Rainbow Children's Hospitals - Visakhapatnam

% Plot No.15, Health City layout,Sy. No. 21 & 27, Part of Chinagadili, GVMC Limits. Govt General Hospital Kda
Rainbow” @ Vishakhapatnam Andhra Pradesh, INDIA ,530040.
Hospital _.?irl'.l'ia.:'. TEL NO :891-3501601

WEB : https://rainbowhospitals.in

ADMISSION SHEET

—

Registration Details : RN ORE AL LLURLY IR

Admission No : IP22-00023451 Admit Date : 01-Jul-2026 Admit Time :06:33 AM UHID : HCV-00032964

Patient Details :

Patient Name : Mrs D PRIYANKA Age :35Y9M19D
Guardian : Mr MAHESH RAJU DOB : 12-09-1990
Gender : Female Religion
Occupation : Martial Status
,.i\ddress (H) . Chitti Valasa Vishakhapatnam Andhra Phone No . 9603679799/
£ Pradesh INDIA 531162 5 . =
E-mail : no@gmail.com
Admission Details :
Bed Type : DAY CARE Bed No :DC 211 Ward Name : 2F-SECOND FLOOR
Room No : DC 211 Admission Type : First Visit i
1
_J:
Contact Details : |
Name : Mr MAHESH RAJU Relationship : W/O !
1
i

Contact Address : Chitti Valasa Vishakhapatnam Andhra Pradesh Phone No
INDIA 531162

-

Doctor Details :

Doctor Name : Dr. CHUPPANA RAGA SUDHA Specialisation : OBSTETRICS AND GYNECOLOGY
Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00

Payment Mode :Cash Payor Name . SELFPAY

\ Printed Date / Time : 01/07/2026 06:33 Printed By : 018613 Page 1 0f 2
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Children’s ‘Blrtthght

Hos pita| BY RAINBOW HOSPITALS
ACTIVITY RECORD FOR BILLING It takes 2 lot to treat the little. Your Right to a Safe Delivery
Name: M“ S ?ﬁu D eecmannnane: OV-00003064 P22-00023451
‘ s asYeM18D ()
UHID NO f...oinee PN s Consultant :.......... 12001508

Date of Admission ........... TIVAO ossqsivaisis Date of Dische Dr“mn“mmmﬁmm““\l

Room/Bed No :....cccevvvvveennne Ward: &g Suggested Billable bed type:..........cccccceiiiiinis
WARD TRANSFERS
Date Time From To Signature of Nurse
ol_h, 16 | £eypfAm | mT(V oT-1 {aVe
01316 | 18%m oT-1T n (L) Uyﬁ:vma‘{
Cross Consultation Visit
Doctors Name Date Order No. Signature

o

v N

10._{/




MEDICAL EQUIPMENT (WARD & ICU

Name of Connecting |Disconnecting i
Date Equipment Time Time Order No. Signature
\‘m\\
\)
R-){V




INVESTIGATIONS
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et . i ——

Date Investigations Order No. Signature
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PROCEEDURE

Date Proceedure Quantity Order No. Signature
oalab | Tv placepent ‘\\
4 A c’ DPONC : /
_L)Mvemr(ovif mD}umrfbmu (
/ epd Uy T\ Y 19600 7 | Guds,
Dr. fogo b " 9649 )
Oy U Carpe 1~
Time Gns £440pm s
Tim¢ ngi 9:YO0Am ~ —

/
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ANY OTHER INFORMATION

a Sivo%,ov}n uU.aI Iéuwg

A Pnhrib.gcque UMC,P Yol ¢

Date: ()| )?\lfp Time: 9 Vm Prepared By: %

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor

g‘,‘;t{w\l MELU
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HCV-00032084 1P22-00023451

| Mrs D PRIYANKA ]

|

|

|

12-00-1690 3"". 1" Rainbow”®
Dr. CHUPPANA RAGA 8U| I Children’ . Blrtthght"
M T ”llllll fospital _ | N zmummio

OBSTETRICS / GYNECOLOGY
NURSING INITIAL ASSESSMENT FORM

Date of Admission: ‘l:t‘l?'bd LG QOA‘

| Baseline Information:

Admission From: ] ER [ZJ OPD ] Admission Desk J’ﬁhers, SpecHy ..........c.. MC\ ............
Primary Language: " Telugu yEnglish ] Hindi 1 Others, SPECIfY ....cocveiinveiciiie e
| Do you require an interpreter? )‘f I No IEYESEPREHY iiivimis aumimm s s s Eah ST S Sea SSeES
= Source of Information: _Aatient _| Family L] OHhErs, SPEGITY .ooovrvieeerireierrirrsesisressssssssonnseesssssessesssnsesssssnssans
Allergies: ] Yes @6- ["1 Medications [ Blood Transfusion [} Food L OIRBE woviavisnsyiismsmisiraonss
I B BTN, . ot s vensspas oot mommsnis s e e A A S P A A RS DR AR AR

! ChIat COMPIAINES: .......oviinaniinimmimasinse arnvasamasas i Doctor Notified on Admission: ,J/"i& [INo

% Name of the Doctor: D1

| Time Notified: ...a..... &« ‘-LS A.,.\ .................
Past Medical History: Obtained From " #atient [ Family Member (] Medical Record [1 Other (specify) ..................

Past Medical History Past Surgical History Previous Hospital Admission

N NO NO

i ﬂﬁynecology Assessment: | Not Applicable | Gynecology Surgical History: Gynecological History:

l Menstrual History: ‘S 'AS............. | Caesarean Section: 7'}!6) 1 Yes Contraceptives: [TNo [1Yes

! ................................................................. Cervical Cerclage: AB L1Yes Vaginal Discharge: [ INo [ IYes
Onset of Menarche: .......... o B —ScA Ectopic Pregnancy: Jfl@ Yes Post-Coital Bleeding: ("I No [] Yes

‘ Menstrual Cycle: U’ﬁegutar []Irreqular | Myomectomy: [+flo 1 Yes Infertility: [[TNo [7]Yes

‘ Last Menstrual Period: ......|6 6‘2,& Others: If Yes Type: [ Primary (] Secondary
Obstetric History:  G......2.. ssviiin P s Lishssonsenmmoammrmasis  Dlnvsissssiosasamsnssmmn

| Previous LSCS: ................. M O ..................................................

: Current Medication: '_\/IG; [ Yes, If Yes, Fill the reconciliation form

Family History: [ | No Abn Detected Nﬁ\%

_ o;/lnss
. | Heart Disease ™ Hypertensio /(\'.,;B'lhbetes [ Stroke [] Seizures C1 Kidney disease

‘, [ Liver disease 1 Other S L2 e Qgiam ......................................................................................
Vital Signs / Measurements: Temp: .10 5..... - HR: .. BQb RR: .. 'LOL) h

‘ BP: \P( "’Cc‘ M)kj Weight: ?8&“ Height: (SQC,....) mi: 27.681%/ .1

| Pain Assessment: Pain: lYes [J (If Yes, complete the Pain Assessment / Reassessment Form) -

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




HCV-00032084

Mres D PRIYANKA
12-09-1600 BYOMIOD ()
Or, CHUPPANA RAGA BUDHA ?

A

1P22-00023451

PHYSICAL ASSESSMENT

[ T@hy

General Appearance:

CT1ill looking

7 Anxious ["1 Agitated

LT Others: .o iieeieenens

Fall Assessment: [ Yes Z’( Score .....

(complete the Morse Fall Risk Assessment Sheet)

Riskof Pressure Sore: [|Yes | /lbm/Score

(complete the Braden Q Sheet)

FUNCTIONAL SCREENING: If a patient needs assistance with any of the following inform consuttant
' I Walking Problem
~ Musculoskeletal Congenital Abnormality

Mobility problem
------- Developmental Delay
Inform consultant for positive criteria

No/normahty Detected

NUTRITIONAL SCREENING: |

0 Abnormality Detected

L7 Overweight ("] Poor Appetite > 3 Days L] Needs Therapeutic Diet.
_IUnder Weight LI Diabetes Mellitus L] Hyperemesis Gravidarum
Inform consultant for positive criteria
PSYCHOL AL SCREENING:
_€alm & Cooperative L] Restless 1 Depressed [ ] Agitated [ Confused

ORBES ettt et ae et e et be e e e e e s e e e e e enseesnees

Inform consuitant for positive criteria

SOCIAL SCREENING:

1. Marital Status: [ Single

CiMarried
Smoker: [ | Yes 1»19'

2. Special Habits:

Social History: Lives With ............cccvue...

[ Divorced [ Widow
Alcohol Abuse: [ |Yes [ LKG

v

Drug Abuse: [Yes +No

Orientation has been given regarding the following aspecis:

Call Bell in Reach: [g#Yes (1 No
We—

Above information given to .............. ¥

Infusion Pump : [ IYes

Name of Person Orientation was given to:

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

Nurse Signature: ......... L:l‘l.s
Nurse Name: ........... ,k =Y Lq

Date & Time: ...

Hand Hygiene Explained:

Waste Disposal Explained: _,/Hﬁ “1No

Y65 1 No

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

26 cd;. easl

[ Others




HCV-00032084 1P22-00023451

Mra D PRIYANKA
12-09-1900 MYIM19D {F)
"Vl 2
Chitdran's | @ BirthRight
BY RAINBOW HOSPITALS
I.P. ADMISSION SHEET FOR GYNECOLOGY flos uE!E?-lm Your Right 9. Safe Delivery
Date of Admission :.........00\ 03 202¢ .. Timeof Admission f,;oﬁm
Allergies W’J}/Nﬁt know any drug allergies
-----PRESENTING COMPLAINTS :
by o conedue Gl Zauwz
rAawendt walvalreo %}’1 e e
Semen c/mljatbs ¢ Noamal st ?/S)
g ] Lo
- Sobine GW m hC,HM—-i C@' ”’"’:)
wderis yetratheel EY Scopd
Owolbw\d?p}aj & GdrmanePrd b""’%‘ - 1e2 X 0.9 m “q.f’\mrﬂf

« Bt bﬂ/lﬂr)iaq tnbe |ree ?P;)Lwﬂ
«H EWQM{WO tebe  ree gpmxwﬁ gees.

Aoy Seen

MENSTRUAL HISTORY OBSTETRIC HISTORY

Yearof Marriage: 2023 Parity: NS fﬂ«ow
Previous Periods : fagwﬂ,u, ] Sd [ 20d “ cla_| Mode of Deiivery: -

[ 6’%% ‘ . NUW {WQ!M-&-Q/\&Q-O (&
LIMP: 16 (0 : Last Child Birth: oy L M.e_c{
Contraception :

PAST MEDICAL HISTORY PAST SURGICAL HISTORY
Y, [
B

Docu. No. RCHBH / FRWCLINICAL / 086

(P.T.0)




HCV-00032084
Mrs D PRIYANKA

1P22-00023451

12-09-1990 IBYIMI9D {F)
Dr. CHUPPANA RAGA SUDHA ]

A T

MEDICATION HISTORY:

CVR_S N
Respiratory System M&bﬁ @

Thyroid__aJol wﬂo«j/d

Abdominal Examination

il v
-~ INITIAL ASSESSMENT:
Date_o_}_l p+{wrb Breasts Local / Speculum Examination
Ht__16\ wt__ &Yy
BMI__30.06 [cglan™ gle fregd &) a
Bp__ 165 mndi
Pallor_ (9 J Bimanual Pelvic Examination

o

PROVISIONAL DIAGNOSIS : 35’\/ [F / Po,imn

ot Sty | pea-

LY

-| INVESTIGATIONS ORDERED

PLAN OF MANAGEMENT

cec (1= ¢ (2026 )

T W - (0.8 qqdl
pv -~ 34U yg|o(o
W8 - (3,120 cell | e
Pl — 26 clwmm

@ Wﬂ
(D vem il fydboe oeds

@ corgund o o oo cedinn
@ Pre_ovet M“i‘? Cﬁ“"‘o’v—\f
ok whds

mgmwsﬁr?

-

%}aﬁrwnz

Name of the Doctor : b"f : I\l"%ﬂ'*-l

Signature of Doctor U“"‘("g

Date & Time :




Ref. No. : F/HW /PGN / INPR /15

HCV-00032084 1P22-00023451
2 s D PRIYANKA wo ©®
Rain%w' ) BirthRight PROGRESS NOTES }Zﬂ-gxmgx:;.x @ oOF
Children’ ..
iy | LR wseoncrontrenoney | ANV
DATE | TIME (SIGN ALL ENTRIES, DATE & TIME OF EACH ENTRY IS COMPULSORY)
A\t Tnecxo i post qf)fdol'_tf
o2 - =
L5l Pop-o [ ‘rhjgkmfswpfc Petgpetbmtf
Al
e
C ¢ fad ) o3 A6 Aoty
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ole ke 3) Syt T'AUTHROMULEIN
Pla: galt 59“3\0{& iybﬁ
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5) T AleClopluy Soony
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NOTE : DO NOT WRITE OUTSIDE THE MARGINS

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in
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HCV-00032084 1P22-00023451

Mrs D PRIYAN
Patient Name : 12.05-1000 “sskun

RESULT SHEET = “ilfﬁﬁﬁiii’iﬁmuullmlullu i

Date

11J6]1 &

Time

ol ENG

Hb

ho-ta

PCV

RBC

WBC

N/L

Platelets

2.6 I

CRP

ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj

T.Protein

S.Albumin

S.Globulin

A/G Ratio

Uric Acid

S.Amylase

Sr.Lipase

Blood Lactate

S.Cholesterol

PT/INR

APTT

CSF Protein/Sugar

Cells

N/L

Doctor's Signature

CIN : U85110 TG1998 PTC029914 www.rainbowhospitals.in




Date

Time

CUE - Alb

CUE - Sugar

CUE - Ketones

CUE - PUS Ce

lls

CUE - RBC Ce

lIs

CUE

Stool Pus Cell

OVA/ Cyst

Occult Blood

Hi1V

-

STARY

i
f

KLy

U

kaT

ﬂ‘ -'VQ

Doctor's Signature QL/

Culture and Sens

Radiology :

L S SRS Rr O

USG :

el SR =R v e AW e TR

CT:
MRI

Others (ECG, Contrast Studies etc.,) : ............

CIN : U85110 AP1998 PTC029914

ek — -~ .

www.rainbowhospitals.in




Ref. No.:F/HW /DC/INPR /05

) HCV-00032084
Patient Name : ....................... Mra D PRIYANKA IP22-00023451  jg: ............
12:08-1000 :!!Ywun .
M Gender OM OF | Or- CHUPPANA RAGA BUDHA ~  woovveeriinniins

Rainbow® | )

Shitderts .BmhRight~ N Iy

Hos P ital BY RAINBOW HOSPITALS
Tt takes 2 Iot o troat the fttie, | Your Right to a Safe Dalivery Date Of AGMUSSION © oeeereeeeeeeereseiesereeereseessssasersessaesseessessessnersenassssssssasansrassssn
DRUG ALLERGIES : N O
¥
FOR THE SAFETY OF THE PATIENT
GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

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

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.

- Discontinue a drug by drawing a line Ithrough it and a similar line through subsequent recording panels.

- The date and time of stopping the drug along with the doctors name and sign must be mentioned.

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

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

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

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

SOS / PRN (As Required Medication)

Datelp
DRUG : —
Dose Route  Frequency| StartDt. | ©
Doctor's Signature | Valid Period| Pharm.
Additional Instructions
Datelp
DRUG : _—
Dose Route |Frequency| StartDt. | ~
Doctor's Signature |Valid Period| Pharm.
Additional Instructions
Datelp
DRUG : =
Dose Route |Frequency| StartDt. | ©
Doctor's Signature |Valid Period| Pharm.
Additional Instructions




HCV-00032084 1P22-00023451

PRIYANKA
Mrs D 38YOM19D (F)

12-00-1900

I T

I.P. No.

Sheet No.

Wards

Weight (kg)

REGULAR PRESCRIPTIONS

DRUG: 7. pvTepomuUC N

Dately

Time

Soom| plo | ouMl [ulala

Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

=

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG : 4~ p pp050pP

h 4
Datelp

Time

Yoy plo  [autiy Wl

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor

starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

h 4
Date}

Time

Dose Route | Frequency| Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.

DRUG :

h 4
Date

Time

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign.




F

INSTRUCTIONS

Date B
VATRARLE DOSE Time | | Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurse Sig.
v v v v &
Daose Dose Dose Dose
DRUG : Dr Sign. Dr Sign. Dr Sign, Dr Sign.
Route Start Date 'Ense Dose Dose Dose
Dr Sign. Dr §'iqn. Dr ﬁu_n Drﬁiﬂ.
Name & Signature of the Doctor pise i l"“’“ oou
Dr Sign Dr ﬁgn. |Dr S_ig_n Dr Sign.
Additional Instructions bre Voo o oey
[Dr Sign. IDTS-Iun. Or Sign. Dr Sign.
VARIABLE DOSE T
Time | | Nurse Sig. | Nurse Sig. | Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DRUG : Or Sign Dr Sign, Dr Sign. Dr Sign.
Route Start Date Dose Dose Dose Dose
Dr Sign Dr Sign. DrSign. Dr Sign.
e "
Name & Signature of the Doctor Pose Doss vose e
Dr Sign. Dr Sign. Dr Sign. Dr Sign.
_F
Additional Instructions Uosa s Bote L2
Dr Sign. Or Sign. Or Sign. Dr Sign.
STAT / ONCE ONLY DRUGS
DATE TIME MEDICATION DOSAGE & OTHER ROUTE | SIGNATURE | NURSES

bt

'-’fiqu‘l

T ORI

W

@“ Coliten, |

o
J

g
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kh\% :H\(OL( ‘14{ PP V\Wj (U e
\ }]}6 3wk 4‘1‘““0“\‘! LA W _@l:t
’*E}(i‘%' izl [P ML) Womeq | e L _gl?%
I)A)% "(lloM"-j;J{- PORA(CT Aol Ap v L. gfm
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s 0 PRIYAN P22-00023451

Mrs D PRIYANKA

(F)

“""1.49”3mnf§::u'3l1° I.P. No. Sheet No. Wards | Weight (kg)
R T ERHETY
V. FLUIDS CHART
ONTE | T | SRS LD | moure | Rl | Gt | M suopang| Son. | Sin
R10C y A\/ / “\N
1\?@3&_{. 10GEL (ACTATE| v Se0uf g ) &
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Rainbow® ,
Children’s & BirthRi
Hospital .

It takes a lot to treat the litde.

\

. g h
BY RAINBOW HOSPITAL
Your Right to a Safe Delive

OPERATION THEATER NOTES

Patient'sTName' Mg D PHZHQ,DRQ
UHID :... V.00 3RAGY ............ L.P. No. ..... 3,3!4!( ...........

...Age:..3%"..Gender: M OF 54~

............ Weight:........ccooeenne.

Surgeon: pr- Roon fude '+ JOTEoRLE Asst. Surgeon: . krapasiiie
Anesthetist: ), . pohan OT Nurse:

Surgical Procedure: Hyo&kmef’t potﬂpecbmg

Indication for Surgery: qumumug s.fbvoTc{‘) P)&’mqrtj

g MUYy \hug_

Date: \\#la¢ Start Time: f rL{ 0 Am

End Time: 4 Y0Am

PRE-OPERATIVE PREPARATION

1) Syl THAWNL Agm v

2) iyl PHNTOP Uowm \V

3) 2’ OPODEM Umyg |V

OPERATION NOTES :

— \lopc o te

Jede ehd oot ik 1'grc'ulum

A Skt ascpfit tondition, pawxk pafobd and csaped. |

—3_

—__ Ardesdor !"!p_ 5 rox Y neld  wobh g,gggag ;m[df.e’ ’,urt‘m-(-

= okrfne goumd poped oud esbeBCerufnl tewyth  avoquad:

—Y  corllt  Affabid  wofih  geadey 1‘ Hf’.a“ ngﬁ &Qgcgdgi 45 %}ﬁ 2ok

— %f!_m_gfifpe E%rc? :

Tniae 'Drra'}?m Elodifng s

—

a) Fbroid  polyp § sBe Aeng 4 56 e

antugor ul( <] kg

b) CD %¥ia  coutt mot be geen

(L) x¥a  appeored shenored

CJ MﬁmMm Mc“"wn.

www.rainbowhospitals.in




—> Rlyo ung seiechd colh  retechod(ope.
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Qpe_dmen Aot gor  wicdop alhdogicel taminibion,

XOFKC
POST - OPERATIVE ORDERS: WE Mé 20N r‘@ 10O wil [L,«.
Y opNL S

V) Newm y &houw

Ao ol slp¢ @ tioopm

Allow 4 et © 6:Q0 prv

2) T- AJ\THROMUL N Roomy plo o Sdg%

3) T papOp UOg pLD tﬂdcuam)
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KMV-0001418p P22
000,
M AL A SR B Calr 23449

21+11-2000 zs'r?mon (F)
Or. CHUPPANA RAGA

winie’ | @ ~ pepartmentot anasstnesiooay || I

5223{&'}‘ .B:rtam‘sght AXON ANAESTHESIA ASSOCIATES

\\

It sakes 3 ok 1o treal the ttie. Y‘eurﬂ-gl:!_lolhleﬂ:'.:‘t;-g PREANAESTHET]C EVALUAT'ON
Date: \\'-\" '. Time: -"6 1 3o Name: D- ?%ifraw-.m,
Proposed Operation hHﬂem /va\c I’QL"\T"E l"w"‘“l Age: 35‘J Am
Preoperative Diagnosis Cudso Hekiunl *Pabf f Sex: Feunicte
B.P HR. |RR Tem Height |Weight |Physical Status

bt ggb?m_iﬁlm, A}QL\P ¢ 79%1 2 3 4 5IPN°
\ ; : LABORATORY DATA
N""‘“ Hgb _O_.L. Glucose —— Proten — HIV Xray ——  QOther
PCV e Uea ——— Ab - HBS - ECG —m087878 ———
WBC Creat ——— Total Bill ———— HCV e 2D Echo
Plate m‘ Na —_—— Dir. Bill —4m———— Blood group Stress/Anglo
Ul et K, =il —————— Other ————
PTT eeoe——— Ca++ — Alk phos s
INR ——— M:,,,, Amylase Allfergies. _
| T -
/™  Medical History: @ » CVS: $5€. @ Mo uAy
RESP: glL AR () T oo LRI -
CNS: Conicloul , ¢ o lucud- Diabetes: —
Renal: Vi
Hepatic / GE: ( ) . APD+/-  —
Others:

Past Anaesthetic History: @

Physical Exam T’*i:‘/c = g™ =§ =

—
Airway MP123 Mouth Opening  Mentohyoid Distance:(‘mNeok: Teeth: ﬁ
¥ » ~ AOWL —
) Lungs: v EEVMJW tkf-b_qu&_k
" ™) Heart: (
VB — =
CNS: Z\‘-’ Pupils : 'al_l. Al ctne EVM I2
Others: J Pallor : +/- »~ Venous Access Site: I Spine Exam for regional: nds
d Post- Peri-op. pl lained
ANAES. PLAN  MAC/REGIONAL/GA-ETTILMA pianrotaf - " fo pationt YIN
WILL TAKE BLOOD YES/INO~ ESEGNANT YESINO__~
CURRENT MEDICATIONS: PRE - OPERATIVE INSTRUCTIONS:
1. DVT Prophylaxis
2. NBM form:
3. Informed Consent Stg@a-rd! High Risk
-V Lo A —

IMMEDIATE PRE-ANESTHESIA EVALUATION

HR. mnmmnmsmmans Sal02 i
= 3= Last Feed 99|~“‘lqu
BBIG TV e /Qljuuml.a — bauu Signature;«,//ﬁm»@-w‘m
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Rainbow® Department of Anaesthesiology ANAESTHESIA CHART
Children’s @ BirthRight ~ AXON ANAESTHESIA ASSOCIATES
"HOS p [tal . BY RAINBOW HOSPITALS

Your Right 1o & Safe Delivery
PRE-OP DIAGNOSIS feo i m! pdgﬁ) ‘OPERATION ‘(/‘ﬁdﬂoﬂ’ﬂﬁ( Gm-;te il ,&lao'u

[
SURGEON _ ®v - Ropajfudha ANAESTHESIOLOGHST _BL&M
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Anaesthesia :

\

Rainbow” . o
Children's | & BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes 0 1ot fo treat the kil Your Right 10 a Safe Delivery
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Anaesthesiologist : ,1:) y-mo \'10 n

Epidural []

POSTANAESTHESIA CARE UNIT RECORD

Department of Anaesthesiology
AXON ANAESTHESIAASSOCIATES

Spinal []

Other Regional [_]

Surgeon : J:)_"y« ﬂaaa E'UCU/LO‘ Procedure M

Received in PACU by : Timein: ___ 40 rq}rvﬂ Time Out :
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2. Analgesia
3. Fluids
4. Anti Emetics
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Evaluated and discharged by :  Dr.

Discharged by : (Nurse)
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Patient ID :

"z R Department of Anaesthesiology
Rainbow .

Children’s BirthRight ~ AXON ANAESTHESIA ASSOCIATES
Hospital . Y RAINBOW HOSPITALS EPIDURAL ANALEGESIA RECORD

It takes & ot £ treat the litlle. ¥our Right fa a Sale Delivery

Date : Time: Procedure done by:
CSE/Spinal/Epidural Position: Speace: Technique (LOR/LOS)
Depth: Catheter at Skin: Attempts:

Parasthesia : Yes/No if yes details :

Any other Issues:

a)
b)
Infusion Rate Level Maternal BP
Time (mifhr) \Bglus (ml) Left Right | And Pulse FHR Comments
N
<
i
Deliver Details : Time: APGAR: svf)_ / Instrumenta / LSCS (if LSCS Details)

Catheter Removed by and Tip Inspected :

Patient Satisfaction:

Discharge / Shifting ordered by (Name, Signature, date and time)



Ref. No. : F / HW / CON / ANES / 02

. ¥ P—_ CONSENT FORM FOR
chiidren' | o BirthRigh! GENERAL / REGIONAL

\

Hos pita| BY RAINBOW HOSPITALS

Hospital, | W@ missss ANAESTHESIA / MAC

Patient Name : PPY“”\‘U'&"“ Age : 35‘&
Gender: MO EE-/IP No‘)fjulﬁlj Consultant : ......2%... 54 wd o
Ward / Bed NO. & covvvveeen Db ........... Anaesthesiologist ; .....12¥..... sk AL Boisasisassasssmesssssmmsin

Operative procedure planned : 4'\-»1 ﬂﬁnﬁmpc‘)olﬁwnm?ﬂ .......................................

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patientis
not aware of event and does not feel pain during the operation. Drugs giventhroughaveinand/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
week solutions of local anaesthetics arid narcotic drugs to particular parts of the body after surgery or injury,
using catheters.

Specific High Risk (s) : The doctor have explained to me the details of the high risk involved due to the following
medical problems and | have sought necessary clarification on allmy doubts.

[(JHeart disease [ Hypertension [ Diabetes mellitus [ Renal failure

[ Hepatic disorders O Shock ] Multiple organ failure [JPolytrauma / RTA
OJIncapacitating COPD [ Others : .I.‘MW.C......@‘?RL&MWF .........................

COMMENTS © .ovorrnrnserierresmesresusmssansssssssasess

T LA

Doctor to document in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT/ GUARDIAN/ PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me | my phatient
. DfATL-da.nl'-ﬁh ...................... the above mentioned operation | Diagnostic | Therapeutic procedures

.........‘ki&.—l.(}.g,fmlmpm ........ I’-“L‘g?’-’--‘-m-&"ﬁ ......................................

| authorize and give consent for anaesthesia ( CJRegional /F@;neral Anaesthesia/CJMonitored anaesthesia
care (MAC)) as considered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, alternative
treatments and answered my specific queries and concerns about this matter. | have read and understood the
information provided in this form | acknowledge that | have discussed with the anaesthetists any significant
risk and Complicaions specific to my individual circumstances, and | have considered them before

Consenting for anaesthesia.
R
. 3

CIN : U85110TG1998 PTC029914 www.rainbowhospitals.in




| 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, CVP ling, arterial ling, 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 anaesthesiologist or occasionally a colleague deputed by
him I her will administer the Anaesthesia.

- Pregnant: O Yes v No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature o w naesthesia/Regional Anaesthesia/ MAC to be givenand
discussed the risks that particularly concern this patient.

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

Witness :
Signature : QMCLM ...............................

P @0’ -------- Name: ......... [/ g 5’ ABENL........oirosisie
Relationship with Patient : .. #72/@madl....... Date & Time : ...Q) wrﬁﬂﬂ?

sssssns
pafsdids

Doctor (who is taking the consent) :

Signature:: ..............

Name : %ch-LQQQM ..........

Date & Time : \]?l?fow)g’ao‘ﬁ?

CIN ; UB5110TG1998 PTC029914 www.rainbowhospitals.in
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| Informed Consent for

Eﬁi?fr‘é‘ﬁs @ BirthRight S :
Hospital .?::::;?:;‘::3:‘::}%2 urgery or Special Procedure

Patient Name : .........[2x. 22 TR s DO ?ff Gender:.ﬁ....
UHID / IP No: ch' 0003296 \1

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.

1 hereby authorize the performance of the following operatlon(s) or procedure(s) (use no abbreviation/Avoid
technical terms).... s s A SN RS

(Name of the Patient).
| have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and
/or diagnostics performed. | recognize 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.

1 have been explained the risks of this surgery/procedure and aiso 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

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

My signature on this form indicates that

1.  |haveread 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. |have had achance to ask my surgeon questions.
4. lhave received all the information | desire concerning the operation or procedure and
5. lauthorize and consent to the performance of the operation or procedure.
Consentee: c Relative Witness:
Signature :.. 1/ Signature :.... o Signature o]
Name:.. p“’ NameMm}\ @ J"y CJ
Date & Time : .......°0 f[ Y(‘I,OQ,G, Relationship with patent ..c Date & Time : D?aﬁ %
£

Date & Time : .......... 91106‘7’0%\ ......

[ RCHHCV/FRM/CLINICAL/250 |

Signature ! .............. w'éQM ......... Name of Doclor : Dr

www.rainbowhospitals.in
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Rainbow* ‘BirthRight"

Children’s BY RAINBOW HOSPITALS
HOSpita] m% CLEARANCE FOR SURGERIES / PROCEDURE

1t takes a fok to treat the itle.

o " .
DATE: rm'(% {20% J DEPARTMENT( G%L ’ J
NAME:[‘WS, ?W J UHID/1.P.NO.: (HCV —006324 GHJ

o WARD / BED NO.:F J EMERGENCY / NON EMERGENCY
TYPE OF SURGERY / PROCEDURE:
ESTIMATION OF THE COST OF THE SURGERY ( J

BN ADVANCE AMOUNT PAID: ( J DATE; F J
RECEIPT NO: ( J

CLEARANCE GIVEN BY:
NAME OF THE BILLING

8 5

CIN : U85100 TG1998 PTC029914 www.rainbolwhospitals.in




Raing‘%‘w° Ref.No. F/OT/05
Children’s ‘BirthRight"

Hospita] BY RAINBOW HOSPITALS
It takes a lot to treat the lttie. Your Right to a Safe Delivery

SURGERY DETAILS

SI.No. Date:...CJ.l.].Q?llwz.é.

Patient Name - :.mx..}ﬁ).a...J.)r.%.a.nléa; ........ Age:...Z.fj....,......éex: ..... = T
UHID No. - Pov.=0003296Y.........0PNo.... 2 3YS o
Date ofSu@eq:............Q.l.).0.?}..\.?.0.2.6. ........... OT:[JOT1[] OT2[] OT 3 [

Name of the Surgery HJ/.()(UO!COJY:C(O()}%M’}OT} ..............................

TUA et €240 Am..... Time Out ... A5 Y40AM................
. NAME AMOUNT

1. Surgeon OT'Q&(?QJUJLQ B e R

_ 2. Anaesthetist :Q)r.;....ma}nan ............... I .
3.4sst. Surgeon DV'SQYOJOI ........... rovermorresemmmaspessman et TS AHAALE
4.0T Technician SY‘!!);VC{J E s R R e s
5. Circulating Nurse .......... Oy § e mosss SRR SRS
6. Asst. Nurse . ......[’ AV ... . aueensees

Special Equipment: [] Laparascopy [_]Bronchoscope [[] Harmonic[_JMorcelator [] C-ARM []Cystoscopy
s LoStepe. wmd

Signature of the Surgeon - Signature of Circulating Nurse
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%

Ref. No FICONB/SUR/OT/02

Patent Name :........ 'DPYWMKG ......... Age:. 35UV

2. CONSUMABLES :
Children's ..Blrtthgh Gender D'M s P no KoV, - 232.96Y.....
i BOW ;
tﬁ?ﬁlﬁ!m 3%@% OF OT __@ Date ... Y1.. Ui’l?‘ﬁ ......... Time
Circulating Staff: Technician: S l"; .
Anaesthesia Disposables mmﬂty.m Surgical disposables me' uea| Disposables (Baby side) mﬁ%..,
ETtube 7D Cu !-F?g,d D] | Msjor Pack Inj. VitK
LMA [ O| | Sutures Cord clamp
ECG leads :#/P/N 0% Suction Catheter
HME filter : AP/N Feeding Tube
Syringe 10 cc 5 Vaccum Suction Set
05 cc 78 | Gloves pg 6.5 ol | Surgical Gloves
02 cc 0 21 ca)l b5 p3 | Gauze Pack
01 cc - Syringe 1 m/2 ml
Cautery Plate : AIP/N Surgical blade Surgical Blade # 20
IV set D] | NG tube Koochies (S)
RL P 2 6| | Cautery Pencil
NS. 10mi/100mi500mi/1000njl 14 ©2<| Koochies
[moem EX 3wy 0] | Ointments
D/ ulafed D5 Suction Catheter
Fentan_yl Cap.Mask 515 10
Morphine Gauze Pack
Ketamine Mop Pack Dyodo Geoong — 032
Propofoi. o %] Steristrip Dln pyoay = Ny VIR
Rocuronium D| | Underpad 02 ?,..[?—l- Ne - 0y
Glycopyrolate D) | Draw Sheet '
Myopyrolate D1 Abgel
Ondansetron Foleys Catheter
Pencan 23g/Spinal Needle 22 Urobag
Bupivacine 0.25% Chest Dﬁrﬁge_Catheter
Bupivacine 0.25%(Heavy) Romodrain bag
Antibiotics e Bandage
s (o Mol [A) 0] | Tegaderm
Suppositories N loban
Anamol : 80mg/250mg/ 170 mg Double J Stent
Supridol 100mg Vaccum Suction set 7]
Justin: 12.5 mg/25mg/100mg Plastic Bed Sheet ol
Tab. Misoprost : 200mg Betadine Solution D!
pcn p) Microshield
nal die p| | Cotton Balls
A ppiNe P/ | Latex Gloves \b
frrm,cqm"c Df},.»Ramdione Scrub
S_aral
I R‘ﬂﬂ“‘”‘ o pr Maha™ Davaut
Surgeon < Anaesthesiologist Nurse OT Technician
Order Noq%q% 2122-_ ................
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RAINBOW CHILDREN'S MEDICARE LIMITED

Rainbow Children's Hospitals - Visakhapatnam

Plot No,15, Health City layout,Sy. No. 21 & 27 Part of Chinagadili, GVMC Limits.

Rainbow" & Govt General Hospital Kda Vishakhapatnam Andhra Pradesh INDIA 530040
Children’s girthRicht Tel No : 891-3501601
Hospital W sums=™!  VATTIN: 37253643118 CIN:  L85110TG1998PLC029914
DLNO: FORM (20,21,20F)-AP/03/01- 12878,12882,12881
Registered Office: 8-2-120/103/1,Survey No.403.Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
INPATIENT ISSUES AGAINST ORDERS [N ORE I TR L 0]
IP No IP22-00023451 Ward 2F-SECOND FLOOR
Patient Name Mrs D PRIYANKA Bed Name DC 211
AgelSex 35Y 9 M 19 D/ Female Order No 22-0000692698
Date 01/07/2026 11:18 Prescription No PRIP22-0292788
Payor SELFPAY Dispensed Date 01/07/2026 1141
UHID HCV-00032964
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
3 mﬁ%mfmneumuey SWISSCRITICURE  Ht AGITO 10/26 1 13.05 13.06
(2 ATROPINEINJIML HINDUSTAN LABS AS1458 05127 1 450 450
3~ BEDSHEET (PLASTIC) Mediblue GENERAL BEDSHEET2026 12129 1 250,00 250.00
' A BIOXAMIC 500 MG INJ ﬁif:r“‘;‘:cm — H €3BI0003 10027 2 73.23 146.46
® g‘fg&?fgi’f APRONS Mediblue 01052026 01129 2 135.00 27000
5 DSYRINGE fOML(NIPRO)  NIPRO GENERAL 26C03K91 02131 5 28.13 140.65
7_—DSYRINGE SWL(NIPRO) NIPRO GENERAL 26820K59 01/31 3 21.56 84.68
T8 — DSYRINGS2SML(NIPRO)  NIPRO GENERAL 26A06K07 12/30 2 1126 22,50
5~ DWATER 10MLAMPULE ;&”:::3&?;’,‘“ Care H 2243471 0927 5 27 1355
A0 fﬁﬁﬁ%ECTRODES M GENERAL £8260008 02129 3 §1.00 183.00
| a5 GENERAL ET25H28 07730 1 380.00 380.00
AT DREMERS VATER: Local GENERAL 02260102 12128 5 10.00 50.00
A WA STOP)  ROMSONS K26C010505 0231 1 §25.00 525.00
34— MCT-ROF 100MG 10ML Neon Laboratories Ltd ~ H NA1353004 10127 1 69.10 69.10
_ 45— MYOPYROLATE-NJSML HEON LABORATORIES V350491 1127 2 140,20 280.40
15 gfg&é@?ﬁ;ﬁ;ﬁbﬁ? ELITE MEDICALS GENERAL 26FBO01 01129 16 2343 374,88
| R SIERIMORT H 60650395 11/28 2 98,65 197.30
l A6 NS3LTRSBOTTLE "},f,‘t‘::';(*;fjﬁ'f“‘ Lee 1D262151 03128 4 750.72 3,002.88
- BOYRAESOLUTION H NO160136 01128 1 100.31 10031
B f&‘g%g%mg?wm GENERAL 7115062026 12129 3 450.00 1,350.00
2 ?géé;ﬁgaggﬂtgm RS SCIENCES R2C260507 02/28 1 737.08 737.08
3 gl\.’ssgga:u CLOSED Faijepd Kabl indie 18261155 01/29 1 69.39 69.30
23 ROCUNIUMINJSOMG ML NeonLaboratoriesLid  H 1491036 08127 1 1,010.00 1,010.00
_,/ f’&ﬁ;ﬁﬁé [CARE (KANAM LATEX) GENERAL 26030077 03/31 3 91.00 273.00
| % — fﬁngﬁ%%ﬁg::ge””a GENERAL 211526022026 02/29 5 11.25 56.25
5 g?;‘gfg‘gfo":fgf:gpp GENERAL 25L7121D10 11128 1 140.00 140.00
a7 THEMPYRRNOMOZMG INJ Themis MedicareLig  H1 THP25003 06127 1 15.50 1550
s ﬁ?.’fgf;gg;ggﬁg’gﬁs} ROMSONS H G2ZBE140032 04129 2 170.00 340,00
29" VACCUME SUCTIONSET ~ ROMSONS GENERAL K26C010330 02131 1 738.00 739.00
& ;'gﬂ?dh'g‘a 100CM ROMSONS G26B010729 01/31 1 442.00 442.00
Printed Time : 01-07-2026 11:41 Page 1 of 2




RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospitals - Visakhapatnam

2 Plot No.15, Health City layout,Sy, No, 21 & 27 Part of Chinagadili, GVMC Limits,
Rainbow* . Govt General Hospital Kda Vishakhapatnam Andhra Pradesh INDIA 530040
Children’s .Birth= Tel No : 891-3501601
Hospital | - ian VATTIN: 37253643118 CIN:  L85110TG1998PLC029914
DLNO: FoRrM (20.21.20F)-AP!03!01- 128?3,12882.12881
Registered Office: 8-2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
; Telangana,
| INPATIENT ISSUES AGAINST ORDERS LI T T T i
I IP No IP22-00023451 Ward 2F-SECOND FLOOR
| Patient Name Mrs D PRIYANKA Bed Name DC 211
i Age/Sex 35Y3M 19D/ Female Order No 22-0000692698
Date 01/07/2026 11:18 Prescription No PRIP22-0292788
Payor SELFPAY Dispensed Date 01/07/2026 11:41
UHID HCV-00032964
Total : 6,573.06 11,260.48
for RAINBOW CHILDREN'S MEDICARE LIMITED
|
: Recelver Namg

Authorized Signature
h ist N . HEMASUNDAR REDDY
Prelmeckt Neme:y CEMASUN

Printed Time ; 01 -07-2026 11:41 Page 2 of 2




RAINBOW CHILDREN’S MEDICARE LIMITED
Rainbow Children's Hospitals - Visakhapatnam

. Plot No.15, Health City layout,Sy. No. 21 & 27 Part of Chinagadili, GVMC Limits.
Rainh.';w’ @& Govt General Hospital Kda Vishakhapatnam Andhra Pradesh INDIA 530040
Children’s .El' e Tel No : 891-3501601
Hospital .

VAT TIN : 37253643118 CIN : L85110TG1998PLC029914
DLNO: FORM (20,21,20F)-AP/03/01- 12878,12882,12881
Registered Office: 8-2-120/103/1 Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,

Telangana.
TN LT LT
INPATIENT ISSUES AGAINST ORDERS

IP No |P22-00023451 Ward 2F-SECOND FLOOR

Patient Name Mrs D PRIYANKA Bed Name pc 21

AgefSex 35Y 9M19 D/ Female Order No 22-0000692722

Date 01/07/2026 12:02 Prescription No PRIP22-0292796

Payor SELFPAY Dispensed Date 01/07/2026 12:37

UHID HCV-00032964
S.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount
1 MCT-ROF 100MG 10ML Neon Laboratories Ltd H NA1353004 10i27 1 £9.10 69.10

OxygenMask With Tubing -
2 Adult ROMSONS-FC GENERAL G26C040150 02/31 1 460,00 460.00
Total : 529.10 529.10
for RAINBOW CHILDREN'S MEDICARE LIMITED
Receiver Name Authorized Signature
Pharmacist Name : HEMASUNDAR REDDY
VEMPADA

Printed Time ; 01-07-2026 12:37 Page 1of 1
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RAINBOW CHILDREN'S MEDICA
Rainbow Children's Hospitals - Visakhap

Plot No.15, Health City layout,SYy. No. 21 & 27,
Govt General Hospital Kda Vishakhapatnam An

Part of Chinad
dhra Pradesh

RE LIMITED

atnam

adili, GVMC Limits.
INDIA 530040

Rainb‘gw" @
Children's TelNo: 891-3501601
Hospital
B 4 R VAT TIN : 37253643118 CIN: L85110TG1998PL0029914
DLNO: FORM (20,21 20F)-AP/03/01- 12878,12882,12881
Registered Office: 8-2-120/103/1,Survey No.403,Road No.2,Banjara Hills, Hyderabad 500034,
Telangana.
T LU A
INPATIENT ISSUES AGAINST ORDERS _
IP No 1P22-00023451 Ward 2F-SECOND FLOOR
patient Name Mrs D PRIYANKA Bed Name pc 211
AgelSex 35Y9M 190D/ Female Order No 220000692746
Date 01/07/2026 12:58 Prescription No PRlP22-0292800
Payor SELFPAY Dispensed Date 01/07/2026 13:06
UHID HCV-00032964
Ss.No ltem Name Manufacture Name Schedule Batch No Exp Date Iss QTY Unitprice Net Amount !
ET TUBE -6.5 MM WITH
4 cu FFED-HELMIER General 23EL23J 11/28 1 318.75 318.75
2 MCT-ROF 100MG 10ML Meon Laboratories Ltd H NA1353004 10027 1 69.10 Gﬂ
Total : 387.85 387.85

Receiver Name

for RAINBOW CHILDREN'S MEDICARE LIMITED

Authorized Signature

Pharmacist Name : SIMBOTHULA PRIYANKA




