BAH-00580619 ws-ums?sq

%
THAKONDA AKHILA

'3‘5»:.‘3»7 griiumd Rainbow*

n SuD

ildren’s o ight
ML el

It takes a lot to treat the little.

Your Right to a Safe Delivery

SURGERY DETAILS

‘ Date : o?&(:(fa@' ..........................
Patlent Name: ..M W.SKO‘ "BVO[’“ ...................... Date of Birth: 0}(¢{mqaf .............. Age: ... 28‘}’ ......
Gender: —;(uo\.,lﬂ .............. Ward : ... d VB O UHID No.: .2AH..70.0.5896 1 7. .
Date of Surgery: .. olo?.). [&ﬁ ..................... J]OoT-1 [10T-2 []OT-3 []0T-4 []OBGOT-1 []10BGOT-2

Name of the Surgery : @\ﬂmﬂ ............ @(Wfd'fz.’gz:ﬂ’fﬂm/’oﬂ ...................................................

Time Out :........ Df’l..-’..ﬁgé}mg. ................

NAME

1. Surgeon @A émafmam.._& ...................

2. Anaesthetist

AMOUNT

3. Assistant Surgeon ;... N AL

4. 0T Technician

5. Circulating Nurse :

6. Assistant Nurse

Special Equipment: [ ] Laparascopy | Broncoscope .| Harmonic (] Morcelator
[ ] C-ARM .| Cystoscopy 1 Versa Point (] Liver Cusa

L] Neuro Cusa ﬁthers mlkafﬂawy\c‘ar/lmtﬁmfﬁ T {‘l c/\_{

: {15 -036 517
\J\l\fv o g 2
of Circulating Nurse

gnature of the Surgeon Signature
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ANAREA N CONSUMABLES OF OT ™o

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

et p R o e S Techmcnan%l”"’usmemn Date : W/%/Qé ...... Time : @q ............
Anaesthesia Disposables ,“ma_" usea | Surgical Disposables mmm" usea| Disposables (Baby Side) ,___ &_
ET tube Major Pack Inj Vit.K
LMA P Sutures Cord Clamp
ECG leads {A/ P /N 02 Suction Catheter
HME filter : A/P /N Feeding Tube
Syringes : 10 cc O+ Vaccum Suction Set
05 cc 7~ Gloves Surgical Gloves
02 cc 1 Gauze Pack
01 cc Syringe 1ml / 2ml
Cautery plate : A/P/N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL Cautery pencil
NS : 10mi / {oomi ) 500mi / 1000mi O) | Koochies
i 0 LA~ © 1| Ointments
NN o) | Suction Catheter Mo thet apuss 101 D)
Fentanyl | o ) | Cap. Mask 6(6 | Bt orcdn Ao wond | pul O
Morphine " | Gauze Pack I alt Dbmﬁ g)lo
Ketamine Mop Pack p D mﬂ pl o)
Propofol ()2, Steristrip Jm Aua s, ' 12alp1 lo)
Rocuronium ~| Underpad Tatee. 2 Hot 1o
Glycopyrolate Draw sheet _2 mﬂf’/\ H,’; 0! o]
Myopyrolate Abgel ooy Ca?m:l.mly\ ot | b1
Ondansetron Foleys catheter fansssa tov/ed | o D|
Pencan 25g/ Spinal Needle 22 Urobag Ao mb o\ D)
Bupivacaine 0.25% Chest Drainage Catheter £ &,{ oy Ny |02
Bupivacaine 0.25%(Heavy) Romodrain bag Pt np el mad )
Antibiotics o Bandage Moldow ol Int o
NMidaTl - O\ | Tegaderm :
Suppositories loban
Anamol : 80mg/ 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set
Justin : 12,5 mg / 25mg / 100mg Plastic Bed Sheet
y }ag.nwilis(opmst : 200mg Betadine Solution
" Nasal pwog W) e |0 | Microshield
VacClum~ A '1 | Cotton Balls
Nored alyvewoay " Latex Gloves
0) Ramdione Scrub
o 29| ;QIL 0) | Saral 1 L
Surgeon W W Anaesthesiologist D' "C(A\ EW Nurse Q/OMCOF' oT Te:tﬁgan
Order No. :.......... 5'%0('1:1[5613'5/'18[4 ............... ORREe ... %&)0[‘)—— ............................................
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ACTIVITY RECORD FOR BILLING

N = <5 o AT 5 PSR S 2 s ARy B A
i [ SR POy oo Gomswitant:_ Soee 2o oo o i e S
Mrs KOTHAKONDA AKHILA
Date o ;:-osua::::uu a:fnm v B G NI e o Pate'ofDischarge <. - - ~= Tl s
ST T ,
Room S i e Suggested Billable bedtype: _ ____________
WARD TRANSFERS
Date Time From To Signature of Nurse
9?3\1‘4[&’i §15¢Am Cib sl JVF-0 Kosioops
22?2l 12| GUF 0T LHVLL '&w}z gu?a,wolnfa

Cross Consultation Visit

Doctors Name Date Order No. Signature

10
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INVESTIGATIONS

Date

Investigations

Order No.

Signature




MEDICAL EQUIPMENT (WARD & ICU)

Name of Connecting | Disconnecting .
B Equipment Time Time Order No. Signature
\3 /‘ , . |5 o0oanis ;
X (ifa, Mpilyt [ 8300 | 12p— 7070 (i
W : 265 -026S1>
8'*\7& u/ L | vy 09! 30/ ‘QS s




PROCEDURE

Date

Procedure

Quantity Order No.

Signature

0 5-0009A59%4%

=

1
92 |"3’||M

«Qaf#‘f&ﬂ 4 [M
VAC

pP Bag - '

&

ANY OTHER INFORMATION

Prepared By :

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

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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”', ’”II”,’,”’” PAIN ASSESSMENT FORM It takes a lot to treat the little, Your Right to a Safe Delivery
. core . Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Factors Educated Intervention ASIun
C‘; [J Continuous | (] Acute () Sharp  (J Dull ] Increasing [J Yes = )-J - é
9. ﬂ& g2 o 2 [] Intermittent | [ Chronic (] Aching (] Burning | [J Decreasing | [ No i |
[] Continuous | [] Acute [ Sharp (] Dull (] Increasing L] Yes
[J Intermittent | [J Chronic "] Aching [ Burning | [ Decreasing | [ No
[] Continuous | [ Acute ] Sharp [ Dull (] Increasing O Yes
[ Intermittent | [] Chronic ) Aching [] Burning | ] Decreasing | [ No
] Continuous | [ Acute ] Sharp (] Dull [J Increasing | [ Yes
[J Intermittent | [ Chronic (] Aching (] Bumning | ] Decreasing | [ No
] Continuous | [ Acute ] Sharp (] Dull (1 Increasing T Yes
[ Intermittent | [ Chronic (] Aching ] Burning | [ Decreasing | [ No
1 Continuous | [ Acute (] Sharp (] Dull ] Increasing ] Yes
_1 Intermittent | [ Chronic [ Aching (] Burning | (J Decreasing | [J No
(] Continuous | [] Acute [] Sharp ] Dull 1 Increasing LJ Yes
(] Intermittent | (] Chronic (] Aching (] Burning | [J Decreasing | [ No
[l Continuous | [ Acute (] Sharp (] Dull [] Increasing ] Yes
[] Intermittent | (] Chronic (] Aching (] Burning | [J Decreasing | [ No
[] Continuous | [ Acute (1 Sharp ] Dull [ Increasing LI Yes
[ Intermittent | [ Chronic ] Aching [] Burning | [] Decreasing | [ No
[ Continuous | [] Acute (] Sharp ] Dull [ Increasing (] 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:
a)  Atleast every 2 hours for the first 24 hours
¢)  Prior to pain pain-relieving intervention.

Docu.No: RCHBH /FRM / CLINICAL / 152

b) Then every 4 hours.

d) Within 30 — 60 minutes after pain relief intervention.

(PT.0)



PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month to 7 Years)

Numerical Pain Scale (Obstetric and Gynecology)

L 1 1 1 1 1 1 1 1 1 ]

I ] I 1 1 I ] 1 1 I 1

0 1 2 3 4 5 § 7 8 » b
No Pain Possible Pain

No Hurt

Wong - Baker (Pediatrics) Above 7 Years

©H D@ ®

Hurts Little Bit Hurts Little More Even More Hurts Whole Lot Hurts Worst

SCORING
CATEGORY
0 1 2
No Particul ! i Occasional Grimace or Frown, Frequent to constant frown,
Face 0 Particular expression or smile withdraw, Disoriented quivering chin, clenched jaw
Legs Normal Position or Relaxed Uneasy, restless, tense Kicking, or legs brawn up
L Laying quietly normal position, Squirming shifting back and k
Activity mgveg gasilyy forth, ienge Arched, right, or Jerking
Moans or whimpers occasional Crying steadily, screams of sobs,
Cry No Cry (Awake or asleep) complaint frequent complaints
Reassured by occasional touching,
Consolability Content, relaxed hugging, or being talked to, Difficult to console or comfort
distractible
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sedation Normal Pain / Agitation
Criteria
-2 K 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 arousalto 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, 820, | 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
recovery

slow recovery Out of sync or
fighting ventilator
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MULTI-DISCIPLINARY PLAN OF vARE FORM
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Tt takes a lot to treat the ittle.

(’) l (10 ‘ :hl)fﬁ e
S L4
%‘::1% Discipline Type Patient Needs / Problem List Goal Plan / Intervention Signature Team Verification
Adicai //Initial @ W 0,0 o 0 = ursing
¢ [ Nursing L1 Modified fv( (/1 /(lm’ O QOthers:
q r O _Others: [l Per-Op
%4’(\ I Post Op W Tow— W\w [/\/V‘W o @
o) ' ovin LA L
rs
", lomeda | omia | Padend L\M ome— | Vilaly C‘MJL‘-‘J éw"}&oﬂ F"d‘w / Medical
# Nursing O Modified oY 0D - [ Others:
&1\‘5)3{’ O Others: « Per-Op 4 q&}::le sol 4 L—C‘J o 07 o5
%-GDP‘N 1 Post Op &“n Mipb OCDIJ Of 9%&14
3 P
,;/mdical o Initia M)QMA.}\\/ N o Medical
WA OAfursing | O Modified W &WW > Mlursing
} O Others: O Per-Op W/ W L - =1 Others:
el dirchat | Lraatins
e _
l}l% O Medcal | O Intal Dyodu donat italy Mow*""‘? ilonQ abo ud—  Medical
a9 ygfﬂursmg IEJ Modified | ¢, 01 e co bﬂ’ i M 12 chal %L O Nursing
q’?;’gﬁ"’ Others: LZJ/l}:er-tOg a[w';d'*“ L, u,\of)L Q f%_ |_—0 Others:
: ost Op Wt i
pre cadr o Ao dex 0{@
L Medical O Initia.l_ [0 Medical
£ Nursing [ Modified ) Nursing
O Others: O Per-Op I Others:
[J Post Op
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02081997  28Y11M20D  (F) Rainbow® ? : .
Dr. SUDHARANI BAIRRAJU Ch"dren's . BlrthR'th
LAY T ; Hospital .
Morse Fall Risk Assessment Form el o
3 a{;{, al
. Date / Time V2
Choose Highest Applicable Score from each Category s & 7 Fall Risk Grading
History of Falling Yes 25
(immediately or w/in 3 months) No 0 0 Risk Level Morsc:r::g)Scure Action
Secondary Diagnosis Yes 15 ol
(more than one diagnosis) No 0
Furniture 30 , dard F
- o Low Risk 0-24 cRoman e}
Ambulatory Aid Crutches, Cane(S), Walker 15 autio
None /Bed Rest /Nurse Assist 0 ?
Yes 20
IV / Heparin Lock or Saline " - 20 Implement
° 0 | Afoderate Risk | 25-50 Nderglo Fox
Impaired 20 Preventhn
. Intervention
GAIT / Transferring Weak (uses touch for balance) 10
Normal /On Bed Rest /immobile 0 ) Implement High
Forgets limitations 15 High Risk > 51 Risk Fall
Mental Status i TS . :
i Oriented to own ability 0 0 Prevention
—— Intervention
Total Morse Fall Scale Score: 25
Signature JM,
+ Tick (v") whichever precaution taken. Moderate Risk (25-50) Apply all low risk intervention and
Risk Level and Interventions vﬁ Assist and/or supervise ambulation. Reinforce to always call for assistance
Low Risk (0 - 24) (Standard Falls Piccautions) 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
] Use chairs with arm rests High Risk ( = 51) Apply all low and moderate risk interventions, and.
] Use safety straps on stretchers and wheelchairs while transporting patients [ Initiate constant observation by healthcare provider as appropriate to patient's needs

Docu. No. : RCHBH / FRM / CLINICAL / 006
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MEDICATION RECONCILIATION FO

Dl ARG ..........c............ T N O #"Not known any Drug Allergies
1 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)

L N IR L oot isvipl munsioa s bl
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, 1v) | FREQUENCY | nore / Time ?gﬂ:ﬁf]ﬁ’:
B go(/{ 9*7’ ﬂ)o @ 'D/CD DC
[ 40U Al b
2 TG -E1DG

N

3 \ Oc Ooc
ﬂ 4 \ Oc Coc

5 ] C¢ 0oc

6 \ Oc CIoc

. \ Oc Ooc

8 \DC [1DC
\

9 Dm

10 0JG DG

* C- Continue, DC - Discontinue

Docu. No. : RCHBH /FRM / GENERAL / 090
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It takes a lot to treat the littie. Ri 0 a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

i\\‘%

Date
& Time Progress Notes Doctor's Order

=0
=

'\\
/r—«
-
%

Docu. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)
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FORM-6
CONSENT FORM FOR
ASSISTED REPRODUCTIVE TECHNOLOGY PROCEDURE

@ BirthRight
FERT IELTY
BY RAINBOW HOSPITALS

Patient Name:.K..-...Au.»@ lc}\ .................................... Age . OZC[LJ‘Y\ UHID No. BA 1 -00S §0619. .
I/We have requested the clinic .. RUW ....... ﬁuju w«ﬂ’m.? ..... ‘/U?‘p\tkﬁf
(name and address of clinic) to prowde us with tréatment serviges to help u bear ac ld

We understand and accept (as applicable) that:

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

2. There is no guarantee that: 7 nt Fertility by
() The oocytes will be retrieved in all cases. bk s, Baniara Hils

e i 1 '\‘ \, Mudad ‘-Jﬁr

(ify  The oocytes will be fertilized. YO vey Nd 50003

15 r{werooau TE‘
(iiiy  Even if there were fertlhzatlon ‘the resulting embryos would be of sﬁlfﬁﬁe quallty to be transferred.

All these unforeseen situationis will résult in the cancellation of any treatment.

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

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

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

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

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

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

(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.

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

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

(vi) A pregnancy may result from treatment.
(vii) Treatment may be abandoned at any time if there are problems in the laboratory or with the culture system. 5

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. I/ We have also received information relating to treatment by
these techniques in order to assist us to become more fully aware of what is involved.

Informed Consent:

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

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

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

Wife / Woman Name: *AW[Q’( ...................... Husband Name: \GKW ...... I.CMM
Signature: ....... ‘H ......... tx .................................... SIONAUNE: ..o B et c s ssanrarsnssesaaseesensassaersanss
Date & Time: ....\.. 3["( ‘&5 CLlo3gam.. Date & Time: ...l?n].‘il.‘.l.&..@...[.gl.5.9..%.0’). ...........

Endorsement by the ART Clinic:

I/we have personally explained to JALQ’\OL&\K o....and \C ............. [QW ...... the details and
implications of his / her / their signing this consent / approval form, and made sure t0 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.

Wite / Woman Name: ... A la Husband Name: wabww/\
Signature: "‘y A Lqﬁz LL ...................................... SITENNE ok SR e i sissnissmssussssvessin
Date & Time: ....[ 3. l‘l[o?. ............... (0.)30am) Date & Time: . l’li 1.6.( 10150 an

Name, Address and Signature : ........./AA XS0 i
of the Witness from the clinic . Kh 4.

Date & Time: . f?;[”i ... @'0130”‘“ ............

Name of the ART Clinic: ...\, Name of the Doctor: ... [24.... dVAARAA 1D

AQOress: ..ooonimusr -E-.:.‘..‘.(,,Ln.,a ’“;u‘ ra‘,w Yakiz mﬁ) b@}in Signature: ..

Date & Time : l?;h[;?‘@ l0)3P..!‘.f?.‘,.................... Date & Time: f3.°l &G £. [07204m



CONSENT FORM FOR FERTILITY
OOCYTE RETRIEVAL / EMBRYO TRANSFER BY RAINBOW HOSPITALS

FORM-12 ‘ Blrtthghtm

Patient Name,AM%Q{ak Age: &?34«1 ..... UHID No: ..BAEL 10 S 8.061.9..

B e ceccsicsne e vsisiarsniai l.—H{CR .........................................................................................................................
Name & Address of the ART Clinic: . &}»Lcm}w ....... fr«h({{f MWWr/).hQ

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

I/ We consent to: _

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

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

| / We understand that: al
| / We had a full discussion with .. m f\i AN /% Rt .. about the above procedures and the
risks and complications involved and | have been given oral and written mformation about them | understand and accept that
the drugs that are used to stimulate the ovaries to raise oocytes have temporary side-effects like nausea, headaches and
abdominal bloating. Only in a small proportion of cases, a condition called ovarian hyperstimulation occurs where there is an
exaggerated ovarian response. Such cases can be identified ahead of time but only to a limited extent. Further, at times the
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 legal parent(s) of the child and the child will have all the legal righté on me, in case of
anonymous gamete / embryo donation.

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

W Worman Name: . A b Lol ... Husband Name: MW ....... /Cwuv; ............

Signature: MK%&A ........ SUGNAANE. ... oo BT R s o rosiatiios B IRss 4 45
Date & Time: n?&[?{QQD@,%ORM Date & Time: Q&f{MDS&oﬁm

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 satisfaction.

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

Docu. No: BRFRH/FRM/CLINCAL/041 (P.T.0.)



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: AM»’[GL ...... ’C ..................... '~ Husband Name:

Signature: ..... fK' ............. ‘L ................................. ! ONAtNG: ... R eiisisisiiss i
Date & Time: 9&{4‘.&5“19"859*%’) ...... Date & Time: 9[ ?{% at0.8.308v—..

Endorsement by the ART Clinic: w k
I/ we have personally explained to @ sinamaness aNd )f .. the details

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

understands these details and implications
Wife / Woman Name: ..... ALQA'(A,L ................ Name, Address and Signature: @ .........................

Signature: .. * 'A’LL..L ................................. of the Witness from the clinic .\@aA-..........cccvvrennce.e.

Date & Time: ... 2. 2{R ﬂfOQ”%GAp Date&Time:o?:Ql.'.’).’iQf) ..... ol M.

Name of the Doctor: ., {¥I-.... Sudlronsn k.

Signature: ....... /\CQ[/UP\

Date & Time: ....&&'9{26 .08 36‘9"*4

~~~~~~

120/103/1 vay No. 403, Road No. 2

1
jara IMIQ che abad. Tc,anqan -500 034

Consent of the-Husband (As and If applicable)

As the Husband / Partner | consent to the course of the treatment outlined above. | understand that | wrll become the legal parent
of the any resulting child, and that the thild will have all the normal legal rights on me.

Husband Name: VLV\W—[ M .......... Name, Address and Signature: ..... g ..........................

AGESE: i 'H%cﬁ ................................. of the Witness from the clinic lfumao(zﬂ\ ..............

Signature: ........... W ........................................... Date & Time: ............. &&,9{%0\7“’935&3
Date & Time: .. &&Igﬁlﬁa\f ....... 0.8: 204na

Name of the Doctor: .1/

Signature : .......

Date&Time:....&QlQ(;{ﬁ ....... at. X3 6‘9”‘7
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W T Fiosare~ | (g zeommmat
DRUG CHART
Date of Admission: JJ&\’/\% ............ Drug Allergies: ........... MDA 2 Tiot known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
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.

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

- 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.
JURSES - 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
Tirvne

DRUG :

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

| ] Date
DRUG : Tife

¥

Dose Route | Frequency [Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Date»
Tir'ne

DRUG :

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4
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REGULAR PRESCRIPTIONS

Weight. ................... Ward. ......cccvvnn

DRUG :

Dater

Tirpe

Dose Route

Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date»

DRUG :

Dose Route | Frequency [Start Date

Time

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Dose Route | Frequency |Start Date

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Dail'j Doctor’s Endorsement by a Sign

DRUG :

Date

v

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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LT T e weight. 6.3 3% Ward. .. JALEON
e Dr.SUDHARANI BAIRRAJU
il
RN TR == e T o
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtB Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o e - Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Additional Instructions: e e - Cose
Dr. Sign Dr. Sign. Dr. Sign Dr. Sign.
Date»
VARIABLE DOSE Tlg‘le Nurs;Sig. Nurs§5ig. | NurssSig. | Nurs&Sig.
[ Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date pose . e pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o Ed S v
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - . . e
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
) . Dosage & Other ;
D T ¢ Signature
ate B ime Medication Satimclions Route g Nyrses
W oo m@t\ KA | g W - @
3 U enATE : /

AY

1 [Macerpan

e

Qér(kﬁ

Page: 3/4
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o v 5 . LV. FLUIDS CHART Weight £33k ward. DvFS
|

I||I|"|||"II|I "” Ill I" nposition of 1.V. Fluid Route |F1OW Rate Doctor | Nurse | Date of | Doctor | Nurse

- mention mi/hr = Meg/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign

,]5-\\0’/%‘-”&” (\Op/l/ \\[ /mp L/% 11“’)[" A, @

Page: 4/4
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BAH-00
DA AKH“-“
Mrs KoTHAKON , M 200 (F) Asst. Surgeon :

02-08-1997

°\\TT\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\\ T

Surgeon : . DI gu&‘[&ﬂ, llllll

Anaesthetist : .../ ...

2z 3
............... Rail’lb‘-aw. ; . ’
Children’s (d BirthRight

Hospital . BY RAINBOW HOSPITALS

8 ot 1o treat the ittle. Your Right to a Safe Delivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time.. @ UMY TIME OUT  Time: 02 A, SIGN OUT  Time:04.. 20Au.
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity Yes [1No introduced themselves by Name and Role L~Yes [No The Name of the Procedure Recorded ~ C¥es CNo
Site Vs CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure 2¥es ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable)  _="Yes CINo CNA
Consent >Yes CINo Correct Patient (Check ID Band) ~T1Yes CINo The Specimen is Labelled (including
Site Marked CYes [JNo CINA Correct Site #Yes CINo patient name) ATYes ONo CJNA
Anaesthesia Safety Check Completed [ *Yes CINo Correct Procedure _Yes CNo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning j~Yes (No Anticipated Critical Events Problems to be addressed OYes CINo (2NA
Does Patient have a: Surgeon Reviews: :
Known Allergy? CYes P‘N{ What are the Critical or Unexpected Foun Blee cl' = To Surgeon, Anaesthetist and Nurse:
e . . i i -)0m What are the key concerns for recove
Difficult Airway / Aspiration Risk? itrﬁ?cslpgtggrgtgngtl;ig%ol'56 meM i o s managemeﬁt ot s bt ry o

Yes, & Equipment / Assistance

Available OYes T4
Risk of > 500mI Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned C1Yes CNG O NA
Blood Units Reserved CYes [=No O NA

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

7Yes ONo CINA

SIONARINE 5.......con00vcs 9(3/ ..........................................

Name :.......... Pe.. Xesetr €mva.......

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? CYes.=flo CINA
Nursing Team Reviews:

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

issues or any Concerns? —TYes CNo CINA

Is Essential Imaging Displayed? OYes &0 CJNA
Power Supply, Earthing, Power Backup
and functioning of equipment checked. =Yes CNo

Signature ............... «@ .............................................

Signature :

Name :..... D“aga(l ..........................................

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)
To Be Filled In By Assigned Nurse : . a?éllf\' &é """
Department : .................. ’Ji\JPOT’ .......................................................... Duration of Procedure : _20-20mw

Name of Surgeon : @ % (gwﬂfoicw\& Date of Admission : ....2& \gl %

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

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

. Staff Signature

1. | Antibiotic given prior to surgery ? Z’Ves [ ]No
1 8ingle Dose Antibiotic  or  Long Antibiotic Regime
= ‘ £ . y a;ofy
Antibiotic administered within 60 minutes prior to incision ? [Z(es [ ]No ,
Name of the Antibiotic : ................... T ﬂ"‘”\”‘“—\ﬂ/‘" \r2m Jv

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

2. | Hair Removal ,IZ’%S [ INo ifYes: Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room

e Mgt o &UD M’vaj—‘

Skin preparation done (cleanse surgical area with antiseptic agent)2-7Yes [_]No

. Patient's body temperature immediately post operation (Recovery Room) %‘ﬂc @/
CJora o 7 Axila (Goal: 36-37 °C)

Date & Time of antibiotic administration : ......... Q&jﬂ ,&5 ........ od.. 8200 g/

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

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

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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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QI TR . FERTILITY

BY RAINBOW HOSPITALS

rvol PROCEDURE CARE PLAN

Date & Time: W'}/h/o% s

PostProcedureDiagnosis:.(.(.f(.. A 4 )’dhwm ......................................................
borhoy (R K &b, gR..
£

SORDIETIIIIEIIE: .... 7. . koo e o AR et v eivrsatb s it ss Uhi 4L 8 s ton s -emst Ao, PR R o

The new order for all required medications documented in the doctor order/medication sheet: Yes (1 No

Any Other Post-Operative Care Needed including Required Follow Up: W\W ....... k&ﬂzﬁf&'ébﬁi@w—,

Note: Plan of care will be readjusted if necessary

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




|P5-00176751
L am- 00580619

iy @ BirthRight
\\mm\\m\\\\\\\\\\\\\\\\ prrop— .F R iy

BY RAINBOW HOSPITALS
oKnownl . ..coyw

[ Drug Allergies .............. l'.\Uﬁ,DﬁT .................................................................................................................................
DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)

a&\ﬁ)ﬁ% D8'206y, ?/.a fl)mrm(wm Abfes! -

Mas K- ﬁkl\lﬂﬂ\, el end g
lome A nou{b &mﬂup wal. 7op /cﬂaﬁai'_
%LA_M%QMQH@ZBQAA Ina,(
Ao A D obed  hull  Aowe, pH D
Nu mba,f arw/ iDJ?n(,aﬁﬂ;ﬂ UAﬂﬂrf\L- ﬂﬂl‘/%

/aﬂ.o/ 7D ba_wd’j uidals CMLLLL&&QH&L

Ho(‘:tgf. Pfarup an _,[V fannuﬂ me

B auibiolie o e oloctoly ﬂo@&
podent Loaphicd U ol X&lﬂyj Da.ﬁ_&a.L

T o1 avs’ om oflo hokk ,M&(__,{ r
(fontctps

Lottt _Ceuz Leam.
oLy

%

9&|9{a€ apAn/ lmﬁmg_m&cgbu A[o'iM’

(Qnu AQair nﬂ\:,w'ﬂ MM
~ g ‘Q\oq dove b.ﬂ ﬁonM
uHiD  Alumb %, pma,o(uu ronne.
/g)[nJ rf)mh m,\} rnfo (v Ho to my
position " ool allcatusd 7.“%'41 L&
undet aﬂ{lu"a /f)ﬂﬂfgur[l'ﬁ'/}j ,nm Cedlut &\ay-
Ao

(ot

Alﬁf

NOTE : DO NOT WRITE OUTSIDE THE MARGINS
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)@“Drug Allergies ......... MJ!».D?‘—' ......................................................................................................................................

BirthRight
.F ERTIEETY
BY RAINBOW HOSPITALS

NURSES NOTES

DATE TIME (ALL ENTRIES MUST BE SIGNED, DATED AND TIMED)
&M% Q125 C/Ai/ ’aﬁwm[m Afl)?&

s KK?MML@MM
Lo U fo Vfalh  Ref  dov abg. |/lm.g

MDN'!DJ l/j.a% ?IMU &fﬁd&ﬁ

Py W [sryﬁ nlo [M\cﬂ// ) ﬁ.
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Pd’b‘mﬁ' n/;;ﬂrﬁaﬂé/-j Lofﬂ\_ﬁu

amud [Dmm[af,n&‘
2 U A
O
{/L—)&J “
o=
s G VW
B 12, | T Emtr]
Ot~ shib)—
f i lﬁ/ftrv
oo, . lppd-

/o - “f}

&

=
oo
®

NOTE : DO NOT WRITE OUTSIDE THE MARGINS
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