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Hospital gﬂﬂgﬁ
It takes a jot to treat the ittle. Your Right to a Safe Delivery.

ACTI\ vikoozesees IP-000s0%2 ING

Mrs SWEETY DEVI

e S S J
UHID N mm." ---------- = - Consultant : Dept : (CL I_Douy ¢ 0y
E 1©o
Date of Admission :*3'-[?7’:- 2--{3 Time : = =z Date of Discharge : ~-------=-=-cnun [y A ——
Room / Bed No : --f=#--mmmnuumv Ward L &4 Suggested Billable bed type :
WARD TRANSFERS
Date Time From To Signature of Nurse
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INVESTIGATIONS

Date

Investigations

Order No.

Sign




MEDICAL EQUIPMENT ( WARD & ICU)

Name of

Date Equipment Cor}r:;c;ing Disc?r?gzctang Order No. Signature
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PROCEEDURE
Date Proceedure Quantity Order No. /S'qrrﬁ'ture
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ANY OTHER INFORMATION

Date : 8 /#2,6 Time :h’ﬁm Prepared By :/ﬁu%’l

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

e i




* VIK-0020¢64¢ "
T swemnm 1P-00060502 Rainbow” . g
S o A Children’s ( BirthRight
LATA paT, Hos pital E'r R:n:ﬂow:os:mm
'our Right to a Safe Delivery

WWWH””"’ SURGERYDETALS

Date : :j(\':V\lé
Patient Name: W-{b M«&D@V‘& .. Date of Birth: \E-—OL{"-\C{O\BAge '3-‘5@

Gender: . FomaXe Ward : oo 2T UHID No.:.0.0.2.0.68EC ...
Date of Surgery: :ff?['?—é .................... 071 [10T-2 [10T-3 [10T-4 (J0BGOT-1 [ OBG OT-2
Name of the Surgery : D\]Q}m&‘!c‘)%Cw.H&je.w‘%B

~
~

Timein ........... Pon ...
i
'

NAME

Do Auidate P atuadk

1. Surgeon

2. Anaesthetist
P e
4. 0T Technician

5. Circulating Nurse : ... AM.\VEAAAAN

6. Assistant Nurse

Special Equipment: ,\!:/(parascopy | Broncoscope [ Harmonic [ Morcelator
(] C-ARM ] Cystoscopy ] Versa Point (] Liver Cusa
(] Neuro Cusa IS s ammmaan
) CMJ\_, !
Signatlirg-0f the Surgeon Signature of Circulating Nurse

Order No: BDC\WYL‘%@C[ YN Order by: ......... K@g@q»— ...................................
9

50 b
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e .. FIVONB/SUR/OTIOZ

ViH-0 y
. % . co SU MABLES :"&:E%E::DEW 1P-00060602 . Age: ...
Rainbow’. | @ BirthRight % DECL o smuarapurn "0 ©
s | NpEet i 7,
Circulating Staff : VCL m% Technician : g
L
Anaesthesia Disposables - Qty uses | Surgical disposables s ues | _Disposables (Baby side) e A
ETmbe .0 o £0d | JMajor Pack(pen ab T Jf ni. Vit K
LMA Sutures  |'2y £ ) A Cord Clamp
ECG leads : APIN eV Suction Catheter
HME filter : A/P/N 104 Feeding Tube
Syringe 10 cc b ‘ Vaccum Suction Set
05 cc 2) Gloves PF 69 43|, Surgical Gloves
Uf ce 2 ,%I 5'!) :, 6 {l-H 1 cauze Pack
Otcc - Syringe 1 m/ 2 ml
Cautery Plate : WP/ 1 ) Surgical blade \ley- [ J./| surgical Blade # 20
IV set NG tube Koochies (S)
RL L/ Cautery Pencil 1
NS : 10mI/100 mi/ 500m1000ml Koochies £ 0y &Y/- IL I/ bgowb P4
Reyd {‘.YR}{'C'& L} \ \./ Ointments
“ A (PR {A_Suction Catheter . = .
e [/ Cop. Mask @ M1 0 (aonud
Morphine—onl ol o 7AZ )2 Gauze Pack 11 Nt [N
Ketarmine- (). a O Lﬂ\ | . Mop Pack [
Propofol ' M Steristrip
Rocuronium \‘/, Underpad
(98] /| Draw sheet Afls v b %
Myopyrolate W] Abgel
-Orndansetron %; Va7 ke { Foleys Catheter
Pencan 25g/Spinal Needle 22 " | urobag
Bupivacine 0.25% Chest Drinage Catheter
Bupivacine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories 2 loban
Anamol : 80mg/250mg/170 mg _Double J Stent
Supridol 100 mg = [\ Vaccum Suction set g o
Justin : 12.5 mg/25 mg/ 1uoﬁg f Plastic Bed Sheet P ]‘//
Tab. Misoprost ;: 200 mg Q // Betadine Solution é_:_,/
Dex ﬂ\mu 0 |._/] Microshield 2=
\'\nminr‘(t" l‘/ Cotton Balls P
Latex Gloves \0 4
Ramdione Scrub
Saral =

Surgeon ?\l t%ﬁi W\‘L

Order No. : ......

_ Anaesthesiologist B\‘
.,:?.QEI.‘S_.EKJ.. 0750 T 3

Ordered by :

1%%%

Nurse %’bﬂ [ WT Technician

$ v euly,,

r
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RAINBOW CHILDREN’S MEDICARE LIMITED

Rainbow Children's Hospital - Secunderabad

" b‘:- H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,
Rain OW’ Kakaguda, Karkhana Hyderabad Telangana INDIA 500009
Children's _®  TelNo: 040-42462200, Ext 2000,2001,2002
Hospital | ®"eg"
+ Riinbow VAT TIN : 36920283145 CIN : L85110TG1998PLC029914
DL NO:
' Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
AR R e
INPATIENT ISSUES AGAINST ORDERS
IP No |P-00060602 Ward N 2F-MICU
Patient Name Mrs SWEETY DEVI Bed Name MICU 229
Age/Sex 33Y 2M21D/Female Order No 0003098481
Date 07/07/2026 15:02 Prescription No PRIP-1294833
Payor BAJAJ ALLIANZ GENERAL INSURANCE CO LTD Dispensed Date 07/07/2026 15:33
UHID VIH-00206666
S.No [tem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ?&C;‘EPREP SOLUTIONS f;‘g""‘” & WEIL PVT RTBP26001 01129 2 229.00 458.00
2 EOEJ ‘:,.DL'NE SOLUTION 10%  \yin MedicarePviltd ~ GENERAL MDO05026 03128 2 103.95 207.90
3 g'%?fg%'g APRONS Mediblue 26060103 05128 1 120.00 120.00
4 el GRIP (MTP CANULA) - goMsONS GENERAL 2241020C 10/29 1 329.00 329.00
FACE MASK-3LAYER
5 T Sunrise GENERAL 01260502 04/29 10 10.00 100.00
GAUZ SWAB 10 X 10 CM ,
6 N Bapuji Surgicals GENERAL VI16052026 10027 1 100.00 100.00
GENERAL SURGERY KIT
7 g VI27062026 12/30 1 2,544.00 2,544.00
8 résopnosr TAB200MCG o o LIMITED H 5GH0384 12126 2 20.26 4052
9 MONOCRYL 3-0 NW 1326 ETHICON SUTURES-J&J C1 15115 09/30 ] 997.00 997.00
MOPS 30X30 8PLY 58 X-  DATT MEDI
W onsddly. o H M26425F046 05/30 1 949.00 949.00
NITRILE EXAMINATION
1 e P EDIM ELITE MEDICALS GENERAL 26FBOO1 01129 10 2343 23430
PROTO GOWN SAFE
T V127062026 12/30 1 450.00 450.00
SGLOVE #6.5
13 SURGIGARE) ICARE (KANAM LATEX) GENERAL 26EB073M 04/31 1 91.00 91.00
14 SGLOVE #6 (SURGICARE)  ICARE (KANAM LATEX) GENERAL 26E4039M 04/31 | 91.00 91.00
15  SURGICAL BLADE 11 Surgeon GENERAL 261225 11130 1 767 7.67
SURGICARE NEURO
16 e O OVESS PF GENERAL 2687017010 01129 3 140.00 420,00
17 THEMICAINE 30GMJELLY  Themis Medicare Ltd ~ H TT080 03/28 1 34.82 34.82
18 VACCUME SUCTION SET  ROMSONS GENERAL K26C010330 02/31 2 739.00 1,478.00
Total : 6,979.13 8,652.21

Receiver Name

Printed Time : 07-07-2026 18:29

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name :

SHEEPA PALANI

Page 1 of 1
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RAINBOW CHILDREN’S MEDICARE LIMITED

Rainbow Children's Hospital - Secunderabad

P 7o H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,
Ral_n bo . Kakaguda, Karkhana Hyderabad Telangana INDIA 500009
Children’s B e Tel No : 040-42462200, Ext 2000,2001,2002
. ¥ I:_if‘i
Hospital = "= yarmin: 36920283145 CIN:  L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
TR TR AL TCERAE (A ey
INPATIENT ISSUES AGAINST ORDERS
IP No IP-00060602 Ward N 2F-MICU
Patient Name Mrs SWEETY DEVI Bed Name MICU 229
Age/Sex 33Y2M21D/Female Order No 0003098500
Date 07/07/2026 15:32 Prescription No PRIP-1294834
Payor BAJAJ ALLIANZ GENERAL INSURANCE CO LTD Dispensed Date 07/07/2026 15:34
UHID VIH-00206666
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
ALLESORB CORE
1 TURNAROUND COVER 2605251 05/31 1 563.00 563.00
40x102IN
2 E‘ER'PH““" INJ110MG 2 vpys CADILA H1 N200961 08/26 1 8.44 8.438
3 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26D29K49 03/31 2 28.13 56.26
4 DSYRINGE 5ML.(NIPRO)  NIPRO GENERAL 26D20K25 03/31 3 21.56 64.68
5 DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 26A05K04 12/30 2 11.25 22,50
6 f£§L%ECTR°DES IMS GENERAL EB260031 05129 3 61.00 183.00
ET TUBE 7.0 CUFFED
7 bl 40E25F4507 05/30 1 402.00 402.00
EXXACTA-STOP COCK
8 s GENERAL G25B010182 01/31 1 226.00 226.00
HIGH PRESSUR EXTENTION
9 L Cht PRI ROMSONS GENERAL 26050595 04/31 1 449.00 449.00
W SN SUPPOSITORIES 100 n ooy Laboratories Ltd BLNP274055 12128 1 18.74 18.74
1 'igx'*'moc‘“"‘spm PATCH  Neon Laboratories Ltd ~ H LT00126 01128 2 417.00 834.00
12 MCT-ROF 100MG 10ML Neon Laboratories Ltd ~ H NA1353005 10127 2 69.10 138.20
13 MIDAZOX INJ 5MG 5ML H KAS26001 01128 1 30.90 30.90
14 :.gsou ROST TAB 200MCC oy A LIMITED H 5GH0384 12126 2 2026 4052
15  MYOPYROLATEANMSML oo LABORATORES: 4 V350476 10027 1 140.20 140.20
te SRR TUBES  puscH GENERAL 40E25L6062 10130 1 278.00 278.00
OxygenMask With Tubing -
LI gl GENERAL GG26D040043 03/31 1 460.00 460.00
PREGELLED SURGICAL
18 CUATESADILT) Erbee GENERAL 22510302406 10727 1 1,195.00 1,185.00
RELIPARA(PARACETAMOL)  CLARIS LIFE SCIENCES
e et BOTILE g H 2C260792 02/28 1 737.08 737.08
RL 500 ML CLOSED Fresenius Kabi India
W e e 10262112 03/29 2 69.39 138.78
21 ROCUNIUMINJ 50 MG 5 ML Neon Laboratories Ltd ~ H 1491044 02128 1 1,010.00 1,010.00
22 SUPRIDOL SUPPOSITORIES \oon ) aporatories Ltd ~ H BLNP349016 10127 1 36.92 36.92
100 MG 5 S
23 TRANSPORE 1 INCH 3M HEALTHCARE GENERAL R02261120 01/31 1 199.66 199.66
Total : 6,452.63 7,232.88
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Printed Time : 07-07-2026 18:2¢

Pharmacist Name :

Page 1 of 1

SHEEPA PALANI




R _6 Rainbow Children's Hospital - Secunderabad
Rainbo . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children’s e ,Telangana, INDIA ,500009.
Hospital - 1y TEL NO :040-42462200, Ext 2000,2001,2002
S WERB : https://rainbowhospitals.in
ADMISSION SHEET
: ¢ " (TR TR T
Registration Details :
Admission No : IP-00060602 Admit Date : 07-Jul-2026 Admit Time :10:46 AM UHID : VIH-00206666
Patient Details :
Patient Name : Mrs SWEETY DEVI Age :33Y2M21D
Guardian : Mr MR. SANTOSH KUMAR DOB 1 16-04-1993
Gender : Female Religion
Occupation i Martial Status
Address (H) - H.NO:1-16/1, EX- SERVICE MAN BRINAVAN Phone No . 8884977976
COLONY, BALAJI NAGAR, SECUNDRABAD JJ E-mail . na123@gmail.com
Nagar Colony Hyderabad Telangana INDIA e - e 9 '
500087
Admission Details :
Bed Type : MICU Bed No : MICU 229 Ward Name : N 2F-MICU
Room No : MICU 229 Admission Type : First Visit
Contact Details :
Name : Mr MR. SANTOSH KUMAR Relationship : Husband
Contact Address : H.NO:1-16/1, EX- SERVICE MAN BRINAVAN Phone No : 8884977976
COLONY, BALAJI NAGAR, SECUNDRABAD JJ
Nagar Colony Hyderabad Telangana INDIA
500087
_.,/_-
Signature
Doctor Details :
Doctor Name : Dr. SRILATA PATNAIK Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor ; Phone No
Co-Consultant
Payment Details : Deposit Amount  : 25000.00
Payment Mode : DC/CC Card Payor Name : BAJAJ ALLIANZ GENERAL
INSURANCE CO LTD
. Printed Date / Time : 07/07/2026 11:20 Printed By : 017885 Page 10of 2

\



\IH-00206666 7 1p0o0sosoz "

:m SWEETY DE‘-“” viune W = Rainbow® ® - £ e
it el | @i
In ml“"”“nl““ It takes 2 lot to treat the itie. Your Right to a Safe Delivery

voo: =it IKIAGE ASSESSMENT FORM

vy :
S W s = Igl?é Time of Arrival: ]b\% ..... Time Seen by Nurse: 1d]§ .. )
1) Level of Consciousness: L+Conscious 3 Semi-Conscious CJ UnConscious

2) Chief Cor v'aint (Reason for Visit): (Circle the item as appropriate)

C Severe i '/ Moderate Pain OJ Preterm rupture of Membranes / Leaking Water PV
O -'“‘Ieed'ng PV: Slight / Heavy [J Preterm Labor/ Labor
O ;IeCfPa“Pd Feta! Movement [J Spontaneous Rupture of Membrane / Leaking Water PV
Os m..? ‘overrient O Other Reason: ....\a by lubectod
Ay s i
3) Vitil Sicns:  Temperature: 26N pites C{zbr‘& RR: \‘lb“j) Sp0,; ..‘.’{.ﬂ.‘f.’.. BP: &'??.if?p.. Weight: .&.Q.Jfé.
.f Geendds
4) 'Fstati‘q"‘,::iqmeria:
: Gra\'_i'm:‘l,‘ G a3 P % Lo A 9.
FEMPA A, o i senesssons [210]0 2 b SRR Gestational AGE: ......mmuvveecrvcnnsncineasecnnne
'L;iérind Contraction O Yes | JZNo | O NA | Onset Time Frequency:
— = ’ "- 5
o ek .uaiure O Yes |Z/No | CJNA |. Onset Time Fluid Color:
V&gin-fﬁ r‘;leedihg [JYes | @No | JNA | Onset Time Amount:
i e A ' If Yes specify: Headache / Visual Symptoms /
Fre [clc.ﬁp“.a Symptoms | J Yes EI/NG CJ NA Pain Abdomen / Vomiting
Good fatat Movement O Yes mlo o na | IfNospecify:

5) Pan Esiceying: Numerical Pain Scale (NPS)

o | | | | | | | | |
LTI 1 : I ;. | | i l I
1 2 3 4 5 6 7 8 9 10

No “ain Worst
: g possible pain
) R P S TR e TR e o
T R AR R ) Days / Weeks/ Months (Strike out which is not applicable)
B CRUBDIIE ...oiivsnismmamivanns R e R R R s ki e s N s e AR
o FIBEUBNCY: vveeeereereerreeeseeeanas ROl Do 5. )t AR RN e 1 STl
' ANCr BRHONS: v o SOONOUOOTNRRRT L Sl " R N At - 4. SO0 3

6) Patiisioy:
B CRRNIES, ........oucvunsiinniis e e iisin: Al | R vt e Cean R AT
IR ..o enecaniirvisiiiroreniones B v b ississsrsssstosisssas st irs il
Docu. Ne : RCH /7314 / CLINICAL / 098 (PT.0.)
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VIH-00206666 G

Mrs SWEETY DEV!
18-04-1993

"y

. ewuiygys UYes [INo, IfYes: g

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

a3yam21D (F)

8) Current Medications: [ Prenatal Vitamin 0 None (] Others: =

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

9) Prenatal Medical History:

C1 None [J Gestational Diabetes

L’ Chronic Hypertension [J Low placenta A

E Gestational Hypertension EEIRENIE B YOS BOOGHY ..o binmnobcsciivsciiniocon s st ot s
C Diabetes

riage Category: (Please tick on the category)

Fiafer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

(7 Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
pzﬂ:zzry II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

1 Category ll1: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

L0 Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)

Ef ‘Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

Signs of Early Labour/ | Discomforts of
SROM > 37 weeks Pregnancy

Signs of Active Labour
> 37 weeks

Suspected Pre-term
Imminent Birth Labour / PPROM < 37
Weeks

Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks

Hypertension > 160/110| Mild hypertension

Seizure activity and / or headache, visual :s’s:gfggfmn"d“‘
disturbance, RUQ pain symptoms

Abnormal FHR tracing Atypical FHR tracing,

abnormal dopplers
Non-Fetal Movement Diseased fetal movement
|+ Acute onsite severe » Major trauma » Abdominal/back pain - Ongoing assessment | » Anything that does not
abdominal pain « Shortness of breath greater than expected in | from out patient clinic seem 10 pose threat to
+ Altered level of + Unplanned and pregnancy : (for hypertension, blood]  maother or fetus
consciousness unattended birth + Flank pain / hematuria work) = Cervical ripening
+ Cord prolapse + Nausea /vomiting and | + Minor trauma (minor | = Out patient placenta
. ngere raspiratory Jor diarrhea with . MVG/fall) previa protocals
distress , suspected dehydration | . Nausea/Vomiting and | » Pre-booked visits (ie
= Suspected sepsis Jor diarrhea Rh and progesterone
» Signs of infection (ie injections, NST
dysuria ,cough, fever, |+ Assessment for version
chills) . Ba.shes
d. k&
Time sc.2n by Doctor: ...... 5. ....... 'l Lo #Am :
0 -
4 . @ '
Nurse Name : "PT)DJ .................................................... NUTSE SIgNALUTE: ....coveeeee s TS e eees e

Date: ‘Hq/fm Time: ... L) 7).



VIK-00206666

IP-00060602
Mrs SWEETY DEVI M
16-04-1993 33Y2M21D  (F) i :f" -
Dr. BRILATA PATNAIK Rainbow

‘BirthRight"

Your Right to a Safe Delivery

Children’s
Hospital

It takes a lot to treat the litthe.

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

(T AT

Date of Admission: .. [%!2/6 ..........

Basetige Information:
O ER
] Telugu

(] OPD
C] English

Admisf_‘; ion From:
F'ﬁ'mar.:j' Language:
Doyou fequire aninterpreter? [IYes [ No
A1 Patient

Source of Information: L] Family

Admission Desk [ Others, SPECITY .....cccoeveerereesrereirecrennrrsrassenens
AT Hindi
B SRBCHY ..o i e e s s lot s oo OB e sh e o

L] Oters, SPacilY ... it

—

Allergins: [1Yes #No 1 Medications [ Blood Transfusion (] Food DR e s smtase
’,..--'—’

Chief (.omplaints: ...............

Doctor Notified on Admission:/E‘]Vés ! q No
Name of the Doctor: U‘EQ'I‘MIPTG
Time Notified: ... 2.6... & UAD

Past I zdical History: Obtained From @%t ) Family Member (] Medical Record [ Other (specify)

¥ .

Past Medical History Past Surgical History Previous Hospital Admission

‘ \
\{J\(_& @L\C‘Cﬁ t D\'\fyﬁ‘v ‘7@5 \‘_Q),

Gynecological History:
Mo
+No

|

Gynecglogy Assessmen}: 16T Applicable
Menst_;_;:al BIBIORE i s insisastinssiimnis

Gynecology Surgical History:

Caesarean Section:/ﬁﬁd X Yes
No [N Yes

J Yes
] Yes

Contraceptives: OJ Yes
O Yes
Post-Coital Bleeding: =0 [ Yes
Infertility: Tﬁo [ Yes

If Yes Type: [ Primary [] Secondary

e F Lot snies consensesssmnmsssammsmsensiasnsmsasnsns. | BEVIGAL COYTIAGE: Vaginal Discharge:
Onset cf Menarche: ........ccooeevereeeveerrersennnes
Menstrual Cycle:=HRegular [ Irregular

Last Menstrual Period: G{TQG

Ectopic Pregnancy: TNo
ZiNo
Others: -

Myomectomy:

Obstetric History: G ... T MRl PSR e

Previc 15 LSCS: ..ooooovvvrorn {ouvieay. (dﬂ"fk ¢

Curre:ifﬁ'Medicatian: [] None [ErYes, If Yes, Fill the reconciliation form

Famil: 'History: [J No Abnormalities Detected

] Heart Disease [ Hypertension [J Diabetes  [J Stroke ~ [J Seizures [ Kidney disease

—

i Liver disease C10ther ....ccovnee.

Temp: "13‘61‘: HR: ?Q-HT") RR: Ud?"x’

Vital Signs / Measurements:

sp: 10970,

Weight:.....éQ..‘.?’f 75 Height: 1S58 BMI ...

Pain Assessment: Pain: [JlYes [INo

(If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No : RCH /FRM / CLINICAL / 151

(PT.0.)



VIH-00206666 IP-00060602
Mrs SWEETY DEVI

16-04-1093 nyYama1D (F)
Or. BRILATA PATNAIK

G A

PHYSICAL ASSESSMENT

Gener _3I Appearance: vﬁ(ealthy CTill looking [] Anxious [] Agitated EIOMEE: ..o st

Fall Assessment: [JYes €TNo  Score....l....... (complete the Morse Fall Risk Assessment Sheet)

i /_
Risk of Pressure Sore: 7Yes [1No Score.(f)alﬁ......... (complete the Braden Q Sheet)

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

C Mobility problem O Walking Problem 2o Abnormality Detected
O Jevelopmental Delay 5 Musculoskeletal Congenital Abnormality
Inforrr_ consultant for positive criteria

3
ey

NUTRI; ,JONAL SCREENING: No Abnormality Detected '
LJ{verwetght LJ Poor Appetite > 3 Days (] Needs Therapeutic Diet.
\
CJUnder Weight [ Diabetes Mellitus L] Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYC! OLOGICAL SCREENING:

alm & Cooperative ] Restless (] Depressed (] Agitated ] Confused

Inform_’;;nnsultant for positive criteria

SOCIAL SCREENING:
1.- Marital Status: [ISingle .Wffarried  CiDivorced [ Widow

2. Special Habits:  Smoker: [ Yes M

Socia' History: Lives With

{
(

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

Orient tion has been given regarding the following aspects:

§ |
Cail Be't in Reach : [ Yes o Waste Disposal Explained: ?"es CINo
Infusic:: Pump : @)ré CINo Hand Hygiene Explained: Yes (1 No [ Others

= 1
Above ‘nformation givento ..... W?)%.D eV
Name cf Person Orientation was given to: mz’& w@ﬁ?’ 06\3 ul

Orientation not given Reason: ..

. Nurse ignature: )"\ ; iZ:i
Nuse ‘ ame: . % gi}.
Date 8 fime: 3. g..... CUEU \_09"{\




PATIENT TRANSFER

FORM

2

Rainbow® . —
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the Fitle. Your Right to a Safe Delivery

VIH-00206666 IP-00060602
Mrs SWEETY DEVI
16-04-1993 BYam2a1p {F)

Dr. SRILATA PATNAIK

U TR

Date & Time of Admission

1 7126 o Fub
e | - <

Date & Time of Transfer Order

Halzs 122

Treating Consultant Name

Transfer Ordered by )

of N@@?‘P—’«

Reason for Transfer

y et

From Unit

MLeo

To Unit

ofll

Information to Attendant

Yest™] No[]

Number of Sheets in Clinical File

@

Number of Imaging Films

f’_ll‘f -

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

Yes[ 7~ ' No[ ]

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1
P

2.

3, o\

A 0O

4 ///§7

5 -

Shifting Summary / Notes Written by Doctor :

Yesi  No[ ]

Dy N raﬂu%‘

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

s Jubwerts

Patient & Clinical Records Received by : /O)\Q\\j\)
P06 ¢ - 1Pv

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

Date & Time of Patient Received :

|| Unavailable Bed [ | Nurse not Available [ ] Available Bed not ready
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--=-PERSONAL DETAILS

BirthRight

BY RAINBOW HOSPITALS ©F
Your Right to a Safe Delivery

Ref. No.:F/GYNIC/18

EET FOR GYNECOLOGY

Date of Admission :

1]7] 2624
¢ Ao -

Time of Admission :

Name : wsdh . Smeekf Deut) Age_ 23 \'f Date of Birth
UHID No. WH - s00499 76 IP No.:
Department : ARGy Consultant : D3 . S32i) C\} a P

r-=-PRESENTING COMPLAINTS

pabiedd came with <o
doys -

L,oorm(j FU) 10 View of tpwanted

I iatnama T

Bly. o' PoSITRME
HEw
Hes Ay B

CBP - &) 7(20%%
\a_ag/ 7350) 22| -

Polafo with paavious NND with \ashchild bighh $43> qfa With
Yalled medical MTP Yoz DEC & Lu_la- hﬂoec}onru.

she had Yaken medical MTP a0 93 )¢)w2b (Tab - mlﬁp—us\-one_
‘Zcomd ¥ # on 24th Jure 2024 (Ta}, N\SQFMQﬁ] 300 ngeq

(USTE] (T\ls) PQLMLs Scan daud opn f.z.[-r) %% showed |

PV 9FOH;(Q en ¢ oﬂ: since 6

O 4 "

yﬂnmﬂ .;—— S

ulerus - pulevested.

ET - |s-2rmm .
\m,qe heleztecholc
coulents \p enclmels;,

CR_),I\—L] o 49X )9 X\
em -
(velume ~s €09 m )

T 2ch Uag,cuiaakj f2om
antesies Wal s)o

Previous Periods : R ulo-&l?fﬁc' 5, Sdmfs)
LMP: 8| & [2024. - ‘P‘*d’" | no

(N

Contraception :

BT - e
| e
MENSTRUAL HISTORY OBSTETRIC HISTORY
T Y25 | FTRND
Year of Marriage : deo ‘-’Qﬁl—&,b Parity : ?ﬂ- L'z_.< i ' \1 ' TN

dats
¥ | Last Child Birth: — & Lf%db -
dysmen :

67| $Y35 | FrNvD -
Mode of Delivery : D -

R




MEDICAL HISTORY

SURGICAL HISTORY

N\

CQ’Z,U;QUJ C%daﬂe, ;D 20)9 ‘F

2024 .

FAMILY HISTORY

NOTES / ALLERGIES

MoyYher — pm (N
r--- INITIAL ASSESSMENT
Date T , of J 20 S Breasts - Soﬁ. . Local / Speculum Examination

Ht 158 wo - wy éo'w%@

BMI

BP__ 909 Mstﬁhﬂ\d}; PR -
Pallor &

cvs___ 5152 (B

BAE @

Thyroid Ne ngem-! Ej k

Respiratory System

No ‘u_rﬂt‘?_t‘, 1‘1-‘5‘1"1236_

q brm '
Abdominal Examination

sof} , mT

oy doue -

Bimanual Pelvic Examination

PROVISIONAL DIAGNOSIS :

INVESTIGATIONS ORDERED

PLAN OF MANAGEMENT

P, La iz toith P22UToud NND uwith Jajjed MTP -
| fos pilaladico ¥ Guehioge & lap g)r dubedomy .

PRESCRIPTION

— Rdwissiag
coupeal

pAC

— Paa) Pfu.{)uéu:ln‘oﬁ
NBmM
— meowtez UWials
Follow oz}

— Jolonesm <9 .

—

¥l
VI

wmise 4oo e

Name of the Doctor : s . S{J 'IQS'CJ\ , i @ .
Date: T ) 7 ) 224 Time : 12 80 AM - %’w Signature of Doctor
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60602

18-04-1993 BYIM21D ()
[ @ sainken” | @ g inpight
Hospital .Blfiﬁsuwi':f o
PROGRESS NOTES AND DOCTOR'S ORDER
ga'::me Progress Notes Doctor's Order
A1 _Pop-o C(PgctTL)
4}0?“ .
oe pt«Pc cfelc Adv
Gre feir — NB8M A 4 houss -
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VIH-00206666 1P-00060602
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1\

ZE"EE{’::::?;I”M " E?.!?fr%",:{l ‘Blrtthght"
0 Hospital | () mseon s
PROGRESS NOTES AND DOCTOR'S ORDER

23':'?"13 PTUUFESS Notes Doctor's Order
sfql4 poP-\  CDRCHTL)
et i i
py 7 cfclc — EpNormed diet
Uc Faiy ~ WIE blc@@m PV
Atebole _ Follow dmcumt
| et Bp- 193] SEMO5 | — pMopder vital
vg& PE- 1gbpm — Adeg uade Lu{dyaﬁou
4 w2 g Sle -nNAD — Armbulatiow
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VIH-00206665

I\

IP-00060602
= ‘ ...... = Mnme.r,rom RainbOWﬁI . . .
Loy AL LI Children’s (4 Blrtthght
L = e
...... a SHIFT HAND OVER FORM
Z | Diagnosis: (_}( f:fc&)'w‘* AR Any Infection: []Yes <=tNo [ Not Known
g YU“M w Iy g ’F:ug M| P /&ﬁ D) [A,,_.Jr; If Yes Specify: ........... R
7] Surgery,f Procedure: syt C Post OP Day:
2 | Date i }Aﬂ’ﬂ ; o ﬁh{
S shift W) e ¢ © .
& | Medical Condition ~ - =\ 0
X | (Any special condition to be noted): - ot W)
‘ r L
3 [ Diet NEm) | WBa (dauliu [=died [6) &g
Allergy: ! Yes<—No | Yes FH'JE [ Ye (0 | Yes[L}N/ O Yes }’NIU 1Yes 1 No
Ventilation (RA, NP, NIV, VENTI): — &5 R & (e
Tubes/Drains/Catheter: ,>Yes [1No | [1¥es [1No P Yes} 400 | ) Yes-=0 | 0 Yes 1Af0 | 1 Yes I No
= | Vital Signs: Temp: | Q867 b (¢ qg‘Z;P q&G’F__ Qe "¢
E Res: | \abod | [ahynn [@0V) [S0her | (ol
g 80: | qa /. | Qo 1Q9k ol | wy.
2 Puise: | 3a brd 02 bven RN | 3abV | ¢8|
% | |20 )30 V20 by lQOM WAl H vo|eyfs)
LOC: | Con siDU|( ocns, Condif| wudes
Fall RiskScore: | ' o1 | [r 0 ‘\\f !
Pain Score: | ' 0 o 0 |np'
Skin Integrity fiede gl p)a (b (Qadaud [3ndact | Qubed
Safety Needs: |j&Yes [ NO | ¥es [ Noy S Yes 1 No lYes C1No | ==Yés CINo | Yes £ No
Physiotherapy: |  — s — | ¥
:.-_;’ Others Specify: | Yes a0 | 1 Yes_LNp |1 Yes UM | O Ye:i-t'z‘d_ﬂf O Yes [ Afo [0 Yes CINo
8 Special Diet: |\ |3 (" aﬂmﬂ@g ded [§) %
E Critical Lab Test / Values: - — - oai] “/pll
E |Other Special Orders / Medications: |1 Yes (Mo |01 Yes (1No |1) Yestho | 1 YestCiNe | 1 Yes [Fo | 1 Yes C1No
§ PU Prophylaxis: [I'Yes J-No [ Yes Jﬁa 1 Yes o | 01 YesterNo | 0 Yes 7!% T'Yes C1No
DVT Prophylaxis: 1y Yes 2o |0 Yes 1vT] 01 Yes g | 0 Yes\o0 | 0 Yes #No | Yes £ No
ADL (Dependent / Non Dependent): O'!m“h £ = . ) A9 ed'ej‘w_
| | ‘ Wl
Post Operative Procedure Special Orders: | - o ﬁ ‘Q“t\ cit '
Handed Over By Name : PUO% 0.} 0 }LL ‘OJ_:- F{Zo\(f Mf’
Signature /1D : @qasﬂﬁl AN E)S Y | Bicihr | \oyrua—
e HUL | Y6 [83h  |glalon]
Time: 1% 3 |97 RPM) | ©B W 2l
Taken Over By Name : mc,_e{ﬂ k(;_\% Ra \C.f \'ﬁ‘m\:’ -a&() 'Ol
Signature /1D : VAN OOUY 4 @&R{l@_)ﬂ 54 g v \C }:’Z
Date: Y Haabl6 [FHb-L gty o2
-y - e ]
Time: ros L) [eSin | (@ gan £
L R ~ L] |-
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Rainbow® . .
Children's | & BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a kot to treat the littie. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: [1Yes [INo (] Not Known
g Y05 SDEBIY: -..ciivininnisiinmmnmm
5 Surgery / Procedure: Post OP Day:
% Medical Condition \
,:_5, (Any special condition to be™qoted):
= | Diet: N
Allergy: \ ClYes CJNo|T1Yes CINo|[1Yes CINo | Yes [1No | Yes CINo | Yes [1No
Ventilation (RA, NP, NIV, VENTI): \
Tubes/Drains/Catheter: u\(es [1No |1 Yes T1No | Yes TINo | Yes C1No | Yes C1No | Yes CINo ‘
£ | Vital Signs: Temp: \
% Res: \
@ Spo;; N\
2 Pulse: \
BP: A
LOC: \
Fall Risk Score: \
Pain Score: \
Skin Integrity \
Safety Needs: | 1 Yes = No| 1 Yes 01N |1 Yes ©1No [ Yes C1No | Yes ©No [ Yes CNo
Physiotherapy: A\
§ Others Specify: |C1Yes ©1No [(1Yes [ No E\Yes CJNo |1 Yes CINo|JYes CINo |l Yes [No
k| Special Diet: \
& |Critical Lab Test/ Values: \
E |Other Special Orders / Medications: | Yes ©1No | Yes 1No ;-Yes\-;No JYes [LINo | I Yes CINo ([ Yes CINo
E PU Prophylaxis: OYes CINo | Yes C1No |0 Yes C\No [ Yes CINo | Yes C1No |1 Yes [ No
DVT Prophylaxis: [1Yes T1No [ Yes C1No |01 Yes 1Ny | Yes 1No |1 Yes 11No [ Yes N
ADL (Dependent / Non Dependent): \
Post Operative Procedure Special Orders:
Handed Qver By Name : \
Signature / ID : \
Date: 3 \
Time: ‘\
Taken Over By Name : \
Signature /1D : \
Date: \
Time:
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e Rainbow Children’s Hospital - Secunderabad

Rainbiiw _ H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad

Children's =% .Telangana, INDIA ,500009.

Hospital - gy TEL NO :040-42462200, Ext 2000,2001,2002

—— WERB : https:/rainbowhospitals.in
ENT TREAT

Patient Name: Mrs SWEETY DEVI Age : 33Y2M21D
IP No: IP-00060602 Sex: Female
Consultant: Dr. SRILATA PATNAIK Ward/Bed No: N 2F-MICU/MICU 229

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

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned

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

m 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
learance. In case of failing the submission, | will pay 200/- Rs.
ceivers Signature..................)

? Guide book has been given to me anﬂ‘ﬁﬁ\:e been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient/Relative: / |

Name: g@m {'@ gf L‘ L gy Patient Address:

oL 1 H.NO:1-16/1, EX- SERVICE MAN
Retationship:  ~Hug Laeid BRINAVAN COLONY, BALAJI NAGAR,

SECUNDRABAD JJ Nagar Colony

KA :—F ":f ljé Tipe: fO "Lf C A‘L"'l Hyderabad Telangana INDIA 500087

Wittness Name:

Wittness Signature:

Printed Date / Time : 07/07/2026 11:20 Printed By : 017885 Page 2 of 2




2%

Rainbow® i

(FORM - C) Children’s ‘ BirthRight
i Y RAINBOW HOSPITA

CONSENT FOR MEDICAL TERMINATION OF PREGNANCY (MTP) Hospital s

Your Right to a Safe Defivery

\

Patient Name: ... M 25.... SKCETY.. . DevL UHID no: VIY:=.0009976.). Date: .71 o |202¢ i

LB SWeEETY Deve Daughter!w‘tfe/of e INTOSH. KUMAR,
agedabout....&%)’..&ﬂ‘.‘?:?....Yearsof..He.!\.’.9.&%.‘.&?.[.1.:.;..5).(.'.‘..5.5.?:.}&.1.'(€ MAN. BRENAVAN Colony

RALATL NAGAR., SECUNDERARAB TT5 “RIA AR oo NY HYDERAR AD
At present residing at ...............cooocerrierrren LECANUANA do herby give my consent to be

Termination of my Pregnancy at ........ R ATNROKA... HASPIIAL. o SAREHBNA.. e
Place: ...SECUNDERABAD . |

tient: Doctor: (who is taking the consent)
SIGNAUTE: ... Signature: ...........ooovveverieeeeeee
BRI i i RS 5555 s s aenn Name: ...... .................................................
Date & TiMe: ......oovreririeiriieec e, PRI TR - nissicsniimmsaninninsisisicin

i
NN Vit B son / daughter /wife of ................ocoevvooooi
SN EROE ...............o000000000000 L S I
L R do herby give my consent to the
Iermination of Pregnancy of myward ...............c.ooooovvvoviin, whois minor /lunaticat ...................c.ccocoovivoooi
L S
Patient Guardian: Doctor: (who is taking the consent)
AR s ivissssacnmissiiavimmnnvinsas ” L
Name: ..o, NaME: ..o e,
Relationship with patient: ............................. Date & TiMe: ...
DRI WO ..o coancnssvsnmomsssss s

Docu. No: RCH/ FRM/ CLINICAL/ 256



INFORMED CONSENT FOR SURGERY OR Eﬂ‘i?é’f}%",‘;’; ‘555&501%5
SPECIAL PROCEDURE Hospal|

Patient Name : .01 RS S EETY. DEVL .. Gender: O Male [Aemale  Age: .32 JEARS

UHIDNo: MIH-00099716!l [ TP~ . .. Date: 7.1 712826

Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patient is aminor 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.

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)
............... DL LATATLON.. .ANDR... .COURETTAUE AND. LAPARD S.COPLc.. BT LATERAL
TMBAL L OATTON. oo upon... MR . SWEETY. . .DEVE ...,

i
i

T T T

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

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

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

DBLEEDTI NG, . NEED. . FoR .. BLeoR. . AND...BLEOD.. . . PRODVCTS. ...
CTRANSEUSTON. . AND. IS, ALSOCLATED.. REACTTONS.. ,...LN.I?.E..C.m.r.\JS

..... VTERINE. PERFORATION . RBolWEL AND. . BLADDER, TNIVRY, VRETERTC

i e formn ot TINIVRY, 21/ CHANCE OF FATLURE RATE, PERMANENT
My signature onthis formindicatesthat  App TRREVERSTRLE Mertop , RISk OF gctopfc
1. Ihaveread and understood the information provided in this form PREG AN CY

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

3. Ihavehad a chance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery/ Procedure: .. PE... .S RLLATA..PATNALE ...

Consentee : Patient Attendant :

Signature : 5:&9.%‘1 .......................................... OIGREIENE & s svussinss \g":ff .............................

Name: .......... MRS...SWEETY..DEML.... Name: ... SANTOSH ~ KUMBR .

Date & Time : ...... 7. 7. 20.24...1.5..28. An1. . Relationship with Patient: ... JAVSBONT
Date & Time : ... Tl %) 202411520, Am

e Doctor (who is taking the consent) :

IR oo SIONANITE 2 ...srorsi T S Ers cosnnsnsansoussmsasasssasisstarmafinnsssinons

BRI i S T ——— DR: NIKNETR i

Date & TIMB : ..o

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

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



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

CONSENT FORM FOR

2
Rambow

Children’s BirthRight GENERAL / REGIONAL
Hospital .?R:nﬁow;gsgqm ANAESTHESIA / MAC

Patient Name : .......AYZ..... $A22€04. . DEAG.....ooocoeeeee, .22 yv..
Gender: MO RET- IPNo: VIH-000OA4 3 z)............. Consultant : . ‘B'T g”‘l lﬁ!ﬁ’_ﬁamﬂh
Ward /Bed No. : ... Anaesthesiologist : .-, mem

Operatlveprocedure planned : J_MWWL 'l.’ubumvwv) =H> %1 Le....

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.

[ Heartdisease [ Hypertension [ Diabetes mellitus [J Renalfailure
[ Hepatic disorders O Shock O Multiple organ failure O Polytrauma /RTA

O IncapacitatingCOPD [ Others: DMTMWIMNMWM,L@W Ypoim,-
T

+ Doctorto documentin medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT/ GUARDIAN/PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me | my patient
YT 526 VA.. . J2)................. the above mentioned operation | Diagnostic | Therapeutic procedures

| authorize and give consent for anaesthesia ({1 Regional A General Anesthesia / ] 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 : L85110 TG1998 PLC029914 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 will administer the Anaesthesia.

Pregnant: OJ Yes o
DECLARATIONBY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient /Patl)gmt ndant : Witness : ‘&Wg

Signature Signature :. s
Name : ... 5. MHU gc:u\ s Tamer S ,gﬂ SH Kum HR
Relationshipwith Patlent Sp“[ P Date & Time : '11'7_}’02/(:?“% o™

Date & Time:: ZJU}%L@M

Doctor (who is taking the consent) :

Signature : \§
Name : ..o RRNUNVANE ST B
Date & Time : ........ 2@ q’,[% ........

CIN : L85110 TG1998 PLC029914 www.rainbowhospitals.in



Z
Department of Anaesthesiology Egii?‘m\:,s ® i rthRight

PRE-ANAESTHETIC EVALUATION Hospital BY RANSOW HOSPTTALS

N takes & lot b treat the it mmnmuwsownw

Name: .. MeZ:.Cweety) DEM........... Age: B2 MY, Sex: I M«..... UHDNo: YU 20RAA THh).

Date: O"ﬂO"-P‘ 2026...... Time:..... ... Aw).....  Proposed Operation: .... &2 .@/\7{”((— WU’W’?’*D“C‘
Diagnasis: .. P?—"M s P"’WPHL AvD, & —Fﬂf!% MW MIP...
B/ CRT: \Qﬁﬂv HR: Anfua wweight: 424 AsA physical Staws: #7102 03 04 05

Laboratory Data:

U8 s DY o mesag SN g

wac ﬂt‘iw " VT OO [\ 1| DN HOV: . 20 Echo: .
Pate: 22— TSN e | FE e Bloodgmup OFQ%VMM
L R ibiamnt . LOBE Gl Tk i Other: ..

PTE iatini ¥ e LI Y | ¢ T4..
MR Mgt oo c e RENIRIR s snisia TSH --------------------------

[ TR ¢ 1 1 ¢ | Allergies: NKDA .

. Medical History: ~ CVS:  &fp Lpve DA~ Linte Yeottrazy -

RESP: o Up Congey | e\ [fever - piaetes: © -

CNS : W, N | vy | TR A5 [T id,

Renal W o BrsHAAO R [pAPiTatrs

Hepatic/GE:  LwnP 22|y — MC&«U VTP Physical Activity: WA QTS 7Y -

Others - Mo Q IVD. (Ggwm)m — MWW Pppp 0w Caw
Past AnaestheticHistory:  1Y{p QUMNCAL Centhpget. — Woole O Ansestiuia mvy lvovon,
Physical Exam:

Airway: P 1(2 4 MouhOpening: 72 Mentonyoid Disance: 5208 Neck (W) Teet vt

ngs:  LOLo¢ @ p o .

et A bE)

CNS: _ump@

. Pregnant: (JYes €'No [INA Venous Access Site : @ Spine Exam for regional : @

Anaesthetic Plan: COMAC [REGIONAL [BGA-ETT CJLMA

= Ax|4x\'2 o,

Peri-Operative Plan Explained to the Patient: e'fes o No

lau §eeA-

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

Water / ORS 2 Hours g — WAl

2. NILORAL<TS (1 o

3. Informed Consent: £ Standard O High Risk
4

5

. Post Operative Pain Management: g>-Biscussed with Patient
. Other Instructions:

Signature: E/’ ST 2L Ay Y o LN 1 . SO

Docu. No. : RCH /FRM / CLINICAL / 044
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Pre Induction Assessment:

ANAESTHESIA CHART

A%
Rainbow”
Children’s
Hospital

Tt ks @ ot @ treet the (e,

® BirthRight

BY RAINBOW HDSPITALS

Your Right tg & Safe Delivery

Change in Patient Condition:

E]Yest.l}ﬂ{

l Fasting Status: _QW i

| Physical Status:

Consent Present

#T Chart Reviewed

¢ Patient Identified

H.R: @Qfm{yv [ B.P/CRT:

1500,: Do/ O PALRR:

Bluran, -

| Last Feed:

Pre-OP Diagnosis Rolod,. L hathd

MalCA operation: 3PS, Whectamy 4 D5C

Date L?FH aﬂ:u;

Surgeon: . X35:& 1) S ,@M Maesmeszologlst 0 Vﬁ.&amn[mf Wﬂchmman N Kakent,
TIME ‘ j ) l
l Antiblatic
ﬂ-lvo’buv
A
i
. WlM\AD!fL!w Wiy
| U & PI,
f T4 s &n
l LTy Bo0d Loss "
0, Y50 I HEE
ETC0, 3 og
G [ Cace 7
mm =251 —— NHOTES ‘
33%?
Bp 204
¥ Systolic 220/
A Diastolic —
X Mean 200 - -
= Heart Rate 180’
Y:M$:2 160.'
Theat Pack by 140,
Theoa Pack Cut !20 %
100| - - 2y
80
80 |- ol By s
40
20} ]
10}
v I 1
186
LAB Valyes
Bz/sqmpmm cnecueaam Temp: n Regional:
LAme C1 Fluid Warmer | ﬁlﬂ‘“w EHfai ity SPBCHY: o
,J:!/BP @ U O cmgFim O Owarmer | w2 Pre0. Ry En&w 1 Epidural (] Gaudal
ot se\g L YL cg)lmel's O CationWool | (7 Others Others)
Ar Wher — .
s ki O Mask  [356A Posilon:
03 Arway IOl [ Nasal Site: . =
eme S e QD om Needle Size \ Depth:
ClNasal 20t Parasthesia [\]Yes [INo
03 Tracheostomy [ Topi Catheter at skin\........... ... cm
0 Drug:. m%&lum Drug Name & Coke:
Anaesthesia: O Awake £J Direct Vision Bolus;
O Nerve Stimulator wPT GA w5 Video Laryngoscopy [ Stylette / Bougle Wtusion: \
00 Monitored Anaesthesia Care & Fﬁemphc Biock Level
W\L&MW 0 Regional Blace# ... 2. atempts ... ccnmer;" \
LT Pressure Points Checked Diffcuty 'Mw"‘ :
Line (Size & Location) Tra tation fo
Eyo Care: Oove. ... PT Bilat = BS k%:cu Oicu O Other
O ?Iﬂi MD o “_l__ [ Semi-Closed Circle Relaxant Reversed 5 ONe [INA
i peﬁl;mg UL’ ’ ng’tm{o:red el Name of the Dactor .DQ.M_UU\[.@EHM’
| O Awake | D Signature of the Doctor -
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POS1-ANAESTHESIA CARE UNIT RECORD
2 @
Received in PACU by k.%M” Time Received : Q°L~5—P‘”\ Time Discharged : %{pf‘q

50 250 | 1y cannula Site : \{9))
240 240
w2 230 | [J 0, Mask O Nasal Prongs
> = 220 | [ Tracheostomy [ T-Piece
(2] 210 210
D 20 200 |1 Oral Airway L esal Airway
E 190 180
180 180
8 170 170 | Vomiting : O Yes ([ HD mwMP?'?M
S - e [MeTbe: O ves o
v :: :;g Drain: 0 Yes Ao
A 120 | Urinary Cathetes L ¥es [ No
5 o _47 1o | crestie O ves 'Q‘lf
: et : o)
- ™ | s .QL A0
B 50 50 Oral Feeds:
o 40 40
30
10 10
0 0
seo, [ 89 A
POST ANAESTHESIA SCORE MINUTES
(Moditied Aldrete Score) IN 30 160 1 90 out SCORING INTERPRETATION
ok o 2 et vy o cnconand =1 ACTMIY [ [ ]2 [2 ] AMiimum Total Score of 8 is Reaquired for
Able 10 move () extremibies voluntary o on command =0 Discharge
Able to deep breathe & cough eely =2
o s -y a9 OO 2| D! bycaptons o s, ae o be explained nthe
5P % SR8 Pk Sai: Jove PR space below by the Discharging Physician:
gi ggogl’:wmm -; ﬂ" 9 9’ 2 2‘
Fuly awake =2
wm =1 covsoousiess ? b 2-12- 2.
Pink =2
PAIN ASSESSMENT AND MANAGEMENT FORM
‘ Date Time Pain Score Intervention Signature
q-l'ﬂ,}b EI’O oof | taly- ﬁz}w@%\mﬁ 00 &
Pain Tool Used: [ NPASS [JFLACC [JWongBaker [JNPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
: . 2. For post surgical patient, patient with chronic pain, patient with severe pain
Anaesthesiologist Name : & Every 2 howsor Aol 24 hours
PRI ; b.  After 24 hours every 4 hours
Anaesthesiologist Signature: P A e ¢ Marmms it
Date & Time: PEL VR - 1 8, L%? "y el
PACU Nurse Name : . 2 A Transferred to Unit T (PACU): 2
PACU Nurse Signature: Cg Date & Time:__g;f i b Z a? VY\

Date & Time: L}IP( 26. Q—ﬂ g ’5(}9"") .....
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: ... cererrssssciecrnireces TIMEE coeensensrcsnnne. PTOCEAUrE done by ..............

CSE /Spinal /=pidural POSItiON : ..o SPACE ©..veerereerermrnesasers s senans Technique (LOR/LOS) .........cocne....
1,11 R Catheter at SKiN: .....c.cvvurveemersececerersnesse ARBMPES & voveeerereenensseseensens
Parasthesia : Yes/No if yes details : ..... R . Y

Solution Composition : .......

Any other issues :
i 53RN e e s o s s o e st b e s
b) .. ‘
Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
|
r'
Delivery Details : ~ Time : ....ovevevvrreurane APGAR: ..........ccceene.  SVD/ Instrumental / LSCS (if LSCS Details)

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

Patient Satisfaction : ..c.eeeeeeeeveeecrvsnsennas

Discharge /Shifting ordered by
Doctor Signature: ..................

Doctor Name: ......oovvrvevneenens

Dats antd THNe : . camaias i el
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R OPERATION NOTES
Surgeon: D2. Slada P | Asst. Surgeon : g
D4 Sisaihi L -

B = = . NUp T for D2 c F 811
Pre-Operative Diagnosis: F>Ll>f1 & fP2eu- Nup T falled PP Lap- i"“‘“‘ﬁ"‘%ﬁ*

Surgical Procedure : > 3 )
i Diatabon & C,u)qu\c‘c_ Wity \c.»faa},oac:yp'tc BlL

“rubec}om\j A
R&,\"Qjoec.‘ PiOC)U-L}'S DF CﬁnCtr:Hc:r) .

Indications for Surgery :

pate : 1\ 24 StartTime: oy EndTime: &g .,

Post Operative Diagnosis:

Peri-Operative Complications:

Amo_unt of Blood Loss: SO ik Blood Transfu_se.d (in ML)
Name and Number of Surgical Specimen sent for examination:

Operation Notes: . o *
peron oS —  undey anephic CondiMons . undes Qenered

Clan’}H’)eA;Cl, r:.vamF 'F\qrec) in ‘lfH’mﬁ-om\u’ POSQHQQ,
- Pants ipqi"n}ed X Aam\ooel.
= Bnterie? $ Po%l»uhv} \lc\ﬁ{na] walls selaacked tbbfr)\ci}

Sims  Speud i .
Doc. No. : RCH. i FRM / CLINICAL / 099
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— CaenMe C;.L)_eHcﬁ e c)onp ' U.Z)in\)q Ovurn %:» CFFQ y
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Hemoslaris  secuzed -

2 thessne eleuatns }D\qrecj !

cne 16 mom  Supan wmbilica) pea) f:,lqceoh g

Pneumm lbeb;!’Oheum (A alec .

= sne S mm ey !G}e&d peal mlcnce_r_lf

r

[ !
R!L {:Q!.)c}oi'cxn foubern identified .

% Folh Hubes leq-t’év;t.ﬂcl-‘ﬁ cul .
= Hemo Stanis  secupod
- f‘o-i}ca closed .
- Tah: PMiso Yoo meq PR kﬂf\'-
Post —ep asdern NBM x Hhouss
w)f b\t@"n‘j P\
T)lo chosh'ng
d

monitet yrtaly .

Follow déuf} ¢thop)- .
Iuﬁn-sm P K

L 5 ANSST

Name of the SUFGEON: ........ccorerveviemnmrrrarisisiesieesiseasasisasasacans

Signature of the Surgéon: M‘
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tarly Warning Observation Score Chart - Obstetrics

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

2\l

101112 1011112

RESP
(write rate in |
corresp. box)

] T S i i S
L] 1 _RM1 __JAdHGH

»

L[| 144] HAdk9q idalaaHA gl J&AL | (A0 | kAl | B~

Saturations

Administered

L

'f“l

7, dwap

¥
ki

i

0 (L

< 35

170
160
150
140
130
120
110

100

aley Weay

90

Al

R

80

1=
o

70

)

40

190

180

170

160

150

140

130

o~

120

18] 4

110

]

anssald poojg 21jo1shs

T ’q’

10

2Inssald poojg 21|0lselg

a9

NEURO

|

Alert

RESPONSE
[v]

Voice
Pain
Unresponsive

URINE
mis / hour

> 30
< 30

Protein + +

Proteinuria

Protein > + +

i

Normal

Lochia

A NG TR VAT TR U
Heavy / Foul [N ;.

Liquor

Clear / Pink
Green

TWeT oo gt &

TOTAL YELLOW SCORES

L=

©

TOTAL ORANGE SCORES

o.
0 (@] e

o) ©
o o)
2L gl &

Nurse [nitial

Docu. No. : RCHBH /FRM / GLINICAL / 053



Obstetrics and Gynaecology
Early Warning Signs

7

4

\

Complete a Full

1 Yellow Alert :
Repeat Observations
in 30 minutes

A

-

Set of MEOWS
Observations

o

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

~

-

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

* The Modified Early Warning Score (MEOWS)
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Early Warning Observation Score Chart - Obstetrics

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

\-:![\D—(J Date
CD Time | 8191101112121 1]12|3|4]|]5|6]7]8]|]9]10]11]112|]1]|]2)]|3)14|5]|6]|7

> 30
11-20
0-10

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

40

39

38

37 2
36 " \
35
' <35
170
160
150
140
130
120
110
100
90 \
80 i X
70 Q| N

RESP
(write rate in
corresp. box)

Saturations

2, dwsa]

aley Leay

40

190
180
170
160
150
140 X
130 X
120 L N
110 b
100 X
30
80
70

—
anssaid Poojg J1joisks

50

130
120
110
100
90
80 N
70 .

60 '3 b
50
40

NEURO Alert | P | A |

RESPONSE \::aiil:f
[¥]

Unresponsive

‘—
8inssald poojg ijoiselq

URINE > 30 o
mils / hour <30

Protein + +

Proteinuria -
Protein > + +

Normal /.
Heavy / Foul

Clear / Pink
Green

TOTAL YELLOW SCORES A
TOTAL ORANGE SCORES )

Nurse Initial A

Lochia

Liquor

Docu. No. : RCHBH /FRM / CLINICAL / 053



Obstetrics and Gynaecology
Early Warning Signs

” B
1 Yellow Alert :
Repeat Observations
in 30 minutes
. ¥,
3 5 i A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
Y A \. J
(- N
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
% »

* The Modified Early Warning Score (MEOWS)
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It takes a iot to treat the Bbe. Your Right to a Safe Delivery

_ FLUID CHART |

Sheet No. : @ ...............

1. All measurements in ml.

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

Total 24 hrs. Intake

__ Docu. No. : RCH /FRM / CLINICAL / 092

\

Total 24 hrs. Output

Date | Time cﬁaﬁ'ﬁﬁ% Route NG | Diarrhoea | Vomit |Drainage | Urine T:gr%:'grigg- p?li]?;'é
Mouth LV N.G
08:00 am
09:00 am
10:00 am X
S (1100w [\GNTZ D ol o |
}(}\ 200pm | B { 2L hese Ly Sowy | © "nf,%r 4
000 | N Pmlp @ | bl Sowf | ¢ 7T
Totalintake: Do \ Total Output : (OO A o
0200 | NBL R (|1 noand waa' > JY0)S
ﬂ\? 5300pm | \NAWL R 1 | L0 Juf Dwfl © ¥
O[040 | B L] 00w WIS
N\ 05:00pm | 4\ %8 \O'Dm( | © &
06:00 pm _ugp Dwy | © %h{ﬁg@
07:00 pm ﬂg‘o_@w' 18 2 L o
Total Intake : AL Total Output : M e
08:00 pm ) v
\Y; 09:00 pm N ¥
o [rm] AR
11:00 pm &Kv Q—m'
7 [ 1200am T 1 LA
01:00 am V.
Total Intake : Total Output : "
02:00 am
J" 03:00 am \Q&. Vet
S [o400am ol “ 1 o T wuad
X [os00am =) s
06:00 am 3
% 07:00 am il = \ g'})u-
Total Intake : Total Output :

N
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Your Right to a Safe Dﬁhl\o;(—y

AT ) Hospiml,

Sheet No. : ............. e, A\, P
eet No ‘D‘A}

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

Intake ' : T
Date | Time | Nawre Route NG | Diarrhoea | Vomit |Drainage | Urine T:t:?a?'rtt}ig_ Sign.
of Fluid : ge [ Unine | "Score | Nurse

Mouth LV N.G

08:00 am £33 %a \/
0900am | A B\
1000am|
11:00 am
1200pm| ' 2
01:00 pm

Total Intake : \ Total Output :
02:00 pm 3 S
03:00 pm N
04:00 pm \
05:00 pm K
| 06:00 pm S \
07:00 pm STV | > P
Total Intake : - ‘\\wﬂ’“ \ Total Output :
0800 pm S e abe N
09:00 pm N e B S
10:00 pm — \

11:00 pm

12:00 am \

-

01:00 am \

Total Intake : ' Total Output : e
02:00 am N~
03:00 am |
04:00 am
05:00 am

06:00 am

07:00 am
Total Intake : Total Output :

| Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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1t takes a lot to treat the litte. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
DR AIERIRS: ... - (L lm’[ 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)

shitting From: ... /TN L8 Shifted to: .......... O e——
Mo et ey | i) | o e | ey | SATOOE | sion
i | Teg . muLTiurramrd] d47Ae PO :’:;3 el7 |Oc =Be
2 dc OODC
3 0JC [IDC
4 0JC [IDC
5 (JC [IDC
6 L1C [IDC
7 JCc [IDC
8 (JC [IDC
9 LJC OJDC
10 [JC [IDC

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

Doctor Name & Signature : @DRNEJ:’\HLTH

Date & Time : TIGP%%Haoﬂm

Nurse Name & Sign)’sture: 16.

Date & Time : ﬁ?/%]gﬁo,ﬁ\w

Docu. No. : RCH /FRM / GENERAL / 090
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Dr. SRILATA PATNAIK Child i Birth nght_
AN Fipapital ~ | () msooom:

1t takes a kot Lo treat the litthe. Your Right to a Safe Delivery

\

"

MEDICATION RECONCILIATION FORM
Drug Allergies: ................... L — T%t 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: ........... N Shifted 10: ... aN&
S.No (aeusmgﬂﬁftl:%#:r Il.EETTERS) (m[!.)]?rsnig} (Po,?a?;l,]g:, v) | FREQUENCY lﬁi?equr?:: ?gﬂ:’%‘ﬁg
1| T.PppacerAmoL| +am| Po Hgo::w )26 | &€ D00
2 | T.PANTO PRAZ0LE | FOM( po ;':r;(:{ 71 Pe o€ 0oc
3| T- C€E FUROXTMc Soom¢| PO .-f':urﬂlf 7'1]?4 ot 0oc
4| T. OYclo FENAC | comg| Po Hi?w ]~ || € TIDC
5 ¢ doc
6 (JC [1DC
7 ¢ moc
8 CJC DG
9 ¢ Coc
10 (JC [IDC

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

Doctor Name & Signature : %ﬁgeyoqe—.gHNﬁﬁT

Date & Time : 'TIT’WMTPW.

Nurse Name & Signature: Km

Date & Time : ;fL%LQBOCBL

Docu. No. : RCH /FRM / GENERAL / 090




.. Signature

Name

VERIFIED BY

VIH-00206666 =
unowertvory Rainbow® . . -
18041998 33vamz1ip  (f) Children’s Bll'tthght
Dr. BRILATA PATNAIK - Hos pita| . BY RAINBOW HOSPITALS
AT DRUG CHART 7= e
Date of Admission: 7‘717’02"‘ Drug Allergies: .................. N ?,.;'ﬂa'knnwn any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
DRUG : %?;Zb

Dose Route | Frequency |Start Date|

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date»

DRUG : Tigne

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Datey
Tl[_rle

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (PT.0)
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UMMM~ ;eouaerescemons oo G2 wara™

? DRUG: T- PARACC TAMoOL %;2% v%\}
Dose | Route |Freguepcy |Start Datqﬁ: ' { 7
3 1am| Ppo H%ﬁy‘tl‘ﬂu*m

g

- CHISARL
M+ bR Yolc =

ﬁ Name & Signature of the Doctor [
Starting the Drugs: A
™~

H‘ Additional Instructions: Y'Y

)

P

Daily Doctor’s Endorsement by a Sign

DRUG: T- PANTD PRAZsLC %‘t’aﬁ\x

Dose Route | Frequency |Start Date .
oY o

4domly PO | Bayy | T % 55

N,

Name & Signature of the Doctor

Starting the Drugs:

M bR xloqe&\-lwm

Additional Instructions:

ﬁmagj %ﬁg £

Daily Doctor’s Endorsement by a Sign

Date® Y&
| DRUG: T CCFUROxTMe [PAeRh [

Dose | Route |Frequency |Start Date \('0 ) A

721

so0ng Po | \ioodu| 11120 /]!

Name & Signature of the Doctor

Starting the Drugs:

M DR-You ¢ SHINART

o 1
Additional Instructions: \O (&
Ry

m
E

Daily Doctor’'s Endorsement by a Sign

DRUG : T. TR AN DL %?:,? //
Dose Route | Frequency |Start Date y A -
lwomg| Po | ospy leHod = 1
Name & Signature of the Doctor // /J/
Starting the Drugs: ‘\5\; =
5 D mvivt i = s N
- = Y |
Additional Instructions: P DO AM: VIO b b THA—
P OR v |2

Daily Doctor's Endorsement by a Sign

Page: 2/4



— T T - 4w — T

L

iz
Rai b; i 80802 Ref. No.: F/HW /DC/RP/INPR /05.2
] Y
2 e 4 et e 0 RILATA PATNAIK
i 1L e Pl Wl iy
REGULARPRtscﬁﬁnIONs [
DRUG ‘THE-DICLOFE AL o \@qﬁ
R Dose Route | Frequency | Start Dt. 6 63}-

xomyg | P 5;H€%f03%1¥,h«\//

Name & Signature of the Doctor
starting the Drugs:

DO MVINECTHA - [ /i@?

7)

4

Additional Instructions:

\©
L]

A]

Daily Doctor's Endorsement by a Sign.

Date»
DRUG : =
Ime
Dose Route | Frequency | Start Dt
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
Date»
DRUG : -
Time
Dose Route |[Frequency| StartDt. [
Name & Signature of the Doctor
starting the Drugs:
' Additional Instructions:
Daily Doctor's Endorsement by a Sign.
Date »
DRUG : ——
ime
Dose Route |Frequency| StartOt. |

Name & Signature of the Doctor
starting the Drugs:

| Additional Instructions

Daily Doctor's Endorsement by a Sign.
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Hospital VIH-00208868 IP-00080802
s 2 5 v e Mrs SWEETY DEVI

——————————  18-04-1093 BYam220  (F)
atient Name o SRILATA PATNAIK |.P. No. Sheet No. Wards Weight (kg)

Date»

Time

\\

Ref. No. : F/HW /DC/RP/INPR/05.a

‘GULAR PRESCRIPTIONS

DRUG :

hd

Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

Date»
Time

DRUG :
Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

Date)
Time

DRUG :
Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

Date»
Time

DRUG:

Dose Route | Frequency| Start Dt.

Name & Signature of the Docto
starting the Drugs:

AGdILIONal Instructions

Daily Doctor's Endorsement by a Sign.
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e T P No. Weight (kg) | Sheet No.
STAT / ONCE ONLY DRUGS
DATE TIME MEDICATION g g ROUTE | SIGNATURE | NURSES
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Children’s

Ref. No. : f W sweervoen o Hospital | sirthagn
Patient N nbm:?m FATN?I: pawe o |.P. No Welghth(kg] .I‘.Sn:eei‘::w
S | 11T NIIIIJI -
_ ...I / ONCE ONLY DRUGS
DOSAGE & OTHER

DATE TIME MEDICATION INSTRUCTIONS ROUTE SIGNATURE | NURSES




VIH-00206666 IP-00060602
Mre SWEETY DEVI
16041993 3YamM21D

Dr. SRILATA PATNAIK

Weigm.(??{?‘@:... Ward. )1 (<O

lllI]IIIIIHIIIIIIIIIIIIIIIII IIIHIII

Date» .
TIU‘lB _L NI.H"S& Sig I Nurs& Sig. | Na.us‘n:slr Sig. I Nurvs‘t_sr Sig.
Dose Dose Dose Dose
DHUG . Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
Dose Dose Dose Dose
Route Start Date
Dr. Sign Dr. Sign Dr. Sign Dr. Sign
58 0se Dose
Name & Signature of the Doctor . o o
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Dose Dose Dose Dose
Additional Instructions:
Dr. Sign Dr. Sign Dr. Sign Dr. Sign.
t
VARIABLE DOSE ‘?IE‘:; I Nurs& Sig. Nurs& Sig. Nurs‘e‘ Sig NLIFS‘Er Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Dose Dose Dose Dose
Route Start Date |
Dr. Sign Dr. Sign Dr. Sign Dr. Sign.
Dose Dose Dose Dose
Name & Signature of the Doctor
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Dose Dose Dose Dose
Additional Instructions:
Dr. Sign Dr. Sign Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
— Dosage & Other "
Date Time Medication Instructions Route Signature Nurses
TNy CEFOTAXIME Lerm Tz
72 12 'SVpey [ AFTER TEST Dose) ﬁ
Tr02e] 1 g TR foma 2y | oy [ A=
' [INT METOCLOPRA . |
T[4\ ¢ 1o “Mrpe | lomaq v | < —ﬁ\_;
717 5 52 TR8 « MIso pROSL 260 M€ - @, |
1205 g 5‘ ;\
-¥,¥ ‘, §d P"\ s, MISe PReSTOL LHbo MGy PR, %‘ R'_;‘L-%,
; INT. MOoR RN & 2 v ~ [
oHot | 1Pm W E e
orloa |\ -200m_ | WI-Coeacerhme Yo e b Pﬁ;yi}m
ofloa |UHSPm | LupPTRAMAD o, lov w4 P L‘;r e
0HOD |Luepmupp. PICADFErnc Lov w9 PL b h%/L
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18-04-1963

Or. SRILATA PATRAIE I.V. FLUIDS CHA eight. 0.9 /. War 11
T . R s’ e
. " _mmggnmpegﬁs;nﬂgpm?i l;‘!\i ﬁﬂn " Route Flowuﬁatel Dg_;tor NSq;se Sl'ilate of Dé:lctor Nurse
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VIH-002088¢8 IP-00080802
Mrs SWEETY DEVI

18-04-1993 33Yama2p W
Or, SRILATA PATNAIK LS Rain bow . _ .
T oot ® | I 2t

SE 0 e |
NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

Date: % ’;H 2 Time: Omm

0 D % 4 ot eight: JELUY  \eight 8’023'
Food Allergies: "'N;"/f‘
Diagnosis: F:Q lafo U‘S G’-&’-‘[Q.P\mfpd“mmﬂﬁ .................................................

~
Medical History: ..........cccoenuv.. }\'\\ ...............................................................................................................................
e
Surgical History: ........ C,M@l ..... B s e ———— R
[ Vegetarian 4 Non-Vegetarian 1 Vegan

Diet Advised: @égfs:igd( ...........................................................................................................................

Patient's / Attendant S Dietician’s

Signature: ............ e ....... @& .......................... Signature: L ................................................
o

MBS ciiccisiasiissciommmmmmomisiniansasss sivsmmsssmivimsadisiciasiiss Name: .vf. ............ o555 AT —

Date & Time: ........ g {qlgs ....... H A’M ..... Date & Time: ....... g\%’{’)\b

Doc. No. : RCH/ FRM / CLINICAL / 186 (PT.0)
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Date

Time

Notes
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ESTIMATION SLIP Ela\ii?cll,;?!:’s’ BirthRight
Hospital _ | () sseonicims

ate

Lém%*tmmm’m" VItH-00 0999 k. vo. ‘3813

Jame of Patient : NWV g WQQFY\ DLUJ.
ather's / Husband’s Name : 'WY i SW\ M
ddress:‘l/w Phone : 8% 1-@) 7 .')q %

Age: 531?"( Gender:F—
Corpnrate/Occhpaﬁn: P’V r

Email :
Procedure/Plan: D% ¢ 'F (Tu.bﬂ C J’b—W-'f DOS :
MODE OF PAYMENT : [ SELF \G-TPA : ) O GIPSA : 0 OTHER
TARIFF INFORMATION : P MLQ&Q Pa:ﬂnafilﬁ—
ROOM 3 DAY
C‘AMY GW SW TSW ' y DLX NICU PICU MICU CARE
R NNZA)
g B / ? o
Dectore®ee |1 v ) T IR
Lts SR Y =~ | §¢00] FGUAR)
PARTICULARS AMOU'NT( <)

L
Surgeon’s / Anesthetist’s Fee / O.T Charges 5 ’ :f—‘
O.T Consumables

Lnstrument}‘harges

w Cnnsnmableswggﬁons S

l%*hol %50 (P ).

¥ Subject to approval by TPA/ Insur/ ance Company

Not Covered by TPA /Insurance Company
41-As per actual — Not Included In Estimation

W o

- ment Monitor : &50’0 | Oxygen: i \l Infusion Pump/Syringe Pump: Q;O,/ J20
g':::rges Ventilator Conventional: HFO-SLE 5000: HFO-Sensormedix:
Phototherapy | Single Surface: Double Surface: er Triple Surface:

it gyt it o 4 iﬁ'As per actual - Not Included In Estimation

Package : @ e
[0 MM -DK, PSB-IE| T - 120, pD-2608, [ilad-2>0p)

_____ Minimum Deposit / / mu f 4

REMARKS : ¢ }gfL

The estimated amount may change according to duration of stay, medical condition, investigations, pharmacy and any other procedure.

2. The estimated surgical charges may vary subject to Surgeon’s decisions / Complications / Patient’s requirements / Modes of Proced
Thorocoscopic, etc) / Unilateral to Bilateral Procedure.

3. In case the patient is shifted from lower category to higher category, all charges for the consultant visit, investigations, operations and/or procedures from the date
of admission will be according to the higher category.

4. Room eligibility is purely subject to TPA approval and the Package/Room tariff starts from the time of admission.
f,/'l’gporﬁonaie difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and

e (like Lap “i—’:“:

y 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.
7. During Non-working hours of O.T (8:00PM to 6:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not covered by
TPA / Insurance Company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the Financial
Counseling desk between 9 am to 6 pm.

8. Diffegerice, if any between the final bill amount and amount permitted / approved by the TPA or total bill amount in case of denial from TPA has to be paid by the
ert. In case of denial, cash tariff would be applicable.

’Bo attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted in the rest of the categories of rooms. And no attendant is
permitted in ICUs.

10. Tariffs are subject to revision.

11. Kindly check your billing status on day to day basis at IP Billing Department .

DECEARATION
1 -CUJ {’L}'Ll )] t’.»u\' have attended the Financial Counseling desk and understood the e costs and other conditions
applicable. In case Ll'gTPA/ Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge, I promi th with the hospital.

s oty

Signature of the Client

w p‘Fé,
Signatory Relationship

Sigrl(l‘ggf,f-e Financial Counselor



