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Rainbow Children's Hospital - Guindy

Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.

TEL NO :044-40122444

WEB : https://rainbowh

ospitals.in

ADMISSION SHEET

Registration Details :

IR AR LRI LD TARR T (AR

Admission No : IP18-00036438 Admit Date : 12-Jul-2026 Admit Time :02:55 PM UHID : GUC-00093783

Patient Details :

Patient Name : Dr. DEEPIKADEVI Age 137Y4M16D

Guardian : Mr DR DINESH DEEPAK DOB : 26-02-1989

Gender : Female Religion

Occupation Martial Status

Address (H) . H303, CASAGRAND BELLISSIMO, 5TH Phone No . 8754587958/ 9043150150
STREET, CPWD QUARTERS, KANNAN ?
COLONY, ALANDUR Alandur Chennai Tamil E-mail * DRDINESHDEEPAK@GMAIL.COM

h Nadu INDIA 600016

Admission Details :

Bed Type : MICU Bed No : MICU 802

Room No : MICU 802 Admission Type : First Visit

Ward Name : 8F-OT COMPLEX

Contact Details :

Name ¢ Mr DR DINESH DEEPAK

Nadu INDIA 600016

Contact Address - H303, CASAGRAND BELLISSIMO, 5TH Phone No
STREET, CPWD QUARTERS, KANNAN
COLONY, ALANDUR Alandur Chennai Tamil

Relationship

: Husband

: 9043150150

: [’\

-

~octor Details :
Doctor Name :Dr. SELF

Referral Doctor : DR DIVYA NAVEEN

Co-Consultant

Specialisation

Phone No

: OBSTETRICS AND GYNECOLOGY

Payment Details :

Payment Mode : Cash

Deposit Amount

Payor Name

:0.00
: SELFPAY

1Printed Date / Time @ 12/07/2026 14:59

Printed By : 607335

Page 1 of 2







z. D Rainbow Children's Hospital - Guindy

Rai_n bow W Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.

Children's v TEL NO :044-40122444

Hospital *'" 2 WEB : https://rainbowhospitals.in

Rainbaw
GENERAL CONSENT FOR TREATMENT

Patient Name: Dr. DEEPIKADEVI Age : 37Y4M16D
IP No: IP18-00036438 Sex: Female
Consultant: Dr. SELF Ward/Bed No: 8F-OT COMPLEX/MICU 802

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

msurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
“dre 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.

"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 da 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

clearance. In case of failing the submission, I will pay 200/- Rs.

gcccivers Signalure:.,..g._.(.ﬁf)—f}f—%\ ﬂ

2 e
5 1P 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: "‘C’@

;
Name: My . D"i . D 1 ne "h DQDT)CA)Q Patient Address:

. , H303, CASAGRAND BELLISSIMO, 5TH
Relationship: (S oren ‘*’ STREET, CPWD QUARTERS, KANNAN
pate: || 2 | 1 [apak Time: 8 .55 )M COLONY, ALANDUR Alandur Chennai

__3_ e Tamil Nadu INDIA 600016
Wittness Name: o]

.(r

Wittness Signature:

Printed Date / Time : 12/07/2026 14:509 Printed By - 607335 Page 2 of 2
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Self/Attendant Name

Self/ Attendant Signature ; Ke”)‘f_@_ Name & Signature of Financial Counselor

Phone Number :
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Hospital © | W mmmmerces

BILLING JCY

Billing Cycle: - Bed charges will be calculated based on 12PM to I12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM, it will be charged for full day. Less than 24 hours stay will be considered
as one day.

Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or OP
Procedures, Equipment, Cross Consultations, Blood/ Blood Products. Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

3% GST Charges applicable on more than INR 5.000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council.

As per the G.O.L guidelines, we can collect Rs 1,99,999/- only in cash mode. balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.

In the event of TPA 7 Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA's / Corporate won't Yeapplicable.

[t the Surgery/ Procedures performed in emergency hours (8PM-6AM). Public Holiday and on Sunday will be
charged 30% extra,

Asst. Surgeon and Anesthetist Charges will be charged 30% on the Surgeon Charges.

Admission will be done according to the ward category chosen by the patient; charges will be applicable as per the ward
category. All charges vary as per Room category, except Pharmacy and consumables,

Patient / Guardian Self Attested Government 1D proof is mandatory to submit at the admission.

TPA/Insurance Processing Fee applicable forall Insurance Cases.

In‘our hospital there is "No Discounts Policy". Kindly co-operate.

No Duplicate/ Second copy of OP or IP bill will be issued.

In case the patient is shified from lower category to higher category, all the charges like consultant visits,
investigations, operations and procedures etc. from the date of admission will be charged according to the higher
category.

If {the patient is shifted to the 1CU, the attendant should vacate the room. If the attender occupies the room, it will be
chirged as per dual occupancy.

Room eligibility is purely subject to TPA approval. Proportionate difference of the bill amount is applicable in case the
patient opts for higher category higher than the TPA approved. which has to paid by the patient and may not be
reimbursed by the TPA / Insurance Company at later stage.

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 (Depends on the TPA/Insurance Co. T&C).

It takes time for cash discharge is a minimum 3-4hrs, and in the case of insurance. it will take a minimum 6-Thrs.
Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of"denial from TPA, has to be paid by the patient.

T'wo attendants are permitted with patients in Deluxe. Private Rooms and only one is permitted in the rest of the
categories of rooms. No attendant is permitted in ICU's,

All the refunds more than Rs.5.000/- will be refunded through NEFT within 7 Bank working days.

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based on
actual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-

DECLARATION

I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this
case. the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. |

prulmisc to settle the claim with the hospital as per Hospital Cash Tariff.
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' FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

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

= Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line J through it and a similar line through subsequent recording panels.
- ThedateandEmofstoppﬂmﬂmadrugalongwihﬂndoctmmandsﬁnnmstbamenﬁonad.

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

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
~\ 1) Right Patient  2) Right Drug  3) Right Dosage ~ 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

SOS / PRN (As Required Medication)

| DRUG: TNJ TRAMADO %ﬁ
: Dose | Route [Frequency |StartDa

Soma| Im [(¢)  [13lly

D«gé’smm Valid Period| Pharm.
(g e

: Additional Instructions:

DRUG : %%7

Dose | Route |Frequency [Start Datj

) Signature

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:
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| —

Dose Route | Frequency |Start Da

| Doctor's Signature | Vaiid Period| Pharm,

VERIFIED BY : Name

[Additional Instructions: B o
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Starting the Drugs: A
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MEDICATION CHART AUDIT CHECKLIST - IP

DRUG 2

DRUG 3

DRUG 4

DRUG 5

DRUG 6 DRUG 7

[DRUG NAME

FREQUENCY

DOCTORS

. s 'i»’ Y r
0.1 Yot gL goee X

92X .
genko

e

T oSt

AN
N s

T INCORRECT DRUG SELECTION

O

O

[SIB)]

2. NO/WRONG DOSE

TO9s

. NGO/ WRONG UNIT OF MESUREMENT

_NO/ WRONG FREQUENCY

_NO/WRONG ROUTE

3
4
5
6

MO/ WRONG CONCENTRATION

7. NO/WRONG RATE OF ADMINISTRATION

. ILLEGIBLE PRESCRIPTION

3. NON APPROVED/ERROR PRONE ABBREVIATION USED

10. NON- USAGE OF CAPITAL LETTERS FOR DRUG NAMES

11, NON-USAGE OF GENERIC NAMES

51\

S| S

12. DRUG-DRUG INTERACTION

13. DRUG- FOOD INTERACTION

14. WRONG FORMULATION TRANSCRIBED

15. WRONG DRUG TRANSCRIBEO/INDENTED

16. WRONG STRENGTH TRANSCRIBED/INDENTED

PHARMACIST

17. WRONG DRUG

18. WRONG FORMULATION

19. WRONG STRENGTH DISPENSED

0. EXPIRED/NEAR EXPIRY DRUG DISPENSED
71. NO/ WRONG LABELLING

[72, DELAY IN DISPENSE(<30 MINTS)

1"_3 GENERIC OR CLASS SUBSTITUTED DONE WITHOUT CONSULTATION WITH THE CONSULTANT

NURSES

24, WRONG PATIENT

25, IMPROPER DOSE

26. DOSE OMISSION

77. WRONG DRUG

28, WRONG FORMULATION

29, WRONG ROUTE

10. WRONG DURATION

31.WRONG TIME

32. NO DOCUMENTATION

33, DOCUMENTATION WITHOUT ADMINISTARTION

DISCREPANCY

1. NON-COMPLAINCE

YES/NO (If yes mention
CAPA DONE (YES/NO), 4. (ERROR PRONE ABBREVATION USE

Doctor{Pha:macistmurses},z.

D IN THE MEDICAT

MEDICATION ERROR FO

RM/INCIDENT FORM RAISED (YES/NO),

ION CHART (TICK IF USED).

INTERVENTIONS

TOTAL NUMBER OF OPPORTUNITIES

:
l
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2. NO/WRONG DOSE e
3. NO/ WRONG UNIT OF MESUREMENT . p———e, |
i NO/ WRONG FREQUENCY [
1. NO/WRONG ROUTE T
3. NO/ WRONG CONCENTRATION
7. NO/WRONG RATE OF ADMINISTRATION i e S
3 ILLEGIBLE PRESCRIPTION D ——
3. NON APPROVED/ERROR PRONE ABBREVIATION USED ] e SR
10. NON- USAGE OF CAPITAL LETTERS FOR DRUG NAMES [ ——
L1. NON-USAGE OF GENERIC NAMES [ =
L2. DRUG-DRUG INTERACTION [
13. DRUG- FOOD INTERACTION ]
14. WRONG FORMULATION TRANSCRIBED "__—__‘_——‘__‘_____-_———
15. WRONG DRUG TRANSCRIBED/INDENTED [ s e
16. WRONG STRENGTH TRANSCRIBED/INDENTED il |
PHARMACIST [ ———r
(7. WRONG BRUG
13. WRONG FORMULATION
19. WRONG STRENGTH DISPENSED S R
20. EXPIRED/NEAR EXPIRY DRUG DISPENSED D
21. NO/ WRONG LABELLING ] [ TT————
*2. DELAY IN DISPENSE(<30 MINTS) ]
23. GENERIC OR CLASS SUBSTITUTED DONE WITHOUT CONSULTATION WITH THE CONSULTANT [
NURSES
24, WRONG PATIENT ]
25, IMPROPER DOSE [T e —————
26. DOSE OMISSION
17. WRONG DRUG [ e re———
8. WRONG FORMULATION
9. WRONG ROUTE
10. WRONG DURATION
31.WRONG TIME R
32. NO DOCUMENTATION . ——
13. DOCUMENTATION WITHOUT ADMINISTARTION
1. NON-COMPLAINCE YES/NO (If yes mention Doctor/Pharmacist/Nurses) 3., MEDICATION ERROR FORM/INCIDENT me
DISCREPANCY CAPA DONE (YES/NO), 4. (ERROR PRONE ABBREVATION USED | THE MEDICATION CHART (TICK |F USED).
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Early Warning Observation Score Chart - Obstetrics

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

Date
Time

101112 10|11

REBP/

(write rate in
corresp. box)

> 30
21-30
11-20
0-10

Saturations

94 - 100 % '
<94 %

Administered

0, (L/min.

N
(AT

40
39

N 35

< 35

ajey Ueay

170
160
150
140
130
120
110
100 %%_
90
80 )

70

60

50
NI e vl N D G BB U 3 Y B P
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'

i
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anssaid poojg Ioishs

190
180
170
160
150
140
130
120
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90
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70
60
50

aInssald poojg J1joiselq

130
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110
100
a0
80
70
60
50
40

Ca
(3N

NEURO
RESPONSE
&l

Alert

Voice
Pain

Unresponsive

URINE
mls / hour

> 30
< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liguor

Clear / Pink
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES
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Nurse Initial
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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| , (_FLUID CHART )
Sheet No @ _

1. All measurements in m. '
2. Add up gach column Separately. Make additions across the Page to obtain 24 hrs. total of intake and output.

\VAAY Intake Output IV Site
Nature Thrombo-
Date | Time | 78 Route NG| Diarthoea | Vomit | Drainage | Urine P | s
| Mouth | LV N.G
08:00 am
03:00 am
10:00 am a—Tr
11:00-am
12:00 pm o |
01:00 pm — |
Total Intake : -~ ____ Total Output : ]
02:00 pm T e Qe fiTs =3
03:00 pm ‘ i 4# ’:‘D
G0 NBSB [ Foveory w [T [ne
05:00 pm no ] @
0600pm | o) |/ oo W
07:00 pm |
Total Intake : 9 w0 o wA ) Total Qutput : f0© VW)
08:00 pr | X
09:00 pm M <D O 3\*,9
10:00pm | = \SO- %ﬁ!m—
11:00pm | =0 D) @
1200am | pm ()
01:00am | - D 0O (A1
Total Intake : =4 o - Total Output: )ty WJ B
02:00am [ , ) |IS0O @) R
03:00am | #\/ €D Q 0 _avE
|00am]  py \<0] . » a |
{ [wwan] 7 = i - 25 0 14y |
| [ 06:00am | ) 1D ] .- ! " O g |
oo Tygoel T o ¥
Total Intake : - qm Total Output:  CpOW |
Total 24 hrs, Intake f \ 12500, ) | tptal 24 hrs. Output CRQOWM
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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.

DAY

Intake P

Output

IV Site
Date | Time gathi% Bguted K:/ NG | Diarhoea | Vomit |Drainage | Urine W ﬁmé'
{ Mouth | 1V | NG
08:00 am 1 8okl loonl O %_
03:00am | ne | \OW 9 cxed .
1000am | ol | \oow 250 ’% 'L'u‘"
11:00am | g | oW o [ 4
1200 pm 69 A~ L0 O | o |MT
01:00pm | o e |\ joou] W | R
Total Intake : &b oo . i Total Output: 4 1y ‘
0200pm [TLC [, M lﬁ’\ o' |© W}(\/
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0g:00pm| = | J ff)g D2 o m_
1000pm | WO A DX | 23 D)
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v [ o] OO | () 0
0t00am| : ) © 1M
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[ 0700am | i PO | O in
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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.
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Yu ) 26 . Intake Output o
Date | Time Nature Route NG | Diarrhoea | Vomit |Drainage | Urine me Sign. -
of Fluid Scors | Nurse
| Mouth LV N.G
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0w00am | Ho 9 | 200 o | P
oman |-G ] GO ICEETS
f100am| | o oz p | ¥
12:00 pm HQ 0 200 A _ P_@-
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NURSING SHIFT HAND OVER FORM
Z | | Diagnosis: Any Infection: CYes M6 ' Not Known
= pv‘\m‘\\ PIRTCIN \MV’IT@\Y‘\ BetDobonhdQ . | I Yes SPOCHY: o
E: Surgery / Procedure: " Post OP Dziy: . E
1o X | \
% " Shift ,{,,\‘ﬁ\\ 1\3 M \%\‘f o > l,.
[-=
A T e e %aﬁ > |
= [ Diet CERE | w° ™ [39 &“ 3
Allergy: L fes O No @ Yes-0 No vﬁs “INo *l%(e_s'i No | ¥es ZiNo | — Yesom)
Ventilation (RA, NP, NIV, VENTI): N Y FL*\— BEEYN:: e |
Tubes/Drains/Catheter: 1 Yes ZNo | Yes (oG | Yes (#No | T Yes pho | Yes ARG "~ YesNo
e | vital Signs: Tomp: (A3 8 |QRT | o W IF QE” | agax
i Res | Q0 100 | ondd | SEDWI D0 R
2 5p0; [ ooT- | Q8 | \ooy. | \®T/L LoD | quiue
2 Puise: | Poplm | RO | 28 %\\ Qo) guba
BP: | \4o|30 @\3’0 Novke | ¥ ‘t@tﬁ@ Las|gont
L06: [Cosjove | topies [Lonne [ (oMt \ar | (ome
Fall Risk Score: | o|o O |\ Qﬁ ED o~ &
Pain Score: | ol©  m\ NE e O A" Jg)\“
Skin Integrity ffdow | a Koy ‘n]:r"’ A |\
Safety Needs: |S¥Es T No [“4es 0 No hoYEs T No [Cries O No s No | Yes =Ko
Physiotherapy:| — — — e — -
E Others Specify: |- Yes Mo | 01 Yes (Mo | O Yes LulNo| O Yes oo | O Yes _ No+1Yes b
3 special Diet: | (@i /| a0 | w° | Nyw/ Se okl v
S |Critical Lab Test / Values: — | = = il e
E |Other Special Orders / Medications: | Yes Ko |~ Yes ©No |- k€ INo |0 Yes VKo | Yes —_No4 = Yes Zﬁ_’cL
& [PU Prophylaxis: Yes ~R0o | Yes NG| Yes jye Yes wNo | Ves Mo | - Ves o
DVT Prophylaxis: -y Yes o |0 Yes NG| O Yes =0 :Yes(\l./ﬂo 5 Yes 2o | - Yes Ko
ADL (Dependent / Non Dependent): dopdest 4 pp, 0 | Doy Nofondid N\
1 Y/ bt U g ==
Post Operative Procedure Special Orders:
Handed Over By Name :
' Signature /1D :
' Date:
Time:
Taken Over By Name :
Signature /1D
Date:
Time:
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tospital_ | @ mezemmere
NURSING SHIFT HAND OVER FORM
Z | Diagnosis: Any Infection: CiYes TINo 7 Not Known
g I YES SPECHY: oo
5 Surgery / Procedure: Post OP Day:
g Date St
& | Medical Condition
& | (Any special condition to be noted):
= [ Diet
Allergy: O Yes ONo | Yes CINo | O Yes CINo [0 Yes CiNo |0 Yes O No | Yes TINo
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: C'Yes ONo|C Yes ONo O Yes ONo | Yes ©'No | Yes — No |- Yes C'No
£ | Vital Signs: T‘:‘;s
é Sp0 ;
Y] £
§ Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: |0 Yes CINo [ Yes CNo [0 Yes CiNo | Yes = No | o Yes “INo [l Yes (No
Physiotherapy:
§ Others Specify: | Yes I No |l Yes o No OYes CNo |C1Yes TINo | L) Yes CJNo | Yes O No
"E Special Diet:
& |Critical Lab Test / Values:
£ |Other Special Orders / Medications: | Yes ' No | Yes CNo|CYes CINo |1 Yes TINo |7 Yes “INo | Yes = No
5 PU Prophylaxis: ~1Yes UNo[CYes CINo | Yes CNo|OYes TNo |0 Yes 2 No | Yes 2 No
DVT Prophylaxis: C)Yes CINo| 1 Yes ONo |0 Yes CINo [ Yes [INo |0 Yes — No | O Yes O No
ADL (Dependent / Non Dependent): ’
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature /1D :
Date:
Time:
Taken Over By Name :
Signature / ID :
Date:
Time:
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28-02-1989 ayamre Z .
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orea\L \‘“\\“\‘ E?ﬂ'l‘d:::vl:'s ® BirthRight

T Ghiarers | Qe
CAESAREAN SECTION OPERATIVE NOTES

| surgeon's Name: DV phivys Wb~ e Dol Dolvery: 7~ T PR

| Assistant Surgeon: Dr pri?kﬁ‘ Time of Delivery: {, - $3 &~ L sl e
Anaesthetist's Name: Dr -5 a,}fL-—i K Gender of Baby: g ,'» ( Roy
Type of Anaesthesia: ) .S P : Weight of Baby: |V’ 95F g 0{‘3 iy
oo D Al [ PR | APRSIOE
Scrub Nurse: S/~ (S ive : NICU Admission: G¥Yes O No

Pre-Operative Diagnosis: f? RIMI Z‘DCD&_@N‘E / I E f OVER T DY) an Vs g

//

Urgency
0O Immediate Threat to life of woman oF fetus
O Maternal or fetal compromise not immediately life threatening
CI,N( maternal or fetal compromise but needs early delivery
01 Delivery timed to suit woman and staff

DECISION HIMES +vvversisssssssssonssssssssssssssssssmmssssssmpmssssssssssisssdsstsss. KNIBT 10 TBORUS: vvvvecesussssssmsssnssmmssssssssssssssssssennes
CTG Description: WWWV%K
If there was a dejay give the reasons:

U«E@e | VH(\E{mzféenc;r 2t Ind{caﬁon: JDGDHTW’NG/W;,D;;-;

I

—

Surgical Procedure: GLG(TN{ LOWEIL SEHIWNEN 7 (ESRERESTY
cectlir. + CERVCAL st(1cn REMOVAL

_Pust Operative Diagnosis:

A% [EC-LeCs /fPL’JDv 0/’@%&1 ij HYPOTAYRO (D
{7V o / [

Peri-Operative Complication‘s: :

NIL

Amount of Blood Loss: v 35U Blood Transfused (in ML): N e

Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCH /FRM / CLINICAL / 186 (PT.0)




0, MW r ce ha,&c

—

B —

15 LD 5
{ Examination Flndlngs when Approprlm
Presentation: O Cephalic 01 Breech O Other ................. Cervical Dilatation 05 Q(Cﬁe@/ cm »
Sth Palpable: .. e PO POSION: s
Station: D»a -2 D 1 |:|0 EJ+1 O+2 Moulding: CiNoné 3+ O++ O+++
Caput [+ D++mj?,p . Meconium: e O+ QO++ O+++
Bladder Catheterized 5 O No Urine; O Blood Stained
Skin Incision; g—{@mml O Transverse O Midline O Other ..........
Uterine Incision: ower Segment (7 Classical O Inverted T 03 J Incision
Previous Scar: [ Intagt O Thinnedout OJ Ruptured [ No Sear .-
Incision Through Placenta: [ veg }
Delivery of head: E»-Manual O Forceps
Liquor: EH:IEar O Meconium: O] [ I Om DOBloed O Offensive O Not Offensive {
Delivery of Placenta: O Manual OCCT iy « T Complete O Incomplete ] Pi&cémeal r
Cord Appearance: ........ - Cord aroundthe neck Clves mwg- 4 l[
Appearance of placenta: 0 771’ MW @ ...... Cavity explored Clyes™ O No “ ,
Uterus, tubes and ovaries Mormal EINot Normal Sterilization: [ Yes I,':I,Nar" J
Uterine Closure: OoOnelayer o Layers ”wu",?'{ Suture ,'
Peritoneal Closure: 3 Pelvic O3 Abdominal O None s, SUIUTE l
Sheath Closure: . !*WM?/( Suture f
Fat Closure: C1Yes [JNo ~ B SUTUTE .
Skin Closure: Gstbcutioular O Mattress s ‘OMOnOCbL?/( Suture f
Vagineal Evacuated OYes O No
Drain: OYes ONo ORemovein.. O Awatt instructions |
Ctheter OYes ONo ORemove in. 07144 é)’ m'; days O Await instructic.is !
Swap & Instruments count correct? O Yes El No O Post-op Antibiotics O Yes. t‘.] No ‘ -
Intra-Operative Antibiotics Cover O Yes Thromboprophylaxis O3 Yes G..-l f
Post-Operative Nots: ... . \NPD X Ly h@.a,u, - &W K. Mzw ,—; SﬁroéL <
2 ;[\/ I RA/ @ 1257y
[ _‘mmgbl‘)l, S0~ ; Z? SVPACé’F /a; m Jt/ f_%b
Ll : j:al FAN g, v &p
5. 3? PM»‘"C{‘#}M()L g, ms &g 0 olgse )
C.. 25 CHANE bome! a0 op /w / ‘W l2/f)
e {2 L}/? H
e
Doctor Name: .. 'D"' D A4 N W& ¥ Doctor Signature: .

Date & Time: ...

/5/09/

w%,@wmw
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Vi 2 — i

on: . BPr L) .8, Gyeem ) . —— —c —

SURG.vno Koit ggﬁon:‘. Dy lcaidhe P'a!ie’nt'Name:‘,Q?J:;.E.’.ﬁ’;ﬂ.&ﬁ:‘(ﬁ.{.‘l\ge:.3...?.‘.‘!." Gender: ... [ po. oS | ® Girthrih
_ : : . . - irthRiht

SAFETY CHECKLIST | Ancestnetst: 278 asdedx......... | UHDNo.:.D.37.83...... sugery Name : £ eetir2 L5es %’5";@': #ﬁ%

Scrub Nurse : S/4x.... S/ M.

Before Induction of Anaesthesia > >

SIGNIN  Time..6:.36—

Patient Has Confirmed
Identity
Site
Procedure
Consent
Site Marked
Anaesthesia Safety Check Completed

MDNO
©¥es CNo
g’f}e.ablo

s ONo
OYes GG CINA
O¥es ONo

Pulse Oximeter on Patient & Functioning ©Y6s CINo

Does Patient have a;
Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500mi Blood Loss
(7Tmi/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

Signature ._..$Q-h_“‘

wr( ONo
OYes D'No/

OYes En@ O NA
@Y¥es ONo OONA

B@ ONo ONA

Name SQT"”L&HQﬁ@NOGK

Confirm all team members have

introduced themselves by Name and Rolg &f6s CINo

Surgeon, Anaesthesia Professional and
Nurse Verbally Confirm

Correct Patient (Check ID Band)
Correct Site
Correct Procedure

Anticipated Critical Events

Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss?

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns?
Nursing Team Reviews:

Has Sterlity (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns?

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

=ves ONo
Ofes ONo
Ces ONo

OYes ®No CNA

Clefes ONo ONA

¥Es ONo OINA
OYes ffo ONA

afes NG

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable)

The Specimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

To Surgeon, Anaesthetist and Nurse:

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

ﬁy 6o
Signature :......... ox"\

Name :............... “S“T“HM

OYes TONo
Eﬁm&o ONA

OYes ON0 OONA

OYes Ofo ONA

L6 ONo

Doc. No. : RCH/ FRM / CLINICAL / 111
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‘ INFORMED CONSENT FOR SURGERY OR Chitdren's | & BirthRight

Hospital SY RAINSOW HOSPYTALS

SPECIAL PROCEDURE e R s
T T uckoossTes 1P18-00036438 )

Patient Name g;::f:‘“m“ YAMIED  (F) W Gender: O Male Dﬁﬁle Age: ... 3_:7' ..............
UHIDNG: ... ° “Li“n ““m“ mi Date : fz):)’}%
instrugfion: m m .
Thisconsentfc  ___ .. ooyuouuy ranent (It 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. 3

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

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

o o fLI D ......................... Aoccrsresasiinnans UPONN G oo 0o vem e o nmgenmeswoimpemiasss es ok sissoss b ose isivns snn senne
Aol 2 DUDO. TWI0S e ot patery DR~ DEEP] KE BV

TWIN 2 TURR

I 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 acknowiedge that no
guarantees have been or can be mads regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hos fi respansible for any untoward event thereof,

My signature on this form indicates that Cose .
1. Ihaveread and understood the information provided in this form t
~ 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. Ihavehadachanceto ask my surgeon questions.

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

5. lauthorize the consentto the performance of the operation orprocedure.

Name of the Doctor whois perfgrming the Surgery / Procedure: D"'D’W‘ﬁa”%m
Patient Attendant :
Signature : .......... t—@ .......... =

Name: .......... QP Deul......... Name :
Date & Time : /Q{%flé%&}@}p Relationship with Pati

Doctor (who is
SIGNALUTE © .ooovvvvveseeveeoeee e Signature /. N \b
Date & TiMe - ... Date & Time : ... f?r}
Docu. No. : RCH /FRM / CLINICAL / 027
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Rainbow® &

'CONSENT FORM FOR ANAESTHESIA Children’s .BirthRight'

Hos P ital BY RAINBOW HOSPITALS
1JC-00093783 \P18-00036438 U R TR RS
Patient Name : g’ DEE"'“D i 3Ty am1e0 % verersrenssssnrensrsnns AGB  srerrnreessanss Gender: Male 3O Female O
UHID NO: ........ \s\i\“\\\\\\\\\\\\\\ \\\\\\\“\\ eeseeenes SUTGEON Name: . -
Anaesthesiologis T .. Operative procedure planned : L.ﬁwd 7 AR 64\1"‘??0.:? ........

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA ChPeccaean) Scatird

General anaesthesiainvolves 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.

[ Heart disease O Hypertension [ Diabetes mellitus [ Renalfailure
[ Hepatic disorders [ Shock O Multiple organ failure [ Polytrauma/ Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Puimonary Disease L3 Others ;... . ALY ... LAY G Sl

«  Doctorto documentin medical record also if necessary (Cross-out if notapplicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient the above mentioned operation / Diagnostic /
Therapeutic procedures.

| authorize and give consent for anaesthesia ( O Regional / O General Anesthesia / O Monitored Anesthesia Care as considered
appropriate by the anaesthesia 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. '

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

| authorize the anaesthesia 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.

| have been explained all my queries in the language understood by me.

Patient / Patient Attendant : Witness :
Signature : .<.... Signature :

Name: ....... 2. OWW’ [/Z ' NAMIE © ooooeoreeeeesosessssseesessssseesess s esssessenes
Relationship with Patient: .. l HWWJ Date & TIME : cvvvvverereeseeeeseesseemssensasssassenssnrenes

Date & Time :. “z(’? Y 3. WK’V"
Doctor (who is takin

Signature : ..... l' ............................................ Namep‘/(’_‘j‘wﬂhwvmmmp Date&'ﬂme:.m:.‘.j..‘.rzc&.f.y ’);’-"1

Docu. No. : RCH/ FRM / CLINICAL / 021
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Department of Anaesthesiology Rai_nb:'é-w" @ BirthRight
PREAMAESTUET S ol | e
:;:!Ef:l“mas\ﬂ sryamiso P 31
Name: or 88 .. Age: .. T“( Sex: .. w UHIDINO & e
b (T e
:Usagnosm ,[/RHVH (’IWJ:N ...... S e .
B/ CRT: N.ulp HEA: 109’ ™ Weight: 447 .bj ASA Physical Status: O 1 a{’ua o4 o5
8 Fre * Laboratory Data: hhiC - 5-2
wgo: L6 Glucose: . ks OO R KRR v
PCV: .o Urea: f D Alb: ECG: ........
WBC: .o Creat .05 Y. Ot Bill: ..o 20 EChO: ..ot
Pate: . 3071 jﬁb O R StresS/ARGI: ..............
Pl M. K: L; 5 LDH: T
INR: Oq ........ Mg++: SR 1, - S
%g:}é)ﬂ:r - [, ‘SGOT!SGPT_YU, j@é/m‘“: s _ .T.d:\]a(ngu S ok nhibilos

Medical History: VS Jﬁ*@ Plelo Mﬁymo‘ o T Fhoun oo o
RESP: ) Dbetes: leln 12 pm Alb manih, “"%‘fﬁm}

CNS :

Renal :
Hepatic / GE : Physical Activity:
Others :
" Past Andesthelic History: Hfo Convacal Anmﬁfqﬁ_Jf_ﬂﬂ_kmuﬁ_m
Physical Exam:

Mrway.  MP12(D4  Mouth Opening: BrlLy - Mentohyoid Distance: Neck /) - Teet/))
ngs: R @ St -

Heart: . £;

CNS:

Pregnant: CJYes CINo CINA Venous Access Ste : Spine Exam for regional :

Anaesthetic Plan: COMAC [JREGIONAL CJGA-ETT [JLMA

Peri-Operative Plan Explained to the Patient: DYes o No

CURRENT MEDICATIONS - DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis -
Water / ORS 2 Hours

"ﬂ"‘ 0HAL<: Others 6 Hours
3. Informed Consent: O Standard 32F High Risk

4. Post Operative Pain Management: O Discussed with Patient

5. Other Instructions:

Signature: —’T)Tn/ NameD{'IJ‘MUMWF- .

Docu. No.: RCH /FRM / CLINICAL / 044
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43 B . ’ . - .y -
I. R Children’s BirthRight
[ raeSier | ANAESTHESIA CHART  fiospital oveumaow s
o : Tt Lok 4 It 1 DR the Imie Your Right toaSate felnery
- Pre Induction Assessment:
Change in Patient Condition: O Yes [JNo Fasting Status: k{ﬂ
Physical Status: Patient Identified [J_~onsent Present 700 Chart Reviewed

iR Jo)mig) | BP/CRT: f\q:.[m (500, 4bJ EIRE 5o I [ CastFeet:
Pre- OPDIaQHOSIS A Operation: L_‘&C.& Date : ,L?/ '7/&6'

Surgeon: ... wl\[\id\— . Anaesthesiologist: .S OTEEM. ... TECHNICIAN: coorrsrcrcsrce
TIME Al PN = o, T 9 Chan, |
NO/AIRIO, LPM L% | ik iU W \J ]
HALO /SO ISEVO Antidigtic
Drugs:
P J w7, B e Y
—C PRE OO IS [T/ Sppostory
b4
‘Ln 1 { ] 4 -
- \ s Blood Loss
| SGZUAVSIAY AL o
- " ! -
FI0, /520, b 4 (4w 5] 2
E1C0, v Fre (T i
ECG [ AN C4
=~
Trine Ouput NOTES
£% Fa o
28 3 K A
- 240
v Sysiolic 220
A Diastolic
X Mean 200
+ Heart Rate i
Tourniguet on Time:
Tourmguet off Tine 186 n
140
Trwoat Pach in . LY
Thrsat Pack Out 1 Jf vi {
100 S
Le 4 N
NIRRT
40
20 »
b =t
0 o 1
HI 1 8 s o { P | T /
- = T LG LRI 7 Al ranall =t 2 a Qe 00
LAB Values 5.8 Uf‘ Vi " I } LA e W AM I{;u ALY '. ’ T
(GAES LAY -’i‘-m,u 1= = at >
/ 7 - < | oA e =
(f] quipment Checked and Temp: Induction Regional:
Functional [0 HME [J Fluid Warmer aw O inhal Extrem Spoolly: i
p} .ﬁ_\ﬂ O CingFilm [ OH Warmer O PreoO, aRsl [ Epidural [0 Cavdal
Cuti " Wool
SM g :ﬂ?s [ Cotton Woo [ Others Others O ’S,‘/—ﬁ b{\f"lc{/"[
mlsaa 0O Mmask [ 56A
0O Awy OO DNasal ... B et___sr@,g_.cz__
O Temp Site :
O Fio, Monitor ETTE i Wi e €M Needle Size: Depth: S
[  Agent Monior 0 Omt l'_‘luasa UCuﬂ Parasthesia [ CINo
Pulse Oximeter O Tracheostomy [ Topical Catheter at skin ... | LA rd
cmw D DI’UQ’ ................................... . Drug Kame 4 Conc . B —
[ Ventilator Anaesthesia: O Awake O Direct Vision Bolus: ) %
[0 Nerve Stimulator 0 GA [ Vigeo Laryrgoscopy [ Stylette/ Bouge Infusion 4
ik [0 Monitored Anaesthesia Care [ Fiberopuc Biock Level
sten AV [~ I Fegional 3 Blade# .. ... Atempts ...
O Pressure Pbinis Checked ’)',QGCQQ)F\‘-\ OGSy W e rnpl COMMEALS: ...ciceibuassissrmsaseisisnmis .
Line (Size & Location) Transportation to
Eye Care: OCVP oo | O3 ilat = BS OPcy KU O Other
o ?ﬂ [ Semi-Ciosed Circle Relaxant Reversed [ Yes One [OnA
ape y
)[é Padding g g:::u e Name of the Dm&dljmuﬁ i
[0 Awake Signature of Ihe DOCLON & o)

— | —
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L Rainbow”’ . —_
| Patient Sticker ‘ Children’s e BirthRight
‘ Hospital BY RAINBOW HOSPITALS
1t takies 1 ot 0 treat the fice. Ml’twulsmuvﬁnw
POST-ANAESTHESIA CARE UNIT RECORD
L@ , . ; sulye=*
Received in PACU by 'C/MLS"!&MA .............. Time Received : 8124 ... TimeDischarged: 8"
240 240
L 230 230 | [0, Mask O Masal Prongs
s 220 | [ Tracheostomy O T-Piece
o) 210+ 210
12 200 200 | O Oral Airway [J Nasal Alrway
E t:g 1.:!;|
1 1
8 170 170 i
= 160 160
o 150 b 150
v 140 N\ 'I-;g
130 1
AR M 120
W 10 10
(7] 100 100
= 90 90
~ e 5
L= \1 o 60 A 60
. (7] 50 50
b 40 40
30 30
v 20 20
10 i
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aidete Score) IN 30 160 | %0 out SCORING INTERPRETATION
et e SR A 13 s A Minimum Total Score of 8 s Required for
Able To move O extremities voluntary of on command =0 \ \ 2 Discharge
mmummm&:mm 23 Resemanon
o -
: =0 n 1212 Exceptions 10 this, are to be explained in the
P e s s o =2 cUATON ars space below by the Discharging Physician:
89 = 50 of Pre A leve =0 o
Fully awale =2 2-1
s’::mmm :a CONSCIOUSNESS b %
Pink =2
Pale, dushy. bloichy. Eundiced. et =1 oo 9 Loty
TOTAL
o J ) PAIN ASSESSMENT AND MANAGEMENT FORM
| Date Time Pain Score Intervention ' Signature
el i
Pain Tool Used: ) NPASS [ FLACC CWong Baker CINPS Reassessment Frequency:
1 Evewemmstcrnmsplwadpaﬁem
Anaesthesiologist Name : oSS S S immsommommn 2 F“‘”“”’“”“””"W*“““‘”’”“’“"””“
4 Every 2 hours for first 24 hours
Anaesthesiologist Signature: ... _..«SQL—‘ . b. Al 24 Haurs avery A ReS
¢ Prior to pain refiving interventon
Date & Time: «  within 30-60 minutes after pam relief iniervention
| PACU Nurse Name S Swatt | . ] s St
| orseName: o LY 2] . fransteredto Unit by (PACUY: S Lo S SUATI
PACU Nurse Signature: g/‘i“sb”“ Da‘”‘“ﬂ‘e)&l‘l[ﬂc?;a -
<0ate & Time: 32 @8\

—— I ——
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' Rainbow® : 5 Lot
E Patient Sticker T - Children’s ‘ BirthRight _

Hospit;ﬂ BY RAINBOW HOSPITALS
Tt tahes & ot to troat the litte. lemw:smmﬂnq

Department of Anaesthesiology

EPIDURAL ANALGESIA RZCORD

DAE: e N\ TiMEE o Procedure done by ...

CSE /Spinal /Epidural Position : ................ Space e, 16CHNIQUE (LORLOS) ...

Depth: Catheter at Skin: B (1)1
Parasthesia : Yes/No if yes details : ...

Solution Composition : ...\

Any other issues
- | [——

b).......

Infusion Rate .\ Level Maternal
Time (mime) | Bolus(mi) |y oh “Right ["Bp Tpaise] FHR

Comments

Delivery Details : ~ Time: ... APGAR: ...

Catheter Removed by and Tip Inspected :

e P W

Discharge /Shifting ordered by
Doctor Signature: ...

Docto} L
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i | G oinalt
PATIENT TRANSFER FORM Hospital | B oo
i %;‘?:f:‘“mw AL AL Date & Time of Admission Date & Time of Transfer Order
r. SELF w
T \v\‘?\\M, o

Treating Consultant Name Transfer Ordered by Reason for Transfer

: L
AU W wvinr-é b’( Rt
\(63 \O'W\ 1) o

r From Unit \ To Unit
- || i fro

Number of Sheets in Clinical File Number of Imaging Films

Hie© oD

Information to Attendant

Yes [2/ No [}

personal belongings including
clinical documents. if any handed

over 1o attendant
YesT l No [l

If yes, what ?

Medications / Consumables / Surgicals / Hand over

1.No. \ ftem Name \ Quantity

B )

—t

ST 2
Shmlng Summary / Notes Written by Doctor : Yegé No [}
QWttd  do e\ pae) W op wvinl P

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

S ad e’-f\ﬂ © by Vinltea

VPaﬁent & Clinical Records Received by :

Lo

[~

]
Date & Time of Patient Received : W \r\)\f\ \V N Q}‘Q‘,« ‘\

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

[] Unavallable Bed ] Nurse not Available (] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102













| CANNULA 1
Date: ¥ }«‘-’r]_}[) Time: A+ 0 pM
Location : }\Qﬂf\l ng)(wc, A ©

size: @ O,
Cannula inserted DY N POV

i Phiebitis Infiltration| | ervention
b A T CiYes OO} W N

Sl YT B o 0 e —es o] OYes ON e

'1
| [ oo ¥
\ —mﬂ Oves O 'gﬂmm _— _—_
OYes ON OYes ONO
e e
OvYes ONo

A o (gl ey —(penugwoe
| _I!I! Oves Tt € | DtesOto| Qes BN
' _m-wa Ry l{l! nYee ONo| OYes ONo
'1 _ﬁﬂﬂ@lﬂl\‘}l _—_
| — DY < loves 06| B2~ iz | nvasuﬂo
. AMW'M‘ - OiYes tEl;: _
i o, if yes date an time

' Cannula removed : IYeS
RX any initiated : OYes ONo ONA If Yes specify-

ONo DOINA If Yes specify-
Phiebitis score:

1

2 E
=
s
3
@

J|_ Cannular
i RX any initiated - OYes
i Phlebitis score.
: d within 30 minutes of insertion.
% Every 2 hours if on fluid infusion.

\ # Every 4 hours if only on IV medication.
V.L.P. SCORE ISUAL INFUSION PHLEBIT]
18 SCORE|_ Mext

ﬂ
| Doc. No. : RGH/ GDY / FRM/ GLINICAL / 137

—— . Ny
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oved : (JYeg
Oy

ONo, if Yes date ang time ;
+UYes ONo ONA if yeg
re:

Specify-

* Slight pain near |/
site or slight regnegs
near LV site

wmgm\\\h e \

# Pain along path of Pain along path of
: Sannula # Erythem ia?nndudfa;l!m
Induration * Induration S oni
#* a
RESITE / REmovE o g‘;‘gﬁa Renove P
CANNULA TREATMENT TREATME AN
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GUC-00083783 p18-00036438
DEEPIKADEV!

t;—w-um a7vamied )

or. SELF

(AR

Choose Highest Applicable Score from each Category

History of Falling
(immediately O w/in 3 months)

gecondary Diagnosis
(more than one diagnosis)

Ambulatory Aid

|V / Heparin Lock of Saline

GAIT / Transferring

Total Morse Fall Seale Score:

Forgets limitations
Oriented to own ability

Tick (v') whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls precautions)
[ Ensure patients use their prescribed eye glasses if any, in the hospital

[ Use chairs with arm rests
[ Use safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RCH /FRM / CLINICAL / 006

-_l_l"_m (MFS)

e
Intervention
T h s
A | jo1 S22

) M

L = e
Rainbow

BirthRight

Children’s
Hospital .M

nm-uwnaamem

Your Right to 3 Sale Delivery

Fall Risk Grading

Morse Fall Score

Low Risk

standard Fal

Precaution
m Implement
“ Moderate Risk Moderate Fall
_ Prevention
m Intervention

implement High
Risk Fall

Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce 10 always call for assl

[ Hourly safety check
[ Assess patient after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply all low and moderate risk interventions, and.

O Initiate constant observation by healthcare provider as appropriate 10 palient's needs

stance






GUC-00093783 |P18-00038438 ) ) e
Or. DEEPIKADI ami7o (R ' .
zo-ua-u:. ary @ Rainbow . . . =
Or. SEL ““mmmm - Children’s Bi rtthg ht
NM\\N‘ . Hospital .Mwﬂé
Morse Fall Risk Assessment Form Rk e e T i o S Ot
) w Gl
Date / Time W™ L\ |o-
Choose Highest Applicable Score from each Category = 13\’[‘26 ™ Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 e, © ) Risk Level Morsl(a'::g)Score Action
Secondary Diagnosis Yes 15 S S \5
(more than one diagnosis) No 0 o) & o
Furnitur 30
’ urniture Low Risk 0-24 Etandsl:_d Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 recaution
None /Bed Rest /Nurse Assist 0 @) P )
Yes 20
IV / Heparin Lock or Saline Ne = £ Implement
i O £ Moderate Risk 25-50 Moderate Fall
Impaired 20 ;Prteventr?n
ntervention
GAIT / Transferring Weak (uses touch for balance) 10 :
Normal /On Bed Rest /immobile 0 O 0 v Implement High
Forgets limitations 15 Hiah Ri Risk Fall
Mental Status igh Risk 251 i
" Oriented to own ability 0 O o 0 Prevention
= Intervention
Total Morse Fall Scale Score: \< S (§
Signature 8&3&/ &/” ' éf"
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) [J Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while lransporting patients [J Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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| GUC-00093783
. Or. DEEPIKADEVI
26-02.1089 3TY4M 18D
Or, 8ELF

A0 ANE R

IP18-00038438

2

Morse Fall Risk Assessment Form

2
—-Rai_nb‘owi‘" &
Children’s

Hos

pital .

It takes a Jot 1o treat the itte.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

N M
Date/ Time | L\ :{,&b ;
Choose Highest Applicable Score from each Category Sc;!ore “ﬂ Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 N Risk Level Morst:'::Isl)Score Action
Secondary Diagnosis Yes 15 15 e
(more than one diagnosis) No 0
i Standard Fall
- _ FuTHirS = Low Risk 0-24 syl
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0 ® (o)
IV / Heparin Lock or Saline L 2 2 —ae :."‘npcllemfntF g
S . ModerateRisk | 25-50 | Moderdtea
) Impaired 2 Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 O o Implement High
Forgets limitations 15 ioh Ri Risk Fall
Mental Status .g — High Risk 251 Prevention
Oriented to own ability 0 Intervention
Total Morse Fall Scale Score: 25 ¢35 8
Signature @g beEIPN |

Tick (v') whichever precaution taken.
Risk Level and Interventions

Low Risk (0 - 24) (Standard Falls Precautions)
[ Ensure patients use their prescribed eye glasses if any, in the hospital

[ Use chairs with arm rests

[ Use safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RCH /FRM / CLINICAL / 006

Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always call for assistance
[ Hourly safety check
[0 Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at isk due
to altered mobility, consider occupation therapy referral for advice
© Regular Tuming Schedule '
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
© Use pressure redistribution surfaces
©® Manage moisture, friction and shear Altemating pressure mattress Overiay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
© Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
® Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently Alternating pressure mattress overlay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure matiress overiay




1. Extremely compromised: 3. Adequate:

<2 seconds.

position changes. .. 2 seconds; serum pH is < 7.40. 2 sgconds; serum pH is normal.

TOTAL SCORE
Evaluator's Name

Severe Risk : less than 9

| High Risk:10-12 | Moderate Risk : 13-14

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

| Mild Risk : 15-18 | Mot at Risk: 19-23

5 ' : F . Excellent:
- " Hypotansive (MAP < 50 mm Ha; Normotensive 0xygen saturation may Normotensive oxygen saturation may 4.
jssue Perlusion 2 h
= E;Ixyge:\:u;?\ 8 < 40 in a newborn) or the patient he < G5%; hemoglobin may be be < 85%: hemoglobin may be o Aonsive, GRY00D ’?‘“"“m“u
does not physiolnqk.alty tolerate <10 mg/d}; capillaty refill may be < 10 mg/dl; capillary refill may be z : normal hgb; cap flary ref
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Dr. GEEPIKADEV BRADEN 'Q SCALE
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or. S8ELF —
(T B e 1T U
G - e T e [
T I 2. Very limited: [ 3. Stightly imited: 2. Fe mitations: :
Mobility | Dmn;l—n;:ﬂmmm mwﬂmmh mmmmmm muﬂamrﬂ\iwh "7
in body or exremity posfion body or exremiy position but unable changes in body or extremity posiion position without assistance. Yy H— _
| without assistance. ___—— u e independently. | independert. 1 ! LS
. : 2. Chalrfast: . 3. Wealks occasionally: o g::-hu-p-u#
; pccasionally , but
“Actvity The degree | 1. Bedfast: m"’“’umnm ,,:,,mﬁ,";,m :’,’,"mu Wum banibsi he room at least twice 2
of physical actvity” |  Confined 10 o must be assisted into chaif OF reatance. Spends majority of each day and inside room atleast once Every "‘\ Y
b I _sonbedorchal ___w—_‘j,_____
1. Competely mited: 2. Very Bmited: 3. Siightty limited: 4, o mpairment:
umm(mmm.m mﬂﬂswumpmﬁ!mw.mnut mnmalwmw\d’.hul to verbal
urmasp}wumﬂs&nulmm discomfort except by wmnmmwm mmmmmmuh\n Lf
Sensory Perception diminished fevel of or | moaning or s; OR, has nrmdmmnmd:on.tmm Mhuummwhbpahm _
sadaﬁOn.Oﬁ.limﬂedahiﬁwwhel sensory | that fimits the sensory im that fimits ability discomfort.
painmrmostowumdysurlacs. wmmMMMdismmlnﬂmr mluloaln,mdiscnnﬂmmmor t—, r.‘
half of body. two extremities. ]
Moisture Degree 1. molst: 2. Yery moist 1, Qecasionally moist ) 4. Rarely moist
1o which S\dnbmmmis!alrrwmsmw smsm.mma\m.motst, sunbmmwmmmmno sﬁnbum' dry, routine diaper
<kin is exposed byparspkaﬂon.um.dnm,m mnnmudﬂwdathaslaww imnmm‘lzmﬁ. W.mﬂmu\m
1o molsture Dampness iS etected every time 8 hours. gvery 24 hours.
patient is moved or turned.
FRICTION-SHEAR 1. Significant probiere 2. Problem: 3 problem: 2. Ho apparent problem:
Friction Occurs when Spasticity. contracture, itehing, oF Requires moderate to maximum Moves freely or requires minimum Able to completely lift during
Skin moves against agitation ieads 10 almost constant in moving. Complete lifting assistance. During 2 move, skin position change. moves in bed and In
support surfaces {hrashing and friction. without siiding against sheets is probably slides 10 soms extent against chair tly and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, of other muscle strength 10 life up cunptetd'f
skin and adjacent bony bed or chair, requiring frequent devices. tive osition]  during move. ‘Maintains good position “
surface slide across repositioning with maximum assistance. in chair or bed mast of the time but in bed or chair at all times.” L{
one another sccasionally slides down.
1. Very Poor: 2, inadequate: 3. Adequats:
NPO/or maintained on clear liquids, 1= on liquid diet \s on tube feedings OF TPN, which
or Vs for more than 5 days OR which provides provide adequate calories and minerals
albumin < 2.3 mao/dl OR never eals minerals for age OR albumin < 3 mo/dl wmﬂﬂeatsuvafhano\‘ most meals. meal, Never refuses 2
Mutritional Usual complete meal. Rarely eals more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats 3 \otal of 4 or more
food intake patiern than haif ot any feod offered. generally eats only about haif of any (meat, dairy products) each day. <ervings of mean and dalry products.
Protein intake includes only 2 food offered. Protein intake includes Occasionalty will refuse a meal, eats between meals.
1 sarvings or meat or dairy products only 3 servings of meat or dairy but will usually take a supptement if Does not require supplementation.
per day. Takes fluids pooriy. products per day. Occasionalty will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.




Action e {Fb_aneﬂnh:ﬂlﬂymmfa’dﬁmmmdeemednmkdw
_ =+ 3% mmmmmm‘wmmmm

N el e ‘———-———-___________~'_"——-—-—-—-__.____________-_.—._—-—.____ — ]

* Regular Turning Schedule

* Enable as mych activity as possible High density foam matiress .

*  Protect the hegs N Gafpadsforhim-riskareas

. Usepmssuramdistﬁbuugnmrfaces Alternating BSSUre Mmattress overfay

* Manage mojstyre, friction and shear 4

* Advance {0 3 higher leve] of risk if other major risk

are present
High density foam matiress
. UsemaSameProtoco!asfar"Mmst"Pahents Getpadsforhigh—riskareas
. atient at 30 degree lateral incline wedges
Position p. deg using foam ge. Atemating pressyre " ,

} _- ]
* Follow the same protocol as for “Moderate Risk” Patients Higt: density foam Matiress

* In addition fo reguiar turning schedule Gel pads for high-risk areas
Alternating pressyre matiress overiay

* Make smaj smﬂsintheirposiﬁan frequently _
: . Usesamepmtocolasfor“l-ﬂghﬂbk"l’aﬁems High density foam mattregs
Less than 9 Severe Risk . Addapl'esswelﬂdistrﬂmmsurfaoetorpaﬁemswlm Gelpadsforhlﬂh-rlskafaas
savmpalnorwm:adtrﬂionalﬁskfacmrs. Alternating pmssmnmaﬂmsgmmay

L E -
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1. Compraory w.....4blle: 2. Very limited: 3. Slightly limited: 4. Wn limitations: :
Mobility Does not make even slight changes- Makes occasional sfight changes in Makes frequent through sfight mwmmmh
in body or extremity position boﬂywmmmmm mnbwwmw position without assistance. L:,
without assistance. to complétely turn self independently. independently. . s
2.Chalrfast: : S| 3. Walks 4. All paiients too young to ambulate;
' Ability to walk severely limited or Walks occasionally during day, but for OR walks irequently:
*Activity The degree 1. Badfast : non-existent. Cannot bear awn weight short distances, with or without Walks outside the room at least twice a
of physical activity’ |  Confined to O or must be assisted into chair or | ~ assistance. Spends majority of each day and Inside room 3t least once every LT
) wheslchair.” shift In bed or chair. 2 hours during walking hours.
1. Completely limited: 2. Very mited: limited: 4, Mo impairment:
Ummmounotmm.m mmm«wwusmm.mnm umrmmm@mm.m mnwm. )
or grasp) to painful stimufi due to wmmmnmww cannot always communicate Has no sensory deficit that would fimit
Sensory Perception diminished level of consciousness or moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or L’
sedation, OR, limited ability to feel sensory impairment that limits the sensory that limits ability discomfort.
pahmmos:ofmmdysuﬂm. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
. 1. Constantly moist: 2. Yery moist 4. Decasionaily moist: 4. Rarely moist
Wote Tume Skin's kept moist almost constantly | Skin is often, but not aiways, moist. Skin s occasionally moist, requiring Skin is usuall dry, routine diaper
_lqw by persplmﬂon.um.drainaga. efc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
i o Dampness is detected every time | | 8 hours. every 24 hours. Y
] to moisture patient is moved of turned.
r FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. Mo apparent problem:
Friction Occurs when Spasticity, contracture, itching, o Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
| Skin moves against agitation leads to aimost constant assistance in moving. Complete lifting assistance. During 2 move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient K.'
Shear Occurs when impossible. Frequently siides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good positi during move. Maintains good position
surface slide across repositioning with maximum assistance.| in chair or bed most of the time but in bed or char at all times.”
one another sccasionally slides down.
' 1. Very Poor: 2. inadequate: 3. Adequate: 4. Excelient:
NPO/or maintained on clear fiquids, Is on fiquid diet or lube feedings/T PN, is on tube feedings or TPN, which Is on a normal diet providing adequate
or Vs for more than 5 days OR which provides inadequate calories and provide adequate salories and mingrals |  calories for age. For example, eats
albumin < 2.5 mg/dl OR never eals minerals for age OR albumin < 3 mg/di | for age OR eats over half of most meals.| most of every meal. Never refuses kT
Mutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than hait of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 food offered. Protein intake includes Decasionally will refuse a meal, Occasionally eats between meals.

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

servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3, Adequate: 4 :
- Hypotensive (MAP < 50 mm Hg; Normotensive axygen saturalion may Normotensive oxygen saturation may - Excellen
ﬂ'%":y::::;uﬂ“ & < 40 In a newborn) or the patient be < 95%; hemoglobin may be be < 95%: hemoglobin may be Normotensive, cxygen saturation (T
does not physiologically tolerate <10 mg/dt; capiltary refill may be < 10 mo/d: capillary refill may be >95%; normal hgb; capilary refil
l position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH s normal. <2 seconds.
: . . - . TOTAL SCORE
Severe Risk : lessthan 9 | High Risk: 10-12 | Moderate Risk:13-14 | Mild Risk: 15-18 | Notal Risk: 19-23 £
Evaluator's Name




= & Action (memmmmmmmumm
. = ew tommwtymmmmm y referral for advice
_'_"_"——-'—-—'-———_.___.__________-_'__——.—____.__. __._._.__._______.__..__.,_—--—-________ e — 2 —_—
- = Regular Turning Schedule )
= Enable as much activity as possibie High density foam mattress
15-18 At Risk g S’;;M“*heﬂs . Gel pads for high-risk areas
1 . pressure redistribution surfaces ;
« Manage moisture, riction and shear Alternating pressure matiress overfay
= Advance to a higher level of risk if other major risk
are present
—— e e o ) e |
: High density foam mattress
* Use the Same Protocol as for “At Risk” Patients ;. F
13-14 Moderate Risk PoSINGH bt 450 6 incline using foam wd Gel pads for high-risk areas
on p. egree lateral incline using foam w ges | i iasaus g
N S .
* Follow the same protocol as for “Moderate Risk” Patients Higl: density foam mattress
10-12 High Risk * Inaddition to reular turning schedule Gel pads for high-risk areas
. Makesmaﬂshiftshﬂmirposiﬂmﬁequmuy Alternating pressure mattress overlay
e,
= Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk . Addapressw-emtismlmmwrfaceforpaﬁemswim Gel pads for high-risk areas
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\'\"ﬂx\\\\\\\\\\\\\\ i PAIN ASSESSMENT FORM i
Date "a('; ;‘n')"e Location | Duration Acuity Character _“F"a‘;“:::‘ P"'i::::a':;'“" Intervention Sign
] 0 Continuous | O Acute 0 Sharp [ Dull O Increasing | [3-Yes s PS J P,

¥ g*(\% 8 05(“ 0110 ™\ O Intermittent | O Chronic | [ Aching (1 Burning | O Decreasing | [ No bl h

| O Continuous | OJ Acute O Sharp 01 Dull O Increasing \9'?(- AO Rl /ﬂ%ﬁhw
\ ’5\'1\\9—’0 QB ﬁ\w rO1 32— O Intermittent | 3 Chronic [J Aching [ Burning | OJ Decreasing | I No 4 ’

!
\ |Po3Y O Continuous | C3#ACute 0 Sharp O Dull Brincreasing | CIVes \pefofe 4 et
\";\_%\Dio &V" h“ (4 %14 | G-termittent | 3 Chronic CHAching [ Burning | O Decreasing | O No /),j, Fer SLNY)
80-'-?:." O Continuous yeute [0 Sharp [ Dull ,,D’Iﬁreasing DYes (b;{,dﬂ?"" @2
)3)‘])‘)0 %Prﬂ ‘)1(‘? %&fy CLintermittent | O Chronic wﬂg 03 Burning | O Decreasing | 1 No ore) 2 %{

A@. 2;** o [0 Continuous | [ Acute [ Sharp O Dull O Increasing M v Cgp"”"‘
\\;\\ ) = 0O Intermittent | 3 Chronic [OJ Aching [J Bumning | (J Decreasing [ 1 No =
\ [ Continuous | O Acute O Shap OIDul | O Increasing | O Yes N R ~
AN 3\?“‘ S\w | | o e | Aching 1 Bum i (Ve
A ermittent | [J Chronic O Aching [ Buming | O3 Decreasing LP’N"
[ Continuous | [ Acute O Sharp O Dull O Increasing | [ Yes— . S
\L\ WWJ %ﬂ oltg — |0 intermittent | O Chronic O Aching [ Buming | OJ Decreasing | O No o =
3 Continuous | [J Acute (3 Sharp O Dull O Increasing | O YEE// L,
\ﬁfp GIOA Old  — | O intermittent | O Chronic D) Aching O Burning | O Decreasing | I No - 5;
O Continuous | [J Acute [ Sharp  OJ Dull O Increasing Ei)ea' . wEY
\a\q ot | topw Olto = O Intermittent | Ol Chronic | D) Aching [0 Burning | O Decreasing | [ No o I
O Continuous | [ Acute [ Sharp O3 Dull O Increasing | O Yes

O Intermittent | O Chronic [ Aching [J Buming | [J Decreasing | 03 No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:

a)  Atleast every 2 hours for the first 24 hours b) Thenevery 4 hours.

¢} Priof to pain pain-refieving intervention. d)  Within 30 - 60 mintstes after pain refief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)



( i ol - PAINASSESSMENTTOOLS | D

FLACC PAIN ASSESSMENT SCALE (1 Month o 7 Years)

) SCORING
CATEGORY n
; ] 1 2
- Occasional Grimace or Frown, Frequent to constant frown,
Face mmmwsn‘b withdraw, Disoriented mcmcmmw
“Legs Normal Position or Relaxed Uneasy, restiess, tense Kmfmq or legs brawn up
Layi normal posiéon, i ing back and
aomy | reo iy e Ached, i, or drng
Numﬁ?ﬂtﬁewﬂw . _
1 i I 1 1 1 1 i I 1 ] Moans or whimpers occasional Crying steadily, screams of sobs,
No Cry {Awake or ;
R R A = | o Feqent complats
No Fain - ... 1 Reassured by occasional L1
' Consolabiity - | Contect, retaxed hugging, or being tafked to, Qifficul to console o comfort
“-Hemtif'lln.wnlllledltionlc!efnph'l Month)
A Sedation Nermai - Pai / Agitation
Criteria
Wong - Baker (Pediatrics) Abeve 7 Years -2 -1 L] 1 2

i

Crying No Cry with painfl | Moans or cries Appropriate crying Not] lrritable or crying at High-pitched or siient-
Irritabifity stimufi minimally with painful| irritabie intervals consolable | continuous cry
stimuii Inconsolable

Hmm"w a_un mmlﬂ m“ﬂml Behavier State | Noarousal toany | Arouses minimaly to Appropriate for Restiess, squirming | Arching, kicking constantly awake
stimui i or

stimuli gestational age Awakens frequently
No spontaneous Little spontanecus Arouses minimally / no
movement movement ) (not sedated)

Mouth s lax Minimal expression | Relaxed Appropriate | Any pain expression Any pain expression
Intermittent continual

No grasp refiex Weakgrasprefiex | Relaedhandsand | intermittent . | Continual clenched
Tone Faccid fone decreased muscie | feet clenched toes, fists 1 toes, ists, or finger
fone Normal Tone or finger splay splay '

Body isnottense | Body s tense
Vital Signs HR | No variabiity with | Less than 10% Within basefine or | Increase 10-20% Increase greater than 20% from

RR,BF 820, | stimui varabiiity from normal for from baseline basziine, Sa0, less than or
Hypoventitation or | baseline with stimuli pestational age SaD, 76-85% with | equalto 75% with stmulation -
apnea stimulation - quick slow recovery Out of sync or

recovery fighting ventilator
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| OBSTETRIC TRIAGE ASSESSMENT FORM

Date: \L‘fﬁ[ﬁu’ Time of Arrival: 29\5‘]‘“ Time Seen by Nurse: %\SOP”"

1) Level of Consciousness: _Conscious O Semi-Conscious 7 UnConscious
2) Chief complaint (Reason for Visit): (Circle the item as appropriate)

1 Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV

01 Bleeding PV; Slight/ Heavy O Preterm Labor/ Labor

0 Decreased Fetal Movement 0 Spontaneous Rupture of Membrane / Leaking Water PV

O No Fetal Movement ) etrier Reason: ‘)}Cﬂmu S ol T .Y —
3 vitaisigns: Temperature A2 ouise D0 R AR SPORE aplyn 0. weignt .57

4) Gestational Criteria:
uravida: Evom!) \ P \ L \ A j

e aodtnes ..., EDD: E:Lf\\d" Gestational Age: LY TV 1A Y—

|
Uterine Contraction OYes | @No | ONA Onset Time ‘ Frequency:
Membrane Rupture O Yes | ZNo | ONA Onset | Time \ Fiuid Color: J
& vaginal bleeding OvYes | ZNo | ONA | Onset \Tima \ Amount:
Lkl
1 :
Pre Eclampsia éymptoms O Yes pz’Nn O NA msnﬁe;ﬁ:;e\?::‘%l:g! Visual Symptoms /
Good fetal Movement es \ ONo | O NA If No specify:
. EE
| @ 5) Pain Screening: Numerical Pain Scale (NPS)
] 7Y | | | | | | | | L
: ( jﬂ]“ | | 1 il T 1 | 1 | 1
1' 1 2 3 4 5 6 7 8 9 10 |
| No Pain Worst
‘. \isgition possible pain
- () . 4
| JM\
I ©  DUFAHON: covveersanessssees? ™. ..\......................................Dayleeekal Months (Strike out which is not
u_ applicable)
'li. © Character: 'M\
o Frequency: s
. © Interventions: ..........o. M\
§) Past History: _
'. a)  Surgeries: OO\X‘L@‘IQJ-’D’\QV‘Q),LML. ......... ‘l’bwf\’*h .............................
'11 b)  Medical: ...... \’H Pn?ct’rm (e \ SOVl D]C%a}@l .................................................
| Docu. No. : RCH /FRM/ CLINICAL / 098 (PT.0:)




Fatiert Sticker i

7)  Allergy: \%S O No, lfYﬁs.HL_f’L'D
8)  Current Medications: Prenatal Vitamin - 0 Nope Others: T%’(.Lﬁah!b[m’“ﬁ A0
9)  Prenatal Medica) History: Tap “Uropd A

one 0J Gestational Diabetes

O Chronie Hypertension
O Gestational Hypertension
O Diabetes

Triage Catagofy: (Please tick on the Category)
Refer to OBSTETRICAL TRIAGE ACurTy SCALE (OTAS)

O Low placenta
O Others if yes, specify ................... S isneney

Level 3 Level 4 Level 5
ekt I T
0 minutes
e oo | o | i
°"“""”g::,"“"*“° Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour Signs of Earty Labour/ Discomforts of
Labour / Fluig Imminent Birth } Lam;gmnou <37 | > 37 weeks SROM > 37 weeks Pregnancy
Weel
Active Vaginal bleeding Bleeding with Bleeding assoclated Spatting
Bleeding with/ without abdominal cramping (<spotting) ’ with cramping
pain 37 (>spotting) >37
] {
Miid hypertansion
H ion > 160/1 10
peson sy | rondon > e o0 vttt a |
disturbance, RUQ pain symptonms < ’
cal FHR tracing, |
Abnormal FHR tracing | Atypi
Fetal Assessment Non-Fetal Movement ( Slllnmmal m }r
®Acute onsite severe o trauma pain Ongoing assessment @Anything that does not
abdominal pain ommmhmm greatsr than expected in .ﬁunomplﬂwndﬁ'ic S6em to posa threat to
®Alterad level of ®Unplanned and pregnancy (for hypertension, blood | mother or fotus ‘
consciousness unattended birth ®Flank pain / hematuria work) ®Cervical ripening
®Cord projapse Nausea vomiting and / @Minor trauma (minor ©0ut patient [
®Severe respiratory diarthea with suspected MVC/tall) previa mwvgu o Il
distress ®Nausea/Vomiting ang ®Pre-booked
®Suspected sepsis diarthea N mm&w I
: ®Signs of infection injections, f
chills) " ®Rashes

Time seen by Doctor: ZSD?N)

Date: L?].’H(ib Time: gﬁ?ﬂ”‘

- Nurse Signatuyre:

e
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1t takes & 1ot to Ueat the te.

BY RAINBOW HOSPITALS
Jour Right 1o a Safe Delivary

RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
SOSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SU

TE)
Date:..enee 1?’\¢fbb ...........

Pre - Existing Risk Factors ‘Tick | Score
Previous VTE (excepta single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities €.0. cancer, heart failure; active systemic lupus erythematosus,
inflammatory poiyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell_(gse__aie; current intravenous drug user
Family history of unprovoked or gstrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Obesity L | Yot 2
Parity = 3 1
Smoker - 1
Gross varicose veins 1

Obstetric Risk Factors
Pre-gclampsia in current pregnancy 1
ART/IVF (antenatal only) W 1
Multipie pregnancy 1
ﬁaesarean section in labour 2
Elective caesarean section v 1
F&\Ecaviw or rotational operative delivery \ 1
Prolonged labour (24 hours) 1
PPH (1 litre or transfusion) 1
Preterm birth 37+ weeks in current pregnancy A~ 1
stilibirth in current pregnancy 1
Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, €.0. \ 3
appendectomy, postpartum sterilization

Hyperemesls

OHSS (first trimester only)

Current systemic infection
immobility, dehydration

| Total

Signature of the Nurse

o]
R VA
Action Plan \ £
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\\\\\“\\\\\\m\\\“\\\\\\“\\\\\ Rainbow’ | @ BirthRight
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD chidren's | pgBItLE:,
Parl ) ‘- vtab\rilk.\tbm e Rt a
patient's / Learner Language: Tcuml\ ................... Patient / Learner Literacy: [ Read [ Write. (JSpeak”  Willingness to Learn:  Yes Ng—Healthcare Literacy: Yes] N1~
\dentified Egucation Needs: 10. Fall Risk Education
1. D) | D Plan 6. Discharge Medication 11, Safe use of Medical Equipment/ implantable Devices
Diagnosis < 3. Pain Management 7. Infection Control Measures Safety _
& Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatment and Care 5. Medication/ Therapy (safety, effects/ side efect,interactions) 9. Nutition / Diet 13. Risk / Salety
Part- Il S
Use codes from the fist in part 1§
D Time Mm“ﬁﬂ“ Information Taught ———-——_‘—‘]—’—?—'}i‘—o"\-—————ﬁ——————_ Comments wﬂ ture /
" Person Taught l;m Teaching Tools '&?ﬁ Understanding
~ fid ) W Jo copm IN TH c A ety Vet 4
\Wb % Tnkored | Dt Qo1 € Y v
\a\x )0 Lar\&db* QMMQ@JW' ]t Y l‘“"’ N O(U_,l < Vv S Eﬁa’ !i\j q{\_m,] _%
% ran, o - © :
‘5\'\ ,D”f"'r 3@ ¢rtp | 0 Fab:k"‘" N oval
\ﬁ“ﬁ/ \1 LA N ) QW.Q-’ g O Nove_| L ol ‘é’_
o[ 1 | brsr P O [ el e AT =
|11+ o> | = ﬁan/vﬁﬁ’;n putt | O | o pors— | V&S {:f"‘! RU~

Who was taught:

part - Ill: CODES _

E;ynﬁlem

F: Father

2. Physical

Learning Barriers:
1. No Leaming Barriers

3. Emotional Barriers

Teaching Tools Used:

A: Audio D: Demonstration

M: Mother §: Spouse

7. Impaired Thought Process/Cognitive limitations

V. Video 0: Oral

1.

None
2. Obtain transtator

Mechanismy/s to overcome harrier/s:

3. Reassurance & Support
4. Teach Family / Others

5. Respect values & beliefs

6. Respect Cultwral / Religion Preference

&mdlmz

1. Verbalizes Understanding

2. Demonstrates Understanding

Doc No: : RCH/ FRM/ CLINICAL / 187

3. Needs Review

10. Financial Difficufties

11. Beliefs and Values

5. Educational Level 8. Responsibilities at Home
6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Vision/ of Hearing

p: Printed

13. Cuitural/Religion Practice
18, OErS (SPECHY wrvevrssvrsrsmmsrssssasmss s s

ey
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Rainbow”® . e
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Bll"tthg ht Child ren's Dr. DEEPIKADEW! e
8Y RAINBOW HOSPITALS H05p|t3| 26-02-1989 7YAM16D  (F)
Your Right to a Safe Detivery It takes a lot to treat the litde. Dr, SELF

b MM

CONSENT FOR BLOOD TRANSFUSION

by, Deepiheh DA o 27 contrvn-

Patient Name : ... SO o T- NP Gender :......cnnrinrernnns

UHID NO.oeeveeececvenecmenensmenemsennaseses AP NG i ....Ward/Bed No. ........

Type of Blood Product : {UNH . PA{ K'@ R—% s g LW‘D ('( Ll
TSR e R L R hereby give my consent for whole blood

transfusion / blood components as part of treatment of myself / my patient while being admitted at
Rainbow Hospital. | have been explained all the known risks of transfusion reactions. | have also been
explained that the donor blood has been screened for HIV antibodies, Hepatitis B surface antigens,
Hepatitis C antibodies, Malaria and Syphilla. | have also been explained that transfusion transmitted
infections can vary rarely occur even with screened blood, especially if itis in the “window period” and
also due to various other infections which have not been screened for. | also understand that any blood

component transfusions carry risk of transfusion associated reactions.
All the above-mentioned risks have been explained to me by the doctor treating me / my patient in the

language that | fully understand and | accept the same and give my consent for the whole blood

component transfusion to me /my PAtiENt NAME ...cvivireerieesiesessmeniariss st s sas st s cnces

Name of Patient / Attendant DR- DG&P]F\Q\ M'

Signature of Patient / Adtendant /EA D

Date |9, 073 - 26

Time : & Z 0 ()M
Relationship with Patient: QM%
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Al
IO Hospital _ | (@R
BREAST FEEDING HANDOVER AND

ASSESSMENT FORM

1. Breastfeeding initiated?

\)2( a. Yes

0O b.No

2. |f No, Reason

@

Nipple condition:
a. Nipple well formed
0] b. Flat nipple
0 c. Inverted nipple
O d.Shortnipple

&~

Milk flow:
0 a Good

b. Drops of colostrums
O c.Dry

o

0 a Babygoes to the breast

Steps for Positioning and attachment:

0] b. Mother always sits with a back support
g c. Ear-shoulder-hip should be in a straight line
00 d. The baby takes a latch on the areola and not on the nipple

\ Docu. No. : RCH /FRM

Feeding Positions:
Cross Cradle

/ CLINICAL / 080

Feeding Positions:
Football / Clutch

PT.0




6. Was the position explained;

O a Yes
O b.No

7. For Caesarian mothers:
O  a Motheris required sit and feed from the 4th feed
O b. Please explain football hold
8. NICU admission:

L a. Mother needs to stimulate her breast for 2 min every 2 hours

9.  Additional notes:

-------------------------------------------------------------------------------------------------------------------------------------------------------

Continuity of Care:

Handover taken by

--------------------------

Signature TR =
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(- PREOPE
air at the curgical sité unies

- i i i with skin anﬁseptic{Ch'.orhexidine
ipes)

C
nt
SOSTOPERATIVE L3k

GUC-000837 3 |P18-00038428

csf PREV ENTION CHECKUIST \\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\“\\\ &

INTERPRETAT!ON
RATIVE

<the presence of

{ necessary

\|22
\[5

per i

tthe procedure. Use clip

ven within g0omts prior to skin incision

hecklist based on the world health organization—l':—) item
Klist to ensure adherence 10 pest practice

onitor blood glucose levels regar

aintain and m
en 110 and 150 mg/d| D
(0







GUC-00083783 IP18-000368438
| e sivaWTo Rainb%w'
[ - Children’s @ BirthRight
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URINARY CATHETER BUNDLE CHECK LIST i | o O
Date of Insertion: ......... B ];f ‘‘ A0 ) Date of Removak: ..... l l\\”"i\w'chm"\
Parameters Date Shift Time wﬂj‘z 51!9;‘ “’D\ \ \Q/-.\(‘ \J-
: L
: Need for the Catheter CFYes )No \2¥s ONo | D6 Do | D¥es ONo | DYes ONo | OiYes ONo OYes CINo
Hand Hygiene . Caves) OINo \ofes ONo cEﬁes ONo | C¥es ONo | OYes ONo | OlYes ONo | OYes ONo
Usage of Sterile Equipment ¥es) ONo m¥es CINo 'LZ%S ONo | D¥es ONo | OYes OONo DW’U%E_DNO
Is the Collection bag below the level of bladder OXes0INo EYes—INo j‘fes ONo | D¥es ONo | OYes DNO//DYFQ ONo | OYes ONo
Check the Tube for Gisiruction (Free of Kinking) - OYes ONo | (Oyes~ONo DXes ONo | D¥es ONo | OYes ONo | Ofes ONo | DIYes ONo
Is Catheter dated as policy Dﬁsﬁ’ﬂﬂo JAYes ONo ‘,Iz{es ONo WDND OYes ONo E!Yes ONo | OYes ONo
Collecting bag is been emptied regularly? D;ES\L—J No | Di¥es ONo \_;ers ONo | O¥fes ONo | OYes ONo I#Yes ONo | OYes ONo .
-Maintenance of closed system for the catheter _OYes-fINo | O¥es ONo @¥es ONo D¥es ONo | OYes ONo bYes ONo | OYes ONo
Dressing clean and dry? OYes~ONo | \O¥es ONo J2%es ONo | Difes ONo | OYes ONo /I'_'IYes ONo | OYes OONo
Is the line removed as Policy? OYesHONo “fiYes CINo 9)65 ONo B@ CNo | OYes CONo Jf OYes CONo | OYes ONo
Performance of Perineal Care | D¥es) B0 Yites ONo | Dfés ONo | OYes ONo | DYes cm_o/ OYes ONo | OYes ONo
Onset of New Fever OYes ij) OYes ONo | OYes OING | OYes Eua’ OYes E|N5/ DOYes ONo | O No
z
Asses for the leakage at the site of insertion EIYes7EIN0 3¥es ONo Eﬁs ONo ;}’f(EINo OYes D/Ao DYes/Emo/ OYes ONo
—
Name of the Nurse- (X AV (ﬁ =
£ J | ) AF e & M% / L
Signature of the Nurse W Qloﬂ Fo 0"/ MQK)/ /

Docu. No. : RCH /FRM / CLINICAL / 114
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"

@ satnpa,
e Rempiel PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: L= B b.% TRANSFERRED TO c
| |Patient Identification YES/NO m

a.Patient [dentification Patient name, age, UHID/hosp ital number confirmed m—
(] _

b.Surgical procedure & correct site verified m
2 | Airway & Breathing _—
a.0xygen delive (maskfcannulafventilator secured oX —
MS 0. within safe range m_
IfETT: position confirmed, ties secure, cuff inflated
3 \ Circulation & Hemodynamic Stability l ' \
AV lines secured & infusion runnin correctl L(@

b.No active uncontrolled bleedin

c.Last vitals recorded before transfer
~ 4.Central line hubs are closed wJ
Dressing Intact

4 1 Pain Assessment l

a.Pain score assessed & anal esia given

b.Reassessment done

5 | Wound, Dressings & Drains

b.All drains fixed, output noted

o Catheter secure & urine output recorded

d .Splintsfcastshraction devices stabilized
6 \ Medications Pre & Post-Op Orders l N 1
2 Medications due time noted
b.Pre & Post-0p instructions (NPO,

c.Emergency meds given in OT (time & dose documented)
™ 7 | Equipment Safety & Transport Preparedness

at bedside

c.Special positioning maintained as per surgery
5 | High-Risk Patient Safety (if applicable)
Chest tube: underwater seal below chest level [

a.
b.Epidural catheter secure, infusion checked

Pressure areas srotected (heels/elbows

o

5 [BLOOD AND BLOOD PRODUCTS TRANSFUSED N
R |

R

!
0
d

10 [REPORTS AND LABS HANDED OVER
11 [BIOPSY/HPE SENT

12 |Documentation
Documentation comp leteness m_
| = *

VIWAVE:
ransferring Nurse ‘An.‘! H2 06

;

RCH/GDY/FRM/CLINICAL/598







A

5“-’";-‘-"-'::9.-*.—'2’ .5.“»_-1.-”.-_-.-?:«.'-‘11 PATIENT TRANSFER NURSING HAND

Date & Time of Transfer: / -’;,/7‘ XZ 6

O a

OVER CHECKLIST
1

TRANSFERRED TO : Mlev

1 |Patient Identification

[YES/N

REMARKS

a.Patient Identification Patient name, age, UHID/hospital number confirmed Y/ »)

b.Surgical procedure & correct site verified 2
2 | Airway & Breathing “
| |aOxygen delivery (rnaskfcannulafvcntilator) secured 0.
b.SpO2 within safe range VY
¢ If ETT: position confirmed, tics securc, cuff inflated ANO
3 | Circulation & Hemodynamic Stability
| |a.IV lines secured & infusion running correctly 4
F ibANo active uncontrolled bleeding N2
' ¢.Last vitals recorded before transfer \/ &d
d.Central line hubs are closed , 0
e.Dressing Intact V4
4 | Pain Assessment (
a.Pain score assessed & analgesia given V&
b.Reassessment done v
5 | Wound, Dressings & Drains 4
a.Surgical dressing intact }:
b.All drains fixed, output noted Y
c.Catheter secure & urine output recorded ‘/ 4
d.Splints/casts/traction devices stabilized RO
6 | Medications Pre & Post-Op Orders
a.Medications due time noted Iz
I b.Pre & Post-op instructions (NPO, position, mobilization) communicated fy o
¢.Emergency meds given in OT (time & dose documente d) el
7 | Equipment Safety & Transport Preparedness
a.0xygen cylinder full & ambu bag at bedside NV
| 9 b.Bed/side rails up and brakes applied - NO
) lcSpecial positioniﬂ&m_aintained as per surgery y
8 | High-Risk Patient Safety (if applicable) ;
« Chest tube: underwater seal below chest level ne
b.Epidural catheter secure, infusion checked A2
¢ Pressure areas protected (heels/elbows) v/
9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED NO
10 [REPORTS AND LABS HANDED OVER i
11 |BIOPSY/HPE SENT NO

12 |Documentation

a.Documentation completeness

’ | -
Transferring Nurse: &5 lal <5 Mo 1"‘7’)
Receiving Nurse ;

Signature of Incharge:

RCH/GDY/FRM/CLINICAL/598
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PATIENT TRANSFFR FORM

GUC-00093783 IP18-00036438
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Or. DEEPIKADEV!
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i

©

2

Rambow . e
Children’s ® girthRight
Hospital .B_*EEEW_ZEZ‘ELS

Tt takes a lol lo treat the fittie. Your Right to a afe Delivery

Date & Time of Admission

e 66@0

Date & Time of Transfer Order

2\ L L ’b%\’ﬂ

Treating Consultant Name Transfer Ordered by Reason for Trahsfer
e | W Quped 12
\m- O:\\"ia v MW \pc,.«lj.
From Unit To Unit information to Attendant
AL :ﬁk‘ 'hoc,/ Yes ; No [}

Number of Sheets in Clinical File

Aadie ©

Number of Imaging Films

e -0

Personal belongings including
clinical documents. If any handed

over to attendant
Yes {Q No[]

If yes, what ?
Medications / Consumables / Surgicals / Hand over
S1.No. ltem Name Quantity
1.
2
3.
4,
5.

Shifﬂng summary / Notes Written by Doctor:

PN M Qted Yo vowd

Yes[) No [}

OvULeA

Wy B Diwgaletdsia

W v

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

ps pivyedau

Patient & Clinical Records Received by

Lo

Date & Time of Patient Received :

WN@M

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

[ Unavailable Bed

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

] Nurse not Available

(] Available Bed not ready
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Dr. DEEP‘KADE\H

FORM @

r:"ﬂ?

Rainbow’ . -
Children’s @® BirthRight
rospital_ | @z

26-02:1989 aryamiso  (F)

r Or, SELF “““m “ ‘m‘\\“ Date & Time of Admission Date & Time of Transfer Order l
Treating Consultant Name Transfer Ordered Dy Reason for Transfer
o, | © Waljge yrond|
o DIV N | X AN P TOSH WA Pusihee ¥
r From Unit To Unit Information to Atendant
| e Hoor DR e 0]
' Number of Sheets in Clinical File Number of Imaging Films personal belongings including
~” clinical documents. If any handed
over to attendant
Yes[] /Nﬁﬁ
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ftem Name Quantity
1.
2
3.
4,
5. l
o) Shifting Summary / Notes Written by Doctor: Yes [ No[]

Name & Signature of Person who is Transferring

&%@

o \ihb

Name of Person Ordered Transfer

50 - B\g\uwhwwj ‘

Patient & Clinical Records Received by :

AW‘*%O@’

Date & Time of Patient Received :

L%/H \Donb a4 S AP

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

] Unavailable Bed [] Nurse not Available

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

[] Avaiiable Bed not ready
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) | i
PATIENT TRANSFER FORM ’ ':',2?.!3,‘.}.“..!., ot D
[ Guoumairty sk Date & Time of Admission Date & Time of Transfer Order
padnm. st s 12 1R \n ko ’;;95( #1812 oy 3R
I~
T
~
eon \ provadfadhod | pris
o SRS N |
From Unit To Unit Information to Attendant

L DL

4

No (]

YBSB> :

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

ahele 70| ¢t P
; ﬁ UZU If yes, what ?
Medications / Consumables / Surgicals / Hand over
sI.No. ltem Name Quantity
1.
2.
3.
4.
4.

Shrrﬁn_g summary / Notes Written by Do

o P Lo

ctor:

NOD /
4%

-

Name & Signature of Person who is Transferring

Qi PE s

Name of Person Ordered Transfer

B fmodhefhuns

by :

patient & Clinical Records Received
' C

P
(“ c%’mfv"

Date & Time of Patient Received : ? 3

If the transfer order time & Completion time is more than 30 minutes,

[lese s

please tick the reason mentioned below :

[] Unavailable Bed

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

[ Nurse not Available

(] Available Bed not ready







o

\

Rainl:ﬁf)w' . C o s
Children’s ..Blrtl;lwelsgm
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PATIENT TRANSFER FORM Hospital | gt S ey
GUC-00093783 1P18-00036438
e DO DEEPIKADEV!
26:02:1989 sryamrzo Date & Time of Admission Date & Time of Transfer Order
Or. 8ELF
I gyt 5] i
Treating Consultant Name Transfer Ordered by Reason for Transfer
D)" Dhl‘lV'fﬂ' ﬂ?'-r_gﬁ"f!y{& Fu!fﬁ"’ MO,VJ
N o
From Unit To Unit information to Attendant
07 Mt e YesEd No (]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
ple = / over to attendant
ZF " Yes ] No£]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltern Name Quantity
1.
2.
3. ’
4,
5.

Shifting Summiary / Notes \Written by Doctor: ~ Yes 2

No [l

LS}’JJ')::}:‘:‘

Name & Signature of Person who is Transferring

n o'

Name of Person Ordered Transfer

S

Patient & Clinical Records Received by

Date & Time of Patient Received :

(

)g, \\o\\’«%‘*b .

If the transfer order time & Completion time is more than 30 minutes,

[] Unavailable Bed

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

[ Nurse not Available

please tick the reason mentioned below :

[ Available Bed not ready
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e
Your Right 10 a Safe Delivery

|
NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS
- Date: .E.Hlﬂﬂlle}:b. ...... Time: ... T L3R 1 o
1
\ 01 ~ 26 kg/m’
| 11 ppo— eSO Height: lleetm.......  Weight: W 1l BMI: O ~28 kg/m’
| 30 kg/m’
Food Allergies: ....... KT ee——t
Diagnosis: ... . LE ST TPl 7L T——— T
“ Owuk PV Biple L-\H-wﬂé
Type of Diet: ({Li'quid #Soft O Normal A1 Diabetic M 5
[ Vegetarian m\legetafian O Vegan
Diet Advised:
Liquid Diet—0RS/ Coconut Water/ Butter Milk/ Barley Water/ Soups_/@
\l Normal Diet—Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
\ Soft Diet— SoftRice, Dal and Vegetable Curries Soft Cooked, Curd /@

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

Paﬂeﬁ'g / Aftendant's Dietician's

Signature: /SAD)/ ................................ Signature: A&L&}((olz’s’za ...............
NATE: ol A e 00 — Name: ... A5 Seadig 2 F;;.M ......
Date & Time: ....\.L\.\p.rac\.z}e.@.....‘.‘.1. ..... \oPM Date & Time: .l.L{..[.'Q‘?H.k.(a..@..‘...‘\.l..‘...S..'.:...Pr(\

Doc. No. : RCH/ FRM / CLINICAL / 195




DIETARY NOTES

Notes Sign 7
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- i ot | RS

SURGERY DETAILS

_ Date : (.3.{7/2”‘
Patient Name: ﬁ"ﬂ";‘”"“d‘“” Date of Birth:2...7.€.2.219.&.9......... Age: 379'7'

T SRR SRR (¢ ESTORIN <> . SO UHID No.:‘..‘Z._ﬁ..'I.&'.::.Zsf(.@.3&..:.....

Date of Surgery: ...3.0.7. /.?—5 e O0T-1 CIOT-2 po/ T-3 CJOT-4 CI0BGOT-1 [J0BGOT-2
Name of the SUTGErY : voooevereeeeeesecsonecdorc lectme. (sos.. Twumd. .ok ‘f”fd 51‘” ﬂ’“f"f‘/

Time in é’}So"- Time Out 8'0""‘

NAME AMOUNT
1. Surgeon 3 anssersatlliosto sk DMOAIE o O T i
Anaesthetist ;7“.,5‘9{/\*1‘\
ASSISHANE SUTGEON © oo Pt BB AR st

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

OT Technician  : M’ﬂéfﬁ .

CIrCUIHNG NUTSE ool e G LR i
ASSISIANENUISE ¢ v e S 8 L ot

o o » » ®

.

Special Equipment: [ Laparascopy [ Broncoscope O Harmonic O Morcelator

O C-ARM O Cystoscopy O Versa Point O Liver Cusa
O Neuro Cusa LT Othars iusamaimsioissmmie

“ pg/ 5"1 '
(w. o !
Signak e Surgeon Signature of Circulating Nurse

ORIRENDS ciinasbisssicsiniiisionsisisissiisamiivc st Order by: ..

Docu. No. : RCH /FRM / GENERAL / 114 p ) %&w ~
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AP PET sl et n‘-rforfnc'?wqt.-lrlcu'ru'-.:}ifr.&-trtnfn-fﬂ-ttod-fr PUYT T YTRE TTE T TEN T

/1701
o

. %_\,QE‘R;%,}'—'S—%‘ Rain;%w' . . o
‘ Patient Sticker '; Children’s BirthRight
- Hospital - | () zosemmiemms
CONSUMABLES OF OT
Circulating staf Q’L‘y LQOWRA | Technician : aowy.! 'BMQ ...... Date : \b\f\'lf»%' 1 T
Anaesthesia Disposables I g Surglcal Disposables ,MWU“I, Disposables (Baby Side) afy =
ET tube #tafor Pack(_ o 0 Q_ ©f | nVik—
LMA o Sutures & s AT oy| Cord Clamp— o
ECG leads(R) P /N 2| \wbl (51 | Suction Gatheter § ¥ 3
HME fitter : A/ P / N Feeding Tubg~/ £ . F1 2/
Syringes :10¢G~ i Vaccum Suction Set o
05 cc— 1, | Goves . PF | | Surical Gloves
02 cc— L LAA P E 05 | Gauze Pack—" .
01 cc ‘ Dy g l/')— o | Syﬁngq/ﬁng am S U 9_/ 21
Cautery plate(’AY P/ N | | Surgicalblade & _py | Sugiea Blade # 20
IV set,— | NG tube Koochies (S)
R Q | Cautery pencll ‘—-] o) f"f“{‘aa‘ﬂ o)
NS : 10mi / 4e6mi t sbor’7 1000mi o\ RoDthies dudbd AL o) | Bionomic
Ointments Arkocil t
Suction Catheter M ,\,‘A%_@_@ t]
Fentanyl _— y | Cap, Mask ' )_L 9 r-rﬂ@
Morphine " | Gauze Packe— O ] %
Ketamine Mop Pack ,— 4#5 s | lasude o
PropofoL—_ 2, | Sterstrp Neetle 200 i
Rocuronium Underpad -~ o\ | Needle 26 \Y/ \
Glycopyrolate_— t | Draw sheet Lonko Parost ]
Myopyrolate ‘ Abgel 0] |0 N\a‘bK AD
Ondansetron—"__ | | Foleys catheter i T il /
Pencan 250/ Spinal Needle 22 | Urobag 7 p ,([9@,. c
Buplvacaine 0.25% Chest Drainage Catheter Yot oarsl \
Buplvacaine 0.25%(Heavy) Romodrain bag j_‘M P T uaslin [}
Antibiotics Bandage m rom L [
Tegaderm g P le
Supposttories loban A Ermarold l,
Anamol : 80mg / 250mg / 170 mg Double J Stent ing e _ o
Supridol : 100mg Vaccum Suction sgt— 1 ) e\nr ot/ "&th, \
Justin: 12.5 mg / 25mg / 10bfg ©) | Plastic BedSTieet w0 N\ i !
Tab. Misoprost : 200mg @) | Betadine Solution 5
helrS6 = Loovg \ Microshield D
Sl ok A @[ | CottonBals N
T O MO !QQQ! F | | Latex Gloves tok
N @ 110 MO Taoeiedy o) | Ramdione Scrub
LM‘&\;\, \WOreta, ] | Seral
Surgeon Anaesthesiologist OT Techniclan
[0 (11 | | TE———— OFGRIBE DY | covveesersenFosssmssssssssssssssssssmssmssssssssssss s s

Doc. No. : RCH / FRM / GENERAL / 125
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

T g ° Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow .

) 600015
Children’s ™= Tel No : 044-40122444
HOSpital Blrlh;-:. f
Rainbaw VATTIN: 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DL NO :
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LR RN O T RR AT R
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036447 Ward 3F-NICU 1
Patient Name Baby B/O DEEPIKADEVI TWIN-2 Bed Name NICU 307
Age/Sex 0YOMOD3H/Male Order No 18-0001726325
Date 13/07/2026 10:02 Prescription No PRIP18-0626812
Payor SELFPAY Dispensed Date 13/07/2026 10:03
UHID GUC-00093803
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
BABY DIAPER NEW BORN
1 TEDDYS 10S PAGK b 07072026 12130 1 255.00 255.00
2 ﬁgg}zﬁéﬁﬂ{i;z PLYG  papujisurgicals GENERAL M2641119 04130 1 100.00 100.00
3 KLICK CLAMP ROMSONS G26D040017 03/31 1 42,00 42,00
Total : 397.00 397.00

Receiver Name

Printed Time : 13-07-2026 10:03

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 10of 1







RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
P
- ﬁ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's _ ™= Tel No : 044-40122444
Hospital Rrthan
Ralnbow VATTIN: 33AABCR4014M1ZK CiN: L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
UEHTIR
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036447 Ward 3F-NICU 1
Patient Name Baby B/O DEEPIKADEVI TWIN-2 Bed Name NICU 307
Age/Sex OYOMOD3H/Male Order No 18-0001726326
Date 13/07/2026 10:02 Prescription No PRIP18-0626813
Payor SELFPAY Dispensed Date 13/07/2026 10:03
UHID GUC-00093803
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
BABY WIPES 725
1 BUTTERFLY H 44RW44GU 03/28 1 299.00 299.00
Total : 299.00 299,00
for RAINBOW CHILDREN'S MEDICARE LIMITED
Recelver Nemi Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

“rinted Time : 13-07-2026 10:03 Page 1 of 1







RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
Ca
T 0 Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children's 2 Tel No : 044-40122444
& HrtRHEIM
Hospital Rambsw  VATTIN:  33AABCR4014MAZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LR RN (RN JERT TR T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036438 Ward 8F-OT COMPLEX
Patient Name Dr. DEEPIKADEVI Bed Name MICU 802
Age/Sex 37Y4M17 D/ Female Order No 18-0001726313
Date 13/07/2026 09:48 Prescription No PRIP18-0626805
Payor SELFPAY Dispensed Date 13/07/2026 09:49
UHID GUC-00093783

Total : 5,594.17 6,915.37

for RAINBOW CHILDREN'S MEDICARE LIMITED

A ized Si
Recelver Name uthorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 13-07-2026 09:49 Page 2 of 2
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children’s Hospital - Guindy

Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
600015
Tel No : 044-40122444

VAT TIN : CIN : L85110TG1998PLC029914

DL NO:

Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.

33AABCR4014M1ZK

INPATIENT ISSUES AGAINST ORDERS

IR N LT L TTRRTTRRTAT JERTTR T

IP No IP18-00036438 Ward 8F-OT COMPLEX

Patient Name Dr. DEEPIKADEVI Bed Name MICU 802

Age/Sex 37Y4M17 D/ Female Order No 18-0001726313

Date 13/07/2026 09:48 Prescription No PRIP18-0626805

Payor SELFPAY Dispensed Date 13/07/2026 09:49

UHID GUC-00093783
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 AIRWAY-2 80 MM ROMSONS 10052026 05129 1 270.00 270.00
2 AIRWAY-3 90 MM ROMSONS GENERAL 20260310 03/29 1 234.00 234,00
g NOVNHEAWSMOINIA woitatopiestsd M KP1713936 01/28 5 3147 31.47
4 ARTACIL25MG25MLINJ  NeonLaboratoriesLtd  H 1303356 07127 1 45,30 45.30
5  BIOXAMIC 500 MG INJ 5 A H 3810004 01128 2 73.23 146.46
6 POTISESICINIAMPOS.  weonLsbortorestid M 45121 01129 2 31.10 62.20
7 Eﬂg%omgs‘r INJAMP 250 Neon Laboratories Ltd ~ H 097133 08/27 1 318.50 318.50
8 CARITEC INJ 100MG T et F702601G 01/29 1 467.81 467,81
A s e SRl NIRLIFE HEALTH CARE 1K255521 10128 ] 91.35 91.35
10 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26C30K60 02/31 5 28.13 140.65
11 DSYRINGE 20ML(NIPRO)  NIPRO GENERAL 026B11K32 01/31 1 61.00 61.00
12 DSYRINGE SML(NIPRO)  NIPRO GENERAL 26C13K17 0231 4 21.56 86.24
. SETE%?GE EMERALD 5ML BECTON DICKINSON p— doise 5 - o
14 DSYRINGS 25ML(NIPRO}  NIPRO GENERAL 26B12K44 01/31 8 11.25 90.00
15 DWATER1OMLAMPULE  AcUife (ﬁ“l’;’,‘“ Care H 2254216 10/28 1 2.58 258
16 agﬁEi.ecrﬁonEs IMS GENERAL 12226508G 03/28 3 32.34 97.02
7 i (OXYTOCINIING  poor aboratories Ltd M 091690 02/28 9 18.90 170.10
18 g"gﬁgg';&w (AUTOSTOP)  pomsons K268010515 01131 2 §25.00 1,050.00
19 JUSTIN INJ 75 MG 1 ML Neon Laboratories Ltd ~ H BDW1AIA 08/27 1 23.80 23.80
20 LOX 2% JELLY 30 GM HEONLARORATORES L1815 01/28 1 34.58 34.58
21 LOXINJ 2% 30 ML Neon Laboratories Ltd ~ H KM144328 127 1 33.30 33.30
22 MCT-ROF [100MG 10ML Neon Laboratories Ltd M NA1353004 10127 3 69,10 207.30
23 MEMINJ 0.2 MG 1 ML DN HARORATORIES 039256 05/27 1 15.90 15.90
24 NEEDLE20G Dispovan 505320 11130 1 266 266
25 NEEDLE 26 11 2INCH Dispovan GENERAL 01654R 12130 1 3.38 3.38
26 ONDOKIND INJ4 MG 2ML  SWISS CRITICURE BA26025 01/28 1 12,72 12.72
27, | SRRSOMAT N Tubing - GENERAL 6268040107 01/31 1 336.00 336.00
28 ,’:Ff%ESL('AE%E%RG'CM Erbee GENERAL 2510302409 10i27 . 1,275.00 1,275.00
20 PYROLATE INJAMP 0.2MG 1 NEON LABORATORIES e— — ; 1547 -
2 pnoe ML LLOSED Ererers abt Jodly 10262104 03/29 2 69,84 129.68
31 CPINALNEEDLE25G VYGON 250725A1 07/30 5 1427.00 1,427.00

WITACARE(120MM)

Printed Time : 13-07-2026 09:49

Page 1of2







RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

A

S Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children's ** Tel No : 044-40122444
Hospital BirthiR
Rainbow VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
0TI T mmm
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036438 Ward 8F-OT COMPLEX
Patient Name Dr. DEEPIKADEV! Bed Name MICU 802
Age/Sex 37Y4M17 D/ Female Order No 18-0001726314
Date 13/07/2026 09:48 Prescription No PRIP18-0626806
Payor SELFPAY Dispensed Date 13/07/2026 09:49
UHID GUC-00093783
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ABGEL 20X10 Sutures India GENERAL RO10126 01/29 1 151.00 151.00
CAUTERY PENCIL The Advanced
2 (ADVANCE) cadlonied GENERAL 250824 08128 1 1,303.00 1,308.00
DISPOSABLE APRONS )
3 STERILE XL Mediblue 1010626 04/29 2 120,00 240,00
4 Entors Rismpis goves: H 2603019005 03129 2 128.00 256.00
GAUZE 7.5X7.5 12 PLY (5 ;
5 NOS) NON XRAY Bapuji Surgicals GENERAL M2641119 04/30 1 100.00 100.00
GAUZ SWAB 10 X 10 CM ;
6 12PLY 58 X-RAY Bapuji Surgicals GENERAL M2645010 03/29 4 123.00 492.00
7 pSTINSUPPOSITORES 100 Noon Laboratories Ltd  H BLNP274053 11128 . 18.74 18.74
8 Kiwi Smb Corporation GENERAL 251488 10027 1 7,875.00 7,875.00
g LSCS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
10 MISOPROSTTAB20OMES:  cipia LiMiteD H 5GH0470 o127 1 20.26 20.26
MISOPROST TAB
11 GOOMCGAS CIPLA LIMITED H 6GH0162 08/27 1 105.12 105.12
12 MONOCRYL 3-0 NW 1326 ETHICON SUTURES-J&J C1 T5124 09/30 1 997.00 997.00
MOPS 30X30 8PLY 58 X- DATT MEDI
13 RAY PRODUGTS H M2642004 12/29 2 949,00 1,898.00
NEW MOM DISP
14 MATERNITY PAD FIXATOR - DYNAMIC TECHNO General 105327 01/31 1 210.00 210.00
XL
NEW MOM DISP
15 MATERNITY PADS MAXIPAD DYNAMIC TECHNO 0153715 03/31 1 204.00 204.00
NITRILE EXAMINATION
16 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
Aculife Health Care
17 NS 100ML ACCULIFE-EH o A Ltd(Nirlf 18260029 04/28 1 21,01 21.01
18 NS 500ML CLOSED BOTTLE  Denis Chem Lab Ltd H 1D262046 03/29 1 94.55 94,55
QUICKSUITE OT TABLE
19 SHEET MIDLINE SUITEL H 2606161 06/31 1 775.00 775.00
20 RAMADINE SOLUTION 10%  RAMAN & WEIL PVT RC126036 04128 2 103:00 208.00
100 ML LTD
2t SSLOVERTAPOWDER yem GENERAL 260300891T 05/29 | 128.00 128,00
22 SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 1 7.67 7.67
UNDERPADS CARE 60 X 90
23 ( FRIENDS) 25062026 12/30 1 205.00 205,00
24 VACCUME SUCTION SET ROMSONS GENERAL G26C010430 02/31 1 543,00 543.00
25 VICRYL PLUS 1 VP-(2347) ETHICON SUTURES-J&J C1 T5072 10130 2 951.00 1,902.00

Printed Time : 13-07-2026 09:50

Page 1 of 2







e
RAINBOW CHILDREN’S MEDICARE LIMITED

Rainbow Children’s Hospital - Guindy

Guindy Chennai Tamil Nadu INDIA

z @
T Door No.157 10 160, Anna Salai, Guindy,
Rain bow . 600015
Children’s . .o . Tel No : 044-40122444
Hospita romaw | VATTING

DL NO:
Registered Office: 8.2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,

33AABCR4014M 1ZK CIN: L85110TG? go8PLC029914

Telangana.
INP ATIENT |SSUES AG AINST ORDERS Il “l“l’l'll'l“lll““'l'lulu i
|P No IP18-00036438 ward g8F-0OT COMPLEX
Patient Name Dr. DEEPIKADEV! Bed Name MICU 802
Order No 18-0001725315

37Y4M170 | Female
PRIP‘IB-OGZGSUT

AgelSex
Date 13/07/2026 09:48 Prescription No
Payor SELFPAY Dispensed Date 13/07/2026 08:50
UHID GUC-00093783
g.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 Eg;g;’e 7.0(POWDER ANSEL GENERAL 2603008317 03129 1 128.00 128.00

Total : 128.00 128.00

for RAINBOW CHILDREN'S MEDICARE LIMITED
Recelver Name Authorized Signature
Pharmacist Name GRACE PAUL RAJAN
Page 1 of 1

Printed Time : 13-07-2026 09:50




RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

o7

e

2 T Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA,
Rainbow .

| i 600015
Children's = Tel No : 044-40122444
Hospital ~ Brthian
Rainbow VAT TIN : 33AABCR4014M‘1‘ZK CIN : L851 10TG1998PLC029914
: DL NO:
Registered Office: 8-2-120/103/1 .Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
' Telangana.
|
O T T T (][]
| INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036438 Ward 8F-OT COMPLEX
Patient Name Dr. DEEPIKADEVI Bed Name MICU 802
Age/Sex 37Y4M17 D/ Female Order No 18-0001726314
Date 13/07/2026 09:48 Prescription No PRIP18-0626806
Payor SELFPAY Dispensed Date 13/07/2026 09:49
| UHID GUC-00093783

Total : 17,407.35 20,502.35

for RAINBOW CHILDREN'S MEDICARE LIMITED

Receiver Name Authorized Signature

Pharmacist Name - GRACE PAUL RAJAN

 Printed Time : 13-07-2026 09:50 Page 2 of 2




RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
%.
i o Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children’s _ ™ Tel No : 044-40122444
HOSpltaf BirthRignt
Rt VATTIN:  33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
(AR IR CRRR Y
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036446 Ward 3F-NICU 1
Patient Name Baby B/O DEEPIKADEVI TWIN -1 Bed Name NICU 301
Age/Sex OYOMOD3H/Female Order No 18-0001726319
Date 13/07/2026 09:56 Prescription No PRIP18-0626809
Payor SELFPAY Dispensed Date 13/07/2026 09:56
UHID GUC-00093802
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Met Amount
1 gggfﬁé:f@;z PLYG  Bapuji Surgicals GENERAL M2641119 04/30 1 100.00 100.00
2 KLICK CLAMP ROMSONS G26D040017 03/31 1 42.00 42.00
3 VACCUME SUCTION SET ROMSONS GENERAL G26C010430 02131 1 543.00 543,00

Total : 685.00 685.00

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name ;: GRACE PAUL RAJAN

Recelver Name

Printed Time : 13-07-2026 09:56 Page 1of 1







RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
%
- _"ﬁ ‘ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow ' 600015
Children’'s _ Tel No : 044-40122444
HOSpital BirthR aht
Balilte VATTIN: 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
NN IR AR AL LR TR RN LRI I
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036446 Ward 3F-NICU 1
Patient Name Baby B/O DEEPIKADEVI TWIN -1 Bed Name NICU 301
Age/Sex 0YOMOD3H/Female Order No 18-0001726318
Date 13/07/2026 09:56 Prescription No PRIP18-0626810
Payor SELFPAY Dispensed Date 13/07/2026 09:57
UHID GUC-00093802
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 1ML (BD) (BEEISTON DICKINSON  GenERAL 6043348 01731 1 24.00 24.00
2 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26C13K17 02/31 1 2156 21.56
3 INFANT FEEDING TUBE-8 ~ ROMSONS GENERAL G26D010693 03/31 1 68.00 68.00
4 INFANT FEEDING TUBE-7  ROMSONS GENERAL G25K010369 10/30 1 63.00 63.00
5 Menadione Sod Bisul 1 ml HINDUSTAN LABS 0075 12127 1 28.92 28.92
SUCTION CATHETER 6
5] ROMSONS ROMSONS GENERAL K26A010558 12/30 1 91.00 91.00
Total : 296.48 296.48
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 13-07-2026 09:57 Page 1 of 1







RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
" '.'{;‘
L A= @ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow ' 600015
Children's _ Tel No : 044-40122444
HOSpIIaI BI!’H‘IFJ.__.' f
Rainbaw VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC0O29914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
LEETENNT TR
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036447 Ward 3F-NICU 1
Patient Name Baby B/O DEEPIKADEVI TWIN-2 Bed Name NICU 307
Age/Sex 0YOMOD3H/Male Order No 18-0001726327
Date 13/07/2026 10:02 Prescription No PRIP18-0626811
Payor SELFPAY Dispensed Date 13/07/2026 10:02
UHID GUC-00093803
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 1ML (8D) ?BE‘:}('.;TON DICKINSON  ceneraL 6043348 01731 1 24.00 24.00
2 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26C13K17 02/31 1 21.56 2156
3 INFANT FEEDING TUBE-6  ROMSONS GENERAL G260010893 03/31 2 68,00 136.00
4 INFANT FEEDING TUBE-7  ROMSONS GENERAL G25K010369 10/30 1 £3.00 63.00
5 Menadione Sod Bisul 1 ml HINDUSTAN LABS 0075 12127 1 28.92 28.92
SUCTION CATHETER 6
[ ROMSONS ROMSONS GENERAL K26A010558 12/30 1 91.00 91.00
Total : 296.48 364.48

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Receiver Name

Printed Time : 13-07-2026 10:02 Page 1 of 1







