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It takes 2 Ig to treat the little.
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Your Right to a Safe Delivery

Anaesthesia Disposables mm um Surgical Disposables ,“m um Disposables (Baby Side) u_m'_
ET tube Major Pack Inj Vit.K
LMA e Sutures Cord Clamp
ECG Ieads(: UP/ N 3 Suction Catheter
HME filter : A/P /N Feeding Tube
Syringes : 10 cc L Vaccum Suction Set
05cc Gloves Surgical Gloves
02 cc T Gauze Pack
 0lce Syringe 1ml / 2ml
Cautery plate : A/P /N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL A= Cautery pencil
NS : 1[}mi/ Gomy7500m! / 1000mi | Koochies Mother opun oL D)
palaafsp! e /| Ointments ALY so!om) b (D)
dafzr_ ) Suction Catheter Fodos a.owvl-( m 2
Fentanyl I Cap, Mask 5[ 5 "5/5’ R SDD A nln )
Morphine Gauze Pack i e, Aug _124]g1 |0
Ketamine Mop Pack 20 ¢ Cavmw(ﬂu o vf;i 01
Propofol )| Steristrip w ) oy o) |0}
Rocuronium Underpad Tohsee \,, p1 |0}
Glycopyrolate Draw sheet _g lioe l‘ /L 0y 01+
Myopyrolate Abgel W \; omwraLlpl |0V 4+
Ondansetron Foleys catheter Cf\w‘da (,o\/'u o) 0)
Pencan 25¢/ Spinal Needle 22 Urobag e T ke
Bupivacaine 0.25% Chest Drainage Catheter 1 i Qf"
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories loban
Anamol : 80mg / 250mg/ 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution
v\ pP.cM A Microshield
NSl pans < Leaf b | Cotton Balls
G o Latex Gloves
Ramdione Scrub
Saral
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INVESTIGATIONS
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Order No.
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MEDICAL EQUIPMENT (WARD & ICU)
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PROCEDURE

Date Procedure Quantity Order No. Signature
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ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




A . Rainbow Children's Hospital - Banjara Hills

Rainbow 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
,Telangana, India ,500034.
TEL NO :+91-40-4466 5555

WEB : https://rainbowhospitals.in

Children’s

Hospital ®™n

Rainbow

ADMISSION SHEET
N

Registration Details : i
Admission No : IP5-00176691 Admit Date :21-Jul-2026 Admit Time :08:07 AM UHID : BAH-00531990
Patient Details :
Patient Name : Mrs SOUMYA Y Age :36Y9M25D
Guardian : Mr KARTHIK DOB : 26-09-1989
Gender : Female Religion : Hindu
Occupation Martial Status : Married
Address (H) : #a block 207 RAINBOW VISTAS PHASE-I Phone No : 9000988279/

MOOSAPET Bharat Nagar Hyderabad E-mail Pl -

Telangana INDIA 500018 “maj + nomailid@gmal.com
Admission Details :
Bed Type : DAY CARE Bed No :RC 407 Ward Name : 4F-GYN RECOVERY
Room No : RC 407 Admission Type : First Visit

Contact Details :
Name : Mr KARTHIK

Relationship  : Husband

MOOSAPET Bharat Nagar Hyderabad Telangana

Contact Address : #a block 207 RAINBOW VISTAS PHASE-I| Phone No : 9000988279 i

INDIA 500018

Signature
Joctor Details :
Doctor Name : Dr. SUDHARANI BAIRRAJU Specialisation : INFERTILITY
Referral Doctor  : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : SELFPAY
Printed Date / Time : 21/07/2026 08:08 Printed By : 018621 Page 1 of 2



BAH-00531990 |P5-00176691

AT @ BirthRight
"y Wity
OUTPATIENT NURSING ASSESSMENT FORM

Date: 02.\1(225 Time:... 81107

Chief Complaint: i

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

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

Allergies: [] Yes [J No [ Medications [ Blood Transfusion [ Food E’fotKnown
B i iant i hitssss oy aviibeveressusba e scomessotmpnbes e B sl B B i

o e ¢
Vital Signs : Temperature: O[QSF .......... Pulse: -:tifﬁ;{m ......... Respiratory Rate Hgm
BPID&{..@.Sm.«,)jpoz Joods... Weigm....?f.Q.:Q.hﬂ Height .. L= A w26,
Pain Screening: [ 1Yes [INo/ IfYes, PainScore:.................. Pain Tool Used: (L] Wong Baker JPS
RISK FOR FALL: Functional Screening:
History of Falling: within past 3 months L] Yes pNo Normal Activity of Daily Living
Ambulatory Aids: Ifthere is abnormal ADL check one of the following
Wheelchair COYes FINo [J  Mobility Problems
Crutches / Cane / Walker (] Yes FINo O Dressing Problems
Uses furniture for support (] Yes ;L No (] Others ...
Gait/Transferring:
Bedrest / immobile LIYes N0 | 1nform consultant for positive criteria
Weak (] Yes /G»No
Impaired [JYes [INo
Mental Status: e« Nutritional Screening: ] No Abnormalities Detected
Forgets limitations ClYes £TNo |~ET AbnormalBMI
Vulnerable Patient LlYes [ANo (J  Appetite Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING [J  Loss of Weight Observed in the past 3 Months
Fall Risk Intervention: O] O nciiiimsinis
[J Escort while ambulating
[ Assist Patient Inform consultant for positive criteria
(] Educate patient and family on fall precautions/prevention

Psycho-Social-Economic-Spiritual Screening: E’Ifo Significant Findings
[J Single B/ﬁarried [J LivesAlone [ Liveswithfamily [ Lives with friends A?normalbehaviour

Inform the physician about any unusal concerns about patients Psychological / Social Status: ..o\

Informthe physician about any spiritual needs, if applicable

Nurse Signature: ....... @ ............................. Nurse Name#(... ¥ 00{% ..................................

Date&Time:.......é%..\.l..\tff.[&fz ....... ot..2 .}&SA»\/‘

Doc. No. : BRFRH / FRM / CLINICAL / 009
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Mrs Souum Y IP5-001765g4 "”’2
26-09- Sl @
m, Rainbow . e
o SUohans i Children’s BirthRight
II/ / I/” I ”’”””’ Hospital BY RAINBOW HOSPITALS
HIII II PAIN ASSESSMENT FORM Hospital | (g srmueonresimus
Date Time Pa;g ﬁg‘}"e Location Duration Acuity Character Mg:::g::g Pat:adn::al::;n lly Intervention Sign
to N [J Continuous | [ Acute ] Sharp ] Dull ] Increasing ] Yes b f e
| t
&\ "\‘ g0V U - [] Intermittent | [ Chronic 1 Aching (] Burning | [ Decreasing | [ No N
[l Continuous | [] Acute ] Sharp [ Dull ] Increasing L] Yes
VA ] Intermittent | [ Chronic (] Aching (] Burning | (] Decreasing | [ No
[] Continuous | [ Acute (] Sharp [ Dull [ Increasing ] Yes
[ Intermittent | [J Chronic [} Aching [ Burning | [ Decreasing | [ No
(] Continuous | [] Acute (] Sharp [ Dull [.J Increasing [ Yes
L] Intermittent | [ Chronic ) Aching [] Burning | (] Decreasing | [ No
(] Continuous | [ Acute [ Sharp [ Dull [ Increasing [J Yes
] Intermittent | ] Chronic ] Aching [ Burning | () Decreasing | 1 No
[] Continuous | [] Acute [] Sharp ] Dull [ Increasing [ Yes
] Intermittent | Chronic (] Aching (7] Burning | [ Decreasing | [ No
[J Continuous | [] Acute (] Sharp (] Dull [ Increasing [J Yes
) Intermittent | [ Chronic [ Aching [] Burning | [ Decreasing | [ No
[] Continuous | Acute ] Sharp [ Dull [ Increasing (] Yes
(] Intermittent | [J Chronic (1 Aching (] Burning | [ Decreasing | [ No
[] Continuous | [] Acute (] Sharp [ Dull [ Increasing [ Yes
[J Intermittent | [ Chronic 1 Aching ] Burning | [ Decreasing | [ No
[] Continuous | [] Acute (] Sharp ] Dull [ Increasing [ Yes
] Intermittent | (] Chronic (] Aching (] Burning | (] Decreasing | (] No

Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:

a) At least every 2 hours for the first 24 hours
¢) Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

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

(PT0)




Numerical Pain Scale (Obstetric and Gynecology)

1 | 1 |

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

No Hurt

T I 1 I
6 7 8 9

Wong - Baker (Pediatrics) Above 7 Years

©H D@ ®

Even More Hurts Whole Lot

I
10

Worst
Possible Pain

Hurts Worst

SCORING
CATEGORY
0 1 2
) . i Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
3 Laying quietly normal position, Squirming shifting back and
Activity mgveg easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
.2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement|
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities | No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% | Increase greater than 20% from
RR, BP, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or

Hypoventilation or
apnea

baseline with stimuli

gestational age

recovery

5a0,76-85% with
stimulation - quick | slow recovery Out of sync or

equal to 75% with stimulation -

fighting ventilator
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BAH-00531980 IP5-00176691
Mrs SOUMYA'Y
26-09-1989 3Y9IM25D (F)

Dr, SUDHARANI BAIRRAJU

A

Morse Fall Risk Assessment Form

Rainbow"® R
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

1t takes a lot to treat the little. Your Right to a Safe Delivery

FTph
Date / Time h
Choose Highest Applicable Score from each Category Sc/orela - Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 o Risk Lavel Morst: h::g)swre Al
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0 o
Furniture 30
: /@isk 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0 0
Yi
IV / Heparin Lock or Saline Nes 200 20 Implement
0
Moderate Risk 25 - 50 Moderate Fall
Impaired 20 Preventhn
GAIT / Transferring Weak (uses touch for balance) 10 I
Normal /On Bed Rest /Immobile 0 0 imglemment High
Forgets limitations 15 Lo Risk Fall
Mental Status High Risk > 51 3
Oriented to own ability 0 (D) :Jreventhn
Total Morse Fall Scale Score: K% e
Signature Eg/

Tick (v') whichever precaution taken.
Risk Level and Interventions

Low Risk (0 — 24) (Standard Falls Piccautions)
/f Ensure patients use their prescribed eye glasses if any, in the hospital

éﬂf Use chairs with arm rests

/ﬁ Use safety straps on stretchers and wheelchairs while transporting patients

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

Moderate Risk (25-50) Apply all low risk intervention and
[] Assist and/or supervise ambulation. Reinforce to always call for assistance

[] Hourly safety check

[ Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
[] Initiate constant observation by healthcare provider as appropriate to patient's needs
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| Mrs SOUMYAY Rainbow & A ...
26-00-1389 3BYOM25D  (F) Children’s . Blrtthght
Dr. SUDHARANI BAIRRAJU Hos pital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
Drug AlIErgies: ..............ccoooo... AN

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)

Not known any Drug Allergies

SOUMEETIIE i ......................c.ccoe0vevenvrnassmssssassraies IR . e ioinnconnesiss con R o ST
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | hoie / Time ?gﬂ:gﬁﬁg

1 \ ¢ CIDC

2 \ Oc OIDe
3 \ ¢ ODe
4 \ ¢ Ooe
: \ Oc¢ Ooc
6 \ Oc Ooc
\ Oc¢ Ooe

8 \ Jc OIDC

9 [JC [CI1DC

10 e\ [JDC

* C- Continue, DC - Disconti

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



@ BirthRight
FER T L TTY
BY RAINBOW HOSPITALS

FORM-6
CONSENT FORM FOR
ASSISTED REPRODUCTIVE TECHNOLOGY PROCEDURE

Patient Name:.... SO0 M. Age ......... UHID No BAH 86520930 ..
I/We have requested the clinic . 85}5.1 ................ L Q@mb&w%b,@ ﬁﬁﬂ(

(name and address of clinic) to provide us W|th treatment services to help us bear a child.

We understand and accept (as applicable) that:

1. The drugs that are used to stimulate the ovaries for ovulation induction have temporary side- effects like nausea,
headaches and abdominal bloating. Only in a small proportion of cases, a condition called ovarian hyperstimulation
occurs where there is an exaggerated ovarian response. Such cases can be identified ahead of time but only to a limited
extent. Further, at times the ovarian response is poor or absent in spite of using a high dose of drugs. Under these
circumstances, the treatment cycle will be cancelled.

2. There is no guarantee that: o 10
(i)  The oocytes will be retrieved in all cases. mlmﬂ Hyderabad, Telangana-500 034
(i)  The oocytes will be fertilized.

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

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

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

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

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

- 7. It aclinical pregnancy does result from assisted conception treatment, |/ we understand there is an accepted risk of
multiple pregnancy, an ectopic pregnancy or of a miscarriage. |/ We understand that as in natural conception, there is a
small risk of fetal abnormality.

Medical and scientific staff can give no assurance that any pregnancy will result in the delivery of a normal living child.
The uncertainty of the outcome of the procedure has been fully explained to me/ us.
I/ We fully understand the risks of treatment including;

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

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

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

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

Docu. No: BRFRH/FRM/CLINCAL/040




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

Wife / Woman Name: ngmwf\\/ Husband Name: bﬂf\{ea& ..........................

Signature: ﬂgﬁw
Date & Time: 091)3' %Odg’wﬁv ........

Endorsement by the ART Clinic:

I/ we have personally explained to ... ¢ SeMeand 'LL 2Tl the details
and implications of her signing this consent / ag::oval form, and made sure to the extent humanly possible that she
understands these details and implications.

e ) :
Wife / Woman Name: \gbm‘da\/ .................. Name, Address and Signature: @ ......................
Q
Signature: ... S MG A slfsrgip ¢ of the Witness from the clinic .. M .....................
Date & Time: d;/g/géa\ﬁ ....... S1208nc—  Date & Time: ol {2 f 0T G ruThe

Name of the Doc ]\)!.'mxmw;.m AR
Signature: &xg,‘c{y&ukl A S

Date & Time: .......& .!l.?.[?(6....@13....&‘..’-.53:%7

Consent of the Husband (As and If applicable)

As the Husband / Partner | consent to the course of the treatment outiined above. | understand that | will become the legal parent
of the any resulting child, and that the child will have all the normal legal rights on me.
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| atient Sticke: 1 o Rainbow® : e
S a8 Lt Children’s | @ BirthRight
“0 53\990 w250 Hospital BY RAINBOW HOSPITALS

Eh ‘19 It takes 2 lot to treat the fittle, Your Right to a Safe Delivery

\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\E\\E\\m FOR ANAESTHESIA

Authorization By: (J Patient [J Patient Attendant

Operative Procedure: ................... 0., V! ‘ﬂ"’ .............................................................................................................................

Anaesthesiologist: bf @brrmk\wwgaw SUIgeon: ............ b‘ T R

Please read this before you consent for Anaesthesia

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and
does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief can be achieved
by infusing weak solutions of local anaesthetics and 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.

[J Heart Disease [ Hypertension [ Diabetes  [J Renal Failure [J Multi Organ Failure [0 Hepatic Disorders
J Shock O Obesity [J Chronic Obstructive Pulmonary Disease

O Others Mammﬂm)\ﬁwww .....................................................................

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
[ Regional Anaesthesia [ General Anaesthesia Monitored Anaesthesia Care

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

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

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

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

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

Patient / Patient Attendant: Witness:

Signature: ...2.....7.... SO a0 (L S S Signature: ........

Name: 300'”\747 Name ... SR KBRTHIK ...
Relationship with patient: .........e8 XA . Date & Time: ....... &'l"”’w ........ ot € ‘55‘1""? .......

Date & Time: ......." '2;\9116 ....... al...\ 111- .........

Doctor (who is taking copsent):

Signature: .....2——S........ Name: BrB“M’NiQ .......................... Date ..... 13{3{'26 ..... Time:.... 480 At

Docu. No. : RCH /FRM / CLINICAL / 021 (26) (PT.0)
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Department of Anaesthesiology Rainbow” ® g ight
Chil ’ B '
PRE-ANAESTHETIC EVALUATION Hospial " .M

Name: ME*Q‘M\?WY ................... Age: !b‘# ........ Sex: 'F ...................... UHID.No : . B!
] 12 \'ﬁ\% .......... TR, ..o Q20000 Proposed Operation: 009.\1}:, IR i

BB L ... ssiiocsiaonatonsond M‘J—‘T‘mj .............................................................................................................

B.P/CRT: ’%l&&"‘ﬁg M"f‘ Weight: -'f(mqs ASA Physical Status: \%DZ 03 O4 Os

3 Laboratory Data:
Hgb: [}( ANI00BO: ..o S | M i it N I
R S 1y O et Jom Ay 1 - ) HBBAL: ... iibimes BOBE oo
[T T o S . A .. . R O = 2D Eche; ... sp00
plate: 281 TS, Dit. Bl e Blood group: ............ Stress/ANgIO: ...............
U R Ko Tt b ot BN LINY ocinanaaiianig | | 2 TR R, ¢ O e
R e L S e A A phOE: ..ccniiaan T siicidusiite A
L R MO s e AMYIASE: ..o L i R A
o b S G o' Ry SGOT/SGPT: ......ccoven... Allergies: 1y '
Modical egy:  CVS: No (udac Complatnla:
A
RESP: Dy Cowfw (ow \wseeh - Diabetes:  «—
CNS : ¥
Renal :
Hepatic / GE : Physical Activity: 7 4 METS -
Others :
Past Anaesthetic History: \pp- Nyomectomy  10A— 0 2025, Unevendfind.
Physical Exam: r
Airway: MP 1@3 4 Mouth Opening: @) Mentohyoid Distance: @ I!Eckzw Teeth: -}!\W 7
Lungs : 9)\‘\ ne @ Weor ) Mpveraanls
Heart: i) (®
CNS: N® e
Pregnant: [ Yes “No CINA Venous Access Site : Pw'fw Spine Exam for regional :  —
v
Anaesthetic Plaw CIREGIONAL [ GA-ETT (JLMA
Peri-Operative Plan Explained to the Patient: Jz{es 1 No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis :

Water / ORS 2 Hours
2. NIL 0RAL<:0mers 6 Hours

. Informed Consent: O Standard [ High Risk
4. Post Operative Pain Management: O Discussed with Patient
5. Other Instructions:

w

Signature: .....2———%X

... Name: ...... B"BM ........... ) 05 CM&‘[){\)E.D ..... befix.... admloon .

Docu. No. : RCHBH /FRM / CLINICAL / 044
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”"“m Rainbow” | @
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Lo I” //l/ml””m”m ”II””II ANAESTHESIA CHART Hospital _ BY RAINBOW HOSPITALS

Your Right to a Safe Delivery
Pre Induction Assessuiw....

Change in Patient Condition: ] Yes D’\G Fasting Status: Cpm l\vrvf'\c /d ¢
Physical Status: ‘ / Patient Identified H/Consent Present 'J/Chart Reviewed
HR: < 0 ° [ B.P/CRT: !Hlﬁodhl Sp0; ¢ /> R.R: 5 [ Last Feed:
Pre-0P DiagnOSiS: ........cocorereemmmssnssissssssssssssinsssesens Operatlon.m h Pebvivad.... —Daed, H.M ... 6.
Surgeon: ........... I 5 Bt Anaesthesiologist: ... [0 1], 11| AR ———
T ! Pl
{ NO tAIR[O.EPM R .l Antibiotic
HALO /SO ISEVO =
Drugs:
A M A Suppository
AL - NTarM I~ ol ~X = ,
i . - (oot H B0 PHIDY u
L ng) NavaMie Adib-{16n]
=5 . PP AceTmal S [\ -
e o Blood Loss
T
Fi0,/ 520, oul 99
ETCO, At | 2y
ECG {10 ‘
-
Emm NOTES
Sg 1% v 1
2 pill skl il
ap 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate a0
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120 ]
10 H,
30 -
60, -4
40
20 s
10
0
ABG
LAB Values
GRBS
Others.
)~ Equipment Checkedand | Temp: Inductio Regional: ;
ctional [J HME [] Fluid Warmer [ Inhal Extremity BOSCINE. crosnitecsinpristsinssnbininiss
] BP (] Cling Film —1 OH Warmer ] Pre 0, CIRSI [] Spinal [] Epidural ["] Caudal
LA Cuff Site: A{I’f), ] Hugger's [J] Cotton Wool [ Others L (10111
‘;L::Gs':‘;adg -------------- U] Other O Mask 7 SGA NomlW R VR e S
= Times: ] Airway ] Oral [ Nasal I o e O PR T P
] Temp Site ’ q t 006’“’] ;
1 FIO.Monitor Anaes Start: . ETT# ...... U | ST - || Needle Size: .
/;(ﬁg;m Manitor DR S ..o it Y gsdinsion g ?r;l(lme0 : __:‘?:s_al | [ Cuff parasthesia []Yes [J No
T Pulse Oximeter OP End: ... N racheostomy LI Topica Catheter at SKin ................... cm
=i iy Leave OR: . w vV ), SR e ;
[J Capnograph Drug Name & Conc: ......
[] Ventilator Anus‘thasla [ Awake [CJ Direct Vision T
(] Nerve Stimulator [ Video Laryngoscopy [) Stylette / Bougie Infusion: ...........
.E’ﬁonnored Anaesmesm Cam [] Fiberoptic Block Level: .....
g Position: LJJB“Q P [J Regional X} CETTY W || R i
P"*S-"”fe Points Ch ENCUIY WIV? b smmsonsisresrismns _
Line (Size & Location) ] :lz's?nahon to
Eyo care: Clcve:. | T bt = 88 ACU Clicu L] Other
] Qint ART \ ] Semi-Closed Circle ! Relaxant Reversed [ Yes [JNo L[INA
= . 1DE. C)L [ Closed Circle an A
[ Padding [JW O Other Name of the Doclorpp—‘l"-‘mlﬂ
[ Awake O " 4
Ve Signature of the DGO :........ XA ovvoererrcrrcnnnnee
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Rainbow"® i e
Children’s (L BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

! : :
Received in PACU by : gv\QN‘909 .. oo Time Received : ...... q"zg . AW x ..... Time Discharged : LQP\« ...........
as i : y10SAM 11ICCAW n I
g:’g iig IV Cannula Site : R.:P’ il A
w 230 230 | [] O,Mask [] Nasal Prongs
% ?g ;fg [[] Tracheostomy [ T-Piece
@B 200 200 | [J Oral Airway (] Nasal Airway
o m 190 190
T 180
= Vomiting [1Yes ¢ No B i s T cemi b e o s s s
=] 170 170 omiting : g
& o | NGTube: [ Yes iMo
Y] :gg 1;3 Drain: 1 Yes [ No
L 120 120 | Urinary Catheter: [] Yes [ANo
b 110 3 110 ot
N 100 [ K 100 | Chest Tube: (] YBS_ No
= i | Nitoral Zfes [INo
70 ” 70 L0 L o { ow
n- 60 80 sssassssssusmesaranenn Fasasnensrinasannnn
(7] 50 50 Allow
o« 40 40
30 30
( v 20 - 2 ¥ v 20
\ 10 10
0 0
spo, [M#t [oortt (1
MINUTES
Posf“ﬁ:‘g:,samftf'sﬁoi‘fonf N 5 Te0 Too 1" SCORING INTERPRETATION
e s voethy o oo ik S 0 A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 [ IS Vi 9 Discharge
Able to deep breathe & cough freely =2 .
Dyspnea or limited breathing =1  RESPIRATION o 2 ? ; i
Apneic =0 ) ol R Exceptions to this, are to be explained in the
BP 20 of Pre Anaesthetic leve =2 space below by the Discharging Physician:
BP = 20-50 of Pre Anaesthetic le =1 CIRCULATION
BP + 50 of Pre Anaeggfesﬁc leve 4 =0 N L & n— Y i
»F\u"“aﬁem al :$ CONSCIOUSNESS j
in =
Ngl::spon%?nf; ¥’ =0 ' ol .)/ 2 2—
Pl cusky, bl diced, oth zi coun 13
, dusky, blotchy, jaundiced, othe =
o ek |11 |2 ]e
TOTAL C\ (0|l |LD |t
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
.t
o
kb [ angad o afl —— L

Pain Tool Used: 1 NPASS [J FLACC 1 WongBaker [=-fPS

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:

Reassessment Frequency:

1. Every eight hours for all hospitalized patients.

2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours

After 24 hours avery 4 hours

Prior to pain reliving intervention

b.
&
d With in 30-60 minutes after pain relief intervention
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Rainbow® ' _
Patient Sticker Children’s | @ BirthRight
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It takes a lot to treat the litte. Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

i O R T it alitinn PIOCEUUIS JONG DY ...c.iciisisssisiosssossntsssnensssssasassssmsersansassssensrasamsasas
CSE /Spinal /Epidural PRI S eecsnnsmonns AR ot i iviresssvimcaataiibinses Technique (LOR/LOS) ..................
E7: 11| SRR CAIDMBE A SR .oonviiniannainsag BNBITIIRNLS <cnrs ihiiinssiinisiksonmssmmsmmmmnapensmmenpassassasn
Parasthonia’ YosiNO IEVas QoI 15 s e cecsar s sansrorssseasp i fsbsms s ssssssssssminsngevssinsbobbbasis s bess e beomansuscasis
SERITOH COMPBERIBN | —conrspes b s ok ool et

Any other issues :

B) sonmsssrasrem s R A B T P S s AR A s ehsammsi sttt Dr s s e ot
o Y B Sy YR UIREL U WP AIIR, . W07 3NN o TR U MR I U YT
Time Init;sion < Bolus (ml) e C FHR Comments
mi/hr) Left Right | BP | Pulse
Delivery Details : ~ Time : ....c.ccceveveuveee APGAR: ......ccceeveree SVD / Instrumental / LSCS (if LSCS Details)
Catheter Ramoved by and TIP INSPACLE : ......ccuesiuimeesisiniuimssismimarsiasnsinnsitesssisisiastsassiomestnemiesssssomsisresiase et e e e sseseneeen,
L R DO N OO O AP U0t DO 0. S . N S, el Y

Discharge /Shifting ordered by
DOCLOr SigNALUFE: ...........c.ceeeveeeereeeeseeceeecee e

DOCIOr NAMIE: oo e e e e e oo
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PROGRESS NOTES AND DOCTOR'S ORDER
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Your Right to a Safe Delivery

:a':?me §: Progress Notes Doctor's Order
45
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o A i
AR PONAT CaAm
%{35{ syt 7/
AL S il
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—ofr O f67

ol po e

~ [03/6 S
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PROGRESS NOTES AND DOCTOR'S ORDER
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&aT?me Progress Notes

Doctor's Order
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BAH-00531990 1P5-00176691 Rainbow® . : -
Mrs SOUMYA Y Children’s . Blrtthght
- 26-09-1989 36YIM25D (F) Hos ital BY RAINBOW HOSPITALS
Dr. SUDHARANI BAIRRAJU nospial T o ey

AL T T e

Date of Admission: ..&! }{‘Ib ............... Drug Allergies: ..... LLVJ’) . L ST Z@ t known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

JURSES

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

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

1) Right Patient ~ 2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time

AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

DRUG :

Dater

Dose

Route | Frequency |Start Date

Tige

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date»
Tige

Dose

Route | Frequency [Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date»
Tir'ne

Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

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



REGULAR PRESCRIPTIONS

Weight. ................... Ward. ... ¥ i

DRUG :

Date

Ti;ne

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

D_ate

Tim

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

A

Time

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

v

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4



1P5-00176691 ral

= BAH-00531990 — . ,'
Palient SHCKer  wrs SOUMYAY Weight. .510:2£4 ... Ward. ..LV.F. 0!
e e 26-09-1989 3BYOM25D {F)
Dr. SUDHARANI BAIRRAJU
wwaeoos * N == T
= i Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUte St art Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s Dose s Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - et Uose Uom
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Ti@e ] Nurse Sig. Nurse Sig | Nurse Sig —I Nurse Sig.
Dose Dose Dose Daose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROU te S tart Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor - Dose o Dose
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign.
A % D Do: Do
Additional Instructions: o o - -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
- - Dosage & Other ;
: Route Signature Nurses
Date Time Medication insuolions g

P

17

W\ ema| NIAROKLLY g | L

,Q{ 1 VU CONPAY
TN PARA @ TAMOL

&%"w
Ly

Y L _ | oo

/2

£

“ v g— =4
QLA DA [RST T RARAG At B

U 3 Heun

2
g
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Date

[

agyom2sD  (F)

i

LV. FLUIDS CHART

Z
Weight. 107»{‘1 Ward. )} LI2). ...

wenuun mi/nr = Mcg/kg/min. etc)

Route

Flow Rate
mi/hr

Doctor | Nurse | Date of

Doctor

Nurse

%

re
g

MORING
VRialz

(U

-

Sign Sign | Stopping

g/ O,,M%
A %

Sign

8

Sign

A

%
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BAH-00531990 1P5-00176691 Surgeon : Df-gnoﬂ‘!ﬂ.q,m ........ '

i : f’s'gpmn +Y.. Age: ..<B . Gender: .F.: % 4 ' -
Mrs SOUMYA Y Asst. Surgeon: ... Dx.. B khalens Patient Name : ..[MLI A =Rumya.:. Y. Age : .. BL. r:.F | Rainbow® »
09-19889 sYoM25D  (F) S RAH-0DSHI i T y . : $
o SUDHARAN BAIRRAJU I ST Anaesthetist : ... 0.« %44 Bamya.... | UHIDNo.:.....Q44......... Surgery Name : Doﬁfﬁ&ivwap ﬁg'slglrg; s .E:Ltabwﬁ's?ﬂm
|” HI |"|ll"'.lll"“l”“l“”l I“ " Scrub Nurse : ... &uaaLo A .......... Date : ,uf_;&[g.é ..... In-time : .. X SEAw. Out-ime : ... 226 Aw| " R
Before Induction of Anaesthesia » » Before Skin Incision > » Before Patient Leaves Operating Room
SIGNIN  Time:... 828 A4YV] TIME OUT  Time:... AR M)..... SIGN OUT  Time:... 2420 4y
r “ g
Patient Has Confirmed Confirm all team members have ] Nurse Verbally Confirms with the Team:
Identity #Tes TNo introduced themselves by Name and Role ~es (1No The Name of the Procedure Recorded ~ L¥ks (No
Site ZYes ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure _“Yes ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ =7¥es CINo CINA
Consent #Yes [INo Correct Patient (Check ID Band) [#¥és CINo The Specimen is Labelled (including
Site Marked OYes CONo CJNA Correct Site #Yes CINo patient name) «7TYes [INo [INA
Anaesthesia Safety Check Completed  [L¥eS (1No Comect Procedure D¥es CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning (1€ 1 No Anticipated Critical Events Problems to be addressed CYes JNb_CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? CYes [No What are the Critical or Unexpected ?M,B\ngi w9 | | ToSurgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps:, Operative Duration, (0m 7 What are the key concerns fpr recovery _
; " Anticipated Blood LOSS?—D-lM OYes CINo CONA and management of this patient? CYes LiNo
Yes, & Equipment / Assistance { p
Available OYes 00 Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? C1Yes NG [ NA
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned CYes @No CNA Been Confirmed? are there Equipment
Blood Units Reserved “Yes N0 CJNA issues or any Concerns? ~Yes CNo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes 240 CONA
within the last 60 minutes? O¥€s CONo COINA Power Supply, Earthing, Power Backup

and functioning of equipment checked.  _=Yes TNo

Name:..... DRl 421 Cpmyd. o NAMe ..vvvveoreen. gvomlm ...... B et o Name :........... DTS»\QDLWQME) ..............

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



Patient Sticker BAH-00531990 IP5-00176691 'f//ﬁ

7
Mrs SOUMYA Y Rainbow’ .
26-09-1988 BYIM25D  (F) Children’s . Blrtthght
Dr. SUDHARANI BAIRRAJU Hospital . BY RAINBOW HOSPITALS
AR R e |

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSl)

- (e 6
To Be Filled In By Assigned Nurse : Date . (-9* --------

P, s
Department : ................... A R R S =t Duration of Procedure : ....12..20. ...
Name of Surgeon : 3 g»d!pamwi 2 Date of Admission ; ..2.! \ '3'[94

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

Bundle Care Criteria : (Tick (\/) if done)

. Staff Signature

1. | Antibiotic given prior to surgery ? (E]%s [ ]No
[Zﬁgle Dose Antibiotic  or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? [_4Yés [ ] No Cg ‘/«A/
Name of the Antibiotic : .......-=. M- AVLMENTIN.1:2%0..

2. | HairRemoval _[TYes [ 1No ifYes: Surgical Clipper
Department where Hair Removed : [_|Ward [_]Operating Room

T TN S
Skin preparation done (cleanse surgical area with antiseptic agent)? _1+Yes [_|No

[(Joral Or . Axilla (Goal: 36-37 °C)

~. Patient's body temperature immediately post operation (Recovery Room) 24 GC g

Date & Time of antibiotic administration : 021('4{&&@} ........ %20 A
Date & Time procedure started : ...... &% #(24@/%/«/} ......................

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

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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POST PROCEDURE CAREPLAN

ate & Time: ... 4 .1’ M’Lﬁ ? ,fg’o
oo J1|A3024 €90

PEREEIIING: ... ...commnonsivencmnbemaressiiiaiadis Vass i sases BT e o psiicBe ot TS T S

X b -

Spegial Patient Positioning anments: .....

;

Nutritional Instructions: ....

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

PRI T USRI i o SISO ROMIERONRNIN. s Pkt T

The new order for all required medications documented in the doctor order/medication sheet: Yes CINo

Any Other Post-Operative Care Needed including RequIred FOOW UP: ........ceveuureininnssissssssnssssni s

Signature: ... M ..... B LN R B icciaid
Date & Time: &\J}’{Q/OM@@’%DA‘O’W

Note: Plan of care will be readjusted if necessary
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