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SURGERY DETAILS

ratbettme: 12T A GIV“% ................. Date Of BIrth: oo o AgE: g\l)
gender: .. DAL Wardpm UG b it il
et otsurery:. 10 L ENLE . por oot :,m-a/_m 4 [J0BGOT-1 0BG OT-2
wame of the surgery - .. O IX LM EASNNL. O& A

1. Surgeon P .o Pl e 01 . CHE SO SO ;
2. Anaesthetist F RO N T AT SRS SRR 0, (5. - RER, = ‘I ...................................
3. | DAL SO © oo nl s Pah i T £ . AgRaes RO
4. OTTechnician  : ... ot T I : ...................................
5. Circulating Nurse @O%‘ .................................................................. " ...................................
6. Assistant Nurse %b“tkvj .............................................................. Lo s S
|
Special Equipment:  [] Laparascopy | Broncoscope [_] Harmonic ‘| _1 Morcelator
L1 C-ARM .| Cystoscopy (] Versa Point | [J Liver Cusa

] Neuro Cusa (3 Others......... CSE:‘L/LM [-‘ BO( =

}Li CX’% W\
% |
Signature of the Surgeon Signature of Circulating Nurse

Order No: ?6?65//2.\ Order by: ....... 254 Zormee 0. WG ¢
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Mastet ADVAY GUPTA ot _] DM Children’s BirthRight'
D SRS NAMNENY CONSUMABLE oT !‘,E?Jf,lfa' . e
l | ”” ”""I\Illml ‘llll”""" T e R o Date : e S s Time ... ]2'%0?'0
Anaesthesia Disposables wsued Y uees | Surgical Disposables wsvet Y uees|  Dispasables (Baby Side) v, 3E
"ETtube 5+ 5 5/44< W |\ | MajorPack @yan, D | ¢ | [ mivitk
LMA & 1o e ©) |« | Sutures Ny S Cord Clamp
ECG leads : AP/ N e A Suction Catheter
HME fitter : A /@I N O\ |\ Feeding Tube
Syringes : 10 cc o R Vaccum Suction Set
05 cc \© [ Gloves Surgical Gloves
02 cc S i T AN - f[ L4 | ¥ Gauze Pack
01 cc — | — Dm/‘a (g,:}f/‘_’ 1. | [4{ | Syringe 1ml/2ml
Cautery plate : A&P /N o) | — | Surticatbiade g "| Surgical Blade # 20
IV set R () J | NG tube Koochies (S)
RL / © \ | Cautery pencil MY e { 1 h
NS : 10mi/g00mTy 500mi/ 100omi  |©f | v | Koochies Gaibal il
WEG Cpf ke OF | \. | Ointments Atae Y Ko ) 10 L]
& UA— ©)» | — | Suction Catheter : A ol ol i
Fentanyl oy | | | Cap Mask e IOKP.: (oa 7 aprake | 1]
Morphine Gauze Pack (0 Xt 1210z o, noed € .14
Ketamine Mop Pack s ‘ s >
Propofol o2 |y Steristrip
Rocuronium o) | \ | Underpad \ ) | ngoflo,— O] |
Glycopyrolate b) \ | Draw sheet \ | Noﬁgﬂ AT ruoay
Myopyrolate(fq\\»o) O\t 9| Abgel | >0 Bl
Ondansetron\__—~" o) | — | Foleys catheter orcll AT Hwody
Pencan 25g/ Spinal Needle 22 Urobag ol \H | —
Bupivacaine 0.25% O) — Chest Drainage Catheter
Bupivacaine 0.25% (Heavy) Romodrain bag A W »ou [
Antibiotics Bandage Nedal M e L |
G ok Cp) ©®)| —1 Tegaderm
Suppositories loban i
Anamol : 80mg / 250mg / 170 mg Double J Stent !
Supridol : 100mg Vaccum Suction set } \
Justin: 75 my/€5lg/100mg [ 144 | —| Plastic Bed Sheet B
Tab. Misoprost : 200mg Betadine Solution A 5
VoS A ©] [ A | icroshieid e i
e o HD e (44 | § | Cotton Balls e L}
e }ptrm)) 14 | ¢ | LatexGloves WG48
- [ovay _+CIgren— 534 | __ | Ramdione Scrub e
looryHooom ) 3usy  |HR [y | Senal
Surgeon v@) E> q'[ esthesiologist OT Technician
O0BF NO. £t ke L4, 5 ...... i ey ORI A = . SR i i R
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Rainbow Children's Hospital - Banjara Hills

2
Rainbow .
Children's s 08
Hospital ™

~ Rainbow

8-2-120/103/1,2,3,4 and 5,Road No: 2, Banjara Hills, Telangana, Hyderabad, INDI

7]Banjara Hills ,Hyderabad

,Telangana, India ,500034.
TEL NO :+91-40-4466 5555 |
WEB : https://rainbowhospitals.in |

ADMISSION SHEET |
IR 'II ARUMAUEIN | RO
|

Registration Details :

[
Admit Time : 10:41 AM UHID‘J: BAH-00454783

Admission No : IP5-00176203 Admit Date : 10-Jul-2026
|
|
Patient Details : |
Patient Name : Master ADVAY GUPTA Age :5Y6MO l$
Guardian : Mr JAY KUMAR GUPTA DOB : 10-01-202#
Gender . Male 7 Religion : f
|
Occupation Martial Status : Single |
Address (H) : HNO 8-2-685, ROAD NO 12, Banjara Hills Phone No : 9000031188/ 9000391188
Hyderabad Telangana INDIA 500034 E-mail - JKGUPT |A92 @GMAIL.COM
i \
\
|
|

Admission Details :
: DAY CARE

: PRE OP 401

Bed Type

Room No

i ‘
Bed No : PRE OP 401 Ward Name| :4F-OT COMPLEX
|

Adhlsslon Type : First Visit
|

Contact Details :
Name : MrJAY KUMAR GUPTA ! Relationship : Father
Contact Address : H NO 8-2-685, ROAD NO 12, Banjara Hills Phone No : 9000391188 / #000391188
|
|

Hyderabad Telangana INDIA 500034

Doctor Details :

: Dr. SRINIVAS NAMINENI
|

Specialisation : DENTAL |

Payment Mode : Cash

Doctor Name
Referral Doctor  : SELF Phone No i
Co-Consultant |I
11 |
) I|
Payment Details : Deposit Amount  :0.00 ||
: SELFPAY

|

Payor Name

Printed Date / Time : 10/07/2026 10:44

Printed By : 016674 Page 1 of 2







ACTIVITY RECORD FOR BILLING

T e I e et iy il . . e AP

UHIDNo.: Mastor AovAY auers, 001D
10-01-2021 s Y o M 0D ™)
Dr, 8RINIVAS NAMI

Date of Admission: _ _

- I o

Rain' ow’
Rainbow’ |@ BirthRight
Hospital S et

it takes a lof tq treat the little.

Room/BedNo:_________ Ward:_________ Suggested Billable bed tyF _____________
WARD TRANSFERS |
Date Time From To \ Signature of Nurse
olrhe | N-%% 1 cp bT Frbluiallle
lolg=—{ a\zBml oT bl h\g 17
'

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

8

9

10
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INVESTIGATIONS

Date

Investigations

Order No.

Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order

0.

Signature

— T2t




PROCEDURE

Date Procedure Quantity Order No. Signature
\DH’{‘*’ g’v Peee w—r=F? : oW/ W
PhC vy
I

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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INFORMED CONSENT FOR SURGERY / PROCED RE
|

Authorization By: [ Patient [ Patient Attendant |‘
\

I, the undermgned do hereby agree to undergo the following surgery(s), Procedure(s) on patient / myself at hambow Children's

A MPCAYANSNE D AR .

| acknowledge the following: \

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

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

Benefits of the_SErgery(s) / Procedure(s) : " Alternatives of the Surgeryﬁs}/ Procedure(s)

ENEAT AN ~ L
Rc_ﬂ LR ESKCHR il 'F

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 atte?ion. 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 f/ procedure are as follows:

a. ik |{ ”T
o
|

b. ‘|

|
1. | authorize Dr. SE_J /\\\\J M v 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 acknowledqe 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 Attendant: ‘Witness: — N .
Signature: (;‘T = T - |- -

AR e oo S S S SIgNAIINe: ..o N S R sy sss i seis il s esagaatbis s
Name: oD QU v Name: ............. ) Dl P1 Liskn DD R
Relationship with patient: ...[ 0.2 e, Date & Time: /°/(# ....... /A"Q’J. ...................
Date & Time: ........... Lo [# [Q&Q ..... 0L Pt - |‘

|

Doctor (! ng consent):

.. Name: 5@’ &‘\)M ..... Date .| ®©. ["#ﬁ'q‘lme ........ LY

Docu. No.: RCHBH/FRM CLINICAL / 027 (26) (PT0)
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urgeon : DY %
SURGICAL 5

SAFETY CHECKLIST

Asst. Surgeon : ......0...

Patient Name : WT*&&W ........ Age:.=..... Gender: ﬂ’)
Anaesthetist ’D—(Swo‘&@} UHID No. : . Sty 5335 Surgery Name : Q.SL”Y\J-Q.Q ............

Date : \@]:}, In-time 1&)5’)”) Out-time : ...... GV\ :

BAH-00454783

Master ADVAY QUPTA
10-01-2021 EY&EMOD (M)
Dr. SRINIVAS NAMINEN|

LT

1P5-00176203

Before Skin Incision » »

\
Before Patient Leaves Operating Room

~TIME OUT _Time:..Q.|...23P

SIGN OUT

Time....

Patient Has Confirmed

Identity y<Yes CINo
Site #TYes CINo
Procedure “Yes CINo
Consent “Yes [1No
Site Marked OYes CINo [AMA
Anaesthesia Safety Check Completed  .[JYés C1No

Pulse Oximeter on Patient & Functioning Qﬁs»ﬂ No
Does Patient have a:

Known Allergy? CYes CINo
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available OYes LIMO
Risk of > 500ml Blood Loss
(7ml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned OYes CINo-TINA
Blood Units Reserved OYes CJNo SHVA
Has Antibietic Prophylaxis been given
within the last 60 minutes? [1Yes [INo CLNA"

N L il @/ .............................

Gl BT e Wﬂcﬁﬁéﬁ/\/‘ ....................

Confirm all team members have
introduced themselves by Name and Role_+Yes [ No

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) ..,E{’@ CINo
Correct Site \}Yﬁas CINo
Correct Procedure %s C1No

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration, 3 (~
Anticipated Blood Loss? |0m

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [1Yes A0 [ NA
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

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

OYes NG CNA

ZYes CINo CINA
[1Yes CINo [NA

LAes CiNo

! 0
Signature :................. g"zw ............................

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

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded
That Instrument, Sponge and Needle

Counts are Correct (or Not Applicable) “Yes C/No CINA
The Specimen is Labelled (including

patient name) OYes CANo CINA
Whether there are any Equipment 4
Problems to be addressed [1Yes //No CINA
To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? Yes CINo

Signature : E £

Name IGHW/Q ...........................................

.........

!oc. No. : RCHBH/ FRM / CLINICAL / 111
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Waster ADVAY GUPTA
10012021 §YEMOD ) P
Patient! o, srinvAS NAMINENI Rai b% "
T Children's | & BirthRight
Ho pital . BY RAINBOW HOSPITALS
Tt takes a ot 1o reat the it Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT

SURGICAL SITE INFECTION (SSl)

To Be Filled In By Assigned Nurse :

Deparitiigat . ........................ 5 C«TT .................................................... Duration
g &
Name of SUrgeon : ..... LY ¥ ..... e ) B RN Date of A

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

of Procedure : \\‘b' ........
\dmission : ........ (016

Staff Signature

1. | Antibiotic given prior to surgery ? []Yes NGO
[] Single Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? [ ]Yes [ ]No

gl

il o ... . o :

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

B TR PIIREEE - .o citicsc ibionsthescssmrovissmminboassansscusvsssiberealomimmmsnis
2. | Hair Removal [ ] Yes_g,Nﬂ’ if Yes : Surgical Clipper
Department where Hair Removed : [_1Ward [_]Operating Room &

No

[] Oral  Or }Axilla (Goal : 36-37 °C)

3. | Patient's body temperature immediately post operation (Recovery Room) < &'

&

4. | Name of doctor or staff administering the antibiotic : ... £
Date & Time of antibiotic administration : ...... e, "
Date & Time procedure started : ..(..........................ooerveee 10.)7).24.].

G

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 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




BAH-00454783 IP5-00178203

Master ADVAY GUPTA
e v Mﬁw.
S (s | Qs
OPERATION THEATER NOTES J
Patient's Name : ............... I ey W Age S\j ....... Gender Male
U ... WL e B Hmbnt ...................
Surgeon : Asst. Surgeon : -
Anesthetist : OT Nurse: oT Technicﬁan:
|

Pre-Operative Diagnosis: 7 !

Surgical Procedure : 9 £ C’)(\ AR_ R\ﬁH B

Indicationf.éc\)rf;‘u%g_er})i ...l CM( @HQQ\D C)f\p\ [é) ~ [

Date : Start Time : ]mfw\ End Time : ﬂT(@}h\
e L .

Pre Operative Preparations: U

|
|
|
I

Post Operative Diagnosis:

Peri-Operative Complications:

|
|
|
|
|
|

Operation Notes:

N A T NTL ]
~R QEoTmes o i g o]
e - SRS C Lt s J,gs&.ﬁ(:\‘cw& h‘“ ¢
w2 £ IR O onat S {1,?“5% CUEN

g S S

— LT AT ceAS P~ <5 &d 3.0

— brTipe (s O F &

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



SsCT (=0 \

GeTop  R&OsSH (Qo \' Pt

O (B pbT el SOAT

%76 S, 0R

TROGAMNC REUS

Lol (DAL,

Amount of Blood Loss: Blood Transfused (in ML)

Name and iumber of Surgical Specimen sent for examination:

Peri-Operative Complications:

Name of the Surgeon: &@\J AN i \j AP “

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

Signature of the SUrgeon: ..... e

DA & TUNIE. ... cecesosmsrnmsssbasiTsshonasasminsisss st she sxinses el onans]
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AY GUPTA 4
2
. SRINIVAS NAMINENI Rainbow .

il

o S | @ g

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

POST-SURGICAL CARE PLAN FORM

St ol i
O H AL

POB-SWOICHDIIANS: ... vcois 00 mmsnssnssnsvsssibanisvsdoitos b sosantt MMM s Vi inassissvisThsaena s SO b .

Post-Operative Monitoring Parameters /Frequency:

G ——

Wound Care:

rain /Special Lines/Catheters:

e

Special Patient Positioning and Requirements:

Nutritional Instructions:

When to Start Mobilization:

Special Referrals:

i
S
—
R

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

OYes 0O No

Any Other Post-Operative Care Needed incmmg—aaquired Follow Up

[
G, T |

Treating Surgeon

[
(Signature & Stamp) Date: ?@[i}/ Time: 2(‘;6

Note: Plan of care will be readjusted if necessary.

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




BAH-00454782 1P5-00176203 |
Master ADVAY GUPTA M) P |
e "
1t i ) e
il |\H\lll||l|\||ﬂ|lll|||\I\\l\\"\l\l Children’s @ BirthRight
Hospital _ | ) memmnimss
PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)
\ |
Admitting DoOctor : ....c.ceeeeenenes D\( ..... .QT)"}""'&Q ...... Dat? 1 I’B/’H'?;(. ............
Type of Admission: L10PD E/IEf [ Referral (if referral, DOCtor's Name: .......cocvuvensensunnsaenenenssnsensnas ‘l ........................................
Start Time 0f ASSESSMENL: ........eeuseemiseeessssnesises Weight: B AL W ‘I
BN . ............coocconsorssbivistommassinsbmsnmmsihiumansstinnsititoonsistbstbmtsdptastes MM obbies Bttt ittt RGN A, S
D - . .. LB oo imncisprn Pediatric Assessment Triangle (
Denhd Ceuniey A Appearance - TICLS ‘L .............. @ ...................

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

B : W €T Norma
...................................................................................... ’rcua on
& /?'Op Yy
¥ CJ Abnormal
................................................. /@’"wwh%:@ Breathing ‘y: . [
.............................................................................................. 0O +wos | Cyanosis [J
0 ¥ wos } Mottling O
.............................................................................................. 42/ Normal |‘ Bleeding 0l
.............................................................................................. (0 Gasping / Apnea |
Initial Physiological Status: [ e [ Unstable Any urgent interventi%ms needed: (JYes [JNo

Life Threatening O
Non Life Threatening (J

| NO Nw : |
Significant Past History: ................. . /’#HOQ ....................................................................
DR RS Re I e Ar  C N U PR B ST f. .............................................
e R W e R L U EEN v e Tl Ut BN O e, oAb e A 4 ..............................................
|
---------------------------------------------------------------------------------------------------------------------------------------------------------- T-.-o---"--u---u-nu--““---"""--“-...-
: |
Primary Assessment : @.
I
] e oF
Any urgent interventions needed: (] Yes TNo
e z{Open ot
] Maintainable IERRE i iscicemiuscssssossosmionsoionsismiuminsnninivainapfirensass
D NOt Maintalnable ----------------------------------------------------------------------------
I
Breathing / r —
Q Rate: fﬁ’ LD Sp0, on(F#a,/a]Y/'( : 19 Any urgent interventions needed: [ Yes Q,Ne/
AL g TSN S IO e A
- Retractions: [ Suprasternal CJICR (O SCR
OhSlemsl O Stpraciaviculsr TYNGsalflardng oo st |
Respiratory Noises: [ Stridor [ Wheezing [OGrunting weeerrmmsmmmssin s s
IR sl Wﬁ“ﬁ'ﬁ@ _________ o I O PSSR S, W W ORI LA 0% T
Palpation FiNdiNgs (If NBCESSAIY).....vvemsmsssscssemssssssssnsssssssssenss  *oessssssssssssssssssssssssadussssssssssssssassnssssassassassssassassasasss :

Docu. No. : RCHBH /FRM / CLINICAL / 157 | (RT.0.)



~ If Yes

4 Central .......
Q HR: 9&/”2’7 *' CFT ; P
‘ ircu ogn } [Penphem sadesessnrnes
2 C)

BP: ...~ S0 m g Murmurs: (JYes [JNo

Central
Pulso Volume:. | i e el b ik Liver Span: .......................

EPeripheral ........ £33 J ‘ i

If in Shock: [ Compensated .............. '

HypOLensive ................ Any Signs of

Heart Failure: (J Yes [ No

Muffled Heart Sound: (J Yes [J No
Engorged Neck Veins: [J Yes [ No

Any urgent interventions needed: [J Yes DN)/

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

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

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

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

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

O GCS: IQD/ L R

Disability  Pupils: |: :;sepon&;?gg Non-Responsive (]

Active Seizures: (JYes [ No Sugars: ......ccce.....

Signs of Neurological COMPrOMISE .......coceeeereeenerereeanns

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

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

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

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

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

Exposure Q Temp.. ....... ‘] 53*4]:

Any Rash: ClYes [ No,

H:¥es:065CrIDE The rash ... cccimsiismmsatiomsemins
IO . e e iseinsinns
Lacerations [ bruises [

DOSCHNG. Swdal e o B e TRt

Abrasions [

Any urgent interventions needed: [ Yes li‘l)d/‘
T S R e S U S e s

.............................................................................
e T T TP TP ITT T T I ]

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

Final Physiological Status: [ Respiratory Distress
‘ [0 Shock- Compensated [
[J Cardiopulmonary Arrest

[J Respiratory Failure
Hypotensive [CJ
[0 Hemodynamically Stable

[ Respiratory Arrest

Secondary Assessment: . Head to toe examination with poSItive fINAINGS: .........cceeeerersremrsserererereessresressssssesssssesesssssssasssassssenens

Need for Oxygen: CJYes [J Ne/ ifyes Low Flow
Final Diagnosis with possible Differential Diagnosis (If necessary):

Assessment done by

Name of the Doctor: ............ AJ : j) ) ¢ OO

Sr. Doctor on Duty (If necessary)

.............................. Name At the SE DOCIOE: (i it oiaviosiasasasinansas

SIONANIG. icisiisasssavibamminssihanit i U;ZO“ = (1 e e e
[

Date & Time: ’O]q’f‘ﬁ/f’" SO T
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il Hospital

DRUG CHART |

Date of Admission: ........ \ 0 ba} ....... *Drug AlIBTGIES; ......cciriericncimmmninnsssissssssesisasasarisens T;,NLYknown any Drug Allergies

FOR THE SAFETY OF THE PATIENT |

GENERAL
DOCTOR

NURSES

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 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.

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDT\TON ORDERS.

S0S / PRN (As Required Medication) W

DRUG :

Date»

Dose

Route | Frequency |Start Date

Time

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

|
-
|
DRUG : foner |
Dose Route | Frequency |Start Date ) E
!
Doctor’s Signature |Valid Period] Pharm. ‘
Additional Instructions:
_ Date !
DRUG : Tige J
Dose Route | Frequency |Start Date |
|

Doctor’s Signature | Valid Period| Pharm. \

Additional Instructions:

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

Weight. . Y452 ward o

DRUG:

Date
Time

Dose Route

Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Dater

Dose Route | Frequency |Start Date

Tir‘ne

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date»

Tlr'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
Time

\ 4

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
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BY&MOD M)

oor.202 Weight. ....[ Q87 Ward. ..o
Dr. SRINIVAS Nleﬁ| ““““ |
\“ m Date»
l “‘\““““\“ ““ \ Tlme l Nurse 510 l Nurs&Sig. ‘ Nurse Sig. l Nurse Sig. |
Dose Dose Dose Dose
DRUG : Dr. Sign. Or. Sign. Dr. Sign. Dr. Sign
Route Start Date pose - i o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Name & Signature of the Doctor Dose pose e aue
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e - e e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Date»
VARIABLE DOSE Tlgle Nurse Sig I Nimgsm. Nurse Sig. | Nurse Sig.
Dose Dose Dose Dose
DBUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
RD ute Sta 1 Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor s e o -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: e e fose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
; o Dosage & Other ‘ :
Da m
te Time Medication instuctions Route ‘ Signature Nurses
‘ 1
(N e l . h\-
w0l | MM | Pexameriaont! My AaISY
T
' ol QRS WV | Ao
107 [ 1"USm |PATALETAMe A gy
4 1 -
\b] I \D Dicofenne Q.50 o
Y rw\ Wm ?L <®’\° /

I '

Page: 3/4
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Dr. BRINIVAS NAMINENI L.V. FLUIDS CHART Weight. W gkf Ward. ...
I”“!JJEI“ml"”!!"!"l“l"m position of 1.V, Fluid Flow Rate| Doctor | Nurse | Dateof | Doctor | Nurse

{If infusion, mention mi./hr = Meg/kg/min. etc) Route mi/hr Sign Sign | Stopping| Sign Sign
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MEDICATION RECONCILIATION FORM

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

oﬁh anL Drug Allergies

DIUG ANIBIGIES: +...vvvveeeveeeeeeeeeeeeessesesssecemssssssssssssssssessssessssssesnnes M
Medication Reconciliation will be done at the time of admission and also whenever ‘here 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 fICUs)

Shifting From: ............... W‘@ l/mf ..................... Shifted t0: ............. 07 ..... / ................................

10

ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LE'ITEHS) (mg, meg) | (PO, NG, SC, Iv) | FREQUENCY nati / Time ?gﬂ:ﬁfm
1 / C¢ CIoc
|
2 JC ODC
|
f
3 / f (JC [JDC
[
|
4 / ' Oc ODC
/ J
5 | Oc Ooc
|
6 / | ¢ CDC
’)
7 / | Oc¢ 0oc
i
8 JC OJDC
9 / Jc [oc
/ (JC CJDC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : ........ N\?WM/\J .00 PA
T S —. (0}3//4(/}9‘2/" .................

Nisvsnas

Nurse Name & Signature: FY ...................................................
|
Date & Time : 10/0 14b...... )

Docu. No. : RCHBH /FRM / GENERAL / 090
l

- Continue, DC - Discontinue
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[ O S - Children’s BirthRight
| Illlllﬂllﬂlﬂlllllllllllﬂ Ho R T
RESULT SHEET '

Date ]
Time j
Hb /
PCV B |
RBC ' /
WBC | |
N/L ]
Platelets /
CRP /
. ESR /
PCT |
RBS /
Na -
K
Cl g
Ca/Mg |
Phosphate f
Urea {
Creatinine /
ALP |
SGPT - |
SGOT x |
T.Bill/Con] i
T.Protein : /
S Albumin 2ot
S.Globulin

A/G Ratio =
Uric Acid i

L\

S.Amylase
Sr.Lipase

Blood Lactate ' ! T L
S.Cholesterol
PT/INR | iR DT - I !

APTT ji il :_
CSF Protein / Sugar 4 | -z / e
Cells N ) ]
N/L ' , ' /

Docu. No. : RCHBH /FRM / CLINICAL / 0138 / (P.T.




Date

Time

CUE - Alb

CUE - Sugar
CUE - Ketones
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

Radiology : £ R 10 L SN R K R R D L R e
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||I|M|||||||| Children’s BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the littie. Your Right to a Safe Delivery

FLUID CHART)

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

; precrs 8 1 i T

Thrombo- [~ .
Date | Time g‘a#uri?i Route NG | Diarrhoea | Vomit |Drainage | Uring | Phiebitis ,?{329

Mouth LV N.G

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : s Total Qutput :
02:00 pm : [
03:00 pm ‘& 940 i b IO i |
Q?/ 04:00 pm ASN o= i - gl i3 e
05:00 pm b {)(

\ S

06:00 pm

~J

K

Total Intake : Total Qutput :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am

01:00 am
Total Intake : ~ Total Qutput :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake : Total Qutput :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH /FRM / CLINICAL / 092
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{ Patient Sticker ] 2
Rainbow” | @ rMCioht
(FLUID CHART]  fiospica - | et

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

ShepiNos st aate o o

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

Intake e Output e

Thrombo- .
Date | Time (r)\]l‘a;m Route NG | Diarrhoea | Vomit | Drainage | Urine | phiebitis | Sidn.

Score Nurse
Mouth LV N.G

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm
03:00 pm
04:00 pm
' 05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am ‘
01:00 am
Total Intake : Total Qutput :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

Docu. No. : RCHBH/FRM/CLINICAL/092
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CONSENT FOR ANAESTHESIA |

Authorization By: [ Patient &Pm Attendant QM !

Operative Procedure: . VU/LF kML&(IL:j"— (E%C(Mb(:’% .........................................................................
Anaesthesiologist: . DJ( IQJ(MMA/M ........................... Surgeon: .. D& SLUNIAL oo

Please read this before you consent for Anaesthesia

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
by infusing weak solutions of local anaesthetics and narcotic drugs to particular parts of the body after surgery or injury, using
catheters.

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

[J Heart Disease ~ [] Hypertension [ Diabetes [J Renal Failure ] Multi Organ Failure  [J Hepatic Disorders
(J Shock (] Obesity O Chronlc Obstructive Pulmonary Disease

O] Others ....cccoveveneccenn I LEALAMRA La O ). ,W“fﬂ%f\% ................ i .......................................................

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as-considered appropriate by the anaesthesia team
[*] Regional Anaesthesia M:aesthesia (] Monitored Anaesthesia Care
o | understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some

injury at the site of injections, temporary breathing difficulties, allergic reactions, headaches, variations 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 anaesthe#ia 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 broducts during the course of
operative period and immediately thereafter if need arises.

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

o | acknowledge that I 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 /ﬁtle@ Witness:

SRR & e bieesee esmotisessensivarsbmsesssiinntanspensibpes ubfiagisduss Signature: ... e N WP =
Name: ..{Pr.c!..‘.hi&].mﬁ ........ CX;.L.. C R Name: ........... Q MR I, it R
Relationship with patient: ... I #AALL- ..o Date & Time: \@{ﬁ% @,Q“ﬁr ..... es!
Date & Time: ......... y ...... [ da.......... 5!9[/"7} ............. |

Doctor (who is taking consent):

G, _
SigNatUre: ................l..fo¢ / ..... N amepftj’eﬂm‘w( Date .7

[1(0 Tlme....g..l.f?{?m ..............

.No.: RM / CLINICA 26
Docu. No. : RCHBH / FRM / CLINICAL / 021  (26) PTO)
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= | Mosr AOAYOPTA .
inbow® 10-01-2021 Y (M)
Department of Anaesthesiology (R:ﬁli?c?r%vr:’s Or, SNINVAS NAMNENI
PRE-ANAESTHETIC EVALUATION Hospieal | {1 AN
Name: pﬂ-’{u‘cuj ..... @LU]P(R ..................... age: .5 TAM sex: ... AL .. UHID Mo QF}H—HOO‘J'?UU o 5 A
Date: g}@[dwb T CFVO .......... Proposed Operation: f’%Wm&Cﬁ%;m@ th ée

Diagnosis: b&wk'@t(@\&u(& ............................................................................... i
e TH LA ol Weight: .l.k.?\.:.gff“"]ASA Physical Status: \ 5102 03 04 05

L.:ajbnratory Data: :'
BRI i ismnaininisnianens BN .iisiiiiiniivinis PrOMIR; cicvinisicnsivinn HIV: ...................... XRay
BBV ranaisiaaiiiiis OO ciilaisiliicisiniiduais MY i S HBS AQ: ......ovconivashe ECG: ..... e
s RO s coriuii s sicaia Toll B ... HOW, i s i SO BERD: ...k
B e L s (0T - 1| Blood group: .........J.... Stress/Anglo: .................
e SO PR | TR el . O ... SR——— i l
PVt an i K Bimiinibniariain RO cscuiiiniinnsyin | | (SRR N
| A, e e e CBEH, osciimiinnitivnes, ORPIOBE iaisiniaiiimsaniiis | [
MR e MG i fvesiavesiss PITRERE: - oo ccosisvsgpinivils TSH # -----
> EUR— SSHTER SR IR S SBOT/SAPT: ....ivisiiiviiinins Allergies: ML DF}' ; J
Medical History:  CVS: ) B.- k" 2. fq Ko
‘i iabetes - o LECS
RESP : MOY o M(M- Diabetes : R.‘" n
NS - v, N
‘—\
O tloprmnt
Hepatic / GE : } Physical Activity: A C{'UJIA y
Others : s

Past Anaesthetic History:

o Subuting fol latyalibn I\ Yas 50 L ik fun

Physical Exam:

Airway: MP 1 @ 4 Mouth Opening:z A0 ¢, Mentohyoid Distance: Q #f3 Neck: @ Teeth: [001 e
: e ; TATCel ¢
L : f
_— BHE@ (fﬂﬂ./(. CWLQ
Heart: 1¢ @ )
o HMFED '

Pregnant: [JYes (] No &NA l

] Venous Access Site z C‘O@{(Lu ine Exam for regional :
Anaesthetic Plan: [1MAC REGIONAL CERET O LMA | g

Peri-Operative Plan Explained to the Patient: l)‘es/ : 0 No ™ e

CURRENT MEDICATIONS

Pre-Operative Instructigns.
1. DVT Prophylaxis -

Water / ORs
2. NIL ORAL<T] b, 2Hoyrg

3. Informed Consentvf‘f”sﬁﬁdam C

e - High Risk
4. Post Operatiye Pam Manageme"‘tifioﬂzu -
5. Other Instructions: | Ssed with Patient

CﬁpcMmﬁéz&&n
X 3 O?/ ........ A D’{(J‘G[Ww s . W

Docu. No. : RCHBH /FRM / CLINICAL / 044
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HR: {30705, B.P/CRT:
Pre-0P Diagnosis: Sl le....

Name of the Doctor :.

Surgeon: - 2 =
g e &4 U&& N@vwne_m‘ “&
N.O A LPM
HALO7S(sE = - 0 N
Drugs: = J
. Antibiotic
\
& Y 5 )
b N =1 : P iupﬂnsrrory
(as = -
’Q 13
: *
Fi0 Sa0, Blood Loss
ETCO, 5Y f—) |~
£CG =
Temperature = 2
Urine Output
NOTES
€8 = :
23
2P 240
V' Systolic
A Diastolic =0
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
Throat Pack In 140
Throat Pack Qut 120 f— —
100 ——
80 Ass
60
40—~ A AL NN -
| |
20 1 J! i
A l
0
ABG
LAB Values
GRBS
Inducti
e mp:
7T Equipment Checked and _T" ’ (] Fluid Warmer V‘{fw U Inhal Specify: ...
Tl Equp ] HME - !
F tional | Cing Film ] OH Wamer 1 PreQ, LIRS [] Spirial (] Epidural [ Caudal
] Cli 3 =
P Rt ,Q_l/é/ L :Hugger's ] CottonWool [] Others OBl .
gutﬂsfln‘ge 3 her (] Mask ] SGA Poslflom: N ... o
r ; %
&= EKG Lead Times: Airway ] Oral f Site:
™ i L i ETT# .. Yo, at. 8. ... em Needle Size:
i el O Oral CiHEsal (2 Cuff
+7 FIO,Monitor QP Start: . gfﬂ") L Cral = a8 u Parasthesia |
Monitor ] Tracheostomy (] Topical Catheter at skin\................... cm
-1 Agent 1] T ‘T{ O Drug
G PR Lasaet OR "Q Y [J Awake ] Direct Vision BDJ'{?S'
7 Capnograph Anaes"'leSla L) .wa . )
4] Ventilator A L1 Video Laryngoscopy [] Stylette / Bougie INUSION: oo
] Nerve stimulatc:r ) Monitored Anaesthesia Care 1 Fiberoptic Block Level: ...l
d_$ ", 7| Regional Bade# ... L. AHOMPIS: ... Commentes L o
. = T e
Position: ,\Ar[;h cked Diicuty WHY? ....... Transportation to
. o i ion) P mivi)y Diher
~ pressure Points ing (Size & Logation W T \ A PACU =
- Lme(,\(ﬂ" ————l i . ::amli El:ssed - Relaxant Reversed \,;j;:s }\ k\r{__ 1 NA
“\W&I

Signature of the Doctor ©..........

AR ey q} .. \ ¢ Closed Circle
o BRATY

|
1
¥ 4

\
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POST-ANAESTHESIA CARE UNIT RECORD

B
Received in PACU DY - .....& Time Received : @lQ«ﬁM Tirhe DISCRATGEA : .o.ocurssevssssnsmnesses
Vil L e
|V Cannula Site © ....... @i_(_?
] 0,Mask [ INg&al Prongs
] Tracheostomy []|T-Piece
"] Oral Airway []|Nasal Airway

——

Vomiting : O VM DU ensseroseseessessstssssssssiosmss s
= ™

NGTue: O M
| o
Drain: 1 Yes [0
Urinary Catheter: (] Yes [g’lﬁ
ChestTupe: [ Yes’ )Zﬂ

/-
Nil Oral El Yes/}m’

< RESP +PULSE > < BLOOD PRESSURE

2! o
- IV Fluids: ....ccovneene
AV T T —— S
Bl
| I
1 1/
e
Zard
1
=t & MINUTES
POST ANAESTHESIA SCORE sC
(Modified Aldrete Score) IN 20 1 60 | 20 ouT SCORING INTERPRETATION
‘Able to move 4 extremities voluntary or on command =2 2l . s
Able to move 2 extremities voluntary or on command -1  ACTVITY /) & & A Minimum Total Score of 8 is Required for
‘Able 1o move 0 extremities voluntary or on command =0 1 Dischal ge
‘Able to deep breathe & cough freely =2 | [ l
Dyspnea or limited breathing =1 RESPIRATION . .
Apneic =0 g/ Eose Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 i i ician:
BP + 20-50 of Pre Anaesthetic leve =1 CIRCULATION Z SDECE below by the D|SChafg|ﬂg PhySlClan'
BP = 50 of Pre Anaesthetic leve =0 L? Q q
Fully awake =2 = = 1
Arousable on calling =1  CONSCIOUSNESS [ ) ? é’ &—
Not responding =0
Pink - A — E—
Pale, dusky, blotchy, jaundiced, other =1 COLOR 2
Cyanotic =0 '? 7 ¢
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PAIN ASSESSMENT AND MANAGEMENT FORM

Signature

Intervention

Date ‘ Time ‘ Pain Score
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Pain Tool Used: I N PASS By(LACC ] Wong Baker [ NPS Reassessment Frequency:
PR . R 1.  Every eight hours for all hospitalized patients.
Anaesthesiologist I . Dﬂll ..... j%wu __________________ 2. For post surgical patient, patient with chronic pain, patient with severe pain
\ a  Every 2 hours for first 24 hours

b.  After 24 hours every 4 hours
¢.  Prior to pain reliving intervention
4. With in 30-60 minutes after pain relief intervention

Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :

PACU Nurse Signature: ’ | ' B s 1 M
g M

Date & Time:
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It takes 2 ot to treat the fittle, Your Right to a Safe Delivery

D itment of Anaesthesiology

E“/IDURAL ANALGESIA RECORD

Date: ... Di 1 IR BRI Procedure done R it memerscos ottt e o
CSE /Spinal /Epidural Position : ... i R Y Technique (LOR/LOQS) ...
Depth: ... Catheter at Skin: ................... L A

Parasthesia : Yes/No if ik i O S
BN ot L o P Pl SR

Any other issues

Discharge /Shifting ordered by




