! Rainbow Children’s Hospitals - Visakhapatnam
z Plot No.15, Health City layout,Sy. No. 21 & 27 Part of Chinagadili, GVMC Limits. Govt General Hospital Kda

Rainbow" &
Children's .B
Hospital - ..

\Vishakhapatnam Andhra Pradesh, INDIA .530040.
TEL NO :891-3501601
WEB : hilps://rainbowhospitals.in

l

ADMISSION SHEET

Registration Details :

Admission No : IP22-00023395 Admit Date : 26-Jup-2046 Admit Time

:10:53 AM  UHID : KMV-00014381

Patient Details :

™

Patient Name : Master K GOWTHAM iAce :15Y3M23D
Guardian : KSURESH KUMAR Do8 : 03-03-2011
Gender : Male Religion
Occupation : t=riial Status
Address (H) : Kurmannapalem Aganampudi Phene No : 9490914762/
Visakhapatnam Andhra Pradesh INDIA E-mail . .
530046 -mai : no@gmail.com
Admission Details :
Bed Type : GENERAL WARD Bed No : GW 326 Ward Name : 3F-THIRD FLOOR
Room No : GW 326 Admission Type - First \isil
Contact Details :
Name : K SURESH KUMAR Relationship  : Father
Contact Address - Kurmannapalem Aganampudi Visz | hapetnam Phone No
Andhra Pradesh INDIA 530046
bt SR~ HU KA,
Signature
Doctor Details :
Doctor Name : Dr. RAVI HIMAJA Specialisation  ; PEDIATRIC SURGERY
Refzrral Doctor : Dr. G. Vijaya Ram Sankar Phone No
Co-Consuitant
Payment Details : Depos't Amount  : 0.00
Payment Mode : Cash Payor Name . SBI GENERAL INSURANCE COMPANY

LTD

4 Date / Time : 26/06/2026 10-56 Printed 8y D1
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Rainbow® : i
Children’s | @ BirthRight
Hos p ital BY RAINBOW HOSPITALS
ACTIVITY RECORD FOR BILLING It takes 2 ot o treat the lt, Your Right to a Safe Delivery
Name:
KMV-00014381 IP22-00023395
UHID No . :‘::225‘.?°“’“‘::m.,,n e Consultant ..............ccooonee.. Dept
Or. RAVI HIMAJA
...Date of Discharge..................... Time:........

— lN LT

.........

...... Suggested Billable bed type:...........ccovn........

WARD TRANSFERS
Date Time From To Signature of Nurse
6Jo6[aé | |afun | R, My 1
2616(2 (D3 Gowoh  MTes oL (Powol
2 Gloe . | 12 9 o1 2 (VTN ol
TPV Bwopm] ol 20 T
Cross Consultation Visit
Doctors Name Date Order No. Signature
- DI MHIAH T 2’16/26 {62 | Ces,
2 sl
3.
4.
5.
6.
T
8.
9.
10.




MEDICAL EQUIPMENT (WARD & ICU

Name of Connecting | Disconnecting :
Date Equipment Time Time Order No. Signature
aclnelag] Pabusion puD L L AWA £33 < Lapwy
\
CLP:.\EJ Sdand ]l My A VA ‘)g/’ (b _JT%W Al
| ! “ 1 1 (1 P~~— 7 {




INVESTIGATIONS

Date

Investigations

Order No.

Signature

— 26013649
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Lot Hb, Brcr, HW, HhiAs  ~




PROCEDURE

Date Procedure Quantity Order No. Signature
A8 } Q- n[&,kﬂ,umu«}‘ © 6q1313 AL
V< PAC © | ganio || Tewu
20\as L (B9 hoorlobony J GA) 5
oo gy pﬂ-[ﬁréaj(l ges WG
A0~ DI PO AR @ et g
Trow- lp:sopm [ pr*
Tiagout,  L-SPm -
(1o
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\
-
s
=
N

= - L o
ANY OTHER INFORMATION
Soubl8iSe used 481 S ol
z £
Date: 7{1} \ L" Time: L Prepared By: &u/ A
Staff Nurse Shift/ Ward  / Billing Assistant Billing Supervisor

e
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It takes a lot to treat the little.

\

" ( PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name

Department QU
Consultant

RCHHCV/FRM/GENERAL/065




KMV-00014381 1P22-00023395
Master K GOWTHAM
03-03-2011 13Y3M23D (M) ]

",

Padiatric Multiorgan History & Physical Examination

Name: _ (Ao YW o Age/Sex
Information given by: Reliability

Chief Presenting Complaints & Duration ( Chronologically):

S {,O_i/\ V\l} e @ (.’CJL&

O\, Strstue~ X ) w2 by

)

Caoxrr. P17 L Nen r\iu‘rom.)

History of present iliness:

NO Sann) \\,-—-kj\__} e [/\)\JQA\"-\ L&\’rﬂ

| Vi




KMV-00014381 IP22-00023395
Master K GOWTHAM

03-03-2011 18Y3IM23D (™)

Or. RAVI HIMAJA —I

AT

Past History : (Including details of any previous investigation or treatment)

N o ¥ \ L‘ w\\‘ L/l C C'MJL

Birth & Neonatal History: Family Chart
Birth & Socio Economic History: ;8
About Father:

About Mother:

Any additional Information:

evelopmental Histo
Nf:r- S W/J

(\)(.J‘—"’& 3 o *‘;) U‘ZP

Anthropometry:
Head Circum (cms)
Weight (kgs)’})q (antule )

On Examination: AL BeM

Temperature: (f\D Pulse Rate : MmgP SPOZQF /. p‘ A

(Centile ) Height (cms) (Centile)

Resp. rate and type of breathing :

Q- 2% )pnd
Rash

Lymphadenopathy

Oedema:

Allergies (if any):




KMV-00014381 1P22-00022395

Master K GOWTHAM

03-03-2011 18Y3M23D (M)

Dr. RAVI HIMAJA ]

LT

Respiratory System:
Inspection (any s/o distress):
Air entry & breath sound : (A an
Any Addes sounds :

Relevant data from outside (Chest X-Ray, ABG, etc.,)

Cardiovascular System:

Inspection of procordium :

Heart Sounds :_5 1 § )
S~

Any murmur:

Relevant data from outside (Chest X-Ray, ECG, ECHO, etc.,)

Per Abdomen:

Inspection :

Palpation : S *”\v/)f

Ausculation : _

Spine : External Genitelia@ G swdig i

Relevant data from outside (CT.USE.etc.,) LY deglnubll

= Lo~Ximda N Vs

Central Nervous System:
Level of Consciousness : AVPU / GCS Score: A C AN

Cranial Nerves :

Motor System:

Nutrition :

Tone: Power

Co-ordinator :

Posture:

Involuntary Movements :




KMyv- 00014381

Master GOWTH AM
03-03-20¢ 1

n*'lu\ﬂm 3"230 ]

all IHIMIIMIIIIIII i

Reflexes:
DTR Superficials:
Plantars

1P22-00023395

Bladder / Bowel:

Clinical Summary & Diagno
ra }-v"\‘i\/\mouQ Hen nl =

Pediatric Multiorgan History & Physical Examination
Preventive aspects of the treatment:

Desired goals of the of the treatment:

Planned Labs:

Planned Management:

—~0JOD: g ot vy

\—F V\b__ QA &QAL

= 07 e At 1o e edie

\ = L3 = g, JMN Ax g oA
\“’WI'V 1Gm Wt A oo $0amany
\*"Wﬂr(\.;} B L\,f/jr DI\/S }
I CEIT TN
oy | -

- a
Signature of the Doctor : 9_

Signature of the Consultant:

Name of the Doctor :

OA M AN

Date & Time :

Name of the Consultant :

flb! B !L\)

Date & Time :

5




KMV-00014381 1P22-00023385
Master K GOWTHAM

03-03-2011 18Y3M23D
Dr. RAVI HIMAJA

HI||I|I|I!IIIIIIIIIIIIHIIHIIIIIIII

Note: = To be compiewsu 0y a8 Doctor within (24) hours of admission

DISCHARGE PLAINING FORM

1 Anticipated Date of Discharge :
2. Destnation Post Discharge : [] Home
Family Members Notified (Person Contacted_
[0 Transfer
Hospital Facility Notified (Person Contacted)
3. Discharge Status: [ Self Care ] Family Home Care [J Home Professional Assistance
[ Needs Assistance In: Remarks
[J Medication [ Yes (O No
[ Bathing [ Yes [ No
[ Eating [ Yes CONo
O walking O Yes CINo
[ Dressing [ Yes [ No
[ Toileting [ Yes [J No
4, Nutritional Plan:

[] Ditary Instruction Discussed with the:

[ Patient [ Family Member 01, TR
5. Discharge Planning Discussed with the:

O Patient [CJFamily Member LOMROE e veeeevvinnseenssessssassssmssssssessssssasssssssnsssasases
6. Patient / Family Education Plan:

[] Education Topic /s

] Patient's Educational Topic/s discussed with the:

O Patient [ Family Member [ 011 ¢ TR

Doctor Signature:

Name of the Doctor :

Date & Time :




Ref. No.: F/HW /PGN /INPR /15

KMV-00014381 IP22-00023395

e ] ‘Patient N master k GOWTHAM 4
R?‘ill'lcl‘:gw' ) Blrtthght PRO GRESS NOTES AgE ... gfﬁfz‘;W‘ 18Y3IM23D  (w)
Shidar | poramont| wseaneronreenon) | TN

DATE | TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY IS COMPULSORY)
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NOTE : DO NOT WRITE OUTSIDE THE MARGINS
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Ref. No.: F/HW /DC/INPR/ 05

"%
Rainbow® . N
Children’s (4 BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes 3 lot to treat the litte. Your Right to a Safe Delivery

PAUBIE NAINTE ©ovivinivisnmmms s s s ivissssrisnressamany samsnspsrs Age: ..o
KMV-00014381 1P22-00023395
Master K GOWTHAM

Gender OM OF 62653001 BYIMATD: iy e
Dr. RAVI HIMAJA

corstent A,

Date of Admission :

DRUGALLERGIES: apk- ENO (N

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 Ithrough 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 suppiement 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)
Datelp
DRUG : e
Dose Route  Frequency| StartDt. | ~
Doctor's Signature |Valid Period| Pharm.
Additional Instructions
Datelp
DRUG : e
Dose Route | Frequency| StartDt. | ©
Doctor's Signature |Valid Period| Pharm.
Additional Instructions
Datelp
DRUG : o
Dose Route |Frequency| StartDt.
Doctor's Signature |Valid Period| Pharm.
Additional Instructions




KMV-00014381 1P22-00023395
Master K GOWTHAM
03-03-2011 18YAM23D (M)

[ Dr. RAVI HIMAJA
M [T B, || soaethn. | M. [We )
+ REGULAR PRESCRIPTIONS g 7
DRUG: T} (e§7aThvone ot

Dose Route | Frequency| Start Dt.

Loy TV |G\ |2 (6

WM

Name & Signature of the Doctor

starting the Drugs:

™
5 VA ™MA :
S DA

Additional Instructions:

Dose Route | Frequency| Start Dt.

T W do = U Apa o~ o ‘V’a- & QP’
Qe 27
Daily Doctor's Endorsement by a Sign. \
'_ A X
DRUG: Y Prencenn [2oF M
Dose Route ér%cuf‘ncy Start Dt. \f W
o b2l
e (Y ZBI [ &0 N (;' M
Namé&“& Signature of the Doctor g
starting the Drygs: \ /\
il ON
— = " o
Additional Instructions: %
wa | = lom‘ \ B
Daily Doctor's Endorsement by a Sign.
DRUG: 94 E£gorelensts ool o
Dose Route | Frequency | Start Dt. - WD
Lo v b 26254
*4 ! ®2, h 154 Z
Namé & Signature of the Doctor
starting the Drugs:
T s
Additional In§tructions:
Daily Doctor's Endorsement by a Sign.
DRUG : —

Name & Signature of the Doctor

starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.




e o B e e e~ e . (s e T e Ly S Qe | P

Date B
VARIABLE DOSE Time | | Nurse Sig. | Nurse Sig. [ Nurse Sig. [ Nurse Sig.
Dose Dose Dose Dose
DRUG : _J-Dr Sign. Dr Sign. Dr Sign Dr Sign.
e
Route Start Date oo Vove Dot wose
ﬁnq_n, Dr Sign. Dr §_gn. Dr Sign.
Name & Signature of the Doctor Dose [pose Dose Dose
LDT{I. Dr Sign. Dr Sign Dr Sign.
Additional Instructions o bosk P o
[Dr Sign Or Sign. 15r Sign. Or Sign.
Date B
VARIABLE DOSE Time | | Nurse Sig. [ Nurse Sig. | Nurse Sig. [ Nurse Sig.
Dose Dose Dose Dose
DRUG : <l:r Sion. Dr Sign. Dr Sign. Dr Sign.
=
Route Start Date o s el o
Dr Sign. Dr STLn_n. Dr Sign. Dr Sign.
Name & Signature of the Doctor e Hoss Mo R
Dr Sign. Or Sign. Dr Sign. Dr Sign.
Additional Instructions e o= o> F““
ﬁgn. I:Irs‘iqn. Dr Sign. Dr Sign.
STAT / ONCE ONLY DRUGS
DATE TIME MEDICATION D&%ﬁ%gﬁg“g“ ROUTE | SIGNATURE | NURSES
)
i ; [ 2o L=t
26 |6lee | 2:20pm T P, dob {ong 7, Q D
. i \ Fhm‘m
Al ‘ To e y CQ,_,
2@[@;[2@, l'_pm u/\d Pcm - W [ D




KMV-00014381 1P22-00023395
Master K GOWTHAM

03-03-2011 18Y3IM23D (M)

PatientNa I.P. No. Sheet No. Wards | Weight (kg)

Ui g

LV. FLUIDS CHART
Flow
Composition of I.V. FLUID Doctor | Nurse | Date of | Doctor | Nurse
DATE TIME [h‘infusian.n’gnﬁunmlfhraMcqa’kcfmi'n,stc.} ROUTE (rﬁa}_ﬁ_) Sjg|-|_ SiQﬂ. StﬁDDiﬂg Sign. Sigﬂ.

"

ALY PO Y volas | BT |
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Rainbo: -
Chitdren's | @ BirthRight
s R .fl“:::m:.?sﬁ’ﬂlf
OPERATION THEATER NOTES
Pat:ents Name:.. @M. .k - oWt Age:..1SY. Gender : NET F O
UHID - keonz Y38 1P No. . 233a5. Weight. 386 kg5
Surgeon: HR. RPAVI HIMATA Asst. Surgeon: —
Anesthetist: g . RAVe oin OT Nurse:  yuy o |

Surgical Procedure: R{‘ NIPR O_[;bij()

Indication for Surgery: 'E“ ‘W MM

Date: QL \[, Ao Start Time: . |\ 9 . O PN) | End Time: + 4 TPy

PRE-OPERATIVE PREPARATION

OPERATION NOTES :

N SR OMQA& 1nu,;m@n %
- TS‘NFGQWBQGM& QPONQUS, PAAL

— o idedtidied s, M o

www.rainbowhospitals.in




POST - OPERATIVE ORDERS: g

DR RAVE HEOAIP i (J[hmj& ..... B e i,

Consultant Surgeon's Name




#7739 b

& Department of Anaesthesiology
Rainbow ® & S /
ﬁhlld_rerll’s .Elrgtlwﬁlsghj AXON ANAESTHESIAASSOCIATES
i o et PREANAESTHETIC EVALUATION
Date:?,ézcizé Time: 4:\5 Aw) Name: K QOw"HJ\m
Proposed Operation Q_}( e 0+‘t> W) Age: | [] Y

Preoperative Diagnosis

'_'_P(\o]wmal {_E_MM Sex: M

B.P HRy . |RR ~ m Height Weight Physical Status | I.P. No. : 22
8.*~}ww\ \ﬁm e 12 3 45 23
' LABORATORY DATA NE
Hgb Glucose Protien HIV X-Ray Other:
PCV Urea Alb HBS Ag I ] % ECG
WBC Creat Total Bill HCV 111' 2D Echo
Plate Na Dir. Bill Blood group Ang)
PT K LDH Other
PTT Ca++ Alk phos
- INR Mg++ Amylase Allergies * N u_/
Medical History : CVS:
RESP: p | €4
T
Renal: )
Hepatic/GE: 5 NA D APD+/-
Others: f
Past Anaesthetic History: W1 |
.
P A A) OO
Airway: MP123 Mouth Openlng Mentohyo;d Distance:  Neck: Teeth:
Lungs: !L A «C_—@

Heart: 9. s L@

CNS: Cogwnrloun

colaarand Pupils U /w EVM .

Spine Exam for regional : _@

Others : Pallor : +/- Venous Access Slte
ANAES. PLAN : MAC/REGIONAL/GA-ETT/LMA Proposed Post-op Peri -op. plan explained
Plain relief: to patient Y/N
YES/NO |PREGNANT YES/NO

WILL TAKE BLOOD

LMP

CURRENT MEDICATIONS:

PRE - OPERATIVE INSTRUCTIONS:
1. DVT Prophyiams

2 NBMform: & W€
3. Informed Consent d J’ngh Rlsk

G E e Nial meskexs s

IMMEDIATE PRE-ANESTHESIA EVALUTION

HRQ?“/WVV"\ 8a02:....c
B R onnsanaeag: | 1A FEO 5....vesiivivessriiasaians

B.P/C.R.T. teeieerivenans

Signature :




- = ® -
E:l_ ?dbow’ & BirthRight Department of Anaesthesiology ANAESTHESIA CHART
Haren’s
Hospital 'm@mm AXON ANAESTHESIA ASSOCIATES
I b oot v vt thie [itse. Yaur Right 1o & Sale Delivery
" . e ﬁ p=
PRE-OP DIAGNOSIS @ \ “Oau*m\“ rosw OPERATION H L *‘o% pate 2 /¢ /%
_ ™ y GJ Y
surceon _ B Lo iy melien ANAESTHESIOLOGIST __ 6 - & Aansein,
ANAES  #1] Start End Cons. Sig Res PHYSICAL STATUS
CARE #2 | Start End Cons. Sig Res PTIDENTIFIED  <JCONSENT PRESENT-ETCHART REVEIWER []
TEAM #3 | Start End Cons. Sig Res LAST PO INTAKE
TIME NOTES
"N, OJAIR/O, LPM
HALO/SOISEVO =
DRUGS. 4 A cl— ¢ T |wagy
e QMO —D- 2 WAg J -/
— 2 . i .
M Aol +©3 Nah o I Y “ o lc Toall = WV
i j -J \.J J
L g Wl s ,
o A Loah —thaAdp ~ —How\g
Lt - Aepoted - 31 = /
FIO, M5a0, \ -l 1 DA o e oal — N
ETCO, = AT T St T
ECG -
CVP / Wedge
Utine H
EBL
88
o0
=
wm
ANASTHESA 240 42" TEMP
X CET
START  FINISH 220 41 m
I INTUBATION .
P F':‘REP © 200 409
O-0P START o
O-DPEND 180 A8
ar
. 160 -
V, SYSTOLIC 140 3
DIASTOLIC 35"
X MEAN 120
* HEART RATE i
Tourniquet up T 100
Tourniguel down T - 33
RESP 80
O Spont © 3z
AR Assisted O 60
CR controlled 397
RATE 40
3ot
20
v -
PIP 10 i
PEEP
“EQUIPMENT CHECKED AND | |COMMENT/SYMBOL U”f
FUNCTIONAL e
Ao (e Paco,
CUFF SITE g Pal/FI0,
ART SITE = HEOBE
H1 EKG LEAD Mk
A TEMP SITE TIMES INDUCTION REGIONAL
I Fio2 MONITOR 9.3 E " WV [ INHAL [] RECTAL[] EXTREMITY
GENT MONITOR gﬁ‘“:f Ai:_ART uS M [J OTHER [] SPECIFY
EIPULSE OXIMETER e PREO,[] CRICOID PR[] ‘ES:";SLM P
PA OXIMETER |
gwmiﬁ teaveor _1: 20 Qyny MASKT 0O LMA CATHETER
T VENTILATOR END ANAES AIRWAY  ORAL [ NASAL [J PUMP
] NERVE STIMULATOR ETT# at g OTHER
GENERAL I+ ORALET™ NASAL[] CUFF 7] SITE
A MAC no DRUG [J TRACHEOTOMY [] NEEDLE SIZE DEPTH
POSITION Wl PARASTHESIA YES NO
i (|
[] PRESSURE Pﬁ'r g | ecwhbaue O] Toro Cisaug || catHETER AT SKIN (cM)
REGIONAL O LocBYSurRG % ™| DRUG /DOSE
EYE CARE TRANSTRACHEAL [ TEST DOSE
O ot LINE (SIZE & LOCATION DRUG % m | ANAES LEVEL
ATare ] cve AWAKE [] RAPID SEDQUENCEL] | GCOMMENTS
[J PADDING | DIRECTWISION [0  BLIND [if W W
N = P FIBEROPTIC (] sTYLeTTE O )
ART ~ BLADE# ATTEMPTS
UMIDIFI S e
g e ek 2w _\_{J MBLerak | orricurwhve :
O UGHTS Ow _ BILAT=BS [J TRANSPORTATION TOPACULS- IcU]  OTHER [
O HEATERS Ow SEMICLOSED GIRCLE [J RELAXANT REVERSED YEST] NO [J
[] HUGGER'S CLOSED CIRCLE 1 TRAIN OF 4 TET  HEADLIFT
EFBLANKET NON REBREATH [] f\b
AYREST PI
CJ.OoTHER Eerect D SIGNATURE

e —— e,
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Rainbow®
Children’s
Hospital

Tr tes o ok to temot the ietie.

Anaesthesia :

BY RAINBOW HOSPITALS

‘BirthRight'

Your Right o a Sale Delvery

General 7~

Epidural [_]

Spinal [_]

POSTANAESTHESIA CARE UNIT RECORD

Department of Anaesthesiology
AXON ANAESTHESIA ASSOCIATES

Other Regional [_]

Anaesthesiologist : "y - @W’L Surgeon : _:1}- . Ravddh W!f’f] B Procedure :@ HMD"}U i
Received in PACU by : “(L'h Mmf, Timein : } . S_Sa:h Time Out : 3:,?/@ LY
o 1
\Opw
ul 250 I [ ] 250 | Pre-Op BP INTAKE/OUTPUT
& §;§ | 2;3 s [N ouT
B 220 [ ORBP Emesis N D
L 210 210 Gastric Suction [ S a0
& X = Voided | Lo A0
(=] 0 Urinary o
O J?g 1T gg Catheter o
: % 160 160 Chest Drainage _ 10 e
= 150 5 i i
® &3 = i [P Hoarane—Lan a0
cuaf ::g wd :;2 Blood Given V) AD.
= I 10| Ended PO FLUID
2 10 100 i\ o) My
20 80
50 - % IV FLUID K[/p}\_ g
70 ¥ 70 Method TOTAL
% 60 b 60
50
& ig 1] 40 O2:Mask: _Agd  Nasal Prongs : M Ventilator
o 30 gg Cannula : Trach Collar : A0 T-Place : AN
. 5] 10 | Aways: NE TRACH AR NASAL _Ads
TEMP o » L1 0 OETT __ AM ORAL ___AD
MINUTES
POST ANAESTHESIA SCORE IN 30 [ 60 | 90 ouT SCORING INTERPRETATION
Able to move 4 extramities valunlary or on command =2
Ao 1o move 0 eramRSE e o o oend =1, ATIVITY 2 | AMINIMUM TOTAL SCORE OF 8 IS
‘Able 1o deep breathe & cough froely - REQUIRED FOR DISCHARGE.
Dyspnea or limited breathing =1 RESPIRATION ‘Z’, 2——"‘ =
elc =0
BP + 205001 Pro Amaeetne e =1 crouLaTio |94 1] |EXCEPTIONS TO THIS ARE TO BE
. :F:I*m"::"’“"a”“““" jove :2 EXPLAINED IN THE SPACE BELOW
- ul =
ﬂ : mng?n?mng =1 cowsciousKEss } ol BY THE DISCHARGING PHYSICIAN.
se Pink =2 7_’-
g:{:r.l :;:ky. blotchy, jandiced, other . é COLOR rL 3,_,
TOTAL L \e Lo
Date & Time (DQES;S:J;_OEOSM) MD POST OPERATIVE INSTRUCTIONS
1. Analgesia & Q o v
‘ -lt‘ MGl el Susger s -
i Wy Pey) ~ Foud Ju -
J
3. Fiuids TN duids ~ 20 B @ Goud
4. Anti Emetics U
5. PCA/Epidural/ .V. Infusion N\mf(‘ﬂ Urloe
(T\ 6.

Evaluated and discharged by :  Dr. % ?

Discharged by :

SM_)GM“Sm

Transferred to Unit by

G;';

(Nurse)

Qs

Received on Unit by

\

|

i!

e ———————

H




Patient ID :

s Department of Anaesthesiology
Rainbow. | @ BirthRight AXON ANAESTHESIAASSOCIATES
Hospital .g_jﬁ:wws_zm_s EPIDURAL ANALEGESIA RECORD
Date : Time : Procedure done by:
CSE/Spinal/Epidural Position : Space : Technique (LOR/LOS)
Depth: Catheter at Skin : Attempts :

Parasthesia : Yes/No if yes details

Any other Issues .

a)
b)
L Infusion Rate Level Maternal BP
Time (mi/hr) Bolus (M) | Left Right| and Pulse FHR Comments
Delivery Details : Time : APGAR: SVD / Instrumental / LSCS (if LSCS Details)

Catheter Removed by and Tip Inspected :

Patient Satisfaction :

Discharge/Shifting ordered by (Name, Signature, date and time)



\

Lt

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

.- 4 ® i CONSENT FORM FOR
Children’s .B‘rthR‘ght GENERAL / REGIONAL

Hos pital BY RAINBOW HOSPITALS

g S R ANAESTHESIA / MAC
Patient Name : {mﬁﬂok'ﬁlomﬂwn ... Age old_(j ............

Gender -2 FEO1-IPNo: ... 2R2LE i Consultant ; DK-H'\‘OOJO\ ..................
Ward / Bed NO. © .oooevrevrrvirniseannes —=..Anaesthesiologist : DRPSLW ...........................
Operative procedure planned : ...... ‘HWO'H’W

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patientis
not aware of event 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 without numbness can be achieved by infusing
week solutions of local anaesthetics arid narcotic drugs to particular parts of the body after surgery or injury,

using catheters.

Specific High Risk () : The doctor 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 [ Hypertension [J Diabetes mellitus [ Renal failure

[ Hepatic disorders O Shock [ Multiple organ failure [ Polytrauma / RTA

5{2 .....................................................................

COMIMIBITS 2 vvseeesssssorensssesseseissasesrsssssiasessssssesabssssisssssasnssasissssssssansasssssssssssssssssrssssssssssesssssmmsssanssstassscnsssens
Doctor to document in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY
| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me | my patient

s '..Cl.!? ............................................ the above mentioned operation | Diagnostic | Therapeutic procedures
HWOJFEM ....................... AL T S ———

| authorize and give consent for anaesthesia ( [ Regional £5General Anaesthesia/ ] Monitored anaesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, alternative
treatments and answered my specific queries and concerns about this matter. | have read and understood the
information provided in this form | acknowledge that | have discussed with the anaesthetists any significant
risk and Complicaions specific to my individual circumstances, and | have considered them before
Consenting for anaesthesia.

[JIncapacitating COPD I Others ... =g o

CIN : U85110TG1998 PTC029914 www.rainbowhospitals.in




| understand that there are some infrequent complications that can occur due to use of anaesthesia, these
include pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions,
headaches.

| authorize the anaesthetic team to perform any additional procedures (for example, CVP line, arterial line, use
of nerve blocks for pain relief, changing from regional to general anaesthesia etc), which are considered
necessary by them during the course of surgery.

That | authorize and give consent to the team of doctors attending on me to administer blood products during
the course of operative period and immediafrely thereafter in need arises.

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

- Pregnant: O Yes P No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

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

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

Patient Attendant : Witness :

Signature : WL e SIGRALATE:: st
LI Ko RN S < e
Relationship with Patient : T T R Date & THNE : ..iviumuimmmtrmmmatoitmnediviohits

Date & Time : 2516[2%@.[2—: ........

Doctor (who is taking the consent) :

Signature : Q/ .........................................
Name : MQ
Date & Time : %Lzélm&\igoeﬂ

CIN : U85110TG1998 PTC029914 www.rainbowhospitals.in

o




2 Informed Consent for

Rainbow' | @ BirthRight
Hospital - | (e SUFgery or Special Procedure

It tnkes a bat to troat the litte. Your Right 10 a Safe Delivery

——— e T e e e s
—— —_—— e —

Patient Namt;. : rra&\@(akvﬁmwfﬂam .............................................. Age : Lsg Gender : .M.

INSTRUCTION

This consent form should be signed by patient (if an adult 18 years or older) or by a parent/ guardian, if the patient
is @ minor or lacks the ability to make an informed decision. The purpose of this form is to verify that you have
received this information and have given your consentto the surgery or special procedure recommended to you.

1 hereby authorize the performance of the following operation(s
technical terrns)%f% A
(Name of the Patient).

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and
/or diagnostics performed. | recognize that the practice of medicine is as much an art as a science and therefore
acknowledge that no guarantees have been or can be made regarding the likelihood of success or outcomes.
My questions regarding the condition, the proposed surgery and the outcome have been answered to my
satisfaction prior to signing this form by the surgeon. ; :

1 have been explained the risks of this surgery/procedure and also about the reasonable alternative and the
relevant risks, benefits and side effects related to such alternatives, including the possible results of not
receiving care or treatment

1 have been explained that the following complications though rare are possible and will not hold the Surgeon,
Anaesthesiologist or the hospital staff responsible for any gntoward eventtlereéieof.

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

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

My signature on this form indicates that
1. Ihaveread and understood the information provided in this form.
2 My doctor had adequately explained to me the operation or procedure along with the complications
written above, along with the risks, benefits and other information.
3. Ihave had achance to ask my surgeon questions.
4.  Ihave received all the information | desire concerning the operation or procedure and
5 lauthorize and consent to the performance of the operation or procedure.

Consentee: £ Relative Witness:

Signature “/qlgp—- Signature \(fﬂﬁv‘-"},} Signature :...........coccevierinnrnenn,

Nama:.,..,..CQD(u%m ......... Name:....“K.’.W ........... INOIOssvssssissmmnsarcisinaisman
Date & Time : 25/5]3«6@]'213QP¢\ Relationship with patent th Date & Time : .................

Signature : . {s.......... QLQJ: ""‘“‘d& ........ Name of Doctor : @@rfMﬁ?mjﬁ
Date & Time : %{é&g&(.}{:z/%ﬁd‘ﬁv\

www.rainbowhospitals.in
[ RCHHCV/IFRM/CLINICAL/250 |
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Rainbow* ; ol
Children's | @ BirthRight
HOS pital . BY RAINBOW HOSPITALS
It takes 2 lot to treat the litthe, Your Right to a Safe Delivery

Ref. No. : FHW/PTF/INPR/14

PATIENT TRANSFER FORM

Patient Name / I.P. No

2234S
QN F . G'IOLU'Ee\ErW'

Date & Time of Admission

26[6log @ 1A

Date & Time of Transfer Order

&%LQ(%@ 3290

Treating Consultant Transfer ordered by Reason for Transfer | '
p
pR-+vafo DR . Oheeralo oSt op Sl
From Bed / Ward / Hospital ; Information to attendant
To Bed / Ward / Hospital ies/a No |:|
MOt 226

Number of Sheets in clinical file

)

Number of Imaging films

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

Yes[] No‘/D/

If yes, What ?

Medications / Consumables / Surgicals / Hand over

Gu:a.}

R Dl Qmﬂ'&

|
i Sl.No. Item Name Quantity

1.
|
I
BEE I

d_ﬂ-""’fﬂ_- _

| 3. i
4 o -

5 /

Shifting Summary / Notes written by Doctor:
Name and Signature of Person| Name of person ordering transfer | Name & SignatL_lre of Nurse Referral note & referral Doctor
filling this part Supervisor Name:

Patient & Clinical records received by:

mmﬁdl’f‘i
W\

Y%

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below:
[] Nurse not available

|
|
Signature with Date & Time
Unavailable bed

[[] Available bed not ready




Ref. No. : FFHW/PTF/INPR/14

Z | '
Eﬁ%’,‘g‘;‘:’l @ BirthRight PATIENT TRANSFER FORM
Hospital BY RAINBOW HOSPITALS
1t takes 2 ot to trest the little. Your Right to a Sate Delivery

Patient Name / |.P. No Date & Time of Admission Date & Time of Transfer Order
L T 0534 I (A
| Dr. RAVI HIMAJA l%I 3 lLb 75%(% lu,

I Transierordred b e T

v- Yoy Aduiyif

From Bed / Ward / Hospital To Bed / Ward / Hospital Information,to attendant

ef 20 d

Yes

NDD

Number of Sheets in clinical file

17

Number of Imaging films

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

Yes[ ] N

If yes, What ?

Medications / Consumables / Surgicals / Hand over

filling this part Supervisor

V. Yutda

SI.No. Item Name Quantity
h Al (WO wp ,@
2 W —
: Hyia praswnt 0
2OM tpy~ O
4,
5.
Shifting Summary / Notes written by Doctor:
Name and Signature of Person] Name of person ordering transfer | Name & Signature of Nurse | Referral note & referral Doctor

Name;

%‘” o 1y

Patient & Clinical records received by:

Signature with Date & Time

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

Unavailable bed [] Nurse not available

[[] Available bed not ready




KMV-00014381 IP22-00023395

Master K GOWTHAM @
03-03-2011 1BYIM2ID (M) Rainbow®
Dr. RAVI HIMAJA Children’s Blrtthght
AT | Hospha ."“
It takes a ot to treat the little, Your Right to 2 Safe Delivery

NURSING INITIAL ASSESS.MENT IN EMERGENCY ROOM

Date:.. 26108126 .. Time of arrival ; .
Chief COMPIAINtS: .....ocevverveeees L‘b ...SLJ* & "iw e RBS:.
Height : .... ... Weight : .3%:.8°K9 BMI: . Head Circumference (<2 years) .
Allergies: ()Yes [l Mo (] Medications [ Blood Transfusion O Food [ Other: ﬁ“‘
If yes , identify .......ccoceurnne M pora— T T TR NGO A SO, oy o
Pain Screening: [ Yes [LMNe— If Yes, Pain Score: ..........c..... Pain Tool Used: TJ N Pass [0 FLACC ! Wong Baker
[J Character ........... o LN e (1 FreQUBNCY ......veenewee s ) Duration ..
RISK FOR FALL: | Functional Screening: N6 Abnormalities Detected
] If patient is < 6 years ] Mobility Problem
tick below fall risk intervention directly ] Walking Problem
Assien;n}[;s t;lg:e;; eters i b s i
e am
0O ™ let i i
History of Falling: within past 3 months [ Yes E’No/ stk Conos NGy
Ambulatory Aids: Inform consultant for positive criteria
e Wheelchair ClYes +Mo
¢ ses furniture for support CJYes &0
Gait/Transferring: '
: f\f:;:m'mm”b"e g:ﬁ: ED ::9 Nutritional Screening: [ Ne-Abnormalies Detected
* |mpaired : CJYes o g gnderw-mgtht
Mental Status: Forgets limitations COYes [INo = Fve;}-.felg .
eeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Special diet
Fall Risk Intervention:
ol feedi
L-Escort while ambulating " ‘Special oadiey) mefhod
P Assist Patient Inform consultant for positive criteria
[-Educate patient and family on fall precautions/prevention

Fsycholugical Screening: ElNU’ST@,nﬁ‘icantFindings
Unusual concerns about patient's Psychological Status: [lYes £=No—

If Yes Consultant Notified: .............cooooeeeeevrrnrcensnnnennens (DAIBTIME): couciiciescecries e

Social History: Lives With.. If?
Siblings in household LCP/ []d((lf yes How Many?).......... D“luclmg\c&{‘”‘]
Time of Initial assessment completed by ER Nurse : \DULM

Docu. No. : RCH /FRM / CLINICAL / 120 (PT.0.)




e

Nursing Notes (Including Labs / Medications / Other Care):

Time Nursing Notes

AR

Lokl chur

Samples collected by: 7 }{:{“w\ Time:
Samples sent by : : Time:
Medication given in ER:
%ﬁee/ Medication Route Dosage & Instructions Dgicgt:’ ‘ g:arr?%

2t iul uhilwou | Tu

100wy
D

Condition of patient at time of shift - out :

Details of Shift - out

HR: ... & 2. blmin BP tm! éém'*‘g;rr—
BB: sl s s N 1 O

608t Temperature ql 2 F
Pain Score: ....Q.......

Repeat RBS (if applicable): .......evrreeciucisencessssanens

Shift - out from ER to: .......
Time of Shift - out: ... M Y.......

Handover given to: ......
(Nurse’s Name)

Tick as applicable: O MLC OLAMA

Procedures done with details (if

< iy

:Lel&.h{ ..

Name of the Nurse :

Date & Time :

o J?mw

DBROUGHT DEAD

Signature of the NUrse : ........{=



KMV-00014381 1P22-00023395
Master K GOWTHAM

03-03-2011 15Y3M230 (M) )
Dr. RAVI HIMAJA

[ ARUTARRTOL R0 0 23] Children's ‘BirthRight"

a“\‘\‘

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital

It takes & lot to treat the litte.

NUTRITIONAL HEALTH ASSESSMENT - BOYS

J ‘ Date:.ﬂ/&bﬁ....“ Time:.... ) 0.8

i b 4
Weight:.... 3‘3”’)} .......... GO 2csccoics sz T —— (-
Height:......cocconnvvvvirsrnnivsicnnenneee. CeNMilELL.

Inferenceunc]eﬂ l\L::m :J'Ieci C.[d«, cj :
HDA.Calones%OOWIJiItemQS‘le

DietHecommendations:...............................................kﬁ?ﬁ(ﬂ... ... AF1....
Re—Assesmentﬂ['s?fS ........ P..:% 91 Ak,

FOOM AlGIGIES:...cccccorvvsrsssresnernns '_'M'l" .......................... Veg/Non-veg.... Navy u‘?«\q ......
DIAgNOSIS ..vvvveneeerrerssisseasnnes K‘} ......... ﬁrﬁmum! ...... ‘H 2nnk... J H@’l n:.o {UV‘M
Nutritional Intervention - /Ztﬁ [ Enteral [ Parenteral
Patient's Signature:...................’.f.....k:.iﬂm;cx\':(..' ........
GROWTH CHART (BOYS)

ssreasnans

Birth to 36 months :Boys 2 to 20 years: Girls

Length-for-age and Weight-for-age percentiles

Stature-for-age and Weight-for-age percentiles
Y

IT-AQZmMr

“TO-m3F

oTETETTTeT-R -

Birth, 1 i 1215 18 21 24 27 0 B I In cm 3 4. 5§ 6 7 8 8 10 11 IZ 13 14 15 18 17 13 'lil 20

=1 AGE (YEARS) T e o

THOZTmr

MAICAP -0

mICA» <

“ID-m3E

—m_mE

—-IR-Mm=E

7l

B ma

Dietician's Signature: ;]

Docu. No. RCH / FRM/CLINICAL / 160 (P.T.0)

Dietician's Name:................«d 1o UMA L. e¢




Daily Notes:

G](M;QJ JO Qi H\J./L H@szle;n
& Sl ik o chol N puned —~




Ref. No. : F/ ER / TRIAGE / 02

j EMERGENCY ROOM TRIA‘GE FORM
|

I\

Rainbow”
Children’s g BirthRight
Hospital .

It takes & lot to treat the little,

CHIEF COMPRINLS T rvvvsssesssssessrssssnsssssssseresssassrssssssasisss s as sy st oo

sensssssseafasssnnanansaseenassnsnssassanaarasnnansessraniray
e ..--....ug- wlkas ‘f TETCETTETEET
. . Ars———————r e T T T LT L LLEEE L L bbb

'u-.\....--.u...--.....u-......-...-..--.....---...-.---......-.......---...-..--u.............uu....,.""..u......--...-..--.."..--...-.-u.."..-

Any History of Allergies ?NW/L,

INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL ST, ATUS\
Appearance Work of Breathing T Stable

Oormal £ Normal O Increased O Unstable :

O sick Looking (] Decreased [ Gasping / Apnea

[J Not — Life - Threatening

Sick Circulation / Colour [ Life - Threatening

Oormal [0 Abnormal [ Bleeding J

Patient’s Name :,. [I'l ........... AQE © reerestedufiriiiiin e
BY RAINBOW HUSPlTﬁLS
Your Right to a Safe Delivery Gender : M/ - Date : Z.LI’Q LA Time : tﬂm Weéight.... 3& f H

GMARY ASSESSMENT (ABCDE) ASSESSMENT PENTAGON \
Airway Breathing : odersesinnes / min SPO2 looyat FiO2 : K(A‘
Eﬁe'n Efforts : D Normal D Poor O Increased O Addotic
] Maintainable AirEntry: [ Normal [J Poor [ Differential
O] Not Maintainable ~ Auscultation : O Normal [ Stridor [0 Wheeze O Crackles
Circulation: HR:....32..b/min  CFT .40 Ak .... BP . ADLLE.......mm Hg
Central Pulse :[J Good  [J Poor Peripheral Pulse : [J Good [ Poor
\ ECG: [J None Skin Temp : ] Warm 3 Cool /
DISABILITY : Pain Score: .. \ EXPOSURE \
Ges: (E. mv....c.—m ). Pupl Size Temp 1o Q22 degF
Reaction :. qujrw Colour £ Normal [] Pallor [JCyanosis [] Mottling
Motor Actlvnty. Q—Noﬂ'rTal & Svmmetrical Surface Findings : [ ] Rash [JAbscess [] Pustules

[ Asymmetrical [] Seizures [JPosturing [] Flaccidity [ cellulitis (] Purpura [] Petechie (] Ecchymosis [[] Hemorrhagic

[ Extra pyramidal movements nodules [ ] Mucosal Ulcers [[] Desquamation [] Edema

Bl0od SUGAF &....ovvrveiTrmmmmmensssssesssenes MG / dl / \[:] Trauma [_] Others (Specify) /
T ——— . (| A— . N e e

ReSpIratory DISEESS : ...pmeuisssirissesenes ABRY ... ooniss Resplratory FailUre § .oeeeeeeversenrieenssssres ¥ ) 1 0 o

Shock : []Yes o Ifyes: [] Hypotensive [JNormotensive — Cardiorespiratory R LR 0.! 1 [S——

LPrimary Brain / Systemic Dysfunction : JLXDJ

/ ] o Doctor’s
Triage Classification Response in Minutes
Class 1 : CRITICAL : Life or limb threatening [ | 0 (immediate)
Class 2 : ACUTE : Significant illness / injury with potential to become life or limb threatening [ | <5 min
Class 3 : URGENT : Significant illness but not life threatening [ | <10 min
Class 4 : NON — URGENT : May receive care when convenient 717220 min
NOTE : All immunocompromised children and preterm babies to be considered Class 2. Doctor's Aefual Response Time :
All Children less than 2 years age with high fever to be considered Class 3. |
Qass 1 and 2 belong to “Priority 1" (Red), Class 3 is “Priority 2" (Yellow) and Class 4 is “Priority 3" (Green) Signa y

...Name & Sign of the ER Doctor :.... DV Y%

Name & Signature of Triage Nurse : ... LS Ninmd e e




Time of Completion of Initial assessment by ER Nurse : L")_() \MM;]

Name of Doctor performing assessment : 0\/ UJA/\
Nursing care plan (including labs/medications/other care) :

AT-A Hwv BibAy Coud b Toh Topnfy

Samples collected by : P Time:
Samples sent by : I Time :jﬂ l [ ¢ §MM

Treatment given in ED :

Date / Nurse | Nurse Doctor’s
Time MEDICATION ROUTE DOSAGE & Instruc Sign1 | Sign2 Sign

st Toli T 79 ONBTEE

Condition of patient at time of shift - out : Details of Shift - out
HR: ll'Jr BR:— CFT: £ Shift - out from ER to: A4 14V,
RR: 2.0 SPO2 at Fi02: () 0f- fL Teicetenit -0k Frfey . .,
GCSs: IX Temperature : 94 fo Hancaver given toy: ‘P G oM
Pain Score: (Nurse’s Name)
Repeat RBS (if applicable):

MLC / LAMA / BROUGHT DEAD tick as applicable)

Procedures done with details (if any) :

2(/- W/WMGM ogur T LT by

Nurse’s Name & Sign :

e

Lb(&}lk




Rainbow’ i iaht
Children’s 'Burtthght
Hospital

Tt takes 2 lok to treat the ftle.

Your Right to a Safe Delivery

snsowwss L EARANCE FOR SURGERIES | PROCEDURE

oo
DATE: (7/(,\1,\,“, J DEPARTMENT( 9644&@7'

3
.

NAME:EC- trowHhoun J UHID / LP.NO.: FI’W«V’" Doo Y32 |

WARD / BED NO.:r e J EMERGENCY / NON EMERGENCY

TYPE OF SURGERY / PROCEDURE: Lt Houwdo kw\nj LA
ESTIMATION OF THE COST OF THE SURGERY ( J
ADVANCE AMOUNT PAID: r J DATE; (

RECEIPT NO: ( j

CLEARANCE GIVEN BY:
NAME OF THE BILLING EXECUTIV

SIGNATURE:!

'

s

CIN : U85100 TG1998 PTC029914 www.rainbolwhospitals.in




F s @
A Rainbow® Ref.No. F/OT/05
Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes 2 lot to treat the Mitle, Tmrl!lghlteaSII'lDﬂiuq
SI.No. Date:...(ﬂﬁ.tﬂbl?ﬂz—,{.m
Patient Name :...MQAD):.-..K..-....§Dwm.m....Age A8, IhA..Sex....... Male. ...
UHID No. e N N Y BBY 1P NOG A2395 i |
Date of Surgery.............. 2606 ls0rb . OT: [ OT4 & OT2:[] - 0T '3 ]
Name of the Surgery :..........ccocoveeveenn.n.. Qﬂh}’ ..... bcrmoﬁ)m%ﬁ .......................................
Time in:............ R T 2 50 T Time Out ........ . 4S.. L[ T S
NAME AMOUNT
1. Surgeon (.DQHﬂ"’\C{ o N—— SO A W
2. Anaesthetist DRP&M&W T ——
S.ABBL SUNGOON ' tiivisiesdinvsvmiiimmisismsemssiomssmsnmnnns IO, . W :
4.0T Technician ~ :....TY\ cv“ftd T ——
5. Circulating Nurse :...... KPQMCM)] . SO SO S

6. Asst. Nurse Y g"“ﬂa ............... T

Special Equipment: [ ] Laparascopy []Bronchoscope [_] Harmonic[JMorcelator [ ] C-ARM []Cystoscopy

Signature OMQEOH Signature of Circulating Nurse

Order No 6715% .................. Ordered by: Q&gwﬁ,. .....................




Ref. No FICONB/SUR/OT/02

R+ Hovniolomy
% patent Name - Matley + Growlbouns . Age:.. S ..
Raliribow" & BirthRigh CONSUMABLES Gender W F UHISIIPNO....KMV.::..’..H.39..].‘...‘....

Child.r.er;’s .
BY RAINBOW HOSPITAL
Hospital_ | @z OF OT

K . (PMIM Technician: W‘{ .

Circulating Staff:
Anaesthesia Disposables MQW'M Surgical disposables md"y'u.., Disposables (Baby side) ,s,g%m,
ET tube Major Pack Inj. Vit.K
LMA Sutwres Y24 Cord clamp
ECG leads : AIPIN ' Suction Catheter
HME filter : A/PIN Feeding Tube
Syringe 10 cc Vaccum Suction Set
05 cc Gloves p.¢ by, Surgical Gloves
02 cc : Gauze Pack
01cc Syringe 1 m/2 ml
Cautery Plate {NPIN Surgical blade X Surgical Blade # 20
IV set NG tube Koochies (S)
RL Cautery Pencil
NS: 10ml/100mI/500mli/1000m] Koochies
Ointments
Suction Catheter .
Fentanyl Cap.Mask 5 4% W —0) .
Morphine Gauze Pack
Ketamine Mop Pack
Propofol Steristrip
Rocuronium Underpad
Glycopyrolate Draw Sheet
Myopyrolate Abgel
Ondansetron Foleys Catheter
Pencan 23g/Spinal Needle 22 Urobag
Bupivacine 0.25% Chest Drinage Catheter
Bupivacine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm'¢ fnd &CR)
Suppositories loban \ :
Anamol : 80mg/250mg/170 mg Double J Stent \Q‘;\‘-‘k{\. O )
Supridol 100mg Vaccum Suction set o\
Justin: 12.5 mg/25mg/100mg Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution
Microshield
Cotton Balls
Latex Gloves
Ramdione Scrub
Saral
~
Su&; d‘E\M A Anaesthesiologist OT Technician
Order NoGQf&ng vm:FJ OB DN vt s eeues s S SR b




RAINBOW CHILDREN’S MEDICARE LIMITED
y Rainbow Children's Hospitals - Visakhapatnam
e Plot No.15, Health City layout,Sy. No. 21 & 27,Part of Chinagadili, GVMC Limits.
Rainbow" @ Govt General Hospital Kda Vishakhapatnam Andhra Pradesh INDIA 530040
ooy QBirpigy; 7o No: 8913501601
S e VATTING 37253643118 CIN:  L85110TG1998PLC029914
DLNO: FORM (20,21,20F)-AP/03/01- 12878,12882,12881
Registered Office: 8-2-120/103/1 .Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS IR T T TR T
IP No IP22-00023395 Ward 3F-THIRD FLOOR
Patient Name Master K GOWTHAM Bed Name GW 326
AgelSex 15Y3M 23D/ Male Order No 22-0000691383
Date 26/06/2026 14:41 Prescription No  PRIP22-0292223
Payor SBI GENERAL INSURANCE COMPANY LTD Dispensed Date 26/06/2026 15:47
UHID KMV-00014381
S.No Iltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
&’E‘;‘JET:YE’;E”C’L biiriicraa GENERAL 240706106 08127 {1 1,188.00 1,188.00
B A S LAYER - Local GENERAL 02260102 12128 5 10.00 50.00
v a e PRI, e NebIGALS GENERAL 26FB001 01129 /10 23.43 234.36
POVINANZ SOLUTION 10% ;
G/-L%OEEELLED ! .&m@mﬂ""mfﬂ‘- N0160136 01/28 g 100.31 100.31
PLATES PEAD (ADVANCE)  coiornea NERAL 2502272401 02/28 g 1,120.00 1,120.00
¥ et ;1%2%3%25“””’ GENERAL 7115062026 12/29 /2 450,00 500.00
{Sp‘%‘?ri%ﬁ&“;g TR GENERAL 211626022026 02/29 /% 11.25 56.25
4 SURGICAL BLADE 15 Surgeon GENERAL 020525 04130 g 7.03 7.03
bl o S GENERAL 25L7121D10 11128 (2 140,00 280.00
;Efgﬁg?;‘;g;&:z‘?n 3M HEALTHCARE GENERAL R02260916 01129 {1 175.00 175.00
Hﬁ?ﬁgf;‘g&‘:ﬁﬁg’éﬁs) ROMSONS H G26D140041 03729 2 170.00 340.00
12 VICRYL 3-0 VP 2437 ETHICON SUTURES-J&J C1 750351 04/30 {1 663.00 663.00
Total : 4,058.02 5,113.89

Receiver Name

Printed Time : 26-06-2026 15:47

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : MANDALA NARAYANA RAO
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RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospitals - Visakhapatnam
z Plot No.15, Health City layout,Sy. No. 21 & 27 Part of Chinagadili, GVMC Limits.
Rainbow" @ Govt General Hospital Kda Vishakhapatnam Andhra Pradesh INDIA 530040
Children’'s . Tel No : 891-3501601
Hospital
B s T e VAT TIN : 37253643118 CIN : L85110TG1998PLC029914
DLNO: FORM (20,21,20F)-AP/03/01- 12878,12882,12881
Registered Office: 8-2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
NI
INPATIENT ISSUES AGAINST ORDERS
IP No 1P22-00023395 Ward 3F-THIRD FLOOR
Patient Name Master K GOWTHAM Bed Name GW 326
AgelSex 15Y3M23 D/ Male Order No 22-0000691391
Date 26/06/2026 15:42 Prescription No PRIP22-0292229
Payor SBI GENERAL INSURANCE COMPANY LTD Dispensed Date 26/06/2026 15:59
UHID KMV-00014381
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount |
1 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 26C03K91 02/31 3 28.13 84.39
2 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26B20K59 01/31 1 21.56 21.56
3 DSYRINGS 2.5ML(NIPRO)  NIPRO GENERAL 26A06K07 12/30 3 11.25 33.75
Aculife Health Care
4 D WATER 10 ML AMPULE PVt.LtG(Nirlf H 2243471 09/27 5 2.71 13.55
5 igﬁ%LECTRODES IMS GENERAL EB260008 02120 3 61.00 183.00
ET TUBE - 6,0 MM WITH
6 CUFFED-HELMIER GENERAL 24EA18I 12/28 1 347.81 347.812
7 MCT-ROF 100MG 10ML Neon Laboratories Ltd ~ H NA1353004 10/27 1 69.10 69.10
8 MYOPYROLATE-Ns5ML ~ NEONLABORATORIES V350488 11127 1 140.20 140.20
] NEOVAC INJ 4MG 2ML Neon Laboratories Ltd ~~ H 385438 01/28 2 79.34 158.68
10 ONDOKIND INJ4 MG2ML  SWISS CRITICURE BA26025 01/28 1 12,72 12.72
RELIPARA(PARACETAMOL) CLARIS LIFE SCIENCES
11 1000MG 100ML BOTTLE LTO H R2C260597 02/28 1 737.08 737.08
12 THEMIPYRRNOM 0.2MG INJ  Themis Medicare Ltd H1 THP25003 06/27 2 15.50 31.00
13 VACCUME SUCTION SET ROMSONS GENERAL K26C010330 02/31 1 739,00 739.00
Total : 2,265.40 2,571.84

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : MANDALA NARAYANA RAO

Recelver Name

Printed Time : 26-06-2026 15:59 Page 1 of 1




RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children's Hospitals - Visakhapatnam
= Plot No.15, Health City layout,Sy. No. 21 & 27 Part of Chinagadili, GVMC Limits.
Rainbow® @ Govt General Hospital Kda Vishakhapatnam Andhra Pradesh INDIA 530040
Children’s BirthRiht Tel No : 891-3501601
Hospital 7 Ao noss
o Yo Bigh 1. o Ui VATTIN: 37253643118 CIN: L85110TG1998PLC029914
DLNO: FORM (20,21,20F)-AP/03/01- 12878,12882,12881
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
U TR T
INPATIENT ISSUES AGAINST ORDERS
IP No 1P22-00023395 Ward 3F-THIRD FLOOR
Patient Name Master K GOWTHAM Bed Name GW 326
Age/Sex 16Y3M 23D/ Male Order No 22-0000691407
Date 26/06/2026 17:31 Prescription No PRIP22-0292238
Payor SBI GENERAL INSURANCE COMPANY LTD Dispensed Date 26/06/2026 17:40
UHID KMV-00014381
S.No  Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
PREGELLED SURGICAL
PLATES(ADULT) Erbee GENERAL 2510172407 10/27 1 1,195.00 1,195.00
Total : 1,195.00 1,195.00
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Pharmacist Name : MANDALA NARAYANA RAO

Printed Time : 26-06-2026 17:41 Page 1 of 1




