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Certified thatin respect of the above patient:
0 a Therearenodrugs forreturn
O b. Emergency cupboardissues have been replenished
i?h/y No pending indents are there against above patient

Q/d{' Checked the bed side cupboard of the bed

D/( Checked by the patient’s Mother / Father in the room

Patient Authorised Sign Nurse Sign XH Pharm%
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MEDICAL EQUIPMENT ( WARD & ICU)
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Rainbow Children's Hospital - Guindy

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

Children’s kv ol TEL NO :044-40122444

Hospital 'ra ; b: WEB : https://rainbowhospitals.in

L RMNbOW
ADMISSION SHEET
; . ; URRR L CIRRTEL LR AR AR IR (YR

Registration Details :
Admission No : 1P18-00036552 Admit Date : 21-Jul-2026 Admit Time : 04:20 AM UHID : GUC-00093943

Patient Details :

Patient Name : Mrs ARUNA.K Age :42Y8M26D
Guardian : JAYARAJ DOB : 25-10-1983
Gender : Female Religion
‘ Occupation Martial Status
Address (H) - 10/3A , LAKSHMI STREET , JAFFERKAANPET Phone No 1 9444322442/ 8344594383
gggglggNagar Chennai Tamil Nadu INDIA E-mail - NO@GMAIL.COM
|
—M
Admission Details :
| Bed Type : MICU Bed No : MICU 805 Ward Name : 8F-OT COMPLEX
Room No : MICU 805 Admission Type : First Visit
| Contact Details :
|
| Name : JAYARAJ Relationship  : Husband
Contact Address : 10/3A , LAKSHMI STREET , Phone No 1 9444322442
JAFFERKAANPET Ashok Nagar Chennai Tamil
Nadu INDIA 600083
| . < HL —

—

Signature

™
C .\-tor Details :

Doctor Name : Dr. SELF

| Referral Doctor : DR.VAISHNAVI

Co-Consultant

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode :Cash

Deposit Amount  :0.00

Payor Name : SELFPAY

Printed Date / Time : 21/07/2026 04:47

Printed By : 015040 Page 1of 2







2 [ Rainbow Children's Hospital - Guindy

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

Children's =% TEL NO :044-40122444

Hospital rR g : WEB : https://rainbowhospitals.in

ainbow
GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs ARUNA.K Age : 42Y8M26D
IP No: IP18-00036552 Sex: Female
Consultant: Dr. SELF Ward/Bed No: 8F-OT COMPLEX/MICU 805

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

Patient, be deemed advisable or necessary.

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

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

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

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

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

cleasance. In case of failing the submission, | will pay 200/- Rs.
(Rmvers Signature:..i.é..% =z

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

Signature of Patient/Relative: $ 5{7‘%/4

Namef‘)‘b&[&% ' Patient Address:
Remonstt"\\l&m y 10/3A , LAKSHMI STREET ,

JAFFERKAANPET Ashok Nagar Chennai

\% Time: O \ 20 %yv\ Tamil Nadu INDIA 600083

Wittness Name: P :

Wittness Signature: ﬁ \ \‘,»—

Date: 2\

Printed Date / Time : 21/07/2026 04:47 Printed By : 015040 Page 2 of 2
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Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM 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.

5% 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.1. 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 / 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 9eapplicable.

If the Surgery/ Procedures performed in emergency hours (§PM-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 ID proof is mandatory to submit at the admission.
TPA/Insurance Processing Fee applicable for all 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 shifted 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 ICU., the attendant should vacate the room. If the attender occupies the room, it will be
charged 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 isa minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.
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.

Two 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
| 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. |
promise to settle the claim with the hospital as per Hospital Cash Tariff.

Patient Name : UHID Number :
Self/Attendant Name : Relation :
Taupees . PutBess

Self/ Attendant Signature : M{‘_/( Name & Signature of Financial Counselor
Phone Number : - 7
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S.Albumin

S.Globulin

A/G Ratlo

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138

(FT.0)



Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Cells .

CUE - RBC Calls

CUE

Stool Pus Call

OVA / Cyst

Occuk Blood

Culture and Sensitivities : .. POR. SHNGRN . ARSI R...... 12X \&L\““%‘Esarﬂﬂmﬂ ;

Q‘!ﬂo AR bwweirmn dene on 2-\\7 121: ._‘Qﬂ.?c:‘(’k dﬂ-dllﬂd ,

) VY 2o XS alaxas.
//““‘- N -
S S TSR e P IRSShieS VA0 sa b ke N VA2 S92
EY =7\ votn). :
290\26 N 1 N
Radiology:  USG: _ hadosoeckeic \eml@h Y324 )0 b N poShser
s X-Ray : sy, coal 2 Tntrasn uveld Shed]

L IVEEN \>|—U-h-lj A'v'
i ECHO: ..

AT %bmfd;:u o © mw»\m} visuo e -

@ vy 3 .xp4 2 R E2E7YS, ¥o) = NAdec

; 2anS
b4 Zz N\ ) MR

d.u.Q\umss endo Prsess

-------

w,mdﬂj- Others (ECG, Contrast Studies etc.,) :
s 380 .

(®) ooy anlosrqad -
Ly stonge csy ) 3901 wiw -




1043 1p180003655%
 GuC-0009

F)
e munh-\‘ avsmze?

©

2%

Rainbow®
Children’s
Hospital

It Catues & iot 40 trest the itDe.

® girthRight

BY RAINSOW HOSPITALS
Your Right to a Sate Delivery

\\\\\\“\\\\“\\“ \_.“\“1\00 «OTES AND DOCTOR'S ORDER

ga:‘iema Progress Notes Doctor's Order
- i

a\p\ % .
b IR gty s et

T E o d B

—)

[E %NQQ__
2 e nafeld s | Pe i
/ ¢ 1 = m '
rp\m\\w Cy | DyF (O
N N o //m? o Jlan
ﬁOW) | n,,J =
or v i n lhe ol e i
\U /l g‘&—-’r“
LW romt ~7 (¢ 2 el
P
’[‘sﬁvl’/q‘)/ i

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




Patient Sticker

"%
Rainbow*®
Children’s
Hospital

Tt taes 8 lot 1o trast the btie.

BirthRight
BY Rl.lNBGW HOS::::.E

PROGRESS NOTES AND DOCTOR'S ORDER

231";“ Progress Notes Doctor's Order
LIRS TEYSE, Cloln pv. vindlt, /O . Sheeded;
1t L opw) : 4
PoD ~Dj Pt vecened & [Micu AN (o
Pl ~eviewed . N clo = NPo X b oy
T-(N) Ole o4 Gic Afnty, | MHepvile - Vitals Movider
Pr-4d lovin P’ |pc ~TyE ﬂnﬁ v
Bp- 190l mm, Cug | | . L Y S
Vo- dsoml (lopu RS (Nap Ylos Ly
Seo, | 1o - LRay Plo - Sot « dlo C\\ax:\-imj lPTKCuding
. %%mj@f\b Rsak&gﬂz = Rllow d.:u.u\dd'axk
O O?Bf;ﬁ:? e - 0o undue Heedirg = BD ¢ [m T4m
™ U2, W Sihy | lilem quYaw“f“V°iE‘§!B! Pack v be
jﬁt erged @ 6pm Fday
B2\ - lﬂ’Fﬁ’-ﬂfM( 9“’3)
.A%Qq_u'\ o
>1]#2b S1a ). u! :al 10
9™ Pt woviewsed 3 nol %o
45D #0 M3 -'G?dufb.'i/i i Efebeile
P* 1P’ Clplw Or Vaphaarq
Ao yally cuntte (vs | wAaD v
TV = ade Ueasth 4ips of wafen |
——rT Pra: folF 1 '
St; b RA ?}!fﬁi lag® Mo coseage T pm
Ye:  No vndue /gdmﬁ 70 thaant ; Vit mgoitor
U‘D WLWJ, Rllou, -
o Lﬁgi‘nnl pack 9o (BD ter0ovol s Fomm
h'n, l’llpa/bﬂj | doly Sedabion H<

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

N>

Injovm sog




"

fe—— 2y Rainbow® . v Aam
/////// L Children’s @ BirthRight
////////W///////////,// ol s
PROGRE>» NOTES AND DOCTOR'S ORDER
ga;rm Progress Notes Doctor's Order
AP gfp,—— > Anandhaeawan
LT wm i A
i L Lr),{jb,& lP;LLl P99+ TLH C_pst( (el . AUR—L)
Fﬁruur_“ No  compldum 5 s |
AWM : -
— s - aC fam abebn i Hydsalion fam
o pa.tlm/1 wo pE AA
- __ CVs - Qeh(i - Lequad du
P -|e3{uw e, - Adyuials
ep- & |7y /A —sept B byl
Gpos |49 |- LA | dronp axta - rfads wont
, No | gvaka e - cedolion
U/O’ 2o deeu w1 - Pollow _dwvwy”
Wyoha - Ut - No daxekeer L.»b,gﬁ.ff gl
U b ol ali - fomove CBRE@
'&'f/\{ifi' the f&kl,um\f ) MM4
o B

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




Patient Sticker

\

"
=
-

Rainbow"® . e
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Noles

Doctor's Order

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




W
GUC-00093943

=
Rainbow .
!PTB-GQQJSSSZ
Mrs ARUNA
25-10.19g3 2Ysmzp
Dr. seLF

R Qe
e l!.*:f,.e._..m..
l”WWMMWWMJGREss NOTES AND DOCTOR'S ORDER

Doctor's Order
Dt Progress Notes
& Time

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




Patient Sticker

PROGRESS NOTES AND DOCTOR'S ORDER

.-v?:
Rainbow* : -
Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

It tavioes & bt to treat the Moe. Your Right 1o a Safe Oelivery

Date
& Time

Progress Noles

Doctor's Order

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




Patient Sticker

R

Rainbow’ N
Children's ‘BtrthR:ght _

Hospital BY RAINBOW HOSPITALS

It G & 1% 10 treat the b, Your Right 1o & Sate Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Noles

Doctor's Order

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




Patient Sticker

\

z
Rainbow® —
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

e iy Ay L
Tt ks & lot o trent the lite, Your Right to a Safe Detivary

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

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




) D

A
- Rainbow® &

DOCTOR'S SHIFT CHANGE HANDOVER FORM ~ Childrens .BirthRight"

Docu. No. : RGH /FRM / CLINICAL / 162

Hos pita| BY RAINBOW HOSPITALS
1t takes & bk t0 treat the e, Your Righ 1o & Safe Delivery
DA wommmnmen s Department: .....cocevveeierrienienenn e renmsinanesenss SHIE: cvmmammmananmssiemmmssiie
: : Handing Receiving
p— Diagnosis Clinical Findings Special Concerns / Investigalions | Recommendations
S-No Patient |denlification / Procedure Problems / Abnormal Results / Follow up needed ug:?;’ D?.‘;f;,




Dogu. No. : RCH /FRM / CLINICAL / 162

)

)

DOCTOR’S SHIFT CHANGE HANDOVER FORM

=

Rainbow® o
c?:'i?dr%v:’s ‘Btrtthght

HOS pital BY RAINBOW HOSPITALS
It Eakess & bt 1 breat the lirthe. \"wfﬂ_-'?m toa Sat= Detivery
DI siiusiiniiensmsensmns armsssasessassamasisnos DERRRIAL o anamiminiaaiiB e 1] U - N1 |
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KNG AIOVDNBE: oisccciuasisusisiuoimssanspdasnsssisaiseisassi saenssiirmmas b aasiaiions O3 Not known any Drug Allergies

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

Shifting From: .........cecuue. f«fDR SR 1D visssiisnmessismrsassisisei i
|8M0 | (aeemc NAME ChPAL LeTTeRs) (,.,';f',f.i,, (PO, No.sc. ) | FREauecy | AT TS ﬁﬁgﬁlgg
‘ Oc Ooe
i Oc Ooc
. Oc ooc
4| Oc ooc
- Oc Ooc
8 Oc Ooc
. Oc Ooc
8 0c ooc
9 Oc ooc
10 Cic 0oc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY '
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‘..AEJ/N(_}; known any Drug Allergies

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

. Use approved pharmacgutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.

. Discontinue a drug by drawing a line ] through it and a similar line through subsequent recording panels.

- Thedateandﬁrmotstopphqmewugaiongwrmmdoctmnmandsignmsthemenﬁomd.

- Driyune‘chartshouldbeinuseatmyom&m.%mhachatlshﬂ,amsmplemerﬂcanbekaplwlﬂlinmis

drug sheet folder.
NURSES

1) Right Patient 2) Right Drug
. 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.

_ Nurses must follow strictly the FIVE RIGHTS before administration of medication.
3) Right Dosage  4) Right Route

5) Right Time

$0S / PRN (As Required Medication)

DRUG :

Date

Dose Route

Frequency |Start Date|

v

Doctor’s Signature: Valid Period| Pharm.

Additional Instructions:

DRUG :

Date [

Dose Route

Frequency |Start Date|

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

Datet

Dose Route

Frequency |Start DalﬂI

Tlg'le

Doctor's Signature |Valid Period| Pharm.

|

[Additional Instructions:
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DRUG :

Date

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

|Date

Dose Route | Frequency [Start Dat

Name & Signature of the Doctor _

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency |Start Dat

Name & Signature of the Doctor
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Starting the Drugs:

Additional Instructions:
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| Starting the Drugs:

Additional Instructions: : Yo

... Signature

Daily Doctor's Endorsement by a Sign

 [me . BT . o

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

VERIFIED BY : NameJ)

Daily Doctor's Endorsement by a Sign

DRUG : Date

Dose Route | Frequency | Start Dt.

r

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

‘ Daily Doctor's Endorsement by a Sign
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(iU Observation Score Chart - Obstetrics

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

Date L
&JH Time891011121234567891011121234{5)67

> 30
21-30
11-20
0-10

94 - 100 %
<94 %
Administered 0, (L/min.)

40
39
38
37
36 P Ca Ay 1!
35 P \L"
< 35

170

160

150
~ =
' 130

120
110 =
100 ,/

EL) i
80 D)
70
60 /I

RESP
(write rate in
corresp. box)
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3, dwa)

ey Ueay
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180
170
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150
140 n

130 l\"\
120 bl
110 A
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90
80
70

60
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(V] Pain
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D e e ————
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T -y o L o o e S B S

~ | TOTAL YELLOW SCORES
TOTAL ORANGE SCORES f—
Murse Initial ?_,_ -
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corresp. box)

=30
21-30

11-20
0-10

Saturations

94 - 100 %
< 94'%

Administered

0, (L/min.)
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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.

) H }g) Rl . Intake Output i

Date | Time | Nature Route NG | Diarrhoea | Vomit | Drainage | rine | phiebits

Score Nl.lrsél
| Mouth RY) N.G

08:00 am

09:00 am, e

10:00 am /

11:00am - o

12:00 pm

| 01:00 pm

Total Intake : - Total Output :

02:00 pm [/

03:00 pm 2

04:00 pm

05:00 pm _

06:00 pm | - ’

07:00 pm

Total Intake Total Output :

#08:00 pm

09:00 pm D

10:00 pm —T]

11:00 pm f

12:00 am aE

01:00 am

Total Intake : ; Total Output :

E{}D am

_ 03:00 am o

04:00 am __;5\/1'23\—!1&(1 (“1[_/05 _gl Lo LD a) 5o

/ [50m 00~ | e | o 10 o Oy
| 06:00am | P Y

|_Total Intake : - IR _ TotalOutput: ) @OX

LTntaI 24 hrs. Intake | 5:}@‘“4 . ' " i L'lotal 24hrs. output | 2o wﬂ
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Docu. No. : RCH /FRM / CLINICAL / 092

Intake Output . IV Stte
Date | Time | Naure Route NG | Diahoea | Vomit |Drainage | Urine | Phiebits | Slon. -
Mouth | LV | NG e €O
08:00 am D o |<TO
woom] | g Jgoom e ae
10:00am \p® |5 oonl wom!| o 1]
11:00am Afpo_|soom o [0
T I S ME=
01:00 pm ALPD asom|| ¢ g7~
Total Intake : I Docem) Total Output:  25om|
02:00 pm |pnJ 12 oo | © [Se
03:00 pm 2. 300 0o [P
0400pm| |7 12 0| O (B
05:00 pm 12X 10 | © Qe
06:00pm | O) Ey 10 | © [3e
07:00 pm [ A 0 | 0 [Se
Total Intake : ) Total OQutput: S 6 (5™ |
Lastopm e lreool] o7 o
09:00 pm o< 260 [ | M-
1000m | o [0om [195 O (o | M
11:00 pm i 1255 | 5—0 O @___
12:00 am 'TU‘”" RO 19 % 1‘q O 5 ...".A.
01:00 am ]Q_B .270“"
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OPERATION NOTES
rSurgeon: Dy U S A l Asst. Surgeon : /Dr i nbrane
Anesthetist : o (’M \ OTNuse: Afy ) Gy o AL iven ©

Pre-Operative Diagnosis: v r f\\, /w"l Mwwv)
Surgical Procedure r—(’ LK
Weight : pate: 9| 2 b | startTime: g,u\,,,m[ EndTime: |2 de
Post Operative Diagnosis: )
™ J
Peri-Operative Complications: MW_,{ IW ﬂ
‘ riﬂflA i

Operation Notes: ?M\q PW MW LAM\ m.ﬁfu,
Findings: m“lmbmw Eix g g Kol L{/YM MU\W nee Ale
Ume r\Jlb"' P GM 2l pemns WM ka\—

]

Aafom Mu&b‘ﬂ WW; Qi ot (APM
WM-«QA Ay opmen (\M/LM"V’QL A.ﬂ#&}t\' hv\ !r)m»w

Procedure Notes: J o ppichi WS omd V‘&Wﬂ% sl

1
|

Amount of Blood Loss: Blood Transfused (in ML)
Qo6 - ALY % }(‘)‘PKBQ‘

Name and Number of Surgicai Specimen sent for gxamination:
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POST-SURGICAL CARE PLAN FORM
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Post-Operative Monitoring Parameters /Frequency:

~— [pox EL‘M

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

When to Start Mobilization:

Special Referrals:

_ Qmpvm fu

The new order for all required medications documented iA

OYes ONo ) _U_Q_}_wﬁ

the doctor order/medication sheet:

pok o pomrpved @

Any Other Post-Operative Care Needed incmding Required

L

yFoHow Up é })m f-\> 1(6(7

Name of the Surgeon: ......" Y (FISHwM

Signature of the SUrGRON: ..o, SO

Date & TIME: w.vuivssiciivcsiommmmmnnnnen, BV T
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Morse Fall Risk Assessment Form
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Children's | @ BirthRight
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It takes a lot 1o treat the e, Your Right 1o a Safe Delivery

S b G
= Y

_ 1
Choose Highest Applicable Score from each Category Datgca;lr';me 4 \d‘r E Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 P [a) /~ Risk Level | Morse Fag Score Action
MF
Secondary Diagnosis Yes 15 (MFS)
(more than one diagnosis) No 0 A 5
Furniture 30 - Standard Fall
' . Low Risk 0-24 .
Ambulatory Aid Crutches, Cane(S), Walker 15 = Precaution
None /Bed Rest /Nurse Assist 0 O © |
7} Heparin Lock or Saline :es 2[;] Implement
0 A : Moderate Fall
7 Moderate Risk 25-50 i
Impaired 20 90 ‘o Prevention
- — Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 D Implement High
Fi limitati i . 9 isk Fall
Mental Status RGP SRR 2 z High Risk 2 E:r:venﬁon
Oriented to own ability 0 /0 O an - (terBriice
Total Morse Fall Scale Score: € P R "
e oy [018057 4
Signature 1 /éﬁ“’\"” , M

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
O 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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~
; ’ Date / Time
Choose Highest Applicable Score from each Category . :cgr;m QJJ-'?' Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 & Risk Level Murst:ll::g)Scure Action
Secondary Diagnosis Yes 15
re th i i
(more than one diagnosis) No 0 )
Furniture 30 . Standard Fall
: ; Low Risk 0-24 ;
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 v
D0
IV / Heparin Lock or Saline ;es 2 Implement
2 0 Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 rrtevenﬂgn
, e
GAIT / Transferring Weak (uses touch for balance) 10 i
Normal /On Bed Rest /immobile 0 0 Implement High
limitat 1 g Risk Fall
Mental Sta‘us Forgets illar = > ngh H'Sk 2 51 P:evenﬁon
Oriented to own ability 0 Intervention
Total Morse Fall Scale Score: b
Signature ﬂ?(}g; ?‘3*
T

Tick (v') whichever precaution taken.

Risk Level and Interventions

Low Risk (0 — 24) (Standard Falls Precautions)
[J 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
[0 Assist and/or supervise ambulation. Reinforce to always call for assistance

O 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,
[ Initiate constant observation by healthcare provider as appropriate to patient's needs







GUC-00093943
Mrs ARUNAK
25-10-1983

Dr, SELF

N MM

IP18-00036552

42Y8M26D (F)

]

BRADEN 'Q' SCALE

) {

Rainbow” : e
Children’s e BirthRight
Hospital 5Y RAINBOW HOSPITALS

B takrs 5 ol b8 Tear The Lmme Your Fight 1o & Salw Delivery

(3 L ] —rt
o[y R 29 T 2 I
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1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. Lf ‘-7
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occoslonally: 4. All patients foo young fo ambulate;
¥ i . Ability to walk severely limited or Walks occasionally during day, but for OR walks .
:Gﬂvﬂvr physi:,::a ag;&;;'e é;}nmﬁnsd tn.bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a ? 15 5
and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair.* shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot |  Responds ta verbal commands, but Responds to verbal commands.
) or grasp) to painful stimuli due to communicate discornfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or rastiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or Ul

sedation, OR, limited ability to feel
pain over most of the body surface.

sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

discomfort.

Moisture Degree

1. Constantly moist:
Skin is kept moist almast constantly

2. Very moist:
Skin is often, but not always, moist.

3. Occaslonally moist:
Skin is occasionally moist, requiring

4. Rarely moist:
Skin Is usually dry, routine diaper

C’.
41,
i

sldr:?s\:rmse d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
o wiotstute Dampness is detected every time 8 hours. every 24 hours. Lf lf Li
patient is moved or turned.
FRICTION-SHEAR 1. Significan? problem: 2. Problem: 3. Potentlal problem: 4. No apparent problem:
Friction. Occurs when _ |  Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against shests is probably slides to some extent against chair independently and has sufficient
Shear Occurs when Impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely ﬁ ({
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times."
one anather occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liguids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate

or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats

which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl

provide adequate calories and minerals
for age OR eats over half of most meals.

calories for age. For example, eats
maost of every meal. Never refuses a

?’( A
4

Nutritional 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 half 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 Occasionally will refuse a meal, Occasionally eats between meals. ! (*f
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 2 liquid dietary take a dietary supplement.
supplement.
mmmuy :m:orﬁr}l)sed: 2. Compromised: 3. Adequate: & B

" tensive < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may :

“ﬁ;:y::m?‘" & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Ni;rsm%o.tansm.l?‘xthen s;liurat::fr;“ q‘
does not physiologically tolerate < 10 mgy/dl; capillary refill may be < 10 mg/d}; capillary refill may be > oA ngrma g capsiary tf
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : lessthan9 | High Risk: 10-12 |

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

Moderate Risk : 13-14

| Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

'ﬁ¥ g




Support Surfaces
(Please Note: Only required for children who are deemed at risk due

Risk Score Category Action
to altered mobility, consider occupation therapy referral for advice
© Regular Turning Schedule ! )
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protectthe heels Gel pads for high-risk areas
® Use pressure redistribution surfaces ;
® Manage moisture, friction and shear Altarmating pressure matiress overlay
® Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
® Use the Same Protocol as for “At Risk” Patients Sl
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 overiay
© 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 mattress overlay
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1. Completely immaobile: 2. Very limited: 3. Slightly limited: 4. No limitations: £
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or exiremity position but unable changes in body or extremity position position without assistance. P\
without assistance. fo completely turn self independently. independently. _
2. Chairfast : 3. Walks occaslonally: 4. Al patiends oo young to ambulate;
“Activity The degree 1. Bedtast : Ability to walk severely limited or Walks occasionally during day, but for OR waolks frequenily:
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outslde the room at least twice a %
. and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
: wheelchair.” shift in bed or chair. 2 hours during walking hours. -
1. Completely limhed: 2. Very limited: 3. Slighity limited: 4. No Impalrmeni:
Unresponsive (does not moan, flinch |  responds to only painful stimull, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimull dus to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or | maoaning or restlessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that fimits ability discomfort. F\
pain over most of the body surface. ability to feel pain or discomfort over 1o feel pain, or discomfort in one or
hall of body. two extremities.
Moisture Degree 1. Constantly maist: 2. Very moist: 3. Occasionally molst: 4. Rarely molst:
16 Which Skin is kept molst almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper )
skin Is exposed by perspiration, urine, drainage, etc. Linegn must be changed at least every linen change every 12 hours. changes; linen only requires changing
Sxintiehire Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. n\
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Polentlal problem: 4. No opparent problem: .ﬁ
Friction, Occurs when _ |  Spasticity, contracture, itching, or Requires moderate to maximum Moves freely or requires minimum Abie to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a 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 independentiy and has sufficient

shests, chair, restraints, or other

muscle strength to life up completely

Shear Occurs when impossible. Frequently slides down in
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position| ~ during move. Maintains good position F
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tubs feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats minerals for age OR albumin < 3 mg/dl for age OR eals over half of most meals.| most of every meal. Never refuses a
Nutritional 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 patern than half 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. Profein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
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 distary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: i it

Tissue Perfusion &

Hypotensive (MAP < 50 mm Hg;

Normotensive oxygen saturation may

Normotensive oxygen saturation may

Normotensive, oxygen saturation

<40 in a newborn) or the patient be < 95%: hemoglobin may be be < 95%; hemoglobin may be < :
Ciypessation does not physiologically tolerate <10 mg/d; capillary refill may be < 10 mg/dr: capiliary refill may be > K IR oK Sapiiy
pasition changes. > 2 seconds; serum pH Is < 7.40. 2 seconds; serum pH is normal. <L 00y

Severe Risk : lessthan @ | High Risk:10-12 | Moderate Risk : 13-14 | Mild Risk : 15-18 |
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Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
© Regular Turning Schedule i
_ . ® 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 Alternating pressure mattress overlay
® 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 G o
13-14 Moderate Risk Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges Abemating pressurs maliress 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 overiay
o 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 mattress overlay




{ )

N

-

' Rai Ib:- . Patient's Name............. s P RN
ainbow -
Children’s | @ BirthRight  |wRoNo...... S wewsss
Y HOSpit al . BY RAINBOW HOSPITALS ;5:1:;:;'3 42v8M26D  (F)
N o I T T
[ PHLEBITIS ASSESSMENT ] \Consultant S USSR T --)
CANNULA 1 CANNULA 2
Date: ) l b Time: 6300 1Y) Date : Time:
Location : m,&:f [ Location ;
size: |9 _ Size :
Cannula insemjby : 8 )Ll M‘.’v&ﬁq ' Cannula inserted by :
Date | Time |Phiebits [inftration] "5 | Sign | | Date | Time [Phiebitis [infitration| "™ | sign
18 |Ban) |Oves ONofOVes.og Q}Ma.a@g{,_ DYes ONo| OYes ONo
Lo _|OYes ONo [OYes ONoy Ay |G OYes ONo | OYes ONo
\51?‘1 OYes I.'.M\ OYes OMoph Uﬁ"g\ "‘;'(Q OYes ONo| OYes ONo
~ D7 |oves oy [ovesoive] Ao | 0 DOYes ONo| OYes ONo
Lifr |O¥es ONeJOYes ONo| (b | /2 OYes ONo | OYes ONo
by~ [Ovesone]Oves | 23 | OYes ONo| OYes ONo
2 "5 P\ [Oves BNsDvesois| DA VOF— OYes ONo | OYes ONo
1pp™ [OYes DholBives Oat 7, o OYes ONo| Oves ONo
% 15 pM |Oves orG{Dves Dol ) C& OYes ONo | OYes ONo
o pM |OYes BRG] OYes QNG"‘")A?‘J ﬁ@" OYes ONo| OYes ONo
£ B M |OvesBRG|Oves ot 1o | o DOYes ONo| OYes ONo
b {1 | OYes B | OYes 40| S 1P, | M OYes ONo| OYes ONo
£ 1 M|OYes ONo | Oves ONo| & Fhi e OYes ONo| DYes ONo
) K1) OYes KNG D}esﬁo éf ) ‘ OYes ONo | OYes ONo
)2 P M bvesons|Oves oot P OYes ONo| OYes ONo
~__|ovesono|aves one ) OYes ONo| OYes ONo
OYes ONo [ OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo | OYes ONo
OYes ONo | OYes ONo [Yes ONo | OYes ONo| ,
DYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time
RX any initiated : OYes ONo CINA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phlebitis score:

NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.

V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
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(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phiebitis [Infitration| "™"9 | Sign | | Date | Time |Phlebits |inﬂmuonlm"""'"ﬂﬂ Sign
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes [ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OVes CINo
OYes ONo | OYes ONo OYes ONo| OYes CINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo{ OYes ONo
OYes ONo | OYes ONo OYes ONoj OYes ONo
OYes ONo | OYes ONo [Yes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| CYes CINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo Yes ONo| OYes ONo!
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
| cannula removed : OiYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : O'Yes ONo OINA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phiebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
= V.L.P. SCORE (VISUAL INFUSION PHLERBITIS SCORE) )
0 1 2 3 @ 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
evident: evident: evidenl: evident and extensive; | evident and extensive:
# Slight pain near L.V. | % Pain near LV. Site | % Pain along pathof | % Pain along path of | # Pain along path of
site or slight redness # Erythema cannula % Erythema | cannula # Erythema | cannula # Erythema
near L.V site # Induration # Induration # Induration % Induration
# Palpable venous cord : g;lap‘:? venous cord
OBSERVE CANNULA | OBSERVE CANNULA | RESITE/REMOVE | RSB/ SENOMer | GANNULAGONSIDER | RESIE ] REMOVE |
\_ CANNULA TREATMENT TREATMENT CANNULA ¥




w (e | )
Rain bgwo Patient's Name......... R R v
Children’s | @ BirthRight RO MO i UL
Hospital . BY RAINBOW HOSPITALS
Bt ks 2 ok o ret the e, YRS IS RN Oeary Age ........... SR Weight ..............Sex: OMOF

Consultant ............... Ry TS

(_PHLEBITIS ASSESSMENT __)(°” )

CANNULA 1 CANNULA 2
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phlebitis |infiltration Int’:l:vr:nt‘lion Sign Date | Time |Phlebitis |Infiltration | tNMIani:r Sign
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes CINo | OYes ONo OYes ONo{ OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes OONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo CYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
DYes ONo [ OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo|
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
Cannula removed : OYes CINo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated ; OYes ONo CINA If Yes specify- RX any initiated : OYes CONo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.
V.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
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(_ PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time [Phiebitis infitration] 1'% | Sign || Date | Time |Phiebitis [infitration] MM | Sign
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONa| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo!
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes CNo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CINo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| cannula removed : CYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
# Every 4 hours if only on IV medication.
( V.I.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 4 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
# Slight pain near V. | % Pain near|.V. Site | % Pain along pathof | # Pain along path of | % Pain along path of
site or slight redness # Erythema cannula % Erythema | cannula # Erythema | cannula # Erythema
near L.V site # Induration # Induration # Induration * Induration
# Paipable venous cord :m‘:*’wm
| OBSERVE CANNULA | OBSERVE CANNULA I avE %ﬁ%ﬁmm %ﬁﬂgﬁmen E%L‘:TTSE dFEmm g




2. For post-suigical patients, patients with chronic pain, patient with severe pain:
a  Alleast every 2 hours for the first 24 hours
c}  Priof to pain pain-relieving intervention.

Docu.No: RCH /FRM / CLINICAL / 152

b) Then every 4 hours.
d)  Within 30 — 60 minutes after pain refief intervention.

GUC-00093843 1P18-00036552 “Z
Mrs ARUNAK - Rainbow® . -
oy S — ) “Children’s -BirthRight
(L AN Hospital_ | () maeonosms
| PAIN ASSESSMENT FORM oo
i ! ¢ tient / Family .
Date Time Pa;; ﬁ;‘;"’ Location |  Duration Acuity Characler N:f::::::g Pa 'Eednu:alell Intervention Sign
l I O Continuous | O Acute O Shap O3 Dull O Increasing | E-Yes N\t g
lm ‘[ aL ham 0[}‘0 i O Intermittent | O Chronic O Aching [J Burning | [J Decreasing | [J No 0 q@
| W 0 O Continuous | [J Acute O Sharp 01 Dull O Increasing | O Yesy FO
2 %ﬂn / 0| O ‘Intermittent | O Chronic O Aching [ Burning | O Decreasing | [J No = e
9 §p'\ V gc'b{,& O Continuous | O :?ne 0 Sharp I O Increasing ?es GD’YJMIKJ\ }b b
]1")13(’ J9 | poh | O et | O Gloss [1 Aching 1 Burning Checroasiy No P 5307 e _
'o_% O Continuous | [ Aedte O Sharp \O Dub—| O Increasing | &Ves ConTain, }jf_ﬁ
2\\:“15 200\ !/f v Rt \,IZ/Irrt/ermittent O Chronic O Aching (3 Burning Decreasing | O No pos 4yen N
b l O Continuous ;Lﬁmfeﬂ 0 Sharp OJ Increasing | O Yes tvia ) ﬁ'\,“}E‘;’
L& | Cintermfitent i Aching - [J Bumin g COIN KA \
QrQ\qu:Q_HNI ) !/LO P nt | O Chronic OAching O g | [O-Becreasing 0 C:ywt.u T v :
. O Continuous | O Mﬂuﬂ O Increasing | O Yes Dot sHI - @
i i Achi Burmi i o v
N, lhbl ] vy ) L— T [0 _Iptermittent | [J Chronic O Aching [J Buming | ] Decre@sing | 1 No ‘ m
5 O Continuous | [J Acute O Sharp [0 Dull O Increasing | O Yes
o [ Intermittent | [J Chronic O Aching [J Buming | [J Decreasing | [ No
O Continuous | O Acute O Sharp 3 Duil O Increasing | O Yes
O Intermittent | O Chronic O Aching [ Burning | [J Decreasing | OJ No
3 Continuous | [J Acute O Sharp O3 Dull O Increasing | O Yes
3 Intermittent | O Chronic O Aching [J Buming | [J Decreasing | O No
0 Continuous | [ Acute [ Sharp  [J Dull O Increasing | [J Yes
O Intermittent | O Chronic O Aching [0 Buming | OJ Decreasing | O No
Re-assessment Frequency: '
1. Every eight hours for all hospitaiized patients.

(PTO)



>

Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 1 i

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month fo 7 Years)

L] 1 1 1 1

i
1
1 3 4 5 6 T

o

]
]
FPain

Wong - Baker (Pediairics) Absve 7 Years

l'in'BUﬁEBI mmm Emﬂ'n

@@@@@@

p - SCORING
CATEGORY
1 { ] 1 2
Occasional Grimace or Frown, Frequent fo constant frown,
Face No Particular expression or smile withdraw, Disoriented Quivering chin, clenched jaw
Lags Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal i backand
Actwity e e Aeched. right, or Jering
1 ! ) Moans or whimpers occasional Crying steadily, screams of sobs,
No Cry (Awake or
i e [T e s s i
m'ﬂ‘m Reassured by occasiona touching,
Consolability Content, retaxed mmmnw being talkedto, Difficut to console or comfort
-~ Nesnatal Pain, Agitation and Sedation Scale (ugto 1 Month)
Kassismaia Sedation Mormal - Pain/ Agitation
Criteria
-2 1 ] 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Notj Irftable or crying at | High-pitched or silent-
Irritabdilty stimuii minimally with painful | irritable intervals consolable | contimuous cry
stimud Inconsolabie
HJI"S"‘\W‘ Bohavier State | Noarousalloany | Arouses minimally 10 | Approgriate for Restiess, squirming | Arching, kicking constantly
stimui stimuli pestational age Awakens frequently | or ,
No spontaneous Littie spontaneous Arouses minimalty / no
movement movement {not sedated)
Facial Mouth s lax Minimal expression | Relaxed Apprepriaie | Any pain expression | Any pain expression
Expression | No expression with stimui Intermitient continual
Exiremilies | No grasp refiex Weak grasprefiex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger splay splay
Body isnottense | Bodyis tense
Vital Signs HR | No variability with | Less than 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
RR, 8P 820, | stimui variabiiity from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseling with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator




GUC-000934, - 9 J D 3 ' -

A P1eounsess, -
[ e avens enrdans | @ BirthRight
U PAIN ASSESSMENT FORM e
Date Time Pa(i; ﬁ;‘;re Location Duration Acuity Character " ":;ﬂg::g Pﬂg::é’;;ﬂﬂ Intervention Sign
[ Continuous | [ Acute [ Sharp O Dull O Increasing | O Yes

[J Intermittent | O Chronic O Aching [ Burning | [J Decreasing | [ No

O Continuous | O Acute O Sharp 3 Dull [ Increasing | [J Yes
O Intermittent { [3J Chronic [0 Aching [ Burning | [J Decreasing [ [ No

O Continuous | [J Acute 0 Sharp O3 Dull O Increasing | [J Yes
Intermittent | [3 Chronic [ Aching [J Buming | [ Decreasing | [ No

O

O Continuous | O Acute O Sharp [ Dull O Increasing | [ Yes
OJ Intermittent | [J Chronic O Aching [ Buming | [J Decreasing | I No
El

Continuous | [J Acute [0 Sharp [ Dull O Increasing | O Yes
O Intermittent | O Chronic (1 Aching [J Buming | [J Decreasing | I No

O Continuous | [ Acute [ Sharp [0 Duli O Increasing | O Yes
O Intermittent { CJ Chronic O Aching [ Burning | O3 Decreasing | O No

Continuous | I Acute 0O Sharp [ Dull O Increasing | O Yes
Intermittent | [3J Chronic O Aching [ Bumning | O Decreasing | O No

Continuous | [ Acute O Sharp O Dull O Increasing | O Yes
Intermittent | £ Chronic O Aching [J Burning | [J Decreasing [ O No

Continuous | [J Acute O Sherp O Dull O Increasing | O Yes
Intermittent | [J Chronic [ Aching [J Bumning | [J Decreasing | [ No

Continuous | [ Acute [ Sharp  [J Dull O Increasing | [J Yes
Intermittent | OJ Chronic O Aching [J Burning | [J Decreasing | .[J No

OD|oO0O|O0O0|({oa0

Re-assessment Frequency:

1. Every eight hours for all hospiaiized palients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:

a) At least every 2 hours for the first 24 hours b) Thenevery 4 howss.

c) Priof o pain pain-refieving intervention. d)  Within 30 - 60 minutes after pain refief intervention.

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



L 1 D5
fos oz ~ PAINASSESSMENT TOOLS )

FLACC PAIM ASSESSMENT SCALE (1 Month ts T Years)

; SCORING
CATEGORY 1
: (] 1 2
. Occasional Grimace or Frown, Frequent to constant frown,
Face No Particutar expression or smile withdraw, Disorlented Quivering chin, clenched jaw
Legs Normal Position o Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
La ietly normal posiion, irming shifting back and
Aoy ngmw e Arched, fight, or Jerking
Numerical Pain Scale (Dbstetric and Gynecology) =
1 1 1 1 i 1 1 i 3 1 i Moans or whimpers occasional Crying steadily, screams of sobs,
No Cry {Awake or asleep
. 1 3 3 3 F 4 a7 & 3 4 =™ )| comptan fequent complais
Wi Postibs Pain Reassured by occasional touching,
Consolabity - | Contet, rowed hugging. or being talked to, nimuntuemsaeorcw
- Neenatal Pain, Agitatien and Sedation Scale (upto 1 Month)
e Sedation | Hormai Paia / Agitation
Criteria
Wong - Baker (Pedialrics) Abeve 7 Years 2 -1 ] 1 2

Crying No Cry with pairful | Moans or cries WCWMMUma High-pitched or silent-

irvitsbility stimufi minimally with painful | imitable intervals consolable | continuous cry

‘ smufi inconsolabie
Numn Hurts, mmm mm mmuem I-Ims'-\forsi Behavior State | Noarousaltoany | Arouses minimally 10 | Appropriate for mw' mmmm
stimuli stimuli pestational age Awakens frequently ,

No spontaneous Little spontaneous nrmesmi\&mlylm
mavement movement (not sedated)
- | Faclal Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
** | Expression | No expression with stimuli Intermitient continual
Cxremities | No grasp reflex Weak grasprefiex | Relaxed hands and | Intermittent Continual clenched
Tone Flaceid tone decreased muscle | feel clenched toes, fists | toes, fists, or finger
fone Normal Tone or finger spiay

splay
Bodyisnottense | Bodyis tense

Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from

RR, BF 520, | stimufi variability from normal for from baseline baseline, Sa0, less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or

recovery fighting ventilator

o | -
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|P18-00036 )

GUC-00093343
MuARt:::-K a2ysmasD (P -
Dr\(ﬁ“\ \\m\“\“ “m\m Rai'nb%'w,’_ @® i rthR'l ht
INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECO E;';;'Sf&? s DIrthigt
méueamer Language[/glfﬂ)%ﬁ??/ﬁb Patient / Learner Literacy: =+ Read _lWsite [Speak  Willingnessto Lean:  Yes No Heﬁrthcare Literacy:  Ye§1  Na'l

Identified Education Needs: 4 10. Fall Risk Education
1. W  Plan 8. Discharge Medication 11. Safe use of Medical Equipment / implantable Devices
Diagnosis ' 3. Pain Management 7. Infection Control Measures Safety
/ ) 4. Informed Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
" Treatment and Care 5. Medication/ Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part-1I |
Use codes from the fist n part I
Date | Time | Meed Information Taught = Comments | Dghanaton/
Learning
' Person Taught Barri Teaching Tools hhw Understanding
.
ol I f Qx/? lvn abatl Jrealment % et [Neteasnity [ os [ vorhd liadu
Cowe - ) Revwesent oot | eunoliteu n? .j 1 [3A=C 1
3 28 &P &L/) a.ér e
JQQHP“) {6 )‘I” 4 Xf @7(_@/4}__ f ,:t’/r N & ﬁ.z—aﬂ N&;ﬂ}, y% ?ﬂoj }%‘FH
Part-lll: CODES
Who was taught: Patient F: Father M: Mother S: Spouse Sa: Son D: Daughter C: Caregiver 0: Other (Specify)
Leaming Barriers: :
1. No Leaming Barriers Mm 7. impaired Thought Process/Cogritive limitations 10. Financial Difficulties 13. Cultura/Religion Practice
2. Physical Impairment " Educational Level 8. Responshilities at Home 11. Beliefs and Values 14. Others (Specify ......
3. Emotional Bamiers 6. Desire / Motivate to Learn 9. Cultural Differences 12. Impaired Visiony or Hearing
Teaching Tools Used:  A: Audio  D: Demonstration V. Vo 0 0@ P: Printed
Mechafiismys to overcome barrier/s: v
1. None 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify
2. Obtain transfator 4. Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. \V};Mﬂzes Understanding 2. DemonstratesUnderstanding 3. Needs Review
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3 2

Surgeon : B YALSLOALA....... oy
SURGICAL Asst. Surgeon : .£2.: kf.ﬂ:’/u, o 2YSM260 ;) o AQR D GONDRT . Rcﬁwﬁ‘::s > e
SAFETY CHECKLIST | Anaestnetst: @‘a’.sné% /@'ﬂﬂé«mI”m”""m""mm"m T —————— Hospical pitin

Scrub Nurse : S/ S Slal: Siva... T ARG E.z.‘.fﬁ..’.’."ﬂm-ﬁme:..f“@@fzm.

Before Induction of Anaesthesia > >

Before Skin Incision > >

Before Patient Leaves Operating Room

SIGNIN  Time:S..(5.A™. TIME OUT _ Time: £, 24041 SIGN OUT _ Time....[..: 20000

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

Identity s ONo introduced themselves by Name and Role £27es CiNo The Name of the Procedure Recorded i@ OINo

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

Procedure 2fes ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) g‘ﬂs\ ONo ONA

Consent oés ONo Correct Patient (Check ID Band) ~ _2¥6s ONo The Specimen is Labeled (including
Site Marked Ies ONo FINA Correct Site J:?ﬁé ONo patient name) y@ ONo ONA
Anaesthesia Safety Check Completed ~ C¥65 ONo Correct Procedure }'\’93 ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning &Yes O No Anticipated Critical Events Problems to be addressed OYes ONo ﬂ'ﬂ\
Does Patient have a: Surgeon Reviews:

;H% woected To Surgeon, Anaesthetist and Nurse:
DmI:lm AZpIratiun Risk? o gﬁsaﬁﬁ?ﬂg&n What are the key concerns for recovery
. . Anticipated Blood Loss? OYes ONo ONA and management of this patient? 'es 'O0No

Yes, & Equipment / Assistance : .

Available s ONo Anaesthesia Team Reviews:
Risk of > 500m Blood Loss Are There Any Patient-specific Concerns? CiYes DNo ZNA 7] 200
(7mi/kg In Children)? Nursing Team Reviews: 6 f;;f f;’:gml’;m , i

Yes, and Adequate Intravenous P Has Sterility (including indicator results) lot: 14176 &

Access and Fluids Planned s CONo ONA Been Confirmed? are there Equipment i Sreen= gy 2rC-Bmin.

Blood Uriits Reserved _fgs CONo CINA | | issues or any Concerns? _2rfes ONo O1NA , i eriized ™" 1arc-ssmn Q)
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes J2ffo ONA
within the last 60 minutes? s 'CINo CONA Power Supply, Earthing, Power Backup

and functioning of gquipment checked. }ﬁs ONo
Signature &gﬁv’“ ...................................... Signature :..........% W Signature @?A I S VR Ra———
L
Name :........ (Sg“‘,\i g\)ﬂ Name Q}MQWIQIQLQW”

Name P’k?uﬂ‘L ................

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






Rainbow*

INFORMED CONSENT FOF §moms  euomse  Children's | & BirthRight

HOS ital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE =~ o.ss® @Yoo wliRila e

S—evee— ||| ] —————

UHID NG : ... b il . QO.RARAD ... Date : .2 X7\ 2.

Instruction:

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

| haraby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)
e RO TR LATRRESCERN ... H‘*\$T£—Q—&C,Tomﬂ. R EIRNS o PO = TS PER Wi 2= A

cavsrraenssons N s i ﬁ*V-\’NH ...........................................
(Name of the Patient)

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

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

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

CAONEECTICR . BLEERIN G .. Beveblh | BLORTES- . ONILRN. o,
.......... BLoen. TRRGELSION .. M .. BISK. Rve T NG A

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

My signature on this form indicates that
I have read and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. Ihave had achance to ask my surgeon questions.

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

5. lauthorize the consentto the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/Procedure: ......... T2 VRS L EARALL 2o

Consentee : . Patient Attendant :
Signature : ... [C" fa\ﬁ/ Signature : cfzf"—c—’f ..............................
Name : R—'nunq .................................... Name : .......... SEARON ..
Date & Time : ... 23N 2124 o Ralationshlp with Patient: ... ¥ v&\;cmsi, .................

Date & Time : ...23. Y2} 2k..........
yoas: Doctor (who Is laking the consent) :
SIgNAMUIE ..o res s s Signature % ..................

3T

.
Name : ........... D st 5 R,

¢ & time Date & TiMe : ...oovveee. 20 2) 2L
Docu. No. : RCH /FRM / CLINICAL / 027







Ref. No. : F/HW /CON / ANES / 02

e CONSENT FORM FOR
Rainbow’ | @ BirthRight | GENERAL / REGIONAL
MO .*“—'—m “oows IESIA/ MAC
::1:-‘:2:3“ a2vsm26D  (F) '
Patient NamMe & vovverieviiineriesennresisns Dm“\“‘m\m““m\mmm““ SRR . i [ O
Geiidar: MO FO = IP N tausmiimsispsaid il CONSUIRANY Tiimiiminingsinisssesismamsmmssing
Ward/Bed NO. : covooecvereveersessssseeseseescenens ANESENESTOlOGISE Q(Lfm-}-ul*jf’@&{q a

Operative procedure planned: ...... T2 THL...... AP AR 1R L ......... ..w.j_ﬁ‘ﬁf'-ﬂ#..w&‘r

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is
not aware of events and does not feel pain during the operation. Drugs given through a vein and / or inhaled
from an anaesthesia machine produce it. Regional anaesthesia involves using a local anaesthetic to numb a
specific area of the body for surgery: Prolonged pain relief without numbness can be achieved by infusing weak

solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

Specific High Risk (s) : The doctors have explained to me the details of the high risk involved due to the
following medical problems and | have sought necessary clarification on all my doubts.

OHeartdisease -~ . CHypertension O Diabetes mellitus O Renal failure

O Hepatic disorders ., + [ Shock! O Multiple organ failure O Polytrauma/RTA
O Incapacitating COPD [ 01111:1 £

Comments: m@ﬁmm;r&w%wm,wmﬂﬂnaw
 Doctortodocumentin medical record also if necessary (Cross-outif not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me | my patient
: ceeenenneenne te @bove'-mentioned operation:| Diagriostic | Therapeutic procedures

B P T PP

| authorize and give consent for anaesthesia ( O Regionab‘,lzﬁeral Anesthesia / O Monitored anesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, alternative treatments
and answered my specific queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and

Complications specificsto my individual circumstances, and | have considered them before Consenting for
anesthesia.

CIN : UB5110 TG1988 PTC029914 www.rainbowhospitals.in




I understand that there are some infrequent complications that can occur due to use of anaesthesia, these
Vrglud {

iniclude pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions,
;Llh'eadaches.

‘Tauthorize the anaesthetic team to perform any additional procedures (for example, CVP line, arterial line, use

of nerve blocks for pain rellef, 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.

lunderstand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him
I her willadminister the Anaesthesia. ' 21

Pregnant: O Yes  ONo
DECLARATION BY THEANAESTHETISTS PROVIDING INFORMATION FORTHIS CONSENT

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

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

Patient / PatientAttendant : Witness :

Signature : Koo Riactn Signature : ﬁ’f‘f T

Name : ..-.....m:;......ﬂ!%gmg Y JL‘- Name: Mg’. Tw
Relationship with Patient: r}i el Date & Time : ( \"UPM‘@

Date & Time : .31} 7\ 2.5

Doctor (who is taking the consent) :

Name: B McM

Date & Time: . 0’*‘1 3’( Yo T toaan

CIN : U85110 TG1998 PTC029914 www.rainbowhospltals.in




T i i e - 3l oy

*g;?::mé;lrﬁgﬁéhgﬂmnou ;::?m “"':::m:’ Rt
S lHlIHll/lIMHIIIHIHlHllllllllIl e

NanmA[QUNJA'Ag&LJZ\/ Sex: .. l,: . UHID.No : .

Date: H)/"[/Zg ...................... Time: ,L?_PN Proposed Operation Lo
o Tl g

Diagnosis: .. T TR IRECL 13 3. o 1 AR RSP A0 17 i

HW 5 3 7 C7 Lﬂmao/]- Pm;nmmnm I-ll\'l ECB ............ Edr\ﬁ) N@

wac. ........................ Breat TR s i . HOW 2D Echor .

L
Plate: ... If(, ..... sl ik Z DI B i mamzw SwvawAnge L. b
o . K: & ")' LDH: ' L= b e e T
PTT 'BH ,,,,,,,,,, . Ca++: . ! SR 5 L WEr | S = (-0 Pl B BE[\VQ,,; f@ﬁj\———(

INR: ...... o.C{‘,_? Mg++: O - - . A ) TSHHZ'Q?
o O s SGOT/SGPT: o Allergies:
: N b
Medical History:  CVS ;
RESP: Dabetes: .
oxs: < No B pm [T/ N Qs /Rl
Renal : "
Hepatic / GE : ' Physical Activfly:
.. Na Mo oaen/ colol_/
Past Anzesthetic History: '
Physical Exam: _ OV\Bw\ah \y\{;bzs‘.\/v-\
Airway:  MP1234 Mouth Opening: f\“ mnhymdﬂasiance“b Neck: ~  ° Teeth:

Pregnant: ClYes [CINo CINA Venous Access Site : Spine Exam for regional :

Ansesthetic Plan: CIMAG CIREQIONAACIEXSTT O Lk

Peri-Operative Plan Explained to the Patient: 0Yes O No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
- 1. DVT Prophylaxis :

Water / ORS 2 Hours
2. NIL ORAL< Others 6‘ Hours

3. Informed Consent: O Standard O High Risk
4. Post Operative Pain Management: O Discussed with Patient

5. Other Instructions

Signature: ... g,](‘""“ Name: .. C 5.4 Yk

. L dprtc,
Docu. No. : RCH /FRM / CLINICAL / 044




Patient Sticker

- Pre Induction Assessment:

ANAESTHESIA CHART

e

Rainbow® . e
Children’s & BirthRight
Hospital BY RANBOW HOSPITALS
Bt taves o ot 10 treat the disie. Your Right toaSafe Selaery

Change in Patient Condition:

0O Yes \I;I/N'o/

Fasting Status:

;vlol“'-%

Physical Status:

Patient Identifiedns”

* /ﬁ Consent Present

= Chart Reviewed

| B.P/CRT: \\0'\9.0 [Sp0,: VSO ¢f .

1o [ st an ILastFeed'

H.R: QQ\‘M;N

Nl A s

Fnon. A= o, ..

Pre-OP Diagnosis: .. .. . Operation: 7T .. A7t ¥ e, VAR e
Surgeon D\’ s, / D\’ M"'a %aesthesm!oglst ........... %—Ul’l . %IMW
I oYV, A\
N,O / o1 o1
HALO /SO /5! [ : ® Astibiotic
s o Tow 1SS ) S
7 il L4 s g e Suppostury
(; [SY [ ~ L. | =t P
\Je > = |J 1y lﬂ‘]ﬁ-t (S
s A 25 pe |V J -
Wiy £ - 4 B \/?,b L ) g i 1*.6"
{y\} Tald W 4 oy LA i o .
Hﬂ‘JSG‘D; ,(;) . “)A
ETCO, ﬁ—-’l& -
£CG 3y VY JJ\E
Tiine Gutpwt & NOTES
M‘ 2
e rtToF 3R n
HE-PASE e =
8P 0
v Sysiolc 220
A Diastolic
X Mean 200
+ Hoart Pate 180
sl
140
Treoat Pack i
Trwoas Pach (ut 120
100 - —i A o o4 o
80F - s 4 1 S
5}' e -l - i Y Y — -y
40
20
10
0
.
LAB Values
” o=
vd Eguipment Checked and Temp: ‘-I?(
nal [0 HME O Fluid Warmer [ O inhal
_a)p [ ClingFilm [ OH Warmer O Pre 0, ORsi
‘,E(Wsm QAN O Huggers [ Cotton Wool 01 Others
O Oter
EKG Lm D m Dm A ..., Pree- ffessy - SO
0 St O Airway ﬂora Dum Site: ... % ”q‘p(-‘z
o Anaes Strt......o5. 4. il % Needie Size: » Vm. .-Depl'c i T
ﬂ)" sl 0P Start 3“3%{}‘“ 0 Onl I:]Nasai Cut Pacasthesia Cl't‘es
ﬁmﬂ 0P ENd: v N A £ T3 Tracheostomy O] Topical Cahetet 3t Skin Lﬂlﬁ‘
raph Leave OR: .. l'aﬁHb O Drug: Gl s Drug Nm&cm l
Ventitator ?ﬂﬂhh: O Awake Vﬂ’D;:ﬂme Bols: lA)‘\H\ °?
Nerve Stmulator GA [0 Video Laryngoscop Tviette / Bouge infysion -7- { ROPf }J
Pos ﬂm&jhﬂ\ph ;f::dmm‘m'ecm amla g i Block Leved ...
) de & 2 s
./{ui::ssure?n-mscrmm itficuny - nrnms Comments: ........ m e' 4 .
Line {Size & Location) P Transportation to
Eye I‘.:Ine: o [ silat = BS 0O Pacy \Eﬁu [ Other
\/g%; O Semi-Closed Circle Retaxant Reversed OnNe DONA
[ Padding g g‘;:uc“k Name of the Doclor M ...... P : . ﬂ
O] Ak Signature of the Doctor .,

)5‘45'\/’
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o
s Rainbow’ ® -
! Patient Sticker Children’s BirthRight
* Hospital BY RAMBOW HOSPITALS
I ke 3 et B0 et he e Your Right to a Safe Delivery
POST-ANAESTHESIA CARE UNIT RECORD
o at t .
Received in PACU b : ..o L. Time Received - .1 -2007% . Time Discharged: .. L 2™
ﬁ % IV Cannula Site :
w 230 230 | [0 0, Mask [ Nasal Prongs
c:c 20 220 | [ Tracheostomy O T-Pece
(7] 210 210
L 200 200 | [J Ord Alrway [ Masal Alrway
o 190 190
— 180 180
§ 170 170 | Vomiting : O Yes Ciho Drug:
= ::g ::g NG Tube : OYes ONo
v W 140 | prain: OYes ONo
30 130
A B S 120 | Urinary Catheter: [ Yes [JNo
‘é‘ 3;3 T A & ::;', ChestTube: [ Yes CINo
2 9 lmoat  Ovws O
R 2 ce et a el L
175 50 s0 Oral Feeds: ...........
= 40 40
30 30
v 20 20
10 10
0 o
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 [ 60 | 90 out SCORING INTERPRETATION
ey =1 st 0 .. | A Minimum Total Score of 815 Required for
Able 1o move 0 extremities voluntary of on command =0 Discharge
mnmm&:mm -E S 2 o
mﬂ brezthing =
» =0 Exceptions 1o this, are to be explained in the
o L p—— | sz btowby e Discharing Prysiar:
BP = 50 of Pre Araeselic love -0 )
Fully awaks =2 o
oo o il O 2
mmm.mm.m :5 COLOR b 9
Cyanotic =i
TOTAL \o \©
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Pain Score Intervention ' Signature

Time
w\x ¥ ole NP a b Aows s

= c@g T dakadidas

Pain Tool Used: CINPASS [JFLACC [JWongBaker [INPS Resssessmeal Frequency:
D 1 Every eight hours for all hospitalized patients.
Anaesthesiologist Name : Mﬂ%ﬂ 2 m’”?‘“:::mmx:&?:‘ pan, pationt wif aevese poin
: i i ; . After 24 hours every 4 hours
Anaesthesiologist Signature: ... 5%:—?44)4__ o i Yo kel Wl

with in 30-60 minutes alter pam relief intervention

%J-
v S I -

Date & Time;

PACU Nurse Name :

PACU Nurse Signature:

*Date & Time:




\

3 , ' Rain bow® 5
‘ Patient Sticker ‘ : Children’s

BirthRight

ke 8 lot to treat the lime. Your Right to a Safe Delivery

e -z"f—:!‘-"--"

¥ ' | ospital .svamaowaosmus

Department of Anaesthesiology

EPIDURAL ANALGESIA FZLORD

"

Date: ..o TIME i, Procedure done by /..........cc.cocevuue...

CSE /Spinal /Epidural
DOPMY i

Position : ................. Space :.........cc.forvecenuuecne. Technique (LORLOS) ..................

Catheter at SKin: ............ccovvrerneeeeecece fo AHBMIPES 7o
Parasthesia : Yes/NO if yes details : ...............ccoeemeemmmmmeseosoooeooeooe e

DORIIOR COMPASKIRI s cssisibaimsmasss i P

Any other issues :

) i

Infusion Rate  Level / Maternal
Tme | “(mime) | Bous() | yon pight [/gp |puse| FHR
i

/

Comments

Delivery Details : ~ Time : ..o /0.

APGAR: .........c......... SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPEFEA © .....veveeeeeeeeeoeeeo

Patient Satisfaction :

Discharge /Shifting ordered by
Doctor SigNature: ..o
QOO MBS

Date and TIMe & ...

e e e T T e A M e e -

e




GUC-00093943 |P48-00036552 '
Mrs ARUNAK {
25-10-1983 avysm260 () 1

K

patient's Name MTS !A'ﬂlﬂﬁ., Me:;{.@.!‘t&% ....... gender: (IM j o

Blood GrOUP © pIve o fi%&anr

planned Surgery ¥ S Surgeon 1\ s JADUAAG e |
20130,

38

i Hb
g%%g%
L
slg=l|8 -

o

aa

2

3
R
BEREE
EEREIE

‘EE

e
“ \s Blood arranged s required?
| n o Bioad s been ordered - 1 B00d 120 ready?

ﬂ Ncamulammplacedmmusmnmcma

n Pre Anesthetic consultation with anesthesiologist b (
m Pre Medications Given? (Sedatives [ etc)
m Skin Preparation u
“m
“ Surgery consent / High Risk consent taken by surgean? E

{Consent should be taken by the pperating surgeon only)
e 5
muﬁwwwwlllllllllllllﬁm
’m (ta) =
suttant immediately

“NO" Discuss with the registrar / con
neesieens NUPSE In-Charge Nmﬁ;}\l&‘
e —

d

BE
BE

i

. Billing Clearance taken

Billing Executive NAME © sovrriossszs o "
Billing Executive gignature : o LAt e signature of Nurse [(1-CRArge & werrenteds
Date & Time : Date & TIMB & s 8-\\"1‘1}..&; .................

Doc. No. : RCH/ FRM/ CLINICAL'/-107







"z
—— i R i Ralnbow . . -
L ccmme o Children's .. BirthRight
Mrs ARUNA. i BY RAINBOW HOSPITALS
- 25-10-1983 42Y8M26D (F) HS,SRELE?J — Your Right to a Sate Detivery

“TIN  Rics / ¥NECOLOGY
NUKSING INITIAL ASSESSMENT FORM

Date of Admission: ... 2A\ Y. X55......

Baseline Information:

Admission From: CJER [J OPD D«Kﬂ@mn Desk [ Others, specify )’D ................................
Primary Language: [ Telugu m&nﬁh [ Hindi [ Others, SPECITY v...veeirrieecvirrnse e
Doyourequireaninterpreter? CIYes [ING  IfYESSPROIY .ooovcuvrvvrvrvriimnismmisssssris st s ssssss s
Source of Information: '[:I)aﬂﬂﬁl O Family [ OThErs; SPEOIY et
Allergies: [JYes W O Medications [ Blood Transfusion [ Food LT CIRTE.mpissisaisrmibimiasaians

[YBS , IOBIIHITY ..o vovenrennsnsssessmssnsssesngsssnssnssssssistsessssshssiesssissststuonnsesnnssathassas o nmasassashemsebin b udiabus binaede st s bbb sa st s o aine
Chief Complaints ?)ﬁ Ve N 2" Ces 1Ym0 .. Doctor Natified on Admission; OYes ONo
.................................................. Bl X ST A i NAMBOTBEDOCION ovsissmsuissstsanssiinsses

TIme NOfIEd: ..ovvverei e s

Past Medical History: Obtained From @Pm O Family Member [0 Medical Record [ Other (SPecify) .........ocovvvess

Past Medical History Past Surgical History Previous Hospital Admission

7
o AN 1y ruk

Gynecology Assessment: (J Not Applicable | Gynecology Surgical Hislory: Gyn;colugical History:
Menstrual HiStOry: ..oovevveeneiennenene | Gaesarean Section: COJNo O Yes Contraceptives: ONo OYes
................................................................. Cervical Cerclage: [(ONo [JYes Vaginal Discharge: [ No [JYes
Onset of Menarche: .........ovovvisvesesiniciaies Ectopic Pregnancy: CONo [ Yes Post-Coital Bleeding: CINo [ Yes
Menstrual Cycle: \L}Hﬁ; O Irregular | Myomectomy: ONo [OVYes Infertilily: CONo [Yes
Last Menstrual Period: . ..| Others: If Yes Type: O Primary [J Secondary
Obstelric History: G vt P grilllsmmmicciiis Lo Zommsiisiin Bl RS s
Previous LSCS:; ............ F o L
Current Medication: None  [J Yes, If Yes, Fill the reconciliation form

Family History: , O No Abnormalities Detected
[0 Heart Disease B-H?p{rlénsion BTDiabetes I Stoke O Seizwres [ Kidney disease
O Liver disease [ Other ...
Vital Signs / Measurements: ~ Temp: CFM"{‘ HR: ZHUA... RR:.2ulL.....
A SAG N Weight:'&’,gtl,ﬁ.. ~  Height: 10204 /BMI: ..........
Pain Assessment:  Pain: [JYes ,,E’Na/ (If Yes, complete the Pain Assessment / Reassessment Form) «
Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.




Patient Sticker ]

/ PHYSICAL ASSESSMENT

General Appearance: D@Ithy Ol looking O Anxious O Agitated I Others: ......cooeeeveeeerereensnnns

Fall Assessment: E{ ONo Score...©...... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: \ETQ ONo  Score.. Q4D (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
[ Mobility problem [JWalking Problem
[J Developmental Delay (I Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria

\ DIHoTbriormality Detected

NUTRITION NING: [J No Abnormality Detected
verweight O Poor Appetite > 3 Days

O Under Weight O Diabetes Mellitus

Inform consultant for positive criteria

[J Needs Therapeutic Diet.

O Hybercrnasis Gravidarum

PSYCHOLOGICAL SCREENING:
Calnt” & Cooperative [J Restless O Depressed O Agitated

Inform consultant for positive criteria

[ Confused

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

SOCIAL SCREENING:
1. Marilal Status: COiSingle  (OMAed  ClDivorced  C1Widow

2. Special Habits:  Smoker: [ Yes g)m/ Alcohol Abuse: [ Yes ﬂ]n"do/

Drug Abusc: [JYes (B0 |

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

Social History: Lives With ..........ccoocvevvoovvrooi. 1 dsur ANy W
Orientation has hee;:’gi}d regarding the following aspecls:

Call Bell in Reach : T3 Yes I No Waste Disposal Explained: @@[’3 No

Infusion Pump : /Eg O No Hand Hygiene Explained:  ©-¥es O No

Above information given to ..... o L JNCAT
Name of Person Orientation was givento: W‘ﬂnu}-ﬂ ......................

Orientation NOEGIVEN REASON: .........veeveereeeeeiereesesstessseessseeseees oo

[ Others




"Z

. oA IP18-00036552 Rain bow®
e aRoNAK ' Children’s BII‘thRIght
5101983  42vsmzeD () Hospital 8Y RAINBOW HOSPITALS
It ks & Jot to treat the litthe. WRlnmlunSaI-Dﬂnnr,

| RIX mm‘“m"!“.l!““nwmm JOL FOR DEEP VEIN THROMBOSIS

POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

Date:.... 2.\ ! 3 .ZL
Pre - Existing Risk Factors  Tick | Score
Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Obesity \‘/‘ 1or2
Parity = 3 1
Smoker 1
Gross varicose veins 1
Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1
Caesarean section in labour 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
Prolonged labour (24 hours) 1
PPH (1 litre or transfusion) 1
Preterm birth 37*° weeks in current pregnancy 1
Stillbirth in current pregnancy 1
Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3
appendectomy. postpartum sterilization
_ Hyperemems 3
OHSS (first trimester only) 4
' Current systemic infection 1
Immobility, dehydration : 1
Total \
Signature of the Nurse /{Q lou.-
1
Action Plan
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RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

v If total score = 4 antenatally, consider thromboprophylaxis from the first trimester.
v If total score 3 antenatally, consider thromboprophylaxis from 28 weeks.

v Iftotal score > 2 postnatally, consider thromboprophylaxis for at least 10 days.
v/ If admitted to hospital antenatally consider thromboprophylaxis.

v If prolonged admission (=3 days) or readmission to hospital within the puerperium consider thromboprophylaxis.

For patient with an identified bieeding risk, the balance of risks of bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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-' Children’s @® Birth Right
x i IN SPIT)
PATIENT TRANSFER FORM Hospital _ | (g massmmeimas
' GUC-00093943 1P18-00036552
r:;::::a“ a2v8m260 (P Date & Time of Admission Date & Time of Transfer Order
Dr, SELF
I AR 11196 @sam 20\ )26 Wz PPM
Treaung Consultant Name Transfer Ordered by Reason for Transfer
M‘;\faﬁ\\r\wﬂ 40! Alﬂﬂ e ot ettt
From Unit To Unit Information to Attendant
Jyoo— o Yes(—  No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
«ﬂ 9] /-’PUH Yes[ ] No []
: If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity
1.
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor : YesE]

No[]

g Klut 011548

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

J:),e!f?dlurﬁ&

Patient & Clinical Records Received by

Date & Time of Patient Received :

If the transfer order time & Completion time {s more tlﬁ?‘w mi

R

. gﬁ/&

nutes, please tick the reason mentioned below :

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

] Nurse not Available

[C] Available Bed not ready







Eﬁ'ﬁ';r?: 's ’ BirthRight
PATIENT TRANSFER FORM Fospital - | (@ zesemts
- GUC-00003943 IP18-00036552
Mrs ARUNA.K
e wheme b Date & Time of Admission Date & Time of Transfer Order
1 1A | Fbe@ szoam | 2ilg12 @ 1138p™
Treating Consuitant Name Transfer Ordered by Reason for Transfer
1 s hnew) [hi h For ~Fret s
Y - Vo pr - Salh> ———
From Unit To Unit Information to Attendant
) NIvE YesLr  No[]

Number of Sheets in Glinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

LI over to attendant
a j)"‘( 3 P Yes[] No/z
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3, .
4.
5.
Shifting Summary / Notes Written by Doctor:  Yes[] No[] =

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

D SeThish

Patient & Clinical Records Received by :

Qg

Date & Time of Patient Received

3 llabe®

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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Children’s ‘Blrtthght

- H BY RAINBOW HOSPITALS
PGUC-BUUB”“ 1P18-00036552 FO RM E{hg,sug!raa“;.l Itk Your Rign! to a Safe Delivery
Mrs ARUNALK
T 2510-1083 42Y8M26D  (F)
mumﬁ““ “m“““mm‘ “" I“ Date & Time of Admission Date & Time of Transfer Order
Treating Consultant Name Transfer Ordered by Reason for Transfer
From Unit To Unit Information to Attendant
! Yes[ ] No[]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
' clinical documents. If any handed
over to attendant
Yes[] No []
If yes, what ?
Medications / Consumables / Surgicals / Hand over

SL.No. ltem Name Quantity

1

2.

3.

4,

5.

Shiffin_g Summary / Notes Written by Doctor:  Yes [

No ]

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

] Unavailable Bed

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

(] Nurse not Available [C] Available Bed not ready







» e

Mar : 2025 - 06 s
. ‘ 6 I ST§M | Exp. 2080-06 O
! Fef: 106.303.0500 £
::':c:::m 1P18-00036552 ) Lot: 141 ?65 _ 5 ,%
Green = ; 121°G.- 15 min. inbow?®
::“:‘-:3‘3 = o ]7 o |sg¥ﬁ?0 sterilized O 134°C - 3,5 min. Q- '(R:ﬁ?:l)r%‘:vs . BirthRight-
A URINARY CATHETER BUNDLE CHECK LIST Hospital | () zmensns
vt
Date of Insertion: .....& .l.'.?f 126 Date of Removal: ........ 3&\ . ’M”/ g
LY Pl P | A nﬁ ‘l

Parameters Date Shift Time ‘21\#' 5% 3\ Hl F &\\q\ O}

Need for the Catheter [#fes CINo | [ Y€s7u No [ I [ONo | ClYes CINo | [IYes CINo | [IYes [INo | [lYes [INo
Hand Hygiene f\'(es CINo | IYB&7E No % [ONo | COYes [INo ;Xes’fm’o’— [JYes TINo | [IYes CINo
Usage of Sterile Equipment '6' Yes CINo | [ Y:g_s_‘ CINo |“4TYes [[INo | [IYes [ [(OYes [JNo | CiYes [INo | [1Yes [INo
Is the Collection bag below the level of bladder -{Yes CINo | [JYes, CINo ’/D/Yes [JNo | CiYes [JNo | ClYes [JINo | ClYes CINo | [IYes LCINo
Check the Tube for Obstruction (Free of Kinking) o{Y,es CINo | [CIYesy CINo {—I Yes [(JNo | CIYes [INo | [lYes f] No | ClYes CONo | [OYes [INo

M s
P
Is Catheter dated as policy A Yes CINo | | ﬁe__s_} CINo | COYes [ONo | (IYes [INo | [1Yes /I—I No | ClYes CINo | ClYes [INo
Collecting bag is been emptied regularly? J/:‘V&S [INo | [ Y}s1 LINo ./(Yes [ONo | [1Yes [INo | [IYes / CINo | [lYes [INo | [C1Yes [INo
Maintenance of closed system for the catheter AYes CINo | [ Yes, [1No L Yes CINo | CiYes CiNo | Ye# CINo | ClYes CINo | ClYes [INo
Dressing clean and dry? #Tes [No | [Yess [INo | “4T¥es [INo | Ci¥es [INo | CI¥fs CINo | CiYes CINo | Cives CINo
Is the line removed as Policy? LxYes CINo | [1¥6s CINo ‘W{Yes [INo | [JYes [INo q&es [INo | LiYes CINo /ElYes [INo
Performance of Perineal Care #Yes [INo [ ¥es~[1No —1¥es [INo | [lYes CINo /] Yes LINo W [1Yes [INo
XY 0 | Dves Tl | © E T Yes |
Onset of New Fever XYes [No | CiYes [INo | CiYes “TNo | ClYes [ Ny M CYes [INo | [1Yes LINo
Asses for the leakage at the site of insertion fz‘?ﬁs [INo U-Ve? CINo | [2¥6s [INo | [1Yes [INo | [lYes [INo | [JYes [INo | CiYes [INo
Name of the Nurse rm\(\w M !J:ZD
N 7
Signature of the Nurse ~/‘f};%£ﬂ \ -ﬁ}@/ D\l"“"“

Docu. No. : RCH /FRM / CLINICAL / 114
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RAINBOW CHILDREN’S MEDICARE LIMITED s
Rainbow .

# 157 - 160, Anna Salai, Guindy, Chennai - 600 015. Children’s Birth Right‘
Hos pit al . 8Y RAINBOW HOSPITALS
Tt takes a ot to trest the littie. Your Right to a Safe Delivery
SINo. o554 NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
i
i, Patient Name :{ " ATUNA Age: [ Gender: |
! | UHID No: T IPNo: ~ - pate: )1 |ot 1 Date: > 11 0|
' | Diagnosis: 1 1. | | RAvEPpLof A : LA Time: 7 A4 D VL
PRESCRIPTION DETAILS (Tick only one of the following)
$.No. Drug Name Dosage / No. Vials / Ampoule Remarks
1. | InjFentanyl Citrate (100 mcg/2mi)
2. Fentanyl Citrate 25 mcg patch
~ | 3 Morphine Inj 10 MG / ML
£ 4, Pethidine 50 MG / TML e la !:" 1)
Doctor Name: ., £ i Fou 0L i} Doctors Medical Council Registration No.
Signature: | 1 ' 3

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed

\ e 1 I‘J' :
IP Registration No: Date:
Aadhaar No. of the paﬁam(nptlonal)
__ 1. | Name $nds i Remarks
L - 2. | Complete postal address (with contact number, if any) f;, ' g
3. | Brief description of the ilness Pals |y ) ] '
4 Whether registered with any other registered medical practioner /
: recognized medical institution (if yes, details to be recorded)
o Details of essential narcotic drugs dispensed
2 . Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity mpression of the patient Remarks, if any
Woadgs |
I Tal
. \ A >
Dispensed by (Name & ID No.)q,;_. :‘ s3] Sig i/
Received by (Name & ID No.): P ] A { Signature: \/’ //

/
Time: ' =o'V F

Docu. No: RCHBH /FRM / CLINICAL / 133
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Ref. No. : F/ HW /BTM/NSG / 03

< BLOOD PRODUCTS  wiocx "=
Rainbow® ; © i

chidrer's | (BirthRight | TRANSFUSION T
oot | @ s | MONITORING FORM

Name of the patient : M. ATUnA XK. ... UHID O‘??'qqg I.P. No. : 56;53“

§ L tve
Blood group of the patient : oAt VE v BloOd group on the Blood bag : .......... =)

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

Age : #.Y....... Gender F2m04lE.. Department : v Ol e o Ward : ...
Blood bank issue no : .. XR<L&.Y.......... Date of collection : 131#’26 ....... ... Date of expiry : Ralzl26.

Date &Time of starting transfusion :Q!J..*.LZ.&.@..!J.-Z!.S.ﬁ!’.?Planned duration of transfusion QU726 4opm

PLEASE MONITOR THE FOLLOWING EVERY 30 MINUTES

ot L s -p;":s:“d"e 590, .::fa RJ:\::E Bréat:tl?ssness Othef I:‘r‘;blem
N am|10blnf T8-2°F l&s—\/ri{flq IOOA L o | - -
|\~ [ T0blm Qg a'F l&ﬁfﬁﬂq b/ - - _ R

2o, Hobm | 724 F Jﬂ)ﬁﬁg R A ) = =
Wi Freth| 7267 120020 1| — | - -

lapm [126m| G8-2°F @0 B0, o0/ i

R pablm| G2 uF 10;/;””3 Qq,.| — " ) B

935 62Hm ‘18@!'*: lforlh“lmfgﬂ_3 K] . - | -

1840 b2blm| 3.4 F loofeo |99y, ‘ = -
Comments : }&JG’QHEUH?C-{A“(IJ""" st s

Nurse Name : . _ ‘-i'\‘\ nm\»u{v fvassesssnessnnassasses NUFSE SIgNATUTE | .ot







; GNNAl TERESA BLOOD BANK & GPHERESIS CENTRE

(Run by Little Roses Trust)

1 LICENCE No.: 506/28C

# No.946, 1st Floor, Bazzar Road, Ram Nagar (South) Madipakkam, Chennai - 91. Ph.: 044-22580803, 48616108

. Mobile : 9840143108, 9840333108 E.mail : annaiteresabloodbank@gmail.com web : www.annaiteresabloodbank.com

4 COMPATIBILITY REPORT # 7

b

| Patient's Namemghéz—l)"{ﬁ// Agw G 4"2 ............. SeX fuverrens }f ............
| Patient's Blood Group & Rh Typing RES/ TR R | /. E N ——
' Hospital Name ..o MHLAQWT{-{MP}TG&CG\&C& .................... / ........................... & i
| Bag Blood Group & Rh Typmglg.pf:?/ YO RO 11 I L i
i S.No.| BAG NUMBER COMPONENTS | DATE OF COLLECTION | DATE OF EXPIRY SEG.No.

: 7 7 7 4
L] 2984 peme © 18 40 b 7 129, & b lLE3OTAC
w Major X Matching : Saline | Alb /| AHG / Column (Gel)  r= Minor X Matching : Saline / Alb | AHG [ Column (Gel)
' 4 TIELE ur. CfL NCE, MBBS

N\ o (RegNor 127546)

. Cross Matched by \.ﬁ Checked DY ..o . ecﬁﬁ QEFt)fﬁcer
-—..c’__:"‘ ——————————————————  — e —— m— — —
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CONSENT FOR BLOOD TRANSFUSION
TR BLOOD TRANSFUSION

PRBOENGITG & 5.l sisstiiss s Age: ... Gender :......cooooo
DRIIDY Nt oo eccisscssisiiomannnnmnersasas APINO: e Ward/Bed No. ........ (o
PO O B0 BIOUCL: oo ..

infections can vary rarely occur even with screened blood, especially if it is 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.

KT ay AR AT

Name of Patient / Attendant

7) 6

Signature of Patient / Attendant
Date O\ |3 124
Time: ||~ -

Relationship with Patient:
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GUC-00093943

1P18-10036552

Mrs ARUNALK

25-10-1983

LT

42YBM26D {F)

@ oo FREETY  pATIENT TRANSFER NURSING HANDOVER CHECKLIST
Date & Time of Transfer: hWp TRANSFERRED TO©
*1 |Patient Identification o YES/NO REMARKS
a Patient Identification Patient name, age, UHID/hospital number confirmed |t/ &1
b.Surgical procedure & correct site verified IL,[,lu
2 | Airway & Breathing o
2.0xygen delivery (mask/cannula/ventilator) secured Y
b.SpO: within safe range l_[n_ul‘
¢.If ETT: position confirmed, ties secure, cuff inflated D
3 | Circulation & Hemodynamic Stability
IV lines secured & infusion running correctly Lf_.&{
b.No active uncontrolled bleeding I'L@
c.Last vitals recorded before transfer L sl
d.Central line hubs are closed |\‘,U
e.Dressing Intact D
Pain Assessment
la.Pain score assessed & analgesia given k{ﬂ—f
b.Reassessment done ol
5 | Wound, Dressings & Drains -
la.Surgical dressing intact noe
b.All drains fixed, output noted Lo
lc.Catheter secure & urine output recorded \O
d.Splints/casts/traction devices stabilized AD
6 |Medications Pre & Post-Op Orders
a.Medications due time noted bf}f
b.Pre & Post-op instructions (NPO, position, mobilization) communicated w.of
c.Emergency meds given in OT (time & dose documented) Lll_,p.'l:
7 | Equipment Safety & Transport Preparedness :
(Oxygen cylinder full & ambu bag at bedside A2
b.Bed/side rails up and brakes applied Lo
o ic.Special positioning maintained as per surgery Y e
8 | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level D
b.Epidural catheter secure, infusion checked A\D
c.Pressure areas protected (heels/elbows) AD
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED t{,a{
10 REPORTS AND LABS HANDED OVER 2|
11 [BIOPSY/HPE SENT AO
12 |Documentation
Documentation completeness Yol
Transferring Nurse: M
Receiving Nurse : i(d%’u
Signature of Incharge: _9’3—"‘“"1 .

RCH/GDY/FRM/CLINICAL/598
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1p18-000386562
GUC-00093943

M;:l::::.:K a2YBM26D (3]
2

"Ti

+ &y
o braiow ™
iy ildren”

Date & Time of Transfer: | l Foo@ | 2,0p™)

R d
W ermant RS PATIENT TRANSFER NURSING HANDOVER CHECKLIST

TRANSFERRED TO : U] | [() *

RCH/GDY/FRM/CLINICAL/598

. ———— —_ e —— —

1 _|Patient Identification ES/NO| REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirméd bAS)
b.Surgical procedure & correct site verified yes

2 |Airway & Breathing
a.Oxygen delivery (mask/cannula/ventilator) secured YO
b.SpO: within safe range )i>)
c.ICETT: position confirmed, ties secure, cuff inflated . Me

3 |Circulation & Hemodynamic Stability '

.V lines secured & infusion running correctly Ye
b.No active uncontrolled bleeding Yes
c.Last vitals recorded before transfer Ve
d.Central line hubs are closed NA

(. Y e.Dressing Intact AR
4 | Pain Assessment

Pain score assessed & analgesia given ye

b.Reassessment done Y3

5 | Wound, Dressings & Drains

.Surgical dressing intact ve€s
b.All drains fixed, output noted N A
c.Catheter secure & urine output recorded 75
d.Splints/casts/traction devices stabilized NP

6_| Medications Pre & Post-Op Orders - R=2)

a.Medications due time noted V&)
b.Pre & Post-op instructions (NPO, position, mobilization) communicated 1 52)
c.Emergency meds given in OT (time & dose documented) AP

7 _| Equipment Safety & Transport Preparedness

.Oxygen cylinder full & ambu bag at bedside ALR
b.Bed/side rails up and brakes applied €5

o ¢.Special positioning maintained as per surgery YL

8 | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level N#A
b.Epidural catheter secure, infusion checked A
c.Pressure areas protected (heels/elbows) KA

9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED .

10 REPORTS AND LABS HANDED OVER N4
11 |BIOPSY/HPE SENT
12 |Documentation

-Documentation completeness o )/t”s

ransferring Nurse: T e 27 ' *
Receiving Nurse : (\\ r:\__\;'ﬁ:éi =
Signature of luchaﬁﬁ“ﬁw R -







GUC-00093943 IP18-00036552
"rs ARUNALK

Sy A |wames ® Rainbow* @ .
ALAEE AT Hospial .Elﬁmﬁﬂf

Your Right to a Safe Delivery

"2

It takes & lok to treat the itle.

NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

Date: . a2lo ol TIMe: woveveeen- = 2TV .
QG e s Height: . &3 Gmv....  Weight bl A BM YIRS 4
Food Allergies: ..... [‘3\}— ...............................................................................................................................................
_ EAL PR G —cR H R ETTOMY .
v
Dlagrlosis:Tﬁ[ﬁ!ﬁ.....lm&PA@QQ.(QRI,(“.....&!.V.Q'KR;‘:C“TQ.&? ...... VT 08 AT Rl ATET AL,
RPN = | Se— e
FRTRTTSTEN N1 | E————
[ Vegetarian 3 Non-Vegetarian O Vegan

o X

Patient's / Attendant’s Dietician’s

Ao
T /QN’/’A ........................... Signature: ﬂ%@l?}}@ ......................
Name: k%‘*ﬂ\* .................... Name: ﬂ&@%ﬁyﬁm ......

'—‘\-—\ S L
Date & Time: "’L'O ...... fos A R 4 Date & Time: wle‘}fsfta@ ....... -7 20 P,

Doc. No. : RCH / FRM / CLINICAL / 186
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. GUC-00083943 IP18-00036552 Rain%w'
ARUNALK 5 . ~
:':10-1:13 2YEM26D  (F) Children’s . BlrthR|ght

Hos ltal BY RAINBOW HOSPITALS

Dr. BELF p P
1 A - S
SURGERY DETAILS

Patient Name: Y1282 A 7UNA: Koo, Date of Birth: 6?5/!0”?152: Age: .LIE.Y...
Gender: .. F.C0241€ s Ward: oo Ol UHID No- L2202 26552+

Date of Surgery: . Al 24, 64 CoT-2 C0T-3 COT-4 CIOBGOT-1 [J08GOT-2

NAME Of the SUTGEIY © vovereerrseessersscenssnnsens e b

~
Time in ... ‘8‘ 1o o TIME OUL &evrrerre bt e P e
NAME AMOUNT
1. Surgeon DY MAIshpayi.....
2. Anaesthetist .. -5ﬁ/?3,z$ }) 272’ JALY. 49//7;41.511»4:
3. Assistant Surgeon f’g\' KJ/L‘L?/ ‘F'>
4, OT Technician .07 ’TF’ LR L1 6 FER
5. Circulating Nurse ... /A . dRG 224380, B it i ——"—
a 6. ASSISANINUISE ¢ o SlALli SO SN Sf vet...
| Spast T pre s USHTO - ondeano - (“1 308 2r5 h‘:ﬂ“"#}ﬂ"u 154
Znd Jimre Sla P End g 21 oA
Special Equipment: jZ"Laparascopy [ Broncoscope O Harmonic \El:ﬁg[%e‘[%tor ﬂ% e
*[ [ C-ARM [ Cystoscopy O Versa Point O Liver Cusa \,/ 0\8

7 Neuro Cusa 7 Others ...
,L,j.ﬂym slast e - Tgissnm
Fnd Time = 1orS=ATY

,\("\ "T’ m =
Signature of the Siu@e'hn S/ W v j(;i C/lf\g“\'o])d e 127)

Signature of Circulating Nurse

Order No: ?LMC‘F]; C“M( C@M 57 /2} c}:""

Order by: ..

ondonnw ¢ (130 822

Docu. No. : RCH /FRM / GENERAL / 114
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e—— TR s \ BirthRight
rospital_ | () zzsemmmoms
CONSUMABLES OF OT
Circulating staff . L FLEUAIA A Technician : angm ...... pate: QLIEEI2E....... TME
Anaesthesia Disposables mm‘"’ ueea | Surgical Disposables |mﬂﬁ weea| Disposables (Baby Side) __m"_,:
ETwbe T, b, Corpe) LX) | Major Pack Bl
LMA . V| sutwres —py 60 | _}~Cord Clamp
ECG leads(A)P /N A &7 I ryE: .}~ Suction Catheter \ L ¥ L//I
HME filter : A/ P /N L Qruqcan F 9—"| Feeding Tube
Syringes :10cc (__— 2748 pagitoe § 72— Vaccum Suction Set
05¢c L— y Jamves .o poE *j_g/.@gg]cal Gloves
02¢cc — LA ssp.£ 14 Gauze Pack
01 cc 9P F 9 |-Syringe 1mi/ 2ml
Cautery plato/ A7 P/ N ~VSurgicalblade | [ 4 | Surgical Blade # 20
IV set ' G tube 1 Koochies (S)
RL & & Cautery penci Q uwck Table
NS : 10mi (100mi //500mi / 1000mi | }4{ Koochies _chegt
% L NQ 0 (A Vintments D yoalen (prt—| L2
Suction Catheter
Fentanyl 2__| Cap, Mask At ~owi | H
Morphine Gauze Pack DO % P;mm N, Se 41
Ketamine Mop Pack 9 [Apmins paaa 1onkaa fv")
Propofol (___— 2| Steristrip /_']_& A0 DL A P
Rocuronium Underpad Rr= Piagd PO ¢/ )
Glycopyrolate Draw sheet 5. rdesi lotn | o
Myopyrolate  _—— 1] Avgel Dexon | 7
Ondansetron [ Foleys catheter /4, < R | Do xQ waa 5C '
Pencan 25¢/ Spinal Needle 22 Urobag meler i Mapr: St i ~N
Bupivacaine 0.25% Chest Drainage Catheter Q0om Cog Lln 4
Bupivacaine 0.25%(Heavy) Romodrain bag T - L]
Antiblotics Bandage Suuatic lpugsn | %
Tegaderm th_\ oS Airweay =31 28 A\
Suppostories qu T<oadecngery | 2- [N J CVVUR A
Anamol : 80mg / 250mg / 170 mg Double J Stent 00 G0 Wb 9.
Supridol : 100mg v - Vaccum Suction set z ‘ Lo ‘D‘\Ll'\ 0. 3% ,)'?
Justin : 12.5 mg / 25mg /100rhg ) Plastic Bed-Sheet —pyon 2 |Sonoprex gas N
Tab. Misoprost : 200mg tadine Solution 2 nee e ey lu . :
i ol ] Wicrosnl Y 54
o Tizatsy l_/)oﬁttonﬁalls Dxles Tulna lugp 78
Latex Gloves o] | [\
Ramdione Scrub '
Saral
d , o M
urgeon Anaesthesiologist Nurse OT Technician
Order No. : U OOPOPRI < -7 o Ordered by : .
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

La
= Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children’'s ™ Tel No : 044-40122444
HOS ltal Birthit ght
P JRaIAEW VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO :
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
LT RRTRER L (R e
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036552 Ward 8F-OT COMPLEX
Patient Name Mrs ARUNA.K Bed Name MICU 805
Age/Sex 42Y 8 M 26 D/ Female Order No 18-0001730838
Date 21/07/2026 14:04 Prescription No PRIP18-0628386
Payor SELFPAY Dispensed Date 21/07/2026 14:05
UHID GUC-00093943
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
DISPOSABLE APRONS ;
1 Mediblue 1010726 06/29 2 120.00 240,00
D WATER IV 1000 ML Aculife Health Care
2 i Prpppibina H 10262317 03/29 1 107,61 107 61
3 5‘;‘”’3 Microptic gloves- H 2603019005 03/29 4 128.00 512.00
ENCORE MICROPTIC
4 iy ANSEL 2604014105 04/29 2 128.00 256.00
FOLEYS CATHETER 14FR
5 g s Polymed c1 2516836N 11/30 1 249.00 249.00
Z SWA 10CM e
I Bapuji Surgicals GENERAL M2645010 03129 3 123.00 369.00
7 Mo s s SUPPOSITORIES 100 Noon | aboratories Ltd  H BLNP274055 12128 1 18.74 18.74
8 MAJOR PACK Mediblue 1010626 05/29 1 2,800.00 2.800.00
9 MERSILK 1-0 NW 5062 ETHICON SUTURES-J&J C1 V4007 07/29 1 337.00 337.00
10 :ff S 30X30 8PLY 5 X- ggggﬁg% H M26425F029 03130 2 949.00 1,898.00
11 N95 MASK KARE-ROMSONS ROMSONS 16032026 12130 2 56.00 112.00
12 N95MASK KARE-ROMSONS ROMSONS 6268036120 12130 2 57.00 114.00
13 ﬁf&ﬁ?ﬁf:os MaxiPAD DYNAMIC TECHNO 0153715 03/31 . 204.00 204.00
NEWMOM DISPOSABLE
14 OFIXATORXXLARGE  DYNAMIC TECHNO 148605 03/31 1 221.00 221,00
15 gfg\‘,ﬁ?ﬁ“"h""g‘gﬁ&” ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
Aculife Health Care
16 NS100MLACCULIFE-EH  AZTE Heat 18260029 04/28 2 21.01 42.02
Aculife Health Care
17 NS 3LTRS BOTTLE el 5A260048 03/28 1 747.00 747.00
18 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010826 05129 2 250.00 500.00
QUICKSUITE OT TABLE
9 SHEET MIDLINE SUITEL H 260616 06/31 1 775.00 775.00
5o  RAMADINE SOLUTION 10% RAMAN & WEIL PVT o —— 5 - nn
100 ML LTD
21 SGLOVE #7.0(SURGICARE) ICARE (KANAM LATEX) GENERAL 26B5016M 01/31 2 91.00 182.00
a  FECOVENIAPOMDER e GENERAL 2603008917 05/29 4 128.00 512.00
23 gE;g;’E #8.0 (SURGI KANAM LATEX GENERAL 22C3394KV 02127 2 75.00 150.00
24 SURGICAL BLADE 11 Surgeon GENERAL 0030025 08/30 1 7.10 7.10
25  SURGICAL BLADE 22 Surgeon GENERAL 220010126 12130 1 7.67 767
TEGADERM WITH PAD
% gXroMs (3582)8562) 3M HEALTHCARE GENERAL R03260012 0229 7 175.00 1,225.00
UNDERPADS CARE 60 X 80
R i 07072026 12/30 1 205.00 205,00
UROMETER ADULT-
a8 BeNTIER GENERAL K26E010304 04/31 1 978.00 978.00
29 VACCUME SUCTIONSET  ROMSONS GENERAL K26D010204 03/31 3 811,00 2.433.00
30 VICRYLPLUS1 VP-(2347) ETHICON SUTURES-J&J C1 T5072 10130 2 951.00 1,902.00

Printed Time : 21-07-2026 14:05
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Rainbow ‘
Children's

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

Door No.157 to 180, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
600015

Tel No : 044-40122444

HOSpita' Eﬁ:nh,w VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS IR ION LD AR TR

IP No IP18-00036552 Ward 8F-OT COMPLEX

Patient Name Mrs ARUNA.K Bed Name MICU 805

Age/Sex 42Y BM 26 D/ Female Order No 18-0001730838

Date 21/07/2026 14:04 Prescription No PRIP18-0628386

Payor SELFPAY Dispensed Date 21/07/2026 14:05

UHID GUC-00083943

Receiver Name

Printed Time : 21-07-2026 14:05

Total : 10,848.13 17,810.14

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 2 of 2







|

" @

RAINBOW CHILDREN’S MEDICARE LIMITED

Rainbow Children's Hospital - Guindy

ol 3.5 Door No.157 to 180, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children’'s _ Tel No : 044-40122444
Hospital ®r"
Rombaw  VATTIN:  33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
(UL R (LR R T AR
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036552 Ward 8F-OT COMPLEX
Patient Name Mrs ARUNA.K Bed Name MICU 805
Age/Sex 42Y 8M 26 D/ Female Order No 18-0001730837
Date 21/07/2026 14:04 Prescription No PRIP18-0628385
Payor SELFPAY Dispensed Date 21/07/2026 14:04
UHID GUC-00093943
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
AMNEPARA 100ML GLASS
1 BOTTLE H L0016006 12127 1 787.00 787.00
2 ARTACIL 25MG 2.5ML INJ  Neon Laboratories Ltd ~ H 1303356 07127 4 4530 18120
Biocare
3 BIOXAMIC 500 MG INJ s S H C3BI0004 01/28 2 73.23 146.46
4 CoOQD SETWITHLUER - gpaun Medical PviLtd  GENERAL G251020367 08/30 1 208.00 208.00
5 DEXAMETHASONE INJ2 ML  PENTA PHARMA H VDDUI0O8 1027 1 10.78 10.78
6 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26C30K60 02131 6 28.13 168.78
DSYRINGE 20 ML WITH
7 Pl g NIPRO GENERAL 25805K11 01/30 1 42.00 42.00
8 DSYRINGE 5ML.(NIPRO)  NIPRO GENERAL 26C13K17 02131 4 21.56 86.24
9 DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 26B12K44 01131 4 11.25 45.00
Aculife Health Care
10 DWATER1OMLAMPULE  pedile fees H 2254216 10/28 7 2.58 18.06
11 agﬁﬂ.ecmonss IMS GENERAL 12226508G 03728 6 32.34 194.04
12 BFIPRES INJ 30MG 1ML  NEONLABORATORIES 1231095 01/28 1 45.90 45.90
ET TUBE - 6.0 MM WITH
T ()i GENERAL G26A010216 12/30 1 399.00 399.00
ET TUBE - 7.0 MM WITH
% direenatiisc 6260010769 03131 1 437.00 437.00
HIGH PRESSUR EXTENTION
B Rl ROMSONS GENERAL K26E010376 04/31 1 435,00 435.00
16 MCT-ROF 100MG 10ML Neon Laboratories Ltd ~ H NA1353004 10/27 2 £9.10 138,20
17 MYOPYROLATE-INJ-5ML Efg’” LABORATORIES |, V350487 11127 1 140.20 140.20
18 NEEDLE20G Dispovan 505320 11/30 1 266 2.66
PREGELLED SURGICAL
19 pATESADULT) Erbee GENERAL 2510302408 10/27 1 1,275.00 1,275.00
RL 500 ML CLOSED Fresenius Kabi India
I v sy 10262104 03/29 4 69.84 279.36
21 ROPIN INJ 0.2 % 20 ML Neon Laboratories Ltd 1435130 12727 2 189.30 378.60
22 RYLES TUBE 14 POLYMED  Polymed H 2415045K 08/29 1 90.00 90.00
25 FPASEACR CTIMCANNULA i GENERAL 1592 06/30 1 1,754.00 1,754.00
SUCTION CATHETER 14
2% N ROMSONS GENERAL K24L010887 11/29 1 83.44 B3.44
25  TROPINE INJ AMPO.6MG 1ML f?g” LABORATORIES ) SM038138 11427 1 7.30 7.30
VEIN-O-LINE 100CM
% ROMSONS ROMSONS G26A010292 12130 1 442.00 442.00
VEIN-O-LINE 10CM
B EaONS GENERAL K26E010512 04/31 2 460.00 920.00

! Printed Time : 21-07-2026 14:04

|
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Rainbow .

Children’s

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

HOSpital Bir;:::..,,,w VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No,2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS IR LR TR T

IP No IP18-00036552 Ward 8F-OT COMPLEX

Patient Name Mrs ARUNAK Bed Name MICU 805

Age/Sex 42Y 8 M 26 D/ Female Order No 18-0001730837

Date 21/07/2026 14:04 Prescription No PRIP18-0628385

Payor SELFPAY Dispensed Date 21/07/2026 14:04

UHID GUC-00093943

Recelver Name

Printed Time : 21-07-2026 14:04

Total : 7,161.91 8,715.22

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 2 of 2







