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MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEEDURE

Date Proceedure Quantity Order No. Signature
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Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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SURGERY DETAILS

Your Right to a_Safe uEuIB}

Patient Name: Mﬂ‘P“DDDB (3 ................ Date of Birth: 1(’[{3[[(’-(0'(‘{ Age: 523'
P - Wt D oD o ... ADOLBA. .

Date of 3urgery??\1 26 . Dot et (10T-3 (10T-4 (10BGOT-1 [0BGOT-2

Name of the Surgery : \S‘-JT'S[CQ.QQNQCMC&ﬁW\@‘PW‘i‘QIV\Cﬁ D) e

& conception dowe  wundex '
- ’ onaelHesiae, <7 v
Time in \Dfﬂhm Time Out -.....L.L2Q.Ofn .
AMOUNT
1. Surgeon
2. Anaesthetist /
3. Assistant Surgeon ... X2 JRGLAINRN. s
4. QT Technician : - T e i L T T pa——
5. Circulating Nurse : .........,. Y. R‘lﬁ” .......................................................................................
6. AssistantNurse : .......OX. : Bha.\@a“" ........................................................................................
Special Equipment:  [] Laparascopy | Broncoscope 1 Harmonic (] Morcelator
[ ] C-ARM | Cystoscopy ] Versa Point ] Liver Cusa

[] Neuro Cusa (] OIS weeeeee e

v \-

Signature of the Surgeon Signature of CirCulating Nurse

Order No: .......... %OWEI]ZO/ Order by: ?\Ok

Docu. No. : RCHBH /FRM / GENERAL / 114
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- CONSU MABLES PUBRIENGING - ..cociivisnins. Mra oRSR 1P-00060552

Rainbow® Gender (1 M [J F UHIS ;:":(3;1:::uum”"’”"°

S Qo or or D o DT

—
Circulating Staff : A m,_{ Technician : Qﬂk%ﬂ\
Anaesthesia Disposables Issued Qty uses | Surgical disposables ,,..,.,,my uses | Disposables (Baby side) .,,.,,?tyu,.ﬁ
ET tube Major Pack / Inj. Vit. K
LMA / Slitures Y/ Cord Clamp
ECG leads : AIPIN 2 ,Sﬁclion Catheter
HME filter : AP/N /p'rrs—o 90 Wi\ [T Feeding Tube
Syringe 10 cc 2 |~ Vaccum Suction Set
05cc R, Gloves Y124 éﬁ_ L- 7| surgical Gloves
02cc %}L % | Gauze Pack
01cc Syringe 1 m/ 2 mi
Cautery Plate : AIPIN Surgical blade Surgical Blade # 20
IV set = NG tube Koochies (S)
RL £ £ .’P@tefv Pencil )
NS : 10/I/100 mi/ 500m/1000ml 1/ 1 1 Koochies MTP C_LL han A
/ Qintments . o 3
Suction Catheter v I/
Fentanyl Cap. Mask i '57'” g A f (2 !Tl ]
Morphine Gauze Pack " "'f(,u\l % S
Ketamine Mop Pack ; VRS
Propofol Steristrip
Rocuronium Underpad g
Glycopyrolate Draw Sheet o
Myopyrolate Abgel Me!,a\’fn | ]
Ondansetron— Feleys Catheter
Pencan 25g/Spinal Needle 22 | { Urobag
Bupivacine 0.25% Chest Drinage Catheter
Bupivacine 0.25%(Heavy) | " Romodrain bag
Antibiotics Bandage
Tegaderm A
Suppositories loban M{UY‘L 0 !
Anamol : 80mg/250mg/470 mg - Dotble J Stent 7
Supridol 100 mg ) ‘accum Suction set e =
Justin : 12.5 mg/25 mg/ 100 mg | |/Plastic Bed Sheet D/ 21
Tab. Misoprost : 200 mg 2L Betadine Solution . 9——-&_
Microshield /
Cotton Balls A
Latex Gloves ] O
Ramdione Scrub
Saral

Surgeon 5 K 8‘]’1 g[’\% Qs;u?iiaestl'mslt)logi!it) rggl.u’\ c‘p_ Nurse WM OT Technician
Order No. : .... ..’g@.ﬂ:}(g ............... Ordered by : ............
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Rainbow
Children’s .

RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospital - Secunderabad
H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,

Kakaguda, Karkhana Hyderabad Telangana INDIA 500009
Tel No : 040-42462200, Ext 2000,2001,2002

Hospital BirthRight
e,R:inb!\L;w VAT TIN : 36920283145 CIN: L85110TG1998PLC029914
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
OB (LRI RUREL AL LA AR AR R LR
INPATIENT ISSUES AGAINST ORDERS
IP No |P-00060552 Ward N 2F-MICU
Patient Name Mrs IP-00036 Bed Name MICU 228
Agel/Sex 32Y 3M 17 D/ Female Order No 0003097034
Date 03/07/2026 11:12 Prescription No  PRIP-1294224
Payor SELFPAY Dispensed Date 03/07/2026 11:12
UHID VIH-00206139
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
ALLESORB CORE
1 TURNAROUND COVER 2605251 05/31 1 563.00 563.00
40x102IN
2 ?g :‘E'“E SOLUTION10%  \vin MedicarePviLtd ~ GENERAL MD05926 03128 2 103.95 207.90
DISPOSABLE APRONS .
3 S Mediblue 26051207 04128 3 120.00 360.00
4 5"‘5" GRIP (MTP CANULAF - pomsONS 2230608C 06/28 1 329.00 329.00
ENCORE MICROPTIC
5 B as e o ELITE MEDICALS GENERAL 2303010417 03129 1 128.00 128.00
6 E‘:ﬁ&#&‘s‘ JLAYER- Local GENERAL VI16062026 04/29 7 10.00 70.00
GAUZ SWAB 10 X 10 CM "
7 bl ind: Bapuiji Surgicals GENERAL V116052026 10027 1 100.00 100.00
g SIOPRGTIAREDNY  owusUMTED H 5GH0384 12126 2 20.26 4052
NELTON CATHETER-10
9 prmd . Polymed GENERAL 2610064A 12/30 1 78.00 78.00
NITRILE EXAMINATION
H ARG R o ELITE MEDICALS GENERAL 26FB001 01129 10 23.43 234.30
11 NSS500ML CLOSED BOTTLE Denis ChemLabltd  H 1C261790 02/29 1 93.94 93.94
PROTO GOWN (ADULT)
N TECTOARD) GENERAL 7115 12129 1 450.00 450,00
SGLOVE #6.5
1 URGIARE) ICARE (KANAM LATEX) GENERAL 26E8073M 04131 3 91.00 273.00
14 SURGEONS CAP Mediblue GENERAL V103062026 12/30 7 10.00 70.00
15  THEMICAINE 30GM JELLY  Themis Medicare Ltd ~ H TT080 03128 1 34.82 34.82
UNDER PAD 60X90 10's
W GENERAL 06260501 04129 1 146.20 146.20
17 VACCUME SUCTIONSET  ROMSONS GENERAL K26C010038 02/31 1 739.00 739.00
Total : 3,040.60 3,917.68

Receiver Name

Printed Time : 03-07-2026 11:50

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : SHEEPA PALANI

Page 1 of 1




RAINBOW CHILDREN'’S MEDICARE LIMITED

. Rainbow Children's Hospital - Secunderabad
4 % . H‘No.3-?-222f223.8y.No.51 to 54,0pp.Karkhana p S,Karkhana Main Road,
Rainbow . Kakaguda, Karkhana Hyderabag Telangana INDIA 500009
Children's @ Tel No : 040-42462200_ Ext 2000,2001,2002
Hospita] ~ BrthRin VAT TN -
s Ralnbbw AT TIN : 36920283145 CIN L85110TG1 998PLC029914
DL NO :
Registered Office 8-2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034
Telangana
INPATIENT ISSUES AGAINST ORDERS U T mirmm
IP No IP-00060552 Ward N 2F-Micu
Patient Name Mrs IP-00038 Bed Name MiCu 228
Age/Sex 32Y3M17D/ Female Order No 0003097046
Date 03/07/2026 11:38 Prescriplion No PRIP-1294228
Payor SELFPAY Dispensed Date 03/07/2026 11:38
UHID VIH-00206139
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 pNAWINHEAVY S MG INI4 Neon Laboratories Ltd KP1713922 12127 1 31.47 3147
2 DSYRINGE 10ML(NIPRO)  NiPRO GENERAL 26C10K11 02731 3 28.13 84.39
3 DSYRINGESML(NPRO)  nipro GENERAL 26D20K25 03/31 1 2156 21.56
4 DSYRINGS25MLNIPRO)  NIPRO GENERAL 26A05K04 12/30 1 11.25 11.26
5 ag.lilTs;.Ecmomss MS GENERAL ECG42410021 08126 1 60.94 60.938
6 &gﬁ%LECTRODES IMS GENERAL 40RWA40CS 17 09/28 2 61.00 122.00
7 "Mlgs;'g' SUPPOSITORIES 100 Laboratories Ltg BLNP274055 12128 1 18.74 18.74
8 NS 100ML ACCULIFE - £H ﬁﬁz[’;ﬁf‘" Cors 10261641 02129 1 44.93 4493
9 PENCAN25G'3 12 Bbraun Medical Pviltd  GENERAL 25A25G8217 01130 1 469.69 469.60
10 f&Pﬁ:.?‘,?'éS”P POSITORIES Neon Laboratories Ltd i BLNP349016 10127 1 36.92 36.92
Total : 784.63 901.89

Receiver Name

¥rinted Time : 03-07-2026 11:49

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : SHEEPA PALAN|

Page 1 of 1
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«Rainbow

Rainbow Children's Hospital - Secunderabad

H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
,Telangana, INDIA ,500009.
TEL NO :040-42462200, Ext 2000,2001,2002
WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

LR (R RNTRIRE AL LR CRTRR N Y I

Admission No : IP-00060552 Admit Date : 03-Jul-2026 Admit Time :08:09 AM UHID : VIH-00206139

Patient Details :

Patient Name : Mrs IP-00036 Age :32Y3M17D

Guardian : Mr VEMULA PRUDHVI GOUD DOB : 16-03-1994

Gender : Female Religion

Occupation Martial Status . Married

Address (H) - 12-05-12/5a,vijayapuri puri colony,tarnaka, Phone No : 7893515533/ 9493209088
secusdrstuct M Guds Hydersbacd E-mail : Aishwarya.cvi94@gmail.com

Telangana INDIA 500017

Admission Details :

Bed Type : MICU Bed No :LW 219 Ward Name : N 2F-LABOUR WARD
Room No : LW219 Admission Type : First Visit

Contact Details :

Name : Mr VEMULA PRUDHVI GOUD Relationship : W/O

Contact Address : 12-05-12/5a,vijayapuri puri Phone No : 7893515533 / 9493209088

colony,tarnaka,secundrabad Mettu Guda
Hyderabad Telangana INDIA 500017

Signature

Doctor Details :

Doctor Name : Dr. KOPPULA SIRISHA REDDY
Referral Doctor : Self

Co-Consultant

Specialisation

Phone No

: OBSTETRICS AND GYNECOLOGY

Payment Details :

Payment Mode : DC/CC Card

Deposit Amount

Payor Name

: 45000.00
: SELFPAY

Printed Date / Time : 03/07/2026 09:38

Printed By : 021034

Page 1 of 2




VIH-00206139 IP-00060552
Mrs [P-00038

16-03-1904 ﬂYSIH?D

Dr. KOPPULA 8IRISHA REDD

\%

iliiiiiTin trke, | @ st
IP ADMISSION SHEET FOR OBSTETRICS ™~~~ = "7
Presenting Complaints ivp: tul 26 EDD:
Corrected EDD: GA: 11t vens.
Obstetric Formula: & > \ Menstrual History: Regular ')2/ Yes [J No
ML_’ ® r e ~ Obstetric Examination
Obstetric Hostory: sy | Rod ooy Hoepih=D.

Q.- © quA] MG ed 'IMHCMMOGL\ Fundal Height:

= tameews Ceoveption
Qs = PO Spow Ut Activity: _HRelaxed  [1Mild  [IMod [ Severe

Present Pr egnancy Record B-BV-'{& o P—-C!jl) |_|quf|' [] Adequate [] Oligo ] Poly
\ ﬁp...q&m a.l-a CM usanttt
L wuu(; [] Cephalic Others

oxe on) ; ¢\_1m P L] Breech
e e W L o e

V] AT U~ tleE»:{'U.h P cvonand

RISK FACTORS: YA ' Wowyca W“*”“E"‘ﬂr FHS: [INormal  [JTachy [JBrady [ Absent
¢ A
= Rpe T OM (Tueldnd '

- Palnn Proavatr ¢

Per Speculum Examination 0ot dow < .
Draining: [] Present [ Absent [ Bleeding
Colour of Liquor: [] Clear (] Meconium [ Blood Stained

Vaginal Examination
- Y Cervix: [J Long (] Partially effaced [ ] Effaced
Height lﬂ'ocm . L
A“ergles. ........... P.Q:Em...:wﬂﬁu.\ ..... Membranes: i:‘ Present D Absent
Breast: _&TNormal - [ Abnormal Liquor: [] Clear (] Meconium [] Blood Stained
General Examination: _
Consciousness efld e Palior: © Presenting Part: [] Vertex [ Breech [ Others
Icterus: Edema: & - Sutton: O0-3 0-2 O-1 00 O+1 0O+2
Temp: A@M& PR: €9 fa‘m Pelvis: [] Adequate [] Doubtful
BP: o Hawatty  DTR: @
oVS: (& RS DA |
Liver/Spleen: @ Urine Output: M»V»QQ '
== DIRGNOSIS - ---=-= o mm oo o oo oo e neoaeo oo sesos o e oo -

G wolln  ntt nedk eotth. Type ST Dihbeter Mellihy w0 it

Paﬂm Proattns
L a\,\ﬁ@@ vatolon L Reboulud (%4.*44% C&L%Hﬁ’)\i

Docu No. : RCH /FRM / CLINICAL / 087 {F!T-O)



VIH-00208139 IP-00060552
Mrs IP-00038

16-03-1904 2yYam1irp (F)
Dr. KOPPULA SIRISHA REDDY

AU TR

Family History: Surgical History:
Mohha —aatnd GGy , D -
e — DM .

Medical History: Medication History:

: e DM Qo | . CLeVARLAPD ~tyu | ‘Smk&,’
. Newd”
PI .,2!2: ot R0 |eftd dha o

ﬂmof-ah: -MuH 3

Invesﬁgaﬁonszulaom Grevt— ‘B'Paimve - j

Plan of Care: el +o Da {iadtha 1&41, ML oo
—Bhndden 2o — [TSPYS

2 )

...ntgvvu-&_ IYRY; 2’ |‘t9-'

— oo .w,sna e PR,.&—-tKﬂ ) PP ¢- 2Co

— Pae TI - 12818 -

' VoRL y

Qo Ay ot 24| i"‘-

e M\-omuﬂ-& cp,'prlal hero 13'5"L_.

— Potles ch.\QLug' LET- @ - )h
£laka - | S (MR~ O Q-

-_ I‘I‘A@»‘A’w 08 .

Qe Crealivre = OIYY.

S aad 1Ay
S toddam — 126
— MU cTY L Yoo UV\L? b_,pi(- £1v Poteutum —4108

2o clabontda — |e0 ).
PV o&_ q-"clﬂ‘-A‘UV\ eoE“lWL\J‘kAB"‘

TG W Mo et e,
I\LO’VQ v Braop vmaﬁrmtmctw')

SLROG a4 s -
elo Puitac wolechomn
~1Brmm M s n
YR lomens woled =&

vipa bole %ﬂq&@ohe .

Doctor Name: ....... ‘P*‘C{ ............................... Consultant Name: .. D" K* SIR LS HA-k o o

Signature: ........... /% ................................. GRERNIE ...l i e

Date & Time: HW@%,S.LQ&M

Date & Time: .......2(2{ 26, 8L 2odhan.



VIH-00206139

Nrs 1900036 IP-00060552 e
it R ! 1&03.1.“ nY3M1?n Rainb‘awﬂ
Dr. KOPPULA SIRISHA i Children’s . Bll"tthght
SR T Hospital _ | (s

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ‘%1%’[{1 ©

Baseline Information:

Admission From: CJER (JOPD  [J Admission Desk J-Bthers, specify Z’[t—’
Primary Language: [ Feligu (] English [ Hindi WE; g RN o or. AR
Doyosm s interpretie? CIYES [T WYBBSPOOHY ...c.....ciciisiininnisismimmsissinsstisiisioss smbbrmmeass s o st s ssnsiioeisissasissansas
Source of Information: [ Patient ) Family £ OUIERS, BPOCHY ....cociniinisisncossimmmmsssicsas sissiioisassisssassisidasios
Allergies: [JYes [CLNo— [Medications [ Blood Transfusion ] Food s, ——
Chief complatnts _\( vermerennennnennenee D0CtOF Notified on Admission “Yes [INo
O\ X 1 sl Name of the Doctor: . ﬁge&%""*’*

Time Notified: .. % 2,0 e
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

mg@fé‘?ﬂ NI AL

Gynecology Assessment: =7 Not Applicable | Gynecology Surgical History: Gynecological History:

Menstrual History: . s | G@€SArean Section: E'Lbé [J Yes Contraceptives: 0 ‘ L] Yes
@3“&0‘)\ woeeeeenee | Gervical Cerclage: Dr{’ Yes Vaginal Discharge: QJ‘Q [1Yes

Onset of Menarche: ..............cccceeevuneeeener. | ECtOpiC Pregnancy: [:H‘(_EYES Post-Coital Bleeding:ﬂN(D Yes

Menstrual Cycle: EL.Bﬁ/guIar [ lrregular | Myomectomy: 0 [JYes Infertility: DNU/D Yes

Last Menstrual Period: ..............c.coceervennene. | Others: If Yes Type: [ Primary [ Secondary

Obstetric History: G .50 oo P\ IO coomrp el 2000 i

I e s e RS ERT aassvaviis omsiahwassissassi

Current Medication: ont; [ Yes, If Yes, Fill the reconciliation form

Family History: [ No Abnormalities Detected

(] Heart Disease ] Hypertension (] Diabetes [ Stroke [ Seizures [ Kidney disease
[ Liver disease C1other ... mqu ot Nasst.¢ 7 Yok G Clien . Hadb et - ..
Vital Signs / Measurements: Temp: 0[5 L. ’P HR: % G ‘(9} L\?!’ R: .....l-.ﬁ.&}...

BP: -“A-QBQ- Weight: . £.%..:75 ld’ Height: Q..  BME oo

Pain Assessment: Pain: [Yes [2ND (If Yes, complete the Pain Assessment / Reassessment Form)

N
Docu. No. : RCH/FRM / CLINICAL / 151 ™ ° Pf’ (PT0.)




|P-00060552

i
General Appearance: J‘Aearthy L1ill looking ] Anxious [ Agitated 1008 o

Fall Assessment: Li¥es  [INo Score l§ ... (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [1¥es [ No Score....%:... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: Ifa patient needs assistance nith any of the following inform consultant
O Mobility problem O Walking Problem 0 Abnormality Detected
O Developmental Delay I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: Mormality Detected
L] Overweight ] Poor Appetite > 3 Days () Needs Therapeutic Diet.

CJUnder Weight [ Diabetes Mellitus C Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOL_I}GIEM. SCREENING:

\Q«Cﬁm & Cooperative (] Restless L] Depressed L] Agitated [J Confused

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: \Eg ingle Ew(ne‘ [Divorced ] Widow

2. Special Habits:  Smoker: [ Yes @( Alcohol Abuse: [)Yes (INo~  Drug Abuse: [Yes, [}\o

Orientation has been given regarding the following aspects:

Call Bellin Reach: [ Yes <7No Waste Disposal Explained: \1es (1No
Infusion Pump : Z@z(i No Hand Hygiene Explained: ~ [LYes [ No (] Others

Above information given to ('),‘Jvtqu o QOO——%’ :
Name of Person Orientation was givento: nY)%5.... ‘-LQ Cd):ﬁ E}

—

Orientation not given Reason .............. ..

Nurse Signature'

Nurse Name: ..

Date & Time: .. ?,I"ffl{,.{. ............ w_ .P\\\
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Chitdren's | @ BirthRight
PATIENT TRANSFER FORM Hospital .Mmmmsms

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

| Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
VIH-00206139 IP-00060552

Mrs IP-00038

o e o | PP @EIGAN | 3PP
Il II”"”“I"”II I"Im Transfer Ordered by Reason for Transfer

Y Cﬁeﬁ%w A Sﬁ\z ¢S

From Unit To Unit Information to Attendant

eV 0T Yos [ No[J

Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Yes4— No[

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity
1
2. o 1
3.
4.
5.
Shifting Summary / Notes Written by Doctor : e [ []
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

. @Y - g (my X
KL oaan <cbhnes
Patient & Clinical Records Received by :W

m

®

Date & Time of Patient Received :

L

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® ; i o
Children’s ‘Bll‘tthght

Hospital BY RAINBOW HOSPITALS

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

Patient Name & UHID No. Date & Time of Admission Date & Jime of Transfer Order
wmom‘l” \p-00060552 5\1 \,) 6 @ rb({ rlg (a “' ] DO"‘})
m—. |?-W0 YSM"?D (F)

HA REDDY
“ m “““\“\“ WK \ﬂ“ Transfer Ordered by Reason for Transfer
From Unit To Unit Information to Attendant
ot ML . LD

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
Yes| | /m{

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SL.No. Item Name Quantity

L

2. g

3

4.

5.

Shifting Summary / Notes Written by Doctor :

No[ |

\[oqeka a

Name & Signature of Person who is Transferring

L Moma

Name _of Person Ordered Transfer

Dr - Bruads

Patient & Clinical Records Received by :

W/\'?Y\"/L WOy

Date & Time of Patient Received :

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

[] Unavailable Bed

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

|| Nurse not Available

[ ] Available Bed not ready



VIH-00206139 IP-00060552

Mrs IP-00036 - ]
i m:;mu“m::;f ‘ Rainbow"® ® - R
[ P Children’ BirthRight
T ospital © | | aemsss
PROGRESS NOTES AND DOCTOR'S ORDER
Date
& Time Progress Notes Doctor's Order
oA pob- 0 (LERrpe)
L
i A
V- Ole  pt ts c’lclc Ad v
G Faiy — NRMX Zihv.
b el 2 Afebole — Wp KleediwgPV
Geps- 38 np 10016379 | _ monitox Vi
/
= PR- 66bpm | _ GRRS XM vl
Sje—~NAD, — Follow dvug Chhancl.
/A -S0F+ —Diabebic dith atte,
il Le bt
L‘,@ - No C{c-[—"\,t T Inforyms Loic
_ boteedivig
= b — 7T ke,
‘\\S‘m o DT TN erwqﬂ
2\ 1% PoD-0 (SERRO
"{.T()Qm
/€ p} ts C!c|c _pev
Q c=fedv — iy UchLJ
#belsle — iobehicclies a+D PP
~ 6P~ N figmWYy — odr bleeding PV
pY|can be P# —69‘:>!>f‘\v — Moonitoy vitals
AI'SMGL Sle-NAP —Follow clvug chay+
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Your Right to a Safe Delivery

1t takes a lot to treat the litte.

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order
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It takes a kot to treat the little, Your Right to a Safe Delivery
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o | [ Maintain Airway and Oxygenation "] Relieve Pain & Discomfort / Maintain Fluid Balance [ Improve Activity Tolerance [ Maintain Good Nutritional Status [-] Maintain Skin Integrity
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VIH-00206139 IP-00060552
Mrs IP-00036
16-03-1964 32Yam1ro

DOr. KOPPULA SIRISHA REDDY
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Rainbow’
Children’s
Hospital

It takes a lot to treat the Hitle.

nuRSING SHIFT HAND OVER FORM

BirthRight
BY RMNBDW HGSPITM_S
You Rii ght to a Safe Delivi very

g Diagnosis: - Any Infection: [Yes :INe/ETNcJt Known
'g If Yes Specify: ..
& Surgery / Procedure: \ .« | QostOPDay:
) 2 S
a | Date W : 9&
;3 ' Shift : ~ ™ %
& | Medical Condition = o
X | (Any special condition to be noted): . -
‘ 1
S | Diet yIB) FHVY) NS /@;L,y-gq
Allergy: 1Yes “No | Yes /Nﬁ 1 Yes#~MNo | INo | Yes CINo|lYes CINo
Ventilation (RA, NP, NIV, VENTI): 2o 7 r i
Tubes/Drains/Catheter: 11 Yes C1No |1 Yes (A0 |00 Yes 2No | 0 Yes Lrflo |01 Yes 01No | Yes CNo
£ | Vital Signs: Temp: | <861~ 456 A5:6F | ay-¢*
o Res: | |abtm | 1y M \QP\'L (& b]&
§ Sp0;: JLC{\[‘ [eD 7~ 100 L' aqY-
E Pulse: | ¢ 57 bm igé)(o\r“ %“)/W 86 y}&f
B | touldo | 0P | WO | yyn|3e
L0C: | cperffoeepan® [lomtadm | (g
Fall Risk Score: | | o ol SO
Pain Score: | (s’ e Ll L
Skin Integrity | endes o~ 0 W '}\:Qﬁu?l
Safety Needs: +=Yes T No L=Yes C'No | CL¥es [1No (&-Yes C/No | Yes I No [ Yes £ No
Physiotherapy: | < i = —
g Others Specify: |1 Yes C-Ne{ O Yes Z7No | 0 Yes Z-No | O Yes CUNG | T Yes C'No | = Yes CINo
:;; Special Diet: | | (Brmy | 9 N 2 -
g Critical Lab Test / Values: - -~ o= -
E | Other Special Orders / Medications: | 1 Yes =No | Yes CLXQ | ) Yes [} o [l Yes 2o | T Yes I No | Yes ©1No
§ PU Prophylaxis: O Yes CINo [ Yes a’f\l}) 01 Yes Mo | 0 Yes #No |1 Yes 01No | Yes 1 No
DVT Prophylaxis: () Yes CNo |~ Yes#No | 0 Yes &flo | Yesm‘ﬁc; 'Yes [1No [ Yes = No
ADL (Dependent / Non Dependent): Clc,m(g a;ﬁ AN DenosdX| AN
7 b,?L,' \ )
Post Operative Procedure Special Orders: | )5 Wg \ Fg}}’h
/ 5 "
Handed Over By Name : PUDT a @OU‘“ ]\qomp\, f-JQ()CW\
Signature /1D : @: 0" Q\% 3 V:m &V
Date: 2|16 ?P’\?’j AP | 24 &
Time: AL gan [ \D '_,tlff PUE | R
) ¥ - L]
Taken Over By Name ’[D ol Rabwv r:D(\bL/ \
Signature /1D : o lowsawr | % |
o I
Date: EAr ¥ Bh\}b %\gfh/ i)
Time: e Lo W [ 9
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' Rainbow® : i
[__ § Children's | @ BirthRight
Hospital . BV INBOW HOSTHALS
It takes a lot to treat the e, Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: C1Yes [INo []Not Known
g I YES SPECHY: ..o
E Surgery / Procedure: Post OP Day:
% o Shift
E Medical Condition
é (Any special condition to be noted):
= | Diet:
Allergy: C1Yes CINo|CJYes CINo | Yes CINo | Yes CJNo | Yes CINo |1 Yes CINo
Ventilation (RA, NP NIV, VENTI):
Tubes/Drains/Catheter: C1'Yes CINo | Yes [/No |l Yes CINo [C1Yes CINo | Yes CINo | Yes [1No
L | Vital Signs: Teﬂ";gf
§ SpO:
u :
@ Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: | Yes C1No|C1Yes CINo |7 Yes CINo | Yes C1No | Yes C'No | Yes = No
Physiotherapy: | /
§ Others Specify: /1 Yes C1No |0 Yes TINo | Yes C/No | Yes £ No | Yes O No |l Yes [INo
g Special Di
8 Critical Lab Test / Values: /
E |Other Special Orders / Medicap'ﬁns: T1Yes “INo|T1Yes [1No | Yes CINo | Yes “INo|1Yes /No |l Yes 1 No
;:"3 PU Prophylaxis: / T1Yes CJNo | Yes TINo | Yes CINo | Yes C'No|JYes TINo|C1Yes [1No
DVT Prophylaxis: / C1Yes CINo [ Yes CINo | Yes CINo | Yes CINo | Yes T1No | Yes I No
ADL (Dependent / Non Deﬁendent):
Post Operative Procedure SpeJiaI Orders:
Handed Over By Name :
Signature / 1D :
Date:
Time:
Taken Over By Name :
Signature /1D :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097




A . Rainbow Children's Hospital - Secunderabad

=

Rainb‘ow . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad

Children's _ =% Telangana, INDIA ,500009.

Hospital ; ‘ TEL NO :040-42462200, Ext 2000,2001,2002

o WEB : https://rainbowhospitals.in
GENERAL CONSENT FOR TREATMENT

Patient Name: Mrs IP-00036 Age : 32Y3M17D
IP No: IP-00060552 Sex: Female
Consultant: Dr. KOPPULA SIRISHA REDDY Ward/Bed No: N 2F-LABOUR WARD/LW 219

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

Iinderstand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned

consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
Insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

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

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

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

Note:
1 We do not allow use of medication brought from outside by the patient.

nave received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
-.-arance. In case of failing the submission, | will pay 200/- Rs.

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient/Relative:

Name: Patient Address:

12-05-12/5a,vijayapuri puri colony,
tarnaka,secundrabad Mettu Guda
Hyderabad Telangana INDIA 500017

Relationship:
Date: Time:
Wittness Name:

Wittness Signature:

Printed Date / Time : 03/07/2026 09:38 Printed By : 021034 Page 2 of 2
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INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight~

Hospital BY RANGOW HOSPITALS
SPECIAL PROCEDURE Tt takes a lot to treat the liftie. Your Right to a Safe Delivery
Patient Name : .. Mg Al SRIOARYA <V L Gender: [ Male Female  Age:....3Eyeam ...
UHID No: .. MIH.=. 0920622, )oP. 6055 . pate: ... >l2g
Instruction:

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

| hereby authorize the performance of the following operation (s) or procedure (8) (use no abbreviation/ Avgid technical terms)

e SURGNEA EVECUATION  ©F RETANED FPRODUCTS OF. (ONCEPTIOM. .. ..o
17177 | [ RREPE PR R SO, - L6t A S,

| 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 syccess or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

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

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

....... LALEEDING. ... IMNEECTION S..p NEED. PR Oloo D ANb.. Bleod. Rlopacls
L ANDL TS AoURTED,  REAITIONS. . UTERANG... PERTRRATIOM .

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

My signature on this form indicates that

1. Ihave read and understood the information provided in this form

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

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

4. \|have rgceived allthe 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: .......... ] KS!FMHRKQ?D? .................
Consentee : | Patient Attendant :

Signature : T Signature : ............ HQW .................
Name: ........... OXS.... Dal slwoanaa Name : ....... T R AN, SN
Date & Time : ....... L7\ .24, 1:. 20, Relationship with Patient: ...... MO lhex .

Date & Time : ......... I Boor B2

Witness : Doctor (who is taking the consent) :

SIGNALUTE : ....oooevevee e eessesessssssss s sessssseas SIGND i B
T AR R S O S Mg B or. ASWow
B B THIR : .....coc.n.ineconrneonsssssmnsenssnsssnssnssnsansssess Date & Time - 2Tz G Goas

Docu. No. : RCH /FRM / CLINICAL / 027
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co ORM FOR@EAD Eﬁ'.’.‘d"_r%‘;:'s ‘BirthRight"
ANAESTHESIA / Hospital | (e cims
NITORED ANESTHESIA CARE

\\

Patient Name : N\K M‘-\’M‘da VL Ageg”'( Gender : Male O Femzife/zj
UHID NO: ... MIN=00296 139 syrge0n Name: %KQ\WMdﬂ ...................................
Anaesthesiologist : AP e Ty R A ey
Operative procedure planned : QEP-R—*

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.

) r

Speclilc High Risk (s) : The doctors have explalned to me the details of the high nsk mvalved due to the following medical
problems and | have sought necessary clantlcatlon on all my doubts. |

[ Heart disease O Hypeﬂensmn O Diabetes mellitus E] Renal failure

[0 Hepatic disorders [0 Shock O Multiple organ failuré E EI Po[y’(rquma/ Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

B i e —— e e R

Ol BT RS e o S . R e N e R DRI o 4 SRR L 170
« 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 doctbrs to perform wupon me / my patient
e % %Nalﬁam the above mentioned Diagnostic / Therapeutic procedures

| authorize and give consent for anaesthesi General Anesthesia / [J 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 PT.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 prodlicts during the
course of operative period and lmmedlately thereaﬂer in need arises.

Funderstand that the above mentioned consultant anesthesmloglst or occasionally a colleague deputed by him / her
will administer the Anaesthesi ot -

- Pregnant: D)/ 0 No G
DECLARATION BY THE ANAESTHETISTS PROVIDING INFO MATIUN Foy 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.

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

Patient / Patient Attendant : Witness :
J -
'9&"“"‘{“ Signature : . "( W

Signature : .
Name: &: Y. tﬂu]»wu Name : H o WMTA‘(-W)

Relationship with Patient; .......... 8 ..o Date & Time : /5/7"’)‘4‘
Date & Time : mk‘b\%{\“sfh

Doctor (who is taking the consent) :

Signature : ............ Q‘,/@/(
Name : ‘b'( N
Date & Time : ?ﬁ\b ..... \ "\ﬁ?‘“



Department of Anaesthesiology
PRE-ANAESTHETIC EVALUATION

3. Sex: .
.m\a\vo e THDE ja

Mw w'ﬂn rdaag L ‘T;bm,‘

Proposed QOperation: ..

Diagnosis: ..

03 04

Rambow
Children’s
Hospital

R uskes 2 iof i treat the jiDe,

‘B:rthRight'
BY RAINBOW HOSPITALS

WIQM_IOI.SJMI_MN ry

. UHDNo: . YW—00206139

as

B.P/CRT: Mlﬁl H.R: W Wa|grrtﬂg’)"§k%‘c ASA Physical Status: O 1 _,U?/'

Sy "o

wsc “ﬁ&ow creat ... QL) WL Tota i 0"\"1
Shﬂ\’ v \Rb.. I;'Ng DI B

A K: \.('08 ___________________ LDH: oo

F'TT.' ORI+ siiiaas OV L

g ... 0 ") ............ MO+ cioiminmmsmnnies AT coomcrorserboince

Woay ¢ —10:< 0 NOO:)............. scoTsSGPT U'gl‘?z'g

Medical History:  CVS

RESP Tiper DM Gt 2000 Diabetes :

CNS: Now ow N NOVARAPLD

Renal: Vo v—w— -

Hepatic / GE : &\9 \Ju!jﬂo &feve ‘4-— Physical Activity: Acktre

s o ab VWW —Vges Omammita

Past Anaesthetic History: NS, .

Ho PMW{A«—WM—MWMM&M.

Physical Exam: ~

Airway: MP‘FO 4 Mouth Opening: +rAapuelie Mentohyoid Distance: @ Neck (@  Teeth: dkod-
Lngs - Qe ®) X

Heart: %.@

oS NN

Pregnant s CINo CINA

Venous Access Site :0L 58 Spine Exam for regional Midlfue -

Anaesthetic Plan: [ MAC g.éom. E&ﬁ'n

Peri-Operative Plan Explained to the Panent es 0 No

pasarter

~ CURRENT MEDICATIONS ' DOSAGE

1. DVT Prophylaxis :

L 2 NIL 0RAL<watenons 2 Hours

efsﬁ
f - 3. Informed Consent: Erswtandard

4. Post Operative Pain Management:

’ 5. Other Instructiﬂons
| - EMO(.MW?\O?&

*MM

- Name: b(m

Docu. No. : RCH /FRM / CLINICAL / 044

Signature: ... 2w

Pre-Operative Instructions:

s

1 High Risk

Dﬁussed with Patient

m n \ﬁo D ontvolled. Sugans

‘i( o




VIH-00206139 1P-00060552
Mrs IP-00038 -
u-wlm 2Y3IM170  (F) Rai b-s-’ s
PULA SIRISHA REDDY ainobow . " -
o Children's | & BirthRight
J ANAESTHESM CHAHT Hospita| BY RAINBOW HOSPITALS
I s 3 O It The (Ate. Your Right 1o 3 Safe Delivery
Pre Induction Assessment: )
Change In Patient Condition: (1 Yes. 7/ No Fasting Status: -fdeguale, -
Physical Status: | A Patient Identified A Consent Present LA chart Revievied *
HA: 6w [ B.P/CRT: lﬁ’ohﬂ-«wl Sp0,; AT onedm - [RR \bfwan [ Last Feed {ost wigle
pre-0P Diagnosis: U20). 2. TRM. & AWES. .. Operation: ... SERFC...... ... Date: 3.
surgeon: ...... Ox-Yu. Soidoa., @ Anaesthesiologist: ... DY W Technician: .. vokegln)
TIME
N,0 /AR 10, LPM Asbiotic
/S0 ISEVO :
T ] Gnem
Suppostory
Blood Loss
O, / 540, ] [4] 'Y
= NG|
Tiine Outpi NOTES
i3 >
BP 210
V Syswobe 220
A Diastolic
X Mean 0 1
* Heart Rate i
—
— 140 2
Thrnad Pack Gut <20
’ nnri ; '.I'
BO
iy 3
40
20
10
0
(7
LAB Values
o
Equipment Chect ed—and Temp: Regional
g,_Fum\al ] HME ] Fhuid Warmer ' : M.”h-c;m;l“_
8P O] ClingFlm [ OH Warmer Epidural
O Cuﬂsmm'UL/ O s [ Wi Others: .
AUSHE oo Other wa;im -
EKGLm g * m -..t.:wan-
O Temp Site Times: Imw Sh‘_ ....... i SRR
£ R ook AN3ES SIALE ..o 1 & st Neede SEe: ...... —
E{M;‘m OB e, Parasthesia [] Yes _[zﬁo
Pulse (himeter OPEM.” e B Catheter at skin ........p...-
[ Capnograph Leave OR: . -.._....,_hg‘...“,.-.., Drug Nams & r'ﬁ 5 H...‘.. e
O Ventilator Anaesthesia: Bulus él?\l iy 1 4
O Nerve Stimulato 0] GA O Video Lary O Stylette / Bougie T
Monitored Anaesthesia Care O Fiberoptic
"“'"“‘ Regional Bladed Nempts: ?mw 10-%
Difficulty Why?
B’N‘U Line (Size & Location) :Fm
CIOW bt [ Bilat = BS \ PAG:WDEU‘“
DIBRT, cop iy eogrememeems | 4 [ Semi-Closed Circle Relaant
[:: T :
O ﬁmm*m g g wm' i |+ Nameof the Doctor-.... S _ Q)
Awaiz ow: Signature of the Doctar -....




VIH-00206139 1P-00060552

Mrs IP-00038

16-03-1004 32Y3am170 {F)
- Dr. KOPPULA SIRISHA REDDY

AV

POSi1-anAEd 1MEDdIA LAKE UNIT RECORD

Received in PACU by : QQLM Time Received : ..

%
Rainbow* e
Cﬁli?d r?:'s ‘ BirthRight

Hospital BY RAINBOW HOSPITALS

1t akits @ ok b0 trest the litthe, Your Right to a Safe Delivery

UFZPOM Time Discharged : .........cooovvverrennns

gi‘g iﬁ IV Cannula Stte ; \", Gj)
= 280 |——1- : 230 | 70, Mask { 3 Nasal Prongs
5 T ! 220 | 01 Tracheostomy 1 T-Piece
§ 200 % | 200 | O Oral Airway [ Nasal Airway
= 180 180
QR racss | Oy o 0D P okt
Q
2 isoh o4 o | NGTbe:  Oves o 09&3_@\
v 140 | Drain (1 ¥es THo
N 120 zfﬂ s 120 | Urinary Catheter: [J Yes PTho
i 10 110 - (
o3 100 100 st Tube: [ Yes No
= op i;i % | wiroa 0 Yes o
i 2| Wi ... A)EA
& 50 50 Feads: B F
% o » Oral Feeds:
[n l
30 30
v 20 ;71 20
10 10
SPS g
POST ANAESTHESIA SCORE MINUTES
(Modied Aldrete Score) IN 30 160 1 90 out SCORING INTERPRETATION
ok o  ormées oy o ot comnand =3 ACTVTY t] L | 9__| A Hinimum Total Score of 8 s Required for
Ablz to move O extremities volentary of on comrmand = { 2, Discharge
Able o deen breathe & cough frely =2
Dyennea of limited breathing = ESPIRATION =
Apraic " - : ']/ W W, l rz/ Exceptions to this, are to be explained in the
2 % ol Iyn Ailgoestotlo Jeos =2 space below by the Discharging Physician:
B 3 500 s oot v = § 1= 7 12T
ﬁ%&ﬁfm aling ZE CONSCHIUSHESS 2 ) QL IL |V
Paks tuaky blokhy, Invioed, o o3 coun 1
W;_.m:sky. lotchy, jaundiced, other = 2_ C)___ Q 9
- QA {(df o
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Pain Tool Used: [ NPASS [JFLACC [JWongBaker [INPS Reassessment Frequency:

Anaesthesiologist Name : DILYU\nd.Q

Anaesthesiologist Signature, ... i
Date & Time: o@,‘ }’ % @ L?—@(\Q
PACU Nurse Name : x QM ........................................
PACU Nurse Signature: Py 7 0.0 o

Date & Time: 03 ML& @ \.PGM/

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

a

b
c.
d

Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior ta pain reliving intervention

With in 30-60 minutes after pain relief Intervention

Transferred to Unit by (PACU): C@\D\,M D\W/

Date & Time:

ﬁs\i\s{‘ﬁ @y pf‘
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Hospital BY RAINBOW HOSPITALS

Tt takoes & Jot b0 treat the [itte, \.'!;I..;r"F.!.i.g.h! 1o a Sate Detivery

\\

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Bl n s I sabnsascsvanins RIOTBOIBIBREDY . covmnmnmins i G Sk s

CSE /Spinal /Epidural PSRN % onicisinsins: ST bsscsssmmasisiissransnisoms. THCEIAURILDRALOB) covmisscanansin
3151111 Catheter at SKin: .....ovceceerneeseseemerassnese AEBMPLS & oot cenese s ser s seassesasnse s

Parasthesia : Yes/No if yes details © ......ccceeiennee.

Solution COMPOSILION : ..ccveeeveceimsasmeesssnisrmssssssiassesssrnnes

Any other issues :

A

Infusion Rate Level Maternal
Time (mihr) | Bolus(m) | yon " Riont [Bp | Pulse | THR Comments

Delivery Details: ~ Time : .....ccccceveeveremee. APGAR: L.....cccoveeeeeee. SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed DY and Tip INSPBCIEA : ...ecvreerreresieeseereimressssnssseasssssssssesssssessssesssssssssssesssasassnssssssssssssacsssssssnsnsnsssenssssnsens

Patant SEHsTACHonN & v mnnannnnnsnsniis i

Discharge /Shifting ordered by
Doctor Signature: .........cecmseeress
DOCION NNE. .. it il et ikl

Dt AN HME L tntmsrasiamssssvinsismisi e s it




Asst. Surgeon :
Anaesthetist : ..

SURGICAL
SAFETY CHECKLIST

Surgeon : ..... E‘ LA,

Scrub Nurse : .. 20....

Before Induction of Anaesthesia » >

VIH-0020613% |P-00080552
" Mrs IP-MU!G F @
Patient Name : ....... -,..gg.nu ”"’R:;; :’ ' sender: ... Rainb‘gw .
hRight
o s TR el T

Before Skin Incision > »

Before Patient Leaves Operating Room

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

OYes ‘:ﬂ(’é CINA
COYes CINo TINA

E)e{GNU O NA

Signature :

Name: .osmammmunman b‘ :

Has Sterility (including indicator results) \?f

Been Confirmed? are there Equipment
issues or any Concerns? es CINo CINA

Is Essential Imaging Displayed? ~OYes CING CINA
Power Supply, Earthing,.Power Backup

./@DN(}

SIGNIN  Time:...\Q.20.0%rY/ TIME OUT Time.. L0 4117 SIGN OUT  Time:..]). ...
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
|dentity ~TYés CINo introduced themselves by Name and Role &Yes” CNo The Name of the Procedure Recorded 6s CINo
Site /a‘vé’s CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure __D¥es TINo Nurse Verbally Confirm / Counts are Correct (or Not Applicable) ~ [+Yés [INo C[INA
Consent OYes CINo Correct Patient (Check ID Band) CYes CINo The Specimen is Labelled (including
Site Marked FYes CINo NA Correct Site /42 1No patient name) [1Yes Mo CINA
Anaesthesia Safety Check Completed _C1Yes” CiNo Correct Procedure /z’é CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning yes CINo Anticipated Critical Events Problems to be addressed =Yes zﬁ [ NA
Does Patient have a: Surgeon Reviews:
Known Alergy? OYes (o~ What are the Ciical or Unexpected b12K™7 Th Snnen, Anscstaatis: sl Hurss:
= i i WA What are the key concerns for recove
B ot V1 e oo WA | | e map om0 Ol
Available OYes E/,N'O/’ Anaesthesia Team Reviews: o 9/
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? Yes 0 CINA
(7ml/kg In Children)? Nursing Team Reviews:

Doc. No. : RCH/ FRM / CLINICAL / 111
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32Y3mM170
RISHA REDDY o

M\ “ M\“\\m\\\\\\m\ ; Rai_nb%w' @ g rthRight

; Children’s
e P ———intanl HOS pita‘ BY RAINBOW HOSPITALS

OPERATION NOTES

1!-0 "“

Surgeon : e k., Siwisha Redldly Asst. Surgeon : D~ YOgeLlwogn

Pre-Operative Diagnosis:

Surgical Procedure : cSUw@‘caj Evactuehon of Redeadwed F{oc!u,gpfbaz
Iy COﬂCcfHOw undey Spraal auneed iy

Indications for Surgery: ~ Contracep Hou s ly~t,

!
Date : 3 o \),6 Start Time : \0130 L End Time: |00 .

A

Post Operatwekbiagnosis:

=

Peri-Operative Complications:

Amount of Blood Loss: T orm | Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Operation Notes:

Undes stk abeptic  Condihowt undev Spivial Anasie,

Pastt parnted and dﬁﬂfﬁﬁl .

otetul ent pl\ oced e | vHa oto rvu.][ po<s ‘HO n j

(PT.0.)

Doc. No. : RCH i/ FRM / CLINICAL / 099
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ActesoX  dnd postesios UQ\CJHM wal | seikactee

Qg  Simng SPECLJ.um L —

=
~ Antexox \ip of cexvie Wwled wiivig  gpoonge baldiag
: = e 7

|
‘foscept | |
EL_’ Senald ’aL{lG.'Hl-h'oM done oiHn Hgiqqxc ol lato,
|~ ulesne  sound Plaoc,el A
- psoducke  of COGC&FHOV\ SuchHowued u,cinj Faxmann's
Canulaa NO. g
- Redeived P‘fDdLLCh o+ ('oﬂOc'p‘HOn send ovee LL-“V'L?
. ovum's Foxleps,
!_** G et (_/qﬂ‘f“‘rd;?e cloue e
- Menostalic  Secuyveel
— NO  ackve bleedivy ¥
— Tab Miso psostol qo;mcq PR kept: :
i |
Adw . NRIN %2 Wi g
LIE blosding PV bl
URRS g \g/x%
INQAAL door Okl g
O@_&Lﬂu.‘) WE&}' (i
‘rn{W%o&
Bt ——
ﬂm\{oieg

Name of the Surgeon: ... J2%.... ..

Signature of the Surgénn: VIS - NI s 5 s

Date & Time: “imlalnoie oSl B0



1P-00060552

wu-f:fl::::: Yz
Mrs F) . = ®
[ o ‘ Rainbow | @ BirthRight
ght
S T Hospital | () esonosms

tarly Warning Observation Score Chart - Obstetrics

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

Date

101112

Time 1011112

RESP
(write rate in
corresp. box)

>30

21 -30

11 -20
0-10

Saturations

94 - 100 % -----------------------'ﬂ

<94 %

Administered

0, (L/min.)

3 dwa]

40
39
38
37
36
35

<35

ajey Leay

170

anssald poojg Jjoishs

160
150
140
130
120
110
100
90

70

ainssaid poo|g JNolselq

130
120
110
100
90
80
70
60
50
20

NEURO
RESPONSE
[¥]

T — o (= "o "

Alert
Voice
Pain

Unresponsive

URINE

mis / hour |

-

> 30
< 30

Proteinuria

Protein + + i
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink
Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial

Docu. No. : RCHBH /FRM / CLINICAL / 053



Obstetrics and Gynaecology
Early Warning Signs

(" N
1 Yellow Alert :
Repeat Observations
in 30 minutes
\. J
4 B A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
e 7 _J
\
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
X o

* The Modified Early Warning Score (MEOWS)
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\

i N2
Rainbow .

N Dr. KOPPULA SIRISHA REDDY Rai L BirthRight
S T Callaen's | (SIS

Your Right to a Safe Detivery

t=kes @ ot to Wreat the litte

Early Warning Observation Score Chart - Obstetrics

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

=
,XQ‘J Date
’ZJ Time | 8|9 ]10|11]|12| 1] 2|3|4a|5|6]|7|8]|9|10]11]12]1]2]3]a]5s]6

> 30

it ~

s 21-30 2 S
{write rate in : - &
corresp. box) 11-20 I\ "\ | L

0-10

COBRDUTARR S e () S e I e S T L) [ ) (e [T ) o) IS e ) () e ) I

Saturations T E

Administered 0, (L/min. DR Y o2 N T N N NS ) ) (N G R i ] e e D) e e

40

39

g 38
37 h %
=
P 36 "
35
< 35
170
160
150
140
130
g 120
& 110
==
2.
(-]
wy
-
=
=
=
IR
(=9
=
™
@
=
m

-
ainssalq poojg joIselq

NEURO

RESPONSE Naice
o Pain
bl Unresponsive
URINE >30
mis / hour <30
Proteinuria yaysin s+
Protein > + +
Lochia
Clear / Pink
Liguor i
TOTAL YELLOW SCORES
TOTAL ORANGE SCORES
Nurse Initial

Docu. No. : RCHBH /FRM / CLINICAL / 053



Obstetrics and Gynaecology
Early Warning Signs

~N
1 Yellow Alert :
Repeat Observations
in 30 minutes
A

s Sl g \

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

Observations in 30 minutes

\ A g
r D

> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring

X A

\

* The Modified Early Warning Score (MEOWS)
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A

Sheet No.: ............

N\

R 5 b::' ® : : 3
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Tt takes a lot to treat the litthe, Your Right to a Safe Delivery

| FLUID CHART |

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.

IV Site |

i

' | " Natﬁre
Date Time of Fluid

Route

NG

Thrombo-

i 3 . 2 hiebiti S!gn
Diarrhoea | Vomit |Drainage | Urine | Paeoss Nurse

Mouth

LV

N.G

08:00 am

09:00am | @ | IP\\, <00, i/

R al

‘]

_,6 10:00 am )\[\__,[00\-
X Framra e
|

12:00 pm B4 —(D O

e

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

, 04:00 pm
Cl7 05:00 pm

06:00 pm

07:00 pm

Total Intake : g

Total Output :

08:00 pm 4

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

-| _ Total 24 hrs. Intake

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

Total 24 hrs. Output
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T i ' Rainbow® . L.
.4 Children’s | @ BirthRight
.............. — R e e e e S RS A S e | e — H os pital ' BY RAINBDW HesplTALs
Tt takes a lot to treat the fitte, \’_o;Jr-ﬁight toa S_aul'-e ﬁélivery

| FLUID CHART )

SheetNO. : ...

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

| " Intake R e
Nature _ Thrombo- an
Date | Time | o« i Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis '

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
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. intake Total 24 hrs. Output

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




VERIFIED BY : Name

VIH-00206139 |P-00060552
Mrs |P-00036 .o o !//4‘ l
13-03-‘-”4 32Y3IM1

PPULA SIRISHA REDDY Ra'nbow .

r BirthRight
= T Fospial - | (g rumnms
DRUG CHART

Date of Admission: ..... 2. 7.1.22%%  prug Allergies: st s
FOR THE SAFETY OF THE PATIENT

[ Not known any Drug Allergies

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOK SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient ~ 2) Right Drug 3) Right Dosage  4) Right Route  5) Right Tirhe
- 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.
SOS / PRN (As Required Medication)
. Dater
DRUG : Tige
Dose Route | Frequency [Start Datej
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
. Datey
DRUG : Tigne
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Date»
DRUG : Tige
Dose Route | Frequency |Start Date
T
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (PT.0)
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16-03-1964 32Y3IM17D {F)
Dr. KOPPULA SIRISHA REDDY

A R

REGULAR PRESCRIPTIONS

Weight. ................... Ward. . ...momsvnmm

DRUG: "[nR - PaRCEM ML

v

Dose Route | Frequency [Start Date

60 | PO Moy 3

Name & Signature of the Doctor ,
Starting the Drugs: L_J;'y

D purivh

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG .J’__f\’-] mH_QON TORNO |«

Dose Route | Frequency [Start Date

ooMu| Tv TN 4\

VAL

Name & Signature of the Doctor !

Starting the Drugs:

d1 by - Ashoiw

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: T .

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4



VIH-00206139 IP-00060552 2

Mrs IP-00036 po kAt g
) Rainbow . 3 :
L’.’.":J::fmmmww ] Children’s . Bll'tthght
{ | Hospital _ | ) zsem s
STAT / ONCE ONLY DRUGS

L Weight: .................. kKOS

SHEBENG: ..civiiiiiniis

DOSAGE & OTHER SIGNATURE
it M i INSTRUCTIONS ROUTE  poctor | Nurse-1] Nurse-2

ol &

!

3"7(28 \%\T}%\ TNIT MeTRoNIDA| Soom G X/ %‘( @@b/j

Docu. No. : RCH /FRM / CLINICAL / 136
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Mrg ]P.poou lP-ogo“s”
18-03-1994 ”
D
rﬂiﬁﬁ 2 o o Weight. ...vvovee. Ward. ....o..ooooovrnn
W ﬂ,ﬂmﬂ H Iﬂﬂ Date»
Ti‘[;ne Nurse Sig. | Nurse Sig I Nurse Sig. I Nurse Sig
Dose Dose Dose Daose
DRUG : Dr. Sign Dr. Sign Dr. Sign. Dr. Sign
Route Start Date Dose Dose Dose Dase
Dr. Sign Dr. Sign Dr. Sign Dr. Sign
Name & Signature of the Doctor Duss Do Doze Dose
Dr. Sign Dr. Sign Dr. Sign Dr. Sign
Additional Instructions: o tows fese froes
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Date»
VARIABLE DOSE T!U]B Nufs&ﬁig. Nursg-efSig l Nurs&Siu. Nurs‘e'Sig
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign Dr. Sign Dr. Sign
Route Stan Date Dose Dose Daose Dose
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign
Name & Signature of the Doctor Fose Do Dose Dot
Dr. Sign Dr. Sign Dr. Sign Dr. Sign
Additional Instructions: . e . e
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign
STAT / ONCE ONLY DRUGS
3 g Dosage & Other 1
Date Time Medication helructions Route Signature Nurses
2NV | Tiz0am T-OMSOPRETL oo Ml | pU | o féﬁ
d7  ( FOTAXTIN & 'S X
2V | oy TV C 13 ~ M -
WO |[ENT PA NTOPRR =
2\ Ao 2 oLE Homu | TV H @
Y,
% - PLAM TDE D N i/
00 DO PR O (O Fals
21T | Wl [T P Loomty PR H Toite

Page: 3/4
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1.V. FLUIDS CHART WOIEHE .o W comasimmne
) C ition of 1.V. Fluid Flow Rate| Doctor | Nurse | Dateof | Doctor | Nurse
Date Time (f lnfusmc:\[.nmggnsc:r gﬂhi Mcg.’k:{:nin. etc) Route Or#l.r’hra i Sign Sign | Stopping| Sign Sign
0 L H— ! : )
G\ _C} | RV SIS e (ﬁ\ &D UU'W '
% 0N %(“ LA AT E
W
R OO EP— \o o
N T | ANOLP
BACEE S - #)
: \\6 oM AL \0 O
|2\ \Q'g(c“ = |y §.
LA LTNE g

Page: 4/4
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Rainbow® R
(FORM - C) Children’s %BlrthRight
CONSENT FOR MEDICAL TERMINATION OF PREGNANCY (MTP) Hospital | (@ L oim,
patient Name: ... NPS. . ATSHIWARYA...CYL......... UHIDno: NIH- 00206 |33 pate: .31l 202¢.
|0 ATSHWARYA..CVL .. Daughterfm’éof _Me. NEMULA. PRUPHVE G ouD
aged about ... 3.2 Y.EALS.. Yearsof ... 1“05"2-,5@9\11',3’&\]& PLRIL. PQP-T-COLONY;

21 TARNAKA cc CUNDRABAD MeETTU Guba HYDERABAD TELANUANA

At PreSent reSIdING @l ........coreuivereeseuseinmsrmi e do herby give my consent to be
Termination of my Pregnancy at ....... QAIUBON °$P.I TAL.... [CﬁP-FHﬁ—Nﬂ ................................

Place: ... SECUNDERARBAD..............

Patient: W Doctor: (who is taking the consent)
Signature: .. Signature: qﬁﬂ o

Name: MRCGISHWRW’H Name: (}{'AQW-Q]lVU .............
Date & Time: L8\ 2. Ao Date & Time: ...... 317’2{,q*%0 Ouvns

(To be filled in by guardian where the women is a lunatic or minor)

ST PRSI RUTROPY PP PRPRES PP PRS son / daughter / wife Of ...
aged about .......oceveriiniiniiiinn. YEAPSOF o cionressssssunsnnnsmsnrassssssssisssiizan s sstreenp e s g s
AL PreSent 1ESIAING @8 ..........orerserusseessinsssismrunssssssssssns i s do herby give my consent to the
Termination of Pregnancy of my Ward ...........ccovmneniiinne: wheis minor / lunaticat.......... T T T

e I R

Patient Guardian: Doctor: (who is taking the consent)

SIGNALUME: .....cocernerrieisisneissi s SIGNAIUIE: .....cueevcinniinirersesisinasssssa s
NEIME: ©vevvveereeereereresirrieieesnses e rissssaeaes MEIME. .ciiiivainvvinssvsiiisasadisssovaissuevarsenssronson
Relationship with patient: ...............cocoveiins Daiter 8 THMRY. .. ospoossseisivssbiiniiiasosmsrsovassassaninies
Date & TIMB] ......cuinismiisiimiinissssoeis

Docu. No: RCH/ FRM/ CLINICAL/ 256
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FORM | Rai_nb%wf ) BirthRight
REGISTERED MEDICAL PRACTITIONER (RMP) OPINION Forw  hildren’ G BirthRight
(For gestation age upto twenty weeks) . Vour igh 03 Sale elvery

Patient Name: ...") RS . A.ISWwWA rY A

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

! RE:. K. STeISan LEBOY — B R
..................... RATN. O AT LOR, M. NOS. P L TAL... ANG. BTRTNRLUMT
Hereby certify that | am of opinion, formed in! good falth tﬁaf:}t |snecessar)ar tﬁ termmate the pregnancy of

MRSAIQ\A»«JHR\{HU ............................................................
Residentof...:.......‘...1.:.QS...‘.“....'s.Ql..\.5..ﬁ..'._..._.L..Q.I.J?B.}f...ﬁ..{.?;).é.\if ......... (URT...cotalm .
For the reason given below* ThERA \ig . S&MND E“Q AB AD ., M eTTy LUBES

UN DHRARAD

I hereby give intimation that | terminated the pregnancy of the woman referred to above who bears the serial no: ...

in the admission register of the hospital / approved place.

Place: ......... Q2. E LA NDERAR AD
Date: .-—?)\7]7-4:;

Registered Medical Practitioner: Signature: ... Name:

*of the reasons specified items (a) to (e) Tick the one which is appropriate;

O a.In order to save the life of the pregnant woman.
O b. In order to prevent grave injury to the physical and mental health of the pregnant woman.

0 c. Inview of the substantial risk that if the child born it would suffer from such physical or mental abnormalities as to be
seriously handicapped.

0 d. As the pregnancy is alleged by pregnant woman to have been caused by rape.

O e. As the pregnancy has occurred as a result of failure of any contraceptive device or methods used by a woman or her
partner for the purpose of limiting the number of children or preventing pregnancy.

Note: Account may be taken of the pregnant woman's actual or reasonably foreseeable environment in determining whether the
continuance of her pregnancy would involve a grave injury to her physical or mental health.
L

LT U ——

Registered Medical Practitioner: Signature: ... Name:

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

Docu. No: RCH/ FRM/ CLINICAL/ 258
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Rai nb:gw“
Children’s

Hospital

It takes 2 ot to treat the fttle

MEDICATION RECONCILIATION FORM
Drug AllErgies: .........c.cocvvevvveevennnn, 1 KRS

BY RAINBOW HOSPITALS

.BirthRight”

Your Right to a Safe Delivery

~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)

i \ ;

Shifting From: .................... FPAAL o SH IS crsmmmmsunn e L

ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNO | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | pyrg /g | AGYIESION
: i
1 f‘1 NovVeR AP (D wo HC it {2 T Oc =20c
AT Red
2 | Y- tANTUS 8U (e e | ¥ lOc =0c
ONLLE 9"%“.
3| T vitawnN Bcompler ATAB Yo by 2& |(JC_[38C
s Oc ooc
5 (JC JDC
6 (JC [IDC
T (JC [1DC
8 (JC LJDC
9 ¢ 0oe
10 (JC CIDC
* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ?fpvcia.eum

Date & Time: . B\A\>C &l Awa

.
Nurse Name & Signature: .......5 XA S
Date & Time : ??\Q”h‘@.,gt%ﬁ/ ..............

Docu. No. : RCH /FRM / GENERAL / 090
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ESTIMATION SLIP Rainbow'. | @ BirthRight

Hospital BY RAINGOW HOSPITALS
o 0 e e e Vour Fight 1o 3 Sate Delivary
Dau.QQXQﬁ)XLUHID/m No.: SIIB 205139. Sl. No.: 291 03
Name of Patient : V\- b Age: 2;2 Gender: E

v
“ather's / Husband’s Name : Corporate/Occupation : p”"

-~ -4

uddress: _M Phone : Email :

tocedure/Plan: 5 GQ'P o DOS :

MODE OF PAYMENT :_):l/wu? orea:_(KH O GIPSA : O OTHER
LY \
TARIFF INFORMATION : -' DY- - DiISha "SaAepL
ROOM ' DAY
ATEGORY GwW SwW TSW PR DLX NICU PICU MICU CARE

N it Qlhwa] &) |
Doctor’s Fee 513\1 f L \
L. Tax | L-!gzm

PARTICULARS 1 AMOUNT (X))
Surgeon’s / Anesthetist’s Fee / O.T Charges 0

i

O.T Consumables 4 DA0 } e Subject to approval by TPA/Insurance Company
Insgum;d( Chnr&es / / Not Covered by TPA /Insurance Company
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REMARKS :

1. The estimated amount may change according to duration of stay, medical condition, investigations, pharmacy and any other procedure.

2. The estimated surgical charges may vary subject to Surgeon’s decisions / Complications / Patient’s requirements / Modes of Procedure (like Laparoscopic,
Thorocoscopic, etc) / Unilateral to Bilateral Procedure.

3. In case the patient is shifted from lower category to higher category, all charges for the consultant visit, investigations, operations and/or procedures from the date
of admission will be according to the higher category.

4. Room eligibility is purely subject to TPA approval and the Package/Room tariff starts from the time of admission.

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

6.  For Non ~ Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/HbsAg, Medical Records, Insurance Processing Fee, Double
Occupancy and Registration Charges, etc, credit cannot be extended. These items are not payable to us as per Insurance Company norms.

7. During Non-working hours of O.T (8:00PM to 6:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not covered by
TFPA / Insurance Company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the Financial
Counseling desk between 9 am to 6 pm.

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

9. Two attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted in the rest of the categories of rooms. And no attendant is
permitted in ICUs.

10. Tariffs are subject to revision.

11. Kindly check your billing status on day to day basis at IP Billing Department .
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