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* | MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEDURE
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SURGERY DETAILS

Date : OTEO‘THD‘QL&}"

Patient Name: Mﬂﬁ%&%hm\ Date of Birth: [qlb]laﬁb Age: .:E’Dy
ender: . 2QMAL . wan: 2 woNo:. 26215 | 2hev _

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

Date of Surgery: OTZQ‘]}}&L&; DoT-1 OO0T-2 [J0T-3 C10T-4 [C10BGOT-1 [J 0BG OT-2

Name of the Surgery : E Ay <5
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Circulating Nurse : ...} .05 XEX 2.0/
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CONSUMABLES OF OT
Circulating staff : Technician : S\J{%{“‘ Date : Tl"&\‘l,,‘;:) ....... THI0 ccssmsimsibsivin
Anaesthesia Disposables W“uﬁ__&, Surgical Disposables wwed | useg| DISPOsables (Baby Side) _‘ﬂt'
ET tube MajerPack | O (G M J
LMA Sutures §) \ 0 | CordCamp _ l
ECG leads JAYP / N K 1225 . Ol | Suction Catheter 2,£°(7 J
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05¢cc o | aoves 7 PE QlowdS 19 | SsurgicaiGlioves 2] 2P o
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Fentanyl Cap, Mask ; ouUIV ol
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Ketamine Mop Pack 6. |
Propofol Steristrip |
Rocuronium Underpad 0l '
Glycopyrolate Draw sheet
Myopyrolate _ Abgel '8l
Ondansetron —— /| Foleys catheter e
Pencan 25¢/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter |
Bupivacaine 0.25% (Heavy) Romodrain bag '
Antibiotics Bandage ‘
RioXomy D | Tegaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction st _ 2+
Justin : 12.5 mg / 25mg / 100mg Plastic Bad-Sheet a yyviAl Q).
Tab. Misoprost : 200mg Betadino Soluion [
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy

1 ,"”: s Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow l 600015
"Children’'s = Tel No : 044-40122444
HOS ltal Bll‘th.--;‘_’:!-'
P Rélibaw VATTIN: 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/ 1,8urvey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
R LT T T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036353 Ward 8F-OT COMPLEX
Patient Name Mrs SUDESHNA S Bed Name MICU 801
Age/Sex 30YOM18 D/Female Order No 18-0001723255
Date 07/07/2026 10:24 Prescription No PRIP18-0625532
Payor HEALTHINDIA INSURANCE TPA SERVICES PVTLTD Dispensed Date 07/07/2026 10:29
UHID GUC-00086315
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
CAUTERY PENCIL The Advanced i
1 (ADVANCE) cakiod GENERAL 250824 08/28 1 1,303.00 1,303.00
DISPOSABLE APRONS )
2 STERILE XL Mediblue 1010826 04/29 2 120.00 240.00
§ | PrersMuogtogives- H 260501801T 05/29 2 128,00 256,00
GAUZE 7.5X7.5 12 PLY (5 .
4 NOS) NON XRAY Bapuiji Surgicals GENERAL M2641119 04/30 1 100.00 100.00
GAUZ SWAB 10 X 10 CM e
5 12PLY 68 X-RAY Bapuji Surgicals GENERAL M2545021 11/29 2 123.00 246.00
6 LSCS DRAPE PACK Mediblue H 1010626 05/29 1 2,250.00 2,250.00
7 MONOCRYL 3-0 NW 1326 ETHICON SUTURES-J&J C1 T5124 09/30 1 997.00 997.00
MOPS 30X30 8PLY 55 X- DATT MEDI
8 RAY PRODUCTS H M2642SF029 03/30 2 949.00 1,898.00
NITRILE EXAMINATION
9 GLOVES P F- MEDIUM ELITE MEDICALS GENERAL ENPF030020 11/28 20 25.00 500.00
Aculife Health Care
10 NS 100ML ACCULIFE - EH Pyt Ltd(Nirif 1C2613680 02/29 1 44,93 44,93
11 PROTO GOWN (ADULT) Diamond Medicare GENERAL 1010626 05/29 1 250.00 250,00
QUICKSUITE OT TABLE
12 SHEET MIDLINE SUITEL H 2606161 08/31 1 775.00 775.00
RAMADINE SOLUTION 10%  RAMAN & WEIL PVT
13 100 ML Lo RC126029 03/28 2 103.00 206.00
SGLOVE #6.5
14 (SURGICARE) ICARE (KANAM LATEX) GENERAL 26C3005 02/31 1 91.00 91,00
15 SURGICAL BLADE 22 Surgeon GENERAL 051125 10/30 1 7.67 7.67
UNDERPADS CARE 60 X 90
16 { FRIENDS) 20062026 12/30 1 205.00 205.00
17 VICRYLPLUS 1 VP -(2347) ETHICON SUTURES-J&J C1 T5072 10130 2 951.00 1,802.00
Total : 8,422.60 11,271.60

Receiver Name

Printed Time : 07-07-2026 10:29

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
GRACE PAUL RAJAN

Pharmacist Name :

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

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

* Children's Birth  TelNo:044-40122444
Hospital ".:.,,.., VATTIN:  33AABCR4014M1ZK CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1 .Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS UL TTTTRTITIT
IP No IP18-00036353 Ward 8F-OT COMPLEX
Patient Name Mrs SUDESHNA S Bed Name MICU 801
Age/Sex 30YOM18D/Female Order No 18-0001723257
Date 07/07/2026 10:24 Prescription No PRIP18-0625531
Payor HEALTHINDIA INSURANCE TPA SERVICES PVTLTD Dispensed Date 07/07/2026 10:28
UHID GUC-00086315
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
EF‘;"E-%" E7.OFOWDER ANSEL GENERAL 2406010217 06727 2 128.00 266.00
Total : 128,00 256,00

Receiver Name

Printed Time : 07-07-2026 10:29

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1







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

i
R ‘ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
_ Rainbow ‘ 600015
Children’s Tel No : 044-40122444
Hospital Blrthl-.'.__:;,: it
Rainbow VATTIN: 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO :
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
I T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036359 Ward TF-PVTISUITE
Patient Name Baby B/O SUDESHNA S Bed Name CRDL-SUITET13-2
Age/Sex 0OYOMOD4H/Male Order No 18-0001723260
Date 07/07/2026 10:27 Prescription No PRIP18-0625530
Payor SELFPAY Dispensed Date 07/07/2026 10:28
UHID GUC-00093542
S.No [tem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 Lo iorsic ghoees- H 2605018017 05729 1 128.00 128.00
2 KLICK CLAMP ROMSONS G26A040003 12/30 1 39.00 39.00
Total : 167.00 167.00

Receiver Name

Printed Time : 07-07-2026 10:28

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1







RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
P
S @ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow h 600015
“Children's = Tel No : 044-40122444
Hospital  Brthign
Rainbaw VAT TIN : 33AABCR4014M1ZK CIN : L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
LR IR ORI TR AT AR T
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036353 Ward 8F-OT COMPLEX
Patient Name Mrs SUDESHNA S Bed Name MICU 801
Age/Sex 30YOM18 D/ Female Order No 18-0001723256
Date 07/07/2026 10;24 Prescription No PRIP18-0625529
Payor HEALTHINDIA INSURANCE TPA SERVICES PVT LTD Dispensed Date 07/07/2026 10:28
UHID GUC-00086315
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
Biocare
1 BIOXAMIC 500 MG INJ VT H C3B10004 01/28 2 73.23 146.46
2 E’;g’fﬁmc INFAMPOS:  NeonLaborares (td’  H 45121 01/29 1 31.10 31.10
Sun Pharmaceutical
3 CARITEC INJ 100MG indijsiries 18 F702601G 01/29 1 467.81 467.81
4 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 026B24K67 01/31 2 21.83 4366
5 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26C03K96 02/31 2 21,56 43.12
DSYRINGE EMERALD 5ML  BECTON DICKINSON
6 BP (BD) (8D) 5322615 10/30 1 12.00 12.00
7 DSYRINGS Z5ML(NIPRO)  NIPRO GENERAL 26B12K44 01131 5 11.25 56.25
Aculife Health Care
B D WATER 10 ML AMPULE PYLLIG(NIrf H 2254574 10/28 5 2.58 12,90
E.C.G ELECTRODES
9 (ADULT) JMS GENERAL 12226508G 03/28 3 32.34 97.02
10 NEEDLE 26 1 1 2INCH Dispovan GENERAL 01654R 12/30 1 3.38 3.38
1 | B0 BAGAGUA: oo hemabiad  H 9H2502608 07128 1 44.93 44.93
12 ONDOKIND INJ4 MG2ML  SWISS CRITICURE BA26025 01/28 1 12,72 12.72
PREGELLED SURGICAL
13 PLATES(ADULT) Erbee GENERAL 2510302409 10/27 1 1,275.00 1,275.00
B | e e VYGON 2502016 01/30 1 §37.03 637.03
Total : 2,646.76 2,883.38

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : GRACE PAUL RAJAN

Receiver Name

Printed Time : 07-07-2026 10:28 Page 1 of 1







RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
. ﬁ" Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
. Rainbow 600015
Children’'s _ Tel No : 044-40122444
Hospital ~ rn VATTIN:  33AABCRA4014M1ZK CIN:  L85110TG1998PLC029914
Rainbow ¥ c
DL NO :
Registered Office; 8-2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana,
INPATIENT ISSUES AGAINST ORDERS L LT T T T
IP No IP18-00036359 Ward TF-PVT/ISUITE
Patient Name Baby B/IO SUDESHNA S Bed Name CRDL-SUITE713-2
Age/Sex OYOMODA4H/Male Order No 18-0001723259
Date 07/07/2026 10:27 Prescription No PRIP18-0625528
Payor SELFPAY Dispensed Date 07/07/2026 10:28
UHID GUC-00093542
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 DSYRINGE 1ML (8D) g%;m“ DICKINSON  eNERaL 6043348 01131 1 24.00 24.00
2 INFANT FEEDING TUBE-6  ROMSONS GENERAL G260010693 03/31 1 63.00 63.00
3 Menadione Sod Bisul 1 mi HINDUSTAN LABS 0075 12727 1 28,92 28.92
4 SUCTION CATHETER 8 ROMSONS GENERAL K25L010489 11/30 1 91.00 91.00
Total : 206.92 206.92

for RAINBOW CHILDREN'S MEDICARE LIMITED

Receiver Name Authorized Signature

Pharmacist Name : GRACE PAUL RAJAN

 Printed Time : 07-07-2026 10:28 Page 1 of 1







RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children's Hospital - Guindy
2
- L = ’ Door No.157 to 160, Anna Salai, Guindy, Guindy Chennai Tamil Nadu INDIA
Rainbow . 600015
Children’s _ Tel No : 044-40122444
HOSpital B;r'.hrf:___;- t
' . Rainbaw VATTIN: 33AABCR4014M1ZK CIN: L85110TG1998PLC029914
DLNO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
IO H I e
INPATIENT ISSUES AGAINST ORDERS
IP No IP18-00036262 Ward BF-PRIVATE
Patient Name Master THARUN KANTH S Bed Name PVT 617
Age/Sex 17Y1M3 D/ Male Order No 18-0001723218
Date 07/07/2026 09:03 Prescription No PRIP18-0625515
Payor SELFPAY Dispensed Date 07/07/2026 09:08
UHID GUC-00055334
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 PLOCDSETWITHLUER  Bbraun Medical PviLtd  GENERAL G26A020001 12130 2 192.00 384.00
Aculife Health Care
2 DWATER 10MLAMPULE  50F o e = 2254574 1028 5 258 12.90
3 £,C.G ELECTRODES (PAED) Adilase GENERAL 07160326 02/28 5 40.00 200.00
4 H.M.E FLITER (PAED)-1831  Intrasurgical GENERAL 20250105 01/28 1 421.88 421.875
5 JELCO NEEDLE 20 G Polymed GENERAL 6119339 05/30 1 112,50 112,50
6 oL DML BAG-AQUA  ponis chemLabLtd  H 9H2502608 07128 1 44.93 44.93
Oxygen Mask With Tubing -
7 PR ROMSONS.FC GENERAL G26A040056 12/30 1 336.00 336.00
8 SUCOL INJ 50 MG 10 ML Neon Laboratories Ltd ~ H SU248073 05/27 1 55.64 55.64
9 SUCTION CATHETER 8 ROMSONS GENERAL K25L010489 11130 1 91.00 91.00
THREE WAY EXTENCTION  BECTON DICKINSON
10 100 CM (8.0} (8D) GENERAL 5120835 03/28 1 317.81 317.81
11 TROPINE INJAMPOSMGTML [ AABORATORIES SM038138 11027 3 7.30 21.90
12 VASOCON INJ IMGTML o i KP85439 0227 1 13.04 13.04
Total : 1,634.67 2,011.60
for RAINBOW CHILDREN'S MEDICARE LIMITED
Recelver Name Authorized Signature

Printed Time : 07-07-2026 09:08

Pharmacist Name : GRACE PAUL RAJAN

Page 1 of 1
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GUC-00086315
Mrs SUDESHNA S

19-06-1988
Dr. PADMASHRI P.

|P48-00036353

soyomi17D  (F) ‘_|

M T

i
Rainbow” , o
Children’s @ BirthRight
Hos pital . BY RAINBOW HOSPITALS

It ks 3 Jot to trest the Wit Your Right 1o a Sate Delivery

W\

BED SIDE CHECK LIST FOR NURSES

Date: |

Doctor's Orders

Carried out or not

Bed Side

Structured Handover done

IV Site

Central Lines

Arterial Lines

Feeding Catheter

Urinary Catheter

Skin Care

Eye Care

Mouth Care

Sterillum Bottle, Stethoscope

Suction Bottle (Should be clean & empty)

Intubation Tray

Emergency Tray

g.oaded Syringes with Midazolam
Vecuronium and Flush)

Ampoules of Adrenaline

> [ SIS SS oS ]=] =] =| |8

Ventilator Tubing, (Any Water, Blood)

Humidification

Check all Infusion
(Labelling,Correct Preparation)

Chest Physio & Neb

Handed Over By Name :

Signature :

mE[ [P T

Date & Time:

p
©
BE

Hand QOver Taken By Name :

Signature :

Date & Time: %l"

Doc. No. : RCH/ FRM / GENERAL / 088
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Rainbow Children's Hospital - Guindy

%,

Rainbow B Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai _Tamil Nadu, INDIA ,600015.
Children’s =5 TEL NO :044-40122444
Hospital “""" WEB : https://rainbowhospitals.in

H Rainbow

ADMISSION SHEET

Registration Details : (TR LR L R

Admission No : IP18-00036353 Admit Date : 06-Jul-2026 Admit Time : 04:06 PM UHID : GUC-00086315

Patient Details :

Patient Name : Mrs SUDESHNA S Age :30YOM17D
Guardian : Mr KISHORE SHREYAS DOB : 19-06-1996
Gender : Female Religion
Occupation ; Martial Status
Address (H) . NO:1/53-1 SRIPURAM COLONY ST THOMAS Phone No : 9940315384
MOUNT CH-16 Alandur Chennai Tamil Nadu E-mail -, Kishore23 i
INDIA 600016 -mai . shreyaskishore23@gmail.com
|
Admission Details :
Bed Type : DAY CARE Bed No :PRE OP 806 Ward Name : 8F-OT COMPLEX
Room No : PRE OP 806 Admission Type : First Visit

Contact Details :

Name : Mr KISHORE SHREYAS Relationship  : Husband
Contact Address - NO:1/53-1 SRIPURAM COLONY ST THOMAS Phone No . /9940315384
MOUNT CH-16 Alandur Chennai Tamil Nadu
INDIA 600016

Signature
(\:.}octor Details :
Doctor Name : Dr. PADMASHRI PARIMALAM Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name . SELFPAY
Printed Dale / Time : 08/07/2026 16:15 Printed By : 021591 Page 10f 2

S







7.

Rainbow Children's Hospital - Guindy

Rainbow Door No.157 to 160, Anna Salai, Guindy, Guindy ,Chennai , Tamil Nadu, INDIA ,600015.
Children’s .. TEL NO :044-40122444
Hospital ~ 'R' .3 WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs SUDESHNA Age : 30YOM17D
IP No: IP18-00036353 Sex: Female
Consultant: Dr. PADMASHRI PARIMALAM Ward/Bed No: 8F-OT COMPLEX/PRE OP 806

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

Patient, be deemed advisable or necessary.

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
€ ) 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.
2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill

clearance. In case of failing the submission, | will pay 200/- Rs.
(lﬁﬁgeivers Signature:...%%

3 IP Guide book has been given to.me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counselin‘ﬁ;:; been done to me.

Signature of PatienUReIative:‘( W

Name: |M"(' JJVA)UD’“L S%W Patient Address:

o s loand NO:1/53-1 SRIPURAM COLONY ST
Relationship: | ob P THOMAS MOUNT CH-16 Alandur
Date: | ob| o7/ Time: DR Chennai Tamil Nadu INDIA 600016

Wittness Signature: /é“

Wittness Name;

Printed Date / Time : 06/07/2026 16:07 Printed By - 021591 Page 2 of 2
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Billing Cycle: - Bed charges will be calculated based on 12PM to 12PM checkout. Settlement post 12PM, room rent
will be charged for half day extra & post 6PM. it will be charged for full day. Less than 24 hours stay will be considered
as one day.
Room Rent inclusive of Bed, Nursing, Consultation Charges and all other charges, like Diet, Investigations, IP or OP

Procedures, Equipment, Cross Consultations, Blood/ Blood Products, Implants, Ward Consumables, Infection
Preventive Measure Charges, Pharmacy and Consumables will be charged extra.

5% GST Charges applicable on more than INR 5,000/- Bed Charges which was effective from 18.07.2022 as per the GST
Council.

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

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

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

Asst. Surgeon and Anesthetist Charges will be charged 30% on the Surgeon Charges. .
Admission will be done according to the ward category chosen by the patient; charges will be applicable as per the ward
category. All charges vary as per Room category, except Pharmacy and consumables.

Patient / Guardian Self Attested Government ID proof is mandatory to submit at the admission.

TPA/Insurance Processing Fee applicable for all Insurance Cases.

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

No Duplicate/ Second copy of OP or IP bill will be issued.

In case the patient is shifted from lower category to higher category, all the charges like consultant visits,
investigations, operations and procedures etc. from the date of admission will be charged according to the higher
category.

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

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

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

It takes time for cash discharge isa minimum 3-4hrs. and in the case of insurance, it will take a minimum 6-7hrs.
Difference, if any between the final bill amount arid amount permitted / approved by the TPA or total bill amount in case
of denial from TPA, has to be paid by the patient,

I'wo attendants are permitted with patients in Deluxe, Private Rooms and only one is permitted in the rest of the
categories of rooms. No attendant is permitted in ICU's,

All the refunds more than Rs.5,000/- will be refunded through NEFT within 7 Bank working days.

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim Bill
shall be based on the acknowledged services in HiS. Final Bill of the patient may vary from the Interim bill based on
aclual update taken on the day of discharge. It is requested that patients/attendants enquire daily about the bill amount
'from billing section and pay the outstanding as on that day. You are requested to clear your outstanding amount on daily
basis before 12 PM. Patient bill outstanding should not be increase more than 10,000/-

|
DECLARATION
I have attended the Financial Counselling desk & understood the expected costs & other conditions applicable. In this

case, the TPA/Insurance Company rejects the claim for whatsoever reasons at any Ppoint of time after discharge. |
promise to settle the claim with the hospital as per Hospital Cash Tariff.

Patient Name : UHID Number : -
Min, we -eoodeBIh

Self/Attendant Name : Relation :
elf/Attendant Name : (¢ e | o ré Qkfeaaﬁ & Relation : RM})GJ
{ 20 e i [ES—
/§ciﬂ" Attendant Signature : /%/ Name & Signature of Financial Counselor

Phone Number : a9 403153 f» &\

RCH/GDY/FRM/CLINICAL/426
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Mrs SUDESHNA S
19-06-199‘5 30 Y 0 M 170 {F)

- Vi a;lfl 8 sictrihc
P ADMISSION SHEET FOR OBSTETRICS - e

ks 1 o 10 trust tha Bitie. Your Right to a Safe Dalivery
Prmntlng complaln LMP: 05\ 10]| &0 EDD:
 farient w3 adratiad fov Tot prae

Y e do Fevcaine dein) overvents well  Corrected EOD: 23)or) 22k GA Biweeks i yolag

\eala
clo A'\ca\wm.ru) Pain b\eeda. PV
s Dbstetric Forrnula. r‘%aﬂstrual History: Regular @Vl/Yes J No

Gb. A

Obstetric Hostory o3, concep Hoo
G, -| Missed memxxaaﬁa , Swhks, ropnd Fundal Height: Tomn

Obstetric Examination M- g\U«, , Nem

Gy F P, QPonJ;a,neem C@ncep bon Ut. Activity: ,{ Relaxed  [J Mild CIMod [ Severe
Present Pregnancy Record: Liquor: ﬂgequate []0Oligo  [JPoly

o
i A ‘—’P‘“W@l"’s"ﬁm Aipe opploner ephalic DBreech " Others
Head Fitrs Palpabe: bl ™

NY Seary - Nevrmal 5 FTS - Lownsk
Arovaads San - r@rrmd _Ticomny W
ol msx&cmgi : E“%r\d. Tﬂm‘%m_r{s{) Rl Normal DTachy O Brady [ Absent

Wid Since oncephion  Per Speculum Examination
Draining: [ Present [ Absent [ Bleeding

Colour of Liquor: [ Clear El Meconium 1 Blood Stained

L Vaginal Examination
J Genix: ’“ﬁaﬁg O] Partialy effaced [ Effaced

. S'H'l'

Height: ... m :

2.9, 0s: Closed Dilated 6% adunik _ovv

o Weight: .. kg '\39«
W7 | Alergies: E{ e Membranes: Cfresent [ Absent

Broask orma| D Abnormal Liquor: - [ Clear - O] Meconium [0 Blood Stained

General Examination: JZ/

Consclousness: Constiaws Pallor: No Presenting Part: E}nex [ Breech [ Others

lcterus: No £dema: Beoncde T“Sutton 3 0O-2 01000 O +2

Temp: oo ) PR: A9 |min Pelvis: Bﬁequate [ Doubtful

BP:120) 8o mr Hy DTR: :

Vs:S,5, ® RS B)L NVBS@®

Liver/Spleen: Urine Output:

e DIGHORIS oo O T g ;,

j 6y Ay LP- o5 | Vol 2025 A~ 3qweeks 1t 4day |

| .eDN: 2 - :

-: _ MIQJWS €D 3l01) ap Hdpd\ﬁtﬁﬂid ;

..................................................................................................
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Patient Sticker

H‘dPaw'uam’a\ Since Comeephion

Family History: Surgical History:
Notfer - T, D Tonsi) ledvma W Child e
Medical History: Medication History:

T THYRox 1 ne 15ty 0 .

Plan of Care:
CH | T®r. Padmashv
- Admicsion
~ Pt pre comation,
- Seuuzxe Ty Gre
= Infved consent for ToL INvD

N %4AP ,T0L dore WHR 22F '%\Equs

‘&)gea,-\-ed °m’f1‘a.(‘.@'fﬁc‘d-lﬂ ard bu.,l.b
irflated und ?Dmlog diekil led
wodtey, huatbey one dose C€ PGE .
P kept ohacewical,
febiate
- INT. QuPACEF 157 TV By (AmD)

- Post Rley’e cre @ &:vopm
= Shift % woud

Investigations:

CTG - RQG.L‘,’T\P

Doctor Namefﬁm‘*gm[m«}@f ‘Skrreedes:
2

2\ 1

Signature; ...... -
Date & Time: ... 0% 10'115!02)9 ....................

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

Signature: ...... & Y N
Date & Time: O“’]m'm

e
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GAESAREAN SECTION OPERATIVE NOTES

O Immediate Threat to life of woman or fetus
& Maternal or fetal compromise not immediately life threatening
i O No maternal or fetal compromise but needs early delivery
O Delivery timed to suit woman and staff

If there was a da]ay Ve the rBASONS: ccuvveeesrrerveresmserereresesessssrssessssasness

Surgeon's Name: Py - fuud mashm Date of Delivery: 07 Jo7 )20 28
Assistant Surgeon: ) :bz; ‘V? ita Time of Delivery: ¢, » 0) 4w
Anaesthetist's Name: Dy et Gender of Baby: g o
' Type of Anaesthesia: <A Weight of Baby: Q.(,E ka
Neonatologist: Dy . pr Akafina AGPAR Score: = , o, 9 7, 0
Scrub Nurse: TR - NICU Admission: ClYes 2No
Pre-Operative Diagnosis:
[ Elective & Emergency Indication: ............. M ates0al.. widh....
Urgency ' - -

| DECISION HME vovvveovvevsveensienisessassdsmssessessssssmsssesessesssmsssseseess KNG 10 TECHUSE weverensoSons AR oo

Surgical Procedure: 1=, o 4 geney b ed Aegm eny- chaseal) Aeckion

J <A
Post Operative Diagnosis: p, Ly } Pop #0
Peri-Operative Complications: m
' Amount of Blood Loss: 3o - oy Blood Transfused (in ML): =~ —

Name and Number of Surgical Specimen sent for examination:

« ) 5

—

Docu, No. : RCH /FRM / CLINICAL / 155
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Examination Findings when Appropriate:
Presentation: 21 Cephalic [ Breech  [JOther ..................  Cervical Dilatation: ............... Q. CAM ... cm

5th Palpable: .. e el . -
Station: & 3 -c2f2 D-—1 DO O+1 0O+2 Moulding: ETNone O+ O++ O+++
Caput O+ O++ O+++ . Meconium: JETNone DO+ O++ O+++
Bladder Catheterized: JZ'Yes I No Urine: . ErClear 1 Blood Stained

skin Incision: _2f Prannenstell O Transverse O Midline L0 Oter oevenvvevvercessinnenresssen
Uterine Incision: 2T Lower Segment [ Classical O Inverted T - 1 J'incision

Previous Scar: O Inact - - O Thinnedout O Ruptured vET'No Scar

Incision Through Placenta: ~ O-Yes JA'No

Delivery of head: = Manual O Forceps

Liquor: vﬂ’f}lear O Meconium: 0O 0O Om OBlood O 0Offensive ﬂ‘ﬁm Offensive
Delivery of Placenta: O Manual  ECCT ....vvvrvnnneee »ﬂ’Gomp!ete O incomplete 1 Piecemeal

COrd APPEETANGCE: .vvvcvvcrorvrrree LB . rssssrrssrnivnnnns COFd ArouNd:the neck  OYes (2 No -

Appearance of placenta: R X o 1 7.7, 00 S Cavity explored ZYes I No
Uterus, tubes and ovaries:J Normal 1 Not Normal Sterilization: OYes EBMNo

Uterine Closure: ] One Layer T Two Layers !"VJ::H:’) Suture
Peritoneal Closure:  OJ Pelvic O Abdominal RIINONE: ciosiosmsamiiiinmnisssmssnmmmitiaiasimssmsiians UMD
Sheath Glosure: '*V'cij Suture
Fat Closure: OYes OJNo e R OO, T SO SUSH MO o Notrt] 1
Skin Closure: JZ'Subcuticular O Matiress B“DNDMQ% Suture
Vagineal Evacuated HYes ONo

Drain: v~ sOYes JANo  CIREMOVE N ..oovvvvvevcursenmrerenns days  [J Await instructions
Ctheter ZlYes CINo CIREMOVEIN ..vvrvreerreerenrenees days [ Await instructic.is

Swap & Instruments count correct? J2"Yes O No [ Post-op Aptiblotlcs_- Yes ONo
Intra-Operative Antibiotics Cover: @ Yes TINo O Thromboprophylais  &fYes CINo

POSEODOIIVE NOIE: .erorremroiisisss PR O RIIMAR i iiisinsosigsisid iR
i h’h«la ond®
-:TUF 19RL. .@...L%sml l!w e
...*fm: SURACEE..L189 Tyl x@) ........
Iy o PﬁNTQPBﬂ?Q!rE hq»mﬁiv ¢ 1) TR RS S

LT PARACET ML A Y AT I e
- TAVETIN. . SPRTE TDRY.. 1ML .. PRI~O~
e clmbAm

i .....f.t;g&&hrﬁ%%.f?r%....1.;:‘.:i.................................. RS NP RN N,

| (Foa |
Doctor Nmeﬁ;PMMW Doctor Signature: .. Vdﬁs ssisanis
Date & Time: ’)I\’f\l!,au
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W"”’””’””””””’”’Wf IGATION neconcll.mnon:g:l;l‘ o

Drug Aljergigs: /\H O Not known any Drug Allergies

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

SHIFING FIOM evverersvnsnsrssnelbedssesssessscisces oo Shifted t0: IR 0.} /. a——
£ ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo| (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (P, NG, SC, V) | FREQUENCY | pate  Time g
Yv= Coe \7‘& < = . )
2 | T - Tevpe % ol - e | b0 o~ |OC O0C
1 CQ(; \FO

3 r,fl,\ E™ES T b L S50 L9s o |EC CI1DC
4| Oc ooc
5 ' ‘ Oc doc
6 _ ¢ On0c
7 ’ ac¢ foe
8 o : ac E] DC
o | Oc ooc
10 _ gc¢ oobc

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

Doctor Name & SIgature : .......couuseeesesseeess

Date & Time : 7/7{% J

Nurse Name & Signature: @Dﬁﬁﬁﬁl{,}\/ﬁﬁﬂ@%m / @\0 A

Date & Time : .qul%q}f@.]J@&m

Docu. No. : RCH /FRM / GENERAL / 090
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SURGICAL
SAFETY CHECKLIST

GUC-p00gs3 15

Before Skin Incision

)

Mrs SupESHN, 1P1800038353 _ 7.5 = = o .
rl ‘;:'i::’:.:s'ﬂ ::l:l;:m ° ® iamtg egga Gem';f-& EE;s?dl:{:ﬁ’s Eﬂ%h
W’/m’//mmm//”mmﬁ ......... Outtime: . 70, 7] ot | OIS

> >

Before Patient Leaves Operating Roo,

OYes L;w(

Known Allergy?
Ditficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available
Risk of > 500m| Blood Loss
(7Tmi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned
Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

OYes QN6

OYes CW6 TINA
OYes Ofe-CINA

OYes O NA

[
AR X

Gudh o

Signature

Name I&Z..\ .........

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss?

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns?
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup -
and functioning of equipment cheg

TIME OUT _Time....}%. .48 - SIGNOUT  Time. ~7r 0
Patient Has Confirmed Confirm all team members have G'( Nurse Verbally Confirms with the Team:
Identity &s_ONo introduced themssives by Name and Role @¥6s (1o The Name of the Procedure Recorded v Tawo
Site DY6s ONo Surgeon, Anaesthesia Professional and That Instrument, s
ponge and Needle
Procedure @6 ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ,tﬁas ONo TONA
Consent & ONo Correct Patient (Check ID Band) ,D'Iﬂs ONo The Specimen is Labelled (including
Site Marked A5 ONo INA Correct Site ONo patient name) DOYes O’ CINA
Anaesthesia Safety Check Completed  D¥es ONo Correct Procedure ONo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning _c¥Gs ONo Anticipated Critical Events Problems to be addressed OYes 9"’{6 NA
Does Patient have a: Surgeon Reviews:

To Surgeon, Anaesthetist and Nurse:

What are the key concems for recovery
and management of this patient?

OYes QNO/

Doc. No. : RCH / FRM / CLINICAL / 111
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Date & Time of Transfer:

%" PATIENT TRANSFER NURSING HANDOVER CHECKLIST

qu RANSFERREDTOS |l EV

|Patient Identification YES/NO

REMARKS

a.Patient Identification Patient name, age, UHID/hospital number confirm

d «~

b.Surgical procedure & correct site verified

Airway & Breathing

fa.Oxygen delivery (mask/cannula/ventilator) secured

b.SpO: within safe range

c.If ETT: position confirmed, ties secure, cuff inflated

Circulation & Hemodyna;nie Stability

fa.IV lines secured & infusion running correctly

b.No active uncontrolled bleeding

c.Last vitals recorded before transfer

d.Central line hubs are closed

e.Dressing Intact

Pain Assessment

a.Pain score assessed & analgesia given

b.Reassessment done i

Wound, Dressings & Drains i

a.Surgical dressing intact

b.All drains fixed. output noted

¢c.Catheter secure & urine output recorded

d.Splints/casts/traction devices stabilized

Medications Pre & Post-Op Orders |

la.Medications due time noted

b.Pre & Post-op instructions (NPO, position, mobilization) comm unicated|

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

NN X\\ NN Y NN N

Equipment Safety & Transport Preparedness

la.Oxygen cylinder full & ambu bag at bedside

\|

b.Bed/side rails up and brakes applied

c.Special positioning maintained as per surgery

High-Risk Patient Safety (if applicable)

a.Chest tube: underwater seal below chest level

D

b.Epidural catheter secure, infusion checked

4
A

ic.Pressure areas protected (heels/elbows)

BLOOD AND BLOOD PRODUCTS TRANSFUSED

10

REPORTS AND LABS HANDED OVER

11

IBIOPSY/HPE SENT

12

|Documen tation

.Documentation completeness

Transferring Nurse:

]\ RIS

Receiving Nurse :

Signature of Incharge:

RCH/GDY/FRM/CLINICAL/598







\%

E?\il?c?r%‘:s ‘BirthRighf

PATIENT TRA"Q::I‘! cORM Hos pital BY RAINBOW HOSPITALS

36353 1t takes & ot 1o treat the fitde. Your Right o a Sale Delivery
~ug- mmsﬁ:“ 5

== mnsuossuﬂﬁ w"ﬂg F

Date & Time of Admission Date & Time of Transfer Order
il \\\\\\\\\\\\\\\\\ il -1 > NPT R
- ireating Consultant Name Transfer Ordered by Reason for Transfer

gﬁ.?aﬁlw m\m F‘Mm e

me’;lﬂnlt To Unit InformatiopA6 Attendant
O Yes No [
N ‘ LU '

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
' clinical documents. If any handed
over fo attendant

bl M - Yes [ No—{’_

If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. item Name Quantity

1.

2.

3.

4,

y 2
Shifting Summary / Notes Written by Doctor : YeﬂZ( Ne[]

Name & Signature of Person who is Transfgrring Name of Person Ordered Transfer

o) Prede ™ I e Ot

patient & Clinical Records Received by :

| f\)ﬂ}\fv o Bvo .U““{\‘
Date & Time of Patient Received : \'\ \'LL, ﬁ L

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

] Unavailable Bed [] Nurse not Available [] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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'INFORMED CONSENT FOR SURGERY OR Children's | @ BirthRight

SPECIAl PRNrENIIDE Hospital | o o e e
— GUC-00086315 1P18-00036353 ‘
rs -]
Patient Name  ys.os-1oe PAS evomirD W Gender: O Male O Female  AQe: ....ccmrimmminncmisnninens
. Dr. PADMASHRI P
UHIDNG: ..... ““l““‘ 1
Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patient s 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 consentto the surgery or special procedure recommended to you. v

| hereby authorize the performance ofthe followmg operaﬁon (s) or procadure (s) (usa no abbreviation / Avoid technical terms)

.(NameofthePatienty ~~ M™M¥3 . SodBubnge..

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

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

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

. Blesdiag.,..infechno.,... . bload. dansfusian.,........ 10 fusty.... o
— éum,ounqbaj IXUMA Lbowed.. bIado’eH oad.. yeMdA
o Ldest )., bcaby ..... ad MR Do, e N, %Jp:mmj askesa .

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

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

3. Ihavehadachanceto ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery/ Procedure: |.
Consentee : Patlnnl Altendanl

Signature : (g"M"’““g Signature : .@( T e TS
Name : ..... LUDES ANR:S..... vame: Kol ShOT

Date & Time : .. fif-b:ﬁ CL&- b_@-m Relationship with Patient: JlscShanat ..
Dats & Time : '}/;j—b»ﬁa&?‘ﬁ)m

Witness : Doctor (who is taking the consent) :
TV 11 LTS Slgnatwe _______________ _L(%Q a..
MBI oiivoosisnsiinssivissavisissmsmisrmesimwswS oD Mitad QQ,,
DOIBETUNG. 3 cscscssiisamsmvssissomssi iimosiamiines Date & Time © ....... ?/.g [2-6

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

e CONSENT FORM FOR
Children's | @ BirthRight | GENERAL / REGIONAL
Hospital .S_—-—m—::,‘:i:?fi“f:.?fzizt.ti ANAESTHESIA / MAC

0

It takes 3 lot to treat the litthe.

GUC-00086315 1P18-00036353
Patignt Name : T:n:_‘:':ff"msmown B 008 SDBENSAL Lorvnres AGE v R| o
oose v SN - A ————
ar : .. rtaestnesiologist ; SO SO s
Operatwe procedure planned: ..........ccveverriireirennnd! € B L e

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

O Heart disease O Hypertension O Diabetes mellitus [ Renalfailure

[ Hepatic disorders O Shock O Multiple organ failure O Polytrauma/RTA
O Incapacitating COPD D‘ﬁiers: Jq.&le.l.ﬁ.t:ﬂ..{....):hff.ﬁ)dfl.ﬁw&.‘.mﬁ.Iz.......%ﬂ.ﬂ:‘ﬁ;‘.{.(}m L
Comments:..........
* Doctortodocument in medical record also if necessary (Cross-uut if notapplicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby 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 ( D’@iunal / O General Anesthesia / O Monitored anesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

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

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

CIN: U85110 TG_1 998 PTC029914 - www.rainbowhospitals.in




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

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

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

of nerve blocks for pain relief, changing from regional to general anaesthesia etc), which are considered
necessary by them during the course of surgery.

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

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him
| her willadminister the Anaesthesia.

Pregnant :\QKYes ONo
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness :
Signature:...ﬁ..ggd&. EéfVL& g Signature : A

Name : ....... 54{.@&3@”5 Name : ... ':’i ﬁu.:’U-/

Relationship with Patient: SE’L 'P' Date & Time :hi I:I.b_& o514, 7

Date & Time : ;Fm:”baf:—fw W

ls)ioctor [utho is mk\j’% consent]@:/"//qo{’ | » u
gnature-.. S Pfrereengfl

Name : Pre VLB, 2. (L GRoron

Date & Time : 5?,]4134? Ao

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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Virs SUDESHNA s =

« Department of Anaesthesiology o radunsu pamens :;rdbrow'; o BirthRight™
hildren’ ght
PRE-ANAESTHETIC EvALUATION (T T s .mm

52 10X 0 et the hizge Your Right 1o 2 Safe Dalivery

Name: .. mrs,-“..SuDg.sLM&..: .............. Age: .. 3 SeX: oo o UHID.Ng %b'S*S

Date: :H’l"f:gq.so Time: A I Proposed Operation: E.mm&anoa ......... S -

Diagnosis: Cﬁa.%/’i"’!’w‘*SDquWméﬂuq
BP/CRT: 12algq Hp. 5 Weight: .21 & - ASA Physical Statys. 01 @f a3 ag os

Heighe - S YLaboratory Data;
Hgb: ... 12%..... Glucuse:..‘...._..,............... Protein; e

HCv: ... e s S
Blood group: ..ﬁ..PaSrer-Su'asafAngw:
& oot el ey Othm"

Renal : =
Hepatic / GE - i Physical Activity:

Pre-Operative Instructions:
1. DVT Prophylaxis -

Water / ORS 2 Hours
2 NIL ORAL<—" oo o
._3./I-nfurmed Consent: Standard O High Risk
< Post Operative Pain Management: & Discysseq with Patient
5! Other Instructions:
"'T" (1
‘-ﬂ W%

Venous Access Site - Vo, SPine Exam for regional - D)
Anaesthetic Plan: DO mAc £ Reciona, OGA-ETT Oima
Peri-Operative Plan Explained to the Patient: Vz‘ﬁes O No

Signature: G/(" ........... Nam?rcﬂiﬁﬂ?&u%ﬂ ?vMbw;-ﬁbdhﬂnu ......... L e op evdey i'

) P
3135
Docu. No. : RCH /FRM / CLINICAL / 044




SR e P

.-__.________________.-—-———"_-_ ...... P—
\ patient Sticker

on Assessment:

pre Inducti

Change in patient Condition:

ANAESTHESIA CHART

H.R: g.p/CRT: - 7. pe |RR Last Feed: {
pre-OP Diagnosis: -..-& I B Upefation:....‘élzrm..uon ...... o Date - .7 AL 2seb...
Surgeon: ...ﬁ)r._‘ﬁ':; . ... R fxe anaesthesiologist: ... 22 Lty..... Subhos TEChGIAN: o
TME o | box fo
RO, LPM =S
b . Arigtiote
‘ Suppository
f-‘_'.
b
i Biood Loss
FID, / 520, 4 2
6
Ternperature NOTES
Uring E— -
: 9
P 240 =
v Systolic 220 ] C] ] =
A Diastalic - o . -—4:-—
% Mean 200 — - . & = ]
« Hearl Rate = 11 - -
180 . O =
iR ettt |
160 - EERE = " -
— el B EEEEEamas et EssE=aas
k. AR mmam=as m : EEEEEE
__..-_..--—-—'-"""# 100 L T Bl 0 I B = —'—:::: ¥ :._.._..— W -
Pute |of Brstn I SmEmyarasa Eaammmmss W ::-_:i\
L. Fa b b A ] B —-—-—-.——.-
| of Pelie — 4 R o=
40 | et L —— - - - o ——
S oot e 20 SEEEEEEN -TE'_'.:: SEIEE "E
Modla | Dob 10 :::E_.-_ 1= mE -
e 0 =
LAB Values
ey
Equipment Checked and Temp: Induction Regional:
£ Functional O HME [0 Fluid Warmef m VAN ) inhal Extremi SPRCHY: rosanrresene -
g2 O CingFim [ OHWarmer O ped,  OFS pinal DEDM Qe
Cutl Site: @ W ~ | [0 Huggers Cotton Wool [ Others Others: .- L sm:p
Art Site: . B [ Other o g
B Learl e gws O SGA Posttion: .‘_'m}mr
& Temp Ste P O Airway D\W EINasal Site: ... R A -, &
@’ F10, Monitor Anges Start . ETTe . 3 Needte Si2e: - DS " Depih: . Maha
] Agent Monfor Oop Start: . O o U 3?1 D-CU" parasthesia E\'es E]N.o
" Pulse Oximeter 0P End. - . O Tracheostomy UTW‘ _Catheter 24 SN O
F Capnograph Leave OH {u O - L et Drww&m ,1.“\ 0.8 “\109@4’“ N Py
g ::T!Tso;m " ?:lnaeslhesla ] Awake O Dhe:l\hsmn BOILIST (oot et ssiesesesanys - *#
ve Stmulator GA [1 Vigeo Laryngoscopy O Stylene/ Bougie o
position: [ Monitored Anagsthesia Care [ Fberopuc ! I;Iusmn "’"L B“‘;ﬂ’:'mw""
o ‘D’hequonai prate¥ —n sock Level 7 lne,rtn Wre L) eAQ
[ Pressure Pomts Checked i i Comments: .. @ omke.. TR oo Prou |of
o Line (Size & Lucation) P Transpogiation to oy - Ty oty
O O'mt‘ DICVP it O silat = BS ACU o 0 Oher
O Tape DIART s O Semi Closed Circle: Helaxant Reversed  [JYes Ot
i) ,(2’\.! Q) das... : [ Ciosed Crrcle
2 ; km; aw 0 Omer Name ol the I}aclm:,S)i.,. CU:..H Culhaa
wake
aw Signature of the Dogtor = ""'"__

’W

Ralnbow
Children’s . BII‘tthght
Hospltal g‘________%

ﬂﬂlﬂww“

ket

I —



*"  POST-ANAESTHESIA CARE UNJT RECORD

¢

Patient Sticker

iz
Rainbow® : -
Chli?dren’s ‘ BirthRight

Hospital BY RAINBOW HOSPITALS

e e
It takess @ ot b0 Tt the Bt Your Right 1o 8 Sale Delivery

Received in PACUbY : ..o TN b Time Received b o aw- . Time Discharged: ... T\.. -0
:fg m IV Cannula Site : ((Cf (he.
wo 2% 230 | [J0,Mask [ Nasal Prongs
% ?E :fg [ Tracheostomy O T-Piece
B 20 200 | 1 0ral Airway [ Nasal Airway
& 190 1:
b |
g :g 170 | Vomiting : Oves o Drug:
160 7
= :g 150 | NG Tube: Oves o
v 40 140 | prain: OYes ElNo
130 130 o
A a2 " 120 | Urinary Catheter: [ Yes g7 No
) :;:v—ﬂ o | chestruve: O ves o
2 oA o |wom  EYes O
0 P was . Sesoad L LA
oo
o 50 T 150 | Omifeeds ... DiD&. XS el
E -4p 40 i)
30 30
v 20 20
=0 10
[1] 0
SPO,
msngmﬁsdml o N 30""' wmlzs T our SCORING INTERPRETATION
B N \wa - AT | A Minimum Total Score of 8 is Required for
Able 10 move D exvemides volurtary of on command =0 Discharge
"Able 10 detp breathe & cough froely =2
e — o1 e i v Exceptions to this, are 1o be explained in the
k- S < spacebelow by te Dischaging Physician:
BP = 50 of Pre Ansesthetic leve =0 Qe
Fuity awake =2
Arousable on caling =1 CONSCIOUSMESS
ot responding =0 1
il AR i o
Cyanotic =0 z-
ToTAL C‘l\\? -
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Pain Tool Used: CINPASS CIFLACC [JWongBaker -INPS Reassessmest Frequescy:

Anaesthesiologist Name : ... ‘Z}‘rcﬂqg’hg‘,%a-« .

e g' —
Anaesthesiologist Signature: ... P ""E‘\'%\’S"""‘ i
Date & Time: '?"} ) neASL

VTN
Date & Time: . "'l,\""f \ D—QQOJ‘ .2

PACU Nurse Name :

PACU Nurse Signature:

1. Every eight hours for all hospitalized patients.
2 For post surgical patient, patient with chronic pan. patient with severe pain
a, Every 2 hours for first 24 hours
b, After 24 hours every 4 howrs
¢ Prior to pain refiving intervention
d  Within 30-60 minutes aller pain religl imervention

Transferred to Unit by (PACU): . N\

Date & Tlmﬁ"[lji&% . Qu/\ ‘_t/w

O g




\

-

Rainbow® - .o
Children’s ‘Btrtthght

Hospital BY RAINBOW HOSPITALS

It tahes a bot to et the Urde. Your Fight to a Safe Delivery

Patient Sticker

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DRE: vociorssssnsssmimsassssomssanics T mssssswsssssssaniesss | PTOCOHUMRAONGEY o bb bttt e S

CSE /Spinal /Epidural Position : ................. Space L. T0CANIQUE (LORADS) ... 2.
12| S Catheter at SKIN; .........c b eenmeenesbrobiid ARBIAIESIS (ohite i bintia et et nioensin

PAraSINeSIa ; YESINO I WS URIANS 1 ..erueusctennsmsmmssvopsisssbcnmsmssibnstsstassiobinms bbbk b bsmiab bt bt bon st s st st

e (RS L L RS, SN N LR I8 I A 0 0 0 08 S o L >, B 1 2.

Any other issues :
G ) T,

Infusion Rate . Level Maternal
Time (ml/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments

Delivery Details : ~ Time : ...........cc.....  APGAR:............. SVD/Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip Inspected - .....................
Patient Satisfaction : ...

‘Discharge /Shifting ordered by
DOoor SIQRBIING: ... iiiuninanmmasevasivamsa o sis
DOCHONNAME: oo

Date and TIN5 oo nss i ia s e



—

e — TR
—

“z
Rainbow* " .
Children’s | @ BirthRight
tospital_ | ) mesemedi

PRE - OPERATIVE CHECK LIST

Patient’s Name : MRSSL?PEgﬂhﬁ) Age : 305/ Gender: [IM [7
Blood Group :...... [V uup - 86318 s S
Planned Sugery: LIVERC Z0YCY. 29cs swean: LR . FOMIBSR . ROl IrE

Anesthetist: LR M 0 o Date & Time of Opeation - Y/Y/J-GGU_—;HTY)
Tick Appropriste Boxes
To be filled by Nurse Incharge / Senior Nurse -
2o INSTRUCTIONS YES | NO | ma |
1. | Weight checked and recorgeq? OTlolo
2. Is the patient fasting for over 6 hours Pre-Operatively? Olgalo
> mmmmmmw T e oo
4 Enema given / Bowel Preparation =g O (]
5 Remove all omaments, etc and sterile gown given OO
6. | s Blood amanged as required? O|ler| o
- 7 1 Blood has been ordered - is Blood bag ready? [] O
8. | VCannula to be placed / I fuids If ndicateq @ oo
9 Pre Anesthetic consultation with anesthesiologist Zginlin
10. | Pre Medications Given? (Sedatives / etc) ’ alolg
Skin Preparation O O
Site is markeg giolo
Surgmyconsanlﬂghﬂiskmnsemtakanbymgem? ET O 0
(Consent should be taken by the operating surgeon only)
| Implants are avallabje E &1 4
Equipment is avaialble (] . O
Other (f any) ) alglo
NOTE: if any of above is ticked *NO* Discuss the registrar / consultant immediately
Biling Clearance taken ,&z&ﬂ*’gf’
Billing Executive Name : . \_\ 25Geessneeee.. NUrSE In-Charge Name : e T RS
Billing Executive Sj : ature of Nursg In-Charge - 521 b,_uf’( .............

e 1INy bate & Time:.... ST F) B 6







GUC-00086315

15-06-1908
30y
Dr, PADMASHRI PARI Mo ®m

i

o hildr
W oo e PATIENT TRANSFER NURSING HANDOVER CHECKLIST

Date & Time of Transfer: Ff ]ﬂ)’b LD!’}Z TRANSFERRED TO : Cﬁ'

IP18-00036353

1 |Patient Identification [ YES/NO | REMARKS
a Patient Identification Patient name, age, UHID/hospital number confirmed l \/ni
b.Surgical procedure & correct site verified i ( \{}’ ns '

2 | Airway & Breathing

a.Oxygen delivery (maskfcannula!ventilator) secured \
b.SpO: within safe range ‘ Vol
. If ETT: position confirmed, ties secure, cuff inflated ‘

3 | Circulation & Hemodynamic Stability l

\a.lV lines secured & infusion running correctly l 5{@5 l
lb.No active uncontrolled bleeding | \(ps |
c.Last vitals recorded before transfer (’\ 08 ‘
d.Central line hubs are closed in ‘
e.Dressing Intact nNOD ‘

4 |Pain Assessment l 1
. Pain score assessed & analgesia given yok
b.Reassessment done - (/ 6‘:

5 | Wound, Dressings & Drains . (

a.Surgical dressing intact \{03

lb.AlI drains fixed, output noted

k.Catheter secure & urine output recorded \ \/ﬂﬂ
d.Splints/casts/traction devices stabilized l [{L 1A
6 | Medications Pre & Post-Op Orders ‘ )
a.Medications due time noted o))
b.Pre & Post-op instructions (NPO, position, mobilization) communicated {l{a./&
c.Emergency meds given in OT (time & dose documented) m ‘
7 | Equipment Safety & Transport Preparedness (
a.Oxygen cylinder full & ambu bag at bedside \oJ
b Bed/side rails up and brakes applied (! 0A
c.Special positioning maintained as per surgery (;‘(JJ
3 | High-Risk Patient Safety (if applicable) (
a.Chest tube: underwater seal below chest level NO
b.Epidural catheter secure, infusion checked ND
¢ Pressure areas protected (heels/elbows) ND
9 [BLOOD AND BLOOD PRODUCTS TRANSFUSED I\[Q’
10 IREPORTS AND LABS HANDED OVER \;’M
11 |BIOPSY/HPE SENT %)
12 [Documentation

Documentation completeness,

r—
Transferring Nurse: /Q(N "fmw’(rUu C’léj@_-@)
Receiving Nurse : , ? et
Signature of Incharge: J

RCHIGDY/FRM}CLIN!CALISQS
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GUC-00086315
Mrs SUDESHNA S P18:00038353 ambOW . Bi hRi ht
19061996 0YOM17D  (F) Children’s irthRig
} Dr. PADMASHRI PARIMALAM Hospital Ev R:-INHB?W :osEnlan
gur Right to a Safe Lalivery

T

[
$SI PREVENTION CHECKLIST

S.No INTERPRETATION PERFORMED

PREOPERATIVE

Do not remove hair at the surgical site unless the presence of hair will affect
the procedure. Use clipper if necessary y@s

5] Decolonize surgical patients with skin antiseptic(Chtorhex‘ldine bath /wipes)

3! Antibiotic prophalaxis given within 60mts prior to skin incision Y d\
L r
A Use a checklist based on the world health organization-19 item surgical
’ checklist to ensure adherence t0 best practice \[@g
INTRAOPERATIVE
5 Using chlorhexidine gluconate and alcohol-containing skin preparatory agent
* | in combination \(6 S
6. Maintain normothermia during the surgical procedure (>36 deg C) \{ C/»,
POSTOPERATIVE
" Maintain and monitor blood glucose levels regardless of diabetes status
’ between 110 and 150 mg/d| \NO
8. Application of incisional negative pressure wound dressing
| NO

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







Z
Rainbow®
Children's \ .Blrtthght
i RAINBOW HOSPITAI
INFORMED CONSENT FOR VAGINAL BIRTH Hospital | e v Gy
GUC-0008631 5 |P18-00036353
Mrs SUDESHNA S
Patient Name : ....... 1a-ns-1m anouﬂb .. S UHID NO  cooeveverieeesmsisesseresssssmissssssssssssssssssasanasasens

A 71 1 —

| hereby authorized the performance of the following procedure:

e The Procedure has been explained to me in general terms and | understand that:
o Theindication requiring the procedure of vaginal birthis pregnancy.

« Thepurpose of this procedure of vaginal birth pregnancy.

« Thepurpose of this procedureisto deliver the bay vaginally.

The outcome of the vaginal birth is the delivery of infant through birth canal either naturally or with possible use of force
vacuum extraction. An episiotomy (a cut performed for enlarging of the vaginal opening in the space between the vaginal and
the rectum) may be performed as partofa vaginal delivery.

Should vaginal delivery be unsuccessful, delivery by cesarean section with an abdominal incision under appropriate
anesthesia may be necessary.

In an attempt to deliver the baby either naturally or with the help of instrument i.e. forceps or vacuum, there may be risks of:
infection, allergic reaction, scarring, blood loss, need for blood transfusion, pain and discomfort, injury to urinary tract,
possible injury to the baby (laceration, hematoma, skull fracture, nerve injury and brain injury) and possible future pelvic floor
dysfunction.,

| understand and accept that there are complications, benefits, alternatives including the remote risk of death or serious
disability, which exists for me and my baby.

| am aware that in most cases, vaginal delivery results in a healthy mother and baby; however, | realize that there are no
guarantees.

| voluntarily consent to the procedures described or otherwise referred to herein. | am aware that they will be performed by a
qualified gynecologist.

NameoftheDuctorperiurmingtheprocedure:........@3‘..‘..f%&m%!rrﬁ......................................................,................'.
Consentee : Patient Attendant :
Signature : o%“ﬂm ........................................... Signature : /KM/ ...............................................
Name : BU‘D@DHMI\% .................................. Name : .. Ko 3 hoxt. . QRYEUAE. ..ocqrrriussi
Date & Time : (9\'* 360k 453 I‘\ Relationship with Patient: ...E=/ 148 \qA GI

Date & Time : .... 20 KC’? L)ﬂ} b.af. é?’m
Witness - Doctor (who is taking the consent) :
SHQNAIUTE © covvvvvesorerrcssssssnenssssssssssssesssamsssssssssssssnss Signature : ... @\@JA i
INAITIE © cooveeersisiiesenvensessssasaes s sisasasnss s Mditi @r , Q"T"E@é‘ %
Date & THTIE | ovvuivereurmammssmssserssressasassssassasssnsssansase

Date & Time : . Ok[01) BR.22% ..o

Docu. No. : RCH /FRM / CLINICAL / 028
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Rainbow” . e
Children’s @ BirthRight
Hospital BY RAINBOW HOSPITALS
1t takes @ fot 1o reat the lime. Your Right to a Safe Delivery

INDUCTION OF LABOR CONSENT

- "

e

e ——

e —

53
Name: ...... D% %Eg%s:?:;n“::r:m i i O st Gender: Male  Female
UHID.No : i ”WM\\\“\\ Date:
T
Vou are scheduled for an induction of laboron .. Dle"‘lM& ................. (date) at ,.E.j.%kaihd?ﬁ!(weeks of gestation).
The reason for your inguctionis ....... T s————

The goal of induction of labor is to achieve vaginal delivery by starting uterine contractions before the spontaneous start of labor.

Induction of labor for medical indication is done when continuation of pregnancy i considered detrimental to the health of the mother or
fetus. This can be done atany stage of pregnancy irrespective of fetal maturity if thereis a validindication.

Elective induction of labor (scheduled induction without & medical indication) may not be done until you are at least 39 weeks. This is
important so thatyour newborn does nothave complications dueto possible prematurity.

The alternative to induction of laboristo waitfor labor to start spontaneously.
| have read the information provided and also discussed the process withmy doctor.

| understand the risks and benefits of this procedure and wishto proceed.

Patient Attendant,

Patient

Signature: .......: & Signature: ... W ......................................................
Name: MR«S UYL Name KlS"LCﬁ’rf- ..... h""ﬂq‘j”"c ......................
TR Relationship with Patient: PMI’DM ..................

Date & Time: ...... Oh.le ?’[}0}50-)"1! .....
Doctor: % A Witness
2\

SIGNAMUTE: ocorerrvveeeite A i S
Name: ....... Q‘. Qh ueeaw .................................... S
Date & Time: ..... 0\9101\%29& .................................. Date & THMES ovceeresssmaesmsmpspsssspssssssss s

Docu. No. : RCH JFRM / CLINICAL /173
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Mrs SUDESHNA S

18-06-1996

Dr, PADMASHRI PARIMALAM

T

il

IP18-00036353

(F)

- RESULT SHEET

Rainbow’
Children's
Hospital

@ BirthRight

BY RAINBOW HOSPITALS
Your Fight o & Safe Detivery

Date

24 ) b [2%

Time

Hb

12-L

PCV

3L

RBC

g 5%

WBC

11,120

N/L

s

L 1l28

Platelets

239

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Ton

2.8

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein / Sugar

Cells

=5

[ )
D
=

N/L

Docu, No. ; RCH /FRM / CLINICAL / 0138
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Date
Time
CUE - Alb
CUE - Sugar
CUE - Ketones.
CUE - PUS Calls
CUE - RBC Cells
CUE
Stool Pus Cell |
OVA / Cyst | &
Occult Blood
Culture and Sensititflﬂes S Senisare
ob\oﬂ\&ﬁi”' ...............
Radiology:  USG: —  Cizue mep = 1Y
X-Ray Cephakic AFI-9 bem
ECHO : ....... X35 504 31w rudays
OF: i Frw- 309 Gy
MRI ep = |

Others (ECG, Contrast Studies etc,) - . V™™ 01 U Ajeay Wah vesishane




GUL-DLUEBITD [Tl R UUELEER]

Mrs SUDESHNA S
19-06-1996 oYomM200 (F) 2
RI PARIMALAM =

e | @ s
CROSS CONSULTATION FORM

DOCLOT NAIMIE  ovossooeeeeeeereserssesssssesssssssnsssssssnsssosssssssissssssnsssisenssss DAIB L rrrvmnssissssrsssansssriseensssines Y117 1T e a——

Diagnosis

O Emergency
O Urgent

Referred for: [ Opinion O Co-Management O Transfer of care’
. OJ Non Urgent

Reason for Referral : If for concurrent care specify the particular need, especially inthe absence of a second diagnosis:

® ?Mmgajmwaafﬁ/w /Ms'jua’uf%na Céaj)

Signature:

Findings and Recommendations :
a1 - ol @ riya.S (pt)
Sle - paprmeery R OB & Gy -
1) 99\3. el I)O(:;L’; G—QDVVU—J
= 5) vk OF Lo o rrsB~bAeabon Adone

Consultant :

N ¢ vorooeeeeereesresereresssnesersessassensrsnaere DIGNAUTE L oottt Dats & TIMe 2 sowsammnas:

Doc. No. : RCH / FRM / CLINICAL / 049
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GUC -000B6315

IP18-00036353

2

-

lﬁ\,{:w

[ s raze o Rainbow | @ gjthRight
i m/ﬂ/, ) ol | @
PROGRESS NOTES DOCTOR'S ORDER
:":'?ma Progress Notes Doctor's Order
87 )alb- Slg Dy Viwida |
I PM - 5
Pt owuioed ©  FO le,u_t_. @Xﬂ?ﬂd_L
Ypn albdpeagn  Paia on 2 N’P
T O1. &¢ fm‘y chbuf’p
%H: ORI fa - (H-. Fum J%f_[uha
gpp:12 ag? QA 320" in'
FH @nnd
p[v . Cx . 1-Xed long
DS e fiﬂd?ﬂJ
Ux: ~R -2 Wabon
Bo™M B
) e{h!wrﬁh.%/im&& Man
'L o dp ARM
ARM dene , Usgu &i‘yu.o% duaining
< Ady:
1 CTG
Wi cootvaikond
- Mo stowt #y Quutn (W 2ym
a4 1oMm
\
&/.

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




2‘;;“ Progress Notes Doctor's Order
o] aoab- clsle @r. padmashys
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L / ¢
. Pla - LY deam : sa,[f Srotseh snep T Qrot
l\ucﬁ-r = (prnieelt
g brdic Sl fp 0.
U
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! , 7
U8 2 e Aot
M b &
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@vﬁ b en.
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o
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! Patient Sticker

-

%

Rainbow® ey
Children’s | @ BirthRight
Hos pital . 8y RAINBOW HOSPITALS

PROGRESS NOTES AND DOCTOR'S ORDER

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




GUC-00086315 PR G0083E5 % .
e oveuro @ Children's ‘EZ rthRight
M IIIIIHIII Hospital | () umeonors
PROGRESS NOTES AND DOCTOR'S ORDER
?‘I"Iame Progress Noles Doctor's Order
o1lo | 2o Pt veceiwed o v
~hm : Adwice
Do, | | clele @r. Vinitfa = NPOX 2 houss
Pt veviewed | [Nil elo =~ Vitals Mony
T-® olg - IVE | O RL @ gml [y
- & Pt eac faiv, |Afebsile ~ Follow dang chatd
P~ 100] boromig ¢ |pe ~ (B tlm bam
Vo~ [15m), ¢lear we | = Tlo chasking
by | mls Re [ MAD ~ Tnfovm (&)
8 )L-Broast Sett Plp-ud weld tonhtacted, Soft
Srewirg (D L Ory
e - Bwmn L
ij;zm
piletlspse ¢lele g} Panitbra |Br Shveadeds
j2pm
D10 ) Pt vevieued ,| Nil elo Addce
P} tolerating (Gquids uell — Bopuid Aiet
A0 Ot o 6ic fait, Aeile = IVE 1O RL @ lagml [y
pr— %) min £ lpe® _Vitals Monitoring
2P~ \o "10mml-% Cvs | - Rllow d-"—'ﬁ chald
o o), tleas Ry [Nap —(BD ¢ Im bim
Baby -m)¢ P/b-ut well todfracted ~ Tlo Chadirg
B\~ Broast sofy Soft , B 6 = Trformlls )
LIE ~BwnL - kanji @ 1pm
—— - Soft diel @ apm
" s aheft o WS
=

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




2
Pl St Chitdrons | @ BirthRight
respital | .?Lf:;'l?fl‘".’i'f e
PROGRESS NOTES AND DOCTOR'S ORDER
2‘}}’,,,3 Progress Notes Doctor's Order
ll'),_\)—’—‘lt" Qe v Whsdii ko o -
3:SRE.. £ soivo, . 0d :
Ropig L. pussedd \oydies - 5
i 2)e hakvle
-. . {4 (EXQ 'Eq_x\-
180 D\’)Gw : \R \?eb ) “
3 cxt - P ovdewrs e | « R RENT
uSb] qq"{"@v_'ﬂ' Soft =~ Neov f\‘\v::lv \n\;-; s
Nemplad BS® = sald seliol olusk.
: mwﬁ i‘u-"-*;f ‘'~ o bvzdiqmmlggtg
£), bose sofd te Reowy o | a A PR
-M&ﬁ‘%&@ folards S —- LE},; C\en 4 BEY
2;'\;"! mig Sy arvg e T TR PRy N
- LHOD oenel | - . \
ST oo
j(\?«\”’h _ . Slg T)\..W/pr N ™ | *;zg
e (W€ pE G fndt, ofcbl Mg -
_,QP e FDJ‘W v — Conotwne. S
. HlLey. A o
o], P(&-' I BSE) ' CRD O ik
Pﬁf% MUW Q/\:# \/\f‘U/{ /U\/\,m

o

By 1\ |
v L, [.L?MLS,

d&\mﬂg/dﬂv{,}

] r\:('\"j : )
0\0 o o Ue LNy WA
M ™S T %5 wakn N

Docd. No. : &CH.’FFIM{ CLINICAL / 088

(Yo

- Juhedl  paid ol




GUC-00086315

|P18-00036353

Mrs SUDESHNA S

IS-DG-WDG

ADMASHRI PARIMALAM :I

"V

30YOMI17TD {F)

o

I

%

Rainbow" . o
Children’s @ BirthRight
Hos pital . BY RAINBOW HOSPITALS

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order
Aot S\ DAl ctod T Sh voed sy
5.40%
e;:—r-_) *ﬂ \ B yeueroaok
gorssod ‘(—\OL‘L% net ot voroled
o) gl
(50 Eenny )\ orin
€8 |velbowwiy ¢ \pe | ! a&p\—_sesM
7 192 oy Rlp w udeyge Wl v cverdo
\
q‘.‘_@n-g: CA) St J NI, 4
RLED enieuvede voplds
1) wek S6 i‘_h CAVO R ()LL.LLL‘
<00\ %Q Ll L RBuoex L - @
| Rasi] ™0\ \2.D w$
SB
DT 210 Dy Vit | T | Sy Dow
-v‘"""—-'-‘-,, ’-__________, !
20" PL_ tuviewed | yﬁciml
Q'””ﬁdﬁe&ﬂ&
9.;_ - 1\ o Bl EH?Q}U[@ : K'-r 4 FLD:‘
. £ [+n ¢ Jpe”
grpﬁ._: Lpo-RA Flo VU 4D E
Lot B2 @
D'rerﬂq '-!140‘." 05'\.(
GY?M*‘ le ‘ S —
g Sf YE 1Bl C Edv:
_&.\:&“‘5 | Sgf+ diet
D Fo (o o dkué_ &Q@ L
.- Avbylab
Va2 T
i : Lﬂfntﬂ dn.S

Docu. No.

: RCH /FRM / CLINICAL / 088




Patient Sticker

2

Rainbow® )

Children’s . BirthRight
BY RAINBOW HOSPITALS

Hospital

it tames @ lot to treat the littie.

PROGRESS NOTES AND DOCTOR'S ORDER

g’}fm Progress Notes Doctor's Order
r:{ ?7,;, S|z - Dy - Tq..l'
2 20p PODH\ o ,
Patiens Qoireiiion
No e Loy p!qum{/
wMtteds fool J\D+ bwruaf
APidu
%f/la.,w ‘Pﬂ-&i——a&{
319 chr‘ﬁl«/) 4 .
Preatt  No pectior| woped
/@H’) ﬁ.@QW&f i |
OME | 4 il <Pobl
WET  iw: Sotd ot mnvolodey
NV
lfpr”.P)l/D({TL i _
t / Pol ey

*—Cbhm?ﬂd‘m

. '0{4}

fawm cAbn vk

/%J{ . = /D/F’i. A
il /

%M

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




GUL-UUUEBITS IPIEIOUSDSDS

Mrs SUDESHNA NA S

19-1)5-1"5 !D Y 0 'H 200 (F)

\\\\\\\\l\\\\\l\ll\\\\\\\\\\l\\\\\l\\ | Rainbo
ow"
Chidrers | B BITHRIGHE
PROGRES T
_ S NOTES AND DOCTOR'S ORDER
& Time Progress Notes
5 Doctor's Order
Dlﬁi%; T .ﬂ rs Ord
r_ PiyLAN [t | B Shreedest
Pop- 2 .
- Pt woveued | NIl clo F
= olE  Ptee ey, Abebule = %ﬁmz_—w_
po |58 o lee - Plent, "
: " eohy of exa) i,
P oL romHy - RS |NeD _-—__V\hL Noruferrg
B — Ambulation .
Bedoy ¢ Pt wwell tentracked — llen dsug thadt
§ \ w S"f’l’n Be® —Ralth » %@U ﬂ’,% ol
wwiding & %éﬂfi%@—ﬁg —Plan (D) doday
Qooh N = ~ Tnfevm(gn) )
Oy =1

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




Patient Sticker

%

Rainbow® P
Hospital

It taslars. @ ot to treat the e,

BY RAINBOW HOSPITALS
Your Right to a Sale Delivery

Children’s . BirthRight

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Noles

Doctor's Order

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




GUC-D0086315 1P18-00036353 "z

[ o meuro o E%‘a?é’f‘;‘:‘:-s‘ BirthRight
f H ital .mmaowumms
LN Hospital| | W moupmenemes

MEDICATION RECONCILIATION FORM

DRUY AUBTOIBSE s civicios sz v s s st ies Not known any Drug Allergies

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

ShIfting FrOm: veovvrreee S SNIFEBA 0% +evvrvverveesessseeessesenssnsesssesesnsiesesssssesessesens
0| et | (oS | oo | Meeir | ATRUSE | somssio
T T ™Yroxine TEmig Po oD € 0O0C
2 O¢ Coc
3 Oc Ooc
4| Oc¢ ooc
S Oc ooc
6 0c Ooc
7 Oc 0Ooc
8 Oc ooc
9 | ¢ ooc
10 Oc Ooc

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

Doctor Name & Signature : %Mgnm
Date & Time : .6 1112024,

Nurse Name & Signature: .
Date & Time : .. Db)"?‘b’% &,j’ %P"’?
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DRUG CHART

Date of Admission: tc':f }‘0 Drug Allergies: , i Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered aboOVe. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer t0 Hospital's approved list of abbreviations).

Use approved pharmacgutical names, BLOCK LETTERS, mefric dosage. English instructions.
. Any changes in drug therapy must be ordered by 3 NEW PRESCRIPTION. Do not alter existing instructions.
\ . Discontinue a drug by drawing a lineI through it and 2 similar fine through subsequent recording panels.
The date artdﬁnmuistoppmmdmﬂ along with the doctors namandslgnmlstbemenﬂc'ned.

Only one chart should be in use atwmtim.wnwmachmwtun, amwwpplamentcanhe kept within this
drug sheet folder.

 NURSES - Nurses must follow strictly the FIVE RIGHTS pefore 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.
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
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1. All measurements in ml.
9. Add up each column separately. Make additions across the page to obtain 24 frs. total of intake and output.

(A

L\ V" | Intake Output N
Date | Time | NAre Route NG | Diarthoea | Vomit Drainage | Urine | PHieDtis i
| Mouth | 1V N.G

08:00 am
09:00 am_
10:00 am
11:00am
12:00 pm
01:00 pm |
Total Intake : Total Output :
0200 : - 1
03:00 pm ol — Pl mighion Fiom| bidleb =
0400 pm | hsabes | tooml toort prad
X

05:00 pm
06:00 pm | A dfe | foon! )stm! | ©
0700 pm [FSakes |[eoned ' ®)
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{+08:00 pm HS@ (SO A6 |0
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1. All measurements in mi.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
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1. All measurements in ml.
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OBSTETRIC TRIAGE ASSESSMENT FORM
0 EI#JQB : Time of Arrival: 3;0[""“ Time Seen by Nurse: g] ’d’“t?%w
@U-{Q

1) Level of Consciousness: Eﬁmscious

O Semi-Conscious OJ UnConscious

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

O Severe Pain / Moderate Pain
O Bleeding PV: Slight / Heavy

O Decreased Fetal Movement

O No Fetal Movement

O Preterm rupture of Membranes / Leaking Water PV
O Preterm Labor/ Labor
O Spontaneous Rupture of Membrane / Leaking Water PV

01 Other Reason: ...,.71 am 2L ./@’é> we......

Vital Signs: Temperature: ... {—Pulse alﬁ[r“ VRR: QOL'!L Sp0,: ﬁg o BP %;&Q . Weight: F2-9 }/7

4) Gestational Criteria:
Gravida: | G 9 P _ L Ay
e, 05 L1e 120260 e ..28lot 12026 Gestationa Age: 3?’““44”;
Uterine Contraction O Yes lﬂ@ CONA | Onset Time Frequency:
Membrane Rupture 0O Yes B’IG OO NA | Onset | Time Fluid Color:
Vaginal bleeding O Yes BM@ OO NA | Onset Time Amount:
e If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia é_ymptoms O Yes ﬁo ONA | bain Abdomen / Vomiting ~
Good fetal Movement \Eﬁas ONo | ONa | IfNospecity.
ﬁfﬁ) Pain Screening: Numerical Pain Scale (NPS)
l | | |
bttt
0 1 2 3 4 5 6 7 8 9 10 !
ain Worst
possible pain
® Duration: ....... M\\l Days / Weeks/ Months (Strike out which is not
applicable)
o Character d\‘:]
() Frequancy U\m
® Intarventmns. e N e

6) Past History:
a)  Surgeries: ..
b)  Medical: ....

Docu. No. : RCH /FRM/ CUNICAL,’ 098
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Patient Sticker

[ Yes D{o, HYES & ooeeeerereeeeeeee e esesnns

7)  Allergy: et et
8) Current Medications: (I Prenatal Vitamin T None O Others: p‘f:}”ﬁrﬂ@[—]“[’ Lo fine
9) Prenatal Medical History: Hmy od
O None OJ Gestational Diabetes
O Chronie Hypertension O Low placenta | c; '
O Gestational Hypertension O Others if yes, specify ”’1\"" Tageeia . T T pe;
O Diabetes o s |
Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTA S)
O Category I: Resuscitative (Time to Physician; Immediate & Reassessment: Continuous nursing care)
O Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
Category Il: 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 & Reassessment: Every 60 minutes)
0BCU Obstetrical Triage Acuity Scale (OTAS)
Level 1 Level 2 Level 3 Level 4 Level 5
0TAS (Resuscitative) (Emergent) (Urgent) (Less Urgent) (Non Urgent)
{n.ml,‘m,] Immediate < 15 minutes <30 minutes < 60 minutes - }i‘}.‘:‘.’,“,:,'"
Re-Assessment ConTnudis ey Every 15 Minutes Every 15 Minutes Every 30 Minutes Every 60 Minutes
Suspected Pre-term Signs of Active Labour ~ | Signs of Earty Labour | Discomforts of
Labour / Fluld Imminent Birth ha::u“r; 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 {>sgmng) >37
wee
Mild hypertension
Hypertension > 160/110
Hypertension Seizure activity anm hsada:he.sg{stzal >1 40/90: sty d"’mﬂ
disturbance, RUQ pain symptoms
Atypical FHR tracing,
Others .a?dﬁrnglsi:;mm :gﬁ'ﬂwwbmm 'grsaterthan expected in mm il fypeci u”p;';:‘ eodtey
oAltered level of ®Unplanned and pregnancy (for hypertension, biood | mother or fetus
consciousness unattended birth ®Fank pain / hematuria work) oCervical ripening
oCord prolapse @Nausea /vomiting and /o @Minor trauma (minor | @0ut patient placenta
oSevere respiratory diarrhea with previa protocols
distress and /orf ®Pre-booked visits (e Rh{
oSuspected sepsis and me
' g ufm !gv(: .mﬁaawm' for version
) ®Rashes

Time seen by Doctor: ﬁQPM'ﬁ-’J

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

...................
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LABOUR AND DELIVERY NURSING ASSESSMENT

Date of Admission: ﬂD\\:‘H)L

Baseline Information: E,( ¢ ‘P .

Admission From: Oer OOPD mission Desk O Others: specify ........... - .

Primary Language: [ Telugu E/English O Hindi O Others (TC‘-N"-O

Do you require aninterpreter? ClYes ETNo

Source of Information: El.Pa‘fnt I Family O Others

Personal belonging if any:  CxJewelry | [J Nose Ring [ Bangles [l Ankets [CIFingerRing [ Bracelets

handed Overt ............ 33 ‘;‘5%9-”::\ ......................................................................

Alergies: ClYes [0 ClMedcaons O Blood Transfusion ~ ClFood  COther: B
TRTCEIN 1111 ———————REREE L : e

Chief Complaints: ....... Loz By St Mol s Doctor Notified on Admission: -Bﬁs ONo

uj?“*'e\‘a/«‘-"n\jﬁéw\-k‘mol‘ L"“J Name of the Doctor: 3““9““‘1/?

.......................................................................... Time Notified: gpﬁm

Past Medical History: Obtained From [J Patient [J Family Member [ Medical Record 3 Other (specify) .............

Past Medical History Past Surgical History Previous Hospital Admission

pe f‘cl( - Tensifeclo w
Sl  pdick]

1

CONtraCtions: .......ooreerimeree VAQiNal DISCRAIGE: ..covvercrrsssrsssssssssssssssssissssssne

r .
Blood Group: APCHJ”Q . LMP: ..S[.!..Q.l.?..&‘ EDD: 93‘l:¥]ﬂ> Gestational age during admission: .3#%'&“

Obstetric History: P00 TSN Tt (R | 8 e W (O Previous LSCS ..... e
Height: o254 weight: 2.2, "j BME 1o
temp: . B E HR: Ak, R ?"(MI' ...... BP: n"(?‘g $00, . AL
High Risk Factors: (Please select by ticking (v ) the box as applicable) )
@ Hypothyroidism O Rh Incompatibility O Fertility Treatment
O Hyperthyraidism [0 Previous LSCS [0 Preterm Labour
O Hypertension ] Gestational Hypertension 1 Others: (Specify)
O Diabetes O Bad Obstetric History WPO’H\M?J
0 Anemia O Obestty (BM) Tl - Tiugoyin TSner
01 Twins / Multiple Pregnancy i |

Docu. No. : RCH /FRM / CLINICAL / 139




Patient Sticker

Family History: O No Abnormalities Detected
O HeartDisease  [J Hypertension [ Diabetes [J Stroke [J Seizures  [J Kidney disease

sl
O Liver disease O Other Solnet 2904

Pain Assessment: Pain: [ClYes [N (f Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: CIYes [INo Score.... 0 (complete the Morse Fall Risk Assessment Sheet)

RiskofPressureSore: ClYes [CINo Score.. 8. (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant _
O3 Mobility problem O Walking Problem Eﬁbnonnamynetemed
[ Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING:
RLGverweight O Poor Appetite > 3 Days O Needs Therapeutic Diet.
O Under Weight CJ Diabetes Melitus O No Abnormality Detected

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

Calm & Cooperative [ Restless [ Depressed [ Agitated O Confused
O Others ..., RO '

Inform consultant for posttive criteria

SOCIAL SCREENING:

1. Marital Status: O3 Single D’M/amed O Divorced O Widow

2. Special Habits:  Smoker: ClYes [ plo/ Alcohol Abuse: ClYes ClNe Drug Abuse: OlYes N0
Social History: Lives With !"[%(’)CUJ Binenenpannvnsonssessichosesio R s

Orientation has been given regarding the following aspects:

Call Bell in Reach : EI'Yes O No Waste Disposal Explained: (ves CNo

Infusion Pump: _3Yes CINo Hand hygiene Explained: /ﬂ?es O No O Others

Above information givento ................... F

Name of Person Orientation was given to: ... RS+ S “CL"" hna

Orientation not given Reason: .. s S R S e e et eencrs

Nurse Signature: .. /< : /@"“‘Q’NG
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RISK ASSESSMENT TOOL FOR DEEP VEIN THROMBOSIS
POSTNATAL ASSESSMENT AND MANAGEMENT (TO BE ASSESSED ON DELIVERY SlTITE)[
2

L blgles

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

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




RISK ASSESSMENT FOR VENOUS THROMBOEMBOLISM (VTE)

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

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

v’ If total score = 2 postnatally, consider thromboprophylaxis for at least 10 days.

v If admitted to hospital antenatally consider thromboprophylaxis.

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

For patient with an identified bleeding risk, the balance of risks of bieeding and thrombosis should be discussed in
consultation with a haematologist with expertise in thrombosis and bleeding in pregnancy.
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PAIN ASSESSMENT FORM elusituesee g

pate | Time [PSEN| Location | Duration Acity Character Modying | Patett /T4 | ntervention Sign
O Continuous | C1 Acute OShap CIDul | O increasing | £7Ves (Lo Pas
b\'j(\}“ )] r"“ O(p - O Intermittent | ) Chronic OAching O Buming/,D Decreasing | OJ No / ’ge;pa,%ﬁ‘f
' O Continuous O%Gute [ Sharp ELDml/ Ol W :bﬂk&]]ﬂﬂ b]e 7

.;FLH}E) Mﬂn ' } le ﬁ%lm‘h ermittent | CJ Chronic O Aching [ Buming E\ma:g 0O No | Hcitinn i @(—m
- | Btk S | o continugus | O Acute CxSkap 01 Dul (creasing O¥s / ]

_ hb/b Jiam 52}(0 ? q}a{n;t Wefoc | DAcing [0 Buming | O Decreasiog | 01 No gfi: ‘22;, @@ﬁ/
Ve ) ‘.| O Continuous | [A€ute OShap (odi | O increasing | CFYS C_D,A.,}{,q,.,f.q[,b ‘ S
.3,\%\% Spnn f[,w m CUiermitent | O Chvonic | DiAching (1 Buming | Q.BeGreasing | O No Do s nn C%E“z%

Queg:cl| O Contouous | e | OShap @t | O noreasing | @S s hel A | \
:;r);,,),e BRI G\L " Q\o | Ootermittent | C1Cvonic | D Aching 00 Buming | Crecreasing | O No AT %ﬁj
O Continuous | CTAcute O Sharp @bul O increasing | B'Yes Lo ppoy okl :
A apw | e d’é@d) ermitent | O Chronic | D1 Acting 0] Buming @ Oecreasing | O No peisten %o%
- oy | O Continuous | ETAcute OSap C0# | O iereasing _DYes mp&s’p
oR2F pom [ Vo | ofb | Oftermitent | O Chvonic | CAching [ Buming | [3-Decreasing | O No pootis~ ,‘ﬁ&n
{ Swlsvel) O Continuous | BAGHe | OShap B0@ | O lncreasing | O¥es™ <
3[’”\% [t ',’t" (b | Dometfitent | O Cvonie | O Aching 0 Buming | ) Dacreasing | 01 No 6@‘*’%%
_ G070 )4/0) Continuous | C-Acile DO Shap [@Dur | O Increasing | (Cl¥es™ ngé,g ;;E; ;
é’/‘ffi’é %Pm {z/‘{'é‘ ﬁ}’ D Aftermittent | [ Chronic [ Aching [ Buming w O No //;:Mn/ ’Z.;/LZL@J
h}E; 0 foat O Continuous | ) Acute DShap [1Det | O Increasing | [3-Yes Ceep A
9 |op Ql Qﬁ» [ termitent | C) Chvonic | D)Aching ) Buming | C1Decreasing | 01 No ;ﬁmﬁﬁ\w v@%&@ﬂ
vy g houes ot o msphalendgaes.
2. For post-surgical patients. patients wilh chronic pain. patient with severe pain:
gt () Witl30. 80 mimes ae ke terwnion
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PAIN ASSESSMENT TOOLS

+  FUACC PAIN ASSESSMENT SCALE (1 Menth te 7 Years)

SCORMNG
nnnnnn
(]
. . Occasional Grimace or Frown, Frequent 1o constant frown,
Face No Particular expression or smile withdraw, Disoriented quivenng chin, clenched jaw
Legs Normal Position or Relaxed Uneasy. restless, tense Kicking, or legs brawn up
B Laying quietly normal position Squirming shifting back and L
Activity moves eas iy forth, tense fuched, right, or Jerking
Moans or whimpers occasional Crying st . screams of sobs,
Cry No Cry (Awake or asieep) Saﬂcw_n :Bﬁanﬂ_nw_.!n
Reassured by occasional touching.
Consolability Conte. ¢, relaxed hugging, or being talked to, Difficull 1o console of comiort
. distractible
- Meenstal Pain, Agitatien and Sedation Scale (upto 1 Monih)
Assessment  Setation Wormal Paln / Agitation
Crlteria
1 2
Crying No Cry with painful or cries Appropriate crying Not| kmiiable or crying at | High-pliched or silent-
Irritabiiity simuoll %:a_ﬁa___ iitable Intervals consolable | continuous cry
3 Inconsolable
Behavier State | Noarousal toany | Aowses minkmally 10 | Appropists for Restiess, squimning | Arching, kicking constantly awake
stimul stimuli ’ gestational age Awakens frequently | or _
No spontaneous Litie sporganeous Arouses minimally / no
movement movement {not sedated)
Facisl WMouth Is tax Minimal expression | Relaxed Apprepriate | Any pain Bxpression | Any pain expression
Expression | o expression with stimufi ' Intermittent continual
Exremities | No grasp refiex Wesk grasprefiex | Relaxed hands and | lntermitient Continual clenched
Tene Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
fone * | Normal Tone or finger splay splay
. - Bodyisnottense | Body is tense
Vital Signs HR | No variabifty with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
AR, BP. 320, | stimui wariabiiity from nommat for frombaseine | baseline, Sa0, less than or
Hypoventilation or | baseline with simuii | pestational age Sa0, 76-85% with | equalto 75% with stimulation -
i recovery fighting ventitator
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|_ == s PS _—\
= Date : TelT AT
_ Time : AL IS
[ 1. Completely immobile: 2. Very limited: “ 3. stightly limited: 4. No limitations:
Mobility Does not make even slight changes Makes occasional slight changes in Makes frequent through slighit 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. : C \/
without assistance. to completely turn self independently. independently. tt
2. Chairfast : 3. Walks occasionally: 4. All patients too young 1o ambulate; i _
“Activity . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequentiy:
of E_ﬁ_._u“mmnn_mmwﬂ mr:wmﬁu“a.unn non-existent. Cannot bear own weight | very short distances, with or without \Walks outside the room at least twice a
and/or must be assisted into char or assistance. Spends majority of each day and inside room at least once avery Pﬂ /* i
: wheelchair.' shift in bed or chair. 2 hours during walking hours. * | =
1. Completely limited: 2. Very limited: 3. Slightiy limited: 4. No Impairment:
Unresponsive (does not maan, fiinch | responds to onty painful stimull, cannot | Responds to verbal commands, but Responds to verbal commands.
or grasp) to painful stimuli dueto communicate discomfort except by cannot always communicate discomfort| Has no sensory deficit that would limit hﬁ
Sensory Perception diminished level of consciousness or moaning or restiessness; OR, has or nead to be turned; OR, has some ability to feel or communicate pain or

sadation, OR, limited ability to feel
pain aver most of the body surface.

sensory Impairment that limits the
ahility to feel pain or discomfort over
half of body.

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

discomfort.

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

Skin is kept moist almost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient s moved or turned.

2. Very moisl:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occaslonaily molst:
Skin is occasionally moist, requiring
linen change every 12 hours.

4, Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
gvery 24 hours.

FRICTION-SHEAR

Skin moves against

Friction . Occurs when

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to aimost constant

Nﬁ g—a-
Requires moderate to maximum
assistance in moving. Compiete fifting

3. Potentlal problem:
Moves freely or requires minimum
assistance. During a move, skin

4. No opparent problem:

Able to completely fift patient during
position change, moves in bed and in
chair independently and has sufficient

Jx
]
G

I

%

.,
i

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against

Shear Occurs when impassible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely

skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good positio 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 atall times.*

one another accasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent:
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which |s 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 mag/dl {or age OR eals over half of most meals.] most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or mare Sv
food intake patter than half of any food offered. generally eats only about half of any (meat, dairy products) each day. servings of mean and dairy products. f% ﬁ
Protein intake includes only 2 {ood offered. Protein intake includes Occasionally will refuse a meal, QOccasionally eats between meals. i
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fluids poorly. products per day. Occasionally will offered.
Does not take a liquid dietary take a dietary supplement.
supplement.
.__._Wu Extremely a—ﬂﬁuqnaﬁnu 2. Compromised: 3. Adequate: 4. Excellent:
otensive (MAP < 50 mm Hg; Normatensive oxygen saturation may Normotensive oxygen saturation may : g
ﬁmﬂbﬂﬁﬂﬂ, & < 40 in a newborn) or the patient be < 95%: hemoglobin may be be < 95%; hemoglobin may be zﬂmﬁwﬁﬂmﬁé%s mncaﬂm__ F\

does not physiologically tolerate < 10 mg/dt; capillary refill may be < 10 mg/d; capillary refill may be > 95%; normal hgb; capiliary
position changes. > 2 seconds; serum pH is < 7.40. 2 seconds; serum pH is normal. <2 seconds.

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

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

Moderate Risk : 13-14

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

TOTAL SCORE

Zany4
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Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
® Regular Tuming Schedule : _
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk © Protect the heels Gel pads for high-risk areas
® Use pressure redistribution surfaces .
o M an:ge moisture, friction and shear Alternating pressure mattress overlay
® Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
® Use the Same Protocol as for “At Risk” Patients Sk
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 ® I addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas
severe pain or with additional risk factors. Alternating pressure matiress overlay
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Severe Risk : less than 9

| High Risk:10-12 | Moderate Risk : 13-14 | Mild Risk: 15-18 | Not at Risk: 19-23
Docu. No. : RCH /FRM / CLINICAL / 119

TOTAL SCORE

Date :
_ Time : 1 3&_,4 =10~
1. Completely immobile: 2. Very limited: 3. Slightly limited: 4. No limitations:
Mobility Does not make even slight changes | Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. l} Lf Q__r
without assistance. to completely turn self independently. independently. L1 |
2. Chalrfost : 3. Walks occaslonally: 4. All patients 100 young fo ambulate; /
" . Ability to walk severely limited or Walks occasionally during day, but for OR wolks frequentiy:
:{"“"' s ey ::;mmo‘he ’ A et Cannot bear own weight |  very short distances, with or without | - Walks outside the room at least twice a
: and/or must be assisted Into chalr or assistance. Spends majority of each day and inside room at least once every } 3 g
g wheelchair.” shift in bed or chair. 2 hours during walking hours. - ]
1. Completeiy limted: 2. Very limited: 3. Slightly limited: 4. No Impalrment:
Unresponsive (does not moan, flinch responds to only painful stimuli, cannot Responds to verbal commands, but Responds to verbal commands.
of grasp) to painful stimuli due to communicate discomfort except by cannot always communicate discomfort Has no sensory deficit that would limit
Sensory Perception diminished level of consciousness or moaning or restiessness; OR, has or need to be turned; OR, has some ability to feel or communicate pain or d} t\
sedation, OR, limited ability to feel sensory Impairment that limits the sensory impairment that limits abifity discomfort.
pain over most of the body surface. ability to feel pain or discomfort over to feel pain, or discomfart in one of L{ ““
- half of body. two extremities.
Moisture Degree 1. Constantly molst: 2. Very moist: 3. Occaslonally molst: 4. Rarely moist: I
10 which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally molst, requiring Skin is usually dry, routine diaper
oiin is 0xposos by perspiration, uring, drainage, etc. Linen must be changed at least every linen change every 12 hours, changes; linen only requires changing
o totiing Dampness is detected every time 8 hours. every 24 hours. l" =
patient is maved or turned. lf L{ J =
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: ! /
Friction . Occurs when Spasticity, contracture, itching, o Requires moderate to maximum Moves freely or requires minimum Able to completely lift patient during
Skin moves against agitation leads to almost constant assistance in moving. Complete lifting assistance. During a move, skin position change, moves in bed and in
support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheats, chair, restraints, or other muscle strength to life up completely b\
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good pnsilion’ during move. Maintains good position
surface slide across repositioning with maximum assistance.|  in chair or bed most of the time but in bed or chair at all times.”
one another occasionally slides down. [4 Q‘|
1. Very Poor: 2. Inadequate: 3. Adequate: 4, Excellent: | A
NPO/or maintained on clear liquids, Is on liquid diet or tube feedings/TPN, Is on tube feedings or TPN, which Is on a normal diet providing adequate
or IVs for more than 5 days OR which provides inadequate calories and provide adequate calories and minerals calories for age. For example, eats
albumin < 2.5 mg/di OR never gats minerals for age OR albumin < 3 mg/d! for age OR eats over half of most meals.| most of every meal. Never refuses a
Nutritional Usual a complete meal. Rarely eats more OR rarely eats a complete meal and Eats a total of 4 servings of protein meal. Usually eats a total of 4 or more
food intake pattern than half of any food ofiered. generally eats only about haif of any (meat, dairy products) each day. servings of mean and dairy products. 3
Protein intake includes only 2 food offered. Protein intake includes Occasionally will refuse a meal, Occasionally eats between meals. 3 3
servings or meat or dairy products only 3 servings of meat or dairy but will usually take a supplement if Does not require supplementation.
per day. Takes fiuids poorty. products per day. Occasianally will offered.
Does not take a liguid dietary take a dietary supplement.
:&Dimm °,?,’“"'°’;‘““’: 2, Compromised: 3. Adequate: 4. Excelient: -~
otensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may g i
n“;:y:::::::‘" & <40 in a newborn) or the patient be < 95%; hemaglabin may be be < 95%; hemoglobin may be N‘;’:;_mm ““5;‘!‘“ "“"J""ﬁfgu by
does not physiologically tolerate < 10 mg/di; capillary refill may be < 10 mg/d!: capillary refill may be > 95%; normal hob; capillary
position changes. - 2 seconds; serum pH Is < 7.40. 2 seconds: serum pH is normal. <2 seconds.

Evaluator's Nome




Support Surfaces

Risk Score Category Action (Pleass Note: Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
® Regular Tuming Schedule )
_ ® Enable as much activity as possible High density foam mattress
15-18 At Risk ® Protect the heels  Gel pads for high-risk areas
® Use pressure redistribution surfaces Aternati
® Manage moisture, friction and shear g rossiire matiress overiay
® 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 =
13-14 Moderate Risk Posi ! ; Gel pads for high-risk areas
® Position patient at 30 degree lateral incline using foam wedges Aternating pressure mattress overlay
@ Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk ® In addition to regular turning schedule Gel pads for high-risk areas
® Make small shifts in their position frequently Alternating pressure mattress overlay
© Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk ® Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Child ren’s . BirthRig ht MRD NO :‘s::l::;s““sauvu MAZD:  (F)  Sesiisininsbensssiis
Hos plt al . BY RAINBOW HOSPITALS Dr. PADMASHRI PARIMALAM
R RIS agee TWINHHINN  ox oo
CONBUKANE %..icnmmsiamnamassasmniimimswis
(_ PHLEBITIS ASSESSMENT __ |°
CANNULA 1 CANNULA 2
Date : b l:f J‘Q— b Time: '?)m Date : Time:
Location : £+ tand ¢ "f’l"" be Location :
Size : (Q’[A {‘ Size
Cannula inserted by : S [ NS L\"'L A Cannula inserted by :
?ate Time |Phlebitis Inﬂltrationl i mngm Sign Date | Time |Phlebitis |lnﬁltration m?m Sign
BT Flot]e py  |Oves ONG | Oives urge-%?ﬁf & OYes ONo| OlYes ONo
oo~ |OYes ONG | Oves ONofE VSNV o OYes ONo| OYes ONo
[P alOYes @G| Oves ONS|plnsoee ] ' OYes ONo | OYes ONo
B OYes [gio | OYes !"J)l{ . Fal OYes CINo| OYes ONo
Lopf® [oves e Ovesonef oM | AU OYes ONo| CYes CINo
£ [OYes DM6TOVes N[ 2055 | L4 OYes ONo| OYes ONo
\of) |Oes Oflo | Oves @Ro[O250E | P OYes ONo| CIYes ONo
\ 2\~ |OYes DG | OYes Dﬁﬂ%\@\j‘:‘ . OYes ONo | OYes ONo
Q [~ |O¥es Opio| Oves 0| )50, 1 (g DOYes ONo| ClYes ONo
J W OYes 0o | OYes CH00| i S &_ OYes ONo| OYes ONo
£ o~ |DYes Qiis| Oves Do (A sone §$ OYes ONo| OYes ONo
& P |Oves 0| OYes iNo LRy OYes ONo| OYes ONo
Lo'bﬂ'} OYes Bfo | OYes No| bl “I CFL OYes ONo| OYes ONo
Y 1 ,ﬁﬁm{ OYes Oves 20 b, B2 | OYes ONo | OYes ONo
R | dew, [oves i nmaﬂ?%— Dy OYes ONo | OYes ONo
o So.,..: OYes OYes BNOOLScac | Ddurs OYes CINo | OYes ONo
o\~|OYes CiNo4EIYes Dot beae OYes CNo| OYes ONo
¥ 0 b loves ] oves g [y DYes ONo| OYes ONo
S9N [Oves Oio| Oves TNelorns | WA OlYes CNo| OYes ONo
AP |oes oivelmaves oo by~ WU DOYes ONo| ClYes ONo
UM oves Oyottives avels DYes ONo| CYes 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
DYes ONo | OYes ONo OYes ONo | OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
Cannula removed : OYes ONo, if yes date and time : Cannula removed : [OYes ONo, if yes date and time :
RX any initiated : OYes ONo ONA If Yes specify- RX any initiated : OYes ONo ONA If Yes specify-
Phlebitis score: Phlebitis score:

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

# Every 2 hours if on fuid infusion.

% Every 4 hours if only on IV medication.

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

V.I.P. SCORE (VISUAL INFUSION PHLEBITIS SCORE)....... Next page




(_PHLEBITIS ASSESSMENT AND MANAGEMENT RECORD )

CANNULA 3 CANNULA 4
Date : Time: Date : Time:
Location : Location :
Size : Size;
Cannula inserted by : Cannula inserted by :
Date | Time (Phiebitis [Infitration| "“™"¢ | Sign | | Date | Time |Phiebitis |inftration pring | 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 (Yes ONo | OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo|
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes CNo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | O0'Yes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONoj 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 CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes CINo OYes ONo| OYes ONo
OYes ONo | OYes ONo DOYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo|
CYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
OYes ONo | OYes ONo OYes ONo| OYes ONo
DOYes ONo | OYes CINo OYes ONo| OYes ONo
| Cannula removed : OYes ONo, if yes date and time : Cannula removed : OYes ONo, if yes date and time :
RX any initiated : OYes ONo OINA If Yes specify- RX any initiated : ('Yes ONo CINA If Yes specify-
Phlebitis score: Phiebitis score:
NOTE : # To be assessed within 30 minutes of insertion.
# Every 2 hours if on fluid infusion.
% Every 4 hours if only on IV medication.
& V.I.LP. SCORE (VISUAL INFUSION PHLEBITIS SCORE) Y
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: evidenk: evident and extensive: | evident and extensive:
¥ Slight pain near .V, | % Pain near |.V. Site | # Pain along pathof | % Pain along path of | # Pain along path of
site or slight redness % Erythema cannula % Erythema cannula # Erythema cannula #
near L.V site # Induration # Induration % Induration * Induration
% Palpable venous cord | % m“ Venous: aord
OBSERVE CANNULA | OBSERVE CANNULA | RESITE/REMOVE | e O e | EaOA CONSDER | MELATE TRETMENT
\_ CANNULA TREATMENT TREATMENT CANNULA )
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It tzkes & fot 1o treat the e Your Right 1o a Sale Delivery

Mrs SUDESHNA s

19-06-1996 nyomre @
Or, PADMASHR PARIN

Ty

Date & Time of Admission

6 Z:HD"B O‘ﬁ.bpm

¢ of Transfer Order

;‘-‘[:Laﬂir&ﬂ
>6 CDEA{SW’F

Treating Consultant Name

D };acfma&pwi

Transfer Ordered by

D }prm&ﬂ'rlr

Reason for Transfer

4 to o7

Number of Imaging Films

for Bym )5S
From Unit To Unit Information to Attendant
MPw w1 wH - YU
Number of Sheets in Clinical File Personal belongings including

clinical documents. If any handed
over to attendant
rpFiles cTot Wt~ No[]
' If yes, what 7
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3.
4,
5. -

Shifting Summary / Notes Written by Doctor: ~ Yes & N[O

Name & Signature of Person who is Transferring

(S( ' ﬂ{‘%

Name of Person Ordered Transfer

Pr freudmadhet

Patient & Clinical

. ]
Date & Time of Patient ReCtived : j/t ._[ \ %

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

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

(] Nurse not Avallable

(] Available Bed not ready







Chiarrs | @ BIrthRIght
- PATIENT TRANSFER FORM Hosplt =

\

-
Your Right to & Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
Treating Consultant Name Transfer Ordered by Reason for Transfer
From Unit To Unit Information to Attendant
' Yes[] No []
y Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
: ' clinical documents. If any handed
over to attendant
Yes[] No[]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
s1.No. ltem Name Quantity
1.
2.
3.
4.
5.
Shifﬁng Summary / Notes Written by Doctor: ~ Yes [ No[]
Name & Signature of Person who is Transferring ) Name of Person Ordered Transfer

Patient & Clinical Records Received by :

Date & Time of Patient Received : '

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

[J Unavailable Bed (] Nurse not Available (] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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Rambow . e
Children’s ‘Bll’tthgﬂht
" i BY RAINSOW HOSPITALS
DATI F NT TRAN s FER F 0 RM !:L?, ,sue, !,E'g:! (e, Your Right to a Sale Detivery
GUC-00086315 IP18-00036353
Mrs SUDESHNA S
19-06-1996

0YOMITD  (F)
Dr, PADMASHRI PARIMALAM

A

Date & Time of Admission

}EOJJ LfPI’Y\

1Tl v

Treating Consultant Name Transfer Ordered by Reason for Transfer l
' \ R ;:,\4 a 4"{ Q;J"‘m an l
P ?a&wﬂ X\/\/u R Pﬂ vHee Tl
From Unit To Unit Information to Attendant
ev bﬁ‘ ﬁ[@p) Yes[ 4~ No (]

Number of Sheets in Clinical File

@\7 [,{‘o_

Number of Imaging Films

¢t

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

Yes [] NoZT™

If yes, what ?

Medications / Consumables / Surgicals / Hand over

Si.No.

ftem Name

Quantity

—

w |

5.

Shifting Summary / Notes Written by Doctor :

Yes[] No [}

Name & Signature of Person who is Transternng

g % ﬁma"L'\/

Patient & Clinical Records Received by :

A M e
AV
Hgdb a1 D0 A

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

[ Unavailable Bed

Name of Person Ordered Transfer

g Jartiidin

Date & Time of Patient Received :

[J Nurse not Available [] Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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Mrs SUDESHNA S Children’s @ BirthRight
19-06-1996 soyoMi7D B Hospital . BY RAINBOW HOSPITALS
Dr. Your Right to a Sate Delivery

iy e
BREAST EEDING HANDOVER AND
ASSESSMENT FORM

i Breasﬁ,eeding initiated?
[ aYes 0 b.No

2. If No, Reason

3. Nipple condition:
a. Nipple well formed
0 b. Flatnipple
O c. Inverted nipple
O d. Short nipple

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

5. Steps for Positioning and attachment:
O a. Baby goes to the breast
0O b. Mother always sits with a back support
0O ¢ Ear-shoulder-hip should be in a straight line
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 PTC




*

6. Was the position explaineq:
a. Yes
O b No

7. For Caesarian mothers:

LI a. Mother s required sit and fegq from the 4th feed 11
L1 b. Please explain football hold N -

8. NICU admission:
O a Mother needs to stimulate her breast for 2 min every 2 hours

9. Additional notes:

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

Continuity of Care:

b L T EFVIRG e

P — 2
T -
C — @ i
e — e
. e -
—

Signature @/\'

Signature ..............,. S A"
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. Rainbow® . e
i s | @ s
URINARY CATHETER BUNDLE CHECK LIST i e

Your Right to a Safe Delivery

Date of Insertion: ...... % I :}Lb;b .................... Date of Removal: ...... 21 » fU @Q 3 "'ﬂ-\ -

mmmmm
Usage of Sterile Equipment ;d%s INo M Jes INo mmu [1Yes—TTNo m
| Is the Collection bag below the level of bladder mm )Zﬁ’es CINo M‘ 1Yes CINo m
Check the Tube for Obstruction (Free of Kinking) “1Yes CINo AYes CINo MWM|MM
Is Catheter dated as policy ﬂ’fes [INo «TYes INo MMM|M 1Yes [INo
Collecting bag is been emptied regularly? Yes CINo TYes C1No ~Yes [INo ;x‘?és INo M|m [1Yes [INo
Maintenance of closed system for the catheter Aes [INo [ ZTYes U No m’@ C1No | Q‘?ﬁs CI1No M|mm
v o |

Dressing clean and dry? Yes CINo | [JXes CINo | r2¥es [INo 1.7!%5 [1No [1Yes LINo

Is the line removed as Policy? Q’ﬁs CINo | L»fes [INo C¥es [ No | CL¥es C'No [1Yes CINo

-

Performance of Perineal Care r;??és INo | es CINo gXerDNo (#¥es C1No 1Yes [1No m
| “Eamane O ]
Onset of New Fever [1Yes QN( 1Yes D/Nﬁ ClYes A=No | L 1Yes [ANo DYgs.»-va No m
Asses for the leakage at the site of insertion [1¥es CINo | TYes [1No pA’es’DNo L‘We/s [1No [1Yes [INo m
A [~ -
e e la Dot | PQfuy | ey -

" | W/ '
" w ‘l N>
Signature of the Nurse 00| X 2 )z --

pan.- 2025 - 06
‘ STEAM i Exp.: 2030 - 06
Ref, 106,303.0500
Docu. No. : RCH/FRM /| Lot 14176

129G - 15 min.

7, sterintech”
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