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* Mrs AANCHAL KANDOI CHI T
[ 20-01-2001 25Y5M21D  (F) Ra'.nbow, . B“.thRi ht‘
| Dr. PADMAJA YELISETTY Children’s g
e Hospital BY RAINBOW HOSPITALS
ARG TR T PR e | O s

SURGERY DETAILS

Patient Name: MHAmmM ..... k_auﬁfa{ Date of Birth: ......& .@..ZJI%Q.Q.’I .......... Age: ... A Yz

Gender: ... fogmnal e Ward e O e UHID No.: HNH.=0001 4093.......
PPLe~ 000 06814

Date of Surgery: ....... Li[‘l/46 C1aT-1 @6T -2 [J0T-3 []0T-4 [JOBGOT-1 [ 0BG OT-2

O Name of the Surgery : ..........CE RN L CA LB CLALUE oo esss s
ﬁ
L
Time in -5 2002000 ... Time Out :........ {l(fm ....................
AMOUNT
1. SHEBON. = ook Band A Bl e st sy iy
2. Anaesthetist gﬁ"“"iﬁli‘iﬁ‘iﬁ“mﬁ‘i"ﬂiii i
3. Assistant Surgeon : BN.N!“L i
4. OT Technicia HN26011606017 ¢
; echnician
N
5. Circulating Nurse : ...S¥........ KW‘W\Q\ ..................................................
6. Assistant Nurse @ ..o dLRUUVAGBOLAY M. oo s
Special Equipment:  [] Laparascopy | Broncoscope (] Harmonic 1 Morcelator
(1 C-ARM (| Cystoscopy [] Versa Point |1 Liver Cusa

[ ] Neuro Cusa 1 L 1 e B

n Signature om‘q Nurse

LD DB, A Order by: §ua7m44¢ ..............................

Order No: &

Docu. No. : RCH /FRM / GENERAL / 114
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HNH-00014093 1P26-00006814
Mrs AANCHAL KANDOI "z

Ll Concads @ . rainbows § SithRiant

i CONSUMABLES OF 0T e | =

Your Right to a Safe Delivery

Circulating staff :........... ‘JZO‘MW ...... Technician : ...J..\..0. \;,«a ............. Date : l// ....... ’6 ...... UM s
Anaesthesia Disposables weved Y oo | Surgical Disposables weved Y ueos| Disposables (Baby Side) e
ET tube Major PackQenatal Vil 0]+ i Vitk
LMA - Sutures "~ | Cord Clamp
ECG leads (A /P / N 0 -l cog) 7| Stction Catheter
HME fitter : A/ P / N " | Feeding Tube
Syringes : 10 cc oF Vaccum Suction Set

05 cc o (| Sloves 5@7 &N 0§ | -Surgical Gloves
02 cc f:nm vl £5 0| - Gauze Pack
01 cc Qqu,u)f (B 7 () LA+"Syringe 1ml / 2ml
Cautery plate :A/P /N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL &) 7/ Cautery pencil
P NS : 10mi / 100m! / 500mI/ 1000mI ] Koochies ¥t &b % ~Rous~ Crouys oN/
' 2 . Qintments { 0
AN ot heavy ( N-d r\‘\ 0 )/Sfction Catheter
Fentanyl . Cap, Mask &
Morphine Gauze Pack  [1) Yl n L
Ketamine Mop Pack
Propofol Steristrip
Rocuronium Underpad 0 L~
Glycopyrolate Draw sheet

Latyopyroate @ gun c Y 307 G |-t Abgel

Ondansetron _— Foleys catheter

‘Lﬂ‘ Pencan 28g/ Spinatheedie22 Q \_}lrobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
| Suppositories loban
Anamol : 80mg/ 250mg/ 170 mg Double J Stent
Supridol : 100mg — 9] | _¥accum Suction set 5
Justin : 12.5 mg / 25mg / 100mg | Plastic Bed Sheet Apvond 03 e
Tab. Misoprost : 200mg Betadine Solution ik 0| //_
CacgbIove y £ ¢ S [ Microshield .
o) e A O Y & | o] eotonBals e\~
N I 71 Latex Gloves o)1
Ramdione Scrub
Saral
Surgeon esiologist OT Technician

naest
Order No. X 6. 22K C(Zj ?{’E/B{'?Qrdered T L k5 o o S
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L= Rainbow Childrens Hospital-Himayatnagar
Rainbow
Lhildren's ; . , . .
: Blsthe 1~ Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospital . ; .
Ratabwr quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA 500029,
040-48873000, info@rainbowhospitals.in
L T
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-00014003 Name Mrs AANGHAL KANDOI
Agel Sex * 25Y 5M 21 D/Female Doctor + PADMAJA YELISETTY
Adm/Reg DatelTime 1 11/07/2026 12:39 Payor 1 SELFPAY
Ordar Date * 11/07/2026 16:35 Orderntmber  : 26-0000212842
VisitID : IP26-00006314 WardiBed No  : 4F -OT/PDA-413
Patlont Addross Narayanguda YMCA, Narayanguda, Hyderabad, Telangana, INDIA, 500029
S.No Descriptlon Generle Name Dosago Route { Froequency Duratlon Instruction Qty Status
1 |COTTOM BALLS 2 GM 5 NOS 1Nos External / Onca Daily 1Days 1Nos| Drspensed]
1N )
2 |RL500MLCLOSED SYsTEM |EGER LACTATE 1 Borde 1 Once Daily 2 Days 28olla|  Dispensad
3 |DSYRINGE 10ML (NIPRCY} SYRINGE 10ML, 1 Nos External / Onea Daily 1 Days 3Nes| Pispensed|
4 E.C.G ELECTRODES (ADULT) |ELECTRODES ADULT |1 Nos External  Once Daiy 1 Days 3Nos| Bispensed
5 Uagg:gz’;g 60X50 10's Pack 1 Nos External F 10 AM 1 Days 2 Ncs| Dispensed
6 §g§sgg;supposnomrs 1 Nos External f Once Daily 1 Days 1 Nos Dispensed
7 [ERCEMASKILAYER- FACE MASK3LAYER |1 Mos External / Onca Dally 1 Days 10Nos| Dispensed
8 |DSYRINGE 5ML.{NIPRO} SYRINGE 5ML 1 Nos External / Onca Daiy 1 Days 3Nos| Dispensed
9 PENCAN 276G (B/BRAUN) 1 Nos External / 10 AM 1 Days 1Nas Dispensed
10  |Encore Microptic glaves-8.5 1 Nos 1 Once Dally 1Days 2 Nas Dispensed
GAUZE PACK STERILE GAUZE PACK STERILE .
1" 16X10X32 PLY §S 10X10X12 PLY 5 PACK 1Nos External / Once Dally 1Days 2 Nos Dispensed
12 I?g%b;ﬁg FIX DEVICE- 1 Nos External { Once Dady 1Days 1 Nos Disponsad
13 e s 1M 1PK Externa / Once Daly 1Days 1Prt|  Dispensed
14 | SGLOVE # 6.5 (SURGICARE} jSURGICAL GLOVES 6.5 |1Nos External f Once Daly 1Days 2Nos| Disponsed
15 ?DAGC LEFREP SOLUTIONS 1mL I Onca Dally 1Days 1Nos| Dispensed
5 tggg;’;gf&g‘;f;gﬂm 1os bextamat 7 10 AM 1Days 1Nos{ Dispensed
17 | TRUSILK 4 SNE06) PCM 1Nos External / Once Daily 2 Days 2Nos| [rsponsed
18 |[NAWINHEAVY SMG I 4 1 vial Extemat f Once Daly 1Days 1vial|  Disponsed
19 |t A SURGERY KIT 1Nos Exlornal 10 AM 1Days 1Nos| Dispensed
20 7&"3{_"”2 SOLUTION 30% 1Nos External / Oace Daiy 1 Days 1 Nos! Dispensed
PADMAJA YELISETTY

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

Note

" This prescription Is valid only for specified duration.

* Do not reflll medicines.

Printed Date/Time : 11/07/2026 17:12

Printed By : BODIGADDA KARUNA

Reg No : 52427

Page1 of1




Ra-rbore T tlers road AF Siale Housing —wand Himayatnagar \Hyderavad ,

Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

s

LG

MRN : HNH-00014093 Name : Mrs AANCHAL KANDO]

Age | Sex 1 25Y5M21D/Female Doctor : PADMAJA YELISETTY

Adm/Reg DatefThne © 11/07/2026 12:39 Payor : SELFPAY

Order Date : 1107/2026 16:35 Ordernumber  ; 26-0000212843

Visit ID + IP26-00006814 Ward/BedNo  * 4F -OT / PDA-413

Patient Address : Narayanguda YMCA, Narayanguda, Hyderabad, Telangana, INDIA, 500029

S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 |SORCEON AP FEMALE 1 Nos Extemal / 10 AM 1 Days 10 Nos Ordoroc
2 \?\:Tlrr:glkggﬁglﬁiig G SPINAL NEEDLE 25G |1 Nos / Once Daily 1 Days 1 Nos Ordered
3 ISJ.’rSE‘;?fé‘EtE APRONS g’rsé;?fggte APPRON {4 Nos 1 Once Daily 3Days 3 Nos Qdméd
4 g{rg&é%ixamggmﬁq 1 Nos Extemal f Once Daily 1 Days 10 Nos Ordered

[}
PADMAJA YELISETTY

* This document is just for reference purpose only. Not 1o be considered as primary report.
Note

* This prescription Is valid only for specified duration.

* Do not refill medicines.

Printed Date/Time : 11/07/2026 17:12 Printed By : BODIGADDA KARUNA

Reg No : 52427

Page 1 of1© *
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= inbow Childrens Hospital-Hima agar
Rainbow 0 P yOn g
Children's '™ Rainbow Children's Hospital, D 3-6-267, opp. Cafe niloufer, Old MLA
Hospital Harth : ainpow naren's rospliai, OOI: No. 5-0- £ opp. Late niouier,
Rainbgw quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
LSRR A
ELECTRONIC MEDICINE PRESCRIPTION
MRN HNH-00014093 Name : Mrs AANCHAL KANDO]
Age ! Sex . 25Y5M 21D/ Female Doctor : PADMAJA YELISETTY
Adm/Reg Date/Time : 11/07/2026 12:39 Payor : SELFPAY )
Order Date : 11/07/2026 16:35 Ordernumber : 26-0000212844
Visit ID . 1P26-00006814 Ward/Bed No  : 4F-OT/PDA-413
Patient Address : Narayanguda YMCA, Narayanguda, Hyderabad, Telangana, INDIA, 500028
S.No Description Generic Name Dosage Route / Frequency Duration Instruction Qty Status
1 SGLOVE 7.0(POWDER FREE) i 1Days 1Nos| Dispensed
PADMAJA YELISETTY

* This document is just for reference purpose only. Nol to be considered as primary report.

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Prirted Date/Time : 11/07/2026 17.23 Printed By : BODIGADDA KARUNA

Reg No : 52427

Page 1 of 1
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Rainbow® | &

|
2 ‘ . . ™
Children’s Blrtthght |
Hospital r BY RAINBOW HOSPITALS I
| ‘f‘ou:ngrl'li‘.rio ;Saf;dellrery
Name Mrs AANCHAIL. KANDOI UHID HNH-00014083 '
Father/Guardian Mr MANAV AGARWAL Age/Gender 25 Y 5M 21 D/ Female
Address Narayanguda YMCA, Narayanguda, Hyderabad, Telangana, INDIA, 500029
IP No IP26-00006814 Admission Date 11-0/-2026

Ref Doctor self.

Discharge Date  12.07.2026 DISCHARGE SUMMARY

Consultant:

Dr. Padmaja Yelisetty,
MBBS, MD, MRCOG,FRCOG
52427

Diagnosis: PRIMIGRAVIDA AT 2572 WEEKS WITH SHORT CERVIX FOR '
CERVICAL CERCLAGE

CERVICAL CERCLAGE DONE ON 11.07.2026

Menstrual History:-
LMP- 15.01.2026 Obstetric formula- Primigravida
EDD- 22.10.2026 Gestational at admission-

25%2 weeks

Medical History: Nil

HIMAYATHNAGAR BANJARA HILLS HYDERNAGAR KONDAFUR OUTPATIENT CLINIC \ceredived SECUNDERARAD KONDAPUR L B NAGAR (N NANAKRAMGUDA
. OO - 4245 7 wrgency 3 040 - 4246 13 mergency ] S 2400 Emmrgency 3 Emergency 3 04

040-69313233

@ 1800 2122 @& www.rainbowhospitals.in




Name Mrs AANCHAL KANDOI UHID HNH-00014093
IP No 1P26-00006814 Admission Date 11-07-2026

Surgical History: Nil
Family History: Both Parents - HTN
Allergies: Nil

Antenatal Details:

Mrs KEERTHI was booked to Rainbow hospital at 6*6 weeks of gestation. She
had regular antenatal checkups and investigations as advised. NT scan was
normal with Anterior low lying Placenta, eFTS was low risk. She was admitted

at 1372 weeks with Hyperemesis Gravidarum and was managed
conservatively. TIFFA was normal, cervical length 28mm, Uterine dopplers
normal. Scan done on 11.07.2026 showed single live intrauterine fetus,
cervical length 23mm, funnelling absent, Placenta- Anterio and high, DVP-
4.7¢m. She was admitted for cervical cerclage.

Investigations: Enclosed,
Blood Group: "O" Positive

Surgery Notes: Cervical cerclage by Mc Donald's procedure under
saddle block.

Indication: Short cervix

Operative findings:

- High Vaginal Swab taken. .

- Posterior vaginal wall retracted with Sims speculum

- Anterior lip of cervix was held with sponge-holding forceps

- Cervical stitch applied by Mc Donald's procedure using TRUSILK no.1, Knot

placed anteriorly

4
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Rainbow®

| | Children’s ‘BirthRight’“

Hos pita| BY RAINBOW HOSPITALS
Yon_Raqh[ to a Safe Delwery-v
|
Name Mrs AANCHAL KANDOI UHID HNH-00014093 |

IP No IP26-00006814 Admission Date 11-0/7-2026 l

- Hemostasis achieved
- Post procedure C.Susten 400mcg kept pervaginally
- Post procedure cardiac activity checked.

Post-Operative Notes:

\ She was closely monitored. Her vital signs remained stable.Fetal heart rate
| monitoring done. She was shifted to room.Urine sent for culture and sensitivity.
Her postoperative period following that was uneventful. Her general condition
was satisfactory and she was found to be fit for discharge. Care and
medications were explained to patient supplemented by written information.

Advice:
1. Tab. Taxim O 200mg (Cefixime 200mg) twice daily till 16.07.2026 (9am -
9pm) after food. |
2. Tab. Dolo 650mg (Paracetamol 500mg) thrice daily till 14.07.2026 (7am-
3pm-10pm) after food.
3. Tab. Pantodac 40 mg (Pantoprazole 40mg) once daily (7am) before food

till 16.07.2026. '
4. Tab.Nitrofurantoin 100 mg twice dalily for 5 days till 15.07.2026 after |
food.
5. Cap.Susten-SR 300mg (Progesterone) orally twice daily till 34 weeks
6. Inj.Proluton 250mg once every weekly (every Wednesday) intramuscularly
till 34weeks.
7. T.Livogen twice daily (8am-8pm) before food
8. T.Shelcal 2tabs (500mg) once daily after food at 2pm.
9. D-RISE CAPS 2000 IU 10 S once daily after dinner till further advice. |
10. Collect HVS reports.
11. Cervical length scan on ........ |

HYDERNAGAR
40 - 4246 2300

@ 1800 2122 @& www.rainbowhospitals.in




Name Mrs AANCHAL KANDOI UHID HNH-00014093
IP No IP26-00006814 Admission Date 11-07-2026

Review consultation with Dr. Padmaja Yelisetty with 1 week on 20.07.2026 at
Rainbow children's Hospital in Gynec OPD (Review consultation will be
charged).

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

Patient/ Attender

also take appointments at any time Dby going o
website www.rainbowhospitals.in

egistrar/Resident/C.M.0
/

Consultant:

Dr. Padmaja Yelisetty,

MBBS, MD, MRCOG,FRCOG

52427
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1P26-00006814

2z
Rainbow® . L
Children’s | @ BirthRight
Hospita' . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

DEFICIENCY CHECK LIST OF CASE SHEET

SI.No. List of Records No. ‘ol Pages Legibility Completeness Remarks
1 Admission sheet Ol
2 Discharge Summary
3 Nursing Initial assessment ol
4 Patient Transfer form a2
5 In-patient Medical record O\
6 Doctors progress sheets o) \
7 Nursing plan of care and handover sheets s I
8 Consultation sheet =
9 General consent for treatment o*
10 | Consent for Surgery Nl
11 | Consent for blood transfusion s
12 Consent for chemotherapy =
13 Consent for high risk —
14 Consent for Restraint —
15 LAMA consent —_—
16 Consent for special procedure / Sedation =
17 Consent for Formula feed —
18 Consent for MTP -
19 Consent for Radiological Investigations ==
20 Consent for HIV test e
21 | Anaestesia notes (Pre Anaesthesia& post) O
22 | Neonatal Admission/Delivery/Physical Exam £
23 | Medication Reconciliation o}
24 | Emergency Triage record -
25 | Pre operative check list O
26 Surgical safety checklist 9]
27 | Operation Theatre notes (@)
28 | Nurses clinical Presentation m
29 | TPR &BP chart g
30 | Intake and Out take chart (fiuid chart) 0 |
31 | Drug chart (Regular Prescription) o]
32 | Investigation Values (result sheet) o/
33 Nebulization chart -
34 Nutritional review chart ol
35 | Intensive care unit (ICU Charts) il
36 | Consent for Admission in PICU / NICU "
37 The Humpty dumpty scale =
38 | Braden Q Scale vl
39 Bed side check list =
40 PICU bed formula Dilution feeds —
41 | Gastro monitoring chart =
42 | Rch ED doctors note T
43 BP Monitoring chart —
44 RBS monitoring chart —
exigo foot) OF

Total No. of Pages

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

Signature and Date : O\Kbu (s
(PTO)
le




ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE




s . Rainbow Childrens Hospital-Himayatnagar

Rainbow ' Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children's % Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital 5" TEL NO :040-48873000

N e WEB : https://rainbowhospitals.in

ADMISSION SHEET
NETII
Registration Details :
Admission No : IP26-00006814 Admit Date : 11-Jul-2026 Admit Time :12:39 PM UHID : HNH-00014093
Patient Details :
Patient Name : Mrs AANCHAL KANDOI Age :25Y5M21D
Guardian : Mr MANAV AGARWAL DOB : 20-01-2001
Gender : Female Religion
Occupation : Martial Status
Address (H) - Narayanguda YMCA Narayanguda Hyderabad Phone No : 7673956913/ 9392577232
Toltigang INKIA GOC029 E-mail . ma2218561@gmail.com

k]
Admission Details :
Bed Type : TWIN SHARING Bed No :PDA-413 Ward Name :4F-OT
Room No : PDA-413 Admission Type : First Visit
Contact Details :
Name : Mr MANAV AGARWAL Relationship  : Husband
Contact Address Phone No : 9392577232

i‘“:ﬁ“_
~~Signature
~

Doctor Details :

Doctor Name : Dr. PADMAJA YELISETTY Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self. Phone No

Co-Consultant

Payment Details : Deposit Amount  : 40000.00

Payment Mode : DC/CC Card Payor Name . SELFPAY

Printed Date / Time : 11/07/2026 12:41 Printed By : 016951 Page 1 of 2
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i ﬂﬁi’ﬂimi}imuuunmum ’ Rainbow | @ BirthRight

: BY RAINBOW HOSPITALS
Hospital | '

Your Right to a Safe Delivery

Date Time From To Signature of Nurse

WAL | 250w | Prpast i A\
ol | diooud  of Pre “ZV Yt M
WY [0\ &0 | §ne & polt (-

N

T
(s
>
N.._.

Cross Consultation Visit

Doctors Name Date Order No. Signature

8

9

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




INVESTIGATIONS

Date

Investigations

Order No.

Signature




MEDICAL EQUIPMENT (WARD & ICU)

Date Ezﬁlr:r?ug:fwt Coq%‘;?ng Dis\cirtl(%;:ing Order No. Signature
e Y T Y B
\\\?\v _():\AL"«LO;\OO Yor&g \J\QOQ“{\-?‘QQ;QC(\ | 4
| L T:;
L WY 2Y. B - D/T ) | ),




PROCEDURE

Date Procedure Quantity Order No. Signature
U\'-F- iy, P\Cuue m,uua - 24 - 00T 29K J
F, = 25 1
> | ea S VT A
E o ~T e
o
-
. \| B ‘3{4 &_\)\y’gﬂ‘ﬂl

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




HNH-00014003 1P26-00006814

T&i‘n"oﬁ"“ ;w;: 3'5 M21D  (F)
Dr. PADMAJA YELISETTY .f//é

i o P—

Hospital .3“%

I.P. ADMISSION SHEET FOR GYNECOLOGY S
Date of AAMISSION © ............ooovvereeene aee TiME OF AAMISSION © crrrreeeese e eeseeeeeeeoeeeeeeeeeee e
AlIBIGIBS: o.vveeeeeeeeieeeciee e L[P“' ........................... ot know any drug allergies
=== R ENIINE COMPLAINEG == o eos s i LS kAR KR R S S R :

PPM@&.

Cer S(em  ow 1\}”1)«»@ CF P, 1 Sl ® 25w
o] Ca-r;Lni)-‘u = HFL LPYsrem ( Plewnts LAt

£ Cairiesl (L_.JAU( - 23mry
_ J_ g
' Pv-D(«J""’* 7“1,1 (gm( rv—) ('H’%—h'cu & {‘ur,..\/)

Nl 515 LR {71%@

MENSTRUAL HISTORY OBSTETRIC HISTORY
| Year of Marriage :  Q vy t™ Parity: &,
| Previous Periods : QLTJ« Mode of Delivery :  — '

LMP: ([ STq et Last Child Birth: ~ —

Contraception : 20D -~ 2+{loo e

: PAST MEDICAL HISTORY PAST SURGICAL HISTORY

ok

Docu. No. : RCH /FRM / CLINICAL / 086 (PT.0)




=S HINH-00014093

~-- INITIAL ASSESSMENT :

"
¥
1
[
'
P
1

1P28-0000 7
Mrs AANCHAL KANDOI oo

20-01-2001 25YsM21p
Dr. PADMAJA YELISETTY "

T

FAMILY HISTORY:

@Al porsts N

MEDICATION HISTORY:

Date Breasts Local/Speculum Examination
H 6> w S& 8ay
Ay - Nd-La

BMI 24 S
P le (B PLdw
Pallor @ Bimanual Pelvic Examination
cvR  NBD Abdominal Examination

oA
Respiratory System __ G PREP) gw L 2
Thyroid _ ND Pos €R___

PROVISIONAL DIAGNOSIS :

INVESTIGATIONS ORDERED

PLAN OF MANAGEMENT

BCH4 O v FHohr

Lew
U‘K

+H
Upen

1

L NN
L Phe

Pavis (’-Uﬁw

Signature of Doctor

C" Zgil GZh A Cerv=_




HNH-00014083

Mrs AANCHAL KANDOI
25Y5M21D (F)
Dr, PADMAJA YELISETTY ey

AT
PROGRESS NOTES AND DOCTOR'S ORDER

20-01-2001

1P26-00006814

N

Rainbow”
Children’s
Hospltal

lot to treat the littie.

‘BirthRight”

Your Right to a Safe Delivery

Date
& Time Progress Notes Doctor's Order
[\ 1512 Cls B/Mopas (e
‘1/r.~— P | Cohest  Crloy
f 7
C¢ For Afusak pby
ey i I e
48 | @Mg as ChedD
P o2yt p::?jf viels 9 8pV (4 aw;)
Prs &n- B Fout Conol . Eleoten
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T Infem soa!
A
=
. \\.\ 2b -
\\\O% N OL.SUD“{ bw- I\\oue_er\_ckj

o\ C\L‘LJ :
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h\ &\Dﬂ\i SPC)Lﬁ \Cisz 'be\%

=

Docu. No. : RCH /FRM / CLINICAL / 088
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HNH -00014093 1P26-00006814
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PROGRESS NOTES AND DOCTOR'S ORDER

ga':'?me Progress Notes Doctor's Order
ol
\\\(;\/\:Lo/w; [\5,\\)&.\ b\- ‘\Lq\)e@f\ck.
o N,
| e L S R o
Rleoxle “Cpe o\ wole b
gP(bl—“ 1@::9(0 on R’A \\q\u&‘ d\a&; Q\b
PR Axbpm SN d
P kQD\@pmmjt\c\ - ﬂ\c\ \kg.ﬂe’_ E\J{Mcﬂ)
CLS\RS T NAD o) 5¢ &mq ¢ onchanded
PR \le %\"3 = \p\f— PN bleedys —q
(Q\Q\bec eﬁ; _ ‘FDQX e_\r\A Q&@.U'Q_LF@’)
ERRM\Zepm | _ EMR wondesiq
\E - e QH’W\!\\‘ N
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“—i‘r\\o&m LN R
el
:D o Mo yee sl
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RESULT SHEET

Date 10 [
Time |
Hb 10.<
PCV Z)g
RBC %9
WBC Téee
N/L '
Platelets

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
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Patient's Name :‘;‘u?:;‘;"“ M:f\?',m D Y ks s AGB 2 cissveisivs Gender : ...couienn
Dr, PADMAJA YELISETTY .
UHID.: oo, |||||||||||”||[||||||||||”||”"" PINO. oo Weight © ..covevveereneen.
Surgeon : ), ?&&‘MQ %7 Asst. Surgeon : Ty, | ava daveliim
Anesthetist : 1) .. A UM | OTNurse: Chnagn H\;
Surgical Procedure : \

(ELVICAL  ENLERCLALE  J, $ApoLE RipLiC

Indications for Surgery :

$2 .
Bhuc 26~ w7 thotl Cunx

Date: \\. 1 .:202¢6 Start Time : 2 1O~ End Time : b\w
\

PRE-OPERATIVE PREPARATION :

OPERATION NOTES:
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MEDICATION RECONCILIATION FORM

DruD BHBIBIES: ..ovcninisimmmssivsiciisssiiinsmsremiresssciimssessmussssvsnicsdiisn ] 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)

Shifting From: ..o Shifted 10: ....oveeeeeeeee e
e (sensnlgﬂﬁ:ﬂmﬂd Emsasp (mg?:::g) (PO, ?J%U;E: v) | FAEQUENCY ;:f:ﬁ?:.i 7“8‘::']%"3&‘
T Tab Hron | ot po so | n)s. [T ODC
2| Tob Coleom [ s e D |1ef, |2€700C
¢ /LLMJM 250 - ety ((] 3m, | 387TI0C
Y] St se (0o |z pL > - &€ 00c
s ¢ ooc
J T Oc Ooe
4 Oc Ooc
8 COc Ooc
9 Jc Obc
10 Oc oc

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

Doctor Name & Signature : . ,h:l—’ ........ [ﬁﬂﬂm .............................

Date & Tlme ........................ f(f?—(mozé@ 2 T n -
Nurse Name & Signature: ............ \,&&\M\%/ ..........................................
Date & TiMe : .o ‘\\3\%0 A e

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




71890000-9Z4I1 LeUFIUTAND

HNHK-00014003 IP26-00006814
Mrs AANCHAL KANDOI Z
20-01-2001 25Ys5M21D

W

: o - -

e g g = e g gl gl

- e il g »

-

e e o

Dr, 'ADMMVII.I SETTY Rall'lbOW . . e
BirthRight
lilHHIIIIHIIIIIIIIIIIIIHIIIIIIIII Hosprea - ‘"9

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

DRUG CHART

(NURSES

Date of Admission: ...\ L1227 Drug Allergies: ................. O ot known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
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 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 Palicy.

S0S / PRN (As Required Medication)

Date»
Ti['{\e

DRUG :
Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Date»

DRUG : Tige

Dose Route | Frequency (Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Datey

Dose Route | Frequency |Start Date

Doctor’'s Signature | Valid Period| Pharm.

Additional Instructions:

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

Weight. ................... Wart: .cosonvai.s

DRUG : =z o Thx wn 2

Date

v

Tipem |17

Dose Route | Frequency [Start Date

| (RV] 2D W)>—

4 \/@7//

Name & Signature of the Doctor

Starting the Drugs:
ey

D

Additional Instructions:
(dentetm D

e

=

Daily Doctor's Endorsement by a Sign

Date»

Dose Route | Frequency (Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Date

DRUG :

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

¥

Date

DRUG :

Tirpe

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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T T bate»
“ “\\\\“ \“ Tig]e I Nurs‘e' Sig. l Nurs; Sig. I Nurs; Sig. I Nuts& Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Route Start Date Dose Dose Dose Dose
| Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
i Name & Signature of the Doctor e Dose Dose e
f Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: s o Uose e
Dr. Sign. Or. Sign. Dr. Sign. Dr. Sign.
| Date>
‘ 1 VARIABLE DOSE TIU‘IE I Nurse Sig NurrﬁSlu I Nurse Sig. Nurse Sig.
‘ } A Dose Dose Dose Dose
| DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor = Dose -~ po
] Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e s ot e
‘ Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
3
l STAT / ONCE ONLY DRUGS
- . L Dosage & Other .
‘3 Date Time Medication Inairicling Route Signature Nurses
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- Composition of I.V. Fluid Flow Rate| Doctor | Nurse | Date of | Doctor
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Early Warning Observation Score Chart - Obstelncs

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

Date

‘|/\

W\

Time | 8 | 9

10

11

12

(1)

>30

RESP 31-30

7

{write rate in

corresp. box) 11-20

0-10

94 - 100 %

Saturations <94 %

Administered 0, (L/min.)

N
e
w
B
wu

10f111(12| 1

40
39
38
37

3,dway

36

N
e
>

<%

35
< 35

170
160
150
140
130
120
110

100

3jey Heay

90

80

70

)

60

1;»

50
40

190
180
170
160
150

140

130

120

LY

Sl
1\

110

100

anssald poojg J1|015AS

90
80
70
60
50

130
120
110
100
90

2
D

b (4]
[

S~

80

4

70

oT
P 5

60

:1;

aInssaid poojg J1joIseig

50
40

Alert

NEURO
RESPONSE
[+)

Voice
Pain
Unresponsive

> 30
< 30

URINE
mils / hour

Protein + +
Protein > + +

Proteinuria

Normal
Heavy / Foul

Lochia

Clear / Pink

e Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

L =

Nurse Initial

AR

= 5 [

TP A\
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/&Q&\ Obstetrics and Gynaecology
Early Warning Signs
a ™
1 Yellow Alert :
Repeat Observations
in 30 minutes
N WV,
~ N\ 4 &
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
K / s b/
4 ™
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations

in 15 minutes or continuous
monitoring

- L/

* The Modified Early Warning Score (MEOWS)
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| FLUID CHART |
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fe Delivery

1. All measurements in ml.

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

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

~Intake _ Cibuput B Mse |
Date | Time gaémﬁ% Route NG | Diarrhoea | Vomit |Drainage | Urine T:égtr’:"}:‘g- ,?l'ﬂge
Mouth | 1V | NG )
08:00 am X 0
| 0900am N |
e AL 2 |pL J (_
N | 11:00am | e \
~ WA gt
- 12:00 pm v ¢ l?/\ ‘
01:00 pm
Total Intake < | ¢ {¢un Total Output : WCL
0200pm| ), Lot Al &
aopm| 0k | ! | .yl v / 1
”X‘)O 04:00 pm R k| B ,}g;m} @ L
N 05:00pm | %7 )y i ‘LW’ ko \\i)(
N\ w00 ‘g | Y7/ [ ool )
v L, W0 Lol o)
Total Intake : O A Total Output: Py K K@ A7
80pn| , [ . A L
opoopm| | | A / [ (]
1000pm| | AT [ A 7
\/X T T I W i 17
N\ [1200am | | " ] t 7 r
0100am | | i £ |
Total Intake : ‘ 7z Total Qutput: / .
02:00am| | S Vi [ ])
03.00 am d v 1 |
0( 0400 am Al ~ < | p[\¥]
3\' 05:00am| ) = [\ \
AN \ | Z | |
o700am| | £ A |
Total Intake : : Total Qutput :
Total 24 hrs. Intake Total 24 hrs. Output
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( FLUID CHART |

1. All measurements iR mi.

2. Addup each eelumn separately. Make additions across the page to obtain 24 hrs. total of mtake and eutput

AR

o ...';

BT

e T

SEadn, i

s oy

o g %& Umplﬂ é@é@“ W site | TR

i

' 'rifém
Date ,“"‘e of Fluid

Route

NG

Thromba-

) ; hlebitis | Sign.
Diarrhoea | Vomit {Drainage | Urine | PLe>® Nurse

Mouth

LV

N.G

08:00am |

09:00 am

10:00 am’

11:00 am

12:00 pm

01,00 pmi

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

{16:00 pm

07:30 pm

Tolal Intake :

Total Output :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00am

Tolal Intake :

Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07.00 am

Tolal Intake :

Total Output ;

Total 24 hrs. Intake

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

Total 24 firs. Output
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OBSTETRIC TRIAGE ASSESSMENT FORM

Date: \\]8?\7/6 Time of Arrival: ... 3 20N\ . Time Seen by Nurse: ”"(@"’1 ......

1) Level of Consciousness: [ Conscious

L] Semi-Conscious [J UnConscious

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

1 Severe Pain / Moderate Pain
[ Bleeding PV: Slight / Heavy
[ Decreased Fetal Movement
1 No Fetal Movement

] Preterm rupture of Membranes / Leaking Water PV

[J Preterm Labor/ Labor

] Spontaneous Rupture of Membrane / Leaking Water PV

(T Other REASON: .....c.ocviieciieciecieeiee ettt s st ese e

3) Vital Signs: Temperature: . 4%.XC Pulse: .8%.... RR:.\%...... Sp0,: AKst.... BP:.L(!:.{Q?{. Weight: .............

4) Gestational Criteria:

Gravida: G P L A
EMPE iossiicssiimmsssmmnsissssisses EDD: uionsirmvessvissssvissssetinngs Gestalonal AQe: ...
Uterine Contraction CJYes | CJNo | CINA | Onset Time Frequency:
Membrane Rupture [1Yes | L1 No m Onset Time Fluid Color:
Vaginal bleeding I Yes | OJ No E’I@ Onset Time Amount;
: - If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | (J Yes | [0 No EE/ML_ Pain Abdomen / Vomiting
- / - .
Good fetal Movement es | O No % If No specify:
5) Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | | | |
I I | | | | | | | | 1
0 1 2 3 4 5 6 7 8 9 10
No Pain ’ Worst
possible pain
& | BCAMRT: i vsmpanaiinn s s snvinasirsminanssisss Aol « A A e S N O S R S R S SR ST S SR e s s S
e
« Duration: ........... T RO R Days / Weeks/ Months (Strike out which is got applicable)
o CHATAOROIE oo s vinss s rvonirs s e o e e A R SR S TG A R S SR e PR S o
o FIOOUBIIBY: +ovevstoonmnins s abs sims saamis S¥ o Fdie o s b o mih o A T S S e ST S e SR S A ST A B e e
+ Interventions: ......... T A e R AN e e R S o S S S S e S S B e T AT S e A e BB i e e s a1

6) Past History:

»

a) .Surgeries: ..........a A s e e S A e S S s e N R e e R S e
b)  Medical: ................ IO e fom i s s i S S B i s S R e S

Docu. No. : RCH /FRM / CLINICAL / 098
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8) Current Medications: [ Prenatal Vitamin Qwoﬁ I e

9)
) e

Prenatal Medical History:

1 Chronic Hypertension
[] Gestational Hypertension

L1 Diabetes

C] Gestational Diabetes
L] Low placenta
L1 Others if yes, specify

Triage Category: (Please tick on the category)
Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)
] Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)

[ Category II: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

) Category IlI: Urgent (Time to Physician: <= 30 minutes & Reassessment: Every 15 minutes)
Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
] Category V: Non Urgent (Time to Physician: <= 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetncal Trlage Acuity Scale (OTAS)

Level 3
0TAS (Urgent)
m < 30 minutes
Re-Assessment Every 15 Minutes
£ Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ | Discomforts of
Labour / Fluid Imminent Birth Labour / PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
: Weeks
Zar Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
~ Bleeding with/ without abdominal | cramping (<spotting) with cramping
G pain <37 weeks (>spotting) >37
‘ weeks
o , Mild hypertension
T ) N Hypertension > 160/110 A
~ Hypertension Seizure activity and / or headache, visual| =149/ gtos"'".wwnh%"
p disturbance, RUQ pain st R
: symptoms
~ | Abnormal FHR tracing Aéy — TER tr?cing,
abnormal dopplers
Non-Fetal Movement Diseased fetal movement
: ;W = Acute onsite severe + Major trauma + Abdominal/back pain - Ongoing assessment | » Anything that does not
o abdominal pain « Shortness of breath greater than expected in|  from out patient clinic seem to pose threat to
' + Altered level of « Unplanned and pregnancy ) (for hypertension, blood]  mother or fetus
CONSCIOUSNEss unattended birth « Flank pain / hematuria work) - Cervical ripening
« Cord prolapse « Nausea /vomiting and | - Minor trauma (minor | « Qut patient placenta
S . Spvere respiratory Jor diarrhea with _ MVC/fall) previa protocols
distress ) suspected dehydration | « Nausea/Vomiting and | « Pre-booked visits (ie
= Suspected sepsis /or diarrhea Rh and progesterone
- Signs of infection (ie injections, NST
dysuria ,cough, fever, | « Assessment for version
chills) « Rashes

Time seen by Doctor: ....

Nurse Name : .......... ‘( MJW"

Ak 3’ Q@ 0T i

Date: ...\l (16... Time: @W’Vh

Nurse Signature: ........... é ..............................................
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Rainbow* . _—
B 11 1 i Chitroms | @ BirthRight
CHECKLIST FOR THROMBQPHLEBITIS il . et
N\ 2—
DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE (/‘;ﬂ ] % /’ﬁ\) E M E N Remarks
. sy \_/ e S—
IV site appears healthy No signs of phiebitis / 0
Observe cannula x )
One of the following signs is
9 gvident : Possibly first signs of phlebitis :
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site NA V)N Wi
Two of the Tollowing Signs Early stage of phiebitis /
] i Resite Cannula 2 N“,J-—
Pain at IV site Redness N2 ‘91
AII_ of thg following Signs are Medium stage of phigbitis /
4 evident : Resite Cannula Consid 3 h9
Pain along Path of cannula Tes trf; atnnu bl W N
Redness around Site Swelling Lol Ml A
A”. ol the follow1ng.S|g‘n s are Advanced stage of phlebitis or
evident and Extensive : h  thromboohiebiti
5 | Pain along Path of cannula }qe s_tar{t:o l rlong op! de tis/ 4
Redness around Site Te site Cannula Consider '\p N A,_
Swelling palpable Venous cord reatment )19}}
All of the following Signs are
evident and Extensive : Pain tﬁ?;?gggh?;?)gr;so/f
g | along Path of cannula Redness = : 5
around Site Swelling palpable Igmateltreatment Re site AN Qpt
Venous cordpyrexia ARt /Y
Signature of the Nurse @ AT
> L.

Signature of Shift arge : @
LT TR W ¢ - S Name : .......... MUUW[W: .............

Nnrit Nn - RCH /FRM / CLINICAL / 137

Signature of Ward In Charge :

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

SRR s s T




]
Patient Sticker Rainbow"® . . 4
Children’s | @ BirthRight
CHECKLIST FOR THROMBOPHLEBITIS Hospital .W———
N
| DAY-1 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / AGTION SCORE E N M E M E N Remarks
1 IV site appears healthy Nc?bifrﬂsé g;gmﬁgmsl 0
One of the following signs is
5 gvident : Possibly first signs of phlebitis 1
* Slight pain near the IV Site / / Observe cannula
* Slight redness near IV Site
3 l’:;oﬁ;i;s;ol[owang Signs Early stage of phlebitis / 9
Pain at IV site Redness Resite Gannula "
All. ccllf t{le following Signs are Medium stage of phlebitis /
evident : , :
4 1" Pain along Path of cannula _Fr{esi[e Catnnula Consider 3
Redness around Site Swelling fealmen
‘:‘\Ifligé;? g;glgvé?glgégns are Advanced stage of phlebitis or
5 | Pain along Path of cannula tﬁtze sitar’éof thrlorgbopp(}ebltls/ 4
Redness around Site Te siie Lannula Lonsidgr
Swelling palpable Venous cord reatment
Al of the following Signs are
evident and Extensive : Pain gldvantt}:edh?t?)gt_a of
6 | along Path of cannula Redrtess | | ;(IJT ?p te 't‘?/R . 5
around Site Swelling palpable fltiaie treatmeant e site
Venous cordpyrexia Cannula
Signature of the Nurse

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

Signature of Shift In Charge

SIGNAIUIE © oo rereceen e e NAME { oot ee e eesee st emeraaeneasasensans

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

Signature of Ward In Charge

SIgAtUre © e esninserenes iiersaneraisens NAMB ;1o e recerresese e sess s sesensseasnsnns




HNH-00014093 1P26-00006814 .
Mrs AANCHAL KANDOI )
20-01-2001 28YSM21D ()

Dr. PADMAJA YELISETTY

AT

)

M/_/é:
Rainbow® ) .
Children’s ‘Bll’tthght

. Hos pita| BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form v st e Vo g1 Sl ey
Date / Time , 3‘
Choose Highest Applicable Score from each Category : Se Al n l]/}‘ / / ? l ] Fall Risk Grading
core N\ {; ‘o n)

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

Furnit 30

| urniture Low Risk 0-24 gtanda{q Fall

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

None /Bed Rest /Nurse Assist 0 G 7 ®)

Y 20
IV / Heparin Lock or Saline Nes ) ) Qﬁ 20 Implement

2 Moderate Risk | 25 - 50 Moderate Fall

Impaired 20 :’fteveg“gg
GAIT / Transferring Weak (uses touch for balance) 10 flervention

Normal /On Bed Rest /Immobile 0 Implement High

Forgets limitations 15 High Ri Risk Fall
Mental Status X - 1o ek =5 Prevention

Oriented to own ability 0 /‘) S el
Total Morse Fall Scale Score: () U, —

Signature @;\ @L go—
T

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

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

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

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

[ ] Hourly safety check

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

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

| Initiate constant observation by healthcare provider as appropriate to patient's needs




e e > -
Mrs AAN ,“suzw ( Rainb%w’
:u-o1-2°° ] i . . . a
Child BirthRight
i BRADEN ‘0’ SCALE sl | @
Date:| {\[ "7 7)/? ’.ll 4
Time:| @/ | & il

1. Completely immaobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

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

Sensory Perception

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

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

to feel pain, or discomfort in one or
two extremities.

Maobili S i e H ;
- in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently. \p é{/ L)/
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate; f U /
PR . Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently:
:fctu; 'Z;‘:eagggg'f Eo ::i:':;iu; o non-existent. Cannot bear own weight |  very short distances, with or without Walks outside the room at least twice a
ks and/or must be assisted into chair or assistance. Spends majority of each day and inside room at least once every
wheelchair." shift in bed or chair. 2 hours during walking hours. ), f‘
1. Completely limited: 2. Very limited: 3. Slightly limited: 4. No impairment: \ 4

Responds to verbal commands.

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

l_}a

1. Constantly moist:

Moistuse Dagrea Skin is kept moist almost constantly

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

3. Occasionally moist:
Skin is occasionally moist, requiring

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

Friction Occurs when
Skin moves against

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

Requires moderate to maximum
assistance in moving. Complete lifting

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

ski;(:swr:cns d by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen only requires changing

e ei 'tmr 0 Dampness is detected every time 8 hours. every 24 hours.

0 maksture patient is moved or turned. b Zf' L.]—-
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: | 4

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

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

Does not take a liquid dietary
supplement.

Nutritional Usual
food intake pattern

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

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

but will usually take a supplement if
offered.

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

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

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

Tissue Perfusion &
Oxygenation

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

< 10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

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

Severe Risk : lessthan9 | High Risk : 10-12 |
Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name

I
%S <




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

severe pain or with additional risk factors.

Alternating pressure mattress overlay

i

=
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| Mrs AANCHAL KANDOI 0 - Rainb:'gw”
:o-m -2001 28Y8M21 . . &
r. PADMAJA YELISETTY Children’s ) B|rthR|ght
i B OW HOSPIT,
I takes a Jot to treat the Mie Y:u'::il;;nto aSafe Dll:le_li
o Hospita
Pain'Scofe . . . Modifying | Patient / Family .
Date Time (0/10) Location Duration Acuity Character Faclors Educated _Intervenllon Sign
(! Continuous 1 Acute 1 Sharp (] Dull [ Increasing [ Yes Al @\
[\]'9]’14. [0k olio N~ | 7 intermittent | 1 Chronic (] Aching [} Burning | [ Decreasing | [ No A
[} Continuous | [! Acute (] Sharp [ Dull [] Increasing L] Yes /%
] (] i ] i 1 Aching [] Burning | [] Decreasing | [ No ,
y @ 70 1,0[({?7 M I Intermittent | [ Chronic [
” ?ﬁb g (] Continuous | [ Acute () Sharp [ Dull (1 Increasing | [ Yes '
J 1 ] | i
- A \Aa
\ \\ 3?% %P W\ d \b }Ok [] Intermittent | (i Chronic (] Aching (] Burning | (] Decreasing | 1 No B Ak m’
[] Continuous | [] Acute [ Sharp [ Dull ] Increasing (] Yes
[] Intermittent | [ Chronic [J Aching (1 Burning | [ Decreasing{ [ No
[] Continuous | [ Acute ) Sharp (] Dull Ll Increasing L1 Yes
(] Intermittent | [ Chronic (] Aching (] Burning | (| Decreasing | [ No
[C] Continuous | [ Acute (] Sharp ] Dull ! Increasing L] Yes
] Intermittent | [] Chronic ("] Aching (] Burning | (] Decreasing | [ No
[] Continuous | [] Acute [] Sharp (] Dull [ Increasing [1 Yes
[ Intermittent | [ Chronic (] Aching ] Burning | [ Decreasing | [ No
[J Continuous | [ Acute [) Sharp 1 Dull [ Increasing [ Yes
[ Intermittent | ] Chronic (] Aching ] Burning | [ Decreasing | [ No
] Continuous | [ Acute (] Sharp [ Dull [1 Increasing ] Yes
1 Intermittent | (] Chronic (1 Aching [ Bumning | [ Decreasing | [ No
] Continuous | [] Acute (1 Sharp [ Dull I Increasing | [ Yes
] Intermittent | (] Chronic (] Aching [ Burning | [ Decreasing | [ ] No

Re-assessment Frequency:

1. Every eight hours for all hospitalized patients.

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

Docu.No: RCH /FRM / CLINICAL / 152

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

(PT.0)
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. PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Paln Scale (Obstetric and Gynecology)

L ]

No Hurt

Hurts Littla Bit

] | I 1 ] I I, 1
3 4 5 B 7 8 9 10

Wang - Baker (Pediatrics) Above 7 Years

P00 B ®a®

Hurts Liitle More Even More Hurs Whole Lot Hurts Worst

i SCORING
CATEGORY
0 1 ] 2
l . i Occasionat Grimace or Frown, Frequent to constant ﬁﬁr.-n,
Face No Particular expression of smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
LI}
. " Laying quistly normal position, Squirming shifting back and
Activity moves easlly forth; tense Arched, right, or Jerking
Moans or whimpers occasional , Crying steadily, streams of sobs,
Cry No Cry (Awake o asleep) complalnt ' frequent complaints
- Reassured by occasional tauching,
hugging, or belng talked to,
Consolability Content, relaxed disachbie Difficult to consols or comfort
Neonatal Paln, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal ) Pain / Agltation
Criteria
-2 -1 0 1 2
Crying Na Cry with painful | Moans or cries Appropriate erying Nott Irritable or erying at | High-pitched or sllent-
Iritabllity stimull minlmally with painful| imitablg intervals consolable | continuous cry
stimuli Inconsolable
Behavior State j No arousalto any | Arouses minimally to | Appropriate for Restless, squirming | Arching, Kicking constantly awake
stimuli stimuli pestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement {not sedated)
Facial Mouth s lax Minimal expression | Relaxed Appropriate | Any pain expression | Any paln expression
Expresslon | No expression with stimuli intermittent continual
Extremitles | No grasp refiex Weak grasp refiox | Relaxed hands and | Intermittent Continual clenched
Tone Flagcid tone decreased muscle | fest clenched toes, fists | toes, fists, or finger
tone Normal Tons or finger splay splay
Body is not tense Body is fense
Vital Signs HR | No variabilty with | Less than 10% Within baseline or | Increase 10-20% | Incroase greater than 20% from
RR, B 380, | stimuli variabilty from normal for from baseling baseling, Sa0, less thanor 1
Hypoventilation or | baseling with stimuli | gestational age $a0, 76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventitator

—/
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w | [ Maintain Airway and Oxygenation (] Betiéve Pain & Discomfort [Z] Maintain Fluid Balance '] Improve Activity Tolerance ["] Maintain Good Nutritional Status [[] Maintain Skin Integrity
§ D.Mﬁintain Personal Hygiene [Z-Pfevent Infection [C] Meet Elimination Needs [l Ensure Safety (1 Early Ambulation Reduce Anxiety ['] Patient & Family Education
S | 7 Identify Potential Complications L] AN OHRBES. SPBCIY . .. ettt ettt et e e e e e e e et e et e e s e e e e e e enee e e e s s s s s e e e e e snaasnes
Time Plan of Care Time Implementation Evaluation Re-Assessment g"é?;n';?ﬂ:
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Patient Sticker

NURSING CARE RECORD

W
Rainbow®
Children’s
Hospital

Tt takes & lot to treat the Rtie.

I\

BirthRight’
BY RAINBOW HOSPITALS
Your Right to a Safa Delivery

0 Improve Activity Tolerance

Date: vveeerene

0O Maintain Good Nutritional Status

L1 Maintaln Skin Intggrity

o | © Maintain Airwz;y and Oxygenation O Religve Pain & Discomfort O Maintain Fluid Balance

@1 [ Maintain Personal Hygieng {3 Prevent Infection 0O Meet Elimination Needs J Ensure Safety [0 Early Ambulation Reduce Anxiety O Patient & Family Education
€3 | [ Identify Potential Complications 01 ANy Others. SPEeify..ereverrreriseersissersnrerasns

. " . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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31"333‘33“""3‘::%;} — Eﬁia?ﬁ‘?{; @ BirthRight
ur “ _— H BY RAINBOW HOSPITALS
\\I’\‘(\’\\\\\\m\m\\\\\n\n\u\\ iosptal | @z

NURSING SHIFT HAND OVER FORM - WARD

Treating DOCIOr: ..ocvveecieccececec e Department: ........ccoovveevviicieiiene Date of AQMISSION: ....voovvvveersveessreenenns
Z | Diagnosis: \'\w\\ Any Infection: [CJYes CONo [ Not Known
= ‘ L iy
é G\ Y » If YES SPECHY: ....oovveeeeeeeeeeee e
7]

A
2 | Area [
3 . WA | b
E Shift Time M[s ) vy Pl ’
% | Medical Condition
= | (Any special condition to be noted): \ Q(
- o @
P
Allergy: O Yes L}N{ [ Yes T No | Yes % [1Yes CJNo | Yes CONo | Yes CINo
Tubes/Drains/Catheter: CYes CINg'| 0 Yes CINo |0 Yes (WMo | Yes C1No |0 Yes CINo | O Yes CJNo
. - -
Vital Signs: Temp: | 47} « qy I AQ Y
- Res: | 1 4 %4 00
L 5p0;: | ¢,0 Y/ | ol
7] . !
& Pulse: | g+ 1A 20
2 BP: | o0 Hobp | \A\bV
Fall Risk Score: - = =
Pain Score: - - ¥
Safety Needs: )
@ Physiotherapy |LC Yes %Nn_ﬂ Yes D/No O Yes EH(O [JYes C1No | I Yes C1No | Yes CJNo
g Others Specify:
= :
g Special Diet; |C Yes ‘Elﬁ: [ Yes Dﬁg 1Yes Dﬁo OYes CONo | Yes OO No [ Yes T No
E
§ Other Special Orders / Medications:
Z
Post Operative Procedure Special Orders: | 7\) M QR(
Handed Over By Name : 0 ‘/L LV’MJL’ %) L
MC " R?’ A
Signature : ( M}’L /’ U
Date: n\*vr N §
Time: 0 ja\gl L
Ly y X
Taken Over By Name : CQu af’ %‘\'
Signature : Cﬁ ‘;‘
Date: | l\? )'l/ia
Time: am\
Docu. No. : RCH/FRM / CLINICAL / 097 TF \
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— Rainbow® . _
Patient Sticker Children’s . Blrtthght
Hospital . BY RAINBOW HOSPITALS
Tt takes o ot to freat the iz, Your Right to & Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCLON: ..ot rasseesnenes Department. ...ooevveeecvrveee e Date of AAMISSION ..vvveeerevrenssseesessene
=’ | Diagnosis: Any Infection: TiYes TINo £ Not Known
'-;: If YBS SPECHY: cvvreererrereersserscssessscsssonsessenenne
=
<]
2 | Area.
% Shift Time
% | Medical Condition
= | (Any special condition o be noted):
Allergy: |1 Yes CINo (3 Yes O/ No |07 Yes £ No | 1 Yes [INo |0 Yes ONo | Yes O No
Tubes/Drains/Catheter: £1Yes CINo |3 Yes OINo |0 Yes T3No | (1 Yes O No |C Yes ONo|O Yes ONo
Vital Signs: Temp:
= Res:
u Sp0,;
2 Pulse: -
@ BP; . \
Fall Risk Scare:
Pain Score:
Safety Needs:
- Physiotherapy [OYes O No'|0 Yes ONo [OYes ONo |3 Yes ONo [OYes JNo|OYes ONo
=
(=]
E Others Specify:
=
B Special Diet: |0 Yes ONo |0 Yes T/No |0 Yes O No |0 Yes ONo [O Yes ONo|[OYes ONo
E : :
§ Other Special Orders / Medications:
o=
Post Operative Procedure Special Orders:
i
Handed Over By Name :
Signature :
Date:
Time:
Taken Over By Name :
Signature :
Date:
Time: N

Docu. No. : RCH /FRM / GLINICAL / 097
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| Chitdren's | @ BirthRight
PATIENT TRANSFER FORM Hospital _ | ) zmenmcoms

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

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00014093 1P26-00006814
Mrs AANCHAL KANDOI / @ ] ! .
znr-sm-znm 28YS§M21D  (F) ”/%— ﬁé — Jﬂ"gotpﬂ" ”Z%/%@ [05/81/'71—1
D e T Transfer Ordered b Reason for Transfer g
LRV CERRE R "
Pn. Nex e/ 0 8’2
From Unit To Unit Information to Attendant
PP POS,} CB}/() ) Yes_.+—  No[ |
Number of Sheets in Clinical File Number of Imaging, Films Personal belongings including
clinical documents. If any handed
over to attendant
%0 A s e
If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. Item Name Quantity

1, | e

Fal —

2. ™ i
4 /

5.

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

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

Mo b de (@ voclly | DN- N ey eemno

Patient & Clinical Records Received by :
Y t Va
})61‘1 g S

Date & Time of Patient Received : \ \k’)&'}/b ( 0\)\ Q, 20 ]D M

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
[ | Unavailable Bed [ ] Nurse not Available [ ] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102




PATIENT TRANSFER FORM

2
Rainbow”® ) o
Children’s sBII’tthght

Hospital

It takes a lot to treat the littie.

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
a\ea s & W, dabe @ 2-5% 7
—  HNH-00014003 1P26-00006814
Mrs AANCHAL KANDO! Transfer Ordered by Reason for Transfer
ID-M -2001 28Y5M21D (F)
ADMAJA YELISETTY
T e g, S,
From Unit To Unit Information to Attendant
obS T Yes / No[ |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
>~ A} Yes No |
b RYSUN 4
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1.
I}-? ", | &7
2.
3.
4,
5.
Shifting Summary / Notes Written by Doctor : Yes)fz/ No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
P S\i\f/\ QJ&/W\ )
VI \on
Patient & Clinical Records Received by :
Wn\ /l'rl L‘)
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

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

|| Available Bed not ready
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SURGICAL
SAFETY CHECKLIST

Surgeon : :D‘f

Asst. Surgeon : Df

Anaesthetist : .D.f..’. R S
Scrub Nurse ,Qf

HNH-00014093 IP26-00006814
/‘P%CQ AT EO:EZ:EAL 28YSM21D  (F) F i >
Hiva Patient Name °% otk R Gender: .[.... AL
; e 111 1111 e | Balnbow. | @

BirthRight
............................... . pirsne ol
Your Right to a Safe Delivery

| Hospital

1 takes @ ot to roat the Btie.

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time: 285p.1Y)... TIME OUT Time.... 3.y ) SIGNOUT  Time. 4./ o2

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

Identity vZfes CNo introduced themselves by Name and Role 65 No The Name of the Procedure Recorded  —=Yes—No

Site \efes CINo Surgeon, Anaes!hes?a Professional and That Instrument, Sponge and Needle

Procedure ~Yes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) . -¥es—'No I NA

Consent fes CNo Correct Patient (Check ID Band) [oMes [)No The Specimen is Labelled (including
Site Marked TYes [INo AR Correct Site EY6S 1No patient name) _LYes~['No INA
Anaesthesia Safety Check Completed ~ ¥ES (INo Correct Procedure WO Whether there are any Equipment
Pulse Oximeter on Patient & Functioning (X¥6s (1No Anticipated Critical Events Problems to be addressed _¥es [No LINA
Does Patient have a: Surgeon Reviews:

Known Allergy? O1Yes wrfio What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, (& \:‘j What are the key concerns for recovery

: . Anticipated Blood Loss? pajn- CXs CINo CINA and management of this patient? /Yesz No

Yes, & Equipment / Assistance . _

available OYes =Mlo Anaesthesia Team Reviews: f
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [ Yes”_No I NA
(7ml/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned CYes (MG CINA Been Confirmed? are there Equipment

Blood Units Reserved OYes e CINA | | issues orany Concerns? Ve No CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? CYes [INo [1NA
within the last 60 minutes? CHEs ONo CINA

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



2z
Rainbow® . _—
Children’s ‘Blrtthght

i i BY RAINBOW HOSPITALS
PATI FNT TRANSFER FO RM [It-‘!gasme:.etaehlm Your Right to a Safe Deliver_y
— HNH-00014093 1P26-00006814
— Mrs AANCHAL KANDOI
20-01-2001 28Y5M21D  (F) Date & Time of Admission Date & Time of Transfer Order

Dr. PADMAJA YELISETTY

lllHﬂlllllllllllllllllllllllﬂlllll 11126 € 122g90m | 11es@ iz oopm

Treating Consultant Name Transfer Orderedci,;\ Reason for Transfer
-
Daded P baesval
) D Ll | bt
From Unit To Unit Information to Attendant

= Yes \_/ No| |

0) Pf& Y 5 =
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Yes[ | No [/
== If yes, what ?
Medications / Consumables / Surgicals / Hand over

SI.No. Item Name Quantity

2.

3.

4.

5;
Shifting Summary / Notes Written by Doctor : Y}&V_{' No[ |

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

%Zamﬂﬁ E‘ A\d@w )JD( | ﬂéﬂf&\

Patient & Clinical Records Received by : W /Q,O/\

A
Date & Time of Patient Received : |/ /7 /a'lf @, U |9\ M

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

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




CONSENT FORM FOR GENERAL / s ‘mmisggg
REGIONAL ANAESTHESIA / Hospital _ | {2

MONITORED ANESTHESIA CARE

Patient Name -2 Al Koundon Age :2£. ‘j Gender: Male O  Femals-&~
UHID NO: N H- 002 1M 043 ... surgeon Name: D DMJW\"M ...........................................................

Operative procedure planned : .M E0H L S I r7bvetbes’ et OO

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 O Hypertension [ Diabetes mellitus [ Renal failure

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

L0 OBNBIS oottt ettt e
Comments : .:!

™

 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 doM perform  upon rf(/ my patient

................................ w ..”o.’.\.‘...-the above mentioned opkfation / Diagnostic / Therapeutic procedures
A ramicad. EnGrdant. . e

| authorize and give consent for anaesthesia

egional / O General Anesthesia / 0 Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments and answered my specific queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific
to my individual circumstances, and | have considered them before Consenting for anesthesia.

Docu. No.: RCH/FRM/CLINICAL/021 P.T.0




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

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

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

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

- Pregnant :\2" Yes O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFOHMATIOWR THIS CONSENT

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

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

Patient Attendant : Witness :

Signature : .......... Q\ndu/k, ........................................... Signature : ..... “\f ..........................................
Name : ......8enche\ Keaden e Name : ........ Maaow. swal
Relationship with Patient: ..... m’({ ........................... Date & Time : '\\13‘}?’6 AT,

Date & Time : LLL’}\')/,L L ST him -

Doctor (who is taking the consent) :

I
Signature : ............. @W\’} ................................

Name : Du\ tﬂ'K,H“—H K



"

R.':\i_nt:-:';w‘D ® - R
INFORMED CONSENT FOR SURGERY OR ﬁgggir&rlr’s .Eg&ﬂgﬂ
SPECIAL PROCEDURE Hospital | N
Patient Name : ... M. N onchel  Kondeol  Gender: 0 Male 71 Female  Age: .. Zod b
UHID NO : ... SHIH - 0.00L U8 e Date: .....1)] H2weg

Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patientis 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 consentto 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)

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

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

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.

...... Blescng.,.... Infeebon, . chemeamnisndy,, Sevicad (scembim  PP2om .

..... %wﬂb—betmf,w?\g(mﬂthmém“m;olmw

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

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form

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

3. Ihave had achance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery/ Procedure: .............. E‘PC-'”’WU&IVWN”*‘; ......

Consentee : w\,s\ : Patient Attendant :

Signature : ......... P\ ................................................ Signature : W ..............................................

Name : ........... Mya...0eneSel Name : ..... N0, ﬂgwul ..................................

Date & Time : ...\ [ 1200€ Q. e Relationship with Patient: T
Date & Time : ... [ 2280¢ Q... (2pm.......

Docu. No. : RCH /FRM / CLINICAL / 027
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]
) Rainbow” . e
Department of Anaesthesiology Children’s -] BirthRight
PRE-ANAESTHETIC EVALUATION Hospital | () rmeorrosms
It takes a lot to treat the little. Your Right to a Safe Delivery
Name: HAMUNAL. Kamdai..... Age: w S UHID.No : HN H - g0 Mu04.3.
Date “\Q’b‘f’ ................................... Time: . R23C AL Proposed Operation: CX%MQVW’ .........
Diagnosis: ...0\/ LI Q}gﬂw ..... O g 2-3 08 iRV R T Cr e SHEPDIE S
8p/cRTAE)SE KR L0 Weight: .55 X4/ ASA Physical Status: 1 v 03 04 05
ld’)\"\ Laboratory Data:
Hab: l‘J—‘,‘«Or GIUCOSE: wevverrerereeeereeenerene PROLEIN: wovvveeveeererereersanns HIE o e KRS oo
POV e [, —— P —— HBS Ag: 7. Mﬁ ECG:
wee: bV ! Total Bil: oo HOV: o 20 EChO: oo
Plate: 13[ .......... DI, Bill: v Blood group: @AVE * swessianglor ...
3 S K e LDHE T3 oo o Other e
PTT: e (1 1 S T AR PhOSY cmsoninann T o prr e Y TR
[ MO+ 47 oo, AMYIASE i, TSH ... R R 4
O s, SEOVSBP T iersiomcn [ plloralosy A o
Medical History: CVS: /
RESP: / Diabetes : N U{ -
CNS
Renal / Ju Qo
Hepatic /GE:  / Physical Activity: QeI 7

QOthers : /

Past Anaesthetic History: wJ L:( _

Physical Exam:

Airway: MP @3 4 Mouth Opening: R £8, Mentohyoid Distance: @ (L Neck: @ Teeth@‘)
Lungs : A€ @ by o
Heart: X{t,w@

CNS: ol U

Pregnant: [¥fes [1No LINA Venous Access Site : Spine Exam for regional : (C;)
A A - =~

Anaesthetic Plan: O MRQ/E/H'EGiONAL []GA-ETT [JLMA =

Peri-Operative Plan Explained to the Patient:,_&Ves 1 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
/ 1. DVT Prophylaxis '/
i Water / ORS 2 Hours % =
/ / 2 0RAL<: Others 6 Hours (AW é;
3. Informed Consent\_=Standard [ High Risk
// [/ 4. Post Operative Pain Management: Discussed with Patient
. 5

( LB +K
Signature: @”W‘/\j ........... Name: DB/ PPAHUA -K
Docu. No. : RCH /FRM / CLINICAL / 044
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Wiml

Mrs AANCHAL KANDOI i
10-01-1001 ﬂ‘f sM21D (F) Rain b‘:(-')\Ne . =
o Children’s BirthRight
m""“““nm‘“““ _ 1 ANAESTHES]A CHART Hos pita| BY RAINBOW HOSPITALS
It takes a bot to treat the jittie. Your Right to a Safe Delivery
rre induction Assessment: <. TOpM
Change in Patient Condition: [1Yes el Fasting Status: W
Physical Status: | \[_J~Patient Identified \~"Consent Present \.L—+"Chart Reviewed
HR: &4 | B.P/CRT: 1lolbX [Sp0,: eV [RR: K [ Last Feed: 26 WAL
Pre-OP Diagnosis: %N,WMMN\A LR X operation: Caanieal. EMAVUAS ¢ . pae: WAL ...
surgeon: 1. Padumaga L0 Prigada i Wi Anaesthesiologist ¥y ATLWALATK Technician: fronind
TIME __ <C 0 v\S
N,O /AIR /O, LPM
HALO /SO /SEVO Antiblotic
Drugs: e
@mﬂﬂn’ OA Suppository
~
RN TN C R Sup- U
S, wowng PR
Blood Loss
Vi e
Ao, [sa8, ] 12011494k -
ETCON_~
ECG CRICK S
Temperature
Urine Output NOTES
. V| Zcdcchlr =
23
P 240
V' Systolic 220
A Diastoiic
X Mean 200
« Heart Rate 180
e 100
Throat Pack In 140
Throat Pack Out 129
100
s
60 oy
40
20
10
0
285
LAB Values
GABS
Others
N, Equipment Checked and Temp: Induction Regional:
Functional [J HME [] Fluid Warmer Ow [J Inhal Extre, Specify: ..
7 BP @ u,t/ [J Cling Film [C] OH Warmer ] Pre 0, [JRSI @/Sgi]::l [] Epidural i:] Gaudal
~=7 cuft sit gger's otton Wool ] Others f (1 e e e e
[ Art Site: . [ Other 7 Magk —_— Posmon
7 EKG Lead . oL e . _H "'1
[Z Temp Sit es: r O Ai [7] Nasal Site: . g
O ng:mon?tor Ao St % &0‘3“) oo, CM Needle Slzei‘:—f’ QB Demh S‘C/m
[ Agent Monitor OP Start: ... L ----- a [ Cuff Parasthesia [ Yes +#ZTNo
Pulse Oximeter OP ENG: oo i 0 Catheter at SKif ................... C N
[ Capnograph Leave OR: ... g Pm oy = Drug Name & Conc: “gw{’?%g'ﬁ gM’{M
] Ventilator Anaesthesia: [ Direct Vision Bolus: ............... M
O Nerve Stimulator 1 GA goscopy [] Stylette / Bougie Infusion: ...
g}qn: W%&:gﬁ:ﬂ ARG Block Level-43 AL A !
Pressure Points Checked CORNINBINBY s v suios sisicuuinissiaisinecssiaiionssvs ik sas svadaasadisss

Eye Care:
[J Oint
[J Tape
[C] Padding
Awake

CICVP. ..

Line (Size & Location)

{:?pr(ation to
PACU

Relaxant Reversed

[Jicu
[JYes

Name of the Doctor :
Signature of the Doctor :........\

1 Other
E:\No‘—m
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a-e AANAHAL KANDOI

1P26-00008314

;mm Ll Raintew®
alinbow ~ . -
m mm”” ,"” "[I | Children’s & BirthRight
| Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
Received in PACU by : WMW” Time Received : ......~ ... E ..... f .. .. Time Discharged : ........ccoocevveveeennnne
250 250 | |y Cannuta Site ... }],é( Md
240 240
" 230 230 | ] 0, Mask ] Nasal Prongs
5 220 220 | [ Tracheostomy lj T-Piece
7] 210 210
«@ 200 200 | ] Oral Airway [J Nasal Airway
S 190 190 0 ’
80 180 e
8 :70 170 | Vomiting : [ Yes ? UTUG;MTM/M{'%
2 B o | NGTwe: [ Yes @TNo
v 140 140 | Drain; ] Yes No
130 F 130
A 120 < | 120 | Urinary Catheter: [] Yes i No
R : 1o | crestrube:  CIves CImo
= %o %0 | Nil Oral Ol Yes [JNo
- 80 " 80
IR A 5 | WS e BB
o
g 50 | oraleeds VI
o
30 30
v 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 % ouT SCORING INTERPRETATION
Able to move 4 extremities voluntary or on command =2 A Mini Total S f8is R ired f
Able to move 2 extremities voluntary or on command =1 ACTIVITY t 1/ -1/ )f Inimum lotal Score or o 1S Required for
Able to move 0 extremities voluntary or on command =0 Disch arge
Sble 0] daepl bre:‘tjhg & cough freely = ?
yspnea or limited breathing = RESPIRATION - . A . .
Apneic =0 %l 7/ % 2 Exceptions to this, are to be explained in the
BP = 20 of Pre Anaestheti =2 i : e
RD 1 508D Dfﬁaaﬁaeig;gzﬁeve T% encimoN space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0 a4l-12- |1
f\u“y:aﬁe Il :3 CONSCIOUSNESS
I n N =
Nl;urespnn%in;a 0 =0 Q/ % %’ Q/‘
Pink =2
Pale, dusky, blotchy, jaundiced, othe: =1  COLOR " -
C:aﬂﬂ;ﬁsw otchy, jaundiced, other i 7’ g/- % ?
TOTAL q [P Le [ ¢
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Al vaem| glw Meymad L4
TR S L S [ r b —

ok LRI

A

, ‘_ . - p— i |
WHvo [ bpn | O/t poeistil gl /4
il ﬁ}!?}o 7 o [e AWLUAY) / )
Pain Tool Used: [N PASS [ FLACC [ WongBaker [NPS naassmmem
1. Every eight hours 1or all hospitalized patients.
Anaesthesiologist Name : 2. For post surgical patient, patient with chronic pain, patient with severe pain

a.  Every 2 hours for first 24 hours

Anaesthesiologist Signature: Di: TS24 hours wery 4 hows
c¢.  Prior to pain reliving intervention
Date & Time: @2{0 v ) %fv\ d.  With in 30-60 minutes after pain relief intervention
PACU Nurse Name : Transferred to Unit by (PACU): _ C 3 / 6)
PACU Nurse Signature: " OLdL.ﬂL\ v Date & Time:__ { } ;}/ ................
Date & Time: r I ; r?é @ }g /gﬁm -!
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e T - 3.
Dr. PADMAJ 1= e
B AR Rainbow’ | @ BirthRight
Department of Anaesthesiology
EPIDURAL ANALGESIA REGORD :

|
(D 1O TIME: errereeenierirenenes Procedure dong DY ......cecceceeeereericererremreemsssssensaessesessisassesessssesens
CSE /Spinal /Epidural POSIHON & vvvvvvvererieees SPACE fuveereceeeeiriensirneessesens Technique (LOR/LOS) ......ocuneeee.
11211 K Catheter af SKIN: .ooeueeeeeereerereerereerecnene AHEITILS ¢ vvvveesreemesmeeseerenesmmeseeseemssessesseresreen
Parasthesia : YBS/NO if YES GEIAIIS  vuviviireeriiririeeesresseerss s ssessssesssnssssesssssesssesesessassessasssssessssessassenssasssssassssensasssnses
SolUtion COMPOSIION - ...vuevcvereiiecrerereries s esenessse s essssssssanesssasssnsssssensassesssssssnssnes T I .....................
Any other issues : % '

. Infusion Rate Level Maternal
Time (m[/hr) Belus (ml) Left Right BP Pulse FHR Comments
/ !
Delivery Details 1~ Time & oeeveceverencnens APGAR: ...corirrrnnen. SVD / Instrumental / LSCS (if LSCS Details) ,
Catheter Removed by and Tip INSPECIBA © .euveveeeerccirrisimsenicmse s ens et st st s
Patienit SAHSTACHON © cvovercercereererersassssresrsnsaesssssesssrensessssssassasssassessissssnnsravassonsanonas Foeteteseiserererers bbb s e b b e s e r s e aents

Discharge /Shifting ordered by

1L




