111466 IP26-00006640 W

e, [fiane i Caitions | @ BirthRight
, i Children’s
vl ozl | Qe

SURGERY DETAILS

Date : QK'OG"QO% .................
Patient Name: HCL% ....... R uvaﬁ&b ............. Date of Birth: V= 92025 Age: Amaonths
Gender: ......... Mafﬂ ................... ward oo T UHID No.:-.H:NH.::..DOQ“.\L&S ......

Date of Surgery: Q‘,j—-OBJG 10T-1 JOoT-2 [10T-3 [JOT-4 []OBGOT-1 []0BGOT-2

&

Time Out ©vvvvve.... Don .,
NAME AMOUNT
1. Surgeon DVWQ{&?_ ........................................................................................
2. Anaesthetist DU&Sme’K ...........................................................................
3. ASSISIANT SUMGBON  ..oviviieiieieiiieieieece et sss s s eeesns aeseasseseseseseses et eenaessn et en et e et s ans
Q
© 4 OTTechnician g’ﬁfﬁ.ﬂﬂﬂm .....................................................................................................
(] : g
5. Circulating Nurse S'KFQ-{{G ..............................................................................................................
6. AssistantNurse .Sl .l.ZS.C.,(dCL[\O ...................................................................................................
Special Equipment. [ Laparascopy (| Broncoscope | Harmonic [_| Morcelator
_ 1 C-ARM ] Cystoscopy | Versa Point [ Liver Cusa
| Neuro Cusa (] OhErS ..ovverereeeecesrnsenereseenseansesesnsnens
fik,
Signature of the Surgeon Signature of Cirtulating Nurse

Order No: . .5..-.-.11000&0.&.}.2,0 ......................... Order by: :%ﬂ[um&’fglzﬂ@”%

Docu. No. : RCH /FRM / GENERAL / 114
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HNH-00011466 IP26-00006640
Master YUVANSH ASTHANA
01 00-2025 0 YOM24D (M)

"l

CONSUMABLES OF OT
Circulating staff ......... Puﬁ ......................... Technician : ...... Iq‘SQ\CU;UJQ?u‘i Date : . 2270672026 Time:

2
Rainbow®

It takes 3 lot to treat the litte.

Children’s
Hospital .

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Anaesthesia Disposahles issued | usea | SUrgical Disposables mdm" usea| Disposables (Baby Side) MW
ET tube Major Pack (g o nooiq | ol | mivitk
LMA _+ Sutures Cord Clamp
ECG leads : A/ P/ N aamn, a4zt A | Suction Catheter
HME filter : X7 P/ N P Feeding Tube
Syringes :10cc 6 | b ¥ Vaccum Suction Set
05 cc R | Gloves o 6 & Moo= Surgical Gloves
02 cc = ol - Gauze Pack
01cc_- Syringe 1ml / 2mi

Cautery plate : A/ P /N

Surgical blade |5 1Np

5

Surgical Blade # 20

IV set

NG tube

Koochies (S)

RL

o Cautery pencil

/
NS : 10ml/ 100mi / 508l / 1000mI

: Koochies
. Qgﬂ'mke e / 441 | Ointments
r. thl‘L []5‘") Suction Catheter ] d
Ferfanyl L\ | Cap, Mask ‘(o ﬂ
Morphine " | GauzePack B R
Ketamine Mop Pack el
Propofol | 72— Steristrip
Rocuronium Underpad ’ 91/
Glycopyrolate Draw sheet '
Myopyrolate Abgel
Ondansetron . Foleys catheter
Pencan 25g/ Spiftat-Needle 22 R ,& Urobag
Bupivacaine 0.25% m Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage /
Tegaderm () SQQ i M"
@ Ssuppositories 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 C@
Microshield !
Cotton Balls
Latex Gloves
Ramdione Scrub
Saral
Surgeon Anaesthesiologist urse T Technlcnan
Order No. : O?é ..... @&0@2&8/@? .................. Ordered by : xﬁAﬁM ......... & f/éﬁ

Doc. No. : RCH/ FRM / GENERAL / 125
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RAINBOW CHILDREN’'S MEDICARE LIMITED
Rainbow Childrens Hospital-Himayatnagar

o Ralnbow Children's Hospital, Door no. 3-8-267, opp. Cafe niloufer, Old MLA
. g quarters road AP State Housing Board Himayatnagar Hyderabad Telangana
Rainbow INDIA 500029
Children’s Bicgne ~ 10 No:040-48873000
Hospital VAT TIN : CIN:
RKainbow
DL NO:
Regislered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
HIRE R LT IR i
INPATIENT ISSUES AGAINST ORDERS
[P No iP26-00006640 Ward 4F -0T
Patient Name Masler YUVANSH ASTHANA Bed Name PDA-412
AgelSex 0Y 9M24 DI Male Order No 26-0000208104
Date 25/06/2026 10:49 Prescription No PRIP26-0020173
Payor BAJAJ ALLIANZ GENERAL INSURANCE CO LTD, Dispensed Date 2510642026 10:51
UHID HNH-00011466
S.No Ilcn'; Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
OTSUKA
1 gg);ngSE WS%S0ML  paRMACEUTICAL H 1A250171 12027 1 96.38 86.381
INDIA PVT LT
2 DSYRINGE 10ML (NIPRO)  NIPRQ GENERAL 26B20K65 o131 1 28,13 2813
3 DSYRINGS 2 SMLINIPRO}  NIPRO GENERAL 26A05K04 1230 2 11.25 2250
a E C{G ELECTRODES (PAED) Adilase GENERAL 7160326 0228 3 34.64 103.92
5 E';f re Microphc gloves- H 2510073465 10/28 2 117 00 23400
6 ErgoRC MICROPTIC ELITE MEDICALS GENERAL 2603008117 03129 1 128,00 12800
GENERAL SURGICAL KIT
7 (MEDITAKE) H 0705026 05729 1 1,850,00 1.850.00
8 MCT-ROF 100MG 10ML Neon Laberateries Lid H NA1353002 vzt 2 69.10 138.20
1
9 NS 500ML CLOSED BOTTLE  Denis Chom Lab Lid H 1L255346 1128 1 93.94 93.94
Oxygen Mask Wilh Tubing -
10 PeadROMSONS-FC GENERAL G2EB040154 01131 1 460.00 460.00
PREGELLED SURGICAL The Advanced
1 PLATES PEAD (ADVANGE)  cadiomad GENERAL 2502272401 02/28 1 1,050.00 1,050.00
SPINAL NEEDLI PED 22G
12 (V¥GoR 5183 57) VYGON 100424AG 04128 1 275 62 275 25
13 SU%GICAL BLADE 15 Surgean GENERAL 090823 0728 1 6.66 6.656
TEGADERM WITH PAD .
14 5X7CMS (3562)(8552) 3M HEALTHCARE GENERAL, R3260919 0229 1 192.00 192.00
UNDER PAD 60X90 10's
5 Pack - MEDICUBE GENERAL 06260501 04129 1 146.20 146.20
16 VICRYL 3.0 VP 2437 ETHICON SUTURES-I&J C1 T5021 02130 1 708.00 708.00
17 VICRYLRAPIDE 5-09915W  ETHICON SUTURES-J&J C1 AW6249 04730 1 885.00 835.00
Total ; 6,241.92 ,508.55

Recelyer Name

Printed Time 25-06-2026 10;51

for RAINBOW CHILOREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name :  GUVVALA VIJAYA SUSHEELA

Page 1ot 1




Father/Guardian
Addre_ss

IP No
Retpocer

Discharge Date

Master YUVANSH ASTHANA

o
p—

a @ T L
’U?:C Rainbow
Hospital

DISCHARGE SUMMARY

UHID HNH-00011466

Mr AKASH ASTHANA Age/Gender 0Y9M24 D/ Male

IP26-00006640 Admission Date | 25-06-2026

' Self,

26.06.2026

Children’s

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight‘“

Consultant:

Dr. JYOTI BOTHRA

DNB, MCh (Pediatric Surgery), FMAS

SENIOR CONSULTANT PEDIATRIC SURGERY & UROLOGY
TSMC/FMR/02962

'DIAGNOSIS ICD CODE
LEFT PALPABLE UNDESCENDED TESTES

Procedure : LEFT ORCHIOPEXY DONE ON 25.06.2026

History: Master YUVANSH ASTHANA, 0 Y 9 M 24 D child presented with history
of left undescended testes came for surgical conclusion prior to admission. For
the above complaints child was admitted at Rainbow Children's Hospital for

@ www.rainbowhospitals.in

Q 1800 2122




Name Master YUVANSH ASTHANA | UHID HNH-00011466
IP No 1P26-00006640 Admission Date '25-06-2026

surgical management.

Examination: Child was afebrile, maintaining saturations at room air &
hemodynamically stable. Heart rate was 120/min and Respiratory rate - 28
/min. On examination full felt in mid inguinal region. 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: 8.3 kilo grams.
Investigations: Enclosed reports.
Procedure : LEFT ORCHIOPEXY DONE ON 25.06.2026

Surgery Notes:

* Left mid-inguinal lower crease incision

* EOA opened

* Testes found and dissected for adequate length.

* A Tunnel created into left hemiscrotum with subdartos pouch.
* Testes fixed in left hemiscrotum.

* Incision closed in layers.

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:
* Diet as advised.
* Remove dressing at home on Monday
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Rainbow® d

Children’s | BirthRight
Hospital ‘ . BY RAINBOW HOSPITALS
| Your Rlﬁlﬂ d;fe l']elm:ry
N-arne o Master YUVANSH ASTHANA  UHID HNH-00011466
I IP No IP26-00006640 Admission Date 25-06-2026

* Syrup. Crocin DS (Paracetamol - 5ml/240mg) 2 ml, twice a day for 2 days and
SOS.

Fever Management

* Syrup. Crocin DS (Paracetamol - 5ml/240mg) 2 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. JYOTI BOTHRA 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
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.

HYDERNAGAR KONDAPUR OUTPATIENT CLINIC SECUNDERARAD KONDAPUR 1 B NAGAR NANAKZAMGUDA

® 18002122 @& www.rainbowhospitals.in




Name Master YUVANSH ASTHANA ' UHID HNH-00011466
IP No IP26-00006640 Admission Date 25-06-2026

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 website

www.rainbowhospitals.in
\/\%

Registrar/Resident/C.M.O

Dr. JYOTI BOTHRA

DNB, MCh (Pediatric Surgery), FMAS

SENIOR CONSULTANT PEDIATRIC SURGERY & UROLOGY
TSMC/FMR/02962
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Your Right to a Safe Delivery.

ACTIVITY RECNORN FNR RII I ING

HNH-000114686 1P26-00006640
Master YUVANSH ASTHANA
Name; - 08 PYoMamo @
uHoNo: | I||IIII|||IIII||||III||||II|HI|| .......... Consultant : —-- Bepti—
Date of Admission : -=------====m=-- Time : ==--=-=-c-muum Date of Discharge : Time: -===——-—--
Room / Bed No : ------=---=---- Ward : Suggested Billable bed type : ----------=-=--mmemuuum
WARD TRANSFERS
Date Time From To Signature of Nurse
oslblae | gppem | ER oT @/F e
25[6J2L | n o or 109 2 les g)c,suia/ W
Cross Consultation Visit
Doctors Name Date Order No. Signature

1.

2.

3.

4.

b.

6.

s

8.

9.

10.

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




INVESTIGATIONS

Date

Investigations

Order No.

Sign

S

gqgiﬁﬁw CBP

03].3/
P

phe (oP Bosic. dom )

ik“(’}

5 4 Qk?ck&d

done

anc

utlc

by
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MEDPICAL EQUIPMENT ( WARD & ICU)
I

|
]

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEEDURE

Date

Proceedure

Quantity

Order No.

Signature

AV canuea .

| 80¢s

4

CNp 55 /PC/’—'Q,r‘f glane é’“f/

A’W\mu‘gﬂﬂ d
(D Qb
7

7By v
crart?
BS Ll
AP
J\C/“J’ =
W
ANY OTHER INFORMATION
Date Time Prepared By :
Staff Nurse Shift / Ward Billing Assistant

Billing Supervisor




Ref.No. F/IN/PR/10

Consultant :

Final Diagnosis




Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Informant Reliability

Chief Presenting Complaints & Duration (Chronologically):

. —/fm.
cama %gg Ag&f{(g/ (‘mwuj:'m.

History of present iliness :

— Phild.  prowidiad s the h/s Lol

r

UMW et paboads, £ pa,gA alide

oainnd. ngf /)M,Uf_.

/ L _J 4 ™ i
— Nl M/(J J/oauy (oufl\ (ﬁb/d

§ pg g ;7 /] h .
— Mo Iy  [oosstoel [ vomi 1’“’74_

/ ; 2 P 2 {
— Al by Towel Bldd- ahremal Trec




Pediatric Multiorgan History & Physical Examination

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

fdo‘[/jf?m').'w‘ﬂ

Birth & Negnatal History : 5
MVoj 7¢.om // g'lég [ﬂ.b{)/agp’
——A.L—AI—U—U—Q-CZEHMQ—.

Birth & Socio Economic History :

About Father :

o

L7

A

About Mother :

y ) / .|
/\,g‘! /)l.fi’); M E

Any additional Information :

Developmental History :
Appeopiade
’ r L4

Immunization History :

Uplo e .




Pediatric Multiorgan History & Physical Examination

Anthropometry
Head Circum (cms) (Centile ) Height (cm) : (Centile
Weight (kgs) 3 ,‘3 : (Centile )
On Examination :
Temperature : A"LL:-Q»- . PulseRate: | a0 Description
B.P ks YmmH2 SPO2 Q@-/. £A at
Resp. f breathing :
esp. rate and type of breathing @
Rash - ole  Fuldii— jefl  n Ml'ff fnqw'nq/
o 3 == Y) 7 4
Lymphadenopathy __— AL /a le O .
Oedema : —

Respiratory system :

Inspection (any s/o distress) :

Air entry & breath sounds : B !4_ A& @ MvILs @ 1

Any addes sounds : Nlo- b5

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

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : /gtxl@ SO : .

Any murmur : !\’a NUAIY LR,

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

Per Abdomen :

Inspection

Palpation : J%/ TL y /\A'!" 0&';; Ima@
Ausculation : A ’a oV'}? one VY\;I‘.? /{, e
Spine: External Genitelia :

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




Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS Score :

( T/l?

Cranial Nerves :

Motor System :

Nutrition :

Tone : N) Power (oS
Wt \_/

Co-ordinator :

Posture :

Involuntary Movements :

Reflexes :
DTR Superficials :
Plar;tars @ .
L
Sensory System :
&,
Bladder / Bowel :

Clinical Summary & Diagnostic :

{)IQ(Y”MCMJJ /s ’/”’ ‘

@ f)a/na/)/a
Tt R

lam- Jov m ONep mvndfﬁac&npy‘v
4 — . ~ Bl




Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment :

Desired goals of the treatment :

Planned Labs :

— B
/

’AC 9 4
Jdor\l’—%

Consent

Planned Management :
ﬁ]em

= O e A PV

y -
— v (ennvlafion .

- /vdr/u}cﬂ 2y mufh [Jos,) _
&
— AIpo__JAom épm ff/\/o m;'/U‘
7
&Am (wa-/u«)

R 2
— /Efonﬂ (goy~

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

|
A
=

N 1 'ﬂ’

|

j‘g{o\:\d.,- 2(/:/1£ 3
?‘h&h Date . Time e

1
T

1

= V—
L




IP2€-00006640

T e | @ grtnright
!:!kg Smpn !mtag;llm . BY RAINBOW :USDPITAL:,
PROGRESS NOTES AND DOCTOR'S ORDER
ga;?me Progress Notes Doctor's Order
25 \b\2b ﬂbﬂ; Dv: frchams
| g 4 Slp Lt Q«ME‘*'PM
d .
KDLLskny Gkl Gade ) C 0 ftias Boorpt 1.2l
Vi 1l 2 (ol ( tGOMfM) 105
,chamé ot & days

J

e

¢ Unereafun

ekt for AvMLT Crakay

/P}ﬂ r§a1vx,

~

- ’D!chwugc |

] —_—
—

(A

(PT.0)

Docu. No. : RCH /FRM / CLINICAL / 088
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HNH-000114856 1P26-00006640
Mastor YUVANSH ASTHANA

iy Rainows | @ BirthRight
PROGRESS NOTES AND DOCGTOR'S ORDER
ga':'?ma Progress Notes Doctor's Order
- { :
i i ~
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;"“:U:w:‘s" 1P26-00006640
aster AST
naswn oo gi‘,'.?c'i’_%‘.“?’s ‘BirthRight‘
BY RAINBOW HOSPITALS
T T
DRUG CHART
Date of Admission: ....... /(«/g\&(\qj Drug Allergies: .............. }_J\\\.\ ............................ | 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, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

\Date®

DRUG: R0 AN ( 190 | nd ime

Dose Route | Frequency |Starg Qate

van| ot S0g {25612 T |

Doctor's Signature | Valid Period| Pharm.

A

Additional Instructions:

DRUG : pater -ﬂw
Dose Route | Frequency |Start Date y |

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

. Date
DRUG : Tige

Dose Route | Frequency |Start Date

Y

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

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




H

NH-00011466 1P26-00006640

Master YUVANSH ASTHANA
01-09-2028 0Y9SM24D (M)

r, JYOTI BOTHRA

T

REGULAR PRESCRIPTIONS

W Ward,

DRUG : CRD LN dwpi

Date

Tirvne

Dose Route | Frequency [Starj Date
BAmd el 11D -,;ﬂé[i.lb

Name & Signature of the Doctor
Starting the Drugs:

Addﬂicﬁ%ans:

( lo0 -njlup )

Daily 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 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 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 Endorsement by a Sign

Page: 2/4




z
!Patient © ticker

Weight, evvevveeieereres Ward. ..o

' Date»
VARIABLE DOSE Time Hurse Sig. | Nursg Sig. | Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr, Sign. Dr, Sign, D, Sign. Dr. Slgn.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Slgn. Br. Sign,
Name & Signature of the Doctor Rose Doss Dose Doso
Dr, Sign, Dr. Sign. Dr. Siga. Dr. Sign.
e 0 b .
: | Additional Instructions: Dose Doso Dose pose
6 : DOr. Sign. Dr. Sign, Dr. Sign. Dr. Sign.
: ii Date>
WleABLE DOSE Tig_la Nurss Sig. Hursa Sig. Nurse Sig. Nurse Stp.
Dose Dose Dose Dose
DRUG : Dz, Sign. Dr. Sign. Dr, Sign. Dr. Sign.
} Dase Dose Dose Dosa
@ | Route Start Daie
*3 By, Sign, Dr. Slgn. Dr. Siga. br. Siga.
=) -
“ | Name &/Signature of the Doctor Dose Dose Doss oss
Dr. Slgn. Dr, Sign. Br. Sign, Dr. Sign.
e | .
Additional Instructions: Dos? Dose Dose Dose
Dr, Skgn. Dr. Slgn. Br. Sign. Dr. Slgn.
STAT / GNCE ONLY DRUBGS
, _— Dosage & Other
: ] Signature
6 Date Time Medication nstructions Route g Nurses
o
E
par]
=
o
m
o
L)
o
o
iLt
)
Page: 3/4 (P.T.0)




HNH-000114686 1P26-00006640
Master YUVANSH ASTHANA
01-09-2028 0Y®SM24D (M)

Drlmlilllllmﬂm|||||"m "Il ” I I.V. FLUIDS CHART MIBIOBE. ..o Ward. ...o.ooovvvecrn.
R B e e e S A
o b
25[824[ V0 ce | RwaER L "
¢ 5 edleq [y [
B el 2 W S‘VFE%@U 1 ?'
<$i"’

Page: 4/4



HNH-00011466 1P26-00006640 e
Master YUVANSH ASTHANA =

~ 01.09-2025 0YOM24D (M) Rainbow” - e
| Dr. JYOT BOTHRA Children’s . Blrtthght
AR Hospital e

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

MEDICATION RECONCILIATION FORM

DrUg AIIETGIES: oo T et _| Not known any Drug Allergies

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

Shifting From: .......... E Shifted t0: ..o @l
s mﬁuenlgmﬁ?é%#ﬂn II.EETTERS) (mg?:f:g) (PO, ?«%U;E: v) | FREQUENCY IﬁAatseT,DT?,ﬁz 7‘;“4?%:&“
L 0c CInc
. C¢ CIDe
& Oc 0Inc
c ¢ C1DC
4 Oc Ooc
& ¢ Ooe
7 Oc DG
8 ¢ O0c
9 ¢ DG
LY ¢ DG

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

Doctor Name & Signature : D’“M/{?* .................................................

Docu. No. : RCH/ FRM / GENERAL / 090°
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‘BirthRight Sainbue

oo |Hospital

) OPERATION THEATER NOTES

Patient's Name : .... or ﬂ;;%l;:::“:?:’mﬂ M) e e s GONAOr .. ocivneismvmsis
UHID.: oo I HHIlHHllIllmumm ] T —— WeIGht © wovvvvvoerereeee
Surgeon : Asst. Surgeon :
Anesthetist : OT Nurse :

Surgical Procedure'@ O i J;)U.Af
Indlcatlonsftl)l’SUfQ@ @{1'%110/@ UQ”P

Date : firh },26 Start Time : ) 0-Arsy EndTime: |)p,,,
PRE-OPERATIVE PREPARATION :
= NV

OPERATION NOTES: ‘ N
a Laﬁif au'd “@V(\Q«unCJ Jowrer.  Claaac inuise,
_CoA @\i\)enedj

*f@o\ej Aound ] Nssethed  Ju Qcﬂxjg,mﬁt
0ngp

. A -
) /& ’\)\mne,\ QAGQXLC.O (oMo - I’\QMSCX\)M.
\ L OMEn = u\sdauhig r{’x)uQJn

—ean )m(ed o Mf' /(/\Muscmmug,
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SURGICAL
SAFETY CHECKLIST

Asst. Surgeon : ............
Anaesthetist .. D= SQ Y . UHID N
| Scrub Nurse : S hang..

01-09-2025
Dr, JYOTI BOTHRA

Before Induction of Anaesthesia » »

HNH-00011466 Pz

. M ¥
Patient Name : . | aster YUVANSH ASTHANA
0Y9ImMa4p

s T

\

=
Rainbow’ R
Children’s (d BirthRight
Hospital .W

It takes 8 ot to treat the fitte. Your Right to a Safe Delivery

... Gender : M
(M)

[0A-

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGN IN

TIME OUT  Time:...}.0.+ QA7

SIGN OUT  Time:. Jery.......

Patient Has Confirmed

dentity @ /TVes “INo
Site A Yes TNo
Procedure C)J/ ~ZYes CNo
Consent A Yes CiNo

Site Marked _Z%es CiNo CINA

Anaesthesia Safety Check Completed /L!ﬂas CINo
Pulse Oximeter on Patient & Functioning /Er%s [No
Does Patient have a:

Known Allergy?
Difficult Airway / Aspiration Risk?

CYes |

Yes, & Equipment / Assistance
Available

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

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

CYes

X

[1Yes [INo L]

O Yes)?N{; NA

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

CYes CINo :/Nf L

Confirm all team members have
infroduced themselves by Name and Rolw CNo

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) *’\ﬂ% CINo
Correct Site _L¥es ONo
Correct Procedure }Xes CNo

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected NOQ
Steps, Operative Duration, 202 Maie
Anticipated Blood Loss? ¢ ~/

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? ' Yes-TINo CINA
Nursing Team Reviews:

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

“Yes TNo COINA

_oHYes #MNo CNA
Yes CONo O NA

Is Essential Imaging Displayed?

Nurse Verbally Confirms with the Team: i
The Name of the Procedure Recorded /zr%s TINo

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable)

The Specimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

C'Yes CINo CINA
ﬁﬁes CINo [CINA

S)Yes CJNo [CONA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

/ﬁs “INo

-

Doc. No. : RCH/ FRM / CLINICAL / 111
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PATIENT TRANSFER FORM

#

\\

e

Rainbow® . e
Children’s e BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes a lot to treat the littie. Your Right to a Safe Delivery

Patient Name & UHID No.

HNH-00011466 P2 6640
6-0000
Master YUVANSH ASTHANA

01‘0"2’25 oY M24D (M)

Date & Time of Admission

ﬂfuﬂ@ §.03h

Date & Time of Transfer Order

25[6/24 @ W~

OT

U i
s Sah O loServasy 50
From Unit To Unit Information to Attendant

Pmrj)oj)r

Yes [ }— No| |

Number of Sheets in Clinical File

Number of Imaging Films

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

— — Yes| | No [ +—
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ftem Name Quantity
A f A.F\,' @
2.
3.
4.
5.

Shifting Summary / Notes Written by Doctor :

Yesﬁ/

sl

Name & Signature of Person who is Transferring

Name of ﬁerson Ordered Transfer

m. g@ﬂﬁi ’

Patient & Clinical Records Received by :

S .y o

Date & Time of Patient Received :

If the transfer order time & Compietion 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







INFORMED CONSENT FOR SURGERY OR Children's ‘BirthRight“

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE Tt takes a lot to treat the lite. Your Right 10 a Safe Delivery

\

Patient Name : .. v P Hhans Gender:&=rfale O Female Age : @(\bm)—&

UHIDNO : ... GORAD. . Date o?ffE’f% |

Instruction:

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

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

(Ve

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.

I 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.

I 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. Ihave received all the information | desire concerning the operation or procedure and

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

i i @g o/l %DTEM
Name of the Doctor who is performing the Surgery/Procedure: ............. 020 ...
Consentee : Patient Attendant :
SIGNALUTE  ~....oovveeereesesoneneereere s Signature : ......... —M ..............................
NAIMIE © oo ee e essseesnens Name : .. BPR oay | AS A AL
DAtE & TIME  wovooreeeeeeeeeeeeee e Relationship with Patient: ... S= AT B

B 1 T

s L %ﬂ Doctor (who is taki
Signature : ....... ;52 7

Signature : ......... . 2
Name:..M ..... @Wﬂ h %D)@r
Date & Time : ..azs).ﬁ.l.e?é.; .................................. B T
. wing e ": .w.........[mw.........

Docu. No. : RCH /FRM / GLINICAL / 027 b ;

the consent) :
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\

e
-

®

CONSENT FORM FOR GENERAL / Eﬁ‘i?ﬁi‘;‘l{-s ‘Ejgtmmisgjg
REGIONAL ANAESTHESIA / Hospital | ) rmmeswissins

MONITORED ANESTHESIA CARE

Anagsthesiologist : .Y~ fovvwr

Operative procedure planned : @@

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

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

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

O Heart disease O Hypertension O Diabetes mellitus [0 Renal failure
" [ Hepatic disorders O Shock 00 Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

EO0ES ;.. LSRG AT AN G R OAYNL Lt bttt

T 1 e B e o o
« Doctor to document in medical record also if necessary (Cross-out if not applicabie)
DECLARATION BY PATIENT / GUARDIAN / PROXY

considered appropriate by the anaesthetic team.

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

Docu. No.: RCH/FRM/CLINICAL/021 P10




| 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 \ﬂ{o'
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION EBR 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 Attepgdant : Witness :

Signature & ... SIGNALUIE © .. peverieefuriiiiriieeiires e
Name : MW% ............. Name : ...%-124 M%@L
Relationship with Patient: ’MGM.@L ....................... Date & Time : Z'Z,@/Z‘{ ........ [2.021pm
Date & Time : p?-‘d €l B:2p2m..

Doctor (who is taking the consent) :

Signature : ........ @\’W"\J ......................................

Name : ..o DV P AAALA K
pate & Time: . 3.216.[34 IRz gwpm . ...



W

\\

; Rainbow® - -
Department of Anaesthesiology Children’s & BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .m:n:a?»v_%s;
Name: . funvansh A cth and. age SMe. Sex o UHID.No : AN H—tvp 11U 66 .
pate: AX6. 128 Time: .\ @vPw....... Proposed Operation: @ﬂmﬁkm@‘\u% :
Diagnosis: P“"L .......... o O Y N S OO SO OO OO NS
BP/CRT: £2.82C HR: 120 Weight: .8 245 ASA Physical Status: V71 02 03 04 05
Laboratory Data:
Hob: conndassaaas GUBOBE: wosiissimissnissnmisanis PPOtRIN: cucviocsinisiisnmniniiasisn HIVE cooomommsimnsemsovenss X-RaY: ooeereerenereeaenenens
A L AID: e HBS Ag: i.oivaisssisiiiie {0 C
WBC: ..o (1| Toldl BRlE: .icinismiiionss [ T . 01 T () SO —
PRt odisaniana NE cisnionsssnns BIEBEE v Blood group: .............. Stress/Anglo: .................
=2 <SR S Ko arreeresensssenssnae s ssnnnaens 1 7 T8 s icinsssiss DT siiivissminivinionss
PIT: b G- it AlK PhOS: ..o T
INR: MO o DINIASE b 1) [P
[+ P SGOT/SGPT: ......oocvvcrceene Allergies: - NU -
Medical History: ~ CVS: U~ NUD' 3.Ikﬂs]UﬁB) No NIcU ad G sman
RESP : H[O C{(ltd ML MCE 58 Diabetes : DMWM OLW'V(T"VM \
CNS: . Linmnvaonrnaved Ll M 3 -
Renal : /
Hepatic / GE : / NY - Physical ACtivity: g oy €
Others : / [ ik
Past Anaesthetic History:  \JU| ~
Physical Exam:
Airway: MP1234 Mouth Opening: Mentohyoid Distance; Neck: Teeth:
Lungs: BAEE) Ly -
Heart: {4 L\n (D
Pregnant: [ Yes [ No“IN Venous Access Site : Spine Exam for regional :
o : R
Anaesthetic Plan: CiAC L\mﬁlonm. C1GA-ETT [JLMA QCW U
Peri-Operative Plan Explained to the Patient: v#'Yes 1 No "-h'?MM '
[ g‘
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructjons: * 9_-,52&*_&”—5’ Béea
1. DVT Prophylaxis : 9 puh M wpkes
! / Water / ORS 2 Hours Tt
/ / 2. NIL ORAL Others 6 Hol )? Aahilae 10ppam - iy
3. Informed Consent: tandard O High Risk
/ 4. Post Operative Pain Management_== Discussed with Patient
P /- .
5. Other Instructions:

Signature: @v‘/‘/‘ﬂ ....... Name: ..o ALIhSA K ,

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




Patient Sticker

Pre Induction Assessment:

.rf/:é
Rainbow* & .
ildren’ BirthRight
ANAESTHESIA CHART ~ phaareft’s .95

Change in Patient Condition: '

[ Yes [M-No— Fasting Status: C&C‘QL?UGJ
Physical Status: [.L_Patient Identified —=—Gonsent Present +4 Chart Reviewed
A
HR: 12¢ [ BP/CRT: £ 3scc | Sp0,: 109© |[RR: 2§ [ Last Feet: >( ¢
Piac0P DIRgosIS: ... LUIRL...conmmssmssssssonasisss Operation: .....8) C.JC‘F—lAMq/\m* Date : ’5/ A T—
Surgeon: ... J H‘M ........................................ Anaesthesiologist: fmSC'-wul - Shelu, Technician: SOW% ...........
TIME [1] X i CU A
N.O/AIR /O, LPM
HALO /SO /SEVO Antibiotic
_Drugs:
ug - v ipR7Z JO{ T
- Tena ANNME I61S 7] Suppository
PRoCorol 2d tidn te
A
Blood Loss
Fi0, / Sa0, 100 [ wohog
ETCO,
ECS ep lspl W
Trine Output \ NOTES
2
2
B.P 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Touriquet on Ti
m——
140
Throat Pack In
Throat Pack Out 120
100
80
60
40
20
10
0
765
LAB Values
GAES
[+—Equipment Checked and Temp: Induction Regional:
Functional ] HME [] Fluid Warmer O [J Inhal Extremity Specify: ..
18P [ Cling Film -8t Warmer O Pm’t)',/ 1RSI ] Spinal [] Epidural ET'Caudal
[ Cuff SHte: oo, [ Hugger's [ Cotton Wool [ Others Others: ..
C1 ArtSite: ........oceneeees [ Other 0] Mask O SGA O) via M‘L‘-’. Position; g Y
e : i O ¢ Nm.i A
Site AN Times: ] Airway (] Oral [J Nasal ‘1L[l’_ .................
Dl FI(;mI)Monitor Anaes Start: ... \0. QMM ETT#.. v Al GM NeadteSue. 115\ DB ..oovcererencsrerennee
1 Agert Stonkce 0P Start: . O Oral CiNasal O Cuft Parasthesia [Yes []No
[__Puiss Oximeter OP End: ... E TfaCh.GOStD’“YDTUF"W Catheter at SKIN ................... 6M
[ Capnograph Leave OR: coovoovcverccniris ] DU comsssrisrmstsimpns s Drug Name & CONC: ......oo.ove.... U W—
] Ventilator Anaesthesia: ' M) [] Awake ] Direct Vision Bolus: .... % bad... 008 Lo
[l Nerve Stimulator O GA [] Video Laryngoscopy [1 Stylette / Bougie Infusion: .. “«qu Lﬂ.«{.r.u,...
) [——Manitored Anaesthesia Care [C] Fiberoptic Block Level: . 3
Position: 3':*‘“ [1Regional BladR# ..o AMEMDIS: oo S
[L1 Pressure Paints Checked DIFICUY WHY? oo e
Line (Size & Location) Transportation to
Eye Care: CICVP: .. 1 Bilat = BS [TPACU Clicu [C] Other
[ Oint ] Semi-Closed Circle Relaxant Reversed [ Yes [ No £1NA
7 [ Clased Circle Name of the DOCLOT ©............. 0 ME“—'
] Padding ] Other
[ Awake Signature of the Doctor :...<7.. AT i




’7 Patient Sticker |
]

POST-ANAESTHESIA CARE UNIT RECORD

Rainbow" ) e
Children’s @ BirthRight
Hospital .wwaow—ﬂosmw
It takes a lot to treat the fittle. Your Right to a Safe Delivery

Received in PAG FUAN i § AL Time Received : .. |18 ... Time Discharged : .............ooo....
\ ‘
i 9
250 250 o <
. e ;:?uu Site : ﬁ . q.{,/
w 230 230 , Mask [T] Nasal Prongs
220 220 M T.pi
@ 210 210 E Trache.,ustomy [ T-Piece
o 200 200 | I Oral Airway [C] Nasal Airway
= 190 190
180 180
8 170 170 Vomiting : [ Yes -ﬂﬁ DIUG: oo s
=
3 e 1o |MGTbe:  DYes MG
v 140 140 | prain: CYes #fo
130 130
A 2 120 | Urinary Catheter: [ Yes (%o
110 110 B
§ 100 oy 100 | Chest Tube: [ Yes No
2 = o | wnora O Yes @&rfio
i I VTR | O
(=
@ 50 50 Oral FOROS: .. .cviwiciisisaiia
& 40 40
30 30
v 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 | 90 out SCORING INTERPRETATION
Fyépiniog; febamdbens oo i i A Minimum Total Score of 8 is Required for
Able to move D extremities voluntary or on command =0 0 ?, ’L- Discharge
gl;l:um deep breathe & cough freely =2
nea or limited breathing =1 RESPIRATION L < < g .
oic 0 e Exceptions to this, are to be explained in the
8P =+ 20 of Pre Anaesthetic le =2 H ¢ tostan.
BP + 20-50 uf%:naastheﬂ:ﬁave =1 CIRCULATION g, Space below by the D'SChargmg Physwlan.
BP + 50 of Pre Anaesthetic leve =0 n—|n_
i‘r'ﬂ’ ey 5 CONSCIOUSNESS
usable on calling =1 ON
Not responding =0 21— - )~
Pink =2
Pale, dusky, blotchy, jaundiced, oth =1  COLOR
Cy:nut::sw y, jaundiced, other = - ~ o
TOTAL F’ )D \D
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
gs il 0 s pba '
- i ] L‘V Lo

Pain Tool Used: [ NPASS [ FLACC
1.
2.

[C) Wong Baker  [JNP

Anaesthesiologist Name : s
Anaesthesiologist Signature: :
Date & Time: d
FACGUNUSENAME: il st

PACU Nurse Signature:

Date & Time:

Transferred to Unit by (PACU):

Reassessment Frequency:
Every eight hours for all hospitalized patients.
For post surgical patient, patient with chronic pain, patient with severe pain

Every 2 hours for first 24 hours

After 24 hours every 4 hours

Prior to pain reliving intervention

With in 30-60 minutes after pain relief intervention

Date & TIME:..............coooocrrierrrrrsssenerse s




V)
Rainbow® ] .y
Patient Sticker Children’s @ BII"tthght
Hospital . BY RAINBOW HOSPITALS
It takes & lot to treat the Itk Your Right to a2 Safe Delivery
Department of Anagsthesiology
EPIDURAL ANALGESIA RECORD
fl [l N +
v,
Date: .ovvrcrrrnierninersniranianene 11141 Procedure done DY ......eceeceevecmreccerveneenrensenersesmensessesnenssessssnssnsenes
CSE /Spinal /Epidural Position : .....cceeeeeeeee 111 - Technigue (LOR/LOS) .....ccovernrenee
" Depth: e Catheter at SKIN: ......oeeceevermerrereecerernenons AREMPIS | e
Parasthesia : YES/NO if YES QEAIIS : ...ceveeeeeeerieereeersvenesermerersrssiseressesssssesnsesssssssssstssssensssessssnssssssessnsnssand O
SOMIHON COMPOSHION 5 vrvvuseveeresrersocssnssssaseassrossressssusssassesssessonsastonsastmnssasssessessssessssessesessssssassansessses N L ernerssrsenes
Any other issues :
B) ceueeceerereretin e et s e en s vR bR As R VAT RS R YOS RS RFO LA O R TR Y 4R YRR SRR R AR RA T AR R TSR R A SRR RE A O RRR AR AR AR neR R e O RS Rt R A s R b anasnens s reetanans
D)ttt et re et e e et e ereas s vev e Rt re e R anE Rt reRes narape et eas A dad A ko4 a4 A ara e OE 404 ben e bedsnre e RO Seran et be e r et et ereban
Infusion Rate Level Maternal
Time (mlfhl‘) Bolus (ml) Left Bight BP Puise FHR GCommenis
Delivery Details :  TiMe & .oceviricrrasnsnonas APGAR: ... SVD / Instrumental / LSGS (if LSCS Details)
Catheter Removed by and TP INSPBCIBA © ....ivecvieirrresnrnrersssrirerssmresransasestsssmssesisssassissssssassesssnssssssssnsssnssssssassssasnssasssnnas
Patient SAtSTACHON  .vvirererererrersrireeriseserieeesrsssesessrasenssnrassssrersnsessersasansassesesansns Leessenss Leuesessersersersansanessnsressesasssaerarsnsisnnesesees
AN
Discharge /Shifting ordered by
DOCIOr SIGNAIUIE: ....eeveeererrncrrvneneersseraeeesnesesssmnsssssnsssssasssanes
DOCIOr NAME: ..veivcisiscimieesseseeissreerasrssnssssrsssessesseresrassssassesrasss
Date N0 THNE © .vvrervveeneeesesessesssesesesseresssnsesssnesesnsesenssssansens




N

Rai nbow . A
Chl|dl‘el'll s ‘Blrtthght
i BY RAINBOW HOSPITALS
PAT'ENT TRANSFER FO RM !n-lmgasupu!mtaam littse. Your Right to a Safe Delivery
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
\
e e oy 256026 @B P g5p0p @ BP0,
01-09-2025 0YOM24D M)
°'|||"|'i|’|"|"|'|"‘|’|'ii'i‘ii||||lll|ll |m | I“ Transfer Ordered by Reason for Transfer
b LA Mm—’rsg 107)
From Unit To Unit Information to Attendant
Yes No
R OT Ee [
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
Yes| | No |
2 B [] []
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. Item Name Quantity
1
2.
3
4.
5.
Shifting Summary / Notes Written by Doctor : Yes/[Z No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer
B W i ﬁmﬂwg Lﬁ '

Patient & Clinical Records Received by :

e

Date & Time of Patient Received : & [6\25 (@ q. (OMN -

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

__| Unavailable Bed

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

[ ] Nurse not Available [ ] Available Bed not ready




HNH-00011466 1P28-00006640
Master YUVANSH ASTHANA - .33 Kc 9; 2z
01-09-2026 0YOM24D (M) W Q Rainbow®

Dr, JYOTI BOTHRA 7 Child ' . Blrtthght'
it s | gy BitoRin
cvicnucive 1 nuulM TRIAGE FORM

Patient's Name : \;/bLVll,Mh/ ......... A S'f/‘ﬁm ..... CE— Age: ...). "Moo Gender: & [ Female
Date : &5/@{:96 Time of Artival: . - 4% Mggd ..
Allergies; ~TNo [JYes [ Food [ Medications [ Blood Transfusion [ Other (Specify): ...........ccccovvirinnnnn. [] Not known
Source of Information : fﬁrems 1 LGS (SBOMNY oo viisvsisaisnsbiass snsins s son oessssss svisssis ik s s L3444 A ST AR A S5
Mode of Arrival : /Zﬁmbulatory ("] Wheelchair ] Ambulance
Initial Vital Signs: Temp: BZTJ PR: IR0 BP: 9‘/42— BRE s Sp0,: 99/
Chief Complaints: ..... LANDL..... ... 07T WM&J ....... Suctm«-e/{ ,,,,,,,
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing AT-stable
_ETormal A Normal [ Increased [ Unstable :
[ Sick Looking Circulation / Colour [] Decreased [ Gasping/Apnea [ Not — Life - Threatening
ormal  [J Abnormal ] Bleeding O] Life —Threatening
Triage Classification CTAS
[] Level1: Resuscitation [1  Immediate
[[] Level2: EMERGENT : Life or limb threatening [J < 15min
[l Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening [ 30 min
[ Level4: LESS URGENT : Significant iliness but not life threatening 60 min
[]  Level5: NON - URGENT : May receive care when convenient [ 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Children less than 2 years age with high fever to be considered Level 3. Signature of Parent/ Guardian
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : '—T- .57{]7)2

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease friage screening is
patients at the initial screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past2 [ Yes ZTNo PR ey
weeks [] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
. ol and Cough
2. Have you had cough or a rash in the past 2 weeks []Yes ¥ No
3. Have you had shortness of breath or difficulty breathing in [ Yes [ANo [ Any patient with fever and respiratory symptoms who answered

“YES" to any of the questions on epidemiologic risk factors in

Sh S “PART B” of the triage screening above.

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

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

If yes, State Location: ..........ocoveeveeeeicrceeciececec e "] The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare [ Yes HG already wearing one.

worker? {please encircle the choices} (e.g., nurse, : : : ;

physician, ancillary services personnel, allied health L1 Both patient and tlage siaff should perform hand hygiene.

services personnel, hospital volunteer, or laboratory [] The staff should use PPE (as appropriate).

worker, others) who has had a recent exposure to an

individual with a highly communicable disease or

unexplained, severe febrile respiratory or rash disease?

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

Name of Triage Nurse : mebﬁafm.( ................... Signature of Triage Nurse : ................ Y% i . O
Date & Time : QS../é.[.%G .............................................
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It takes a ot to treat the littie. ‘our Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : 95/5/\9@’ Time of arival : . Fe.S.9. A 0.

Chief Complaints: gyom%n@deesCWé/ ..... Qrardamds RBS: .oooooeeeeeeeeeen
HOMIBE & ciiiensinesses Weight : .51.33.’%./8% s Head Circumference (<2 years)
Allergies: [Yes ;/No/ (] Medications [ Blood Transfusion L1 Food [ Other: ..cceveeeieccreeeeeeceeines

If yes , identify

Pain Screening:  Yes [ No If Yes, Pain Score: ................. Pain Tool Used: [/ N Pass ] FLACC I Wong Baker
O Character ...——........... [J Location ....cemm....... [ Frequency ....... 7o, L) Duration ....cmmnneee.
RISK FOR FALL: Functional Screening: Wrmalmes Detected
] If patient is < 6 years ] Mobility Problem
tick below fall risk intervention directly 71 Walking Problem
. Kszat:lsesn':r:: ;tgv);es;ameters = Pevdoonertal Doy
0 i i
History of Fallng: within past3 months ~ [)Yes (G MUSEHIGSEHA Cogetal e sy
Ambulatory Aids: Inform consultant for positive criteria
¢ Wheelchair [ Yes /@Nf
- Uses furnlture for Support D YeS sz ................................................................................
Gait/Transferring: ‘{ ................................................................................
> Simel oot —Yes N0 Nutritional Screening; T No Abnormalities Detected
* Weak CYes Mo Y
: L] Underweight
* |mpaired (] Yes (E’fo O Overwelaht
Mental Status: Forgets limitations ] Yes E’I{‘ S g "
eeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING O Special diet
Fall Risk Int tion: . .
o INpeE ] Special feeding method

[} Escort while ambulating
1 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: [1Yes [ INo

If Yes Consultant Notified: ......................c.ccooooeeinnn. (Date/Time): ...,

S0CIAl HIStOrY: LIVES With ... O et T

Siblingsinhousehold [1Yes [<INO (ifyESHOWMANY?) ......c.ovieiiiciiiecicecce et es et sn e eeen s

Time of Initial assessment completed by ER Nurse : ... 8.2 €0 A\
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Nursing Notes (Including Labs / Medications / Other Care):

Time Nursing Notes

}13-:0999;:/ The ﬁa@'ﬁ\g C_leé,jrfam‘___
ot theoued.

AN Ll A a,O'YLC'

Samples collected by: Time:

e d Time:

Samples sent by : e v

Medication given in ER:

?ﬁlt]%/ Medication Route Dosage & Instructions D&"Jg’ g’.ﬁﬁﬁ
Condition of patient at time of shift - out : Details of Shift - out
HR: 1?'3 BP%— 0] =5 S Shift - out from ER10 oo (9_7 __________________________
EBbe s wh 99 """""""""""""" | Tirne of SHIt = 0BE .omunmunpaismsismysmnn
GCSuveereeeeersrecienes Temperature ; .. 28 2—............ _
- Handover given 0: .......cccooiiieieiecee e
Pain Score: .. 2......... , (Nurse’s Name)
Repeat RBS (if applicable): ..........ccccoveimvicnciniinnnen, |

Tick as applicable: = MLC T LAMA CIBROUGHT DEAD

Procedures done with details (if ANY): ......c.cceoeeeereimeececee s r s s s s b e

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

-




- Diagnosis: ...

;:l:-oom T 1P26.0090
Uvan, 6640

D1-ni-zo;, 8H Aarmm

|0r JYOM gomy '“Muo

L 1/mr -

"

Rambow
Children’s
Hospital

It takes a lot to treat the littie.

\\

‘BirthRight"

Your Right to a Safe Delivery

nvu . JTIONAL HEALTH ASSESSMENT - BOYS

Weight: 8 3. r}ﬁ .......... 57 S ¢ | I ——

—

Height: ..ol

Veg/Non-veg

Gen’nte ..................................................................

Inference: . (}L\{&NJJQJ %f ...... e,

Diet Recommendations: ..........cooevveeeevvereenne m M ........... .-—CG_(LQLS .................
Re-Assesment: ..... Sta@a ............ ....... NG . @«F@ac’lS

L¢£.1L.. ......... QpaN..... ov.Ch. Odo;:d. .

Date: ZS/g/Z:t{ Time: ,9:.23]7"7

..... ffﬁ-}ééé&elvsddal
......... LT ——

Nutritional Intervention - Oral ] Enteral (] Parenteral
Patient’s Signature: .../ eV iiiinisiiesianinns
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
Birth 3 [} 12 15 18 21 24 27 30 in cm 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20
:‘I‘l}: cm 1 IGé |hr‘m"n.¢'e:’"ﬁ ] I T - =0 AGIE (VEAFIIS) ! cmJl-in
Fa0 - el ==
H——}i60 : :
Es R o o i EEE o/ s
_—9%{-95 = :
el = = L=r :5-“?— ¥
gt 17 u
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= = Fe AT, E
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] =z T Sram Ay, £
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S e s e S = e P 1
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o4 H :
A = 264 T
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™ 11424 = =
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» > 1022 = EECEEE 504 W
a7 o i e o 1 = - &
”./ 4/‘ - 520 S SE=S5 7‘140] :
AP S e e = = 1 e - 00%30] g
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2 . — - 24 = 10t
[ wg i e | AGE(MONTHS) - - kg [Th = : EEaC fENS) i kg-{Tb
Birth 3 6 9 12 15 18 21 24 27 30 33 36 2 3 4 5 68 7 & 9 1011 12 13 14 15 16 17 18 19 20
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NARCOTIC PRESCRIPTION FORM
(PATIENT COPY)
" L s 4 A -4 PO
Patient Name: MOJ:IOI( Yovansih Aathona age 079 ﬁ” 7“ Génder: Mﬂm
UHDNo:  HDH- COOWubRNe: 26-000066Ume: S 15 ’%Tume 5_3'
Diagnosis: O ?CWU.D ]')G.X Y PQY\ B la'r@ﬂ'lay Ol
PRESCRIPTION DETAILS (Tick only one of the following)
S.No ~ Drug Name Dosage Remarks
1. | Fentanyl Citrate Inj. 50mcg/MI !OOM(C! ol
2. | Morphine Sulphate Inj. 15mg/MI \Q\ '
3. | Remifentanil Hydrochloride Inj, 2MG \
| Remifentanil Hyarochioride inj. 1MG. —
5 Y N
Doctor Name: Wm) Doctor Registration No: 6% 2’4 ;
Signature QM } ? U" }""'
NARCOTIC DISPENSING FORM
APPENDIX 4 - FORM NO. 3E
(Details of the Patient to whom Essential Narcotic Drugs Dispensed) )
IP Registration No: ....... 96 ..... O (X)Oééb(f‘) .................. Date: &3636

Aadhaar No. of the Patient (Optional): ..

1. | Name: MW / uva VLSM 7{]‘3 x | Remarks F
= AManreras W\jr u:m.um ;
.| Complete postal address (with contact number, if any)
3. | Brief description of the illness
4 Whether registered with any other registered medical practioner / NO
" | recognized medical institution ( If yes, details of the recorded) iz 3
5. | Details of essential Narcotic drug dispensed Fenla L f
Signature / Thumb
Date Name of the Essential Narcotic Drugs Quantity | Impression of the patient/ | Remarks, if any
Ll , 4 Patient Attender
Jslbr T efanyl 01 |
« s 3 CUAAA € C \ L] uu L \ 7‘_}C\,V\Ac,
Dispensed by (Name & ID No.): .............. oy, S e e N W Signature: .. B o SIS
|2 e . ST Ul i
e T DU o)) RS, e S MR Signature: ;. s, dernoara il

TIMEE - 5 s i
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