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Name Master K MUDITH UHID VIH-00206301
Mr K H K SHIVA : _
Father/Guardian PRASAD Age/Gender ' 17 Y 4 M 17 D/Male

| HNO-1-1-144 BHAVANI NAGAR ,NEAR ANUTEX SHOW ROOM, Malkajgiri,

Address Hyderabad, Telangana, INDIA, 500047
IP No IP-00060499 Admission Date 27-06-2026
Ref Doctor Discharge Date 28-06-2026

DISCHARGE SUMMARY

Consultant: Dr. VIDYASAGAR DUMPALA
MBBS, DNB
CONSULTANT ENT SURGEON
APMC - 47166

Diagnosis: Adenotonsillitis

S/P- Coblation assisted adenoidectomy + tonsillectomy under GA done
on 27.06.2026.

History: Master K MUDITH is a 17 Y 4 M 17 D boy presented with history of
recurrent inability to breath, mouth breathing, recurrent cold and cough,
frequent waking spells. For the above complaints, he was admitted at Rainbow
Children's Hospital for surgery.

Examination: He was afebrile, maintaining saturations at room air and
hemodynamically stable. Heart rate was 80/min, blood pressure 110/70 mmHg
and respiratory rate - 20/min. Grade-Ill Tonsils + Grade-Ill adenoids present.

Weight on admission : 89.2 kgs.

Management: He was admitted in the ward.

O 1800 2122 @ www.rainbowhospitals.in




Name Master K MUDITH UHID VIH-00206301

Procedure : Coblation assisted adenoidectomy + tonsillectomy under GA
done on 27.06.2026

Findings:
- Grade-3 tonsils
- Grade-3 adenoids

Operative Notes :

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

- Coblation assisted tonsillectomy done.

- Hemostasis ensured.

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

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

Advice:

1. Diet as advised.
Tablet Taxim-O (200mg), 1 tablet, 12%" hourly (after food) for 7 days.
Tablet Calpol (500mg) 1 tablet, 12% hourly (after food) for 5 days.
Syrup Mucaine gel, 5ml, 8" hourly for 7 days.

Syrup Relent Plus, 5ml once daily for 7 days.
Syrup Bevon, 5ml once daily for 1 month.

Nasivion Nasal Spray, 1 puff in each nostril, 12th hourly for 7 days.

Nasoclear nasal spray, 1 puff in each nostril, gth hourly for 7 days.
Kindly consult Dr. Dr. Vidyasagar Dumpala, Consultant ENT Surgeon, after
7 days in OPD with prior appointment.
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| Your Right to a Safe Delivery

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

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

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

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

‘ . 2 )
Name : ].4 . Pfcxlé‘)\rﬂcﬁ. Signature : ‘?&é‘{*%\}&
"

Relationship with patient : sh© Lhey i
This summary has been explained by :

Summary prepared by : Dr. Vishwaja .
DEO : MD Younus Pasha Wl \\,v’”’f

Registrar/Resident/C.M.O

/

Dr. VIDYASAGAR DUMPALA
MBBS, DNB

CONSULTANT ENT SURGEON
APMC - 47166

HIMAYATHNAGAR BANJARA HILLS (1, NABH & NABL Accradited) HYDERNAGAR [NABH Accredited]  KONDAPUR OUTPATIENT CLINIC (JCF Accredited vF)  SECUNDERABAD (NABH Accred KONDAPUR LB MAGAR (NABH Acoredit NAMAKRAMGLIDA
margency 3 040 - 4BATI000  Emergendy 040 - 4466 ST55, 91000 29514 Emargeni a . pey 040 - 4246 2 - 3 : =y R

® 1800 2122 @ www.rainbowhospitals.in
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Your Right to a Safe Delivery.

UHID No : ----- ----- Consultant : Dept L2
Date of Admission : '}Ayﬁ-&?:—@——- Time: --- 5.2 ﬁ("ﬂate of Discharge : Time: ======ezuu-
Room / Bed No : ~---gy*-f------ Ward : ------ = 4.2 Wl Suggested Billable bed type : --------
WARD TRANSFERS
Date Time From To Signature of Nurse
2NGILE | AUThn B/ il .
AeRe [ 1.50Pw | 0T 3] ﬁl

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

10.

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



INVESTIGATIONS

Date

Investigations

Order No.

Sign




MEDICAL EQUIPMENT ( WARD & ICU)

Name of Connecting Disconnecting Order No Signature

Date
i Equipment Time Time
§

26 | DA Rabe. 050 AL | 1aopn_|B09562 | 4
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PROCEEDURE
Date Proceedure Quantity Order No. Signature
ya G\ € Vwplacomoud - ! @ 2005% |/ B,
PRC Aoy O 309080 )
e
SN ALY
ANY OTHER INFORMATION
Date : Time : Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
S




DEFICIENCY fiaries * 1T OF MENICAL CASE SHEET
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Master K MUDITH Ela'llill‘gr(::t:’s »® BirthRight
ooxa 17y w70 rospital _ | W zmmenemc
ame Dr"r,iovmcm DUMPALA IP.No:
- IIHIMIIIIIIHIIIHIllllllllll —
No. of e
SI.No List of Records Legibility Completeness Remarks
Pages

1 Admission Sheet L — —
2 Discharge Summary 2 — -
3 Nursing Initial assessment form 1 —_— it
4 Patient Trasfer Forms Ly A — S
5 In-patient Medical Record 2 S _
6 Doctors Progress Sheets ] -— i
7 Nurses Progress notes > == 2
8 Consultation Sheets
9 General Consent for Treatment ] e —
“ Conset for Surgery t — —

Consent for Blood Transfusion
12 Consent forChemotherapy
13 __| Consent for High Risk | — —
14 Consent for Restraint 4\ e —
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) 2- — i
21 Pre Operative checklist 1 e i)
22 Surgical safety Checklist 1 — —
23 Operation Theatre notes \ — —
24 Nurses Clinical Presentation
25 TPR & BP chart \ == ==
s Intake and Output chart (fluid Chart) 1 — -

Drug Chart (Regular prescription) 2 il —

| 28 Daily Investigation sheet
29 Investigation Values (Result Sheet) ) - T
30 Nebulization Chart
31 Diabetic chart
32 Nutritional Review chart ] = .
33 MLC form (in case of MLC)
34 Patient Educatlon Form
nther) 12 e —
N 3
s Yoo
WOV A
o el e \Y] =
Total No. of Pages U= — P X i

Signature and Date :




ERROR LOG

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

ICD CODE :-

OBSERVATION: -

DATE :
MRD EXECUTIVE



e ‘ Rainbow Children's Hospital - Secunderabad

Rainbow H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S ,Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children’s ; Telangana, INDIA ,500009.
Hospital “ﬁ*’fg”‘ TEL NO :040-42462200, Ext 2000,2001,2002
HEPn. WEB : https://rainbowhospitals.in
ADMISSION SHEET

(IR
Reglstration Detalls : IR DALY

Admission No : IP-00060499 Admit Date :27-Jun-2026 Admit Time :08:31 AM UHID : VIH-00206301

Patient Details :

Patient Name : Master K MUDITH Age :17Y4M17D

Guardian : Mr K H K SHIVA PRASAD DOB : 10-02-2009

Gender : Male Religion

Occupation : Martial Status

Address (H) - HNO-1-1-144 BHAVANI NAGAR NEAR Phone No : 9391012397

ANUTEX SHOW ROOM Malkajgiri Hyderabad : ;
Telangana INDIA 500047 E-mall © NAGOMARCOM
mission Details :

Bed Type : SHARED WARD Bed No :ER 102 Ward Name : N 0 GF-EMERGENCY

Room No : ER 102 Admission Type : First Visit '

Contact Details :

Name : Mr KH K SHIVA PRASAD Relationship : Father

Contact Address : HNO-1-1-144 BHAVANI NAGAR ,NEAR Phone No : 9391012397 / 9849272909

ANUTEX SHOW ROOM Malkajgiri Hyderabad
Telangana INDIA 500047
r\l , ’
Ry
,ﬁ{
Signatu
ictor Details :

Doctor Name : Dr. VIDYASAGAR DUMPALA Specialisation : EAR NOSE AND THROAT

Referral Doctor : Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode :Cash Payor Name : NIVA BUPA HEALTH INSURANCE

COMPANY LIMITED

Printed Date / Time : 27/06/2026 08:33 Printed By : 021034 Page 1of 2




Patient Neve > jpgsuse  “H UHID : VIH-00206301 IPD : IP-00060499 Gender : Male Age : 17Y 4M 17D
Tﬁ:_;:o:uu ‘-T Y 4 M 1'." D (M)
Or. VIDYASA
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Chiidmn’s BirthRight

I—— . w_,_g_ | O
EMERGENCY ROOM TRIAGE FORM g4.1ly
Patient's Name : |.) 847 rmgﬁ"‘k S Gonder; Afle [ Female
o R . ... winise:.. 0 %Am
Allergies; oG [ Yes [ Food [ Medications [ Biood Transfusion (] OMer (SPECHY): ......c.ocoooocrmmivmmmiinces L) NOLKROWR
SOUICEOF IVOHIIEON : oAU TR 1] OMNOES (SDOOMYY ooicicnssiinsoiveissonsssonssssosisgastysss iensvhens aisseads éorssssiss s i damasbassssive s daspusi s RO R
Made of Ariival - 7 ) Wheelchair " Ambulance
initiad Vital Signs:  Temp: L ¥ "F or Hblm o 119151(393” o blm

ﬂ

Chief Complaints: SOT....... _@m_gm__:&s‘f_m Qe %ﬁ&@{\ . i, Bl

INITIAL PHYSIOLOGICAL CATEGORIZATION

; Nmna: A mm 3 increased ] Unstable :

[ Sick Looking - ngmmwaamw [0 Decreased [ Gasping/Apnea [0 Not - Life - Threatening
= Abnormal [ Life - Threatening
Triage Classification CTAS
Level 1 Resuscitation 1 Immediate
Level 2. EMERGENT : Life or limb threatening T < 15min
. Lewel3: URGENT : Signiticant ilness / injury with potential to become life or limb threatening 30 min
o~~~ Leveld: LESSURGENT : Significant iliness but not life threatening ~"  60min
Level 5. NON - URGENT : May receive care when convenient ' 120 min

NOTE : All immunocompromised children and preterm babies to be considered Level 2.
Ali Children less than 2 years age with high fever 10 be considered Level 3.

Communicable Disease Triage Screening
PART A. The foliowing questions shouid be asked to all PART C. A positive communicable disease {riage screening is
patients at the initiai screening: considered lor any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past 2 Ves Ao following criteria:
weeks | Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks “ves A0 o
: . 1 Any patient with fever and respiratory symptoms who answered
k8 ?Bnm?zmmmdm«mmmm m/( “YES™ to any of the Sors o stadaniclonic: sk factors in
W “PART B" of the triage screening above.
PART B. mmmmmm{m
symptoms: [ Not applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close | Yes communicable disease triage screening)
contact with someone who has recently travelled outside 1 Patisnts shoild ba'i iately i ina
: i mmed isolated in a negative pressure
mmm.mthep‘aslm\naeks? room or a single room (as appropriate) for pending evaluation.
VS, S8 LOCRHON: ..o ccoiiviicsnosinis smasismsminiesiosminsiis "1 The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare | Yes / lo already wearing one.
worker? {please encircie the choices} (e.g.. nurse, | . "
ohysician, ancillary services nel, allied health | 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 exposwe 1o an
individual with a highly communicable disease or
unexplained, severe febrile or rash disease?

Name of Triage Nurse : S ‘H‘f Signature of Triage Nurse : @.— ...............
Date & Time : 33‘[“}-5 @ g 30'61'\

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




"VIH-00206301 “ipocossase  DITH UHID : VIH-00206301 IPD : IP-00060499 Gender : Male Age: 17Y4M 17D

Master K MUDITH
1ll 02-2009 17Y4M17D (M)
YASAGAR DUMPALA

% o
i el
Hospital

RN i e

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date zy‘ 1 Time of arrival : 8‘.3,!&17 ,,' I&'L'ﬁj
Chief Complaints: fo‘bn“" ..... Core .. -CQY &mﬂ@ ...... Me ...... Aﬂn s: AN

Height : . .. Weight : ﬁzl BMI: i Head Circumference (<2 years) ... e o5 A
Allergies:  Yes /ﬁt; . Medications Biood Transfusion LI Fon8. - VOO i i i s s
BUBE IBITHIE i e ittt ey o rvssssa shid s rase ey M Ml o s 205 i w SO L eV A A s i B
- L8
Pain Screenin Yes [ No If Yes, PainScore: ... ©........ PainTool Used: ' NPass [/ chc/’a" Wong Baker
CRAtacter .......covnvivoeee [1LOGEEON .....covenenso . 13 Frequentl..occ e, LV DHSIR S o coiocriins
RISK FOR FALL: Functional Screening: _~Tio Abnormalities Detected
L W patient is < 6 years [l Mobility Problem
tick below fall risk intervention directly 7 Waikmg Problem
2.5 . j i rmali
History of Falling: within past 3 months [lYes [No Mo sl Gonganitat Alaomasty
Ambulatory Aids: _ Inform consultant for positive criteria
* Wheelchair [lYes [ INo
* Uses furniture for support 1Yes [INo
Gait/Transferring:
» Bedrest/ immobile Yes .?NU Rmﬂﬁonai Screening: &7 o Abrormalities Détected
* Yo i S Underweight
e Impaired “IYes [INo 5 *ﬁ
Mental Status: Forgets limitations (JYes [INo Verueignt
. Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING [ Special diet
i (0 Specialiesding method
r Eseart while ambulating . 0

t Patient Intorm consultant for positive criteria
¢/~ Educate patient and family on fall precautions/prevention

Psychological Screening: 'z?ﬂﬁigmﬁcant Findings

Unusual concerns about patient's Psychologicai Status: [ Yes
If Yes Consultant Notified: ... ... 7. . {Date/Time): ..
Social History: Lives With . s -ﬁm i |

Time of Initiai assessment completed by ER Nurse : i.,ss‘{’m

Doeu. No. - BCH /FRM / CLINICAL / 120 (PTO}



Patient Name : Mast. K MUDITH UHID : VIH-00206301 IPD : IP-00060499 Gender : Male Age: 17Y4M 17D

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

sze Nursing NO!BS

. "M# \-\enlr‘ Come. "]'0 é—R ke
Lizokm & wiaﬂ choclied R Recwded
| B2 3“‘3‘"’;%0&!’/ seen e {\.,L."mrl— Adueed ddmiasion
130 Admiss fon Procese done
& v plalemen

+ }mJ— Lad 1o Sum pm
& o wadcy - 8:0e Am
& patlent slofld b (= 4
Samples collected by: Time:

Samples sent by : Time:

Medication given in ER:

2 ol RS0 0 Moo, 5o o o Sani |
N
i
_Condition of patient at time of shift - out : __ Details of Shift -out
a-“l\dl;l BP: unl#nl'!;) GFT .‘PASM Shift - out from ER to: ..... O, -
""" Hl ey ““’Zg o | Time o Shif-out. ‘}?E( bl2& @ Alepe—
..... o . Temperat
Sos. A “ ST Handover given 0S¥ Tk i
Pain Score: ... 6...... - (Nurse's Name -8Y-N
Repedt RBS (if applicable): ..o ST R nsssnisesnie ' 3 Mﬁ
Tick as applicable: 2 MLC CILAMA “'BROUGHT DEAD
Procedures GONG WIth DBEEIS (T AIW): ..cviivnaiioiisissiaiansioasssitpess ssisnnsransissisgliast veis bubusnonsviiabasisssususitsnsnsses T RTITTT
.......................................................... __L\/'olaCemen cl.am: B

@
Name of the Nurse : <&X»... q@ama ................... Signature of the Nurse : @_ -
r
Date & Time : iqﬁr‘}’f(/s)ol'{w



PATIENT TRANSFER FORM

I\

Rainbow®

Children's | & BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a ot to treat the Bitie. Your Right to a Safe Delivery

Patient Name & UHID No.
VIH-00206301 IP-00060439
Master K MUDITH
10-02-2009 17Y4M17D
Or. VIDYASAGAR DUMPALA

L0 lllfllllll

Date & Time of Admission

M) J:}IQ‘LGQ ‘3\%‘3%

Date & Time of Transfer Order

23lel2¢ (@ Q! Ushm

Transfer Ordered by Reason for Transfer
From Unit To Unit Information to Attendant
Yes[+~  No[ |
cR OT

Number of Sheets in Clinical File

Number of Imaging Films

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

Yes[ 1~ No[ |
N If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3.
4,
5

Shifting Summary / Notes Written by Doctor :

Yes| |

s Koo

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

D fathacth

Patient & Clinical Records Received by :

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

] Nurse not Available

[ ] Available Bed not ready
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R, e Rainbow” | @ g pight
Sy LY Hospital | {f)zsemerm:
i

SURGERY DETAILS

Date : “7/?\«64‘% ....................
pationt Name: (YA Q. SXEH.2 K. Muditha....... Date ot Birt: .10\ 2 \ 2.6 Age) L
Gender: &mlﬁm ...... Ward .. QL UHID No: £, 2-:0630.\...........

Date of Surgery: a6\t _[1LOFT (10T-2 [JOT-3 (JOT-4 [J0BGOT-1 [] 0BG OT-2

Name of the Surgery : ........ Adenoterm [Cetor, . BB e o4 A< e
TIME N oo [ Oqoﬂ%/ Time Ot :........ ) dof.....
NAME AMOUNT

1. Surgeon @R/\ch’\g&g@%&n ........... C,O}:)\leAJCD‘ﬂQL\dﬁﬂ%
2. Anaesthetist ERH&W?ML{‘ ................ 209520 0. 0fdesyo
3. Assistant SUGEoN : .. 5o s oo | .Q..E.SD&m.};o...\l’-zo

4. 0T Technician B@RQ«kQﬁﬂ‘ ........................................................................................... R
5. Circulating Nurse :..... Sﬂjgw ......................................................................................

] TR << ¢ TURY (0,76 . YT o O
Special Equipment: [ | Laparascopy [] Broncoscope ('] Harmonic (] Morcelator

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

[] Neuro Cusa [ OtherS v
Signature of the Surgeon Signatu:e%c_i’r%u)iating Nurse

Docu. No. : RCHBH /FRM / GENERAL / 114
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i PEDIATRIC IN-PATIENT
3 MEDICAL RECORD
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Docu. No. : RCH/FRM / GENERAL / 065
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™ ke
Mastor KMUOITE 70 )
10-02° DUMPALA

i

Pediatric Multiorgan History & Physical Examination

Name : vadit

Information given by: Mebeor

Chief Presenting Complaints & Duration (Chronologically)

Age/Sex J2Y 1rmh—

Relationship

0o .

C(/\j mowdh byt <M CHr\on'r_i :

History of present illness :

Clo moutn breatiy & Cnoring
L

Pdeh gy las k«a‘*wlmrkj

(bl—u::l ‘ﬂ'f Ly Mmkrﬂ;“rt}gmj .

me-—@v'u‘dv‘
Npo—]

P Lo -

N,U’Hﬁo (olel ¢ fﬂu{\'tnﬁ'—‘-‘-& :




VIH-00206301 IP-00060498

Master K MUDITH |
10-02-2009 17Y4M17D (w) |
Or. IDYASAGAR DUMPALA i

I

Pediatric Multiorgan History & Physical Examination

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

% eC/NLLpL(. {eiQu s T-buy
k J
LODJLF;\.AAL Q Qreks bade -

Birth & Neonatal History:

‘:J_mhxk.j BLF NV D - ’ D,]—O
CLAD, o Tl fpedinon | 5_4{

Birth & Socio Economic History:

About Father : !
About Mother : Zf Uaiy aun
Any additional Information :

Developmental History :

DO“J“TWM aclu d ax {\wcﬂgx‘w‘-_%au 4 Aovrouiv-

Immunization History :

E"‘"‘\Lu.u_ﬂ‘ a—«r\wﬂg/( b

(PT0)




\p-00060499

1
ViH-0020637 ()

MDT

K MUDITH 1““110

Vil

Pediatric Multiorgan History & Physical Examination

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

Weight (kgs) )_Sﬂ:%(Centile ..

On Examination : '
Temperature : QT Pulse Rate :ﬁ]ﬂL B.P 5jee SP02 -

Resp.rate and type of breathing :

Rash

LymphadenopatnyJ

Oedema : ] C))

Allergies (if any):

Respiratory System :

Inspection (any s/o distress) : @

Air entry & breath sounds : 31 AR
Any addes sounds : @

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

Cardiovascular System :

Inspection of procordium : @
Heart Sounds : CL(@
Any murmur : @

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

Per Abdomen : i

Inspection @/

Palpation : ( !‘;\: Lol b

Ausculation : o . P
Spine : j @) External Genitelia : (’“/)

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




VIH-00206301
Master K MUDITH

10-02-2009 1TY4M1TD (M)
Dr. VIDYASAGAR DUMPALA

[V

IP-00060499

Pediatric Multiorgan History & Physical Examination

—=z

Preventive aspects of the treatment:

Desired goals of the treatment :

Planned Labs: Planned Management
P.ﬂf( .-W l

- (annwtode. el d - ‘

— (Wit or ontens -

— rombe Vil—U

Signature of the Doctor: (%"

...................................... Signature of the Consultant: NJ.7......coooiiiiiiinn
Name of the Doctor: && ...... hank:...... Name of the Consultant: .............ccccoiiiinninnnniinnnne.

Date & Time: ........... - T}I 2128 Date & TIMB: ......csexenrmmmsssanpmsnsrobaiermBBR e siss -+




VIH-00206301 IP-00060498
Master K MUDITH
18 02-2009 1ITY4M1TD M)

“Tim

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score : "B'(DM l-‘fl}t’r

Cranial Nerves : E/)
Motor System:
Nutriton : o A O
= s | —
Tone: ] ( Power ol 51~
Co-ordinator ; b\ ((0/
Posture :
Involuntary Movements : p )
Reflexes :
DTR 'FV“" Superficials: tnA—

Plantars «_ﬁ(/%q
Sensory System :
(,5 _

Bladder / Bowel - (o)

N e

Clinical Summary & Diagnostic:

Ddenclonu o, bonsslloarthype g,

Pt w3y Doty

(PT0))




VIH-00206301 IP-00060498
Master K MUDITH

10-02-2009 1rnn1rn (M) »&%
Or. VIDYASAGAR DUMP Rain b‘ow" L i el
— T Chidrens | B BirthRigh

Nursing General Admission Assessment Form For Pediatrics

Diagnosis:  CPAAHUONS! o

Arival Time: .. 1. S0pr0.... Mode of Arival: ... whaed  chads Admitting From:  (JER (1OPD [IDirect O
Y,
Allergy / Adverse Reaction ..................... AL Body Weight: .. 2%1.. 4! kg
Height: ............ e, CM
Past Medical History: Obtained From [ Patient <=Ffamily Member ] Medical Record [ Other (Specify) .....................
Past Medical History Past Surgical History Previous Hospital Admission

Family History: ’\!'

Has the child or close family member had recent contact with a communicable disease? [1Yes “No

O CROS——
Was the child's birth normal? TYes CINo If No, please describe ProbIBMS: .........c.ccvereiceeiiii s

Are the child's immunization up to date? Yes L[JNo

Current Medication: () None -=Yes, If Yes, fill reconciliation form

Observations: Weight: %ijkﬂ Length: ... oo, Head Circumference (< 2years) ST
Temp.: 0‘36? HR: oo 200 RRE A B s B \02... lbiﬁ'ﬁ)b’m‘g
Pain Score: .. .. Specify Site: .........ccoc.e.e. Hh ................................ (Follow Pain Assessment Sheet & Document)

Fall Risk Assessment: [1Yes [JINo  Score: :& ...................... (Document in the Humpty Dumpty Sheet)

Risk of Pressure Sore (Braden Q Score ........ QA......) (Document in the Braden Q Assessment Sheet)

Pain Screening: []Yes ~iNo If Yes, Pain Score: ................ Pain Tool Used: (1N Pass SJFLACC [JWong Baker

Character of Pain F_ ..... Location H__ ..... Frequency ............. i DUraton e T

FUNCTIONAL SCREENING: [9-No Abnormalities Detected
[ Mobility Problem ["] Walking Problem
[ Developmental Delay (") Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

NUTRITIONAL SCREENING: <7 No Abnormalities Detected
C1 Underweight I Overweight [*1 Special Feeding Method
[ Feeding Problem L] Special diet [7 No Abnormality Detected

Inform consultant for positive criteria

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



Psychological Screening: —-No Significant Findings .
Unusual concerns about patient's Psychological Status: f:l/Yes [INo

I Yes Consuitant Notified: .......................ccocoevrurnnnee. DINTIED): .....cioviiiitiviinmsnssonsissnisiviniss
Social History: Lives With.................. F@%MS .........................................................................................................
Siblingsinhousehold L1Yes [IN0O (ifyeSHOWMANY?) ...t rerereeseseesese s st be s bbb s s s aenne

All Information Obtained From <t+Patient —=Mother  [] Father ("] Other Family Member

Orientation has been given regarding the following aspects:

Call Bell in Reach : cC-Yes (1 No Waste Disposal Explained: “FTYes [ No
Infusion Pump : -_{f"iﬁ [JNo Hand hygiene Explained: <=+Yés [ No [ Others

Patient Rights & Responsibilities: <+Yes [ No
Information given to Fl.ain'ts

Nurse's Name: qé"k:t%.a« Date: Qtdélﬂ(zﬂme@‘lofm Signamré
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It takes a lot to treat the little.

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time Progress Notes Doctor's Order
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VIH-00206301
Master K MUDITH
10-02-2009
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%

Rainbow®

Children’s

Hospital

It takes 2 lof o treat the Rie.

NURSING SHIFT HAND OVER FORM

@ BirthRight

BY RAINBOW HOSPIT&LS
Voungnt:aaS fe D-u\-:ry

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

Z | Diagnosis: tﬁdﬂ"'ﬂ%ﬂw Any Infection: [1Yes «No [1NotKnown
= T N . S
E Surgery / Procedure: ) Post OP Day: -
o 15
g % "3\5 X '\\‘O\')"& cl}\b N %j(\,é‘?é o 1> ‘.\ “
= : = ;
% ?ﬂﬂ%ﬂe@?ﬁ E::Igglt}itinn to be noted): rﬁ\ M;“ Qot] N \ \m\
2 [ Diet apO | NBM_ | co\dsed™ead erquid] gl & ot
Allergy: ¢ T Yes NG| ) Yes A0 | O Yes NG| O Yes &2No | O Yes &o | 0 Yes 0 No
Ventilation (RA, NP, NIV, VENTI): £0 RA - <8 AR
Tubes/Drains/Catheter: C1Yes No | () Yes =G | Yes ~o | Yes ¥No | 1 Yes &No | 0 Yes 01 No
e | vital Signs: Temp: | Qg «F | 9§ 4F | 929 lggfF [0y L€
& Res: | woblm |22 BIM_| 19 blw | gublm |9oblm
3 Sp0;: | aq-l- | leo*f | 99|. | gq-|- | oewn.
4 Puise: | Fablen [$4BIMC | 3) (| qabim | 8<%\m
BP: | ng |6r( )| M6/CImmtly (12| it 11142
LOC: | (coud %nxaoug; congtond Loy
Fall Risk Score: | Q 9 & q o
Pain Score: | o d 0 0 -
skin Integrity | Sdast- | Gyoef | 0o baud ot | Sk
Safety Needs: |Yes [ No f=¥es CINo¢=Yes [1No |\ es [ NoyYes C'No | Yes [ No
Physiotherapy: | ARl N s ) \HE
§ Others Specify: |~ Yes=No | Yes rso 1 Yes T No | ) Yes ¥ No | Yes Mo |1 Yes =1 No
3 Special Diet: | W \ WL Rv A mi L
& |Critical Lab Test/ Values: Wi Nill ,\ff‘ ng .‘DK
g Other Special Orders / Medications: |0 Yes &fo | Yes &6 | Yes*=rNo | 1 Yes { Ao O Yesu=No | (1 Yes [ No
§ PU Prophylaxis: [1Yes ANo | Yes =No | Yes*=NG | [ Yesq Mo | ] Yes*TNo | ) Yes CINo
DVT Prophylaxis: 0 Yes (Afo |0 Yes ©A00 | 1 Yes =0 | (1 Yes [, /No | Yes*tTNo | - Yes [ No
ADL (Dependent / Non Dependent): ,&#4,} 4 - _ M
Post Operative Procedure Special Orders: W l l\l’bL
Handed Over By Name : Mﬂ’"‘ Pezos Li kt-
Signature /1D : o:n?"\ b DIgF2 T
Date: A\ b\ % _ 9¢| b
Time: e 4NN @ R 50 Qow, | (B8 pp C EN
Taken Over By Name : Arthe ;M o Yo 5\ e
Signature / 1D : Al R tyqurey '&)\3’-‘)15 s \‘w-n,k\l‘ ‘Nc}
Date: Q|G | gAlbhe &:ﬂt_x Sl
Time: v | poee @3pen
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Rainbow®
Children’s
Hospital

It takes a lot to treat the ftle.

NURSING SHIFT HAND OVER FORM

BY RAINBOW HOSPITALS

‘BirthRight"

Your Right to a Safe Delivery

Z | Diagnosis: Any Infection: “1Yes [INo [ Not Known
g B |
"F_: Surgery / Procedure: Post OP Day:
g Date G
& | Medical Condition
§ (Any special condition to be noted):
@ | Diet: ' ,
Allergy: O Yes C2No | Yes CINo | Yes CJNo |1 Yes CINo L_.ﬁ:s [INo |0 Yes CINo
Ventilation (RA, NP, NIV, VENTI): /
Tubes/Drains/Catheter: [1Yes [1No | Yes TINo [1Yes “1No|C1 Yes C1No {1 Yes -1 No |1 Yes ' No
& | Vital Signs: Temp: /
"5-' SR?Js: //
w »
g Pu;I'sezz /
=
BP: £
LOC: f
Fall Risk Score: /
Pain Score: /
Skin Integrity
Safety Needs: |1 Yes [1No |l Yes [INo|! Yﬂs CINo |7 Yes CJNo|C1Yes [1No | Yes = No
Physiotherapy: /
E Others Specify: |—1Yes ©1No|C!Yes [1No / Yes CJNo|JYes CINo | Yes ©JNo | Yes CINo
g Special Diet:
g |Critical Lab Test/ Values: /
E |Other Special Orders / Medications: | Yes £1No | Yes “Alo {1 Yes ©1No | Yes [ No | Yes ©'No | Yes CNo
§ PU Prophylaxis: OYes [1No | Yes ,ﬁ No |[JYes CINo | Yes (JNo |l Yes CJNo [ Yes CJNo
DVT Prophylaxis: Cl Yes [1No | O Yes/ CINo | Yes CINo | C1Yes C1No|ClYes [1No [ Yes CNo
ADL (Dependent / Non Dependent): /
Post Operative Procedure Special Orders:
Handed Over By Name : /
Signature / ID :
Date:
Time:
Taken Over By Name :
Signature /1D :
Date:
Time:

Docu. No. : RCH /FRM / CLINICAL / 097
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_1 Maintain Airway and Oxygenation

NURSING CARE RECORD

"z
Rainbow"’
Children’s | @ BirthRight
Hospltal .w

&aﬁ@ Pain & Discomfort

[ Maintain Fluid Balance

[ Improve Activity Tolerance & Taintain Good Nutritional Status

Date: ..& % @z%

L

>efjals ML%;%
wid

= ?ﬁ/w@*fi Focpyy.
fall Radle

@ ] Maintain Skin Integrity
|| Maintain Personal Hygiene [_] Prevent Infection [] Meet Elimination Needs t.=~Ensure Safety [C] Early Ambulation Reduce Anxiety ] Patient & Family Education
S | 7 Identify Potential Complications ] ANY OHhEIS. SPBOITY. ...t site ettt e e e et e e et et e e e e et bae e e et e et st e ean e e s baan

Time Plask ol Care Time Implementation Evaluation Re-Assessment ’;“g?g.,';;',:',‘g
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Rainbow’ . ——
Children’s @ Birth Right
NURSING CARE RECORD Hospital .gvnmuaowuosmmw
- It takes & kot to treat the Btle Your Right to a safe Dehugn‘l
BAtE: oo
= 1 Relieve Pain & Discomfort ] Maintain Fluid Balance 1 Improve Activity Tolerance [ Maintain Good Nutritional Status | Maintain Skin Integrity
E ] Meet Elimination Needs [ Ensure Safety [1 Early Ambulation Reduce Anxiety [ Patient & Family Education
o3 T ANY DHNEIS, SPBCIY. .. oe ettt
. < Nurse Name
Time Plan of Care\ Time Implementation Evaluation Re-Assessment & Signature
=
=
i
B
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=
=
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e @ Rainbow Children's Hospital - Secunderabad ]

Rainbow H.No.3-7-222/223,Sy.No.51 to 54,0pp.Karkhana P S, Karkhana Main Road,Kakaguda, Karkhana ,Hyderabad
Children’s A _Telangana, INDIA ,5000089.
Hospital o TEL NO :040-42462200, Ext 2000,2001,2002

- Rainbow WEB : https://rainbowhospitals.in

T FOR TREATMENT

Patient Name: Master K MUDITH Age : 17Y4M17D
IP No: IP-00060499 Sex: Male
Consultant: Dr. VIDYASAGAR DUMPALA Ward/Bed No: N 0 GF-EMERGENCY/ER 102

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

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned

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

ineurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
1 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
clearance. In case of f%iling the submission, | will pay 200/- Rs.

seivers Signature:.\ .. Rt
3 IP Guide book has bm;ii/gm;ren 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: Ed g

N
Name: K K, S]m 2N pw.chtj Patient Address:
; . a HNO-1-1-144 BHAVANI NAGAR ,NEAR
Relationship:  [ronthon ANUTEX SHOW ROOM Malkajgiri
. i e Lo Hyderabad Telangana INDIA 500047
Date: 3 l G ‘2 026 Time: (\g) [ A e

Wittness Name: O{)( Uit

Wittness Signature: ‘ﬂ/‘

LN

Printed Date / Time : 27/06/2026 08:33 Printed By : 021034 Page 2 of 2



2
Rainbow*®
Children’s l .BlrthRiglg
BY RAINBOW HOSPIT
PRE - OPERAT\/E CHECLK LIST Hospital | R e,
e — IP-00060439
Mutan Mum
10-02-2000 ™ o — Date: .. 2R} L2 4...
Patients Name t..... i ;| GAR DUMPAL : \ A4S Gender LB MOF

Sl | 1177 717 T I

R R —— oo Surgsun .....‘.(a:}..u.,'.ASfa.&n,aah...
Anaesthietist : Date &Time of Operation : .9.2).6.2-4.....

Tick appropriate boxes :
To be filled by Nurse Incharge / Senior Nurse :

Al

S.No. Instructions YES | NO
1| Weight checked and recorded? 24,9 lo T
2 Is the patient fasting for over 6 hours pre-operatively? B’#D

3 Check Pre-OP investigations & Results (CBP, 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?

7 If Blood has been ordered - is Blood bag read?

IV Cannula to be placed / IV fluids if indicated

9 Pre Anaesthetic consultation with anesthesiologist

10 | 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)

|0 ONQ|N|§| O

J

O

NQDDMEEDDD

13 Other (if any)
NOTE: If any of above is ticked “No” Discuss with the registrar / Consultant immediately

A

el “’ I

2Ll - N
Date: ‘}3“’ \ Time:_ g0 W%ture of Nurse in-charge




f% .
CONSENT FORM FOR ‘GENERAL / Children's ‘EZEME%E?
REGIONAL ANAESTHESIA / Hospital_

MONITORED ANESTHESIA CARE

Patient Name : ........ MALHAL oo . LAYx.:.. Gender : MakET~ Female O
UHID NO: ....... 20,230 }...oooooee. Surgeon Name: ... 0L Wdﬂﬁ'ﬂ
Anagsthesiologist : ........ 06 M MineLUA% ...

Operative procedure planned : ...........< Az @ Y Rn&LULL @'msﬁ'

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

~eneral 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 O Hypertension [ Diabetes mellitus [ Renal failure
[ Hepatic disorders [0 Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

» 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 pérform upon me / my patient
MWAMHav....: ... the above mentioned operation / Diagnostic / Therapeutic procedures

WWWMW

| authorize and give consent for anaesthesia ( CJ Regional / m@ral Anesthesia / OO Monitored Anesthesia Care as
considered appropriate by the anaesthetic team. g

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments and answered my specific que..es 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.

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

- Pregnant: O Yes LD’NO/
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature H‘G@al Anaesthesia / Regional Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

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

Patient / Patient Att Witness : g

. A
Signature : . R et Signature : "i
Name : . K, H K- Q['\/\\f‘p\ Maj Name: ... Koo F 2okt
Relationship with Patient; . Pmﬂn&h. Date & Time : ... Le2.L 1’24’ S R

Date & Time : .. "‘%)Q ’9‘“6 500

Doctor (who is taking the consent) :

Signature : . %

Name : LD.e M: vmm .
Date & Time : .529;4017‘,



R

Surgeon : .
Asst. Surgeon :
Anaesthetist :

SURGICAL
SAFETY CHECKLIST

VIH-00206301 IP-00060499
Master K MUDITH
10-02-2000 17Y4M17D (M)

Dr. VIDYASAGAR DUMPALA

gL TR

"Dliff.

Scrub Nurse : & ‘

Date : 27/ J2 (... In-time : ..10.‘4.‘0AH...OU1-t|me AL 25 A1

o:.l :{& Gender : 2 :
""""" Rainbow” | @ . .y
p s B
sl ool | @

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Name :.........ccoooooererrerennes b‘ ................................
mvo

Signature Wf@ﬂu’ ...............................
Name ............... ‘ﬁ';ffgﬂz‘ ..........................................

SIGNIN  Time:..\0:20 Aty TIME OUT _ Time...[0J40AH SIGN OUT _ 1ime:. L1340 AL

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

|dentity #1Yes CINo introduced themselves by Name and Role\-¥es (1o The Name of the Procedure Recorded OYes CNo

Site _1Ye$ INo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure s TINo Nurse Verbally Confirm /', Hudﬁk Counts are Correct (or Not Applicable) ~ [1Yes TINo [1NA

Consent P res DiNo Correct Patient (Check ID Band) wTYes CINo The Specimen is Labelled (including
Site Marke.d CYes CINo INA Correct Site j‘ llg‘ k,?f s [INo patient name) [1Yes CINo CINA
Anaesthesia Safety Check Completed ~ (JYes”(INo Correct Procedure Pdﬂ"ﬂ @ &es [1No Whether there are any Equipment
Pulse Oximeter on Patient & Functioning L.LYeﬂJ No Anticipated Critical Events “H’ Problems to be addressed ClYes [JNo [JNA
Does Patient have a: Surgeon Reviews:

Known Allergy? OYes C[Ne” What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, ¢y 5%4:&-9-5 ; What ase the kay concams for recovery

: : Anticipated Blood Loss? es CINo CINA and management of this patient? CYes CINo

Yes, & Equipment / Assistance sMm L

Available OYes (INg” Anaesthesia Team Reviews: \ !: ?: H AL
Risk of > 500ml Blood Loss Are There Any Patient-specific Conc CONo CON )
(7mi/kg In Children)? Nursing Team Reviews: Lazy NGYos pagiy) e S{Mﬂ

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

Access and Fluids Planned OYes CLNG” CJNA Been Confirmed? are there Equipment

Blood Units Reserved CYes [INeTINA issues or any Concerns? |_ClYes—=No-LINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? —TY¥es CINo [INA
within the last 60 minutes? OYes INo“CINA Power Supply, Earthing, Power Backup -

and functioning of equipment checked. OYes CNo

Signature :..

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




"
Rainbow® . S
Children’s o BirthRight
PATIENT TRANSFER FORM Hospital .—+
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
" 97[6[26 (2 €3I AL Q7/6RE © vaSopm
10-02-2009 17Y4M1TD (M)
Dr. VIDYASAGAR DUMPALA
m " "“""I“"]I" |||"|| Transfer Ordered by Reason for Transfer
C& -(andq 6% » Op@zﬁi’ve Cm
From Unit To Unit Information to Attendant
OT l 2)( Yes[O— No[ ]
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
clinical documents. If any handed
over to attendant
0811' ™ Ys[] N
If yes, what ?

Medications / Consumables / Surgicals / Hand over

SI.No. ltem Name Quantity
: N /\/

2 [ Nk ——( 1)

3. St

4,

5.

Shifting Summary / Notes Written by Doctor: ~ Yes =+ No[ |
CDr ViyaSggare D

Name & Signature of Person who is Transferring Name of Person Ordered Transfer
7 CDr Bl
(%! - (Aﬂ }J’ '@x Q
Patient & Clinical Records Received by :

s b

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



VIH-00206301

IP-00
Master K MUDITH 060498 " % ®
P 1050200 1?Y4u17n ) Rainbow .
| DOr. VIDYASAGAR Dy,

| ildren’s irthRight

ST o | e
OPERATION NOTES

Surgeon : De.D ‘VIW Asst. Surgeon :

Pre-Operative Diagnosis: Adeno ternisalle s
Surgical Procedure : - T ! (Locrt

Indications for Surgery : ? nale 2 Torvols
4’9@4&’- 1 Adereids . )
pate: 7/6/26 start Time : |0 140 AM. End Time: |10 AM_

Post Operative Diagnosis: —f

Peri-Operative Complications: —s C

Amount of Blood Loss: — Blood Transfused (in ML) —

Name and Number of Surgical Specimen sent for examination:

p—

Operation Notes: 44, o 9@4'—9’ .. QA_L@@?,;)M routh g4 Appheof
e e pped Clond . Costahor mm&cﬁw
Pa 57"—'&3’_@@(4 jg*a&i Adans ok Wﬂrcﬁm"’e’

hemotdetn, QReheswe K

' (PT2)
Doc. No. : RCH. i/ FRM / CLINICAL / 099 |



Pat oP Colon:
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e

—  Nabclbo. ovif ﬁra% f/P»fffWﬂDvozuac,

\

2 :

P

Name of the Surgeon: 29{‘:9\/'

Signature of the Surgeon: ...

gt s WA A

Date & TIME: ...l O st

T —



VIH-00206301 IP-00060499
Master K MUDITH
10-02-2009 17Y4M17D i)

Dr. VIDYASAGAR DUMPALA

AT

,ff/é
Rainbow® R
Children’s ® BirthRight
HOSpital . BY RAINBOW HOSPITALS
It Lk & ot to trest the ftte, Your Rignt ta a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse:

Department: ..

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

l;tﬂ_

Duration of Procedure :

Date of Admission : Q:}IG(%

Staff Signature

1. | Antibiotic given prior to surgery?

| Single Dose Antibiotic  Or

Antibiotic administered within 60 minutes prior to incision? | |

1 Yes /N/o

_I Long Antibiotic Regime

Yes

R OF ABHBIOHD: . i s e s st

[ I No |

i Hair Removal

(v Yes V’o(

Department where Hair Removed: |

If Yes:

| Ward Operating Room

Skin preparation done (cleanse surgical area with antiseptic agent)? v_f('_ No

| Surgical Clipper

Oral

3. | Patient's body temperature immediately post operation (Recovery Room) &Z °C ;
Or O Tympanic (Goal: 36-37°C)

Date & Time procedure started: ......

4. | Name of doctor or staff administering the antibiotic: .

Date & Time of antibiotic administration: 997/6/‘2@ r
QL © lo 404& o

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

+ Aliforms (Bundle care and when required SSIform) are completed properly
Forms must always be keptin Infection Control folder in respective department



INFORMED CONSENT FOR SURGERY OR ~~ Chirens ) Cirhiant
SPECIAL PROCEDURE i | W

Patient Name : DIQASY. 2% )5, .00 udiHa.... Gender MG 1 Female 3 ookt MBS
UHD NO : ... DiDéBD\}éQuqq Date : Qf-lflélf.lcﬁ,

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,

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

Cobtam'om. Adenojont Usedomag . o iesisisisisim
K- MpDITH

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

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

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. I have read and understood the information provided in this form

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

3. Ihave had achance to ask my surgeon questions.

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

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

Name of the Doctor who is performing the Surgery / Procedure: ....................

Consentee : Patient Attendant :
L G e S R SR Signature : ............. W

RO e KK Shove frased

1 Relationship with Patient: ... Fedhen,
pate & Time .., 1026 21/¢ (1926

Witness :

Doctor (who is taking the consent) :

Signature : ......... ’?i . .......................................... : ,
Signature : .....

NGME : ..o Kot P o O T @\/,«,,(;7

Date & Time : .'L‘.“ESLQ ..................... T ';.714[%,090617)/
Docu. No. : RCH /FRM / CLINICAL / 027 e ;
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AR T IIIIIH TEENAGE (12 + years) | Rainbow | @ pjryhright
|/ FRM / CLINICAL / 127 Children’s Observation & Hospital .a-mmm HOSPITALS
Early Warning Scoring Chart | s S
EARLY WARNING SCORE: CHILDREN’S UNIT
[ Ea— Time:] [q[Jolg [N 23] [S] [=l & [ el [ BT [ Il RT T T T T T1
| Doctor / Nurse / Family Concern?
104
h\tjn 103
aa.?}: 102
101 © - <
S
emperature S i 2 ; N
('F) T a& ool 1% [od [ oS X
v L8 I o T P 4 o ul v
%8 =Vt °°'-|L-|L-?. 1% - p
97
9%
95
94
130
Heart Rate :gg
(bpm) -
150
and 140
Blood Pressure o)
(mmHg) * 110
100 =
Note: 90 R & =<l " P
BP does not score gg T §
in early 80
warning scoring 50
Heart Rate (Number) W a g
70
60
Resp. Rate (bpm) ig
(Over 1 Minute) 30
20
10
Resp Rate (Number) 0 %
Resp | Mod/ Severe
Distress | None / Mild
Receiving 0, (/min)
0, Saturations (%) 37179197 4l o = 5
Conscious | Normal N
Level Altered
GCS * ¢lalQ \ \f 15 ] W6 8
TOTAL SCORE P4
Number of shaded boxes g|ad vl ] |0 ’ g v 9, | [/ (%5?2
Pain Score g|aq|a 0 al [0 0 0 ) ol £ 0
Observer's Initials [\ W w0 (ol 1@ fo b (W
Score 1 : Continue normal observation by staff nurse e
ACTIONS Score2  : 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.
recbrdad overleaf Score 4 . Shift in charge AND treating consultant(till 8 PM) or On call night duty consultant to see
Score 5 &6 : Shiftin 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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Rai b‘é F ) .
Children’s ‘Blrtthght

Hos pita| BY RAINBOW HOSPITALS

I takes & lot to treat the ittle Your Right to a Safe Delivery

CHILDREN’S OBSERVATION
and EARLY WARNING SCORING FOOL

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 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 helpis 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, recomamendations) 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)




Master K MuDITH .

!0-02-2009 17Y4M17p "Z
___ Or. VIDYASAGAR DuMpAy 4 ™ Rai b:-‘ ® . . i
17 i Chidrers | S BirthRight

| FLUID CHART )

Sheet NO. & e

_ 91 (b[26

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.

: Intake gl e TR : 1%?.1“@0 =
Date | Time ga&:ﬁr‘% ' Route NG | Diarrhoea | Vomit | Drainage | Urine | Phiebitis I‘?ﬁge
Mouth LV N.G
08:00 am
09:00 am
000am | KL | NBH| Yaavdlhv a p
tiovn | RL_| NBH] Baq v o
12:00 pm _,md_ex@ [l!é#ﬂ&_ ¢
01:00 pm
Total Intake : Total Output :
02:00 pm '\&W \ -
03:00 pm v | \

\c"\? 04:00 pm 5‘5@;\1 \ / 5
¥ | 05:00pm 0 manigha
¥ 06:00 pm THAE v [ 626

07:00 pm . | ) @2pP™

Total Intake : Total Qutput :
08:00 pm Al 1
09:00 pm U-fj “ 4

}‘P 10:00 pm e /.Sl

D/ 11:00 pm 95
12:00 am (O]
01:00 am

Total Intake : Total Output :
02:00 am AL L ;

: 03:00 am _,\“)U' { .

%o | 04:00 am W k e no

@.«% 05:00 am SIATA DT
06:00 am P %}A
07:00 am INEY 4
Total Intake : Total Output : “Xg!@)\ \zg }
Total 24 hrs. Intake Total 24 hrs. Output % ’\E;

{wr\
Uv
Docu. No. : RCH /FRM / CLINICAL / 092
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| FLUID CHART |

Sheet NO. oo /

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. totaf of intake and output.

! Nature ;
Date Time of Fluid Route NG | Diarrhoea :
Mouth 1LV N.G /

e b N T
o

4 _n!V Sltti)! .
rombo- :
Urine | phiebitis | Sign.
Score Nurse

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 £
A~ 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 /
ot0am| /
Total Intake : / - Total Output :
0200am| /
03:00 am
"[ 04002
05:00 4m
b []ﬁ:pé am
07:00am
Total Intﬁﬂe : ' ; . Total Output: -
/

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCH /FRM / CLINICAL / 092
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MEDICATION RECONCILIATION FORM

Drug Allergies: ..... NO .....................................................................

- Not known any Drug Allergies

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

Shifting From: ............ LR o Shifted 10: .o Q.0
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNO| " (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY Date /Time | gt SSION
1 0¢ Coc
2 ¢ ooc
3 / ¢ doc
4 / 0C [oc
5 \ ' 0¢ Ooc
Q
o
6 / Oc¢ Ooc
7 / Oc Ooc
7
8 0Oc¢ ooc
9 CIC ODC
10 OC ODc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature "e'rlp""ﬂf"“"""""‘’/DK
Date & Time : O?}M‘GQ?SOA“

Nurse Name & Signature: S‘“ ? 48 e, oo 08
Date & Time : d#\GlL@QS'SOﬂ*ﬂ

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

* C- Continue, DC - Discontinue



7

- VIH-00206301 IP-00060439

Master K MUDITH
10-02-2009 17 nu nn
Dr. VIDYASAGAR DUM

I lfll!ﬂﬂlﬂﬂlﬂﬂllﬂlHHllllll

Sheet NoO: oo

REGULAR PRESCRIPTIONS  weignt €55 warg

z
Rainbow"* . e
Children’s ‘Bll‘tthght

Hos P ital BY RAINBOW HOSPITALS

It takés a lot to treat the littie, Your Right to a Safe Del;.:r;n

DRUG: Cyp. Revon

Date»
Time 9-*\("

Conl | Pn JSeEE |3l

Dose Route | Frequency | Start Dt.

Name & Signature of the Ddctor
Starting the Drugs:

P aT u'\('hwaj‘ e

=5~
E

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : NACILUID N & ASAL iy

Dose Route | Frequency |Start Dt.

Nanje & Signature of the Dottor
Starting the Drugs:

T AUARISES b B
Additjonal Instructions: geo | &7
€2l nvm |
Daily Doctor’s Endorsement by a Sign
DRUG : N ASOtLear NASE LbQopr (DAEE \g
Dose | Route |Frequency |Start Dt. E; 5
saops | eN |0y | 246 o] 7
Namje & Signature of the Dottor Y
Starling the Drugs: 69 0
3 LAV k‘nwoj S )
QAddTonal Instructions: R
el woyvm\
Daily Doctor’s Endorsement by a Sign
DRUG : Datey

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

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

(P.T.0.)



Rainbow® . e
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

Sheet No: ............. ; REGULAR PRESCR'PT'ONS Weight .............. Ward
DRUG : %?;‘:’
Dose Route | Frequency | Start Dt. )
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : %Ia;i"
Dose Route | Frequency | Start Dt. y
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
-
DRUG : Date
Dose Route | Frequency |Start Dt. ¥
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : by

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Docu. No. : RCH /FRM / CLINICAL / 108
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It takes a lot to treat the little.
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Yaur Right to a Safe Delivery

DRUG CHART

Q

Date of Admission: 2.')“1('?'6 ....... Drug Allergies: ...........c............ ’."\..‘."..{‘ .......................... 1 Not known any Drug Allergies
FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

NURSES

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

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

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

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

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

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

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

S0S / PRN (As Required Medication)

DRUG :

Dater

Dose Route | Frequency |Start Date

Time

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

DRUG :

Date?

v

ime
v

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

A

Tige

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4 (P.T.0)
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- m" I” | lI“"“ ““m 1.V. FLUIDS CHART WHORL......conocincsisis WA wcsicniansiin
. . ~_ sition of V. Fluid Flow Rate] Doctor | Nurse | Date of | Doctor | Nurse
(f infusion, menton mi/hr = Meghgmn o) | TOUe [ “mimr | Sign | Sign [Stopping| Sign | Sign

\ACTOTE -

\/g@nﬂ
Mo
Bl 1o v [2owd -

‘)j“’ WSV

e | @Qﬂ sl

Page: 4/4
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Tige Nurse Sig ] Nurge Sig. ] Nurse Sig I Nurse Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign
ROUte Stal'l Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Oose Dose Hose Duss
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
Additional Instructions: oo i . S
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
Date» .
UAR'ABLE DOSE Tlme Nurs‘a'Sig. Nurs‘e' Sig. NutssSig. [ Nurse Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Route Start Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor Boss s Dowt P
Dr. Sign Dr. Sign Dr. Sign, Dr. Sign.
Additional Instructions: et i e o
Dr. Sign DOr. Sign. Dr. Sign Dr. Sign.
STAT / ONCE ONLY DRUGS
, _— Dosage & Other :
Date Time Medication Wetrmotions Route Signature ' Nurses
v
2 ; ] [A\']]
P | 10:uamw Yo ceromung L Lt VAR | %
%
Q;J;\L, 1A Ing. Pﬁ?_htemrnoL \4m v L_&/ M:%;E_Lr
» v‘
Plo [v0rusim | Wns dpxawenunions g woo|eg M
= T
Wl [ voruonm &V‘WEME«O{C{) Y W L—Lﬁ‘;‘ffm

Page: 3/4 (P.T.0)
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1;\l\\\mmﬁﬂmﬂm“M . REGULAR PRESCRIPTIONS  Weight. ... 07 ward. ...
( TAxn-a

DRUG: TAR. CErtame =~ %?;ee';x\‘r

Dose | Route Frg'g‘uency Start Date| \0 | /
1{'0\3 PO ‘&-\_)Ul Ly ,'A']{ Qv /

Name & Signature of the Doctor

Starting the Drugs:
m-\himw?" 0 @(Q
Additional | ions:
dditiona nstmctlor(lsm Ad dow Q<

Ioh - & oMy

Daily Doctor's Endorsement by a Sign

DRUG: TAR . Y et aETamoL %?;%P‘E}'Nc

Dose . | Route Frfggency Start Date|\ o /

SDQ\\T‘\? ¥o Wouny 3"}‘{’ (LS /

Name & Signature of the Doctor

Starting the Drugs:
(PR SRVNUINN TS © P
Additional Instructions: Q qa

\D*l'{mﬂ\ﬁs’]d\)u

140b = i‘oamx

Daily Doctor’'s Endorsement by a §ign "“\

DRUG: YD DALANE §eL  [PaekaNe )

Time
Dose Route | Frequency |Start Date| {, /

e | v | &0 2N o]/

St Dl Al

Name & Signature of the Dactor Y
Starting the Drugs: [ 7
AV QX
0 A
Additional Instructions: R0

Daily Doctor’'s Endorsement by a Sign

DRUG : CYp. e NT PLUL LA
Dose Route | Frequency |Start Date y
Owia
cnl Yo dally 19{’ ¢
Name & Signature of the Dbctor v Loy
Starting the Drugs: % V%
v nitwoeje Lk

Dok

\ Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4
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ESTIMATION SLIP Rainbow" | @ piihpioht

o Hospital _ | W zzammmecme
MUHD)/IP No.: I\ EW s.Ne:2 0 1 ()4

cof Patient: N4 | DG CX\ —\'h Age:_\ igé Gender
P \
ther's / Husband’s Name : NAY . é) \')\ NA IDTGSCLJ, Corporate/Occupation :

Address: M\l Rg]&i Phone' q onl |LO \Q 29Y Email :

Procedure/Plan: tgtn?) -«ﬁhéﬂ e ( "OMU DOS :
MODE OF PAYMENT : O SELWA : _ DNhuA ROph ®1 GIPSA : O OTHER

TARIFF INFORMATION : | DY- \“'“leiq gqﬁq‘aq

ROOM i DAY
8 rrGioay GW SW TSW PR DLX NICU PICU | MICU | o0

Room Rent &
ursing Charges ‘ el \Q Nloon \"‘b
voctor’s Fee | ; \ ['A‘ ANlaon f\?g)\\?nT{

T
L. Tax ‘

.-L,.m

PARTICULARS ol AMOUNT ()

Surgeon’s / Anesthetist’s Fee / O.TCharges | | | Q 0 00/ ©

O.T Consumables Py 5 c’r) / = Subject to approval by TPA/Insurance Company
Instrymy&hmgey / ?\! O@ ' o] Not Covered by TPA/Insurance Company
Pharfacy, Consumables & Investigations i 4~ As per actual - Not Included In Estimation |
Bt Monitor: |, =TV | Oxygen: l Infusion Pump/Syringe Pump: % / .
Chitee Ventilator Conwmio?ai: HFO-SLE 5000: HFO-Sensormedix:

/ Photositerapy | Single Hirface: Double Surface: Triple Surface:
l}fr"ﬁ‘ g i n:ﬂli’;gi)a::’s e’;clip O A As peractual - Not Included In Estimation

Package NIHP — ), 500/ IDE — ], 500/~ D - 2500

ohes el — laoo loay | [fonsuHanl— Iso]ioay  Lual pobe
nitial Minimum Deposit | rj—!hm'},!fﬂ" . / m "'lﬁD}r'—*
REMARKS :

1.  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.

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 IP Billing Department .

DECLARATION

| Y
K : H : K 2 kg\’h \[ O F}UO-& 610( have attended the Financial Counseling desk and understood the expected ¢

applicable. Inc TPA/Insyrance Company rejects the claim for whatsoever reasons at any point of time after discharge_[ promise to settle the cl
Fothes, % X

Signaﬁiﬁ’of the Client Signatory Relationship Si_gnan}rc of e Financidl Counselor

and other conditions
ith the hospital.




