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Master ANAV KUMAR
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Patient Sticker
} i ozpial” |

SURGERY DETAILS

Date *},JQG/P/{’ ................

Pati;nt Name: . 1/ast b ANy o Date of Birth: ... 0.0 . 2800...... Age: ...

Gencler.l............_..'f ................... R UHD No:: .. QL. Rt o L.

Date of Surgery: ... &(06[% ............... (10T-1 [J0T-2 (70T-3 [JOT-4 [J0BGOT-1 (0BG OT-2
Nameu!the Surgery : ........ o Oﬂdauﬁ HENSIVEL .. Okh.

|
Time in llfwi)m Time Out}ls‘afm
NAME AMOUNT

1. Slrgeon i B L(&\VA‘X}\\) ..........................................................

2. Anaesthetist 2 il viva s s s eyt vissessobemnssinsnsanibaronss, . - WD RN S

3. AFSlstant T R PR (I TSSO G L S PO % SR PR S | S

4. OT Technician o RS, s .‘-aﬂ&'no' .......................................................................................

. R
5. Clrculating NUrSe - ... qé&-if/l\‘} ........................................................................................
6. ASSiStantNUTSE ... T(‘Le%taﬁ:m .............................................................................

Special Equipment:  [] Laparascopy (| Broncoscope (] Harmonic ] Morcelator
[] C-ARM [ ] Cystoscopy [] Versa Point ] Liver Cusa
| Neuro Cusa BUE o RO TSRET R SN .
» sl ),
Signature of the Surgeon Signature of Circulating Nurse

Order No: ?éb{/ﬂéffg Order by: ............

Docu. No : RCHBH/FRM/GENERAL/114
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Mastar ANy « 1P$-001745g, _}s Rain IJ.:O'\V'D . . ~
o KuMAR 1 @5)7;47& Children’s @ BirthRight

DO g ? Y4 Map
iy ~ 4 coNsumAB 'm
o Y A Technician ; ............. Date : f / b|72%........ Time:. / > ’3 "f 77
Anaisth i blm {_J\ ,“mm" Uged Surgical Disposables 2 aty usea | Disposables (Baby Side) __‘ w
Ertqbp’ 1; O. 5 [k [0 | majorPack i |y [ mvitk
WAl \—Alla 17| [ sutures Cord Clamp
ECG leads : A/F) N 5 | Suction Catheter
HME fitter : A /F) N Bl Feeding Tube
Syringes : 10 cc 1O 5@/ Vaccum Suction Set
05 cc 10 [ O Gloves £ ) & 7’2 HE T 2t Surgical Gloves
02 cc 1d) é, é)fﬂfgm 2 f2£2 ] M Gauze Pack
01cc . o G Syringe 1ml / 2ml
Cautl#y plate : AU N { — | Surgical blade Surgical Blade # 20
IV set] ] 7| NG tube Koochies (S)
RL e : ) 5')’ Cautery pencil SO/ N"( [ ?
NS 1)rf1)/{l/ ddrry)/ 500ml / 1000ml g_i'r ] Koochies 106/ Ser. 228 2442 |y
0% mnask (D | | O) | Ointments 26 npelielayt) |
ooy 0+ 14] | T | Suction Catheter ; LoLE /bﬂ’l&‘m,an N
Fentarly ‘ P[0 1 | Cap. Mask s1s | o<t Abbone bueze |) |
Morphine Gauze Pack (ol lg47 | 2=
Ketamine Mop Pack N4 t e ot
Fopo o 0| Swp IR A gy
Rocuranium { |0) | Underpad | INEYOSY Y ag e
Glycopyrolate ! |~— | Draw sheet [ QO | “Tanmexil B P purd
Myopyfolate [ fj Abgel - M‘\Prn‘f’% Lo ! ol
Ondansetron | | —— Foleys catheter NA.549 8910 Y
Pencarl 25¢/ Spinal Needle 22 Urobag mbla g | ik
Bupivacaine 0.25% ! ~——| Chest Drainage Catheter N a%g;l&#m 1-,5'.'10 )| —1
Bupivagaine 0.25%(Heavy) Romodrain bag Dot | 0(l6]
Antibioﬁcs Bandage i i .
| Tegaderm
Supposu%nes sk, loban
Anamoi BODQ/ 250697,70 mg lHﬂ —7 Double J Stent
SUDHUDI 100mg ,g/ : Vaccum Suction set & ¥
Justin : 12.5, g /25Mgr100mg ||+ A /] Plastic Bed Sheet P
Tab. Misgprost : R00nfG Y/ 1| Betadine Solution ;
Agmlj B s O | | = Microshield 1 |t
NG 3 |2 | Cotton Balls Fola
(}L v - If Latex Gloves I}of { of
T\Up.c | ] | ©) | Ramdione Scrub
sa 108K 00 |tt1 (0] | Saa .

i ?z! ’ ; ¥ T 7
Surgeon ! Anaesthesiologist Nurseé?-'ﬂ or il
Order No.:........ Oié?‘{ BB :

\{ g ...................................... OYHBEREIN - . . o i AR e e
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2 . 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 - 4 TEL NO :+91-40-4466 5555

R WEB : https://rainbowhospitals.in
ADMISSION SHEET
A 4 e AR 0
Registration Details : (1N (QTLEEL LCRLAR R (R 1
Admit Date : 03-Jun-2026 Admit Time :11:53 AM UHID : BAH-00395673

*lmission No : IP5-00174691
{

Aatient Details :
Patient Name

: Master ANAV KUMAR
Guardian - Mr ARVIND KUMAR 1
Qnder : Male
Ogcupation
At*dress (H) . FALT NO 202,BLOCK, 2 , PANCHAVATHI

COMPLEX,, PRAGATHINAGAR, PANCHAVATHI
COMPLEX,, PRAGATHINAGAR Quthbullapur
Hyderabad INDIA 500090

1l
{
£

Age :7TY4M4D

DoB : 30-01-2019

Religion

Martial Status : Single

Phone No : 9951482000

E-mail : arvind2804@yahoo.co.in

Admission Details :

Bed Type : DAY CARE Bed No :PRE OP 403 Ward Name : 4F-OT COMPLEX
‘\
Ropm No : PRE OP 403 Admission Type : First Visit
il
Contact Details :
Name : Mr ARVIND KUMAR Relationship : Father
: FALT NO 202,BLOCK, 2 , PANCHAVATHI Phone No : 19951482000

Contact Address
COMPLEX,, PRAGATHINAGAR, PANCHAVATHI

| COMPLEX,, PRAGATHINAGAR Quthbullapur

| Hyderabad INDIA 500090

Vi

ﬁa/./fn/( Porman |

I Signature
!.

Doctor Details :

Do#or Name : Dr. SRINIVAS NAMINENI Specialisation : DENTAL

Refl*lrral Doctor  : Self Phone No

Co-fonsultant
|
| {
T T

Payment Details : Deposit Amount  :0.00

Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 03/06/2026 11:55 Printed By : 015513 Page 1 of 2
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Hosbpital BY RAINBOW HOSPITALS
It takes 3 lot to treat the little.

Your Right to a Safe Delivery

_ ACTIVITY RECORD FOR BILLING

e e - T NRNE N L eV N N E TN SR (ML RO g e Y

i UMD -2 oo St E;:::ﬁ‘:ﬂum henrani  taag = - d Dediz 4. . he

. rv4u4n

" Date of Admission: _ AT AN " eof Discharge: __ ____ HRE S 5 "
[ HHIIIIHIIIIIIIIIHIIII il

" Room fBedNo: . e Jggested Billablebed type: _ _ _ __ ________

WARD TRANSFERS

“ Pate Time From To Signature of Nurse

b | \aneel  Ye ot Ao
zlh | e | o7 /m\mﬁ? G

N\

- Cross Consultation Visit

Doctors Name Date Order No. Signature

8

9

10
pDocu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature




MEDICAL EQUIPMENT (WARD & ICU)

Date Name of

Connecting | Disconnecting
Equipment

Time Time Order No. Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
a\o | Phe_ ¢ YoYfe | Savmrfe/

ouz

—3

V. ﬁ\)kaﬁomewj’

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




PATIENT TRANSFER FORM

7
=z

Rainbow’ . e L
Children’s @ BirthRight
Hospit al . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

BAH-00395673
Master ANAV KUMAR
| 30-01-2019 7Y4M4n
Dr. SRINIVAS NA

IP$-00174891

(M)

Date & Time of Admission

515!&0%@\\\ il

Date & Time of Transfer Order

3|+ (q""\&\\w

[P

(%

i g

Transfer Ordered by Reason for Transfer
U J}d (fvvéJ dr00
" (Dn E@\w«ﬁ,L»
W
s SRS NN
From Unit To Unit Information to Attendant

oT

Yes/@/ |

No[ |

N*mber of Sheets in Clinical File

Personal belongings including
clinical documents. If any handed

Patient shifted with ID band:

, 20 over to attendant wg{/ Yes | No[ |
Number of Imaging Films YesQ/ NO/E/ i
B e
I Yes, what? . Qfafﬁfw’ ......
g Medications / Consumables / Surgicals / Hand over
SLNdi ltem Name Quantity
f 0 P £ ifa J
2 Ayow L — ~E£h
l_
L
| S -+ (
I o
4,
|
5‘ Il
J_i'

Shifting Summary / Notes Written by Doctor : def

4

}.Name & Signature of Person who is Transferring

| w*""’?

Name of Person Ordered Transfer

" - E‘\"*@LQ/‘

Patient I Clinical Records Received by

|

Gos-

Date & 'l‘me of Patient Received :

| -

el @

Pﬂnm

If the transfer order tlme & Completion time is more than 3’0 minutes, please tick the’reason mentioned below :

|| Unavailable Bed

Docu. No. JRCHBH / FRM / CLINICAL / 102 (5

.| Nurse not Available

[ ] Available Bed not ready

=
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BAH-00395673 IP5-00174891
Master ANAV KUMAR
01-2019 TY4M4D ™M)

r. SRINIVAS NAMINEN|

n% .
LTI Chitdren's | @ BirthRight
| Hospital _ | ) zumome

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Dy. GrnAves Newnig,..

Admitting Doctor : ... X 2 VeA | Nonninte pate:. 2L ...
Type fAdmission.*E]ﬁD L LTI 0 EIVTOL. DI BN ...covcoiimsusimssseimuisisininpinivntsasssiiosiiivinsionib s aanisntn
|
Start Time of Assessment: ....... A Weight: ?'Y"”‘j .......... :
ANGPEE HISIAEY: onivereresiorsssssonismssius iiitosniat s r—— e et
Chi%f o SRl i M e Pediatric Assessment Triangle
.......... Decaoed hestiy | A Aemearance- TS
WAp Lo CHWGrml
P C‘”MM’.P.P -+ ‘:}’(‘ltfo ................... B C Circulation _[
.................... Goum gl b (A~ .| Breathing LI Abnormal
Pallor O
....... i I i e e e | - B OB Cyanosis (]
‘J; O ywos Mottling [J
| Normal Bleeding OJ
....... R — O  Gasping / Apnea

o Stable - O Unstable

Initial Pi;pysiologicai Status:
‘ Life Threatening

O

Any urgent interventions needed: [J Yes F_'IN/O

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

Non Life Threatening (J

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

U
Signiﬂcqpt L R Rt L R Y S R PR TG PR A SR e O L SR SRR e S TR

Medication R B S TIPSR, S S| WP e E UG e QDD sy

Relavant{nvestigations: .......................................................................................................................................................................

B T T T T T e LR P

Prima'lj Aséessment . O.
| 1] [4
Aiway po e

[J Maintainable
[ Not Maintainable

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

L [J Sternal [ Supraclavicular [ Nasal Flaring
| Respiratory Noises: [J Stridor (J Wheezing ([ Grunting
}_ Air Entry:

| Palpation Findings (If necessary)

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

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

hreathlnu

| Rate: .24 e spb, on Fi0, ..80.7L.. 00 kA Any urgent interventions needed: [J Yesdzﬁ)

" Rhythm: .05 et L DTS DA e, T) S MY
1 Retractions: (] Suprasternal OICR (O SCR

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

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



Circulation Peripheral ........... Tk - R ———————
= g v
BP: ‘513')5-5(5 mHg Murmurs: [ Yes Z{o-‘ .............................................................................
Comtral ...ccicinissssnivis L
Pulse Volume: e 1 | e B e
b EPeripheral .................... ?
ECG: i %

compensated -------------------------------------------------------------------------------------------

HypOteNSIVe .......veenee. i ALY S —
» Heart Failure: [J Yes E!N/o

Muffled Heart Sound: (J Yes [J No

Engorged Neck Veins: (] Yes [ No

If in Shock: [

GCS: ]q!& Avgly .............. Any urgent interventions needed: [ Yes Q’NO/
Disability Pupils: E R.esponsw? Non-Responsiveg” WYE o LB i si s viaseasansimans.
Size I: Right ..........
Left o ————————————
Active Seizures: [l Yes o SUGIIS: revsmommimmreiess | “mobenemimessssentesasadninasisiasacolutsmpisiarsosmutsmsanassssisinstnsies
SIons of NBUrcIogical COMPIBIMISE wiimsssisissminmg 730 Tosadbsssnssskiedebiasssasbososssnsiil ivsdfiosesaisesssssnsaanisss isasasasiss
Exposure@ Tomp.. . @l b Any urgent interventions needed: [ Yes G0
Any Rash: [ Yes &flo,
‘ : L [ | e
N Y08 GOBCITDO e TSH ..cvevessinssicssassissinimssionsasssssnin
ACIVODIBOE .. e et
Laceraﬁons D Abrasions O b’-uises [0 seessssrsssm s dpeen
DOBEHDE. «.ieviress cvimsupssiniasipcssrmmiiarsnessiniamssmesmipes -~ oo esa s Ak St i e n e s epr AR
Final Physiological Status: [ Respiratory Distress [ Respiratory Failure (] Respiratory Arrest

[J Shock- Compensated ] Hypotensive [
O Cardiopulmonary Arrest %odynamically Stable

Secondary Assessment: . Head to toe examination with positive fINdINGS: .......cceveeeeererernreressssnesessesesessssesesesssssassssassssesesseneneas

a5

\,m{ﬁ‘\" o

Need for Oxygen: [JYes [J No if yes Low Flow (J High Flow (1 PPV [
Final Diagnosis with possible Differential Diagnosis (If necessary): ....... Dentrsd JCOMED oo

Assessment done by Sr. Doctor on Duty (If necessary)
Name of the Doctor: ... 2% Movmwyer Name Of the SI. DOCLON: ......cvuereueersessensesensessessssenssssaens

Signature: QV ................................. SIORBND +..ocounciussiosmoant oA i siinssiss

Date & Time: 3“’"‘*5:']9’}?“" . DAt & TS o vssonbussiminsinssssaspimminssismsmisnsiing
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IP5-00
| :;shr ANAV KUMAR e e
L 30-01.2019
| Or. SRINIVAS NAM ””“D ™) Rambow .
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It takes a lot to treat the little. Your Right to a Safe Delivery

| MEDICATION RECONCILIATION FOR
Drfig T R R S S A -7 Not known any Drug Allergies

Medlcatlon Reconciliation will be done at the time of admission and also whenever there 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 ICUs)

Shifting From: .............. AR Shifted to: .......... .. 1} SN .
‘1‘ ON
1: MEDICATION NAME DOSE ROUTE LAST DOSE
SN0/ (GENERIC NAME CAPITAL LETTERS) | (mg, mog) | (PO, NG, SC, Iv) | FREQUENCY | pig i | ADMISSION
1} Oc ooc
\ P
2 K i ¢ Ooc
3 |4 0c 0oe
4| / Oc ooc
5 | | ¢ Coc
6 . / OC CODC
| P
CJ¢ CJDC
8 / 0c Obc
K | / O¢ ooe
|10 ( Oc Ooc

\ * - Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & XSignature ......................................... B L i £ < S

Dage &Time:..§...... 3)5"15) ............
Nur#e Name & Si%nature ........... .
Date & Time : 3 6.0k .\ SR

Docu. No. : RCHBH /FFI!\M / GENERAL /090
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1P5-00174691

RAH-00395573 2
':: :‘: rz:?gm KUM: Y 4 M4D ™) _. r Eﬂ:?gz‘: :s ~ e R|g »
\\\\\\\\\\\\\\\\\\\\\\\\\\\\ LWl - Hospital _ | ) menmosnas

.'\"ﬁ

INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [] Patient ;/(atient Attendant

|, 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 Ieave 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 dlsadvantages of the alternatives.

Benefits of the Surgery(s) / Procedure(s) ‘ +  Alternatives of the Surgery(s) / Procedﬁfe(s)

WP L (N~

,p\-\)o\\ﬂ

‘
!

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:

I '

1. lauthorize Dr. 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. | acknowledge 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:
Signature: .. =7 Mo{ ...... %Ma T esvapsiisd b sussssssssiss Signature: .. Q_zgn\{—w ................ .
Name: ... AR T... ,Ku/ﬂ{a&. ........................... Name: ........... . e.ef{iaa ...... T E AT T F R

Relationship with patient: ..... ﬁazf-ﬁms_,’

Date & Time: ........... &\b\&&aelpm
Date & Time: . %’ é’&)o ......................... !Q’om

Signature:

Docu. No.: RCHBH/FRM CLINICAL / 027 (26) (PT.0)
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BAH-00395573

IP5-00174691
Master ANAV KUMAR
30-01-2019 rvuun
Or. SRINIVAS NAM)

h 2 mmunmmnumuu m Rainbow

Children's | @ BirthRight
| Hospital _ | ) semmiins
OPERATION THEATER NOTES
atient’s Name : ... k. ANOY...... I/ﬂl’bﬂi— .............. T Gender: & Male [ Female
UHID No.: ........ e R A Weight : oo Heigt © oo
Surgeon : >p. g—ﬁﬁ(& Asst. Surgeon :

.
Anesthetist : w%}b\xﬂ?nf? OT Nurse™<] opers —Aloptl | OT Technician: _93939_.@\

Pre-Operative Diagnosis:

Surgical Procedure :

MBSV E oA bR

Indications for Surgery :

T REFCTED macewl

Date : gl D[, A StatTime: )} oxpe End Time :
Pre Operative Preparations:
ﬁ
|
Pt]f:t Operative Diagnosis:
”w
Pei -Operative Complications:
Op ation Notes:
L { Cy i G (Tt &5 Tk
RURECTOM T~ Fy Facc gy
) CLDes TAMAT(eP
| VoNE

Doc. No. : RCHBH/ FRM / CLINICAL / 099

(P.T.0)




Co T  Oyke

CL2EIR T YOG ESIg Rrly

S (— ke '3-DA={’r

N\

v lin T8 . obal?

Amount of Blood Loss: Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

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

Signature of the Surgeon: .... E‘:‘V

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

DEETING: . Bl e s R i e




{p5-00174681

: PaﬂentEﬁﬁﬁi’“ﬁ\mﬁ\'\\“\\‘““\\ Egii?g:%ﬁfs (L BirthRight

Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little.

| POST-SURGICAL CARE PLAN FORM
ocedure Done: ......... ComICEMED VK 0t X ERAG,

PRSL-SUICH DIONOBIE: .......co i i e sl s antab s i bashiesussns sassbmissasssasuarasbissssnseupesiuiens ssusassaspbusasnvans bnsasiusipiiussrs

Post-Operative Monitoring Parameters /Frequency:

—

Wound Care:

Draih /Special Lines/Catheters:

| ' S,
1
Il

T
Special Patient Positioning and Requirements:

'ﬁ, oDt

Nutritibnal Instructions:
I
"1:_ T
| When to Start Mobilization:
1
ial Referrals:
Special 'Fe errals

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

Any Otha';r Post-Operative Care Needed including Required Follow Up

(%)/\/_)
Treating EJ on

\ (Signaturg & Stamp)

x Note: PIanliL of care will be readjusted if necessary.

Dale; ..ol s Time: &= ..

|
I

| Docu. No.: RCHBH /FRM / CLINICAL / 106
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BAH-00308673
Master ANAV KUMAR " ™ 2z
30-01-207 TYAMA

- = ®
B ANIVAS NAMIN Rainbow .

(i s | @ o

It takes 2 lot to treat the iittle. Your Right to a Safe Delivery

A LY -
Date of Admission: S\L ............... LT R S — mnown any Drug Allergies
FOR THE SAFETY OF THE PATIENT
GENE - 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 cha‘;l is full, a new supplement can be kept within this
| drug sheet folder. o
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)
i
Dater
DRU Time
Dose Route | Frequency |Start Date

Doctor‘f Signature |Valid Period| Pharm.

M

Additior*al Instructions:

DRUG : powe

Dose | Route |Frequency |Start Date ;
Doctor’sI Signature | Valid Period| Pharm.
Additional Instructions:

DRUG e
Dose Route | Frequency |Start Date i
Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

|!
Docu. No. : RCHBH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)
|
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Dr. SRINIVAS NAMINENI REGULAR PRESCRIPTIONS WlGIE. ..o el Ward.

I||I|||I|HII|III|||HII|I Il

Dater
TiI'I’lE

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date
Tij;ne

v

DRUG :

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

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

Page: 2/4
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395673
:::. ANAV KUMAR Weight. &(FQQTWard .....................
30-01-2019 7Y4M4D )
Dr. SRINIVAS NAMINENI Date» /
“ “"“ l“l““““lm nl“““ Tlme l NurssSiu. l Nurs‘erSiu. I Nurs‘a'Sig. ] Nurs‘e’Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign Dr. Sign Or. Sign. Dr. Sign.
Route Start Date oot e ins e
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor - a Dose -
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
A*ditional Instructions: o e b fom
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlg'le Nurs‘e'Sig. Nursssm. Nurs‘t:Sig. I Nurs‘e’SIQ.
Dose Dose Dose Dose
D*UG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Rdute Start Date e s pose g
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
4
Name & Signature of the Doctor sl i pose .
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
|
Additional Instructions: - S o o
H Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
| STAT / ONCE ONLY DRUGS
. o Dosage & Other Sianature Niii
LDate Time Medication kstuctions Route g urses
| . DI CLoFEnpe & R & e
ARAENGZ Scpp - e =
1 T7
, . PRRAETAMOL g 7Q'f7 1% 2,
3\u)p6 |12 2gm- Iy =
1 T [y )
|
T

Page: 3/4
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Master ANAV KUMAR

AL | 1.V. FLUIDS CHART Weight. 2.5. wj Ward. oo

r. SRINIVAS NAMINENI|

A

|I||| |||H|||| ymposition of I.V. Fluid Route [FlOW Rate Doctor | Nurse | Date of | Doctor | Nurse
n, mention mi./hr = Mcg/kg/min. etc) mi/hr Sign Sign | Stopping| Sign Sign

(‘l /grd e rxhﬁa"\b-u)

-D
g\"\ﬁﬂ 1Vp DA 1y Ln"f;lm, h + ﬂ@g g}ﬁ»

ANGIER WCTATE v |29 Z?/C@ BJQJQA.%

[lebs {127 ¥

5o [X)

Page: 4/4
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Wy, Rainbow” ; e
| °"I', ? " Children’s ‘Blrtthght

I rospie. [
RESULT SHEET

\

—_—

Date
Time
Hb |
PCV |
RBC
WBC
N/L
Platelets
CRP
ESR
PCT
RBS |
Na
K
Cl
Ca/M
Phosphate
Urea
Creatinine
ALP
SGPT
SGOT
T.Bill/Conj
T.Probin
S.Albumin
S.Globulin
A/G Ratio
Uric Acid
S.Am}lase
Sr.Lipase
Blood| Lactate
S.Chalesterol
PT/I
APTT
CSF Rrotein / Sugar
Cells
N/L

Docu. No. {RCHBH /FRM / CLINICAL / 0138 (P.T.0)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Culture and Sensitivities : ............ et NN i, 5 R T BRI 1 0 i S S, A T

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

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

Radiology : {2 - ST SLSU LSS & TR0 5 SRR 3 o0 5 TN 7l e B DR U (A SO =S M T S 7

MBI iiidisiniobenssesistios svotesidbsibustianetismdiobioesss ssbtbantneinsiinasnssunssmeshinds s oa st A IASE TR AR WS

Others (ECG, Contrast Studies B1C.,) : ......cccccvvurrmmmmnrmsinsrasetsssescsstssss b



‘ 30-01-2019

BAH-00395672
Master ANAV KUMAR

TY4AM4D
. Dr, BRINIVAS NAMINENI

B LT

IP5-00174891

(M)

‘t.
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L

o
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Rainbow®
Children’s
Hospital

It takes 2 lot to treat the littie.

FLUID CHART]

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

1
1. All measurements in ml.

(2% Y

. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.

.BirthRight'

v Slte

Nature
Date of Fluid

Time

Route

NG

Diarrhoea

Drainage

“~ Thrombo-

i phlebitis
Urine s

Mouth

LV N.G

08:00 am

09:00 am

10:00 am

4 11:00 am
9 12:00 pm

01:00 pm

Total Intake :

Total Qutput :

02:00 pm

\k)US:OOpm \a | Y
)\ | 0400pm S

05:00 pm

06:00 pm

07:00 pm

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 Output :

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

Docu. No. : *(CHBH /FRM / CLINICAL / 092

Total 24 hrs. Output




e
Patient Sticker } Rainbow® @
hildren’ BirthRight
[FLUID CHART)  fospial” | i@z
Ehatt 0. & bsisinosinsimseisivagion

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.

rompo- .
Date | Time ga;m Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis Sign.

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 Qutput :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Output :
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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Master ANAV KUMAR R
Department of Anaesthesiology ot e Rai-"b%w-o @ BirthRight
Re-naesTHETIC EvaLuaTion  IITININEIRININ SRR | g mmeomnse

Name: Age: .. ... T .t UHID.No : RPH ~60 2T 642
Dte: ........ .‘..(.thﬁﬂg .............................. Time: .G Opm........ Proposed Operation: ?UQ ...... unqupoltmunod
Diagnosis: ..... chtldbond.  Denbml Gesgits . ... .o L Crown m“"{mﬂ",
BP/CRT: .SHEL HR: ‘10/9‘5' vm;nt ........... + ASA Physical Status: A1 02 03 04 05
‘ Laboratory Data:
R R e GRIETER: ... il ccsssrmtionitl L R A, [} LT LT X-Ray:
) Urea: R | e 3 1) R o 37 A e AR
7L o i Total Bill: ..o 1, b1 A — PALE T b S L W
T R e 1 DB =i, Blood group: .............. Stress/Anglo: .................
T. W st LB o evimdlenstusstions g e el 5711 P S NN
........................... CAE T o rsciisiscnsminin DS ccnisiinies | 7 R O
L M ot AMYIASE: oo { £ IR ERREEE
| - P SR A 25 SGOT/SGPT: ..o e .l e to Huuf
| Allergies: lugf
+edical History:  CVS: ? aUbD / Teur [ 8. QEQ r Mo Nitw  adwiite ba
RESP : Diabetes :
ik Easpain® + Naccimnated '—\MO dals
{*enalz v N leabones b %\f Per o9e
Hepatic / GE : Physncal Activity: 4
Dthers :
*asi Anaesthetic History: —
stical Exam: o
ﬁrway MP ﬁ)ﬂ 4 Mouth Opening; p  Mentohyoid Distance: Nec@) Teeth: Qr'\ﬂquﬂ
g g V\Q
ﬂ"“"s BAS®), (lroy i C"P@ el
Heart: ¢ & " @ o L I‘W
B Qroule Dnborr =
Pregnant: [IYes [INo [INK Venous Access Site : Spine Exam for regional : @
. iz
Anaesthetic Plan: ()MAC (JREGIONAL () GA-ETT [JLMA - e

Peri-Operative Plan Explained to the W 1 No

' CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: e
1. DVT Prophylaxis : j E’NP("U‘\ .
Water / ORS 2 Hours
| 2. NILORAL<[ o ..
J 3. Informed Consent: [-8fandard [ High Risk
| 4. Post Operative Pain Management: =tfiscussed with Patient /
5. Other Instructions:
SRR e T BP..00... PAL. Conmulator.......
L T et SR o
\
Smnaturé%‘%g:‘tﬁm Name: .[2v. k.. Dn. > 7 ..............................................................................................
Dogu. No. : RCH /FRM / CLINICAL / 044
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It takes a lot to treat the little. Your Right to a Safe Delivery

Pre Induction Assessment:

Change in Patient Condition: O Yes w Fasting Status: W
Physical Status: | \__+ Patient Identified +_~Consent Present \_L-efart Reviewed
i
H.R: lwlmn [BP/CRT:  B&]<C.. Spoz ) 00) - [RR: M/M Last Feed: > hus .
LI A4 n.g—
Pre-OP Diagnosis: .Renhal. (askils.. ! Operation: ﬂd{’ Litragy. & Cooun. ikebamate JG[&C ............
L]
Surgeon: ..D8... SAUE NG ..o Anaesthesiologist: e %ﬁ’f‘f PA:BT... Technician: fMLSl‘W\.
TME | oy 1.3 Arm
N,O /AR, LPm "1 Bk
HALO /SO /SEVO - -{ FEIE Antibiotic
Drugs: d '
mipPaao A ’
Suppository
CENTARYL — CUMES .
4 e Fie vpe
RO, 1
PPREZETAOL 2K n A
0SS
mIinNE ﬂi‘fﬁ
(Lo PNYROLATE . $
0, /Sag, - 1@ 100110 [[UG
ETCO, Yzl galyl] L
£CG AR ANT 3N
Temperature 224 33 B 5[ o6
Urine Output i NOTES
2
. RINWEE U =] 24 fW,.IA
g2
K 240
V Systolic 220
A Diastolic
X Mean 200
= Heart Rate 180
Tourniguet on Ti
oumiamonne 160
Throat Pack In 3%@?%‘0
Theoat Pack Out 957 ) {fizo
¢ 100443 iy
80 I ¥ ~
60’\‘ r~ o 9
40
20
10
0
A5G
LAB Values
GRBS
ek -
j quipment Checked and Temp: Induction Regional:
L/%ncﬁona] \J’Hﬁ—‘ [J Fluid Warmer awv \?tﬁalr Extremity SR oo
[ [J Cling Eilm [J OH Warmer ] Pre 0, CJRSI (] Spinal (] Epidural ["] Caudal
& Cuff Site: @ UL L'?Hﬁgis [ Cotton Waol [ Others [0 R, SN WU .
(3 ARSHRe: ...k [C] Other i
O~ ERG Lead 3jeadl e CJ Mask ESGA i s:_ =
C/ﬁ:Monitor Anaes Start: . ETT# . .2 a(""mléﬂc-?.'ﬂ)\, Needle Size: ........\........... Depth: ...
\%em Monitor OP Start: .. j’ 0 Gl'ﬁ' ~ A Parasthesia [ Yes\ [ No
7" Pulse Oximeter OP End: . hansmmycl [TU&'CDE" wy e Catheter at skif ........\......... cm
nograph Leave UR J R : "‘7% M Drug Name & Conc: ..\ .oooooovevcvvevcerice s
Ventilator :;/a?ﬂ' ] Awake \_-BFect Vision Bolus: ..
) Nerve Stimulator +TGA [ Video Laryngoscopy [] Stylette / Bougie Infusion: ... .
L' Monitored Anaesthesia Care Ol Fibergptic BIOCK LEVE: ...
Fastion::. 1 Regional Blade# ....4=.... Anernms:.......ni—- e =
C Pressure Points Checked Dd‘flculty Why') ............................................ TITIBITEES o1 niiainsiiiasnimhissnninniimersssnmrnrnensnnnsnsnssnrnans
Eve C Line (Size & Location) Transportation to
yo Care: ICVP [ Bilat = BS CPACU licu L Other
] Oint w( 3& i/cs/emi-cmsed Circle Relaxant Reversed dzr?es/ CINo  [INA
[ ] Tape l/ — ' . oo
] Padding & @L{ e 0‘;:?{1 Gircle Name of the Doctor QA{
1 Awake :IV: SignatureaitheDoc'tor:..,..........‘......ﬂ..............

LV
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S | 1T | s | @ BirthRight
] | Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

POST-ANAESTHESIA CARE UNIT RECORD

. ( CZShe
Received in PACU by : M ...................... Time Received : [,5:?1%.-. Tune Digcharged - i...oe et

|
‘ : rr—{ ll | gzg IV Cannula S'rM: O 4
oy 30 | 230 | []0,Mask [_]/Nasal Prongs
[ 20 220 | [ Tracheostomy [] T-Piece
- 210
‘% '22:30 200 | ] Oral Airway [] Nasal Airway
W 190
a. | 180 180 o / ;
= 170 170 | Vomiting : [] Yes¢" ) No UL oo e e AR i
3 I o |NeTube: O YeerTTNo
Vo 10 | prain: OwsTT |
A :% 120 | Urinary Catheter: [ ] Yesm
110 .

w  REA g P 100 | ChestTube: [ YeseTTNo
g 90 90 Nil Oral OYes [3
= | 80
ke 70 4] 70 .
I~ pd 1 Y L 60 2T L ORI 5 o S ——
177 ol 50 0ral FEBAS: .....vovecveeceeeereeecereee s sssssssssnsasans
g | 40 40
v Il 30 i 30

| 200 ¥ 1 1 2 4 20

I 10 - i 10

| 0 - A 0

SPO, =7 I
| POSTANAESTHESIA SCORE N Loyt SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90

! Able to 4 extremities voluntary or on command

’ Able to mbve 2 extremities voluntary or on command A Minimum Total Score of 8 is RBqUi[Ed for

Discharge

ACTIVITY ) }
RESPIRATION 2 7
CIRCULATION ?

Able to mpve 0 extremities voluntary or on command

Able to dgep breathe & cough freely
Dyspnea or limited breathing
Apneic |

BP + ignr Pre Anaesthetic leve

Exceptions to this, are to be explained in the
space below by the Discharging Physician:

BP = 20850 of Pre Anaesthetic leve
BP = 5Qlof Pre A iC leve

Fully a

i Arousable on calling
Not ms@nding

’ Pink

Pale, dusky, blotchy, jaundiced, other
Cyanotig

[

T
COLOR Z
-

PAIN ASSESSMENT AND MANAGEMENT FORM
D#te Time Pain Score Intervention Signature

_4&ﬂ§AY@ e )

CONSCIOUSNESS ,

o=nmlo=mlosm]lo—=m|lo=mn

Wownjewnjnwognnnjnun

SINAIMNEY

NIRRT

Pain Tool Used: [ NPASS [ FLACC (] g Baker NPS Reassessment Frequency:
I 1. Every eight hours for all hospitalized patients.

Anagsthesiologist Name : k%‘m 2 [Forpostsurgical patient, patient with chronic pain, patient with severe pain

a.  Every 2 hours for first 24 hours
After 24 hours every 4 hours

Anaesthesiologist Signature: b : A
c.  Prior to pain reliving intervention
d

Daté & Time: With in 30-60 minutes after pain relief intervention
Wyl
PACU Nurse Name : Transferred to Unit by (PACU): é LA l ,,,,,,,,,,,,,,,,,,,,
PAFU Nurse Signature: Date & Time:__ = é/Zé e,
Date & Time:




r

\

R Rainbow® , e A
Patient Sticker } Children’s . Blrtthght '
, : Hospital .ﬁvwﬂowsp'm =
Department of Anaesthesiology ‘
EPIDURAL ANALGESIA RECORD
Date: ..o, TIMe: ...oovvocccccvveveeee PrOCEAUIE AONE bY .....oooovvveeee
CSE /Spinal /Epidural POSIION © cosovnssninsss i [ S (0. <. W Technique (LOR/LOS) ................
DRIEE wicoiissiiviissinemmnnans Catheter at SKin: ............ccoovovvvve ALEMPES & .o
Parasthesia | YOa/NO If YES dBtalls : ....cuuvvuurescmeecenscsrismsssssmsenmememssnssssssssssssosBigapessscosssiompesesodessoseeesssoseess e
SOMIBON COMPOSHION : wuvvvesmsesissssssssssssssssesosssssissssssssssassssseesassssssesssssssserssasssesssssss st bmmsessesemescoses oo
Any other issues :
B s snmessmms s s R Y e e M e i
| [ RS S o ... S OUUTRTN T.
i Maternal
Time I"“;::?/::;m Bolus (ml) Leﬂmﬁ!gm BP | Pulse FHR Comments )
=

L
Delivery Details : ~ Time : ....c.ccoevveeeeee. APGAR: .......ocooveeee SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and TiP INSPECIRA : ........cccovieiiiiiiiiiiieiseesenseessesserrssessesssnsasessessassassesensassasssasssss sassssnossnenssesssssssseses
Patient STUSTRCHON T icisnimminmsamsussimsisiinsinmmmsmeesssamsnssammassrsssgsamsassessnsessebiissasersnrsheeressmmenrssavsarnsssasnse

Discharge /Shifting ordered by
DECIOr BIEIERR, <oscinimmapmmmsssssmisisms:
DOCOr NAME: ...t

Dateand TIMes o cmen mmrmmnr s et i e
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Master ANAY KUMAR i .

CONSENT FORM FOR GENERAL / ~ Fizzu.icis ™ s | U BirthRight
REGIONAL ANAESTHESIA / ll\l\ll\lll\\|||||l|||\\|llllll\\ll\l . | (N eumo s
MONITORED ANESTHESIA CARE

Patient Néﬂe: .......... M\/ ...... tumm ..................................... Age : "‘“‘( ...... Gender Male‘{ Female OJ

UHID NO:F....%QH..t.QQ.&?k.S.éi.lSurgeon NAME: oo 7. ASARNAA s
|

ANGEStNESIOIOGISt .. 'Dvl‘g«f\gw&ﬁ\ .....................................................................

Operatwaw procedure planned : . ?ujpwaﬁ % 1 ¥ %\ﬂoweo‘ L»{ Lot Qf‘ﬁf&zﬂﬂ

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 aq'fld 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 reliéf without numbness can be achieved by infusing weak solutions of local anesthetics arid 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.

O Heart disease [0 Hypertension [ Diabetes mellitus (1 Renal failure

[ Hepatic disorders [ Shock [J Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease

R I o i o mecmcnnens e nassassnansmesiiiRennsseasasmasi oansnms sasbsbemha bR RS S S R SRS S AT A S T S s AR
Comments : ....... ?0&"’% ..... D@%@x .......................................................................................................
« Doctor to document in medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform “upon me / my patient
B, Yuwaa. the above mentioned operation / Diagnostic / Therapeutic procedures

‘l)u(’.p%wﬁ LAY FoNovd ")\( e 0800 seo..

I authdnze and give consent for anaesthesia ( C1 Regional / O General Anesthesia / CJ Monitored Anesthesia Care as
consiJered appropriate by the anaesthetic team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments and answered my specific queries and concerns about this matter. | have read and understood the information
provided in this form | acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific
to my individual circumstances, and | have considered them before Consenting for anesthesia.

Docu. No.: RCH/FRM/CLINICAL/021 PT.O



I 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, asthmatic reactions, headaches.

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

That | authorize and give consent to the team of doctors attending on me to administer biood products during the
course of operative period and immediately thereafter in need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her
will administer the Anaesthesia.

Pregnant: O Yes O No
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

| have given the patient an opportunity to ask questions and | have answered these.

Patient / Patient Attendant : Witness :
Signature : chfru—«, .................................... Signature : !47’““4/&"'“&*/ ..............
Name : :Dm{:akmhmw Name : ... AR ot 2o..... otz ...

Relationship with Patient: Hotheg o Date & Time : \)Q[@Q@gh@g({\,
Date & Time : l)élzé—zééopw

Doctor (who is taking the consent) :
Signature : ... S .
NAB : occinnin bvw'g\n.gumtm, ................

Date & Time : (,G |24 6.‘,.2.01’”"3




