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SURGERY DETAILS

il

Hospital BY RAINBOW HOSPITALS

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

m § Children’s .Bir’thRightw

ender: ﬁf:ﬁt/l/le«iﬂ ward: . OBG.. 0T .. UHID No: APH- 0000 (L8 Y

ate of Surgery: %/ﬁlﬁ J0T-1 [J0T-2 [JOT-3 []0T-4,.~0BGOT-1.[]0BGOT-2

AMOUNT
Surgeon N 74 A o\ { ordan (2 SA AN /Q€JL-/ ..................................................

2| Anaesthetist - \"-1 O YOO BT . . = N
3| Assistant Surgeon : 2 KEPERASERIAN "o b i st -
4.1 OT Technician Kubgwn ............................................................................................
5. | Circulating Nurse : ............. S .E§..~.....L&Xm1 .......................................................................................
6. lAssistant Nurse stgnlaﬂnq .................................................................................
Spec*al Equipment: [ Laparascopy (| Broncoscope (] Harmonic | Morcelator

(1 C-ARM (1 Cystoscopy (| Versa Point L] Liver Cusa

| Neuro Cusa ] Others e,

|5 b Reﬂj

Signature of the Sur§eon Signature of Circulating Nurse

Order Na: qél/LQ/jL ................ Lo R B ORI

Docu. No. “RCHBH/FRM/GENERAL/114
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000012 - = _ _®
[ Fa g, Chitdren's | @ BirthRight
Dr. k g 4M19p i BY RAINBOW HOSPITALS
l ”’il’mi ‘,‘I?‘I"IJ/" " ONSUMABLES OF OT Hospital . L
g staff I'/”” /l nician ; ..... [\ AR |7 T S st Date : ij( ..... 3211 B -
thesia Disposables esuod Y usea | Surgical Disposables oo ¥ ..o| Disposables (Baby Side) | OV
ET tu Major Pack Inj Vit.K
LMA Sutres /0 b1 Ol | Cord Clamp
ECGledds:A/P/N 02 Suction Catheter
HME filfer : A/P /N N Ut afHuptfed 12)80) | Feeding Tube
Syringéis : 10 cc : Vaccum Suction Set
05 cc o) | coes H\p9 3 | Surgical Gloves
02 cc 0\ Gauze Pack
01 cc Syringe 1ml / 2ml
Cauterw plate:A/P/N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL 0O Cautery pencil
NS : 104!/ 100mi / 500mi / 1000mI Koochies \ 2G ’ \
Ointments
Suction Catheter A
Cap, Mask /
Gauze Pack /
Mop Pack /
Steristrip &
Underpad 01 ¥
Draw sheet (249 (0 Qe | O 7
Abgel £
Ondansetron Foleys catheter /
| 6\ | Urobag ’
Chest Drainage Catheter
O\ | Romodrain bag
Bandage
Tegaderm
loban
Double J Stent
Vaccum Suction set
Plastic Bed Sheet
Betadine Solution
ol Microshield
Cotton Balls O1
0| Latex Gloves
Ramdione Scrub
Saral

Surgeon 6 l ,)/% @naesthesiologist Nurse OT Technician
Order No.{: q L 7 Ordered by :

Doc. No. : RCHBH/ FRM / GENERAL / 125
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Rainbow Children’s Hospital - Banjara Hills

,Telangana, India ,5

8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad

00034.

TEL NO :+91-40-4466 5555

WEB : https://rainbowh

ospitals.in

ADMISSION SHEET

Registration Details :
sion No : IP5-00174052

Co-Consultant

Admit Date : 20-May-2026 Admit Time :09:19 AM UHID : APH-00001284
Patient Details :
Patient Name : Mrs G.MAHANANDHA Age :31Y4M19D
Gua : Mr G.MARUTHI pDoB : 01-01-1995
Gen . Female Religion
Occupation Martial Status : Married
Address (H) - 13-4-239/9/78/A KARGIL NAGAR.KAMCHA Phone No 1 6304311773
ROAD Asif Nagar Hyderabad Telangana INDIA E-mail - NA@GMAIL.COM
500006
Adm ssion Details :
: DAY CARE Bed No :BCDC 418 Ward Name : 4F-BIRTHING CENTRE
RoomNo : BCDC 418 Admission Type : First Visit
Cont: ct Details :
Name : Mr G.MARUTHI Relationship : Husband
Contagt Address : 13-4-239/9/78/A KARGIL NAGAR.KAMCHA Phone No : 16304311773
ROAD Asif Nagar Hyderabad Telangana INDIA
500006
—
B llh
Si§nature
Doctor Details :
Doctor Name : Dr. KBHARGAVI REDDY Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : SELF Phone No

Payvlrnt Details :
Payment Mode : Cash

Deposit Amount

Payor Name

:0.00

: SELFPAY

Printed Dale / Time : 20/05/2026 09:20

Printed By : 015513

Page 1 of 2
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1t takes a lot 10 treat the little. Your Right to a Safe Delivery

IP5-00174052
]

ACTIVITY RECORD FOR BILLING
i Rt TSP SRS S SO T NUE N SR I AR o
ibiNe - - s BNot — - - s o Cofstlilants. ;- s o0 o Pepkeay. Lo o
Date of Admission: _ _ _ TROR L & s Date of Discharge : _ _ _ _ _ _ _ _ T .4 - = =
Reom /BedNo:_ . . | Wattlice - oo Sos o L Suggested Billablebed type : _ _ __ _ __ __ _ ___
WARD TRANSFERS

Date Time From To Signature of Nurse

Cross Consultation Visit

Doctors Name Date Order No. Signature

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




INVESTIGATIONS

Date

Investigations

Order No.

Signature




1
MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting :
g Equipment Time Time Order No. Signature

§9\9| £ prdioe wos AED | > g at]o5\ & udkbha

el

A=

S\}*

= = 3 — "-F_*—JF -




PROCEDURE

Date Procedure Quantity Order No. Signature
Ao T;&Eﬂb Dy ‘olaopmonﬁ\ a6 A DS %L%
snl&@% l(mc otlasl 6 Qlo%u)n

S

4
2

N

e

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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PH_Q{.)BO HANANDHA W19 0 F) Rai bl-gwa s
S Children’s | @ BirthRight
y\i\ﬁ\i\i\'\i\“\ﬁ\\\\\\\\\\\\\\\\\ rospital _ | () zeneemm

I.J. AUMISSION SHEET FOR GYNECOLOGY

Dt of Admission : ... 2 9.1 5,26 ............................... Thote Of ABISSIIN T ..ok iisssssineonss s G

ARRIIRS! . i lepr ........................................ \ ot know any drug allergies

-5t PRESENTING COMPLAINTS : --+sreeeeeeeeesssssssee oo oo oo o

& PY;m’.CfﬂOWOCJQ’ 1ot oules J Lotk - ;
-} Comuw —r—\.% ((_f(jl»%\\ with, /S\ﬂmr][) ({ler

{24
4"5/cm.~am gl - 2526w i
lj\u).lﬁ . SIUL} 16\;}’(8' PLT,. ;}MHH.'j\,\ Nc,rj{ﬂpu Cov im,w‘-.ﬂ i

AC- (4, EFw - Gagram (655-) , ¢f Langth —250m
- A6 Jonﬁ with ""\"W\U 03 d_'ﬂ{d . &0 3i9u #F *Furvui: :1 .

MENSTRUAL HISTORY OBSTETRIC HISTORY
Year of Marriage : 0? 0(% Parity PYE’ m"cfﬁ»\f v A-C’A / P+
3 T Q| Con e PP -
Previous Periods : 1Y¥% abes IMW( 4 Mode of Delivery : —+
3 Wondlny. RBooked ok
LMP : 5—) ol|2006 . | Last Child Birth Ruks f G4 .

Contraception: M 14—

e A3l Lo {1

PAST MEDICAL HISTORY PAST SURGICAL HISTORY

} el i D?oc,\noaHC /brwij\—l'?"”i?

B0t Bleod Sprovfiiba” |, yce gy iolOREd

[H R e Ly P(OD. b

Degu. No. : RCHBH /FRM / CLINICAL / 086 (PT.0)
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e
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.,:j’o»\“‘ruv— DMalCJPW*A)

MEDICATION HISTORY:

i = L N =2

i ‘S\':%e»\)('r:
T Ethap v
Copsuiiey doorg

Datene[)"' 26 Breasts

Ht. Wt. 46_(7_%4 @

BMI
Bp: Y !:{«mw’nj .
Pallor__ A (QS(M -

ovr_S15, D
Respiratory System R PI&E ) 4o ‘H
Thyroid (N

Abdominal Examination

pla ~r 1owtt

Local/Speculum Examination

|

Bimanual Pelvic Examination

............................................. -

PROVISIONAL DIAGNOSIS : ?ﬁm?wc\\ ]H Hask 'PQ} )4'& (ﬁdha"

INVESTIGATIONS ORDERED

PLAN OF MANAGEMENT

(- AtVE.
Vived - NP
3hhe: - 106

e ¢ - ”;XOO

PLF — 499 L.
y Lyl

—

(Y — 35 =26mM

1) Aémrs}fdv\
9}‘\/ Connolohon |
9 1y cefodd i 4@\»«’3}@.5

4 st & Tndeored  Lovusl

¥ AvF
b) fm} WPO{@W\
2 My, e o1, poeat

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

U{ZR)N%&

Name of the Doctor :

Signature of Doctor 93%—‘

REBTY PN

20]5l24 -

Date & Time :
J
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PROGRESS NOTES AND DOCTOR'S ORDER
Progress Notes Doctor's Order
\\e |, £0 -0 | ¢ erdsn) eupetan
il ‘ 3
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B-rjoofeo-aty 1) opmhs b
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Efa 400 [.0nR 4 ¢ Now—‘cw%tc&n'—‘f*"f
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FHe ® ) O Py gle.d
Pl Mid Bl @ b/J Dt Clbd
”) 2
— GO futn
L
. 0000 | Cevid owcorclaye
q et !9}}/ &
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£f0 100" [-eng A 3] Wl £y Need
PlAs Oro s0uty Y Qv an clavted
velond Wj I-J-ijw fo
e &
‘“'_'%V- S’Ya..«.aﬂm\
_PLM Jﬁdwvw‘lé g
Do#. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)



APH-00001284 IP5-00174052
[ Mrs G.MAHANANDHA
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1t takes a lot to treat the Your Right to a Safe Delivery
a .

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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OPERATION THEATER NOTES
Patiént's Name : .......... Mqhawim .................. Age:....Ql.‘.“.}m/Gender: ] Male Dje/male
UHID No.: ‘A’FHOOOO,LS\[ ........................... Weight:......,._.\... .......... IO -

S]rgeon. %} LWanrgan R_CJL Asst. Surgeon : %KS—YMM

A!esthetist: Y. i i Hea V| o Nurse: lg Laatecs OT Technician: < y fQui,
P}-Operative Diagnosis: Pr\m H ] | qff’L s o8 ko'\/l" e
I

Surgical Procedure :

Indications for Surgery :

Date WO[({% Start Time : 10\130}4“ End Time : 1S 00 W,

Pré Operative Preparations:

Pcit Operative Diagnosis: fFo P—06

Peri-Operative Complications: plt.-

Operation Notes: G Ldhen €A ?a}\-cJ ellie.t i T8 e
- N i

Pavb padated ¢ e ped

[ €9)%u SYa YOURR

| ~ Vaovuel Laalin ve bacted eoltu Simps

ﬂ Sﬁa@gtom — V- daken Jet %LN eol

q Q@V\okv,l—q y S hovk Ceovvon wote d,

i vl Qu«!ffvmm 4 Pertcovey Lip ol Cecin e ld Bt

| C,’bmt«af’ hoidivg Aoff&(lﬁ:p(/\

—7 Mao &aumj,él b tve ¥ Pﬂuei Boite
e 41-—o kuot (?LeLLeJ PO tenienls,

Doc.j.:RCHBH/FFIM/CLINICAL/OQQ s o @m | L.Qr\/o 2 i 6&4

(P.1.0)



Amount of Blood Loss: Ao "Ml J_D ’ Blood Transfused (in ML)

Name and Number of Surgical Spec:men sent for examination:

l’h\"]"\ \)Qar guow—fSewi— ¢D\/ @l{lﬂ‘@ig%ﬁxﬂ"-]

<Per-Operative-Complications: o

 Put—op Tl

s PORM Y F/‘J;-—'ﬂlnm/\

i :r/ﬂ\) uui/) oowdfw

- Pwe "mcwe,f

. LOInPd ]rv Blee 4-,

@73(/&*616 Badles

LT §o5TFN%@m. 50

) T (Prodotou Wbow. Ty Owteedey 4t gm

i,

Fi

.y "716,81:( Xl E ?o{am ©p X'{CJ-U\

Y T PANTOP oy 0D X5

ST, Toou g T lalbo

Q/w G’Z/IQ/V TEEA & Scan

Name of the Surgeon: ...... @7"&}&@7@/\3 ﬁe—CJ‘Lj

SIONINE OF RSO ........cooaisinsmssrssmiiasisdanssirsiiistrion

Date & Time: ................ %/5/26,1 ........ N’ﬁ_"‘\"



N
N\ 2

“N

‘ it wl \\\\\
\\\\i\\\\\\\\\\\\\\\\\\

I\

Rainbow® 3 i
Children’s ‘Birtthght

Hospital BY RAINBOW HOSPITALS

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

| MEDICATION RECONCILIATION FORM

Drug Allergies: ......... N\\Dl’r ......................................................

v 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)

R o it R DR Shifted to: ......... s
S.Ng | (aenenlgfﬂlﬁ?tl:g:#:r Il.EETTERS) (mg?:::g) (Po.z%?;i, v) | FREQUENCY lli:feT/D#I:: ?gﬂ?gﬁ':g
1| 1 SHECAL XTI SR 0D |)q)sly |oc oac
24l T FCUSFP'N Fstyq  Po 0 /1(5'41 CJC [3BC
30| Coap. SYTEVY. 2vony|  Po BD | )qs b |Oc Ce
4 ¢ Ooe
5 / O¢ ooc
5 / Oc¢ Ooe
7 / JC ODC
8 / Oc¢ doc
9 / | JC OODC

10 / CJC OJODC

MEDI,ATION HISTORY RECORDED / VERIFIED BY

Doctoﬁ Name & Signature : ....... DYD{U*@‘ :

* C- Continue, DC - Discontinue

Date & Time : ............ ’)ohhi ...... PR - o1, e ORI

Nurse Name & Signature: .......... gL\ .........................................................

Date &! Time : ........ %i&{% ...... e *Qw ...................................

Docu. N* RCHBH /FRM / GENERAL / 090
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\\\\\\\\\\\\\W\“\ DRUG CHART

Date offAdmission: ... (Jlg Drug Allergies: .................... NkpA‘ ................... '\;A(ot known any Drug Allergies

\,\AN

e C( and A HA NANOH A, amlﬂ:w &

(\3}

mo“*‘ ..m“ Children’s .BirthRight"

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTO - 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.
NURSE - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SOS / PRN (As Required Medication)
Date»
DRU Time
Dos Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additionial Instructions:
Date
DRU Tige
Dose Route | Frequency |Start Date
Doctor’$ Signature |Valid Period| Pharm.
Addition@l Instructions:
Date»
DRUG Time
Dose Route | Frequency |Start Date
Doctor’§ Signature |Valid Period| Pharm.
!
Additiondl Instructions:

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



AFM-UUUU 1204 e e
Mrs G.MAHANANDHA

01-01-1995 31Y4M19D (F)
Dr. K BHARGAVI REDDY

IR

REGULAR PRESCRIPTIONS

Weight. ...

................ Ward. ...

Date»

ORUS: T DptA (g A AL

Dose Route Frequ‘ency Start Date

Tirvne

plal O | vkl

D¢ .

N&me & Signature of the Doctor
Starting the Drugs:

Or Suhbeh

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater

RUG: 1 TZAmwsL.

Time

Dose Route | Frequency |Start Date

wond 1o | TIp 12007

3

Name &Kignature of the Doctor

Startmg,ihe Drugs:

Additional lnstructlons.

Daily Doctor’s Endorsement by a Sign

Date»

o - D1 oo

Time

Dose Route | Frequency |Start Date

Som| po | Tin| 2l

“.l

Name & Sighature of the Doctor

Starting the Drugs:

T Suba sy .

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater

DRUG :

Dose Route | Frequency |Start Date

Time

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4



APH-00DD1284

e

e A Weight. ....vvvvvveeeeeene, Ward. ..ooovvooveeeenneeee
01-01-1993 MNY4M19D (R
Dr. K BHARGAVI REDDY late>»
Uy, = N E—— =N —
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
| Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor - - Dewe e
Dr. Sign. Dr. Sign. Dr. Siqn‘ Dr. Sign
| Additional Instructions: o e vose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme I Nurs;Sig. Nurs‘e'Sig‘ Nurs;Sig, NurseSig‘
Dose Dose Dose Dose
| DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date o - - .
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor Pose e Bose Hom
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: . b - fose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
; _— Dosage & Other ;
Date Time Medication bk e Route Signature ‘Nurses
3011126 [\ 0 ppy | NI CEFOTAYIM Agrac v | B 8%% htng
:- ?OH%. 16 0nun ﬁgﬂf d‘d%ﬂﬂc feeny P/l LA——HAd,
/b a’ \_L.ﬁ L
W | (L0 mﬁf’jw : i pesecdd YT
| T T - Lo
[ e
& / Cleel /A
Page: 3/4 (P.T.0)



APH-00001284 1P5-00174052

Mrs G.MAHANANDHA
014-01-1995 31Y4M19D {F)

Dr. K BHARGAVI REDDY
m ""N | LV. FLUIDS CHART Weight. ................... Ward. ..o

IAETRRR

Date Time - Composition of 1.V. Fluid Flow Ratel Doctor | Nurse | Date of
(If infusion, mention mi./hr = Mcg/kg/min. etc) Route mi/hr Sign Sign | Stopping Dé)ig[:})r _ ric,l:;e

) ﬂj‘ _ o

Ly Y T hent [TLE i@%%\ﬁz jj:
E

7,0\1?\% 0% ax &I\EM Dodeks i | et o 'L’D\f%

A

A s

Page: 4/4
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01-01-199 wyamssD  Fl Rainbow : B
Dr. K BHARGAVI REDDY Children’s @ Birth Right
(R — Hospital _ | {)zussmmes

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

Early Warning Observation Score Chart - Obstetrics

M CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
’\6 TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME
\-

Date

A

311221 1] 2 rara4.s5 617

w4
B
w
=2}
~
[0}
o

Time | 8 | 9 |61 E\l

> 30
21 -30
11-20

<94 %
0, (L/min.)
40
39
38
37 - L~
36 7 AT R 4
35 ¥
<35
170
160
150
140
130
120
110
100
90 £33
80 26) N‘\‘b‘w [
70 (3 4
60

50
SN T T T e
190
180
170
160
150
140
130 T
120 \Zh— | \14
110 1

X

50

130
120
110
100
90

80 -1

70 T -/
60
50

40

Alert [T FSE N S T0BC ST LU H AL

Voice
Pain
Unresponsive

> 30 ;
< 30

Protein + +
Protein > + +

Normal

Heavy / Foul |
Clear / Pink

OVAL YELLOW SCORES
' TOTAL ORANGE SCORES
| Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

¢ N
1 Yellow Alert :
Repeat Observations
in 30 minutes
Y J

/ DY

Set of MEOWS
Observations

K > .

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

Observations
in 30 minutes

W

J

-

N

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

in 15 minutes or continuous

monitoring

N\

* The Modified Early Warning Score (MEOWS)
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| Dr. K BHARGAVI REDDY Children’s Bll’tthght

ST - Hospital _ | ) umons

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

 Intake ] . Output LV site
' s : ; . . ebite | Sign.
Time | Naure Route NG | Diarthoea | Vomit |Drainage | Uring | Pmedits | Sion.

Mouth LV N.G —

Lonr-i

\0¢

08:00 am
09:00 am 23

10:00 am !QJL
11:00 am
12:00 pm Lppnd
01:00 pm m\ ot 3]

Intake : To M’} ¢ _ Total Output : P S€ed
| | 0200pm w | (@ i T &
03:00 pm :
04:00 pm
05:00 pm
06:00 pm
07:00 pm
'\. Total Intake : Total Output :
P 08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
_ 01:00 am
Tolal 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 :

= oge] L

T~

PRl
LEEer|

al 24 hrs. Intake Total 24 hrs. Output

Docuf No. : RCHBH /FRM / CLINICAL / 092
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It takes a iot to treat the fittie. Your Right to a Safe Delivery

~———

ShaghNes L fae o L,

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 gﬁ%ﬁ Route NG | Diarrhoea | Vomit |Drainage | Urine | Phlebitis 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 Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

08:00 pm

!
09:00 pm .

10:00 pm

Total Intake : Total Output : ‘V‘

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 Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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POST-SURGICAL CARE PLAN FORM

Procédure Done: ............... "CQ/”W‘Z%«Q ...... . ,
Post:Surgical Diagnosis: ...............cc...... POD"*O .....................................................................................................

Post-0perative Monitoring Parameters /Frequency:

Mewider  Afals — {/’2/%1 X 2 b,

Wmﬁd Care:

_, wl flv Bleedy ,

Drainl /Special Lines/Catheters:

nﬁ-""—

Spe*al Patient Positioning and Requirements:

Dam Meve jtcle 4o srde v Be

Nutritional Instructions:

PR Jev 22l

th\ to Start Mobilization:

o APty Weawivg oY Quneatlent

Spegial Referrals:

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

ther Post-Operative Care Needed including Required Follow Up

Bhagpe KQJA:

Treating Surgeon ,
(Signature & Stamp) Date: Zﬁ/f/m; Time: ......[.4A=nh

Note: Plan of care will be readjusted if necessary.

DOCI No. : RCHBH /FRM / CLINICAL / 106
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01-01-1995 31Y4mM18D (F) Tt takes & lot bo reat the iRt Your Right to a Safe Delivery

Dr. K BHARGAVI REDDY

AT

I conseT For ANAESTHESIA

Authorization By: Pfffatient [ Patient Attendant

perative Procedure: ........... T RO SR S =1 iy el A A Gl
naesthesiologist: ................. WQNLK"}TJ* .................... Surgeon: Wa ........................................................................
lease read this before you consent for Anaesthesia

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

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

Heart Disease (] Hypertension [ Diabetes [ Renal Failure ] Multi Organ Failure [ Hepatic Disorders
Shock (] Obesity [ Chronic Obstructive Pulmonary Disease

Eeclaratmn by Patient Attendant
| authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
(") Regional Anaesthesia () General Anaesthesia ] Monitored Anaesthesia Care

» | 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
L and vomiting.

| 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.

L | 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.

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

| 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: L@’\LM \
Signature: mm&h&/ﬂ: ........................................ BIGRONID: ... s cissiicsp ittt AR et
Name: ....... A ALAIALARL oo Name: ............... C.AX'W\A .................................................

Relationship with patient: ........... LTI T O R Syt e PEPPI Date & Time: .............. ](]% ............................................
Date & Time: .... 2. ld’{ ...............................................

‘Doctor (who is taking consent):

Signature: ........... \..)N/ ............. Name: ............. Dr AN AT ibidecs Date . ;,:o[ 26 Tlme..............r.%.'ﬂ.m .......

Docu. No. : RCHBH / FRM / CLINICAL / 021  (26) (PT0)
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It takes a lot to treat the little.

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSl)

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

De

rtment : ....

To Be Filled In By Assigned Nurse :

I

Name of Surgeon : .

Date : 2—01*51?—(9

T A L . 0 T Duration of Procedure : .. 3044
B0 T I 2 0 Date of Admission : .20l A124.......
dle Care Criteria : (Tick (/) if done)

Staff Signature

Eﬁlgle Dose Antibiotic  or  Long Antibiotic Regime

Antibiotic given prior to surgery ? % []No

Antibiotic administered within 60 minutes prior to incision ? La'ﬁs [ ]No
Name of the ANtbiotic : ................ T TR

M2

s

Hair Removal \F1Yes [ No  if Yes Surgical Clipper
Department where Hair Removed \=HWard [_]Operating Room

B e e T L I -M(J—

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

Patient's body temperﬁawr}mwediately post operation (Recovery Room) 34 °C
(] oral Or Axilla (Goal 36-37 °C)

Name of doctor or staff administering the antibiotic : B S’lSLmUMf ...........
Date & Time of antibiotic administration : ..... 261 51240
Date & Time procedure started : ............. 2@..I.b'ifz.é.@...10.)..5{.0...1‘.\m....

£

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

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

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

Dagu. No. : RCHBH/ FRM / CLINICAL / 038
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Children’s w BirthRight
PATIENT TRANSFER FORM Hosplead | .——
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
o T 20lrl26 (@ 102wy 20| ml 26 (@ o
01-01-1993 31Y4M19D (F)

Dr. K BHARGAVI REDDY

TR e Reason for Transfer
[N gt Ored by
or-plikitha Parl-opp

From Unit To Unit Information to Attendant
18 6RS M( No [
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

’oge?ttendant
_ 3 D= Yest No| |

If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. [tem Name Quantity
1.
P
3.
4,
]
Shifting Summary / Notes Written by Doctor: ~ Yes| | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

S;‘S’_ Z&%‘ i F ,ll Dy. M\U—H’L’Q

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 ] Nurse not Available || Available Bed not ready

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




AP} """"1284

J Surgeon DY" .................. Ckut ....... | Mrs  HANANDHA

IP5-00174052

L Asst. Surgeon : WV‘S’Y POPRRERRPRNs .cisssiciis ;‘;aunnsﬁw R‘E.DDY e — ain%w I Jmm——
SAFETY CHECKLIST | st D Miltiilp... | ot T ospi | @t

Scrub Nurse : A9 LADA........ Date : .M.‘..H‘Zﬁ-time e g YU 188

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time....|OW . Qeq | TIME OUT  Time:.).0.3. 2.0\ SIGNOUT  Time:...ID.. . Ak

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

|dentity ;)P/ INo introduced themselves by Name and Role =.Yes TINo The Name of the Procedure Recorded 1Yes—No

Site ng ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure g CINo Nurss Verbally Confirm Counts are Correct (or Not Applicable)  CL¥es TINo CJNA

Consent . -e/sHNo Correct Patient (Check ID Band) ~ _L¥Es ['No The Specimen is Labelled (including
Site Marked Ci¥es ZNo [1NA Correct Site #¥es CINo patient name) C¥es TINo CINA
Anaesthesia Safety Check Completed Lp(yj No Correct Procedure [1Yes-INo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning (+Yés ('No Anticipated Critical Events Problems to be addressed [2¥8s CINo CINA
Does Patient have a: / Surgeon Reviews:

Known Allergy? C1Yes (Mo What are the Critical or Unexpected To Surgeon, Anaesthetist a:nd Nurse:

i i ? Steps, Operative Duration, What are the key concerns for recovery )

AL I Anticipated Blood Loss? ¥es CINo CONA and management of this patient? (1Yes—INo

Yes, & Equipment / Assistance
Available

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

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibietic Prophylaxis been given
within the last 60 minutes?

Signature DTS"]E&S}\ ...............................
Name D?Q%S’ﬂ ...........................

Anaesthesia Team Reviews: 7
Are There Any Patient-specific Concerns? EP@ No CONA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns?

Is Essential Imaging Displayed?

Power Supply, Earthing, Power Backup
and functioning of equipment checked. O

JYes—=INo CJNA

s CINo

Name :........ Sl&»lﬂ’lkw .....................................

OYes CNo CLNA|

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Mrs G.MAHANANDHA

-

01-01-1995 31Y4M19D  F) 2

INFORMED CONSENT FOR SURGE ;i W.o | @ BirthRight
SHECIAL PROCEDURE RN Illr|‘||_|ﬂ|w;r; s ‘ el

It takes a lot to treat the [ittle.

i tNameC(MAH)arNANDHAr Gender: (1 Male Chwbefale  Age:..2.LYY ...
UHIONo: ... APH. ~.00.0.01284........ pate ;... 29151 24....

4 f::'.:f::ff...._C_E. R.C.L.A_(A_.G_..f.'.'_'_'_'_'.'_:'f.'.'..'.'.'.'.'.'.'f'..'fi'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'.'f.'.".'.'.".'.'.'f.'.".'.'.".'.'.".'.'.".'.'.'.'.'.'.'.'.'.
..... TR o o N‘AHANANDHA

{Name of the Patient)

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

| hive 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.

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

Mi signature on this form indicates that

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

2.1 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.

3.1 I have had a chance to ask my surgeon questions.

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

5.1 I authorize the consent to the performance of the operation or procedure.
N

e of the Doctor who is performing the Surgery / Procedure: ............. DYBHA(AAVJ

Patient Attendant :
o e hdf&, Signature : QCL?MN\-; .........................
i h(‘;.\n anueilat...... R G acetadal
Date & Time : ........’l..c:.[.r.llg.. ......Q.QJ.\M\ Relationship with Patient: .

Date & Time : QD\A’QJZ.QL .................................

: g‘ Doctor (who is taking the consent) :
| e st Signature : e A O '

s s Ed’e’ Natie: ........... UWD' o v s issens

o ?OKQQ’L,Q%’@@&N Date & Time : Q"-’) ..... '15137600«4'“\

D u. No. : RCHBH /FRM / CLINICAL / 027



