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

VIK-00171315 1P-00060538

Mrs P.SHIRISHA
A 21-08-1000 26Y10M110  (F) BILLING

Dr. BHAVANA K
S L — S
UHID No : ----4-T\212_ |P No : ) . Consultant : =====--======mmmmmmmeeee Dept : ~=-mmmmmmmmmme e
Date of Admission : --&Fﬂiﬁ‘- ----- Time : 12.304pM Date of Discharge : ---------=-=-=--- Time: -==--------
Room / Bed No; 9. Ward ---JJ[JJ? -------- Suggested Billable bed type : ~-------====-=nnmmmmmmme-
WARD TRANSFERS
‘ Date Time From To Signature of Nurse

|7 12:99 pm) | Lfw or Me
!7[}\_9.@. 3-‘101{1“- ol Mo i
}; t
Cross Consultation Visit

Doctors Name Date Order No. Signature
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
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SURGERY DETAILS

Date : 2\'3(\,-)—4: .................
Patient Name: mﬁ’gﬁh:'sffwafmrth 9—‘\9\\‘{‘1@\ Age: gltﬁ‘\ﬁ

Gender: r?‘QMQ«LQ—- Ward : oo o uHD No: Q) LB K
pateof Sugery: .. 2 F) Dby CIOT-RCLOPE (1073 (1074 CI0BGOT (0BG OT-2
Name Of the SUFGETY : .....cvvevecererrirenerniivennedd Com\ \Cod. Comthoa g ¢,E§,ﬁ ........................................

Time Out \3@ (om . —

NAME AMOUNT

1. Surgeon ﬁ@ ......... B\/\O\\’ ® = =S Q. T”C\@Kﬁr@
2. Anassthetist PR NInees o I ———#__ U .............
3. Assistant Surgeon Q?ﬁﬂlﬁ&ﬁﬂ? ............................................................................
4. QT Technician LT BQ ...... QO(KQS)" ...................................................................................
5. Circulating Nurse STZ‘—BQ’OH_& .......................................................................................
6. Assistant Nurse S? ......... \G&SDQK\O\ ......................................................................
Special Equipment:  [] Laparascopy ["] Broncoscope [ Harmonic (1 Morcelator

[] C-ARM (| Cystoscopy 1 Versa Point [ Liver Cusa

"] Neuro Cusa 1 OBBIS ... ocnnanrmsonnemmeseniiiibbitniaces

Sigrﬁ}re(?ﬂ the Sﬁéew Signaﬁ;re of Circulating Nurse

Docu. No. : RCHBH /FRM / GENERAL / 1'14/



Ref. No. FICONB/SUR/OT/02

VIH-00171318 IP-00060538 "
. o
E?\li'llg;:'s F BirthRight Or. BHAVANA K 9 oo iiailie
Hospital _ | ) meemernss | OF OT T S
Circulating Staff : = P’ —3 Technician : R oXeg ]’1 .
Anaesthesia Disposables ,.._,L."‘V.,___. Surgical disposables jsund 1Y usso | Disposables (Baby side) [,...9Y,..,
ET tube Major Pack Inj. Vit. K
LMA 4{ /Sutures Cord Clamp
ECG leads : APIN 2 SOL\ \ 1 Suction Catheter
HME filter : AP/N Z | 5 4~ | Feeding Tube
Syringe 10 cc y e _ Vaccum Suction Set 2
05 cc : Gloves S | A L 'a}}’-»\“ || Surgical Gloves
02 cc |} Gauze Pack
01ce Syringe 1 m/ 2 ml
Cautery Plate : AP/N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL | | Cautery Pencil
NS : 10R100,mi 500mi/1000m! /.{j’ Koochies Ael “_’DY’[ Lalhiteo
@ | Ointments \D QAL
uction Catheter X o
Fentanyl " TWem s Pon )| Cap. Mask 2 X<
Morphine e Gauze Pack P
Ketamine Mop Pack A
Propofol Steristrip
Rocuronium Underpad i
Glycopyrolate Draw Sheet
Myopyrolate Abgel et
Ondansetron / Foleys Catheter
PencanZ5g/Spinal Needle 22 _Urobag
Bupivacine 0.25% 5 l/ Chest Drinage Catheter
Bupivacine 0.25%(Heavy) ’j& Romodrain bag
Antibiotics Bandage
Tegaderm 1| ¢ Sog ) 3L
Suppositories loban Y o
Anamol : 80mg/250mg/170 mg Double J Stent
Supridol 100 mg Vaccum Suction set
Justin : 12.5 mg/25 mg/ 100 mg Plastic Bed Sheet
Tab. Misoprost : 200 mg Betadine Solution €y
Microshield =
Cotton Balls
Latex Gloves | &
Ramdione Scrub b
Saral :
Surgeon Anaesthesiologist urse OT Technician
Order No. : ?701 o'l ?"/} Ordered by : AN
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RAINBOW CHILDREN'S MEDICARE LIMITED
: Rainbow Children's Hospital - Secunderabad
g b,f-" . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,
Rainbow Kakaguda, Karkhana Hyderabad Telangana INDIA 500009
Children’s _ ™ Tel No : 040-42462200, Ext 2000,2001,2002
Hospital BirthRight
- Rainbow VATTIN: 36920283145 CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
R AR TR R
INPATIENT ISSUES AGAINST ORDERS
IP No IP-00060538 Ward N 2F-LABOUR WARD
Patient Name Mrs P.SHIRISHA Bed Name LW 219
Age/Sex 26Y 10M 11 D/ Female Order No 0003096723
Date 02/07/2026 13:40 Prescription No PRIP-1294084
Payor SELFPAY Dispensed Date 02/07/2026 13:42
UHID VIH-00171315
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice MNet Amount
ALLESORB CORE
1 TURNAROUND COVER 2605251 05/31 1 563.00 563.00
40x102IN
2 :‘T“W’N HEAVYSMGINJ4  \oon Laboratories Ltd M KP1713922 12127 1 3147 3147
3 ?&T :‘.‘E'“E SOLUTION 10%  \yin.MedicarePviLtd GENERAL MD05926 03/28 2 103.95 207.90
4 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26C10K11 02/31 3 28.13 84.39
5 DSYRINGS 2.5ML(NIPRO)  NIPRO GENERAL 26A06K07 12/30 1 11.25 11.25
6 DSYRINGS 2.5ML(NIPRO)  NIPRO GENERAL 26A05K04 12/30 1 11.25 11.25
E.C.G ELECTRODES
7 (ADULT) IMS GENERAL EB260031 05/29 3 61.00 183.00
ENCORE MICROPTIC
8 GLOVES.6 PF ELITE MEDICALS GENERAL 2303010417 03729 2 128.00 256.00
FACE MASK-3LAYER
9 THREADED Sunrise GENERAL 01260502 04/29 8 10.00 80.00
10 ?:plﬁss"s"fnﬂx oM Bapuji Surgicals GENERAL V116052026 10027 1 100.00 100.00
NELTON CATHETER-10
1 POLYMED Polymed GENERAL 2610064A 12/30 2 78.00 156.00
NITRILE EXAMINATION
12 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL 26FBO0O01 01/29 8 23.43 187.44
Aculife Health Care
13 NS 100ML ACCULIFE-EH o0 o i 1C261641 02/29 1 4493 44.93
14 PENCAN 25G*3 12 Bbraun Medical PviLtd ~ GENERAL 25A25G8217 01/30 1 469.69 469.69
RL 500 ML CLOSED Fresenius Kabi India
15 SvsSTEM Pvt Lid 1D262078 03729 1 69.39 69.39
SGLOVE #6.5
16 SURGICARE) ICARE (KANAM LATEX) GENERAL 26E8073M 04/31 1 91.00 91.00
17 SGLOVE #6 (SURGICARE)  ICARE (KANAM LATEX) GENERAL 2602005 03/31 1 91.00 91.00
18 SGLOVE # 7.0(SURGICARE) ICARE (KANAM LATEX) GENERAL 26D2005 03/31 1 91.00 91.00
19 SURGEONS CAP Mediblue GENERAL V103062026 12/30 8 10.00 80.00
20 TRUSILK 4 SN5061 PCM Sutures India BB250633 10/30 1 511.00 511.00
UNDER PAD 60X90 10's
21 Pack - MEDICUBE GENERAL 06260501 04/29 1 146.20 146.20

Total : 2,673.69 3,465.91

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : RUBY FLORENCE VELPULA

Receiver Name

Printed Time : 02-07-2026 14:01 Page 1 of 1




RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Secunderabad 1
A 5]

2 g H.Na.3~7~222;’223.8y‘No.51 to 54,0pp. Karkhana p S,Karkhana Main Road,
Rain bow . rakaguda, Karkhana Hyderabad Telangana INDIA Soon
Children’s BirthRic 16 NO: 040-42462200, Ext 2000,2001 2000

Hospital -

SRAba VAT TIN : 36920283145 CIN : L85110TG1998 PLC029914

DL NO:
Registered Office: 8-2.1 20/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
1 Telangana.
IR (T LT TN
INPATIENT ISSUES AGAINST ORDERS
IP No IP-00060538 Ward N 2F-LABOUR WARD
Patient Name Mrs P.SHIRISHA Bed Name LW 219
Age/Sex 26Y 10M 11 D/Female Order No 0003096724
Date 02/07/2026 13:42 Prescription No PRIP-1294085
Payor SELFPAY Dispensed Date 02/07/2026 13:42
UHID VIH-00171315
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 THEMICAR 30MG INJ 10ML H ' TMR25002 01/27 1 331.24 331.24
Total : 331.24 331.24

for RAINBOW CHILDREN'S MEDICARE LIMITED

Receiver Name Authorized Signature

Pharmacist Name : RUBY FLORENCE VELPULA

Printed Time - 02-07-2026 14:01

Page 1 of 1



e ‘ 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  BrthRan TEL NO :040-42462200, Ext 2000,2001,2002

o—— WEB : https://rainbowhospitals.in

ADMISSION SHEET

Hnm
Registration Details : NEREET

Admission No : IP-00060538 Admit Date :02-Jul-2026 Admit Time :12:04 PM UHID : VIH-00171315

Patient Details :

_Patient Name : Mrs P.SHIRISHA Age :26Y10M11D
Guardian : Mr P.PRADEEP DOB : 21-08-1999
Gender . Female Religion
Occupation : Martial Status
Address (H) : DUBBAK, SIDDIPET Dubbak Medak Telangana Phone No 0 9912113711
INGIABO2100 E-mail : pradeep.ps1629@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 P.PRADEEP Relationship  : Husband

Contact Address . DUBBAK, SIDDIPET Dubbak Medak Phone No : 9912113711/ 6304901662
Telangana INDIA 502108

Signatur:]

Doctor Details :

Doctor Name : Dr. BHAVANA K Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor  : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 02/07/2026 12:06 Printed By : 021034 Page 1 of 2




Rainbow® | . B
Children’s | ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS
s 3 B Thsat e Your Right to a Safe Delivery
Name Mrs P.SHIRISHA UHID VIH-00171315
Fathérquardian Mr EPRADEEP Age/Gender | 26 Y"10 M 11 D/Female
Address DUBBAK, SIDDIPET, Dubbak, Medak, Telangana, INDIA, 502108
IP No IP-00060538 | Admission bate 02-07-2026
Ref Doctor Self Discharge Date

DISCHARGE SUMMARY

Consultants : Dr. BHAVANA K, CONSULTANT GYNECOLOGIST &
OBSTETRICIAN

Diagnosis: G4P1L1A2 with 26+3weeks with Monochorionic Diamniotic
Twins with Previous LSCS with Short cervix admitted for Cervical
Cerclage

CERVICAL CERCLAGE DONE ON 2.7.2026 UNDER SPINAL
ANAESTHESIA

History:

LMP: 24.12.2025

Obstetric formula: G4P1L1A2
EDD: 5.10.2026

Gestation at admission: 26+3 weeks

Obstetric History:

G1 - BWEEKS/ SP. Miscarriage/ SERPC/ 2021

G2 - 6weeks/ Missed miscarriage/ SERPC/ 2021

G3 - male/ 16months/ FTLSCS/ Maternal Request/ RCH VKP/ BW 3.2kg/ GDM
(D)/ uneventful/ A&H/ BF 6months

O 1800 2122 @ www.rainbowhospitals.in




Name Mrs P.SHIRISHA UHID VIH-00171315

G4 - PP, SP. Conception

Medical History: Nil

Family History: Father- DM

Surgical History: Previous LSCS 2025
SERPC 2021

Allergies: Nil

Antenatal Details: Mrs P.SHIRISHA was booked to Rainbow hospital at
21+5 weeks of gestation. Previous ANCS done at Siddipet. She was started on
Tab Ecosprin 150mg OD and Inj Clexane 20mg OD since conception. She had
h/o loose motions with fever at 26+1weeks and managed conservatively.
AFT+Doppler scan done at 26+1week showed Cervical length dynamic
ranging from 24mm to 28mm. She was admitted at 26+3weeks with

Monochorionic Diamniotic Twins with Previous LSCS with Short cervix
admitted for Cervical Cerclage

Investigations: Enclosed.

Blood group: O POSITIVE

Surgery Notes:

Operation performed: Cervical Cerclage done under SA.

Indication: Short cervix ( 24-28mm)
Operative findings-
- Cervix short
Operative Procedure :
-Under strict aseptic condition , under spinal anaesthesia
- Patient kept in lithotomy position
- Parts painted ann draped
- Anterior and posterior vaginal wall retracted with speculum .
- Anterior lip of cervix held with Babcocks .
- Cervical cerclage done with MC Donald procedure using Silk suture.



\

Rainbow” . o
Name Mrs P.SHIRISHA UHID Childreniso e BirthRight
Hospital | BY RAINBOW HOSPITALS

Your ﬂ;ghr;a Safe Delivery

- Knot placed anteriorly .
- Hemostasis checked and acheived

Post-Operative Notes: Postoperative period: - Uneventful. Patient vitals
stable, Both twins FHR good at the time of discharge.

Advice:
1. Tab. Taxim-O 200mg twice daily till 5.7.2026 (9am - 9pm) after food.
2. Tab Metronidazole 400mg Thrice daily till ( 9am-2Pm-9Pm) 5.7.2026
after food.
3. Tab. Calpol 500mg (2tabs)thrice daily till 5.7.2026 (7am-3pm-10pm)
after food.
4. Tab. Pantoprazole 40 mg once daily till 5.7.2026 (7am) before food.
5. Modified bed rest
6. Tedd Stockings
7. Strict fetal kick count
8. Continue Tab Duphaston 10mg Twice daily (10Am-10Pm) till further
orders
9. Inj Proluton 500mg twice weekly Intramuscular till further orders
10. Continue Tab Ecosprin 150mg Once Daily from 3.7.2026 till further
orders
11. Continue Inj Enoxaparin 20mg Subcutaneously once daily from
3.7.2026 till further orders
12. Review SOS if Bleeding PV, Leaking PV, abdominal Pain
13. Growth scan on 13.7.2026 review with reports

Review after two weeks on 13.7.2026 in Gynec OP (This consultation will be
charged).

For OPD appointment contact 040-43404340 (between 8 a.m. to 8
p.m.) (or) log on to www.rainbowhospitals.in (or) contact our Toll Free

@ 1800 2122 & www.rainbowhospitals.in




-Name Mrs P.SHIRISHA UHID VIH-00171315

In case of emergency like bleeding, fever - kindly contact 040-42462200.
Extension 2220 (Rainbow Hospital, Karkhana).

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been
explained by doctor .................. in the language that I understand and I have
understood the same.

Name : P-shicasha Signature : 2. Slscdla
Relationship with patient : el

This summary has been explained by :

Summary prepared by: Dr.

Registrar/Resident/C.M.O

Dr. BHAVANA K

MBBS, DNB, FMAS, PGDMLE (NLSIU), MRCOG (UK),
CONSULTANT GYNECOLOGIST & OBSTETRICIAN
54774



VIH-00171315 IP-00060538

Mrs P.SHIRISHA "Z
T 21-08-1999 26Y10M11D  (F) Rainbow®
Dr. BHAVANA K

BirthRight

@
LB Children
LKA e 0 ﬁigiefa!: .?LT:.L“:?&”::S?ELE?:‘?‘,
OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: &1"—{{%

Baseline Information:

Admission From: O ER (] OPD ¥ Admission Desk [ Others, specify ... 1“‘3
Primary Language: VET/Telugu 1 English [ Hindi L] Others, specify ..
Doyourequire aninterpreter? ™Yes [INo  ifYes BPBCHY . e cvnssmssssssinsinsissisisnssiisssissossins

Source of Information: &7 Patient [ Family T Others, SPECITY w......vveeverereereeeeeeeeeresessseesennas

Allergies: [ Yes TNo L] Medications [ Blood Transfusion [] Food CT Other: oo

Chief Complaints: W'CQ.DQL&LQF—% Doctor Notified on Admission: ers CINo
Name of the Doctor: .....[Y... “/0?05
Time Notified: ............& Y

Past Medical History: Obtained From 'Z(Patient L] Family Member  [J Medical Record [ Other (specify)

Past Medical History Past Surgical History Previous Hospital Admission
| Wmimg Ues o026
U ’ 33
Two LR W 02/ \
Gynecology Assessment: [ ] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ... 24t Q% .| Caesarean Section: &No Q%s Contraceptives: FINo [JYes
Cervical Cerclage: #TNo [ Yes Vaginal Discharge: #TNo [ Yes
Onset of Menarche: ..........c.cccooceeverennnen. | ECtopic Pregnancy: =No [ Yes Post-Coital Bleeding: &4No [ Yes
Menstrual Cycle: F‘J’ﬁe‘gu!ar [Jlrregular | Myomectomy: (No [JYes Infertility: PINo [ Yes
Last Menstrual Period: Q‘fllil?ov?f Others: If Yes Type: [] Primary [] Secondary
Obstetric History: G ...l Pt Lol A o,

Previous LSCS: .oovvvvvvveeeoe N e
Current Medication: ] None hﬁ/ Yes, If Yes, Fill the reconciliation form

Family History: [ No Abnormalities Detected
[ Heart Disease [ Hypertension Erﬁabetes (] Stroke [ Seizures [ Kidney disease

[ Liver disease [ Other ... .{ ﬂﬂu}v =

Vital Signs / Measurements:  Temp: 9€:6.F. R:...&belmt da bymb #
BP; ‘]'1[45 mmﬁﬁ Weight: LQSS'kﬁ Height: ..{ S2.e0n  BM::. }0 l\:‘k

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

( Obete .
Pain Assessment:  Pain: [ Yes L.Zﬁo (If Yes, complete the Pain Assessmem/ Reassessment Form) dF’“ 9



VIH-00171315 IP-00060538

rs P.SHIRISHA
':1.@3-1999 26v10M110  (F)

"

PHYSICAL ASSESSMENT

General Appearance: Er’ﬁealthy 1 ill looking [J Anxious [ Agitated LTOMNGIS: ovnnnnnaanimss

Fall Assessment: f\’es CINo  Score......C.......  (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [JYes €INo Score....@.g...... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
O Mobility problem u Walking Problem {‘/No Abnormality Detected
I Developmental Delay "I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: <7 No Abnormality Detected
1 Qverweight L Poor Appetite > 3 Days ] Needs Therapeutic Diet.
U] Under Weight LI Diabetes Mellitus U] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
Calm & Cooperative [ Restless [ Depressed [] Agitated [1 Confused
(] Others \l

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single “Married  [IDivorced [ Widow
2. Special Habits: Smoker: [ Yes E‘ﬂ' Alcohol Abuse: []Yes =100 Drug Abuse: [JYes ﬂﬂo

r\ "
Social History: Lives With »i—ﬂ-m&j ..................................................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : [ Yes BN/U Waste Disposal Explained: bﬁs [INo
Infusion Pump : .,Z’ﬁs [INo Hand Hygiene Explained: “! Yes [ No (] Others

Above information given to M&lﬂkq
', _
Name of Person Orientation was given to: m%glmﬁ.ﬂ

Orea O O ORI BLASON: cimiamisin e s s B oo S iy i e

Nurse Signature; ... AT TN

NUIBE INAMIE: oocucticsssenssnenss A Daoth s brasasnnsnsesmmasavas

Date & TIME: w.oveeercnrennenn TLMRL20LEX




PATIENT TRANSFER FORM

\

Rainbow® . —
Children’s | @ BirthRight
Hospital .w
Tt takes a lot to treat the litle. Your Right to a Safe Delivery

Patient Name / |.P. No.

VIH-00171315

IP-00060538
N Mrs P.SHIRISHA

Date & Time of Admission

ol at (2104 pm

Date & Time of Transfer Order

;z,,:-rf% al— 1233;}‘9”)

21-08-1809 2Y10M11D  (F)
i,
c !
From Unit To Unit \I:fon‘natron to at::nld__'.illnt
LI es 0
Lw 01

Number of Sheets in clinical file

Number of Imaging films

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

30 _ Yes[] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1.
2
3.
4.
5.

Shifting Summary / notes written by Doctor :

o fchoun

Name & Signature of Person who is Transferring

&g . Mﬂﬁﬁw

Name of Person Ordered Transfer

o i

Patient & Clinical records received by :

D

Date & Time of Patient Received: a\ra\(),@) @\

2391

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

[] unavailable bed
Docu. No. RCHBH/FRMICLINICAL/102

[C] Nurse not available

[[] Available bed not ready



PATIENT TRANSFER FORM

TN

Rainbow” L e
Children’s & BirthRight
Hos p ital . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

It takes a lot to trest the Nittle,

o\

Mo -

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
538 .
s 2 Hoce,  |zlFInse Llom
Or, BHAVA Transfer Ordered by Reason for Transfer
Vil - e
= S I cobe
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

@ P25 (\)\\\ - Yes [ No[ ]
- il
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity
1.
2‘ A\
AR
3 ks
~
4,
5.

Shifting Summary / Notes Written by Doctor :

YM No | |

Name & Signature of Person who is Transferring

P it

Name of Person Ordered Transfer

© L \ﬁn@e/}{a\

Patient & Clinical Records Received by :

Date & Time of Patient Received :

r

PEiC @ 150p™

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




VIH-00171315 IP-00060518

Mrs P.SHIRISHA

21-08-1999 26Y10M11D P
Or. BHAVANA K Z

i Childrn's  CirthRight
IP ADMISSION SHEET FOR OBSTETRICS

It takes & kot to treat the Bithe. Your Right to a Safe Delivery

Presenting Complaints LMp: 24 | ) 2 2024— EDD:
Corrected EDD: S | 0[2¢ GA: 26 2 Deeks
Obstetric Formula: G4-P L, A o Menstrual History Regular : & Yes CI No
™ L- L{\{‘{ TE® - ek, Sp Miscan f.Sicu:‘d,?.DLt
Obstetric Hostory: T — & w I& —R™ 1< Ca¥t “""P i,jesﬁfg “"g”

T Male | m-d—af Friscs| ptakonal Fequast ﬂl‘{-l‘%r‘t (:t:ne\}cn-l-{—cd [ Gomcn ) A% wof BF x & Mo

- tp. Sp- Conc:f-hou .

PresentP gnancy, Fé_a‘)rd s ENjous 5'*’“J“ﬁquor: Mﬂuate []0ligo  []Poly
Hosp : OnTacho&‘mn
Icomg 4 Iny cltmm, CiVCe (om.qfﬁ e, Cep allc “ [ Breech Others
Hlo Loose motous g fene ab2batPg Fifths Palpabre
My wmwd—iwh APt bopple< SCan

RISK FACTORS: Shoused * Cp te.n,jl%“* Wjﬁ@) rirmal I:l Tachy [JBrady []Absent

[ W -F"l
j S
Per Speculum Examination p) ot doue
Draining: (] Present  [] Absent ("] Bleeding

Mc bA- toivig
P¥ei0Les LSCy
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It takes a lot to treat the fittle, Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER
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Progress Notes
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Rainbow”

Children’s

Hospital

It takes & lot o treat the lithe.

nuRSING SHIFT HAND OVER FORM

BirthRight"

BY RAINBOW HOSPITALS

ur Right tc a Safe Delivery

Z | Diagnosis: GuP:[. 6 !,d‘,tﬂ,, dbt3 MLQD voult, Any Infection: C1Yes [No [ Not Known
& |momoc e nealie —une withy If Yes SPECHY: .....oovvcvrrrrooreoerceeee
'a," Surgery / Procedure: C!)ld.ﬂqf . Post OP Day:
£ o Shift Jxﬂ\:: m 37&%2
€ ["Medical Condition '
5 | (Any special condition to be noted): - S -
3 [ Diet NBem \Z bt
Allergy: = Yes t#No | QBs'ii'pNﬂ’ 71 Yes (Ao |1 Yes 'No | (7 Yes (1No |1 Yes 1No
Ventilation (RA, NP. NIV, VENTI): ey | o RA
Tubes/Drains/Catheter: CIYes y#No | Yes NG Yes @No |1 Yes C1No | Yes = No | Yes ©7No
& | Vital Signs: Temp: q“’up O@bgr 98 7F
g Res: | 1 abdmbr ]&H,-n Hb(fml;-
3 90 | 047 _|aqa- | e/
7 Puise: | @y bjmb| DL v} Gobfm
BP: | i W)L o] WS Fiom
L0C: | (imsmews] ¢ A%y
Fall Risk Score: (V) (v ‘o'
Pain Score; 0 8 0
Skin Integrity | Fulail : oo | Adack
Safety Needs: | yXes (1 No [ Pves T 1No |ifes (1No | Yes 1No |1 Yes TINo | Yes (1No
Physiotherapy:| ~— o -~
§ Others Specify: | Yes #/No | Yes [LNeTi1Yes #No |~ Yes 2 No |1 Yes CINo|C Yes CJNo
g Special Diet: |y m MR W
§ |Critical Lab Test / Values: - Lol\t] -
§ Other Special Orders / Medications: | Yes j#No |71 Yes =No'| Yes [#No |71 Yes = No | Yes [1No | Yes © No
& |PU Prophylaxis: = Yes /No -ZTYeg;N&*“Yes /No CYes C'No |~ Yes CINo |1 Yes [1No
DVT Prophylaxis: © Yes €/No |1 Yes #TNo | - YBS' No |1 Yes C1No | Yes O No |7 Yes I No

ADL (Dependent / Non Dependent):

Post Operative Procedure Special Orders:

Handed Over By Name :

Docu. No. : RCH /FRM / CLINICAL / 097

Signature /1D : 0202520 ?’AH ¢ M o2g222.
Date: 2]1% ')JO, \'1/ :?'”'
Time: 2. 539" L 15y @ Hpr~
Taken Over By Name : 2?%3 he
Signature / 1D : DvLué;i‘x ’g 02324
Date: ‘M‘)’(Lé
Time: \.’"1'/ V3 b) ilgUPm
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NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: C1Yes (INo () Not Known
= YO8 BPOCHIY: wocciocinviasvininavmnisinsi
E Surgery / Procedure: Post OP Day:
% g Shift
& | Medical Condition
& | (Any special condition to be noted):
& Diet:
Allergy: CYes CINo | Yes CINo | Yes CINo |7 Yes C1No | Yes CINo | Yes £1No
Ventilation (RA, NP NIV, VENTI):
Tubes/Drains, Catheter: C1Yes CINo |1 Yes [No [C) Yes [1No [ Yes CINo | Yes ©INo | I Yes CNo
= Vital Signs: TBRr:zi
§ SpO:
u i
@ Pulse:-
BF:+
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: | Yes C1No | Yes ©7No | Yes [1No| ) Yes CINo | Yes CINo [ Yes =1 No
Physiotherapy:
§ Others Specify: |(1Yes CINo | Yes ©No |1 Yes INo | Yes C1No |1 Yes C1No |7 Yes I No
E Special Diet:
g Critical Lab Test / Values:
E |Other Special Orders / Medications: |1 Yes ©/No |71Yes “1No | Yes C'No [ Yes ©INo | Yes ©1No | Yes (1 No
E PU Prophylaxis: C'Yes (1No|CiYes CINo|CiYes C/No | Yes C/No | Yes CINo | Yes C1No
DVT Prophylaxis: JYes [INo|Yes (INo | Yes (I No|CiYes CINo |1 Yes C1No|[1Yes 7iNo
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature / ID :
Date:
Time:
Taken Over By Name :
Signature / ID :
Date:
Time:
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II Dei lwel"y

[} Maintain Airway and Oxygenation

[] Relieve Pain & Discomfort

& Maintain Fluid Balance

] Improve Activity Tolerance

[] Maintain Good Nutritional Status

Date: 3—[#%

[ Maintain Skin Integrity
[J Patient & Family Education

é ["] Maintain Personal Hygiene ] Prevent Infection 1 Meet Elimination Needs {"Ensure Safety [ Early Ambulation Reduce Anxiety
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o | [ Maintain Airway and Oxygenation [] Relieve Pain & Discomfort [ Maintain Fluid Balance _1 Improve Activity Tolerance [Z1 Maintain Good Nutritional Status [Z1 Maintain Skin Integrity
g ["1 Maintain Personal Hygiene 1 Prevent Infection [ Meet Elimination Needs [] Ensure Safety [ Early Ambulation Reduce Anxiety [] Patient & Family Education
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% ‘ 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 ,500008.
Hospital ":&'9"’“ TEL NO :040-42462200, Ext 2000,2001,2002

i WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs P.SHIRISHA Age : 26Y10M11D
IP No: IP-00060538 Sex: Female
Consultant: Dr. BHAVANA K 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

» consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
medrance 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

irance. In case of failing the submission, | will pay 200/- Rs.
(Receivers Signature:.sﬁ..n..a.ﬁs_%_

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient/Relative: =122

Name: Pf’\ © O‘Q'C 9 Patient Address:
: i DUBBAK, SIDDIPET Dubbak Medak
Relafionanty: H‘M * Telangana INDIA 502108
Date: Ul\b 9_) \Jc, Time: "\;U A C- 2N
Wittness Name: %
Wittness Signature: @/

Printed Date / Time : 02/07/2026 12:06 Printed By : 021034 Page2of 2
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Rainbow®

INFORMED CONSENT FOR SURGERY OR Children's f ‘555,.2251225
SPECIAL PROCEDURE Hospital,

Your Right to a Safe Delivery

Patient Name : ... NIRL... R . SHIRTISHA. .. Gender O Male [NFomale Age: .. 26 YEAPE
UHID No \)lh-OOI‘HB\S‘"LP- ............. Date :..2{.07/[202¢
Instruction:

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

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

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

ST v e ST, el G R I o e———
ceentpon .. MRS PLSUT RESH

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

" have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and / or diagnostics
. erformed. | 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 ortreatment.

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.

...... BLEEDE NG, TNFECTIon,  CHANCES. OF . RUPTURE. OF. MEMPBRANES

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

e GRANCES O F  SPONTANEOVS MITSCARRIA GE.,. CHANCES. QF.....

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.

o. Ihavehada chanceto ask my surgeon questions.

4. Ihavereceived allthe 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: ... ... BWAVANA. . K.
Consentee : , Patient Attendant :

SIQNALUre ... e Signature : .......... e o SR
Name: ......... P il Name : ............. Tr ""BL% ............................

Date & Time : ......2. . T124. L1 Y c0. A Relationship with Patient: ... <Xs=s] ..

Date & Time : ’\WJ‘-"‘-""JWEY“

Witness : Doctor (who is taking the consent) :

DI - ..o o Sigfidtire: Cﬁ _______________________________________________________
NAME et Name MASMWU ..........................
IR i e Date & Time - o?[?l% ...... )2 SOAM

Docu. No. : RCH /FRM / CLINICAL / 027
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Rainbow® @

CONSENT FORM FOR GENERAL / Children's .EEI&E‘JZ&Z%EE"
“REGIONAL ANAESTHESIA / Hospital _ | () ereoniosims
MONITORED ANESTHESIA CARE

Patient Name?ﬁmm.&ge%w Gender: Male 0 Femaleter—
UHID NO: . VIl .- DL ZH.2 ) 5 ... Surgeon Name: ........ ... 0 MelAR L AUAG oo
Anaesthesiologist : o O Mot

Operative procedure planned : @U)JWCQLCWMIﬁL.{

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

_eneral 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.

[0 Heart disease O Hypertension [ Diabetes mellitus [ Renal failure
[0 Hepatic disorders O Shock O Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

O Others : (HWKWMW,WQ BAL LR N csiiisisisssissisivsiin

R e o i i it o B S P o 8 R e T s s s B P s s e 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 doctors to perform upon‘ me / my patient
?Qifflm\ the above mentioned operation / Diagnostic / Therapeutic procedures

................................................. W%WW

| authorize and give consent for anaesthesia (,D'H@gional / O General Anesthesia / O Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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



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

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

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

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

- Pregnant : B’Yg O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness :
Signature : ... Pe. YKo Signature : ........... -
Name: - Pooketlne. o e Name : P"Q‘E""? ..................

Relationship with Patient: ......-265 0, Date & Time : {J\'TJM’L&
Date & Time : .2/ /30260

Doctor (who is taking the consent) :

SIERNE . ... L B L o il B et el

Date & Time : 02401'{943%4
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21-08-1909 2Y10M11D (F)

SN

Department of Anaesthesiology On, SHAVAXAR Rain BW, . b
pRe-aNAESTHETIC Evaruarion  IHILININTANINVARIN 5223{&?5 ‘EL”Q,RDQE

It takes a lot to treat the litthe, \"wrnighuo.nhhoauvm

Date: 'DHP’:\".% Time: .12 187 2M)......  Proposed Operation: M@Wﬂ!—’
Diagnosis: é’{,H?JLl'rg_E.Q,bFHUQMEQVMOW)LCQ ..... 2. mpvmmw

B.Pfch:Hz!-rl.LQ‘f"?n: I D Weight: ............ ASA Physical Status: 11 ®27 013 04 (15
Laboratory Data:
Hgb: l\a\ ,,,,,,,, BRICOBDE i Protein: .............ccoevermnnne 1 | A . T BB oo
B ssesissnsiniiian i R ROt HBS Ag: . P\IE\ BOR: .ok el
wec: .. N, 200 Creat oo, TOAI B o HOYE ol i 2D EChO: oo
prate: .10 % \.. N oo O, Bill: oo Blood group:‘@'[)ml’ti Wsiress/Anglo: ...............
o O AR S . D - I 0 . Other: ......ccooevveevciinnn,
L Cat+ Alk phos: ..o | L 5 e
A MG i Amylase: ..................... L1 [——
B e .. SGOT/SGPT: ..o

Allergies:  NICDA -
Medical History:  CVS: '

RESP : Mﬂkd’ﬂfwwmunﬂralﬂpi‘abe{es:
| A

CNS:
Renal :
Hepatic / GE : L;[gtqub{caw Physical Activity: %4 1 - 1,
Others : - i

Past Anaesthetic History: W, | Dverious L4ce v 202¢ GO —wnsvemntd g -

Physical Exam: j

Airway: MP1@4 Mouth Opening: 2 Mentohyoid Distance: ("1,) Neck: @ Teeth: __/Euj:u:?—

lngs: 0L (7)), coopu .

Heart; 2 q}@

CNS: .J%ME@ j Sk

Pregnant: LUYe§ [I1No [INA Venous Access Site: () Spine Exam for regional : (@ UfNole, .
(©or NZITR

Anaesthetic Plan; [ MAC m [1GA-ETT [7LMA

Peri-Operative Plan Explained to the Patient: — 1 No

CURRENT MEDICATIONS ) DOSAGE Pre-Operative Instructions:

I CLEXBH E Joma oD - 104 dgu A Proprim:ﬂ?“:amrfons 2 Hours r e —Souah,
P 2. NIL ORAL : 0
b Eto - =D - Apt Others 6 H
“hie ) il ’mngr‘*‘;& Informed ConseM‘S?a‘;dard CJ High Risk +20 )

4. Post Operative Pain Management: ELBiscussed with Patient
5. Other Instructions:

Signature: ........... ‘{; ................ Name: . DR MNAMEEING ...l
Docu. No. : RCH /FRM / CLINICAL / 044
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ANAESTHESIA CHART

]
Rainbow*
Children’s
Hospital

It takes a ot to treat the itthe.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight'

c

Change in Patient Condition: [] Yes lEl/No Fasting Status: Wb\‘
Physical Status: e~ Patient Identified v+ Consent Present e+Thart Reviewed
HR: Rg’wit—. [8.p/CRT: o034 A4*H[5p0,: [DD / [RR:__Gfudn/ . | LastFeed: - Z0Am)
Pre-OP Diagnosis: équ'l{—;mzm;wn,c __, Operation: .. 2444 (ol Laickaat.:....  Dae-a2loa] k...
Surgeon: .06 Kallaava 0B o ) Miiea 4T, ... Technician: .. WYZT: Ralerta)
N,O mm:-cl;ﬁm Dhe ). )
HALD /SO /SEVO Antibiotic
Drugs: "“ZM} .
C [ @
AD| Iy, E“g“s":w
1 oo wy pe
Blood Loss
o /B0 Voo fo (b
Eml il
&6 ARG IR
Ternperature
Urine Output NOTES
g
BP 240
V Systolic 220:
A Diastolic u
X Mean 200
* Heart Rate Gt
el £ 3
Throat Pack In b G E |
Throat Pack Out 120 :
100 h
B0
&0 =
40
20
10
(v}
ABG
LAB Values
S
\_L~"Equipment Checkedand | Temp: Induction Regional;
nctional ] HME [ Fluid Warmer ow {1 Inhal e e R N
8P L [ ClingFim [ OH Warmer Pre0,  [JRSI Iéx Spinal [ Epidural (] Caudal
] Cuff Site\ 47 pli\);:par's [] Cotton Wool Others Others:
O] ArtSite:. =
LLJ/EKG Lead%[ l o ] SGA Pos#ﬁoantmv\g ...................................
] Temp Site Toae: 2 P y,  Con- DOwed | sl MRSl
(1 FI0, Monitor Anaes Start: A= S:.Q LAY # at cm Needle Size: 9?& (W)ﬂepth .........................
[ Agent Monitor OP Start:, !'bL Pﬂ O [CINasal ([ Cuff Parasthesia [ ] Yes I.Zﬁ
Puiss Oximeter OP End: ....... lr EW)- 7 Trakheostomy (] Topical PR i o
l_J Capnograph Leave OR: . l % M i Sl L R Drug Name & Conc: 0 L,_G})&U PIM_I Me
T1 Ventlator Anaesthesia: O [ Direct Vision Bolus: .
1 Nerve Stimulator O ;a O [ Stylette / Bougie Infusion: ...............................................................
T Monitored Anaesthesia Care O Biock Levet: 1y
%nﬂ Blade# ........\... Attempts: ... e
La/]/PressureHxnIscheckad i , Difficulty Why? -[r:orrn'ne:;mm .........................
l"J" gi‘n’I‘: D0 CVP: oo [ Bilat = BS \?500 iy [ Other
S e i | ) Semi-Closed Cilcle Relaxant Reversed [ ] Yes ONe ©TA
U Tape L»Ef v: \
[]_Padding @UL{ é',e’ g gi;:r’dm" Name of the Doctor JNZ. - ML AL M L €TYA-
1 Awake uv .............................................. Signature of the Doctor «.......... h .............................
b
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POST-ANAESTHESIA CARE UNIT RECORD

Received In PACU by . ... S .

LEDR......

Time Received : .......

Time Discharged : ....
L

ﬁ ggg IV Cannula Site Rf .....................................
1 230 230 | () 0, Mask [ Nasal Prongs
=2 zfg gg [ Tracheostomy [ T-Piece
a3 200 200 | [ Oral Airway [ Nasal Airway
c E ol
8 170 170 | Vomiting : []Yes wANo DruuASPM(CPWﬁ' ..............
2 = 1o |NGTube: [ Yes o
S 40| oran O Yes 2rfo
A 120 120 | Urinary Catheter: [ Yes 7o
§ :i;g :1000 Chest Tube: [ Yes o
N t % | nioral T Yes [INo
o ;?, ;g IV Fluids: P_A/ ...............
% 50 50 (17 ] 7 R 1. . O |
® 2
v 20 20
10 10
0 0
spo, [ % @
POST ANAESTHESIA SCORE MINUTES
(Modified Ssare) IN 30 160 1 90 ouT SCORING INTERPRETATION
B S ettt Yty & % consmnd . S L L2 A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 l l L Discharge
Able 10 deep breathe & cough freely =2
Dyspnea or imited breathi =1 RESPIRATION
_Au«cm ¥ _W =0 2 Z 2 Z' z Exceptions to this, are to be explained in the
: : i fo :‘. Anassteiclon :f I ol 2 9| D | space below by the Discharging Physician:
B8P + 50 of Pre Anaesthetic leve ={
s o 2% consciousess 2 gl
Nnturssponwng - = . 2_
Pk =2
Emm. blotchy, jaundiced, othes - :; COLOR ol 2_ 2 Z- 2
TOTAL q q q o |0
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Pain Tool Used: [ N PASS G'FLACC (1 Wong Baker '.ZI/NPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name : ... DM VINGGTWr ... 2 Forpostsugicalpaent, paient with chronic pain. paiont with severe pain
a.  Every 2 hours for first 24 hours
i b.  After 24 hours every 4 hours
Anaesthesiologist Signature Q ............................................................ 6. P pule meldig Baiaaien
Date & Time: d With in 30-60 minutes after pain refief intervention
PACU Nurse Name : Transferred to Unit by (PACU): \
PACU Nurse Signature: oo Date & Time: o2 :{I% @ ,prm
L
Date & Time: = ........e&ldllede G ISD , F ......
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

D cicicismnissusinminisiisssnguins  § ; R—— PYOCOOURE dONB DV .. oo nsirumensisasmismsdssmapansie hassiiss
CSE /Spinal /Epidural Position : ................. S e ML L Technique (LOR/LOS) ..................
DO . i S R R e e e A (o e S e a s SR
P BRI YORRUTO U5 'YDS RIOMENI .o oot gl B SO SAOEOiRs
SUIIRNECOMBOERIDN --..ccnams i s B e el o o e e I

Any other issues :

- | [N, 1" oG R - 1 S A 0t 0 S0 ol S SN 1 . o s S ™=
D) ssossnseneesmas i s B RS A R S A T BT A e S et
Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right BP Pulse FHR Comments
Delivery Details : ~ Time : ......cooovevereeenen APGAR: ........ccooen..... SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECEEA : ...........cevviverreurieieriscerieressssensessesessssessensesesssnsssssssnsessesssessesssssssssosseessssssssssessens
G T T e v ot ot ARl L N RIS, et B2 SRR 5> L N

Discharge /Shifting ordered by
DOCION SR =5 ..o ik oo o g s s s
Doctor Name: ................. OOt 0 [ S s MM gl o

Dok iand TS S i s e Y



Surgeon : @@Z B 2 \_)Gﬂq

Asst. Surgeon E ......

Anaesmehﬁ..faﬁ,....\l.l.m.e.é. .f.?. I
Scrub Nurse:SPm

SURGICAL
SAFETY CHECKLIST
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r-l

6

Mooao\

Law .

e: Gen
Ill Name : .58, CUﬁAOu%&
> S’LPLOut -time :

YRR e
"""  sdessnan Ral bo ; ' .
Children's | @ BirthRight
Hospital BY RAINBOW HOSPITALS

Your Right tc a Sate Delivery

120 20 Wil oW

Before Induction of Anaesthesia » »

Before Skin Incision > >

50

Before Patient Leaves Operating Ro 9

SIGNIN  Time: \2: %Pl TIME OUT  Time.....L.%%... b1 SIGNOUT  Time......|...0."

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

Identity HEs CNo introduced themselves by Name and Rmo The Name of the Procedure Recorded =Yes [

Site JHes ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure Yes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) —+7Yes LINo [JNA

Consent Yes CINo —Correct Patient (Check ID Band) s (JNo The Specimen is Labelled (including
Site Marked CYes CINo [LNA -__Cerrect Site D¥es ONo patient name) L¥es=cINo CTNA
Anaesthesia Safety Check Completed  \“Yeés C1No frect Procedure [1Yes-I1No Whether there are any Equipment 2
Pulse Oximeter on Patient & Functioning \2¥és CINo /A;ﬁcipaled Critical Events /es Problems to be addressed IYes LiNo C1NA
Does Patient have a: | _Surgeon Reviews:

Known Allergy? OYes O™ What are the Critical or Unexpected Tv: Supece, ::“‘"""“ o Mo
Difficult Ai iration Risk? Steps, Operative Duration, o hat are the key concerns for recovery ~

et / Aspiratio . ’ Anticipated Blood Loss? Y65 TINo CINA and management of this patient? /'ffﬁs CINo

Yes, & Equipment / Assistance 4

Available (Yes ChNo— | _Anaesthesia Team Reviews: _
Risk of > 500m! Blood Loss Are There Any Patient-specific Concerns2—Yes TINo CJNA
(7mi/kg In Children)? |_Nursing Team Reviews:

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

Access and Fluids Planned OYes Odle I NA Been Confirmed? are there Equipment —

Blood Units Reserved ClYes Cilo O NA issues or any Concerns? —TYes CNo CINA
Has Antibiotic Prophylaxis been given _ _Is Essential Imaging Displayed? l'.'jas DNo: CINA
within the last 60 minutes? \A¥es CINo CINA Power Supply, Earthing, Power Backup  ~

and functioning of equipment checked. _Ci¥es TINo

Signature -.................. Q’I ....................................... Signature :........... .7 gL .................................... Signature : )éi ...............................................................
Name :................... Do MaVU2b e TN ... V11T = 20 & 1 *" ......................... Name :...... Q.'.D:.:.A.,CM.: .....................................

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

Surgeon : PR 'BL\Q\;Q{]@ Asst. Surgeon : {32 #S%uvTﬁT

Pre-Operative Diagnosis:

Surgical Procedure : Q@{Ui Cal Cory Cl.O\B/L 1 & A

Indications for Surgery: Vot PO W o QY- gmw{)

Date: =) \ ;HQ 6 Start Time : l&'S’DJ‘,m End Time : ,'60 ™

Post Operative Diagnosis:

Peri-Operative Complications:

Amount of Blood Loss:— §o M4 Blood Transfused (in ML)
Name and Number of Surgical Specimen sent for examination:

Operation Notes:

= Wundw. grbo azefic,  condibams ) undit SA ,pahent

ke.'\éc* JJA. t,mmm m&»;h(‘}l/\ fas = Iﬁau,;-i-tc\l

A(dﬁaf\ld

Doc. No. : RCH. i/ FRM / CLINICAL / 099 ' : (PTC.)
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— Awkmar, 2 pm%en‘wrﬁ) uoné,; wal, toa UL M
VA, ¢ S pU Mhuaurny '

—  D\nken 84, U.t'tl Ql (2L M, laokd, ey oo booth s~

- A e Do \L{x Ak WM s aghdy W\HAL bbb cos ks g

S5

— Camo\cal (‘u{tl(x%;, Aqirg s cu‘k—ﬂ,‘_ Me . D acelald IIJQ{\QL/OLU‘\L_)

L4

Wby A, S\, aurHgo .

Canay K ‘.I\Jnuob U AAQ S Jn

\Anmﬂgknﬁ_"g_wz_&.n_c&im#m

-

Moo P %:‘V\WH WYt —Shost .

RAY - NRWM R

W LE hluokiu\g PV
WAQUUO Y Olkalls

ra 8O ma((l/\(}l-&i—

o —

WA Qo

(

_M Dy -ﬂS'bu.u:u,"
£t

Name of the Surgeon: (ngmd.ma&)

Signature of the SUMGEON ......oovvvmmriviissrrnrse

Date & Time: QH(% .........................................
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

&i‘%{w

RESP
(write rate in
corresp. box)
Saturations
Administered O
@
3
uﬂ
(2]
%35
170
160
150
140
130
g 120
2 110
= 100
& % , as19F
80 Al
70 i, S
60
50
40
190
180
170
160
L
& 150
g—. 140
@ 130
T § 120 ° LT
110 \'}pg
o
5 100 1o
g 90
o 80
70
60
50
& 130
g- 120
5 110
=5 100
&= 90
| § 5
3 = b LY P -
e 0
] 50
40
- Aert [ 7] O S 68 (T S Y |
RESPONSE 2
(v] Pain
Unresponsive
URINE > 30
mis / hour <30 [ 5] 2 S T g T SR Bl | _
Proteinuria Profn * +
Protein > + +
. Normal
Lochia Heavy / Foul
L Clear / Pink
diloinad Green
TOTAL YELLOW SCORES L O
TOTAL ORANGE SCORES A1h i )
Nurse Initial W

Docu. No. : RCHBH /FRM / CLINICAL / 053




Obstetrics and Gynaecology
Early Warning Signs

-
1 Yellow Alert :
Repeat Observations
in 30 minutes
.
4 i, 1 7 3
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
X, A e Y,
/’

o

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

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

BirthRight

BY RAINBOW HOSPETALS
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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.

Date Time

of Fluid

Nature

Route

NG

Diarrhoea | Vomit | Drainage

Urine

| IV Site
Thrombo-

phlebitis
Score

Si.g:;n.
Nurse

Mouth

LV

N.G

08:00 am

M NP2 B0
' P 10:00 am |

11:00 am

12:00 pm \

A

01:00pm | NI A

(o B

S

Total Intake :

!

000

Total Qutput :

02:00 pm N A

) 4

03:00 pm B

s

(20 101

p\ﬁ\")" 0400pm | o

05:00 pm

06:00 pm

07:00 pm

e & & |d| e a

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

b 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 :

-1 Total 24 hrs. Intake

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

Total 24 hrs. Output




"
. Rainbow* ; —_
Patient Sticker " ] Children’s ‘Blrth nght

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the fittle, Your Right to a Safe Delivery

\

| FLUID CHART |

Sheet NO. & vvveeeeeeeeeeeee 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.

o Bt v

1 : Thrombo- [~ e
Date | Time ﬁﬂfﬁ Route NG | Diarrhoga | Vomit |Drainage | Uring | Phiebitis | Sign.

Score Nurse
Mouth LV N.G

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm ;
03:00 pm %
04:00 pm

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

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s ‘BirthRighf
DRUG CHART

Date of Admission: ..... 7—1 ?“% ........... Drug AHergies: ................ oo < S ner _[_Adot known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

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.

SOS / PRN (As Required Medication)

DRUG :

Dater
Tij;ne

Dose

Route | Frequency |Start Date|

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Datey
Tir'ne

Dose

Route | Frequency |Start Date

Doctor’s Signature | Valid Period{ Pharm.

Additional Instructions:

DRUG :

Date
Tir_ne

Dose

Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (PT.0)
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i s v 55w e

DRUG : T A2 PARNETYM oL %?Itfe},\'a

§ Dose | Route |Frequency [Start Date )2 |
\._
N

Yo | o bWy o2 tog{em]”

Name & Signature of the Doctor L N
Starting the Drugs: Am /
B Demvivesiwa [, 7

% Additional Instructions: pm /
o\ G

Daily Doctor’s Endorsement by a Sign

) Dater
DRUG : Tie

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Datey
Tie

DRUG:

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»

DRUG :

Time
Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Or. BHAVANA K Weight. .,.‘bﬂtﬁ%wwm L/"L"
[T 5
-Eg'le Nurs&Sng. | Nurs; Sig. I Nu;s; Sig. I Nurs‘ﬁ Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Rﬂute Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Doss Gom Dow Bow
Dr. Sign. Dr. Sign. Dr, Sign Dr. Sign.
Additional Instructions: o e i pen
Dr. Sign Dr. Sign Dr Sign. Dr. Sign
Date»
UAHI“BLE DOSE Tlu'le I Nuts&Sig Nursi Sig. ] Nurs&Sig. J_Nurs‘iSn;
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
ROU te S tart Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor B e el oo
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: ot e e -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
: - Dosage & Other :
Date Time Medication Instructions Route Signature
Il CEfommiM e
Hatae | 12! [ é
latae | 12h0pm LT Bost) 4 ¢n
latal [ |212p0) TaT PAroTotkaote: YoM g oy Q‘
Gf1. MOToCLop LM D] . J
U
o;fw. 2.0 Pm_| SOPP TIAMADIL 15D 1y Pe (N
¥ A
0203V \LPm 1kﬂ’TEwém;)L \%ren v [~
S

Page: 3/4
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Weignt. . 4955 k@ Ward. ..} [U‘)

Date | Ti Compositl '
Ime (If infusigm’g?t?oﬁlg?m?izl.hft;gﬂ:f:gn. etc) Route P e | e [woaot.
= . mi/hr Sign Sign | Stopping gicétf? r qurse
. \.2;3'W Ger— W 'T&\
oy | ted
LTt hr ‘g/ g/ OL‘W E_, 9’“
02l > " B W
N W ZLQQ? 2 ,L\a[/‘\ie,
Al | 2pm | RNAER ; |
b0
locTATY W WTL ﬂ'/ W ”h %,] k”l’L
4 »
_)
ot

Page: 4/4
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MEDICATION RECONCILIATION FORM

Drug Allergies: ..........ccccevnne Y b

\,Zﬁot known any Drug Allergies

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

Shifting From: ..o L Shifted 10 ....ocovevirnnen . I S
ON
MEDICATION NAME DOSE ROUTE LAST DOSE

SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | nare / Time ?Dsm,ffm
Onl L

1 T Deow LR/YY to D Acwp (36 |Oc e

&
2 D Cataan ivae Ro ZNM 'f'?rhé (IC [4DC
& : oneE

3 T Ecoctienn |§bw«a,. lo bty | (tae | OC £100

4 T POoPUACTON TQwa_, Fo 'm ™Mae (Oc zoc
o o NG

! INT+ oo weaP b bowg, Le vawyp | Zolelae |IC EADC
TN fegLVTON SO0 N e

6 oy A D aoy,;;, &€ CDe

W ALy

;| . FoLTG AL <Ny | po ©D 606 et Cioc

8 OC OJDC

9 OC ODC

5 O¢ goc

MEDICATION HISTORY RECORDED / VERIFIED BY

* C- Continue, DC - Discontinue

Doctor Name & Signature : ......%2%...... QAWW

Date & Time : ﬂﬁr,mlvl’"’
Nurse Name & Signature: ................ 2L QMA .. U’R/’ ...........................
Date & TMe © ...oovvvvvverrererrenreee dl?{%@{z“ow

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




e

ESTIMATION SLIP Rainbow” | @ gt pichr

= \ \ Hospital _ | () oz
Date : UHID/IP No.: AW =\ H2V5  si.No.: 291 20
sl
)
NaseofPutient: - DN . D) . 5%1"(!_5}'10(_ Age: DY cade: F

s ]
Father's / Husband’s Name : MT < PT QQl c=p Corporate/Occupation :
Address: Phone : qcl 12 ?x')} 1) Email :
Procedure/Plan: ! C__ [y § C..\Q%C: DOS :
MODE OF PAYMENT : LF 0O TPA : O GIPSA : O OTHER
TARIFF INFORMATION : DYy BYavana-\C
ROOM DAY
CATEGORY GW SW TSW PR DLX NICU PICU MICU CARE
Room Rent &

Nursing Charges 9) \\'\‘k CL«- \

Doctor’s Fee 5*{1\_‘ \

L. Tax l—[&‘l

PARTICULARS | AMOUNT (X))

Surgeon’s / Anesthetist’s Fee / O.T Charges | A1 000 |~
O.T Consumables A0 OO} ~ Subject to approval by TPA/Insurance Company
Instr.lu}elﬁ Charges‘ / J Not Covered by TPA/Insurance Company
Pharmacy, Consumables & Investigatipns 4= As per actual - Not Included In Estimationy
A Monitor: | = €] | —{ Oxygen: | Infusion Pump/Syringe Pump: Q (P [ —

Phnie Ventilato;' Canw’n:i?nal: HFO-SLE 5000: HFO-Sensormedix:

PhotogHerapy | Singlg/Surface: Double Surface: Triple Surface:

g:_oo‘f:l L ;}dcﬁg:‘éc;s 4 ok ﬁ(?f:,séf i s £ As ?er actual — Not Included In Estimati(.)n
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The estimated amount may change according to duration of stay, medical condition, investigations, pharmacy and any other procedure.

2. The estimated surgical charges may vary subject to Surgeon’s decisions / Complications / Patient’s requirements / Modes of Procedure (like Laparoscopic,
Thorocoscopic, etc) / Unilateral to Bilateral Procedure.

3. In case the patient is shifted from lower category to higher category, all charges for the consultant visit, investigations, operations and/or procedures from the date
of admission will be according to the higher category.

4. Room eligibility is purely subject to TPA approval and the Package/Room tariff starts from the time of admission.

5. 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 / Insurance Company at later stage.

6. For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/HbsAg, Medical Records, Insurance Processing Fee, Double
Occupancy and Registration Charges, etc, credit cannot be extended. These items are not payable to us as per Insurance Company norms.

7. During Non-working hours of O.T (8:00PM to 6:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not covered by
TPA / Insurance Company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the Financial
Counseling desk between 9 am to 6 pm.

8. Difference, if any between the final bill amount and amount permitted / approved by the 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.

9. Two attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted in the rest of the categories of rooms. And no attendant is
permitted in ICUs.

10. Tariffs are subject to revision.
11. Kindly check your bill'iﬁng status on day to day basis at IP Billing Department .

P Q\tAQQ{) DECELARATION

1 have attended the Financial Counseling desk and understood the expected costs and other conditions
applicable. In case the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge, I promise to settle QE/dTm with the hospital.

ool | il

Signature of the Client Signatory Relationship Signature of the Finncial Counselor




