]
Rainbow’

Children’s o BirthRight

_ Hospital | |\ weeiaeoam
ACTIVITY RECORD FOR BILLING
BAH-00656706 IP5-00174483
Mrs ASMA BEGUM
Name 15-04-1997 2Y1M14D  (F) e
_____ Dr. SUDHARANI BAIRRAJU e ™ iRl see W o b e paill
owono - WILINNIRLIANAANY Y e e
Date of Admission: _ _ o L R, Date of Discharge: _ _ _ _ _ _ _ _ es. iz = = gs
e /BetiNo: . T RIS N P Suggested Billable bed type : _ _ _ _ _________
WARD TRANSFERS
Dgte Time From To Signature of Nurse
153 g alAwm 1VP 0T o(mum?ﬂ\
AQ\ ﬁ\% a0 AT Loy quOzunnD"‘
[k i ody
Sl 12.peA C}M/IVM oo 2ty waooﬁun_
Cross Consultation Visit
Doctors Name Date Order No. Signature
1
2
3
4
5
6
7
8
9
10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS
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| MEDICAL EQUIPMENT (WARD & ICU)
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ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward
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Billing Supervisor
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SURGERY DETAILS
BAH-00656706 1P5-00174483 Date : QZC\\S(% ...............................
Mrs ASMA BEGUM
t 15-04-1997 WY1M14D  (F) o
Patient Nam °"IH‘SH°”“mﬁ"I‘i“|'iW”| I."m ..................... Date of Birth: L&{...}‘.Lﬂ.‘f\. .................. Age: ... 20M......
L "fOT UHID No.: ..BAN 7006 S 6306
Date of Surgery: o¢).... / ...................... | OT -1 OT-2 [JOT-3 (]10T-4 [(]0BGOT-1 [C]10BGOT-2
Name of the Surgery : @ ...... ) ¢ L}/’Cff ...... &L’(\ﬁ](\'( ....... / .............................................................................
.
Time in ...... g ......... D..AnN=.... Time Out -......... Cﬂ ‘<W ..............
NAME AMOUNT

1. Surgeon 7>< (s\c ;\f\ﬁﬁtul(\m ..........................................................
2. Anaesthetist i & - N q.mﬂ.{?% .......................................................................................
3. Assistant Surgeon : ............ D‘ ......... M P&@ N S = AT
4. OT Technician ;... ﬁ;&%}am\n& ...........................................................................
5. Circulating Nurse : ............... e Mo\ﬁcﬂl@ .........................................................................
6. AssistantNurse ;... C§ ks L UQMOOPL ...................................................................

Special Equipment:  [] Laparascopy | Broncoscope | Harmonic | Morcelator

L] C-ARM Cystoscopy

| Neuro Cusa

\\&\f

urgeon

&26 & -pRtous

L@m

Order No:

Docu. No. : RCHBH/FRM/GENERAL/114
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Signature of Circulating Nurse
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Ordered by :

.................. Laauron

Mrs ASMA BEGUM m.]{o.— p\&&ee vl () Rainbow® 4 £ Eoa
sl e o ] childrer's | Q) BirthRight
Hospital BY RAINBOWHOSPITALS
T IlllllllllHllllIllllll CONSUMABLES OF OT - ,. b
Uttty s eerror s Technician : . 4. osr A0 Date : .24 g]ﬁ::d e OB .'.Sﬂfm'\
Anaes*esua Dlsposables oot Y eoq | SUrgical Disposables wsuod | usea| Disposables (Baby Side) | OV
ET tub: Major Pack Inj Vit.K
LMA |~ Sutures Cord Clamp
ECG le s(( J’)‘" /N 2 Suction Catheter
HME fiter : A/ P /N | Feeding Tube
Syringds :10cc Q Vaccum Suction Set
05 cc ) | Gloves Surgical Gloves
‘ 02 cc - T o Gauze Pack
| 01 cc Syringe 1ml / 2ml
Cautery plate : A/P /N Surgical blade Surgical Blade # 20
IV set | NG tube Koochies (S)
r - § | Cautery pencil
NS : 10 1ﬁof?m|}00ml /1000mi ) | Koochies oo Hhat qowu. oil o
Il m‘\ \Ct )| Ointments mofo doon. | ol
wWib ce \ | Suction Catheter s il
Fenta \ | Cap, Mask 5(6 Bl5 Minisp: {Le_ ot | o}
Morphine ' | Gauze Pack ¥ - a, 19|mpo—
Ketamine i i Tuj P lqm ot |o)
Propofol 3 | Steristrip Bip legaveas | oilor 4
Rocurpnium Underpad loee P g DL_|0)
G!yco‘yrolate \ Draw sheet 0rlorT (5w ¢ erfl L I;m
Myopjrolate Abgel e € Mﬂ_ 21 I
Ondarﬂsetron Foleys catheter PN _(\M Dlpr
PBHC*’I 25/ Spinal Needle 22 Urobag DO a‘.h 0|01
Bupivicaine 0.25% Chest Drainage Catheter PR e
Bupivitcaine 0.25%(Heavy) Romodrain bag B 100y Cul RS
Anﬁb’bﬁcs Bandage 200 (a r: n u.'ta\ piipj
ol pHomTZ Chto| \ | | | Tegaderm Tudso fix ot DI
Suppdsitories 0Ny loban 2L SDDad o Ipt
Anamn}f 80mg / 250mg / 170 mg Double J Stent P sy O ot loy
Supridol : 100mg Vaccum Suction set G . SR
Justinf: 12.5 mg / 25mg / 100mg Plastic Bed Sheet e LN o s
Tab. Misoprost : 200mg Betadine Solution . Dlles oo DU D)
Yida ’LQ\QJV\ . (| Microshield Eniey 6 D102
: Cotton Balls Nelbm 1. atlo
Latex Gloves g.bhd. s o |o1
Ramdione Scrub
Saral
Surge Anaesthesiologist DY - Vinedlhs Nurse &g ~Jwo MDOP"’ g“‘f‘ﬁér%%i},#"‘;



,;, Rainbow Children's Hospital - Banjara Hills

Ra: 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Chil ren 'S ,Telangana, India ,500034.
Hospital 8’"“”“‘ TEL NO :+91-40-4466 5555

Ranbow WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details : UIRNERRRRT I LTI R 1

Admission No : IP5-00174483 Admit Date : 29-May-2026 Admit Time :07:46 AM UHID : BAH-00656706

PatiQnt Details :

Patient Name : Mrs ASMA BEGUM Age :29Y1M14D

Guardian : Mr SHAIK WASEEM DOB : 15-04-1997

Gender : Female Religion

Occupation ! Martial Status : Married

Addrﬁss (H) : VILLA NO - B5 , ARCHIT RESIDENCY , Balapur Phone No : 8309756680/ 7075000116
Hyderabad Telangana INDIA 500005 Eaonall - NOMAIL@GMAIL.COM

Admission Details :

Bed Type : DAY CARE Bed No :RC 406 Ward Name : 4F-GYN RECOVERY

Room No : RC 406 Admission Type : First Visit

Contact Details :

Name : Mr SHAIK WASEEM Relationship : Husband

Confact Address : VILLA NO - B5 , ARCHIT RESIDENCY , Phone No : 8309756680 / 7075000116

Balapur Hyderabad Telangana INDIA 500005

/ Signature

Dactor Details :
Doctor Name : Dr. SUDHARANI BAIRRAJU Specialisation . INFERTILITY
Referral Doctor  : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 29/05/2026 07:48 Printed By : 020296 Page 10of 2
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OUTPATIENT NURSING ASSESSMENT FORM
Date: 9?14&@ ............... Time: W e

B B ol ouisasiss sbiveamsivsibbsavasismmsiaisss ORI, SN <. RINEINY - 00 U8 0 ORI e

Allergies: (] Yes [J No [ Medications [JBlood Transfusion [ Food ot Known

BUE, MDY ............ocsocoomnconsmnsenesassonsnsarasasessen

Vital Signs : Temperature: ....... Of 8 §L .......... Pulse:.. j “‘OL Respiratory Rate FF( i
BP.. n,;;[ 2o Hep0, .SNE. L. Weight...ﬁ.‘.f.:.‘?.!%ﬂ... He;gnt...!..:..‘;.?f ...... BMI... 23 % .
Pain Screening: []Yes [INo' IfYes, PainScore:.................... Pain Tool Used: (] Wong Baker ZNPS
RISK FOR FALL: Functional Screening:
History of Falling: within past 3 months OYes [ANo Normal Activity of Daily Living
Ambulatory Aids: Ifthere is abnormal ADL check one of the following
Wheelchair OYes [ANo ] Mobility Problems
Crutches / Cane/WaIker CdYes [INo Il Dressing Problems
Uses furniture for support CYes [dNo [ OO oo
Gait/Transferring:
Bedrest / immobile OYes @No | ysorm consultant for positive criteria
Weak ClYes ETNo
Impaired [ Yes ;LNo )
Mental Status: Nutritional Screening: =T No Abnormalities Detected
Forgets limitations OYes 41No L1 Abnormal BMI
Vulnerable Patient L] Yes ,lZi’ﬁo (]  Appetite Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING (] Lossof Weight Observed in the past 3 Months
Fall Risk Intervention: EAEE N e

[J Escort while ambulating
[J Assist Patient Inform consultant for positive criteria

[J Educate patient and family on fall precautions/prevention

Psycho-Social-Economic-Spiritual Screening: = No Significant Findings
(] Single  [J-Married [J LivesAlone [ Liveswithfamily [ Liveswithfriends [J Abnormal behaviour

Inform the physician about any unusal concerns about patients Psychological / Social Status: ........ ™ \'] .........................
Inform the physician about any spiritual needs, if applicable
|
- Nurse Signature: ........

Date & Time: ..... %5} [

Doc. No. : BRFRH/ FRM / CLINICAL / 009



BAH-00656706 IP5-00174483
Mrs ASMA BEGUM
15-04-1997 29Y1M140  (F)

\

Drlgunmum ulnmmu M Rainb:c_':_w°
. “| 7 : P T T HOSpital BY RAINBOW HOSPITALY
PAIN ASSESSMENT FORM oo, | O et
: Pain Score : : Modifying | Patient / Family . :
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
\4‘ Vo Rl Lty - [out! (] Continuous | [J Acute O Sha.rp 1 Dull | (] Increasing | J=+Yes A A&;{ Ad &Wj,
L —Ab dewe | [Antermittent | ) Chronic | Aching [ Buming | SDecreasing | [ No [g,auﬂcf"s
[ Continuous | [ Acute ] Sharp (I Dull [J Increasing L] Yes
O] Intermittent | [ Chronic (1 Aching [ Buming | [J Decreasing [ [ No
[ Continuous | [ Acute (] Sharp [ Dull CJ Increasing O Yes
[J Intermittent | [ Chronic (] Aching (7] Burning | ] Decreasing | [ No
(] Continuous | [ Acute (] Sharp (] Dull [ Increasing | [ Yes
(] Intermittent | [J Chronic [J Aching ] Burning | [ Decreasing | [ No
[J Continuous | [ Acute (] Sharp ] Dull [ Increasing ] Yes
(] Intermittent | [ Chronic 1 Aching (7] Bumning | [ Decreasing | [ No
[] Continuous | [ Acute ] Sharp (] Dull [J Increasing J Yes
(1 Intermittent | [ Chronic (] Aching [ Buming | [ Decreasing | [ No
(] Continuous | [ Acute (] Sharp [ Dull 1 Increasing [J Yes
(] Intermittent | [ Chronic [J Aching ) Burning | (] Decreasing | 1 No
[J Continuous | [ Acute (] Sharp (] Dull L1 Increasing | [ Yes
[ Intermittent | (J Chronic [ Aching [ Bumning | (] Decreasing | [ No
[J Continuous | [ Acute [J Sharp [ Dull [J Increasing CJ Yes
CJ Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | [ No
[J Continuous | [ Acute ] Sharp [ Dull [J Increasing | [ Yes
[ Intermittent | [J Chronic (] Aching [ Buming | [J 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 b) Then every 4 hours.
¢)  Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152 (P.T.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)
1 1 1 ] ] | 1 | |

&

0
No Hurt

I I 1 I 1 1 I i )
2 3 4 5 6 7 B8 9 10
Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

OE®®®

Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
. No Particul ! i QOccasional Grimace or Frown, Frequent to constant frown,
o 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
45 Laying quietly normal position, Squirming shifting back and
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint P framqﬁgm comglajnts
Reassured by occasional touching,
i Content, relaxed hugging, or being talked to, Difficult to console or comfort
Consolability disiractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful| irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousaltoany | Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational 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 pain expression
Expression No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex | Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or increase 10-20% | Increase greater than 20% from
RR,BP,§aQ | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or | baseline with stimuli | gestational age 5a0,76-85% with | equalto 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recavery fighting ventilator
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gﬁ[ﬁlﬂl"l'flﬂllflmlll ﬂ]ﬂl\lllﬂ wULTI-DISCIPLINARY PLAN OF CARE FORM ~ Ghidrey  CthRight
Diagnosis: @ L 3 ’jﬁ
?:'“t‘i Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
\ oMedical | e it — Mo velvieve @ziz; 2 Nursing
A 0) Nursing o Modified ; 5, X Sxftocd O Others:
%’ O Others: O Per-Op Mwaj a/VCJ g.,omiw -
8‘“‘{\ O PostOp i il Lmd—c&/ wsG
y & Jo | O Medeal | O e “(fm C‘D\f—;& O ada cheddd Sl W P'&‘PJ - Tedica
= Nursing £ Modified ey » - = D‘V‘-/ 0 Others:
oA I Others; £ Per-0p Mﬂeu«p P {D‘C"‘j 3\/ + O U'F
Q’\\OP‘M O Post Op ébw\nuv[o\ dﬂt}OM Mﬁajﬂ
edical O Initial Dot _6‘,/ Ao ol Lo O Medical
ve~T O Nursing O Modified g woofln] — Nursing
129\§/ O Others: O Per-Op N, MW'E %Mr B’P 1 ’d & O Others:
o LS 5t Op cotboutd™ e
a CWWh% '
(? O Medical | O it |Proteolur ey af ;{/AJ,, D w‘l&'u] jv-f?(aia/ obo o~ :P ﬂ@al
Y | =Nursing 1 Modified 0” ; :h;,md{ medli e O Nursing
olﬂl s = Others: O Per-Op Clih.é‘;ﬂucou J A uwﬁ’v wa whrA 5 ; JZS: 15 [ Others:
~ QLK i
{ at o 02ejhe 4&&1% M dbo ecb PTESO‘J fLO'h
= Medical O Initial O Medical
O Nursing O Modified [ Nursing
O Others: O Per-Op I Others:
O Post Op

Docu. No. : RGHBH /FRM / CLINICAL / 040
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Mrs ASMA BEGUM - "
e 15041997  29Y1M14D R - -0
Or. SUDHARANI BAIRRAJU T ainbow 2 s, 4
I ———. Gliliier's | QR BIrthRight
" e —— H — BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form e e e B
o-Maa
Date/ Time | 9a|
Choose Highest Applicable Score from each Category e 22, e Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 O Risk Level Mnrse:’::lsl)Scora Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 0
Furniture 30 Standard Fall
. ow Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0
IV / Heparin Lock or Saline I\;es = Q0 Implement
2 S Moderate Risk | 25 - 50 Modeéats Fel
Impaired 20 rrevenhqn
GAIT / Transferring Weak (uses touch for balance) 10 -
Normal /On Bed Rest /Immobile 0 0 Implement High
Forgets limitations 19 A Risk Fall
Mental Status .g = po o o Prevention
Oriented to own ability 0 o) Nrion
Total Morse Fall Scale Score: e
Signature ﬁ’u’)ﬂﬂ_‘?ﬁ/
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [C] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [] Hourly safety check
nsure patients use their prescribed eye glasses if any, in the hospital [ Assess patient after visitors, leave to ensure safety measures in place
Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
se safety straps on stretchers and wheelchairs while transporting patients [] Initiate constant observation by healthcare provider as appropriate to patient's needs

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



Rainbow® . .
Children’s ‘Blrth Right

\

Patient Sticker

. HOS p it&' BY RAINBOW HOSPITALS
o Morse Fall Risk Assessment Form e
. | Date / Time
Choose Highest Applicable Score from each Category o Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Sk Lot Morse Fall Score Action
y (MFS)
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
rnitur 30
' Furniture Low R 0-24 ﬁtandﬂiid Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Tecaution
None /Bed Rest /Nurse Assist 0
’ : Yes 20
IV / Heparin Lock or Saline c : Implement
g Moderate Risk | 25 - 50 Moderats Fall
Impaired 20 Preventhn
' Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Mental Status Forgets limitations 15 High Risk > 51 EISK Fatlil :
Oriented to own ability 0 NI
Intervention
Total Morse Fall Scale Score:
Signature
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [] Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [C] Hourly safety check
[ Ensure patients use their prescribed eye glasses if any, in the hospital (] Assess patient after visitors, leave to ensure safety measures in place
[] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
[] Use safety straps on stretchers and wheelchairs while transporting patients [] Initiate constant observation by healthcare provider as appropriate to patient's needs

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




BAH-00656706
Mrs ASMA BEGUM
. 15-04-1997 29 v u 140 (F

IP5-00174483

Patient Sticker

Dr. SUDHARANI BA|

VN iy

2

Rainbow®
Children’s o BirthRight
Hospltal .'m*wow_s_‘ﬂsgfﬁ

takes a lot to treat the little.

PROGRESS NOTES AND DOCTOR'S ORDER

& Time Progress Notes Doctor's Order
|5]>e Palient came o Coul Ruttevel
30 A
Peclele
'femp@
PA - Fubpm
Bp — 13]73 musig
Pla S’é;n, v
Spos - VOl @ RA
1 g Patieal cen be .SFu/[,fQJ
“F o7 fo. ogY
&:D/Bv Pvﬁf A
L R
L okl R
@RV
“ N

A ]mmaépw

YJ//. C’//o Bl
Ve

A ol

Vil ohle’

&g Pla - <dT”

hdic PR
-”'\ o/ ﬂlﬁﬁ‘j‘ j
c{\ Cy@ﬂ - |

Docii. No. :
|

RCHBH /FRM / CLINICAL / 088
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Patient Sticker ! Children’s ‘ BirthRight
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HOSpital BY RAINBOW HOSPITALS

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

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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i S R LR 2 rs ASMA BEGUM al n ow g s
£ 3 atient Sticker | 15041997 2974 Y1M 140 ® i
S arrs | S HGH
| m””””m"","m ”mmum .

| MEDICATION RECONUILIATION FORM
Drug Alleries: ........................ T R ?ﬂ)t known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
| : in the treating team or shifting from one unit to another unit.

| (Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

R S R o o OPRIRCRNAE SO . A N
ON
~ MEDICATION NAME DOSE ROUTE LAST DOSE
S.No (bmsmc NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, v) | FREQUENCY | bore / Time ?Dsﬂ:ﬁfm
L q CAPERC oLINE O {,,,f %}V & N QQIS[% J}C/DDC
]i j t
2 ¢ ODe
3 } L1.C* CIRG
4 LI =BG
i
5 | | 0c CIDC
6 ” LJCG LIDC
7 JC COJDC
8 | GV DG
9 LIGILIBC
10 OC CODC

, : * C- Continue, DC - Discontinue
[ MEDICAT&)N HISTORY RECORDED / VERIFIED BY

()f?bﬁc»@, .................................

Date & Tirfe &q(SI%@ ...... 5.0 "‘7 ..................................................
L ¢

| Date & Tie: ... 4?:?1 ................. ot Eliddaag . s i sge

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



@ BirthRight

FERTILYTY
BY RAINBOW HOSPITALS

_UHIDNo...PAH.-00b5 6706

Jrq ..... E.’::ul ..... Loindosss. Horlo.i.lrai-.

(name and address of clinic) to provide us with tre ment services to help us bear a child.

e j nt. Further, at times the ovarian response is poor or absent in spite of using a high dose of drugs Under thes‘e

cirgumstances, the‘treatment cycle will be cancelled. irihRight Fe \r_ ‘-“»'nr“ Hills
2. There is no guarantee that: Rainbow HOSPUES: B Road NOQ%A
: . ; : LSUIVeY HE -500 034
()| The oocytes will be retrieved in all cases. ;‘L-‘;auhi\\gl H\jdezabadie\angana o
an 4

(if)  The oocytes will be fertilized.
(iiiy  Even if there were fertilization, the resulting embryos would be of suitable quality to be transferred.
All these unforeseen situations will result in the cancellation of any treatment.

We fully consent to these procedures and to the administration of such drugs and anesthetics as may be necessary. We
consent to any other operative measures, which may be found to be necessary in the course of the treatment.

I/ We have been told of the risks of ultrasound directed follicle aspiration.

I/ We are aware that we are free to withdraw or vary the terms of this consent until the gametes and/ or embryos have been
used in accordance with my/ our wishes. | am aware that this will have to be a written request.

6. There is no certainty that a pregnancy will result from these procedures even in cases where good quality embryos are
transferred.

clinical pregnancy does result from assisted conception treatment, |/ we understand there is an accepted risk of
multiple pregnancy, an ectopic pregnancy or of a miscarriage. |/ We understand that as in natural conception, there is a
1all risk of fetal abnormality.

dical and scientific staff can give no assurance that any pregnancy will result in the delivery of a normal living child.

g fully understand the risks of treatment including;

(i) Itis not possible to guarantee that a follicle will develop in a given cycle and that occasionally cycles have to be
abandoned before egg retrieval.

(ii) 1 There is a risk that spontaneous ovulation can happen prior to/or during the egg retrieval.
(i) An egg is not always recovered from a follicle at the time of egg retrieval.
(iv) Any eggs may be collected and fertilization of any collected eggs will occur.

(v). Is arisk that the cycle will be abandoned before Embryo Transfer if there is failure of fertilization, abnormal
fertilization or failure of the embryo to cleave (divide).

(vi) A pregnancy may result from treatment.
(vil) Treatment may be abandoned at any time if there are problems in the laboratory or with the culture system.

Docu. No:;FRFRH/FRM/GUNCAumo (P.T.0)



10. I/ We have been fully informed of all that is involved with the In Vitro Fertilization / Intracytoplasmic Sperm Injection
technique and have been advised regarding the chances of success, the possibility of multiple pregnancy occurring and
other possible complications of treatment by the doctor. I/ We have also received information relating to treatment by
these techniques in order to assist us to become more fully aware of what is involved.

Informed Consent:

The above information has been read out and explained to me in own language (in the event that it is necessary), and it has been
explained to me that this form has the authority of a legal document. We have had the opportunity to ask questions, all of which
have been answered to my satisfaction.

Unreservedly and in my full sense | hereby give my fully informed and non-coerced consent to undergo any or all of the aspects
of treatment as noted above by any means as deemed appropriate by the professional team of BirthRight Fertility by Rainbow
Hospitals. We understand that we will become the legal parents of any resulting child and the child will have all the normal legal
rights on us. With our signatures, we certify that we understand the implication of these procedures.

The degree of procedure proposed has been explained to me and my spouse in detail including the complications and the
associated mortality and morbidity. The benefits and risks of this procedure have been explained to me. | have also been told
about the alternatives available for this procedure including the advantages and disadvantages of the alternative.

o
Wife / Woman Name: —%mm%eﬂug Hémgﬂame: ......... - i
Signature: @ ............................................................ Signature: ............... @ ..............................................

Date & Time: iﬁ\gbﬂ(o]gr[}bb-/ ..... Date & Time: .2 Q) ) 260 F5 %

Endorsement by the ART Clinic:

I/we have personally explained to & .o~ Beawund..... and NUW""\[W‘&) ...... the details and
implications of his / her / their signing this consent / approval form, and made sure to the extent humanly possible that he / she /
they understand these details and implications.

This consent would hold good for all the cycles performed at the clinic.

Wife / Woman Name: 'b‘smmge.ﬁuyr) HushanaName: ... BT i veisissssiesinniiesns

Signature: &W ........................................................... Signature: .......... @19' .................................................
Date & Time: . iq{&/(lf(,]gk’s\wx Date & Time: . 0&) ))ﬁ. ..... Q.. P N

Name of the ART Clinic: .,

Adrass] .. com i

-’“'IAJI"

No. 403, Road No, 2
Date & Time : Aﬂﬁ@}s ﬁyer@ Ielangana.,g%?w ......... Date & Time: .

TR I e i e
Fertil ey Qy

8.. Ea....‘;afa Hifjgeeseseeees Signature: ....




{SENT FORM FOR THE FERTILITY
NOF OF O0CYTES BY RAINBOW HOSPITALS

wihs ‘BirthRight

~ Doc. No. : BRFRH /FRM /CLIMCAL / 077 -

o numter .. LADAICHLE0.. Aadvar cand rumber ... 5. 5R.).3302103.....
gl mmmmwmnmumwmmmmmammﬂmm.ummmw
best of my knowiedge | am free of any infectious diseases or genetic disorders.

| DDA G g oo LanRight Fertility D

derstal MHMIMUIIOW’ s onthe off &l\dm%ﬁ\rﬂ ! ‘.L_ “[i.f: BH"L: it 'L',ll‘il"i
R ospitals, Banjare Tt

‘ d Mo. 2,

4

S N
30 1Y

g r"‘..;,'w 1k J"\:i\'l‘} “ "

\understand that the method of treatment may Include: .24 201103 lilvey o 40%; Rc,.a it
1, Stimulating my ovaries for muttifollicular development. Raniara Hills, ! Perabed; Telangana: i

I & demamdmmWMmecamemmymwmam

anesthesia. :

3. The fertilization of my oocytes with recipient's husband's or donor sperm and transferring the resulting embryo into

J - the recipient. e

lmmmaummmnﬂnmmnmmmmmmmmMmmmmmmmmmm
nausea, headaches and abdominal bloating. Only in a small proportion of cases, a condition ovarian hyper stimulation
occurs where there is an exaggerated ovarian response. Such cases can be identified ahead but only to a limited extent.
‘ﬁmammmnmmbmammmmmammmm.mmmmas.m
* reatment cycle will be cancelled. ; "

| hereby consent to the process of donation and related procedures mentioned earlier. | have also been informed of
 complications (including damage, injury, infertility or mortality/death), risks and all related matters that may arise from the said
mmmmmmmmm,im;mnwwmmmmms)mm.

I heroby agro that all the information being provided, hereunder is bing provided with ggnsent fo the purposes of e
procedure of In Virto Fertilization and related/ancillary procedures. Such information my identity proofs and my
personal detailsand | hereby authorise the usage, storage, processing of the same fo the purposes mentione herein.

Inthe event of any comlication or any ather circumstance n which | am rendered unable to provide instructions, then you may
mmmnmmwﬂmmmﬂmm.mmmmmm@dmmmmm
informed of the process (during the process). : .

mmmAW‘# ..... e R

mam&ﬁu(@ﬁ‘ﬁaapapm

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

(P.10)




mummm ;
{/we have personally explained to ... /‘4’5"“‘\ P A0..... the detalls and implications of her signing
mlsoonmlappmvalfom.ax\dmdemtoﬂmmmpossiblemmmdsﬁmse details and
implications,
&
Name of the Witness from the clinic: ........... ’gd/
Addressl*f ....................................................... Name of the Doctor:. ﬁf Smw £
Signature: ............ & : Signature: ... . 200 f\,( ‘(/‘-’“
Date &Time: .24 . ?fvb@ 0 no ........................ = Date & Time: . zﬁb 128
‘gythRignt Fertity 7Y Right Fertmtv
Hospitals, Banjara HU'S Birthiig Hills
Name of the ART Clinic: . aalnm* ..... wm,aoam &umofmemawa pow-Hospitals. Banjara
3—2-120“ 03‘ survey No: 403, ‘Hoad No:
NSRS MI@W Address: .. B2 1201103!1 e

m:(rms'formwmmmwmmm-mowﬁmhmonemammwmmmmmmm
was recrulted and screened by the bank).
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M . Rainbow® . T
Department of Anaesthesiology Children’s Ed BirthRight
P.\ E-ANAESTHETIC EVALUATION Hugsnpwi,gjm .f—fuf:iﬁ?fl‘:::f S

Laboratory Data:
(577 A NS PrONT, s ;| L I S KRB e i
B e et s B vt T drtts HESAG oo T e e
BHE ot Tt BHE o conicesitsnsesis L R 2D BHos Y.Ll
| I e R ) | R S BN, Blood group: .............. Stress/Anglo: .................
] s
| R B i, e 1 ] e el i s ey dd el o i e A e
T SRS LR o RS R RN AT 2
Y e N e i R T8 it
f Y s S D BHTSORE s p oni2
| Allergies: At 2004c0,,@
Medical History: ~ CVS: 9
HESP / Diabetes :  —
ﬂfS: NO W :
lienal: v
IJepatic/GE: } Physical Activity: @

(?thers: b

ast Anaesthetic History:

U Mo paev. Lece

I!hysical Exam: : :

i,lrway: MP 1 §@4 Mouth Opening: fi{ ¢y, , of Mentohyoid Distance: 2 £, Neck @ . Teeth: M P
g, D -

Heart ¢ 0,0D. %

ENs: i’ MRS -

*’regnant: CYes (A% C1NA Venous Access Site :amépine Exam for regional : (y/) 3

Anaestheﬁc Plan:@u( CIREGIONAL CJGA-ETT JLMA

ll?eri-Dperative Plan Explained to*the Patient: QX&S/ 0 No

. CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis :

Water / ORS 2 Hours
2. NILORAL<T[
3. Informed Consent: G'Sﬁ(;;lrd O High Risk
4
-

. Post Operative Pain Managememssed with Patient
. Other Instructions:

|
Dacu. No. : RCHBH /FRM / CLINICAL / 044
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706
RS 2z
Rainbow” ® - —
\“‘\\“\\ -] Children’s BirthRight
\\\\\“\\\\\\\\\\ I ANAESTHESIA CHART  Fiospital - B s
It takes a lot to treat the little, Your Right to a Safe Delivery
_ ...wwwuun ASSESSMent: £ 0F AW) .
Change in Patient Condition: Yes Mo Fasting Status:-A}-eq UAKR™
i . ! : :
Physical Status: | = Patient Identified C~TConsent Present LT Chart Reviewed
HR: @U|Wdi [ BP/CRT: RO/oWq [Sp0; 1007 [RR_TO[wi [ Last Feed:
Pre-OP Diagnosis: n {Fﬂ*(&@‘ .......................... Operation: . OQCQKW@UOL ........... Date : m‘ﬂfu—&
surgeon: ... W SAdlaavani, ................. Anaesthesiologist: ... %M N{W€eaL.... Technician: WQWW
TIME _ (Fad @/ 74 ;
N.O/AIR/O,LPM
HALO /SO /SEVO : Antibiotic
Drugs:
(LVA] | uiwmw 0. ‘
tm' NG | Mra— Suppository
Ny, Jowa t un,
tAY ¥
| ‘d"\/
il Blood Loss
HO,?SaO& HoPlipp [ ' .
ETCO, ‘34- % r
ECG celle [ SR .
Temperature
Urine Output NOTES
bl NPo =
$ 5[ porinE 7
P 240
V Systolic 220
A Diastolic
X Mean 200
» Heart Rate .
Tourniguet on Time
Tm.niquet;'ﬁme 160 . A
Throat Pack In 140 L] ;
Throat Pack Out 120 A Al —
100
BO y -
80
40
20
10
0
ABG
LAB Values
| GRBS
Others
=Equipment Checked and Temp: Induction Regional:
Fuactional [ HME O] Fluid Warmer | 6V O inhal ity Specify: .. .
\B/m [J CiingFilm [ OH Warmer M 0, CIRSI ] Spikal [ Epidural D Caudat
Ol Cuff Srte@ UL’ [J Hugger's [ Cotton Wool [ Others OMIOBE v bissmasimsisivssiviissstssssontstssss
Art Sit , S
tl o Lgad e 7 ‘Mask [ SGA PRSI Koo T i enssinspesssssmasisssisins
- Times: g [ Airkay ] Oral [ Nasal L . O o
g gfomaosrlrror Anaes Start: .. e l{!OA'M ETTH b B esicissssens BT Needle Size: ... N\..oooverereeeee DEPHE Lo
O Ag;m Monitor OP Start: . 512% ] Oral [INasal [ Cuff Parasthesia [ 7 No
W =Pulse Oximeter OP End: . a4 ... OJ Trachgostomy L] Topical Catheter at Skin .......\........
G/ﬁapnograph Leave QR q 'lLA’M O [ 1117+ g S S A BN T Drug Name & Conc: ..
1 Ventilator Anaesthesia: ] Awake [] Direct Vision BOlS: s
] Nerve Stimulator O GA [J Video Larjggoscopy [ Stylette / Bougie INFUSION: ..o ssseesen
,D/M&litnredAng,esm j2.c [ Fiberoptic BIOCK LBV ..vv.oooiveeeoos e esensssenessssmnesssesnssss
POSIN: Yock= [ Regional Cm Blade# ............\ MEMPIS: ..o Conat
L)~ Pressure Pains Checked DL T e N i
Line (Size & Location) Transportation to
Eye Care: LIV, b o i ] Bilat = BS ACU C1icu L] Other
E Oint . O Semi-Closed Gircle' e Relaxant Reversed . [ Yes 1 No
ape "
[ Padding E{ gll;:[:d o Name of the Doctor : DQ V\'\ICM%M
L1 Awake Signature of the Doctor :

.
—
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Rainbow"® . g e
Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

PUST AN. _ ECORD
Received in PACU b ag“g‘”oo .............. Time Receive ol’lop“"/\ ............... 1210w
cf al aCAyvf)a\uwM A s ,rngh") pLeGa) (WLCC P
| 0 250 i
s 2% | v cannuia site EF
230 230 | ] O,Mask [J Nasal Prongs
;fg ;’fg (] Tracheostomy ] T-Piece
200 200 | [ Oral Airway [] Nasal Airway
190 190
180 180
170 170 | Vomiting : [J Yes [No 1 1T e e BT Sl SRR
180 1 INaTue: [ Yes &N
140 140 | prain: O Yes jdNo
130 AY 130
120 X ¥ 120 Urinary Catheter: [] Yes [+No
::)3 ::)g Chest Tube: [J Yes FNo
- ¥ L 19 | Nil Oral BYes [INo
80 80
70l % 70 N Flds: [O e mblo w
i = WG |7 R el
50 50 Oral Feeds: F\UOW
40 40
| 30 30
| 20| 20
i 10 i - ;0
| seo.l1004]S Iobd-[ | ded [ [ [t9v 09| iopd
‘i POST ANAESTHESIA SCORE IN ... N PR SCORING INTERPRETATION
| (Modified Aldrete Score) 30 | 60 | 90
e R S S 2|9 A Minimum Total Score of 8 is Required for
Able fo move 0 extremities voluntary or on command =0 \ ¥ ) o Discharge
T Ty * >
a or = RESPIRATION
Apn E b q |9} 4 " | Exceptions to this, are to be explained in the
BP 3 20 of Prs Anaesthetic leve =2 space below by the Discharging Physician:
3 g, o lo- | Shat
m?:eon calling 2% consciouskess | 9| 9l Vil
Not fzsponding =0
E;E ;ltlijcsky. blotchy, jaundiced, other E E COLOR a | - H o 9
I TOTAL C‘ 10 [C) 10 10
I
‘; PAIN ASSESSMENT AND MANAGEMENT FORM
‘ Time Pain Score Intervention Signature
: 3. PCM Jnka-0p - Adviced
% - ' 2 wi | !
J‘s‘f QIS A (g - Qb {ffw b ipge b &woo[’“
ah 10 Ay %2 ) 4 pafn. .Jwtowr\uﬂ de Aoy -
: t im niamac(o( (Dfnrj TR lél__.ncum!r)‘\.
24 W (01304 B3 : Prar
Y\ ) ©-3) olu, u,j Luoauoo <
1 - EOAM ~e — Ml,__.—- g"\L

Pain

An
Date

PAC

;l’uol Used: [ NPASS [J FLACC [J Wong Baker E’ﬁs

Anjsthesiologist Name :

& Time:

Nurse Name :

PACU Nurse Signature:

Date

& Time;

sthesiologist Signature:

Reassessment Frequency:

1. Every eight hours for all hospitalized patients.

LA \DS[M_.:_.._

b
C.
d

Transferred to Unit by (PACU): .
Date & Time:

For post surgical patient, patient with chronic pain, patient with severe pain
a.

Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention

el
6-,% J {,M{)‘V\,
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Patient Sticker ‘ Children’s @ BirthRight

Hospital . BY RAINBOW HOSPITALS

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

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

Date: . Ao i b i R Tifne: ....................... BROEAOE OO RN ... i R, e i
CSE /Spinal /Epidural PO - ooivaiiiiie: 1 R S e Technigue (LOR/LOS) ........cceueeeee
DRl e Cahator st SN ..ot aibmndaiin ABBIPIS | ....cicciiiiciissnsersonmurmsonsasamasssnsscsreess

e e gy R R e s £ OO M LAl ok TN Mo SRR SRt ) R ITRBREE.. BESEIEE LSRN
SOl COMPOBIION 3 ... ol Tl vsssiusssssposssedvpusiforaioscoimmtegih SummsirssmasfBssenrarey frverreeneed N

Any other issues :

| RN, S SRR SO IO WL | SN SO NSRS, o b . (51 Dobe = SR 0 0y 0 SO TR Y RS ERR R
) S SRR ). U ST OTRC LGl - S oy = S = ST bors D oot o 0 PN R
Time Inh(':i‘%:)‘ate Bolus (ml) LeﬂLe\:il i FHR Comments
ght | BP | Pulse
Delivery Details : ~ Time : ........ccoecruenene APOAR: voiominiiSie: SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECTEA © ......cuvveicirriiisimniriri s s
L s o e O SRR S SRt £ S et 8 e SRR S A MRS S RTINS

Discharge /Shifting ordered by
Doctor SIgnalure: e il smus b aniipsu e
Doctof NAMNE .. ..ommmennie s b T A s s v RS os PTG

Dite ] TR ccovssmssse Biionccscncbionieus ANGREIE e el Mt
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i

~ONSENT FOR ANAESTHESIA

Authorization By: m (] Patient Attendant

Operative Procedure: ....... OQO\:*\TQ%M ................................................................ T

Anaesthesiologist:

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
anhesthesna involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief can be achieved
b:g]nfusmg weak solutions of local anaesthetics and narcotic drugs to particular parts of the body after surgery or injury, using
catheters

s#ciﬁc 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.

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

clothers ... Dedebu {

Declaration by Patient Attendant
o | authorize and give consent for anaesthesia as considered appropriate by th esthesia team
(] Regional Anaesthesia () General Anaesthesia onitored Anaesthesia Care

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

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

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

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

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

nt Attendant: Witness:
Signature: ; h ........................................................................... Slonatse: ... é\(« ..................................................

e B e 1T S RN, oh sl T S 1

Relationship with patient: ........S. 6%/ .................................. Date & Time: ‘?rﬁ[ . e %ﬁwj ...................
Date & Time: .......... &)‘{,]Q{.f 2026..3.: a»qom

Doctor (who is taking gonsent): oo 3
Signature: ............ W ...... Name: DAMjW ............. Date 9’(—{./35 Time:..... 2. 2010

Docu. No. : RCHBH / FRM / CLINICAL / 021 (26
ocu. No / / /0 (PT0)
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Date ox Admission: ...2%, \4 A Drug Allergies: .TOMDO e }wmﬂ known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR

NURSES

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 Policy.

S0S / PRN (As Required Medication)

UG :

lg ||

Dater
Tir'ne

Dose | Route |Frequency |Start Date

Dactor’s Signature | Valid Period Pharm.

Aciditionai Instructions:

&RUG:

Date

T@e

rose Route | Frequency |Start Date

Tctor’s Signature |Valid Period| Pharm.

Additional Instructions:

I
'DRUG :

Date

v

Ti@e

Dose Route | Frequency |Start Date

Doctor's Signature | Valid Period| Pharm.

'Additional Instructions:

|

Docu. No. : RCHBH /FRM / CLINICAL / 118

Page: 1/4

(P.1.0)



REGULAR PRESCRIPTIONS

~Weight. ................... Ward. e

DRUG :

Dater

Dose Route | Frequency. |Start Date

Ti:'ne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsemerit by a Sign

DRUG :

Dater

Tir'ne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Datey

Tirvne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Datey

Tirvne

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
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\ Or. SUDHARAN Weight. Lubl ward. ..WFO[
£ (A T
I
| VARIABLE DOSE- e 50 | Nurse Sig. | Nurse Sig. I Nurse Sig
Dose Dose Dose Dose
DHTG': Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RO te Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Na*ne & Signature of the Doctor Dose . - b
| Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
q
A%monal Instructions: - - o o
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VAHIABLE DOSE Tlme NurssSig‘ [ Nurs‘e'Siq. l NurssSig I Nurs%Sio.
Dose Dose Dose Dose
TUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
R ute St a rt D at e Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
me & Signature of the Doctor Dess el - -
- Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
dditional Instructions: pose o . e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁ:ﬁﬁ;‘igger Route Signature Nurses
A &uoasoV~
ﬂ‘{&wr e J)m Auervmnﬁon 29 Jv leenndis

G
40

| Lopoo

st | 10:2° 15/ Tl o, s ix\/ Sucmei)
N
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‘ TT\T\TﬂW\ﬁﬁﬂﬁﬁnll\\l\l LV. FLUIDS CHART weight. .6 L-b8¢ wara.. LuLs

amposition of L.V. Flui
Jn, mention ml./hr = Mng/kg/rLciin. etc) Route Flof;vVﬁrate o Pl v o

. | Doctor | Nurse
Sign Sign | Stopping| Sign Sign

f\é@%mm JC9) RipaEe By w}‘”%@ b zﬂ\"v &
LALTAYE R 5»% 9@ Q
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Dr. SUDHARANI BAIRRAJU

Surgeon : .EXCr..SuQ  oni B,

Asst. Surgeon Dr.. 200100 l Patient Name A Pﬁm&ehwge :’H"‘i Gender : .

Children’s

p—

IR

SER R U ATLAKR VAW A V. dA S A
Scrub Nurse :3.0% . _CCAJQ"VO{T)W ...... Dateb?‘” u In-time : ...&..&Sﬁ.mom -time

URID No. !

TC OO F urgery Name :

Hospital

Tt taskes: @ lot o treat the ittle.

.Bi'rtERigl?f P

Your Right 1o a Safe Delivery
1 i

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time.. 2. 2L Am TIME OUT  Time: &.M.200). SIGN OUT _ Time:.. 21 !24:)

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

Identity t=r¥es CINo introduced themselves by Name and Role .rYes C1No The Name of the Procedure Recorded @ ¥es CINo

Site wrYes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure ©¥es CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ @Yes CINo CINA

Consent Yes CINo Correct Patient (Check ID Band) ~ —TYes CINo The Specimen is Labelled (including
Site Marked JHEs ONo CINA Correct Site #TYes CINo patient name) OYes CONo [CANA
Anaesthesia Safety Check Completed  £¥eS [INo Correct Procedure Yes [1No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning [L¥e$ [1No Anticipated Critical Events Problems to be addressed DYes (o OINA
Does Patient have a: su;geon Reviews: A :

Known Allergy? O1Yes UNo™ What are the Crticalor Unexpected D\eeSi 09| 171" To Surgeon, Anaesthtistand Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, 16 ‘3O A~ cphondk s e s ot bl

y’/ ' i Anticipated Blood Loss? o S OYes CONo O NA and management of this patient? OYes N0

Yes, & Equipment / Assistance i Ry o

Available OYes [No— Anaesthesia Team Reviews: MM PM
Risk of > 500mi Blood Loss Are There Any Patient-specific Concernsﬂq‘/es TNo CINA \ P/L/
(7mi/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned OYes =No CINA Been Confirmed? are there Equipment

Blood Units Reserved CYes [oNG CINA issues or any Concerns? “Yes CNo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? CYes CNo CINA
within the last 60 minutes? drfes CNo CINA Power Supply, Earthing, Power Backup

and functioning of equipment checked. _/1Yes CINo

Signature ............ “& ................................................. Signaturem ...........................................
Name :....... 0L MMM S TR - Name P{(,mw\@\ ............................................

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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| _Paiﬂnt Sticker T:oﬁm?m 2 ‘f“““’ I e ow

\ Ny | @ oo

| BUNDLE CARE CHECKLIST TO PREVENT

| SURGICAL SITE INFECTION (SSI)
To Be Filled In By Assigned Nurse : el Qﬂld% """
Department : j\/@dr ......................................................... Duration of Procedure : %SV”W} ........
Name 0[ Surgeon : ............ Wox ! é\*dwm/& ................................. Date of Admission : "Uﬂ[ ..... -
Bundle Care Criteria : (Tick (/) if done)

Staff Signature

1. | Antibiotic given prior to surgery ? [j/Yes [ ]No

Qrsﬁgle Dose Antibiotic or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? ZVBS [ ]No @9& 9@&
Name of the Antibiotic : ......L.n2-.... AL . M.EA‘.I.‘.N.KA-}.,?:EB’.M} v

2. | Hair Removal /Zl/Yes [ INo ifYes: Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room 00 p,)
SO
E]/Other: A ... vicisniiinms e s Eg

Skin preparation done (cleanse surgical area with antiseptic agent)? [4Yes [_] No

Patient's body temperature immediately post operation (Recovery Room) 36C °C

D ol Or [ JAxila (Goal:36-37 °C) ((f pﬁ;o‘lf"/

[
I’ Date & Time of antibiotic administration : .... % "ﬂffw ...... @ @M .......... (g,yﬂ)&

‘ Date & Time procedure started : ....... &ﬂ](f% ...... “’T ....... og.\ux bk

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

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

e Al forms (Bundle care and when required SSI form) are completed properly

e Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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e T ‘ BirthRight

FERTILITY
BY RAINBOW HOSPITALS

POST PROCEDURE CARE PLAN

..... ’h"olffchmaﬁ

Special Patient Positioning and Requirements:....A.V.é.f.d ....... ‘P"" Ne .. '}39’”0’7‘@1’ ........................................

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

Sp@lcial BRI ... R bt o ORI R fetge - 11 LS M R SR B

Thénew order for all required medications documented in the doctor order/medication sheet-.:,g% I No

Any_{ Other Post-Operative Care Needed including Required Follow Up: ...... #fw“-) .................. r ...... oa’ ..... M"Q‘*"
Name of the Doctogt € DQ‘YQ?LACIW ..............
Signature: ..........4 B e TR e iend
Date & Time: .............. oL c"gbb ..... @ e .........

Nofe: Plan of care will be readjusted if necessary

Rei.éro. : BRFRH /FRM /CLINICAL / 021



