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<.  SURGERY DETAILS
pate: ... AL
patient Name: ... I S:.. Ahummala....SaxiAna... Date of Birth: Je-08-\988 . ... Age: ... E0).....
Gender: ..........: fennale:.... Ward: ......... 25 UHID No.: .BAH-334833 ..
Date of Surgery: ... AL AL G '0T-1 []0T-2 [10T-3 .#0T-4 [10BGOT-1 [JOBG OT-2
e OF e SUPOBY - ....oui-ccisssasinssnasanin Frbjrajf\of (mbq(ﬁfmjd ................. F, AL - T
mein :.......... 19_@\,\, ............. Time Out :......... o ‘\Jk‘;\')"’) ...............
NAME AMOUNT
T R S L D3\ ....... %\"Y\m\ ...............................................................................
A . ST T T
3. Assistant Surgeon DJ’!\J‘% .......................................................................................
4. OT Technician  :............ 5 L91 I 0Ly o, SRRSO RO . o 1 e
5. Circulating Nurse : .............. g‘gu.@n} .................................................................................................
6. AssistantNurse ;... j?)‘..tis.\oh&.\fm:\m..z ...................................................................................
Qq(,Q’L\?O & qum)

Special Equipment. | Laparascopy | Broncoscope

~ Harmonic _| Morcelator

(| C-ARM (| Cystoscopy Versa Point “] Liver Cusa
Neuro Cusa i R TN N, N A
¥ \*’ 2 R )
: & Aﬁ () Ov Pnradng: . QLo
Signature of the Surgéon Signatute-ef Circulating Nurse
2
Order NO: .............. Q682112 ... Order by: .......... Q"GGVGV\Q ................................
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SRHAtNG SEBIS 2. ... vt ime it i i %Technician: ...................................... Date:.ﬁhj .................. Time :...... 1!’507&74

Anaesthesig Djspadqbles O seq | Surgical Disposables oo 0¥ usea| Disposables (Baby Side) | VY
ETte ( .0/ ¥ +) O |Major Pack) L O | mivitk e p i~ ) [
wa N AENAC Iy (O] Smg N~ | | | CodCamp 7y f
ECG Ieads@/N - < a2 [vinJ WO, (Q,@ 94 1\ | Suction Catheter
HME filter/ A /P / N £ g N s Feeding Tube
Syringes TH0cc | quf Ly Vaccum Suction Set

05 cc (o O‘II Giove&f)}&ohf,_‘a,’}[ 2. 9f2} |\x2&] Surgical Gloves

02 cc g " QFG B1bk, 9,27 94 | Gauze Pack

01 cc s | — S L Y Syringe 1ml / 2ml
Cautery p!ate@ P/N o Surgical blade U} 29 2&L 14\ Surgical Blade # 20
IV set e e O )| | NG tube Koochies (S)
RL A0 ) Cautery pencil LQ 4 anmg 1)
NS : 1omi/figgeff) £oomi (Yogerit ) [\a-14%L [f]+Koochies Toamde A /] |

T A ZCTw ol |©] | Ointments MU 2 |2

rcery S0 0) | o] | Suction Catheter ) N0 . o R
Fentanyl 3 0| o\ | Cap, Mask Bw 155 'ﬂ)@(p Sey- [ |
Morphine \ |1 | GauzePack %ﬁj\\ 56 1S [Ffyein (0 28 b —
Ketamine ~ | Mop Pack ~~ ol | M G,?,k,msx\ /)«SL %
Propofol Yy |O | Steristrip ] hea San AR
Rocuronium ©) | 0ry | Underpad | - c BECFY ] | ny
Glycopyrolate o) Or Draw sheet 4 1 ) bt = :
Myopyrolate o) o] | Avgel &
Ondansetron ©) | O] | Foleys catheter |\ A_ % 1
Pencan 25¢/ Spinal Needle 22 : Ufobag R T 0 o M 1 P
Bupivacaine 0.25% () } | —T Chest Drainage Catheter ( KR -A ;;g, )4} e
Bupivacaine 0.25%(Heavy) Romodrain bag O MO~ )y | O
Antibiotics YA vy \ | ) [ Bandage £ allia s Tal

e 0\ O’ Tegaderm J '

Suppositories i ' loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol :(f00mg ) o |©] | vaccum Suction set \

Justin 125mg/25mg/(1,00m) o\ | o] | Plastic Bed Sheet
Tab. Misoprost : 200mg 7| Betadine Solution

\

|

\
2uy Loew d'véo '} yr7|©[ | Microshield \
i ( e [y PRy @-ﬂ;cotton Balls )| \

3N ( 9 -t Latex Gloves \‘Oﬁ S:E“
CJ CaddnRoih ]4'1 — | Ramdione Scrub -‘ J
2cny Booky (S MmNy 81T suna Id | {
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tabes 3 ot 19 et the MOt 1 el 3 6

Date: _ 17} OZE’MZAUHIDIIPNO.: Y .poH=0023uLS3 siNo. 8101

Name of Patient : / lju A T Sod,T] ‘mgl‘ Age: __ ), g\ Gender: = -
Father's / Husbfand's Name : A b ALK i j A Corpom@ Occupation : #[l A Al
Address : Phone : 7! ¥ Ll £33 aé Email: dmam b LAd -

Procedure / Plan :

BY RAINBOW HOSPITALS

2. 400 97*{:*/7‘7"&[ .
ssirthaig ; ESTIMATION SLIP J

MODE OF PAYMENT : [JSELF [JTPA:_/ 2N Je ¥ __OTHERS
TARIFF INFORMATION : o Sheag Hopddy
ROOM 5 D g - Pl Micu | DAY
CATEGORY GW SW TSW nf }PR ¥ DLX SDL NICU CU CARE
Room Rent & ~ S . - \J\(
Nursing Charges . 2
Doctor’s Fee - i )ﬂﬁ-\f P
- PARTICULARS - : AMOUNT (R) :
' Suyeoﬁ's / Anesthg#ists's Fee / O.T. Charges ( Dl@ £
O.T. Consumables # - P &l . Subject to approval by TPA / Insurance Company
Instrument Charges ) g ’1 al i Tt e L‘::.;—. A : B Not Covered by TPA / Insurance company
Pusaeey, Commaidd Wik sigsiod | A~ ) e acToaT - Nt InceaeT T Eolation
5 > Monitor : 2 Oxygen ; [ Infusion pump / Syringe pump :
Eg:::_:l;m Ventilator : Conventional : HFO-SLE 5000 : HFO Sensormedix :
Phototherapy : | Single Surface : Double Surface : Triple Surface ;
Blood/Bf6od products / Inplants / IP or et G , : . ot C‘CE#.
OP Procedures / Cross Consultations, ic. A" &aq* Asperactual - Not Included in .ESﬁE.!“’“ l\iu W
Package Mﬂ 0.1 L), 100 N AT On BV i,
Others TR T 5% PR E o<k boag ”
w} Minimum Deposit - ) -
E -~
REMARKS:

1. “The estimated amount may change according to duration of stay, medical condition, investigations, pharmacy and any other procedure.
2. Theestimated surgical charges may vary subject to surgeon's decisions / Complications/Patient's requirements / Mode of Procedure @ikﬁhparoscogig

Thoracoscopic, etc) / Unilateral to Bilateral Procedure. ?‘ ;' W & ¢ ‘2 tan * 4
3. Incasethe patientis shiftedﬂﬁﬁé@?ﬁ?ﬁé@?y to higher category, all charges for the consultant visit, 1 esti! ons, oAations and/or protedures from the date
P . . - ”~
« of adrms_smr{ \.wu-be accordmg to the higher category. : ; _# ( 13“1' {_‘ o, S TA: .
Room eligibility is purely subject to TPA approval and the package/Room tariff starts from the time of admission. e 4 »

5. Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, wlriclg has to be paid by the patient and
may not be reimbursed by the TPA/Insurance Company at later stage. i 2 47 (’

ittt ol
6. For Non-M isposables, Consumables, Infusion Pump, Taxes, Implants, HIV/HbsAg, Medical R 5 upan }n tion™
Charges, etc, credit canniot be extended. These ifems are not payable to us as per Insurance Company norms. )_7{,’.}(-” g L/ / ¥, ]
; 2 e
7. During Non-working hours of O.T (8:00 PM ot 7:00AM), Sundays & Public Holidays, 30% extra charﬁs are applicable on surgical cosf..{and this is not

covered by TPA/Insurance company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the
Financial Counseling desk between 9am to 6pm : .

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

9. Two attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted in the rest of the categories of rooms. And no attendant
is permitted in ICU's. Kindly check your billing status on day to day basis at IP Billing Department.

) / B " 3 DECLARATION
I ' \A/ M 24 A . ] m deatmg o 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 after discharge, I promise to settle the claim with the hospital

- {
KL i PR CJ\A“:C

Signature of, the Client Signatory Relationship Signature of the Financial Counselor




s . Rainbow Children's Hospital - Banjara Hills
Rainbow . 8-2-120/103/1,2,3.4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad

Children’s s ,Telangana, India ,500034.
Hospital ™3™ TEL NO :+91-40-4466 5555
- Rainbow WEB : https://rainbowhospitals.in
ADMISSION SHEET
o . (RACECA AL CERRR LT LIRR R I
Registration Details :
Admission No : IP5-00176061 Admit Date :07-Jul-2026 Admit Time : 08:09 AM UHID : BAH-00334853
Patient Details :
Patient Name :Mrs T SARITHA Age :40Y
Guardian : MR. RAKESH DOB :01-01-1986
Gender : Female Religion
Occupation : Martial Status : Married
Address (H) . H NO 2-4-802/20,RAM NAGAR,HANMAKONDA Phone No : 8106516706
Warangal Warangal Telangana INDIA 506002 E-mail . RAKHEE. THUMMALA@GMAIL.COM
Admission Details :
Bed Type : DAY CARE Bed No :RC 407 Ward Name : 4F-GYN RECOVERY
Room No : RC 407 Admission Type : First Visit
Contact Details :
Name : MR. RAKESH Relationship : Husband
Contact Address : H NO 2-4-802/20,RAM Phone No : 18106516706

NAGAR,HANMAKONDA Warangal Warangal
Telangana INDIA 506002

QAL

Signature
Doctor Details :
Doctor Name : Dr. SHRUTHI REDDY/Dr.LAVANYA Specialisation : OBSTETRICS AND GYNECOLOGY
JANAGAMA
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : MDINDIA HEALTH INSURANCE TPA

PVTLTD

Printed Date / Time : 07/07/2026 08:10 Printed By : 015513 Page 10f 2
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ACTIVITY RECORD FOR BILLING

BAH-00334853 1P5-00176061

Date of Admission: Time: MrsTHUMMALASARITHA - Time:
———————— ~  1B6-08-1985 a0y (F)

RUTHI REDDY/Dr.LAVANYA

o ware_ | TN

Date Time From To Signature of Nurse

WARD TRANSFERS
4 ARl ® 2 pm W 290 %uaﬁi

I bed type :

=~

Cross Consultation Visit

Doctors Name Date Order No. Signature

8

9

10

Docu. No. RCHBH/FRM/GENERAL/145




PROCEDURE

Date Procedure Quantity Order No. Signature
\iw Pac op boscd “é#'
__g‘n,;c 2 v plank % =0 \oqﬁp%T
N (ki sl A =

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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I.P. ADMISSION SHEET FOR GYNECOLOGY
Date of Admission : ......... :H?ILG ............................ oo Time IO ..ot scastmvivinssselombnioonsss
Allergies: Nlcok [ know any drug a||ergies
------ PRESENTING COMPLAINTS :

0[0: 'He&w] Myl {oleci\r(\j Ainer 2010 |

- H(mﬂ) Mtccl:'nj —Fof)’\ 9- 1o ctt‘uz; dnc»v\_jm Lf_g'. [)uds
pe AOUJ alw clofs®@ N D‘jwwwr\ow |
wed T {Jr\nqm;(j)zaej , " '

-} Had ™Mireno Iiton (lom Ao } a,(lw\ , aff< o
i BLCLL %Ponhw\mu (KY’MS;N\Of FAPALAR 4 5\0\)&&%\

-—l-i(os(\)rui AV—YﬁYSﬁ‘/'* |, )\c\imumjg\—fc. c\ﬁonad “OL({’ €T- N-q"g“m/
Lyl -2-8cem, P\D"ﬁ-lc(,,«ifohfc_&:)‘zo\/ layr(em  vol- Y- 1T¥cC |1
ln ~SAc . £ Pypndviom - and Sypimdum- a:l-rhm,()uﬂ‘"zo: Pt

b
L

== 4] A4
MENSTRUAL HISTORY OBSTETRIC HISTORY i
Year of Marriage: 0\ §~ Parity : PI s
Previous Periods : Qﬁb,&ulu Mode of Delivery : Q) + L& Yy
o LMp: 2 oL(, Iaozg ' LastChild Birth: 2 wy'y
Contraception : \{\JQ-\ S sk T - Yo} f Lsgs + mjum.( \Lamg‘ B th\m(l,‘d-
RS € v M
D 5
o *3022-1, - iy A~ Pl fwmﬂmmn}
F ML i&% f\.*ﬁ.‘ I'}%u Q in 4 '\(p‘t’\‘
PAST MEDICAL HISTORY PAST SURGICAL HISTORY : ‘
—1 HTN dina %a"‘”* —f Myomdvn, |- 2014
on T, ¢if\fidine vy i
._—‘ kab*lﬂ\]‘w'é gint Qo\é o B T Ly < QOM\
b "\']» 'ﬂ'\ﬁwnow L"-f“\"lj

' —\ VD\]‘LTJ{‘ fk AYOMmf( ow

o .~ =7 N Y VI 1) % T Y o )
CEPE S : e ) U [ole
Docu. No. - RCHR /anx\/gum, /‘0339 ¢ il e A.‘(ahd\/\ OL\&A 9 /BTM
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| 4&«”01*( -~ HIN = D™
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MEDICATION HISTORY:

C i, 'HL = "ﬂmqvonw\m W

’P‘\}» “N —"YC'-VUJ‘EAM( QU-*(\
4 0yslot; 505

| — VS, ﬂj .Eé( q\qﬁvo.m 'S‘ 5

= INITIAL ASSE§SMENT s e T S

I Date ' ':”1!7’ 6 Breasts @ LocaI/Specqum Examination
Ht_ (52 cmnt 01‘1-%11/1

BMI__ 4D -Crlkan

Pallor Q\D\ t\ Y

ovR___Si5, &)
Respiratory System EAF@ %9-&

Thyroid () )
e

s |24[g> (§7] M'”‘S), PR ¥E 8P~

Abdominal Examination

imanual Pelvic Examination

(v ipical MoFon
l(u&um e .

o= AV, wbile it

| PROVISIONAL DIAGNOSIS : P’)ll[ AVR-A {“’9‘”‘ TLn + 8l A‘L&fmj“r“wj :

i INVESTIGATIONS ORDERED : PLAN OF MANAGEMENT

| euT- Ol’rvt ~ A s 0

i — IV Loranstad om
Llghe Hb- log :
- LR ¢ — 9,200 q PG;;\* i ik

ply - 2y .
Cv—o.0L D4 o e
— S| o 0F om et

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

0D My

Name of the Doctor :

H3l26°, 230/~

Date & Time :
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OBSTETRICS / GYNECOLOGY
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Rainbow® i -
Children’s ol BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT FORM

3.

Date of Admission: ........

Baseline Information:
O ER

e

Admission From:

Primary Language:

Do you require an interpreter? [ Yes ./( if Yes specify

[ Jtﬁ‘ssion Desk

L] Hindi

J OPD
L] English

1. OWarssspeoiy L. au et b druntnis:
[Z] OHHErS; SPBBITY L-.cichiiinmsnisirisashidentibipe wessia

................................. FETOVR W

...................................... Name of the Doctor:

Source of Information: \/ﬁ’atlent L1 Family [ ORHEES, SOOI i.ccciiiasosiiiisthivesisses pogssumensesssmssomainsniubienssnsnstss
Allergies: [(1Yes [IN [ Medications (] Blood Transfusion (] Food 0] 1 e R e o i

IS , HABIEIY .........c.oveeereeeresenesensessssessssssrsssssassase s s b s bbb s RSB SER R SRR S SR RSB R S RO R SRS 0
Chief Complainis: .. /Cl(o ........ MTU\ML ....... Doctor Notified on Admission: [L¥e§ CINo

........... D, Diwda

41 e R W IR e e e

(] Family Member

[ Medical Record [

Other (specify) .........cocunvn

Past Medical History

Past Medical History: Obtained From ;J/Beﬁent

Past Surgical History

Previous Hospital Admission

TN

LLul?o‘f‘Aerd

(A~

g iy

k|

Gynecology Assessment: [] Not Applicable

Gynecology Surgical History:

Gynecological History:

Current Medication:

PQ.. ......................

Previous LSCS: ........ooo.oovveevrrecnnne. B
[1 None ] Yes,

If Yes, Fill the reconciliation form

MeNSHUBRHISTONY: .......c.covrvsreerimsnerssssassans Caesarean Section: [ No S Yes Contraceptives: Nd OYes
................................................................. Cervical Cerclage: g [ Yes Vaginal Discharge: [LM0 [ Yes
RSB RN, ... .c.: oo oecssiiacamonsasess Ectopic Pregnancy: oMo [Yes Post-Coital Bleeding: [JAfo [ Yes
Menstrual Cycle: [ Regdlar [ Irregular Myomectomy: (E Yes Infertility: Z’ﬁ ] Yes
Last Menstrual Period: Qo'blm Others: If Yes Type: [ Primary [ Secondary
ObsteltieMistory: G........cococcovvcveecee. P Ky R e T

Family History:

] No Abnormalities Detected

Bp: ...\ %.‘f..ﬁ.“"‘“ﬂ Weight: ... 9.. ’:H

] Heart Disease i Wnsion f}DiaD’etes (] Stroke ] Seizures Kidney disease

(] Liver disease BT AL e S SO I O (DN S TN RIS SRR R e
= " :
Vital Signs / Bleasurements: Temp: .. &0 [ L %h.k\t RR &Dh.t'

Helght: i............ BML.....cvuak

TPain Assessment: Pain: [ Yes

1

(If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCHBH /FRM / CLINICAL / 151
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Mrs THUMMALA SARITHA

Y DOVTLAGANTA
ST
B PHYSICAL ASSESSMENT
General Appearance: [ H6athy  [Jil looking  [JAnxious (] Agitated [ Others: .........................

Fall Assessment: I,,E_Yej/ LINo Score........ ’L( (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: Je@ [(ONo Score..... (}g ....... (complete the Braden Q Sheet)

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

Ihform consultant for positive criteria

NUTRITIONAL SCREENING: ‘Ti)le’A‘bnorrnality Detected
1 Overweight [ Poor Appetite > 3 Days s [] Needs Therapeutic Diet.
1Under Weight L] Diabetes Mellitus [ Hyperemesis Gravidarum

Inform consultant for positive criteria

]

PSYCHOLOGICAL SCREENING:

B Qg,la(& Cooperative (] Restless I Depressed L] Agitated L] Confused
LRI .. oo aadsenslisisbivisasssisans it e s ot s a0 it b g
Inform consultant for positive criteria y ol
SOCIAL SCREENING:
1. Marital Status: [ Single DWE;ried " IDivorced [ Widow
2. Special Habits: Smoker: (] Yes I_yf Alcohol Abuse: []Yes [ Ng— Drug Abuse: [ Ye‘s/fi’ No ’

Orientation has been given regarding the following aspects:

Call Bell in Reach : *Yes [ No Waste Disposal Explained: .:"/es [TNo
Infusion Pump : ':’(es LINo Hand Hygiene Explained: ?Y/és L1 No L] Others
Above information given to ..................... Pﬁﬁ-’w .......................... . '

Name of Person Orientation was given to: 0 B e AR X

Orientation NOtGIVEN REASON: ...............c.cuerereeeeererenesseneseesessssssessessesssssssse s e
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15-03-193:" RED;::‘E LAVANYA i Rainb%w' . B fthR ht

| |
i chidrs | @ BirtRn

OPERATION THEATER NOTES
Patient’s Name : MYS.... AhvramalaL.... S0 ba.......eee. Age .. QY. Gender: [ Male Female
UHID NO.: ... RAH 200234853 ....ocoovveeneensrscesssssesssssssnnes Weight : ... ARKY...  Height e
Surgeon: DY, Syl xeddy . Asst. Surgeon : Dy - AavShy G

¢ B
Anesthetist . Dy - mar\\ OT Nurse: gmmn’, . Pralayal] OT Technician:
Pre-Operative Diagnosis: ‘ Bl - AR Aclmom.%a{a

Surgical Procedure : Sk ) i g)kM " ’B‘a\u}@‘robq \
bt ol Calpupmdony).
v U L7

Indications for Surgery : \_A\ug 3 \MMWVZ] oo

pate: 7 [A(+6 StartTime: §2.° Woyymy | ENdTime:  3:30pn)
Pre Operative Preparations: E) L, - AR [ M oY l

% y J
Post Operative Diagnosis: Fc)) D-o. - TTLH+BR"

Peri-Operative Complications: | O'U,Lr}? i f[) um abldo e N
Qa0 AL Q.Ouwu_cQ OuMQ al{pr:Q
U O Swow Supmumsdicl o fosd - puno.
Operation Notes: D&mﬁ&mm& Mcg v
(8 3 Sy 4, )1 doleal peds ¢ 1 Svom Right—
()(vhib\ﬂ-l W\EL‘ f)lcdo‘i), O
(‘—'——-‘-—-—__./’()
Q) (")MM\Q‘CA.L QQUNAQM AN WM‘_‘f@ cnflenshy
B o o odhous b s et
D Al e it Rbwod —de OIS T

Doc. No. : RCHBH/ FRM / CLINICAL / 099 0’ Lovye_pro.




(?D Keth Smuw& \

Loy ool
OuLaad an bqumkv' (
(4 Modendl (T8 pothendt
ane . Rileag | £ G ew b,
CEENETLE TR TS

T oA ex s p-.M DOW. .

J U\ Fo\cl e Q
MmQCnmn&:h \zopvmmb thlﬂhwa

Bar Bty Wergs ol [ i

AMBUT of Blood Loss: Louw\ﬂ\ 7 | Blood Transfused mlﬁ

Name and Number of Surgical Specimen sent for examination:
AT+ Lou Bunoum g

Peri-Operative Complications:

D Ul bl Cporods ) v

@ M CDUJ/YNLV\, C:LLQ,«MAJ \"va..pl’\
ﬁi—/j\ Veu CQI’J)QQ (1\&9’1\ \MC,J lfa O
?% Hommtars  dernd
@ @M Ayng M%A_q;tﬂ/{
\/@owt poale  Prugenb

U

Name of the Surgeon: ........... 32X . WL

Signature of the Surgeon:

Date & Time:



————— ———

BAp. 003

_ :;-r;:?m“"ffd SAR”-H P3-001 76064 P

l/// Avary,s Rai_nb:éw:’ @ GirthRiaht

i | @ e
POST-SURGICAL CARE PLAN FORM

PIDREEE ... ......cconcinmeasesitessnsans SW\‘QP» ......................................................................................................

Post-Surgical Diagnosis: PQD‘Q ...................................................................................................

Post-Operative Monitoring Parameters /Frequency:

R &8, to féwudlv&kﬁ

Wound Care:

)

Drain /Special Lines/Catheters:
. @ C CM\»& Q-

e @

Special Patient Positioning and Requirements:

C\Afw\l \z:r“; [-.

Nutritional Instructions:
Nem 4-cl,

P

When to Start Mobilization: WMD
doo Sl

Special Referrals: @

ThWr all required medications documented in the doctor order/medication sheet:
0 No

Any Other Post-Operative Care Needed including Required Follow Up

=
) o Qe
Treating Surgeon
(Signature & Stamp) Date: ‘q/‘quc .......... Time: @ 12fm

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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DEFICIENCY CHECK LIST OF CASE SHEET

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

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet |
2 Discharge Summary \
3 | Nursing Initial assessment \ ‘
4 | Patient Transfer form |
5 In-patient Medical record
6 Doctors progress sheets 1
7 Nursing plan of care and handover sheets A
8 | Consultation sheet B
9 General consent for treatment |
10 | Consent for Surgery '
- 11 Consent for blood transfusion
12 Consent for chemotherapy
13 Consent for high risk
14 | Consent for Restraint
15 | LAMA consent :
16 | Consent for special procedure / Sedation T
17 | Consent for Formula feed
18 | Consent for MTP
19 | Consent for Radiological Investigations
20 | Consent for HIV test
21 | Anaestesia notes (Pre Anaesthesia& post) |
22 Neonatal Admission/Delivery/Physical Exam
23 | Medication Reconciliation \
24 Emergency Triage record }
25 | Pre operative check list \
26 | Surgical safety checklist \
27 | Operation Theatre notes {
< 28 Nurses clinical Presentation
29 | TPR &BP chart |
30 | Intake and Out take chart (fluid chart) \
31 Drug chart (Regular Prescription) :
32 | Investigation Values (result sheet) |
33 | Nebulization chart ;
34 | Nutritional review chart b
35 | Intensive care unit (ICU Charts)  ,  / '
36 | Consent for Admission in PICU / NICU \egane 1
37 | The Humpty dumpty scale v :
38 Braden Q Scale \
39 | Bed side check list ‘
40 PICU bed formula Dilution feeds
4 Gastro monitoring chart
42 | Rch ED doctors note
43 | BP Monitoring chart
44 RBS monitoring chart p
Py | 4
ahsd) | 9 7 -\ 3
Total No. of Pages
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o
- —Signature and Date :
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LOCATION : OT / Birthing Centre / BirthRight Premium / 3rd Floor (Zone A,B,C) / NICU / PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.
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RESULT SHEET

Date 9
Time ;
Hi Wb
PCV
RBC
WBC gﬂ 100
N/L
Platelets i IKY, g
CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

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

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138 (P.T.0)
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FORM
D‘rﬁéﬁnown 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)

MEDICATION RECONCILIATIOH

Drug Allergies: YO neyamic G

Shifting From: ..........cooooo..... L Shifted to: ............ i3 T A,
SN0 | (GENERIC NAME CAPITAL LETTERS) | (mg, mog) | (PO, NG, SC, 1) | FREQUENCY | pait SCCE ?';ﬂ?gﬁm
1| T (HNiopiNe St | O op ’Hﬂ% &t [DC
BT THYPoNor A |2y o on -?J‘}I% 3¢ CIne
e RC)(.'?YO\- les g]()-)“'*‘t Pv %[U)S 16]6]2& ¢ Obc
4 _ T ¢ ooc
5 ¢ Coc
i Oc ooc
7 Oc ooc
8 Oc ooc
9 ¢ IDe
10 Oc 0o

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

Y ey,

Doctor Name & Signature :

Date & Time : .......... 4(4’174: ..... quﬁ]’\ ............................

%M .......

Nurse Name & Signature: ............ L5050 W,

Date & Time ;

Docu. No. : RCHBH /FRM / GENERAL / 090
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Vi el | @z
She REGULAR PRESCRIPTIONS Weight .............  Ward ....................
0RUG: T - Cefspmims e |
Dose Rdute Frequency | Start Pt.
Gm | W | Rp e 1o

Ngme & Signature of the Doctor \W" X /\

Stgrting the Drugs:
sy 2

Additional Instructions: U

\)

D

Daily Doctor’s Endorsement by a Sign

pRuG: \- PPNOP petet 54
_Dose Route |Frequency |StartDt.|
<oy | @ | 120 5 Bl s i

Nakoé & Signature of the Doctor
Starting the Drugs:

R Ny

Additional Instructions: U H! e

Daily Doctor’s Endorsement by a Sign

Date
DRUG : Tir'ne

Dose Route | Frequency | Start Dt.

v

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date
Tigne

DRUG :
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 108
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Weight ..............

DRUG :

Datey

Ti;;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
T'Lrvne

v

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

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 :

Dater
Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCHBH /FRM / CLINICAL / 108
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Date of Admission: ;}\:’b'(’ ....... Drug Allergies: ........ 58 i e ¥ Not known any Drog Affergies—
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
. Date
DRUG : TiIvIle
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
. Dater
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Dater
DRUG : Tigne
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm. i
Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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N REGULAR PRESCRIPTIONS  Weight ......ﬂﬁ.?wm. ..... ot
oruG:” [, PARACE TAMHI- ?,?;Z,ﬁ,;

Dose Rﬁ?te Frequency |Start Date 1o
Aut | Pio |QaD Bl+ F %
Name & Signature of the Doctor "':]
Stamng the Drugs ‘EW'(‘
> i Owg s 7
Additional Instructionsd W
A"

Daily Doctor’s Endorsement by a Sign

orue: [ TRANMADOL e 8
Dose Route | Frequency [Start Date i
ot | Po | i | #t+ WA '

Name & Signature of the Doctor

Starting the Drugs:
o

Additional Instructions’

Daily Doctor’s Endorsement by a Sign

oRuG: |- DICcofeawe (D&

Dose ROL’te Frequency |Start Date

~

vy | Plo [0 |33 LA

Name & Signature of the Doctor

Startmg the Drugs A8 e

déf&/m Dwplvn

Additfonal Instructiorfs: A
W

Daily Doctor’s Endorsement by a Sign

Dat
DRUG :f 1T . ENJOYATAR | 1t Toa\Y
Dose Route | Frequency [Start Date i

Aoru | de |00 [H+

Name & Signature of the Doctor
Star‘ung the Drugs:
7

A D v TN rﬁ

Addmonat Instructlons QLM oi«

Qwﬁlm U W"‘

Daily Doctor’s Endorsemént by a Si gn i

Page: 2/4
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L e, quumaTY8 5
T i
- A ]'ime Nurse Sig. [ Nurse Sig. | Nurse Sig. ] Nurse Sig.
[ Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor pose Does e Bom
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: oS o pose .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlu‘le Nurs'e‘SIg. I Nurs&Sig, l Nurs'eISiq. Nurs‘:Sig‘
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date e h fose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s Pos fome Bose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - e Dose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Da{e Time Medication D?ﬁ:gﬁ(%ggger Route Signature ,_[\Jurses
\ 6 . A apamn v , avan
4\4\ ke [T CEforAkit | Fgee (Whesga- B
s [ Mammermsoyy g | o o
% | 1. Inj PARACETAMIL i v, W vaLon
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f infugglr.]:nggifaTﬁlmmMcwglmln etc) Route | mi/hy Sign Sign | Stopping| Sign Sign
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1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

re—

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

5 m 5 m IV Site
: Nature . : i | ohens | Sign.
Date Time | of Fuid Route NG | Diarrhoea | Vomit |Drainage | Urine | P32 Nurse
Mouth LV N.G
08:00 am d
0:00 am N
10:00 am 4 \
11:00 am QJL ' (()o'ﬂ'j / 4 75\
12:00 pm =) ‘00‘(’ ﬂﬂp 0 Ll TP
01:00 pm ” Loo s ALY
Total Intake : Total Output : J
| oy | N |, o)
03:00 pm 0 | 106m) il
04:00 pm : | 0] goom | o ( J-\—‘/
05:00 pm Y 14 ‘ W
06:00 pm W\ |ooM i 2ot 0 |2
07:00 pm N toow (&) :
Total Intake : Total Output :
08:00 pm (0op) (4]
09:00 pm [ Qo] . O /
o I IV W t5od| o e
& 11:00 pm gl Sk ,m'n:,, ,\3? n
12:00 am L. IS \ o \
01:00am s | ol | 0 U
Total Intake : : Total Qutput :
02:00am | | - £ n
Boan| | |" | 3000d| o |/
Q[ 400am ( A o
os0am| L (M@ | N4 - (
i de 8 ‘ 200md| o0 | ™
07:00am - * o
Total Intake : Total Output : —=»
-
Total 24 hrs. Intake | 7 Total 24 hrs. Output ( M=0pU, f/ 300’““’ S
L

—
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Sheet NO. & oo,

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

Intake Output IV Site

Thrombo- .
Date | Time maéﬁlri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis | Sign.

Score | Nurse
Mouth LV N.G

08:00 am

09:00 am
10:00 am
11:00 am

12:00 pm

01:00 pm

Total Intake : Total Qutput :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake : Total Output :

08:00 pm

09:00'pm
10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : Total Output :

02:00 am

03:00 am

04:00 am

: 05:00 am

06:00 am

07:00 am

Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

: L
To Be Filled In By Assigned Nurse : Date ... A [2%....

Department : o R R e Duration of Procedure : ..... 2. NouyS

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

Name of Surgeon : .......... O YS\'\YU-“\’\ ..... Iﬁe‘.ﬁ.‘a ................................... Date of Admission : 1[5}[7& ..........
ndle Care Criteria : (Tick (\/) if done)

Staff Signature

L

1. | Antibiotic given prior to surgery ? /mas [JNo

QrSi'ngle Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? /% [ INo Si(;w&@ :
Name of the Antibiotic : ....</n..C€ P aic‘mm!ﬁm .......................

2. | Hair Removai/Zﬁsleo if Yes : Surgical Clipper

Department where Hair Removed : ard [_]Operating Room
[]other: ........... A A ‘ 1

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

3. | Patient's body temperature immediately post operation (Recovery Room) y
[] Oral Or )Z]ﬁli: (Goal : 36-37 °C) s

—

4. | Name of doctor or staff administering the antibiotic : ........ %3- vouwnd: 0.
Date & Time of antibiotic administration : .......7./.2.4.2¢.. & lL&%7........ LQW
Date & Time procedure started : .................... Halre . 1200 ...

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

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

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

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



BAH-W33“ 53

Mrs Ty 1P
SURGICAL surgeon ;... DY, Stk ?Clt\‘& | D""’;-?s "y s““’"*; o v, | 3 -
f &0 Gender: o
Asst. Surgeon .D.‘(...AQ?.S.!’.\... B T ! AVANyg ) e Age : Z{' R R Rainbow ® - L
; s i ’ rt
SAFETY CHECKLIST | ows: Bt AcSudhsial. | I ////llf//ll/nll////ll//ll/////// yhare T BO.......| BT | @ mammeis
Scrub Nurse : ?\’Cx bhm!cr(lm ........... Date:...q.... (3 [%6 f;z‘..?/f{_om time : 3. ‘b Pm i s TSP B
7
Before Induction of Anaesthesia > » Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time:....| |\ .S TIMEOUT  Time:....}2.) 4.00%. SIGN OUT Time:....sg...'-.ﬁg..h,;)
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity M 'No introduced themselves by Name and Role” ) Yes 1No The Name of the Procedure Recorded /@ “INo
Site CYes ©N0 Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure JAYes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) /*?(es CNo CINA
Consent ZYes CINo Correct Patient (Check ID Band) #Yes CNo The Specimen is Labelled (including
Site Marked OYes TNo Mﬁ Correct Site /¥es CNo patient name) / CINo CINA
Anaesthesia Safety Check Completed OYES o Correct Procedure #Yes CINo Whether there are any Equipment M
Pulse Oximeter on Patient & Functioning \>rYes 1No Anticipated Critical Events Problems to be addressed OYes NA
Does Patient have a: Sm-geon Reviews:
Known Allergy? TRANEAMIC "‘{Y/ﬁ‘s What are the Critical or Unexpected Alle® N To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? D Steps, Operative Duration, - What are the key concerns fpr recovery /('
: , Anticipated Blood Loss? OYes CINo CINA and management of this patient? C'Yes ZNo
Yes, & Equipment / Assistance ; <
Available Yes CINo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [1Yes ;
(7mi/kg In Children)? Nursing Team Reviews: O & EE(J‘L \N ¢ Ld(( NPy
Yes, and Adequate Intravenous Has Sterility (including indicator results) @ Ol ©eding,
Access and Fluids Planned FTYes CINo CINA Been Confirmed? are there Equipment
Blood Units Reserved OYes \ONo I NA issues or any Concerns? /‘i’g JINo CJNA
Has Antibiotic Prophylaxis been given MOy ey X) Is Essential Imaging Displayed? OYes CNG CINA
within the last 60 minutes? J¥es CINo CINA Power Supply, Earthing, Power Backup
and functioning of equipment chegked. 1Yes Zhﬁ
Signature : W ......................................... o GERETING. ol SN S Signature : ><5‘*
: : AR S MG (; M;a.l.fu.s?.!\.i.‘.'. ......................... L AV P oo floniinisgis sioinstomaiiin o ibbenss
N,

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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CONSENT FOR ANAESTHESIA

Authorization By: @%m (] Patient Attendant

Please read this before you consent for Anaesthesia

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and
does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief can be achieved
by infusing weak solutions of local anaesthetics and narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

[ Heart Disease Q‘Hﬁ;nsion [ Diabetes [ Renal Failure () Multi Organ Failure =[] Hepatic Disorders
(] Shock (L] Chronic Obstructive Pulmonary Disease

[Offers ..... %MN’J ..................................................................................................................................................

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

e | understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some
injury at the site of injections, temporary breathing difficulties, allergic reactions, headaches, variations in blood pressure, nausea
and vomiting.

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

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

e | acknowledge that the anaesthesiologist have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments.

e | acknowledge that | fully understand the above information. | have had the opportunity to ask questions, and they have been
answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

Patient / Patient Attendant: Witness: x

Signature: ........ ‘5“""\ ..................................................... Signature' " ﬁ"d'mk .....................................................
Name: .............. s T R T Name: ...1}.... K ﬂzk‘“‘”‘ﬁ"’ ................................
Relationship with patient: .................. 5 A Date & Time: ‘I*I'lé' ............. MiZofiny.

Date & Time: ........... &L L 130 P’ﬂl .......

Doctor (who is taking consent):

n.SU e Date t[’ffl% TmeL»\'%OTMQ

: 26
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CONSENT FORM FOR ENERA / hRight
REGIONAL ANAESTHESI RRTERTE T TET et
MONITORED ANESTHESIA CARE

Patient Name : MM’Y'SW {/\L ................................ Age: 40 .. Gender : Male O Female/z/
UHID NO: M'\"' ..... Dllk{?f ......... Surgeon Name: D‘T ..... Q}VMFNP‘A‘Q@/ .............................
Anaesthesiologist : ................ccoo...... D\‘DV\?&‘J .......... V“M ..............................................................................

Operative procedure planned : . RE&O [.5"}7 M“"""Pr‘t#’a;}

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

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

[ Heart disease [ Hypertension [ Diabetes mellitus [ Renal failure

[ Hepatic disorders [ Shock 0 Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
[ Incapacitating Cronic Obstructive Pulmonary Disease

O Others : ......... CL%LVMC‘.L‘?’\A?“\NCC[/\; M+J/Lul«"j/01““}’}?9tﬁj .............
DOMMBAS : .......oooneseecsicesssensssamsnsassassssos ‘kﬁflf\\f‘é ..... ‘k“ﬂm‘l%‘”w@h ..................................................
* 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
.............. %/‘ .. the above mentioned operation / Dlagnostlc / Therapeutic procedures

............................................................ Tald Letnsahaty. %,sife» EHLT) S ppetony

| authorize and give consent for anaesthesia ( [ Regional General Anesthesia / OO 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 que.cs 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.: RCHBH/FRM/CLINICAL/021 P.T.0



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

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

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

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

- Pregnant: O Yes \Qﬂo

DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

—
| declare that | have explained the nature oflGeneral Anaesthesia)/ Regional Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularfy concern this patient.

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

Patient / Patient Attendant: Witness :

Signature : .......... ‘/ﬁm% ................................ Signature : 'A@“(S:GCM’/ ................
Name : .............. L ThG.e Name : ... 2% - B\ T Kitmsct.......
Relationship with Patient: LA = . T Date & Time : ............ 1"1'"\"'([1 o
bR T ——— 31‘1]% ...... Q\)]Q FM

Doctor (who is taking the consent) :
AN\~

Signature : éﬁ\ﬁ/ .....................................
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AH%C o TPANEXAMICAUYD)

PRE-ANAESTHETIC EVALUATION Hospital BY RAINBOW HOSPITALS

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

Name: ML”TSQJJH'\’ ............ Age: "10 .. Sex ... F .................... U HIDQ‘%)H/Db,:‘/'}llr?‘-3
Date: ....... 3‘1‘% ............................. Time: ....... gr"‘ ....... Proposed Operation:.._.[g;iﬂ...if..ﬂk ..... S“B}”:'*f“

Diagnosis: ........... PQ,LL TYpalaing id HTM QCWW‘“M .......................................................
B.P/CRT: oo R weight: \90K)  AsA physical Status: 011 _;/2 03 D4 O5
_ % B)/ ( Laboratory Data:
Hab: ﬁ,l/ﬁ, GRICORN <. e Protein: ..........ccoeecevecvnne ;e o SO X-Ray s e
PO o R L[ A A SR | O HBS AQ: ...coconviivvseine BEB s niltsntini:
WEC: ﬁ'w" 7)‘3 reat &'C ol Bl HOV: oo R ——
Plate: ........ RN l“'t | e s mi ])ir. Bl o Blood grougt AV Stress/Anglo: ...............
PTE oot it Rt e [ e e TP PR ocoibnnniiia Tt s OO ..ot
] 3 el T T S S L RS Ak phoS: ....cocoovevireiirennnns T44}
[ et 2 T M o AMYIASE: ..o, TSH ... S

CML*’“”,L/ SGOT/SGPT: .......ccoonnrrene Allergies:«H"nu fic ke R’*NUM M ;}{ ¥))
Medical tistory:  ovs: —H) LN " Ay, ' o ve Lips
RESP: 1) w Diabetes ;<\ & ¢

oNs: (D) ‘H—?@ R,:U[fj_jfe%, L, Wy h@gé%sém
Renal: (0) 'infn 1& “;‘flbt SQ Wi ; WA,Q;% Mv’ur

-y =7 R
Hepatic / GE : (= ) Physical Actvty:

A Jle

O’mers:@ | sgadoidh. ] g‘\XﬁX:}fL—,

Past Anaesthetic History: ,Hﬁ & Pyen . U {W d,u._,\n, i TPz S
Physical Exam: FMwbocdony NPt dowe - = N¥ -
Airway: MP 1 @ 34 Mouth Opening: %{,@ Mentohyoid Distancéb}) Neck(\@) Teelh:N o\.ODVL H"h\

Lungs:ﬁml@‘)' ¢ Qan Ne e
t LuBE

ons: (e ¢ Qs oA

Pregnant: ] Yes ?/No I NA VenousAgcess S'[t T,

Anaesthetic Plan: [IMAC [JREGIONAL /z/m-m [1LMA

Spine Exam for regional : Cexya e g by A
) y

Peri-Operative Plan Explained to the Patient: )zrVes 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Insiructions: Nﬂ'f\-’ o QLV” S"QJ"
1. DVT Prophylaxis :

A0 WO-Lih ’W L<:Water/DRS 2 Hours . 7&1\»- walu
L'l d»\ b | mg 2. NIL ORA! St & flincs
] i 3. Informed Consent: Standard O High Risk
4. Post Operative Pain Management, 7 Discussed with Patient
. Other Instructions;

) L e 1/
o DRepert L gz
Signatur e NameW'D"\“}/%”"’“ ......... . \"-’r“' .................................. ‘ \' ..........
A i e
Docu. No. : RCHBH /FRM / CLINICAL / 044 ) Comdimne
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Pre induction Assessment: i al '
N A
Change in Patient Condition: 1 Yes [ No JFasting Status:
- 3 : P Y L ¥ ]
Physical Status: [} Patient |dentified [J Consent Present O Cr)art Reviewed '
" as a - i [] L]
HR: | B.P/CRT: | Spo; | R.R: | Last Feed:
Pre-OP DIBONOSIS: vi.coimeiaiusedssosisisismioiginesssiiassanss Operation: ......... = S S TR Date: .o
SURGOOITY 2. i i bowogs i dhth susminueeiilionss eurwbsibhptiessoniisuassin Anaesthesiologist: ...........ccoeveerieicrieececeeen TOCHRICHR ........oonnoemmenmasafunnese
TIME
N,O /AIR /O, LPM L
HALO /SO /SEVO Antibiotic
Drugs: -
= 7 iR ~ | Suppository
Blood Loss
N il Sle ot T >
FO, /Sa0, [ A . %
ETCO, % t
Ece ;
Lr;::am 5 Bl . NOTES
0 4
8 s ¥ b i :
&
BP 240 " ; :
V Systolic 220
A Diastolic
X Mean _ 200 .
* Heart Rate 15
Tourniguet on Time
Tourniquet off Time e
140
Throat Pack in
Throat Pack Out 120 I =
100 = -
80
.‘60‘ 1
40
20 .
10 - ¥
0 W/
" ABG
LAB Values L]
GABS
Others
[J  Equipment Checked and Temp: Induction Regional:
Functional [J HME ] Fluid Warmer owv [ Inhal Extremity Specify:
O BP [J Cling Film J OH Warmer [ PreQ, 1RSI [J Spinal ] Epidural [[] Caudal
1 Guif.SHE;........cw...n * [] Huggers  [J Cotton Wool [ Others Tt R e e R L o e
[0 AmtSie: ......cconenee Othy e
] EKGLead ° g O Mask [ SGA T
O T I, Times: [ Airway ] Oral [] Nasal R Site: .
emp Site
O FIO,Monitor Anaes Start: ... [ B SR e, gonpeaatm ) Needle Size: ........................ Depth s
O Agent Monitor R SR i [J Oral DNas.aI [JCuff * * Parasthesia []Yes [JNo » .
] Pulse Oximeter OPEnd: .............. [ Tracheostomy [] Topical . Catheter at ski ................... cm
[ Capnograph Leave OR: .... L BV i s Ot NETB BIBOHEY L coiviessssiusianssinsissivisssiiiiaisn
[ Ventilator Anaesthesia: [ Awake (] Direct Vision Bolus: ......
[T1 Nerve Stimulator [J GA N7 ; O VIqemLarynguscupy [ Stylette / Bougie Infusion: ...
L] Monitofed Anaesthesia Care v [ Fiberoptic Block Level:
Posilion: ...xi.........cccoounene . S
: v [ Regional ~ Blade# .............. AHEMPLS: ..o Commank:
[ Pressure Points Checked - 4 ! leﬁcult'y L R S
Ling (Size & Location) ) Transportation to v
Eye Care: ' > t] CVP: [ Bilat = BS [ PACU Ll ICL! ] Other
[ Oint ] ART ] Semi-Closed Circle \ Relaxant Reversed [JYes -4 [ No [INA
[ Tape A :
[ Padding " gx " EI g:;:::dmrcle Name of the DOCION ... sessereneas
, L Awake O o Signature of the DOCIOT :.................oorrrororeveeeeeeeeeeennnen
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POST-ANAESTHESIA CARE UNIT RECORD

Received in PRGH BY 1.0 hinniis i s i Time Recalved : ........ ..ot ittt TimeDichaigad ;05 et
250 250 | v Cannute SHB : o.veceeoeoooanennnsasenneesies
240 240 A
L 230 230 | [] O,Mask [J Nasal Prongs
- 220 220 | ] Tracheostomy [] T-Piece
%] 210 210 3
L'_ﬁ 200 200 [ Oral Airway [] Nasal Airway
oS 190 190
g 180 180 : .
o 170 170 | Vomiting : Yes [ No o S R
] 160 160 = 2
= sl 150 | NG Tube: 1 Yes [1No
v 140 140 | Drain: ] Yes []No
130 130
A 120 120 Urinary Catheter: [ Yes []No
110 110 = -
A 100 100 | Chest Tube: ] Yes [ No
= 90 90 7 Yes CIN
e 80 80 Nil Oral ] Yes [INo
i 2] vruds
o
. 73] 50 50 Ol FoatRs oot
& 40 40
30 30
» 20 20
10 10
0 0
SPO.
POST ANAESTHESIA SCORE IN L SCORING INTERPRETATION
(Modified Aldrete Score) 30 60 90
Able to move 4 extremities voluntary or on command =2 = E %
Able to move 2 extremities voluntary or on command =1 ACTIVITY A Minimum Total Score of 8 is Reqmred for
Able to move 0 extremities voluntary or on command =0 Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION : 2 . .
Apneic =0 Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 i i irian:
BP + 20-50 of Pre Anaesthetic leve =1 CIRCULATION SDECE below by the Dlscharglng PhySlClan'
BP + 50 of Pre Anaesthetic leve =0
Fully awake =2
Arousable on calling =1 CONSCIOUSNESS
Not responding =0
Pink =2
Pale, dusky, blotchy, jaundiced, other =1 COLOR
Cyanatic =0
TOTAL
. PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Pain Tool Used: N PASS [ FLACC [J Wong Baker [ NPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
ANESNESIOIOGISE NAME | oo beeesesses s sessrs st 2. Forpust syl SN SNER Witk cORYIC PRin; SRS Wikt Seyors po
a.  Every 2 hours for first 24 hours
ATERRANRRIROOIIE SR,  ..covicicisiiiiiissisimisisssssissmsssnisminisiossiosnssismdissnnisi b N S8 R ety A
c Prior to pain reliving intervention
Date & Time: d With in 30-60 minutes after pain relief intervention
e T Transferred to Unit by (PACU): ............cooooieeeeeese e seessesssessnnens
PACHNINSRENRBIREL. ..o smimsanssimrenrens Date & Time:

Date & Time:
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DALE: coesiasessassmsmssansassrsasassasesss Ti'me: ....................... PrOCBALIE G0N DY cosesrssmssssssesssssmssssspssssess s s
CSE /Spinal /Epidural POSHION & weeceenmeenses SPACE vvessrrresssssrmssssrmssssesssss Technique (LOR/LOS) woceoevmnseneeses
012011 SOSRORS R Catheter at SKIM: ovceuumressssmmmsssesmsseeeess HBITPES © coreeesssmsmssssssssssssssssssssss s
Parasthesia : Yes/No if yes 7 I SR St S
T ——

Any other issues :

Delivery Details THME © woveereramraeneraeness APGAR: ...coveumrerarinnnes SVD / Instrumental / LSCS (if LSCS Details)
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Mrs & = »

Department of Anaesthesiology R s LAY, E'a‘lill’l:;v'\‘f,s ® i rthRight
PRE-ANAESTHETIC EVALUATION | [[[[ [N~ Hospital | R@pzzzmn:

Name: .. MWL T ‘gﬂﬂum ............... Age: o) B \P ............... UHID.No : "4 2 R £ L{Q—dj

Date: .......ccceve. 3 '*"QL .................... Hne: ... U'QQ?’V"’ Proposed Operation: ...... ‘T[-— H’_AELKQ-PQ?HEM.J
Diagnosis: .. P:NL;.. ............................... o S gpMW ‘(AAL(L ...............................

B.P/ CRT: f%?..[.ﬁ.?/un 'SQ}WWenght 44 Uj_ ASA Physical Status:  C 1% 3 04 O5
\ Laboratory Data:
PRSP BV it casois e X-Ray: .t
T > S M AID: Hes Ag: ..} 1% ECG: . U.éK(
) creat B4t TOWBIE e HOV: .kl 20 Echo:
” \ Q% \GIU-'\ B oo Rt DIF. Bill: oo Blood group: .....W*‘S‘ﬁssmngio.
T LDH: oo T3 \\ST - NS
Cilgeder Bt i, AR08 ..o T4 .. l
ST LR I et S TSH '\Qr‘ @
B e v MR ... Allorgies: Yo v b A | !? Bhes
Medical History:  CVS: W\ ! 2022 ou Tab. QUM&\).M, Tmq ., \"Pﬁ-}
’ LY it
RESP - Diabetes : ’“’"“‘ﬁ’*ﬂ
oNs: mlp Bleod ey 1Gpenc |
Renal ; b Urﬂ.&%aj
Hepatic / GE : Physical Activity:

Others : nivo H%po‘ib‘-trwq, ¥ 200b ™ g '_Um.umﬂm lILPM"f . (‘_p«cy « o2
Past Anaesthetic History: Wo pvev  Leg r[—# 10\-" ‘ 3 an CUMMJA‘@? ) -,
Physical Exam: WP E’,"\,\\1 i

Airway: MP 1 2@-}’ Mouth Opening: % g,f,% Mentohyoid Dis’tance(a*) Neck:(m) Teeth: pa.Lb beeb o
Lungs : CR,,U ' s Chobweol .

Heart: 31 Q,@)
o oty Andaed

Pregnant: [ Yes ,G’Nﬁ LINA Venous Access Site : :I(AuSpine Exam for regional : @ ™
Anaesthetic Plan: CIMAC [ nsmonnzﬁ'm [ LMA A-ecet
Peri-Operative Plan Explained to the Patient: ,Er@ O No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis : Co covdoale Lod e 7(
A [\f&)mm ‘D’M Water / ORS' 2 Hours Ex ?
' = 2. M GRS
CLinmy™pive Crmg S . o
— 3. Informed Consent: ] Standard [ High Risk
4. Post Operative Pain Management: Q*ﬁ'l{ussed with Patient
5. Other Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 044 e oMUl alall
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ANAESTHESIA CHART

"2
Rainbow® o
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Hospital .

s

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

] Yes No Fasting Status: Wﬂd
Physical Status: _Patient Identified Monsent Present Chart Reviewed
I Fi
56| mmpu4 | BP/ERT: 49fnwn | Sp0; Jog 4 - [RR: & /rvwy [ LlastFeed:  >gfhey .
Pre-OP Dlaénoms abn ﬂk’dﬂy Operation: TLH i ﬁlkéﬁl«f’mwwmy Date : 7. ] 7 ]gZ@
Surgeon 4.5 Mﬂo% .................. Anaesthesuologlst 91 ...... adusill.. ﬂu&' . Technician: Q?I/ﬂ% .....
L0 h:: i l-’h 243 )
NOIAIR LPM W /4 g2 V2 /1t 2 A e ———-——:a
HALO /50 /SEVO .| 297~ L-V] alrt tlea A==k F UV D Artiblotc
LA .
LSuwosmN'v
Jiog | N Dleeo fFenpactoof
;3 LA+ AR Utpore,
o
- Blood Loss
LYY,
ot GV0- (ovhf
AT &1, p) :
2] 24714
£ E NOTES
- 770
B S e C— ., )
[] "] i
ap 240 -
Vv Systolic 220
A Diastolic
X Mean 200
* Hear Rate o
Tourniquet on Ti
Tmmm::'l':": 160,
140
Throat Pack In -
Theoat Pack Out 120 A} v R aadPrEr PR ramr
1 = 4 - g o W A 2 vy s
' o H LAY AR A 1117 XX T
60 P - oy f *_ N =
40
20
10
0
o -
LAB Values !
m ad
E/dquipment Checked and Temp, Induction Regiongl
\Q/uncﬁonal GA@E [ Fluid Warmer Ol Extrem Specify: ..
P [ Cling Film [J OH Warmer Pre 0, [JRSI [ Spindl [] Epidural Ij Caudal
\D)guﬂ Site: @ WL~ Wg%er's [C] Cotton Wool [] Others Others: .\..
O Atsite: . O3 Other Pt |
Ejke oot D [endb’ ke O] Mask  [JSGA o
Temp Site SN - ] Airway O Oral D Nasal
t"/ 10.Monitor Anus 5‘3“ ibls Q/E‘,f# A, e Neede Size\
é/ gent Monitor OP Stat.......... \ " Oral _JNasaJ ’_'Cuﬁ Parasthesia DYas O .
ﬁ/’ Ise Oximeter OP End: . 3 L' ” D T cheogtomy [ T cal Catheter at sn . ,
nograph Leave UR e [V) r— Drug Name &YONC: .....ooovvvoiveiee e |
+" Ventilator W [0 Aw: [ Direct Vision L
] Nerve Stimulator ﬁy GA \_ngéga Laryngoscopy [] Stymtef Infusion: .......
[ Monitored Anaaslhesna{:are ) Block Level: ..
y U:‘}hﬂkﬂf”j; Regional Blade# 2] ttem Commtie:
Lmu (Size & Location) ! Transportation to
Eye Care: CICVP:. (] Bilat = BS f [ PACU O %lv g ﬁmef _—
O Ok [ SemiClosed Circle Relaxant Reversed -+ es 0
\-}\)}:‘%‘ ' QX QQM@% g/g;t::lcmg Name of the DOCIOT ©......ovveveiciiieenircieesireeneees
¥ Padding [] Other
Awake M ‘N' l Signature of the DOCON :........couemermrneinicitiiinniainis

| -
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POST-ANAESTHESIA CARE UNIT RECORD

Time Received : ....... 3‘&-9["w)

%

Rainbow® 1 o
Children’s | @ BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the fittie. Your Right to a Safe Delivery

Timeé Bisthargea e S AT A M. 0t

Received in PACU by -~ & __ f\thjmw

L
250 250 d/
o 2% | v cannuia sie pﬁ M M
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POST ANAESTHESIA SCORE MEIES T RING INTERPRETATION
(Modified Aldrete Score) " 30 | 60 | 90 ou SCORING
Able to move 4 extremities voluntary or on command =2 .t o %
Able to move 2 extremities voluntary or on command =1 ACTVITY \ i A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
gtﬁa to deepI brugv: & uihounh freely = f
yspnea or limited breathing = RESPIRATION : & 3 :
Apneic =0 i = Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =72 i i ician:
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION f), Space below by the Discharglng Physmtan.
BP =+ 50 of Pre Anaesthetic leve =0
Fully awake =2
Arousable on calling =1  CONSCIOUSNESS |
Not responding =0
Pink =2
Pale, dusky, blotchy, jaundiced, other = 1 COLOR rl_
Cyanotic =0
TOTAL g
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
pi ¢ d,u/U\
Ut Mo| 240w Ofto B € )
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Pain Tool Used: (] NPASS [ FLACC [ Wong Baker ;}PS//

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

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

Reassessment Frequency:

1. Every

’J% A Transferred to Unit by (PACU):
...................................................... Date & Time: .

eight hours for all hospitalized patients.

2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b.  After 24 hours every 4 hours

gb (Xc‘ Prior to pain reliving intervention
\ d.  With in 30-60 minutes after pain relief intervention

o (316 L .3 1agm




%

DC R Rainbow® . L.

: Patient Sticker | Children’s . Bll‘tthght
e el Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DAL; snmmmnsvan anam | [ f PIOCRUING OONE DY i iidtiiuis, iiiirisssonisissmsssisisssissnessssassassbunmudygsss
CSE /Spinal /Epidural Position : ........c.c..... BPREE :.....oeroeeisresnsrpinorenasaesns Technique (LOR/LOS) ........cc........
DY ooviinidninitansisis GOt Bt BRI .. coioivasmssntuassonsassunansts DUIIVIONS © ..coonistiiedimspis s b AR R s
Parasthesia : You/NO I Y08 fIAlE ; .....i.c...coiccmmummmmpsinsibamsrbabasinanssiassssassas b dhnsssantianmpscissaissnsisansfismsngiisnsbsnsssssns ‘
SOMKIDN. COMPOSIION © ...oivimimmmmmmmiandmiimins i samemnmman et lain o

Any other issues :
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B cccrmssamssrmsrmsenmnssmasessgomnlorggroanpmpssdmeBb Sl ittt S S st RS oo
Time inkskon Fuie Bolus (.ml) Leve] ey FHR Comments
(ml/hr) Left Right | BP | Pulse
Delivery Details : ~ Time : .....ccccevevenenee, T T SVD / Instrumental / LSCS (if LSCS Details)
Cathieter Removod by 8l TID INSHOCIBEL: ... cc.omuervmessonstsessninionssrinsiimiitsssss srsasstssashas s oxsfusnsysuis Fiss iamisss ssssstiaRis soRs s saRa
B o TS N SRR R SRR SO 07, SR SR TN R S, B N ST SN Pt

Discharge /Shifting ordered by
DOCOr SIgNATUIE: .......coouiiiiieeirie e
DOCOr NAMIE: v it v spsssnss e ibs e Bmssazasilhssss

Date aN0 THNE ;...coovrermeeiistssnnmssssnerrsssonmosesssmnss s strasshal Ly aerans
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INFORMED CONSENT FOR SURGERY oR 1 il AT r—
SPECIAL PROCEDURE oopial | () mmenos

Patient NameM“TgﬂPlTHA Gender: [ Male /Female Age:......':f..t.’.... RN
UHID No : E)PSH’OO%?;HZS% ......... Date : —:”:1[—20}6 :

Instruction:

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

I hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation / Avoid technical terms)
LTTOTAL .. LAPROstaplc. HYSTERECTO MY RILATECAL
e SHLLIN.GECTo M .\7 ........................ S v SRR T |
.............................................................................. ISTHSQYJH%.

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

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

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

M(cl 34 c@u\.u.em.{o.\’.\....ftn...(‘).P.er.v.\....Auv.a.&m., ...................................

My signature on this form indicates that

1. I'have read and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

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

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

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

Name of the Doctor who is performing the Surgery / Procedure: DYS H{QUT H]QEDD%
Consentee : Patient Attendant :

Signature : ..... /Smdy ............................... Signature : ...... VGLQ’L\) ..........................................
Name: .. JAYS .. T-Sovtlaa Name : 'Ikumm@(g&aldfﬂ,

Date & Time : (—]—f,:lllulrg)c('“?ﬁ""\ Relationship with Patient: 'P[‘-‘%O!f\al ........
Date & Time : ...&.\..f—k[.loz.&.;....ﬁ.:..g.z..f.\h...

Doctor (who is taking the consent) :
Signature : ....... ? § ... ; .... E . ) .............................................
Name: ........... DYD‘U;}‘R

Witness :

Docu. No. : RCHBH /FRM / CLINICAL / 027
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PATIENT TRANSFER FORM Hospital | () omsonsrme

It takes a lot to treat the little, Your Right to a Safe Delivery
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
“;5.00176061 {\
00334853
?n’::‘;numm!—*s“““"“ ) :l /:{ [7\(3 @ 8% 1 [4 [Xé @ ?‘\

\smﬁ\ \“\\“\ “\\\\\ Transfer Ordered by Reason for Transfer
DY Shwrl Yecui Posd 0P

From Unit To Unit Information to Attendant
Yes No[ |
BT 320 //
Number of Sheets in Clinical File Personal belongings including - i ) :
clinical documents. If any handed Patient shifted with ID band:

over to endant Yes/z/ No| |
Number of Imaging Films (w Yes .~ .

[\I;{ i Yes, what? ..S.n).\(?..‘!..:l@?...ﬁ‘.i.‘"%g L e N T R
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
: /
- e

3. /V

4 0k
e

Shifting Summary / Notes Written by Doctor :  Yes| | No| |

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

T\\C‘thOlWCLM Lra\\& D SMUJM ' cclqu -

Patient & Clinical Records Received by :

Ay
&ﬁf%w 0

// L [ 4
Date & Time of Patient Received : P\ \ G b

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
[ ] Unavailable Bed ) [ | Nurse not Available | ] Available Bed not ready

Docu. No. : RCHBH / FRM / CLINICAL / 102 (26)
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NUTRITIONAL ASSESSMENT FOR GYNEC PATIENTS

Date: 8’|?19.G Time: ...&:20amx..........oon....
Origin: DRI~ Height: ... |2 Bcwn.......  Weight: "I‘ﬂ‘-gs BMI: LLI&S?—EIW\L

Food Allergies: T ) S S T RSN TS - 5 i ST I e s

Diagnosis: POD‘?ITAH“F&S(JU}‘@LLQ{IWSQOEPKI—LK% }C.:zcnd“mhﬁ) ............................

Medical History: HT’\‘:HjPQﬁ\:}Aﬂic& FETII e .. —

T ) Ty S o RO S e
- Vegetarian (] Non-Vegetarian ] Vegan

A RS SR Se .t...\:&?ca.\cx....l?.mmn..ci’(ek ...............................................................

Patient’s / Attendant’s Dietician’s

Signature: ‘B’ Q"’qh‘n‘_‘ ........................................ SigNature: ..SERIAB: oo
Name: ... 2> ‘Q"G" VT . S Name: . ~SORDA... e e
Date & Time: . B{2H28 ... VL X R T 1 N R———

£ 30am

Docu. No. : RCHBH / FRM / CLINICAL / 186 (PT.0)




DIETARY NOTES
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Time

Notes

Sign




