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- Dr. SELF
UHID No:. \\T““\“\\\“\“\“\“\\\\\\“\“\\ ........................ Consultant......................... DEPL
Date of Adnussion: ..............ooooooooo.o.... Ly ~ Date of Discharge: ... [ SRS
Room / Bed No: s Ward: ... Suggested Billable bed type: .......................
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Baby ARYA R . b;_ N

24-04-2024 2Y1M16D (M) alnbow " : 5

or. SELF Children’s | @ BirthRight
Hospital BY RAINBOW HOSPITALS

RN Hospital_ | g nseonowms

SURGERY DETAILS

Date:...... q(6 l')»b

--------------------------------------

Patient Name: B/PB% ....... 'ﬁfz}z”} ....................... Date of Birth: ......... ',L\—QILLIQL\ Age: ... \[ .....
gender: ... INALE. ... Ward: ... = R leon. .. UHID No.: ... AN 006000800
TOIR -0 oooLTuUN
Date of Surgery: . 3. L[ _[JeT-1 O0T2 [OT-3 CI0T-4 C10BGOT-1 []0BGOT-2
Name of the Surgery : ....... L7 FEN U@ CaoSED LeDiaenon d Ll COlep CA
Time in :...... 8(.&1‘?&‘0 ...... nmeOUt.......ﬁ....Q.Q..P.m ...............
NAME AMOUNT
1. Surgeon %(&M[N ...............................................................................
2. Anaesthetist @QHHMMV&H‘MI .......................................................................
3. Assistant Surgeon %QMM .............................................................................
4. OTTechnician  + MARLRYSH A
5. Circulating Nurse ,..S[ANPUSWHVPHTIV ..................................................
6. Assistant Nurse s.Q[M. ..... LRI e e
Special Equipment: [ Laparascopy [ Broncoscope O Harrﬁonic [0 Morcelator
Ay
\X‘owﬁiM [ Cystoscopy [ Versa Point [ Liver Cusa

[ Neuro Cusa N 1T

W ) rating Nurse

OrdBr NOL o scssisassmmsinssssmoassasenssassssssensspssssasssns OrdBI BY: covevveiiecverirreinsieneesssensseesssessssesesssssinens
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ANC-00000800

‘Buby Py IP28-00004543 R ) g%
syt Mo w Chitdron's | @ BirthRight
It takes & lot o trest the itle. Your Right to a Safe Delivery

T o sumagLes oF or 2R Rl

Circulating staff :. cg f\) P Mgp; Technician : . C’?lélu S Date: 0"]10519.6 ......... Time -. 2=l 0. ’PSPT‘]
Anaesthesia Disposables sen Y ueed | SUrgical Disposables wsved Y usea| Disposables (Baby Side) | TV ]
ET tube Major Pack | vtk N
LMA Sutures = Cord Clamp
ECG leads : A B/ N 0% .= | _Suction Catheter
HME filter ; A/ P /N - Feeding Tube o poy 1)
Syringes :10cc na - | Vaccum Suction Set

05 cc - 03 | Goves 9. p & qn | Surgical Gloves
02cc — 09 — | Gauze Pack
0lcc ~A 0\ - Syringe 1-ml+2mig_om_/ o)

Cautery plate: A/P/N Surgical blade — | Surgical Blade # 20

Mst DOAiG cyip Sedt | o] | NGtube w | -Ko0GHES (5]

L~ o ‘ 0y | Cautery pencil — '

NS : 10ml/ 100mi / 500mi / 1000mi Koochies — Valsedin & x )y o)
Il - Avietlsl O | Ointments — | Doxchele A7 0]
It Doxdtnud A | | Suction Catheter - '

Fentanyl i Cap, Mask .

Morphine Gauze Pack [ N1

Ketamine Mop Pack ==

Propofol <1 ©) | Steristrip =

Rocuronium Underpad .

Glycopyrolate —\ £ | | Draw sheet - ?g, O M'.‘ ¢ I\ <

Myopyrolate Abgel . \SCim 9 -

Ondansetron "\ & | Foleys catheter N

Pencan 25¢/ Spinal Needle 22 Urobag “ | e Tiwe. @ \

Bupivacaine 0.25% Chest Drainage Catheter - | oy ‘glt:uc 10 L 01

Bupivacaine 0.25%(Heavy) Romodrain bag = }‘I A ! \oC ST v\ 0l

Antibiotics Bandage - - '

Tegaderm =

Suppositories loban -

Anamol : 80mg / 250mg / 170 mg Double J Stent -

Supridol : 100mg Vaccum Suction set @ B\

Justin : 12.5 mg/ 25mg / 100mg Plastic Bed Sheet —
Tab. Misoprost : 200mg Betadine Solution -
_ Noxo 1 | Microshield -
™ o | Cotton Balls -
g Ling £ | Latex Gloves ) 0 ey
Ramdione Scrub
Saral
-
N - - ' | A
Sum? \(WM Anaesthesiologist " Qﬁ&%"“":ﬁ’”‘ hnician
Order NO. ...,

Doc. No. : RCH/ FRM / GENERAL / 125
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RAINBOW CHILDREN’S MEDICARE LIMITED

Rainbow Children's Hospital - Anna Nagar

Old Survey No.230/7A part, Town Survey No.8, Pillaiyar Koil Street,

Rainbow . Thirmangalam Anna Nagar West Chennai Tamil Nadu INDIA 600040
Children’s _ *F  TelNo:044-69289928
Hospital ™ " " \aroin CIN:
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
- INPATIENT ISSUES AGAINST ORDERS TR R e
IP No IP28-00004543 Ward 5F-PRE/POST
Patient Name Baby ARYA Bed Name PRE & POST OP 506
Age/Sex 2Y1M16 D/ Male Order No 28-0000149409
Date 09/06/2026 19:05 Prescription No PRIP28-0070227
Payor MEDI ASSIST INSURANCE TPA PVT LTD Dispensed Date 09/06/2026 19:06
UHID ANC-00000800
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 ARTACIL25MG 2.5ML INJ  Neon Laboratories Ltd ~ H 1303356 07127 1 45.30 45.30
2 DEXARIL 4MG INJ H ODEX25008SR 06/27 1 10.88 10.88.
3 W DEXTOMIDINISOMCG 05 Neon Laporatories Ltd 1257022 11127 1 383.40 383.40
4 sl bt W (Z?r?.lfth Care H 018260748 otr27 1 22.03 22.03
5 DSYRINGE 10ML (NIPRO)  NIPRO GENERAL 026B24K67 01/31 3 21.83 65.49
6 DSYRINGE 1ML (BD) ?BEDC)TON DICKINSON 5344207 11130 1 24.00 24.00
7 DSYRINGE5ML.(NIPRO)  NIPRO GENERAL 26C13K17 02/31 3 21.56 64.68
8 :ZDOSJF?I;‘S;E TISCARDIT. ?BEDC)TON DICKINSON  eNERAL 2403504 02/29 1 50.63 50.63
9 . DSYRINGS 25ML(NIPRO)  NIPRO GENERAL 026A21K64 12/30 2 10.31 20.62
10.... D WATER 10 ML AMPULE Q&“m&ﬁ?h Care H 2254585 11728 3 2.58 Bor— L T
11 E.C.GELECTRODES (PAED) Adilase GENERAL 0060425 03/27 3 34.65 ©7108.95
12 INFANT FEEDING TUBE-9  ROMSONS GENERAL 0G251010420 08/30 1 63.00 63.00
13 MCT-ROF 100MG 10ML Neon Laboratories Ltd ~ H NA1353003 09/27 1 69.10 69.10
14 NEEDLE18*112 Dispovan GENERAL 49524C 11130 1 3.38 3.38
15 ONDOKIND INJ4MG2ML  SWISS CRITICURE BA26025 01/28 1 12.72 12,72
16~ PEDIADRIPSET PLUS ROMSONS G26A020313 02/31 1 311.00 311.00
B Tt Bk i 1 [EONLABORATORIES KP1254175 11/28 1 15.37 15.37
13ﬁ§$§$&\'%" CLOSED P sk e 1D261807 03/29 2 60.74 121.48
tg: IR ERH R 10EM GENERAL 0G26A010486 12/30 1 386.00 386.00
Total : 1,548.48 1,780.77

Receiver Name

Printed Time : 09-06-2026 19:06

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : RISHI S

Page 1 of 1




_— RAINBOW CHILDREN’S MEDICARE LIMITED =
Rainbow Children's Hospital - Anna Nagar i

foog o Old Survey No.230/7A part, Town Survey No.8, Pillaiyar Koil Street,
Rainbow . Thirmangalam Anna Nagar West Chennai Tamil Nadu INDIA 600040
 ~Children’s Birthioy €N 044-69289928
Hospital eimbow  VATTIN: CIN:
DL NO:
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS NN nnem
IP No IP28-00004543 Ward 5F-PRE/POST
Patient Name Baby ARYA Bed Name PRE & POST OP 506
Age/Sex 2Y 1M 16 D/ Male Order No 28-0000149408
Date 09/06/2026 19:05 ‘ Prescription No PRIP28-0070226
Payor MEDI ASSIST INSURANCE TPA PVT LTD Dispensed Date 09/06/2026 19:05
UHID ANC-00000800
S.No Item Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 3M CAST POP 10CMS 3M HEALTHCARE GENERAL ND2605006 12128 3 201.00 603.00
2 3MCAST POP 15CMS 3M HEALTHCARE ND2505066 05/28 2 239.06 478475
3 ggg’;‘;%l_:? GMASM BSN MEDICAL GENERAL 024MA035 11/28 1 198.75 RRE
4 f‘g,_l’;‘h%f_g’ CMXSM BSN MEDICAL GENERAL 025MA029 07/29 1 232,00 232.00
i '(L\spg;?h%ﬂ? et BSN MEDICAL GENERAL 23MA0280 12128 1 290.62 290.625
6 L SASB IO XT0CM  Bapuj Surgicals GENERAL 20260416 03/29 1 105.00 105.00
Toraie S AN ATICH ELITE MEDICALS ENPF030020 11/28 40 25.00 1,000.00
8 .RAPIDUR 10 CMS BSN MEDICAL 23H084 11/28 2 194.00 388.00
9t E’S'ég)v EXQDPONDER. . | anseL GENERAL 2603007417 04/29 2 128.00 256.00
00 JRCOFISTOCKINETTE g MEDICAL GENERAL 243608460 08/29 1 120.94 ©7120.938

Total : 1,734.38 3,672.44

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature
Pharmacist Name : RISHI S

Receiver Name

Printed Time : 09-06-2026 19:05 Page 1 of 1



ANC-00000800 1P28-00004543

INFORMED CONSENT FOR SURGERY OR oser. """° ™ BirthRight
SPECIAL PROCEDURE T ==
Patient Name : ................... /)";/0* ............................ Gender: G’( ale O Female Age: ........... R Loy
UHIDNG: ...H0 © O..Q.Q.ﬁ.OQ.[.bQQQ..HEQ.&. Date : ........ 7/6/16%’

Instruction: .

This consent form should be signed by Patient (if an adutt 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 mformatlon 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)
; nHRSE R RELVSTI N UL LT LICA . OAPPLL TS S .

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

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

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

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

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward event thereof.

......... N‘“‘W’*SWWLqus,‘°H/’M7~fm‘f”>ﬂ~~5>kwf<°f

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

My signature on this form indicates that

1. Ihave read and understood the information provided in this form

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

3. 'havehadachanceto ask my surgeon questions.

4. Ihavereceived 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: %Y’HA’Q('J ........
Consentee : . Patient Attendaqt :
Signature : C ...................... A Signature : .... )
Name: ........ C cSoond o NAME : vooonnrerrrrnnnne. TABOTARKON. ...
Date & Time : 0}\;,\20;& ......................... Relationship with Patient: ........ FATHBR oo
Date & Time : ........... o «/o%/ﬂaza .......... o;./q;.\.(?.fﬂ....
Wingss Doctor (who is taking the consent) :
Signature : P S SIgNAtUre : o @Y“ m(,\; ................
(. S, )
Name............. & .........................................
Date & Time : .......ccveveeeee. oA bbb s e snens 0 N '

Date & Time :
Docu. No. : RCH /FRM / CLINICAL / 027




ANC-00000800
Baby ARYA

CONSENT FORM FOR ANAESTHESIA esae® = *7 @ BirthRight
IO PRt S

1P28-00004543

Patient Name : gmfﬁ’ﬁ\yﬁ" ................................. Age:,2.'..\./. ...... Gender : Mal&Er” Female O

UHID NO: ..... Oﬁmlu% ................................. Surgeon Name: .../ 2% o BTN s
Anaesthesiologist : ..... 'Qﬁtl\ ETH[({ 4 — Operative procedure planned : ... () Lo f(;_D Ek 2 (?C‘ﬁ@ n 1
PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA PO('D N

* General anaesthesiainvolves 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.

[1Heart disease [ Hypertension [ Diabetes mellitus [ Renal failure
[ Hepatic disorders O Shock [ Multiple organ failure [ Polytrauma/ Renal Tubular Aacidosis
[ Incapacitating Cronic Obstructive Pulmonary o T T 10,117 ¢ E e R R

. Doctorto documentin medical record also if necessary (Cross-out * not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me/my patient the above mentioned operation/ Diagnostic/
Therapeutic procedures.

| authorize and give consent for anaesthesia ( O Regional / B/Mesmesia / O Monitored Anesthesia Care as considered
appropriate by the anaesthesia team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative treatments and
answered my specific queries and concerns about this matter. | have read and undefstood 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.

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

| authorize the anaesthesia 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.

| have been explained all my queries in the language understood by me.

Patient /Paﬁtg Attendant ; Witness :

Signature : ....<... Gt AUR AN R— Signature : ... 5w e
Name : L Soumd asad. G (1T T Rt ..........
Relationship with Patient; MACTHIMAL e Date & Time: ... lloﬁ»!gmé ]f 15\0.0

S TR L1 XY K. —

Doctor (who is taking the consent) :
Signature : ... A Name: ..... QRE ngﬂ Date&Time:......ﬂ!..b.!f??z.é.“

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




ANC-00000800 1P28-00004:
Baby ARYA - M{é

o Rairiren's | @ BirthRight
|||ﬂ|l|l”||||||||||||”|||||||||Ill Hospital | (e
OPERATION NOTES

Surgeon: Py HaR (N Asst. Surgeon: Py < O meped

Anesthetist: £50 . vttt PILRHMY o Sfu A

Pre-Operative Diagnosis:  Lefq € HM\’:"‘ of fevuRr F:ﬁPrr:‘wQL

Surgical Procedure : Lb({j g/oi Pk seate d- - i Aok se

J»!'\/\.f)ﬂ/o,,

Weight : { 1424, Date : r””Q,[, Start Time : 3 sp 19 | End Time : 15 P¥)

Post Operative E)/iagnosis:

Peri:Operative Complications: 1\ )

Operation Notes:

Findings:

—

Procedure Notes: \l, G;/\/ ulr\}lw}\ "‘*?;M on W &g‘kﬂ BUQ,J ' é:

 Crhontll In, 6 hoedton & ER Guven .

- 1O woldainsd Gt '&;co/j/(u_;&pf 2o N S SV’ Lt e

%ﬁ}\we\

- Cm’”\ Aoas meqw M\LAA«L ‘5( mu(,q y{‘oww

‘Jqﬂn + by J

- &\L/\IH,A V""Q@LL-’ [}’\VU\ &(’MN C—U(Z/L .

QQA/Ue)h 9(\ L OJ1’L 1(»& Joruy \,[ C < Aorgpa

— _Cf?/a/\ C—Liﬁiqq‘ (,\\./y\p(dw- DV,/{ "‘O(/u rDFA . CJ’\{‘(CJ Lu\e(k-l:#bncj m

Amoun‘t of Blood Loss: J U1 Biood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

—

Doc. No. : RCH/ FRM / CLINICAL / 099

(PT0.)




ANC-00000800 IP28-00004543 //;
::-::-;:z? 2Y1M16D Rainbow® ‘ . T
| or.8eLF Children’s BirthRight
W””||H||||||||||||||”mlll”ll Hospital | ) emueonio:

POST-SURGICAL CARE PLAN FORM

Post-Operative Monitoring Parameters /Frequency:
- Mo W e il

. Manstue bﬂ &cc‘t /&(}1 &T,/(Qw ¥ /’

Wound Care: .
_ N -Lpﬁﬁ(;\ “or\/\.j vt o—
Drain /Special Lines/Catheters: ﬁ""‘* P FU TRV,
e Pwa a7
)l%)l Uvbff J,m\wl '—ﬂ/)' o
7 O =l D

Special Patient Positioning and Requirements:

= IUT%J [Qn‘/hnj

Nutritional Instructions:

oy R P torrethatia ox )M’C%UCL/\
Oreltoey

When to Start Mobilization:

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:
OYes ONo

Any Other Post-Operative Care Needed including Required Follow Up

Name of the Surgeon: ...............!

Signature of the Surgeon:

Date & Time: "3[ )2{: AT f;f)”o ..................




ANC-WOOOIO
. 4-04-2024 inbow ®
Department of Anaesthesiology or. SELF *Yimieo ) Rainbow o

P anesthenc uaLomnon gy Sonen | S

Your Right to a Safe Delivery

NAME: ..o Age: ... SOX: v UHIDNG S oo
Date: .......... q ]b)»"’ .............. TIME: c...cosppeitr s Pones Proposed Oéeration: C‘QQEZDQEDUGW'\?"' Pop
Diagnosis: ............ (LDIEMU%, ............................................................................................................................................
BP/CRT: ﬂ.a/mn?ﬂ.nz .[.‘t.?/.'}_!u Weight: 109'51'7 ASAPhysical Status:  O4+"T2 03 04 o5

Laboratory Data:

Glucose: Protein BV osiisisccn hmmmmens
Urea: Ab: ... HBSAg. ...,
Creat: Total Bill: HOY: inmnsn.s 2D Echo: ...
Na: Dir. Bill: ........
K: LOH -
Cat: e Alk-phos:
Ma++: o Amylase:
[+ PR ibosertll il - "SGOT/SGPT: ...
- Medical History: ~ CVS: !
RESP : [ ‘Diabetes : Pirth, wi - 27 .
CNS: | Nogmar No Niew & :

Renal : / NAJJA(;'OM L"’)
Hepatic / GE : [ ' -~ Physical Activity: quu}ww upto 0’4&

Others :

‘Past Anaesthetic History:

Physical Exam: :
Airway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth:
Lungs : B } 5 A{(-D
Heart: eLt)
CNS:  NHND
Pregnant: ClYes [CINo [a—] Venous Access Site - C-f-') ~ Spine Exam for regional :

Anaesthetic Plan: CIMAC [18€6TONAL CIGAETT (SR

Peri-Operative Plan Explained to the Patient: OYes 0 No

L CURRENT MEDICATIONS -- DOSAGE Pre-Operative Instructions:
1. DVT Prophylaxis -

Water / ORS 2 Hours
2. NIL ORAL<[ | "™ i

3. Informed Consent: O Standard OO High Risk

4. Post Operative Pain Management: With Patient
5. Other Instructions:

Signature: W Name: .DR: Ekﬂm‘ib ............................................................................................. ‘.

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




ANC-00000800 1P28-00004543 Y
Baby ARYA Rai b;o'w,
24-04-2024 2Y1M16D (M) ain ? i = -
g ] ANAESTHESIA CHART  Sinopiial ~ S BirthRight
1 AN AT Hospital_ | (Rl
. It takes a ot o treat the fittie. Your Right toaSafe Selivery
Change in Patient Condition: OYes [ONo Fasting Status:
y z
Physical Status: Patient Identified & Consent Present = Chart Reviewed
H.R: [ B.P/CRT: [Sp0,: A~ [ RR: - Last Feed:
Pre-0P DIAQNOSIS: -rvvuvussrsoreesssnmsssssesssmass s Operation: UMWW .... =t . DA e
SUPGBON: eseeorerssssssssmommssssassesmmms e e Anaesthesiologist: W@W TeChNICIAN: ..voceeceemrnneneescmmenens
TIME |
N,0 /AR /O, LPM e ;
HALO /SO /SEVO
Drugs:
(o LREP ] 11 suppostory
[ FEsT 22
[w-DEXM "ﬂ
Blood Loss
FI0, /5a0;
ETCO, \J
EC6
Temperature
Urine Output NOTES
28 5
8P 240
Vv Systolic 220
A Diastolic :
X Mean 200
« Heart Rate P,
Tourniquet on Time bt
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120
100 —+1
N VI
601 #
40
20
10 = =
D g
[ — o
LAB Values
) GAES
Others.
Equipment Checked and Temp: Induction Regional:
Functional [0 HME [ Fluid Warmer awv [ Inhal Extremity SPECHTY: ..ocncerreres
0 8P [ Cling Film [ OH Warmer O Pre 0, ORS! [ Spinal [ Epidural
[0 Cuti SiteA=2"" 7 [0 Hugger's [ Cotton Wool [ Others Others: .......
O [ - [ Other i
KG Lead . O Mask [ SGA Position: ...
mp Site e O Aiway [0l ONasal site: ...
\(u 0, Monitor Anaes Start: ETT# ..o O Ueee— cm [T R { A— (17211
\Z)qem Monitor OP Start: 0 Oral DN“?‘ O.cuft parasthesia [JYes [JNo
{Futse Oximeter OP End. . O Tracheostomy [ Topical Catheter at SKiN ..oc.eeeccccercs €M
g}aﬁlograpn i NBRE, . g s st [ 01T AR Drug Name & CONC: ...
Ventilator Jga(slhesia: O Awake [J Direct Vision BOIUS: oo sremsacrmmssbonsn
[0 Nerve Snmulalgr GA [ Video Laryngoscopy [ Stylette / Bougie InfuSion” .o........
[J Monitored Anaesthesia Care [ Fiberoptic
o Block Level: ......
postion: S O Regional Blade# . AEMptS: o cererd
O Pressure Points Checked DIfficulty WhY7 oo . s O
Line (Size & Location) Transportation to
Eye Care: P O Bilat = BS geacu OICY 03 Other
O Oint y; @ ................... 3 Semi-Closed Circle Relaxant Reversed [ Yes One ONA
o Tape. AN e [ Closed Circle
[0 Padding DIV oo 0 Oter Name of the Doctor :.. e 1 T )
O Awake owv Signature of the DOCLO? =..... ) st /-

e N R

e~

s aaiie i n o

e

Ty N . PR TP
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Baby ARYA
24-04-2024

"

FUST-ANAESTHESIA CARE UNIT RECORD

2Y1M16D (M)

2z
Rainbow® . .
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a ot to treat the litte. Your Right to a Safe Delivery

Received in PACU by %ﬂ,{w‘ ..... A< Time Received : .5 YY) Time Discharged - ..~ 2.
250 250 | Cannuta Site :
240 240
w 230 230 | [J0,Mask [ Nasal Prongs
S a2 220 | [ Tracheostomy O T-Piece
(72} 210 210 : ‘
] 200 200 | [0 Oral Airway [0 Nasal Airway
g:. 190 190
180 180
8 170 170 | Vomiting : OYes CONo Drug:
o 60 160 .
B 1o 50 |N6Twe:  OYes ONo
v ‘;g :;OO Drain: OYes OJNo
1
A 120 120 | Urinary Catheter: [ Yes [J No
& :;g 22,3 ChestTube: - [J Yes [JNo
5 w90 %
= 80 g Nil Oral OYes CONo
70 70 <
a 60 60 IV Fluids:
n 50 50 _Oral Feeds:
= a0 40 -1
“30 30
¥ =20 20
10 10
0 o
SPO,
POST ANAESTHESIA SCORE MINUTES
(Matified Aideete Score) IN 30 T 60 T9 out SCORING INTERPRETATION
o etk e e R A Minimum Total Score of 8 is Required for
Able 10 move 0 extremities voluntary or on command =0 Discharge
Able to deep m & cough freely = f
nea or 'breathing = RESPIRATION
w ‘ =0 Exceptions to this, are to be explained in the
Sﬁ = gg';;:,,mmmmm - space below by the Discharging Physician:
BP = 50 of Pre Anaesthetic leve =0
Fuity awake =2
Arousable on calling =1 CONSCIOUSNESS
Not responding -
Pink =2
Pale. dusky. blotchy. jaundiced. other =1 COLOR
Cyanotic =0
TOTAL qf o
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Infervention Signature
NFPo- g (NV3
Pain Tool Used: [JNPASS [JFLACC [IWongBaker [JNPS Reassessment Frequency:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:

Date & Time:

1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain. patient with severe pain
a.  Every 2 hours for first 24 hours
b. After 24 hours every 4 hours
[ Prior to pain reliving intervention
d. With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU):

21b|928 of \fgopm

Date & Time: <)




%
Rainbow® ) =
Patient Sticker Children’s ® BirthRight
Hos p ital BY RAINBOW HOSPITALS
1t takes a lot to treat the litle. Your Right to a Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

(57 - e TIME: ceeeeveerpesipiidantoses Procedure done by

CSE /Spinal /Epidural Position : ........cccceene. Space :

Depth: .o o Cathetorat SKIN: sumeetsistniet it Att

Parasthesia : Yes[No GBS FBLAS 2o veronpssesssmnggapatprsbesisioienbonbsossbispofi e bestonbstastscbsfentes oot ssenness
SOIUHON COMPOSHION © ....vveeeereeveseeceessrssessssssees s ssssssssss s

) SR S e e s
OO S 0 T e e S
: T : /
Infusion Rate . Level Maternal
Time (mi/hr) Bolus (ml) | eft Righ BP | Pulse FHR Commems
Delivery Details :  Time : .../ceeememcaconuens APGAR: ... SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECEEA 2 oveviees oo e sssss e sssmssasms s
PAHENE SAUSTACHON - ......./owcevsoeseesseersasbassssss s s s i

Doctor Signature: ................ oo S e e I e vemneneo
Doctor Naiies.. ... o e el Ll

Date A0 TIME : «oveeeeeeeeeececerecmens s
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Baby ARYA
24-04-2024 2Y1M16D (M)

IR
EMERGENCY ROOM TRIAGE FORM

"%
Rainbow® i L
Children’s '.BwthRnght

Hospita' BY RAINBOW HOSPITALS

A
It takes a lot to treat the little. Your Right to a Safe Delivery

(8-SK,

Patient’s-Name & ..p...oveevey % ........................................................ Age . Gender:/Zl Male [ Female
Date : 7 6/ ................................. Time of Arrival : ....... LLOOR;»
Allergies: [Z/No [ Yes [ Food [J Medications [J Blood Transfusion [J Other (SPECify): +.vvvvveeveeen o WO 1 Not known

Source of Information : /[Z/P'arents [ Others (SPECfY) «.vuevvvrrrerinrinrieiinnn.

Mode of Arrival : /ﬁ Ambulatory [ Wheelchair

Initial Vital Signs:  Temp: %“ﬁ PR:&&%%*—BP: .............

T T L e — /0 ........ MW .............

INITIAL PHYSIOLOGICAL CATEGORIZATION

Appearance
VD/wa‘mal A

[ Sick Looking Girculation / Colour
Normal [ Abnormal [ Bleeding

A= Normal

Work of Breathing

[ Decreased

INITIAL PHYSIOLOGICAL STATUS
2 Stable
O Unstable :
[ Not — Life - Threatening
O Life —Threatening

O Increased
[ Gasping / Apnea

Triage Classification

CTAS

[0 Level1: Resuscitation

O Immediate

/ET\ Level 2: EMERGENT : Life or limb threatening

[ Level3: URGENT: Significant illness / injury with potential to become life or limb threatening

0] Level4: LESSURGENT : Significant illness but not life threatening

0 Level5: NON — URGENT : May receive care when convenient

120 min

All Children less than 2 years age with high fever to be considered Level 3.

* CTAS - Canadian Triage and Acuity Scale

NOTE : All immunocompromised children and preterm babies to be considered Level 2.

O
C-dn
Signature of Mrent/ Guardian
Triage Completion Time : ...... [ L(Dl

Communicable Disease Triage Screening

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

1. Have you had fever (elevated temperature) in the past2 [ Yes /Emo
weeks

2. Have you had cough or a rash in the past 2 weeks [ Yes Ao
3. Have you had shortness of breath or difficulty breathingin [ Yes CYNo
the past 2 weeks

PART B. For patients reporting fever and respiratory/rash

symptoms: fNot applicable
1. Have you travelled outside the INDIA? or had close [ Yes [Z] No
contact with someone who has recently travelled outside
the INDIA, in the past two weeks? /

If yes, State LOCAHON: ...cvvvrrienrns oo

2. Are your parents / close contacts at home is/a healthcare DYes)Zﬁ\Jo
worker? {please encircle the choices} (e.g., nurse,
physician, ancillary services personnel, allied health
services personnel, hospital volunteer, or laboratory
worker, others) who has had a recent exposure to an
individual with a highly communicable disease or
unexplained, severe febrile respiratory or rash disease?

Name of Triage NUrse : .............. Eg//\/ - ...................... 3"&
Date & Time : C?/é/%@ﬂrb?ﬂw

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

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

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

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

PART D. ACTION / INTERVENTION: (for positive suspected
communicable disease triage screening)

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

The patient should be given a surgical mask immediately, if not
already wearing one.

Both patient and triage staff should perform hand hygiene.

oo o O

The staff should use PPE (as appropriate).

Signature of Triage NUrSe & ...............

62090/
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Baby ARYA R . b:~ ®
w10 M| ainbow . .
o Children’s @ BirthRight

T rospial_ | W@

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : [@[% ............ “Time of arfval : ....... {. IODA“"’ ' ' | 6 : '
Chief Complgints‘: .............. ) 1{7’}5 .......... @%’”&\{L w c’k m&@ J

Height : ...... o 5, M Weig.ﬁt:.t!?.xS ~BMI 6. .. Head Circumference (<2years)

Allie;giyes: O Yes )ﬂ No O Medications VI‘]BloodTransfusion : O] Food T Oter: oo Timiesmeeeees
e [ y ‘
If yes , identify “ ...............................................................

Pain Screeningyzﬁ(es CONo If Yes, Pain Score: 5 o Pain Tool Used: O N Pass /g FLACC [0 Worlg Baker

S

[0 CharaCter ....oooeemenssesenss [ LOCAHON covevevrrrrerresesenes O Frequency ... / [1 DUration .c.eeveeemommeeesees

RISK FOR FALL:
)Zflf patient is < 6 years
tick below fall risk intervention directly
[ If Patient is > 6 years
Assess the below parameters
Historysof Falling: within past 3 months [ Yes /[Z No
Ambulatory Aids:

Functional Screening: )Z] No Abnormalities Detected
[0 Mobility Problem

[0 Walking Problem

[0 Developmental Delay

0 Musculoskeletal Congenital Abnovrmality

Inform consultant for positive criteria

e \Vheelchair DYes' '}ZVNO
o Uses furniture for support [ Yes )ﬁNo """""""""""""""""""
inhoniiietipl S o e G
» Bedrest/ immehle s - Nutritional Screening: No Abnormalities Detected
o Weak O Yes F'No .

. [0 Underweight
e |mpaired O Yes )Z(No O o o
Mental Status: Forgets limitations O Yes ?’No - Fve;\.Ne“g) tbl

eeding Problem

IF YES FOR ANY CATEGORY = RISK FOR FALLING
Fall Risk Intervention:

Escort while ambulating

Assist Patient
/l7_£| Educate patient and family on fall precautions/prevention —

[0 Special diet
O Specialfeedingmethod

Inform consultant for positive criteria

Psychological screening: [ZANo Significant Findings

Unusual concerns about patient's Psychological Status: Yes ;}Nﬁ

If Yes Consultant Notified: ............ccooe T S (Date/Time): ..ovvvsseeess s
Social History: Lives WD ©ovaeeeeennssessrssessmssassesssssassesess ?CWM ...........................................................................
Siblings in household O Yes )Zf\ No (ifyesHow Many?) C~/ .......................................................

Time of Initial assessment completed by ER NUrse & ......... N‘ISIQ"‘“ ...............

Docu. No. : RCH /FRM/ CLINICAL /120 | (PT.0)




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

Nursing Notes

Samples collected by: ,'Z/ C & Time: [J2O90 /Qw
L
Samples sent by : %/%WV( @g,\ Time: /[ ®e 4 _

Medication given in ER:

O MLC ULAMA  OBROUGHT DEAD

Procedures done with details (if any): ... .

Tick as applicable:
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Rainbow’ | @ miethRiaht
Children’s @ BgirthRight
Hospital 8Y RAINBOW HOSPITALS
l*lnin‘um WMM!MW

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

: 6 /202t
P L0 e —— Pr. HA s e D8 crerree M 00
Type of Admission: QoPD E(E{ O Referral (if referral, g T———
Ly ce—— Weight: .o / kil
R TR S
P Pediaric Assessment Trangl
[ A Appearance -TICLS
o1 Fentiase. frastandd g corset w)
................. U‘“’lp”-d'!ﬂ%r/.) B C Circulation _E '
O Abnormal
........................................................... Breathing palor O
Protudouy ... O +wos Cyanosis O
-+ Kﬂ% o CAA = Y WoB Motting O
..................................................... J/ /}u Normal ieadig O
................................................................ C(ﬁ O Gasping/ Apnea
[ Unstable Any urgent interventions needed: 1 Yes ONo
Life Threatening O HVBS Lo
Non L“e Threatening D -------------------------------------------------------------
Significant Past History: LSt e s TR G L
Medication HIStOTY: ....oovueuuussemssssssmmmssnassssssmssseesst e TR iyt S st s S
/4
oot e e T R i
Frlmary Assessment . Q‘
Rirway Op vl Any urgent interventions needed: [JYes ONo
Q g/@e:tamame TRV S
D NOt Ma‘nta‘nab|e ----------------------------------------------------------------------------
Breathing
Rate: Q?/ xits...  Sp0,onFiO, ?‘i/mn Any urgent interventions needed: CJYes o
Rhythm: ....... ’if"“'lswv YBS wocrsiesssmmmnsssisasssmsss s e s
Retractions: [j/Suprastemal OICR ~DISCR
O Stermal £ Supraclavicular i e
Respiratory Noises: O Stridor [0 Wheezing [ Grunting R —ULL
Air Entry: &&W vssaesssaseseiaRessaneesasisssparagsssineeenssdiaLRigesises iR Y
Palpation Findings (tf NICESSATY) . evverssrssssusmssssssssssssmmmmssssssssess |

Docu. No. : RCH /FRM/ CLINICAL / 157




Circulation
Bp:...7. 3/ 6 et
Central ...........o.oooo
Puise Volume: [ Peripheral 42U fu-
If in Shack E Compensated .......... .
Hypotensive ............

Muffled Heart Sound: [J Yes @No/
Engorged Neck Veins: [J Yes oo

Central ............
E ntra 2y Any urgent lntervenﬂons needed: [(JYes [ No

Perlpheral """"""" If Yes ..............................................
Murmurs: [JYes B’fo( .............................................................................
Liver Span; M s - IR
ECG: n----nu-nn-"----n-"-"--u LLTTTTT TPy i oo Ll o g Perevas
Any Signs of - TS S, T, R
Heart Falure: (3 Yes g |

@ 6os.. 5l avey:

Disability Pupils: E :;:pgs:; h[:;}/uon-Responswe 0 If Yes

Any urgent intervenﬁons needed: [J Yes D No

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

-----------------------------------------------------------------------------
......

ACﬁve Selzure's. D Yes Q’NO Sugafs .............................................................................................
Signs of Neurological ¢ compromise ...... 7z o,\,._,@ .................................................................................
PO 0 i e O
ExposureO L C’/ """""" Any urgent interventions nesdeq OvYes CINo
AnyRash: ClYes [, :
"1yes descrive the rash.................. . S
s s e
Laceratlons D Abrasions D bruises D .............................................................................

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

Final Physiological Status: O Respiratory Dlstress

O Shock -

O Cardiopulmonary Arrest

Secondary Assessment: H% toe examlnatlon with positive ﬂndlngs
£ :

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

O Respiratory Failure o Respiratory Arrst
Compensated O Hypotensive [J
foer’;mdynamncally Stable

------------------------------------------------------------

----------------------------------------------------------------------------------------------

Need for Oxygen: [J Yes {]fo if yes Low Flow O High Flow O PPV J
s " J '#' ~) Ng X
Final Diagnosis with possible Differential Diagnosis (If necessary): ........... A%/* ........ M ............. esssnsssesoflusvctensiorns:
Assessment done by Sr. Doctor on Duty (lf necessary)
Name of the Doctor: ......... Name of the Sr, L N
Signature: ............ Ao Pt et ..oz it
Date & Time: 7/“ A S c..h 'Foa 8 & THE: o ..
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Rainbow®
Children’s
Hospital

It takes a lot to treat the little.

[

PEDIATRIC IN-PATIENT
MEDICAL RECORD

N

Patient Name:

Department:

Consultant:

ANC-00000800 IP28-00004543
Baby AR

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

(PT.0)
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Or. 8ELF im0

ST

Pediatric Mulioryau 1no.0ry & Physical Examination

Name: Age/Sex
Information given by: Relationship
Chief Presenting Complaints & Duration (Chronologically)
WV
History of present iliness :
~ b D L,
& "‘j

T u7
Al )l L/,/o Fau, a/M '/“aé,u/

A ]/'M 4 adtio oan 'VLdO?/ =&k /a.wmf(/

//I/KQUJL o

7/

O %74 —J Jw,ub(/.,/@

- 7F axlaro~ 743

Ra vt — Rt e ol
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Baby ARYA
24-04-2024 2Y1M16D (M)

Or. SELF

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

— Ao Ao A pU LI

V’e’("* (ng(—wb) / ZJCY/ ?%?amﬂy Chart
CAPA

Mo Vi /5-7

Birth & Socio Economic History: @/7_{:1
About Father : B

L/

i3

About Mother :

Birth & Neonatal History:

Any additional Information :

Developmental History :

(P for age
VA

da i s e Ip P

Immunization History :

Anthropometry :
Head Circum (cms)

Weight (kgs) __[iﬂga_ (Centile — )

On Examination : . / p
Rt 7)7 b2 7
Temperature : ‘ Pulse Rate :_fi_ BP . PO _,_—2—9 /rm

(Centile ) Height(cms)! — (Centile) )

Resp.rate and type of breathing : nr- 15’/~v~'

Rash @

Lymphadenopathy

Qedema:

Allergies (if any):

(PTO)




ANC-00000800 IP28-00004543
. BbY ARYA
P&USHI S icker 24-04-2024 2Y1M16D (M)
Dr. SELF

Inspection (any s/o distress) :

Respiratory System :

Air entry & breath sounds : K/L W Sound @

Any addes sounds : M ot Aciiadb

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

Cardiovascular System :

Inspection of procordium 'ﬁ" (@ A
Heart Sounds : o 6
Any murmur :

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

Per Abdomen :

Inspection : /’-24{/ AN —Tenclin
Palpation : Mo epancarydy
alpation v .
Ausculation :

Spine : External Genitelia :

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

Central Nervous System :

Level of Consciousness : AVPU/GGS score :

Cranial Nerves : S l’rl// !y
Torv. —(Q
Motor System : e =@
Ao v D
Nutriton :
Tone: Power

Co-ordinator :

Posture :

Involuntary Movements :




ANC-MOOGDO IP28-00004543
~  Baby ARYA

i

Plantars

Sensory System :

/3

TET (D Thigt - dontkiy B, voumn D

P—s | =
e ot / /e drran C:)
Bladder / Bowel : &
Rorf — Reshuihzl
Clinical Summary & Diagnostic: »F & ovi P Mg [P
mn Meapt- DE fFernuwrv  Jrc ok — loues Arolan chnn
i 7 7/ | | l
{, Pediatric Multiorgan History & Physical Examination + pp
{ oG 4
s Preventive aspects of the treatment:
Desired goals of the treatment :
-
Planned Labs: Planned Management
i o B > clovet  Pashiakusy F
PN P7)arr7/I~ve ,L;/ Ao tay D an
| A(’O"o/ W«/
4
Signature of the Doctor: ........ )Luw\ Signature of the Consultant; ...\....X]-ooeereemreeeiee
Name of the Doctor: ........... B Renm s Name of the Consultant: %YHM"J ..........
Date & TiMe: .ovvvreenene. 7. 5/?{6 ......... “&M DAte & TIME: ceoeeeeeeesieeeeemmse s




ANC-0000080

Baby ARYA 'P28-00004543 ;
24-04-2024 |
Dr. SELF #Yimieo (M) |

.....

d DISCHARGE PLANNING FORM

NOTE: * To be completed by a Doctor within (24) hours of admission.

1. Anticipated Date of DISCRIGE: e S A e

2. Destination Post Discharge: [ Home
Family Members Notified (Person Contacted)

[ Transfer
Hospital Facility Notified (Person Contacted)

3, Discharge Status: O Self Care [J Family Home Care L1 Home Professional Assistance
OJ Needs Assistance In: Remarks
OO Medication [ Yes T
[0 Bathing [ Yes L R
[0 Eating O Yes LHE. ot o P RS aDC VBN
O Walking [J Yes L e g eer e
O Dressing O Yes LR ™ st esgsesnssomeesmpsse L 1900
O Toileting 7 Yes LIHE 158 cxsisiommrmmriomeussssastsims oo s e e

4. Nutritional Plan:
LI Dietary Instruction Discussed with the:
[0 Patient [0 Family Member B LU i T

5. Discharge Planning Discussed with the:
[J Patient O Family Member L3 OHETS: .o

6. Patient/Family Educational Plan:
e —- . L

O Patient's Educational Topic/s discussed with the:
[ Patient 00 Family Member LI OMIS: ..o

Doctor Signature: ...

Doctor Name: ........ceovvvveeeeomemvcomo
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26042024  2Y1M16D (M) Rainbow® ® -
Or. SELF Children’s BirthRight
I A Hospital _ | @ zemnoms
PROGRESS NOTES AND DOCTOR'S ORDER

2’{:",0 Progress Notes Doctor's Order
(§>‘é‘(q% AR D \"\‘\"\\‘17\&7!:\64
q‘/—\ﬂ/
f:\ Yoxmun w g\x&%& 3ot bt
2Ly~ (’Q Coanaan Gow,l ML,Q“IAS\\ g
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DO sy Yl
To lunala oy \W\u; s, s\
wlan  poob o 0dnal s
Dlg. Blant
A,%\,\,:.\Q
ANV
07\02,‘ ooty Q\g 'L@ L\Cr - b%v\/‘v ~\‘\’\\'C\L& $
2% B\ p o) ‘\
VSR 552
\
o Vo, Quuounebe 20(4 9ol M

O .
(1 R > DT /A? {
o ooy

S 2 A

Docu. No. : RCH /FRM / CLINICAL / 088
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Rambow . -
Children’s @& BirthRight
Hospltal 'w
uuuuuuu Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes Doctor's Order
1.} S‘(g %-Hf‘ﬁtl\)[,q:/l_,%') '
g /
o Doy 1, chocrd v uredion *‘\A‘l-ﬁﬂl«&\ cuting
é‘) (/0 N A-
¢
i lA 1) esondadpble = et J—V\(»:\_vkef/
alid ¢ cML o Az w'om‘—#gnj
MR =Y S 27 vy

rw o lo o/

vodo et cadl

JIAQ"[' RﬁM G)
- - %v/ L Bden
- P{)@QVM D 728 .
e ‘Cr/o&czu\:( BNk obd“ﬂ/km/\k/ Pt 83U chu
(fg" Svact 0n  gnced Aot oy fluated
r Q'U\ /LOA cbv\ +°0(N4 ‘
(\4 Ay bl .‘('.r J%?«

10 M'"&W

T 1o horge dy padifin f
" §)

7. ey

—

vown b neeell f _cc:[/(

/‘. &
Ul olen~ ~ Mr}v&(‘,@w

© oot profusi

((‘obé
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rHUGRESS NOTES AND DOCTOR'S ORDER

%?me | Progress Notes Doctor's Order
b
TGP~ Vo | PAPPETROL) & St Plo L—1-1
D( \L( CLLLL,,
J
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Patient Sticker

W’

=
Rainbow® , e
Children’s & BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes 3 lot to trast the bite. YourRloMloaSouMmy

PROGRESS NOTES AND DOCTOR'S ORDER

Date
& Time

Progress Notes

Doctor's Order

Docu. No. : RCH /FRM / CLINICAL / 088
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Baby ARYA

24-04-2024 2Y1M16D (M)

Dr,

T

~ RESULT SHEET

2 .,
Ralnbow’ | @ BirthRight

Hospital BY RAINBOW HOSPTALS

1 token 8 ot o ot the Btie. Your Right ta 3 Sale Daiivery

Date

qlb[2b

o

Time

| Ho

[0-S

| PoV

20

| RBC

WBC

G-Iy
TN

N/L

Ubl<0

Platelets

Gy <

CRP

ESR

PCT

RBS

Na

| K
| ¢
c

a/Mg

Phosphate

Urea

( Creatinine

| ALP

| SGPT

| sGoT

LIl

T.Bill/Con|

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

T PT/NR
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