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INSURANCE copv-l Rainbow .

Children’s ‘ .BirthRight"

Hospital BY RAINBOW HOSPITALS
pE Your Right to a Safe Delivery
Name Mrs TAJUNISA BEGUM UHID BAH-00585681
Mr GAZANFAR ALI
Father/Guardian KHAN Age/Gender 37Y 6 M 4 D/Female
Address ~, West Meradpally, Hyderabad, Telangana, INDIA, 500026
IP No 1P-00060605 Admission Date 07-07-2026
Ref Doctor Self Discharge Date 08-07-2026

DISCHARGE SUMMARY

Consultant: Dr. BHAVANA K, CONSULTANT GYNECOLOGIST & OBSTETRICIAN

Diagnosis: G3P2L2 with 9 weeks with Hypothyroidism with Bronchial
Ashtma with left ruptured tubal Ectopic gestation admitted for Open
left salpingectomy.

OPEN LEFT SALPINGECTOMY DONE UNDER SPINAL ANESTHESIA ON
7.7.2026

History:

LMP: 5.5.2026

Obstetric formula: G3P2L2
Gestation at admission: 9 weeks

Obstetric History:

G1 : Male /5 yrs / FTNVD/ matrika hospital / 3.3kgs/ A&H / BF 1Yrs / uneventful
G2- Male/ 1.5 yrs / FTNVD/ Matrika hospital/ 3.4kgs/ A&H/ BF X 8 months/
uneventful

G3 - Present pregnancy Spontaneous conception.
Medical History: Bronchial asthma since 2 months , hypothyroidism since 2016

on Tab Thyroxine 62.5mcg
Family History: Both parents - DM

Q1800 2122 @ www.rainbowhospitals.in




Name Mrs TAJUNISA BEGUM  UHID BAH-00585681

Surgical History: Nil
Allergies: Nil

Antenatal Details:Mrs TAJUNISA BEGUM was booked to Rainbow hospital at
6+3 weeks of gestation. She had regular antenatal checkups and
investigations as advised. She had h/o spotting pv with pain abdomen since
6.7.2026. Beta hcg done on 7.7.2026 - 12301mlu/ml . Viability scan done on
7.7.2026 - left adnexa - 45.7mm x 38.4mm ectopic gestation with rim of
vascularity, hemorrhagic free fluid in POD. She was admitted at 9 weeks with
Hypothyroidism with Bronchial Ashtma with left ruptured tubal Ectopic
gestation admitted for Open left salpingectomy.

Investigations:Enclosed

Management: Patient came with complaints of Spotting PV since 6.7.2026
with abdominal pain. On admission patient vitals stable, On examination
tenderness present in left iliac fossa, PV bleeding present. Investigations - CBP,
Blood grouping and typing, PT, APTT, INR, ECG, Chest X Ray done, HIV, HBsag
(card method done).

She was prepared for Open left Salpingectomy with indwelling Foley’s catheter
and IV canula under aseptic conditions. Written informed consent for surgery
taken. Preanesthetic check up done. Anesthetic premedication (IV pantop and
Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV given. Patient
shifted to theatre.

Surgery Notes:
Operation performed: Open Left Salpingectomy done under spinal anesthesia.
Indication: Left ruptured tubal ectopic
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Operative findings:

- Left ruptured tubal ectopic noted.

- Left para ovarian cyst noted.

- Hemoperitoneum of 250m! noted.

-Right ovary and right fallopian tube normal.

Operative procedure:

- Under strict aseptic conditions, parts painted and draped.

- Pfannensteil incision given and abdomen opened in layers.

- Hemoperitoneum of 250ml noted and evacuated by suction.
- Left tubal ectopic rupture noted.

- Left salpingectomy done, left paraovarian cyst noted and removed and sent
for HPE.

- Saline wash given.

- Hemostasis secured.

- Rectus sheath closed.

- Skin closed with monocryl sutures.

- Instruments and mops count tallied.

Post-Operative Notes: Postoperative period: - Uneventful.

Advice:
1. Tab. Cefixime 200mg twice daily(9am-2pm-9pm) till 13.7.2026 after food.
2. Cap. Pan-40 once daily (7am) till 13.7.2026 before breakfast.
3. Tab Calpol 500mg (two tab) thrice daily till 13.7.2026 after food (8am-
3pm-10pm)
4. Continue Tab Thyroxine 62.5mcg once daily on empty stomach till further
orders.

o

Continue Bronchial asthma medications as advised.
6. Review on 11.7.2026 with prior appointment in OPD (This consultation will
be charged).

© 1800 2122 @ www.rainbowhospitals.in
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Name Mrs TAJUNISA BEGUM  UHID BAH-00585681

To take appointment for OPD consultation at Rainbow Children's
Hospital, just dial one number 1800-2122 (between 8 a.m. to 8 p.m.)
(or) log on to www.rainbowhospitals.in

In case of emergency kindly contact 040-42462200. Extension 2220 (Rainbow
Hospital, Karkhana).

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been

explained by dottor ..o, in the language that | understand and | have
understood the same.

Name : Signature :
Relationship with patient :
This summary has been explained by :

Summary prepared by: Dr.

Registrar/Resident/C.M.0O

Dr. BHAVANA K

MBBS, DNB, FMAS, PGDMLE (NLSIU), MRCOG (UK),
CONSULTANT GYNECOLOGIST

& OBSTETRICIAN

54774



Rainbow Children's Hospital - Secunderabad

_ ‘ INSURANCE COPyY
H.N0.3-7-222/223,Sy.No.51 to 54 Opp.Karkhana P S Karkhana Main 2 = g | ee—
Road,Kakaguda, Karkhana ,Hyderabad ,Telangana, INDIA ,500008. Rainbow

040-42462200, Ext 2000,2001,2002, Children’s o BirthRight
Hospital .w'ws

PatientName : Mrs TAJUNISA BEGUM Inpatient No. : IP-00060605

P
.{:

Age/Gender : 37Y6M4 D/ Female Admit Date : 07-07-2026
Ward/Bed : N 2F-LABOUR WARD/ LW 219 Discharge Date
Investigation Result Unit Biological Reference Interval
BLOOD GROUPING (Specimen : BLOOD) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :07-07-2026 15:09
BLOOD GROUP B
RH (D) TYPE POSITIVE

Dr. SRUJANA SHYAMALA, MD, DNB
Consultant Pathologist, Reg No : 39356

Investigation Result Unit Biological Reference Interval
COMPLETE BLOOD PICTURE (Specimen : BLOOD) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :07-07-2026 15:09
HEMOGLOBIN (Colorimetry) 111 g/dL L 12-16
RBC COUNT (DC detection method) 412 10M2/L 4-572
PCV/HCT (Calculated) 31.5 VOL% L 33«57
MCV (Calculated) 76.4 fLL L 80 -100
MCH (Calculated) 26.8 pg/cells 26 - 34
MCHC (Calculated) 35.1 g/dL 32-36
RDW-CV (Calculated) 13.0 % 11.5-13.1
PLATELET COUNT (DC Detection Method) 266 10"9/L 150 - 450
MPV (Calculated) 9.2 fL 6.5-10
WBC COUNT (DC Detection Method) 9.53 10°9/L 4.5-11
Di tial
NEUTROPHILS (Microscopy, Leishman stain) 60 % 35-66
LYMPHOCYTES (Microscopy, Leishman stain) 30 % 24 - 44
MONOCYTES (Microscopy, Leishman stain) 07 % 4-10
EOSINOPHILS (Microscopy, Leishman stain) 03 % 1-4

PERIPHERAL SMEAR (Microscopy, Leishman RBC : NORMOCYTIC / HYPOCHROMIC
stain) WBC : MORPHOLOGY NORMAL
PLATELETS : ADEQUATE

/d"
o

o<
o eSS

Dr. SRUJANA SHYAMALA, MD, DNB
Consultant Pathologist, Reg No : 39356

Investigation Result Unit Biological Reference Interval

HIV TEST ( CARD METHOD ) (Specimen : SERUM) TEST RESULT STATUS : REPORT AUTHORISED
v . A o I.(]N"Jnruior‘der Dtat&hDZeUF—ZQZGAJMQD.
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Rainbow Children's Hospital - Secunderabad

H.N0.3-7-222/223,Sy.No.51 to 54, 0pp.Karkhana P S Karkhana Main
Road Kakaguda, Karkhana ,Hyderabad .Telangana, INDIA ,500009.

040-42462200, Ext 2000,2001,2002,

PatientName Mrs TAJUNISA BEGUM

Inpatient No. : IP-00060605
Age/Gender 37Y 6M4 D/ Female _ Admit Date . 07-07-2026
Ward/Bed N 2F-LABOUR WARD/ LW 219 Discharge Date
Investigation Result Unit Biological Reference Interval
HIV TEST ( CARD METHOD ) Non-reactive
“"- -
* ,
Dr. SRUJANA SHYAMALA, MD. DNB
Consultant Pathologist, Reg No : 39356
Investigation Result Unit Biological Reference Interval

PT/APTT (PROTHROMBIN TIME / ACTIVATED PARTIAL
THROMBOPLASTIN TIME) (Specimen : PLASMA)

PT (Optical Clot Detection) 16.0
PT Calculated Biological Reference Interval

INR 1.1
APTT (Optical Clot Detection) 35.0

APTT Calculated Biological Reference Interval 28.5 - 35.1 secs

-

Dr. SRUJANA SHYAMALA, MD, DNB
Consultant Pathologist, Reg No : 39356

Brintad Nata { Tima - NRINTIZN2A 17-18 PM s

12.5-14.5 secs

TEST RESULT STATUS : REPORT AUTHORISED
Order Date :07-07-2026 15:09

Seconds

Seconds
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R M TAUNSA BEGUM Rainbow” | @ . e
b POeWe wvewso Children’s BirthRight
¥: BHAVANA K Hospital BY RAINBOW HOSPITALS
Your Right to a Safe Delivery
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LIl pspltal
SURGERY DETAILS

Date : O’T}#Ilb

AMOUNT

1. Surgeon L /K NS A A A e s 0 ; ..... C L“UL D,
2 Anpshetist o i R I L e A isiin s R R
3. Asstant Surgaon it e NI A, e sl s s sramsenpAAs
4. OT Technician TR 1 . NI et SOOI < S S e e s o g
5. Circulating Nurse Q(}ﬂ‘ ..................................................
AT AT s, A0 F5 S 45 (O il e A o e
Special Equipment:  [] Laparascopy [ Broncoscope [ Harmonic ("] Morcelator

(] C-ARM (] Cystoscopy [] Versa Point ] Liver Cusa

1 Neuro Cusa [ OhEIS et

s C L

Signature of the Surgeon Signafure of Circulating Nurse

Docu. No. : RCHBH /FRM / GENERAL / 114
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Rainbow® ‘ ]

Children’s ORI
Hospital B'rt?wR'ghl
e \P-00060605 Ittakesa lot totreat the itte. | Your Right to a Safe Delivery.
Dr. BHAVANA K
S T T
Name: --- - e
UHID No ; ~—resmadiesias IP No: Consultant : Dept:
o
Date of Admission %13:]26 ----- Time: g-"—gﬁpjﬁ Date of Discharge : Time:
Room / Bed No : -ﬂﬂ -------- Ward : D Suggested Billable bed type : -
WARD TRANSFERS
Date Time From To Signature of Nurse
NPT Al T |
SRl Lo L) w) O
q,\;z/l &Ny Ol MaC O )
B | L6 | DI R006(2(4)
Cross Consultation Visit
Doctors Name Date Order No. P Signature
: »
2.
3
4,
5.
6.
i
8.
9. / |
10.

Docu, No.: RCH / FRM / GENERAL [ 145



INVESTIGATIONS

Date Investigations Order No. Sign
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MEDICAL EQUIPMENT ( WARD & ICU)

Date Na_me of Conr:necting Discorjnecting Gieiar e Slonatire
Equipment Time Time
B A funp | DO | waopl) Gty i
2 lﬂ@b (’(‘Aﬂrﬁ;%w, -mcm?M » %‘/% \1!20 Pﬂ'%/b 44
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PROCEEDURE

Date

Proceedure

Quantity

Order No.
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ANY OTHER INFORMATION

Date: 0 I(lob\ 2b

Time: | & '151)")

Prepared By :

)

ol

Staff Nurse

S

Shift / Ward

Billing Assistant

Billing Supervisor
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Hospital
NEBULISATION CHART
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It takes a lot to treat the itthe.

Date Time Drug Nurse Parents Slgnature
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DEFICIENCY Sucnw 11eT ne MEnIn Al CASE SHEET
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::-H"ris::r:l BEGUM IPronotacte Eﬁli?g%‘rﬂf's ‘BirthRighf
i S ospita R RARIGON 2 SAIN
iy o o o PNo: BT R TR
N [T sonATbC
17 No. of o
Sl.No List of Records [\ Pa Legibility Completeness Remarks
ges _
1 Admission Sheet \ e s~
2 Discharge Summary 5] - ~
3 Nursing Initial assessment form ) il —
4 Patient Trasfer Forms 5 v il
5 In-patient Medical Record { — ool
6 Doctors Progress Sheets 9 e al
7 Nurses Progress notes 9— S
8 Consultation Sheets
9 General Consent for Treatment | — il
10 Conset for Surgery
1 Consent for Blood Transfusion
i1 Consent forChemotherapy
3 Consent for High Risk
14 Consent for Restraint
15 DAMA Consent
16 Consent for Special Procedure 4 = AF
17 Consent for Radiological Investigations
18 Consent for HIV Test
19 Anaesthesia consent form L -
| 20 | Anaesthesia notes(Pre Anaesthesia & Post) Y sl =
21 Pre Operative checklist \ s )
22 Surgical safety Checklist [ P s
23 Operation Theatre notes L e -
24 Nurses Clinical Presentation
| 25 TPR & BP chart 2 v
26 Intake and Output chart (fluid Chart) T "
27 Drug Chart (Regular prescription) 5 Wil o
28 Daily Investigation sheet
29 Investigation Values (Result Sheet) \ o -
30 Nebulization Chart
31 Diabetic chart
32 Nutritional Review chart
33 MLC form (in case of MLC)
34 Patient Educatlon Form
s | MRompoghl e K IES L —
S 6 | @oden & Sasl® o —
wH AN AOESSIMew 2 "
23 | ynedicaHon  chayl \ ol -
':70{ of hWeY” & L
=
Total No. of Pages U g\a“*‘f
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ERROR LOG

LOCATION: - NICU/ PICU/HDU/OT/ GENERAL WARD

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE



A & Rainbow Children's Hospital - Secunderabad

Rainbow . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children’s 4 Telangana, INDIA ,500009.
Hospital B TEL NO :040-42462200, Ext 2000,2001,2002

W WEB : https://rainbowhaspitals.in

ADMISSION SHEET

OO LR R
Registration Details :

Admission No : IP-00060605 Admit Date : 07-Jul-2026 Admit Time :02:58 PM UHID : BAH-00585681
Patient Details :
Patient Name : Mrs TAJUNISA BEGUM Age :37YB6M4D
Guardian : Mr GAZANFAR ALI KHAN DOB : 03-01-1989
Gender : Female Religion
Occupation : Martial Status : Married
Address (H) - ~ West Meradpally Hyderabad Telangana Phone No : 8008807170
RIAS0004 E-mail - NOMAIL@GMAIL.COM

Admission Details :
Bed Type : MICU Bed No :LW 219 Ward Name : N 2F-LABOUR WARD

Room No : LW 219 Admission Type : First Visit

Contact Details :

Name : Mr GAZANFAR ALI KHAN Relationship : W/O
Contact Address - ~ \West Meradpally Hyderabad Telangana Phone No : 8008807170 / 9885700365
INDIA 500026

s

Doctor Details :

Doctor Name : Dr. BHAVANA K Specialisation : OBSTETRICS AND GYNECOLOGY

Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00
PaymentMode : Cash Payor Name c OHETFL(): ERGO GENERAL INSURANCE

Printed Date / Time : 07/07/2026 15:01 Printed By : 021034 Page 1 of 2
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BAH-00585681 IP-0006060
Mrs TAJUNISA BEGUM . Z .
03-01-1989 7YBM4D | Rainbow .

Dr. BHAVANA K i n’s BirthRi ht“
T Finpial - | ) reonasius
OBSTET: - TRiAGE ASSESSMENT FORM

= o > '
Date: . .. :]’\(’)’\{lb ........... Time of Arrival: g“%@?m Time Seen by Nursé(’logqp‘/‘({ .........

[

1) Le 2i o Consciousness: \Q’C?rgcious OJ Semi-Conscious [J UnConscious

2) Chef Coplaint (Reason for Visit): (Circle the item as appropriate)

O Sevcre Pein / Moderate Pain O Preterm rupture of Membranes / Leaking Water PV
d !;Sleeding PV: Slight / Heavy [J Preterm Labor/ Labor
1 Decreased Fetal Movement [ Spontaneous Rupture of Membrane / Leaking.Water PV

[1No _Fefu.é.f.‘:érﬁ'ént‘ F [J Other Reason: W%C‘Lﬂf}ﬁ/\:g«{
l. T W a— n ’h
3) Vithl Signs:  Temperature: .f;fjtlk..%rPuise: X2 . rAghlm $p0,: 14 BP: WH Weiaht:%?;..

i

4) Ge tat'oi Criteria:

Py Gc:i; Ly i P o L p A
LMD 2 ﬁs@\&.b 1 T S Gestational Age: ........... q,u?{l/% .........
teri-e Contraction O Yes $ &Ko | ONA | Onset Time Frequency:
—
“Nembr. .. _ipture O Yes ,;E’I% CJNA | Onset Time Fluid Color:
' "\'lagﬁiﬂi‘ﬁ'eedihg OYes | @0 | CONA | Onset Time Amount:
et
CAere: / If Yes specify: Headache / Visual Symptoms /
A byl Q
_} ‘Ili‘t;:t{npSIa uymptoms OJ Yes t]/No [J NA Pain Abdomen / Vomiting
Ll oodllfe'tai Movement O Yes o [ ona [ 'fNospecily:
5) Pain v.2raening: Numerical Pain Scale (NPS)
AN | | | | | | | | |
. s ] I I I I | I I |
i 2 3 4 5 6 7 8 9 10
N Worst
N v @ possible pain
o LOCIION: oo amvansensnsnsensns Mll ..........................................................................................
. L:.;{g;.a";: PR e NG et Days / Weeks/ Months (Strike out which is not applicable)
T - o R 1.‘.%..! ............................................................................................
3 £ 1 10y . U ‘I ............................................................................................
- Q
« Inferventions: ..........con.... \%‘]
6) Pastl'icluy:
3, UMK ... st sssmmssamsssmss s oasgusssndismsssasasioguanuptgssa vt SURTN
b tical: ... 5 3 :....L\n.ﬁfaoma.m ...... VB VS O s
Docu. Ne :!.:i7, "1/ CLINICAL / 098 (PT.0.)

In



IPF-Uvauuass

BAH-00585681
Mrs TAJUNISA BEGUM .H
03-01-1980 CALLLLE

"

1) Al'argy:

8) Cuxrent Medications: E/renatal Vitamin [ None
Pr;ﬁnatal Medical History:

Mne

C; Chronic Hypertension
(' Gestational Hypertension

C Diabetes

OYes (M0, 1YeS: o, T

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

[J Others:

[J Gestational Diabetes
[J Low placenta
U Others if yes, specify

T iage Category: (Please tick on the category)
Rafer to OBSTET, RICAL TRIAGE ACUITY SCALE (OTAS)
" Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
[ Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)
Categnry llI: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

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

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

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

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

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

OBCU Obstetrical Tnage Acuity Scale {OTAS)

Level 3
~ (Urgent)

Suspected Pre-term

 <30minutes

* Every 15 Minutes

Signs of Active Labour

Signs of Early Labour/

Discomforts of

disturbance, RUQ pain

associated signs and
symptoms

Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
| Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
; Mild hypertension
Hypertension > 160/110 S
Seizure activity and or headache, visual | > 140/30 with/without

Abnormal FHR fracing
Non-Fetal Movement

Atypical FHR tracing,
abnormal dopplers
Diseased fetal movement

« Acute onsite severe
abdominal pain

greater than expected in | from out patient clinic seem to pose threat to
- Altered level of + Unplanned and pregnancy (for hypertension, blood]  mother or fetus
consciousness unattended birth « Flank pain / hematuria work) » Cervical ripening
= Cord prolapse + Nausea /vomiting and | « Minor trauma (minor | » Out patient placenta
+ Severe respiratory for diarrhea with MVC/fall) previa protocols
distress . suspected dehydration | . Nausea/Vomitingand | - Pre-booked visits (ie
- Suspected sepsis for diarrhea Rh and progesterone

= Major trauma
« Shortness of breath

» Abdominal/back pain

« Ongoing assessment

» Signs of infection (ie
dysuria ,cough, fever,
chills)

» Anything that does not

injections, NST
» Assessment for version
+ Rashes

Time sezn by Doctor:

13

Date: .

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

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

Nursehme 1{\ &\&4&.& ................................................... Nurse Signature:
(q'{% ....... Time: . Q.OQO

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

.............................
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BAH-0058568¢ IP-00060605

"z
Mrs TAJUNISA BEGUM = 2»
03-01-1989 sTY6M4D  (F) | Rainbow

Children’s @ BirthRight

i Hospital _ | () smeoner
OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date c Admission: '3(\’5'\9(0

Baseliim Information:

Admig_‘:;ion From: CJER VZ}D Admlssmn Dask - 1 DIROES, SEBCHY .ivvvvici rmmateissasaiassassss ssuaniss
Primar/ Language: L] Telugu English indi [1 Others, specify """
Doyou require aninterpreter? [1Yes ~ATNO i YBS SPECHY ...ovvuvunrrerivuusniernsisssssnnssiss s T s ssssssssssssssssssssnss
Source of Information: ‘I'_}Paﬁnt 1 Family ORI ..o e s
Allerg'es: []Yes Q’(o‘ ] Medications (] Blood Transfusion [ Food O Other; ........teres
BEABE BNV ...ccocisisiivimmmminis s WIS aaots Sivsvoss isass vouvisivostsis iiseonsa st et oss iba Fousisdomsamoma e hbis b S e o T B
Chief ! nmplalnts .eeee. . Doctor Notified on Admissim LINo
[,IQP %W%%{DV’Y\{/ e Name of the DOctor: LA 5o
i IMBNOINIBIE it s vt islion
Past Medical History: Obtained From Patient [ Family Member [ Medical Record [J Other (specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Gyriec: logy AssessmeMt Applicable | Gynecology Surgical History: Gynecological History:
Mensttl-ial HIStOry: ......coooeevvevnnvinenennnee | Gagsarean Section: CINo [ Yes Contraceptives: \,G'l% O Yes
Cervical Cerclage: 2’1«0 [J Yes Vaginal Discharge: = No [ Yes
Onset of Menarche: .. cevveneesennennnennee | ECtOPIC Pregnancy: ZNo [0 Yes Post-Coital Bteeding:/E’No O Yes
Menstrual Cycle: Dﬂ/gular [ Irregular | Myomectomy: PfNo/ [ Yes Infertility: fNo [JVYes
Last qustrual Period: QLS Vlo.....| others: If Yes Type: ] Primary [ Secondary
Ubsle* zc History: G Sy B Lo i B et
6 9/ g

Prewc fs LSCS: .
I.‘.urrer__é Medicalwn. m [ Yes, If Yes, Fill the reconciliation form

Family History: w Abnormalities Detected
[ Heart Disease L] Hypertension (] Diabetes [ Stroke [ Seizures [ Kidney disease

-UJ Liver disease [ Other e e
Vital Signs / Measurements: Temp: & b (=i Hrﬂ?b RR: ’Z(Zb(uj
: BP:\15). aD"WU!Hj Weight: faﬁ k /Gr, Hetgm%( BV .oiciciils

Pain !.I‘_;'sessment: Pain: # és,} [JNo Jh‘ Yes, complete the Pain Assessment/ﬂeassessment Form)

Dot Ne: RCH /FRM / CLINICAL / 151 >F (PT.0.)



BAH- 0058;5!1 |P-00060605

Mrs TAJUNISA BEGUM )
03-01-1989 37Y6M4D

Tt

PHYSICAL ASSESSMENT

General Appearance: _,Li'ﬁalthy L1ill looking [] Anxious [ Agitated O Others: ... e,

Fall Assessment: ] Yes W Score ]g (complete the Morse Fall Risk Assessment Sheet)

Riskn- Pressure Sore: ~7Yes [ 1No Score% - (complete the Braden Q Sheet)

FUNC, iONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant
0 ‘lobility problem O Walking Problem %orma]ity Detected
O Developmental Delay "I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: 0 Abnormality Detected
L1 erweight L Poor Appetite > 3 Days (L Needs Therapeutic Diet.
L) nder Weight L Diabetes Mellitus [J Hyperemesis Gravidarum

Inform -gbonsuttant for positive criteria

Vi

PSYCH OLOGICAL SCREENING:

(.alm & Cooperative L] Restless (] Depressed L] Agitated (J Confused
LIRS . ciiimnsios o i et w ok i e &

Inform consultant for positive criteria

SOCIA . SCREENING:

1. MiitalStatus: CISingle  o&fMaried _ CDivorced (I Widow ,
:: ¥

Z. Sp‘f_.-cia! Habits:  Smoker: [ Y, 0 © Alcohol Abuse: [Yes ™7 No Drug Abuse: Eﬁbe/s-ﬁNo
; :

Socia. History: Lives With ..« ; m{_[ﬁ .......................................................................................................

Orientation has been given regarding the following aspects:

Call Bsil in Reach : DYes'-‘fﬂﬁ Waste Disposal Explained: iﬁs CINo
Ye

Infusicn Pump 1No Hand Hygiene Explained: s [J No L Others
Above nformation given tu(\\TS ol O\ﬁf‘/\*’\, U é%bﬂ"/)

Name fPerson Orientation was given tv Y Y25, Taf%"l&.&l Lﬂ‘%‘j‘ SAMA

8 ant; lonnotgwenReascn

Nurse Signature: h- @S D
Nurse Name: .14 - SQ,LA“A(‘M e

Date ¢ Time: Qt%:lé ...... dﬁg}gﬂ@m
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PATIENT TRANSFER FORM Hospital | AT
BAH-00585681 IP-00060605
”L'Jii‘i;‘"‘ BE:;J 35 map B Date & Time of Admission Date & Time of Transfer Order
U | et @ @58 6@@; R_[Hm
ireating Consultant Name Transfer Ordered by _ Reason for Transber
100
doughoot oo
s A
From Unit To Unit Information to Attendant
Yest— No
MLy Cx) T
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
€ ¢ Ol clinical documents. If any handed
_—— .__) @ over to attendant
e el Yes 1 No[ ]
P If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity

| Tab— P —(is) Lrsthald, @)
2 | Tod— Pﬁ%pr/@:’f .
3 | ToA— Taouneg] c/ﬂfx © )
4 UJ\MPQM — Q)

5.

Shifting Summary / Notes Written by Doctor No| |
. mw,ﬂ\sm

Name & Slgnature of Person who is Transferring

Patient & Clinical Records Received by :

Name of Person Ordered Transfer

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



PATIENT TRANSFER FORM

Z,

Rainbow"* . o
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lof to treat the Mtle. Your Right to a Safe Delivery

S

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Ore‘ %’V
BAH-00585681 IP-00060605 (‘ I/l«\w (D &—:‘S&.P‘rr, r—l\-’{ \% (D
L Mrs TAJUNISA BEGUM
03-01-1989 Wwxamen: H Transfer Ordered by Reason for Transfer
" 0
From Unit To Unit Information to Attendant
Mie U /eﬂﬁ) No[]
o
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
\ over to attendant
fg Yes| | No [ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity

=

5.

Shifting Summary / Notes Written by Doctor : \@2{

No[ |

P Moo

&% Mo

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Patient & Clinical Records Received by :

. Sl

\ a0
Date & Time of Patient Received : ) l/:,l (A Q)ﬂ_ = ug(fm

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

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

[ ] Nurse not Available

| | Available Bed not ready
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Chitdrens | @ BirthRight
PAT'ENT TRANSFER FORM !t-l‘agieuﬁelm .avnmuaowyospml.s

Your Right to aSafe Delivery

f :A“'W“““ 1P-00060605 Date & Time of Admission Date & Time of Transfer Order
rs TAJUNISA BEGUM
ns-t:ﬂr::“ 37Y6M4D F) 2 J 6’& o 1 {3’)
S I LR 9\aloddt 9758pm | 7|26 48 L2 1P
Transfer Ordered by Reason for Transfer
OF- MMMW
From Unit To Unit Information to Attendant
% N
Lo o1 pET - WL
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
\f \ Yes| | No[ |
%{ ‘ If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. Item Name Quantity
1.
4 \\90 \
\
4
/
P
4.
5.

Shifting Summary / Notes Written by Doctor : ~ Yes™ |~ No[ |

oY

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

S A | pr

Patient & Clinical Records Received by : \Q-(“"
W f\/ ’0\

/’r\\ C

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
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T
IP ADMISSION SHEET FOR OBSTETRICS

"z
Rainbow’ . ——
Children’s 2 BirthRight
Ho 5pita| . BY RAINBOW HOSPITALS
It takes a lot (o treat the litthe. Your Right to a Safe Delivery

Presenting Complaints () o Spottive py LMP: - g |S|24, EDD:
\}“““d“ﬁ (e P Corrected EDD: GA: — C] weles
youm .,
Obstetric Formula: &SPLV)_. 1 o0, ﬁne strual Hlstory Regular; (] Yes [ No

e - -

W‘Cm \AQSP l;hsteinc Exammali‘a'l f R&H ‘ BF - ‘\h' ‘

Wianetps]

v D g
Obstemcllﬁst’c)l'y Magdlea Mospiln%welghg L“Ca , ﬂ;y\] BF — Qraauaf4 ¢ ] AU

beonti ol ostun~as &,

- ~
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0\'2_—30')\\ ;\}A"‘C{‘NUD'
Ga PP 2P LarapH op | deond gunus a0 bt
RO lted 0 PUA ok 6 & 3 vy Ut Activity: [JRelaxed [JMid  [JMod [JSevere\(iCre
Present Pregnancy Record: | wor:  []Adequate [JOligo  [JPoly I S A
HQd Mlo QPOH_\ i W o) Gi ] Cephallc [] Breech Others
'a(_l: BUCY s 7 foog
<R \‘}‘tdb'\\i&-\ g N 7\ 24— \ej adungHead Flfmscli%ail))ltec)
. RISK FACTORS: \;«ugmd ‘n PFHS 3%(7& Normal (] Tachy - [ Brady (] Absent
M’Q&F - I Per Speculum Examination
%g_g{-uj-ﬁﬁ Draining: [] Present  [] Absent ("] Bleeding ‘
\greO WO 65 s uwo Colour of Liquor: [ Clear [] Meconium  [] Blood Stained
WM@\M &y
BRCy - ¥ 000 | Vaginal Examination P PTE WA 8 @
b T ) — Cenvix (] Long (] Partially effaced (] Effaced
Height:.. ] 6.5...:cm -
Weight 49)......kg Os: Closed Dilated
A"BTQiBSZ .....Q‘.M..t; ....................... . T M embranes: D Present D Absent
greastlEx ) U?al il Abporna Liquor: ] Clear L] Meconium [] Blood Stained
eneral Examination: _ : )
Chnbolousiass: Pallor: (“3 Presenting Part: [] Vertex [] Breech ("] Others
Icterus: ) - Edema: (=) Sutton: 0-3 O0-2 01 00 O+1°0 +2
. Temp: S4ek PRig 5 P ™ Pelvis: (7] Adequate [] Doubtful
BP: \t1 \80"“3 DTH:® '
CVSg en ) RS ALRE
Liver/Spleen: Urine Output:
DIAGNOSIS - ----- - cemmmcm oo
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Family Hlstory.
PorsI R - DD

Surgical History:
AN

Medical History:
Rgoweliiats oatvmos R0

H_ waPoMm)'tA)m ‘rQolh

Medication History:
Las -
il B Wmnom 6Qs ﬁmca

Y—Rm

| Snd R P
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Plan of Care: A% 40 D+ Buauaduon o
mows s s\om
Ne )

W IVSXIVN o

R\ood gvo

_ saade IV V\%sﬂa, (Cond

- Maktacd’)
— Pootpeepars ad uon
- PA ¢

WA Aos O teds
- Jollow 91 YA

_\t\w Lo s

— 1O PRRC dk&m}\dbu_/

ad—"Tovprodea blood boud

™ {nvestigations:

HBQRO] !09—
f
1Y 2~ R P-11110M0 660,
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\N]/

Consultant Namie: ...... Y. Bhan) suna k.

SIGNALUMG: ............coconeverrerererennererserssressesanresesnes

Date & Time: 7,7}%‘
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Vi Chisrers| QU BirthRigh
PROGRESS NOTES AND DOCTOR'S ORDER
ga#me Progress Notes Doctor's Order
Aok ' fop-o  1° (fost  Bpen 1+ Salpwig e o)
S R e ! 0 >
_/’é@‘ P
Sl D/f pt u'elelc , )y
ﬂcfm _— WeM
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' Llewap 1" Moo Ny
o goft | follew duy elail
ped 28 Lle po®- | eﬂ»éw &0A
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PROGRESS NOTES AND DOCTOR'S ORDER
Date
& Time Progress Notes Doctor's Order
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It takes a lot to treat the lithe, Your Right to a Safe Delivery

PHUGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes Doctor's Order
FDES
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DOr. BHAVANA K

T

2z
Rainbow®
Children’s | & BirthRight
Hospital .B*Rﬂ&ﬂ!ﬁﬂﬁfﬂﬁ&ﬁ
mmmmmmmmmm Your Right Safe D ry

PROGRESS NOTES AND DOCTOR'S ORDER

ga;fm Progress Notes

Doctor's Order
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GUM
prs TAJUNISA BE
03-01-1980 e

"

(F)

D)

NURSING SHIFT HAND OVER FORM

N

Rainbow®
Children’s
Hospital

It takes a lot to treat the lite.

'l'uur Ri

BirthRight

BY RAINBOW HOSPITALS

ight to a Safe Delivery

Z | Diagnosis: Any Infection: [1Yes prﬂn/rDNot Known
g If Yes SPeciy: ............... P o SN
'u_; Surgery'/ Procedure’~ Post OP Day:“ p
o | Date QW b V1 . - XV
= Shift E Dmy ¥V R P
& | Medical Condition %
= | (Any special condition to be noted): e -
g e
= | Diet NEM | MM | o *Uq U oo
Allergy: O Yes D‘@ 0 Yes.#flo | O Yes y{o O Yes \'L/I'( C1Yes #'No | T Yes ©TNo
Ventilation (RA, NP. NIV, VENTI): oM INs r?jm A of
Tubes/Drains/Cathgtef: Yes [1No [ Yes 1No |~ &s [1No | Yes 01 No | Yes T No}=7Yes C No
E Vital Signs: Temp: c‘gﬁ(’— \/ ‘1% ,6F qg ol € 8 [t(;v :W . q{}'?} P
o Res: | & |ﬂ~wﬁ‘r labd |18 bl |20 | 90 ),
g 0: | worx | ) | aqaf, [ad¥ [as)- | oqv.
3 Puse: | @Y | G | Bqlppd [ge [ [a8bim [ 3¢ p/m
BP: | \90 |80 J,u,l)n.«} 1 05)90 ml‘}o Wﬁ"lw*‘ﬁ uofc.ws
LOC: | conmiou) QYO Con [oE> aneigu)
Fall Risk Score: | |S X | W' | \g 15/
Pain Score: o) N ’? ~ ot Ny ¢ g
skin Integrity | pyd e | Yaniw) ondoed [Pded [Tnack (1,000 b
Safety Needs: |.2es [1No4™ Yes T No |#Tes #XNo] +¥es = No (#Yes C)No |=Yes 1No
Physiotherapy: S — i — ai\ ) [
§ Others Specify: |1 Yes i#flo | Yes b | 11 Yes w40 | 01 Yes Ao C1Yes No | O Yes £No
5 Special Diet: | @M | — | (jeovidguidh [ '™ fesligne |© it
g Critical Lab Test / Values: -~ — (. - e
E |Other Special Orders / Medications: #Yes 1No |1 Yes (400 |01 YeswMo [0 Yes Mo |1 Yes C1No | O Yes ©7No
2 PU Prophylaxis: 1 Yes @flo | Yes Mo | 0 Yes (Ao | O Yes yﬁg,-: Yes L1No | O Yes TTNo
DVT Prophylaxis: 01 Yes #flo| 0 Yes. Mo |01 Yesg)aﬁ Ul Yes 3@0 O YesyI No | O Yes LiNo
ADL (Dependent / Non Dependent): g W Mq& MS c\t&*fﬂﬁl dopends
i { | 0
Post Operative Procedure Special Orders: - « -
Handed Over By Name : eﬁ o Yacow F‘9§ 1 ' L{O\P p(,‘.\(.{ fﬁow
Signature /1D : Ter o OVE 019159 OV | 6% Cucishu ,&D/
LY O —
Date: afdas DN [game [ Aot [SHRC (@[3 e
Time: L.t é’m*' 4 gpm \: © P > ? pm™
Taken Over By Name B J,L}M ’D W RA7  thorrs WL
Signature / ID : olellb [gouyy |“ogdV [@lavy [ P 6063%
Date WLe B2 (AN [ [SHTE |3 e
Time: B b ﬁm\j\ el B8] @ 28N
o 1

Docu. No. : RCH /FRM / CLINICAL / 097



IP-00080605

BAH-00585881
Mrs TAJUNISA BEGUM - - R ) t,/:;'? .
03-01-1989 TYEM dalnbow . . .
BT Children’s @ BirthRight
(i Chicrers | {3 BirthRigh
It takes & lof to treat the iitte, Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM

3 Diagnosis: Lq_faho}m.\a; Any Infection: C1Yes [JNo (] Not Known
'g If YES SPECIfY: .....cvverrcrcieie e,
5 Surgery / Procedure: Post OP Day:
g Date i =
= . -
% ﬂ%?%ﬂe%?ﬁ%gggition to be noted): WM
@ | Diet: @ A .
Allergy: £7Yes CINo | Yes CONo | Yes CINo [ Yes CINo [0 Yes CINo |1 Yes [0 No
Ventilation (RA, NP NIV, VENTI): P W
Tubes/Drains/Catheter: C1Yes CTNo | Yes TINo |7 Yes TINo | Yes CINo |1 Yes CJNo | Yes O No
= | Vital Signs: Temp: | .6 F
= SRgSi 90 bl
1] : o '
5 Puﬁs;: f;? |;L,
2] 1l J
BP: Al feabyg] -
LOC: {iein
Fall Risk Score: | “|§ )
Pain Score: 0/
“Skin Integrity |7 leok—
Safety Needs: +7Yes [1No | Yes “INo | Yes C1No [ (1Yes C1No | Yes “1No | Yes ' No
Physiotherapy: | —
§ Others Specify: |1 Yes-=No | Yes CINo | Yes CINo | Yes CINo | Yes CINo | Yes [ No
E Special Diet: hee
& |Critical Lab Test/ Values: s -
E |Other Special Orders / Medications: | Yes<=rNo | Yes 1No | Yes C/No [ Yes [1No |l YeS I No | CJ Yes CJNo
5 PU Prophylaxis: [l Yes—TNo [ O Yes C1No | O Yes CINo | O Yes [ Nef| 1 Yes [1No |0 Yes C1No
DVT Prophylaxis: [JYes #No | Yes C'No [ Yes ©1No | = Yes I No | 1 Yes [ No | Yes CINo
ADL (Dependent / Non Dependent): |\
\
Post Operative Procedure Special Orders: iy
L
CHE S
Handed Over By Name : %Jm o \ L N
Signature / D : ‘s?gongq ‘ . v \a}b
Date: Pl S BN
Time: ] / b J
Taken Over By Name : : I
Signature / ID : fi
Date:
Time:
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NURSING CARE RECORD
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Rainbow® . ik e g

Children's | & BirthRight

Hos pi ta] . BY RAINBOW HOSPITALS

mmmmmmmm Your Right to a Safe Delivery
[4

Date: :?{-?fdﬂ?&c

w | [ Maintain Airway and Oxygenation [_] Relieve Pain & Discomfort <+ Maintain Fluid Balance I Improve Activity Tolerance ] Maintain Good Nutritional Status 1 Maintain Skin Integrity
E ["] Maintain Personal Hygiene [1 Prevent Infection ] Meet Elimination Needs C1 Ensure Safety [] Early Ambulation Reduce Anxiety 1 Patient & Family Education
© | [ Identify Potential Complications L-Any Others. Specify 7 (.. M«%}Mvﬁdﬂ ............................................
: : . Nurse Name
Time Plan of Care Implementation Evaluation Re-Assessment & Signature
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Date: %\I)f‘g'b
e | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort ] Maintain Fiuid Balance ! Improve Activity Tolerance L] Maintain Good Nutritional Status [1 Maintain Skin Integrity
EI [C] Maintain Personal Hygiene L1 Prevent Infection ] Meet Elimination Needs 1 Ensure Safety | Early Ambulation Reduce Anxiety [l Patient & Family Education
& | [ Identify Potential Complications LAY, OO BB sy b s s A S R T T T
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% Rainbow Children's Hospital - Secunderabad

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

Children’s 4 ,Telangana, INDIA ,500009.

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

T WEB : https://rainbowhospitals.in
1 F il

Patient Name: Mrs TAJUNISA BEGUM Age : 37Y6M4D
IP No: IP-00060605 Sex: Female
Consultant: Dr. BHAVANA K Ward/Bed No: N 2F-LABOUR WARD/LW 219

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

Patient, be deemed advisable or necessary.

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

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

Note:
1 We do not allow use of medication brought from outside by the patient.
2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill

irance. In case of failing the submission, | will pay 200/- Rs.
. .-ceivers Signature:&@m&«y

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.

Signature of Patient/Relative: wa NG

Name: G? A'Zj)( '\jrﬁfk P\—LI EM‘\) Patient Address:

~ West Meradpally Hyderabad

Relationship: Telangana INDIA 500026

Date: g 9—1 E\% ‘\Jo Time: & Z:SQP* ™~

Wittness Name: '%‘—ﬂ.t\,’
Wittness Signature: ﬁ/

Printed Date / Time : 07/07/2026 15:01 Printed By : 021034 Page 2 of 2



INFORMED CONSENT FOR SURGERY OR E'SJ‘?: ‘EES&REZ%&E"
SPECIAL PROCEDURE il i

Your Right to a Safe Deliver;r

1\

Patient Name : ..[OR.S... TAIUNISH. A (g Sender: () Male  (Female Age: ... 2ANE...
UHIDNo: ..=. B AWM. =.S8S6L)....1. 'IPé‘O 605 Date : .=l )7L 24
Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

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

................. O.R.c-.f.v..........L.&.ET.....%.B.L.Pm.qe.s:.mmff.....c.L.ﬁ.RﬂRofm Ny

...upon..

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.

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

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

....B..L&.&.D.mg ......... L.BLOOD. AND... RLOOD. PRODvcn TRANLSAISTRN. .

..M.&:f.....\.w.%rr.mr@...m:mg.‘ﬁ...t m.ﬁe.c.mmug .......................................

My signature on this form indicates that

1. Ihaveread 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.

I have had a chance to ask my surgeon questions.

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

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

©r W

Name of the Doctor who is performing the Surgery/ Procedur: ......... D.€.+... RAAUVAMA... K. AS W ...

Consentee : 3 ."[' Patient Attendant :
T R R R AT 1 Signature : ..#2% s B R i

Name : ........ m&g..-..rxaﬂ..wﬁlq .............. Name : ngﬁyﬂ '&\ \'C\mm ...........

Date & Time : .......... 3.1 1 2.64...35. 2P Relationship with Patient: .. X33 L:

Date & Time : ........ TIvlse. .. ggoPm

Withess : Doctor (who is taking the consent) :

B st bovsnis s s siai e oissevesnss OB e T s e
B B veeennes coocansnsashonsanonamosnossasvssansrsssanasin iy Ofﬁ_( il e
L

Date & Time : ... .70 24 .. 22206 ..
Docu. No. : RCH /FRM / CLINICAL / 027
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Rainbow® &

\/g‘g)SENT FORM FOR GENERAL / Children’s .BirthRight‘
GIONAL ANAESTHESIA / Hospital | | @ i
MONITORED ANESTHESIA CARE

Patient Name : M%TM%MC—&W Age : 34"1"’ Gender: Maled Femae &
UHID NO: oeeoeoveeeeeeeeeeeeeeeeeereseesessnnes: SUTGEON NAME: .. B2 G AMARIL AL oo
Anaesthesiologist: ........ R RVACAIAR. ..o

R ) R R —

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

Operative procedure planned : ............ 70 7\

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

O Incapacitating Cronic Obstructive Pulmonary Disease

01 Others : DCMWCW,WWD%Q.M}&MWWM,W@HM
OO s oo R B VA SOV SV s S A Y3

‘ « Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to‘perfo'rm upon me / my patient
Mg 'Tﬂqu_hli@ Dz(%wm/ the above mentioned operation / Diagnostic / Therapeutic procedures

(j‘m,pfuxqex,rom .....................................................................................

| authorize and give consent for anaesthesia uzrr( egional / 1 General Anesthesia / OJ 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.

- Pregnant Yes J No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Pati t Attendant : Witness :

Signature : é, ...................................................... Signature : g B et i

Name : TE’TD” wsa®eqm o Name : ﬁ%a@%\&mtm L""U
Relationship with Patient: g ..................................... Date & Time : ?/?{9\01@

Doctor (who is taking the consent) :

Signature : ........ R; ...................................................... .
—

Name: .. DR MoVINC XA ...
Date & Time : ........ i PR ..



SURGICAL
SAFETY CHECKLIST

Surgeon:....@b_’ YNV

Asst. Surgeon : .
Anaesthetist : ...

Scrub Nurse : .2V}

BAH-00585681
Mrs TAJUNISA BEGUM
03-01-1980 37Y6M4D (F)

Or. BHAVANA K

IP-00060605

AU

Rainbi
cﬁ'i?drz:s ' .Blrtthght

Hospital BY RAINBOW HOSPITALS

It ke & ot b Rt thee e Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Yes, & Equipment / Assistance
Available

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

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

Signature :..

Name :....

-.Z@ CINo

%s #INo |
vYes C1No

borfes CNo

INA

INA

NA

ZDQ»M N tlof(&_

Anaesthesia Team Reviews: (2], , [j. %n,«ﬁn

Are There Any Patient-specific Concern 7 O Yes CNo CJNA
Nursing Team Reviews: b’Wv-h 07

Has Sterility (including indicator results) -—‘]‘M
Been Confirmed? are there Equipment

issues or any Concerns? '{ﬁ'es CINo CINA
Is Essential Imaging Displayed? Yes CINo CINA
Power Supply, Earthing, Power Backup

and functioning of equipment checked. C1Yes CINo

T
Signature :

NaME & S T R P N s

Te Before Patient Leaves Operating Romkv
SIGNIN  Time...}y.ot Pro TIME OUT Time:.....(J... (217 SIGNOUT  Time...... & D)o
) |
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity AYes CDNo Introducad themselves by Name and Rolq_=-ves CINo The Name of the Procedure Recorded Yés [INo
Site \_'74\(0‘5 No SI.ITUEUI'I, Anaesthesia Professional and That Instrument, SDOI'IQE and Needle
Procedure L¥es CiNo Nurse Verhally Confirm Counts are Correct (or Not Applicable) es CINo CINA
Site Marked LLHEs CINo CONA Correct Site UM 4- [1Yes [INo patient name) /r‘gs CINo CINA
Anaesthesia Safety Check Completed «~Yes No Correct Procedurg_? e ZYes CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning .Yes” "'No Anticipated Critical Eventsc ,Dyl.s, }"EU Problems to be addressed L :Yes/ﬁ{') CINA
Does Patient have a: Surgeon Reviews: &{ l‘ . y
Known Allergy? es CINo Wt afé the: Ciftical o Unemegjf: "] To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, — What are the key concerns for recovery -
Anticipated Blood Loss? _ t [OYes [INo [CJNA and management of this patient? es [INo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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BAH-00585681 IP-00060605

i AR -
grosmvaunx Tvems & = Rainbow®
| - Child BirthRight
- - i f P rihRigh
OPERATION NOTES
Surgeon : D 2. BM«W‘K Asst. Surgeon:DR' Zowmyh 3eet

Pre-Operative Diagnosis: 63&?512( o q-toeelzy WM iE &QM

Surgical Procedure : L eé! ! "Z&”’L’j J/ o

Indications for Surgery : J—‘atf W -rtufﬂ aﬂ 5&; :

!

Date : qi{qhﬁ, Start Time : (' \ § Pt End Time : %1[5;?;0,

Post Operative Diagnosis:

Peri-Operative Complications:

Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

i:f* P Onawdamn bg{f -
Operation Notes:

ﬂpm Buideiing |

*i@/f Pula...j Subal ﬁﬁmw natd -

—*Qﬁifzmaavm OMW
'HMMW % aKOh\L

PT.0.
Doc. No. : RCH. i/ FRM / BLINICAL / 099 ( )
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Name of the Surgeon: DQBhQVMK

Signature of the Surgéon:

Date & TIMe: ocorerce 3,?[”61‘?;0?” .............




BAK-00585681 1P-00060605

Mrs TAJUNISA BEGUM

03-01-1989 37YEM4D (F) o
Dr. BHAVANA K =

inbow® . —
QRN 111 T Children's ‘Blrtthght

Early Warning Observation Score Chart - Obstetrics

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

Hefos [

S 21-30 IR P P I NN VD O A e DM e e LT
corresp. box) 11-20 LSl TR W T ETITRTCRAANA S | I Y L O N (=2

(write rate in

94 -9140; % | 1 1 1 | | | VA NYaq[gQIGiIAAPA AAGA 14 [ sl | B
<
Administered 0, (L/min.)

Saturations

2, dway
w
~

ajey eay
-
=
Q

130 [TPan

£ " Rt i

—
anssald poojg 21|01sAs
oj

50

130
120
110
100
90

80 g;oJﬂ'

70 77 ool )
50 LA i i o A LA i 2
50
40

NEURO Alert | TR ) P | V71 1 Wviv'l A 1 1T 1.1

RESPONSE Voice

Pain
5
£ Unresponsive

-
2Inssald poojg Jjoiselq

URINE > 30
mils / hour < 30

Protein + +
Protein > + +
MNormal v
Heavy / Foul

Clear / Pink
Green
| TOTAL YELLOW SCORES 10
\ TOTAL ORANGE SCORES ol (e
\ Nurse Initial : X

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

Proteinuria |

Lochia

Liquor

|G
] &)
BB
RS

Yo

Q™




Obstetrics and Gynaecology
Early Warning Signs

4 M

Complete a Full

\

1 Yellow Alert :
Repeat Observations
in 30 minutes

7

Set of MEOWS
Observations

- o

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

J

X

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

N

* The Modified Early Warning Score (MEOWS)



BAH-00585681 IP-00060605
Mrs TAJUNISA BEGUM
HH‘H”‘ 37YEM4D

BHAVANA Rambow .

II|||l|||||IIII||I|II||IIII|Il| Chidren's | & BIThRIght

Your Right to a Safe Delivery

\g

7 treat

Early Warning Observation Score Chart - Obstetrics

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

!‘Ir
M’k Date
0 Time [ 8 [ 9 [(lopa1|12KTY 2 3)a|s|e|7|8]|9|r0frafr2|1|2]3[a]|s5]6]7

RESP
{write rate in
corresp. box)

Saturations <54 %

Administered 0, (L/min.)

40
39
38
37
36
35
<35

170
160
150
140
130
120
110
100
90
80 15 qO
70 ¥ a3
60
50
40

190
180
170
160
150
140
130
120
110 WS (16} o

3 dwal

aley Ueay

—
anssaid poojg djosks

110

—
3inssalq poojg joiselq

NEURO
RESPONSE
[¥]

Unresponsive '

URINE
mis / hour <30

Protein + +
Protein > + +
Normal
Heavy / Foul
Clear / Pink
Green

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial

Proteinuria

Lochia

Liquor

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



Obstetrics and Gynaecology
Early Warning Signs

5

1 Yellow Alert :
Repeat Observations
in 30 minutes

4 X &

Set of MEOWS
Observations

\_ ot

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

Observations
in 30 minutes

A

2

9

> 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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BAH-00585681 1P-00060 Rainbow . _ ——
Mrs TAJUNISA BEGUM @ /:D Children’s Birth nght
- 37YEMAD 5
03-01-1989 HospltaI . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1A i T ) lagmnal,

Sheet NO. & oo

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

i __ Intake SOt - TAvgszgo
Date | Time | Nalure Route NG | Diarthoea | Vomit | Dranage | urine | olebrs | Sian.
Mouth | 1V | NG
08:00 am
09:00 am
10:00 am \\\’
11:00 am
12:00 pm /
01:00 pm
Total Intake : Total Output :
02:00 pm A\
03:00om NBM PL SogarQ p o |/
FH0 a0 NRM [ L 4po md | 3od] 0 |
0500pm | o ABro M toond| 0 | 271
690m | NN+ K] conuy o | 0 | (GO
v [ 4]0 [ D o |0
Total Intake : “ram _ Total Output : T s [
0800 pm J?I—Zwaf.w SOH| » I a%/
| \qio [0 Rl g sooll = | 5%
}Q’b 1000pm | @ ol ] plgn - wod| ¢ ) tehf"
KY o [tom] R\—po Y H¥oHe </ so) | o e ]
12:00 am X0 ol ]\
0100am | \Y Yo Ot D P
Total Intake : 06 Total Output : TED gt
02:00 am ' 260/ (>
03:00 am Ao 200r! i
%K)f 04:00 am K Y / 9‘2(5%‘:5
0500 am W, oo Ny
06:00 am 7 Ao %
07:00 am 200 Vo i
Total Intake : Total OQutput: OO !
Total 24 hrs. Intake Total 24 hrs. Output \ i 8§ O\V\\

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

Ei-:L



BAH-00585881 1P-00080805
Mrs TAJUNISA BEGUM

0!011“’ 3TYemMsD (F)

QU

Sheet NO. & ooveeee e,

%

Rainbow®
Children’s

Hospital

It takes 2 iot to treat the littie

FLUID CHART |

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Deliver_y

1. All measurements in ml.

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

Intake

omm. .

Nature

Date of Fluid

Time

Route

NG

Diarrhoea | Vomit | Drainage

Urine

Thrombo-
phlebitis

IV Site

Score

Mouth LV

N.G

08:00 am

|\
|\

N

09:00 am

10:00 am

11:00 am

Y

g}:

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

(,f
/
;)

06:00 pm

07:00 pm

Total Intake :

Total-Outputy

08:00 pm

09:00 pm

10:00 pm

)
Ay TR

11:00 pm

i

12:00 am

TNTSTI—1

01:00 am ,

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 2

ﬂﬁ*./{)l} am

07:00 am

Total Intake :

Total Output :

_ Total 24 hrs. Intake

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

Total 24 hrs. Output




BAH-00585684
[ Mrs TAUUNISA BEGUM

l 03-01-198%
{ a7y
Dr. BHAVANA K LU

gy

IP-00060605

Rainbow®
Children’s
Hospital

It takes a kot to treat the lttie.

.....DICATION RECONCILIATION F0

" Not known any Drug Allergies

Drug Allergies:

BirthRight
. BY RAINBOW HOSPITALS
\Eﬂ.gm to a Sate Delivery

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.

(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting From: .......c......... [f*\’\j ........................... SHIRH0E s ON i
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | naie / Time ?gﬂ:?fl’gg
1 T-'W\‘{Q-O\(B\)(_— e+ MG Po ob TRI’L{, [%¢"T10C
2 T-FOLTIU ALCED | oy PO ob  lqyq  |oc =
s | NERULTSATION N 0P 717 |et ooc
ATR 72 -FR
4 (JC [IDC
5 [JC [ODC
6 (JC [JDC
. Oc¢ 0oc
8 ¢ CIoc
; 0c CIoc
10 JC OIbC

MEDICATION HISTORY RECORDED / VERIFIED BY
Doctor Name & Signature : ......
Date & Time : .............

\a%dw

Nurse Name & Signature: ..

* C- Continue, DC - Discontinue

Firlae. 3‘ '3 QLYo

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




BAH-00585681

IP-00060605

Mrs TAJUNISA BEGUM

ﬂ!-M ‘ION

37YEM4D (F)

"

"%

Rainbow®
Children’s
Hospital

It takes a lot to tneat the ftte

MEDICATION RECONCILIATION FORM
DISNIBIOIBS: .....oooooivviiinisivmmsnions .,

(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

BY RAINBOW HOSPITALS

.BirthRight"

Your Right 1o a Safe Delivery

|_ ":/Iﬁt 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.

Shifting From: .................. LD e Shifted to: .......... =2, 2 MCHMJ .................
ON

MEDICATION NAME DOSE ROUTE LAST DOSE

S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | bore / Time ?gﬂ:ﬁ%’ﬂg
oNCe

1 ; . e [1DC

T. THY RoxTneE bz ¥ po DATLY T17[2¢

& TH .
2 | T. PARA CemamoL | Lam | PO Houey| T2e | ZE 700
KT1H

3 | T.TRAMADOL Joomqg Po o utly 7177 g | H€”LIDC
InN C! ik e~ TIDC

4 T CerorAXxTMe!| Lym T Hooual "([‘[}26

oNce
T O

5 PANTC PRAZ0 LE | 40m Po DALY THpe ¢ IDC
6 ¢ Coc
7 ¢ 0oc
8 JC IDC
9 ¢ [Dc
10 [JC LJDC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ....

Nurse Name & Signature:

Date & Time : ...

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

Date & Time : 7’—”9’02’6

. DR N oueSHNART

A

oafr e @ Ufme

* C- Continue, DC - Discontinue
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BAH-00585681

Rainbow” IP-00060605 Ref. No.: F/HW /DC/RP/INPR/05.a
Children's e e -
Hespna . Ea O omvamax TR @

e I HHHHmllllmmlm!lllnl!l Pho [ Sheetho [ Wards | Weigh ()

REGULAR PRESCRIPTIONS
S Date»
DRUG: “F DicloFenfc T i
Dose Route | Frequency | Start Dt -
P Tg- Ll LL P l

zomg| Plo - 0 I

Name &\6ignature of the Doctdr A A

startmg the Drugf\a O <2 3 e

GV = N

Additional %Iructmns P AN

Daily Doctor's Endorsement by a Sign.

DRUG: INT CeFo TAX IME

Date» W
Time

Dose Route | Frequency| Start Dt.

(oM | W |42k kb

o)

Name & Signature of the Doctor
starting the Drugs:

D NAUSHEER

B

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

b
L

DRUG: T PANToPRAZOLE

Date» [
Time ﬁ\%

Dose Route | Frequency | Start Dt.

PAILY

aomg | po | N5 afele |

Name & Signature of the Doctor

tarting the Drugs:
TS DR NAUSHEEN -

Ny plus,

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

erd

G LYCOPYRRONIWM Fo
DRUG :_vego, Fu ﬁuemt— BUOES

Dute »

Y|

Dose Route | Frequency | Start Dt.
24 Mg AW ONCE

Zormal—1tor [ pariy (1]

Name & Signature of the Doctor

starting the Drugs

.:—_5" 2 \o L S U AL

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

CIN : U85110 TG1998 PTC029914

www.rainbowhospitals.in



o
Rainb;(;w‘: @ _ Ref. No.: F/HW /DC/RP/INPR /05.a
Children’s | g BirthRight
ﬁ.q.sp’.tf BAH-00585881 1P00080805
— Mrs TAJUNISA BEGUM -

Patient | 0011080 yyeusn IP.No. | Sheet No. Wards | Weight (kg)
Or, BHA
m H”“|Mm““““‘““‘m‘m REGULAR PRESCRIPTIONS
vate»
DRUG: Time
Dose Route |Frequency | Start Dt 2
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions
Daily Doctor's Endorsement by a Sign.
Date»
DRUG : Time
Dose Route |Frequency| StartDt. |
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions
3
Daily Doctor's Endorsement by a Sign.
Date»
DRUG: Time
Dose Route | Frequency | Start Dt. K
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions
Daily Doctor's Endorsement by a Sign.
Date » \
DRUG : Time
Dose Route |Frequency| StartDt. |
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DRUG CHART

@)
Date of Admission: }la' ................... Drug Allergies: 1\9'{ C}m\vn any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SOS / PRN (As Required Medication)
. Dater
DRUG : Tij;ﬂe

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Datey
DRUG : Tije

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

DRUG : pae
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w Hospital_ | )z
Date : oaig_a;ﬂb UHID/IP No. A 38 -SBS‘{)%] S1. No.: 4-)91 40
\
Name of Patient: _ NYA . -_i’ G\A (aY¥al 5‘5\_ 2\‘_’-}}1\'\ Age :33'_'._. Gender :_.E_
Father's / Husb{nd’s Name: : Corporate/Occupation : {DU *‘

B8R0\ '&O

Addresst m:gntﬁpgm#rhone Qo Email :
Procedure/Plan: Lap - Sa D'l’]Qc'e r-OMV{ DOS :
MODE OF PAYMENT : [0 SELF MA H PC/ O GIPSA O OTHER
TARIFF INFORMATION : DY e 1 R¥ovanas\a
e GW SW TSW PR px | Nicu | picu | micu | DAY
Room Rent &

' Nursing Charges h \ ._(l ‘Q Nroon *_‘D I~
Doctor’s Fee : 0 ¥ ‘. : A la‘ ( loon B]\l\m
" s 26l 1L

i

IZARTICUI.ARS : AMOUNT ( )

Surgeon’s / Anesthetist’s Fee / O.T Charges ||,10). DOO! —

O.T Consumables Q00 [— Subject to approval by TPA/Insurance Company

Insl:rugtﬁ Charges / / & 1 000 , — Not Covered by TPA/Insurance Company

Ph¥rfacy, Consumables & Investigations —$» As per actual - Not Included In Estimation

Equ . Monitor: | , 5@ H Oxygen: | Infusion Pump/Syringe Pump: q (Y% {"'

C]::r::: Ventilator | Conventignal: HFO-SLE 5000: HFO-Sensormedix:
/ Phot)dierapy anwmﬁce: Double Surface: Triple Surface:

e e | X Asperacual - NotIncluded Tn Esmation.

Package NJ M — [, SO0 |~ IPPR — . Ss®[ -, VIRD~ #1500/~ TTMC
+ | Others 351--— [,oodlpaY.| (onsuitant P.56vipay =7 DA
' Deposit (), 000 = [

—

REMARKS :
1. ™ estimated amount may change according to duration of stay, medical condition, investigations, pharmacy and any other procedure.
. ' estimated surgical charges may vary subject to Surgeon’s decisions / Complications / Patient’s requirements / Modes of Procedure (like Laparoscopic,

1nurocoscopic, etc) / Unilateral to Bilateral Procedure.

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

4. Room eligibility is purely subject to TPA approval and the Package/Room tariff starts from the time of admission.

5. 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 / Insurance Company at later stage.

6. For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/HbsAg, Medical Records, Insurance Processing Fee, Double
Occupancy and Registration Charges, etc, credit cannot be extended. These items are not payable to us as per Insurance Company norms.

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

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

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

10. Tariffs are subject to revision.

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

DECLARATION

have attended the Financial Counseling desk and understood the expected costs and other conditions
'A/Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge, i settle the claim with the hospital.

N

Signatory Relationship Signature of the Financial Counselor




