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" HNHo00008829 IP26-00008653 Rainbow® .
Master MAYANK mno'rmpunmw Children’s . Birth R|ght
23-09-2021 4Y9M3D il :

b Hospital_ | ) zemnroi
‘our Right to a Safe Delivery

T e
SURGERY DETAILS

Date : 25%5/2—6 ..............................
Patient Name: /.Y /O e, XA\ D VN euxam. Date of Birth: 2207 2202/ ... Age: h?qs
Gender: ........ M “’(’i .................. Ward : oo O, UHID No.:HINH.Z000058.2.9.......

Timen sdiveeess
1. Surgeon i
2. Anaesthetist - '@Scmw ...........................................................................
3. ASHISTOTE SUIBON /3 vohiimses s tiaseii grinassur et nine. ANk msanmi B s e s ip s st
4. 0T Technician @T‘HTW/Wﬁ ...................................................................................................

5. Circulating Nurse %J&)@Jﬁg’yﬂ% ..................................................................
6. Assistant Nurse %gﬂnﬁzﬁﬁa,%’%@éta‘s,é’[%cj{‘\ ..................................................

Special Equipment: [ Laparascopy | Broncoscope [ Harmonic | Morcelator

.| G-ARM [ ] Cystoscopy [ | Versa Point | Liver Cusa

1 Neuro Cusa | Others éﬁbda}a% ....... ¢ [;mfj@g (9—6~000b205'330

Signature o | urgeon Signature of Circulating Nurse
Order No: ..2.6.50000.205230.....o... Order by: J@éwﬂaﬂ/géof

Docu. No. : RCH /FRM / GENERAL / 114
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HNH-00005829 IP26-00006653 A{iﬁ W\-ij‘j [ !‘“)I% 'w‘? ; .-fffg

Master MAYANK RAGHOTAMPURAM Rai n bbow

i AYOMID ™) Children’s ‘ .Bll‘tthght

r. ALLU CHANDANA BY RAINBOW HOSPITALS

Hospital
||||Hl||N||||||||||||||||||||||| CONSUMABLES OF OT MoRit2l. | Waians
Technician PA"(V‘TNQ .................. Date : ;25/{/225 TIME e,

Anaesthesia Disposah!es mmm" P ‘S);gical Disposables Mdm" usea| Disposables (Baby Side) uﬂtvm
€Ftupe—PDAE (A €0 | | 2] Major Pack Qe neta) e Inj Vit.K
LMA » Sutures Cord Clamp
ECG leads : A AP}/ N 7 lasT 9, L L Lo fj bty 27 Suction Catheter
HME filter :A/P/N i Feeding Tube
Syringes : 10 cc &5 |77, Arf@m |- | Vaccum Suction Set
05 cc e$ |atves 479 s Surgical Gloves
02.(_:0 \9 f”f'?l ¢ 4 'f, Gauze Pack
01cc . Syringe 1ml / 2ml
Cautery plate:A/P/N _Surgical blade Surgical Blade # 20
LIV set |_NG tube Koochies (S)
RL Oy | Cautery pencil
NS : 10ml/ 100ml @ooﬁ /ufooml \‘_y_xoochies
LM | 4 ©.t| Ointments
,QLNH N Goo my v\ | Suction Catheter |
Fentanyl R &1 | Cap, Mask P
Merphine O n M ad K\P) &1 | Gauze Pack yeevs paa | HEOL
Ketamine ©\ | Mop Pack ’ a1
Propofol D7 | Steristrip
Reewrenivm ) (X o m"Ph %ohe | e | Underpad
Glycopyrolate Draw sheet
Myepyrotete | 1 af { X & g1 | M8 Cavion o il
Ondamrsetron N ¢ 0§ ﬁ vy g1’ | Foleys catheter Y
Pencan 25¢/ Spinal Needle 22 " | Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories loban ,\jaMJ
Anamol : 80mg / 250mg/ 170 mg Double J Stent LFML ‘/l/
Supridol : 100mg Vaccum Suction set el
Justin : 12.5 mg/ 25mg / 100mg Plastic Bed Sheet
Tab. Misoprost : 200mg __| Betadine Solution -
MU azs Jam £ | Microshield ¥
NG n ol 04| Cotton Balls
w ‘N JXONE M Latex Gloves -l'B/
 Come P _er] | Ramdione Scrub
i ' | saral
Surgeon Anaesthesjologist OT Technician

Order No.26.— QO0020 8 3.2 F1 L6 Ordered by : -ﬁ’?rcama%ﬁ ............ @ 11.24-OHn,

Doc. No. : RCH / FRM / GENERAL / 125
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Rainbow Childrens Hospital-Himayatnagar

L3 .
4 Rainbow
Children's | I
jeal = B 3¢ Rainbow Children's Hospltal, Door no, 3-6-267, opp. Cafe niloufer, Old MLA
Hospita
s Rekbow quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in
ELECTRONIC MEDICINE PRESCRIPTION
MRN . HNH-00005829 Name  Master MAYANK RAGHOTAMPURAM
i
Ago / Sex - 4Y9M3 D/ Male Doctor ALLU CHANDANA
[
AdmiReg DatefTime 26/06/2026 06:49 Payor SBI General Insurance Company Lid
Order Date  26/06/2026 11:39 Crdernumber 26-0000208347
vigit ID 1P26-00006653 Ward/Bed No 2F -PICU / PICU-203
Paflent Address 10:3,2-1-420, sreesha apartments, nallakunta, Nallakunla, Hyderabad, Telangana, INDIA, 500044
S.*Io Doscription Ganeric Namo Dosagoe Route / Froquancy Duration Instruction Qty Status
i
1 |AECQUIMENTIN INJ 600MG - 1 Nos. { COnce Daly 1 Days 1Nos| Dispensed
2 |DARORALWITHCUFFTUBE: Jpas oraL CUFFED 5.0 |1 Mos 1 Once Daily 1Days tNos{ Dipensed
6 3 INFANT FEEDING TURE-7? !’NFANT FEEDING TUBE 1 Nos External f Oncea Daily 1 Daya 2HNos ispensed
~
q Encora Micrapuc gloves-6.5 1 Nos 1 Once Dally 1 Days 2Nos| Dispensed
5| ]‘33;:;?PREP SOLUTIONS 1ml { Gnce Daily 1 Days 1Nos| [Duspensed
G] DSYRINGS 2.5ML{NIPRO} SYRINGE 2ML 1 Nes Eaternal f Onco Dally 1Cays 4Mos| Dispensed
RELIPARAIPARACETAMOL, "
? 1000MG l(;DML BOTILE } 1 Nos { Cnce aily 1Bays 1Nos| Despensed
Bl NEX INJ AMP 400 MCG 1 ML 1 Ampule tnpection # Once Daly 1 Days 1 Ampula Dispensed
I i -
9‘1 g;;’g;’;)"ﬁj‘“s%‘bm"'}g voing 1 Nos Extemal/ Once Dady 1Days 1Nos|  Dispensed
1i
10" |BIOXAMIC 500 MG INJ 1 Ampuie { Qace Dady 1 Days 1Ampue| Drsponsed
i E C G ELECTRODES (PAED) |ELECTRODES PED 1 Nos Externat/ Onca Daily 1Days ANos| IDispensed
12| |NS 500ML CLOSED BOTILE 1 Botle Extarnal f Once Daiy 1 Days ZBotde[ Dispensed
13 MEZOLAMINI 5 MG 5 ML 1 Vial Injecton ¢ Onca Daily 1Days 1 Vial Dispensed
GAUZE PACK STERILE GAUZE PACK STERILE .
1§ hoxaoxizeLy ss 10X10X32PLY 5 PACK | Mo Exieinal | Once Daily 1Days 2Nos|  Drspensed
15 gggfﬁgﬁig;z PLY (5 gggZE TSXT512PLYS |, Nos Extarnal 1 Once Daily 1Days 2Nog|  [hspensed]
16 mﬁ?ﬂ%fxf“mnm"‘““ﬂ 1viat Injection * Onco Dary 1Days 3vial|  Dispensed
C 17 MYOSTIGMIN INJ 1ML 1 Nog I Onge Daly 1Days 1 Ampuia Dispensed
18 ’h SGLOVE # 6,5 {SURGICARE} [SURGICAL GLOVESE.5 |1 Nos External f Once Daily 1 Days 2 HNos Dispensed
19 i DEXAMETHASONE INJ 2 ML 1 Vial External { Cnco Daily 1 Days 1vial Dispensed
R P, X
20 ?ﬁggs:ugg 60X90 10° Pack 1 Nos External/ 10 AM 1Days 1 MNos Dispansod
21 MOPS 30X30 8PLY 55 X-RAY |MGPS J0X308 PLYDATT |1 Nos { Once Daily 1Days 1 Nos Dispensed
22 { [VACCUME SUCTION 5ET 1 Nos External / Once Daily 10ays 2 Nos Drspensed
23 | |MCT-ROF 100MG 10ML 1Nos { Cnca Paily 1 Days 2Nos| Dispensed

Note
* Thig

*Dor

Prinle

ot refill medicines.

d Date/Time  26/06/2026 12:14

prescription Is valid only for specified duration.

* Thisldocument 15 just for reference purpose only. Not to be considered as primary rapori,

Prntad By GUVVALAVIJAYA SUSHEELA

ALLU CHANDANA

Reg No : 03408

Page 1 of 1
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f Rainbow Childrens Hospital-Himayatnagar -
Rainbow )
Children’s . . e s . .
| Hospita] = B Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
Mo quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029,
040-48873000, info@rainbowhospitals.in
0NN
DI INOr A
| ELECTRONIC MEDICINE PRESCRIPTION
MRN * HNH-00005829 Name . Master MAYANK RAGHOTAMPURAM
Age [ Sex :4Y39IM3D/ Male Doctor : ALLU CHANDANA
AdmiReqg Date/Time 1 26/06/2026 06:49 Payor ; SBl General Insurance Company Ltd
| Order Date . 260612026 11:39 Ordernumber  : 26-0000208346
Visit 1D 1P26-00006653 Ward/Bed No + 2F -PICU / FICU-203
Patient Address 103,2-1-420, sreesha apariments, nallakunta, Nallakunta, Hyderabad, Telangana, INDIA, 500044 Q
S.No Deseription Ganerle Name Dosage Route / Frequency Duration Instruction Qty Status
1 |RL 500 ML CLOSED SYSTEM ?é%ﬁf%ll__ggggﬂi 1 Boitle I Once Daily 1 Days 1Botle| Dispensed
2 BCV-INTRAFIX SAFESET 1 Nos { Once Daily 1 Days 1Nos| Dispensed
3 {DSYRINGE SML.(NIPRO} SYRINGE 5ML. 1 Nos Exiernal / Once Daity 1 Days 5Nos| Dispensed
4 I;(?DVm_ANZ SOLUTION 10% 1 Nos { Once Daily 1 Days 1Nos| Dispensed
5 35{5&.‘;%’;5:;5‘5'\”\“5) 1 Nos Extarnal / Once Daily 1 Days 10 Nos Dispensed
6 |EACEMASKILAYER FACE MASK 3LAYER |1 Nos Extesnal f Once Dally 1Days 10Nos| Drspensed
7 gfgg—EEsi"QMh}"égﬁN 1 Nos External / Once Daily 1Days 10Mos|  Dispensed
IVALON NASAL PACK WITH
8 |STRING (8CMX1.5CM 1 Nos rioam 1 Days tMNos|  Dispensed
9  |DSYRINGE 10ML (NIPRO} SYRINGE 10ML 1 Nos External f Once Daily 1 Days 5Nost Dispensed
10 SAVLON 100 ML 1 Botlts External f Onca Daily 1 Days 1 Botlle DispO
3 :LEQIJ’:'I‘T?K!‘{-S}URG'CAL KIT 1 Nos / Onca Dally 1Days 1Nos| Dispensed
12 | THEMIPYRRNOM 0.2MG INJ 1 Nos Extornal / 10 AM 1 Days iNos| [Disponsed

ALLU CHANDANA

Reg No : 03408

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

Note

* This prescription Is valld only for specifled duration.

* Do not refill medicines.

Printed Date/Time 26/06/2026 12:14 Printed By . GUVVALA VIJAYA SUSHEELA Page 1 of 1




Rainbow” . L
cﬂ'a?dr%‘ﬁ’s | ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

‘f;ur Right to a Safe Delivery

DISCHARGE SUMMARY

Master MAYANK
RAGHOTAMPURAM

UHID HNH-00005829
| Father/Guardian  Mr R. ABHISHEK Age/Gender 4Y 9 M 3 D/ Male
| Address 103,2-1-420, sreesha apartments, nallakunta, Nallakunta, Hyderabad, Telangana, INDIA, 500044

'IP No | IP26-00006653 Admission Date  26-06-2026

| Ref Doctor DR. JAYASREE. C

Dlschar-ge .I:-)a;e” 27.06.2026

Consultant:

Dr. Allu Chandana

MBBS, MS (ENT), DNB,
Fellowship in Pediatric ENT.

'DIAGNOSIS | ICD CODE
' CHRONIC ADENOTONSILLITIS

Procedure : Adenotonsillectomy with Coblation done on 26.06.2026.

History: Master MAYANK RAGHOTAMPURAM, 4 Y 9 M 3 D child presented with
history of recurrent episodes of cold, cough associated with mouth breathing,
snoring and sleep disturbances prior to admission. For the above complaints
child was evaluated and found to have adenotonsillar hypertrophy, in view of

® 1800 2122 @ www.rainbowhospitals.in







Master MAYANK
‘ RAGHOTAMPURAM

4,’__.: [
Rainbow® |
Children’s | .
Hospital

UHID HNH-00005829

BirthRight

‘ BY RAINBOW HOSPITALS
| yEm Rngr:t to a Safe Delivery

IP26-00006653  Admission Date 26-06-2026

which child was admitted at Rainbow Children's Hospital
management.

for surgical

Examination: Child was afebrile, maintaining saturations at room air. Heart
rate was 123/min, Blood Pressure - 100/67mmHg and Respiratory rate - 30
/min. Bilateral hypertrophied inferior nasal turbinates present, grade 3 tonsillar
hypertrophy. On auscultation of chest air entry was bilaterally equal with
normal heart sounds. Abdomen was soft with no organomegaly. Examination of
other systems was normal.

Weight on admission: 13.6 kilo grams.
Investigations: Enclosed reports.

Indications for surgery:
Coblation Adenotonsillectomy done on 26.06.2026.

Surgery :

- Under GA patient in Rose's position.

- Boyle davis mouth gag applied.

- Bilateral tonsillectomy done with coblation.

- Under endoscopic guidance adenoidectomy done.
- Hemostasis secured, procedure uneventful.

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

Advice:

KONDAPUR L B NAGAR i NANAKRAMGUDA

O 1800 2122 @ www.rainbowhospitals.in
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Rainbow® &

Children’s | .BirthRight"

Hospital

[ : Master MAYANK
. Name RAGHOTAMPURAM UHID HNH-00005829

.I IP No : IP26-00006653 | Admission Date 26-06-2026

* Diet as advised.

*Syrup. Augmentin DDS (Amoxicillin - 400mg + Potassium clavulanate -
57mg/5ml) 2.5 ml twice daily for 7 days.

* Syrup. Relent plus 3 ml twice daily after food for 7 days.

*Syrup. Crocin DS (Paracetamol - 5ml/240mg) 4ml 6th
hourly(6am,12pm,6pm,12am) daily after food for 7 days.

* Otrivin-P nasal drops, 2 drops in each nostril thrice daily for 5 days.

* Gargle with Betadine thrice daily for 7 days.

* Tablet. Ibugesic 5 ml 12th hourly (9am,9pm) daily after food for 5 days.

* Solspre nasal spray twice daily for 3 weeks.

Fever Management

* Syrup. Crocin DS (Paracetamol - 5ml/240mg) 4ml 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 1 week in OPD at
Himayatnagar with prior appointment (Review consultation will be
charged).

Food instructions while taking medications:

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

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

BANJARA HILLS

® 1800 2122 @& www.rainbowhospitals.in

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

NANAKRAMGUDA







A |
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s | ‘BirthRight’“

Hospital ‘ BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

Master MAYANK
RAGHOTAMPURAM

| IP No IP26-00006653 Admission Date 26-06-2026

'Name UHID HNH-00005829

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been
explained by doctor in a language that | can understand and | acknowledge.

Parent/ Attender
In case of emergency contact 9154865030 emergency pediatrician on duty.
To take appointment for OPD consultation at Rainbow Banjara Hills / Rainbow
Clinic Madhapur / Kukatpally / Vikrampuri / LB Nagar dial just one toll
free number 18002122.

You can also take appomtments at any time by going online to our webs’lte
www.rainbowhospitals.in (o SN \\

Registrar/Resident/C.M.0O

Consultant:

Dr. Allu Chandana

MBBS, MS (ENT), DNB,
Fellowship in Pediatric ENT.

@ 1800 2122 @ www.rainbowhospitals.in
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Rambow @
Children’s PIPRR
: B
Hospital BirthRight
It takes a lot to treat the little. Your Right to a Safe Delivery.

ACTIVITY RECORD FOR BILLING

HNH-00005829 1P26-00006653
e B
UHiD Ro: ||||li|II|I||II||I||II|II|!IIIIIIII|| """"" consultant: R
Date of Adn..-.-.. pon | mmmmmmm———— Date of Discharge : ----—------—-———- Time: ~=---—-----
Room / Bed No : ~—------=-==-=- Ward : Suggested Billable bed type : -
WARD TRANSFERS
Date Time From To Signature of lﬂurse

Y A '30hm ER oT fe |

2el6l2b | N0 Am 01 Ply N~

2616126 | 120m PLCY W ord @) T Duung | ]
Cross Consultation Visit

Doctors Name Date Order No. Signature

1.

2.

3

4,

5.

6.

7.

8.

9.

10.

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




INVESTIGATIONS

Date Investigations Order No. Sign

|, [op cBp 1036 4 HE

ol [P i
DAc (erpaze)

(6953 checked by Gl @ 2cl¢l2s [@ U R~




MEDICAL EQUIPMENT ( WARD & ICU)

Name of Connecting Disconnecting .
Date Equipment Time Time Order No. Signature
v
&qfcf?b Tnvagive wmoni-oy (O pm 1P~ |) ngn Cosicriin
i \ J 1570 =
&(’)(’Pb Tnl}}fusbn QU 10 pix .

L
(g’

(




PROCEEDURE

Date Proceedure Quantity Order No. Signature
plob e cavwnde ( 8294 ( /Eg
P = =
2IREL poue () | Bups | ap
' b d
Gt 7

ANY OTHER INFORMATION

Time :

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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Rainbow’
Children’s -
Hospital

-_h""

T PEDIATRIC. IN-PATIENT |
MEDICAL RECORD,

- y v ? S B
\
nnnnnnn 820 -00006853
] . Estor MAYANK RAG
Patient Name 2300201 479M:I:Pum ™
Dr, ALLU CHANDANA
oo+ ACHUNIENONING
Consultant

Final Diagnosis :




Pediatric Multiorgan History & Physical Examination

Name :

Age/Sex

Informant

Reliability
Chief Presenting Complaints & Duration (Chronologically):

5},_//9 ’Mg# Ercadlo..
-

History of present iliness :

pis Aol Bvillt
\/

s Lol {)/’2‘727/&441{,@)

fa Z/@(MM

il Mt}d’/ K{ [lcbrodonsille g

N




Pediatric Multiorgan History & Physical Examination

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

F 4

Birth & Neonatal History :

E7/ Frun 2_// gu/ Ctrenlfl 0

—

Birth & Socio Economic History :

About Father : e
About Mother : —

Any additional Information :

Developmental History :

J AV 4 ',/)(n .,

Immunization History :

Upte oy .

/ <




Pediatric Multiorgan History & Physical Examination

Anthropometry
Head Circum (cms) (Centile __ )Height(em): __ (Centile
Weight (kgs) ty. ¢ _év} (Centle ___ )

On Examination :

Temperature : G'-Z rfﬂ Pulse Rate: 123 /ﬂ—-v Description

67?‘1 @/Zlﬁat

B.P __Ly_’L; 7 =% SPO2

Resp. rate and type of breathing :

Rash /

as / /[/J
Lymphadenopathy
Oedema : /

L
Respiratory system :

Inspection (any s/o distress) :

Air entry & breath sounds : 7IeH 6 (@, Cfu,—.‘

Any addes sounds :

-

Relevant data from outside-iChest X-Fla\y, ABG, etc.,)

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : Jlu.f-_;_ [Ca)

Any murmur :

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

Per Abdomen :

Inspection
Palpation : d&// Al
V4
Ausculation :
Spine: External Genitelia : )

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




Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS Score :

Cranial Nerves : r\}

Motor System :

Nutrition :

Tone : Power

Co-ordinator :

Posture : 2 \ 5 /

Involuntary Movements :

Reflexes: . |
DTR _, ’ Superficials :

Plantars

Sensory System :

(\____._;

Bladder / Bowel :

Clinical Summary & Diagnostic :

,/4/;&/\0 06’0:'///‘/&




Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment :

Desired goals of the treatment :

Planned Labs : Planned Management :

g — JQ&%

»
Please fill up the following details

1. Name of the Referring Doctor :

2. Name of the Referring Hospital :

(Including the name of City)

3. Contact number of the Referring Doctor :

(Preferring Mobile #)

4. Name of the doctor in Rainbow Team

on

whose name the patient is being referred

Doctor's Signature Name Date

Time
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Rainbow"® . "
Children’s ‘Bll‘tthght

Department of Anaesthesiology

PRE-ANAESTHETIC EVALUATION Hospital BY RAINBOW HOSPITALS
AA’O,H OTW It takes a lot to treat the little. Your Right to a Safe Delivery
AN <
Name: M ........................ / ............................... Age: ....... {L ...... Sex: Mm .............
Date: .....choevvveerernnne Vgé .................. Time »?(/Mf\ ............... Proposed Operation:;
Diagnosis: ........ szb\ﬂﬁ ......................................................................................................................................
BP/CRT: oo HR: oo Weight 135 - i@ Physical Status:
. Laboratory Data:
ROB: ciiidisiiigiicmusiai QIIBOSE: w.ccacsivavvusisnissness ProbBIn: .osicsossidsvssismsnnies 1| | R — X-Ray: —
[+, A Urea: ..ooovveeceeces AID: oo resaeaees HBS AG: <oveivciiomiin S of -
WBE: i 1 | Totll BRE oo HOV: v, 20 EBHol vt
511 S — | P — Dir Bill: .o Blood group: .............. Stress/Anglo: .................
PE sissvibinsmisicmoning K oo mmicissisi s ik s LDH: ooveiinisiiisiasiiniinninis - e ey OHBE = i
1 T SRR BaFE! vonapangamintant SAIKDHOSE N0, grtieeres s T4 i
[ MO+ oo soesscesss ATWER fihdisiinsicinie TSH ..
Cl= vicveniennisnssgensennee. SGOT/SBPT: coeiiitiniianes Allergies: NM/*’

Medical History: cvs: -~

RESP: | ALgunent” VLTS /l vRogre @  vaes: g1 Aowdnd wIAlen woe .
ONS ol in U - 257 sk, pesthand

Renal:
Hepatic / GE : fw P{j (LA { 7LJ/;\ 14 ( U il[:hysical Activity: E)V\e_

Others : )\/o W dv. Wﬂ"

Past Anaesthetic History: .,u,/ -

Physical Exam: ¢ AA( / W AhAL -

Airway: MP103 4 Mouth Opening; 4 A4 Mentohyoid Distance: 2£72 NeckW Teeth: @ (f
Lungs: A7 (1) (Alan %(_Af&q k

Heart: {14()7 MA—

CNS: e
Pregnant: [|Yes _INo }Nﬂ/ Venous Access Si}ﬁ 24..“A9.4/ Spine Exam for regional : —
.V [

-

Anaesthetic Plan; —MAC [REGIONAL _J&A-ETT [ILMA

Peri-Operative Plan Explained to the Patient: p’e@ 1 No ] MIvC

1
CURRENT MEDICATIONS DOSAGE Pre-Operative '“s"“"“"“s;‘l//",?'r,_
1. DVT Prophylaxis : . wWAI

LEVO LN j nAnda. T - <:Water/0RS 2 Hours iﬂf/,,/
’ Others 6 Hou
lyUDE oLt Informed Consentmrd ~ High Risk

. Post Operative Pain Managemenyﬂﬁcussed with Patient

. 4
/ [ 5. Other Instructions: '
= Chp o e ding. - ool

w

- LEVOLIN 0%#
. - NEBVLKE T LEVOLIN O ”}’];owz
Signature: ... . {00 e A Name: .. Y. B T PPN N SRR I e A f;"wl

Docu. No. : RCH /F CLINICAL / 044




HNH-00005829 IP26-00006653

Master MAYANK RAGHOTAMPURAM

23-09-2021 4Y8M3D (M)
Dr. ALLU CHANDANA

LT |

waud

Pre Induction Assessment:

ANAESTHESIA CHART

&
Rainbow" : e
Children’s @ BirthRight
Hospital ' BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery

Change in Patient Condition: 1 Yes INo Fasting Status:A_W >
Physical Status: | =~! Patient Identified &7 Consent Present +¥1 Chart Reviewed
HR: toé/m& [ BP/CRT: /e¢/€3 »wy [Sp0,: too/. | RR: 22/ds [~L— | LastFeed: >N
Pre-OP Diagnosis: ... Adleantel Mepeihophy  Operation: Coahlabumn. Adindlortillechipate: ...
Surgeon: ... L AL CHBMDINM S ............. Anaesthesiglogist ..-9?...:@!:‘.‘:(.(.& .................... Technician: .. A2vead.
_TNE o) 330 Qo | 9. (YT
N.O[/AIR /0, 7 - 7 A7 M~ |———
HALO /SO éevo} BC— Antibiotic
) Drugs: AU fﬂrﬂ'\’ .
P Loy e oy
R LEATRNY L meq of Suppository
Y fOlL 20\ F20mnag
: INE~ 2-5rha 1Y
A Roc oA iih__[Fma v
WY ST eI e NS GMINE+ [OPIEPSIPTE
B _LIX A FTHACAG 2mMé : -y - Blood Loss
; Eited 306 hYi Dbhﬂ,: L g"im Vi
| \=x0Om i A
\JFO, /520, o |10V Fino(res | IO OO0 )00 teQ[[DD] ¥ i/
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Temperature Sy |3a| 3y .24 1| Py Y| 2572 25 A €425
Urine Output T NOTES
EB|RmC N hendt i1 OmbjﬁM s i 0 ey ]
[l
4P 240
V Systolic 220
A Diastolic
X Mean 200
« Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 12
100 —~
80
B N 4 A N
40 b A
20
10
0
ABG
LAB Values
GRBS
(thers:
[Ur"Equipment Checked and Temp: Induction Regional:
Functional = E [ Fluid Warmer J \Z‘lﬁ Extremity SOOI s
U~ BP I ] Cling Film 1 OH Warmer ] Pre 0, 1RSI ] Spinal [] Epidural ] Caudal
~Tuft Sne:-@mfaf’.‘- [[] Hugger's ] Cottan Wool [[] Others BIBISE crscsmniam Bt s
] ArtSite: ............Y... L¥70ther : -
&1 EKG Lead @ :::s F%n :1_ask E{S]G? — :;:‘t'ﬂ
VT Temp Site- (&) Cheat . L1 Airway ra asal H
" FIO, T\dnnltor Anaes Start, . SO T 0. at jmﬁ“/ Needle Size: M..oovrecrcvcnnen
(" Agent Monitor OP Start: . g S B'O L1 Oral CINasal T Cu Parasthesia [ I No
L "Pulse Oximeter OP End: . [ Tracheostomy L] Topical Catheter at SKin ......Ny......... €M
[ — .
C"Capnograph LeaveDR.‘. q "’S—'ﬁﬂ) B DIUG: oot Drug Name & CONG: ... M ovevvoreovenissessesessveesisesiens
\ " Ventilator Anagsthesia: ] Awake [ Direct Vision T TS S
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_POST-ANAESTHESIA CARE UNIT RECORD

X

\\¥

Rainbo ) .
Cﬁll?dr?avr\:s ‘Btrtthght

Hospital

I takes & kot to treat the Ite,

BY RAINBOW HOSPITALS
Your Right to a Sale Belivery

Received il? PACU BY & et emeeeneeseenccenes Time Received : ...coceeeeveveeeene waremeeens Tim@ Discharged : .......... S
]
g:'; :gg fV Cannufa Sita :
Ly 23 230 | [ 0,Mask [1 Nasal Prongs
:::) gfg gfg O Tracheostomy O T-Piece
] 200 200 | ] Oral Alrway [ Nasal Alrway
o 190 180 -
8- g 180
8 170 170 | Vomiting: O Yes CINo Drug:
= b o ImsTube:  Cives COMo
\Y% 140 140 | prain; CYes CJNo
130 130
A 120 120 | Urinary Catheter; [} Yes [ No
10
] };8 100 | ChestTube: 1 Yes ClNo
S % 90 | Np ral OYes ONo
T oW %
70 ,
N 3 | wris:
@ 50 50 Oral Feeds:
== 40 40
30 30
v 20 20
10 10
0 0
PO,
POST ANAESTHESIA SCORE MINUTES
0 (Madltied Aldrete Score) IN 30 1 60 1 90 out SCORING INTERPRETATION
ﬂglg }2 mﬂtﬁég’mi: 53:52}:3 ot on Ezmﬂ :f ACTIVITY A Minimum Total Score of 8 is Required for
Able 1o move 0 extremities voluntary or on command =10 Discharge
Able 10 deep breathe ;:a;t:lr;gh freely = ?
nyspneaonm: Y] = RESPIRATION . .
| Apnelc i =0 Exceptions to this, are to be explained in the
™ BP = 20 of PreAnaesthetic | =2 i Iniame
BB S0 ol et v 23 CacuLaon space below by the Discharging Physician:
BP = 50 of PrelAnaesthatic love =0
Fully awake =2
Arousable on calling =1 CONSCIOUSNESS
Kot respondingl =0
Pisik u! =2
Pals, dusky, bl chy faundiced, other =1 COWR
Cyanotic =0
(i
H TOTAL
PAIN ASSESSMENT AND MANAGEMENT FORM _
Date Time Pain Score intervention — Signature
Pain Tool Used: (O NPASS [JFLACC [ WongBaker ZINPS Reassessment Frequency:

Anaesthesiologist Name :

Anagsthesiologist Signature:  ....evveene.

Date & Time:

PACU Nurse Name: ...

T P T P L T P PR LT TP TY T PP TP PP reyy

PACH Nurse Signature:
Date & Time:

1. Every eight hours for all hospitalized patients.
2. For post surglcal patient, patient with chroric pain, patient with severe pain

2,

b.
c.
d

Transferred to Unit by (PACU): . ........

Date & Time:

Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior to pain refiving intervention

With fn 30-60 minutes alter pain relief intervention

........... BT T T T L I P T TP PT TP PP I PPPIRPITIY

B R T e R P P P PP TP PP P
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Hospital . BY RAINBOW HOSPITALS
It takes a lot bt treat the litde., Your Right to a Safe Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
D721 1N L1111 S Procadure oMe DY ....ccvvceercers i se e see e eeans
CSE /Spinal /Epidural Position : ....... Yrneniens SPACE ecvveeinscreseisrceeeneneenn. 18CHNIGUE (LOR/LOS) ...,
[D]2]171| RO Catheter at SKin: ......ooveereeeerrreeerecrenense AHBITIPIS 1 oo e
Parastnesia : YES/NO if YES QBIAHIS 1 ..eeiirieieeeeeecseceit et ceee e s e e s st see s aseseresese e ssssesessensessaseiransesrssteseseessssesesserssnees
SOITON COMIPOSHION : covvveeveirerictcee ettt et eesenserensere s ssssresee s sssssesessasasssesenssessaseseesssassasssesassssessssasessesssssneesensas
Any other issues :
) trvrenren e et SRR SR SR e e e A8 aAs RS ee e A an R bR R RA OB e RS be bbb e R Ao eR RO r b n et s ennseneenen
D) ettt et R a s R E AR RO bR R AR b A AR R AR st b et At et et ere e re e et eeenesarene
I Maternal
Time. Imﬁ%gate Bolus (mi) LeﬁLe‘;?ilght BP | Pulse FHR Comments
\—\'\____‘___ .
\‘_'"‘-'“ — “—- —t—
Delivery Details :  TiMe ! ovvvevvrverererenene APGAR: ..o SVD / Instrumental / LSGS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA :© ......cvvei ettt snnse s et st
Patient SAHSTACTION & ..veivveerreriereirernrrersseesr e s sere e sesasaese s s sesae s er s e e s b s s e e e s e e e ara et s et bt naese e anaeaesene s rereseenes

Discharge /Shifting ordered by
DOCION SIGNALUTE: «.evvvecreeerreererserseereesessersessarsmsessssessessnsensaneas
Doctor Name: .......co.ee.. ereerre et be e e a st et aas

Date ant TN & e e e e smer e s s rersssese e searresssnens
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_— DRUG CHART

SIINAMTE <rverreeerecorearscmmrmnresssnssnsraressserens

o

VERIFIED BY - NAIME .oovee e rereesssasssorissersassaseendd]

Date of AdMISSION: ..eovviviiecvrireecrnrrnrrenanes Drug AlIBIGIES: .uvvvieersrrmrccrsnesrmssnsrersbessssssresssessrssorsannes O Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS,
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCGK 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 mentionsd.
- } Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
- drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time
- | AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
{EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
l{ S0S / PRN (As Required Medication)
7 Datey
DRUG: | Time
Dose Route |Frequency |Start Date
Doctor’'s Signature |Valid Period| Pharm.
Additional Instructions:
BRUG : Dater
. Dose Route | Frequency |Start Date v
Dactor's Signature |Valid Period] Pharm.
Additional Instructions:
BRUG : pater
Dose Route | Frequency |Start Date v
Doctor's Signature |Valid Period]| Pharm.
Additional lnstﬁructiuns:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (PT.0)
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Mnlnr MAYA RAGHOT
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\\\W\J\\\ \\\\\\\\\\\\\\\\\\\\\\\\\ TN

REGULAR PRESCRIPTIONS Weight. .......ccccornn Ward. ..o

pRUG Y « AUGMENITIN - [P2ehaclt
Dose Route | Frequency [Star Tate y gﬁ“n

3somy v | B8N |6 [W]

Name & Signature of the Doctor
Starting the Drugs:

. (Wﬁ/ ' b

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

v Date
D“U‘*:af".‘\‘ (M, Timeo®\b
Dose Route | Frequency |Start Tate

| 9200 \Vv | B6R Db ‘6.9“"

Name & Signature of the Doctor

| Starting the Drugs: \“ﬂ b
Additional Instructions: GQ‘{)
e

Daily Doctor’s Endorsement by a Sign

\ Dater
DRUG : Ay + P AN S a\b
Dose Rotte Frequency |Start rate y

204 | \V | 6D [26]6

‘ Name & Signature of the Doctor
‘ Starting the Drugs: -\.((Q

| Rk

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Sy @ REENT plul et

le;ne

Dose Route Frequency |StartDate] 1 JJ\“

2o | 7O | RO | 26]6 TR

Name & Signature of the Doctor

d

Starting thg Drugs:
(9A

ope . . ‘
Additional Instructions: \OQ‘*

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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Rainbow® . o
Children’s (L BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the ittle. Your Right to a Safe Delivery

.R PRESCRIPTIONS  weignt

.............. Ward e on

Qse Route | Frequency | Star
' *zﬁ'ﬁ’- Mosad] By 2@}

Dt

Name & Signature of the Doctor
Starting the Drugs:

| b, 1o

Additional Instructions:

> O,b

Daily Doctor’s Endorsement by a Si_gn

oRua: S0\ S PRE Nased | Dot A

Dose Route ,| Frequency Qtar BP
Apgh| pasd 10 '2@\6 o
Namé & Signature of the Doctor ' |

: Starting the Drugs:

@ R
Additional Instructions: 1ot

Daily Doctor’s Endorsement by a Sign

DRUG : [REVADINE GARGLE (P22

po- | §eh |2

Dose | Route |Frequency Stz? Dt.| )

6.1

Name & Signature of the Doctor

Starting the Drugs: \.ﬂ'ﬂr
Additional Instriictions: °
ol
\ v
Daily Doctor’s Endorsement by a Sign
DRUG : %?1}1%’

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
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VERIFIED BY : NAM® oo rases

.rf//
- Rainbow”®
Palient Sticker Children’s Blrtthght
Hospital . BY RAINBOW HOSPITALS
It takes & lot to treat the Dttle. YourRIghttoaSafeDaﬂwry
Sheet No: ...........e. REGULAR PBESCHIPTIDNS Weight .............. Ward .....ocevmrninennne
DRUG : [TJiErl[Eiib 5 fa . »
Dose Route | Frequency i Start Di. .
£
-r b
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions: '[9
Daily Doctor's Endorsement by a Sign
Dater .
DRUG : Time 1p .
Dose Route |Frequency |StartDt.| i
I, i f
Name & Signature of the Doctor
Starting the Drugs:
/, * ]

Additional Instructions:

g

Daily Doctor’s Endorsement hy a Sign

DRUG : pate s i
Dose Route | Frequency | Start Dt. y ]
Narnie & Signature of the Doctor - '.
Starting the Drugs: i P gy
—a

Additional Instructions: Y J
Daily Doctor’s Endorsement by a Sign

. Datey ‘

Dose Route | Frequency | Start Di.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Datly Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108




HNH-00005829

23-00-2021

1P26-000068653
Master MAYANK RAGHOTAMPURAM
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"

WBIgHE o Ward: -omonasiass
VARIABLE DOSE pate>
IU’IB Nurs‘ES\g‘ 1 Nurs::Sig. I Nurss Sig I Nurse Sig.
Dose =
DRUG : Dose Dose Dose
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 008 Dees D
ose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
Additional Instructions: pose Dose pose i
lose
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign
VARIABLE DOSE pate>
|U'|e [ l‘il.mr'.-'.‘er Sig. l Nurse Sig. L Nurse Sig I Nurse Sig.
DRUG : Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign
ROUtB Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr Sign Dr. Sign.
Name & Signature of the Doctor Dose Dose poe ”
ose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: Goss - e o
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication Dosage & Other i
Instructions e Syt Nurses
of v € j
Q;If,,w A |16z 6 Léwecsd 0. 6J(7 AeG iz G{T‘o’ﬂé
=
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[ L\ FLUIDS GHART
W Weight. .....cccocueeee. Ward: ooeneasmmn
Date | Time | ooy ol e w | Povte WA "Sign | 'Sign |stopping| Sign | Sign
% / Com | WNGEL .94
b LAConme VLR @> : =
50 -t

q,b\lo.

\WE PLALM™ALYTE.
Clly M)

i

D @ﬁ

o

—

B

[E:
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Master MAYANK RAG in w = . -
S N Children’s BirthRight
i RA
T CHECKLIST FOR THROMBOPHLEBITIS Hospital | (@) susumeoroermns
' DAY-12L]5 DAY-2 DAY-3
S. No. SITE OBSERVATION STAGE / ACTION SCORE E N E M E Remarks
B e o |o
One of the following signs is
9 evident : Possibly first signs of phiebitis 1
* Slight pain near the IV Site / / Observe cannula A
* Slight redness near IV Site
: Two of (}he following Signs Early stage of phlebitis / ) A I
are evident: 2 -
Pain at IV site Redness Restts Cannula
All of the following Signs are Medium stage of phibitis /
evident : : X
4 Pain along Path of cannula _Fries?; C:tnnula Consider 3 !
Redness around Site Swelling PR
All of the following Signs are n
evident and Extensive : Alvanced stage of phiebis of 7
5 | Pain along Path of cannula the start of thl;on&bopp(:ebms/ 4 M
Redness around Site ?e site Cannula Consider
Swelling palpable Venous cord reatment
All of the following Signs are '
evident and Etensive : Pain JHEERAC SEL8 O I
6 along Path of cannula Redness m_rpmbophlebmsllq . 5 AN A
around Site Swelling palpable Intiate treatment Re site
Venous cordpyrexia Cannula
Signature of the Nurse )}/

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 :

DIINAIE Y ... oo o s eanssssssa s NAIMB & covccicmsiiss i asisisisresssisi
Docu. No. : RCH /FRM / CLINICAL / 137
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Hospita ."Wmm
T PAIN ASSESSMENT FORM P |
Date | wme | .0 | Location | Duration Aculty Character Modlving | Pateft/Fami¥ | Intervention Sign
] Continuous | I Acute (] Sharp  OJ Dull O Increasing. | O Yes c@‘—
&L{E{% fD,ﬁrl O O] Intermittent | O Chronic | (J Aching [ Buming | [ Decreasing | (I No
[0 Continuous | [1 Acute (0 Sharp  (J Dull [ Increasing | [ Yes
O Intermittent | CJ Chronic (1 Aching [J Buming | [ Decreasing | [ No
O Continuous | O Acute [ Sharp [ Dull O Increasing | O Yes
OJ Intermittent | (O Chronic (J Aching [J Buming | [0 Decreasing | [ No
[0 Continuous | [J Acute O Sharp [ Dull O Increasing | [ Yes
O Intermittent | CJ Chronic [J Aching [ Bumning | (7 Decreasing| [J No
O Continuous | (1 Acute O Sharp (I Dull O Increasing | [ Yes
O Intermittent | [J Chronic [J Aching (J Buming | (J Decreasing | [J No
O Continuous | [ Acute [J Sharp (J Dull [ Increasing | [J Yes
0 Intermittent. | [J Chronic [J Aching ([J Buming | [ Decreasing| [J No
J Continuous | O Acute (] Sharp  [J Dull O Increasing | [ Yes
O Intermittent | O Chronic [J Aching [J Bumning | (J Decreasing | [J No
O Continuous | CJ Acute [ Sharp [ Dull O Increasing | [ Yes
OJ Intermittent | CJ Chronic [J Aching [ Burning | OJ Decreasing | [ No
[0 Continuous | [ Acute [J Sharp [ Dull O Increasing | ([ Yes
O Intermittent | CJ Chronic [J Aching [ Bumning | [J Decreasing| [ No
O Continuous | [J Acute (] Sharp [ Dull O Increasing | I Yes
[ Intermittent | O Chronic [0 Aching [ Buming | [J Decreasing| [J No
Re-assessmont Frequency:
1. Every eight hours for all nospitalized patents

2. For post-surgical patients, mmmm 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 - 60 minutes after pain relief intervention.

Docu.No: RCH /FRM / GLINICAL / 152 (PT.0)
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PAIN ASSESSMENT TOOLS A

FLACE PAIN ASSESSMENT SCALE {1 Month to 7 Years)

$SCORING
CATEGORY
0 1 2 .
Occaslonal Grimate or Frown, Frequent to constant frown,
Faca No Particular expression or smile withdraw, Disorientsd quivering chin, clenched |aw
Legs Noremal Posttion or Ralaxed Uneasy, restisss, tense Kicking, or lags brawn up
. Activity m saslly n. forth, mn'n;a backand Arched, right, or Jerking
Nomarical Pein Scale (Obstetric and Gymacology)
Moans or whimpars occasional Crying steadily, screams of sobs,
-ttt Cry Mo Cry (Awala o asieep) e o
0 1 2 3 4 8 ] 7 (] 9 \'gu
HoPain Possibie Pan Raassured by occasional touching,
Consolabiity Contant, refaxed hugging, or being talked to, Difficull to console or comfort
Neonatal Paln, Agitation and Sedation Scale {uplo 1 Month)
Assessmont Sedation Normal Patn/ Aghtation
Critmria
Wong - Baker (Pediatrics) Abova 7 Ysars 2 1 0 1 2
Crylng No Cry with painful | Moans or cries Appropriate crying Not| Ivitable or crying at | High-pliched or siiant-
Imitabliity stimull rointmally with patnful| mitable Intervals consolable | continuous cry
stimull Inconsolabls
Menimem  AvailoMee  Benbon MWl Bohavior Stats | Noasusaltoany | Arouses minimally to | Appropriate for Restloss, squirming | Arching, Kcking constantly awake
. stimufi stimufi gestational age Awakens frequently | or
No sportaneous Littts spontaneous Arauses minimally / no movement
movemant movement (not sedated)
Fachl Mouth Is lax Minimal expression | Relaxed Appropriate | Any pain expression | Any pain expression
Expression No expression with stimuli intarmittant continua!
Extremities | No grasp reflax Weak graspreflex | Ralaxed hands and | Intermittert Continual clenched
Tone Aaceld tons decreased muscle | feet clenthed toes, fists | toes, fists, or finger
tong .| Normal Tone or finger splay splay
Body i nottanse | Body s tense
Vital Signs HR | Mo variablity with | Less than 10% Within baselineor | Increase 10-20% | Increase greater than 20% from
RA, BF, 5a0, | stimul varlabllity from nomal for from baseline baseline, SaD, less than or
Hypoventilation or | basaline with stimull | gestational age Sa0,76-85% with | equalto 75% with stimutation -
apnea stimulation - quick | slow recavery Out of sync or
recovery fighting ventilator

. 1 - 1)
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Hospital

It takes 3 lot to treat the little.
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BirthRight

BY RAINBOW HOSPITALS
Your Right !u-a Safe Dei_ive_ry

PARANCTER

CRITERIA

SCORE

DATE DATE

DATE

DATE DATE

b)b
T

Less than 3 years old

4

Jtolessthan 7 years old

>

Age

7tolessthan 13 years old

13 years old and above

Male

Gender

LiayiLosis !

| Neurological Diaynusis

Female

“_ratinns in Oxygenation (Respiratory Diagnosis,
1.1, yaration, Anemia, Anorexia Syncope / Dizziness, etc.

Psych/Behavioral Disorders

Other Diagnosis

Not aware of Limitations

Cognitive

Forget Limitations

Impairments

Oriented to own ability

History of Falls or Infant-Toddler Placed in Bed

Environmental

Patient uses assistive devices or infant toddler in crib or
Furniture/ Lighting (Tripled Room)

Factors

Patient Placed in Bed

Outpatient Area

Response to

Within 24 hours

Surgery / Sedation

Within 48 hours

Anesthesia

More than 48 hours/ None

Sedatives (Excluding ICU patients sedated and paralyzed)

Hypnotics

Barbiturates

Medication

Phenothiazines

Usage

Antidepressants

Laxatives/ Diuretics

Narcotics

One of the Meds listed above

Other Medications /None

=S INNWWIWWW|W|W (= N(Ww[—=|N W A=W = (NN W (== w

Total

Intervention:

-Fall Risk: Low Humpty Dumpty Score

=711,

Hi

gh Risk Humpty Dumpty Score = 12 or above

Bed in low 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"
PATIENT TRANSFER FORM rospital_ | () zummess

Your Right to a Safe Delivery

:Ntl:u:;s::; 1P26-00006653 Date & Time of Admission Date & Time of Transfer Order
23‘-.00-1021 ":3:‘:::””('«, lé (2 6 } ’ g ‘l 320 nr\a\
Dr. ALLU CHANDANA a6 2|6 / 24 s
AV ATCR
Treating Consultant Name Transfer Ordered by Reason for Transfer

DR Au  Chovdara|  Sumanm Baby Steble

From Unit To Unit Information to Attendant
Yes [\U No[ |
PLcu 37 Floor (310) Bl Mol
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

. - Yes U~ No[ ]

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. [tem Name Quantity
| Qe om  (solspre !
RS ATWP Relemt \

3.
4,
5.

Shifting Summary / Notes Written by Doctor: ~ YesNJ~~ No[ |

Name & Signature of Person who is Transferring Name of Person Ordered Transfer

G

Patient & Clinical Records Received by :

€ e
[ 1 Z u \ U\\ﬂ;’ 2
Date & Time of Patient Received: W . \0?““
If the transfer order time & completionbtime 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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' Children’s (d BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takoes 3 kot to treat the Intle. Your Right to a Sale Delivery
NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
~deF 1“1’0371‘. kl f(r¢ (_chko o7 i‘“ll{j. l%\l‘ 'h{‘:h -'l
1= 5 ; 1 ' J TIFY . = A\
Patient Name: Wl —osas 2,'“‘:.’ J Age: 9 ', (6! 'Glender
UHDNo: ' i | ‘ {f 3 9 \ Date v Time:
(—r”&ﬁ}(”;j”f"’ru.: 7 e G'T )
Diagnosis: L I~ }
PRESCRIPTION DETAILS (Tick only one of the following)
S.No ~ Drug Name . Dosage Remarks
1. | Fentany Cirate Inj. 50mogiMi bl it U ’___’_”‘ i
1 2 | Morphine Sulphate Inj. 15mg/MI
3. | Remifentanil Hydrochloride Inj. 2MG ’F‘T
4. | Remifentanil Hydrochloride inj. 1MG S P
WYPAmyy
Doctor Na Doctor Registration No: () ?77,7
Stgnature't-'/e OM l 2 d’

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs DispepseT

)6 H)C

i Ragistratian NG S, .. G, o i et sy iRl 0] RN v, IR SES I TR
M A
adhaar No. of the Pahent (Optlonal)
Ui Py
1. | Name: MO‘S‘,U Md funk Mﬂff’ b B aelt Remarks
2. | Complete postal address (with contact number, if any) [] | ’ .« ,][n _

o114 Ay
{1 IU I Ul‘ l r U N i s
3. | Brief description of the illness He PR

4 Whether registered with any other registered medical practioner / N 0
* | recognized medical institution ( If yes, details of the recorded) - _|
cpJug
5. J.Details of essential Narcotic drug dispensed s
. Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
o \ St aEa sl A Patient Attender
'Ib‘_j /le"l"nJOPj/(r Uy >

Di & 1D NoJ): ; { bw ture: oo
- ispensed by (Name O)MA‘U’“F ..... J?"U”r‘*'c'ji’ ...... ((JHB .Z-jgnaure...._....t. ol SN

Received by (Name & ID NO.): ...ccctverveeriimriiisasiisiinmmmsimnesnnensasins b e b U oA WINGMUIR. ol st oty
N TR T N ey

. Docu. No: RCH/FRM/ CLINICAL / 133
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Children’s BirthRight
Ho spital . 8Y RAINBOW HOSPITALS
1t tokes 3 It to treat the Rie. \'mnﬂthmnsal'one!.mcy

NARCOTIC PRESCRIPTION FORM

(MEDICAL RECORD)

i 1
Patient Name: f\lﬂ’ Jo. Moot ;-' S }l pLiage: | [ Gender: \A ' ¥
UHDNoIN! 1 -1 7] IPNo: : Date;, ) { l( [T Time:
Diagnosis:/“{ 7 | {}f 44 ¥e 7 10 / L)e L 8 \

PRESCRIPTION DETAILS (Tick only one of the following)

S.No Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI { ( " b A g
2. | Morphine Sulphate Inj. 15mg/MI - B .
3. | Remifentanil Hydrochloride Inj. 2MG S
4. | Remifentanil Hydrochloride inj. 1IMG -

Doctor NameDV) my Doctor Registration No: é ?ﬁ 2 7

w0

3
*’}
7

NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed{

IP:Registiation No: ... 0 230 L L Date: . #. 0 h e . SR

Aadhaar No. of the Patient (Optional): .....c....cocviiviieiiiiiniiie e

=

'] I i
1. | Name M;{_’; “Bu M.'j\ff‘f }/ '/{ {I ( J""i |U3:f: Remarks
2. | Complete postal address (with contact number, if any) : ! g "
i
3. | Brief description of the illness /4{" b 10 b ”’ L,']( it
4 | Whether registered with any other registered medical practioner / N 0
" | recognized medical institution ( If yes, details of the recorded) 4
5. | Details of essential Narcotic drug dispensed 42 for, ig{
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
| n 4 Patient Attender
- o T
EY TTNT edany/ 0/
Dispensed by (Name & ID No.): }, caviles - Slgnature’ . g M BER Slisines
W ARV ELalad v ey [ i U" V’jrv
Received by (Name & ID No.): l,f. Signature; ..

i e e BRI S

Docu. No: RCH/ FRM/ CLINICAL / 133
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PATIENT TRANSFER FORM

M
Rainbow®

Children’s | .Blrtth ght

Hospital

It takes a ot to treat the little.

Il\\\

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
e | D fefas “s/6f - Prgen
_ §?ﬂ':{':,’lHAN.,A:.I’” *° “ Transfer Ordered by Reason for Transfer
AT -
po- Su&"“g ACJM}SSJ"O’YL
From Unit To Unit Information to Attendant
FR oT Yes No|[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
3 Yes[ | No [ ]
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3.
4.
5
Shifting Summary / Notes Written by Doctor :  Yes | ,/ ] No| |

JonsPam

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Do 5(.(5&11/-

Patient & Clinical Records Received by :

L

Date & Time of Patient Received : 9] [ b L?J @ 1 3™

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

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery




HNH-00005829 IP26-00006653
Master MAYANK RAGHOTAMPURAM
23-09-2021 4Y®MID (M)
Dr, ALLU CHANDANA

AT DD —
EMERGENCY ROOM TRIAGE FORM

"
Rainbow® ‘ kol
Children's | @ BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the Iitte. Your Right to a Safe Delivery

Patient's NAMIE & ..o e et st e s e s e s seme s aeeasesmneen AQE s Gender: [IMale [} Female

Date : %/ ............................................ Time of Arrival : é ‘%S ﬁm

Allergies: [ No []Yes [J Food [ Medications (] Blood Transfusion (] Other (SpeCify): ........cccoooevvosimnciissssiiiiviinenee L] Notknown

Source of Information : _LAPAONIS: [ OUNEES (SPBOHY) crvressommsssssesumsonssosnasissosissisrosssosmasesisseresserssasasssssssssarssossasestiso4 85 aahasasss 34 B 8msnssases 4 S R4S FHRSS1SS

Mode of Arrival : _/QrAmbutatory (] Wheelchair (] Ambulance

Initial Vital Signs: Temp: 9%-9. 123, sp: {00/ 6F  RR $p0,: .29...

Chief Complaints: .(/0...Caxa.. -‘ 0 L OIHIAL IO s
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing AT Stable

~F1 Normal A SrNormal O Increased O Unstable :

Circulation / Colour

[J Sick Looking [0 Decreased

[0 Gasping / Apnea

[ Not — Life - Threatening

ormal [ Abnormal [ Bleeding [] Life ~Threatsning
Triage Classification CTAS
[] Level1: Resuscitation [ Immediate
[]  Level2: EMERGENT : Life or limb threatening ] < 15min
[J  Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening [ 30 min
[l Level4: LESS URGENT : Significant illness but not life threatening 60 min
[] Level5: NON — URGENT : May receive care when convenient (1 120 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 : .......cccceeeveveennnns

Communicable Disease Triage Screening

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

O Yes/’Z‘Ff
CYes A0

3. Have you had shortness of breath or difficulty breathing in ] Yes)-hﬁ
the past 2 weeks

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

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?

I yes; Stan LaCalon: .. s

] Yes/ﬂ‘m(

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 : W
Date & Time ;.. 20/ 5/@.5...@_...4_.4;9 Am

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

[ Yes ‘;wn/

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

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 : .......... A‘-E ..........................




HNH-00005829 AMPURAM ;
RAGHOT "%

Rainbow®

Kimt Sl l B hRight

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

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : Qé/té (26 ... Time of arrival : ...E:ALA. ...
Chief Complaints: fféﬁ&wk~§1\ml—famm¢£w 35—
Hel - s Weight : ...13:4...... BMI: o erses Head Circumference (<2 Years) ..........oceceeerreresersereserseenns
Allergies: [Yes [ No [T Medications [ Blood Transfusion D Food  [CIOther: .ococeveeeeiecceecceee
I YES | HABNEIEY ..ottt bbb b bt ss bbb es e sa s et e s e n b b e s enene s
Pain Screening: (1 Yes [JNo If Yes, Pain Score: ................. Pain Tool Used: [ N Pass ! FLACC [ Wong Baker
] Character ... [J Location [afnww CJ Frequency ...........ioveueneee. 1 Duration .=
RISK FOR FALL: Functional Screening: [ | No Abnormalities Detected
[ If patient is < 6 years (] Mobility Problem——
tick below fall risk intervention directly ] Walking Problem
- g\szzglsznir:: b>elg ye;;fameters | Oevelopimental Dty
w
D . .
History of Falling: within past 3 months []lYes <—No UmEcH skl Gongenitathbnammalky
Ambuatory Aids: B Inform consultant for positive criteria
¢ Wheelchair []Yes ~CINo
LV Cm— OlYes Mg | s s s
Gait/Transferring: s
. . . — _ .
Bednyst tmmeols S Sls ,NU Nutritional Screening: [ ] No Abnormalities Detected
* Weak []Yes =No O Underweiahit
* |mpaired [(1Yes +No F! 5 , Et
Mental Status: Forgets limitations [JYes No . Uverwelg
[ '] Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING ] Special diet
Fall Risk Intervention: — e
[} Escort while ambulating — Specalteedingmathod
] Assist Patient Inform consultant for positive criteria
| Educate patient and family on fall precautions/prevention

Psychological Screening: .|| No Significant Findings

Unusual concerns about patient's Psychological Status: [ ]Yes _L INo

NS Conat NIINeE: ... oovmoninivnssnmmmanms: ADRIUIRIN sassissonseiesssnmiswsssiisissass

S0CHAI HISTOTY: LIVES WIth ....... S 00t es s e s s ses s enesaneees
Siblingsinhousehold [ JYes [ 1No (ifyes How BN ) v o s i oRe A RS A SR e GRS

Time of Initial assessment completed by ER Nurse : ... 4. 5.2 A oo
Docu. No. : RCH /FRM / CLINICAL / 120 (PT.0.)




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

Time Nursing Notes

fss o QQP_{\/ - V2 Pa_\ax’oa_':nf_fo’ﬂ/%'.r/_ll()ﬂ

g et thocicod

Samples collected by: Time:
. = el WAL
Samples sentby : /" ~afayer - Time: ’f 36 ﬂ
Medication given in ER:
Date/ | pegication Route Dosage & Instructions Doctor | Nurse
Time Sign Sign 1
Condition of patient at time of shift - out : Details of Shift - out
£ — BP: 100060..... BFT; v . Shift - out from ER to: ....... OT ..................................
. o . |
RR: ot B0 SPO; L et THYIB OF SHIE - DU ... 0ninmenensrassinasnmsirsrssrmnsssnsomaibbsiarsnss
GCS:..co T Temperature : ... 93............... .
HANAOVOE GIVOI B07 «ouuisuissmsmnsinsss st isiaitssasacs
Pain Score: ...82...... (Nurse’s Name)
Repeat RBS (if applicable): ..........ccccovervcernvinenncnrnenene
Tick as applicable: ' MLC CLAMA C'BROUGHT DEAD
Procedures done with detailS (if ANY): .....cooeoioee et s en e an e aenens
Name of the Nurse : .......... £ N, Signature of the NUTSE : ... ..overeoeereesreeeseeseso

Date & Time : 9?{/6/2“4@54&9&7&
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—1 _ Rainbow® . o
Patient Sticker . Children’s . Blrtthght

S i N B Hospital .BYRAINBOW HOSPITALS
It takes a lot to treat the litte Your Right to a Safe Delivery

POST OPERATIVE - DOCTORS HANDOVER FORM

OTto _L¥PiCU [INICU  [IMICU [ WARD

Date: &QJG}QG Time: .. 2. S8m...
Name of the Surgery: o PoeNOTON S ECTOMY. T COBARTON. ..o

Drugs used for sedation during surgical procedure: AUPRDPDFOLcQO'fQOﬂDHOMaN,-"UFéNTﬂN‘“ &Trnz

.._ﬁgt-..M.l.QﬂLo.LﬂH ...... TR YL Ao
IV Fluids type / amount used using surgical procedure: RL@BOMI/'M ...................................................
Input 2. 5.0.....ml Output........ccooe.e, m Blood Loss.a25........... ml

Blood Transfusionifany ............... ettt

Any intra operative event: ..... spcol...... "eﬁ[OVﬁjﬁ;ﬁdNﬂLQTsON& ...... 10Mar V...
PﬂAl'Cr,’hLbabm, Aaion C-Macn?l’nfz.ocp!mi-r‘im)[fﬂs) ....... 8}:(6!1-

On arrival to PIS(/‘NICU / MICU / WARD:

Temp: oo HR: .13Jj.ub.. RR: lﬁ}mn BP: .l.)Bjél..m.u? CRT: ...4.. 3¢
Peripheries: ..Iafotem........ Spoz:'.‘.?..‘.)!./'......z ”L{'O»/"-“'”

Drains: ......... D e i,

ET Tube: .| Cuffed | Uncuffed

SIBOTETIT: .iavaiivnmmmmimismsmrmsesiias Length of FDRUON OFETT, comimnmsemmoissmnsmizpsissi

Surgeon’s Notes: ‘/Yeg 1 No

Time of Arrival to Unit: .92 S0 o,

Handover given by: Handover taken by:

Anesthesiologist’s Name %’(QUQLGL DIOCIOE'S NI «..o5sussiniisamsisossnsinnsinsmarsinsissninipmmssmtiisonmids
AL o SIGNATUIE: ... ees s ees s s s esenes
&G}G’Q@,'Q’OE‘W’) DALE & TIME: .vvvvvveevvvrveesseesaseasammsiaesenseesseeesssesssssssecenene

Docu. No: RCH /FRM / CLINICAL / 159
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Rambow

“BirthRight Children’s

BY RAINBOW HOSPITALS Hos ltal

Your Right to a Safe Delivery itiakes 3 Im to treat the litthe.

OPERATION THEATER NOTES
HNH-00005829 IP26-00006653
Master MAYANK RAGHOTAMPURAM
Patient's 23-00-2021 AYOM3ID (M., Age:.............. Gender: ..................
Dr, ALLU CHANDANA
UHID.. .. T ———— Weight : oo
Surgeon . Tne CIramilonids Asst. Surgeon :
Anesthetist : . OT Nurse :

Surgical Procedure :

COBLATION  ARENUTONA L LECT o-m/7

Indications for Surgery :

Chmivi . Pnolona bl
Date: 9 /45 [26 Start Time : . End Time : A AL
PRE-OPERATIVE PREPARATION : o
OPERATION NOTES: {¢h M = R ds " puckion
6614{)_ -DQMA b &m C;\-DDL\CE{
’ﬁljt U ”fo’vvn || eclovuny C{AM.L W}”/L w(y(arb,m
Jo’ld/\)%«/\?'nnr_ - X ond ovnee ckoaran de ey
Alenostasa Y/s,ac,uv\.m( . poceclane.
' umovwfﬁ—mi :

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

| - Npg wntls (. gm[bu owales,

- Lwr Warmmﬂr\x{ 5"1m~qh\/[/ gH

~ /
- yj pon’) - 240 | N!J&LH
o (s \f*mu rﬂ')v/ /ﬂhmhm
I TP P/ v PP
N bddads)
%m RELENT - plawk
Dt wed A 7 R E—
A [gmr?-ﬁ\m/s—xc(m/ e O TRI\VIN ol N(JD
losdld ¢ % - P lfw,la [ bhy i =
JL\ g\ﬁ&iﬂﬂ(’\]%%( - &wJ/lz.fhmm{m %OL(‘PQG N/S
L U (Ao oy 1711
TN vivay” - BIADING gongls @eY
YLspAE  — b J v ’
OTRWVIN - Soevy
) Catanse cetis ‘%«{./
e
Consultant Surgeon's Name Consultant Surgeon's Signature

Date : 2"/.9/246 ......... Time : ... 9..Mowy



SURGICAL
SAFETY CHECKLIST

N

Surgeon

Asst. Surgeon A
Anaesthetist : ... S

Scrub Nurse : .90 &W‘ﬂ .

&') zs-os-m1
pﬂu O[{‘-cvb t. ALLU CHANDANA

................ | pate 3 /é[l‘..é..ln me : ... ffyen.... Out-time

Mllhr MAYANK RAGHOTAMPURAM
4YOM3D

Ill|l|||||l||||||||||||||||||I|I||||I

, 2%
Age : H.‘h’ﬁﬁender : Rainb‘fw" ° )
»ry Name : Children’s BirthRight.
........................................ Hospital . b A

i) 20

SryYy l/w“ﬂ“

S o

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SigNALUre :.........oveen 4 L o N

Signature -...............A.. a@%(am ................

NAME oo ) “’5 ..................................

SIGNIN  Time:.. 8 A, TIME OUT _ Time:.. =F.2. S5 SIGN OUT  Time:...4..,.5D.

Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:

Identity U¥es [1No introduced themselves by Name and Role-~Yes “'No - The Name of the Procedure Recorded % TINo

Site C¥es CINo Surgeon, Anaeslhes.ia Professional and That Instrument, Sponge and Needle o

Procedure ¥es CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ ™TYes CINo CINA

Consent JYes CINo Correct Patient (Check ID Band) ~ ~=Yes CINo The Specimen is Labelled (including
Site Marked OYes CINo ©NA Correct Site /"z‘fes TINo patient name) JYes [1No [LNA
Anaesthesia Safety Check Completed ~ 1L¥es T No Correct Procedure _#Yes CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning [¥es No Anticipated Critical Events Problems to be addressed O¥es CINo ~TNA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes Clig™ What are the Critical or Unexpected W SUKSAL Jiiusatn s snc ke
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery

: : Anticipated Blood Loss? J¥es CNo CINA and management of this patient? L Hes CNo

Yes, & Equipment / Assistance . .

Available CYes oMo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? Yes/zm* CINA
(7mi/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned C1Yes (o [1NA Been Confirmed? are there Equipment

Blood Units Resarvad Yes (UNo CINA issues or any Concerns? Yes CINo [INA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? #Yes CiNo NA
within the last 60 minutes? vAYes [INo CINA

Doc. No. : RCH/ FRM / CLINICAL / 111
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PATIENT TRANSFER FORM o
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
HNH-00005829 |P26-00006653 [ / _ f .
- x.n:;muum:::c;rﬂrumum 26 14 925@ {1649 Aoon 2l [6 2N Q{’éﬁm
°’|“i‘m'\'i ﬁ'\‘miiiiﬁﬂ““ ‘““l“l“ Transfer Ordered by Reason for Transfer
Do . O
}‘ Qan™ Ofpgdve-rao-lﬁ "
From Unit To Unit Information to Attendant
0 ,-‘-—— P 1C. ‘) Yes [} No| |
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. if any handed
over to aftendant
—_ Yes[ | No [+
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
- 14 )
2.
3
4.
.
Shifting Summary / Notes Written by Doctor: ~ Yes| | No[ |

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

(B& Do Sanbr

Patient & Clinical Recor?lg Received by :

WVen o

Date & Time of Patient Received : Q/f { b /027@

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

[ ] Unavailable Bed [ ] Nurse not Available
Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Available Bed not ready




CONSENT FORM FOR GENERAL / Eﬁ%’.‘é’;‘t&"r‘l{; ‘525&253325
REGIONAL ANAESTHESIA / Hospital | {)zseoncmes

MONITORED ANESTHESIA CARE

Patient Name ;Z¥.Wet "7 (IR, | A4

.. Age: §7 Gender :W&male O

510 T N e & - L outl] SO Surgeon Name: ....... 9‘” ............................................................................

Operative procedure planned : ............. ZTELMI LT LA LA Y | Ceallalim

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

[ Heart disease O Hypertension [ Diabetes mellitus [0 Renal failure
- [ Hepatic disorders [ Shock O Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Di?ase

IGOMUTIBINS & ... scwioisassvoionsicsniasins wess inkss onsiiss s ebusms ety i as st i s Eam s s eSS s S oA B ST s n S S
 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 / patient
............................................................. the above mentioned operation / Diagnostic / Therapeutic w;nTcedures
lonal / OJ Genefal Anesthesia / 0 Monitored Anesthesia Care as

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments and answered my specific queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific
to my individual circumstances, and | have considered them before Consenting for anesthesia.

" | authorize and give consent for anaesthesia ( O
considered appropriate by the anaesthetic team.

Docu. No.: RCH/FRM/CLINICAL/021 P.T.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 \}1/
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 : MJA:&\

SIGNAUE © ... B, SIGNALUIE oo seeseseseeeseeessseee e




HNH-00005829 1P26-00006653
Master MAYANK RAGHOTAMPURAM

#M3D (M)
23-09-2021 a4y ]

o TN Cop surcery o IS | @ Birthight
Hospital .w

SPECIAL PROCEDURE e e e Tour e Sas Do

Patient Name : ... (ORYANIC K B.ﬁ}.’!.ﬁl’.’){ﬂ?’.\m!?ﬂ\Gender: ﬁﬁale () Female  Age: ... L’ #qm}'{”&

UHID NO & oo esenes Date : 1‘-/"[214

Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patientis a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

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

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized that the practice of medicine is as much an art as a science and therefore acknowledge that no
guarantees have been or can be made regarding the likelihood of success or outcomes. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

| have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

My signature on this form indicates that

1. Ihaveread and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. Ihave had a chance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the SUrgery / PrOCEAUIE: ............ccoveveeirieieriieiriereceeeei e

Consentee : Patient Attendant : H’[ M/M'C

SIGNALUIE & .o e Signature : 2 .................................................

MBI T cciimniiisnsirsnsimefoimimasiiimaviemiisimiivnissn Name . ........... L%Hﬁdfr ...................

DAt & TINE : oot iscnimmiims wossmsmstmns Relationship with Patient; FATM@@ .................

s Date & Time : ....... Z‘C {06}16 ............................
] Doctor (who is taking the consent) :

SiE N\QA}% """"""""""""""""""""" Signature : ............... M LI

Name : S adhr 4691}11 ............................ Mot Do - CHANDANA

Date & Time .34:/“"5/3“?—6730 .........

Date & Time : .........."-Tf’e.{..f?.[.i./fa .......... 48
Docu. No. : RCH /FRM / CLINICAL / 027 ¥
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MEDICATION RECONCILIATION FORM

Drug AlIBIGIBS: .....veeeeeeeieieeee ettt e e s _| 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)

SIfting FIOM: vvvveveee e SNIfted 10: oL
S0 (Geusmﬁmmﬁfci:%l#r LEETTERS) (m?,f’.f.ig) (PO, :%UI‘E: vy | PREMIENEY Date/Time ?gﬂ:’%‘gg
L Cc CInc
2 C¢ ooc
9 ¢ 0Joc
4 ¢ 0Joc
S Oc Ooc
6 Cc Ope
7 Oc¢ Ooc
: Oc Ooc
¢ Oc Ooc
L Oc ooc

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

Doctor Name & Signature : ... e, SUSAIAL oo
Date & Time : .. 26/ 6/24...(2) 57 B0Mtcoroceorroesessesrsesre

Nurse Name & Signature: Am«.}ﬂa«‘ﬂ ....................................................
Date & Time : . Q46 (36 () F 00 oo

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




0 Diagnosis: 'pf )

o
582 1P26-00006663 ,
E&%%vj;zgzﬁmmmm 3 m __D 5‘0) E% | ?f';:w ,0 . Birth Rig ht"'
' ildren’s
“l w || I “ |m||““"| ."“I” I| Hospital . BY RAINBOW HOSPITALS

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

NUTRITIONAL HEALTH ASSESSMENT - BOYS

BDA: oo ”Ca.ll.(.).r.lles" 1 BS@ Kw ....... Protein: ....... 2/,.5 / AV
Diet Recommendations: . éeﬁdbd AIWOLS/W} ...........................

Re-Assesment: . MJ UJ\J{ W ........ L e e Sa
Food Allergies: ...........cccoeveuee. l\/}o ........................................ VEU/NBEAMEY.... M S i i pe s s v
iH4

Nutritional Intervention - Q’ﬁral [ Enteral (I Parenteral
Patient’s Signature: ... \&SIMAIS
GROWTH CHART (BOYS)
Birth to 36 months: Boys 2 to 20 years: Boys
Length-for-age and Weight-for-age percentiles Stature-for-age and Weight-for-age percentiles
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Daily Notes:




