z ) 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 B TEL NO :040-48873000
i WEB : https://rainbowhospitals.in
ADMISSION SHEET
. . . LR LT R TR
Registration Details :
Admission No : IP26-00006653 Admit Date : 26-Jun-2026 Admit Time :06:49 AM UHID : HNH-00005829

Patient Details :

Patient Name : Master MAYANK RAGHOTAMPURAM Age :4Y9M3D
Guardian : Mr R. ABHISHEK DOB : 23-09-2021
Gender : Male Religion
Occupation Martial Status
Address (H) - 103,2-1-420, sreesha apartments, Phone No : 9849532729/ 9908366636
N fﬁg?ﬁ”;égo'\ﬂ'ak”m Hyaarapend Telangann E-mail + abhishek ranghotam@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 R. ABHISHEK Relationship : Father
Contact Address : 103,2-1-420, sreesha apartments, nallakunta Phone No : 9849532729
Nallakunta Hyderabad Telangana INDIA 500044
M(‘
)Sj§ ure

Doctor Details :

Doctor Name : Dr. ALLU CHANDANA

Specialisation

: EAR NOSE AND THROAT

Payment Mode :DC/CC Card

Payor Name

Referral Doctor  : DR. JAYASREE. C Phone No : 9963423073
Co-Consultant
Payment Details : Deposit Amount  : 10000.00

: SBI General Insurance Company Ltd

Printed Date / Time : 26/06/2026 06:52

Printed By : 020099
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Rﬁl?dbow .
Children’s . L
Hospital @ Sirthiight

Ittakes a lot to treat the fttle. | Your Right to a Safe Delivery.

N

ACTIVITY RECORD FOR BILLING

HNH-00005828 IP26-00006653
) S Master MAYANK RAGHOTAMPURAM
Name: 23-09-2021 4Y9M3D (M)
Dr, ALLU CHANDANA

e 111 (11 |||II|I||II||I|| """"" Fonsuitant: e

Date of Adn..cc.o... ot L mmm—————————— Date of Discharge : ----------------- Time: —======euuv
Room / Bed No : -----===-==---- Ward : ----------------- Suggested Billable bed type : ----
WARD TRANSFERS
Date Time From To Signature of l)lurse
2b/4/a6 4 30hm FR oT Ar | B—
26l6[26 | 10Am 07 Pl W
26 [6]26 PLCY W ol il (Ifwg;

Cross Consultation Visit

Doctors Name Date Order No. Signature

9.

10.

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




INVESTIGATIONS

Date

Investigations

Order No.

1628 4
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MEDICAL EQUIPMENT ( WARD & ICU)

Date Name of Connecting Disconnecting Order NG Sianatire
Equipment Time Time ’ g
2t v o
Tnvagiue wmoni-ov (O pm Y aan (o i
y )’ 5 = i o ==
36J0Rb ITolusion punp |10 pm




PROCEEDURE

Date Proceedure Quantity Order No. Signature
e ( B2 4 A2
ANY OTHER INFORMATION

Date : Time: Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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" PEDIATRIC IN-PATIENT

MEDICAL RECORD:

Patient Name :

Iﬁ’aﬁent ID#

Consultant

Final Diagnosis -

- % e Ty ? i)

\

HNH-00005B829 IP28-30006853
Master MAYANK RAGHOTAMPURAM

23.05-2021 4YOM3D ()

Dr, ALLL CHANDANA




Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Informant Reliability

Chief Presenting Complaints & Duration (Chronologically):

Lo probK ot
o’

History of present illness :

Clr Alowbl A«JZ’.

S

_ééb /eciinnct QI x ,/4-’ ‘44?4,@)

G Fakole can

MM'M 4} A/C&WOL’L/I'&L,AJM
o e
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Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History :

—

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

Any additional Information :

Developmental History :

Immunization History :




Pediatric Multiorgan History & Physical Examination

Anthropometry
Head Circum(cms)___ (Centile ) Height (cm) : (Centile
Weight (kgs) tZ. 6 f;; (Centile )

On Examination :
Temperature : 97 17 Pulse Rate: | 2.2 /o Description

B.P [w[/ §7 »~*G SPO2 4% & f&oat
Resp. rate and type of breathing :

Rash /

/
Lymphadenopathy
Oedema : /

4

Respiratory system :

Inspection (any s/o distress) :

Air entry & breath sounds : 7T 6@, C&»—.‘

Any addes sounds :

-
»

Relevant data from outside-iChest X—Ra;y, ABG, etc.,)

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : e 5 ICa)

Any murmur :

Relevant date from outside (Chest X-Ray, ECG, ECHO, Etc.,)

Per Abdomen : )

Inspection

Palpation : O\’;Z/ v

Ausculation :

Spine: External Genitelia : 3

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




Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS Score :

Cranial Nerves : /\}

Motor System :

Nutrition :

Tone : Power

Co-ordinator :

AT i—

Posture : RE Ay . A \) /

)
Involuntary Movements :

Reflexes :

-

DTR ' Superficials :

Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic :

/45&110 O{D'Uc'//(‘/&




Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment :

Desired goals of the treatment :

Planned Labs : Planned Management :
1
= ‘\_~
ass-
Selothive
Levolin 0, §2m,) 4

< o b
(/7<
'
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




%
Department of Anaesthesiology Eﬁii?cllg;?r\:’s BirthRight
PRE-ANAESTHETIC EVALUATION FW Hospital .ﬁﬂgﬁfﬂfﬂ:::gfg'?j
H OTAM E
Name: MWMLAA@’ ................... Age: ....... #‘ k’[ Sex: Mm ............. UHID.No HMH ....... 6‘ BZ/Q

T & P e e o s e e e T T RS TP R o D o T T e s
BiP/ ERTE: ovsioniam HR: cimennn Weight: ”’é ASA Physical Status: 11 ,9'2/ 03 04 05
5 Laboratory Data:

HOD: wodiasdnuncinin GIICOSE: ivivaniiviissisies PIOMBING oviimssonnisaimsosnersias {314 S, X-Ray: T —

POV coregpmestmisnzoosis UPBA: coveveeeeevsvcecvennienne A e HBSIAD? s imosriiins (00

WBC: ..L.coioevernrenne ORBEE ciommmsmanies  TOREBIE o HOM:: siivsnssassisin ZDECHT corresmpsmipmmssssinss

Plate! «diimiizing T AR GRI | % - | Blood group: .............. Stress/AngIO: .................

21 =] (SR I | 1, - HiE FIr S e TS cmscnanissonniien 19117 (T

1T R N Cat ! wsganisiii Al PhOS:  cvavverrerereneaenns Th s

=T L MOEE st - ATYIESE o e L5 B

Gl 52 covismsssnsrssonmmomssgrnesens;  SHADTH ORPT] wrreesssbonbeisnes

Medical History: cvs: -~

RESP - ﬂWW‘/LTII [jl/\/&é}f{,@ Diabetes:mm MW@\ Wl .
o oINPT o0 OG- 25" s, oeatRand

Renal:  ~* o |
Hepatic / GE : V’)ﬂr“’ - FT | (P LA { 7W/’\ " l un i:jhysical Activity: E;l/\e_
Others : N o) W v O(E/W

Past Anaesthetic History: MI -

Physical Exam: ¢ A A( M AhNL -
Airway: MP!QB 4 Mouth Opening: W - Mentohyoid Distance: 3% Neck@u Teeth: M!ﬂd’
Lungs: A7 (1) (Alan Cévv.wléq i

Heart: (;£(,7 Ma—’ _
CNS: i

Pregnant: [1Yes [JNo D—NA/ Venous Access Si s Spine Exam for 'regional B i

o

4 £
Anaesthetic Plan: CJMAC O nemomyné CILMA

Peri-Operative Plan Explained to the Patient: )‘6 1 No }}A”/V) \ M) Ko

i
CURRENT MEDICATIONS DOSAGE Pre-Operative Inslructinns:w
1. DVT Prophylaxis : — WAI

LEVO LIN 7 InAnls ’hﬁ . Water / ORS 2 Hours ?M/,,/
oy 00500&7’ J 2, NIL ORAL<:0tners 6 Hou

3. Informed Consent:/DrSé;ard ~ High Risk

4

a

W W . . Post Operative Pain Management'//m’scussed with Patient
/ [ .a'fll;ta/rylnsf/r_;ctlons {: i

Ul v B2 i PO OF st Tn - i

CLINICAL / 044

Signature: ...
Docu. No. : RCH /F




HNM-00005829 1P2€-00006653
Master MAYANK RAGHOTAMPURAM
21-0!-2021 4Y9M3D (™) /44.
r. ALLU CHANDANA
_ Rainbow® . : i
N T | Childrer’s | @ BirthRight
‘ _J ANAESTHESIA CHART Hos pital . BY RAINBOW nosngALs
It takes a lot to treat the littie. Your Right to a Safe Delivery

Pre Induction Assessment:

Change in Patient Condition:

1 Yes «fleo

Fasting Status: WM\ =

Physical Status:

71 Patient Identified

d

&7 Gonsent Present

=71 Chart Reviewed

HR: toé/me | BP/CRT. /0¢/é3 »y [Sp0,: toc+/. [RR: 22/ [~{— | Last Feed:>6AM
Pre-OP Diagnosis: ... AdleAniel My pathophy Operation: Coak Labom. Adenntortleciate : oo
Surgeon: Anaesthesmiogmt '0‘31'«((& ................... Technician: . AASvAd:
__—TINE 3 NI TYSTY?
N.O[AIR /0, JLEM VoY A AL ] ——O | —— -
HALO /SO SEVO ) DC— 5 Antibiotic
Drugs: ﬁugy;g,vr;d )
2. N FaYi 8 700?] iv
R [B &gt Suppositary
fol 20 |F 20 ma
4_’ INE 85mhg i
. RpciALAg LM [T v
- PAAAL 0L | 200 M4 \ MR ?
B_DEX fraq F7HIOAL N GMINE+ 5“3 TE Blood Loss
; fed )] ] \ Y=
s m g A L
\JFO. /5a0, Zo |10 Fpo[res [ TG 10D 100 10O DD[ ¥ 7
ETCO, T ETAVETIEY A EYA Jg%_uﬂ S22/ H2
ECG SR SR Cr [ (S [SP| sp 3
Temperature S5 (34| 3y o 2¢ 1| 2y Y252l 35 4254350
Urine Output NOTES
]
238 A IpOmLIMG —T7 1+
Zo 7
pp 240
V Systolic 220
A Diastolic
X Mean 200
+ Heart Rate 180
Tourniquet on Time
Tourniquet oft Time 160
140
Throat Pack In
Throat Pack Out 1200
100 <
80
6 N 4 4 h
40 s
20
10
0
ABG
LAB Values
GABS
Others
[&"Equipment Checked and Temp: Induction Regional:
Functional ™ E ] Fluid Warmer LZ@ Extremity BPBAIVY v
~—BP ! [J Cling Film ] OH Warmer O Pre 0, CIRSI [] Spinal [T Epidural [T Caudal
L~ Cuff Site: @?’ ] Hugger's [ Cotton Wool [ Others i R
[ ArtSite: . ~H70ther — — .
B ke L @ " Times: = T.?i';y :gEaT (] Nasal
AT Temp Site- (& Chaat )
©r o, rl)womtnr Anaes Start: .. Q@A ... ETT# .. . at. .QM!B‘(Q‘ \
o Agent Monitor OP Start: ........ ‘&‘B‘m ] Oral ; Nasal [ Cu parasthesia yj ] No
L"Pulse Oximeter 0P End: . L] Tracheostomy || Topical Catheter at skin ......N........ M
[ :
C"Capnograph LeaVEOR- - q Hﬁ;ﬁm L Drug Name & CONC: ... dvvveervreesrirsinssesissisenssronnss
" Ventilator vﬁ?nhasia. 1 Awake 1 Direct Vision BIRIS oo
[ Nerve Stimulator 7T GA u/v:;:u Laryngoscopy [ Stylette / Baugie IRRISTONS ssicissisccvisicamsiziins
= [1 Monitored Anaesthesia Care 1 Fiberoptic Block Level: ............
Position: .2 [ Regional Blade# ... ¥ . Atempts: 3' Comments:
O Pfess”m oints Che“ked Difficulty WhY? oooooooooo e
Line (Size & Location) Transpgetation to
Eye Care: LI OVP: e L] Bilat = BS £TPACU oicy 1 Ot
L1 Qint CTART: oo N [ Semi-Closed Circle Relaxant Reversed Bs LiNo  [INA
Tape ; @U D/Cﬁ:d Circle O -
(] Padding Tl Other Name of the Doctor :.......... .2~
LI Awake SIQNAUTE OF the DOCKO ©vevvereoeeeseeerseeeeeesenn




| - - -0 T T T T TR e

HNH-coo05az9 IP268-06:006€53
:lmar MAYANK RAGHOTAMPURAM
3+(10-2021 AYSM2D -
Dr. ALEU CHANDANA ot Rain b%w"’
AR Children’s | & BirthRight
Hos pital BY RAINBOW HOSPITALS
_—_— = -—r —_—— it takes a lot to treat the Ettie. Your Right to a Sale Delivery
Received ip PACU DY © et nessenisinrsssacnns Time Received : ..o cecerrcrnnrmrerennines Time Discharged : .oeveevceeecsnnennnes
260 250 e -
2o 520 IV Cannula Site :
W 230 230 | [ O, Mask T} Nasal Prongs
o 0 i 220 |
= Py 4 210 [ Tracheostomy ] T-Plece
w 200 200 | £ Oral Alrway ] Nasal Airway
& 160 180 -
180 180 .
s 170 170 | Voriting : T1Yes ONo Drug:
o
= ﬁg ’ }:ﬁ NG Tube : TiYes CNo
v 140 . 140 | prain: [1Yes [1No
130 130
A 120 120 | Urinary Cathater: {3 Yes [ No
w 1o 1o
71 100 100 | ChestTube: O Yes CINo
= %0 50| il oral Dives CONo
c=.. BO 80
10 70 L
o 60 60 IV FIEIS: covcrnnmnnsensnrsnsssnsinsassaiensens
] 50 50 Oral Feeds:
= io 40
0 30
v 0 20
10 10
o 0
sm:
| POST ANAESTHESIA SCORE MINUTES
!; > Modified Aldreta Score) IN 30 1 80 | 9 out SGORING INTERPRETATION
Al to move 2 xtems volay oron command =% AGTIY A Minimum Totai Score of 8 is Required for
Able to mave ( extremities voluntary or on command =0 Discharge
ghjsmdaep"brradmg & a;'.;lughfreely = %
ysprea or [imited breathing = RESPIRATION . . .
Apneic . . . =0 Exceptions to this, are to be explained in the
B8P = 20 of Pre Anaesthetic =2 i i inion.
BP = 2n-§u ;? Praa.::aeesu[:eteiﬁeva =1  CIRCULATION space bolow by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0
Fully awake |} =2
Arousable on calling =1 CONSCIOUSHESS
ot responding! =0
Plnk i =2
Pale, dusky, blotchy, Jaundlced, other =1 COLOR
Cyanotic i =0
TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORIM _
Date [ Time Pain Score Intervention — “Signature
Pain Tool Used: O NPASS OIFLACC UOIWongBaker CINPS Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
Anaesthesiplogist Name : 2. For post surgical patient, patient with chronic pain, patient with severe pain
: a.  Every 2 hours for first 24 howrs
Anaesthesiplogist Signature: b After 24 hours every 4 hours
c.  Prior to pain refliving intervention
Date & Time: d.  With in 30-60 minutes after pain relief intervention
PACU NIESE NAIMEB 1 e s ssnenssssssaressanasse Transferred to Unitby (PACUY: oo
PACU Nurs Signature: S VA S OR 1 - (- I 111 1 |- N
Date ETIME: crrreneren oo e seees
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DOCTON NAITIE: oo ccirrerieereereenserenresensessenssssenssresssrerabsaesrensas

Date aNd TIMIE & vivveerreerireriscresseseenssrsssmessessesssbsaserantosansssensanes

- R T _
orALLU cHanDay TS ™ "z
Rainbow® ) N
dannm mk Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes a lot to treat the Oitle, Your Right to a Safe Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
D 1{: OO Time: ......c..... N Procedure domne BY ....vcveecvrerevererrsrerenre s snssseesseenssessevensessessens
CSE /Spinal /Epidural Position : ......civeeenee SPACE ©eerreeee e Technigue (LOR/LUS) |
Depth: .o Catheter at SKin: .....ccoecverveneeriereserennenes Attempts © veininnns eemeses e e
Parasthiesia : YeS/NO if YBS QELAIS : ..uevecircrirereeieiisseeiestesessensesssssesasseseseserissersesssansnsssaestossonssnes fansenssnenseniensaessnssensansns
SotON COMPOSIION © vvvvvvveiverresrreiacereraresesaesesasseasestassorssssssesasessessasessesnesnensens ereereeneeerans S
Any other issues :
;) OO OO YOO PSSR OUOROPR
D) sttt et a e s et e R e SRR SR £ e £ SRR SRS RS RS R e eSS s e bR b
Infusion Rate Level Maternal , :
Time. (ml/hr) Balus (ml) Left Bight BP Pulse FHR Comments "
N s = i
—— | _
Delivery Details : ~ Time © ..ooevvencerennnen APGAR: ....cocrvcrnenen -SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEM & ..euveeecveessrressnrerssenrssreesenss eeeererr e ee s ese s et st b s eaEan e eeeeeessensseneneeneeee
PAtIBIT SAUSTACHON © +.veeevererreeeeeerecesresseresesessesrsstsisssressssenssssrsasssesessesessssssasssessesssrse e b ass oasssssusasonsn bt s s deassensasssansnsasasans
Discharge /Shifting ordered by
DOCION SIGNAUTE: «.vuveerereeenresesisernnrnseseemnssessesass ivesereenevans .
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Dr. ALLU CHA Child BirthRight
l\\\\\\l\\\\\\|\||\\\l\\|\\|\\\|\\l\\ Hospital ~ | () eomsinus
PROGRESS NOTES AND DOCTOR'S ORDER
ga':'fme Progress Notes Doctor's Order
\ olelz R Nogpuya
Qb\\cg/: — T 0
’ /OE NSO C\avomie Ndemofregi ne
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Vitle ~] Re -2 | - Avow owally
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Docu. No. : RCH /FRM / CLINICAL / 088
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-
Mastor MAYANK RAGHOTANPURAM - = @
23.00-2021 4YSMID ) ] Rainbow .

Dr, ALLY CHANDANA

RN Hospital_

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Children’s .BirthRight"

PRUGRESS NOTES AND DOCTOR'S ORDER
Daie

& Time Progress Notes Doctosr's Order

Dacu. No., : RCH /FAM / CLINICAL / 088
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Magter mmux RAGHOTAMPunm
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PROGRESS NOTES AND DOCTOR'S ORDER

Date Progress Notes Doctor's Order

& Time

Docu. No. : RCH ;(FHMI CLINICAL / 088




Patient Sticker

"z
Rainbow” ) -
Children’s (L BirthRight
Hospital . BY RAINBOW HOSFITALS

Tttakes & Jot to treat the itle, Your Right to a Sale Delivary

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docuw. No. : RGH /FRM / CLINICAL / 088

(PT.0)




Patient Sticker

N
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Rainbow” o
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS
Tt takes & ot to treat the Hitle. Your Right ta a Safe Detivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RGH

/FRM / GLINICAL / 088




Patient Sticker

N

f_‘

Rainbow® ] L.
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS

Ittakes 2 lot to treat tha tte. Your Right to a Sale Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

D
&a'}'?me Progress Notes

Doctor's Order

Docu. No. ; RCH /FRM / CLINICAL / 088

(FT.0)
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I Rainbow® . _—
Ratient Sticker Children’s ‘Bll’tthght

Hospital BY RAINBOW HOSPITALS
1t bkt & bot b treat the Ete. Your Right to a 5afe Dellvery

PROGRESS NOTES AND DOCTOR'S ORDER

'ia%?m Progress Notes Doctar's Order

Docu. No. : RCH /FRM / GLINICAL / 088
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Patient Sticker

“z
Rainbow® ) .
Children’s | @ BirthRight
Hos pita[ . BY RAINBOW HOSPITALS
I takes & 1ot & treat tha Birle, Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Dactor's Order

Docu. No. : RCH /FRM / CLINICAL / 088

(RT0)
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S Chilirers | @ BIthRignt
I Hospital | () zemosns

— DRUG CHART

/Q it 1 SN

VERIFIED BY : NAIME ..overeeveseeneesssneesessecreerseneensons

Date of Admis“sinn: .................................. Drug AlIBIGIBS: ...cccrvvresresiersssesnermsneressssssasersssrssssssssssas O Not known any Drug Allergles
FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

Ensure that all patient detalls are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
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.

- 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 must follow strictly the FIVE RIGHTS before adminisiration 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 MED]CINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Palicy.

I S0S / PRN (As Required Medication)

DRUG :

i Daley
i Time

Dose

Route | Frequency |Start Date

Doctor's Sigliature Valid Period| Pharm.

Additional Instructions:

DRUG:

Date>
Tir'ne

~ Dose

Route | Frequency |Start Date

Doctor's Sigrature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date
Tirpa

L

Dose

Route |Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

it

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 {PT0)

| ) L




00008653
|-|m-\-omw!"2'nK ”angr:‘wumu
.mr ::l AYOM3D (M)

i

REGULAR PRESCRIPTIONS

EATN

pRUG APy « AUGMENTIN -

Date

el

Dose Route | Frequency (Star E{ate

35y v | BxH 16

Tirvne

bH"

Name & Signature of the Doctor
Starting the Drugs:

(V-

2

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Apn\ © PC M

Date

¥

Time

Dose Route Frequency |Start Tate

200™y \v [B6N D6 (b

Name & Signature of the Doctor
Starting the Drugs:

CLe!

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG:B,\A\' ¢ (3\‘\}

Date

Tir'ne

Dose Rotte Frequency |Start rate

208 | WV 6D |26]6

Name & Signature of the Doctor

Starting the Drugs:

Qo

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : S§- RAENT Plus

Date

Tlfvﬂ

Dose Route Frequency |Start Date

Il | po | ®D [ 26]6,

Name & Signature of the Doctor
Starting t iDrugs:

@9-

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4

Weight. .o Ward. ..o
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To ] Rainbow* . e

I i socsiosis A N Children’s & BirthRight
Hospita| . BY RAINBOW HOSPITALS

It takes a iot to treat the litte, Your Right to a Safe Delivery

Sheet No: ............. REGULAR PRESCRIPTIONS weight ... Ward ..o
DRUG : €T RN — P50 el
Dpse Route | Frequency | S

S | o] B0y | %]

Name & Signature of the Doctor
Starting the Drugs:

Eé,}

O

£

9

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
oRUG: SO) S PRE N@é%%éu Tipe
Dose Route ,| Frequency | Star DR|
Apgh| wesd <5 'ze\rﬂ,

~

v

Namé & Signature of the Doctor
Starting the Drugs:

Additional Intructions:

Daily Doctor’s Endorsement by a Sign

DRUG : (REVADINE GARGLE Di?[t,ee
Dose Route | Frequency | Start Dt. )
21[61

po- | Qoelt

Name & Signature of the Doctor
Starting the Drugs:

_ Addition%ﬁons:

Daily Doctor’s Endorsement by a Sign

hd

b

Date
Time

DRUG :
Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
Docu. No. : RCH /FRM / CLINICAL / 108 (PT.0.)
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Patient Sticker

Sheet No: ......o......

REGULAR PRESCRIPTIONS

M
Rainbow®

Children’s
Hospital .

It takes & bot to treat the Rithe.

q\\\

Welght ..oeeveeneee Ward

BirthRight

BY RAINBOW HOSPITALS
Yeur Right to a Sale Dallvary

Dater

DRUG :

Ti[pe

-

Dose Route [ Frequency | Start Dt,

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions;

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

¥

TiJ‘TIe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctlor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Datey

Ti[vne

Dose Route | Frequency | Start Dt.

Name & Signature of the Doglor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG:

T

Date
ﬁrpe

Dose Route |Frequency | Start Dt.

Name & Signature of the Dactor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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Master MAYANK RAGHOTAMPURAM
23-00-2021 4AY®M3D (M)
Or, ALLU CHANDANA
LAV Welght WG, .
Date»
VARIABLE DDSE TIL!'IE Nurs‘ES\u‘ I Nurs‘e'SAu. [ Nu:ss Sig. I NUfs‘e'SuJ
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign Dr. Sign Dr. Sign
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose Doss 2bgo Dose
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign
Additional Instructions: oose pose pose pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme I Nurs‘e'&g I NurssSig‘ [_Nurs.sSm. I Nuzs‘e'Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
ROUtE Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
Name & Signature of the Doctor o Poss P Drist
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Additional Instructions: o . pose =
Dr. Sign Dr. Sign Dr. Sign Dr. Sign
STAT / ONCE ONLY DRUGS
Date Time Medication Dtllr?:tgrﬁ ;‘igfzer Route Signature Nurses
(Lﬁfd/c__, 74’7 G617 6 LéweesH 0. 6‘307 AeG iz ‘J%
~—a L= - e
: 2o DBeocary 4 Va4 c:ﬁ%
Le/ob | 7aemry e {7 o =
e ¢ m A
2¢[6 | @ | AVGMENTIN 2domg | [
A .
%/é Q1Sam | DEXAME Tvs OME 23 W 0”/ Bt
_ [TeAnexamIC o %
)L | Gtgan | pein AGE b
) % * P
26/5 §160m ﬁl*ﬂacg')’ﬁmdb o0 M5 ‘ G\A/ Neqihe
7,
0\
; - 120m v ;w
.u.} 6 G 3%_47 Napxon€ a2 { D
Tt - DesAM eTHApE 0 ) -
26 |6, [Froofm |y Dexies o W | e

Page: 3/4

(PT.0)




HNH-00005829 1P26-00006653
Master MAYANK RAGHOTAMPURAM
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HNH-0UDOSEZS g
8-00006653
Mastsr MAYANK MGHOTMPURAM

;:.?Aﬁmm 4Y9mM3p ™) Rail‘ll'l.;/éfcfwm
| HlIlﬂ!!ﬂl!llﬂﬂﬂllﬂlﬂmﬂl ] children's | & BirthRight
Hospital . BY RAINBOW HOSPITALS
Tx takees 3 10C £ reot the Mole, Your Right to a Safe Dellvery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCLON: ...c.ceeeveeerreererrerserenseinvesrnssssrseraerenes Department: ....cccoveee e Date of AAMISSION: ..vovveessseessesensaeseens
= | Diagnosis: Any Infection: OYes CONo [ Not Known
= 1 e
§ IFYES SPECHY: «.eeerecerereemerer e eereesenes
-]
2 | Area
= Shift Time
£ | meliical Gondition
= | (Any special condition to be noted):
Allérgy: OYes ONo|OYes ONo|OYes ONo|OYes ONo|CEYes O No |0 Yes O No
Tut%es/Drains/Catheter: OYes ONo|{OYes C1No | Yes Tilo |1 Yes O No £l Yes C1No [O Yes ONo
i .
Vital Signs: Temp:
— Res:
F—
2 5p0,:
2 Pulse:
2 BP:
Fall Risk Score:
Pain Scare:
Safety Neaeds:
» Physiotherapy |O Yes ONo|DYes ONo |O Yes C1No |01 Yes T No {0 Yes TONo |0 Yes CNo
@ .
=
g Others Specify:
g Special Diet: |OYes O No|DYes O No |OYes ONo | Yes TTNo |0 Yes ONo|OYes ONo
E
& [Other Special Ordeys / Medications:
o=
Post Operative Procedure Special.Orders:
Handed Over By Name :
Signature
Date:
Time:
Taken Ovelr By Name :
Signature |
Date:
Time:

]
Docu. No. : RCH/FRM / CLINIGAL / 087
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—— Rainbow® | . I
Patient Sticker Children’s o BirthRight
i . Hos pital . BY RAINBOW HOSPITALS
1 takey & bot b traat the 12ta, Yaour Right to a Safe Delivery
NURSING SHIFT HAND OVER FORM - WARD
Treating DOCIOL: «..ecveveceevereeee e Department: ....cccoveveeeeceeremrrenrarrannens BRI
Z | Diagnosis: Any Infection: ClYes [CJNo [ Not Known
= If Yes SpeCify: .c..cvveeversereeneecrnrnrereerarnenne
= .
o
2 | Area
g Shift Time
= | Medical Condition
= | (Any special condition to be noted):
Allergy: OYes ONo {8 Yes ONo (OYes ONo|OYes ONo|OYes ONo|OYes ONo
Tubes/Drains/Catheter: O Yes ONo|OYes ONo|DYes ONo|OYes ONo|OYes ONo|OYes ONo
Vital Signs:. Temp:
E Res:
= Sp0,;
2 Pulse:
w -
2 BP:
Fall Risk Score:
Pain Scare:
Safety Needs: |
” Physiotherapy {C Yes ONo|O Yes 0/ No |0 Yes O/No (O Yes ONo |3 Yes ONo |0 Yes ONo
=
=]
:§ Others Specify:
E Special Diet: | Yes ONo|OYes ONo |0 Yes LiNo |0 Yes DNo’ OYes ONo |O Yes ONa
g .
§ Other Special Orders / Medications:
[-=

Post Operative Procedure Special Orders:

Handed Over By Name :

Signature :

Date:
Time:

Taken Over By Name :

Signature

Date:

Time:

Docu. No. ; RCH/FRM / CLINICAL / 097
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Patient Sticker Rainb%w’ . - —
Children’s ‘Blrtthght
CHECKLIST FOR THROMBOPHLEBITIS Hospital | et
DAY-1-26)' DAY-2 DAY-3
8. No. SITE OBSERVATION STAGE / ACTION SCORE—w T E I N | M T E Ml E Remarks
No signs of phlebitis /
1 IV 5ka appears heally Observe cannula 0 O
One of the following signs is
2 evident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannula N4
* Slight redness near [V Site
Two of the following Signs Early stage of phiebitis / A i
3 | are evident Resite Cannula 2
Pain at IV site Redness
Rl P ———"y
4 in alos Resite Cannula Consider 3 "
Pain along Path of cannula Tiestant Vé
Redness around Site Swelling i
AII- of the followmg_slg‘ns are Advanced stage of phlebitis or
evident and Extensive : t 1 hromboniiatis o
5 | Pain along Path of cannula Re Start 0 rlom oN de tis / 4 |M
Redness around Site Te site Cannula Consider
Swelling palpable Venous cord reatment
Al of the following Signs are '
evident and Extensive : Pain S]dvanced ﬁ?‘.’ of f
6 | along Path of cannula Rediess | rombophiebitis/ 5 |NA
around Site Swelling palpable nitiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse iy

NOTE : Phiebitis greater than grade 2 should be reported to physicians and other appropriate health care personal ongoing observation of the site should continue for 48 hours post removal to detect post infusion phiebitis.
Signature of Shift In Charge : Signature of Ward In Charge :

SIGNALUNE : ... enns INBITIR 5. mmasrsisessansesiassbssipsamins nisasnnss
Docu. No. : RCH /FRM / CLINICAL / 137
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Rainbow’ S
Children’s (. BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the Iittie. Your Right ta a Safe Delivery

Date :

Time :

AT

1. Completely immobile:
Does not make even slight changes

2. Very limited:

3. Slightly limited:

4. No limitations:

Mobility _ Makes occasional slight changes in Makes frequent through slight Makes major and frequent changes in
in body or extremity position body or extremity position but unable changes in body or extremity position position without assistance.
without assistance. to completely turn self independently. independently.
2. Chairfast : 3. Walks occasionally: 4. All patients too young to ambulate;
“Activity The degree 1. Boatst : Ability to walk severely limited or Walks occasionally during day, but for OR walks frequently: S

of physical activity"

Confined to bed

non-existent. Cannot bear own weight
and/or must be assisted into chair or
wheelchair.”

very short distances, with or without
assistance. Spends majority of each
shift in bed or chair.

Walks outside the room at least twice a
day and inside room at least once every
2 hours during walking hours.

Sensory Perception

1. Completely limited:
Unresponsive (does not moan, flinch
or grasp) to painful stimuli due to
diminished level of consciousness or
sedation, OR, limited ability to feel
pain over most of the body surface.

2. Very limited:

responds to only painful stimuli, cannot
communicate discomfort except by
moaning or restlessness; OR, has
sensory impairment that limits the
ability to feel pain or discomfort over
half of body.

3. Slightly limited:

Responds to verbal commands, but
cannot always communicate discomfort
or need to be turned; OR, has some
sensory impairment that limits ability
to feel pain, or discomfort in one or
two extremities.

4. No impairment:

Responds to verbal commands.

Has no sensory deficit that would limit
ability to feel or communicate pain or
discomfort.

Moisture Degree
to which
skin is exposed
to moisture

1. Constantly moist:

Skin is kept moist almost constantly
by perspiration, urine, drainage, etc.
Dampness is detected every time
patient is moved or turned.

2. Very moist:

Skin is often, but not always, moist.
Linen must be changed at least every
8 hours.

3. Occasionally moist:
Skin is occasionally moist, requiring
linen change every 12 hours.

4, Rarely moist:

Skin is usually dry, routine diaper
changes; linen only requires changing
every 24 hours.

FRICTION-SHEAR
Friction Occurs when
Skin moves against
support surfaces
Shear Occurs when
skin and adjacent bony
surface slide across
one another

1. Significant problem:
Spasticity, contracture, itching, or
agitation leads to almost constant
thrashing and friction.

2. Problem:

Requires moderate to maximum
assistance in moving. Complete lifting
without sliding against sheets is
impossible. Frequently slides down in
bed or chair, requiring frequent

repositioning with maximum assistance.

3. Potential problem:

Moves freely or requires minimum
assistance. During a move, skin
probably slides to some extent against
sheets, chair, restraints, or other
devices. Maintains relative good position
in chair or bed most of the time but
occasionally slides down.

4. No apparent problem:

Able to completely lift patient during
position change, moves in bed and in
chair independently and has sufficient
muscle strength to life up completely
during move. Maintains good position
in bed or chair at all times."

Nutritional Usual
food intake pattern

1. Very Poor:

NPO/or maintained on clear liquids,
or 1Vs for more than 5 days OR
albumin < 2.5 mg/dl OR never eats
a complete meal. Rarely eats more
than half of any food offered.
Protein intake includes only 2
servings or meat or dairy products
per day. Takes fluids poorly.

Does not take a liguid dietary
supplement.

2. Inadequate:

Is on liquid diet or tube feedings/TPN,
which provides inadequate calories and
minerals for age OR albumin < 3 mg/d|
OR rarely eats a complete meal and
generally eats only about half of any
food offered. Protein intake includes
only 3 servings of meat or dairy
products per day. Occasionally will
take a dietary supplement.

3. Adequate:

Is on tube feedings or TPN, which
provide adequate calories and minerals
for age OR eats over half of most meals.
Eats a total of 4 servings of protein
(meat, dairy products) each day.
Occasionally will refuse a meal,

but will usually take a supplement if
offered.

4, Excellent:

Is on a normal diet providing adequate
calories for age. For example, eats
most of every meal. Never refuses a
meal. Usually eats a total of 4 or more
servings of mean and dairy products.
Occasionally eats between meals.
Does not require supplementation,

Tissue Perfusion &
Oxygenation

1. Extremely compromised:
Hypotensive (MAP < 50 mm Hg;
<40 in a newborn) or the patient
does not physiologically tolerate
position changes.

2. Compromised:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/dl; capillary refill may be

> 2 seconds; serum pH is < 7.40.

3. Adequate:

Normotensive oxygen saturation may
be < 95%; hemoglobin may be

< 10 mg/d; capillary refill may be

2 seconds; serum pH is normal.

4. Excellent:
Normotensive, oxygen saturation
> 95%; normal hgb; capillary refill
< 2 seconds.

Severe Risk : less than 9

| High Risk:10-12 |

Docu. No. : RCH /FRM / CLINICAL / 119

Moderate Risk : 13-14 |

Mild Risk : 15-18

| Notat Risk: 19-23

TOTAL SCORE

Evaluator's Name




Support Surlaces
Risk Score Category Action (Ptease Note; Only required for children who are deemed at risk due
to altered mobility, consider occupation therapy referral for advice
Regular Turning Schedule _ .
Enable as much activity as possible High density foam mattress
15-18 At Risk Protect the heels Gel pads for high-risk areas
Use pressure redistribution surfaces Alternating oressure matiress overla
Manage moisture, friction and shear aling p y
Advance to a higher level of risk if other major risk
factors are present
High density foam mattress
Use the Same Protocaol as for “At Risk” Patients o
1314 Moderate Risk Gel pads for high-risk areas
Position patient at 30 degree lateral incline using foam wedges .
Alternating pressure matitress overlay
Follow the same protacal as for “Moderate Risk” Patients High density foam maitress
10-12 High Risk In addition to regular turning schedule Gel pads for high-risk areas
Make small shifts in their position frequently Alternating pressure matiress overlay
Use same protocol as for “High Risk” Patients High density foam mattress
Less than 9 Savere Risk Add a pressure redistribution surface for patients with Gel pads for high-risk areas

severe pain or with additional risk factors.

Alternating pressure matiress overlay
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: Rainbow® . s
Patient Sticker Chlld!'en's . Bll‘tthght
Hospital O RASAOW YIS
PAIN ASSESSMENT FORM ki Ao e e
Pain Score Modifying | Patient / Family
Date Time (0/10) Location Duration Acuity Character Faclors Educated Intervention Sign
O Continuous | 1 Acute O Sharp O Dull [ Increasing. | [ Yes C@__
ou’l é)% (O M O O] Intermittent | CJ Chronic [J Aching (7 Burning | [ Decreasing | J No
O Continuous | O Acute [J Sharp  [J Dull O Increasing | O Yes
[ Intermittent | CJ Chronic [J Aching [ Buming | OJ Decreasing | (1 No
O Continuous | I Acute (3 Sharp  (J Dull O Increasing | [J Yes
O Intermittent | (O Chronic J Aching [ Buming | [ Decreasing | [ No
O Continuous | [J Acute (] Sharp O Dull O Increasing | [ Yes
O Intermittent | (] Chronic O Aching (] Buming | O Decreasing | [J No
O Continuous | [J Acute [J Sharp  OJ Dull (J Increasing | [J Yes
O Intermittent | O Chronic (0 Aching (] Buming | (J Decreasing | (I No
OJ Continuous | [ Acute CJ Sharp (] Dull [ Increasing | [ Yes
[ Intermittent | [ Chronic [0 Aching (J Buming | OJ Decreasing | [J No
[0 Continuous | O Acute (] Sharp O Dull (O Increasing | [ Yes
[ Intermittent | O Chronic (J Aching [J Burning | (3 Decreasing | [ No
[0 Continuous | [J Acute (] Sharp O Dull [ Increasing | [ Yes
O Intermittent | CJ Chronic [J Aching [ Buming | [ Decreasing | [J No
[ Continuous | OJ Acute [ Sharp O Dull O Increasing | [J Yes
O Intermittent | [ Chronic [J Aching [J Bumning | [ Decreasing | [J No
(0 Continuous | (] Acute O Sharp O Dull [ Increasing | [J Yes
[0 Intermittent | CJ Chronic [J Aching (3 Burning | OJ Decreasing| [J No
Re-assessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post-surgical patients, patients with chronic pain, patient with severe pain:
a) At least every 2 hours for the first 24 hours b) Then every 4 hours.

¢)  Prior to pain pain-relieving intervention. d)  Within 30 - 80 minutes after pain relief intervention.
Docu.No: RCH /FRM / GLINICAL / 152

(PT.0)
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" Nomerical Paln Scale (Obstatric snd Gyascaiogy)

PAIN ASSESSMENT TOOLS

FLACC PAIN ASSESSMENT SCALE (1 Month o 7 Years)

@@@@@@

Humuuean

1 ) ] | 1 1
3 4 § 8 7 8

Wong - Baker (Pediatrics) Abova 7 Years

I'll‘lsl.llﬂelﬂﬂl'e Emwn Hll‘b\'lhuhLol

i

SCORING
CATEGORY
D 1 , 2 .
Occaslonal Grimaca of Frown, Frequent fo constant froiv,
Face No Particular exprassion or smlle withdraw, Disoriented quivering chin, clenched Jaw
Legs Normal Poslticn or Ralzxed Uneasy, restless, tense Kicking, or legs brawn up
oy | oot SRRSO | s i
Mgaans or whimpers o¢casional G steaddy, screams of sobs,
i 1=o Cry No Cry (Awala or aslesp) complalnt i f,gqu'"“m complaints
Pamnmn . Reassured by occasional touching,
Consolabiiiy Contant, reiaved bugging, or being talked to, Difficult to consols or carmfort
distractibls
Neonatal Pain, Agitation and Sedation Scale (upto 1 Month)
Assessment Sadation Hormal . Pain / Agltation
Criteria
] 2 -1 )] 1 ) 2
Erylng No Cry with painful ) Moans or criea Apprapriats crying Not| Iitable or crying at | High-pitchad or sflent-
Initabiktly stimuli minimally with painful| imitabla Intervalg consolable | continuous cry
stimuli Inconsolabls
Behavior 8tals | No arusalto sny | Arouses minirhally to | Appropriate for Restiess, squirming | Arching, kicking constanily awake
stimuli stimuli gastational age Awakans frequently | or
-| Na epentansous Little spontancous Arousas minimally / no movement]
mavement mivernant (not sedated)
Faclal Mouth s lax Minimal exprassion | Relaxed Appropriate | Any paln expression | Any pain expression
Expression No exprassion with stion] fntarmittent cortinual
Extremiles | No grasp reflex Weak grasp refiex | Relaxed handsand | Infermittent Continual clenched
Tone Haceld tone decreased muscle | fest clenched toes, fists | toss, fists, or finger
tone | Normal Tone or finger splay splay
Body 1s not tanse Body is tense
-} Vital Slgas HR | No variabiitty with | Less than 10% Within baselinaor | Increase 10-20% | (ncrease greater than 20% from
RR, BF 820; | stimul variabifity from normal for from basefing basaling, Sa0, less than or
Hypovertilationor | basstine with stimull | gestational aga 5a0, 76-85% with | equal to 75% with stimulation -
2pnea stimulation - guick | slow racovery Out of sync or
recovery tighting ventitator

~/
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Rion | @ BirthRight
' Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the litte, Your Right to a Safe Delivery
THE HUMPTY DUMPTY SCALE
| PARAMCTER CRITERIA SCORE :ff DATE | DATE | DATE . DATE
B - Less than 3 years old 4 !
- 3tolessthan 7 years old 3 |5
7tolessthan 13 years old 2
13 years old and above 1
Gender 1ide & =%
Female 1
i Neurological Diagnusis 4
i ““.mtions iy Oxygenation (Respiratory Diagnosis, 3 ¢
‘ Diagiosis | 112 ydration, Anemia, Anorexia Syncope / Dizziness, etc.
Psych/Behavioral Disorders 2
Other Diagnosis 1
Not aware of Limitations 3
Cognitive Forget Limitations 2
Impairments Oriented to own ability 1 {
History of Falls or Infant-Toddler Placed in Bed 4
Patient uses assistive devices or infant toddler in crib or 3
Environmental | Furniture/Lighting (Tripled Room)
Factors Patient Placed in Bed 2
Outpatient Area 1
Response ta Within 24 hours 3 =
Surgery / Sedation| Within 48 hours 2
Anesthesia More than 48 hours/ None 1
Sedatives (Excluding ICU patients sedated and paralyzed) 3
Hypnotics 3
Barbiturates 3
Medication Phenothiazines 3
Usage Antidepressants 3
Laxatives / Diuretics 3
Narcotics 3
One of the Meds listed above P
Other Medications / None 1 (
Total
Intervention: -Fall Risk: Low Humpty Dumpty Score = 7-11, High Risk Humpty Dumpty Score = 12 or abovd

Bedinlow position

Call device within reach

Wheels Locked

Room free of clutter

Adequate lighting

Wheel chair support

Other Intervention(s) Specify

Nurse's Name:

Signature:

Date:

Time:

Docu. No. : RCH /FRM / CLINICAL / 005
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" Children’s & BirthRight
Hospital BY RAINBOW HOSPITALS
1t tokes 2 kot o treat the Fite, Your Right 1o a Sale Delivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
s Al l..l.l i S ij | N \ll'ﬂ | Y Nl
Pafi . O3 70 MO 0N4 O qpUJUTI R . R | e Ll
PahentNami.]t 1 -Q{‘@{?!f- & K fk Age: ?6 f%"}qgnder
UHID No: “ .' }L' ‘;-;'" ljﬁ"_lﬂ' )_1\1 / .Dfate[‘QC! = y1ime:
Diagnosis; ¢ '~ | CAUTIONT OV ( K¢ Pt
PRESCRIPTION DETAILS (Tick only one of the following)
S.No ~ Drug Name . Dosage ,  Remarks
A. Fentanyl Citrate Inj. 50mcg/MI s Sl VRIS LS
2. | Morphine Sulphate Inj. 15mg/MI
3. | Remifentanil Hydrochloride Inj. 2MG :
4. | Remifentanil Hydrochloride inj. 1MG i .
ywrmlyy ()
Doctor Nal Doctor Registration No: 4717
Slgnaturew (m l g d : :

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E

(Details of the Patient to whom Essential Narcotic Drugs Dispess%ef) ; \ ) (

IR MOL. .........covessibiepensisvoptosogs ssisomissossssususiatisd Date el i
™ Aadhaar No. of the Patlent (Optlonal) ........... R R Rl
L
1. | Name: Maj"u Md /Ur' Mﬁrf 0IC M Remarks

2. | Complete postal address (with contact number, if any) A ! ‘ ’ !

3. | Brief description of the illness

Whether registered with any other registered medical practioner /

4 recognized medical institution ( If yes, details of the recorded) - ’_‘
: : . : rFipour
5. J-Details of essential Narcotic drug dispensed
‘ Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
A0 ‘ T e ; =g Patient Attender
U‘J )Nj '-”'\-y(ff‘j/l' U/ C:j‘:::r
DI Saf / Qb b ii\“- | ture: SAN &
spensed by (Name & ID No.): .. MA‘U”C‘ ....1(,U.:‘.‘*.é.v.....(E].?..,..ﬂ...r.,rjgna ure: ‘7410‘ ..............
Recewed Be me SABINBIEE 0 G i e i i s s o s uasten =iy b gnatEe: artns e S e

L1 i i R s

Docu, No: RCH/ FRM / CLINICAL / 133 : : n
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L-o0p0 Rainbow”® Y P,
Children's | @ BirthRight
Hospital DY RAINGIW HOTENALG

1 tokes 2 lot to treat the e, Your Right to a Sale Delivery

NARCOTIC PRESCRIPTION FORM

(MEDICAL RECORD)
- 1
Patient Name: r\("’] ¢f N oM end | E } pU'age: L) { Gender: [\ A
UHIDNaH T T - CF 00T 7 1o pate; J { | £1)( Time:
Diagnosis;}'{-""; é]f_; .J-’('"(_” / ; psc! (0 '}
PRESCRIPTION DETAILS (Tick only one of the following)
S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI {O¢ 1 at 4 i
) Morphine Sulphate Inj. 15mg/Mi - P )
3. | Remifentanil Hydrochloride Inj. 2MG - e
4. | Remifentanil Hydrochloride inj. 1MG i
Doctor Name% rmy Doctor Registration No: 6 47 2 7
Si Ay’ A6
vobe (|54
. 7
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed
IP REGISIAHON NO: -...oorr s eeee oo sessssene e Date:.2. o0 YN
™  Aadhaar No. of the Patient (Optional): .........ccoovoaiviiiiieiiiiiiiiiii e
i ' 2 ‘_I
1, Namei\d{g f'a U Mq roin kK Wenh ]m [uye Remarks
>} ]
2. | Complete postal address (with contact number, if any) » ‘ ;
- (Y
3. | Brief description of the iliness ;LJ 180 IO I "’ (.,' O S
4 Whether registered with any other registered medical practioner / N U
" |/ recognized medical institution ( If yes, details of the recorded)
5. | Details of essential Narcotic drug dispensed Fie fo “{[
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
i , A ! Patient Attender
VT Tdony] 0]
; t
Dispensed by (Name & IDNo.): ...,.....h....0L....... l ....................... ; Signature: ...., * ..... PR 0 e
Received by (Name & ID No.): ] ... Signature: ..! ...............................

Tt 20 Bk L N e el =)

Docu. No: RCH/ FRM/ CLINICAL / 133
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Rainbow ‘

Children’s BirthRight
PATIENT TRANSFER FORM acpial . ot
It takes a ot to treat the littie. Your Right to a Safe Delivery
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00005829 1P26-000086: 2/ L6 / 20 . et t ©
Master MAYANK sucnormpumuﬂ 'Qé‘/ w// RE é/ ~ # ! 56'0“
L 23-09-2021 4Y9M3D (M)
D'I”‘mi I‘r*iiilm"" ]Il”l“ m Transfer Ordered by Reason for Transfer
P Susamf. ﬂJm}SS;'wL
From Unit To Unit Information to Attendant
Yes |+ No[ |
Fp oT
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
$23 Yes| | No[ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1
2.
3.
4,
5.
Shifting Summary / Notes Written by Doctor:  Yes [/f ] No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

S

Do 5%5&’5\//'

Patient & Clinical Records Received by :

W™

Date & Time of Patient Received : ﬂ

lplof @ 1:30%™

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




HNH-0000582¢ |P26-00006653
Master MAYANK RAGHOTAMPURAM
23-09-2021 4YBM3D (M)
Dr, ALLU CHANDANA

T DT —

EMERGENCY ROOM TRIAGE FORM

Patient's NAME & ....ocviviieiiieieie et ceecr et e et s s s ssnsnane AGE : i Gender: [ Male []Female

Date : 616/ Time of Arrival :
Allergies: [ No (JYes [ Food [ Medications [ Blood Transfusion

¥

Rainbo . e
c?:'u?dg:s ‘BlrthRught

Hospital BY RAINBOW HOSPITALS

It takes 2 lot to treat the iitte. Your Right to a Safe Delivery

\\

A9

[C] Other (Specify): ..... ... ] Not known

Source of Information : _L=Parents ] Oters (SPECITY) ...oovuuuvuimmmuussinniiiisisssssissimasssssssss s s s

Mode of Arrival : ~_L+-Ambulatory [] Wheelchair

Initial Vital Signs:  Temp: 97-.9. PR:.123.

Chief Complaints: ﬁO&m&-‘?cﬂwﬁm

[] Ambulance

BP: IQQZ&-? RR: e $p0,:.29.....

s

INITIAL PHYSIOLOGICAL CATEGORIZATION

INITIAL PHYSIOLOGICAL STATUS

Appearance Work of Breathing m
~E1 Normal A S Nomal O Increased [J Unstable :
O Sick Looking Circulation / Colour [ Decreased [ Gasping/Apnea [ Not — Life - Threatening
/Zﬁormaf (J Abnormal [ Bleeding [ Life —Threatening
Triage Classification CTAS
[1 Level1: Resuscitation 1 Immediate
(1 Level2: EMERGENT : Life or limb threatening 1 < 15min
(] 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 =60 min
7 Level5: NON — URGENT : May receive care when convenient ] 120 min

* CTAS - Canadian Triage and Acuity Scale

NOTE : Allimmunocompromised 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
Triage Completion TIMe : ....oovvvverrerenenes

Communicable Disease Triage Screening

PART A. The following questions should be asked to all
patients at the initial screening:

1. Have you had fever (elevated temperature) in the past 2
weeks

2. Have you had cough or a rash in the past 2 weeks

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

PART B. For patients reporting fever and respiratory/rash
symptoms: [ | Not applicable

1. Have you travelled outside the INDIA? or had close
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

It voi; SHEtELOCAHON: ..iiunsiomiaiiimmmmssnissiriinniis

2. Are your parents / close contacts at home is/a healthcare
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse : Mﬂ .........

UY&S/'ZNO/
LIYes,Z(
(] Yes [ G

O ves/g«u/
[ Yes /um/

Date & Time : ... &6/ é‘/ﬁlé ............. é. é’ﬂ!}m

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

PART C. A positive communicable disease triage screening is
considered for any patient who meets one of the two
following criteria:

[1 Any patient with Fever / Rash / Vesicles / Discharge from Eyes
and Cough

[] 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.

PART D. ACTION / INTERVENTION: (for positive suspected
communicable disease triage screening)

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

1 The patient should be given a surgical mask immediately, if not
already wearing one.

Both patient and triage staff should perform hand hygiene.
| The staff should use PPE (as appropriate).

Signature of Triage Nurse : .......... pr‘—E .................................
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It takes a ot to treat the little. Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : 96/5 (26 .. Time of arrival : ..&: AL A ...,

Chief Complaints: ffaﬁc\we%@ml—famta&gw ..................................... R
Height © «....vvveeoneeee.. Weight : ...13: 6. BMI: oo, Head Circumference (<2 YEars) ..............oo...ccooovovveererernen
Allergies: ['Yes [J No [ Medications I Blood Transfusion O Food [ OMBE ..coisisviimminississasiassncis

LR [0 1101114 OSSR

Pain Screening: ] Yes [ No If Yes, Pain Score: ................. Pain Tool Used: [ N Pass L] FLACC [ Wong Baker
o CJ Character ...~ ........... (7 Location —faww C] Frequency ...........foeee..... U] Duration .5
RISK FOR FALL: Functional Screening: [ | No Abnormalities Detected
] If patient is < 6 years ] Mobility Problem~—
tick below fall risk intervention directly ] Walking Problem
] If Patient is > 6 years ] Developmental Delay

Assess the below parameters

D . .
History of Falling: within past 3 months [ 1Yes <No MSGICswelata Conganital Abrpsmalty

Ambulatory Aids: Inform consultant for positive criteria
e Wheelchair [JYes -C1No
 Uses furniture for support ClYes lNg | ot
Gait/Transferring: e
. . .
® Siiirashs (Rumobs B = Nutritional Screening: [ ] No Abnormalities Detected
e Weak []Yes £No O Underwsicht
¢ |mpaired [JYes +FNo - . g
@ | Mental Status: Forgets limitations [1Yes +No VARSI
L] Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Specialdiet
Fall Risk Intervention: [l Speciafesdingmstiod

[} Escort while ambulating
1 Assist Patient Inform consultant for positive criteria

L] Educate patient and family on fall precautions/prevention

Psychological Screening: .. | No Significant Findings

Unusual concerns about patient's Psychological Status: [ 'Yes _[ No

If Yes Consultant Notified: ...................coocvreeenennne. (2R 1) | S ——

S0CIAl HISTORY: LIVES WIth ... 0 ittt et s e seaee
Sibiingsinhousehold TiYes [C1N0 (WYEBHOWMEBIVY .owvmvvnsarivusissviomsicsmsmmpimtisinsimms s isissrsississssisieions

Time of Initial assessment completed by ER Nurse : 64501{\”1
Docu. No. : RCH /FRM / CLINICAL / 120 (PT0.)




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

Time Nursing Notes

,ﬁu@p QQe{f“;ﬂ.ﬁ P,_Lﬂ,‘pm\f f‘Ofn(%'rjjo'rL

il €k egke.n/

Samples collected by: Time:
6w
Samples sent by : ~al ayer - Time:
Medication given in ER:
%ﬂg/ Medication Route Dosage & Instructions Dgi‘gﬁr gjllg:‘?,
Condition of patient at time of shift - out : | Details of Shift - out
3P S— BP: 00080, OFT: s " Shift - out from ER10: oo L o
. O .
RR: o B DREL: b iiemroons Time Of Shift - OUE: ...
(S e Temperature : ....93.............. _
HandOVer IVBNR 105 .........cooeeissesssassonssssssnssosissssasiasdsasan
Pain Score: ...8.2...... (Nurse’s Name)
Repeat RBS (if applicable): ..........ccocovveeivrecriiiennen. |
Tick as applicable: = MLC O LAMA “JBROUGHT DEAD
Pracedures done With delalls (f BIIY). ......cusisiiermsyismnssoscisss ussssoasssssmmsssisisaiaisinsileb s bsnesisss
Name of the Nurse : .......... N W Signature of the NUrse : ... E2 ..o

Date & Time : ...\Q{/é/ﬂ.@....@..gf.é&ﬁ..ﬁ.m....‘....




P rl,'z.

|| patensioer | Chitdrons | @ BirthRight
Hospital _ |\ zmemmeci
POST OPERATIVE - DOCTORS HANDOVER FORM
OT to __L¥Ficu [ NICU | MICU  [] WARD
Date: &G}G}QG Time: .15 S0m...
Name of the Surgery: o P0enOTONSILECTOMNY. 6 COBLATON. .o

Drugs used for sedation during surgical procedure: AJPRDPDFOL : .&M&Qﬂﬂ.ﬂQ.heﬂ.lv.,ﬁ{l".'.&hlm% &Tmz

_ﬂ{\]""l YT o S N LY Y Ao N
IV Fluids type / amount used using surgical procedure: QL@JBOMI/'M ...................................................
nput 2.5.0.....ml Output.oveeeer.n, m Blood Loss.2........... ml

Blood Transfusionifany............... oSO

Any intra operative event: ..... wpeol. ... ﬁ:covc—zﬁ,ﬁ\r}h&mmow& ...... 10Ma v ..
POAW,\J.baﬁm' A Aaion C—Rclaax%l’n,c:.o@lml-r‘:tm)[%) ........ 8){6(1—

On arrival to PIG(/NICU / MICU / WARD:

Temp: oo, HR: .13.:2,[.&4’1.1.. RR: !8}‘UUD BP: .l.B/éJ.m.u? CRT: ..4..3a¢
Peripheries: ...Iafosm. ... Spozz’f‘f@[{......g u,l}'{'o}/rw‘n

Drains: ......... DN et
ET Tube: [ | Cuffed .| Uncuffed

SIZE OF ETT: oo Length of Fixation of ETT: ......ooiiie,

Surgeon’s Notes: | i)es' [ INo

Time of Arrival to Unit: .92 S28M0 o,
Handover given by: Handover taken by:
Anesthesiologist's Name C%T%Uulw ................ DOCHOE'S NAMIE wvvvooeooeeeeeeeoeeeee oo
5 ) =t /SO SIGNALUIE. 1.
\ &G}GJQ@,’Q‘OE‘W’) DAtE & THME: +.ovvveeeereeer e eesseesseseesseeesesessessessseeseeone

Docu. No: RCH /FRM / CLINICAL / 159
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; . : 1.+~ Rainbow’
‘Burtthght Children’s

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery Hosplta'

It takes a lot to treat the little.

OPERATION THEATER NOTES

HNH-00005829 IP26-00006653
Master MAYANK RAGHOTAMPURAM
Patient's 22002021  AYOMID  (M........ccceeeiieeeeeiieeeennnns AB Sreavissenennt Gonder : ...z
Dr, ALLU CHANDANA
UHID.: . T T ——— Weight s .
Surgeon . Toar CIAamionne Asst. Surgeon :
Anesthetist : ’ OT Nurse :

Surgical Procedure :

COBLATION  ADENUTONALLECT owv?‘

Indications for Surgery :

i . Plarvolonan bl

Date : 26 /ﬁ 126

Start Time :

End Time :

£ Q’J—ﬂpﬂ:nﬁj_

PRE-OPERATIVE PREPARATION :

OPERATION NOTES:

{Ch

nf a“n Roscs pesotaon

ki MR i

am am:hca{

’”Ld

”fo’/wifn”&cw CLV‘VLL W)“/l (,U(T(a‘f;.m

|
Alernestaia

/sf;c,um,u:( :

CNJ\O(MCE M_d.uf_’bmgj
/f\/vou; claure.

- uvmwmf’{?‘w{ i

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

= Npw sl ﬁm[bu ounooles,
- i wammH 5"151«4]];\17/&3811
s bk Dcm - 2qgona V[V aew
J o }ﬂw F)v/ //aw«lm
= J’Jvlr- DEx A JI LM/:\// -H’W\[ F o
- T T (Sadsd)
Q/vxP ReLenT - plws
_,9/5 ned 4 S [ 3
Q Sp-Annday . OTRWIN -p no
- . P melu %M&Wﬂ i s t—3 <
! Sl Iy $oLpee N
/ mmqm 1711
W'RWN7 ““‘“‘J( - BEIADINEG garsgls @44
YOSPAE — b (J v -

o”]rd\/l N - bﬁd‘w%

Consultant Surgeon's Name

Consultant Surgeon's Signature

Date : 2"/1!/206 ......... Time : ... 9. Moy



SURGICAL
SAFETY CHECKLIST

Surgeon : ........ )DKA{LUCLM'ML- o Rt SN

Asst. Surgeon : ...........
Anaesthetist : .. & SAM. (&

HNH-00005829 IP26-00006653
Master MAYANK RAGHOTAIIPUH.AM
4YOM3ID

Iﬂ|I||II||N|||IIHII|III!II||I||III

Age : '.H.\!.XSGender :

Y NAME & oo

™

Chitdrens ‘BirthRight:

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Scrub Nurse : . S0 &Lfﬁ oth...... | Dates IGLZé IN-me : oo fobpver.c. OUEEME o DL 2@y
Sy f o 0". .
Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time:.. 8. A TIME OUT  Time:.. F.2SSa(D SIGNOUT  Time....4....20.
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity U¥es CINo introduced themselves by Name and Role~Yes “No - The Name of the Procedure Recorded :@ “INo
Site C¥es CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure JHes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) 45 TINo C/NA
Consent JAes CINo Correct Patient (Check ID Band) ~ -=Yes CINo The Specimen is Labelled (including
Site Marked CYes CINo &NA Correct Site _LAfEs CINo patient name) TYes CINo CNA
Anaesthesia Safety Check Completed  “L¥es “iNo Correct Procedure ~Yes CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning .Yes [1No Anticipated Critical Events Problems to be addressed C1¥es CINo #7NA
Does Pa“ent ha\fe a. 8urgeon Heviews:
Known Allergy? CYes Do What are the Critical or Unexpected L iy s R
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery
Anticipated Blood Loss? LAes CINo CINA and management of this patient? ANes CINo

Yes, & Equipment / Assistance
Available OYes N0

Risk of > 500ml Blood Loss
(7mi/kg In Children)?

Yes, and Adequate Intravenous

Access and Fluids Planned 1Yes T"HNo [1NA
Blood Units Reserved CYes LMo CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? “Yes CINo CINA

Signature 4”“/ .......................................

Name : br. Adda

Anaesthesia Team Reviews:

Are There Any Patient-specific Concerns? [ Yes/'«rNU* 1NA
Nursing Team Reviews:

Has Sterility (including indicator results)

Been Confirmed? are there Equipment

issues or any Concerns? 2¥Yes CINo CINA

Is Essential Imaging Displayed?

/’fes CINo CINA

Signature :................ ? a@qg(am ................

NAME oo L Jj ..................................

Doc. No. : RCH/ FRM / CLINICAL / 111
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. Rainbow” ) _
Children's | & Birth Right
Hospital . BY RAINBOW HOSPITALS
PATIENT TRANSFER FORM It takes a lot to treat the little. Your Right to aSafe Delivery
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00005829 |P26-00006653 [ /‘ | f
eS| AUE prgae | 28 )2@ 9t
"'\‘i‘i'l'\"\i ﬁ"“‘ﬁﬁiﬁi‘“m ‘““I“ |‘| Transfer Ordered by Reason for Transfer
Dn =
Dk Qam obsesveshon
From Unit To Unit Information to Attendant
0T P 1OV Yes [\ No| ]
Number of Sheets in Clinical File 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
Sl.Na. ftem Name Quantity
L Pl )
2.
3.
4,
5.
Shifting Summary / Notes Written by Doctor:  Yes[ | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
)
e s
Patient & Clinical RecorEg Received by :
Q_x W oum
Date & Time of Patient Received : Q/g [ JA / oﬁ@

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

| Unavailable Bed [ ] Nurse not Available (] Available Bed not ready
Docu. No. : RCH /FRM / CLINICAL / 102
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CONSENT FORM FOR GENERAL / gﬁi?d"fﬁ‘?;’; ‘gjﬁgﬁgﬂ
REGIONAL ANAESTHESIA / Hospital | {rumwancre

MONITORED ANESTHESIA CARE

Patient Name WM?"J( ..... 2NN AP UIP Age:......ﬁ;......Gender:‘l\@eE/FemaleD
UHID NO: ...... /"N’/’537"7 .......... Surgeon Name: @‘/ ............................................................................

Anagesthesiologist : ............... :BY‘ ...... \fa/“/"‘ ....... / b 1Y m ...........................................................
Operative procedure planned : ............ ATEIY IO T ALA CLTNY | L eallalin

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 involve's using a local anaesthetic to numb a specific area of the body fdr 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 [ Hypertension [0 Diabetes mellitus [ Renal failure
- [0 Hepatic disorders O Shock [ Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Di?.ase

111 L o
» Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me lg patient"S
............................................................. the above mentioned operation / Diagnostic / Therapeutic dures

" authorize and give consent for anaesthesia ( O pagional / OJ Genefal Anesthesia / 0 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
freatments 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 P.7.0




| 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 \pNo/
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 Attendant ; Witness : Vool Lo

SIGNATUNE & ... B s Signature : R

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

1111311 o B e

Name@\/ /
Date & Time ... 20 /5 ............ A-... B0~




HNH-D0005828 1P26-00006653
Master MAYANK RAGHOTAMPURAM

T o surcenyon B | @ srtmmgnt
SPECIAL PROCEDURE rospital | s
Patient Name : ... 0ORYANIE | R RAHYTINNPVR A\ Gender: ﬁﬁale [ Female  Age: ... L' {?“GIWHNS
UHID NO & oo eseeeseeesseneeene Date : 1‘**/‘“{2!4
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)

......................................................... COBLATIAN...... ADENLTONS]LL &Tm/‘{ifll
UDOM e
............................................................................. (Name of the Patient) _ #MAYANIC  €rgy. vmm]oueﬁm

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 responsible for any untoward event thereof.

........ POl BN . s st s o A N A SRR At
AN VAL V'P‘&YV\ .....................................................................................................

My signature on this form indicates that

1. Ihave 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. Ihavehadachance to ask my surgeon questions.

4. |havereceived 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 / PrOCEAUIE: .............ccvveeiiiiiriiiiiiecie et eaaas
Consentee : Patient Attendant : = M/M\/
DT R S, Signature : ......... Y&W ..................... - e
NBNB L i eisaplmress itls e ias s xR Name: ........... L%HI’S(){C/ .......................
DABETING L ..o icioidonsnssisssremmeesissensnnstnnsmsmtammneit Relationship with Patient: gﬁ,ug/_ .................
s ' Date & Time : ..... =G {06}16 ................. e
itness : W Doctor (who is taking the gonsent) :
Signature : L. NBN T e . , w
~ A}\ P } 1 Signature ; ..............< 3. L R e e
. rq B
T Q%V/;/; """ . 73 """"""" NaMe © o O 2 CHAPINO ATNAY
. . O D2- . (&) " a2
Date & Time :20.4.2.0.(€020......L:2.8......... Date & Time - .. 26 e[% .......... TIV‘ISW\A
Docu. No. : RCH /FRM / CLINICAL / 027 b




[ T e Rainb‘—éws . . ™
j{ Patient Sticker i Children’s . B|rthR|ght
Hospital- . BY RAINBOW HOSPI?-ALS
MEDICATION RECONCILIATION FORM
Drug AlIBIQIES: .....ocveveeeieiiereieieie ettt ene s L1 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)

SHIfting FIOm: ... B e Shifted 10: .oooos@. ] e
0| oo sy | oS | (o ey | vy | SSTOOSE | pomssion
1 0¢ CIoe
2 Oc 0Ioe
3 Oc Ooc
4 CC DG
’ Oc CIoc
6 Oc Obe
7 Oc oIe
8 Oc oioe
9 Oc 0Ioc
10 0c OObe

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

Doctor Name & Signature : ... Dy, SUSAAL oo

Date & Time : ..&.6./6/2&....@..f?.‘go.ﬂm .............................................
Nurse Name & Signature: Am«,ﬂaw ....................................................

Date & Time : Qéfé[&é@fowf\m
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