Rainbow Children's Hospital - Banjara Hills
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z @
Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangan
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Children’s P
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ADMISSION SHEET

ORI R

Registration Details :

Admission No : IP5-00176166 Admit Date : 09-Jul-2026 Admit Time : 06:03 PM iUHID : BAH-00661087

Patient Details :

Patient Name - Mrs KASTURI BABY NAGA ANUSURYA Age :49Y6M8D

Guardian . Mr KASTURI NAGESWARA RAO DOB : 01-01-1977

Gender . Female Religion

Occupation Martial Status : Married

Address (H) - H NO 18-54-9, AMMAVARI THOTA Nuzvid Phone No - 8500911728/ 9440983739
Krishna Andhra Pradesh INDIA 521201 E-mail . SESHANK.K@GMAIL.COM

Admission Details : |

Bed Type : MICU Bed No : MICU 426 Ward Name : 4F-BIRTHING CENTRE

Room No : MICU 426 Admission Type : First Visit

Contact Details :

Name - Mr KASTURI NAGESWARA RAO Relationship : Husband

Contact Address : H NO 18-54-9, AMMAVARI THOTA Nuzvid Phone No : 8500911728

Krishna Andhra Pradesh INDIA 521201 [

\
&Signature

Doctor Details :

Dactor Name : Dr. SASIKALA KOLA Specialisation OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00
INSURANCE CO LTD

.d Date / Time : 09/07/2026 18:08 Printed By : 015284 Page 10f 2
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It takes a lot to treat the little.

MEDICATION RECONCILIATION FORM
Drug Allergies: ................ s N\?DA ........................................

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)

. . o
BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

»_?ﬂ known any Drug Allergies

L RN T R AR SO, i T O T S
0| et LT | (oo | | e | LASTOOSE | i
) =T h ywsvenm wpes| PO »D q Hl% [1C~2BC

2175, - 0olme 4ot Jro“;J f ['a oD ‘7},’}}10 Dc’/m/oc
3 Oc 0oc
4 Oc [IDeC
5 0Jc ooc
6 Oc Ooc
’ OC Coc
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10 Oc Ooc

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

Date & Time : 7]0:1" .3.&......} ...... \/} A SDPA

Nurse Name & Signature:
EE . ... commississvitrsmmnscns OX\"H%QG’PW .....................
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Sheet N ........ REGULAR PRESCRIPTIONS Welgrt .............. Ward
0RUS : ~T. PArTOLRA2RLE Tips &ty

Dose Route | Frequency Starf Dt.

oy o [6°F ol ¥
Namd & Signature of the Doctor L
Starting the Drugs: e M T

Ov b |

Additional Instructions:

\\

. Daily Doctor’s Endorsement by a Sign |

DRUG: ") . PARACE T M 01_?@2:@\" AR
Dose | Route |Frequency |Start D), N /]

@ vy Lol 110 | bl /T

Name & Sagnature of the Doctor

Startmgthﬁ; \U-ZL "S:\/\/
)

AV

Additional Instructions:

t7

df

Daily Doctor’s Endorsement by a Sign

; Date»
oG] D)efofENAC [T |
. Dose Route | Frequency | Start Dt.

vl [o | BD | Jo|3Pu

1
--./

"Name& Signature of the Doctor 2 ()
Starting the Drugs: { AR
DDV —~
L A o™
Additional Instructions: =4 1 !
! @f
: lljt'-\ 1&_<0 \ ‘
Daily Doctor’s Endorsement by a Sign i R |
DRUG : Darep

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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BirthRight
. BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Wekght.......5 500

DRUG :

Date»

Tine

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Dose Route | Frequency | Start Dt.

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

v

Qate

T{gne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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DRUG CHART |
w
Date of Admission: .........}.. [Q W Drug Allergies: ..........o...... NLLDA ....................... /Zﬁot known any Drug Allergies
|

FOR THE SAFETY OF THE PATIENT

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDi‘bATION ORDERS.

GENERAL -
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instru%tions.
- 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 subseque#t 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 supplerﬁent 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 ]‘ime
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Ord‘er Policy.
S0S / PRN (As Required Medication)
. Dater ‘
DRUG : Tige |
Dose Route | Frequency |Start Date ‘
Doctor's Signature |Valid Period| Pharm. '
|
Additional Instructions: |
[
|
5 Dater
DRUG : Tige :

Dose Route | Frequency [Start Date |

Doctor's Signature | Valid Period] Pharm.

Additional Instructions:
|

DRUG : pate

A4

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118
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BAH-DUbBIVE! GA
TURI BABV NA
M?ﬁﬁ;n oyemen  F)

\“\\“\“\“\\\“\“\\\\\\\\\\\“\\\ REGU\I;AR PRESCRIPTIONS  Weight. ... Ward. ... QRS
e e

Dose Route Frequency Start

Starting the Drugs

(vl 4
<90 IV | Rp i,%ﬁl‘*
Nargg & Signature of the Doctor ‘ VS [k

'
Additional Instmcfﬁ? 0 i %ﬂ

Daily Doctor’s Endorsement by a Sign

naueg:_!‘ M TR UM - %Efﬁ,'o\ ,
_Dose | Route | Frequency |Star| Date N\ /| I
oy | W | Trp | L2 | XBETR

NameJ& Signature of the Doctor T M

Starting the Drugs: ! )
@ TR A /‘Q’
1"‘1\9‘4( O N

Additional Instructions: () 'I-XV L J

Daily Doctor’s Endorsement by a Sign

oRUG: [ "hwm poter P
2

Dose Rou Fri quency |Start Date

flo[ 0 D 9,»ﬁﬁ7a

Name %& Signature of the Doctor

Starting WS:
S‘Y&A—J&« .

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater

DRUG: T, OlMO(‘f‘OW? Timern o
Dose Ro Frequency |Start Date

4on oD | gfy 4

Name & Slgnature of the Doctor DWW

Starting @r}uﬁs F
M 3

Additional Iistructions:

-

e\

N

BIE
35‘!(

Daily Doctor’'s Endorsement by a Sign

Page: 2/4
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Mrs KASTURI BABY NAGA Weight. .................. Ward. ....
01-D1-1977 49YEMBD (F) |
Dr. SASIKALA KOLA Date>
o ige g [ [ [
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. | Dr. Sign.
I
ROUte Sta it Date Dose Dose Dose | Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose Dove Dose | Dose
Dr. Sign. Dr. Sign. Dr. Sign. 1‘ Dr. Sign.
|
Additional Instructions: o - i [
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date» ‘
VARIABLE DOSE Tlg'le l N“'s,ﬁ, Sig Nurss Sig. Nurs; Sig. Nurs& 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. Or.Sign. | Dr. Sign.
|
Name & Signature of the Doctor pose pose Dose | o
Dr. Sign. Dr. Sign. Or.Sign. | Dr. Sign.
I
[
Additional Instructions: o . . | e
Dr. Sign. Dr. Sign. Dr. Sign. ‘ Dr. Sign.
STAT / ONCE ONLY DRUGS |
-
Date Time Medication Dosage & Other Route || Signature | Nurses
Instructions o
[ QN Lou Cﬁ:
\g\‘ﬂ \ 30 'Cl‘ P ) X D \v | Qi
\o¥ | A~ “TOkuo-
m = ‘ U\)\‘ (A \
% W
o\t [1oygem- "‘j PR E oL ) | o % :
o\a |1rsotn [\ et ¢ N L
V0|~ . W) & o\
\a N iy it | 4 QoS
| \M\}
\0\4' 1250 em | \Af e e A0 ' v =
—2 ﬁ ‘o\N\ ! QW
|
|
|
l
[
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Mrs KASTURI BABY NAGA

01-01-1977 49YEMBD

Dr. SASIKALA KOLA

i

F)

Il

L.V. FLUIDS CHART

WBIGIL: wouunssminisss Ward. @)L.

oot

oy

Date Time v fposition of_ LV. FLl.llid . — Flon\;vvﬁ?te Dgic:r?r hg:;]‘;' SI?:;; i?ll;] D;cg:}tgr NSl:;sne I
(If infusion, mention mi/hr = Mcg/kg/min. etc) L \’0
2 WV 120 . o \ o
5 (6PRR C Ok”cﬂ oo, P
p - O o P
M AN qvf\ 2 Jj
o \}‘,ﬁ“
@ | \oreec N%QW)W%WM
\ﬁ‘;>= g & <
: \ w
Wé@wmmﬂVWMMmN;M
N - (ﬂé“ Ll
\}\r’
oy Eindef e \ATA eV | oudd Vo W (\/‘@\.‘L :
oy - L |\ LA
S RINGEE ACTATE [ (W | jpob | g0 ol
§® \%\'\ L& &gﬂ‘s
FINLEE VACTHE |7 Q: £
% w

Page: 4/4



BAH-00661087 IP5-00176166
Mrs KASTURI BABY NAGA
01-01-1877 49YEMID {F)

i

8

Rain'l*ﬁ;w”

ildren’s | @ BirthRight
I"“ Chlid{'ens | . Ir g

Hos p tal BY RAINBOW HOSPITALS

It takes a lot to Tul the littie. Your Right to a Safe Delivery

TELEPHONE / VERBAL ORDER AND |

CRITICAL RESULT REPORTING FORM |

LI Telephone Order l//CQerer _1 Critical Result Reporting

Name of Reporter: ... !.Z..»TE[Q..' ...... -

A.  Order as per Medication Chart [ N/A Route Dose | Direction If Any
V Critical Result Reporting T N/A
mdioiogvjothers/ If Anv) [ Intervention for Critical Results?

e e |l | RO PROC ORed)

e ‘
Order Recipient Response: Please Tick Yes . No
Write Down by the receiver
Read Back by the recipient
Confirmed by the reporter
Receiving by: Ordering Doctor Signature
Name : Qc?g A Su/ﬂ—&nd_ﬂ Name :
) |

Receiving Time : |0 f’m Date: ) / :7, | 24 Signature Time : Date: / /
Signature: . A |

r g ‘)' |

Notes for Telephone / Verbal order: !
1. Verbal Order is for Emergency Situation only.

2. Doctor should sign the order ASAP but not later than 24 hours.

3. This form shall be placed in the Doctor Orders Part.

\ocu. No. : RCHBH /FRM / CLINICAL / 142
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BAH-IJI)BG'!DBT 1PE-001761 66

: '
Mrs KASTUR! BABY’NYA‘G - .

%
-01-1977 3 =
oS Rainbow”

: °"\ﬁ’\“\i'i\\“iiﬂ\i\i\i““\\h\‘\i\\\\\“\\ MULTI-DISCIPLINARY PLAN OF CARE FORM ~ Ghildrens | @ BirthRight
Diagnosis: FD_ Lgfﬂ) ?A{UL’)-L ] ﬁ’gg,uzm'jﬁ'r\—uw'o\

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

Ji
. %‘*‘;‘: Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification
O Medical O Initial o %.,g, » - B ¢ I C’] ;y A{D{ (1 Nursing
wﬂj Nursing ] Modified : (’"a t)mCLJ’ '7 8 00 O\W‘u\“ﬂb 7 %————H Others:
oo O Others: Ca-Per-Op A A )PMM:“ /dvuj\'\ 0B
™ O Post Op
O Medical |~ Initial | A O Medical
: _ av a = 1o 2edule 4 P 5 Acded
A _Nursing 0 Modified #ﬁ( Od ; d) O?)‘/l LB Q [0 Others:
0(\ .| O Others: O Per-Op Prxie 1 M ?‘n '-Ct]c i i DCU’\CV \\ i o L
Qo*\\"’ O PostOp |- J_Bﬂ;‘x‘e:%j ,Qu_f\,u\/ |
O Medical | O Initial - O Medical
1 Nursing £ Modified - : [J Nursing
O Others: O Per-Op O Others:
O Post Op b L
0 Medical O Initial ; ) Medical |
O Nursing O Modified s O R e TERRaS MU R
O Others: Bl 1 T 1 Others:
e LR O :
O Medical O Initial ; * Medical
C Nursing O Modified T Nursing
= Others: O Per-Op = Others:
O Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040
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"

Pul‘ O

Patient's / Learner Language: ....

T

INTERDISCIPLINARY PATIENT
/ FAMILY EDUCATION RECORD

Patient / Learner Literacy: D/Bead [ 1 \Write [ ].Speak

"2
Rainbow”
Children’s
Hospital

It takes a Iot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Daner;

.BirthRigh’t"

Willingness'to Learn: [ Yes [@¢No ' Healthcare Literacy: []Yes T No

Identified Education Needs:

13. Risk / Safety

1. Diagnosis 5. Medication / Therapy (safety, effects/ side effect, interactions) 9. Nutrition / Diet 14. Activity / Exercise
2. Treatment and Care Plan 6. Discharge Medication 10. Fall Risk Education 15. Social & Rehabilitation Needs
3. Pain Management 7. Infection Control Measures ; 11. Safe use of Medical Equipment / Implantable Devices Safety 16. Special Discharge / Follow-up Education / Coping Skills
4. Informed Consent 8. Diagnostic Test/ Procedures ' i 12. Patient's / Family Rights i 31 SRR SO . LN S TSRS B
Part - Il
Use codes from the list in part Ill
, Need ; ‘ Designation /
Date Time Identified Information Taught T P Comments Signature
Person Taught amning | yeaching Tools | to overcome | Understandin
¥ _ g Barriers d barrier/s ’
Rt Jrsadrr \.u-t],\
Tfobi| o= | Drogrs, K T R
rd
- | ¢ PO d- | Indearfor conbol meatues | Prls ‘ O I l O Si\
Part - lll: CODES
Who was taught: PT: Patient F: Father M: Mother S: Spouse Sn: Son D: Daughter C Caregiver O e (SPECHYY SRt i e i s it
Learning Barriers:
1. No Leamning Barriers 4. Language Barrier 7. Impaired Thought Process/Cognitive limitations 10. Financial Difficulties 13. Cultural/Religion Practice
2. Physical Impairment 5. Educational Level 8. Responsibilities at Home 11. Beliefs and Values T OINBIS: (SOBOINY ... i sisinsissismsaisssosssmmassastrasiuiiatasssyedoranss

3. Emotional Barriers

Desire / Motivate to Learn 9. Cultural Differences

12. Impaired Vision/ or Hearing

Teaching Tools Used:

A: Audio

D: Demonstration V: Video 0: Oral

P: Printed

1. None

2. Obtain translator

Mechanism/s to overcome barrier/s:
3.
4,

Reassurance & Support
Teach Family / Others

5. Respect values & beliefs

7. Other, Specify
6. Respect Cultural / Religion Preference

Understanding:

1. Verbalizes Understanding

2. Demonstrates Understanding

3.

Needs Review

Docu. No. : RCHBH /FRM / CLINICAL / 040
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BAH-00661087 4 -
Mr- KASTUR! BAB:;"‘S s |1 Z .
o TR Rainbow @

Bl ot | @i
OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admlssmn @H{[&O‘SX’
Baseline Information:
Admission From: O ER [ OPD (L Admission Desk [ Others, SPECIY ......ccoovmricnicnininiinissnnssnnse
Primary Language: =Telugu ] English [ Hindi e SPREHY ... oniutnnsidi e
Do you require an interpreter? [ Yes ‘a‘ﬁo BYBSSPOCHY .........onneeemescesssmasserssinssasenssasasssassspussarnssenssasssisssasasasasassesasnsiesisnss
Source of Information: ~ \LPafient 1 Family ONNCINL e B s neiirisimies s sassiisitin
Allergies: [ Yes {00 ] Medications 1 Blood Transfusion ["] Food T 0 A S -
HYES , IABIY ...........ovceserersserssenssssessasssessesssrassssiassssssssssssssssssssssssassas st b e s A 48 s e RS R 00
IS ..o ovinsinorne o tinaiion im0 Doctor Notified on Admissio—="Yes _'No
kaﬂ\{“ft* .......................................................... Name of the Doctor; .....L0G...es 0y ‘”d{"*
................................................................................................................... T8 NOHeE: . o 22 P
Past Medical History: Obtained From {+Patient [ Family Member I Medical Record L[ Other ORI ... .o it
Past Medical History Past Surgical History Previous Hospital Admission

aore OQO @'q

MW)‘Wd D& ¢ | L

Gynecology Assessment: [ Not Applicable | Gynecology Surgical History: Gynecological History:

INENSHUA HISIOTY: ....occccuinioaiaisba v siaann Caesarean Sectiony [ANo [ Yes Contraceptives: (_Q No [JYes
................................................................. Cervical Cerclage: [INo [Yes Vaginal Discharge: [ INo [ Yes
Onset of Menarche: Q&%Mﬁl ......... Ectopic Pregnancy: [JNo []Yes Post-Coital Bleeding:—&iﬂ/o [ Yes
Menstrual Cycle: C+Regular [ Irregular | Myomectomy: JINo [Yes Infertility: CONo [IYes
Last Menstrual Period: ...........ccocoonieiiennnens Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G ... P Q ...................... L T A e

s SR S Rl SRR S LR S R S

Current Medication: 1 None [y Yes, If Yes, Fill the reconciliation form

Family History:_~TNo Abnormalities Detected
[] Heart Disease ! Hypertension L Diabetes [ ] Stroke [ Seizures  [|! Kidney disease

(1 Liver disease B, T e e T i [T NN
Vital Signs / Measurements: ~ Temp: ..Q?ﬁ.é HR: ....Lo< .. RR:.20........
BP: LP\/H’D Weight: ............... Height: .......... BME ....ooovvnesen

Pain Assessment:  Pain: [ Yes ,_’7)406 (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCHBH /FRM / CLINICAL / 151 (PT.0.)
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Mrs KASTURI BABY NAGA

01-01-1977 asgyemsp )

i

PHYSICAL ASSESSMENT

General Appearance: 'Zﬂgalthy L1ill looking [ ] Anxious [] Agitated C10thers: .....ooooeeeeieeneieenan,

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
LI Mobility problem [1Walking Problem “*TNo Abnormality Detected
LI Developmental Delay (I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: Ao Abnormality Detected
! Overweight [ Poor Appetite > 3 Days L] Needs Therapeutic Diet.

I Under Weight ] Diabetes Mellitus | Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

/Z Calm & Cooperative [] Restless "I Depressed L] Agitated U1 Confused
Fi1 R e N AN . o et e v e S T S

Inform consultant for positive criteria P
Cultural & Spiritual Needs: [ Yes m TS IENY . i bt Inform consultant for positive criteria.
SOCIAL SCREENING:
1. Marital Status: [ Single UrMarried [ Divorced ] Widow
2. Special Habits:  Smoker: (] Yes (4o Alcohol Abuse: ' Yes Mo Drug Abuse: [ |Yes "HNo
Social History: Lives With ............................. . . UL&bCU)Ol ............................................................................

Orientation has been given regarding the following aspects:

Call Bell in Reach : .L7Yes [ No Waste Disposal Explained: ~+~1Yes 'No

Infusion Pump : ers INo Hand Hygiene Explained: 'j Yes [ 1 No L1 Others
Above information givento ............... PCU({S-O’* ................................

Name of Person Orientation was givento: .......... Rob ‘j ...................................

DNRIIDTOL D B i e
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CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

early Warning Observation Score Chart - Obstetrics Wb
\U

Date i 2 bA
ql# Tme |8 |9]10f1f12/1]2(3[afs5)6|7[s)o[wofarfa[1][2{3)a]5](s][7
RESP = _320 ‘
(write rate in &
corresp. box) 11 -20
0-10
i 94 - 100 %
Saturations <94 %
Administered 0, (L/min.)
40
39
= 38
3 37 2( - e Pa
no 36 q‘ "”))E ‘b\r ,l\u 3= []
35 :
<35
170
160
150
140
130
g‘_3;: 120
2 110
» 100 : 164
T 90 i -
80 X : 5
70 7 ]
60 |
50 [
40
190
180
170
160
w
G 150
=3 140
T ® 130 .
2 120 115 Qr
=3 \ 11
- 110 B i - Ta? e
] 100 . A = \
= 90
> 80
70
60
50
130
=2 120
wy
g 110 )
5 100
l % 90 / :
g 80 N4 22 % g
3 70 : / ] Ty L
e - T
5 50
40
NEURO Algrt ] ] I | I l | -l:P" | ll-_’ I | lﬂ i
RESPONSE Volcs :
I ‘/] Pain
Unresponsive
URINE > 30
mils / hour <30
i P Protein + +
Proteinuria R e
. Normal &
Lochia Heavy / Foul
PR Clear / Pink
a Green
TOTAL YELLOW SCORES '8 )
TOTAL ORANGE SCORES & e il ©
Nurse Initial £ 7 =

‘\



Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

N J/

T e i 3

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes

3 7 - ®
»

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

3 .

* The Modified Early Warning Score (MEOWS)
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[ Dr. SASIKALA KOLA ainbow . 1 2
ST children's | S BirthRight
L H oS pit | . BY RAINBOW HOSPITALS
It takes a lot to treaf the littie Your Right to a Safe Delivery

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT

\ \\ e TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIM

Date d= S ot
\Q Time | 8{] o)f10[11ffia) 1 f2] 3 |fa)s](e )7 |8 Y a0) 12][12|T ]2 [(3)@Y 5 [(6) 7

Al > 30
RESP 31-30

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

94 - 100 %

Saturations =04 %

Administered 0, (L/min.)

40
39
38
37
36
35
<35

2, dway

170
160
150
140
130
120
110
100
90 = § [

80 Al W

70 i L | %
60
50
40

aley Leay

190
180
170
160
150
140
130
120 ; ) 3 I 4 v
110 LV/4 T 1 * 1\{”?,. = \
100 i P

90 R L4
80

70

60

50

.
anssald pooj|g 1jo1sAs

130
120
110
100
90 -
80 4y = / (w 2 .
=

z i P —— T

50 i
20

2

P —
aInssalq poojg JNjolselq

NEURO Alun = i 15 A Tal T T Ti% [y

RESPONSE yoice
[v] Pain
Unresponsive

URINE > 30
mlis / hour < 30

3 : Protein + +
Proteinuria .
Protein > + +

Normal

Lochia Heavy / Foul

{aatior Clear / Pink

q Green

TOTAL YELLOW SCORES c ¥ i e
[2]

TOTAL ORANGE SCORES 0. 7 T
Nurse Initial i &

N2

s

Q
o 2
&=

5%3‘2!

©
e

P
oo g




Obstetrics and Gynaecology
Early Warning Signs

4 N
1 Yellow Alert :
Repeat Observations
in 30 minutes
4 ¥
¢ Wl 3
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
s & s 7
¢ )
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
; monitoring
R ‘ : Y,

* The Modified Early Warning Score (MEOWS)
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[FLUID CHART)

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

‘.Hospital

| It takes a ot to treat the little.

\

\ =
Rainbow® S -
Children’s ‘Blrtthght
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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.

3. 24 hrs. total to be entered in the kardex in RED.

| vsie |

g Nature '
Date Time of Fluid

' Thrombo-

_ : : o
; ; 4 : phlebitis
Diarrhoea | Vomit | Drainage | Urine | o

Nurse

Mouth LV N.G

08:00 am

“

09:00 am

10:00 am

11:00 am

12:00 pm ]

01:00 pm

Total Intake :

Total Qutput :

02:00pm

03:00 pm

: 04:00 prr’

: ’Uﬁ)ﬂ pm .
/ 06:00 pm Hore

a\? [o700m o

L =1

Total Intake : Tokun

Total Output :

08:00 pm h’)zb

!
|
|

09:00 pm

1
\

G\\Pr’mzoo pm

11:00 pm 0

:

12:00 am

01:00 am o

Vs

Total Intake : . _\ (5 Jo@n.

Total Qutput :

02:00 am

[T

V :00 am
\O " uwan| AL \50] (o

LA o A Lg

\J'—-—"“--.._d-'

05:00 am M B! lQ’E{_
06:00am | o ( s 13

07:00 am NBM T AOA

T =2

/7

Y
Total Intake : l\ﬁM { ;

Total Output :

¢,

Total 24 hrs. Intake ML’

Docu. No. : RCHBH/FRM/CLINICAL/092

Total 24 hrs. OQutput
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LTI

%

Rainbow® )

Children’

Hospital

It takes a lot to treat the fittie.

FLUID CHART

s .BirthRight"
BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

\O l%\u

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.

Output

| vsite

Intake
; Nature
Date Time of Fluid Route

NG

Diarrhoea | Vomit | Drainage

Urine

Thrombo- 5
phiebitis | Sign.
Score Nurse

Mouth LV

N.G

08:00 am AR

09:00 am

10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

03:00 pm

04:00 pm

\

05:00 pm

/ /

NJ

06:00 pm

e
{

07:00 pm

TR [y Ol Ol

(_

Total Intake :

Total Qutput :

08:00 pm ¢

| ‘

09:00 pm

s |O

=

DT

10:00 pm

¢

*1 11:00 pm

12:00 am

% € & o U
% ng —-‘3 1 <3§‘ § <>A/7

I

01:00 am

Total Intake :

Total Output : \ ) —

02:00 am

0300am | L\ 106w /

04:00 am

3

05:00 am

06:00 am

v

L/W*’é

07:00 am

Total Intake :

Total Output :\)

=

-0

Total 24 hrs. Intake KV})(_QM

Docu. No. : RCHBH /FRM / CLINICAL / 092

Total 24 hrs. Output

0O-N\ M-D
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BAH-D0661087 ! Rainbow®
ainbow . 3
wensTmBASTIALL Children's | @ BirthRight
KOLA i i BY RAINBOW HOSPITALS
Drlllsﬂﬁmm]““"m I” ‘lM“"\I NURSING CARE RECORD llikgasugliamlm . Your Right to a Safe Delivery
Shift: [ Morning @ﬁﬁtemoon (] Night Date: ....... C{_[:f [‘91’&5 ...........
d - ’ b ]
LT AN S ST s S o atieqt complaint foe aod . A S !@I’:f .............................................................................
P LSKMainiain Airway and Oxygenation \S@ieve Pain & Discomfort ‘Cﬁainlain Fluid Balance [ Improve Activity Tolerance ] Maintain Good Nutritional Status ] Maintain Skin Integrity
S Maintain Personal Hygiene Prevent Infection [ Meet Elimination Needs \4"Ensure Safety ] Early Ambulation Reduce Anxiety [] Patient & Family Education
S | [ Identify Potential Complications B 1 e e o T i
Time Plan of Care Time Implementation Evaluation

3 ogcesl +he Potient condifion o auc®ed the Pt condifion
%‘PV : ; E-PH ik Aads -—')?a*ge;;\ holle
30 ~% montt- vitorls - Mok
8 = Q,d/ﬂs«) . Carnrelodh o olore

-  Canmulation

Ly 19 & e . i
{M > Lade ¥ - P Bosicld Fde. mallly :
- 4mbulateN ' 2 _prmbulation done \
Naes ~ |
QZ;M —> o chout Mo r\ﬂ ?rzz %I[O ot MOV\KM

T R M S S IR I o A e 1o L o R

Nurse Signature: %L ........................

Docu. No: RCHBH /FRM / GLINICAL / 148,
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m 01 191'7 49Y6M9° F) Rambow .

i NURSING CARE RECORD | (oot

Spbndod, oo

Shift: [ Morning [ Afternoon ()J.N@m Date: ....
ABSEESIBNL ..ol vciiiivinissssiammminiassnadTos Ly oo L ST
........................................................... T R Y W T AL DR N
o | [ Maintain Airway and Oxygenation (] Relieve Pain & Discomfort [C] Maintain Fluid Balance (] Improve Activity Tolerance [] Maintain Good Nutritional Status [ Maintain Skin Integrity
§ {1 Maintain Personal Hygiene O ction [ Meet Elimination Needs —~——Enstre-Safety ] Early Ambulation Reduce Anxiety “~—Patient-& Family Education
< Identify Potential Complications RN CIINOS SROBIIE. oo i o e R e A A SR AT A e S S s e S SR e s
Time Plan of Care Time Implementation Evaluation
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It takes a lot to treat the littie. a Safe Delivery

KA
ALY
;i;f—t/ET Morning f}@on [ Night

AT ..o oroosiansinghisiodobisboghvus sessiionil Jp p(
(] Maintain Airway and Oxygenation [] Relieve Pain & Discomfort ~t1 Maintain Fluid Balance ~1 Improve Activity Tolerance [=Maintain Good Nutritional Status [] Maintain Skin Integrity
DWn Personal Hygiene < [ Prevent Infection (] Meet Elimination Needs [ Ensure Safety (] Early Ambulation Reduce Anxiety [] Patient & Family Education
[ Identify Potential Complications o e T U L T SR
Time Plan of Care Time Implementation Evaluation
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Re-Assessment:
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NS NS RR i SOS SRS S N0 ey [0 ST, B TN | NN NERS S ARSRON SSTLSRIRNY, s (PRGNS 1y s ! LISCSIISIRE: SIS T SR N PO TY Iy

......................................................................................... RS O T L SN,
NUFSE SIgNatUre: ...........ccoomun.... et Nurse Name: ..................... {CUN’\:SL CADM/) Date & Time: /Ob[lz@é?zn?
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ﬁ

A
anAH 00661087 IP5-00176166
KASTURI BABY NAGA )
01-01-1977 49Y6M9D i o §
Dr. SASIKALA KOLA ' E?ll?(?ow . BirthRight-
ildren’s
| . BY RAINBOW HOSPITALS
Your Right to a Saf‘e-[l-elwpr

T

i NURSING CARE RECORD Hospital _

Shift: [ Moming [ Afternoon /f(ght P E

Assessment: .

e | [ Maintain Airway and Oxygenation 7| Relieve Pain & Discomfort O /Mﬁin Fluid Balance ] Improve Activity Tolerance ] Maintain Good Nutritional Status [J Maintain Skin Integrity
§ [J Maintain Personal Hygiene [] Prévent Infection [J Meet Elimination Needs (] Ensure Safety ] Early Ambulation Reduce Anxiety [l Patient & Famnily Education
S | [ Identify Potential Complications [ AT AEDOCHN. . ... covsdues rengrninessasnmeshpran snrsmsrsbbinsssdionsnonsan st anmbnsne st nsane nAthar vasamenisonsa et sy

Time Plan of Care Time Implementation Evaluation
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Re-Assessment:

.................................................................. P RN T RO R o R L

Special Notes: ...................... Q‘JA ................................................................................................................................................................................................................................

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

EMC( Date & Time: \L’ébéQ&){gm ..........

~
Nurse Signature: .............. ﬁﬁmﬁ ..................... Nurse Name: ...........ccoo... o AL A g A L TR
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It takes a lthmmem

NURSING SHIFT HAND OVER FORM - WARD

Treating Doctor: ......... Oe.. . gtw*M .......... Department: .............. QB..K........; ...... Date of Admission: . 31[9?6 "
Z | Diagnosis: = Ct-Any Infectmn; [Yes &0 [ Not Known
'q::‘ F b 2 f>-#7 M If Yes Specify'tl .............................................
=
= O\’/

@» ez, d,ﬁ . Ny
S | Area & aP »0%7 Qg), UO 'Y
3 __ ShiftTime ‘ 24 > NJ‘ ;w\ *55 \\Q;W
g Medical Condition ‘ o
= | (Any special condition to be noted): N NY (\/\(>' Q oY
Allergy: O Yes ONG |0 Yes LINa 0 Yes @Na {00 Yes (1Ko |0 Yes<TNo | O Yes C1No
Tubes/Drains/Catheter: 0 Yes (NG| 0 YeseNo | O Yes (Mo | Yes /m}%,No [ Yes }z'ﬂo O 'Yes O No
Vital Signs: Temp: | qv.(F AghO O(ﬂt\( a3 IP Qx-1P
" Res: | 20 y ok SN 2 | 10
= SP0; | gay. | |o® +| oqul |14/ || \oo)
g Pulse: | tockln| OO Be3930| AKbh
2 BP: | g l4o [WRIAA] oy | 10170 [ \1p\p
Fall Risk Score: ~D 90 % || Ip
Pain Score: | © N O 0 | ©le
9 ’ \ | P
Safety Needs: ij, w@g}g\w N YA | Sl
o Physiotherapy | Yes CINo (O Yes?D—h‘E O Yes CiNe+O Yes E}Nﬁ O Yes,2'No | O Yes 0 No
S G _ |
3 Others Specify: | 1V \;&/ NA | Wt
= Special Diet: | Yes NG |C Yes [ No | [ Yes Lo | O Yes P’No (B Yes/{No C'Yes TNo
= |
8 |Other Special Orders / Medications: W - |
= W\t\\)\ \ o am f\-wf l\k“’
Post Operative Procedure Special Orders: I ‘y NQ" {u} N
o i i
Handed Over By Name : ,yﬂ’ ,9} W P,\j//'? gj\ '\\47
Q 9\}. B Q-G
Signature : TR % 6% A
Date: a \${X% .‘ﬁ\?}\w \DW% ol% W\
Time: 20 | opan | 0 Eues (0230 (P¥Owy
| © i i |
g 5
Taken Over By Name : L}}r‘y&/y \@*é ?W w ‘ _
Signature : é a/, - A /‘-%
Date: oLVl Yol o™ \old [\OR [, /2~
Time: gt | Ly %M\ @3"\“ %W

Docu. No. : RCHBH /FRiA / CLINICAL / 097
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Patient Sticker \ Children’s . Blrtthght
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litthe. Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
TROMINIG DIOIOE St e s By siusastausvsstevonbus sosenvisntnn L TR S L TR Date of AMISSION: ...........cocrveerrisces
Z | Diagnosis: Any Infection: [1Yes (INo [ Not Known
= iy
= B YOR SDEDIN. £ somssinsiasinssagininuaiiy
=
w
2 | Area
% 3 Shift Time
% | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes CJNo | Yes CONo | Yes CINo | Yes ONo O Yes CINo | Yes CINo
Tubes/Drains/Catheter: 0 Yes CINo| D Yes ©No | Yes CJNo | D Yes CJNo | Yes CJNo [ Yes CINo
Vital Signs: Temp:
= Res:
E Sp0;:
@ Pulse:
2 BP:
Fall Risk Score:
Pain Score:
Safety Needs:
- Physiotherapy | Yes CINo|C Yes CJNo |1 Yes CINo | Yes CJNo (O Yes C)No | O Yes CJNo
=
= -
g Others Specify:
= Special Diet: | Yes CJNo () Yes C'No |CIYes CJNo | Yes (JNo|C)Yes CINo | T Yes CINo
E
8 |Other Special Orders / Medications:
3
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature :
Date: f
Time:
Taken Over By Name :
Signature :
Date:
Time: /

Docu. No. : RCHBH /FRM / CLINICAL / 097
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Dr. SASIKALA KOLA Child!'en's Bil’thRightm
R CHECKLIST FOR THROMBOPHLEBITIS Hospital _ | () zmonodiu:
albbl 10/7
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE W T E TN I m T ET N T mMTE T ® Remarks
. No signs of phlebitis /
1 |V site appears healjhy Obenrve;dtiantil 0 (D) O N o
sk One of the following signs is

evident : Possibly first signs of phlebitis 1

2 | = glight pain near the IV Site / / Observe cannula
* Slight redness near IV Site ANy Tanisl ol

; ;mei'dm_f”""w'"g Signs Early stage of phiebitis / -
Pain at IV site Redness Tagis O WY o e ¥
Q\IJIi :;;? e s b s Medium stage of phlebitis /

—4 Pain along Path of cannula -I?esr;e Catnnula Consider 3

Redness around Site Swelling T—— RS A
2&3;;? gr:g"ngréﬁgiaag? s Advanced stage of phlebitis or

5 Pain along Path of cannula the s_tan of thrombop[llebnls/ 4
Redness around Site Re site Cannula Consider i
Swelling palpable Venous cord Treatment e & i
All of the following Signs are
evident and Extensive : Pain Advanced stage of

6 | along Path of cannula Redness thrombophlebitis / 5 L ek
around Site Swelling palpable Initiate treatment Re site o R i TR SN e
Venous cordpyrexia Cannula ¥ 3 ONE Bete s o

A e ~ Signature of the Nurse ¢ Mmﬁ Foyw, L

——NOTE: P_HIEBTrtii;g_reater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours

Signature of Shift In Charge :

SIOTAIRIG - ......c...coo00nitd )é:_, .............

Docu. No.

: RCHBH /FRM / CLINICAL / 137

Signature of Ward In Charge :

post removal to detect post infusion phiebitis.
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~Tick (¥) whichever precaution taken.
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.04-1977
04-01-19 BY RAINBOW HOSPITALS

R Morse Fall Risk Assessment Form e | @

4
: ‘ o
Choose Highest Applicable Score from each Category Date / Time | cf H[&C’ a 26 % :/Ré Fall Risk Grading
Score Rpend pro RPM PN B 7
History of Falling Yes 25
(immediately or w/in 3 months) No 0 o) ” Bisk Lifvat Morse Fall Score Actlon
MFS
Secondary Diagnosis Yes 15 1< (< 1< ke
(more than one diagnosis) No 0 : T
Furniture 30 Standard Fall
Low Risk 0-24 )
Ambulatory Aid Crutches, Cane(S), Walker 15 ik Precaution
None /Bed Rest /Nurse Assist 0
IV / Heparin Lock or Saline ;es 200 20 20 @,Zj Implement
° Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Preventhn
GAIT / Transferring Weak (uses touch for balance) 10 et
Normal /On Bed Rest /Immobile 0 0 @ implement High
Forgets limitations 15 —— Risk Fall
Mental Status A High Risk > 51 :
Oriented to own ability 0 O © IPr-te\:enn?n
Total Morse Fall Scale Score: 20 9D 20 TR YRR
Signature (mePu{

WModerale Risk (25-50) Apply all low risk intervention and

Risk Level and Interventions (] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) “T7 Hourly safety check
| Ensure patients use their prescribed eye glasses if any, in the hospital | Assess patient after visitors, leave to ensure safety measures in place
" Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
/'/‘/USB safety straps on stretchers and wheelchairs while transporting patients (] Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCHBH / FRM / CLINICAL / 006
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)
] l | | 1 1 l 1 |

gl:l—|—

&

0
No Hurt

! 1 I 1 1 1 I I 1
2 3 4 5 6 I 8 9 10

Wong - Baker (Pediatrics) Above 7 Years

© B DD ®

Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
; ’ L Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and . ;
Activity mgveg gasilyy R qurth. tenge ' Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
il Content, relaxed hugging, or being talked to, Difficult to console.or comfort
Consolability t, dishractitle
Neonatal Pain, Agitation and Sedation Scalé (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 : | 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally fo | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuti gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR, BP, 830, | stimuli variability from normal for from baseline baseline, $a0,less than or
Hypoventilation or | baseline with stimuli | gestational age Sa0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
TECOVETY fighting ventilator

—
=




BAH-00661087

IP5-00176166

Mrs KASTURI BABY NAGA

01-01-1877

49YEMID (F)

Dr. SASIKALA KOLA

f

IR

PAIN ASSESSMENT FORM

Rainb:';w’
Children’s
Hospital

Jt takes a iot to treat the litle.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Pain Score ! ! ) Modifying | Patient / Family j
Date Time (0/10) Location Duration Acuity Character Faclors Educated Intervention Sign
O ) Continuous | [ Acute (] Sharp (] Dull [ Increasing | [ Yes Ve
o i : - : ; , : = DUNAA_
'\_E) ;}/ :}Py-,-) s ) Intermittent | ) Chronic [ Aching [] Burning | (J Decreasing | [ No £) M OJIL el
{ W‘j [~Continuous 4T Acute rﬁharp CJ Dull I{Increasing O Yes M W /
{5‘( /,L lop 4 b ] Intermittent | ) Chronic (] Aching [ Burning | [J Decreasing | [ No h'\‘-\
0 / (] Continuous | [ Acute ] Sharp [ Dull ] Increasing | [ Yes P-{ 0‘4&&0/ ﬁ)"
f:' / }\ gﬂ,\ lo | MA~ | O itermittent | O Chronic (] Aching [ Burning | ] Decreasing | (] No ﬁl)féuﬂqjsfu

[] Continuous | [] Acute (] Sharp (] Dull [] Increasing (] Yes
[ Intermittent | [ Chronic (1 Aching (] Burning | [] Decreasing | [ No
1 Continuous | 1 Acute ] Sharp (] Dull [ Increasing OJ Yes
(] Intermittent | (] Chronic 1 Aching (] Burning | [] Decreasing | [ No
] Continuous | [] Acute . (] Sharp ] Dull [ Increasing ] Yes
[] Intermittent | (] Chronic (] Aching ] Burning | [ Decreasing | [ No
[] Continuous | [ Acute (] Sharp O Dull [ Increasing | .[J Yes
] Intermittent | [ Chronic (] Aching ] Burning | ] Decreasing | [ No
[] Continuous | [ Acute ] Sharp [ Dull [ Increasing [ Yes
(] Intermittent | ] Chronic ("1 Aching ] Burning | (] Decreasing | [ No

— - ~{ [ Continuous | [J Acute | [ Sharp [ Dull | [ Increasing [ Yes
(] Intermittent | ] Chronic [JAching [ Burning | [J Decreasing| [JNo | s - ot
[] Continuous | [ Acute [] Sharp (] Dull L] Increasing ] Yes
[ Intermittent | CJ Chronic (] Aching (] Burning | [] Decreasing [ [ No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours
€)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

b) Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention.

(PTO)



'PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstefric and Gynecology)

] 1 | 1 1 l 1 |

OO

No Hurt

Hurts Little Bit

I 1 I I I I 1 B
3 4 H] 6 7 8 9 10

Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More Hurts Whole Lot~ Hurts Worst

SCORING
CATEGORY
0 1 2
Far No Particul ! i Occasional Grimace or Frown, Frequent to constant frown,
ce 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and 4
Activity moves easily forth, tense Arched, right, or Jerking
&
Moans or whimpers occasional Crying steadily, screams of Eobs.‘ L
Cry No Cry (Awake o asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement | (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremitiés | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BP, 830, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting _vantllator

i
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CONSENT FOR BLOOD TRANSFUSION UDOT BN BirthRight

Your Right to a Safe Delivery

A~ usuRY A
NameMVSkﬁsTuﬁ,BﬂBNPs(aﬁ Age: . M4.9..... Gender: Male[] Feoat6l |
‘)

UHID.No : QP\H-QOB{;]U‘ZC},— Date: ‘]1‘-}]90%

IR O o= -

Type of Blood Product: [ Fresh Frozen Plasma acked Red Blood Cells | [] Random Donor Platelets
] Cryoprecipitate ] Single Donor Platelet ‘D Whole Blood
] Albumin ] E&;l,ﬂlood Cell IS O i it

e
I l}(ﬂ'ﬂ““‘ . gob‘g [\J"j '\_AN’NVB‘ hereby give my consent far whole blood transfusion or
the blood components as part of treatment of myself / my patient while being admitted at Flaibbow Hospital. | have been
explained all the known risks of transfusion reactions. | have also been explained that the donor blood has been screened
for Human Immunodeficiency Virus antibodies, Hepatitis B surface antigen, Hepatitis C antibadies, Malaria and Syphilis. |
have also been explained that transfusion transmitted infections occur even with screened blood, especially if it is in. The
“window period” and also due to various other infections which have not been screened for. Lalso understand that any
blood components transfusions carries risk of transfusion associated reactions, fluid overload etc. which are generally

rare. The same risks apply for multiple transfusions too. ‘

The doctor have explained to me about the alternative for this procedure that ... 1V.. 3@0"\1 : ‘“)QU“O‘M; Gl

S R AR O S T

All the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treating me / my patient in
the language that | fully understand and | accept the same and give my consent for all transfusions (the whole blood / or

blood components Packed Red Blood Cells, Red Blood Cell, Platelets, Fresh Frozen Plasma, dryoprecipitate efc.) tome/
my Patient during he present hospital stay and treatment. i

Patient (Or Patient Relative / Guardian): Doctor (Who is talking the conlsent)
Signature:Ji.:B,.Jm/.ma. NﬁmAqmg T Signature: .. % |

Namek@ikm«kd)‘jm%%ﬁ“w‘%mme ..... WO*U@«L ...............................

Date & Time a” A|26247, ScoopA Date & Time ...... "]} '&)1.4 ....... D RIP......
Witness |

L W e T LR W S S ‘

Name:......... U\m"“g":" .............................. |

Date & Time .. 4, W2k  ap . X

Doc. No. : RCHBH/ FRM / CLINICAL / 014
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i ' BirthRight

I g @ Hospial | @z
BLOOD PRODUCTS TRANSFUSION MONITORING FORM

Date: "Q"}"?/L ........................................ Time: ?ﬁm ...................................

Blood Group of the Patient: ........ O h‘u" ......... BlgofiGroup on the BIood BaD: .....cc.cnuidastininimmiinisnsisssssmsiossasi

Blood Bank Issue No: ....... lt‘).ti}.’..?.f.(?. ............. Date of Collection: ....{ Q—éf% ....... Date of Expiry: 233U

Date & Time of Starting Transfusion: [04'%@2?3”’\ Planned duration of Transfusion: ........ l\‘\Y .........................

Check for Correct Unit: (]  Correct Patient. =T

Blood products cross checked by: Nurse 1: ...........a WY MY Nurse 24 ..o idvi (LUYV\@\ ........
Before starting transfusion vitals: Temp: CUEJL HR gbk RR: lf} BP: /QO/DO Sp0, /QO?‘
PLEASE MONITOR THE FOLLOWING:
: Blood Any Any Any Any Other
Date Time HR | Temperature o s Sp0,

Rash Rigors | Breathlessness | Problem

(o2¢ | M | DU |Gy oL | l0ofdo| l60Y-| — | -7 — -l
lalglsp 5Mn |28 | QIE (olldo| oy | — | — || — 43
lols . 30 Min 2% | 9T6&ollgo | per|l —| — o 1
loladoy 30Mn |3S | U~ | oo/ | looy.| | — | — =
mlalel 0Min | 4L | AT 6F | [00fpy| lod) — e BB
ohiod 1% (8¢ [ OE6F Jiogpn | o] - | |
obisd "M B | qesF(elgRrtos | — | 4 |

Name of the Nurse: .................. ISV EIVEOA .
Signature of the Incharge-Nurse: ............. @,_ ........... Signature of the Nurse: ................... @2/ .......................
Date & Time: ....L0.78=24...@. 20V ... Date & Time: ......... (6-4-24..2. 2000.....

Docu. No. : RCHBH /FRM / CLINICAL / 078



Rainbow Hospital Blood Centre, Rainbow Childrens Hospital
D.Nu.8-2-120/103/1,2,3.4 & 5, 1st floor, Sy.No.129/11, 403/P, Road No.2,
Banjara Hills, Hyderabad, Telangana State
Lic.No. 46/HD/TS/2018/BB/G

LEUCO REPUCED BLOOD CELLS LP

Qty. 260 ml, Prepared from Whole human blood collected in 63 ml. of C.P.D.A,
Solution.

HIV I & 11/ HBSAG/ HCV - Non
reactive

VDRI - Non reactive

MP - Negative

NAT(HIV | & 11/ HBSAG/ HCV)- Non
reactive

Unit No.: BAH26-01430
Blood Group: O Rh Poesitive

Rh POSitive Collection Date: 16/Jun/2026

Expiry Date: 28/Jul/2026

1) Administer Without Warming. 2) Shake Gently Before Use ’%) Do Not
AGE Ay Medication. 4) Chcos Blesd fwaun an [ abel 5y
Group ar-' Name Before Administration. 5) Use Sterile Transfusion =

With Fil - Mencnse Without Prescription, 7) Do Not Us: <1t
N e BctwLen 2°Ca6°C 9)
MR
4S8 RT

There it
Appror hont Atyiiga'

rﬂm

}derdh
410

% 3% Roug
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T A Chitdren's | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

BLOOD PRODUCTS TRANSFUSION MONITORING FORM

Date: ...\ ’4’% ............................................. Time: ............ (OLLN o
Blood Group of the Patient: ....... OM .......... Blood Group on the Blood Bag: .......... Q M ..................................
Blood Bank Issue No: @("’7/(’ ................ Date of Collection: 9"626 ...... Date of Expiry: 02'&”
Date & Time of Starting Transfusion:q.fgt%.c...?:.\.Qi{)mlanned duration of Transfusion: ......... 3

Check for Correct Unit: L]  Correct Patienty 4~

Blood products cross checked by: Nurse 1: ...... ¥ LAAEA PN i Nurse 2. aben SR L e i iiivins
Before starting transfusion vitals: Temp: 4\3(\{/ HR..3Y.. RR..I%.. gp: . Jlo[%0  spo, oo
PLEASE MONITOR THE FOLLOWING:
. Blood A Any A Any Oth
Date e Sl R Preg;)ure S Ransyh Rigors Breathlggsness F?r!cf:blerﬁr
a6| SMn | BY |A36f |tlolYo| 7| — | - | — "
alglse| 50 |9 gt (F [ [lof| ~| —|  —| _
Alalag OMn |80 | AFE | | (o] — | —~ 2
alated 30Mn | 3¢ | 996L | MMy | jos). | ~ & - .
alalog) M |40 | 93(F /x| toss| = ~ | = o
alaiod |89 [qsef [tovimlear| ] ] 7 ] -
alby '™ |a0 af 3P| i3l (oo | — | - = -
G T RN A S T e N RSOGO SRR o0 SN IO R RO

Name of the Nurse: ............. S DGVSSEON ...
Signature of the Incharge-Nurse: ........... @/ ................ Signature of the Nurse: ............... @ ...........................
Date & Time: . 4.6.:26.. S Lof™M....... DasdTite: ... T4 e \offa .

Docu. No. : RCHBH /FRM / CLINICAL / 078



[ Rainbow Hospital Blood Centre, Rainbow Childrens Hospital
D.Nu.8-2-120/103/1,2,3.4 & 5, 1st floor, Sy.Nu.129/11, 403/P, Road No.2,
Banjara Hills, Hyderabad, Telangana State
Lic.Nu. 46/HD/TS/2018/BB/G

LEUCO REDUCED BLOOD CELLS L.P

Oty. 265 ml. Preparcd from Whole human blood collected in 63 ml. of C.P.D.A.
Solution.

HIV 1 & 11/ HBSAG/ HCV - Non
reactive

VDRL. - Non reactive

MP - Negative

NAT(HIV | & 11/ HBSAG/ HCV)-Non
reactive

Unit No.: BAH26-01471, -
Rh POSitive Blood Group: O Rh Positive”

Collection Date: 21/Jun/2026
Expiry Date: 02/Aug/2026

1) Administer Without Warming. 2) Shake Gently Before Use. 3) Do Not
Add Any Medicarion. 4) Cheek Blood Group on Label & Recipient's
Group and Name Before Administration. 5) Use Sterile Tmnsfum({;l St?t.
e v e ot Usc if
hud Issue Label / CrossMatching Report 9)
atient : Mrs KASTURI BABY NAGA ANUSURYA &l
atient's BBlood Group :0 Rh Positive
osp/Dr :Rainbow Childrens Hospital dr sasikala kola
JHID No.: BAH-0066108 'rt./» Wd-Bed No.:

Product : [.LR-PRBC /
lood Group : O Rh Positive Issue Dt : 09/Jul 2026 |
Unit No.:BAH26-01471 Colin. Dt :21/Jun/2026 |
[XMatchirg Report:Compatible Exp. Dt :02/Aug 2026 |
[X-matched by: R RAMESH Issued By : R RAMESH |
Rainbow Hospital Blood Centre, Rainbow Childrens
Hospital
D.No.8-2-120/103/1,2,3,4 & §, 1st floor, Sy.No.129:11, 403/P. Road
No.2, Ranjura Hills, Hyderahad, Telangana State
Lic No. 4611 TS/2018/BR'G




Rainbow® -

Children’s BirthRight
PATIENT TRANSFER FORM Hospital _ | ) zmumonae:
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
s, o4 |E002 0 qpmy 10 |af22o g
e gl l:,\:::u KOL‘: Sl Transfer Ordered by Reason for Transfer
A llHlNIHIl/l Jes :
; ™ ol.téz[tc JP”“‘I
g 40 Y
From Unit To Unit Information to Attendant
%ﬁ\“Q 1 oot et Mol
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

over to attendant
' h Y&W Yes| No[ ]
(}jo ‘& wa [ )
9,9 .

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity
1.
2.
3
4,
5
Shifting Summary / Notes Written by Doctor:  Yes| | No| |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

&y - PReMg . Oy - Lt

Patient & Clinical Records Received by :

Y O\Y
te & Time of Patient Received : L

the transfer order time & Completion time is more than 30 minutes, please tick the r%asnn mentioned below :

yavailable Bed [ ] Nurse not Available [ ] Available Bed not ready

RCHBH /FRM / CLINICAL / 102




BAH-00661087
IP5-001
Mrs KASTURI BABY NAGA et

01-01-1977
49Y6M9
Dr. SASIKALA KOLA o ®

INFORMED CONSENT FOR SURGERY OR it Right
SPECIAL PROCEDURE --H”""'H!HWIW LSS

"EDBY NAG NSORTAT
PatientName:%.?......B.:f.\..j ............. —P\ﬁ ................ Gender: [0 Male Chénaie Age"fekjm”(L ........

UHID No %AH’OQGG[OXT‘» Date : 10)01‘10%

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 a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)

CERGIAL igRhe PolypEeTay... . OILATAT

| 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
nuarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
he proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

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

B] £ ..‘.\?.). 0 dedon nﬂh{kﬁm dro. o

............... b 00&%‘&@\1\4{1}4(0\;\\

My signature on this form indicates that

1. 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. | have had a chance to ask my surgeon questions.

4 | have received all the information | desire concerning the operation or procedure and

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

Name of the Doctor who is performing the Surgery / Procedure: D Y.Sabf}mh ............................................
Consentee : Patient Attendant :
Balr poge P SUTH S // /

Signature : ?“ ....................... PRl 8 Signature : ... DAGIAT . ivvcisinunsiasasrsssssonsasns
Name : “V&&\V}Noammsb\»a& Name : ..KJ/:;{J.;/&;mZMP ....................................

Date & Time : 10)’-}[}1}6’]“%0‘)‘1"\ ~ Relationship with Patient: ..... RO o
e UladaP"

Wit : |
s Doctor (who is taking the consent) :
SIGNATUTE © vvvovnerensereersssssisssforsassssmmssssssssssssnsssesenss ; '
Signature : LMo OO oL W WP
N A SRS e e L
i Name : D‘{D o - RO . S
T TG — aemeE S Date & Time : 70)0 2 %\"—‘}“‘3OPM
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Mrs KASTURI BABY NAGA ‘ . ' .

mﬂm 1977 49YEMED tF) L Ch||dren’s l" . B"'thR’ght
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i Hospital BY RAINBOW HOSPITALS

T e | W
CONSENT FOR ANAESTHESIA

Authorization By: [ Patient E@tﬁent Attendant |

Operative Procedure: .......... %.QAMM, . 12! %%Ma ............. H‘“} SWL"P‘-’“’N'\W‘*]
Anaesthesiologist: ..... %%Hmmm'-\ .............. Surgeon: .. Pr..Lagl kﬂ.ﬁ.&. ‘L‘DL«L

Please read this before you consent for Anaesthesia |

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the paﬁém 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: Prolongad pain relief can be achieved
by infusing weak solutions of local anaesthetics and narcotic drugs to particular parts of the body after surlery or injury, using

catheters.
Specific High Risk(s): The doctors have explained to me the details of the high risk involved due to the toliowmg medical problems

and | have sought necessary clarification on all my doubts. ‘

[ Heart Disease ;\*Hﬁartension (] Diabetes  [J Renal Failure [0 Multi Organ Failure | [ Hepatic Disorders
[J Shock [J Obesity [J Chronic Obstructive Pulmonary Disease |

O Others ... wﬁ'%m&mﬁm .................................................... APSIUEL. - A AEow 5o

Declaration by Patient Attendant i
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team |
(] Regional Anaesthesia [ General Anaesthesia J Monitored Anaesthesia Ga're

e | 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, allergic reactions, headaches, variétions in blood pressure, nausea
and vomiting.

o | authorize the anaesthesia team to perform any additional procedures (for example, Central Venous Access, arterial line, use of
suppositories and or nerve blocks for pain relief, changing from regional to general anaesthesia etc) which are considered
necessary by them during the course of surgery. |

e | also authorize and give consent to the team of doctors attending on me to administer blood proqiucts during the course of
operative period and immediately thereafter if need arises. |

o | acknowledge that the anaesthesiologist have informed me about the anaesthetic procedure, risk benefits and alternative
treatments.

o | acknowledge that | fully understand the above information. | have had the opportunity to ask qqesttnns, and they have been
answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

Witness: Cg/_
|
SIgNAtUre: .........eotemmtississss I T e N

NEmME . iiiiiien

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

Patient / Patient Attenfiant
Signature: ........ }" i
Name: ...... A< Lhas,
Relationship with patient: . _Q:m ........................................... Date & Time: ....
Date & Time: .... J&GwQIZfPH .........................

Doctor (who is taking consent):

Signature’ . Name: DX g" £, g 9‘79_ ............. Date qt‘ﬂ’?ﬁ:‘ ...... Time:.. Q ur[’"’\

Docu. No. : RCH /FRM / GLINICAL / 021 (26) ' (PT.0)
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PRE-ANAESTHETIC EVALUATION HILINIA AN Hospital | | Wi
Name: ‘ﬁmﬁw!%a‘ﬂb-\a?%“u}&ﬁétah ..
81

Date: ﬁ\%\?«ﬁ ................................ THOB: i imachim I P oo
DiagnosIs: - ?LLZJ}“L-— .............

B.P/CRT: \L Tl
g ~lqo Laboratory Data: i
G,\ﬁ?\")" L2 {74%) aboratory
G ermmmemeretoesssess GIUCOSE: «.reerssssresssss™™ T || RS HING covmssimssmansassenesss®? YRAY: crenresmssgmssrenee s
POV ocnsrgusnmsassessnes B amiomr st BB souenrssssesssmrss et HBS AQ: correrenisreee v P EFFE?)":
wee: .. 1608 T T s 20 Echo:,.w.ld._[’a.\ﬂ.%l@’
plate T, )3\ ek i S — Biood GOUD: - roas/ AN g d (B0
o Dl .
L pisssmisiriissrsetons K sscrendermienpaenn st LDH: covenemmsmmsemmmmseeesssss™? s o IR Y- 182
BT coossisaiaspermasarsisiesss e RTITE Se e B PROST -oonmssssseeerseeees™ T4 .
i I g ot -~

 GGOT/SGPT: coveressreenerene™

Others : =Hyroid

Past Anaesthetic History: - a. Db s
0 8ax 200 Yo AOCCTN

Physical Exam:

%m\ pre-Operative nstrugtons:
e TS| L wowsth Gofoted
: Others 6 Hours

3. Informed Onsent; ) Standard & High Risk

4. PostQperaive Pain
Management: 21Di
5. Other TSNS gement. A)ﬁ:ussed with Patient ,

D : ‘
ocu. No. : RCHBH /FRM / CLINICAL / 044

iy




FI0, /SaQ
ETCO,
ECG

Temperaw;e
Urine Output

* Heart Rate

Tourniguet on Time

Toumniquet off Time

Throat Pack in
Throat Pack Oy

LAB Values

BAH-00661087
Mrs KASTURI BABY NAGA

01-01-19

77

IP5-00176166

49YEMID (F)

Dr. SASIKALA KOLA

il

il

GRBS

Others

LT

Pre Induction Assessment:
Change ip Patient Condition: ]

Equipment Checked and Temp:
! unctional _,L/‘/HME Fiuid Warmer
/ﬁ’ Q-\ W [ Cling Film OH Warmer
: /Cuﬁ SHE: v [fugger's Cotton Wool
| M SiIE ther
o
A7 EKG Lead Times: 3
/‘/Temp Site Anaes Start; ...t b
[ FI0,Monitor 3 . Y :
AT T ke
D | et
¥ ul ' “ " aeS“\!S\ﬂ.
{ Capnogiap N (2 Care
/ Lulu A 32.5‘\\35‘
r for itored AN
\Jentila tor 5 Monitg
NEM,S!INMH . Reg\ﬂna\

“Qa\'\ﬁn\

\

W

NAESTHES|A CHART

-lnd}u'on
v

[ hhal
/ﬁre 0, 1RSI
L1 Others
_/‘Mask ?@EA
[ Airway [ Oral 1 Nasal
ETT# ., coat. CM
1 Oral [] Nasal ] Cuff
O Tracheostomy | | Topical
1T
O Awake (] Direct Vision
[J Vvideo Laryngoscopy [ Stylette / Bougie
[J Fiberoptic
Blade# ... . . Attempts: ...
Ditficutty Why? ...............
[l Bilat = BS

| Semi-Closed Circle

[ TClosed Circle

Other

z
gﬁinb3w® &
ildren’s BirthRight
Ho Spital . 9,\'_@@559&@05972}

Your Right to 5 siEEErRE&

Regional:
Extremity
[J Spinal
Others: ...
Position: ....._. .

e o B 0 s
Needle Size: ... . wesersassen, DO oo
Parasthesia [ yes
Catheter at skin ...
Drug Name & Cong: .
Bowsg: ...

Specify: ...
[ Epidural ] Caudal

L1 No

Infusion: ..........
Block Level: .,
Comments: .., RL\\/ RS A T
Transportation to

[ PACU Clicu Other it

= M [C] No
Relaxant Reversed | Yes ;

Dy A

Name of the Doctor ...« DJJW -

Signature of the Doctor .......
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POST-ANAESTHESIA CARE UNIT RECORD

(F)

.r//é
Rainbow’ . T
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little Your Rightto a Safe Delivery

Received in PACU by : gut&w ...... Time Received : ....... .. 158 SR Time DISCRATGRd © .....ooorerseveoeseess
v s A w— VR 7 N - — -
H!I\‘!l]l‘ﬂ.ﬁ’.t.‘l'i\l'll'ﬁl‘l‘l FrersTy Y Y Ul los - Q
oot W S b e Emmm e L e st
e i e i R T 2 ) 0,Mask , 41 Nasal Prongs
- Tracheostomy | T-Piece

Vomiting :
NG Tube :

Drain:

Chest Tube:
Nil Oral

< RESP *PULSE > < BLOOD PRESSURE

POST ANAESTHESIA SCORE
(Modified Aldrete Score)

Able to move 4 ‘extremities voluntary or on command

Able to move 2 extremities yvoluntary or on command =1 ACTIVITY
Able to move 0 extremities voluntary or on command =0
Able to deep breathe & cough freety =2
Dyspnea or limited breathing =1 RESPIRATION
Apneic ~0 z e
BP + 20 of Pre Anaesthetic leve =2
BP = 20-50 of Pre Anaesthetic leve = 1 CIRCULATION
8P =+ 50 of Pre Anaesthetic leve =0 7 L
Fully awake =2
Arousable on calling =1 CONSCIOUSNESS ) y
Not responding =0 g E
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR 7,. b
Cyanotic =0

.

TOTAL O x w0
! I

Pain Tool Used: NPASS [ FLACC

@Qﬂgw ............................... :

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :

PACU Nurse Signature:

Date & Time:

("] Oral Airway

Urinary Catheter:

IV Fluids: ..oceieeee
Oral Feeds: ...

-- Alelmum Total Score of 8is Required for
Discharge

7
o

e b2k A .

Nasal Airway

Yes 11111 R

[ Yes
Yes
Yes
Yes

[No

1 Yes

SCORING INTERPRETATION

Exceptions to this, are to be explained in the
space below by the Discharging Physician:

Reassessment Frequency: |
Every eight hour
For post surgical patient, patient with chronic pain, patient with severe pain

s for gl hospitalized patients

Every 2 haurs for first 24 hours

After 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention
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Rainbow*® _ .
Children’s | @ Blrtthght
Hospita| . BY RAINBOW HoSPTA

Your Right to ;S;TeTJ;I;/; r;

Date: ...

Position -

Catheter at Skin:
Parasthesia - Yes/No if yes details -

Solution Composition -

Any other issues

\A\\\\\\\\ A

.................................... Attempts :




PATIENT TRANSFER FORM

2
Rainbow®

Children’s BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

Date & Time of Transfer Order

Patient Name & UHID No. Date & Time of Admission
% oofeeC 4 99,
§ nanfsﬂ‘uf:):::::l?&\sv Nm:\sm"““ q l 4(1 (LO Q \ (1 Q ﬂ/ R/(
or sArALA iy Transfer Ordered by Reason for Transfer :
AU T
I RS-, 2% |

Kb

From Unit

O5S

To Unit

¥D O

Information to Attendant

__Yes[] No []

Number of Sheets in Clinical File

Number of Imaging Films

il

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

oy f .= No[ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name | Quantity
1.
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes| | No |

G o

Name & Signature of Person who is Transferring

T -

Name oﬁ Person Ordered Transfer

Patient & Clinical Records Received by :

o~ @L,W:i

Date & Time of Patient Received :

D {%”(w N

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

|| Unavailable Bed

Dacu. No. : RCHBH /FRM / CLINICAL / 102

" | Nurse not Available

|| Available Bed not ready



. Rainbow Children's Hospital - Banjara Hills

%
Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’s v .Telangana, India ,500034.

Hospital %™ TEL NO :+91-40-4466 5555
 Rainbow WEB : https://rainbowhospitals.in
ADMISSION SHEET

: (0 AT e
Registration Details : UL l

Admission No : IP5-00176166 Admit Date : 09-Jul-2026 Admit Time : 06:03 PM UHID : BAH-00661087

Patient Details :

Patient Name : Mrs KASTURI BABY NAGA ANUSURYA Age :49Y6M8D

Guardian : Mr KASTURI NAGESWARA RAO DOB : 01-0141977

Gender : Female Religion :

Occupation Martial Status : Married

Address (H) - HNO 18-54-9, AMMAVARI THOTA Nuzvid Phone No : 8500911728/ 9440983739
Krishna Andhra Pradesh INDIA 521201 E-mail . SESHANK.K@GMAIL.COM

Admission Details :
Bed Type : MICU Bed No : MICU 426 Ward Name : 4F-BIRTHING CENTRE

RoomNo : MICU 426 Admission Type : First Visit

Contact Details :
Name : Mr KASTURI NAGESWARA RAO Relationship : Husband

Contact Address : H NO 18-54-9, AMMAVARI THOTA Nuzvid Phone No : 8500911728
Krishna Andhra Pradesh INDIA 521201

Signature

‘ Doctor Details :

Dactor Name : Dr. SASIKALA KOLA Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00

: STAR HEALTH AND ALLIED

Payor Name
INSURANCE CO LTD

Payment Mode :Cash

‘\I:l Date / Time : 09/07/2026 18:08 Printed By : 015284 Page 10of 2
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o ‘BirthRight"
ACTIVITY RECORD FOR BILLING @
Name: e 5%?;5;:52?5455- NA 525‘00175155 _________________________
DLSAS‘K:\LAK 49"6“30 : ;
DNe: : - - e PP /////////////WOM " Mo e o oAl Dapt: . . ., he
Date of Admission: _ _ Time: _I/{//{/{//,/////”// Discharge s - ... | L] T SR
Boom /BedNo: - - U Warg - - e s Suggested Billable bed type : _ _ _ _ _ ________
WARD TRANSFERS
Date Time From To Signature of Nurse
| foet™ | e peadot o
[o21% apr | fsd ot Iy <
Cross Consultation Visit
Doctors Name Date Order No. Signature

D, Shindvad Rad, 10 Hre < A6 A6 oug | Ton
2 (Wofo@‘%}

o ® L N‘)’%cif%{’q{é” 1o le WL A g | ;Qwauﬁ

8

9

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date Investigations Order No. Signature
{ ECG [ edesX_ 1

\Jaqj X—hod - (F\?L 7
A\ / g p eUo \ f%\ﬂﬂ [

L L] glood Peupirng , restirine A DN
AW [eph > PT[ATT, CVE ) unineefs @b [T
A | v, Hlar, Y Qébé 13 ﬁ%n%

A\Abg P Qo (g FHFE | Jon—

ab\%%"w Aoy \%ﬂwﬂco-t IR ot andle
| liob] oo Bty e 2.23modd [\ V. <u b odbe

\olahh(l P W‘MW)%M%ML VKR ot 5
0 \o}¥ CRP i, | I

/N
“
g




