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SURGERY DETAILS

Pati:ent Name%qb(j‘(/ag«‘t%—faM 1‘6€r‘jﬂql;ate of Birth: 1&]€l&01’7‘ ............ Age: ... B%....
Gender: ............... A Ward : 62/]- ................. UHID No.: (gBHPm%”% .......

Date of Surgery: L@/?’/% 10T [10T2 [10T-3307-4 [10BGOT-1 (JOBGOT-2

/
Name of the Surgery : ............ M’f ....... W)”‘fw ........... N PW .....................................

T
|

NAME

1. Surgeon T %/ET@LQAQV‘%’\N . SRR N
2. Anaesthetist ’DQS@\WOK TN ENR T 15 s Wt
s |

3. AsSigiant SUNQOON : .......usiiiussicie ,@ ..................................................
4. 0T Technician 6%@?; M . G-
5. Circulating Nurse : ... = R TR TR
6. Assistant Nurse %ﬂﬂf&%ﬁoad T TR © 0 Thte T LT
Special Equipment: [ ] Laparascopy (] Broncoscope ('] Harmonic L] Morcelator

[] C-ARM [] Cystoscopy [] Versa Point ] Liver Cusa

(] Neuro Cusa (] Others

SignaMeon Signature #f Circulating Nurse

. 4/, O
Order No: 6{ éqg}?u Order by: @ &.{

\Em' No. : RCHBH/FRM/GENERAL/114
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BRgEI s P fpide# Collispy  Rainbow” | @ oo
Dr, O\f NESHWAR -

NEHTNAR A CONSUMABLES OF o7 Feseial_ | Wz
L Ty e R Tevclyi'an e R o P riners DRlE s o 0. e
Anaesthesia Disposables ,“”m" veed | Surgical Disposables issued | - usea| DiSposables (Baby Side) m“"’w

ETtube 6.-5-5-C \HY| — Major Packpape [ [ | mjvitk
LMA 2 Ot | Y} Sutures J 3 Cord|Clamp
ECG leads : ACPY N o5 | € Suction Catheter
HME filter : A &) N o] g% Feeding Tube
Syringes : 10 cc o |md Vacclim Suction Set
05 cc 10 | ;511 Cloves Surgical Gloves
02 cc O p2-T Q” U[a, _9_1 A F/,\- e |\X \| Gauze Pack
Y P g [H1] Swinge /2
Cautery plate : A Py N o) | =5 éurgicﬁ@gﬂ! “\usfo2Dta( | | 7| Surgical Blade # 20
IV set 0) ﬁ; NG tube Koochies (S)
RL ©) | @] Cautery pencil t a0 el leegutl ) | 24
NS : 10mK{ 106/ 500m! / 1000mi ©/ | Koochies ézhwﬁ;.c k]
MEG _ Cake [0l |o) | Onmens it o1~ NGRS
G — o2 | 0S| Suction Catheter B! loe  adnaliis |1 —F
Fentanyl o] | 7 | Cap Mask b ae Il / - ede L @t { |—T
Vrphin T amba G || | cold gk L GAELL |1
Ketamine Mop Pack - dAhdnarrr oo
Propofol o3 |-+ Steristrip 3 '25 x"rgvc il ]
Rocuronium ©] | g, | Underpad ' ol
Glycopyrolate ©] | — | Draw sheet 1 u
Myopyrolate o] | — | Abgel
Ondansetron ©Of |~ | Foleys catheter naflclen — o)| o]
Pencan 25g/ Spinal Needle 22 ’ Urobag rofed AVl
Bupivacaine 0.25% Chest Drainage Catheter T HH| —
Bupivacaine 0.25%(Heavy) Romodrain bag oveld & ypo— ;
Antibiotics Ty pwr | 0\|0) | Bandage E 2 12 2t L. o
02k CH) o\ | = | Tegaderm i3 sk ted) '
Suppositories loban r 4 T 1o | —
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set YV Lo
Justin : q2&sng7 f5pa7f100mg |14 [O | | Plastic Bed Sheet \ |
Tab. Misoprost : 208mg” " | Betadine Solution 2 )
VOB o) | 04| Microshield A
Do peowns ole I-H ___1| Cotton Balls ’ -”“:
ToaUn  Fpcra 1H | —| LatexGloves \ |/
Glovelt) - ¢loee~ | 54| —| Ramdione Scrub &
MOt e § e LH |— | Saral )
Surgeon Anaesthesiologist ici
Order No==. ... O\ﬁ%é’ol ............................................ AT e e 0 B SR RS R N R 0 TTeCh"'C'a"
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© Rainbow Children's Hospital - Banjara Hills

%
Rain ‘6w 3 . 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 | Bt gnt TEL NO :+91-40-4466 5555
W WEB : https://rainbowhospitals.in

ADMISSION SHEET |
LY [N

Registration Details :

Admission No : IP5-00176223 Admit Date : 10-Jul-2026 Admit Time :04:13 PM UHID : BAH-00661150
|
Patient Details : |
Patient Name : Baby CHAITRA MIRYALA Age ;8% 1(|J M28 D
Guardian : Mr KRANTI KIRAN MIRYALA DOB : 12-08-2017
Gender : Female Religion : ‘
Occupation Martial Status . Single
Address (H) - VILLA NO 24, PRISTIN ESTATES, GOPAN Phone No 1 9948770783/
PALLY Serilingampally Hyderabad Telangana 5 : ‘
INDIA 500019 E-mail : NOMAIL@GMAIL.COM
|
Admission Details :
Bed Type : DAY CARE Bed No :POST OP 410 Ward Name : 4F-OT COMPLEX
Room No : POST OP 410 Admission Type : First Visit
[
Contact Details :
Name : Mr KRANTI KIRAN MIRYALA Relationship : Father
|
Contact Address : VILLA NO 24, PRISTIN ESTATES, GOPAN  Phone No . 9948770783
PALLY Serilingampally Hyderabad Telangana \
INDIA 500019
|
\
Pty
! Signature
Doctor Details :
Doctor Name : Dr. GYANESHWAR Specialisation  : PLASTIC SURGERY
Referral Doctor : Self Phone No
Co-Consultant
i
Payment Details : Deposit Amount  :0.00
Payment Mode :Cash Payor Name : SELFRAY

Printed Date / Time : 10/07/2026 16:14 Printed By : 015284 Page 1 of 2




ACTIVITY RECORD FOR BILLING

BAH'OG
88
Blb, 1150

CHarT
120020, ‘“Mmu 500176255

"HWA Y

2z
tainbow’ | @

///////////////1/////}0 il

R L I S T O AN ST US| MRCORNEN RSN NS Mt
D L IPNol s = fe . = Consultaiig: - - . ol Bephts = LA8e. .o
Date of Admission: _ _ Fimeae . = Date of Discharge: _ _ | _ __ _ Tomess.
Room/Bed No:_ i - = - LV TN e S Suggested Billable beditype : _ _ _ _ _ _ _ _ _____
WARD TRANSFERS
Date Time From To Signature of Nurse
wliog | alsren| e T [

v ,l £loc A Ly 61 Bl fj,ﬁvx\

Cross Consultation Visit
Doctors Name Date Order No. Signature

1

2

3

4

5

6

7

8

9

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature

)b\"}/' Cnp

10!

NI




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Ord

er No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature

A
el | @@ gae. - | Qug) | piie,

WY | gy plodwrarng 4 > | QAR

ANY OTHER INFORMATION

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

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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T °izﬁiii’iiﬁmmmmmif:ﬁm ‘F S | @ sinmine

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Date : ’OW% ...............

P R O L e svosorosiremssvoriasssnt O rersspesas
Type of Admission: B@ B B Ol I o1 O A R s B i P i scusissnnsanb i obsinsinsidsssessaebbbiiin
Start Time 0f ASSESSMENE: ........ceveeessereeeressessasnns Weight: 35’13_
R L L L G IR R UL T SO IIGIRRR SRR 1 A e
e R R s T P
________________ M%wr ot wetn om A Appearance - TICLS ...............cierssesssesesssssssensosses
W lorou bnab  atb 3‘130 ﬁpyn :
o 41he =rNormal
.................... , .j....................................................................... B C C]rcu'aﬁon _[
: [J Abnormal
Q. o N 2. 5 (O 6., O Iy Breath
N e ?}.ﬂrm -2 AT Wkﬁ.{ reathing i
........ JootelBowly o o s hah B Cyanosis (]
E)WOB Mottling [
.............................................................................................. Nowia g
b le T g
(MON@J ..................................................... (0  Gasping / Apnea
Initial Physiological Status: JZSt/able [J Unstable Any urgent interventions needed: ElYm
Life Threatening o (b SRR S R R A ML
Non Life Threatening (J
T T T R R R AR AR S IR L PR L By 3 B TR
L T GNP 15 Rt SRR ENe g T LU RSP RM 5.15 1o NW MR SRR a8 i kAP i

T R s el B i R SR LA o o R

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

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

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

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

Primary Assessment . @_
D

SR

[J Maintainable
[ Not Maintainable

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

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

Breathing

Y

Rate: ... 28/ Sp0, on Fi0, Lov e on Any urgent interventions needed: [ Yes_ENo
Rhythm: . £4fiad s .
Retractions: [] Suprasternal OJICR [ SCR
O Sternal (O Supraclavicular (0 Nasal Flaring =~ ™"
Respiratory Noises: [ Stridor [ Wheezing [ Grunting = wevevsmmsnnssinisnninen
by . R it . ity
Palpation FINdings (If NECESSAY)......ccccvurerrruerrermmresssssmssnsersasnanas FHrtsssssssmsssssssssasassnanes

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

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

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

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

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

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




O HR q S/M.:., CFT |—_- Central .......cceuennes Any urgent interventions needed: [ Yes Elﬂ
Circulation Peripheral ............ R i
BR: ooiiazas mmHg Murmurs: ClYes [ T
Puise Volume: [ Central wvovemmmesssnos 5y, - Gy gl dhe el oo
Peripheral ..........c....... ECG:
Ceporndied ... o e et 5. (st o ALt hssseadbobessossosanttmesssensammimsont
If in Shock: ;
[ Hypotensive ................ D e e e o hemmremscosemacsseasseseni
Heart Failure: (] Yes [5No
Muffled Heart Sound: O Yes [@No
Engorged Neck Veins: (] Yes W

6CS: . LETA5.  AVPU: ittt
is: Responsive .+~ Non-Responsive (]

)

Disability Pupil g |: oy Ry o A T Ml R o Lo SR A '
Left o —————
ACHVE SBIZUTES: [IYES [IND  SUQGAIS: oo Sooesssessssssssssssssssssssssssssesssssssssssssssssssssssssssssssee
Signs of NeUrOIOGICAl COMPIOMUSE. .t sisssecsesmssiansasteinr Tog. sapsspesiotanshoaseBdBpitievizesssessilinkperosssidts s oy chrprevesa
P Temp.: .14 ol Any urgent interventions needed: []Yes (Ao
Any Rash: [JYes [0,
R € R R iy, TR T, T TN T SO S S
i L S R T T e e e e e
Lacerations [J Abrasions [ DrUiSES [ = seereeseeresmsssussssssssasassssssasassssssnsmmsssnssnnsnssnssnsansassssssnss
DBSCIIIE: .....ooceminesiiosmssnnsossuasersassabusspssenssinanscasanssnsans | Usirebstierivipseeonttibars inarionii missonttasivsisiamsuinessensantossanse
Final Physiological Status: [ Respiratory Distress [J Respiratory Failure (] Respiratory Arrest
' [0 Shock- Compensated ]  Hypotensive [J
[] Cardiopulmonary Arrest ] Hemodynamically Stable |

Secondary Assessment:

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

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

Head to'toe eXammatom Wil DOSIIVE IRINOS. ..o stsribmiaiisslii o iy aidashsms et basssswiiesissosisnsn

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

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

Troatmiant PlIaRnel: e e o L i satessnisarsasnranes
...... 0. . INPO. lrex fo Coretientareeeereeo
e o, L’ Pf’“"?(o ..... SITERETE, iy o A N A K
Need for Oxygen: [lYes [ No if yes Low Flow ] High Flow [ PPV O
Final Diagnosis with possible Differential Diagnosis (If necessary): ... 2....9.624d buang . — Fry Collegen daeam i pok
Assessment done by Sr. Doctor on Duty (If necessary)
Name of the Dogtor: ....:2% . st o eaees Name of tha SEPDOBEIIR . L. St d e ssasasasasnasssi
SIgNatuNe: e Sl e s e s e s Slonallife: et S an i e s
Date & Time: ....1. 202126 .. 4 Dl & T . L AR i
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Baby CHAITRA MIRYALA . 1= I
12-08-2017 SY1OM28D (¢ Rainbow . -
Or, DYANMMwAR v Children's (L BirthRight
oo ospia” | Gz
It takes 2 lot to treat the Iftle Your Right to a Safe Delivery

DRUG CHART

L

Date of Admission: ;b\'ur(ﬁ' DIUG ANIBIGIES: oo >
FOR THE SAFETY OF THE PATIENT

fmmwn any Drug Allergies

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 supplgment can be kept within this
drug sheet folder.
IURSES - 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.
SOS / PRN (As Required Medication)
DRUG : paer
Dose Route | Frequency |Start Date 1
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : e
Dose Route | Frequency |Start Date 1
Doctor’s Signature |[Valid Period| Pharm.
Additional Instructions:
. Date»
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118
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Baby CHAITRA MIRYALA
12-08-2017 gY1omM280  (F)

"

REGULAR PRESCRIPTIONS

Weight, 3% Ward. oo

DRUG :

Date»

Dose Route | Frequency |Start Date

Tig‘le

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»
Tir'ne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»
Tij;ne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Datey

Tir'ne

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



oA

"”T” tmu‘“" i _
nwmﬂ \\ \\“ [0 ) RN, | | | | AS—
“ﬂ“ Date»
Time Nurse Sig. | Nurse Sig. [ Nurse Sig. [ Nurse Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date . - fose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o - Dose sd
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: po fioms e e
Dr. Sign. Dr. Sign. Dr. Siga. Dr. Sign.
VARIABLE DOSE Date>
TIQ'IB I Nuws:' Sig. I Nurse Sig. Nurse Sig. ] Nurse Sig.
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date e pose e Bows
Dr. Sign. Dr. Sign. Dr SiqT, Dr. Sign.
Name & Signature of the Doctor os Dise foss Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose Doss Done B
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
: il Dosage & Other ;
Date :
Time Medication instriiclions Route Signature Ngrfes A
\-ﬂ,\i‘k’\\o\%\w 336
$8F Pt nd A2 5 a Cle o
> \“’W" P o
A ;
5% t—d
2 o A [Ina PAEAG P Hoon2 £o A
) U

Page: 3/4

(P.T.0)



12-08-2017 BY1OM28D (F)

i~ RS s e

Route Flow Ratel chtor Nurse | Date of | Doctor | Nurse
mli/hr | Sign Sign |Stopping| Sign | Sign

T LA e W7 | &

(m;jwo) I\‘”\

Date Time Composition of I.V. Fluid
(If infusion, mention ml./hr = Mcg/kg/min. etc)

>
. N«Jd%

Page: 4/4
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It takes a lot to treat the littie. Your Right to a Safe Delivery

\i

|
MEDICATION RECONCILIATION FORM

TR T R R WRNERENI I | Not known aby Drug Allergies

Medication Reconciliation will be done at the time of admission and also whenever |Llhere is change
in the treating team or shifting from one unit to another unit.
(Example: at the time of admission shifting from ICU to Ward, or Ward to &CUs)

SHIfting FIOM: oo L AN SNIfted 10: ... Qb
|
ON
MEDICATION NAME DOSE ROUTE LASTDOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | pare ITime ‘;‘"sﬂ:?fm
|
1 | Oc¢ Ooc
ot
2 / | |Oc Ooce
- ?
3 " Oc¢ Ooc
T
4 / . |Oc oo
|
5 " Oc¢ 0Ooc
!
\
6 | |Oc Ooc
| |
|
7 P | |Oc ooe
|
; |
8 l‘ Oc Cnc
|
9 ‘| Oc CIDC
i
10 " ¢ OJne

*C- Continqle, DC - Discontinue
MEDICATION HISTORY RECORDED / VERIFIED BY |

Doctor Name & Signature : .....< %%73 ................................. |
Date & TiMe : ....cccoovrvre TY R R 2 I 3 O —— |
Nurse Name & Signature: ................... ghoved &, |
BT ... i i u{‘%—llﬁ ....... (2, - O S |

Docu. No. : RCHBH /FRM / GENERAL / 090 \
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BAH-00881150 VJ"”W““ Rainbow”
L1t """_‘;:#Tm ‘": yiomaep Ch ild_ren's
_— W Hospital

(i Hospital

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

smvrurivit) CONSENT FOR SURGERY / PROCEDURE

Authorization By: (] Patient  [] Patient Attendant

|, the undersigned do hereby agree to undergo the following surgery(s), Procedure(s) on patient / myself at R?inbow Children's

Hospital. (Avoid technical terms and leave no blank space)

g okl v 2l ... W/KZLMOJ ...................................................................... e PN

st cussomsstiusissasunssasasssistassisssasirohss sasdosins nsssmnssamadininsias e s A P R e i e S
I 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.
g Benefits of the Surgery(s) / Procedure(s) Alternatives of the Surgery(s) / Procedure(s)
Lol
| 4.7 o i |
J parnd |

1

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

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.

consenting to the performance of the above-mentioned surgery/procedure(s), | also consent and authorize%the rendering of such

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

a. DM&/A& wwz ”W‘J’f

b. g(ax\/

upon the patient / myself.

| authorize Dr. and his / her team to perform the %Jrocedural sedation

2. | recognize that the practice of medicine is as much an art as a science and therefore acknowledge that nolguarantees have been

or can be made regarding the likelihood of success or outcomes.

3. | acknowledge that | fully understand the above information. | have had the opportunity to ask questions, a d 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 Attendant: Witness: .

Signature .............. ¢ {"*\)'é .................... . 4 - Signature: ........... D"(’?))n(\ ..... e e —
Name: .............. CRaTN). & 3 Y i Name: ............ Leeplln....

Relationship with patient: ......... Mg Thev Date & Time: ........... wl32026. ,

Date & Time: ............. ! Or‘;FLQO&E'/AfVA?W‘ ........

Doctor (who is takipg consent):
1 A
Signature: .........~ Y = .. Name: ........... R/ [’]-O\mhw ........... Date il

Docu. No.: RCHBH/FRM CLINICAL / 027  (26)



o Rainbow"* . "
| Patient Sticker Children’s ‘ Birth ngbfv

Hospital BY RAINBOWenams 5

It takes a iot to treat the litte. Your Right to a Safe Delivery

$HD8Y, | Fodabdh ododnd Ho

ohde gy daet: [ 588 [ 588 e8c3o8

Jito, Othh hodBo S K8, 688 /me i 308 DS Wik, LAF Jabaredch oo SHosd (w) / Pohas(w) Sabmas
sofierymi. (B85S Hmen iid dodin grd Heo HaodabEod)

 JETORRATNCP NS N SR AIE SO VSR STy ST 01 LS. Rl G SRS NS st TR/l O T W
€ ity s o e ARSI S A R T P R P AT e iFa s wikn s asnpeassafinsns
o 800 DHSRO® voliBorym,:

I 8088 Sodobes dodks/Bo St BoKe sgtorn, B $HO8Y, / Svbab ebio Hodk Yaname Hhoos m
sdoodadod.

2. ¥s $Posd, / Sobabh Howoponid Hanamren Hodkn Ghrmee: ar Ko HBOoBLEA.
8o Bp0sd, / ebabh ol doaindine thood, TS Haramee: & Hipe Fk HHooBLTC.

j 5088 | gohub HArame: BH08Y | dobab gamgndioes |
’ ’
| |
! \
L === S
3. AJan BHadd, / Fedabdournd, SEdedo, a3 ¥, thod sfdsdio, @a’:%)c’qdi» b 089, H¥ardo, 4% Jowd
FRo&RB (DVT), %ot Flosbdoddomo (PTE) HoB Hémmren Hogmod edsedo 4ol ook Seniy.
othibe, B $H08, / obacy Fibo 6T, Stess dot, B BEv, Bikoiies oo BN befes DYABHD,
586 /an B8bo oSN Bthxth geood st o8d ok Jahmrs Krue ik elodeimek.
storm, s S8, | Sohab by HogRote sl Hluen Krmm ook BBOoSBEY:
| a
b, |
1. 4.o86 ROR Odin 0O 8,0, 58/md Bs $gosd,

T T m—
5. B0 el Do ERFah so8 B¢ Knm o) Ji wollfoiymr,h. vothde, SHsd, / dohas Hodo md, decindsed
md D Mol a%P%on Jk ofo Skothmrik.

6. P adoood,; T Krgm efindino. TRk Hodiie edtimrs ebsdo amR,, Wodk ebl); T efkdh; Wk
Hbgoibo a0,
T oodnad i §rg PSS, ¥y olom alyTRKR & dEokmek.

588 / G688 ©8o3od: 8:

OOBBO; |ovcoviinmiis il i i st bt SOOREIER o s ke s e et
'&gﬁ:: .......................................... P T T 5 CNSS A
SIS D0RIO0: cuveireeeereeereeeeeeseeeeeeeereeeeneeesseesseanns SO B DEOCDO: weeeeeeeeeeereeeerereeeeeeeee et e et e e e eeebeeeeens
BB & DEDADO: ..everererrerererisreresiesssessssesessssessssessssnns

e85 :

OMIBO: .cusenivsmmnennst bobipilivis . RSO, - ) B & BLOIDO: ......covieensinsisossassssarsssassethosasion

Docu. No.: RCHBH/FRM CLINICAL/OZ?(ZS) (PT.0)



Baby CHAITRA MIRYALA
12-08-2017

Surgeon : Pﬁfyamlwb‘/ oiovauemwan B0 A

Asal Sirgeon; 66 oo L0 |” ”l “ I I” ”I'"I"” " Hl mm I"

Anaesthetist ; ../ 22... 4L ) 7. s

SURGICAL _
.... Surgery Name : D«:hﬁ“c&d”

B‘!‘_RMNBDWESHTALS

A

SAFETY CHECKLIST

Scrub Nurse:.@.m .......................... | Date:.z.o.g..m./..géln-time:..L'n'.éifam. Out-time:.,g;._i..l.g_a(.r. ....... %

....................... Age: ... Genderﬁ.....“ Rain;%‘w

Children’s ‘ ‘BirthRight’

Hospital

Tt takes 8 kot t0 treat the e, Your Right to a Safe Dalivery

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Yes, and Adequate Intravenous
Access and Fluids Planned

Blood Units Reserved

Has Antibietic Prophylaxis been given
within the last 60 minutes?

AR /%” ................................

u/{es CNo CINA
OYes LNg™CINA

C1¥eS CONo CINA

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

Is Essential Imaging Displayed?
Power Supply, Earthing, Power Backup

Y85 CNo CINA

/r»re/s CNo CONA

and functioning of equipmept checked. c/D\ﬁerﬁNo

b s N v e 2R “TIMEOUT Time... 5.22.,.. | | SIGN OUT  Time:. 7). g
&
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity ¥ ONo introduced themselves by Name and Role - Yes™TiNo The Name of the Procedure Recorded No
Site uﬂvﬁ CNo Surgeon, Anaesthesia Professional an That Instrument, Sponge and Needle
Procedure Yes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) [ o ONA
Consent Yes CJNo Correct Patient (Check ID Band) M [INo The Specimen is Labelled (including
Site Marked s CINo CINA Correct Site /Ervg [1No patient name) CYes CINo_CLMNA]
Anaesthesia Safety Check Completed es CINo Correct Procedure es [1No Whether there are any Equipment
Pulse Oximeter on Patient & Funclionim CINo Anticipated Critical Events Problems to be addressed COYes CINg™ CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? CYes E-NO/ What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns for recovery
V-/ sp _ | Anticipated Blood Loss? (EI/Yeg,E-ND’ ONA and management of this patient? es CINo
Yes, & Equipment / Assistance A ;
Available 1Yes aug/ Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? [1Yes [J A
(7mi/kg In Children)? Nursing Team Reviews:

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Hosp ital BY RAINBOW HOSPITALS
It takes j lot to treat the little. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

To Be Filled In By Assigned Nurse : | Date ... q/’{ Al

DI ... concocoasssnissiicaiinsind @ 2o I S Duration' of Procedure : .....\ {/\ﬁ“‘/

iy i V‘QLW’E’W/ ........ Dateofﬁdmussmn [ /7/245

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

NI O BUROBOH © ... itesisionianiiess

i Staff Signature
1. | Antibiotic given prior to surgery ? []Yeigjn/ "
[ ] Single Dose Antibiotic  or  Long Antibiotic Regime "
Antibiotic administered within 60 minutes prior to incision ? []Yes [ _|No " b
RO R ARG ¢ . ..o i bR RS ‘

A 2 i i |
2. | Hair Removal DYesm Yes : Surgical Clipper |

Department where Hair Removed : [_]Ward [_]Operating Room |

R | i
Skin preparation done (cleanse surgical area with antiseptic agnwj Mo

3. | Patient's body temperature immediately post operation (Recovery Room) 37 PC
|
[Jora or [ Axila (Goal:36-37 ‘C) A 2

|
4. | Name of doctor or staff administering the antibiotic : ........ . BN |

|
Date & Time of antibiotic administration : ‘

Date & Time procedure started : ..................... /‘/n’"/%@ ..... y?f;fvj - i

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

If any bundle care criteria has not been observed or unmet, assigned staff must inforr}1 infection control nurse
for management '

\
e  Allforms (Bundle care and when required SSI form) are completed properly ‘|

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

|
Docu. No. : RCHBH/ FRM / CLINICAL / 038 |
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: rospital _ | () resmmmes
OPERATION THEATER NOTES
PRUEIEISINGIME : .............c oo cnsrasnnsassnenesssnenshsssnssassssasssas AgE: .. Gender: [ Nrale _] Female
BRI TREN o ccmvsinnsismmmnss RN ey s s v s v v L | S— L L ——
Surgeon : Asst. Surgeon :
Anesthetist : Qﬁ./ﬁﬁxf _ OT Nurse: %W OT Technician: fgcum\__

Pre-Operative Diagnosis:

Surgical Procedure :

DLl — Ulinj-tnw Aty ] b

Indications for Surgery :

D etvdente] buws \M / Léq‘ Lovoen

/

W

Date :

Start Time :

End Time :

Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Com

plications:

Operation Notes:

e b,

E?WO)MM

B even UL U']?\"W ”béq [ Wit Aunf hAL

g | Koee - - S%W#MH

——

~i A ok N’rL‘f

_“i-}@ CH!A/,OW Mook 2pyld

-—F-QLMJW
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Amount of Blood Loss: ! Blood Transfused (in ML)

Name and liumber of Surgical Specimen sent for examination:

Peri-Operative Complications:

#f .
D 2 Angnwedw
J lfow) B2
0 Ly Thvieerc plog
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" ﬁi‘;{‘\iﬁ\‘{(\\iﬁ\\\\\\\\\\\\\\\\\\\\ riospital_ | (s
POST-SURGICAL CARE PLAN FORM

BREBTHITIIONG. <..........cocovivbrnnn i St L cusitaevn Sesssvervessinsssersenrespoberrmmmmrei it MLl = L 0 i mesnnovnsebnisenss

T i st hiaBoegisos buewerivweonioinedind bagobenenesdbitigpinnai s sbesinessssnsasipsstprhusoses ‘

MraassrraaseseEaENraREEEE R R aa e

Post-Operative Monitoring Parameters /Frequency:

Wound Care:

n /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

When to Start Mobilization:

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:
OYes 0O No

Any Other Post-Operative Care Needed including Required Follow Up

7T

; ‘
y f
Treatin on

(Signature & Stamp) Date: M/?ﬁ/ﬂ ......... Time: § {gm

Note: Plan of care will be readjusted if necessary.

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



hDepartmem of Anaesthesiology

PRE-ANAESTHETIC EVALUATION

Name: CMEAWU‘QQ.& Ag

F_

1 R F——

2
Rainbow®
Children’s
Hospital

I takes & ¢ to treat the jitle,

UHID.No : .........

BirthRight'

RAN.-o0Ge M (D

Datth’[Pfez w1 !{PW).“ Proposed Operation: .. Colbzﬁ"\ AL,
Diagnasis: 2‘9@1‘!%”\1‘ tﬂﬂ'& L'ka —“CQ&..:
BRI ... R ... N .Y ~ ASA Physical Status: 01 02 O3 04 05
Laboratory Data:

Hgb: . GIUCOSE: .......cooremremmcenrnennns PTOIBIG oo HIV: oo b2 3 " U

PCV:. U it A R — 3[BT — ¢ 1

WO L.leimscaiions Creat; . ... TotalBill: .............ccorunnu. HOV onenisissmensarssmnsestse SRR s comesininenis

: Na: e DIt Bill: ......... Blood group: .............. Stress/ B byl
Koo IR | - e f £ ST Omerw ..................
i 4 L S——— Ca++ o NRPIOB ..iisariinsions G T L
;S —— Mg+ + PO s TSH.
Cl-: . SGOT/SGPT: oo Allergies: WD A

Medical History: VS : 4 v NUD (Tt deum | z-ﬂ!jl Mo Ntew adwaiteiom
RESP: No t+ Diabetes :

ONS : Qg Yreast & N acckuakd uplo dale

Renal v D) e Miluones acleived 4 pev oge.

Hepatic / GE : [ Physical Activity '

—- 8/, RBuvn a Mo 0By poge ) GA‘“&;)
Past Anaesthetic History: \ adb
Physical Exam:

Lungs :

Teeth: ALl tegtth o bo ek

Airway: MP K? B 4 Mouth Opening: 0 _p Mentohyoid Distance: @ Neckfpa™)
@ — =g

Heart: sl ge@

ons: BB Grozdy et

Pregnant: [JYes [ No A

Venous Access Site : ) y egine Exam for regional :

Anaesthetic Plan: J2WAC CIREGIONAL (] GA-ETT (JLMA

Peri-Operative Plan Explained to the Patient; S
Ope Plan Explai @ Patie / BYES

0 No

Tror

CURRENT MEDICATIONS

DOSAGE

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

. Name: !2.»\@90? -Q!?"\fl

Pre-Operative instructions:
1. DVT Prophylaxis :

Water / ORS 2 H
2. NIL ORAL<<", " =
3. Informed Consent: O Standard OH
4. Post Operative Pain Management: O Difcussed with Patient W .

jll ..... comnedatidn

5. Other Instructmns
_CBP on

coe.mm{

Others 6 Hours

Soplatasl

gh Risk

LY
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CHAITRA s
:;-?nw wmulw ) Rainb‘gw'
"V | @mrnight
\\\ \m ANAESTHESIA CHART  Hospital .m...
It ks & ot m tremt the |itte. Your Right ta a Safe Delivery
Pre Induction Assessment:
Change in Patient Condition: [ Yes [JNo — Fasting Status: A A 4 ¢ o
Physical Status: | (O—Pafient Identfied [-L-€onsent Present 4-FChart Reviewed  *
HR 106 |~wv [BP/CRT. [lo J>e 50, V)" [RR _]Las'(Feed )
LB
Pre-OP DIAQNOSIS: ..vvvveevseeeeesereroness s ssrosen Operation: .Y~~~ An AT A PML
Surgeon: A e |,0\/V Anaesﬂwsmlogtst g‘""\f’é\ ... Technician: . L,Qh
TIME T = LR 1
N,O/AIR /0, LPM X
HALO /SO /SEVO Antibiotic
PRI BstoL U RA
Supposory
SaSERAwiwEze) =S
NIADRY SAHE
Blood Loss
/ §a0, DO }lald
ETt0, C .
e
Temperature i
Urine Butpet -+ T | . : ¥ 7 7 T NOTES
s e *
BP 240
¥ Systoiic 220 L
A Diastolic
X Mean 200
= HourtRala 180
brumans L
Throat Pack in 14
Thwoat Pack Out 12&L, / 7
100
so o
" 86} AT .
40
20
10
0
[ ABG
LAB Values
o GRES, . —]
P -
\'E(sqw Checked and Temp ‘% Regional: i
E(ﬁ’é::: HME [ Fluid Warmer N [ Inhal Extremity Specily: -l
t:y O CingFim (] OH Warmer OPeo, ORS C)Spinal () Epidurdl (] Caudal
[T s [ Cotion Wool [1 Others
S)wsur ............... ) Other — 45:
EKG Lead _TE #
O Temp Site - Mltig‘r‘rn (3 et
o m! Anaes Start. ... W LR VLY # ETT# ..eee.. L cm | Needie SKE. ....vvineenea. DBPINC e o
o i OP S +eecemerrmemeemmsim O Onal ClNasal  [JCut
Oximeter OPEM e O Tracheostomy (] Topical
E/‘Jﬁgm Leave OR: ... =L L3 Y. X0 4 0 Drg:
tor MW: O Awake [ Direct Vision
[J Nerve Stimulator  , GA 3 Video Laryngoscopy [ Stylette / Bougie
[ Monitored Anaesthesia Care O Fiberoptic ]
Posiion: a2 (] Regional Blade# ............. o TIPS i “ sock Levq.
] Pressure Checked A ' ; Why? DI e i e
Line (Size & Location) : Tra w0
CIOVP: oo cesmesmomsone U Oku [J Other

ﬁfg{.% ...... i

DN.

O Bilat =
O Sege Circle
losed Circle

[0 Other

Reversed [ Yes No [JHK
Name of the Doctor : h/ g"dfj
Y

Signature of the Doctor

3
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| H""ﬂlmm ,[[mm Childrens | @ BirthRight
Hos pita| ' BY RAINBOW HOSPITALS
It takes a lot 1o treet the itlle, I!'uur ﬂngMIolSaI-Dehmy
POST-ANAESTHESIA CARE UNIT RECORD
\ 6 30—
Received in PACU by : /Tﬁ"') Time Received : 52@?") - Time Discharged|: 26
p ool L1 . N —
- 2;2 2233 ] O, Mask [0 Nasal Prongs
220
= 20 210 [ Tracheostomy [ T-Piece
i 200} 200 | OJ Oral Airway [ Nasal Airway
o 190 190
8- 480 180
§ 170 170 | Vomiting : O Yes p—m Drug: .. s
= :gg :: NG Tube : O Yes ZTNo
v W 40 Dran Oves £
A 120 120 | Urinary Catheter: (] Ye
110 110
uﬂ" 100 1::' 1= Y 100 | Chest Tube: [ Yes
E x ﬁ Nil Oral 7 Yes
& ;g S ;g (T3 T — {\.J‘A 4
%] 50 = A 50 Oral Feeds: . el
o 40 40
30 30
v 20 1 = - 20
10 et 10
0 0
SPO,
MINUTES
o oo N o Teo Too] OV SCORING INTERPRETATION
ﬂsm; :Zm :‘“"m“'izﬂim ot ACTMITY O | 2 A Minimum Total Score of| 8 is Required for
Able to move [ extrenities voluntary or on command =0 2 Discharge
Able 1o deep breathe & cough freely w2
Dyspea or limited breathin =1 Re
Apneic 5 a2 o I 2 Z- 2 z Exceptions to this, are to be explained in the
g gy . T T 2|2 = 72| space below by the Discharging Physician:
8P + 50 of Pre A jeve =0
Wm caing E z CONSCIOUSNESS Ol |2 2-
:'a: dusky, blotchy, Jaundiced, other ff COLOR 2 2
e =0 ol 2
TOTAL ﬁ) @4 (o) \O°

PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention ’ﬂMN

[o[2|2 625 ~ Yio e %,5

4

Pain Tool Used: [ N PASS [J FLACC D aker [JNPS Reassessmenl Frequency:
1. Every eight hours for all hospitalized patients.
e : ] n» 2. For post surgical patient, patient with chronic pfin, patient with severe pain
Anaesthesiologist Name - e 1 ;ﬂ Wh g e brvecen
Anaesthesiologist Signature: —......... b.  After 24 hours every 4 hoers
¢.  Prior to pain reliving intervention
Date & Time: ! [ ?/0 € 61 59 = G With i 30-60 minds ahe pinrlet iterventon

PACU Nurse Name :

PACU Nurse Signature: Date & Time: . [O( c}(% é?r‘? - Z@_Ff\/)

g L ta[q/( o e

¥ \'7 Transferred to Unit by (PACU): @me-eﬁ‘/f
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Patient Sticker Children’s BirthRight
e - Hospital .B"BA’"B".W”"?E”:‘L‘
B takes & jot to treat the fits, Your Right 10 5 Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

D71 TROEE chos cosciisionaiioats PIOCEUI HONE WY .o mmssmsmisimsmissnsmimgis
CSE /Spinal /Epidural (113117 | SPACE ©.vvveenerrrernserecrsnrrenneneens TECHNIGUE (LOR/LOS) oo
ORR....cmisismsiisininin Cathoter at BN ....coomemimmrcassamncnsomnens T R S SR TR [
Parasthesia : YES/NO if YBS GBIAIS : .....covueeeueueeereemseserersessesessseasssstssssssssssssesserssssssssssssssesnsssssasenssesessssssasasssseasssssseassassshessen
SO TRAOTY DOOMMNEIIIINIINN S vt sl s Vsl A Ao s i sovsvisisasiiasie

Any other issues :

) e osssanmsamosis st SN R S AR P A R N S e S RS SR S s e
I cscsnsssmscnimmmmmisisra s s A T S e e e N e e e S R s e S T G P e
Time | IMusionRate | o o Level Maternal FHR c .
m (ml/hr) olus (M) | yefi Right | BP | Pulse R
|
\
1
i
l
Delivery Details : ~ Time : ....cccceveeeenruennas APGAR: .....c.cccevvenee. SVD/ Instrumental / LSCS (if LSCS Details)
Catholer Remiuid I S0 TR MOBBOINE - .. coioiinissnonssinmvuiiriomakmsiamsmmneon i SR A s s AR PSS e
Paliont SaBERHN . ....cconinnminmnainmisisismisisisismiints it R Bl vl b s hssasai s e s

Discharge /Shifting ordered by
DIOCHOr SUGTRAIITE. civiissisosisssavasossssibonssss rissssss siussbausnssass inss
DOCEOT NAIMEE o5\ i suerasmunisonansmssnsssiumsssnsmsias s saEisaarhns anarsads

Date aN0 TIME ; .oeecrireeererseesanresssssrresmanssessessnssressasesesssessensrans




BAH-00661150 |PS-00176223 -
~————— Baby CHAITRA MIRYALA 8
# 12-08-2017 gYioM28D  (F) Rain
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CONSENT FOR ANAESTHESIA |

Authorization By: [ Patient B’Pﬁlt Attendant ‘

Operative Procedure: .............. Ca\ﬂoacv\ ..... &"“’3 i STV e k< UG NI - SO OS CA
Anaesthesiologist: ﬁxagM%MMNFM' ............ Surgeon: ...... (D‘v ....... Q &‘MM T AR IR S ALY

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of events and
does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolonged pain relief can be achieved

Please read this before you consent for Anaesthesia
}r surgery or injury, using

by infusing weak solutions of local anaesthetics and narcotic drugs to particular parts of the body aft
catheters.

Specific High Risk(s): The doctors have explained to me the details of the high risk involved due to m; following medical problems
and | have sought necessary clarification on all my doubs. ‘

[ Heart Disease  J Hypertension ([0 Diabetes  [J Renal Failure (] Multi Organ Failure ‘ [J Hepatic Disorders
[J Shock O Obesity O Chronic Obstructive Pulmonary Disease ‘
O Others ....... M'T‘DDOJ_, ) L

Declaration by Patient Attendant ‘
» | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team ‘
[J Regional Anaesthesia [0 General Anaesthesia onitored Anaesthesia Car

e
o |understand that there are some infrequent complications that can occur due to use of anaesthesnl. these include pain or some
injury at the site of injections, temporary breathing difficulties, allergic reactions, headaches, variavons in blood pressure, nausea
and vomiting.

o | authorize the anaesthesia team to perform any additional procedures (for example, Central Venous Access, arterial line, use of
suppositories and or nerve blocks for pain relief, changing from regional to general anaesthesia etc) which are considered
necessary by them during the course of surgery.

e | also 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 if need arises.

e | acknowledge that the anaesthesiologist have informed me about the anaesthetic procedure, risk, Ifenefits and alternative
treatments.

o | acknowledge that | fully understand the above information. | have had the opportunity to ask quesrions. 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 Anew\),’ Witness: i T G
Signature: ...~} - e B f— ..... \ .................................... SIGNAtITS: ..t eererisin n
Name: K. 'nlMJLYAVL‘A‘ Name: ..........«>.. UW ...... A% ........................

Relationship with patient: F’Hﬂﬁ ................................... Date & Time: o‘{!"X(?U}é&'Q/ﬁqﬁ\ M

Doctor (who is taking consent):

Signature@l‘ﬁ%ﬂ!&m... Name: ..... B’r &‘gﬂng)hﬁ ......... Date 1[&'[2—5 Times s Q‘Q—trﬁ‘v«
|

Docu. No. : RCH /FRM / CLINICAL / 021 {26) ‘ (PT.0)
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