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SURGERY DETAILS

Date : (6/#/% ..........................
Patient Name:%.;..eg.’;?} ...... Cl‘\ Q\"‘“\M\j ....... Date of Birth: Q"/ ‘4} ’9993 Age: 023)' .......

Gender: ... oSN . Ward: oo s UHID No.: ‘206985 ........................
Date of Surgery: 6L F )R 0T-1 [10T-2 []0T-3 [JOT-4 [JOBGOT-1 [J 0BG OT-2
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NAME AMOUNT
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9. Anaesthetist ‘DR...Tnadian

Timein ......... ] ngﬁﬂ/ Time Out: a LS O .
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5. Circulating Nurse T W

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

B. ASSISTANt NUISE 12l 2 e siiiss sbssese e
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] C-ARM ("] Cystoscopy ] Versa Point (] Liver Cusa
(] Neuro Cusa L1 OIS covcisnmmmsmumsssssmansmmsarmnres

Signatu(% Surgeon Signature of Circulating Nurse

Order No: ..... ?3’ \Olfz«l:)\ ...... lf ....... Order by: /g ...... =
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MEDICAL EQUIPMENT ( WARD & ICU)
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DEFICIENCY CHECK LIST OF MEDICAL CASE SHEET -
VIH-00206985 1P-00080728 Children’s (J BirthRight
) Mrs POOJA CHOUDHARY Hospital . Lol
PSRRIt Name ; merme = nyisse IP.No: o3 2%
Ward: 1AV ARNE A poA: ¢ |96
. No. of -
SL.No List of Records Legibility Completeness Remarks
Pages
1 Admission Sheet 1 L L
2 Discharge Summary - —
3 Nursing Initial assessment form 1 - ~
4 Patient Trasfer Forms 3 = -
5 In-patient Medical Record t £ —
6 Doctors Progress Sheets 3 — —
7 Nurses Progress notes 3 — _—
8 Consultation Sheets
General Consent for Treatment L . —
1 Conset for Surgery
11 Consent for Blood Transfusion
12 Consent forChemotherapy
13 Consent for High Risk
14 Consent for Restraint
15 DAMA Consent
16 Consent for Special Procedure
1 Consent for Radiological Investigations
18 Consent for HIV Test
19 Anaesthesia consent form L — —
20 Anaesthesia notes(Pre Anaesthesia & Post) aQ_ — —
21 Pre Operative checklist | s —
22 Surgical safety Checklist \ = b
| 23 Operation Theatre notes L — =
24 Nurses Clinical Presentation
5 TPR & BP chart 3 — =
) Intake and Output chart (fluid Chart) K} 7 =
27 Drug Chart (Regular prescription) 3 ~ "_
28 Daily Investigation sheet
29 Investigation Values (Result Sheet) ! = —
30 Nebulization Chart
31 Diabetic chart
32 Nutritional Review chart 1 . =
33 MLC form (in case of MLC)
34 Patient Educatlon Form
% om v —+ —
R G = ey =
nﬁn Axedonun 3 i — —
_—f\r?ﬁq& _“:f-\"! o\ 1 ~ —
. 1) i
Total No. of Pages e I a\r&w
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/ (Pao!m
Signatlire and Date : 117 /LG Yorer




ERROR LOG

LOCATION: - NICU/ PICU/HDU/OT/GENERAL WARD

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE



I . Rainbow Children's Hospital - Secunderabad
Rainbow . H.No.3-7-222/223,8y.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad

Children's " Telangana, INDIA ,500009.
Hospital + TEL NO :040-42462200, Ext 2000,2001,2002
VR WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details : LR (R RNRIR LA LLERY I {

Admission No : IP-00060726 Admit Date : 16-Jul-2026 Admit Time :07:31 AM UHID : VIH-00206985

Patient Details :

Patient Name : Mrs POOJA CHOUDHARY _ Age :28Y2M21D
Guardian : Mr SOMESH CHOUDHARY DOB : 25-04-1998
Gender : Female Religion

Occupation 23 Martial Status

Address (H) : 12-10-590/122/3 KUSHAL JEWELLERS Phone No . 6301802121

WARASIGUDA Sitaphal Mandi Hyderabad

Telangana INDIA 500061 E-mail - NA@GMAIL.COM
Admission Details :
Bed Type : MICU Bed No : LW 219 Ward Name : N 2F-LABOUR WARD
Room No : LW 219 Admission Type : First Visit
Contact Details :
Name : Mr SOMESH CHOUDHARY Relationship : Husband
Contact Address : 12-10-590/122/3 KUSHAL JEWELLERS Phone No : 6301802121
WARASIGUDA Sitaphal Mandi Hyderabad
Telangana INDIA 500061
-
Si
v
Doctor Details : /
Doctor Name : Dr. SUPRIYA M Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : SELFPAY
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OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Baseline Information:
Admission From:
Primary Language:

CJER
[ Telugu

Source of Information:

] Patient

Date of Admission: 16’1426

[ OPD

] English J=+Hindi

L] Family

i Admission Desk [ Others, SPECIY ... Tmmwe.veereeereeserseeessseseneeee
[BRIS 1T v s e o O e o

Doyourequire aninterpreter? [ Yes @No/ IFYBS SPOCHY ..rvvrvessrasersiessrnsssasessrnsssniiirrmrrvassesrassensenssrasusssnsaensaapsnserasenssssssanssensasse
(] Others, SPECIfY .......cccouerunneas

DT esssssssansnsassanasssnsssnsisstsansansssssnss

Allergies: Yes [No

[ Medications

[ Blood Transfusion

(1 Food

e s

I Y - B e b i e T A T T Ao R R v s PR ST e

DN .o T s s

Doctor Notified on Admission: &+Yes [INo ;
Name of the Doctor: ... L0 ....... r;A.ShW*"!

WA W \c""“

cQ

eeeeeeeeessesseesseeseesssennenees Time Notified: é:B'F,ZSO?‘“'i
Past Medical History: Obtained From \Q‘Pﬁn [*] Family Member ) Medical Record [! Other (specify) ..................
Past Medil:a\Hish’err - Past Surgical History Previous Hospital Admission
\ »
Wb‘:{oﬁh u\a“\ W " o3 / ’ pl [

Gynecolonv Assessment: [

Menstrual Cycle: ] Regular

Applicable
Menstrual History: ........cccoeoeeereeenrveennnee

Onset of Menarche: .........oevevverervevreereerens

[ Irregular

Gynecology Surgical History:

Caesarean Section: L}fﬁ O Yes

.| Cervical Cerclage: @No/ [ Yes
Ectopic Pregnancy

i : zN}l(/ [ Yes
Myomectomy: SNo [JYes

Gynecological History:

Contraceptives: % [J Yes
Vaginal Discharge: B‘ﬁ [ Yes
Post-Coital Bleeding:_D—No/ [JYes
Infertility: (] Yes

Last Menstrual Period: .............ccoeovrernrnne. | Others: If Yes Type: (] Primary [] Secondary
Obstetric History: mPEIR G il Lrsmmisaseens OO SO
BRRRRECS: ............ 50l it
Current Medication:  “FNone £ Yes, If Yes, Fill the reconciliation form
Family History: [ No Abnormalities Detected

[] Heart Disease (] Hypertension C) Diabetes [ Stroke [ Seizures [ Kidney disease

[ Liver disease IO e v . s eavasanesasnansiismmpmarasnsssnyassnsneantansnanan on sai i n pansmis Smeanns s
Vital Signs / Measurements: Temp: . 0](364” HR: ... 8% bl RR: 15}69;0

BP: ..} RIAD. Weight ..2.2..1575 Height: .J.S5.Co0 BMI- ...
Pain Assessment: Pain: [1Yes (NG  (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151

(PT0.)




25-04-1908 2Y2mM21p
Dr. BUPRIYA M ®
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PHYSICAL ASSESSMENT

General Appearance: ﬂaa!ﬂly CJill looking 1 Anxious (] Agitated [ Others: ...

Fall Assessment: | Yes

\ ”
[JNe- Score lf (complete the Morse Fall Risk Assessment Sheet)

ey
Riskof Pressure Sore: [1Yes [ No score...[07 ... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING:

/ZTMobility problem

! Developmental Delay

If a patient needs assistance with any of the following inform consultant
) Walking Problem €TNo Abnormality Detected
I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
£T0verweight
[Under Weight

(J No Abnormality Detected
L] Poor Appetite > 3 Days (] Needs Therapeutic Diet.
(] Diabetes Mellitus ] Hyperemesis Gravidarum

Inform consultant for positive criteria

LI Calm & Cooperative

PSYCHOLOGICAL SCREENING:

[ Restless (] Depressed L1 Agitated 1 Confused

-—

RIS o e s s R it s et

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single [ Married [IDivorced [ Widow
2. Special Habits:  Smoker: []Yes “No Alcohol Abuse: [Yes [—+No- Drug Abuse: []Yes FNo

T ..

Orientation has been given

Nurse Signature: .
Nurse Name: .
Date & Time: .......

regarding the following aspects:

Call Bellin Reach : [ Yes [J No Waste Disposal Explained: es CINo

Infusion Pump : ZTYes INo Hand Hygiene Explained: #TYes [ No [ Others
Above information given 1o ....... ijﬂ

Name of Person Orientation was givento: .. Pae‘l -

Orientation NOLGIVEN RBASON: ........cuvevivereeanisiscrsssssssasssasssssssssssssssesssesssesesssesenssessees

?OO L a.

L#tz6_ 2 9.4
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Children’s @ BirthRight
PATIENT TRANSFER FORM Hospiem .H
VIH-00206885 IP-00060726
o TRBR Date & Time of Admission Date & Time of Transfer Order
Dr. BUPRIYA M _ _ ~ 90
AR A elalzb(® 31 & H’\Dﬁ S “pm
Treating Consultant Name Transfer Ordered by Reason for Transfer
\L"n
@
13 Chx cd;/km@\ !@‘ Obgf
From Unit To Unit Information to Attendant
Yes No[ |
e\ LU @.U 5) =l
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
/—7 over to attendant
@ C/‘ Yesz/ No[ |
— If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity

" Dok pavatetens| "@ QMCJ
" Q "ﬁqmd.ok —-'@ (h&@ﬂw{@

—

e D)o face @ Paci x£{9

5 @ Paﬂfh) DYO‘le-—-@

5.

Shifting Summary / Notes Written by Doctor:  Yeg| - No[ |

- Epeethme R

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

el

4 e P d

Patient & Clinical Records Received by : . t
Swhrn

Date & Time of Patient Received : < bh 2 b "QH% @;;9 §:25 P

WIf/l.ma transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
Unavailable Bed (| Nurse not Available [ | Available Bed not ready

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



PATIENT TRANSFER FORM
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VIH-00206885 1P-00060726

Mrs POOJA CHOUDHARY
25-04-1908 2Y2ZM21D ()
Dr. BUPRIYA M

QT

Date & Time of Admission

o (M6 of 7. % b

Date & Time of Transfer Order

L"‘lQ@ :;19 |0/ 35 A0

Treating Consultant Name

Transfer Ordered by

"\

Reason for Transfer

A
From Unit To Unit Information to Attendant
ML <4 i e

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
C \&%T ——@ Yeshr—  No[ |
% If yes, what ?
Medications / Consumables / Surgicals / Hand over
S|.No. ltem Name Quantity
1 "
A& I\C!}!

3

4.

B,

Shifting Summary / Notes Written by Doctor :

Or- \

No[ |

Name & Signature of Person who is Transferring

. pof

Name of Person Ordered Transfer

o

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

,z/ Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

[ Nurse not Available

|| Available Bed not ready
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VIH-00206885 |P-00060726
Mrs POOJA CHOUDHARY
25-04-1998 2Y2M210 "

r. BU

— i

Date & Time of Admission

[6\ g F:31P"

Date & Time of Transfer Order

15)ale6® 'H:%‘oﬂ

Transfer Ordered by

[}B» Mad o/

Reason for Transfer

g)o%ob@m

From Unit

oA

To Unit

NIYRAY,

Information to Attendant
st/g/ No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
o1 A Wl T
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1.
2
3.
4.
9

Shifting Summary / Notes Written by Doctor : Yes(/D/

No[ |

-

e

Name & Signature of Person who is Transferring

Hhsoow Dv-

Name of Person Ordered Transfer

M ool i

Patient & Clinical Records Received by :

Date & Time of Patient Received :

e

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

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

[ ] Nurse not Available

[ ] Available Bed not ready
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It takes a ot to treat the Rtie. Your Right to a Safe Delivery
IP ADMISSION SHEET FOR OBSTETRICS
Presenting Complaints P~ R ¢ \\o)roas EOD:
Corrected EDD: GA:
271712% 353 Wi
hﬂbstetrlc Formula: yaoupsyed s ! » Ny eoMenstrual History:  Regular : (] Yes ] No
- Lw 4 L.
: e\ s MQQW%\ Qcﬁ%el‘ﬁ?%xamination
Obstetric Hostory: I ne.
G2 - 3 menrln| SRSsed YW Cure Fungal HefR > DEC.
La~ PP, SP COUEpBEN pif e R e
hoolisd p @UAL Do, AL Activity: [ Relaxed ] Mid ~ COMod [ Severe
P Pre R i
resent kBjnancy ecord: b B ng-.'UJ vdquor: (] Adequate [] Oligo [] Poly
Md U0 bleadsd ey Pre ot Le MOG pP: [ Cephalic [ Breech Others
: Waunoged Co n Mw-.wa
) 00 Tabe € coep? ‘come (I)-iead Fifths Palpable:
RISK FACTORS: $3 D Ned o I-?S Hformal [ Tachy  [JBrady [ Absent
Wed Wio ccuaes b AR
(Wtbﬁﬂwﬂemb‘* Jrgowcwa dh. consmighacly
o Per Specc!l amination WO dome
CPD Draining: [J Present  [] Absent [] Bleeding
Wﬁmt |?’° Colour of Liquor: [] Clear [J Meconium (] Blood Stained
Vaginal Examination 0% B
b 4 Cervix: (] Long (] Partially effaced [] Effaced
Height: =.)\S.4....cm
Weight:...gg...... kg 0Os: Closed Dilated
A“ergies: ............. .l\..&. ............................... Membranes: I:l Presem D Absent
+ I I
2 i mal L\ Amonmg Liquor: (] Clear (] Meconium [T] Blood Stained
General Examination: ‘ .
Consciousness: ) Pallor: > Presenting Part: [] Vertex (] Breech [[] Others
Icterus: & Edema: © Sutton: O0-3 '0-2 O3-1:000 [1#1.0]+2
Temp: AQrge b PR:ELLS M Pelvis: (] Adequate (] Doubtful '
BP: \lo | 70 DTR: D
CVS: RS AERC
o S16 ,
Liver/Spleen: Urine Output:
DIAGNOSIS --------------=cecmmmmmmmmmm oo oo oosssssssmssssssccscccosmnoooos
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L e
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' VIH-00206085 1P-00060726 Z
Mrs POOJA CHOUDHARY Rainbow” . . .
e Children's | @ BirthRight
(iiiimmmn foplal | @rmmze
wURSING SHIFT HAND OVER FORM
Cia 59— e
Z | Diagnosis: 2913 weeks Any Infection: [1Yes [2No [ Not Known
g WTPDL"T#-YD Hr&m T CPD‘ Y| IfYes SPECHY: weviereeee B nrenssremsesasesans
& | Surgéry / Procetiure: _£\eehve LSS Post OP Day:
5 o # b -
o | Date N \ ¥ W
- shift v M / M \PC ! AR
& | Medical Condition Oy, ¥
§ (Any special condition to be noted): — - ‘;u\ \"§-\°\ %@3—
=T
= | Diet pI B> Kz NN QI | O
Allergy: T Yes #No |0 Yed\=T0 | T Yes T\Wb | T Yest=No | Yes<z No | T Yes =No
Ventilation (RA, NP NIV, VENTI): (4 L A b R & R &N
Tubes/Drains/Catheter: L~"Yes =1No |\¥es [ No |™Yes 01No |0 Yes [LNer| 01 Yes ¥No | 1 Yes =No
£ | Vital Signs: Temp: | 4 3-608 &k | QO |ag6F | op2' |ager
= g : o
- Res: | | abnd |QO W Qollw, [20bim | \aln | g0 bim
2 Sp0;: | 9%/ |20 o aa’l | ools | aau.
2 Puise: | .32 b [£9 Hn| RUGW [9qb®7 | Aabin |73 bim
BP: | 110l 40 L o)70 |\o|amwmif o4l s\ lnu s (32)
LOC: |Coa siDue OO"UWLW’& NS48 |0 08 omacions |
Fall Risk Score: | 0/ £n 0 0 e
Pain Score: | {0/ ﬁ Sno | ! 0 D’
Skin Integrity 4 cfer 114 wdocd | Ila 0| sndect € ipdact Chloc H|
Safety Needs: = Yes [ NO LYes O No <Yes [1No [',)n‘&'l INo |<Yes [1No |7 Yes [1No
Physiotherapy: sl - i} «i | i
§ Others Specify: |T1Yes @No |1 Yes~= No | *Yes © No | YeslAtr| O Yes &No | T Yes =No
s Special Diet: [\[R.on  MIZIN | NPy Qdred @ diek
E Critical Lab Test / Values: . — — |l Wit il
E | Other Special Orders / Medications: | Yes Ao | I Yess=No | I Yes :_-.(ﬁp 01 Yesl=g | 0 Yes o [0 Yes =No
E PU Prophylaxis: [1Yes «MNo | Yes==No |l Yes ':-'ﬁp- [ Yesl-Mo | (1 Yes ®'No | Yes = No
DVT Prophylaxis: CYes TTNo | Yes ieNo | [ Yes No |1 Yest=G | 0 Yes wfNo | Yes="No
ADL (Dependent / Non Dependent): J(PEM c!,p,pp_ A ‘,pg_qul—a, orn&i_mufﬂmlﬁ_
f \ - T
Post Operative Procedure Special Orders: | > ‘%m @‘%&YB C@ﬂ\ o
. QN | mthe
Handed Over By Name : | _ M Sd\,h Nodema | Suufuls
Signature /1D : &=  lomqed | X [ 6612 [T cq0q] migqas
Date: 61 [1p[006 | (oW 168124 | 1n 13 |43
Time: el 10he A\l @ S| P Lo ga | JPT
. 7 T R |
Taken Over By Name : MATIX m[)\ 8,611?(9 nqnfmq Saéh.’f" ( LOM 1
Signature /1D - (602183 [' §F 10222 | oeaqqlotbrad |QRHE0EEH-
Date: B(FRE |\ QN G4 | glappg [131700 (91 2
Time: 10w | \aqe [SB9PM | @ya. | §Am | @)2D7)
- A S |
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It takeas a lot to reat the iitte Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM

Z | Diagnosis: (_Z,1 89 T F3 wecly T ‘;;pcl'ﬁj' Any Infection: 1Yes Vﬁo ] Not Known
g oo 1A {eM TCPD Q’r "é’lt-'-g“"“L Lo If Yes Specify: NE’{
':T_: Surgery / Procedure: 6‘ [ (J__.% RIS Post OP Day:
a | Date o0
= shift & ¢ w 5 )
& | Medical Condition : il )
% (Any special condition to be noted): ijwjmqﬂmf “‘“"&5‘“
=T
2 | Diet @ && [ ol (Bdide
Allergy: 1 Yes~TNo ~Yes CNo | Yes o#No |1 Yes C1No |01 Yes ©1No |1 Yes 1No
Ventilation (RA, NP, NIV, VENTI): Ra < q
Tubes/Drains/Catheter: [ Yes LG | ) Yes ¥ No |01 Yes,#"No | 1 Yes [1No [ Yes ' No |0 Yes £ No
£ | Vital Signs: Temp: [ A80¢ | a3 61 | %80k
z Aes: |tk | isbie | (0D
2 Sp0: | A), | "aqs. | aq{
z Pulse: | 29— AQblm QD‘H
BP: \M\‘?JQ@ no ho (lPucqY)
LOC: CW%\M con§0Y |Ceoscoly
Fall Risk Score: | A D (!
Pain Score: ho ! D L
skin Integrity | @ whadtndad! | Untod
Safety Needs: ;)és "1 No [a¥es Mo | oAes C1No [ Yes C1No |1 Yes 1No [0 Yes T No
Physiotherapy: |  of ) N1 s\
§ Others Specify: | Yes o | YeS\z‘ No | Yes ¥'No [ Yes [1No | Yes C1No |1 Yes 1No
5 Special Diet: Q) & ¢k Qoiet (DA
@ |Critical Lab Test / Values: — | iy !
E |Other Special Orders / Medications: | 1 Yes ;2o | ' Yes ¥/No |1 Yes No |1 Yes 71No | Yes 11No | ) Yes C1No
§ PU Prophylaxis: C1'Yes Ao | O Yes “No |1 Yes (#No |1 Yes [1No |1 Yes TINo | Yes (1No
DVT Prophylaxis g Yes<<No | Yes No [ Yes 2No [ Yes C1No [T7Yes O No |1 Yes [ No
ADL (Dependent / Non Dependent): |~ ow o ol s morndect | O2petedod
J | !
Post Operative Procedure Special Orders: -
Handed Over By Name : €} leany 'rma 4l a !g
Signature /1D : %MG@ gﬁﬁm d o
Date: (a1 A 12 500
Time: @m @, pml Ch Ugﬂv‘:(\% {-q
Taken Over By Name : eadai &d“&"%‘tf_ ‘%%Q,p;““
Signature /1D : "60630 |EesTrl oy )
Date: Rl | (4l | 3
Time: @'ﬂhﬂ\ @ - s il ‘ ]
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| Maintain Airway and Oxygenation Relieve Pain & Discomfort l.L-Maintain Fluid Balance | Improve Activity Tolerance Maintain Good Nutritional Status | Maintain Skin Integrity
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§ Maintain Personal Hygiene _—Prevent Infection 1 Meet Elimination Needs »« Ensure Safety Early Ambulation Reduce Anxiety [} Patient & Family Education
‘-"’1 " Identify Potential Complications T OGRS DB oo o o o s b S s A N A s s S T
1 SRR i R R R e S = ==
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Rainbow®
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Hospital

It takes o jot to treat the lzie

BirthRight

. our Right to a Sale Delivery

BY RAINBOW HOSPITALS
Your Right Sale O -

Goals

— Maintain Airway and Oxygenation
Maintain Personal Hygiene
| Identify Potential Complications

_| Prevent Infection

——Relieve Pain & Discomfort

7 Maintain Fluid Balance

Any Others. Specify...............

Morning

Time

Plan of Care

Improve Activity Tolerance

Date: ..... Hfllﬁc

A=~ TWaintain Good Nutritional Status

_J Maintain Skin

Integrity
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Meet Elimination Needs A~ Thsure Safety ] Early Ambulation Reduce Anxiety Patient & Family Education
f el e T meeeer [ - Nurse Name |
Tl_[“_-_e_‘_ S |mplemenlatlﬂn e -l___ Evaluat[{}n - J| He_Assessme“t & Signature
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Rainbow®
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Hospital

It takes a lot to treat the ftle

BirthRight

@" R_:‘-\tNB[}W HOSPITALS

Your Right to a Safe Delivery

[CJ Maintain Airway and Oxygenation

(1 Relieve Pain & Discomfort

| Maintain Fluid Balance

! Improve Activity Tolerance

] Maintain Good Nutritional Status

Date: v

1 Maintain Skin Integrity

[7]
E [_] Maintain Personal Hygiene _| Prevent Infection 7] Meet Elimination Needs [ Ensure Safety | Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications AT OMROTS. SPBOINY - cooniva s s L R S T e i B s S B s S D
L . I ’ : Nurse Name
Time Plan of Care Time mplementation Evaluation Re-Assessment & Signature

Morning

Afternoon

Night




. Rainbow Children’s Hospital - Secunderabad

%
Rainbow . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road Kakaguda, Karkhana ,Hyderabad
Children's _ "% Telangana, INDIA ,500009.
Hospital 4 TEL NO :040-42462200, Ext 2000,2001,2002

+ Rainbow WESB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs POOJA CHOUDHARY Age : 28Y2M21D
IP No: IP-00060726 Sex: Female
Consultant: Dr. SUPRIYA M Ward/Bed No: N 2F-LABOUR WARD/LW 219

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

Patient, be deemed advisable or necessary.

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

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

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

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

Note:

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

wearance. In case of fa?’;ii submission, | will pay 200/- Rs.
i to me and | have been explained about the Hospitals rules and policies.

(Receivers Signature:..!
seling has been done to me.

3 IP Guide book has been
4 Financial and billing c

Sign of\Patient/Relative:

Name: P)jrogls Qta&»m‘j Patient Address:

Wewhich 12-10-590/122/3 KUSHAL JEWELLERS
Regonsive: 8""“’6‘6 WARASIGUDA Sitaphal Mandi

Date: ]G}?}D(y ) Time: _?,}g f(ﬁ\’b\ Hyderabad Telangana INDIA 500061
Wittness Name: ﬂ,{//Af{/’/j

Wittness Signature: 4,'//"'/

Printed Date / Time : 16/07/2026 07:32 Printed By : 017231 Page 2 of 2
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Your Right to a Safe Delivery

\

CAESAREAN SECTION OPERATIVE NOTES
Surgeon’s Name: T QU PRIYA M Date of Delivery:  [elea) o &
Assistant Surgeon: D~ GREELHMA Time of Delivery:  |o% 42 1 3 -AM
Anaesthetist's Name: i, vinceTwa Gender of Baby: femB\LE
Type of Anaesthesia:  CPina L Weight of Baby: 9,929 ba-
Neonatologist: ~ Da+ SUMCHH A AGPAR Score:  Q[te; QUte , 9] 10
Scrub Nurse: 218 BBHAVANI NICU Admission: [ Yes :D'ﬁﬁ

Pre-Operative Diagnosis: G!ig :&"&:3:‘ ;‘; M: ol “‘fﬁg‘t:‘\‘t“w T CED qou Elechive
1 Elective O Emergegcy Indication: Ce{?\ﬁ“lvpd\“\‘—bi‘s{)wp%\wmd&n
Urgency (cend
[ Immediate Threat to life of woman or fetus
) Maternal or fetal compromise not immediately life threatening
,,B’No maternal or fetal compromise but needs early delivery
(] Delivery timed to suit woman and staff

DB IO ... iinimmmivsisssissamissigivaciiunion s AR P IROROT 1O FOBIUB: i covmninvssianinmin s
CTG DESCHPHON: . AN e

If there was @ delay GIVE T TBASONS: ..............cueurieeeeeeseeeieseeteeeses ettt eeess e s eeesse et seeeeeenssesnen e eeeseseeeeseseesentaes

Surgical Procedure:  BtEenuUE  towef SEQMENT CESPREAN B oo N

J sA
" Post Operative Diagnosis:
Peri-Operative Complications:
Amount of Blood Loss: ~ {Se wl Blood Transfused (in ML): -

Name and Number of Surgical Specimen sent for examination:

-—

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



Examination Findings when Appropriate:

Presentation: 7 Cephalic [ Breech  [J Other ............... Cervical Dilatation: ............ccoocoovverevceroeeeeesvenn, CM
SN PAIDAIIG: ......conemssiseassmsssssnepsnsnsnsensasannsnssunssasssnssssnsassnsnspsssssass POl POBIION: ....ciiniiunmnmisevimsnsssisasis
Station: -3 0O-2 O-1 0O0 O+1 0O+2 Moulding: [INone [+ [I++ [+++
0" T o TN T 5 O 0 o o Meconium: [None [+ [I++ 0O+++
Bladder Catheterized : _i=" Yes (1 No Urine: = Clear [ Blood Stained
Skin Incision: 7 Pfannensteil [] Transverse 1 Midline T ONeT e
Uterine Incision: <% Lower Segment [ Classical Clinverted T (1 J Incision
Previous Scar: [ Intact "I Thinnedout 1 Ruptured "o Scar
Incision Through Placenta: [ Yes ~~No
Delivery of head: [ Manual 7 Forceps
Liquor: < TClear [ Meconium: [J] g M [CBlood [ Offensive _L*Not Offensive
Delivery of Placenta: ST o] 4 S ~rComplete (] Incomplete [ Piecemeal

. _ iﬁ osd
Cord Appearance: ... OR XA b e Cord around the neck ¥ [1No week
Appearance of placenta: .................. e s Cavity explored TYes [INo
Uterus, tubes and ovarieg, T Normal [ Not Normal Sterilization: [1Yes _*No
Uterine Closure: 7 One Layer ,E"ﬂ-vo Layers LT T X VL A S— Suture
Peritoneal Closure: L Pelvic V&Zﬁbdominal B R L Suture
Sheath Closyre: L WMALRM LN s Suture
Pt oM s 233090 - 090909090000 b Suture
Skin Closure: T Subcuticular ) Mattress ... MonNecRYL .2 0............. Suture
Vagineal Evacuated E/\'es 1 No |
Drain: D Yes 42No  [JREMOVE TN .ovvvevvevrrveeereeneen days [ Await instructions
Ctheter .E’%E INo [JRemovein..L2-.HMewAN. days [ Await instructions

Swap & Instruments count correct? ~7Yes [ No [J Post-op Antibiotics “TYes  [1No
Intra-Operative Antibiotics Cover: _="Yes [ No [ Thromboprophylaxis [J Yes ,-'Zﬁo

Post-Operative Notes: ....... N&MKQHA,M,Q?&MHV&,Mwibx\fﬂulx ...........

!

Doctor Name: ... T SQERIMA. M DOCHOT SIGNALUTE: ..ovoveeeeeeeeeee oo
Date & Time: ... 0. A 26 . 1L BB




VIH-00206885 |P-00060726
Mrs POOJA CHOUDHARY
2Y2M21D (F)

| Surgeon IR SAPTIN Y s
SURGICAL Asst. Surgeon PR-. Gy« e ........ ’ ﬁ“l’ﬁ\\mi‘mm“m“ ‘““““ e Age B, Gender: ... ‘ Rain%w'
Anaesthetist - D&, Mo T R gery Name : E£. LSCe .| Children’s ° g:ﬁ?ﬁig&f
SAFETY CHECKLIST 52?:;thtrI::: S&@Mm?‘“‘" | Date: l4.fHRS.. In-time:mlDl?.Q@i’?.. Gut-ﬁme:.“.é.?:g ) ‘ noREL P o

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time: \'9:20.hry TIME OUT _ Time.....[.0... 2.0 SIGN OUT  Time:JL.". L. 0w

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

Identity ¥es CNo introduced themselves by Name and Rolp-~Yes - No The Name of the Procedure Recorded ~ _#¥es (INo

Site Fr¥es CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure tr¥es C1No Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~_=¥es C[INo CINA

Consent tA¥es CINo Correct Patient (Check ID Band) CYes CINo The Specimen is Labelled (including
Site Marked ~Yes CINo CINA Correct Site A~ Yes ONo patient name) [IYes [1No J#NA
Anaesthesia Safety Check Completed ~ ¢¥es “/No Correct Procedure ye{ ‘TNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning _¥es “INo Problems to be addressed CYes # Mo CINA

Does Patient have a:

Known Allergy? COYes TWNO
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance _
Available CYes CNo—
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned 1Yes CHG CINA
Blood Units Reserved 1Yes w0 CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? w¥es CINo CINA
Signature Q,
Name :............. . I MaVINLE ety o.........

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpecteg  « ‘]\”r)
Steps, Operative Duration, /
Anticipated Blood Loss? %"“‘“‘J Bs CINo CINA

Anaesthesia Team Reviews:
Are There Any Patiem-speiific Co cems?ﬂ [INo CINA
Nursing Team Reviews: L (} - e

Has Sterility (including indicator results)
Been Confirmed? are there E?uipment

issues or any Concerns? Yy 4 * /x/ﬁs CINo [INA
Is Essential Imaging Displayed? [ Yes /‘-No 7 NA

Power Supply, Earthing, er Backup
and functioning of equip fntchecked, /T‘Yes CINo

SIGNALUE vvooeveeeneeeees o sptenersoseenesesensssesesssssaenssnes

To Surgeon, Anaesthetist and Nurse:

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

Yes L/\(o

Signature :............ ‘%h .........................................

1 7 111[ OO 1.

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




"2

=

Rainbow® @

|NFORMED GONSENT FOR SURGERY OR ﬁhild;te?’s .E:ﬁgﬂoﬁﬂf
SPECIAL PROCEDURE o, | Y s

Your Right to a Safe Delivery

Patient Name : .[NRS..... 0003 Ao Gender: ] Male ©MTFemale  Age: ... 2SN
UHIDNO & o abflss .. ... ... Date:.).6lE 126 .
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 aminor 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 recommendedto you.

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

............. ClECTVE...... (OWERA. . SEUM ENT.... . CAOESAREAN. ...
.......................... S&C,Twwupon '

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

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

Ihave 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 priorto signing this form by the surgeon.

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

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

......... BLEERIMN Y. BUOE .. AND. BLADDER. .. TINTURN... 1R ETER TC.

...... INNEX....RLOOO. . AND... B0, LRANDY. (TS, TRANS F.AMLNY.... AND
e TLSLALSQUEA TED. R CAUTRON S/ TV A.&. CTER A, 2.PKT... PA.RTU™
My signature on this form indicates that UM ORLHN AU E

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. Ihavereceived all the information | desire concerning the operation or procedure and

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

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

Signature : .......... A L ) N

Name : ........ N .’......EQQS,C& .....................

Date & Time : ....o..\&)Tl.R.6...TAM. . Relationship with Patient: .... %0 et

Date & Time : Uol'%llvl{;—‘}@?ﬁm

VR j E 1 Doctor (who is taking the consent) :

SPHTE .o o i SR Signature : ...... s&"i ......................................................
Name . .............. Q"Atl\\{ ..................................... Name: ......D%.0 ASWMIiMd.
el \("M‘LQ@ """ v Date & Time : ...... 6 [7LRE.AAMs..........

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

Anaesthesiologist : D*WM
Operative procedure planned M%Cﬁﬁmwdﬁw
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 _ (J Renal failure

[0 Hepatic disorders [0 Shock [0 Multiple organ failure O Polytrau?na/ Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

T e RO BT L 11, e et R R S RSN 1 SR . 5501 i S WA
 Doctor to document in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorizeé Rainbow Hospital & its authorized doctors to perform upon me / my patient
‘WL%OE& the above mentioned operation / Diagnostic / Therapeutic procedures

| authorize and give consent for anaesthesiup/ﬁeginnal / 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 P.T.0



| understand that there are some infrequent complications that can occur due to use of anaesthesia, these include
pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

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

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

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

- Pregnant : es O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness :

Signature : . \ Signature : . @jx/ .......................
Name : . %ﬁ/‘} Name : *m\’\ dx\o wﬂ\c«mg ........
Relationship with Patient: 4@15’ Date & Time : lél'%'fhb”-r'ko&m .
Date & Time : 'é[:ﬂ‘ma‘f-;ﬁu(ﬁ"\

Doctor (who is taking the consent) :

Signature : . ?2,/&}/
Name: ..... 'B'I %W

Date & Time : 15\?\%}’-}““5““"
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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

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

N0l Date |
\‘!’{"} Time | 8 )| Y| i]12[ 1] 2[3]4a|5]6 8|9 |w0f11)12]1]23) 7
RESP == 320
{write rate in -
corresp. box) 1120 =]
0-10
" E 94 - 100 %
aturations =04 %
|_Administered 0, (L/min.)
40
39
& 38
'l:aj 37 - L C. ] b o 20
- 36 = A -]
35
. < 35
170
160
150
140
130
g 120
2 110
2 100
= 90 5q %0 = B ® 9
%0 2 T BREICHRD|RE[4U z A G
70
60
50
40
190
180
170
160
ﬁ: 150
=h 140 4
e 130 . [RE(Y 80
T S 120 11V Hp 1o REA\Y AN s
o 110 hY a 1
3 100 S A
a 30
" 80
70
60
50
130
g 120
g 110
5 100
g—ﬂ 90
g 80 q - g0
- 70 19 .1 40 DX a0 'O
a 60 ¥ 3 ; oY b
5 50
40
e YT I el 3 o 4 T 70 Lo D N O = i i W 7 ) O I <
RESPONSE hex
[v] Pain
Unresponsive
URINE | > 30 [ o vV
mis / hour < 30
Proteinura Protein + +
b Protein > + +
Lochia Heavy / Foul S L S S e
: Clear / Pink
Liquor Green =ik
TOTAL YELLOW SCORES =1 P° lelS 10 ] Q 101
TOTAL ORANGE SCORES ® |~ | — A Q Q
Nurse Initial [ AW:E #‘& (& Z?}" : v) Q ¢
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

-
\.
SRR
Complete a Full
Set of MEOWS
Observations
o A -
-

¥

> 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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early warning Observation Score Chart - Obstetrics

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

Date

a6

RESP

(write rate in
corresp. box)

Saturations =94 %

1 BRU 1 lge] | [ | B&fleal 1 [ ROT1 1 ]

Administered 0, (L/min.)

e o S VA T W T TN PO N VS O I T

40
39

Eal
-
T

3, dway
W
-

2jey LeaH

190
180
170
160
150

140

130

120

\'ﬂ \'Ii":‘ fal

110

] | i [ D @1‘1

100

i

S0
80
70
60
50

—>
anssald poo|g 21j0ishs

130
120
110
100
S0

80

e <4 g

70

60

k=
<
P

P\

‘_
a.nssalq poojg djoiselq

50
40

Alert

T I £ ) ) N I N e M) S P AU W A N (S D

NEURO
RESPONSE
[~]

Voice
Pain
Unresponsive

URINE > 30
mls / hour < 30

Protein + +

Proteinuria Protein >+ +

Normal

Lochia Heavy / Foul

Clear / Pink
Green

l Liquor

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Murse Initial
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

& j
4 Ve o )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
N . N J

~

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

\a J

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

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

Date /
ﬂ\'.\\'l“o TImeBQ01112123456789101112}'1234567
RESP
(write rate in
corresp. box)
Saturations | <94 %
Administered 0, (L/min.)
a
g
a’ 36 g
35
< 35
170
! 160
150
140
130
x 120
] 110
g 100 /
90 5 /
80 X /
70 MY
60 1)
50
3 40
190
180
170
160
£ =
g 140 /
- 130 . /
T g 120 7
o 110
g 100 ]
: c 90
B o 20
60
50
130
e 120
2 110
?—;' 100
2 90
g 80 i
] 70 /
2 60 - ]
5 50
_ 40
P T R Y i) M e TS T 1T ] ]
RESPONSE Noice
[v1 Pain
Unresponsive
URINE > 30
mls / hour < 30
Protein + + =
Proteinuria Protein > + + [ESAERSINE S s o Sl Rl VS TRt e e e e e e S P S Lt b
Lochia
Liquor
TOTAL YELLOW SCORES 2
TOTAL ORANGE SCORES ~
L Nurselnitial A
P
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Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

RS W

& N A

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS P

Observations
Observations in 30 minutes

N > 4 . Y,

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

Repeat Observations
in 15 minutes or continuous
monitoring

N P,

* The Modified Early Warning Score (MEOWS)
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| FLUID CHART |

1. All measurements in ml.

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

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

Date | Time yfaém Route NG | Diarrhoea | Vomit |Drainage | Urine pglr%gg f\shllgge
Mouth | v | NG I
B00am | 20 o] FI TV b 0
o [0900am [ L [fopnl| o NN b i)
ﬁl J1000am R ] {pp I~ ¥/ W\,/ nair ey I'E)Wimf)
3\5' 11:00am [ @/ U (160 e &1
200 | 21 [jooad] pov Wt =
0:00pm [P ) | 100l [y el |« o1
Total Intake : 90600 N * Total Output: ~ COOWL @
0200pm | L pood | Ty 1.6
e o) Vool | | k' pal 0 @ (]
\%' 04:00 pm ”l {M“ o
L[5 )l oo b ol 0 ) 7
06:00 pm \ jpom? | [ T (|
07:00 pm o) [ | t@,(:}igj e
Total Intake : Total Qutput: €Ny
08:00 pm Ay 9m9ml
09:00 pm AR 300rw/
10:00 pm !nnmﬂ
11:00 pm ?-mnnﬂ
o | 1200am 3P 120 o
oX (o100 - 1 Dol j’ﬁﬁ&}
Total Intake : Total Output: ~ 4,090m) ? 3 @ o
02:00 am 1<tanl | ) :
03:00 am 900¢m) |
~ | 04:00am e P
o\ 05:00 am A 100ml
06:00 am 1000/
07:00 am 200m)
Total Intake : Total Qutput : q QoM ]
Total 24 hrs. Intake  Total 24 hrs. Output 3 fU QO mﬁ
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| FLUID CHART |

™
Sheet No. : Q}

a1 e

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.

EE A
IV Site

: Nature
Date Time of Fluid Route

NG

Thrombo-

: ; : ‘ phiebitis | Sign.
Diarrhoga | Vomit | Drainage | Urine | Pgeom Nurse

Mouth LV

N.G

i

08:00 am

ol B

\

N )
&

10:00 am : //t/j
11:00 am '

12:00 pm

JI

01:00'pm

|
{
.

Total Intake :

Total Output :

02:00 pm ® Aidk
v | 03:00 pm Hr0

Q\q\wbm;un' pm

N 05:00 pm

" LY . 1
06:00 pm O

07:00 pm

Total Intake :

Total Output :

08:00 pm

09:00 pm die

10:00 pm [ 2™

11:00 pm

ﬂ\g 12:00 am . 2

01:00 am 1~

Total Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am 1\

\%\0,- 05:00 am
06:00 am

07:00 am

Total Intake :

Total 24 hrs. Inlgke

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

Total OQutput: - \’
\
\

Total 24 hrs. Output
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| FLUID CHART |
Sheet NO. : ....ovvereeereiens (8[9'{ 0 Q

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.

IV Site

Date Time

of Fluid

Nature

Route

NG

Diarrhoea | Vomit | Drainage

Urine

phlebitis
Se

Thrombo- [

Sign.
Nurse

Mouth

1LV

N.G

f

08:00 am

09:00 am

b |

\& [ 1000am

W

f\K 11:00 am

12:00 pm

01:00 pm

Total Intake

Total Output :

026pm

0300 pmIN_

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

N

12:00 am

N\

01:00 am

N

Total Intake :

02:00 am

Total o;tp\
N

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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Your Right to a Safe Delivery

s

Sheet NO. & ooveeeeeeeeeeee e,

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.

i PRGN RIET v e B
Date | Time | Nawre Route NG | Diarrhoea )/om‘rt Drainage | Urine | Pieots | Bi0n.
Mouth LV N.G

08:00 am /
09:00 am /
10:00 am /
11:00 am i
12:00 pm /
01:00 pm /
Total Intake : / Total Output :
02:00 pm /
03:00 pm /
04:00 pm /
05:00 pm /
06:00 pm /
07:00 pm 4
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 i
05:00 am /
06:00 am /
07:00 am /

Total Intake : / Total Output :
7

Total 24 hrs. Intake / Total 24 hrs. Output

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



VIH-00206085 IP-00060726
Mrs POOJA CHOUDHARY

25-04-1908 8YamM21D (F)
Or. BUPRIYA M

A T

;.&fé
Rai b:" ® . ) )
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the little. Your Right to a 53!; Delivery

MEDICATION RECONCILIATION FORM

Drug AlIErGies: ...........orrvveeeerrressnnnn, Bt Y s

=7 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 wfgrd to ICUs)

Shifting From: ...........ccoevvnn.... T8 RS S Shifted to: ................ <
[

SN0 Gt WAAECAPTALLETER) | (o ) |, .55 | FREUBASY | XSTORSE | owsso
1 T TWY ROX TVE ¢ Qs My (])) l@[’] t;LG/DDC
2 Y- TRoN JTAB op |ln |Oc pec
3 T- CALCTO™M 5% po o0 | (5|7 |oc One
4 Oc inc
5 COc Ooc
6 ¢ CIDC
7 Oc¢ oG
8 Oc¢ 0o
9 0Oc Ooc
10 ¢ Coc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ........... N

Date &Time : ......cceeueceee
Nurse Name & Signature: ... PWfa
Date & Time : » [6[ 4/{?’6 f:ﬂ Q‘Aﬂ

Docu. No. : RCH!FHMIGENERAUOBO

AN 7‘ 24 Qo

* C- Continue, DC - Discontinue
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Rainbow® . L
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes 3 lot to treat the littie. Your Right to a Safe De_lwe_ry

MEDICATION RECONCILIATION FORM

Drug Allrgies: ........o...ovvvvvevvennn., 1

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)

LY

(Aot known any Drug Allergies

ORI RYTNY. .......c.conesnnatnnssasns it e i ciaboninniais SUIREE 00 - o B B e s ovisississsussssnismsnia
| ON
MEDICATION NAME DOSE ROUTE LAST DOSE

SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | pore' Time ?gﬂ:ﬁ%’ﬁg

W CE
1 Y s TH\,RngrNE s PO Eff 1DC

MLy DAHJLY

onNCE
2 | T PANTOPRAZOLE |46 pioy| PO i =€ C0C

u

6 TH

; 3 ™o
3| T PARACETAMOL i&M|  Po W =€ e
4 T- PrasfenNpe 50 My po 8TH =€ Coc
HDUF’J—'—’-f
TAT - LEFoTAX EME 1 1M A b ¢ C1DC
5 Houeu.x_r

T - TRAMADO L los MUy Po g ™ =€ 0IDe

6 Hmugu{
7 ¢ CIDC
8 0C CIDC
9 ¢ CInc
10 Oc CIDC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .........

|g[-1}o_n%

Date & TIME : ....oooevvvvirnnnn b

Nurse Name & Signature: .......

Date & Time :

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

930

_PUOSG
[(9/:{[&6 éﬁ'@pm

Pm ...................

* C- Continue, DC - Discontinue
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”I/ﬂ”/’,,/”’l’ It takes a fot to treat the iitte. Your Right to a Safe Delivery
L]
Date of Admission: [6!5/12.6 Drug Allergies: ............... PJH .................................. Z\%t known any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
; Date»
DRUG : Tige
Dose Route | Frequency [Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
Date*
DRUG : Tﬂ;ne
Dose Route | Frequency [Start Date
[ Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
Date»
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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I.V. FLUIDS CHART

Weight. ..gglc.?;. ward. [[W.............

Nurse
wposition of 1.V. Fluid R Flowifﬁste Délif;tr?r NSl:£15r18 S?:;t:; i?]fg Dgi(;tr?r St:gn
LAtk (It infusion, mention ml./hr = Mcg/kg/min. etc) m F%
\bY %\Q&@ prnaet- gy | & H P\ | & (o
(] LA LTATE B
\6!" PN G - ~ {:AOD 6 lrb\j. i&w _
K e L
N LA TR s
e FW\!:‘VL iy M
Wloa [oudmt  Tbtw Lheraie | v (9 ki, 5
' e | e
\l;m ] ARG LnvomyTy W& &Lﬂ @@a
@ |
\.(j RENGiER 100 M\ @ ﬁ% d} @r &
ay 0¥ W [ @®lg |
,;( LACTATE W

=

Page: 4/4



25-04-19p4
Or. 8upgyy,

"O0JA ¢ CHOUDHARY
BY2map

I I/I////////I/Illl/l U /I/I///I/I

'60030.4 26

Weight gg}fjj Ward. ..., t/LU ........

DRUG : o [
Sigr i - Dr. Sign. N ~
Route Start Date Jose ose
Name & Signature of the Doctor Jose Jose
Additional Instructions:
Date»
VARIABLE DOSE Tige — = 5 I_ = [ : : _ ——
DRUG : e CZ S SO R
Sa— T e L —
Route StatDate |  |™ | ™ 3 J D¢
Name & Signature of the Doctor B D
e T i e I -
Additional Instructions: =T ose | E : [ : : __ :
STAT / ONCE ONLY DRUGS .
Date Time Medication D?igﬁﬁ&gger Route Signature Nurses _5:.2 '§
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