Inform consultant for positive criteria

SOCIAL SCREENING
1. Marital Status: (7 Single %Ml‘jr}i i1Divorced [ Widow
2. Special Habits: Smoker: [1Yes MN Alcoho] Abuse: [ Yes EGI; Drug Abuse: lfées {INo

Social History: LIVES WItH .....ccocciiiiniiiniiieinemimiimmmenss s sisssssies s sssssssssessansasisssssssassons

Orientation has been given regarding the following aspects:
Call Bell in Reach :‘é@ﬂ No Waste Disposal Explained: “=Yes U No

Infusion Pump : Yes [INo Hand Hygiene Explained: d Yes 01 No 7 Qthers
Above information given to pr:dil?/ﬂ } ...................................

Name of Person Origntation was givento:,......

Orientation not given Reason: ......... 5?(

Nurse Signature: M" ...................................... g
Nurse Nams: .4/ WP .................

Date & Time: ‘}.g‘lr‘ﬁb}i
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It takes a lot taytreat the little, Your Right to a Safe Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: Q‘%[LM ..................... Tiime of AMVEL b mav s mass s Time Seen by NUISE: .....cccoovvevveecieeienns
1) Level of Consciousness: [ Conscious [1 Semi-Conscious CJ UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
("1 Severe Pain / Moderate Pain 1 Preterm rupture of Membranes / Leaking Water PV
{1 Bleeding PV: Slight / Heavy ] Preterm Labor/ Labor
[1 Decreased Fetal Movement 1 Spontaneous Rupture of Membrane / Leaking Water PV
(1 No Fetal Movement N 2 EABOE EASON: & oo o T e s vt e
I
3) Vital Signs: Temperature: J0F. Puse: 5. RR: .22.. sp0, IQ7... BP: 116 [y weight...........
4) Gestational Criteria:
Gravida: G P L A
LMP: coiiiiciiiiiviiiiisieee. EDD e Gestational Age: ........coovveveerieieieee
Uterine Contraction 7 Yes V—D No | CINA | Onset Time Frequency:
Membrane Rupture [ Yes 9 No | CJNA | Onset Time Fluid Color:
Vaginal bleeding O Yes {{ No | CINA | Onset Time Amount:
; I Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes E(No ONA | pain Abdomen / Vomitin g
Good fetal Movement 7T Yes | CINo | I NA | T NO specify:
5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | | | |
[ I | | I | | | | | |
0 1 2 3 4 9 6 7 8 9 10
No Pain ’ Worst
possible pain
L 0107 | (o] PRI
= Duration: ...l Days / Weeks/ Months (Strike out which is got applicable)
S O T o (= T
« Frequency: .....|...... ﬂh’ .......................................................................................................
o RLEIVBAIONSS .o i s i imsemt et ey AN B e S A A e e e SR o e S e et e
6) Past History:
a)  Surgeries: ........... MP[
B MBdIBAL ... oo s e S sk S e N e e Y R
Docu. No. : RCH /FRM / CLINICAL / 098 (PT0)
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Mrs VINEETHA PARCHA

28121083 2Y¢ M o n ")

Br. CHEQIREDDY SURHAG

N iy

8)
9)
0 None

Gurrent Medications:

Prenatal Medical Histary:

O Chronic Hypertension
0 Gestational Hypertension

O Diabetes

&1 Prenatal Vitamin

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

L0 OHIBIS: cveeeereceesseseseesesiaseesse e e eeeeemeemesravsneverassaressaenans

[ None

O Gestational Diabetes
O Low placenta
[J Others if yes, specify

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)

1 Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

;}amguw I Urgent (Timie to Physician: < 30 minutes & Reassessment; Every 15 minutes)
Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

O Gategory V: Non Urgent (Time to Physician: = 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (0TAS)

ooooooooooooooooooooooooooooo

Levei 2 Level 3 “iavel 4 Level5
OTAS {Emergent} {Urgent) {Less ikgent) (Non Urgant)
2
(Resltf::gigﬁva) <15minutes | . ﬁ:%s 30 minutes = 60 minutes = ié%ﬂ?;?es
Re-Assessment Every 15 Minutes Euery 15 Minules Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labowr | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth Labour / PPROM < 37 | > 37 weeks SHOM > 37 weeks Pregnancy
Weeks
. Active Vaginal bleeding Bieeding associated with | Bleeding assoclatéd Spotiing
Blegding with/ without abdaminal | cramping (<spotting) with cramping
pain <37 weeks {>spotting) >37
weeks -
: Mild hypertension
. Hypertension > 160/110 A Ul
Hypertension Seizure activity a,‘,’é’ / or headache, visual | > 140/90 with/without
disturbance, RUQ paln associated signs and
! P symptoms
. Atypical FHR tracing,
Abnormal FHR tracing
Feta Assessment abnormal dopplers
o Non-Fetal Movement Diseased fetal movement
Others wwm§ = Acute onsite severe = Major trauma = Abdominal/back pain | « Ongoing assessment | » Anyihing that does not
“#  abdominal pai « Shortness of breath greater than expectedin|  from out patient clinic sesm to pose threat to
= Altered level of » Unplanned and pragnancy {for hypertension, blood!  mother or fetus

consciousness unattended birth = Flank pain / hematuria work) « Cervical ripening
+ Gord prolapse = Nausea /vomitingand | . Minor trauma (minor | - Out patient placenta
= Severs respiratory Jor diarthea with MVG/iall) previa protocols
distress . suspected dehydration | - Nausea/Vomiting and | » Pre-booked visits (e
» Suspected sepsis Jor diarthea Rh and progesterone
. « Signs of infection (ie injections, NST
dysurid ,cough, fever, | - Assessment for version
chitls) » Rashes
Time seen by Doctor: QYDM ................
Nurse Name : .....\. g s iretsseraissenansrrennarnaanannas Nurse Signature: @/ ..................................................

Date: 'r‘)/%

\}VE‘ Time: ........

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




HNH-00018145 1P26-00006674
Mrs VINEETHA PARCHA W

T
=

28-12-1998 32YEMOD F)

Dr. CHEGIREDDY SUBHASHINI ] 92 \O Rainbow” L Birth ng ht

T T . Hospital * | ) auemssius
CROSS CONSULTATION FORM

DoctorName:....D.V.‘...é?&l?.h.@&lf.\%.ln&? ................................ Date\go}"/}g ......... Tlme”\'é‘/‘
Diagnosis: ....... ],565 .................................................................................................................................................
10117 IS V”G‘}“HMN'K ................................................ Type of Referral :

O Emergency

- -Z/ O Urgent
Referred for: [ Opinion Co-Management O Transfer of care

[0 Non Urgent

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

Signature:

Findings and Recommendations :
hodion cave play

-l prdd baost
— £l Npp le's Sosmaad

%
o~ Aldce nNppld Shiatd I 1,
[\ &S
— A oy olAlp |

4o Suck 18 —20 mints 01 gach
e gy 2 - 2Y2hous

- bat,b .5\»\0‘3’\3 \odCh Obéaﬁ"&d
/gﬁmAﬂL& bﬂj?j

-~ aake babﬁj

Consultant :

Name : Q}laﬁ ................ Signature : ﬁg ................. Date & Time 302619'6;’1)4"‘

Doc. No. : RCH/ FRM / CLINICAL / 049
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Mrs VINEETHA PARCHA 2z
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Dr. CHEGIREDDY SUBHASHINI Children’s . B|rthR|g ht

- II\IHIlIIlHlIIIIIIIIIlII|||||IllI|| Hospital _ | () ouonssius

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

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?

_77 a Yes 1 b. No

P | 1[0 0 1Y U1 o] | IO

~ 3. Nipple condition:
a. Nipple well formed

1 b. Flat nipple
[0 c. Inverted nipple
[ d. Short nipple

4. Milk flow:

b. Drops of colostrums

O c.Dry

5.  Steps for Positioning and attachment:
[0 a.Baby goes to the breast
[J b. Mother always sits with a back support
™ 0 ¢ Ear-shoulder-hip should be in a straight line
[ d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: . Feeding Positions:
Cross Cradle Football / Clutch

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




6. Was the position explained:
O a.Yes
0 b.No

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

8. NICU admission:p\JO
[J  a. Mother needs to stimulate her breast for 2 min every 2 hours

0 POOTE] OIS ... comsriini s vors ot sionrins b s ST LA AR A S SR A RN SRR o A N R e T AT

Continuity of Care: DateQ(‘?J6 ...... %0
| D Asse ¢S Y ot apcdit's,
D Wt poe  ehCEd ¢ oetarndig
D P0eo ottt valnte
S ohd Lhoacly DBE  giwh




CONSENT FORM FOR GENERAL / E?.E’.‘é’;‘é"r‘l.’; ‘gmﬁiﬁﬂg
REGIONAL ANAESTHESIA / PR | O s
MONITORED ANESTHESIA CARE

Patient NameMVtV‘WFR"‘/ ......................................... Age:..@..‘.H..—......Gender: Male Tl Femaletef

UHID NO: . HINH= 006 161 U.5...... Surgeon Name: 1. Sndodasbiang. eddy ..

Anaesthesiologist : <~ L& sy

Operative procedure planned : W & LHLAI S

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

O Heart disease O Hypertension [ Diabetes mellitus [ Renal failure

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

O Incapacitating Cronic Obstructive Pulmonary Disease

OIS © .. coniiccii o ivnipiinisisonsassavinibosninmasesssus vossssab b oames s s RN O s s RS da T s
* Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctr\rs/to perform upon me / my patient

M/*’QV‘ ................ o the above mentioned operation / Diagnostic / Therapeutic procedures
< I 2 X2 S,

* | authorize and give consent for anaesthesiN_E’R/egionaI/ O General Anesthesia / CJ 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 PT.O




| 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 L)
will administer the Anaesthesia.

- Pregnant FTes  ONo
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION\% 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 / Patienwytz Witness :
Signature : / Signaturg

Name: ..M ingtho, o Name : M“ﬁe Sl

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

Relationship with Patient; W ...........................................................................

Name : ... 0 ARIANIK K
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Department of Anaesthesiology cﬁ'i'l‘ d:%vr‘:’s ) BirthRight
PRE-ANAESTHETIC EVALUATION Hospital | [ ermeonsosious

1t takes a lot to treat the litte. Eur Right to a Safe Delivery

Diagnosis: ..... PMNU ...... a.}'ﬁ(:wu}u .........................................................................................................................
BP/CRT: 1o 1T Weight: 6.9, ASA Physical Status:  © 1 2l
; Laboratory Data:

Hgb: 1@'2 GIUCOSE! ..ovvvvoeerrerevererene PTOMBIN oo X-RaY: oo

PON: 2o grmgssiasass IWBBE coiversinmisimsaasiisiioass AID: e ECG: wovveeerieieeeesisins

WBC: Q:}%U ...... BIOAL. . c..oosveiiemsiimmasiine TRl Bl o e e PDEChO: i.uisciinicisisasiansis

Plate: ..o X\ NG oo DIE B s Stress/ANgIO: ............

PE oorrisbrmsirsssmsasessasons SR | | 1 o (I e Pt Oters ....ccisnmssnimaggrnss

P Cat 8] comisnanscai: IKPIOBE i W - M

INR: bz M2 s (ATYIASEE Gmainnauss .

Bl ..civmrssomaissesose 1 SBOTIBOP TR wisissssssussrssaess

Allergies: N LD A/‘

Diabetes :

= - vacuialed

Hepatio/ GE - / Physical Actvy: (Al / V. I14 -7 -
Others : / '

[~
Past Anaesthetic History: — a4 / —

Physical Exam: (1A A A En}
Airway: MIﬁ)Z 34 Mouth Dpening:_m Mentohyoid Distance: % Neck: @ Teeth: Ndd’

ngs: [,
Heart: /
CNS:

Pregnant; ;,ve(m No INA Venous Access Wﬂ Ajpine Exam for regional : WM ~
i

Anaesthetic Plan: I MAC }aimﬁ. [ GA-ETT [JLMA
o frvre
Peri-Operative Plan Explained to the Patient:‘;zms/ 21 No ) : B
e (o) et sl

= 4
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: :rI‘ - e
1. DVT Prophylaxis : W'u"’/ ORs .

mVTI/Cﬂ/ zb s 2 NIL 0RAL<:Water/0RS 2 Hours y

Others 6 Houl
3. Informed Consent: tandard High Risk

4. Post Operative Pain Management: __-Bf§cussed with Patient

5_._ Oth'erlr?t'rucii;%s: A\ﬂ_ ' ‘.

Signature: L e ot

Docu.
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Or. CHEGIRED DY ip ) Rain b"éw;o . —
i esmesnown | 2L

OAM

Pre Induction Assessmem.

[ Yes \—P_‘/No

Change in Patient Condition:

Fasting Status: QMW

Physical Status: &“Aatient Identified \-7/ Consent Present N_¥"Chart Reviewed
HR: 9% [BP/CRT: LOYT( & [Sp0,: L0V [RR: 1Yy | Last Feed: 26 hev
Pre-OP Diagnosis: ‘AN 26 WA Operation: %4 CALALCALALY,. . Selion Date 2K 16 Lot

UAd..... M’{’VA Anaesthesiologist: Dy —QKMM..'& ......... Technician: P

40 J
TME 10 A% o
N,O /AR /O, LPM
HALOISO-’SEVO Antibiotic
(LN B/ SE RNV RS VEZ 3V,
\ Suppository
I W20 CERA [ 20
y CURTR A
Blood Loss
T ~Zoomf
FiO, [ Sa0. ) N2 A6l 43 43 i
ETCON—"
ECG S (P1C
Temperature
Urine Output NOTES
(1} A—
13 sl Ech.
o @
Bp 240 9427
V Systolic 220 AV
A Diastolic
X Mean 200 —
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time: 160
140
Throat Pack In
Theoat Pack Out 120 - ’
1004
sa k. I r
Bé A A A -
40
20
10
0
A6
LAB Vaiues
GRBS
8rs
" Equipment Checked and Temp: Induction Regional:
Functional [ HME ["] Fluid Warmer Owv 1 Inhal &E;I:r?m SPECHTY: ...cvoreeeeeerrreer e
[1 Cling Film [] OH Warmer [J Pre 0, I RSl [_Spinal [ Epidural [ Caudal
\.fCUﬁSﬂ@UL—- C1 Hugger's _[»Cotton Wool ] Others ) L A I e B e S
[ Art Site: . [ Other
T EKGLead C] Mask [ 50A Pnsmorli i
= ; Times: ] Airwa ] Oral ] Nasal Site:
O] Temp Site o AN) L y
O o Lonimr Anaes Start: ‘al .P[ ........... (A7 TR N (RS Needle SIIE%-L].MV Depth g(_W)
2 — (o] M
] Agent Monitor 0P Start: .. O Oral : Nasal ] Cuff Parasthesia []Yes LZ No
="Puise Oximeter OP End: .... e = Tracheostomy L] Topigal Catheter at skin ..
O1- Cigioggh Leave 0R: ... 10 L BN [0 B s mivscmietfcmcdissssomsion DmgNm&c,mE l?;(, AV G CMW
] Ventilator Anaesthesia: — ] Awake ] Direct Vision BOMLS: ........ ':D W’l
T Nerve Stimulator [J GA [ Video Laryngoscopy [ Stylette / Bougie Infusion: . z(( (_/\:[A,V\,M
N ] Menitored Anaesthesia Care [J Fiberoptic BlockLavei M“
P""“"":g'%‘"M""“' \H/F!M:qlonal Blade# ............. fttempts Bt
Pressure Points Checked DICUY WAY? oo
Llna (Sizc & Location) Transportation to
i L1 Bilat = BS Ay Clicu
C1 Oint CA u \% 7 Semi-ClosedCircle Relaxant Reversed [ Yes
[ Tape \/2I O C} ] Closed Circ! é
(7] Padding O Other Name of the DoctorOV"\
\Z( Awake IV. Signature of the Doctor -...... \XEAAAR..............




HNH-00016145 |P2€-00006674 e
Mrs VINEETHA PARCHA . = .
28-12-1903 2Y6MOD  (F) Ral_nbow’ ® - Riaht
' Dr. CHEGIREDDY SUBHASHINI Children’s Birth [¢) t
AR O A Hospital e
1t takes a lot to treat the little. Your Right to a Safe Delivery
'J‘L‘r‘\ H‘(\Q
Received in PACU by : S)"'I ....................... Time Received : ” .................. Time Discharged : .........ccoecvvvevnnenn.
250 2 : 250 | 1 CANAUIA SHE © ..oovvoeve e
240 240
L 230 230 | ] 0, Mask [] Nasal Prongs
% 220 220 | ] Tracheostomy 1 T-Piece
@ 210 210 | — i - )
@€ 200 200 | [ Oral Airway [ Nasal Airway
o 190 190 :
o _ t
180 180 ‘}79'
= 170 170 | Vomiting : ] Yes E’( Drug: .UOTJY/M
2 9 %0 [nembe:  Cives MG I
140 140 i T
Vv o bt Drain: ] Yes ;PNE—
A 120 [ F17F) 120 | Urinary Catheter: [ [ No
110 = o
72} 11(133 ! 100 | Chest Tube: [ Yes [ Mo
> 4 9 1 Nil Oral “I¥es TINo
e 80 - 80 ==
o W U 0 wAuids: RC
n- 60 ‘ } '\J 653 0 lFe d‘”"""".""”"."""..pé.“n“'"n.“”“.“'""""
e 40 40 U
30 30
= 20 rS 20
10 10
0 0
PO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 ouT SCORING INTERPRETATION
A 0 ove 2 exambes oy r ncommand  ~ 1 ACTUTY \ | 31 < fee ] AMinimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command ={ Discharge
Buia to deepl hrﬁ:‘{h:‘ & ;‘oiugh freely = 3 ‘2/_
yspnea or limited breathing = RESPIRATION = L O . - o
Apneic =0 e Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthelic leve =2 : space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic | =1 CIRCULATION E
BP 50 of Pre Ansesthelic ey =0 e b o
frodorrar ot CONSCIOUSNESS
Arousable on callin =1 NSCIOU
Nﬁumspon%?n: ! =0 ¥ ] N il )=
Pink =2
2 1| o
Pale, dusky, blotchy, jaundiced, oth =1  COLOR a
Cyanotli‘c aundiced, other =1 2
TOTAL [0 f6) rO
9 ||
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
3 )
Z3l6 | yAm| o A 25
J ~
Ale | v o NA~ 2,
V86 | 1fm| o s
&L 9B N a0 _
Pain Tool Used: [ NPASS [ FLACC [ WongBaker —INPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name : D’\(% 2. For post surgical patient, patient with chronic pain, patient with severe pain

Anaesthesiologist Signature:

Date & Time:

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

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): ... | .L

Date & Tme%lk/




. = ®
Rainbow .

Patient Sticker ' Children’s BirthRight
. Hospital BY RAINBOW HOSPITALS
s takes & lot to trezt the D, Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD . L

071 OO Time: ........... eesnenes Procedurg dong BY .......cvverncenecvcre et senseenes
CSE /Spina;d /Epidural POSIHION : .covvvieeviveres SPACE ferererereersemsnsereenenas Technique (LOR/LOS) .....covvvivenns
1574 1) Catheter at SKin: ....vveereennnvmsenseressernens FAA (1) 111 TSSO S
Parastiiesia : YES/NO if YBS UBIAIS & ..ttt assese e sss st st s s s s sne s e feossesmessesssbasa s se s bt es s
SOMHON COMPOSIHON : c.vvvvevrerecsisseriirssesnmesssirscseessnssesesessssesssresesssesessestessesssessssssssessisesssasesstnsessenessessasassasnsssassssosserasasssosss

Any other issues :

) crereeetrtetr e ran e e Ae TR B b AR SR be s s st ae s rRe e s eaas RAeEREE e R R Rer SR rRE AR R AL R R R er R eRea RS eR ERRERRe R e bt SeeeaE bt seser e ssenenseaen
D) e RS S R R R SRS R AR RS R R RS SRSeseR Rt rns
Tirie | 'MEIRENE | Bolus (m) | o e R Comments
, ght | BP | Pulse
Delivery Defals : ~ TIME X ovverveerercrcranne APGAR: .....ccocmrvieranne SVD / Instrumental / LSGS (if LSCS Details)
Catheter Removed by and Tip Inspected : .....oeveree AR A . .............
PAtiENt SAHSTACHON  ..vuvrereererrecsmnsasemsesserersseserssasniseesseneesrastsssensassssrassbseessberesesmsessessessmesesact s sta s saA s re 4 b bm st et

Discharge /Shifting ordered by
DOCLOr SINAMUIE: 1vvvrerreenerasearssssssessessssensssnesssnsesescnsssssensane
Doctor NAmE: ......cccecveereceerernceeeenranenas frreenenrrneeentresenaesenen .

Date and THNIE : ..ovvececeisiirrssisinsssesssessnnissenarssenssersersessssesrans




Rai_n}t,f%w“’ ® - g
INFORMED CONSENT FOR SURGERY OR e .E!ﬁmﬁﬂ?
SPECIAL PROCEDURE rospital. | LR
Patient Name : Mfs\/'br)e.d*exot ............ Gender: (1 Male N-Fefnale Age:..?a.)...‘ji ...................
UHIDNO  <......... Jort - OO0 LIy Date : O?%,G[LQ

Instruction:

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

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

| 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 resuits 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 staf{ responsible for any untoward event thereof.

L Aase Dueding.., WRnd | infechon, wins b bowel , ploddec

My signature on this form indicates that

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

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

3. Ihave had achance to ask my surgeon questions.

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

5. lauthorize the consentto the performance of the operation or procedure.

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

Consentee : ‘
Signature : ............ Q /(_/KA .................
e ;

Name: ......... Vineefha Poscha-

Date & Time : Qg(é(lé@?ﬁw} Relationship with Patjent: HMBW"DA ....................
Date & Time : 23)05/2"7—5‘07‘90“‘" .....

b iaaes % Doctor (who is taking the consent) :

LR [y SIONAMIML oD N Moo somis iosinss skoovassons

1 —— b roptt I N Name - . D‘M ...................................
Date&rime:..........cﬁl&....),.‘zg..@..%éﬁr», D:t:&ﬁme: og%[@[ 24 6 ‘.%O*\m“

e T s e e
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i ospita BY RAINBOW HOSPITALS

um:ummmm Your Right to 4 Safe Delivery

NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)
i | _....-—*-44 o l
PaientName: VM > VaNeelpa  Papche Age: %Y Gender:  +
UioNe PINT=000T TS pyg 780000 C T oge T3M08 1T rime. . SOA 1
Diagnosis: } €3 / I~/ d 0T )
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage ; Remarks
1. | Fentanyl Citrate Inj. 50mcg/Mi 00 mcq ol Am /¥
2. | Morphine Sulphate Inj. 15mg/MI 3 T
#~3. | Remifentanil Hydrochloride Inj. 2MG R~ s
“4. | Remifentanil Hydrochloride inj. 1MG . o e
Doctor Name: Dr Sk AYESHA Docjc}LIggjsj}r(aliTr{:N% re ] 0 NEn
Signah{é:/;‘é\r/
A
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to Essential Narcotic Drugs Dlspens d)
: 9%.- ooooéwgqfn 2¢Q ¢ ) (
IR RApIEtration NO: .o S i T s e Dateirtac 0k RN

Aadhaar/No. of the Patient (Optonal): ... St e tesssrorisias cishaprssosbosseobvinnssor

K o _
’J'\i. Name : ’V‘ AS VJnF'JkQ lJU-‘C ,»O Remarks = J /
RERVEw) 1 e - yi
2. | Complete postal address (with contact number, if any) ,l i P J it 7 T Uoag)
3. | Brief description of the illness J' (7]
4 Whether registered with any other registered medical practioner / N 0
" | recognized medical institution ( If yes, details of the recorded) e
—
5. | Details of essential Narcotic drug dispensed ,.L ' Jj e
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
) o . l - Patient Attender .
A NI tenden o 3

Fa
\
Dispensed by (Name & ID No.): .. M ’1& 9

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

ime e S e

Docu. No: RCH/ FRM/ CLINICAL / 133

(olsuur,
Nlhts -

TR (1 2'( 5 U 5" _7, ...... SIgRAtUre: .. s emnsiiaviis

... Signature; ..







