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Rainbow Children's Hospitals - Financial District

Survey No 74, Nanakramaguda village, Serilingampally(M) ,Hyderabad ,Telangana, INDIA ,500032.

TEL NO :040-44665555
WERB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details :

Admission No : IP25-00020684 Admit Date

: 28-May-2026

UL e

Admit Time :09:48 AM UHID : CUV-00080347

Patient Details :

Patient Name : Baby KOTHAMASU SRISIYA Age :7YOM26D

Guardian : Mr ANIL DOB : 02-05-2019

Gender : Female Religion

Occupation Martial Status

Address (H) Manikonda Hyderabad INDIA 500089 Phone No : 8885912728
E-mail : na123@gmail.com

Admission Details :

Bed Type : MICU Bed No : PRE-OP-01 Ward Name : 4F -OT

Room No : PRE-OP-01 Admission Type : First Visit

Contact Details :

Name : Mr ANIL Relationship :D/O

Contact Address Manikonda Hyderabad INDIA 500089 Phone No

%g/ﬁ

Signature

Doctor Details :

Doctor Name
Referral Doctor : Self

Co-Consultant - Dr. Y ARVIND

: Dr. MANCHUKONDA SANTHOSH KUMAR

Specialisation : EAR NOSE AND THROAT

Phone No

Payment Details :

Payment Mode : Cash

Deposit Amount :0.00
Payor Name : MEDI ASSIST INSURANCE TPA PVT
LTD

Printed Date / Time : 28/05/2026 09:54

Printed By : 018711 Page 1 of 2
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CUV-00080347 IP25.00020684 "z
Wi —
Baby KOTHAMASU SRISIYA 2=y
o 0s%  rvomzmn g Rainbow _—

Dr. MANCHUKONDA SANTH Childrer’- smithNephew ght

ol [T ol e, o

£1c5874-01

SURGERY DETAILS b e

GENERIT . [ s
Date of Surgery: ....: 2 g(«(f% ......................

Name of the Surgery :

NAME AMOUNT

1. Surgeon ¥ evensiciond D 13611?4#05/4, ........................................................................................
2. Anaesthetist . PUMOUALL ..o e
D T R e ——————
4. OTTechnician ... BASYIEE oo e
5. Circulating Nurse - .......... g WS“bWC’@ ....................................................................................
6. AssistantNurse ... B Buddha, sy, porvalld e,
Special Equipment: ] Laparascopy (] Broncoscope [ Harmonic [ Morcelator

] C-ARM (] Cystoscopy &V&%oint ] Liver Cusa
(] Neuro Cusa A Tthers @b NATL. C@‘H O@
[Go— @W?
Signature of the Surgeon Signature of*Girculating Nurse
Nl ‘
'S
" Order by: ..ooevevee el -SSR
loz |

-
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A UV-00080347 IP25-00020684 "2

. Baby KOTHAMASU SRISIYA £ ‘k"D inbow?
| 02:05-2 J Rainbow . : 3
_ br. m:;zuxonn:\'omzsn ) ﬁ-&ﬂh@\(}t@ c mjj Children’s . B'rthRight

* WMy~ coNSUMABLESOF o1 ezl L F
Circulating staff ;. [377..20Az¥. Lb“iie'{p Technician : BJ? SL(H(?&/ Date : ,25;/ S/ % B 11 D

Anaesthesia Disposables — Aty .« | Surgical Disposables ,smd Y seea| Disposables (Baby Side) |, 0
ETtube D hz _~ s | Major Pack O | | InjVitK
LMA Sutures Cord Glamp
ECG leads TAL P /N /) Suction Catheter
HME filter : A/ P /N Sl Feeding Tube
Syringes :10cc 9= . Vaccum Suction Set
05 cc £ 3 | Gloves ¢ ); ) T +¢Z_| Surgical Gloves
02 cc oI Gauze Pack
01cc & Syringe 1ml/ 2ml
Cautery plate : A/P/N Surgical blade Surgical Blade # 20
IV set NG tube | Koochies (S)
RL . &) | Cautery pencil
NS : 10ml/ 100mi/ 500ml / 1000ml s Koochies
3w Jppmrl ) | Ointments E \g£ o/
BP0 17 /05 st &7 | Buctian Caligter Fi’ﬁé\m hbe#] b2
Fentanyl Cap, Mask
Morphine GauzePack (| XS ) 07« 5‘% =
Ketamine Mop Pack .
Propofol o | | Steristrip H(\] hg/ha/{/ ne 021
Rocuronium &) | Undeped 02| Lok Syarrrpp
Glycopyrolate 5 ) | Draw sheet b / h B
Myopyrolate 2! Abgel
Ondansetron ] Foleys catheter
Pencan 25g/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics D72 >7¢ o/ | Bandage
TN, s 2 | | Tegaderm
Suppositories loban
Anamol : 80mg / 250mg /170 mg Double J Stent
Supridol : 100mg Vaccum Suction set 02
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet il
Tab. Misoprost : 200mg Betadine Solution
& _~5l5 (ﬁ /) ) | Microshield
Cotton Balls
Latex Gloves
Ramdione Scrub
Saral
W/MMM A aesth%s?glogls\t/a/) @@l}%"k OT Technician

Order No. 3%‘?’\/?5/4'2,L %%, S 0150 1 G . - . -t SR sy
Doc. No. : RCH/ FRM / GENERAL / 125 /Lg[/?
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Rai "% . Ev\rlrﬁclmim e
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Your Right to a Safe Delivery !:!gasmg!!:mam! - i maion
OPERATION THEATER NOTES
CUV-00080347 |P25-00020684
Patient's N :;.:’L';f::mm;:a;ﬂvz:n ' JTE S Age : AY e Gender : famfﬂ—
: Or. MANCHUKONDA SANTHOSH '
UHID: ... mH“|||“\||||||||||||\|\||\||||l| PO, oo Weight : A2:.5.(445...
Surgeon : Asst. Surgeon: ~
Anesthetist: D~ - Mol OT Nurse : By Buddhe s Sw- pey ol

Surgical Procedure :
Co W\ e t—%é\f,ﬁo‘{t\&"cw

Indications for Surgery :
Nese Lrock
Date : 29526 Start Time: | | " ef i ppwh

PRE-OPERATIVE PREPARATION :

.

End Time : \'L\ @5\[9“'

OPERATION NOTES:

— wvate M adenord Wﬁp&e“\‘\‘b%
— co o i Mm@\&é&om
I

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

s é‘_\_? ‘%q;(\ﬁ%,\%“(

Sea\ — =L vl )\‘—:&ﬁ

E. Seeme TAAMTN VY . Mieeean
‘ SR Y

@ *S\-\J\ T““wa P%'UW'!I&EN SN

M Nesoe\ec, r\CC‘)\ A el

L Sue Pl

S~ I

Consultant Surgeon's Name

Date @ ..o Time :

Consultant Surgeon's Signature
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ACTIVITY RECORD FOR BILLING
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Rainbow® |@

Children’s b
Hospital BirthRight
It takes a lot to treat the litie. Your Right to a Safe Delivery.

T xRl BN NN F NP
LMD NG ; s====seedam—aa IP No gzr:o:::é:UKONJAY:Ar:::SH ® SRV OC. SO Dept
- T, T .
Room / Bed No ; --------------- Ward : ----=--mmmmeeaen Suggested Billable bed type :
WARD TRANSFERS
Date Time From To Signature of Nurse
Bislic. (o AN ER. QT A - ey
2R |S” 57,6 5:S09m QT otrey 304 @110\

A

AN

Cross Consultation Visit/

Doctors Name Date

Order No. Signature

10.

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




INVESTIGATIONS

Date Investigations Order No. Sign
W w'; A ﬂu:,‘ ;
L(‘bja RS = 99 Eva(clt. (\D&N\) 1R 30 | /
QB}C!% Swaeb CQAI_J‘—\,{’I"E anéojggﬁg’w
/P/___
P =l
S ey

R



MEDICAL EQUIPMENT ( WARD & ICU)

Date Nafne of Conr':ectmg D:sco[mectlng oOrder No. Signature
Equipment Time Tjme

R T T T2 WS

7 55 T “A{E%\ 2
£ , ;




PROCEEDURE

Date Proceedure Quantity Order No. Signature
wlslee: | T PleCene wt @ 123, A. Roy .
i
, r
I I
,\\6""4/ ?'{;L \
v
< M
\ﬁ/ g™
ANY OTHER INFORMATION
Date : Time : Prepared By :
Staff Nurse Shift / Ward Billing Assistant

™

/(\f

oT.

Billing Supervisor




PATIENT TRANSFER FORM

//

Rambow .

\\

Children’s .BirthRight"

X -0

Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
CUV-00080347
Baby ko lpzs-ooozasu [ ” ) 57/‘
02- o:.zo :Hms” 2}2/ §/2¢ @ Jif 2 67
Dr. MANGHYK,

B //IIIII/I/II/IIIIIIIII/I/ IIIIII lll ey

Dy Sy mid vers

Reason for Transfer U

post op lare

From Unit To Unit Information to Attendant
Yes | No[ |
D 07 ward (307 A
\AF Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
_ clinical documents. If any handed
% 0p e (D over to attendant
Yes| | W/
If yes, what ?
Medications / Consumables / Surgicals / Hand over
S|.No. [tem Name Quantity
2. | pns (spowmi) o
8. ﬁﬁ or [4/) M
\_ 4.
5.

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

Name & Signature of Person who is Tr;/\sferring

by. Swélww/zé/) 57/””/
,‘?)?] Of) %A

Name of Person Ordered Transfer

Vr  Saiwivas.

Patient & Clinical Records Received by :

Date & Time of Patient Received :

i vé 3:5%}%,

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

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

| | Available Bed not ready







PATIENT TRANSFER FORM

Rainbow® . e
Children’s ‘Blrtthght

Hospital

It takes a lot to treat the little.

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Patient Name & UHID No.

CUV-00080347 1P25-0
0020684

Baby KOTHAMASU SRISIvA

| 02-05-2p1p rvomzw F)

Dr. MANCHUKONDA

T

Date & Time of Admission

26| Sl2é6 @ a.43 p-ws

Date & Time of Transfer Order

22(5|18 @ (o Aun.

Transfer Ordered by

DL, leashandina.

Reason for Transfer

/I A W»\-LS:: G

From Unit

Co.

To Unit
OT.

Information to Attendant

Yes';j/ No [ |

Number of Sheets in Clinical File

Number of Imaging Films

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

| & I Yes? ] No[ ] OP
lfyes, what? (€ ‘d‘l\ kg
Medications / Consumables / Surgicals / Hand over Vv’ "—‘ﬁiﬂ_y
SI.No. ltem Name Quantity
1. DS ©
& T vAva o O
3.
4,
5.

Shifting Summary / Notes Written by Doctor : Yes |

No|[ |

DE. ICenSinpnnipes

Name & Signature of Person who is Transferring

A NS LA

Name of Person Ordered Transfer

VE: Les ity A

Patient & Clinical Records RBCSW .

Date & Time of Patient Received : &> \5\9/6

If the transfer order time & Completion time is more than 30 minutes,

[ Unavailable Bed

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

|| Nurse not Available

please tick the reason mentioned below :

| | Available Bed not ready







CUV-00080347 1P25-00020684
Baby KOTHAMASU SRISIYA
02-05-2019 7YOM26D (F)

Dr. MANCHUKONDA SANTHOSH

Lost %olid Food — 9-Am P

\

| Rainbow’ i R
I T e 9200, 1.Children’s ‘Blftthght
EMERGENCY ROOM TRIAGE FORM

Hospjtal BY RAINBOW HOSPITALS
1t takes a lot to treat the little. Your Right to a Safe Delivery
Patient's Name : ........... e Lﬁjkbfhf&lﬂf\ﬁxfm ....... SWN.S 0. Age: oo T Ni,
Date : ... ZAL S 2 Time of Arrival : ....... -\ 5. BM...

Gender: [ Male /E/Female

AIIergies:m [(1Yes [ Food [ Medications [ Blood Transfusion  [[] Other (SPECIfY): ....covvverevcermeesrevcrseniiisneicsne. | NOLKDIOWN
Source of Information : /E’ﬂrents () IOTHIS (SPBOHY) 1rvsoenrerensssnrrrmsmostonsssmussasssspasssssesssassssasenss s issiassss s B ISTH oH AT oo BT s R SR s S b 43
Mode of Arrival : Zﬁnbu!atory ] Wheelchair [ Ambulance
Initial Vital Signs: Temp: LaRf PR: .[(Du.lr~- BP: :ﬁfi..)ca.f@‘) RR:..2G0h/w.  sp0,;: .. A0
Chief Complaints: /?hnm\'nm 3 Wl & A.sﬁ..ﬁ.mui.d.@..ﬁ.kﬂx«.ma S ——
INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing Stable
Normal . A /B/Normal [J Increased O Unstable :
[ Sick Looking ,Zﬂrmal Cgluftt}lr?gr’; El?lourg — O] Decreased  [] Gasping/Apnea | N.ot — Life - Tr.lreatening
s [ Life —Threatening
Triage Classification CTAS
1 Level1: Resuscitation [ Immediate
[] Level2: EMERGENT : Life or limb threatening 1 <15min
[] Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening [J 30 min
[] Level4: LESS URGENT : Significant illness but not life threatening 7 60 min
[] Level5: NON — URGENT : May receive care when convenient 1 120 min

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

= lo

Signature of Parent/ Guardian
Triage Completion Time : ... S0.-.. 28, [l fx -

* (TAS - Canadian Triage and Acuity Scale

Communicable Disease Triage Screening

PART C. A positive communicable disease triage screening is

PART A. The following questions should be asked to all
considered for any patient who meets one of the two

patients at the initial screening:

1. Have you had fever (elevated temperature) in the past2 =~ [ Yesf‘ﬂ Toliowing crieia:
weeks [1 Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks []Yes - To _ and Cough
3. Have you had shortness of breath or difficulty breathing in  [] Yes Mo L A\rgspa ttﬁr:n‘;'g: tfr?:e;uig%gisspérﬁtggd:ymTol?(tJZrigSnv:: ?ai?[fﬁ;ed
Ui st 2 Woeks “PART B" of the triage screening above.
PART B. For patients ﬁf;;ung fever and respiratory/rash
symptoms: ot applicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelled outside the INDIA? or had close []Yes []No communicable disease triage screening)
::I?n}:ltglxwt.h tshomeurtliwwho his ?recently travelled outside [ Patients should be immediately isolated in a negative pressure
€ + IN 16 Past Wo weeks! room or a single room (as appropriate) for pending evaluation.
If yos; State Locatlon: ..ccvusamisnmsmamasisisions [] 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).

2. Are your parents / close contacts at home is/a healthcare [ ]Yes | No
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?

O

Signature of Triage Nurse : .......... 72“* .................

Date & Time : 7—‘3!5\Lfc@ ..... (N E T < PV
Docu. No. : RCH /FRM / CLINICAL / 085
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.-j 080347 1P25-00020684
,OTHAMASU SRISIYA .rﬁ%
r;*n-..-zm 7YOM26D (F) Rainb‘ow@ . )
ot Children’s | @ BirthRight
ol 11 (T Hospital _ | () umuerosm:
1t takes a lot to treat the littie. Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date:...25\.5].2€....... Time of arrival ; ... 3. 08 A fae...
Chief Complaints: ........2 .~.r..¢@m3......Q.Q.......A.c\(;m.a."s. .é..e..@.-.%.«.:m.?ﬁ ........................................................................
L1011 Weight : ...2 2.2 ¥9%........ Head CircUmference (<2 YEArS) co.........eueessrereersessassssnnsneens
Allergies: [IYes m [] Medications [ Blood Transfusion [ Food T Other: ...ccccomeiviveneeenesnnnns
£ YBS , HBIIHTY vvvvereerserresessecnessresssssossrssssssensasssssssisesssssassssansasasas s asss s RR SRS
/Pain Screening:Yes [ No  If Yes, Pain Score: ..4].La... Pain Tool Used: =) N Pass T FLACC.ZT Wong Baker

[J Character .......MM4........ 7 Location .... +csaek..... [ Frequency ....0n.¢.c=.2.6€ O Duration ....L...S8¢.....
RISK FOR FALL: _
If patient is < 6 years [ Yes ,Zm Functional Screening: {B/NO Abnormalities Detected
If “Yes’ tick below fall risk intervention directly L7 Mobility Problem

If Patient is > 6 years

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

History of Falling: within past 3 months JYes FNo 1 Developmental Delay
Ambulatory Aids: 1 Musculoskeletal Congenital Abnormality
: \ljj\;heeselfﬁi:siltrure for support 5 ng E/N/Ng Inform consultant for positive criteria
Gait/Transferring:
e Bedrest / immobile Yes [ZNo
e Weak []Yes @/ No Nutritional Screening: [_}No Abnormalities Detected
2 * Impaired [1Yes #7INo 1 Underweight
. Mental Status: Forgets limitations [1Yes ¥INo M

Overweight
[ ] Feeding Problem

IF YES FOR ANY CATEGORY = RISK FOR FALLING
Fall Risk Intervention: ] Special diet
) Escort while ambulating 1 Special feeding method
] Assist Patient

. . _ , Inform consultant for positive criteria
1 Educate patient and family on fall precautions/prevention

Psychological Screening:,Z/ No Significant Findings
Unusual concerns about patient's Psychological Status: L Yes /V_J/No

If Yes Consultant Notified: ... il (DALE/TIME): ...oconersarseassansansmmssassnsisonsisisnas
Social History: LIVes Wth .................. D08 Suvvverrrecersiosinnnsssse s
Siblings in household L) Yes E/Nc; CIFyBS RINBANGT) oo st ssmsttsickesa

Time of Initial assessment completed by ER Nurse : ......... T2 SOOI
Docu. No. : RCHBH /FRM / CLINICAL / 120 . (P.1.0)




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

Time Nursing Notes N
q.5 P> Assess L€ Bealvq Cond g .
el i d
VAR =1V CAlreRicedl cand Tccorded
Fondrvine +o tte, Do eton.
. S
ﬁ"‘q“ Doctewn Ao Ve d ’r%abk}f .
Samples collected by: Time: W
Tk o rios
Samples sent by : Time:
Medication given in ER:
|
-?fr’rt]%/ Medication Route Dosage & Instructions Dgétr?r gllérns'?l

| ‘ ®
Condition of patient at time of shift - out : ' Details of Shift - out
HR: .....28.k.L+... BP: --Q-QIQS-(-%DCH: L2SES.EN| Shift - out from ER to: ... 83 £ .
RR: ....20. 0. [rs-..... SPO2 at FiO2: ........ Aq)....... S T r— Su.ld\f\o.ﬂo.z,{o .....................
GCS:...d S LS, Temperature : .....A8¢.......... TA— @)[ O ST '
Pain Score: ..0%/.10, (Nurse’s Name)
Repeat RBS (if applicable): No.t..... 400\ ol

Tick as applicable: 1 MLC T LAMA CIBROUGHT DEAD

Procedures done with details (if any):

R

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

Name of the Nurse : .......... TN TP CR—— Signature of the Nurse : ............. DAL T—
Date & Time : ... 28} G @




Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS score :

Cranial Nerves : CQMC.EQM 2 al;mf

Motor System:

Nutriton ;

Tone: Power

Co-ordinator :

Posture :

Involuntary Movements :

Reflexes :

DTR Superficials:

Plantars

Sensory System :

Bladder / Bowel :

Clinical Summary & Diagnostic:

Adenetd uprdvophy

Tonsllas. ké;pahc;ryéu

(PTO.)




Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

—f—‘mmooljr\amfo Enstalsf Li’#:j

Desired goals of the treatment :

Yeso ludlon oj—r”- @mﬁow

Planned Labs: Planned Management
- WF
’
- £l
M' \A“l \ oA
Signatie of the DOBIOR s messssasesmmsmgs Signature of the Consultant: .....[J..\.: et
Name of the Doctor: —DYK ......................... Name of the Consultant: ........ Pry Brwisn

Date & Time: ....F?Z.STT.Q.._S.'.T??Q@E ................... Date & Time: ..... 2211428
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Rainbow”
Children’s
Hospital

It takes a lot to treat the little.

(

PEDIATRIC IN-PATIENT
MEDICAL RECORD

CUV-00080347 |P25-00020884
Baby KOTHAMASU SRISIYA
Patient Name: @~ 0% 2019 27Y0M26D  (F)

i

UHID ID: PS—

Department:

Consultant:

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

(PTO))




Pediatric Multiorgan History & Physical Examination

Name : Age/Sex

Information given by:

Relationship
Chief Presenting Complaints & Duration (Chronologically)

O!O Recusrent

cold | > years

History of present iliness ;

A T year old fomale child

nas E:nuaﬁ;f w?/HQ {',I/O recoussent

cold '-‘d{-“f jrm_

Clo  Nowe bock (@

Meuth_ hM@

No Ho FM!R\MQ,UMS{? :




D

Patient Sticker

Pediatric Multiorgan History & Physical Examination

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

Klefo Pdempld hwpechs

Qrade -l Tondllat pedrofin

-

/ Birth & Neonatal History:

<£mo Dﬂ/tL dranste

Birth & Socio Economic History:

About Father :
About Mother : o
Any additional Information : Y

Developmental History :

no dwc&yzamiuda%

Immunization History :

voccinabid  as pes  schocle

(PT.0.)




Patient Sticker

Pediatric Multiorgan History & Physical Examination

Anthropometry :

Head Circum (cms)—— (Centle —__ ) Height (cms):

Weight (kgs) )jo?_‘ﬁb_%mentne )

On Examination :

(Centile)

0
Temperature : L Pulse Rate :_.LQ_O_]M_ B.P ﬂ#‘ﬂ.&() spo2 9%/

Resp.rate and type of breathing : R6b / m
Rash 19

Lymphadenopathy % (’9

Oedema :

Allergies (if any):

Respiratory System : A‘EBE@

Inspection (any s/o distress) :

Air entry & breath sounds :

Any addes sounds :

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

Cardiovascular System : (¢ S‘;)_@
Inspection of procordium :

Heart Sounds :

Any murmur :

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

Per Abdomen : SOF{' , nON 'l:ovd%

Inspection

Palpation :

Ausculation :

Spine : External Genitelia :

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




Z

CUV-000802347 1P25-00020684
e e Chidran's | @ BirthRight
T I Hospital_ | (e
PROGRESS NOTES AND DOCTOR'S ORDER
ga;?me Progress Notes Doctor's Order
28\¢lbras OB W -H\}megq‘ R\D A M. Bavi~g
U’ Zopwa ) o
D Pop-o 4 (obalioy ﬁdwmd.:dom.j
No Uo thioat pain. [fevew
o [Olu&fu\(}
™. Dual Sntake &
OlE€: wr — looluir
Ke — 2alymis
AlEce: QL@ , Mo Nutwjuy
A, By de@,  NUBS
P EEUH;
CAs:  wWNL
Plan
o " (onbinue  wedlicobowe oy
clLautol
L |- wif plerd /‘éunul,‘
\ — P ool Inkeddd \ .\
N N D v
Y N T/ a0\
TV P A
[ (0
(PT.0)

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




CUV-00080347 1P25-00020684

oS0ty TYOMBD ainbe °
Dr. MANCHUKONDA SANTHOSH _ 1 5 .« g g
T . ] b
PROGRESS NOTES AND DOCTOR'S ORDER

ga-:-?me Progress Notes Doctor's Order

A

’/‘\aﬁ"“ M/‘l EvE

Q- e D-17 [T
Dol R0 cgamy
N T¢Su LS
O\
Na NMegr BLag
ot
Bo

() ple oo
SN BV aX ek

fone s -3 Fat

(WS

AW N8pn Saf

Jga 30

lﬁf/ (DM Pr Jﬂ\!@

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



CUV-00080347 1P25-00020684 e

e Ralnbew® l o

r. MANCHUKONDA SANTHOSH Children’s | 9

1A b e .3353-3?3‘33355333

SEEtNO: ... REGULAR PRESCRIPTIONS weignt £2% waro .96
Date} |

DRUG: SyP.pLerid Time
Dose Route | Frequency | Start Dt. _0‘/
2wk | PO (3 2 @l

Name & Signature of the Doctor
Starting the Drugs:

i
\/I\
i)

A\l

\

Additional Instructions: A/
X
3

Daily Doctor’s Endorsement by a Sign

DRUG : pae
Dose Route | Frequency | Start Dt. .
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : ol
Dose Route | Frequency | Start Dt. y
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
Docu. No. : RCH /FRM / GLINICAL / 108
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Rainbo e
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

1t takes a lot to treat the littie. Your Right to a Safe Delivery

Sheet No: ............. . REGULAR PRESCR'PT'ONS Weight .............. 11111 S—————
Datey
DRUG : Time

Dose Route | Frequency |Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : Pl
Dose Route | Frequency | Start Dt. y
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

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

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : ‘lqi?rtlzb

Dose Route | Frequency | Start Dt.

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

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

(P.T.0.)
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CUV-00080347

E s Rainbow’

Dr. MANCHUKONDA 7vomw Cﬁll?drzvr‘: s . B|rthR]ght"
i riospital " | @iz
DRUG CHART
Date of AdMISSION: ....ccccvvvveereeeencreie Drug AlIBrGIBS: ..voveieiieiiieieieie s )j/l\lot known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL
DOCTOR

1

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

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

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
Discontinue a drug by drawing a ]ineI 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.

1) Right Patient

QNURSES -
(

2) Right

Drug

3) Right Dosage

Nurses must follow strictly the FIVE RIGHTS before administration of medication.
4) Right Route

5) Right Time

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

S0S / PRN (As Required Medication)

DRUG :

Dater

Time

Dose Route | Frequency

Start Date

Doctor's Signature | Valid Period

Pharm.

Additional Instructions:

Dater

Tif'ne

Route | Frequency

q DRUG :
¢ & Dose

Start Date

Doctor’s Signature | Valid Period

Pharm.

Additional Instructions:

DRUG :

Date

Y

Tig}e

Dose Route [ Frequency

Start Date

Doctor’s Signature | Valid Period

Pharm.

Additional Instructions:

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

Page: 1/4

(P.T.0)




CUV-00080347 1P25-00020684
Baby KOTHAMASU SRISIYA
02-05-2019 TYOM26D (F)
Dr. MANCHUKONDA SANTHOSH

N I

REGULAR PRESCRIPTIONS

b \

Weight. ...a%......

... Ward. 9“

Date

URUG - INZ -TRANEY A

Ti:'ne

S|

Dose Route | Frequency |Start Date

Qe | W B 2Rls/z

o

Name & Signature of the Doctor

NN

Sﬂarting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

D_ate

DRUG : (v f “AVGmMmaNN  BDC

Ti

Date

DRUG JASDLLERR Nip

Time

| gv|Tin | 28U

Name & Signature of the Doctor

St@lie Drugs: ﬁ(

Additional Instructions:

Dose Route | Frequency |Start ll)ate fj q )
‘kn
&

Daily Doctor’'s Endorsement by a Sign

Page: 2/4

Dose Route | Frequency |Start Date . m/\[ B
Tk | Po | o sl A0S v
Name & Signature of the Doctor J (]
Starting the Drugs: ﬁﬁ:

dﬂ" 4
Additional Instructions: tﬂ«'/
(i

Daily Doctor’s Endorsement by a Sign .

DRUG: W07 PARALETA MO %?Igee D

Dose Route [ Frequency |Start Date y A\n\

4'50”‘3 W Bian @y o’ Y.
Name & Signature of the Doctor %
Starting the Drugs:
4 »
Additional Instructions: ox U
X . '
Daily Doctor’s Endorsement by a Sign % )

A——'—

SPT——

p—

Y TNy ——w "
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CUV-00080347 1P25-00020684
Baby KOTHAMASU SRISIYA A
02-05-2019 TYOM26D ) Weidhtsessommmaasis ')V [0 FR——————
__ Dr. MANCHUKONDA SANTHOSH
R Tie,
"II ' Tu;ne Nurse Sig. | Nurse Sig l Nurse Sig. ] Nurs‘e’Sig,
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtB Start Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor ose oo oo vabs
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: . e s -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
VARIABLE DOSE s
TIU’]B Nurs: Sig. Nurs&Slg. l Nurs‘e'Sig. ] Nursz:qu‘
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 s Qese Onse Doge
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Additional Instructions: pose . . e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
. - Dosage & Other ;
Date | Time Medication rakifcong Route Signature Nurses
, - [L—
&3‘3['15 {1-¢o L TRBNEXAMIC 1V 4
b | B TRENVEXAM 300 mg, e 5
,(f y __QL
a " i | , ) )
{ £ ™

Page: 3/4
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CUV-00080347

Baby KOTHAMASU SRISIYA
7YOM26D

02-05-2019%

1P25-00020684

(F)

Dr. MANCHUKONDA SANTHOSH

m “"“Ill"llll“"”"I“n""" L.V. FLUIDS CHART Weight. ..........c........ )71 ; D——
Dale Tine (".f‘f””'“‘)?’“m" of L.V. Fluid Route |1 Rate Dolctor Nurse | Date of | Doctor | Nurse
infusion, mention ml./hr = Mcg/kg/min. etc) ml/hr Sign Sign | Stopping| Sign Sign
R ¢-5-24 WF -~ s WVlesNy V1 ﬁ
CRND (o) (ﬁN / 2k o s
-K! RL v |77 L2 5ef; |5 v
2K 1 @E ‘ A {’»\/ L/‘\ #s K/ \/ﬁ ,
N
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