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PATIENT DISCHARGE INTIMATION
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Mrs MOTCHAR RACKINIP |

02-02-1991 35YS5MED (F) Date: .. 2 j—f)%

e vemee T

A L A ROOMNG: .. Q. S

Certifiedthatin respect of the above patient:
[0 a Therearenodrugs forreturn
O b. Emergencycupboardissues have been replenished
00 ¢. Nopendingindents are there against above patient
0O d. Checkedthe bedside cupboard of the bed

0O e. Checkedbythe patient's Mother/ Fatherin the room

Patient Authorised Sign Nurse Sign Pharmacy Sig%\ |
DAEE .. .. ivivsisisiniiise Date: 3]T€
TIMBL .. isviaiiisis Time: [C_;\
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Billing Clearance
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% @ Rainbow Children's Hospital - Guindy

Rainbow 0 Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai ,Tamil Nadu, INDIA ,600015.
Children's TEL NO :044-40122444

Hospital %y WEB : https://rainbowhospitals.in

Rainbaw

ADMISSION SHEET

Registration Details : QLRI L IRR T H L TR AT

Admission No : IP18-00036342 Admit Date : 06-Jul-2026 Admit Time :08:19 AM UHID : GUC-00093492

Patient Details :
Patient Name : Mrs MOTCHAR RACKINI P L Age :35Y8M4D

Guardian : MrVIPIN K DOB : 02-02-1991
Gender . Female Religion
Occupation : Martial Status
Address (H) : NO 7 A/t AMMAN NAGAR Paraniputhur Phone No : 7358092709/ 9566066506
Kanchipuram Tamil Nadu INDIA 600122 E-mail : VIPINKONNANTH@GMAIL.COM
Wission Details :
Bed Type : MICU Bed No : MICU 805 Ward Name : 8F-OT COMPLEX
Room No : MICU 805 Admission Type : First Visit
Contact Details :
Name : MrVIPIN K Relationship  : Husband
Contact Address : NO 7 A/1 AMMAN NAGAR Paraniputhur Phone No : 7358092709
Kanchipuram Tamil Nadu INDIA 600122
[}
>
ignature

Doctor Details :

Docior Name : Dr. DIVIYA ARUN Specialisation  : OBSTETRICS AND GYNECOLOGY
Referral Doctor :8ELF Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00

Payment Mode : Cash Payor Name : SELFPAY
Printed Date / Time : 06/07/2026 08:20 Printed By : 017420 Page 1 of 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 ”n' i WERB : https://rainbowhospitals.in |

ainbow I
GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs MOTCHAR RACKINIP L Age : 35Y5M4D
IP No: IP18-00036342 Sex: Female
Consultant: Dr. DIVIYA ARUN 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.

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

Cﬁof the patient.

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

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

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

Note:

1 We 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
clearance. In case of failing the submission, | will pay 200/- Rs. !
(Receivers Signature..................)

3 I Guide book has been given to me and | have been explained about the Hospitals rules and policies.

4 Financial and billing coupseling has been done to me.
\
Signature of Patient!ReEaW

¢ J
Name: = \/ { P’ N ) Patient Address:
VA veRANY NO 7 A/1 AMMAN NAGAR Paraniputhur
Relationship;> | Kanchipuram Tamil Nadu INDI
Date: 0 fva)"l - Qo Time: 9 | {4 600122 1

Wittness Name: {bv"lN_
Wittness Signature: M/

Printed Date / Time : 06/07/2026 08:20 Printed By : 017420 Page 2 of 2
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BILLING POLICY.

Billing Cyele: - 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.

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

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

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

Patient / Guardian Self Attested Government 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 is a 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

I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this
case. the TPA/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge. I
promise to settle the claim with the hospital as per Hospital Cash Tariff,

' Self/Attendant Name : ‘ IN L . Relation : NS EAN D
5 VIP f ~ b

.

Self/ Attendant Signature : , {S\¥\2 Name & Signature of Financial Counselor

Phone Number : _:,{_ 2¢E o0 92 49 (%9/

RCH/GDY/FRM/CLINICAL/426
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CAESAREAN SECTION OPERATIVE NOTES

O Immediate Threat to life of woman or fetus

O] Maternal or fetal compromise not immediately life threatening
0 No maternal or fetal compromise but needs early delivery

[ Delivery timed to suit woman and staff

CTG Description: i Kaptrne

If there was a delay give the reasons: ...........

Surgeon's Name: DR PRIYADHMSH (N/ Date of Delivery: ' V. fr.v 3 (2072 {
' Assistant Surgeon: De- PAHVEq#E - Time of Delh:éry: Q. &1 m
Anaesthetist's Name: PR A HININ/ Gender of Baby: ¢, /¢
Type of Anaesthesia: A Weightof Baby:  2.pgq k¢
Neonatologist: DR &N NARODE N AGPAR Score:
Scrub Nurse: Ol Quvpara - NICU Admission: [ Yes ,;H(o
Pre-Operative Diagnosis:
O Elective Vlzénergency Indication: ........244...0b5t ¢t ‘"r“d'*ﬁifb""z
Urgency -

DECISION HIME: vvvvrercercssramsressssmrsassneassssssstsississassssenssassasssssnsssss KNIef 10 FBCIUS: ..ceoverrrsrnrssasmnsssuessainsarmssmarsnsusenss

Surgical Procedure:

Ffmt»jw«g [owes Gxﬁmu& Cous ainen e gon,

_Post Operative Diagnosis:

/G M (fey s
Peri-Operative Complications: '

Nt

Amount of Blood Loss: 5ot : Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCH /FRM / CLINICAL / 155
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| Examination Findings when Appropriate:

Presentation: ) Cep
5th Palpable: ....
Station: u-a
Caput DO+ O

Bladder_Catheterizsd -

halic ClBreech  OlOther............ Cervical Dilatation: ssscssiiorSonsisciviionnsonisonsssensssess O]

5. A AN SR
-2_ O-1 0o |:1+1 0+2 Moulding: ~ETNone O+ O++ O ++4+
++ O+++ . Meconium: CHione [+ O++ O+++

Des  ONo Urine: O Clear 01 Blood Stained

Uterine Incision:
Previous Scar: O

Skin Incision: %uenﬁaﬁ O Transverse O Midline SR g —————
Lo

wer Segment O Classical O Inverted T O J Incision
Intact ;pkunadnm ORuptured [0 Scar
O Yes No

Incision Through Placenta:

| Delivery of head: .C1] !ulanua"l_L dur w401 Forceps

Delivery of Placenta:
Cord Appearance: .....

Liquor: A Clear’” O Meconium: O] 0O I Om _OBlood DO Offensive [ Net Offensive

OManual  QGET ... mplete Oincomplete [ Piecemeal

@ Cord around the neck I Yes -‘-Erﬁ: 3

Appearance of placenta: .. @ Cavity explored B’?Q O No
Uterus, tubes and ovaries; /Nnmial O Not Normal Sterilization: OYes [HG

Uterine Closure:
Peritoneal Closure:
Sheath Closure:

Fat Closure: [ Yes

Vagineal Evacuated
Drain:
Ctheter

Swap & Instruments
Intra-Operative Antibi

Post-Operative Notes: .... .

I One Layer lemayers pr | PV"U“{{{ T

O Pelvic O Abdominal [ None s ssssraressosnssensess QUIUTE

Mrwa& Suture
No

...................... esessatsnsensassnsmmnensssrnsrensenesss SUTLNG

Skin Closure: uﬂfubcumular O Mattress %—D“’"-‘hv'/a’f Suture

Yes ONo
O Yes EI'No/ CIRemovein ..............uu........ days O Await instructions
es CINo CIRemovein c{“"””""‘ days I Await instructic.is
count corrac!‘f{“’s O No O Post-op Antiblotics s ONo
otics Cover: Yes O No O Thromboprophylaxis '-Eiﬁs O No
LNPRX. L hevas

---------

-------------
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Doctor Name: ...........57..

D(TP‘“"“”"“ Doctor Signature: ............ %wﬂ

R

Date & TIME: ..vvvererrrrirenns
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-.-’(J Presenting Complaints LMP: 25 )10 )20 25 EDD: oq\og‘ 2A02%

% Patient wag admitted for Fledhne LSC Sorrected EDD:

¥ Able fo pevcewe fotal ents -
clc;hﬁmu ned fadn 06' @d:nau& eaine PV
] ¥ N Gostetric i G1 /P! c’iﬁltgustrual History: Regular 27 Yes O No
2A 2
Obstetric Hostory: Obstetric Examination Lo I-u, i
G = Giv) , Bowoeeks , Pre-eclampsia 993’192"1 Heigmcf birt
G, ~ SoTRneew, icamiaoe Ut Actviy: [JAelxed CIMId  [CIMod (I Severe
P nggvr}anﬁous :
Pa’li' o aént Pregnancy Stord. SN teption Liquor:  CrAdequate [JOligo  [JPoly
Booked, and Trmmunised PP: g1Cephalic  [JBreech  Others
NT Scan- ;, FTS - Head Fitns Palpable: 415 ™
RISK FACTORS: FHS: /D*ﬂ?rmal O Tachy [JBrady [JAbsent
g\ A '
GtHTN :
. Per Speculum Examination
Gom on OHA 3 Tnculin Draining: Ol Present [ Absent  [JBleeding
H ' Colour of Liquor: [ Clear ] Meconium [ Blood Stained
Spofﬁxﬁml
L _ Vaginal Examination
—/ Cervix: [ Long [ Partially effaced [ Effaced
Height: ...LSP....cm
o Weight: ... 42,2, kg Os: Closed Dilated
. : A“ergias: .....N.!.’........................................... Membma& D Presem D Absem _
o Bilim‘"a' i Liquor: - OlClear O Meconium [ Blood Stained
General Examination:
Consciousness: (ancuwovs Pallor: No Presenting Part: [ Vertex O} Breech [ Others
Icterus: Ne Edema: WO Sutton: O-3 O-2 O-1 00 O+1 O+2
! Temp: @ PR: Pelvis: [ Adequate (] Doubtful
BP: 120\30 mmiy DR '
( ovs: S8 RS '&linyec
| Liver/Spleen: Urine Output:
| Gt S Y reanmeese s .
& G‘;AL me-gq\‘o]wlg GA - 35 weeks + 32 |
| Mls - 2yvs  LEDD - on)og) 2024 GthTw
: NCy Gt on OHA & Tngud i
: o Trpp H y I
I T - YT U vl NP ... . .. - SR g
Docu. No. : RCH /FRM / CLINICAL / 087 (PT.0)
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Patient Sticker

Family History:

Surgical History:
N

Ni |

Medical History: Medication History:
GCLHTN Gince 31 weeks ol Conceptom T LPREBET loo Mg |—oo

T ECoSPIR Iny [somg  O-1~o-0 S‘hDP
= \%"”o 1o7)ay,
« INT - BowH Gomey GO

Invesiigations:
W CT61- Reaefie

Plan of Care:
CJTIT R Biwa Ang,
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- [k Prepanadion
~Clwe TV line

= Informred Content 4or Tlechnve 1dee
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~ Pre-0Op roedicadi v
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Doctor Name: (%G;fﬂrk&k«ﬁ‘\)@fg*@% Consultant Name: 919“}3“'*“*”

Signature: ......CYABRBLD oo iiisiinie, Signature; ....\V.X.. £y
Date & Time: ..... 00 [ 01 | o2k Date & Time: OL]oﬂ\&pz,g
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PCV

273

H\v

RBC

Yy

HecAq

WBC

lo,l00

A!ﬂ‘\'-HCV \T

N/L

1042y

b

UDR L

Platelets

Y15

CRP

ESR

PCT

RBS

B T |

S-S

- HbA)

- <

Na

K

TSH-

R~12

Cl

T4 =)

-4 )

Ca/Mg

Phosphate

Urea

ECG,

Creatinine

ECHO 4

ALP

o

tE-6) o,

SGPT

Trivikd Mg

SGOT

Trivd

R

]

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

N/L

=

e
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Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Calls

CUE - RBC Cells

CUE

Stool Pus Cell

OVA/ Cyst

Occult Blood

Culture and Sensitivities : ...

L T T,

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

| P e
—_—

Radiology : USG:
X-Ray :
ECHO:
CT:
MRI

---------
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EEW -~ 20/4 ng Sile)
Prosentation _ Cephalic

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

Placentad " calci f ek o Presen)

Placentt - Fundal D,mw!e 1) ea,,lwﬁfcﬂh%

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

hauer - adequale

Others (ECG, Contrast Studies etc.,) : 665282
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Type of Referral :
O Emergency

[ Urgent

O Non Urgent

Hospital :

Referred for: [l Opinion O Co-Management O Transfer of care

Reason for Referral : If for concurrentcare specify the particular need, especially inthe absence of asecond diagnosis:

9 P@%@ﬂ@.@ﬁﬁ e 0 aducest (T4 Motehar Facdn,

Signature:

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

Shifting From: LDR..( .................... Shifted to: Q)MF[M ....
S.No (aeuem'gsulrﬁéﬁgm LEmmS} (m';f’iim (PO, I;%l,r?c, v) | FREQUENCY mT;DT?fli ?‘;ﬂ%‘gg
"I T4 QupALef ‘7% 1% LD @C oo
f j:: . PAN L{’OMﬁ 1% f>0 @€ Ooc
S nyTRON OATE| G0 ny | 1V TS ¢ Ooc
! L Prencetamoe | [om | IV ™5 &t aoe
S } ! Oc ooc
8 oc ooc
7 D¢ ooe
8 Oc Ooc
9 | Oc Ooc
10 N Oc ooc

*C- Contmue DC - Discontinue
MEDICATION HISTORY RECORDED / V
Doctor Name & Signature : . o E) R (% .
Date & Time : . } }‘é . lﬁ)""’"

Nurse Name & Signature: .. :.g ..... ds o f\'\.@.
Date & Time : .......0.%. \Tﬂr( G)DQ\.Q 13‘2%-\4
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MEDICATION RECONCILIATION FO
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Medication Reconciliation will be done at the time of admission and also whenever there is change
In the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

ShIfting FIOM: cvvvvrvrsvrne 2o Shifted 0L 35 Ravcvvevvreerrenn
; ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | nooo  fime ?‘éﬂ:’?ﬁ'ﬁ.’é‘
i 1. 1} A
1] T Gnto Av Pats l ac
it = - 4.520m ELD(
: ol
o At \p : Q ;52 800
1 i
NPT o
4| Oc Ooc
5 ' Oc¢ Ooc
6 lOc Ooc
71 ' OC Obc
8 ) : ac I'_'l DC
g | Oc ooc
10 Oc¢ doe

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY '

Doctor Name & Signature : b&“’imlm..{’JL‘ -

volZé -
Date & Time : Sa}“ll)/hol*&mﬁf\
Nurse Name & Signature: "I’Fwnmﬁx}m._f)ci%w,

l'a=d
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Date of Admission: Ogykﬁ'% T S Mwn any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL -  Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

DOCTOR -  Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmacgutical names. BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not after existing instructions.
. Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
. The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- OnlyonechartshouldbeInuseaianyonem.mnﬂnchartlstun.amwsuppl-amemcanbekaptwiﬂinﬂﬂs

drug sheet folder.
 Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient 2) Right Drug  3)Right Dosage 4) Right Route  5) Right Time

NURSES

. 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.

$OS / PRN (As Required Medication)

| DRUG: “InNT. KETDROLAC s

v

Dose Route | Freguency |Start ij

2omg| Tm | Sog 6l

Doctor§\Signature- | Valid Period| Pharm.

9 g2\
Additional Instructions:
DRUG : o
Dose | Route |Frequency |StartD i
Doctor's Signature Valid Period| Pharm.
Additional Instructions:
DRUG : Date

Dose Roui;_} Frequency |Start Date]

Doctor's Signature |Valid Period| Pharm.

[Additional Instructions:
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Dose | Route | Frequency [Start Date/Gam AP
\ S_t.] v 1—o - b\ﬂ&x ﬁﬁ
Name & Signature of the-Doctor I
Starting the Drugs: =
0,_".1- \" \ -
8 3T o0
Additional Instructions: A4A <Y
QW%I- /k et
Daily Doctor's Endorsement by a Sign
| DRUG: Tns . METRONDazo e [D8F | [\, &
Dose | Route |Frequency [Start Dat Am| /0>
Y Iv =) bl ] & ek
Name & Signature of the Dogtor &’ '\
Starting the Drugs: i ) B T \ E
1@7"9'“} I & \ (,)i( 0
Additional Instructions: Qb
Daily Doctor’s Endorsement by a Sign
Date
BRUG: Twy, pAnTOPRAZO LE Time] bl 1@\
Dose Route | Frequency |Start Dat, “Tam / <\ |
L!Onrh Tv o (b4 ] Vd Z
Name & Signature of théDoctor _ L = e
Starting the Drugs: g \ E \\h O
\go2\ jw
Additional Instructions: e ?5 i
1, n
Daily Doctor’s Endorsement by a Sign
i 6
DRUG: —NT.PapacerAmo |DAE bl7[117. ]\
Dose Route | Frequency [Start Dat P
19 | Tv M [Blqay, Z s
Name & Signature of the Doctor I ) \ ot
Starting the Drugs: SIS
9 0 E = p} SN
1892 il )
Additional Instructions:
ArAl
o SREY
Daily Doctor’s Endorsement by a Sign “
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LAR PRESCRIPTIONS weigh %22 Ward LA

DRUG - T b LABE TR

100y | o | (00 |7(2

Date
Dose Route | Frequency | Start Dt. !

Name /& Slq-lature of the/Doctor  /
Starlﬁnq the Drugs: /
(A 7%

Addtional Instructions:

Dally Doctor’s Endorsement by a Sign

orue: T5 (lgx A€

boma | SC (o] | b(x

Dose | Rbute |Frequency |Start Dt. ’

-

Name® Signature of ghe Doctor . |
Starting the Drugs:

Additighal Instructions:

Daily Doctor's Endorsement by a Sign

DRUG: <TAR TH+\tT —O

,Da'te %\ﬂ

Dose Route | Frequency

26 00 e [L-e-\

Start Dt.

3\°\ 2%

Name & Signature of the Doctor
Starting the Drugs: W

—

i (:_')A_zﬂ's‘ P

1179 /f

Additional Instructions:

Daily Doctor’s Endorsement by a Sign |

DRUG : "~ OR-+L-

Route | Frequency | Start Dt. |

Dose
Z)@*ﬂi ?-) = Lo~ | 7‘17\)&! .

Name & Signature of the Doctor

Startirig the Drugs: j’g
£ FIZL

-

Additional Instructions:

.nally Doctor’s Endorsement by a Sign
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Vet | o 3\0|2 1, K | |
Name & Signature of the Doctor ] ’
Starting the Drugs: ﬁ ) ] __.r_._:1
\}’7 AN ‘i j 1
Additional Instructions: ]
] | ] ]
O - |
Daily Doctor’s Endorsement by a Sign | [ ] o
DRUG : : Date I _ ] ]
Dose ' Route ' Frequen:y[ Start Dt '
—ﬁame & Signature of the Doctor
g Starting the Drugs:
Additional Instructions: BN
Daily Doctor's Endorsement by a Sign ] o
! e
Date .
| oRug: el | | |
: | Dose | Routs Frequency | Start Dt |
(el el e S SR S = SR
{ [ Name & Signature of the Doctor B o
{ | Starting the Drugs: L | <
g .
S _
é Additional Instructions:
g T
&
= Daily Dactor's Endorsement by a Sign
DRUG : pils i
Dose | Route Frequency | Start Dt |

Name & Signature of the Doctor {
Starting the Drugs: T Ch

Additional Instructions:

Daily Doctor's Endorsement by a Sign l | [ ]
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Date»
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Route Start Date o p oy post
Dc Sign. Or Sign. D Sign. Ox Sign.
Name & Signature of the Doctor Os . o .
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) - Dosage & Other
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

A i o e
Your Right 1o & Safe Delivery

Date _ l

Ob\ifb@ﬂmels s oYY () 2|3 ((¢) 5 6|7 |®) 2o\ 11 Sy 1 ()3 () s 6] 7

=30
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R Voice { | 2

RESP
(write rate in
corresp. box)

Saturations

2, dwa

5

ajey Ueal

%
4

G %
C
X
B)

A
-

ZAV" WA

\'\

t'-.
A
P

=

)
anssalqd poojg joIshS

V. <@
£
—t

q)ﬁ'
3
w4

4—
3JMEsal4 poojg dljoiselq

ESPONSE

(v1 Pain

Unresponsive
URINE > 30 v
mls!/ hour <30
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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( FLUID CHART )
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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.

Totalintake: [ Al b LA v [
3 v Ty I' UUV!"' A

Total 24 hrs. Intake l 6‘ 1 :;;Dom)
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Itakar 2 1ot to treat the Bie. Your Right to a Safe Delivery AGe e ,Iﬂ ﬂﬂWﬂ” W/’ ” ‘OMOF
Consultant :......cccouner .-
(_ PHLEBITIS ASSESSMENT __ J{§ %
CANNULA 1 CANNULA 2
Date : Bl tq) Time: R «%M Date : Time:
Location @ mp‘/uQ;l Location :
Size: Y8(xn Size :
Cannula inserted by : 4(\ oo /A Cannula inserted by :
Date | Time |Phiebitis |infitration] M | Sign | | Date | Time |Phlebitis [infitration] \Shd | Sign
N |/ Py |Oes O] OYes ONe{® DSy o OYes ONo| OiYes CINo
B \'{ BwA DYes'pNﬁ’{lYesv om %\ OYes ONo | OYes ONo
Py [Oves o[ ves 6] o OYes ONo| OYes ONo
Bt |OYes 2o | Oves 2éo Ay tH\ OYes CNo| OYes ONo
&) |Oes @m0 [Oves Dok oy 1A OYes ONo| OYes CONo
A pt |Oves Or6 | ves o | poRA) OYes ONo| OYes ONo
é OYesGifo | OYes o ; OYes ONo | OYes ONo
v beY) |0Yes B0 | Oves G OYes ONo| OYes ONo
< || Poves 3466 | Oves oG]/, OYes ONo| OYes ONo
1 Qpy) |Oves B0 | Oes O] OYes ONo| DYes ONo
v [Oves @o | Cves DOYes ONo | OYes ONo
_gﬁm OYes Ko | OYes! AL : b I:lYas ONo | OYes ONo
37 s [OYes OXG | OYes BGIO| g} o o9 OYes ONo | OYes ONo
| &y~ |OYes Opg] OYes Gblo"@};;m),_ ﬁ_}i OYes ONo| OYes ONo
|2 _pmiOYes l;l( OYes Dﬂg [ OYes ONo | OYes ONo
001 |Oves @0 | OYes Do Sgovs ic,_.q.' OYes ONo| OYes ONo
) |OYes Do | Oves @Ro &m% CIYes ONo| CYes ONo
iﬂ:;: OYes @N6 | OYes ONo| ) OYes ONo| OYes ONo
QP [Oves oG | Oves G0 & bugn v Joy . DOYes ONo| OYes ONo
1oyf1 |Oves o | Oves ZiNo| %oy pvs| Ae) OYes ONo| OYes ONo
“Alas V;-,p\ DYesﬂglo OYes TNo sl iont) p OYes ONo| OYes ONo|
- E- OYes 0o | CiYes G| b oy vi| -4 OYes ONo| DYes ONo
ﬁ; OYes ONo | E1Yes Dol bwe | REZC OYes ONo| OOYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes 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 ONA If Yes specify- RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score: Phlebitis score:

NOTE :
% Every 2 hours if on fluid

infusion.

# To be assessed within 30 minutes of insertion.

# Every 4 hours if only on IV medication.

Doc. No. : RCH/ GDY /FRM / CLINICAL / 137

V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE)...
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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) "¢ | Sign || Date | Time |Phisbitis inftration g | Sign
OYes ONo | OlYes CONo 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 DOYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo 4 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 ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes CONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
ClYes 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 DOYes ONo| OYes ONo
CYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes ONo
| cannula removed - OYes ONo, if yes date and time : Cannula removed : OYes CINo, if yes date and time :
RX any initiated : OYes ONo OINA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phiebitis 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) i)
0 1 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 LV. | % Painnear 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 LV site #* Induration * Induration : g\;wws o : g‘:,:mﬂws i
#* Pyrexia
RESITE / REMOVE | RESITE/REMOVE RESITE / REMOVE INITIATE TRETMENT
kC}BSER\IE CANNULA | OBSERVE CANNULA CANNULA mg rf-rowm m :Toumnen EENerS ::Euovz N
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Total Morse Fall Scale Score:

Morse Fall Risk Assessment Form R e o T ek
.\
. . Ti
Choose Highest Applicable Score from each Category Bute/ Tane = b [‘ﬂ}ﬁ' é / Trf,/ Zé{ Fall Risk Grading
Score %M gpm A/
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mors&(enlnf:lsl)Scure Action
Secondary Diagnosis Yes 15 11— | % lg—
(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 %) 0 O
IV / Heparin Lock or Saline L = Implement
g g O L o Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 E\rti\:'sgzggn
GAIT / Transferring Weak (uses touch for balance) 10 D) b A
Normal /On Bed Rest /iImmobile 0 Implement High
Forgets limitations 15 i Risk Fall
Mental Status g il High Risk > 51 e oo
Oriented to own ability 0 O 0 Irterverttion

0
S5~ 0% Je—

Signature \Q*@ 33;( ot i

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

Docu. No. : RCH /FRM / CLINICAL / 006
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Moderate Risk (25-50) Apply all low risk intervention and

[J 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.

1 Initiate constant observation by heathcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form v e e Four i St ey
] il - i 5
Date /Ti D
Choose Highest Applicable Score from each Category a:ca:]r;me G /?/ 28 b / 7 /z =Scd Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morse Fall Score Action
MFS
Secondary Diagnosis Yes 15 'S 15> 5 %)
(more than one diagnosis) No 0
Furniture 30 Standard Fall
. Low Ri . :
Ambulatory Aid Crutches, Cane(S), Walker 15 oW sk 0-24 Precaution
None /Bed Rest /Nurse Assist 0 2 =
Y 20
IV / Heparin Lock or Saline i Implement
o L - () -2, Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 10 to \ O rarveition
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 : —— Risk Fall
etk Oriented to own ability 0 @ ') S rfte*’e"“?“
Total Morse Fall Scale Score: 045 N6 rervention
. E & { ! %
Signare Az BN % b ﬂ

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

[J Use chairs with arm rests

[J Use safety straps on stretchers and wheelchairs while transporting patients

Docu. No. : RCH /FRM / CLINICAL / 006
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Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always call for assistance

[0 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
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l”l“lll“lilﬁllﬂlllﬂllﬁl ””" PAIN ASSESSMENT FORM Hospital | .mmmmm
Date Time Pa{i;ﬁ;n;re Location Duration Acuity Character mr“? PaﬂEe::mFani y Intervention Sign

X\O \ O Continuous | OJ Acute O Sharp 01 Dull 00 Increasing M '\\k\
& =8N O\ Nl\ O intermittent | CJ Chronic | O Aching (3 Buming | [ Decreasing | T No 3

LQ) B’ua,fm O Continvous | (1 Acse | CIShap CIDul | O Increasing
{4

—TT Ve’

(D Jatefmitert | O Chronic | £ Achiag™ 00 Buming_{£T Decreasing | 0 No
CUmi\ge| O Contwous | Cdese  [DSwap ODul | O icreasiog | O
0o

D¥es™

OMo

EV\-&owwax&?tA
#ﬂ: tfm‘l::\}tl Ao

| ON0QUEY |

pridtedtog |
I/ 5 :. __

Mr‘/Pziﬁffz

'H’K\gb b [[M g\\L | O tatermitent | O Chvonic | CJAching OO Buming | [3-Decreasing
El Continuous | {3-Actte 0O Sharp O Dull J Increasing
5 \O-intermittent | O Chronic | CYAching ] Burning [0 Betreasing

brtet\ 507 1 i

i

otg.gf D Cortuoss | Dacss [ DSt Gour | O inenasig oS
714% | 2| ![16 ef}; Ooimerniten | ClChone | C)Achg ) Buming | Qoscmaseg| OM0 [ /Af,?a
/ / ) /| Eontinuous | g-Acute OShap @00 | O increasing | CHees 2SH Bana.”
A 326 | Son| 1o %{y B-intermitient | O) Chronic | [3-Aehing [ Buming | (3-Decreasing | I No r/mm, o223
/ 3,31 fjl O Continuous | f-Acule O Sharp " 01 Dul O increasing | Ves Gy l'l(b*-;!
qkr'zé 9(‘~ l{(a Ontermitent | O Chvonic | CLAching [ Buming | C-Decreasing O No aj\,q,_,gg @’
A d‘—"’a‘(ﬂ [ Continuous E’rhmla [J Sharp w a ing | HYes \__gmgg_ﬂ;g,m__
v | &7 Vs “cL. | @memitent | Dohoric | DAdting 0 Buring | GiBecreasing | O Mo Phles i
_S.‘u-sém\ O Continuous | C¥ACute O Sharp  C3Dul O Increasing El{es CornJan Lokl r
Res  Yoen | Yo | e | Dmemitent | O Chvoric | CAching [ Buring @ Becreasing | 0 No Biksibans -

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

mm

1. Every eight hours for all hospiazed patients.
zmmmmmmmmmmmm

2)  Alleast every 2 hours for the first 24 hours b) Then every 4 hours.

£) Prior lo pain pain-refieving infervention. d)  Within 30 - 60 minuies afiler pain refied inlervention.

Docu.No: RCH /FRM / CUINICAL / 152 {PT.0)



L g | PAIN ASSESSMENT TOOLS

+ TUACC PAIN ASSESSMENT SCALE (1 Meath to 7 Years)

ECORMG
TEGORY
1 Occasional Grimace or Frown, Frequent (o constant frown,
No Particular exression of Smle withdraw, Discriented quivering chin, clenched jaw
Legs Normal Posion orRelaxed ™ | Uneasy. . restless, fense Kicking, or legs brawn up
, Laying quietly narmal position, Squirming shitting back and :
Activity moves easily forth, tense Archiod. fight. or Jarkieg
umerical Pala Scole (Obsteirkc eed Gynecology) ) . —
" (Awah Moans or occasional ing steadily, screams X
T — i 1 1 i 1 1 1 I“ No Cry o ) ¢ whimpers "uq__d
0 S0 complaint requent complaints
o Postie Pai Reassured by occasional ouching.
gggggg ity Conte. 1, relaxed hugging, or being talked to. Difficu to console or comfort
distraclibie
- Weeastal Pain, Agitatien and Sedation Scale (upto 1 Month)
R  Sedation Hormal . Pain / Agitation

Wong - Baker (Pedisidics) Abeve 7 Yean 1 (] 1 ?

Criteria
-2
DO DD D O [E T
brritabliity stimull _i!lw___!;ua Intervals consolable | contisuous cry
) inconsolable
Behavier

E g—hﬂmﬁ s_'! mqlln- EEE __r-dfxn

State | No arousal fo any :iﬁi!srs Appropriate for Restess, squiming | Atching, kicking constantly awake

stimuli simdi i gestational age Awakens frequently | of
No spontaneous Little spontaneous !ﬂ_ﬂug:ﬁ
movement movement {nol sedated)
Fecial Mouth s tax Minkmal expression | Relaxed Apprepriste | Any pain Sqiression | Any pain expression
Expression | No expression with stimuii intermittent cotinsal
Cxtremities | o grasp reflex Week grasp refiex | Relaxed hands and | Intermittent Continual clenched
© | Tene Flaccid tone decreased muscle | feet tlenched toes, fists | toes, fists, or finger
fone Normal Tone o finger splay splay
N Bodyisnottense | Body is tense
#al Signs MR | No variabiity with | Lessthan 10% Within basefine or | Increase 10-20% | Increase greater than 20% from
RR, B 320, | stimui variabilty from normal for from basefine baseline, 520, less than or
Hypoventiationor | basefine with stimuli | gestational age S20, 76-85% with | equalto 75% with sfimudation -
apnea - | stimutation - quick { slow recovery Out of sync or
ecovery fighting ventitator
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1] / 4 . ]
Date : |( ﬂl '3 4 \mﬂ. ENES
Time ;| e B & 4L/ 1 rg
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4, No limitations: = !
Mability Does not make even slight changes Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in 4
in body or extremity position body or extremity pasition but unable changes in body or extremity position position without assistance. ¢
without assistance. to completely turn self independently. independently. \\
2. Choirfast : 3. Walks occasionally: 4. All patients foo young fo ambulate; /
Ap i Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
'Activity Th Bedfaost : . .
of u:anu_M%mﬁ mr::n. ed to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a v Mw
and/or must be assisted into chair or assistance. Spends majority of sach day and inside room at least once every W
o 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 to verbal commands, but Responds to verbal commands.
) or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or | moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.

pain over most of the hody surface.

ability to feel pain or discomfort over
half of body.

to feel pain, or discomfort in one or
two extremities.

Moisture Degree
to which
skin is exposed
to moisture

1. Consfantly moist:
Skin Is kept moist almost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turmed.

2. Very moist:
Skin is often, but not always, moist.
Linen must be changed at least evary
8 hours.

3. Occaslonally mols!:
Skin is occasionally molst, requiring
linen change every 12 hours.

4. Rorely moist:
Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

—<

T
T
J\

FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No opparent 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 sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impaossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good positionj  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.* )r
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequute: 4. Excellent: !
NPO/or maintained on clear liquids, 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 which provides inadequate calories and | provide adequate calories and minerals calories for age. For example, eats

Nutritional Usual
food intake patfern

albumin < 2.5 mg/dl OR never gats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2

minerals for age OR albumin < 3 mg/d!
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes

for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
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 dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellent:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may * . i rﬂ

da%uwﬂuhmn: & <40in a newborn) or the patient be < 95%; hemoglabin may be be < 95%; hemoglobin may be Boonetensios: Mo swaen:
does not physiologically tolerate <10 mg/di; capillary refill may be < 10 mg/dt; capillary refill may be o fod by KDy I
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal, < £:3000005.

[
. o . . . TOTAL SCORE bR Ky -
Severe Risk : lessthan9 | High Risk: 10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23 ! N.Mﬂ %nm
Evaluator's Name Gy @r
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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 - _
_ ® 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 Artemanng PresSuIs Rkregs yoriay
©® 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 L
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 maitress
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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Date : -
Time :
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 exiremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairtast : - 3. Wolks occosionally: 4. All patients foo young to ambulate;
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR waolks frequently:
of physical activity nm.:a_._ ed _o._xn_ non-existent. Cannot bear own weight very short distances, with or without Walks outside 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 limited: 2. Very limited: 3. Slightty limited: 4. No Impalirment:
Unresponsive (does not moan, flinch |  responds to only painful stimuli, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or |  moaning or restlessness; OR, has or need to be turmed; OR, has some ability to feel or communicate pain or
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfort in one or
half of body. two extremities.
Moisture Degree 1. Constantly molst: 2. Very moist: 3. Occoslonally molst: 4, Rarsly moist:
10 which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin s usually dry, routine diaper
skin s exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to holetate Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. i
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No opparent 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. Quring a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides te 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
skin and adjacent bony bed or chair, requiring fraquent devices. Maintains relative good position|  during move. Maintains good pasition
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. Inadequaie: 3. Adequate: 4. Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or [Vs for more than 5 days OR which provides inadequata calories and | provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/dl OR never eats mingrals for age OR albumin < 3 mg/d| for age OR eats 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 pattern than half of any food offered. penerally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
Protein intake includes only 2 tood offered. Protein 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 liguid dietary take a dietary supplement.
supplement.
1. Extremely compromised: 2. Compromised: 3. Adequate: 4 ExooBent
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may g :
._:_%u_._ﬂ_ﬂ”: & <40 in a newborn) or the patient be < 95%: hemoglobin may be be < 95%; hemoglobin may be z_mM_.a.B_.ﬂra. oxygen saturation
does not physiologically tolerate < 10 mg/dl; capillary refill may be <10 mg/dr; capillary refill may be > 5% normal hgh; capiitary reit
. position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : lessthan 9 | High Risk: 10-12 | Moderate Risk: 13-14 | Mild Risk: 15-18 |

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

Not at Risk: 19-23

TOTAL SCORE

Evaluator's Nome




Support Surfaces
Risk Score Category Action (Piease Note: Only required for children who are deemed at risk due
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 © Protect the heels  Gel pads for high-risk areas
® Use pressure redistribution surfaces Aol e v e
® Manage moisture, friction and shear ARGy S OyaRy
® 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 ke
13-14 Moderate Risk IR 5601 — o y Gel pads for high-risk areas
® Position patient a eqn r '
" gree laleral inciine 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




GUC-00093492 1P18-00036342
Mrs MOTCHAR RACKINI P L

" 02-02-1091 sYsMaD  (F) Rainbow’

Children's | @ BirthRight

i |
OBorcimiv 1MIAGE ASSESSMENT FORM

Date: @Q}Q&Kh@ ............ Time of Arrival: Fﬁ“ &  Time Seen by Nurse: Qﬁ‘%ﬁdw

1)
2)

3)

4)

5)

6)

Docu. No. : RCH /FRM / CLINICAL / 098

Level of Consciousness: \_D/Cemﬁ:ms O Semi-Conscious CJ UnConscious
Chief Complaint (Reason for Visit): (Circle the ftem as appropriate)

O Severe Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
O3 Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV

O No Fetal Movement L= Gther Reason: ... B 5 8 62

Vital Signs: Temperature: (i@tF Puise: [00.... RR:.[2.... Spo,:l..t!@...... BP:[..?.@.[‘I.&Weight Q5%

Gestational Criteria:

Gravida: 6 P s L A 1 B
LMP; 39!'\‘31'2’5 o EDD:...S% [(E;(Qfé Gestational Age: ..2.%. U««’"E.%d .....
Uterine Contraction O Yes 'D ‘No/ O NA | Onset Time Frequency:
A .
Membrane Rupture 0O Yes \E»a- O NA | Onset Time Fluid Color:
Vaginal b!eedmg O Yes \D/No.. O NA | Onset Time Amount;
~ If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia gymptoms O Yes W O NA Pain Abdomen / Vomiting
If No specify:
Good fetal Movement | DS | ONo | OINA
Pain Screening: Numerical Pain Scale (NPS)
L=l | L | | | 1 ] | |
A [ I I | T I ] | T 1
0 1 2 3 4 5 6 7 8 E 10 |
No Pain Worst
N— / possible pain
o Lo
....................... W\ \.‘/
®  DUFALON: ....oovvcvoverrerereee et occcneen..n. Days / Weeks/ Months (Strike out which is not
applicable)
o Charactar: /
o Fre uenc
qy .......................... 0 SR e S T
® Interventions: ........................ n\l/
Past History:
a)  Surgeries: .. : L 1

) Medcat . CubThL.| I o @;%%IM:.'.'.'f.f.'f.'.'f.'.'.'.'.'.'I.'.'.'.'.'.'.'.'ff.'f.'.'.'.'.'.'.'.'.



Patient Sticksr

7) Allergy: O VYes Q/N/Iers
8) Current Medications: [ Prenatal Vitamin O None \W ......................................................................

9)
J None

Prenatal Medical History:

O Chronic Hypertension
« [ Gestational Hypertension

O Diabetes

estational Diabetes

O Low pIacenta

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
O Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
O Category IIl: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

O Category lli: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

ers ii yes, specify .. \@f

ategory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
O Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (0TAS)

OTAS Level 1 Level 2 Level 3 Level 4 Level 5
(Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
{Hesl::ﬂdil:ﬂn) Immediate < 15 minutes <30 minutes < 60 minutes . léoum}
Re-Assessment vamenst Hersin Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term of Active Labour - | Signs of Early Labour/ | Discomforts of
Labour / Fuid Imminent Birth Labour / PPROM < 37 i@?m SROM > 37 weeks Pregnancy
Weeks
e Mm'e Vaginal bleeding Bleeding a{ssodated v}vm alghadhg assoclated Spotting
ng with/ without abdominal | cramping (<spotting cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
rtension > 160/110
Hypertension Selzure activity ggﬁ or m&a% :s:mu cimdm
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment abnormal dopplers
Non-Fetal Movement Diseased fetal movement
Others oAcute onsite severe oMajor trauma @Abdominal/back pain @Anything that does not
abdominal pain oShortness of breath greater than expected in | from out patient clinic seem to pose threat to
@Altered level of oUnplanned and ancy (for hypertension, blood | mother or fetus
consciousness unattended birth @Flank pain / hematuria oCervical ripening
oCord prolapse @Nausea /vomiting and /o @Minor trauma (minor | @Out patient placenta
®Severe respiratory diarrhea with suspected previa protocols nrJ
distress dehydration ° and!otJ @Pre-bookad visits (le
oSuspected sepsis and
. ®Signs of infection (le injections, NST
.cough, fever, | @Assessment for version
) ©@Rashes
Time seen by DOCLOF: ......... 2R ...
Nurse Name waen Nurse signamre: ."wﬂi.i".."“"“..". LA L] assas

Date: b\&‘[\m

@S"DP‘

e TIME: ...
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Mrs MOTCH45 cmmrll-oom " ? ® . .
gf'ﬂféii'mﬁmm s:: gﬁ}?;&?s .. BirthRight
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY

i © o 530

Pre - Existing Risk Factors . Score
Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery
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 K
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 11

Mid-cavity or rotational operative delivery

Prolonged labour (24 hours)

PPH (1 litre or transfusion)

Preterm birth 37*° weeks in current pregnancy

k| ok | ek | ok | e

Stillbirth in current pregnancy

Transient Risk Factors

Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization

Hyperemesis

OHSS (first trimester only)
Current systemic infection
Immobility, dehydration ;
Total 52

Signature of the Nurse

el e I - N )

N ‘“1.
Action Plan

Docu. No. : RCH / GDY /FRM / CLINICAL/ 116




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

 If total score 3 antenatally, consider thromboprophylaxis from 28 weeks.

v It total 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 bleeding 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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[N

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?

./ﬂt b. No

D01 N, ROBASON ....ouovsimssmsirensosisssincssassosiosiasiasossinsbsdasbassnsssasvis innsassassssssnss iarsasstionssusuansessitistassatsstsssssontssenssnsnssnsssensssss

3. Nipple condition:
a\Nipple well formed
b, Flat nipple
¢. Inverted nipple
d. Short nipple

4. Milk flow:
a. Good

_/7 b. Drops of colostrums
c. Dry

5. Steps for Positioning and attachment:
a. Baby goes to the breast
b. Mother always sits with a back support

¢ Ear-shoulder-hip should be in a straight line
. The baby takes a latch on the areola and not on the nipple

S
T

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCH /FRM / CLINICAL / 080 PT.0




II”

6. Was the position explained:
/Z. Yes
' .No
7. For Caesarian mothers:
a. Mother is required sit and feed from the 4th feed

b. Please explain football h(ﬁ 1\\'4} )

8.  NICU admission:
a. Mother needs to stimulate her breast for 2 min every 2 no(svﬂ { ] D)

9. AGHONA MOMES: ...ocorrirtsrssss s ssssrssssssss s s ssss st sttt

Continuity of Care: Date: é?hbb ............ '

b =~as
& — ob
= P
L. = @) |
a — 0]
-3
— =

\
" Handover given by ........... éﬁw LN e resrmstasesssssmasessi Handover taken by E)(Uf*\‘! .....................................
Signature ........ (‘?‘OW ......................................... Signature %—

Date & Time: Eo@?\d ........................................... Date & Time: Q\ﬂ}mu.\'IKSW) ........................



Rainbow*

<INFORMED CONSENT FOR SURGERY OR children's | & BirthRight

Hospital BY RAINBOW HOSPITALS
SPEcInl DnnnFn"RE lll-n-p-_-- Your Right 1o & Sals Delivery
GUC-00093492 IP18-00036342 -
oTC
Paten Nar b ool S— Gender: O Male m Y TS

Dr. DIVIYA ARUN

s i —— e

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

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

| K. CEVECTIVE \oWEE. QEGIMENT. .. CESARER... ECTON .o
UDOM 1 e eeeeseseenesernsesseerasesaneesseessensseennesasannesnsens
_...AName of the Patient)

| 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.

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

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

Tofechiom,.. Blad Fansfusion,. Bovel 2. Bladde.. S
M\LUQ‘}:% MO SIS oot I% Mj ..........

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

Mv 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. Ihavehad achanceto ask my surgeon questions.

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

5. lauthorize the consent to the performance of the operation or procedure.

Name of the D hois performing the Surgery/ Procedure. ... i

Consentee Patiant Attendant

Signature : ... Sigmm:....W. ........

Name : ... oM m{ﬂtﬁﬁL Name : .... Vh’? -

Date & Time : ..ooovrerers @ VTN Relationship with Patient: ...... HUSB#M’D ...........
DA & THNB 2 «.oeomeoresemmsessssnarminsisisssiosisisisasive

Ahmas Doclor (who nmu the consent) :

Signature : .......: Signatse : A

NAMIE  ooocveovcsessesseesasssssasssss s st arsssessssesesss — %\ 01\9-014: g;, gmegp\w

DAt & TIME © ..o saresssssnneas

Date & Time : .0k 971 |&020 ...

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

e CONSENT FORM FOR
. ‘Rainbow’ | @ irthRight | GENERAL / REGIONAL
Rospital - | @ uuemess | ANAESTHESIA / MAC

\

GUC-00093492 1P18-00036342
Mrs MOTCHAR RACKINIP L
02-02-1891 AISY5M40 (F)
. Dr. DIVIYA ARUN ‘

Patient NAme : ...ocevvemusssessesnens mm“l“lml““mlm "ll"““ ........................... Ag’e SOPRRIERRIEr s
Gender: MO FO = IPNO: mmmimmmmsisssssssssssssssstismsinses ounotlitant: .. S a..... &w\.aam
Ward /Bed NO. & covervveressesinssssssmsssassssinss Anaesthesiologist : m.W}M.%w
Operative procedure planned: ........... PAR A% TV B L 4 S—————

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

- froman anaesthesia machine produce it. Regional anaesthesia involves using a local anaesthetic to numb a

ﬁ 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.

O Heart disease ‘)Z{ypertension Wes mellitus O Renalfailure

[ Hepatic disorders [ Shock O Multiple organ failure [ Polytrauma/RTA

Ol IncapacitatingCOPD I Others:...... ™ PDWM’%}HYPQﬁﬂﬁim{My wredrAa
@ Comments: PDBHIQQNV e R

« Doctorto documentin medical record also if necessary (Cross-outif not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY '

| hereby authorize Rainbow Hospital & its authorized doctors 10 perform upon me | my patient
..M&Q....n-.’.l.&’f&..\‘km.....?.B.Lk:.uth'a above mentioned operation | Diagnostic | TheraP}uﬂc’ procedures

| authorize and give consent for anaesthesia ({{egficnal /O General Anesthesia / O Monitored anesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

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

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in




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

include pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactioss,
headaches.

| authorize the anaesthetic team to perform any additional procedures (for example, CVP line, arterial line, use
of nerve blocks for pain relief, changing from 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
Iher will administer the Anaesthesia.

Pregnant: O Yes ONo
DECLARATION BYTHE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

I 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 patientan Opportunity to ask questions and | have answered these.

Patient /Patiﬁlﬂhjﬁf:ch}: Witness:
Signature : \\ Y4 Signature : .....,

Name : Name : .. MLPLN |4

Date & Time :

Relationship with Patient: .....
Date & Time : .

\‘-:" -

CIN : U85110 TG1998 PTC029914 www.rainbowhospltals.in
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pr-

Date: .

B.P/CRT: o

Dgpaﬂmeni of Anaesthesiology
PRE-ANAESTHETIC EVALUATION

L Blots
Diagnosis: a& F[ L‘D A“

5 [ » o

GUC-0! i % *

FEel S| @ mng

Dr. DIVIYA ARUN ﬁﬁsﬂ[}fﬂm .%

IHIHIIIHllllllllﬂll”IIHIHIIIII |
.. UHID.No:

Zluiu.e C’M

... Time: ....... S0 Proposed Operation: ..

%%2 ............
Wughtq)’B ASA Physical Stams mvﬂ 03 04 oS

| | Laboratory Data: Lk
Glucose: _kaz"'\\{.o PIOBHT: ... TR o [ KREY: oo
Urea: Ab: HeSAg (oAl ECE:.... . el Q
(011 AT (.- |- R HCV: . '_% _2DEcho: ..} g N\K
OO || : | S— Bloudqrom - O UL gresqangio: Tmaamed 1'&
K LDH: . T3 Other: ...........
u;:, R T R — ToH ... . %ﬂ" = ‘::."'_./ ’
Cle o SGOT/SGPT: .....cocovoccriaeae Nlﬂl'giBS A (—NE )

hcle TN o T. hsbet

LD on 4[r

RESP : Rito C Dy WWUJL@;— =
ONS: «{’(jlg f@;f@ol ova) J;’(ﬁu;m@zlm Sonmeg -
Renal :
Hepatic / GE WM K pINSAAMY, Lo,
Others : i b

clivene O

= LD ) 1y

Past Anaesthelic History:

(I—JAI
o, !

I Physical Exam:

Airway:

MP1@4

Teeth: U

Mouth Opering: VL2, “Mentotyoid Disance: N/ Netk - &/

Lungs: |0

Heart:

11 %) VR

CNS:

IR/8),
=V

Pregnant: /af; ONo ONA
Anaesthetic Plan: OMAC O .

Venous Access Site < £ @ y-Shifle Exam for regional - >
)

NAL CJGA-ETT DJLMA
=

Peri-Operative Plan Explained to the Patient: ﬂﬁs

o No

Pre;llpmllive Instructions:

CURRENT MEDICATIONS

~ DOSAGE

1. DVT Prophylaxis :
Water / ORS 2 Hours

2. NIL ORAL, (100 e ours
3. Informed Consent: -&-Standard O High Risk

4. Post Operative Pain Management-CI-Distussed with Patient

5. Other Instructions:

Signature: ...............

Docu. No. : RCH /FRM / CLINICAL / 044




Patient Sticker ‘

Pre Induction Assessment;

ANAESTHESIA CHART

/

2%
Rainbow"® . o
Children’s ® BirthRight I
Hospital 'mennsmm -

Your Right te-a-Sate Siebeery "\

Change in Patient Condition: J Yes [Uj( Fasting Status: > loﬁ-;__
Physical Status: Jib Patient Identiﬁad/ O \Dﬁsem Present \E, Chart Reviewed
B.P/CRT: AN 100/ TRR:. |k [wns | LastFeediopm
Pre-OP Diagndsis: . ,g,, ]Pu-a ] EADM....... Operation: . %(.E;{L&(.Q ..................... Dateg \=3.Jos.n....
Surgeon: ....A(....ﬁ’ JM— Mesmesmloglst T Mo A e Teclmic'@ng..%m.....
“TIME v : |
N,0 JAIR 10, LPM S B I
HALO /SO ISEVO . Antibiote
_L]_ \nﬂ :E, 1 l_ LY :
Blood Loss
. = | |
! i n -
€100, ; 7F =
€06 F)
Temperature kil '
Urine Output NOTES L )
21, L /
§3 i L= > B 00 o T £ r
R F =
Bp 240
V. Systolic 220
A Diastolic
X Mean 200
= Heart Rate ‘ 180 1
Tourniquet on Time C
W:m 150
140
m:;‘ 120 N NV Ly N v rd . - A ra ra A ,J
100 !
80 > ]
& 14 LAY NI K17 1
40
20
10 -
o
-
LAB Values B
(GRES ¢ 1
M ipment Checkedang |  Temp: uction Regional: ‘
tional O HME O Fuuid Warmer 1% O inhal Bsxyﬁy Specity: .. )
BP [ CipgFim 3 OH Warmer 0O Re 0, Oerst pinal O Epdlnl ['_'ltauthl
Cutf Site: @m..«.. %'s O Cotton Wool 0 o Others:
0O assite:............. Dther e
EKG Lead O Mask Position: 7S=AAL A e i
O Temp Site Times: q. O Airway [ Nasal Site: L‘S £ -b-%
O Fi0, Monitor Anaes Start:.....7 3015}-'4 ETT# - Needle Size’ .. GLI'?@\
O Monitor OP Start: .....ooceuciins g Oral Nasal [JCutt Parasthesia [ Yes
ulse Oximeter OP End. ... e s isn et Tracheostomy Caheter at skin . 0N ) L= em
O Capnograpn Leave OR: .. 1 Q.2 30 0 Drug Drug Name & Conc: . 9 2. nd @) 0 & 5%
O Ventitator Anaesthesia: O Awake Direct Vision Bolus ! §
O Nerve Stmutator 0O Ga O3 Video Laryngoscopy [3 Nletie / Bougre .'nfusinn’@-d# VQC&*.;( )-3»
' [0 Moditared Anaesthesia Care O Fiberoptic 3 .
S’?‘“ X‘“"P“"" Da{eg‘ronal Blace# Attempts HD:P LE\:EI' i - Lé CCE-
Pressure Poinis Checked — Difficuty Why? \,r..-l IMES; \ ...r.b
t e é:;\,rp ation) . B' Jt.mspocu ion 1o L e
- ilat = BS e
g Tomt S:?’, O Semi-Closed Cifcle Relaxant Reversed [ Yes O e Bﬂn/
2pe @‘gﬂl @ﬂﬂrd O Closed Circle I
g/?w‘q Ow O Omer Name of the Doctor .. ba, ﬁwml S
i aw . Signiature of the Doctor -

(ol34d



-

—
w

e

iz
Rainbow’ . L
Patient Stick Children’s e BirthRight
k paRnt SHeier Hospital BY RAINBOW HOSPITALS
1 takes @ ot 10 troe the Brie. Your Right to & Sale Delivery
EOST—ANAESTHESIA CARE UNIT RECORD
Received in PACU by '/WE'MV& Time Received : \. LAY Movee n Time DISChAIDEU © ....cvevsesessasereinss
0 250 | Cannula Site :
240 240
w 230 230 | [J 0, Mask [ Nasal Prongs
5 == 20 | O Tracheostomy O TPiece
% 1200 200 | O Orl Airway [ Masal Airway
£ =
= e 170 | vomitng: O Yes OlWo Drug "
= 10 Incuwe: DY O
v :;g :;g Drain: OYes CONo
I R E s S 120 | Urinary Caneter: [ Yes [INo
§ o ::f, ChestTube: -~ [ Yes ONo
2 S REEEAENEET e ® |won  O¥s O
= ;2 2 IV Fluids: ... 5
w ~50 50 _Dral Feeds:
E 40 40
30 P
... »
=10 10
1] 0
SPO,
POST ANAESTHESIA SCORE MINUTES
; e Scor) IN 30 160 19 out SCORING INTERPRETATION
B O ot < =1 MMM A ‘A Minimum Total Score of 8 is Required for
‘Able 1o move D exemities voluntary of on command =0 A Discharge
: : % Wi 21212 Exceptions to thi, are to be explained in the
DD = a0t e Anste e LT b1y space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0
Fulty =2
e =3 Eam—— 2] 2|
P ] =2 ]
Tom ala [a
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score intervention Signature
e NPO J:M fewf.u; - J -
\\4\ i (a!ic Lo !'—1 i-hp

wands

A %t.“ o TF5-d /U
Ay w

_oh —Gidusted

" Uy pocp 1 v LM

Pain Tool Used: 3 N PASS []FLQ}L/DWungBakes OO NPS

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

b] -I\M ey

PACU Nurse Name : =AM
PACU Nurse Signature:

Date & Time

,,,,,,,,,, D &'n{w;“l.‘f
L eizad

=
Glaus @ LD

Reassessmenl Frequeacy:
1. Every eight hours for all hospitaiized patients
2 Forpostsmuicalpdiem.paﬁemﬂtncnmnpam. patient with severe pain
a  Every 2 hours for first 24 hours
n. After 24 hours every 4 hours
c Prior 1o pain refiving interventon
4 Within 30-60 minutes atier pain reliel intervention

Transferted o Unitby (PACU): S QOSSO L

Date & Tirnﬂ:_____L_(H...@E;.{!.s.. -




| Rainbow® L
J Children's ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes a hot to treat the litse Your Right to 3 Safe Delivery

\

Patient Sticker

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

U IS, S | | - e Procedure done by .................o...........

CSE /Spinal /Epi POSIION:: .........omm) (Space st LU Technique (LOR/LOS) .................

Depth: ..o oo Catheter at SKin: ...............o..ocoo.oo AtompS <l L

Parasthesia : Yes/No if y&s details :

Solution Composition : ... \........cooooooorooo .
Any other issues :
| S

B) oo

Infusion Rate - Level Maternal
me | (mimo | oS\ | yon pign [gp [puss] FHR Comments

Deli\{eryDetaHs: Time : oo, APGAR: ...................  SVD/ Instrumdgtal / LSCS (if LSCS Details)

Catheter Removed by and Tip Inspected : ...........
Patient Satisfaction : ...

‘Discharge /Shifting ordered by
DoChOr SIRABINE: ..ttt
Docit';r Name: ...,
DB A TG 3 cccimsinocsins s s mmma e smess s



)
Surgeon - 07.: 0% vydcﬁmﬁhm.t

Asst. Surgeon : 2. 2A. ?:/ET')'-&
Anaesthetist : ﬂa...ﬂ&bu, 1k

SURGICAL
SAFETY CHECKLIST

::.l‘c-:;::u:! R :l;ﬂmauuz -
....... : HAR NIPL - — v = .
B | B | Qe
------- B

Before Induction of Anaesthesia > >

Before Patient Leaves Operating Room

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

QX5 ONo ONA

Qrés DNo CINA

ﬁ ONo CINA

and functioni
Signature :.
g J \a\‘l"{fe
Name :... ZbAPEHw;NI.fS

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

Is Essential Imaging Displayed?
Power Supply, Earthing, Power Backup

OYes ONo ONA
OYes ONo ONA

ng of equipment checked. OYes ONo

11111 SRR

NI ©ooooeeeeeeeaeessseasnsassensessae s sman s st san st s nassasssnasas

SIGNIN  Time..7.322m TIME OUT  Time:. 2.422.0 SIGNOUT  Time:...L.LA0D.
Patient Has Confirmed | Confirm all team members have Nurse Verbally Confirms with the Team:
Identity ‘S?"”"“ introduced themselves by Name and Role DYes DINo The Name of the Procedure Recorded ~ OYes CINo
Site No Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ CYes TINo OINA
Consent es ONo Correct Patient (Check ID Band) ~ OiYes ONo The Specimen is Labelled (including
Site Marked OYeg ON A Correct Site OYes ONo patient name) DYes OONo CINA
Anaesthesia Safety Check Completed yé ONo Correct Procedure OYes ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning s ONo Aniicipated Critical Events Problems to be addressed OYes ONo ONA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes DNO/ What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
i What are the key concems for recove
D“"‘:':: :r:::;mA:::T::istt?e mbgtedwgﬂlzgdnﬁ?sg??n' OYes ONo ONA | | and manageme:t of this patient? ¥ OYes ONo
Available Vz@s ONo Anaesthesia Team Reviews:
Risk of > 500m Blood Loss Are There Any Patient-specific Concerns?  CIYes ONo ONA
(Tm/kg In Children)? Nursing Team Reviews:

\ Man.: 2025 - 0B

7
| Exp: 2030-06 @
| Ref: 106.303.0500 2
Lot: 14176 E
Type Green = , 121°C - 15 min. 6
1SO 11140 Sterilized 134°C - 3,5 min.

Signature -.. @‘M« @:w"

Name ...

Doc. No. : RCH / FRM / CLINICAL / 111
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GUC-00093492

Mre MOTCHAR RA
C|
02-02-1091 KINI

Or. DIVIYA ARUN

I IHlllHlHﬂllHHHHlIIIIHIlll

IP18-00036342
PL
BYSMap

l'l Irisis

Date & Time of Transfer: 6 3126 @@ 11 # )

. “ v lad e m .
Wt Resmiad PATIENT TRANSFER NURSING HANDOVER CHECKLIST

TRANSFERRED TO : M1 W

1 |Patient Identification YES/NO| REMARKS
a Patient Identification Patient name, age, UHID/hospital number confirméd Y <¥
b.Surgical procedure & correct site verified v @

2 | Airway & Breathing
a.0Oxygen delivery (mask/cannula/ventilator) secured AP
b.SpO: within safe range MHE
o If ETT: position confirmed, ties secure, cuff inflated P~

3 | Circulation & Hemodynamic Stability
2 IV lines secured & infusion running correctly YeEs
bh.No active uncontrolled bleeding ye
¢ Last vitals recorded before transfer Y'e)
d.Central line hubs are closed AP
e.Dressing Intact NP

4 | Pain Assessment
a.Pain score assessed & analgesia given NP
b.Reassessment done NA

5 [Wound, Dressings & Drains
a.Surgical dressing intact ys
b.All drains fixed, output noted Tl
¢.Catheter secure & urine output recorded i
d.Splints/casts/traction devices stabilized NP

6 |Medications Pre & Post-Op Orders
a.Medications due time noted | K/P
b.Pre & Post-op instructions (NPO, position. mobilization) communicated| ¢
c.Emergency meds given in OT (time & dose documented) | NP

7 | Equipment Safety & Transport Preparedness

.Oxygen cylinder full & ambu bag at bedside N R
b.Bed/side rails up and brakes applied N
c.Special positioning maintained as per surgery ‘ N A

8 | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level r L
b.Epidural catheter secure, infusion checked r,\{ A
o Pressure areas protected (heels/elbows) NP

9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED P

10 [REPORTS AND LABS HANDED OVER NP
11 BIOPSY/HPE SENT NA
12 [Documentation
a.Documentation completeness ) | ve
Transferring Nurse: */(d‘s;f—«
Receiving Nurse : = ?bbv’Lh i
Signature of Incharge: 5% iy~ . SN ’

RCH/GDY/FRM/CLINICAL/598
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GUC-00093492 IP18-00036342
Mrs MOTCHAR RACKINI P L
02-02-1991 SYS5M4D

i

URINARY CATHETER BUNDLE CHECK LIST

<
Rainbow’
Children’s
Hospital

1t takes & ot bo et the Tile

@® BirthRight

Date of Insertion: ..... [o \ﬂ% ....................

i Date of RemoVak .......ccovmeerrmmmemrenram
— R L b 9"; G / / /
Need for the Catheter | BYes ONo %8s ONo | DYes ONo | OYes ONo | OYes CINo OYes CONo | OYes ONo
Hand Hygiene O¥es ONo @fes ONo | fiYes CINo | OYes ONo | DYes ONo | OYes ONo | OYes ONo
Usage of Sterile Equipment Pfes ONo | &¥es ONo | CiYes- OONo OYes ONo | OYes ONo | OYes CNo | OYes ONo
Is the Collection bag below the level of bladder b /E'Vés ONo | BIfes ONo | [Yes ONo | OYes CINo OYes OONo | OYes CONo | OYes ONo
Check the Tube for Gbsiruction (Free of Kinking) - /El’ﬁs ONo (iYes ONo | OlYes ONo | OYes ONo 1 Oves CONo | OYes ONo | OiYes Iqu
Is Catheter dated as policy 6s CINo | E7¥es OINo | [lYes CINo OYes OONo | OYes CONo | OYes ONo | OYes EINoI
cpllecﬁngbagisbeenemuedregulmm p&’é _DNo tjgs ONo | OYes ONo OYes D'No OYes CINo | OYes ONo | OYes ONo
..Maiﬂmanceoi_closedsyslemtormecatheter --ﬁs-DNo rfes ONo | [@Yes ONo OYes ONo | OYes ONo | OYes ONo | OYes ONo
Dressing clean and dry? }Wﬁ ONo | @fes ONo | fives ONo | OYes ONo | OYes OINo OYes CONo | OYes ONo
Is the line removed as Policy? O¥es ONo | @Tes ONo | O¥es ONo Oves ONo | OYes CONo | OYes ONo | OYes ONo
Performance of Perineal Care |erfes ONo AYes ONo | OYes ONo | OYes ONo | OVes DNo OYes ONo | OYes DONo
Onsetof New Fever e 16 | OYes €10 | DYes ONo | OYes ONo | O¥es ONo | OYes ONo | OYes Do
Asses for the leakage at the site of insertion e ONo | Ofes ONo | Ci¥es—No | DYes DNo | OYes ONo | DIYes ONo | OYes ONo
Name of the Nurse 5?60\;" nisig_ W"‘W
Signature of the Nurse I‘Y’“\M" %’, s ol

Docu. No. : RCH /FRM / CLINICAL / 114
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|P18-00036342 >

G“'c'“?::m:zg ucmﬂl L Z
Mrs MO F) Rainbi w’ N
-991 5Y5M4D ( ainpo . i .
""\m ARUN — Children’s Birth ng ht
(T IO Hospital | (g meonoes
SSI PREVENTION CHECKLIST
S.No INTERPRETATION PERFORMED
PREOPERATIVE
4 Do not remove hair at the surgical site unless the presence of hair will affect
' the procedure. Use clipper if necessary \
2. Decolonize surgical patients with skin antiseptic(Chlorhexidine bath /wipes) \‘{tOB
& Antibioti halaxis i ithin 60mts prior to skin incisi Lf
- 3. ntibiotic prophalaxis given within 60mts prior to sin incision 09
4 Use a checklist based on the world health organization-19 item surgical
) checklist to ensure adherence to best practice \.{03
INTRAOPERATIVE
5 Using chlorhexidine gluconate and alcohol-containing skin preparatory agent \f
I in combination @
6. Maintain normothermia during the surgical procedure  (>36 deg C)
Sk
POSTOPERATIVE
; Maintain and monitor blood glucose levels regardless of diabetes status
™ between 110 and 150 mg/d| R
8. Application of incisional negative pressure wound dressing Lb
r\

Docu. No. : RCH / GDY / FRM / CLINICAL / 322







PATIENT TRANSEFR FORM

,!f/{é
Rainbow” e

Children’s BirthRight
Hos pita[ . BY RAINBOW HOSPITALS
It takees & lot to treat the lttle. Your Right 1o a Sale Delivery

GUC-00003492 IP18-00036342
—— Mra MOTCHAR RACKINI P L
- 02-02-1091 BYSMAD {F)

"R

Date & Time of Admission

blalab @ guaam

Date & Time of Transfer Order
ob|oF 126 @\ )

Treating Consultant Name

o7 - Dlyya -HTUN

Transfer Ordered by

Pr- ﬁ:shu.a'l no

Reason for Transfer
_Fos _Teuel WM

IL«mnnﬁ entén [T

From Unit

e

To Unit
ML

Information to Attendant

Yes” No (]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including

clinical documents. If any handed
A TP e ‘L over to attendant
Yes[] No (]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ftem Name Quantity
1.
2
3.
4,
5,

PN Shifting Summary / Notes Written by Doctor :

Yes[] No (]

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Dy - F}shw'm:f

X3 0°E°* .j,\\r\%w

Patient & Clinical Records Received by :

Date & Time of Patient Received :

é:\'@ho 3 Wb

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

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

Docu. No. : RCH /FRM / CLINICAL / 102
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Rainbow’ . g
. e aren's | & BirthRight
PATIENT TRANSFER FORM Rospital . | ey
= :ic:ggm 1P18-00036342
G, WS Date & Time of Admission [ Date & Time of Transfer Order |
Dr. DIVIYA ARUN (F) l Q}\j
i~ | Shbe T B nen| bF MREL
1l Treating Consutant nanw Transfer Ordered by Reason for Transfer
‘. 1 ’?f' I
From Unit To Unit Information to Attendant
(-ML O(-t—l VES_Q/} No D
Number of Sheets in Clinical File Number of Imaging Films Personal belunglngs including
clinical documents. If any handed
£ over to attendant
GD e %Jiﬂ Q_Fn)‘__@ Yes [ N
. If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ftem Name Quantity
1.
2
3.
4.
5.
Shiffing Summary / Notes Writien by Doctor : Yes[) No [
G Pt

—

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

%
Gm’ [eq Q—‘?W (o
Patient & Clinical Records Received by /@: 5\\
A‘: \ '3

O
b\ K\ .
\{\' A2 )35"“ ‘

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

Date & Time of Patient Received

If the transfer order time

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

Docu. No. : RCH /FRM / CLINICAL /102
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PATIENT TRANSFER FORM

IP18-00036342

\\%

Ralnbow .

Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes & lot o treat the litle. Your Right 1o a Sale Delivery

_ Mrs MOTCHAR RACKINIP L

Dr, DIVIYA ARUN

02-02-1981 ISYSM4D  (F) Date & Time,of Admission

JLLLL £

Date & Time of Jransfer Order

Y frdtopr,

S by 6

Treating Consultant Name Transfer Ordered by Reason for Transfer

o BPuste AR N E Gt tane

From Unit

To Unit Information to Attendant

Lm 6@@( YegQ/R No [}

Number of Sheets in Clinical File Number of Imaging Films Personal bel&ngings including

clinical documents. If any handed
over to attendant
q}f KDP QEF-’L T Yes[] No (]
: If yes, what *
Medications / Consumables / Surgicals / Hand over
SI.No. ftem Name Quantity
1.
2.
3.
4,
5.

Shiftlng Summary / Notes Written by Doctor : Yes[]

> - Py

No [}

U g hed

Name & Signature of Person who is Transferring

< @wi% Q%*(‘\b

Name of Person Ordered Transfer

do v Pi UﬁQ,OuJM P

Patient & Clinical Records Received by :

S o=
© o

Date & Time of Patient Received : b ‘ﬁb‘o QU'

- Wb B

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

() Unavailable Bed ] Nurse not Available [ Available Bed not ready

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







GUC-00093492 1P18-00036342

:‘:n:?:;“a mcsmm :' L Rain% 8 .

wsys5MeD  (F) ] g
r, DIVIYA ARUN Children's Blrtthght
AR T EAREY Hospital.. | B

NUTRITIONAL ASSESSMENT FOR 0BSTETRICS PATIENTS

Date: .Cl.'.&ln?c.[;k-:.aﬂ&: ....... Time: I?.?erﬂ/\
0 ~ 26 kg/m’
NG vvvreessve — s Height: .L $2.Camaca.ee Weight: ... A% 5 A5 BMI: O =28 kg/m’
30 kg/m’
Food Allergies: ...« o ———————
Diagnosis: ... EJ_}:T'IIV}: ...... 2. . W a——e e
Type of Diet: Liquid z9oft O Normal (] Diabetic (= S
[ Vegetarian Abn-Vegetarian O Vegan
Diet Advised:

Liquid Diet—ORS/ Goconut Water /Butter Milk/ Barley Water/ S0ups O
Normal Diet—Rice, Rotis, Daland Soft Cooked Vegetables and Curd
Soft Diet—Soft Rice, Daland Vegetable Curries Soft Cooked, Curd @ﬁ

Diabetic Diet—Brown Rice/ Oats/ Dahlia/ Rotis, Dal and Vegetables and Gurd (Avoid Roots/ Tubers)

Dietician’s
Signature: A//LqufgSJQ ................
Name: /\Qo,ah‘é,af—wﬂ-&%.

Date & Time: Ql"“b("@ ........ Bt Date & Time: Qll..t?.'ﬂ.%.(m..@ 2570 P e

Doc. No.: RCH/ FRM/ CLINICAL / 195 (PT.0)
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|p18-00036342

'I\l a TCH ”*S"_‘D ¥ z
A oVIYA Rainbow® .
- [. \\\\\\“\\\\\\“\\“\\\ “ Children’s ® BirthRight
Hospital BY RAINBOW HOSPITALS
. ks o ot 0 et the Mle. Your Right 1o & Safe Dalivery
SURGERY DETAILS
| s ;.. 0610712026
Patient Name: l.\.a:r,&.;.m.a.t.c.h.@.’!...Rm.';.l@.':mi.zi.?.:}g.. Date of Birth: .. [oR]142) Age: . 25.Y...
Gender: ..enalE.. .. Ward: e >3 I —— UHID No.: "f%‘i?/‘:s&?m:—
Date of Surgery: ...Q..é.f..tz.?...’.?.—..b. .............. oT-1 Cor-2 A06T-3 OOT-4 (J0BGOT-1 108G OT-2
o Nameof the Surgery : Stec;hveL,&(& .........................
T s d o 25000, o Time Out -...... L LA
NAME AMOUNT
1. Surgeon D D!VJC&F)TLLQ; DX ijOdMS)’nm
2. Anaesthetist o T AR s
3. Assistant Surgeon : ... W'D"\Wﬁ‘-’m .................................
I 0 T AU V.0 ALTY1= Y1 A Yo% | —————
5. Circulating Nurse AN '_ﬁ‘t'fm.kkf'h}j.@ .................................................................................

6. Assistant Nurse oSN Bun.924)

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

Special Equipment:  [J Laparascopy O Broncoscope O Hamionlc [ Morcelator

[ C-ARM [ Cystoscopy O Versa Point [ Liver Cusa

[ Neuro Cusa [T OHhETS .....ccemmienernssssnsessarsusnsssasassssins

ool dona '
o cord }’““VL‘ "@@a \
©° :
Signature of the Surgeon ) Signature of Circulating Nurse
11 %) 20\\

OFAEE NO: coocerenressussssmssnssssssssnsssiarsnssssasansnsassassneses OFABE DY 1ovvvereserarsmmssmmensssenmssssssrmsssnssanssasbassssssssssssss

Docu. No. : RCH /FRM / GENERAL / 114
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Girculating staff l“b

L3> Rainbow. | @ BirthRight
ospial. | Qe

CONSUMABLES OF 0T
Q“?\ Tecmiclan:wmﬁﬁ paftﬂabl.g?w T

2

= rrack_LSCo g i3
e — -;W-ﬂmﬁ—-“
mma_-ﬂ -nm-n
P fhar P/ -—- e Lec | | 1]
mm@_-mm—--
-rgzm oY () -IIEIII
— x| — o v B -mW_n
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1

i

: (&)
o ) 4l 1|
| -===
. [ofabeen [ s e -’-
: Sancan 259/ Spinal Needle 22 || Voo -—-
z --——-—
: ===-—-
1 ooy Bandage e ]
t ’- Tegadem__ 25 9\ -l-!"==
-.; e N A W T I
1 e rarom ||| 0ot S —— -
B e A
| [ s =|I%-,pjf-—-
Tab. Misopros! dino Solution —
\ opy ad Totelo [ |y Micioshicld =ﬂ-—==
| ol memop 1y |CommOm -,—-
o paly ciepe [~ |y | O -m—-
S e
]
1\ Surgeon Anaesthesiologist Nurse OT Technicl
—— rgralby ;s

1
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

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

Rainbow . 600015
Children's _ " Tel No : 044-40122444
Hospital 2"
Rainbow VAT TIN: 33AABCR401 4M1ZK CIN: L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
TR T LR TR
INPATIENT ISSUES AGAINST ORDERS
IP No 1P18-00036342 Ward 8F-OT COMPLEX
Patient Name Mrs MOTCHAR RACKINI P L Bed Name MICU 805
Agel/Sex 35Y 5M4 D/ Female Order No 18-0001722788
Date 06/07/2026 13:53 Prescription No PRIP18-0625292
Payor SELFPAY Dispensed Date 06/07/2026 13:54
UHID GUC-00093492
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Met Amount
1 ;TAWIN INJ VIAL 0.5% 20 E_EI;Z)N LABORATORIES H SU10T3TS 12128 4 93.90 93.90
Biocare
2 BIOXAMIC 500 MG INJ Bharmaceuicals H C3BI0004 01/28 2 73.23 146.46
3 a"épﬂ?fs'c INJAMP O3 Noon Laboratories Ltd  H 45121 01/29 1 31.10 31.10
4 DSYRINGE 10ML (NIPRO) NIFRO GENERAL 026B24K67 01/31 3 21.83 65.49
5 DSYRINGE SML.(NIPRO) NIPRO GENERAL 26C03K96 02/31 2 21.56 43.12
DSYRINGE EMERALD SML BECTON DICKINSON
6 BP (BD) (8D) 5322615 10/30 1 12.00 12.00
7 DSYRINGS 2.5ML(NIPRO) NIPRO GENERAL 26B04K17 01/31 2 11.25 22.50
E.C.G ELECTRODES
8 (ADULT) IMS GENERAL 12226508G 03/28 3 32.34 97.02
INTRAFLOW (AUTO STOP)
g ROMSONS ROMSONS K26B010515 01/31 1 525.00 525.00
10 NEEDLE 26 1 1 2INCH Dispovan GENERAL 01654R 12/30 1 338 338
11 ONDOKIND INJ 4 MG 2 ML SWISS CRITICURE BAZ26025 01/28 1 12.72 12.72
PREGELLED SURGICAL
12 PLATES(ADULT) Erbee GENERAL 2510302409 10/27 1 1,275.00 1,275.00
RL 500 ML CLOSED Fresenius Kabi India
13 SYSTEM Pyt Lid 1D262078 03/29 4 69.39 27756
SPINAL NEEDLE 25 G
14 WITACARE(120MM) VYGON 250725A1 07/30 1 1,427.00 1,427.00
Total : 3,609.70 4,032.25
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

| Printed Time : 06-07-2026 13:54

Pharmacist Name : GRACE PAUL RAJAN

Page 10f 1







i

&2

2 &
Rainbow
Children’s ai'

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

: -thRight
Hospital I;..,..,'Ew VATTIN: 33AABCR4014MIZK CIN:  L85110TG1998PLC020914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS AT L LU (Wi
1P No |P18-00036342 Ward 8F-OT COMPLEX
patient Name Mrs MOTCHAR RACKINI P L Bed Name MICU 805
Age/Sex 35Y5M4 D/ Female Order No 18-0001722787
Date 06/07/2026 13:53 Prescription No PRIP18-0625293
Payor SELFPAY Dispensed Date 06/07/2026 13:55
UHID GUC-00093492
SNo [Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ?:!;’Jfb?ggmc"- Qgio‘“:]:;““d GENERAL 250824 08/28 1 1,303.00 1,303.00
2 EE‘EPFE?EE‘“?‘LE APRONS Mediblue 1010626 04129 3 12000 360.00
s & Microptic gloves- H 260501801T 05129 4 128.00 512,00
4 ETESESE-‘?‘L%ROPTIC ANSEL 2604014105 04129 1 128,00 128.00
5 ﬁg‘;ﬁ;:’;ﬁ;z PLY(5  gapuji Surgicals GENERAL M2641119 04130 1 100.00 100.00
6 ?;F';;‘_ﬁss‘gfgf 10CM  Bapuji Surgicals GENERAL M2545021 11729 1 123.00 123.00
v |8 SUPPOSITORIES 100 yeon Laboratories Ltd - H BLNP274053 11128 1 18.74 18.74
g | LSCSDRAPE PACK Mediblue H 1010626 05/29 1 2.250.00 2.250.00
9 g‘ggggﬂ}g" AR CIPLA LIMITED H 6GHO162 08/27 1 105.12 105.12
10 | MONOCRYL3ONW 1326  ETHICON SUTURES-J&J C1 5124 09/30 1 997.00 997.00
ol | s 30X30 8PLY 58 X- 'g;gﬁg?‘s H M26425F029 03/30 1 949.00 949.00
12 ﬁigg&ggﬁgf:%ﬁ DYNAMIC TECHNO 106693 01131 1 210.00 210.00
13 g‘:’g\}'fs';"?f"h}"‘ég&" ELITE MEDICALS GENERAL ENPF030020 11128 20 25.00 500.00
44| NS 100MLACCULIFE - EH ﬁ":&&ﬁf‘h Care 1C2613680 02128 1 4493 44.93
15 gg&ﬁsﬁgag ;G?rfu. H 2606161 06/31 1 775.00 775.00
16 Tl‘;mf_""‘g SOLUTION 10%  RAMAN &WWER PVT RCA26029 03728 2 103.00 206.00
17 SURGICAL BLADE 22 Surgeon GENERAL 051125 10130 1 767 767
18 {;g?)%fg‘;‘cﬂfgm” 3M HEALTHCARE GENERAL R03260906 02129 1 814.50 81450
19 ?;‘E.Eﬁ%‘;?s CARE 80 X 90 20062026 12130 1 205.00 205.00
0 VACCUME SUCTIONSET ~ ROMSONS GENERAL 0K268010638 01731 | 739.00 739.00
24 VICRYLPLUS1 VP-(2347) ETHICON SUTURES-J&J C1 15072 10130 3 951.00 2,853.00
Total: 10,096.96 13,200.96

Receiver Name

Printed Time : 06-07-2026 13:55

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name . GRACE PAUL RAJAN

Fage 1011
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RAINBOW CHILDREN'S MEDICARE LIMITED

Rainbow Children's Hospital - Guindy

Rainbow . 600015
Children’'s . . Tel No : 044-40122444
Hospital il

DLNO:

Reglstered Office: 8-2-120/103M1 Survey No.403,Road No.2,B

Telangana.

Door No.157 to 160, Anna Salai, Guindy,

Rainbaw VAT TIN : 33AABCR401 AMIZK

CIN:

Guindy Chennai Tamil Nadu INDIA

L851 10TG1998PL0029914

anjara Hills, Hyderabad 500034,

INPATIENT ISSUES AGAINST ORDERS

MR TR LU N

IP No 1P18-00036344 Ward 6F-PRIVATE
Patient Name Baby BIO MOTCHAR RACKINIP L Bed Name CRDL-PVT609-1
AgelSex 0YOMODA4H/ Female Order No 18-0001722805

Date 06/07/2026 14:03 prescription No PRIP18-0625294

Payor SELFPAY Dispensed Date 06/07/2026 14:04

UHID GUC-00093500
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 1ML (BD) ?;S}TON DICKINSON  GENERAL 5043348 01/31 1 24.00 24.00
2 INFANT FEEDING TUBE-6 ROMSONS GENERAL G2z6D010693 0331 1 63.00 63.00
3 Menadione Sod Bisul 1 mi HINDUSTAN LABS 0075 12127 1 28.92 28.92
a g‘éﬁfs‘g::”“ﬂgﬂ o ROMSONS GENERAL K26A010558 12/30 1 91.00 91.00

_ Total : 206,92 206.92

Recelver Name

| :
. Printed Time : 06-07-2026 14:04

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name ! GRACE PAUL RAJAN

P
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RAINBOW CHILDREN'S MEDICARE LIMITED

Rainbow Children’s Hospital - Guindy

r @

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

Rain bow 600015
Children’s _ = Tel No : 044-40122444
Hospital Birthiighi
cobiw  VATTIN: 33AABCR4014M1ZK
DLNO:

Registered Office: §-2-120/103/1,Survey No.403,Road No.2,B

Telangana.

CIN:

L85110TG1 998PLC029914

anjara Hills, Hyderabad 500034,

INPATIENT ISSUES AGAINST ORDERS

T i

IP No |P18-00036344 Ward gF-PRIVATE
Patient Name Baby B/O MOTCHAR RACKINIP L Bed Name CRDL-PVTE09-1
AgelSex 0YOMOD4H/ Female Order No 18-0001722804

Date 06/07/2026 14:03 Prescription No PRIP18-0625295

Payor SELFPAY Dispensed Date 06/07/2026 14:04

UHID GUC-00093500
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 BABY WIPES g‘c“;m;ﬂf; Lol 06052026 12130 1 195.00 195.00
2 gg‘;ﬁéi’gﬂi\‘f PLY(5  papuji Surgicals GENERAL M2641119 04130 1 100.00 100.00
3 KLICKCLAMP ROMSONS G26A040003 12/30 1 39.00 39.00
+ | proToGOWN(ADULT)  Diamend Medicare GENERAL 1010628 05/29 1 250.00 250.00
5 g%gfﬁ #6 (POWDER ANSEL 2603010017 03/29 1 128.00 128.00

Total: 712.00 712.00

Receiver Name

Printed Time : 06-07-2026 14:04

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name . GRACE PAUL RAJAN

pa?i!.y?







