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Chldras G BirthRIght
ESTIMATION SLIP Hospital |

Your Right to a Safe Delivery
Date : ,J JV UHID /1P No.:_MA 1 6 280,6L csivo. 1434

Name of Patient : A C, fpard l Age: Gender: E

—
Father's / Husband's Name __Aay ew'! 7 4 <ate Corporate / Occupation :
Address: __ ), _ et “Phone : ;" ~ 10 3{;;@%
T

Procedure / Flan : L D J; r/ ; EDD/Dos:
MODE OF PAYMENT : [ | SELF 2l ’g iCents { |GIPSA: ﬁ:ﬁ%
TAR]FF INFORMATION : ’ rflfer
Particulars Package Amounts (Rs.)
Room Category Normal Delivery LSCS
J=Multi Shared Ward
Shared Ward
Tw.rm Shared Ward - Oﬁ ) . !' !0
Private Room - .08 K rL i | K
Super Deluxe Room
Suite Room 4+ Naon L L lr" £ ‘\,A?L\b{' 1ch
Package includes Room Rent, Nursing Chargds, J" Room Rent, Nursing Charges,
(Package starts from the Dol;:;ors Feed Surgeon's Fee and Doctors F_‘ee, Surgeon's Fee
C i Labour Ward Charges Anesthetist's Fees and OT Charges
time of admission)
Length of Stay for : E 11’4“ : Length of Stay for: W 4 (
’ Pharmacy up to Q Q{‘*—} Phal:rn.acy.up to T/) P g 1__
g{)gi oy | 2. | Investigations up to 2! /Ynn | | Investigations up to Do) Jm.
4 \ |~ o J g Wy 1
Qukiors fedt Laly Coie S :m

Neonatologist Charges : ]j Covered DNot Covergh Epidural / Entonox : D Covered |:] “Not Covered

i:jlal Mmm'.mm Deposit : 5{ WaTaYe! ].— 'W* PY.V. IJ} ase g o ./’(ﬂ,q,f (.00
1. Room eligibility is purely subject to TPA approval and the Package/ Room Tariff starts from the time of admission. The estimated amount may Change according to duration
of stay, medical condition, investigations, pharmacy and any other procedure.
2. 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 at later stage.
3, Total baby charges are extra which include admission, pharmacy, vaccinations, investigations, disposables, consumables, equipments, speciality consultations,
etc.
4. In Case the patient gets discharged earlier than the packages permitted days, no refund of any type is applicable and if the length of stay is beyond the package permitted,
additional payment is applicable for which kindly contact the Financial Counselling desk bettveen 9am to 6pm
5. For Non-medicals, Disposables, Consumables, Taxes, Kiwi Cup charges, Implants, Tabectomy charges, HIV/HbsAg, Anti-D, Medical Records, Double
Occupancy and Registration Charges, etc. credit cannot be exchanged. These items are not payable to us as per Insurance company norms.
6. Difference if any between the final bill amount and amount permitted/approved by TPA or total bill amount in case of denial from TPA has te be paid by the patient. In case of
denial, cash tariff would be applicable.
7. Two attendants are permitted with patients in SDLX, DLX and PVT rooms and only one attendant is pesmitted in the rest of the categeries of rooms and no attendant is
permitted inICU's
8. Tariffs are subject to revision
9. Kindly check your billing status on day to day basis at [P Billing Department.
10. Additional Charges on package are applicable for Non-working hours and Non-working days (sumdays and public holidays)

DECLARATION
| \ have attended the Financial counseling desk and understood the e-xpected costs and
other conditions applicable. In case the TPA / Insurance Company rejects the claim for whatsoever reasons at any point nf time
~T'promise tg\scnle gbe ospital bill with the hospital without any ambiguity.
|
v o f
\.) Lj&y‘ : \ A

Signature of'the Client ﬁignatory Relaﬁon;h.ip Signature of the financial Counselor
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MAH-00384838 |P28-00006430
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SURGERY DETAILS

\

18.02:2000

Date : ;26/’?'/@6 .........................
Patient Name: .......... M%Q\.Uwh ‘?AJP"Q .................. Date of Birth: ........ lf/?//;Q]D ......... Age: &6\&3
Gender: . 2oMale ... Ward: oo % 1 [ UHID No.: . ML — 008 U 639
IP24-o0th U0
Date of Surgery: ......... QHSJ% ............... (]OT-+—=+0T-2 [10T-3 (/0T-4 [10BGOT-1 [10BGOT-2

X d .
Name of the Surgery : EUOUOWS  LOWSL  OymSng  CASAEAN  fetnKn

......................................................................................... !.---.....-...-.-..........--.-.-.-....---..-.--u.--n--.--

)

9

Time in :.ve. S S AL Time Out ?Hrﬂ// ................................

NAME AMOUNT

1. Surgeon e D X S\JCMTZKR ..............................
2. Anaesthetist ! e DF 'A‘;jﬁgfna

3. Assistant Surgeon W?‘am}dq .... mﬁ ..... e et

4. OTTechnician  :..... @"ﬁ’ﬁw‘?ﬂcﬁ ...............................................

5. Circulating Nurse S‘\F ‘ (; N SR, S5 S
6. Assistant Nurse : ... S\‘Sqf)aﬁﬁ}[\@ ..........................................................................................
Special Equipment: [ Laparascopy | Broncoscope (] Harmonic _ Morcelator

[ C-ARM | Cystoscopy | Versa Point ! Liver Cusa

[] Neuro Cusa (S DIREER . coniviynermrerviasssniinmsarantasinss
Signature of the Surgeon Signature of*Circulating Nurse

7 |
Order Noagé"(ﬁ("ﬁﬁ,g@g/'dg Order by: gd*‘“/ﬁfég‘?

Docu. No. : RCH  /FRM / GENERAL / 114
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CONSUMABLES OF OT

Rainb‘gw°
Children’s
Hospital

e~

@ BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Circulating Staf -........ Q... Techmiean VS0 ate: . 20/5/S6.. Tme:
Anaesthesia Disposables aty used | SUrgical Disposables isuod | | usea| Disposables (Baby Side) W
ET tube MajerPack | S( ¢ 01 \_nj Vitk |Q[\\/
LMA Sutures Q2 \o4y) | || | |LordClamp o1\
ECG leads /P /N o226 23Ub | (4 24| SuctonCatveter g, | O}
HME filter: A/ P /N i ’ M Feeding Tube /5 pr, 0f / ,
Syringes : 10 cc o/ Vaccum Suction Set 0 /
05 oo 024 gowes O']) 057 loves () 2
02cc o Nzncgye &2 ()] | SaizePack 5 oN
01 cc AP Syringe 1ml / 2ml O
Cautery plate {A ] P/ N 0 (\| Surgical blade 02 O)_|_Surgical Biade # 20 o
IV st - o)\ | pertibe Koochies (S)
RL 2 ) 2 Cputery pencil ol —Duadey 0
NS : 10mi/ 100mI / 500mi / 1000mi 01\ hies AN L Ol o O T
o oyvy4e 6N 0 (| Qs b oran0 2O 7P /11
Aoy 0 \] Sution-Catheter ¢ ‘
Fentanyl U n1 TCap, Mask 90410
Worghine - 110D 12 61 \ | BatzePack =f 5 2
| Ketamine 40) ¢ o ¢ oy | Mop-Pack N
Propofol 'Y Steristrip */
Rocuronium Underpad A /
Glycopyrolate Draw sheet é
Myopyralate— 01N Cain 1f [y 0
Ondansetrgp——— ) O k| Foless catheter
9 F}; Pencan aBy/SpinatNeedia 22 o | | Yobdg
'Bupivacaine 0.25% ‘ Chest Drainage Catheter
Bupivacaine 0.25% (Heavy)} o |\ Berhodrain bag
Antibiotics Bandage
Tegaderm
O [Supposttories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg ———— 9 1| vatcum Suction set DI\
Justin : 12.5 mg / 25mg / 100mg—1 O {_| Phdstic Bed-Sheet . Aryry g 0/
Tab. Misoprost : 200mg oq‘ Betaine Solution ' o _—
thlovel 7 p D ) \ I Microshield "
Gouze 7 757 0 oA Balls Ohl ~
DicJogueck 0 f\] Latex Gloves a0y ~
g0y pedth [)_{ | Ramdione Scrub
J L/ﬁa‘
Surgeo OT Technician

Doc. No. : RCH/ FRM / GENERAL / 125

logist
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Rainbow Childrens Hospltal-Himayainagar

Rainbow Children's Hospltal, Door no. 3-6-267, opp. Cafe niloufer,

Hospltal | B&#g®
P A Old MLA quarters road AP State Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500029.
r 040-48873000, info@rainbowhospitals.in
y .
ELECTRONIC MEDICINE PRESCRIPTION
MRN : MAH-D0384638 Name : Mrs CHITTIMALL! SUSMITHA
Ago!Sex : 26Y3M 11D/ Female Doctor ; SUCHITRA SRIRAMPUR
Adm/Reg DatefTimo + 26/05/20268 04:46 Payor 1 BAJAJ ALLIANZ GENERAL INSURANCE COLTD.
Ordsr Data : 26/05/2026 06:22 Ordsmumber 3 26-0000202168
VisitiD : IP26-00006430 Ward/BodNo  : 4F-OT/LDR-416
Patiant Address 1 3-2-121,FLAT NO 304 KALYANI RESIDENCY APARTMENT, Kachiguda, Hyderabad, Telangana, INDIA, 500027
2.No Dascription Ganeric Name Dotape | RoutslFr ¥ D oty Status
1 |acucre suome s 1Nos lm:mmy 10aps 1Noa|  Dispansed
2 |Rusoom cLosED sysTEM .m‘s‘;’éﬁ 1 Botte 1 0nce Dady 20 20cta| Dispensed
|3 |pcroauiek e i 1Nos Extemal 10 A 10ays 1hos| Dispensad|
| 4 |{uSTSUPPOSTORIES 100 1Nes Extomats Onos Daly 108y 1Nes| Dispormed
{ 5 |ecerecrooes pout [eeemones abuLt  1hos Extomal/ Cnica Daly 10ays 3Noa| Dhspersad
| o [BUMCANHEAVY SSMGINS | grpryacatee aousc e | 1 Hoa JOnce Daly 10ays 18oa| Diepersad
" 7 |aDULTDWPERS O 1Nos Extamat/ 10 Al 10 1hos|  Ditpensad
8 fggé%’:g:;gﬁml 1Nos 1Onca Dady 10ays 20Ncs] Dispemaad
9 |EACEMASKILAYER- FACEMASK3LAYER |1 Mos 1Onca Daly 2000 20n0s|  Dispensed
1o |MOPS 20X30 BPLY 55 X-RAY MOPS 30X308 PLYDATT |1 Nos 10nca Daly 2 Coys Zhos| Dispensed
1 m;wgne:w A r LD PLATED | 4108 1 Onca Daly tDays 1hcs|  Diparsed
12 |DISPOSABLE APRONS STERBISPOSABLE APPRON [, 1 Orca Doty —_— o] Dispensed
13 |uonocrvizonwiaze  fuonocrvL 13z 1hca 1 Once Dudy 10m 1hos|  Oispensed
18 |Pencanzseaiz PENCANZSG'312  [1Nos Extsmal Oca Daly 10ays 1Nos|  Dispensed
15 |SURGICAL BLADE 22 SURGICAL BLADE22  |1Nos Extamal/ Oncs Daly 1D 1Noa| Dispensod
1w [owpornmusnazue  |SEPANSETRONGMG 4 g, IOnca Daly 1Deys 1visl| Dispansec
7 m‘f“ 1Nas I0nos Dady 102y 1Hos| Dispansed
TRUGHT CHROMIC CATGUT |TRUGLT CHROMIC
n | o o 1Nas 10r0s Daly 10ap 1Nca| Dispensed
19 |VACCUMESUCTIONSET  [VACCUME SUCTION SET|1 Nes 1 Once Daty 10 1Hos|  Disporaad
25 [LOX-LOOCAIN-SPER PATCH 1hos Extamal{ 10 AM 10ays 10ca]  Dispensad
21 |rrotene 1 nwesa PROLENE1 NW883  |1Nos 1Once Daly 1 bays 1hos| Dispesed
cOTTONRALLG 2GM B Nog [EOTTONBALLSIG-8  [4 Excaral{ Onca Daly 1 Days. 1ho|  Disporsed
OGLARE(ADRENALINE]
71 [fOROGLAREIAD ) Vit Extacrod { Coce Daly 1Dayr 1vial|  Oispensed
2 |ENCORE MiCROPTIC 1 Nes 1 Cnca Dady 10ays 1Mos|  Dispensad]
25 |PENCAN27G (BBRAUN) 1Nos Extarmal / 10.AM ooy 1hca|  Dispensed
28 [SVATOOIN (OXYTOCINNINI 1Kon 10nca Daty 3D avai| Dispensed
27 |csYRINGS2.5MUNIPRO}  [SYRINGE 2ML 18 Extomal / Once Daly 108 2Mos|  Dispansed
g UPPOSITORIES 1Hes Exiemal{ Once Daly 10y 1Nos| Dispensed
VICRYL 10 VP 2348 VICRYL 1QVP2ZME  |tNos 10nca Dady 1Days TNos| Diapentsd
SUCHITRA SRIRAMPUR
Reg No : HMC10563
* This document is just for reference purpose only. Not to be considerad as primary repart.
Nots
* This prescription Is valld only for specified duration.
* Do not rafill medicines.
Printed Date/Tima : 26/05/2026 08:37 Printed By : SUNKARI SANGEETHA Page 1 of1
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Rainbow Childrens Hospital-Himayatnagar

Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer,
Old MLA quarters road AP State Housing Board Himayatnagar ,

Hyderabad ,Telangana, INDIA ,500029.

040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

QU

MRN : MAH-00384638 Name : Mrs CHITTIMALLI SUSMITHA

Age I Sex : 26Y3M 11D/ Female Doctor : SUCHITRA SRIRAMPUR

AdnvReg DatefTime 1 26/05/2026 04:46 Payor : BAJAJ ALLIANZ GENERAL INSURANCE CO LTD.

Order Date 1 26/05/2026 08:22 Ordernumber  : 26-0000202167

Visit ID : 1P26-00006430 Ward/Bed No  : 4F-OT /LDR-416

Patiant Address : 3-2-121,FLAT NO 304,KALYANI RESIDENCY APARTMENT, Kachiguda, Hyderabad, Telangana, INDIA, 500027

S.No Description Gunerlc Name Dosage Route / Frequency Duration Instruction Qty Status l
1 SGLOVE # 6.5 (SURGICARE) {SURGICAL GLOVES 6.5 |1 Nos ‘ Extemal / Onice Dally 1 Days 5Nos Dlspeng
2 |cauteERY PENCIL(ADVANCE) %“’_ﬁ‘c‘g‘mc"- 1 Nos Extemat Onca Dally 1Days 1Nos| Dispensed
3 g{rg&'&%whﬁgbﬂq NITRILE GLOVES M 1 Nos { Once Daily 20 Days 20Nes|  Dispensed
4 l;(%vmmz SOLUTION 10% 1Nos Extemal / Gnca Dally 1 Days 2Nos| Dispensed
5 DSYRINGE SML.(NIFRO) SYRINGE 5ML 1Nos External f Cnca Daily 1 Days 2Nos| Dispensed
6 DSYRINGE 10ML (NIPRO) SYRINGE 10ML 1 Nos Extermnal / Once Daily 1 Days 3 Nos Dispensed J
7 DSYRINGE 1ML (NIPRO) SYRINGE 1ML 1 Nos External f Once Dally 1 Days 1 Nos Dispensed
8 Entore Mia—op;u: gloves-6.5 1 Nos 1 Once Dally 1 Days 1Nos] Dispensed
g MISOPROST TAB 200MCG 45 1 Tabs Extemal / Once Dally 1 Days 4 Tabs Dispensed
10  |BCV-INTRAFIX SAFESET 1 Nos ‘| f Once Dally 1 Days 1Nos{ Dispensed
1" gﬁ?fggﬁs GOS0 1Nos External/ 10 AM 1 Days 2Nos| Dispensed
12 NS 100ML ACCULIFE - EH imbL .Extemall 10 AM 1Days imL Dlspeg
13 ﬁlﬁROPINE {ATROPINE) INJ 1 1viad Extemal / Once Dally 1 Days 1Viall Dispensed
14 ggg)ZE TEXTS12PLY (5 EQ%ZSE 7.5X7.5 12 PLY 1 Nos Extamal / Onca Dally 1 Days 3 Nes Dispensad
SUCHITRA SRIRAMPUR

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

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed DatefTime : 26/05/2026 08:37

Printed By : SUNKARI SANGEETHA

Reg No : HMC10563

Page1 of1
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Rainbow Childrens Hospital-Himayatnagar

T

Fiicac e i

Rainbow Children’s Hospital, Door no. 3-6-2687, opp. Cafe niloufer,
Old MLA quarters road AP State Housing Board Himayatnagar ,

Hyderabad ,Telangana, INDIA ,500029.

040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

(liamm

(I

MRN : HNH-00015621 Name : Baby Of CHITTIMALLI SUSMITHA
Age [ Sex :0YOMOD2H/ Male Doctor . SANJAY SRIRAMPUR
Adm/Reg Date/Time J : 26/05/2026 06:55 Payor + SELFPAY
Orge=Date ' 1 26/05/2026 08:27 Ordernumber @ 28-0000202169
VisitID : 1P26-00006431 Ward/Bed No  : 4F -OT/ CRDL-HNPDA-412-1
Patient Address i : 3-2-121,FLAT NO 304,KALYAN] RESIDENCY APARTMENT, Kachiguda, Hyderabad, Telangana, INDIA, 500027
S.No DescrIi:tlon Generlc Name Dosage Route / Frequency Duration Instruction Qty Status
1 |weanTreeDiNG TuBEs  [INFANTFEEDING TUBE |4 o Extemal / Once Dally 1Days iNos| Dispensed
2 SUCTION CATHETER § 1 Nos Extomal / Once Daly 1 Days 1Nos| Dispensed
3 {SGLOVE#6.5 (SURGICARE} |SURGICAL GLOVESE.5 |1 Nos External / Once Daily 1 Days 2 Nes Dispensed
4 gfﬁ%ﬁ&ns 1 Nos Extemal / 10 AM 1 Days 1Nos| Dispensed
§  [SASYCLOTKIIMG INJ 0.5 1 Nos Extemnal / 10 AM 1Days 1Nos| Dispensed
6 |VACCUME SUCTION SET VACCUME SUCTION SET|1 Nos 1 Once Daily 1 Days 1Nos| Dispensed
7 D WATER 10 Mli. AMPULE DISTIL WATERTOML 1 Bottle Extema!/ Once Daily 1 Days 1 Bottle Dispensed
_é SURGICAL BU\E)E 20 SURGICAL BLADE 20 1 Nos / Onca Dally 1 Days 1 Nos Dispensed
i
!
' SANJAY SRIRAMPUR

|
r

* This documant lsjq‘st for reference purpose only. Not to be consldered as ptimary report.

Note

* This prescription Is valid only for specified duration.

¥
* Do not refill medl@lnes.
|

?

t
Printed Date/Time : 26/05/2026 08.38

Printed By : SUNKARI SANGEETHA

Reg No : HMIC9465

Page1 of 1
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Rainbow Childrens Hospital-Himayatnagar

Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer,
Old MLA quarters road AP State Housing Board Himayatnagar ,
Hyderabad ,Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in

ELECTRONIC MEDICINE PRESCRIPTION

HLITRIRn

MRN : HNH-00015621 Name : Baby Of CHITTIMALLI SUSMITHA

Age/ Sex :0YOMOD2H/Male Doctor : SANJAY SRIRAMPUR

Adm/Reg Date/Time : 26/05/2026 06:55 Payor : SELFPAY

Order Date 1 26/05/2026 08:27 Ordernumber  : 26-0000202170

VisitID 1 IP26-00006431 Ward/Bed No  : 4F -OT/ CRDL-HNPDA-412+1

Patient Address : 3-2-121,FLAT NO 304,KALYAN] RESIDENCY APARTMENT, Kachiguda, Hyderabad, Telangana, INDIA, 500027

S.No Description Generic Nama Dosage Route f Frequency Duration Instruction Qty Status
1 DSYRINGE 1ML (NIPRQ) SYRINGE 1ML 1Nos External / Once Dally 1 Days 2Nos| Dispensed
2 (NBSLSI)ZE 7.5X7.512PLY (5 gﬁgZSE 7.9X7.512PLY 1 Nos External / Once Daily 1 Days 1 Nos Dispensed
SANJAY SRIRAMPUR

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

Note

* This prescription is valid only for specified duration.

* Do not refill medicines.

Printed DatefTime : 26/05/2026 08:38 O

Printed By : SUNKARI SANGEETHA

Reg No : HMC9465

Page1 of 1
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Rainbow® ® L
Children’s | BirthRight
%o (U Hospital BY RAINBOW HOSPITALS
2.0 | Your Rightto a Safe Delivery
| Name ‘ Mrs CHITTIMALLI SUSMITHA | UHID P MAH-00384638 E
Father/Guardian | Mr SRIVATSAVA Age/Gender 26 Y 3 M 11 D/ Female
Adidrass | 3-2-121,FLAT NO 304,KALYANI RESIDENCY APARTMENT, Kachiguda, Hyderabad, Telangana, ‘
| INDIA, 500027
IP No IP26-00006430 | Admission Date | 26-05-2026 ‘
Ref Doctor I Self 1

. Discharge Date 29.05.2026

DISCHARGE SUMMARY

o
Consultant:
Dr. SUCHITRA SRIRAMPUR
MBBS, MD (OBGYN)
HMC10563
Diagnosis: PRIMI WITH 3617% WEEKS WITH RH NEGATIVE PREGNANCY
WITH OLIGOHYDRAMNIOS FOR ELECTIVE LOWER SEGMENT CAESEREAN
SECTION.
ELECTIVE LOWER SEGMENT CAESEREAN SECTION DONE ON 26.05.2026
History:

~ LMP:10.09.2026 Obstetric formula: Primi

EDD: 17.06.2026 Gestation at admission: 36+6

@ 1800 2122 @ www.rainbowhospitals.in




Name Mrs CHITTIMALL] SUSMITHA | UHID MAH-00384638
1P No 1P26-00006430 Admission Date 26-05-2026
weeks

Obstetric History:
G1 - Present pregnancy, Spontaneous conception.

Medical History: Nil
Family History : Family-HTN, Father-DM
Surgical History: Nil
Allergies : Nil

Antenatal Detalls: O
Mrs CHITTIMALL!I SUSMITHA was booked to Rainbow hospital at 36 weeks of
gestation. She had regular antenatal checkups and investigations as advised.
NT scan was normal. FTS was low risk. TIFFA was normal. Scan done on

(01.05.2026) showed SLIU? at 33+2 weeks with Breech presentation, AFl 8cm
Oligohydramnios {5%}) with AC 15% , EFW 2128gm (42%) with normal doppler.
. Antenatal steroid coverage ( 2 doses of Betamethasone- 12mg) done for fetal
lung maturity/ oligohydramnios. Fetal monitoring was done by serial growth
scan. ICT on 07.05.2026 was negative. Scan done at 35+2 weeks with Breech
with AFl 10.1 cm with EFW 2456 (36%) with normal Doppler. She was admitted
at 36 weeks with EL.LSCS.

Investigations: Enclosed.
Blood group: "O" Negative

Management: Course in hospital: @)
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Rainbow”

Children's | & BirthRight
Hospital . BY RAINBOW HOSPITALS
| Your Right to a Safe Doiw;,«
Name | Mrs CHITTIMALLI SUSMITHA | UHID | MAH-00384638
IP No | IP26-00006430 | Admission Date | 26-05-2026

At admission on clinical examination the vitals were stable, uterus was relaxed.
Fetal well being was confirmed by an admission NST which was found to be
reactive. She was prepared for elective C- section with indwelling Foley’s
catheter and IV canula under aseptic conditions. Written informed consent for
surgery taken. Preanesthetic check up done. Anesthetic premedication (IV
Pantop and Perinorm) given. Antibiotic prophylaxis with Inj. Taxim 1 gm IV
given. Patient shifted to theatre.

Surgery Notes:

Under spinal anesthesia she was painted and draped as per hospital protocol.
Abdomen opened in layers. The parietal and visceral peritoneum carefully
opened after identifying the urachus. Bladder was reflected. A Lower segment
curvilinear incision given on the uterus. Baby delivered. Cord clamped and cut
and cord blood collected for blood grouping and Rh typing. Baby handed over
to pediatrician. Placenta delivered with controlled cord traction. Uterus closed
in layers. Hemostasis secured. Instruments and swab count checked. Rectus
sheath closed. Skin closed with subcuticular sutures. Wound dressing done.
Vagina cleaned with Betadine solution after expelling clots. Misoprostol 600
mcg given per rectum as prophylaxis against Postpartum hemorrhage. Patient
was shifted out of theatre to post operative recovery room.

* Scanty liquor

* 1 Loop of cord round neck

Delivery Details:
Date : 26.05.2026
Time of Delivery : 06:02am

HYDERNAGAR 4 KONDAPUR OUTPATIENT CLINIC redimad SECUNDERABAD KONDAPUR L B NAGAR NANAKRAMGUDA
286 2 040 - 4246 22 guivcy 3 040 - 4246 2 £ JTREES 7 0406931

@ 1800 2122 @& www.rainbowhospitals.in




Name Mrs CHITTIMALLI SUSMITHA | UHID

MAH-00384638

IP No IP26-00006430 Admission Date

26-05-2026

'i'ype of Delivery : Elective Lower segment section
Indication : Oligohydramnios
Anaesthesia : Spinal

Baby Details:

Date : 26.05.2026
Time : 06:02am
Sex : Male
Weight : 3.06kg
Apgar : 8,8

Gestational Age: 36 weeks

NICU Admission: No

Baby Blood Group : "B" negative
DCT : Negative

Post-Operative Notes:

She was closely monitored. Her vital signs remained stable. Uterus was well
retracted with no postparium hemorrhage. Breast feeding initiated. She was
shifted to room. Her postoperative period following that was uneventful. On
second postoperative day dressing was changed. Her general condition was
satisfactory and she was feund to be fit for discharge. Wound care and
medications were explained to patient supplemented by written information.

She was given the postpartum book for further reference.

Advice:

1. Tab. Augmentin 625mg twice daily till 01.06.2026 (9am-9pm) after food.

©




Rambow

Children’s | BirthRight
. BY RAINBOW HOSPITALS
Your Right to a Sg-;Deﬂ:";

Hospital ‘

Name Mrs CHI'ITlMALLI SUSMITHA UHID | MAH 00384638

; IP No IP26 00006430 1 Admlsslon Date | 26 05 2026

2. Tab Metronidazole 400mg thrice daily ( 8am-3pm-10pm) till 01.06.2026
after food.
3. Tab. Calpol (Paracetamol 500mg) 2 tablets thrice daily till 30.05.2026
(8am-2pm-10pm) after food.
4, Tab. Voveran (Diclofenac-50mg) 1 tablet thrice daily till 30.05.2026 (9am-
3pm-11pm) after food.
5. Tab. Pantodac (Pantoprazole - 40mg) 1 tablet twice daily till 01.06.2026
(7am-7pm) before food.
6. Tab. Livogen (Elemental Iron - 50mg, folic acid 1.5mqg) once daily (7am)
for three months before breakfast.
7. Tab. Shelcal (Elemental Calcium 500mg, vitamin D3 250 IU) once daily
(2pm) till breast feeding after food.
8. Cap Lactare (2cap) thrice daily ( 8am-3pm-10pm) till 02.06.2026
9. Tab Ondansetron 4mg SOS ( for nausea/ Vomiting)
10. Nebasulf Powder for local application.

Home Blood pressure monitoring to be done twice daily for two weeks.
Report to emergency if BP >140/90mmHg, presence of headache, vomiting's,
blurred vision, reduced urine output, epigastric pain, seizures.

Review with Dr. SUCHITRA SRIRAMPUR after 10 days on 06.06.2026

For Women Who Have Had a Caesarean Section

Care of the wound:

1.You can bath and shower.

2.The wound can get wet during a bath or shower. Dry it thoroughly and gently

® 1800 2122 @ www.rainbowhospitals.in

NANAXRAMGUDA
oe06921 2




Name | Mrs CHITTIMALLI SUSMITHA UHID MAH-00384638

IP No IP26-00006430  Admission Date | 26-05-2026 |

by dabbing with a gauze piece. Do not rub the wound.

3.This gauze piece needs to be discarded after one use.

4.Prior to touching the wound clean hands thoroughly with Microshield solution
and allow them to air dry or use disposable paper napkins.

5.Apply Nebasulf or Neomycin dusting powder on the wound after it is dry.
6.Do not touch the wound with unwashed hands.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, when and how to obtain
emergency care etc also have heen explained by doctor .........c....... ;gjj(a

language that | can understand and | acknowledge
Patiant/

Attender
In case of emergency like bleeding, fever [please refer to postpartum book for
further details - Chapter Il page 6] kindly contact 9154865045 at Rainbow
Children's Hospital just dial one toll free number - 18002122.

You can also take appcintments at any time by ,geing online to our

website www.rainbowhospitals.in / l
Registrar/Resident/C.M.O

Consultant:

Dr. SUCHITRA SRIRAMPUR,
MBBS, MD (OBS &GYN)
HMC10563 '
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Hospital BY RAINBOW HOSPITALS

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

U\

Patient Name & UHID No.

MAH-00384832 1P26-00006430
Mrs CHITTIMALLI SUSMITHA
15-02-2000 26Y3M11D (F)
L—— Or. SUCHITRA SRIRAMPUR

Date & Time of Admission

Date & Time of Transfer Order

e, G Lo} il ebe =% 5M

ALEEL TR TR rdnsd by Reason for Transfe
D
mt Nepur obsewoﬁ*@()
From Unit To Unit Information to Attendant
L oT Yes [+ No[ |

Number of Sheets in Clinical File

Number of Imaging Films

~(©

Personal belongings including
clinical documents. If any handed
over to attendant

@ Yes[ | No—~
If yes, what ?
Medications / Consumables / Surgicals / Hand over
S|.No. Item Name Quantity
" oL cpad XD
2,
3.
4.
5.
Shifting Summary / Notes Written by Doctor : Yes(: No| |

Name & Signature of Person who is Transferring

 adlisrond da @ thowd

Name of Person Ordered Transfer

DN eennon

Patient & Clinical Records Received by :

<V‘5CO€'£}\C‘ ‘1 /h b

o= L
Date & Time of Patient Received L(’D

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




Rainbow Childrens Hospital-Himayatnagar

Children's % Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital i TEL NO :040-48873000
o ot WEB : https://rainbowhospitals.in

. o
Rainbhow ‘ Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing

ADMISSION SHEET

Regletration Dotalls : IR IR RRRE LT L DLARR RR RN N [

Admission No : IP26-00006430 Admit Date :26-May-2026 Admit Time :04:46 AM UHID : MAH-00384638

Patient Details :

Patient Name : Mrs CHITTIMALLI SUSMITHA Age 126Y3M11D

Guardian : Mr SRIVATSAVA DOB : 15-02-2000

Gender . Female Religion

Occupation : Martial Status

Address (H) . 3-2-121,FLAT NO 304, KALYANI RESIDENCY Phone No : 8919274597/ 7842110885
#;‘:ga“’ngmoﬁcgg%‘éd; gt E-mail . SRI.VATSAVA99@GMAIL.COM

Admission Details :

Bﬁype : TWIN SHARING Bed No :LDR-416 Ward Name :4F -OT

Room No : LDR-416 Admission Type : First Visit

Contact Details :

Name : Mr SRIVATSAVA Relationship  : Husband
Contact Address : 3-2-121,FLAT NO 304, KALYANI RESIDENCY Phone No 1 8919274597
APARTMENT Kachiguda Hyderabad Telangana
INDIA 500027

) prugasten

Signatlre

| Doctor Details :
. ~
| Docior Name : Dr. SUCHITRA SRIRAMPUR Specialisation : OBSTETRICS AND GYNECOLOGY
|

Referral Doctor  : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  : 20000.00

Payment Mode  |: Cash Payor Name : BAJAJ ALLIANZ GENERAL
. INSURANCE CO LTD.

Printed Date / Time : 26/05/2026 04:52 Printed By : 020099 Page 1 of 2
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It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
MAH-00384838 |P28-00008430 "
HITTIMALLI SUSMITHA \ ’
sk 2 wut | aefslrg g dn
| Dr, SUCHITRA SRIRAMPUR
IR Y THRMEORk o T
P fc
oY- Zﬁnﬁﬁ_ LicS
From Unit To Unit Information to Attendant
Yes — No[ |
prepoit oT
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
Wndam
3 j ] No[ |
V\\ST If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity

1 2L - (oond)

O

—

4,

5.

e

Yes@/ No[ |

Shifting Summary / Notes Written by Doctor :

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

2. Moenha ny—

2onmiy—e
Patient & Clinical Records Recewed by : 0 )
3 \J\< B

: .\?0,3’0_ <

Date & Time of Patient Received :

e[1fn G )

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
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Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
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ﬂr SUCHITIA SRIRAMPUR

AR

Transfer Ordered by Reason for Transfer

D8-dqee tho obewatian

From Unit To Unit Information to Attendant
o1 prefest Ve —"No ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

over to attendant
@ ' Yes | Ne—=—

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. Item Name Quantity
1, pﬂ\)
2,
3.
4.
5.
Shifting Summary / Notes Written by Doctor : YM No|[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

SQ‘&S.Y%Q %.p(ﬂec)}@)a,

Patient & Clinical Records Received by :

Mo %

Date & Time of Patient Received : %l d')/e @) Q,(%w\

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
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18022000  26Y3M11D  (F) Children’s BirthRight
Dr, SUCHITRA SRIRAMPUR H 0 S p | tal BY RAINBOW HOSPITALS

H
||| ||| ||| | || ||I|II|II| | ”l |’ | ||| || ||| It takes a lot to treat the littie, ‘ Your Right to a Safe Delivery.

ACTIVITY RECORD FOR BILLING

Name: ————%ffh——rr————— e
UHID No : ~—-—--=-o-m—- IP No - Consultant : Dept : --------mmmmmeeen
Date of Admission : ==========m=mm-- Time ; ~—=-=--==----- Date of Discharge : ~——-----------—-- Time: -—===r=----
Room / Bed No : -—---==-----—- Ward : -------meeeeeeee Suggested Billable bed type : ~-------=—=-===memmeeev
WARD TRANSFERS
Date Time From To Signature; of Nurse
® [ aies | S50 prepest oT pastty {2
2lc)e | H0am |~ oT MLV fuga/ prodike.

AR
p,

oL\s1he | QN EIN e st | Room(%

Cross Consultation Visit

Doctors Name Date Order No. Signature

1 D . Tejasw: %._L—J/\} 2?[5’[2,2, 2443 @&,

10.

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




PROCEEDURE
Date Proceedure Quantity Order No. Signature
A6 IS_'?/Q 94\/‘ P\at‘_erneijf— @ \&* 25 -H000 [ /V;KO‘”:\
261814 | cathrontaalion o Y 20'S 1«\—/‘
| D¢ 126 pIC () zé-onoojj/ Ao

20 215

}6/57/% A () [22yF [

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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"IP ADMISSION SHEET FOR OBSTETRICS

Rainbow®
Children’s
Hospital

It takes 2 lot to treat the littie.
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BirthRight
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Yaur R ight to a Safe Detlvery

Presenting Complaints

(Dot

Obstetric Formula:

F*d A
Obstetric Hostory:

ﬁ’ fp/
o sl -

Q
Presenl Pregnancy Record:

Blee

Ave U

QI\MW Cmufﬂﬁw

CVOLWJ : ,g(
wWh~
RISK FACTORS:
e N k-
{ (\ML
D_UZ\JML fanirnied
X J
Height: .......... oo CM
Weight: %} kg Q
AlIErgies: .................. UL’ .............................
Breast; [ Normal (] Abnormal
General Examination: @
Consciousness: (X)) Pallor: &E-f’“‘l/
Icterus: of@enAr Edema: adw-d
Temp: ei(d«*” PR\ %‘1”*'{
BP. %o ‘5'““’““}” DTR: @
cvs: VA0 N%\ R ##€ @
leer/SpIeen P&)Urme Output®
DIAGNOSIS
L G| 3 b

Docu. No. : RCH /FRM / CLINICAL / 087

LMP: m)‘ﬁ’ ' Ly~
\’)’lﬁ\

Menstrual History: Regular :

Corrected EDD:

Obstetric Examination

Fundal Height:
Ut. Activity:  [JRelaxed

Liquor: ___#T Adequate
PP &SP Cephalic

Head Fifths Palpable:

ol

EDD:
GA:

26 b

] Yes (] No

L)'\ ~T e

] Mild
] Oligo
[] Breech

[(JMod [ Severe
] Poly
Others

FHS: T Normal

Per Speculum Examination
(] Present
(1 Clear

Draining:

Colour of Liquor:

Vaginal Examination

. “Cervix; [] Long

Os: Closed

(] Tachy [ Brady [] Absent

- Not doe
] Absent ("] Bleeding
(] Meconium [] Blood Stained

—~ Nt C{Q-\se

] Partially effaced [ Effaced

Dilated

! Present
] Clear

[J Vertex
0-3 O

Membranes:
Liquor:
Presenting Part:
Sutton:

Pelvis:

-2
(] Adequate

] Absent

(] Meconium (] Blood Stained
(] Breech (] Others

O-1 00 O4+1 O +2

(] Doubtful




MAH-00384638 1P26-00006430
Mrs CHITTIMALLI SUSMITHA
15-02-2000 28Y3M11D (F)
Dr, SUCHITRA SRIRAMPUR

Family History: Surgical History:
s kN N
ol O, k
Medical History: Medication History:
N Qur Lon | @todinn
Plan of Care: _ PR TN Y lalus | Investigations:
e
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MERICATION RECONCILIATI

Drug Allergies: .......c...coo...... N

%
Rainbow” . o
Children’s | & BirthRight
Hosp ital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

ON FORM
| 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)

\‘ 9
| Doctor Name & Signature : w

Nurse Name & Signature: ....... _,A;%LQO ..... ;
Date & Time : Q&lgb@@ ................. Q2

Docu. No. :

RCH / FRM / GENERAL / 090

Shifting FFOM: vvvvvroo N e, SHftEd 10: oo O
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | nore / Time f,‘gﬂ:,ffm
1 Oc gt
TR. Rew o plo op iffsff?c
. 2 [ C _LA0C
| & ™R . Catctomy Vol 9(0 a> Ls’[gf'lg
3 [JC [IDC
4 \ 0c¢ CIoc
5 ¢ Coc
6 \ 0O¢ CIDe
N
7 \ [OC [IDC
AN
P S Oc oIoc
9 0C DG
10 Oc Coc
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
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DRUG CHART

N

Rainbow* ) L
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the little :fnur Right to a Safe Delivery

Date of Admission: ON’\ () ........ Drug Allergies: ........

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

(INAN

........................... G At known any Drug Allergies

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

1) Right Patient

2) Right Drug

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
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)

DRUG :

Date

3

Time

Dose Route | Frequency |Start Date

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

\d

Ti['[IE

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period] Pharm.

Additional Instructions:

DRUG :

Date

Time

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118
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isoe200  2v3MiiD |
° m’iir IIWHWWI'I‘ 1 REGULAR PRESCRIPTIONS  Weight. %;% Ward. ...... M

= Date»
DRUG : AN {+ CCFoTAR mi Time %\>
Dose Route | Frequency |Start Date ’

il v Bd | %k 0
s

Name & Signature of the Dogtor

o A
‘Y
3

4
/’——‘—--..

Starting the Drugs: ¥
} e 1
Additional Instructions: RO\ I W\ _+
»F
A\
Y 3 %ﬁm@mm -~

Daily Doctor's Endbrsement by a Sign

, Date
DRUG : dj. [hrecerAMoOL e

Dose Route Frequency |Start Date @
lﬂm oD SN FEAS
Name & Signature of the Doctor e hou -

N
&
Starting the Drugs: /\\ . = .
G oy AN s
B

272 REG:
N I

Add#ional Instructions:

TG0 be Cometddo =
Ol ofter 29 huw ~ \31
Daily Doctor’s Endorsement by a Sign
DRUG : <Iry- Dic coFeNAC %?;%:;L\f -‘fﬁ
Dose Route [ Frequency |Starf Date V.
FSvg| M BD 51@15&@.%% !

Name & Signature of the Doctor X34 b/ [ > (]()i
Starting the Drugs: \m J /7’ .
% - 'P?Ju = B QR@S"’K \\ 14‘
Additional Instructions: R : A AS
~Jo be CUT‘NﬁJ"CO, o 3’
el alter &4k ' -

Daily Doctor’s Endorsement by a Sign N
Datek \ | K| 00
DRUG: T "TRAMADOL  [fime \Q V\\’ \33-

Dose | Route |Frequency |Start Date i _\J
0ond Po | ®p |9l G@f X AW

Name & Signature of the Doctor

(Sj&gfhe Drugs: La-,
(= -5\;.-%& .
J Loy

Addjtional Instructions: % [ e

-~

Daily Doctor’s Endorsement by a Sign A

Page: 2/4
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nt-nsucm'rusnmmpun“ " RambOW . . . -
BirthRight
T T it .E
et . REGULAR PRESCRIPTIONS  weign xsl— wara . L%

bRUG: () sonidRoe (B REEo0\| AWV )

Dose ~~WBoute | Frequency | Start Dt. [

A
W [gdonvp | TV | &€ls]a ~ ‘
Namg & Sﬁﬁure of the Doctor \')ﬁ" L%g@ l _

Starting the Drugs: W -
/ :ﬁ/ 7
¥

Additional Instructions

1
Daily Doctor's Endorsement by a Sign \UQ é

oruG: (Lot (AN@OPRALoLE %atee3,b\
Dose Route | Frequency | Start Dt. i

X
!I\R
(K

" v
Yot | fo | B8 Cic;\)%ir 1
| Name & Signature of the Doctor ' i N
Starting the Drugs:
oz
NN =Yt
Additional Instructions: M. A

Daily Doctor’s Endorsement by a Sign

| |oeue: 7 Chencernme T AR

- Dose Route Frequency Start Dt.

q | el®
_ ™) Nagle & Signature of theD t
| Starting the Drugs: ﬁ

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater &

DRUG: T-DicLofparhc Tim ﬂ\s'\% /)

Dose Route | Frequency | Start Dt. l\"f(.l L
73 [

Bra| o | T8>, | b AT

Name &)Signature of thg Doctor ~n
Star:t]ﬁ?the Drugs: Q@ % D /\[fp
K M7
]

Additional listructions:

-
3| %
g B

| Daily Doctor’s Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108

(P.T.0)
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"I ildren’ BirthRight
T chidrer | & BirthRight
SHEELNG: ... REGULAR PRESCRIPTIONS weigni @3\ wara .\

DRUG: T+ L p-CTRRE baer A,
Dose | Route |Frequency |StartDt.| NN

2tk elo | TP xfelxg N
Name & Signature of the Do& « | 7

Starting the Drugs: :
\@<

DRUG: 748  OnoAnsEerent DA A
Dose Route | Frequency |Start Dt. ’ :
S~ | Pl» | Bd [2975 N\ | 8
Nanté & Signature of the Doctor

Starting the Drugs: }/
o>’

Additional Instructions: &

v

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

R %,z
.

%

Daily Doctor’s Endorsement by a Sign

DRUG:'/[ L e coecEnbe %ﬁi'& | 35t
Dose Route | Frequency | Start Dt. mb .

G0my | Ac o R W a7
Namé & Signature of the Doctor 3 _ [ .

Starting the Drugs: ‘a/u:wa J ﬂ‘,.h

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: "7 AUGMENTIN %%Z;Ag 425
Dose Route | Frequency | Start Dt. ¥
5| Flo | 1o | 297 PR
Name& Signature of the Doctor

Starting the Drugs:
%‘b %@Q’

Additional Instructions: .

AMmetoullen +—

Clowedon e #d - \AY‘

Daily Doctor’s Endorsement by a Sign )
Docu. No. : RCH /FRM / GLINICAL / 108
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Or, SUCHITRA sRIRABLR  © ! Rainbow® ® BirthRight
T i fospital - | (@) eomn
Sheet No: ........... REGULAR PRESCRIPTIONS veight ... L P
DRUG :~ [ MERotTONS @ LIE %z;%'

Dose Route | Frequency | Start Dt.

Name % Signature of the Doctor

Starting the Drugs: 1 y
fﬁﬂ;

Loem| P | Tio %&‘{(M(/

Additional Instructions:

\p~
Daily Doctor’s Endorsement by a Sign \
DRUG : e
Dose Route | Frequency | Start Dt. .
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : P
Dose Route | Frequency |Start Dt. i
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : ey

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional liystructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108

(P.T.0)
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VERIHED BY Name

maf.p }TS‘{J W
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REGULAR PR

\

Rain S(;w"
Children’s
Hospital

Tt takes a lot ko treat the Tite.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Deltvery

Shieet NO: ».veeiievenee
_DRUG:

Tirpe

Dater

ESCRIPTIONS  weignt............

 Dose | Route | Frequericy | Start Dt.

‘Name & Si_gn'aituf@ -ufithe.ﬁbc'tor
Starting'the'Drogs:

| Additional Instructions: _

Daily Doctor’s Endgrs_é_fﬁe’ht by a Sign

DRUG :

Date

Til;ne

v

Dose | Route .|Frequéncy | Start Dt.

F
Lo
(J

Namé'.& Signature of ihe Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG:

Date

i

Time
A4

Dose Route |[Frequency | Start Dt.

Name & Signature of tﬁe Doctor
Stariing the Drugs:

Additional Instructionéz

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Tir'ne

Dose | Route |Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Dector’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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'M ||| I| “ | "l“l‘“'l“ | "I || ”” || ||| %atee> Nurse Sig. Nurse Sig. Nurse Sig. Nurse Sig.
i i _G‘ -2 > L4 .
g [ Dose Dose Dose Dose
1 DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
i
”.1 HOUtB Sta i Date Dose Dose Dose Dose
‘E Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
\
§ Name & Signature of the Doctor oo e o e
iF Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
| Additional Instructions: pose pose pose s
¥ Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
|
Date»
&N VARIABLE DOSE Tlme Nurs:‘s‘lg. I Nurs&Slg I Nurs; Sig. I Nurs&Sig,
Dose Dose Dose Dose
| DRUG : Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign.
‘ n ROUte Sta it Date Dose Dose Dose Dose
i ’ Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor P e o e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
4 Additional Instructions: o - i o
1 Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. . Dosage & Other ;
Date Time Medication bactohinne Route Signature Nurses
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[ V.FLUDS CHART  weignt . @, Sh—wara . M

Date Time Composition of 1.V. Fluid Route [FloW Rate Doctor | Nurse | Dateof | Doctor | Nurse.
(Ifinfusion, mention mi./hr = Mcg/kg/min. etc) mil/hr Sign Sign | Stopping| Sign Sign
RINGER %un U M ;
W !
%S [y 25 Skt i AN
7 pr Q
\ %4
4 ) )
. T o/
/e e\ N o K
N[5 i fo o &
/
: P INGOER % fc_/ ‘
o\S | G9° l —
J \ A0 (AcTATE N % 6)
Q /
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LPcraTe e
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U AR

RESULT SHEET

"z

Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

2615]ee

Time

G

Hb

\ 2ol
\

PCV

322

RBC

Lo ¥

WBC

10-40

N/L

o5

Platelets

CRP

22—

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

w (L0

APTT

CSF Protein / Sugar

Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138




Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells \ - .
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

B lood Quated s ) g%_qgQ&q/ }
ANV U :

CURUIE AN SENSIHIVITIES & ..ottt ettt ee e e et e e s aessesereesessen e eenesees e e ene s eseneesesseneesanesseseesessaseseaseensesensans

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

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

Radiology : T

R bbbt R e

Dthers (EGG, Contrast STUMIBS B0, J 1 oot s oot rssrmrisisiss



=}

MAH-00384833 1P26-00006430
Mrs CHITTIMALLI SUSMITHA
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[T — Chiiars | @ BirthRiht

Early Warning Observation Score Chart - Obstetrics

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

I\

Date
Tme | 8| 9]|10]11]12| 1| 2] 3]|]4]|5]|]6]|]7]|8|]92]|10|11]12]1]12)|3]| 4 67}

> 30
21-30
11- 20 7=
0-10
53_100% --------------l-------mw- =1
<94 %
Administered 0, (L/min.)

40

39
38
37
36

35
< 35

170

160

150

140

130

120

110 o
100
90
80 N <P
70 4" [
60 | G‘J

. 50 7

w
190
180
170
160
150
140

RESP
(write rate in
corresp. box)

Saturations

3,dway

aley Leay

120
110 =l i J
100 - 1
90
8
70
60
50

130
120
110
100
90
80

70 L
50 T
50
40
NEURO Alert T T 1 [ I o f L
RESPONSE Volce
[v] Pain_

Unresponsive

URINE > 30
mils / hour <30
y ¥ Protein + +
Proteinuria .
Protein > + + w

Lockia Normal —

»
b
anssald poojg 1j01sAS

P

<+
ainssalq poo|g Jjoiselq

Heavy / Foul

Clear / Pink
Green

Liquor

{10)
1l

TOTAL YELLOW SCORES
TOTAL ORANGE SCORES

Nurse Initial

130 a8 —



Early Warning Signs

[ Obstetrics and Gynaecology J

1 Yellow Alert :
Repeat Observations
in 30 minutes

\

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

in 15 minutes or continuous

4 N[ A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
) Observations in 30 minutes
N\ /| ' Y,
)

Repeat Observations

monitoring

* The Modified Early Warning Score (MEOWS)
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1%-02-2000 MALLI .uaum r"’,/z

Dr, 2‘*’""0 = =
i CHITRA SRIRAMP YR *) Rainbow”® @

Wy g Chigrens | S BirthRight

Your Right to a Safe Delivery

Early Warning Observation Score Chart - Obstetrics

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

I
\é(i‘% e }f* A ~ : Y
%) Time J78)(9)j(10 a1 |@2)(1Y{2 | 3| a|sA®) 7|8 |9 [10)u]|12| ¥[2]3[a{5)e]7
RESP zi?go
(write rate in
corresp. box) 11-20
0-10
94 - 100 % A
Saturations | <93 %
Administered 0, (L/min.)
40
39
) . i
a _g 37
A o 36
35
< 35
170
x
2
] 110
=z 100 t 1z P al
7 90 e JoToala A 4 ;
80 ) C1OY e eV [iad 5 é{
== - -
60
50
40
190
180
170
160
'E: 150
6 % 140
S T = 130 =~ =
8 120 A{(TR ATV
o v 2
o & 110 e galr, MHIY \ N0 =
z 100 ™ L T / b/
e 90 7 Y
2 80
70
60
S0
- 130
E{ 120
g 110
a 100
| £ 50 ek ' :
a2 80 AL h/ [ \Y) hrd
3 70 . lp dra W IWY 7] o
g 50 T[0T 2 X o
a 50 kT _?6
40
NEURO Alert [ T _T T+ i T 1T 1 = .= =
RESPONSE Voice
(V] ‘ Pain
Unresponsive
URINE > 30 —] -1 — —
mils / hour <30
Protein > + +
. Normal = = = -—
Lochia Heavy / Foul
Clear / Pink
Liquar Gre/en
TOTAL YELLOW SCORES vV (:é;gj e (=] [] (3]
TOTAL ORANGE SCORES p&{{p Sl 18 D U CINEEECP:
Nurse Initial . |Ne VARDE| P ’W
e R S [~




Early Warning Signs

[ Obstetrics and Gynaecology ]

4

\-

1 Yellow Alert :
Repeat Observations
in 30 minutes

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 mindtes

£ !

-
-
N\ 4
Complete a Full
Set of MEOWS
Observations
4 \
-

> 2 Yellow Alerts or = 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Ohservations
ian minutes or continuous
monitoring

\

* The Modified Early Warning Score (MEOWS)

Co

Qo
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kany waining Observation Score Chart - Obstetrics

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

Ao

Date

0

Time 11]12 | 7 10 )11 12

[19) o)

RESP
(write rate in
corresp. box)

> 30
21 -30

11-20
0-10

Saturations

94 - 100 %
<94 %

Administered

0, (L/min.)

3, dway

40
39
38

37 1%

ax

36

35
<35

3jeYy Heay

170
160
150
140
130
120
110

100

90

UN

80

i

-

70

60

50
MR - 1 ) o) il o ] A G ) | 0 ) i ) o )

anssald poojg joisAs

190
180
170
160
150 i

140

=

130

-
g

120

110

100

90
80
70
60
50

aInssald poojg J1jolselq

130
120
110
100
90

80
70
60
50
40

o

-

F*| q

A

NEURO
RESPONSE
[¥]

Alert
Voice
Pain
Unresponsive

URINE
mils / hour

>30

< 30

Proteinuria

Protein + +

Protein > + +

Lochia

Normal

Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial




Obstetrics and Gynaecology
Early Warning Signs

~
1 Yellow Alert :
Repeat Observations
in 30 minutes
J
- ~N 4 N
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes '
\_ . % \_ Y,
™
> 2 Yellow Alerts or > 2 Orange Alerts:
) ; Immediate Review by Obstetrician and
' Repeat Observations
in 15 minutes or continuous
monitoring
N\ /

* The Modified Early Warning Score (MEOWS)
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Early warning Observation Score Chart - Obstetrics

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

RESP
(write rate in
corresp. box)

Saturations

<94 %

Administered

3, dwa)

0, (L/min.)
40
39

38
37

36

35
< 35

ajey Leay

170
160
150

140
130
120
110

100

90

80

70

60

50
40

anssald poo|g 1|0)sAS

190
180
170
160
150

140

130

120

110

100

90
80
70
60
50

3inssald poo|g 1joiselq

NEURO
RESPONSE
[v]

130

120

110

100

90

80

70

60

50

40
Alert |

]

Voice

Pain

Unresponsive

URINE
mis / hour

>30

< 30

Proteinuria

Protein + +
Protein > + +

Lochia

Normal
Heavy / Foul

Liquor

Clear / Pink

Green

TOTAL YELLOW SCORES

TOTAL ORANGE SCORES

Nurse Initial




Early Warning Signs

[ Obstetrics and Gynaecology ]

- N

Complete a Full

s
1 Yellow Alert :
Repeat Observations
in 30 minutes
.

-

Set of MEOWS
Observations

\ J

2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes

-

-

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

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

Sheet NO. & oo

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
Intake e ~ Output [ wiste
: Thrombo-
Date | Time oNfaéﬁlri% Route NG | Diarrhoea | Vomit |Drainage| Urine | Phiebitis | Sign.

Score Nurse
Mouth LV N.G

08:00 am
09:00 am T
10:00 am e

11:00 am /
12:00 pm -

01:00 pm
Total Intake : I@(ﬁutput -
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm el
Total Intake : Total Output :
08:00 pm
09:00 pm ]
10:00 pm //
11:00 pm
12:00
01:00 am |
Total Intake : Total Output :
02:00 am
] L00am ~
} 04:00 am » UJ

<

NS | 05:00am PL |l ltond - (M,
.? 0600am | 0 | ¢ | oo o 0

0700am| @4 | rn | yos ' [vood———
Total Intake : Total Output : 't‘;{,

| L O | |
K-
~]

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Sheet NO. & oo,

"
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e

Rainbow®

Hospital

BY RAINBOW HOSPITALS

nbow" | @ oo
Children’s . irthRight

It takes a lot to treat the little.

[ FLUID CHART )

Your Right to a Safe Delivery

1. All measurements in ml.

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

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

i e ~ Output [avsie T
Date | Time cl;ﬁgjuri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis I\?lﬁge
‘ Mouth | LV | NG |
@% B0an| 2 |, | Joort - (

'% wooam| ¢ | [1com 7 ?;@_’* (J
10:00am | A b 1500 gy \ ] -
o0am| Q€ [N | sl ™ )
1200m| RL [Y© [oor /| locpat—= e, pyl7
0:00m| RU | 40 | toopd

Totalintake: L logy Total Output: 190 .

0200 | &) [W@ [1oemd 500 _%;ry‘/\
300 p) | Dooww - /- N i

\C7 04:00pm | p) - ' O / (24

qz\° 05:00pm | g ) 3&\ B0 el )4 / o) [— @?
06:00pm | o ) N | 3‘6/ i I 6:W
owwm|p) [ %o oot [ T

Total Intake : o Total Output: | YOO/
08:00pm | £ [OOWM £0om 1 Ny

4 0900pm| ZC | | loowl /1 ki -

N |Heo0pm [EARITNY Z Z ¢ wﬂ————

0%, 11:00pm| RL \ R wY vt "3\
1200am | P loont| Vs wil
ot00am| o [ cOWA / oot

Total Intake : , Total Output:  26() o) 5"\%4(
0200am | L\ oet s 0N _ﬁ/g_
03:00am | 9 L Ol [oon d 120 |

\Q aooam| 2 | XV | bord P(/ - - ? )

AR [esooam| R | N [oowd] W ok — . obf"

N 06:00am | § L [vo / ' (TN 6 -
07:00am | p (_ (POt Jodl £ ‘ =

Total Intake : Total Output : | (7 "Vf,/- M/RQZ}D

Total 24 hrs. Intake Total 24 rs. Output | D &0 "L




' 00384638
A MAH'C“TH ususulmm

(F)

T

Sheet NO. & oo

f//

Rainbo o
R s ‘Blrtthght

N

Hos pi t al BY RAINBOW HOSPITALS

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

[ FLUID CHART |

™ 09:00 pm

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.

AEs

VG X = i o e

--,.,: it T TG
e Y ;

pe Output 7 i IV Site

| Nature
Date Time of Fluid

Route

NG

_ . : ; phiebitis | Sign.
Diarrhoea | Vomit |Drainage [ Uring | Phiebiti Nurse

Mouth

R

N.G

08:00 am

09:00 am

/

11:00am | ™NU

s~
q}é\ 10:00 am

01:00 pm |

12:00 pm —L\W

Total Intake : '

Total Qutput :

02:00 pm

03:00 pm

04:00 pm | WD

06:00 pm

of
a\\b 05:00pm | W
A%

/

07:00 pm

) B

\/
g «/

e

Total Intake :

Total Output: () — 2 M) -—-]

08:00 pm

\Jj 10:00 pm

11:00 pm
(3\ 12:00 am

pov -

01:00 am

Total Intake :

Total Output : A bl

02:00 am

03:00 am

0400am|

\é‘ 05:00 am

AD

P 7 ﬁ/

i e e

N‘-&; 06:00 am
' 07:00 am

/

Total Intake :

Total Output:, .~ L— WA -

Total 24 hrs. Intake
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T Hospital
( FLUID CHART |

Dr. BUCHITRA BRIRAMPUR Children’s .BlrtthghQ
|

SheeiND. & vt

BY RAINBOW HQSPITALS
Your Right'to.aSafé Delivery

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

R - e

A T I T

Nature

..‘3? ,?I:!‘i:,«... IV Site

w4 Thrombo- |

Sign.

Date Time of Fluld Route .NG Diarrhoea | Vomit | Drainage Unne p‘sﬂc‘?ggs
Mouth | 1V N.G '

Nurse

08:00 am

09:00 am

10:00 am -

11:00 am

12:00 pm

(1:00 pm

Total Intake : Total Gutput :
02:00 pm B

03:00 pm K¢

04:00,pm

[
3
]

05:00 pm

06:00 pm

-

07:00 pm

“Totalintake* ' Total Output :

-| 08:00 pm : .

09:00 pm ‘

’ 10:00 pm v i

« | 11:00pm | ' 7 1 -

12:00 am ' ~

LI

1 01:00 2am

Total Intake : ' Total Output :
02:00 am o

03:00 am

" To400am z | i

- 06:00 am

05:00 am 1 N

07:00 am

Total Intake : . Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output
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NURSING CARE RECORD
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Rainbow* .
Children’s (4 BirthRight
Hosp|ta| . BY RAINBOW HOSPITALS
uuuuuuuuuuuuu ightto a Sala Delive

[ Relieve Pain & Discomfort

(
] Maintain Fluid Balance

[J Improve Activity Tolerance

Date: %/3{%{3 ..........

[ Maintain Good Nutritional Status [J Maintain Skin Integrity

o | [ Maintain Airway and Oxygenation
E aintain Personal Hygiene ,E*Pfevem Infection /E Meet Elimination Needs Q/Ensure Safety (] Early Ambulation Reduce Anxiety m & Family Education
S | O Identify Potential Complications AN OETS, BROCHY v ccmimmmosvis s s e b Sy o S e ST R RS S 4 S AR S oSS
- . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
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LT NURSING CARE RECORD Sospinal, | MR
Date: 1{1‘5}@{ ...............

[C] Maintain Airway and Oxygenation

O RelieL;e.Paén & Discomfort

7T Maintain Fluid Balance

~—Tmprove Activity Tolerance /D'WJnTain Good Nutritional Status

[] Maintain Skin Integrity

'§ [C] Maintain Personal Hygiene [] Prevent Infection [] Meet Elimination Needs [0 Ensure Safety 1 Early Ambulation Reduce Anxiety [C] Patient & Family Education
S | [ Identify Potential Complications 0 AT BB BIREHY . v i e i e S e R AT s AR
Time Plan of c§re Time Implementation Evaluation Re-Assessment 'iu{;?;n';?ﬂ:
5
§ 1
T 3+ T
— e : .
g
<
‘ e
SP) 3 Acgess the B | % e8es gl
0 ,"
5 - corvlon phicsas e w gt Re-clreck ki
o 9./} +s ~Momitd sod Vﬁ“r( . e o g
..fie Mgn?-ﬁ)’r V”’tU'J 7 o - aﬂg[ 4 | H"b erg @b/’
- 0 &/@ Y MO::HCUQ A'/[O ¢l
RN oV R o
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o ,Eﬁaintain Airway and Oxygenation <FT Relieve Pain & Discomfort Elf-Mgirrtain Fluid Balance [J Improve Activity Tolerance »B/ﬁajntain Good Nutritional Status [ Maintain Skin Integrity
§ _=FMaintain Personal Hygiene 1 "Prevent Infection <[] Meet Elimination Needs 1~ Ensure Safety “o Early Ambulation Reduce Anxiety /%ﬁent & Family Education
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Time Plan of Care Time Implementation Evaluation Re-Assessment ';ué?;n':m:
51m >~mm Hhe ptondF gpm >ﬁ;§% el @mm{nﬁ“ |
=0 2
2 on 2 Hee St Snondaved 7 il erd- 78 Re-chacke]
= T
ElD |>Mofndlain THo chost > MFrdashed Tlochd Sble ol
{

Afternoon

— BAsses=s the
tonchtion PE

»N)quon the VS
J)fwg od FQQ

dnao

— Assess ke pE-
U Condifion

o —Mom‘*m da VR
%?S_Mm r) the -T-/O

':D" en
homl—

— Reeheckec]

+e i//é

A

it by
)
B

Night

gL

F7-Assess o P

= MO_? n’!a?ﬂ 7&03]%

CDﬂ(Jz 2%

4 nf;onﬂm "f[ua vl

b)) —psess fhe P
condfi+0

— pAonttor &QROLS

- D“(Lu.ﬁ as ;wn '

5H-

o

ﬁﬁnj OLW:TUL

ke

A
A Ny
i

!

Docu. No: RCH /FRM / CLINICAL / 148



T O/0 | Q0

v | MAHppyg
Mra cHITn‘l::iU Susmip 290006430 “Z
18422000 g9y Rainbow® | @ . . L
o, sacmmsmrumua S Children’s .Blrtthght
i BY RAINBOW HOSPITALS
AT NURSING CARE RECORD Hospital | Q) mummoniodms
\‘ \ ‘K
Date: .......... vererness st es e srene
on | T Maintain Alrway and Oxygenation [ Relieva Pain & Discomfort 00 Maintain Fluid Balance O Imprave Activity Tolarance [0 Maintain Good Nutritional Status [J Maintain Skin Infegrity
© | O Maintain Personal Hygiens [ Prevent Infection O Meet Elimination Needs C1 Ensure Safety (1 Early Ambulation Reduce Anxiety O Patient & Family Education
€ | O Identify Potential Complizations 0 ARY OHHEES, SPEEIY. ..vevveiterrsieriseesrreresisessessesasssesnsnsssssessanesseonssnsnnassesanrensssssnsennansosesantansas
Time | _ Plan of Care Time implementation Evaluation Re-Assessment ﬁ“g?gn'ﬁ?;',f:
- T
! ) - *
!
]
o
b=
= (
S
=
4
1 - “ il i L 1LY -~ 1 - I i
R R ’ ) NN JAaE = . 11 - T T
i L AP 6 T uald | . e s L-! e i
A ' k »' f 1 b 1~ '
4 | n
gl Vg I N [ TN YR IVARE B LRI
S .
E !31: i f"l‘L e 1 R Yy . oy ‘-ull LB
E 1 H ' X }
N I
{ i TR .
1 Topled “ o
L( fy t ' ; v
! v .
0 N {I b ri - — {1 \ ‘1
!I r [ I b " . 5 i in Y [ ! \ 'l v "y
i B
* " r
\ l b / ah | N
1 1 1 A ‘:‘
%’ ‘/ J ! . ‘{ ‘{ + '”/ o at vt l'l )
= ! f ! ' \ L.,, | ‘I. Iy ¢ [ ' {
. "~ - 1 5
[ 8 | l ' 3 & \! A i
i -
i
{ | i\




20

MAH-00384833

Mrs CHITTIMAL L lus MITHA

or. sucuny e Rai n;/iw
r. SUCHITRA SRIRA 5 s -
mmlm | Children’s (4 BirthRight
IHWIHIH!HIIHMII | riospital _ | Wz
NURSING SHIFT HAND OVER FORM
E Diagnosis: U&% Any Infection: [1Yes [INo [ Not Known
= @)\ 3 B If YES SPECHY: oo eeeeeeieseeesenenns
¢|7_: Surgery / Procedure: \ / Post OP Day: %,
4 5 9 “1.5 g
a | Date QY X
o | SK B [T oo 15 12
& | Medical Condition ik / = .
X | (Any special condition to be noted): £ >
= =~ —1 7= ce i
= | Diet 10 BM Qlwrof qapts | § - Soby
Allergy: ‘jes/u-No’ T Yes (MG | | Yes Mo | T Yes T No _Ye{s/‘No I Yes No
Ventilation (RA, NP, NIV, VENTI): — — L -~ -
Tubes/Drains/Catheter: 1Yes [ No /ve’s CINo | ) Yes =00 | I Yes i/ﬁo 1 Yes M0 | O Yesu‘{ﬂo
£ | Vital Signs: Temp: | 9y~ & [ lasyf o@cb‘ 17 Ge | 9R.2F
% Res: | 90 ?43 20 b }m =N 22 bl m o
2 500" | 98/ |a9). | A9y, | 2. | g%
2 Pulse: | @9 — | & ( £< %S | S | Fbm
BP: \\,hP}rD 109 fbc‘(‘ Lo Lio L\D/% 2 (92 T2
LOC: e . - = - —
Fall Risk Score: _ = — ~ o —
Pain Score: — — — = — —
skin Integrity | o34 | 9 00d] (qocel [God (@00 [Goer)
Safety Needs: | (1 Yes ) No [(1¥es [1No | [1¥esINo |i+Yes (1No |.-Yes T No \Lfes (' No
Physiotherapy: == — — — — =
§ Others Specify: | Yes ("No |1 Yes (#No |1 Yes (M0 | (1 Yes A0 |1 Yes (N0 || ' Yesy=No
% Special Diet: = — . — Se,H/ Cald
S |Critical Lab Test / Values: - = — v ~
E | Other Special Orders / Medications: |1 Yes (L0 [ Yes (=No | L) Yes (oo |l Yes No | Yes [uNo| T Yes J~No
5 PU Prophylaxis: 7 Yes #"No | Yes =G | 11 Yes o | Yes ™7 No | 1 Yes o | 0 Yes» No
DVT Prophylaxis: C1Yes CINo |1 Yes (+ho-| ) Yes t#No | ) Yes#TNo | ) Yes =™No | I Yes,#No
ADL (Dependent / Non Dependent): |~ o . _ j —
2 ~
Post Operative Procedure Special Orders: — _ — -
T\% = A .
Handed Ovr By Name PO gond 1 | N TAnShg Sy ppad]
Signature /ID L s QAJ/ W WAy | A @4_
Date: el sl bl SoAlze|chl | QB e D3-Is[L e 2%{5]
fe CA-| WA gy Bt | AP, | Bpar
Taken Over By Name : Al QM;W Mag /&)_ AM}\Q‘ k/do‘@ V&O
Signature / ID | o v il i i
' g7 |y = S
Date: |12 L 5 bl |94 e |3%-I5he | spa SH 51
L % 2/ %FN) SN | Zom | Ron
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NURSING SHIFT HAND OVER FORM

ccC

Z | Diagnosis: Any Infection: 1Yes [INo [ Not Known
g Y88 SPBCHYT cvcocsinecssisiusmsmmmmissinsissamiavansas
'u:: Surgery / Procedure: { /\t\,\. Post OP Day:
W
2 = Shift ™~
£ Medical Condition
% (Any special condition to be noted): il
S | Diet at 4
Allergy:  YesTTNo |1 Yes CINo |1 Yes ) No | Yes C1No | Yes C1No | Yes CINo
Ventilation (RA, NP, NIV, VENTI): il
Tubes/Drains/Catheter: L Yes = No | [C1Yes “INo |1 Yes T'No |7 Yes CINo | Yes T1No |1 Yes 1 No
£ | Vital Signs: Temp: | Q>
2 sigs "?@éf,
2 Pulse: | €5
=T
BP: |10/
LOC: | ——
Fall Risk Score: —
Pain Score: —
Skin Integrity | —
Safety Needs: | Yes-="No | Yes (1 No | Yes CINo |CJYes CJNo | Yes CJNo (L Yes CINo
Physiotherapy: | ——
§ Others Specify: | Yes (1No | Yes “JNo | Yes ['No | Yes CINo |l Yes CINo | Yes [JNo
E Special Diet: | ___
E Critical Lab Test / Values:
E |Other Special Orders / Medications: |t 'Yes [ INo |1 Yes [1No | Yes CJNo |1 Yes C)No |1 Yes C1No| O Yes CINo
&u‘ PU Prophylaxis: T1Yes C1No |0 Yes T1No | Yes CINo | Yes CINo | Yes ONo | Yes C1No
DVT Prophylaxis: [1Yes CLNe|C Yes CINo [ Yes C1No | Yes CINo| ) Yes CINo | Yes CINo
ADL (Dependent / Non Dependent): | ——
Post Operative Procedure Special Orders: m
Handed Over By Name : wﬂv’
Signature / ID : i
Date: aKL‘s’h
Time: RAmM
Taken Over By Name : 2
Signature / 1D :
Date:
Time:
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::.Hcm:;:.u tustiILH:\1 o ) ) ) ;) "%
E 1%?:“‘“: M Rainbow"* &
||li|||\lll\|||l|||||l||\ll\|||||| | i .Eiﬁ!lﬁi?ﬁ'lf
cHEcKLIST FOR THROMBOPHLEBITIS lthksalmmmmllme Your Right to a Safe Delivery
DAY-1 . |2&|f DAY-2 27| DAY 3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E L N ) M E (ﬁ E N Remarks
. No signs of phiebitis / sl o
1 IV site appears healthy Oheatys carnila 0 " © | o @ | 0 a
One of the following signs is
evident : Possibly first signs of phlebitis .
c * Slight pain near the IV Site / / Observe cannula 1 Ng- pé D M INA 0,7\
* Slight redness near IV Site e A
Two of the following Signs "
s | aworam et S va[ud | g [P | |0
Pain at IV site Redness = | $a A 4
" S L~
Q&i 3;;{“" DU St Medium stage of phiebitis / ;
4 | Pain along Path of cannula ?esrﬁe Catnnula Goteiter // N N 0,4)\ TINA )()
Redness around Site Swelling eI N - 4
All of the following Signs are
evident and Extensive : ﬁ;}dvanced fst;ge of phhl b D
5 | Pain along Path of cannula tRe siaréo t rlom phiebitis / 4 ~ | M A }D
Redness around Site Te i z:nnu n NA- Mé A
Swelling palpable Venous cord reatmen N
All of the following Signs are
evident and Extensive : Pain Advanced stage of D A)
6 | along Path of cannula Redness }h_r gmbophlebms/R . 5 A MR | A
around Site Swelling palpable élmateltreatment e site I\ W 1A )Q}\
Venous cordpyrexia Ll
Signature of the Nurse %l@( @L”M Wl | Gy |®

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

Signature of Shift In Charge :

Signature ; .........| Y]
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@Vﬁ ...................... Name : ‘TYWO[X?tQ ...........................

Signature of Ward In Charge :

Signature : .......... @j,
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R b
ST ﬁEE‘d{:z\'?s ‘ BithRight
- PAIN ASSESSMENT FORM Lo

§

Your Right to a Safe Delivery

0N

Pain Stofe | Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Paciors Educated ‘lntervamlon Sign
| [J Continuous | Ci Acute (] Sharp (1 Dull [ Increasing | I Yes ( éb .@
LY Qr W‘ﬂ’) QllO Naa O Intermittent | CJ Chronic [ Aching [ Burning | [ Decreasing | [ No i S
Eﬁonﬁnnous O Acute (] Sharp [ Dull [ Increasing | [ Yes P
I 1 L {]/Intermittent | [ Chronic [ Aching [ Burning | [] Decreasin N K
%&H%Q%ﬁ”m )10 )\E(Wm i g 0
T bV f . p— "
[ Continuous | [ Acute 1 Sharp [ Dull ! Increasing | ! Yes M oA— .
04 /572{) 10 A—V\ /\O / Jo yar»ﬂ [ Intermittent | 5 Chronic (7 Aching (] Burning | [J Decreasing | [ No %\
; 1
[ Continuous | [ Acute (= Sharp 1 Dull [ Increasing ] Yes WA
%'15 ) b |y F MO }\D NA ] Intermittent | [J Chronic [ Aching (] Burning | [J Decreasing{ [ No M
; [1 Continuous | [ Acute ] Sharp (] Dull 1 Increasing O Yes M‘ﬁ
% / #% K) Poma f i ] ' Achin Burning | [ ‘ O ‘ /
Eﬂ)“/‘ O 2;, [ Intermittent Chronic O g O 0 | ] Decreasing | [ No A
] Continuous | [] Acute (] Sharp [ Dull ! Increasing [ Yes v\ a—
DC\)}/ 5_/):(3 10AM D}(O A 0 Intermittent | [ Chronic (1 Aching [ Burning | [ Decreasing | [ No - rf\:g—’ |
6% TS [ Continuous | [ Acute 1 Sharp (] Dull [ Increasing [ Yes
7:&’ ?/?n o|w ] Intermittent | I Chronic [ Aching [ Burning | [] Decreasing | [ No Nt @,_
v
ho { }O ] Continuous | ) Acute ] Sharp ] Dull [] Increasing | [ Yes N M
2%3‘\5 ‘\C‘i‘v\ Olfe A~ | O Intermittent | ) Chronic 1 Aching (] Burning | [ Decreasing | [J No M ' LA
L] Continuous | [ Acute (1 Sharp 1 Dull [l Increasing [ Yes
[J Intermittent | [} Chronic [1 Aching [ Burning | [J Decreasing | [ No
[ Continuous | [ Acute [ Sharp 1 Dull [ Increasing 1 Yes
[ Intermittent | [ Chronic [ Aching [ Burning | [] Decreasing | [ No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a)  Atleast every 2 hours for the first 24 hours b) Then every 4 hours.
¢) Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / CLINICAL / 152 (PT.0)



N9

. PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month fo 7 Years)

Numerical Paln Scalé (Obsteirlc and Gynecology)

| 1 ] I ] [ |

No Hurt

Hurts Little Bit

1
I i 1 1 1 [ l I

3 4 5 [} 7 8 g 10
Worst
Possible Pain

Wang - Baker (Pediatrics) Above 7 Years

OO

Hurts Little More Even Mora Huris Whola Lot Hurts Worst

~

R SCORMNG
CATEGORY
g L 1 o b - '\2 .
. , . Occaslonal Grimace or Frown, ' Freqi:ent to constant frown, X
Faca No Particular expression or smile withdraw, Disoriented quivering chin, clenched Jaw
Legs Normal Posttfon or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
1 Laying quietly normal position, Squirming shifting back and ' , =
Activity m'uyl\,eg g:sil; P foqrt,h; lenga d Arched, right, or Jerking
Moans ar whimpers eccasional Crying steadily, screams of Sobs,
Cry No Cry (Awake or asleep) complaint frequent comptaints
- Raassurad by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to consale or comtort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month}
Assessment Sedation Normal Paln / Agitation '
Crlteria
2 -1 ¢ 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Imitable or crying at | High-pitched or silent-
Irritahility stimuli minimally with palnful ! Irritable intervals consolable | continuous cry
stimull 1 a» | inconsolable !
Baehaviar State Ng_ an’gusal toany | Arouses minlmally to | Appropriats for Restless, squir‘ming Arching; kﬁ:‘dﬁg constantly awake
stimuli stimuli gestational age Awakens frequently | or {
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement ) “‘l 1| (not sedated) |
Faclal Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain é"xprefssinn
Expression | Np expression with stimuli intermittent continual
Extremities | No grasp reflax Weak grasp reflex | Relaxed handsand | Intermittent Cantinual clenched
Tone Faccid tone decreased muscle | fest clenched toes, fists | toes, fists, or finger
fona Norrmal Tons or finger splay splay
Body is not tense Body Is tense
Vital Slgns KR | Ng varfabilty with | Less than 10% Wihin baseline or | Increase 10-20% | Increase greater than 20% from
RR, BR $a0, | stimuli variability from normal far from basaline baseline, Sa0, less than or .
Hypoventilation or | baseline with stimull | gestational age 530, 76-85% with | equalto 75% with stimulation -
apnea stimulfafion - quick | slow recovery Out of syne or
recov fighting ventilator

/
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Morse Fall Risk Assessment Form
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&

Date / Time

’a.

2elehd
Me

23526
s

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

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

Moderate Risk (25-50) Apply all low risk intervention and
1 Assist and/or supervise ambulation. Reinforce to always call for assistance
[] Hourly safety check
[] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.

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

J

Choose Highest Applicable Score from each Catego X i i
g ppli gory s 7 : TS Fall Risk Grading
History of Falling Yes 25 .
(immediately or w/in 3 months) No 0 Risk Level Mors?hl;:lsl)&ure Action
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Standard Fall
; Low Risk 0-24 3
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 . O 0
IV / Heparin Lock or Saline ;es 200 Lo ©o Lo Implement
¢ Moderate Risk 25 -50 Modera}e Fal
Impaired 20 Prevention
GAIT / Transferring Weak (uses touch for balance) 10 o
Normal /On Bed Rest /iImmobile 0 Implement High
Forgets limitati 1 iah Ri '
Mental Status O,r - _ 0 g hR =51 E:zteFr?tlilon
Oriented to own ability 0 :
Intervention
Total Morse Fall Scale Score: 20 o 2
Signature @ %
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M4

)

Ny

1. Completely immobile:
Does not make even slight changes

2. Very limited:
Makes occasional slight changes in

3. Slightly limited:
Makes frequent through slight

4. No limitations:
Makes major and frequent changes in

Mobili ; ; ke : i 4 : o 5 2 :
y in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently., independently. L\ o Lf
2. Chairfast : 3. Walks occasionally: 4, All patients too young to ambulate; A I
“Activity The degree 1. Bedfast : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequentty:

of physical activity"

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair."

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

Walks outside the room at least twice a
day and inside room at least once every
2 hours during walking hours.

Sensory Perception

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

2. Very limited:

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

3. Slightly limited:

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

4. No impairment:

Responds to verbal commands.

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

s

-—.._4'

half of body. two extremities. A L]
Moiatiirs Deores 1. Constantly moist: 2. Very moist: 3. Occasionally moist: 4. Rarely moist: | ’
o whichg Skin is kept moist almost constantly Skin is often, but not always, moist. Skin is occasionally moist, requiring Skin is usually dry, routine diaper
&kin | wmosed by perspiration, urine, drainage, etc. Linen must be changed at least every linen change every 12 hours. changes; linen oply requires changing
to moistpure Dampness is detected every time 8 hours. every 24 hours.
patient is moved or turned. \J tf ’ ‘
FRICTION-SHEAR 1. Significant problem: 2. Problem: 3. Potential problem: 4. No apparent problem: { ' !

Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position
in chair or bed most of the time but
occasionally slides down.

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

~C

Nutritional Usual
food intake pattern

1. Very Poor:

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

Does not take a liquid dietary
supplement.

2. Inadequate:

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

3. Adequate:

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

but will usually take a supplement if
offered.

4. Excellent:

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

Tissue Perfusion &
Oxygenation

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

2. Compromised:

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

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

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

<10 mg/dl; capillary refill may be

2 seconds; serum pH is normal.

4, Excellent:

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

Severe Risk : less than 9

| HighRisk:10-12 |

Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 | Mild Risk : 15-18 | Not at Risk: 19-23

TOTAL SCORE

2/6

Evaluator's Name
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. Support Surfaces
Risk Score Category Action {Please Note: Only required for children who are desmed at risk due
' to altered mobility, consider occupation therapy referral for advice
‘ Regular Turning Schedule _ .
’ \ ’ Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating nressure mattress overla
Manage moisture, friction and shear gp y
\ Advance to a higher level of risk if other major risk
factors are present
High density foam matiress
' Use the Same Protocol as for “At Risk” Patients o
13-14 Moderate Risk - Gel pads for high-risk areas
. Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure mattress overlay
) Follow the same protocol as for “Moderate Risk” Patients High density foam mattress
10-12 T High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure maftress overlay
. Use same protocol as for “High Risk” Patients High density foam matfress
Less than 9 \ 4 Severe Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure mattress overlay




Pulse Oximeter on Patient & Functioning _¥&s “INo

Does Patient have a:
Known Allergy? O Yesynf

Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available
Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous

/VBS CINo

Access and Fluids Planned #Yes [INo CINA
Blood Units Reserved s CINo CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? T1Yes CINo CINA

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss?

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? L1 Yes—=0” LI NA
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

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

_FYes TINo C1NA

_¥8s CINo CINA
~Y8S CONo T NA

=65 LINo

Problems to be addressed

DYes?d’ TINA
DYes?lo/

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

MAH-00384838 1P26-00006430
, o Mrs CHITTIMALLI SUSMITH,
| Surgeon:. LIRS LT . } gy Ao b ‘fe " %
SURGICAL Q}’ a &7 Q| Patient Nam¢ “foarii ety e Gender :
e | e RN 75 | @ oo
SAF ETY CHECKLIST Anaesthetlst Py fﬁq‘ee& i UHID No. ;.. WIENTIHRRnennem - = 79k Hospital .m%
Scrub Nurse : .... 33 &Ctﬂ‘i\(ff’m@ ...... | Date : QH AT [ 11111 S Out-time : pm—
Before Induction of Anaesthesia > » Before Skin Incision > > Before Patient Leaves Operating Room
SIGNIN  Time:.. S 20Hm0 TIME OUT _ Time.... &.2.000(0 SIGN OUT  Time. 2
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity —#Yes CINo introduced themselves by Name and Role-=Yes 71 No The Name of the Procedure Recorded es [INo
Site UYes [~flo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure j;c\'ﬂs LINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) es CINo CINA
Consent TiYes CINo Correct Patient (Check ID Band) ~ =TTVes [INo The Specimen is Labelled (including
Site Marked %s INo ijTﬂ. Correct Site L CINo patient name) OYes CINo CLMA
HYes
Anaesthesia Safety Check Completed ~_[¥es TINo Correct Procedure _¥es ONo Whether there are any Equipment

Doc. No. : RCH / FRM / CLINICAL / 111~
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It takes a lot to treat the little, Your Right to a Safe Delivery

CAESAREAN SECTION OPERATIVE NOTES

Surgeon’s Name: B( x("uuu\ﬁ_ Date of Delivery: 9 \(\ ¥

\
Assistant Surgeon: &{ @.@W\ﬂq\ r‘k‘e\rﬁkw Time of Delivery: g‘ QLAY
Anaesthetist's Name: \V ﬁrﬁ»\"\L Gender of Baby: ol

Type of Anaesthesia: WU Weight of Baby: m 2,06 th

Neonatologist: &3*( m AGPAR Score: ?,9

Z

Scrub Nurse: QQ&N otk NICU Admission: [ Yes No

Pre-Operative Diagnosis: QWN\S’\ \ 3N W .-\ U N ol \ il pe
¥ ¥

J
yﬁtive O Emergenc;) Indication: OMgA ittt it Sa

Urgency
] Immediate Threat to life of woman or fetus
1 Maternal or fetal compromise not immediately life threatening
1 No maternal or fetal compromise but needs early delivery
}/Delivery timed to suit woman and staff

DECISION BME: oo e Knief to rectus: ... QY o
CTG Description: ML ...................................................................................
If there was a delay give the reasons: ..........ccocereenrrnecranns &Q ........ &L QO‘A\ ......................................................
Surgical Procedure:

Buse  ww & @
Post Operative Diagnosis: % 9\ D .
Peri-Operative Complications: pQL
Amount of Blood Loss: Y 99 M Blood Transfused (in ML): W)y a~

Name and Number of Surgical Specimen sent for examination:

P

Docu. No. RCH / FRM / CLINICAL / 155 (PT0)




Examination Findings when Appropriate: ND—

Presentation: —J Cephalic [ Breech CIOther ... Cervical Dilatation: .............cccccovveeiiceciceienen, cm
o BPAPEBIE .. i s e e e e Eer Fetal POSItioN: ........coveeeeeeeeeceecc e
Station: -3 [J-2 [J-1 0 CO+1 [O+2 Moulding: None [+ [I++4+ [+++
Caput: O+ [++4+ [ +++ Meconium: JNone [+ CI++4+ [1+++
Bladder Catheterized: [ Yes 1 No Urine: IClear [ Blood Stained

Skin Incision: é/’{?ensteil [] Transverse ] Midline L) OtRBI s

Uterine Incision: wer Segment [ Classical I inverted T 1 J Incision
Previous Scar: [ Intact 1 Thinnedout ! Ruptured O
Incision Through Placenta: . ] Yes _[No &‘Q ¢ ,p_ﬁ
Delivery of head: __-Manual 1 Forceps mﬁ,q ci Crro\ ‘!ﬂ’)\-\vé* A
Liquor: L1 Cle —1 Meconium: | Wy 'j m Bloo Offensive ot Offensive
Delivery of Placenta: 0O Manual ~, _ACCT .......ccvennene. plete 1 Incomplete 1 Piecemeal
Cord Appearance: .............ccccceueenenn. @ .................................................. Cord around the neck 1 Yes” C1No

o'
Appearance of placenta: ............ @ ................................................ Cavity explored 2’% 1 No

Uterus, tubes and ovaries: _»Norma

1 Not Normal Sterilization: [ Yes PM/

Uterine Closure: ' One Layer :;}v;?yers ............. Wﬂ-{" ...... . Suture

Peritoneal Closure: [ Pelvic ), Ab@ominal O None —.............. Y1 a7 Suture
Sheath Closure: , el R LL‘* ...... s I Suture
FatClosure: [#Yes “INo . Wh&m ..................... Suture
Skin Closure: /Subcuticular [ Mattress L B bl ot \g'_h ........... Suture
Vagineal Evacuated ;/é “I' No

Drain: ] Yes 7N0 T REMOVE N oo, days [ Await instructions
Ctheter ;Vé “INo CJRemove in OL\{W‘“ ........ days [ Await instructions
Swap & Instruments count correct? Z/Yes “I'No ,D’ést-op Antibiotics ~Yes  [INo

Intra-Operative Antibiotics Cover: [ Yes "I No "I Thromboprophylaxis O Yes E/N(

Post-Operative Notes: b\ﬁ%m ...... HU‘ ........... N Y

Doctor Name: ....... g"kﬂ’\“‘\df ............... Qs Doctor Signature: ....... W ...........................................

Date & Time: . ol&\ ...... & \@7 ...................

ee

L
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UBSTETRIC TRIAGE ASSESSMENT FORM

Date: a‘?eiﬁu, Time of Arrival: (/[L},Oﬁlme Seen by Nurse: L'J(ZfM

1)
2)

3)

4)

5)

6)

Level of Consciousness: onscious ] Semi-Conscious 1 UnConscious

Chief Complaint (Reason for Visit): (Circle the item as appropriate)
] Severe Pain / Moderate Pain 1 Preterm rupture of Membranes / Leaking Water PV
[ Bleeding PV: Slight / Heavy (] Preterm Labor/ Labor
] Decreased Fetal Movement 1 Spontaneous Rupture of Membrane / Leaking Water PV
[J No Fetal Movement Z?Uiﬁér [F T e e
Vital Signs: Temperature: ...CAY~ Pulse: ...$2. RR:..Ak... Sp0;: ‘\Y\ BP: ..\..\E.S,t?..“ Weight: .............
Gestational Criteria:
Gravida: G \ P L A
T o r : 4
LMP: )@\ql‘)d EDD: F{? f)[q,.é Gestational Age: ... & 6'—\56@&0@.@
Uterine Contraction OJ Yes }Na/ "TINA | Onset Time Frequency:
Membrane Rupture [ Yes WT] NA | Onset Time Fluid Color:
Vaginal bleeding O Yes 9)&( [J NA | Onset Time Amount:
; = 3 If Yes specify: Headache / Visual Symptoms /
Pre Eclampsia Symptoms | 1 Yes ;m{ ONA | pbain Abdomen / Vomiting
Good fetal Movement ] Yes /B’m) 0 NA | ffNo specify:
Pain Screening: Numerical Pain Scale (NPS)
| | | | | | | | | | |
| | | | | | | | ] | |
0 1 2 3 4 5 6 7 8 9 10
No Pain Worst
possible pain
L o o (o T
o DUration: ....oooeeeieec N, Days / Weeks/ Months (Strike out which is got applicable)
- Character: ...............ffeoenon. , f ¢t oo neane e e e e eaNaseaneraeaabeeaNaaas et bgn e s S b e e e e a e e e e e e n e e aa e nens
NI
o R B QUBNCY: e e e
LI (11 (=7 T4 A T et TSN
Past History:

D) MEBAICAL ..o e et

a)  SUMGries: ..o \}Qdﬁ”i ...........................................................................

Docu. No. : RCH /FRM / CLINICAL / 098 ~ (PT.0)
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8)
9)

}PN?),/ITYes: ....................................................................................................................

Current Medications: [ Prenatal Vitamin = O NONE L0 OtNBIS: wov oo

Prenatal Medical History:

] Gestational Diabetes
U] Low placenta
1 Others if yes, specify

None
1 Chronic Hypertension
L1 Gestational Hypertension
L] Diabetes

Triage Category: (Please tick on the category)

Refer to OBSTETRICAL TRIAGE ACUITY SCALE (OTAS)

[ Category I: Resuscitative (Time to Physician: Immediate & Reassessment: Continuous nursing care)
[J Category Il: Emergent (Time to Physician: < 15 minutes & Reassessment: Every 15 minutes)

L1 Category lll: Urgent (Time to Physician: < 30 minutes & Reassessment: Every 15 minutes)
,D/Category IV: Less Urgent (Time to Physician: < 60 minutes & Reassessment: Every 30 minutes)
O Category V: Non Urgent (Time to Physician: < 120 minutes & Reassessment: Every 60 minutes)

0BCU Obstetrical Triage Acuity Scale (OTAS)

Level 3
(Urgent)
< 30 minutes
Every 15 Minutes
Suspected Pre-term Signs of Active Labour | Signs of Early Labour/ Discomforts of
Imminent Birth Labour/PPROM < 37 | > 37 weeks SROM > 37 weeks Pregnancy
Weeks
Active Vaginal bleeding Bleeding associated with | Bleeding associated Spotting
with/ without abdominal | cramping (<spotting) with cramping
pain <37 weeks (>spotting) >37
weeks
; Mild hypertension
Hypertension > 160/110 At
Seizure activity and / or headache, visual ;1538;] gtgdws'tig’g';'g:%m
disturbance, RUQ pain symptoms
Abnormal FHR tracing Atyprcal B tracing,
Non-Fetal Movement abionna) toppiess
Diseased fetal movement
» Acute onsite severe + Major trauma » Abdominal/back pain - Ongoing assessment | « Anything that does not
abdominal pain « Shortness of breath greater than expected in|  from out patient clinic seem to pose threat to
+ Altered level of + Unplanned and pregnancy ) (for hypertension, blood| ~ mother or fetus
consciousness unattended birth » Flank pam/hpma!una work) = Cervical ripening
» Cord prolapse » Nausea /vomiting and | - Minor trauma (minor | - Out patient placenta
« Severe respiratory [or diarrhea with MVC/fall) previa protocols
distress ) suspected dehydration | . Nausea/Vomiting and | - Pre-booked visits (ie
= Suspected sepsis /or diarrhea Rh and progesterone
- Signs of infection (ie injections, NST
dysuria ,cough, fever, | = Assessment for version
chills) + Rashes

AT

Nurse Name : ........ MQU"JLC{ ......................................... Nurse Signature: @A** ......................................
Date: ..k, g‘l%

Time seen by Doctor: .

TIMe: e
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LABOUR AND DELIVERY NURSING ASSESSMENT

Baseline Information:
Admission From: [1ER

Primary Language: L] Telugl

Date of Admission: ...... ,25[([24@,

(] OPD %ﬁsion Desk
~TEnglish ] Hindi

Do yourequire aninterpreter? LYes

Source of Information; [ Patient

ily [] Others

L] Others: SPECIY ...o.oveeveeeeeceeiree e
1 Others

Personal belonging if any: [ Jewelry [ ] NoseRing  [1Bangles [ Anklets [ Finger Ring [ ] Bracelets
ANABAOVEITO ...ttt s st e e s e s sessesaes b aeaeas s s ssnsessees e s eaessns ettt et ettt et se st s mesenan s as st sttt
Allergies: [Yes ;J-N(DMedications (1 Blood Transfusion ] Food [T OMER: vvsvisimmminmsamnsmia '
B L C G [ DT ———
Chigf. COmPIaINGS:. .......ccoivviiminsmmsioianiinaisasiiss i Doctor Notified on Admission: <7Ves LINo
............................................ a~kSQg Name of the Doctor: ......... D(z—a'ﬂ-”%jo\
t
................................................................................................................... Time Notified: (ﬂjf?ﬁ Y N
Past Medical History: Obtained From [ Patient [ Family Member [ Medical Record [ Other (specify) ..................

Past Medical History

Past Surgical History

Previous Hospital Admission

Blood Group: DN@Q&W—LMP \,qull{' EDD: \416125 Gestational age during admission: . 3¢ G,
Contractions: .............. L\—L.h .......................................... Vaginal DISChATGE: .........oovvveeceieeeee et
Obstetric History: - — N, S Lot Ao e Previous LSCS ... n[D.
Height: ............... Weight: ............ BMI ...

Temp: ... A, HR-... A2 . RR..ic BP: .. N2=[ad  SpO,.... Q? .............

High Risk Factors: (Please select by ticking (v" ) the box as applicable)

[ 1 Hypothyroidism 1 Rh Incompatibility ] Fertility Treatment
(| Hyperthyroidism 1 Previous LSCS ] Preterm Labour
[ Hypertension [ Gestational Hypertension L] Others: (Specify)
(] Diabetes | Bad Obstetric History :
1 Anemia [ Obesity (BMI)

[l Twins/ Multiple Pregnancy

Docu. No. : RCH /FRM / CLINICAL / 139

(PTO)
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ranmy swiy. - . ... ..0normalities Detected
| Heart Disease [] Hypertension [] Diabetes [1 Stroke [ Seizures [ Kidney disease

[1 Liver disease [ G i e e e e e s s

Pain Assessment: Pain: [JYes [INo (If Yes, complete the Pain Assessment / Reassessment Form)

Fall Assessment: [ 1Yes [ INo Score ... (complete the Morse Fall Risk Assessment Sheet)

Risk of Pressure Sore: [ |Yes )?No/ S00M8...oiniiniins (complete the Braden Q Sheet)

FUNCTIONAL SGBEENING: If a patient needs assistance with any of the following inform consultant
[ Mobility problem 1 Walking Problem ["] No Abnormality Detected
() Developmental Delay [ Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

B /G/‘Under Weight [ Diabetes Mellitus ('] No Abnormality Detected

NUTRITIONAL SCREENING:
] Overweight 1 Poor Appetite > 3 Days [] Needs Therapeutic Diet.

Inform consultant for positive criteria

PSYCHOLOGIEAL SCREENING:
[1Calm & Cooperative []Restless [ Depressed [ Agitated [ Confused
CDMVEES: icioinic o o o o b P e e s B R T e e R T e RS b

Inform consultant for positive criteria

SOCIAL SCREENING:
1. Marital Status: [ Single M ] Divorced ] Widow
2. Special Habits: Smoker: [ Yes D;—No/ Alcohol Abuse: [1Yes [INo Drug Abuse: [IYes —MG |

Orientation has been given regarding the following aspects: \\)

Ca!l Bell in Reach : Wg& Waste Disposal Explainedﬂé No

Infusion Pump : }ks/f‘ No Hand hygiene Explained: Mo ! Others
Above information givento .............ccc......... g) C“’pra

Name of Person Orientation was given to: ............ a—L_P g V& “‘g—W\Q\

Orientation Ot GIVEN REASON; ...u-simumisms it s b

Nurse Signature: @Bﬂﬁ‘ .................

a
Nurse Name: ................. K= W{)— ........
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BREAST FEEDING HANDOVER AND
ASSESSMENT FORM

1. Breastfeeding initiated?

D/a. Yes 0 b.No

0. TN, REASOM -oooooooooes o eeee s eeesee e seeees et s8R

3. Nipple condition:
.3 a. Nipple well formed

00 b.Fat nipple
< ] c. Inverted nipple
C d. Short nipple
4. Milk flow:
0 a.Good
f@-—“b. Drops of colostrums
O c¢.Dry
5. Steps for Positioning and attachment:
1 a.Baby goes to the breast
(1 b. Mother always sits with a back support
-0 c. Ear-shoulder-hip should be in a straight line
™ C]  d. The baby takes a latch on the areola and not on the nipple

Feeding Positions: Feeding Positions:
Cross Cradle Football / Clutch

Docu. No. : RCHBH /FRM / CLINICAL / 080 P10




6. Was the position explained:

/G/a. Yes

0 b.No

7. For Caesarian mothers:
] a. Mother is required sit and feed from the 4th feed
__L1—b. Please explain football hold

8. NICU admission:
[J a. Mother needs to stimulate her breast for 2 min every 2 hours

B, AN BOIBSE ....coviicnimnmsiinniisinmmmiisssirssihm it o et TR rt 4 s5eesSmaaas aamans eas dhas dnas aSamaa e s ss A e e e
Continuity of Care: Date: Q(/\1/“’

% 0CCe s Ale g CondHon

> orueddor i)t

7 adodeteln C/b Lot

=5 AN e pedicadtie of A ity
od e

= q&,c_{)tCﬁﬂ hareet —-_ﬂeqt:—j

0
Handover given by ........... T '}D*M‘M ............................. HANAOVET tAKEN DY ..o sceeeseesessesesssessseeessesenens

Signature ..................... @Ld/ ..................................... SUONIRNG i isiiimasssissmin s rabe s R s S sas s
Date & Time: .......... Q’Iclﬂ MG,J,%... ........ DALE & THTIE 1vvvreeeeeeeeeeseeeeseeseesssssceeessseseseeeseseeess
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|| i ‘ ||| |||| Ml”" I|| . Hospita| .avg@magwuospimm
URINARY CATHETER BUNDLE CHECK LIST o | W
Date of Insertion: ............ .4 \ { )- La.... Date of Removal: ..............ccooveeeeiiinnn.
Al ! a
Parameters Date ShfiTime | V2 . :kb (S
Need for the Catheter ClYes CINo CH¥es CINo | ClYes [INo | [IYes [INo | [lYes CINo | CJYes CINo | ClYes [INo
Hand Hygiene [¥es CINo | [J¥es” CINo | CiYes [INo | ClYes CINo | CiYes CINo | ClYes [INo | [JYes [INo
Usage of Sterile Equipment ,“¥es [INo | [1¥eS CINo | ClYes CINo | ClYes [INo | [lYes [INo | CIYes CINo | [JYes CINo
Is the Collection bag below the level of bladder es [INo | =¥8s [INo | T1Yes [INo | CIYes [INo | (1Yes CINo | TIYes [INo | [lYes [INo
Check the Tube for Obstruction (Free of Kinking) /D)(es [(INo | [(#Yes [ONo | CIYes CINo | CIYes [INo | [JYes [INo | [JYes [INo | ClYes CINo
Is Catheter dated as policy é@ré CINo | ¥es [INo | CYes [INo | CIYes [INo | ClYes [INo | [IYes [INo | [IYes [INo
Collecting bag is been emptied regularly? es [INo | [2¥6s CINo | CIYes TINo | CiYes CINo | ClYes CINo | ClYes CINo | [iYes [INo
Maintenance of closed system for the catheter ,,/L\/Yes TINo | =¥6s CINo | ClYes CINo | CiYes CINo | [iYes CINo | CiYes [INo | ClYes [INo
Dressing clean and dry? )ZYés CINo | ¥es [(INo | [IYes [INo | [1Yes [INo | [IYes [INo | [IYes [INo | [lYes [INo
Is the line removed as Policy? Aes [INo | =Yes CINo | CiYes CINo | [iYes [INo | [iYes CINo | [lYes CINo | ClYes [INo
Performance of Perineal Care Q@s [INo | [2¥S [INo | [JYes [INo | CJYes [ONo | [IYes [INo | [IYes [INo | CJYes [INo
Onset of New Fever JYes},Nn‘ [1Yes 4 1Yes [INo | C1Yes CINo | [lYes [INo | CIYes CINo | ClYes [INo
Asses for the leakage at the site of insertion OYes ﬂo L¥es [INo | ClYes [INo | ClYes [INo | ClYes CINo | [ Yes CINo | CIYes CINo
Name of the Nurse ’ W
Mounfog L
Signature of the Nurse m i <A;)——~
=
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Department of Anaesthesiology
PRE-ANAESTHETIC EVALUATION

Nar;1e: WUSW\UYV“O ................ Age: ... Sex F

Date: ...&.6.‘5;. G,

Time: .....

2
Rainbow”* . Ll
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a ot to treat the litte. Your Right to a Safe Delivery

.............................. UHID.No :

Proposed Operation: EL.ECW&.....lQNﬁﬂ...SEQMGNT

o i ‘ C esShHPEAN SECTION
Diagnosis: ......... P S, cfuﬁ:ﬁm S L R S B B
B.P/cmrii.i',gf;u H.R: "!‘alwn Weight-ologq ASA Physical Status: 05
: Laboratory Data:
Hgb: }Q'Q Glucose: . 11‘5»@}# Prote| T B— R o
PCV: 3’8} ................................ HBS Ag ECG: .
wBC: )RQ.00.... Creat: ............................... Total Bill: HEYV: =i b o s, 2D Echo .......................
Pate: .D..&1ads N ccsssesiiminsinine DIFBHE e e BlondgruupO.Nﬁwn‘éﬁ'ss/Anglo .................
PT: l—‘!"“ et O siiisaniibieisbins - O OMhEr: oo
PTT M) BB vt AICPHOS! c.sciomammamssrensin [ ;PC—————— :
NR:...N.2. 5 Mg+ + v AMYIASE: oo TSH o ﬁnc&jﬂ:d COOI’T\)D‘S"N?&N
! R SGOT/SBPT: ..oooccrvveees Allergies: NI
Medical History: ~ CVS: (') |
RESP : / Diabetes
ONS: k‘ N IU NIETCANT
Renal : ‘
Hepatic / GE : g, Physical Activity: N fere o g
Others :
Past Anaesthetic History: N
Physical Exam:
Airway: MP1(2/3 4 Mouth Opening;AJm)a}QMentohyoid Distance: &Fgp,  Neck: @ Teeth: (‘p)
T . = e
s Rpe) , Dy
Heart: << ()
NS Nevp ~

Pregnant:wl( Yes [JNo [CNA

Deu \ 1 f_"_\
&enmg Acce‘ss M

Spine Exam for regional :

Anaesthetic Plan: 1 MAC ;.nmL CJGA-ETT [JLMA

Peri-Operative Plan Explained to the Patien'c‘i}}e( 1 No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
— 1. DVT Prophylaxis : ;
T P& ap 0 <Water/0HS 2 Hours £ L.r)\d_lnc-‘J
s . NIL ORAL Others 6 H
K[~ 3 . Informed Consente#7 Standard — High Risk

Signature: .
Docu. No. : RCH

W Name: - Sk @(UGAI‘G
M/ CLINICAL / 044

2
3
4. Post Operative Pain Management: ./Dﬁussed with Patient
5. Other Instructions:
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Pre Induction Assessment:

ANAESTHESIA CHART

z
Rainbow® - _—
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the fittle. Your Right to a Safe Delivery

4

Change in Patient Conditi

on: 1 Yes D’NO/

Fasting Status: Mcqpa&q

Physical Status: | [-Patient Identified _TConsent Present ,/EI’ Chart Reviewed
HR: G2 | nuD | B.P/CRT: hql&u .. | Sp0, %I Ea [RR: |81~m | Last Feed: > (s
Pre-OP Diagnosis: £, . Co. 2. Rkt Lligo Operatlon ELGCHYC‘.....C&&RRC’HN Date : o?G]g\&Q....
é'-CTﬂUN
SurgeofT i \Sud'ul:fo. ICBT ............ naesthesiologist: Cﬁ—ﬁy ................. Technician: . Prmmrd ..........
TIME [ QU Co‘. ST . [ENYH 1
N,O /AIR /O, LPM A %
HALO /SO /SEVO Antiblotic
Drugs: >
. 1]
Suppository
% Diciorennc
\ in E 100
X 2]
ot TRONEXERIC Y | oot
lo ) amm N
U
RO, 7550 ShATee ATa AN AN IR OV NI VARTe D BT Ao oA Aoow)
ETCO,
ECG SR [SR SR Ise|<p SR >R [P
Temperature
Urine Output ) ) O p) NOTES
ULISY
g3 2O KL
E@ 2 q_m
85 240
V Systolic 220 |VF
A Diastolic o
X M
. He?r?nate 100 IOO NUL'Y
Tourniquet an Time
Tourniquet off Time 160 % ‘D L’.m‘—lOY
140
Throat Pack In '
hvos Pack O 120 - = = T T Y < V’M"
100 \" N y 4 ViV i ‘s‘
80 ——
60 L2~ 4 ALATATATATA N o
40
20
10
0
ABG
LAB Values
i
Others.
/ Equipment Checked and Temp: Induction Regional:
/Functlonal ] HME 1 Fluid Warmer Owv 1 Inhal Extremi Specify: ,._(jﬁ.p.)
[ Cling Film ] OH Warmer [] Pre0, | RS &»ﬁg ] Epidural ] Caudal
O Cuff Sne@.\}.k Fugger's [ Cotton Wool ] Others Others: .
\ 1 _Art Sit ]
E}r(s L:aa..a 1 Other ] Mask ] SGA Position: . Sl{‘l‘lfﬂ
O Tomp Site Times: [ Airway [ Oral [_] Nasal Site: .. L& L{ 2
=i e Anaes Start: . 5159)" ... .. Yo ETT# B Needie Size: 0 .01 PP Degt ...
O 2esnt Monlor OP Start: .. LSEAM. O Oral CINasal [ Cuff pammwaﬂ ‘:j
A,se OReter OPEnd: .......\a.! SD-hm O Tracheostomyw Topical Catheter at skin ..
C1 Capnograph Leave OR: ....]... OO H Brug:.. Drug Name & Conc:C). )/ Hefvy. .
1 Ventilator Anagsthesia: 1 Awake [ Direct Vision Bolus: . &JPJV‘MHN& 10 '.'t
L1 Nerve Stimulator 0 eA [J Video Laryngoscopy [ Stylette / Bougie |r|1|_|s|un
L] Mgaitored Anaesthesia Care [J Fiberoptic Block Level: . "la 'T C:
;’ﬂw """"""""""""" @’ﬁafional Blade# ............. AHEMIS: ... B
=T Pressure Points Checked Difficu BT s rana s simpaiessnvenssswenissids AESE
Line (Size & Location) /W Transportation to
Srn Lo CICVP: . . | C/'Bilat = BS CIPACU  [IICU ) Other
L1 Oint ] ART: _— 7 Semi-Closed Circle Relaxant Reversed [ Yes ‘ CINA
O Tape. NG cm@c’l, [ Closed Circle
dding O] Other Name of the Doctor :....
71 Awake o

Signature of the Doctgf :.
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Rainbow® . C
mmummumummmm e | @ BirthRight
} HOSpit al BY RAINBOW HOSPITALS
1t takes a lot to treat the litte. Your Right to a Safe Delivery
- POST-ANAESTHESIA CARE UNIT RECORD
. ] 0 , 8 - " ,
Received in PACU by : ............ 26 =N Roy 0. B2 Time Received : ...... '.jm? . .. i~ Time Discharged ; ..o
o ;
2o 250 | v cannula Site : l’:&SHL’
240 240
[ 230 230 | [] 0,Mask [CJ Nasal Prongs
% iﬁg ;fg [] Tracheostomy [ T-Piece
o 200 200 | [ Oral Airway [CJ Nasal Airway
= 190 190 .
180 v
§ :gg 170 | Vomiting : [ Yes Drug: B B L
2 im Py 100 | NG Tube: [ Yes™ Cl o~
140 140 = -
\% e b Drain: [ Yes [1No
A 120 120 | Urinary Gatheier:/l;\r‘ﬂes 1 No
§ :;g ::,?, Chest Tube: [ Yes o
? o bl ”"B i o | witoral 01 Yes =0
o o | wrids: . /ﬁ[’ L PO
% 50 50 Oral Feeds: .
&2 40 40
30 30
v 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 ouT SCORING INTERPRETATION
ﬁi}ii {3 ﬁﬁ:iéi&‘i%?ﬁ:ﬁ!ﬁiﬂﬂiiﬁt 2£3: 22222223 = :12 ACTIVITY A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command ={ | ) ')( L‘ =2 Discharge
Snte to ueepl br;:gwg & tt:ll:iugh freely =2
spnea or lim n =1 RESPIRATION
Abreic O =0 ’ Aralady Exceptions to this, are to be explained in the
+ sth =2 : . P
E‘é : E‘é%}t’ﬁﬁ:&ﬁ%ﬁé}w =1 orouamon 2t .| 5| gt space below by the Discharging Physician:
gu"y av;fka call ti CONSCIOUSNESS 2
=1 NSCIOU | 1
Notrosponding. ) S
ol il bt oioed, o - ? COLOR -
, dusky, blotchy, | : -
ks skt Al af2
TOTAL 1 :K (S
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
Lo\ | 3Am| Ol (\\tmmo MOV
2615 | 9204 Ol Mmr/v\.cA pAO (A
2610 | &pm| Ol [\\om;ﬂ PO -
wlsix| W | © N A &

Pain Tool Used: [ NPASS [1FLACC [ Wong Bakeh, <1NPS ,\/ Reassessment Frequency:
N \‘: 1. Every eight hours for all hospitalized patients.
Anaesthesio!ogist Name : '\3\' 2. [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

Anaesthesiologist Signature: b ) ey
C: Prior to pain reliving intervention
d

Date & Time: ... % }6/@(3@ _____ a (bb"m With in 30-60 minutes after pain relief intervention

PACU Nurse Name : Tﬂ A ) At /‘61 ... Transferred to Unit by (PACU): (3%

PACU Nurse Signature: [\GQA.QL& -- L A— Date & Time:...............5 Y OO T Y . Y

Date & Time: ... (/Qé?(t)&pj ({9 5 /%@ 9\}3 6%




Rainbow® . -
Patient Sticker ‘ ' : Children’s ( BirthRight
. . Hos pital . BY RAINBOW HOSPITALS
Department of Anaesthesiology o &
EPIDURAL ANALGESIA RECORD . Dy
— Datn_e;_:_;{_.x.. ............................. TiMe: woveevveene resrereenes ProCedure GONE DY vivevoeuimeereeseeseemessensssssessessessesgesessessseass
CSE /Spinal /Epidiiral POSHION © oo SDACE Torrrereeseerenreereerees Technique (LOR/LOS) vovrerree.
D] 171) MO Cathetar at SKin: coovveceeererericre e ARBIMPIS © o
Parasthesia : YEs/NO if YBS dELAIS : .......cccvvevrieiriicciienincesrmssasssn e serisnessserssnssessssssasseasasssnsants l‘ ......................
SOIULION COMPOSHION & .evuevscsrereesrserrerrsrerssressnesssersasssssimesonssssssessessssssneresass e ———— SO —
Any other issues :
) trerereenene et it e et n et e Eas e e e eAue T gRrARe g eA RO RA AR e bR Ase R bt e A eR PR A e R Re e 4R e eE bR e bR R FeRes e b eRE e b b eeeR bR Ra s e s baRn s seann
1) OO OGO OO
T Infusion Rate | . Level Maternal FHR Cort
ime. | (ml/h) olus (ml) | Left Right | BP | Pulse omments
_\“,__ﬂ_i_ 5 B
i—:—‘b}m " _

12 /‘—‘H—W-‘_‘——\—-\__-— . i
Delivery Details : = Time : ccovceee APGAR: ..o SVD / Instrumental / LSCS (if LSCS Details) 7 Jl
Catheter Removed by and Tip Inspected : ......cceceeneee. . ' /
PAtIBNE SAUSTACHON & ...t rt e e s rer s st sarasse e sas s s sme s e s e et s e sas s saresbessnsenene e sbreeasneassasnessssnanssasantsbentren
Discharge /Shifting ordered by '

DOCIOr SIGNATUIE: !...eeeeeeeeeer e s ens e e rsrenneraes
o[ 10] 11 U '
Date aNd THME : .o cerrecerereererrenesseenessesesessesessereanaesnns -

|
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Rainbow® &

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

Hos pita| BY RA‘tNBOW HOSPITALS
SPECIAL PROCEDURE It takes a lot to treat the Iittie. Your Right to a Safe Delivery
IJJatient Name : ... MRS, Q0SAMTHA  Gender: O Mal FEMAle  AGE : ovveeveeeeeeeeeeereereennns
GHD No .. WA - 9933vyese pate .. 6026
Instruction:

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

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

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

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

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

| 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 eventthe'r_ff);
oL bw«:{

........;Qﬁ.ﬁq&#x@...\@.\aﬂdﬁﬂ ..... nc.cd....(%m ............ 3 \md...@r...}?\QD.A....PQA\LQ?&.,.....

»

........ Pradaeranit.. e ﬁbauzﬁez,bbdd&owméfr,w&md\ ah .
)

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. Ihave had a chance to ask my surgeon questions.

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

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

Docu. No. : RCH /FRM / CLINICAL / 027

Name of the Doctor who is performing the Surgery/ Procedure: .............c......... Dk SUQ-W‘ lP‘ ¥ gmdtﬂ .
Consentee : Patient Attenda )]

Signature : ................ e S ”’"'ﬂi“( Signature : ....... n%/ ...........................................
NAME © ©.ovovoo Oh..:. . RN\':‘\LO‘ ............ Name : Md&?\)ll&m\fmad"
Date & Time : &ﬁ;\ ..... &LQ ..... Q 29 ) Relationship with Patient: ............. Aa’\d ......................
Witness :

SIGNATUNE & ...

NAME e

Date & TIN ; ...cocoimmisiimisisasnssusssissssssinasivins Date & Time : .. .26, x{;;;@gQ“’W” .......




CONSENT FORM FOR GENERAL / Chifdren's ‘525&!1'11%!35
REGIONAL ANAESTHESIA / Hospital _ | () amsmm e

MONITORED ANESTHESIA CARE

Patient Name : M2 1 SoASHIMLTER e AR oo Gender : Male O Femal,e,m/
UHID NO: oo Surgeon NameS4.2 S A e
Anaesthesiologist : ....... VAR A% m}\a. .....................................................................................................................

Operative procedure planned : aecﬂvﬁ'l@NGRSQQMENTC%%%NSGCTIDJ

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 du_ring the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged
pain relief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs to particular
parts of the body after surgery or injury, using catheters.

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

O Heart disease [ Hypertension O Diabetes mellitus O Renal failure
- [ Hepatic disorders [ Shock [ Multiple organ failure (I Polytrauma / Renal Tubular Aacidosis
i:l Incapacitating Cronic Obstructive Pulmonary Disease
D Wm#mjmﬁﬁ;b 9. Need... a%mlcrmu{wch .............................
CORBRIRE s oo racursonssssssavsmssirsearasasssessensaass ﬁU ...................................................................................................

» Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upm‘rﬁ / my patient
S IMRGS0SHMITHA. ... the above mentioned operafion / Diagnostic / Therapeutic procedures
....... EACOTIVE. ... AQWER....... e CamenT.... CSPOREMN. . SECTION.......

| authorize and give consent for anaesthesimnai/ [ General Anesthesia / O Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.

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

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




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

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

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

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

will administer the Anaesthesia.
- Pregnan‘t':/IZ‘{ O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

PaIJt/ Patient Attendant : Witness : M
SINAIINE © ivcnamiiniris B L Il R Signature : ... A TR

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

Relationship with Patient: .....SCA® .. Date&Time:.._...%..{..ch,.Q.@ ..... .56 Meﬂ

Date & Time :...... 20| < 24... .. 2808,

Doctor (who is taking the consent) :

Signatur = AR RO ISR

Name : .......N. ok D e.)s\r‘e ..................
Date & Time : aGl‘SlQG,S@&m

[}



