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HNH-00008252 1P26-00006574 " /é

Master 8. IVAAN SRINIVAS _ e b‘éw .
26-02-2028 1Yam18D (M) | . . )
Dr, ALLU CHANDANA Children’s . Blrtthght
. Hospital BY RAINBOW HOSPITALS

AR CRLT Hospital | () oo

SURGERY DETAILS

Date :.137.08.7.26.....rrrrenrnneen
Patient Name: WSQUQMWW Date of Birth: .26.:02.22025........... Age: !y’r
gender: ... Maleo.... Ward : O, UHID No.: .HNEL.700008252......
Date of Surgery: .[3:06.=...2..coooooo........ [10T-1 =0T-2 [JOT-3 []0T-4 []OBGOT-1 [] 0BG OT-2

® Nameofthe Surgery : /beQUf?'leWgUF’ﬂEQELC’M&q&

® Time in OI;BOB'D Time Out ........... [0% ......................

1. Surgeon :@ﬁﬁi&c ..... Cém«:éam .....................................................................
2. Anaesthetist «@}LM ...........................................................................

3 ASSIEEANE SIIDBON o v s e S sttt SRS s e v SRS
PN 4. OT Technician . Q.. SHUMLK ... geiciiiee et s e n e beaes
5. Circulating Nurse : ..<%.... . \ULLELD)... [ oV OUBIIUAAY).......... s
o D ABSIAMNUISE @ A SRR ... cvvnimiiinn ity Gssssnisai mas ooy A
Special Equipment: [ | Laparascopy | Broncoscope [ Harmonic | Morcelator
] C-ARM [ | Cystoscopy [ ] Versa Point | Liver Cusa
! Neuro Cusa C] Others .o
Signature e S},eo/ Signature ocgirculating Nurse
) -~
Order No: ngc?ﬁﬂ@%f%& Order by: ﬁdw/g///jé
Docu. No. : RCH /FAM / GENERAL / 114 @ (02 2/7/77.
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HNH-D0D008252 P“m“7‘ . ‘ Rai n b:(-)W . . . ™

mms.lvunmms Children’s (4 BirthRight

. Azl:ms 1Yamiap [ | IR HOS pital . BY RAINBOW HOSPITALS
LU CHANDANA I takask s ot o trmiat the . Your Right 1o a Safe Delivery

Il

MA ES OF OT
“m"m"""”mumm I\r‘J“( s Tecknician (A—-nf’ Faﬁbﬂ“ Date ..... 13/‘/026 .......... TMe ©evvvovoeveeeeeeeeen

Anaesthesla Disposables mm“_ usea | Surgical Dlspusahles mm um Disposables (Baby Side) mm"u
ET tube Major Pack Inj Vit.K
A M E’ )/ Sutures Cord Clamp
ECG leads : A (P /N 1) ¢ Suction Catheter
HME filter : A/P/N Y Feeding Tube
Syringes : 10 cc 7 '( i Vaccum Suction Set
05 cc f(‘ Gloves F\nfﬁ,\( (“ i ’q Vol Pu Surgical Gloves
02 cc qu@; ‘@ P:-F ._‘] 0 ) W0 Gauze Pack
01 cc e Syringe 1ml / 2ml
Cautery plate : A@ N JL&'| | surgical blade Surgical Blade # 20
IV set " | NG tube Koochies (S)
RL - et ¢ _ | Cautery pencil
NS : 10mi/ 100m! / 500m! / 1000mi @/L Koochies
M D07 \/a’ [ | Ointments
t Cey2n oq go.,pj,\y /ﬁ ) N .A’JI/ Suction Catheter e 5
i Fentanyl of | Cap, Mask ZHY
| Morphine ' | Gauze Pack.iy~ A
Ketamine YO ’ Mop Pack
l Propofol 71 Steristrip
Rocuronium Underpad
Glycopyrolate \//U ] Draw sheet
Myopyrolate Abgel
Ondansetron Foleys catheter
Pencan 25g/ Spinal Needle 22 __ | Urobag
Bupivacaine 0.25% N /@ ’ Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) "1 Romodrain bag
Antibiotics . / Bandage
H—D d' b ﬂdﬂnwﬂ,—e .1 | | Tegaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution
Microshield
Cotton Balls L
Latex Gloves V=4
Ramdione Scrub
Saral
' Surgeon Anaesthesiplogist Nurs OT Technician
Order No. : Qgé ...... .0 ﬂdﬁ.ﬁaé‘/ﬁy{p ....... £1¢0./. Ordered by : @M il / /,2 L ll.......
] Doc. No. : RCH/ FRM / GENERAL / 125 !
| i
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. % Rainbow Childrens Hospital-Himayatnagar
Rainbow
R ’ . ¥
Chlid!‘f‘-fli S g ~+  Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Hospita R quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA 500029,
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN : HNH-00008252 Name : Master 5. IVAAN SRINIVAS
Age f Sex 1 1Y3M18 D/ Male Doctor : ALLU CHANDANA
Adm/Reg DatefTime 1 13/06/2026 08:24 Payor 1 SELFPAY
Order Date ; 13/06/2026 10:33 Ordernumber  : 26-0000206400
Visit 1D 1 1P26-00006574 Ward/Bed No : 4F -OT /PDA-414
Patient Address : H.NO: 1-8-747/8/3., Nallakunta, Hyderabad, Telangana, INDIA, 500044
[
S.No Déscriptlon Generlc Name Dosage Route ! Frequency Duration Instruction Qty Status
<-J1 MEZQLAM N § MG § ML 1 Vial Extarnal { Onca Daily 1Days 1vial|  Ordered
2 E.C.Q ELECTRODES (PAED) |ELECTRGDES PED 1 Nos External / Once Daily 1Days 3 Nos Ordered
3 |NS 1(')0ML ACCULIFE - EH 1mL External / 1-2 TIMES A DAY |1 Days 1L Ordered
4 Encofe Microptic gloves-6.5 1 Nos 1 Once Daily 1 Days 1 Nos Ordered
5 b?:i)ﬁlg # ADRENALINE INJ 2 1 Nos I Once Datly 1 Days 1 Vial Ordered
6 |EACEMASKILAVER- FACE MASK3LAYER |1 Nos External f Once Dally 1 Days §Nos|  Ordered
7 SSISJ)ZE T.AXT.512PLY (5 SSgZE 7.5X1.512PLY 5 1 Nos Extarnal / Once Daily 1 Days 2 Nos Ordered
B |DSYRINGE SML.(NIPRO} SYRINGE 5ML. 1 Nos External / Qnee Daily 1 Days 3 Nos Ordered
9 | ey ASAL 1 Nos External £ 1-2 TIMES ADAY |1 Days iNes|  Ordered
LI sty NITRILE GLOVESM  {1Nos Exleral / Once Daiy 1 Days 6Nos|  Ordered
1 (SPURFEJ(';FE%NF g::g;EMALE’ 1 Nos Exiernal / Onca Daily 1Days 5 Neos Orderad
12 |DSYRINGE 10ML {NIPRO} SYRINGE 10ML 1 Nos Extarnal / Once Daily 1Days. 3 Nos Orderad
( ):4 THEMIPYRRNOM 0.2MG INJ 1 Nos Injection: / 1-2 TIMES A DAY |1 Days 1Nos Ordered
1w (B ‘CA‘NE NI VIAL €.25% 1Nos Injection/ 1-2 TIMES A DAY |1 Days 1Nos|  Ordered
' PREGELLED SURGICAL
. |PREGELLED SURGICAL ,
15 PLATES PEAD (ADVANCE) EALDAJESCP;)AD 1 Nos Extarnal / Once Daily 1 Days 1 Nos Qrdered
ALLU CHANDANA

* This doci
Note

* This pre

* Do not reflll medicines.

Printed Dale/Time - 13/06/2026 10:38

scription Es valid only for specified duration.

ment is just for reference purpose only. Not to be considered as primary report,

Printed By : GUVVALA VIJAYA SUSHEELA

Reg No : 03408

Page1 of 1
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Rainbow.. | @ BirthRight
Hospits . s
e DISCHARGE SUMMARY
| Name Master S. IVAAN SRINIVAS UHID HNH-00008252
Father/Guardian Mr S, NIKHILESH Age/Gender 1Y 3 M18 D/ Male
irAddIEessr H.NO: 1-8-747/8/3., Nallakunta, Hyderabad, Telangana, INDIA, 500044
IP No IP26-00006574 Admission Date 13-06-2026
Ref—ls;t':tor Self.
P l_)i_sc_ﬁarge Date 13.06.2026
Consultant:

Dr. ALLU CHANDANA
MBBS, MS ENT, DNB, Post doctoral fellowship in Paediatric ENT
03408

| bIAGNOSIS ICD CODE
@ TONGUE AND LIP TIE RELEASE

Procedure : TONGUE AND LIP TIE RELEASE UNDER GENERAL ANESTHESIA
DONE ON 13.06.2026.

History: Master S. IVAAN SRINIVAS, 1Y 3 M 18 D child presented with known
case of tongue tie came for surgical release and complain of regurgitation after

e

YOERNAGA KONDAPUR OUTPATIENT CLINIC \ctredited SECUNDERARAD KONDAPUR L B NAG AEH
HIMAYATHNACAR BANJARA HILLS . HYDERNAGAR o Easrenndyy 40 < L245-2100 ot 080~ 41462000  Emargemcych040 - F111 113

O 1800 2122

@ www.rainbowhospitals.in




| Name Master 5. IVAAN SRINIVAS | UHID HNH-00008252

IP No IP26-00006574 Admission Date 13-06-2026

feeds and associated with gaging while swallowing and associated of cough
while feeding prior to admission. For the above complaints child was admitted
at Rainbow Children's Hospital for surgical management,

Examination: Child was afebrile, maintaining saturations at room air &
hemodynamically stable. Heart rate was 134 /min and Respiratory rate - 32
/min. On auscultation of chest air entry was bilaterally equal with normal heart O
sounds. Abdomen was soft with no organomegaly. Examination of other
systems was normal.

Weight on admission: 12.3 kilo grams.
Investigations: Enclosed reports.

Procedure : TONGUE AND LIP TIE RELEASE UNDER GENERAL ANESTHESIA
DONE ON 13.06.2026.

Surgery Notes:

* Under sedation in supine position.

*Local infiltration given in floor of mouth and upper gingival plans.

* Tongue tie and lip tie divided with monopolar.

* Hemostasis secured.

* Procedure uneventful, O

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

Advice:




- Rainbow” . . L
' Children’s ‘BlrthR|ght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

I\-lam-e = = Master S. IVAAN SRINIVAS UHID HNH-00008252
. IP No IP26-00006574 Admission Date 13-06-2026

* Diet as advised.

* Syrup. Crocin DS (Paracetamol - 5ml/240mg) 3.5 ml thrice daily after food for
5 days.

* Zytee gel for local application thrice daily for 5 days.

* Mucaine gel 2 ml twice daily for 5 days.

M Plan:
* Bland diet for 1 week.
* Tongue and lip exercise from tomorrow.

Fever Management

* Syrup. Crocin DS (Paracetamol - 5ml/240mg) 3.5 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,

Review consultation with Dr. ALLU CHANDANA after 2 weeks 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

HIMAYATHNACAR BANJARA MILLS , HYDERNACAR KONDAPUR DUTPATIENT CLINIC SECUNDER ABAD KONDAPUS L B HAGAR (NABH Accredited)  NANAKRAMGUDA

® 1800 2122 @ www.rainbowhospitals.in




Name Master S. IVAAN SRINIVAS UHID

HNH-00008252
IP No IP26-00006574 Admission Date '

13-06-2026

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.

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 appointments at any time by going online to our websmg
www.rainbowhospitals.in

Registrar/Resident :

Dr. ALLU CHANDANA

MBBS, MS ENT, DNB, Post doctoral fellowship in Paediatric ENT
03408




HNH-00008252

1P26-00008574

Master S. IVAAN SRINIVAS

26-02-2026

1Y3m180 (M)

Dr, ALLU CHAN

(i
DEFICIENCY CHECK LIST OF CASE SHEET

2

Rainbow® . .
Children’s ® BirthRight
Hospita] . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet |
2 Discharge Summary I-
3 Nursing Initial assessment |
4 Patient Transfer form |
5 In-patient Medical record I
6 Doctors progress sheets 5
7 Nursing plan of care and handover sheets i
8 Consultation sheet |
9 General consent for treatment |

10 | Consent for Surgery \
11 | Consent for blood transfusion 0
12 Consent for chemotherapy ?
13 | Consent for high risk 0
14 | Consent for Restraint 0
15 LAMA consent 0
16 Consent for special procedure / Sedation )
17 Consent for Formula feed f
18 | Consent for MTP )
19 Consent for Radiological Investigations n
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 A
28 Nurses clinical Presentation i
29 | TPR & BP chart |
30 Intake and Out take chart (fluid chart) |
31 Drug chart (Regular Prescription) 1
32 Investigation Values (result sheet) A
33 | Nebulization chart 0
34 | Nutritional review chart 0
35 Intensive care unit (ICU Charts) 0
36 | Consent for Admission in PICU / NICU 0
37 The Humpty dumpty scale N
38 | Braden Q Scale 0
39 Bed side check list 0
40 PICU bed formula Dilution feeds Q
41 || Gastro monitoring chart %
42 | Rch ED doctors note 0
43 BP Monitoring chart ]
44 RBS monitoring chart \
Total No. of Pages 3 Al
Doc. No. : RCH/ FRM / GENERAL / 126 Signature and Da ’ \(,WJ '
“b (PT.0)




ERROR LOG

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

OBSERVATION :

H

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE




= € 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 _ s Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital & TEL NO :040-48873000
ofsinbive WEB : https://rainbowhospitals.in

ADMISSION SHEET

. RN AL LR LR
Registration Details :

Admission No : IP26-00006574 Admit Date : 13-Jun-2026 Admit Time :08:24 AM UHID : HNH-00008252

Patient Details :

Patient Name : Master S. IVAAN SRINIVAS Age :1Y3M18D

Guardian . Mr S. NIKHILESH DOB : 26-02-2025 01:00 AM

Gender : Male Religion

Occupation : Martial Status : Single

Address (H) + H.NO: 1-8-747/8/3. Nallakunta Hyderabad Phone No : 9573799444/ 9014988084

FekarigRane N0 2000 E-mail : SARANGANIKHILESH@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 : MrS. NIKHILESH Relationship : Father

Contact Address : H.NO: 1-8-747/8/3. Nallakunta Hyderabad Phone No : 9014988084 / 9573799444

Telangana INDIA 500044

Y

>

~octor Details :

Doctor Name : Dr. ALLU CHANDANA Specialisation : EAR NOSE AND THROAT
Referral Doctor : Self, Phone No

Co-Consultant

Payment Details : ‘ Deposit Amount  : 36000.00

Payment Mode :DC/CC Card Payor Name : SELFPAY

Printed Date / Time : 13/06/2026 08:31 Printed By : 016951 Page 1 of 2







2
Rainbow” %
Hospital - | @) BIthRight
It takes a lot to treat the little, | Your Right to a Safe Delivery.
ACT'V"::”:":‘:?& 'mewa;.amg:;;: ' NG
R
L LT — e
Date of Admission : ---------------- Time : ------=------- Date of Discharge : ----------------- Time: ----—------
Room /|Bed NoO : -==-===--==-=-- Ward : ----------------- Suggested Billable bed type :
WARD TRANSFERS
Date Time From To Signaturnﬁ:f Nurse

1] 6126 o 20 P~ e 07 ] 10
Pt \005pn o MY ) (h

Cross Consultation Visit

Doctors Name Date Order No. Signature

9.

10.

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




INVESTIGATIONS

Date

Investigations

Order No.

Sign

J?J/Jc

cbp

4 Fuy

!

e




HNH-00008252 IP26-00008574
Master 8. IVAAN SRINIVAS

o At nonue 0
MEDICAL EQUIPMENT ( WARD & ICU) AT
- i e
I




PROCEEDURE

Date

Proceedure

Quantity Order No. Signature

19, )4

L2489 S

TV EOQCLCQ o o

ANY OTHER INFORMATION

Date :

Time:

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant Billing Supervisor




Ref.No. FAN/PR/10

Patient Name : HNH-00008252 1P26-00006574

—_ Master 8. IVAAN SRINI

26.02-2025 1vysmiso /7 jy, fﬂ;\/aj

Paﬁent ID# . Dr. ALLU CHANDANA
A

ConSUltant :

Final Diagnosis :




HNH-00008252 1P26-00008574
Master 8. IVAAN SRINIVAS

28-02-2026 1Y3mM18D M

Pedac Mutro ey & Physin cameatin 1IN

Name : Age con

Informant Reliability

Chief Presenting Complaints & Duration (Chronologically):

s K/‘,A ol *-Amgw -A’ta Lanmu WE%
4 ’fmq/ca[ Nelearn |

- cé, M?;gf{"fﬂjiﬂq g}l,b Mﬁ Zéf

History of present iliness™:

—  ehild ,nkulr\ ol Ay Aegorey i ok
Al ru.:oﬂc f{ 4/.-;.» Q 99 -(//\L{Mﬂ 'AW
ollle  dwallowing . /o>

tovghe _iohile deﬁ‘na :
7 7 7

== !\{o A!{) v-[uu A

P /
— N fopantsds [ vomity

" , N
N Rl o o [ 0old.




Pediatric Multiorgan History & Physical Examination

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

HNH-00008252

Master 8. IVAAN SRINIVAS

26-02-2025

1¥amisp

Dr. ALLU CHANDANA

(T

T

Birth & Neonatal History :

Birth & Socio Economic History :

About Father : f\P ol A} ? t«é,(‘udl

=
A

About Mother :

Any additional Information :

Developmental History :

‘7417[/)mnﬂ'a ilf’
7 S

Immunization History :

C7/7~fa A ‘é’

1P26-00008574

(M)




Pediatric Multiorgan History & Physical Examination

HNH-00008252 1P26-00006574
Master 8. IVAAN SRINIVAS
268-02-2026 1Y3m18D

Dr. ALLU CHANDANA

AU T ||I||

Anthropometry
Head Circum (cms) (Centile ) Height (cm) : (Centile )
Weight (kgs) , 3 3 Cgf (Centile )
On Examination :
Temperature : W Pulse Rate: [ 3 “(/ 'n Description
d /
B.P SPO2 194 at
Resp. rate and type of breathing : |
‘ |
Rash f\[a I V7UC _‘-{{@ m
Lymphadenopathy r\' 0 »
Oedema : ols
Respiratory system :
Inspection (any s/o distress) :
Air entry & breath sounds : «ﬁ /g Al t_j;)
Any addes sounds : ALV § @ .
Relevant data from outside (Chest X-Ray, ABG, etc.,)
Cardiovasclular System :
Inspection of procordium :
v

S0

Heart Sounds :

Any murmur : /\ﬂa ;

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

Per Abdomen :

Inspection

Palpation : ) 1[' C(J‘r’s "/ CVtaa eﬂ
Ausculation Ale ovg oy a ¥
Spine: External Genitelia :

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




HNH-00008252
Master 8. IVAAN SRINIVAS
268-02-2028 1¥Yam18p

Pediatric Multiorgan History & Physical Examination % ALLU CHANDANA

A

o e —— s e it il L o g

P i s

Central Nervous System : (/E L\,

Level of Consciousness : AVPU/GCS Score :

Cranial Nerves :

®

Motor System :

Nutrition :

Tone : Power

€

Co-ordinator :

Posture :

Involuntary Movements :

Reflexes :

DTR ' ~ Superficials :

Plantars

Sensory System :

€

Bladder / Bowel :

Clinical Summary & Diagnostic :

4"—‘?1’0«? .

(‘;ﬂ?m ‘/l'(/ (.am ) or ‘&.t_.l@ﬂa :
/ / ¢

u/'?

IP26-00006574

(M)




HNH-00008252 1P26-00006574
Master 8. IVAAN SRINIVAS

Pediatric Multiorgan History & Physical Examination 2*%%202 1Y3m10

Dr, ALLU CHANDANA

Preventive aspects of the treatment :

AT T

Desired goals of the treatment :

Planned Labs : Planned Management :
c / 4
— il (aridx
Phe clone
\;, - A 400 /5 om l\/! o It (i rru'c{wﬁ‘
m
(rp e
] A% C 930AmM).
= =t

| 3 Ivi;fw'o(f- DNS . (2 3DW/L.
‘*j}“' C2fy )

-l ',:ti
——

1. Name of the Referring Doctor :

2. Name of the Referring Hospital :

Please fill up the following details

(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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[ML"*"* “ Rainbow' | @ BirthRight

Lo Hospital | () zrmeonosms
# 9-‘ PROGRESS NOTES AND DOCTOR'S ORDER
gﬂ-ll%!m Progress Notes Boclor's Order

Docu, No. : RCH /FRM / CLINICAL / 088 '3 (P71.0)




1P26-00006574

HNH-00008262 AINIVAS
astar & IVAAN S -
l:MZ-!DZS 1Yam18D (M} 2

Rainbow® o

i Children' | Ny oiriniont

It takes B lot to treat the ‘eur Right 1o a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order

Docu. No. : RGH /FRM / GLINICAL / 088




HNH-IJIJDUBZJ IP28-00008574

" %
z;:;;;‘mi" SAwvA Rainbow® .
Or ALLY ChANDANA 0 W Children’s (4 BirthRight
Tt takes a kot to treat the Bie. ELrRichtmnSA!aDau\my
o i riospital_ | oz
R DRUG CHART
Date of Admlsiston: .................................. Drug AlIETOIES: .uveevrerecrnsererrnmsesarssessssessnssssssssessnsasssess {3 Not known any Drug Allergies
i FOR THE SAFETY OF THE PATIENT
i
| 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, BLOGK LETTERS, metric dosage. English instructions.
- Any changes In drug therapy must be erdered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a sirnllar line through subsequent racording 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
O drug sheet folder,
NURSES Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Brug 3) Right Dosage  4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDIGINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING GPR). Follow Hospitals's Verbal Order Palicy.

-

S0S / PRN (As Required Medication)

DRUG:| pater

i| Dose | Route |Frequency |Start Date|
[

|

Doctor’s [Signature | Valid Period| Pharm.
|

Additional lng;tmctions:

Dose || Route |Frequency |Start Datel )

Sig

Doctor’s Signature |Valid Period| Pharm.

Additioral Instructions:

' . Dates
DRUG : Time
Dosej Route [ Frequency |Start Date

L

i

Daoctor's Signature | Valld Period| Pharm.

‘i

VERIFIED BY 2 NAMIS e eseessemssesresssesesensssrsasssssensassns

Additional Instructions: ’

Docu. No. : RCH/FRM/ CLINICAL / 118 Pags: 1/4 (P.T.0)




HNK-00008252 1P28-00008574
Mastor 8 IVAAN SRINIVAS

T 28-02-2026 1Y3M18D ()
Lm ALLU CHANDANA

(ERTOARE o

REGULAR PRESGRIPTIONS

Weight. ..ccecerecrvinennn. LT A — :

DHUG :

Date

v

Ti['ne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Datly Doclot’s Endorsement by a Sign

DRUG :

Date

¥

Dose Route | Frequency |Start Date

Tigne

@\

Name & Signature of the Doctor
Starting the Drugs:

Additiona! Instructions:

Dally Doctor’s Endorsement by a Sign

DRUG :

Date

v

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’'s Endarsement by a Sign

DRUG :

Date

v

Time

Dose Route | Frequency |Start Date

Narme & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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VERIFED BY : Name ..........

raniny

abiensrariannrirnesasnaahusraenas

cakens

26-02-2028 1YAM1BD (M)
Or. ALLU CHANDANA

IIIIIIIII'IIIIIIIIIIIIIIIIIIIII||I|| WeIgHt Ward, o
i = Date»
"’,,ARI;!‘\BLE DOSE Time Nursg 5ig. | Nurss Sig. | worse sig. | Wersasio,
Doss Dose Dose Dose
DRUG : B, Sigm. Dr. Slgm. Dr, Sign, Dr, Slgn.
RD ute : Sta it Date Dasa Dose [ose Dose
! B, Sign. Dr. Slgn. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Dose fose Dose Dose
Br. Sign. Dr. Sign. Dr. Slign. Dr. Sign.
Additidnal Instructions: Dose oose Dose Pose
Or. Sign. Dr. Sign. By, Sign. Dr. Skgn.
: Date»
VAB]ABLE DASE Tig‘]e [ urss sip. ] Nursg SK. | Nurse Sig. | Morss sip.
Dose Dose Doss Dose
DRUG : Dr. Sign. DF. Sign. br. Sign. Dr. sign.
ROUtE Sta it Date Dose Dose Dosa Dose
Dr. Sign. Dr. Sign. B, Sign. Dr. Sign.
Namé & Signature of the Doctor Dose Bose Dose Dose
: Dr, Slgn, Bx, Sign, br. Sign. Dr. Sign.
Additional Instructions: o o Pose s
‘ Dr. Sign. Br, Sign. B, Sign. Or. Sign.
STAT / ONGE ONLY DRUGS
: . - Dosage & Other ;
D%lte i Time Medication Instructions Route Signature Nurses
)
§
3
;
T
Page: 3/4 (P.1.0)
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|P26-00008574 .~

- HNH-00008252 SRINIVAS Rai bi"'- ®
aster - IVAAN D (M) al_n ow . . . -
| eorane TIM Children’s BirthRight
Dr. ALl

\\\N‘\'ﬁ\'&\'\‘\i’\’\iﬁi\\\\\\\\\\\\\\\\ Hospital _ | (g musemsru

MEDICATION RECONCILIATION FORM
DROGAIRNTIEE .....cu.nvesomssossmmoressrnivserveusvsesssnrpponsmisssebisongeesonsve Mnown 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 From: ...........cooceueee. C(L ......................... Shifted to: ......... B2 Loimsmimmisssmismisions

o e rens | (o | oy | ey | ASTOOSE | owision
P Oc doc
2 Oc ODC

3 ¢ dc 0Obc

4 Jc ocC

5 Oc doc

6 Oc 0bc

@l 7 Oc bc
8 Jc JocC

9 10c¢ Odoc

10 Oc Obc

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

Nurse Name & SIgRature: ........f Mo )eversenee 11@ ....................................
Date & TiMe : uuvvereee 1.3924./....2..‘ ............. ZR Gl

Docu. No. : RCH /FRM / GENERAL / 090
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Eﬂ'i?c'i’r%‘?l{'s @ BirthRight
PATIEMT TRANSFFR FORM Hospial .~—
s e
g:-‘:mizmm AL :3 M18D Date & Time of Admission Date & Time of Transfer Order
il lllllllllllllllllllllllll phla @ SM (2l gl
Treating Consultant Name Transfer Ordered by Reason for Transfer

A . —

From Unit To Unit Information to Attendant
1L D 7 Yes[ | No[ |

Number of Sheets in Clinical File

)

Number of Imaging Films

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

Yes| | ) ]

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No.

ltem Name

Quantity

N

: N

; N

4. N\

5.

Shifting Summary / Notes Written by Doctor :

Yes| | No| |

Name & Signature of Person who is Transferring

Lig \J?’l’n' /@’

\

Name of Person Ordered Transfer

D\f, ﬂ ’h"";/lx O

Patient & Clinical Records Received by :

N\
T d <

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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BY RAINBOW HOSPITALS | L4 (o & plta|

Your Right to a Safe Delivery It takesa ok to tragt the Ntie.

HNH-00008252

2 eaemm™ THEATER NOTES

IP26-00006574
e
Patient's Name :  "jfyib SHANGANA T e, ge: ... Gender: ......ccoo......
............ m”m,”mm'mm”m'"m =2\ [ 1 SRS, | - (3 | | (- eene—
Surgeon : % Classnd ssoan. Asst. Surgeon :
Anesthetist : (\A, Came OT Nurse :

Surgical Procedure :

Indications for Surgery :

Date : 134 [Qﬁ,

Start Time :

End Time :

9% 16 Ay

PRE-OPERATIVE PREPARATION :

v

OPERATION NOTES: |

sl beben '@

Qe Advens v Avpime ]D’%’ﬁnoﬂ

e

A anmenval Q‘V\'

/lw\\)n/\;\r, Yie and U\J "L\'co A/Q\MM
vl avenenalas
Mevvslomin,  Acooed (E'kum

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

- Npo bl Bl onooke
@- Q‘\/}’D DCM Jiav Jﬂ
AN A A
1 um— 7 4, [ 2

=

Monnol el -1 wseek

trrgue  ond Bp exexeises

U B Borpsaewd

v
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SURGICAL
SAFETY CHECKLIST |

Asst. Surgeon: ........

Surgeon )%%Wﬂq

G i

Anaesthetist : @zﬁmw .....................
serub Nurse - Sr.2bchana

HNH-00008252 IP26-00006574
Master 8. IVAAN SRINIVAS

26-02-2025 1Yamido (M)
Dr, ALLU CHANDANA

Date : 1%)4/2...... In-UMe : ....

(TITTTETITT ;mrﬂm Te. Ribout

‘T\' . Gender : .M 2
Rainbow® L
ildren’s @ BirthRight
spital .W
}o . paubmhm ig! "

Before Induction of Anaesthesia » »

Before Skin Incision » »

G-+-50- Out-time :
S5

Before Patient Leaves Operating Room

Yes, & Equipment / Assistance
Available

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

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

AMes Co

CYes T'No /Nﬁ
CYes “INo I/le

1Yes [1No /N’A’

Signature ... e A AN T

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? /YeS' [INo [TNA

Nursing Team Reviews:
/@, CINo [JNA

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concerns?
OYes CINd™ CINA

Is Essential Imaging Displayed?

SIGNIN  Time...7204m. TIME OUT _Time.....q.[. 304, SIGNOUT  Time....... /0. 4y
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
|dentity ~#es “INo introduced themselves by Name and Role 4G5~ —INo The Name of the Procedure Recorded ~ _L¥es TNo
Site _¥es CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure ~~Yes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ [»¥es [INo I NA
Site Marked OYes CNo [?‘NA/ Correct Site ~Yes C1No patient name) C1Yes CINo #NA
Anaesthesia Safety Check Completed ~ _¥es “No Correct Procedure ;@g CINo Whether there are any Equipment
PII[SE OXimeter on Pa“e“t & Func“n“i“g ZiYyes O NO Amicipaled Cr“ical Events Prob]ems to be addressed O Yes . NO MA
Does Patient have a: sl"-geon Reviews:
Known Allergy? OYes MG What are the Critical or Unexpected To Surgeon, Anacsthetist and Nurso:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery
Lo Anticipated Blood Loss? ! )«Yé’ INo CINA and management of this patient? Yes C'No

r

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




PATIFENT TRANSFER FORM
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=
= _ _ ®

Rain

ow . . »
Children’s ® BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a ot to treat the little. Your Right to a Safe Delivery

el ::IH-OUWHSZ IP26-00006574
s zs.::;:z;vw‘ s?::;v ;:. o Date & Time of Admission Date & Time of Transfer Order
Dr. ALLU CHANDANA
AT, 3f¢cfs @e2adm| rzlel2e (d)0:06my,
Treating Consultant Name Transfer Ordered by Reason for Transfer

Dot Sammr

Obseswalion

From Unit

oOT

To Unit

Booe st

Information to Attendant
Yes [T No[]

Number of Sheets in Clinical File

Number of Imaging Films

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

- p— Yes| | No =
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
. B ®
2.
3.
4,
5.

Shifting Summary / Notes Written by Doctor :

Yes[ |

No| |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

B anlr-

Patient & Clinical Records Received by :

D ﬂ%f\“"{w'

Date & Time of Patient Received :

I 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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Rainbow®

INFORMED CONSENT FOR SURGERY OR Children’s l ‘BirthRight"

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE s 1t et Tour gt el Sever
Patient Name : ........... s VAN, SRINIVAZ . Gender: =fale [ Female Age:.....l... v ZonenklaS

UHID NO © oo sesses Date : ...... lﬁié{% .........

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.

Your Right to a Safe Delivery

| 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 responsible for any untoward event thereof.

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. Ihave had a chance to ask my surgeon questions.

4. Ihavereceived 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 / ProCRAUE: ............ocvoeruieceicecrece et

Consentee : Patient Attendapt; VV’
SO . v e s A s TGRS Signature : ........ s

DRRIE TE: o ciennnnimssimiisiseimsms i Relationship with Patient: ......... W .....................
Date & TIME : ..o

Doctor (who is taking the;consent) :
SO SR e }% """""""""""""" Signature : ................ S8V i;m ........................
Name : t}fbﬁ‘/\f\.@&&l&« Name - (—g&@ OW\COOYY\“\

Date&Time:......:..9..-.24@.&!.‘4 ......................... Date & Time - 191 ¢ IM’ _ G}WW"" :

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

Witness :




.fff_é/‘-
Departimient of Anaesthesiology Eﬁli?glg\x’s ® BirthRight"
PRE-ANAESTHETIC EVALUATION Hospital | umamnrns

~ . . AT /18 —
N, o IWMN fﬂ Age: /7(2'% Sex: M“ﬁ“ ............ UHID.Na: ..... (#»-!.# ...... 005/2/5—2’_

AV L
of [L02F 1o . T A

Date: ...k, D/f(’ ...................... Time: s S’ ......... )10 M Proposed Operation; ..... %Mﬁu&/ﬁ@;&?f f

- tE tp 1187 /’ I Eoten
DIBOMOSIS] crvvveercrererersreressesesssesssesssssersssssssssssssesssmssesssssesessesse T ”’""?”’F ...... 'T Q/LP ...................................................
B.P/CRT{ worvcrse HRE wonrvrre Weight: 125 “7 ASA Physical Status: 02 03 o4 O5

. I:abnratury Data:

Hab: e GIUCOSE! ..ovvviemsrecensrasmanens Protein: ....cocveomseereenrenrens 31 K-RaY: vvveernsinenrvanmsrares

[ KT DR Urea: Alb: HBS AQ: ceonrereererreverens [0 ¢

WBC: .oleinresrrnes Creat: .....ovireiceemeeeceacas Total Bill: ..evrvicvrseersrersns HOV: iisninigeane o B v {1

[ - 127130 | R, Blood group: M‘L" ) Stress/AngIo: ..oevrrerennes

| 21 ST, SN 1 S, [0]1)1-1 SO

o J . W R T S,

1515 EN I MUFF? correersemmnmresmsssrssnss AMYIASE! ovvsrevsrnnaecermrsees L1:1; J— .

[ SGOT/SGPT: ..................... A"-Brgies: H W

Medical Eistory:  G¥S: Lrtg At &""D[“'L’ o Z,Ww‘b.ci‘au »1%,,,— /F“‘(

RESP: / / Babetes: /¥ o J/jé 4;{1 [ V&W'L:W -
—7

ONS [ J

Renal ; /l\%}

Hepaﬁc/iGE :/ . _ ' y . f’hysiga! Activity: !

Others: | ! &r-‘b~{ ' 7}(4/« /%/ No pie folnes phw ]_M;[ojﬁm

Past Anapsthelic History: ~_apre~” ! '

Physicallxam:  Azdoer

Airway: MP1234 Moulh Opening;  Z/&™  Mentohyoid Distance: 4%~ Neck: @ Teeth: Alo 'L’o‘"

Lungs : &/{ t /}.@ , -
Heart:. fq ; ,,9

ENs: - .
Pfegnar;]t: [1Yes [1No C3NA Venous Access Site /} MJAW\Spine Exam for 'regional :
Anaesll:letic Plan: OMAC [ REGIONAL M C1LMA 4 ! v
Peri-Operative Plan Explained to the Patient: _5:1)9/ o No
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis :

Water / ORS 2 Hours
2. NILORAL<T] o

3. Informed Consent: O Stdhdard O High Risk
4. Post Operative Pain Management: O Discussed with Patient
5. Other Instructions: '

Signature: ........... /é"/ ........ Name:

Docu. No. : RCH /FRM / CLINICAL / 044
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Rambow .

CHANDANA : . ;
'“\m A (LA ANAESTHESIA CHART ~ Ghadren's .E,::m'sg!:g

Your Right to a Safe Delivery

\\

1t takes a lot to treat the litte.

Pre Indu.uun Assessment:

Change in Patient Condition: 1 Yes }}No Fasting Status: W .
Physical Status: ;/Patient Identified J Consent Present |_="Chart Reviewed
M N -
HR:  )30/m [ BP/CRY £ 2&ee | SpO;: T [RR: 24 /m | Last Feed:>0AN4

Pre-OP Diagnosis: .. Z#A¥ ..o Operation: . ALULARE ... Date : £3/€.

Surgeon: B Ao Anaesthesiologist'j> S Technician: “""f*"“/

TIME (’ B I [
N.O /AIR{O,JLPM PYVEDRT :
HALO /SQ /SEVO Fd ) Antibiotic
_Drugs: CD/’.,;'/ MTW ] O =
) 12 TH Y -_— o
1/ f Suppository u
& [
! -
Blood Loss
FIO, /5a0, e ==
ETCO, NS NP
ECG M|
Urine Output NOTES
88
23
BP 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniguet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120
CRE v
80T
80
4 V.
20
10
0
| ABG g ‘) 4 ¥ i
o e e —
LAB Values e — o S Fd
GRES .
b :
- .jEE E ; 2 té ;. ; 3
- ' ¥
Equipment Checked and Temp: j‘;‘lﬂﬂ' Regional:
Funcnonal ] HME [ Fluid Warmer “T IV [Z] Inhat Extremity Specify: .........
@ LI./ 1 Cling Film ] OH Warmer ] Pre 0, 1RSI [] Spinal [ Epidural Cautial
Cuﬂ Site: 1 Hugger's | Cotton Wool _] Others Others: \,...
3‘ Art Site: w = Othe O] Mask (1 SGA POSItion: .M .....coooreee
_7” EKG Lead B ) O Mas Ll
O Temp Sit Times: ?;OA?” T Airway ] Oral 1 Nasal 1, N et e
| FIO. Monitor Anaes Start: .. ETTHE iocicivnin A i BN Needle Size: ...\ DBPH i
I Ags:nl Monitor OP Start: .. . ; ] Oral Na,sal I Cuft Parasthesia [1YeS [ 1No
Pulse Oximeter OP End: ... / i % [ Tracheostomy L_J Topical Catheter at skin ........\........ cm
Capnograph Leave OR: ... O am. B DR s ssssmmmsiosmssisivismmaier i Drug Name & Conc: ...\ ...
Ventilator Anaesthesia: ] Awake ] Direct Vision 11 T —— |
] Nerve Stimulator (| ] Video Laryngoscopy J Stylette / Bougie Infusion: ...
Sasiin g(/ *_ Monitored Anaesthesia Care ] Fiberoptic Block Level
IR . ] Regional Blade# ................ AHEMPIS: ..oooovovvoerrrenee, Comineots
/ P"’S‘"‘“’e P° tsCheckad DHFCORY WHY D -csscsivessiasivsivismsinsissssiaisiassosvasnia
Line (Size & Location) Transpol n to
Eye Care: CIOVP: o | [ Bilat = BS L TRl T 1 Other
[ _Oint 0O B 1 Semi-Closed Circle Relaxant Reversed [ Yes [INo [ANA
Tape [ Closed Circle
[l Padding AT Name of the Doctor :...... # &0 LI NA
= QOther W
L) Awake Signature of the DOCtOr -........EB ...

/4



CONSENT FORM FOR GENERAL / Eﬁ‘a?é“}%‘;‘;’fs %g}g{m@g
REGIONAL ANAESTHESIA / ' Hospital _ | N zuwarmsimas

MONITORED ANESTHESIA CARE

-ﬂ .
Muspev - Dypant Cotn1vas 'Age:...f./.é..tfu.’.(..g.f"ﬁénder: Mal Female [

Patient Name ; ..eeeveeee L 0 L L
UHID HO: c.ooeeeeceeneeesrseessesssessssssaes Surgeon Name: .......ceevecrenns ﬁr ..... MLKWPMIP ..............
Anaesthesiologist ; DV,(A-MM-— .....................................................................
Operative procedure planned : ... %Jﬁurfﬂ?f/f/rfrfteﬂc/z,mr .....

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesihesia_ involves rendering a pafient unconscious before an operation. This ensures the patient is not aware of
eventg and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machira
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body fo‘r surgery: Prolonged
pain refief without numbness can be achieved by infusing weak solutions of local anesthetics arid narcotic drugs o particular
parts of the body after surgery or injury, using catheters.

Specitic 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 doubis.

O Heprt disease O Hypertension ~ [3 Diabetes mellitus [ Renal failure
" O Hepatic disorders 3 Shock [ Muttiple organ failure O Polytraqma/ Renal Tubular Aacidosis
[:I Ing apac‘r_@aﬂng Cronic Obstructive Pulmonary Disease . o )
L1 OHIBES : cooreemevcsseessesssssssssssssssmssssssssssssesasess bR AR S RS SRtt AR e (
COMITIBIATS © cooirestieesesiirsines s i s ettt s ek st e et s Sk reb e b eeE SRS A b A e re bbb bbb st hets s nne s

 [Doctor to document in medical record also if necessary (Cross-out if not applicable) [

DECUARATION BY PATIENT / GUARDIAN / PROXY
P

| hereby authgyize Rainbow Hospiial & its authotized doctors fo perform upon me / my

]V ‘”’*”"t“mf"‘”‘”m‘me above mentioned operation / Diagnostic,/ Therapeutic procedures r
7“4 ve Tig & Lpp e Ftremc 1

---------------------------------------------------------------------------------------------------------------------------------------------------------------------

" | authjorize and give consent for anaesthesia (O Regional / O GeneWsia/ 1 Monitored Anesthesia Care as
cons|dered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and aiternative
freatrents and answered my specific queries and concemns 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.: RGH/FRM/GLINIGAL/021 P.T.0

T ———— i



L

| understand that there are some infrequent complications that can occur due 1o 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 relfef, 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 doctars attending on me to administer blood products during the
course of operative period and immediately thereafter in need arises.

| understand that the above menticned consultant anesthesiologist or occasionally a colleague deputed by him / her
will administer the Anaesthesia.

- Pregnant: [0 Yes  [3No
DECLARATION BY THE ANAESTHETISTS PROVIDING INEORMATION FOR THIS CONSENT

| daclare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concemn this patient.

| have given the patient an opportunity to ask questions and 1 have answered these.

Patient / Pati dant Witness :
Signature : Q‘ ........................... / ESYT1 1 111 (-

Name : MFN)[, ud‘ QL“JJ- E - . ersrersseeenersess e enerseneeans
Relationship with Patient; .. 755A\n3 Date & THTIB & oeeeeeserer et et saenae
Date & Time : M\D%\D&D%SISPM

Doctor (who is taking the consent) : A
SIGNATUIE | vuvusrvenesseenesrsasosens z‘;@ ........ eervereeasesasiebeees )

Name : DYJSMND"/ ..............
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Master 8. IVAAN SRINIVAS
28-02-2028 1Y3m18D (M)
Dr, ALLU CHANDANA
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POST-ANAESTHESIA CARE UNIT RECORD

e

\

Rainbow* ) s
C?'lli?dr%v:’s ‘Blrtthght

Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

A , L i BB e Time Discharged : ........cccccccveennne
Received m:PéW : ;M\ .................... Time Received : ........ccccocevrercne. g
A\D. - -
oagl 250 | 1y Cannula Site : ......... [-
0 240
igo 230 | (] 0, Mask \Q/ | Prongs
% 220 "Z’fg [ Tracheostomy (] T-Piece
7 S 200 | (7 Oral Airway O] Nasal Airway
£ o w0 |
Q. 180 - i
8 1?3 170 | Vomiting : [ Yes '{,‘10, DFUG: cvoevvirsesisensesenmseereimnesessicesaaeas
z & o [ NeTube: Ives [N
140 3 140 | prain: O ves 7o
M 130 A 130
A 120 120 | rinary Catheter: [ Yes 7o
10 ~
B 0 100 | ChestTube: [ Yes [ANo
S | it oral O Yes %
s 8o W\./Y !
s o | wruiss:. P-L ggond MY
&5 50 g I N/ 50 0ral FERAS: .......oovovveeeefDerrireecssrimrensessstansssanseenns
L 40 40
e 30 30
v 20
| 20 2
10
0 0
SPO,
MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
Able 1 4 extremities voluntary or on command =2 .y . .
freoidbe o aites :glﬂntaz of on command =1 ACTMVITY ,O Z— 2 A_Mlnlmum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 Disch arge
Able to deep breathe & cough freely =2
bre : = . . N
e i =) S 8| 3| ¥ Exceptions to this, are to be explained in the
BP 20§ Pre Amasthelic leya =2 . space below by the Discharging Physician:
BP  20-50 o Pre Anacsthetic ove =1 CIRCULATION 2-| 2 IS p y ging Fry
BP = 50 of Pre Anaesthetic leve =0
Fully awake =2
Arousabié on calling =1 CONSCIOUSNESS 2
Nmrespond?n; =0 W= P
Pak =t COLOR
Pale, dusky, blotchy, jaundiced, other =1 L
Cyanotic e =0 % 2 L
TOTAL g{ )0 "D
' PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score intervention Signature 7
|
b6 b 00
% - 0 wo f rafn

Pain Tool Used: ' N pass CJ FLACC

Anaesthesiologist Name -

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name

PACU Nurse Signature:

Date & Time:

1 Wong Baker

TINPS

Reassessment Frequeng
1. Every eight hours

2. For post surgical paties 'z_f"dpaf“-‘-'us‘
a  Every2hoy "t Chrong pab ..
b After 24 hoy ™t 24 tours " Pallent g Severs
c.  Prorto pairl‘ hourg -
d With in 3(]-6s =¥ehlion

P3N rojer -
7
erveng,

Transferred to Unit by (F

Date & Time:
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28+02-2025 1va - =
Enr , ALLU CHANDANA Moo Rainhow .

i | ~ Ghlldren’s | [t

Tttakes & lot o treat the Rite. Your Right to 3 Safe Delivery
Department or Anaestesuuyy

EPIDURAL ANALGESIA RECORD

Date: v TIME: wveveernena eveeseenes Pracedure done DY ....cvevveeveevevvrerveenrenrieserreresrevessnssnssnessssesansenne
CSE /Spinal /Epidural Position : .......ccouue. SPACE e Technique {LOR/LOS) ....ccccerveranee
[1]5]171 HOOTORTOORON Catheter at SKin: ..cevoveerveeveeesnseensenseraes AHBMPES | v |
Parasthesia : YES/ND if YES GBLAIS & ..ocveeceeereeeeeererete e ns st sms s e e e s bbodaasea s bt s e baansnon Erabsnsensasassassasonassansesabe e @
SOIULON COMPOSHION : .ovreeereereree e erremraecee st st reseste s sernessassnenssssose e sessbse e o s b ben s as s s b e e e bR b bbb e e bt s b bA s 08 |
Any other issues :
) O T SO YT ITO TR RO PN -
D) ©ueerserecssseeeensasssssssensesesisessessssseasssaes s eSO PA PR R AR R R RS A4 RS R A RE R AR R RS \
_— Infusion Rate Level Maternal | ‘

Time (mi/hr) Bolus (M) | ot Right | BP | Pulse FHR Comments \




HNH-00008252

e w 23 Rainbow’ | @ rrrnr
T I A A

EMERGENCY Kuumw 1RIAGE FORM

Patient’s Name |

Gender: pﬂm

Date: ........ Time of Arrival : \%QW)

Allergies:,zmo/ D Yes [ Food [] Medications [] Blood Transfusion [] Other (SPECify): ....ccovivviinieieiieniinieiiiieiinnes [] Not known
Source of Information : = Parents [ Others (SPECIY) . reeeeeeseeeesseeseeeeeeesesssaesesssseeesesssesssssseesesssees s eeeesesesesssssereeseeeenssssse e sseseeseseeeeee e
Mode of Arrival ; MEatory [*] Wheelchair ] Ambulance

initial Vital Signs:  Temp: . AT f— PR Bublmy, RR: oo s0, 4.9 7

Chief Complaints: .....

Y U v A Y

?f@l MEC‘-—/\L

INITIAL PHYSIOLOGICAL CATEGORIZATION

Appearance Work of Breathing
£T Normal A T Normal

INITI YSIOLOGICAL STATUS
Stable

[J Increased O Unstable :

[J Sick Looking Circulation / Colour (] Decreased [ Gasping/ Apnea O Not — Life - Threatening

fmal [ Abnormal [ Bleeding OJ Life —Threatening

Triage Classification CTAS

1 Level1: Resuscitation [ Immediate

[] Level2: EMERGENT : Life or limb threatening 0 <15 min_

[ Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening ] w

[ ] Level4: LESS URGENT : Significant illness but not life threatening —FT 60 min

[1 Level5: NON - URGENT : May receive care when convenient [0 120 min

All Children less than 2 years age with high fever to be considered Level 3.

* CTAS - Canadian Triage and Acuity Scale

NOTE : All immunocompromised children and preterm babies to be considered Level 2.

Signature of Parent/ Guardian
Triage Completion TiMe & c.cocvvvvvvvvieennene

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 ] Yes-f"| No
weeks
2. Have you had cough or a rash in the past 2 weeks O Yes,j'/‘-ﬂo/

3. Have you had shortness of breath or difficulty breathing in ] Yei';,N( '
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 [ |Yes #THo
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

iives: Siate Lot <isnsimsiaimsasimmsmmsimssiss

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?

N

Name of Triage NUTSE : ..............peceveves ﬁ'l ......... oy

Date & TIMe : +ecvvvrvvvereaee. \?.) 1 b, }2‘—6@“3“\2 2 67W\

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:

[7] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
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.

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.

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 : ....... @
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Master 8. IVAAN SRINIVAS
:s-oa-zozs 1Y3M18D (M) ‘ t;;?_. .
r. ALLU CHANDANA Rainbo . . )
A Children's ‘Bl_rtthght
It takes a fot to treat the little. Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : ‘51L]LG Time of arrival '?—\\7'“’8“’\

ChIBf COMPIAINTS: ...ttt a et se et a b et e et RBS: oo
Height: ................. Weight : mﬁ"jﬁm s Head Circumference (<2 years) ......c.ccccovverveererrerernnrnnnn.
Allergies: ['Yes ~No [ Medications [ Blood Transfusion El Food O Oer ..connsnmsmmii
HNVBE IBIEIY rsvessrssn imsmiesmnsnss vsanass o ReA e e SF AR T R o P o AR A s A s AR oS em P me

Pain Screening: (| Yes—No If Yes, Pain Score: ................. Pain Tool Used: -/ N Pass_ FLACC =1 Wong Baker
] Character ..........ccooueven.. CTLocation ........c..cveevenene T FIRQUENCY v, [ DUFAHON .o
RISK FOR FALL: Functional Screening: [N Abnormalities Detected

L1 If patient is < 6 years 1 Mobility Problem

tick b.8|0V\.I fall risk intervention directly ] Walking Problem
(] If Patient is > 6 years O Developmental Delay
rAB545S W D At etars L1 Musculoskeletal Congenital Abnormality

History of Falling: within past 3 months []Yes [+No ' -
Ambulatory Aids: B _ Inform consultant for positive criteria

* Wheelchair []Yes N

5L sox Ries or =pcor OlVes DHiG | ot s
Gait/Transferring:
>=Soduet) rmotik D Yes ?ND Nutritional Screening: Dfm&brmalities Detected
e Weak _Yes [INo — .

, — = _! Underweight
* Impaired LlYes LINo

i ] i
o L Overweight

— | Feeding Problem

[ Special diet

LI Special feeding method

Mental Status: Forgets limitations [ Yes

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

(] Escort while ambulating
~Assist Patient Inform consultant for positive criteria

Q/Edﬁb'éte patient and family on fall precautions/prevention

Psychological Screening: B*N@niﬂcant Findings
Unusual concerns about patient's Psychological Status: [ | Yes ZN/O

If Yes Consultant Notified: ... (DAY s

Social History: Lives With ................ ‘Fﬁmﬂ. o OSSOSO PSPPSRSO
Siblings in household [ Yes (] No  (if y&S HOW MaNY?) .........ooovvvvvvvuvvevvmvmmmmmsssssssssssssssssssssssssssssssssssssssisssissonns
Time of Initial assessment completed by ER NUISE © ..o .

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




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

! Time | Nursing Notes

‘Mﬁ’—iﬁ 'H'\Q /ﬂL Copcdet? 049

|
[
| oviatore %tf@:gLS, |
\* — = : |
| .4.__..,| — T
T I |
B | I ) B
i__ I B .
| |
Samples collected by: Time:
Samples sent by : Time:
Medication given in ER:
Date / o - " Doctor | Nurse
Time | Miedncatjnii o ‘\_Routi _Dosage &_Instrﬁtlonsi Sign | Slgn ¥
R s S A S 2
|
IS S I I S o
| ‘
I Agj_ri___. -
| | |
L S — — B .
|
I - . \
|
| | | |
Condition of patient at time of shift - out : | Details of Shift - out
| -
M i B OFR s, Shift - out from ER to: D} _______________________________________
RR rovnsncsrsmssineans SPOZ v L Time Of SHift = QUL v
GCS:..oeiecrene Temperature © .......c.coevevevennenn. . .
‘ | Handover Qiven 10: .......c.ccovvveieiiirii e,
Pain Score: ............... (Nurse’s Name)
Repeat RBS (if applicable): .........oo.oooooroeor |
Tick as applicable: [ MLC “JTLAMA C'BROUGHT DEAD

Procedures done with details (if any):

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

Name of the Nurse : ......... ]\ .......................................

Date & Time : ..... \3/624 ....... @ F12 9

...........................................................
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i chigars| BN
RESULT SHEET

Date 3L 124
Time a' np—
L 12 C

Ped 28 S
RBC 4.?,
WBC 1) uq
N/L
Platelets 294
CRP

ESR

Q PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

Q T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
St.Lipase

Bjood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138 (PT.0)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA/ Cyst
Occuit Blood

CURUTE QNO SENSIIVITIES © ..vvevesiieeserreeerieiressnessescssssesseseesssessstsssessessessensessusessssstsssssassnssessssassessessensesssesenseses st sosssmesssssenes

-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
..........................................................................................................................................................................................

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

Radiology : USG i o ssene st sssse s s s ebersesssvasaassssssraosasesssnsastsasbastenesvaspasse R VRS SR AR RO be s R sEa R PRaR bR e 0 bes

MBI sttt res s st s s b saa Bt o4 B s aas SO R o4 RSO SR eH R b4 AR RO E L bk a8 e

Othiers (ECG, Contrast STUGIES BIC.,} I vveevreeerrereee e s s estene s et s s sess b st bamsesbosassemsanassas son




s . Rainbow Childrens Hospital-Himayatnagar

Raink~ e "‘-’*“‘;ﬁm;‘ en's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Chilc :’::::’:?m“ .mer:a Board Himayatnagar ,Hyderabad , Telangana, INDIA ,500029.
Hosj zo-o:-zozs 1Y3M18D (M) TEL NO :040-48873000

r. ALLU CHANDANA WEB : https://rainbowhospitals.in

—

~ENERAL CONSENT FOR TREATMENT

Patient Name: Master S. IVAAN SRINIVAS Age: 1Y3M18D
IP No: IP26-00006574 Sex: Male
Consultant: Dr. ALLU CHANDANA Ward/Bed No: GF -EMERGENCY/ER01

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

rance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
e of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also
understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss,
destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"I am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting
the equipment and monitors the whole process as per evidence based guidelines”.

Note:

1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of failing the submission, | will pay 200/- Rs.

{Mceivers Signature.................. )

3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Pati aW

/dﬁwe:/ 8 . I\]Ak}"*b”/‘” Patient Address:

e Fothot H.NO: 1-8-747/8/3. Nallakunta
elationship: Hyderabad Telangana INDIA 500044

Date: [’gl‘be ,7/~C Time: g&fy70)

™

Wittness Name:
Wittness Signature: M

Printed Date / Time : 13/06/2026 08:31 Printed By : 016951 Page 2 of 2
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Waster S AYamie

B AR
o,.\m\m‘\’“\“\\\\\\\\\\\\\\ BILLING POLICY
.o eyuie: - With effective from 1% January 2020, Our billing cycle to be start from 12 PM to 12 PM,
Settlement post 12 PM, room rent will be charge for half day extra & post 6 pm, it will be charge for full day.
Less than 24 hours stay will be considered as one day.
® As per the GOI guidelines, we can collect Rs 1,99,999/- only in cash mode, balance patient can pay through Card
tpaln the event of TPA/ Cashless denial or approval not received due to any reason then hospital tariff will be
applicable and any discount or special rates given to TPA’s / corporates won’t be applicable.
If the surgery / scans performed in Emergency hours (8pm - 7am), public holiday and on Sunday will be charged
TPA processing charges Rs.720 for every TPA route cases.
All charges vary as per Room category, except Pharmacy and consumables.
We follows a “No Discounts Policy” kindly cooperate.
No Duplicate/Second copy of OP OR IP bill is issued.
ICU/Ward Charges DO NOT INCLUDE - Air Mattress, Monitor, Consultants/ Specialty Doctors Visit,
Infusion/syringe pump, Ventilator/C pap, Oxygen, Investigations, Procedures, Consumables, Medicines or any
other bedside equipment’s/devices etc. (Detailed list can be taken from billing department).

5

Patient attendant can collect for Interim/provisional bill of the patient from the billing section on daily basis. Interim
Bill shall be based on the acknowledged services in HIS. Final Bill of the patient may vary from the Interim bill based
on actual update taken on the day of discharge. It is requested that patients/attendants inquire daily about the bill
amount from billing section and pay the outstanding as on that day.

Patient bill outstanding should not be increase more than 10,000/-

You are requested to clear your outstanding amount on daily basis before 12 PM.

MODE OF PAYMENT & REFUNDS

® We accept payments by cash (up to Rs 1,99,999/- only ), cards, online transfer and Demand Drafts.

® All refund more than Rs.2,000/- wjll be refund through NEFT in three Bank working days.
- Y f %
o sumik(fm) )

( I
Name & signature of Patient/Attendant (Signature of Admiséion Desk executive)

NOTE: Self - attested Govt. ID proof is mandatory whosoever is signing the undertaking.

RAINBOW CHILDREN’S MEDICARE PRIVATE LIMITED

Registered Office: Road No.2, Banjara hills, Near Hotel Park Hyatt, Hyderabad - 500 034, T: +91 40 2233 4455.
Corporate Office: 8-2-19/1/A, Daulet Arcade, Karvy Line, Road No.11, Banjara Hills, Hyderabad - 500 034.
Branches : BANJARA HILLS - T: 2233 4455 | VIKRAMPURI - T: 4246 2200 | KONDAPUR - T: 4246 2400 | MADHAPUR
-T: 6464 2020 |KUKATPALLY - T: 4246 2300 | L B NAGAR - T: 7111 1333 | MARATHAHALLI, BENGALURU - T: +91 80
7111 2345 | BANNERGHATTA ROAD, BENGALURU - T: +91 80 2551 2345, HIMAYATNAGAR- T:- 40 48873000

CIN: U85110 TG1998 PTC029914 email : info@rainbowhospitals.in www.rainbowhospitals.in




