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ACTIVIT e ceema "3

23-05-1992 34Y1M5D
N Dr. KAPPAGANTULA APARNA
ame: === (TN -
NllfIIHIMIIIJIIIHIlIMlllllllltl

UHIDNe: = eeeeeee Consultant : ===--—--- Dept

Date of Admission : ---?-5-[{’-!-‘-2-6-“ Time : -L-~-'?:(Pnl Date of Discharge : ----=-==ememmmemm Time: ===-eeceeee

Room / Bed No —«-‘?-‘-a-t-)- ------ Ward __---_LI.IJ. ------- Suggested Billable bed type : -------=-------

WARD TRANSFERS

Date Time From To Signature of Nurse

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

10.
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MEDICAL EQUIPMENT ( WARD & ICU)

Date Er:flri.gfnzfnt Cor:nr::fnc;ing Disc?rr::"licting Order No. Signature
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P - - NA 2
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PROCEEDURE

Date Proceedure Quantity Order No. Signature
2¢lelae | Ty D e put= (1) 1Mo/ M~
os\po | MERPC @ ‘59%?61/0 oy

© ‘ T 49(Che |07t
Ko chedte dbq| MO 39(6
ANY OTHER INFORMATION
Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




DEFICIENCY CH“IE&};(‘;IEIIST OF MEDICAI CASE SHEET Rainbow® A
Mrs KOTERU GEETIKA ﬁgggirg;’s ‘Ewﬁlsgm
Patient Name : 2> pexammruia aatin IPNo: 60OS b SR
Ward: [ Ju) ATy oon: 28]6 NG
No. of _
SI.No List of Records Pages Legibility Completeness Remarks
1 Admission Sheet O\
2 Discharge Summary o \
3 Nursing Initial assessment form 9 )
4 Patient Trasfer Forms -
5 In-patient Medical Record =
6 Doctors Progress Sheets 0 3
7 Nurses Progress notes 0OR_
8 Consultation Sheets =
9 General Consent for Treatment o)
L Conset for TaV pod~ O |
o Consent ferBleed-Fransiusompae-] 0 |
12 Consent fectChematherasy (o -1 O i
13 Consent for High Risk e
14 Consent for Restraint -
15 DAMA Consent —
16 Consent for Special Procedure -
1 Consent for Radiological Investigations =
18 Consent for HIV Test -
19 Anaesthesia consent form -
20 Anaesthesia notes(Pre Anaesthesia & Post) ~
21 Pre Operative checklist e
22 Surgical safety Checklist =
23 Operation Theatre notes -
24 Nurses Clinical Presentation -
25 TPR & BP chart 62
o Intake and Output chart (fluid Chart) | Q2
Drug Chart (Regular prescription) 0
28 Daily Investigation sheet =
29 Investigation Values (Result Sheet) o)
30 | Nebulzatienehati€dicobion & |0 |
31 | Dissetiechatt Ohont0Usy Jn 10 )
32 | Nutsitional Review chart B3owd &\ | O)
33 L ' in e | o)
34 Pgﬂf_mf.tiu@mn Form- V@A ¢ 0)
eeli 0 g0 Qg
/"__,.3‘-—‘._\
O |
Total No. of Pages / /--\
ML S
Signature and Date : CLI-E i
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ERROR LOG

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

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE



s [+ 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
s WEB : https://rainbowhospitals.in
ADMISSION SHEET

y . LR RN E LRI LR R
Registration Details :

Admission No : IP-00060506 Admit Date :28-Jun-2026 Admit Time :01:27 PM UHID : VIH-00206337

Patient Details :

Patient Name : Mrs KOTERU GEETIKA Age :34Y1M5D

Guardian : Mr KOTERU PRUTHVI GOPAL REDDY DOB : 23-05-1992

Gender : Female Religion ;

Occupation : Martial Status

Address (H) : KOMPALLY VILLA NO 131 THERIGH BORHOOD  Phone No : 8050080002/ 9205267018
;i;gg;rzpet Hyderabad Telangana INDIA E-mail . NA@GMAIL.COM

Admission Details :
Bed Type : MICU Bed No : LW 220 Ward Name : N 2F-LABOUR WARD

Room No : LW 220 Admission Type : First Visit

Contact Details :

Name : Mr KOTERU PRUTHVI GOPAL REDDY Relationship : Husband
Contact Address : KOMPALLY VILLA NO 131 THERIGH Phone No : 8050080002
BORHOOD Hankimpet Hyderabad Telangana
INDIA 500014

e

Signatur.e ]
~wctor Details :
Doctor Name : Dr. KAPPAGANTULA APARNA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : ELECTRONIC CORPORATION OF

INDIA

Printed Date / Time : 28/06/2026 15:16 Printed By : 021447 Page 10f 2




V020N 1™ 00060506 ,pfé

P ST (UTEIILIIiIEElH:'\ Rai b-:" ® . . }
S - Ay Children's ‘Blrtthght
BY RAINBOW HOSPITALS
(LR Hospital | | N mrmmeoneeerus
OBSTETRIC TRIAGE ASSESSMENT FORM
Date; 38&:[26 ...................... Time of Arrival: ]QOPH’J Time Seen by Nurse: ........\ .:.szpm ......
1) Level of Consciousness; = Conscious (] Semi-Conscious L1 UnConscious

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

L] Severe Pain / Moderate Pain {J Preterm rupture of Membranes / Leaking Water PV
CJ Bleeding PV: Slight / Heavy [J Preterm Labor/ Labor
Ul Decreased Fetal Movement [ Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement _L2-Other Reason: PV(KQ\H { PDJ’OI')SCI’L{]J‘*O“
3) Vital Signs: Temperature: 36:2F . puise: 308l RR: 0blne sp0,: .96, Bp: lis.).&‘.*.’.".’.'"t)\leight: 4':’(61(;?
4) Gestational Criteria:
Gravida: G Pri m} S L~ '
LMP: ... Y qugg ................. EDD: QIII?—T ................ Gestational Age: ... )2 Loce k 4.
Uterine Contraction O Yes ;No CJNA | Onset Time Frequency:
Membrane Rupture OYes | CONo | ONA | Onset Time Fluid Color:
ot
Vaginal bleeding OYes | ONo | OONA | Onset Time Amount:
4
: If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [ Yes D/Np 1 NA Pain Abdomen / Vomiting
Good fetal Movement | =+Yes | CINo | C1NA | T No specify:

5) Pain Screening: Numerical Pain Scale (NPS)

| | | | | | | | | | |

@ I I I I I | [ [ I I

1 2 3 4 5 6 7 8 9 10
No*Pain Worst
possible pain

i A R R SRR SUR U N o S s R L T
L S R e Days / Weeks/ Months (Strike out which is not applicable)
- Gharacter:...........................: ............................................................................................
o Frequency: ........cccoooovvveeenns... s S T e
« Interventions: o

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

6) Past History:

a)  Surgeries: HZOC @&Db{k@&j*@CHtMVW%GCQdﬂ# ; LkQCL'J% fCLcﬂ JQ]{,;ML,MH
b)  Medical: K

Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0)



ViF=-uwgUuaas -

Mrs KOTERU GEETIKA
zs-os--lm 4Y1MSD (F)
PPAGANTULAAPARNA
M,
TR LTYes B T VRO o oo ciisisammissnss tassesisinsis ME s e Bl e
8) Current Medications: [ Prenatal Vitamin J2None O Others: ................ Y, < SR R
9) Prenatal Medical History: o
. Yl
= 'None [OJ Gestational Diabetes
[J Chronic Hypertension [ Low placenta _
[J Gestational Hypertension [J Others if yes, specify Trmraan ey ) 1 N
J Diabetes

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (0TAS)
/[2}/ Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
] Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
1 Category Nk Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
OJ Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
[J Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

OB{:U Ohstelncal Trlage Aculty Scale (OTAS)

(U!mll'
__s.-so’ini’nut'eja"-s

Discomforts of
Pregnancy

: Suspected Pre-term Signs of Active Labour | Signs of Early Labour/
| Imminent Birth ‘lkabourf PPROM < 37 | > 37 weeks SROM > 37 weeks
eeks

| Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
| with/ without abdominal | cramping (<spotting) with cramping

| pain <37 weeks (>spotting) >37
' weeks

Hypertension > 160/110| Mid hypertension

| Seizure activity and / or headache, visual :s;ggfag,(g d"‘;?;:}‘:‘g’n%”‘
: disturbance, RUQ pain symptoms

. % : Atypical FHR tracing,
ab"";""t;' ;HR ““:‘19 abnormal dopplers
§| Mon-rewal Moveme Diseased fetal movement

« Acute onsite severe « Major trauma

Abdominal/back pain | . Ongoing assessment | « Anything that does not

abdominal pain - Shortness of breath greater than expected in |  from out patient clinic seem to pose threat to
+ Altered level of = Unplanned and pregnancy ; (for hypertension, blood|  mother or fetus
consciousness unattended birth « Flank pain / hematuria work) « Cervical ripening
+ Cord prolapse » Nausea /vomiting and | « Minor trauma (minor | « Out patient placenta
+ Severe respiratory Jor diarrhea with MVC/fall) previa protocols
distress _ suspected dehydration | . Nausea/Vomiting and | » Pre-booked visits (ie
« Suspected sepsis Jor diarrhea Rh and progesterone
« Signs of infection (ie injections, NST
dysuria ,cough, fever, | « Assessment for version
chills) « Rashes

Time seen by Doctor: .....!.:..3:.0.Pm ....................

Nurse Name : ..... YQ‘H'\E’.LLLLA ............... Nurse Signature: ........ %“ .........................................
Date: Q‘&[‘a - Time: ...li..O.ﬁ.Pm..



H-00206337 1P-00060506 -
Mrs KOTERU GEETIKA ) =

aY1M5D T T oo J
23-05-1992 Rainbow .

S ([ ot | Qo

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: 0?8]6126

Baseline Information:

#
L4

Admission From: CJER ] OPD ,B’Aﬁnission Desk [ Ohers, SPECHY ...t eeeeeosssssoon,
Primary Language: = Telugu ] English (] Hindi R e
Doyourequireaninterpreter? [JYes [ MNe— if Yes specify RESNOIIPRRRREPI SRR, o i O IR LR e 2l Vb
Source of Information: HPEfiEnt L1 Family [T Others, specify #
Allergies: [JYes [ No U] Medications [ Blood Transfusion [ Food ELEE i e

Chief COMPIAINLS: ..............ccoooooircrrnsrcisricnnsssssssssssssssssssssee DOGHOF Notified on Admission: £+¥es  CINo
- 7
M'RUMIQUH%PNC'CWK Name of the Doctor: .. Dt LA L.

ﬂi‘rﬁ@k’dtﬂmtﬁ Time Notified: ......... l.?opm
Past Medical History: Obtained From /- Patient ] Family Member (] Medical Record [ Other (specify) .......... T s
Past Medical History Past Surgical History Previous Hospital Admission
o Ceauiotomy - 2019
0 in view accidew, Ves

L(O«OL %_e_d.w] _'IC']GV-US‘\'DYNH
Gynecology Assessment: [ Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: .............cocoeeverrennen.. | Cagsarean Section, =INo [ Yes Contraceptives: }Nn (] Yes

.| Gervical Cerclage: .=+No [ Yes Vaginal Discharge: =No [ Yes

Onset of Menarche: .....................cccc......... | Ectopic Pregnancy: [INo [JVes Post-Coital Bleeding:pNo (] Yes
Menstrual Cycle: CJ Regular [ Irregular | Myomectomy: [JNo [JYes Infertility: [ANo [1VYes
Last Menstrual Period: (-{!LJI% Others: ; Fr haes It Yes Type: [J Primary [ Secondary

-—

Obstetric History: GPT'm SR G N BRI | ot = (e S
Previous LSCS: 1‘\(0
Current Medication: = None [ Yes, If Yes, Fill the reconciliation form

Family History: No Abnormalities Detected
[ Heart Disease [J Hypertension (I Diabetes [ Stroke  [J Seizures [ Kidney disease
L Liver disease 0| P e T R )
Vital Signs / Measurements: Temp: 36:.2°5.... HR: @0 (. RR: . 20k) m.
BP: uu.\.ﬁ.um% Weight: 551:.6.?? Height\466m.  BMI: 0.4

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

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



VIK-00206337 1P-00060506

Mrs KOTERU GEETIKA
25.051992 uyimso  F)
Dr. KAPPAGANTULA APARNA

T

PHYSICAL ASSESSMENT

General Appearance: ilH/mlthy L1l looking [ Anxious [] Agitated M S

Fall Assessment: [ Yes L3No Score D (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: []Ves (N0 '-Score.....Q........... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant

©J Mobility problem ™ Walking Problem /flm’ﬂﬁnormazity Detected
0 Developmental Delay ~ Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria

NUTHITIONAE_,SBREENING: CJ No Abnormality Detected

__Ldoverweight ) Poor Appetite > 3 Days [J Needs Therapeutic Diet.
CTUnder Weight (] Diabetes Mellitus o 2 ] Hyperemesis Gravidarum

Inform consuitant for positive criteria

PSYCHOLOGICAL SCREENING:

/E'Dﬁm & Cooperative (] Restless L] Depressed L] Agitated L1 Confused
S o I S ot 0y T SRS L

Inform consultant for positive criteria

. ‘ y

SOCIAL SCREENING:

1. Marital Status: [ Single -Eﬂ@ed _ UiDivorced  CJ Widow :
2. Special Habits:  Smoker: [] Yes D*NE/ Alcohol Abuse: [ Yes 8{ Drug Abuse: ] Yes «E{o
Social History: Lives With ........ }:Qmil‘f .............................................................................................................

Orientation has been given regarding the following aspects:

Call Bellin Reach : [ Yes [_Ng Waste Disposal Explained: £TVes CINo
Infusion Pump : Ves [ No Hand Hygiene Explained: FYes [ No £ Others

Above information given to M"SRD'T&QLLC}E&'mkR
Name of Person Orientation was givento: MréKO’TGQuf}f:GT'ikﬂ
Orientation not given Reason: I e UL A 0 2t W

Nurse Signature: C’(&
Nurse Name: FQ&%Q&&Q
Date & Time: ?lﬁ\.?—ﬁ@h‘-lf{m




VIH-00206337 IP-00060506
Mrs KOTERU GEETIKA
23-05-1902 MY1msp (F)

Or. KAPPAGANTULA APARNA

LR
IP ADMISSION SHEET FOR OBSTETRICS

z
Rainbow"’ ) —_—
Children’s (4 BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt takes a lot to treat the litthe, Your Right to a Safe Delivery

Presenting Complamts . ;
s AR LMP: uld | e, EDD:
wbt oy dpamnada Corrected EDD: 9| (4. GA: (2 + | waeeky
oM Je5) —poadwc OAbgfa :
Ohstetﬁc Formula: v Menstrual History: Regular Yes [] No

- Ut NACM
Obstetnc Hostory:

Obstetric Examination

G '-1910 i ‘ff’“\} i bean Fundal Height:

Ut. Activity: elaxed ] Mild [OMod [] Severe

Present Pregnancy Record: @An hodted 4o |iquor: [ Adequate [ Oligo [ Poly

vl
) 4 :[.\\:Var\s,bﬁq Ty PP: [] Cephalic [ Breech Others
- N Hlo vy b\cuurj f (xu.r‘u o Head Fifths Palpable:
RISK FACTORS: elo doraan. FHS: ¢TNormal [ Tachy []Brady []Absent
3 | ) \ 38hp
§ M dest ~

Per Speculum Examination {2 o Pﬂi) ¥ pas. lis
Draining: ("] Present sent (] Bleeding
Colour of Liquor: [] Clear [_] Meconium [] Blood Stained

~ PPRAW Vaginal Examination  pat~ Y\ b\uuix. 2

N 7 Cervix: [Jlong [ Partially effaced [ Effaced 3

Height: ... >.&..cm

Weight: . Xk kg 0s: Closed Dilated

; A"BI’QIBS.............‘Z‘.‘ ......................................... Membranes: ] Present ] Absent

Breast: . [JNofmal (] Abnormal o . .
Liquor: L] Clear ] Meconium [] Blood Stained

General Examination:

Bk renaas: c,\ L(Q Pallor: @ Presenting Part: [] Vertex [_] Breech (] Others

Icterus: @ Edema: (<) Sutton: O0-3 0-2 0100 O+1 O+2

Temp: PR: T 40 b £, peis: [] Adequate (] Doubtful

BP.;;;]&&M DTR: (+) |

VS5, 5, @ RS e © /]

Liver/Spleen: »tAYD Urine Output: At el /

e e il e s o e
E Qﬂu;m w12 & ) waeeks wattly, PV 'CQLJC(r:n) ,joh . /
i obcewolmh !

| Docu. No. : RCH /FRM / CLINICAL / 087
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23-05-1802 MY1MSD (F)
Dr. KAFPAOANYULA APARNA —
0 R T
Family History: :
Surgical History:
ﬁ‘;‘—" H\O (e and © NUU FERY . W K- SN \”él'w
| of acuilonk™ , hool ;.eutp),
/ \
Medical History: Jegansnimnd
Medication History:

EX Tab OWe acdd OO

Plan of Care: € /! 1 'D D I\M.’ e TIVG
. cStna cuy In igations: 2 O' fC)S
- MM}}O m vestigations: % S 1 TIVG

f @ C'LL/‘QJ" VI A
_w|f pad b hep B (MR e
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L 2IED4 -
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_ oo vitalb
= ik AP 50_5
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=9 - Senve G I 23 xI>mm
N()P q vy P‘,-m O{{M 2 X clparvned T) fundal { 24 x
{ | E&F—f—-——' I1pmm™m®
24 hy e
@ 249M - ?‘HV—"' \"-‘Iﬁl'af)m.
e e
)
Doctor Name: ......,.£& \ﬁf’”
P D Bk e Consultant Name: .. D Ppasans )<
"""""""""""" T VS

Date & Time: ...a&16.. % 1Lh. 28
3 Date & Time: ... 2816/ % .
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PROGRESS NOTES AND DOCTOR'S ORDEH
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Progress Notes

Doctor's Order
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mmmmmmmmm Your Right to a Safe Delivery
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_____ Mrs KOTERU GEETIKA
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23-05-1992
. KAPPAGANTULA APARNA
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Rainbow®

Children’s

Hospital

It takes a lot to treat the ftte,

nf/unomu' SHIFT HAND OVER FORM

BirthRight
BY RAINBOW HOSPITALS
Your Himcr_; .S.;.fe Delivery

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

Z | Diagnosis: rimi 7 (%) eelr T P vV | Any Infection: [JYes ;g)u{ 1 Not Known
= 2 e
é 1521 . E CQ“ v O]Z et Ugr,'mu. If Yes Specify: ................. oSN L%
«» | Surgery / Précedure: Post OP Day: i
\ L
a | Date -
E Shift 2P0 r 1B 2
% | Medical Condition virlig &
= | (Any special condition to be noted): | “— - i .
=< 2 T
= | Diet (_, diet (A Al A () deX
Allergy: O Yes [#No | Yes o | 01 Yes @No |0 Yes Zfo | 01 Yes C1No [0 Yes ©INo
Ventilation (RA, NP NIV, VENTI): RA Ra 3 R&
Tubes/Drains/Catheter: [ Yes_=No [ Yes ;ﬂﬁ O1Yes SLNO | O Yes |0 Yes CINo | Yes CNo
& - ] £
ital Sians: Temp: |96<2°'F Q1 1 F 9 -6 € lad-yf
-~ Vital Signs: I 150 M
2 Res: |19 bH e |20kt v | 1 b} | 1B
2 0 | q6:[ |4l laqy. |99/
4 Puise: | @0 bHuw [T bH 2w | 24 ¢y B3LYW
BP: |1tu] 4imait [ [0l | 110\ 3 1 lgand
LOC: | (o uatimulComh Liots| (mnsios |COnsAe?
Fall Risk Score: (@) 0O \ oy Fok
Pain Score: | O O = . [¥Scer
Skin Integrity | Tutack | Tdack[TitoD [gpiad
Safety Needs: |,-Yes CINo |Li¥es C1No]C)¥es [ No {ZYes CINo |1 Yes C1No | Yes CNo
Physiotherapy:| e o !
§ Others Specify: |1 Yes =Ho | O Yes [0 | O Yes ;4@ 01 Yes,#"No | CJ Yes C1No | Yes £ No
3 Special Diet: | ] Aot avm Y/
g Critical Lab Test / Values: e - — ne
E |Other Special Orders / Medications: |1 Yes (o |1 Yes (2401 Yes Mo |1 YesTNo | 1 Yes C1No |1 Yes [1No
§ PU Prophylaxis: CYes 7ﬂo C1Yes A% | Yes \/ﬁp 01 Yes ;o | Yes C1No [0 Yes 0 No
DVT Prophylaxis: IYes C1No| [ Yes =40 | Yeswﬂo 71 Yes £AG0 | 01 Yes C1No |0 Yes CINo
ADL (Dependent / Non Dependent): J-{)l?ﬂ n.jm i Ac%j\ Depen Y
\ = !
Post Operative Procedure Special Orders: -
Handed Over By Name : n Natbuda ';l(ﬁ}xaﬁu:\! W
Spatre /1 bapsh3 honchd |2 (WOugo
Date: aglelae [Dglalas [aleln %k,h;
Time: _ @2pm [@pm | @ v (@ 11300
L] T L
Taken Over By Name : Mola 'k /
Signature /D : '2};543 ’}rf/fg)? Mfuowaaz’ /
Date: otlelot | w\eR* |aglelre | /
Time: ) lfjm @,gu-ﬁ @em | /
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23051992 MYIMSD B Rainbow . . el
Dr. KAPPAGANTULA APARNA | Children’s Birth R;ght
00N Hospital _ .f:::';?:*g?fz:t:i
NURSING SHIFT HAND OVER FORM
5 Diagnosis: “ | Any In?ection: CYes TNo [ Not Known
g ' < If Yes Specify: ...c.....covvvvereennn. T R
@ | Surgery / Procedure: Post OP Day:
2 Date ;
E Shift
& | Medical Condition
§ (Any special condition to be noted):
@ | Diet: oy O

Allergy: C1Yes CJNo[Yes CINo | Yes CINo |1 Yes C1No|C1Yes C1No |1 Yes T No

Ventilation (RA, NP, NIV, VENTI): }

Tubes/Drains/Catheter: C1Yes CINo|C)Yes C'No | Yes C1No |[JYes CNo|CIYes C1No |l Yes C1No
£ | Vital Signs: Temp: i @
% Res: L O Y
2 Sp0,:

2 Pulse: i
BP: vl ok i1
LOC: :
Fall Risk Score:
Pain Score:
Skin Integrity p
Safety Needs: | Yes [INo|ClYes [CINo | Yes CJNo |CJYes CINo | Yes CJNo|CIYes C1No
Physiotherapy:
g Others Specify: | Yes [No|TIYes C1No |l Yes CINo |1 Yes CINo | I Yes 1 No | O Yes £ No
E Special Diet: inah L7
& |Critical Lab Test/ Values:
& |Other Special Orders / Medications: | (1 Yes ©1No [T Yes ©1No | Yes ©INo [ Yes INo | Yes ©1No |1 Yes 0 No
E PU Prophylaxis: T1Yes CINo |1 Yes CINo | Yes C'No | Yes CINo | Yes CINo | Yes 0 No
DVT Prophylaxis: CYes CINo | Yes CINo |1 Yes C'No | Yes CINo | Yes CINo |l Yes C1No
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed QOver By Name : 2
Signature / ID :
Date:
Time:
Taken Over By Name :
Signature /1D :
Date:
Time:
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It takes a ot to treat the iittle. Your Right to a Safe Delivery

(] Maintain Airway and Oxygenation
] Maintain Personal Hygiene
| Identify Potential Complications

Goals

[1 Relieve Pain & Discomfort

[ Prevent Infection

(] Any Others. Specify

N;.Q/Pu'laintain Fluid Balance

[ Meet Elimination Needs

[T Improve Activity
1 Ensure Safety

Tolerance

] Maintain Good Nutritional Status
] Early Ambulation Reduce Anxiety

] Maintain Skin Integrity
[ Patient & Family Education

Time

Plan of Care

Time

Implementation

Evaluation

Nurse Name

Re-Assessment & Signature
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Your Right to a Safe Delivery
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e | ! Maintain Airway and Oxygenation ] Relieye Pain & Discomfort [7 Maintain Fluid Balance 1 Improve Activity Tolerance 1 Maintain Good Nutritional Status 1 Maintain Skin Integrity
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A . 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 | BrthRign TEL NO :040-42462200, Ext 2000,2001,2002

S WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs KOTERU GEETIKA Age : 34Y1M5D
IP No: IP-00060506 Sex: Female
Consultant: Dr. KAPPAGANTULA APARNA Ward/Bed No: N 2F-LABOUR WARD/LW 220

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 trea_tmen_ts,
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
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

rance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
.- 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.

I 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.

"l 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
rlaarance. In case of failing the submission, | will pay 200/- Rs.
seivers Signature..................)

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: W

Name: Patient Address:

KOMPALLY VILLA NO 131 THERIGH
BORHOOD Hankimpet Hyderabad
Date: Time: Telangana INDIA 500014

Relationship:

Wittness Name:

Wittness Signature:

Printed Date / Time : 28/06/2026 15:16 Printed By : 021447 Page 2 of 2
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Rainbow® N slieis

ﬁhild_rer;'s ‘BlrthRught

BY RAINBOW HOSPITALS

CONSENT FOR SPECIAL PROCEDURES o i Tour Right 0 el Dty
Bl tORs KOTRRU ORGSR . s Gender: (] Male [\Female
UHID No : ..V H.-00. 20 633 Department : ... 228N s Date: .. 24 8(ne .
LIS KOTYRY | Gee O\NCA S/D/W/0. PETRYL GRYAL i

For my patient, Named : .M&%  KOTery Getieh ..

The doctors have clearly explained to me that the procedure has following possible complications:
INCECTIORN | peTA(NED  PROJULT OF  CONCEPTN

The doctor have explained to me about the alternatives, risks and benefits for this procedure that :
L SHRUAAL  GUACUATIeN  O¢  RETAINGD  PReOSLT | of  contefTioN

Name of the Doctor performing the procedure: ... 2 K. ALAEINA.  CPAPP PURNTULL [ .oooeecrscerini

Patient Attendant : Witness :

Signature : ............. Q.‘Zt@? Signature : M&\%G\% )

NAME © oo JCOTER . CEETINA. ... Name : ......... KDTWPNT@:C“?ALQ@“)‘W
CSeL¥)

Relationship with Patient: ............ccccovviiniiniiiiinens DR & TITI & csnnbisnbvmsssansrasmsnssaisessssonssss

Doctor (who is taking the consent) :

Signature ; .............ccee..f

Docu. No. : RCHBH /FRM / CLINICAL / 019
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Your Right to a Safe Delivery It takes a lot to treat the little.
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FORM | Rai_nb‘gw:' O Y
REGISTERED MEDICAL PRACTITIONER (RMP) OPINION FORM flg's'g{g; s .E:Nrtmusghé
(For gestation age upto twenty weeks) Rtaes ot o vest e, Your Right 02 Sate Delvery
Patient Name: ... "\#3. KOTZ KL  Ge TR .. UHIDno: Y./ R.7S0 226232 pate 20 [ [26
b \. KAYIAGANTULA e B

......... RALTRHGHT, . BY QRINAND o LDAN G HeeP\TAL |, VIKEAnPOE ]

Hereby certify that | am of opinion, formed in good faith, that it is necessary to terminate the pregnancy of

'f .......................................................

Resident of .......... ML 38CteTY .M ALRADSOGLEY . kAPEA | soplas:
For the reason given below*

I hereby give intimation that | terminated the pregnancy of the woman referred to above who bears the sefial n0: .................co......

in the admission register of the hospital / approved place.
SEcON DL AL AL

Registered Medical Practitioner: Signature: ..................ccoeevvivvvieineinsrens Name:

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

*of the reasons specified items (a) to (e) Tick the one which is appropriate:

O a. Inorder to save the life of the pregnant woman.
O b. In order to prevent grave injury to the physical and mental health of the pregnant woman.

VEI c. In view of the substantial risk that if the child born it would suffer from such physical or mental abnormalities as to be
seriously handicapped.

O d. As the pregnancy is alleged by pregnant woman to have been caused by rape.

O e. As the pregnancy has occurred as a result of failure of any contraceptive device or methods used by a woman or her
partner for the purpose of limiting the number of children or preventing pregnancy.

Note: Account may be taken of the pregnant woman'’s actual or reasonably foreseeable environment in determining whether the
continuance of her pregnancy would involve a grave injury to her physical or mental health.
PR ucaiciiisisisvainisimsisaiinnsiiomiss

Date: e

Registered Medical Practitioner: Signature: ....................ccoooevieiveciein. Name:

Docu. No: RCH/ FRM/ CLINICAL/ 258
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Rainbow® ! i
(FORM - C) Children's | @ BirthRight
CONSENT FOR MEDICAL TERMINATION OF PREGNANCY (MTP) Hospital | st

Patient Name: .M\ 25, RO TERU  Gee TIICA UHIDno: N!H 722256 353 pate: . W10 /26

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

aged about ... 2. 51.............. Yearsof .. \SAPRA , MAPL L& SoceTY mAL

.................... ;2“ Tt
At present residing at ... ICAPE D, AP L SOULETY ) mALKASTTIotA) do herby give my consent to be
Termination of my Pregnancy at ....... 2 LETH AL T By  EAINSOO  citppests  wWospiTatl
w{Ele ine name of piacse wnere ne pregnancy is 1o he ieminated!

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

Patient: Doctor: (who is taking the consent)

Signature: ........ 250 o, 5 ) Signature: ........

Name: KDTMQMBKA Name: ....... 0 ‘*’7%\‘3“"' ........................
Date & Time: %c[‘e i R ( D;ﬂm Date & Time: ..... qﬁ"(q" ........ {Or'm

e A A A

Patient Guardian: Doctor: (who is taking the consent)

RN, .c.iovanaatassmsunvsasnisn i R sae SIoNaliie: ... R en s ivniniis
NAME: ..o, NAME. . it b eseansssorsansonsait il
Relationship with patient: ................ccccccvvn.n. Date & TIme: .........cuiiimsisissenivinusiing
DRI ..o ciniminiianviissssissivanisivisis

Docu. No: RCH/ FRM/ CLINICAL/ 256
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Rainbow"’ . L
i) g s ST Children’s o BirthRight
Mre KOTERU GEETIKA Hospital . B RANBOW HOSPTALS
23-05-1962 44Y1MS5D (F) Btk & ok b et e B Your Right 10 a Safe Deivery

==0r. KAPPAGANTULA APARNA |

TG oae S5 4[2:6..

......................... Age Bk{lF Gender: [ M ?(—

Blood Group - HID o 0 S T

Planned SurgeryME?an,‘g ﬁQPc— ,,,,,,,,,,,,,,, Surgeon:..’}(,,,,‘,,%,,:...,..,..,. A NED.......

Anasmeﬂsl:‘.a'ﬂ. e X O \-Da & Time of Operation :
fvm k&\} .

Tick Appropriate Boxes, To be filled by NurSe Incharge / Senior Nurse :

A
g

- e Yes| No | NA | Yes| No | NA
1. | Weight checked and recorded? - b Fﬂ’ vf olololalo
2. | Is the patient fasting for over 6 hours Pre-Operatively? v YA o|aolololo
3. | Check Pre-QP Investigations & Results (CBP B!ood Group, BT, CT, PT/ APTT, \f alolololo
Viral Screening, CXR etc) available before starting the procedure &
4, | Enema given / Bowel Preparation . \?/l: ao|jo(a
5. | Remove all ornaments, earrings, toe rings, nose rings etc and implants, dentures\g/' o i
6. | Sterile Gown Given JZlo|alo|o|a
7. | Is Blood arranged as required? O \9/' olo|of{o
8. | If Blood has been ordered - is Blood bag ready? oo |o|o|o
9. | IV Cannula to be placed / IV fluids if Indicated {Zfo|o|ojo|o
10. | Pre Anesthetic consuttation with anesthesiologist JAojojojo|o
11.| Pre Medications Given? (Sedatives / etc) 0|0 O O
12.| Skin Preparation X pfo|o|o|o|o
13.| Siteis marked | \o|ofo|ao
14.| Surgery consent / High Risk consent taken by surgeon? ololalolo
(Consent should be taken by the operating surgeon only)
15.| Implants are available ohZlo|lo|o|o
16.| Equipment is avaialble OKXioljolojo
17.| Antibiotic Prophylaxis is given within the last 60 minutes JA|0|0jgjojo
18.| Other (if any) O [ P R
NOTE: if any of above is ticked “NO” Discuss with the registrar / consultant immediately
Billing Clearance Taken: []Yes [INo
Billing EXCULVE NAME © ...occccvvvvscnssnsn OF Nibrse NBME': cocsissssogtbussanisin ER/Ward Nurse Name : c:QQ.yV( ,,,,,
Billing EXeCUtive SIgnature © ..........oooccuseinn Signature of OT NUTSE © ..cocccccccvnsccivnnen Signature of ER/Ward Nurge : c@_’:&:{/
L L Date & Time : .....{ . Date & Time : ... . Q 1)./(‘@

Doc. No. : RCHBH/ FRM / CLINICAL / 107

M*




VIH-00206337 IP-00060506
Mrs KOTERU GEETIKA
23-08-1992 MYIMED %

 Dr. KAPPAGANTULA APARNA RalnbOW .

T — Ghilorea's | (e

Early Warning Observation Score Chart - Obstetrics

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

It takes a lot to treat the little

ﬁ%\g\% Time | 819 ]110]|31]32|11 123 ]4]15)|6]7]8]9%]J10]j11)22]2]2]|3 })4|5]a]7

Date

RESP
(write rate in
corresp. box)

T [ T N T S R S O e T T T
0 T NV N " .Y~ .. 20 O . o )

Saturations

se-awo0% 1 4 1 1 1 L __BSl _Borl FEAl RN Sl _PURE el dal SNy

< 94 %

Administered 0, (L/min.)

J,dway

40

39

38

37 . L I bl | y 4

36 [ ! \

35
< 35

°K
\_{}jh.
q;

-

a)eY e

170
160
150
140
130
120
110
100
90 .
80 Q ol = . o
70 1 Al i el Lo 2
60
50
a0

—
anssald poojg 21j01sAs

190
180
170
160
150
140
130
120 A

110 (o) \{\\’ N WV (¢} 1l 1L

100

70
60

-
ainssald poojg 21joiseiqg

NEURO
RESPONSE
[~

130
120
110
100
90
80
70 \
60 [T A xS A
50 i

40

YT T T ) S (S S s I P I P

Voice
Pain
Unresponsive

URINE
mils / hour

v

=

o

v

> 30 -
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal O be | A | V] ol R hoot TG [TBY ]

Heavy / Foul

------'T‘-['J-Lﬂ-m-!‘j

Liquor Green 1
TOTAL YELLOW SCORES © d Q (! (&) & ©
TOTAL ORANGE SCORES » - i O (1 [ = =
Nurse Initial | v rd 'F 77 2% | 7 % 5 @
e

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



Early Warning Signs

[ Obstetrics and Gynaecology ]

e N\
1 Yellow Alert :
Repeat Observations
in 30 minutes
.. B
F g i & &
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
N ¥ s
& )
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
' ‘Repeat Observations
in 15 minutes or continuous
monitoring
4 .

* The Modified Early Warning Score (MEOWS)



VIH-00206337 p—

i %) Shiders | @ BinRant

Your Right to a Safe Delivery

It takes a fof

Early Warning Observation Score Chart - Obstetrics

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

\ Q! Date
%g} 7fime | 8 l@ |d0l3a]azl sl 2l a3l 4|5 le #2128 | 9 1olniiizl a2 G Al &7
RESP
(write rate in
corresp. box)
Saturations
Administered in.
40
39
al 38
3 37 [
=, ™
o 36 el 13RT
35 =
< 35
! 170
160
150
140
130
g 120
e 110
= 100
" a0 2 af
80 a0
70
60
50
o T R e i A e e S I R VR e
190
180
170
© 160
3 150
S 140
® 130
T g 120
= 110 w02 1
3 100 ¥
2 50
® 80
70
60
50
130
2 120
2 110
55 100
2 90
-4 80
» 70 Iﬁ) 4
8 0Bl
=
=] 50
40
NEURO Alert v lget=—0=1-— 11 I [ Y Elt ) S S [ |
RESPONSE |——Yoice
[+1 Pain
Unresponsive
URINE > 30
mis / hour <30
Proteinuria |—erein + +
Protein > + +
Lochia Heavy / Foul
% Clear / Pink
Liquor
TOTAL YELLOW SCORES 0 [ [
TOTAL ORANGE SCORES 7 2] o
Nurse Initial [ (V-

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



Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations

in 30 minutes
8 J/
a N M
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
N J s Y

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

. =

* The Modified Early Warning Score (MEOWS)
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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

. Nature
Date Time of Fluid

Route

NG | Diarrhoea | Vomit

Drainage

Thrombo-
phiebitis

Urine Score

Nurse

Sign.

Mouth

Y

N.G

08:00 am

09:00 am

Total Output :

oml

Hoot

l—l.:o Soml

H.kol

Total Output :

3

¥

1
g
=

O wAf

Total Output :

ix
3
R

12:00 pm
03:00 pm
N
070097 | W |dOmY
1000pm | X o-fOOY
Total Intake :
05:00 am

R

01:00 pm
04:00 pm
Total Intake : & OO |
11:00 pm
02:00 am
06:00 am

'I/

3
X

10:00 am
Total Intake :
05:00 pm
08:00pm | 149 ool
12:00 am
03:00 am
07:00 am

11:00 am
02:00 pm
v ol

06:00pm | 1y o Loed
09:00 pm \pﬂ
01:00 am

04:00 am

Total Intake :

Total Qutput :

iz

Total 24 hrs. Intake

Total 24 hrs. Output

pogeut

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

N - vse b

Thrombo- :

et L yfagm Route ' NG | Diarrhoea | Vomit |Drainage | Urine | Plebitis ﬁﬂgge
Mouth | LV N.G

w00 1o Jool) o
¥ [Eon b0 al] VAKE
‘{ 10:00 am o

@

2

®

'9\ H20 gjﬂ P
1100am | Vo [|og)n -
1200pm A\ ) 1O
01002 09 | 164 X
Total Intake : (OO Total Output : M“d

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. Qutput

" Docu. No. : RCH /FRM / CLINICAL / 092
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It takes & Iot o treat the itle. Your Right to a Safe Delivery

[ FLUID CHART |

Sheet NO. & oo,

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.

e i THioits. i w
Date | Time ga&lﬁ% Route NG | Diarrhoea | Vomit |Drainage | Urine | phiebitis | Sidn.

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

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Dr. KAPPAGANTULA APARNA Rainbow; o Blrtthght"

N [ Hospital — | o
DRUG CHART

Signature

VERIFIED BY : Name ...

Date of Admission: Q%!éjlb Drug Allergies: .................... '\ [,” ................................ | Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

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 ] 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)

Dater
Ti;;ne

GENERAL
DOCTOR

NURSES

DRUG :
Dose Route | Frequency [Start Datel

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

v

Date

DRUG : Tigne

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Date¥
Tij;ne

DRUG :
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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2,.05,1“2 4Y1MSD
GANTULA APARNA

|\\m‘“”““““““”“‘“"“ REGULAR PRESCRIPTIONS w.aigm.—‘.ﬂ.zézfc.qs.. Ward, 0

F

DRUG: INT CefoTAXIMe |Dater 43 \L

Tlgne 2

Dose | Route |Frequency [StartDate| 4Py [N

G | W[ | 28] 0 e
- XQ Name & Signature of the Doctor

Starting the Drugs:

3 g
D+ Fa )
ol Additional Instructions: N’“&
N 1
NeTer TesT PostE
Daily Doctor's Endorsement by a Sign
: A, K4 Date
DRUG: (P2 Puc , Tie o

Dose Route | Frequency |Start Date ¢

1T | PO | by [rsft | *\4‘\&}

Name & Signature of the Doctor N

Starting the Drugs: %ﬁ@
v fart

Additional Instructions:

Daily Doctor's Endorsement by a Sign

oRUG: ™ppnrepraseie e W

Dose Route Frequency Start Date

comee [po | TNEEY |as1c . [

Name & Signature of the Doctor

| oble 2, . B

b

Starting the Drugs:
é IO D e

23

Additional Instructions:

¥4/

Daily Doctor’s Endorsement by a Sign

Datey
Time

DRUG :

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign i

Page: 2/4
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Dr. KAPPAGANTULA APARNA

L o

F)

Weight. FH.'.EJ.,’.,C.‘;*K Ward. ....LKL«J

VERIFIED BY ’ ame

Date»
l T[U]e NHIS&SIU | Nurs§ Sig. [ NurssSig I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Route Start Date . . . ne
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign
Name & Signature of the Doctor oo e S -
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: - - - -
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign
Date»
V“F“ABLE DOSE Tlme I Nurs&Sm. Nurs&&g Hurs&Slu. ] Nuﬂ;‘:r Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr Sign D7 Sign Or. Sign.
ROU Te S tar t Daie Dose Dose Dose Dose
Dr. Sign Dr. Sign Dr. Sign Dr. Sign
Name & Signature of the Doctor o fose S b
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: o o - -
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
) _— Dosage & Other ;
Date Time Medication Instructions Route Slgnature Nurses
T i »
» Q v
,ﬂé/}b Q" e0py VA N Toy KAZa Y “ord \ '$ (\éﬁ &)
0o WC THP ~
' 4 ] ) o
ML‘{ LE (X‘O ML P ISTON S 22 Ay | of 4 2
P47 -J
e 2
wdu oA MSOP KBS TOL Heo mecr Pv = >
v |bhisen| AP - oV @
‘ﬁ\["f MISPPROSTE L Agemicy & &
<
- s Tas Leo o my 0
#“\d% & M (L0 proSTOL _ o P &£
\
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RESULT SHEET
Date gl&bé

Time of st
Hb 12.3
PCV 25. |

RBC M.15
WBC 16:89
N/L
Platelets Q9K

CRP 4Ll
ESR

PCT

RBS

Na

K

Cl

Ca/Mg
Phosphate
Urea
Creatinine
ALP

SGPT

SGOT
T.Bill/Conj
T.Protein
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138~ (PTO)




Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Cells
~ CUE - RBC Cells

CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

\%!mc Gmupi’m FODusiv
' ( }

Hoy

£
uDRL _ /
dep B 7 Wbul reachee
HCy \\
Bolturecant SSSIAAIES : .-..uimuiimnmmim i ity sreseemsmsetiosmhcosrsmssamss oottt s sostass
Radiology : 1. ¢ R SR/ SR e R
L < L S L
L o 8 R e I e SR s
S A o SN
L R e e e S I I A
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MEDICATION RECONCILIATION FORM

I Not known any Drug Allergies

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

Shifting From: Llw ............................. SRR 10: . vvveoveeeeeeee e
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg,mcg) | (PO, NG, SC, Iv) | FREQUENCY | o/ Time ?gﬂﬁm
oN( &
1] TR Ppuc Ac () (TPe, p O N8 Ly /JZI/C mh
2 OC CJDC
3 ¢ CDc
4 JC OJDC
5 JC [DC
6 ¢ OODC
7 (JC [JDC
8 LJC OJDC
9 Oc Ooc
10 LJC [JDC
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : . o 5 (l"‘w &
Date & Time : 7’?[ & Zm = '0 m

Nurse Name & Signature: .. Pf' Q‘Mjw. [4& F

Date & Time ;

Docu. No. :

28e (b
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