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Your Right to a Safe Delivery

Baby Of CHINTALA

RAJASREE UHID VIH-00190817

Name

Mr MOHAMMED

Agells 1Y2M 1 D/Mal
MUKARRAMUDDIN ge/Gender M 1 D/Male

Father/Guardian

H NO:6-7-95/A,0LD BOWENPALLY, Bowenpally, Hyderabad, Telangana,

AGDeSS INDIA, 500011
IP No [P-00060304 Admission Date 10-06-2026
Ref Doctor Self Discharge Date 11-06-2026

DISCHARGE SUMMARY

Consultant:

Dr. JYOTI BOTHRA

DNB, MCh (Pediatric Surgery), FMAS

SENIOR CONSULTANT PEDIATRIC SURGERY & UROLOGY

Diagnosis: lleocolic Intussusception

Surgical Procedure: Hydrostatic reduction of intussusception done on
10.06.2026

History: Baby Of CHINTALA RAJASREE isa 1Y 2 M 1 D boy presented with
history of excessive cry, multiple episodes of blood stained jelly like loose
stools since 1 day prior to admission. For the above complaints, he was
admitted at Rainbow Children's Hospital for surgical management.

Previous Investigations: Ultrasound abdomen done on 10.06.2026 was
suggestive of ileocolic intussusception, mesenteric lymphadenopathy.

Examination: He was afebrile, maintaining saturations at room air and was
hemodynamically stable. Heart rate was 130/min, BP 90/60 mmHg and RR -
30/min. On auscultation of chest, air entry was bilaterally equal with normal
heart sounds. Abdomen was soft with no organomegaly. Neurologically, he was
conscious and oriented. Other systemic examination was normal.

@ 1800 2122 @ www.rainbowhospitals.in



Baby Of CHINTALA

Namme RAJASREE

UHID VIH-00190817

Weight on admission : 8.7 kgs.

Management: He was admitted in the ward and was started on intravenous
fluids and intravenous antibiotics.

His complete blood picture showed Hb 8.7 gm%, WBC count of 16,200
cells/cumm, platelet count of 4.11 lakhs/cumm. Serum electrolytes showed Na
- 137 mmol/L, K- 4.5 mmol/L, Cl - 104 mmol/L.

Surgical Procedure: Hydrostatic reduction of intussusception done on
10.06.2026

Operative Notes :

- Foley's No 18 inserted per rectum and inflated.

- Urograffin + NS instilled from a height of 3ft under pressure.

- Reduction of intussusceptum confirmed under C-ARM and USG.
- Colon decompressed.

Post Operative notes : Post operative period was uneventful. He was started
orally on liquid feeds which he accepted and tolerated well. Repeat ultrasound
abdomen done on 11.06.2026 was normal.

During the ward stay, his vitals were regularly monitored. As the child
remained hemodynamically stable, he is being discharged with the following
advice.

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

1. Diet as advised.

2. Syp. Amoxicillin + Potassium Clavulanate (5mI/200mg), 4ml 12th hourly
(after food) for 4 days (Refrigerate after reconstitution).

3. Oral enterogermina, 1 mini bottle 12th hourly for 5 days.

4. Kindly consult with Dr. Jyoti Bothra, Consultant Pediatric Surgeon, if
required in OPD with prior appointment (This consultation will be
charged).

In case of fever
Syrup. Paracetamol (5ml/240mg), 2.5ml if required for fever > 100*F/ pain
(maximum 6th hourly).

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.

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

Name : Signature :
Relationship with patient :
This summary has been explained by :

Summary prepared by: Dr.Sameera
Typist : Kalyan
Registrar/Resident/C.M.O

Dr. JYOTI BOTHRA

DNB, MCh (Pediatric Surgery), FMAS

SENIOR CONSULTANT PEDIATRIC SURGERY & UROLOGY
TSMC/FMR/02962

dited]  NONDAPUR OUTPATIENT CLINIC (FC1 Acormdited IvF SECUNDERABAD(NARH Accredited)
340 - 4245 2300 o

O 1800 2122 @ www.rainbowhospitals.in




Rainbow Children's Hospital - Secunderabad

| wsumance comy |

2.No.3~?-222f223\8y_N0.51 to 54 Opp.Karkhana P S Karkhana Main &=
oad,Kakaguda, Karkhana ,Hyderabad ,Telangana, INDIA ,50000 - sy |
040-42462300, Ext 20002001 2002, 9?:?.'&? Daw, ‘ @ BirthRight
Hospital 1Y RAINBOW HOSPITAL
PatientName : Baby Of CHINTALA RAJASREE Inpatieit'No: " s |P.ODI04 en! 1o Safe Delivery
Age/Gender : 1Y 2MO0 D/ Male Admit Date : 10-06-2026
Ward/Bed : N0 GF-EMERGENCY/ ER 103 Discharge Date
Investigation Result Unit Biological Reference Interval
COMPLETE BLOOD PICTURE (Specimen : BLOOD) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :10-06-2026 16:08
HEMOGLOBIN (Colorimetry) 8.7 g/dL L 10.5-13.5
RBC COUNT (DC detection method) 4.31 10M2/L 3.7-56
PCV/HCT (Calculated) 26.0 VOL% L 33-49
MCV (Calculated) 60.4 fL L 70 - 86
MCH (Calculated) 20.2 pglcells L 23-31
MCHC (Calculated) 33.4 g/dL 30- 36
RDW-CV (Calculated) 15.9 % 11.5-16
PLATELET COUNT (DC Detection Method) 411 10"9/L 150 - 450
MPYV (Calculated) 7.1 fL 6.5-10
WBC COUNT (DC Detection Method) 16.20 1079/L 6-17
Differential Count
NEUTROPHILS (Microscopy, Leishman stain) 61 % H 315-35
LYMPHOCYTES (Microscopy, Leishman stain) 30 % L 45-76
MONOCYTES (Microscopy, Leishman stain) 8 % 4-12
EOSINOPHILS (Microscopy, Leishman stain) 1 % X

PERIPHERAL SMEAR (Microscopy, Leishman RBC : ANISOCYTOSIS WITH MICROCYTIC / HYPOCHROMIC,
stain) PENCIL CELLS(+)

WBC: TC NORMAL WITH

NEUTROPHILS SHOWING TOXIC GRANULES

PLATELETS : ADEQUATE

Dr. SRUJANA SHYAMALA, MD, DNB
Consultant Pathologist, Reg No : 39356

Investigation Result Unit Biological Reference Interval
ELECTROLYTES (Specimen : SERUM) TEST RESULT STATUS : REPORT AUTHORISED
Order Date :10-06-2026 16:08
SODIUM (Direct ISE) 137 mmol/L 134 - 143
POTASSIUM (Direct ISE) 4.5 mmol/L 3.7-5
CHLORIDE (Direct ISE) 104 mmol/L 98 - 108
y =
I < D {

Dr. SRUJANA SHYAMALA, MD, DNB

Consultant Pathologist, Reg No : 39356

HIMAYATHNACAR BAMJARA HILLS (JCL NABH & KABL Accredited)  HYDERMAGAR (NABH Accredited)  KOMDAPUR OUTPATIENT CLINIC (JC! Accredited IVF)  SECUNDERABAD (NAR credited]  KONDAPUR L B NAGAR (MABH Accredited)  NANAKRAMCUDA
Erargamty 3 G40 - ABETI000  Emsrgency 3 040 - 4464 $355, 1009 25516 Emnrgeney 3 640 - 4248 2300 Umargamcy 3 040 - 4346 1100 Emargency 3 D40 - 4246 Bemargumiy 3040 - 4246 3400  Emargency 3040 - 7111 1313 Emargancy 3 (40-9331 5233
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Baby Of CHINTALA RAJASREE t takes a ?41%?82 81 Your Right to a Safe Delivery
1Y2M1D R26-009366
Male 11-06-2026 12:22 PM
IP-00060304 11-06-2026 01:38 PM

VIH-00190817

JYOTI BOTHRA

DRAFT

ULTRASOUND ABDOMEN

LIVER : Normal in size and echotexture. No intra hepatic biliary duct dilatation. Portal vein is
normal. No focal lesions.

GALL BLADDER : Distended well and appears normal. No evidence of calculi or wall
thickening. Common bile duct appears normal.

SPLEEN :Normal in size and echotexture, No obvious focal lesions.
PANCREAS : Normal in size and echotexture. MPD not dilated. No calcification noted.

KIDNEYS :
Right kidney : 59 mm. Normal in size and echotexture and shows smooth contour. No

hydronephrosis or calculi.

[.eft kidney : 55 mm. Normal in size and echotexture and shows smooth contour.
No hydronephrosis or calculi.

URINARY BLADDER : Distended well and appears normal.
No ascites / lymphadenopathy. No evidence bowel wall thickening /edema.

Print Date/Time : 11-06-2026 01:38 PM Printed By : A HARISH Page: 1 of 2
CHANDRA KALYAN

L B MAGAR (NABH Accredited)  NANANXRAMGUDA
¥ L

HIMATATHMAGAR BANJARA HILLS (JCL NABH & NABL Accredited)  HYDERNAGAR (MARH Accredited]  KONDAPUR OUTPATIENT CLINIC ) Actredited #VF)  SECUMDERABADINABH Accrecited)  KONDAPUR
S P P . Bty 0 pency 3 G40-69311133

WERCY 3040 - 4473000 Emargency 3 0a0 - 4485 3335, 91009 25516 Emesguncy 3 040 - 4146 1300 mergency 30D - AT46 2108 } 040 - 444 1iod 3040 - 4245 7400  Emery 3040 - 7111 130
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Baby Of CHINTALA RAJASREE 7416782819

1Y2M1D R26-009366
Male 11-06-2026 12:22 PM
IP-00060304 11-06-2026 01:38 PM

VIH-00190817

JYOTI BOTHRA

Impression

No obvious sonological abnormality in abdomen.

Rest unremarkable. No evidence of intussusception
Suggested clinical correlation.

Print Date/Time : 11-06-2026 01:38 PM Printed By : A HARISH
CHANDRA KALYAN

Page: 2 of 2
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ULTRA SOUND ABDOMEN REQUEST FORM 49 PLTER N
VIH-00190817 IP-00060304
Baby Of CH
PATIENT NAME : 1;-04-202: Nm-: ?r?n:?:fe (M) DATE: !!ZELMT 'Haoﬂ

Dr, JYOTI BOTHRA

i

LIVER : Normal in size and echotexture. No intra hepatic biliary duct dilatation. Portal vein is
normal. No focal lesions.

GALL BLADDER : Distended well and appears normal. No evidence of calculi or wall thickening.
Common bile duct appears normal.

SPLEEN : Normal in size and echotexture.
PANCREAS : Normal in size and echotexture. MPD not dilated. No calcification noted.

KIDNEYS : Right kidney : 6 ‘:I mm. Normal in size and echotexture and shows smooth contour. No
hydronephrosis or calculi.

Left kidney 5 h mm. Normal in size and echotexture and shows smooth contour.
No hydronephrosis or calculi.

URINARY BLADDER : Distended well and appears normal.
No ascites / Lymphadenopathy.No evidence bowel wall thickening Jedema.

IMPRESSIONL:No obvious sonological abnormality in abdomen.

\ :
Rest unremarkable ‘\10 G'/D | ﬂh.i-&erm* i

Suggested clinical correlation.




DEFICIENCY CHECK 1 IST OF MEDICAL CASE SHEET -»
nby o:cr;;rm wl’mm Children's | @ BirthRight
i Ak LT _ Hospital _ | () zesmm
Patient Name : o .von soruea o IP.No:
Werd: lHMIHHIlllfllllllﬂlmlﬂllllll DOA:
SL.No List of Records so. o8 Legibility Completeness Remarks
ages
1 Admission Sheet O - -
2 Discharge Summary 01 - -
3 Nursing Initial assessment form 02~ il ==
4 Patient Trasfer Forms 0 2= — —
5 In-patient Medical Record 03 - -
6 Doctors Progress Sheets 02 — -
7 Nurses Progress notes nY = -
8 Consultation Sheets -
9 General Consent for Treatment Al - e
Conset for Surgery l — e
11 Consent for Blood Transfusion
12 Consent forChemotherapy
13 Consent for High Risk
14 Consent for Restraint
15 DAMA Consent
16 Consent for Special Procedure
17 Consent for Radiological Investigations
18 Consent for HIV Test
19 Anaesthesia consent form |
20 Anaesthesia notes(Pre Anaesthesia & Post) o B
21 Pre Operative checklist |
| 22 Surgical safety Checklist /
23 Operation Theatre notes o/ — .
24 Nurses Clinical Presentation
25 TPR & BP chart X
Intake and Output chart (fluid Chart) B
¥ Drug Chart (Regular prescription) s
28 Daily Investigation sheet
29 Investigation Values (Result Sheet) | /
30 | Nebulization Chart A
31 | Diabetic chart X
32 | Nutritional Review chart v §
33 | MLC form (in case of MLC) -
34 | Patient Education Form //
Othe vy >
P
il
P
/
Total No. of Pages \M -

Signature and Date :

Bt C U [6(4~




ERROR LOG

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

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE



% & Rainbow Children's Hospital - Secunderabad

Rainb‘éw . H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad

Children's e .0 .Telangana, INDIA ,500009.

Hospital - 8 TEL NO :040-42462200, Ext 2000,2001,2002

Rainbow WEB : https://rainbowhospitals.in
ADMISSION SHEET
: LR R T

Registration Details :
Admission No : I[P-00060304 Admit Date : 10-Jun-2026 Admit Time :03:35 PM UHID : VIH-00190817

Patient Details :

Patient Name : Baby Of CHINTALA RAJASREE Age :1Y2MOD

Guardian : Mr MOHAMMED MUKARRAMUDDIN DOB : 10-04-2025 03:23 PM

Gender . Male Religion

Occupation Martial Status

Address (H) - HNO:6-7-95/A,0LD BOWENPALLY Bowenpally Phone No : 7416782819/ 9573382903
Hyderabad Telangana INDIA 500011 E-mail . na123@gmail.com

Admission Details :

Bed Type : SHARED WARD Bed No :ER 103 Ward Name : N0 GF-EMERGENCY

RoomNo : ER 103 Admission Type : First Visit

Contact Details :

Name : Mr MOHAMMED MUKARRAMUDDIN Relationship : Father

Contact Address : H NO:6-7-95/A,OLD BOWENPALLY Phone No : 7416782819 / 9000454064

Bowenpally Hyderabad Telangana INDIA 500011

)

-B?atu &

Doctor Details :

Doctor Name : Dr. JYOTI BOTHRA

Referral Doctor : Self

Co-Consultant

Specialisation : PEDIATRIC SURGERY

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount  : 0.00
LTD

Printed Date / Time : 10/06/2026 15:36

Printed By : 021447

Page 1 of 2




Patient Name : B/O. CHINTALA RAJASREE UHID : VIH-00190817 IPD :

¥ 'FWM 0D
H-001808 17
8aby Of CHiNT, 'P-00060304
10-06-2025 ALA RaJASREE

1‘(
Or. JYOT BoTHRa T 2M00

Ll IH

EMERGENCY uuM TRIAGE FORM

Patient's Name : 0

m\L 2,&: : Tiene of Arrival : . ’E.a z\?m.

A&uﬁu,,&ﬁ’ﬁ LiYes [ Food [T) Medications [ Blood Transfusion [C) Other (Specify): ...
Source of Information : -B‘Fﬁns L) OMIEIS (SPOCHY) ...c.ccovromnsnsnsesssnansnmssssasssnenissssssanssarsrssossiorasss

[P-00060304 Gender : Male Age : 1

% |
Chidren's. BirthRight

bo.l.m_:“éj j fwlw-oum'
- Fuem

Gender: Lofale [ Female

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

Mode of Artival | LAmibulatory () Wheelchair (] Ambulance
n -
Initial Vital Signs: mnc\’«} & F Pr: | %olpfmsPCv-, RR 3&;\:.‘#\ spf,."r-\f . »
A ......"!'.' -~ A inteeti FRRTIETORT, TES e ¥’ m ............... A
INITIAL PHYSIOLOGICAL CATEGORIZATION ;% Smmm STATUS
Wﬁﬂc& A :
T Normal ﬁ 1:1 incressed O Unstable :
[ Sick Looking Circutation / Colour [ Decreased [ Gasping/ Apnea I:DNN—UTG - Threatening
/Zﬁrmnl [ Abnormal ] Bleeding O3 Lifs —Threstening
mmm CTAS
Level 1 Resuscitation immediate
Level 2 : EMERGENT : Life or limb threatening < 15 min
Level 3. URGENT : Significant iiness / injury with potential to become life or limb threatening 30 min
Level 4 LESS URGENT : Significant ilness but not life threatening " 60 min
Level 5. NON - URGENT : May receive care when convenient i 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2. »
All Children less than 2 years age with high fever to be considered Level 3. ; pisoen-van
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time ;3.3..2.}.1.?:-»\

Communicable Disease Triage Screening

PART A. The following questions shouid be asked to all PART C. A positive communicable disease triage scraening is
patients at the initial screening: Mhmnﬂbﬂlﬁommdmm
1. Have you had fever (elevated temperature) in the past2 ' Yes following criteria:
weeks L] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks v [l Yes L4 and Cough
. Gk = 1 Any patient with fever and respiratory symptoms who answered
3 :wmﬁuzmmam«mmm Ciwe 6 “YES" 10 any of the questins on epidemiaiogic risk factors In
Waths “PART B" of the triage screening above.
PART B. wmlmmmuwum
symptoms: | Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close | |Yes LAG communicable disease triage screening)

contact with someone who has recently travelled outside

. [ Patients should be immediately isolated in a negative pressure
the INDIA, in the past two weeks? room or a single room (as appropriate) for pending evaluation,

if yes, State Location: .

i The patient shouid be given a surgical mask immediately, if not

2 Aremmmsmosewmammmm CYes & ~ already wearing one.

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

Both patient and triage staff should perform hand hygiene.

services personnel, hospital volunteer, or laboratory (| The staff should use PPE (as appropriate}.

worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexpiained, severe febrile respiratory or rash disease?

Name of Triage Nurse : /%.31 &Mﬁ Simaumoﬂdaoeliurse:ﬁ%_nﬁ: ...............

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



Patient Name : B/O. CHINTALA RAJASREE UHID : VIH-00190817 IPD : IP-00060304 Gender : Male Age : 1

XA RL NS

VIH-00180817 IP-00060304
Baby Of CHINTALA RAJASREE
10-04-2028 1Y2M0D (M)

Or, JYOTI BOTHRA

AR TR

&7
Rainbow® 5 _ i
Children's 3 BirthRight
Hospital B RARON HOSPITALS
a4 il ot P W g i el Dy

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date: ..1.0 lﬁ’ lzﬁ

arrival : ....& -?zgﬁ\d

.mcluc-/»en

Chief Complaints: . M ...... & Su\jaj C—H:,A,:uAld-:c, .. RBS:.

Height - 0. Cat. Weight Qt’.}- . Head Circumference (<2 years) ... o e
Allergies:  Yes /Ng - Medscataons | Blood Transfusion ~ Food Other: ........... s i i
DN I oo e iivisisisiaitionss
Pain Screening.——YeS  No If Yes, Pain Score: ... O, Pain Tool Used: m | Wong Baker
Character ...........ve.cerree 17 LOGRHON ....ooveocrverecerne, ) FIEQUENGY ...t Duration .......... -
RISK FOR FALL: Functional Screening: xﬁ:nnames Detected
—batient is < 6 years (1 Mobility Problem
5 tick hgtosy fall risk intervention directly "7 Walking Problem
e e pariaws o
History of Falling: within past 3 months Yes _'./‘.‘NE MesTR e CongenitaAbOGRY
Ambulatory Aids: Inform consultant for positive criteria
* Wheelchair IYes =10
* Uses furniture for support "lYes LMD
Gait/Transferring:
* Bedrest/ immobile 1Yes &m0
& s = Nah'ttionawmaln iti
- e B e 0: Mommm Detected
* Impaired "lYes JAAlo 5 ;
Mental Status: Forgets limitations ! Yes Mﬁ Sy
Feeding Problern
IF YES FOR ANY CATEGGRY RISK FOR FALLING Special diet
FAR N X Special feeding method
[ Escort while ambulating | "
i t Patient Inform consultant for positive criteria
~ Educate patient and family on fall precautions/prevention

Psychological Screening Mﬂﬁigmftcam Findings

Unusual concerns about patient's Psychological Status: || Yes ¢ N0
HYSREORSURAENOMARG: ... e ceionsasmeen. (DBITTHNN csvoommincsonsecs s sirssesasasssessanes
Social History: LivesWith ...

Siblings inhousehold—¥es [_INo (ifyes How Many 'T

Time of Initial assessment completed by ER Nurse -

Docu. No. : RCH /FRM 7 CLINICAL / 120

. 54 4 q’f?M—nr—

(PT.0)



Patient Name : B/O. CHINTALA RAJASREE UHID : VIH-00190817 IPD : IP-00060304 Gender : Male Age : |
Y2MOD

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

Time " g Nursmq Nmes
:’5'2\(’01;{:.9}. Rt -fn o Jfomm mjyr-»‘ﬁfm Of’g

2y el cﬁmkeaf and Recd\ded
SUlMAEER DoCil Reen He T+ § Adelrnkon

| :n-l-\Mnuhm Ve Jart P - IVM
3 : 5 far ok A-Mm B . '{cﬂ-g
aten (E T Plocoist Ros LZ21P '*wdv' 9 ven)

&NPM Ampiu (cWecled § head o luibo
Q40w St Uifted o 0.7

Samples collected by: Time: 4—f r
Samples sent by : j /8'\’-» “E" AN Time: 4—-‘. )be

Medication given in ER:

Date /
Time

4 ‘thJn Ruplefan - Grah
4% %ewﬂ‘m MR 4:;9 ﬁ—
41 US }rn"é : %ml@““ﬂ o6 e SN A J :

Medication Route Dosage & Instructions Doctor Nurse —1

. S|g|'| S[gn 1
G

_____ Condition of patient at time of shift - out : Details of Shift - out
HR: 'Qa\lP}M BFCJ)*; CFTZWC Shift - out from ER to: . 0 T
rr:. 2kl spo.: .. < % T Yoo ot St oAk l&g@ A {C} N
GCS:"&"'QA. """"" Temperature : .1 %... p— Handover given to: g{%oo’“ﬂ%
Pain Score: ...D....... (Nurse's Name)

—

Repeat RBS (if applicable): ................ L

Tick as applicable: MLC - LAMA 8ROUGHT DEAD

Procedures done with details (if any): .. /_Zo./ C e Q/f\i——
Name of the Nurse : /f i 'féhb[»«'}d.& Signature of the Nurse :

Date & Time : \O‘G 2%@_ 4 400m ..




PATIENT TRANSFER FORM

"%

Rainbow"® , g v
Children’s | @ BirthRight
Hogpital BY RAINBOW HOSPITALS
It takes a lot to treat the Bttle. ‘Your Right to a Safe Delivery

— \ﬂHdJD‘!ﬂOh? IP-00060304
Baby Of CHINTALA RAJASREE
10-04-2025% 1¥Y2Mo0D (M)

Dr. JYOTI BOTHRA

A

Date & Time of Admission

10\@( 2 6@ 243¢Pm

Date & Time of Transfer Order

olo 260 4400

HEAUNY UUIIouG i« v e Transfer Ordered by Reason for Transfer
¢ p 0 8]
.V |Amj ~ AdneMon
From Unit To Unit Information to Attendant
'Q—@ 91 YesT~  No[ ]

Number of Sheets in Clinical File

N

Number of Imaging Films

P

Personal belongings including
clinical documents. If any handed

over fo attendant
Ye No[ |

If yes, what ?

0 . o)
7 Lol
Medications / Consumables / Surgicals / Hand over O? #""J“ %Vé""

Sl.No.

ltem Name

Quantity

A,

5.

Shifting Summary / Notes Written by Doctor :

Yew/ No[ |

Name & Signature of Person who is Transferring

/K-JJ@.Uv%

Name of Person Ordered Transfer

Y. VAW ojf’o\

a1
Patient & Clinical Records Receiveghby : MO e
Y

Date & Time of Patient Received : \%\(o\

WW‘ '

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

[~ Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

[ ] Nurse not Available

[ ] Available Bed not ready




PATIENT TRANSFER FORM

2z
Rainbow® : T
Children’s ‘Bll‘tthght

Hos p ital BY RAINBOW HOSPITALS

It takes a lot to treat the littie, Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission

VIH-00180817 IP-00060304 o l [ l?j(-)/é . %(f:\q

Baby Of CHINTALA RAJASREE

Date & Time of Transfer Order

lo|b2e Q/Ga:%fm.

——  10-04-2028 1Y2amoD (M)
Or. JYOTI BOTHRA Transfer Ordered by

W | e ¢z dnra

Reason for Transfer

moF Coe

From Unit To Unit Information to Attendant
O |8+ Yestl  No[
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

clinical documents. If any handed
over to attendant

Yes[ | Mot |

If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name

Quantity

a.

5.

Shifting Summary / Notes Written by Doctor:  Yes+ | No[ |

Name jSgnature of Person who is Transferring
- Xy 0O A DQ;

/

ame of Perso 0} Ordered Transfer

Patient & Clinical Records Received by :

Sxolpls

Date & Time of Patient Received : U’U)\'Vh @ éu‘j")w-\

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

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

[ ] Available Bed not ready




Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

.
PEDIATRIC IN-PATIENT
§ MEDICAL RECORD
WO T
Department:
Consultant:

Docu. No. : RCH/FRM / GENERAL / 065

(PT.0.)




IP-00060304

VIH-00160817
Baby Of CHINTALA RAJASREE —
10-04-2025 1Y2M0D M)

i

Pediatric Multiorgan History & Physical Examination

Name : R? 0 -4'\)0]‘ ouxlanvee Age/Sex _’f_t.]w !Mﬁi&'

Information given by: DADEL e Relationship

Chief Presenting Complaints & Duration (Chronologically)

C{n Rod ety [tke Vool

d
an qu-k:ra[ga vt

History of present illness :
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QT

Pediatric Multiorgan History & Physical Examination

(M)

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

(b[:lz(a
-

Lotk o (L&UCOE‘C Thf"*fsum.m
o

hags U\JHML Mr\.»/u.g._iu?_\%‘__
l‘” J

g

Birth & Neonatal History:
£ \‘U\L( )- ?a‘LHA CQM“.I} Wh wew 0 ! g

Birth & Socio Economic History:
About Father :

About Mother :
Any additional Information :

Developmental History :

2
&{rwi‘\ﬂc}f %&{ 9‘%1 L O ClﬁW\%M

Immunization History :
Mumct n_.iﬁhx dete Voo, ooa btow

(PT.0))
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1Y2M0D (M)
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T T —

Pediatric Multiorgan History & Physical Examination

Anthropometry :

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

Weight (kgs) )_%%(Centne — ey

On Examination :

(1
Temperature : ‘246 € Pulse Rate ;‘Bm.{_mm B.P

_cx%m?; spo2 394> -

Resp.rate and type of breathing : _' 99 MLm-

Rash )
Lymphadenopathy __ (&)
Oedema : &)

Allergies (if any): .
Respiratory System :

Inspection (any s/o distress) : @
Air entry & breath sounds : f\\lL& e (%)
Any addes sounds : NO

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

Cardiovascular System :

Inspection of procordium : @

Heart Sounds : SIT (f)
Any murmur : NQ

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

Per Abdomen :

Inspection @

Palpation : M

Ausculation : R':é

Spine : (?3\ External Genitelia :
v

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

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score : QQMD Qulst t\(‘| 0

L8

Cranial Nerves : Py ok

Motor System:

Nutriton :

Tone: k pan Power ‘{\( ot 1tk

Co-ordinator :

&
)

Posture :

Involuntary Movements : @

Reflexes : +

DTR " Superficials:

Plantars d\jtw 04

Sensory System : ~%

Bladder / Bowel : 1 Rowe ! worvtvere

Clinical Summary & Diagnostic:

- T[U’]t‘mlt Lt bsg @ p-t€asnn

oobnAted  uor -qulw ¢ Udans MO

U
KCMU»Q £vpliapt \
L =ik

(PT.0.)
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WL

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment: fU PW ( mpl@lottsn,

Desired goals of the treatment : o tvet Current Cpndsteon

Planned Labs: Planned Management
CB : D Npy
51:‘- / 2; K!ﬁj%ﬁl’ N oT.
\?ﬁb "

: / /34-5 N Py 0 "
p—— o LS
[ — ' } \ bt
o

Signature of the Doctor: CQ .............. %,, ............ Signature of the Consultant: ...\ .............c.c........
W

Name of the Doctor: .......... (RA N Name of the Consultant:

Date & Time: ...........\O\NeN2> Date & Time:
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PHUGURESS NOTES AND DOCTOR'S ORDER

"z
Rainbow® .
Children’s

BirthRight

Hospital ' BY RAINBOW HOSPITALS
It takers & hot to treat the it Your Right to a Safe [}n:lwe.y

Date

& Time Progress Notes Doctor's Order
L OCThoby mam:
J\Wij /E {ﬂ
|
vl
DA
B e
— [pahoe Ty £
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a?g.
Rainbow’ ; S
Children’s @ BirthRight
HOS p[tal .B\f RAINBOW HDSPITAL.S

PHEUGRESS NOTES AND DOCTOR'S ORDER

Progress Notes

Doctor's Order

¢ h “5 Ruudent

oca‘f/
* o Nar Tleocotic| T cphon:
)
¢ 8 © Hdwidebic & dlikon O@ Inbsusaphon .
%’r\deﬂj"u wadt
ol dedllion mdle -
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°(4
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Videl bl Plan
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Rainbow®
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Hospital

It takes a fot to treat the e,

\)

rnuunco> NOTES AND DOCTOR'S ORDER

BirthRight

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

& Time Progress Notes Doctor's Order
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PHUGRESS NOTES AND DOCTOR'S ORDER

Date .
& Time Progress Notes Doctor's Order
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Rainbow®
Children’s
Hospital

It takes a lot to treat the litte.

+JRSING SHIFT HAND OVER FORM

BirthRight

BY RAINBOW HOSPITALS

. Your

Right to a Sate Delivery

Z | Diagnosis: T ﬂw Caﬂ«fC WMM(Q?-L’M Any Infection: [1Yes .=  #TNot Known
'-i:z" YOS SPOCHY: .ciiosiicrisiennnmennemsenserens
% Surgery / Procedure _H“lm yf _}_(.L( ’Ze olu _LﬂM Post OP Day: —
2 | Date e B,ll: > B\® 7 o A~
§ Medical Condition (3 g N .
% (Any special condition to be noted): ‘\\',' ﬂ M\[ \(& . \m\
3 [ Diet alPv Ky [f i) w’?’.lm._al E_Mﬂﬁp&
Allergy: | Yeé A | —I“IYés W) JYes.DvNﬁ O Yes\,kﬂo [1Yes o | [ Yes CINo
Ventilation (RA, NP NIV, VENTI): Ry &) D feTed an
Tubes/Drains/Catheter: 01 Yes A% | 11 YesyrNo | (1 Yes NG [ Yes iNo | Yes N0 | 1 Yes (I No
' £ | Vital Signs: Temp: [ 10° [19-6p.] Q9 4% [93-6\ [ ag.6p
2 Res: 199, 1oy Llla | 2P [ 30007 | 99 Yoy
4 S00: [ 4a 4, | 48], [%Qq%s [ 9q). | aqy),
3 Puise: 12§ Llaq| 29 BT 116y blsn [ 120 b7 | 115 Plmn
BP: | gy Toln™ [as™S esing [oy5| Lo
L0C: | 4k eloh [Comgoms [Cngiives pctiionn Lo
Fall Risk Score: | \4— | "¢ e 9 1\
Pain Score: | 3y |l o o)
skin Integrity { ) p Yo (A afon ¥ | V04 |5 da 1 1 | Tl
Safety Needs: #Yes CNo [ {-¥es 7 No LLY6s a0 |- Yes © No &=Yes = No |1 Yes - No
Physiotherapy: :’,u o — WL 1\)‘. \
2 Others Specify: | Yes <o |11 Yes [{No| [ Yes Mo |1 Yeg Ao [ Yes o | ) Yes C1No
f'g Special Diet: | Py Fae a [0ahr it”‘}'mmd w‘WLh {
g Critical Lab Test / Values: M,’ﬂ B _— whL VJ‘.V
E |Other Special Orders / Medications: | Yes (1 No+ Yes UNo |1 Yes LiNo | 01 Yes No | 1 YesseNo | O Yes (1 No
E PU Prophylaxis: 1Yes [=No | Yes CNo |01 Yeserfo | Yes &No | 1 YeswzNo |1 Yes 1 No
DVT Prophylaxis: 0 Yes M0 1 Yes 7 Np [ Yes#No | 7 Yes =No | T Yes ©No | 0 Yes 1 No
ADL (Dependent / Non Dependent): ?,MJ&%W Vepesdot penunt rﬂulm
Post Operative Procedure Special Orders: ’\lf JQ ﬁy{« ) d%ﬁ} M ,\D‘}[
ekl i e
Handed Over By Name : G&v‘li < W] okdy | subve— |( 3 b p
Signature /1D : ’} &Y %« 13323
Date: o[e]ye [lo (Bl [alohw [wlt [ nlol2b |
Time: $ e Yoposhn @ g @ X
Taken Over By Name : {q;uwy ('}mh\ff'\ﬂ Gubham BULM&- ‘ @ \w
Signature /D ; ; (5;(3\;\- }‘i}u\l\f @o@ql L x \Q]’J 3
Date: \bl 2 | colblws [10]6]2e [n\blag [/ \%
Time: @q:\ﬂ’ @:—J‘r{;\mﬂ’?@ Al @}N‘?/

Docu. No. : RCH /FRM / CLINICAL / 097
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Rainbow’ X .
Children’s ® BirthRight
Hos p ital . BY RAINBOW HOSPITALS
It takes a lok to treat the #tie. Your Right to a Safe Delivery

RSING SHIFT HAND OVER FORM

Z | Diagnosis: Any Infection: [JYes [INo [ NotKnown
'g If Yes Specify: ..
5 Surgery / Procedure: Post OP Day: / I
=) Date _
= Shift
& | Medical Condition
§ (Any special condition to be noted): /
& | Diet: 74
Allergy: [1Yes C1No|IYes CINo |1 Yes O 916 [1Yes [1No | Yes [CINo | Yes CINo
Ventilation (RA, NP, NIV, VENTI): 4
Tubes/Drains/Catheter: O Yes CINo |CIYes C'No | O Yg,é 'No |1 Yes CINo | Yes [1No | Yes I No
= | Vital Signs: Temp: /
% SRE{BJS: / J/
w -
§ Pupis;: /
<<
BP: %
LOC: /
Fall Risk Score: ¥
Pain Score: /
Skin Integrity /
Safety Needs: ;Yg{ CINo |07 Yes ©'No | Yes TINo [ Yes CINo | Yes CJNo | Yes C1No
Physiotherapy: | /
g Others Specify: |71Yes ©INo | Yes T'No |1 Yes CINo |1 Yes CINo|JYes CINo |[Yes LI No
E Special Diet:
S |Critical Lab Test/ Values: P
E | Other Special Orders / Medica}iéns: 1Yes TINo|1Yes C'No | Yes ©INo | Yes CINo|1Yes CINo | Yes CINo
E PU Prophylaxis: / “1Yes TINo|T1Yes CINo | Yes C'No|JYes CINo | Yes CINo | Yes CJNo
DVT Prophylaxis: / 1Yes CINo | Yes CINo | Yes CINo |l Yes C'No |l Yes ©JNo | Tl Yes CINo
ADL (Dependent / Non Plependent):
Post Operative Procedure Special Orders:
Handed Over By Name /
Signature /1D : '
Date:
Time:
Taken Over By Name :
Signature / ID :
Date:
Time:

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




Rainbow Children's Medicare Ltd. %

# 3-7-222 & 3-7-223, Sy. No. 51 & 54, Opp. New Karkhana Police Station Rain bow . . . =
Karkhana Main Road, Kakaguda, Secunderabad - 500009. Children’s Birth ng ht

Tel :4+91-40-4246 2200, 2789 5050, 2789 6060. !-,!giﬁﬁﬁ! " . ?:j::;‘??ﬂ": g::_esgiji-_ri

GST: 36AABCR4014M1ZE  email: vrchbitling@rambowhospltals‘in
CIN: L85110TG1998PLC029914 www.rainbowhaospitals.in

OPERATION THEATER NOTES

Patient’s Name : . Gender
‘Baby Of CHINTALA RAJASREE 4987 1Y2MOD : Male
'UHID :VIH-00190817 I.P. NO. 00060304 LIRIGHT
Surgeon : Dr.. jYOTI BOTHRA AsSt 'vsﬁvrgeon Dr' e 2
Anaesthetist : Dr SUNIDHARA OT Nurse : SN §’ kuf« Mmm

® Surglcal Procedure Hydrostatlc reductlon of mtussusceptlon -
‘Indications for Surgery lleocolic lntussusceptlon
Anaesthesua GA

PRE OPERATIVE PREPARATION-
' Betadine skin preparation

OPERATIVE NOTES:
- Foley's No 18 inserted per rectum and inflated.
- Urograffin + NS instilled from a height of 3ft under pressure.
- Reduction of intussusceptum confirmed under C-ARM and USG.
- Colon decompressed.
'DISCHARGE ORDERS
Clear liquids only
¥ Inj Augmentin 250mg hrly
oy '~ Inj Buscopan 1ml mgs IV Q8H
1/v 1/2 DNS 35ml/hr
Vitals chart '

Consultants Shréeon’s Name Consult nt Surgeon’s Signature
Dr. JYOTI BOTHRA |

Date: \{) [[o\z,ﬁp Time: |/,
5-8up e

1/1



VIH-00160817 IP-00060304
Baby Of CHINTALA RAJASREE
1uo¢-znzs wwon (M)

Surgeon : &-g-lﬂf@'b ..... Ay

Asst. Surge
Anaesthetist V/
Scrub Nurse :

SURGICAL ||lMINHIIINIIHI\IIlllll||l||l|

SAFETY CHECKLIST

2
ainbow* 5 N
Children's | @ BirthRight
Hospital B R AR N TGO TIALS

It bakess 0 ot B0 tret the Rtte. Your Right to a Sate Delivery

Before Induction of Anaesthesia » »

Before Patient Leaves Operating Room

SIGNIN  Time.. 215 P 0 TIME OUT Time. S...Lf m SIGN OUT  Time:.S - ).
7

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

Identity L~Yes CiNo introduced themselves by Name and Role-=rYes No The Name of the Procedure Recorded %J No

Site L res CONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle )

Procedure #es [INo Nurse Verbally Confirm — Counts are Correct (or Not Applicable) /ﬁ: 'No I NA

Consent AYEs O No Correct Patient (Check ID Band) CYes CINo The Specimen is Labelled (including
Site Marked OYes CONo &HA Correct Site -/Yes CINo patient name) L!Yes?!ﬂé‘fl NA
Anaesthesia Safety Check Completed ~ <+¥&s (INo Correct Procedure o0 gfes INo Whether there are any Equipment { '
Pulse Oximeter on Patient & Functioninge =Y5S 1 No Anticipated Critical Event Problems to be addressed CYes [0 CINA
Does Patient have a: 3urge|m Reviews:

Known Allergy? CYes CWOT What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concems for recovery " _

. ) Anticipated Blood Loss? K¥es CINo CINA and management of this patient? /ﬁs [INo

Yes, & Equipment / Assistance )

Available TYes (NG Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? o¥6s [INo [INA
(7mi/kg In Children)? Nursing Team Reviews:

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

Access and Fluids Planned CYes ©N0 [NA Been Confirmed? are there Equipment .

Blood Units Reserved CYes NG CINA issues or any Concerns? ©YEs CINo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? “Yes Yo CINA
within the last 60 minutes? #Yes CINo CINA Power Supply, Earthing, Power Backup

and functioning of e ent checked. C }ea/ INo

Signature :.............. E ..................................................... Signature : g Slgnatﬂra ................................................................
Name -....... DL M VIEGTHA o Name :. Mak0Qvn, o Name"&tﬂ_‘;‘mbﬂ‘ ..................

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




INFORMED CONSENT FOR SURGERY OR Childrens ‘BirthRight“

Hospital BY RAINBOW HOSPITALS

SPECIAL PROCEDURE b f

Patient Name : U D.: d‘”\bw[ﬁ QW VL Genders,-Male | Female Age*j’-‘r\'
.. aosi - AT

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

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

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. Ihavehad a chance 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.
i)%x & '\ P
Name of the Doctor who is performing the Surgery / Procedure: .. O}Ll

Consentee : Patient Attendant :
S SRR S NI S SN IR Signature : .C. L 9\’3‘ AN
R e Y L Name - ... CE 1) "9}@‘{‘ .......................
-
PRIOS TINE. coiimiilniies sivssimminiiee Relationship with Patient; . W \%F
Date & Time : !'OU; 25 Q_.\S/H)“?
Witness : :
Doctor (who is taking t p
ignature qu‘ : S'gnamrﬁ)g
Name .. ... T i(
Name
Ll 5 Tima [ Date & Time : [Q

Docu. No. : RCH /FRM / CLINICAL / 027
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Rainbow’ (@ n; b
PRE - OPERATIVE CHECK LIST Children’s | BirthRight

VIH-00180817 1P-00060304 Hospital o
———  Baby Of CHINTALA RAJASREE
10-04-2028 1Y2MOD ) :
Vi e seisd.
Patient m mm”“mm ...................... Age: ‘..‘lij}l......ﬁendereﬂﬁE]F
Blood G Rl bssrssomosions LHE: ....coon. 500 B N - N
oo
Planned Surgery %J#Mh:’:’c.nmk.ﬁlmmeon : m’l‘jb%’—f&‘f’&a& .......
q T PN, 0y D) Date & Time of Operation :
Tick appropriale boxes :

To befilled by Nurse Incharge / Senior Nurse :

§.No. Instructions YES
1| Weight checked and recorded ? -
2 Is the patient fasting for over 6 hours pre-operatively ? j

3 Check pre-OP investigations & results (GBF, Blood Group, BT, CT, PT/APTT
Viral Screening , CXR etc) Discuss with Registrar / Consultant

4 Enema given / Bowel Preparation

5 Remove all ornaments, etc and sterile gown given

6 | Is Blood arranged as required ?

] ] i [ ] W Y

] M) ) e e ) )

7 If Blood has been ordered - is Blood bag read ?
) IV Cannula to be placed / IV Fluids if indicated

9 | Pre Anesthetic consultation with anesthesiologist

Pre medications given ? (Sedative / etc)

11 | Skin Preparation

12 | Surgery consent/ High Risk consent taken by surgeon ?
(Consent should be taken by the operation Surgeon only)

13 | Other (if any)

=l Qlojo

NOTE : If any of above is ticked "No" Discuss with the wnsuham immediately

¢ e
Date: \® G G Time : ' 5 ',:Z Q Bd Siunaiure"tﬁ-ﬂurse in-charges




Department of Anaesthesiology
PRE-ANAESTHETIC EVALUATION

2
Rainbow"® o
Chli?drevr:’s ' ‘B!rtthght

Hospital BY RAINBOW HOSPITALS

T takies & lot to treat the litthe, Your Right to a Safe Delivery

Name: . &[D (adnhta, 'l"‘i‘*c”b Age: . \117.20 se. Mk 4 uHoNo: .

S £1 TSRS 5= S
Diagnosis: . JIQDQ@LW, mmf.%m

BP/CRT: o

H.R: u‘[f?,W* Weight: @":Hfﬁ ASA Physical Status: &1 02 03 04 0§

Proposed Operation: . ‘H“ﬂmﬁ 1:rh¢ 'EQd LLCH bv)

ﬁm MP{.VD&VU]NC

o,

ST yA Laboratory Data:

Hagb: ......... AN Glucose: .. iy PYOMERG T e
b N 5.1 RRPROPNIURNY . | PO —
WBC: ... , b' ...... Creat: . seiine TRV s

Plate: ...... L‘:‘JL (?‘iq— ververvene DB e
Wi Lrs" 5

L L R — Lo i, MOIOE. o
SGOT/SGPT: ..o

LT XeRAY: oo
T S —— ECGL...c
HOW Goviiminusimms DE v
Blood group: .............. PR
Wissciwcnin  VOCUR —‘r’[lt,owué‘w !

Allergies:

- lb‘lf NeDa %W'/Muwpﬁ

Medical History: ~ CVS:  ¥1D OGHiye  COVALD ROptrsalow piousptodinky -

RESP Diabetes : '

CNS: Wo hea !*ejb{ Litee Aopls Lc—tﬁ.l,—ﬁ’f wo NICY Adulf@‘d«ml

Renal : CLtate q‘mmﬂm Bt - 'bﬂan[ c1ae | Svoroust ed —{{dqa;,ht _

Hepatc /G | Physical Activity: 'NE e
Others : L& '

Past Anaesthetic History: -
PYSAlBXam: o Qi 6dve AdYi0 o
Airway: MP1234 Mouth Opening:
wgs:  $PLMEE), uan .
Y

CNS: AXue -
Pregnant: (1Yes [JNo E’ﬂﬁ

—

Neck: (v‘;,\o ¥ Teeth

Mentohyoid Distance:

Venous Access Site :ACCo {dbﬁﬁi']e Exam for regional :

Anaesthetic Plan: CIMAC wLREGIONAL ER-ETT O LMA

Peri-Operative Plan Explained tg the Eiigﬂt: [ﬁ"i’ES/ o No
V .

L= oA AU vy _
CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: wotun W\é‘ 240 Pm

1. DVT Prophylaxis : Wy — @ 200 Pm

Water / ORS 2 Hours
2. NILORAL< ' .

3. Informed Consent: T Standard T High Risk

4. Post Operative Pain Management:«Tiscussed with Patient

5. Other Instructions:

S?gnature:......,..g.. ............... Name: . D0 leuﬁm

Docu. No. : RCH /FRM / CLINICAL / 044
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Baby Of CHINTALA RAJASREE ]
10-04-2028 1Y2M0D gog S g
e ) Chitdrens | @ BirthRight
- ANAESTHESIA CHART  Hiospital | [ rruseosiosmm
Tt ks 3 ot 1o browt tha: |inde. Your Right 1o a Safe Delivery
Pre Induction Assessment:
Change in Patient Condition: O Yes 'ﬂﬁ Fasting Status: -M@M@LE\‘
Physical Status: | &3-Patient Identified - Consent Present E-r7 Chart Reviewed
HR: wagL__ | BP/CRT: 2] 500, {vo / [RR. DelusiL [ Last Feed: 2Pm
Pre-OP Diagnosis: JWHASUGLYAZD. ... Operation: ANANDLAZHL. RIAACH D) Date Ioleehs.
Surgeon: ... MWJ{‘\ Anagsthesiologist: Or cun2dlane. JeBx: Nt dpgpician: MYax: Raeala,
TME U i)
ORI, (PM .
e 0 Ve N
Vil ~uvam .
K ¥Gar YSCIBmAII Y
PIOPBTeL [(Cu g
Blood Loss
A0, (ka0 ) [24v)
ETC0, = i
.
e Gutpul NOTES
|
23
BP 20 ]
¥ Systolic 220
& Diasiolic
X Hbean 200
= Heart Rate 180
Tosmnigee! o1 THvse 160
Tor rriquiet off Tene
1440
Thenat Pack |n -
Trwmal Pack Gut 120
100
so -
40
20
10
4]
385
LAB Valugs
3
g Regional
Temp: I :
{1 HME £ Fhuid Warmer W [ Inhal Estremity s L
[ ClingFim [ OH Warmer %o, ORS 3 Sl Ol Epiowal O] Caudal
\[F-flugger's {71 Cotton Wool {Others:
S e -
0l {71 Nasal Site:
mea Start: ., i’.; kg P!h rnts:. Woicosaiorsisie S0 Needie Size'\ Depth;
0P Start: vuve.. .1- X Parasthesia \]Yes [JINo
OP ENdt ..o 1 Catheter at SK\.n.ucmuwmers €11
Leave OR: .. .S.........._. ‘Y.) Drug Name &
mm: Bolus:
Intusion: \
@*ﬁmmd Anaesthesia Care iy \
0 Regiond T ¢ & |
Line {Size & Location) Transportation to
CIOWP nn i g OPacy DU [ Other
OA Relaxant Reversed [ Yes CiNo CINA
- ,ﬁl': (DL, 226 0 doss ik Namsof e octor DI M2 VI SETHIA-
0 N Signature of the Doctor S

—
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CONSENT FORM FOR'GENERAL / ik | @ st
ANAESTHESIA/ ungaS“pm!rE&ﬂm BY RAINBOW HOSPITALS

MONITORED ANESTHESIA CARE

Patient Name : %@me%afrm Age:..4r........ Gender : MaletT  Female O
UHID NO: ... Y- ~D0IA0R1-....... Surgeon Name: D‘(CMOHMW\‘.
Anaesthesiologist : .............. W, Mwee Mo

Operative procedure planned:.................-.-%; ....... (tM Avosttie. Reduetvn... . £0L.. WWM/@TT)L

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA oo

ieneral 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.

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

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

O Incapacitating Cronic Obstructive Pulmonary Disease

O Others : .... .. ek .1 MV\W@A{P{;LM \LQ/\WT;W/(‘YY)
omments :

« 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
%@CW”WW ....... the above mentioned operation / Diagnostic / Therapeutic procedures

.—H‘L\MMMC'LLM&HUQ LK. mwwc 2eduttvn,

| authorize and give consent for anaesthesia ( Dﬂe@nal / I]»G/neral Anesthesia / [J 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 queiiés 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 PT.0



| understand that there are some infrequent complications that can occur due to use of anaesthesia, these include
pain or some injury at the site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

| authorize the anaesthetic team to perform any additional procedures (for example, Central Venous Pressure line,
arterial line, use of nerve blocks for pain relief, changing from regional to general anaesthesia etc), which are
considered necessary by them during the course of surgery.

That | authorize and give consent to the team of doctors attending on me to administer blood products during the
course of operative period and immediately thereafter in need arises.

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

- Pregnant: O Yes &HW0
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature oPGﬁeral Anaesthesia Pﬁ’féional 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 :

Signature : CHQ?R,Q% ................... Signature : ..

Name : CHQ%A&M ..................... Name : W—

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

Doctor (who is taking the consent) :

Signature : ........ E .................................................

Name : ... DR WAVINESTOA—
Date & Time : LUSM\% ........................
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PUo1-AnAED 1HESIA LAKE UNIT RECORD

_
VWA - m.
Received in PACU by : Q"' VOOV o peceived '3%’1 .......... Time Dtscharged

#40 250 | 1y Cannula SHE : v, Setee VN e
240 240
i 230 230 . Mask ?lmgs
5 = 220 racheostomy
& o 210
% ?gg fx Alrway sajkrmay
8 m :?g Vomiting : Oves ONo i _%.n«
- I~ o IneTue:  CIves o ™ ML&
v :g :;?. Drain: [ Yes
A oftatetaer 120 | Unnary Catheter: [ Yes g%
8 v w00 | cresttube:  C1ves (G0
90
£ pod 8 L I N7 % | i ora Qyes (3
70 70
IV Fluids: .l Xl i kil
& » s | oralrenss ... eAAN(S) ..?m._;
& 40 40
v 328 vl o hd g
10 { 10
i Lt}
sﬁtﬁ"‘l“ﬁi ¥ A
MINUTES
Pﬁsfmﬁﬁ;ﬁ?m“ N Mo Teo Too 1oV SCORING INTERPRETATION
m§m;mm:$¢mw :? ACTIVITY \ L L L L AMinim;-nfo!aIScorecfstsﬁaqumw
Atle 10 move { extremilies voluntary o on command = : Discharge
Abike to deep beeathe & cough keely =2
e M ot i A0 2 12 1 | 2| 2] bxcoptions to this, are 0 be explained in the
3*’ % A1 B P Dol Jrve =g space below by the Discharging Physician:
8 = 20001 Pro Arseselc ine =1 oRouLAON v Z. I O 2
o s OO Z1 cosciousness ) \ .
ponting = 2—— 2—-
=2
%:m:ummnmymmam :é COLOR Q_ 2— SN - 2
g (1\0[\0| 10
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention A, ignature
4
b | S0 | W . AL
o\ | S0

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

Pain Tool Used: (O NPASS [

Anaesthesiologist Name : a. Euecy 2 hoors tor Rk 36 hours

. . . i b.  After 24 hours every 4 hours
Anaesthesiologist Signature: o Poorio il mivin NHI0H
Date & Time: d.  Within 30-60 mimdes after pain relief intervention
PACU Nurse Name :
PACU Nurse Signature:

Date & Time:
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Department of Anaesthesiology _ A pitpac
EPIDURAL ANALGESIA RECORD

Date: .....conreeeeercrmrcennseecnriee TIDEL cevneereveesscsonesss PTOCEAUTE AONE DY <.vvveereeceerernecesennee

CSE /Spinal /Epidurdl POSItION : wovveveceeneees SPACE Leveererreenenrennisssseennes T1ECHNIGUE (LOR/LOS) oveeveceeenene
DOPH:....coocciaiiivssisinios Catheter at SKin: ........cceccemreneermensesssnses ARBMPLS © ooveeeeecrereereseresaseessensoresseraensese
Parasthesia : Yes/No if yes details : ......cooceeeeeeeeerernanens

Solution Composition : ..........oveereeee
Any other issues :

- ;
B cssaminis i

Infusion Rate Level Maternal
Time (ml/hr) Bolus (ml) Left Right | BP | Pulse FHR Comments

Delivery Details : ~ Time : ..........coveerenere APGAR: ..ccvvvveeveeeen. SVD/ Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA : ...u.evveeveeeesemreeeemesseremssessenns

Pationt SAUSIRCHON  .covcs i ssesssasssssissssssssiisrersesins

Discharge /Shifting ordered by
DUCROr SIS J.....ciinimminirisssommsonsensranss
DOCLOr NAME: ......euvtccreeecrencanesmnsaserense

Date and TIMB | suiciaoivmivnmine
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

Date: ;9/6[16
To Be Filled In By Assigned Nurse:

Department: -@ﬁ_ Duration of Procedure : LBWU;-,S
Name of Surgeon: %‘Yl\jﬂ‘,’f"zﬂ‘l"ﬁﬂ& Date of Admission : ID[AIZL ..............

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

IE Staff Signature
| S|
1. | Antibiotic given prior to surgery? [Yes o
[ | Single Dose Antibiotic ~ Or [_| Long Antibiotic Regime
,| Antibiotic administered within 60 minutes prior to incision? | | Yes | | No 9\43&’;
|
} I O B AN, oo e e simsssssssnmmsstinmmsrevsarrensarmrasasarstasmprnssressness
i ;
| 2. | HairRemoval []ves tfo If Yes: [ 1 Surgical Clipper # |
' . |
! Department where Hair Removed: | ' Ward | | Operating Room | / ;
| i A OO N [ sS40 1 U1
Skin preparation done (cleanse surgical area with antiseptic agent)? v“Yes | | No |

3. | Patient's body temperature immediately post operation (Recovery Room)%‘a °C Q\
1 Oral  Or V_/Tympanic (Goal: 36-37°C) e

i 4. | Name of doctor or staff administering the antibiotic: .............cooevoeiceeeeeceeeerenn, l;
Date & Time of antibiotic adminiStration: ..............c.ccccccoovevriiiirie s &" |
lolbl26@ 5 \s e |

Date & Time procedure started: . ¥0 | b | @S‘I’"\J |

~ Sl o SR WSS

Ensure formis filled in 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 SSI form) are completed properly
Forms must always be keptin Infection Control folder in respective department



s . 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 4 .Telangana, INDIA ,500009.
Hospital Srihfiant TEL NO :040-42462200, Ext 2000,2001,2002

S WEB : https://rainbowhospitals.in

GENERAL CONSENT FOR TREATMENT

Patient Name: Baby Of CHINTALA RAJASREE Age : 1Y2MOD
IP No: IP-00060304 Sex: Male
Consultant: Dr. JYOTI BOTHRA Ward/Bed No: N 0 GF-EMERGENCY/ER 103

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

Iso consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for
insurance 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.

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

Note:

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

~ | have received attendant as per my room category. | understand that | have to return it back at the time of final bill
learance. In case of failj submission, | 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:

x |
N MOH‘M MPJD m\(jh_ﬂ'ﬁ\ D\deDpf YJ Patient Address:
Relati hip: Bﬁ }.*-‘,9 f H NO:6-7-95/A,0LD BOWENPALLY
e Bowenpally Hyderabad Telangana
Date: [51 bb M Time: ) 3 'E_UO‘ O INDIA 500011

Wittness Name:

Wittness Signature: E/

Printed Date / Time : 10/06/2026 15:36 Printed By : 021447 Page 2 of 2
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EAKLY WARNING SCORE: CHILDREN’S UNIT

ﬁ?ﬁme:

| Doctor / Nurse / Family Concern?
04 y
103
102
101
?gperalure 100 hgr—s 1A LT A I{r
. P y o o
L =0 - r's?ap—'l_ o -% e -
98 g - 1 oy
97
96
] %

94

Heart Rate lgg

(bpm) 160
150

and 140 =y

Blood Pressure oo | ettt et ]

(mmHg) * 110 A4
100

Note: 80

BP does not score gg

in early 60

warning scoring 50

Heart Rate (Number) 2\ V3 \
70
60
50

esp. Rate (bpm) 49
ver 1 Minute) * 30

2
10
Resp Rate (Number) t

Resp \M‘W Severe ARERE IEREEEE B
Distress | None / Mild -.-------.-._ | O O O Y 0 O O 0 O 0
Receiving O, (/min) | Pl e ey EEEBEEER

0, Saturations (%)

Conscious | Normal

Level Altered

GCS *

TOTAL SCORE

Number of shaded boxes |2 e ° o |0 0

Pain Score 0 n NIE ol 18| |I®

Observer's Initials oy 5ok pu] [od v B4
Score 1 - Continue normal observation by staff nurse

ACTIONS Score 2 . Shiftin charge nurse to be informed and continue hourly observations

NB: Scores 3 should be Score 3 - Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.

recorded overleaf Score 4 - Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to 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 team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

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.

* 6clinical 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.

* AnyEarly Warning Score of 3 or above should be recorded below with details of any subsequentaction initiated

Record Details when EARLY WARNING SCORE > 3 Record Time of Review and Plan

Date Time Early Warning Score Date Time Name

* Ifatanytimeadditional help is required, call help - regardless of the Early Warning Score!
* Followinga 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.

| IDENTITY: | am (name), a nurse on ward (X). | am calling about (child X)

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)

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.

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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Early Warning Scoring Chart | »==wmem Your ight 03 afeDelvery
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EARLY WARNING SCORE: CHILDREN’S UNIT

102
101 —r: - "‘ #‘
(I )
Temperature 100 - - .
(9 % =l
% ”

! ] "

95
94

Heart Rate ﬂ;ﬂ
(bpm) %0
e .
Blood Pressure :gg -
(mmHg) * 110 ”
Note: /1::’
BP does not score  %°
in early
warning scoring
Heart Rate (Number)

esp. Rate (bpm)
(Over 1 Minute) *
Resp Rate (Number)

Resp | Mod/ Severe
Distress | None / Mild

Receiving 0, (I/min)
0, Saturations (%) a N
Conscious | Normal N ! 3
Level Altered
GCS * oL nel he ; \
TOTAL SCORE v
Number of shaded boxes ¢ b ( ‘—7} pa
Pain Score ® ° b i
Observer's Initials 18

Score 1 : Continue normal observation by staff nurse
ACTIONS Score 2 : Shiftin charge nurse to be informed and continue hourly observations
NB: Scores 3 should be Score 3 : Shift in charge AND ER doctor/Floor Registrar to see and half hourly to hourly Observation to continue.
recorded overleaf Score 4 : Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to 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 team.
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CHILDREN’S OBSERVATION
and EARLY WARNING SCORING TOOL

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.

* 6clinical 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 be recorded below with details of any subsequent action initiated

Record Details when EARLY WARNING SCORE >3 Record Time of Review and Plan

Date Time Early Warning Score Date Time Name

* Ifatanytimeadditional 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.

I IDENTITY: | am (name), a nurse on ward (X). | am calling about (child X)

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)

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.

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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| FLUID CHART |

plelzto

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.

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

Intake Output VSt
Date | Time gaaﬁi% Route NG | Diarrhoea | Vomit | Drainage , Urine 92%3‘1205- ,‘E’fjgrgé
Mouth LV N.G
08:00 am F
09:00 am
10:00 am pd
11:00 am
12:00 pm /
01:00 pm 4
Total Intake : i Total Output :
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 yomS ~
09:00 pm 25m) |
. [1000pm 35m) 1 5 /1
O [0 om e arem A
12:00 am %G M\ " Ap\b
01:00 am 35w |
| Total Intake: 135 ) Total Output : -
| 02:00 am 22m) "
\5\“03:00 am 02 a5 m) — 11 [[a)¢"
WU | o400 am g M) P
05:00 am 25m) @hwv’\
06:00 am 25w/
07:00 am s - )
Total Intake : Q| 0% Total Output :
Total 24 hrs. Intake LBS ™\ Total 24 hrs. Output Yt
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| FLUID CHART )

nl ¢l 24

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.

=+ S
i

IvVSite |

" .Nature
Date Time of Fluid

Route

NG

Diarrhoea | Vomit | Drainage [ Urine

Thrombo- [~ e——
phiebitis | Sign.
Score_ Nurse

Mouth

LV

N.G

\ J

08:00 am

S

09:00 am i

25n

\ﬁ 1000am
@ ¢oﬁ§

(2.¢nd

N

12:00 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 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 L7

04:00 am /

05:00 g’

| 9600 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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1. All measurements in ml.

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

Intake

Output

IV Site

Nature

Date Time of Fluid

Route

NG

Diarrhoea

Thrombo-
phiebitis

Vomit | Drainade | Urine | PREDT

Sign.
Nurse

Mouth Y

N.G

08:00 am

-09:00 am

10:00 am

11:00 am

12:00 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 :

02:00am | /

03:00 anY

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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Hospital BY RAINBOW HOSPITALS

Tt takes a iot to treat the litte. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

——

Drug AlIBIGIBS: ...ttt tasaa s

/ Not known any Drug Allergies

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

UL R o A

$.No (Gsuenlgﬂfﬁf{l&ggﬂ‘ IFETTERS) (mg?:fzg) (Po,I:l%l,J;E:, lv) | FREQUENCY b”;ﬁfﬁ?ﬂﬁ ?‘éﬂ?gf.'ﬁg
1 Oc Ooe
¢ . 0c CJoe
2 Oc Ooc
4 Oc ooc
. Oc Cbc
. Oc ooc
! _ Oc ooc
8 ¢ Cbc
9 Cc [Inc
10 (1C [LIDC

MEDICATION HISTORY RECUHDED/VEHFIED BY
Doctor Name & Signature : .. &Y. V.. /( 2 o °‘~

Date & Time : ......

,/Wvﬁm

Nurse Name & Signature: ..

Date & Time : .... { ‘LG@ ..... 31 ’,ltff)ﬁ

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

Y

wlels 6@ 2PN

* C- Continue, DC - Discontinue
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Hos p i ta' BY RAINBOW HOSPITALS

It takes a lot to treat the littie, Your Right to a Safe Delivery

DRUG CHART

Date of Admission: \b\B\ZG ............. Drug Allergies: ............c.c...... er= /Nut 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.

SO0S / PRN (As Required Medication)

Date

3

DRUG :

Tige

Dose Route | Frequency |Start Date

Doctor’'s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

v

Ti{'DB

Dose Route [ Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Tirvne

Dose Route | Frequency |Start Date

Dactor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118

Page: 1/4 (P.T.0)
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Baby Of CHINTALA RAJASREE
10-04-2025 1Y2M0D (M)

-
Or. 0TI BOTHRA REGULAR PRESCRIPTIONS  Weight %’—‘c\j ward. ..0.........

AL v

D t
é UHUG : jafhv\avwlﬁ“&fmtg_ == L‘“ﬂ \\g

Dose Routé Frequency Star) Date Cp

e R T

Starting the Drugs:

X |&som| Tv | gty o]y [ )/
[l

~ Name & Signature of the Doctor '
Q V 7

Y

DRUG: Tuj- Buttop AN TDi?r;ee:m\" A\

Dose | Route |Frequency |Start Date| ( o ;
Uy | T | gty ro)ih L

Name & Signature of the Dottor

Starting the Drugs: g;,,] /
@r - Irrethanh- Ep

Additional Instructions:

& prukmlv w
Additional Instructions: , _&
301\.1 [b}/{db& .
Daily Doctor’'s Endorsement by a Sign
s
2 g
G

D O'tnj[ ‘?W"‘-

Daily Doctor's Endorsement by a Sign

v

DRUG : %?It_‘g

Dose Route | Frequency [Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

v

DRUG : e

Tlgne
Dose Route | Frequency [Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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VIH-00180817 LA RAJASREE
Of CHINT, n
?;-azozs 1Y2M0D (M) Weight. 9’}‘;7 Ward. ﬂ‘ ............
Dr. JYOTI BOTHRA :
MY Date>
ije Nurse Sig. ] Nurse Sig. I Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign Or. Sign.
ROUtﬁ Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor fose o e -
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: | e e =N L T
A Dr. Sign. Dr. Sign. ¢ Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIU]B I Nurse Sig. Num& Sig. l Nurs&ibo. ] Nurs& Sig.
Dose Dose Dose Dose
DRUG : | Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
ROUte S!art bate Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor [ Duee Do e
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: i e e o
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
, i s Dosage & Other ;
Date Time Medication kstuctions Route Signature Nurses
419  [ThT . DeadoeTHa ~ ' \Q_— N
\0\b TG
o\ o™, ane N
(b mﬂ \'_rg)
4,49+ ayuiat 3 R
(2veny \es ldow)
wls | 4Wpn|INT- Busoran | umge v\ R
y ﬂ "
(RANCSAINS
BuTyL
neo m.w()

Page: 3/4

(P.T.0)



VIH-00180817 IP-00060304
Baby Of CHINTALA RAJASREE
10-04-2028 1Y2M0D (M)

' %\u) ward. 0.
ey EOT] ITHRA L.V. FLUIDS CHART Weight. .53 {Ceq. Ward. .M. |...........
AR T

uvdic NG

iti i Doctor | Nurse | Date of | Doctor | Nurse
_.omposition of V. Fluid Flow Ratef Lot ) . ;
(i infusion, eton i = Megkgmin ey | NOU [“mimr | Sign | Sign |Stopping| Sign Sign |

‘g.r\ 3 Q’éy}: %9%
\&b\]/ ‘,XU; j\’-—f—-‘/-l LIRSS ‘.T/-V g }ﬁ/ﬁf \\\\9

Page: 4/4
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ﬂlﬂllﬂlllﬂllllllllllllllﬂlllll Hospltal| | g e
RESULT SHEET

I\

Date (b2
Time 16108
Hb ¢ -J
PCv 260
RBC
WBC 620
N/L
Platelets Uiy
CRP
ESR
PCT
RBS
Na 1E
K W<
Cl lod
Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138 (PTO)



Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Cells
" CUE - RBC Cells

CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

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

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

Radiology : USG:

................................................................................................................................................
................................................................................................................................................
................................................................................................................................................
................................................................................................................................................
MRI

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

.................................................................................................
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ESTIMATION SLIP Rainbow’ | @ g iy cioh

Hospital BY RAINBOW HOSPITALS

-t Jblﬁl%‘- uHID/IP No.: \J1t = 190 B ¥~ s1. No.: 28 8 80 e

Name of Patient : BD QQ_\%'EC-C—- Age:\\l‘Y Gender: M

“ather's / Husband’s Name: M Ye N, \&m"‘"] Corporate/Occupation :

den:sa:i ;nmm‘mllﬁ Phone : —‘\'Li ‘{) ?B lg\o\ Email :
srocedure/Plan: H\-I A )

DOS:
MODE OF PAYMENT : [J SELF & TPA : MA;_M GIPSA ﬁk_ﬂim O OTHER,
TARIFF INFORMATION : Dy "Ayo h btrH\ﬁ

ROOM DAY b
CATEGORY GW SW TSW PR DLX NICU PICU MICU CARE ?
Room Rent & \ ‘

Nursing Charges i L F* \'3\ N 00 N "—O’U ‘
Doctor’s Fee Vi o8 ; 119 [al Noon| T2 w0y
L | - 3 oy
£ 00 , (19,000
5 P ULARS -/ AMOUNT ( ¥ )
Surgeon’s / Anesthetist’s Fee / O.T Charges | | 05 0/0‘0] -~
O0.T Consumables 10 lDQo o Subject to approval by TPA/Insurance Company
Instnylﬁt Cha:ges / Not Covered by TPA/Insurance Company
Phafmacy, Consun}ﬁsles & Investigations —§  Asper actual - Not Included In Estimation
Naulomient Monitor: |, *5qD|— [ Oxygen: | Infusion Pump/Syringe Pump: O G‘D{ =
Ventilator Conventignal: HFO-SLE 5000: HFO-Sensormedix:
Chary - ) -
Photgﬂérapy SMuq"am: Double Surface: Triple Surface:
B s /TFon GF A As per actual - Not Included In Estimation
Package NPy — L 000/~ | PP~ sl MrD -—jsm/ — Diet-1,000] i
Othes  on&0) 14N wstvipay, S5 DA, ST hat
Initial Mifiimum Deposit 5, DOO""_ /
T I

MARKS : == =
_he 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.

4. 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 categories 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 [P Billing Department .

DECLARATION
ed costs and other conditior

have attended the Financial Counseling desk and understood the expes
aim with the hospital.

apphcabiZéaW Insurance Company rejects the claim for whatsoever reasons at any point of time after discharge, I promise to se K

Signﬂre of the Client Signatory Relationship Signature 0 Financial Counselo




T




Rambow ‘
Children’s .Blrtthght
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It takes a lot to treat the ithe. | Your Right to a Safe Delivery.
VIH-00180817 IP-00060304
ACT'V Baby Of CHINTALA RAJASREE NG
1n m-:nz.-. 1Ymon (M)

e T |
e e o il Consultant : Dept : Pediiaku o

Date of Admission : —‘-D—LG-LL--G-- Time: 3-:-5£—?1‘—’L0ate of Discharge : Time: -—=~~—u---
7 =
Room:Bed o : 2L ward ; ——f0et Suggested Billable bed type :
WARD TRANSFERS
Date Time From To Signature of Nurse

olalheo | av40n | £ 0.7 fﬁlﬁ

\U\b\% S:dapm | O |3+ )
Cross Consultation Visit

Doctors Name Date Order No. Signature
1.
2.
AN

3. \

4,

5.

N

6.

7. ™

8.

9. ’

10.

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



INVESTIGATIONS

Date Investigations Order No. Sign
lolibel Ccry o rlmg}f}m 2olanC | oAb
We A 26004266 | &0

v

(ﬁé’{m‘lq ¢ hi\ u&h@ &)1—! = la ;—Q?C‘} k_q' l \\Q, @ ‘agﬁ) ’




i

MEDICAL EQUIPMENT ( WARD & ICU)

Date E’:z?;:;‘t Cor}?:qc;ing Disc?rr;:qzcting Order No. Signature
' . R ) g
'@3\‘6 Qa%,ma'iﬂg_gm\n{) 2 60 L/ﬁ.m(f PR ogq g =0
h |
C‘%O‘\f:» P\AQ chlﬂ ’Jld" (Q—CA-Q f“ﬂf(‘, U\\& /\; %h&) Q




PROCEEDURE

Date Proceedure Quantity Order No. Signature

10 EJJ_G Tv’ fl)!a codce” ) %O%ql%’ﬁ . A
C!Z- - PHE ' 1688 ¥ A N

[0

-

Coaa CDAU:J\QLQ }?6 (ceb oond \\:\@@’ m

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

}.
s A




