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Rainbow Children's Hospitals - Visakhapatnam

Plot No.15, Health City layout,Sy. No. 21 & 27,Part of Chinagadili, GVMC Limits.

Vishakhapatnam ,Andhra Pradesh, INDIA ,530040.
TEL NO :891-3501601

Govt General Hospital Kda

Children’s .Bmh ahi

Hospital

WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : 1P22-00023350 Admit Date : 22-Jun-2026 Admit Time :01:08 PM UHID : HCV-00040981
Patient Details :
Patient Name : Ms NASIRUNISU Age :20Y0MOD
Guardian : Mr SUJAT HUSSAIN DOB : 22-06-2006
Ge.iuer : Female Religion
Occupation Martial Status
Address (H) - mv p colony Lawsons Bay Colony Visakh Phone No : 9866059199

Vishakhapatnam Andhra Pradesh INDIA E-mail ) i

530017 -mai . no@gmail.com

P
Admission Details :
Bed Type : GENERAL WARD Bed No :GW 323 Ward Name : 3F-THIRD FLOOR
Room No : GW 323 Admission Type : First Visit
Contact Details :
Name : Mr SUJAT HUSSAIN Relationship : D/O
Contact Address : m v p colony Lawsons Bay Colony Visakh Phone No
Vishakhapatnam Andhra Pradesh INDIA 530017
nature
~

Doctor Details :

Doctor Name : Dr. NIHARIKA ALLU

Specialisation : OBSTETRICS AND GYNECOLOGY

Refarral Doctor : Family Phone No

Co-Consultant

Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name . SELFPAY

Printed Date / Time : 22/06/2026 13:09

Printed By : 017565
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Name:---=----========= HCV-00040081 1P22-00023350
Ms NASIRUNISU
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Dr. NIHARIKA ALLU
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HCV-00040981 1P22-00022350
Ms NASIRUNISU
22-08-2008 20Y0M0D 5 |\)a4 Ui 2.

Dr. NIHARIKA ALLU ”

\\

- Rambow . .
T | @ s
|.P. ADMISSION SHEET FOR GYNECOLOGY oS e
Date of Admission &?le’bc Time Of AdMISSION =........oevveeereerrreeseesesssssesesossssssssesseessso
Allergtes ........... @ .................................................................. [ Not know any drug allergies
e PRESENTING COMPLAINTS ; ----vs-sesemsrmense st e s sttt e e s
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MENSTRUAL HISTORY OBSTETRIC HISTORY

Year of Marriage : ynmarried Parity: (=)

Previous Periods : Erre_fuid Podads > b ‘mﬁ%‘j Mode of Delivery: &)

t 2deys - Flow)
e slelaoac Last Child Bith: (<)
Contraception : @
n? 51 mindncha &
PAST MEDICAL HISTORY PAST SURGICAL HISTORY

— Mtlo wypotinprofdiem ++ slclag S LT U
‘Jj, (T 125 )

on'y “Thyrnonn - 2 5mg (v slela)

Docu. No. RCHBH / FRM/CLINICAL / 086 (P.T.0)




HCV-00040081 1P22-00023350
Mas NASIRUNISU

- - 22-08-2006 20Y0M
Patient Sticker  or. NIHARIKA ALLU omee
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Thyroid__sdoreva! - _

r ; @ Jﬁ'ms.nﬂvnaa (= S :
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HCV-00040081 [P22-00023350
?;::;:: s 20Y0MOD (F) iz
[ Dr.NIHARIKA ALLU Rai_n b‘DWf . . -
T - Childrens 5 BirthRight

It takes a lot to treat the litde. Your Right Lo a Safe Delivery

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date ofmj“ﬂ\dmiﬁ,at“ &:00 P,/\

Baseline Information:

Admission From: 1ER [ OPD —! Admission Desk i“"’:@s, specify ......... H:L:- (,u’ ...................
Primary Language: 'T%{ug; [} English ] Hindi 1 Oers; SpeCiy <o umssiiinatsmispmuiise

Do you require aninterpreter? (1 Yes M EYOSISPBOIY .. ..cvenviarsersssenssnsssssennsnsrmssnnonsansssnssiisss sisssssisnnssisnssnsissasarsmsssvadiasssnsonss

™ Source of Inf_ormation: yPa/‘mm [ Family 7] Ohers, SPECHY ...coveeerireeireiees e sa s saeras
Allergies: []Yes % ["1 Medications [_] Blood Transfusion {_ Food I 11 S

EYES  IBIMHIY o.vvevneinnesencesracnacsenessniasrestorensnssnnssssnasansss sunsessanssnassnsnss srasestasss4s0 senseSE88 S8R ES LR RS SRRS PEREEOR0R 44000 SR IS SR Tb O RS D sum s snansse

Doctor Notified on Admission: L ¥es [INo

Name of the Doctor: ﬂw&

N— Time Notified: .......... a.ﬁl.;....lum.p.m ...........
Past Medical History: Obtained From [ Patient | | Family Member  [.] Medical Record [ Other (specify) .................
Past Medical History Past Surgical History Previous Hospital Admission

Nes N NO

™ | Gynecology Assessment: ] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: “\[{5. ............... Caesarean Section: ;Z’ﬁo []Yes- Contraceptives: [ANo [lYes
................................................................ Cervical Cerclage: ¥TNo ] Yes Vaginal Discharge: [INo [ Yes
Onset of Menarche: 3—3 (Y. . | Ectopic Pregnancy: CAfo [1Yes Post-Coital Bleeding: (JNo [ Yes
" Menstrual Cycle: [1 Regular, A Irregular " Myomectomy: M ] Yes Infertility: [1No . ] Yes
Last Menstrual Period: ...5.,6. 203%..... | Others: If Yes Type: { Primary (| Secondary
Obstetric History: o o P avuiiieisiniad Loireeiiecineeeineeens A
Previous LSCS: ...ooiiieieeerie st saesessemsn e smss s sassssasacas
Current Medication: | None  \JVes, If Yes, Fill the reconciliation form

Family History: {Ao Abnormalities Detected
] Heart Disease [.] Hypertension L] Diabetes [] Stroke 1 Seizures  [.]1Kidney disease

1 Liver disease ETORRET ... .o oo cmnemm i i s e A s su S s BB R Y R P AN G A R A e g [ e

Vital Signs / Measurements: Temp: "(8?? HR: GQbL , RR: Zv‘bm
BP: .{.QD.J..GQ.!‘.‘-\,\‘.( Weight: 4(4]9“ Height: 160 Gaw,  BME ...

Pain Assessment: Pain: [ /Yes [ (If Yes, complete the Pain Asséssment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 ' | (PTO)




HCV-00040981 |P22-00023350
Ms NASIRUNISU
T 22408-2008 20Y0MOD F)

[T

PHYSICAL ASSESSMENT

Gereral Appearance: My C1ill looking [ Anxious ("] Agitated L OB s i e e e s

" Fall Assessment: (] Yes if?]/[:ka/Score ................... ‘(complete the Morse Fall Risk Assessment Sheet)
Risk of Pressure Sore: [ Yes D-Nécore ................... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consultant
" Mobility problem L Walking Problem ~! Ng’Abnormality Detected
. Developmental Delay L Musculoskeletal Congenital Abnormality '

Inform consultant for positive criteria

NUTRITIONAL SCREENING: E/N@;ormaﬁty Detected
[ Overweight 7 Poor Appetite > 3 Days 7 Needs Therapeutic Diet.

L7 Under Weight [ Diabetes Mellitus LI Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
(/TCalm & Cooperative [l Restless L] Depressed O Agitated ] Confused
T ] OBNBIS ievvvesvrenssesssssansasamssatessonessnsassssssssssssssassesssbossssnnsssemsiaensesssessessessssssses sasssseansssatssonsessssnssnsssosnessansssesssnsatssenatssassssonsss

. Inform consultant for positive criteria

SOCIAL SCREENING:

1. Marital Status: Q_@gle @nig'ed CIDivorced [ Widow

i
2. Special Habits: Smoker: [] Yes u’( Alcohol Abuse: [ Yes L,WJ/ ' Drug Abuse: [1Yes 3o

Social History: Lives With .........ccccccevinnenene %&E‘Lﬁﬂé .......................................................................................

- Orientation has been given regarding the following aspects:

Call Bell in Reach : J(e; 1 No Waste Disposal Explained: Z]ﬁ CINo
Infusion Pump : [JYes /’( Hand Hygiene Explained: &+Yes L1 No L1 Others
Above information given 10 .........cceocoe L ) 3 = IR M N
Name of Person Orientation was givento: ..... SAY.S.... QUM L
" Orientation notgiven RBBBON: opsererirssssssisisssis ek = 5o | T

NUTSE SIGNAMUME: ...oovousurs DM L cusiarminainss
Nurse Name: LJS)\Q .......................

Date & Time: mﬁa\m@ﬁ;;‘?fﬁsi’ M
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Rainbow®

. . | @ RirthR;
Children’s .Blrtthght

BY RAINBOW HOSPITALS

Hospital

1t t2kes 3 lot o treat the little.

Your Right to a Safe Delivery

| PROGRESS NOTES

(USE BALL POINT PEN ONLY)
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Ref. No.: F/HW /PGN / INPR /15
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Ref. No.: F/HW /DC/INPR /05

- = @ |
Rainbow | .

\

Hospital

It takes a lot to treat the little.

Children’s ‘ .BirthRight"

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Patient Name : ........
Gender OM OF-

Consultant : ............

HCV-00040081 1P22-00023350
Ms NASIRUNISU
22-06-2008 20Y0MOD (F)

Dr. NIHARIKA ALLY

AT

Diate 0f AAMISSION S s szossoravciissuesssrsssiontossesai suiass iasiisbes seernbesssssssnsvnsnsassnnans

DRUG ALLERGIES : ~O

FOR THE SAFETY OF THE PATIENT

GENERAL -
DOCTOR -

= Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not aiter 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 -
1) Right Patient

3) Right Dosage

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
2) Right Drug
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES

4) Right Route

(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

5) Right Time

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).

SO0S / PRN (As Required Medication)

DRUG: Ty PPACeTAMOL [Pk
Dose Route  Frequency| Start Dt.
\ge AV 07 | 92%l2
Doctor's Signature |Valid Period] Pharm.
Additional Instructions
Date}p
DRUG : o
Dose Route | Frequency| Start Dt.
Doctor's Signature |Valid Period| Pharm.
Additional Instructions
Datelp
DRUG : e
Dose Route | Frequency| Start Dt.
Doctor's Signature |Valid Period| Pharm.
Additional Instructions




HCV-00040981

1P22-00023350

Ms NASIRUNISU

22-08-2008

"

20Y0MO0D (F

[

I.P. No.

Sheet No.

Wards

Weight (kg)

+ REGULAR PRESCRIPTIONS

DRUG: B4 \owaCe (- ol )
Dose Route |Frequency| Start Dt. M {
B | W | jatht| sols (o AT C
Name & Signature of the Doctor [ Iy Nl i bl
starting the Drugs: I
wall [ ql'z.\wc
Additional Instructions: & | ol o
0 8 1
Daily Doctor's Endorsement by a Sign. A(?/ ~ 4
A 4
» .
DRUG: 5. pyu( NOP AR =R A
Dose Route |Frequency| StartDt. |f . \/ /
ASeg i)y | gl aolg e[ pn X @ﬁ ’
T - A
Name & Signature of the Doctor \ LYd BN
starting the Drugs: ,3 v \)*
W&
i P r
Additional Instructions: 9&,— \ @ A%
P ol J\ \
Daily Doctor's Endorsement by a Sign. &k
Dan
. e
DRUG : 5. ¢oM( PRALOLE |7 1
Dose Route |[Frequency| Start Dt. (b 0&) -»
uomy )y | by mlc\w [ Ta%e

Name & Signature of the Doctor
starting the Drugs:

D

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG: —- [opdo CLF

h 4
Datelp

Time

Dose Route | Frequency| Start Dt.

FRVAVY

2p0M Q\o (;"‘\D{

Name & Signature of the Doctor
starting the Drugs:
5

Additional Instructions:

Daily Doctor's Endorsement by a Sign.
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Hospital

It takes a ot to treat the little.

Children’s ‘BirthRighf’

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

Patient Name :

I.P. No.

Sheet No.

Wards

Weight (kg)

REGULAR PRESCRIPTIONS

DRUG : &~ ppndgop

Date
Time
v

Start Dt.
DEY (el

Dose Route | Frequency

woy | Plo [agvhe

Name & Signature of the Doctor

starting the Drugs : g

Additional Instructions :

Daily Doctor's Endorsement by a Sign.

DRUG: Y " ALL (LOR LVS

Date
Time
v

Start Dt.
2slefre

Dose Route | Frequency

gomy | flo gh

=N

‘| Name & Signature of the Doctor

Name & Signature of the Doctor
starting the Drugs :

S

Additional Instructions :

Daily Doctor's Endorsement by a Sign.

DRUG :

Date
Time
v

Dose Route | Frequency| StartDt.

starting the Drugs :

Additional Instructions :

Daily Doctor’s Endorsement by a Sign.

DRUG :

Date ¥
Time
v

Dose Route | Frequency| StartDt.

Name & Signature of the Doctor
starting the Drugs :

Additional Instructions :

Daily Doctor’s Endorsement by a Sign.

CIN : U85110 TG1998 PTC029914

www.rainbowhospitals.in




Date B
VARADLE DosE Time ] | Nurse Sig. | Nurs_‘e_Sig. | Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Br Sign. Br Sign. Or Sign. Or Sign.
Route Stal't Date Dose Dose Dose Dose
Dr Sign. Dr S':igrt. Dr Sign. Dr §"rgn_
Name & Signature of the Doctor Pose Oose pose Gose
Dr Sign. Dr Sign. Dr 59:1. Dr Sign.
Additional Instructions Do s Rows Come
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Date ﬂ»
VABIARLE SR Time | | Nurs‘;Sig. | Nurse Sig. | Nurs_:!Siq. | Nurse Sig.
Dose Dose Pﬂose Dose
DRUG : Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Route Start Date Dose Dose Dose Dose
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Name & Signature of the Doctor g Rasa P Hose
Dr Sign Dr Sign. Dr Sign. Dr Sign.
Additional Instructions L [Pose s o
Dr Sign Dr Sign. Dr Sign. Dr Sign.
STAT / ONCE ONLY DRUGS
DOSAGE & OTHER
DATE TIME MEDICATION INSTRUCTIONS ROUTE SIGNATURE NEJFISES
1
- - |
M\u 19 1090 YoPER | g v | & %:_
el | oo, . Moo L v q{f Mt
,,zlfé!c o [T Maracet] 4 7 [Nerlaloe
we | Inr Ouden | 4 | e
“.I"J“ Fat “’7 s
CR \ \A_o _ ] P . 9 Li IU &&t
J'glaé - ou INT - TANTD Dw}p il
- 4 ] \/ + 2
 00pem| 55 TRAPIC V. <4 LK
@u [3¢ ‘? ™ v TRAP \( 8" 1
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Rainbow’ , ,
Children’s ‘Blrtthgh

Hos pit&' BY RAINBOW HOSPITAL

1t takes a lot to treat the little. Your Right to a Safe Delive

OPERATION THEATER NOTES

Patient's Name:..ﬂ[g.:.ﬂ&hﬂimuf!iu ................................. Age:.=0....Gender: M OOF [¥

UHID - - 0sr000 4098 .o P No. 22380 Weight:........orvreeee
Surgeon: Dy . Nrhord k@ Asst. Surgeon: Dr- (aky, Pruadf
Anesthetist: Yy - Dy o) OT Nurse: Sh o : |

Surgical Procedur’e: 152{)6‘1"04&0’)]"— @ euvdan S ekt }omdj AGA -

Indication for Surgery: @ Ha.emorrhoirt [ £rdo roe o he st

Date: 29 leloc Start Time: 91‘459"\ End Time: 9. U5/ m

PRE-OPERATIVE PREPARATION /) N8W

20 Gugt Nowotef lgm |V adet

5) Sy’ PAVTIP  Uomy W ekt

u) Tyt owPEML YUy ] sded-

OPERATION NOTES : — Bffic mpmfﬂ; ¢ Araplng o vulva bladder
@ 1 - o

cathetoied wfth FO(cngq frw rcé cluar  uwélne _dyafred gut ~

—t N paloliny arol d&pf% ¢ abdopun , Q@ Smm 4 supmumhil
tnluton %Tuzn %mu‘_‘yh ohith Hdrochan  Sreshd ‘Q’DO.I"O_#(_CL'}M e th

oy paucd -}hrOL%FL teochar *

—  Anotner Y {L‘!/k’ Sy labral .’ogr+ stded Lot ceeshd 1 Ll

q&hr (%03 H'r}}r p neumopv&}oneuw\

-—> QL}YQOD Hfﬂfﬁaﬂﬁ
5 T v ——

Q) 3A 19 eny- B—Lfgb\-} QUi n, C!;n‘l' nyohol ~ on alur'@hr
Fei poctlon 2[_34‘: _daxk chotolat,  cwolowwe &—,(m ovay ol agol

out  pom upb wohith & viohd o evdore bbb wiabs
6 T

L) Uboart  wonnst €0 sf2¢ . erdomeboot spot  notl

fa  POD.

e) Leld euwcb; - _Qppeasad v be norput fngize - endomwbhe

fenplantt  potecerk

GO Blt Falloptan $uibey  appeanel noroel £ 1M e anol thope
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POST - OPERATIVE ORDERS:

D) NBM X Glovew

Allow oral % @ H!oYam

Allow agﬁ Aret @ 6:00am

2) TVF & RORL

Lt
\‘ ON! T@\gow [hr

orur—

3) Ty’ MONOCLE \gm W 2" by

w) Byl EJOMEPRALOLE Womy\W¢ ou™hly >

5) Sy DUNAPAR F5my fn o0 NS LV ¢ by

¢) Tu PPRAIAMOL lgm, W -0

3) 2lo chartfre.

8) w4 bum?/«g anlmté,».

) Mouldr oikYy
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R?‘I?cllmw & SRk Department of Anaesthesiology L
ﬁo;p{&rll : .mmmsgm AXON ANAESTHESIA ASSOCIATES _le g_\

e v e Teur g o Sfe ey PREANAESTHETIC EVALUATION
Date: ))\J" b Time: 2:20 fm , Name: PastYunn
Proposed Operation L“LP 0-1 Mu—l Age: 2 C‘“&

Preoperative Diagnosis @\ ONapam C"P«l/ . fomalde
P H. R. R JTem Height [Weight |[Physical Status
o\r,\ 5 5&‘09 Al P ° A1/,23 4 5‘PN°
LABORATORY DAT
’Z\H’"Qb 3—— Glumsews_ Protien —Z HIV X-ray R :
PCV Urea A st HBS ECG
o\\f' WBC > Creat K Total Bill - HCV 2D Echo !é,‘ Ef’ .
A / Plate -4~ Na ——————— Dir.Bill Blood grou Ca Stress/Anglo :
PT _\3__ K  —— LDH Other .
PT.I ZA—U— Ca++ Alk phos r
INR — Mg++ Amylase A"ergles"\t o
Medical History: -~ K CVS: A < @ ¢ \’f ?/f

(¢ o -!1 Vi /;\_I\L_p_
™ Ktt m/wcf‘bu\ g,lm
Diabetes: w ::?fr_g_‘i__%_z_gmm Ul@ﬂMAuj

o == e
CNS: rongious, aicuted

Renal: 7

e Ho
Hepatic/GE: [ (1) -Abd- Sofl , o %AMLM APD+/- i d{w
Others: B, adu\-ul \}T K aaiese—
McBAM

Past Anaesthetic History: @
Dl e et
MPT 23 Mouth Opening  Mentohyoid Distance;( 9) Nec@) Teeth:@
] QAA wde~
Lungs: o ape . Ko uuvﬁuﬂ e
P

Physical Exam

Airway

e Ui e P S i) A g

Heart: @
™ CNs: Pupiis:%\L ALact e EVM 1y

Others: Pallor: +/- ™ Venous Access Site: Spine Exam for regional: ¥
P d Post- Peri-op. pl lained

ANAES. PLAN MACIREGIONAL/GAE’I{MA Sl retiar T to patient YN

YES/N@ PREGNANT  YES/NQ
WILL TAKE BLOOD YESIN@ PRE NO—
CURRENT MEDICATIONS: PRE - OPERATIVE INSTRUCTIONS:
T W youon N arcg 1. DVT Prophylaxis mudg Dy
| J

2. NBM form: ——— é/L«A,CLJ 2Ly

tStapﬂﬁd I, High Risk
oy = 7

IMMEDIATE PRE-ANESTHESIA EVALUATION

HR oo sa02 100 [ PA -
=30 o SO LastFeed ;...
BPICTY. oo, bous - DUty
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Rainbow® -

Department of Anaesthesiology

ANAESTHESIA CHART

Children’s Birth nght AXON ANAESTHESIA ASSOCIATES
Hospita| BY RAINBOW HOSPITALS
1t takes a lot to treat the fitte. Your Right 10 a Safe Delivery
PRE-OP DIAGNOSIS OPERATION Date 2 6 26
" 2 ()J_ A
SURGEON Dy Ny hanl ks ANAESTHESIOLOGIST __ D% - [P anesd
ANAES #1 | Start End Cons. Sig Res PHYSICAL STATUS
CARE #2 | Start End Cons. Sig Res PT IDENTIFIED WSENT PRESENT ,ZIT:HART REVEIWED [
TEAM #3 | Start End Cons. Sig Res LAST PO INTAKE
TIME NOTES
N, O/AIRIO, LPM
HALO/SOISEVO
DRUGS:
Zav Miclor tg
- IR G t Fkh
= .Y 4
= g
i Frd
ke Sy
FIO,) Sa0,
ETCO,
ECG
CVP / Wedge
Urine
EBL
gg
=2
a
ANASTHESA 240 42" TEMP
X ; -~ CET
START FINISH 220 41 m
| INTUBATION
P PREP 200 409
O - OP START '
©-DP END 180 33"
a7
- 160 :
V,8YSTOLIC 140 = %
DIASTOLIC P ] = ;
X MEAN 120 b S ¥ = | 35
* HEART RATE = 17 = a4
Tourniquel up T 140¢y — a2 1
Tourniquel down T - i 33
RESP 80 A Calmmra
QO Spont O 4 L 39
AR Assisied O 80 ~ =,
CR controlled 31"
RATE 40
30°
20
v
PP 10
PEEP 5
i 9 50
_[ZFEQUIPMENT CHECKED AND | |COMMENT/SYMBOL
‘Z/FUNCTIONAL e
BP 2 ] paco, [
CUFF SITE ! EE’ = PalFIO,
ART SITE £ HCOJBE
AT EKG LEAD B
O TEMP SITE TIMES mi.écpou REGIONAL
[J FlO2 MONITOR ANAES START 3 - g ° ?5 W% INHAL [0 RECTAL[] EXTREMITY
E}GENT MONITOR OP START 2.~ Co nrs M O OTHER [J SPECIFY
PULSE OXIMETER q- "._ PREO,[] CRICOID PR[] SPINAL
[0 PAOXIMETER OF END - 0o EPIDURAL CAUDAL
APNOGRAPH LEAVE OR MASK T 0O ma CATHETER
END ANAES AIRWAY OraL [0 wNasaL O PUMP
[ VENTILATOR <
] NERVE STIMULATOR ETTe at O __om SIEHER
GENERAL & ORAL NASAL O CUFF [J SITE
MAC no DRUG TRACHEOTOMY NEEDLE SIZE DEPTH
POSITION w)ine o B o PARASTHESIA, YES NO
MAGC with DRUG [ ToRICAL [JDRUG
[ PRESSURE POINT CKD % i | CATHETERATSKIN ________(CM)
REGIONAL O Loceysurcd DRUG / DOSE
EYE CARE TRANSTRACHEAL [] TEST DOSE
O oINT LINE (SIZE & LOCATION DRUG % mi | ANAES LEVEL
APE AWAKE [ RAPID SEDQUENCE[J| COMMENTS
[] PADDING 0 cve DIRECT VISION‘B/ BLIND m
Y O ra FiBEROPTIC I sTvleTTE O
gerfi— O art - BLADE# _ ) ATTEMPTS_\
Ow o DIFFICULT WHY? .
[ BLD WARMER O A
[ LIGHTS d 2 BILAT=BS [ TRANSPORTATIONTO PACU[] wcu O OTHER [
[ HEATERS Ow SEMICLOSED CIRCGLE [J RELAXANT REVERSED YES[J NO [J -
] HUGGER'S CLOSED CIRCLEAZT TRAIN OF 4 TET HEAD LIF
[ BLANKET NON REBREATH (]
£ST PIE
O orHER AyResTPiECE O SIGNATURE B

R T R R RIS

S ——

B —

PR G S NP SIS

—"
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. . |
Children’s . BirthRight POSTANAESTHESIA CARE UNIT RECORD

Rainbow® &
Hospital BY RAINBOW HOSPITALS
It takes a jot to treat the little. Your Right to a Safe Delivery Department of Anaesthesiology

AXON ANAESTHESIAASSOCIATES \

Anaesthesia : Genera!_Q/ Epidural ]  Spinal [] Other Regional [_] waw 'f(' O Vo
[3 1
Anaesthesiologist : b‘-'\bs‘-ﬂi K_'JUL{ Surgeon : n‘( N‘ m m Procedure : W
= \ |
Received in PACU by : 8&1&5“‘) Time in : Q, NSIrDm Time Out : ! 120 PV\
lnp '
W 250 : 250 | Pre-Op BP INTAKE/OUTPUT
240 slah 240
5 ST i3 N ouT
B = P 220 | ORBP Emesis pa v
E :;g S g;g Ga'sln'c Suction [A") o
g 190 A 190 o z:'::fy Y] =
180 180 2
8 170 A1 170 Catheter Q{& 1%
S 160 160 Chest Drainage no | o
? Ifg |2 ::g Begun Wound Drainage — — |
A Recovery Room
’w ch.l 1:_3 - S 1:3 Blood Given = - \
- 110 T 110 Ended
z = - 0 hee PO FLUID — | |
o » IV FLUID . A q.{Q
a ® ' o 7 Method TOTAL — | ==
@ 50 0 50
o 40 40 | 02 Mask: __pu Nasal Prongs | _,Aa  Ventilator : ne
o] 28 gg Cannula : EF % Trach Collar : __y%)  T-Place : V&
10 @ 10 | Always : NETT TRACH % NASAL ;D
TEMP o 0 OETT M oraL
MINUTES
POST ANAESTHESIA SCORE IN 20 ouT SCORING INTERPRETATION .

Able to move 4 exiremities voluniary or on command =2
Able to move 2 exiremities voluntary or on command =1 ACTIVITY
Able to move 0 extremities voluntary or on command = 2

A MINIMUM TOTAL SCORE OF 8 IS
REQUIRED FOR DISCHARGE.

RESPIRATION L

60 | 90
. 42
Able to deep hrsmh;: cough freely =2
D limited thi =1
A;snzr[‘:a or ki athing s 2_ D_
BP 1 20 of Pre Anaesthetic | =2
BP + 20.50 of Pro Anesihelc leve =1 CRCULATION 2100 |2 EXCEPTIONS TO THIS ARE TO BE
:P"*:ﬂ:::f‘ et b '; EXPLAINED IN THE SPACE BELOW
e E BY THE DISCHARGING PHYSICIAN. .
:’:{L:::i:ndln;a" g =; CONSCIOUSNESS 2 2_’ L |
Pink =2
::i:m:f:ky blalchy, jandiced, other i:, COLOR Z 2 2_ -
TOTAL | & (£ 10
Date & Time i Ot Taw) MD POST OPERATIVE INSTRUCTIONS

1. Analgesia D M‘&M ) kaua_j
2. Analgesia -9) N @ L g Ve , uwv 7 |
3. Fluids J’3> HQ—T\_:\-N \a()rdj |

4. Anti Emetics 4/3 P, ) 325
/\_lo
5. PCA/Epidurall L.V. Infusion ;) B . Pt g "r—lp
7 ] Q

|
Evaluated and discharged by :  Dr. g%?/ ofﬂﬁrg Transferred to Unit byW
Discharged by : (Nurse) M Received on Unit by @W

<
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Department of Anaesthesiology

Patient ID :

Rainbow® . _
Children’s | @ BirthRight AXON ANAESTHESIA ASSOCIATES
Hosﬂpital . sliend s EPIDURAL ANALEGESIA RECORD
Date : Time: Procedure done by:
CSE/Spinal/Epidural 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 s
Time (mi/hr) Bolus (ml) Left Right | And Pulse FHR Comments
o
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)



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

2z CONSENT FORM FOR

p = = ®
Rainbow .

Hos pita| BY RAINBOW HOSPITALS

Children’s .BirthRight’" GENERAL / REGIONAL
Hozpltal | @i ANAESTHESIA / MAC

Patient Name : W]SM&Q‘\TUM‘FU .......................................................... (YIS | 1T SO
Gender: MO f;MP NO: oo 22 DED et Consultant : j)yr\[z‘haﬁta .................
Ward / Bed NO. © .ocvvvvvrrrvreeeesenenenen Anaesthesiologist : D}\}? L I,

Operative procedure PIaNNEA : ... s

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/ 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 (s) : 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.

[J Heart disease [ Hypertension [ Diabetes mellitus [J Renal failure

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

CHrGanaating COPDR- s EIOMBIS | i ivnmmmmnsmsusmimeniinimesommsimumsssomosemssemisssssissh SR

GBI Liiihiedicsmsssnis buntinssssmssmsssssersaimmumssenssersunmrrvsaersssessseavas syaxmssssmsss asssnsfssoasmtmnnd benassnbubrs s rEbEod
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
soeeeeeenenennr the @above mentioned operation | Diagnostic | Therapeutic procedures

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

| authorize and give consent for anaesthesia ( (JRegional /(] General 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.

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'Iine, 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 | her will administer the Anaesthesia.

- Pregnant: O Yes [ONo
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.

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

Patient Attendant : Witness:

SIGNAtUTE : ....vvoerrrr AL N s Signature : M"-"f— ,,,,,,,,,,,,,,,,,,,,,,,,,,,,
RIABNR: s ZNUN O Narme: jﬂ,@éﬁl\)ﬂ _______________________
Relationship with Patient : ...... AV \9'15 ............... Date & Tiihe : 9}16 I LG ..................
Diate & TS ; s w{bp’b‘

Doctor (who/ig{aking the consent) :
Signature : ... g e
Name : @w@

Date & Time : ..... ?/1/[5[% ..................................

CIN : U85110TG1998 PTC029914 www.rainbowhospitals.in



2 | Informed Consent for

Chitarams | @ BirthRight )
Hospital | oo SUIGery or Special Procedure

D
— R e

Patient Name : ./ ZAB7 . /\/a/-’ 7207 s S Age : C;b(‘f‘\ ...... Gender : ﬁ‘
UHID / IP No: HW.‘.DQQ&{QQ@.L.!@;&SQ .................... |

INSTRUCTION

This consent form should be signed by patient (if an aduilt 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 consent to the surgery or special procedure recommended to you.

1 hereby authorize the pefformance of the folioeration(s) oL proce
.w.ﬂ

technical terms)..........

(usg no abbreviation/Avoid
: i

(Name of the Patient).

I 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,
Anaesthesiolggist or the hospital staff respongjble for anypntog:ﬁfg'ent thereof.

ﬁ ........... SRk L W SEEN Y 4 7.
......... . T ot " AT B ARRUA o TR 4 48 N et JV S JS

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

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 a chance to ask my surgeon questions.
4.  Ihavereceived 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 M’M ...... Signature :.(1. Y. == SIgNatUre ©.........ocvueevvnricienenns
JARCEN R
Name: AASROAISA............... Name:. AR CEMNTT Q NI
— -
Date & Time : lZ—},Qé[.&DZé.:.J.l?:OPM Relationship with patent Mol HE Date &TIME : ...oeovvvvvcereccrnees

Date & Time : ,E?—JG\ ..... Q,Q? .................
www.rainbowhospitals.in
[ RCHHCV/FRM/CLINICAL/250 | % ‘ /

. o
Signature : ....... K’Kﬂ— M ......... Name of Doctor : ... D” )\HWb e




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

)
Rainbow® ) .
Hospital _ | () zoeonieo
Patient Name / |.P. No Date & Time of Admission Date & Time of Transfer Order
0 Nopansy/ e | aoli0a6 @ W | 2ofif3e36 @ |74
Treating Consultant Transfer ordered by Reason for Transfer
DY - kv horofx I Nikot Potfopac o (o
From Bed / Ward / Hospital To Bed / Ward / Hospital twégrEiion to até%ndla%tl
mieV 322

Number of Sheets in clinical file

38

Number of Imaging films

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

YesJZ]‘ No []

If yes, What ?

Medications / Consumables / Surgicals / Hand over

Sl.No. Item Name

Quantity

1 G’j» Qrelofenac

———&

2 Qof QL —€D
i Dnk m——’@
.. DSy ok

5. ]UOY'\{ (\A ("’@

—

Shifting Summary / Notes written by Doctor:

filling this part

Yoo

Name and Signature of Person| Name of person ordering transfer

b Nibat

Name & Signature of Nurse
Supervisor

Julga

Referral note & referral Doctor
Name:

Patient & Clinical records received by:

Signature with Date & Time

———

A
oV \Y

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

Unavailable bed

[] Nurse not available

[C] Available bed not ready




" = @
Rainbow .

Children’s @ BirthRight

{ HOSPITALS

HCV-00040081 1P22-00023350

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

PATIENT TRANSFER FORM

E’:{‘Eﬁ?ﬁ::uﬁ" owss | — Date & Time of Admission Date & Time of Transfer Order
T e 2 |6 e (6 @y
Treating Consultant Transfer ordered by Reason for Transfer i
OF - M(Laﬁ[(a Di. el WS éWQC"”T\j
From Bed / Ward / Hospital To Bed / Ward / Hospital :?éc;rmation to Nond|a£1_|

525

L O

Number of Sheets in clinical file

Number of Imaging films

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

Yeﬂ/ No []

If yes, What ?

Medications / Consumables / Surgicals / Hand over

filling this part

| S

D Nl oy

Sl.No. Item Name Quantity
1.
3.
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

Supervisor

oty

Name:

Patient & Clinical records received by:

PRNA [/

Signature with Date & Time

C A

I 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

&



Rainbow* i inht
Children’s .Blrtthght
Hospital

It takes a lot to treat the litte.

Your Right to a Safe Delivery

SIRANGONHOSPTAS  CLEARANCE FOR SURGERIES / PROCEDURE

(

oare: [ a9f6]a006. )

WARD / BED NO.:[

DEPARTMENT

NAME{M"SA N iy . ] UHID / LP.NO.: ;

| QY

] EMERGENCY / NON EMERGENCY

Legarnascapic  GNarian

Cuptectomy

)

o

o .
TYPE OF SURGERY / PROCEDURE:
R
ESTIMATION OF‘THE COST OF THE SURGERY [
ADVANCE AMOUNT PAID: [

RECEIPT NO: {

CLEARANCE GIVEN BY:

"

NAME OF THE BILLING EXECUTIVE:

4

CIN : U85100 TG1998 PTC029914

www.rainbolwhospitals.in




Ref. No. : F/IHW/PTF/INPR/14

.r@- l *
Rainbow® | i _
Children’s | @ BirthRight PATIENT TRANSFER FORM
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little, Your Right to a Safe Delivery
Patient Name / I.P. No Date & Time of Admission Date & Time of Transfer Order
‘ i
Me - AasisUnty nlelte gl.‘ef?baﬁ\ 2t
Treating Consultant Transfer ordered by Reason for Transfer
o5 odoniloon o5 follkdte~ pan 481 swgery &v
From Bed / Ward / Hospital To Bed / Ward / Hospital glét;rmation t Nind%
mied 23

Number of Sheets in clinical file

20

Number of Imaging films

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

Yes[ ] No (,z/

If yes, What ?

Medications / Consumables / Surgicals / Hand over

filling this part

G“_g-‘”

P it~

Sl.No. Item Name Quantity
1;
2
3.
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

Supervisor

pratednl

Name:

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




Rainﬂ%w@ | Ref.No. F/OT/05
Children’s | @ BirthRight
Hosp ital . BY RAINBOW HOSPITALS

1t takes a lot to treat the little. Your Right to a Safe Delivery

SURGERY DETAILS
SI.No. Date:.&&.l..@.b.[&@.&ﬁ

Patient Name %,Nﬂg‘YMKK ............... Age:....sY L sextzoaglt.............
UHID No. HW-00 M8 P NG BBBS Do |
Date of Surgery:...&&.(..o.@.[é()é.@’ ................. 0T ] OT1 [ CT% OT 3 []

Name of the Surgery WMOELC?/)K&[QWQU%{E@DWJ‘Z/GIH

TiMe iNtverr i SNSRI Time Out :..... 2 MSPOD
NAME AMOUNT

1.Surgeon AN | l‘l[hﬂ kﬁ Do, gzsﬁid Provnox.......... R eeussesagsasiss

2. Anaesthetist D}PYQI’LU«L ................. s masigseis NP L.
I BBEESURABOIT  i...qcumvisssmsssssmsissisaminesnsiusapanins | Lapovervsranisapraiaes TR -
4.0T Technician ... ‘L[ {nfﬁ&hlﬁmeﬂi S AT A R
5. Circulating Nurse :....... jﬂCMm ST RSPRRRPRRSRO

6. Asst. Nurse QQ%C{ .................

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

5 3

i saen A
Sighature of the Surgeon : ~ Signature ofCirculating Nurse
Order No 6C[Oq§§]5qousz ........ Ordered by: ..... %D’W) ..................................
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BY RAINBOW HOSPITAL
Ynurﬂlghl to a Safe Delive
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| Ittakes a lot to treat the itte.
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O\KB_Y"‘LCM Cﬂd&"&d'omxﬁ ;

Patent Name : M

CONSUMAB&.Fé
OF OT

Gender

Date 9—2,6{9«6

F

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

Age:..,.?ﬁQ.‘.i.}P-
UHIS P NOKHW ~00. L0 D& L.

Time ﬁ‘

Circulating Staff..........cccooeunee M. Il iRsssiscsssoississsansnimsaanaaansiny HOOHITICTAN , svvssvicsswimvisissnisnisissivmsmasiin
Anaesthesia Disposab]es Issued * Used Surgical disposables tssuethy-Usad Disposables (Baby side) Issug Used
ETtube 3.5 cofted | 7 (00| wajor Pack Inj, VitK
LMA | Sutures © 149 ©) | Cord clamp
ECG leads :A/P/N @5) / Suction Catheter
HME filter : A/PIN Feeding Tube
Syringe 10 cc - Vaccum Suction Set
05cc {(01)| Gloves g7/, A02_| Surgical Gloves
02 cc a1, DR ‘Ao | Gauze Pack
01 cc 4 ) Syringe 1 m/ 2 ml
Cautery Plate : A/P/N , Surgical blade {| 0l Surgical Blade # 20
set oi) NG tube ' Koochies (S)
RL - Cautery Pencil
.| NS: 10mi/100ml/500ml/1000nj! O) | Koochies
' (g. \eca~ TN i b 02 | Ointments
' D naten 03 | Suction Catheter
Fentany! Cap. Mask C 4 & (0]
Morphine Gauze Pack i
Ketamine Mop Pack (39() =—70),
_| Propofol Ho)| steristrip 0 ,{lmmom / 03;
.| Rocuronium Wi Underpad J !
ABlycopyrolate 4] Draw Sheet -
LMyopyrolate @ Abgel Ex 100 ¢ —#(0 D
_L@ndansetron Foleys Catheter 14 /19
Pencan 23g/Spinal Needle 22 Urobag (]|
Bupivacine 0.25% Chest Drinage Catheter '
Bupivacine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage gno!: &3
149 Rudndald (01)| Tegaderm
Suppositories £ loban
Anamol : 80mg/250mg/170 mg Double J Stent
Supridol 100mg Vaccum Suction set
Justin: 12.5 mg/25mg/100mg Plastic Bed Sheet Ol S\ I
Tab. Misoprost : 200mg .| Betadine Solution 1o}, A
e (@, ) Microshield ‘ ¢
v e p—
— Cotton Balis
NS LOD mA Q\) Latex Gloves 1o
! Ramdione Scrub
‘T Toaswo (o) | Saral
g
« Mllorfl W \{ '
Q};geon k Qnae hesuologl ¥ urs o @) ?ec nigfan
Order No:.....réﬁ.QHQZ/.HL&.../STLQ:LQ..G!ST.. .‘qurdered DY ettt
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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 23:54

Rainb‘;w“’ Govt General Hospital Kda Vishakhapatnam Andhra Pradesh INDIA 530040
ﬁglslglrtea?’s B:r_t.bfjigﬁ Tel No : 891-3501601
e et VATTIN: 37253643118 CIN:  L85110TG1998PLC029914
DLNO: FORM (20,21,20F)-AP/03/01- 12878,12882,12881
Registered Office: 8-2-120/1 03/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS NERITTIE T m
IP No 1P22-00023350 Ward 3F-THIRD FLOOR
Patient Name Ms NASIRUNISU Bed Name GWw 323
Agel/Sex 20YOMOD/Female Order No 22-0000690466
Date 22/06/2026 23:49 Prescription No  PRIP22-0291838
Payor SELFPAY Dispensed Date 22/06/2026 23:54
UHID HCV-00040981
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 BED SHEET (PLASTIC) Medibiue GENERAL BEDSHEET2026  12/29 /1 250,00 250.00 |
2. g%‘:ﬁfgﬁf APRONS Mediblue 01032026 02129 1~2 135.00 135.00
B EAEiERELANER: Local GENERAL 02260102 12128 s 10.00 50.00
4 R A HETER: GENERAL 6268120058 01/31 {1 259,50 259.50
5_— gfg\)’,‘éEsf,x?_MﬂgE%N ELITE MEDICALS GENERAL 26FB001 01/29 | 10~ 2343 234.30
5 i O IPGRT H 60650395 11/28 g 98.65 98.65
2 (SS%",E(;;E:FSQ ICARE (KANAM LATEX) GENERAL 2603007 03/31 /2 91.00 182.00
8 ?P%%ﬁ%%f;g::gEMALE) GENERAL 211526022026 02/29 5 11.25 56.25
9 SURGICAL BLADE 11 Surgeon GENERAL 280525 04130 /1 7.03 7.03
0 DESTAGEHEIND, GENERAL 25H7087D10 07128 /i 149.00 149.00
e GENERAL K25L050110 11/30 {1 395.00 395.00
12 VICRYL20NW 2762 ETHICON SUTURES-J&J G1 T5013 11/28 {1 519.00 519.00
Total : 1,948.86 2,335.73

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name :

SIMBOTHULA PRIYANKA

Page 1 of 1




RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospitals - Visakhapatnam
A Plot No.15, Health City layout,Sy. No. 21 & 27,Part of Chinagadili, GVMC Limits.
Rainb';w” . Govt General Hospital Kda Vishakhapatnam Andhra Pradesh INDIA 530040
Children’s BirthRight Tel No : 891-3501601
Hospital 7 asinaow notimas
e | SIS 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.
ERIL A O
INPATIENT ISSUES AGAINST ORDERS
IP No 1P22-00023350 Ward 3F-THIRD FLOOR
Patient Name Ms NASIRUNISU Bed Name GWw 323
Age/Sex 20YOMOD/Female Order No 22-0000690465
Date 22/06/2026 23:49 Prescription No PRIP22-0291837
Payor SELFPAY Dispensed Date 22/06/2026 23:54
UHID HCV-00040981
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 Bandaid Spot 279C9227 12/28 f 3 2.00 6.00
Total : 2.0 6.00
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature

Pharmacist Name : SIMBOTHULA PRIYANKA

Printed Time : 22-06-2026 23:54 Page 1 of 1
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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.
Govt General Hospital Kda Vishakhapatnam Andhra Pradesh INDIA 530040

Rainbow” &

Children's " i Tel No : 891-3501601

Hospital BirthRight

s, | o < VATTIN: 37253643118
DL NO:

CIN:

FORM (20,21,20F)-AP/03/01- 12878,12882,12881

L.85110TG1998PLC029914

Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,

Telangana.

INPATIENT ISSUES AGAINST ORDERS

NN IR

IP No IP22-00023350 Ward 3F-THIRD FLOOR
Patient Name Ms NASIRUNISU Bed Name GW 323
AgelSex 20YOMOD/Female Order No 22-0000690462
Date 22/06/2026 23:41 Prescription No PRIP22-0291836
Payor SELFPAY Dispensed Date 22/06/2026 23:53
UHID HCV-00040981
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
Biocare £,
1 BIOXAMIC 500 MG INJ Phafmacsuticals H C3B10003 10/27 §2 v’ 73.23 146.46
2 BUTODOL 2MG INJECTION KP095042 09/27 K W 91.10 91.10
3 DSYRINGE 5ML.(NIPRO) NIPRO GENERAL 26B20K59 01/31 {1 Y 21.56 21.56
Aculife Health Care
4 D WATER 10 ML AMPULE PVLLt(Nirlf H 2243471 09/27 } 3\/ 271 8.13
5 &g.&%scmones IMS GENERAL EB260008 02/29 ' 3 61.00 183.00
ET TUBE - 7.5 MM WITH
6 CUFFED REBELLE ET25F21 05/30 i ://" 380.00 380.00
INTRAFLOW (AUTO STOP) Vi
7 ROMSONS ROMSONS K26B010705 01/31 i 1 525.00 525,00
8 MCT-ROF 100MG 10ML Neon Laboratories Ltd H NA1353004 10/27 1\// 69.10 69.10
F 4
9 MYOPYROLATE-INJ-SML  |'f O HABORATORIES V350488 11727 v 140.20 280.40
10 NEOVAC INJ 4MG 2ML Neon Laboratories Ltd H 385438 01/28 { .3 \/ 79.34 238.02
Aculife Health Care &
1l NS 100ML ACCULIFE-EH -0 d(Nirlif 18260853 01/29 { 1/ 44.93 44.93
12 ONDOKIND INJ 4 MG 2 ML SWISS CRITICURE BA26025 01/28 7 1 \/ 12,72 12.72
OxygenMask With Tubing - /
13 Aduit ROMSONS-FG GENERAL G26A040057 12/30 { 1? 460.00 460.00
@ THEMICAR 30MG INJ TomL | Pe4e H TMR25005 10/27 1 364,35 364.35
15 THEMIPYRRNOM 0.2MG INJ  Themis Medicare Ltd H1 THP25003 06/27 e 15.50 15.50
VEIN-O-LINE 100CM
16 ROMSONS ROMSONS G26B010729 01/31 { 1\/ 442,00 442,00
Total : 2,782.74 3,282.27

Receiver Name

Printed Time : 22-06-2026 23:53

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : SIMBOTHULA PRIYANKA

Page 1 of 1




L0 | obeg RAINBOW CHILDREN’S MEDICARE LIMITED ot b

Rainbow Children's Hospitals - Visakhapatnam

g 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
e 5 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.
UTREARR TR CTTTRTAHE YT
INPATIENT ISSUES AGAINST ORDERS
IP No 1P22-00023350 Ward 3F-THIRD FLOOR
Patient Name Ms NASIRUNISU Bed Name GW 323
Age/Sex 20Y0M 1D/ Female Order No 22-0000690527
Date 23/06/2026 06:48 Prescription No PRIP22-0291863
Payor SELFPAY Dispensed Date 23/06/2026 07:44
UHID HCV-00040981
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
§ R R OB H NO160136 0128 rd 100.31 100.31

Receiver Name

Total : 100.31 100.31

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : SIMBOTHULA PRIYANKA




RAINBOW CHILDREN’S MEDICARE LIMITED

Rainbow Children's Hospitals - Visakhapatnam

s Plot No.15, Health City layout,Sy. No. 21 & 27,Part of Chinagadili,GVMC Limits.
Rainbgw@ . Govt General Hospital Kda Vishakhapatnam Andhra Pradesh INDIA 530040
ggzgrterll's BirthRicht Tel No : 891-3501601

ita

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.
NEEIET A A
INPATIENT ISSUES AGAINST ORDERS

IP No 1P22-00023350 Ward 3F-THIRD FLOOR

Patient Name Ms NASIRUNISU Bed Name GW 323

AgelSex 20Y0OM1D/Female Order No 22-0000690540

Date 23/06/2026 07:50 Prescription No PRIP22-0291877

Payor SELFPAY Dispensed Date 23/06/2026 10:43

UHID HCV-00040981
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 THEMICAINE 2% 30ML INJ Themis Medicare Ltd H THC26004 03/28 1 36.75 36.75

Total : 36.75 36.75
for RAINBOW CHILDREN'S MEDICARE LIMITED

Receiver Name Authorized Signature

Pharmacist Name : SALAPU HARINI

Printed Time : 23-06-2026 10:43 Page 1 of 1




RAINBOW CHILDREN'S MEDICARE LIMITED
Rainbow Children's Hospitals - Visakhapatnam
s Plot No.15, Health City layout,Sy. No. 21 & 27,Part of Chinagadili, GVMC Limits.
Rainb‘;w" & Govt General Hospital Kda Vishakhapatnam Andhra Pradesh INDIA 530040
Children’s - G Tel No : 891-3501601
Hospital Sihrant
Riomi s tn i, Your Hight 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.
N0 RH AN T em
INPATIENT ISSUES AGAINST ORDERS
IP No 1P22-00023350 Ward 3F-THIRD FLOOR
Patient Name Ms NASIRUNISU Bed Name GW 323
AgelSex 20Y0OM1D/Female Order No 22-0000690574
Date 23/06/2026 11:09 Prescription No PRIP22-0291879
Payor SELFPAY Dispensed Date 23/06/2026 11:13
UHID HCV-00040981
S.No Iltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount |
DISPOSABLE APRONS )
1 STERILE XL Mediblue 01052026 01/29 1 135.00 135.00 |
Total : 135.00 135.00

Receiver Name

Printed Time : 23-06-2026 11:13

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : SALAPU HARINI

Page 1 of 1




