ESTIMATION SLIP

Date : |6 )3 }2

Name of Patient :

UHID / IP No. :
IS Nz aagle Fshen

Dl Cupoe s

H N r-000l6CL 2 siNo.

Syeve e
2 91 Cust:To2 by

Rainbow’ i o
Children’s BirthRight
Hospital | @ rmeviorsioien

1703

(_/'Dl}: Z

Age:

b l\’{fﬁender: e

Father's / Husband's Name :

Address :

Y. % [V, &Z‘ﬁfj,,(:@rate! Occupation :

Phone :

Procedure / Plan :

Email: 29100994

4R <

EDD/Dos: jtt-h{ - 6

MODE OF PAYMENT : B’QELF D TPA:

TARIFF INFORMATION :

[ ]GIpsA:

OTHER

Particulars

Package Amounts (Rs.)

Room Category

Normal Delivery

LSCS

Multi Shared Ward

Shared Ward

Twin Shared Ward

FL#A S

Private Room

J:J‘QO 4

PA

Super Deluxe Room

jy'(’h ,/f,,?

Suite Room

Package includes
(Package starts from the
time of admission}

Room Rent, Nursing Charges, Room Rent, Nursing Charges,
Doctors Fee, Surgeon's Fee and Doctors Fee, Surgeon's Fee
Labour Ward Charges Anesthetist's Fees and OT Charges
Length of Stay for : Length of Stay for :

Pharmacy up to

Pharmacy up to

Investigations up to

Investigations up to

Others
Neonatologist Charges :

[] Covered [ _| Not Covered
LrmigSia0

Epidural / Entonox :

] Co;’_s:red DNot Covered
Initial Minimum Deposit : +iove  nd

Adworce
REMARKS :

1. Room eligibility is purely subject to TPA approval and the Package / Room Tariff starts from the time of admission. The estimated amount may Change according to duration
of stay, medical condition, investigations, pharmacy and any other procedure.

2. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and may not be
reimbursed by the TPA at later stage.

3. Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
ete.

4. In Case the patient gets discharged earlier than the pakaéos permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment is applicable for which kindly contact the Financial Counselling desk between 9am to 6pm

5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tubectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, etc. credit cannot be exchanged. These items are not payable to us as per Insurance company norms.

6. Difference ifany between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has to be paid by the patient. In case of
denial, cash tariffwould be applicable.

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and 110 attendant is
permitted inICU's -

8. Tariffs are subject to revision

9. Kindly check your billing status on day to day basis at [P Billing Department.

10. Additional Charges on package are applicable for Non-working hours and Non-working days (sundays and public holidays)

% o o3 j \ a DECLARATION
1_Loaksheny Nowoyyana Jou )adv19@Mave attended the Financial counseling desk and understood the expected costs and
other conditions applicable. In case the TPA / Insiirance Company rejects the claim for whatsoever reasons at any point of time
I promise to settle the hospital bill with the hospital without any ambiguity.
s

J. ™ J\‘QD\MM Spouse
Signature of the Client Signatory Relationship Signature of the financial Counselor
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Children’s .BirthRight'“

Hospital

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Name Mrs NAGALAKSHMI UPPALA UHID | HNH-OOOIG.‘.:ZB
Father/Guardian = Mr LAKSHMI NARAYANA Age/Gender 42Y 10 M 3 D/ Female
Address 302,RADH:_’-\ ENCLAVE ,STREET NO:16, Himayathnagar, Hyderabad, Telangéna, INDIA. 50002§
IP No IP26-00006907 Admission Date  21-07-2026
fVRa'f Doctor Self. o

Discharge Date | 23.07.2026
DISCHARGE SUMMARY

Consultant

Dr. Swathi H V
MBBS/MS
TSMC/FMR/15501

Diagnosis: ABNORMAL UTERINE BLEEDING - LEIOMYOMA FOR TOTAL
LAPAROSCOPIC HYSTERECTOMY WITH BILATERAL SALPINGECTOMY

TOTAL LAPAROSCOPIC HYSTERECTOMY WITH BILATERAL
SALPINGECTOMY done on 21.07.2026

History: She came with complain of heavy menstural bleeding on and off
since 2 years, associated with clots, not associated with dysmenorrhoea, not
relieved with medication. Pap smear done on 13.07.2026 showed NILM. USG
(13.07.2026) showed Bulky uterus, Anteverted (105 x 44 x 54 mm) with
heterogenous mass lesion m/s 79%¥62 mm in anterior fundus myometrium
indenting endometrial cavity and pushing posterior myometrium , ET 11mm,
cervix normal with bilateral adnexa normal, no fluid in POD. Patient admitted

BANJARA HILLS N HYDERNAGAR KONDAPUR QUTPATIENT CLINIC SECUNDERABAD KONDAPUR L B NAGAR
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Name Mrs NAGALAKSHMI UPPALA | UHID HNH-00016523

IP No 1P26-00006907 Admission Date 21-07-2026

for Total laparoscopic hysterectomy with bilateral salpingectomy.

Menstrual History:-
LMP- 05.07.2026
Previous cycles: Regular

Obstetric History: P2L2, 2NVD, LCB 14years ago

Medical History: Hypofhyroid since 14 years , h/o iv iron therapy 2 years
back

Surgical History: FESS , Polypectomy

Family History: Mother -DM

Investigations: Enclosed.
Blood group :A positive

Surgery Notes:
Operation performed: TOTAL LAPAROSCOPIC HYSTERECTOMY WITH
BILATERAL SALPINGECTOMY under GA

Indication: Abnormal uterine bleeding (AUB- L)

Operative findings:

Uterus - 14 weeks size

Large fund anterior fibroid 9¥10 cm noted
Right fallopian tube and ovary -Normal
Left ovary- cystic.

Left fallopian tube- Normal
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Hos pital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

[Name Mrs NAGALAKSHMI UPPALA | UHID : HNH-00016523
!‘ IP No |P26-00006907 Admission Date 21-07-2026
Procedure:

| e Position: Low lithotomy

Primary port : 10mm , 3 accessory ports inserted :5mm each
Uterus - 14 weeks size

Large fund anterior fibroid 9%¥10 cm noted

Right fallopian tube and ovary -Normal

Left ovary- cystic.

Left fallopian tube- Normal

Proceeded with Total laparoscopic hysterectomy+ bilateral salpingectomy
Specimen retrieval done through vagina

Vault sutured by stratafix No. 2

Thorough irrigation and suction done

Hemostasis secured

Bilateral ureteric peristalsis visualised at the end of procedure
Urine - clear

Procedure uneventful ,
Specimen: uterus+ cervix + bilateral fallopian tubes sent for HPE

Post-Operative Notes: She was closely monitored in the postoperative
period. Her vital signs remained stable. She was encouraged to ambulate. She
was shifted to room. Foleys removed and she voided spontaneously. Her
general condition was satisfactory and she was found to be fit for discharge.
Medications were explained to the patient supplemented by written
information.

Advice:
1. T. Ceftum 500mg (Cefuroxime axetil) twice daily 9am-9pm till 28/7/2026

HIMAYATHNACAR BANJARA H A v L
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a argancy 3040 - Emergency 1040 - 711 .

Emurgency 3 04069313233

@ 1800 2122

@ www.rainbowhospitals.in




Name Mrs NAGALAKSHMI UPPALA | UHID HNH-00016523
IP No IP26-00006907 Admission Date 21-07-2026

after food.
2. T. Pantop 40mg(Pantaprazole) once daily at 8am till _ .2026 before food.
3. TAB ACELO- PLUS (9am-- 9pm) till 28/7/2026 after food.
4. Tab Zofer ( Ondansetron) 8mg SOS (for nausea/ vomiting)
5. T. Zincovit once daily at 2 pm for 1 month.
6. Collect HPE report.
7. Syp duphalac 15 ml at bed time - sos if constipation,

Review with Dr. SWATHI H V, after 1 week on 29/7/2026 at Rainbow
Children's Hospital with HPE report with prior appointment (Review
consultation will be charged).

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, when and how to obtain
emergency care etc also have been explained by doctor .................. in a
language that | can understand and | acknowledge.

Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Children's Hospital Himayatnagar just dial one toll free number

18002122. You can also take appointments at any time by gomg )
website www.rainbowhospitals.in /S

,( " ) \ O
Regy}’ afr/Ré\si:{:lgnwc.M 0

Consultant
Dr. Swathi HV



>

. Rainb'; . "
Children’s ‘BirthRight

Hospital BY RAINBOW HOSPITALS
i Your Right to a Safe Delivery
| | Name Mrs NAGALAKSHMI UPPALA | UHID | HNH-00016523
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SURGERY DETAILS

Patient Name: \J\K&N \«‘ﬂO@&lDate of Birth: 12‘0‘““‘93 ............ Age: ‘—lﬁY’x_(’

Gender: ......Lemale . Ward s oo QT UHID No.: HNH— 00016523
T P26-000090F
Date of Surgery: ..2\-071-202%............ J0T-1 0T-2 [JOT-3 [JOT-4 [JOBGOT-1 []OBG OT-2

~ L
Time IRi..........! [O ..... 1 bﬂ{h 1{17 501 R D”(ph’)
NAME AMOUNT

1. Surgeon T D'?ngwﬁifﬂ\’ .....................................................................................
2. Anaesthetist : D‘Srﬂ?ﬂﬁl}la ...............................................
Mrs NAGALAKSHMI UPPALA 4zY10M

3. Assistant Surgeon : .... b’ﬁ 9&4(@!( .................................................... ,
P e | [ [ L[}

HN26012212UTERS
5. Circulating Nurse : ..... &“Fﬁm ..... < 'ENQMHQ ......................................................................
6. Assistant Nurse Bﬁ%xgﬁgaﬂﬁﬁﬂ% ..................................................

SHAL ﬂ

Special Equipment: Mascopy ] Broncoscope armonic | Morcelator
[ ] C-ARM [] Cystoscopy [ ] Versa Point [] Liver Cusa
] Neuro Cusa 01 others ... Vasiel... Soal. CQ.G ,
w”&, ef..Sa e4 p 000213 >4 .]245
- '
tf/‘/ (% Swethy Ho‘) . Ubd ;
Sbn ure of the Surgeon - Signature of Circulating Nurse
Order No: ﬁé.:ﬂ.aaa.z_lﬁ.%.M.f..m.......... Order by: Avc&mm)ﬂ&é@xqgmm

Docu. No. : RCH /FRM / GENERAL / 114
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P26-00006907 T3 "Z
B ::M‘“’ HuuPll’N-A : / LH T 35 O Rainbow"®

I a2yiomso 6 UFPC{‘Q\ Children’s ‘ BirthRight
Dr. SWAT! Hospital .sv RAINBUWHOSPITALS
T CONSUMABLES OF OT MR | s
_ =y [ j
Chivuraung staff ...l..\.-!('.‘tfﬂff.f.\..‘.’b.‘.’l....%&‘.‘f‘:‘"‘%chnician: .......... &Q«‘( ............ " Date : .....‘ij -7 S 1111
Anaesthesia Disposables svod " use | -SUrGICal Disposables wssod O Gena| Disposables (Baby Side) |, O
ET tube |Major Pack | TnjvitK
LMA o = %{/ ‘Sutures Cord Clamp
ECG leads| A/ P /N A - W—h&, D | suction Catheter
HME filter : A/ P/ N = LL&B; b1 71 | Feeding Tube
Syringes : 10 cc - dabu fx ho2 | _~| Vaccum Suction Set
05 cc (jj,, | Gloves S ; 6 i L.~Surgical Gloves
N S0 —
02 cc W Bhcove 63 auze Pack
A1 ce 1, S : ~ Syringe 1ml / 2m
Cautery plate/: A/ P/N /6 Surgical blade ' y\ /7 |_Surgical Blade # 20
IV set = ‘ /(NG tube Koochies (S)
RL e v Cautery pencil //
@ | NS 10mi/ 100/ 500mi / {000l Q\{ o 3| Koochies XXL o1t Jp=te— 2
T milelad COintments ) oot ~e\lA  h 4 N S00 ot
AT Plre— —Suction Catheter ) A" T r@m/&r/[; e N
Fentanyl iﬂjx’ﬁap, Mask L A feﬂ
Morphine [ﬂ » | Gauze Pack -5 '
Ketamine " Mop Pack =3
Propofol & ppet”Steristrip 2
Rocuronium 6@;—Upderpad
Glycopyrolate / w/ﬁraw sheet
Myopyrolate &) | Abgel
Ondansetron Foleys catheter f\ry —//
Pencan 25g/ Spinal Needle 22 1 Urabag 'L«t‘}'/
Bupivacaine 0.25% ‘/M st Drainage Catheter
Bupivacaine 0.25%(Heavy) \““}-Romodrain bag W
Antibisties—— 5 okt @) &-|/Bandage Wep M‘ﬁ’wﬁ oA
@ [ O divwmy) o & Rooaem @iy | T oRr
3 Suppositories loban %lf\'fl/\ %?ll{ [ Ok/
Anamol : 80mg / 250mg / 170 mg Double J Stent v F
Supridol : 100mg /" Vaccum Suction set -
Justin : 12.5 mg / 25mg/ 100mg_} X/P]astic Bed Sheet f) p(ohd 7
Tab. Misoprost : 200mg ~ - Betadine Solution
P z
)y p(_ el (lj}/—Mlc;oshield H —
) e0 von bt Fetion frobie_ |/ gPfplotion Balls =
el Aiesen 24 (o e 7

Q%JG/Q Tudbe Je 6 [“\Bamdione Scrub

[J_'w PR e S A Cf A

Surgeon

esthesiologist Nursi\m / OT Technician
Order No. -..e26.=.0000. 9’”737'7 - S Ordered by : .77~ ow-il "{/gé @ /J.}.o/'?n-,

Doc. No. : RCH/ FRM / GENERAL / 125




o

Rainbow Childrens Hospital-Himayatnagar

Rainbow Children’s Hospital, Door no, 3-6-267, opp. Cafe niloufer,
Old MLA quarters road AP State Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in

AR
ELECTRONIC MEDICINE PRESCRIPTION

MRN : HNH-00016523 Name : Mrs NAGALAKSHMI UPPALA
Age ! Sex :’'42Y 10 M3 D/ Female Doctor ; SWATHIH YV
emIReg Date/Time ¢ 21/07/2026 08:03 Payor 1 SELFPAY

Order Date L 21/07/2026 15:28 Ordernumber  : 26-0000215737

Visit 1D : IP26-00006907 Ward/Bed No  : 4F -OT/PPO-417

Patient Address 1 302,RADHA ENCLAVE ,STREET MNO:16, Himayathnagar, Hyderabad, Telangana, INDIA, 500029

8.No Description ' Generic Name Dosage Route ! Frequency Duration Instruction Qty Status

1 MYOPYROLATE-INJ-5ML 1 Nos f Once Daily 1 Days 1 Ampule Dispensed
2 :fgg;fgs'( 3 LA.YER - FACE MASK 3 LAYER 1 Nos External f Once Daily 1 Days 10 Nos Dispensed
3 gfg{,’éi"é“&'é‘m%“ 1 Nos External / Once Dally 1 Days 20Nos|  Dispensed
4 |SURSEON CAPFEMALE SARH 1 Nos Extemnal /10 AM 1Days 10Mos| Dispensed
5 :‘;%Jgég‘?gﬁm 1Nos External /10 AM 1 Days 1Nos| Dispensed
4] RL 500 ML CLOSED SYSTEM ?éﬁﬁf%tggggﬂg 1 Bottle I Once Daily 2 Days 2 Bottle Dispensed

SWATHIHV
OBSTETRICS AND GYNECOLOGY
Reg No : TSMC/FMR/M 5501

* This document is just for reference purpose only. Not to be considered as primary report.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 21/07/2026 15:46 Printed By : SUNKARI SANGEETHA Page1 of 1
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.- Old MLA quarters road AP State Housing Board Himayatnagar ,
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040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN ¢ HNH-00016522 Hame 7 M NAGALAKSHME UPPALA
AgefSex :42Y10M 3D/ Famala Doctor ! SWATHIRV
Adm/Reg Data/Time 1 21/07/2026 08:03 Paycr 3 SELFPAY
Ordar Datq i 21/07/2026 15:28 Ordarnumber 1 26-0000215736
VisitiD : IP26-00006907 Warded No  : 4F -OT/PPO-41T
Patient Address ¥ : 30ZRADHA ENCLAVE ,STREET NO:1G, | Hy INDIA, 500020
e Description Ganaric Hacs Dosage Routed Frequancy Dueation Inatruction oy Statn
1|, crosen 1Noa Extomal  Cnce Dally 1D Ihe|  Dpmnses
r [commonsaiszousnes 1has Exbarat / vca Dy 1Daps thos|  Doperead!
1 |amwar2a0mm wiRviay 2 Thos J Once Dady 10m vra|  Durpwresag
4 |mezoLauvisuasu [em irjecton § Oncs Gady 10w 2vi| Dupenesd
8 |vaccumesuconser e £xtumal £ Once Dty 1D 2008]  Dupenena
o [VRDER PAOS0X 108 Pack hon Extornal 110410 10es 2hon]  Diapenesa]
1 |Encors Mcmotc plover- 83 s {Onca Duty 10ap anor| Dapenasa)
s |mcrror ooms 0w ™ [reymescar £0vicn Dudy 1 bars anoe|  Duperwnf
3 fm&mﬂ&“‘ 1hos inpacton { Once Dady 1D Yhon
1 (JECACERMMITHEAD PEGADERLI 2582 1008 Exienal | O Oy 1 Duys an|  Daveraso
0
n :.:mumzpmunousm 1 me #Oncs Dady 20w 28| Duperasa
12 |urcesc powmy-uROLYHE 1100 Exsenet 110 A Fou 2Mos|  Diepaneed]
13 |rocrmmisoua s vl Extornal 1 Oncx Doty 1D 2vis|  Dispensea
14 |SGLOVE TXSURGICARE) |SURGICAL GLOVES 20 |1 Now Exteral / Onca Daty 1 Dape 3ca|  Duspansed]
GAUZE 7.937.5 12PLY GAUZE 7.5X1,5 12 PLY
15 e e e 1 hax Extamad { Onca Dady 10w ahos|  Oupasa
18 | IHEMIPYRRIOM 0.7MG 21 bdios irjection £ 16 A0 10es 1hos|  Daseraed
17 |RvLeS TUBE 18 POLYMED thios 10nce Dady 1Dsye thos|  Dupenasa
19 [(IRANT SRLUTION T0% Nox Extarrai { Orce Dady 1.5 Shos|  Dipamed
1w [HIGHPRESSOR EXTENTION Ihies Fiverd  Ooce Ciany 10 [E0
2 |ussoon crosen BoTrE 1B0se Exterra { Once Daty tDaya 18otts| Dmpersad
21 |nasoramicEaL TS 2 ae ONOEAL (g pey Exiemal | Once Dady 10mpn 1Nos|  Dapunssa
E..0 £1ECTRODES (ADLLT) {ELECTRODES ADIT |1 Nes Extarnal | (e Dady 1 oy P [ S—
73 [PAWININIVALOZSX 20 v Wyecion e Dady 1 Dops wvat]  Dawrsng
LEGGINGS DISPOSABLE
R A thos oA 10w thos|  Dispamsea
25 [ofvrinGE suLiaPry  |SvRmice s 1Hat Extorral / Orce Dady 1t anos|  Drpensaa
75 [EOMLDXACAMSFERPATCH 1hon Exiemal 1 10 A 100 Thos]  Drecensad]
LBl s prmeyag 1N Exiermal Once Cary 10aps 1hos]|  Onpense
8 | THEMICANE 30GK JELLY 10m 1 Coam Dy 10are 1oh|  Dosomrniad
2 |mmcaTTOMUREED) RRIGATTOIL.U.R BETH |1 hon Extrn f Orca Dndy 10en . Thos|  Dmowrasa
2 |ADULT DIAPERS-XXL [ Externat 1 10 404 10em I0os|  Despanssd
3 |surcicar BLace 11 SURGCALBLADE £ [ el # Ovrca Dty 10m 2| Dapameat
0 [psrossaie sprows sterdpsPosAmE APPRON [, ., P 2 Caps aros|  Cisparmsd
n E) GLOVES 8.3 |1 pion Extema [ Once Daty 1Days snoa|  Drpersed
3 [moPs 3000 beLy 53 x-Aay |orS soioon PLYDATT |1 Nos tOrce Oaly 10eys tnos|  Dapansed
FOLEYS CATHETER 18-
a FRErST 1ot Exsernad 110 Al 10uys 1h0s|  Disparssa
3 RSN SUPPOSITORES 100 Thow Extoon | Onc Cindy 1 1hos|  Depaan
TRANSOFIX DEVICE-
ELI Hindss hice Exsomal | Cnce Dady 1" Thos|  Dipenssd
2 |srraTarx sxPezBa00 10 Thos Exrternal 110 AH o YNox|  Dirwanies
TIGRAAL SALTHE O¥%,
3% [NS10OMLACCULIFE-EH | SCORMCMLDRIDE160M]1 ML 10nca Daty 1.5 1| Dupened
Lao
x,ﬁﬂ,ﬁ.’,“aw o LD PLATER | § os Externd § Orce Dnly 1Dy 1hos|  Bmomrted
a1 |ETTUBE 70 CUFFED RUSCH A hos Exiesnat 1 10 AM 10w 10
Bl eyl et (TR |Exswat 1 o Doy 10 1he|  Daceams
SWATHIH YV
OBSTETRICS AND GYNECOLOGY
Reg No ; TSMC/FMRM5501
* Thes docurmant Is Just for referenca purpasa ondy. Not to be considered as primary report,
Hote
* This presctiption Ix valld only for spscifled ditation.
* Do not raflll madicines,
Prnted DateTima : 210772026 15:53 Prnted By : SUNKARI SANGEETHA Page1 oi1




HNH-00016523 1P26-00006907

Mrs NAGALAKSHMI UPPALA

18-00-1983 42Y10M4D (F) R
Dr. SWATHIHV

T
DEFICIENCY CHECK LIST OF CASE SHEET

%
Rainbow® . —_
Children’s | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Doc. No. : RCH/ FRM / GENERAL / 126

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet |
2 Discharge Summary 1
3 Nursing Initial assessment i
4 Patient Transfer form )
5 In-patient Medical record }
6 Doctors progress sheets 2
7 Nursing plan of care and handover sheets b2 1
8 Consultation sheet
9 General consent for treatment I
10 Consent for Surgery l
o 1 Consent for blood transfusion
" 12 Consent for chemotherapy
13 Consent for high risk
14 Consent for Restraint
15 LAMA consent
16 Consent for special procednfe / Sedation \
17 Consent for Formula feed
18 Consent for MTP
19 Consent for Radiological Investigations
20 Consent for HIV test
21 | Anaestesia notes (Pre Anaesthesia& post) 2
22 Neonatal Admission/Delivery/Physical Exam
23 | Medication Reconciliation |
24 Emergency Triage record )
25 Pre operative check list }
26 | Surgical safety checklist \
27 | Operation Theatre notes |
28 Nurses clinical Presentation
29 | TPR &BP chart !
30 | Intake and Out take chart (fluid chart) |
31 Drug chart (Regular Prescription) |
32 .| Investigation Values (result sheet) i
33 Nebulization chart
34 Nutritional review chart
35 Intensive care unit (ICU Charts)
36 Consent for Admission in PICU / NICU
37 The Humpty dumpty scale
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
Billes !
Eoctrewt & G
Total No. of Pages 7.D( al. ﬁ’.\Y‘
- 3o
Si&m and }late :

(PT.0)




ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE /'EXECUTIVE

L.




PATIENT TRANSFER FORM

u\\\

Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

| .Bll’thRI ght

Your Right to a Safe Delivery

Patient Name & UHID No.

HNH-00016523 1P26-00008907
Mrs NAGALAKSHMI UPPALA
18-09-1983 42Y10M3D (F)
— Dr, SWATHIHV

A

Date & Time of Admission

)3 2e@ 8:3 Am

Date & Time of Transfer Order

17126 3opn,

Transfer Ordered by

Reason for Transfer

OLs evadl o
. 0
DR. Swald~
From Unit To Unit Information to Attendant
Yes| No[ |
P _ post Roon, -~

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
@ Yes| | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity

I pL Co oML

@

e

4,

5.

Shifting Summary / Notes Written by Doctor :

Yes [ |

No[ |

Rig.

Name & Signature of Person who is Transferring

f_] M’o\/Q’Lb\

Name of Person Ordered Transfer

DR . QoJcJ’Lf'

Patient & Clinical Records Received by :

=

\gu NAN O[@

¥4 FN)

Date & Time of Patient Received :

|72

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

(] Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Nurse not Available

|| Available Bed not ready




| eanbons | @ BirthRight
PATIENT TRANSFER FORM Hospiral .

It takes 3 lot to treat the fittle.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order

t;ggéas::sm yop 2800008307 o? \ \:3 L6 @ %’!%f ‘9\\}‘16 @ lo M

42Y10M3D (F)
Dr. SWATHI H v

LT e e e
O’;'& (%\\9 | ln-no

From Unit To Unit Information to Attendant
YesTT—  No[]
Py & Poct o]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
& q over to attendant
/ Yes| | Net ]

If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1. )
RL on Hpw —— £
2.
3
4.
5.
Shifting Summary / Notes Written by Doctor : Yesp/ No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
M/\‘ED ;)U‘f WO\YW%?‘SES\

Patient & Clinical Records Received by : J,Za“f A

2y |7\ 2L @ 1o v

T

Date & Time of Patient Received :

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
[ | Unavailable Bed [ ] Nurse not Available [ ] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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Rainbow Childrens Hospital-Himayatnagar

Z &
Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital TEL NO :040-48873000
WEB : https://rainbowhospitals.in

Birthftight
Rainbow

ADMISSION SHEET

NELITR IR e

Registration Details :

Admission No : IP26-00006207 Admit Date :21-Jul-2026 Admit Time :08:03 AM UHID : HNH-00016523

Patient Details :

Patient Name : Mrs NAGALAKSHMI UPPALA Age :42Y10M3D
Guardian : Mr LAKSHMI NARAYANA DOB : 18-09-1983
Gender : Female Religion
Occupation : Martial Status
#ﬂdress (H) . a?ri‘gggﬂggirS;@;Ebfgiiirg:?a:11(:1 o Phone No : 9000511145/ 9391049959
' 500029 E-mail : NA@GMAIL.COM

Admission Details :
Bed Type : TWIN SHARING Bed No :PPO-417 Ward Name : 4F -OT
Room No : PPO-417 Admission Type : First Visit

Contact Details :

Name : Mr LAKSHMI NARAYANA Relationship : Husband
Contact Address : 302, RADHA ENCLAVE ,STREET NO:16 Phone No : 9000511145
Himayathnagar Hyderabad Telangana INDIA
500029

™ SSi/;i -u'r:‘ 9——\9‘-\0\&

Doctor Details :

Doctor Name : Dr. SWATHIH V Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 200000.00

Payment Mode :DC/CC Card Payor Name : SELFPAY

ted Date / Time : 21/07/2026 08:07 Printed By : 020635 Page 1 of 2
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Rainbow’ . v e
Children’s L BirthRight
Hospital .%

ACTIVITY RECORD FOR BILLING

HNH-00018523 1P26-00006907 0
Name:___________ e T S
Dr. SWATHIHV ®
T p— T — e
Date of Admission: _ _ __ __ _ _ Times_ - - vate of Discharge : _ _ _ _ Time: ________
Room/BedNo:__ __ Ward: ... - Suggested Billable bed type : _ _ _ _ ___ ______
WARD TRANSFERS
Date Time From To Signature of Nurse
21N 06| neam | DeeCped | oT rodhy [
] st QT Dve Poyy | povery wpodtn

2 19)6] JoPm [pre —post | Room Genaldd { 4

Cross Consultation Visit

Doctors Name Date Order No. Signature

8

9

10
Docu. No. RCH/FRM/GENERAL/145




INVESTIGATIONS

Datg, /1 Investigations Order No. Signature
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MEDICAL EQUIPMENT (WARD & ICU)

pate Samact Connedting | Discomecting | oyier No, | Signature
I rerdiar eclhor 9P 1] |S9>3 .
7T g 770 ' VN
9‘(}1% Wusion PWP : M 1P [ 54>
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PROCEDURE
Y

lZ/)ate " Procedure Quantity Order No. Signature
A | BV Plalempol- —1—® Hem0nt]
N\ (Pre, [p) — @ st ook
@‘\._.Ar'" (‘m&f»&«‘r@’h cofe) — © \§}1§7/)
\ / / \
= &ﬁ?ﬁgg C,M«U?’ a
bY|San LTy
2oy | M 0) sy ube o iy,

22\ v oo Tgvepy | 1 ey ep A
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\,.va A - {.&/

ANY OTHER INFORMATION

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

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Mrs NAGALAKSHMI UPPALA

18-00-1983 42Y10M3D e
Dr. SWATHI HV £ ‘\ "

=

AT W Chitaren's | @ BirthRight

HOSpit&' . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

|.P. ADMISSION SHEET FOR GYNECOLOGY e
Date of Admission : ......... 6\\r)\‘;u’ ................................. Time of Admission : ..... 1l ‘%“D*m ______________________________
ANBRTIBE: <ivsinirsins seammssens CA’/‘NDRMHQN ......... ] know any drug allergies
Pt PRESENTING COMPLAINTS i »~-r-=r-=rrmrrrrmoesen s ann s m e s me e e m e e s s s s e e e e e s m e =

cle M st tmmj _

T Wi
A ‘%m dars. ehowid . — N
b B oL \i\oﬂéd Wj @\"’L\ﬁ stV
«r M

-y bsumm

Al tw N\raka

MENSTRUAL HISTORY OBSTETRIC HISTORY
Year of Marriage : Parity : Q i
Previous Periods : “:fm : Mode of Delivery : SQVLTE
LMP : 5\ ’\\ 2, Last Child Birth: '\ W v
Contraception : X

PAST MEDICAL HISTORY PAST SURGICAL HISTORY
\*\“  PRUTAALS A & - (e

N4~ A oy
Hargw‘wdﬂm :

Docu. No. : RCH /FRM / CLINICAL / 086 (PT.0)




HNH-00016523 I
P26-000069
Nrs NAGALAKSHMI UppaLs

18-08-1983 42Y10M3p (F)

Dr. SWATHI H v
"”I”lﬂﬂmmmmﬂmﬂ - ‘TVIEDIE\TIDN;IST(;I: - ‘
viohhr - D | cho ARonotm m"“f]w ‘
|
|
e e
r-- INITIAL ASSESSMENT : ---------mmmemmmm e eeseeeeenees :
: Date A\\W\‘M' Breasts Local/Speculum Examination I

He \S Qe wi. Ea&"o'-Nd,

BMI S 0% @
B.P \30\'3\1 hum by

Pallor @ Bimanual Pelvic Examination
CVR S @ Abdominal Examination
Respiratory System I @" @
Thyroid r~)
L4

PROVISIONAL DIAGNOSIS : Mogrred Wi udidy C A8 ~L)

INVESTIGATIONS ORDERED PLAN OF MANAGEMENT
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— I =
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Name of the Doctor : &( QO"‘W“ ’(%0‘ Signature of Doctor QM/

Date & Time : &‘\')\RL (a) ?Pv\i‘\}’\
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Hospital

PROGRESS NOTES AND DOCTOR'S ORDER
ga;?me Progress Notes Doctor's Order
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Mrs NAGALAKSHMI UPPALA
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1 3-09-1 083

SWATHIHV

T
PROGRESS NOTES AND DOCTOR'S ORDER

1P2€-00006907
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N

Rainbow"® ) _
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

It takes a lot to treat the little.
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Mrs NAGALAKSHMI UPPALA

18-09-1983
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1P26-00008907
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Children’s
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takes a lot to treat the littie.
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@ BirthRight

. BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

ga:'?me Progress Notes Doctor's Order
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? -00008907 < = ®
f-,:::““""“ " E?,'i?c'."_r‘;",‘l,’-s ‘BirthRight’"
Or. SWATHIHV ospita BY RAINBOW HOSPITALS
“\ s 1 b tha i Sour ight s Sae Deivry
T —
Date of Admission: &\\'\\D,lo ........... Drug Allergies: U/\MDNYVJC/U\) ....... /_i/Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

'

NURSES

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.

S0S / PRN (As Required Medication)

DRUG :

Dater
Ti[pe

Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

)

Additional Instructions:

DRUG :

Date»
Ti@e

Dose

Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

v

Date
Tir‘ne

Dose

Route | Frequency [Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)




ed by

Dr. Dhakshayani
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i

Verifi

Verified by

Dr. Dhakshayanl

erified by
Nhakshayan!

HNH-00016523 1P26-00008907
Mrs NAGALAKSHMI UPPALA
18-09-1983 42Y10M3D (F)
Dr. SWATHIH V

DRUG :

REGULAR PRESCRIPTIONS Weight. W\ W, s csemsmrpmiinss

Dater
Tigle

Dose Route [ Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

) - on  |Dater (o |
DRUG : (N MAENEX FoR0E Tige q:\ ’X\"\:\_’\K

Dose Route [Frequency |Start Date

sy | w | eo |&> >

o )h/ 4

Name & Signature of the Doctor

Starting the Drugs:
)

& @ﬂg/

Additional Instructions: (re>F o>y N
CEFcPERALOWE — .3‘5 g}']\ %
SlLeretamn L
——
Daily Doctor’s Endorsement by a Sign )
Date»

DRUG : T'ny- PnropleTAmoL Tife .,\\’\‘q&qb\"
Dose Route | Frequency |Start Date y
G | TV | 11y il kNN G

Name & Signature of the Doctor

Starting the Drugs: .
B - Awmaeen )\“3’"/ alv R ‘/‘
Additional Instructions: IR
\"4
By //I
Daily Doctor’s Endorsement by a Sign X1 \/ f
DRUG: Tni. Diciofenhe %?;Z‘.l\\"‘ X

Dose Route | Frequency |Start Dat
Tswg | V[ By |33

€

= 34

i (5

Nam# & Signature of the Doctor
Starting the Drugs:

Do Puaren /r‘/

Additional Instructions:

ﬁ’m--}

Daily Doctor’s Endorsement by a Sign

A

gl s M et et ool ol it
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Rainbow® . —
Children’s | @ BirthRight
Hos pita] . BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery

Sheet No: ............. REGULAR PRESCRIPT'ONS Weight\-2754... Ward ..o
DRUG: Tny CExANE e o .
Dose Route | Frequency | Start Dt. Tl 7
4orys | Lfe ob | dY7

Name’& Signature of the Doctor 5 A

i

Starting the Drugs:
B Amnrean ﬂ_’L“‘,

Additional Instructions: -

Daily Doctor’s Endorsement by a Sign

Date

DRUG: K] PANTo pedrsl

Time

Dose Route | Frequency | Start Dt.

23>

Loy | (v oD

Name-& Signature of the Doctor

Starting the Drugs: _/N’l/
D'TYWV((‘V

Additional Instructions:

N

Daily Doctor’s Endorsement by a Sign

¥

Datey
DRUG : Ny ~TRANZRAMIC A  [Time ﬂ\”f;& fﬁ\’
Dose Route | Frequency | Start Dt. y .

I o[ o |3 T[S
Narhe & Signature of the Doctor K
Starting the Drugs: ,;,\3—"”

et B
Additional Instructions: et 24 | 3—

_LS'\" Dec-\ 'A,—M “1
— \9
X 2Yh~ h /017’3 =T

Daily Doctor’s Endorsement by a Sign
Dater _\A

DRUG: =7 ThrveonoRAL i\

Dose | Route |Frequency |Start Dt. i
(60 meq Pe > 22H-

Name & Signature of the Doctor

Starting the Drugs: ,b/
{
e

Additional Instructions:

Daily Doctor's Endorsement by a Sign

a:'\

Docu. No. : RCH /FRM / CLINICAL / 108
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VERIFIFITBY NAIMIE .. o ot s cevvccmeneennermiers aeen e

]

o]

Dose Route | Frequency | Start Dt.

Rainbow® | . . o
Patient Sticker Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
. It takes a kot £o treat the Ritle, Your Right 1o a Safe Dallvery
L - REGULAR PRESCRIPTIONS weigt............. Ward oovvveeeereennene
Dater i
DRUG: - Tipe

Name & Signature of the Doctor

" Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Datoy
Dose Route | Frequency | Start Dt .

Name & Signa;ure of the Doctor

Starting the Dnugs:

Additional Instructions:

Dally Doctor’s Endorsement by a Sign

DRUG : Dater
Dose Route | Frequency | Start Dt. K
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctar’s Endorsement by a Sign

DRUG : Jter

Dose Route | Freguency { Start Di.

Name & Signature of the Doctor
Starting the Drugs:

Additional [nstructions:

Daily Docior’s Endorsement by a Sign

Docu. No. : RGH /FRM / GLINICAL / 108
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Weight. %Q'\

hayani

Ward. ........ovcimiinss
Date»
VARIABLE DOSE Tlme I NurssSin. I Nurs;Sig. I_ Nu S'ESiu. l Nurs&Sig.
Dose Dose Dose Dose
DRUG : O Sign. Dr. Sign. Or, Sign. Dr. Sign.
Houte Sta it Date Dose Dose Dose Dose
! Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose Dose i L
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: Doee oo oes .
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
VARIABLE DOSE pales
Time Nurse Sig. Nurs Sig. Nurs Sig. | Nurse Sig
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RO me Sta r Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor G Dose i -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: 0 o fo F-
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
! _— Dosage & Other ;
Date Time Medication iretniotona Route Signature Nurses
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MEDICATION RECONCILIATION FORM
Drug Allergies: ................... QUNOM’“{U—N ......................... 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 t&e time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting From: m ............................... Shifted 10 :......c.evev. ‘OM ...................................
S.No (GENEng‘fIAmgIéTg':’#:II.“ fETTEHS) (mﬂ?ﬁ.ﬁg) (PO, ?I%U;E: v) | FREQUENCY E‘QfJ,“T?.ﬁE ?gﬂ%‘gg
» ] Qs Thoteanonmn (homy fo &) (E’L/ 106
£ ) ¢ CIDC
3 OC [IDC

N
4 (JC [CIDC
N

5 \ 0 0oc

6 ¢ CIDC
~J
™ 7 \ ¢ 010G
o "N
8 ¢ CIDC
9 | Oc¢ 0IDC
10 Oc¢ ODe

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

Doctor Name & Signature : .....M% /&Q«‘V\”&;’ .........

DS & THTE : o aoju, (R Wm
Nurse Name & Signature: M'?&&D\%A
Date & Time : wt[}\%@gﬁm

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

A\

IES

Time

83 1>¢m

Hb

\o:2

1O«

PCV

Uiy

RBC

U 2?2

29.0

WBC

S. oS

|2 2|

N/L

%9.1

Platelets

i3

142

CRP

ESR

LA

PCT

RBS

Na

T

K

Uour

Cl

101p
!

Ca/Mg

Phosphate

Urea

Creatinine

0.9

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. : RCH /FRM / CLINICAL / 0138

(PT0)




Date - .
Time

CUE - Alb
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CUE - PUS Cells
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Early Warning Observation Score Chart - Obstelrics

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

o1\ 6

Date

Time

73)

11]112| 1

()

> 30

RESP 31-30

7)[ 8 }9)

1

-
10

(2-)345

12| 1

(write rate in

corresp. box) 11-20

0-10

94 - 100 %
<94 %

Saturations

Administered 0, (L/min.)

40
39
38
37

3, dwa)

36

20

2

£
75!

35
< 35

170
160
150
140
130
120
110

100

ajey ueay

90

&
[

80

7

70

60

50
40

190
180
170
160
150

140

130

LY
w

Al 7.

120

>~
-

110

100

e

920
80
70
60
50

anssald poojg 21joisAs

130
120
110
100
90

-

80

70

1 (€

i

60

°% [

e

50
40

| inssald poojg Jjoiselq

NEURO

Alert ] O S| s

. a1%7

Voice
Pain
Unresponsive

RESPONSE
G|

T

URINE >30 |

mls / hour <30

Protein + +
Protein > + +

Proteinuria

Normal
Heavy / Foul

Lochia

Clear / Pink
Green

Liquor

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

N

Nurse Initial

~N

™

LR

-




Obstetrics and Gynaecology
Early Warning Signs

\.

1 Yellow Alert :
Repeat Observations
in 30 minutes

~ N

Set of MEOWS
Observations

\ % N

Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat

Observations
in 30 minutes

J

. n
.f )
-,

2y

—

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations

in 15 minutes or continuous

_~= monitoring

~

\ra
}v " [ . LAY
y -
k

* The Modified Early Warning Score (MEQWS)

-
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Early Warning Observation Score Chart - Obstetrlcs

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

g\

Date

=

!

Time

9 |9

11

12

5{7;)7

9

(10

/11

12

RESP

> 30
21-30

(write rate in
corresp. box)

11 - 20
0-10

Saturations

94 - 100 %
<94 %

Administered 0,

(L/min.)

40
39
38
37

3,dwayl

36

T

—Sl
<)
]

35
< 35

170
160
150
140
130
120
110

100

ajey Ueay

90

80

70

60

50
40

190
180
170
160
150

140

130

120

124

(){B

110

|
——

—_—
-
A
I

100

—
anssald poojg 21|0Ishs

90
80
70
60
50

130
120
110
100
90

>%

80

70

60

20

i

<+
2INssalg poojg d1jolselq

50
40

NEURO

Alert

RESPONSE

Voice

Pain

(1]

Unresponsive

URINE

> 30

mls / hour

< 30

Protein + +

Proteinuria

Protein > + +

Normal

Lochia

Heavy / Foul

Clear / Pink

Liquor

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial

0

R

U




{

Obstetrics and Gynaecology
Early Warning Signs

f

.

Complete a Full
Set of MEOWS
Observations

~

. 1 Yellow Alert :
Repeat Observations
in 30 minutes

J

V4

-

2 Yellow Alerts or1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

-

(s

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

~

* The Modified Early Warning Score (MEOWS)
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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.

ke 7 s ‘ Olllpﬂfi %Lﬁ,.h Té}_’oﬁi‘go
Date | Time (}Nfagﬂ% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis ,?l'ﬂge
Mouth Y N.G
08:00 am f
09:00 am n\ o o
r&; 10:00 am ; \ g
N\ [1100am [~
o/ 12:00 pm [
01:00 pm
Total Intake : Total Qutput :
02:00pm | @1 oy {)[00%0'- 5——*-"“‘“1‘{’47
0300pm| YL | WB fool \ e ';”,?
Q}“ 60| | ¥ | goul = posd |—afl@ |,
\QS 05:00pm | gy 90\,} Q @/ ) u! -;,(
D 06:00pm | 4 (0o L "
9 [pom| 50 B~ Uaoml ——gG,
Total Intake : v Total Output : [ 7
oopm| RC [ 1p |Jooadt RS
09:00 pm EL, e l@OD / 0.4 [

QEO 10000 | o | Ho |100m\ 4 [ [hoenh —I—fmp)
R4 - I ~ T (& v 1 P
N R P AT I I 1700 A

Y 200an RS | Y [1pom| / [lo7
01:00am | (2 | [oow)]| ~ i (-
Total Intake : thm Total Output :
02:00 am \ Lo0~
| 03:00am (00 -/ ) |800m ;-—‘&N\F)J‘
A [Y400am | DNA (00 | / oA i
N\ | 0500am oo  |™® ¥ | \
V" Tog0am ' bo~~| X Q0 0mi- ‘\——‘Eﬂp\l‘j
07:00am| (00 |~ 4 )
Total Intake : Total Output : o
Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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[ FLUID CHART |

Sheet NO. & coveeeeeeeeeeeeeeee e,

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.
1

" — -

‘)ﬂ/f%’” I S Compepet WV ste |
Date | Time gagﬁ'ri% NG | Diarrhoea | Vomit |Drainage | Urine F’gr%g':'gg ﬁ:ﬂge
Mouth | IV | NG \ jy A Y
0800am | /AN Losul /1| /[ B0 R L
o\ |0s00an| | \o~d /| ] / 2 ")
"\ [mm[ g B oo X D
o e T \ond N ¥ EETN qmmLEl/—@(— @
o[ || oo | 7 i T
01:00pm| LU/ tood 1 £ A i
Total Intake : Total Qutput :
0200pm |\ oo A 1 L
1300pm| (oo n) y/d v 7
N oo PV Tteedl] A © [ £ 1o
N\ [t S e
N | 06:00pm oM | [/
07:00 pm \ O 1( 1 . [
Total Intake : ‘ v Total Output : \ |
08:00 pm L | ‘ ) (
0300 pm QY | N N 4
1000pm | “ v ’ i s (1T
% 11:00 pm K R | o0 bl
o [1200am P Y L | \
01:00 am / ' /
Total Intake : Total Output: () M —
02:00 am /"
03:00 am % / \
¥ [worm]— T 7 7 &
N [os00am| Y ]V & N FE S B
06:00 am A v
07:00 am v 4 ol
Total Intake : Total Output: U — Py e
Total 24 hrs. Intake Total 24 hrs. Output
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"1 Relieve Pain & Discomfort

(] Maintain Fluid Balance

[ Improve Activity Tolerance

[J Maintain Good Nutritional Status

Date: o’)))%/)/é

[ Maintain Skin Integrity

3 meadalaein Plocuat F

& recon!

6 Ynde

5 medotained S0 Chadtt

§ (] Maintain Personal Hygiene _—-1"Prevent Infection _—=1"Meet Elimination Needs 71 Ensure Safety __Li—Early Ambulation Reduce Anxiety ~_—Patient & Family Education
S | [ Identify Potential Complications L0 AY OIS, SPCHY........veeeeeeieeee ettt ettt et ettt et es et ea ettt en et
Time Plan of Care Time Implementation Evaluation Re-Assessment '},"g?;,,’;ﬂ',‘,‘:
A >ASLes H Phﬂ?fldb%" SPert>p oL epsaf) 4 e ph condifion
LS montoy At vitalk & ~ontiored 4w Play L i
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h /;Wn Airway and Oxygenation 1 Relieve Pain & Discomfort aintain Fluid Balance ) Improve Activity Toleranc%{a’mf;od Nutritional Status (] Maintain Skin Integrity
E, Maintain Personal Hygiene /Elm Infection [ Meet Elimination Needs ma!ety [ Early Ambulation Reduce Anxiety Patient & Family Education
S | [ Identify Potential Complications L B T e L e e e e e e N -
. . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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(O L B A ospral - | (g2t
Pain'Stdfe . I Modifying | Patient / Family . .
Date Time (0/10) Location Duration Acuity Character Pasiors Educated 'Imerventmn Sign
TJ Continuous | [ Acute () Sharp 7 Dull [ Increasing | [ Yes _ @
94\9’\% § &) ’DhD A& | O intermittent | 1 Chronic [ Aching [ Burning | [ Decreasing | [ No NI B
\,[] Continuous | [ Acute [ Sharp [ Dull ] Increasing [ Yes _— PLK
ﬂ\ )} Wa | o | 1 Intermittent | [ Chronic [ Aching [0 Burning | [ Decreasing | [J No e
[0 N\¥-
[J Continuous | [ Acute ("} Sharp [ Dull [ Increasing Ul Yes
i O i (] Aching [] Burning | [ Decreasin ] No s
f}\\ } WOm | ® N A ] Intermittent | [ Chronic g g ecreasing 40 o 5\0_',/
[] Continuous | [] Acute 1 Sharp [ Dull ] Increasing [J Yes T
2|y he |"an o)io N O] Intermittent | Ol Chronic | 1 Aching [ Burning | J Decreasing | [ No o s
&\% [ Continuous | ] Acute (] Sharp [ Dull [ Increasing [] Yes L @_
’))\ lopm ol 0 | MA | O ;ntermitent | O Chronic | CJAching [ Burning | 7 Decreasing | [ No il
: [] Continuous | [ Acute (1 Sharp [ Dull [ Increasing [] Yes & gin
Qﬁ\qve’ Qﬁ"q 01 (0 MA [ Intermittent | [ Chronic ] Aching [ Burning | [} Decreasing | [/ No A @4_
[ Continuous | [ Acute ] Sharp 1 Dull T Increasing | [ Yes e @4,
qb\g‘/\l% G)U‘W) 0/ Lo NA ] Intermittent | [ Chronic ] Aching [ Burning | [ Decreasing | [/ No g
(] Continuous | [ Acute ] Sharp 1 Dull [ Increasing [ Yes
[J Intermittent | [ Chronic ] Aching [ Burning | [J Decreasing | [] No
[ Continuous | [ Acute [ Sharp I Dull [ Increasing 1 Yes
[ Intermittent | ] Chronic (1 Aching [ Burning | [J Decreasing | [ No
[ Continuous | [ Acute [ Sharp [ Dull [ Increasing [ Yes
[ Intermittent | ] Chronic [ Aching [ Burning | [J 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.

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

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)



Numerical Paln Scale (Obstelric and Gynecology)
| 1 ] [l ] 1

PAIN ASSESSMENT TOOLS

FLACG PAIN ASSESSMENT SGALE (1 Month to 7 Years)

) ——

Na Pain

@@@@@@

No Hurt

I ] ] 1 1 |
2 3 4 ~5 6 7

H

[

Wong - Baker (Pediatrics) Above 7 Years

Huris Utﬁe Bit

Hurts Liuie More

Even Mors

Hurts Whula Lot

rst
Possible Paln

Hurts Wr.'nrst

i SCORING
CATEGORY
0 | 1 Kl 2 “
. ] " | oecasional Grimace or Fruu@n, Frequent to constant frowm,
Face No Particular expression or SI‘I‘III&' withdraw, Disorlented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or Iegs'bravi'n up
‘| Laying quietly normal position, Squirming shifting back and
Activity mgve: g:sﬂ‘:'y P f:rﬁ'.; lenga ! Arched, right, or Jerking
Maans or whimpers occasional Crying steadlly, screams of sohs
Cry No Cry {Awake or asleep} complaint _ frequent comglaints) '
" Reassured by occasional touching,
i Content, relaxed hugging, or being talked to, . Ditficutt to cansolg or comf
Consolability distractible ifficult to & or comfort !
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month}) P }ﬂ'} i :
A !
Assessment Sedation Normat Pain / Aullallun' ’
Criterla " r PR
2 «] 0 y» 01 i\u 1 2h o e [ K
Crying No Cry with painful | Moans or cries Appropriate erying Notf Irritable or crying at ‘ High-pitched or silent-
Inritability stimuli minimally with painful| irritable intervals consolable | continuous cry
stimul . . { Inconsolable Yy
Behavior Stale Noardusaltoany | Arouses minimally to | Appropriate for Restless, squirming *{ Arching, kicking constantlyawake
stimuli sﬁmull gestational age Awakens frequently { or
No spontaneous Littls spontaneous Arouses minimally / no movement
movement movement (not sedated)
Faclal Mouth s lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Exprassion No expression with stimul Intermittent continual
Exiremities | No grasp refiex Weak grasp refiax. | Relaxed hands and | Intermitient 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 s tense
Vital Signs HR | Novarfabilty with | Less than 10% Within baseline or | Increase 10-20% | Increase greater than 20% from
RR, BE 8a0, | stimuli variability from normal for from baseline baseline, Sa0, less than or y
Hypoventilation or | baseline with stimull | gestational age 520, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fiphting ventilator

/
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Mobility

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

ta /
Date: PN (215 [ D) Q] [
Tme:l b leS laenl M
4. No limitations: & } Gy

Makes major and frequent changes in

and/or must be assisted into chair or
wheelchair.”

assistance. Spends majority of each
shift in bed or chair.

day and inside room at least once every
2 hours during walking hours.

in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. L’ (/‘
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; [
Ak Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
‘Activity The degree 1. Bedfast : ; - : = - . :
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without Walks outside the room at least twice a

k4

Sensory Perception

1. Completely limited:

Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

4, No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

Moisture Degree

1. Constantly moist:
Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position|
in chair or bed most of the time but
occasionally slides down.

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

skir:?s‘:r:c:sad by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
0 moisll)ura Dampness is detected every time 8 hours. every 24 hours. \.r
patient is moved or turned. l’(
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: f

Nutritional Usual
food intake pattern

1. Very Poor:

NPOQ/or maintained on clear liquids,
or IVs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/dl
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4. Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation.

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

-_.g

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

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

Moderate Risk : 13-14 |

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

TOTAL SCORE

Evaluator's Name

oV x

DK




g2 ¢
) g
| a Support Surfaces
Risk Score! Category Action (Please Note: Only required for children who-are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
. Regﬁ:ar Turning Schedule . _
, Enable as much activity as possible High density foam mattress
1518 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisturs, friction and shear ap y
. ¢ Advance to a higher level of risk if other major risk :
factors are present
‘ ‘ High density foam matiress
\ Use the Same Protocol as for “At Risk” Patients L
13-14" + Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
g Follow the same protocal as for “Maderate Risk” Pafients High density foam matiress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure matiress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay
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Morse Fall Risk Assessment Form

%

Rainbow®

Children’s
pital

1t takes a lot to treat the little.

Hos

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Detivery

Tick (v") whichever precaution taken.
Risk Level and Interventions
Low Risk (0 — 24) (Standard Falls Precautions)
["1 Ensure patients use their prescribed eye glasses if any, in the hospital
["] Use chairs with arm rests
[ Use safety straps on stretchers and wheelchairs while fransporting patients

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

Moderate Risk (25-50) Apply all low risk intervention and
[ Assist and/or supervise ambulation. Reinforce to always call for assistance
[] Hourly safety check
| Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ Initiate constant observation by healthcare provider as appropriate to patient's needs

~ / 1
Date / Time »b
Choose Highest Applicable Score from each Category : 9"\}[ L‘Qf ;/ l 2| I .}“ Fall Risk Grading
Score Hb N P

History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mors?;:lsI)Score etion
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 ® O

Furniture 30 ) Standard Fall

Low Risk 0-24 '

Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution

None /Bed Rest /Nurse Assist 0

Yi 20
IV / Heparin Lock or Saline Nes 3 20 o 2.9 Implement

| o, : = Moderate Risk |~ 25-50 | Moderate Fal

mpaire :
GAIT / Transferring Weak (uses touch for balance) 10 Inrein

Normal /On Bed Rest /Immobile 0 O Implement High

Forgets limitations 15 —— Risk Fall
Mental Status High Risk =51 :

Oriented to own ability 0 ::]rtee\:sgtr:ggn
Total Morse Fall Scale Score: A0 7_0 0O

Signature @J—/ It Q/"
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| Children’s ® BirthRight
Uy CHECKLIST FOR THROMBOPHLEBITIS Hospital _ | () meanes:
D
5 DAY, 20 /9 DAY-2 DAY-3
. No. SITE OBSERVATION STAGE / ACTION SCORE (M JT(E )N | M) E | N E | N Remarks
: No signs of phiebitis / ~
1 IV site appears healthy Ohsarsa caiviiih 0 0 o ’0 Pr Ma [ Ne | A
One of the following signs is
evident : Possibly first signs of phlebitis
2 , . . 1
* Slight pain near the IV Site / / Observe cannula N3 M- N
* Slight redness near IV Site o NA o NA-
S Early stage of phiebitis / ) : e [
Pain at IV site Redness Regsile Gannla (VA r\)/“ m
Q\lfligér:? e e R Medium stage of phlebitis /
4 Ao Resite Cannula Consider 3
Pain along Path of cannula WP NA | NA-
Redness around Site Swelling Treatment AN "Jﬁ 'jb‘
following Si
Qgiggrf?zng ngr:]gshs’;g_n sare Advanced stage of phlebitis or
: i the start of thrombophlebitis / '
5 | Pain along Path of cannula . . 4 NA | Np
Redness around Site ?e St'te Cetmnula Consider A | - A M
Swelling palpable Venous cord Ll
All of the following Signs are
evident and Extensive : Pain :‘hdr;?rr\]gggh?;?)?t?sc}f e
6 along Path of cannula Redness 0 ) 5
around Site Swelling palpable Initiate treatment Re site A" fj Al M4 |NA | M-
Venous cordpyrexia Cannula
Signature of the Nurse @3‘1 QQ\ Q/l. = @, @4—

\'a

NOTE : Phlebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phlebitis.

Signature of Shift In Charge :

Signature © ..o

Docu. No. : RCH /FRM / CLINICAL / 137

-7 SR Name: ............ Q(/l&lﬁ/? ..................

Signature of Ward In Charge :

Signature : ...o.ovvereend @’P’

Name: ...............

Kaodd burd....
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M
% Patignt Sticker Rainbow® . -
o Children’s ‘Blrtthght
CHECKLIST FOR THROMBOPHLEBITIS Hospital | Soor i3 e ooy
. B DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION ' SGUBE M E N M E M E N Remarks
- No signs of phiebitis / '
1 IV site appears healthy Observe'cannula 0
One of the following signs is
9 evident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / -/ Observe cannula
* Slight redness near IV Site
Two OT the Toltowmg Signs Early stage of phiebitis / )
§ | are evident: Resite Cannula 2
Pain at IV site Redness ’ ; '
;:\‘Illig;;[? e following Signs are Medium stage of phlebitis /
4 Pain alohg Path of cannuta Rgsite Cannula Gonsider 3
Redness around Site Swelling ~Treatment
éﬂig;;? Zég[?m?gﬁég? sae Advanced stage of phlebitis or
5 | Pain along Path of cannula %h-e start of thrombophisbis / 4
Redness around Site g site Cannula Conmdgr t
Swelling palpable Venous cord Treatment
All of the following Signs are
avident and Extensive : Pain l?]dvané:ed ?t%gg of
6 along Path of cannula Redrniess } ."I}m ophie 't'S/R . 5
around Site Swelling palpable nitlate freatment Re sitg
Venous cordpyrexia Cannula
. Signature of the Nurse

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post remaoval to detect post infusion phlebitis.

Signature of Shift In Charge :

SIONAIUIE 1 overvvrereseessarserevemeessnssnssrmssessones HaIME | oeevevereererresrass s et snssssesnssreienes

Docu. No. : RCH /FRM / CLINICAL / 137

Signature of Ward In Charge :

1TV TaF: 1111 1N 17110 SOOI fetreesermaerenenerensaennes
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HNH-00016523 IP26-00006907
Mrs NAGALAKSHMI UPPALA e
L I Rainbow® @
. ‘ - - -
S | Children’ BirthRight
' — Hols :’tea.rll. 2 BY RAINBOW HOSPITALS
AERCE TR b oo
NURSING SHIFT HAND OVER FORM - WARD
Treating DAGROE, ivicisinsmwmmvsrmmmmssimssmssis DEPANIMBIL oocivisncismminmmmsasmio Date of ADMISSION: ........coocccrrsrrvcrnnne
Z | Diagnosis: ' Any Infection: [IYes [INe— I Not Known
g If YES SPECHY: o rvvvveoeveeeeeeeeee oo
& B TLH4Bss , \
2 | Area i 7/
= )\
‘ﬂgj Shift Time Qb ¢ R8m 5 W ¢ M
% | Medical Condition
= | (Any special condition to be noted):
o ¥ A | N | e
(&) -
Allergy: 0 Yes N0 |0 Yes~TNo |0 Yes =40 | C Yes [LNo| O Yes L+No | Yes C1No
Tubes/Drains/Catheter: OYes 2No |0 Yes O Nd'| C) es1G—N0 O Yes 7No | O Yes_LaNo | 1 Yes T No
o Vital Signs: Temp: |1 €[00~ (¥ .l mat
g hJ ]'( ~ 0
9 Res: |goben™ | o 90 Ly | 20ln
2 00; [ oo [0g  [ag-(« [ aa [ [aq/
z Puise: | gt gae [ 8 | (L | bl
2 BP: o Y0 | o Jug [ [Nel e LojiL
Fall Risk Score: | — - ~ T i
Pain Score: | © |\O ] = — —_—
Safety Needs: x\e); N Jes \/ 0. \fé <
- Physiotherapy | Yes CiNe [ Yesyo O Yes CLNe | Yes &1 No{C Yes (N0 | I Yes [ No
= L4 =
- g Others Specify: | ~ - — - —
= =
"E’ Special Diet: [~ Yes D-No|C Yes N0 | T Yes rTNo |0 Yes £7No | O Yes WMo [C1Yes T No
E
=] : SRR
é Other Special Orders / Medications: W X e .
~ AR |0 Ay
Post Operative Procedure Special Orders: @’F‘ - ‘Q (), W\)’ NS
Handed Over By Name : HLV \/9 A : \\{ i« 1&
17 |guighh| pahi [Suraey
Signature : A= (\:&7\( ) & @*‘
e ERYPALE BN YU P N YO Y2 B 3
Time: o | 3am | 2pn | (opy
\ ' [ /
Taken Over By Name : ' ¢ .
aken Over By Name ) g W VJ\U\}\I
Signature : (& o (“ y
Date: ANY g \1’"5 220
Time: NA, Yoo | %00
V \ Y U T




. Rainbow® . _
Patient Sticker Children’s ‘Blrtthght T,

Hospital BY RAINBOW HOSPITALS

It takes a bok to freat tha e, Your Right to a Sate Delivery

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCOL: ....ceveeereeereeecce et Department: .......coeceveernervrerncicsaennae Date of AAMISSION: .vvewsvecrrrssssessesssne l‘

=’ | Diagnosis: Any Infection: COJYes OONo O Not Known
'==T: [f YBS SPBCIY: vvvrrrreerrenserersesgrsessssersronsorsens
=
w - . <
2 | Area. -
2 'shift Time |
2 | Medical Condition
= | (Any special.condition to be nated):
Alergy: OYes ONo | @ Yes O No [0 Yes 01No |0 Yes mNo |1 Yes ©Na |1 Yes O No
Tubes/Drains/Catheter: O Yes o No|O Yes ONo |[OYes ONo|OYes O No |0 Yes O No|1Yes ONo
Vital Signs; Temp: | 4 @)
—_ ' Res:
-—=
u Sp0,:
2 Pulse:
3 ) BP:”
Fall Risk Score:
Pain Score:
Safety Needs: : 'J
" Physiotherapy | Yes MNo|OYes (3No |O Yes ONo |0 Yes TNo|DO Yes O NojOYes ONo
=
[—]
= Others Specify:
B @)
= Special Diet: |O Yes ONo O Yes ONo|OYes ONo |£1Yes ONo |0 Yes ONo|TiYes B No
£ :
§ Other Special Orders / Medications:
0

Post Operative Procedure Special Orders:
i

Handed Qver By Name :

-~

Signature: , +

Date: A )
Time: '

Taken Over By Name : ' i

Signature : > :
Date: g B
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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wM3D B Rainbow®
i URINARY CATHETER BUNDLE CHECK LIST Hospia 5?!&?‘3?%?35
Date of Insertion: ........ 2 \H)’é ................. Date of Removal: ..........coccoiviiiiiiiiinn
Parameters Date Shift Time |2\ L
Need for the Catheter ~FYes O l\ro CYes COINo | T1Yes CINo | CIYes [INo | [lYes CINo | ClYes CINo | [CIYes [INo
Hand Hygiene TYes [INo | CIYes [INo | ClYes CINo | CJYes CINo | ClYes CINo | ClYes CINo | [IYes [INo
Usage of Sterile Equipment ~CIYes CINo | [JYes W CYes CONo | CYes CONo | (JYes [ONo | C1Yes [INo | ClYes [INo
Is the Collection bag below the level of bladder _ktYes 0o | CIYes é\(’@ /% C] NO F/Yes CONo | COYes CONo | COYes [CINo | ClYes [INo
Check the Tube for Obstruction (Free of Kinking) _HYes [1No M O YesUESNéVD Yes [INo | [lYes [INo | CiYes [INo | [JYes CINo
Is Catheter dated as policy DXes ONo | OYes O NO\WD No FJYes (INo | CJYes [ONo | CJYes [INo | [ClYes [INo
Collecting bag is been emptied regularly? ;P(es CONo | OYes CONo | [JYes }I\Io\ (1Yes CINo | ClYes CONo | COYes CINo | [1Yes [INo
Maintenance of closed system for the catheter Yes [INo | ClYes [ No | ClYes [INo ENO [(JYes LINo | ClYes [ONo | ClYes [INo
Dressing clean and dry? 9)(9"5 [ONo | (JYes CINo | ClYes CONo | CIYes TINo |™&lYes [INo | [lYes [INo | [JYes LINo
Is the line removed as Policy? /DP@ [(ONo | COYes CINo | ClYes [INo | [lYes LINo | O Yew TYes [INo | [lYes [INo
Performance of Perineal Care _t¥es CINo | CYes TINo | CJYes [INo | [IYes [INo | [JYes [INo s CONo | [JYes [INo
Onset of New Fever [1Yes L,}N(/ CYes CINo | [1Yes CINo | ClYes CINo | ClYes CINo | C1Yes CINe.| [IYes [INo
Asses for the leakage at the site of insertion /u)f’e/s [(ONo | [CJYes [ONo | C1Yes [INo | CIYes CINo | CIYes [UNo | [JYes CINo | ClYes [INo
Name of the Nurse d w}‘f’ L?
Signature of the Nurse @

Docu. No. : RCH /FRM / CLINICAL / 114
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Dr, SWATHI H v o 2 20 S Rainbow®

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

AT Hospital

It takes a lot to treat the little.

NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS
Date:...Z.?%%/Ad ............ Time: ... 4.5 3000
O o kS D Heignt:....L 52.C0. Weignt;...é.z,.m_,gg ... K90
T T
R [ = = C S S
Medicamasmry;..M}I%wbﬂz’m...,'..%M&.....M..f@ ...... FLYB. oo

Surgical History: ......... f W«% ........................................................................................................................

[] Vegetarian E@on-Vegetarian ] Vegan

[ & -
Digt AdVISBU: ........cocsusiriinnns /q%ual .. M .................................................................................................................

e

Dietician’s

[4
Signature: .......... CL,

Name: W&b&lzm
Date & T.melb/7/2,6/°)$0w0 ........... Date & Time: 2/2%71/2“5/.95@41/0

Doc. No. : RCH/ FRM / CLINICAL / 186 (PT.0)
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Tt CBARRING UPPALA - Rainbow"® . L

e LI Children’s @ BirthRight

T tozpiul_ | @z
I" It takes a lot to treat the little, Your Right to a Safe Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ....Z AL b,

Baseline Information:

Admission From: [1ER 1 0PD m@n Desk (] Ohers, SPECIfY w.o..oooeeroovereerrssecercerren

Primary Language: ()"’zﬁlﬁgu L] English [ Hindi L] Others, SPECITY ...covvevveiiiciiiccccccs
Do you require aninterpreter? [ Yes I;yN'O/ L e £ | e T
Source of Information: ‘/i}Pétient L1 Family [ Others, SPECITY .....covvveeeeereereereeeee et
Allergies: [ Yes [‘}No/ [J Medications ! Blood Transfusion [] Food 0 BHILE socvaisabicnpnismsrabessisinse
[ WES  HBIEITY L.ttt ee e b bbb s eh s bbb bk ek bbbk h bkttt
Chief COMPIAINES: ..o sttt Doctor Notified on Admission: C-d"ig LINe—

................................... W ﬁ oo Jrevecceresererccereeessseennnn. - Name of the Doctor: OT‘NU‘?“

................................................................................................................... Time NOted: ... 8

Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [] Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission

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

Menstrual History: .......ccccovvvevvevieeeennn Caesarean Section.TNo [ Yes Contraceptives: ~MNo [JVYes

................................ ?3&0’\ Cervical Cerclage: ANo [ Yes Vaginal Discharge: #"No [ Yes

Onset of Menarche: ............coveveeninerinnnns Ectopic Pregnancy: ()Mo [ Yes Post-Coital Bleeding: FTNo [ Yes

Menstrual Cycle: ] Regular [ Irregular | Myomectomy: ;«Nﬁ ] Yes Infertility: 2o [ Yes

Last Menstrual Period: ...........ccoceererenennee Others: If Yes Type: () Primary [ Secondary

Obstetric History: G ..o v e e U eresemmyrrenresrra 1\ T,

Previons LSCS: -......ocimniiinivisninsimimmraisa s indisssstianis

Current Medication:  [] None __[2-Yes, If Yes, Fill the reconciliation form

Family History: &Nﬁbnormal'ﬂies Detected
L] Heart Disease L] Hypertension [] Diabetes  [] Stroke [ Seizures [ Kidney disease

[] Liver disease 0] OO ORTURTUR
Vital Signs / Measurements: Temp: GH' ....... HR: K50t RR: S-020N [
s NOPD. Weight: ............ Height: ............ BMI: oo

Pain Assessment:  Pain: [lYes _NO (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PTO.)
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Mrs NAGALAKSHMI UPPALA
18-09-1083 42Y10M3D  (F)

i

General Appearance: ysalthy C1ill looking [_] Anxious [] Agitated [T Others: ..oveeeeeeeeeveee,

Fall Assessment: [ |Yes A No Score...... O ...... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [ 1Yes £ No Score...... U ........ (complete the Braden Q Sheet)

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

! Mobility problem " Walking Problem Mmamy Detected
"I Developmental Delay "I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: ‘D/H{A'bnormality Detected
1 Overweight LI Poor Appetite > 3 Days L1 Needs Therapeutic Diet.

U1 Under Weight 1 Diabetes Mellitus [ Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
_Caim & Cooperative I Restless [ Depressed "I Agitated I Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single [JMarried [ Divorced [ Widow
2. Special Habits: Smoker: "] Yes +7TNo Alcohol Abuse: []Yes _~No Drug Abuse: [Yes o

Social History: Lives With .................. Iawf\jr\wlzmj ..................................................................

Orientation has been given regarding the following aspects:

Call Bellin Reach: [1Yes [l No Waste Disposal Explained: [JYes CINo
Infusion Pump : [1Yes CINo Hand Hygiene Explained: [ Yes ] No L1 Others
Above information givento .................... ? <

1
Name of Person Orientation was givento: ....{\)4r..... !\_}ajﬁ,(a,léjcw' .......

Orientation NOtGIVEN REASON: ......c.vcviiieiciirciciiereee e ene bbb

Nurse Signature: ............... @.}.ﬂ .....................
ALY

NUPSENAME! .cicivisiiaivioniivis T e Daroina coitovssssnasisine

Date & TIME: ..ovvvvveveveeeeereeenen %l}% ..... PM

C

¢
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i, Hospital

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

OPERATION NOTES

Surgeon : Asst. Surgeon :

'Dl -SU\JOLH\; vV (D\r'__f)u\a :

Pre-Operative Diagnosis: Pg,l;.. 1’1 NVD l
f ek

Surgical Procedure :

TLH +p¢ .

Indications for Surgery :

AUB
|

Date: &)|H2L - Start Time : End Time :
o (

| Post Operative Diagnosis: Pob -0 Paln /' Q]P TLH « B
-

Peri-Operative Complications:

Amount of Blood Loss: i Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Operation Notes: P" l n (owo (ﬂ%h"wf_ PQAIW

ﬁ’#«'m&u/ {m@t - lomm BQgM%&,, PO Smm rrtwkav

Doc. No. : RCHBH/ FRM / CLINICAL / 099

(PT0.)
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Name of the Surgeon: (tb/g,WO\mH‘/
e

Signature of the Surgeon: ........ 0 1A

Date & Time: &)’}}%




SURGICAL
SAFETY CHECKLIST

Asst. Surgeon : .

Surgeon : .. DK S&.ﬂgﬂtﬁ ..... H\/

DY O

Anassthetst . DY "ﬁlée ............. UMIDNO. . o gpaamuy 2Y 0430
Scrub Nurse - . 1. 8a.dus . L.S ........ "fahte 1Ny

P i ntN m HNH-00016523
atie ame Mrs NAGALAKSHMI UPPALA

Before Induction of Anaesthesia » »

Before Skin Incision » »

IP26-00008907

(F)

/ﬂ*ﬂlllﬂlllllllﬁllll}l[lnl[hi: ------ 22U PR

\

p ospltal BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

| ﬂ/
LAY, Gender ;. @Y% b .
1B o ‘BirthRight’

Before Patient Leaves Operating Room

Yes, & Equipment / Assistance
Available LAfEs CINo

Risk of > 500ml Blood Loss
(7ml/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

JX¥6s CINo [ NA

s Do CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? /YES TINo LINA

Anaesthesia Team Reviews:
Are There Any Patient-spec#@/?oncems? O NA
Nursing Team Reviews:

Has Sterility (including indicator results)')@ ,{

Been Confirmed? are there Equipment
issues or any Concerns? CINA

Is Essential Imaging Displayed? OYes %ﬁo CONA

SIGNIN  Time.10:\0fm.. TIME OUT  Time:.... [Olbﬁ““ SIGN OUT Time:.l.o..:.'..fmh

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

Identity “TYes TINo introduced themselves by Name and Role < 'es *INo The Name of the Procedure Recorded ~ ©1Yes CINo

Site {Wés CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure ,%s “INo Nurse Verbally Confirm Counts are Correct (or Not Applicable) 'Yes TINo ['NA

Consent TYes [INo Correct Patient (Check ID Band)  -<7Yes [INo The Specimen is Labelled (including
Site Marked [IYes [INo LNA Correct Site LAes [1No patient name) [1Yes CINo CJNA
Anaesthesia Safety Check Completed ~ [.¥eS [/No Correct Procedure L¥es CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning _~¥es ©No Anticipated Critical Events Problems to be addressed Yes CNo CINA
Does Patient have a: Surgeon Reviews:

Known Allergy?~ \ 1y DPAMY- (K'/?Es A What are the Critical or Unexpected Bﬁyﬂ Iy To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, 2y Whal-are the key conoarm o7 vecavery |

Anticipated Blood Loss? T p( s CINo [INA and management of this patient? 'Yes CNo

Doc. No. : RCH/ FRM / CLINICAL / 111



PATIENT TRANSFER FORM

2z

Rainbow® . s
Children’s & BirthRight
Hospital .BYRNNBDWHOSP'TALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No.

HNH-00016523 1P26-00006907
Mrs NAGALAKSHMI UPPALA

Date & Time of Admission

&1\8‘[]&6@ A 0_;)')9/»)

Date & Time of Transfer Order

2ilotla6 @ 2.0] fpA

0T

Pre-post

A ;&m:'.r:mv 42Y10M3D (F) 2 i .
r Transfer Ordered by eason for lranster
N AR .
DY 74% e plosexvalion
From Unit To Unit Information to Attendant

Yes B/

No[ |

Number of Sheets in Clinical File

Number of Imaging Films

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

/Z \ == Yes| | No-@K
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1, 0 @
2
3.
4.
5.

Shifting Summary / Notes Written by Doctor :

bkl
Yes \/

No[ |

Q

s

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

m-%ﬂi‘}@ |

Patient & Clinical Records Received by :

~

Date & Time of Patient Received :

Gt 39”

o 4 | b/hé@

\€ Pha

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

| Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

" | Nurse not Available

[ ] Available Bed not ready




o

\

#
e
=

CONSENT FORM FOR GENERAL / Childrans ‘BirthRight"
REGIONAL ANAESTHESIA / Hospital | ) zsonorm:

MONITORED ANESTHESIA CARE

Patient Name:..Mzu.:...Nrﬁ&:.&ieﬁk&&hﬁl......k)f?ﬁm‘.......Age:..H.&.......Gender: Male O Fgmele 0l

Operative procedure planned : JaTaLl... o<PPEROSCOP)

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

O Heart disease O Hypertension [ Diabetes mellitus 0 Renal failure

- [ Hepatic disorders O Shock [ Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis

O Incapacitating Cronic Obstructive Pulmonary Disease

,L}ﬁﬂﬁ': ...... %m&%mm,%&u&m,&\gﬁrﬁ,Ngd—PMmm

COMIMIBIILS .ottt ettt
* Doctor to dbcument in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon my patient

WMW%MJUI’PHNM above mentioned operation / Diagnostic / Therapeutic procedures

TTOTOL ... NEPEROECOPI o S TERECTOAY e

" | authorize and give consent for anaesthesia ( O Regional /Wnesthesia / O Monitored Anesthesia Care as

considered appropriate by the anaesthetic team.

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

Docu. No.: RCH/FRM/CLINICAL/021 P.T.0




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

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

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

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

- Pregnant: O Yes }No/
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Attendant : Witness :

Signature : ﬂfka.?ﬂk.\u_&b\m| Signature : JJV\\MM ..............

Name : QPRALA. NAGALAILS HNI Name : IPLDDVRGATN. LORSHM) NARPY by
Relationship with Patient: ... el oo Date & Time : \6/0"’19—6‘3"\\5‘\1 W
Date & Time : lﬁj-? - - .

Doctor (who is taking the consent) :

Signature : ..




Ramb;w . . .
INFORMED CONSENT FOR SURGERY OR Children’s ‘E.!Iillﬁiﬁm
SPECIAL PROCEDURE e
Patient Name M”:» ................ AALALCSAML Gender: ] Male )}énale Age: ... \1"“‘[”7 ...............
UHIDNo: ... . XANW ~ 0O0Q\6ya y pate:.. S\ \0k
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)

CANEAL  UMARA(f C LGSy & AR A INGEUImY

 UPOM e e

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

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

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staffr sponsrble for any untoward event thereof
f uok A anduaon

My signature on this form indicates that

1. Ihave 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. Ihavehad achance to ask my surgeon questions.

4. |havereceived 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: ........... B&”@-M{ \“\f ..............................
Consentee : Patient Attendant :
Signature : ?/CQ ...... alalefina.. Signature : .. ).~ 2N 1.5@4(“'"\ :
Name:.....L).PPf?r. 8y NAGAAILSH W Name : .\ Jnoa.. NC:"@«}GMP\ UQ\Qd’YEﬂ”
Date & Time : ....... Q\\T{l% ......................... Relationship with Patient: S\Dhu\& .................
Date & Time : ..2.).. ‘D'—l ( 20216
SENNOK Doctor (who is taking the consent) :
OUONANIE & o coveseivaiverininspimssuiinr s iasssvsrsmn e ssbnt aat Signahiro: ..\ .
NAME © oo se s ss s sses Name : . ¢ o a—“’ﬁ, e
DAtS & TII0 . ....ccuissmsssmimmmsinniscsinsisncisiisassinn

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




a‘\\§

Department of Anaesthesiology Eﬁ:?g&":; i BirthRight
PRE-ANAESTHETIC EVALUATION II:IHSESHEEQJM .%

o F . UHD.No: HINH. -00016S23

Proposed Operation: ... {al.. s g mcgfic
e
B.P/CRT: Elsll‘%w: ngwn Weight: G k ASA Physical Status: ,E’I/D2 O3 04 Ob
_"a ’ vV Laboratory Data:

Hob: 1O by Glucose: .25.MAIA  Protein: . G’ a HIV: .

Pov: 384 vrea: ...!' S angld) . 1 @ N HBSAg NR

wee: .S.360.... creat: .. 8.5/ Total Bi: 0 EJMO,dJ HCV: . ot

Plate: CD '8th) NA oo Dir. Bill: ...} Blood gmup.—&.:}.'..\./ = Stress/ANGIO: ..........ovos
.16 K: ooeeeeessseessess s LDH: . —’+3> } = 1189 .......... Other: )
PTT: . Cat: P Alkphos ....................... t |7 S F A e
INR: . | Ji MO+ 5 sy AYIASE TS 23, AMp: 3l4

Clc—sa.—'(:., ....... SGOT/SGPT: &TJ 3> Allergies: CULINDPMYC N Cglgﬁgﬁ/‘

Medical History: ~ CVS: N ilg d-a-l—p kO B s pe

RESP : () v Dlabetes

. Corrc cked -Fmemia
ONS : (J NIL SIGNIFICANT i el e Sl
Renal : R / . = -H-/-o )\Mc_

Hepatic / (‘STE . cfo
Others :

Past Anaesthetic History: ‘?ﬂo . [Eepsg’ ‘1'09]1 E vje ) J—or N\WD - e
=~J 7

Physical Exam:
Airway: MP1@ 4 Mouth Openinwg%mlﬁmohyoid Distance: F#&, Neck: @ Teeth: @‘Bllcmmen‘t
Lungs: Bne @), ey Sap Srecas’ N z
Heart: 5‘.&}@ v SG”. U biO:l |
ONS: N P B belienl S
Pregnant: [ Yes 0 CINA Veﬁnmﬁgs‘s Site Spine Exam for regional :

: y 9 ' Mu—;! L‘g):.

Anaesthetic Plan: CMAC [ REGIONALPG{I:TI’ CJLMA
-

Peri-Operative Plan Explained to the Patient: /;e{ 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis : .
| TJeVOTHYROXINE | 100mMc g 2, NIL ORAL< Y/ 0% ZHaus &r ajned
I es0 MQ-P&F)ZOL& JFo J : Others 6 Hou
3. Informed Consent: andard O High Risk
T CconoRM | —1— ) 4. Post Operative Pain Management: O Discussed with Patient
ShCHET 5. Other Instructions:




HNH-00016523 1P26-00006907
Mrs NAGALAKSHMI UPPALA
18-09-1983 2Y1I0M3D  (F) - t’:f,é .
Dr. SWATHIH V ainbow . . .
T Children's | S BirthRight
S ANAESTH ES IA CHART Hos pita| . BY RAINBOW HOSPITALS
1t takés a jot to treat the littie. Your Right to a Safe Delivery

Pre Induction Assessment:

Change in Patient Condition:

“1Yes “No

Fasting Status: A«,(,g,tmt -

Physical Status: | .1 [Patient Identified L Tonsent Present 17 Chart Reviewed
HR:  foo/me | B.P/CRT: /10/%0 sy | SPO,: 007/ [ RR: 24 /~t - | Last Feed: >6Aw
; . v & T
Pre-OP Diagnosis: ... VB oo, Operation: .... (o fal. Date : .28 726
3 b . .
Surgeon: ...... B“-c"“’('t\* ................................ Anaesthesiologist: ........f?.%[ﬁl...ﬁmecnmmand”d‘" ....... .......................
__TIME 10718 [T /B Nl dilg= ] 284y JE 2
NORAIR/IQILPM &6] — —t|— |—1 | —~— [ ~A[ =~ —TD —__5—-_.__,; _—'4 2
HALO /SOSEVO) mMBc]0 @ —f —y |— | [~ =y |[— F—] I +— }I— = [— Antiblotic
Drugs: L J 9 MACNEY
*-FDH-{OMM 7Y, — pm"r
CNTAN L ! 5/
Lop0 PO 00 | ‘
/ Yo E = "
PENALETHALDL / v
MDL P HI AL & 6%
B-Glven py AL L ATE B . Biood Loss
A v Lgm
FI0, / Sa0, Joo [9% |98 | 98| 99|99 [ 10C [ ey [ Iot] lod Jos [ (0S| Fem [jgy |10 > | go Ml
ETCO, Qe |22 (34 [ 3yl |34 |32 [38[ 3] 373,34 |34 [23 [ 2,4
ECG CA ) BR LR R 2R |8 —1——=45 -5
Temperature 2¢ ¢| 20g ES -8 e 2090, 204
Urine Output NOTES
SERIANQER IOy gl =l gl == = D g1 )
o ‘H }@ 3 =
BP 240
V' Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniguet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Qut 12 ]
1008y va a S
80 - L g p
~ - A AT A I 3 7 A
~f - e
40
20
10
0
ABG
LAB Values -
GRBS — 1Zn &#fgi_
Others \J
AL¥" Equipment Checked and |  Temp: Ilggun B Regional:
Functional [W-HME [ Fluid Warmer = il\'} ] Inhal Extremity Specify: ..
\[ 8P [ZJ Cling Film [T OH Warmer ] Pre0, [ RSI [ Spinal [] Epidural El Caudal
\J=""TCuff Site: (&A..%="... [] Hugger's ] Cotton Wool [] Others QOthers: .
[0 ArtSit [y Othe
E1 EXBlLast MeLL] : Crffask [ SGA T
" i : Site: ..}
L—Témp Site —@t S Times: Y ] Airway [] Oral [] Nasal
P Anaes Start: ... 10 2 1A e £ Smmat.. (9.....om Needle S
\G— Agent Monitor OP Start: . ID’L A 0 Oral CiNasal ] Cuf Parasthesia
- O Topical
\— Pulse Oximeter OP End: ... Y : 3 Tciiconond ) S Catheter at ski
mapnograph Leave OR: QISPM' L1 Drug: ... mﬂ Drug Name & Co
\_—~Ventilator Anaesthesia: [ Awake (] Direct Vision Bolus: )
[1 Nerve Stimulator ] \="Video Laryngoscopy [] Stylette / Bougie INFUSION: eovoreevneeeee N reseneasesens s ssessaseses
2 - ] Monitored Anaesthesia Care [] Fiberoptic :
Position: AU oty =< T Block Level: ..............
] Regional BIads#.....J’.—....... AHBMDS: ool Chmiants:
[\~ Pressure Points Checked e 1 7 S S e R e
Line (Size & Location) Transportation to
Eye Care: e e e K-gilat = BS L] PACU ey Cwciher
El/%)im CLART: . Jg{{{ [ Semi-Closed Circle Relaxant Reversed | [4Yes [CJNo [INA
J~ Tape v o :
K ~Padding :::‘. LG Laned. ﬁ-—gr;:u Cho Name of the Doctor - B - A ean.
[ Awake 1SR Signature of the DOCIOr ...




|P26-00006907

HNH-00018523

Mrs NAGALAKSHMI UPPALA
18-09-1988 a2Y1wM3D )
Dr. SW

l\\\\\lll\\lllllllllllll\|l|\\![|\!____ ]

POST-ANAESTHESIA CARE UNIT RECORD

Rainbow"® . e
Children’s | @ BirthRight
Hospita] . BY RAINBOW HOSPITALS
It takes a iot to treat the littie. Your Right to a Safe Delivery

°
Received in PACU by : ...... )] YO - Time Received : ....... 2.2 2.0 \.. Time DiScharged : .............ooooo..
ifg g:g IV Cannula Site : bQ*’thlf\cJ—ﬁ
- 230 230 | [J 0, Mask [} Nasal Prangs
=~ ifg ;"jg [ Tracheostomy [ T-Piece
i 200 200 | [ Oral Airway [] Nasal Airway
© 190 190
180 180 B o
§ 170 170 | Vomiting : [1Yes [JNo Drug: [-fj)rm)(-l‘gln
= :g :g NG Tube : [ Yes [ No
v 140 140 | Drain: [ 5 [)No
130 130
A 12010 = 120 | Urinary Catheter: | [T No
§ :;g A h‘ ::;g ChestTube: [ Yes []No
? o ,.H a0 | Nitoral [l Yes CINo
;g ) \iﬁ & 7 ég IV Fluids: KL‘IOQV‘-ﬂ
& 50 S i 80 | DEPORIN s i mmsi amn
o 40 40
30 30
v 20 4o L Rl 20
10 10
0 0
5P,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 ouT SCORING INTERPRETATION
ﬁg:: :g m:; :mm::: ﬁ‘u’iﬂ:‘;ﬁ s E‘smm - ? ACTIVITY A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 \ ?, Qf— Discharge
Able to ﬂeeﬁ'bre:ldh: & cough freely - g
Dyspnea or limited breathing = RESPIRATION , . . )
ngic =0 o 2 by e I Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic | =1  CIRCULATION :
BP + 50 of PreA:atnsg;eucigSewe =0 - 2/ 2]
vy 2% consciousness
Arousabh fi = N
Nk gk =0 1 19 1T
gg;k d = COLOR N
, dusky, blotohy, jaundiced, oth =1
S il R
TOTAL q O |\
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
0
Mg | 8By o\vo 4 o
. O\\0 2
2] % | Qi 3pv) \ 0] Moud
@< O\ \O0 =
H l&l% ® 23"3 nD Mo
(ﬂ!w o\D oo A
)2 b Ugry N2 A OUA
Pain Tool Used: [ NPASS [ FLACC [WongBaker [INPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
Anaesthesiologist Name : &‘A"\AM 2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
i : i . A~ b.  After 24 hours every 4 hours
Anaesthesiologist Signature: ?/ .............................................. & Bl midng arstion
Date & Time: d.  With in 30-60 minutes after pain relief intervention
7
PACU Nurse Name Transferred to Unit by (PACU): S)d o)y (
PACU Nurse Signature: Date & Tlme'}]f\'}lzﬁ@lgfm

Date & Time:

.................. 91)2\26.@ 10 oy

i)



M

N

Pationt Sticker g%?ﬁgr‘l:'s ‘ E::ipwm%l:f
B ks KXo best e Bt Your Right toa Safe Dellvery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
271 U TIME: oeeeviveeerersareiceee PFOCEAUTE AONE DY .oeeeeccerreecercessncerneersenesessensssssssssssesesssnsassones
CSE /Spinal /Epidural Position : ....cceevereenee SPACE oecrerrerrcnerrerererereraranns Technique (LOR/LOS) .....ccoevinsnen
1T 11| Catheter at SKiN: ...ovceveereersvrsernrrssersnssanses AHEIMIPLS © voccrevrerrrcrenrenmennenenssseneenssasrerssssnes
Parasthesia : YeS/ND if Y85 elallS 1 ... sssssersssasssssesssasasssssassassens ferseemaesssensasnsastorersavastonsass
SOIULION COIMIPOSHION ; ..eveueeeeeercraecraseereestssisersssereessnressrssaerassessstsstsssassessassaeseesssessssasnsssessessavsesassssstsnsvessenbestobessstassssnsnse
Any other issues : v
) treereerreresiearaesteseeaetr st st e e e st sae s e e e A s e R A e st abe e e e AR eA SRS a4 RAeAnAanRnRerEeEesa s st AesseAentaReaneneaesedent et serae ettt eneeAe st ereas s etesteran
D) crevrernsrsenssarsrenmsnssssensnssresisserscrssressisenassssssresirse Creereer bR A AR R E AR RSB R RO RAR BRSO R SRS OR SRR SRS A ROR BRSSO SRS
Time lnﬂ;;.sril:l/%:;ate Bolus (mj}] Le e\gail Waternal FHR Comments
ght | BP | Pulse
/,

Delivery Defails :  Time ! ceeveereeeeereceeenne APGAR: ......cocoriererene SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECLEM : ......ecevveereeeeereerinereesentessessnsrnessassss et ssssmsassasssssssesassassssnassrrossasssesnesssnssseasassassen
PAtTENE SAHSTACHON I 1vvcvvcereeresrerserserirsenensessssersesesonsssrsssasessssssssestaseossesessesessessomsssssssesssessinsasssssssssarssessssss erssrassssassassossens
Discharge /Shifting ordered by :
Doctor Signature: ........ .............. sl ————— :
DOCEOF NAME: ©vvvereeeessamsseeesesssseresessssssssssesssssessessessssessessessess R

Date and TiMe & ..uiveinienmesenerinieneserrsssasresssssassorsssssanss




2z, . Rainbow Childrens Hospital-Himayatnagar

Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s = Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital Bt TEL NO :040-48873000

b WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs NAGALAKSHMI UPPALA Age: 42Y10M3D
IP No: IP26-00006907 Sex: Female
Consultant: Dr. SWATHIH V Ward/Bed No: 4F -OT/PPO-417

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

Patient, be deemed advisable or necessary.

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

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

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

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

Note:
ﬂ\e do not allow use of medication brought from outside by the patient.
- ave received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of failing the submission, | will pay 200/- Rs.
Aﬂégi!\]fers Signature:..-J 2. pon-)

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

(Sigftu_re of Patient/Relative: 3. 2~

—
_Name: Lo\ A, \\\O\YCKV\Q NG JQ\C\CA&N&WM Patient Address:

; . 302,RADHA ENCLAVE ,STREET NO:16
m nship: gV‘N st Himayathnagar Hyderabad Telangana

__bate; 09\\\01\ dwl € Time: &1 O B™ INDIA 500029

Wittness Name:

Wittness Signature:

Printed Date / Time : 21/07/2026 08:07 Printed By : 020635 Page 2 of 2




How
HNH-00018523 1P26-00006807 =

Mrs NAGALAKSHMI UPPALA Rainb-{”)ww, ) . '
n-amna 42Y10M3D  (F) Children’s . BlrthR[ght
T Hospital . BY RAINBOW HOSPITALS
It wakes & ot breat the nte Your Right to a Safe Delivery

J[]

[

BILLING POLICY

® Billing cycle: - With effective from 1** January 2020, Our billing cycle to be start from 12 PM to 12 PM,
Settlement post 12 PM, room rent will be charge for half day extra & post 6 pm, it will be charge for full day.
Less than 24 hours stay will be considered as one day.

® As per the GOI guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through Card
tpaln the event of TPA/ Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA’s / corporates won’t be applicable.

® |fthe surgery / scans performed in Emergency hours (8pm - 7am), public holiday and on Sunday will be charged
TPA processing charges Rs.720 for every TPA route cases.

® All charges vary as per Room category, except Pharmacy and consumables.

® We follows a “No Discounts Policy” kindly cooperate.

® No Duplicate/Second copy of OP OR IP bill is issued.

® |CU/Ward Charges DO NOT INCLUDE - Air Mattress, Monitor, Consultants/ Specialty Doctors Visit,

™ Infusion/syringe pump, Ventilator/C pap, Oxygen, Investigations, Procedures, Consumables, Medicines or any

other bedside equipment’s/devices etc. (Detailed list can be taken from billing department).

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim
Bill shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based
on actual update taken on the day of discharge. It is requested that patients/attendants inquire daily about the bill
amount from billing section and pay the outstanding as on that day.

Patient bill outstanding should not be increase more than 10,000/-

You are requested to clear your outstanding amount on daily basis before 12 PM.

MODE OF PAYMENT & REFUNDS

® \We accept payments by cash (up to Rs 1,99,999/- only ), cards, online transfer and Demand Drafts.
™ All refund more than Rs.2,000/- will be refund through NEFT in three Bank working days.

NEVAR RSN Lﬁ Z
Name & sigytu((wjf Patient/Attendant (Signature of Admission Desk executive)

NOTE: Self - attested Govt. ID proof is mandatory whosoever is signing the undertaking.

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

Registered Office: Road No.2, Banjara hills, Near Hotel Park Hyatt, Hyderabad - 500 034, T: +91 40 2233 4455.
Corporate Office: 8-2-19/1/A, Daulet Arcade, Karvy Line, Road No.11, Banjara Hills, Hyderabad - 500 034.
Branches : BANJARA HILLS - T: 2233 4455 | VIKRAMPURI - T: 4246 2200 | KONDAPUR - T: 4246 2400 | MADHAPUR
-T: 6464 2020 |KUKATPALLY - T: 4246 2300 | L B NAGAR - T: 7111 1333 | MARATHAHALLI, BENGALURU - T: +91 80
7111 2345 | BANNERGHATTA ROAD, BENGALURU - T: +91 80 2551 2345, HIMAYATNAGAR- T:- 40 48873000

CIN: U85110 TG1998 PTC029914 email : info@rainbowhospitals.in www.rainbowhospitals.in
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It tokes 3 bt to treat the itde. Your Right fo & Sale Delivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
PatientName:  MAA. fUNCAL AkAHMI  OPPALA  Age: L2 Y Gender f
UHDNo: /i -gperés 2PN g §-0000670 Pate: ,1!!'2' 24 Time: 13 )] Am|
Diagnosis: TLH
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI los mc ( owd Amf
2. | Morphine Sulphate Inj. 15mg/MI \ %
3. | Remifentanil Hydrochloride Inj. 2MG =% b
ji. Remifentanil Hydrochloride inj. 1MG \ \
Doctor Name: DS A"'i Doctor Registration \No: ) 75
: ,B‘j/ Tsn( | FMFE[0FD
ignature;
i £
\)
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E a
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
d<ls 7.
IP Registration No: .......... 0(6 ..... 00(06?07 Date: ......... 2 ’??' .........
AadhaariNokofthe Balient (Ontional): . . . ire s oo b ST s b e phaseveswsiparnss s pian
L 1. | Name: MRA wnGALALAH M, Remarks
| 501_ kADH - “rﬂ‘r'oorfé :
2. | Complete postal address (with contact number, if any) sy ATH WA ( M Hy /).
3. | Brief description of the iliness TLH
4 | Whether registered with any other registered medical practioner / :
" | recognized medical institution ( If yes, details of the recorded) Ao
5. | Details of essential Narcotic drug dispensed fen TRl
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender,
b6 { T AnNY L ot P ABpo et Aady
Risseised bt (Name & IDIND) S i ot o ilancn bbb Oy ot Uh A ahiags ¥ riy s s e ih Ciices Signature: ..........., ‘ZM .............
cHA N33 [
Received by (Name & IDNo.): ....cccovvinnne. 4’” ......... ”UDU ....... O 1J> ................ Signature: .. VJ e
111 [l 2 ot S

Docu. No: RCH/ FRM / CLINICAL / 133
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4 Rainbow® A B
A Children’s . Blrtthght
[ ) Hospltal .MMNW“OSE!W#
nm.ummum Your Right to a Sale Delivery
(MEDICAL RECORD)
Patient Name: , AR R sk o Age: 4 4 Y Gender:
UHID No: _ Tam IP No: : e A o Time: J
Diagnosis: ;
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI - L WD
2. | Morphine Sulphate Inj. 15mg/MI ; \ '
3. | Remifentanil Hydrochloride Inj. 2MG N\ \
) 4 | Remifentanil Hydrochloride inj. MG X \\
Doctor Name: | RN L STL. ha Doctor Registration No:
B b \} TN L EPMT [0S
Signature:.'_";‘-s;{ 3 v 2 ’ IR
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: ....... herefetedond TV WA W S Date: H//
Aadhaar No. of the Patient (Optional): ...........ccooiiiiiiiiniiiiii s s
1. | Name: el Bu Lo - ZECK Remarks
A A 1 AN M !
| 2. | Complete postal address (with contact number, if any) O, EADH A CNCTAVES ?
3. | Brief description of the illness
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed ; . ok
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
o g[h:j“_‘ijf.r/'rf"(.{l\j\'
Dispensed By (NaMe & IDINOJ: .5 it ciiisisassiovasinthunss ZosnotebesnspassdaVaaTRaER | osss s Hagor i 7 11T e A P
; ] J
Received by (Name & IDNO.): ........... 58 L. LHIANDLL .. ORILT.. 5. Signature: .....d. et L oenrnn:
11117 SR S LR et | LA

Docu. No: RCH/FRM/ CLINICAL / 133
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Rainbow® &

BY RAINGOW HOSPITALS

7 4-0000 I
NARCOTIC PRESCRIPTION FORM

Hospital

1t takes & A to traat the Mtle. Your Right 10 a Sale Delivery

£ | Children’s .Bir‘thRight'

(PATIENT COPY)

Patient Name: MR A LA LAKAH M LpPAL P Age: 492 Y  Gender: £

UHIDNo: ¢ astf ¢ ogl4s 2 7 IPNo: ;/‘” G000 69 p 7L Date: 211702 £ Time: :,"5'17 7 ae
Diagnosis: TLH Whep! 07

PRESCRIPTION DETAILS (Tick only one of the following)

S.No Drug Name Dosage ! Remarks

1. | Fentanyl Citrate Inj. 50mcg/MI \ \

2. | Morphine Sulphate Inj. 15mg/MI s MG onrt  Amy/

3. | Remifentanil Hydrochloride Inj. 2MG \ \

4. | Remifentanil Hydrochloride inj. 1IMG

v 8k Prgeshs

Doctor Name: Doctor Registra)ion No: } 0272 <

f TENAC | F MR
Signature:(@\y U :
=1
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
A : el
IP Registration No: 1();,60000{‘757 Date: ..o /_(;1/46' ......
Aadhaar No. of the Patient (Optional): ..........ccvevieieiieieieeie e e e
I 1. | Name: ™MAAL WHACA AL m1 OPPAL A - Remarks
' O AT L iR MR SN = = h e RS

2. | Complete postal address (with contact number, if any) i vl TH A G A4l HYy 1
3. | Brief description of the illness M
4 Whether registered with any other registered medical practioner / V5

" | recognized medical institution ( If yes, details of the recorded) NO
5. | Details of essential Narcotic drug dispensed MoR PHINE -

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
: Patient Attender

n i 6 Mog pH 1 1€ oné AP apufeblion |

Dispensed by (Name & IDNO.): ..oocoovvviviiiiiiiicnns PR e oo e NP . S ORARES . Sotm s o S
/ / /4
“\a) Am / { i Q

Received by (Name & IDNO.): .....ccvvenin iR m*"‘/}'z .............. 3 ............ Signature: ........ (1"“‘" ............
[0S T o o B ol &

Docu. No: RCH/FRM/ CLINICAL / 133
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Rainbow”®
Children’s
Hospital

It takes a b2 to treat the Hitle.

NARCOTIC PRESCRIPTION FORM

® BirthRight

BY RAINBOW HOSPITALS

Your Ri qM toaSale Oﬁwy

(MEDICAL RECORD)

Patient Name: L sl Age: Gender:
UHID No: IP No: Date:- /.. 4 Time:
Diagnosis:

PRESCRIPTION DETAILS (Tick only one of the following)

S.No Drug Name Dosage Remarks

1. | Fentanyl Citrate Inj. 50mcg/M| ‘ \

2. | Morphine Sulphate Inj. 15mg/MI = A/, )

3. | Remifentanil Hydrochloride Inj. 2MG \ \

4. | Remifentanil Hydrochloride inj, 1MG '

\

Doctor Name: ! 2 { ‘e

Signature: 'yt -

Doctor Registration No:
i

i
|

|

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)

IP Registration No: ..........22..c. 0000 68l D Date! ... L bL 20 B o
AadhaariNo. of the Patlent (OpHONAI: ..ot im s b snes sear o asvesnsssssssnsasosisssins
1. | Name: , 24 ze A Remarks
1 41 A eLAvE . ATTLEE

2. | Complete postal address (with contact number, if any)

L

3. | Brief description of the illness

Whether registered with any other registered medical practioner /
recognized medical institution ( If yes, details of the recorded)

5. | Details of essential Narcotic drug dispensed

Mo DN £

Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
‘} e o ':—“1. {1 /e ek Lt aad
Dispensed by (Name & IDINDL): .......cooieiiicimiirncicnrennesesassmessncsnassnassnsssns sraasssassosssmarenss SNBSS . s oo e preditinsadavasinn
4 / 4
Received by (Name & IDNo.): ............ 4.0 SRR T PR s SO o | RS S Signature: ... wn bt ...

(Hirpes:. A | o O
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