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Registration Details :

Admission No : IP5-00174050 Admit Date : 20-May-2026 Admit Time :08:10 AM UHID : BAH-00420367

Patie : Details :

Patient Name : Ms M.HARI MANASA Age :32Y1M26D
Guardi : MR.M.V.RAMA RAJU DOB : 24-03-1994
Gender . Female Religion
Occupation : Martial Status . Married
Address (H) . #501 kranthi ceon jayabheri Gachibowli Phone No . 9550007037/ 9849909184
Hyderabad Telangana INDIA 500032 % i :
E-mail : nomailid@gmail.com
. .dmigsion Details :
Bed Type : DAY CARE Bed No : RC 406 Ward Name :4F-GYN RECOVERY
Room No : RC 406 Admission Type : First Visit
Contdct Details :
Name : MR.M.V.RAMA RAJU Relationship : Father
Contagt Address : #501 kranthi ceon jayabheri Gachibowli Phone No : 9550007037

Hyderabad Telangana INDIA 500032
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octor Details :

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

Co ‘onsultant
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Payment Details : Deposit Amount  : 0.00

Payment Mode : Cash Payor Name : SELFPAY
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@® BirthRight
FERTILITY
BY RAINBOW HOSPITALS

e requested the clinic ........... IAPCV \W&Iﬁaﬁi‘/lgﬂ

ahnd address of clinic) to provide us with treatment services to help us bear a child.

grstand and accept (as applicable) that:

1. The drugs that are used to stimulate the ovaries for ovulation induction have temporary side- effects like nausea,
adaches and abdominal bloating. Only in a small proportion of cases, a condition called ovarian hyperstimulation

rs where there is an exaggerated ovarian response. Such cases can be identified ahead of time but only to a limited
nt. Further, at times the ovarian response is poor or absent in spite of using a high dose of drugs Under theseN
mstances, the treatment cycle will be cancelled. . :

The oocytes will be retrieved in all cases.
The oocytes will be fertilized.

ese unforeseen situations will result in the cancellation of any treatment.

e fully consent to these procedurés and to the administration of such drugs and anesthetics as may be necessary. We
consent to any other operative measures, which may be found to be necessary in the course of the treatment.

e have been told of the risks of ultrasound directed follicle aspiration.

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

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

eifical and scientific staff can give no assurance that any pregnancy will result in the delivery of a normal living child.
il 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.

() There is a risk that spontaneous ovulation can happen prior to/or during the egg retrieval.
(iii)y An egg is not always recovered from a follicle at the time of egg retrieval.
(iv)l 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).

(vijy A pregnancy may result from treatment.
(vi) 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 lnjection/
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.

ﬁus;ana P 26500 kuwmAR
Name: . MWARA
Signature: ............. L. 1AM Signature: ..... *.. %&LW .....................

Date & Time: .09~ : Date & Time: @Qf’a‘ A —

Wife / Woman Name: ${#2

Endersement by the ART Clinic: /
n'n ,4 T d
I/we have personally explained to . Jaks m % MUD .. the details and

implications of his / her / their signing this consent/ approval funn 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.

moia%e
V
Wife / Woman Name: ‘A‘PM[W%MUDUN £ /um Name: ... 2. SESHO. KoM ARL
Signature: ..........J! (a4 5 AR DS e Signature: ....... Jf% A koo

Date & Time: . Eb,..._.f.?f.:.i‘?'.’i? ........... = 7. 4 Date & Time: . n1[s£.lé.@..§.‘ ............................

Name, Address and Signature : & ..........................

of the Witness from the clinic ....?\.%?9..{2.‘? ..........

Date & Time: ............. aﬂ[(P’@@ ....... &!.&).f.w)

Name of the ART C|InIC Bil hi Eertibiy hy.........
lospitals, Banjara Hills
Address: . ......._ﬁ u;, 0341, Sunvey Ma-403.R a,ai,o ol

Date & Time : ...... d“*} Sfﬁyde Tea g‘a&uﬁ;ﬁ‘ Date & Time: .05 %o @ Cﬁx P“'\



FERTILWw LY
BY RAINBOW HOSPITALS

‘BirthRight’"

Patient Name:. HAR [ hidnhRe MUY NUE( - Age: 32 UHDNo:  PAB T00 L2032 EF

Address: SP1 . K1ROnor! ceon, Jaynnier Prse \/mu:"! GrHBOWLI | H YD sDva

Narhe & Address of the ART Clinic: 8:1%4@&5&&3@@@%%@

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

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 underﬂnaes;hesig\ \s
BIrNE S i, BAN2E Ko 2.

I/ We understand that: R "\2 g, Sue) '4 7 '?m_ 50003

I/ We had a full discussion with ......... DY (gucﬂ'wo«m 7 o ﬁﬁd}t\!ﬁe‘“aﬂ&ve procedures and 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 cases can be identified ahead of time but only to a limited extent. Further, at times the
ovdlrian response is poor or absent in spite of using a high dose of drugs. Under these circumstances, the treatment cycle will
be cancelled.

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

Mot
Wife / Woman Name: . HARL MAnASA  MUPUN k! _ Hustiand Name: LR SESHO RumiAR).
Signature: ........ zx.ef ............................ Signature: ... %I"am Bugle . o ..
Date & Time: . a’ﬂ,SfQB ......... @..§ 003?\/] Date & Time: &Q‘ l&b .. QaZQAw«)

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
begn 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 freatment 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
onus. With our signatures, we certify that we understand the implication of these procedures.

Dodju. 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.

{

TR, . A N T

Wife / Woman Name: . “\2&

Signature: ...\ EABANET et i Signature: @%M% ....................
Date & Time: .......020. IS‘Q (2. 80 V204uy.... Date & Time: ...am.f.ff.?.é..@..ﬁ.'t?Qﬁk., .................

Endorsement by the ART Clinic: .

I/ we have personally explained to .. Hoal MGM&“"/) .. and ("nbw)sqh Lwag, the details
and implications of her signing this consent / approval form, and made sure to the extent humanly possible that she
understands these details and implications.

Name, Address and Signature: ..... (&/ .......................
of o Withoss from tho 6t . Cxdnsesly
Date & Time: . a‘@l ............. (D J 0k Date & Time: mlf{’ﬁ@&’v&@ﬁ-o)

Bavropc

Consent of the Hnsgﬁﬁ(%\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.

,Husﬂm Name: ... %.... SESHU. Komal. . Name, Address and Signature: ........ 8 w......oooooo.oooovvo...
Address: .......coeune.. l‘H{ L R of the Witness from the clinic .. @fmco Pg

Signature: .. Pcr Zoakon hawovw : Date & Time: .....%.0. IS{ %@L 0....
Date & Time: .....% 0. [Sf %..... @ ....... Q'J?-Mv} .....

De &/ *
Name of the Doctor; ...==7\....52 Y “O/[WNQ‘@ZW L
Signature : (7 /g '-Qﬂ\—? ................................. B

Date & Time - ...o%0|s{%.. @, %! KA"‘? ..........
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/’ Your Right to a Safe Delivery
vui..ENT FOR ANAESTHESIA

Authorization By:_,lzﬁ;t [ Patient Attendant

Please read this before you tonsent for Anaesthesia

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

"1\ by infusing weak solutions of local anaesthetics and narcotic drugs to particular parts of the body after surgery or injury, using
| catheters.

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

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

" mem,&mcbmrmm,ﬁ&rao@—%‘)lahuﬁ .........................

laration by Patient Attendant
® \ | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team

] Regional Anaesthesia ["] General Anaesthesia /Erﬁﬁnitored Anaesthesia Care

o | understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some

iinjury at the site of injections, temporary breathing difficulties, allergic reactions, headaches, variations in blood pressure, nausea
and vomiting.

. i_ authorize the anaesthesia team to perform any additional procedures (for example, Central Venous Access, arterial line, use of

suppositories and or nerve blocks for pain relief, changing from regional to general anaesthesia etc) which are considered
ecessary by them during the course of surgery.

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

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

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

Witness:
Signature: ........ R ;

Name: .......... R.SESH .Q....k.&)..m.ﬁ“..&’. ..................
Date & Time: 2@{5}%{11&84@% ......
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Department of Anaesthesiology Ea:m’&\;‘s BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .3:::.';?:1‘: o

e .M. Hasu. Mandan Age: .28........ sex . Female. .. UHDNo - By = 00N 2026F

1‘1[&- L Time: . 1 QL ISPM......... Proposed Operation: Qo ‘Q&‘[\CXQJ
L T R WO WA SR 0.0 1 SRS i 6o a8 Ay L R R O e
63 HR: .00 Weight: ..m.?}ltgASA Physical Status: 01 02 O3 D4 05
"‘I’ﬂ EM i PO .
fahuralow Data:
Taas Dy o T e PHOTBRTY iz cosisiss asiiosanne® ;| e St S XORAY il ssiibivyian
cV: 51 R T T Y R e e L i R T PR
BC: .24 8.20. BN 1.t biin TOE i IR Mren) 2D ECNO: oo
ate: BDIQ.UU Na: ..... 1] SO Blood groupzo...'.'}.ye- Stress/Anglo: ..........c......
A K: ' ................. EBH: oy ;e S Y 3111 o
T e scicasn Ca++: SHCORRE: s T4 .............................
MEEHE: i ANIBEEE
st s dinn Boees SGOTISGPT: .......cuwicinns Allergles TB}
edical History:  CVS: ") m
HESP: [ Diabetes kb"'eu" PR 4:@’0\9}
NS : NIL SIUNFICANT : '
ﬂenat: unclnln‘ ] i, O G@” = A | 4
Hepatic/ GE : ' ' Physical Actvity: Rx @ Stea@idy

#hysical Exam: v

“irwav: MP 1@3 4 Mouth Opening;bdwmmyoid Distance: 24, Neck: @7 Teeth: @ H\‘anm*
B D e e

“earl: 6(52_®

NS: NYD . 3ok i
Pregnant: [ Yes °Dﬂl’ﬁ(}/ CJ NA Ver%s)k(’;téw Q) Spine Exam for regional : M.’dgjnc_

Anaesthetic Plan: M [JREGIONAL []GA-ETT [1LMA
|

i’eri-Operative Plan Explained to the Patient: ‘p)rés 0 No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

A 1. DVT Prophylaxis :
STROLLY Sl 5

. 2 NI ORAL<:Water/DHS 2Hour53 E,.ﬂ;‘@ncé
Pertiove tic & s W ‘-‘JC— 3. Informed Consent: O Standard O High Risk
4
5

QOthers 6 Hours

. Post Operative Pain Management: [ Discussed with Patient
. Other Instructions:

Ddicu. No. : RCHBH /FRM / CLINICAL / 044
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Pre Induction Assessment: .

i

ANAESTHESIA CHART

.
Rainbow®

Children’s
Hospital -

It takes a lot to treat the little.

‘“\\

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

Change in Patient COndlilon.

L Yes {/WNo

Fasbng Status Ad,z_ﬁuﬂﬁ > 6i\’h

Physical Staius: D\’Fﬂnent Identified = Consent:Present Dthart Rewewed
H.R: | B.P/CRT: | Sp0; /oo Y. [RR: dofsmst . | Last Feed:
Pro-OP DIROEIR! o.inoiiosininssiivrimpiomsssissnsbinssmsssssdinss Operation: ..... Q.Q.&‘,fr.{l Rebrinad,. i e A———
Surgeon: ... R4 fudhatans. . b B MW Anaesthesiologist: .. DL AMALRA . Technician: .. Venkak. ...
E ,
N,O /AIR/OLPM ", s
HALO /SOTSEVO Y A4 Antibiotic
Drugs: B
MIDA2T (AM ] -
¥ Suppository
Eenomnyl  Noopley 5
¥}
pecpofcl. [oo "':f -~
Blood Loss
F‘U,,"S&U; Lo 1lbo L
ETCO, 1® |19
ECG oR ISk ;
emperature
Urine Outpuly NOTES
gg_w = [— =
a1 -—
Bp (g m
V Systolic 220
A Diastolic
X Mean 200
l-‘Hean Rate 180 P ] :
Toumiquet on Time !
Tourniquet pff Time. g0
i 140
Throat Pack In
Throat Pack Out 120
100
80
6 <]
! 1
40
20
10
0
. ] ABG i
» ! ‘ 1
LAB Values
GABS
Others i
[0 Equipment Checked and Temp: Induction Regional: .
Functjagal [0 HME [ Fluid Warmer v [ Inhal Extremity R T
B/BP [ Cling Film [J OH Warmer [ Pre 0, I RSl ] Spinal [ Epidural [ Caudal
(G}~ Cuft Site: ... [J Hugger’s [ Cotton Wool [ Others MMM!( @ (171 i 1 S S e e O O 1
g"EKG el [ Other ] Mask (] SGA 51_0)- L T I R
. Times: [ Airway ] Oral [] Nasal LR,
[J Temp Site 4 o 3
O FI0.Monitor Anaes Start: ........5! ETT# i Bt O Needie Size: .....\................ Depth: ...
O _Agent Montor OP Start: .. O Oral [INasal (] Guff Parasthesia [ Y,
Pulse Oximeter OP End: ... ] Tracrlleusiomy [ Topical Catheter at skin ... \........
E/Capnugraph Leave OR: ... L) IO v sbsssscnasisssnsmsanmsmassssesitins Drug Name & Conc
[]  Ventilator Anaesthesia: [ Awake [] Direct Vision Bolus:
[T Nerve Stimulator O GA (] Video Laryngoscopy [] Stylette / Bougie Infusion: .
4 — Monitored Anaesthesia Care [ Fiberoptic
Position: /L_f%ofow) (] Regional Blade# d ... Attempts: v LGVEI 22
&T " Pressure Points Checked DHFCUIY WRY? .ooeeoeoeeeesessomsensesssssseesnnns
Line (Size & Location) Transportation to []/
Eye Care: EIGVP: .o (7 Bilat = BS OPACU  [JICU Other
[ Oint T ART:. (] Semi-Closed Circle RelwantReversed  C1ves™ CINo  [Z7NA
Tape T :
,E‘" Padding o (3. Glosed s Name of the Doctor :..... |2 ANATELA
— Ow: ) Other
L] Awake Ow Signature of the Doctor 4?’“’)

[g—
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POST-ANAESIHEDIA LA

"
Rainbow’ . —=E B
Children’s @ BirthRight
i BY RAINBOW HOSPITALS
HOS plta‘ Your Right to a Safe Delivery

lnakaalotmtreattheltme

Awy).. Time Disc.harged : R?"/‘ ........

25 . Suoes00por  TmeRegshed: .-
HCA 0w
[V Cannula Site : Ligoﬁouha'
s Q’Oj\'ﬂask (7] Nasal Prongs
g [] Tracheostomy ] T-Piece
% ] Oral Airway [ Nasal Airway
£
= Vomiting : [ Yes o DNUG: vocoripisensbiesrtigeti e
2 NG Tube : ] Yes Mo
=)
\ Drain: ] Yes (_ﬁo
A Urinary Catheter: O Yes Z'Nu
] Chest Tube: []Yes =0
é Nil Oral £TYes T No
) IV Fluids: “92- Lbb\.\r[c!
% Oral Feeds: ... brl\ou?
o
v
POST ANAESTHESIA SCORE MINUTES
(Modited Aldrete Score) IN 30 160 | 90 out SCORING INTERPRETATlON
Able t 3 extremities volunta d =2 = . :
provgig aim‘n‘lmii“v&ﬂm% o s -1 ACTVITY \ 9~ ala 2.1{ A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Discharge
‘ADle to deep breathe & cough free! =2
ny:pﬁeae:ﬂin::ed beating g =1 RESPIRATION 1 9 & 2|9 . ' T
;ine.cm B =0 Exceptions to this, are to be explained in the
. e Anaesthetic leve =2 2 s e
BP = 20-50 of Pre Anaesthetic | - space below by the Dischargin Physician:
BP = 50 of Pore Arre\aes;?:ﬁce!gs:ve = 10 DA 2 ')/ ), - q’ ging y
Fully awak -
Al;arxsa::feeon calling =1  CONSCIOUSNESS 9.
Not responding =0 a ')v’ 2- 2
Pink =]
Pale, dusky, . jaundiced, -
C;l' :noéj:ky blotchy, jaundiced, other ::) COLOR & o 2 2 92 e
o % | | [10]
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Sco ; 7
core Intervention Signature
| ao atumu o L .
5 . UOMU‘Dﬂq
Pain Tool Used: [ NPASS [ O
[ FLACC [J Wong Baker J="NPS Reassessment Frequency:
Anaesthesiologist Name : A M 1. Every eighthours for all hospitalized patients
. 2. For post surgical patient, patient with chranic‘ pain, patient with i
Anaesthesiologist Signature: —........... /1(1‘“_"/ a  Every2hoursforfirst 24 howrs —
oAl b.  After 24 hours every 4 hours
ate & Time: ) l 5[& 6 \ ¢.  Prior to pain reliving i .
Bl e o i S 1A.0... u\ s ¥4 Intervention
@\ | P’ h? . With in 30-60 minutes after pain relief intervention
PACU Nurse Name : " f
., T gré WMIP0PA.........  Transferred to Unit by (PA U): g_, .
e a0t U JR Y W
ate & ije d . PP PP PPN aﬂe& T, A TN e
' %U)1h 2. 136 My .4

“ lligy
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4 _ Rainbow® X .
Patient Stick | Children’s @ Bll‘tthght
i Hospital . SN ey
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
| o 111 S Procedure done by .............c.ooeeeeeeoooooeeeeeo
CSE /Spinal /Epidural Position : ................. BPACE i it Technique (LOR/LOS) ...............
Depth: ..., Catheter at SKin: .............coooovreverere 1T —————
Parasthesia : Yes/NO if yes details : ..............oooooooooooooomooooeeeooeeeoeoseeeoeeeoeooooeooooooo
SOIUEION COMPOSIEION : ..........oooovveeereeeee et T, ST, BON: N

Any other issues :

— e F . T =

\ M/h” | Bolus(m) | et Right [ BP [Puise | MM
i e '




1

BAH-00420367 IP5-00174050 s
Al ANASA - = ®
Ms MLHARI M Rainbow .

24-03-1994 32Y1M26D  (F) ) ¢
LDHARANI BAIRRAJU Children’s ’ ‘B"‘ ht

Dr. S
T O Hospital | Qo 2
It takes 2 lot to treat the little. Your Ric livery
—..~a CHART

F

Date of Admission: &OIY{% .............. Drug Allergies: ... DO "2t known ar.y Drug Allergies

THE SAFETY OF THE PATIENT

GENERAL

D

CTOR

RSES

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

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

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

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

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

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

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

S0S / PRN (As Required Medication)

DRUG :

Dater

Dose

Route | Frequency |Start Date

Tir'ne

ctor’s Signature |Valid Period| Pharm.

ditional Instructions:

DRUG :

Datey
Tigne

Dose

Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

. Dater
DRUG : Tige
Dose Route | Frequency |Start Date
Moctor's Signature |Valid Period| Pharm.

dditional Instructions:

Da

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



REGULAR PRESCRIPTIONS

WeIBHE ccovinmins WaIH: somususmmn

DRUG :

Date
Tige

v

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

v

Date
Tir'ne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»
Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

hd

Dose Route | Frequency |Start Date

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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BAH-00420367 - é T
Ms M.HARI MAN . . - -
z:-umm s2y1M260 (7 Weight. 6:(”‘:"\ Ward. ...... 3‘”’0
~ Dr. SUDHARANI BAIRRAJU |‘ l
T T e e = M =2
Dose Dose Dose Dose
WUG : Dr. Sign Dr. Sign Dr. Sign Dr. Sign
ute Sta it Date Dose Dose Dose Dose
Ij.p Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
|
Name & Signature of the Doctor pose Hos i oo
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
ditional Instructions: - oo o o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TlU’le Nurse Sig. Nurse Sig. Nurse Sig. Nurse Sig.
. N — N
Dose Dose Dose Dose
nRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
HOUIS Sta it Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Poes Do flose Dise
- Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: I pose o i
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. o Dosage & Other ;
Date Time Medication - Signature
Instructions Route 9 Nurses

Lo

R AR

4

)

JW Qﬂjrhwx:n 120 T

U

Page: 3/4

(P.T.0)
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o Sl V. FLUIDS CHART Weight. . Z2-%< warg, JVFD.

G T

nposition of L.V. Fluid Route Flow Rate] Doctor | Nurse | Date of | Doctor | Nurse
mention ml./hr = Mcg/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign

%\f\’,@,‘.?ww |QriNvaER o %@w;\s’\” ﬁ &g

n

CACTATE M Loy

T

Page: 4/4
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Asst. Surgeon Df "’1 fmo, ............
Anaesthetist : ......0%... O rygec—
Scrub Nurse : ....Qn&,..-s.u.:l.es.aoo.im.‘.’\ Date :

|
Patient Name :

UHID No. :

H-0oy 3-©

gb..a.....SurgeryName Oa ‘\ZM
5?0! Ye... In-time : .O% - € & Qut-time ;

) Children’s
") Hospital

' BY RAINBOW HOSPITALS
Your Right to a Sale Delivery

It takes & lok to treat the e,

Before Induction of Anaesthesia » »

Before Skin Incision > »

Before Patient Leaves Operating Room

Pulse Oximeter on Patient & Functioning \=*Yes CINo
Does Patient have a:

Known Allergy?
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?

CYes B0

OYes &40

COYes~=No O NA
CYes CNe CINA

“Yes CINo INA

Signature ................. /’ fﬁ’ ......................................

Correct Procedure» bou."t. Rede 2Yes CNo
Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected B
Steps, Operative Duration, #15 -2.0 muA
Anticipated Blood Loss’usn\; OYes CONo CONA

Anaesthesia Team Reviews: pice ivadin
Are There Any Patient-specific Concerns? (1Yes &0 CINA
Nursing Team Reviews:

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

)

issues or any Concerns? Pes 2o CINA
Is Essential Imaging Displayed? OYes @No CINA
Power Supply, Earthing, Power Backup

and functioning of equipment checked. “Yes CNo

SIGNARUING ..o isuresesiurat % ..........................................
NATO .o GO ...

SIGN IN Time:..8 L 45 A TIME OUT  Time......... 405 AwA SIGN OUT  Time:... .. 304

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

Identity “Yes CINo introduced themselves by Name and Role [, ¥65 ©No The Name of the Procedure Recorded ~ ~Yes CINo

Site K¥es [INo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure U¥es CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ 2¥es TINo [INA

Consent ¥es CINo Correct Patient (Check ID Band) “Yes [INo The Specimen is Labelled (including

- Site Marked OYes CINo =1NA Correct Site ¥fes ONo patient name) 4]/Yes CONo CINA

Anaesthesia Safety Check Completed ~ <Yes CINo Whether there are any Equipment

Problems to be addressed [1Yes COONo [NA

To Surgeon, Anaesthetist and Nurse:

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

COYes [ANo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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It takes a lot to treat the little. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

IP5-00174050

N

To Be Filled In By Assigned Nurse : o “?D} R
Department : ........ccoovvervneees NV R Duration of Procedure : .....LS. .’..':?.C?..;E'.‘.’i
Name of Urgeon : .......cc.ccoeveveenes DL&ML‘NM ........................... Date of Admission : Q°L§(% .........
Bundle Care Criteria : (Tick (/) if done)

” Staff Signature

ntibiotic given prior to surgery ? J]Yes [ ] No

ingle Dose Antibiotic  or  Long Antibiotic Regime
ntibiotic administered within 60 minutes prior to incision ? [_}Yes[_|No éﬂ D*g}g/
Name of the Antibiotc : ....... =1 1. S 2.0 LE MT N 126y

Hair Removal [AYes [ ]No ifYes: Surgical Clipper
Department where Hair Removed : [_|Ward [_]Operating Room

other: ....... & VA éﬁ”’oﬂ@/\

J‘ Skin preparation done (cleanse surgical area with antiseptic agent)? [ Yes [_]No

Patient's body temperature immediately post operation (Recovery Room) 26:5™C g W
(] oral  Or Axilla (Goal : 36-37 °C)

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

! All forms (Bundle care and when required SSI form) are completed properly
| Forms must always be kept in Infection Control folder in respective department

2. No. : RCHBH/ FRM / CLINICAL / 038
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BY RAINBOW HOSPITALS
POS1 PROCEDURE CARE PLAN

Date & Tlmeﬁols)%@ ..... q ‘9‘(\4""’
oD Ham  Moanssge.32Y......... uHiDNo:... BAH. 00 F20.3¢)
..................... @S%Rﬂn‘hwﬂ
Post rocedureDiagnosis:.................................BQ.'% ...................................................................................................
Post{Operative Monitoring Parameters / Frequency: .. SPQ...BR..B

an#ﬁonal Instructions: ......c..c...... BL ................... 9" df ..............................................................................................

-----

T AR R SR TR WA So P RTINSO - R S
The new order for all required medications documented in the doctor order/medication sheet: LE]{ J No

A#y Other Post-Operative Care Needed including Required Follow Up~oc37'- ”Tf-e% .............. AR ¢
................. Kw{mev’DE,G?v?

\
ame of the Do or%gud"\"\’fwg

S— q@ ......... M ...................... e

ate & THMe: ...orceeee. 20lS]12G..@. B8

———=_aa - 25

Note: Plan of care will be readjusted if necessary

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




