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DISCHARGE SUMMARY

Name Mrs MANSI RAMCHANDANI UHID HNH-00013901
Father/Guardian Mr HARESH RAMCHANDANI Age/Gender 30Y5M12 D/ Female
flat no 405 floor msk towers street number 11, Himayathnagar, Hyderabad, Telangana, INDIA,
Address
500029
IP No IP26-00006881 Admission Date 18-07-2026
Ref Doctor Self.

Discharge Date 2(0.07.2026

| Consultant: Dr. SWATHI H V
MBBS/MS
TSMC/FMR/15501

Diagnosis: PRIMI WITH 771 WEEKS WITH RIGHT UNRUPTURED LIVE
TUBAL ECTOPIC PREGNANCY.

LAPAROSCOPIC RIGHT SAPINGECTOMY DONE ON 18.07.2026

weakly positive on 02.07.2026. Outside scan (16.07.2026) showed no evidence

| History: She presented with 2 months of amenorrhea ,pain abdomen,UPT
‘ of Gestational sac with ET-28 mm. Beta HCG- 4351.0n 18.07.2026 Scan at

@ 1800 2122 @ www.rainbowhospitals.in




Name l mrs MANSI RAMCHANDANI : UHID

HNH-00013901

IP No _LI_PZG-ODUOGBBI Admisslon Date

18-07-2026

rainbow hospital showed singleton pregnancy, Gestational sac of 9*7*7 mm
with minimal peripheral vascularity noted in right adnexa, Yolk sac seen, Fetal
pole noted with cardiac activity corresponding to 6 weeks, S/o Right tubal live
ectopic pregnancy ,ET-20.5 mm ,thickened and echogenic, both ovaries
visualised - right ovary - corpus luteal cyst , No evidence of free fluid in POD
and no adnexal tenderness. She was admitted for laparoscopic right

salpingectomy.
Menstrual History:- LMP- 28.05.2026
Previous cycles: Regular.
Obstetric History: PRIMI
Medical History: Nil.
Surgical History: Left elbow fracture surgery 1 year back
Family History: Nil.
Allergies: Nil.
Investigations: Enclosed.

Blood group: "B" Positive

Surgery Notes:

Operation performed: LAPAROSCOPIC RIGHT SALPINGECTOMY UNDER

GENERAL ANAESTHESIA

Indication: Right unruptured Live Tubal Ectopic Pregnancy
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f. Name Mrs MANSI RAMCHANDANI UHID HNH-00013901
IP No IP26-00006881 Admission Date 18-07-2026

Operative findings:
¢ Right unruptured tubal ectopic pregnancy m/s 2*2 cm in ampullary region
noted.
Bilateral ovary -Normal
Left fallopian tube - Normal.
Uterus -Bulky
Rest of viscera -Normal.
Proceeded with Right salpingectomy
Hemostasis achieved
Specimen retrieved through 10 mm port
Procedure uneventful
Specimen sent for HPE.

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

Advice:
1. Tab. Taxim O 200 mg twice daily till 24.07.2026 (9am - 9pm) after food.
2. Tab. Calpol 500mg (Paracetamol 500mg) (2tabs)thrice daily till
~ 22.07.2026 (7am-3pm-10pm) after food.

3. Tab. Voveran 50 mg (Diclofenac 50mg) twice daily till 22.07.2026 (9am-
9pm) after food.

4. Tab. Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food
till 24.07.2026

5. Cap Suport once daily (2pm) for 1 month after food.




Mame Mrs MANSI RAMCHANDANI  UHID HNH-00013901
IP No IP26-00006881 Admission Date 18-07-2026

6. Collect HPE report

Review with Dr. SWATHI H V after on 25/7/2026 with prior appointment.

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

Patient/ Attender

In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter |l page 6] kindly contact 9154865045 at Rainbow
Children's Hospital just dial one toll free number - 18002122.

You can also take appointments at any time by going online to our
website www.rainbowhospitals.in

egistrar/Resident/C.M.O
Consultant:
Dr. SWATHI H V
MBBS/MS
TSMC/FMR/15501
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Patient Name & UHID No.
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Date & Time of Admission
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Date & Time of Transfer Order
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Transfer Ordered by

DR tua

Reason for Transfer

AN oY

From Unit

Pie — posk

To Unit

pOO )

Information to Attendant
Yes| | No| |

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes[ | No[ |
: If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1. =

Q \ S 0 oM L m

p
2
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes[ | No[ |

US

Name & Signature of Person who is Transferring

Syfoll~

Name of Person Ordered Transfer

R PuA

Patient & Clinical Records Received by :

Sunmwb/

9 4o An,

Date & Time of Patient Received :

i |7{2¢

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

[ ] Unavailable Bed

Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Nurse not Available

| Available Bed not ready




i . Rainbow Childrens Hospital-Himayatnagar E
Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing

Children’s BirthRan Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029,
Hospital  BirthRgn TEL NO :040-48873000
wRalobow WEB : https:/irainbowhospitals.in
ADMISSION SHEET

Reglstration Details : R NRLLNRLLLUREELUERY L INR I

Admission No : IP26-00006881 Admit Date : 18-Jul-2026 Admit Time :06:27 PM UHID : HNH-00013901
Patient Details :
Patlent Name : Mrs MANSI RAMCHANDANI Age :30Y5M12D
Guardian : Mr HARESH RAMCHANDAN! DOB : 06-02-1996
Gender : Female Religion
Occupation : Martial Status
Address (H) . flat no 405 floor msk towers street number Phone No : 9890623853/ 9550288048
11 Himayathnagar Hyderabad Telangana . ; .
O INDIA 500029 E-mail : mansi06104@gmail.com

Admission Details :
Bed Type : TWIN SHARING Bed No :PDA-412 Ward Name :4F -OT
Room No : PDA-412 Admisslon Type : First Visit

Contact Details :

Mame : Mr HARESH RAMCHANDAN! Relationship : WIO
Contact Address : flat no 405 floor msk towers street number 11 Phone No : 9890823853
Himayathnagar Hyderabad Telangana INDIA
500029
Signafire
r
“Doctor Details :
Doctor Name :Dr. SWATHIH YV Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 20000.00

Payment Mode :DC/CC Card Payor Name : BELFPAY

Printed Date / Time : 18/07/2026 18:50 Printed By : 020099 Page 1 of 2




HNH-00013001 1P26-00008881
Mrs MANSI RAMCHANDANI

08-02-1906 0YSMI2D (F)
Dr. SWATHIHV
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Patient's Name : m WJ/ ...................................................... Gender: (1M M
BIoodGmup UHIp HNH: ........ D 00131 ........

Planned Surgery : At/ 0 K. {4 L ........................ Surgeon ; ..

Anesthetist : . wT DXIACX ........ Date & Time of Operation : . lg m ............................

Tick Appropriate Boxes, be filled by Nurse Incharge / Senior Nurse :

¢ , ER/Ward. Nurse| 0T Nurse
a.No INSTRUCTIONS l
Yes | No

1. | Weight checked and recorded?

2. | Is the patient fasting for over 6 hours Pre-Operatively?

3. | Check Pre-OP Investigations & Results (CBR, Blood Group, BT, CT, PT/ APTT,
Viral Screening, CXR etc) available before starting the procedure

Enema given / Bowel Preparation

CVERSUENT

N|o|olo| ofo|o|o|o|o|oloalala| o [o|o

Remove all ornaments, earrings, toe rings, nose rings etc and implants, dentures

Is Blood arranged as required?

N

If Blood has been ordered - is Blood bag ready?
IV Cannula to be placed / IV fluids if Indicated

10. | Pre Anesthetic consultation with anesthesiologist
11.| Pre Medications Given? (Sedatives / etc)

4
5
6. | Sterile Gown Given
7
8
9

12.| Skin Preparation

A 13.| Site is marked

Y

[- 14.| Surgery consent/ High Risk consent taken by surgeon?
(Consent should be taken by the operating surgeon only)

15.] Implants are available

N NN S

16.| Equipment is avaialble

gio|ol giajolaiolojgioilalal ajlalal=s
glojojololalalolalalaololglolal o balo

17.| Antibintic Prophylaxis is given within the last 60 minutes

18.| Other (tany)”

HUTE'H_ any of above is u'ckeé_'Np' Discuss with the registrar / consultant immediately
Biling Clearance Taken: [ Yes ‘C] N

Billing Executive Name : .2 s ech ) ER/Ward Nurse Name ; .......omvreercescrn
Billing Executive Sigaature.: AN Sluna!ura of OT Nurse : . Signature of ER/Ward NUTSE : ..ooocvrvcverrenre

Date & Times... &2\ oate & Tlme ............ Date & Time :
Doc. No.:RCH / FRM/CLINICAL M07 o~
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Date & Time of Transfer Order
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Reason for Transfer
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From Unit
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To Unit

(1)

anormation to Attendant

Yes L—  No[]

Number of Sheets in Clinical File

Number of Im/aging Films

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

(b (] w@ Yes| | No [ -
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity
2.
3.
4,
d.

Shifting Summary / Notes Written by Doctor :

No[ |

Ye§4fj

Name & Signature of Person who is Transferring

Nodfumida® Yot

Name of Person Ordered Transfer

Dn. Hun

Patient & Clinical Records Received by :

%&\\%

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
Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Nurse not Available

|| Available Bed not ready




PROCEDURE

Date Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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ACTIVITY RECORD FOR BILLING

Name: _ HNH-00013901

Mrs MANSI RAMCHANDANI

UHID No. : 03-02 1m

IO (111 1T

Room/BedNo:__ __
WARD TRANSFERS

1P26-00006381

0YS5M12D (F)

-
Rainbow’
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Your Right to a Safe Delivery

Date Time

From

To

Signature of Nurse

BIHob | 2pm

|Pne<po €L

(o] )

(O [y

( 2\1 %

QT

PPt

2240 P
3 mc\ﬂ

Ml 3¢

D —poSt—

Koom

LY Qo Shen
31:‘! 9:%9\ &L——

Cross Consultation Visit

Doctors Name

Date
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Signature
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Docu. No. RCH/FRM/GENERAL/145
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AUBIGIBS: .veeveeeieeeeeecteeeceteese e eie e eesr e s e e b e s s e e s n e saas s e esnaasses ANbt-know any drug allergies
» PRESENTING :COMPEAINTS 2 - -mimnomimi s mnmmim mimm st s mimimn o mimem 3 mimimm mimim i i mym im( = i mim S B < :
NP ol & 5]2028

Primd T Amondh meﬂzcﬂﬂ\iaciﬂz) |
ome o okl Ccan neproshug| 6] |
e 2gmm. , No efo Gsac VP - el M

(’\o\m\mv&'ﬁ‘w —'{MM ZJI )\%’ :

:g\}[% by MWW |
G AaC m\% QrF £ M mxmmeﬂ WPIMMM.

2085 mm '
W(}M Y\M KT\UO’JW ' CTNQQDMM\O

MENSTRUAL HISTORY OBSTETRIC HISTORY
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Dr. SWATHIH V
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Date \Qk Y Breasts Local/Speculum Examination
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LV. FLUIDS CHART
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REGULAR PRESCB'PT'ONS Weight .............. Ward ........oovevernens

DRUG :

Date
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-

§ 1

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions: °

Daily Dector’s Endorsement hy-a Sign

DRUG :

Date

b

Dose Route | Frequency | Start Dt.

Time

Name & Signature of the Doctor
Starling the Drugs:

Additional Instructions:

Daily Doctor's Erdorsement by a Sign

DRUG :

Date

v

Tn;ne

Dose Route | Frequency | Start Dt,

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

¥

Time

Dose Rowte | Frequency | Start Di.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign
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Hospital .

W

BirthRight

BY RAINBOW HOSPITALS
Yoyr Right to a Safe Delivery

DRUG: PANTOPRATOLE

et

Dose Route | Frequency | Start Dt.

e 90 | BD | 81X

bAM| ¥4

Name & Signature of the Doctor |
Starting the Drugs:

D T

PR

NS

Additional Instructions™

bp

4

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor .
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency | Start Dt.

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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A,
-4

Dose Route | Frequency |Start Date { 1A &)
o |V | BRI X

Nante & Signature of the Doctor
Starting the Drugs: é\ &

%Wy ‘&%%/é

Additional Instructions:

S

Daily Doctor’s Endorsement by a Sign

Datek N
DRUG: T PhrpceTamMoL Time "‘\\"Jfﬁ,ﬁ“x
Dose RYute Frequency |Start Dat o
l?m B/ D | \8 ]':) 2¢ \ :
Name & Signature of the Doctor Lo | Y
Starting the Drtgs: \“ N,\,J.ﬁo\'
Ry GM MR |
Additional Instructions: 2.d
o be corvelted to Ot s
Sl alker &a hu 7

Daily Doctor’s Endorsement by a Sign

e Date N
oRUG: T DicoFenac il W

Dose Route | Frequency |Start Date|
SOng| PO |EOD l@rj:plg_c,
Name & Signature of the Doctor '#@ﬁﬂ;

Starting the Drugs:

R dyede Gl [

Additional Mstructions: U

Daily Doctor’s Endorsement by a Sign

DRUG: 7. "TRAMODO L %?IE(;OR"?P\}

Dose Route [ Frequency |Start Date
10009 O =1 ISJ% 7 |5
Name ¥ Signature of the Doctor OOt »
Starting the Drugs: >
R Byerhe @"’ Q
Addition&J Instructions: Qﬂ‘Pq;va
AN

Daily Doctor’s Endorsement by a Sign
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It takes 2 lot to treat the little. Your Right to a Safe Delivery

DRUG CHART

Date of Admission: lg{ ..... M" .......... DIUGAIEIgias: e i s Z‘kandwn 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.
UNURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
Date»
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
' pRUG: Dater
Dose Route | Frequency |Start Date ’
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : pler
Dose Route | Frequency |Start Date i
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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It takes 2 lot to treat the Rile. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

DIUG ANIBIGIES: «.vvvovveerreersssssessssnssssssssssesssssssssssssssssasssssssssesssssssssens /E/ Not known any Drug Allergies

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

SOMBIIEIDI: s sssiinnessuiinssessimensiansssses alinmmuetes BINIOA 1. .. ccoiviniemiinnssiiensnsisnesuenimassi oot e

o | e e | e | o,y (e | ASTROSE | s

{" 1 ' JC OObc
2 Jc ODe

3 ' OJC [0DcC

4 dc dbc

5 ; Jc 0oc

6 0OC ODC

oo 7 Jc Obc
8 OC ODC

9 10c¢ Obc

10 Oc Onc

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

Doctor Name & Signature : ......... (:D"DM ........... M .....................
Date & Time : ........ WP(%Q .....................................................
Nurse Name & Signature: .. A, NVL‘L @ M %&q’ ......
Date & Time : \8‘1&}{% Q@"ﬂ‘m ..........................

Docu. No. : RCH /FRM / GENERAL / 090
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Hos p ital . BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

)

It takes 3 lot to treat the IRtle.

RESULT SHEET

P

A Date {(1.9) |&]2

Time N ( %

Hb 10D

PCV % 0e.q

RBC 4.99
2 &

WBC

yal
N/L 6 .%!
Platelets nNQ |
CRP
ESR
c™ PCT

RBS

Na

K
Cl
Ca/Mg
Phosphate
Urea
Creatinine
ALP

SGPT

SGOT
T.Bill/Conj
P‘— T.Protein
S.Albumin
S.Globulin
A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR
APTT
CSF Protein / Sugar
Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138 (PT.0)
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Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst

Occult Blood H
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cany warning Observation Score Chart - Obstetrics

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

CLARYS

Date

o

11

10]11]12 7 )8)

Time

RESP

> 30
21-30

(write rate in
corresp. box) |

11 -20 IG5

0-10

Saturations |

94 - 100 %
<94 %

Administered

0, (L/min.)

40
39
38

37

3, dway

36

T

35
< 35

170
160
150
140
130
120
110

aley Jeay

180
170
160
150

140

130

120

¥
e

110 {5 \1¢

115
\

b e—
= |

100

anssalq poojg 21|0isAs

90
80
70
60
50

130
120
110
100
90

80

70

G-—-—

60

3| S
[N =
6)

L

aInssaid poojg Jijoiselq

-

50
40

NEURO

Alert

RESPONSE
(vl

Voice
Pain
Unresponsive

URINE
mls / hour

—

> 30
< 30

Proteinuria

| _Protein + +
Protein > + +

Lockia Normal - — - T - =
Heavy / Foul

quor | Clegr / Pink W 7 ) [ S (O [ ) (il = || 'l i

reen L = a L i, b (it

TOTAL YELLOW SCORES |74 o [} o [©

TOTAL ORANGE SCORES o Ule (=] s |e
Nurse Initial £ L 15 (74 (% & |c/

v 7] L 0 \"4 ¥ ) ' d




Obstetrics and Gynaecology
Early Warning Signs

-

-

1 Yellow Alert :
Repeat Observations
in 30 minutes

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

J

(
-
~N 4
Complete a Full
Set of MEOWS
Observations
L
.

> 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)

N
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Early Warning Observation Score Chart - Obstetrics

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

| ot

Date

(1-;)} 11| 12 (2) 6 @ 11] 12

Time

&)

RESP
(write rate in
corresp. box)

> 30

21-30

-
2,
7,

11-20

0-10

Saturations

94 - 100 % e »

<94 %

Administered

0, (L/min.)

2, dwia)

40

39

38

37

-—\Q

36

35

< 35

ajey Leay

170

160

150

140

130

120

110

100

90

'fi‘

80

70

60

50

40

anssalg poo|g 21jolshs

190

180

170

160

150

140

130

120

10

110 ‘

P\

100

13 3\

90
80
70
60
50

2.Inssald poojg 1|oiselq

130
120
110
100
90

80

70 7

V L
60 ! -’#_\: Ib*

50
40

NEURO
RESPONSE
[¥]

-~ e

Alert || N = = T T ]

Voice
Pain
Unresponsive

URINE
mis / hour

- -

-—

>30
<30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal e
Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

3 Q

TOTAL ORANGE SCORES

Nurse Initial




[ Obstetrics and Gynaecology ]

Early Warning Signs

Completé a Full

Set of MEOWS
Observations

- /

1 ]
13
E LAY hf‘, :
LY

»

»
£\ ?

.

(
1 Yellow Alert :
Repeat Observations
in 30 minutes
\.
7
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
\_
-
;> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
\.
LV r

* The Modified Early Warning Score (MEOWS)
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Early Warning Observation Score Chart - Obstetrics

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

Date N
9 Time | 8 | 9 10 }11 211|213 14]15]16]| 718|910 11)12]1]12]|314i5]|¢6]|7

> 30

(write rate in 21 - 30 —

corresp. box)

7 RESP

Saturations

<94 %
Administered 0, (L/min.)

40
39
38

37 *ﬁ;

36

35
< 35

170
160
150
140
130
120
110
100

: s\.
70
60

50
40

190
180
170
160
150
140
130
120 -
110 H.,I
100
90
80
70
60
50

130
120
110
100
90
80
70
60
50
40

NEURO Alert [T 1 [

RESPONSE Yo
[v] Pain
Unresponsive

2, dway

ajey ueay

—
anssald poojg 1[oishs

=
aInssald poojg Jjolseiq

URINE > 30
mils / hour <30

Protein + +
Protein > + +

Proteinuria

Normal
Heavy / Foul

Clear / Pink
Green

Lochia

Liguor

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial




Early Warning Signs

b

[ Obstetrics and Gynaeco"logy ]

\
1 Yellow Alert :
Repeat Observations
in 30 minutes
: y,
4 ™\ 4 N\
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEQWS Observations
Observations in 30 minutes
\ % _ A ‘ J
- ™
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
ménitoring |
\. ; /
* The Modified Early Warning Score (MEOWS) ‘
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FLUID CHART
Sheet No. : ................... [ j

\\

It takes a lot to treat the litde, Your Right to a Safe Delivery
1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Intake o ; : lﬂp Tgvs;gg 1
z rombo- .
Date | Time é\lfagluuri% Route NG | Diarrhoea Drainage | Urine | PRERTs !\?L%ge
Mouth | LV | NG S
08:00 am e '
PN 09.00 am . e
g 10:00 am A
11:00 am b
12:00 pm .
01:00 pm / | .
Total Intake : / Total Qutput :
02:00 pm Vi e
0300pm| b \|/
£z
\@(\ 04:00 pm ) L /
L ' |
Q' | C500pm D Y\ I
\ 0600pm| v { o]
wroopn| B> |ievl | (oo 7
Total Intake : Total Output : '
o~ 08:00pm| D¢ | N oo . N
" N 0900pm | U | B ljvomt | \
1000pm| RC [ 70 [0 p Wooml ——+—
11:00pm | RL 1 |{oemM 0 V(W
20am| PU | g |loem) ) L\
ot00am| RC | ny  [loom Y { )
Total Intake : J(ajkuq Total Output : =
0200am | P\ e joom\ Seem\ —=] P Empt
03.00am | PL 100 m\ LA
0400am | RL | R 1 6o\ / noN
05:00am | R\ ha [Oom\ | ¢ ( p']
t600an| PN [ Ao [\ogp | Yeoml 4—f——Pxy,
07:00 am L \o e\ lhDi\a‘_\“" e /
Total Intake : Total Output : \-9@\1
3%
Total 24 hrs. Intake Total 24 hrs. Qutput )

Docu. No. : RCH /FRM / CLINICAL / 092
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Sheet NO. & oo,

[ FLUID CHART |

"z

Rambow
Children’s .
Hospital

It takes a lot to treat the little,

\\

BY RAINBOW HOSPITALS

Safe Delivery

Right

.
. Birth
Your Right to a

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.

\G\ \‘*\tﬁa ' 5" 5 ﬂtllplﬁ S Trg\rloﬁqﬂgg
Dats | Time cr;f'aﬁﬁ]ri% Route NG | Diarrhoea | Vomit |Drainage | Urine pg‘gggs h?fﬂge
Mouth | LV | NG L S i e
08:00am | Py 100, 2 | / Ll
gooam | R | | \ooud / ‘ : g
Q}G oovan | Q1 AW |\l l‘ L & v B
X [tooan] B A oo v , (
O rzoem| by (A0 Jjogeh |/ /
01:00pm | Rf_ o) | £ /A C
Total Intake : Total Output
o ; )
\-éo 0300 pm Uk / / I 1 4
AN Y00 pm b A |, / o LY
y 0500pm | ¢ AL < - J i
06:00 pm i 4 v
07:00 pm / /
Total Intake : .\ TotalOutput: |) ~ 9 M.
woopm| | |\ 7 | &%
09:00 pm VX b A y
X[ wmm| 0 | o pd 7 e
k 11:00 pm XV o R\ A
e 12:00 am / P
01:00 am P 74 .
Total Intake : Total Output
02:00 am , i
| 0300am | / \
ip 0400am| . 7l v Wl @Q——
N [ oso0an 5 o A
« | o600am A o \
07:00 am / 1 J
Total Intake : Total Output :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Sheet NO: & cvismmemmmasmnros

Rainbow®
Children’s
Hospital

It takes a lot to treat the litte.

" FLUID CHART |

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

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

~ Intake

IV Site

; Nature
Date Time of Fluid

Route

NG | Diarrhoea | Vomit | Drainage

~ Thrombo- [—

phiebitis
Score

Sign.
Nurse

Mouth

LV

N.G

08:00 am

09:00 am

+

D

141000 am
Ib"\q\ 1100 am

12:00 pm

7

01:00 pm

Total Intake :

Total Output :

V-

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Iniake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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—— Rainbow® ) o
Patient Sticker Children’s | @ BirthRight -
Hospita[ . BY RAINBOW HOSPITALS
I ke & ot b trest the Kttle, Your Right to a Sate Dellvery

(" FLUID CHART |

Sheet NO. & vooveveeesiesseneeressreenenes

1. All medsurements i ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs, total of intake and output.
‘;‘"2 "- i "“m’ R A S T o s By RS L s ; ‘ T PR » Iy =
aﬁ&"ﬁ."%@? %Eé 4"%%2%@? f[ﬁfﬁ .M@%‘S' Jxéfg alth B i“' G ial. ~,,,;;§Qlﬁlljlh i @“ v Siteﬁ‘w‘z ?@M
' Nature : Torombo- (o
Date Time of Fluid Route NG | Diarrhoea | Vomit |Drainage | Urine | rhiebills .

Scora Nurse
Mouth IRY N.G

-~

08:00am | _

o 09:{}{}am_ . , _ “n ™ O

10:00'3m : . R . QO

11:00 am
i2:00pm
01:00 pm N
Total Iniake-: Total Qutput
02:00 pm
dB:ﬂD pm
04:00 pm
05:00 pm
0600 pm
07.00 pm
Total Infake: Total Cutput :
0800 pm

08:00 pm O «
10:00 pm O
11:00 pm
12:00am |
01:00 am
Total Intake : Total Qutput :
02:00 am
03:00am |
0400 am
05:00 am
06:00 am
07:00am
Total Intake : Total Output :

e

Py P L

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / GLINICAL /092
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NURSING CARE RECORD

1z

Rainbow" . L
Children’s @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

[] Maintain Airway and Oxygenation

[] Relieve Pain & Discomfort

1 Maintain Fluid Balance

C1 Improve Activity Tolerance

Date: Lgﬁ%fwé

] Maintain Good Nutritional Status —Maintain Skin Integrity

(2] -
g [T] Maintain Personal Hygiene [1-Prevent Infection 1 Meet Elimination Needs O @Safety | ‘E—zﬁ;"Ambuiation Reduce Anxiety [] Patient & Family Education
S | 7 Identify Potential Complications 0 Ay OHBES SRV o s s e o e o s s e T e s
- ’ ; , Nurse Name

Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
g MA- |
E T e SN
= —

]

Afternoon

to

o plom For Dothay

> e T pat 7F
Camdnﬂff%
> plmpor VI

S X

~

) MSU{QCJ ﬁ?fﬂﬁ%
mdfe”,
=) )mu‘ﬁ‘ﬁﬁijﬂ v/

/,Q,g’éw ;

S paiptedn 2 oohl

~ b
/ )3
Sadlr

s
ht

shebl

7 plon R edhioy

B Ko
Shssess e pe RpE==el T S ‘.
& copdi o [Bim |, ° |
_ \ S ded  ooes Lo Cedd pkient 15
P ::janﬁsv W foks ,ra T B & o g 0]
M Yor Tlochot| |2 Tl o chogh o Sterd :
BAm 8 “’Wm‘w‘w Nou p foad ey Sattafle

Docu. No: RCH /FRM / CLINICAL / 148
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] Maintain Airway an i T R
y and Oxygenation [} Relieve Pain & Discomfort [ Maintain Fluid Balance [ Improve Activity Tolerance [ Maintain Good Nutritional Status L) Maintain Skin Integrity

68 per drul

Q0 |

é ] Maintain Personal Hygiene [] Prevent Infection O iminati
g o ﬁtw Pitemial l(;::’,?p“mﬁms :,j:‘ny Ot;; rls . Shpec]fy .................. hMeetEhmsnatlon Needs ] Ensure Safety [ Early Ambulation Reduce Anxiety [} Patient & Family Education
Time Plan of Care ﬁme Implementation Evaluati
ation Re-Assessment '&"g?e Nae
gnature
5| > A0 Ot cong o0 [ um | Hiewed o condifm
=7 A\
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NURSING CARE RECORD
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Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

(1 Maintain Airway and Oxygenation

[’1 Relieve Pain & Discomfort

7 Waintain Fluid Balance

(1 Improve Activity Tolerance

[ —~Maintain Good Nutritional Status

Date: 20/}//‘,5 ...................

] Maintain Skin Integrity

é O n Personal Hygiene /‘/Plﬁent Infection ] Meet Elimination Needs Ensure Safety (1 Early Ambulation Reduce Anxiety [ Patient & Family Education
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” WWIIM mﬂfm Children’s ‘Bll‘tthght
i BY RAINBOW HOSPITALS
CHECKLIST FOH THROMBOPHLEBIT'S !:!asmph!‘iﬁellm \‘uu'rRighltoaSafeDelivery
S ialy: Q2L
DAY-1 DAY-2 47 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE M AN M E N MT E N Remarks
: No signs of phlebitis / i —
1 IV site appears healthy Oficarve canrut 0 b |lo |o ) O |2
One of the following signs is
2 evident : Possibly first signs of phiebitis ’
* Slight pain near the IV Site / / Observe cannula ‘s N MO | Wp
* Slight redness near IV Site AA N
Two of the following Signs =
o Early stage of phlebitis /
3 | are evident: : 2 /I A |V
Pain at IV site Redness Rests Gannyia Wi QA P NA- R o
Al of the following Signs are Medium stage of phiebis / -
evident : : 3
4 | Pain along Path of cannula ?emtte Catnnula Consider 3 r o | N hInp m
Redness around Site Swelling Ll M A
AII. of the following ‘Signs are Advanced stage of phiebitis or
. g\:i(rjle;to ﬁ;dpgﬁegfg:nln - the start of thrombophlebitiS/ 4 o (NP o
Radness-around Sl ]Ffe site Cannula Consider NA ND- | VR
Swelling palpable Venous cord reatment P
All of the following Signs are
evident and Extensive : Pain ;?;ﬂsgghslé?ﬁt?s(}f i
6 along Path of cannula Redness s ; 5 P NA
around Site Swelling palpable 'g’“a"e treatment Re site pﬁ Ui NR-
Venous cordpyrexia annufa
Signature of the Nurse /‘,@ e _ @-&' &

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

Signature of Shift In Charge :

Signature : ..

-~

CAnandret o

Ri- - AALLIFARA [/ OLIKMIOAL [ 4927

Clowbalats.

Signature of Ward In Charge :

Signature : WLL&{&M‘I ................... Name : KM@M/» .........................
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Patient Sticker Rainbow® . . 4
Children’s ‘Blrtthght
CHECKLIST FOR THROMBOPHLEBITIS Hospital | {)azamras
‘ 1
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION N SCOBE M E N M E M E N Remarks
i IV site appears healthy h:)obzzagr:se g;gg:ﬁgmw \ 0
One of the following signs is
9 gvident ; Possibly first signs of phlebitis 1 :
* Slight pain near the IV Site / Observe cannula '
* Slight redness near [V Site
Two of the following Signs -
N e e
Pain at IV site Redness ~ * !
All ccj)f the following Signs are Medium stage of phlebitié /'
gvident . ;
4 | Pain along Path of cannula I l_?es?e Catnnula Consider 3
Redness around Site Swelling reatmen
?‘!,lig;?: igg[géagsﬁégzns are Advanced stage of phlebitis or
5 | Pain along Path of cannula Ehe séaréuf thrlon&boppéehltls/ 4
Redness around Site Te Smﬁ ?“”” a Lonsiaer
Swelling palpable Venous cord realmen
All of the following Signs are
evident and Extensive : Pain Advanced stage of
6 | along Path of cannula Reciness, }hft?“:hfphltEh't'i/R " 5
around Site Swelling palpablé nitidle fregiment Re Siie
Venous cordpyraxia Cannula
" . Signature of the Nurse

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

Signature of Shift In Charge :

SIgNALUTE | v s seremsesmsesmsesererenss NAITIE § oot re s e e sesere et emsaasens

Docu, No. : RGH /FRM / CLINICAL / 137

Signature of Ward In Charge :

SIGNAMIE * coveperrsevrnasmsrrssmsassirsersasssesassssacas 11 11 1T OO SO
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Rainbow® . e
Children's | @ BirthRight
Hospital .avmmauwuq_smms '
It takes 2 ot 10 treat the Mtte. Your Right to a Sale Delivery

Date :
Time :

SR

[&la2e Tol
y B

N e

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Lo

Mabil ; s . ; - o R :
fy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. 17 " Lr
without assistance. to completely turn self independently. independently. Lr
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; X
o tixit . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
g’“:"é;':"ag;gg? ::o mé bed non-existent. Cannot bear own weight | very short distances, with or without Walks outside the room at least twice a L[
PRy ! and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every \// n\
wheelchair." shift in bed or chair. 2 hours during walking hours. Lr
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment: L’

Sensory Perception

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

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

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability

to feel pain, or discomfort in one or

two extremities.

Responds to verbal commands.

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

Moisture Degree 1. Constantly moist: 2. Very moist: 3. Occasionally moist: ) 4. Rarely moist: N
10 which Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routu_'ne diaper _
skin Is exposed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing
e naed Dampness is detected every time 8 hours. every 24 hours. q‘ L\
patient is moved or turned. lz[
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

Friction Occurs when
Skin moves against

Spasticity, contracture, itching, or
agitation leads to almost constant

Requires moderate to maximum
assistance in moving. Complete lifting

Moves freely or requires minimum
assistance. During a move, skin

Able to completely lift patient during
position change, moves in bed and in

support surfaces thrashing and friction. without sliding against sheets is probably slides to some extent against chair independently and has sufficient
Shear Occurs when impossible. Frequently slides down in sheets, chair, restraints, or other muscle strength to life up completely
skin and adjacent bony bed or chair, requiring frequent devices. Maintains relative good position|  during move. Maintains good position \7 l‘(
surface slide across repositioning with maximum assistance.] in chair or bed most of the time but in bed or chair at all times."
one another occasionally slides down.
1. Very Poor: 2. Inadequate: 3. Adequate: 4. Excellent:

Nutritional Usual
food intake pattern

NPO/or maintained on clear liquids,
or Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats

a complete meal. Rarely eats more
than half of any food offered.

Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liquid dietary
supplement.

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

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

but will usually take a supplement if
offered.

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:

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

Severe Risk : less than 9

| HighRisk:10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surfaces
Risk Score Category Action (Please Note: Only required for children who are deemed at risk due
to aftered mobility, consider occupation therapy referral for advice
Regﬁ:ar Turning Schedule _ ,
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Ge! pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure mattress overla
Manage moisture, friction and shear ap y
Advance 1o a higher level of risk if other major risk
factors are present
' _ High density foam mattress
Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges . .
' Alternating pressure mattress overlay
Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Date :
Time :

/2

l‘:‘l"

Lj

V774

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

7

Mobili A : o : : i ik 4
iy in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance. l.‘ 4——
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
i Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
Activity The degree 1. Bedfast : -ax] i I i i Walks outside the room at least twice a
of physical activity’ Confined to bed non-existent. Cannot bear own weight very short distances, with or without utsi (_'

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

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

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

4

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

Sensory Perception

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

1. Constantly moist:

Moisture Degres Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

ki !(? witch d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing 4'
g : e e_x?osa Dampness is detected every time 8 hours. every 24 hours. \“

S IOENIG patient is moved or turned.
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem:

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

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

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

repositioning with maximum assistance.

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

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

1. Very Poor:

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

Nutritional Usual
food intake pattern

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &

Oxygenation <40 in a newborn) or the patient

does not physiologically tolerate
position changes.

be < 95%; hemoglobin may be
< 10 mg/dl; capillary refill may be
> 2 seconds; serum pH is < 7.40.

be < 95%; hemoglobin may be
< 10 mg/dl; capillary refill may be
2 seconds; serum pH is normal.

Does not take a liquid dietary take a dietary supplement.

supplement.

1. Extremely compromised: 2. Compromised: 3. Adequate: 4. Excellont:
Hypotensive (MAP < 50 mm Hg; Normotensive oxygen saturation may Normotensive oxygen saturation may c LADe JouL

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

Severe Risk : lessthan 9 | High Risk: 10-12 |

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

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Not at Risk: 19-23

TOTAL SCORE

Evaluator's Name

Q| & €
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Support Surfaces
Risk Score v Category Action {Please Note: Only required for children who-are deemed at risk due
to altered mobility, consider oceupation therapy refeqa] for advice
Régﬁ:ar Turning Schedule . .
& Enable as much activity as possible High density foam matress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating pressure matiress overla
Manage moisture, friction and shear op y
N Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
' : Use the Same Protocol as for “At Risk” Patients N
13-14 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges . .
‘ Alternating pressure maitress overiay
‘q
' Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 High Risk In addition to regular turning schedule | Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure mattress overlay
Use same protocot as for “High Risk” Patients High density foam matiress
Less than 9 Severe Risk Add a pressure redistribution surface for patients with Ge! pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay
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Rainbow® e
Children’s ‘Blrtthght

. Hos pit a| BY RAINBOW HOSPITALS
Morse Fall RISk Assessment Form It takes a lot to treat the littie. Your Right to a Safe Delivery
Date / Ti +
Choose Highest Applicable Score from each Category g/ e [X / % ‘ 3 114 [ / 3 Fall Risk Grading
Score - N«"? ' o (¢,
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Mors?;:glswe Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
Low Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 © @) v
IV / Heparin Lock or Saline :fs 200 A 0 20 Implement
g Moderate Risk | 25 - 50 Moderate Fall
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 e
Normal /On Bed Rest /Immobile 0 implement High
Forgets limitations 15 — Risk Fall
Mental Status High Risk 251 .
! Oriented to own ability 0 ;rtz‘ﬁzﬁ'?ign
Total Morse Fall Scale Score: 2L ne 2.0
Signature Cp_ ;Q/, o

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

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

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

("] Assist and/or supervise ambulation. Reinforce fo always call for assistance

[] Hourly safety check

["] Assess patient after visitors, leave to ensure safety measures in place

High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ 1 Initiate constant observation by healthcare provider as appropriate to patient's needs
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Morse Fall Risk Assessment Form
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Rainbow .

Children’s
pital

It takes a lot to treat the little.

Hos

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date / Ti LG |4 ‘
Choose Highest Applicable Score from each Category ate/ Time ’I 9}! all £ 26 Fall Risk Grading
Score E,) "{I

History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level MorsTNI:EISI )Score Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0

Furniture 30 Standard Fall

Low Risk 0-24 .

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

None /Bed Rest /Nurse Assist 0

Yi 20
IV / Heparin Lock or Saline Nes : ® Implement

2 . 0 Moderate Risk 25-50 r;lggg:ﬁ;‘gnm

il = Z’Q 20 Intervention
GAIT / Transferring Weak (uses touch for balance) 10

Normal /On Bed Rest /immobile 0 Implement High

Forgets limitations 15 ; . Risk Fall
Mental Status _g - High Risk — Prevention

Oriented to own ability 0 (itarvartion
Total Morse Fall Scale Score: -

Signature @/’ @5‘_,

Tick (v") whichever precaution taken.

Risk Level and Interventions

Low Risk (0 — 24) (Standard Falls Precautions)
[] Ensure patients use their prescribed eye glasses if any, in the hospital

[T Use chairs with arm rests

(] Use safety straps on stretchers and wheelchairs while transporting patients

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

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

(] Assist and/or supervise ambulation. Reinforce to always call for assistance

"] Hourly safety check
(] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

[ Initiate constant observation by healthcare provider as appropriate to patient's needs
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PAIN AssEssMENT FORM It takes a lot to treat the Mile Your Right to a Safe Delivery
Date Time Pa(i:;ﬁ:';fe Location Duration Acuity Character Mé‘::g::g Pal:a;:c/;;:;ni ly Intervention Sign
(] Continuous | [ Acute (] Sharp (1 Dull ] Increasing [ Yes 1/[ #
ly l&[ 4 b m Y [ /0 /\})9 (7 Intermittent | (7 Chronic | (JAching [ Burning | [J Decreasing | [ No o M
[& g p 1 Continuous | [ Acute [] Sharp [ Dull [1 Increasing ] Yes i) Y
7[} %@W) ¥ N F)‘ 1 Intermittent | ) Chronic 1 Aching [ Burning | [ Decreasing | [ No @
1 Continuous | ] Acute [} Sharp (] Dull [ Increasing | [ Yes S~
Ic”’;—— v | © A By _] Intermittent | 1 Chronic [ Aching ] Burning | [ Decreasing | [ No r\)ﬁ“ 'R
1 Continuous | [] Acute [ Sharp 1 Dull [ Increasing T Yes ‘
) O i O i [ Aching [ Burning | [ i ﬁ
\0\\':\; HP‘W\ '\m, [1 Intermittent Chronic O g | g | [ Decreasing { I No !‘-} ﬁ
' 1 Continuous | [ Acute (] Sharp T Dull [ Increasing | [1-Yes P i
19 / + | (0Am]| D in O Intermittent | I Chronic [ Aching (] Burning | [ Decreasing | [ No D
1 Continuous | I Acute (] Sharp (] Dull I Increasing | C[]Yes— i
H qu L?m % P A (! Intermittent | [ Chronic (] Aching (] Burning | ] Decreasing | [/ No @
[} Continuous | I Acute (] Sharp [ Dull [71 Increasing 1 Yes
c 4 l .Y .
l 9 IZ}/Z& 6?"1 0 NA (] Intermittent | ! Chronic (] Aching [ Burning | [J Decreasing | [ No ’
| o [ Continuous | [ Acute (] Sharp ] Dull I Increasing | [ Yes o &
|"\\1'|2€> IOFN) °llo (] Intermittent | [ Chronic []Aching (] Buming | [ Decreasing | [ No S
1 Continuous | [ Acute [] Sharp [ Dull 1 Increasing O Yes L Ega
20 "‘"Le 2am e[\ NP (] Intermittent | ] Chronic (1 Aching [ Burning | [ Decreasing | [ No =
] Continuous | [] Acute (1 Sharp [ Dull [ Increasing [ Yes e
olce 26 Gﬂ“) o|le NA (1 Intermittent | [ Chronic 1 Aching ] Burning | [} Decreasing | 1 No T @4——)
Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

Numetical Paln Scale (Obstetrlc and Gynecology)
1 | 1 1 I 1 l ] |

N Hurt

I 1 l 1 l 1 I | 1
2 3 q 5 6 7 8 9 10

Worst
Posslble Pain

Wony - Baker {Pediatrics) Above 7 Years

@ @

‘ -
\ 4
Hurls Litle Bit Hurts Litfe More Even More Hurts Whole Lot Huris Worst
—_— [}
1 ] ]
f1 1
il
1 "
wn?
b ]

6 8 0

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

‘ SCORING '
CATEGORY
0 , 1, . 2y
. i L v : 4
, Occaslonal Grimace or Frown, Frequent to conslan\frnvm,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restiess, tense Kicking, or legs brawn up
) | Laying quietly normal position, Squirming shifting back and
Activity moves gasily fority, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or aslesp) complalnt ' frequant compialnts
. Reassured by occasional touching,
Consotabllity Content, relaxed hugging, or being talked to, Difficutt to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale {upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria -
o ( 2 -1 _ 0 1 2 '
Crying No Cry with painfel | Moans or cries Appropriats crying Not| Irritable or crying at | High-pitched or silent-
lrritahility stimuli minimally with painful| mitable Intervals consolable | continuous cry
Stimuli ) . Inconsolable |
Behavior State No, q'r@usa] toany | Arouses minimally t'a' Appropriate for ‘Resﬂess. squirming | Arching, klcl‘cin constantly awake
" stirmjuli stirnali pestational age Awakens frequently | or
ot | No Spontaneous Littls spontaneous. Arouses minimally / ng movement
moyement mavemant Y1 | (not sedated) \ \T /1
Faetal Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain exgression J _l
Expression | No expression with stimul intermittent continual
Extremlties | No grasp reflex Weakgraspreflex | Relaxed handsand [ Intérmittent ( 1 | | Continual clenched: ) l !
Tone Aacdid tone decreased muscle | fest clenched toes, fists| | toas, fists, or finger '
fone Nermal Tore or finger splay splay
| w v Body Is not tense Body is tense o
I AL e . AN ! 'S TS
Vital Signs HR | Novariability with | Less than 10% Within baseline or | Increase 10-20% || Increase gréater than 20% from
RR, BE 330, | stimuli variability from normat for from baseling baseling, Sa0, less than of .
Hypoventifation or | baseline with stimuli | gestational age 8a0,76-85% with | equalto 75% with stimulation -
apnea stimulation - quickz |'slow recovery Out of sync or
recovery 1" | fighting ventilator

~/
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oty e A Children's | @ BirthRight
gL LT riospial | Wi
NURSING SHIFT HAND OVER FORM - WARD
Treating DOGIOE: ..ci...covimmmmmmmniamsmmssmesiansimsseacesenss Department: ........ccoevieeeriireceiiee Date of AdmMISSION: .........ooververrrrerrne
Z | Diagnosis: ' Any Infection: CIYes CINo [JNot Known
E‘ If YeS SPECIfY: ...c.c.eveviireecieieieieee e
w
o A
S | Area 9 \ _\0\\9« 19[4 \A
nme (Wb |20t P, [SRL o,
% Medical Condition
= | (Any special condition to be noted): :
. Ala pf AN NP N
I f‘h Allergy: 7 Yes YINo | Yes DNO/PD Yes 2 No | O Yes Dwe/i'j Yes F/Nd O Yes Q‘IG
Tubes/Drains/Catheter: 0 Yes gﬁ.o rfes ONo | O Yes,=No |0 Yes § No1™ qu)z( No | Yes @Tio
Vital Signs: Temp: QB’U,E 8¢ |as 2T | ofly'f IR 24 | q9.L°F
= Res: | 10 50 £3 QH-QIN MQDPM Zbﬂg-;
e S00: | \peXS ol | A | 99y [ | qqv.
= Pulse: | Q €S~ [ B bl | tbim| 2o, |
2 BP: |10 wa s e (6% | 263 [us?)- nz}ae
| Fall Risk Score: | ~— — — Vi —
Pain Score: — — v - g =
Safety Needs: | — = yes | YO \e% Nz
A Physiotherapy | Yes “No | Yes T No O Yes-LiNo | O r\fes O {\l} > \I(es.m(o 01 Yes o
:—g Others Specify: — N . — [
PN E’ Special Diet: | Yes =No | Yes (O No |1 Yes [HNo | O Yes Wﬂ Yesg# No | O Yes )2—N6
» * S |Other Special Orders / Medications:
= = | A [ 0F | NA NS g
Post Operative Procedure Special Orders: o N A od N p( NA- N B
Handed Over By Name : (/ M &,;4‘ ﬂ! ‘P’ML\Q M /E& Wf) ol .
Signature : e Al N | R
Time: Y | RAm | P M| Ram A
0 | St -
Taken Over By Name : B0 o *
aken Uver by Name f—f\/\a\ﬂ*\‘@«\ M < I d
Signature : s & Sy [ W
2 L}m 7 1L 10 TAI2E [T ]]2e [so)7/ze
Time: K ?m 30N &‘Dﬂ, M -
Docu. No. : RCH/FRM / CLINICAL / 097 !
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Rainbow®

Patient Sticker Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
IX takes 8 kot to fraat the Iittle, Your Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCION: .....oveeveenerrerece e e e esranscsenseneases Department. ........ccovvecniesnernsnnacaes Date of AAMISSION: .vvvvssesversssssersense
= | Diagnosis: Any Infection: COYes [CINo [ Not Known
= ify-
= [f YBS SPBCITY: i iverermecsvscencsnencanisnionssnee
E
[7-]
g |Area. 7 e )
= S ot e
2" Shift Time . ‘
£ | Medical Condition
& | (Any specia!{:ur]dition to be noted): ‘
Allergy: - 3Yes ONo|TTYes ONojOYes ONo|OYes ONo |8 Yes DNo | Yes CiNo %
Tubes/Drains/Cﬁtheter: 1Yes ONo |0 Yes O No |0 Yes ONo |C1Yes O No |1 Yes C1No |0 Yes ONo .
" " * Vital Signs: Temp: | - *
IO S - Res: -
z,v. o -
:% . ; Sp0,: _
7 . Pulse:
g T BP: i
- Fall Risk Score:
B Pain Score:
) - Safety Needs:
w |~ ~ > Physiotherapy | Yes ONo|OYes ONo O Yes ONo|OYes ONo|OYes ONo|OYes ONo
=
g Others Specify:
E RS Special Diet: [T1Yes CONo | Yes ONo O Yes ONo | O Yes CiNo (] Yes ONo | O Yes CONo Q
E _ ) ,
§ Other Special Orders / Medications: C
f o ;g B}
Post Operative Procedure Special Orders:
i
Handed Over By Name : ' ; -
a3 o} !
Signature: — .
Date~ . i
Time® a - -
’ «c > 7 .|
Taken Over Bg_lgqrge Ty B v
Signature : 18 = .
Date: SR TN S ! "
Time: : " ¢

Docu. No. : RCH /FRM / CLINICAL / 097
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Dr. SWATHIHV ; Children’s Bll‘tthght
AL URINARY CATHETER BUNDLE CHECK LIST o | e
Date of Insertion: ...... \§ {(_)f\ ....................... ' Date of Removal:. \6{\”}*&16@ /}—ﬁ Wy
Parameters Date Shift Time P ZAM \d|& N
Need for the Catheter /ErYes CONo ™~LlYes TONo | OYes CINo | COOYes CINo | C1Yes [INo | [JYes [INo | [JYes [INo
Hand Hygiene }Wes’:] No DYesmU\{Yes CINo | C1Yes CINo | ClYes [INo | [JYes CINo | CIYes [INo
Usage of Sterile Equipment rEH‘es CONo | OYes CINo | O Yes\JNe\\ﬁ Yes "INo IYes [INo | [ClYes [CINo | [JYes [INo
Is the Collection bag below the level of bladder (D-¥es [INo | CIYes [INo @Y@ 7?’}:N0 Z,M [(1Yes [ONo | [OYes [INo | [CYes [INo
Check the Tube for Obstruction (Free of Kinking) #TYes [INo | [IYes [INo | [IYes [ e—gz Yes " INo wo [(1Yes [INo | CIYes [INo
Is Catheter dated as policy ;Yes [INo | CIYes [INo dYebiﬂo OYes O QE,‘;%B? O I\E&Yes [JNo | [1Yes [INo
Collecting bag is been emptied regularly? (OYes CINo | ClYes [ONo | OYes k\% No | [ ,JY;c} CINo ‘_J;e; & .__JYeS\"TNQ\\ ClYes [INo
Maintenance of closed system for the catheter ‘DYes CONo | Yes [CONo | [COYes [ONo | | J\}ersl Q?I\@' hJYeS “INo 'Yes [INo | [lYes [INo
Dressing clean and dry? @es CINo | ClYes [ONo | [CJYes [ONo | [lYes [INo T_"?@ [ONo | 1Yes [INo IYes "INo
Is the line removed as Policy? ;Yes CINo | ClYes [ONo | [CYes CONo | [CYes [CINo | CIYes [INo | CIYes [INo Yes [No
Performance of Perineal Care ((Ei’Yes [ONo | CJYes [INo | [JYes [INo | [IYes [INo | [lYes [INo | C'Yes [INo Yes [INo
Onset of New Fever LAYes CJNo~ | CYes [ONo | [IYes [INo | [IYes [INo | ClYes [INo | [1Yes [INo | [1Yes CINo
Asses for the leakage at the site of insertion [¥es [INo | CIYes CINo | CiYes [JNo | ClYes [INo | [lYes [INo | [lYes LINo | | IYes [INo
Name of the Nurse Sﬂ(a_% ’ oy
Signature of the Nurse : j RAID Ve
O

Docu. No. : RCH /FRM / CLINICAL / 114
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BY RAINBOW HOSPITALS Hos ital
i It takes a laB treat the little.

Your Right to a Safe Delivery

OPERATION THEATER NOTES

HNH-00013901 1P26-00006881
Patient's Name : .. teu2asee mmc’;::?:'uo () ceevmrenserssserarsenes Age: ..ooveeeeenn. Gender: .......cceeee.

Dr. SWATHIHV . .
UHID.: .oveveeee, ||| |”|"“||||||||||||||||||||[|| ||| 0O, feueereeiee et Weight : ......cooovevee.
Surgeon: 1, fpoaHu HV Asst. Surgeon: ¢, Diaa
Anesthetist : TN » Ayesha OT Nurse :
Surgical Procedure : U

WWwﬁ a Efjj“ Qal d’:‘?jc a_F'\smmj |

Indications for Surgery :

RE tabad  €chopbie ’
Date: \q|912¢ - Start Time : End Time :
PRE-OPERATIVE PREPARATION :
OPERATION NOTES: LU’\LULbML(ﬂv pw NOAMY

— hdaaﬁ Q(_Pobm rg_g_z:‘g(.%i&&( W\L& 2RI |

W\ OKW\bV\fUMM

= fejt- N)
— Upe £0%(N)
-t 2

~ Reat 9 Vi b&(:\)

- Procoede J WU(LR E;q(/d th*Mﬁc%m
ommoitanicn  adesed Y v

; cinrun selvened Honwmgh [0 mm /TW»dL
ceduse  uneventdnd . /

o gd’){r;v\f\dm Q(V\}Y %@V‘ HpPe -

www.rainbowhospitals.in

y




POST - OPERATIVE ORDERS :

NBED X1 MM%(&LJ
— \Wt
_ W Aekbwho {o 2y
~ Mol s et W)\"AD(DN
< U Tlo o daoulog
— Mowdr vual, /
. WSM

Consultant Surgeon's Name Consulli:/:urgeon's Signature



SUIGEON : .......... rb"‘.ﬁ)u:o&& Hv,

Asst. Surgeon : ........

SURGICAL

Scrub Nurse : ... 3% sa g

rAz/e,u ..........
ﬁ‘m - AG...

08-02-199¢
Patient Name Or. SWATH H v

o, A

F)

HNH-00013901
‘: am
Mrs MANS! m}ﬁ. ~00006881 . .

30YSM120

d (-
........ Gender: ......... ¢
' Ralnbow . L
Chlldre?s .. BirthRight
................................. Hospita RN ESPRALS
'[ LLD ﬂ | .‘|mﬂAmpwnmsuwum,- Your Right 1o a Safe Delivery

1
1
1
) s AFETY CHECKLIST ‘ Anaesthetist : .......

]

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time. 8:29pm.. TIME OUT _Time....§.. 4. f}ﬁ SIGN OUT  Time... P-4
Patient Has Confirmed Confirm all team members have a/ Nurse Verbally Confirms with the Team:
|dentity ~fes [INo introduced themselves by Name and Role c-Yes ~iNo The Name of the Procedure Recorded ~ “1Yes [INo
| Site _Yes [INo Surgeon, Anaesthes_ia Professional and That Instrument, Sponge and Needle
| Procedure ~+Yes [No Nurse Verbally Confirm Counts are Correct (or Not Applicable) Yes “INo [1NA
| Consent JAYes [iNo Correct Patient (Check ID Band) The Specimen is Labelled (including
| Site Marked W8 [INo [JNA Correct Site patient name) Yes C1No [1NA
Anaesthesia Safety Check Completed J2Yes CINo Correct Procedure Whether there are any Equipment
Pulse Oximeter on Patient & Functioning _¥e§ ©No Anticipated Critical Events Problems to be addressed Yes CiNo [INA
Does Patient have a: Surgeon Reviews:
Known Allergy? DYes NG What are the Critical or Unexpecte Jj To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, * What are the key concerns for recovery
; ; Anticipated Blood Loss? /‘es/?o NA and management of this patient? [JYes [INo
Yes, & Equipment / Assistance . .
Available OYes &AM Anaesthesia Team Reviews:
Risk of > 500mI Blood Loss Are There Any Patient-specific Concerns? m' NA
(7ml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned Zfes TINo CINA Been Confirmed? are there Equipment :
Blood Units Reserved “Yes A0 CINA issues or any Concerns? ‘Aes No [7NA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? TYes CINo CONA
within the last 60 minutes? JAes CiNo CINA
/J N
......................................................... Signature ©.... oYl yﬁ/‘J
gt
| Doc. No. : RCH/ FRM / CLINICAL / 111
h /
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Children’s d BirthRight
- PATIENT TRANSFER FORM Hosplta .‘”f
T HNH-00013901 1P26-00006881 - — :
Mrs MANS! MMCI;:':D::‘W S Date & Time of Admission Date & Time of Transfer Order
nn-nz--.m
o SWATH Y 13 M“‘ 2 1P 1 HM o
o ! 18 ot Iy
wwauny LONSUtant Name Transfer Orde?”e'd by Reason for Transfer
yPopv , n
QY- S QV\{H@” Ohsorvatio A
From Unit To Unit Information to Attendant
o7 ‘.D/b ) ‘Dcﬂ—f Yes/?/" No[ |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
Yes| | No[ |
ig/ = If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. [tem Name Quantity
1. QL G
2.
3
4,
b;

Shifting Summary / Notes Written by Doctor : Yes/'/—) No|[ |

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

&KO,\VU’@\ "]B..{’ %TML‘Q

Patient & Clinical Records Received by :

3_1/\/;/\/{/{"\

13/9 [16 &) 19pm
If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

| Unavailable Bed [ | Nurse not Available
Docu. No. : RCH /FRM / CLINICAL / 102

Date & Time of Patient Received :

[ ] Available Bed not ready
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 Eow "’lﬁf“e}ﬂ**“ﬁ Rainbow® . L
B at&e““"“fgm{ioﬂ 3_?_3_.- Children's | & BirthRight
Hospitaj . BY RAINBOW HOSPITALS

NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS
Date: 10'1,:)'/)"6 ........... Time: “1!014‘“7
Origin: “IV\CJ?Q'W ................. Height: l@{fmﬂ& Weight: 6£;00'1 BMI: ZSLISICJIHQ"

Food Allergies: ........... I ettt

Diagnosis:......P.QD...:.@............Lﬂp ...... S \"O@b{ﬂ“{f ..................................................................

o q
MEAICA! HISTOTY: ..o VL ettt e s et se s s s eee s ess s esseeeeseseees e s e
SURGICAIHISTOY: ...t ettt s e cs e s m s a s s es s n st
[] Vegetarian ﬂn-Vegetarian ] Vegan

Patient's / Attendant’s Dietician’s

N i
Signature: '\IJ ‘ 0% R R, B e e e

Name: Qﬁm@b&ho’ﬁln:‘ Name%bﬁkﬂ'@ e b
Date & Time: m/?[)(}“‘la,;ﬁvr Date & Time: 14,4[26,”10144

Doc. No. : RCH / FRM / CLINICAL / 186 (FT.0)
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Mrs MANS! RAMCHANDANI
08-02-1006 0YS5M12D (F) ’///4-

Dr. SWATHI HV | Rain b:()w,@ . _
ECCTITTTTCACT — Children's ‘gggmgm
OBSTETRIC TRIAGE ASSESSMENT FORM

\

It takes 2 lot taytreat the ittle. Your Right to a Safe Delivery

Date: \319'[7/9 .................... Time of Arrival: %M ...... Time Seen by Nurse: %»!GM

1) Level of Consciousness: [ Conscious L1 Semi-Conscious L1 UnConscious

2) Chief Complaint (Reason for Visit): (Circle the item as appropriate)

1 Severe Pain / Moderate Pain U1 Preterm rupture of Membranes / Leaking Water PV
L1 Bleeding PV: Slight / Heavy O Preterm Labor/ Labor
L1 Decreased Fetal Movement [J Spontaneous Rupture of Membrane / Leaking Water PV
] No Fetal Movement @ LT Other REASOMN: ....oovveceveiec e e cre et et e ens
3) Vital Signs: Temperature:q;@.}:.. Pulse: gb ..... RR:.20..... Sp0,: “?C? BP: [[0 1) Weight: .............
4) Gestational Criteria:
Gravida: G P L A
LIPS s nsmsassiisssns EDD i eromssmemmmesvcnsimimeiennss Gestational AQey... . csvisimarssesai
Uterine Contraction C0Yes | =&No | D NA | Onset Time Frequency:
Membrane Rupture 1 Yes Z/ No | 1 NA | Onset Time Fluid Color:
Vaginal bleeding [ Yes Q/No 0 NA | Onset Time Amount:
: . If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | [J Yes ﬂ/No 1 NA Pain Abdomen / Vomiting
Good fetal Movement O Yes | & No | 0 na | T No specify:

5) Pain Screening: Numerical Pain Scale (NPS)
L | | | | | | | | | |
[ | | | | | | | | | 1
0 1 2 3 4 5 6 7 8 9 10
No Pain ’ Worst

possible pain
) T OO OO SO e SO S VTS S

D BN RRTPIRE el b et e e e Days / Weeks/ Months (Strike out which is got applicable)
T L o e e S e e P R e e

« Frequency: ...1........... N_ﬁr ...................................................................................................
I 412 T 1o
6) Past History:

a)  Surgeries: ..............
BY BBdigak ..o MR SN v imemnivon s oo e i 1 s T R AT i
Docu. No. : RCH /FRM / CLINICAL / 098 (PT.0.)
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Mrs MANSI RAMCHANDANI
08-02-1906 0Ysmi2o
Dr, SWATHIHV

AT

7)
8)

(F)

[ Yes

i, gl S R

L7 Prenatal Vitamin I 0 1S

Allergy:

Current Medications:

9)

)}N&ue

Prenatal Medical History:

] Chronic Hypertension
[J Gestational Hypertension

L1 Diabetes

[LNofe

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

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

L] Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
\Z/C:tegnry Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

[ Category Ill: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)

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

1 Category V: Non Urgent (Time to Physician: = 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
0TAS (Urgent)
m, < 30 minutes
Re-Assessment Every 15 Minutes
m?‘;:fé : Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth Labour/ PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
: Weeks
=2 : Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
Bleeding | with/ without abdominal | cramping (<spotting) with cramping
. ; pain <37 weeks (>spotting) >37
weeks
: ; Mild hypertension
ke : Hypertension > 160/110 e
Hypertension Seizure activity a:g? or headache, visual | > 140/90 withwithout
disturbance, RUQ pain associated signs and
symptoms
Al ; Atypical FHR tracing,
= sat =i - | Abnormal FHR tracing
 Fetal Assessment abnormal dopplers
S : . | Non-Fetal Movement Diseased fetal movement
‘m : L « Acute onsite severe « Major trauma + Abdominal/back pain + Ongoing assessment « Anything that does not
3 : abdominal pain « Shortness of breath 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/Vomiting and | - Pre-booked visits (ie
== « Suspected sepsis for diarrhea Rh and progesterone
: « Signs of infection (ie injections, NST
dysuria ,cough, fever, |« Assessment for version
chills) « Rashes

Time seen by Doctor: ....

L@

Nurse Signature: D% ................................................
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08-02-1008 Rainbow® .

Dr. SWATHIHV ) , B' thR' ht"‘
iMiifimmmn Chldets | G BirthRigh

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: U&[@"\Q/b .........
Baseline Information: /
Admission From: CJER_ EJ}‘D *1 Admission Desk [ Others, SPECIfY ..........ccccovmremrirnriinricsieninns
Primary Language: N‘V‘.ﬁJgU 1 English '{Hindi [0 - OMErs, SPOCHY: iusississimmmsaasssinises
Doyourequireaninterpreter? [I1YeS [INO  (fYBS SPECITY ..cevvereereieieciceet ettt ere e n st nene
Source of Information: "? Patient [sFamily L1 Others, SPBCITY .....o.eoeiiiiieeeeee e
Allergies: [1Yes [ No [ ] Medications ["] Blood Transfusion [ Food L O B e s s in sy
YRS  HBMEIY ...ttt et ettt et e s e b e ea e s e e et e en e b easersea b e st e se s easeseeaeeseea s et teneeseene et e ebenaeenenaen
Chief COMPIAINES: ...........cooooviiiire e Doctor Notified on Admission: ! Yes [No
nabd
j)Q.LV\a ............................................................... Name of the Doctor: ,DT.OLQ@ .......................
................................................................................................................... TIE NOURBA: oo srssiomssmssimmmnsimtamses i v aiatontsse
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [} Other (Specify) ..................
Past Medical History Past Surgical History Previous Hospital Admission
Gynecology Assessment: [ ] Not Applicable | Gynecology Surgical History: Gynecological History: _
Menstrual History: ......ccccooveveenevniiienene Caesarean Section™ LINo [ Yes Contraceptives: \-/_{Nn [ Yes
............... R > AL l’z Cervical Cerclage: <[] [ Yes Vaginal Discharge: {mo 1 Yes
Onset of Menarche: ..........cccoveeeinnieiennens Ectopic Pregnancy: [JNo []Yes Post-Coital BIeeding:&ﬁ\Jo J Yes
Menstrual Cycle?ﬁ(gular [ lrregular | Myomectomy: JNo  [Yes Infertility: t{ No [Yes
Last Menstrual Period: ............ccccviiininnne Others: If Yes Type: [ Primary [ Secondary
Obstetric History: G ..o D ey Ry e ey errrroe e v A
Provions LOOS: ..c.oovsmiisiasmimissminion saamssivmiiomarossn
Current Medication: We [] Yes, If Yes, Fill the reconciliation form
Family History: *Z(No Abnormalities Detected
[J Heart Disease L1 Hypertension LI Diabetes L] Stroke [ Seizures [ Kidney disease
L] Liver disease ] Other .............. e
Vital Signs / Measurements: Temp:ﬂ/.)..?::... HR: .20 .. RR:.0P.....
gp: J\0A2g.... Weight: ... Height: ............. BMI: .........
Pain Assessment: Pain: [ Yes [INo (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)
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08-02+1906 0YSM120 (F)

Vi

General Appearance: [ H y' CJill looking (] Anxious [ Agitated LT Others: ..oveeveeceeeeeenecne

Fall Assessment: [ ' Yes !J/N( SCOMe ..vvverererirrene (complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: []Yes /16 SO s ims (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
I Mobility problem ") Walking Problem 0 Abnormality Detected
O Developmental Delay ) Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [»No Abnormality Detected
[]Overweight L] Poor Appetite > 3 Days 1 Needs Therapeutic Diet.

[LIUnder Weight L] Diabetes Mellitus [l Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:

LI Calm & Cooperative ! Restless I Depressed (! Agitated (] Confused

[EhERIBES s ssarmmsnsiosvnhssmmmiasneinsncsss et iem s eaR s S oA TR B SR A S SR SR o T TR TSR
Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single f@;ed (I Divorced ] Widow

2. Special Habits: Smoker: [ Yes [¥No Alcohol Abuse: []Yes E@ Drug Abuse: [|Yes " INo
S0CIal HiSTOry: LIVES WItN .....o.ovieecce ettt a s s s s

Orientation has been given :ying the following aspects:
Call Bell in Reach : /J/YES T 1 No Waste Disposal Explained:és CINo
Infusion Pump : Q’(es «ﬁo Hand Hygiene Explained: Yes [ No [ Others

Y
Above information given to ........ Dl 2 W ..........................................

Name of Person Orientation was givento: .............. Q..Q\J"Y\"f‘\e}\gk"\(‘.]ﬂ\m

Orientation Nt given REaSON: ...........v.eevvereeeeerereee N{,\ .............................
Nurse Signature: & ......................................
Nurse Name: .(....4/ NIV ...

Date & Time: \q,v')’ %@‘}&f"\
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Rainbow® i

INFORMED CONSENT FOR SURGERY OR ~ Children's | & BirthRight
Hospital .%

N

SPECIAL PROCEDURE b

uo o : .. XN 0001 270)

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 fol([?vrjfn%operation (s) or procedure (s) (use no abbreviation/ Avoid technical terms)
)

. AAPOROSLOPIC,  SALPINGECTONM

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

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

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

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.

3. Ihave had a chance to ask my surgeon questions.

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

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

. . T Dy Swedhu Hv
Name of the Doctor who is performing the SUFGErY / PrOCEAUE: ........o..eveereeceerersressersesssesesensarsasesssssesssnsssssssassassassnss
Consentee : Patient Attendant :

Signature:f}ﬂ%._g""’f ........................................... Signature::]z,_._.:u,.; 71 -
Name ... 10008 Ramchandanr. . Name : .... D Pv“}ﬁﬁf{mcﬁ%&ﬁm
Date & Time : ..... 1gq7—o?(i’@'f‘rﬁ"’ Relationship with Patient: Q‘Sl—ef ....................

e Date & Time : lg%/&j%@:}wﬂm ...........

Doctor (who is taking the consent) :
SgRaLae MC«\.‘AL“"\ """""""""""""" Signature : \g ...... .
bt mmm}& """""" Name : D“W ..........................................
Date & Time : [Z\[&!‘Z.L@MW\

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

Date & Time :




CONSENT FORM FOR GENERAL / Chirans 55&:@&&2&25
REGIONAL ANAESTHESIA / Hospital _ | (e

MONITORED ANESTHESIA CARE

Patient Name : Maw... . MBanNsg) % MEHONDAN]........ Age . Coay...... Gender : Male O Femgl/eﬂ'
UHID NO:-Hmi - 00012490) ... Surgeon Name: . R..:. s SIattTa . mE Y e
AN2ESthESIONOiSt 1 .. TR A oo e
Operative procedure planned : ... J-DPOROSCOPIC......... m.ELNa&CI‘DMH....‘.@ ................................

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of

gvents 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.

[ Heart disease O Hypertension [ Diabetes mellitus O Renal failure

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

f:l Incapacitating Cronic Obstructive Pulmonary Disease

peffers : J—‘na;;o-‘r:m:m,qb . Q.Ma.zfeelﬂpc;covojﬂ?’l@
Y Comments : TR

* 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 perform upon( me // my patient
Moy :Mena... ‘QQMC—}&I\M! the above mentioned operatio Diagnostic / Therapeutic procedures
...Aﬁ&&&ﬂsmnc .5—.&&9.1»1.@.@:—.@113.:.\4.5{...:. ..................................................
| authorize and give consent for anaesthesia ( [J Regional /}E@ Anesthesia / CJ 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 ling, 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 % O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Paénl / Patient Attendant : Witness :

o (2
Signature : . '\*’\gga .......................................... Signature : .......5. OS2l
Name : j\"’Oﬂst ........ R-‘—\HQ\*N\A&M .......... Name : DYPG‘;J ........ EPIMCJ’\PT\G\"M
Relationship with Patient: ...........c.ccooeviveiiecciieriinnne Date & TIMB & .o
DAt & TIME & oot

Doctor (who is taking the consent) :




"2
: Rainbow®
Department of Anaesthesiology Children’s Bll’thRIght
PRE-ANAESTHETIC EVALUATION !'Ikoslpltgmllm .g;f::;m::fm
Name: M’U’\/]'Pfl\lﬁl Qﬁfﬂ@fﬂ%de o SEX: oo, . UHID.NO : ... =N = QO0L3F0 |
Date: . IBI:—'I—I%G .......................... Time: ... Q@ 0.Spm......... Proposed Operation: .lof _C.‘al')\nﬂzdorrb
Diagnosis: €MIL&€QAMNU} ..... A =i-|AJ+J-O| ..............................................................................
BP/CRTIRIEL \HR: ... Weight: .G.©¥.g ASA Physical Status: (11 ﬁ'{ 03 04 O5
(/Lahoraiorv Data:
HODE wismsusmanes GlICHSE: oo smsicsisaiinis Proteing.......cciiidiiie HIV e isssssmivainia XoRAY: <imiiicssmiamimsainnininn
POV e 1T AID: e HBSAG: -...osersmmmrenss ECG: IR ————
WBC: ..o CIBAL i ensssmmmsrmomsrgrn it Total Bl .....ccoocovinniasisonse HEN s pis B T | o G
PRI e N — 111 1T Blood group: ............. Stress/Anglo: .................
2 K e LDH: oo 1. h. 17.’ (1111
PTT oo Cat 4+ oo AIK PROS: v T4 z=}“ﬂz
| e e— I B C Y] L R — TSH... 2.2 (W
'+ [ SGOT/SGPT: +.vovvveeerene ==
Allergies: NIL

Medical History: CvVs: 2

RESP: Diabetes: «

CNS : NIL S NIFCHOHNT

Renal :

Hepatic / GE : Physical Activity: Me-Ta> v
Others :

Past Anaesthetic History: @ gilbow) 2 epq,a"« A, Reaora) Hoe ke
U

Physical Exam; ( }
Airway: MP 1’()3 4 Mouth Opening:gdqudﬂentuhyoid Distance: @ Neck: @ Teeth:‘?%’j’i@
Lungs: Pnyels),leay i

Heart: <5, &)
CNS: N D B i L
Pregnant: ;WE? [INo [INA Venrom%gs:‘s Site Spine Exam for regional ™M

Anaesthetic Plan: [JMAC [)REGIONAL _/6A-ETT [JLMA

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

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis :
Water / ORS 2 Hours

2. NILORAL< o
3. Informed Consent: ) Standard [ High Risk

4. Post Operative Pain Management: O Discussed with Patient
5. Other Instructions:

CRL . BT, Bismb Micol . markesw

Signature: a A Name: Ix.: sﬁk—ﬁoe)lﬂa,.. ..............................................................................................

Docu. No. : RCHAFRM / CLINICAL / 044
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Change in Patient Condition:

2
Rainbow® & .
i ’ BirthRight
ANAESTHESIA CHART  Sheaie 9 i
It takes a lot to treat the little. Your Right to a Safe Delivery

(1 Yes Ao

Fasting Status:

cheavunih—

Physical Status: | = Patient Identified J=+"TConsent Present =" Chart Reviewed
HR: 1©0[min _ | BP/CRT: mnh& [ S0;: Ao/, o R [RR: 13/ in | Last Feed: > how

Pre-OP Diagnosis: @9 Gc.l:opuc. [p'r

Operation: aapodlsu cm,p; C—Sad.pr.qtdﬂ'@fl

REIE

SUFGEOM: e apgenreeneneens I ........ a (Anagithesglomst: ............................................ l"f‘echnlclan ..............................
% 30— S48+ $0 FBO— 6
N.O L TR T ol L Pl . Sl P, PP el = d) " el _QA:———
HALO 7SO (SEVO N1 | R~~~ ] - T Antibiotic
Drugs: S—t
M g 1V
: 1 Suppository
; \/ D (oFenae
0 J |
\/ 1
BTE [
\ Blood Los!
— ] ’
O, {20, ] 1B TOOATO0A D0} TO0f Jop T %L ;
= eV e e
ECG SR | SR 5B SEISR ISP |cel cp
Uine Output NOTES
8 i
B.P 240
V Systolic 220
A Diastaolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack | ~ - NIV W VilrViRr: -
et 120 A A "4 AR Y
100
3
% NI ATATAT AT A" h AIA AT AR L\
60
40
20
10
0
ABG
LAB Values
GABS
Others.
== Fauipment Checked and |  Temp: Indugtion Regional:
y{fuﬂcﬂmal ] HME 1 Fiuid Warmer “Tw ol Extremity SPECHY: oo oo
1 BP [J Cling Film ] OH Warmer ] Pre 0, CJRSI ] Spinal [] Epidural
2 Cutf Site: @U\-« E’ﬂf:;:er‘s 1 Cotton Wool ] Others (0] £SO AT S S
| ArtGS:-te [ Other O] Mask ] SGA Position:
=g ead 3 }eao’ 4 -
fL)T:mn Site Times: [ Airway ] Oral [] Nasal Site: r
& RO, Monitor Anaes Start: . 8 5°Fm ﬂ;lj;t O:5. at. .20 cm Needle Size: ......0................ De
Ag;m Monitor OP Start: ., =T Oral [INasal [ Cuff Parasthesia [JYes []No
7 pulse Oximeter OP End: .. - m - o Tracheoﬁny:‘ Topical an Catheter at SKiN ................... C
Capnograph Leave UR °| m ........ A"UQ DLUROMNIUL. . -
entilator wuh. —1 Awake [] Direct Vision
L] Nerve Stimulator T GA =Tldeo Laryngoscopy [ Stylette / Bougie ORUSION: oo oo
. (] Monitored Anaesthesia Care L) Fiberoptic L s
i — ] Regional Blade# ............... Attempts: AR Comments:
k1™ Pressure Polnts Ghecked OISR WEY T+t B
Line (Size & Location) Transportation to
Eye Care: (1)) 7 Bilat = BS [] PACU clicy ] Other
B}iﬂ‘ ] Semi-Closed Circle Relaxant Reversed (] Yes CINo  [INA
4 Tape . .
[] Padding = g::ifd Circle Name of the Doctor -.. .3+ ¥7h C&\"-
[] Awake -

Signature of the Doy
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Rainbow® ) C
Children’s @ BirthRight

HOS pital . BY RAINBOW HOSPITALS

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

iE UNIT RECORD

Received in PACU By ... St Ve

Time Received : ‘\ ....... Pm .....

....... Time Discharged : .......c..ccoevviveeanas

Il

-

Pain Tool Used:

Anaesthesiologist Name :

- Anaesthesiologist Signature:

N PASS [ FLACC [T Wong Baker

[CJNPS
1. Every eight hou

Lo :

Aftel

e b i
gig k ::’g INCIRIASIES ..o
L 230 230 | [] 0, Mask [CJ Nasal Prongs
c%a ;ig gfg [ Tracheostomy [ T-Piece
& 200 200 | ] Oral Airway [ Nasal Airway
& 190 190
180 180 a -
8 170 | Vomiting : Oves & Drug: \/N'J.)k U\Y{M.’
g :gg 128 NG Tube : O Yes Q’NU/ \ 3%
v 1;3 :‘;g Drain: [J Yes Q’fﬁ‘
1
A 120 m e 120 | Urinary Cathe!er:_f/é]j No
110 =
(E) :(113 \ 1IN ‘\\ 100 | Chest Tube: [J Yes [TNo
> W I % | Niloral CYes (7o
‘ 80[ " p ? 80 L
- | wriss: S -
& so0[ Y , % 50 | oralFeeds: ..o pLBION
(S N) A"
o 40 40
7 30 30
201 N 20
10 1 10
0 0
$PO,
MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
Able t 4 extremities voluntary or on command =2 1y - -
Able o move 2 extremites vnlumag or on command =1 ACTVITY ' o |, A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 ?/ Discharge
Able to deep hreadmg & chough freely = ?
Dyspnea or limited breathin, = RESPIRATION : : :
Aﬁngﬂf ' e =0 o I e B Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 i i ician:
BP + 20-50 of Pre Anaestheliz leve =1 CIRCULATION 2 7 T Space below by the D|SCharglng Physmlan.
BP + 50 of Pre Anaesthetic leve =0 1 Z-
o - ‘1! CONSCIOUSNESS Q__
Arousable on callin =
Not responding g =0 1— = T
gnk = COLOR
le, dusky, blotchy, jaundiced, other =1
Cyanotic =0 % s 2’ I~
TOTAL q |0 Jef)o
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
8]+ | topm | o NA L
K [V pw o) oA L.
| 120m © A e
\4\1 1dm| © Ay £,
i I U ]

Reassessment Frequency:

rs for all hospitalized patients.

For post surgical patient, patient with chrenic pain, patient with severe pain
Every 2 hours for first 24 hours

r 24 hours every 4 hours

Prior to pain reliving intervention

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

Date & Time:

b/a//fw%

b
C.
d

With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): BY({ p{ OQ(T goq')

Date & Time:

M3z
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Rainbow”® ) 4
Patlent Sticker ‘ Children’s (L BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a kot to treat the Dite, Your Right to a Safe Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
D1 N )11 S ProCedure done DY uveimenimniiessrserssssesesssssssessassens
CSE /Spinal /Epidural Position : ......eeveeeenes SPACE ecreerereererrereererenneenene 1ECHNIQUE {(LOR/LOS) vovvivircvririans
1]51]1) Catheter at SKIN: ...coceeveeeeeee e BN LG 1] 0] RO
Parasthesia : YBS/NO if Y8S QBLAIS © .....cvvvioicrcieiirscessrsnie s s s seesesasssenesnossntsassssassssssssstssessesesssssanensasssnssmsesanssssssans
SOIULION COMPOSIHION © o.e.veereieceitreeriiesstreresre st st sessnessrasasssasss e sessassese st sasassessetssesbesshstsaesanesansesensnsnseassennstsansrasnntnsnnsnsnes
Any other issues :
Q) cutreeureeneee ettt et saa e R e ra At re R e AR e A SRS RE AR SRR E R e AERR RRA R RRRd HE A RS R RS SR SeR SRR R Re R R RS RR be AR R nE e e R e R nE e e et eRe e Reaasnen e nean
D) ettt ettt s et ettt a ek Rre S A st oS R E e R RS PaA R e R A sE e Re RSSO SRR R A nE s R Rt R Rt kR A saeReReRe RS A et n e eneanrne
i Infusion Rate Level Maternal
Tine (mi/hr) Bolus (ml} | | oqt Right | BP | Pulse FHR Comments
/
Delivery Details :  Time : ....coveevvvrerecrnens APGAR: ....covrirrcernes SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIBA & «.e.eev et e s e en e e
Patient SAUSTACHION : .....ocouriireimisseiiininisssrsersarssrsrassssrssstsssssassessassssessersassssessssesnessessessas sasesssssms essmssenst esscnsensstiesbsssbstsbassssssss

Discharge /Shifting ordered by
Doctor SIgRatUre: .....ceveevvveriereerceemr s resereeesesnenressassanses
Doctor Name: ......c.coneend feremseserntsas e s b b

Date and TIME & ... riciressenssesrasersanessesersersossessasveserasmsssees
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Rainbow® : el
9 f-0000 7 isOMM Children’s ‘Bu‘tthght

Hos pit al BY RAINBOW HOSPITALS

1t takes 3 kot o treat the Mtke. ‘fwrﬂ_g;u;_;&!; D—elfn;

NARCOTIC PRESCRIPTION FORM

(PATIENT COPY)

Patient Name: MAL P IANE)  KAMEHA WOAIO!  Age: 30Y  Gender: f

UHDNo:  HmH -ppo1290 IPNo:  Zp26=000 6 CCbdle: 3‘/—-; [2 fTime: £S5 6 Pn
Diagnosis: (ap <ALpIwGECTOM Y Lwaep! oOFT

PRESCRIPTION DETAILS (Tick only one of the following)

S.No Drug Name Dosage Remarks

1. | Fentanyl Citrate Inj. 50mcg/MI oo M g ond  Amf?
’: Morphine Sulphate Inj. 15mg/MI \ \\

3. | Remifentanil Hydrochloride Inj. 2MG \ \

4. | Remifentanil Hydrochloride inj. 1MG \ \

ok | DY SR P onA DT o b
octor Name: e octor ggls raaoT AR }O'\-\ N
; R\
Sugnature.c % ‘5, s
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
1 22 0000 16717 :
IP Registration No: .............. / 66& ............... Date: // ................
~aadhaar No. of the Patient (Optional): .................cooviiiiiiiiiiiiiiici s
£ ; Jat gt "Iz.;-.-} Al Lt = e 24
T i T ev Ty T = 7 Bl r(,u_{{-_,

2. | Complete postal address (with contact number, if any) 1 HIMAYATHAIALHR| Y 9,

3. | Brief description of the iliness [~ V ANLPINGECTONY

4 Whether registered with any other registered medical practioner /

" | recognized medical institution ( If yes, details of the recorded) A0
5. | Details of essential Narcotic drug dispensed fERTANY L
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
?gﬂﬁ ]ZC‘ FET AR Y L oné .‘—}mp f
Dispensed by (Name & IDNo.): ................ e por (5 / ............................................. Signature: ......... Lt L_ ( .........
Ao (orelv 2 1y Y (R

Received by (Name & D No.J: ............... oLy o R RO Signature: ..., \P¥oel L~
T P e ey A s e

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

A Ok ko

Children’s .BirthRight”

6 ~GBRO G Hospital | (@) smoonmes
NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)
Patient Name: T , il W Age: Tpq Gender:
UHDNo: . . g PNo o . Date: .y 4, Time -z 0,
Diagnosis: e T - ' ' 1 i
PRESCRIPTION DETAILS (Tick only one of the following) il |
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI
h}z. Morphine Sulphate Inj. 15mg/MI Y
3. | Remifentanil Hydrochloride Inj. 2MG ; ! .
4. | Remifentanil Hydrochloride inj. 1MG \\ \ T
\ b, 7
Doctor Name: < -4 : Doctor Registration No; ‘
Signature:. : el

NARCOTIC DISPENSING FORM

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

IP Registration No: ................ T2T5 7 o S O o & B b W A

— AgahaarNo:ofithe Patient lODHONal .. vt sivsisshiiss AT st s Ras s i s s vsTa s

1. | Name: : Lol A AND AN T Remarks
2. | Complete postal address (with contact number, if any) o
3. | Brief description of the illness
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed i
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
|
J { \}-«/ “-' {
Dispensed by (Name & IDNO.): ..c..oooiviiiiiiiiiiiiiiennn. R e S SIgnatURE ol e
Received by (Name & 1D No.): ....c.....afaots ool LABUAA oo DB T B v Signature: i Sotbamve.. F o visionares

TIC . | o e

Docu. No: RCH/ FRM / CLINICAL / 133
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Docu. No: RCH/FRM/ CLINICAL / 133

—
Rainbow” ; gtk
5 {-0o01 2150 s=] Children’s . Bll‘tthght
Hospital BY RAINBOW HOSPITALS
T takes 3 It to reat the Itie. Your Right fo & Sate Delivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
Patient Name: MPA mandl Yame Hanomul Age: o Y Gender: )
UHID No: HwuH v0g) 17 Bko: L P26 00006 (e 1&f7 /1 (Time: & ! $°6 ,jm-,
Diagnosis: [ A/ AALPINVC ECTom ) cwarol ' 0 T
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
l== | Fentanyl Citrate Inj. 50mcg/MI | \
1" 2. | Morphine Sulphate Inj. 15mg/Mi IT mG ond  Amf
3. | Remifentanil Hydrochloride Inj. 2MG '\ \
4. | Remifentanil Hydrochloride inj. 1MG X
D2k HYesnd k
Doctor Name: Doctor Registration No T ] AT R
AN~ FTSMFNK] U ‘
Signature:cy
\
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
i prb-ooe0bL e/ /
IP Registration No: '6'“ Date: }\7'}6
N
tdhaarNo"of the Patient (OptOMa): ..ot .. tie Brinhabessdeisibpn bt bt s o e tad s s ons oo
1. | Name: /24 MAng! PawmeH dvpawr, Remarks
T vt
2. | Complete postal address (with contact number, if any) Hird vy w1t} |
3. | Brief description of the illness (P LacpinGgécTomly
4 Whether registered with any other registered medical practioner / AUO
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed meoeRpeniN g
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
20 |1 Patignt Attendey
1&[F L€ mMop ) & o€ B2 /F it
Bispensed byiiame: & [DNOY ot 200 i s oheminou ta s MRS e bl o vt v ot Signature: ......... o PR
Al iy o2 113 A
Received by (Name & ID No.): .....cocovviinniinn /‘g ......................... v lJb ...... ? ........... 3 wo SignAtUre; ...\ —-‘&“’L .....
08 o o e T el



\

Rainbow® 3 it
2w an L Children’s | & BirthRight
=B 215051 Hospital .@r_wwv@mrﬁw&é
Tt tokey a It to troat the e, Your Right to a Sale Delivery
NARCOTIC PRESCRIPTION FORM
(MEDICAL RECORD)
Patient Name: . e Sz sT e Age. -, v Gender:
UHID No: L. PNo o Datel g g, , Time:
Diagnosis: 2o ,,‘}' " Pl NOLE Sl :
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI
| 2. | Morphine Sulphate Inj. 15mg/MI L e F
3. | Remifentanil Hydrochloride Inj. 2MG ; 2 '
4. | Remifentanil Hydrochloride inj. 1IMG \
Doctor Name: * Doctor Registration_No:
Signature: - |
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed)
IP Registration No: ............ccoeeiiivninne A ;.:..-:..'...f.-.,.._. ...... Dater....p X .......... 2 R

. Aadhaar No. of the Patient (Optional): ...........cccooviiniiiine o e g F e R R

1. | Name: 1A A A a2 H Arvidng b Remarks
2. | Complete postal address (with contact number, if any) C 3 e 7y :
3. | Brief description of the illness , = o g
4 Whether registered with any other registered medical practioner /
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed \ 3 3 b
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
i 3
) i' | / ) \ ' Lo .
Dispensatt DY (NAME:& IDING: . v coo iallins sumesihosihs so o o sh R e a8 e rwban s e s - s 4L B ER NSRS SIGNAMINGY . .. insess v ssresmrennnsiess
'/"' / 2
Received by (Name & IDNo.): ... 7ot AL 62,007 T Signature: L L et

Dacy N RGH ( BRI GLAWGHL « A27
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Rainbow Childrens Hospital-Himayatnagar

Rainbow . Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing

Children's _ % Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital “™" TEL NO :040-48873000
Rilgbrw WEB : https://rainbowhospitals.in
ERA N T FOR TREATMENT
Patient Name: Mrs MANSI RAMCHANDANI Age : 30Y5M12D
IP No: IP26-00006881 Sex: Female
Consultant: Dr. SWATHIH V Ward/Bed No: 4F -OT/IPDA-412

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.

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

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

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

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

Note:

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
@marance. In case of failing the submission, | will pay 200/- Rs.

(v.eceivers Signature:................. )

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 Patiept/Relative:

; o
Naprie: H o elh ? oo dera Patient Address:
5 =3 flat no 405 floor msk towers street
Ripafionahip: 4 oAl ey number 11 Himayathnagar Hyderabad
Date: ||y Y 9oL Time: | 'y - Telangana INDIA 500029

Wittness Name: \/é’ft.’m D‘/é' [Ci\”"v\

Wittness Signature: 01/"/

Printed Date / Time : 18/07/2026 18:50 Printed By : 020099 Page 2 of 2
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Rainbow " -
00006881 a s . !
Woo0t301 S = Children’s @ BirthRight |
Mrs MANSI RAMC ) Hosp ital . BY RAINBOW HOSPITALS
s5M120 ( e
06-02-1998 . g - i b i b
Dr. SWATHI

(T SILURESEELIEY

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

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

® |f the surgery / scans performed in Emergency hours (8pm - 7am), public holiday and on Sunday will be charged

TPA processing charges Rs.720 for every TPA route cases.

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

We follows a “No Discounts Policy” kindly cooperate.

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

ICU/Ward Charges DO NOT INCLUDE - Air Mattress, Monitor, Consultants/ Specialty Doctors Visit,

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

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

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

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

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

MODE OF PAYMENT & REFUNDS

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

Name & signature of Patient/Attendant

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

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

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

CIN: U85110 TG1998 PTC029914 . email : info@rainbowhospitals.in www.rainbowhospitals.in




DECLARATION BY PATIENT OR PATIENT ATTENDANT Chirdren's | @ BirthRight
(TPA / INSURANCE / AROGYA BHADRATA / CORPORATE)  Hospital | i)

1t takes 2 3ot to treat the little

E§Y RAINBOW HOSPITALS
Your Right 10 a Safa Dalivary

Date: l?l 9?’&107/(*‘;

| have attended the financial counseling desk / billing desk and understood the approximate expected costs of treatment. | clearly
understand and agree that the hospital would bill as per its (hospital's) existing terms and conditions or MOU with my TPA/
Insurance Company/ Corporate /Arogya Bhadrata Scheme.

In case my claim is rejected by my TPA / Insurance Company / Corporate / Arogya Bhadrata Scheme at any point of time, i.e.
before admission, during admission, during discharge or post discharge when hospital bill claim is submitted, | promise to settle the
claim with the hospital. | understand and agree that there are certain TPA / Insurance Company / Corporate / Arogya Bhadrata
Scheme Non - Coverable billing components which have to be paid totally by me like the following.

™ Registration charges, Insurance Processing fee, Medical Record Charges, MLC Charges, Tax Collected at Source (TCS), Dietician

Consultation, F&B charges. Luxury Tax, Pharmacy and Consumables Non Medicals like Gloves, Masks, Draw Sheets, Diapers /
Koochees, Intrafix, Q-Syte, Venflon, Sterilium, Splint, Gowns, Stockings, etc, Investigations like HIV, HbsAg, Pre Anesthesia
Checkup (PAC), all Genetic Investigations, Double Occupancy, Vaccination Charges etc, instruments like Laparoscope,
Thoracoscope, Harmonic, N-Seal, Morcellator, Cobulator, C-Arm, Micro Debrider, Medetronic Drill, Mann Mann Drill, Neuro
Microscope, Neuro Endoscope, Endoscope etc, Maternity related like, Anti D, Muhurtham, Welt Baby Charges, Epidural, Entonox,
Tubectomy etc. Any other facility used/ treatment/ investigation done which is not related to the present ailment is not covered.

| promise to clear my medical / non-medical bill dues during admission on daily basis or as and when applicable or whenever
called for.
Mandatory Documents to be submitted for cashless process (Corporate Policy)

1. Employee ID Card.

2. Employee Government ID Proof (PAN /Aadhaar Card / Passport/ Voter ID).

3. Patient TPA / Insurance Health Card or E-Card.

4. Patient Government ID Proof (PAN /Aadhaar Card / Passport / Voter ID / Birth Certificate)

Mandatory Documents to be submitted for cashless process (Individual Policy)

1. Proposers ID Proof.
2. Patient TPA / Insurance Health Card or E-Card.
3. Patient Government ID Proof (PAN / Aadhaar Card / Passport / Voter ID / Birth Certificate)

Parent Aadhaar Card NUMDET: .........ooooviiireireeie oo ee e ssee e

Signature & Relation

Docu. No. : RCHBH /FRM / GENERAL / 476




HNH-00013801 |P26-00006881

Mrs MANS! RAMCHANDANI
08-02-1908 0YSsEMI20 (F)

Rainb't;w' .

i I | Qo | 0

UNDERTAKING OF INSURANCE PATIENT/ CREDIT
PATIENT FOR ADVANCE PAYMENT

To
The Management,

Rainbow Children’s Hospital, Himayat Nagar,
I;,lgderabad - 500029.

Sub:- Undertaking of Insurance Patient for Advance Payment.

I mvlrs./Ms. @ﬂmf r—?(:mr}\a,/c!m (Father/ Mother/

O
Other ) of Master/ Baby/ Baby of/ Mrs. / Ms._m sk | Ten/ha o
was bought to your hospital on Emergency basis on __[¥|© 7[20‘2 & _at_ (K> .

approximate charges deposit details were explained by the front office executive on
duty.

As | have cashless insurance so | have to pay Yole - as a caution deposit at the
time of admission. If there will be any difference amount after getting the approval I'll

'ay that amount at the time discharge.

Thanking You

Signature

Name:- W

PhNo.- ALL02&80ouUg




H-00013801 1P26-00006881

» MANSI RAMCHANDAN!

F
12-10908 0yYsm14D () vz

T S| @ s

DEFICIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet |
2 Discharge Summary i
3 Nursing Initial assessment |
4 Patient Transfer form |
5 In-patient Medical record ]

6 Doctors progress sheets 9

7 Nursing plan of care and handover sheets 3

8 Consultation sheet

9 General consent for treatment |

10 Consent for Surgery |
o 11 Consent for blood transfusion

12 Consent for chemotherapy

13 Consent for high risk

14 Consent for Restraint

15 LAMA consent

16 Consent for special procedure / Sedation

17 Gonsent for Formula feed

18 Consent for MTP

19 Consent for Radiological Investigations

20 Consent for HIV test

21 Anaestesia notes (Pre Anaesthesia& post)

22 Neonatal Admission/Delivery/Physical Exam

23 Medication Reconciliation |

24 Emergency Triage record |

25 Pre operative check list |

26 Surgical safety checklist /

27 Operation Theatre notes ]
(‘* 28 Nurses clinical Presentation .

' 29 | TPR &BP chart 2
30 Intake and Out take chart (fluid chart) -
31 | Drug chart (Regular Prescription) 1
32 Investigation Values (result sheet) 1
33 Nebulization chart
34 | Nutritional review chart |
35 Intensive care unit (ICU Charts)

36 Consent for Admission in PICU / NICU
37 The Humpty dumpty scale
38 Braden Q Scale 9/
39 Bed side check list
40 PICU bed formula Dilution feeds
41 Gastro monitoring chart
42 | Rch ED doctors note
43 BP Monitoring chart
44 RBS monitoring chart
) :
OHarxs S
Total No. of Pages -",2_‘

\:

Doc. No. : RCH/ FRM / GENERAL / 126 Signature and Date : 5207 OH
%"’J("“ G




ERROR LOG |

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

\ )/ \‘

OBSERVATION :

el

DATE : -~ SIGNATURE OF MRD I-NCHARGE_/;E‘XE&UTIVE




| HNH-00013001 1P26-00006881 ,rf/é

Mrs MANSI RAMCHANDANI

| Rainbow® . _—
Il el 0YSM12D  (F) Children’s & B|rthR|ght

| Dr.SWATHI
Ho spita| BY RAINBOW HOSPITALS
1t takes a lot to treat the littie. Your Right to a Safe Delivery

SURGERY DETAILS

B2 — /?/7[“ ..................
& g
patint Name: .. M- Manst Ramfandand  pae o O8.-2-1426 Age: . o943
Gender: ‘Jﬁfiﬂ{a[ﬂ. Ward : o QX o UHID No.: . 1N 2090 330/
071k gPe ~000 06433 )
Date of Surgery: ........... *[7 .................... [10T-1 (072 [JOT-3 [10T-4 [(JOBGOT-1 []OBG OT-2

Name of the Surgery:....._..P@?\.f.\.f.%.w."m‘.ﬂ ........ ‘Eia[’\} ...... go“d”'\'\ailﬁ‘owﬁ ...................

L4

NAME AMOUNT
1. Surgeon S DTSWJ[’Q&OﬂV .................................................................................
2. Anaesthetist S ! {ﬁﬁwﬂﬁ‘ ..........................................................................................
3. Assistant Surgeon : ........... rb(“' L - el ey i
4. QT Technician BYQSL@/S(/L"’@Q"‘L" ...... Y..‘*.C\ap. ..... gﬂm”““ I”l"ll“l“ I“' i
NINVE4329 ¢
5. Circulating Nurse oS Bdana . rNasO1NOTILRES
6. Assistant Nurse &\\Ca'\ﬂj@ﬂ{jﬂ ......... Siéfﬁﬁ?m ...................................................
Special Equipment: \M(parascopy (] Broncoscope Q/ng%nic | Morcelator
[ C-ARM | Cystoscopy [] Versa Point | Liver Cusa

("] Neuro Cusa [] Others ..L(MQQR....—.CEA/{;{A?,..CQE—o”ooo 215330 /gﬁ

W r
SignatOte ofthe Surgeon Signature of Circulating Nurse

Order No: .ﬂé.:.aaao.%ffééa‘;”.; ........................ Order by: %LMMW[;/ %@)—2 —‘_Bza:m

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




am

- .

————

4
T [
¥

1

.
- Y . ‘-
I I |
.
[
: .
|
' |
Q)]
¥
1
“w
... n
“ . “ v
" -
P
.
1
.l =
p
h
T
.
T
.




A

HNH-00013901

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

Mrs MANSI Mmcmupmc-om““ . UU’ e
or swam ey 754120 3[’L Laproceopic! Salpangocfon- ?:?n'.?c?r‘::r‘l’ s \ BirthRight
I HHIWHIIIIIIIHMIIHIIHHII CONSUMABLES OF 0T foseiial_ | @z
Circulating Staff -...........NATWANG Technician : ........ AYWMQ ........ Date : I%&"{,J-Q .......... Time :...... g ..................
Anaesthesia Disposables lm_, 'Y jeea | Surgical Disposables -y e _Disposables (Baby Side) mm"i
ETtube (.S ¢ W’ﬂawr Pack (renal kit " Inj VitkK
LMA b 7| sutures Q27,4 | _~Cord Clamp
ECG leads {A )P /N 6.7 Y| Ssuction Catheter
HME fitter : A7P /N P ol Feeding Tube
Syringes :10cc W . | Vaccum Suction Set
05 cc o Goves QL LT \C547 | _Surgical Gloves
02 cc At G 66 ' tze Pack
01cc L 1 Shto 7 Syringe 1ml / 2ml
Cautery plate(A /P /N (O} Surgical blade |} E;j/”‘SurgicaI Blade # 20
IV set — b NG tube Koochies (S)
RL 1 Cau}ry pencil e
NS : 10mi/ 100mi / 50qmi / 1000mi”_ ~Koochies YKL
MiDe20lam \@ 1~ Ointments Lo¢C e
A Oy Moy l<( A \ o+ Suction Catheter _h AL So0wl. _
1 Fentanyl A1 | Cap, Mask Uit Nisdell wilz lﬂqﬂ%
Vophine of | GawzePack (Ol P leqgiogskial L
Ketamine- VMo (|5 n0 20achr Ko~ Mop Pack .‘{1/
Propofol "qu_gﬁsferistn'p ) WM D
Rocuronium \QJ/ |_Underpad )% |
Glycopyrolate __{ Draw sheet Ny
Myopyrolate o)1 Pbgel s
Ondansetron " | Foleys catheter No-(§ - =
Pencan 25¢/ Spinal Needle 22 Urobag 0 L
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage!
Tegaderm
obon rtaaon sl | HT
Anamol : 80mg / 250mg / 170 ‘mg _Double J Stenﬂ o P
Supridol : 100mg / - A —Vaccum Suction set U//
Justin : 12.5 mg/ 25mg / 100mg/ ;w—-Plastm Bed Sheet —A}WH wﬁ
Tab. Misoprost : 204mg :.:( 7\ _} Betadine Solution ‘?ﬁ}-’"—/‘
18X P ‘Tr i A " Microshield T
W\do Ay omy 94 [YofCotton Balls =
ST | | Latex Gloves o
Ramdione Scrub
Saral
Surgeon Anaesthesiologist Nucse OT Technician
Order No. :..26.:&0.&0.2{1@..‘7:2‘/&7:] ........................ Ordered by '747(&0%(8@[}6@9/3'03)0%,

—————
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Rainbiaw Rainbow Childrens Hospital-Himayatnagar
Children's

. Heospiltal W Rainbow Children's Hespital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA

quarters road AP State Housing Board Himayatnagar Hyderabad ,
Talangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.ln

(LRI R
ELECTRONIG MEDICINE PRESCRIPTION

MRN 1 HNH-00G13301 Name $ BMrs MANSIRAMCHANDANI
AgalSex LAY SM120 fFemale Doctor : SWATHIHV
Adm/Reg Date/Time ¢ 180712026 18:27 Payor + MED] ASSIST INSURANCE TPAPVT LTD
Orday Data + 18072026 23:02 Ordarpwmber @ 26-0000215071
Vislt 1D ¢ 1P26-00006861 WardfBed Ho  : 4F -OYIPDA4T2
Patient Addrass i flat no 405 flaor msk fowers street number 11, Y gar, Hy Tel INDIA, 500029
S.Na Description Generlc Name Cosage Reute ! Frequancy Dyration nstruction Qty Status
1 {SHPRDOL SUPPOSITORIES 1o Estermat Onca Dty 1Daya 1hot|  Depensed
2 ]SGLOVE# TO(SURGICARE) |SURGICAL GLOVES 70 1 hoa Enamal { Crce Daly 1 Days 1tios]  Omponsed
LEGGINGS DISPOSASLE .
3 | ProOTECTCARE) BiG 1 Now 1100 10ays 1Nos|  Dispensad
HIGH PRESSUR EXTENTION
4 | 1hos Extarral { Once bady 10eys 1hies|  Cetparsed
GALIZE PACK STERILE GALIZE PACK STERILE
LI réorekissiells s oack |1Mes External f Once Dady 10ays Zhos|  Dizpansed
€ ROCUNIUM LK) 50 MG 5 ML 1visl njection § Once Dady 10ayy iVal]l Dispensod
UROBAG {ADUR T} - i
7 UROOYNE t Noe Exemal £ 10 AM f Days 1Naa Dupensad
8  |SGLOVE # 8.5 {(SURGICARE} L GLOVES 65 |t Nos Extmal  Once Dely tDays 4Nos{ Duwpensad
RINGER LACTATE . _
% RL 500 ML CLOSED SYSTEM | o0y neen t Bty 1 Once Daity 3 Deyy ABctiol Dhiponscd
1 fwcRL 10 v 23 VICRYL 10 VP 2308 |1 Nes 1 Oneo Dy 1 Doy 1Nes]  Dipersed]
11 [NS S00M, CLOSEDBOITLE 1 Batta Exiomal! Gnca Daiy 1Dy 1Dotts| Gizparasd
12 {5000 ML CLOSER 1hos Exiemal! Oncs Daly 10ep 2hoy|  Daponasd
13 |DSYRINGE ML (MIPRO} STRINGE SML 1os Extarnal! Onca Daly 1Dens Bios| Dupessec
FOLEYS CATHETER 18-
14 LROCATH 1tics External# 10 AN 1Days 1 Ko Drapensad
GENERAL SURGERY KIT'
15 |sare secure thos Extemnal f 104 10 1Hos| Dhap
ET TUBE - 8.5 Mkt CUFFED
1 |aveLco L) 1Nos Extemal? 10 AW 1 Cayn 1Hos|  Dispanzed
17 |DOWATERIOMLAMPULE  |DISTL WATERIOML |1 Boise Extamat{ Onos Daty 10ays 2Bots| Dupansad
173 |E.C.GELECTRODES (ADULTHELECTRODES ADIRT {1 Noa Exiomal { Onca Daly 1 Dayt 3dcs| Daponsed
19 |MEZOLAMINIS MG SML 1Vial Excemal f Once Daly 1Days 1vinl|  Dispanzed
I o eyt Phos |Extamat s nce Daly 100y 1tios|  Dapened
21 |SURGICAL BLADE 11 SURGICALELADE 11 |t Now Exspmad { Once Dady 1Dy 1los|  Diwpensed
22 |COTTONBALLS 2 GMIS NOS 1 Nos {Extemat [ Qace Dasy 10w Ttios| Duwpensed|
DISPOSABLE APRONS DISPOSABLE APPRON
b oy TERILE L. 1hos 10roe Bty 3Den Itis|  Duponsed)
IRRIGATIO(T,U.R SET) [IRRIGATIOMT.URSET) |t how Extemal f Onca Daly 1D 1Nos| Diapersed|
Encors Microptic gioves-8.5 1Now #Once Daty 10w 4Nos| Disperasd
MCT-ROF 100MG 1OML 1Mos. tryecton 7 Once Daly 1Days 2Nos| Duspensed
PREGELLED SURGICAL PREGELLEQ PLATED
27 FLATESIADILT) AOwT 1Nos Exterrat } Ooca Oaly 1Dnys 1hos]  Dapensed
TEGADERM WITH PAD
# | xrous gssxesan) TEGADERM 8582 1MNes Exiateal { Onca Daty 10aps dnos|  Dupecses
29 [LOXLIDOCAN-SPER PATCH 1hos External/ 10N 10ap Wnot|  Duperaes
30 S ANE SOLUTON 10% 1Hos Exdamal { Crrca Dy 10wy Thos | Dispeeed
n mmsupumwcmwm umlmmnuen Thos Extamul} Orcs Daty 10aps thoa| Dispansad
¥ |osvrmcs2suumero)  |svRmvcE M 1Hox Extweriad  Oros Dty 1Dy &Nos| Dispansed
23 [MOPSIOXIGAPLY 8§ X-RAY |MOPS 30X308 PLYDATT |1 Now 1 Ones Daity 1Days 1Mos]  Dispensad|
34 |DSYRINGE 10ML [MPRO)  |SYRINGE 1ML 1Nos vt Daily 1Days 7hes| Dispansed
35 ﬁ;’g SUPPOSITORIES 100 1Has Extarnal f Onos Daly 1Daye 140s|  Dupenred
38 |VACCUME SUGIIONSET 1 Nos {External  Onice Dedy 1Days 1Nos| Duwpenad .
SWATHIHV
OBSTETRICS AND GYNECOLOGY *
Reg No : TSMCIFMR/15501
* This document Is Just for reference purposa only, Not to ba considered as primary report.
Hots
* This prescription 2 valid only for specifled durstion.
* Do not refllt madlcines.
Printed DatefTime ; 180772026 23:28 Prinled By : SUNKAR! SANGEETHA Page 1 of 1




L2 . - - -
| = . Rainbow Childrens Hospital-Himayatnagar
Rainbow | ‘
H t
gggg&%’f Sq HirthRight Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer,
| Ratsbow Old MLA quarters road AP Stafe Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500028.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00013901 Name 1 Mrs MANSI RAMCHANDANI
Age/ Sex : 30Y5M 12D { Female Poctor : SWATHIHV
Adm/Reg DatefTime : 18/07/2026 18:27 Payor ° : MED] ASSIST INSURANCE TPAPVT LTD
Order Date : 18/07/2026 23.02 Ordernumber  : 26-0000215072
Visit ID : IP26-00006881 Ward/Bed No . 4F -OT 1 PDA412 2
Patlent Address . flat no 405 floor msk towers street number 11, Himayathnagar, Hyderabad, Telangana, INDIA, 500029
'
S.No Description Genoric Name Dosage Route / Frequoncy Duration Instruetion Qty Status
1 gfgggﬁsi’(ﬁﬂ’éﬁﬁﬁ“ 1 Nos External / Once Dally 1 Dag?s 10Nes| Dispensed
2 MYOPYROLATE-INJ-SML 1 Nos ! Once Daily 1 Days 1 Ampule Dispensed
3 [FCTOPRER SOLUTIONS 100 1mL / Once Dally 1 Days 1Nos| Dispensed
4 Pﬁgg:?:ggg 60X90 10's Pack 1 Nos External / 10 AM 1 Days 2Nos| BDispensed
5 ADULT DIAPERS-XXL 1 Nos External/ 10 AM 1 Days 1Nos{ Dispensed
6  |SoRCEON CAPFEMALE SARH 1Nes Extemal / 10 AM 1 Days 10Nos|  Dispensed
7 E’ﬁggﬁ"f“ SLAYER- FACEMASK3LAYER |1 Nos Extemal / Once Daily 1 Days 10Nos| Dispensed
i
SWATHI H VA&

" This document is just for refarence purpose only. Not to be considered as primary report,

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed DatefTime : 18/07/2026 23:27

Printed By : SUNKARI SANGEETHA

OBSTETRICS AND GYNECOLOGY
Reg No : TSMC/FMR/15501
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DY Suwelh Rainbow' | @ BirthRight

ESTIMATION SLIP Hospital |\ @ v mwiosseooven
Date: |0 Zg |94 UHID/IPNo.: Jfnib-pepliop s siNe. 1727

Name of Patient : pAa v { eoac: L//M_L // £ / L Age: Gender: ,g
Father's / Husband's Name : ‘]r‘,_f\ WA "W L J Corporate / Occupatlon :
Address : et T4 Phone : 7} 7 1 C AL Em#i.l AL CGpltlLE -3
Procedure / Plan : '/ ap. & o I : EDD/Dos: 1& f,, Jo 14
'r —v-r—.‘-r . T 4 %
MODE OF PAYMENT: [/ | SELF E] A: N2 G [ |GIPSA: OTHER
TARIFF INFORMATION : 7 -maA
Particulars Package Amounts (Rs.)
Room Category 3 Normal Delivery LSCS
i Shared Ward L0 e o 04 T
wnared Ward / , J
. t - o | ~ ' ;
Twin Shared Ward -ﬁ !,, _\_(L 5 ,L)H/f_/f"‘/ by & Tave 4 ",_'.1 ol {‘
Private Room —) ? . ?{) k - ") /;’{ ¥sal A /ﬁ‘ l/ | L/ﬁf’) ,‘_’}‘;!‘ LT
Super Deluxe Room ./ {: b A_
Suite Room 3
Package includes Room Rent, Nursing Charges, Room Rent, Nursing Charges,
(Package starts from the E:;;ﬁ:s\gﬁd %lggﬁl‘; s Fee and Eﬁctothrs lf'e'E, IS:urgwr‘lj'sg-?e
s Eadmimion) esthetist's Fees an Charges
: Length of Stay for : Length of Stay for :
Pharmacy up to Pharmacy up to
Investigations up to v Investigations up to
Others :
Neonatologist Charges : [___] Covered D Not Covered Epidural / Entonox : ]:| Covered D Not Covered
+itial Minimum Deposit : N _pos l- AL rire B o ol fha 3
. .MARKS : 7 e E— -//W/)‘J f(‘ 1)

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

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

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

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

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

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

7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is permitted in the rest of the categories of rooms and no attendant is
permitted in ICU's

8. Tariffs are subject to revision

9. Kindly check your billing status on day to day basis at IP Billing Depanmem.

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

DECLARATION

I have attended the Financial counseling desk and understood the expected costs and
other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point of time
I promise to settle the hospital bill with the hospital without any ambiguity.

X @wf\). HoK o, «<

Signature of the Client Signatory Relationship ' SignamreﬁoTthe financial Counselor







