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— Dr, SWAPNA PALAKURTHY Hospital . BY RAINBOW HOSPITALS
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SURGERY DETAILS

Date : Lf/é/),é

Patient Name A4 H?thiéﬁfﬁb eShaze). pate of Birth: L3205 -20(........... Age:'.%!{;)dte.....
-
Gender: ... MG . Ward: Ol UHID No.: T —OD15F8US..
by TP2b- 00006545
Date of Surgery: .[6.6/ 2. 7] OT-10T2 []0T-3 []0T-4 [0BGOT-1 []0BG OT-2
Name Of the SUFGrY : ......oo.ovvvveverererererenes g’“—u/""‘/\ﬁ ....................................................................................
Y
Time in &veeeeeee... g%Oom ......... Time Out qu ....................
NAME AMOUNT

1. Surgeon : W'&CJQ L‘—%g“lﬁ[ﬁwfﬂj’ ..................................................
2. Anaesthetist : Dv'lﬁ(‘df&ﬁhﬂ .................................................................................................

3. ABSISIANT SUMGBON: | .c.ovuitmmniniiumainiimamsmrnisiiene i =§",".,,""*'"mmnnmm @Yo
T
4. OTTechnician S SAHARDAAE s m ! ”" |
(‘A 5. Circulating Nurse g’ﬁ?«{a\&"b’l\l&‘t@ghq ........ HN26009570020 '
6. Assistant Nurse  © oS8 tHECIQIN e e
Special Equipment: [ Laparascopy (| Broncoscope (] Harmonic | Morcelator
[ C-ARM (] Cystoscopy | Versa Point | Liver Cusa
.| Neuro Cusa ] DU cosssccossseninainmssncissimmsanmisiniss
Signatufe of the Surgeon Signatur;%%nculating Nurse

Order No: . 2.~ 00 00 2024 fccoeecceneerrrnane, Order by: Aﬁ{ﬂmmqléﬁ%@ﬁ?zé e,
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Children’s .Bil‘thRight~

It takes 3 lot to treat the little.

Your Right to a Safe Delivery

Circulating staff ........... PU&]{Q ................ Technician ; ..CAA! Date : q—oe—ﬂo% THIE Lo
Anaesthesia Disposables ' | Q¥ | Surgical Disposables wsvet Y Leos| Disposables (Baby Side) | 9V
ET tube Major Pack Inj Vit.K
LMA Sutures Cord Clamp
ECG leads : A /@/ N Vo) 3/ Suction Catheter
HME filter : A/ P / N b Feeding Tube
Syringes : 10 cc o1 Vaccum Suction Set

05 cc M Gloves Surgical Gloves
02 cc E\pye by 091 Gauze Pack
01cc Syringe 1ml/ 2ml
Cautery plate : A (PJ/ N " Surgical blade |\ no o1 Surgical Blade # 20
IV set " | NG tube Koochies (S)
RL ) Cautery pencil O ]/, —
NS : 10mi / 1001/ 500mI / 1000mI . )\ Koochies o
o2 male (pf @+ Ointments
; Suction Catheter
Fentanyl o | Cap, Mask 1Q_1
Morphine Gauze Pack =f -F5 (o2 -l
Ketamine M/op Pack
Propofol A > Steristrip
Rocuronium Underpad 1|
Glycopyrolate 1 Draw sheet
Myopyrolate Abgel
Ondansetron Mfd 2 1 Foleys catheter
Pencan 25g/ Spinal Needle 22 Urobag
Bupivacaine 0.25% W’Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
{@yvpostores toben Cilvey ity ot
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set QA//
Justin : 12.5 mg / 25Hig / 100mg (Gl Plastic Bed Sheet '
Tab. Misoprost : 200mg Betadine Solution T
Microshield QT
Cotton Balls 1
Latex Gloves \J o1
Ramdione Scrub
el | oL
Surgeon Anaesthesiologist Nurs OT Technician

Order No.: 24 = 0.060.205 %5 /49& ..................... Ordered by : . 4ct
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Z - ainbow Childrens Hospital-Himayatnagar
Rainbow Rain I P y d
Children’s airzmgn£ Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA

Hospital
P aRainbau quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION

MRN 1 VIH-00157848 Name : Master MINDE GRISHNESHWAR

Age [/ Sex :7YOM25D/ Male Doctor : SWAPNA PALAKURTHY

Adm/Reg Date/Time : 09/06/2026 05:59 Payor : HDFC ERGO GENERAL INSURANCE CO LTD

Order Date : 09/06/2026 09:53 Ordernumber  : 26-0000205493

Visit ID : IP26-00006545 Ward/Bed No : 4F -OT/PDA-412

Pat!éAddress : H.INO - 3-82 , KODAKONDLA (V) , GAJWEL (M), SIDDIPET (DIST), Kodakandla, Medak, Telangana, INDIA, 110005

S.No Desctiption Genetlc Name Bosage Route / Frequency Duration Instruction Qty Status
1 DSYRINGE SMLL{NIPRO) SYRINGE 5ML 1 Nos External / Once Daily 1 Days 2 Nos Dispensed
2 NS 106ML ACCULIFE - EH 1mL External / 10 AM 1 Days 1mL Dispensed
3 |SURGEON CAF(FEMALE) FEMALE CAP 1Cap 7 Once Daily 10 Days 10Cap| Dispensed
4 [ERCS MASK 3 TAYER - FACE MASK 3LAYER |1 Nos 1 Once Daily 10 Days 10Nos| Dispensed
5 DSYRINGE 10h.|hL {NIPRO) SYRINGE 10ML 1 Nos External / Once Daily 1 Days 2Nos| Dispensed
6 ﬁgg)ZE TXT.I2PLY (S Sgls"ZE T5XTS12PLY S 1 Nos Extemal / Once Daily 1 Days 2Nos| Dispensed
7 DSYRINGS 2.5ML(NIPRO) SYRINGE 2ML 1 Nos External / Once Daily 1 Days 2Nos| Dispensed
8|S oo NITRILE GLOVESM |1 Nos 1 Once Daily 10 Days 10Nos|  Dispensed
|
9 THEMIPYRRN?M 0.2MG INJ 1 Nos Injection / 10 AM 1 Days 1Nes| Dispensed
1({;—-#3%[5353_‘15 éloxgo 1 Nos External / 10 AM 1 Days 1Nos| Dispansed
SWAPNA PALAKURTHY

* This document is just for refarence purpose only. Not to be considered as primary report.

Note

* This prescription is \.;alld only for specified duration.
* Do not refill med cines.

Printed Date/Time 09I§)612026 10:00 Printed By : SUNKARI SANGEETHA Page 1 of1




72 . . . .
- Rainbow Childrens Hospital-Himayatnagar
Rainbow i
Children's
Hospital B.ruﬂgm Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
quarters road AP State Housing Board Himayatnagar ,Hyderabad , =
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN 1 VIH-00157848 Name : Master MINDE GRISHNESHWAR
Age ] Sex : 7YOM25D ) Male Doctor : SWAPNA PALAKURTHY
Adm/Reg Datel/Time : 09/06/2026 05:59 Payor - HDFC ERGO GENERAL INSURANCE CO LTD
QOrder Date : 09/06/2026 09:53 Ordernumber  : 26-0000205492
Visit ID : 1P26-00006545 Ward/Bed No  : 4F -OT /PDA-412
Patient Address : HINO :- 3-82 , KODAKONDLA {V) . GAJWEL (M), SIDDIPET (DIST), Kodakandla, Medak, Telangana, INDIA, 110005
S.No Bescription Generle Name Dosage Route f Frequency Duration Instruction Qty Status
1 ilUGSTIN SUPPOSITORIES 25 1 Nos 1 Onca Dally 2 Days 2 Nes Ocdared
2 SURGICAL BLADE 11 SURGICAL BLADE 11 1 Nos Extemal f Onca Raily 1 Days 1 Neos Ordered ’j
PREGELLED SURGICAL e
3 :EE’?EESL :;%%g ?:l?\ﬁﬁéE) :}S\I‘ESCF:EE‘AD 1 Nos External / Once Daily 1 Days 1 Nos Crdered
4 |coTronBats26MENOs [SOTTONBALLS2G-5 14 g Extemal / Once Daily 1 Days 1Nes|  Ordersd
5 MCT-ROF 100MG 10ML 1 Nos Injecticn / Once Daily 1Days 2 Nos Crdered
6 |TOVINANZ SOLUTION 10% 1 Nos External / Once Daily 1 Days 1Nos|  Ordered
7 Encore Microplic gloves-6.5 1 Nos I Once Daity 1Days 2 Nos Ordered
B |Qrygon Mask Wik Tubing - 1 Nos Extemal / Once Dally 1Days 1Nos|  Orcered
9 |vACCUME SuCTIONSET  |YACCUMESUCTION 4 o 1 Once Dally 1 Days 1MNos|  Orcered
10 ggg{CNNE INJ VIAL 0.25% 1Nos Infection / 10 AM 1 Days 1 Nos Ordered !
11 JE.C.GELECTRODES (PAED) |ELECTRODES PED 1Nos External f Once Daily 1 Days 3Nos Ordered
12 |MEZOLAMINJ 5 MG S ML 1 Vial Injection f Once Dally 1 Days 1 Vial Ordered {
!
N CAUTERYPENGIL |, o5 Ewemsl/OmcoDaly  [1Days hos|  orsrea| |
CHLORHEXIDINE ‘
14 [BACTOPREP SOLUTIONS &) yconaTE2% 1mL 7 Once Daily 1 Days 1 Nos Orr!erg ;
&ALCOHOLEO% 500
15 SILVEREX 10NIC GEL 20 GM 1 On Application | / Once Daily 1 Days 1 Nos Ordeared
16 DSYRINGE 1ML (NIPRO) SYRINGE 1ML 1Nos External f Once Daily 1 Days 1Mos Ordered
SWAPNA PALAKURTHY
* This document is just for reference purpose only. Not to be considered as primary report.
Note
* This prescription is valid only for specified duration.
* Do not refill medicines.
Printed Date/Time * 09/08/2026 10:00 Printed By : SUNKARI SANGEETHA Page1 of1

-
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Your Right to a Safe Deliver

DISCHARGE SUMMARY

| Name Master MINDE GRISHNESHWAR  UHID VIH-00157848
Father/Guardian Mr MR.M KANAKAYYA Age/Gender 7Y0M25 D/ Male
Addrens H.NO :- 3-82 , KODAKONDLA (V) , GAJWEL (M) , SIDDIPET (DIST), Kodakandla, Medak, Telangana,
INDIA, 110005
IP No IP26-00006545 Admission Date 09-06-2026
Rei; Doctor Self.

Discharge Date  (09.06.2026

Dr. SWAPNA PALAKURTHY

MBBS, MS, MCH

CONSULTANT PEDIATRIC SURGEON
69373

DIAGNOSIS ICD CODE
VERRUCA VULGARIS

~
Indication of Procedure : Multiple verruca warts.

History: Master MINDE GRISHNESHWAR, 7 Y 0 M 25 D child presented with
history of lesions over hands, fingers and over nose since 2-3 months, used
medical management, but in view of no clinical response, child was admitted

@ 1800 2122 @ www.rainbowhospitals.in




Master MINDE
Name GRISHNESHWAR UHID VIH-00157848

IP No IP26-00006545 Admission Date 09-06-2026

at Rainbow Children’s Hospital for surgical management.

Examination: Child was afebrile, maintaining saturations at room air. Heart
rate was 140/min, Blood Pressure - 108/76 mmHg and Respiratory rate - 35
/min. On auscultation of chest air entry was bilaterally equal with normal heart
sounds. Abdomen was soft with no organomegaly. Examination of other
systems was normal. Verrucous warts over left hand, fingers and over nose.

Weight on admission: 22.83 kilo grams.
Investigations: Enclosed reports.
Procedure : Excision done on 09.06.2026.

Surgery Notes:

-Sites: Verruca warts over left index and thumb finger, Left nasal cavity, Left
arm region.

- Electrocautery excision done

- Post procedure uneventful

Post-Operative Notes: Post operative period was uneventful. Child was
initiated on oral feeds gradually which child tolerated well. Child remained
hemodynamically stable during the hospital stay and operated site remained
healthy. Child is being discharged with the following advice.

Advice:

* Diet as advised.

* Syrup. Taxim - O (Cefixime-5ml/100mg) 5 ml twice daily for 3 days.

* Syrup. P-250 (Paracetamol - 5ml/250mg) 5 ml. thrice daily after food for 2
days.

-1}




HIMAYATHNAGAR BANJARA HILLS HYDERMAGAR
: 40 - 4887 o 5 E

Rambow \
Children’s |

BirthRight

BY RAINBOW HOSPITALS
HosPItal } . YaiuriRgFtua_SafeDelwe ry

Master MINDE

Name GRISHNESHWAR

UHID VIH-00157848

IP No IP26-00006545 Admission Date 09-06-2026

* T- Bact ointment for local application alternate day for 7 days.

Fever Management

* Syrup. Crocin DS (Paracetamol - 5ml/240mg) 5 ml after food as and whenever
required, if temperature > 100 *F (maximum 4 times a day at 6 hour intervals).
* Tepid sponging if fever > 101 *F,

Plan: Alternate day aseptic dressing.

Review consultation with Dr. SWAPNA PALAKURTHY after 1 week in OPD at
Himayatnagar with prior appointment (Review consultation will be
charged).

Review consultation with Dr. Sneha after 1 week in OPD at Himayatnagar with
prior appointment (Review consultation will be charged).

Food instructions while taking medications:

* Antibiotics along with food & milk products prevent their absorption of
drugs & supplements. Antibiotics can be given 1 hour before food or 2 hours
after food based on tolerance of stomach.

Follow up immediately in Emergency Room if high grade fever, vomiting,
breathlessness or refusal to feed occurs.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been

explained by doctor ............... in a language that | can understand and |
acknowledge.

@ 1800 2122 @ www.rainbowhospitals.in




Master MINDE

Name GRISHNESHWAR UHID VIH-00157848

IP No IP26-00006545 Admission Date 09-06-2026

Parent/ Attender
In case of emergency contact 9154865030 emergency pediatrician on duty.
To take appointment for OPD consultation at Rainbow Banjara Hills / Rainbow

Clinic Madhapur / Kukatpally / Vikrampuri / LB Nagar dial just one toll
free number 18002122,

You can also take appomtments at any time by going online to our webSite
www.rainbowhospitals.in ' ;

Registrarmildélii\;tfﬁ.;l}@;b

Dr. SWAPNA PALAKURTHY

MBBS, MS, MCH

CONSULTANT PEDIATRIC SURGEON
69373
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Children’s .BirthRight'

Hospital

It takes @ lot to treat the litthe.

DEFICIENCY CHECK LIST OF CASE SHEET

Your Right to a Safe Delivery

Sl.No. List of Records

No. of Pages

Legibility

Completeness Remarks

1 Admission sheet

Discharge Summary

Nursing Initial assessment

Patient Transfer form

Doctors progress sheets

Nursing plan of care and handover sheets

2

3

4

5 | In-patient Medical record
=

7

8

| Consultation sheet

General consent for treatment

10 Consent for Surgery

11 Consent for blood transfusion

12 Consent for chemotherapy

13 Consent for high risk

14 Consent for Restraint

15 LAMA consent

16 Consent for special procedure / Sedation

17 Consent for Formula feed

18 Gonsent for MTP

19 Consent for Radiological Investigations

20 Consent for HIV test

21 Anaestesia notes (Pre Anaesthesia& post)

22 | Neonatal Admission/Delivery/Physical Exam

23 Medication Reconciliation

24 Emergency Triage record

25 Pre operative check list

26 | Surgical safety checklist

27 Operation Theatre notes

28 Nurses clinical Presentation

29 | TPR & BP chart

30 | Intake and Out take chart (fluid chart)

31 Drug chart (Regular Prescription)

32 Investigation Values (result sheet)

33 || Nebulization chart

34 || Nutritional review chart

35 Intensive care unit (ICU Charts)

36 Consent for Admission in PICU / NICU

37 The Humpty dumpty scale

38 Braden Q Scale

39 Bed side check list

40 || PICU bed formula Dilution feeds

41 || Gastro monitoring chart

42 | Rch ED doctors note

43 | BP Monitoring chart

44 RBS monitoring chart

6—1:3:3‘:3“0:3(3@(3 -"-O""——"""'QD@*QBQEQG(}Q<31Q—————--—T;*_,_

Total No. of Pages

Doc. No. : RCH/ FRM / GENERAL / 126

.
Signature and Dgf?j 9 56 L%
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ERROR LOG

LOCATION : OT / Birthing Centre / BirthRight Premium / 3rd Floor (Zone A,B,C) / NICU / PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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Your Right to a Safe Delivery Ttk ot &

OPERATION THEATER NOTES

:::o 11:7:::5 Gmuug,mmm .
Patielor, swama pa 7Y°Mzu;R ............................................. Age : oo, Gender : ..................
oric I Hlﬂmﬂlm [T — LPINO. oo Weight : ..o
Surgeon Asst. Surgeon :
Anesthetist : OT Nurse :
Surgical Procedure : gm T

Indications for Surgery :

Mud {“TPLG Ve tiiu o y,rz:uﬁ%

Date : q 5/(% Start Time : guso A End Time : Z é]
PRE-OPERATIVE PREPARATION : - -

‘

OPERATION NOTES:

L Ve Weudh ewvey () 1eduv & ik

i A0 Manel (a_»u,dtu

}MP\YM,«Q_MM
Ry 4

= ’%QLL)HD CCn L_)ﬂo Lu/l /g/’LU?_;LM (‘Q(‘“.ALE

= ?QW ﬁl\v(\.’\“.t Q__(_:QJ_LJ.P Lﬁ\,&.@_)v&o_wﬁkﬁg“

cpfa>

www.rainbowhospitals:in




POST - OPERATIVE ORDERS :
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Consultant Surgeon's Signature




} Surgeon Y. o ..x..»f{.P ....... P ............. » :g'::é“: t::u{;:: :R “‘\r '\) -
SU RGICAL i SSLOUMBON . ;i nrramsii ; e \ Rainbc"c;w'
s i N D %

Children’ BirthRight
Hols'»pirtearl's . )

Anaesthenst@ Qﬂ{ﬂf‘fu Df e By SANOW HOSPTALS
SAFETY CHECKLIST %}% Late f}({/ff In-time : g/ _z,’a Out-time : ... #hmry,... | T R

Your Right to a Safe Delivery

Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time.... 52067 TIME OUT _ Time:.. R S0AUY) SIGN OUT  Time.....Ja4)....
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity s ONo introduced themselves by Name and Role —Yes 1 No The Name of the Procedure Recorded _1¥es™ [1No
Site _Z%es TNo Surgeon, Anaesthes?a Professional and That Instrument, Sponge and Needle
Procedure - M6 CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) __[2YeS C1No [ NA
Consent @ NQ}NJ ~#Tes TINo Correct Patient (Check ID Band) /@: No The Specimen is Labelled (including
Site Marked @ 7€ TINo CINA Correct Site /ae(s [1No patient name) ~Yes CINo CINA
Anaesthesia Safety Check Completed Yes CINo Correct Procedure }xﬁmo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning Yes [1No Anticipated Critical Events Problems to be addressed ~E7¥es CNo CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? OYes | Jg/ What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery -
Y. : : Anticipated Blood Loss? /Zvﬁ— INo CINA and management of this patient? Hes TNo
Yes, & Equipment / Assistance ; .
Available Yes /'N( Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? C1Yes Mo [1NA
(7ml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned Yes CNo ,NA/ Been Confirmed? are there Equipment
Blood Units Reserved T1¥es CNo m@ issues or any Concerns? <TT¥es’ CNo [ NA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? Hes Do CINA
within the last 60 minutes? IYes C'No ,’/NA/

Doc. No. : RCH/FRM / CLINICAL / 111
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Rainbow

Children’s | @ BirthRight
PATIENT TRANSFER FORM rospital _ | (@ mmemre:

Your Right to a Safe Delivery

\\

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
1P26:00006545 ) / £ /% 110 4 |
:::‘:;::a GRISHNESHWAR CF / 4 / 26@ G AL VN T @q
| isos2019  7YOM28D (M
Or, AW Bl Transfer Ordered by Reason for Transfer

i o
0‘% {Pﬁwﬁﬂ* Obsenfoquj

From Unit To Unit Information to Attendant
b} pre - port wsl Nol)
r =
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

YesC  No[3—

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.Na. ltem Name Quantity
; RL |
2.
3.
4,
9.
Shifting Summary / Notes Written by Doctor : Yes/@/ - No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

st WSt el

Patient & Clinical Records Received by :

Date & Time of Patient Received :

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

| Unavailabie Bed || Nurse not Available [ ] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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Rainbow .

INFORMED CONSENT FOR SURGERY OR ﬁgisldirtea?'s .Blrtthght
SPECIAL PR"QF““R'I:P“M“M kaﬁah(pmmmelm, Your Right to a Safe Delivery
Patient Name : ..... ?s::;:::“mwolr:?:;n ™ Gender: [ Male [ Female AGE oo

Dr, SWAPNA PALAKURTHY

UHIDNO: ......... (VLR TR DALE oo

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 consent to the surgery or special procedure recommended to you.

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

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized 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.

| 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.

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff respgnsible for any untoward event thereof.
—_ l o - &L—’Q

kuj ...............................................................................................

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. Ihavehadachance to ask my surgeon questions.

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

5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the SUrgery / PrOCRAUTE: ..........oceoeeieeeecr ettt err et era e ene e

Consentee : Patient Attendant :

IRRMIIELY. oo s v iAo g PSR Signature : ........ ’ﬂ ...........................................

NAIME & oo es s s ss s esesseseees Name : MINDE.. KAal OPa k.

DB BTTIIR: svosorssusisisssscsnssisssessmsiosssssssiisipsnsiissnss Relationship with Patient: .. £AT FIER_—
Date & Time . 4672026 @. 8:4+tam.

s Doctor (who is taking the gonsent) :

SIGNATUIE & .o -‘

NAIME & o

DAE &ITUNE © ..ooooceisvivanmsmsnmenessrisasmssmsastassasipssess

Date & TIME & oo e

Docu. No. : RCH /FRM / CLINICAL / 027




CONSENT FORM FOR GENERAL / Chitcrans ‘ BirthRight
REGIONAL ANAESTHESIA / Hospital _ | ez

MONITORED ANESTHESIA CARE

Gender : W/Femglrﬁ%/

UHID NO: ... Vl”f’f?w? ............. Surgeon Name: ............
Anaesthesiologist : ................. 9‘/’ ................................................................................................................................
Operative procedure planned : I /TN 0 )

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.

[ Heart disease [ Hypertension [ Diabetes mellitus [ Renal failure

- [ Hepatic disorders 0 Shock [ Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
f:l Incapacitating Gronic Obstructive Pulmonary Disease

/Eﬂﬂers : @# ....... { VLA @ﬁm ...................................................................................................................
ORI ... oo e o e B oA BB S e A e
» Doctor to dﬁcument 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 /

MJAJ:.Q.:.M.tN.D&..CnRJﬁﬁ.NQﬂiNﬁaaabove mentioned o0 ion / Diagnostic / Therapeutic procedures
B P T = N

" | autharize and give consent for anaesthesia (pfﬂe/gionall Wthesia / O Monitored Anesthesia Care as

considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and 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 anesthesia.

Docu. No.: RCH/FRM/CLINICAL/021 PT.0




| 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, Central Venous Pressure 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 anesthesiologist or occasionally a colleague deputed by him / her
will administer the Anaesthesia.

- Pregnant: O Yes AD
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / Monitored Anesthesia
Care 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 / Patient Attenﬂant: Witness :
Signature : f@;&k ..................................... SIGNALUIE © ovoooeeeee e
Name: SONDE: (KA ATty NAIME © vt seseee e eeeneees

Date & TIMB : oo s,




A . Rainbow Childrens Hospital-Himayatnagar

Rainbow . Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s ' Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital “‘“’*‘5“‘ TEL NO :040-48873000

. WEB : hitps://rainbowhospitals.in

ADMISSION SHEET
I I

Reglstration Details : | IO LR O LD
Admission No : IP26-00006545 Admit Date : 09-Jun-2026 Admit Time :05:59 AM UHID : VIH-00157848
Patient Details :

Patient Name : Master MINDE GRISHNESHWAR Age :7TYOM25D

Guardian : Mr MR.M KANAKAYYA DoB : 15-05-2019

Gender : Male Religion

Occupation : Martial Status

Address (H) - H.NO :- 3-82 , KODAKONDLA (V) , GAJWEL (M) Phone No . 9550941044

, SIDDIPET (DIST) Kodakandla Medak .

-~ Telangana INDIA 110005 E-mail : KANNI111213@GMAIL.COM
Admission Details :

Bed Type : DAY CARE Bed No : ERO1 Ward Name : GF -EMERGENCY
Room No : ERO1 Admission Type : First Visit

Contact Details :

Name : Mr MR.M KANAKAYYA Relationship : Father

Contact Address : H.NO :- 3-82 , KODAKONDLA (V) , GAJWEL Phone No : 9550941044

(M) , SIDDIPET (DIST) Kodakandla Medak
Telangana INDIA 110005

9
Si
—
Doctor Details :
Doctor Name : Dr. SWAPNA PALAKURTHY Specialisation : PEDIATRIC SURGERY
Referral Doctor  : Self. Phone No
Co-Consultant
Payment Details : - Deposit Amount  : 14000.00
Payment Mode = : DC/CC Card Payor Name : HDFC ERGO GENERAL INSURANCE

COLTD

Printed Date / Time : 09/06/2026 06:23 Printed By : 020635 Page 1 of 2




§-00006545
VIH-00167 up P2

ESHWAR
Mastor MINDE emsnu zs R

%

15062018 Ra;nbow . . Lo
- \\\\\m\u\m\m\\m\\\m\m\\\ Chiirs | @Bt
RESULT SHEET |

:
Date | | |qlé2b
Time 4 frm
Hb‘ - 1134

PCV 20 .9
RBC P
wee | . 108y
NL  § Ag-g

Platelets | | RS0

CRP | ‘ :

ESR | |
PCT | |
RBS | '
Na |

K
Cl
Ca/Mg |

Phosphate«
Urea |

Creatinine
ALP
SGPT
SGoT *

T.Bill/Conj
TProtein
S.Albumin
S.Globplin
A/G Ratio
Uric Acid
S.Amylase
Sr.Lipase
Blood Lactate
S.Cholesterol
PT/INR

APTT| !
CSF Protem / Sugar
Cells
N/L
Docu. No. | RCH /FRM / CLINICAL / 0138 ' (PT.0)

L —————



Date
Time
CUE - Alb | ] ,
CUE - Sugar . A
CUE - Ketones
CUE - PUS Gells _
CUE - RBC Cells -
CUE _ -

Stool Pus Gell
OVA / Cyst
Occult Blood

CUIUTE N0 SERSIHIVILIES 1 cuovveeriiisisinsisiisiiressiemsssessessssssestessstssesssssssssssssisssssssessessesssstsstssssstssnssossessansssossessasssnesessossossosess

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

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

Radiology : G T ciiieeicieretreesetressrisessesessessesebes s atabesseabents bashesbussEastassa s as hat et Eae s eaReRSERAR R aEEaReneaseaneenbareenss aesrasrans

MRI ................................................................................................................................................
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Department of Anaesthesiology | Eﬂ',?dbr%\: s | @ Birth Right
PRE-ANAESTHETIC EVALUATION Hospital . BY RAINBOW HOSPITALS

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

; MHVD( 4£MA/€5HWW 7}{ Sex: MM" .............. 5 VIH_ /5?8? 8

Name Age: ........ UHID.INO & oo L
S
Time: ......... ’2?“ .............. Proposed Operation: VMV ............... %C(‘{’“"
B.P/CRT: oo HR: oo Weight: .27 ASAPhysical Status: (11 77 03 D4 08
: Laboratory Data:

Hgb: "bq GIIBOSE! Lo civisciaiosniins. PIOBOINY vcetisusneasanciniis HIV: s ssniviiassinssnsass XeBRal: insisssismisssviinisi

PoV: ... X802 UPR: oo AIDE e HBS AQ: oo 1 O

wec: ..1024Y90.. (0107 OO (7 I | USRS HOV: oo, 2D ECHO: oo

Plate: .?QSIC\E}U Nt cmmaanannsmasy DIEBIE Gt Blood group: .............. Stress/Anglo: .......co.ee...

A e . N <R = | ; i e BB cniaaaten OREE v

ol e e e Cat+" i Ak PhOS: v T4 s imsmammmmnei

]I e — ML e DIVIASEY cosssmminis 31 F————

Cl=.. s OO/ OOPT: Allergles h“C/DA"

Medical History: ~ CVS: /\L“ Wﬁw Medres/ W‘M

RESP : (D) Gumnb & ridglle S nple Diabetes :

ONS : D tm () Kol

Renal : | ) o

Hepatic (GE: | 1 Physical Activy: 4 &)

o e A | ] i gt APy
Past Anaestéfic History: f ' I I /
Physical Exam: At

Airway: Mé1 /}2 34 Mouth Opening: a_ﬂ(p Mentohyoid Distance: )% Neck: @ Teeth: Maﬂ( ’

Lungs: AT [ A b~ i : N T
Heart: SISt Ay
CNS:

-

Pregnant: [1Yes [ NO}M\/ Venous Access Site : Wpine Exam for regional :
Anaesthetic Plan: WGIONAL CIGA-ETT CILMA /

Peri-Operative Plan Explained to the Patient:/u)fafs =1 No

4 ]
CURRENT MEDICATIONS DOSAGE Pre-ﬂperaiive Instructions: lzlm\ W‘/ w/b
s 1. DVT Prophylaxis : = b e e

Water / ORS 2 Hours
i W
| 2. NIL OHAL<:Omers 6 Hours M LY W/
3. Informed Consent: andard T High Risk
4
5

. Post Operative Pain Managemen_t,fauscussed with Patient

. Other Instructions:




VIH-00157848 |P26-00006545
Master MINDE GRISHNESHWAR
1!—05-2019 TYOM2SD (M) -

APNA PALAKURTHY

LT Ralnbowl: ‘Birthmghf

A\

— <J ANAESTHESIA CHART Hospital BY RAINBOW HOSPITALS

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

Pre Induction Assessment:

Change in Patient Condition: () Yes _="No Fasting Status: AL, .
Physical Status: | 7 Patient Identified " Consent Present L~ Chart Reviewed
J ]
HR: 1% [ BP/CRT: £723¢¢  [5p0,: 15897 | R.R: I'8/m | Last Feed: >{ Are-
Pre-OP Diagnosis: ... VAAMLLA  molfann Operation: W“"r”“““ ..... .. O i 1
Surgeon: ...... W‘;’ ............................................... Anaesthesiologist: .. . A3 ”“'/W{ ........... Technician: ... sAMAIMAL
TINE JI3_—7
N0 /AIRJO_IPM o o
HALO fsé';ﬁva ﬁ;' 5;: A~ Antibiotic
Drugs: i —
NIDEOLEHEMA [ AT Suppository
Ye yomed - v
s Tt L B DUOFM
r
2P,
Blood Loss
)
FIO, / Sa0, m [/ovV [7e™ =
ETCO, A e e
ECG ] W e
Temperature .
Urine Output NOTES
Y am 2/
U anll. [SVYA/ par
88 [¥ < d
22 1
BP e
V' Systolic 220
A Diastalic
X Mean 200
= Heart Rate 180
Tourniquet on Time
Tourniquet off Time 180
140
Throat Pack In
Throat Pack Out 120
1008
XSpov %
60
40
20
10
0
ABG
LAB Values
GRBS
Others
),? Equipment Checked and Temp: Induction Regional:
Functional ] HME ] Fluid Warmer /E'IV Wal Extremity. Specify: ..
[ BP [ Cling Film [C] OH Warmer ] Pre 0, 1RSI ["] Spinal [ Epidural |Caudal
[0 Cuff Site: ..... 7 Hugger's [} Cotton Wool [ Others ORI <N snsviviusansassncuidiinis niiboniaiinissrsussimsnatinss
L _ArtSite: ... ,!.Z"Other = Position: ......... ...
2 EKGLead 3 Py , ZWask  C1S6A ot
O] Temp Site Times: ?50 [ Airway ] Oral ] Nasal 1 ., o
! ] FI0, Monitor ANABESHALE: (ovioiniineoassiparsisisesisiiass i ETT# e at........ v cm Needle Size: ... Noveowees DEPH oo
[ Agent Manitor OP Start: .. L] Oral “INasal  [] Cuff Parasthesia [ Yes
Pulse Oximeter OP End: . q [[] Tracheostomy [_] Topical Catheter at skifi .............\.. cm
Capnograph Leave OR: ..o T i L DRUQ: st Drug Name & CONE: .......oootheeeeeeeeeeeeeee e sesasennne
[Z1 Ventilator Anaesthesia: [ Awake [] Direct Vision BOISE s T
L] Nerve Stimulator GA L] Video Laryngoscopy [ Stylette / Bougie BB o oo S0t obdncsastssop et
— 7 A L1 Monitored Anagsthesia Care L1 Fiberoptic BIOCK LEVel: -...ooorrvrcree.
/@‘ it AR 1 Regional Blade# ............... Attempts: ............. Comments:
L1 Pressure Points Checked DIFCUIY WHY? v i
Line (Size & Location) Transportation to
Eye Care: ] GVP: . [ Bilat = BS SZFRCU ey (] Other
O Oint | ART: N 1 Semi-Closed Circle Relaxant Reversed [ Yes CINo [=NK
" Tape AWAW/ - Closed Circle
i e RAIO8 OF BB DOBION oucisisivamivisa it My Fon b assiemisy
[ Padding ; ] Other 7
0 Awake Signature of the Doctor W ...........

iy



VIH-00157848 IP26-00006545
Master MINDE GRISHNESHWAR
;s-q::m TYOM 2a D (M) Z ®
. SWAPNA PALAKURT Rainbow - iaht
I gociays | (BT
Hospital . BY RAINBOW HOSPITALS
It takes 2 lot to treat the littie. Your Right to a Safe Delivery

POST-ANAESTHESIA CARE UNIT RECORD

Received n PA(%LJ Ny\ ,V}Doj\/ ............. Time Received : ....... 4. 10X Time Discharged : .oooonoo
.n
0 250 | \y Cannula Site : ....... y.f / ‘t
240 240 .
e 230 230 | [ 0, Mask (] Nasal Prongs
=] 0 220 | ] Tracheostomy ] T-Piece
7] 10 210 ) )
@ i}o 200 | [ Oral Airway [] Nasal Airway
& 180 180 -
= 180 180 )
o 170 170 Vomiting : [ Yes ETNo DrUG: v
= 160 160 . - :
8 ko 150 | NG Tube: [ Yes ,/Zi’\(o
Y 1;8 i N :;g Drain: [ Yes [fio
1 4
A 120 - 120 Urinary Catheter: [] Yes 7’1‘6
110 110 .
7] 100 100 | ChestTube: [ Yes [ZThNo
bl ) ;
> po 90
— b ] 5o | Nitoral O Yes #TNo
° i
ks 70 W Fuids: DNS/V
B 60 60
3 50 50 Oral Feeds: ............ }Z Bl i
= K %
o 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE e L ouT SCORING INTERPRETATION
(Modified Aldrete Score) N 30 | 60 | 90 C 6 RPRE
Able to move 4 extremities voluntary or an command =2 iy g 7
Able to move 2 extremities voluntary or on command | ACTIVITY 0 A Minimum Total Score of 8 is RBCIIJH’Bd for
Able to move ( extremities voluntary or on command =0 ),_ J" Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathing =1 RESPIRATION " Y . .
Apneic =0 L ,’L - Exceptions to this, are to be explained in the
BP =+ 20 of Pre Anaesthetic leve =2 i H inian:
BP = 20-50 of Pre Anaesthetic leve =1 CIRCULATION space below by the Dischargmg Physmnan.
BP = 50 of Pre Anaesthetic leve =0 9__ 2—— ?,—
Fully awake =2
Arousable on galling =1 CONSCIOUSNESS =
Not responding =0 = 2+
Pa $ “ 3 COLOR 2
Pale, dusky, blgtchy, jaundiced, other = +
Cyanotic ! =0 Q——’ 7’-
TOTAL S/ la \0 F
. PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
: : J
lehs-| moon, 0 Alz  pain /@ﬁ
- — V, =

Pain Tool Us'rul: [JNPASS [ FLAGC

Wong

Anaesthesilologist Name :

Anaesthesiologist Signature:

Baker _INPS

Date & Time:

PACU Nurse Name: ... "\)M. 9.

PACU Nurse Signature: \ A
Date & Time: ‘1[”& .

Reassessment Freguency:
1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b After 24 hours every 4 hours
c.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU): | oo

Date & Time:
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Wastor MINDE GRISHNESHWAR 2

15-05-2019 7Y 0 M 25 D (M) "/‘/f‘-

Dr. SWAPNA PALAKY) Ra i n b‘OWQ .

Ve oot ” | (g

Tt takes a ot 1o treat the Ktte, Your Right to a Safe Dellvery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD _ ;. -

Date: ... TIME: vvvverrans vrsrerennes ProCEAUre AOME DY «.oevvereervereeerecrerserserssesseeesersssasessesesssssssanens
CSE /Spinal /Epidural Position : ....... eeeeenn SPACE :ueevereerereeenseenerveennenaen Technique (LOR/LOS) ....ccevvreeenene
Depth: v Catheter at SKIN: c.ccceveerececereeereeencreennene AHBMIPLS & e
Parasthesia : YES/NO if YBS QBLAIS © ....vicureiniiiireiris s irsssssee s sessssss s srsesserssssssssmssessassnssansesssinsssnssassensanmsass fvveeseerevien
SOMULION COMPOSIHON & 1eeieeeeetireeeretrersirer e s e eres st sae st sbesre s erssesaesssssasestssebs e e e sene e se e s sa s sessanese e aesasaeseansssassanassasrastssesen

Any other issues :

- OO OO U U
1) OO renssasernennsrseneane PEERE R4 4RO LSL AR e e e e e R RS ReR S ReA Rea A EAaS R oA Eanas e et e e aa et b bt e senne s
. Infusion Rate Level Maternal
Time (ml/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments
Delivery Details=~- Time : c.covveivennnnee APGAR: .....cccevveeneee. SVD/ Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIRA : c.vvvviveirmecimirirecnimiesncrnnsss s sees SO
Patient SatiSTaction | ..cccmmresvsnimaimsiimees euressresessssseueesereseetseeseresenestraatastaas £ anet sAsnatAert ettt Aet s s e AR esreninen e eaenenrasn

Discharge /Shifting ordered by
DOCIOr SIGNAIUIE: ...vecrerrveererenerererreesrtersrneseeseeeeneseessoneebesnassans
DOCOr NAME, ..ot csereresresscsrsrersssssnesressesnseabessessassas

Date AN THMR 7 cveeeeeiereeereer e rer s snesn s e sarsersesnserssssstasanens




VIH-00157848 1P26-00006545
Master MINDE GRISHNESHWAR

FE T Wy w8y = _
lllIlllllllllllllllllllllllllllllllll Children's ‘52:&!301%25
EMERGENCY ROOM TRIAGE FORM T
Patient's Name : ... "“\C}f‘D\‘qG\ﬁ"‘?c‘s\'\{\QS\.\U‘J0 :\\ﬁ{ Gandgr/a@ (] Female

Date : C{ . b’é Time of Arrival : ........

Allergies [JYes []Food [] Medications [ Blood Transfusion [] Other (SPECHY): ...c.oveeverveeeenienriiiiccienenieeeee. 1 Not known
S00rce Of MIOIMAtION s ETPAIRINS. 1 OIS (SPBCHNY woxiooiusisssacsssussisassisosiasssssosiivesisissesivsesssssissssssssssivsosssass?snsssesssimiossFamsissbis s s sussssssisisss
Mode of Arrival : ,@’A/bula 8 | Wheelchair mbul n::'tim
Initial Vital Signs:  Temp: Q- = \‘U’b ............. 3'}. ............ O[q'//
Chief Complaints: ........... C/{.D ,4(&29000 4) 9‘1, 7 (C' 2 =3 mO/WA 6 J/WLQ‘SW’V’ M
M/lm%
INITIAL PHYSIOLOGICAL CATEGORIZATION gﬂLﬂHYSIOLDGIBAL STATUS
Appearance Work of ing Stable
3 Normal A Eﬁ:ﬂh O Increased (] Unstable :
O Sick Looking _Circutation / Colour [J Decreased [J Gasping/ Apnea [J Not — Life - Threatening
mal [ Abnormal [ Bleeding O Life —Threatening
Triage Classification CTAS
1 Level 1: Resuscitation [ Immediate
[ Level2: EMERGENT : Life or limb threatening [l <15 min
[1 Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening 1 30min
] Level4: LESS URGENT : Significant illness but not life threatening T 60min
[] Level5: NON - URGENT : May receive care when convenient [ 120 min

NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Children less than 2 years age with high fever to be considered Level 3.

Signature of Parent/ Guardian
* GTAS - Canadian Triage and Acuity Scale Triage Completion Time & ......cooovvveeecnnns

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease friage screening is
patients at the initial screening: considered for any patient who meets one of the two
ok . ,m/ following criteria:
. Have you had fever (elevated temperature) in the past 2 [1Yes [#TNo
weeks | Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks []Yes (m; and Cough

1 Any patient with fever and respiratory symptoms who answered
“YES" to any of the questions on epidemiologic risk factors in
“PART B” of the triage screening above.

3. Have you had shortness of breath or difficulty breathing in [ Yes.~TNo
the past 2 weeks

PART B. For patients iepnrlinq fever and respiratory/rash
symptoms: [ Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close [ Yes o communicable disease triage screening)

contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

If yos, State LOCAHON: ...........ccvummetienionsionnassnstssnsasaraseres 7 The patient should be given a surgical mask immediately, if not

2. Are your parents / close contacts at home is/a healthcare | 'wvesym? already wearing one.
worker? {please encircle the choices} (e.g., nurse, 7
physician, ancillary services personnel, allied health =
services personnel, hospital volunteer, or laboratory [1 The staff should use PPE (as appropriate).
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

2
Name of Triage Nurse : ........ 6}'\03\ oot Signature of Triage Nurse : @ .........................................

Date & Time : ........... OL U’b’é .............. @6\2%

Docu. No. : RCH /FRM / CLINICAL / 085

[_1 Patients should be immediately isolated in a negative pressure
room or a single room (as appropriate) for pending evaluation.

Both patient and triage staff should perform hand hygiene.
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"l Ghicrer's | g BirthRight

It takes a lot to treat the little, Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : q\[’[)’é ............ Time of arrival : EJ\\‘{P“"" oh
Chief Complaints: lo... lestons SN T I 5 ....... RBS: oo
Height: ........coc.... Weight ﬁl.ﬂ% | S E—— Head Circumference (<2 Years) ..........c.ciwmisersnessasssineiss
Allergies: [!Yes | _,VNo/ [ Medications [ Blood Transfusion 1 Food 1 Other: oo,
HEVES:, MIBIIEITY, - csscinianossnsioimmsinitinsaismim oo s s s A R 55 S 6 S M S5 RS EN B BN
Pain Screening: | Y . No- If Yes, Pain Score: ................. Pain Tool Used: =@ N Pass] FLACC [ Wong Baker
1 Character ............ccooee.. ¢ TLOCAtION ..ovoovvvvereenen T FrequUenCY ....vvveeeeeeeee duratiq_r],..f:_.._. .............
RISK FOR FALL: Functional Screening: = No Abnormalities Detected
L If patient is < 6 years 1 Mobility Problem
tick below fall risk intervention directly Walking Problem

] If Patient is > 6 years

Developmental Delay
Assess the below parameters

Musculoskeletal Congenital Abnormality

OO0 C

History of Falling: within past 3 months C1Yes E/No
Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair C1Yes ~1No
o Usoatfirmitiire for SUDDOF[ [ Yes /E’(O ................................................................................
GatTemisiepring: @000 scswsesiesesasairsisnsss B
i ' ] AN - .
= Sk oo i Yes WO Nutritional Sereening: = Tio Abnormaities Detected
S MR el 1 Underweight
* Impaired 1 Yes r@g E R
Mental Status: Forgets limitations L1Yes [INo i roruE

(] Feeding Problem
L1 Special diet
[ | Special feeding method

IF YES FOR ANY CATEGORY = RISK FOR FALLING
Fall Risk Intervention:

1 Escort while ambulating
‘E’Assist Patient Inform c_onsultant for positive criteria

Q/Educate patient and family on fall precautions/prevention

Psychological Screening:m Significant Findings

Unusual concerns about patient's Psychological Status: [ ] Yes 12/ No

If Yes Consultant Notified: ..., (DAtE/TIME): ..o

Social History: Lives With ........... 0 i,

Siblings in household [ ] Yes [ N0 (if YBS HOW MANY?) ..ottt sanenenanes
ime of Ini B 6.6 A

Time of Initial assessment completed by ER Nurse : ..(€2.%. @ ............ Lol a8

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




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

i Time |

6\ A S5¢54 Yae

Nursing Notes

‘r;\r- Condetvor,
|
L - PrathiNe JNYL e _ﬁ\mﬁuLﬂ 1
| - Ty plaemet pec . |
R .. S/n’vlpl" collefed o |
N A S — 1
| . 7]
Samples collected by: XW? Time: |
. 'Vbo o \ 300110’)
Samples sent by : ‘S Time: é \
Medication given in ER:
[ I I
ﬁﬁ;/ _ Medication Route | Dosage & Instructions | Dgi%tr?r | g:lgl]r:ET
15 I — —
| | | ) L
.
R I —
| - ]
= -
|
| | |
Condition of patient at time of shift - out : Details of Shift - out
HRi\-\-L-‘?--b-{m ------- BP: lﬂ?q% CFT: oo | Shift - QUL TOM ER 10 vrec .o
RR: ....0«blk2........ SPO, .M. 17 e | Time of SHift- out: ... traofhn
GCS:...158).5. ... Temperature : 3 ... _ '
. HONCIONE! QBN 00 oot st iinasssmmmsantstomaiieg
Pain Score: ........... e (Nurse’s Name)
Repeat RBS (if applicable): ...
Tick as applicable: = MLC CTLAMA C'BROUGHT DEAD
Procedures done with detailS (Iif @NY): .....cooii oottt nans
........................................................................... ’.E\/p\aCfm@/Lf‘fDMQ
Name of the Nurse : ............ B)‘WI Bk Signature of the Nurse : ..... @ ........................................

Date & Time : ‘?16/25@61{0%
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Rainbow® ;.

Children’s . _
Hospital Bicthiight

It takes a iot to treat the litte.

Your Right to a Safe Delivery.

e I

Room / Bed NO : ~==----=--=--- Ward Suggested Billable bed type : --------------==mmmmmuu-
WARD TRANSFERS
Date Time From To Signature of Nurs‘e h
qlopb | Tsob| PR OT Fhaga. 2 [0\
qlb| 24 0T o
Cross Consultation Visit
Doctors Name Date Order No. Signature
1.
2
3.
4,
B
6.
T
8.
9.
10.

Docu. No. : RCH | FRM / GENERAL / 145




- - VIH-00157848 1F26-000006042
Master MINDE GRISHNESHWAR
15-05-2019 TYOM25D (M)
Dr. SWAPNA PALAKURTHY

Order No. Sign

a<hs o ea
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ANY OTHER INFORMATION

Date :

Time :

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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PROGRESS NOTES AND DOCTOR'S ORDER
Date

& Time Progress Notes Doctor's Order
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PATIENT TRANSFER FORM

\

#

Rainbow® . L
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

p)

TR

oT

Patient r\!ame & UHID No. Date & Time of Admission Date & Time of Transfer Order
e e, ALLL@ e n | abb@ 7304
I 11:-'05-”19 . pAL:nuRTHY
"V e
Ov. praShaning ADR S92 0N
From Unit To Unit Information to Attendant
Yes - No[ |

Number of Sheets in Clinical File

'2_,3{/

Number of Imaging Films

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

Yes.+— No[

If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1. BV (1)
2 DRVES <,
3. T
4,
5.
Shifting Summary / Notes Written by Doctor : ~ Yes[ | No| |

£ hwxécﬁl

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

oY - WS\&(\S}M

Patient & Clinical Records Received by :

S{N
NK_J

Date & Time of Patient Received :

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

| Unavailable Bed

Docu. No. : RCH /FRM / CLINICAL / 102

" | Nurse not Available

|| Available Bed not ready
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MEUIVATION RECONCILIATION FORM

T OO V) ) W 2 Not known any Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever there is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

ShIfNG FIOM: .. o R Shifted 10 ... 0 T
SNo| (GENERIC NAME CAPITL LETTERS) | (mg, meg) | (PO, NG, Sc,v) | FREQUENCY | (ot B0 ‘}gﬂ?gﬁ':g
1 ' Oc dnc
2 0Oc Ooc
3 : Oc ooc
4 Jc Obpc
5 Oc Odbc
6 Oc Ooc
7 Ooc Obc
8 Oc oo
9 (Oc¢ Onc
10 | Oc Ooc

* C- Continue, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ....... S5..c...... @Né\'\OY\\:\? ................

Nurse Name & Signature: ........ 65\'\&7\ oHebeliorasesssansmesssansssensessssenssnssessenessens

Date & Time : cll.el)—é@, ............ G L\Shvx\ ..........................

Docu. No. : RCH /FRM / GENERAL / 090
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Patlrent Name

A

|
Tat ent ID#

Consultant Q/ 5““? .

Final Diagnosis: ___ /¢ dpu (& VUVZ?M
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Pelatric Mulorgan History & Physical Exemination_ {1111 A

Name : é,ﬂ(S’HME.S/{w,?/L

Informant /04 '{_H é -

Age/Sex 1

Reliability Geodl_,

Chief Presenting Complaints & Duration (Chronologically):

¢fo- papuls sl wog, /\/wa 0 X

History of present Illness:
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Pediafric Multiorgan History & Physical Examination
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Past History : (Including details of any previous investigation or treatment)

il

Birth & Neonatal History : B

TTLS ( Lossomust Brown) Bk

—‘M'

2 %k,
Clal, NoKCo AAIS SOV ,: DBF W@(—k&fzmﬂ

D!S%D?’

Birth & Socio Economic History :

About Father :

About Mother :

Any additional Information :

]

Developmental History :

Al ']‘o )h?'{ S’ei

Good ,SC\Aty(a,!nF‘c, Pt Y(g'o\rmrww )

Immunization History : w
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Pediatric Multiorgan History & Physlcal Examination ;ﬁs"-"a:;" "m“n
i il
Anthropometry
Head Circum (cms) {Centile ) Height (cmy) : {Centile
Weight (k) AL (entie )

On Examination :

Temperature : M"f‘; b Pulse Rate: [60 / ko Bescription
’ q +1-
B.P SPO2 at _ fA-

Resp. rate and type of breathing : nu8h LR / (AG " ‘QJ fny

Ve TrI0 Co S Lot

Rash Nl bedk c@ Thusrls
Lymphadenopathy G ;}'Mg‘%/te )
Oedema : + Ne Aalaa - 7/

Respiratory system :

o NOS!Y/'[ 24 1
P UZAYE 7 7

Inspection (any s/o distress) : =~/

& AEr
Air entry & breath sounds :
Any addes sounds :

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

Cardiovasclular System :

Inspection of procordium ;

gffd {//\fo 171 R

Heart Sounds :

Any murmur ;

Relevant date from outside (Chest X-Bay, ECG, ECHOQ, Etc.,)

Per Abhdomen :

Inspection oL A ﬁ 0 ﬂtg'ff\ ‘

Palpation :

Ausculation :

Spine: External Genitelia :

Relevant data from outside (CT, USG.eic.,)
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Pediatric Multiorgan History & Physical Examination B, SWAPNA PALAL 1!_'1 28D

Central Nervous System :

Level of Conscioushess : AVPU/GCS Score : / (// J

Cranial Nerves :

T llllllllllfl

Y%

Motor System :
Nutrition :
Tone:
Co-ordinator :
Posture :

involuntary Movements :

Reflexes :

DTR

Plantars

Sensory System :

Power

¢ - Superficials :

Bladder / Bowel :

Clir

jical Summary & Diagnostic :
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Pediatric Multlorgan History & Physical Examination
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Dr. SWAPNA PALAKURT]

Preventive aspects of the treatment :

IHIHIHHHIIJIIHHHIﬂllllHllll

_'P‘wa}v} e CRener—r ”
Desired goals of the treatment :
‘k&mﬂfa«a of CIaN A
Planned Labs : Planned Management :
Eccson o VIluc~
8 -
V kg afaod
,
Please fill up the following details

1. Name of the Referring Doctor :
2. Name of the Referring Hospital :

(Including the name of City)
3. Contact number of the Referring Doctor :

(Preferring Mobile #)
4. Name of the doctor in Rainbow Team on

whose name the patient is being referred
Doctor's Signature Name Date Time
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DRUG CHART

"%

Rambow .

I\

BY RAINBOW HOSPITALS

Children’s .Bil‘thRighf

Hospital

It takes 3 lot to treat the little.

Your Right to a Safe Déliv-ry

Date of Admission: Q\,H),&: ......... Drog ANBIGIEST ..ouismosusiusssisisssnsnisssineniasinssasassosssss /’/h‘bf known any Drug Allergies

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 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.
ﬂ - 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 : Datey
Dose Route | Frequency |Start Date i
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
| DRUG: bate
Dose Route | Frequency |Start Date i
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : ey
Dose Route | Frequency |Start Date M
Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH/FRM / CLINICAL / 118

Page: 1/4
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VIH-00157848 1P28-00006545
Master MINDE GRISHNESHWAR
B — REGULAR PRESCRIPTIONS  Waight Ward
- 10Ty | ¢ eerenreeneeneeseranas
A (TR :
| bAuG: ooley
Dose | Route |Frequency |Start Date i
Name & Signature of the Doctor
- Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sigg_ ]
DRUG : Tie]

Dose |. Route |Frequency {Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG :

Date

v

Tirvne

Dose | Route |Frequency |Start Date

Name & Signature of the Docter
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement hy a Sign

Date

v

* DRUG :

Dose Route | Frequency |Start Date

Tijpe

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a. Sign

|




15-U>2019 TYomaso (M) S7580000°924| BPBLTLUOTHIN
Dr, SWAPNA PALAKURTHY
R0 A WGt e W, e
Date»
VARIABLE DOSE TIU‘le l Nurse Sig. I Nurse Sig. I Nurse Sig. | Nurse Sig.

Dose Dose Dose Dose

DBUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

ROUtB Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor o i flows Do
Dr. Sign. Dr. Sign, Dr. Sign. Dr. Sign.

Gas g Do: D

Additional Instructions: - == s -

Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme | Nurs:Sig‘ Nurs;Siu. | Nurs:Sig. I Nurs:Sig.

Dose Dose Dose Dose

DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign

ROUIE Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign

Name & Signature of the Doctor B Pase Soe e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: — i pose o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign

STAT / ONCE ONLY DRUGS
) e Dosage & Other Si
. ignature
Date Time Medication Ihstitotons Route 0 Nurses

?/é Iomr. | Dictoreac

47 vy

(b

Page: 3/4
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NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
PatientName: /14047 6R nn)E 10144 WEL o JAge: 7Y Gender: M
UHIDNo: ~ Vit =00 /57 0 (IPNo: 72 6-000065)sDate /)26 Tme  7:37 Am
Diagnosis: T e 1L1on) § D2 1awAC £ :
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI oMt G s ,1Myﬂ

2. | Morphine Sulphate Inj. 15mg/MI| - =
™3. | Remifentanil Hydrochloride Inj. 2MG ks E
4. | Remifentanil Hydrochloride inj. MG 1 T
Doctor Name: ZS TN Doctor Registration No: 61@ 2/,,]
Signature:'\_k' ( a]“v \% V!
: T
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
- (Detalls of the Patient to whom Essential Narcotic Drugs Dlspensed) )
4 \;’,-’.,‘L-‘\‘S" {.K g
IP Registration No: ............ ’J““/ ..... /”“ ............... Date: ... LL2L 26
Aadhaar No. of the Patient (Optional): ..............cccoueiiiieoiicii s e
J\. Name: 7VIASTER minpe G R1410 g AH L df Remarks
2. | Complete postal address (with contact number, if any) S0
3. | Brief description of the iliness Twetdion o PRINNA L
4 Whether registered with any other registered medical practioner / o
" | recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed fENTANYL
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Patient Attender
7 A A 7S i
o Tohle ol ok i P
Dispensed by (Name & ID NO.): ........covvrovvveiticeien. e e e W Signature:
/ -
A A A Signature: ...... S v

e e R E T [ o e ot A R e e O R e i 0

(= N e e <SS e S

Docu. No: RCH/FRM/ CLINICAL /133




