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MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEEDURE
Date Proceedure Quantity Order No. Signature
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B R ows | @ BirthRight
P R LR riospital _ | Wz
i gy
SURGERY DETAILS
Date 24/6/(24 .........................
Patient Name: MT@“T\O‘J\M“\O\(S’\““L v, Date OF BIrth: oo Age: .. FMEAY
Gender: ... "VSONR e Ward : Q‘*‘T UHIDNo.: . 200335 .

Date of Surgery: 2?/6/2@ rOT-1 [JOT-2 [10T-3 [10T-4 [10BGOT-1 []OBG OT-2

1. Surgeon 3 ®P7F ....... Ay ‘(
2. Anaesthetist prkﬁ:'ma\b{-«éu ............................... @bw&%&l—lqﬁ—'
3. ASSISTANE SUMGBON : ....iimreeeeeceeeceeesessssssssessees e ssesesnseeees C?BS"@M?"D!O XAry)
4 OTTechnician -2 Kalcesn / \rasfolmem ) g@qg—ro ............
5. Circulating Nurse ﬁT'V&Y\L’J"{/\'\/“?M ..................................................................
6. Assistant Nurse .C'T’Kw{fj ......................................................................................................
Special Equipment: [ | Laparascopy (] Broncoscope [] Harmonic [_] Morcelator
(1 C-ARM | Cystoscopy (1 Versa Point ] Liver Cusa
["] Neuro Cusa C] OIS ..o

Signature of the Surgeon Signature o%g Nurse
Order by: (g AR ]5/]”&6?6\ ’

Order No: Boqdnb}goolq :
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INSURANCE COPY ]

- Rainbow® , .
Children’s ‘Blrtthght

HOS pita| BY RAINBOW HOSPITALS
It takes a lot to treat the lithe

Your Right to a Safe Delivery

Name Master BANOTH UHID ' VIH-00201838

' MOKSHITH
Father/Guardian Mr BANOTH YAKUB | Age/Gender 7Y2M 11 D/Male
Address | MOULALL Moula Ali, Hyderabad, Telangana, INDIA, 500040 "
IP No IP-00060498 Admission Date 27062026
| Ref l')OC.t.;II' SELF Discharge Dateﬂ 28;06-2026 .

DISCHARGE SUMMARY

Consultant: Dr. VIDYASAGAR DUMPALA

MBBS, DNB
CONSULTANT ENT SURGEON
APMC - 47166

Diagnosis: Adenotonsillitis with bilateral serous otitis media

S/P- Bilateral myringotomy + grommet insertion with coblation
assisted adenoidectomy + tonsillectomy under GA done on
27.06.2026.

History: Master BANOTH MOKSHITH is a 7 Y 2 M 11 D boy presented with
history of recurrent nose block, inability to breath, mouth breathing, recurrent
cold and cough, frequent waking spells with ear pain and ear blocks. For the
above complaints, he was admitted at Rainbow Children's Hospital for surgery.

Examination: He was afebrile, maintaining saturations at room air and was
hemodynamically stable. Heart rate was 110/min, blood pressure 100/70
mmHg and respiratory rate - 20/min. Grade-Ill Tonsils + Grade-IV Adenoids +
Both TM bulging with fluid in middle ears.

Weight on admission : 26.9 kgs.

Management: He was admitted in the ward.

HIMAY ATHNAGAR BANJARA HILLS UCI, NABH & NAEL Accredited)  HYDERNAGAR (NARH
Emargancy 3 B40 - SRATI000  Emargeney 3 040 - 4466 5555, 91009 25515

Q 1800 2122 @ www.rainbowhospitals.in




Name UHID - VIH-00201838

" MOKSHITH

Procedure : Bilateral myringotomy + grommet insertion with coblation
assisted adenoidectomy + tonsillectomy under GA done on 27.06.2026.

Operative Notes :

- Child placed in Rose position, mouth gag applied and secured to bipod stand.
- Coblation assisted adenoidectomy done.

- Coblation assisted tonsillectomy done.

- Hemostasis achieved.

- Bilateral endoscopic myringotomy done.

- Grommet placed.

- Thick mucus present both middle ears.

Post Operative notes : Post operative period was uneventful. He was started
orally on liquid feeds which he accepted and tolerated well and he is being
discharged with the following advice.

At the time of discharge : He is active, afebrile and hemodynamically

stable.
Advice: _
1. Diet as advised.
2. Syrup Taxim-O (5mI=100mg), 5ml, 12" hourly for 7 days (Refrigerate
after reconstitution).
3. Syrup Calpol (5mI=250mg) 5ml, gth hourly for 5 days.
4. Syrup Mucaine gel, 3ml, gth hourly for 7 days.
5. Syrup Relent Plus, 2.5ml, 12t hourly for 7 days.
6. Nasivion-P Nasal spray, 1 puff in each nostril, 12th hourly for 7 days.
7. Nasoclear saline spray, 1 puff in each nostril, gth hourly for 7 days.
8. Syrup Bevon, 5ml once daily for 1 month.
9. Kindly consult Dr. Vidyasagar Dumpala, Consultant ENT Surgeon, after 7

days in OPD with prior appointment.
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YSUFRIGHT 16 3 Safe Delivery

To take appointment for OPD consultation at Rainbow Children's
Hospital, just dial one number 1800-2122 (between 8 a.m. to 8 p.m.)
(or) log on to www.rainbowhospitals.in

In Case of Emergency for increasing breathing difficulty, dullness or high fever,
Contact 040-42462200 Extn: 2010 (or) 7337357870.

If any IV antibiotics - will be given in Emergency Room between 6am -
7am for morning dose, between 2pm - 3pm for afternoon dose and
between 10pm - 11pm for evening dose (Outside IV medication shall
not be allowed with in the hospital as per the hospital protocol).

The discharge advice and details on how to obtain emergency care has been
explained to me in the language that | understand.

Name : K\fAlS‘“JO Signature :%

Relationship with patient : FM

This summary has been explained by :

Summary prepared by : Dr. Vishwaja Q{' '

DEO : MD Younus Pasha (ﬁ( \Y\L\“‘H

Registrar/Resident/C.M.O

\E%r VIDYASAGAR DUMPALA
MBBS, DNB
CONSULTANT ENT SURGEON
APMC - 47166

O 18002122 @ www.rainbowhospitals.in




Signature and Date :

DEFICIENCY CHECK LIST OF MEDICAL CASE SHEET Rl _
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DYASAGAR DUMPALA
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Sl.No List of Records Legibility Completeness Remarks
Pages
1 Admission Sheet | — —
2 Discharge Summary L) - —
3 Nursing Initial assessment form ] —— s
4 Patient Trasfer Forms 2— s o
5 In-patient Medical Record 3 — —
6 Doctors Progress Sheets | — -
7 Nurses Progress notes 9 - —
8 Consultation Sheets a) N —
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1) Conset for Surgery 1 —— —
Consent for Blood Transfusion
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13 Consent for High Risk ) — —
14 Consent for Restraint A = <
15 DAMA Consent
16 Consent for Special Procedure
17 Consent for Radiological Investigations
18 Consent for HIV Test
19 Anaesthesia consent form 1 - —
20 Anaesthesia notes(Pre Anaesthesia & Post) P - -
21 Pre Operative checklist \ - i
22 Surgical safety Checklist '\' =
23 QOperation Theatre notes \ — el
24 Nurses Clinical Presentation
25 | TPR & BP chart ] - -
4 Intake and Output chart (fluid Chart) \ - <
s Drug Chart (Regular prescription) 3 =
28 Daily Investigation sheet
29 Investigation Values (Result Sheet) ) — =
30 Nebulization Chart
31 _Diabetic chart
32 Nutritional Review chart \ — i
33 MLC form (in case of MLC)
34 Patient Education Form
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ERROR LOG

LOCATION: - NICU/ PICU/HDU/OT/ GENERAL WARD

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE



e . Rainbow Children's Hospital - Secunderabad

Rainbow . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children's _ ™™ ,Telangana, INDIA ,500009.
Hospital B"'thﬁifﬁm TEL NO :040-42462200, Ext 2000,2001,2002

«Rainbow WERB : https://rainbowhospitals.in

ADMISSION SHEET

: (I
Registtation Details : IR RN AL

Admission No : IP-00060498 Admit Date : 27-Jun-2026 Admit Time :08:12 AM UHID : VIH-00201838

Patient Details :

Patient Name : Master BANOTH MOKSHITH Age 7TY2M11D

Guardian : Mr BANOTH YAKUB DOB : 16-04-2019

Gender : Male ' Religion

Occupation : Martial Status

Address (H) - MOULALI Moula Ali Hyderabad Telangana Phone No . 8897415356
eSO E-mail - NA@GMAIL.COM

Admission Details :
Bed Type : SHARED WARD Bed No :ER 101 Ward Name : N O GF-EMERGENCY

Room No : ER 101 Admission Type : First Visit

Contact Details :

Name : Mr BANOTH YAKUB Relationship :S/O
Contact Address - MOULALI Moula Ali Hyderabad Telangana Phone No : 8897415356 / 8125115356
INDIA 500040

Signature
woctor Details :
Doctor Name : Dr. VIDYASAGAR DUMPALA Specialisation : EAR NOSE AND THROAT
Referral Doctor : SELF Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : VIDAL HEALTH INSURANCE TPAPVT

LTD

Printed Date / Time : 27/06/2026 08:15 Printed By : 021034 Page 1 of 2




Patient Name : Mast. BANOTH MOKSHITH UHID : VIH-00201838 IPD : IP-00060498 Gender :

TRALTETY

Male Age: 7Y

VIH-00201838 IP-000604958
Master BANOTH MOKSHITH
16-04-2019 TYZM11D t‘%
Or. VIDYASAGAR DUMPALA
Rainbow"’
AT IIIHHIIIIIII children's & BirthRight
Hospital
CﬂlilltIl:ﬂw 6 H-liﬁm
wA.~ 2Zbp-9
EMERGENCY ROOM TRIAGE FORM s
Patient's Name : .| \ax€X . MQ.‘&.SL"H: g')f s.u,r’ﬂale [ Female
Date : 9"?/1/?’6 .............................. Time of Arrival ; K["Bﬂ)
Allergies: &rfc CiYes [ Food [ Medications L[] BIooG Transtusion (] OMEr (SPECHY): .. .cmmssrcsmemsmsonivmis £ Not known
Someotmmtiun APTTEIN  CL ORI . coomsions s cisesiscmimsimssssp R L Tl i
Mode of Arival . —+TRmbulatory 0 chair (] Ambulance }
initial Vital Signs:  Temg; 18- 4 pr: 1l 2ol ™M sp,[b,‘lf.}}fmaa HL SpO s 0 g
Chiet Complaints: . Chmz.' =X, .Sm.tﬁc(g ! 1=
| INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
J?ﬂnce Work of Breathmg L3-sTable
Normal - Aw = T [ increased £ Unstable
i culation / Colour Gasping / Apnea [J Net — Life -
{J Sick Looking 0 DBIeedianm [ Gasping Sl Threatening
Triage Classification CTAS
Level 1. Resuscitation immediate
Level 2. EMERGENT : Life or imb threatening < 15 min
Level 3 URGENT : Significant liness / injury with potential to become life or limb threatening 30 min
2~ Level4: LESSURGENT : Significant iiness but not life threatening 2
Level 5. NON - URGENT : May receive care when convenient 120 | min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. {W
Alf Children less than 2 years age with high Tever to be considered Lavel 3. Signature of Pafe?ﬁ
* CTAS - Canadian Triage and Aculty Scale Triage Completion Time : .. 3. | A Fe

Communicable Disease Triage Screening

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

Have you had fever (slevated temperature) in the past 2
weeks

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

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

PART B. For patients reporling fever and respiralory/rash
symptoms: | Nol applicable

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

W BRI RO .. cioviiin i s s sk st

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

%k?

e

1

2
3

1.

Name of Triage Nurse

Date & Time 9.4—[(?5:6@

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

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

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

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

PART D. ACTION / INTERVENTION: (for positive suspecied
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 shouid be given a surgical mask immediately, if not
already wearing one.
. Both patient and triage staff shouid perform hand hygiene
| The staff should use PPE {as appropriate).

Signature of Triage Nurseé : ..........cce......



Patient Name - Mo oosees  H MOKSHITH UHID : VIH-00201838 IPD : IP-00060498 Gender : Male Age 7Y

VIH00201838 L cih

BANOTH i
"”MMB _”2“119 (L
15-04—! UMPALA

"Vl oy -

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date - 9—1’ ’éle’é Time of arrival : gilé qewns?“ CJ% p*mgqjatdn]

Chief Complaints: faa. o€ 4+ _
Height: ."".......... Weight: % "'_fj BMI : ..... Head Circumference (<2 y8ars) ....c.oeinens T N
Allergies: = Yes /ﬂo’ ‘ Medications Bload Transfusion L Food 1 Other: e
I V08 IR ovvnicsiomnmsimissisinsaseisansess b ssasb iomian s R visbiapeianii oo ieRone sidstna T bR sAR RSz bpoARy AR SRt SV
Pain Screamng/ﬁs 'No If Yes, Pain Score: ..O........ PainTool Used: " NPass " FLACC~~"Wong Baker
CRAFAOIET ..o e 10 LOGRUORN ...t e 1 FROQUEBAGY «ovievseoirasassanerss L1 DUFRHON . ovecaois! - O
PARO et '
RISK FOR FALL: Funcﬁmalﬁcreanmg; L Abnormalities Detected
| I patient is < 6 years Mobility Problem
pek below fall risk intervention directly "7 Walking Problem
R ke yarnonrs C) DevsiopmentalDely
g i £ loskeletal i
History of Falling: within past 3 months " lYes [INo NEUIRsERtN CongenkaAbmmeneiy
Ambulatory Aids: inform consultant for positive criteria
* Wheglchair LiYes LJNo
= Uses furniture for support [CTYes [INo
ST R e e e G T B ARG A A R S oA KA S K S S R i
+ Bedrest / immobile []Yes i No " ntriti onal Screening: P e Abnormalities Detected
* Weak Yes No
; i Underweight
* |mpaired “1Yes [1No o
Mental Status: Forgets limitations L Yes I No verweight
Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING Special diet
iy . Special feeding method
. Escort while ambulating P g
i ist Patient Inform consultant for positive criteria
7~ Educate patient and family on fall precautions/prevention

Psychological Screening: Mmﬁcam Findings
Unusual concerns about patient's Psychological Status: [ Yes LG
p i

If Yes Consultant Notified: ... ... (DateframT

Social History: LivesWith ..................... -ﬁ:-mq_uﬂ

e L
Siblings in heusehetd/ﬁs _INo (ifyes How Many?) ... 34"? ﬂ
Time of Initial assessment completed by ER Nurse : gl%ﬁm

Docit. No. : RCH /FRM / CLINICAL / 120 P10}



Patient Name : Mast. EANOTH MOKSHITH UHID : VIH-00201838 IPD : IP-00060498 Gender - Male Age 7Y
2M11D

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

TIITIB _ Nursing Notes

L™ ian R
QS gy v"‘uﬁ Chedced & TRecovrded
\‘\P““&'Doc-‘;ov Seen Mae Px-lwnel- &c\nceé Oden Sss7 O
q RE R =) ﬁﬁm-SaM Process dene
1.5%WS T PlaCech— dore
£ ]M'L food 1 — A00PMm
4 la.a,-l- coceX - \2 ' oo A
P> ?&LOQ.T}“' PSS I o 67

Samples collected by: __ Time: Gl
Samples sentby: *— Time: =
Medication given in ER:
Date / O : ; Docto Nurse
Time Medication S ‘; Route | Dosage & Instructions Signr Sign 1
DY
\‘ b
_Condition of patient at time of shift - out : Details of Shift-owt =~ = i
‘1b M. e WJ“[?‘)’)CFT Jyasen Shift - out from ER to: ... OT
- laglmM ) .
RR: *'!Sér SPO, : ln:;H’F | Time of Shift- ot 9&_“1%@ qam
o D_, " B ~ Handover givento: 8% 802 .
Pain Score: ..&......... . (Nurse's Name) "N
Repeat RBS (if applicable) ........==................ G{] { i
Tick as applicable: ' MLC ~LAMA "'BROUGHT DEAD

Pracedures done with details (:f any):

................................................................... Pble.mm L. done .

Name of the Nurse : ...... e Signature of the Nurse © ...

Date & Time : 24/‘/’4 @ Q‘}vﬁ



PATIENT TRANSFER FORM

%

Rainbow® i b e
Children's | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt takes a lot to treat the fittle. Your Right to a Safe Delivery

Dr. VIDYABAGAR DUMPALA

ATy

Patient Name & UHID No. Date & Time of Admission /& e of Transfer Order
! )
VIH-00201838 IP-00060498 2.1/6' 76 & 87_/?/ av /7
Master BANOTH MOKSHITH MP’ s
168-04-2019 7TYamno (M)

| Do . trwnobinden

Transfer Ordered by

Reason for Transfer

Poy} op Xyt

From Unit

o~7

To Unit
130

Information to Attendant

Yest—— No[ |

Number of Sheets in Clinical File

(o)

Number of Imaging Films

vy

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

No[ |

If yes, what ?

Yes

Medications / Consumables / Surgicals / Hand over

SI.No. Item Name Quantity

1. 0) moylc [

: st

4.

5.

Shifting Summary / Notes Written by Doctor :

YestT

No[ |

Name & Signature of Person who is Transferring

f Mj ¥

Name of Person Ordered Transfer

Do Mo bincdu

Patient & Clinical Records Received by :

An‘?&n"k

Date & Time of Patient Received : 9.y 6 \»6 @ 1210 % )

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

[ ] Unavailable Bed | Nurse not Available [ ] Available Bed not ready

Docu. No. : RCH /FRM / CLINICAL / 102
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Chitdran's | @ BirthRight
PATIENT TRANSFER FORM Hospital | .“w

gur Right to a Sale Dellvtll'_y

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
:l:::?;;::;m MOKS, IP-00060498 a%‘ e ) 9_,@ ? 1 [ .}_A_‘ '-)__a\ C \M qA’Vf)
;:-o‘:-zm 7y 2:‘:’: o <G ' /3

] m mﬂm Immifﬁﬂmm Transfer Ordered by Reason for Transfer
[0)-Pashdni] Rdm 153t o

From Unit To Unit Information to Attendant
|7 Yes| | No[ ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed

over to attendant
@ - Yes[ ] No [ ]

a PI]'Ilet,ghat ? o,
Medications / Consumables / Surgicals / Hand over ‘
SI.No. Item Name Quantity 5y
1.
2.
3
4.
b.
Shifting Summary / Notes Written by Doctor: ~ Yes|[ | No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

Si-Uerogy: 3Gl 0 Pros hambao

Patient & Clinical Records Received by :
Qo - P

Date & Time of Patient Received : 5 :ﬂ . [z b 94

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

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



VIH-00201538 1P-00060435

Master BANOTH MO p
16-04-2019 I ’i‘”_),..
7 ‘r! Il 11 D (M) R ®
Or. VIDYASAGAR by j Rainbow &

W

Nursing General Admission Assessment Form For Pediatrics

Hos pita| BY RAINBOW HOSPITALS
It takes a lot to treat the Rile. Your Right to a Safe Delivery

Children’s .BirthRight"

Diagnosis: Ade r010 081 LD M N
Arrival Time: ....LR.5\2.P70.... Mode of Arrival: ... ¥ 1~%QCLOL)“ ““““ Admitting From: (JER [JOPD (I Direct O\

Body Weight: 0.2, K

BN o nviainn cm

Allergy / Adverse Reaction ‘iO

Past Medical History: Obtained From [ Patient amily Member (] Medical Record [ Other (specify) .....................

Past Medical History Past Surgical History Previous Hospital Admission
19 ‘ | ¢
~ ] r
FAMUlY HISTOTY: ....c.coeeiviiiinereeiethossussisessessescneap@emosessnssssnenssnesessesnsssssssensssssssssonsstsssossatssssssstsstssestatsstesssssassassasnnes
L)
Has the child or close family member had recent contact with a communicable disease? [ Yes M/
Ifyes please list, ...
Was the child's birth normal? EWes CIo  IfNO, ploase dneciiDe prODIBIMIS: ....c.uiciiiinvisvisiisuaisisiaissiisdiiuiassnsesssiasitssvsisadsinss
Are the child's immunization up to date? \,Eﬁes I No
Current Medication: Q@ne [ Yes, If Yes, fill reconciliation form )
= %

Observations:  Weight: &b&l@ Length: .....cocvrvervennne. Head Circumference (< 2 years): ....... .. i
Temp.: ‘{8‘3"[“ \O"Tb{m ......... 0% bl B 1D§ 16% GU)
Pain Score: D Specify Site: f\\") (Follow Pain Assessment Sheet & Document)
Fall Risk Assessment: @Ves [(ONo  Score: ........ \D ................ (Document in the Humpty Dumpty Sheet)
Risk of Pressure Sore (Braden Q Score ........ @b .................. ) (Document in the Braden Q Assessment Sheet)

Pain Screening: C\Yé CINo IfYes, PainScore: .....[)..... PainTool Used: []N Pass E,EE’ACC [ Wong Baker

T ] . ]
Character of Pain .......... A\ Location |'J»'i‘1 Frequency ...... r\l* ........... Duration ...... S84 ).
FUNCTIONAL SCREENING: \E/ﬁo Abnormalities Detected
[} Mability Problem [] Walking Problem

(1 Developmental Delay 1 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

\‘;/6 Abnormalities Detected

1 Overweight
[ Special diet

NUTRITIONAL SCREENING:
L) Underweight
] *Feeding Problem

Inform consultant for positive criteria

[l Special Feeding Method
("1 No Abnormality Detected

Docu. No.: RCH /FRM / CLINICAL / 145 (PT.0)



" !
Psychological Screening; "] No Significant Findings
Unusual concerns about patient's Psychological Status: [ Yes f\;mo

If Yes Consultant Notified: ................00.\ ... (Date/Time): o oo
SocialHistory: LvesWth ... AT ) e
Siblings in households[7] Yes [ No (ifyes HowMany?) .......... O) ............................................................................

All Information Obtained From  [] Patient [7~ ﬂ*lother [] Father ("] Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : | Yes 7/ No Waste Disposal Explained: ,#Yes [ No
Infusion Pump: ¥ 'Yes [1No - Hand hygiene Explained: @43 [ No [ Others

Patient Rights & Responsibilities: Yes [INo
Information given to Y. ) o <

”»

Nurse's Name: ﬂ&{)?lll/@ Date: .:Q"F}ﬁ’% Time: |&r Signature
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Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

4 e

PEDIATRIC IN-PATIENT
MEDICAL RECORD

\.
Patient Name: ——— V020185 ,P
:‘:;:; ;«:uom M:::H":Mmu
UHID ID: u]'”“i,ﬁ/?ihm DDDDD "o m
e T
Department:
Consultant:

Docu. No. : RCH/FRM / GENERAL / 065 (PT.0)




VIH-00201838 IP-00060498
Master BANOTH MOKSHITH

16-04-2019 TY2ZM11D T -
DOr. VIDYASAGAR DUMPALA —‘

1l IIIIIIIIII!IIIIIIIIIIIIIIIIII r

Pediatric Multiorgan History & Physical Examination

Age/Sex b Y| ate >
Relationship _IZL‘A__

Name : LSCM‘M:H’\ WHL-‘H'\
Information given by: hohhe

Chief Presenting Complaints & Duration (Chronologically)

C(ﬂ Nawd Blodce de

oy pouged URTT ' 7MH~(

History of present illness :

C(/O MM blockede & ytwuad AT " Q ronfhte

CUJLE. Cl‘\-\?r'\r‘é QW%LM;J}.

Po (ked & ¢y
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16-04-2019 TYZM11D
Or. VIDYASAGAR DUMPALA

S [ 1T T mmm

Pediatric Multiorgan History & Physical Examination

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

}\\OJF C\'?'N'M'L (ot -

Birth & Neonatal History:

) 25l | crpn]| No Nw.

| Pdiuor ‘,_&
e VI
Birth & Socio Economic History: 1\
About Father : a
About Mother : { clau Tl
—
Any additional Information :
Developmental History :
hbu..f o rmed Gw

Immunization History :

(PTO))
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Master BANOTH MOKSHITH
16-04-2019 7Y2M11D (™)

SAGAR DUMPALA

Vil —

Pediatric Multiorgan History & Physical Examination

Anthropometry :
Head Circum (cms)————(Centile ) Height (cms): (Centile)

Weight (kgs) )ﬂfﬂ_fl_%d;wentiie e

On Examination : }
Temperature : _A3E  pulseRate : loob! M BP i %mmé%z

Resp.rate and type of breathing :

Rash "\’
Lymphadenopathy "
A¥ -)\ f
Oedema : \ C/
Allergies (if any): \_J
Respiratory System : @
Inspection (any s/o distress) :
Air entry & breath sounds : B at@

Any addes sounds : P) !

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

Cardiovascular System :
Inspection of procordium : m

Heart Sounds : Cﬂ—ai‘i)

Any murmur : @

Relevant data from outside (Chest X-Ray, ECG, ECHO, etc.,) :

Per Abdomen : m
Inspection Y

Palpation : (L e

Ausculation : & ~\

Spine : ( _’O ) External Genitelia : ( "‘y

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

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score - ‘A{V\} % } 1"

Cranial Nerves : @

Motor System:

Nutriton : 5

Tone: (J Power W

Co-ordinator : {3 ] ,\:f . )’f o

N
Posture : J

Involuntary Movements : @

Reflexes :

DTR Superficials:

Plantars (—Hcvo-«‘ :
Sensory System :
()

S B

L,
Bladder / Bowel : @)

Clinical Summary & Diagnostic:

PNeooloiac ke, he,
- L _ng\—m <

Pokeel & G 4 Heey, lontlortons, tinys gdon 4
Grontt b T X

(PT.0.)



VIH-00201838 1P-00060438
Master BANOTH MOKWSHITH

16-04-2019 7yY2M11D
or. W DYASAGAR DUMPALA

LA

Pediatric Multiorgan History & Physical Examination

(M)

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs:

CBY

9
lq&_ﬁvvom'cﬂ_( :

(o galsdion prhle /
0 -1 7

Pkl soelir”

Planned Management

Ngo

Cm\w l"’\-:. !JA.’ld [

(add b grom et

Noninvyviteds

oy srlaen e

I\LQ
o} ‘,L{G w

92\ c\rLe &

Signature of the Doctor: %._

Name of the Doctor: @(F@LML.. Sl Name of the Consultant}ﬂlﬂf;ﬁk@‘.ﬁ%’. 5.
Date & Time: ......... &EI..&..I.;«:.. ......................... Date & Time: .= .?_/ ef2¢: . "ﬂ ...............

—
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PROGRESS NOTES AND DOCTOR'S ORDER
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] \4 98 tudant
X, ;

0

A
fl}z.

w— Edanotopais  ~ &dwonmwmm ¢
Nk(fnﬂr\q,\hmﬁ + Sh\mm‘c I
ol
COntd ceac
Lde o
Ulals (bt
pe )
., Roe(®
tle vy
gloo
D] Oey ecky
A g

Docu. No. : RCH /FRM / CLINICAL / 088
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& Time Progress Notes Doctor's Order
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1 hildren’ BirthRight
1 MR osanar | (g emeonos

It takes a ot to treat the little.

Your Right to a Safé_l-Jelwery

PROGRESS NOTES AND DOCTOR'S ORDER

ga'lt:me Progress Notes Doctor's Order
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Rainbow*
Children’s @ Blrtthght
Hospital . BY RAINBOW HOSPITALS
It takes a ot to treat e fitthe, ivery
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(N

PROGRESS NOTES AND DOCTOR'S ORDER

& Time Progress Notes Doctor's Order
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X
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Master BANDTH MOKSHITH
10-04-2519 7Y2M11D (M) 2
VIDYASAGAR DUMPALA Rainbow® . . . )
||\I|II\HI|IIHI|IIII\IIWI1I Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
Tt taskes a lot to treat the Rttie. Your Right to a Safe Delivery

NURSING SHIFT HAND OVER FORM

Z | Diagnosis: ﬂ \ 5? " Any Infection: [Yes [ANo [ Not Known
g | E‘ If YeS Specify: ... 5uevoveeircireee e,
E Surgery / Procedure: \ Post OP Day:
v [ :
g Date v ﬁ\s}‘: 5 b - oA\ ¢ e "‘OI\L
S | ooy oberoen: | @) | o) | et |y | NIl
3 [ Diet » wfo ) cdﬁh Ooobe ((Q'A, el
Allergy: T Yes 2o | 0 Yes (A0 | (1 Yes M | (1 Yes &0 | O YesyZNo | 0 Yes 01 No
Ventilation (RA, NP NIV, VENTI): £n (= & RA RA-
Tubes/Drains/Catheter: [ Yes (A0 | 1 Yes 0 | (1 Yes =440 |1 Yes etlo [ YESJJ No [ Yes CJNo
& | Vital Signs: Temp: | ag-¢F | 98 .6y | 93uP |97 6°F FC- |/
& Res: | a8lm | 22f/n | Q3blw |92 him |2 3 b!m
2 sp0; | aal. | 49% | 9% | 99% | Aq/.
2 Pulse: | Gl [4RhPm | 33 blm| O Y b A7 bl
BP: | 10213 I(¥) 100!(:0@% \01\524“’“@ 103620m Y10
LOC: | (yantowy | Lows odCons cious ComScor] Corkeionu
Fall Risk Score: |y W 19 1 ({ lep
Pain Score: | © 8 . 0 0
Skin Integrty | adacd | £nda¥ | Dol ) mld’%%f*aaf*
Safety Needs: |¢&>Yes [1No|=Yes = No p=x¥es CJNo | &-¥es C)No j=Yes CNo | Yes O No
Physiotherapy: | | -~ IR
2 Others Specify: | Yese=No | Yes =0 |1 Yes Ao |1 Yes N0  Yes @No | Yes CNo
i Special Diet: | a2 : Nl 1\"{} DAk
& | Critical Lab Test / Values: oA\ NHE RO Y
E | Other Special Orders / Medications: | Yes .o | Yes C-N0| T Yes Mo | 0 Yes'=1o | 0 Yes &No |1 Yes ' No
§ PU Prophylaxis: [ Yes N0 | Yes i+ | 1 Yes K-No| O Yes (UMD | [ Yes iuNo | Yes C1No
DVT Prophylaxis: [l Yes Z2No | T Yes Er'ﬁ_Té O Yes UMNo | Yes N0 Yes QNO O Yes CINo
ADL (Dependent / Non Dependent): @'—ﬂuﬁd MM@W i : '
' I 1
\
Post Operative Procedure Special Orders: pm ’j,‘i,;_%d co\oa'ﬂ( % ,.\.I,; )
yasaiy o) %
Handed Over By Name : Nogmwo> {’I fflp q}:ﬁm, qfn,ﬂ.p-« Vaf\thu
Signature /D : @ o0\ _ﬂ);)‘or?li;' Q¥ o PO 01 ¢
Date: ar\ 60 e el @4l [\ loeleld
A0 |2 12 P @5pan (D gy /50001
Taen Ovr B Db | cithe A the. Lptlna e (¢
Signature /D : Yor Xy 251 Maosd\ﬂdsiwm%m T NN )
Date: st le] oal6 | o6 fodlelse]
Time: a0 _| () 12 sapm @&?m @‘@{mj

Docu. No. : RCH /FRM / CLINICAL / 097
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o .
I GARDUNPALA Children’s | @ BirthRight
T e Hospital _ | [ euemcse:

NURSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: [1Yes [INo [1Not Known
E If YES SPECHY: .ovovvvreveerereeee oo
E: Surgery / Procedure: Post OP Day:
g Date ol
& | Medical Condition Y
=S | (Any special condition to be noted):
=S Diet: /-
Allergy: [Yes CINo |1 Yes C1No |1 Yes C1No | (] Ye;/l_l No | Yes C1No | Yes C1No
Ventilation (RA, NP NIV, VENTI): £
Tubes/Drains/Catheter: OYes'TOONo | Yes CINo |1 Yes C1No | Z Yes CINo|1Yes [1No | Yes [1No
E | Vital Signs: Temp: /
E Res: /
ﬁ Sp0,: /
@ Pulse: /
BP: d
LOC:
Fall Risk Score: /
Pain Score: /
Skin Integrity /
Safety Needs: | Yes CINo | Ye§ﬂ;- No [ Yes CONo | Yes C)No|I Yes CINo | Yes = No
Physiotherapy: /
g Others Specify: |1 Yes 1No [r1fes [No [ Yes C1No | Yes CNo [ Yes C1No | o1 Yes (1 No
8 Special Diet; /
E’ Critical Lab Test / Values: )
€ |Other Special Orders / Medications: :Yes’nN;( [JYes CINo | Yes CINo | Yes CINo | Yes ©1No | Yes & No
E PU Prophylaxis: T Yes .“lp(o C1Yes [CINo | Yes CI1No [CIYes CJNo |1 Yes CJNo | Yes £ No
DVT Prophylaxis: 1Yes ’/ No |TJYes C'No | Yes C'No |1 Yes ©1No | Yes C1No | Yes [ No
ADL (Dependent / Non Dependent): /
.f'f
Post Operative Procedure Special Orders: ;"f '
/
Handed Over By Name :
Signature / ID ;
Date:
Time:
Taken Over By Name :
Signature /1D :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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[2) Maintain Airway and Oxygenation

c=Relieve Pain & Discomfort

NURSING CARE RECORD Hospital _ | () zmmeonose
Date: &';{[bl&ﬁ

[ Maintain Fluid Balance

[ Improve Activity Tolerance

[+WMaintain

Good Nutritional Status

1 Maintain Skin Integrity

- EPAsL ;Qm_\:g L‘Z{

Pk@l}—«ﬁfﬁ&' L vy iC&L

. ¢C L\C\JLC °
D&t\.@u (_mt )

\\-_Ijg ek

o\Luz n,t 28 (Tal»h

§ [} Maintain Personal Hygiene <—Prevent Infection L1 Meet Elimination Needs L—Ensure Safety 1 Early Ambulation Reduce Anxiety ] Patient & Family Education
& | [ Identify Potential Complications [ Any Others. Specify.................. M | ISR Y NI . .. . S

Time Plan of Care Time Implementation Evaluation Re-Assessment l;‘ué?;nr;mg

S '
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Hospital BY RAINBOW HOSPITALS

It takest & ot to treat the litte, Your Right 1o a Safe Delui«err

NURSING CARE RECORD

BAE! s
e | ] Maintain Airway and Oxygenation [] Relieve Pain & Discomfort ] Maintain Fluid Balance [ Improve Activity Tolerance [Z] Maintain Good Nutritional Status 1 Maintain Skin Integrity
E [] Maintain Personal Hygiene ] Prevent Infection [l Meet Elimination Needs ] Ensure Safety [ Early Ambulation Reduce Anxiety [ Patient & Family Education
& | [ Identify Potential Complications 0 AT ONBES: SPOOHY. . occsinmamins s o ton s e s v St o b N e s b e v s
; . ki P . Nurse Name
Time Plan of Care Time mplementation Evaluation Re-Assessment & Signature
=
=
=
T
=]
= \
\\x.‘_
= e =1
s -
a .
= ~
et o
= S
= T
‘H'\‘“x\__xh
=
=
-
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Ref. No. : F/ HW/CONS.F/INPR / 01

ﬁ% M
Rainbow® : e ' , Gjﬂ\
Children’s (& BirthRight | Doctor Name: B4 ORI
H ital . BY RAINBOW HOSPITALS
b L W Your Right to a Safe Delivery Date : @Qge\&ﬁ FOUE sissasmmirenini s
HOSPItAl : ...voveeeveceesreseessresiesssesiesssesisessesseeneneneneeee. | TYP@ OF Referral @ [ Emergency (within one hr.)
Referred for : [ Opinion [ Co-Management (
D Transfer of care DatB G T|me : %‘9 By .

Reason for Consultant : If for concurrent care specify the particular need, especially in the absence of a second

diagnosi wix-00201838 1P-00060498
Master BANOTH MOKSHITH

10-0&2019 TY2ZM120 (M)
VIDYASAGAR DUMPALA

M”“I“ Signature: M.D.

:umgs ana Hecommendations :

d: ')FH{D CM?LQ-NJDMLL 122 1oPM,

e

e WMM ¢/

W (S no Sl //yd}\,&t—o

/ (Mw 2/}: chotd adad, et
(=0 f@/éb

%8 D V\DM\/\M/

Consultant :

Name @Bﬂ‘aﬁ\%\ SIGNALUTE : oo Date & Time : R‘E&G .............

NOTE : If more space is required use another consultation sheet as continuation

CIN: L85110TG1998PLC029914 www.rainbowhospitals.in






i . Rainbow Children's Hospital - Secunderabad
Rainbow . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad

Children’s =% Telangana, INDIA ,500009.
Hospltal '2 TEL NO :040-42462200, Ext 2000,2001,2002
e WEB : https://rainbowhospitals.in
T TMENT
Patient Name: Master BANOTH MOKSHITH Age : 7Y2M11D
IP No: IP-00060498 Sex: Male
Consultant: Dr. VIDYASAGAR DUMPALA Ward/Bed No: N 0 GF-EMERGENCY/ER 101

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

Patient, be deemed advisable or necessary.

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

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

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

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

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

Note:

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

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

)

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

Signature of Patient/Relative:

Patient Address:

AN~ MOULALI Moula Ali Hyderabad
b Telangana INDIA 500040

Name:

Relationship:

Date: L9 B,r@ ¢ f}é Time: Og‘ l‘lh‘m
AR

Wittness Name:

Wittness Signature: ,_y

Printed Date / Time : 27/06/2026 08:15 Printed By : 021034 Page 2 of 2



CONSENT FORM FOR GENERAL Children's ‘BirthRigTht“
REG'ONAL ANAESTHESIA/ Hg?ﬂeﬁnﬁ!m BY RAINBOW HOSPITALS

MONITORED ANESTHESIA CARE

Patient Name : .................. Macter Ranoth  Mdethitw Age : QH/ Gender : Mg}eﬁ Female O

UHID NO: ....... YNt 0020\82¢ Surgeon Name: bfVIdudams&w
ANESHNSIOIOQISt : -vrroooeoeeoeeeeeeeeeeseee e MO e
Operative procedure planned : WTW?W*MU‘f“ﬁ?Wf&mWhNM%

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

~neral anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
wvents 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.

[J Heart disease [0 Hypertension [ Diabetes mellitus O Renal failure

[ Hepatic disorders O Shock [ Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis

O Incapacitating Cronic Obstructive Pulmonary Disease

=[S I———— LT IRTLLTL L ———————————
kg T - P ARy oo S SRt POt oerys - e o e

 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 / my patient
\Mx\’e(gmuk\"\om\f\?&v the above mentioned operation / Diagnostic / Therapeutic procedures

%Tmﬁhdmyfmd&\ﬂv\»w’dt@iwm%JNMM
| authorize and give consent for anaesthesia ( O Regional /%‘eral Anesthesia / [0 Monitored Anesthesia Care as
considered appropriate by the anaesthetic team.
| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments and answered my specific quei s 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.: RCHBH/FRM/CLINICAL/021 P.TO



| 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.

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

- Pregnant: O Yes ‘E’Io(’
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 Witness :

1] . S T Signature : F{Vw
Name : &Y KALD. e Name : Q@&VQ,]%; ....................
Relationship with Patient: f . Dot & THNE . iiisiiniinnmesamsiiiee

DAte & TIME & oo,

Doctor (who is taking the consent) :

Signature : 2__/3;[/
Date & Time : Zb\b)%IZfllW



Rai_nln:;%\;\.«'[° ® - i
INFORMED CONSENT FOR SURGERY OR Children's .E:ILRQ’&RE
SPECIAL PROCEDURE e

\

Your Right lo a Sale Delivery

Patient Name : . MBSTER... B AQOTH.. MUISHITH Gender: /'/M'ale "] Female #y
UHIDNO ;... 80201 B 3T Date : Z’?"‘?'Q"VL‘
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.

I 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 aiternative 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. Ihavehadachance to ask my surgeon questions.

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

5. lauthorize the consentto the performance of the operation or procedure.

Name of the Doctor who is performing the Surgery /Procedure: ...........coocvvvevvevveecivevennne
Consentee : Patient Attendant ;

SRR i cvvvincs Beinvavn it DIOMATUNE il R el s i i ad s avedsininiavos vivaians
NEME i \ ........................................ Name : & AR S Ao
Date & THME : occcocevenreearsemsresassssesasmmssssnsesssseesseenes Relationship with Patient: .......{=afA a0

Date &Time : .. 2T 08 RC

Witness : L N )
Y Doctor (who is taking the consent) :

Signature : {5 eeieeerenne.

L T Signature : ... o Z s
Name:.......g.‘.‘.. V‘a 44 T 9& =%
mﬁ Kﬂfle A T i

L Date & Time : 27"{4%*3

Docu. No. : RCH /FRM / CLINICAL / 027
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OPERATION NOTES
Surgeon: PR . D Vr'cf?]mgaz&éw Asst. Surgeon :

Pre-Operative Diagnosis: A deneotens: b'hs + &) Som
Surgical Procedure :

Cetrlohion Adm%(&eﬁwg 4+ B MWW@# B)srmaomet

Indications for Surgery : ﬁ’a&&.}. sl B\ Som,
4 nade 4 Adersidg

Date : Q}lé[u StartTime: 9 ' g0m EndTime: 10" 15Hm
Post Operative Diagnosis: _f, -

Peri-Operative Complications: —

Amount of Blood Loss: — Blood Transfused (inML) —

Name and Number of Surgical Specimen sent for examination:

—

Operation Notes: ., . o placet in Pevc Preition, omevtt g4 applicd

!
e . Home ctas's ceheivet.
Bodone) Exdes<opre Mepingo 1‘?1'“-*1& dere _are| Germmet

& . Thick Mmeueous prysent bt anj Adle oo% - -
Doc. No. : RCH. i/ FRM/ CLINICAL / 099 J T.0.




g e N =5

P

(2;5%_-0:}_’__&&@‘4.
W Bm A‘f'“ﬂ 6—%”‘&’3 L“‘a’m‘dﬂﬁfc&cw/ S'fk-faﬁbf‘

) Sap TAXIM-0  Smd > s | TN

2) g‘f'c-w-‘p OL— I5Dang Jcy Sad 3 T1D > Cdlectys
3) giﬂ Mocaing GbL i'Z-ch w ) 0 |hlecle )
Q) Pp Detent pus  Rsd kD > e

s)  Nagivion P avéd %aa% g4 TP [bdethe

() Nastohz, Llhire Lopy '}//p{f{ o “Tipso |nlect,
—:\ f;f Lee Bgvo:x ;J\&;D 20 h;mjk;l/

s ke '
&l

Name of the Surgeon: (ﬁ]}a@\léz,a%

Signature of the Surgéon:

Date & Time: ...%...0. 0 NG B O il



SURGICAL

Surgeon : 2.\t YA Sf@t/f,ﬁ]{. .......

ViIH-00201838 IP-00060498
Master BANOTH MOKSHITH
13-04-:919 7Y2M11D 1)

VIDYABAGAR DUMPALA

R

z
Age: 7.3 Gender: \... | Rainbow®

Asst. Surgeon : .... H ﬂf.( Aa f s ) BirthRight
Anaesthetist : .Dr‘» le\L’J ixchia | UHID No.: . Surgery Name : . A £ .072a. 51l spital Y RANGOW HOSPITALS
SAFETY CHECKLIST Scrub Nurse : Sov. K u@ e | Date: T-F/é’/ % In-time : . CY 3.0t\0ut-time : ..Le. L AT | T .Mw' i

Before Induction of Anaesthesia » »

Before Skin Incision » >

Before Patient Leaves Operating Room

Yes, & Equipment / Assistance
Available

Risk of > 500mI Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned

OYes Gm;

0 YesdEnG O NA

0 CONA

Blood Units Reserved OYe

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

1Yes Z@ ONA

SIGNIN  Time:...oooo TIME OUT _Time..... .. 30 b\ SIGN OUT _ Time:. 0.2 I5¥0)

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

|dentity :J;T)e? CINo introduced themselves by Name and Rolev1Yes No The Name of the Procedure Recorded Vf%s CINo

Site Yes CINo Surgeon, Anaesthesia Professional and ‘L\&— That Instrument, Sponge and Needle

Procedure % CINo Nurse Verbally Confirm ,<\Y- ok Counts are Correct (or Not Applicable) ~ </Yes TINo CINA
Site Marked 3;:? Nm—zﬁ Correct Site s CINo patient name) CYes [1No vNA
Anaesthesia Safety Check Completed A CINo Correct Procedure - ﬂiu\n L@%‘Eﬂo Whether there are any Equipment
Pulse Oximeter on Patient & Functinninq/zé ONo Anticipated Critical Events Problems to be addressed [Yes\No C1NA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes F*‘Nﬂ/ What are the Critical or Unexpected Qo To Surgeon, Anaesthetist and Nurse:

- iration Risk? Steps, Operative Duration, What are the key concerns for recovery

BERANEL) Kt ive Anticipated Blood Loss? ..1,,.,) r,we/- CINo CJNA and management of this patient? CYes CNo

Anaesthesia Team Reviews:

Are There Any Patient-specific Concerns? 2és o 0 NA
Nursing Team Reviews: ip"‘j‘? N Y
0”8 sonlogoud

Has Sterility (including indicator results)

Been Confirmed? are there Equipment

issues or any Concerns? \AYes CINo CINA
OYes MO CINA

es CINo

Is Essential Imaging Displayed?
Signature & %L .......................................

Power Supply, Earthing, Power Backup
and functioning of equipment checked.
Name :........... 'ﬁ;?iad

Name :... 271D V"%}"d

Doc. No. : RCH/ FRM / CLINICAL / 111
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Master BANOTH MOKSHITH -
10062019 7YZM11D (M) Rain bow, .
DOr. VIDYASAGAR DUMPALA Children’s

BY RAINBOW HOSPITALS
Your Right to a Sale Delivery

.Birtthight~

LA Hospital

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

Date: ... 290 b1 26 ..

To Be Filled In By Assigned Nurse:
Department: m Duration of Procedure : Ctg'n'\]f)
Name of Surgeon: a()—,,u\A\’@g@ﬁea—nb‘mm ™\a.... Date of Admission : aalelre...

Bundle Care Criteria: (Tick (V) if done)

Staff Signature

1. | Antibiotic given prior to surgery? [ Yes [&MNo

_ Single Dose Antibiotic  Or | Long Antibiotic Regime ;;2
Antibiotic administered within 60 minutes prior to incision? ' Yes ‘)Io :

' Name of the Antibiotic: rr\fﬁ;{/cfﬂxtpwa
<

2. | HairRemoval  [Yes [ No~ IfYes: | | Surgical Clipper
Department where Hair Removed: [~ Ward | | Operating Room

W ) S G . | /K&L

Skin preparation done (cleanse surgical area with antiseptic agent)? .;/Yes _I'No

3, Patient's body temperature immediately post operation (Recovery Room) %6 °C

| L) Oral  Or [J Tympanic (Goal: 36-37°C) %ﬁ J
[ |
| 4. | Name of doctor or staff administering the antibiotic: ...... %3\ £Cxtce. t\ .l;ﬁ-j
| Date & Time of antibiotic administration: aefié@ﬂ‘f“m |

Date & Time procedure started: ................... 28 c! 2 @8 204 M

- Ensure formisfilledin completely by assigned staff whenever patient had surgery

« If any bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse for
management

» Allforms (Bundle care and when required SSIform) are completed properiy
« Forms mustalways be kept in Infection Control folder in respective department
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Master BANOTH MOKSHITH -

16-04-2019
DOr. VIDYASAGAR DUM

7Y2l11D
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SCHOOL AGE (5-12 years)

Dac. No. - ReHBH/ Fam / cunicaL /126 | Children’s Observation &
Early Warning Scoring Chart

%

Rainbow" oi s
Children’s ‘Blrtthght

Hospital

It takes a lof o treat the latle.

BY RAINBOW HOSPITALS
Your Right to a Sale Delivery

EARLY WARNING SCORE: CHILDREN’S UNIT

warning scoring gg

Heart Rate (Number)
70
w k
Resp. Rate (bpm) 50
(Over 1 Minute) * ;g
20

Resp Rate (Number)

Resp Mod/ Severe

Date : .. % Time:} fp Fo [W LI [o] JoJ [G[ T -[-[Wy[ef\ig] (45 [LFT[eal [ |
[ Doctor / Nurse / Family Concern?
04
103
102
" Nl
\L L - L
e .5{%(:{*(& R N O
T 100 [—e ] 4= < S s P
emperature P P Y = N P > : ol o] < ; 3
oF BRI - T R P T 3
o ] 2 = o 8 2
98
97
9
95
94
190
Heart Rate 180
(bpm) 170
160
and 150
140
Blood Pressure 130
mmHg) * b
(i) 110 N "" <
100 =53 -+ \
Note: = ’5‘7|°5’salt" MK
BP does not score  gg 5t pﬁ@ L;
in early 70

Receiving 0,(//min)
0,Saturations (%)
Conscious | Normal i r’ tJ N N N
Level Altered
GCS * R SIEEG Vi IV6I ] 115l VA 151161 1C
TOTAL SCORE 0
Number of shaded boxes| | © | e|e | | |o| | P ofs [0 [of"["]2]*|e| /
Pain Score 9| 2| 4|° ° o o 0 Oin|?ls |@ Pp,.loga%)’/
Observer’s Initials elefefp| [P [A 7 0 viv [V [yl VIV Y]V

Score 1 : Continue normal observation by staff nurse L s
ACTIONS Score2 _ : Shiftin charge nurse to be informed and continue hourly observations (N
NB: Scores 3 should be | Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Obsetvation to continue. N
recorded overleaf Score4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant fo see

Score 5 & 6 : Shift in charge AND PICU fellow or PICU consultant to be informed.

{

* NB: If GCS is below 12 or the Oxygen requirement is >3 Lit./min. , then irrespective of rest of the score, the Nurse MUST inform the PICU tkam.

/

—
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Master BANOTH MOKSHITH

16-04-2019 7Y2M110D (M) %

Dr. VIDYASAGAR DUMPALA Rainb'Ows .

IR Falarans | e s

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

It tees @ ot 10 trest the Bt Your Right to a Safe Delivery

INSTRUCTIONS:

The paediatric Early Warning Score i) seeks to identify the abnormal physiological finding seen during serious
childhood illnesses and ii) offers a method to interpret such physiological derangements with clearly defined
actions, ensuring that suitably experienced staff are involved with the care of the sickest children.

The Early Warning Score does not replace clinical experience and acumen and should not be relied upon for such
purpose. ‘

6 clinical parameters are assessed and recorded as part of the child’s routine clinical observation, providing a Early
Warning Score between 0-6 (Higher Early Warning Score are seen in sicker children)

Detailed actions are described according to increasing Early Warning Score.

Some children with complex medical needs e.g. cyanotic heart disease may require modification to their trigger
thresholds/ action plan- this should follow discussion with senior colleagues.

Any Early Warning Score of 3 or above should ne recorded below with details of any subsequent action initiated

Date Time Early Warning Score Date Time Name

If at any time additional help is required, call help — regardless of the Early Warning Score!
Following a Early Warning Score assessment, senior help may be required

The SBAR communication tool (situation, background, assessment, recommendations) is a helpful mnemonic that can
be used to describe a child’s clinical condition to a colleague.

1 IDENTITY: | am (name), a nurse on ward (X). | am calling about (child X)
S SITUATION : | am calling because | am concerned that ... (e.g. BP is low/high, pulse is XXX,
Temperature is XX, Early Warning Score is XX)
BACK GROUND : Child (X) was admitted on (XX date) with (e.g. respiratory infection). They have had (X operation/
B procedure/ investigation). Child (X)'s condition has changed in the last (XX mins). Their last set of observations
were (XXX). The child’s normal condition is ... (e.g. alert/ drowsy/ confused, pain free)
A ASSESSMENT : | think the problem is (XXX) and | have ...(e.g. given 02/ analgesia, stopped the infusion), OR | am
not sure what the problem is but child (X) is deteriorating, OR | don’t know what’s wrong but | am really worried.
R RECOMMENDATION : | need you to ... come to see the child in the next (XX mins) AND | s there anything | need to
do in the meantime ? (e.g. stop the fluid/ repeat observation)
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Tt takes a lot to eat the little.

| FLUID CHART

rthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1. All measurements in ml.

2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

Date | Time | Naure Route NG | Diarrhoea | Vomit |Drainage | Urine Tl;‘éff:b}ﬁg .
Mouth LV N.G
08:00 am Al O a9
09:00 am :3'@,“-\ e Lond| v it | oy
10:00 am ‘:\Lg_m © ;/"
JAMLB 11:00 am OO A o doady e
' 12:00 pm i Cﬁ%w J \?Q A W=
01:00 pm N \ ‘f
Total Intake : Total Output :
02:00 pm 0
03:00 pm “\‘9"5’@ ~ '/
04:00 pm ;,&ﬁgp [ %&7
3}‘9 05:00 pm o ! ol
¥ [06:00pm §°g& R A ¢
07:00 pm - { il
Total Intake : Total Output :
08:00 pm
09:00 pm e v a
}So 10:00 pm )
51 11:00 pm m l ;
) 12:00 am Om)
01:00 am Cony] (
Total Intake : Total Output :
02:00 am COm) ) _
03:00 am Om) ( ‘
04:00 am \\/bf&] /
;%Qo 05:00 am ol ,:T::
06:00 am v e DY
07:00 am : /\,D%
Total Intake : Total Output : A\

Total 24 hrs. Intake

Docu. No. : RCH /FRM / CLINICAL / 092

 Total 24 hrs. Output
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Sheet NO. & eveeeeeeeee e

1. All measurements in ml.

2. Add up each column separatf,-iyr Make additions across the page to obtain 24 hrs. total of intake and output

IV Site

; Nature : Sy - | Phenie ..5..i.9\'.1-
Date Time v Route NG | Diarrhoea | Vomit |Drainage | Urine | Pgec Nurse
Mouth LV N.G
08:00 am
09:00 am
10:00 am
11:00am | N\

200m| N

01:00 pm N\

Total Intake : L Total Output :

02:00 pm L

03:00 pm N

04:00 pm .
05:00 pm N
06:00 pm N
07:00 pm \
Total Intake : \ Total Output :

08:00 pm ‘ %

09:00 pm X

' 10:00 pm

11:00 pm

12:00 am \

01:00 am ‘ \

Total Inlqke - : Total Mpm -

02:00 am \

03:00 am \

04:00 am ' \

. 05:00 am

06:00 am

07:00 am

Total Intake : ' * Total Qutput :

-

Total 24 hrs. Intake _ Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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Hos pita] . BY RAINBOW HOSPITALS
It takes a ot to treat the itte. Your thmt 2 Safe Deliv very

MEDlCATION RECONCILIATION FORM

L0t 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: ................... L% SR RO Yo OO
S:No (GENEH%E{T&?(I:T:#:{“ fmeas; (mﬁ?ﬁim (PO, r;%ugg fyy | FRERUENCY ) ﬁ?:,z ?gﬂ?%:ﬁg
: C¢ 0Joc
- 0c Coc
8 O¢ Ooc
4 A CJC CIDC
5 CJc ODe
6 ¢ Ooc
7 JC D
8 Oc doc
9 Jc Obc
10 Oc Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : .....

Date & Time :

Date & TifMe: vnmmmans

Docu. No. :

RCH /FRM / GENERAL / 090

B W0 ¢ ¥ S I
Nurse Name & Signature: .. 5. W T

R+ (I

@.{c}:l.\....L,..\,.‘Zm‘tn........ :

* C- Continue, DC - Discontinue



’ Sheet No: ...........

VIH-00201838 |P-00060498

Master BANOTH MOKSHITH

10-04-2019 7Y2ZmM11 0 (M)
DYASAGAR DUMPALA

"
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Rainbow" . s g
Children’s ‘BII‘tthght

Hos p ital BY RAINBOW HOSPITALS

It takis a lot to treat the ttle. Your Right to a Safe Delivery

REGULAR PRESCRIPTIONS weight ... Ward ......oooeor...

DRUG : VASMON-P Uﬁt&{.& ;

Date}
Tie AR

Apupl | TV ‘&Tﬂ 2304

Dose Route | Frequency Start Dt.

b/

faod

o

Name & Signature of the Doctor
Starting the Drugs:

o7 vl wele

Additional Instructions:

.g‘c,
\
e

Daily Doctor’s Endorsement by a Sign

0 SCAUNE

Dater [E

DRUG: NAcocLed b nvd Tipe a3y
Dose Route | Frequency | Start Dt. | |, 20N
op | o [ 20, 2Ht | om/
Name & Signature of the Ddctor L | G
Starting the Drugs: Pm—' i
D28 Uut'ucoch o [O®
N\ Addfional Instructions: P
ot wo |
Daily Doctor’s Endorsement by a Sign
Date '
DRUG : Qyp. Reuow Timel:g
Dose | Route Igequency StartDt.| '
Wwie
{n) ro oty 231{’
Name & Signature of the Ddctor L By
| ‘Starting the Drugs: Do LV
: DT \Jishwea ‘
- Additional Instructions:
MU LT W I TRMWDIN
Daily Doctor’s Endorsement by a Sign
DRUG : per

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

(P.T.0)
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It takes a lot to treat the Ftle Your Right to a Safe Delivery

Sheet No: ............. REGULAR PRESCRIPTIONS weight ... ward oo
DRUG : paner -
Dose Route | Frequency | Start Dt. "
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : paey
Dose Route | Frequency |Start Dt. y
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
Date»

DRUG : Tige
Dose Route | Frequency | Start Dt.
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign

i Dater
DRUG : Time

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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Master BANOTH MOKSHITH "z
16-04-2019 7YZM11D (M) I
" Rainbow : < = o
Dr. VIDYASAGAR DUMPALA e . B"’thR[ght
CEER T e Fospital - | () mumenmmesms
It takes a lok to treat the little. Your Right to a Safe Delivery
DRUG CHART
Date of Admission: %‘%\L\% Drug AlIErgies: ........cooeeveveeenee Mf‘ ........................ _—Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a IineI through it and a similar line through subsequent recording panels.
The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

Nurses must follow strictly the FIVE RIGHTS before administration of medication.

1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time

AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.

S0S / PRN (As Required Medication)

DRUG :

Dater
Ti;'ne

Dose

Route | Frequency |Start Date

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Date»
Tij;ne

Dose

Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date¥
Tir'ne

Dose

Route |Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

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

16-04-2019 7Y2M11D I.V. FLUIDS CHART Weight. n?ﬁ.:lk«y. Wald: o
Or. VIDYASAGAR DUMPALA

AT IHIHHIIIIIII Composiionof V. i

sion, mention mi/hr = Mcg/kg/min. etc)

R Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse
oute |“mihr | Sign | Sign |Stopping| Sign | Sign

PN a2t Rvcer  wemmte .4 mb::) L—,@@} 2ol g, I

e |2

S oMt (Fuu ) \- Gb::l/ \Q/W" Jé\y‘, w
\\(“O ;I —2 |

A=

Page: 4/4



VIH-00201838

P
::;:;;:Mom ...:,::,:.,1:"'“"‘“ Weight. .........cooo...... ward. ..o,
Dr. vip 1D M
m ’{I*‘Sﬂw DUMPAL 4 i Date»
LT 777 38 s s e s -

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Route Start Date Dose Dose Dosa Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor Dose o e R
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: pose P o e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

VARIABLE DOSE b
T]U]e Nurse Sig. [ Nurse Sig. Nurs; Sig. I Nurse Sig.

Dose Dose Dose Dose

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

ROU te Sta it Dale Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor Dose Dose fr .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: . Jose i -
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.

STAT / ONCE ONLY DRUGS
; T Dosage & Other :
Date Time Medication Sistrscions Route Signature Nurses

fa Kot
Wk

Ao | 41306 Quer.  DIUDFENAC Som¢ ple

-BWL Qi HM iN’.T’ CEPOTAANE \lw v

B4
e 4,
9N\ [qs06m | dng. PhencemmoL W00 v L—&_W
B,
L

k| astem | NT-DEXPMEMBONE 5. o, %

Mo |A200m | W eEONC Lo 0, v a7

Page: 3/4 (P.T.0)
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Master BANOTH MOKSHITH

16-04-2019 TYZM11D (M)
Or. VIDYASAGAR DUMPALA 0‘1 6
QI weoun mescPTOns st 4625 v
( CEamwe ‘
DRUG: SYP. Taxino O [oatthalb
Dose Route Fremﬁl‘lcy Start Date \5 /
| 7O [ lae | @Hs [en]/
Name & Signature of the Doctor '
Starting the Drugs:
mnkﬂﬁkwajk 'O |6
Additional Instructions: Con| =100 m} er
fon 40w
Lk m%
Daily Doctor’s Endorsement by a Sign
Date¥
DRUG: Cyp. PpefceTAMOL Tirr:; (Q, 35)\5;]
Dose Route | Frequency |Start Date L; / U,b
sool | vo [\, [22l6 [am]/
Name & Signature of the Dottor 8L o
Starting the Drugs: Drvd > §
ARV Lhmc—jQ [
4 0 _f}
Additional Instructions: X 2®24s [ Py
Ml =8 qomﬁ
tor\(rr\c{\uy\dow-
Daily Doctor’s Endorsement by a Sign
DRUG : Cyp MuCing GEL ‘T);t‘g' q\gqeﬁ}@-
Dose | Route |Frequency |Start Date| (. / A
2m\ ro i:?mu‘ 2511{ 0 /
Name & Signature of the Dottor [ I
Starting the Drugs: PR
m . \’R(L\Nﬁ‘-—‘ b :@
- . o b
Additional Instructions: Do
\
Daily Doctor’s Endorsement by a Sign
DRUG : 04D ReLENST tLUL T T
Dose Route | Frequency |Start Date g / A®
oo\ | vo [ 20 [ 2ofe [od/ |
Name & Signature of the Dottor
Starting the Drugs:
(RLEAVRARET A LI
-\
) Additional Instructions: x| (‘)ﬁ}}%
Daily Doctor’s Endorsement by a Sign

Page: 2/4
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| ESTIMATION SLIP Chitdren's | @ BirthRight
2\ Hospital _ | W msmne:
ob UHID/IPNO.:\“\-\ e DO\ 83% SL. No.: ‘391 08

Name of Patient : Masl—(Ranb’lJn MDRSL;% Age: ng Gender: M

Father's / Husband’s Name : _ TNY. \' G.k.\]b Corporate/Occupation :

Address: Email : ¢ '}__
M
Procedure/Plan: Yliee, I gf f YomDOS :

Date :,

MODE OF PAYMENT : OO0 SELF TPA : \l 0O GIPSA : O OTHER
TARIFF INFORMATION :
ROOM DAY
CATEGORY GW SW TSW PR DLX NICU | PICU | MICU | ,\po

Room Rent &

Nursing Charges |5,000 | {, Q I\Soor\ XD
Doctor’s Fee 4 —_2_12&) : \ ‘Q ]‘\\oor\ ‘?:e Wi r\O\/

Tax wo

PARTICUTARS aw / AMOUNT( ¥ )
Surgeon’s / Anesthetist’s Fee / O.T Charges ]' 66 .no0 r
O.T Consumables 0‘6 l o Subject to approval by TPA/Insurance Company
Insl:ru.tgtﬁt Charges / / NnOO ] - Not Covered by TPA/Insurance Company
cy, Consumables & Investigations = 4 s per actual — Not Included In Estimatiop
Equipment | 2001085 | STOL | Oxygen: | Infusion Pump/Syringe Pump: g/~
Charee Ventilator Conyentional: HFO-SLE 5000: HFO-Sensormedix:
/ Photo}mcrapy Si:::éle )ﬂp’aﬂe: Double Surface: Triple Surface:
gﬁd o Cﬁ:f‘(‘gm g A As per actual - Not Included In Estimation '
Packege NJUB - [, 50 [ | [PE- 560/~ _Mrb - ool chl —L.ood
Others (ondu rant JAraoo Ipay,  (uac nrob‘:f;;) 3 A/~
Initial Minimum Deposn D_‘F;l () l/ Sy
RE™ARKS :
L stimated amount may change according to duration of stay, medical condition, investigations, pharmacy and any other procedure.

2. The estimated surgical charges may vary subject to Surgeon’s decisions / Complications / Patient’s requirements / Modes of Procedure (like Laparoscopic,
Thorocoscopic, etc) / Unilateral to Bilateral Procedure.

3. Incase the patient is shifted from lower category to higher category, all charges for the consultant visit, investigations, operations and/or procedures from the date
of admission will be according to the higher category.

Room eligibility is purely subject to TPA approval and the Package/Room tariff starts from the time of admission.

5.  Proportionate difference of bill amount is applicable in case the patient opts for a category higher than the TPA approved, which has to be paid by the patient and
may not be reimbursed by the TPA / Insurance Company at later stage.

6. For Non - Medicals, Disposables, Consumables, Infusion Pump, Taxes, Implants, HIV/HbsAg, Medical Records, Insurance Processing Fee, Double
Occupancy and Registration Charges, etc, credit cannot be extended. These items are not payable to us as per Insurance Company norms.

7. During Non-working hours of O.T (8:00PM to 6:00AM), Sundays & Public Holidays, 30% extra charges are applicable on surgical cost, and this is not covered by

TPA / Insurance Company. In case the length of stay is beyond the package permitted, additional payment is applicable, for which kindly contact the Financial
Counseling desk between 9 am to 6 pm.

8. Difference, if any between the final bill amount and amount permitted / approved by the TPA or total bill amount in case of denial from TPA has to be paid by the
patient. In case of denial, cash tariff would be applicable.

9. Two attendants are permitted with patients in SDLX, DLX and PVT Rooms and only one is permitted in the rest of the categorics of rooms. And no attendant is
permitted in ICUs.

10. Tariffs are subject to revision.
11. Kindly check your billing status on day to day basis at IP Billing Department .

DECLARATION

L
1 KQAMW \'/quJ (AL have attended the Financial Counseling desk and understood the expected costs and other conditions

applicable. In the TPA/ Ins(lrame Company rejects the claim for whatsoever reasons at any point of time after discharge, I prdmise {67 claim with the hospital.

\ e

of the Client Signatory Relationship Signature of the Financial Counséhs\




