1p18-00036581

i Chlres | Qirsion

SURGERY DETAILS

Date : J'f SR
Patient Name: ./ 3. . PQ.I[’JmlD&gA Date of Birth: ZEJC( Jf‘?'f P 8%1{

GONGE: o Ward: o UHID No.:. cﬂ(H'l
Date of Surgery: b‘)@lq[lﬁ gor-1 Oor-2—807-3 O0T-4 CJ0BGOT-1 [J0BG0T-2
Name of the Surgery : Sbc\\mb‘m
‘ €
Time In Lt?ro‘\% Time Out FJ\
NAME AMOUNT
1. Surgeon qIL T 2 Te ot

1... /mﬂn_m‘:ﬁzj fm mdh‘ﬁ'ajdjofafm.....m.

2. Anaesthetist .o IOV AESNAS A S Pwae.&
3. Assistant Surgeon : (... IUUH"% I J"‘ad.mm b
4. OT Technician \W Sl
5. Circulating Nurse :. {’\1 Lrsac..
6. AssistantNurse S'A.E A\Qﬂ LaA
Special Equipment: [0 Laparascopy [0 Broncoscope O Hanﬁonlc [ Morcelator
O C-ARM [ Cystoscopy O Versa Point [ Liver Cusa
[ Neuro Cusa [0 OBROIS occiisiommmsissssisiisasossansansssis
ec r" Fihtﬁ".&"l dowe.
Q’ © . 60%—&/\
Signature of the Surgeon Signature of Circulating Nurse
OFBBE - NBZ iivisininsiniiruimsiniicissussinissnisase asonasssnanysasevs Order bY: vevvevnrieinnnnns

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







—/‘"\I‘W"‘ff. P TergeTTe TG R TTTERrTT T T T Ty Ty TR e oo

p——

SN

e e e

Patient Sticker
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Cm:u!atmn staff : (’/{ o Ltj ir
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% CONSU ABLES OF OT

9«2/& LY. Time:

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

Z

Rainbow® . L.
Children’s & BirthRight
Hospital BY RAINBOW HOSPITALS
It bies 0 ot 0 et The MSe. Your Right to a Sale Detivery

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

Anaesthesia Disposables wsves | usea | SUrpical Dispdsables mm’ uses| Disposables (Baby Side) | " .,
ET tube ~ | MajorPack /S [ mvitk A !
LMA Sutwres 9 2, g | CordClamp !
ECG leaasﬁ?f)P IN 3| 12 9.( 2 | Suction Catheter
HME fiter : X/ P / N ; a3 5 | | | FeedingTube [ o |
Syringes :10cc | ' Vaccum Suction Set
05¢cc % | coves bl P G| Surgial Gloves
02¢cc 4 ok Ao p} | | GauwePack
0lecc ) é f/n e "2,,, Syringe il / 2mi
Cautery plate ,67)?; N V| Surgical biade” 97— || Surgical Blade # 20
IV set NG tube | Koochies (S)
RL_ AN &4 | Cautery pencil ~ I [ Qpvak  peeplel?
NS : 10mi / 10675 5005-( 1000mi O3} Koochies | ?S‘éqﬁamwﬂ Y
QYA Qintments Neeple. 0bXiwa ~ b\
_ng bt O e Suction Catheter i —E‘ﬂ—m Db |
Fentanyl i Cap, Mask ) QL ick !:Lg §|,¥ ]
Morphine Gauze Pack A2 ALoty hnom /
Ketamine MopPack - 2| dpow mom ped fideb> /
Propofol Steristrip aly gy y
Rocuronium Underpad |_— A 2.y wipes /
Glycopyrolate Draw sheet @ ‘7 X
Myopyrolate Abgel (oo 7] =
Obdansetron Foleys catheter 2-Z F" 0l rare & ’
Pencan 25¢/ Spinal Needle 22 Urobag e Btoqouw N 2H
Buplvacaine 0.25% Chest Drainage Catheter [ 4|
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
BEIORSS || Teoaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg e Vaccum Suction set _— 3 '
Justin : 12.5 mg / 25mg {100mg) { | Plastic Bed Sheet N
Tab. Misoprost: 200mg (5 0~ | | Betadine Solution_~~ Q-
D.iggtey  tom( Y Microshield
LAY B } | Cotton Bals
LA oSt 9 | LatexGloves -~ ie
vEVED P 120 | | Ramdione Scrub Y2,
Saral
Surgeon Anaesthesiologist Nurse OT Techniclan
DrleriNo. & siimasnsuiism e e Oroored BY : ...iccisissasisarssnsssasensasisiosnsssersrasnins
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
Lw
i = . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's % Tel No : 044-40122444
Hospital = Brthan
Rainbaw VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
IR LT T T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036581 Ward 8F-OT COMPLEX
Patient Name Mrs RASHMI DAGA Bed Name PRE OP 806
Age/Sex 38Y 9M 24 D/Female Order No 18-0001731618
Date 22/07/2026 18:56 Prescription No PRIP18-0628695
Payor SELFPAY Dispensed Date 22/07/2026 19:00
UHID GUC-00094172
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
Biocare
1 BIOXAMIC 500 MG INJ Phamaoedisil H C3BI0004 01/28 2 73.23 146.46
2 ﬁg‘?ﬂ’ﬁf“ IAMPER  ntoborma el 097133 08127 2 318550 637.00
3 DSYRINGE 10ML (NIPRD)  NIPRO GENERAL 26E02K29 04131 5 28.13 14065
4 DSYRINGE SML.(NIPRO) NIPRO GENERAL 26C13K17 02/31 3 2156 64.68
DSYRINGE EMERALD SML  BECTON DICKINSON
5 BP (8D) (80 5322615 10/30 1 12.00 12.00
6 DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 26B12K44 01/31 4 11.25 45.00
: Aculife Health Care
7 DWATER 10MLAMPULE & VtLIG(NirF H 2254216 10/28 4 2.58 10.32
8 &gﬁE}LECTRODES IMS GENERAL 20326508G 05728 3 32.34 97.02
9 EFIPRES INJ 30MG 1ML NEONLABORATOREES |, 1231095 01728 1 45.90 45.90
10 E‘ﬁfohﬁ'“ QXVTON N, oo Esbrcratorioslsd (14 091690 02/28 5 18.90 94.50
11 NEEDLE 26 12 INCH Dispovan GENERAL 21664D 04/31 1 2.66 266
PREGELLED SURGICAL
2 s (ADULT) Erbee GENERAL 2510302409 10/27 1 1,275.00 1,275.00
RL 500 ML CLOSED Fresenius Kabi India
13 SrerEw Pt Lid 10262104 03/29 4 69.84 279.36
SPINAL NEEDLE 25G 90MM  BECTON DICKINSON
W HITREARE (8D) 2512026 11130 1 448.50 448.50
15 TROPINE INJAMPO.SMGIML NEONLABORATORIES |, SM038138 11127 1 7.30 7.30
16 VENFLONI-18G {BE’%?TO" DICKINSON  engraL 5305505 10/30 1 321.00 321.00
Total : 2,688.69 3,627.35
for RAINBOW CHILDREN'S MEDICARE LIMITED
Recoiver Naimia Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 22:07-2026 19:00 Page 10of 1







RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
. l“: s Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow a 600015
Children's =  1¢/No: 04440122444
Hospital ~ Brthron VATTIN: 33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
Rainbaw : :
DLNO:
Registered Office: 8-2-120/103/1 ,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS LV TN T
IP No IP18-00036584 Ward 6F-PRIVATE
Patient Name Baby B/O RASHMI DAGA Bed Name CRDL-PVTB12-1
Age/Sex OYOMOD2H/Female Order No 18-0001731619
Date 22/07/2026 18:58 Prescription Ne PRIP18-0628694
Payor SELFPAY Dispensed Date 22/07/2026 18:59
UHID GUC-00094183
S.No item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 1ML (8D) ﬁfoﬁw” DICKINSON  Generar 6072541 02131 1 24.00 24.00
2 INFANT FEEDING TUBE-6  ROMSONS GENERAL G26E010069 04/31 1 68.00 68.00
3 Menadione Sod Bisul 1 ml HINDUSTAN LABS 0076 03/28 1 30.00 30.00
Total : 122.00 122.00

Receiver Name

Printed Time : 22:07-2026 18:59

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1
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Hospital  Birth?o

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

- Rainbow VATTIN:  33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
INPATIENT ISSUES AGAINST ORDERS U TR I T
IP No IP18-00036581 Ward 8F-OT COMPLEX
Patient Name Mrs RASHMI DAGA Bed Name PRE OP 806
Age/Sex 38Y9M24D/Female Order No 18-0001731616
Date 22/07/2026 18:56 Prescription No PRIP18-0628693
Payor SELFPAY Dispensed Date 22/07/2026 18:59
UHID GUC-00094172

Receiver Name

Printed Time : 22-07-2026 18:59

Total : 8,756.09 16,342.74

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Page 2 of 2







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

L
d g . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children's @ Tel No : 044-40122444
Hospital BirthRight
Rainbaw VAT TIN : 33AABCR4014M12ZK CIN: L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
R T T,
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036581 Ward 8F-OT COMPLEX
Patient Name Mrs RASHMI DAGA Bed Name PRE OP 806
Age/Sex 38Y9M24 D/Female Order No 18-0001731616
Date 22/07/2026 18:56 Prescription No PRIP18-0628693
Payor SELFPAY Dispensed Date 22/07/2026 18:59
UHID GUC-00094172
S.Ne Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
BABY DIAPER NEW BORN
1 TEDDYS 108 PAGK H 18072026 12130 1 255.00 255.00
CAUTERY PENCIL The Advanced
2 (ADVANCE) ol GENERAL 250824 08/28 1 1,303.00 1,303.00
3 'éf;m Microptic gloves- H 2603019005 03/29 6 128.00 768.00
ENCORE MICROPTIC
4 GLOVES7 Pr ANSEL 2604014105 04/29 1 128.00 128.00
5 ;gtELSEg‘“THETER 2R rokied General 26102824 12/30 [ 249.00 249.00
GAUZE 7.5X7.5 12 PLY (5 .
6 NOS) NON XRAY Bapuji Surgicals GENERAL M2641150 06/29 1 100.00 100.00
GAUZ SWAB 10 X 10 CM "
7 12PLY 55 XRAY Bapuji Surgicals GENERAL M2645010 03/29 3 123.00 369.00
g STISUPPOSITORES 100 oo | sratrisc it i BLNP274055 1228 1 1874 18.74
9 LSCS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
MISOPROST TAB
10 60OMCG1S CIPLA LIMITED H 6GH0162 08/27 1 105.12 105.12
11 MONOCRYL 3-0NW 1326 ETHICON SUTURES-J8J C1 T6003 12/30 2 997,00 1,994.00
MOPS 30X30 8PLY 55 X- DATT MEDI
12 RAY PRODUGTS H M2642SF029 03/30 3 949,00 2,847.00
NEW MOM DISP
13 MATERNITY PAD FIXATOR - DYNAMIC TECHNO General 185510 04/31 1 221,00 221,00
XL
NEW MOM DISP
" MATERNITY PADS MaxiPAD DYNAMIC TECHNO 0153715 03/31 1 204.00 204.00
NITRILE EXAMINATION
15 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
Aculife Health Care
16 NS 100ML ACCULIFE - EH Pt.Ltd(Nirfif 18260029 04/28 1 21.01 21.01
17 NS 500ML CLOSED BOTTLE  Denis Chem Lab Lid H 10262048 03/29 4 94,55 378.20
18 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010626 05/29 1 250.00 250,00
RAMADINE SOLUTION 10%  RAMAN & WEIL PVT
19 100 ML LTD RC126036 04/28 2 103.00 206.00
SGLOVE #6.5
20 (SURGICARE) ICARE (KANAM LATEX) GENERAL 6F103 05/31 2 91.00 182.00
21 SGLOVE #7.0(SURGICARE)  ICARE (KANAM LATEX) GENERAL 26B5016M 01/31 2 91.00 182.00
22 2?;2;"5 #8.0(SURGI KANAM LATEX GENERAL 22C3394KV 02127 1 75.00 75.00
23 SURGICAL BLADE 22 Surgeon GENERAL 22C010126 12/30 1 7.67 7.67
UNDERPADS CARE 60 X 90
24 (FRIENDS) 07072026 12130 1 205.00 205.00
25 VACCUME SUCTION SET  ROMSONS GENERAL K26D010294 03/31 2 811.00 1,622.00
26 VICRYLPLUS 1 VP-(2347) ETHICON SUTURES-J&J C1 T5072 10/30 2 951,00 1,802.00

Printed Time : 22.07-2026 18:59

Page 1of 2







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

%

{ = Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
. Rainbow b 600015
Children's = Tel No : 044-40122444
Hospital BirthRight
Rainbow VATTIN: 33AABCR4014M 1ZK CIN: L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
UL TN T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036581 Ward 8F-OT COMPLEX
Patient Name Mrs RASHMI DAGA Bed Name PRE OP 806
Age/Sex 38Y 9M 24 D/Female Order No 18-0001731617
Date 22/07/2026 18:56 Prescription No PRIP18-0628692
Payor SELFPAY Dispensed Date 22/07/2026 18:58
UHID GUC-00094172
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
BABY WIPES 728
1 BUTTERFLY H 44RW44GU 03/28 1 299.00 299.00
Total : 299,00 299.00

for RAINBOW CHILDREN'S MEDICARE LIMITED

A d
Receiver Name uthorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 22-07-2026 18:58 Page 1 of 1







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 Bll’thr{.:’;.‘ t
Rainbaw VATTIN: 33AABCR4014M 1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1 ,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
U T T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036584 Ward 6F-PRIVATE
Patient Name Baby B/O RASHMI DAGA Bed Name CRDL-PVT612-1
Age/Sex 0YOMODZ2H/Female Order No 18-0001731620
Date 22/07/2026 18:58 Prescription No PRIP18-0628691
Payor SELFPAY Dispensed Date 22/07/2026 18:58
UHID GUC-00094183
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ﬁgg)zﬁghf’;f‘gf PLY®  Bapuji Surgicals GENERAL M2641150 06/29 1 100.00 100.00
2 KLICK CLAMP ROMSONS G26D040017 03/31 1 42,00 42.00
Total : 142.00 142.00

Receiver Name

\Printed Time : 22-07-2026 18:58

for

RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 0of 1
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Rainbow" : s
Children’s @ BirthRight
HOSpilal B RAINBOW HOSPITALS
1t A A 1 bt W PTI Yeur Righ 10 @ Safc Dekvery

PATIENT DISCHARGE INTIMATION
FROM NURSING STATION

Name of the
UHID No: ...

Ward: .........

CLEARANCE FOR DRUGS AND DISPOSABLES BILLING

Date: oZKJ{?‘[Q«,QJ

GUC-p0094172
Mrs RASHMI DAGA

;a-ns-wsr IBYIM26D (F)
7. AISHWARYA PARTHASARA

Y-

1P18-00036581

Certified thatin respect of the above patient:

O a
O b
O c
a d

O e

patient Authorised Sign Nurse Sign

Dale: ....ccoiorsecinsisionsses Date: ... . e b\
THMRL.. i mitaws Time: .. 4... Q e X

Docu. No. - RCH /FRM / GENERAL / 117

There are no drugs for return

Emergency cupboard issues have been replenished
No pending indents arethere againstabove patient
Checked the bed side cupboard of the bed

Checked by the patient’s Mother/ Fatherin the room







£,
£ )
4

GUC-00094172
Mrs RASHMI DAGA

28-09-1987 u'rsuzsn {F)
Dr. AISHWARYA PART

1P18-00036581

DISCHARGE TRACKING SHEET

- |AME OF CONSULTANT-
OOR- ﬁﬁ Foo7 N

Ui i
; “WARKS | <To be
N R B A R
\ E Admin
S >
Acﬁ\fit\’SHeEl ) /}Lh ’aﬁ
update by O\
Nursing T
Activity Sheet
update by : w/
Pharmacy
N

7

4







wmamoc TR Do MO L - (22011 S

28-09-1987 3; yg "
Dr. AISHWARYA b UL, 55 22

| I noow | @ BirthRight
. 'ACTIVITY RECORD FOR BILLING WM i |

Name: ""\?:SQ%H’M] %Mﬂ' i
UHIDNG: ....orsmsmassicsiscnsiissiiisisiiinions IPNOE ereeeresmmsmeotoresmoresees Consu!tarrk%r& ﬁi&humtg%oeptwg ..........

Date of AdmiSSION: .............cocevmecrceeree TN oo Date of Discharge: ... Time: ........
ROOM /BOANO: i WO i Stiggosied Bllablo O ypes ...
WARD TRANSFERS

ﬁ Date Time : From T Signs?re of Nurse

N I T Lo I
Qalal g, & el 34 MUy %ﬁﬂﬁw{
&‘b\}\w oM ALA ot (95N la&rﬂf

. CROSS CONSULTATION VISIT

Doctor Name ~ Date Order No. Signature

@ 1 phC 2> |5 o2 b ’#}43 %V

8.

| 9.

10.

Docu. No: RCH! FRM/ GENERAL/ 145




INVESTIGATIONS

-

Date Investic —I“-was Order No. Signatl::re
)')\'Sr['ub B¢ &60235%(/ %’Hﬂ
2>\ s Crs -;&m}t:%/ /-ﬂf?
‘,2(-?(/ £[24 L BL 0255122/)? 2 ¢/ M
4 }:’r(/ !nw(// 0 W At
-
Plr 30U iz / e DT“_T}/ o= <f,,'£}#/_/
=7 i e / // 7 Torg 7 — | 0-%7
, ] Daic acid >
( JJ E//
92 J#[2hl raC o?é&l?b/; e




I_VF&AL EQUIPMENT ( WARD & ICU)
' ; fie Name of Equipment Con}?;(;ﬁng Discg_rlar:icting yder/ No. Si.g-naw

'llj;‘?/fz\ﬁwb N m i\ g’&qq iﬂ%g‘g )
’Dﬁ Nechuniod 500 ’Q‘?’\;ﬁ?r“ A\l le

\




PROCEDURE

Date Procedure

) Y

Quantity Order No. Siﬁnatur'e

&QlﬁL‘}Q

N ™

5.;:153'3;{;,

XY tlx\mmf*

L\ P(u tamoumt-

14316 327 Mg_
ln o ./

loo] 4|5

LOPREC Cpc s oouid '

e —

2214 bt

PRBC _1g¢(tod .

catholeduomy

00 1426
Q_‘im rﬁ\ \Mﬁ‘u\“\

Q2XX0OP

f#32 cgg‘@"’""f =

1722 (SY

D[*TAIQ‘}{Q,?’?{)??{/ Dy
v d’_ 7

&g&r

~ <)
ﬁ@@@@gg

ANY OTHER INFORMATION:

CL— (5.6

AsaskS
...... ootk 3t

gﬁw

ovAsheaini.
4 A0.peny...

N - VO (7779 - S

| Date:&@,{(..{..a:_}ﬂ.'zq/é, 111 O—

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

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

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

A0 Pn &c Bamlmm .................................................................

Preparad BY: ........cmimimisisssiiinsssnsnsassossisissassasesseasssssssn

Shift / Ward

Staff Nurse
e
are]

Billing Assistant Billing Supervisor

o ——————— e —



Wainhow ( )
Childyen's L Firthl<ight

Hospitil

GUC-00094172 1P18-00036581
s M G N — - iy
I vaumt DISCHARGE TRACKING SHEET

D“Tl\s\biiimmi“ﬁmmm FLOOR- bw}hﬁm INANE OF CONSULTANT-

ACTIVITY TIME NAME & REWIARKS <To be
SIGNATURE filled by
Admin>

Discharge

Announcemeént

h INTIME | ouT ¢

.| TIME )1 L8 .
Arrangement of File qg_gﬁf a 1ok ‘\ s |-

by Nursing
Preparation of
Discharge Summary

Finalization of
discharge summary
Transfer of file from
Ward to Billing Dept
Bill Processing

Audit Clesrance

Billing Clearance

Physical Clearance
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—
gﬁ'ﬁh"}%‘.}’-s ‘EirthRoight“
e TDAMO S~ ospita RAINEOW HOSPITALS
PATIFNT YO8 * e FORM Hospital | (@) srumeonovmns
hzqa;-“n:‘I?t‘::s‘l?m DAM;‘ yomz4D (P 5
Dr. AISHWARYA PARTHASARATHY Date & Time of Admission Date & Time of Transfer Order
(LT P P> [ 22]4ba0b © e
Treating Consultant Name Transfer Ordered by g Reason for Transfer

Ds- ﬁf&%uma%

Ex.ﬁi\?jmjaﬁ&~ Pus e gls

From Unit

To Unit

b™f oot

Information to Attendant

' Yes No
~ na i
: Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
o ' clinical documents. If any handed
over to attendant
CQSQ&EQQ_—Q:F — Yes D No M
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ftem Name Quantity
1.
2.
3.
4,
~
i .
™ Shifting Summary / Notes Written by Doctor - YES,E/ /mn O

Name & Signature of Person who is Transferring

&{”F " Olbees

Name of Person Ordered Transfer

Patient & Clinical Records I{iaceh;ed by:

Date & Time of Patient Received

251\

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

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

(] Nurse not Available

(] Available Bed not ready







GUC-00084172 1P1800036581

& ]

Mrs RASHMI DAGA 2 b; ”
za-us-mr 38YOM25D  (F) linbow . . .
ASHWARYA PAREHRERRATHY ildren’s @ Bll‘tthght
|| " yspital . B8Y RAINBOW HOSPITALS
5 a ot I treat the Btle Your Right to a Safe D2l

BLOOD PRODUCTS TRANSFUSION MONITORING FORM

Date: . Time: ﬁm ...............................................

Blood Group of the Patient: . th&@uu ..... Blood Group on the Blood Bag: .. "'B ﬁl&,du-u .......................

Blood Bank Issue No: .. c@Tq2D o Date of Collection:c 203 ).2%........ Date of Expiry: 31]3)2”5 .......
Date & Time of Starting Transfusioro‘ﬁh}ﬂb.a-ﬁ.%. Planned duration of Transfusionzﬂ'bl?l\lbm.‘I.ﬁm,.,..,..,.
Check for Correct Unit: \—Torrect Patient: ¢__—

™ Blood products cross checked by: Nurse 1C}3 /JCP we e . Nurse 2: C\%JNC?LILM

~ Before starting transfusion vitals: Temp: %Lq HR.24\ed RR: Jé-ﬂuk BP: )A0FO  Spo0,. loy

PLEASE MONITOR THE FOLLOWING:

Date | Time | HR |Temperature ngggre $p0, Q;syh Rfizfgrs o rﬁg:sness A;r% gg:ﬁr
ot Ml | Gt hlgo e | —| | = | -
—_ﬁ‘_‘?ﬂlﬁqm loldalqay. | — - — ||

|opA”_potut uoleo [Jooy. | « | -~ — —

PR [yt wito |48 | ~| |~ | ~

PSP | Folut ey (0gy |~ | —| -~ |~
tPof|A)ut bowo lqaw | — | —| — | ~

TR By Hylw mg [ B2~~~ | -
9|4 | 1Bn ffﬁlwcnu:\. wwe. lqan| — | - - —

COMMENtS: .. w ...... .}) oocl.. ,Q}w\) %aim ............ MNao....cdls

LA

..... i, ST - 1) g

Name of the lncharge-NurseCﬁlCPmdﬁfd .......... Name of the Nurse: . Cﬁ lf\u..o.

10“%’6 Signature of the Nurse: C?Lu,(lu .....................

Signature of the Incharge-Nurse: ..., £
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Compatibility Report
[Patient's Name : Myd-R alhmd Dmﬁ.a Age/Sex 38}{," F
IPatient‘s Blood Group & Rh Typing v o) Pﬂ,?
GUC No QY172 Ward Lp /2 lorderNo
[Bag Blood Group & RH Typing é,/aﬁ,ﬁ Date 2) R4 [Time | & PN
S.No Bag Number Components Date of Collection Date of Expiry Seg No
P 299 3 Reltol | zv/efob -
A pybl | op ok | 31)8f2b  |ETqlqe0d
"

Major X Matching :

SalinefAlb7ARG/Colum (Gel)

Minor X Matching :

Saline/Alb/AHG/Colum (Gel)

Cross Matched By:
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Medical Officer:
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Rainbow®

: . . | Children’s
515&?&!93& Hospital

Your Right to a Sale Delivery It takes a lot to treat the litthe.
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CONSENT FOR BLOOD TRANSFUSION

GUC-00094172 1P18-00036581
Mrs RASHMI DAGA
Patient Name @ .......... 26-09-1987 BYIM2AD  (F) Leererierenenes -V [ R Gender f.reeasraranraneas
Dr, AISHWARYA PARTHASARATHY
UHID NO S AR ) — WU VERT—
Type of Blood Product : T L ... Rt
| [ SETT— Mrs :Rashmi...... @a%o\ ............................ 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 thatany 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 Patientnamed ..... M RJM[/:W ...... Qﬂr?a—% .............................

Name of Patient / Attendant s+ Radhors (D‘wa‘“ / .AYP‘%
Signat f Patient / Attend ' o
ignature of Fatien endant W

Date 22 \@:}Im% ,
Time :

Relationship with Patient:
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e [ Rainbow Children's Hospital - Guindy
Ra[n bow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai +Tamil Nadu, INDIA ,600015.
Children's < TEL NO :044-40122444
Hospital bt .;: : WEB : https://rainbowhospitals. in
LRainbow

ADMISSION SHEET

Registration Details :

Admission No : |P1 8-00036581 Admit Date 22-Jul-2026

ST T T T e T,

Admit Time :01:08 PM UHID 1 GUC-00094172

Patient Details :

Ce \;tor Details :

Doctor Name : Dr. AISHWARYA PARTHASARATHY

Referral Doctor  : pr. Aishwarya Parthasarathy

Co-Consultant

Patient Name : Mrs RASHMI DAGA Age :38Y9M24D
Guardian * Mr ARPIT RATHI DOB 1 28-09-1987
Gender . Female Religion
Occupation Martial Status
Address (H) : B904, SAND SOLITAIRE APARTMENTS, SAKTHI Phone No : 9393632363/ 9533049617
NAGAR, PORUR, CENNAI Porur Kanchipuram .
Tamil Nadu INDIA 600116 E-mail + NO@GMAIL.com
¥ =
£y ! :
+_nission Details :
Bed Type : DAY CARE Bed No :PRE OP 806 Ward Name : 8F-OT COMPLEX
RoomNo : PRE Op 806 Admission Type : First Visit
Contact Details :
Name © Mr ARPIT RATHI Relationship : Husband
Contact Address : B904, SAND SOLITAIRE APARTMENTS, Phone No 1 9393632363
SAKTHI NAGAR, PORUR, CENNAI Porur
Kanchipuram Tamil Nady INDIA 600116
%ignature
-—ﬁ_

Specialisation OBSTETRICS AND GYNECOLOGY

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount :0.00

Payor Name . SELFPAY

Printed Date / Time - 22/07/2026 13:11

Printed By : 607335

Page 1 of 2







G . Rainbow Children's Hospital - Guindy
Rainbow . Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai .Tamil Nadu, INDIA ,600015.

Children's ol TEL NO :044-40122444
Hospital o WEB : https://rainbowhospitals.in
~ Rainbaw
g—EN-EE&'-Lim_&EJEIJ'_F_QR_‘l'_BEAHg]gN_-[
Patient Name: Mrs RASHMI DAGA Age : 38Y9M24D
IP No: IP18-00036581 Sex: Female
Consultant: Dr. AISHWARYA PARTHASARATHY Ward/Bed No:  8F-OT COMPLEX/PRE OP 806

a);ﬁ consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
i irance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the

of ) of the patient.

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

"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
clance. In case of failing the s Ibmission, | will pay 200/ Rs.

(Raeivers Signature:....tﬁ [P

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.
Tf

Signature of Patient/Relative; » )ﬂf

Name: Af.r it  PRallw Patient Address:

BI04, SAND SOLITAIRE APARTMENTS,
Husband SAKTHI NAGAR, PORUR, CENNAI Porur

; N Kanchipuram T il Nadu IND|
Date: 23to laoa t, Time: ¢, (1 Pm sc?o?ulspur m Tamil Nadu INDIA

Wittness Name: m

Wittness Signature: %ﬂ‘ﬁ‘f

Relationship:

Printed Date / Time : 22/07/2026 13:11 Printed By : 607335 Page 2 of 2
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BILLING POLICY

» Billing Cycle: - Bed charges will be calculated based on I12PM 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.I, guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through
Credit Card/ Debit Card/ NEFT / RTGS / Demand Draft and Online Payment.

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

» If the Surgery/ Procedures performed in emergency hours (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 al] Insurance Cases,

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

vYv

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,

P 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.

YYVYVvy

»  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

J vy

» categories of rooms. No attendant is permitted in ICU's.
»  Allthe 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. |
promise to settle the claim with the hospital as per Hospital Cash Tariff.

Patient Name : ; Rw,Flm‘l - UHID Number :
r Pt il s & VL ~Sooq e

Self/Attendant Name - M Relation :
/\\ - ﬂméﬂﬂ‘{

Dad

Self/ Attendant Signature : ¢ Ww‘k‘ : Name & Signature of Financial Counselor

Phone Number :
Saad¢22 8¢ %%ul—{

RCH/GDY/FRM/CLINICAL/426 (/ = /
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PRE - OPERATIVE CHECK LIST

GUC-00094172 1P18-00036581

Mrs RASHMI DAGA
za-na-mr BYIM24D
HWARYA PARTHASARATHY

"

Hospital |

Tt o X Ry treat the WD

{F)

. BY RAINBOW HOSPITALS
Your Right to & Safe Detivery

m

patens ame: POXS... R S DS a%

Blood Group ;.. POS I VBHD : LIRS

-~ :::L[l':rlstL;

... Gender :

Om

q\.‘,}Qg ........................................
shuocks

Planaed Surgery .. 5} Q.C LWL, ASSS sugeon: DR )
Anesthetist - DY, Date & Time of Operation 3&}?} You OY
Tick Appropriaie Boxes
To be filled by Nurse incharge / Senior Nurse :
S.No INSTRUCTIONS YES | NO | NA
1. | Weight checked and recorded? segrln
2. | Isthe patient fasting for over 6 hours Pre-Operatively? O =10
)3 | CheckPre-0P Investigaions & Resuts (CBR Blood Group, BT, CT,PT/ APTT, | AP | [
Viral Screening, CXR etc) avallable before starting the procedure
4 Enema given / Bowel Preparation ' mi=gpa
5. Remove all omaments, etc and sterile gown given H ﬁ O
ﬂﬁ Is Blood amranged as required? 0| =70
7 if Blood has been ordered - is Blood bag ready? O B",ti
8. | v Cannuia to be placed/ IV fuids if Indicated =gyniin
9 Pre Anesthetic consultation with anesthesioogist =gyallln
10.|  Pre Medications Given? (Sedatives / etc) 01| O
11.|  Skin Preparation =gpalis)
12.|  Sitels marked =gyullin
% | o st i b e e s s ot =B | o
14.| Implants are avallable w2 gallllm)
15. Equipment is avaialble 1 ] W
fqﬁ. Other (if any) iy R
NOTE: if any of above is ticked “NO" Discuss with the registrar / consultant immediately
il R
:ﬂlﬁ :xtmu:::akrﬁ: 2 ...... 1 _'é{» CC L Narse In-Charge Name : . w

Billing Executive Signature : ... CHEL

Signature of Nurse In-C

Date & Time : . 22(Y7 o6 {2 '\r‘lﬁ.ﬁ, oma.mu@?\/tp.
Doc. No. : RCH/ FRM / CLINICAL / 107







GUC-00094172 IP18-00036581

| DAGA
Mrs RASHM| )

itn:;:::mu pﬁilmm ) . Y .
S T E:i?{%‘,:.’-s @ BirthRight
ospital_ |\ masemviomas
- IP ADMISSION SHEET FOR OBSTETRICS B=—
;;’;n:?;?mcrz\l“:'l%@i o etoskivaz o\ 11\ 2025 EDD: O;: |08 \l:,ﬁ%
wepeat \aCS T ST. Corrected EDD: GA: weeks t>daiys
x Able fo PEm tell , # No clo Lowey Abdeninal Pals , bleedtng ov laking
Oastem; FErmula: Menstrual History: Regular:Ef ‘msn?:l No
s ‘
ObstetriclHustory: Gbstptric Examination
' Feam

Gt - Boy 5 2 4s 3 nontfs , E€ L 3, Lokse,  Fundal Height
' Eﬁg:ﬁe‘a Lsce W Quati hospital thennai, AL H ) Hupotiupsid

% PP, Spord Sirocl Ut Activity: ETRelaxed [ Mild CIMod [ Severe

Present Pregnancy Record: Liquor: JdAdequate [JOligo [ Poly
T PP: ephalc _[¥Broech  Others
NT Scan - Novrrral ¢ BTS —Law~rek
aany il IS > Head Fifths Palpable: "1/
SCan -
RISK FACTORS: FHS: @Aolmal O Tachy [JBrady [JAbsent
/én—rrw en lab. Loger loomj a;
Ak 31 Himeale, Per Speculum Examination
3 Draining: [J Present [ Absent [ Bleeding

—

GHmN on Tedo . LoBET ‘a’”‘j [~+)  Colour of Liquor: [J Clear [ Meconium ‘[Blood Stained

Htjpo‘\’ﬂtg-voio\ on Ta!a.THYR,oN_«;Rmvsbm od

'aginal Examination

X — Cervix: O Long (] Partially effaced [T Effaced
Height: 554 em
A Weight:.£2..Y..kg Os: Closed Dilated
A“ergies::;?-.‘m........................................... MemmeS. D Presant D Ahsem .
: N | Al
il 'nn'na =HADnoY Liquor: . [J Clear [0 Meconium [ Blood Stained
General Examination:
Consciousness: ConstiowsPallor: No Presenting Part: [0 Vertex [J Breech [ Others
lcterus: No Edema: No Sutton: O-3 0-2 O1 00 O+1 0O+2
Temp:Nevral PR: Pelvis: O] Adequate [ Doubtful
BP: DTR: :
ovs: ¢, . RS BlLNVBS®
Liver/Spleen: Urine Output:
7] DIAGNOSIS = mme e m e %
to Giy Py | tmp 0202025 GA~5‘?LDQQ\<.;'\'2><10-<3,5' :
I Mls- ﬁ,lam EDD"OCHUQIM% GtHTN E
i NLy Ko HY P11 :
: Pyevious 16CS e i
; L Blecti v “epeal L6CS -

= -

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

Dacu. No. : RCH /FRM / CLINICAL / 087 « f (PT.0)




Patient Sticker

Family History:
fothe v - HTV

Surgical History:
3§ Loce - 21‘/1"6"":. bﬂlc{
* L@wswp‘..c MQ W Q023 fo

Medical History:
emTin on  1ab. LOBET SCinte yrd

ﬁm@g}e e

H\jpa‘r%ro‘id Since (onception

Svoalan CThololate cuyst-
Medication History:

Tab - LogeT loomg )—o -

Ff“-b : WYRONDRM 'QOMQj oD

Plan of Care:

clx|T % A«"medq )

— Admissio

- ponks prepanabion
_Qem;\é Tv Unre
Ry P Concent 4o Elechive
wepeat Lgce T ST.

— CatBRetericotion

- Pve-op medication -

Invesiigations:

76~ Reachve

Doctor Name: E"WMW‘%QWQ&% '

: Pau
I o AR U s

Date & Time: .. 32107 800 o

Consuttant Name: ... ¥ Aiswasua,
Signature: .......... XY Piga\
Date & Time: .. R8N0 2024 o
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11800036581
et e |
7 2p-09-1987 pm::smﬂ” Rainh"éw‘ . . - |
Or, AISHWARYA ““m“““ Children's BirthRight
\\\\\\\\\\\\\\W\“\\\ Hospital o i
B tohaa & 1t 0 et g e, Your fight te 3 Sake Delivery ‘
- RESULT SHEET
Date )7 las lo)ae.] 23 1) o
Time
Hb [\ 2 .q o -2 ‘_Bhpchzr'nvt‘
PCV 340 27 3)
RBC 3:9) 3-0y 2 5]
WBC 80 b, 92 lo, 820
N/L A ok 1515 | 93)y HBs 4 "‘Ne%a-":“/{ |
Platelets D .oy 209 \. 91, Hly Iltﬁ—r\{e%gh‘m '
CRP Hey - Ne%ahm
E’i: VDR - INon- Y
RBS =
Na 124
K | '
Cl aQ |
Ca/Mg TSH-2-53 |
Phosphate . \
Urea 19 2.0 ECG ) {
Creatinine 0 b2 obL2 Ecro J el
ALP Er-Co/ -
SGPT 12
SGOT 22 |
T.Bill/Con| osjo[os
T.Protein G-o
S.Albumin 2.2
S.Globulin 9«71
A/G Ratio 02
Uric Acid L2
S.Amylase i
Sr.Lipase
Biood-Lactate LUDH 2y 2 .
S.Cholesterol
PT/INR Nk o g)
CSF Protain / Sugar e i
Cells | % A AN
N/L SN il IR <7

(PT.0)




Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones.

CUE - PUS Cells .

CUE - RBC Celis

CUE

Stool Pus Cell

OVA/ Cyst

Occult Blood

Culture and Sensitivities :

oooooooo

------

_ n)ot 102k |
Radiology:  USG: e b EVG)

/ X-Ray: Breech

26 W+ L,dm?v)

— Placeds - Funda) (D) Lateral

‘Pbgp lec(D). -

oT: W—NW\QJ

MRl .. per— b

Others (ECG, Contrast Studies etc.,) :

ooooooo
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*1rs RASHMI DAGA

26-09-1987 BYIM25D  (F)

Dr. AISHWARYA PARTHASARATHY e
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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)
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ANNAI TERESA BLOOD BANK & APHERESIS CENTRE

(Run by Little Roses Trust)

LICENCE No.: 506/28C
# No.946, 1st Floor, Bazaar Road, Ram Nagar (South) Madipakkam, Chennai - 91.

Ph.: 044-22580803 Mobile : 9840143108 / 9840333108 / 9566458884

E.mail ; annaiteresabloodbank@gmail.com web: www.annaiteresabloodbank.com

I CONCENTRATED HUMAN RED BLOOD CELLS . Pf I

rieuared From Hlood Lollected with anticoagulant citrdte phosphate ~

Dextrose solution. Whole blood 350 mi | ml (IP 49m| / 63 ml)
BAG NO. | COLLECTION DATE EXPIRY DATE VOLUME
293 (261, 2L [2).2: 3 | Q26 )
INSTRUCTIONS :

1. Do not use if there is any visible evidence of deterioration.

2, Storage temperature Zto 6"

BLOOD GROUP| IR

3, Administer with waming.

4, Mix well before use and do not vent

5. Do not add any Medication,
6. Use a Fresh clean, Sterile Transfusion set with filter

7. Do not Dispense without Prescription.

8. Check blood group on the label and reciplents blood group.
before administration and properly identify intended recipient.

“Rh, (D)

8. No Atypical antibodies detected
10. Shelf life 35 days |

11, Transfusion Criterla ABO and Rh Specific X-match compatible 'F'} s

SCREENED : NEGATIVE /| NON REACTIVE FOR : HBsAg. Anti HCV

Anti HIV | & Il, MP, VDRL, Irr, Ab - By CLIA METHOD

PREPARED FROM A VOLUNTARY BLOOD DONOR
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r
N Raing/fw Patient’s :UC;WNJZ ,p,,mm; \
. s RASHM DAGA. 1
-Children’s ‘BirthRight MRD NC éf’i;’;::: T R —
i BY RAINBOW HOSPITALS
!:’mggﬂgﬁ!m,‘ Your Right to a Safe Delivery AQG I I” "’,’”’ I, " sex: O MOF
( PHLEBITIS Ass ESSM ENT ] kConsultant Suneaciadninansusinnanaiesirantn .)
CANNULA 1 CANNULA 2
Date : 9_2[0%%3@9 Wﬁ | Date: 92 ""fl% Time: FPP’)
Location : @ e WA Location : @4 hod W“'«CWDL \
Size : lg(/\ Size : [g’[;)
Cannula inserted by : &FM W Cannula inserted by : Y - ﬂn\ﬂqclhu-j W s
Date | Time  |Phiebits |infiration Jushg | sign | | Date | Time |Phiebitis [infitration| tAS0 | Sign
oo DY [ OYes\&o | CYes 06| A 20\t | & p~ | OYes Bro]EYes ol pdfn »
[ " |Oes &ido | Oes E wh | OYes 46| Oves ISV AL
< vy OYes GNe{OYes E% M OYes o} CI¥es Do} ’é"* X
Al Oves oo [Aves ®y6 | @{‘Eﬂ M oy Ovea\ o Yes ENofi )y Lo
; OYes E’N—E‘EWBS ENo| Q‘,ﬁ‘{\ OYes (o] L‘JYasgNG U‘Mt
N e | e | OYes ONG | Dves Didf WO |Oves Dbis| tives Or6| opd— [V}
BV \ gy |OVes G| Oes OXG ¢ e\ Oves Ova] Tves 6| O VY
200 " |oves i OYes QNG] ) pUN M &P |OvestiNo| Oves efio| DyRe— oot
10pv) |Oves @flo [ves oo | 3y | v (0% |Oves Efio| Oves Bfloloy 2~ |0~
L [Oves BNG | Oves QiafOM | V¥ QP |oves Bflo| mves eio[072 [
3¢  |oves Ofo|Dves DR [ovre~ | 2 OYes CioTTiYes BriokC PS4+
\0”7 [OYes B0 [Oves Offo| 15~ | ¥~ ;?;/m OYes OiNo| OYesTiNo| O bes W
@\v OYes Efo | OYes Bo| ov— | P~ IQ_E(m:\ OYes BG | OYesTNo| @ yon e
OYes ONo | ClYes ONo | | A | OYes BXo{OYesTNo| oyt So—
OYes ONo | OYes ONo P | OYes Do | OYes Dho] 0 x "%%'v
DOYes ONo | OYes ONo L 42 - |0OYes Ko OYeAIN
OYes ONo |Oves ONoL— L Doy Cves ONotives Dol ofkone] Bebissers | A
OYes ONo %Y No OYes CNo | OYes ONo
OYes Qe t1Yes ONo §Yes TiNo| OYes ONo
@ EiNo | Oves ONo O¥s ONo| OYes ONo A
?\Eam ONo | Oves ONo OYes\ONo| OYes ONo 50 N
" |OYes ONo | Oves ONo OYes Do/ Oves ONo
A OYes ONo | OYes ONo OYes ONO| DlYes ONo
/ OYes ONo | OYes ONo OYes ONo| §Yes ONo
i OYes ONo | OYes ONo OYes ONo D\@s ONo
OYes ONo | OYes ONo DYes ONo| CYeY ONo|
OYes CNo | OYes CINo OYes ONo| OvesYaG|
Cannula removed : OYes CINo, if yes date and time : Cannula removed : OYes ONo, res date and time : ),!1]#{’—‘
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes CNo DNA If Yes specify- " @ spm
Phiebitis score: Phlebitis score:

NOTE : #% To be assessed within 30 minutes of insertion.

# Every 2 hours if on fluid infusion.

# Every 4 hours if only on [V medication.
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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 |Phlsbitis |infitration| "¢ | Sign || Date | Time |Phiebitis |infiration g | sign
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes OINo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYas ONo
OYes ONo | OYes ONo OYes OINo | OYes ONo
OYes ONo | COYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CiNo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo ClYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes DONo
OYes ONo | OYes CINo OYes [INo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CINo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo |
OYes ONo | OYes CNo OYes ONo| OYes ONo
OYes ONo | OYes CNo OYes ONo) OYes ONo
OYes ONo | OYes ONo OYes CINo | OYes ONo
OYes ONo | OYes ONo ' OYes ONo | OYes CNo
DOYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CONo
OYes ONo | CYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo CYes ONo| OYes ONo
OYes 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 CINo CINA If Yes specify- RX any initiated : CYes 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.L.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) 1on)
0 1 2 3 4 5
IV site appears healthy %E Mc:: the following is l’mce) r::;f the following is ‘:\J;l:e o;t!:ha following is mtﬂ;dfollwdng ls; % :;a:;mvt:
% Slight pain near V. | % Pain near|.V. Site | % Pain along pathof | # Pain along path of | % Pain along path of
site or slight redness | % cannula % Erythema | cannula # Erythema | cannula % Erythema
near .V site % Induration # Induration % Induration * Induration
# Palpable venous cord :?’;'g;”: venous cord
 OBSERVE CANNULA | OBSERVE CANNULA | RESITE / REMOVE mﬂﬂ?«%ma %mdgm% E:Ns'ga:r? fsugé"\f's" E |




1P18-00036581

Nutritional Usual

albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats mora

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

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

most of every meal, Never refuses a
meal. Usually eats a total of 4 or more
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wmbumz D Ob—lm Hospital SYRRMBIN ROSTALI
—I Fatient 1D _ J .:.l.....x..n_.\dHl Your Right 16 & Safe Delivery
\. L e pA £
e e T
Time : m1 -
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 X r._
in body or extremity position body or extremity position but unable changes in body ar extremity position position without assistance. bﬂ
without assistance. to completely turn self independently. independently. \
2. Cholrfast : 3. Walks occaslionally: 4. All patients foo young fo ambulate;
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
of physical activity’ o.o_.__s ed o._x d non-existent. Cannol bear own weight very short distances, with or without Walks outside the room at least twice a VA L
. and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every C/
: wheeichalr. shift in bed or chair, 2 hours during walking hours. -
1. Compietely limired: 2. Very limived: 3. Slightly limited: 4. No Impalrment:
Unresponsive (does not moan, flinch |  responds to only painful stimull, cannot |  Responds to verbal commands, but Responds to verbal commands,
or grasp) to paintul 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 c ; (‘
sedation, OR, limited ability to feel sensory impairment that limits the sensory impairment that limits ability discomfort.
pain over mos! 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. na.-aua_- malst: 2. Very moist: ) 3. Occasionally moist: 4. Rarely molst:
to which Skin is kept molst almost constantly Skin Is often, but not always, moist. Skin Is occasionally moist, requiring Skin is usually dry, routine diaper
skin Is exposed by perspiration, urine, drainage, elc. Linen must be changed at least every linen change every 12 hours. changes, linen only requires changing ( r-) ru*
10 moisture Dampness is detected every time 8 hours. gvery 24 hours. )‘
patient is moved or turned,
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No apporem problem:
Friction, Occurs when Spasticity, contracture, itching, or Requires moderate to maximum Maves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. Ouring 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 impossible. 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 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.” £ ..\ﬁ L
one another occaslonally slides down.
1. Very Poor: 2. Inadequate: 3, Adequate: 4, Excallent:
NPO/ar maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TP, 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

food intake pattern ' than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.

+ Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. /
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 poarly. products per day. Occasionally will offered.

Does not take a liquid dietary take a dietary supplement.
supplament.
1. Extremely Eaeam_.oa“ 2. Compromised: 3. Adequate: 4. Excel
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may .
daoﬁ”"nhuw_, & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be zmm..ﬁzni. ooy f‘ y\
does not physiologically tolerate <10 mg/dr; capiltary refill may be <10 mg/di; capillary refill may be > 85%: narmal hgb; capiltary L
position changes. > 2 seconds; serum pH s < 7.40. 2 seconds; serum pH is normal, <2 seconds. e

Severe Risk : lessthan 9 | High Risk : 10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23
Docu. No. : RCH /FRM / CLINICAL / 119
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Support Surfaces
Risk Score Category Action (Pleasa Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
©® Reqular Tumning Schedule .
® Enable as much activity as possible High density foam mattress
15-18 At Risk o Protect the heels Gel pads for high-risk areas
o Use pressure redistribution surfaces
® Manage moisture, friction and shear Atternating pressure matiress overlay
o Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
o Use the Same Protocol as for “At Risk” Patients :
13-14 Moderate Risk el A Gel pads for high-risk areas
© Position patient at 30 degree lateral incline using foam wedges Atternating 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 smallshifts in their position frequently Aternating pressure matiress overlay
o Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure matiress overlay




|P18-00036581

F).v u

TOTAL SCORE

Severe Risk : lessthan9 | High Risk: 10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18 | Notat Risk: 19-23

Evalugtor's Nome

cuC-00094172 _ ;m
Mrs F“””“._ DAGA 4B YOMZS uu:.,.. (F) @ Rainbow” m m_:%_a_._.—
e _.rn.q::w.i» N Children’ m
Dr. AISHWARYA _”% mmbcmz D mnb_lm Hospital .!:!.Szxu%:zu
— Patient 1D f;”/"g/gf*/ggﬂ—# ‘ B ek 3 bt b3 el B ..l
Date:| 23 _WW bkzq
Time:| f\ U?
1. Completely immobile: 2. Very limited: | 3. Slightly limited: 4. No limitations: =
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. b_
without assistance. to completely turn self independently. | independently. Y
2. Chairfast : 3. Walks occaslonaliy: 4. All patients 100 young fo ambulate; "
“Activity The degree 1. Bedfost : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
of physical activity nw.._:_._ ed 8.:2_ non-existent. Cannat 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
’ wheelchalr.” shift in bed or chair. 2 hours during walking hours. - 4 AA , I
1. Completely limited: 2. Very limited: 3. Slightty limited: 4. No Impalment: ' ‘ !
Unresponsive (does not moan, flinch responds to only painful stimull, 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
Sensary 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. I
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. f J
Molsture Degree 1. Constantly mois: 2. Very moist: 3. Occaslonally molst: ) 4. Rorely moist: ﬁ '
1o which Skin is kept moist almast constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper )
skin is exposed by perspiration, uring, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
to moisture Dampness is detected every time 8 hours. avery 24 hours. Qy
patient is moved or turned. J E f
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No apparent problem: ﬁ \
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 almaost 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 impossible. 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 position]  during move. Maintains good position n.\_
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times." i
one another 2 occasionally slides down.
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, eals
albumin < 2.5 mg/dl OR never eats minerals 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. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. d &—
Protein intake includes only 2 food otfered. 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 fiuids 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: & BoaRiit
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may : 2
j&@ﬁu.ﬂcﬂﬂ: & <40 in a newborn) or the patient be < 95%: hemoglobin may be be < 95%; hemoglobin may be sz_.ﬁgzM ._w_usmg mm____a.“un_ﬂ_
does not physiologically tolerate < 10 mg/dt; capillary refill may be <10 mg/dr; capillary refill may be >35%; narmal hgb; capiltary
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal, <2 seconds. I
1
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Support Surfaces
Risk Score Category Action 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 Alternating pressure mattress overlay
© Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
o Use the Same Protocol as for “At Risk” Patients .
13-14 Moderate Risk Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges )
Alternating pressure mattress overlay
® Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
© Make small shifts in their position frequently . Alternating pressure mattress overlay
® Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk © Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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)

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

1 Use chairs with arm rests

[ Use safety straps on stretchers and wheelchairs while transporting patients

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

Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always call for assistance
O Hourly safety check
[ 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

HW.
. (T 3 (_ > .
- | Rainbow" e
Children’s @ Birth Right
. Hos pital BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form Ko s e Sy
50 o
i ’ Date / Time ;— B[
Choose Highest Applicable Score from each Category ! 2 SIP‘ b‘ Fall Risk Grading
Score LY
: : — ]
History of Falling Yes 25 @)
(immediately or w/in 3 months) No 0 © © — Risk Level Morse( rfl?:lsl )S(;grg Action
Secondary Diagnosis Yes 15 (< A Ix
(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 s 0
<0
IV / Heparin Lock or Saline -~ 2 Implement
2 - O - (&) Moderate Risk |~ 25-50 Moderate Fall
Impaired 20 :’rteventlgn
GAIT / Transferring Weak (uses touch for balance) 10 ntervention
Normal /On Bed Rest /Immobile 0 ) . O implement High
Forgets limitations 15 S Risk Fall
Mental Status High Risk >51 5
! Oriented to own ability 0 0 o o= rnr;ﬁr;t:;gn
Total Morse Fall Scale Score: \gn L ‘ﬁK
Signature : 4 %S
— <o rﬁ"ﬁé Lﬁﬁ
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SamATHY Morse Fall Risk Assessment Form Rk o v e

28-09-1987

"y
il =
Choose Highest Applicable Score from each Category Date Time )ah'b 25 ] Hpebl o a4 !Urr Fall Risk Grading
Seare X S 28
History of Falling Yes 25
immediatel n
( y or w/in 3 months) No 0 - 0 (<) Risk Level Mors?;g)&me Action
Secondary Diagnosis Yes 15 g 3 \C
(more than one diagnosis) No 0 ' b O o
Furniture 30 Standard Fall
) . Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 v Precaution
None /Bed Rest /Nurse Assist 0 o o =
IV / Heparin Lock or Saline ;ES 2 &0 20 o Implement
0
g L e i Moderate Risk | 25- 50 Moderate Fall
Impaired 20 Prevention
; ti
GAIT/ Transferring Weak (uses touch for balance) 10 Intervention
Normal /On Bed Rest /immobile 0 0 & = Implement High
limitati —— isk F
Mental Status Fo'rgets il _ 15 High Risk > 51 2'259 ;1‘!}
Oriented to own ability 0 O [ < Inrt rver:ggn
Total Morse Fall Scale Score: w 2 27 ’
Signature | pRL N_“,%.@fl Bﬂ_‘;—
'@ = LY
Tick (v') whichever precaution taken. : Maderate 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) [ 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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Your Right to a Sale Delivery

CAESAREAN SECTION OPERATIVE NOTES

Surgeon's Name: D@, MSHWHRYA {’Mtﬂmwy

9 Rﬁm&qmlvery:

22| 032 pos

Assistant Surgeon: D@, [y l‘EH&\ PR « I Mveevi

Time of Delivery:

A 36 prm

Anaesthetist's Name: PR AHWIN)

Gender of Baby:  (5,) @

Urgency
O Immediate Threat to life of woman or fetus

JX7Emergency

O No rhaternal or fetal compromise but needs early delivery
O Delivery timed to suit woman and staff

DECISION TME: .......cvvreecreirereeereneseseeneesressestosbarensses

e T T T T
T T P T T T

CTG Description: .......... R&RLAN\

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

O Maternal of fetal compromise not immediately life threatening - 4

Indication: .. ? UL(,& 1 5"“6&-

Knief to rectus: .........

Type of Anaesthesia: SRINAL Weight of Baby: 2. L8 l‘-ﬁ,
Neonatologist: )K. $ood\Twa AGPAR Score:  &{to; 9 [ wo

Scrub Nurse: |A Preainy p NICU Admission: OlYes MG
Pre-Operative.Diagnosis: Sifd‘“"’ Bh P\l \_?LAVS M[ 3%4—_&:{ Ql‘rﬁ\l _

Surgical Procedure:

ELELNVE  BTPeEM LALR
N 2':—\'-‘;',1—& @ "'4,3,(,Pyu.

¢ Foey  ThfONADLE W

_Post Operative Diagnosis:

Pl

Peri-Operative Complications: M@l ¢ by
Vs { J = ‘e
] '] ' W) p ;: . | "n i
Amount of Blood Loss® pa i Dikee 4 |., Blood Transfused (in MLL [Opae  gharle
Name and Number of Surgical- Specimen sent for examlnaﬂon A A A
Y V.04 ' Mn& | \ A1
- b |
\' ! -Jh.
y a0
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Examination Findings when Appropriate:
Presentation: ) Cephalic ~ [3Bfesch 1 Other ...............  Cervical Dilatation: e

5th Palpable: .....L85..... rovsesiesoesosiossnssisse - PO POSHIONS oo
Staion: 9 o2 o4 l:|0 O+ B4+2 Moulding: Bfone O+ O++ O+++
Caputt O+ O++ 0O+++ % Meconium: &rfbne O+ O++ O+++
Bladder Catheterized : | Les 0 No Lo, o Aring: _L3Clear . (3 Blood Stained

0] '

- 1 ’

Skin Incision: _EPrannensteil O Transverse O Midiine O iz otimisiriinis

Uterine Incision: _=rTower Segment O Classical Olnverted T+ 'C1 JMncigion

Previous Scar: & Intact O Thinnedout O Ruptured O No'Scar

Incision Through Placenta: . O3 .Yes Ao T,

Delivery of head: _3-Manual O Forceps  iniat

Liquor: @t O Meconum: O1 0N OW OBlood O'Offensive O Not Offensive
Delivery of Placenta: . CMarual  BCET ...c..si.’ CIComplte  Clincomplete  C-Pfécemeal | I'

i GOFG ArOUNG-the neck ?(es’ OjooNE @y

Appearance of placenta: ¥ M e, C2Vty explored  2¥s  CINo
Uterus, tubes and ovarles Drﬂﬂrmal I Not Normal _ Sterilization: DO Yes Bﬂﬁ’

Cord Appearance: ....... IMOMAR, ..

Uterine Closure: ~ =¥OheLayer ) Two Layers U(‘O““?"‘#e Suture
Peritoneal Closure: [ Pelvic D Abdominal  «TTHOMB  wovvvereomroserecsessesssssssssessesssssssssesssssees SULUTE
Sheath Closure: Rpﬁs Suture
Fat Closure: [1Yes [0 it i IR S
Skin Closure: Drstibeuticular O Mattress M&”a’t‘ Suture .'
Vagineal Evacuated fY%s ONo 69% me ﬁte,f B i |
Drain: YT Hyes 'R0 CIREMOVE Ml ot days " T Await instructions '
Ctheter EXes CNo CIRemovein.: a .............. days’ -~ O Awalt instructic.is

Swap & Instruments count correct? 2 Yes O No O Post-op Antiblotics s ONo >
Intra-Operative Antlbioﬂcs Cover: B Xes O No O Thromboprophylaxis .Xes CINo _ J

Post-Operative Notes: .. |

<7 NPO \C 810/5. |

'".ﬁ'.ﬁ'.ﬁ S W MRS ¥ppre  LCpa W N
T WD, fent  Avowy WY Hi

------

TN, B B t..gw\ ot DA o | |
) -a N’.] .TWUL, » cch M SDS .

o 2WE.. RO 3@ Atsgrat bR
e A R g — er*"ﬁ’ *f‘?ﬁ"w%|

Me_a_ci mym |
Doctor Name: ....... 2. JRIAVEENS ... Doctor Signature: M@% q’ et C s
Date & Time: ... 22023 22280 .

Beasmassnnaenn




/ 3 ,) :::.c-.n::;:r;.m 1P18-00036681 ) ) — ]
S j)'&“ ’QT\ S ¢ 103 m"mamm P:!::m::rm @
urgeon - LT HIS.ece.. IBJI . <
SURGICAL Asst. Surgeon : @‘_&Y L:j) ,,}g@i lmml“““m“““nm“m g_erya—n?:e _.é,_z_ﬁe;':e('A _ gali;%l{?::rs ?E.’.EE.'.?}E.,'J}

SAFETY CHECKLIST ::::ﬁtm S ’95-1@[41 ....... | pate: . 21n)2¢. intime: 7! 2 P Outtime L. P2 | W e

Before Induction of Anaesthesia > > Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time.. 25 0= TIME OUT  Time:.. 2= 2 Y ]~ SIGNOUT  Time.. 2.5 X5
] ] |

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

Identity ffes, o introduced themselves by Name and Role DY 0INo The Name of the Procedure Recorded ~ E3¥es TINo

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

Procedure ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ -=YeS"OINo ONA

Consent s ONo 2 Correct Patient (Check ID Band) ~ Gfes ONo The Specimen is Labefled (including
Site Marked OYest ONo Qjﬂ/ Correct Site #Yes ONo patient name) OVYes DN),E-NA
Anaesthesia Safety Check Completed es OINo Correct Procedure oes CONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning %6 TNo Anticipated Critical Events Problems to be addressed OYes ONeTINA
Does Patient have a: N/ Surgeon Reviews:

Known Allergy? OYes O What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:

Steps, Operative Duration, What are the key concems for recovery

DiMGH Al rmy / Aplraiion Bkt Anticipated Blood Loss? Y6 CiNo CINA | | and managementof st~ DYes-EINo

Yes, & Equipment / Assistance o

Available OYes Q,N( Anaesthesia Team Reviews:
Risk of > 500mi Blood Loss Are There Any Patient-specific Concerns? 2fes ONo CINA
(7ml/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous E/ Has Sterility (including indicator results)

Access and Fluids Planned Yes FINo ONA Been Confirmed? are there Equipment

Blood Units Reserved Q)K;No CINA issues or any Concerns? ¥ ONo ONA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? O¥es ONo ONA
within the last 60 minules? st/cj No ONA Power Supply, Earthing, Power Backup

and functioning of equipment checked. ~ [Pfes ONo
Signature J. WIRE ST [ T sxssmesess ¥mvsmassosns smeasnssnseanses i ST .-4 0 — [ o Reree
g oy -Kt Signature :...... conssmensenssiis eSS Signature -............... il = S M Ko

YL ERRN Y BN - =R U | N G NAIIC ..o eseeeeseees s sesses s YTTL 1 RN 72 U 1SS —
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* INFORMED CONSENT FOR SURGERY OR %%%?%‘:‘.‘I:-s @ BirthRight

- SPECIAL PROCFNIIRE Hospital T g3 A B

- Patient Name : .. ";.'1:?::1"' A ONMD Gender; O Male [ Female Age:..t ...............................
UHID NG ... A T B e semrmeii
wors T

rhis consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, it the patient is a minor or
acks 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 procedure (s) (use no abbreviation / Avoid technical terms)

T sessssansne essssasssasasansnasnnne

i ELECTIVE REPEAT LOWER. SEGMENT CESAREAN. SECTION. WITK].

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics

performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowiedge that no
‘guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
‘the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

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

........ leeding, . Tnfechan .. Bl Aransfugion,. Bawed and bladdes. Injuay..
VIR I ORCk - VYU N[ PR 9 VOB S

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

My signature on this form indicates that

1. Ihaveread 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. lhave had a chance to ask my surgeon questions.

4, Ihavereceived allthe information | desire concerning the operation or procedure and

5. |authorize the consentto the performance of the aperation or procedure. ‘

Name of the Doctor who is performing the Surgery / Procedure: ‘B’TAQ:WQN&&;

Consantee : i Patient Attendani ; ﬂ/\ )

SIGNALUIE & «.ooorvercvusrrnsseRoteslusnsssssasnaes R R o A
NG Name : .....4. T

Date & TIME © covovervrrersmsserscssssmsssssssssssssassassassasses Relationship with Patient: .........cocoeuicricenee -
‘ Date & THME © ..ooocrrerseescarnmrrmsesssenisnsssnssssssssassesssssnssasass
‘ Wiless : Doctor (who is g the consent) :

SIGARUTE v o ’ Signature : gt:’”‘ ]

Date & Time 9&1011&0& ................................

Docu. No. : RCH /FRM / CLINICAL / 027







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

e CONSENT FORM FOR
Rainbow® | @ GENERAL / REGIONAL
ANAESTHESIA / MAC

\

Children’s .Bil‘thRighf

Hospital BY RAINBOW HOSPITALS

.
It takas 2 lot to treat the Hite, Your Right to a Sate Delivery

GUC-00094172

Mrs RASHMI DAGA
28-09-1987 BYOIM24D "
i Or, AISHW,

Patient Nam ARYA PARTHASARATHY

oo 11T T T e

Ward/Bed NO. i ..coceivirninininnns

IP18-00036581

e Anaesthesiologist : D@mﬂh!a&f‘ll?h

Operative procedure planned: ELGQ{\VEL‘DMF#_J‘EG\M%TLE-{NL EAN

FMEen oN

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

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

O Heart disease

ypertension [ Diabetes mellitus O Renalfailure
- o flobo
[ Hepatic disorders 0O Shock Multiple organ failure O Polytrauma/RTA
O Incapacitating COPD [0 OLNEIS & vuvvruererrersnsesssssssnsssssssssnsnssnsssnsasns
COmMMENES : cooveriniararmsssnsssnsns s GRAT

« Doctorto documentin medical record also if necessary (Cross-out if notapplicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & Its authorized doctors to perform upon me | my patient

Mamgﬂmwbwe mentioned operation | Diagnostic | TherapeytfC procedures
.......................... M .S 7 b 1 T L e AR ABALBS Y HELAR

| authorize and give consent for anaesthesi Regional / 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 mater. | 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 befors Consenting for
anesthesia.

CIN ; U85110 TG1998 PTC028814 www.rainbowhospitals.in




Tauthorize the anaesthetic team to perform any additiona__l 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 ofsurgery.

the course of operative period and immediately thereafter in need arises.

I'understand that the abova mentioned consultant anesthesiologist or occasion‘a‘lly acolleague deputed by him

~\Iherwill administer the An sthesia. -
! Pragnant:ﬂée ONo

DECLARATION BY THEANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant: ‘Witness : M
Signature: ...... W Signature :

% . 7" 4574 . . )
Name: i Qo‘ﬂf\m ; . T Name : Avf" -
Relationship with Patient: .................... Date & Time : .
Date & Time:,,

Doctor (who is taking %consent] ;

Si N

ignaturex,,,. (A& g
Name:., % ’RMK R .

4 .
Date & Timer: ............ R2 ‘L[Lﬂ; .....................

CIN: U85110 TG1998 PTC029914 www.rainbowhospltals.in
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Depariment of Anaesthesiology Eaiill‘lé)gvg.s %) BirthRight

. PRE-A o= st naming Hospital | () somsowrsmas
GUC-00094172 IP18-00036581 1 takes 8 ko 45 tront Dhe Scge. Your Right 1o & Sate Delivery

Mrs RASHMI DAGA
26-09-1987 BYIM24 n .
Dr, AISHWARYA PARTHASARA ge: . UHID.No :

Date: ..... l“mm,”m,mm '”" llmm .................................. Proposed ﬂﬁeration ﬂ?d% KACH
Uiagnosis': “ & VP4 L.’ .......
awcm- . Weaghtﬂ?- 4 W\SAPhysmalStams o1 e'z/{::s 04, 05"

cany ! - utmmnut“-

. 2—3@/. GIICOSE: —..ovovcressrnsssrse PIOTBIN: sressrsssssmsrimsrensn HIV: ' X-R‘ar *'_

'?;éio Creat: .. Q,L 2. Total Bill: . HCV: ... Mﬂ' ;) 2QEcho: ). @ .?...F-F'("Q /*
‘ﬁ* el Mt DRl ‘Bood group: ... S Stress/anglo:.........

"046,(_, K: ‘ LDH: <o N £ A— Other o Sidad
'}\‘W CAEs o D Mphns: e ey G P I e sl

Ol SGDTISGPT “= | Allergies: .,

Mttty 015 !<Ida A
RESP: —Hmamuwd Dt

CNS : L e ki ’
Renal :

Hepatic / GE : ' Physical Activity:

Others

Past Andesthetic History " .{m (_ﬂ‘ag_&ggb. YAk o dork, e
PysicalEam: Yo, ¥ LA JE -,

Kirway: w@% wmmmAiqmmwMMew UMk N e N

lngs: @l ¥e(E)

cuci §¢.(Z)

CNS:

Pregnant: [Hfes CINo CINA Venous Access Site : — Spine Exam for regional : W)

§3?§§§5

Anaesthetic Plan: CIMAC [JRESIORAL CIGA-ETT O LMA

Peri-Operative Plan Explainied to the Patient: 6§~ 0 No

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

X ; \ o : Water /[ ORS 2 H
'T Lv w &0 M [P 2 ML URAL<: ater [ ours

) Others 6 Hours
T\ Tﬁ‘wmbhm S\’“‘j’ O,-D 3. Informed Consent: Q,Stﬁ;m O High Risk

- ) j 4. Post Operative Pain Management-&-Ticussed with Patient

5. Other Instructions:
\_ S ....,........“.....A...............:.....L...'.:;...;....

. 51gnalure \;/" Name: ;(P\\Jyfi"* e e

" Docu. No.x RCH /FRM / CLINICAL / 044




Patient Sticker

Pre Induction Assessment:

ANAESTHESIA CHART

=
Rainbow"” : P
Children’s & BirthRight
Hospital .w
Tt ket 8 o 10 Treat e e Your Right toarSarte felneny

.l
Change in Patient Condition: OYes O N( Fasting Status: >6L | .
Physical Status: Patient Identiﬁaﬁ/ .D/ Consent Present /Ef Chart Reviewed
HR: ) 0O/yac !sp;cm\—-}wm [5p0,;; 24 Hoo JRE: lw..._ | Lagt Feed:
Pre-OP Diagnbsis: 6 W W Operation: . Rl Az, LL. o . Dage; |_,...1.,1. ..............
SUrgeon: ... & x. A e‘?ﬁ‘e&ﬁoglst MMW ) p,Techmmd&l lﬂ.’,
TIME Y30 r-l\ [ L .
N0 /AIR 10, LPM aL
HALD /SO /SEVO Ao
Drugs: f o ' :
E v ‘—h-M}'-‘- '-" Suppostiory
3‘- ;‘:tﬁg# L A '}v' £ = k_.' Lv 7 T
) - = - | 4 & u A , i
' ; WAL X A PAPSN 4 Goperiyy |
] v | Z -d-ll“‘:\' = 53 4 ! ,:ﬂr‘._ Bood Luss Il
¥ ) w
FI0, /540, Vs o/
ETC0, Y =
ECG .‘_‘; :“'J - .
Tiine Output NOTES
T
3 = =< =¥
i3
" 240
v Systolic 220
A Diastolic
X Mean 200
Hext R 180 (Yot
m—
Teoat Pack in w EViNT] »
et ok O 19 y N ORIV Pk
100
R &
a0 WYL I AN Pt N LTIT A\ ‘\_
60 - L] 8 - !
40
20 o
: W
(395
LAB Values
' LS
Y. e
DVEI'IU rment Checked and Temp: duction
Eﬁﬁonm O HME O Fluid Warmer v O inhal
P g};‘nFiIm O OH Warmer e 0, Orst
O CuH Site: c,“ PN Hugger's [ Catton Wool O Owers
E/AISM @ O Other
EXG Lead s 8 m, e
g :?"i:iu Anaes Start: . ,‘t &Q £ ETT# i EIT P
O Aeéht Monor OP SN ... 0 oni Ohasal I Cut Parasthesia_[]Ves
Pulse Oximeter OPERd: s O Tracheostomy L[] Topical Catheter a1 Skif ..o €M
O Capnograph Leave OR: ....... .S-z 30_'!") £ Drogy s engssa Drug Name & Conc: 01-4"-“{ o 5-)
O Ventilator Anaesthesia: 0O Awake [ Direct Vision Bolus; Es::tr ﬁ‘“vﬂ
O Nerve Stmutator 0 Ga [ vVideo Laryngoscopy X Stylette / Bouge Intusio . A
. |m] fored Anaesthesia Care [ Fiberoptic Biock Level ... WW ?ﬂ
e o :i Fgwed o Ammpts: 2 Comments: ... e Bl s '{" ‘Cr:
Pressute Poifis Checked Ditficutty Why? o N | o
Line {Size & Location) Tranggfbrtation to
Eys Core: DOV O silat = 85 ﬂcu Ok O Other
g ?::a OAgT: ....... O Semi-Closed Circe Retwant Reversed -~ CYes  O'ho G0
0 paud ‘g?'\ o E,' o Name of e Docor - DRe. ﬂ:ﬁ}-h-dwl a1 {
Awake OV o Signature of the Doctor -

\«::)lf:‘-ta‘,"L

..

S— R R R R T P R R R R R R R R R R P R | e A W e




el o e

'.='_' w——

Patient Sticker

Z
Rainbow® . e
Children’s @ BirthRight
Hospital | Bendh e

POST-ANAESTHESIA CARE UNIT RECORD

Received in PACU by : ...........

Time Received : @P“'7 Time Discharged - @PM

g:g ';’fg IV Cannula Site : !
w 230 230 | [0, Mask O Nasal Prongs
é gfg g’; [ Tracheostomy O T-Piece
B 0 200 | 3 Oral Airway [J Masal Airway
@ 190 190
g 180 180
2 170/ - 170 | Vomiting : OYes Oio Drug:
3 ® o [newe:  Tves Mo
v 140 140 | prain; [ Yes ONo
130 130
A 120 | Urinary Catheter: [ Yes [ No
¥ ::,gﬁ‘c" ;‘.:2 ChestTbe:  [1Yes CINo
g :‘D’ s | Mitoel OYes CONo
N 2 IO | VRS
7 50 50 Oral Feeds:
b 40 g
30
¥ 20| 4. 20
0] 10
0 ]
sm!
MINUTES
POST ANAESTHESIA SCORE SCORING INTERPRETATION
(Modified Aldrete Score) N 30 | 60 | 90 ouT
R iy v e i E A Minimum Total Score of 8 is Required for
Able 10 move 0 volutary or on command =0 | Discharge
mmmwmmumm '5 SPIRATION F I (e 13
S o 2 Exceptions to this, are to be explained in the
b L oveist - R 2|2 3 space below by the Discharging Physician:
6P = 50 of Pre A tic love =0
Nogse n caiog T conscousess 28 14
Mot responding =0
Pink =2
TOTAL (9 | A
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention ' Signature

NPQMM-W Jm

...\ 1 w{gﬂ“gg-'!‘n O[u-\

R

N J?&".;,g’ oo ~4/4
AN ﬂnti»w

(v Ay X \WW

[N

', SROenAG ';aﬁm-g Wit

1\! (C ’)
s i
Pain Tool Used: CINPASS O C DOWongBaker 0O Re lmfﬂq.luq
1 Every eight hours for all hospialized patients.
Anaesthesiologist Name : Dﬂ\,ngyhdwhf e, B m”:”’”?f;gﬁ::‘::ﬂ;;:h‘:::‘ . pationt with 3evers péin

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
*Date & Time;

b, Afer 24 hours every 4 hours
f ¢ Prior to pain reliving intervention

__,,%-,_,)Q}f__‘.? _______ LiBofey ¢ bt e

...................................................... Transferred to Unit by (PACU): . e,

%ﬁg” Date & Time: .'Z'JH—[M, © 6?{\—\

....................... 2 \He. 4! !




Patient Sticker }

Department of Anaesthesiology

EPIDURAL ANALGESIA [ .CORD

\

e

Rainbow”®
Children's
Hospital

It ik 9 ot Lyt e litDe.

.BirthRigi]t'

Your Right to 2 Safe Detivery

-

-

Date: ...\ eoerereeeriererr e

CSE /Spinal Position : .......cc.......

Depth: ... N Catheter at SKin: ........cccceeiaee

Parasthesia : Yes/No

SOIGION COMPOSHION I .. N\viresissssssssnsasmessssasasessrsonnssenssssusssasssssssnsssssansassossassssnsssarastsssastsssssassssmmssssssasssassssisnioassssnossnsssonsos

Any other issues :
a)
b)

ooooo

TIME: oo Procedure done by .

Space ©..ovveeeeene

DS T LIS .. . ccerersossrrmmes yansnsnasanssanatetianentysrsynessmas st T T S S B SR A

ErEEsEEEsEsERsEEsIEEsEssRsARsenassssssssnsssnean

coereenennnmre TRCHNIQUE (LOR/LOS)
sissvernssss VDTN T ciisiiissiaavesesrsusniuaninsisasnssomns

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

Time

Infusion Rate
(mi/hr)

Bolus (m

- Level
Left Right

Maternal

BP | Pulse

FHR

Comments

i ] S
. L B 3

@

| .
. A

Delivery Details :  TiME © voovecoyoreocrootinns AI?GAR

Catheter Removed by and Tip INSPECIEA © .....ccourveurriiceitiincierrirnn s s sesessss s ssns s s e\ s snsssssassss s cssons

PABENE SAUSTACHON | -........oioiocssioncrairvensnnssssensesssssassussssssmseeseoescoeeoseosteeseas b et ot Recrere s cesr oot sssssss e

Discharge /Shifting ordered by Aol p
DOCION SIGNALUIE: ......oooevoveeeecce s
DOCION NAIE: oo

\
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(il
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IP18-00036581

{F}

s
Rainbow*® . _
Children’s | @ BirthRight
Hospital .wmmunsams
It kit & Jot 1o bt the e, Your Right to & Safe Dalvary

OBSTETRIv 1ninut ASSESSMENT FORM

Date: (QQ[;FL;@;Q, ~ Time of Arrival: ,1@"/\ Time Seen by Nurse: LW

1) Level of Consciousness:

P

onscious

O Semi-Conscious OJ UnConscious

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

O3 Severe Pain / Moderate Pain
OJ Bleeding PV: Slight / Heavy
O Decreased Fetal Movement
O No Fetal Movement

O Preterm rupture of Membranes / Leaking Water PV

O Preterm Labor/ Labor

O Spontaneous Rupture of Membrane / Le ing Water PV
O Other Reason: ............¢ L’g'e’ag

n o : RS s s e s en s n s nnannns
©0 3) Vital Signs: Temperature: q3"“‘!%!&513“1(9 lRRdQ(D Sp0;: ....[C0 Ap: .].HQ[WWeight B2 .

4) Gestational Criteria:

1

5)

6)

® Location: N

® Duration: .. M*'(u

applicabie)

P Cwwes e

Past History:

sasssaessaanan

® Frequency: L[{(
o Interventions:............Mff:’............... o

Gravid: [G py P | L A
LMP; ......... 22.[.1[.1.&?9..&5 EDD: Oq(mo% Gestational Age: . 2, ... 2,0000<_ -
Uterine Contraction O Yes E’ﬁ: ] O NA | Onset Time ] Frequency:
Membrane Rupture O Yes B’I(o OO NA | Onset Time Fiuid Color;
Vaginal bleeding. OYes (Mo |ONA | Onset Time Amount:
N If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | O] Yes o4 | ONa Pain Abdomen / Vomiting
LGood fetal Movement 0’435 ONo [CONA | IfNo specify:
Pain Screening: Numerical Pain Scale (NPS)
| l | | | | l | [ |
Y 1 I I I T I ] ) ] B
0 1 2 3 4 5 6 7 8 9 10 |
0 Worst
possible pain

e, DaySs / Weeks/ Months (Strike out which is not

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

a) Surgeneswﬁgqa[/ggcgc,{a((cePCu’wP‘VdCQVTM&@?M '
b)  Medical .......... .| UWHIN. .ont.. T&b'coé’@#g‘”’bﬁ’@dw\m‘

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

”C‘]‘f’ 07["3’10\' A sner (@nwpc(ﬂrﬁ% (109




Patient Stcker

7) Allergy: O Yes DM(. if Yes : .
8) Current Medications: O Prenatal Vitamin D)\I/ne & Others: .. La 62 foamel . il
g) Prenatal Medical History: "r 'H‘Hfmt At
O None O Gestational Diabetes
I Chronic Hypertension O Low placenta
[ Gestational Hypertension ol T i E————
0O 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)
O Category li: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
C-Category lil: Urgent (Time 0 Physician: < 30 minutes & Reassessment: Every 15 minutes)

O Category 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)

OBCU Obstetrical Triage Acuity Scale (OTAS)

AS Level 1 Lavel 2 Level 3 Lavel 4 Level §
ot (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
{ﬂlm:ﬁn] Immadiate < 15 minutes <30 minutes < 60 minutss - lé"u':m)
Re-Assessment “""“““g‘;:e““"‘“' Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour SlgnsotEaﬂyLmﬂ Discomforts of
Labour / Fluid Imminent Birth Ihabe:kl.g;' PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Active Vagina! bleeding Bleeding associated with Btaednu assoclated Spotting
Bleeding with/ without abdominal | cramping (<spotting) | with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
Hypertension > 160/110
Hypertension Sefzure activty and / or headache, visual mmf"
disturbance, RUQ pain symgtoms
Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment | non-Fetal Movement ?J?smaas o wm eambil
Others @Acute onsite severe | @Major trauma oAbdnrnhmaﬁk pain Ongoing that does not
abdominal pain oShortness of breath greater than from out patient clinic seem to pose threat to
@Altered level of @Unplanned and pregnancy {for ,blood |  mother or fetus
consclousness unattended birth oFank pain / hematuria |  work) oCervical ripening
oCord prolapse oNausea /vomiting and /ot @Minor trauma (minor ©0ut patient placenta
oSevere respiratory diarrhea with suspected previa protocols
distress dehydration ] and /o @Pre-booked visits (ie RN
@Suspected sepsis diarrhea and progesterone
5 @Signs of infection (i injections, NST
dysuria ,cough, fever, @Assessment for version
chilis) @Rashes
Time seen by Doctor: \Q'\S‘Pm
Nurse Name : @QOMWW‘ Nurse SIgnature: ...........

Date: ... 2. “\'FE}&QE; Time: . A2 LS P




|P48-00036581 o
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Y ety Children’s @ BirthRight
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"V Hospial _ | @

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

UITE)
. &2?9?% Woal, .

Pre - Existing Risk Factors _Tick | Score
Previous VTE (except a single event related to major surgery) 1
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) v~ |1
Obesity \/ 1or2
Parity = 3 1
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

Stillbirth in current pregnancy

RN TR T R Ra B O T

Transient Risk Factors

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

Hyperemesis

OHSS (first trimester only)

Current systemic infection

Immobility, dehydration

Total

o3
&
@.—L_a:.mu

Signature of the Nurse

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

v If 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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A o

BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. Breastfeeding initiated?
a. Yes O b.No

2. | BENO: RBESOM .ivisiisavnviissssissivisivivansvassnnsniss

3. Nipple condition:
iz a Nipple well formed
] b. Flat nipple
O c.Inverted nipple
O d. Short nipple

4,  Milk flow:
a. Good
O b. Drops of colostrums
O c.Dry

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




6. Was the position

A a Yes
O b.No

o

explained:

For Caesarian mothers: A -

O  a Mother is required sit and feed from the 4th feed
O b. Please explain football hold

8. NICU admission:

N

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

ol

Additional notes:

Continuity of Care:

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

Date: &&(’Dﬁt[w% 9’
o
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Rainbow : o
Children’s & BirthRight
Hos p ital . BY RAINBOW ;IOSEITAI_"
1t takoes & lot to treat the lrthe. Your Right te 2 Sale Delivery

Mrs RASHMI DAGA

gysmz4D (P

. AISHWARYA PARTHASARATHY Date& Time g Admigsion Date & Time of Transfer Order
[ oolst b0 i Qmﬁyww
I Treating Consuitant Name Transfer Ordered by Reason for Transfer
e« gfuuoon DR Joyauwena | EULS ¢S

From Unit

2

To Unit

o1

Information to Attendant

Yes@/ No[]

Number of Sheets in Clinical File

.

Number of Imaging Films

ot LD

Personal belongings including
clinical documents. If any handed
over to attendant

@ Yes[] Nolg/
. If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltern Name Quantity
1
2.
3.
4.
b

Shifting Summary / Notes Written by Doctor :

Yes[ ] No[]

@J(Xe & Signature of Person who is Transferring
| o bcf%
CJ

Name of Person Ordered Transfer

Dp‘ jujugwa

oS

Patient & Clinical Records Received by :

EXNW

Date & Time of Patient Received :

7

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

[] Unavailable Bed

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

(] Nurse not Available

(] Available Bed not ready







PATIENT TRANSFER FORM

————GUC-00094172
___Mrs RASHMI DAGA
[ 26-09-1007 BvYIM24D  (F)
Dr. AISHWARYA PARTHASARATHY

T

Treatmg Consultant Name

IP18-00036581

Py —Mish o

"z

Rainbow® . e
Children’s @ BirthRight
Hospital BY RAINBOW HOSPITALS
Tt taskes 2 lof to treat e litde. Your Right to a Safe Delivery

Ty "ﬂ"{l’\u: e

Date & Time of Admission Date & Time of Transfer Order
&a\i\m@ ‘21\‘1\16 4 P ™
Transfer Ordered by Reason for Transfer

e germen ]

From Unit

ol

To Unit
MLe)

Information to Attendant

Ysi  No[d

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant -
P P .
\ lp A L Yes[] N[
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity

2.

3. -

4,

5.

Shifting Summary / Notes Written by Doctor : Yﬁg/ No[] B &

Name & Signature of Person who is Transferring

SrE.

Patient & Clinical Records Received by :

Name of Person Ordered Transfer

»@V N\

M

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

Date & Time of Patient Received :

[ ] Nurse not Available [ ] Available Bed not ready

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







D )

|\\\\\l\l\\l\\lllll\ll\\l\\\l\l\\\l\\ IRINARY CATHETER BUNDLE CHECK LIST ospial | @R
Date of Insertion: ... ﬁ@»[o :{'[&DR% ate,of Removal: ,?3) F JP— b. & Eﬂ}\,.
Parameters Date Shift Time Qr %M }‘3}3
Need for the Catheter \r?\)és CNo | | % [INo | (€S [INo 4’ﬁes CNo | CiYes CINo | ClYes U No | ClYes CINo
Hand Hygiene D’@s CINo Ly(t.fs INo Eiﬁb: (INo A’f(;.s 1No es (1Yes CINo
Usage of Sterle Equipment es ONo | [f6s DN #Yes CNo | ZYes CINo Yes CINo\ C1Yes CINo
Is the Collection bag below the level of bladder [¥és ONo | Cpfes [INo fes [INo |_L+Yes LINo C1Yes CINo
Check the Tube for Obstruction (Free of Kinking) lpr?es CINo | C)¥es [CINo Yes [INo {ﬁs CINo | COYes D\No L\Yes CINo | C1Yes TINo
Is Catheter dated as policy pYes CINo Les ' [TNo fﬁs CINo | ~Yes [INo fYes CINo | O SW [1Yes CINo
Collecting bag is been emptied regularly? Wes [INo | Lies [INo ’ZY;s C1No /ﬁ(;s [INo | ClYes CINo 1Yes [INo
Maintenance of closed system for the catheter nzrfés CI1No [,Pﬁs ) [1No ﬁes INo /fﬁs (INo | TlYes [INo JYes CINo
Dressing clean and dry? "?&es CINo mﬁs [1No ’6&5 C1No /U/Yes CINo | ClYes CINo | [J YE\L CINo | ClYes L[INo ~
Is the line removed as Policy? u’fés [INo | CiYes [AG A Yes [INo /DYes CINo | CYes CINo | CiYes CINo [1Yes [INo
performance of Perineal Care trfes (INo | [¥¥es CINo #Nes CINo |ATYes CINo | [1Yes rINd_|_[Yes—=HNO | —Yes CINo
Onset of New Fever [1Yes D’Nﬁ' ClYes /r{ No | [1Yes £No | CYes ZMNo | CiYes CINo | O Yes [INo | [1Yes CINo
Asses for the leakage at the site of insertion Ues CNo Cies CINo | Ciyes ONo | Cp¥es CiNo | U Yes [INo | C1Yes CINo | CiYes LINo
Name of the Nurse ﬂCWf 4 \ i m_f o
Signature of the Nurse %@ ﬁ -, 0, % 3 g{ EJ N

ot 7F
Docu. No. : RCH /FRM / CLINICAL / 114
|
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Dr. AISHWARVA PARY ospita

i IIHIIII
$SI PREVENTION CHECKLIST

11 takes 2 iok Lo freat the iitthe

BY RAINBOW HOSPITALS
Your Right o a 5ale Delivery

‘BirthRight"

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 U ‘Qx
v
2. Decolonize surgical patients with skin antiseptic(Chlorhexidine bath /wipes) \, l/g
v
3. Antibiotic prophalaxis given within 60mts prior to skin incision W
L)
4 Use a checklist based on the world health organization-19 item surgical
' checklist to ensure adherence to best practice %/QA :
INTRAOPERATIVE
5 Using chlorhexidine gluconate and alcohol-containing skin preparatory agent
’ in combination "LE{
6. Maintain normothermia during the surgical procedure (>36 deg C) l’l o)
POSTOPERATIVE
4 Maintain and monitor blood glucose levels regardiess of diabetes status
* | between 110 and 150 mg/dl w0
8. Application of incisional negative pressure wound dressing x\ﬂ

Docu. No. : RCH/ GDY / FRM / CLINICAL / 322
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28-09-1987

BYIM24D {F)

Dr. AISHWARYA PARTHASARATHY

I

I

II

Ratbnbow

. “hildran's
W P Koty PATIENT TRANSFER NURSING HANDOVER CHECKLIST

S —
TRANSFERRED %@ :

b.Surgical procedure & correct site verified

Date & Time of Transfer: ) yo—"
1_|Patient Identification YES/NO REMARKS
. Patient Identification Patient name, a ¢, UHID/hospital number confirmed vyep |
ne, age, U e

-

2 |Airway & Breathing

a.Oxygen delivery (mask/cannula/venti lator) secured

'b.SpOz within safe range

rc.IfE'IT: position confirmed, ties secure, cuff inflated

WD
MY
!

3 fCirculatinn & Hemodynamic Stability

E.IV lines secured & infusion running correctly

uep

b.No active uncontrolled bl eeding

Ao

-Last vitals recorded before transfer

d.Central line hubs are closed

Nb

e.Dressing Intact

NO

4 ' Pain Assessment

’a.Pain Score assessed & analgesia given

s

!

l
.Reassessment done r \,i
S | Wound, Dressings & Drains I
.Surgical dressing intact [ N_ﬂ_
All drains fixed, output noted ‘]
| lc.Catheter secure & urine output recorded J wz,&’ ‘
d.Splints/casts/traction devices stabilized L&l’\A '

6 | Medications Pre & Post-Op Orders

a.Medications due time noted

Ib.Pre & Post-op instructions (NPO, position, mobilization) communicated

lc.Emergency meds given in OT (time & dose documented)

7_|Equipment Safety & Transport Preparedness

'a.Oxygen cylinder full & ambu bag at bedside Yo A f
b.Bed/side rails up and brakes applied ww l
fc.Special positioning maintained as per surgery u| U/‘ ‘
8 | High-Risk Patient Safety (if applicable) 0
.Chest tube: underwater seal below chest level M’ﬂ
b.Epidural catheter secure, infusion checked SR A
c.Pressure areas protected (heels/elbows)

9 BLOOD AND BLOOD PRODUCTS TRANSFUSED

10 [REPORTS AND LABS HANDED OVER

11 BIOPSY/HPE SENT

12 [Documentation

a.Documentation completeness

h“ransrerring Nurse: D (4 hl?fu Q044 2 AN

‘Receiving Nurse : - 2%(90 3{‘—\-’],1

l
|
lSignature of Incharge: ' (%H,w\

RCH/GDY/FRM/CLI NICAL/598
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i

i

PR T
N RElE PATIENT TRANSFER NURSING HANDOVER CHECKLIST

i
Date & Time of Transfer: ) ‘Sff 26 © Q A~ M TRANSFERRED TOQ : Meo
1 |Patient Identification T [YES/NG) REMARKS -

a.Patient Identification Patient name, age, UH]D/hgsBitgi number confirmed ‘(é ]

L ‘b.Surgica! procedure & correct site verified l LCLJ
2 | Airway & Breathin
a.Oxygen delivery (mask/cannula/venti lator) secure
b.8pO: within safe range
C.IfETT: position confirmed, ties secure, cuff inflate
Circulation & Hemodynamic Stability | |
4.1V lines secured & infusion running correctly

b.No active uncontrolled blecding
c.Last vitalg recorded before transfer

3]

5 d.Central line hubs are closed :
4 ¢.Dressing Intact Yo,
4 l Pain Assessment
'a.Pain score assessed & analgesia given \[( f
,b.Reassessment done X ‘{Q £
5 | Wound, Dressings & Drains

a.Surgical dressin intact
b.All drains fixed, output noted

¢.Catheter secure & urine output recorded
d.Splints/casts/traction devices stabilized
6 [ Medications Pre & Post-Op Orders |
a.Medications due time noted e
b.Pre & Post-op instructions (NPO, Pposition, mobi[ization! communicated \f'-,"f’
f ¢.Emergency meds given in OT (time & dose documented) I L [
7 ] Equipment Safety & Transport Preparedness
a4.0xygen cylinder full & ambu bag at bedside e
™ __|b.Bed/side rails up and brakes applied Yoy
¢.Special positionin maintained as per surgery [ N
8 | High-Risk Patient Safety (if applicable)
&.Chest tube: underwater seal below chest level ik Wb q
b.Epidural catheter secure, infusion checked ) AJS
¢.Pressure areas protected (heels/elbows) N -
9 |BLOOD AND BLOOD PRODUCTS TRANSFUSED .;\‘j('\_
10 |[REPORTS AND LABS HANDED OVER wl.P
11 |BIOPSY/HPE SENT |
12 [Documentation : .
4.Documentation completeness ) ' :(Cf%
Transferring Nurse: Y
Receiving Nurse :
fSignatnre of Incharge: W ,‘
e

RCH}GDY{FHM{CUNICAL/SSB
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NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: 33(9':\’[‘5"“2’ ..... Time: ... 2.4 %@l 1eunnnn.n.

. ~ 26 kg/m’

QRGN oo ensonsnenene Heightt €SN Weight: ..&3.2. 44 kFa.  BMI: O ~28 kg/m’
2 30 kg/m’
FoodAIIergles[ML
D]ETOTITO T SO ol A X iy I Ve B GO OO

Typeof Diet: ClMquid  <FTSvft O Normal O Diabetic
\Qﬁegetarian I Non-Vegetarian (J Vegan

Diet Advised:

Liquid Diet— ORS/ Coconut Water / Butter Milk / Barley Water/ Soupls @
Normal Diet—Rice, Rotis, Dal and Soft Cooked Vegetables and Curd

Soft Diet- Soft Rice, Dal and Vegetable Curries Soft Cooked, Curd @

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

Patient's / Aﬁ;an;& Dietician’s
Signature: '@ Signature: A%(ﬂ?'ﬂQ
Name: ...... /\ N {/ ............................................ Name: A‘M%F@ﬂw.\

Date & Time: ‘..‘.?:‘5193.!;5.20.ﬁ}‘....‘.ﬂ...‘.\'?:m.ﬁw\ Date & Time: ),blO'ﬁ‘{Ll;@q'bepﬂ

Doc. No. ; RCH/ FRM / CLINICAL / 195 (PT.0)
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