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¥ ﬁ Rainbow Children’s Hospital - Guindy

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

Hospital  SrthRon WEB : https://rainbowhospitals.in

Rainbow

ADMISSION SHEET

Registration Details : CORTRRT IR TR T TR

Admission No : IP18-00036331 Admit Date : 05-Jul-2026 Admit Time :07:00 PM UHID : GUC-00088585

Patient Details :

Patient Name  Mrs KIRAN MAHI LOKESHAPPA Age :29Y0M29D

Guardian ¢ Mr RAGHUL SRINIVASAN DOB : 06-08-1997

Gender : Female Religion

Occupation : Martial Status

Address (H) : VILLA 77, CASAGRAND BLOOM, Phone No : 9611271393/ 6369116470

THIRUMUDIVAKKAM Chromepet Chennai

Tamil Nadu INDIA 600044 E-mail - NO@GMAIL.COM
ﬂ'nission Details :
Bed Type : MICU Bed No : MICU 801 Ward Name : 8F-OT COMPLEX
Room No | : MICU 801 Admission Type : First Visit
Contact Details :
Name : Mr RAGHUL SRINIVASAN Relationship : Husband
Contact Address  : V|LLA 77, CASAGRAND BLOOM, Phone No : /9611271393

THIRUMUDIVAKKAM Chromepet Chennai Tamil
Nadu INDIA 600044

A\

Signature
Mctor Details :
Doctor Name : Dr. MATHANGI RAJAGOPALAN Specialisation  : OBSTETRICS AND GYNECOLOGY
Referral Doctor : FRIENDS Phone No

Co-Consultant

Payment Details : _ Deposit Amount  : 7000.00

Payment Mode : Cash Payor Name . SELFPAY

PPrinted Date / Time : 05/07/2026 19:01 Printed By : 021591 Page 1 of 2
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7. & Rainbow Children's Hospital - Guindy
Rainbow ‘ Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.

Children's Sl TEL NO :044-40122444
Hospital e WEB : https:/rainbowhospitals.in
GENERAL CONSENT FOR T REATMENT
Patient Name: Mrs KIRAN MAHI LOKESHAPPA Age : 2Y0M29D
IP No: 1P18-00036331 Sex: Female
Consultant: Dr. MATHANGI RAJAGOPALAN Ward/Bed No: 8F-OT COMPLEX/MICU 801

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

Patient, be deemed advisable or necessary,

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

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

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

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

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

clearance. In case of failing the sub ion, | will pay 200/- Rs.
((Ij,ﬂ,;’ceiversSignature:...............‘.) %}\

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

Signature of Patient/Relative:

PN R TARY
Name: T« W \%Y\A\[ Patient Address:
Lo VILLA 77, CASAGRAND BLOOM,

s . THIRUMUDIVAKKAM Chromepet
Date: Of (D? 'J._v:r% Time: 0F L.CO P ™ Chennai Tamil Nadu INDIA 600044

Wittness Name: '6 Q;Wwﬁ’nk’ﬁ'\‘

Wittness Signature: /é\ - o

Printed Date / Time : 05/07/2026 19:01 Printed By : 021591 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 [NR 5.000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council,

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

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

If 'the Surgery/ Procedures performed in emergency hours (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.

>

| 4

>

>

4

I

> Patient/ Guardian Self Attested Government ID proof is mandatory to submit at the admission.
ﬁb TPA/Insurance Processing Fee applicable for all Insurance Cases.
> In our hospital there is "No Discounts Policy". Kindly co-operate.

| 2

>

No Duplicate/ Second copy of OP or IP bill will be issued.
In case the patient is shified from lower category to higher category, all the charges like consultant visits,
investigations, operations and procedures ete. from the date of admission will be charged according to the higher
category.

> If the patient is shifted to the ICU. the attendant should vacate the room. If the attender occupies the room, it will be
charged as per dual occupancy.

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

»  For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/ HbsAg, Medical Records,
Insurance Processing Fee, Double Occupancy and Registration Charges, Etc., credit cannot be extended. These items are
not payable to us as per insurance company norms (Depends on the TPA/Insurance Co. T&C).

> Ittakes time for cash discharge is a minimum 3-dhrs. 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

ﬁ 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

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 : wa' )d%n NZJA; JD}‘?/'QQPP:‘ UHID Number : C\UL - @DD%

Self/Attendant Name : Q Relation :
Abkoe € Prendbe ret

_Sl:;m Attendant Signature : %\ka\ Name & Signature of Financial Counselor
10one Number ; 62 ,
b4llby o 6
/ -

RCH/GDY/FRM/CLINICAL/426
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MEDICATION RECONCILIATION FOR

................................................................................ ot 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)

Drug Allergies:

Shifting FIOM: ..c.......ovovvrrvnoreded Shifted to: 'T’}'QHQO{ ..........
40| e M PR ) | (o | o, | e | SATOOSE | s
1| 1ws svehces BOR Wy b == &C Ooc
2| ow M o Awwrey ?)o g Oe Ooc
3 [TR®  onep \qm £ /o s \4C 01DC
4 | v Cresmmne “"“"153 L)e \~¢ -0 &e" 0OnC
5 | IUST sLpPoSITe RY - Jcow\% ?) (I Oe-110C
6 Oc Ooc
7 Oc ooc
8 Oc ooc
9 Oc¢ Ooc
10 Oc Ooc

* C- Continue, DC - Discontinue
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_ * C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY' : '
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Date & Time : Q‘?{%
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital

nm«aummu\-m.

DRUG CHART

Date of Admission: ’gj ..... Drug Allergies:

N L"W@own any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR -

NURSES -

. Nurses must follow Strictly the FIVE RIGHTS before administration of medication,

1) Right Patient 2) Right Drug  3)Right Dosage 4) Right Route 5) Right Time
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy,

SOS / PRN (As Required Medication)

DRUG :

Date ’ y j

Dose Route Frequency |Start Da

Doctor’s Signature-

Vaiid Period| Pharm.

Additional Instructions:

L
i

Dose | Route Frequency [Start Dat

Doctor's Signature |Valid Periog Pharm,

Addtional Instructions:

DRUG : [Date
Dose | Route Frequency |Start pa
Doctor's Signature |Valid Period| Pharm. T 5
—
4 | e o S S N Y
JAdditional Instructions:
e \J
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Weight. éOlB ward. ... JIZ.

1 REGULAR PRESCRIPTIONS
Datep
DRUG: w3 SUPRCEF el ¥
Dose | Route |Frequency |Start Date|3 worp
y-sgeo| Vv Vo =) o Ve
Name & Signature of the Doctor
Starting the Drugs:
\1103S 20 ¥ gy clw —_—
Additional Instructions:
N~
| \op
Daily Doctor's Endorsement by a Sign D\ R
Date
DRUG: pdo pAt\ D EECAYN |
Dose | Route |Frequency [Start Datey 0
\ )o L—o) | 6)2)%. W
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
790 220
| Daily Doctor's Endorsement by a Sign ™
DRUG : To& ¥ POP- Pt N
Dose Route |Frequency |Start Dat 3¢ A
vam [ ®)e |11 -) SECREERE
Name & Signature of the Doctor
Starting the Drugs:
\ZZa3E 2p N PX
Additional Instructions: o)
=] = ]
[T)ally Doctor's Endorsement by a Sign ;
DRUG : SUSTIV SUPFOSYTOP) [Rater X
Dose | Route |Frequency |Start Dat m;m e
powgy| e -0 L\ 2 ™
Name & Signature of the Doctor
Starting the Drugs; [~
|t £ a3
Additional Instructions:
o
ne '\s‘x; L
Daily Doctor’s Endorsement by a Sign
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- Dose Dose Dose Dose ' _]
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Route Start Date b e - - ,
it 4 De Sign, Dr. Sign. Dx. Sign, Dr. Sign. :
Name & Signature of the Doctor o pow Doss Ooes
' De. Sign. Dx. Sign. De. Sign. Dx. Sign,
Additional Instructions: pose o~ - et
Dr. Sign, Dr. Sign. De Sign. De Sgn.
Date»
VARIABLE DOSE Tine [n ] Twew i (e
Doss ' Dose Dose Dose .
DRUG : o Sion o S e B Son
Route Start Date - - o .
Dr. Sign. Dr. Sign. n:sm Dr. Sign.
Name & Signature of the Doctor - e fose .
Dr. Sign. Dr. Sign. Dr. Sign. De Sign.
Additional Instructions: Do o s aad
Dr. Sign. Dr. Sign. De. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication me Route Signature Nurses
§\>¥ A INT uences 0 -1ty by 2@ ﬂ
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PALAN NV.FLUIDS CHART
i T T T T
. woimposition of ' id Route Horﬁlf';? Sign | Sign |Stopping| Sign | Sign
Date | TiME | i sion, mentionmiir = bicghg/mn. etc) w/
¥ o | | s e
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R tokes 5 0k 0 est the it Your Right to & Sale Delivery

DRUG : 1A%, ThyRoNoRY) -

REGULAR PRESCRIPTIONS wight (506 wara 2.
Date#}o\ 2

A

Dose | Route Frequency | Start Dt.

DY

NN

A% Q) || 0 -0 L\7R4

<

Name & Signature of the Doctor

=3

.,\.. = —‘_

Stamnq the Drugs:

\2 7038

Additional Instructions:

C‘m on —”W*—UW%>

Daily Doctor's Endorsement by a Sign

DRUG: 11y crer e

Date

Dose Route | Frequency | Start Dt.
dema | ¢)e |\ o0 [y,

=

M
O\

Name & Signature of the or
Starting the Drugs:;

CLFA3S

Additiohal Instructions:

Daily Doctor’s Endorsement by a Sign
B Sw oabdtediionivk eldalliglifl £

DRUG: T- PaRp ETAMO L |

WY

)\

Dose Route | Frequency | Start Dt.

K Plo

1=t=t| & |%/d

v

Name & Signature of the Doctor

Starting the Drugs:

Ve ig

22

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: T - CEFTLUM

Date

Dose | Route |Frequency Dt.
1~ ~) i‘T—rl'}gu

Sowu| po

A [T

Name & Signature of the Qotor
Starting the Drugs:
Eg_’).\’l

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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AT
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REGULAR PRESCRIPTIONS weignt ...........

7
Rainbow® . = o
Children’s ‘B:rtthght

B ks 5 10k 0 Dt e it Your Right 1o & Sale Delivery

o WAt vinsiviisate s

DRUG: 1" FLAGYL

Date

b

©

Starting the Drugs:
e ,_'3.\'1

Dose | Route |Frequency |Start Dt.
o |19 | h
Name & Signature of the Dpstor

Pw

Additional Instructions:

Daliy Doctor's Endorsement by a Sign

DRUG:

Date

Dose Route | Frequency | Start Dt,

Name & Signature of the Doctor |
Starting the Drugs:

Additional Instructions:
¥

Dally Doctor's Endorsement by a Sign

| pRUG:

Date

Tiape

Dose Route |Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

-

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Date

Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endommeni by a Sign
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Children’s

.BirthRight'"
BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

@

Early Warning Observation Score Chart - Ohsté"t'rics

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

shbe

Date

Time | 8 | 9 |10

11

12

T
.

6/

[

RESP
(write rate in
corresp, box)

> 30
21 -30

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered 0. (L/min.)

3,dway

40
39
38
37

36

¢
Q

35
< 35

ajey Ueay

170
160
150
140
130
120
110

100

90

80

70

(D

A1

60

—
anssald poojg JNjolsAs

190
180
170
160
150

50
SN (32 50 P M e = 3 7)) O ) v ) P E R i PV 15 (6 9,

140

130

120

E

110

100

e

90
80
70
60
50

‘.—
2Inssald poojg joiselq

130
120
110
100
20

80

70

60

50
40

ks

50 0% N
h

NEURO
RESPONSE
[¥]

Alert

1T

AN T A T 1

Sl

Voice
Pain
Unresponsive

URINE
mls / hour

> 30
< 30

Proteinuria |

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquo}

Clear / Pink
Green

=

| -1

o - ) R TS

TOTAL YELLOW SCORES

A=K

TOTAL ORANGE SCORES

Nurse Initial

SO
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~any warning Observation Score Chart - Obstetrics

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

L C.. «\
NV =gy o |
< - . . i
Time {'8)| 9 [10]11f12)1[2]3(4a)s efo|wofufifi|2]3fats|e]~
RESP .5
(write rate in v Vn A
corresp. Pox) 11-20
[ 0-10
| 94 - 100 % >
Saturations <93%
Administered 0, (L/min.)
40
39
= 38
_g 37 t A~ >
a° 36 e 4 N
35
< 35
170
160
150
140
130
= 120
& 110 =
= 100 AT i W A0, —
-1 a0 T Nl S { =
80 \ P = (=)
70 i) i e et L=
60 i=a
50
40
190
180
170
e 160
= 150 =
% 140 \{’ NS
@ 130 0 s = ]
T g 120 o N \ = /N
o 110 o 3 b \ Lt
@ 100 | N
€ 30 7 i
80
70
60
50
130
g 120
w
5_" 110
=5 100
l °g—" 90 i
=4 B0 - . j__ /| /| \ /l
3 70 Sl V4 R 0 il \
@ 60 LY A < B
b -
3 50 >
40
NEURQ Alert T T T T4 T T ] I | |
RESPONSE Voige
[v] Pain
Unresponsive
URINE _ > 30 v
mls / hour <30
I, Protein + +
Proteinuria T S T
2 Normal
Lochia Heavy / Foul
Clear / Pink |—
Li
s Green
TOTAL YELLOW SCORES L/ A4
TOTAL ORANGE SCORES AJ [0
Nurse Initial Z1 { ~
T P
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(_FLUID CHART )

1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

A \W Intake Output o
Date | Time | Nawre Route NG | Diarthoea | Vomit |Drainage | uring | Phicbe | Sian. -
of Fluid Score | Nurse
‘1 Mouth LV N.G
08:00 am [ Jem=——n
09:00 am c!\\
10:00 am % S
11:00am i
12:00 pm
01:00 pm
Total Intake : Total Qutput :
02:00 pm
03:00 pm
04:00 pm
05:00 pm 1 \
06:00pm | <1 on )N —+— e |-
07:00 pm _‘1\_/ o3 W Rt o o) Vi
Total Intake : 2,5 Total Qutput: RO
.08:00 pm Npo 1R kol o |10
Ce00om | /0D ry 4h | ° | <o
wwom] Kol iy 25 [0
11:00 pm Hﬁo 2D S loo | ©
20 7 il ol e leo | o
000 350 | mand s x| g |l
Total Intake : [cgoM & Q. Total Output: -~ /- 5 ‘
02:00am |7 ( )\S'D 25~ ipn [ A [(W
0300am| W WS AT (@) | o
C o400 am |\t }*JN \3sT dop | © S0 |
/ 05:00 am 1 5] w [0 [
| | 0600am | s [ N0D [ p < \W o [
L orooam| \aen; WO \¥C XYIEEEEYE
[ Tatal Intake : ' m (\‘“\'@‘,— \M“Uuq Total Output:  \ ~ ) |
Total 24 hrs. Intake 3 ( NOW] Total 24 hrs. Output | . "h‘“f
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1. All measurements in ml, '
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

\ ol
W\ Intake Output e
Date | Time | Nature Route NG | Diarthoea | Vomit |Orainage | Uring | phiebtis | Sign. -
of Fluid Score | Nurse
| Mouth | LV [ NG
0600 am e |@s®) 00 (D &,
Q0| ysp |apoll2S cv” ~2y
10:00 am 12& 230 n (ﬁ, _
NWamhis > |9 00| /2 € 200
12:00 pm | 2 T 200 f @g._
0a0pn [H20 [30 0 125 1 %o@%
Totalintake: /2 ¢p ' Total Output: 9 £ ppa L
0200pm Vﬂﬂf ) b | SA
030mm | flnp {200 O <%
0400pm | Hao |00 & :
0500 HAn | 9ep - O S
06:00pm |Ha D |low 0 1B
0200mm W 6~ | D00 0 e/
Total Intake : 25 o) Total Output : (- 000
.08:00pm | Ao [ 1OV O ] to
0800pm | ool 1O O 1.0
10:00 pm e oo | O [
11:00pm | % | W o W
12:00am o ¥
01:00 am H% c"{)\) ¢ 159
Total Intake : 5Dy - Total Output: - 400
0200am | 4} B [ 100 O 10
03:00 am ' ROO | O 00
l 0400am |y 4 | 1S© QO | _»
05:00 am o) _» |
Lﬂﬁ:ﬂﬂ am | 4N | \QU O | W
|0r00am [ i 10O | .. | | . S0 1T 10
TotalIntake: - RERWP T Total Output : Gty
Total 24 hrs. Intake A IS VNV ’ i Total 24 hrs. Output ,{ VAL DM
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@ BirthRight

"y i | S
CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: TSy .\ , o kk Q) - Date of Delivery: < \‘7 \‘z,{a .
Assistant Surgeon: e ko Time of Delivery: 5 * 3 9 ™)
Anaesthetist's Name: Ty Dy uacd dnayan i * Genderof Baby: @ e\
Type of Anaesthesia; S ol - Weight of Baby: 2 - 2 zm\u\rg-
Neonatologist: AGPAR Score: @) )o | 9 ) jO*
Scrub Nurse: NICU Admission: O Yes M
Pre-Operative Diagnosis: ® w1} 27 Loy 1) Yo gty vy o -
O Elective B/Emergency Indication: ..} e mmn&& R oo T
Urgency -

O Immediate Threat to life of woman or fetus

R AMaternal or fetal compromise not immediately life threatening

O No maternal or fetal compromise but needs early delivery

O Delivery timed to suit woman and staff
Decision time: . susslsssanemine,  INOT S0 TECTUS: .
CTG Description: ......... Mm mnmm&umwi W - S

If there was a defay give the reasons: .

Surgical Procedure: R o #o \PrL) \ \MS?D—\MVD‘G\ \ o waenciy LSS

Post Operative Diagnosis: Exvovquinay 1.8

Peri-Operative Complications: w1

Amount of Blood Loss: S So my - . Blood Transfused (in ML):

Name and Number of Surgical Specimen sent for examination:

Docu. No. : RCH /FRM / CLINICAL / 156 (RT.0)




Examination Findings when Appropriate:

Presentation: G¥Cephalic (3 Breech  [JOther ............  Cervical Dilatation: ......... LIS — cm
5th Palpable: ........... S} T —— S 111 T R P - = 1 U <
Station: I:J-a Q-2 m?”l DO [.'.1+1 0O+2 Moulding: Elone O+ O++ O+++
Caput O+ O++ +++ < Meconium: &flone O+ O++ O+++
Bladder Catheterized : Bges O No Une: Clear CI Blood Stained

Skin Incision: S«F{a,nnanstell 0O Transverse O Midline O Other .......

Uterine Incision: & Cower Segment O Classical Ollnverted T CIJ Incision

Previous Scar:  OJ Intact O Thinnedout O Ruptured G0 Scar

Incision Through Placenta: O Yas Efo

Delivery of head: Wanual O Forceps

Liquor: OCear O Meconium: Q1 O Om OBlood O Offensive O Not Offensive

Delivery of P!ggegt:ta: T vocoeienene E¥GOMplete Olincomplete [ Piecemeal

... Cord aroundthe neck OlYes RING"
Appearance of placenta: )smm‘.ﬂ-q Cavity expiorad Ees ONo

Cord Appearance: ............. )3

Uterus, tubes and ovaries: E49ormal I Not Normal Sterilization: 'I:_lYes o

Uterine Closure: Ol Onelayer  &Vfiwo Layers W mc.u.a.i) s SULUTE
Peritoneal Closure: 1 Pelvic O Abdominal  EXflone  .oovveeeonnn. e SUTUTE
Sheath Closure: sl ww\ ceenei SUtUTE
Fat Closure: [ Yes [3-!(0 i ... Suture
Skin Closure: B@bcuﬂcular O Mattress 3> vl =8 Vﬁa‘\ov—u—s,] .. Suture
Vagineal Evacuated 2fes O No

Drain: OYes o DIREMOVEIN covvovevoooeoseseseiiee days O Await instructions
Ctheter E’%s ONo ORemovein..\a.5)....days O Await instructic.is

Swap & Instruments count correct? Os ONo O Post-op Antibiotics BYes [ONo
Intra-Operative Antibiotics Cover: &Yes OINo O Thromboprophylais  E'Yes CINo

Post-Operative Notes: 3:AR.£2:4... 2 M0 s ¥ Surrnerenee. R USRI SNE- A (N IR
c:&v\mmm@\mmﬁm NG et . el
O GO U 4 1 . O . . »

VO, S, \:v.u.w.l.\)'\\

O W HEPS N € G o0t
LAMSLL SR RALER..Y tcasmw'tbs

OG- % U w TS, AL S Y C N SR

shsnbunsTEsaRNY
s
. . .

M?%ﬁ\%m?)bl—l*‘ . T

ST SOV VYOS e VT 1o <] |
Doctor Name: D\rm&—homg‘x?— Doctor Signature: EQ )

Date & Time: S\D\k{a (22435~

¢e
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Surgeon : @S

SURGICAL
SAFETY CHECKLIST

Anaesthetist : M

Asst Surgaonfb f.ﬂ‘&

22

Scrub Nurse : é’lﬂ

(T

H

all

GUC-0008BER6 IP18-00036331 -

Pmnwmm":*:::: —— Age:}:‘.‘l.... Gender:..,...... "Ra‘ihb‘gw'
. uMC-‘lll? ny A » = o
HANGI RAJAGOPALAN ame : .[S. M ﬁl;islg{a?s gll‘lthght

ionar Right b 8 Safe Dadivery

Out-time : .

: % 4

Before Induction of Anaesthesia > > W

Before Skin Incision > »

)

Before Patient Leaves Operating Room

SIGNIN  Time...T.:20... TIME OUT _ Time:..71.-.220...... SIGN OUT  Time:. .- 200

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

Identity Iaﬁ ONo introduced themselves by Name and RolpTYes DINo The Name of the Procedure Recorded ONo

Site )a{ ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure es ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) z@ ONo CNA

Consent E,Veé ONo Correct Patient (Check ID Band) }Xé ONo The Specimen is Labelled (including
Site Marked Trfes ONo CINA Correct Site /;z{ BiNo patient name) JYes ONo CINA
Anaesthesia Safety Check Completed s ONo Correct Procedure s ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning ONo Anticipated Critical Events Problems to be addressed DOYes 9‘"{ ONA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes 9,( What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, W R e OB oY,

i ? and management of this pati OYes OMNo

Yos, & Equipment/ Assistancs NﬂlC!D&t&d Blood Loss OYes OMo ONA nagement of this patient?

Available OYes 6 Anaesthesia Team Reviews: u/
Risk of > 500mi Blood Loss Are There Any Patient-specific Concerns? CYes CUo O NA
(7ml/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned OYes g{N ONA Been Confirmed? are there Equipment La'(

Blood Units Reserved OYes % CONA issues or any Concerns? OYes ONA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OVYes EWK ONA
within the last 60 minutes? Aes CNo CINA Power Supply, Earthing, Power Backup

and functioning of equipment checked. OYes
. ™~

Signature ML"’ SIGNAMUIE 5ot ceeeeesees e rens s s s e )1 PR, | - 35 S
Name }S«? Name ®0\t Name :.¢ WUM
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or.! W‘ \\\\\%\\\\\\\ . Hos pital By nn.maow Hosmlus
Morse Fall Risk Assessment Form R s e T g Sl ey
ri
N Pel . S
i 26
Choose Highest Applicable Score from each Category L lili ﬁ{’}bb b Ff/ & f :f-[ 2 Fall Risk Grading
Score R6 L0 20
History of Falling Yes 25
(immediately or w/in 3 months) No 0 A /O o Risk Level Morse Fall Score Actien
MFS
Secondary Diagnosis Yes 15 )
(more than one diagnosis) No 0 O £ ©
Furniture 30 Standard Fall
- ‘ Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Low His Precaution
None /Bed Rest /Nurse Assist 0 o) O o
IV / Heparin Lock or Saline :ies 20 &f) 20 20 Implement
g g Moderate Risk | 25-50 | Moderate Fal
Impaired 20 Inr:eﬁgtr:ggn
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 Implement High
imitati . :
Mental Status Fo.rgets s = L High Risk =4 E:Ztel::tlilun
Oriented to own ability 0 ) & O Intervention
Total Morse Fall Scale Score: o0 | 2¢ 21O e
b E: B,
Signature 09261 15;;:{

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

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

[J Use chairs with arm rests

[ Use safety straps on stretchers and wheelchairs while transporting patients

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

Maderate 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







b o ot

Patient Sticker -
Rainbow .

S Children’s .BirthRight’

- Hos p ital BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form R s R e O
| :
bg? le T+
) ) Date / Time . .
Choose Highest Applicable Score from each Category Sc):)re M Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 o) O Risk Level Murss(: hl;:g)Scure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 b
. Furniture 30 Low Risk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0
20
IV / Heparin Lock or Saline Yos 7 20 Implement
No g O Moderate Risk 25-50 Modera}e Fall
Impaired 20 rrevent:gn
: ntervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immabile 0 0 O Implement High
Forgets limitations 15 P Risk Fall
Mental Status = _gn T o 0 HighiFis EA Prevention
Morse Fall Scal - {OIRC 0 em @y 2 A o Intervention
Total Morse Fall Scale Score: Né;_/___ 1 o
Signature T~ 0 /g—Q/’
Tick (v') whichever precaution taken. - Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) [ Hourly safety check
O3 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 0J Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCH /FRM / CLINICAL / 006
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Mrs KIRAN MAHI LOKESHAPPA &
i WA B BACALO A an Rainbow® '
i = gl | G BibRigh.
‘Hospital Y RABBOW HOSPTTALS
PAIN ASSESSMENT FORM B b e bRy
Date Time Pa:;;:n)}re Location ) Duration Rculw/ Character A m::’ hﬂ::w Intervention Sign
Aph 4% O Contiogous | Oficte | OShap CFBul | O icreasing | 0% | coyvudbgdable &'@
5\ 1™ '{(0 S Eldommint | Fioveds . T Gonme TR vt | Hvo posi®ian |~ S
O Contiguous | Ofcute | O Shap O nw o %
EW (oA f({'o q D’ﬁmﬂ DOChonic | OAching [ Buming | [ Decreasing [ O No S [
K | O Continuous | ST Acute 0 Sharp O Dull LHfes /J
AN I\ S‘rﬁi |0 iplermitent | CJChvonic | [CLAehing 01 Buming | O3 Decreasiog | 01 No
e iu)l O Continuous | CLAGe | DShap CI0Wl | Drfcreasing | 3 Tes __Q_,m%ﬂm G
b7 2k [P | V1o 4k | @ intermitent | O Chvonic | xfiching 01 Buming | O Decreasing | 01 No Petlim | %)
Gl Cuogted O Continvous | e OShap CIDul | Drfcreasing | Br¥es _ﬁm‘s&m
lfpm llto | 4 | temiten | Cowonc | CoAching 01 Buming | 01 Decreasing | Do T o
0. O Continuous | [ Acute O Shap [ Dull 0 increasing | O Yes W =
¥ (\\ %%’OLQ ~ O Intermittent | O] Chronic Clﬁliil’lg 03 Buming | [ Decreasing | [ Yo~ m([g-!ux
- O Continuous | CJ Acute OShap "C1Dul | O Increasing | O Yes Wun_— 0
‘\,\“\}0 U A | \\'0 | O itermitent | OiChwonic | D Aching 03 Buming | [ Decreasing llll/ * S
O Continuous | [J Acute OShap C10ul | O Increasing | D¥es ALLY _
Fl+ob | PRt (O] 1o | ~ | O temitent | Ccwone | DAeting 01 Buming | 0 pecreasing | 0 Mo /%%m
O Continuous | [J Acute O Shap I Dull 0O Increasing | [ Yes
O Intermittent | CJChronic | D Aching [ Buming | [J Decreasing | 01 No
O Continuous | (1 Acute 0 Sharp [ Dull O Increasing | O Yes
O Intermittent | O Chronic O Aching [ Burning | [ Decreasing | [ No
Re-assessment Frequenty:
1. Every eight hours for 38 hospitaized patients.
2. For post-surgical patients, patients with chronic pain. patient with severe pain:
2)  Alleast every 2 howrs jor the first 24 hours b) Then every 4 hours.
c)  Prior 10 pain pain-reficving infervention. d)  Within 30 - 60 minutey after pain refief intervention,

Docu.No: RCH /FRM / CUNICAL / 152

(PTO)



PAIN ASSESSMENT TOOLS

,  FLACC PAIN ASSESSMENT SCALE (1 Meath to 7 Years)

°T

L]

Wong - Baker (Pediatrics) Above 7 Years

DD DD @

Mo Hurt !-hmuPBI Hurts Lisk More Even Mors Hurts Wholz Lot

SCORMG
CATEGORY
(] 1 2
. Occasional Grimace o Frown, Frequent 1o constant frown,
Face No Particutar expression or smie withdraw, Discricnted quivening chin, clenched jaw
Legs Norma_l Position or Relaxed Uneasy. restiess, tense Kicking, or legs brawn up
. Laying quietly normal position, Squirming shifting back and :
Activity moves easily forth, tense Auched. right, of Jerking
) Maans 0r whimpers occasional ing steadily, screams of Sobs,
i _1{0 o Nty orasleep) Wu ﬁ‘meqw!mm
mg‘hh Reassured by occasional ouching.
Consolability Conte. 1, refaxed :;m. or being talked o, Difficutt to console or comfort
- Meenatal Psin, Agiatisn and Sedation Scale (upto 1 Month)
Asbeswnent ~ Sedatiea Mermal 5 Poln / Agitatien
Criteria
2 -1 L] 1 2
Crylng No Cry with painfud | Moans or cries Wmmuhh&wmn High-piiched or slent
Irvitabiiity stimufi minimally with painful| iritable Intervals consolable | continuous cry
stmufi Inconsolable
Behavier State | Noarousal toany | Arouses minimally 10 | Appropriate for Restess, squirming | Arching, kicking constantly awake
o spontaneous Littie spontanecus Arouses minimally / no
movement movement (not sedated)
Fachi Mouth is tax Minimal expression | Relaxed Appropriste | Any pain Bxpression | Any pain expression
Expressien | No expression with stimuli - continual
Exdremities | No grasp reflex Wesk graspreflex | Relaxed hands and | Intermitient Continual clenched
fone Flaceid fone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone * | Normal Tone or finger splay
- Body snottense | Body Is tense
Vital Signs WA | No variablity with | Less than 10% Within baseine or | Increase 10-20% | Increase greater than 20% from
RR,BR.$20, | stimuii variabilty from normal for from basefine baszline, 520, less than or
Hypoventilationor | baseline with simuii | gestational age S30, 76-85% with | equalto 75% with stimudation
apnea shimutation - quick { slow recovery Out of sync or
. recovery fighting ventilator




'\\

Z

————— Rainbgw' . . -
Patient Sticker “Children’s | --B*rt-thghl-
‘Hospital BY RAINBOW HOSPITALS
PAIN ASSESSMENT FORM o v et e
Pain Score _ - Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Faclors Educated Intervention Sign
O Continuous | CJ Acute [ Sharp [ Dull O Increasing | O Yes
[ Intermittent | [ Chronic [J Aching [ Burning | O Decreasing | [ No
O Continuous | O Acute [ Sharp O Dull O Increasing | O Yes
[ Intermittent | [J Chronic 0 Aching 7 Burning | [J Decreasing | O No
[ Continuous | [ Acute [ Sharp  OJ Dull O Increasing | O Yes
O Intermittent | O3 Chronic (] Aching [ Buming | O Decreasing | OJ No
O Continuous | [ Acute [ Sharp O3 Dull O Increasing | O Yes
O Intermittent | O Chronic [ Aching [ Buring | [J Decreasing | O No
[ Continuous | [J Acute [ Sharp  [J Dull O Increasing | O Yes
O Intermittent | [J Chronic (1 Aching [J Buming | [J Decreasing | [J No
[J Continuous | [J Acute [J Sharp [JDull O Increasing O Yes
O Intermittent | O3 Chronic (1 Aching [J Buming | O Decreasing | [J No
O Continuous | [ Acute [J Sharp O Dull O Increasing | O Yes
O Intermittent | [ Chronic [J Aching [J Burning | OJ Decreasing | [J No
O Continuous | [ Acute [ Sharp 3 Dull O Increasing | O Yes
[ Intermittent | T3 Chronic () Aching [3J Burning | O Decreasing | O No
O Continuous | [J Acute O Sharp  J Dull O Increasing | O Yes
O Intermittent | [ Chronic [ Aching [J Burning | O Decreasing | O No
J Continuous | O Acute [ Sharp  OJ Dull O Increasing | [ Yes
O Intermittent | 3 Chronic O Aching [ Buming | O Decreasing | :LJ No
Re-assessmenl Frequency:
‘l.E\reryeithm.lsfMdWm
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
2)  Atleast every 2 hours for the first 24 hours b) Then every 4 hows.
¢) Prior to pain pain-refieving intervention. d)  Within 30 - 60 minutes after pain relie intervention.
(PT0)
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Nemerical Paia Scale (Obstetric aad Gymecsiogy)
! 1 1 ' |

PAIN ASSESSMENT TOOLS

FLACC PAIM ASSESSMENT SCALE (1 Month to 7 Years)

T

oo

mmm Emlm mmm

mmwes:

i 1 1 ] ]
E) 4 5 [} 7

Wong - Baker (Pediatrics) Abeve 7 Years

‘ SCORMG
CATEGORY
i (] 1 2
j ; Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed | Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting hack and
Activity mwes?as.?;r forth, tense Arched, right, or Jerking
| Moans or whimpers occasional Crying steadily, screams of sobs,
No Cry (Awake o )
1 Cry ashep complaint frequent compiaints
Postile Pan Reassured by occasional touching,
Consolabitty - | Contet, relaxed fiugging. or being talked to, mmmdeum‘:mm
-=uemuhh.mnlmmude(wimmﬂj
N Sedation | womal Paia / Agitatien
Criteria
2 -1 (] 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Net| imitable of crying at | High-pltched or silent-
Irritability stimul minimally with painful ) initable intervals consolabie | continuous cry
_ sEmul Inconsolable
Hors Wt Behavier State | No arousal oany | Arowses minkmally 10 | Aporopviate for Restiess, squinming | Arching, kicking constantly awake
stimuf stimdi pestational age Awakens frequently | or ,
No spontaneous Liitle spontaneous Arouses minimally / no
movement movement {not sedated)
Faclal Mouth Is lax Minimal expression | Relaxed Apprapriate | Any pain expression | Any pain expression
Expression | No expression with stimuii intermétient continual
Extremifies | No grasp reflex Weskgrasprefiex | Relared handsand | Intermittent Continual clenched
Tene Flaceid tone decreased muscle | feel clenchied foes, fists | toes, fists, or finger
fone Nomnal Tone or finger splay splay
Body snottense | Body Is lense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | increase greater than 20% from
RR, 8P 530, | stimwj variabifity from normal for from baseline basefine, Sa0, less than or
Hypoveatifation or | basedine with stimuli | gestational age Sa0, 76-85% with | equalto 75% with stimulation
apnea stimulation - quick { slow recovery Out of sync of
Tecovery fighting ventilator
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Mobility

1. Completely immobiie:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4, No limitations:
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. ]
without assistance. to completely turn self independently. | _independently. ﬁ} A q G
2. Chairfost : 3. Walks occasionally: 4. All patients too young fo ambulate; 8 d /
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks x
hysical activi = ' non-existent. Cannot bear own weight very short distances, with or without Walks autside the room at least twice a }
atp Lahly’ Vanitined o ad day and inside room at least once every l

and/or must be assisted into chalr or

assistance. Spends majority of each

Sensory Perception

wheelchair." shift in bed or chair. 2 hours during walking hours. -
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No Impairment: '
Unresponsive (does not moan, flinch responds to only painful stimull, cannot |  Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli due to communicate discomnfort except by cannot always communicate discomfort |  Has no sensory deficit that would limit

diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

moaning or restiessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort aver
half of body.

or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

ability to feel or communicate pain or
discomfort.

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally molst:
Skin is occasionally moist, requiring

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

skinu:sw::::se d by petspira@lun. urine, dralnaqa. etc. Linen must be changed at least every linen change every 12 hours, changes; linen only requires changing
10 moisture Dampness is detected every time 8 hours. avery 24 hours. 4” q
patient is moved or turned. Q‘,
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potentlal problem: 4. No apparent problem: 4
Friction  Occurs when Spasticity, centracture, itching, or Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is prabably 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 q
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." C/
one another occasionally slides down.
1. Very Poor: 2. inodequate: 3. Adequate: 4. Excellent:
NPQ/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and | provide adequate calories and minerals calories for age. For example, eats

albumin < 2.5 mg/dl OR never eats

minerals for age OR albumin < 3 mg/di

for age OR eats over half of most meals.

maost 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 hall of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. 5 %
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. 5 3
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: 4. Excellent:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may s '

nm:;ﬁf‘" & <40 in a newborn) or the patient be < 95%; hemoglobin may be be < 95%; hemoglobin may be Nr!’l‘j'::lensni:‘!;l ?I”;qe" sfflt"m::#“ L' 4 9
does not physiologically tolerate < 10 mg/dl; capiltary refill may be < 10 mg/d; capillary refill may be > O e bOpRaLY
position changes. > 2 seconds; serum pH is <7.40. 2 seconds; serum pH is normal. <2 seconds.

Severe Risk : less than 9

| High Risk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18 | Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name

Spee




Support Surfaces

Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
©® Regular Turning Schedule . -
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels Gel pads for high-risk areas
©® Use pressure redistribution surfaces Kisenaing srsssurs:malimss over
® Manage moisture, friction and shear ap y
©® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
© Use the Same Protocol as for “At Risk” Patients e
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




Servings or meat or dairy products
per gay. Takes fluids poorty.

only 3 servings of meat or dairy
products per day, Occasionally will

but will usually take a supplement if
offered,

Tissue Perfusion &

Oxygenation < 40 in a newbomn) or the patient

does not physiologically tolerate
position changes,

Severe Risk : less than 9 | High Risk : 10-12 |
Docu. No. : RCH/FRM/ CUNICAL / 119

be < 95%: hemogiobin may be

Moderate Risk : 13-14 |

Does not require supplementation,
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Children’s BirthRight
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Mrs Kig 1P18-00036, vt = 5ot Dntrary
08.08, AN MAk; Lo"%p‘- 31 . ; ;
d;'--"ﬂ:'.l::uq BYimip {F) Dats : - [
ey | P
. Moo ven slight changes- mmmmh mmmm mmmmmn
¥ "o, Nity position mummmm mmm«mm position without assistance, f, e
without assistance. tammmu"ﬂpmm independently. 3 -
: 2. Chairfast: - . 3. Waiks occasionally: 4. AN gatients oo young to ambulate;
§ Ability to walk severely limited or Walks during day, but for OR walks frequently:
of oy The degree | 1. Bedrast: o . Cannot bear awn weight | very short distancs, wih or etheas Walks outside the room at least twice a
of physical activity' | Confined to bed ad/0r Must be assisted nto chair or Spends majority of each day and inside room at least once every ,
: _ wheelchair* shift in bed or chair. 2 hours during walking hours,
1. Completely limited: 2. Very Emitac: 3. SHightly limited: 4. o impairment
Umom(ﬂmrmm.m mwwmwi.mt Rmbmmm,hu mhwmm
or grasp) to painful stimuli due to comnumdlsn:nmnemmby cannot always communicate discomfort hmmmmmm
Sensory Perception diminished level of or | moaning or restlessness; OR, has or need to be turned; OR, has some abilty to feed or communicate pain or 3
Sedaﬁnu.ﬂﬂ.lhniudabilitylnfaﬂ sensory impairment that fimits the mqmmmmmnlmm
pahw«mostofhbodywdm. ablﬂymfadnainorMmhnmr bl'ulmiufdlscomfmlnnmor
half of body. w0 extremities.
1. Constantly moist: 2. Yery moist: 3. Occasionally mokst ) 4. Rarely moist:
Moisture Degres Skinis kept moist almost constantly Skin is aften, but not aiways, moist. Skin is occasionally most, requiring Skin is usually dry, routine diaper
to which bypusplration.urlne,dmlnaoa.etc. Urunmbecfmwatleas:wery finen change every 12 hours, : only requires changing 2
skin is exposed Dampness is detscted every time 8 hours. every 24 hours,
o maisture patient Is moved or turned,
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem; 4. No apparent problem:
Friction Occurs when Spasticity, contracture, itching. or Requires moderate to maximum Moves freely or requires minimum Abie to completely fift patient during
Skin moves against agituionieadstodmoslconsfam asmmlnmm.mhtelﬂw mishm.buﬂngarrmsﬂn mmnmnm.mhmmln
Support surfaces thrashing and friction, without siiding against sheets is probably slides to some extent against | chaic independently and has sufficient A
Shear Occurs when Impossible, Frequently slides down in sheets, chair, restraints, or other muscle strength to jife up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains refative good position during move. Maintains good position
surface slide across repositioning with maximum assistance, hma'irorbed most of the time byt in bed or chair at all times.*
F one another occasionally slides down,
1. ¥ery Poor: 2, inadequate: 3. Adequate; 4. Excelient:
NPQ/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
orstormnﬂdeaysUR wmdrpmv!dssmadewmwomsw nmvldudequatuamdesmdmherals ealuﬂashraqe.Foraxample,aats
albumin <25 mg/di OR never eats minerals for age OR aibumin < 3 mg/dl for age OR eats gver hatf 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 Eaisamﬂordser\rinusuf protein meal. Usually eats a total of 4 or more
food intake pattern than haif of any food offered, generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products.
L e Protein intake includes only 2 food offered. Protein intake includes Occasionaily will refuse a meal, Occasionally eats between meals.

Does not take a liquid dietary take a dietary supplement.

Supplement.

1. Extremely compromised: 2. Compromised: 3. Adequate:

Hypotensive (MAP < 50 mm Hg; Normotensive CXypen saturation may Normotensive 0xygen saturation may

be < 95%: hemoglobin may be

<10 mo/dl; capillary refill may be < 10 mo/dl: capillary refil) may be
> 2 seconds; serum PHis <740, 2 seconds; serum PH is normal.

Mild Risk ; 15-18 | Not at Risk: 19-23

4. Excellent:

Normotensive, axygen saturation
> 95%; normal hgb; capillary refil
< 2 saconds,

(.70

TOYAL SCORE

Evalualor's Name




‘Risk Score

15-18

10-12

Less than 9

At Risk

Moderate Risk

Action

Regular Turning Schedule

Enable as much activity as possible
Protect the heels

Use pressure redistribution surfaces
Manage moisture, friction and shear
Advance to a higher level of risk if other major risk
factors are present

—_——

Use the Same Protocol as for “At Risk” Patients
Position patient at 30 degree ateral incline using foam wedges

Support Surfaces
{Mmmwmmwdmm“dumedatﬁskm
mmm.mwmm_mymwam

vl e e

High density foam matiress
Gel pads for high-risk areas
Alternating pressure matiress overlay

High density foam matiress
Gel pads for high-risk areas
Alternating pressure matiress overlay

High Risk

Follow the same protocol as for “Moderate Risk” Patients
In addition to regufar turning schedule
Make small shifts in their position frequently

Higl: density foam matiress
Gel pads for high-risk areas
Alternating pressure matiress overiay

Severe Risk

Use same protocol as for “High Risk” Patients

Add a pressure mﬁstibuﬁonwﬁaceforpaﬁentswm
severe pain or with additional risk factors.

Hiuh_densllyioammathess
Gel pads for high-risk areas
Altunaﬁrmpressumm'ssownay
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( PHLEBITIS ASSESSMENT ]\Consultant R j
CANNULA 1 CANNULA 2
Date: K J:H}G Time: ;Pm Date : Time:

Location : {Q?—f- CQPM Location :

Size : ’ 2( YT Size :
Cannula inserted by : ,g{w N ( VC_;f'ng Cannula inserted by :
Date | Time |Phlebitis liation prsing | sign | | Date | Time [Phlebits |infitration g | sign
o~ o —
bl @1 [Oves dyettives | O TEAE: [Yes ONo| OYes ONo
L1404 |2 pe oves onetaves oxe| nlc ol 7 OYes ONo| OYes ONo
| I g dovesoNofOYes ONaf 'Olaww OYes ONo| OYes ONo
<A | b, |oves myottives onol Oy, | 'R DOYes ONo| OYes ONo

A |OYes Do [OVes Do | dhiysudd OYes ONo | OYes ONo

D

Lo [OYes Do | OYes 2o ¢} (pous | A OYes ONo| Oves ONo
) o) |OYes Do [Oes o6 | o | o DOYes ONo| OYes ONo
L own |OVes DN | OYes o Cn OYes CNo| OYes ONo
i%q OYes Do | OYes 846 | A\ RO OYes ONo| OYes ONo
AV i 2\ - TBives o | Oves ONG |y lonpio] _AQ OYes ONo| OYes ONo

Rg Al OYes ONe{OYes 6| Ot OYes ONo | CIYes ONo

N
| & Po|Oes ON6 | Oves Drolp sud  Gv— DOYes ONo| DYes ONo
~ |oves oNo|mives ONo DYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| OYes ONo | OYes ONo OYes ONo | OYes ONo
' DOYes ONo | OYes ONo OYes ONo| Oes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo| |,
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes CNo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes CONo ONA If Yes specify-
Phlebitis score: Phlebitis score:

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

V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE)........ Next page
Doc. No. : RCH/ GDY / FRM / CLINICAL / 137




(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4 '
Date : Time: Date : Time:
Location : Location :
Size : Size :
Cannula inserted by : Cannula inserted by :
Date | Time |Phiebitis [Infiltration lrumnugm Sign Date | Time [Phlebitis |Infiltration m::r:::jgm Sign
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo [ OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes OINo DlYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo DYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DYes ONo | OYes ONo OYes ONo| OYes CNo
OYes ONo | OYes ONo OYes ONo| OYes ONo
| cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes COINo CINA If Yes specify- RX any initiated : OYes ONo CINA If Yes specify-
Phlebitis score: Phiebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
% Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.
é V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE) )
0 1 2 3 4 5
IV site appears healthy | ONE of the following is | TWO of the following is | ALL of the following is | ALL of the following is | ALL of the following is
evident: evident: evident: evident and extensive: | evident and extensive:
* Slight pain near LV, | % Pain near LV. Site | % Pain along pathof | % Pain along path of | ¥ Pain along path of
slte or slight redness | # Erythema cannula ¥ Erylhema | cannula # Erythema | cannula # Erythema
near .V site # Induration # Induration # Induration % Induration
# Palpable venous cord : ;;lg:g“ venous cord
 OBSERVE CANNULA | OBSERVE CANNULA | RESITE / REMOVE %@ngﬁ&n g&;ﬁ%ﬁm E‘%&Eﬁﬁﬁﬁm )




INTERDISCIPLINARY PATIENT / FAMILY EDUCATION RECORD

ead _Aﬁ f ‘-Spea/ Willingness to Learn:

)

)é:ﬁf:: '"sis” LOKgs) 0003533, '
itz e
Rain b‘(')w'
Wiy~ s I g

R ke & bt 0 breat the Rtke.

No Hearthcare Literacy: W

Part- ). (,a Ly }
Patient's / Learner Language: .. 1Ay Patient / Learner Literacy: [ Y
Idenliﬂed Edu tiun Ne 10. Fall Risk Education
w 3 .} 6. Discharge Medication 11. Safe use of Medical Equipment / Impiantable Devices
7. Infection Control Measures Safety )
cmsenl 8. Diagnostic Test/ Procedures 12. Patient's / Family Rights
2. Wodimerts00Care a Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 13. Risk/ Safety
Part- 1l
Use codes from the list in part i p
e e e Person Taught | L8NG | Teaching Tools N arcame | Understanding
rson Taug Barsiers @ g To o A .
| Prfonncd §LLr70K}L{ (oNsoné- - Varhd | '
W0 T | ancent ™ P | o | exaff | Noro— VAT |Fee
o/se ry contd S a (ondlortS ; 67y
A Waﬂ Aboit o | ity Vel
9N Yo . ob m}tﬁ“""q Pc?,th Mo | ol | none (o _
Fhlob | Spm | WA  obous plosty polionf| o ol |Woe  Vpdal [sead QL
' Qj Q{\: (- e ‘ﬁ ‘lfb o 3
Part - lll: CODES _ /
Who was taught: ient F: Father M: Mother S: Spouse Sn: Son D: Daughter C: Caregiver 0: Other (Specify) .
l.e 0 Barriers: z
Learning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
z. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values 14. Others (Specify
3. Emotional Barriers 6. Desire / Motivate to Learn 9. Cultural Dil‘femnc}s 12. Impaired Visiory or Hearing )
Teaching Tools Used: A Audio  D: Demonstration V: Vido  OvOra P: Printed
ismys 1o overcome barrier/s:
None 3. Reassurance & Support 5. Respect values & beliefs 7. Other, Specify ..........
2. Obtain translator Teach Family / Others 6. Respect Cultural / Religion Preference
Understanding: 1. \yefbaiizes Understanding 2. DemonstratesUnderstanding 3. Needs Review

Doc No. : RCH/ FRM / CLINICAL / 187






GUC-00088585 1P18-00036331 ) j

e e inbow"
- g Sailren's | @ BirthRight
TN URINARY CATHETER BUNDLE CHECK LIST Hospil |
Date of Insertion: .......... n.. }?’)9‘6 .................. Date of Removal: .. b J Fl2b "d (2P
Parameters Date Shift Time gﬁ%/ N
Need for the Catheter L}Yes CINo P)(e{ INo | CiYes CINo | ClYes TNo | CiYes CONo | ClYes LI No | ClYes [INo
Hand Hygiene Aes CINo | [A6s CINo | CYes CNo | ClYes CINo | [IYes CINg' | CiYes CINo [1Yes CINo
Usage of Sterile Equipment #fes [INo | 6 CINo | CYes CINo | CIYes CINo | CiYes D/Go CYes CINo | CIYes CINo
Is the Collection bag below the level of bladder JZ‘Y/es CINo B@s CINo | (IYes CINo | ClYes [INo | [lYes /5 No | CiYes CINo | CiYes CINo
Check the Tube for Obstruction (Free of Kinking) es CINo u%s TINo | CYes CINo | ClYes CJNo | [J Yei/ CJNo | CYes CINo | ClYes [CiNo
Is Catheter dated as policy L,P@ [1No Lﬁés CINo | ClYes CINo | ClYes [INo | [l %s CINo | CiYes CINo | ClYes CINo
Collecting bag is been emptied regularly? V1/Yes [1No U‘és CINo | CiYes [INo | ClYes CINo gt(Yes CINo | TYes [INo | ClYes CINo
Maintenance of closed system for the catheter yﬁs CINo | ©fes [INo | CiYes [INo | ClYes [INo / [Yes CINo | ClYes CINo | CIYes [INo
—Dressing clean and dry? uﬁs [INo | L/Yes CINo CiYes [INo | ClYes [l N9/ CYes CINo | [1Yes CINo | ClYes [INo
Is the line removed as Policy? es CINo m’%g (INo | [OYes CINo | ClYes g/ﬁo C1Yes CINo | ClYes CINo | ClYes LINo
Performance of Perineal Care Wés [INo glﬁs [INo | CYes CINo | [lYes / “INo | C1Yes CINo | CiYes [INo | ClYes LINo
Onset of New Fever [1Yes I}N( 1Yes f;m( ClYes (TNo | TiYes [INo | CYes [1No | ClYes CINo | CiYes CINo
Asses for the leakage at the site of insertion (¥es [INo | [2¥e§ [INo | TiYes [INo | ClYes [J No | [IYes CINo | CIYes CINo | ClYes LI No
T TF ;
Name of the Nurse < }N SSI\EL[N\'\ ‘_4‘3" aﬁ}@k
Signature of the Nurse &/ ,Alﬁfu

=y
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?
a.m/m b. No

20 N, RBASOM ..ottt e e eee e e e e et
3. Nipple conditien:
Mwe!l formed
b. Flat nipple

¢. Inverted nipple
d. Short nipple

4. Milk flow:

o a6
0 Q(mor:s of colostrums

c. Dry

5. SW& Positioning and attachment:
a. Baby goes to the breast
b. Mother always sits with a back support
¢. Ear-shoulder-hip should be in a straight line
=1 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 pgsition explained: L
4. Yes -

b. No

z. Fonothers:
a. Mother is required sit and feed from the 4th feed

b. Please explain football hold

8. NICU admission:
a. Mother needs to stimulate her breast for 2 min every 2 hours CN ( h )

9. AQGIIONAI NOES: w.vvvvvvrovrrereeeereeessesessmessesmsssssssenees BCL/?jMD'!ﬁQJ_(Ska_&
Continuity of Care: Date: ..... ﬁ ?b’ﬁ ......

DBP@F»QQ |
L =2 4

" Handover given by KS{;/([D ...... : HANAOVET taKEN DY ....o.vvovererisssesisssnssssssesessssssssssssssssses
Signature ... @ (ﬁ . (2 SIGNAUTe ..o

DAt & TIME: oeveeeieeceeee s sve e evrsebe s e essresssessasrserasenssssnsersen




GUC-00088585 IP18-00036331
Mre KIRAN MAHI LOKESHAPPA
06-06-1097 BYOMBD ()
Dr. MATHANGI RA,

| U

Ralnizow
Chitey

. - 111 wl-’:\
W S RoNERS PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: Ur— TRANSFERRED TO : H | ( O -

1_|Patient Identification YES/NO REMARKS

a.Patient Identification Patient name, age, UHID/hospital number confirméd ~

b.Surgical procedure & correct site verified o

2 |Airway & Breathing_

a.0xygen delivery (mask/cannula/ ventilator) secured

lb.SpG'l: within safe range

cIFETT: position confirmed, ties secure, cuff inflated

3 |Circulation & Hemodynamic Stability

.1V lines secured & infusion running correctly

b.No active uncontrolled bleeding

c.Last vitals recorded before transfer

d.Central line hubs are closed

3

e.DressiEg Intact

4 | Pain Assessment

ja.Pain score assessed & analgesia given

b.Reassessment done

5 _| Wound, Dressings & Drains

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

Lo [obs]c

c.Catheter secure & urine output recorded

d.Splints/casts/traction devices stabilized

6 | Medications Pre & Post-Op Orders

a.Medications due time noted

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

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

7_|Equipment Safety & Transport Preparedness

o @a.0xygen cylinder full & ambu bag at bedside
b.Bed/side rails up and brakes applied

MO NNY BN INY NN R

¢ C.Special positioning maintained as per surgery

8 | High-Risk Patient Safety (if applicable)

a.Chest tube: underwater seal below chest level

b.Epidural catheter secure, infusion checked

¢.Pressure areas protected (heels/elbows)

9 BLOOD AND BLOOD PRODUCTS TRANSFUSED

W\ vk

10 REPORTS AND LABS HANDED OVER

11 |BIOPSY/HPE SENT

12 [Documentation

:

a.Documentation completeness

;

h‘ran sferring Nurse:

Receiving Nurse :

r

Signature of Incharge:

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

Mre KiRAN MA K LOKESHARR ,
’ 03-08-1'80? Wvg M29p
Or. MATHANG RAJAGOPAL 4

] 1!'008!8331

(F)

2

Rainbow® . i
Children’s | @ BirthRight
Hos p ital . BY RAINBOW HOSPITALS
It # ok o traat the fiy Your Right to g Safe Delivery

’ Date & Time of Admission

Date & Time of Transfer Order

=

Wl e U e
re‘anng LUIISUILan, arny Transfer Ordered by | ;!éii:n for Transfer
. Frt:r@nJ Hjn/it To Unit Yl::wzrn?m to A:;rgnt

Nico

Number of Sheets in Clinical File

Number of Imaging Films

o —

Personal belongings including

Clinical documents. If any handed
0 WA \r;M Over to attendant
= Yes[] “Né-
’ If yes, what ?
Medications / Consumables / Surgicals / Hang over
SL.No. ltem Name Quantity -
1.
2
—
3
4.
A

5,
,Efﬁing Summary / Notes Written by Doctor - W

No[]

ame of Person Ordered Transfer

[ Unavailable Bed

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

on time is more than 30 minutes, please tick the Teason mentioned below !

] Nurse not Available

(] Available Bed not ready







P1800036331

.000BESES PA &
e A LRSS i = o
Mrs K 29Y0 Rainbow &
06-06-1997 » AGOPALAN

(i Fosarer® | gy SirthRight

It takes 2 It to traa: the litths Your Right to Safe Dolivery

SSI PREVENTION CHECKLIST

{ S.No INTERPRETATION PERFORMED j

PREOPERATIVE

1 Do not remove hair at the surgical site unless the presence of hair will affect
" | the procedure. Use Clipper if necessary Y@}

2. Decolonize surgical patients with skin antiseptic(Chlorhexidine bath /wipes)

Jes

v

m| 3 Antibiotic prophalaxis given within 60mts prior to skin incision

YO8
{
i Use a checklist based on the world health organization-19 item surgical
: checklist to ensure adherence to best practice \/Q S

INTRAOPERATIVE

5 Using chlorhexidine gluconate and a!cohor~containing skin preparatory agent

in combination y’@s

6. Maintain normothermia during the Surgical procedure (>36 deg C)

POSTOPERATIVE ¢

. Maintain and monitor blood glucose levels regardless of diabetes status
"|'| Dbetween 110 and 150 mg/q| No

8. Application of incisional negative pressure wound dressing

N6

Docw. No. : RCH ./ GDY ) FRM / CLINICAL / 322







GUC-000B8585 IP18-00036331
Mrs KIRAN MAHI LOKESHAPPA
06-08-1987 29Y0M29D {F)
Dr, MATHANGI RAJAGOPALAN

AT

r—

Date & Time of Transfer: 5{-”?’56 Mj: Y

W ooy EREER PATIENT TRANSFER NURSING HANDOVER CHECKLIST

TRANSFERRED TO : (]

/N

1 _|Patient Identification YES/NO REMARKS
a.Patient Identification Patient name, age, UHID/hospital number confirmed Vet
b.Surgical procedure & correct site verified éhn Q

2 [Airway & Breathing -
a.Oxygen delivery (mask/cannula/ventilator) secured NA
1b.5pO: within safe range _ Vol
eIf ETT: position confirmed, ties secure, cuff inflated {M ex

3 | Circulation & Hemodynamic Stability

__'_a.[V lines secured & infusion running correctly \L[ 03
b.No active uncontrolled bleeding ALA
c.Last vitals recorded before transfer VoA
d.Central line hubs are closed {A el
e.Dressing Intact NQ

4 | Pain Assessment i
a.Pain score assessed & analgesia given LWl

b.Reassessment done

S _[Wound, Dressings & Drains

Surgical dressing intact

b.All drains fixed, output noted

c.Catheter secure & urine output recorded Mot
d.Splints/casts/traction devices stabilized R\}ﬁ
6 | Medications Pre & Post-Op Orders
-Medications due time noted Vo
b.Pre & Post-op instructions (NPO, position, mobilization) communicated l\ﬁéj
c.Emergency meds given in OT (time & dose documented) h &l
7_| Equipment Safety & Transport Preparedness
h.Oxygen cylinder full & ambu bag at bedside \fﬁg -
b.Bed/side rails up and brakes applied (\f [
.Special positioning maintained as per surgery \}[‘j
8 |High-Risk Patient Safety (if applicable) 4
:.Chest tube: underwater seal below chest level NP
b.Epidural catheter secure, infusion checked {\ o
c.Pressure areas protected (heels/elbows) N 9] .
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED NI
10 REPORTS AND LABS HANDED OVER Y ou ]
11 BIOPSY/HPE SENT ALY

12 [Documentation

-Documentation completeness P

|Ti‘ansferring Nurse: (S!'N hat u‘\k.

Receiving Nurse :

L__[Signature of Incharge: < I'N B\ lmq?

RCH/GDY{FRM}CUNICAI./SSB
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~ CONSENT FORM FOR ANAESTHES]A Chitcron's | @ BirthRight
. GUC-00088585 IP18-00036331 Hospital . BY RAINBOW HOSPITALS
Mrs KIRAN MAHI LOKESHAPPA Tt takes 4 lot ts treat the fite, Your Right ta a Safe Delivery
o aTeAvo vscoracay Age : Gender: Male 0 Female O
LT N
Anaesthesiologist : DKP&‘-‘&DWWNI Operative procedure planneg - YME{J'QJ.M L. e
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA EGMENT  CEs e

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and dnel:\!
not feel pain during the Operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief without numbness can
be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

O Heart disease CJ Hypertension O Diabetes mellitus O Renalfailure ‘Jfl 0 :
O Hepatic disorders O Shock O Muttiple organ failure O Polytrauma/ Renal Tubular Aacidosis
® O Incapacitating Cronic Obstructive Pulmonary Disease [ Others ;

*  Doctorto documentin medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT/ GUARDIAN / PROXY

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

| authorize and give consent for anaesthesia (‘;lzﬁe/gionai / O General Anesthesia / O Monitored Anesthesia Care as considered
appropriate by the anaesthesiateam.

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

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

lauthorize the anaesthesia teamto perform any additional procedures (for example, Central Venous Pressure line, arterial line, use of nerve
(™ blocks for pain relief, changing from regional to general anaesthesia etc), which are considered necessary by them during the course of
surgery.

That| authorize and give consent to the team of doctors attending on me to administer blood products during the course of operative period
andimmediately thereafterin need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her will administer the
Anaesthesia,

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

Patient / Patient Aftendant ; %" Witness ;

Signature : Signature: ...
Name : Name : ..o

Relationship with Patient: Date & Time :

Date & Time

Doctor (who is taking the consent) ; N

Signature:...M\éY’: ................................ Name!é"i) mdan Date&ﬁma:....EﬁE.i..ﬁ‘.h.....‘.

Docu. No. : RCH/ FRM / CLINICAL / 021 -:) 20 Pw\
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Rainbow"

INFORMED CONSENT FOR SURGERY OR Children's | & BirthRight

Hospital BY RAINBOW HOSPITALS
SPECIAL PROCEDURE Hospital _ | (@) maeonesmes
GUC-DD0OBBSES 1P18-00036331 !
Pafient Name  Mrs KIRAN MAHI LOKESHAPPA ... Gender: O Male O Female  Age: ...
06-06-1997 29Y0M29D (F)
GHD NG : ..., ©;MATHANGLRAIAGGRALAN DALE oo

wascgon: | INNNREAV I

This consent torm snouiu ve sigrvu vy rausi gr an adult 18 years or older) or by a parent/ guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you. )

| heraby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation/ Avoid technical terms)
............................... Wlowgw Louganeaun. . .ceodloh,.....

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

e ANAME OF G PAUEAL) | ..ooserccssssnsnsstinen

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

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

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

.................................. Lidpcbian.. blecolung., batdl. 4. DlocolOn. 1o

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

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

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

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

3. |havehadachanceto ask my surgeon questions.
4. |have received all the information | desire concerning the operation or procedure and
5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery/ Procedure: ... -
Patlanl Atlandan!

Consentee :

Slgnature /ﬁ’\ S sesrasssmmnssensesesnssnenssrens SIGNARUTE © oors e DL Mo

Date & Time : .. S 17’] 7’5 Relationship with Patient: \.Lu’:s\)cxx\d ......
Dol BTN . o P

Ypas Doctor (who Is taking the consent) :

Signature : ..... Signature

NBIMIE © 1voveceecrrsreessassnsreseseseresesenesnstsasasesansassessanes N

DAtE & T | ovvveeereecicaeees e aranenessesanseensasseneasas Date & Time : .........

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







GUC-poos8ses IP18-00036331 ]

Mrs KIRAN MAHI LOKESHAPPA s g =
~ Department of Anaesthesiology g ol A "i?‘m:";‘ BirthRight
ere-awacsthenicevaaron iy el | Nz

MR Ksen Age: .28 S e b UMIDNO®

.09 E‘( ASA Physical Status: O 1 ﬂ/t;a Da os

o
ubmlm Data: .
Protein: HIV: e
Alb: L ——
. Total Bill: oo HEW e el
Dir. Bill: Blood group: ..............
LDH: 1 T L
BT L JAU. YHUSEN ,
e ATYISE ..... TSH. _
evveees SBOT/SGPT: .o Allergies — =
Medical History:  CVS: .
RESP: Diabetes :
i rf‘{ Ympeo c{'@, I .4_1_,; 50 v 12
Renal ; | ) r
Hepatic / GE : Physical Activity: |
Others : |
> [ o0
Past Andesthetic History:  Yan)/ ’?Lw ¢y
Physical Exam:

iy wei({ :}4 Mouth Opening: QL@ oMentotyoid Distance: — {4  Neck /oy Teeh: (7)Y |
’ — N

Lungs : ]
|

Heart:
A=
. |
os: [ e =
Pregnant LHfés C1No CINA Venous Access Site : [&‘CSpéeﬁ@l‘l for regional : ( 4 ) J
AT e |

Anaesthetic Plan: O Mnc/mﬁ?m CIGA-ETT CILMA : |

Peri-Operative Plan Explained to the Patient: nYss— o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
g 1. DVT Prophylaxis :
Water /ORS 2 Hours
2. NiL DHAL<: Others 6 Hours
3. Informed Consent: J3-8@ndard O High Risk
4. Post Operative Pdin Managementﬂ'ﬂﬁsed with Patient |

5. Other Instructions:

Signature: %\’w D" (P‘

Docu. No. : EiCH /FRM / CLINICAL / 044
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Rainb%w" ® n o
o o i ' BirthR
Eai@iGw ANAESTHESIA CHART  noret™s | [l ssssao i

- Pre Induction Assessment:

i 7
Change in Patient Condition: O Yes E’ﬁ( Fasting Status: ,( (n,[d;
‘Physical Status: patient Identifi M 0 Coorisent Present Chart Reviewed
HR: Mw |BP£CRT o [Sp0.: \m:h[. [RR: YO | anA LastFeed:
Pre-OP Dlagnoska vq&.&wv Operation: .. MM -9(:9 Date : qfﬂ
Surgeon: MIKML%_ Anaesmes:olnmsl 'Efl Phasnconi
TIME et - =N .
ot Ml | A ) I
HALO IS0 ISEVOD L
Drugs: ¢ * A - -
\H 3 = ARV E dii%®] v AN p—
TP g
| I = |
h a Ny w__]y\': Biood Luss
YT =
I — - W
ECG A AW g~
Urine Outpidt NOTES h
gg ____l_g.ﬂ.l_ Wa &Em Oho _.ui =
— R i . 7
LG
8P 240 T
v Syswiic 220
A Diasiolic
X Mean 200
* Hearl Rate 180
w‘"‘“‘“‘:: 160
140
Treal Pack in
Trenad Pack Out 120 P
1&._ 2 e b B
80
40
20
10 B
1] s
f i W
LAB Values ‘
Ed
Dmery.
vﬂ/ Equipment Checked and Temp: Induclion
tional [0 HME [ Fiuid Warmer Ow O inhal
P [ CingFilm  [J OH Warmer OFe0, ORS
Cutf Site: .. O Hugger's  [J Cotton Wool [0 Others
g/msu - [ Otner
e Times: g Mﬁwﬂ gﬁ 0 Nasal
O Temp Site )
01 FI0, Mositor mm‘f‘f_@w ETT#H i i €M
O Monior OF SIL . ciisimrssssomiasssaBsismmeserss 0O Omai m) O Cuti
Pulse Oximeter 0P End: ..... :0 D mmmn i
O Capnograph Leave OR: d’rl r’\ ) [ 11T SN (ST \ Drug Name & Conc:
O Ventilator Anaesthesia: O Awake [ Direct Vision Bows. ... N\I o> / Lﬂ) vp
O Nerve Stimulator O Ga [ Video Laryngoscopy [J Styletie / Bouge Infusion: Y _M'l © W
A [ Monftgred Anaesthesia Care O Fiberoptic Biock Level - oty ne
i 2 onal Bladew . f... WV EUTE || S —————— :
ssure Pogts Checked \D“m}o oun:::nym nuernp:s COMMENS. ... T\
Line {Size & Location) . Transportation to
Eye Care: o A - Osimfes ' Orcy  ~E0 Oomer
8 ?““ . o Rewanifeversed  Ofes — OMo D)W
ape - i
O {}G @V L g & Name of the DOCtor -.... Q’LP 0’“‘"
Awake Signature ol the Docto

Gl adee
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Rainbow®
Children’s
Hospital

Tt takes & Iot & treat the e

> |_  Patient Sticker

POST-ANAESTHESIA CARE UNIT RECORD

Time Discharged : &2,

BirthRight

BY RAINBOW HOSPITALS

. Your Right te 8 Safe Delivery

%

Received in PACU by : .. \b 02
g:g g:g IV Cannula Site :
w 230 230 | [J 0, Mask O nNasal Prongs
5 220 | [ Jracheostomy O TPiece
@ 20 210
g w0 200 | O3 Oral Alrway [ Nasal Airway
E 180 ‘Ig
180 1
2 170 170 | Vomiting : OvYes ONo Drug:
3 . 0 InGiwe:  OYes ONo
v W 140 | Draim: [ Yes CINo
130 130
A 1207 120 | Urinary Catheter: [ Yes [ No
% :;g s ::.‘; ChestTube:  [JYes [JNo
90 80
? 94 St so | NAOwl OYes ONo
177 50 50 Oral Feeds: ... S manssnemsgmmntrae
= 40 40
2
Y » =
10 10
o 1]
SP0,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldeete Score) IN 30 160 1 9 ouT SCORING INTERPRETATION
e e e =1 o A \ | A Minimum Tota Score of 81s Requied for
Able tn move D extremities voluntary of On command =0 Discharge
b sy i Je—— 2
o -
=0 ) Exceptions to this, are to be explained in the
0 = 20501 e ot o o1 omcwnon 9 ) | space below by the Discharging Physician:
8P = 50 of Pre Anaesthesic love =0
Fully swake -
Arousable on cating =1  CONSCIOUSNESS Q o
Not resp ) =l
=2
Pale, dusky, bloichy. sundiced. other =1  COUR 2- n
Cyanotic =0
TOTAL A ‘\
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
(9]
¢)or lo oo ) Lok aroly

Reassessment Frequency:
1 Every eight hours for all hospitalized patients

Pain Tool Used: [JNPASS [JFLACC [JWongBaker [INPS

Anaesthesiologist Name : Every 2 hours fo first 24 hours
a

Aner 24 hours every 4 hours

Anaesthesiologist Signature: oA M
G Prior to pain reliving intervention
"

.2 For post sumgical patient, patient with chronic pam, patient with severe pain

g inlervention

%
Date & Time: : With in 30-60 minutes after
9571~
PACU Nurse Name : Transferred to Unit by (PACU): ...
PACU Nurse Signature: Dale&ﬁmefhp% 5) 26—

*Date & Time:
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Rainbow®
Children’s
Hospital

It takes & it to treat the lirte.

Pétienl Sticker

Your Right to a Safe Delivery

Department of Anaesthesiology ' |
EPIDURAL ANALGESIA RzCORD /

@ BirthRight

BY RAINBOW HOSPITALS -

Date: .o eeeereneeeeee THTIE weicieeeeeeseeeies ProCedure done BY ......cc.ecveeeereeiiimereesieosiesssesssssssssssasnsssssssssssanes

CSE /Spinal /Epidural

37571 || — Cathetar at Skint .ccrnanmmmimaafians ABMPIS D i mimrmiaiamais

Parastiesia : YOS/NG T YES OIS : ............v.cissusssmmstosnssnisanansmasifisssanssbuomssssntnssanbistanssntssidsmms o osensihbsisshsssiasmasussssssnsasorsisss

SOIUEON COMPOSHION ..ottt etse s e esseeeseseseae foaess e asaesescaeeass st s ssessasaeaesseseseessesssseseseseaenessamnnasensansssassstes

Any other issues :

Time

Infusion Rate
(ml/hr)

Bolus (ml)

Left Ri

Level
t

Maternal

BP | Pulse

FHR

Comments

11 S ———— S APGAR: .................... SVD/Instrumental / LSCS (if LSCS Details)

Delivery Details :
Catheter Removed by and Tip Inspgcted : .veveeeeeeviiiniceee P

P ORI S A ACTON L voveneeereecen i fo e emstssuasrasestssssonssnsermmesas bermseamaranr o st messAp A e a L ERA R AaeneE PR e peepenantss SEeasISsEER o n b besabEs S

Discharge /Shifting ordered b _
Doctor Signature: ................. L
Doctour NAMIBY . cossuoriussun it i ss tosie i s s v aRs fome sGivs st ks

DAt aid Time & sviimnmmiimmnamitGssiia e



GUC-00088585 1P18-00036331

Mrs KIRAN MAHI LOKE:':'A::; i = *
e 06-06-1997 29Y Rainbbw . . 'l
T R et | N
: AT e Hospital | (@) momeonosmes
. Tt kit ot e bt the lethe. Your Right 1o & Sate Delivery

OBSTETRIC TRIAGE ASSESSMENT FORM

Date: F)_)';}'l}bq/ma of Arrival: '_rm %'l"lme Seen by Nurse: “:;EP}Q’)

1) Level of Consciousness: onscious O Semi-Conscious LI UnConscious
2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)
Ct8evere Pain / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
O Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
O Decreased Fetal Movement O Spontaneous Rupture of Membrane / Leaking Water PV
O No Fetal Movement L] OO RBBBONS ....cuisivasissseivsnsisisssisssmmmemnssssomsmssmmssessasissms

3) Vital Signs: Temperature: Cfﬁﬁ Pulsegﬂbfiﬁ?’)ﬂﬂﬁ@yﬁi“)spo,ﬁ{qy.;. BP: .{D.Q}.fafveight‘..éﬁlg?j

4) Gestational Criteria:

Gravida: G ! P — L = b s
LMP: .......... 12110.[26. o e PJFDA.....  Gostational Age: 35‘%14
' . ) Sinee_ .60 £ ¢
Uterine Contraction C¥es | ONo | OONA Onset % oQapu Time ¢1 fﬂm Frequency: % 'fl
Membrane Rupture O Yes DNo/ O NA | Onset ) Time Fluid Color;
Vaginal bleeding OYes | &No | O NA | Onset Time Amount:
r'r ¢ g
M If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | O Yes | 210 | O NA | pain Abdomen / Vomiting
Good fetal Movement O Yes 9}1{ O NA | IFNo specify:

5) Pain Screening: Numerical Pain Scale (NPS)
| | ] [ | l | | |
II_ 4"\ | | | | I | | | 1
0 2 3 4 5 6 7 8 9 10 |
No Pain Worst
e possible pain
©® Logation: .
ek en Abdoman). .o
©® Duration; .......... S M. JoxXaey Days / Weeks/ Months (Strike out which is not
applicable)
©® Character: .

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

® Frequency: Of\ M
................................................ L/ T TR
® Interventions: ..................._. Car 0xtubio...... FbSlL‘?QD

6) Past History:

a)  Surgeries: .............| 6 W%&Cn%ﬂ”@*%ﬂ ...................................................
b)  Medical: f\“.’
Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0)




Patient Sticker

7) Allergy: O Yes Bﬂfes

8)

Current Medications: [ Prenatal Vitamin

9) P;u;ta?ﬂcal History:
e

O Chronic Hypertension
O Gestational Hypertension

O Diabetes

one

O Others: ....

O Gestational Diabetes
O Low placenta
01 Others if yes, SPECHY ....covuimimnissmsinsnainnns

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
O Category L: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

ategory llI: Urgent (Time to 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 & Reassassment: Every 60 minutes)

OBCU Obstetrical Triage Acuity Scale (OTAS)

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

Yol

Level 1 Level 2 Level 3 Level 4 Level §
0TAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
Level 1 < 120 minutes
(Resuscitative) Immediate < 15 minutes <30 minutes < 60 minutes (2 Hours)
Re-Assessment Guniiguent lveng Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Activa Labour Signs of Earty Labour/ Discomforts of
Labour / Fluid Imminent Birth m;’ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
Mild hypertension
on > 160/110
Hypertension Seizure activity and / or headache, visual m*m
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Abnormal FHR tracing
Fetal Assessment abnormal dopplers
Non-Fetal Movement Diseased fetal movement
@Acute onsite severe @Major trauma Abdominal/back ©0ngoing assessment | ®Anything that does not
Others abdominal pain ®Shortness of breath greater than expected in from out patient clinic seem to posa threat to
@Altered level of @Unplanned and (for hypertension, blood mother or fetus
consciousness unattended birth @Flank pain / hematuria work) oCervical ripening
oCord prolapse @Nausea /vomiting and /of @Minor trauma (minor | @Out patient placenta
©Severe respiratory diarrhea with suspected previa protocols
distress m«m and /orl @Pre-booked visits (ie
oSuspected sepsis diarrhea and progesterone
. @Signs of infection (ie , NST
dysuria ,cough, fever, @Assessment for version
chills) @Rashes

Time seen by Doctor: ?Pm

Nurse Name : ........

h QQMEIWO Nurse Signature: ........ Cg{ "E@ﬁw S
Date: Efm Time: 7]7770
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LABOUR AND DELIVERY NURSING ASSESSMENT
Date of Admission: E—I:?'L')-é '

Baseling Information:

AdmissionFrom: ~ CJER  CJOPD 00 Admission Desk Emn/ ........ ya ﬂﬁ .................................
Primary Language: O Telugu m?‘gm O Hindi &rs ’)’G m )

Do yourequire aninterpreter? [JYes

Source of Information: O O Family [0 Others

Personal belonging if any; W FJ NoseRing [JBangles [JAnkiets [JFingerRing  CJBracelets
handed overto ,) AL

e

Allergies: I Yes |:£No/ OMedications [ Blood Transfusion ~ C1Food ~ CIOMET: v
If yes , identify SOOI & = L oty PR P AP =

Chief Complaints: é&% CIK..... UMD~ =
C@YY\.P(._CLL }?lel foes ;I—ZL (/... Name of the Doctor: DA HEANTYS)...
................................... g Time Notified: '*Ph')

Past Medical History: Obtained From ent [ Family Member 3 Medical Record [ Other (specify) ..................
Past Medical History Past Surulcal History Previous Hospital Admission

ML @@ngﬁm P@m@ﬂ N L

Blood Group: ........ PFAM@........ LMP: Bl (. P—E e00: 2P JRD Gestational age during admission: . 3Ttk
Contractions: .. \[Q(j ........................... Vaginal Discharge: .......£N ( e e A SR BE S
Obstetric History: B P Loetfmm Al Previous LSCS .. N{ £

Heignt: | E-LCID weight: . QO BME: ..coovcnres
Temp%zg HR: gﬁ‘tﬁm RR: &Obﬁﬁ’n sp: (0. /be $p0, .... CZ‘}[/ ......

High Risk Factors: (Please select by ticking (v ) the box as applicable) N
3 Hypothyroidism [ Rh Incompatibility O Fertility Treatment

O Hyperthyroidism O Previous LSCS O Preterm Labour
[0 Hypertension [0 Gestational Hypertension [0 Others: (Specify)
O Diabetes [0 Bad Obstetric History
O Anemia O Obesity (BMI)

O Twins/ Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 138 (PT.0)




Patient Sticker

Family History: O No Abnormalities Detected

O HeartDisease [ Hypertension O Diabetes [J Stroke O Seizwres [ Kidney disease
O Liverdisease O Other ......MQIRQ. T 200..) iﬁiﬁ‘fbﬂ =Sl

Pain Assessment:  Pain: O [as/D No  (if Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: OYes  [DNG SCOrg ........LD..... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: ClYes CANG score... 0........ (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: f a patient needs assistance with any of the following informcmsult;m/ '
I Mobility problem [ Walking Problem No Abnormality Detected

[J Developmental Delay O Musculoskeletal Congenital Abnormality
Inform consultant for positive criteria

NUTRITIONAL SCREENING:
O Overweight O Poor Appetite > 3 Days O Needs tic Diet.
03 Under Weight O] Diabetes Melitus normality Detected -
Inform consultant for positive criteria
PSYCHOLOGICA EENING:
O Mz::peraﬁve [J Restless [J Depressed O Agitated O Confused
DJOELS .......vvoomecrrrssessenccsmseessannensenssseessessssssmsssessmmmses s '

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: 03 Single DMA O Divorced O Widow 4:/
2, Speclal Habits:  Smoker: [ Yes Alcohol Abuse: [JYes Dm,o/ Drug Abuse: (JYes

Social History: Lives With klml(/ﬂ .....

Orientation has been given regarding the following aspects: ,
Call Bell in Reach : es [ No Waste Disposal Explained: D(as CINo .

Infusion Pump : D—& No Hand hygiene Explained: E’é O No O Others
Above information givento ................. ﬁ LﬁQM ......................... - |

Name of Person Orientation was given to: ....[\1 5. [C{ AL, A

Orentation NOt GIVEN REASOM: ..........coeeoeeeereseessoeeseos oo

Nurse Signature: 8( 0\ 20
Nurse Name: . 8.( 1. 'fJMdeﬁ"-"

Date & Time: ... 5_):,: G.t‘ﬂ'Pm
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS \
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SUITE)

#1260

Date:.
Pre - Existing Risk Faclors _Tick | Score
Previous VTE (except a single event related to major surgery) 4
Previous VTE provoked by major surgery 3
Known high-risk thrombophilia 3
Madical comorbidities e.g. cancer, heart failure; active systemic lupus erythematosus,
inflammatory polyarthropathy or inflammatory bowel disease; nephrotic syndrome; type | diabetes 3
mellitus with nephropathy; sickle cell disease; current intravenous drug user
Family history of unprovoked or estrogen-related VTE in first-degree relative 1
Known low-risk thrombophilia (no VTE) 1
Age (=35 years) 1
Dbesity 1or2
Parity = 3 1
Smoker 1
Gross varicose veins 1
Obstetric Risk Factors
Pre-eclampsia in current pregnancy 1
ART/IVF (antenatal only) 1
Multiple pregnancy 1
Caesarean section in labour & 2
Elective caesarean section 1
Mid-cavity or rotational operative delivery 1
Prolonged labour (24 hours) 1
PPH (1 litre or transfusion) 1
Preterm birth 37*° weeks in current pregnancy 1
Stillbirth in current pregnancy 1
Transient Risk Factors
Any surgical procedure in pregnancy or puerperium except immediate repair of the perineum, e.g. 3
appendectomy, postpartum sterilization
Hyperemesis 3
OHSS (first trimester only) 4
Current systemic infection 1
immobility, dehydration : 1
Total e
Signature of the Nurse <[ N ’?ﬁ 11 fﬂm OAJ‘ O H)'??C:
{ | ]
Action Plan

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




RISK ASSESSMENT FOR VENQUS THROMBOEMBOLISM (VTE)

v If total score > 4 antenatally, consider thromboprophylaxis from the first trimester ' j
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 bieeding risk, the balance of risks of bleeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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PATIENT TRANSFER FORM Hospital _ | () zzseoncins
r :ic::?:ﬁu Loxesl:l::?m31 Date & Time of Admission Date gfg ransfer Order
s popid O vl 5 [# b o= /&ﬁLIT
I £
Transfer Ordered by Reasor for ‘@rgfer
St
{ B
Dy - Maffion Pr-Akhuthy
From Unit To Unit

Information to Attendant
Yes No[]

Number of Sheets in Clinical File

Q)PPHQB

Number of Imaging Films

e 2D

Personal belongings including

clinical documents. If any handed
over to atténdant
Yes No[]

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Sl.No.

item Name

Quantity

4.

b

Shifﬁn_g Summary / Notes Written by Doctor :

Yes[ ] No[]

Name & Signature’ of Person who is Transferring

S/N - NivetHo|

Name of Person Ordered Transfer

Oy« &{ag@%ﬁsy

£ S~
Patient & Clinical Records Received, by
( J&Q\W ( % o>

Date & Time of Patient Recewed

rt\% ok "]+ Jo g

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

(] Unavailable Bed (] Nurse not Available

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

[T] Available Bed not ready
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PATIENT TRANSFER FORM

%

Rainbow®

Hos

I ks 3 lot to treat the ittle.

BY RAINBOW HOSPITALS
Yaur Right to a Safe Deli ivery

Children’s ‘ .BlrthRI ght

pital

GUC-00088585 IP18-00036331
Mrs KIRAN MAHI LOKESHAPPA
06-06-1987 29Y0OM30D (F)
Dr, MATHANGI RAJAGOPALAN

atfl TR

Date & Time of Admission

6
¢

Date & Time of Transfer Order

J4ES 2 1M{)

L 4

Transfer Ordered by Reason for Transfer
%Mq?ﬁanﬂv Dr <l iy Cgﬁf;?f@(
x| ?ﬂﬂ for Fuy
From Unit To Unit Infu‘rmaﬁon to Attendant
HTw Tt FooY s —No[ ]

Number of Sheets in Clinical File

PpFil

Number of Imaging Films

CHB @

Personal belongings including
clinical documents. If any handed

over fo-dttendant
Yﬁrﬁb No[]

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
. T ’Pd/art{ (<f .:———F(é, )

e ( pdﬂq) l"amq " ?j

3. C?u?}. /f}’mﬂ J- _53{ )
% fom) S‘U”rf RO -———-@)
5,

Dwath

=,

Shifting Summary / Notes Written by Doctor : Yestg/ No[]

Name & Signature of Person who is Transferring

Sin ?g“ﬂ‘g%

Name of Person Ordered Transfer

2r-plsiidiRs

Patient & Clinical Records Received by ;

Date & Time of Patient Received :

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

please tick the reason mentioned below :

[C] Unavailable Bed

Docu. No. : RCH /FRM / CLINICAL 7 102

(] Nurse not Available

[C] Available Bed not ready
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PRE - OPERATIVE CHECK 1157 5__2 5 g;;;,': Epbsn i

. R Lo]l(esl‘\ﬁ-’DPq Dm'S:FH
Patient's NmaMﬂk'{mMGL'm .. Gonder: [ g IV
Blood Group : UHJD‘?SJSS-—;- B s,

Planned Surgery - Eﬂ\“f et tgee Surgeon - DQ] N,

Anesthetist - -..P?.Fw.‘-'-gn Date & Time of Operation, - Sl I
Tick Appropriate Boxes
"

0 be filled by Nyrse Incharge / Senjor Nurse :

m INSTRUCTIONS mmm

n Weight checked and recordagy % mm
gat

ﬂ Is the patient fasting
Check Prg-op Investj
c

=}
H (s & Results (CBR Bloog Group, g7 o7 PTIaTL [\ EE
Viral Screening, CXR Etc) availablg before slarting the procedure
\Enema given / Bowel Preparation

Remove alf omaments, ete and sterile gown given

Surgery consent / High Risk consent taken by surgeon?
(Consent shoyiq be taken by the operating surgeon only)

Billing Clearance taken
Billing Executive Name -
Billing Executive Signatyre - .
Date & Time : . D6 Jo7.

Doc. No, : RCH/fRM / CLINICAL / 107

%L.Qu@
e o Nurseln—ChargeName:.....,,.A... B

s Signature of Nursg
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Mrs KIRAN MAHI LOKESHAPPA R . b;.‘ &
06-06-1997 29Y0OM30D  (F) alnbow " . -
Dr. MATHANGI RAJAGOPALAN Children’s . Birth nght
H Hos pita! . BY RAINBOW HOSPITALS
1t takes a lot to treat the fte. Your Right to a Safe Delivery

NUTRITIONAL ASSESSMENT FOR OBSTETRICS PATIENTS

Date: Q.hl.s;ef}.‘..m.agf.h...‘. Time: .... | 2 @A e

D{/%B kg/m’

OigiM: evcere P G Height: } &\ G Weiight: bo. }G.  BME O ~28 kg/m’
0 ~ 30 kg/m’

Food Allergies: ......... v An s RS R AR AR R A S

Diagnosis: JEVERGESC Y 7 I T e mem——

Type of Diet: £ Niquid CTShit 1 Normal [ Diabetic

[ Vegetarian £ NohsVegetarian O Vegan
Diet Advised:

Liquid Diet—ORS/ Coconut Water/ Butter Milk / Barley Water/ Soups Cﬁ
Normal Diet—Rice, Rotis, Dal and Soft Cooked Vegetables and Curd
Soft Diet— Soft Rice, Dal and Vegetable Curries Soft Cooked, Cur@\

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

) ..
Patient's / Attendant's Mﬁﬁ%‘ Dietician's

Signature: w/ Signature: ,A/zu}(e\xs}Q

Name: A“QD\CL\.CL;C*FQ.?\.D\-QD.J\

Date & Time: ..oh\mi—l\mh.@.....\mf.\-\pm.. Date & Time: .‘.Qh.{.C‘-".:};].:).,6.....@....‘.\.'),.'..&!0. 1o
Doc. No. : RCH / FRM / CLINICAL / 195 (RT.0)




DIETARY NOTES

Date Time Notes Sign
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SURGERY DETAILS

pate:..08..[ 07.[2026
patient Name: . MAS. J(Jm,n makh. )ﬁkwh Date of Birth: @{3/06/)%;‘ Age: .29 =

Gender: .......... F‘Qfmaﬁe Ward: ...... OT UH’DNO%QgSS‘{ng’g ?,

Date of Surgery: OT)D"()QDJQ gor-1 Oor-2 216[ -3 JO0T-4 [JOBGOT-1 [JOBGOT-2

Name of the Surgery : E

Pn) -' Pm f
Time in 7&0 Time Out:......... EPBCD ................

NAME AMOUNT
Surgeon &j HC'L{-C\Q?\% J . . buceli
Anaesthetist ) o @ngaﬂ(@lﬁlﬁ/ﬁm
Assistant Surgeon : .. B ﬁ kﬂuﬁtﬂx .
O Technician  :.... Y. /chutw&n
Circulating Nurse %&Qﬂﬂp ............ e ..
6. Assistant Nurse N({MM/UMK’J =

Co

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

o

Speclal Equ_ipment O Laparascopy [ Broncoscope O Hmﬁonic O Morcelator
[ C-ARM [ Cystoscopy [ Versa Point O Liver Cusa
(3 Neuro Cusa B OO . cicosoninemassssisissisisassesioisosia
o2 Uy .
Signature of the Surgeon Lé{ Signature of Circulating Nurse
QQLOEC@ I’L
Aond._ W M
ON008 MOS soscsriimiisiisionamisimsmsTaasva ONOE DY ccisisisisiniian e e

Docu. No.: RCH /FRM / GENERAL / 114
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Patient Sticker i Elalli?c? r%vr:'s BirthRig ht
| Hospital .:::::::‘:m
CONSUMABLES OF OT
Circulating Staff :..............coooovorierreriinnn, Technician:nﬁ' LSt :
Anaesthesia Disposables wsuse | uses | Surgical Disposables wsunt " ues] Disposables (Baby Side) [ TV
ET tube - MajorPeck J\D e bH b/ \_L K H
LMA Sutures ) 921, 4 &2 | ford Clamp I\
ECG Ihads (A )P/ N AL~ ».iAa <y Suction Catheter
HME fifer : A/P /N o Feeding Tube [ oy N
Sydrges ATcc Y . & Ay o]+{\.ageum Suction Set e
T Vel By ||\ St 13 PP
et i e wlo prb |\ Gauze Pack o~ onN
01 cc - 10 - £ & \‘/gynnga e/ 2mi @;A -/
 Cautery piate (M) P/ N )n | Slrgical blade ‘D o c) | Sufgical Blade # 20
L vset\ ) \LAG tube | | Kogghies (S)
| pencil  +" NrAtogad /. . A
NS : 10mi /g0 500mi/ 1000mi o]\ | K6ochies ) dre
i " | Ointments 'U?fh‘ '\/
Suction Catheter g'n hal n w 4\“/
Fentanyl Cap, Mask |VANZ. pr ghh /vl 11N\~
Morphine APk P|\e 7[5 )6 X €
Ketamine Mop Pack «— *YLBxs TOC KR N L
Propofol Steristrip T M peplamn | %
Rocuronium Underpad +— A T i (_ﬁ&/
Glycopyrolate Draw sheet N qovls ¥ I8 N~
Myopyrolate Abgg) M Bmze () N
gtron { \pdleys catheter g Mal1( S A
Pencan 250/ Spinal Needle 22 Urobag “ O
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage e
Tegaderm &+ 1 & [\J/
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent G
Supridol : 100mg L vgztum Suction set A
Justin : 12.5 mg / 25mg O K Plgstic BetrSheat O ydr~ | O
Tab. Misoprost : qu%"i © ]t/é:::clno Soluion c{]—ir
J Microshield )
Cotton Balls sl
Latex Gloves - fapn
Ramdione Scrub )
Saral
Surgeon Anaesthesiologist Nurse OT Technician
OFOBE NO. 1iiiioisiiiiiiiioivmmonisinsismassnessmsssnmsassessessesasomaserne Ordered by :

Doc. No. : RCH/ FRM / GENERAL / 125
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RAINBOW CHILDREN'S MEDICARE LIMITED

Rainbow Children's Hospital - Guindy

2
AL F . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children's _ Tel No : 044-40122444
HOSpltal Birthk .': i
Ratnbow VAT TIN : 33AABCR4014M1ZK CIN: L85110TG1 9o8PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403.Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
METTTTARTT L L |1}
INPATIENT ISSUES AGAINST ORDERS
IP No 1P18-00036331 Ward 8F-OT COMPLEX
Patient Name Mrs KIRAN MAHI LOKESHAPPA Bed Name MICU 801
AgelSex 29Y 0 M 30D /Female Order No 18-0001722443
Date 06/07/2026 00:59 Prescription No PRIP18-0625147
Payor SELFPAY Dispensed Date 06/07/2026 01:05
UHID GUC-00088585
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
CAUTERY PENCIL The Advanced
h (ADVANCE) cadicrion GENERAL 250824 08/28 1 1,303.00 1,303.00
DISPOSABLE APRONS .
2 STERILE XL Mediblue 1010626 04/29 2 120.00 240.00
5 B Microptic gloves-: H 2605018017 05129 1 128.00 128.00
ENCORE MICROPTIC
4 GLOVES.T PF ANSEL 2604014105 04/29 1 128.00 128.00
GAUZE 7.5X7.5 12PLY (5 :
5 NOS) NON XRAY Bapuji Surgicals GENERAL M2641119 04/30 2 100.00 200.00
AUZ SWAB 10 X 10CM —
8 [ B XRAY g Bapuji Surgicals GENERAL M2545021 11129 2 123.00 246.00
7 #g;‘g SUPPOSITORIES 100 oo | aboratories L H BLNP274053 11/28 2 18.74 37.48
8 LSCS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
MISOPROST TAB
9 S00MCG1S CIPLA LIMITED ) 6GH0162 o08/27 1 105.12 105.12
10 | MONOCRYL 3-0 NW 1326 ETHICON SUTURES-J&J C1 T5124 09/30 1 997.00 997.00
MOPS 30X30 8PLY 5S X-  DATT MEDI .
1 RAY PRODUCTS H M2642004 12/29 2 949.00 1,898.00
NITRILE EXAMINATION
12 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
B < Aculife Health Care
'3 | NS100MLACCULIFE-EH  pu) vo(Niriif 102613680 02/29 1 4493 4493
QUICKSUITE OT TABLE
14 SHEET MIDLINE SUITEL H 2605161 06/31 1 775.00 775.00
RAMADINE SOLUTION 10%  RAMAN & WEIL PVT
) oom LTD RC126029 03/28 2 103.00 206.00
7| SGLOVE#T7S
16 (SURGICARE) ICARE (KANAM LATEX) GENERAL 26A109 12030 1 91.00 91.00
7 Eg\é(E)VE #7.5 POWDER ANSEL GENERAL 2602085605 02/29 1 128.00 128.00
18 SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 1 7.67 7.67
TEGADERM WITH PAD
19 | (8591)BIG 9CM"25CM 3M HEALTHCARE GENERAL R03260906 02/29 1 814.50 814.50
UNDERPADS CARE 60 X 80
20 ( FRIENDS) 20062026 12/30 1 205.00 205.00
21 VACCUME SUCTION SET ~ ROMSONS GENERAL 0K26B010638 01/31 1 739.00 739.00
25 | VICRYLPLUS1 VP-(2347) ETHICON SUTURES-J&J C1 0T5063 08/30 2 951.00 1,902.00
Total : 10,105.96 12,945.70

Receiver Name

Printed Time : 06-07-2026 01:05

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN
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RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
v
AL F . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children’s Sl Tel No : 044-40122444
' irthiRignt
Hospital ront  VATTIN: 33AABCRA014M1ZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
TRTIRLCORwi Ly [TIE T e
INPATIENT ISSUES AGAINST ORDERS
IP No |P18-00036331 Ward 8F-OT COMPLEX
Patient Name Mrs KIRAN MAHI LOKESHAPPA Bed Name MICU 801
AgelSex 29 0 M 30 D/ Female Order No 18-0001722442
Date 06/07/2026 00:59 prescriptionNo  PRIP18-0625145
Payor SELFPAY Dispensed Date 06/07/2026 01:04
UHID GUC-00088585
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
Biocare
T GioXAMIC 500 MG INJ D it C3BI0004 01128 2 73.23 146.46
2 a‘épfﬁfs'c INJAMP 0.3 ngon Laboratories Ltd — H 45120 11/28 1 31.10 31.10
3 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 026B24K67 01/31 3 21.89 65.49
4 DSYRINGE SML(NIPRO)  NIPRO GENERAL 26C03KI6 02/31 2 21.56 43.12
DSYRINGE EMERALD SML ~ BECTON DICKINSON
5 o8 (R0} e 5322615 10130 1 12.00 12.00
6 DSYRINGS 25ML(NIPRO) ~ NIPRO GENERAL 26B04K17 01/31 2 11.25 2250
7 agﬁ_%ecmom:‘s IMS GENERAL 12226508G 03128 3 32.34 97.02
8 E‘:ﬂoﬁ“ (OXYTOCIN) INJ oo Laboratories Ltd  H 091690 02/28 1 18.90 18.90
9 g‘:mohfl_"“ (OXYTOCIN) INY  \jgon Laboratories Ltd ~ H 091690 02128 4 18.90 75.60
INTRAFLOW (AUTO STOP)
10 | NOMGONS ROMSONS K26B010515 01/31 1 525.00 525.00
11 | MEZOLAMINJSMGSML  Neon Laboratories ud  Hi V304628 12127 1 31.55 3155
12 | NEEDLE2612INCH Dispovan GENERAL 16612R 03131 ! 2.66 266
3 | ONDOKINDINJ4MG2ML  SWISS CRITICURE BA26025 01/28 1 12.72 1212
OxygenMask With Tubing -
| e ROMSONS-FC GENERAL G26B040107 01/31 1 336,00 336.00
1 ;\ &’g"j_ﬁ‘;‘ NASEL CANNULA  poiymed GENERAL G25B8040731 0130 1 252.00 252.00
( REGELLED SURGICAL
y [;LJETES[AEE)UfT)R ; Erbee GENERAL 2510302409 10127 1 1,275.00 1,275.00
RL 500 ML CLOSED Fresenius Kabi India
7| BvereM S 10262078 03129 4 69.39 277.56
PINAL N
18 MSMI!rTbLnREE‘IDZt(-]Eﬂﬁ)G VYGON 2507251 07130 1 1.427.00 1,427.00
Total : 4172.43 4,651.68

Receiver Name

Printed Time : 06-07-2026 01:04

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

. @

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

Rainbow 600015
Children’'s _ = Tel No : 044-40122444
3 g 1) 1afit i
f Hospital e VATTIN: 33AABCRA014MIZK CIN:  L85110TG1998PLC020914
E DL NO:
| Registered Office: 8-2-120/ 103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
| Telangana.
'. R RO [
INPATIENT ISSUES AGAINST ORDERS
| IPNo 1P18-00036334 Ward 7E-PVTISUITE
'i Patient Name Baby B/O KIRAN MAHI LOKESHAPPA Bed Name CRDL-SUITE711-2
'. AgelSex oYOMODS H/ Male Order No 18-0001722446
| Date 06/07/2026 01 103 Prescription No PRIP18-06251 46
| Payor SELFPAY Dispensed Date 06/07/2026 01:05
| UHID GUC-00093482
Ili S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
.". ™ o Microptic gloves- H 2605018017 05129 1 128.00 128.00
. GAUZE 7.5X7.5 12 PLY (5 :
Ii 2 NOS) NON XRAY Bapuli Surgicals GENERAL M2641119 04/30 1 400,00 100.00
| 3 KLICK CLAMP ROMSONS G26A040003 12130 1 39,00 39,00
4 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010626 05/29 1 250.00 250.00
| Total : 517.00 517.00
| for RAINBOW CHILDREN'S MEDICARE LIMITED
| Receiver Name Authorized Signature
|i Pharmacist Name GRACE PAUL RAJAN
|
|
H
|

|
: Printed Time : 06-07-2026 01:05







Y RAINBOW CHILDREN’S MEDICARE LIMITED
) Rainbow Children’s Hospital - Guindy
< /‘ . Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow 600015
Children’s _ = Tel No ; 044-40122444
Hospital  “""7" VATTIN: 33AABCRA014MIZK CIN:  L85110TG1998PLC029914
Rainbow : :
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2.Banjara Hills, Hyderabad 500034,
L Telangana.
INPATIENT ISSUES AG AINST ORDERS T OALLLL UL 1] (L0
IP No 1P18-00036334 Ward 7E-PVT/SUITE
Patient Name Baby B/O KIRAN MAHI LOKESHAPPA Bed Name CRDL-SUITE711-2
Agel/Sex 0YOMODS5H/ Male Order No 18-0001722445
Date 06/07/2026 01:03 Prescription No PRIP18-0625144
Payor SELFPAY Dispensed Date 06/07/2026 01:03
UHID GUC-00093482
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
T DSYRINGE 1ML (8D) ?Segron DICKINSON  GENERAL 6043348 01/31 1 24.00 24.00
2 INFANT FEEDING TUBE-6 ROMSONS GENERAL 6260010693 03/31 1 63.00 63.00
3 Menadione Sod Bisul 1 ml HINDUSTAN LABS 0075 12027 1 28.92 28.92
Total : 115.92 115.92

Receiver Name

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

Printed Time : 06-07-2026 01:03
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