1P5-00176071

T— ; BAH-W?’Q“”
Mrs SEEMA SINGH 2
20-05-1937 s9y1M170  (F)

+l REDDY/Dr.LAVANYA Rain b ow" .

= _ B T T 0 .glr;hﬂlght
ot®.  SURGERY DETAILS

Date : rf/ﬂ’?/,(;
Pati;nt Name: Mgdéi)f‘?d(%”% Date of BIrth: .....cccoconnnvenrcrcnnnssssesnadinssas Age: 2@7
Gender: ....... p’ ....................... Ward: ....... ‘p + - S UHID No.: 2”535!/

Date of Surgery: 73/?%[7;4 ......... (0T-1 (]0T-2 []0T-3 674 [10BGOT-1 []0BGOT-2
Name of the SUFGETY : ........ovvveeeeererrneeee \‘{%4 ................. 7T ARy (P ............................. "&—WW .....

..mein H,S'ffm \L\Q Time Out : S”‘S{PM ..........
RS 2317
NAME AMOUNT
1. Surgeon TOTTUNR = T R 0.~ . K4 N I0N
2. Anaesthetist O v cxf IR A 2 }-J ......................................... i i -
B R BIONN . ... it isnbis s diositinsss st ssssite. .« s el ..o A0
4. OT Technician i b e e, BRI - R R
5. CHCUIING NUISE 5l I T . ol spairasnssansibapiscpoantson. o WHaganprnonensfensassstorinsssstions soqiRAERARS
6. Assistant Nurse %rl«(:b’&,ﬂﬁ( ............................................................................................
Special Equipment: [ ] Laparascopy [] Broncoscope ['] Harmonic | Morcelator
[] C-ARM [ 1 Cystoscopy 1 Versa Point 1 Liver Cusa

! [] Neuro Cusa = Gthers H)’%ﬁ“{agﬂfébggjy Q69 2223

Signature of the Surgeon Sig e of Circulating Nurse

Order No: ......... @LQ222ae Order by: ............. g.my.@. . B & S a9y

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



- oM OTam 8 i
Ehirarers ‘B"’thﬁlgm ESTIMATION SLIP

BY RAINBOW HOSPITALS
~Hospital

Date: 24 04-3g  UHID/IPNo.: Bpd-0OERAB G| SINo. 8u87d

Name of Patient : MLL_..,PJ LN 95"\‘\-;)"\ Age: BJ_GGHCICEM%
¢ Fathers!Hu?t&/ds Name AT

Corporate / Occupation : - ﬂjr_\, 20 &
Address : — Phone :

Email: -~ o

Procedure / Plan : W@%&M
o~

— - f{s
MODE OF PAYMENT : []SELF Iﬂ}ng : [] GIPSA: & OTHERS
TARIFF INFORMATION : . Ut = (C- ")
ROOM - : DAY
CATEGORY G& Sy( Tﬂ’v/ w DLX SDLX CU PICU MICU CARE
Room Rent &
Nursing Charges \ ]

4"",“}““' Y’d(ff‘\m’
L Y

PARTICULARS \ (ke CAMOUNT RICAE Ao 4 G|
w‘Su(geon s/ Anesthetists's Fee / O.T. Charges | _s.. ‘j WD U ¥00) laxnAe
O.T. Consumables S S — - Subject to approval by TPA / Tnsuranice Company 3
Instrument Charges ’%Aﬁ&ﬁ o0/, =——=Se Not Covered by TPA / Insurance company
| Pharpacy, Consumables &({investjgatiogs sz&rl— As per actual - Not Included in Estimation
: Ménitor: Oxygen : Infusion pump / Syringe pump :
~E"‘~: Ripment 15 filator : | Conventional - HFO-SLE 5000 : HFO Sensormedix :
. o Phototherapy : | Single Surface : Double Surface : Triple Surface :
g h o
L (B)lp edu,,‘f}’f;f,‘js’é:“’ l%i"ﬁrm o ?:l:ea.’, ; M - Not Included in Esﬂmaiﬁqp :
' Package R
" Others Watso:
#| Initial Minimum Deposit

M‘&?"‘ e@-;-\ob

A
} 1. The estimated amount may change according to duration of stay, medical cond:tlon anESHgﬂtl(mS, pharmacy and any other procedure.
2. The estimated surgical charges may vary subject to surgeon's decisions / Comphcaﬁomll’atient s reqmrements /Mode of Procedure (Like Laparoscopic,

Thoracoscopic, etc) / Unilateral to Bilateral Procedure. * G R!
3. Incasethe patient is shifted from lower category to higher category, all chargg.;};}r the consultant visit, investigations, operations and/or procedures from thg date
ill be ding to th X i - r a
of admission wi according to the higher category. T % 3 =5
Room ehgibll:ty is purely subjecl to TPA approva.l and the packagelRoo m tariff sm% %m

For Non-Megdieals, Dlspos , Consuma Tl?rlu,.lnfusion Waxes, Implams IV/TThsAg, ]

Charges, etc, credit cannot be extended ese items are not payable to us as-per r InSurance OF pany no¥ms.

7. During Non-working hours of O.T (8:00 PM ot 7:00AM), 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 9am to 6pm :

8. Difference, if any between the final bill‘amount and amount permifted/ approved by the TPA or total bill amount m,gase of denial from TPA has to be paid by

the patient. In case of denial, cash tariff wouﬁ;}e applicable. v P

Two attendants are permitted with patients in8DLX, DLX and PVT Rooms and" apgly one is permmed in Lhe rest of the &Iegones of rooﬁi“ And no attendant

is permitted in ICU's. Kindly check your billing'status on day t6 day bésis at 1P Billing Deparmem . ey

e U8 : DECLARATION

- N N have anend?d the Financial Counseling desk and understood the expected costs and other conditions
cable. In case the TPA[{nsuranquompany m_]ects the cla,un for whatsoever reabons alany pomt of time after discharge, I promise to settle the claim with the hospital

p e :»\*'\-«%" Sl}‘\ “ MAL

ture of, tf€ Client s € , Signatory Relatidbnship Signature of the Financial Counselor

-
R,
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Mrs SEEMA SI 1 inbow"” o

20-05-1987 NGHasY'l M17D (F) ‘jj %—)\i qbg Wj @o Cﬁ:?d roevr‘:’s . BirthRight
*  Dr. SHRUTHI REDDY/Dr.LAVANYA e, Hospital . BY RAINBOW HOSPITALS

HCAE T AT e RO | Wi
vw ?»{Pr .............. Time :.. 220

Anaesthesia Disposables kmd‘ﬁ" usea | SUrgical Disposables lsmdm" useg| Disposables (Baby Side) m_m' i
ETtwbe (7.0 v 4 | =T Major Paqﬁg/“p%c," Pk | Inj Vit.K
LMA i /‘;‘ i },, '| H ) | Sutures Cord Clamp
ECG leads (A )P -~ T Laymns N ) | 2 L Suction Catheter
HME filter (A )P / N | O] : ' Feeding Tube
Syringes : 10 cc 1o D1 TR Vaccum Suction Set
05 cc 1® o2+ Glove({;%ﬂ_ (o= 42 ufuical Gloves
02 cc 10 C)’L?{—Q‘{G ' 2 g ) pL | Gauze Pack
01cc T | e Syringe 1ml/ 2m
Cautery plate(/A 7]F’ /N (e} | jfu=ep Surgical blade Surgical Blade # 20
IV set S 0 \|©—]| NG tube Koochies (S)
RL A @y [#= | Cautery pencil & 5@00 o el
NS : 1omi /(10w 500mi (J0oge ) B J jazl € 2+ Koochies WagCe . ab | —
oo Lol Lol | Onmens YR T e
\}w‘ < k| ©\[©| | Suction Catheter 4 : -
Fentanyl : o o) Cap, Mask —~ (] 75' 2 f? S O
Morphine |~ | GauzePack (NN B ot | | Mptivs rafl slle]
Ketamine MopPack \ /" — [4p]| 4/ : L%
Propofol 0Y [ %] steristrip ik
Rocuronium ~ ) | @ | Underpad 1 )
Glycopyrolate @ | — | Draw sheet ) |
Myopyrolate £y )= Abgel
Ondansetron 2] |lo| | Foleys catheter
Pencan 25g/ Spinal Needle 22 ’ : Urobag Ot R T e
Bupivacaine 0.25% 07 | —| Chest Drainage Catheter P .Yyl -
Bupivacaine 0.25%(Heavy) Romodrain bag Q=X @/) Q) | <
Antibiotics Bandage / s A} Golllocsmae— | %/l00
S O 01 o] | Tegaderm / 2 :
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol (100mg ) _—— D) | ©] | Vaccum Suction set .
Justin : 12.5mg/ 25mg /f00mg ) | oy | — Plastic Bed Sheet 11.0
Tab. Misoprost : 200mg Mg Betadine Solution } 2
28 u) (oec 7 (n0l™ };H T Microshield | |
patuanid Z-tCotton Balls \ L.
T §amexo |{4H | —latexGloves L0k )dv
~ 00o. Do, 149 | —1 Ramdione Scrub Kl Y
@ L sgpuhd (1] —Towa \
Surgeon Anaesthesiologist g OT Technician

Order No. :..... q éﬂ a ......... T S A TR W o R S S SRR TR RS

Doc. No. : RCH/ FRM / GENERAL / 125
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Rainbow Children's Hospital - Banjara Hills

fainb'ow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
hildren’s . \Telangana, India ,500034.
O§pital U TEL NO :+91-40-4466 5555
: eatbr WEB : https://rainbowhospitals.in
ADMISSION SHEET
- ; UL T TR
Registration Details :
Admission No : IP5-00176071 Admit Date : 07-Jul-2026 Admit Time :01:15PM UHID : BAH-00393811
Patient Details :
Patient Name : Mrs SEEMA SINGH Age :38Y1M17D
Guardian : MR DEEPAK KUMAR SINGH DoB . 20-05-1987
Gender . Female Religion
Occupation Martial Status . Married
Address (H) . BLOCK E, FLAT NO G8,NAKSHATRA SOCIETY, Phone No : 7488075577/ 9705412941
Shamshabad Hyderabad Telangana INDIA E-mail : DSINGH429@GMAIL.COM

501218

\dmission Details :

SOCIETY, Shamshaba
INDIA 501218

Hyderabad Telangana

»

Bed Type : DAY CARE Bed No :RC 408 Ward Name : 4F-GYN RECOVERY
Room No : RC 408 Admission Type : First Visit

Contact Details :

Name © MR DEEPAK KUMAR SINGH Relationship  : Husband

Contact Address - BLOCK E, FLAT NO B.NAKSHATRA Phone No . 17488075577

(IB“"’"{Q hr*&l\uy\,\

Signature

Doctor Details :

: Dr. SHRUTHI REDDY/Dr.LAVANYA
JANAGAMA

: Self

~octor Name

Referral Doctor

Co-Consultant

Specialisation

Phone No

: OBSTETRICS AND GYNECOLOGY

Payment Details :

Payment Mode - Cash

Deposit Amount

Payor Name

:0.00

. ICICI LOMBARD GENERAL
INSURANCE CO LTD

A
\Printed Date / Time : 07/07/2026 13:16

L

Printed By : 015513

Page 1 of 2
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Rainbow’ . P
Children’s @ BirthRight

Hospital | @) zspmoneees
ACTIVITY RECORD FOR BILLING
B wosmu i TN RS T N
s ke PO O somuma memowtesorn | Sis e T
e A |||||1| ________ .
Room/BedNo: _ Wiids: < il r g Suggested Billable bed type: _
WARD TRANSFERS
Date Time From To Signature of Nurse
Al | Qe O o - Srowanrt
S Copeng &
Cross Consultation Visit
Doctors Name Date Order No. Signature

]

2

3

4

5

6

7

8

9

10

Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS

U

Date Investigations Order No. Signature
HH | Bropey b MPE ooty 1E” Swpla
U




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting F
Date Equipment Time g Time Order No. Signature
| Cadrae Mondker | S55Pr 169224 %

J.




PROCEDURE

Date Procedure Quantity Order No. Signature
b|2] Péeke o boudt( oty
'1‘:} Y Pw O\So(w(@ %
‘ :
ANY OTHER INFORMATION
(
Date Time Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




BAH-00393811 IP5-00176071

:nn SEEMA SINGH ‘M/{.é
O smme nmooveavana | | Rainbow” | @ o. .\ o o
hildr BirthRight
AT Fospial | \g)zzmenssn
I.P ADMISSIUN SHEET FOR GYNECOLOGY
Date of Admission : ......... 4/‘41 F o R THID O IR 2 15 csoinnnii s nsiinsssesthngi
Allergies: ......... MIMDA—— ................................................... "] Not know any drug allergies
------ PRESENTING COMPLAINTS : -

Pl 7\1 “U QV)AOWUJ"‘O/‘)\S Gud ("\Lv\wvam,_ﬁ

CLO %An —?o;\ §ct ‘ﬂb 'SPO‘H\"\j fﬁx)& S'clua ‘”b
\o\eul ,f,,,\ <.4 &ch; A e . ?Wﬁﬁclou’

Mc‘. o} ~av, Sw%xil«nm ﬁ,\lmﬁh e

A noerMs oo\h /) neSi

.\
e 'Ev\clomahfa& Pojéj uj;(“ valolow \"1 \5 § P
un m

(ewaveon Acosy Nehe

UMnj Tvcjfu‘r*wvu Y’W‘;Eh T Pcu\.g CJa_,o_,QA —-gprk:om

l

SAvyY, Gonvg A A GUh%hzj |

PAM A o betes ’dmffu b i AR AN
MENSTRUAL HISTORY v OBSTETRIC HISTORY
Year of Marriage : <O | ,N (™M Parity : P2 Ll 'h\
Previous Periods : IR ¢ a/u_/‘d«\ Mode of Delivery : Q ¥ eviose s,
LMP : Qﬁl o(a)lcslb- Last Child Birth : leﬁ;
Contraception :
Lo, r -jd ()J’P“\ O—drw\»)
PAST MEDICAL HISTORY PAST SURGICAL HISTORY

A Mmoo Sinu ildhoy, d. ‘Hlé Lyéuiig\?\ai:mn: 7]20)3

’”{lo fyehe ;M"\:M e o <‘*LQP OV av'on ‘aﬂk\m*ﬂ gl L

vebdY WU - 201
~ Q HPE - ‘\*(Lhnué\'cJLn'V\ Hc*“"f"ke‘a’(’).

G- 2518 08 1s .

Naru Nn - RCHRH /FRM / 1 INICAL / NRA : {DTM



20-05-1957’ 39 Y1M17D (F)
Dr. SHRUTHI REDDY/Dr.LAVANYA

||| (L LR

| FAMILY HISTORY:

| %ol\my_a cHt;pquw :d

MEDICATION HISTORY:

E-----INITIAL ASSESSMENT
| Date /’\ l"HL b

Ht. [ T4 (it

BMI__ 26.446a

BP HX]T-H"MW’W
Pallor Gh\,ﬁM

oR ___ S50

Respiratory System Bf §€§E )
Thyroid @

Breasts
©,

Avly

Abdominal Examinatibn

Local/Speculum Examination

Bimanual Pelvic Examination

Ad Lm N ju)a Hgsl%xs Lopi¢

Py -coke

PROVISIONAL DIAGNOSIS: [ |, A \\ AU B{P) J

H.’l

INVESTIGATIONS ORDERED

PLAN OF MANAGEMENT

But- Atve
Viva). — v

G]qbs' Ho -39

a5 50 L A

c Aimﬂjiod\

il PA(
e v ConmhlmLU"v
= DMB’) O e\

AN

Pelé;—“hl(:l\{\r = C*f\thu» -’L'_Einﬁvml LDM’
m-H~2.\1—+ JRCTCTC R
Q*—"'J\)\o ,)
e
“&iou@
i ot Q-‘Q

Qt“

Signature of Doctor Q)]ﬂ\

Name of the Doctor : a
) 2006 ) 13 pim

Date & Time :
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Mrs SEEMA SINGH Z
20-05-1987 I/YIM 17n F) Rainbow’

Dr. SHRUTHI REDDY/Dr.LAVA

® BirthRight
W " ”’“m ﬁggg:&? . BY RAINBOW Hosgm_s
IIIIHWHMIHIIM " .___

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

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: 1 1 3 \ UO

Baseline Information:

Admission From: CJER O] OPD D,Adrﬁfssion Desk . (1 MHOIS. SPBRIY ......vicis dusisimmsipmiaraiiiid
Primary Language: [] Telugu [] English E:/Hiﬂdi L ROty ... ..o cohsriiscssbiabtates e,
Do yourequire aninterpreter? [ Yes D_No’ MBS SOHOHY ... e e e s
Source of Information: ] Pg#ent ] Family [ OMhars, Speaily a0l oa v e Lt e R R
Allergies: [1Yes [ NQ/ ] Medications L] Blood Transfusion ] Food RGeS e SR e 3
T Ty U b ool - M SRRSO RSOV WB AU A. A .- (5 oot igorilc 1oy lioeidyech Ao g it ca il 8D
‘ A~
Chief Complaints: ....... ?q,.‘-q_ﬁlb“\én ........................... Doctor Notified on Admission: [Yes” T No
SV X ST - D215 Mty 1% s W, Name of the Doctor: MJ')"""&«O\
THNG NERIIREE o 5. ... 1. covinnoee didastamn Do ST R
Past Medical History: Obtained From ;LPﬁtient [ Family Member (] Medical Record [ Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
B bian Bt Sadapr E}»mj L
OVOSW B4 L ]
Gynecology Assessment: ] Not Applicable | Gynecology Surgical History: Gynecological History:
MEBERHAIEHISIONY: o..oiocicoceivineissssnssiassns Caesarean Section: [INo EUe( Contraceptives: (Ao [Yes
................................................................. Cervical Cerclage: [ A% [1Yes Vaginal Discharge: [1NO0 [ Yes
Onset of Menarche: ............cccoeeveiirecenene Ectopic Pregnancy: _LN6 [ Yes Post-Coital Bleeding: &0 [ Yes
Menstrual Cycle: gular [ Irregular | Myomectomy: [}N{ [ Yes Infertility: E’ﬁlo ] Yes
Last Menstrual Period: ..... Q&l\bm&%. Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G .......... S S & S— Bl i
Previous LSCS: ........................ Q—* U“’LS ................................ ,

Current Medication: [ None _Q,Ye{ If Yes, Fill the reconciliation form

Family History: [ No Abnormalities Detected
L] Heart Disease ] Hypertension L] Diabetes L1 Stroke [1 Seizures [ Kidney disease

D 7 - U ... i iiiniibispapet il S b e S e B
Vital Signs / Measurements: Temp: = HR: ... %6 RR: GLUM
op: . 6] 24  weight ... Height: ... BME: oo

Pain Assessment: Pain: [IYes [ Vp/(lf Yes, complete the Pain'Assessment / Reasséssment Form)
Docu. No. : RCHBH /FRM / CLINICAL / 151 (PT.0)




BAH-0039381¢
Mrs SEEMA SINGH

20-05-1987
3¥Y1M17D
Dr. SHRUTHI RED LAVANYA i

W i

IP5-00176071

PHYSICAL ASSESSMENT

General Appearance: :}l(althy L1ill looking [ Anxious [ Agitated B

Fall Assessment: [ \ge/ LINo Score '\p (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ % ONo Score...... ‘\% ...... (complete the Braden Q Sheet)

FUNCTHONAL SCREENING: If a patient needs assistance with any of the following inform consultant
I Mobility problem *J Walking Problem o Abnormality Detected
"I Developmental Delay "~ Musculoskeletal Congenital Abnormality

Ihform consultant for positive criteria

NUTRITIONAL SCREENING: [ NAbnormality Detected
] Overweight L] Poor Appetite > 3 Days . [J Needs Therapeutic Diet.

[IUnder Weight | [] Diabetes Mellitus L] Hyperemesis Gravidarum

Inform eonsultant for positive criteria

PSYEI?OGICAI. SCREENING: i
L/Calm & Cooperative U] Restless [] Depressed L[] Agitated ] Confused

Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single [Mafried  [Divorced [ Widow

2. Special Habits: Smoker: [ Yes :Jo/ ~ Alcohol Abuse: [ Yes ;No/ Drug Abuse: [ Yes LNo
Social History: Lives With ........................ \"] ...........................................................................................

Orientation has been given regarding the following aspects:
Call Bell in Reach :_/?, [1No Waste Disposal Explained: D‘@ [1No
e

Infusion Pump : s CINo Hand Hygiene Explained: 2Yes [ No ] Others

E Ry e O N e e e e R

Nurse Signature: .............. M/ ........................ /

Nurse Name: f
Date & Time: 7\':"




BAH. -003923814 IPS-OM?IO?T

Mrs S
20-08. 1::;‘ S v ; "
M18p
Or. SHRUTH REODY/D, L Avanve Rainbow* -

T ks | QR

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

DEFICIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. ol| Pages Legibility Completeness Remarks

1 Admission sheet l

Discharge Summary ¢ )

Nursing Initial assessment

=

Patient Transfer form |

Doctors progress sheets |

Nursing plan of care and handover sheets ) _—

2
3
4
5 In-patient Medical record
6
7
8

Consultation sheet

9 General consent for treatment \

10 Consent for Surgery

11 Consent for blood transfusion

12 Consent for chemotherapy

13 Consent for high risk

14 Consent for Restraint

15 LAMA consent

16 Consent for special procedure / Sedation f)

47 Consent for Formula feed

18 Consent for MTP

19 | Consent for Radiological Investigations

20 Consent for HIV test

21 | Anaestesia notes (Pre Anaesthesia& post) \
22 | Neonatal Admission/Delivery/Physical Exam ’
23 | Medication Reconciliation \
24 | Emergency Triage record '
25 | Pre operative check list 5
26 Surgical safety checklist ]
27 | Operation Theatre notes i
28 Nurses clinical Presentation
29 | TPR & BP chart |
430 | Intake and Out take chart (fluid chart)
31 Drug chart (Regular Prescription) .
32 | Investigation Values (result sheet) |
33 | Nebulization chart F
34 Nutritional review chart {
35 | Intensive care unit (ICU Charts) git : '
36 | Consent for Admission in PICU/ NICU e galc ¢
37 | The Humpty dumpty scale W)
38 Braden Q Scale \
39 | Bed side check list ’
40 | PICU bed formula Dilution feeds
41 | Gastro monitoring chart
42 | Rch ED doctors note
43 | BP Monitoring chart
44 | RBS monitoring chart &
ke S S KV
Total No. of Pages e ___:\ ﬂd >
=

nd D
Doc. No. : RCHBH/ FRM / GENERAL / 126 j:) Wm % P




ERROR LOG

LOCATION : OT / Birthing Centre / BirthRight Premium / 3rd Floor (Zone A,B,C) / NICU / PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE : ‘ SIGNATURE OF MRD INCHARGE / EXECUTIVE




BAH-00393811

IP5-00176071

?u::i;?“mssvmnu (F) "ﬂ%
r. SHRUTHI REDDY/Dr.LAVANYA Rainbow’ . . . -
BirthRight
SN (T chidrers | ) BirthRight
PROGRESS NOTES AND DOCTOR'S ORDER
2’;;“0 s Progress Notes n Doctor's Order
\"X\’)// Pod-o | Motk rdeapic o&ufﬁdw
X E e U d = (Mg
/5@;“) "é‘\,“f‘“"“ _gg»_- @»\M;m Atk e
ededru e e o @\, by D\"‘{ b
PR, T LY B g 0 et
bt - gpemey . @ Oy ey
gsﬂc.o\ 93> é,b Fr M
- f UM- 5)91 ‘AMLJ
\zx\j/ CJ‘L\Q_/
= >/\/ adi—
//V
= Pro poH{ M4WP'C powmr-«;
P k- + Mivewa. ,Me,m
C{ £ 3 !/m'i—r* &
Big-160 [64(a¢) 1) Alow orl @ps oo
(& -3 bpm, hqp&l dret ot Aem
Lo A onrh Salid gret ot Lo Pre
plﬁ ) Solb ¥) :P!v — oo l
e £ 8) _Monider Redo—dhaymrth
(N5 el s Y o] 4 Ay Blocdry
e T) =t lom &o3
Sl ko Roew
—-—D'Y-JWG-JH"
w( 2k
@("

Docu. No. : RCHBH /FRM / CLINICAL / 088
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20-05-1957 39 yimi7o @)

Dr.LAVANYA

ST

t@

Rainbow® . .
Children's | @ BirthRight
Hospltal .w
mmmmmmmm Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date

)

& Time Progress Notes Doctor's Order
B\I:‘lll v Pi)[)* 1’ H'%JEMIQIPK ADD]VthWMM +
ﬁ /;,“.f‘ Miveno. !f\wLov\
.D:lf. C. ¢ f‘;&i}\ tt)’/
Ui dak 1hal s L 4of) dicd
/ OLA - Aodl ) bra \n,»}lyz.kokﬂ
Ny J 3 Tk,
A o) et o bedin
/ X < qh‘ﬂ}'z)\ s cevh d
\ VoL ol (s
?\ﬁ’m 10 “é\ L\N/‘p N)\ /
e NS INDUse_
S U

Docu. No. : RCHBH /FRM / CLINICAL / 088
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Mrs SEEMA SINGH
oo 1 R R A i | @ ;
BN T (i | @BichRat
OPERATION THEATER NOTES
Patient's Namew%gfﬁfwig”??ﬁ’l- ................ Age: ... gﬁ}’ Gender: [ Male [=Female
B 2R G Wikt B S g T
Surgeon : Asst. Surgeon :

Anesthetist: D - AdsH OT Nurse: %QW,Z:L OT Technician: %},,% A
Pre-Operative Diagnosis: fit’:&r\ QM MﬂW\Iﬂmoi Ec'l‘)f ;

Surgical Procedure : L
Indications for Surgery : w "
N ol P’Q‘a/lc"

Date : pf/?’»/}/é Start Time: ©S ' H{?W] End Time: & i a Vb

Pre Operative Preparations:

Post Operative Diagnosis: G)D £ “H/\ﬂj-vm«.@f‘lc (PM
\V, v 4]

Peri-Operative Complications: (NS} \

Operation Notes: O&"—PH Q}TM PUM\M»M M

OU\MQ glfaﬁnz&

\ ) %\/\&DM{J\'\O\L r)oQJLm i _szm,e .o lm. MM \\hfmf’(ﬂ,;iﬁ-
- plypsdon

(oot in_ M [ rHPE
Qj u MW/V\O\. QQgsan\ IV\JF}‘U-

- RCHBH/ PRM / CLINICAL / 099 (P.T0)
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Amount of Blood Loss: ﬂwmuwx ! Blood Transfused (in ML) @

Name and Number of Surglcal Specnmen sent or ex mination:

CLTTety

Peri-Operative Complications: “\LL{

% Ei :tmu

ot Jodi qud,
i

Name of the Surgeon: ......... &‘] .......................................

Signature of the SUNGEOM ... L .. .. csissaemmisssanmtin st

*J—l‘# 26, S P

DD & THNB. ........cniirssmisiion it = R - el
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M 111 R children's | S BirthRight
Hosp ital BY RAINBOW HOSPITALS
Rtakes a ok to eat the ite. Your Right o a Sae Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned :Jﬁse: e f/f/ """"

DO ... oo civionninnio Mo OT— ..................................................... Duration of Procedure : ..... jw .......

Name of Surgeon : ....... @‘fq %U{MV ..... #ﬁé/i}' ................. Date of Admission : ?/ ................

Bundle Care Criteria : (Tick (/) if done)

o Staff Signature

1. | Antibiotic given prior to surgerym No

[ ] Single Dose Antibiotic  or ~ Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? es[ ]No

Name of the Antibiotic : /,L—’\IS@EICE’UIL%IM .......
B

=

2. | Hair Removal /[Z@::ﬁf Yes : rgical Clipper
Department where Hair Removed : rd [_]Operating Room
BT SRS, ¢l

Skin preparation done (cleanse surgical area with antiseptic agenm No

3. | Patient's body temperature immediately post operation (Recovery Room) C
[(Jora Or [ Axilla (Goal:36-37 °C)

3

4. | Name of doctor or staff administering the antibiotic : .......... Nﬂ)/}'mi.)’)kbj
Date & Time of antibiotic administration : ’f/ 2k a}‘ ..................... %
Date & Time procedure started : .... ‘f// ’%Zaé al.2s. /Hﬂl"j

o  Ensure form is filled in completely by assigned staff whenever patient had surgery

o |f any bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse
for management

e Al forms (Bundle care and when required SSI form) are completed properly
Forms must always be kept in Infection Control folder in respective department

'\ Docu. No. : RCHBH/ FRM / CLINICAL / 038

\




\P5-00176071

RAH-00393811 e
e S wowas, Rainbow” | @ o oo
Pa DY/DrLAVANY Children’ BirthRight
i o | (@ Pt

POST-SURGICAL CARE PLAN FORM

B DTN ............ooooenvimssosiommesomsantosenatt %’!d,!

RO DRIONOBIS: ................cosconsiasinsssinssiansivssorsristioRsagiinestrmens sebason sevvaniasssonsvecuns sadisnssrogsise ifensnesdONRIUES 8 i

Post-Operative Monitoring Parameters /Frequency:

j‘”"\f FR &P, 9()‘9_,&*“«3/9-

Wound Care: @

Drain /Special Lines/Catheters: @ \

Special Patient Positioning and Requirements: %“f’”“d‘ ( 4 4(@,\

Nutritional Instructions:

N 4- &k .

When to Start Mobilization: _
whp | Gt kb

Special Referrals: Q

The new order for all required medications documented in the doctor order/medication sheet:
Yes O No

Any Other Post-Operative Care Needed including Required Follow Up

AR
e
Trgat;ng Surgeon 55 ’ :}/\ o e QW

(Signature & Stamp) 1 o W T X

Note: Plan of care will be readjusted if necessary.
\*\ Docu. No. : RCHBH /FRM / CLINICAL / 106



SURGICAL
SAFETY CHECKLIST

Anaesthetist :

Surgeon c@ﬁ AV (Z

T e TR S

.
Scrub Nurse : ......... Qu;sdﬁ] ................

HAH-00393811 .

IP5-00
Mrs SEEMA SINGH 176071
20-05-1987 9Y1M170

Dr. SHRUTHI REDDY/Dr,L_

.. Age: 2/37 Gender : . F
mmuuuummmmmnmm wme: St Bl

.. Qut-time :

= O

Rainbow X ,
ilgren's | @ BirthRigh
ital . BY RAINBOW HOSPIT
1t takes o lot to treat the ittie. Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

"l,S.SrN)

Before Skin Incision > »

Before Patient Leaves Operating Room

Pulse Oximeter on Patient & Functioning L¥Yes CNo
Does Patient have a:

Known Allergy? OYes (H0
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available 2¥6s ONo
Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned OYes 2o O NA
Blood Units Reserved OYes =0 CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? es CONo TJNA

Signature :

Name ..

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected Q’z’g&}y,y/
Steps, Operative Duration, 3o%v) 1
Anticipated Blood Loss? ¢4

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? C1Yes )}NO/D NA
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

es CONo CONA

es CONo CONA

OYes CINQ&NA

es ONo

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

Signature ........,e .

SIGNIN_ Time:.. 2,48 £} TIME OUT _Time:... C). ... (o SIGN OUT__ Time:..=2. (6. /

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

Identity ZY8s ONo introduced themselves by Name and ::'e)““/m No The Name of the Procedure Recorded es CINo

Site L¥es ONo Surgeon, Anaesthesia Professional a ! That Instrument, Sponge and Needle

Procedure Z¥es CONo Nurse Verbally Confirm // Counts are Correct (or Not Applicable) ~ (C1¥es CINo [JNA

Consent &Yes ONo Correct Patient (Check ID Band) Ygs CINo The Specimen is Labelled (including
Site Marked OYes CINo A Correct Site /% CINo patient name) Er%.s ONo CONA
Anaesthesia Safety Check Completed ¥es CINo Correct Procedure {5'(6: ONo Whether there are any Equipment

Problems to be addressed

OYes E)No CONA

OYes D\O

. To Surgeon, Anaesthetist and Nurse:

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

Dac. No. : RCHBH/ FRM / CLINICAL / 111



- SUHCAL

AFETY CHECKLIST

Asst. Surgeon : ..............
Anaesthetist : .................
Scrub Nurse : ......cooeeevee

i

e -
“ Patient Name : ........ccccoeeevnrcenen i, . ............. Gender: ......... K o

............................ Ela‘l?dbOW, . BirthRight"

____________________________ i UHID NO. & oo SUPGEIY NAME & oo Hogpirg;s .33%:;%?1’11‘33’11‘::2

----------------------------- L DA e INETIE e OUEHME © oo, | e

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time:.oooorre TIME OUT  Time:........coooeor...... SIGNOUT  Time:......ccoooee......
Patient Has Confirmed Confirm all team members have Team:
Identity introduced themselves by Name and Role (1Yes C1No fe Recorded OYes CINo
Site Surgeon, Anaesthesia Professional and “Sponge and Needle
Procedure Nurse Verbally Confirm are Correct (or Not Applicable) ~ TYes CINo CJNA
Consent Correct Patient (Check ID Band) OYes CNo The Specimen is Labelled (including
Site Marked Correct Site patient name) OYes CNo CINA

Anaesthesia Safety Check Completed
Pulse Oximeter on Patient & Functioning
Does Patient have a:

Known Allergy?
Difficult Airway / Aspiration Risk?

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

Has Antibiotic Prophylaxis been give:
within the last 60 minutes?

OYes ONo

OYes ONo

OYes CINo

OYes CONo O NA

rrect Procedure

Surgeon Reviews:

What are the Critical
Steps, Operative

CYes
sing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

issues or any Concemns? OYes
Is Essential Imaging Displayed? OYes
Power Supply, Earthing, Power Backup

and functioning of equipment checked. OYes

ONo CINA

ONo TONA
CONo COINA

OJNo

Whether there are any Equipment

Problems to be addressed CYes CINo CINA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? OYes CINo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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S 1T Hospital _ | () zmenss
It takes a lot to treat the ittle. Your Right to a Safe Delivery

RESULT SHEET

Date 63U
Time ;
Hb @ q
PCV
RBC
WBC @ 0)—
N/L
Platelets U\
CRP
ESR
PCT
RBS \0 A
Na A
K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

~ SGOT

T.Bill/Conj
T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138 (P.T.0)



Date O
Time ‘
CUE - Alb
CUE - Sugar
CUE - Ketones
CUE - PUS Cells ; '
CUE - RBC Cells |
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

A
thv r(—\LSMh’K ~VE
TES A

BT U100 T30 B 1T (171 1 o A B B o e T T e L e aol

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

Radiology : BB it T B P S T s DR o o A A A ———

NABRE 07 i st s AR o 4w A s D i U SV A e sy S stk s

Others (EE0 ) CONAET SUIBEHIE Y §iiersifcrs v tustaainastesianistsses sangeosssisss s s aiess 4548 ss s s AT I
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“ Hospital . BY RAINBOW HOSPITALS

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

MEDICATION RECONCILIATION FORM
Drug AlIErgies: ...........c.covveveenenee. N\(le.h .............................. <ot known any Drug Allergies

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

SITIRTTIOMY. .........ccoviinsreonns far) ] K ............................. Shifted to: ............. e o
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | nore / Time ﬁﬂ:gfm

2 | PULMOIMART Spasy éfﬂw, ?\LE,L»« opqué(il/u (6 (B8]
\

2 | Medohp nerod tpy | 52| Tobsto | 0P 1Tl oo e

qA~
4 ¢ CIDC
5 Oc¢ Ooc
6 Oc Obe
7 Oc¢ 0oC
8 Oc¢ Ooc
9 | Db 10C
10 ¢ CODC

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

Doctor Name & Signature : . @1

Date & Time : ......... 5}[4(26 ...... i
/

Nurse Name & Signature: .. Z

Date & Time : ........ T[)_/?fﬁ ............

Docu. No. : RCHBH /FRM / GENERAL / 090
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Dr. SHRUTHI REDDY/Dr.LAVANYA Rainbow ) . i
TG PR children's | S BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery

DRUG CHART

Date of Admission: ‘I)‘]{QJ, ........... Drug Allergies: .............. NLD.A' ............................. nﬁot known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
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 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.

NURSES

S0S / PRN (As Required Medication)
Dater

DRUG: " TRAM 400l |Time
Dose Royte | Frequency S:;t;a?Date y

Domature Valid Period| Pharm. ~1
<

Additional Instructions:

Date

DRUG : Tirye

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date
Ti{vne

v

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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Mrs SEEMA SINGH

20-05-1987 3BY1MI7D (F)
Or. SHRUTHI REDDY/Dr.LAVANYA

T

REGULAR PRESCRIPTIONS Weight. ................... Ward. ..o

DRUG: T} . C BT AX| ME

Dater
Tij;ne

Dose ﬁoute Frequency Sta? Date

K| Il 0D P>

Lk

Name & Signature of the Doctor
Starting the Drugs:

ro-du

Additional Instructions:

NAE

Daily Doctor’s Endorsement by a Sign

onis: ] PARACE Aol T

)

Dose e | Frequency |Start Date
P

Aend Tio B>

4
ey

AN

2

Name & Signature of the Doctor

Starting tfigugs:

g d\‘.(’ltq%%

Additional Instructions:

=
4L | K

Daily Doctor’s Endorsement by a Sign

pRUG: [ P AnTo PRALoE

o
8
(4+]

R

Dose Royte | Frequency [Stag Date ;
APy F 1() oD . &}‘
Name § Signature of the Doctor A

Starting the Drugs:
@f{%ﬂl"\’

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Dose Route [ Frequency |Start Date

Tir'ne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4




BAH-00383811 IP5-00176071
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20-05-1087 WYIMITD (F)
Dr. SHRUTHI REDDY/Dr LAVANYA

Weight. b"fF}f Ward. ..o

LR TIMRERE Date>
TIUE Nurse Sig. l Nurse Sig. I Nurse Sig. l Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
D D Do D
Route Start Date o0se ose se ose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor b i Dose e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
des o D Do
Additional Instructions: . i o *
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TI{FB I Nurse Sig. Nurse Sig. Nursgs‘tg l Nurs;Srg.
Dose Dose Dose Dose
DRUG : Or. Sign. Dr. Sign. Or. Sign. Dr. Sign,
D
Route Sta it Date Dose Dose ose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o Dote e Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e Dose i Dne
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. _— Dosage & Other :
Date Time Medication : Rout Signature
Instructions 8 9 Nurses

4\4\16. - 0w INT - (EfoTAY )M

Agm

L4

(DwaA

Page: 3/4

(P.T.0)
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own | T |y nmtona it T gy [agfe] Socr e T gl o e
[0 RTMUEL %
\v o % “ﬂf— ! q
j\} \‘9’""]"" LOCTATE o kenlal h’ Lot
o
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Sheet No. :

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

i

IP5-00176071

F

%

Rainbow®

[FLUID CHART]

Hospital

Children’s

Tt takes a lot to treat the ittle.

BirthRight
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.

Output

Nature

Date of Fluid

Time

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site
Thrombo-
phlebitis
Score

Sign.
Nurse

Mouth LV

N.G

08:00 am W

09:00 am

10:00 am

11:00 am 0

N [1200pm

01:00 pm

oAV )

Total Intake :

Total Output :

02:00 pm

03:00 pm

1O T
[OOW

04:00 pm

M

\ooM

05:00 pm

1noM)

06:00 pm

1“}0’“

07:00 pm ¢

{DoMmY.

Total Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

AN

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am \

B

05:00 am

i

06:00 am

07:00 am

Total Intake :

Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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1V Hospital | (e

[FLUID CHART

Sheet NO. & oo

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.

i

IV Site
Thrombo-

Date | Time (l;#aéiuuri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis I\slsliﬂgé
Mouth A N.G

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :

- | 08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : o Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output
!.
Docu. No. : RCHBH /FRM / CLINICAL / 092
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DanuseP s[AThango o CoghF | -ovTPaeR ng > P(,,.fueé :

W

Department of Anaesthesiology ‘ E?\ii?c?}:avr::s @ BirthRight
PRE-ANAESTHETIC EVALUATION Hospital _ | () meeowoms

Name: ............ S‘CCIY‘O;"V)"%L\. ............... Age: 38 ....... Sex: p ................ B .. L Sl

Date: ............. 0)'3[!1}% ...................... Time: ...[ 2. U0 7). Proposed Operation: —pa/llﬂ'\scm 1% po(jpcb!"”j

Diagnosis: .............. SMA.WYIQI'nUJP{j ..............................................................................................................................

B.P / CRT: H%}éﬁ.. H.R: .l.l.P/MM/VWengm &Y. lr(g ASA Physical Status: 0 1 O3 D4 05
Laboratory Data:
Hgb: qt'{%*. GIIBOBE: o....coonivnions L L R R—— | ST 0l e YERR st
PO ciiiiasinrriass I ISR R i I O HBE AR -..civnceinis Bl
wec: .60 .0° T T T R .
SN YT i T N Blood group: . f1. AL swisyango............
- R L K oon L A L D N R, . Nl g A (0] 7 AT el L
= 1 LN | o RO e i, AKphoR: ... T s i ssansiangsis
[ Mk S RITRRG i -/, B—
- LN e S O S BEOTIBEPT: ...covurimmssssnisse Allergies: —

Medical History:  CVS: — »,p 4/p & SOD

REP: > YloPithend Sqeiy-te" -
CNS: ' -— -~
- M?M—MMJ—QMMW = e .

Renal : (1

: ; wuj
Hepatic / GE : ol <u-L 2015 Mj Vea O fg Physicalhctivty: o |,

i1 2 plamin
ke OUDOUA’))" :
Past Anaesthetic History: 4, oo v '_ gy c}f e
Physical Exam: 2 l M’_

7%} :.h
Airway: MP 1 2@4 ‘ Mouth Openings, M Mentohyoid Distance?; Neck{ ky Teeth: uupﬂ
< U —.) T

Lungs :

Heart: ¢ o @)

Pregnant: CJYes [ No [INA Venous Access Site: ———  Spine Exam for regional : @

Anaesthetic Plan: TJMAC (REGIONAL ﬁ-m 1 A

Peri-Operative Plan Explained to the Patient: —Yes 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

NIL ORAL< o
Informed Consent: CJ Standard ' High Risk

Post Operative Pain Management: T Discussed with Patient

Other Instructions:
.................. Se um'l\!\o'”ch‘

lab’ Rcbwhhone. bng 0o

=

8 R -h

Docu. No. : RCHBH /FRM / CLINICAL / 044
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- ANAESTHESIA CHART ~ riidren's ’ .Eﬂmﬁm

It takes a lot to treat the little,
Pre Induction Assessment:

Your Right to a Safe Delivery

Change in Patient Condition: 9‘95 ;/N{ P Fasting Status: M W
» Physical Status: (;/Pﬁent Identified A Consent Present 3 /ZJ/Chart Reviewed .
: + — (=4
(143 HR: IIDHMM» | B.P/CRT: /lSlAswwqu);O, ffa’/ [RR: [/ ]LastFeed?/(LD-d
Pre-OP Dmgnos:s /%/L’LLE(M(ULJ ....... ﬂ%,ﬂ Operation: ...".. & WIS Loyt pW&w;Date ...........................
Surgeon: ﬁ/ WC I i Anaesthesrologlst D AV UIW Techmcnan ................ £
¥ Y
D 1 e 7 1/ / ~
- 4 Antibiotic
nv 1 KEFU j r ) 100, ( {~ Suppository
AVIO I 20 230 i
FINT W A SN
r : -] A ,é}]‘ g b oI/ v AIMH : =
4 B =
IV U7 D 't” ¢ IVEA 141 ""jq/ Blood Loss
) L4 ,’/ T T U
A0,/ Sa0 | 00 lian!l gD
ETCO, e Y e e
ECG TR Tin
T A il - T L l_J
Urine Output T NOTES
£3 T R /BIRAREE; g
28 T 2 ¥ 4
BP 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180 #
Tourniquet on Ti s Lo
ot R
140
Throat Pack in
Throat Pack Out 120
100 :_ 4 4 M \ w mri
80
60 A% ¥
40 TN A P v
20
10
0 -
m “~
-
LAB Values * =
GRBS {?
Ghers [ ; 7.4
~ T Equipment Checked and Temp: Induction Regional:
F nal [J HME [C] Fluid Warmer Ow [ Inhal Extremity N S .
C1-BP L U l/ [J G@Fim  [J OH Warmer [ Pre O, RS [] Spinal [*) Epidural audal
il Site: .. Hugger's ] Caotton Wool [[] Others ok OB o vy resasllisiss summetiavassiivivssis
Ol oth o
/t:adghtt d o O Mask 8GR S Posttion: .
//ﬁ Times: [ Airway ] Oral [ Nasal |, Site ol
‘.({glas *Anaes Start %S’é’pw\ ETT# .. A e Negdie Size:
\-/me/w*ﬂmr OP Start: .......>10 KX 1 Oral DNasak CI Cyﬂ
[ OP End: .... [] Tracheostom: m
i m )
O Congogrtoh Leave OR: . O Drug: Rb[‘ﬁ i vm
entilator An ] Awake [ Direct Vision =
o Nerve Sumuiator [ [C] Video Laryngoscopy [ Stylette / Bougie
{J Monitored Anaesthesm Care [] Fiberoptic
Reguonal Blade# ................ AHBMPLS: ..oovovvuvrrrorrrrrrires
Pfessufe poins Chﬂc"ﬂdc DRMRCURY WY R i i cesauissipuicncs
}.ino (Size & Location) Y )
Eye Care: = oVP: O Bilat = BS Ccu C1 Bar
0O o Mﬁ:ivcle' ‘ Oves <llNo [
T Tape Closed Circle , w
[C] Padding C] Other " Name of the Doctur.,.,.......oy..é -
[0 Awake Signature of the Doctor l .........
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! e ; i
Received in PACU by : ...... NOBBN Time Received : .... ogrﬁ ............ Time Discharged : ................ccooo....
260 250 | v cannula Site : cL?*
240 240
w 230 230 | [] O,Mask [} Nasal Prongs
5 220 220 | (] Tracheostomy ] T-Piece
w 210 210 ¥
] 200 200 | [ Oral Airway [] Nasal Airway
o 190 190
B 180 180 /[{’
g 170 170 | Vomiting : [] Yes, 10T v S e TR s e
2 15 tso |NeTube:  Clves [AG
140 140 in
v e 135 | Drain: O] Yes = No
A 120 120 | Urinary Catheter: [] Yes [0
§ :[1,3 Vi / 12,8 Chest Tube: [ Yes
S o | it Oral 01 Yes p'ﬁ:
S AN o I VTR 2 S | 'y A
& 50 I T B B s B O
s 40 y 4 el
30 / 30
* 20 [~ 20
10 5 ) 10
0 1 I 0
SPO, Am a {’ AN
POST ANAESTHESIA SCORE | MBIITES ORING INTERPRETATION
(Modified Aldrete Score) N 30 | 60 | 90 ouT SC RPRETATIO
Al o e £ ounitne m o tn oamand o ACTMVITY ( 1 9 A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
Oyspned o lnwed v, 27 eseraTion Ll vle
'spnea or ing = " " n K
Apneic =0 Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 . . T
€5 00 &0 o Pre ke e = 1'% nouATON ( ,\ i space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =0
F ke =2
Nvcasitis o calieg =1  CONSCIOUSNESS y S
Not responding =0
Pink =2
Pale, dusky, blotchy, jaundiced, other =1  COLOR \ \ y=
Cyanotic =0
TOTAL @ % \ 0
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature

32 1 Dinec Acdadid

-

Pain Tool Used: [ NPASS [ FLACC [ Wong Baker

[ NPS

1.

Anaesthesiologist Name : 2.

Anaesthesiologist Signature:

Date & Time:

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

Transferred to Unit by (PACU): ...
Date & Time: ..

Reassessment Frequency:
Every eight hours for all hospitalized patients.
For post surgical patient, patient with chronic pain, patient with severe pain

Every 2 hours for first 24 hours

After 24 hours svery 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention
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EPIDURAL ANALGESIA RECORD
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Rainbow® . L.
Children’s hed BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery

DA .cccnnsmiiiamnn s [ 1 RERCNEay L O Procedure done DY ...........ccoeeeeuieecircieieeceeee et
CSE /Spinal /Epidural PORMION ¢ ..ooonmcniis T R R NS Technique (LOR/LOS) ..................
DERIE Gisiinsssiiciss Catheter at SKin: ...........cccoceeeevveennncnnn, i R R T A S S

Parasthesia : Yos/NO NS BIBIN. : «.......ocommiiiiiimmpinisismsriiinsimiinimimbmmima it o e ausacnen &
Solution Composition : ¥ ..................................................................................................................................

Any other issues :

) S OO R URU . FO o OO WUUSs P sre 8 0 TS R JESA SO ., 0 s RO 5 ..~ N1 e A
| YRR XL VO UGN s, TSRO WY DT Sl oh WS s o . oo | 17 U 1 O e S RS
. ]
. Infusion Rate Level Maternal
Time (mi/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
\

Delivery Details :  Time : ........cccoueunenen. APGAR: .......ccoovenene. SVB],&HstmmentaI/LSCS (if LSCS Details)
Catheter RemovERl 1Y 80 TID MIEBBRIINL - cisitus i il oM s e st
g A PR FING S S SR SNTON SRS OO 0 UNF 7 ROTY. of CON R TN PTG || SO

Discharge /Shifting ordered by
ORI BIONBIIIES - osssiscsassissnsiinosin siimaibiatasaiibsf b o
DOCIOr NAME: ..ot ses e nns s saenesaenens

Dateand Time & consnnmmmmnnmasaavaianinanio



mﬂg:;i!;"sﬂ IP5-00176071 "//é/:
e, Rainbow’ ® o o
Children’ BirthRight
TN Hospital | ) soncnus
DISCHARGE PLANNING FORM
Nationality: .......... ? NDC.—&N ........

NOTES: * To be completed by a NURSE within (24) hours of admission.

j )
2 Destination Post Discharge: Z\‘)@e
Family Members Notified (Person Contacted)
(] Transfer
Hospital Facility Notified (Person Contacted)
3. Discharge Status: [ Self Care .;}ﬁily Home Care ] Home Professional Assistance
[] Needs Assistance In: Remarks
[ Medication 1 Yes D’@ ...............................................................................................
[ Bathing ] Yes AP Vg s  JORROR . TRTREC R T A BT
7] Eating Gh SR o NEE T M. J\OQQCL .............. R,
L] Walking O Yes ‘C/ﬁo ...............................................................................................
] Dressing I Yes Q/No bus Banansvos bafasi I N WLL’ ..................................
Toileting [ Yes E/No ...............................................................................................
4, Nutritional Plan:
["] Dietary Instruction Discussed with the:
) Patieny ~ L7 Family Member CROME RS o L. .. i bt
5. Discharge Planning Discussed with the:
[ Patient [ Family Member W R S WL A R
6. Patient/Family Educational Plan:
[}
[ Educational Topic/s: ............. PW ............ (M"q{"\b"} ........................................................................
[] Patient's Educational Tc:wjiscussed with the:
L Patient ~T Family Member [T EIHBIS: i ciiion el bim ississinacss sonsts ilossss sbessndiattis svdussonpusnsbossoss
Nurse Signature: BRI, . .. cby ...............
NUrse Name: ........c.oin il v

Date and Time:

—

Docu. No. : RCHBH /FRM / CLINICAL / 191
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INFORMED CONSENT FOR SURGEF “jfjiir o ™ 4 | @ BirthRight
SPECIAL PROCEDURE AT HHIIIKI 1 | (g rememmimsnas

PatientName:....MT.?...*..,S.{{.M.A..&.N.CA.ﬂ.. Gender: [J Male “¥Fomale Age:.....g...q.. RCL......
UHu)No:.........B.ﬁﬂ:...@.{.}.}.ﬂ...33...’..}........... Date : l'»} 226

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.

I hereby authorize the performance of the following operation (s) or procedure {s) (use no abbreviation / Avoid technical terms)
.......... H.\qm ERQMDPILPDLVPE(TON\)
- R SRR RN N P B EOCR N e S

ﬁ\‘siecmq%}’!&\q

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

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

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

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

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

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

5. |authorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery / Procedure: ......... W ......... W\”) ....... p ‘J(\j ....................

Consentee : Patient Attendant :

Signature : .......... LA 57&1’&(%‘ Signatu@&:&?ﬁ\.’ﬁ ....... Q\LA ........................
-

Name ;... S Ste e i Name : . D)e.pak_. k\lm*r

Date & Time : 3‘:}11{,)2,13'0\/\ Relationship with Patient: ... &tMA Jamnda............. '
) 7 Date & Time ijl'lbf}_%QPM

S . Doctor (who is taking the consent) :

T RO s R R

SIOING  EREEL . ................ | e EE

e i — Name : DY‘DﬂUa&W ........................................

Date & Tim g
ol ]W‘ “ Date & Time :Hf)l).lu)((,’ I}BPW\
Docu. No. : RCHBH /FRM / CLINICAL / 027 /
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CONSENT FOR ANAESTHESIA

Authorization By: [] Pafient [ Patient Attendant

Operative Procedure: .......
Anaesthesiologist: QF—EL ...... %W74‘ ..................... A BRRT R W T N AN 3

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 can be achieved
by infusing weak solutions of local anaesthetics and 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.

[J Heart Disease ~ [] Hypertension [] Diabetes [ Renal Failure [] Multi Organ Failure [ Hepatic Disorders
[J Shock (] Obesity (] Chronic Obstructive Pulmonary Disease

e S = 6&W&&I€Ol\) ..................................................................................................................

Declaration by Patient Attendant
o | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
[] Regional Anaesthesia eneral Anaesthesia ["] Monitored Anaesthesia Care

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, variations in blood pressure, nausea
and vomiting.

o | authorize the anaesthesia team to perform any additional procedures (for example, Central Venous Access, arterial ling, 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 products during the course of
operative period and immediately thereafter if need arises.

e | 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 questions, and they have been
answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

v
Patient / Patient Attendant: Witness: Qj
) oA~

Signature: mt%ﬂk ...............................................
Name: ......... B a—{Q.,....lg:!-l.hAr ..... J"-% ........
Date & Time: ....& ?{Q«'%IJQNP”\

Doctor (who is faking consent):

Name: P& 420 . RAMYA- Date delvwhmef.ta"’om

ik

Signature:

: 26
Docu. No. : RCHBH / FRM / CLINICAL / 021  (26) (PTO)
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1t takes a lot to treat the little.

NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

Origin: ... A fan........ Height: .| %4 Cho........  Weight ...62.:.%!946‘.3..... BMI: ..&&.:.&.hsa[.mi-
T T e o Th, 30 M T S TSNS . 55 3 90 o AN SR SN e

Diagnosis: POD*I‘HvsmamPECFQLHP_&dOmAdfmwmiM%Qﬂm .........................

TOTE TR T S RN L BB on N S S uc ol ek SIS EHOC SO,
Surgical History: . ASCS. ,Sdﬁm‘.‘&ﬁﬂh‘ﬂﬁ *Qveatfc;‘ncgskMH ......................................................
[ Vegetarian _ on-Vegetarian ] Vegan

T I O A 53;[’%3&\1[}’\’9&1_%&{@{’ .....................................................................

Dietician’s
Signature: . e Sionatire: SOROML. . ....L. i hisismestmensen

Name: Ceuwg’m?k ................................ IR T T TR S W ST AR

Date & Time: 8‘?{2& Date & Time: ... 8L 2B deversssssssssnssssssssssssssssenies
3 4 Cam

Docu. No. : RCHBH / FRM / CLINICAL / 186
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Notes
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