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[ mem e Rainbow. | @ BirthRight

T Hospital _ | ) zmeone
SURGERY DETAILS

Date : ... 2/6/2’6 ........................

patient Name: . YRS, - Tohat Y& \akShont Date of Birth: ...Q =12 7193 . age: Lé/Y

Gender: ... -8 male . Ward oo O UHID No.: ..0Q9 S X3 Q...

Date of Surgery: 2?«]6/2/6 ............... [10T-1£40T-2 [10T-3 (10T-4 [JOBGOT-1 [ 0BG OT-2

Name of the Surgery : @rz\a}@@ﬁmm%ew&%afin@,)ma emos,f

pi

Timein ... ‘0‘«LfS'P""/ ) Time Out :...... ]\:ggﬁ/m/ ..................

NAME AMOUNT
1. Surgeon LJOR BPAIND / .......... 0T-Chaydel

2. Anaesthetist . OR - ANh Red-ho _—

3. Assistant Surgeon DR M-\k“*»\o‘ .......................................................................................
o oroomican -8R Ra¥eh [spovavchoout
5. Circulating Nurse SRMOX;O“ ............................................................................................
6. Assistant Nurse ... S‘)\W&SOO(\& ..............................................................................
Special Equipment:  [] Laparascopy ("] Broncoscope (] Harmonic ] Morcelator

] C-ARM ] Cystoscopy [] Versa Point (] Liver Cusa

] Neuro Cusa L] OIS wnnannansnsassasas

& e
Signature of the Surgeon Signature of Circulating Nurse

Order No: ......... ’?30613]69___ ........... Order by: SILUaOqu ................

Docu. No. : RCHBH /FRM / GENERAL / 114



DEFICIENCY C*55i 11T OF MEDICAL CASE SHEET .
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Pages
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30 Nebutization Chart 14C ) ked. 1 .
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LOCATION: - NICU/ PICU/HDU /OT/GENERAL WARD

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE



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

Children's Sl e ,Telangana, INDIA ,500009.
Hospital R TEL NO :040-42462200, Ext 2000,2001,2002
- Rainbow WEB : https://rainbowhospitals.in
ADMISSION SHEET

A . i R e
Registration Details :

Admission No : IP-00060439 Admit Date : 22-Jun-2026 Admit Time :09:16 AM UHID : VIH-00095750

Patient Details :

Patient Name : Mrs BHAGYA LAKSHMI N, Age :46YBEM 15D

Guardian. : MrMR. Y. JANARDHAN DOB : 07-12-1979

Gender : Female Religion

Occupation : Martial Status : Married

Address (H) - HNO. 27-16/27/38/1/1, LB NAGAR, Phone No . 8074860120
SAFILGUDA, NEREDMET. Neredmet A , i
Hyderabad Telangana INDIA 500056 E-mall - naiZ3Gemal.com

Admission Details :

Bed Type : MICU Bed No :LW 219 ' Ward Name : N 2F-LABOUR WARD

Room No : LW 219 Admission Type : First Visit

Contact Details :

Name : MrMR. Y. JANARDHAN Relationship :W/O

Contact Address : HNO. 27-16/27/38/1/1, LB NAGAR, Phone No : 8074860120 / 9959357559

SAFILGUDA, NEREDMET. Neredmet Hyderabad
Telangana INDIA 500056

a

Sig/natura
Doctor Details :
Doctor Name : Dr. KAPPAGANTULA APARNA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 22/06/2026 09:18 Printed By : 017885 Page 1 of 2
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.................. VIK-00085750 IP-00060419 a TSP g
Mrs BHAGYA LAKSHMI N. E?‘Il'?dbow' . BlrthRIght
| ori2um 46YBM15D  (F) laren's
Dr. KAPPAGANTULA APARNA Hospital . BY RAINBOW :oszlm.s
Your Right to a Safe Delivery

p
I Lo
+BSTETRICS / GYNECOLOGY

NURSING INITIAL ASSESSMENT FORM

LI

Date of Admission: @;]_612@

Baseline Information:

Admission From: C1ER [JOPD _ = Admission Desk [ Others, SPECITY ........crmoeeeesossessosersorosn
Primary Language: L3 Telugu L] English [ Hindi L] Others, specify LF ....................................
Doyourequire aninterpreter? [Yes [LNo :ersspemfyw
Source of Information: L1 Patient [ Family L] Others, Speeily «..uueum = PRI SIS

Allergies: [ Yes E,No [J Medications [J Blood Transfusion LI Food B

—

IR RSOOSR (o L 3| O S 2 W S S S M

ChIEE COMPIAIALS: ......c.oeerceveoeeereersessessessssssssssresssssseneseenenn, DoGtOr Notified on Admission—=¥es [ No
HLQ:E’QVﬁCﬂ)J"H&?L ................ Name of the Doctor: .’D.‘.:..Q"u.mhm.& ............
Time Notified: ... 3520800 o

Past Medical History: Obtained From [T Patient [T Family Member [ Medical Record [ Other (Specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

Migraire. . Kyews | 9 meou& (sCs Vs
Aot 0w e Ca ot

Gynecology Assessment: (] Not Applicable | Gynecology Surgical History: Gynecological History:
Menstrual History: ........cccoeevvivvrinennnen. | Caesarean Section: [INo [ Yes Contraceptives: ~ [INo [ Yes

! % .| Cervical Cerclage: [INo [JYes Vaginal Discharge: Z"No [ Yes
Onset of Menarche: ......c..c.covveervernennnnnn. | ECtOpIC Pregnancy: [JNo  [J Yes Post-Coital Bleeding<=-No- [ Yes
Menstrual Cycle: (] Regular [ Irregular | Myomectomy: CONo [ Yes Infertility: BiNo [Yes
Last Menstrual Period: ‘-f!éllé Others: D'ilﬂ}_)'&)k £ (f;gt\;jﬁmp If Yes Type: [ Primary [ Secondary
T T WA - == SO L Sheneiiaiissiiidiinsg Nl s
PR EBES: ...

Current Medication:  -None [J Yes, If Yes, Fill the reconciliation form

Family History: [ No Abnormalities Detected
[J Heart Disease [J Hypertension [l Diabetes [ Stroke [ Seizures [ Kidney disease

Olverdisease 0 0ther 000K = DI L T e
Vital Signs / Measurements: Temp:36.2.5.... HR@pﬁ[“' RR: ... R0ha A

BP: .l!?.[é?.?kw/«;_._ Weight: #2: Hea  Height: ...........  BME

Pain Assessment:  Pain: [] Yes /Bﬁ (If Yes, complete the Pain Assessment / Reassessment Form)

Docu. No. : RCH /FRM / CLINICAL / 151 (PT.0.)



VIH-00085750 1P-00060439

Mrs BHAGYA LAKSHMI N.
r unﬂon @YEM1SD  (F)
GANTULA APARNA

ﬂlﬂ“lllll\llﬂlllll\\ﬂl\ﬂl“l“

PHYSICAL ASSESSMENT

General Appearance: [ LHegalthy C7ill looking [_] Anxious [ Agitated B e

N F
Fall Assessment: [ Yes /[}Nu Score ... XS (complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: 7 Yes Q/No- Score....Q........... (complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If apatient needs assistance with any of the following inform consultant =
CJ Mobility problem I Walking Problem /mbnnrmalny Detected

CJ Developmental Delay " Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: [0 No Abnormality Detected
Overweight L Poor Appetite > 3 Days ] Needs Therapeutic Diet.

CIUnder Weight (] Diabetes Mellitus [J Hyperemesis Gravidarum

Inform consultant for positive criteria

PSYCHOLOGICAL SCREENING:
[1Calm & Cooperative (] Restless (! Depressed ] Agitated [ Confused

Inform consultant for positive criteria

SCCIAL SCREENING:

1. Marital Status: | ' Single [JMarried  [IDivorced [J Widow

2. Special Habits:  Smoker: [ Yes ANo Alcohol Abuse: []Yes [INo Drug Abuse: []Yes [INo
Social History: Lives With ............ Ca.rht[th

Orientation has been given regarding the following aspects:

Call Bellin Reach : [ Yes [ ING Waste Disposal Explaingd/}i(es CJINo
Infusion Pump / Yes [1No Hand Hygiene Explained: -1 Yes [J No [J Others

Above information given to .15+ B m.laklim‘: ..... o TR
Name of Person Orientation was givento: .Mi4.: B}aﬂ‘d“ LOX s(hw

Orientation not given Reason: .............

Nurse Signature: %

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

Norse Name: ... 04 a-.alfwrtf“c e




"
Chitdren's | @ BirthRight
PATIENT TRANSFER FORM nHﬂ(:ﬂsupwﬁaJm 'BYR.MNBOWHUSPITAL_S

Your Right to a Sal;e Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
22 (6 [26 ? 9 ;
S aligpm  [EaIEEECR 103005
07-12-1879% 486YBM15D (F)
Dr. KAPPAGANTULA APARNA Transfer Ordered by Reason for Transfer
UNITINIMRIN | o i neetha e
gos¥
From Unit To Unit Information to Attendant
oT ™ _j: (U Yeg— No|[ ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

- — Yajj(}' No[ ]

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. Iten Name Quantity

i 3_\‘\\\

2.

3.

4.

5.
Shifting Summary / Notes Written by Doctor : ~ Yes| | No[ |

D’f . }\] a2 e g
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

& B warit Dr. Viuedtho,

Patient & Clinical Records Received by :
P oo

Date & Time of Patient Received : 211{,| 26 @ (8300

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :
|| Unavailable Bed [ ] Nurse not Available [ ] Available Bed not ready

Docu. No. ;: RCH /FRM / CLINICAL / 102
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Rainbow® . oot
ﬁhildrer;’s o BirthRight
ANSEE ospital _ | e
“PﬁﬁuT”!ENT TIB-WM“” R FORM It takes a ot to treat the little. ‘our Right to a Safe Delivery
Mrs BHAGYA LAKSHMI N.
07-121979 Ysm1sD (P Date & Time of Admission Date & Time of Transfer Order
"V
= - o
Treating Consultant Name Transfer Ordered by Reason for Transfer :
kLot
o7 - fe g (
From Unit To Unit Information to Attendant
N o1 YR Mo
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
O over to attendant
%"'\'r N ‘ Yes| | No[ ]
If yes, what ?

Medications / Consumables / Surgicals / Hand over

Item Name Quantity

&
5.
Shifting Summary / Notes Written by Doctor : /!’es-ﬁ/ No[ |

Oy . SkiFa

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

Qog k ‘,C,»Zuwy“w Dy 727%1’774\

Patient & Clinical Records Received by : r
“\M. b \% 3 a:){(’ :
2 s O

Date & Time of Patient Received :

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

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

Docu. No. : RCH /FRM / CLINICAL / 102
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Mrs BHAGYA LAKSHMI N.

07-12:1979 awYemM1sD  (F)

Or. KAPPAGANTULA APARNA
(AN

Date of Admission : 22—'@‘ p

Ref. No.:F/GYNIC/18

Time of Admission : A .
----PERSONAL DETAILS

Name: ___Mag~. !LHF({\-{h’ LALLM v N
UHIDNo. _§H~” oo qsa¥oe
Department : oB LY

Age HbY 4% Date of Birth abz 11939

IP No.:
Consultant : Dar 12+ APARMA
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P;Lg,b( with Pevlour tte¢ wo thn NWTuL;ceM&d' woltia Mlam\m
wi Mohowvmg Vkenn e Bke&.\;\a_

She Wat cle Polownged Mowtbamal  Bleeds thee Oct 2026

avoulsled <= RLAU‘T,F(M ) Uote . rdﬂus(s r},'u P“Md-‘*[ ML,’
Sooked | cloks D¢ Dyombucatia D' Me dook T DuOLUTON ke
W Novemba 3035 b Ko Mneaidnea ¢€;A A wevith
Meayq 2026 She hoad Twoteged Rieedd edee Helze B nowo-
‘tr\%smﬁ “J.‘if‘;",,"‘itﬁ'iin Msvoed  Inazated Sndomebalt® Mutleyar

Lrhe wok P[wu!, ,{94 Dilada bbby M Oun,u-oac-

Ll

l talelae
Tvs (tlelsed TYATYA ;gp__.,,‘rﬂwf e
Uk ~ Retroveited CbP-lh‘S]GS‘\o [25¢ L
lalélne
£T— 3w _ :
Hw Rt N
Snall mulHple opth'e Huha NE ffmow" 0 hecrmve ,
fpaces .tauﬂc.d' ~ S £31 S v Hev 0T - o2  SCeafod
Lot Ovany 3HL2L wmwn T Folu'eulon - aPTT-4KRQ  tu- 2By
st o 2ormy o wol¥ho ut oy ['Ecq - @ INE — 09—
Seplablove w. Lolid demends. S Ma - tu) €T- & wem
- ; foetotng WE- B, o
{-c\"-1e3 - e %‘g’a.“l
ke B30 LE 3
MENSTRUAL HISTORY " OBSTETRIC HISTORY
C25Y
Year of Marriage : a?yd Parity : 3 L5 D) < &7‘5
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. T wlla, s 1,282 ) : :
Previous Periods ’ t e Modeof Delivery : ANVe, 2 tiesg
eviou 35l f X ““'2@ ry :
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VIH-00085750
Mrs BHAGYA LAKSHMI N.
IIT -12:1979

IP-00060438

486YEMI1SD (F)

r. KAPPAGANTULA APARNA

T

HISTORY

SURGICAL HISTORY

on Medflkn&'m

3 Mi&\m\nﬁ e’ & Yeour wot

o) Prevous teeg

FAMILY HISTORY

NOTES / ALLERGIES

Moer - PM, HTN

- T MepLEATE -Miuh

=== INITIAL ASSESSMENT

Date * 23lelng
Ht. Wt KL '-'Hd& :
BMI
BP_ Nl Fdvalg
Pallor__ D
cvs__ 51 ta @
Respiratory System QA& &
Thyroid_; Mizuva:
bR~ 8\ LPM .

Breasts

. uLWUQ’
Ne ‘ksw{u

Abdominal Examination

 Sodd, NT

Local / Speculum Examination

Kot downc¢

Bimanual Pelvic Examination

Kot dove -

PROVISIONAL DIAGNOSIS :

PL'-—:J)\ T hevlows e

&

Ve Tubcetovnited & Mivaaile

Z Abnoumd Vieiwme %ta,&\'n .Pa\ Plabeon i cm,_u.,_a_

<« Parhs ?4:_‘)4»09’\‘0'7)
i Ho'ni\‘v\\f‘rﬁ-&-g

INVESTIGATIONS ORDERED PLAN OF MANAGEMENT PRESCRIPTION
2 [
- Mo Tab - Mhse ]9'3-03*‘0[
‘TN&)M 0060 ™M r_ﬁ Pu.
- ?M '

iy P.La—m.: cln-u&
Name of the Doctor : __Par K* APARNA
Date: 2—')-1&&% Time : % 20 B - Signa% actor

(i

i




VIH-00085750
Mrs BHAGYA LAKSHMI N.
= UT -12-197%

IP-00060439
46YBM150 (F)
KAPPAGANTULA APARNA

~ T

()

2

Rainbow "’ : 5. iaw
Children's | @ BirthRight
Hospi tal . BY RAINBOW HOSPITALS
It takes a lot to treat the fitthe. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

ga;fm Progress Notes Doctor's Order
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Docu. No. : RCH /FRM / CLINICAL / 088
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PROGRESS NOTES AND DOCTOR'S ORDER
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& Time Progress Notes Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088 (PT.0)




VIH-00085750 IP-000€0438
Mrs BHAGYA LAKSHMI N. B
IIT 121979 46YBM15D (F)

KAPPAGANTULA APARNA " =
Rainbow® &
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N

NURSING CARE RECORD il e
e AA[6. 20

©» [ Maintain Airway and Oxygenation L] Relieve Pain & Discomfort ] Maintain Fluid Balance O Improve Activity Tolerance ] Maintain Good Nutritional Status [l Maintain Skin Integrity
S| [ Maintain Personal Hygiene [ Prevent Infection L1 Meet Elimination Needs %Saﬁm [ Early Ambulation Reduce Anxiety ] Patient & Family Education
S | [ Identify Potential Complications L3 Ay O6rs. SPBOHY. ....c.ccouviivvsinnisnniton iiininamvitis

Time Plan of Care Time Implementation Evaluation Re-Assessment Q I;E;"l:m:

\ 1 -~
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Docu. No: RCH /FRM / CLINICAL / 148
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Mrs BHAGYA LAKSHMI N. "
07-12-1979 “yw 1an - Rainbow*
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o Children’s BirthRight
mmm””mummmm Hospital ot nisBOW HOSPTALS
NUHSING CARE RECO RD It takes & lot to treat the itthe, Your Right to a Safe Delivery
51 L.
e | [ Maintain Airway and Oxygenation [ Relieve Pain & Discomfort ] Maintain Fluid Balance ] Improve Activity Tolerance ] Maintain Good Nutritional Status ] Maintain Skin Integrity
E ] Maintain Personal Hygiene [ Prevent Infection 1 Meet Elimination Needs ] Ensure Safety [] Early Ambulation Reduce Anxiety (] Patient & Family Education
S | [ Identify Potential Complications L] AN OHBIS. SPBOIY. ... .o eeteieeee ettt et eer e e e et et et e st s e s e es e et e et s e e e e ae e e e e et e eraneen
Ti Implementation Re-Assessment Nurse Name
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e L] 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 e TEL NO :040-42462200, Ext 2000,2001,2002

N—— WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT
Patient Name: Mrs BHAGYA LAKSHMI N. Age : 46Y6M15D
IP No: IP-00060439 | Sex: Female
Consultant: Dr. KAPPAGANTULA APARNA Ward/Bed No: N 2F-LABOUR WARD/LW 219

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.

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

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

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

I 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.

"l 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 ission, | will pay 200/- Rs.
.. -—ceivers Signature...............} /
3 IP Guide book has been given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Patient/Relative: /@

Name: 'TMVC){MW Patient Address:

: 4 ; HNO. 27-16/27/38/1/1, LB NAGAR,
Relationship:  Fotleg)  AHre ool SAFILGUDA, NEREDMET. Neredmet
Date: Time: ) Hyderabad Telangana INDIA 500056

22{Gl 0 (¢ V6 A

Wittness Name:

Wittness Signature: @fé‘ ,;F—

Printed Date / Time : 22/06/2026 09:18 Printed By : 017885 Page 2 of 2




a'ng%w” , -
INFORMED CONSENT FOR SURGERY OR e ldrans ‘BnrthRnght

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE e | O

Patient Name : ...Maa.. BAGNA. LARSUML N Gender: (1 Male __-Fémale Age:...Hbyeax....

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 consentto 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)

S R R

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

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 priorto signing this form by the surgeon.

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

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. Ihaveread and understood the information provided in this form

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

3. Ihave had achance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery/Procedure: ......Has. Ko APR RN

Consentee : 1 Patient Attendant : SZ&

Signature : ........ MV"?/" ............................. QUG it I i bebieemtmreese kgt sans s

Name . ........M2a. . BHALYA. . LAKS R.DIT

Date & Time : ......22/.06/.22.24..... 2.5 36 Am . Relationship with Patient: ... Fl¢oband............
Date & Time : ”—‘Gl?—ﬁ»,“’-"m ........

T W I Doctor (who is taking the consent) :

Signature :--.'f. .......................................................... e @. S

NAMe : cooonvereriiiiinerens ET——————— I . * 4.:.Cpu: lanncc. . -

R I s isinaiisiasseisinissisinsasasnmesn

Date & Time : &&\alur‘l'wm ......
Docu. No. : RCH /FRM / CLINICAL / 027



CONSENT FORM FOR GENERAL / Chitdrens ‘Eﬁﬁiﬁ!ﬁi&&f
REGIONAL ANAESTHESIA / Hospital | (e

MONITORED ANESTHESIA CARE

Patient Name : MYL&(’\W‘"HAW&MM Age:Yb.YY:. Gender: Male d Female B—
UHID NO: . MY...cp0A CHED......... Surgeon Name: ... 0\ ADAY WA -
Anaesthesiologist : ............... B Rl i e R e e

Operative procedure planned : ‘?iu;lo.,—}{on&,wmﬁ!

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.

[0 Heart disease o Hypertension [ Diabetes mellitus [ Renal failure

[ Hepatic disorders O Shock O Multiple organ failure D-Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

e R Tl R AR 00 T MO SR 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 wupon me / my patient
Man%Wﬂﬁhw the above mentioned operation / Diagnostic / Therapeutic procedures

SR | T S T 2 S —
| authorize and give consent for anaesthesia (& Regional / 0 General Anesthesia / CI 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 queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific
to my individual circumstances, and | have considered them before Consenting for anesthesia.

Docu. No.: RCH/FRM/CLINICAL/021 P.T0



I 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 o ,
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia %al Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

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

Patient / Patient Attendant : Witness : Qil
Signature : @f/{/w Slanature v

Name : %MC}MA L@x\\&«m Name : ........ L\'l) b @b\@\v_\p\v\e&)

Relationship with Patient: g()\'%’ Date & Time : ......... 22\ b\"/ 6.
Date & Time : 'Jr'l/\b\"—'{)

Doctor (who is taking the consent) :

Signature : . LB,

Name : DQ_M VINEETHA...
Date & Time : pQ.‘Z.I‘ﬂ;lD.-L



Surgeon : ..

SURGICAL
SAFETY CHECKLIST

DR:B Rﬂ‘fr‘l‘ .................
Asst. Surgeon : . DR.... N\ xathe
Anaesthetist : ....DPF ..... Vinee thes

VIH-00085750

Before Induction of Anaesthesia >

Before Skin Incision > > YT

IP-00060439 2

Patient Name : . . Mrs BHAGYA LAKSHMI N. O e inbow®
07-121979 #BYEMISD () E?i'i?t?r?r:‘s @ BirthRight
UHID No. : ........ Dr. KAPPAGANTULA APARNA .oooevveviiennns Hospital BY RAINBOW HOSPITALS
asen® . | vab:............ IllI|Il|||||||||||||||HI|IIIHI|III| ---------------- NG ... bl

Before Patient Leaves Operating Rqor{p <

Does Patient have a:

Known Allergy? M &
Difficult Airway / Aspiration Risk

Yes, & Equipment / Assistance
Available

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

Blood Units Reserved

. &S o
(%6 CINo

OYes L‘lNd/m NA

OYes CNe~TINA

Has Antibiotic Prophylaxis been given
within the last 60 minutes? {yeséNu C1NA

Surgeon Reviews:

What are the Critical or Unexpec!ed. FpS
Steps, Operative Duration, \¢C>\,,
Anticipated Blood Loss? \‘«KY"‘ FJYes DNo COINA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? /a Yes ONoZNA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

issues or any Concerns? ,2‘?&' CINo CINA
Is Essential Imaging Displayed? CYes CTONo CONA

CINo

Power Supply, Earthing, Power Backup
and functioning of equipment checked. E/Yes

SIGNIN  Time:....\“. P00 TIME OUT _Time:......2... 0" SIGN OUT  Time............ )]

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

Identity =265 ONo introduced themselves by Name and Rolg=f6s —1No The Name of the Procedure Recorded ~_TYes CINo

Site ~=6s CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle =~

Procedure Yes CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) .-*1Yes CINo C1NA

Consent 1Yes” CINo Correct Patient (Check ID Band) ~_~+Yés CINo The Specimen is Labelled (including
Site Marked OYes CINo =VA Correct Site Yes CINo patient name) | Yes./un’o C1NA
Anaesthesia Safety Check Completed ¥eS CINo Correct Procedure Q@C &=¥es CINo Whether there are any Equipment ;
Pulse Oximeter on Patient & Funclionmu ¥e§ CNo Anticipated Critical Events Problems to be addressed = Yes/z(No CINA

To Surgeon, Anaesthetist and Nurse:

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

Ué\ln

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



VIH-00095750 IP-00060439

?1"1::::9“““::‘:?& 0 (F i g’:% .
PAGANTULA APARNA ainbow . . .
T Children's | & BirthRight
Hospital | | @
OPERATION NOTES
Surgeon : - Asst. Surgeon : :
D2 Rpasna: Kk . Og. Nilehita .
Pre-Operative Diagnosis: Pole D) © Paﬂ"éué"s c*gp.j ﬁﬂ:mhﬁi"}emjsfﬂna .,Q ik
Surgical Procedure :
: Prisdakion < cu/éxH'oﬁe, wndez SFJOQJ
anaedtHheaio -
Indications for Surgery : < ;
Abneimal wWesine b"fed—'”{] ,
o 2
Date : 22]) ¢ 2022, Start Time: [ o EndTime: [\ «fArm .
Post Operative Diagnosis:
Peri-Operative Complications:
Amount of Blood Loss: ~ So ud. ’ Blood Transfused (in ML)
Name and Number of Surgical Specimen sent for examination:
Endomaelead Hisue seud Pos MPE .
0 ion Notes: b e .
poriiion Nows U”ae\% adepHe  Comcihonn . ander Sprnal
/ %k ' .
anaetheara ie - i
~ FG-Q}S 'pod uled ¢ A'ﬁaa‘t}e_cl g
- RBladdes e ]oHecl "

! '
— ﬁu}&éﬂ:}é ‘* oos\-e,bj\n& chtq toal wall B &J'S‘arﬁﬁfl ubir)ﬁm
Doc. No. : RCH. i/ FRM / CLINICAL / 099 / J (RT.0.
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B LCeL ~ 2 Paches .

.— Pf&u}'t} of cive¥aa Obkﬁnecl‘

—  eyine CCL,UH-Li Seqular -

— Above |'n Hﬂo{b -F-l\nch"n_o. = no.—eéi .

- Fle_ﬂj‘(i of ('IDéH'\IDQS ablained

Vv
B CU&G_}-HDGS Seul 'FO*.'S. HPE |
Hemostaa)s Secusg ) .

- Fusttvmeuls & 51’0'2311 Counts lalljel)

° ?DS"“OP oz NS™M o 2-hougs .
Res}

w) g b’eed_;r}ﬁ Py
V\'?QU}]}t\':S \r;arcﬂb

Fo)low mﬂ ¢hag)

_hubeson sec .
(&
pe - Mithita
Name of the Surgeon: ............ 2% . Apaaha k. .
Signature of the SUMGeON: ... .suuisuismirisissrorsssssasssnss

Date & TME: o 22dC 2008




VIH-00095750 Py

60.
Mre BHAGYA LAKSHMI N, "
pati 97121979 uvmuo

.~ Dr.KAPPAGANT

Wi

(F)

%

Rainbow®

Children’s

Hospital

It takes a lot tn treat the i

wuree...« SHIFT HAND OVER FORM

BirthRight
BY RAINBOW HOSPITALS
Your Right to a- S_al'e Delivery

Z | Diagnosis: Pe,lﬁ( e M" “ﬂﬂ%ﬂﬁ\ny Infection: C1Yes CINo [ Not Known
%J’ 7 Wﬁg(;‘ﬂ ﬁ‘vh‘ oy 7 75 B R BRI s
@ | Surgery / Procedure: é\'}b \‘b} -J Post OP Day:
1
g Date e ‘)\ W 1 b §
% | Medical Condition _ -
% | (Any special condition to be noted): 2
=T
= | i ey | \OT | NBm
Allergy: [1Yes CINo | Yes C1No |1 Yes C1No | Yes C'No | ) Yes CJNo | Yes CJNo
Ventilation (RA, NP, NIV, VENTI): o | P Do
Tubes/Drains/Catheter: 01 Yes£2N0 | (L YeS NG |Yes =No | ) Yes [1No | Yes [ No | O Yes CINo
£ | Vital Signs: Tmp: | Qg’P | 43F | % +'¢
B Res: l(.l}lm 3 blm leto (~
2 Sp0;: | aa aqa)- | ag|.
2 puse: | lawy < b &ob Imb
BP: | It W0 /8 a5 0l8ms
LOC: wrt CenelS |Cpuntoun
Fall Risk Score: | 0! O
Pain Score: | ‘o) .| ‘o’ ©
Skin Integrity l&fjﬂ wg/(\\*d’ Awkalt
Safety Needs: | n¥es [1No|eYes [1NoJ=rYes C1No |1 Yes CINo | Yes “1No |11 Yes CNo
Physiotherapy: | — _ —
§ Others Specify: |1 Yes “"No  Yes #No | Yes CLNo | Yes CJNo |1 Yes CINo |l Yes CINo
E Special Diet: | _p, N BM NG
g Critical Lab Test/ Values: — — =
E |Other Special Orders / Medications: |1 Yes (Mo | C Yes (Ao | 0 Yes =40 | C Yes CINo |C) Yes ©'No | =i Yes ©INo
E PU Prophylaxis: 1 Yes ™Mo |1 Yes =Wo | Yes =No [1Yes CJNo |0 Yes CJNo | Yes CINo
DVT Prophylaxis: 1Yes o |0 Yes 2o O Yes =Ne{C Yes CINo |7 Yes CINo | T Yes CJNo
ADL (Dependent / Non Dependent): AC Pt

Post Operative Procedure Special Orders:

da(m:lld’

Handed Over By Name : @l}“(l'ﬁu; rﬂa’ﬂ 3 N
Signature / 1D : N ol N3 !, oo
Date: hio b vyA&\)" ')vw:féhé
Time: o Am 1 8o 1 Dios
Taken Over By Name : N\gaue |phatlpds -
Signature /1D : B> ety

Date: _.'Z)\pr ’)r‘b[ g or

Time: }’ a‘ﬁw @8 A

Docu. No. : RCH /FRM / CLINICAL / 097




VIH-00085750

IP-00060428

Mrs BHAGYA LAKSHMI N.

07-12-1979

48YBM15D (F)

Dr. KAPPAGANTULA APARNA

mmn

\%

Rambow
Children’s
Hospital

It takes 2 bot to reat the Hite,

NURSING SHIFT HAND OVER FORM

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Pelivery

Z | Diagnosis: Any Infection: (JYes CINo [ Not Known
g If YeS SPECIfy: .....oeeeeeeeeeeee e
5 Surgery / Procedure: Post OP Day:
% e Shift
E Medical Condition
§ (Any special condition to be noted):
@ | Diet:
Allergy: C1Yes CINo | Yes CJNo |1Yes CINo|C1Yes CINo | Yes ) No |1 Yes £ No
Ventilation (RA, NP, NIV, VENTI):
Tubes/Drains/Catheter: CYes C1No |1 Yes CINo | Yes CINo [ Yes C)No | Yes T No | Yes & No
= Vital Signs: TeR”;gf
§ SpOz;
§ Pulse:
=T
BP:
LOC:
Fall Risk Score:
Pain Score:
Skin Integrity
Safety Needs: |7 Yes CINo |1 Yes [1No | Yes C'No | Yes [JNo |1 Yes C1No |l Yes [ No
Physiotherapy:
§ Others Specify: | Yes [1No | Yes ©)No |1 Yes CINo |l Yes TINo | Yes ©INo | Yes =1 No
E Special Diet:
E Critical Lab Test, Values:
g |Other Special Orders / Medications: | Yes ©1No |(1Yes [1No (1 Yes C'No |l Yes C1No | Yes “INo| o Yes ©1No
§ PU Prophylaxis: —Yes “1No |C1Yes CiNo | Yes C'No |1 Yes CINo | Yes CINo |l Yes (1 No
DVT Prophylaxis: £ Yes CINo | Yes CINo ] Yes CJNo [C1Yes CINo|(JYes CJNo |l Yes [1No
ADL (Dependent / Non Dependent):
Post Operative Procedure Special Orders:
Handed Over By Name :
Signature / ID :
Date:
Time:
Taken Over By Name :
Signature /D :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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i Chlar’ | (et

It taskes o lot to treat the tte, Your Right to a Safe Delivery

carly Warning Observation Score Chart - Obstetrics

CONTACT DOCTOR FOR EARLY INTERVENTION IF PATIENT
TRIGGERS ONE ORANGE OR TWO YELLOW SCORES AT ANY ONE TIME

‘)/L Date
C)G Time | 8]1(9410]11]12]1]12]|3|14]5|6|7]|8]9]|10]11]|]12]11]12]|3|14]5]|6]|7
RESP
(write rate in
corresp. box)
AT e R T e ) T T S i D Y I T o i j— — i T s .
<94 %
Administered 0, (L/min.)
40
39
g 38
37 b ,
- 36 13
35
< 35
170
160
150
140
130
% 120
] 110
g > 1%
& 90 FHRN LS
80 .
70 &%)
60
50
40
190
180
170
160
‘t‘g.': 150
2 140
® 130 =
s 120 WA
= 110
z 100
wr
: :
70
60
50
& 130
g 120
& 110
& 100
= 90
[=]
Ve
o 70 [#]
§ 60
=
5 50
40
s Aer | NMIVIA A T T T T P B T=F —TE T T T
RESPONSE Morce
V] Pain
Unresponsive
URINE > 30 v =
mis / hour < 30
: i Protein + +
Proteinuria Protein > + + = .

: Normal pAd NI A 1O
Lochia Heavy / Foul | A B :
- Clear / Pink FARELE rori i N I [ W [ P N [N P ) (A U S D

Green | L E |
TOTAL YELLOW SCORES ST F ¥ |
TOTAL ORANGE SCORES iﬁ el bk
Nurse Initial CLUTH

Docu. No. : RCHBH /FRM / CLINICAL / 053



Obstetrics and Gynaecology
Early Warning Signs

-
1 Yellow Alert : w
Repeat Observations
in 30 minutes
. 7
7 o s A
Complete a Full 2 Yellow Alerts or 1 Orange Alert:
Call the Obstetrician and Repeat
Set of MEOWS Observations
Observations in 30 minutes
4 o » .
{ )
> 2 Yellow Alerts or > 2 Orange Alerts:
Immediate Review by Obstetrician and
Repeat Observations
in 15 minutes or continuous
monitoring
N J

* The Modified Early Warning Score (MEOWS)
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——— VIH-00085750 IP-00060439 ' B g
= Mrs BHAGYA LAKSHMI N. Ral_nbow . - —
L« orazmm sYEMISD (R Children’s BirthRight
Dr. KAPPAGANTULA APARNA Hos p ital . BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

I ol
_ FLUID CHART |

SR o

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.

i

Date | Time gﬁﬂi‘:’ Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis

Score Nurse
Mouth LV N.G

08:00 am
09:00am | DL P ®
11:00 am ) feomd o

12:00 pm [

01:00m [Pt { Goeud
Total Intake : 00 T Total Output:  {pMEA.
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

<

Total 24 hrs. Intake Total 24 hrs. OQutput

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



VIH-00085750
Mrs BHAGYA LAKSHMI N.
07-12-1979 “®yY
Dr. KAPPAGANTULA APARNA

LR

IP-00060419

6M15D

F)

Sheet NO. & .oveveeieeeieee,

\%

Rambow
Children’s

Hospital

It takes a lot to treat the litthe,

| FLUID CHART |

-
BirthRight
BY RAINBOW HOSPITALS
Your ;?ight 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

Nature
of Fluid

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IVSite |
Thrombo-

phlebitis
Score

Sign.
Nurse

Mouth

R

N.G

08:00 am

09:00 am

10:00 am

11:00 am

j2:[}[] pm

01:00 pm

Total Intake :

Total Output :

02:00 pm

03:00 pm

04:00 pm

05:00 pm

06:00 pm

07:00 pm

Total Intake :

Total Qutput :

08:00 pm

09:00 pm

10:00 pm

11:00 pm

12:00 am

01:00 am

Total Intake :

Total Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total Output :

| Total 24 hrs. Intake

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

Total 24 hrs. Output
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wﬁ’“‘ Rain bow
&w Children’s | @ BirthRight
\ “\\\ @ Hosp |ta! . BY RAINBOW HOSPITALS
\“\ \\ Irm-l«wmmlwg \m;hl to a Safe Delivery
DRUG CHART \
\
Date of Admission: ..é&.\.é.\.&.& ......... Drug Allergies: T_AE,MEP&%TE 1 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.

SOS / PRN (As Required Medication)

Date»

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Dater»

Dose Route [ Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

Dater

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Tnstructions:

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



VIH-00095750 1P-00060438
Mrs BHAGYA LAKSHMI N.

07-12-1879 eyemiso (P
B ‘“T\A\W‘mﬁm‘“m I.V. FLUIDS CHART WeIght. ..voeceeeeeecee WAL s
\“ ymposition of I.V. Fluid Route Flow Rate| Doctor | Nurse Date of | Doctor | Nurse
(If infusion, mention mi./hr = Mog/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign

. FiRgEF oo
PTAUA NS ;}0 - ™ L:f[‘

o 1P % b

4
qu{c\ﬂ Nv;tzw 5 |FF é, B o ’@i
¢
b

2}!“ O Uomt NI v \f;w%
N

W eTDre _ @D/%XQ j\

57
s

Page: 4/4



Mrs BHAGYA LAKSHMI N.
07-12-1879 48YBM15D (F)
Or. KAPPAGANTULA APARNA

Date»
l T!me Nufs‘g Sig. l Nurs& Sig. I Nurs& Sig. I Nurs‘:i'r Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
RDUte Stan Date Dose Dose Dose Dose
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor i s cd e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e pose = s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlg]e [ Nurse Sig l Nurse Sig. l Nurse Sig. ] Nurse Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROU te S ta rt Dﬁtﬁ Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
Name & Signature of the Doctor el Dowe hoe .
Dr. Sign. Or. Sign Dr. Sign Dr. Sign
Additional Instructions: o i e o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. _— Dosage & Other .
Date Time Medication lstretians Route Signature Nurses
22\612¢| 4126am| T-MIfoPrRocTOL 250 e Py g,/ d‘lt
pey v _\5,
N | R ERTME 9
22 tehhe (O (MAER TecTPeose) 240 Y ﬁ %
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VIH-00095750
GYA LAKSHMI N.
::1:::7‘ asYB6M13D F)

Dr. KAPPAGANTULA ARARAS

“\“m\“\“\m\\\“‘\\“\“\m REGULAR PRESCRIPTIONS  Weight. ................ Ward. ...

g Dat
DRUG : “TAD> PalA LL TR ML n&i

v

Dose Route | Frequency |Start Date

1| PO | b dey |22)o

Name & Signature of the Doctor

Starting the Drugs:

B DR wVINGETUs

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

v

DRUG : TOB- T ganD 0L ?ﬁ,‘;’

Dose Route | Frequency |Start Date

owa Po |2 Hpw|efa

Name & Signature of the Doctor

Starting the Drugs:

B Doavineena

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : “THY2 - AL £@ pont %*

Dose Route [ Frequency |Start Date

towe| To |[Chpw 25\

Name & Signature of the Doctor

Starting the Drugs:

‘L;) DM U ObeT) e

Additional Instructions:

Daily Doctor's Endorsement by a Sign

Date

DRUG : Tie

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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ESTIMATION SLIP Chidrers | @ BirthRight
ospita B RASS . 5

ke @ ot At the B, Your Right o a Safe Delivery

Date 8&\ o \ 25 ur /1P No.: SL.Ne: 2890 0

Name of Patient : MXS Bl’l&q;’(d«f LG.\C &L h-’b Age: t_l ‘-'r'— Gendet.r@&
Father's / Binbendkbne:. A TS Aha..‘)&mn Corporate/Occupasions LA

Address: ﬁ@éﬂ%@_ﬂmw qo( S c? ? > S:S\ “I Email :
Procedure/Plan: ’DCJJ ol DOS :

MODE OF PAYMENT : [@ SELF [ TPA : /bM O] GIPSA : [0 OTHER
TARIFF INFORMATION : DY, H'aﬁmo\ e |
ROOM DAY
CATEGORY GW SW TSW PR DLX NICU PICU MICU CARE
Room Rent &

Nursing Charges U‘S ko

Doctor’s Fee \R d_\.vg ‘L
F L. Tax H 8()0

PARTICULARS AMOUNT ()

Surgeon’s / Anesthetist’s Fee / O.T Charges _3% 000 le——
O.T Consumables L' OO ’,._ Subject to approval by TPA/Insurance Company
[ustrume}beﬁges * ? : Not Covered by TPA/Insurance Company
Phafmacy, Consyarables & Inmﬁ’gauons W& As per actual - Not Included In Estimatipn
Eqm - Monitor : ‘_ S’@ @ lﬂ Oxygen: L{ Sm 1 nD] Infusion Pump/Syringe anpé, g\b , G&){E‘,«D

C h:rges Ventilator Corrvqnt:onal HFO-SLE 5000: HFO-Sensormedix:

Phototherapy | Single Surface: Double Surface: Triple Surface:

Blood / Blood Products / Impldnts / IP or OP '} Esti
Procedures / Cross Consultations, etc. #3 At i 1~ ot Tnchiond Ik wron
Package 7 o
Others A 12D 2 :Sf\?e’f? e QSPZ‘ Be —
Initial Minimum Deposnf_SD \/

RFMARKS : S o0

The estimated 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. In case 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 dcmal 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 catcgones 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 .

\/‘ g S Iza D TION

I have attended the Financial Counseling desk and understood the expected costs and other conditions

applicable. In case the TPA/ Company rejects the claim for whatsoever reakons at any point of time after discharge, I i settle the % im with the hospital.

Signature of the Client Signatory Relationship Signature of the Financial Counselor




