DEFICIENCY CHECK LIST OF MEDICAL CASE SHEET .
=
. = ®
Patient Name : R- W\USCP“LM-E P No. L2BM S E?‘l‘i?c?r?:’s & BirthRight"
wars: SO0 son: 12l 000 2SR |t
S.No. List of Records No. of Pages Legibility ‘Completeness Remarks
T | Admission Sheet
n | Discharge Summary __ ™
3. Nursing Initial Assessment ) |
4, Patient Transfer Form |
5. In-patient Medical Record
‘fﬁ. Doctors Progress Sheets (&)
‘ 7. Nursing Plan of caré and handover sheets ]
8. Consultation Sheet
9, General for Surge B
40. | Consent for Surge
11. | Consent for Blood Transfusion
i . 12. Consent for Chemotherapy
©F 13, | Consent for High Risk
Consent for Restraint
| LAMA Consent
| Consent for Special PriGedure | Sedation (o)
Consent for Formula Feed J
Consent for MTP B

Consent for Radiological Investigations
Consent for HIV Test
Anaesthesia Notes (Pre Anaesthesia & Post) O |
Neonatal Admission / Delivery | Physical Exam
Medication Reconciliation

Emergency Triage Record 0 o
Pre Operative Check List
Surgical Safety Checklist

Operation Theatre Notes
Nurses Clinical Presentation

olG

TPR & BP Chart
Intake and Out Take Chart (Fluid Chart) | |
Drug Chart (Regular Prescription) | O | |
Investigation Values (Result Sheet)
Nebulization Chart

Nutritional Review Chart

35, | Intensive Care Unit (ICU Charts) _\
26| Consent for Admission in PICU /NICU |

37, | The Humpty Dumpty Scale
8. | Braden Q Scale

39, | Bed Side Check List ® |
, 70| PICU Bed Formula Dilution Feeds |
' 41, | Gastro Monitoring Chart

42. | RehED Doctors Note

43. | BP Monitoring Chart

44. | RBS Monitoring Chart

Total No. of Pages Signature and Date : Y
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Rainbow’ : . s
Children’s @ BirthRight
PRE - OPERATIVE CHECK LIST Hospital | BYRARBOW 10>

Date 29|06}>"
il patient's Name : PWOS(}’maﬂ' Age: ?"*{ Gender ~F1 MO F

:, e —— L oy d0S) 1P Nos %L L ge—

\ Planned Surgery : mr}}w‘ﬁf‘bga Surgeon . DY&%\? ., Q‘BFT}‘-M

| D pnesthetist : ... DYook Nt @...... Date & Time of Operation : ... Brw

’q " Tick appropriate boxes :

] To befilled by Nurse Incharge | Senior Nurse -

| S.No INSTRUCTIONS ° |ves |no

' o | Weignt checked and recorded? -~ 194 -1 | O

!. 2. | Is the patient fasting for over 6 hours pre- operatively? 210

Iil 3, | Check pre-OP investigations & Results (CBP, Blood Croup, BT,CTPTIAPTT, J==ga|

) Viral Screening, CXR etc)Discuss with Registrar | Consultant

' 4 | Enema given/ Bowel Preparation. o8
5 Remove all omaments, et¢ and sterile gown given A 0

| 6 | 1sBlood amanged as required? o | B

‘1 - | ifBlood has been ordered - s Biood bag ready? ==y

| 5 | IV Gannuia to be placed / IV fluids I indicated a10

l, 9 | Pre Anesthetic consultation with anesthesiologist a1 0

1 ﬁ 10. | Pre medications given’?(Sadaiivas! elc) a AT

:| | 11, | Skin Preparation B=g D,

| 12. | Surgery consent/ High Risk consent taken by surgeon? E/ rﬂ

’ (Consent should be taken by the operating surgeon only) /

1 E Other (if any) O | B~

'H NOTE:: If any of above is ticked "NO" Discuss with the registrar / consultant immediately

|

\ Date : % Time: ___————— Signature of Nur:?r‘:—cl:arga




Rainbbw .
Children’s . Ao
Hospital ?.'f..‘.h..:.f.._

Rainbow Children’s Hospitals - Visakhapatnam

% Plot No.15, Health City layout,Sy. No. 21 & 27 Part of Chinagadili, GYMC Limits. Govt General Hospital Kda

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

ADMISSION SHEET

Registration Details :

Admission No : 1P22-00023345 Admit Date

(TR LR TR

: 22-Jun-2026 Admit Time :09:41 AM UHID : HCV-00040751

Patient Details :

Patient Name : Master R MOSES MANL Age :3Y4mM21D

Guardian : MrR VISWANANTH DOB :01-02-2023

Gender : Male Religion

Occupation Martial Status

Address (H) . Depot Vishakhapatnam Andhra Pradesh Phone No . 6301556636/ 8187857087

INDIA 530009 E-mail - NO@GMAIL.COM

nAdmission Details :

Bed Type : DAY CARE Bed No :DC 212 Ward Name : 2F-SECOND FLOOR

Room No : DC 212 Admission Type : First Visit

Contact Details :
Name - Mr R VISWANANTH

Contact Address
530009

Relationship : S/O

Depot Vishakhapatnam Andhra Pradesh INDIA Phone No

Signature

R.visHwANATY (F

Doctor Details :

~
Doctor Name : Dr. SHAHINA ATHER Specialisation : EAR NOSE AND THROAT
Referral Doctor : FRIENDS Phone No 5
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode :Cash Payor Name EASTERN NAVAL COMMAND

Printed Date / Time : 22/06/2026 09:44

Printed By : 021169 Page 10f 2
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Rainbow® &

ACTIVITY RECORD FOR BILLING

It takes a lot to treat the littie.

Children’s
Hospital .

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Name: HCV-00040781

Master R MOBES MANI
UHIDNO :...coovvveene.. P NO ua ea m.-.
AATHER

IlllIIHllilllllllllllllllllﬂIilII\|

1P22-00023345

Date of Admission :......

if Discharge:..............

3Y4M21D (M) Ll Dept.:...cuiisuiiiaiin

Room /Bed No w............... ...ouyywsted Billable bed type:.........ccovvininnenn
WARD TRANSFERS
Time From To Signature of Nurse
1h %@9!‘0 ER MICY . ‘Ak "ﬁ -
TNACA mTCG | OT
[ 2:10P) AT MTCy LW pusar s annsns

Cross Consultation Visit

Doctors Name Date Order No.

10.




MEDICAL EQUIPMENT (WARD & ICU

Name of Connecting | Disconnecting ;
Date Equipment 'Qme Time Order No. Signature
g w612k '
19.16!94. Qs S0 u 1) )r ) e
| 12{6[2L y P) rfb 39y :
D I L.’ B 1T { 10:404 -




INVESTIGATIONS

Date

Investigations

Order No

Signature

/
V4
/| &
£ 1. F
/t’“
VAR
/N
S ¥
AN
A
/L
\\Y)




PROCEDURE

Date Procedure Quantity Order No. Signature
22)ph[26 v P(Q{'ﬂ meol @J/) 69030 Akhil
PaC
Nongus -2 reléare r;)
&D\u W O /
&rge o Qo b ioon 670253
_' ufar / 69051y ML
g Vov- U] 2oV
I'\!ﬂﬂh ok~ “’Pm \ —
) [
T
;. OF
— 'cj‘&
oo
ANY OTHER INFORMATION
o Xpliuvvmdfna untad !}7‘?7 'qu“'f’(‘m;\n.‘!'
Date: 1‘ b b Time: Y\ ¢ri) Prepared By: L&jﬁiﬂ:
Staff Nurse Shift / Ward Billing Assistant

m”“j{

nter

Billing Supervisor
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Rainbow”
Children’s
Hospital

It takes a lot to treat the little.

[ PEDIATRIC IN-PATIENT
MEDICAL RECORD

Patienf Name : HCV-00040781 1P22-00023345
Master R MOSES MANI
N : or oA ammn ™
AUl
Department :
Consultant

RCHHCV/FRM/GENERAL/065




HCV-00040784 1P22-00023345
mmr R MOSES MAN!

g

Padiatric Multiorgan History & Physical Examination

Name : Age/Sex

Information given by: Reliability

Chief Presenting Complaints & Duration ( Chronologically):

ol Sluwsred Spe ech

olE— Torgaue e ®

L diacnow R

J Lot baclc

History of present iliness:




HCV-00040751 IP22-00023345
Master R MOSES MANI
01-02-2023 Iyamaip
Dr. BHAHINA ATHER

i -

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

(M)

Birth & Neonatal History; Family Chart
TeMm m]\ 2-<kq 1\9%‘5] N
Nt cray
Birth & Socio Economic History:
About Father:
About Mother:
Any additional Information:
Developmental History:
Ay pe C!l%(_
muniz is
Anthropometry:
Head Circum (cms) (Centile ) Height (cms) (Centile)

Weight (kgs)\ 2] g(:entne )

On Examination@

Temperature: Pulse Rate : B.P.

spoz_ 98 } - A

Resp. rate and type of breathing :

Rash

Lymphadenopathy

—_—

Oedema:

-—

Allergies (if any):




HCV-00040781 1P22-00023345
Master R MOSES MANI
01-02-2023 IYamM (M)

N
:‘::’e’:;::';:::::: r:::':streSS): @

Air entry & breath sound : P\[ ¢ S @

Any Addes sounds :

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

Cardiovascular System:

Inspection of procordium ;_( N\
Heart Sounds : Q—,S)G)
Any murmur:

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

Per Abdomen:

Inspection :

Palpation : AD:LP/

1 1
Ausculation :

Spine : External Genitelia :

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

Central Nervous System: Y iSem
Level of Consciousness : AVPU / GCS Score:

Cranial Nerves :

Motor System:

Nutrition :

Tone: Power

Co-ordinator :

Posture:

Involuntary Movements :




HCV-00040781 1P22-00023345
Master R MOSES MANI

01-02-2023 Iyamaip (™)

Dr, BHAHINA ATHER ]

| o

Reflexes:
DTR Superficials:
Plantars

Bladder / Bowel:

Clinical Summary & Diagnostic:

“fongul 4ie soleant < sGA

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

Desired goals of the of the treatment:

Planned Labs: Planned Management:

s D gt
\ ! L befnx

SU.LE%()A(.J

\
[ 1 SINEN @40&'&}_!\1
a8 Al

' A .
Signature 9“ the Doctor :_{o/f Signature of the Consultant:__> _—
Name of the Daotor : G "_A"\:I‘ QXY Name of the Consultant : D4 (ha b o
Date & Time : &'DIOG’ I‘Z’G Date & Time :_9 I/K: IJ»G

—

5




T HCV-00040781 12200023345

Master R MOSES MANI
01-02-2023 3Y4M21D (M)
R

i 7 oiSCHARGE PLAINING FORM

Note: * To be completed by a Doctor within (24) hours of admission

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

[ Ditary Instruction Discussed with the:
[ Patient [ Family Member LI OMeE:....siinmmmnsinmusmssssiimicisrsisios
5. Discharge Planning Discussed with the:
OPatient [CIFamily Member 0 T
6. Patient / Family Education Plan:
[T EQUCALION TOPIC /8 fuveveevereeuerarsesesessisssussasassesesssssssnsssssnsssssesssnessssessssassansnsssssssssesasssssssssssas
[ Patient's Educational Topic/s discussed with the:

[ Patient [J Family Member e ORI s ompsnvrmsmnsisansins vodes aiissyassvaseiubbnue i

Doctor Signature:

Name of the Doctor :

Date & Time :
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e - Rainbow®
i il Children’s BirthRight
- Hospital . BYRANOON HISFTIALS
Tt takoes & fot to treak the ke Your Right tc a Safe Delivery

Nursing General Admission Assessment Form For Pediatrics

Diagnosis:
Arrival Time: m:w"” MOE OF AMTIVEL: ..rcvcersecsnrassessessssasessssse Admitting From: ‘VéR CIOPD [IDirect
Allergy / Adverse Reaction Y | | : Body Weight: (lj Kg
..... Height: .....cocienieiiiinns CM
Past Medical History: Obtained From [ Patient CJ Family Member ] Medical Record [ Other (SpeCify) .........ccoovveees.

Past Medical History Past Surgical History Previous Hospital Admission

.\
poo e MO

T T R —————— S S

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

Has the child or close family member had recent contact with a communicable disease? [ Yes Dﬂﬁn

If yes pleaselist, ..........cc.... .. e
Was the child's birthnormal? CIYes D—N/ If No, please describe problems: ...

Are the child'simmunizationuptodate? ClYes EINo
Current Medication: _+None [ Yes, If Yes, fill reconciliation form

Observations:  Weight: ... L?rf"t% Length:.... . HeadCircumference (< 2years): .... eensseesssssses
P

TOMPE cacsisscans (YT I \t‘%‘.l&' BR: o 22 e BPU’O[@D

Pain SCOre: ...ecrmmcvsirasane SPECHY SHE: vvvrvrresersamasssasssmsnssessnssssssssrinssssasans (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: [ Yes -F_ﬂ-l-o SCONE: .ovvvrress 22 errernnnnnnns (DOCUMeNt in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q SCOFe .............. S ) (Document in the Braden Q Assessment Sheet)

Pain Screening: [ Yes’;}m/ If Yes, Pain SCOre: ............... PainTool Used: [N Pass [ FLACC [ Wong Baker

Character of Pain ..ovoeevevireene LOCAHON covecvivinrrrisinins FIRGUEMCY wovininisiiisiiiinnns DUFALON vvevereeeeererearnnens

FUNCTIONAL SCREENING: _[1-No-Abnormalities Detected
1 Mobility Problem ] Walking Problem
(] Developmental Delay [] Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: /E}No Abnormalities Detected
] Underweight ] Overweight [ Special Feeding Method
[ Feeding Problem CJ Special diet [J No Abnormality Detected

Inform consultant for positive criteria

Docu. No. : RCH /FRM / CLINICAL / 145 (PT.0)




Psychological Screening:-{"] No Significant Findings
Unusual concerns about patient's Psychological Status: [JYes [INo

If Yes Consultant Notified: ..... BX::...Shalio\e...... (DateTime):........... 06/l .
Social History: Lives With N\Qﬁa.m.. R
Siblingsinhousehold [JYes [JNo (ifyesHowMany?) ......ccoooun........

AllInformation Obtained From [ Patient ymﬁer [ Father [ Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : = Yes [ No Waste Disposal Explained:\-=Yes (] No

Infusion Pump:  _ETYes gaNo Hand hygiene Explained: _=FYes [ No [ Others
Patient Rights & Responsibilities: JYes [CINo

Information givento .........c.ccouue... FAT 0 P X SO

2] — ! U
Nurse's Name: ................. Gua.a. ........................ Date: )J”Ebh/b ......... Time: W« ..... Signature c:-“_i-- =




: N/ INPR /4B
Ref. No.: F/HW /PG s

HCV-00040781 | 23345
” PROGRESS NOTES | " Paiem ™™ ™
e . Or. BHAHINA A
EE:E:,’EV'E‘ 55&:‘“!1‘501.9,!1}‘ (USE BALL POINT PEN ONLY) ?iewo """ A I
DATE ' TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY IS COMPULSORY)

NOTE : DO NOT WRITE OUTSIDE THE MARGINS
CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in




Rainbow®

Children's

Hospital

¥ S 0 et e

@ BirthRight RESULT SHEET

Patient Name : .
Age: ... Ger

oof No.:F/HW/RS/INPR/17

HCV.00040751

I
Master R MOBES wan) 0 02 HE
01:02-2023 3Yama1p
Dr. BHAHINA ATHER (M)

QT

......

n{).n:nﬁc

Date

1210686,

Time

Hb

129

PCV

25K

RBC

£:53

WBC

9 39

N/L

22|56

Platelets

3349

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

171732
G-k 58

(5-35.|sepy

CSF Protein/Sugar

Cells

N/L

Doctor's Signature

CIN : U85110 TG1998 PTC029914

www.rainbowhospitals.in




ap Deus ¢
Date 1106l 4

Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Cells

CUE - RBC Cells

CUE

Stool Pus Cell

OVA / Cyst

Occult Blood

9min 20 Seo,

="

CT

LA (Vv 6140

Ari(@&cu )antbodiy

Hbsﬂ} Nun-&azlfwl

Doctor's Signature \

Culture and Sensitivities : ....

Radiology : USG :
) (5] S
ECHO: ...
CT:

MRI

Others (ECG, Contrast Studies etc.,) : .....ccooovererurererrrrenrnnen.

CIN : UB5110 AP1998 PTC029914

www.rainbowhospitals.in




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

"
Rainbow® @

Children’s .BirthRight‘

Patient Name : .......ccoeverecummnnnsncnceenes
Gender OM [ F - Hospital No. :

CORSHMANY Y vaannnssinimsimmireonimiss

....................................... Y [- I
HCV-00040781 P

Master R MOSES MAN| TO0tanas

01-02:2023

Ivamaip

i

Hospital BY RAINBOW HOSPITALS oo
nuhucsupmmum Your Right to a Safe Delivery Date of AdmMISSION : ....oovvvvveveveniannes
prRuG 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 aiter existing instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
E 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.
S0S / PRN (As Required Medication)
DRUG : =—
Dose Route  Frequency | StartDt.

Doctor's Signature |Valid Period| Pharm.

Additional Instructions

Date}p
DRUG : Time
Dose Route |Frequency| Start Dt.

Doctor's Signature |Valid Period| Pharm.

Additional Instructions

DRUG :

Time

Dose Route |Frequency| Start Dt.

Doctor's Signature |Valid Period| Pharm.

Additional Instructions




HCV-00040751 1P22-00023345
Master R MOBES MANI
;:o:-ﬂin:;‘“_m:: e " I.P. No. Sheet No. Wards Weight (kg)
A T B
DRUGTF.|-AMOXYCLAY (2 |
Dose Route | Frequency| Start Dt. h.¢0
350M9| IV [8inly 22k i

Name & Signature of the Doctor
starting the Drugs:

—ANIHRA

Additional Instructions:
Dl “tn 1OML ALY
ows -

Daily Doctor's Endorsement by a Sign.

D'_l
ate
DRUG : T
Dose Route | Frequency| StariDt. | ~
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
Datelp
DRUG : =
Dose Route |Frequency| StartDt. |
Name & Signature of the Doctor
starting the Drugs:
Additional Instructions:
Daily Doctor's Endorsement by a Sign.
h 4
. Datelp
DRUG : e
Dose Route |Frequency| StartDt. |

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

P p————



e s o S e Gy

B N R —

ma el

e Ty a——

i e 1T T

e e B

el e " G s g i

Date ﬂ»_
VARIABLE DOSE Time | | Nurse Sig. | Nurse Sig | Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Br Sign, Dr Sign. Dr Sign. Br Sign.
Route Start Date Dosa Dose Dose Dose
Dr Sign Dr Sign. Dr Sign. Dr Sign.
Name & Signature of the Doctor ose boss vaes vose
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
Additional Instructions bose Dose Duse [Oose
Dr Sign Dr Sign. Dr Sign. Dr Sign.
Date B¢
VARMABLE DOSE Time | | Nurse Sig. | Nurse Sig. | Ngs.g_sm. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr Sign. Dr S_iﬁ Dr Sign. Dr §bu_n
Route Start Date e [Pose oo
Dr Sign Dr Sign. Dr Sign.
Name & Signature of the Doctor Hoe Dose [Pose
Dr Sign. Dr Sign. ﬂrﬁ_gn,
Additional Instructions [Pose Dose Dose
Dr Sign. Dr ﬁnn. Dr Sign.
STAT / ONCE ONLY DRUGS
DOSAGE & OTHER
DATE TIME MEDICATION INSTRUCTIONS ROUTE SIGNATURE NUH?ES.
',;.‘u,\s- pAM &1 P e 200 ALy W L ¥ @0
v

2 " R,o.i .‘\'h.{z\,q.u: A

30 »3

y




HCV-00040781

IP22-00023345 .P. No. Sheet No. Wards | Weight (kg)
Mnur R MOBES MAN|
lH/Hllﬂ"lllll””ﬂllm Jil LV. FLUIDS CHART
f | Doctor | Nurse
DATE | TIME | mmSﬂTn'ﬂfﬂiinﬁﬁﬂ ﬂf,'ﬁfafhlfﬁn. otc | ROUTE (Egt:;r) DSOi;:r gl;l;ﬁe S?:;;;:‘D soi;f?- Sign.
Z
8;:0 o DN |40 | F S ’,)/,,\‘& Vel u 'z
«v”)\ \%‘D N\
i
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Rainbow® . L.
Children’s ‘Blrtthght

Hospit al BY RAINBOW HOSPITALS
It takes a ot to treat the lide. Your Right to a Safe Delivery

OPERATION THEATER NOTES

Patient's Name:..... X R 1L EI2 I oL L —— Age:.g.;‘g,....Gender: M%F O
UHID :........... ,Hw,qo’lﬂ ......... LP.No. . 225N b Weight:..... “’7'35
Surgeon: ), Q) L,  Ahed Asst. Surgeon:
Anesthetist: Ty« Diwere o - OT Nurse:  £¢0
9)

PRHE Frocsqus! p(y\}ﬁ.j [oj\a-u I QLQLG_M & € TU’V\aMJL e Eelme)

Indication for Surgery:  Slwanecl  Speetd [0\“\@4\1 %mﬁ ,
‘8 Come \onds PAOMD s 1.

] N
pate: 22| b]) ¢ Start Time: | |2 Wy P | End Time: (p:@0P7)
PRE-OPERATIVE PREPARATION

~ de 6B
— — Pmﬁ\&df i Fodn S by [ Diaias adad

e Mawvﬂmif\ ~:E AFU‘V\QJ m\c{&w :

\
~ Q&WM*QAL(’ &cl&{lem&!

- G B P:‘-M’-ﬁ*’—*"‘ deveaSe ol
— Twtaa D{)Qx- e daak,  Pond OP!MtuaJraLM

www.rainbowhospitals.in




POST - OPERATIVE ORDERS:

\/) HERH £U .2 30 pya- =3 bhgpds )&FH i
Co\oLJge/ﬁ OL\V_-A-

2) W&}'m pue (O ynf )b [RU NRM .

'0 IV AV MERTIM 200~ [(v]T1D

\j(gw AUGHMEMTIN 240 [9p)Ti0 on Dk e Aestivn )

4) < Mortex cc—wp 3 [po) Rp ysde, @

Q S—Jp IbVGESIC — Prvs o ( [po] gD R Chan

£) Quaoes g ¢ swdod )t ﬁ{)PL\uL\'A,,

Evei 43t hpuelog } b Vivnonn oy
J J 4

1) Medbs wvilbsA !7,«#;":«.-\/\ (o

Consultant Surgeon's Name Consultant Surgeon's Signature

Date......2- 1’] L[ .............. TN e veeeveeeeerereereeenns




I TTL T W YT L T R Ty W TS

) -
Rai_nb"c':w" ® —— Department of Anaesthesiology
Chicreis . BIFIRIGNT A ON ANAESTHESIA ASSOCIATES
A i Your ight 10 3 Safe Deivery PREANAESTHETIC EVALUATION
g . 5 4 A Bran
Date: 2.0!!:*»0% . Time: 11 3v ?\M ‘ Name: jowvhs N0OS
Proposed Operation (f’om Ne Qleone: Age: 2 \h( v
Preoperative Diagnosis MNe Sex:
B.P HR. |RR T eight [Weight |Physical Status
: %‘W' Eig ght. | Fhysleal Sise: 115 Ho,
LABORATORY DATA
Hab ) e Glucose Proten — HIY e R o IOtHET
PCV Ued —————— Alb  — HBS Aq————— (- —
WBC —  Creat ———— Total Bill ——— 170V R — [T P—
Plate ———————— Na —— Dir Bill — 0 ——— Blood group . /Stress/Anglo
i K. em————e ] me—— @aggiee—
PTT —/m84 Ca++ Alk phos - L
INR ———— Mg++ Amylase 711.__/ Allergies: No.
AT Medical History: Cvs:
RESP:*
CNS: n k? Diabetes:
Renal: | No Myt »‘PI Pud.w»b:
: : o I
Hepatic / GE: No Odhey Co M"‘M\ }-.,S(J . e APD+/-
Others:
Past Anaesthetic History:
. / s
Physical Exam (ﬁ, _ M""‘\; s
Airway MP 123 Mouth Ogéning Mentohyoid Distance: ~ Neck:  Teeth:
Lungs
N \ /
© Heart ;5&') ,\ <
CNs: Pupils : Evm ™\ P
Others Pallor : +/- Venous Access Site: Spine Exam regional:
P d Post Peri-op. pl lai
ANAES. PLAN  MAC/REGIONAL/GA-ETT/LMA pigm ratief " S

WILL TAKE BLOOD YES/NO ESEGNANT

YES/NO

CURRENT MEDICATIONS:

PRE - OPERATIVE INSTRUCTIONS:
1. DVT Prophylaxis

2. NBM form: l{m v Ao by
3. Informed ConsentStandardy High Risk’

IMMEDIATE PRE-ANESTHESIA EVALUATION

HR oeeeeeeeieiiiieirennee, 9802 5,
BRiR s vasimssinsianss: LASTRE8E Do
B.P/ICTY...coorvrrnanecnnes

Signature:....... = A rrnns:
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PRE-OP DIAGNOSIS
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Department of Anaesthesiology

((w_a-\.ujﬁ"l(—»

ANAESTHESIA CHART

AXON ANAESTHESIA ASSOCIATES

OPERATnON.tMtﬂ'u-CﬁQ S —— Dazem-hh‘ '

SURGEGN _ v . Sialows - ANAESTHESIOLOGIST _ oy - DMeeiaia
ANAES  #1 | Start Cons. Sig Res PHYSICAL STATUS™ _+— i
CARE #2 | Start End Cons. Sig Res PT IDENTIFIED ,E'&JNSEN‘I’ PRESENT_[JCHART REVEIWED.—
TEAM #3 | Start End Cons. Sig Res LAST PO INTAKE
TIME NOTES
N, O/AIR/D, LPH
HALO/SOISEVD
DRUGE:
. = . L
S N rol oy dg W ~ Ty v
S - —~] | ‘w
3 L. hAadap o> W N 5 - HT Y 200 r‘\ ?
. —
S — Bl e . i e e =
~ B - .
FIO,/ Sa0 : P A | 1V \ N '
i i M \' 4
ETCO. 3 | L ol J
ECG VEe| [{S e\ -
CVP | Wedge ] =1
Lirine =Y
w
s
@
ANASTHESA 240 47 TEMP
X ., CET
START FINISH 220 41 M
| INTUBATION
P PRTEP 200 409
© - OP START e
©-DP END 180 5‘
37
BP 160 )
V., SYSTOLIC 140 38
DIASTOLIC @
X MEAN 120
* HEART RATE 34°
Toumigusl up T 100
Tourmiqus! down T 1 g
RESP 80
O Spant © kg
AR Aspisied O 0
CR controlled a4
RATE 40
30"
20
TV
PP 10
PEEP .
I EQUIPMENT CHECKED AND | [ COMMEN T/SYMBOL
CTIONAL e
Bp g & PACO,
CUFF SITE = Pa0/F10,
£ HEOJBE
KG LEAD Rah
D TEMP SITE TIMES IND?( REGHONAL
[ FIO2 MONITOR P — ne 20-:4—!1" o w INHAL [ RECTAL[] EXTREMITY
[0 AGENT MONITOR 0P START . M 0O OTHER ] gzﬁﬁf\’
LSE OXIMETER —U—%O—A—:&,— PREO,[] CRICOID PR
XIMETER OF END ! !-‘ (-0 | = EPIDURAL CAUDAL
B}m NOGRAPH LEAVE OR 2o MASK (] 0 Lma CATHETER
END ANAES o AlRWAY , ORaAL [J a PUMP
VENTILATOR -, L\;/ \ "
[0 NERVE STIMULATOR ETT# - al em OTHER
_loeneraL AT ORALLA ' NASAL (] CUFF [J SITE
PosmouS ‘| MacneDRUG O TRACHEOTOMY [ NEEDLE SIZE DEPTH
MAC with DRUG [ ToPicAL []DRUG ms‘:'::i:sxm YES NO
[J PRESSURE POINT CKD % m | CATH (c™)
REGIONAL O woceysurcd DRUG / DOSE
EYE CARE TRANSTRACHEAL (] TEST DOSE
O o LINE (SIZE & LOCATION DRUG % mi | ANAES LEVEL
APE O cve AWAKE ] &ényﬂenouzncem COMMENTS
[ PADDING O DIRECT VISIO! BLIND O
- B PA FIBEROPTIC [0 STYLETTE ‘ O
ART BLADE# 2~  ATTEMPTS
[ HUMIDIFIER ._Dﬂ( k DIFFICULT WHY? .
[ 8LD WARMER o
O LIGHTS v f — | BLaT=Bs O TRANSPORTATIONTOPACU[] IcU[]  OTHERDD
[ HEATERS Ow SEMICLOSED cw RELAXANT REVERSED YES[] No [0 -
] HUGGER'S CLOSED CIRCL TRAIN OF 4 TET HEAD LI
[ BLANKET NON REBREATH [
9«%:?& WAL | ARestiece 0 SIGNATURE i

B e e e e

== e el el el i e e e e e e e e L L o o
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BirthRight
BY RAINBOW HDSPITaLS

POSTANAESTHESIA CARE UNIT RECORD

Department of Anaesthesiology
AXON ANAESTHESIAASSOCIATES

Anaesthesia : Generalp/Epidurai [0 spinal[] Other Regional [_]

Anaesthesiologist : f - Mﬂ

Surgeon : Dr. Sl ptina

Procedure :fo“ﬁ“d\ veleare

e
N S_fm

(Y
Received in PACU by : Time in : [1« - LS? A Time Out :
ZNipw
& 250 | 250 | Pre-Op BP INTAKE/OUTPUT
)
: = % , I
» {{ 220 | ORBP Emesis =
w 210 i 210 Gastric Suction o oIt
e a0 J[ a0 Voided = Jd A
Q % :Bg 0, Urinary L 1
8 170 170 Catheter —
= 160 160 Chest Drainage -— =
€ :ﬁ ::’g Begun Wound Drainage — s
X 130 130 Recovery Room = —_
W 120 120 Blood Given
110 - 110 —
E‘ b o Ended PO FLUID i
- 5 IV FLUID Y | —
7 i 70 | Method TOTAL —
% 6 IJ? 60
w 50 50 =
o 40 & 40 02: Mask : _+—— Nasal Prongs : Ventilator : ¢
O ot # 3 | cannula: Trach Collar: _~_ T-Place: _—__
20 A 20 ——
10 . 10 Always : NETT _— TRACH — NASAL
TEMP 0 o |oErT —  oraL__pA0Y
MINUTES
POST ANAESTHESIA SCORE IN 30 1 60 | 20 ouT SCORING INTERPRETATION
Able to move 4 extremilies voluntary or on command =2
erdpachin it eimod ol i finl S D19 | “+ | AMINIMUM TOTAL SCORE OF 8IS
‘Able to deep breathe & cough freely =2 REQUIRED FOR DISCHARGE.
Dyspnsa or limited breathing =1 RESPIRATION =
Apnelc =0 N
BP £ 20 of Pre Anaeslhetic lave =2
BP + 20-50 of Pre Anaesthetic leve =1 CIRCULATION 9 11 = 1 EXCEPTIONS TO THIS ARE TO BE
5P £ 50 of Pre Arpesthonc o = EXPLAINED IN THE SPACE BELOW
5?%!.;‘;‘;.“@ S— : i i o | L] BY THE DISCHARGING PHYSICIAN.
ot resy 9 =
:i:l; dusky, blalchy, jandiced, other :? COLOR 2 T | I
Cuanofic =0
TOTAL 0 | 19 17
Date & Time MEDICHTH A MD POST OPERATIVE INSTRUCTIONS

(Drug Dosage, Route)

1. Analgesia TJPO _Q:,— GL{

2. AnalgesigD\f s (oD (@ L'tg,,.,l_/{\r-:

3. Fluids o?»—1 Pcry 98¢

wa W | =\
Y

4. Anti Emetics

Maolia Vi g

5. PCA/Epidurall LV, Infusion &Aw &0 -

Evaluated and discharged by :

Discharged by : (Nurse)

Dr.

Transferred to Unit by : o

Received on Unit by

JW p
e




2z
Rainbow® X .
Children’s ‘Blrtthght

Hos p ital BY RAINBOW HOSPITALS

It ik 3 ot to treat e little, Your Right to a Safe Delivery

Patient ID :
Department of Anaesthesiology

AXON ANAESTHESIA ASSOCIATES
EPIDURAL ANALEGESIA RECORD

Date : Time: Procedure done by:
CSE/Spinal/Epidural Position: Speace: Technique (LOR/LOS)
Depth: Catheter at | Attempts:

Parasthesia : Yes/No if yes details :

Any other Issues:

a)
b)
Infusion Rate Level Maternal BP
Time (mi/hr) Bolus (ml) Left Rigk And Puilss 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)



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

RAINbOW’ | @ Reoprit CONSENT FORM FOR

I\

Hospital BY RAINBOW HOSPITALS

e ov e e e ANAESTHESIA / MAC

Patient Name : ......ccoovevee. T T T VT R —— Age—g'd /-}-m ........
Gender: M FO - IPNO: coocverviremrieenniesessisisesnsssensssssneens Consultant: . PS.. Shaliana...... .
Ward /BedNO. - ..o Anaesthesiologist : [B¥.. TD{,u_u.arin.f ........................................
Operative procedure planned: .........== O L AR I L5 1 O

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 events and does not feel pain during the operation. Drugs given through a vein and / or inhaled
from an anaesthesia machine produce it. Regional _anaesthesia involves using a local anaesthetic to numb a
specific area of the body for surgery: Prolonged pain relief without numbness can be achieved by infusing weak
solutions of local anesthetics arid narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

O Heart disease O Hypertension O Diabetes mellitus O Renal failure

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

O Incapacitating COPD DOthers:.............‘ .....................................................................................
NI EUMET oo 51509 A 45V B S B SR

« Doctortodocumentin 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 I my patient
the above mentioned operation | Diagnostic | Therapeutic procedures

| authorize and give consent for anaesthesia ( O Regional [ SrGeneral Anesthesia / O Monitored anesthesia
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
Complications specific to my individual circumstances, and | have considered them before Consenting for
anaestheisa.

CIN : U85110 TG1998 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 immediately thereafter in need arises.

I understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him
I her willadminister the Anaesthesia.

- Pregnant: O Yes ,E]/I\'lo
DECLARATION BY THEANAESTHETISTS 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 patientan opportunity to ask questions and | have answered these.

Patient Attendant : Witness :

SIGNAtUNe & icncnmurimmiien : . : : SIgNAtUTE §iviuasinasiasbisaisi
Name : .. R.VISHWANATH ................ Name’

Relationship with Patient: fathey Date & Time :

Date & Time : ,'7'/“6/’-6 o020 A1,

Doctor (who is taking the consent) :

Signature : ..........4

Name::

Date & TiMe : vuvevrvnren i [5 !L" S

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in




2 | Informed Consent for

Rainbow . | @ BirthRight ) 4
Gonore* | @ Surgery or Special Procedure

Patient Name : ...\ - Rﬂwm .................................... Age:.?:Y?ﬁ.: ..... Gender : .Male.
UHID / IP No: ........H.C\J..:...K{OR.Sl...lZ&%.E&S: ......... |

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 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.

1 hereby authorize the performance of the following operation(s) or procedure(s) (use no abbreviation/Avoid
technical terms)........... e
T&ﬁmi\fnﬂdmrz_

et s s seneenaenes s erasennsaneseeUPON TR Meves Mo e

(Name of the Patient).

| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and
Jor diagnostics performed. | recognize that the practice of medicine is as much an artas 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 untoward event thereof.

My signature on this form indicates that

1. |have read 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. lhave had achance toask my surgeon questions.

4 |have received all the information | desire concerning the operation or procedure and

5. lauthorize and consent to the performance of the operation or procedure.
Consentee: Relati Witness:
SIgNatUre f.oeeeecriiieceriierenea Signature . Signature :.......ccoeveeenenimnarisenenns
NBME .o veeraeresssnnsssresseseess ' Name:..‘g..y..'ﬁnsﬁ..w.ﬁf}.’ﬁ-f H N s issrsiiadssees
Date & TIME & woocereieesiereceeens Relationship with patent FﬁkH\er Date & TIMO L .....cmiiiissivnsinia

... Name of Doctor : D&SL\&L““‘HJ’»

www.rainbowhospitals.in

[ RCHHCV/IFRMICLINICAL/250 |
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FYRNNEONHOTRIALS CLEARANCE FOR SURGERIES / PROCEDURE

Your Right to a Safe Delivery

-

N

DATE: ( &Q' 5/% ] DEPARTMENT ( Fou Nt § TZom ‘Lél ?
NAME:[ My r\‘lani ] UHID / ILP.NO.: (H CV-000L 035/ j
WARD / BED NO.:r ] EMERGENCY / NON EMERGENCY

- L0
TYPE OF SURGERY / PROCEDURE: TOVLE,M_, oo~ | G A

ESTIMATION OF THE COST OF THE SURGERY ( J

ADVANCE AMOUNT PAID: ( EAc J DATE: [ | )

RECEIPT NO: ( J

CLEARANCE GIVEN BY< 2 (7% /
NAME OF THE BILLING EXECUTIVE:

SIGNATURE:

e

: CIN : U85100 TG1998 PTC029914 www.rainbolwhospitals.in




Rainl%w" Ref.No. F/OT/05
Children’s | @ BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the itle. Your Right to a Safe Delivery

SURGERY DETAILS

SI.No. Date:....n?l'ﬁé.lﬁ.—ﬂ.&é:..,

Patient Name - :...M.d.é.g.?f.:R.*..MDSLA.MM!......Age:.BH%.., ....... éex: ..... Mall......
UHID No. S|k 721 I 1P NO: RBOYS
Date of Suréery: .......... DB OT:[] OT1[& OT2[] OT 3 ]

‘ot P
T AN cusiansvmisnassyssons ‘-[ L5 T— Time Out ............ ‘ )’ ................................
NAME AMOUNT

1. Surgeon @R\g"ahfnaﬂ TR

. 2. Anaesthetist SDK @h—feﬂgm ........... .

3 ABBLSUIGO0N  usesarminmais s R R R S RS G s
4.7 Technician P«?.Q ..................... B r ST AT SRR SRS
5. Circulating Nurse ...... qu/rdtya. T —————

6. Asst. Nurse . /?“W'L%amm

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

P s %

Sighatur urgeon . Signature of Circulating Nurse

Order No : 6 9034 J.gl..-‘f.\:j...Ordered DY: it

......................................
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It ks & ok 20 tragt the iitie. Your Right to & Safe Dellve

A

OF OT

CONSU MABLES Patent Name K.

Gender

208

M

Ref. No FICONB/SUR/OTI02

TA0SKS... Yaml.. Age.33. Y/‘

F UHISIPNO.. 40251 L 22348
Date ‘7"7’}!0{@'(’ .............. THME Lvvvevsrrrsrsersenssen

Circulating Staff:......cccvmmminissmmeenssiiissans Technician:.....cuueemserenins
Anaesthesia Disposables .ssuethy used | Surgical disposables | jsued” ~ uses| Disposables (Baby side) .mg Used
ETtube M .0 (cuC€ed ] O] | MajorPack Inj. Vit K
LMA TRe bl ' Sutures Cord clamp
ECG leads : APIN 02 Suction Catheter
HME filter : AIP/N ' Feeding Tube
Syringe 10 cc 0\ Vaccum Suction Set
05 cc g) | Gloves ¢, }g,p/w '3 | | Surgical Gloves
02 cc ) ,/7, "la; | Gauze Pack
01cc " | Syringe 1 m/2 mi
Cautery Plate : A/P/N Surgical blade Surgical Blade # 20
IV set NG tube Koochies (S)
RL ‘Cautery Pencil
NS: 10ml/100ml/500mi/1000njl Koochies
P Advinalin "{® 1 | Ointments
Q. medd ‘Odm ©( | Suction Catheter
Fentanyl Cap. Mask & +C [0 D/t pApsed 62
Morphine Gauze Pack - Y /
Ketamine Mop Pack
Propofol Steristrip
Rocuronium Underpad o]
Glycopyrolate 5 | | 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
BYue  nn rnark (£ )/6 ,\ Tegaderm \ *
Suppositories 5 Y| Ioban WX\ 2k
Anamol : 80mg/250mg/170 mg Double J Stent -\
Supridol 100mg Vaccum Suction set &\
Justin: 12.5 mg/25mg/100mg Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution
t1 0t asiis— Vo 1| Microshield
J B Cotton Balls
Latex Gloves
Ramdione Scrub
Saral
Surgeon Q N S\ﬁ Gd’\ SIS Anaestheswlogls@nr L\U)‘“*J “ Nurse ﬁ ,gu.S@@"" OT Technician

Order No:..

80270,

e

o\ x\@

. Ordered by:...
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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
Tel No : 891-3501601

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

NEREE T m

IP No IP22-00023345 Ward 2F-SECOND FLOOR

Patient Name Master R MOSES MANI Bed Name DC 212

Age/Sex 3¥Y4M21 D/ Male Order No 22-0000690370

Date 22/06/2026 13:37 Prescription No PRIP22-0291793

Payor EASTERN NAVAL COMMAND Dispensed Date 22/06/2026 14:47

UHID HCV-00040751
S5.No Iltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 o (ADRENALINE) - swiss CRITICURE ~ H1 AG1T2 12126 /1 13.05 13.06
g BEESSAPRONS Mediblue 01032026 02/29 v2 135.00 270.00
3 DSYRINGE 10ML(NIPRO)  NIPRO GENERAL 26C03K91 02/31 /1 28.13 28.13
4  DSYRINGESML(NIPRO)  NIPRO GENERAL 26B20K59 01/31 2 2156 43.12
§  DSYRINGS25ML(NIPRO)  NIPRO GENERAL 26A06K07 12/30 2 11.25 22,50
6  EC.GELECTRODES (PAED) Adilase GENERAL 7160326 02/28 3 34.65 103.95
7 e LR STERIMED H 26EFI2E 05/30 1 462.00 462.00
g B R LAVER - Local GENERAL 02260102 12/28 /5 10.00 50.00
g MEZOLAM INJ 1 MG 10 ML Neon Laboratories Ltd H V305926 1227 i 63.15 63.15
10 MYOPYROLATEINJSML  |T0N LABORATORIES V350488 11127 /1 140.20 140.20
11 (SS%LF?G‘:E::;; ICARE (KANAM LATEX) GENERAL 2603007 03/31 /1 91.00 91.00
R e e GENERAL 211526022026 02/29 (5 1125 56.25
ORI oo i GENERAL 25L7121D10 11/28 /" 140.00 140.00
14 THEMIPYRRNOMO02MG INJ Themis MedicareLtd  H1 THP25003 06/27 I1 15,50 15.50
15 H:,?fgfgggsgg&g’éﬁs} ROMSONS H 6260140041 03/29 2 170.00 340.00
16  VACCUME SUCTIONSET  ROMSONS GENERAL K26C010330 02/31 1 739.00 739.00

Total : 2,085.74 2,577.85

Receiver Name

Printed Time : 22-06-2026 15:08

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : SALAPU HARINI

Page 1 of 1




Hospital " reer

VAT TIN :

S
Ch“dren’s .B!I‘tthClﬂT Tel No : 891-3501601
SO 37253643118
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,

i RAINBOW CHILDREN’S MEDICARE LIMITED

CIN:

. Rainbow Children's Hospitals - Visakhapatnam
2z Plot No.15, Health City layout,Sy. No. 21 & 27,Part of Chinagadili, GVMC Limits.
Rai nb‘aw° Govt General Hospital Kda Vishakhapatnam Andhra Pradesh INDIA 530040

L85110TG1998PLC029914

Telangana.
NEHETT A
INPATIENT ISSUES AGAINST ORDERS

IP No 1P22-00023345 Ward 2F-SECOND FLOOR

Patient Name Master R MOSES MANI Bed Name DC 212

AgelSex 3Y4M21D/Male Order No 22-0000690400

Date 22/06/2026 14:51 Prescription No PRIP22-0291739

Payor EASTERN NAVAL COMMAND Dispensed Date 22/06/2026 14:56

UHID HCV-00040751
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 CORTIREACH 100 MG INJ SWISS CRITICURE H BD25104 0ai27 1 - 47.85 47,85

Oxygen Mask With Tubing -
2 PeadROMSONS-FC GENERAL G23L040736 11/28 i1 450.00 450.00
Total : 497.85 497.85
for RAINBOW CHILDREN'S MEDICARE LIMITED

Receivar Naine Authorized Signature

Printed Time : 22-06-2026 15:09

Pharmacist Name : SALAPU HARINI

Page 1 of 1




