ACTIVITY RECORD FOR BILLING

VIH-0020394

1P-00060223
Name: --wrs g mapHavi
04-03-1986 40Y3mMoD {F)
Jr BHAVANAK

B fAIMllllll”lllllllﬂmlﬂlﬂlﬂlﬂﬂ

Room / Bed No :

Eﬂl?dbow .
ildren’s
Hospital _B'rt-tﬂgnh?

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

Date of Discharge :

Suggested Billable bed type :

WARD TRANSFERS
Date Time From To Signature of Nurse
w6126 | (@ 431500 MLV cT @—
Ut | eAeow]  6f Lo

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

10.

Docu, No. : RCH / FRM / GENERAL / 145



INVESTIGATIONS

Date Investigations Order No. Sign
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MEDICAL EQUIPMENT ( WARD & ICU)

Date Nameol Copicting | | [acomustfn | gugr —
1 - l PYZ) -
WY b el | | 2 pm | woeten] & —
A = 50
Ao ldfen /&7, R - el o 2 P




PROCEEDURE

Date Proceedure Quantity Order No. Signature
wlblte | o TP(MUM ff% 900682, [{L—
U‘\{"I% ‘)fx(_/ A | e b8 L N . S
Crewa C/C.m,dmoq /Qby G Qs UG % "
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ANY OTHER INFORMATION
Date : Time : Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Zgatn VIH-00203942 IP-00060223 . ?‘ ®
= Mrs B MADHAVI Rainbow
Patient 04-03-1986 40Y3IMOD .

O, BHAVANAK ' Children’s .BirthRight”

AT T Hospital | () sruseoncsions
>URGERY DETAILS

Date : J‘([G[QG
Patient Name: MI&%MM}!Q&L: Date of Birth: ... AgeS ‘%O\f/ﬂ

Gender: Eﬁm[ﬁ ward: ... O . UHID No.: .0 O3 At
Date of Surgery: MBDG ...................... [10T-1 Jef-2 []0T-3 (10T-4 [10BGOT-1 [JOBG OT-2
i &

Timein :............ "l»DQPV Time Out :..........\.=

NAME
1. Surgeon D'%Uanﬂltc
2. Anaesthetist D’ ...... Madhal. ... < o
3. Assistant Surgeon : ...... D I 1\ \G.u}‘C\u() ................................
4. OT Technician .7\ aKME ......................................................
5. Circulating Nurse 'ew;qp .....................................................
6. Assistant Nurse %lmik- .............................................

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

Special Equipment: [ Laparascopy L] Broncoscope [ 1 Harmonic ] Morcelator
[l C-ARM LI Cystoscopy "1 Versa Point [ Liver Cusa

[ Neuro Cusa B

Signature 02;3 Surgeon Signattre o; Circulating Nurse

Order No: 30@6%53)50%65{62 ' Order bY: ...t BV ‘g}(ﬂw

Docu. No. : RCHBH /FRM / GENERAL / 114
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Rainbow*®

Children's . ight’

BY RAINBOW HOSPITALS
Your Fght 1 a Sale Detivary

Hospital

I ks @ et fz et e PiDe.

CONSU
%
OF OT

ABLES

Circulating Staff : KO AV

VIH-00203842 IP-00060223

o i A Dk
04-03-1988 40Y3MOD

Dr. B

Ref. No. FICONB/SUR/OT/02

. Age:.........

[T [ —

N ETIEN

Technician :
Anaesthesia Disposables loaund Qty usea | Surgical disposables ...u.amy uwd | Disposables (Baby side) | .| "use
ET tube ' M“’adwm 11 nj.vit K W
LMA 7 Sutures ! P Cord Clamp
ECG leads : A/PIN 2 5006 | A1 Suction Catheter
HME filter : APPIN [ adolken i [y ] Feeding Tube
Syringe 10 cc 21 Neden \ LA T —| Vaccum Suction Set
05 cc T3 Goves S0 4 9 | Surgical Gloves
02 cc 'k’ 10 /Lr" Gauze Pack
01ce A Y 4 Syringe 1 m/ 2 ml
Cautery Plate : AP/N Surgical blade Surgical Blade # 20
1V set NG tube Koochies (S)
RL Cautery Pencil
NS : 10mi/100 ml/ 500ml/1000ml Koochies
Ointments /“'W - ;{101, =
Suction Catheter ! _‘/ '
Fentanyl Cap. Mask %gﬁf
Morphine Gauze Pack
Ketamine Mop Pack g
Propofol Steristrip
Rocuronium Underpad i
Glycopyrolate Draw Sheet P A0 a
Myopyrolate Abgel ;/’"’
Ondansetzon Foleys Catheter
Pencan 25/Spinal Needle 22 { | Urobag
Bupivacine 0.25% = Chest Drinage Catheter
Bupivacine 0.25%(Heavy) 11" Romodrain bag
Antibiotics P Bandage
Tegaderm
Suppositories doan- Dl B 2+
Anamol : 80mg/250mg/170 mg Double J Stent 5
Supridol 100 mg Vaccum Suction set
Justin : 12.5 mg/25 mg/ 100 mg Plastic Bed Sheet
Tab. Misoprost : 200 mg Betadine Solution -
Microshield
Cotton Balls
Latex Gloves m
Ramdione Scrub
Saral
Surgeon DN/ %% Anaesmesiologim Medl Nurse @yﬂw) PerBCS oT Technician

Ordered by :

g

Ca

i
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Rainbow '

»

RAINBOW CHILDREN’S MEDICARE LIMITED

Rainbow Children's Hospital - Secunderabad

H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,
Kakaguda, Karkhana Hyderabad Telangana INDIA 500009

Children’s ®  Tel No : 040-42462200, Ext 2000,2001,2002
Hospital Brthront
Rainbew VATTIN: 36920283145 CIN : L85110TG1998PLC029914
DL NO :
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
0N RN L LERRRR RN R
INPATIENT ISSUES AGAINST ORDERS
IP No IP-00060223 Ward N 2F-MICU
Patient Name Mrs B MADHAVI Bed Name MICU 227
Age/Sex 40Y 3MO0D/Female Order No 0003086854
Date 04/06/2026 13:19 Prescription No PRIP-1289849
Payor SELFPAY Dispensed Date 04/06/2026 13:22
UHID VIH-00203942
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
ALLESORB CORE
1 TURNAROUND COVER 2605111 03/29 2 775.00 1,550.00
40x102IN
2 SUPICAINHEAVYBOMGINI - hemis Medicare Lid BBUI25018 11127 1 30.66 30.66
DISPOSABLE APRONS .
3 STERILE XL Mediblue 26050203 04/28 3 120.00 360.00
4 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26C03K92 01/31 3 28.13 84.39
5 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26C03K96 02/31 3 21.56 64.68
6 DSYRINGS 2.5ML(NIPRO)  NIPRO GENERAL 26A06K07 12/30 2 11.25 22,50
E.C.G ELECTRODES
7 (ADULT) JMS GENERAL EB260026 04/29 3 61.00 183.00
ENCORE MICROPTIC
8 GLOVES.7 PF ANSEL 260301121T 03/29 2 128.00 256.00
FACE MASK-3LAYER 2
9 THREADED Sunrise V102012026 12/99 7 10.00 70.00
10 SAZSWABIOX10CM  Bapuji Surgicals GENERAL 170724 06/27 2 100.00 200.00
MOPS 30X30 8PLY 58 X- DATT MEDI
" RAY PRODUCTS S M2642SF036 04/30 1 949.00 949.00
NELTON CATHETER-10
12 POLYMED Polymed GENERAL 2610064A 12130 1 78.00 78.00
13 NELTON CATHETER 12FR  Polymed GENERAL 251497BH 07/30 1 78.00 78.00
14 PENCAN 25G'3 12 Bbraun Medical PviLtd ~ GENERAL 24K26GB2I7 09/29 1 469.69 469.69
PROTO GOWN (ADULT) " 450.00 450.00
15 (PROTECTCARE) General VI20052026 12/30
16 SGLOVE # 7.0(SURGICARE) ICARE (KANAM LATEX) GENERAL 26D2005 03/31 2 91.00 182.00
17 SURGEONS CAP Mediblue General V122022026 12/99 7 10.00 70.00
18 THEMICAINE 30GM JELLY  Themis Medicare Ltd H TT080 03/28 1 34.82 3482
19 TRUSILK 4 SN5061 PCM Sutures India BB250633 10/30 1 511.00 511.00
Total : 3,957.11 5,643.74

Receiver Name

Printed

Time : 04-06-2026 13:42

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : RUBY FLORENCE VELPULA

Page 1 of 1




M ‘ 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 SrihRon TEL NO '040-42462200, Ext 2000,2001,2002

" WEB : https://rainbowhospitals.in

ADMISSION SHEET

(AW
Registration Details : NEEETI

Admission No : IP-00060223 Admit Date : 04-Jun-2026 Admit Time :10:54 AM UHID : VIH-00203942

Patient Details :

Patient Name : Mrs B MADHAVI Age ;40Y3MOD

Guardian : Mr B RAJASEKHAR DOB : 04-03-1986

Gender : Female Religion

Occupation i Martial Status

Address (H) - RAGHAVENDRA COLONY, Qutubulapur Phone No : 8790777999/ 9177003272
Suchitra Hyderabad Telangana INDIA 500067 E-mail . rajasekhar.arbi@gmail.com

Admission Details :

Bed Type : MICU Bed No :LW 219 Ward Name : N 2F-LABOUR WARD

Room No : LW 218 Admission Type : First Visit

Contact Details :

Name : Mr B RAJASEKHAR Relationship :W/O

Contact Address : RAGHAVENDRA COLONY, Qutubulapur Phone No : 8790777999 / 9177003272

Suchitra Hyderabad Telangana INDIA 500067

72PN

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

I Printed Date / Time : 04/06/2026 11:00 Printed By : 021034 Page 1 of 2



. Rainbow Children's Hospital - Secunderabad

Rainbow . H.No.3-7-222/223,Sy.No.51 to 54, Opp.Karkhana P S,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children’s . .Telangana, INDIA ,500009.
Hospital  ®rthRgn TEL NO :040-42462200, Ext 2000,2001,2002

- Rainbow WERB : https://rainbowhospitals.in



VIH-00203942 IP-00060223 2z
Mrs B MADHAVI o E o

04-03-1986 40Y3MOD (F) ' RaI_NbOW . 5 &

Dr. BHAVANA K ] Children’s v BirthRight

| ||I| ||| H 0s p i ta' BY RAINBOW HOSPITALS

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

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: .. \A N6 [ 24 ..

Baseline Information:

Admission From: LTER L10PD {_4'Admission Desk [} Others, specify
Primary Language: L] Telugu L] English LI Hindi ] OGNS, SPBEHY ..o vinenpamorabintieonons
Doyourequireaninterpreter? [IYes [INO i YESSPECIY ...ovvvvvereveeereeeiessese oo, o N I NS,
Source of Information: = Patient "] Family [ Others, SPECHfY ..........cccoernnnnn: -
Allergies: [IYes [ No L] Medications L1 Blood Transfusion (] Food CHBEE i s s

Chist COMPlAINLS: ...............c.cconcnnrininrmisassassssasssinassissassmnmienenes DOGION Notifiod on Admission: [ Yes CINo
(?JNVQQKQCQGQ)@.* Name of the Doctor: 6. AT B8
o Time Notified: ...V

Past Medical History: Obtained From [ Patient (] Family Member (] Medical Record [ Other (Specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

\ { e> \Jes \/e$

Gynecology Assessment: (] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: 2‘”02/215 Caesarean Section: [INo [ Yes Contraceptives: “No LJYes
Cervical Cerclage: ATNo A Yes Vaginal Discharge: EINo [ Yes

Onset of Menarche: ............c..ccccesvurenennen. | ECtopic Pregnancy: -E1No T Yes Post-Coital Bleeding: £1No [ Yes

| Menstrual Cycle: [ Regular [ Irregular | Myomectomy: FINo [JYes Infertility: FINo [1Yes
Last Menstrual Period: .??)/2«/21;5 Others: " If Yes Type: ©1 Primary [ Secondary
DO Bl Biins  Pandkaaeia:  busibiasess Bl |
B S ——— ND .......................................

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

Family History: (] No Abnormalities Detected
[ Heart Disease & Hypertension [l Diabetes [ Stroke [ Seizures I Kidney disease
L] Liver disease WS SO, ...x: IO

Vital Signs / Measurements: Temp: ‘*j'”r HR: . JRLboT RR: 200001,
BP: “’-‘}9*’””‘] Weight: ,.1+'7"‘ Height: .05 2. BMI: S22

Pain Assessment: Pain: [JYes [INo (If Yes, complete the Pain Assessment / Reassessment Form)

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



VIH-00203942 IP-00060223
Mrs B MADHAVI

04-03-1986 40Y3MOD {F)
Dr. BHAVANA K

AR

PHYSICAL ASSESSMENT

General Appearance: | Healthy L1ill looking [ Anxious L] Agitated LI Others: ...

9

Fall Assessment: C1Yes [(INo Score.....(7. ... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [1Yes [INo Score.. (0 ... . (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant
I Mobility problem J Walking Problem ='No Abnormality Detected
" Developmental Delay L Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [ No Abnormality Detected
] Overweight LI Poor Appetite > 3 Days L Needs Therapeutic Diet.
LJUnder Weight L] Diabetes Mellitus (] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
I'Calm & Cooperative [ Restless [J Depressed [J Agitated [J Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single “IMarried  [IDivorced [ Widow
2. Special Habits:  Smoker: [ Yes @1\\50 Alcohol Abuse: [ Yes [ No Drug Abuse: |Yes | No

Social History: Lives With ................ W Jrﬁ .....................................................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach: [ Yes [J No Waste Disposal Explained: [1Yes [No

Infusion Pump:  B¥es [INo Hand Hygiene Explained: (7 Yes [ No = Others
Above information given to ........ 0000 oo J.h%‘.{.l ............

Name of Person Orientation was givento: .............. pxalinas T B

ll_f \

Nurse Signature: *Q
/

Nurse Name: ..................... OO

Date & Time: ......... A LD 2.0, .2 P J
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Rainbow®
Children’s } . BirthRight
PATIENT TRANSFER FORM Hospital | R “:';?Z‘Z;‘,?f;‘"{:ti
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
VIH-00203842 IP-00060223
re Q‘E tD‘.(uM [ ]
st | AR ® Al elas (@ 1 tAvpy
- Dr. BHAVANA K

gy

Transfer Ordered by

Reason for Transfer

D todnod Po/%? care

From Unit To Unit

T Mteo

Number of Sheets in Clinical File

%o/

e L

Information to Attendant

Yes L No[]

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

“\L - Yes| | Nop/

If yes, what ?

Number of Imaging Films

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity
1.
2. — N ——
3.
4.
5.

Shifting Summary / Notes Written by Doctor : /Ves’ﬁ No| |

Name & Signature of Person who is Transferring
-]
cg"‘ ‘ P)ﬂa.uan.t

Patient & Clinical Records Received by :

Name of Person Ordered Transfer

De Madhax
Wq\b\”’b {;‘J\;f

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

Date & Time of Patient Received :

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

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



PATIENT TRANSFER FORM

ToOL

7z

Rainbow*® ) e
Children’s & BirthRight
Hos p ital . BY RAINBOW HOSPITALS
It takes a lot to treat the the. Your Right to a Safe Delivery

[/1H-00203847

1P-0
W KA 0060223
14-03-1986 i
oy
br. BAvANA K TMOD )

Date & Time of Admission

ul6lz6 @ jplsun™

Date & Time of Transfer Order

626 @ \2 SDF‘”

OO

NY CUHDUIE < e Transfer Ordered by Reason for Transfer
0
o
W M ay
A\
VP LT o ol
From Unit To Unit Information to Attendant
Yes LA No[ |
MLV Ol "

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
Yes A~ No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes [:r/

No[ |

Name & Signature of Person who is Transferring

sfs _poojo

Name of Person Ordered Transfer

Ds’ 95\“

A

Patient & Clinical Records Received b)'r :

\;

X N e

Date & Time of Patient Received :

AN
“\J\«(‘D\L. Al

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-00203942 IP-00060223
Mrs B MADHAVI
04-03-1986 40Y3MOD {F)

T —

IP ADMISSION SHEET FOR OBSTETRICS

z

Rainbow’ . C
Children's | @ BirthRight
Hosp ital . BY RAINBOW HOSPITALS
It takes a lot to treat the litie. Your liight to a Safe Delivery

Presenting Complaints

Obstetric Formula: £ s Py LAy

muy 12 yrs N
Obstetric Hostory:
Cag’s Sm ISP mistorione ’C){ Ihtamfll@.nr.t f‘ao 15

~ Corrected EDD: 06 (12{26 | GA

Fundal Height:

LMp: 21| o%(26 EDD:
Bty w

Menstrual History: Regular: [ Yes (] No
Obstetric Examination

w w2 w

ba o7 [9 pLses [ tacelage [ Brvlaparam 'Dhj’a[‘:k?' Unoventful (ASU[ BEx2 ¢

wis.  (rewious  LScS

fus

Docu. No. : RCH /FRM / CLINICAL / 087

ot Y ypoliyro idism

c{5 s ?)l"ﬂ(mﬁkd m!stnria-lft {SEQPL[ ZOIB Ut. ACUWW elaxed ] Mild [(JMod []Severe
Present Pregnancy Record: Liquor: [] Adequate [] Oligo [7] Poly
Gyt &m [ Previable PPRom(1013 [Carclage (ToP _
|G PO, sp Conwption. PP: (] Cephalic [} Breech Others
L Head Fifths Palpable:
e Bookel to £ od 6+6 Weeks, Shy :
ISK FACTORS: FHS: Wal (] Tachy [JBrady [ Absent
hbd h(o lower abd pain 2 discharge o2 ) ,f_mlw on
BAS ey rmanaged comervalively . Sha Per Speculum Examination et dent .
started on Tob Ecospirin \fo Mo obd Draining: (] Present  [] Absent (] Bleeding
s G*EOL‘H e Colour of Liquor: [ Clear (] Meconium [] Blood Stained
= Hl-ﬂ') ‘id,l‘sm
Type T M _ Vaginal Examination Net dowe
Preo Lseg )
Cervix: [] Long [] Partially effaced [] Effaced
Helght:...l.5.?: ..... cm _ .
Weight: . 77.....kg 0Os: "Closed Dilated
} Allergies: @/N“‘- ...... e T Membranes: [.Present * [ Absent
s . v Liquor: ClClear [ Meconium [JBlood Stained
General Examination: Pt 18 cle(e _
Consciousness: (5 Pallor: & Presenting Part: [] Vertex [] Breech (] Others
Icterus: (> Edema: & Sutton: O0-3 O0-2 O-1 00 O+1 0O +2
Temp: feb PR: O6 bpm Pelvis: [ Adequate ] Doubtful
BP: W16 135 rmmXy DTR:
oVS: 882 6> RS RAE®
Liver/Spleen: ™ A Urine Output:  © depoad>
DIABNOSIS <~ --------===ssmmemmmrrmmmmmm e mm e m s m e e e sinmssngermnzsgasnsnssnasasy ;
CEPiLiAy wurx Mtk cowks ol Tgpe 0 Plabetes 0NettiTu :

it Bad Shetetruc



VIH-00203942

Mrs B MADHAVI
04-03-1986 40Y3MOD (F)
Dr. BHAVANA K Gl Ja

A

IP-00060223

Family History:

Mothec: TN, DM, ngo_gx\rreu

Surgical History:

= pftu Lscs

+ C2-Cy ~ecre [mplant .
— Coavicad -

Medical History:
~ Type L Pm Par W years
- pro‘uufra:dlw for > gears

Planof Care:  ClT toWBhawana Ma'am
——

uRes t leo mg(&l

(o p baz:is)

~ Ardmission

- MemM

- Consent

s G)CU\‘[ PTLPro-Hon

. Corrivm
< T monih-“-n?

- Menitor \Jitals
- FOU-UU\) eLvuusa Chorl

- ‘r‘&um SUS

U
Medication History:
Tap Tryoxine 1§ mey oD
Tas ECn.&Pl‘r\'n 5e ~mg of.
Tr), Insulin V2416 U
[7) i
Investigations: G & \Posmve[
Hbsﬁj _
o 10 [a UL
NR Cre: (| [51P /. ;
VDR _
Al Jﬂ/(!iﬂfﬁ‘@;&
t\lO ‘3/\0 "
Tor + 2.548
NT Scan eric Aud v R0
s PT  1>-2
pllokin . Ay
\NR o @28 R

SLVE T 1243 wo

4
-Send ceP. 55 & T o ~a T (36
= PQC- Ki- H ‘-’3,.'-}
/,_/\ N L C)‘-_ %S’rﬂm cl™ 3 [ol_‘
,\_10’{{(; b.d ‘::kl LET ' LONL.
\.LLBU/E’ @ 11A™
| B
/ [
A g 3
f {I
Doctor Name: ... 1% Acrne ™ f ....................... Consultant Name: ... DR . BxavanA «
1 Tt e . | QR s N I S 1, 1

Date & Time: .04 /ot [2¢ 200 am




03942 |P-00060222
VIH-002! : ’7/2

':foim’"m a0y3moD () Rainbow® . )
Or. BHAVANAK Children BirthRight
I I\\\\ﬂﬂ\llﬂlllll\lll\hlﬂlll\l @ Ho'spaéj: .Ho;ﬁ,.g.;gﬁ rosrs
PROGRESS NOTES AND DOCTOR'S ORDER

ga;ieme Progress Notes Doctor's Order
»a; %W : pwo | Pat Cuweel Coclage )
4 0/ £ ptia elele By
-§fc Faur - NeM
J:fvé L, Ret
y 2P 105 %"’"M %
P | rR- &olopm - - plf blsedin eV
‘/3 \‘G%S')Ej Slewrr  |— follow ﬂﬁ,ﬂ NS
,m /o abfr ~  FHE monddwiny

J l e (@ - 313\,?9“»4 &1‘9’30
el Nle > & gauze owidlic
X%/n

B _
N~ Yo R il

NI led bb{ lrmﬁ,;f;d«o; 6; \"UOPM

L“\E\%nm' pPop —o (post Cerufeal Cezdage)
/ 4(50\ v
o} o}f_, pt s e)qc
(e - Faie __Adur
e Afeb . ~ Cleay quh Soft diet after 3o pra
A A B e[ TTmpty  —Rest.
Y oy ~J
wed =7 r- 32 bpr —  modboe uilals
_____/ A ) \
£y 17 P AR
/é’?fd ¥ n - Soft | NI -  FPollews drug chza}-
W - Juskpalffble . Jufso Sos
T\ O\ He © B
RN ANy 2o
RE AN il

N % i
Docu. No. : RCH /FRM / CLINICAL / 088 (PT.0)



VIH-0020394;
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Mrs B MADHAVY| 00060223
04-03-19g¢ "

Dr. BHAVANA K 4Y3mon (F}

O

Rainbow® o
Cﬁli?dr%vr:’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS
o

It tkes 2 lot o treat the litte

\

PRUGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes

Doctor's Order

L

Docu. No. : RCH /FRM / CLINICAL / 088



VIH-00203942 1P-00060223 "% ¥
Mrs B MADHAVI Rainbow”’ " B o
It:ll:?u?::mn 4Y3IMOD  (F) Children’s ‘Blrt!:lnght
H ¥ RAINBOW HOSPITALS
[ N0ANNTAT L NURSING CARE RECORD Hospital _ | (@semion
Bt s e
w | & Maintain Airway and Oxygenation ["] Relieve Pain & Discomfort [ Maintain Fluid Balance [ Improve Activity Tolerance [l Maintain Good Nutritional Status [J Maintain Skin Integrity
-ﬁg [ Maintain Personal Hygiene &Prevent Infection [ Meet Elimination Needs =Ensure Safety [J1 Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications L1 ANY OHNETS. SPBOHY. ... eveeveseersessaserssiersisssaasassss s st sh s bbb SRS b ST
Time Plan of Care Time Implementation Evaluation Re-Assessment ';"g?;,,’;?,ﬂ'ﬁg
, od . Ao preed_famy pdid s gale p
\'W feﬂS.UY('-’ g 4U z::TD P i A’ lT 1_,90)(.?
=
£ z =] )
E wm'g Q;Jcoﬁ_&f""‘ o adve 17 . MMAD o:b PZDL o s 34 = 4
|
le ’ £ areki plodre —atme '-Q"'(t v @,l&[Zﬂ
=
3
c
@
b=
E
=

Docu. No: RCH /FRM / CLINICAL / 148



VIH-00203942 IP-00060223
hirs B MADHAVI R :é"
04-03-1986 40Y3MOD (F) ainbow’ » . -
Dr. BHAVANA K Children’s @ BII"tthght
NURSING CARE RECORD Hospital _ | ) ruscrom
1t takeess & lot to treat the Bte. Ynur Right to a Safe Deilvery
DRI s RS
e | [ Maintain Airway and Oxygenation [] Relieve Pain & Discomfort | Maintain Fluid Balance [ Improve Activity Tolerance [J' Maintain Good Nutritional Status C1 Maintain Skin Integrity
E (] Maintain Personal Hygiene [ Prevent Infection (21 Meet Elimination Needs [ Ensure Safety [0 Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications AR OURES SROOMY. v e o T T o o et e b rm e n o s mmse s s e
Time Plan of Care Time Implementation Evaluation Re-Assessment 1";?;,::?;',‘:

Morning

Afternoon

Night

Docu.

No: RCH /FRM / CLINICAL / 148



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 - TEL NO :040-42462200, Ext 2000,2001,2002
R WEB : https://rainbowhaspitals.in
NSENT FOR TREATMENT
Patient Name: Mrs B MADHAVI  Age: 40Y3MOD
IP No: IP-00060223 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.

I 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
irance 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.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
wrance. In case of failing the submission, | will pay 200/- Rs.

(Receivers Signature:...% ) P

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.

Nt

Signature of Patient/Relative:

-
Name: R, Eg,p enchor Patient Address:

: e RAGHAVENDRA COLONY, Qutubulapur
Resgianship: 'H'fi%{“’*d Suchitra Hyderabad Telangana INDIA
Date: 4[6[2/6 Time:

500067
Wittness Name:
Wittness Signature: -

Printed Date / Time : 04/06/2026 10:55 Printed By : 021034 Page 2 of 2
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Rainbow* .

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight'

Hospital BY RAINBOW HOSPITALS
SPECIAL PROCEDURE B
Patient Name : MRSBM%HPN' Gender: [ Male «=Female Age: ........ 4 ot{ﬂg ............
UHID No : . \1H- 00203942/ 00060323 pate: .2+ 16[26. ...
Instruction:

This consent form shauld 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 formis to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

| hereby authorize the performance of the following operation (s) or procedure (8) (use no abbreviation / Avpid technical terms)
.................... o] T T T o N . . N S

(Name of the Patient)

............................................................................. T T T L LT T T P LT

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

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

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

My signature on this form indicates that SPONTANEOUS ML e AREIAG 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 a chance to ask my surgeon questions.

4. |havereceived 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. .............. DR: BHANANR K

Consentee : . Patient Attendant :

SRR - o SN .. Signature : ?ﬁ? .............................................

Name: ............... Name: .......... %QW&W ...........................

Date & Time : /'f[ Relationship with Patient: J3Vers ...
Date & Time ;... AN\2E.. \2:28 Pl ..

s Doctor (who is taking the consent) :

QRO s oo st SIGNALUNE & .o T

e Name: . DR: NBUSHEEN

NI ....csicinsosuoivisasehipasinsussaninsinss Date & Thme : Lf[C{chj)_’um

Docu. No. : RCH /FRM / CLINICAL / 027
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Ref. No.: F/HW/CON/ANES /02

P CONSENT FORM FOR

Rainbow* ‘ BirthRight |  GENERAL / REGIONAL

Hospital BY RAINBOW HOSPITALS ANAESTHESIA /| MAC

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

Patient Name : ......E... Maxd lhani..... ... Age : drn ‘-fV
Gender: MO BEI/ IPNo:...... VB, W@%%ﬂlfkensultant W - Kbhavama....
Ward/BedNo. : .........ccccocveveiricrennnncne.... Anaesthesiologist : .. R MVque&E-'«

Operative procedure planned: .. dmw’ daawv\.&.

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 t_hé
following medical problems and | have sought necessary clarification on all my doubts.

[J Heartdisease ] Hypertension O Diabetes mellitus (] Renal failure
O] Hepatic disorders [ Shock [ Multiple organ failure O Polytrauma/RTA

O Incapacitating COPD . - [ Others:. hfnn'kmmm,, WW @iﬂ’

Comments:: .
+  Doctorto documentin 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
M"JL WAMQ .. the above mentioned operation | Diagnostic | Therapeutic procedures
Lewdea LRALANAE..... -
| authorize and give consent for anaesthesia mglonal / L1 General Anesthesia / O Monitored anesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, 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.

CIN : L85110 TG1998 PLC029914 www.rainbowhospitals.in



| 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, CVP line,
arterial line, use of nerve blocks for pain relief, changing from regionat 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.

- PregnantvEJ/e CINo

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia /R€gional Anaesthesia/ MAC 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 Atteut Witness :

Signature : . W Signature : . /%

Name : B W[l\q\ﬂ Name : @ Ea)g %’W
Date & Time : 4\'&\)—6

Relationship with Patient: ..
Date & Time : L‘\é [Q'C’

Doctor (who is taking the consent) :

Signature : ............ LQ_JW
Name:: .......DIR: M‘VLM%’W
Date & Time : Ot;lﬂ..’al -

CIN : L85110 TG1998 PLC029914 www.rainbowhospitals.in




20\

’('ﬁ“/-l}bm e @ R - 17 W— SGDTISGPT ”’[“—7 Allergies:  NY.DA -

>

Department of Anaesthesiology 2*’"}"' db:‘;:; & BirthRight

PRE-ANAESTHETIC EVALUATION Hospital B S oS
L NMadinean... v Age: A0 YT Sex Seunat . uHoNo: VI8 - 002029Yy2

Date: ..... 0"!‘0}"\2‘5 . Time: . 19 2%, AM..... Promsedﬂperaﬁon:.....M.W...'%Q%ﬁgi....

Diagnosis: .....{AS. Pl‘-\‘l‘%a '3mW@ X Koo LCM
B.P/CRT: ”"",-‘lt.ﬂn ”ll{uwmgnr 241’4Asnpnystca15mus 01 1:'!'/:::3 04 0O

qm«womjw Laborstory Data:

e v 5 GIUCOSE: ... PRI ..o HV: o€ X-Ray: .

1) AR, ) — AD: oo ses HBS ECG: ..

WBC: oo creat: ... D0y . Towtsn .. Q1Y HOV: . , .y

PIGLE! ovvoeve e Na: o A X Di. Bill Bload group: &P&mem

PT...... }21—' K e Bt Q. LDH T3 o O e,
PIT. ... 2 084+ o AKPhOS: . T4

... 0:-&.. T S ATWZSE: ..oocceccg TSH

Medical History:  CVS: 10 ALK Ue Mo/tmﬂ%m{ tomplaints -
RESP - Diabetes : m@/ Mabhker -y Yyn: . 24y

ONS : ov. iy - vl b T~
Renal : WMMW @‘*; 2uw - (47372 WW‘M’ gowg v -
Hepatic / GE : ) ' Physical Activit. W vwel »

Others : Mo e (@ C!:‘B Lot L 4a (v 2093 th..q [ . WWD
Past Anaesthetic History: My e b tag (v peq.
Physical Exam:

A\
Airway: MP @ 4 Mouth Opening: G Mentohyoid Distance: G_’u\) Neck: S"Uﬁl; EI]:aelh: :Jll—dzbl"'
Lungs : &t{;ﬁ'@ ej o o lLooct Y-

o5
Pregnant: &=f6s CINo CINA Venous Access Site : /12€SA bl&pine Exam for regional : ('9 LA e

Anaesthetic Plan: CIMAC EFEGIONAL CIGA-ETT C1LHA 'g#‘u,) e

Peri-Operative Plan Explained to the Patient: (%€ 0 No

CURRENT MEDICATIONS DOSAGE Pre-Operative instructions: Lﬂ\tw 3:-5' @ grwm

. 1. DVT Prophylaxis :
ik ij‘fu-’ e"'ig wicq gb\ s T — wd
e Q:UQ '3’1"» | W 2. NIL ORAL<:0mersBH0u

bP{ =0 qﬁ% Informed Consent: tandard O High Risk

Ew{ B Uiy 2~ ’1& 4. Post Operative Pain Management: Cfscussed with Patient
L b\\”‘ Lowiet 20 Vuu! WD - 5. Other Instructions:

Signature: ?_/ Name: JQM\”“&‘QM

Docu, No. : RCH /FRM / CLINICAL / 044
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L‘&iﬁ”‘" sysmon  Fl Rain%w' ) Bi o
il Avesmesnomar S | fgn
Pre Induction Assessment:
Change in Patient Condition: [JYes £2'No Fasting Status: MA{\M\K
Physical Status: | " Patient Identified ~Z" Consent Present 7" Chart Reviewed
HR:. A%~ [BP/CRTI6| 35 |50, [o6.] TRR. Z5[w< [ Last Feed: > 6%

Pre-OP Diagnosis: s Y1l Bz Y L4O o

pate : ©4| 0% 12« .

Technician: ¥4

Antiblotic
Suppository
Blood Loss
25
m{m/ Tes [Too (oo
ﬂﬁm‘—m N
Temperature
Trins Output NOTES
i3
BP 240
V Systolic 220
A Duastiic
X Mean 200
* Heart Raie 180
hw::’: 160
Theoat Pack I e
Treot Pack tat 120 NG
100
]
Muy
40
20
10
1]
3 -
LAB Values
| e
& Equipment Checkedang | Temp: Inuction Regiocal:
Functional [ HME [ Fhuid Warmer Ow (1 Inhal Extramity BPEOHY: v smsarssmssssssrssonss
e op R (] ClngFim [ OH Warmer OPeo,  OIRS wFopoal [ Epiwal [ Caudl
w27 CultSie: 10 .. [ Hugger's [ Cotion Wool [ Others Others:
O AW ) “aple
- R g Owa Qm e el 04
[0 Temp Site ' 3
g anaes strt . 0. 1.1 0. 2w T SR S Neadlo Sze: RSQ ). 0egty ..o
(3 1)
O Aot boskis opsat ... Q15 o krey | O Oa ClNasal ] Cutt Pansthesa (Ives &Mo
O Pulse Oxmeter OPW—-----[--E-- — O Tracheostomy ] Topica Catheter at SkiN ... em
‘[ Capnograph Leave OR:....1.= :Q. e Oong Drug Name & Q _Q’S.-TJ'“
g :rm Enum [ Awake [ Direct Vision Bokis: .......... - M
m._ GA [0 Video Laryngoscopy [ Stylette / Bougle jon’
LM«-—, [ Monitored Anaesthesia Care O Fveroptic
POION: e {Regional Blade# ........... T "
2T Pressure Points Checked Dificuly Why?
Line (Size & Location)
g';ﬂ () el [ Bilat = BS
T ot E— [ Semi-Closed Circle
g Tge dN.rgﬁ. -L._- s e [ Closed Circle
Padding '
& Awake - e




VIH-00203942 IP-00060223

Mrs B MADHAVI Z .
04031986  40Y3MOD  (F) Rainbow ; T
Dr. BHAVANA K Children’s & BlrthR!ght

T Carer | P
It takes 2 Iof i treat the hitle, Your Right to a Sale Delivery

POST-ANAESTHESIA CARE UNIT RECORD

g
Received in PACU by : {'\tm%{\g Time Received : l\LfOPD’\ Time Discharged : an
;j:g 250 | 1y Cannula e : d";ﬂk!}dﬁu&m o,
m 230 4 230 | [ 0, Mask [ Hasal Prongs
;:‘93 ;fg gfg [ Tracheostomy [] T-Piece
i 200 200 | [ Oral Alrway [ Masal Airway
g 180 180
180 80 —
8 170 :‘I‘-'(i Vorniting : O Yes [dflo Drug: Mt}ﬁ,é,ndm?
3 LR tey [ Mewoe:  Oves &R
v :g ““*‘ akal? :;g Drain; O Yes [=No
e .
A 120 A 7 120 | Urinary Catheter: [J Yes [TNo
”3“ :::g 1:,2 ChestTube: [ Yes [TNo
O @ ® % | witoral O Yes [JNo
70 ) 70 : e
IV Fluids:
60 60
& 50 1 50 Oral Feads: o
= 40 40
v % 30
20
33 F 10
(1] (1]
SPO,
POST ANAESTHESIA SCORE MINUTES SCORING INTERPRETATION
(Modified Aldrste Scare) N 55 Teo [0 |0V s
st it s S ORI k Fisle A Minimum Total Score of 8 is Required for
Able to move {f exremities voluntary or on command = == Discharge
S 5
7 limi = RESPIRATION o <
VS -1 N n 1213 Exceptions to this, are to be explained in the
g : %gc pr mm e =2 s n 5 y space below by the Discharging Physician:
BP + 50 of Pre Anagsthetic leve = %
staﬂaw i Il - ? CONSCIDUSNESS
Not uﬁ'? - = 21 3 Uil
Pink =
Pale, dusky, biotchy, jaundiced, other =1 COLOR
Cyanoc o ) y b 1o
w w0 ]2]a i

PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

IO I = Y

Pain Tool Used: [ NPASS [JFLACC C1WongBaker [ NPS Reassessment Frequency:
D 1. Every eight hours for all hospitalized patients,
i . Y 2. For post surgical patient, patient with chronic pain, patient with severe pain
Anaesthesiologist Name : YA B T, . s Eaaat A
inlnaict Q 3 b.  After 24 hours every 4 hours
Anaesthesiologist Signature: ..o b ALY .  PACEAAING) :
d.  With in 30-60 mimstes after pain relief intervention

Date & Time: K{@D‘:f@&saf)v
PACU Nurse Name : PIG_GGW[/* Transferred to Unit by (PACU): o

PACU Nurse Signature: .o -i‘ ........................................................ Date & Time: P

Date & Time: U\Jﬂlzb@ﬁlqhn """""""""""
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Rainbow® ) _
Children’s l ‘BlrthRight

Hospital

it akes 2 lot o treat the little

Your Right 1o a Safe Delivery
Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

BRE: viiisiininnsmiis:. THDE ssuvsovssssisins  PTOCDOUIBTOMB DY ...cocviiviiinmanvissimmimaasr s

CSE /Spinal /Epidural POSItION : ...ovovevereceee SPACE fueeeereraecnseesnsmrseennenene TCHNIGUE (LORLOS) oo
DEDIN. oveererersnaesnsassoneass Catheter at SKin: ...eevvveeveermeesssermesssesens AHEIMPES © oo serer e e s e ssesesessnnnes

PR - YOI BB IS ™ .o i i s

SOOI COMPIOMIION . vioionssnsspiniosnassiiiosuisss st adissas s kil

Any other issues :
- | RO ORI R

Infusion Rate | Level Maternal
Time | (mimr) | Bows(m) | o Right [“Bp | puise| FHR V-

Delivery Details : ~ Time : ..voeeeeeeennee. APGAR: ......c.ceerveeee. SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip Inspected : ........ceveerverveennne

PRt SAtS RO s v s e s AR s e

Discharge /Shifting ordered by
DOCOr-SHIENIE. o asiny i b
DIOCTIN NN bt s

Dats a0 T v aisoinvusssissihsis i st o
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. L= e
I s Children's | @ BirthRight
BT ospita B AR oSPTAs
~ immomn ospita
OPERATION NOTES
Surgeon : Asst. Surgeon :
Py R)Ea\cqnq. K. Dy. !\Ymuﬁetn i
Pre-Operative Diagnosis: GS PILI1A3 ok 2 +HDO'Q-S(:% Cm} 1 ﬂﬁf:;nw o ﬂo“-
Surgical Procedure : Cuw&g CMJ% L;A, Q- v
indications for Surgery :
Date : 444 |6 Start Time Ol 'OA PM | EndTime: 041 300M

Post Operative Diagnosis:

Peri-Operative Complications:

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

Operation Notes:

~ Unde s aneglic cao cﬂﬁm__,_%%m&@*

awwithusia , potioit ploced ain  [thotomy  goicn
%M&Mc&m&

PTO.
Doc. No. - RCH_/ FRM / CLINICAL / 099 T0)

¥




g i —

«Am m@ﬂ m \)ﬂgmﬁz( waﬂld ‘fe‘gmf?’ Y

M&M&L&%ﬁ

- A, Lip )i wsny  babeocks
Y [&muﬂ Hisie . aikens J‘*(cDoua,@{,s’ Fted

f?;rmj M
; %Mwm

N aVA) >
\‘\9}] T s
3D T
Name of the Surgeon: .. DQ 6[&@\,&}1& k V

Signature of the SUFGBON: .......coocuvivmimmimsnss s

defn 013

Date & TIME. cvovvveemee b L o
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W]
::?33;3 ’ IP-00060223 Rain bs-gw@

o R Children's | @ BirthRight
i ol | WEmes
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: P{ L g C [34yweeg € Any Infection: [1Yes [INo [INotKnown
E ({{ o a}ﬂa‘g N@(L“Eﬂ‘? ¢ m@w 1S | If Yes Specify: ..
e _

@ | Surgery/ Procedure.C Hl(?@ -I&Top.bgh hgéjﬁ% Iiost ORDAY:/ 4 Civ .-’CO- ¢
o | Date . b b
: Shift A ™\ oX 0\
& | Medical Condition -
% | (Any special condition to be noted): - =
= | Diet B | e | 8™
Allergy: C1Yes =No | Yes D)Mo | Yes £7No [0 Yes CINo | T Yes CINo| O Yes CJNo
Ventilation (RA, NP, NIV, VENTI): pA 26 A
Tubes/Drains/Catheter:”, \ o \\olly |- Yes =No L1¥6s [1No |=rYes CINo | Yes CNo O Yes CJNo| I Yes CINo
i e Temp: | q Q- bf ak6€ 9% 6f
£ | Vital Signs:
= Res: | 2ohtm| lafm | |q bt
A S0, | 4a«. |Af, | 44,
2 Pulse: | g2 bivoy iy | gebM
BP: | \16 [zt WO 1 W16
LOC: | (o smatl |[RmsiCows |fonsiouA.
Fall Risk Score: | 11" “e ne
Pain Score: | \o/ % o)
Skin Integrity a[qn"l-f [.,L.%\;LT\ ey it
Safety Needs: | Yes C es (1No [=+Yes TINo [01Yes CINo | Yes CINo | Yes C)No
Physiotherapy: | — R e P!
§ Others Specify: |1 Yes =No | Yes ;Mo | Yes C'No |1 Yes C1No | C)Yes CINo | O Yes [JNo
8 Special Diet: [\ 1™ | N R
& |Critical Lab Test / Values: — -
E |Other Special Orders / Medications: | Yes Lo | 01 Yes )Mo | [ Yes TTNo |1 Yes C1No | I Yes CJNo | Yes CINo
E’ PU Prophylaxis: T Yes l=No :YeS)Zﬁo O Yes &MNo | Yes INo|Yes CNo | Yes C1No
DVT Prophylaxis: [ Yes &N |0 Yes [ Ao [0 Yes Ciho | O Yes CINo | O Yes C/No | O Yes 1 No
ADL (Dependent / Non Dependent): |peeadad W oeprnded
Post Operative Procedure Special Orders: - '“D
p P ,)@amﬁ\m O P ¥
Handed Over By Name : Pﬂ)ﬁ a ’Foj a
Signature /1D : @— 00| ¢ qosus0
Date. wtélz 6 |Hogl<b 116 1S
Time: @\ (M @
Taken Qver By Name : MHIL "P(Dﬁja
Signature /1D : a\(ad | qo5019b
Date: uleht | albl%
Time: @\1‘45( @ ‘Lfee
Py




SR

e 020354, — Rain;%w“
0¢’;:,m%w 000505, Children’s & BirthRight
WMM Hospital | s
W/M/f NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: [IYes [JNo [ Not Known
g If YES SPECITY: ...
5 Surgery / Procedure: Post OP Day:
g Date s
& | Medical Condition
§ (Any special condition to be noted):
@ | Diet:
Allergy: C1Yes CINo | Yes INo [ Yes CINo |1 Yes CINo |1 Yes C1No | I Yes C1No
Ventilation (RA, NP, NIV, VENTI): ;
Tubes/Drains/Catheter: TYes CINo | Yes CINo |T1Yes C)No | Yes C'No |1 Yes C1No| T Yes I No
E Vital Signs: T;”;:E
§ Sp{Jz;
@
2 Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: | Yes C/No | Yes C1No | Yes T/No | Yes C1No|1Yes C1No |l Yes ©1No
Physiotherapy: '
g Others Specify: | Yes ©1No | Yes C'No | Yes C1No | Yes ©INo | Yes C1No | Yes - No
§ Special Diet; '
& |Critical Lab Test/ Values:
E |Other Special Orders / Medications: | Yes ©1No | Yes “INo |71 Yes ©INo | Yes = No |- Yes C1No [ Yes C1No
5 PU Prophylaxis: ClYes [INo | Yes C1No |1 Yes [C1No | Yes C'No [ Yes [1No | Yes £1No
DVT Prophylaxis: C'Yes CINo | Yes [1No | Yes CINo |C1Yes T'No |l Yes ©INo|1Yes ©INo
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:

Docu. No. : RCH /FRM / CLINICAL / 097
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# Mrs B MADHAV!
04-03-1986
ANA K

"

40Y3MOD (F)

Rainbow”® o
Children’s ‘Blrtthght

\

Hospital BY RAINBOW HOSPITALS

It takes & it to treat the little Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

RESP

(write rate in
corresp. box)

Saturations

Administered 0, (L/min.)

LR T TR T L e 9 5 i N S . S S S ) .

3,dway
w
~
W

ajey UeaH

130

120 & o \\D

110

100

90
80
70
60
50

130
120
110
100
90

e
anssald poo|g |oisAs

80

70

60

&S

-
ainssald poojg Jjoiseiq

50
40

NEURO Alert

RESPONSE voies
( /] Pain
Unresponsive

mis / hour < 30

URINE > 30 —

Protein + +

Proteinuria -
Protein > + + &

Normal
Heavy / Foul |8

Lochia

Clear / Pink

Liquor
9 Green

Y

Tl D W 1 ) O ST ) ) e (S W S N ] RO

Kl

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial

3K

0
[
ot

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



Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

\ y,
4 i i )
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
\ G - >

a )

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

K J

* The Modified Early Warning Score (MEOWS)
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake Output IV Site

Thrombo- "
Date | Time gam Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis [ Sign.

Score Nurse
Mouth LV N.G

08:00 am
09:00 am
b 10:00 am
@ 11:00am | g2/ 4 il FE o
N [0 [ 4]iooel] .
noven| QY |vgwf [[0guhlhe & N\

Total Intake : oy vy /[ Total Output : V(0 J
02:00 pm

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

Total 24 hrs. Intake Total 24 hrs. Output
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Date of Admission: +l‘l?’°u Drug Allergies: N . 20 1 S A0t 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.

S0S / PRN (As Required Medication)

DRUG :

Dater
Time

Dose

Route | Frequency [Start Date|

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Datey
Tirpe

Dose

Route | Frequency |Start Date|

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date»
Tirvne

Dose

Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:
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u\ﬁr\ﬁ\*““\\‘“i\\““\\\\\\\\\\\\“\\ REGULAR PRESCRIPTIONS ~ Weight. 1.1..!.@1’.5.' ward. [IW___..

DRUG: T THY ROXTNE %?It,i

Dose Route Fre?\t’l?rgy Start Date
5™ Po | Sary | 4lefu

Name & Signature of the Doctor

Starting the Drugs:

4t DR YouelHiar

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

A4

Date
Time

DRUG :

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Datey
Dose Route | Frequency |Start Date y
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Datey

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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’m , I Date»
WAL i Tlme ] Nurse Sig, Iﬂs&&u. [ Nurse Sig. I Nurse Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign Dr. Sign Dr. Sign. Dr. Sign
Route Start Date . fose - —
Dr. Sign. Dr Sign Dr Sign Dr. Sign
Name & Signature of the Doctor Do Doz Daso S
Dr. Sign Dr. Sign. De. Sign Dr. Sign.
Additional Instructions: Oae e Oose Dok
Dr. Sign Dr, Sign Dr. Sign. Dr Sign
Date»
vAHI“BLE DOSE Tia’]e [ Nurs&Sng. l Nurs‘ESJq. [ Nursas-bn Nurs:!Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign Dr Sign D Sign Dr. Sign
Route Start Date Jose . dose .
Dr, Sign Dr. Sign Dr. Sign Dr. Sign
[ Name & Signature of the Doctor Dote e e Dose
Dr. Sign Dr. Sign Dr. Sign Dr. Sign.
Additional Instructions: . pose pose -
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign
STAT / ONCE ONLY DRUGS
i _— Dosage & Other i
Date Time - x?cauar;\' Fstructions Route Signature Ntirses
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MEDICATION RECONCILIATION FORM

Drug Allergies: .................. I e,

ot 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)

SNIfting FrOM: oo MNLLD...... Shifted to: ............. Y
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No| ' (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | oot Time ?gﬂ:ﬁfm
PO ONCC _
1 T. TRoON | TAR DALY 3}5,% ¢ &0be
ONCE
2 T- CALCTUM) L THR Po DarLY 3[c|2¢ |CIC ©TC
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3| T FolIc Bcip  |)114Q PO I oany | 2[¢2%|0c =t
TH
. D T - -
4 | T PYDRoGEsTERONG |omy| pg HoopLy 3(4[2 |FC €ADC
P on(e .-
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6 : YRoxTN TsMg|  po OATLY 4l4fre | Cinc
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10 Jc Coc

MEDICATION HISTORY RECORDED / VERIFIED BY

* C- Continue, DC - Discontinue

Doctor Name & Signature : s ... DR NOUESHSARL

Date & Time : ... 4. 16 202< AN OM
Nurse Name & Signature: ........... J209 a®4
Date & Time : Qtﬂ@b@“
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