MAH-00390589 |P5-00176096 /:4'/_, "
FE T Nis FAUDYA SHAKKH ) Ralibow
Patient SUC  ga-0e-1907 28Y11M50  (F) .

| "V HosR
: ounGERY DETAILS

Children’s . BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date : 08\‘4(9..@ .......................
LS
: 0 | 3
Patient Name: Mﬂa‘fm&dwﬁﬂxg{’wk Date of Birth:Q?;.]..‘?..’:‘*.. g Age: .28y ...
n (i
Gender: - {anor A Ward: L WEON UHID No.: .82 B8 - 0b340S &9
Date of Surgery: ..... OE(B{M .................. [JOT-1 (10T-2 [JOT-3 (J1OT-4 [JOBGOT-1 []OBGOT-2
Name of the Surgery : .............. O(AXQO&JVWOVP ............................................................................
Timein ...... Ooq|5p\'~1 ....... Time Out oqako] .......................
NAME AMOUNT
1. Surgeon s mdne.fm%{% ....................................................................
Py :
2. Anaesthetist f)’flf/;M?uiM ................................................................................
3. Assistant Surgeon I}T"ﬂkﬂvlj‘ ...............................................................................
4. OT Technician  :.............. lpﬁ'p’tﬂ‘ﬁﬁﬂ"‘ﬁt" .....................................................................
B T MIND ' ot it i e e s I
6. Assistant Nurse :............... &‘&gnﬁmmfk ...........................................................................
Special Equipment:  [] Laparascopy (| Broncoscope | Harmonic | Morcelator
[] C-ARM [ Cystoscopy (] Versa Point [ Liver Cusa

] Neuro Cusa [« Dthers V\.’«H&.QQK@( ...... momw!

/{/\dwdj‘// :@65—0%‘3% &

Sig of urgeon Signature of Circulating Nurse

Order No: 5‘0006160””0‘01[402— Order by; ............. (&(Xu DOFF._

Docu. No. : RCHBH/FRM/GENERAL/114
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MAH-DO3905“ £ ,@
Mrs F:l;:r‘m SHN; ~r 1 u 50 (F oe '(i, -ngﬁ/«e\lo\l U)) Rainbow"® . . - -
g Children’s BirthRight
I \\\\\\\\\\\\Ill\\\\\ T CONSUMABLES OF 0T Hespial. B o
Dy a1 19
Circ . . Technician ; ¥ aSAAYIL ) Date:.D Time :.... .01,
Anaesthesia Dlsposables issued | usea | SUrgical Disposables et 1 Disposables (Baby Side) WW“J.
ET tube Major Pack Inj VitK
LMA A Sutures Cord Clamp
ECG leads'(A /P / N ) Suction Catheter
HME filter : K/P /N Feeding Tube
Syringes :10cc 9. Vaccum Suction Set
05cc “| « | Gloves Surgical Gloves
02 cc o Gauze Pack
01 cc Syringe 1ml/ 2ml
Cautery plate : A/P/N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL e | - | Cautery pencil
NS : 1omi /fioomi /$00mi / 1000mi 1 | Koochies
N?,j_\ﬁrg[@:f } - | Ointments Mo 00| p1 |0}
m"‘d 0‘}9’0’010 ] | Suction Catheter - poio DUSIA 02 D2
Fentanyl Cap, Mask 9/ 6 ns g\‘,u: . B mlaéul"lg at 1D)
Morphine Gauze Pack g2 ot ! famuse tover . Ylonlng
Ketamine Mop Pack s T B, ot lp)-
Propofol 2| Steristrip Jhve  Woy Dol o] -
Rocuronium Underpad D- toats j 62| 01
Glycopyrolate Draw sheet D’ 9l Lo b ot loi
Myopyrolate Abgel Hi P P ir\O\' £ o lo) -
Ondansetron Foleys catheter han 2 of 1)+
Penf:an 2.59/ Spinal Needle 22 Urobag : ot Ctouu Bl aa )
Bupivacaine 0.25% Chest Drainage Catheter LQ R _(’ Pl } oil 07
Bupivacaine 0.25%(Heavy) Romodrain bag ?;t aslo ‘ "% | o}
Ant!'biotics " Bandage Eniete a'mme 1{ot [0}
- el pront Erip (f) | [T [ Teoatem Eurs qlou ¥ [o1]o]
Suppositorie loban
Anamol : 80mg/ 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution
EphiohAnt J | Microshield
Cotton Balls

Latex Gloves

Ramdione Scrub

Saral

Surgeon D Sndharani »

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

Anaesthesiologist fyy- Ie,ubo.wt
Order No. :...... 2. QOQ.@.b.Q.%’.ﬁﬂﬁlﬁﬂﬁ .................. Ordered by :

Nurse < usmC’P’

T Technician



oA . Rainbow Children’s Hospital - Banjara Hills

Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children's 3 ,Telangana, India ,500034.
Hospital “""“g"" TEL NO :+91-40-4466 5555

. WEB : https://rainbowhospitals.in

ADMISSION SHEET
R CTRLRRREY O LR I
Registration Details :
Admission No : IP5-00176096 Admit Date : 08-Jul-2026 Admit Time :08:13 AM UHID : MAH-00390589
Patient Details :
Patient Name : Mrs FAUZIYA SHAIKH i Age :28Y11M5D
Guardian : SELF i DOB . 03-08-1997
Gender . Female Religion
Occupation : Martial Status
Address (H) - Erragadda Hyderabad Telangana INDIA Phone No : 7208020320
500018 e ;
E-mail : no@gmail.com
Admission Details :
Bed Type : DAY CARE Bed No : PRE OP 404 Ward Name  : 4F-OT COMPLEX
Room No : PRE OP 404 Adfnisslon Type : First Visit
Contact Details :
Name 1 8ELF Relationship : C/O
Contact Address : Erragadda Hyderabad Telangana INDIA Phone No : /7208020320
500018
VNI Shakh
Signature
Doctor Details :
Doctor Name : Dr. SUDHARANI BAIRRAJU Specialisation : INFERTILITY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode :Cash Payor Name : SELFPAY

Printed Date / Time : 08/07/2026 08:14 i Printed By : 015513 Page 10of 2



"z

Rainbow’ |@ BirthRight
Hospital | . rng s b
ACTIVITY RECORD FOR BILLING
i st e B T PR e L - DU U o e S AL
UHID N/ mﬁxf;mm PERRITONE = et Consultants *. oo b .. DO
03-08-1997 28Y 11 M50  (F)

f T Date of Discharge Time
L Tt it s
LU R R O e Suggested Billable bedtype: _
WARD TRANSFERS

Date Time From To Signature of Nurse
09]$|2% w G?M EL.N{ TyFor ?(wamoﬂ-«
p¥lo % | A'30hn, qUFoT %A de (ﬁﬂcunnorz.

M | g &{)w\ ynt Loon, ‘ {,bu:a/}

Cross Consultation Visit
Doctors Name Date Order No. Signature
1
2
3
4
5
6
7
8
9
10

Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS

Date

Investigations

Order No.

Signature

e




| MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting :
. Equipment Time Time Ortier No. i"gnature
B -O00 B 2 g
EM‘UO (MJ lat  Mow lov’ 8“9"""} '3’9"‘/} i Z5ET5T
bl o s e 8
04"‘\""‘ (o A - A AS Awg O%om;,




PROCEDURE

Date Procedure Quantity Order No. Signature
b | % (unidalion gl . [T L
0!\17’\‘% PAC CQP;@%{I) G-opbgeenTy @
ANY OTHER INFORMATION
Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




39053 .?mea
MAH-00

\\\\\\\\\\\\\\\\\\\\\ T ® BirthRight

BY RAINBOW HOSPITALS
OUTPATIENT NURSING ASSESSMENT FORM

Date: D(LQ{M’ Time: ... 081190 .
T Tt i sr i pcounsdansisanss s isssmas as wevisiaas ioma A CEOSAA b AR s 4 s g s e s

—_—

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

Allergies: [ Yes [J No [J Medications  [JBlood Transfusion [ Food £ NotKnown

If yes , identify 100
Vital Signs: Temperature: ...... ﬂfﬁf’ ........... Pulse: L"“L T R Respiratory Rate...... L %. \ .............
8Pl bﬂml))lSpOz 19041 weignt....a3ed .. Height l§%W~7 ......... ’ﬂ .............
Pain Screening: [ Yes [ IfYes, PainScore:..................  PainToolUsed: [J Wong Baker BNPS
RISK FOR FALL: Functional Screening:
History of Falling: within past 3 months [J Yes ANo [ Normal Activity of Daily Living
Ambulatory Aids: Ifthere is abnormal ADL check one of the following
Wheelchair OYes AJNo [J  Mobility Problems
Crutches / Cane / Walker OYes [dNo (] Dressing Problems
Uses furniture for support OJ Yes ;l No 0O e
Gait/Transferring:
Bedrest / immobile LIYes EINo | yntorm consultantfor positive criteria
Weak CIYes [ANo
Impaired [JYes [JNo :
Mental Status: Nutritional Screening: _[3-No Abnormalities Detected
Forgets limitations CJYes AJNo [0  Abnormal BMI
Vulnerable Patient CJYes LINo [J  Appetite Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING [J  Loss of Weight Observed in the past 3 Months
Fall Risk Intervention: O R i iins
(] Escort while ambulating
(] Assist Patient Inform consultant for positive criteria
[J Educate patient and family on fall precautions/prevention

Psycho-Sacial-Economic-Spiritual Screening: m Significant Findings
[ Single  EMarried (] LivesAlone [ Liveswithfamily [ Lives withfriends [] Abnormal behaviour

Inform the physician about any unusal concerns about patients Psychological / Social Status: AQ.t) ........................

Inform the physician about any spiritual needs, if applicable

Nurse Signature: ............ ‘Q’/ ............................... Nurse Name: A&D.UUDO{*" .................................

Date &Time:.....0 € 0o . of...8 %QAW\

Doc. No. : BRFRH / FRM / CLINICAL / 009




MAH-00390589 1P5-00176096
Mrs FAUZIYA SHAIKH @
03-08-1997 2611 M5D (F) . '::'- ® .
oyt AN G ] M BirthRight
rens
BY RAINBOW HOSPITALS
lI""”H |Im I|| Hospital 2
PAIN ASSESSMENT FORM st | O s
A Pain Score Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Faoters Bducsied Intervention Sign
Vo (] Continuous | [ Acute [ Sharp (] Dull ] Increasing CJ Yes | J;/ — g(
o\&’r abwal D o [J Intermittent | [ Chronic [] Aching () Burning | [] Decreasing | [ No i
1 Continuous | [ Acute [] Sharp ] Dull [ Increasing C] Yes
Intermittent | ] Chronic (] Aching ] Burning | [ Decreasing | [ No
[] Continuous | [] Acute (] Sharp ] Dull [ Increasing L] Yes
[ Intermittent | [ Chronic "1 Aching [] Burning | [] Decreasing | ] No
[1 Continuous | [ Acute (] Sharp (] Dull [7 Increasing (] Yes
[ Intermittent | [ Chronic ] Aching (] Burning | [ Decreasing | [J No
[ Continuous | [] Acute (] Sharp [ Dull [ Increasing U] Yes
(1 Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No
[] Continuous | [ Acute (] Sharp [ Dull 1 Increasing [ Yes
[ Intermittent | [ Chronic (] Aching ] Burning | (] Decreasing | [ No
[] Continuous | [ Acute (0 Sharp [ Dull [ Increasing [ Yes
[] Intermittent | (] Chronic [ 1 Aching 1 Burning | (] Decreasing | [ No
] Continuous | [ Acute () Sharp ] Dull ] Increasing ] Yes
(] Intermittent | [ Chronic (] Aching ] Buming | [] Decreasing | [ No
[] Continuous | [ Acute (] Sharp 2 Dull [] Increasing ] Yes
L] Intermittent | [ Chronic 1 Aching ] Burning | [ Decreasing | [J No
(1 Continuous | [J Acute ] Sharp [ Dull ] Increasing ] Yes
] Intermittent | () Chronic (] Aching (7] Burning | [ Decreasing | ~ [J 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
c)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PT.0)



Numerical Pain Scale (Obstetric and Gynecology)

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

1 1 1 1 1 1 l l [ ]
r I I T I I I T I 1
0 1 2 3 4 5 6 7 8 9 10
No Pain Worst
Possible Pain

No Hurt

OB S

Hurts Little Bit

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More

Even More

Hurts Whole Lot

Hurts Worst

SCORING
CATEGORY
0 1 2
] : . Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
) Laying quietly normal position, Squirming shifting back and .
Activity mgvegs gasilyy : forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BF, 8a0, | stimuli variability from normal for from baseline baseline, Sa0,Jess than or

Hypoventilation or
apnea

baseline with stimuli

gestational age

Sa0,76-85% with
stimulation - quick
recovery

equal to 75% with stimulation -
slow recovery Out of sync or
fighting ventilator
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IP5-00176096

Mrs FAUZIYA SHAIKH "
03-08-1997 28Y11M50  (F) Rainbow® .
Dr. SUDHARANI BAIRRAJU . ’ t ht
A MULTI-DISCIPLINARY PLAN OF CRE FORM  Caiereys | GO
Diagnosis:
%":::: Discipline Tvy Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification
,{!@d{cal Inma-l- W %j H/ = gj(]':::gg
) Alursing L Modified TO&
I QOthers: O Per-Op @
AN . % ety o L APt
o Medcal | O nta Vakiewt hay come | gl _’If) R R Luﬁfwo ,%:Pm&’ 2 Nk
“I Nursing 0 Modified Y 5 - f :
08’\4\21’ O Others: v Per-Op 40 cx)cn{fl r’J‘ ¢ \ ; 4o oT o/ g
Q,'.QSAW\ / T Post Op 0\4' Vv (annmLcL,f) il c}b\/) % aa-l.d -
Zi{edical O Initial M/Q«Nh\/ W{‘ % .;/gn:zﬁ
[ Nursing £ Modified '
Q?ﬁ/)b C) Others: /DV?GD W N(E WW Pb: @ O Others:
o ~Post Op ‘ )(OW
a'3%9) Wl/ e Az oA
O Medical O Initial Paocodut @ Advi 9‘°0 at pov’ £,,P(cumﬂ aboul  Medical
‘A” e « Nursing O Modified oo U wdut u.ﬂ-uSo«aP o2kt . \{&a?b ™ a5 Eguhrsmg
0 O Others: ;/Per-ﬂp woitlce nndls mo b1 totmg: Pen:h iy thers:
; Post 0 _
meoﬁ‘“ ost Op 1“‘1"“ precmd‘”‘:f camf 2 vk stdar .
L Medical L1 Initial O Medi-cal
&) Nursing CJ Modified tzi Nursing
U Others: O Per-Op I Others:
& Post Op

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




MAH-0039058Y9 1P5-001 /6096
Mrs FAUZIYA SHAIKH

03-08-1997 28Y11M5D (F)

Dr. SUDHARANI BAIRRAJU

ALIER TR T

Morse Fall Risk Assessment Form

Rainbow’ T
Children’s & BirthRight
Hospital . BY RAINBOW HOSPITALS

1t takes a lot to treat the litte. Your Right to a Safe Delivery

u‘«f 2t
Date / Time ; .
Choose Highest Applicable Score from each Category SC/UI'B 2 Ww’ Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 Risk Level Morstzhl;:g)St:ore Ablion
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 0
i 30 ard Fall
e AGW Risk 0-24 gﬁgggution
Ambulatory Aid Crutches, Cane(S), Walker 15
None /Bed Rest /Nurse Assist 0 0
Yi 20
IV / Heparin Lock or Saline Nes ; Q0 ImplementF il
> Moderate Risk | 25-50 '%"r‘éﬂiﬁi.tﬁn a
s . Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 0 Implement High
Forgets limitations 15 o Risk Fall
Mental Status 'g = g P s Prevention
Oriented to own ability 0 0 nailin
Total Morse Fall Scale Score: 0
Signature @

Tick (v') whichever precaution taken.
Risk Level and Interventions

Low Risk (0 - 24) (Standard Falls Piccautions)
Z/Ensure patients use their prescribed eye glasses if any, in the hospital

Qste chairs with arm rests

D/Use safety straps on stretchers and wheelchairs while transporting patients

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

Moderate Risk (25-50) Apply all low risk intervention and
] Assist and/or supervise ambuylation. Reinforce to always call for assistance

[C] 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
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rs FAUZIYA SHAIKH tisBraai®

03-08-1 Rambow E . o

- Patient Sticker Or. SU S:IW, B:,BRY“ Y2 ®  children’s ‘B"’tthght
BY RAINBOW HOSPITALS

1 0

Hospital

It takes 2 lot to treat the littie. Your Right to a Safe Delivery

PROGRESS NOTES AND uuu1UR'S ORDER

Date

& Time Progress Notes

Doctor's Order

T

o (AT

0

W'OM Q‘)&Mff

7l

i —1117,4

_/{”GO

i

Vf\ I“
e
PR e
A P

[l'!y

Vi
1

1 IAD

9n A\ ! ]/ \!“"’,:pbf
o g , e e

Docu. No. : RCHBH /FRM / CLINICAL / 088
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Pat ent %n ker

R b
cﬁln?dr?av:s ‘Blrtthght

H05p|ta| NBOW HOSPITALS

Tt takes a lot to treat the ttle.

PROGRESS NOTES AND DOCTOR'S ORDER

galt'?me Progress Notes

Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088




MAH-00390589 i IP5-00176096 )
o Mrs FAUZIYA SHAIKH % &
PaontStcker U BYuMso Chitaren's | @ BirthRight
1 000 OO rospital _ | {)musonesmns
MEDICATION RECONCILIATION FORM
Drug AllErgies: ........................ BEAREY ... ccsiiacmressamisanin = Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and aiso 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)

L et M SR L R N SR -
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo . (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, V) | FREQUENCY | pgrg /Time | ATEBIN
1 \\ 0JC 0IDC
2 \ Oc Coc
3 \ JC 01DC
4 , \ ¢ oo
, N
5 \ C1C CJDC
Y
6 \ Oc ooc
7 \ Oc ooc
8 \ 0c ooc
9 \ CI¢ OJbcC
10 ¢ Ibe

MEDICATION HISTORY RECORDED / VERIFIED BY :
Doctor Name & Signature : mfﬁgu&[«ﬂlam& ............. .
Date & Time : ... % '2(/%@ ...... ggb ..................................
Nurse Name & Signature: &gr&QMMDOPQ‘ggz .............
Do &TIN: ................. 08{}[%6 ...... aﬂroe?»om ....................

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

* C- Continue, DC - Discontinue



MAH-00390589 IP5-00176096 //é

Mrs FAUZIYA SHAIKH P
03-08-1997 Rainbow . . .
Dr, SUDHAaAula“Yﬂmsn i Children’s . B'rthR|ght
m m ” ’ ’ HOSpit&' . BY RAINBOW HOSPITALS
” l, ll"," ”“"I””l" It takes a lot to treat the fittie. Your Right to a Safe Delivery
. CHART
Date of Admission: ....... gﬁt?[’ﬂ:’ ........ Drug Allergies: ............. NS L)1 o A T Not known 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.
JURSES - 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)
: Date
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
; . Date»
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Date
DRUG : Tie
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:

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



REGULAR PRESCRIPTIONS

Weight. ..o Ward: ..o

DRUG :

Date

v

Dose Route | Frequency |Start Date

Ti['ne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency (Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Tige

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4



MAH-00390589 1P5-00176096
Mrs FAUZIYA SHAIKH
iuent oSt 03-08-1997 26Y11M50D (F)

Dr. SUDHARANI BAIRRAJU

Weight. UHUB Ward.

arsceoc || 1] 1IVANTE O 11 |
J Nurse Sig. I Nu_rsg Sig. I Nurs‘g Sig.
) Dose Dose Dose
DRUG : ‘ |
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date ed Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - . e pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VAHIABLE DOSE Tlu-le I NES'Q' I Nurs‘:&g_ I Num\?rSig‘ ] Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Route Start Date oo . w o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e . oo -
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
S Di
Additional Instructions: . i i -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
i icati Dosage & Other Route Signature Nurses
Date Time Medication hstieBons ou g
C i _,g/_
L) W( -
vz ING T e 1.4 o
7 %ME ) " W Lol
0AM 3 £ TOMO |
£ 21 ]
b ] ] =

Page: 3/4
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/ 03-08-1997 28y11M50  (F)
or UL B3GR COART Weight, .. UEA. warg. .. 230

~ TN 7 e T oom o] o e |2

ol ot | GRC |V )4 )%DM»: 4E
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BirthRight

RERTILITY
BY RAINBOW HOSPITALS

FORM-6 .
CONSENT FORM FOR .

ASSISTED REPRODUCTIVE TECHNOLOGY PROCEDURE

Patient Name:_..Mﬁ.:.._.E’.q.uar.ui.e\....f.!:w‘.l.«x:.... Age .. . UHIDNo....P\AH. 003206589
/We have requested the clinic . B "ViLAﬂ’W £-QX"W ity... Rainkna. UJS'I)* 3‘%?

(name and address of clinic) to provrde us with treatment services to help us bear a chlld

We understand and accept (as applicable) that:

1. The drugs that are used to stimulate the ovaries for ovulation induction have temporary side- effects like nausea,
headaches and abdominal bloating. Only in a small proportion of cases, a condition called ovarian hyperstimulation
occurs where there is an exaggerated ovarian response. Such cases can be identified ahead of time but only to a limited
extent. Further, at times the ovarian response is poor or absent in spite of using a high dose of drugs. Under these
circumstances, the treatment cycle will be cancelled.

2. There is no guarantee that:
(i)  The oocytes will be retrieved in all cases. als
(i)  The oocytes will be fertrlrzed R “r 40
(iii)  Even if there were fertilization, the resulting embryos would be of surtable quailfy to be transferred
All these unforeseen situations will result in the cancellation of any treatment.

3. I/ We fully consent to these procedures and to the administration of such drugs and anesthetics as may be necessary. We
also consent to any other operative measures, which may be found to be necessary in the course of the treatment.

4. |/ We have been told of the risks of ultrasound directed follicle aspiration.

5. I/ We are aware that we are free to withdraw or vary the terms of this consent until the gametes and/ or embryos have been
used in accordance with my/ our wishes. | am aware that this will have to be a written request.

6. There is no certainty that a pregnancy will result from these procedures even in cases where good quality embryos are
transferred.

7. [Ifaclinical pregnancy does result from assisted conception treatment, |/ we understand there is an accepted risk of
multiple pregnancy, an ectopic pregnancy or of a miscarriage. |/ We understand that as in natural conception, there is a
small risk of fetal abnormality.

8. Medical and scientific staff can give no assurance that any pregnancy will result in the delivery of a normal living child.
9. The uncertainty of the outcome of the procedure has been fully explained to me/ us.
I/ We fully understand the risks of treatment including;

()  Itis not possible to guarantee that a follicle will develop in a given cycle and that occasionally cycles have to be
abandoned before egg retrieval.

(i)  There is a risk that spontaneous ovulation can happen prior to/or during the egg retrieval.
(iii)  Anegg is not always recovered from a follicle at the time of egg retrieval.
(iv) Any eggs may be collected and fertilization of any collected eggs will occur.

(v) s arisk that the cycle will be abandoned before Embryo Transfer if there is failure of fertilization, abnormal
fertilization or failure of the embryo to cleave (divide).

(vi) A pregnancy may result from treatment.
(vii) Treatment may be abandoned at any time if there are problems in the laboratory or with the culture system.

i
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10. I/ We have been fully informed of all that is involved with the In Vitro Fertilization / Intracytoplasmic Sperm Injection
technique and have been advised regarding the chances of success, the possibility of multiple pregnancy occurring and
other possible complications of treatment by the doctor. I/ We have also received information relating to treatment by
these techniques in order to assist us to become more fully aware of what is involved.

Informed Consent:

The above information has been read out and explained to me in own language (in the event that it is necessary), and it has been
explained to me that this form has the authority of a legal document. We have had the opportunity to ask questions, all of which
have been answered to my satisfaction.

Unreservedly and in my full sense | hereby give my fully informed and non-coerced consent to undergo any or all of the aspects
of treatment as noted above by any means as deemed appropriate by the professional team of BirthRight Fertility by Rainbow
Hospitals. We understand that we will become the legal parents of any resulting child and the child will have all the normal legal
rights on us. With our signatures, we certify that we understand the implication of these procedures.

The degree of procedure proposed has been explained to me and my spouse in detail including the complications and the
associated mortality and morbidity. The benefits and risks of this procedure have been explained to me. | have also been told
about the alternatives available for this procedure including the advantages and disadvantages of the alternative. ]

Endorsement by the ART Clinic:
I/we have personally explained to i\atx%&o\ ......and V!SW(W’I&{ the details and

implications of his / her / their signing this consent / approval form, and made sure to the extent humanly possible that he / she /
they understand these details and implications.

This consent would hold good for all the cycles performed at the clinic.

of the Witness from the clinic ....... KSUONOO N sl
Date & Time: UQ{O;’[%O& ...... B 20AMm.....

Name of the ART Clini¢: 2.0 . _ .......

Address: ................n . ...... ......
Oglrbe o g zgan

Date & Time . ...




CONSENT FORM FOR THE
DONOR OF 0OCYTES o EATCSPALS

. 1 ‘BirthRight"

Address: Cl‘-‘-ﬂ&'xw‘,ﬂm'(MM&ﬁM&&n&f&tmwmwhmﬁa&O
Mavayon.... Meges) . kv MAUaXHA. ..o DO

Moblle number ..+ 20300220 Aadhar card number ..... 2242413491239 ............

Willingly consent to donate my oocyte to couple/individual who are unable to have a child by other means. At this stage and to
the best of my knowledge | am free of any infectious diseases or genetic disorders. ;

| have had a full discussion with Dr ?Tﬂf; ”QHLHCQ on 25"!061‘@%

(1understand that there will be no direct or indirect contact between me and the recipient, and my personal identity will not be
disclosed to the recipient or to the child born through the use of my gamefe.. If applicable) <

| understand that | shall have no rights whatsoever on the resulting off spring and vice versa.

| understand that the method of treatment may include:

1. Stimulating my ovaries for multifollicular development.

2. The recovery of one or more of my eggs under ultrasound-guidance or by laparoscopy under sedation or general
anesthesia.

3. The fertilization of my oocytes with recipient's husband's or donor sperm and transferring the resulting embryo into
the recipient.

| understand and accept that the drugs that are used to stimulate the ovaries to raise oocytes have temporary side effects like-
nausea, headaches and abdominal bloating. Only in a small proportion of cases, a condition called ovarian hyper stimulation
occurs where there is an exaggerated ovarian response. Such cases can be identified ahead of time but only to a limited extent.
Further, at times the ovarian response is poor or absent in spite of using a high dose of drugs. Under these circumstances, the
treatment cycle will be cancelled. g

| hereby consent to the process of donation and related procedures mentioned earlier. | have also been informed of
complications (including damage, injury, infertility or mortality/death), risks and all related matters that may arise from the said
procedure and having understoodthe same, | hereby provide my informed consent for the procedure(s) outlined herein.

| hereby égree that all the information being provided, hereunder is being provided with consent for the purposes of the
procedure of In Virto Fertilization and related/ancillary procedures. Such information includes my identity proofs and my
personal details and | hereby authorise the usage, storage, processing of the same for the purposes mentioned herein.

Inthe event of any complication or any other circumstance in which | am rendered unabie to provide instructions, then you may
reach out to the person below mentioned and keep them informed. In any event, the said authoriégd person shall also be duly
informed of the process (during the process). RN

Wife/Women Name: #flu@‘iq ....... frid. "“Pﬂfm‘m‘) FRns o
Adaress B gt et pasomhis. poideetati), MOTApD i e

B oo cnminibiisispbbiones o sasponiosmenmysppiiiscionerrs

Doc. No. : BRFRH /FRM /CLINICAL / 077 (P.T0)




Endorsement by the ART Clinic:

(we have personally explained to :fauaa.mmwﬂcmwaﬂ the details and implications of her signing
this consent / approval form, and made sure to the extent humanly possible that she understands these details and

implications.

Name of the Witness from the clinic: ............cccvuicnnnninenisecnnes
Address: .................. RILLDRIght. Eortility. oy
Rainbow Hospitals, Kondapur
Signature: .........%u.r.y.fe_x.Nn..uaRe.m,.wmxa;’ma,.y,amw,....
erili ally Mandal, Rangareddy Dist,
Date & Time: ........ yfrlgﬁ}iiﬁﬁai}im@%%‘bm ...............
Name of the ART CHNIC: . 2/ susperssscussnssssessensansnans -
: I
Sur ainboy, H%ht {Cer h’ty
AdresS: ..........o0 o 25 o
"P9am % Whigsg ,aPur
Date & Time : .a%é{mgigg;g%% b i Cowmarorh.nee,.. Civkped.. Hydeatod
T e q W - SPED7E
: (0

Note: (This form will be filled by the ART clinic but a copy of the same has to be maintained by the ART bank in case the donor
was recruited and screened by the bank).
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(==Y MAH-00390589 IP9=UU 1 1OUIv
Mrs FAUZYA SHAIKH

DH:;:::lmm B:?RYRLLIT il //:é
oepartment of Anaesthesiology | 111NV Rainbow” | @ p.ih oot
PRE-ANAESTHETIC EVALUATION Hospital _ | () musesmmesins

TR T i LR i .
Bale; oisiiiiinsnins LY.L \ ..................... 6 .. Time: . er £ L{MOposed Operation: @@ej—te .......................
DIBOTIOSIS: 10 v ivsriotiones sesitsngedesus it A me e i RPN L iy vy “@pcﬁﬂh ...........................................................................
B.P/CRT: \LS’/'ETH R i Weight: (17 K}ﬁSA Physical Status: )A/D2 03 .84 05
: %.aburaiury Data:

Hgb: l@q GIIBOBE & i iseionnss APIORRIER s L 0 T R R

T A RS s s BN -t i i i

WBC: bl['i /0 Creat: @7 ...... Total Bl 8 i b SEEFENOEL. ...

Plate: Q Fs NA L il e B b AN BHIES. i i voniasd Stress/Anglo: .................

BT i st | CREEEE TS Rt i1 1 AT S v T S

BT R s Cadges b s o Rlenhess Lo

BORE .ovvscssmnn MR el ATWBERE it

I L e SGOT/SGPT: w..ooocce. R
_ = TR

Medical History: CVS: I} M)

RESP : / ¢ Diabetes : j WAy

CNS : [ Y7 ol

Renal : / \ / 2

Hepatic / GE : I B 5 ‘%/ q’& Physical Activity:

Others : : L2 o INLL

Past Anaesthetic History: '\

Physical Exam: A ,7/< J VR 25 N N.

. e o ol 7 e g

Airway: Nﬁ ﬂ 234 P M O;y,!m Mentohyoid Distance: Neck: Teeth:

ik (4 %ﬁfmr leap /U

Heart el

ONS: b)ﬂ )

Pregnant: [ Yes ;(ﬁo LINA Venous Access Site : Spine Exam for regional : [S L @

' 7,
Anaesthetic Planyvl{ CIREGIONAL [ GA-ETT []LMA

Peri-Operative Plan Explained to the Patient: /2'@ 01 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis :
Water / ORS 2 Hours
2. NILORAL<( . -
3. Informed Consent; Standard [ High Risk
4
5

. Post Operative Pain Managemwcussed with Patient
. Other Instructions:
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\ Rainbow® c e
L ANAESTHESIA CHART  jnaaren’s ‘E::}Mi%m
- R ik o o st th e Your Right to a Safe Detivery
on: (] Yes Q{O Fasting Status:
\-—Ei/ ;mm ldentified CB/Cmsent Present Mrt Reviewed

[BP/CRT. DL lemm_gp_ g0 TR 1Gim [ Last Feed. ’:-»Qw

RoN...

l Suppository
. SWrica T sV/
5 g |
L & 10 H20 4 [0 g
7 -
PBE, = ’(‘ i 4 Blood Loss
o, , 10100
ETCO,
ECG
Urine Output NOTES
{]
RINGER EQPIY
88 LTl
25 = A LN
8P o
V Systolic 220
A Diastolic
X Mean 200
« Heart Rate 180
Tourniguet on Time
Tourniquet off Time 160
140
Throat Pack In
Theoat Pack Out 120 e
100
80
60 !
40
20
10
0
386
LAB Values
GABS
quipment Checked and Temp: Induction Regional:
E])unct«)nal [ HME [J Fluid Warmer O ] Inhal Extremity Specify: ..
B/BE [J Cling Film [] OH Warmer [ Pre O, CJRsi [] Spinal [] Epidural E\ Caudal
Cuff Site: OL{V [J Hugger's [] Cotton Wool [7] Others = e e e e T o Y
L] ArtSite:. [ Other O mzpﬂca E&GAJUDB e FEEU}/ POSIION: ..\ ..reveeerennnes
L1 EKG Lead S [ Site:
1 Temp Site An”m“.Sl " (,‘l :’m £ (] Nasal : d
O FiO, Monitor aes Start: ....... - R ] eedle Size: .\...........
] Agent Monitor OP Start: 1 Oral ClNasal [ Cuff Parasthesia
se Oximeter OP End: . L] Tracheostomy ] Topical Catheter at skin
\‘E(i:pnogmph Leave DH q’, Oﬂm [ DRI ossomniat s main s Drug Name & C
] Ventilator Anaesthesia: 7] Awake [ Direct Vision Bolus:
L1 Nerve Stimulator g}/ [] Video Laryngoscopy [ Styletie / Bougle TR e e e
{mw Monitored Anaesthesia Care L] Fiberoptic Block Level: .............\eorenenne
] Regional Bladed ... AHRIMPES: i :
'E%ssum Points C o:i l DIRCI WIIT ..ot i S AP it g e
Line (Size & Location) Transpnri to
Eye Care: O cvp:. ] Bilat = BS ey ] Other
OJ Oint OA T O Semi-Closed Circle Relaxant Reversed [ Yes ( O No WA
[ Tape 1 -
[] Padding o . S g‘t:::d Gec Name of the Doctor :.... D} ﬁ MA.MM.
L] Awake N i = s Signature of the Doctor :............. 7. f...
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POST-ANAESTHESIA CARE UNIT RECORD

1P5-00176096

MAH-00390589
s FAUZIYA SHAIKH .
;ﬂ;.&na-ws? 28Y11M50  (F)

DHARANI BAIRRAJU

T

= ®
inbow z il
Rainbow.s | @ BirthRight
i BY RAINBOW HOSPITALS
Hospltal Y-uu-r Rnéh;lo a Safe Delivery

Tt tokes a ot to treat the ltie

d 1220
- tuo A Time Discharged : .......\. "2
din PACU by : %&_gwwm s Time Received : s, A o A <
Received in 1035 i) AW &
’ Q130ALd QoA 10100AN 100y ] 250 | v Cannula Site : .... MLW} -
250 240 2] | Prongs
240 230 | [ 0, Mask "‘3:3 g
M zzg [] Tracheostomy T- bec:
[t 220 21 ot . ] Nasal Airway
a 210 200 | U] Oral Airway
@ 200 190
g 1200— 170 | Vomiting | Yes (o oy
170 - 160 ] Yes |
% 180 —— 150 | NG Tube ,;*D
@ 150 140 | Drain (] Yes FINo
140 130
X 130 / Y 120 Urinary Catheter: [ ] Yes 7 No
:3(01 I b i Chest Tube: [1Yes FTNo
w - 100
g 122 £ Nil Oral [Yes No 3 .
a o[ P < a4t 70 : L o (0‘*"' V...
# 70 IV Aids: ..o JEL OplOW
R : 00 A (o
& % 50 Ol ieedic SRR AN W)
78] 501 40
= ‘;g 30
< B -
10 | 1 X 0
2 i
SPO , b i [ -
MINUTES
POST ANAESTHESIA SCORE IN our SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
ble to move 4 extremit luntary or on ¢ and =2 s o 3 :
Al o e 3 e v o o =1 acT™TY Y ) | A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command = '1 DiSCharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION )_ r),— 2 ?—— '2_ : :
Py — EXceptions to this, are to be explained in the
x (o) & Anaesthetic leve & Z
L 3 Space below by the pj h ician:
BP = 20-50 of Pre Anaesthetic | =1 CIRCULATION Scharging Physician:
B S o e o 3 21y [2] 2] oing Phy
Fully awake =2
Arousable on ¢ ling =
ekl =) cowscioushess 2 ks 19 9 /a
Pink oy
Pale.duk‘ni'.hz. dices he: -
Cyanomf Y. blotchy, jaundiced, other :3 COLOR 2’ o ! Z
(01010

D PAIN ASSESSMENT AND MANAGEMENT FORM
ate

Time Pai
ain Score Intervention
Dsbl% 7 ?gépm/’ o - ; Signature
Al ,
@t/
Pain Tog) Useqd: N PAss FLACC \\u»\.
Anaesmesiologtsr Name - g

Anaesrhesiologisr ngnarure

i
Date g Time: 2 /E‘.}’W 4};%”",\
...... G 0y /J f

PACY LT . a'/j/_ /gf

Pacy Nur;e:ame ' Q/ h o, Q%% %’ ,'
"Onatyy,, ™ Ty ﬂ// .
Date g . T/ :

dle & Time }?@ /ﬁ %ﬁ |

' 8" 0
U /eﬁi@/{% / |
/ &?/7 ?/MM; 13
' ‘ ;
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Rainbow” 4
Children’s ‘BirthRight

Hos pital BY RAINBOW HOSPITALS

It takes 2 iot to treat the little Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

I TN i FYOCORMNR I ... .t b i bt i
CSE /Spinal /Epidural PosSHIOn <.t s Lo T O U B P Technique (LOR/LOS) ..................

Depth: ..o, CANERIATSMIL ... AR O i i e S

PRFRIRINN - Y05/ND If Y85 HORalE it st mes renenenseb S o i ol
SOMMON COMPOSIKION | ..ououiiiinssireabiatibinnsiossisascsissonsssibostfistem MR I ORI N8 et artssiibdssteaesscverecsermmmsenns
Any other issues : \

C) DU SRR < CPRRRPRRSRRRSE: £3.SE S5tSSSNan E E s g e —
L

Level Maternal

| Infusion Rale | goe (mi) | e Right | BP | Pulse

ﬁ’ | (mi/hr) —
]




MAH-003920589 1P5-00176096 &#d g
Mirs FAUZIYA SHAIKH Surgeon : .0v: Sudbass oo '
50 (F) . = %
doigfin AR Asst. Surgeon - .. D% B lesc...... l Patient Name : .40 . S oadt...... Age: *&} Gender : - Rainbow® R
TN | St T | 0HONo - T8 ey ae:. Dl i | Ghbtrans | @UBIrthRigh
Scrub Nurse : .?MMBOPAE& ‘ Date : Dd""‘\% In-time : ...Q.ﬂ.'-m.ﬁ.‘.‘.\}.. Out-time : ....0. 4 29Rmy """ R
Before Induction of Anaesthesia » > Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time:..&5.: 250, TIME OUT  Time:..3.:.19.Aw SIGN OUT _ Time:..09.:.22.A.1
I
Patient Has Confirmed | Confirm all team members have Nurse Verbally Confirms with the Team:
Site [1Yes 'M Surgeon, Anasslhes'ia Professional and That Instrument, Sponge and Needle e
Procedure \erYes ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ “TYes CINo CINA
Site Marked CYes CINo ONA| Correct Site #Yes [ No patient name) [¥Yes CONo CJNA
Anaesthesia Safety Check Completed Y8 CNo Correct Procedure ¥es CINo Whether there are any Equipment .
Pulse Oximeter on Patient & Functioning \??e/ﬂ No Anticipated Critical Events Problems to be addressed OYes CINo L=NA
Does Patient have a: surgeon Reviews:
Known Allergy? OY¥es e What are the Criical or Unexpected - Ble=cli™g - To Surpacu st o Sre
Difficult Airway / Aspiration Risk? Steps, Operative Duration, 1o~ 15wy What are the key concerns for recovery :
REPR iy / Aapiration R Anticipated Blood L0ss? ¢ - gml ~ [1Yes CINo [INA | | and management of this patient? 0 Yes £1flo
Yes, & Equipment / Assistance 3 ;
Available OYes @m/ Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [Yes &No [1NA
(7ml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned Yes [’Nﬁ N Been Confirmed? are there Equipment
Blood Units Reserved [1Yes C*Ng"TINA issues or any Concerns? zfes CINo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes ONo NA
within the last 60 minutes? \,\‘@\Io CINA Power Supply, Earthing, Power Backup
and functioning of equipment checked. =~ &Yes CINo
Signature :........ @/ ............................................... Signature :........cccceunee @: ........................................... Signature éZ? NZ" ...... L
e b .
Name DXJ@JWM& Name :.................; fgpoMOOer ............................. Name Dz SN0 0 i B

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



MAH-00390589 IP5-00176096

- : Mrs FAUZIYA SHAIKH "
E Patient Sticker 03-08-1997 28Y11M50  (F) L=
Dr. SUDHARANI BAIRRAJU ' Ral?cl])ow’ . Blrth nghf
Children’s
AR R R Hospital ~ | ()soresm:
Your Right to a Safe Delivery

It takes a lot to treat the litte.

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSl)

To Be Filled In By Assigned Nurse :

Department : .................. A o5, Duration of Procedure : L0t omg

Name of Surgeon : ........... D‘budc\ﬂw'v«[b ...................................... Date of Admission : OQ/I?}% ..........

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

Staff Signature

1. | Antibiotic given prior to surgery ? ]tes [INo

@@ingle Dose Antibiotic  or  Long Antibiotic Regime
Sal A & . SN "A o~

Antibiotic administered within 60 minutes prior to incision ? [EH@ []No é‘

Name of the Antibiotic : ... ..M A.VuMENTIN. L2 0m 7C.....

2. | Hair Removal JZﬁ(es [INo ifYes: Surgical Clipper
Department where Hair Removed : [_] Ward []Operating Room

Chomier : .. Do M |

Skin preparation done (cleanse surgical area with antiseptic agent)?ms []No

Patient's body temperature immediately post operation (Recovery Room) 56 < °C '
(o o A ila (Goal: 3637 °C) M

v '
4. | Name of doctor or staff administering the antibiotic : Lgté,fmwﬂofk
Date & Time of antibiotic administration : _'bfffﬂfma»il)"é 126w (ﬁé/

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

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

e Al forms (Bundle care and when required SSI form) are completed properly

Forms must always be kept in Infection Control folder in respective department

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



MAH-00350589
Mrs FAUZIYA SHAIKH
03-05.199?

o s ‘BirthRight"

IP5-0017609¢

T EERTILITY
ruo1 PROCEDURE CARE PLAN

sl
Date & Time: ....... Q?%W@
PatientName:..M..'f&;..[@.‘:‘rgﬁgﬁ..m Age: 2‘3‘4 ............. UHIDNo:. TMAH - 0032085 -

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

RrocaduraDoN.: ...t ol csiceis :

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

Special Referrals: ....———

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

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

Note: Plan of care will be readjusted if necessary

Ref. No. : BRFRH /FRM /CLINICAL / 021
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rs FAUZYA SHAIKH
\:13 03-1997 28Y11M50  (F) 2
DHARANI BAIRRAJU Rainbow’ 5
m T Children's | & BirthRight
Hospital . BY RAINBOW HOSPITALS
It tokes a lot to eat the little. Your Right to a Safe Delivery
POST-ANAESTHESIA CARE UNIT RECORD
S oo . j : Qluop 120
Received in PACU by - .. 38, W00l PO PA. Time Received : ..... 1. “C A, “/\ ...... Time Discharged : ... 22
a_u_.g!.. QispAwd  10'0CAW)  10135AW n_ﬁﬁal e PV
250 250 | v Cannula Site : R—’e'(/“’“y
240 240
w 230 230 | (] 0, Mask [J Nasal Prongs
ﬂ:: 220 220 [ Tracheostomy [ T-Piece
@D 210 210 :
o 200 200 | [J Oral Airway (7] Nasal Airway
£ 18 '
§ ::g 170 | Vomiting : (] Yes [#To DARE oo icccomrrniiisigireomrie e Y
=5 . teo |MNeTube:  [1ves oMo
v 140 140 | Drain: []Yes 7TNo
130 130
A 1207 120 | Urinary Catheter: (] Yes [TNo
“ﬂ" ‘::Jg C Ef, Chest Tube: [ Yes FTNo
= a0l - 1 % | wuoral (Z¥es [1No
o o~ 4 . | Ve
[72] 50 50 T T R I . ANl ..
= 40 40 '
& - »
10 I 10
b - 0
R L L O O O, P
POST ANAESTHESIA SCORE L IRTES o SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
B G ro s G S SIS =1  ACTVIY 1 ly]o y | A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 2 Discharge
.Bhle to deepl breagle br: a:;hough freely = :12 o 2
nea or limite in = RESPIRATI
Aﬂc . =0 24912 & Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 space below by the Discharging Physician:
2 o ™ sy oo [ORERRE | 2
Fully awake ! = 2
:gur:asglsngrngamm ¥ {1) CONSCIOUSNESS 2 L 2’ o - o
e 3 cown I
E:m:ky blotchy, jaundiced, other = (I} 25 9 aln |
TOTAL °I AD| |10 |10 ll
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
T v
wp |aistee) o — — i S

Pain Tool Used:

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

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

Frequency:

1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain

Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-80 minutes after pain relief intervention
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EPIDURAL ANALGESIA RECORD
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