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| SURGERY DETAILS

It takes a lot to treat the fittle.

|
'1 Date : 13,5#\6

Patient Name: M@Nf\t/‘&ﬂ“ﬁo% Date of Birth: f.ll‘!)‘{[f“”‘r Age: .2WY........

Gender: M ................... | Ward < oo B0 T UHID No.: ..MAS -~ 00323(3UL§

Date of Surgery: t%l5[ﬂ5 e (J0T-1 JOT-2 [J0T-3 JOT-4 (JOBGOT-1 [ OBGOT-2

Name of the Surgery : ..... ?aﬁo&w} Cgﬂ?w’b EJ}\MV&O ............... I e ... ooonoeensiinn

}
‘ L]
Timein:.....04. D0RAw...... Time Out -......2.2.. B0 Awg...........
e
NAME AMOUNT
1. Surgeon o QT ...... cquLwam_E) ........................................................................
T . P A AR
3. Assistant Surgeon : ........... Drfﬂpoojﬂ ...........................................................................
4. OT Technician & ... BT SR SN D
: r 1
5. Circulating Nurse : .......... & &J(«,Dﬂ/’w ................................................................................
6. Assistant NUISE  © oooooveotovreeenne, ép..g..,.g\,awmpﬁ\ ..................................................
Special Equipment.  [] Laparascopy ] Broncoscope [ ] Harmonic [] Morcelator
[] C-AR ] Cystoscopy IZI Versa Point ["] Liver Cusa

O Neurqj Cusa /Zﬁers M.f-@can ......... %7/7 vl e

“?(,26'5 _orud 68

Signature of Circulating Nurse

Order No: ...2.7.0004 6.0, 5.8.%—‘../.@&48. ' Order by: .............. { WoLO0O R, @@ .

Docu. No. : RCHBH/FRM/GENERAL/114
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2 ‘ Rainbow Children's Hospital - Banjara Hills

o
-

Rainbow . 8-2-120/103/1/2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children's _ 7 ! Telangana, India ,500034.
Hospital = TEL NO :+91-40-4466 5555

R | WEB : https://rainbowhospitals.in

‘ ADMISSION SHEET

: ; i TR e
Registration Details :

Admission No : IP5-00173762 |Admit Date : 13-May-2026 Admit Time :08:32 AM UHID : MAH-00371748

Patient Details :

Patient Name - Mrs VENKATA NAVEENA POCHA Age :31Y1M12D
Guardian - Mr MALLU DASARATHARAMI REDDY DOB : 01-04-1995
Gender : Female Religion
Occupation : . Martial Status : Married
Address (H) - FLATNO G3, M IGA SRI APTS, RDNO 7, Phone No : 7730054476
ANAJANEYA NAGAR, MOOSAPET Bharat Nagar Bl . e
colony Hyderabap Telangana INDIA 500018 . : na@gmail.com
Admission Details :
Bed Type : DAY CARE I Bed No :PRE OP 405 Ward Name : 4F-OT COMPLEX
\
Room No : PRE OP 405 Admission Type : First Visit
!
Contact Details :
Name - Mr MALLU DASARATHARAMI REDDY Relationship  : Husband
Contact Address : FLAT NO G3, MEGA SRI APTS, RDNO 7, Phone No . [ 7730054476

ANAJANEYA NAGAR, MOOSAPET Bharat
Nagar colony Hyderabad Telangana INDIA

500018
|
V&,%
Signature '
Doctor Details :
Doctor Name : Dr. SUDHARANI BAIRRAJU Specialisation @ INFERTILITY
Referral Doctor . Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 13/05/2026 08'33| Printed By : 015513 Page 1 of 2
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Date of Admission: ____ | ___Time:________ Date of Discharge: ___ _____ R
Room /BedNo:_ _ _ _ _ Seersman s S e Suggested Billablebed type : _ _ _ _ __ __ ____ _
WARD TRANSFERS

Date Time From To Signature of Nurse
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INVESTIGATIONS

Date

Investigations

Order No.

Signature




MEDICAL EQUIPMENT| (WARD & ICU)

Name of Connecting | Disconnecting
Date EquipmenJl Time Time Order No.

' 5 0009 b D

\5\'5‘95 [mcfm Monfov | 08558 {1i30fy Sgu? ef«ma_a,cm_

alshe  gtbaso doincde A0Ang | 0)i20Auy ol o

Signature

Juoau ao’Pﬁ =




PROCEDURE

Date Procedure Quantity Order No. Signature
e ' 5 -000960
5?5&6 2V LavuluZio 0] SB gt Kusascopy
it Lt 3. DP Las's Ko
ANY OTHER INFORMATION
Date Time Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




MAH-00371748 IP5+00173762
Mrs VENKATA NAVEENA PDCHA
01-04-1995 31Y1M 12D (F)

I ‘Birth Right

I
FERTILITY

BY RAINBOW HOSPITALS

OUTPATIENT NURSING ASSESSMENT FORM

| Date: IE}{ Q(’ ............. Time: ..... 6. 3:2...4060....
Chief Complaint: ...............cccccenen.. IR T memssassrisiasmrsm R b vt b issiiissni it s S b saupinss

........................... BB e R R R R R R R R R R R R R R RN RN R R R

Allergies; (] Yes (J No [ Medications [ Blood Transfusion [ Food A NotKnown

T T T o f T I T AT W T R
0 .
Vital Signs : Temperajure: ...... agie .. Pulse: ......... ‘41‘:?PW) ..... Respiratory Rate ....... ?‘?"‘W
gp A% .’.’mmﬂpo! ....... 99> weight.. <6544 Heignt. L:6)... w29
Pain Screening: (]Yes [JNo  IfYes, PainScore:..................  PainTool Used: (] Wong Baker mlPS
RISK FOR FALL: Functional Screening:
History of Falling: within past 3 months OYes [ANo [~ Normal Activity of Daily Living
Ambulatory Aids: Ifthere is abnormal ADL check one of the following
Wheelchair [ Yes No [J  Mobility Problems
Crutches / Cane / Walker CJYes [AMNo (] Dressing Problems
Uses furniture for support ClYes [AND P it
Gait/Transferring: ‘
Bedrest /immobile OYes Mo Inform consultant for positive criteria
Weak CdYes [ANo
Impaired (] Yes 0
Mental Status: i Nutritional Screening: _£Tlo Abnormaliies Detected
Forgets limitations | OYes Zo (] Abnormal BMI
Vulnerable Patient ' LJYes [Ho []  Appetite Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING [J  Loss of Weight Observed in the past 3 Months
Fall Risk Intervention: WEE T E R
O Escort while ambulating |
[J Assist Patient , Inform consultant for positive criteria
[J Educate patient and family m* fall precautions/prevention

Psvcho—SnciaI-Econumic-Spiriiu;LScreening: (4 No Significant Findings
[ Single  [-Married : LivesAlone [ Liveswithfamily [ Lives withfriends [] Abnormal behaviour

Inform the physician about any unusal concerns about patients Psychological / Social Status: ............... L\J..i.l .................

Inform the physician about any spititual needs, if applicable

Nurse Signature: ........ (g .......................... Nurse Name: ................. (gh'? Lo O/ﬁ% ...................
Date &Time: 1.3)] ‘5}15@ ..............

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




MAH-00371748 IP5-00173762
Mrs VENKATA NAVEENA POCHA

gT-D;-ﬂOs 3MY1M12D (F) ;% =
[~ Dr. SUDHARANI BAIRRAJU Rainbow 2 . L
S Children’s | g BirthRight
Hos pital BY RAINBOW HOSPITALS
PAIN AssEssMENT FORM 1t takes a lot to treat the little. Your Right to a Safe Delivery
Pain Score Modifying | Patient / Family
Daia Time (0/10) Location Duration Acuity Character Facters Educated Intervention Sign
\6 L 1 Continuous | [ Acute (] Sharp [ Dull [J Increasing I Yes Fta nﬂ.’ ]___,—
e, @w« 2 TJ Intermittent | (J Chronic [1Aching [ Burning | [ Decreasing | ) No v ﬁ"
(1 Continuous | [J Acute ] Sharp [ Dull [J Increasing ] Yes
S [ Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | [ No
"] Continuous | [ Acute 1 Sharp—-Dull__| sin ] Yes
C1 Intermittent | [ Chronic [] Aching ] Burning | [ Decreasing | [ No ———
(] Continuous | [ Acute (] Sharp [ Dull ! Increasing ] Yes
[ Intermittent | [ Chronic (] Aching [ Burning | [ Decreasing | (] No
[ Continuous | [ Acute (] Sharp [ Dull [J Increasing O Yes
(1 Intermittent | [ Chronic (1 Aching [ Burning | [ Decreasing | [J No
(1 Continuous | [ Acute (] Sharp [ Dull [ Increasing O Yes
(] Intermittent | () Chronic (1 Aching [ Burning | [ Decreasing | [ No
[J Continuous | [] Acute ] Sharp  [J Dull [] Increasing [J Yes
(1 Intermittent | [ Chronic (1 Aching [ Burning | [ Decreasing | [J No
[ Continuous | [ Acute ] Sharp (] Dull (] Increasing [] Yes
[J Intermittent | (] Chronic ] Aching (] Burning | (] Decreasing | [J No
[J Continuous | [ Acute (] Sharp [ Dull [J Increasing [ Yes
[J Intermittent | [ Chronic ) Aching ] Burning | [ Decreasing | [J No
[} Continuous | [ Acute (] Sharp [ Dull [] Increasing [J Yes
[] Intermittent | [ 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:
b) Then every 4 hours.
d)  Within 30 — 60 minutes after pain relief intervention,

a)  Atleast every 2 hours for the first 24 hours
€)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152
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PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

No Pain

&

0
No Hurt

1 1 1 1 | 1 1 | ]
I I 1 [ 1 T LB L 1
2 3 4 5 6 14 8 9 10
Worst
Possible Pain

Wong - Baker (Pediatrics) Above 7 Years

®SS S

Hurts Little Bit

&

10

Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
) , § Occasional Grimace or Frown, Frequent to constant frown,
Face No Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
Laying quietly normal position, Squirming shifting back and
Activity moves easily forth, tense Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficutt to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 -1 0 1 2
Crying No Cry with painful | Moans or cries Appropriate crying Not| Irritable or crying at | High-pitched or silent-
Irritability stimuli minimally with painful | irritable intervals consolable | continuous cry
stimuli Inconsolable
Behavior State | No arousal to any Arouses minimally to | Appropriate for Restless, squirming | Arching, kicking constantly awake
stimuli stimuli gestational age Awakens frequently | or
No spontaneous Little spontaneous Arouses minimally / no movement
movement movement (not sedated)
Facial Mouth is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intermittent continual
Extremities No grasp reflex Weak grasp reflex Relaxed hands and | Intermittent Continual clenched
Tone Flaccid tone decreased muscle | feet clenched toes, fists | toes, fists, or finger
tone Normal Tone or finger splay splay
Body is not tense Body is tense
Vital Signs HR | No variability with | Less than 10% Within baseline or Increase 10-20% Increase greater than 20% from
RR, BF 520, | stimuli variability from normal for from baseline baseline, Sa0,less than or
Hypoventilation or baseline with stimuli | gestational age 5a0,76-85% with equal to 75% with stimulation -
apnea stimulation - quick | slow recovery Out of sync or
recovery fighting ventilator




e L bo
01-04-1995 31Y1MI2D () Rainbow" . il
T MULII-DISCIPLINARY PLAN OF CAKE FORM  Ghisrr | @UBinthRight
Diagnosis: u"wrfw (‘7M (b%’f
1 i J =
Er'i‘::;: Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
,5\ - U Afedical \LJ/;IItIa] 907/{:: "(—6 vefhewe /@'Obytl:— #ursing
~ [J Nursing L1 Modified . - - ) [J Others:
J/ = Others: O Pe[i [I)IL:3 Q@'(Lﬂ G wamﬂuf - -{{Q._G,Jh O:V:G.L:j _ J/ &
_‘&%&rﬂ CPostOp COVMJ&Q"CQJ(F@VVJ W;:I UUKLL, %
O Medical O Inital [Pa)‘%em‘ e Come. )Qﬁe{aw} Y 4 oo 7 Medical
ool 5§
tb‘\ 5‘&6 “"Nursing O Modified <g{) O0 Q-Q UAVW\\A\O( CJ Others:
[ Others: #T"Per-Op ¥ Ud ”V\Of 1\)‘1’\‘0& *0 0’_[ J\)VO‘)O
jﬁ@’ical O Inital - Lo OQC‘CMAJL O Medical
\%)&%’ (1 Nursing O Modified R&‘ 'FN TQ"J‘ enlb- eSfhont] ‘AU'(/ meS’L 4 Nursing
A 0 Others: yop S heuny O Others:
qo\‘}'b Post Op sl
| ovedea |0 e mewj nad 1 pplvised] reg - | exylofineof VO(HMF : £ Medieat
t‘%‘\d"" ) Nursing [ Modified d pnQ wnen U |k VD(-—P,{/& awv\f O(TS M')—g'e @ © Nursing
AL USh 1 Others: O Per-Op uﬁ&fl A2k 40 5 ™wi {g" ot ULy O Others:
b J\ O Post Op Uy\d {TY &{f VPI ( id & O(FW\ docc(-qy
A U WGUES v kel mon % gr €~
[l Medical O Initial [ Medical
I Nursing O Modified ) Nursing
I Others: O Per-Op O Others:
O Post Op

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




i At Rainb”. [
01 M1”5mm a::;nl:‘u Children’s Blrtthght
| Hospital S ASBEI L 06 VDS
RTIIT \4||||||Hll\| CONSUMABLES OF OT ‘22!l T
Cii R .. Te¢hnician : Yemkatloiv . Date: Lyk‘d“J’lB Time ‘:‘,QO’I .................
Anaesthesia Disposables o ¥ ws | Surgical Disposables wsuod Y sea|  Disposables (Baby Side) .
ET tube Major Pack Inj Vit.K
LMA N Sutures Cord Clamp
ECG leadsﬁ A/ )} /N (OX3 Suction Catheter
HME filter :T//P /N Feeding Tube
Syringes :10cc 2 Vaccum Suction Set
05 cc i 4 Gloves Surgical Gloves
02 cc f Gauze Pack
01cc Syringe 1ml/ 2mi
Cautery plate : A/P /N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL Cautery pencil
NS : mmﬁmOmus mi / 1000mi ™ Koochies MJ’M apwn- oL |0
e m,, los | | Ointments Orndh - atiaas |04loy
5 0 1 PP P Q g‘\ Oy | Suction Catheter 1 Y 1 p! ol
Fentanyl &\ | Cap, Mask 95 %[5 LU 500w o1 |01
Morphine Gauze Pack Al 10D ) m-01
Ketamine Mop Pack vt cores 02| 02
Propofol 0% | Steristrip ’ Three way 0l 0l
Rocuronium Underpad R0 G fannula _|OL|0O]
Glycopyrolate O\ | Draw sheet B2 Dy Totee by oy 0]
Myopyrolate ~ | Abgel Gt ¢ Gl . lassEaE
Ondansetron Foleys catheter loee § Yral 02 0L
Pencan 25¢/ Spinal Needle 22 Urobag 5ee 8 M Dy D)
Bupivacaine 0.25% Chest Drainage Catheter D- Lo a‘ﬂu 010 A
Bupivacaine 0.25%(Heavy) Romodrain bag €armosa COWL i D)
Antibiotics Bandage PAllos oy I oL | o]
S Mudas sl s &) | Tegaderm T2onso koo minig) (01 | 0)
Suppositories loban y e
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg ‘ Vaccum Suction set
Justin : 12.5 mg / 25mg / 100mg j Plastic Bed Sheet
Tab. Misoprost : 200mg | Betadine Solution
(Jossee_ | | () \ . Microshield
\ ; " | Cotton Balls
' Latex Gloves
Ramdione Scrub
Saral J
Surgeon DY Sudhotawn & Anaesthesiologist O Ad ittan Nurse Lecaroo P4 (%’ %&ﬁi‘&’g};
Order No. 5"000516053“0}&5‘7 R ....................... S,

Doc. No. : RCHBH/ FRM / GENERAL / 125
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Mrs VENKATA NAVEENA POCHA :
01-04-1995 31Y1M120 (F1

Vo

Morse Fall Risk Assessment Form

Rai | 2 e .
Children's | @ BirthRight
Hospital .

It takes a lot to treat the little.

\

-

= ®

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

i
Date / Ti 1
Choose Highest Applicable Score from each Category R :c/m;me AN Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No il Tif T D Risk Level Mom: '::tsl )Scm T AT
Secondary Diagnosis Yes 1
(more than one diagnosis) No 0 o
Furniture 30 Standard Fall
W Risk 0-24 :
Ambulatory Aid Crutches, Cane(S), Walker 15 AT Precaution
None /Bed Rest /Nurse Assist 0 o
2 0
IV / Heparin Lock or Saline :es 00 e Implement
» Moderate Risk 25-50 Modera_te Fall
Impaired 20 :’rtevemlgn
GAIT / Transferring Weak (uses touch for balance) 10 prbiiang:
Normal /On Bed Rest /iImmobile 0 o implement High
Forgets limitations 15 P Risk Fall
Mental Status ngh Risk > 51 4
. Oriented to own ability 0 0 Prevention
Intervention
Total Morse Fall Scale Score:
28
Signature a&‘éL

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

Low Risk (0 - 24) (Standard Falls Precautions)
,Ei’E'nsure patients use their prescribed eye glasses if any, in the hospital

J"Use chairs with arm rests

Z/ Use safety straps on stretchers and wheelchairs while ransporting patients

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

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

(] Hourly safety check

[] Assess patient after visitors, leave to ensure safety measures in place
High Risk ( = 51) Apply all low and moderate risk interventions, and.
(] Initiate constant observation by healthcare provider as appropriate to patient's needs
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2
Rainbow”’ . —_—
Children’s ‘Blrtthght

Patient Sticker

. Hospital BY RAINBOW HOSPITALS
Morse Fall Risk Assessment Form e e
X _ Date / Time ; .
Choose Highest Applicable Score from each Category Ste Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 Risk Level Morst:':zlsl)Score ok
Secondary Diagnosis Yes 15
(more than one diagnosis) No 0
Furniture 30 Low Risk o5 Standard Fall
Ambulatory Aid Crutches, Cane(S), Walker 15 Precaution
None /Bed Rest /Nurse Assist 0
" . Yes 20
IV / Heparin Lock or Saline . 8 Implement
L Moderate Risk | 25 - 50 Moderate Fal
Impaired 20 rrte\’e”t'ng"
ntervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /Immobile 0 Implement High
Forgets limitations 15 Hiah Ri > 51 Risk Fall
Mental Status igh Risk 2 :
Oriented to own ability 0 :]rgmggn
Total Morse Fall Scale Score:
Signature
Tick (v') whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions [ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 — 24) (Standard Falls Precautions) [} 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
[T} 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



MAH-00371748 IP5-00173762
Mrs VENKATA NAVEENA POCHA ’{’é‘
01 04-1995 31Y1M12D  (F) ol S
p e r. SUDHARANI BAIRRAJU Ral_l‘l bOW’ . ; h R. h =
g IHiII|llIHIIIMIlIIIIlII||II|I|IIII Children's | pg BirthRight
Hos pita| BY RAINBOW HOSPITALS
1t takes a lot to treat the littie. Your Right to a Safe Delivery

MEDI&ATION RECONCILIATION FORM
DRI i \;—‘-H? ........................................ _(1(1 known any Drug Allergies

Medication Reconciliation ml1 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 liﬂe of admission shifting from ICU to Ward, or Ward to ICUs)

S R SN 100 S SRR s osiinicisinsiiif s i b
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | nave / Time ?gﬂﬁm
¢ 2 g,e/
Tap C4eerqoLiNe | O l§‘"7 1%/ on 12&{5 [1DC
2 (¢ 0oC
3 OC¢ OJDC
4 | Oc¢ ooc
5 | O¢ Cpc
|
6 ¢ 4ODc
T
l ¢ ODbc
8 ‘ ¢ CObc
9 J’ (JC CIDC
10 | Oc OJDC

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : . Zb( e
Date & Time : .. \3) T’?/C, C

Nurse Name & Signature: ...... é{c«? Mﬂ[)‘\ﬁ{’% .....................
&NUU ’\ ....... ﬁ,({%@g~‘{04"‘j

Date & Time : .......!

Docu. No. : RCHBH /FRM / GENERAL / 090
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PROGRESS NOTES AND DOCTOR'S ORDER

231'-?'“ Progress Notes Doctor's Order
L9) | i
\,‘E\Q% Patient came dd e e Rebirtund
i iy
3 PLclele
'(ch @
PRL &floym
' 8]?’ | ,;{omﬁﬁ
s, ] ©
; U
Padiond com be ) (Ced 0
i 8T for. OR
1
| X ,)a»jox ,

. T

/1
/(,x

P
S, 7

|

\J// \&g\/ :

g

Potie st cowdogo il

\

\Jﬂ_“?

viteds | etoutd

|

D‘\?cLM%L WM e x4 lcls

rot

i

Pcth'\l;wxp' —an 1;:4 (QJ"!C"\O\%,

T J

\,\%’”& P@@*{fca :

Docu. No. : RCHBH /FRM / CLINICAL / 088
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Hospltal BY RAINBOW HOSPITALS

It takes a ot to treat the little.

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes

Doctor's Order

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




\onus . BlrtthghtW

CONSENT FORM FOR EERTILETY S

ASSISTED REPRODUCTIVE TECHNOLOGY PROCEDURE BY RAINBOW HOSPITALS

Patient Name\.\laﬂk&&)....m.maac po(’.@@ Age .. Sly. UHID No..[OH ~ORHTFUER....
I/We have requested the clinic .. 213 H0). ?’/\i ..... ﬁ&ﬁbl"j ............. QOU 0b0LY. ‘H’OJP ‘,(TCJH
wit

(name and address of clinic) to provide us

reatment services to help us beéar a child.

We understand and accept (as applicable) that:

b

(i)  The oocytes will be fertilized.
' (i) Even if there were fertilization, the resulting embryos would be of suitable quality to be transferred.

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

circumstances, the treatment cycle will be cancelled. Bl TkD\ m‘t F ertility ,)yi b
There is no guarantee that: Rainbow 99“"’“ j"‘",'\”ﬁ,
(i)  The oocytes will be retrieved in all cases. pa;!;gh i .-:xi Telangana-500 034

All these unforeseen situations will result in the cancellation of any treatment.

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

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

If a clinical pregnancy does result fronﬂ assisted conception treatment, |/ we understand there is an accepted risk of
multiple pregnancy, an ectopic pregnar‘\cy or of a miscarriage. |/ We understand that as in natural conception, there is a
small risk of fetal abnormality. .

Medical and scientific staff can give n:jassurance that any pregnancy will result in the delivery of a normal living child.
The uncertainty of the outcome of the procedure has been fully explained to me/ us.

I/ We fully understand the risks of treatment including;

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

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

Docu. No: BRFRH/FRM/CLINCAL/040 : (P.T.0)



10. I/ We have been fully informed of all that is involved with the In Vitro Fertilization / Intracytoplasmic Sperm Injection
technique and have been advised regarding the chances of success, the possibility of multiple pregnancy occurring and
other possible complications of treatment by the doctor. |/ 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: .f.'...UGnM:te...Ma.u.ema Husband Name: .M.:DQ.C@XQ.‘EQ..@JM.EKM?
Signature: ..... (PV R N E R LA Signature: M ........................

525 ®... &19'9 Date & Time: . Dl)gllé @ %

Date & Time: . D\I

Endorsement by the ART Clinic:

I/we have personally explained to w \\JC,\W.UYE .and . Dmo\mkﬁof@m* .%e degiisn;?m

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

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

Wife / Woman Name: ..R_..Um(gafa...uauema. Husband Name: Ad+.£. ) e atha. {0047, @ccﬁj
Signature: (PVN L P RS R Signature: M fmﬂc'}df\, ............
Date & Time: .. (A SILE@ ...... o?.l').rt} .............. Date & Time: . @l] ] 26, @ 3{)9 ....................

Name, Address and Signature : %/‘ ........................
of the Witness from the clinic .. &ONDO?‘? ..........

Date & Time: Gl ........ )L(:@O)&D P"V) .......

Name of the Doctor:

Signature: ‘:@f\ﬁ/ ................................

Date & Time: (3[/5 .............. 95\?*; .................

ADTTESS: ........5 4001 03H- Suivey

Date & Time : @‘]FS” /Zé



'CONSENT FORM FOR

FERY FLETY
BY RAINBOW HOSPITALS

FORM-12 ‘BirthRightﬂ.

OOCYTE RETRIEVAL / EMBRYO TRANSFER

Patient Namewenhaﬁa NovReNa. IODCD/Q Age: . &t\} . UHID No: YNAH. ~00.3H FUR...

R . Bibd < B ‘1&’ ..........................................................................................................................
Name & Address of the ART Clinic: ... & Ath&ieylat. .. '/‘%bf«*“j ...... by....Lau k... HD&FLJ"’J

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

1/ We consent to: |
a) Being prepared for oocyte ra;trieval by the administration of hormones and other drugs.
b) The retrieval of oocyte(s) frqm my ovaries under ultrasound guidance / Laparoscopy and under An_aestngsia

.7-||‘(.
HiQ

| / We understand that: R NiEe 03, Road No. 2,

I/ We had a full discussion with ... EN.... Saalbhan@ou B ... r @qutthg;bms pfdcedt?tag@ané the
risks and 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 pases can be identified ahead of time but only to a limited extent. Further, at times the
ovarian response is poor or absent in spite of using a high dose of drugs. Under these circumstances, the treatment cycle will

be cancelled.

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

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

Wife / Woman Name: Q’...kmmiea..m.mm. Husband Name: M.:Qaia.mf.&aﬁa.m.l..& ;

Signature: ...... ’P L o : Signature: mW@_@_&_ .........
Date & Time: 1315, s A | Date & Time: l)l.SJl‘:@/!é"J{Ak/)

Informed consent:
The above 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 satisf:%ction.

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
on us. With our signatures, we certify that we understand the implication of these procedures.

|
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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: ...I?f..\&h.karfa....[\/a.wzma Husband Name: .M..z...“m.\f.mffia..gam. oy 2
Signature: L7 R L Signature: .. AL 2. LD A B el ...

pate & Time: 12].5.| 26..(2....08 30 . Date & Time: .12.[.5.] 2.6, @083, ..
Endorsement by the ART Clinic: fotna .
I/ we have personally explained to W’.mtoﬁ@ LANRRENG . and ... Da)ov.adoo @}m* . Q“—d#!f 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.

Wife / Woman Name: .9:..Um{m«£§....m.uma Name, Address and Signature: ........«8S..coooeoevrerecnnne
Signature: ?VNW&% ............................. of the Witness from the clinic ......&2> DAL ...
e & ime: )3/ 5,26, (0825

Name of the Doctor:
/A
Signature: .

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: .M.:.Qaﬁa.‘ﬂglﬁia.ﬁam.{. A?tmlaf\ Name, Address and Signature: ....... @u)ﬂ, ..............
Address:r.p.la-k.No_:_fmg.,%a&v.&...@ﬂlg;.m&k of the Witness from the clinic ... §¢2. 0025 .

Signature: M,@,kf,;é‘iﬁ ................ Date & Time: 13)5]9(2@05”% ..........
Date & Time: 1«33]‘51“ ....... ...8:35%m ..

Name of the Doctar: . LY. Suclhaaans. 3.
Z L
Signature : .AW/L\—Q e = TN BB o\ R

Date & Time : \.'3.1.5. }15@065&%}

o ©,
L '(;{},. <

-
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Authorization By: Uétient O Pqtient Attendant

Operative Procedure: ... 49 UYEC-. | %ﬁ\fﬂﬂ ....................................................................................................................
Anaesthesiologist: ....{124. .. %ML{LM ..................... surgeon: ....[4.... Sl{dmm ..............................................

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 anagsthetic to numb a specific area of the body for surgery: Prolonged pain relief can be achieved
by infusing weak solutions of local an testhetics and narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

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

O Others .............. D%Waﬂz'(an,gm@mmv ...............................................................................

Declaration by Patient Attendant ;

e | authorize and give consent for adaesthesia as considered appropriate by the anaesthesia team
[J Regional Anaesthesia [] General Anaesthesia onitored Anaesthesia Care

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

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

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

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

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

|
|

Patient / Patient Attendant: Witness:
Signature: !\l / .................................... Signature: M .
Name; .......P- Neakeda...... !Nj_ﬂmz.n,c.., .................. Name: ..\ Qnmmmcﬁmd i l%‘,,bl
Relationship with patient: ...S.éi.lr.éf PR . T Date & TiMe: ........... &5 la0d6...... J@Z&P ............
Date & Time: ........... 5..‘.5_\_&%.& ........... R:&Sp)...

Doctor (who is taking consent):

.. Time..... LX:28p1N
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Diagnosis:

B.P/ CRT: {03,/65 HR: ‘73’/ ........

///
Rambow . .
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k.5 W&(.l\’/’ ...........................................................................................
Weight: Sb: 5’}’7; ASA Physical Status: 011 m/3 04 O5

Laboratory Data:
Hgb: ll'{|1 Glucose: {f PO il IV i i i X-Ray:
pov: .. 42" 1 gl - eaasae. . HBS Ag ECR: .. i
wee: SHOO.:.. ot . TR HOV: ... 9D ECHO: .o
Plate: ...&%.¢].. LRIV — 3 0 S Blood group Stress/Anglo: ................
i Kool e LD R i Y T N (51 oA R, e 1
L Y A—— Ca++ l . DK DhBES el ciesibonniassen TH L iaanant i =
INR: 7 TVRE T e, Amylase: o e TOH i cussitapimissssigincs
e l .. SGOT/SEPT: ...t c
Allergies: .
| NLOA
Medical History: CVS: 9 '
RESP : / Diabetes : -
el NOE ¢l Lok~
Renal : 5 U 4
Hepatic / GE : J Physical Activity: m [ B
Others : \/

hysical Exam: m

i
|

. Past Anaesthetic History: H
Physi fﬁ

MM‘%%‘W&?& unzwiji

Airway: MP 1 2@ 4 Mouth Opening: Wentohyoid Distanc@% Neck: ﬁv) Teeth: ¢ bt
Lungs : 8%@ é@, al

Heart: | < 5 @ Tqve:

CNS: Hm F@

Pregnant: [ Yes (A0 [JNA

Venous Access Site : act

(Whwuwbtiliey £ mild

Anaesthetic Plan: {JMAC [REGIONAL

CJGA-ETT CILMA

- /] Spine Exam,for regionalh:J
g Prmesay

[
Al -

Peri-Operative Plan Explained to the Patient: gﬁ({

0 No

CURRENT MEDICATIONS

DOSAGE

b GILLcOMET SR

1. DVT Prophylaxis :

Informed Consent:

Other Instructions:

Signature: ............ L [2 . 5 ............. Name:

Docu. No. : RCHBH /FRM / CLINICAL / 044

Pre-Operative Insiructions:
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. NIL ORALERE e B2

tandard T High Risk
Post Operative Pain Management: @Bﬁcussed with Patient
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Pre Induction Assessment:.

2z
Rainbow® . . "
BirthRight
ANAESTHESIA CHART  jhaoreat ~. .mg

.

Change in Patient Condition:

/D/Yes\/D’(o

=

Fasting Status: M

Physical Status: /Ei{atient Identified \J_/E?/Consent Present 10 ’Chart Reviewed
H.R: g f BP/CRT. 101 ]7v |S00; DL | RR: g LastFeed: /[ =~

Pre-OP Diagnosis: ........ AV MY d.ﬂ.la.{;!v..

peration: ...

51.?.‘1..44.,...

/WMAQO% el Date
/3150

7
V(11| I BA——— Q/MW% Anaesthesmloglst Technician: ..... V ....................
TIME ] W hAa
=4
:ﬁg«g 0, >3 /J}f_ | Antibiotic
YA <6 =
B VA i yn( Y .
JW T [2%)) LMMI / ('/; _SWWSWW
1"\N‘?' ] nﬂrPD 7 480 _Ofr £ 210
Biood Loss
Fi0,/Sa0, 1m0 [ fa 37 O "
ETCO, 18 | 2y TR L
ECG Men[ T
me NOTES
FRvTaal i -
g LY VT
&
8P 240
V Systolic 220
A Diastolic
X Mean 200
» Heart Rate 180
Tourniquet on Time
Toumiquet off Time L E
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Throat Pack In
Throat Pack Out 120
ToN A LA
80
60 Pt -
40
201
10
0
ABG
LAB Values
GRBS
Others .
" Equipment Checked and Temp: Inductio > G Regional: _
Functional ) HME ] Fiuid Warmer Owha VT wP Extremity TR R
=8P e J Cling ] OH Warmer O Pre 0, 1RSI r\/c/() [ Spinal [ Epidural
uft Site: LY. ) ers [ Cotton Wool [] Others VMY OUIBTS: .ovoorerernsnesssnsesnens
] At SRE: ...neciennns Other - —
O o ] Mask ] SGA / Posllion: ..................
{‘ifn;Site Times: 5 ] Airway [] Oral ("] Nasal B e
.0 - R o ETT# =T O R Needle Size: .........L............. Depth: ...
] nt Monitor (6, gl o R A S [ Oral [INasa)) [ Cuff Parasthesia ] No
Orirmober DP BB ,?7 [ Tracheostomy [] Topical
] Ventilator Anaesthesia: 1 Awake / [C] Direct Vision
1 Nerve Stimulator O [ Video Laryngogcopy [] Stylette / Bougie
onitored Anaesthesia c_qre [] Fiberoptic :
:j’/m?« """" [ Regional c Blade# .........../ . ARBMPES: .....oooooocvcrnniininaes -
ressurePomtsGhecked DitSculty Why?
Line (Size & Location) W Transpgrétion to 4
E\'B Care: CICVP: ... (] Bilat = 'ACU Jicu 1 Other
= _? ] ART: ﬂ, U ] Semi-Qlosed Circle Reversed  []Yes y(
ape 1 .
] Padding o .. e g EI;S: e Name ofmeDoclor:.........Q.‘!’...... PR ﬂ/) ......
O] Awake o Signature of the Doctor :.. /.
A
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0 i g e [
| DRUG CHART
| 5w - | Alepp : -
Date of Admission: V) Kol Yo ‘ Drug Allergies: ........ccoeeeeeeeteiinnns L Aot 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 - 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)
. Dater
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pha
Additional Instructions:
g Date
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Dater
DRUG : Tie
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period] Pharm.
Additional Instructions:
Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
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W

REGULAR PRESCRIPTIONS

_Weight. ...cc.ceimniniss Ward. -o.ooonmnnas

Date

DRUG :

Ti@e

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsemerit by a Sign

DRUG :

D_ate >

TI@

Dose Route

Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»
Til;ne

Dose Route | Frequency

Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater
Tir'ne

DRUG :

Dose Frequency

Route

Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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01-04-1995 "A:EE"‘”‘JC’M ' Weight. 56(&}\ Ward ..l‘lp....[.).....
Dr. SUDHARAN TY1M1ZD (F)
I i =4
I ” , T iU}e Nurse Sig. ] Nurse Sig. ] Nurse Sig | Nurse Sig.
Dose Dose Dose Dose
DRUG : | Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
|
Route Sta it Date | Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor . - pose . pose
) Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: [ pose o o -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIUIE Nurse Sig. NUfs‘e'Sig. | NursgSig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : ’ Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
ROU tB Sta rt Date l Dose Dose Dose Dose
[ Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor foee . L -
- Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: o i e -
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. e Dosage & Other :
Date Time Medication j Signature
. Instructions Routs g N‘urses
% | A nS 9{ : ] 5 3
A | g2 vt) . e v 72
i 7 i} | N
'
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RO V. FLUIDS CHART  veigt .56 86 wars = V£0T

iposition of I.V. Fluid

(m imusion, mention ml./hr = Mcg/kg/min. etc)

Flow Rate| Doctor | Nurse | Dateof | Doctor | Nurse

Route i ;
ml/hr | Sign Sign | Stopping| Sign Sign

Ao esml JOIe W -ZOOW"P@ ; DI @\i% |
4
b

_\'o\é?'“ A 1OR- Ty @%'F x r’M‘qo
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Mrs VENKATA NAVEENA POCHA
01-04-1995 31Y1M12D (F)

DHARANI BAIRRAJU

T T
SAFETY CHECKLIST

Surgeon : LD Cudlaos oma B

Asst. Surgeon ; Dﬁm&?oi‘) .....
Anaesthetist : .. 0%« Ol .
Scrub Nurse ; ...... €200 . NN ...

23]

=3

Patient Name : M%'\Qﬂ"wp\,ﬁ‘g{e kY. Gender :
UHID No. : MK_}; ............. Surgery Name : &Du.fl;ﬂdv .....
Date : !3)14% In-time : .....8. 504w, Out-time : .. A120A..

\

= N
....... ainb-fawo . : §
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a kot to treat the WDe. Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time.... &2/ 12 TIME OUT  Time:. 0258 Awy SIGN OUT _ Time:.4:2.% Ang

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

Identity -~ es oo~ || introduced themselves by Name and Role 7-¥es (1No The Name of the Procedure Recorded  (Y6s [1No

Site \=Yes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure CYes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) (Y65 [INo = NA

Consent \}Yﬁ CINo Correct Patient (Check ID Band) #Yes CINo The Specimen is Labelled (including
Site Marked CYes CINo (INAT Correct Site #AYes o patient name) OYes CNo CINA |
Anaesthesia Safety Check Completed L}Wﬂ? CNo Correct Procedure ZYes ONo Whether there are any Equipment

Pulse Oximeter on Patient & Functioning T Yes @,Ne/

Does Patient have a:
Known Allergy? CIYes DNO/
OYes E—No/

Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

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

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

CIYes DNO/ CINA

szém No CINA
B B cuitpenrocea ‘AM .......

R O.vfetdd...... )’Q .................

L1
T1Yes CINo (ONA"]

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected BU/U’r ,t:j

Steps, Operative Duration, ro~n£.,:j
Anticipated Blood Loss? O 290} CYes CINo CINA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concens? [1Yes L‘J/No CINA
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

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

t

ZYes CINo CINA
OYes [XNo OINA

PYes ONo

NN :...cononecitbin é"m) ..... ':1\ utn‘t'l'“: .........................

Problems to be addressed CYes TG CNA

To Surgeon, Anaesthetist and Nurse:

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

o

OYes o

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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MAH-00371748
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse :

|

|

|
B
)

Department : .........ooovvveeeereeen SlB i Duralion of Procedis 1 ARtlisy
Name of Surgeon : .............. ng\&ﬂﬂf\ﬂmwﬁ .................................. Date of Admission : Blﬁ(w ........
Bundle Care Criteria : (Tick (/) if done)
Staff Signature
1. | Antibiotic given prior to surgery|? Zﬁfes [ ]No
ingle Dose Antibiotic  or|  Long Antibiotic Regime
Antibiotic administered within BF minutespror o ncision ? [3es [JNo &
Name of the Antibiotic : ........... I.....L..".\.J...]..'..ﬂ.?ﬂ.’.‘.’.‘ﬁ.’.‘ﬂ..‘.\.llrlﬂnm.&.a/...
2. | Hair Removal E}’ﬁ:s [ INo | ifYes: Surgical Clipper

Skin preparation done (cleanse‘surgicai area with antiseptic agent)?Q’Yés [ ]No
3. | Patient's body temperature imrqediately post operation (Recovery Room) 24 €7C

[J oral  Or  [AAxila (Goal: 36-37 ‘C)

4. | Name of doctor or staff administering the antibiotic : &43»3610::{?’)
Date & Time of antibiotic admirstration : [51"3 % (» 08uiAn .

|
Department where Hair Removed : [Jward [_]Operating Room
R e L

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

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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MAH-00371748

Mrs VENKATA NAVEEN,
01-04-1995

iy ‘?i'?i‘?f?l‘f
HOST PROCEDURE CAREPLAN

IP5-00173752
A POCHA

veen b 35
patientName: ... A% - Vﬁ%tm Mo Age .................. ﬁ ...... UHIDNo: .MM A B ~002 15748

Procedure DONe: ...............cooveeeeee QJO .............. Eczl*n WCJ ..... J .............................................................................
Post Procedure Diagnasis: ................ Lo Onexplouned  Gofe) NH [‘r ...........................................
| [Son
Post-Operative Monitpring Parameters/ Frequency: ....... 2D, .. IPQ l@) Dm”’"” ...................... e
(’_smw\ﬁ [hOM; ‘_'?OJ’T‘\LV\ “"r-r L/L’) ""‘)“ C[lgcﬂ\q_,‘i.\

Name of the Doct ; Og“ Q/Cﬁ"! Aot m.;

SRR ... et o concoisionsasnesss

Date&Tlme..............r.?’.[.Sf...D’.f?’. ...... @

Note: Plan of care will be readjusted if necessary

Ref. No. : BRFRH /FRM /CLINICAL / 021 |



