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Timein ... ..q0am Time Out ; [0, 20847

ssssssasssasnssansannsanditssnssanandunannnnnnRane
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1. Surgeon D‘"B}\Q«Uemak .................................... of.. Chw\?g ............
2. Anaesthetist Jo— DY P T UL R ——
3. Assistant Surgeon : ... N O e e
4. OTTechnician ... B:a:.z....ga,lgs:! .............................................................................................
5. Circulating Nurse : ............ L T BT XY Y <o
B. ASSISENENUISE oo oS0t DT s evoresssss st
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(] Neuro Cusa BREE U,
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Hahe [ W plocemend Cﬁ ﬁnh‘{%?;r
Hahb PAC | (t) ’5@@%6@\? q

7

T
P |

~

— —

A |

R - o A
T Qﬁ‘h C.L\ﬁ_(,,{ﬁftf', li)v Solursa— = 9((226 \[;"}(J,gm
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24 Nurses Clinical Presentation \
25 | TPR&BP chart i o
'6 Intake and Output chart (fluid Chart) \
27 Drug Chart (Regular prescription) !
28 | Dailylnvestigation sheet D | A
29 Investigation Values (Result Sheet) {
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ERROR LOG

LOCATION: - NICU/ PICU/HDU/OT/ GENERAL WARD

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE



o . Rainbow Children's Hospital - Secunderabad

Rainbow . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road Kakaguda, Karkhana ,Hyderabad
Children's = ,Telangana, INDIA ,500009.
Hospital " TEL NO :040-42462200, Ext 2000,2001,2002

supney WERB : https://rainbowhospitals.in

ADMISSION SHEET

: WL N e
Registration Details :

Admission No : IP-00060599 Admit Date : 07-Jul-2026 Admit Time :07:00 AM UHID : VIH-00205867

Patient Details :

Patient Name : Mrs DIVYA GUJJA Age :28Y0OM13D

Guardian © Mr ALSA AJAY DOB : 24-06-1998

Gender : Female Religion

Occupation : Martial Status

Address (H) . 4-70/4/1, NOTH AVENUE,SARASWATHI Phone No : 7893294947/ 9533119079
NAGAR,KARIMNAGAR Karimnagar Hyderabad ; )
Telangana INDIA 505001 E-mail + NAIGMAL COM

Admission Details :

Bed Type : MICU Bed No :LW 219 Ward Name : N 2F-LABOUR WARD

Room No : LW219 Admission Type : First Visit

Contact Details :

Name : Mr ALSA AJAY Relationship : W/O

Contact Address  : 4-70/4/1 NOTH AVENUE, SARASWATHI Phone No . 7893294947

NAGAR KARIMNAGAR Karimnagar Hyderabad
Telangana INDIA 505001

Signa
Doctor Details :
Doctor Name : Dr. BHAVANA K Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor  : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name . SELFPAY

Printed Date / Time : 07/07/2026 07:00 Printed By : 021447 Page 1 of 2
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15:0:::::““ 28Y0M13D (F) t I
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Hospital BY RAINBOW HOSPITALS
IP ADMISSION SHEET FOR OBSTETRICS

\%

It takes a lot to reat the ttle. Your Right to a Safe Delivery

Presenting Complaints ‘ LMP: 1]2)2g EDD:
Corrected EDD: k[\ml-z.c, GA: (G+ 2weeks
Obstetric Formula: Pa\vi arand o Menstrual History: Regular ; Yes [ No
=Sy ) N Obstetric Examination
Obstetric Hostory:

G~ P, Spontameous Cev\uplx‘* Fundal Height: ~ ) € woka,

Ut Activity: _#TRelaxed CJMild  [CIMod [ Severe

Present Pregnancy Record: Rooked 4o Rl Liquor: E/Adequate“ ("] Oligo [] Poly
Lnee 1142 weaks - Peviows MK

PP [ACephalic  [] Breech Others
& an 5
“h-vn . , Head Fifths Palpable:
RISK FACTORS: FHS: AT Normal (] Tachy [ Brady []Absent
j N g
- _\,&pﬂ R T 1 Per Speculum Examination fOv\ 2en€ -
Y o )& Consi ("M”WD Draining: [ Present  [] Absent L] Bleeding‘
Colour of Liquor: [] Clear [1 Meconium [] Blood Stained
Vaginal Examination p0o\- don o .
%, / Cervix: [J Long (] Partially effaced [] Effaced
Height: .\£Y.......cm _ .
Weight: . #8215 kg Os: Closed Dilated
Allergies: ..............] b 12 SR SR T R Membranes: ] Present [ Absent
: | Ab 3
Birgst .,Er@rma L300y Liquor: ] Clear [CJ Meconium [ Blood Stained
General Examination: _
Consciousness: ¢fel & Pallor: (@ Presenting Part: [] Vertex [C] Breech (] Others
|cterus;® Edema@ - Sutton: O3 0-2 O-1 00 O+1 O+2
Temp:w,g : PR: Pelvis: [] Adequate [] Doubtful
: DTR: ()
cvs: ¢ 8 RS Rac@®
Liver/Spleen: @ Urine Output:

- DIAGNOSIS ------n-nn=sommooeomn oo ool sooelnssooon oo
Pdm?’ aado Wit 16x2 weke oMY 4443"\ BME with hod (cunk

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

Docu. No. : RCH /FRM / CLINICAL / 087 (PT.0)
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Mrs DIVYA GUJJA
24-08-1908 BYOM13ID (F)
Dr. BHAVANA K
I A0 O
Family History: Surgical History:
e — DH M"‘t .
Moher— HTN -
Medical History: Medication History:
NN *Ww oY
Plan of Care: (IS 4o D B havowo-Mouwmn | Investigations: ITUJDY) GRoyp—0 PastiTvE |
T M T 1+ 12022
- NIRM iy B FP-1225] 775021y
i ,uwla P S et
Lern) L)
e W\n"\""""’a m&mi@sw
~ Modken vt ¢)7) 2024
¥ =% SLIVR
Fotlsw EL'W ‘ |6+ )wld’
-_QAW ' PL - F)MQ'Z_.:
/\j\/f/_\\ﬁ F - 4um:
o bU pool CL- 25 mm
P L R Funneuma abseul -
- ? ¢ NT scan
&) & | 2024
SLELF
12+ 6 Wb
3 NT < Yo STO™
W(@\\M rF?S —low 255k

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

Consultant Name: .22.- Bhausana k...
SIGNALUNE: ........eveeeeeeecrrceeecreesee e neresss e ene
Date & Time: .... 1| 7..J26.24 o



VIH-00205867 IP-00060599 "z

MraDIVYAGUWA Rainbow"* ; .
u-oo--im 8YOM13D () @ Children’s W BIftthght

Hospital .a‘fnmuacw HOSPITALS
||| ml””“nll"l"ln" “ It takes 2 lot to treat the fitde. Your Right to a Safe Delivery

OBSTETRICS / GYNECOLOGY
| NURSING INITIAL ASSESSMENT FORM

Date 6'} ;\dmission: :\'l}h/b

Baseli e Information:

Admission From: CJER 1 0PD ,Zﬁnission Desk [ Others, specify L[“‘J
Primarv Language: Telugu L] English [ Hindi LS SPECHY . i s
Doyourequire aninterpreter? [ Yes Eﬁ BRI RIBRIY ..o e b A s e
Source of Information: /E}ﬁnent [ Family L] Others, specify R ORI SR A
A!leru;.‘;s: [ Yes ;H{ [] Medications L] Blood Transfusion L] Food L] Other: H

BIURIE AUMSIUIRY i vcenssusiosscisommionavvssusnsfEnmmnasbossnsascnstiossaiossusiavisioed s s thEuboBPLANIA LA Kesas B A R B e

Chief l omplamts Doctor Notified on Admission: /{Yes CINo

faiad P( nb‘YlJ H{ \03'1 CC‘U'“ C‘-‘-Q “ff Name of the Doctor: .[).R.x CJJ"-"“M\IW‘(1

Time Notified: .
Past Médical History: Obtained From )}Pﬁant [ Family Member (] Medical Record (1 Other (specify) ..................
Past Medical History s Past Surgical History Previous Hospital Admission
-
! ¢ ¢ 0
/
Gynec 1ogy Assessment: ot Applicable | Gynecology Surgical History: Gynecological History:
Menstryal History: ..........ccccocerenierrennnn. | Cagsarean Section:zi‘ﬁn (] Yes Contraceptives: (E/Na [ Yes
B i wsvssaisisssinsnannsinsassaiesssnass | COIVICA] Corelage: Zﬂj ] Yes Vaginal Discharge: /mfu [ Yes
Onset of Menarche: ...........ccoeceeruenrennneennn. | ECtOpIC Pregnancy:)zﬂ?] ] Yes Post-Coital Bleeding:/z’ﬁo O Yes
Menstrual Cycle: (] Regular [ lrregular | Myomectomy: ;h'ﬁfé O Yes Infertility: WI (] Yes
Last V :nstrual Period: lll&’% Others: If Yes Type: [ Primary [J Secondary
3
5 @
DR 0 iccimninre, PG ... Lo rmiciinen . B coneies oo

o IR V| <
i
Currer! Medication: ] None zE/ Yes, If Yes, Fill the reconciliation form

Family History: (] No Abnormalities Detected

(] Heart Disease ,Elﬁpenension ,E/}ibetes (] Stroke [ Seizures [ Kidney disease
7 Liver disease O other fadthan - M. A W\O‘Hdﬁ.ﬂ B

Vital §igns / Measurements: Temp: Q&: u,l' HR: qul"*h RR: 19.b. ""B
g Bp: 1LY, Fron/ WI{ Weight: 7.8 WE‘H’ Height: \S\.U7)  Bu: 52.-..5(&4{,3)1
Pam Rfsessment Pain: 'Yes LINo (If Yes?cnmplete the Pain Assessment / Reassessment Form) 0

3
Docu. No. RCH /FRM/ CLINICAL / 1593M (PT.0.)



VIK-00205867 IP-00060599
C Mre DIVYA GUJJA
24-08-1908 28YOM13D

i

(F)

PHYSICAL ASSESSMENT

o g S
General Appearance: /@H/ealzhy LIill looking L] Anxious [] Agitated O Others: ......cccoeeeeennnnnnnnn.

Fall A sessment: [ Yes )Ziﬂ Score @ (complete the Morse Fall Risk Assessment Sheet)

Hisku{;?rassureSnre: []Yes Ermi Score l% (complete the Braden Q Sheet)

FUNB';:.‘-ONAL SCREENING: Ifa patient needs assistance with any of the following inform consultant
" Mobilty problem I Walking Problem /Bmgnnrmamy Detected
" Developmental Delay I Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTR!IONAL SCREENING: mbnormality Detected
L1 verweight (J Poor Appetite > 3 Days L] Needs Therapeutic Diet.
O énder Weight L] Diabetes Mellitus (J Hyperemesis Gravidarum
V

Inform :onsultant for positive criteria

PSYCHOLOGICAL SCREENING:
7 Calm & Cooperative (] Restless (] Depressed L] Agitated ] Confused

Inform; consultant for positive criteria

SOCIA, SCREENING:
1. Maiital Status: CISingle  #TMarried  ClDivorced 1 Widow

2, Sp'._l.t:ial Habits:  Smoker: [ Yes ,21‘30/ Alcohol Abuse: []Yes )2’1( Drug Abuse: [ Yes ,Z’No/

Orientation has been given regarding the following aspects:

Call B+ lin Reach: [ Yesﬂﬁ Waste Disposal Explained: /fYEs CNo
Infusic i Pump iYes [INo Hand Hygiene Explained: -Efﬂs L No (] Others

Above ,nformation given to . (AR, .. {1 W Q_U:I'Q\
Name ‘PersonOnematlonwasgwento 'Y\ .00 W&e\ Li‘”‘!""i

Unent.__- ‘onnotgivenReason. ................

Nurse Signature: @ haAL s o

Nurse Name: . W\-M%G\ DQ‘V'
Date & Time: . TT’-[:IVM

I_—v— §



Rainbow® ; =8

Children’s ‘Blrtthght

PATIENT TRANSFER FORM Hospital | e
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order

o e @1em | g [3he @ g:z54

- 2‘-0:::0: Ak 28¥0M13D (F}
Dr. BHAVAN Transfer Ordered by Reason for Transfer
T @
il o o i
From Unit To Unit Information to Attendant
MLeV o7 BET MO

Number of Sheets in Clinical File

L

Number of Imaging Films

N

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

Yes| | No[ | _

If yes, wha(/’

Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity
;
2. ;
/
3 Cs
; e

4. N /
5

Shifting Summary / Notes Written by Doctor: ~ Yes | A No[ |

Name & Signature of Person who

SO s

is Transferring

Name of Person Ordered Transfer

DR' r&clvg!fﬂ

Patient & Clinical Records Received by :

©

" @q"'}d“ ‘

i Date & Time of Patient Received :

- AN
2\A”

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

- Gavailable Bed

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

[ ] Nurse not Available

[] Available Bed not ready



Rainbow®

Children’s l BirthRight
PATIENT TRANSFER FORM o .BYRA'"WHMPM

Your Right to a Safe Delivery

f‘\\%

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
VIK-00205867 1P-00060599 (T‘ o 7}‘1 b @ I b/ [o 1*[ 26 & (9! Ay
Mrs DIVYA GUJJA
—— 24-08-1988 28Y0M13D (F)
Dr. BHAVANA K Transfer Ordered by Reason for Transfer

LT e

From Unit To Unit Information to Attendant
o7 Micu. sl N[l
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

. ‘ over to attendant
S Yes[ | No[ |
If yes, whaf./.

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity
—
4 /
\ —
3 8
. LY

3. /
4 e

5.

Shifting Summary / Notes Written by Doctor : Yesp/ No[ |

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

cwmg‘b“’ DY a}yeaw

Patient & Clinical Records Received by : a &y
A

Date & Time of Patient Received : & qui (} ks LO% ‘)/g-zé}m

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

[ 1 Unavailable Bed [ | Nurse not Available [] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102



VIH-00205867 IP-00060598
Mrs DIVYA GUJJA
24-“-1.“ 28Y0M13D (F)

T

D

MEDICATION RECONCILIATION FORM

Drug Allergies: ..............ccu...... T m———

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)

Rainbow” . e
Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes & lot 1o treat the ittie. You Elawto_as?e{lel very

ot known any Drug Allergies

Shifting From: .......... MLCy Shifted t0: ........... = i N
$.No (Genenlﬁ“ﬁ[ﬂﬂfﬁﬂﬁﬂd lI.EETTERS) (mg?::;g) (PO, :%U;E: v) | FREQUENCY IﬁgtseTan?:E ?gﬂ?,%:gg
1 T ~Doxraate towsg Po ::1::' bla2g |CIC [BC
2 méixz{mu - Po g:tf (e |OC @0
3 T CaLenomM Arae bo ::;E 6z |IC 4DC
4 T 3Har ATap, Po 1?; éhtae |CIC T
5 0c doc
6 Oc 0oc
7 Oc doc
8 Oc Ooc
9 CJc Ooc
10 ¢ CJDC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .

Date & Time :

Nurse Name & Signature: ..... M“"%}@

Date & Time :

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

* C- Continue, DC - Discontinue




:H-Or:w;wa IP-00060598 2
o a0 O @ Chitcrens | @ BirthRight
I fiospital_ | (@ mecmzame
PHUGRESS NOTES AND DOCTOR'S ORDER
ga;?me Progress Notes Doctor's Order
2%‘_’&.‘» Pop-©
/
e ds?”
ole pt delc _—W
v%fcfml —Ném
-@Jo = fost
— ér- ”Ffiérlmml{{ Mogato \Jidaly
R R &5hpm -~ Gllooduy
WW Sle Nap ~ Fre wwilbuc\j
// ‘p/A- Wf — 3%&9& A
///’/\;S‘:\'\_\\ RE gt
a\ 0 A O \J\L —
\ cjbiﬂg\ﬁ"({\ \ O
\ I/-”'
~ B Pop -0 AN
'/_'./gro il ©)g — phisclele — NBm Hp 123)S Pm
s
c - Faig = Rebs
Afebsjle — Wouwlbes \itals
BP — 12y [ 76 vom q- —  FHR woullesi,e
ol "l PR — 8% bpm. — Follew A;mj mo)i
gX Mﬂd/ S|E —MNPD . — Tufosm sos
a}/ Plp- Soh .
= FHR.P food - e
W @ just palgaple - W/,{\EEA"’/
4 l T
! = qouze in &itu \p \mﬂ‘inq J}”O/:/ 9\

+o be 2emoved

befosa

pakeut leoued

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

(PT.0)
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VIH-00205867 IP-00060599
Mrs DIVYA GuuJA ; =
uoermws  avomno g ] Rainbow* ® - —
r. BHAVANA K o chi[d_ren’s BIrtthght
Hospital SR S
Your Right to a 5afe Delivery

It takes a lot to treat the litte.

0
PRUGRESS NOTES AND DOCTOR'S ORDER

Doctor's Order

gf;?me Progress Notes

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



VIH-00208867

IP-00060
Mre DIVYA GUJJA e
24-06-1998 28Y0M
130
Dr. BHAVANA K {Fl

T

®

nunofNG SHIFT HAND OVER FORM

I\

Rainbow"®
Children’s
Hospital

It

takes & lot to treat the Rte,

BirthRight
BY RAINBOW HOSPIT&LS
Your R'"ght ;9 aSafe Del!verv

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

Z | Diagnosis: me m) ¢ 164 2wlg 2 hi Any Infection: [1Yes [1No™ [ Not Known
:5-_ (4 SM Covin oL Cow| CQ_Q 1 R —
@ | Surgery / Procedure: ‘Post 0P Day:
o | Date - |
3 Shift q'\ ,\m‘n ) ©
% | Medical Condition -
% | (Any special condition to be noted): o o
¢ . A
= | Dbt NBm | n[Bm [AB ™ WD) Y
Allergy: C1 Yes #TNo | Yes No | ) Yes LiNo [ Yes\oHG | 0 Yes C1No |1 Yes [ No
Ventilation (RA, NP NIV, VENTI): RA P s - | KO
Tubes/Drains/Catheter: 0 Yes#TNo | O Yes »#No | (1 Yes CLNo | O Yesg;gf C1'Yes C'No |1 Yes CINo
E Vital Signs: Temp: Q% ur C!g"[l#‘ q‘(é:’& qqq 6‘/
& Res: 19 ;,,[.J \d,.bpfﬂ 14 [ﬁbl'ﬁ)
7 sp0: | qq /| 94 | 4q%e |99°Io
w B
2 Puse: 110010 | 3£ bed) €2bem8IN\)
BP: 1[04 | |00 ol HolFowy
LOC: conju E‘i) Loy aut Con ot JM
Fall Risk Score: | ' Y ' v_(
Pain Score: |(YScour [O'rpwe,| © :
Skin Integrity | i f ,@Aabv‘-u eraf-” ‘D\J&ﬁ* 1
Safety Needs: l7Yes Ngl=Yes CINo | | CYes O 1No¢Lfe8 C1No |1 Yes C1No |1 Yes C1No
Physiotherapy: | ;! ,:Qf | 3 -
2 Others Specify: | Yes o |00 Yes &No | Yes =No |1 Yes'=rNo [ Yes ©1No | T Yes C1No
5 Special Diet: M | T §\Q) YB)
S |Critical Lab Test / Values: Wi | N - A
E |Other Special Orders / Medications: | Yes.No | (1 Yes =No | (1 Yes=No | ) Yes y Jef| (1 Yes [1No | O Yes () No
E PU Prophylaxis: 7 Yes No |0 Yes o | 1 Yes#TNo | O Yes =4 [0 Yes C1No | Yes [ No
DVT Prophylaxis: 01 Yes &2'No | () yes =No | ) Yes Ao | O Yes ONG | T Yes CNo | O Yes 1 No
ADL (Dependent/ Non Dependent): | yepen i/ | Jopendad Bap Vool
{
1 oy 1
Post Operative Procedure Special Orders: 3 — 3 —
pathc
Handed QOver By Name : nwhj\ P“T q |8y m P \AW
Signature /D : /LLC |'3‘Q£ £ N, J O9oT 4+
Date: ’:H} hi {121t ;1‘#\# \‘)—\%
Time: & AV 4| @ 1o 1P
Taken Qver By Name : 01.b4 £ k‘QMQW
Signature /1D : OV
Date; i @14»#*‘?{';\—1 \
Time: (‘Bq‘w\/\k 0




VIH-00208867 |P-00060599

Mrs DIVYA GUJJA
24-08-1908
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28Y0M13D (F)

Rainbow
Children’s

A
=

\

®

Hospital

It takes & lot to treat the Fthe.

NURSING SHIFT HAND OVER FORM

BY RAINBOW HOSPITALS
Your Right to a?afe Delivery

.BirthRight“

Z | Diagnosis: Any Infection: [1Yes [1No [1Not Known
g g0 e LR . WSS
5 Surgery / Procedure: Post OP Day:
= Date _
- Shift
é Medical Condition .
= (Any special condition to be noted):
@ | Diet:
Allergy: ClYes CINo | Yes CINo | Yes CJNo 1 Yes CINo | Yes [JNo | Yes [7No
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: C1Yes C'No | Yes CINo |1 Yes CJNo [ Yes C'No | I Yes C1No | Yes £ No
z Vital Signs: TBF:T;Fs)f
§ Sp0 :
& d
@ Pulse:
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: | Yes CINo |7 Yes CJNo [ Yes CINo | Yes CINo | Yes [1No |1 Yes £ No
Physiotherapy:
§ Others Specify: | Yes ©'No |1 Yes [1No |1 Yes CINo |1 Yes T1No |l Yes ©1No | (1 Yes C1No
E Special Diet:
g Critical Lab Test/ Values:
E |Other Special Orders / Medications: | Yes ©1No |7 Yes [1No |1 Yes ©1No | Yes ©1No |l Yes ©1No |l Yes 0 No
E PU Prophylaxis: ClYes C1No | Yes CINo | Yes CINo [J Yes [)No |l Yes CINo | Yes C1No
DVT Prophylaxis: C1Yes CINo | Yes CINo |1 Yes CJNo | Yes CINo | Yes CINo | Yes ©1No
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature / ID :
Date:
Time:
Taken QOver By Name :
Signature /D ;
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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Your Right to a Safe Delivary

Date: :I’[:Hw
| [ Maintain Airway and Oxygenation ["] Relieve Pain & Discomfort [J Maintain Fluid Balance T £ ve Activity Tolerance [1 Maintain Good Nutritional Status ] Maintain Skin Integrity
'§ ("] Maintain Personal Hygiene [ Prevent Infection 1 Meet Elimination Needs /B/Er::ia Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
S | [ Identify Potential Complications [ Any OHROrS: SPEOHY . v visvin vussiusssvissssissasvnas s SR ¥ s s BN 3 5 N LN
Time Pian of Care Time Implementation Evaluation Re-Assessment I;“g?;nﬁ?ﬁ:
=
=
€
=]
E .
=
=]
=
£
£
<
. - [ 5 o 0
" . @ . \ =5 = | P ng(t Qr .x'-(‘di_
. Sakd 1o | provided Side Tl |3 b ek s 5 polend e
MDD ensal N ' - LL able -

=3 Af @mlwt | HH
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It takes a lot to treat the lite Your Right to a Safe Delivery

Date: :—'(—{7}—\% ...........

o | [ Maintain Airway and Oxygenation 1 Relieve Pain & Discomfort ] Maintain Fluid Balance I Improve Activity Tolerance ] Maintain Good Nutritional Status [ Maintain Skin Integrity
E ] Maintain Personal Hygiene | Prevent Infection 1 Meet Elimination Needs J=—Enstre Safety [-] Early Ambulation Reduce Anxiety 1 Patient & Family Education
S | (] Identify Potential Complications LY OIS DTN e s e T A e s S s
Z . . Nurse Name
Time Plan of Care Time Implementation Evaluation Re-Assessment & Signature
(

Morning

1A ‘Q\)\M\A \\
169 %& Bl 1

G(M N o 5561'4’*‘0 ,%#’
\!

poov i de Side gailLs

AT (.

o pre v e u

d:)‘r‘%{j\

Lo

s AL c,};a;%

o 92
AL SU)

Ueﬂﬂ[\@%ﬂw/;

Afternoon

Night




e . Rainbow Children's Hospital - Secunderabad

Rainbow . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children's ; ,Telangana, INDIA ,500009.
Hospital Srthegn TEL NO :040-42462200, Ext 2000,2001,2002

— WERB : https:/rainbowhospitals.in

L NT F TREATME
Patient Name: Mrs DIVYA GUJJA Age : 28Y0M13D
IP No: IP-00060599 Sex: Female
Consultant: Dr. BHAVANA K Ward/Bed No: N 2F-LABOUR WARD/LW 219

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

Patient, be deemed advisable or necessary.

I understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
) consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
irance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
care of the patient.

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

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

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

Note:
1 We do not allow use of medication brought from outside by the patient.
2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill

:arance. In case of failing the submission, | will pay 200/- Rs.
(Receivers Signature:......g: :

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

Signature of Patient!Relatilf_g;/A ﬁ

Name: pAlsq AJ,; J Patient Address:

; - _— 4-70/4/1, NOTH AVENUE,SARASWATHI
REmtionm {—‘u‘:‘; NAGAR KARIMNAGAR Karimnagar
Date: BL-01-1e>& Time: Hyderabad Telangana INDIA 505001

Wittness Name: !2
Wittness Signature: E—-@

Printed Date / Time : 07/07/2026 07:00 Printed By : 021447 Page 2 of 2




INFORMED CONSENT FOR SURGERY OR Eﬁ%‘.‘éﬁi‘.‘f& ‘ BirthRight
SPECIAL PROCEDURE i

Your Right to a Safe Delivery

Patient Name : .. Mags. DNWMA. GVTTA. o Gender: [ Male AFemale  Age: ... 28 NRMA........
UHID NO : ... MR- 0020586 .o Date : ... Aalag..........
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 s to verify that you have received this information and
have given your consentto the surgery or special procedure recommended to you.

I 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.

I'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.

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

........... BLEEDING..).. INEECTION ;.. (HINMCES ©F  RURTURE. 0F. MEtRL e
........ CHAMCESL | oF . CPoNTRANG 0. MUCARRIAGE | CHMWES. OF .
............. PWH%QK

ly 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. Ihavereceived allthe information | desire concerning the operation or procedure and U/\Q'
5. lauthorize the consentto the performance of the operation or procedure. ( /\a .

Name of the Doctor who is performing the Surgery/ Procedure: ......... AL BHANA NN B
Consentee: Patient Attendant :

Signature : .......... A ..............................................

Signature : M .........................................

L -]

Name : D?:Jaaé)m, B s
Date & Time : -"«l%h@, ..... @.LER.AM......

Witness :

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



Ref. No.: F/HW/CON / ANES / 02

z CONSENT FORM FOR

Rainbow® ® - v GENERAL / REGIONAL
i ’ BirthRight

Patient Name : Mmc% INYB-... Gu:;:m R Y. - ¥ Qj.zv
Gender: MO F/D/PNO QOO0 SAT.... Consu#tantC%Y k.Phavare....

Ward /Bed No. : ..@®2.... ..Anaesthesiologist : SR J‘n
Operatweprocedureplanned CJR.\(IC.—HL C-C—ILC.Q. BN,

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 bady 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.

[ Heart disease [ Hypertension [ Diabetes mellitus [0 Renal failure

[ Hepatic disorders [ Shock [J Multiple organ failure [ Polytrauma/RTA
[ Incapacitating COPD ,/Dmh/ -Haffo-lcm: o).

Comments:.

+ Doctortodocumentin medical record also if necessary (Cross-outif not applicable)
DECLARATION BY PATIENT/ GUARDIAN /PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upo. my patient
DN .. Qm ........... the above mentioned operation | Diagnostic | Therapeutic procedures
............. C.erRUCHA...... SR CIACE..

| authorize and give consent for anaesthew / L1 General Anesthesia / 1 Monitored anesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, 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.

CIN : L85110 TG1998 PLC029914 www.rainbowhospitals.in



| 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, CVP 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 thereafterin need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague
deputed by him | her will agminister the Anaesthesia.

Pregnant: [2"Yes  [INo
DECLARATIONBY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient / Patient Att nt: Witness :

Signature : . Signature : G{SﬁL‘m‘ .

Name:..J.. %ﬁf‘ O\W‘ng NameG’LSzﬂ"{x"ﬁ

Relationship with Patient: . Date & Time : 7}?—}?0%3’4"”
Date & Time: 717}7‘5% -

Doctor (who is whe consent) :
\
Signature .

Name :

Date & Time : O:‘f JD'T 2.6 A oefm...

CIN : L85110 TG1998 PLC029914 www.rainbowhospitals.in



SURGICAL
SAFETY CHECKLIST

Anaesthetist : .......

Surgeon : 05 Bhavansaat....

Asst. Surgeon : 9;—&}4&‘\&&&) .....

24-08-1998

Vi

VIH-00205867 IP-00060598
Mrs DIVYA GUJJA .
28Y0M13D (F)

iry Name

l Date : 4{0%‘[‘»‘- In-time : ......... . Mb#syt-time : 1039%

N
2
Al jender: ......... = .
Rainbow . . .
: ¢ Children’s BirthRight
e | P

1 ke @ et e The (Tl

Before Induction of Anaesthesia » »

Scrub Nurse : 5\'\07 L.r
v

Before Skin Incision > >

Before Patient Leaves Operating Room

Yes, & Equipment / Assistance

Available _#Yes CINo
Risk of > 500mi Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned Yes zﬁ O NA

¥es R0 CINA
/ﬁﬂs CONo CNA

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

Signature

%S(%@]m-. .................

Name .............»

SIGNIN  Time: 3. 3R, TIME OUT _ Time:..... 3. LAWY SIGN OUT  Time(0... :
f
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity #Nes CINo introduced themselves by Name and Role CYes C/No The Name of the Procedure Recorded  &#¥Es CINo
Site _Aes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure Zfes [INo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ _3¥es [1No (NA
Consent =Yes CNo Correct Patient (Check ID Band) ~7¥6s CINo The Specimen is Labelled (including
Site Marked CYes CNo [NA Correct Site C¥6s CINo patient name) OYes CJNo~~NA
Anaesthesia Safety Check Completed (YEs [INo Correct Procedure J s [No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning CLYes™ CINo Anticipated Critical Events Problems to be addressed CYes No CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes 940’ What are the Critical or Unexpected Blu A V? To Surgeon, Anassthetis! aad Nurss:
it A K abl o Rk Steps, Operative Duration, 1Y What are the key concerns for recovery :
Difficult Airway / Aspiration Risk? 3 and management of this patient? 01 Yes £TNo

LY 4 .
Anticipated Blood Loss? { v wl }'}YES CINo COINA
Anaesthesia Team Reviews:

Are There Any Patiem-speci@ﬁ%cerns C¥es CINo CINA
Nursing Team Reviews: N wrpeiend it v

Has Sterility (including indicator results)

Been Confirmed? are there Equipment

issues or any Concerns? _2¥6s CONo CINA

Is Essential Imaging Displayed?

CYes NG 0 NA
Power Supply, Earthing, Power Backup
and functioning of equipment checked. /ETYes CJNo

SIgNALUNE ©....coovvvernrerarnnens ;P:t,/ ............................

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



VIH-00205867 IP-00060599

Mrs DIVYA GUJJA "’gg é
24061908 8Y0OMIID ) Rainbow . . s bt
© Dr. BHAVANA K : ’ irthRight
- Hospital Lol
ot | @
OPERATION NOTES "y
Surgeon : Y BH -ﬂ\fﬂ’\] n k. Asst. Surgeon : DR \] ' ﬁ ”
Pre-Operative Diagnosis: quq_a.wcﬁ uﬂ.:.m I61a wu!,,s vadle -gaaL émi
toatic—Stant
Surgical Procedure :
Cnseal  Cu clage - Jr' Sk

Indications for Surgery : W 2 25mm -

Date : qloz;},g’ StartTime: Q1 Yy piw EndTime: Je' 204w,

Post Operative Diagnosis:

Peri-Operative Complications:

Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Operation Notes:

= -”M Al ¢ “':r t asenlic  Condil --'-‘ umas .11; 4: 4
/J“ e /1LY 4 () { i f ; etod ) VLt oe P LA --'11 porlly
¥

PT.O.
Doc. No. : RCH. i/ FRM/ CLINICAL / 099 (PT.0.)



B
Ao &

e Bedbuliecn
Name of the Surge&@ DRgh&\iMk

Signature of the Surgéon:

7lxlag 1 10015 HW -

Date & Time: ....cceevveeens s I Lo s rnbaisgsanis
/




VIH-00205867 IP-00080598

Mrs DIVYA GUJJA %z
2‘-08-1”‘ 28Y0M13D (F) @ Rainb.,ow' .

i Chidreys | Q BirtRight

Your Right to a Safe Delivery

N

It takes a lot to treat the little.

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
j/lﬂf' Time89101112123456739101112123456?
RESP
(write rate in
corresp. box)
Saturations
oy
E| Wi
o 36 3]
35
< 35
170
160
150
140
130
§ 120
=5 110
= 100
I 90
80 iq
70 i
60
50
40
190
180
170
160
wy
= 150
2 140
@ 130
T 2 120
o
e 110 M
m 100 8]
2 90
&
80
70
60
50
130
o
= 120
g 110
=
l @
o
=4
o
8
v
£
]
NEURO
RESPONSE
(1
URINE
mis / hour
Proteinuria
Lochia Heavy / Foul
r Clear / Pink
Liquor .
TOTAL YELLOW SCORES g_
TOTAL ORANGE SCORES
__Nurse Initial _ 7

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

Obstetrics and Gynaecology
Early Warning Signs

A

Complete a Full

Set of MEOWS
Observations

Repeat Observations

monitoring

4 )
1 Yellow Alert :
Repeat Observations
in 30 minutes
N .
b - )
2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Observations
in 30 minutes
o g J
\

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

in 15 minutes or continuous

* The Modified Early Warning Score (MEOWS)



VIH-00205867 IP-00060598
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Rainbow® . ).
Children’s 3 BirthRight
Hospital .w
It takes a kot to treat the (itte, 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

Date
q—['—'}m Time | 8 | 9 |10|11)] 12 10311 12| 2| 2|3 })4)5)6]7
SEed > 30 —_——
21 - 30 xR
(write rate in T
corresp. box) };)1 lzt? g | (<]} 4
Stk 94 -100 % -I"LLL.H---------—----------
<94 %
Administered 0, (L/min.)
40
39
g 38 :
37 J i
- 36 i )
35
< 35
170
160
150
140
130
E 120
£ 110
= 100
o
™ 90
80 JCAETE 74
70
60
50
40
190
180
170
o 160
G 150
2 140
(a]
= 130
T 5 120
i 110 et
o 100
2 90
% y
80.
70
60
50
& 130
g' 120
g 110
=3 100
= 90
g 50 -
3 70 Iz
w 60 i .
g
°
NEURO lert
RESPONSE 2lles
[v] Pain
Unresponsive
URINE
mis / hour
: Protein + +
Proteinuria Yy ———
4 Normal
Lochia Heavy / Foul }§
Clear / Pink
Liquor o
TOTAL YELLOW SCORES ;
TOTAL ORANGE SCORES A
Nurse Initial Q_J H—@,/

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



Obstetrics and Gynaecology
Early Warning Signs

1 Yellow Alert :
Repeat Observations
in 30 minutes

-
L
& o B 0
Complete a Full
Set of MEOWS
Observations
Xeg i ke

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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Hos p it al BY RAINBOW HOSPITALS

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

. FLUID CHART |

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

g L T
b

Output B vse

" Nature
Date | Tme | of Fuid

Route

Diarrhoea

Thrombo-

i - - jebitis | Sign.
Vomit | Drainage | Urine | PRECS | Nirce

Mouth

LV

N.G

08:00 am

09:00 am

) 10:00 am

11:00 am

12:00 pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

Total Qutput :

-

Total Qutput :

05;00 am | (V&)

07:00 am m —R,Lf—f
Total Intake <<

Total Output : ?M&d

|

Total 24 hrs. Intake

s00d/

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

Total 24 hrs. Output POJG ad
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|P-00060599

\IH-00205867 Rainbow® e
GUIIA ] ) b o oy

L ‘;L‘gﬂl’;'& wyomuso Children’s & BirthRight
. BY HAINBOW HDSPlTALS

Your thuoas.lit Del ivery

= Hospital
l\ﬂ\\\\g‘m " FLUID CHART )

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

Th -
Nature ot

Date | Time | Aure Rose | NG |Diarthoea | Vomit |Drainage | Uring | Phiedits | Sign.

Mouth | v | NG A
08:00am | NYAM 4R LtgoA p o peo

ww00an |\ (2|4 @ L] Ipooy/ ) s |l

p(\‘u” 10:00 am Mgwn 2L tbooml /Ay | o !l &b .

X

e | @I AL 1 G oy
12:00 pm .

01:00 pm

Total Intake : Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake : . Total Output :

08:00 pm

09:00 pm (
10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake : ' Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

| 07:00am

Total Intake : Total Output :

| Total 24 hrs. Intake | Total 24 hrs. Output

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



VIH-00205867 IP-00060599

Mrs DIVYA GUJJA "
24-06-1908 28Y0M13ID  (F) s 1T @
Dr. BHAVANA K Rainbow .

hildren’ BirthRight
T T Hospital — | ()
DRUG CHART

Date of Admission: ....... fq" ‘le.ﬂ. Drug Allergies: MIL,-/_/N'o! known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

Nurses 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)

. Date»
DRUG : Tij;ne

Dose Route | Frequency [Start Date|

NURSES

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date

Dose Route [ Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Date»
DRUG : Tij;ne

Dose Route | Frequency |Start Date

> | Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (PT.0)
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Mrs DIVYA GUJJA

24-08-1908 286Y0M13D F)
Or. BHAVANA K

V. FLUIDS CHART Weight. A"}..@f..'..f.f‘.y. ward, LW
LA N

T wulll Fi Do Date of | Doctor urse
m iti ' low Rate ctor NL.!fSB aie ‘[] U.C 0 N |
e s If inf 'UI mepont.isnnmmolnm?f—l"ig’F:g»‘u;mqn etc) Route ||IlIIIr r Si!]ll Slgll Stoppmg SIQII SIQH
(It infusion, Mhr=M ; ou h

(AT V2 2

| |, |&
SRR L S e =

- 2 I
e o@(\ h*:—i:;m & \):Df 2/&5/%{ %( g/

<Oh ce QJ\-L
R

Page: 4/4




VIH-00205867 1P-00060599
Mrs DIVYA GUJJA
24-08-1998 28Y0mM13D  (F)

Weight. -‘hsldﬂ\’ard Ll

T

Date»
TIQ’]& Nurs& Sig. | Num‘:ar Sig. I Nurs& Sig. I Nuls‘s’ Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Route Star t Date Dose Dose Dose Dose
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign
Name & Signature of the Doctor e s iont bowe
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: L . pose B i
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIQ’IE l Nurs& Sig. Nurs;s(Su; ] Nurs&Sig [ Nurs&S'ru
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Route S1afT Date Dose Dose Dose Dose
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor - s s -
De. Sign Dr. Sign Dr, Sign Dr. Sign.
Additional Instructions: - oo e fose
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
' o Dosage & Other ;
Date Time Medication kishruetons Route Signature Nu‘rses
L N
Hetoe | 975 o | "0 5 aw ' —%yt
Nelre | &0, T P PR AR DLE 101G BV} Y .
TNT- h L. f
26 be [&10am METD Lo P Aipg. 191G 2V w o B
INT- MYDREX PR Hot
714 » sBO MUy T L
C{Ad\ bipsTE ‘2"5’& TATE ’
FNT- HyYDROXYPRO—
) * o al P o I™ g -
PR G BT G et B L -
, TRAMPDD PR ZV
ahac | 10159m Suppaiitowy 100 g Ot
T U U [C/

Page: 3/4

(PT.0)



VIH-00205867 1P-00060599
Mrs DIVYA GUJJA
24-08-1008 28Y0M13D

UMM ccouanenescarmons  weor 36: b s Lho

(F)

Date»
DRUG: T PAROCETH MOL [Tine
Dose Route | Frequency |St T:E /
lgm | PO | T 3| /
Name & Signature of the Doctor /
Starting the Drugs:

R Frgeshe AN — TToP

Additiohal Instructions :—Q

7 W

Daily Doctor’s Endorsement by a Sign %‘ }& ) v
Date*

DRUG: "T- "TRAHMADOL Time !

Dose Route | Frequency Star Date /

oovg| PO | ppy | =)4eg 7

Namé & Signature of the Doctor

Starting the Dru

L

Additided! Instructiond/ f (=

¥

=1
v

o

Daily Doctor's Endorsement by a Sign Pﬁ\

Dater

DRUG : T- PARS CETAMD_ T,

Dose Route | Frequency :jrt ate
lan |[POo &

Name & Signature of the Do

Starting the Dyugs:

R

Addition&}lnstructiaﬁ%:’%’

Daily Doctor’s Endorsement by a Sign

Datey

DRUG : T~ TRANADOL Time

Dose Route | Frequency |S rtEﬂe
Ong| PO |12 $4pe

Name@ Signature of the Dod{fr

Starting meiﬁ
Rt e e~

Additionig! Instructions: Q'

Daily Doctor’s Endorsement by a Sign
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OO TR o | O
BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

\\

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

To Be Filled In By Assigned Nurse:

L(uJ
Department i cerssmnennnneenens DUTation of Procedure : 5851 “7] {TDM" h\

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

Name of Surgeon: . DR Bkwanq & verrereeeeneeenne DAt@ Of Admission : 74:}”6

Bundle Care Criteria: (Tick (V) if done)

Staff Signature
1. | Antibiotic given prior to surgery?24" Yes [ 1 No
("] Single Dose Antibiotic ~ Or 7T Long Antibiotic Regime @
Antibiotic administered within 60 minutes prior to incision? ,E?’ﬁs L1 No
L] b 2
Name of the Antibiotic: .. ¥4 . ZIQM QU .. ’H’m .............................

2. | Hair Removal M es: inSurglcal Clipper
7 Ward

Department where Hair Removed; (] Operating Room @
0 R R

3. | Patient's body temperature immediately post operation (Recovery Room) %6’ Y°C

O oral Or xAsilla (Goal: 36-37°C) %

4. | Name of doctor or staff administering the antibiotic: .NX........ Nawgen
Date & Time of antibiotic administration: .........: 4’1 ils . oL S @/
Date & Time procedure started: .................. /?@”’10&'\0 ................

+ Ensureformisfilledin completely oy 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

« Allforms (Bundle care and when required SSI form) are completed properly
« Forms mustalways be keptin Infection Control folder in respective department

Docu. No: RCHBH /FRM / CLINICAL / 038



“Z

ESTIMATION SLIP Chitdren's | @ BirthRight

| Hospital .w
Date : 6‘)}“ UHID/IP No.:V”{"GD wg’%’? S1. No.: ;—391 36

Name of Patient : NlM/Y. M a ﬁc“fgp} Age: & gfb’ Gender:F—
Father's / E?u{and’s Name : W "i) Vw-f ’ Q Corporate/ Occu\pa/tit:n: ; PY‘ f'

Add:esswm . PMne:Qic(aBl!cibﬁ' Email :
Procedure/Plan: : Cuclage DOS :

{
MODE OF PAYMENT '\.Eé'LF O TPA : CM OO0 GIPSA : 0 OTHER
TARIFF INFORMATION : MR. Bluarena- K .
ROOM DAY
ATEGORY- GW SW TSW PR DLX NICU PICU MICU CARE
Room Rent & ’
Noriog St dwt §| /
DoctoksFe€ v 3] £
L. Tk s / 4}-@0’0 ‘
_, PARTICULARS - s - AMOUNT(X)
Sqrgedi’s / Anesthetjst’s Fee / O] Chafges Sb000
O.T Consumables (3 m Subject to approval by TPA/Insurance Company
Instrument Charges Not Covered by TPA/Insurance Company
PhaMumablr{‘s_{zWﬁons £ A M "#’ As per actual ~ Not Included In Estimation
; Monitor : ] Oxygen: I Infusion Pump/Syringe Pump:
Equipment - -
Clisiom Ventilator Conventional: HFO-SLE 5000: HFO-Sensormedix:
Phototherapy | Single Surface: Double Surface: Triple Surface:
Blood / d Products / lants / IP or OP T
P Ig: /ﬂ C C Wi, e, 'ﬁ’ As per actual — Not Included In Estimation
. Package 3 "
omes  AUA-OK; MRD | RScD,  (ovppuded- 2200, PR-2K
Initial Minimum Deposit / 7

Solal
REMARKS : TV .

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

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

3. In case the patient is shifted from lower category to higher category, all charges for the consultant visit, investigations, operations and/or procedures from the date
of admission will be according to the higher category.
Room eligibility is purely subject to TPA approval and the Package/Room tariff starts from the time of admission.

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

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

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

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

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

10. Tariffs are subject to revision.

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

ey

A\ e 0 DECLARATION
I - x have attended the Financial Counseling desk and understood the d costs and other conditions
applicable. In caseg v rejects the claim for whatsoever reasons at any point of time after discharge, I promis e the claim with the hospital.

Signature of the C@t (S_) Signatory Relationship Sign&oﬁe Financial Counselor




