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Certified thatin respect of the above patient:

[0 a. Therearenodrugs for return
b. Emergency cupboardissues have been replenished
No pending indents are there against above patient

d. Checked the bed side cupboard of the bed

O 0O o o

e. Checked by the patient's Mother / Father in the room

Patient Authorised Sign Nurse Sigb&ﬁ%

DAtE: oo Date: ..o &\

L[S Time: ‘1"’i Time: .
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Rainbow Children's Hospital - Guindy

Rain bbwl ‘ Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA .600015.
Children's = TEL NO :044-40122444
Hospital Fing WEB : https://rainbowhospitals.in

 Rainbow

ADMISSION SHEET

Registration Details :

Admission No : IP18-00036702 Admit Date : 31-Jul-2026

LR AR LR TR AR R [

Admit Time :06:45PM UHID : GUC-00094537

Patient Details :

Patient Name : Mrs B.BARGAVI

Guardian : Mr SIVA GANESH

Gender : Female

Occupaiion

Address (H) : 1 8T MAIN ROAD, BHEL NAGAR,

MEDAVAKKAM Medavakkam Kanchipuram

Tamil Nadu INDIA 600100

Age 126Y7M22D

DoOB : 09-12-1989

Religion

Martial Status

Phone No . 9561008141/ 9444689707
E-mail . siramailingam@deloitte.com

-
Admission Details :
Bed Type : MICU Bed No : MICU 805
Room No : MICU 805 Admission Type

Ward Name : 8F-OT COMPLEX

. First Visit

Contact Details :
Name . Mr SIVA GANESH

Contact Address : 1 ST MAIN ROAD, BHEL
NAGAR,MEDAVAKKAM Medavakkam

Kanchipuram Tamil Nadu INDIA 600100

Relationship : Husband

Phone No

Signature

N

M
Doctor Details :
Doctor Name : Dr. AISHWARYA PARTHASARATHY
Referral Doctor : Dr.. Aishwarya Parthasarathy

Co-Consultant

Specialisation : OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode :Cash

Deposit Amount  : 0.00

Payor Name : SELFPAY

v/ Time : 31/07/2026 18:49 Printed By : 021494 Page 1 of 2
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2 [ Rainbow Children's Hospital - Guindy

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

Hospital B":*:EJ"' WEB : https://rainbowhospitals.in
GEN CONSENT FOR TREATMENT
Patient Name: Mrs B.BARGAVI Age : 26Y7M22D
IP No: IP18-00036702 Sex: Female
Consultant: Dr. AISHWARYA PARTHASARATHY 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

inf™ance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

of my evaluation and | or treatment.

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

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

Note:

1 We do not allow use of medication brought from outside by the patient.

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

(Re" rers Signature:.?s'\. Ly

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

Signature of Patient/Relative: J\W

Name: [\ T? Bﬁ S k ayany Patient Address:
. FA ‘ 1 ST MAIN ROAD, BHEL NAGAR,
Relationship: o tho MEDAVAKKAM Medavakkam

Date: ¢ [ (:}L/)’_C Tiitie: é: g‘ , P j i gg;::g:’)puram Tamil Nadu INDIA
Wittness Name: \ -Naw&@n M%,

Wittness Signature: \Lﬂ%

-

[ Time ; 31/07/2026 18:49 Printed By : 021494 Page 2 of 2
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BILLING POLICY

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

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

» 5% GST Charges applicable on more than INR 5.000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council.

> As per the G.O.1. guidelines, we can collect Rs 1,99.999/- only in cash mode, balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.

» | In the event of TPA / Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA's / Corporate won't 9eapplicable.

» 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 1D 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.
A Two attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the

>
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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. 1
promise to settle the claim with the hospital as per Hospital Cash Tariff,

Patient Name : m B, %W UHID Number : 0( 433 —7~ j

Self/Attendant Name : «£_ RBﬂ _\[ ’ . Reljﬁm?%;pf( QQWIQ—:__.

Self/ Attendant Signature : ok QW/ Name & Signature of Financial Counselor
Phone Number : Oz\ 11\
an&9Tso
—
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CAESAREAN SECTION OPERATIVE NOTES
Surgeon’s Name: DR [Lyeeg - Date of Delivery: 2 |4 |56
Assistant Surgeon: DR PaAvT Tura . Time of Delivery: = : 4 pro
Anaesthetist's Name: DR CHITE. Gender of Baby: g0y
Type of Anaesthesia:  {pnpae ANAECIHES (8 - Weight of Baby: 5, 544 9
Neonatologist: DL - & NNAPOORNT . AGPAR Score:
ScrubNurse: gl yyp - NICU Admissiony ET¥es I No
Pre-Operative Diagnosis:
Q O Elective VZ( Emergency Indication: Mf—‘f*’“““‘“"‘—g‘fo“'%dt“l*"”*/
| Urgency Hefed N@mrecs: -
O Immediate Threat to life of woman or fetus
O Maternal or fetal compromise not immediately life threatening
O No maternal or fetal compromise but needs early delivery
O Delivery timed to suit woman and staff
Decision time: ............cccorvrunnn. ; wevsninnnenese KNIBTEO TECIUS! ovvvviercrcneeeeeeee e,

CTG Description: W—*‘}Lﬁ'{‘-"{vm‘m‘.« 4

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

Surgical Procedure:

Emv\a,w,c,g LWUCA Qog,w CMLMM goc.k;:um-

Post Operative Diagnosis:

e

Py e 1o
Peri-Operative Complications: '

Nt

Amount of Blood Loss: 20 wed | Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCH /FRM / CLINICAL / 155 (PT0)




Examination Findings when Appropriate:
Presentation /1 Cephalic  [JBreech [ Other .................  Cervical Dilatation: ... 00 7 7.5.0 IO |

5t PAIDALIES «.verreereenrs L A e erressrrcnsnssssneeseneiiee Fetal Position: ko f

Saon: O 02 O-1 00 O+1 O+2 ____—Moulding: LBfone O+ O++ O+++
Caput O+ DO++ O+++ O T'Meconium: CINome O+ D++ (AF++
Bladder Catheterized: 21 Yes  CINo Urine: _C)Gtear 1 Blood Stained

Skin Incision: annenstelil O Transverse [ Midline 1 fo e
Uterine Incision: Lower Segment O Classical O Inverted T O J Incision

Previous Scar: O Intact ;ﬂnneﬂout O Ruptured \_/ﬂ/No Scar
Incision Through Placenta: O Yes No

Delivery of head:,_[2"Manual O Forceps
Liquor: 0O Clear O Meconium: O O Blood O Offensive B«Nﬁnsive
Delivery of Placenta: 0 Manual \ETCCT ... | ETCOmplete O incompletg 03 Piecemeal |}

| S il
.. Cord around-the neck 6s KOGT Y

AN
... Cavity explored - &% ONo mf‘"‘
ormal 1 Not Normal Sterliizatlnn. O Yes yo’

Cord Appearance: ..

Appearance of placenta: ..
Uterus, tubes and ovaries;

Uterine Closure: [ One Layer \,Eﬁwo LS - s Vi u%,{ Suture
Peritoneal Closure: O Pelvic I ADGOMINAl  (DHNONE  wooomererenesessnssssrsmrssssrssssssneses SULUIE
Sheath Closure: simmmamrenen JEE R E i sinest UMD
Fat Closure: C3Yes .[;uf e ssseses ORUTE
Skin Closure: _D¥Siibouticular O Matiress E’Dm‘b“”‘f\'g’{ Suture
Vagineal Evacuated vﬂ/\’es O No
Drain: (YR g (10111 O— days [ Await instructions
Ctheter Yes CINe  CIREMOVE IN covveeereeorecensussecnns days 1 Await instructic.is
Swap & Instruments count correct?\Yes I No O Post-op Antibiotics (O¥s ONo O
Intra-Operative Antibiotics Cover: Jfes O No O Thromboprophylais ~ ClYes CINo _ V
Post-Operative Notes: ..........N..% }( R A o ooeeisiomnsaseseE SRS ARRRRRARRR AR RSROABSABRSSOARSRR AR SRRSRREERRRERR
o MEEONIPAZ R B AN LA Shaibsiponsinsrs

*CPMﬂcwm»s:uw&(f»—:
O V1 0 W AL X4t MO L XX N 10 Wt
A Cl’“ ﬁ‘*‘m { Clekand... «wrvs kf gc. 0 4 Qb

Doctor Name: ...2Y.... PMM eevessssssssnnnee DOCHOF Signature: A/n il

Date & Time: ... 2L 0.2 2 ke., @ 3. Topm. o
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Prmnllng comnlllnt: LMP. o)1) 202 EDD: _
;P{; Couve with clo louer Abdominal e ] . 10l08 |2020
ol Since 23 weeks 4
A e e R e ST B ) i
Obstetric Foa1nnuta i Meusu'ual History: Regular: [ Yes C1 No
| X A‘ statric
Obstetric Hostory: -t Eiaton TW
Giy ~ Wéwia%e (® gwksy, Miv4 Fundal Height: NS
(a_r. 20" o]
G- #P) Spond comcoptio, LAY Difblaxed  ZTMild EI Severe
Pregent Pregnancy Record: Liquor: [XA¥equate [JOligp  [JPoly
nBOO“(Ed ou'u\ IrﬂmurﬂSeJ ,m%@ PP: Walic Dareec.h Others
rmomaly Sean - Nevral Head Fifths Palpable: 415"
RISK FACTORS: FHS: [¥fdmal  OTachy [CIBrady [JAbsent
] N
3 X5
Hﬂ"ow e Per Speculum Examination
lodb - THYRoNORM TTS™ (G Draining: O Present [ Absent  [JBleeding
Colour of Liquor: [ Clear (J Meconium [ Blood Stained
L Vaginal Efamlnatlnﬂ F“ 4@@, ¥
/ Cenix AW Blong | [ Partialyeffaced [ Effaced
Height: .\ 71.....cm .
Wekht .. -5 ko 0s: Closed Diated R4 fhisdrd
Allel'giﬁs N - Membranes: sent D Absent MM @
~ -t '
brest: Qﬂbrmal I_'_lAbnormal Liquor: . O Clear  * [J Meconium [ Blood Stained
General Examination: ..{
Corisciousness: Cractions Pallor: No Presenting Part: #ﬂax [ Breech O Others
lcterus: No Edema: No Sutton: <3 0-2 0100 0O+1 0O+2
Temp: Nevma) PR: 9o [rup Pelvis: \P,MEquate O Doubtful
BP:| oo | bommiy DTR: -
evs:$, 6.9 RS &JL nvre®
Liver/Spleen: Urine Output:
-| DIAGNOSIS == =-==n== == m e s s e n o .
L &, A trop- 311 as G14 - Beweeks +4 dayg
; M- 8 yaus | €95 - 105 26 Nypthgeid
; N 5
:‘ Bt ve Rmp SPM’}'D\I\@M lCiJ:)M 5
.................................................................... bgusunsesssicbastdin a0
Docu. No. : RCH /FRM / CLINICAL / 087




Patient Sticker

PRped <5 gean

Family History: Surgical History:
Moty - HMN, To pan, H?M%ﬂ )
Fotfion. }—W‘f‘ﬁ@»rof d {

Medical History: U Medication History:

[ THYRo NORM ﬂt;mu‘) oD

Plan of Care:
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- Seawme Ty Lre
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Invesiigations:
Crer- Repended  Nosiable @
Oetelerakiory -
v
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J Date 1) 2 2 | )]vla e
-r Time [ [ o-[Rsimve
b O« [o .
| POV 2.8 | helag 7]
| REC i T
WBC 1,300 15,930 Up J Nebati,.
L bq ]2k Hivgeq
Platelets 2:be 2.6
CRP Rl elk T, 0 - YogiHe
| ESR
® | &
RBS 259 Hb4)c- 55
L~ 100
N | .
9l+]
TSH-] |. 94
Tz - k)23
Ta 1~ 9:07
T.Protein 4
® S -
S.Globulin
A/G Ratio
Uric Acid .
S.Amylase 7
Sr.Lipase
|_Blood Lactate -
$.Cholestero|
PT/INR 12:7 0.9
APTT R ]
| CSF Protoin/ Sugs 0 ] ]
Cells ) ALj A 7
ML g2 1 B"g)f}’i . j
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Culture and Sensitivities : ...

Radiology *
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MRI

........

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

Others (ECG, Contrast Studies etc..) : .
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MEDICATION RECONCILIATION FORM

T [ Te——— O Ng:?vn any Drug Allergies
Medication Reconciliation will be done at the time of admission and also wh€énever 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: L:.D'P— Shifted to: ....... @f
| : ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) (PO, NG, SC, IV) FREQUENCY | pare / Time l}g‘::g?::g
1 Qc Onc
~~
5 2 Jc oc
3 Cc Oonc
4 | c 4dnc
5 COc aonc
6 Oc¢ doc
| 7 Oc Ooc
m 8 ¢ Onc
9 Oc aoe
10 gc O DGJ
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
g TR R T LT e———__SC
Date & Time : 3\\:{19,01}3 MW
Nurse Name & Signature: .. ﬁ AL ). [80@/ /“%@@
I ———— . } ﬁ\Qﬁ)«g ad4dpe......
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DIUQ AJBIGIBS: -vrvvreevrssrssssssssesssssssssssssssosssss s ‘D‘Nﬁ?wn any Drug Allergies
Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

SHIfting FIOM: ovvevvveeessesrsssssssens A ST SR 102 vvvvveeeeseseesnrsssssssssssssssssssssssssssssssssmsssnszess
e mm'é"ﬂﬁiﬂ';#?ﬂ' Emens; (m[;?:mﬁcq) (Pu.l;%l,jg:, jv) | FREQUENCY 'ﬁtﬂfﬁ.ﬁ ‘}‘;‘:?53‘32
1 T- THYRONORM "lgrn(_ﬁ Yo bp /,EI*C mhe
| 2 goc Obc
3 Oc Ooc
4| Q¢ ooe
5 Oc¢ [Onc
6 gc¢ Ooc
7 Oc¢ doc
8 oc @aoc
9 Oc oInc
10 c Onc

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

! Doctoerne&Signamre:...%..:.S..?I’fﬁfgl.m......... 917—\"1

A o A - SN —

epedele P Tanrenine
u".u-.o.-.--...4...-...-..--u.nu....-..-..-......u.......

Nurse Name & Signature: ... AN

Date & Time : 3”"1‘
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meDICATION RECONCILIATION FORM

Not known any Drug Allergies

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

SRIFHING FIOM: cvvoevrerersssessens Foberssnsssees L DML e L1 e OO
; ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC,IV) | FREQUENCY | pate /Time g
o g
1 j—\n‘.i S\fI‘JTO(.tM 28 3y SO'Q.'E&’ 53{3"‘7 FAT p~ ac mc
2| 2. tenecpmosr Yoo &Y o~ | Gres | 3ampe |H° oo
H,/
31 3 €weses P AN I N o
4] Tq- Trees | gen s | B * pr~—|OC @00
{
5 Oc dnc
6 Oc¢ Ooce
7 Oc¢ Oobc
8 Oc doc
9 Oc Obc
10 dc E!EH.‘:J

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .........c.e...

Date & Time : 3'\?"tmw

Nurse Name & Slgnamriﬁﬁﬂ.n.m.h. 1,795

Date & Time : QJ.I:JI}L@D?WP”")
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Narmte & Signature of the Doctor L. | l \
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M| Dose Route | Frequency |StartDt.| ~ LW l 1|
oort | oy at / l 1|
Name&Signaturantlhe Doctor ey 1 1|
® | Starting the Drugs: T / S \ l l 1 J
5 3/ . 1
g 1 s 1| ﬂ
Additional Instructions: (™ : 90‘ 1S l\ \\ ll l‘ —
B A 12 T
. | Dally Doctor's Endorsement by a Sign | | | L
[ pRUG: <T. pprAcED P 'WE&\% e \ \ J
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X
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2 TPkt
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| Dose | Route Froquency |StartDt.| | .1y \ L |
wn | Vv \g 2 v | | Wl
Name & Signature of the Doctor & | g l
Starting the Drugs: T [ | \
Additional Instructions: i
gl L@
Daily Doctor's Endorsement by a Sign l | L ]
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Date of Admission: Dl]"“ﬁ}a DrUg AUIBTGIES: ..omsusessuiessssssssmmmmsssssmmmenmissssss s

FOR THE SAFETY OF THE PATIENT

. 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.
. Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this

drug sheet folder.

NURSES ‘
1) Right Patient  2) RightDrug  3) Right Dosage 4) Right Route
. AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HI

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

GH RISK/HIGH ALERT MEDICINES

(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

Ll lﬁ@wn any Drug Allergies

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

$0S / PRN (As Required Medication)

DRUG : |Date

v

Dose | Route |Frequency Start Da

: Doctor’s Signature: Valid Period| Pharm.

Additional Instructions:

(

DRUG : Date/

Signature ...........

Dose | Route |Frequency |StartD

Doctor's Signature | Vaiid Period| Pharm.

|

Additional Instructions:

I S ==
DRUG :

Date

Dose

Start the1

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

e —
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Starting the Drugs:
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Additional Instructions:
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Daily Doctor's Endorsement by a Sign

DRUG :

Date

Dose Start Date

Route l Frequency

=

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Dose Route Frequency (Start Dat

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Dose | Route Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

N

Daily Doctor's Endorsement by a Sign
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Early Warning Observation Score Chart - Obstetrics

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

g Date _ |
r ZL\ ]Tlme e lolwol1]12]2]|2]|3]|a|50\&7 a 10) (G G 3 5|67
hRESP 2:_330

(write rate in
corresp. box) 11-20
0-10

a4 - 100 %
<94 %
Administered 0, (L/min.

| 40
39
38
37 b-d N 2N | 7
36 1G] o e =
35 '
< 35

170
| 160
150

140
130
120
110
90 A F A -g @ (i:)’f I

80 ; U/ - T [ P
70 /l (_‘) 1 -
60 i
50

A

40

190
180
170
160
150
140
130 (
120
110 / N o
100 4 |
90 A 1
80
70
s o
50
130
120
11

Saturatigns

2. dway
[y
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-

Cdb
S
=
5
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L
o
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>q

—
anssald poo|g IoIsAS

a0 . i

/ 80 Y. a
/70 s ;B 24
J/ 60 < N g

k 50 r |
|_ 40

NEURO \?lgrt [ | e S, I\f}’\‘r I A - | A K il
RESPONSE glca o

Pain

[¥] W, -

| Unresponsive

URINE > 30

mls / hour <30
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-’
-
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4, ¢

4—.
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TOTAL ORANGE SCORES Ble
Nurse Initial L8 (‘t;;'
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

i \% Date . l l .
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M (4 ient’ : A
Rais b;w Patient SGNUgE?isﬁw PABQOOTETOZ  essuses aishaibeaias
. ™ e F
RAinbow, | @ BirthRight | MRD NCEEom o 2t2oen™ 1
H BY RAINBOW HOSPITALS
Gospa | @zt | AN oo
[ PHLEBITIS ASSESSMENT ) \Consuitant C erevessensrstentsssane srERRSRISASSORSRISIRSPRIIORIISSSD )
NNULA 1 CANNULA 2
Date : 3’, }_}bﬁ Time: B 20 PM Date : Time:
Location W @{q LU‘& f\_é DQ,J‘)) Location :
Size : l M Size :
Cannula inserted by : _Q:l Jxl {m Cannula inserted by :
Date | Time |Phlebitis |infiltration Int}:‘::ﬁi?on Sign Date | Time |Phlebitis |Infiltration|, n:ﬁnngm Sign
91 Ao [Oves Diodives ONop DY OYes ONo| OYes ONo
"] Ay |OYes ObietOYes Dol pr, OYes CNo| OYes ONo
| A 5pr) [oves oms{Ovesento| ) DOYes ONo| OYes ONo
1 2DY johe|oves Oyetives dpue| OYes ONo| OYes ONo
| ¥ quﬂ [Yes BTN | OYes OMo| Ol stA & ’ OYes ONo| OYes ONo
o O\ Oes Do DYes P6| )y OYes ONo | OYes ONo
Do) [oves Ons{oves phol g e | 04 OYes ONo| CYes ONo
\1 w—|OYes PiNo | OYes ONG 1 OYes ONo| OYes ONo
OYes DMy | OYes 2ok R __1 OYes ONo| CiYes ONo
\,L'pM Oves &fio | OYes @0 OYes ONo | OYes ONo
% I~ |Oves dﬂp DYesﬁrjo OYes ONo | OYes ONo
€ p1)|OYes 2K | OYes Qiiof 9_ OYes ONo| OYes ONo
| pyy) |OYes O¥6| Oves 0M0| D ok & OYes ONo| OYes ONo
b \ Q\old 19 fv |Oves Cne6 | Cves s | ¢ Q_ OYes ONo| OYes ONo
' A |Oes @Ko [ Oves oo © ol P OYes ONo| ClYes CNo
@I;, oves WT:IYe; onel b A | 9O OYes ONo| OYes ONo
\W&"‘ OYes O I:IYeshﬂ? ol e | N OYes ONo | OYes ONo
) |Dves 216 | Oves8iNo| (O] é A DOYes ONo| OYes ONo
" | oves ONo | OYes ONo OYes ONo| CYes ONo
/ "\ |OYes ONo|OYes ONo OlYes CINo| OYes ONo
\rpves ONo | Oves ONo DiYes CNo| OYes ONof
u%%%: OYes ONo o> \ OYes ONo| CIYes ONo
OvesONolOvesoNo| 7 o, & OYes ONo| OYes ONo
OYes ONo |DYss ONo| / © @ OYes ONo| OYes ONo
OYes ONo DYBSbNQ / \\\‘ F'S OYes ONo| OYes ONo
DOYes ONo | Cies ONof /< $¢- OYes ONo| OYes ONo
OYes ONo | Oves ONS| — / 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 ONA If Yes specify- RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score: Phlebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
#* Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.
V.. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
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(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phiebits (infitration M™% | sign || pate | 1ime Phiebits (infitration| 0 | sign
OYes ONo | OYes CNo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OlYes ONo | OYes CINo OYes CINo | OYss ONo
OYes ONo | O0Yes ONo OYes ONo| OYes CINo
OYes ONo [ OYes ONo OYes ONo| DYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | CYes ONo OYes ONo | OYes CNo
ClYes ONo | OYes ONo OYes [ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CONo OYes ONo| OYes CINo
OYes ONo | OYes ONo ClYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes CINo TYes ENo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes OINo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes OINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo i
OYes ONo | OYes CINo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONoJ OYes CONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
| Cannula removed : OYes ONo, if yes date and time : Cannula removed : CIYes ONo, if yes date and time :
RX any initiated : OYes COINo CINA If Yes specify- RX any initiated : OYes CINo 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.I.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
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 V. | % Pain nearlV. Site | # Pain along path of | % Pain along path of | # Pain along path of
site or slight redness | % Erythema cannula % Erythema | cannula % Erythema | cannula % Erythema
near 1.V site # Induration # Induration # Induration * Induration
# Palpable venous cord : m‘ venous cord
| OBSERVE CANNULA | OBSERVE CANNULA AT ROV ;@yﬁ ci'&?s‘fgaa :ﬁ%ﬁﬁﬁm E‘égﬁr? &mm




|

ow Risk (0 — 24) (Standard Ealls Precautions)
Ensure patients use their prescribed eye glasses if any, in the hospital
Use chairs with arm rests
[] Use safety straps on stretchers and wheelchairs while transporting patients

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

[ Hourly safety check

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

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

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

and.

GUC-00094537 1P18-00036702 :) _"
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p | wywap B Z, |
Dr. AISHWARYA PARTHA i Rain b%W ° . -
(A @ Children's | g BirthRight
’ ospita BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form e e
P
ahest Ao e/ T 3| D0
Choose Highest Applicable Score from each Category Ll w 'Vl"( Fall Risk Grading
Score S0 2%
History of Falling Yes 25 -
(immediately or w/in 3 months) No 0 ED P G Risk Level Morsi;?:lé )Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 (8] j @) a
Furniture 30 Standard Fall
: : ] Low Risk 0-24 -
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 O (@) -
IV / Heparin Lock or Saling i - RO 20 Implement
il g Moderate Risk | 25-50 Moderate Fall
Impaired 20 :’rtevenuzn
ntervention
GAIT / Transferring Weak (uses touch for balance) 10 ‘\’) LN
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitation 1 C o Risk Fall
Mental Status 0 Tg ” dlt I Sh‘l‘ : High Risk z51 Prevention
riented to own ability 0 D ad) Intervention
Total Morse Fall Scale Score: \\O _@ Le
Signature 4@ ﬁ \
b N
o Y
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to aiways call for assistance
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[ 08-12-1999 N%
26Y7M230 Rainbow®
Dr. AISHWARYA p. (F) . . ™
N i Rainbow" | @ pirhRight
Il i Hospital . oY FANGOW HOSPTALS
Morse Fall Risk Assessment Form Rk o e e A Doy
N S
Date / Time 2 .
Choose Highest Applicable Score from each Category S:m 2 L,% ( ‘ g E: &U&”f 24 Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 s O O Risk Level Horsi'::l;)Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 6 £ [®)
Furnitu 30
, il Low Risk 0-24 ﬁtaggﬂ;%ﬁa"
Ambulatory Aid Crutches, Cane(S), Walker 15 e
None /Bed Rest /Nurse Assist 0 V) o) I,
20
IV / Heparin Lock or Saline :les : Implement
2 Moderate Risk |~ 25-50 Moderate Fall
Impaired 20 Prevention
, Intervention
GAIT / Transferring Weak (uses touch for balance) 10 \© (O LO
Normal /On Bed Rest /immobile 0 Implement High
Forgets limitations 15 Hiah Risk > 51 Risk Fall
Mental Status = = @) e N Prevention
Oriented to own ability 0 © <~ {itervetion
Total Morse Fall Scale Score: 19, o 1o
Ly
Signature &7(“ - W/ o T
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [0 Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
[ Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[ Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs
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Sue.
08.15, Gay IP1g ainbow . . -
O s 24 0870z iy L Children’s BirthRight
ARYA p, _Qtuua w_ﬂbumz. D MOP m ospital H.._."ss:”ua”_.ﬁm
%«\ )gg ?.__ .- 20w i e M gkt 12 & Salw '
iy = [£3F i
3\\\\% CTH L S E2 ) I S
i ) Time:| fpr Bpm | g0 |2fm
: nmobile: 2. Very limited: 3. Slightly limited: 4. No limitations: £
Mobility Does not ...  even slight changes | Makes occasional slight changes In Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. J nﬂ @
without assistance. to completely turn self independently. independently. f
2. Cholrfost : 3. Walks occaslonally: Mn All patients foo young fo ambulate;
“Activit Bedfost : Ability to walk severaly limited or Walks occasionally during day, but for walks frequently:
of oh _Mmmwnn__ﬂaem “,b fined s.ca non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a
o e and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every .\w W \bv
wheelchalr.” 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 10 verbal commands.
or grasp) to painful stimuli dua to communicate discomfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit

Sensory Perception

diminished level of consciousness or
sedation, OR, limited ability to feel

moaning or restlessness; OR, has
sensory Impairment that limits the

or need to be turned; OR, has somé
sensory impairment that limits ability

ability to feel or communicate pain or
discomfort.

£ 4

Moisture Degree

pain over mast of the body surface. ahility to feel pain or discomfort over to feel pain, or discomfort in ong or
haf of body. two extremities.
1. Constanily moist: 2. Very molst: 3. Occoslonally molst: 4. Rorely molst:

Skin is kept molst aimost constantly

Skin is often, but not always, moist.

Skin Is occasionally moist, requiring

Skin is usually dry, routine diaper

mr__ha_mfﬁw”uu g by perspiration, uring, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
rors 2 Dampness is detected every time 8 hours. every 24 hours. ﬁ_ .
patient is moved or turned. il ;I]ﬁ.ﬁ. B
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No apparent problem: =
Friction  Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Maoves treely 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
Sheor Occurs when impossible. Frequantly slides down in sheels, chair, restraints, or other muscle strength to life up completely f P&
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position during move. Maintains good position
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down. fu
1. Very Poor: 2. Inadequate: 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 IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats

albumin < 2,5 mg/dl OR never eats
a compiete meal. Rarely eats more

minerals for age OR albumin < 3 mg/d!
OR rarely eats a complete meal and

for age OR eats over half of most meals.
Eats a total of 4 servings of protein

mast of every meal. Never refuses a
meal. Usually eats a total of 4 or more

Nutritional Usual
_.oo_“_ 55”” owm_na than half of any food offered. generally eats only about half of any (meat, dairy products) each day. sarvings of mean and dairy products.
Protein intake includes only 2 foad offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals.
servings or meat or dairy products only 3 servings of meal or dairy but will usually take a supplement if Does not require supplementation. f. n.\
per day. Takes fluids poorly. products per day. Occasionally will offered. w\
Does not take a liquid dietary take a dietary supplement.
supplement. A
1. Exiremely compromised: 2. Compromised: 3. Adequate: 4
: Hypotensive (MAP < 50 mm Hg; Normatensive oxygen saturation may Normotensive oxygen saturation may . Excellent
dmm%%ﬁh_ﬂ: & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be zﬂmﬂg%uﬂ._ﬂémo__ an__c_.u.“u_..s {
does not physiologically tolerate <10 mg/dt; capillary refill may be < 10 mg/dt; capillary refill may be T normal hgb; capiifary i i
position changes. 5 2 seconds; serum pH Is < 7.40. 2 seconds; serum pH is normal. <2 seconds. N ¢
. - . . . TOTAL SCORE a7 1o -
Severe Risk : lessthan 9 | High Risk:10-12 | Moderate Risk: 13-14 | Mild Risk : 15-18 | Notat Risk: 19-23 nﬁ } =
Evaluator's Name
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Support Surfaces

(Pleasa Note: Only required for children who are deemed at risk due

Risk Score Category Action
to aitered mobility, consider occupation therapy referral for advice
© Regular Tuming Schedule
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk @ Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces Aernati
® Manage moisture, friction and shear ating pressure mattress overlay
@ Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® Use the Same Protocol as for “At Risk” Patients yn. 2
13-14 Moderate Risk ) _ ) Gel pads for high-risk areas
© Position patient at 30 degree lateral incline using foam wedges Alterating pressure mattress overlay
® Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently Alternating pressure mattress overlay
® Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay




:!8-12::;:5:’?::' "P18-000367,, ) ) - ‘
= 'mm""*mp“;’:: up Rainb‘"éw: . s g 2"
h J’/ﬁlllﬂ/mllf}i///[//jf‘my/’ | Chidre's | @ BirthRigh
PAIN ASSESSMENT FORM s A
pate | Time | P40 SEhe Location | Duraton Acity Character Rl oo ntrvention Sign
LT PN BT KA B o W oW ] e W fedbletpoote |
| : e =
20 Sl O Continuous | O Acte™ | O Shap 3BT | O Increasing | S o celess
3\}:{«‘95 BPM (lEO _:?Z umﬁ:n: OChvonic | DAching 0 Buming | O Decreasing | 1 No e~ Ploraiiics /’%
' @L@am D Continugus | CHAGHe | 01 Shap £ Dul ;:gasmg DY M@
2o 6 | lem ]Z{o ( fhe,/| O IGrmitent | O Chrosic | CAching [ Buring reasing | O No (}W 5@@
l\h | Quufoey| O Contiwous |-Ertcut OShap Sfal | O increasing | I3 Yes DioSuacs @l“%
Qu— | 1)1 Stf | O Intermittent | Ol Chronic | ) Aching [ Buming | O Decreasing | ONo ey oy
O Continuous | CJ Acute O Sharp 1 Dull O Increasing nges “:‘1‘- gg
\\- Do | ). % O Intermitent | O Chronic | C3Aching [ Buming | 01 Decreasing [ C3'No ' [&8
' O Continuous | CJ Acute 0O Shap [ Dull O Increasing | O Yes 005 | :
\\'% t*p™m 6 [ Wo| — O Intermittent | OJ Chronic | CJAching [ Buming | [J Decreasing | W0 A s
/
! O Continuous | [J Acute [ Sharp (1 Dull O Increasing | O Yes S i
&tﬁ’ PPN (/[0 %@P O intermitent | CJChronic | CJAching (3 Buring | [ Decreasing | _i2¥No ?ﬁo\ JP%\
O Continvous | 1 Acute DOShrp DDl | Oincreasing | O Yes ety Vb
2\% APM Olts | — |0 memiten | Ccoric | CAchng 11 Buing | 3 ecrasig sz ) ‘2%
‘ lod | O Continuous | OO Acute OShap Ol |Dncreasing | OYes  |<TRD ’
9\‘b oM (jtt) moq O intermittent | O Chronic | [1Aching (1 Buming | O Decreasing | [ YaLg %
‘ Sﬁ{cu} O Continuous | [J Acute 03 Sharp O Dul O Increasing |00 Yes C m c&t;i'
0‘? \ﬂ %O’L' /[ b g(t O Intermittent | OJ Chronic [ Aching [ Buming | [J Decreasing | [ No Rf;hh‘:ﬁm 0193y~
Re-assessmen] Frequency: ,

1. Every eight hours for all hospitaized patients.
2. For post-surgical patients, patients with chronic pain, patien! with Severe pain:
b)  Then every 4 hours,

2)  Atleast every 2 hours for the

first 24 hours

c)  Friof 1o pain pain-refieving inlervention.
Docu.No: RCH /FRM / CLINICAL / 152

g} Within 30 - 60 minutes after pain refief inlervention,

(PT.0)



PAIN ASSESSMENT TOOLS

FUACC PAIN ASSESSMENT SCALE (1 Meath te 7 Years)

SCORING
CATEGORY
L] 1 2z
: P Occasional Grimace or Frown, Frequent 10 constant frown,
No Particular expression or smie withdraw, Discriented quiver Sn.,._s. nnnnnn jaw
Legs Normal Position or Relaxed Uneasy, restless, tense king, of legs b
. Laying quietly normal position, Squirming shifting back and |
Actiity maoves easily forth, E..a, Arched, right, or Jerking
Humerical Pain Scale (Obstetric and Gynecology)
Moans or occasional Cryi , screams of sobs,
(- 1 1 | i 1 i Cry No Cry (Awake or asieep) Eg *aﬂ:ﬂanuésu
01 pioil ompla
. mau“u_..s Reassured by occasional touching.
Consolability Conle. !, relaxed H.lm_n__._“uhq being taked fo. Difficult to console or comfort
strac

- Baker (Pediatrics) Abeve 7 Years

Crylng No Cry with painfud | Moans or cries Appropriate crying Not] Iritable or crying at | High-piiched or sienl-
Irritability stimul minkmally with painful | irritable intervals consolabie | continuous cry
simufi Inconsolable

E__.w_hrﬁ :ﬁw_hlt_xu m._an:oa :.-ﬂ!_!lra _.-uwioa Behavier State | No arousal to any Arouses minimally 10 | Appropiate for Restiess, squinming | Arching, kicking constantly awake

stimuli stimuli pestational age Awakens frequently | or
No spontaneous Lktle spontaneous Arouses minimally / no
movement movement (not sedated)

Facial Mouth s lax Minimal expression | Relaxed Apprapriate | Any pain expression | Any pain expression

Expression | No expression wilh stimufi intermitient continual

Cxremities | No grasp reflex Wesk gaspreflex | Relaxed hands and | Intermittent Continual clenched

Tane Flaccid tone decreased muscle | feel clenched toes, fists | toes, fists, or finger

fone Normal Tone o finger splay splay

- Neenalal Pain, Agitatien and Sedation Scale (upto 1 Month)
Normal h Pain / Agitation

Assessment .. Sedatien
-2 -1 L} 1 pd

) Body is not tense | Body is tense
Vital Signs HR | No variabiiity with | Less than 10% Within baseline or | Increase 10-20%° | Increase greater than 20% from

RR,.BF 330, | stimul variabiity from normal for from basekine baseline, 520, less than or
Hypoventilation or | basefine with stimufi | pestational age Sa0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or

recovery fighting ventilator

1)




) _|

D)
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INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD A Chirers | ) BIThRIOH
vl aduar Tour Fghtto s Safs Dtvery
::tr:em!sueamer Language: . }am"j _ patient/ Learner Literacy: 1 Read ] Write. I.Speai? Willingness to Learn: hﬂeétﬂmare Literacy:  YeS]
Identified Education Needs: b ' :: Zﬂsﬁ/m S ET—

6. Discharge Medication

__# nfection Control Measures

Safety

1.
% 4. infofned Consent 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Treatmefitand Care 5. Medication/ Therapy (safety, efects/ side effect, interactions) - Nutrtion / Diet 13. Risk/ Safety
Part- 1l
Use codes from the list in part il i
Date Time Nawd Information Taught Comments | Piouamre
s Learning i ““hmm'dw’ Understandi
Person Taught Barriers Teaching Tools mhamar!s n ng
ppbhlf P Y¢h Fﬁ/; c(db?oﬁf’\#@ por w@d MQ el | none | YE7 d %ﬁj—‘
v X [
X R Siplocee C‘f‘”’“”" octrfon et | b ga) | bou_|Yyy | el p2if
&A™ \ff/‘: ol Y
lof - :71__
A Q o Smr)\mfu cLbocet frfecteon Vﬂrmr pIe gusd | it Yy Cawt_ Q:%
_\ Som Corytpl Ml o)t
|
Part - lll: CODES S
Who was laught: PT: JPatient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (SPECITY) <vvrrrrerrensssisreesssssssmssssssssssermsssississ s 0
Leaming Barriers: =
1. No Learning Barriers Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical impairment ducational Level 8. Responsibilities at Home 11. Beliefs and Values 14, OMErS (SPEOHY cocvvnsvsicrmmmsssissssssismmssssss sz
3. Emotional Barriers " Desire / Motivate to Learn 9. Culh:ral‘qirferences 12. Impaired Vision/ or Hearing
Teaching Tools Used:  A: Audio  D: Demonstration V: Vieeo ( 0Y O p: Printed
s to overcome harrier/s:
( . e 3. Reassurance & Support 5. Respect values & beflefs R D
7 QObtain translator _—_ 4. Teach Family / Others 6. Respect Cuttural / Religion Preference
| Understanding: L 1. Verbalizes Understanding 5 Demonstrates Understanding 3. Needs Review
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Patient Sticker

Family History: 7 No Abnormalities Detected
O Héart Disease O Hypertension O Diabetes [ Stroke [3J Seizures L'.l Kidney djsease

O Liverdisease [ Other . M" HTN W‘al 2 GGG

Pain Assessment:  Pain: 'UY} o No (I Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: OVes  CINo Score.. \D... (complete the Morse Fal Risk Assessment Sheet)

Risk of Pressure Sore: D@ ONo  Score..Doel... (complets the Braden Q Sheet)

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

I Mobility problem O Walking Prablem bnormality Detected
O Developmental Delay O Musculoskeletal Congenital Abnormality
Inform consuttant for positive criteria

NUTRITIONAL SCREENING:
OJ Overweight CJ Poor Appetite > 3 Days O Needs Therapeutic Diet. =~
O] Under Weight ] Diabetes Mellitus O ' onnallfy Detected
Inform consultant for positive criteria m?

PSYCHOLOGICAL SCREENING:
m,z& Cooperative [ Restless [ Depressed O Agitated O Confused
O oth ' \

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

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single arrie [ Divorced ] Widow

2. Special Habits:  Smoker: [J Yes ;7’;2 Alcohol Abuse: [JYes Elh Drug Abuse: [JYes Elb

Social History: Lives With .......... 7.

Orientation has been given regarding the following aspects:

Call Bell in Reach: &9 Yes! O No Waste Disposal Explained: Erves TINe
Infusion Pump s O No Hand hygiene Explained: D—y I No O Others
Above information giverto .. :

Name of Person Orientation was given to: Mgaﬁa"l

Orientation not given Reason:; T oo O




)

iy | @ e

OBSTETRIC TRIAuc ASSESSMENT FORM

1)
2)

3)

4)

5)

6)

3 ’h[mb Time of Arrival: épm Time Seen by Nurse: 6}9”1 oni

Level of Consciousness: D‘C?cious 00 Semi-Conscious O UnConscious
Chief Complaint (Reason for Visit): (Circle the item as appropriate)

O S;{cere Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV

leeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement 0O Other Reason: . . 1JO‘R)MWU
Vital Signs:  Temperature: 180, puise: 0™, Ra: D*Ub)"\ $p0; [om Blw ......... Weight .S 5 ST
Gestational Criteria:

Gravida: . P s L

_— r ‘
LMP: ....... ..‘?:«l L:b§ 0. ADIS[ 25 Gestational Age: SE"PHCJ%
Uterine Contraction Er"ﬁ; ONo | CINA | Onset 2] hb.\" Time J2Pm | Frequency: éé;ﬁ' n by,

[ i lind LT
Membrane Rupture OYes | ONe—pCINA | Onsat — Time — | FluidColor; =~ — |/ M IDW
Vaginal bleeding . OYes | O No7 CONA | Onset — Time | Amount
g,
N If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia gymptoms OYes | O mr: D0 NA Pain Abdomen / Vomiting B
Good fetal Movement D‘m) ONo | o na | [fNospecify:
Pain Screening: Numerical Pain Scale (NPS)
| l iy | I | | | L L 1
| | 1 | | | | T | | 1
\ % ) 1 U 3 4 5 6 7 8 9 w1o lzs . \
et possible pain
@ Location: ,,LD W %i Z m )Dﬁ.;lj
® Duration: ......... @)@ Weeks/ Months (Strike out which is not
applicable)

o oot 0 4 ron aamem ..........................................................
. fomne Qf.mr); atm. | K7x.. 30&&&294147 Z"D rm)oj;? .......
© Interventions: ........ &4 ... . p%},@;

Past History:
a)  Surgeries: .

b)  Medical .......... -t prﬁﬂy&:’ v §}€@4§ ................................ e
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Hatlent Sticker

7)  Allergy: CIYES TN, T YES | oo eesesesessesssessssssessssesens
8) Current Medications: ] Prephtal Vitamin  CINone (3 OHErS: ...ooooooeoevvessoserren,
9) Prenatal Medical Nistory:
on J Gestational Diabetes
O Chybnic Hypertension O Low placenta

OJ Gestational Hypertension L1 Others i ¥os; SPOCHY: i....ccciamsaivsmsimisisssssssssisiossonssaiiss

[ Diabetes

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)

[ Category II: Emergent (Time to Physician: < 15 minutes & Reassessment; Every 15 minutes)

O Category HI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
tegory IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

<.lél—/Zhauory V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

OBCU Obstetrical Triage Acuity Scale (OTAS)

0TAS Level 1 Level 2 Level 3 Lovel 4 Level 5
A (Resuscitative) (Emeggent) (Urgent) (Less Urgent) (Non Urgent)
e Y Immediate < 15 minutes <30 minutes <60 minutes e
Re-Assessment Comiinions Naesiag Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluld Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding | Bleeding associated with | Bleeding assoclated Spotting
Bleeding with/ without abdominal | cramping (<spotting) vith cramping
paln <37 weeks (>spotting) >37
weeks
Mild hypertension
Hypertension > 160/110
Hypertension Selzure activity and / or headache, visual | > 140/90 withwthout
disturbance, RUQ pain associm: signs and
Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment abnormal dopplers
Non-Fetal Movement Diseased fetal movement
oAcute onsite severe oMajor trauma @Abdominalback pain | @Ongoing assessment | @Anything that does not
Others abdominal pain ®Shortness of breath | graater than expectad in | from out patient cinic | Se6un 1o pose throat to
©Altered level of @Unplanned and pregnancy (for hypertension, blood | mother or fetus
consciousness unattended birth ®Flank pain / hematuria |  work) @Cervical ripening
oCord prolapse @Nausea /vomiting and /o @Minor trauma (minor | ®0Out patient
©Severe respiratory diarrhea with suspected | MVC/all) previa protocols
distress dehydration oNausea/Vomiting and /or| ®Pre-booked visits (ie Rh|
oSuspected sepsis diarthea and progesterone
. ®Signs of infection (e | injections, NST
dysuria ,cough, fever, | ®Assessment for version
chiils) . ®Rashes
Time seen by Doctor; &f"
Nurse Name : éi‘“)piﬁ‘(ﬂ e NUPSE Signature; ............ S 6

Date: .....4...31.

DA...... Time: ... DIHDP
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RISK A>ocSSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUI_ E) 2
Date: 21 !

Pre - Existing Risk Factors _Tick | Score
Previous VTE (except a single event related to major surgery) 4

Previous VTE provoked by major surgery 3

Known high-risk thrombophilia 3

Medical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user

Family history of unprovoked or estrogen-related VTE in first-degree relative 1

Known low-risk thrombophilia (no VTE) 1

Age (=35 years) i
Obesity
Parity = 3 1

4
—t
=]
-
L]

| Smoker 1

| Gross varicose veins 1

Obstetric Risk Factors

Pre-eclampsia in current pregnancy
ART/IVF (antenatal only)

Multiple pregnancy

Caesarean section in labour

Elective caesarean section

Mid-cavity or rotational operative delivery

Prolonged labour (24 hours)

PPH (1 litre or transfusion)

Preterm birth 37*° weeks in current pregnancy

FRT (PSR R U G g L O T

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 -

Signature of the Nurse & MM@OQ

Action Plan

L ] =k | - | ]|
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RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

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

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

For patient with an identified 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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T Chilres | Rt
"y URINARY CATHETER BUNDLE CHECK LIST ospi., | @

T

Date of Insertion: ....... SIJHDJD .................. Date of Removal: BQLD_J’)M-L I _

mmmmmm
mmmmm
B NS o | o 0t | v 0 | s e |
Maintenance of closed system for the catheter L))IeS) CINo m 1Yes mmm
Dressing clean and dry? Li/Yeawr_lNo /rues INo | ClYes [INo [1Yes [INo m mm
Is the line removed as Policy? CYesS CINo | Lfes [INo CYes [INo | ClYes CINo mmm
Performance of Perineal Gare CPes) CINo rfes CINo | [IYes CINo | [IYes CiNo | ClYes [INo ‘mm
Onset of New Fever [(OYes o | CiYes C1Ne~| CiYes CINo 1Yes LINo mmm
Asses for the leakage at the site of insertion 1Yes [1No m ‘Yes [1No | ClYes [INo mmm
L

Man.: 2025~ D&

Exp.: 2030 - 06
Ref.: 106.303.0500
Lot.: 14176

Usage of Sterile Equipment

Is the Collection bag below the level of bladder

Check the Tube for Obstruction (Free of Kinking) #TYes CINo

s Catheter dated as policy

Collecting bag is been emptied regularly?

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

S sterintech’

24°C - 15 min
Green=  sv: '
-qLﬂ?m sterilized 134°C - 35 min-
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f ._[I!'-:I.i Stick 1\-\* Chlldren s .BirthRight'
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

\\

e

SSI PREVENTION CHECKLIST

. \\'ii\ \\\\\\\“\\\\\\\\\\\\\\\\\\\ Hospital

S.No INTERPRETATION PERFORMED
PREOPERATIVE
1 Do not remove hair at the surgical site unless the presence of hair will affect
: the procedure. Use clipper if necessary \‘/ H
2. Decolonize surgical patients with skin antiseptic(Chlorhexidine bath /wipes) Q/ &
3. Antibiotic prophalaxis given within 60mts prior to skin incision (_/ @
A Use a checklist based on the world health organization-19 item surgical
' checklist to ensure adherence to best practice Lf éﬁg
INTRAOPERATIVE
5 Using chlorhexidine gluconate and alcohol-containing skin preparatory agent
’ in combination
6. Maintain normothermia during the surgical procedure (>36 deg C) Mag
POSTOPERATIVE
7 Maintain and monitor blood glucose levels regardless of diabetes status
- | between 110 and 150 mg/di AvVId)
8. Application of incisional negative pressure wound dressing WD
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Rainbow®

: - i | Children’s
E!E.E'?ff!?ﬂl Hospital

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

CONSENT FOR BLOOD TRANSFUSION

GUC-00094537 1P418-00036702
Mrs B.BARGAVI
| O AAEIAPARAMATHY " cond
e T O 1T R U VI R B ssavisvwossren BNAOP :iosisisisisssovsisnsass
Petlentame D °
UHID NO.ouvviiieieeeiieeniesiaceceamaeane e = e e Ward/Bed NO. L
TYPE OF BIOOA PROGUCE : ..ocvvuvussreesssssssisssssssssssssssisssssimss s st s st eess

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

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

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

component transfusion to me / my Patient DA oo.ooneonsssssssssasissssssssisasissinasissisnsiavessossoninssnsassansasssns

Name of Patient / Attendant
Signature of Patient / Attendant
Date

Time :

Relationship with Patient:







GUC-
Mrs aom;i:-l F18-00036702 Rainbow®
I 08-12.19p9 AMBOW .

5Drusuw.my"z”7“” # Children’s .Blrtthght

i ospial | @z

sREAST FEEDING HANDOVER AND
ASSESSMENT FORM

N

1.  Breastfeeding initiated? EM/
O aYes “No
2. If No, Reason Qﬁb«,w

-~ 3. Nipple conl ition:
“Nipple well formed

O b. Flat nipple
0O c. Inverted nipple
O d. Short nipple

4, Milk flow:
O a. Good
H O L).’ﬁrops of colostrums
O c.Dry

5 Steps for Positioning and attachment:
] a Babygoesto the breast
0 b. Mother always sits with @ back support
ﬁ O c. Ear-shoulder-hip should be in a straight line
O d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu, No. : RCH /FRM / CLINICAL / 080 PTO
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6.  Was the position explained:
O, aYe
u] '/4

7. For Caesazian mothers: ’
D-ﬁ:jther is required sit and feed from the 4th feed .

L) b. Please explain football hold

8. NICU admissi
O yﬂ{ﬁ; needs to stimulate her breast for 2 min every 2 hours

P

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

Continuity of Care: Date: 5!/’7'75»15

Signature ... Signature ...

Date & Time: .... %[ / % dﬁ,?ﬂ ........ Date & Time:
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IP18-0003670;
: Surgeon - .21 H*SW""‘IQ Py Ut Nrs 8.8ARGAY i
e 2 4 v - .
SURGICAL Asst. Surgeon : O PAY.! Raa......... or. All‘:::nmg p“" i e BB e OB et %giirlt‘;ﬁ\::s BirthRight
SAFETY CHECKLIST | Arsesteist: DR kKA. mHIMIMIIIHHIHMHHH oS e | Hozpial, |
Scrub Nurse : $f(\[$lV’\ 119 ,P Out-time : ... 8.+ 22X
Before Induction of Anaesthesia > > Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time: 7.0 pr0.. TIME OUT  Time:"1:!2.pm.. SIGN OUT ﬂm&:.i....?:ﬁf. ......
Patient Has Confirmed - Confirm all team members have Nurse Verbally Confirms with the Team:
Identity s ONo introduced themselves by Name and Role ‘?{95 ONo The Name of the Procedure Recorded ONo
- o || B, o a
ure OONo ounts are Co! or Not Applicable
Consent _Hes 0o Correct Patient (Check ID Band) ?es ONo The Specimen is Labelled (including
Site Marked [Pés ONo ONA Correct Site Yes ONo patient name) DOYes ONo g)jﬂ
Anaesthesia Safety Check Completed P16 CINo Correct Procedure més ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning 9}&{ ONo Anticipated Critical Events Problems to be addressed ) OYes O WA
Does Patient have a: Su'gem Reviews:
Known oY To Surgeon, Anaesthetist and Nurse:
Difficult ”r:l:fy ;pimlnn Risk? N 9“ g:';ﬁg;&?ﬁmgfewed What are the key concerns for recovery
Anticipated Blood Loss? OYes ONo TONA | | and management of this patient? o }sﬁu
Yes, & Equipment / Assistance
Available 2% GNo - Anaesthesia Team Reviews: o
an.: 2025 - =
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? )a(es Wu ONA "E"w iomm ;x; 500%
(Tmi/kg In Children)? Nursing Team Reviews: Nae o @gpuval e S
Yes, and Adequate Intravenous Has Sterility (including indicator resufts) R S
Access and Fiuids Planned gﬁes ONo 2XWA | | Been Confirmed? are there Equipment . Type Sromned SV wwc-asme
Blood Units Reserved _fes TNo XA issues or any Concerns? OYes ONo j7A |/ e
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes ONo 2rNA
within the last 60 minutes? p-\r@‘:l No ONA Power Supply, Earthing, Power Backup
and functioning of equipmen&hﬁd. o ONo
) e , v -
Signature g//gq'ibs Signature ot .. Signature @W/
%(_,Ls]a'{ N s Name - D T B e MR I oo s
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Ralnons | @ BirthRight
PATIENT TRANSFER FORM Hospital | RN
GUC-00084537 IP1800036702
::1::3:““ 26¥7M220  (F) D(ate & Tlr)m of Admission Date 8) Time of Transfer Order
Dr. AIBHWARYA PARTHASARATHY :
3( [s/0b af lfzz b6 al 5o
VA . 35,
ITedung Lonsumant Name Transfer Ordered by Reason for Transfer

Dy . P ﬁlwdf?%e;

<Dy ow Hin

Sifeec fo

(Oacy
From Unit To Unit information to Attendant
JDR hh Plecy L e

Number of Sheets in Clinical File

gp F©

-

Number of Imaging Films

o &)

Personal belongings including
clinical documents. If any handed

over to attgndant
Yes No ]

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No.

ltem Name

! Yoy~ Wala\@LI I«YZ{ 2 (S

Shifting Summary / Notes Written by Ductor;:

Yes([;'gy Not]

. VLAJ mef oy /z\nd f)mhmi#?)
> (PM Kﬂﬂhca CJ/F f—t@
* =3 Py &

> Al meny el | fxa dey j/

Name & Signature of Person who is Transferring

Sl -~}

Name of Person Ordered Transfer

D2 1fRacy

Patient & Clinical Records Received by :

19

Date & Time of Patient Received :

\Jw“"’gﬁ,

“* 11 the transfer order time & Completion time is m

Unavailéble Bed

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

Nurse not Avaiable

ore thon 30 minutes, please tick the reason mentioned below :

Available Bed not ready







= GUC-00094537

Fat

PATIENT TRANSFER FORM

"2

IP1B-00036702
Mrs B.BARGAVI

28YTM230 {F)
ARTHASARATHY

"

09-1.2 13“

Treating Consultant Name

T ppghutiys

Da?mvﬁﬁraﬂ

| Ralnb%w' ; o a
@ Children's © BirthRight
Hospital L
Date & Time of Admission Date & Time of Transfer Order
2) bt bpn | 3y bt Zon
Transter Ordered by Reason for Transfer

Am )Ll

Qe

%@

From Unit To Unit Information to Attendant
L_ZD 7 D-f ‘c’est[j7 No [
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
MO (7 JP over 10 attendant
ﬁ 70 2 C—(M Yes [} No [;'17
If yes, what ?
” Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
2.
3.
4.
5.
Shifting Summary / Notes Written by Doctor : No [:l
gotiot— ch %j
Name &%lqnature of Person who is Transferring Name of Person Ordered Transfer

S8 'WM??W

patient & Clinical Records Received by :
QA
/\@ﬁ \

Date & Time of Patient Received :

“* |1 the transfer order time & Completion time ls more the

Unavailéble Bed

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

Nurse not Avaiiable

n 30 minules, please tick the reason mentioned below :

Available Bed not ready
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.,\ INFORMED CONSENT FOR SURGERY OR wmmmm.u & wﬁwﬂwﬁ

SPECIF vy =M A ez i B o o kS

P Nar or SRS iy i Gonder: O Mals CIFemale  AGE: oo

N 111 T -
Instruction..

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

__aaama_soanmamBzoz.:msnwasﬁo__og:uagauauE2283_:23emaaomauag»uo:;:oa agaoasqa&

wzrﬁp:mz‘l Lot bmo%wrxﬂ CrElpreean SEcronN”

R e 4 GO RS e, EION o.ovconvansasssnsaspansons pnsmssssssssbdssssuiinssiodtosnsosiie
TRIDZ " MECEII Uz :
WIEEERA A Wi Gl e patiny

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

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of notreceiving care or treatment.

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

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

...... ﬁua‘anb\ﬂg?k&ﬁa_. S pexes §~g§.H-

My signature on this form indicates that i%d ,Q (

1. |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. |havehadachanceto askmy surgeon questions.

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

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

Name of the Doctor who is performing the Surgery/ Procedure: @.\%“_@FEE@ a —
Consentee : \ Patlent Attendant
masmea”.:....:......% N\&MU% * mEEEB"..:.@/. E&I&)
N © o BOEGIOND Name : QAL GIANESH e
Date & Time : ... 2/ L7 2 R_.wm.wo%g Relationship with Patient: ...

Date &Time : . 3/ FJ2 ...l m.m@@m
Witness : )
SIGNAMING ; ...0nsocrresorssssmsresssnssssmsnsanssassssmssoassssissins .
ot
DE &TIME e o & Sigﬁ.
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Ref. No.: F/HW / CON/ ANES / 02

> CONSENT FORM FORizsiay, s

= 09-12-109p 2¢

Rai‘nl OW: . . = ™ GENERAL l REG‘ON JD'-NBHWAWAPAR:I-L::::va (F)
Children’s BirthRight
| @ | pasThesia O

Tp e - IP1\® - oepZeL

\

Patient Name : 'sﬁﬂms\ﬁa.v: Age %l?—

Gender: MO FQ/-lP NO ooseosssssessssiessessssssssssssssmsinssmaessss Consultant:.......'Bm..:ﬁﬁxlnm%a.....f?m“mm
T LT — LS ‘BYC.L\AJ‘H’SW‘W@“' |
| Operative procedureplanned:...............'.........ém.ﬂm&}r.‘........!..—.&.QS..-............. mmmg;:w ‘& 91 N

PLEASE READ THIS BEFOREYOU CONSENT FORANAESTHESIA

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

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

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

[ Heartdisease O Hypertension [ Diabetes mellitus [ Renal failure

[ Hepatic disorders O Shock [ Multiple organ failure [ Polytrauma/RTA
OlincapacitatingCOPD D Others: Q.a.a.:nr{"@:&mxcmqw
Comments : &‘hd&(@&ﬂ.‘hﬂ‘h\mmw«:r

. Doctortodocumentin medical record also if necessary (Cross-outif notapplicable)
DECLARATION BY PATIENT / GUARDIAN/ PROXY '

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

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

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

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

CIN : UB5110 TG1998 PTC029914 www.rainbowhospitals.in




That | aﬁthorize 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,

I understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him
I herwill administer the Anaesthesia. '

Pregnant: O Yes ONo
DECLARATION BYTHEANAESTHETISTS PROVIDING INFORMATION FORTHIS CONSENT

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

Ihave given the patient an Opportunity to ask questionsand | have answered these.

Patient / Patient Attendant ; ) Witness ;
Signature : ﬁ.g—l ..................... WK’\;{ " Signature: .
Name : ... RGN e Name: ..
Relationship with Patient: ... SL. CF Date & Time :

Date & Time :,...2 ’?bé 01«6 6@

Doctor (who is taking the consent) :

.
R A UL S
Name: ,Céu N G et

Date & Time : .. I8%.....30) 2 none,

CIN : U85110 TG1998 PTC029914 m.rainbowhoamm.ln
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Mrs B.BARGAV! bé .
. 3 09-12-1090 yrmz20  (F) ainbow _
pepariment of Anaesiniesiology 0821080 YA PARTHASARATHY 'hi'I‘dren's & BirthRight

oo (TN  ezeee- | @ ===

Name: @7‘* Q.V“?Age Q.,\q Sexf’ UH'.D.No:.‘....QuC.;.%E.ﬂR,'ﬁE.?*

:! sates o N TR fng: o P08 @M. Proposed Operaliok........‘.......,.......:l{?..-m‘l».,...lESS ~oue 367

Diagnosis: C:ﬂa,.&,‘ Wmi%\%&?%mm\ ....... X Je—

23 vt U0 :
ap/CAT: .12e|pm . HR: A0y Weight: . GR-5158 -ASA PrysicalStaus: O g% a3 04 O5

Anaesthetic Plan CIMAC ;zﬁmom CIGA-ETT OILMA

peri-Operative Plan Explained to the Patent e oNo
pre-Operalive Instructions:

1. DVT Prophylaxis -
Wates / ORS 2 Hours i3 <«
2L ORAL s  Hours -—vﬂdﬁgﬁf _
& nformed Consent. & Standard 2 High Risk 2p~
N -ﬂ%-gmx Foa
4. Post Operative Pain Management: JrOisc sed with Patient
5. Other Instructions:
h

.........."J..v.....m.-.\b‘.\da‘.um,‘..-.....,,‘»;’\f_,_.&;.pp:nﬁ.e. g™

e =

Signature: ......-- é /L: Name: %;Cﬂﬁ*’f’gmb!m“
gngs
Docu. No. : RCH /FRM / CLINICAL/ 044
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GUC-00084537 IP18-00036702

Mrs B.BARGAVI

0@-12-1896 2Y7TM220 {F) z
Or. AISHWARYA PARTHASARAT =

A

~_Pre Induction Assessmeni:

" Rainbow® .
”l”” ””m :! ANAESTHESIA C Children’s @ Bil’thRig'hf
IHART Hospital .::m"oszii :

Tt b ot 00 et e e

Change in Patient Condition: O Yes Fasting Statys: FJM_Q_W
H.R: Lo B.P/CRT: Sp0,: 9. €v» [RR: Last Feed: ,
Pre-OP Diagnosis: B o | Podedi e Operation: DRCALA | \288............ . Date: 3\ MHae,
Surgeon: .. P, Ais M Pl 2% Weemdnaesthesiologist: B LA Pk, Technician: .................
TIME e e \

0, LPM

3 Biood Loss
e
FIO, / Sal
ETCo, -
G e f
Urine Dutpul NOTES j
i3 {
8p 240 ! ; !
¥ Sisiic I B
A Diastolic 220 11 1 HH s
X Mean 200 . . ; 17 i
MMM 180 - | 1] ] = T Il
o
““‘"""uh 180 ] i 1 ! {|
140 I | T — - i
Thvoat Pack iy ] I ] ] 1 '
Thesat Pack ey 1200, } ] I ] 13 -
100 o 17 I ﬁ
l___ & 4 4 BN B u ] i
80 » e b A 1 T n | {.I
40 ] = T ! !
- ] | I I !
1 I = - :
” S N I | { i
0 ! [ f 1 i
1 L B 5 B 1 _ i
LAB Values ‘I F
T —— 1
= — F
Equipment Checked ang Temp: Indyction Regional: ;
d ;t;lctiom! 0O HMm O Fluid Warmer a O B:h':emny Specity:
Ocimrm O oyl o . R e s
7o Cvﬂﬁw@ e O Huger's 3 Cotton woor g Others “ o B R
B atswe... . [ Other _ =
BT EXG Leag O Mask  [sga
B tempsie Airway [ 0ral [ Nasal
0 FI0, Monitor ¥ e W cm
Agent Monitor 0O o@ ONasal gy
Puise Oximeter a tomy [J Topical
cipmm - o L T
Ventilator Anaesthesia: O Awake Di i - e ]
M Sy 0 o O Direct Vision Bolus: .. fh\"}bbmguw acaine| .
0 video Lalngoscopy O Stylette / Boygie Infusion Coh.ml ot Tnp Ruptecsupim
q ] ftored Anaesthesia Care O Fideropiic P
Position: Sy pat- Regional Biéa . Block Level Tﬂmé Ao Seposofiliomo-t |
B Pressure Points Checked Dﬂﬁcuwm;"m TPLS: i l:ownems:.........‘,...,.._%}m... affes. Aed Foo
et Line (Sizs & j RO e Tanspartzson o
B ot :::: ................................. fihd O sitat = gs PACU Oicu i
O Tape R (m] Semi-Closed Circle Relaxant Reversed O ves
B Pating |7 8] Yot 186 O Closed Circie
P twake Qv . . , : O Other . Name olwﬂacmr:..ﬁr..,cﬂ/&lb' fdho- |
Oow Signaiure of the Doctor -




’ _ | patient Sticker l

I

POST-ANAESTHESIA CARE

Received in PACU by < \pans

L

4
Rainbow’ . "
Children’s @ BirthRight
Hospital L
UNIT RECORD
)
\”\!’ ........ Time Received © I 1L L Tifne DISCRIGeM : .oocorvrsereee

- ——

EPOE= - ey

e ———

I

i o [T 250 | wCamuaSte: RO —
w 20 Wil e 1250 |0 Mesk 0 Nsal Prongs
£ = T o i ) et
2w RS 1| 200 | 3 0t AirwRy [ Masal Airway
i E X B A mEmmEmmEEEE |
- 8 o EEEEC 1| 170 | vomieg:  DOYeS B OV s
i 2 W = A L HH @ |wewe:  Dwe T
) v . EEEEEEEEEE m bl R 0 Yes AT
Ao ad AEEEEEEEEEE 130 | urinary Cameter: 0 Yes 2%
W « N W0 | cnesttioe: DY £t
s sEENEN o |woa s O o W
| R A VA | s B e, @0 M, QS
. % = EN O i, T Tl so | OralFeeds J§ S T ——
m | ‘5-:” 40 MR I [ 1 L] - ;2
| | v = EEmEEEEEE T =
10
‘ ‘g u )
s HH 0 T S
\ POST ANAESTHESIA SCORE IN MINUTES__{ g SCORING INTERPRETATION
1 (Modiied Aldrete Score) 30 | 60 | 90 |
i e e o Pk A Minimum TotalScore of 81s Required for
| Aoew move 0 volurRary of Of =0 Discharge
\ mnwmawuﬂv -i
| gl ! o = L _ Exceptions to this, are to be explained in the
B = 2 et et =2 owsmn i space below by the Discharging PRSicia:
BP:QUNMH =0
Fully Twake =
Arousable on cating =1  CONSCIOUSNESS Q_
ol respondng =0 —
Pink -2
mmmmm =1 COUDR 2
Cyanctic =0
PAIN ASSESSMENT AND MANAGEMENT FORM
4'\_ ’S Date Time Pain Score Intervention ' Signature

L

| I

pain ToolUsed: CINPASS DCIFLACC [ Wong Baker  ACINPS

Reassessment Frequency:
1 Emmwﬁwﬂmmedmﬂs

S . CH 2 mnmwammwhﬂmﬂtmmﬁmwm
Anaesthesiologist Name e Do, LI YT O B oo o s 24 e
: . . u, After 24 hours gvery 4 hours
Anagsthesiologist Signature. g/ . ’E‘?Z\gs ............ teces p bror o i rlving inferventon
Date & Time: O VIV A inin 30-60 minges e pan el LT
| (@/
PACU Nurse Name : Transterred to Unit by (PACU): ‘cp’M b
PACU Nurse Signature: - l‘?'b ......................... '

*Date & Time:
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| Rainbow® oy g ¥
Patient Sticker - Children’s | @ BirthRight
. - . !-iospital

BY RAINBOW HOSPIIAL 5
Department of Anaesthesiology

EPIDURAL ANALGESIA i.cCORD

DB .t revvemcssese Time: ... Procedure done ., i

CSE /Spinal /Epidural Position : ... SPACE :....ooo Technique (LORALOS)............

Depth: ... srsscanns Catheter at Skin ........... . Attempts ...

Parasthesia : Yes/No if B
g

Any other issues :

B N @
) st e

Delivery Details :  Time - e, APGAR: SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip Inspecteq -
Patient Satisfaction -

Discharge/Shifﬁng ordered by
Doctor Signature: ..

DoctEr Name:
Date and Time :
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Rainbow® . ey
Children’s . Blrtthght
i ALS
PATIENT TRANSFER FORM Hospital i s
— GUC-00094637 IP18-00036702
_Mrs B.BARGAVI .
AL TAARRATHY Date & Time of Admission Date & Time of Transfer Order
NG | g b gugy| 2iom @ #o2pr
Treating Consultant Name Transfer Orderedby Reason for Transfer
& : —. —Fulhe
v %swﬂgﬂ ev. oty , = (-
From Unit To Unit Information to Attendant
Y N
— ML s o]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
. = over to attendant
1 vp fle Yes[] 0
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity
1.
2.
3. -
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes [] No[]

Name & Signature of Person who is Transferring

/@@U;'\'

Name of Person Ordered Transfer

@' . C{'\;}Tr

Patient & Clinical Records Received by j

Date & Time of Patient Received :

2l z?%t??’m

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

"] Unavailable Bed

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

["] Nurse not Available

["] Available Bed not ready
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GUC-00084637 IP18-00038702
Mre B.BARGAVI

09-12-1090 28Y7TM220 {F)
Dr. AIBHWARYA PARTHASARATHY

U0 m A

iy
=

Date & Time of Transfer: 2 /|3 |26 (# 9 Lo 4 (e

Ao v *
5 ke 5_5;»-‘!-'&"’ PATIENT TRANSFER NURSING HANDOVER CHECKLIST
]

¢ ] TRANSFERRED TO: M LD

1 |Patient Identification |YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed Yo
b.Surgical procedure & correct site verified \/-£)

2 | Airway & Breathing i
a.0xygen delivery (mask/cannula/ventilator) secured TN
b.SpO: within safe range N
¢.Jf ETT: position confirmed, ties secure, cuff inflated N

3 | Circulation & Hemodynamic Stability
a.1V lines secured & infusion running correctly Y5
b.No active uncontrolled bleeding Ywe)
c.Last vitals recorded before transfer Vs

¢ |d.Central line hubs are closed N#
e.Dressing Intact AN

4 | Pain Assessment
a.Pain score assessed & analgesia given N 7
b.Reassessment done A

5 | Wound, Dressings_& Drains
a.Surgical dressing intact Yea
b.All drains fixed, output noted MR
¢.Catheter secure & urine output recorded vk Yz
d.Splints/casts/traction devices stabilized NA

6 | Medications Pre & Post-Op Orders
a.Medications due time noted p2e
b.Pre & Post-op instructions (NPO, position, mobilization) communicated Ve)
¢.Emergency meds given in OT (time & dose documented) A/H-

7 | Equipment Safety & Transport Preparedness
a.0Oxygen cylinder full & ambu bag at bedside P

© 7 |b.Bed/side rails up and brakes applied ' wpr
) ¢.Special positioning maintained as per surgery NB

8 | High-Risk Patient Safety (if applicable)
a.Chest tube: underwater seal below chest level [P
b.Epidural catheter secure, infusion checked AD
¢.Pressure areas protected (heels/elbows) oL

9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED A

10 |REPORTS AND LABS HANDED OVER N#

11 |BIOPSY/HPE SENT B

12 |Documentation
a.Documentation completeness Ve, L
Transferring Nurse: /‘(/QC_}},;‘- = i
Receiving Nurse : ik

Signature of Incharge:  C oA _C L A
: ' P

RCH/GDY/FRM/CLINICAL/598
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1t ks & hok B0 st Uhe Mo vwrmmmm

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

LR LY —

me: ...aLL..‘;.C.t.‘s:l:.’L..a ..........
0 ~ 26 kg/m’

LS — Height: . Lb.2X.Can... Weight:%g..:..g.}%.. BMI: 01 ~ 28 kg/m’

=80 kym'

Food Allergies: N\\V

Diagnosis: . EMERGENS A 73 C———

ypeofbiet Dlqud  ©Soft 0 Normal O Diabetic

l#\?égetarian O Non-Vegetarian OVegan

Diet Advised:
LiquidDiet—ORS/CoconutWater/ButterMIIk/BaﬂeyWater/Soups D
Normal Diet—Rice, Rotis, Dal and Soft Cooked Vegetables and Curd

SoftDiet-SoftRice, Dal and Vegetable Curries Soft Cooked, Cur@

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

‘HWO[ X Q*a.o_a‘)-:sa

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

“@n\'s | Attendant's Dietician’s

Signature: .. %L@ Signature: ﬁ’ﬁ}ﬁw(ﬁ’a%)
Name: (B)QRCLA\[]‘B * Name: ;A&@\A&?m..fbygnm

Date & Time: \\313%0,4?'3.9?1"\ r Date & TimMe: .......

¢.No.: RCH/FRM / CLINICAL / 195

ol leg(2.0.D)..15 56

eToy
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GUC-000945637 IP18-00
03670
Mre B.BARGAV! rez "

09-12-1999 Rainbow
‘ Dr. AISHWARYA P:t:t::s:::rm e Chlldren S . B“'thR'ght

WL Hospital_ | WSseaisss

Y RAIN
1t takas  lot 15 traad the R, Your Right to a Safe Delivery

SURGERY DETAILS

_ Date . .. 2}}4)2-1’
Patient Name: Mm&bmgaw .. Date of Birth: 312 )1 9.2 Age: 26Y...
sender: FEPAAE e WAL R UHID Noz I Y8277 136102
oatoof Surgery: . 212 DIOTA DIOT-2 R -3 C0T-4 D086 0T [7088 0T-2

Name of the Surgery : gmt’TgfﬂCjL«SH

Time in :. ALY gf’ ). Time Out 5'2";’?”’) wetis

NAME AMOUNT
. Surgeon WﬁlﬂﬂmyQPMfﬁﬂwﬂh‘y'Wﬂ* (67 2R ——
Assistant Surgeon W'PAWYE’T‘?
OT Technician N"%ijzm
Circulating Nurse cf/\!%ﬁw"fhyﬁ
6. Assistant Nurse i’v/fk[.%zw

PO T 2

o

Special Equipment: [ Laparascopy [ Broncoscope [0 Harmonic O Morcelator
[ C-ARM [ Cystoscopy O Versa Point [ Liver Cusa
1 Neuro Cusa D] ONEES wuvversnersemsssssssnsssssssssammasssssssss

—

Signature of the Surgeon Signature of Circulating Nurse

OFGBE NO: wusvsesiesnsmismassssssissssssassssssssssssssssessssssss Order by: ..

/@Ne/ /z**vc?ﬂ e
: |
Docu. No. : RCH /FRM / GENERAL / 114







‘ patient Sticker ';
I /i
\ Cimulaﬁnustaﬂ:....?\ AU |\ SRR

Anaesthesia Disposables
A ET tube
y LMA
3 £CG leads{AQP /N
. FIME fiter : A/ P /N
. Syringes : 10 6¢
: 050c
: 02 cc
4 01cc ~~
g Cautery plate P/N
1 AL\
1 NS : 1omi/ 71000ml
! Fontany!
£ Morphine
< Ketamine
: Propofol
Rocuronium
E Glycopyrolate
B Myopyrolate
g Ondansetron !
: Dancan 259/ Spinal Needle 22
1 Bupivacaine 0.25%
L Buplvacaine 0. 25%(Heaw)
™ Antibiotics
Suppositories
F mmol:mm!m;'ﬂﬂmg
1,H Supridol : 100mg

1 Justin : 12.5 mg / 25mQ

Tab. Misoprost /200mg

: Surgeon

DOC.NO..RCH!FRM!GENEHN-HZ.')

OFGEE NO. Tt

’ %m\bu '

CONSUMABLES OF OT e
5 Tecnﬁst/an/\(‘"’”‘ﬁ""\

— 1 Surgical Disposables

MajerPack LSL>
Sutures

b

92¢

Surgical blade
NG tube

Cautery pencil
Koochies

Qintments

Suction Catheter
Cap, Mask

Gauze Pack

Mop Pack

Steristrip

Underpad

Draw sheet

Abgel

Foleys catheter
Urobag

Chest Drainage Catheter
Romodrain bag
Bandage

Tegaderm

loban

Double J Stent
vaccum Suction set
Plastic Bad-Sheet A
Betadine Solution
Microshield

Cotton Balls

Latex Gloves
Ramdione Scrub
Saral

Wz
ainbow
Childrens % BII’tthght
Hospltal 5 RAINBOW HOSPTT

________._..--—-—-—"'_
M“ﬂhlsﬁm

Q,\\ \'1 T 1

Disposables anhy Side)

{s3ued Used -
|| InjVitK ( \
Cord Clamp  “—— |
\ Suction Catheter { € L RFE \
o | | Feeding Tube & (
vaccum Suction Set
Surgical Gloves [\ £ 2
7 | GauzePack \
syringedm/ | |
Surgical Blade # 20
Koochies (S)
\  Ime ‘A 2o it
nSo R 2~
AR
L0 WAL \
5 Tl
in o7
2~
b o 1
&
S [t
ey TP L
ENT L LS AR
\
2%
%
b
Nurse OT Techniclar

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







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

»
= .
%

Rainb‘b W Door No.157 to 160, Anna Salal, Guindy, Guindy Ghennai Tamil Nadu INDIA
600015
Children’s Tel No ; 044-40122444
Hos ital BirthRight
P _Muh';w VAT TIN : 33AABCR4014M1ZK CIN: L851 1DTG1998PL002991 €
DLNO:
Registered Office: 8-2-1201 03/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
\ Telangana. J

INPATIENT |SSUES AG AINST ORDERS M ORI e

IP No |P18-00036705 Ward 3F-NICU 1
Patient Name Baby BIO B.BARGAV! Bed Name NICU 308
AgelSex oyoMoD10H/ Male Order No 18-0001735745
Date 01/08/2026 06:12 prescription No PRIP18-0630297
Payor SELFPAY Dispensed Date 01/08/2026 06:14
UHID GUC-00094543
SNo ltem Name anufacture Name ___ Schedule Batch No Exp Date lss QTY Unitprice Not Amount
T DSYRINGE 1ML (BD) ?:g;r ON DICKINSON  GENERAL 5106011 03/31 1 24.00 24,00
,  DSYRINGS2SMLNIPRO)  NIPRO GENERAL 26B12K44 0131 1 1125 11.25
5 | INFANT FEEDING TUBE ROMSONS GENERAL G26D010693 03/31 1 68,00 68.00
4 Menadione Sod Bisul 1 ml HINDUSTAN LABS 0076 03128 I 30.00 30,00
5 Sn‘éﬂs'gng‘\mm“ ROMSONS GENERAL K26A010558 12130 1 91.00 91.00
6 | SUCTION CATHETERS ROMSONS GENERAL K25L.010489 11730 1 9150 91,50
— Toul: 315.75 31575

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN







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

¥ e

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

Rainbow 600015
Children's _ Tel No : 044-40122444
Hospital =" ' VATTIN: 33AABCR4OIAMIZK CIN:  L85110TG1998PLC029914
Ralnbow : :
DL NO:
Registered Office: 8-2-120/ 103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana. J
INPATIENT ISSUES AGAINST ORDERS ML LT (I
IP No {P18-00036702 Ward 5F-SEMI PRIVATE
Patient Name Mrs B.BARGAVI Bed Name SPVT 509
| AgelSex 26 Y 7 M 23 D/ Female Order No 18-0001735741
Date 01/08/2026 06:08 prescriptionNo  PRIP18-0630296
\ Payor SELFPAY Dispensed Date 01/08/2026 06:14
i UHID GUC—DO094537
|
I| S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
| ‘:,ﬂ'_‘“w‘” HEAVY 5MGINJ4  noon Laboratories Lt H KP1713936 01128 1 3147 3147
2 BIOXAMIC 500 MG INJ O lisin H C3BIO004 01/28 2 73.23 146.46
3 i‘gf"&fs'c INJAMP O3 Neon Laboratories Lid 45121 01728 1 31.10 31.10
|4 | DSYRINGE 1ML (NIPRO)  NIPRO GENERAL 26E02K28 04/31 4 2843 11252
'-l 5 | DSYRINGE ML (BD) ?;lgm“ DICKINSON  GENERAL 6072541 02/31 1 24.00 24.00
Il ¢ | DSYRINGESML(NIPRO)  NIPRO GENERAL 26C13K1T 02/31 4 21.56 86.24
| 7 DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 26812K44 01/31 4 11.25 45.00
| 8 ﬁg.&%ﬁmmnes s GENERAL 20326508G 05/28 3 32.34 97.02
B E\fﬂ(’ﬁ“ (OXYTOCIN) INJ oon L aboratories Lid M 091690 02/28 5 18.90 94.50
| 10 Wty (AUTO STOP)  ROMSONS K268010515 01/31 1 §25.00 525.00
|11 NEEDLE26112INCH Dispovan GENERAL 01654R 12/30 1 3.38 338
| ONDOKIND INJ 4 MG2ML  SWISS CRITICURE BA26025 01/28 1 12.72 1272
3 g;zﬁeggass"o‘ﬁg“;gb‘“g t GENERAL 6268040107 01/31 1 336.00 336.00
| 14 ggg;’g;‘fss;h‘:‘g“; Jopke- GENERAL G26A040056 12130 1 336.00 336.00
11 15 2?&?5%&:«%?1%%!%" Erbee GENERAL 2510302408 10027 1 1.275.00 1275.00
'|1 16 gbg?g:ﬁ CLOSED R Kbl India 10262104 03/29 4 69.84 279.36
| v Ig&’;ﬁgm DEVICE- Bbraun Medical PviLtd  GENERAL 24M22A8141 11129 1 2812 28.125
1‘] Total : 2,858.05 3,463.89
|
for RAINBOW CHILDREN'S MEDICARE LIMITED
| _
Receiver Name

| Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

| Prrinted Time : 01-08-2026 06:14







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

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

) ] 600015
Children's _ Tel No : 044-40122444
Hospital """
1 Rainbaw VATTIN: 33AABC R4014M1ZK CIN: L85110TG1998PLC029914
\ DL NO :
\ Registered Office: 8-2-120/103/1,Survey No.403 Road No.2,Banjara Hills, Hyderabad 500034,
1 Telangana.
| MR TR R e
Ii INPATIENT ISSUES AGAINST ORDERS
h 1P No |P18-00036705 Ward 3E-NICU 1
| Patient Name Baby B/O B.BARGAVI Bed Name NICU 308
| AgelSex 0YOMOD 10 H/ Male Order No 18-0001735746
Date 01/08/2026 06:12 Prescription No PRIP18-0630295
| Payor SELFPAY Dispensed Date  01/08/2026 06:13
|
| UHID GUC-00094543
\
|
| S.No Iltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
| faca Microptic gloves- H 2603019005 03129 2 128.00 256.00
| 2 ﬁg‘éﬁéﬁi@f PLY(S  gapuji Surgicals GENERAL M2641119 04/30 2 100.00 200.00
| 3 KLICK CLAMP ROMSONS G260040017 03131 1 42,00 42.00
{ Total : 270.00 498.00

for RAINBOW CHILDREN'S MEDICARE LIMITED

Receiver Name

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

e

| Printed Time : 01-08-2026 06:13

Fage 1of 1

m\—







RAINBOW CHILDREN’S MEDICARE LIMITED
) Rainbow Children’s Hospital - Guindy
o
? = % Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow §00015
Children's _ = Tel No : 044-40122444
Hospital ontow  VATTIN: 33AABCRA014M1ZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
TR T LI e
INPATIENT ISSU ES AGAINST ORDERS
IP No 1P18-00036702 Ward 5F-SEMI PRIVATE
Patient Name Mrs B.BARGAVI Bed Name SPVT 509
AgelSex 26'Y 7 M 23 D/ Female Order No 18-0001735742
Date 01/08/2026 06:08 Prescription No PRIP18-0630294
Payor SELFPAY Dispensed Date 01/08/2026 06:12
UHID GUC-00094537
5.No [Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
CAUTERY PENCIL The Advanced
1 (ADVANCE) adiimad GENERAL 250824 08/28 1 1,303.00 1,303.00
DISPOSABLE APRONS ;
2 STERILE XL Mediblue 15072026 06/29 2 120.00 240.00
3 g.nﬁcure Microptic gloves- H 2603012005 03/29 3 128.00 384,00
ENCORE MICROPTIC
4 C OVES.7 PF ANSEL 2604014105 04/29 3 128.00 384.00
AUZ SWAB 10X 10C s
5 ?zp‘ﬁsss*;_ﬂk\f‘ 0CM  gapuji Surgicals GENERAL M2545021 11129 3 123.00 369.00
6 LSCS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
7 MONOCRYL 3-0 NW 1326 ETHICON SUTURES-J&J C1 T6003 12/30 1 1,066.00 1,066.00
MOPS 30X30 BPLY 65 X-  DATT MED!
8 RAY PRODUCTS H M2642SF051 05/30 2 949.00 1,898.00
NITRILE EXAMINATION
a N OVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
Aculife Health Care
10| NS100MLACCULIFE -EH by {td(Nirlf 162613680 02/29 1 44.93 44,93
11 PDS-11-0 NW 9352 ETHICON SUTURES-J&J T5005 08/30 1 1,026.00 1,026.00
12 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010726 06/29 2 250.00 500,00
QUICKSUITE OT TABLE
13 SHEET MIDLINE SUITEL H 2606201 06/31 1 775.00 775.00
RAMADINE SOLUTION 10%  RAMAN & WEIL PVT
14 100 ML LTD RC126036 04/28 1 103,00 103.00
45  SURGICAL BLADE 22 Surgeon GENERAL 22C010126 12/30 1 767 7.67
UNDERPADS CARE 60 X 90
16 (FRIENDS) 18072026 12/30 1 205,00 205.00
17 VACCUME SUCTION SET ROMSONS GENERAL K260010296 03131 2 811.00 1,622.00
1§  VICRYLPLUS1 VP-(2347) ETHICON SUTURES-J&J C1 T5072 10/30 1 951.00 951.00
Total : 10,265.60 13,628.60

Receiver Name

Frinted Time : 01-08-2026 06 12

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN







r RAINBOW CHILDREN’S MEDICARE LIMITED
: Rainbow Children’s Hospital - Guindy
Yw
\ L= & Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
- Rainbow 600015
iﬁ Children's _ .- Tel No : 044-40122444
] irtnsig {
l‘ Hospltal kit VAT TIN : 33AABCR4014M1ZK CIN: L85110TG1998PL0029914
I: DLNO:
| Registered Office: 8-2-120/103/1,Survey No.403,Road No.2 Banjara Hills, Hyderabad 500034,
Ll_ Telangana.
| IR TTT T e i
' INPATIENT ISSUES AGAINST ORDERS
IP No |P18-00036702 Ward 5F-SEMI PRIVATE
Patient Name Mrs B.BARGAVI Bed Name SPVT 508
AgelSex 26Y7M23D/ Female Order No 18-0001735787
Date 01/08/2026 08:24 Prescription No PRIP18-0630324
. Payar SELFPAY Dispensed Date 01/08/2026 08:25
| UHID GUC-00094537
§.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
| 1 ACUGYL 500MG INJ H1 1A260008 04/28 1 22.03 22.03
'I Total : 22.03 22.03
' ‘or RAINBOW CHILDREN'S MEDICARE LIMITED
Recelver Name Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN
|
|
|
Jerintod Time - 01-06.
¥y 2025 08:25







