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Registration Details :

Admission No : IP25-00020475 Admit Date :16-May-2026 Admit Time : 10:44 PM UHID : FDH-00045947

Patient Details :

Patient Name : Baby ABHIGNA REDDY Age :5Y3M15D

Guardian : Mr HARISHWAR REDDY DOB :01-02-2021

Gender : Female Religion

Occupation 4 Martial Status

Address (H) . 6-24, REDDY COLONY , CHEVALLA Chevela Phone No 1 9676254695/ 9705275755

i— Ranga Reddy Telangana INDIA 501503 E-mail

Admission Details :

Bed Type : PICU Bed No : PICU-01 Ward Name ; 4F -PICU
Room No : PICU-01 Admission Type : First Visit

Contact Details :

Name : Mr HARISHWAR REDDY Relationship : Uncle

Contact Address : 6-24, REDDY COLONY , CHEVALLA Chevela Phone No : /9705275755

Ranga Reddy Telangana INDIA 501503
Signature '
=)

Doctor Details :

Doctor Name : Dr. REENA MATHEW Specialisation : GENERAL PEDIATRICS
Referral Doctor : Phone No

Co-Consultant

Payment Details : Deposit Amount  : 10000.00

Payment Mode : Cash Payor Name : ICICI LOMBARD GENERAL

INSURANCE CO LTD

Printed Date / Time : 16/05/2026 23:13 Printed By : 606752 Page 1 of 2
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Hospital - @BirthRignt
It takes a lot to treat the little. Your Right to a Safe Delivery.
ACTIVITY RECORD FOR BILLING
:DH-00045947 1P25-00020475
Name: - :1 :1:::1'5” “:S;ruso (F) - T B
VR s seense m\u\n||n||||||||m||\l|||||||\l S i
Date of Admission : ----=------ wae of Discharge : Time:
Room / Bed NoO : -----==--=-=--- Ward : Suggested Billable bed type : -=----------=mmmmmmeeem
WARD TRANSFERS
Date Time ? M From To Signature of Nurse
elel 2| Wi ER- |Prevmed clgnp)  A- oy
'g"cﬁ'a\)%% ’32“)"" LV oA =1 2
\
Cross Consultation Visit
Doctors Name Date Order No. Signature
1.
2.
3.
4,
5.
6.
7.
8.
9.
10.

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




INVESTIGATIONS
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MEDICAL EQUIPMENT ( WARD & ICU)
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PROCEEDURE

Date

Proceedure
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Order No.
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Billing Supervisor
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BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Patient Name & UHID No.

*DH-00045047 1P25-00020475
3aby ABHIGNA REDDY

Date & Time of Admission Date & Time of Transfer Order

(77/'

6lclfe 10449pm | €loc)uce //‘l{j

"-0:4021 S5Y3M13D (F)
rm m’m‘l"ﬁﬂiﬁﬁ” ' "” I""I l" Transfer Ordered by Reason for Transfer
jjg Saj%dq /‘\“ﬂvv\}‘&;\tb A
From Unit To Unit Information to Attendant
\ Yes No| |
£e . <% Py s =
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including

(&

clinical documents. If any handed
over to attendant

a Yes; No| |. Ap

If yes, what 2|1 zf)(,‘_.

Medications / Consumables / Surgicals / Hand over

SI.No.

ltem Name Quantity

; cocc & ¥uhPnusurt— @
g ?(’/)’L G mdzelid

4,

o

5.

Shifting Summary / Notes Written by Doctor : Yesjz/ No[ |

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

AnEiaginc

Patient & Clinical Records Received by :

Date & Time of Patient Received :

Q?) nV(_P \b\‘%i'
Ko N7 7

If the transfer order time & Completion time is ﬁ{ﬂe\lhan 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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FDH-00045947 IP25-00020475
Baby ABHIGNA REDDY P o
01-02-2021 5Y3M16D 'i)é o
Dr. REENA MATHEW Rainbow 5 W
| muun|m||||||||||||||m||||||| childrer's | B BirthRight
H o Spitﬁ' . BY RAINBOW HOSPITALS
Tt takes a lot to treat the littie. Your Right to a Safe Delivery

NUTRITIONAL HEALTH ASSESSMENT - GIRLS

Date: ./ ?JDS}QA ........ Time7.5LCAM......
Weight: ...~ % k?/& ............... Centile: :QS‘}E C’Ml?h .............................................................................. T e

Helght: oo Centtle ....................................... RN s o SRR A A A A ARSI Y

Inference: ............. j&kﬂq AV

RDA: . LBE0KCAL. ~IFKCAL..  Calories: ... LZOVICCAC v Protein: /. ?Qj. ........................................

Diet Recommendatmnst?z}&mkcg. fhﬂ&mﬁﬂ@%ﬂx&ﬂa ........ 74[9&@0 afipﬁ(}i’ﬁ?gaﬂ@lw&md

R ASSSITIBIIE oo e eee oo sess s e sssssessses s s s aeeseeeesasese s s s e s eesseseee et eeeeeeeesee e ees e s s e ee et n e e s R A e A A et e r et

Food Allergies: Mq[ ............................................................. @Non-veg ....................................................................................

7ol
Diagnosis: Tﬁfﬁhmc;ﬂgﬂ\a ...................................................................................................................................................
Nutritional Intervention - Oral [] Enteral [] Parenteral
W
Patient’s Signature: \{W@"” ..................................
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Docu. No. : RCH/ FRM / CLINICAL / 161
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PATIENT TRANSFFR FORM Hospital | @ e
FDH-00045947 IP25-00020475 -
Baby ABHIGNA REDDY Date & Time of Admission Date & Time of ransfer Order
Y3M16D F)
o, RS WATHEVE ‘ Ho‘«vf' ,7_ N ‘ o5 128,
e = V\0inep 2P
Treating Consultant Name Transfer Ordered by Reason for Transfer
TDr._R DR Reen | T 2L T
i ' e - . . O W
From Unit To Unit Information to Attendant
Iy B v
™ Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
. clinical documents. If any handed
P N = I: VA . over to attendant
Brown Yes[1— No[_
C —!“’-S{)'\\V\e If yes, what ?
Medications / Consumabl\es / Surgicals / Hand over
SI.No. Item Name Quantity
1.
2.
3.
: 4,
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Shifting Summary / Notes Written by Doctor: ~ Yes | | No[ ]
:DR Pl o
Name |gnatur &uf Person who is Transferring Name of Person Ordered Transfer
l [ — - W
] Patient & Clinical Record Recelved by :
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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
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*DH-00045947
3aby ABHIGNA REDDY
11-02-2021 5Yam1sp
Jr. REENA MATHEW
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EMERGENCY ROOM TRIAGE FORM

IP25-00020475

Rainbow’ . .
Children’s @ BirthRight
Hos pita] . BY RAINBOW HOSPITALS
It takes a ot to treat the Iite. Your Right to a Safe Delivery

Patient's Name : ......... .g ........ ﬂbh‘é ......................................... Age: ... g i Gender: [ Malew-
Date : . ‘6 [ ST 26 ............ me of Arrival : ............. 1 s .LO P fD
Allergigs: [ T]VYes [ Food (] Medications [ Blood Transfusion ] Other (SPECIfY): .o.ocoeovreerarmerinsnmsinissssiisnnneee. ] NOEKNOWR
Source of Information : \=-Parents ] Others USDBOHNY ssisusuaisivsnsesassassisnssos omsssviitasius s os 45 A4S A R AN AT AR PSR PAS V0
Mode of Arrival : Ulatp O Wheelchalr Ambulance ot Hf 'ﬁ ONTT_ Fohe })E’On
Initial Vital Signs: Temp: q 8 & BP: E‘ﬂq ‘f RR: 2-1{){ 9 Spl;; sesinen a =
Chief Complaints: .......... ﬁ LA DO G DW’T\J\ O"\\(\L’Y\-ﬂ '\[O"mﬂ‘?’f\ﬂl,ﬁ EPLKOO( %
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGI Y
Appearance Work of Breathing Al table ! ;%
O Normal \/%W O Increased L Unstable : o c
\D/Scmg Circula Unf Colour - Decreased [ Gasping/ Apnea [ Not — Life - L~
W/D/A:nurmal [] Bleeding [1 Life —Threatening
Triage Classification CTAS
[ Level1: Resuscitation (]  Immediate
[]  Level 2: EMERGENT : Life or limb threatening [ < 15min
[[]  Level 3: URGENT : Significant iliness / injury with potential to become life or limb threatening [ 30min
[] Level4: LESSURGENT : Significant illness but not life threatening []  60min
[] Level5: NON — URGENT : May receive care when convenient [ _12_Q min
NOTE : Allimmunocompromised children and preterm babies to be considered Level 2. \@\»\)
All Children less than 2 years age with high fever to be considered Level 3. Frem— P’arent/ Guardian
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : ......... O :!4}) I\)

Communicable Disease Triage Screening

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

CIYeallMe—

2. Have you had cough or a rash in the past 2 weeks [1Yes W

3. Have you had shortness of breath or difficulty breathing in ] Yes M
the past 2 weeks

. Have you had fever (elevated temperature) in the past 2
weeks

)

PART B. For patients reporting fever and respiratory/rash
symptoms: ot applicable
1. Have you travelféd outside the INDIA? or had close []Yes
contact with someone who has recently travelled outside
the INDIA, in the past two weeks?

If yes, State LOCAHON: ......vvvveeeveeeeeeeeeceee e

Are your parents / close contacts at home is/a healthcare [ Yes
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 ragh disease?

Name of Triage Nurse ; ... 5. YAV i

pate & Time : .| B[ 5[28 & el

Docu. No. : RCH IFLM / CLINICAL / 085

e

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

[ 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.

RT 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.
The staff should use PPE (as appropriate).

Signature of Triage Nurse : ................







*DH-00045947 1P25-00020475

Jaby ABHIGNA REDDY
” 11-02-2021 5Y3M13D (F) Rai ;?’— ®
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AN chidrer's | S BirthRight
g Hos p ital . BY RAINBOW HOSPITALS
It takes a lot to treat the |itle. Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date : ....\.% f\)/!o . Time of arrival : .......... [ O:‘LOPO Unlovruyiowanes [Fon goKec .
Chief COmpIaINts: ..........errren.. Fad X . Down.. while. . .C (‘/&’i'L . Nomibra....

BIOMEINE: +osos0is0samvensmnauviss Weight:.......l&..[.d.... (j

Allergies: DYesM Medications [

I W8S | HABIMETY ...vvvevecececiice bbb bR s

/) Pain Screeni@e&ﬂ’l‘lo If Yes, Pain Score OSLCO Pain Tool Used: [ NPaw ] Wong Baker
O Character...MQd.%{CD Location .. Rf}pghﬁo}l Frequency . ijﬂﬁ T)MO@E Duration .. 30[)'))7]7‘ ‘

Head Circumference [<2 years) \

od Transfusion (1 Food 1 Other: oo,

RISK FOR FALL:
If patient is < 6 years UEWES/S No Functional ScreeninWAbﬁorrnalities Detected
If ‘Yes’ tick below fall risk intervention directly L] Mobility Probler

If Patient is > 6 years

If ‘Yes’ Assess the below parameters L] Walking Problem

History of Falling: within past 3 months 1Yes [INo [] Developmental Delay
Ambulatory Aids: (L] Musculoskeletal Congenital Abnormality
e Wheelchair _1Yes [INo . os -
o Uises furiture for support SYes [1No Inform consultant for positive criteria
Gait/Transferring:
e Bedrest/ immobile “JYes [INo M
o Weak “1Yes [ INo Nutritional Screening: 0 Abnormalities Detected
o ° Impaired 1Yes [ INo Underweight
Mental Status: Forgets limitations [1Yes [INo Overweight

Feeding Problem
Special diet
Special feeding method

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

g-Assist Patient _ . , Inform consultant for positive criteria
(__Educate patient and family on fall precautions/prevention

Oo0Ogdoo

Psychological Screening: [ ] No Significant Findings 7
Unusual concerns about patient's Psychological Status: [ | Yes Mo~

If Yes Consultant Notified: ................cc.coovevnen. o - [(DECTALE111 1) RS
Social History: Lives With ...................... X0 %kg ................................................................................................

Siblings in household ! Yes 0 (If YES HOW MANY?) ..o ses e ssessssesss s esesesens

Time of Initial assessment completed by ER Nurse : &QLAYGO
Docu. No. : RCHBH /FRM / CLINICAL / 120 : (P.1.0)




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

Time Nursing Notes

lb‘%)p‘% BAVeNA e d the Qe/'n,b\ﬂj (’n"nd,r‘HG\‘
—~—> Chadked  afiad Xwi

—> Tl ER Docfon 2
Keev, Ahe Neckon

Samples collected by: 4 ﬁ'S E f f\/ Time: //- }{? . )

Samples sent by : Time:

Medication given in ER:

Date / " : Doctor | Nurse
Time Medication Route Dosage & Instructions Sign Sign 1

e A R === )/

e o syl (Do S & (AT

N >
/

Condition of patient at time of shift - out : ‘ Details of Shift - out
2 €N

HR: 7‘7}/’;‘ BP: ”f/ﬁ, ------ OFT: .2%%. | Shift - OUt OM ER10: vl
RR: %O[;A SPO2 at Fi02: ... L L/ ... - e out ../ \

i : t ?3 = ime of Shift - out: ...... L.~ 2% L
GCS........coeen e DEIDBIAMINE: wsooussfuagbint o

1 P Handover given to: ..... TS L e e
Pain Score: ....7 .. (Nurse’s Name)
Repeat RBS (if applicable): ......... el SN

Tick as applicable: ) MLC [JLAMA — DIBROUGHT DEAD
Procedures done with details (i any): J,I/(P/Q[ﬁ’?/M?/ ......................................................................

Date & Time : @(5"%@[/315#



-~ " Ref. No: F/PICU/ADMR/ 08
Chitdren's | @ BirthRight' | PEDIATRIC INTENSIVE CARE
Hospital " | Nzt | ADMISSION RECORD

FDH-00045847 IP25-00020475
Baby ABHIGNA REDDY

Name: ................ 01-02-2021 SYIM16D  (F) ..l - AN, e AGR L Gender: ..o,
Dr. REENA MATHEW

Pl . IHflllllmHIIIIHHHIIHIHIIIIil ........... e OHIONO.

4
Fathers' / Mother's Name : ........ Basessesomnertfnemsontel LT /RN . | W AGE: oo
1L O
T ——— O T
f, A
L SRS Bl e
Date of PICU @dmiSSION : .......oveveeeeeeeeeeeoeoeoeeoeeooooeo TIME e, Oam Opm

Reffered Patient 0 - Self Referral 0 - Rainbow Patient CJ
Transferring Unit : 0 Ward O OT - Transported ? O Yes O No - If yes : O Long (> 30 kms) O Short (< 30 kms)
Referring Consultant : ..............ooooovovmomeeoeeeeeoo e

AMIENG CONSUMANT : ....ooooooe e eeee e

. T

CIN : U85110AP1998PTC029914 www.rainbowhospitals.in




Presenting Complaints / Chief Complaints : ........cccooveveeiiiiiiiieceees

Birth and Developmental HiStory @ ..o

SR ) - S——

H FOUMIBITN & .coonecsomessrmesmresmsnrmnsnsnmimsmssrmsscssansromnssansasses i HBSRRARSASSS RS o RASHES

Family History : ..o O ..........................................................
Ny

Immunization History : .......occoovveveecreenenn. \}g\"\" ...............................

R,

CIN : U85110AP1998PTC029914

www.rainbowhospitals.in
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7*' - INITIAL ASSESSMENT

(OG kJ/l ................. f1:10i T S — Weight (kg) : . \’} I‘j

RESPIRATOHY SYSTEM FINDINGS :
Air Way :[]Open [] Maintainable [_] Not Maintanable [] Intubated, If Intubated, Size & position of ETT : ........cccvvvceuenene

Respiratory Examination Finding: (Air entry, breath sounds, S/o distress etc.) : Respiratory Rate : IP’\«.

SPO, ‘v ?\.};.‘{, ............................... 0, by NC/ FM / NRB mask / 0XYN0O0, @t ........c..ooeceororrreoro L/ min
Ventilatory Support: Yes  No-Day#ofVent: .......ccoeviinnn Respiratory Efforts @ ...oooooiiie

Ventilatory Settings : Leak around ETT : .........ccccovienninmiesimmssmsaessssenesasenes DeivBratd MY .o
ABE | csuusasindidinmnisssnssas EiGO. /. ottt v P/Fratio : ...ccooovieeriicnas i O,

ANy NEDS : .o ICD? Yes No,dif Yes,,details o AT S N s R
B L T T -~ B M S R S SRS R
CARDIO VASGULAR SYSTEM CLINICAL EXAM : Heart Rate :. :
(Heart SOUNCS, MUIMUET B1C. )  wvvoveveereeeeeeereeeeseeeeeeeeseeeseeseeeesesea e N Tty B ol e

ﬂ Quality of PUISES © +.vovvereverene, cap retill Time . oo leer Edge: .o cm beJow Rt costal margin
€, Blood Pressures : NIBP : ............

......................................... CVP & g
Infusion of any lnotropes’? ‘CYes [] No If yes, then details TR e s S e RN RIS RO SRR HE i S e e S S

AT RGHIAIEBIONS = ' i —.c e o s i 5 i s o 7 0 50 B i 5 s R R s S

Last 2D ECNO FINAINGS - - - = - - < = - < < & e c e e m e e e e ooo

Size of the heart and lung fields.in latest CXR :  _ - . . - - - o .. _______.___. e T ot oot e s
Arterial line in Situ : [] Yes[[] No Place of art, line & its condition: - _ . . . . - . . . _.___.___

Central line in Situ : [[] Yes [ No Place of central line & its condition: . .. .. o Y s oy v i o i i s

INFECTION AND ANTIBIOTICS :

[ Febrile (] Afebrile Current Antibiotics Details (antibiotic name and day #) : .. - - - oo limaiaaniaaaann
Cultures Done outside ? [IYes CINo: -5 Va8, 4l Cae.sw.s 5is 5o 2 = slpad 53 55 R B b W BE EESE E

Describe C/s Reports : = -------- T e e

Other Labs (Latex, Serology, €1C) © - - - = = = = = = o m e s s e e e e e e e e e m o

ﬁ Dngoing AIGHES ;. ~ = == = e e s v o vin e e min wie = n i o e == e S S i e e

CIN : UB5110AP1998PTC029914 www.rainbowhospitals.in



PLEASE FILL UP THE FOLLOWING DETAILS

Address :

. Name of the referring Doctor : ..
Name of te referring Hospital :

................................................................................................ on whose name the patient is being referred.

CIN : U85110AP1998PTC029914

www.rainbowhospitals.in
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TAR

UNIMED Healthcare Pvi. Ltd
Survey No.74, Financial District, Nanakaramguda,
Telangana, India - 500008

For Appointments: 1800 102 7827
GSTRN: 36AAACUBE38B1ZD

HOSPITALS CIN: U85110TG2006PTC051751
(Subject to Jurisdiction of Hyderabad)
" Ms.BABY ABHIGNA REDDY UHID ENCOUNTER NO h
|
REF BY. 910000153182 912605161175
REENA MATHEW
BILL NO BILL DATE MOBILE NO
TREATING PHYSICIAN
91262001778 16 MAY 2026 23:43 9154777380
DEPARTMENT
)
Bill Of Supply
S.No PARTICULARS CODE UNIT  TARIFF AMOUNT (IN INR)
1 CT - BRAIN SCAN (PLAIN) CTNOOS 1.0 5300.00 5300.00
2 CT - SPINE (PLAIN) CTNO24 1.0 9560.00 9560.00
GROSS TOTAL 14860.00
NET TOTAL 14,860.00
Fourteen Thousand Eight Hundred and Sixty Only
RECEIPT DETAILS
RECEIPT NUMBER TRANSACTION NO BANK TYPE ;\MOUNT
912611002852 Credit Voucher 14,860.00

On The Account Of :Rainbow Children Medic?;MNK YOU

PRINTED ON: 16 MAY 2026 23:43
Remrks :

E & OE

Page 1/1

CHINDAM SHIVA

info@starhospitals.in







TAR

UNIMED Healthcare Pvt. Ltd
Survey No.74, Financial District, Nanakaramguda,
Telangana, India - 500008

For Appointments: 1800 102 7827
GSTRN: 36AAACUB638B1ZD

HOSPITALS CIN: U85110TG2006PTC051751
(Subject to Jurisdiction of Hyderabad)

" Ms.BABY ABHIGNA REDDY UHID ENCOUNTER NO “‘\
REF BY. 910000153182 912605161175 \
REENA MATHEW ‘
S o (R, = BILL NO BILL DATE MORBILE NO

91262001777 16 MAY 2026 23:37 9154777380
DEPARTMENT
S Y.
Bill Of Supply
S.No PARTICULARS CODE UNIT  TARIFF AMOUNT (IN INR)
1 X-RAY BEDSIDE CHEST PA/AP XRY049 1.0 880.00 880.00
GROSS TOTAL 880.00
NET TOTAL 880.00

RECEIPT DETAILS

Eight Hundred and Eighty Only

RECEIPT NUMBER TRANSACTION NO

912611002851

BANK TYPE AMOUNT
Credit Voucher 880.00

On The Account Of :Rainbow Children MedicTrH.ﬁNé( YO U

PRINTED ON: 16 MAY 2026 23:37
Remrks :

E & OE

BILLED BY ==
CHINDAM SHIVA

info@starhospitals.in
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Hospital BY RAINBOW HOSPITALS

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

' REGULAR PRESCRIPTIONS woigt HY... wara 3112/h).

oRuG: T LA sol DT jn

Date

Dose Route | Frequency | Sta fL
15| ¢ T o | OV 7

Signature of the Doctor

Starting the Drug

Starting the Dp1gs: 7\@9

Additional Instructions: 30(\;\;)-4

Daily Doctor's Endorsement by a Sign . L
o=

DRUG : @‘(ﬂ 0N D ROSATE, %fn"é \(\4

Rouge Fre uency St }/,' Ky
b | ¢
Name & Signature fthe Doct

Addznal Instructions LQI\A

B /Ef\\‘

Daily Doctor’s Endorsdlhenl by a Slg;nl

DRUG : Dater
Dose Route | Frequency-|Start Dt. i
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign

DRUG : pater

Dose Route

Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

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

(P.T.0)
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DRUG :

Date

Tifpe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Qate

T|'

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Dose Route | Frequency | Start Dt.

Time

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Tirpe

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
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3aby ABHIGNA REDDY Rainbow” . . N
11-02-2021 sysmiso  (F) Children’s = BlrthR|ght
3r. REENA MATHEW S Hos p ital . BY RAINBOW HOSPITALS
VT ospiel” | @izt
Date of Admission: \6[95,2,& ..... Drug Allergies: Nﬂ* .................................. ] Not known any Drug Allergies

————— P —

FOR THE SAFETY OF THE PATIENT

, GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
i DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
' Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
1 - Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
’ - Discontinue a drug by drawing a IineI through it and a similar line through subsequent recording panels.
; - The date and time of stopping the drug along with the doctors name and sign must be mentioned.
| - Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
‘ drug sheet folder. ‘
‘ NURSES - 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.
5
! . .
;{ S0S / PRN (As Required Medication)
| ; Dater
i DRUG : Time
: Dose Route | Frequency [Start Date
L
' Doctor's Signature | Valid Period| Pharm.
E Additional Instructions:
! DRUG : Date»
_; L . Tigne
| Dose Route | Frequency |Start Date
Doctor's Signature | Valid Period| Pharm.
Additional Instructions:
Date»
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
J
|

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

Page: 1/4 (P.T.)
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Starting the Drugs:
e
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VL

Additional Instructions:

pm.

6

g

Daily Doctor’s Endorsement by a Sign

Date

orue: T (Yatep

Tirpe

Dose Route | Frequency |Start Date

W | v [ o0 Wy

@

Name & Signature of the Doctor

M

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : 3’““)7 0 (VL) bl

Dose Route | Frequency [Start Date

I | IV [71p] iy

Nan¥é & Signature of the Doctor

{3

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

prug: Sy (Rott D

Dgse Rouyte | Frequency |Start D
34| Ho | Therd [

Name & Signature of the DOﬁJf /
Starting the Drugs

Agditional Instructigns:
D\ a
EX2

Daily Doc}or's Endorsement by a Sign
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L, e e | Tesn [ Tegn | Thes
Dose Dose Dose Dose
DRUG : 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 g Fe s pose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: oose N il s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VAHIABLE DOSE TlU‘le Nurs‘e'Sig. Nurs&qu‘ Nurs‘e'Sig, Nurs‘P;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.
: Dose Dose Dose Dose
Name & Signature of the Doctor
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: oo i i oose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁsagzci‘iggger Route Signature Nurses
W () i Kosu).
AT O RRWEX Ly W) {‘ON Iy |
1als A A S~
%) ST 3r
oy
(S o ' 3
\ ™m o~ XS
WS em | Ve Copromgat %0y G

Page: 3/4

(P.T.0)




3 1P25-00020475
Jaby ABHIGNA REDDY

11-02-2021 5Y3IM15D () , S e
r. RERNA MATHEW LV. FLUIDS CHART Weight. \}'QG Ward.&).\.-...-...---)--
OO . o T Tt e T i

Jposition of I.V. Fluid Flow Rate ; : ; i Sian
Date lime i m‘:ﬁﬁsﬂgﬂhr — Moy, ot Route [“mi/hr Sign Sign _[Stopping| Sign s

—_—

- 5 nwwg/ﬂ§~

ON)
e | |\l

6\

b4
AR |
N var DG (v i A

Page: 4/4



