\ 2, ‘ Rainbow Children's Hospital - Banjara Hills

x Rainbow 8-2-120/103/1.2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children’'s _ ™ ,Telangana, India ,500034.
Hospital " TEL NO :+91-40-4466 5555

e WEB : https://rainbowhospitals.in

{ ADMISSION SHEET

‘ OO
Registration Details : UHETH i

Admission No : IP5-00173899 Admit Date : 16-May-2026 Admit Time : 08:10 AM UHID : BAH-00651123

Patient Details :

Patient Name : Mrs NAGA LAKSHMI PATNALA Age :36Y11M7D

Guardian © MR RAJESH POTHARAJU DOB : 09-06-1989

Gender . Female Religion

Occupation : Martial Status . Married

Address (H) . FLAT 203, SRI HARSHA ARCADE, PRAKASH Phone No : 9884907700/ 9884907700
m%?sgo%%%%mpet Hyderabad Telangana E-mail . NO@GAMIL.COM

dmission Details :
ed Type : DAY CARE Bed No : PRE OP 402 Ward Name : 4F-OT COMPLEX

oomNo : PRE OP 402 Admission Type : First Visit

Contact Détails :
Name : MR RAJESH POTHARAJU Relationship  : Husband

ontact Address - Phone No : /9884907700
o2

Signature

Doctor Details :

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

2o-Consultant

Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : SELFPAY
Prijted Date / Time : 16/05/2026 0812 Printed By : 015513 Page 1 of 2




BAH-00651123 IP5-00173899
Mrs NAGA LAKSHMI PATNALA
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(I WlllllHlll FERTILITY

BY RAINBOW HOSPITALS
OUTPATIENT NURSING ASSESSMENT FORM

Date: \6I5125 Time: @‘gﬁw
I - i i asiosesiniiassvioinipeiin K a0 WA e . R T ST

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

Allergies: [J Yes [J No [J Medications (I Blood Transfusion ~ [J Food (=T NotKnown

B R s Nt sasomsnmomniasmmaammuranssanchérenabith Sanmammovessmnssnsmsisnyshesnsness coms bevhubindsieinns bosii kIS
L
Vital Signs : Temperature: ..Q'l.-.b..ﬁ-. .............. pulse:.....86. YW, Respiratory Rate ......lq...b,l;j.m
8P 102.[b3... 5p0,.. 94 7:...... Weight. A4z \....... Height L1520 BMILBY1 ...
Pain Screening: (JYes [INo IfYes, PainScore................... Pain Tool Used: (] Wong Baker E]/NPS
RISK FOR FALL: Functional Screening:
History of Falling: within past 3 months [Yes [iNo [ Normal Activity of Daily Living
Ambulatory Aids: Ifthere is abnormal ADL check one of the following
Wheelchair OYes JFHNo (J  Mobility Problems
Crutches / Cane / Walker [JYes [dNo [J DressingProblems
Uses furniture for support OYes [iNo Sl R
Gait/Transferring:
Bedrest / immobile CiYes &TNo | inform consultant for positive criteria
Weak [(JYes _ANo
Impaired [1Yes [ANo " :
Mental Status: Nutritional Screening: [ No Abnormalities Detected
Forgets limitations (OYes & MNo & Abnormal BMI
Vulnerable Patient ClYes [ANo [J  Appetite Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING [ Loss of Weight Observed in the past 3 Months
Fall Risk Intervention: B T
[J Escort while ambulating
(] Assist Patient Inform consultant for positive criteria
[J Educate patient and family on fall precautions/prevention

Psycho-Social-Economic-Spiritual Screening: JZ( No Significant Findings

(] Single [ Married [] LivesAlone [ Liveswithfamily [ Lives withfriends (] Abnormal behaviour
Inform the physician about any unusal concerns about patients Psychological / Social Status: hl.s

Inform the physician about any spiritual needs, if applicable

Nurse Signature: ...... €0 XA, aLnd

Date & Time: ............ . 0[.&.. )Vd ..... Qﬁ g;?é—’l\/)

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

Nurse Name: ........... ﬂmm?"\
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CONSUMABLES OF OT -
Technician : ... Y&/e . Date : /4/.) Q’B‘ilg Time 9/*"‘7
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a Pt to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Dalivery

‘BirthRight"’

Anaesthgsia Disposables wenes Y Leeg | Surgical Disposables oo Y usea| Disposables (Baby Side) | 9V
ET tube Major Pack Inj Vit.K
LMA i % + O |4 Sutures Cord Clamp
ECG leady-'A )P /N D2 Suction Catheter
HME filtgr P/N 0) | Feeding Tube
Syringed : 10 cc 9 Vaccum Suction Set
05 cc 2 | Gloves Surgical Gloves
02 cc - 5 Gauze Pack
_ 01 cc s Syringe 1ml/ 2ml
Cauteryﬁplate :A/P/N — | Surgical blade Surgical Blade # 20
IV set | NG tube Koochies (S)
RL ey Q) | Cautery pencil
NS :1 l/@WSOOmIHOOOmI ©| | Koochies o M_%em 01 o)
oty ler o) | Ointments 000 apuons | pa a3,
Jaoe) A4 0) + Suction Catheter w j_L s | M
Fentanyl 0) | Cap, Mask 505 | s | T L
Morphife Gauze Pack 05 L o0& Min® 9 oilee 1 DI
Ketamﬂm Mop Pack _? udoe. ﬁlﬂ bl 07
Propofl 03 | Steristrip wdonge Bt 1 ar 10t
o e hisusad S
: Dy [0y e Cymvgl [ DL|D)
Wopfot = | oue s B
Ondangetron 2% Quit A Foleys catheter Aol i dndats alo)
Penc%Sgﬂgpinal Needle 22 4O 4] Urobag ¥ ilow ledh it ] o
BupivdCaifie 0.25% Chest Drainage Catheter o s S TR
Bupivdcaine 0.2506Heavy)) ©))| Romodrain bag e, R Mﬂ? Gy
Antibigtics o Bandage W0 Oy .’V&F o -
( potane Y ©f] Tegaderm g s B4 PABY
Suppdpitores loban 2ol (annwle | ol o)
Anan'ﬂi :80mg / 250mg /170 mg Double J Stent 5: o5 VLNQ Visia D) 0)'
Supridpl : 100mg Vaccum Suction set B, \m: 0y | 0)
Justinf: 12.5 mg / 25mg / 100mg Plastic Bed Sheet 5. (-;m " 14 ﬂ‘ o\ o}’
Tab. Misoprost : 200mg Betadine Solution ' : y
A_% Binr, kot /0 2. Microshield
W, ™ ,Uu,a ,lm A y -| Cotton Balls
%) 3_MaL Ca) D | Latex Gloves
Ramdione Scrub
: Saral )
Surgadn D7 -Cudhoea il g Anaesthesiologist DT - Al lls, Nurse &8, Quoeuoo P ({T m;‘{%kd

OrderNo. ............... 5::.99.9.%6..11.0.5‘..&]..9.5..2.:. ...... Ordondly : ............0n é\:nf
. RCHBH/ FRM / GENERAL / 125

Doc.

&..CG.DQU. a0 Pﬁ.. ..........
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HOSuPital BY RAINBOW HOSPITALS
it takes a

10 treat the little. Your Right to a Safe Delivery

ACTIVITY BEAS ™ "R 3

Mrs NAGA LAKSHMI PATNALA

09-08-1989 36Y11M70  (F)
 Name: somewmwes’ o Oadpetl N
H-00651123 IP5-00173899 M
Mrs NAGA LAKSHMI PATNALA 2 :{: ®

Es-os-was 3BY1IM7ID  (F) Rainbow . . " --

r. SUDHARANI BAIRRAJU Children’s Blrtthght

AN O Hospital et

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

|
| SURGERY DETAILS

| Date : .......14. ft% .........................
patient Nafne: .. 14 \LJHQ)VOLLWLMP Date of Birth: oq(Ltqgo\ ........ nge: 26.97..

Gender: W ............. Ward : ...... ﬁuﬂof .............. UHID No.: ..&A.H..:..Q..Q..(?..S..\.\}j

Date of Silrgery: .... H[&félg .................. 7]0T-1 [10T-2 [10T-3 [JOT-4 []0BGOT-1 []0BGOT-2

Name of the Surgery : ............. PNQ'OC’M;!OO'A{&L ......... &JQ'V'QV“-P ......................................................

Time in :. 0AQL00Aw Time Out ‘O‘DOA"‘j .............

NAME AMOUNT

1. Surgeon : D‘Sb\_d‘/\mo;m& ............................................................................

2. Anaesthetist  eeeeeens o A’HML“ ......................................................................................

3. Assistant Surgeon : ........... D“POO]NO\ .........................................................................................
4. Of Technician ~ :..oo....... &x o*?ms!wv&k ..............................................................................
5. Circulating NUrSe : .....cc..... %sj\v‘ﬂ%v: ....................................................................................
6. AssistantNUISE  : ... &sfpwo@ ........... U WP - |
Special Equipment: [} Laparascopy ("] Broncoscope ] Harmonic | Morcelator

[ C-ARM | Cystoscopy 1 Versa Point ("] Liver Cusa

/ ] Neuro Cusa ,Z/E%ers LA R@Sou\@(q‘k\‘;{u
/ /‘.’ e

.265 ,O;MGI{J

4

Signature of Circulating Nurse

T I L ook AR 2 05?’ Order by: ....... LQNQC’W;/

Docu. !Lo. : RCHBH/FRM/GENERAL/114




PROCEDURE

Date Procedure Quantity Order No. Signature
» # v *J-0004¢
\GI'&V( J\/K‘GV\MQ-.A: : 0 ) : 110§2— gv\cu.ean‘
Pac, pP Rl

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




BAH-00651123 IP5-00173899
Mrs NAGA LAKSHMI PATNALA

09-08-1989 3Y1MIM7D (F) "% ®
Or. SUDHARANI BAIRRAJU _l Rainbow ; ~
B 1 1T
Hos pital . BY RAINBOW HOSPITALS
PAIN ASSESSMENT FORM oo | O i
: Pain Score " . Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention Sign
L ] Continuous | [ Acute ] Sharp [ Dull [ Increasing | [ Yes Ty &/
\.‘- . . — '
\b\ & %\&(P« e — | OJ Intermittent | CJ Chronic ] Aching () Burning | [J Decreasing | [ No e
toest C+-Continuous | (= Acute C] Sharp  [J Dull Hncreasing | [=-Yes AT o
\L\<\‘}° 10116Au 56 bd . , . : . . J*}:" Peralqy,
HAodon,| [ Intermittent | J Chronic Acthing [J Burning | [J Decreasing | J No Jv -
Fal
- [] Continuous | [ Acute (] Sharp ] Dull [J Increasing l&Yes
tbk\%- 0" o-2.| - . | o . _ b/ |
[ Intermittent | [ Chronic 1 Aching [ Burning | =Decreasing | ) No M—
b \ Aw n WA & 3 [J Continuous | [J Acute O Sha‘m ] Dull . [J Increasing ] Yes - !\[ | —— 2/
[ Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | ([ No J
[0 Continuous | [ Acute [ Sharp [ Dull O Increasing ] Yes
(1 Intermittent | J Chronic (1 Aching 7 Burning | ] Decreasing| [ No
[] Continuous | [ Acute [ Sharp (] Dull (] Increasing [ Yes
[ Intermittent | ] Chronic (1 Aching (] Bumning | [ Decreasing | [ No
[ Continuous | [ Acute (] Sharp 1 Dull [ Increasing LJ Yes
[] Intermittent | ] Chronic (] Aching (] Burning | [] Decreasing | [J No
[ Continuous | [ Acute ] Sharp ] Dull [ Increasing O Yes
L] Intermittent | [1 Chronic ] Aching (] Burning | [] Decreasing | [J No
[J Continuous | [] Acute (1 Sharp ] Dull [ Increasing O Yes
O] Intermittent | [ Chronic 1 Aching [ Burning | [ Decreasing | (J No
(1 Continuous | [ Acute (] Sharp (] Dull [ Increasing [J Yes
(] Intermittent | [J Chronic [1 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.
c)  Prior to pain pain-relieving intervention. d)  Within 30 — 60 minutes after pain relief intervention.

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



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

LU
S
Numerical Pain Scale (Obstetric and Gynecology)

1 ]l 1 1 ] l ] ] 1 1 |

I T T T T ] 1 1 T T 1

0 1 2 3 4 5 6 7 8 9 ww

orst

ki Possible Pain

OO

No Hurt

Hurts Little Bit

Wong - Baker (Pediatrics) Above 7 Years

Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
. ; g Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
I@\ Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
~ ™ 5 181 y N aely
Laying quietly normal position, Squirming shifting back and ) "
Activity muyveg le:lasilyy ¢ foqrth, tenge ! 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, '
il ntent, relaxed hugging, or being talked to, Difficult to console or comfort
Consolabiy. 129 distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 - 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
stimuli

Arouses minimally to
stimuli

Appropriate for
gestational age

Restless, squirming
Awakens frequently

Arching, kicking constantly awake
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, BF, 820, | stimuli variability from normal for from baseline baseline, Sa0,less than or

Hypoventilation or
apnea

baseline with stimuli

gestational age

$a0,76-85% with
stimulation - quick
recovery

equal to 75% with stimulation -
slow recovery Out of sync or
fighting ventilator
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Mrs NAGA LAKSHMI PATNALA
09-06-1989 36Y11M70  (F)
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It takes a lot to treat the ittie.

Your Right 10 a Safe Delivery

B/L 7uéc\j 5

lo<k

Diagnos:s.
/
[T’::l% Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature | Team Verification
—"Medical Wrﬁ‘lﬁ' J‘O_— refrie Qo ~+TNursing
l 4[5]"»4 O Nursing | O Modified 6o m Rebner o] g, O Others:
O QOthers: O Per-Op 4 i ! (
8. 1$Am ~ PostOp o Conpli aabions ok av‘ok
. g - EMOLMW_ _
\ o | O Medical | O ifa T end Irhag 6 viaki oy gbuw pehey O Medical
S Z Nursi 1 Modifi " ) ; :
i | g |t foreel g S dockoT) |y o e ||
QoA Ay | Advevod | Pk IV amwla| de chody st
(e | T | g | Jilh moting 8 S| olin e
] C \7 ewlb cSifbout 7 Nursing
O Others: I Per-Op /22,,(‘ _/},.r 790&1‘ QT O Others:
(oA.m \/Z(POS'[ Op LA oura Lo 3 d—ﬂ.DLM
\6 A | O Medica O Initial pmo,J we ok | p Ay i 2 | g up(a»lj abo - << Metical
N 4 Nursing O Modified U : a2l - oo bhas ‘ 1 Nursing
A .1 Others: O Per-Op d [3‘:;1}0 9‘ L ¥ df £ "C;?f\abvd 1 Others:
0u° ™" ety | MGEGRD el vitah e acesrds to
a.%f‘h‘c ;Q‘P(ﬁujﬂu-d N ¢ FOX 19‘3“‘&4
£ Medical O Initial 1 Medical
1 Nursing O Modified CJ Nursing
[ Others: O Per-Op O Others:
1 Post Op

Docu. No. : RCHBH /FRM / CLINICAL / 040




BAM-00651123 IP5-00173899
Mn NAGA LAKSHMI PATNALA
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5 Hos pital . BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form e .
Y
! ; Date / Time \0du ' ;
Choose Highest Applicable Score from each Category o L 120 Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 o) Risk Level Morstz MF:g)Seore Action
Secondary Diagnosis Yes 15 Tl
(more than one diagnosis) No 0
Furniture 30 m 0-24 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
. b Yes 20
IV / Heparin Lock or Saline . 2 o O Implement
g Moderate Risk | 25 - 50 Moderate Fal
Impaired 20 rreventlon
ntervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 . Risk Fall
Mental Status .g = High Risk ¢4 Prevention
Oriented to own ability 0 0 ;
Intervention
Total Morse Fall Scale Score: 55’“
Signature M
Tick (v) whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Precautions) L] Hourly safety check
- Ensure patients use their prescribed eye glasses if any, in the hospital [] Assess patient after visitors, leave to ensure safety measures in place
j%'/Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
Use safety straps on stretchers and wheelchairs while transporting patients (] Initiate constant observation by healthcare provider as appropriate to patient's needs

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

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

Docu. No. : RCHBH / FRM / CLINICAL / 006
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1 0000 1 0 rospital _ | (@ eoneze:
PROGRESS NOTES AND DOCTOR'S ORDER
& lt'?me Progress Notes Doctor's Order
A& 2.
l:)/\jw*- Padicut cae —ﬁr Qo o & Rebravcd
2R 1 i
&
Pé_blcfc.
“Tlevp @
PR L L& bpn
Bp. I’J-o}r,)-lomm:li-f
Fla: ed
/ U
] o OT o 08 Y
D
I Peéan e

-l
-

ca

Dl

IR E

Docu. 'lo. : RCHBH /FRM / CLINICAL / 088
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BAH-00651123 IP5-00173899

Mrs NAGA LAKSHMI PATNALA

09-08-1989 3Y11M7D (F)
SUDHARANI BAIRRAJU

VAT

z
Rainbow* . dald
Children’s ‘Bll‘tthght

BY RA-INBUW HOSPITALS

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

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes

Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088




BAH-00651123

IP5-00173
:‘: NAGA LAKSHMI PATNAL A w9
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Hos pita| BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

Drung:llergies: ...................... BIREY i ~1 Not known any Drug Allergies
edication 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)
B B e e ov - oenomiicnn SHbmindpianssanariaromsnencashths ORI R G - o ko it s v oo
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.NO | (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, 1v) | FREQUENCY | pare / Time ?gﬂﬁ'ﬁ’g
W
1 T fFotic Aean S‘wr T/o 2% lgfgf =g
J
2 TA‘Q THY RO NORM Sb)--f £ (s an leSf%MDC
3 ¢ Obc
4 OC (DG
5 Oc¢ ODC
6 O0C [IDC
- Oc¢ OJDC
f OC CIDC
g OC ODC
1D OCc DC
* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY
Dogtor Name & Signature : ........ ‘@Y ..... P ....... o~ ? .......................
DaL & TIMe . lo|<Toe. @ 50

Nui

D

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

|

rse Name & Signature: ......... &o ALL0 Q.. 4£/ & .....
fe & Time : \_6[ [ .............. aJL ......... g 5{’41"’)

d



BAH-00651123 1P5-00173899 .
| Mrs NAGA LAKSHMI PATNALA Rainb’gw"
08-08-1989 BY1IMT7D . ™
’ Dr. SUDHARANI BAIRRAJU Children’s . Birth Right
i riospial _ | zzeiae
1t takes a lot to treat the little. Your Right to a Safe Delivery
te-of Admission: ...U.If. "0 ................ Drug Allergies: ......c..c...... M}k DP’ ........................ B’ﬁt known any Drug Allergies
R THE SAFETY OF THE PATIENT
NERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
CTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right 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)
. Datey
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Date»
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature | Valid Period| Pharm.
Additional Instructions:
. Dater
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
Dbcu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)



REGULAR PRESCRIPTIONS

R S— LT} 1] | CE———

DRUG :

Date»
Tirpe

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsemerit by a Sign

DRUG :

%

Date
Ti@e

Dose Route | Frequency [Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»
Tirpe

Dose Route [ Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Dose Route | Frequency |Start Date

Tifpe

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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BAH-00651123
Mrs NAGA LAKSHMI PATNALA
36Y11M7D (F)

Ha.

CLAVULANATY

(~uam

_aﬁ/

gtu;;::im BAIRRAJU Weight. 7.00V7T. Ward. i‘/ ............
g LAYV e -
e l NUISVSSIQ‘ I Nurs‘e'Sig. l Nurs‘ErSig I NurssSig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
FIOU te Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Bess e s B
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@ BirthRight

"CONSENT FORM FOR FERTILITY
ASSISTED REPRODUCTIVE TECHNOLOGY PROCEDURE BY RAINBOW HOSPITALS

J

o
Patient Na NWM ................................ Age .. ... UHID No... @4 H" 00, QTH ')')))
I/We have réquested the clinic ....... P.);.::‘rﬁm ....... nb»ﬂ,\ E.E htj ..... Yambass.. [/WQP
(name and address of clinic) to provide us with tr tment services to us bear a child.

We understand and accept (as applicable) that:

'2.

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
occurg 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
circumistances, the treatment cycle will be cancelled. s Eer iR
There Is no guarantee that: DE!‘ A ” ara iw
(i)  The oocytes will be retrieved in all cases. 8-2-120/103/1, Survey No. 403, Ro2

% . v 2 =) I“iﬂ"“ UU!: HP}?fD, j "-m( ana- JOG OJ’T
(i)  The oocytes will be fertilized. : st ek b

(i) 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.

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.

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

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

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

If a clinical pregnancy does result from assisted conception treatment, I/ 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
smal 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 gncertainty of the outcome of the procedure has been fully explained to me/ us.
I/ W¢ fully understand the risks of treatment including;

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

(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 a risk 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).

\l A pregnancy may result from treatment.
' Treatment may be abandoned at any time if there are problems in the laboratory or with the culture system.

+FRM/CLINCAL/040 (P.T.0)




7

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

Informed Consent:

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

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

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

Wife / Woman Name: ..N&3a.. @l shya............. - Husband Name: Kme sh. P othaXade.........
Signature: ............ falc,slom ... ST 7 SR, L Signature: ....... Ralt s TR R
Date & Time: Q8-99.-26.. I {SAM.............. Date & Time: . Q8 -05.-26.....[1:15 Am......

Endorsement by the ART Clinic:

\
I/'we have personally explained to t . 1& and KN U/e‘? .. the details and

implications of his / her / their signing thls consent / approval form, and made sure to the extent humanly possible that he / she /
they understand these details and implications.

This consent would hold good for all the cycles performed at the clinic. .
Wife / Woman Name: . Na9.a.. lakshm: . Husband Name: .Ka)2sh..... [othaxals...........
Signature: 1.93.'5\'*“1 .................................................. Signature: K@leﬁb-— ..................................
Date & Time: .08.20.5-.26.. 11 IS A0 ... Date & Time: .08.205-.26.... 1.5 .Am...............

Name, Address and Signature : Qﬂ/ ...................

of the Witness from the clinig ....... g»&moop"]
Date & Time: .......... 0 .&f{.([&..@....@.....{.n.;.50.4‘m,

IL n
Name of the ART Cliﬂ'w' |

U. 4uv

ud‘LJ!\v‘\JU‘ #i

Address: .. .%NT Hrs Hyderabed: Twamana Jr 0 0‘

Date & Time : ... @Uﬂ{-@}w} i '57)/6/”[£m




@ BirthRight

CONSENT FORM FOR FERTILITY
QO0CYTE RETRIEVAL / EMBRYO TRANSFER BY RAINBOW HOSPITALS
Patiént Name:... M &x22x. Lakshm..........cooce. Age: ..24........... UHID No: E?AMDDGQHB

Address......... Eja\h..zo.s,,..ﬁ.a'ef....H.a.s.s.m.”f)csz:o.@l.@,,...ﬂmke.r.h....z}ff;ﬂs,.fa.\r,...ﬂzci ........................................

Name & Address of the ART CHRIC: ....oorrooooo %fmw/{d ............ »C7L“1 ...... @7 ..... EMKbO@HOS??*M

| / We have asked the clinic named above to provide us with treatment services to help us to bear a child.

| / We consent to:

a) Being prepared for oocyte retrieval by the administration of hormones and other drugs.

b) | The retrieval of oocyte(s) from my ovaries under ultrasound guidance / Laparoscopy and under Anaesthesia

| / We understand that:

| / We had a full discussion with %Sdbmm : % ................... about the above procedures and the
risks 4nd complications involved and | have been given oral and written information about them | understand and accept that
the drugs that are used to stimulate the ovaries to raise oocytes 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
ovarial) response is poor or absent in spite of using a high dose of drugs. Under these circumstances, the treatment cycle will
be cancelled.

| / We consent that |/we shall be the legal parent(s) of the child and the child will have all the legal rights on me, in case of
anonymous gamete / embryo donation.

| / We have been given a suitable opportunity to take part in counselling about the implications of the proposed treatment.
The type of anaesthetic proposed (general / regional / sedation) has been discussed in terms which | have understood.

) Wife / Woman Name: ......... REMfa\. ..... l"d‘z/tlw Husband Name: K""““ ’p of hoXaA.

Sval: LlbE T - T Signature: ..... Kalegaes " = 5 -0 ST
Date & Time: ........ l.‘.’..[S[w ...... @ ........ 2 U0 Ay Date & Time: ..J.ﬁ.raﬁ:ZC, ..... oo pm .
Informed consent:

The abm’{e information has been'read out and explained to me in my own language (in the event that it is necessary) and it has
been explained to me that this form has the authority of a legal document. We have had the Opportunity to ask questions, all of
which have been answer to our satisfaction.

Unreservedly and in my full sense | hereby give my fully informed and non-coerced consent to undergo any or all of the aspects

of treatment as noted above by means as deemed appropriate by the professional team of BirthRight Fertility by Rainbow

hospital. We understand that we will become legal parents of any resulting child and the child will have all the normal legal rights
= us. With our signatures, we certify that we understand the implication of these procedures.

(P.T.0)
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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: kl ..... o [“lwimzu ..... Husband Name: ﬁd&.‘»k ..... /9 othexadeg
Signature: ........ Zf{ﬂ“’m ................................................. Signature: (&]e‘,‘@ .................................................
Date & Time: [5{({%@£M0A;4 ......... Date & Time: . /629526, 8.4opra .

Endorsement by the ART Clinic: . { P
|/ we have personally explained to ...0\.a | [ﬁMﬂ«n and ZMU/L' the details

and implications of her signing this consent / approval form, and made sure to the extent humanly possible that she

understands these details and implications.
Name, Address and éignature: M ...............

Signature: ...... LTRSS s B of the Witness from the clinic ..... SXNNQD]H ...........

Date & Time: “’/Vf&é ...... €. Lm0, Date & Time: lb{s{aé@g‘@om

/' \
Name of the Doctor: D’L&Q\C//kﬁﬂf‘»x(“ /%M"”U A

Signature: _O%C//’\L/m ....................

Date & Time: /dé /d)éfﬂﬂtzOﬂrvﬁ

d. Telangan

Consent of the Husband (As and If applicable)

As the Husband / Partner | consent to the course of the treatment outlined 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.

Husband Name: Kwef"\ ....... 3N Name, Address and Signature: ......... (@ ...................
Address: .. &€ 223 ,5.1’..6.6....{1\&?‘. Sha AL, of the Witness from the clinic ........ gf-ﬁﬁwo ...............

Sionatie:....ReNCE . e L Date & Time: ........... ﬂn[{{]& ...... @....s.ivm .........

Date & Time: ,..f.(fo,‘f.—..Z..f/ ..... Riwhn

Signature : 1;7(%:&:/&‘”(&‘—“ .............. -
Date & Time : /{,/r(/lgjg_ﬁf,'/}yw A

“urlarah -
yaerane
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CONSENT FOR ANAESTHESIA

Authorization By: [JPatient [ Patient Attendant

Ope-ative Procedure: 00.wits. Potrervel

Anagsthesiologist: ..... DC.... SWh @A A YAM Surgeon: ...... BVQ«AAU"\;N&MMG&A ...........
Pleasep read this before you consent for Anaesthesia

Gene! 'pl anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and
does 1ot 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.

Specifi¢ 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‘gDisease [] Hypertension [ Diabetes () Renal Failure (] Multi Organ Failure [ Hepatic Disorders
) Shock (] Obesity [] Chronic Obstructive Pulmonary Disease

Declaration by Patient Attendant
e | authgrize and give consent for anaesthesia as considered appropriate by the anaesthesia team
ional Anaesthesia  \_7 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 vorniting.

1

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

e |also auilhorize 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 | acknow-'bdge that the anaesthesiologist have informed me about the anaesthetic procedure, risk, benefits and alternative

treatmen's.

o | acknowl-}dge 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 Atiendant: Witness:
Signature: ....... ‘;mﬁ\an} .......................................................... VTP, Y 1 SN TG )
Name: ............ﬂ...ﬁ\.\;l‘lf{ﬂ)Ss\.\.(.}.“«\.lm: .................................... Name: ... Kedl.S.bv... Lo b hofBd i
Relationship with\patient: ........................................................ Date & Time: ............. 9 : .;E.f%.fs. ......... AP i
Date & Time: ...... b4 %\i75 ............. (Orpra ..

\
Doctor (who is lal}ing consent):
Sigature: ....L. r*“/ﬂ/ .............. Name: ......... Reshmacir: .. Date 5);5/ 2b.... TiMB:... P55

Doty No. : RCHBH,/ M / CLINICAL / 021 ), e
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It takes 2 lot to treat the littie. Your Right to a Safe Delivery
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| BirthRight
PRE-ANAESTHETIC EVALUATION Hospital | () emsonosms

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

Age: ... 36 SEX . e UHID.No
D&e: ........... ’j’f?—& ......................... Time: ......... QLM Proposed Operation: .....Q.Q.Catda... Rl ean@t, .
:’lg ,r ASA Physical Status: 1 LD{DS 04 05
Laboratory Data: :
i [08 Gluc_:ose: ........................... PRI o sciaaivias I i rmeisiinid b R W e
iy AT ¢ e I s s M G e S HBS A e EON e e b
foc. .. 300 - Bt TR I AT TR, 2D ECNO: oo
R 5211 PRI S T TR e et e BI0Od GTOUP: ....cc v Stress/ANglo: ...............
BT i T e K: ' UBEE it aimnnanty i - e o T 3 e pekEES  hE
SRRSO Rt 2 ET o i e Y I 1 A R M T o b, R B
‘ ’ e R e O s RITNSE e, TSH s
[ e ST TR ¢ |1 § {51 i N Allergies: th N

*edicalliislory: CVS: ﬁ,tfo 14:{1/"05: SRR /F =
dgsp: o mid Coop @ Diabetes” () 7

fenal: A MEIC S,
Hepatic / GE : L ner Physical Activity: ~ AefutL
(trers - Mm@od bl dniiny chtdlood g 7 ofFeadiiiu:

U’E < Hast Anaesthetic History: “H'fo e o'g'ﬁ“’ MWP lmhf ] P s bas |, /.?Jzuzp,gL ﬁggﬁhw
ﬁhvsicallixam: a.i,d,f(,[ b 147' ,@aipmﬁic,op& /Swuf\(f fo& MWM ,(Wa.Q

dirway: MP ¥@3@ Mouth Opening: >3 - Mentohyoid Distance: <*3 {* Neck: Teeth: Jd \4: iLﬁ
lngs:  Bpr© 3 noneotl | <Busklioh @ UA-
‘ @ean: 860 2 etenAOn C Anfroe
: ' 40 AM e ¥ o
s npv) |, P Y _4hp Neth ® .
+regnant ClYes O No ¥NA Venous Access Site :@ : Spine Exam for regional : P! p ahh

+naesthet|c Plan: CMAC \7REGIONAL Nﬁn g'm
p

eri-Operative Plan Explained to the Patlentvﬂes 0 No

Il
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
N 1. DVT Prophylaxis :
/< Ty Ao anq 50 g | <:Water/0RS 2 Hours
; v 2. NIL ORAL Others 6 Hours ~——= ﬁiﬁy&/\ \\N{

3. Informed Consm‘ﬁ?dam 0 High Risk
4. Post Operative Pain Management: [ Discussed with Patient
-\

=l WE' p‘ch Instructions:

Signature: .... /\ﬁ_ﬂ, ................ Name: ... 0. Boantes. ..

Dacu. No. : RCHBH /FRM / CLINICAL / 044
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It takes a lot to treat the little. Your Right to a Safe Delivery

Pre Induction Assessment:

Change in Patient Condition: Ei)ré £7 No Fasting Status: deul wn Atz

Physical Status: _D/l(atient |dentified 3 28/(Jonsent Present ._//D Chart Reviewed
H.R: \\K’Lrwum [ BP/CRT o180 [Sp0; \ov ¥, [RR: Lu | Last Feed? G b £

Pre-0P Dlagn03|s ......... LV\(; .......... WUVL Operation: 0.0. LRWEQIA/VA;Q .............. Date : mi(t% .......

41 (@)
N.O[/AIY/T, [PM —
HAL! EVO Antibiotic
Drugs FREE
& A Suppository
CU,. J ziod
bi | W’\_QJI-"-JWL \RPEDLESEE
o
Blood Loss
o~ il
FID‘;Sall,] LoVl e | e
ETCOS Ul £ Wiz
ECG [d7) o
=
Urine Output NOTES
Rt =
£3
=g
8P 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Toumiquet on Time
Toumiquet off Time 160
140
TRN Pk b b L F i =
Throat Pack Out 120
100" e baady
80T EaruyYyrLYY
60
40
20
10
0
- -
[E
LAB Values
GRBS
Others
L+ Equipment Checked and Temp: El:c?n Regional:
_Functional ,zﬁz [ Fluid Warmer v [ Inhal Extremity Specify: ..
W[ BP @ \}L [ ClingFilm ] OH Warmer [ PreQ, 1RSI ] Spinal Epidural [] Caudal
T Cuff Site: Hugger's  =F"Cotton Wool [ Others L e P
[ At Site: . [ Other . o
‘{- ] Mask 'ﬂ/SGA i L pE s s i Rl D e
EKG Lead { | itk Site:
O Temp Site q w Am [ Airway 1 Oral ] Nasal
[ FO.Monitor Anaes Start . ETT# o @ousainnmom Needle Size: /............ccccospe DEPH onviiniviiiiiriinninie
(3
"[]  Agent Monitor 0P Start: . \L, [J Oral DNas-al O Cuff Parasthesia’ []Yes [ No
&1 Pulse Oximeter OP End: .. le (. Tracr'aaostumyDTup:cal Catheter af Skin ................... cm
“L# Capnograph Leave 0R3 “‘7 0,17 e DYDg Name & CONE: - oo
\L" Ventilator Anaesthesia: [] Awake ] Direct Vision 57 A N XUl I
0 Nerve Stimulator A [ Video Laryngoscopy [ Stylette / Bougie BRI RS s SR e
< K. ] Monitored Anaesthesia Care ] Fiberoptic Blo
Position: E_.Q'H«Q‘_Eﬁ’n‘ j[! Regional Blade# ..........c..... AHEMPLS: ...oooooereeeecrivvereennns oty
[~ Pressure Points Checked ORI PR .o il L e
Line (Size & Location) Transpogtation to
Eye Care: CYOVP: iotpmitbisesimsaciiaesian [ Bilat = BS ACU Cicu L] Other
E/Omt gy/ TR ] Semi<Closed Circle Relaxant Reversed  [] Yes ] No M
o Tape - ('—-}t- . _)Z/Cfozgd Circle y UV\:PA/L
[J Padding OV o O] Other Name of the Doctor :.....%. L. e L L2
L] Awake CIV . sibssmisstiaysostsiiaiet Signature of the Doctor :.......\.. B2V N VY
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PUS1-ANAEO 111mu... ..RE UNIT RECORD
Received in PACU by : -EW‘“t’g ............... Time Received : ...... IO'DSA"'"\ Time Di%charged L p'f)‘ ......
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Anaesthesiologist Name :

Anaesthesiologist Signature:

Date &|Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

Transferred to Unit by (PACU):

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
b After 24 hours every 4 hours™
c.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention
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EPIDURAL ANALGESIA RECORD
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Surgeon : % Smcf .............. ,%

Asst. Surgeon ....... Py -m.Poof

Scrub Nurse ngmﬂc?c?)om .......

UHID No. :
Date : l&l .......... In-time : .

H 2—?) ! Surgery Name 19044.{& &«0‘\4& A
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Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time: 5.5V £11Y) TIME OUT  Time.... A ..D.ﬁ..ﬁ.m SIGN OUT  Time:... 10:40Am)
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity \1s (INo introduced themselves by Name and Role 2Yes £No The Name of the Procedure Recorded P)res CINo
Site. v1¥es CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure “Yes [1No Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ [)¥es [INo CINA
Consent Q’ﬁs INo Correct Patient (CheCk D Band) }h\’es [INo The Specimen is Labelled (inc]uding
Site Marked OYes O No\PYﬁ-\ Correct Site #Yes C1No patient name) ;)fés CINo CINA
Anaesthesia Safety Check Completed "¥es CINo Correct Procedure L2Yés CNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning Vs (1N Anticipated Critical Events Problems to be addressed CYes 2o CINA
Does Patient have a: Surgeon Reviews: G
Known Allergy? “Yes M0 What are the Critical or Unexpected iﬁbﬁ& ;:thurgeon. Anaesthetist afnd Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, %0- 6 A SR DG vy
g Anticipated Blood Loss? %-10 CYes CINo CJNA and management of this patient? CYes CiNo

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(Tml/kg In Children)?

Yes, and Adequate Intravenous
Access and Fluids Planned OYes rj\Ho/ O NA

Blood Units Reserved OYes &N{D NA

Has Antibiotic Prophylaxis been given
within the last 60 minutes? \Aes ONo CINA

“m(/esm No

—_—

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [Yes =No TJNA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

issues or any Concerns? ~A#TYes CINo CINA
Is Essential Imaging Displayed? OYes (0 CINA
Power Supply, Earthing, Power Backup

and functioning of equipment checked. &Yes CNo

SIgature :................ ig"" B e
Name g/ ..................................

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSl)

N\

: VAv)
To Be Filled In By Assigned Nurse : Dato : 44 H
(4
Department : .............. 3 v FO( ........................................................ Duration of Procedure : ... 20.7.60.m)

Name of Surgeon : ............. oy ’SV*OQ[/‘”‘""”O ................................. Date of Admission : ....(® [flw-

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

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

\ Staff Signature
1. | Antibiotic given prior to surgery ? Zﬁes []No
ingle Dose Antibiotic  or  Long Antibiotic Regime
tibiotic administered within 60 rrgi\nutes prior to incision ? Bﬁes [ JNo
Name of the Antibiotic : «LW}F} NI .... [Amale
2. | Hair Removal [AYes[]No ifYes: Surgical Clipper
:. Department where Hair Removed : [ Jward [_]Operating Room
[FTOther : ... 2 QI 00 W
n preparation done (cleanse surgical area with antiseptic agent)? [4Yes[ ]No
3 ent's body temperature immediately post operation (Recovery Roomgé' £ '’ NOO P)
D o Or [ JAsila (Goal: 36-37 °C) 5“‘3
4. e of doctor or staff administering the antibiotic : LS. /.C 1000 2.7,
Date & Time of antibiotic administration : .........L2! ( ( .......... @&‘Wfﬁfhg g 2 a)00 F(
Datd & Time procedure started : ................. { ”5("" ...... @ AL LA

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

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

e Al forms (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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When to Start Mobilization: ......................... Q‘L‘Om‘a A vmeathenr o
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The new order for all required medications documented in the doctor order/medication sheet: pA’es/D No

Namhe of the Doctor: (b ¢ S u b on o s

LT RN e e S S T S RS oV < Tt
Dat8 & TiME: .......oovvvreeeen ""kfl‘ ...... . 19! OAa.

Note: Plan of care will be readjusted if necessary

Ref. o. : BRFRH /FRM /CLINICAL / 021




