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\Vishakhapatnam ,Andhra Pradesh, INDIA ,530040.
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ADMISSION SHEET

Registration Details :

Admission No : IP22-00023343 Admit Date

(NN R AL LR LERR AR

: 22-Jun-2026 Admit Time :08:39 AM UHID : HCV-00040908

Patient Details :

Patient Name : Baby ISHAAN AKHIL Age :2Y6M24 D
k Guardian : Mr AKHIL CA DOB : 29-11-2023

Gender : Male Religion

Ccecupation Martial Status

Address (H) - Autonagar Vishakhapatnam Andhra Pradesh Phone No : 8129860900

INDIA 520012 E-mail : no@gmail.com

™ ' :

Admission Details :

Bed Type : GENERAL WARD Bed No : GW 331 Ward Name : 3F-THIRD FLOOR

Room No : GW 331 Admission Type : First Visit

Contact Details :

Name : Mr AKHIL CA Relationship :D/O

Contact Address Autonagar Vishakhapatnam Andhra Pradesh Phone No

INDIA 530012

Signature

Lioctor Details :

Doctor Name : Dr. RAVI HIMAJA

Specialisation : PEDIATRIC SURGERY

Referrai Doctor : Family Phone No
Co-Consultant
I
Payment Details : Deposit Amount  :0.00 ;
i
Payment Mode :Cash Payor Name : EASTERN NAVAL COMMAND i

|
\\Latemﬂe : 22/06/2026 08:39

Printed By : 018613 Page 1 0f 2
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;.97; l
Rainbow”® . i 2
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Hos pita| . BY RAINBOW HOSPITALS
Tt takes a lot to treat the litte. Your Right to a Safe Delivery

Name:

HEV-00040008 |P22-00023343
UHID NO :...oovervcreelP NC g;‘:ﬂ‘:;‘;“"“‘"mnm R SO » - K
Date of Admission :. m\mm\m“m“m \\\“\“\\ f DISCharge:..........ccoouvee TIMELuuierinenss
Room /Bed No :......... ....ouyyested Billable bed type...
WARD TRANSFERS
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MEDICAL EQUIPMENT (WARD & ICU

Name of & ti Di cti g
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INVESTIGATIONS

Date Investigations Order No. Signature
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PROCEDURE

o&@fzeaL%_%umMg

Date Procedure Quantity Order No. Signature
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Shift / Ward
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' ( PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patient Name :

HCV-00040808 1P22-00023343

UHID ID

il

Department

Consultant

RCHHCV/FRM/GENERAL/065




HCV-00040008 IP22-000213343

Baby ISHAAN AKHIL

29-11-2023 2Y8M24D (™)
Dr. RAVI HIMAJA

Iy
Padiatric Multiorgan l-:story & Physical Examination Q—%% 4w ,
Name : LShaan  arug) Age/Sex _Malg
Information given by: Kaxttiit o Reliabilin_

Chief Presenting Complaints & Duration ( Chronologically):

clo SWM\'% B ovey C(\qui'w Qeﬁ{nv\ K f'\?l-eou

History of present iliness:
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[——— HCV-00040908 1P22-00023343
Baby ISHAAN AKHIL

29-11-2023 2Y8M24D (M)
Or. RAVI HIMAJA

T T

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

C

(W !)a.d‘

Me  Siwalou ¢ nm,ui_ﬂ a2uYy

Birth & Neonatal Hlstory Family Chart

L8] l O e Gmmedife &m;, @ @

Birth & Socio Economic History:
About Father: r—
About Mother: =

Any additional Information:

Developmen isto
altatued U'P@ (t CL}; »)
Naotimatid  Upto b g,
' d
Anthropometry:
Head Circum (cms) (Centile ) Height (cms) (Centile)

Weight (kgs)_| 2\ tcentile )
On Examination:

Temperature;___ A& 6. Pulse Rate : \l'»\ WM Bp spo2__ Q&) on bk

Resp. rate and type of breathing :

KL A 25 \lenagn

Rash )

Lymphadenopathy (‘f NP L
Oedema:

Allergies (if any):




HcV-00040908 1P22-000:
23343
Baby ISHAAN AKHIL

2.‘17'20” ’Y.Mun
Or. RAVI Hi M

M-

Respiratory System:

Inspection (any s/o distress): '

Air entry & breath sound : (

Any Addes sounds : RW A Q@

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

Cardiovascular System:

Inspection of procordium :

@)

Heart Sounds : 3.;1‘

LY
T

1l T

Any murmur:

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

Per Abdomen:

Inspection : \

Palpation : /

Ausculation : } £9H’ IRALCAAN _’(L,\c{..q
Spine : J External Genitelia :

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

Central Nervous System:

Level of Consciousness : AVPU / GCS Score:

Cranial Nerves : LonteQowdl)  odedk

Motor System:

Nutrition :

Tone: Power

Co-ordinator : @'

Posture: {

Involuntary Movements :




HCV-00040808 1P22-00023343
Baby ISHAAN AKHIL

ll-‘ll 3023 2Y8BM240 (M)

R i}

Reflexes:
DTR Superficials: ()
Plantars [N
|
Bladder / Bowel: m

—

Clinical Summary & Diagnostic:

Plhuo ¢t <

Pediatrfc Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the of the treatment:

Planned Labs: Planned Management:
[ Wb -~ Plan  Cotume o J; G4
Y
| or Aupd. pne Usmi L
42y o
Hls Mg X l Qul! - QJL{:H\&W
- o ESbrws, et
AL 5\ - H2hC ,
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Signature of the Doctor : QD
&

Signature of the Consultant:

Name of the Doctor : Loy

Name of the Consultant :

Date & Time :

291k 14

Date & Time :

K




" HCV-00040908 1P22-000
Baby ISHAAN AKHIL S
29-11.2023 2Y8M24D
Dr. RAVI HIMAJ, L

iy | oiscHaRGE pLAINING FoRm

Note: * To be completed by a Doctor within (24) hours of admission
1 Anticipated Date of Discharge :
2. Destnation Post Discharge : [0 Home
Family Members Notified (Person Contacted_
[J Transfer
Hospital Facility Notified (Person Contacted)
3. Discharge Status: [] Self Care [] Family Home Care [ Home Professional Assistance
[J Needs Assistance In: Remarks
] Medication [ Yes [J No
[] Bathing [ Yes [ No
[ Eating [ Yes [JNo
[J walking [ Yes O No
[ Dressing [ Yes []No
[ Toileting [ Yes [] No
4. Nutritional Plan:
[ Ditary Instruction Discussed with the:
[ Patient ] Family Member CIOMBE. o issiisnnisnisisissssmininimoagiistine
5. Discharge Planning Discussed with the:
[CPatient CIFamily Member I:]Other'
6. Patient / Family Education Plan:
L EICHRHOn TOPIC I8 i s
[ Patient's Educational Topic/s discussed with the:
O Patient [J Family Member LI Other: ...t enaesnenas
Doctor Signature:
Name of the Doctor :
Date & Time :




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

:cv 00040908 1P22-00023343
= PROGRESS NOTES | o & ity veess
Rainbow® . o
i RN (use paLL PONTPENONLY) | |, T
DATE . TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY IS COMPULSORY)
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NOTE : DO NOT WRITE OUTSIDE THE MARGINS

CIN : U85110 TG1998 PTC028914 www.rainbowhospitals.in
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RESULT SHEET
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Patient Name :

=

ge:

.........

e wses

Daé Mn - E/HW /RS /INPR /17

HCV-00040008

Baby ISBHAAN AKHIL
29-11-2023

Or. RAVI HIMAJ

Sl T

2Y86M240

IP22-00023343

(M)

ol {

Date

Time

2

Hb

0y

PCV

RBC

WBC

N/L

Platelets

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein/Sugar

Cells

N/L

Doctor's Signature

CIN : U85110 TG1998 PTC029914

www.rainbowhospitals.in




\
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Date 7_9,’ b
Time v

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

v 7—) Non Lear Jeve
S AG | 21 Non Piade Ve

BT/ (T “? Y niln 20 Qe
BT > | AMdn Jnjeec

i

Doctor's Signature

Culturs: and SensiiVIIes:! ...t s i bR i e

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

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

Radiology : USG:
5 2 5L R
2 |8 D—
CT:
MRI

Others (ECG, Contrast Studies efc.,) : .......cccceevvrivrirrrnrenninnesresceeeeessisnsnne

CIN : U85110 AP1998 PTC029914 www.rainbowhospitals.in




Ref. No.: F/HW /DC/INPR /05

Patient NBME-: i s 7.V . N——
Hcv.ao 08
) Gender OM OIF - Hospital No. :’-::;LM" Akwy 72200023343 oo
Rainbow® . a5 i ﬂr Mw Wi 2T EM240
Children’s @ B|rthR|ght (6111111 | R — ,/
HOS ita| . BY RAINBOW HOSPITALS I””’I’I”I”I
nu-uu'zmmm Your Right to a Safe Delivary Date of Admission : ...... e LlV ”
DRUG ALLERGIES : 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 Ithfough it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.
Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this drug
sheet folder.
NURSES Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route 5) Right Time
AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
SOS / PRN (As Required Medication)
Dately
DRUG : o
Dose Route  Frequency| StartDt. | ~

Doctor's Signature |Valid Peried| Pharm.

Additional Instructions

Dately
DRUG : =
Dose Route |Frequency| StartDt. | ©

Doctor's Signature |Valid Period| Pharm.

Additional Instructions

DRUG :

Dose

Route |Frequency | Start Dt.

Doctor's Signature | Valid Period| Pharm.

Additional Instructions




HCV-00040008 1P22-00023343
Baby ISHAAN AKHIL
2§-11-2023 2YEM24D (M)

Nl

I.P. No.

Sheet No.

Wards

Weight (kg)

y REGULAR PRESCRIPTIONS

DRUG: T, ¢ Errpiron €

Tgehalb

Dose ‘Route | Frequency | Start Dt.
LSO ey Y &) (24 2 ;-ll_-=c,

=

B |~/

Name & Signature of the Doctor J
starting the Drugs:
B T Ay e e

Additional Instructions:

101

4 ‘{ -
Daily Doctor's Endorsement by a Sign.

v y

DRUG: 1., Prenrcetnme L

2\t

Dose_ Hﬁute Frequency | Start Dt.

12 m i. BV DR 22 } (2] )K
Name & Signature of the Doctor ) N/
starting the Drugs: &

'P"C v
A

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

Dose Route | Frequency| Start Dt.

n' »
ate
DRUG : —
Dose Route | Frequency | Start Dt
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
. »
Date,
DRUG : T

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.
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Date B
VARABLE DOSE Time | | Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurse Sig.
Dosa Dose Dose Dose
DRUG : kr Sign. Dr Sign, Dr Sign. Dr Sign
Route Start Date - P== [Poee 1o
Dr Sign Dr Sign. Dr Sign. Dr §'iqn
Name & Signature of the Doctor [Pose Hoss o g
Dr Sign Dr Sign. Dr Sign. Dr Sign
Additional Instructions [Pose e [oese has
T]T'S—inn. Dr Sign. Dr Sign. Dr Sign
Date B¢
VARIABLE DOSE Time | | Nurse Sig. [ Nurse Sig. | Nurse Sig. | Nurs_g_Sig.
Dose Dose Dose
DRUG : Dr Sign. Dr Sign. Dr ﬁn,
Route Start Date e [Pese Dot
Dr Sign. Dr Sign. Dr Sign.
Name & Signature of the Doctor Dote Toose e
Dr Sign Or S:inn. Or ﬁun.
Additional Instructions [Pose o e
Dr Sign Or Sign Dr Sign..
STAT / ONCE ONLY DRUGS
DOSAGE & OTHER
DATE “TlME MEDICATION INSTRUCTIONS ROUTE SIGNATURE ) fflUR.SES
N TN - € ERTRIAX ; N q
23\ e\ fog A axk | Oy A
aalda | 10700 T Pow ®owe | TV | W UE™
a , S pite 10 ’ TV | W %“'M
26| iAo : o > [Tl




HEv-00040008

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

IP22-00023343
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Rainbow® Gk b
Children’s ‘Blrtthght

Hospi tal BY RAINBOW HOSPITALS
1 tmkes o ot to treat the fitte. Your Right to a Safe Delivery

OPERATION THEATER NOTES

Patient's Name:..&Qbﬂ.....1.5.[&(&.1&1\.]....,1%1&1'}..f..t.-. ............. Age: Q¥.....Gender : MEYF O
UHID - Bev =000 HO 0k .........1P. No. .000. 233U . Weight:.......oorevveee.

Surgeon: @D~ \ A1 reedseg Asst. Surgeon:

Anesthetist: (>« ’-:B\\Lm—gl ' OT Nurse: g@,M,_-_\_kﬂa\

Surgical Procedure: i : = =

? VAR o, T €A
Indication for Surgery: " )
P}ur‘npw
Date:. | b Ql Start Time: )¢ A V) End Time: lo. LoAM

'PRE-OPERATIVE PREPARATION

OPERATION NOTES :

(4 AR o A B (‘L@rvd?

www.rainbowhospitals.in




POST - OPERATIVE ORDERS: %
\ NPo €11 1P [ oo
VA&QA.A [ﬁn‘?l’
eﬂ P~l>r\|§@/uwﬂﬂq
2 _.w,- M%or?é MTJMT mBJ)
AT, Pem 3% v TID
<] S Pm{n 10w v of

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

Consultant Surgeon's Name

Date:.. Q\ﬂ J"?._

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

Consultant Surgeon's Signature

........
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e i Department of Anaesthesiology EX ka )
Children’s e BirthRight ‘

Rainbow
Hospital orrancownosrs  AXON ANAESTHESIA ASSOCIATES
b s e e . our Right 0 » Sale Dy PREANAESTHETIC EVALUATION
Date: Q."L‘k“ \'1{. ' Time: S-A-n Name: jﬁf&a_cw k’ld’Mﬂ
Proposed Operation Crrcummen ZlAan - Age: .D-td Gy

Preoperative Diagnosis PLVM.Q A Sex: a2

B.P HR. |R. Temp Height [Weight |Ph zlcgl Si:tug I.P. No.

R V™ e ABORATORY DATA

Hgb ——__\  Glucose Protien; e HV ————— X-f8y —————— QOther:

PCV —_  Uet ————— Ab e  HpSAg————— ECC —

WBC Creat ———————e Total Bill —————— HCV ——————— 2D Echo

Plate ——————— Na ——— Dir. Bl ——— Blood group Stress/Anglo

BT o sm— K - LDH ——— Other

PTT ———— Ca++ ————— Alk phos AN S

INR ——— Mg+ Amylase Allergies: NtQ "
Medical History: (=) cVs: Q¢ (@

RESP:  Bl. xe @)

—-—l—'_._._'_._-—'-.--_

Renal: 7 KOO :\Hq) W-dui{
Hepatic / GE: ( m APD+/-

Others: ?v - Vacnsded kP i K
Past Anaesthetic History: ‘ . Bl MPM"F ,,Leba :

. e e TG ip [ dot—

Physical Exam {-1-c G L_Lﬁ loor o 0 "/Lﬁ)" [’ P

Airway MP )/2 3 Mouth O;Lening Mentohyoid Distance@ Necm Teeth: @
A

Lungs: 7

Heart: (
\u Pupils : 2L 4 eachwe EVM s
Others: / Pallor : +/- — Venous Access Site: Spine Exam for regional: )
P ed Post Peri-op. pl lai
ANAES. PLAN  MAC/REGIONAL/GA-EFT/LMA piarratiat o ¥ iy
YES/NO..PREGNANT  YES/N
WILL TAKE BLOOD YES/NG- 'OF o~
CURRENT MEDICATIONS: PRE - OPERATIVE INSTRUCTIONS:
1. DVT Prophylaxis
2. NBM form:
3. Informed Consent Stand rd / High Risk
IMMEDIATE PRE-ANESTHESIA EVAI]UATION
T T T Sa02 :. lOG ' l
RR. oo, Last Feed (a0, 64N
BP/ICTY. oo @ouc\f—%}w .| Signature, Lt dsli

I'rf P"\l-bua-f]@\
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Tt ks @ ot o trast the ime.
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BY RAINBOW HOSPITALS
Your Right 1o a Sate Delivery

Department of Anaesthesiology

PRE-OP DIAGNOSIS Piimo s

AXON ANAESTHESIA ASSOCIATES

ANAESTHESIA CHART

OPERATION C-{rﬂuﬂ\.[-li-(‘ir AAq

n[g ﬁa :
Date

surceoN W - Himaya

ANAESTHESIOLOGIST Y “Wheceovya

e

ANAES  #1 | Siant End ' | Cons.Sig Res PHYSICAL STATUS )
CARE  #2|Stant End Cons. Sig Res PT IDENTIFIED mmesam [jymns\r}wan_a—
TEAM #3 | Start End Cons. Sig Res LAST PO INTAKE
TIME NOTES
N, OIAIRIO, LPM
HALO/SO/SEVO
“BRUGS: =
o UGz O T <A v )
] . | mrw
ale g0, L 2 A r
g. LAY G2 1 ) T i f . d SV Ci wAd_pt
Sl T 2 R T i
| Ul LA bl s =
\ Ot—{ TV L "o\ —
FI0, / Sa0, sl~ | P Y 1 vl \J EE
ETCO, N 1 | i | I ";nﬁl:e—'p'_
ECG = T = 5 i
CVP | Wedge (S5 o \V
Utinas | d
"EBL
w
&8
=
e
ANASTHESA 240 42  TEMP
X ,  CET
START FINISH 220 41 m
I INTUBATION prie
P PREP 200
0- 0P START
O-DP END 180 ol
8p g i
V,SYSTOLIC 140 36*
_'pwsTtouc 35"
X MEAN 120
* HEART RATE a3
Toumniquel up T 100 ~
‘::;1;@.:“1 ] “1 1 as
0 Spurd © = 3
AR Ansisiod O 59‘_.
controllad 31
RATE 40
g
20
™v
PIP 10
) PEEP o
O IPMENT CHECKED AND
NCTIONAL Lol
28 o
CUFF SITE 3 PaO,FI0,
T SITE £ HCO/E
EKG LEAD !
O TEMP SITE TIMES mogya/ REGIONAL
2 Fioz MONITOR S ST 10 At Y mHAL [0 RECTALDD EXTREMITY
O MONITOR op starT | O% \OAY ™ O OTHER [] SPECIFY
O om:?sn open _\0" 1) [ M . EPIDURAL CAUDAL
2} LEAVE OR o VEW! : MASK [ 0O wma CATHETER
T e ol o
[] NERVE STIMULATOR " i
- GENERAL or 1 nasa O cler O T e e
. |macnopruc [ TRACHEOTOMY [J NEEDLE Sk =
MAC with DRUG [ oPcAL [1oRuG CATHETER AT SKIN
[ PRESSURE cKD % Wi {cM)
REGIONAL O roceysurc] — DRUG / DOSE
EYE CARE TRANSTRACHEAL [J TEST DOSE
] LINE (SIZE & LOCATION DRUG % m | ANAES LEVEL
e O cve AWAKE[]  RAPIDSEDOUENCE[]| COMMENTS
] PADDING o DIRECT VISION [  BLIND O
S PA FiseropPTIC [ svieTTE § O
3 s =} > \ | BLabes 2 arrEMPTS
A = *| oIFRIcULT wHY?
[0 BLD WARMER ——
[ LIGHTS Ow — | BwaT=8s O TRANSPORTATION TO PACULD 1CU OTHER [
[ HEATERS Ow SEMICLOSED CIRCLE [ RELAXANT REVERSED YESD) MO )
] HUGGER'S CLOSED CIRCLEET 4
0 NON REBREATH (J %\ !9
}zzs‘n AYRESTPIECE (0 snamunil U A T e
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Rainbow"® : e
Children’s | @ BirthRight POSTANAESTHESIA CARE UNIT RECORD
Hospital BY RAINBOW HOSPITALS
N Yowr U tsa e fobnery Department of Anaesthesiology
AXON ANAESTHESIA ASSOCIATES
Anaesthesia:  General E]/ Epidural D Spinal [] Other Regional []
Anaesthesiologist : _Dl_ﬁl&,aa_maq_ Surgeon : J)]i_&mﬂA_ Procedure : _CLNC Lime is6M
Received in PACU by : Time in : i Y. Tmeout: 12" 30Pp W
11 D;_g& 12 W
w0 250 | Pre-Op BP INTAKE/OUTPUT
240 240
2 230 230 e QuUY
B = i) 220 [ ORBP Emesis Mo | NO
E 210 210 Gastric Suction "Il N0
E = e Voided N
o 0, Uri
o ::g U o ot ::2 C:nlhaelr);r NQ (RS
2 160 4 180 Chest Drainage MO [ U
‘:’ :ﬁ :ig Begun Wound Drainage (D o~ ©
A 130 Recovery Room
R E— = 20 Blood Given |l A
uir 110 17 10 | Ended
E 1: 1 ¥ S ;go PO FLUID NG KN
" I W \UN rid IV FLUID \{{Qg Yb_
o 70 70 Method TOTAL ' )
- mRs &
& 40 AT n s |ozmesk: _NYO  Nasal Prongs : ventiiator : _{\O
(@] : \ b‘ R € 2 :g Cannula : Trach Collar : _Mﬂ T-Place : _M
e 10 | Always: NETT Ei&i@ TRACH ﬁ& NASAL 0o 0O
TEMP o = o JOoETT____NIQ) ORAL |
MINUTES
POST ANAESTHESIA SCORE IN 30 1 60 | %0 ouT SCORING INTERPRETATION
Able lo move 4 extremities voluniary or on command =2
e o e 59 IR - |- A MINIMUM TOTAL SCORE OF 8 IS
e e e — ) REQUIRED FOR DISCHARGE.,
D*:"m:lum broathing =1 RESPIRATION 1219
BP £ 20 of Pre Ansesthetic leve =2
B + 20-50 of Pro Ansesthetic jeve =1 CIRCULATION T4 219 EXCEPTIONS TO THIS ARE TO BE
e =2 EXPLAINED éN THE SPACE BELOW
an =1 BY THE DISCHARGING PHYSICIAN.
a ::: inl;llfhn 13 CONSCIOUSNESS .], (1—'- L,_
ik k =2
::-ul:‘r:t'cm blotchy, jandiced, olher : :: COLOR tL-— .l.-— 1_-
TOTAL \o (o O
Date&ATme | (oron bacese Roste) | MP POST OPERATIVE INSTRUCTIONS
1. Analgesia HFO —% q"/'( -
2. Analgesia &-\(P_—-& tOpN ¢ @ Zf@mﬁ_[\n
3. Fluids &»-1 P(‘»M)'cowlv’\’_‘e"f
4. Anti Emetics &iﬂ.&ib\.& T J
5. PCA/Epidural/ L.V, Infusmn ) 9.
|
6.

A
Evaluated and discharged by :  Dr. ;i iﬂ)@ﬂl!@tla Transferred to Unit by

: (Nurse) ( r). ﬂlﬂ:d—

Discharged by

Received on Unit by

LS9 %

U -

o



Patient ID :

. = Department of Anaesthesiology
Rainbow*®
Children’s BirthRight ~ AXON ANAESTHESIA ASSOCIATES
Hospital _ .a::nwmrs;n: EPIDURAL ANALEGESIA RECORD
Date : Time: Procedure done by:
CSEISpinaI!EpIQuraI Position: Speace: Technique (LOR/LOS)
Depth: Catheter at Skin: Attempts:
Parasthesia : Yes/No if yes details :
Any other Issues:
a) '
b)
Infusion Rate \ Level Maternal BP
Time (mi/hr) Bolus (ml). Left Right | And Pulse FHR Comments
\‘\
\
\
\\
\\\
Deliver Details : Time: APGAR: SVD / Instrumenta / LSCS (if LSCS Details)

Catheter Removed by and Tip Inspected :

Patient Satisfaction:

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




AP I
Rainbow .

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

CONSENT FORM FOR

il s BirthRight
‘(_:II;IS girtt;r;s .?’f’i-'"f?w!‘?f?ﬂ“ GENERAL / REGIONAL
Roter o o S e oo ANAESTHESIA / MAC

Patient Name : WM&M ................................... Age : ,2)/‘5
Gender: M& FEI-1PNo:..00Q%33M3 e Consultant .. Y. HEMOUB ..o
LLLTOUO .

Ward / Bed NO. & ceevvererrnrnsiseismasssnsennsss Anaesthesiologist : ..... I;)'ﬂ....( ...............................
29V COR o . IR g o, oty ¥

|M

\\

Operative procedure planned @ .............

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is
not aware of event and does not feel pain during the operation. Drugs given through a vein and/orinhaled 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 riskinvolved due to the following
medical problems and | have sought necessary clarification on all my doubts.

O Heart disease [J Hypertension (] Diabetes mellitus [JRenal failure

[J Hepatic disorders (3 Shock [ Multiple organ failure [ Polytrauma / RTA
Oincapacitating COPD T OtNEIS & w.ouuuuueceesTviniuisssssssssssssissannssssssssssssssnisssssesd T——
COMIMENES £ +vvvusneesessessssosssnsesissssassssssssssssasssessssntasssssssasesessesssnsssssesssiasssssabesssrasssssssssissssistassnsassssrasssassenes

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
........... W&M the above mentioned operation | Diagnostic | Therapeutic procedures

| authorize and give consent for anaesthesia ( [J Regional/ Gﬁﬁral Anaesthesia/C]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 réad 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.

CIN : U85110TG1998 PTC029914 M.rainbowhospitals.in




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

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

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

| understand that the above mentioned consultant anaesthesiologist or occasionally a colleague deputed by
him I her will administer the Ani?ema.

- Pregnant: O Yes 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.

oy §
Witness :

SIERATILE © wsmsensisssssssinvissssssnsisgisesss

Patient Attendant :

Signature : .
Name: ..... Al‘-‘\\ g

Relationship with Patient : ;QM ....... Date & Time : 2:4%}\?_',6 _______________________
Date & Time : Q.| 96.[203%...1 9, 684w 0

Doctor (who is taking the consent) :

Signature : ..... Zﬁﬁ_&w
Name : - W\—\ ................

Date & Time : MLE’\H"

ColAe Nam;:.lﬁaml:if.lﬁél ..... £656M...

CIN : UB5110TG1998 PTC029914 www.rainbowhospitals.in



“ Informed Consent for

Rainbow | @ BirthRight :
Hospital _ | () msomess Surgery or Special Procedure

——— e ——— e — —— — —
— - —— —_

PatientNamé: ..... Ep_h%- M\W.Agel}'i} Gender:..EQNul_g_
UHID /1P No: . HCV..= QQ.‘:LOF.{QBA...[ 0.0023343

_—

INSTRUCTION

This consent form should be signed by patient (if an adult 18 years or older) or by a parent/ guardian, ifthe patient
is a 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.

teChNICAl LEIMIS)...cciieeerieiisvusinisimmtsniassesssunsssuasansasiote R s

1 hereby authorize the performance of the following operation(s) or procedure(s) (use no abbreviation/Avoid

s s vessissasiveaebusprapeeerre PO ers ovaenpeneannssevsann st AR AT U SRR RS S R S e sna i
(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 responsibiEf rany yntoward event thereof.

My signature on this form indicates that

1.  |haveread 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 otherinformation.
3. |have had achance to ask my surgeon questions.
4. |have received all the information | desire concerning the operation or procedure and
5.  |authorize and consent to the performance of the operation or procedure.
Consentee: Relative
Signature ©.......ooeceeminieceennienn Signature :......
BB ssvesssnssnissssnsssonaransasrosenasn Name:...ZJ AN O
Date & TMe : ..o Relationship with patent J-otvess

" i 8 *
Signature : ... % .......................... Name of Doctor : ...... DXMC:’IQ

Date & TMe : ........ 80 . b}%

www.rainbowhospitals.in
| RCHHCV/IFRMICLINICAL/250 |




) Rainﬁf’.fw. B e Ref.No. F/OT/05
s g
SURGERY DETAILS
SI.No. Date:.%?..f..é.l% ...........
Patient Name f&&kj.....fﬁH(—\Nﬂ..AbH IL.... Age:... QY. Z@.M.Sex:.m .......................
UHID No. Mo N2 0004090%. ... IP No:.. Q0 233U e |
Date of SUrgery:......... 2262k . OT:[JOT1E ©OT2[] OT 3 [J
Name of the Surgery :...........c...... CAX.CAA LI ..o \1.} G.?A .................................
TIME iNiveeeereeeens VOB e Time Out -...... L0 =B A ..
NAME | AMOUNT
1. Surgeon Dy AL A hssasatscssmmmmmgsmmmsnrenir i
2. Anaesthetist . D SD}\M [ N
3. Asst. SUMGEON  Iiiciiiiiieiiimicsinasns e TR SOBN .
4.0T Technician  :.....}< MQ-E—P S anranenassemsan oA R
5. Circulating Nurse :....... E S SO, SRR
6. Asst. Nurse T - M&M\ O Crersysomammammaes st nenms R R

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

Signature of the Surgeon 4 Signature of Circulating Nurse

Order No ...........2. C]O %'BQ .................. Ordered DY: .....ccccveverinmeirminnnsesensessnsininenes




Cmuwu»-’v"\*ﬁ

Ref. No F/CONB/SUR/OT/02

N
_ "z ) CONSU MAB LE Patent Name :.... uw—ﬂ’kﬂkt ..Age:. VYb...
Rainbow | @ p:ipni Gender M LFUHIS/IPNO..... :.'rlDlef.S..,.: .................
Children’s BirthRigh Py |
ungsﬂ!,ﬁlm .B:uﬂ:::h??::::;:t OF OT 207 Date ;.. X LY L. P U O 1 |- SO
Circulating Staff: JEAOMsA vArw Technician:........ ?WL& ..........
Anaesthesia Disposables |issued” * used Surgical disposables Qty'._..,d Disposables (Baby side) .M‘E Used
ETtube 14 0 culbed ‘o | Major Pack Inj. VitK
LMA , T 7 | sutures . Cord clamp
ECG leads : APIN 02| vienl -t,..ﬂ’) p| | Suction Catheter
HME filter : A/P/N Voana Feeding Tube
Syringe 10 cc /0 Vaccum Suction Set
05 cc 032 Gloves Surgical Gloves
02 cc le1 | Pk &P Ao Gauze Pack
01cc ) ' Syringe 1 m/ 2 ml
Cautery Plate : AIP/N Surgical blade |5~ o) | Surgical Blade # 20
IV set NG tube Koochies (S)
RL Cautery Pencil
NS: 10ml/100ml/500mi/1000m! Koochies _
P. RN ¢ ] | Ointments
| @uboede \ /01 | Suction Catheter
Fentany| Cap. Mask 515 K
Morphine Gauze Pack Nt MWY‘I — J
Ketamine Mop Pack W - B Dl
Propofol l@ | | steristrip l ( f
Rocuronium Underpad 1Ol
Glycopyrolate Draw Sheet
Myopyrolate Abgel_
Ondansetron Foleys Catheter
Pencan 23g/Spinal Needle 22 Urobag
Bupivacine 0.85% & | | Chest Drinage Catheter
Bupivacine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage_
. Tegaderm
Suppositories loban
Anamol : 80mg/250mg/170 mg Double J Stent
Supridol 100mg Vaccum Suction set fe |
Justin: 12.5 mg/25mg/100mg Plastic Bed Sheet L oad
Tab. Misoprost : 200mg Betadine Solution o\ AN
Microshield ) 39
Cotton Balls
Latex Gloves 10
Ramdione Scrub
Saral
. .
@Jgéema Ana;?m‘;sgfi‘g‘;{‘q“ N’%ﬁd kﬂ@‘ OT Technician
Order NOL.....coovremienens 66)0565 OFAETEU DY:.....ocviuuiiniviausinisrsissionsassssnsmusasnasmssssrasnsnssssmsasenssessoss




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.

Receiver Name

Printed Time : 22-06-2026 14:48

Rainﬁ%w‘ & Govt General Hospital Kda Vishakhapatnam Andhra Pradesh INDIA 530040
ﬁgi;g{fa?'s BirthRight Tel No : 891-3501601
o e o 2+ o 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.
INPATIENT ISSUES AGAINST ORDERS (IR TR LR TRy [
IP No |P22-00023343 Ward 3F-THIRD FLOOR
Patient Name Baby ISHAAN AKHIL Bed Name GW 331
AgelSex 2Y6M24 D/ Male Order No 22-0000890363
Date 22/06/2026 13:31 Prescription No PRIP22-0291794
Payor EASTERN NAVAL COMMAND Dispensed Date 22/06/2026 14:48
UHID HCV-00040908
S.No Iltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
SUPGAINEEVVIAL 9 H BPC26001 02728 f1° 94.20 94.20
2 BUTODOL 2MG INJECTION KP095042 09r27 @ v 91.10 91.10
3 DEEOMCLEAP RONS Mediblue 01032026 02729 AR 135.00 135.00
4 DSYRINGE 10ML(NIPRO)  NIPRO GENERAL 26C03K91 02/31 (e 28.13 28.13
5  DSYRINGESML(NIPRO)  NIPRO GENERAL 26B20K59 01/31 /3 » 21.56 64.68
6  DSYRINGS25ML(NIPRO)  NIPRO GENERAL 26A08KO7 12/30 (1 e 11.25 11.25
7 E.C.GELECTRODES (PAED) Adilase GENERAL 7160326 02/28 3> 34.65 103.95
g L EIREELAmET STERIMED H 25EFI2E 05/30 (7 462.00 462.00
g 1o hE MABRRLAER- Local GENERAL 02260102 12/28 (5 o 10.00 50.00
10 MCT-ROF 100MG 10ML Neon Laboratories Ltd ~ H NA135300 10127 1. 69.10 £9.10
11 gf&;‘é@i"p"‘&gﬁﬁ" ELITE MEDICALS GENERAL 26FB001 01129 ( 10 2343 234.30
gl e AOTION 0% H NO160136 01728 J1 e 100.31 100.31
13 :;R,%%g%ﬂg;wm GENERAL 7115062026 12129 1 e 450.00 450.00
14 :‘g&g;ﬁgﬁfﬁ%ﬂigo” CLARDLIE SCIENCES |, 26260597 02128 (1o 737.05 737.05
15 ﬁ,‘fg@%’:gfgg'zma GENERAL 211526022026 02129 /5 e 11.25 56.25
16  SURGICAL BLADE 15 Surgeon GENERAL 020525 04/30 e 7.03 7.03
17 E#'gpﬁﬁ?gfoﬁlﬁ?pp GENERAL 25L7121D10 11/28 (2 140.00 280.00
18 ;’:?.fgfggggggﬁg’gﬁs) ROMSONS H G26D140041 03729 ;1 e 170.00 170.00
19 VACCUME SUCTIONSET  ROMSONS GENERAL K26C010330 02/31 e 739.00 739.00
20 VICRYLRAPID4-0W3918  ETHICON SUTURES-J&J AWS834 03/30 (1) o 818.00 818.00
Total: 4,153.06 4,701.35

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : SALAPU HARINI
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