n»oo““ii
IP5-001780
Baby C BHAVISHYA o %

08-05-2018 . 3
- " Rainbow® | @

iy fotarn | (@t
SURGERY DETAILS

? Date : Odm—{%

Pat|ent Name: . g"—%‘ Bawr' {ﬂ‘aﬂ . Date of Birth: (2R.7.08. =.0m1 5. Age: ..\ L.

It takes a lot to treat the little.

Gender: . Ward: ....... P‘ of.= lu UHID No.: sBHd-..=.0.0.6La g5
Date of Surgery: OQJLO 1@3& .............. -1 10T~ T-3 (]OT-4 [10BGOT-1 []OBGOT-2

Name of the Surgery : ....... AL M @ eeri frssessocsisinabsossisssdannirnrinsviviomsen ittt R
D ... L‘flg@ﬁ«" ........ Time Out -............ T L

1. Surgeon : MW

2. Anaesthetist : Df‘(.gft«alr@‘ ............................................................................................

T T TN WA R ST S R Lo S N WIS [ TR S

4. 0T Technician ﬂQmJ\ .........................................................................................................
5. Circulating Nurse : ......... .QH:’C(,.fJ‘nﬁ ..............................................................................................

B N ED ... o IR . ..............coodiincnoiimsiseninan, Baemribmisssseasbeasinisensenipasssatiss srtpias
Special Equipment:  [] Laparascopy (] Broncoscope ] Harmonic (] Morcelator
[ C-ARM (| Cystoscopy 1 Versa Point 1 Liver Cusa

(] Neuro Cusa mﬁé!&}?@gﬁofﬁ 28@@ > Qbo62 s

P
nat he Surgeon Signature of Circulating Nurse
OrderNo: ... L CLOG S Order by: C,j .................................................

Docu. No. : RCHBH/FRM/GENERAL/114



::S?ZB::::SH" IP5-00176039 Ram;%w
08-05-2015 1MYiM280 () | Cdmdriw Children’s Blrtthght
Dr. Prashant Bachina Hospital . BY RAINBOW HOSPITALS
I 0 B AD LS Or T -
L IGUIGUIIG DU +erenrsrnarnanene . ssesueskssssvess A e 171 o AN v 8 SR v o 1], ety SRR R
Anaesthesia Disposables ssued Y oo | Surgical Disposables weses Y Lo Disposables (Baby Side) mm"u!_
ETtwbe &. &y B |)#a/| — | Major Pack Inj Vit.K
LMA BreveY Sutures Cord Clamp
ECG leads : A LP /N €| o3 Suction Catheter
HME filter : X/ P/ N V| — Feeding Tube
Syringes :10cc o | of Vaccum Suction Set
05 cc o | 05| Gloves 1,01 —— Surgical Gloves
02 cc to | 03 - A 1 242 |7 41| Gauze Pack
01 cc - A “ 77| syringe 1ml/ 2ml
Cautery plate : A/P /N e Surgical blade Surgical Blade # 20
IV set { | — | NGtube Koochies (S)
RL by ¥ ( | — | Cautery pencil i 2] NOR. 2 |2
NS : 10m(1b/’ju// 500mi / 1000m ] O ( | Koochies %ﬂ Al o ] ava nAa 44 N /1
Aoy ey 9,7 f) L Dieie 55 i o) P s L] |
Oy 18 ' PornS EI) | | 01 | Suction Catheter ; Cort, Jore |l4]]]41
Fentanyl ’ O | | Cap, Mask ﬂ(W ﬁ!l gé e, 61 ne 9___%_
Morphine Gauze Pack N g A 1 T
Ketamine Mop Pack 1 ]
Propofol 6 | o4 | Sterstrip
Rocuronium \ ~— | Underpad 1 ]
Glycopyrolate ] — | Draw sheet
Myopyrolate i — | Abgel
Ondansetron [ ~— | Foleys catheter
Pencan 25¢/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set Ll
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet L @
Tab. Misoprost : 200mg Betadine Solution =
SLa kil o S[,% O/ | Microshield
W O | Cotton Balls
Deaned  10OmMeoy o (| Latex Gloves 169 oy
5D+ o Uner ! (4| Ramdione Scrub
Saral N

Surgeon Anaesthesiologist Nurse
Order No. -........ ﬁéﬂbﬁg/ ........................... Ordered by : .................. :
Doc. No. : RCH / FRM / GENERAL / 125



) @ Rainbow Children's Hospital - Banjara Hills

Rainbow . 8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDIA Banjara Hills ,Hyderabad
Children's ,Telangana, India ,500034.
Hospital TEL NO :+91-40-4466 5555

BirthRight
%
e WEB : https://rainbowhospitals.in

ADMISSION SHEET
LR R i
Registration Details :
Admission No : IP5-00176039 Admit Date : 06-Jul-2026 Admit Time :02:54 PM UHID : BAH-00660615
Patient Details :
Patient Name : Baby C BHAVISHYA s Age :1MY1M28D
Guardian : Mr C BALAKRISHNA t DOB : 08-05-2015
Gender . Female Religion ;
Occupation : Martial Status : Single
Address (H) - 12-2-686/1 Gudimalkapur querabad Phone No : 9550436498
Telangana INDIA 500028 E-mall . NA@GMAIL.COM
Admission Details :
Bed Type : DAY CARE Bed No :PRE OP 401 Ward Name :4F-OT COMPLEX
Room No : PRE OP 401 Admission Type : First Visit
Contact Details :
Name : Mr C BALAKRISHNA Relationship : Father
Contact Address : 12-2-686/1 Gudimalkapur Hyderabad Phone No : /9550436498
Telangana INDIA 500028
gy G
Doctor Details :
Doctor Name : Dr. Prashant Bachina ; Specialisation PEDIATRIC GASTROENTEROLOGY AND
HEPATOLOGY
Referral D :
eferral Doctor Self Phtise Mt
Co-Consultant . 1 M NV POUSHYA SAI
Payment Details : Deposit Amount  : 0.00
Payment Mode : Cash Payor Name . SELFPAY

Printed Date / Time : 06/07/2026 14:56 Printed By : 015513 Page 10f 2




BAH-00880615 |P5-00176039

Baby C BHAVISHYA
08-05-2018

“(TTIN s [@ ganaighr

Ch“dren . . BY RAINBOW HOSPITALS
HoshPit Your Right to a Safe Delivery

It takes it the little.

11Y1M280 (F)

ACTIVITY RECORD FOR BILLING

B - TR e ET L e e St ol oRieed s AL Sl i Do e St i
BRI - o IPENe: - e Gonsiltant - = - _— - = DO e s
Date of Admission: _ _ _ _ _ _ _ _ Times - b Date of Discharge: _ _ _ _ _ _ _ _ P R e
Room/BedNo:_ __ ______ Waed: - - B Suggested Billablebedtype : _ _ __ _________
WARD TRANSFERS
Date Time From To Signature of Nurse
Ll | =120, £ - ol &

bl L om or bling | ——Fo -

+

Cross Consultation Visit

Doctors Name Date Order No. Signature

9

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature

oblpt | CRP. (R XL -A{bw»x/{)

D

(op bais)
L

LV

!




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
OE/n':}’ . - [Quuwch\ \ £90% £ jwp
41 oo | =

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

BAH-00860815 IP5-00176039 Rai ngiw
A i
::.?;.(;;:Aw.muw M28D ) ] Children’s .BlrthR'ght

“Viidom onatea
INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient /DB@ttendant

I, the undersigned do hereby agree to undergo the following surgery(s), Procedure(s) on patient / myself at Rainbow Children's
Hospital. (Avoid technical terms and leave no blank space)

| acknowledge the following:

1. | have been made aware of the benefits and reasons of the surgery / procedure as indicated by the clinical observations and / or
diagnostics performed.

2. The benefits and risks of this surgery / procedure have been explained to me. | have also been told about the alternatives available
for this surgery / procedure including the advantages and disadvantages of the alternatives.

Benefits of the Surgery(s) / Procedure(s) ) " Alternatives of Ehe Surgery(s) / Procedure(s)
Yol alin, ol
/vaVQM \
d’”nﬁ N L

3. As with any procedure, | am aware that risks such as blood loss, infection, cardiac arrest, anesthetic allergic reactions, paralysis,
Deep Vein thrombosis (DVT), Pulmonary thromboembolism (PTE) etc may arise necessitating attention. Therefore, in addition to
consenting to the performance of the above-mentioned surgery/procedure(s), | also consent and authorize the rendering of such
other care and treatment as patient/my surgeon or his / her designee reasonably believes necessary should one or more of these
and or other unforeseeable events occur.

Apart from the listed above, | have also been explained about the possible complications of the surgery / procedure are as follows:

 AReSd
). f Uukr»a,,t«m . )
1. lauthorize Dr. ?W : 3 and his / her team to perform the procedural sedation
upon the patient / myself.

2. | 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.

3. lacknowledge that | fully understand the above information. | have had the opportunity to ask questions, and they have been
answered to my satisfaction in a language | understand. | affirm that this consent is given by me in my full senses.

Patient / Patient Attend%nt: Witness: S%
Signature: ........ SC:@UM .......................................... Signature: .......=

Name: ... Y2 Koo T TR NGNG: ..cicrecsn ZLVBBI......cooooeeresiisinsiirasines
Relationship with patient; ... MweAber~ Date & Time: ...6 / ’f { 24, M ..... Z 2 e L % ...
Date & Time: C’\q AR ]”""q—

Doctor (who is taking consent):

Signature; . JA2... AL r...... Name: & ...... H“”"“OT‘/"Q"" Date ..& .‘T}”' |me?4‘°f"’l

Docu. No.: RCHBH/FRM CLINICAL / 027  (26) (PT.0)
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— | Rainbow® ) _—
Patient Sticker j Children’s ‘ B'rtthght

Hospital BY RAINE' "' HOSPITALS

It takes a lot to treat the little. Your R|gh_t " Delivary

55088 | Sodub ekkne HEo

okode aabdaed: (1688 [ 688 eBo3od

Sido, b hodBo St de8, 08/ Pib J8 HJE KR LS8 Sabetnich oo BPosY, () / Sebab(w) abmrs
wofletym,. (88,85 Huoen ausd) Hodkn god Hoo HoodabEed)

Fibo 8o afciReb vollBorym,iby:

1. 808S dodober Loodkn/So Jhi HOEe emodorn, ¥ $Hosd, / Febab ebiddo dody HRAReme Hood T
aHootndon.

2. ¥ $posY, | odabth Howoponid HAnamoey Hodhn Hiren oK K orr HHeoBHEa.
Yo BPosY, | Fodabh s, HEaincine 1O, TS YA LWodk Bipes Toth HBOOBLEOD.

8% / obab HRAramre: F H08Y, / Fohab & csmen
‘.—L_ x ' =

L = o e —

3. dPan Bposd, / Sebubiond, Ededo, ad ¥l thod sfididido, ebdlcin bg ©89, oo, 48 Jand
FRoeRH (DVT), Heghd Plosddoddomo (PTE) Hod Hémmren Hogidod edsedo 4ot ot Seikn.
oo, P BPass, / Sebuth, Jib ad, okiwass Hukw, b DO, B oo LlEt Hodes DY,AHHD,
586 /ae 880 oddER Stiyth gR00E g8d 28 o Jabaeas Krae di eldaelymi.

osborn, ¥s $Hasd, / Fobab by Hogvodiie asd Kluien Krm akh HOoSwER:
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| b.

L TSR R e e i e E =

. 4. o086 ROR Ok O 2,0meR);,, B8/ Be P8
/ Sebabit Schmns Jiko ekododiymrin.

5. Beko el BHo dngad so8 K Knae of Sk ©ofBorymyh. ©othbe, $Hosd, / dohab Hoso M, dadinbseLo
wd O magod s din b oo Sokmagb.

6. B odoood, DK HREm efddinon. DK Hodiie ediaRs edsdo Tk, Wwodkn ol mK efiodly gk
Hdmgrido gm,th.
Es ©XeR Tibo ¥rg RHHOSY, dyfolom arymrHd &b

586 / 688 ©8030: ‘ d:
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- O - e R T S e S SO NS
GBS BOR0Ea ! . i a s il B s s siiassiiss Y T S (e, S G e
BB B RBUIEOD: ...oociconsimitnions s tasisasississs sanus s

@6 :

DOBBO: .ovveeeeeleneeereceerraeeee s BEEE: ool eanemraramenssassanssnennnmaseazsus ee A B EREOBIOL ...sisoneenintinanssocnssnsbensbubiabiiins

Docu. No.: RCHBH/FRM CLINICAL / 027 ) (PT0)



Surgeon : &}lo—/lzt N {"4. ............

SURGICAL Asst. Surgeon : .o, = ONAL..... Patient Name MBW" lgange TLY Gender:;;... ED%%::E:{“:::& .Y:P:.oo- ‘;T,
SAFETY CHECKLIST | resDe, Suryg...... | oo fo- bt I ooy imin

Scrub Nurse : ..}

Date : &

.. In-time : 3-'55— . O
1]

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time. 31 U& P TIME OUT _Time..... 1. 05 fom) SIGN OUT _ Time: ...
!

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

|dentity “Yes [1No introduced themselves by Name and Role & YeS 1No The Name of the Procedure Recorded m CINo

Site #Yes CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure &¥es ONo Nurse Verbally Confirm Counts are Correct (or Not Applicable) /B@ CINo CINA

Consent £¥es ONo Correct Patient (Check ID Band) M 0 The Specimen is Labelled (including
Site Marked OYes ONo NA Correct Site QKN 0 patient name) /B’% CONo CINA
Anaesthesia Safety Check Completed ~ =*Yes CINo Correct Procedure @45:0 Whether there are any Equipment z{
Pulse Oximeter on Patient & Functioning LYgs [No Anticipated Critical Events Problems to be addressed CYes.2No CINA

Does Patient have a:

Known Allergy? OYes &MNo
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available OYes 7o
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned OYes M0 O NA
Blood Units Reserved “Yes =No CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? T1Yes CNo D‘N(

Signature < O ey ?XL .......................
Name.......... QL&:Q\N«P .........................

Surgeon Reviews:

What are the Critical or Unexpec!e !

Steps, Operative Duration, %0
T1Yes z‘o(m NA

Anticipated Blood Loss? 7 1
MA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? C1Yes
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment
issues or any Concemns? s

Is Essential Imaging Displayed? OYes

Power Supply, Earthing, Power Backup
and functioning of equipment checked.

Signature ‘@ff ,,,,,,,,,,,,,,,,,,,,,,,,,,,

R
o ON

OYes gfo

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

OYes E’No/

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




BAH-00880615

Baby C BHAVISHYA

s 08-08-201
L] 1y M2sp (F) JW/

Patient Sticke °' Prashant Bachina Z

I Chitdren's ‘BirthRighf

Hospital BY RAINBOW HOSPITALS

1t takes a ot to treat the little. Your Right to a Safe Delivery

IP5-00176039

\

el

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

Date : 06(0'(‘{36

To Be Filled In By Assigned Nurse :

— )
Department : ,B D1l Duration of Procedure : ... t Lﬂﬁ ...........

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

Name of Surgeon : ...... @%/W%L .............................................. Date of Admission OEQD“LQ:LL

Bundle Care Criteria : (Tick (/) if done)

Staff Signature

1. | Antibiotic given prior to surgery ? [ ] Yes
[ ] Single Dose Antibiotic  or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? []Yes @//
NOme OF IO ADEDIOUE . ..ot s rbsasiosseiin (¥ f .. el i

2. | Hair Removal [ ] Yes E’No/ if Yes : Surgical Clipper
Department where Hair Removed : [ ]Ward [_]Operating Room

[ other:........ S Ry e~

Skin preparation done (cleanse surgical area with antiseptic agent)? [] Yes. .40 |

3. | Patient's body temperature immediately post operation (Recovery Room) "2 A C
(o Or [l (Goal: 36-37 C)

4. | Name of doctor or staff administering the antibiotic : .................. YA‘C& ............

Date & Time of antibiotic administration : .................cccooeeuee. o M

e  Ensure form is filled in completely by assigned staff whenever patient had surgery

o If any bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse
for management

e Al forms (Bundle care and when required SSI form) are completed properly

o  Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038



BAM-00880815 IP5-00176039 '

Baby C BHAVISHYA

ﬂ&ﬂﬁ-!ﬂ‘l:m ..,,.1,.‘ Y1M28D {F) %
o Ill!llllll|I||l|||||llll|l||l Il Rainbow’ | @ iy Right
Hospital _ | ) zuemmone
0PERAT|0N THEATER NOTES
Patient's Name : ...... EJLPMQS% ................................. Age 1..’.‘&..!.’.’.’.’!.’.’.—!&nder ) Male &Eﬁale
UHID No.: EA- .. 7008 S Gl oo Weight : 1{.1.:...&3.1ﬁ%eight:..........f..........
Surgeon : Asst. Surgeon : "

Anesthetist : { Dy . w 0T Nurse: ~Srvancus OT Technician: —F\-reen

Pre-Operative Diagnosis:

Surgical Procedurwﬁ% O Wa,

Indications for Surgery :

(1 Ve A ©) W Lo
Date : & ]0\01_;\3\5 Start Time : Lgs (2] eg‘bm End Time : %"”-PQ‘P
Pre Operative Preparations: }

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes: (| syvoecor, Bl (P)
-0

: 1 i
avol cowol L ’cw Mot -
~wleeu ) Cxudab, (X
SR 52,0 ] .o
YN EDu—
ol cea® ang M N, WW

Riab J-\%Nu cdlen b KM)

Doc. No. : RCHBH/ FRM / CLINICAL / 099 (P.T.0)




10 ()
!
Amount of Blood Loss: » Blood Transfused (in ML) ~——

mee and Number of Surgical Specimen sent for examination:

DWrms (D) Cerrom thscdn @ o (Wdiss

Peri-Operative Complications: (/ Re S

g

Name of the Surgeon: Al A

Signature of the SUeON N et e s sorsassssiismisssssissssssssisns

Date & Time: ...coooevvve o, g’z ..... % ...........................



BAH-00880815
Baby C BHAVISHYA o e
08-05-2016 1MY1IM28D  (f Rainbow .

" Patlnt Stk it e Children's .BirthRight"

U T Hospital | () zrmmeommosus
POST-SURGICAL CARE PLAN FORM

IP5-00178039 e

Procedure DONE: ................... C{J 1@’\«6’“%}% .......................................................................................................

Post-Surgical Diagnosis: ....... ?]D‘/‘D ...........................................................................................................................

Post-Operative Monitoring Parameters /Frequency:

~

Wound Care:

)0

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

>

Nutritional Instructions:

;‘Z.

Whap tg Start Mobilization:

\ VAN~ A a N

Special Referrals:

Pa

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

O Yes Eyz/

Any Other Post-Operative Care Needed including Required Follow Up

n : Nl meon oty

(Bignature & Stamp)

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106




BAH-00860615 IP5-00176039
Baby C BHAVISHYA

I\

08-06-2016 1MYiM280  (F) Rainbow® " . ~
T . Children’s (d BirthRight
T Hospital _ | )z
It takes a lot to treat the little. Your Right to a Safe Delivery
Date of Admission: 91%\@’0 Drug/AHBIGIES: o e ,DMWH any Drug Allergies
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 I 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.
S0S / PRN (As Required Medication)
. Date»
DRUG : Tige

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

v

Tir'ne

Dose Route | Frequency [Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date

v

DRUG :

Dose Route | Frequency |Start Date

Tir'ne

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4

(P.T.0)



BAH-00880615 IP5-00176039

Baby C BHAVISHYA

08-05-2018 1MMY1M280D

ST REGULAR PRESCRIPTIONS  Weight .. 1" U3 Mwara o7
i A ..

DRUG : oot

Dose Route | Frequency [Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater

DRUG : Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : batet
Dose Route | Frequency [Start Date )
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : ey

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Page: 2/4




C BHAVISHYA
::-:,S-IO‘IB 11Y1M28D (F)
Or. Prashant Bachina
(i . <o s W 6.
Date»
VAR'ABLE DDSE TIU‘IE l Nurs‘e'Sig. I Nurs:Sig, I Nurs‘e'Siu. I Nurs‘erSig.

Dose Dose Dose Dose

DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Route Sta it Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor iad Boes Rose Onee
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: . pose e .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Date»
VARIABLE DOSE TIUIB l NurseSig. Nurs;Sig‘ NurssSig, ] Nurs‘ESig,
. Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

ROU te Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor oo Dusa Dese Pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: um pose e [
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

STAT / ONCE ONLY DRUGS
. - Dosage & Other ;
Tim . Signature
Date e Medication T e Route g Nurses
Page: 3/4 (P.T.0)
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Baby C BHAVISHYA 8£08L100-5d!
08-08-2016 1MY1M280 (F)
Dr., Prashant Bachina
NI A V. FLUDS CHART et 253 wara 2.
Do | e | ensormns ciemmner | Poue PRA o' | 'S |siopong| Son | Sign
Dt
oo™ [ Pt st w (%4
Cwaj NPO )

Page: 4/4



