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e 28-03-2024 2Y3M9D {F)

Patient Stick 0 5l Meghana

e AT

,f/{//__.
Rainbow”® ' S
Children’s ‘Bll’tthght

Hospital BY RAINBOW HOSPITALS

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

SURGERY DETAILS

17 SRR S—QW ...................

;s Qo
Patient Name: B“}"J ...... FARONKR Date of Birth: ..... 297 0.0 20K, Age: ... 2.
Gender: ........... B i o Ward: ...........[2 N UHID No.: ........... CNM@M‘ ...........
Date of SUTGRIY: ... stk ]OT-1 gT0T-2 [10T-3 [10T-4 [JOBGOT-1 []OBG OT-2

1. Surgeon : Tl ...... S ""'thw ................................

2. Anaesthetist

3. ASR SO ! ... iiiineeinsiieihos e Hparitiikns

4. QT Technician

5. Circulating Nurse ‘k@"‘}( ........

6. Assistant Nurse

Special Equipment: [} Laparascopy

1 C-ARM
[} Neuro Cusa
Signature of the Surgeon
Order NO: o.vvoeevvvnn! q ﬁollgb‘ L

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

(| Broncoscope
(| Cystoscopy
(| Others

] Harmonic ] Morcelator

(] Versa Point ] Liver Cusa

Signature of Circulating Nurse
Order by: ............... MM\ 5»/ W R



N S w Eﬁ??ﬁ"ﬁfs ‘BirthRight'
T Hospita sonices
LIy 7 o FONSUMABLESGEOT - TPE

w.s T Technician : .......... Q...agd®-........ Date:....%.{ﬂfﬁ ................ Time { ...... . 506"]’

Anaesthesia Disposables (_ﬁ-r Ium“" useq | SUrgical Disposables z ,“mm" usea| Disposables (Baby Side) mm"m
ETwoe  3.¢. (o 144 ] ©1] MaiorPack Sixet sealin ke | g 1] IniVitK
LMA S o) | — | Sutures & Cord Clamp
ECG leads : A\fﬁ/ N S | o Suction Catheter
HME filter : A/P)/ N o|] ol Feeding Tube
Syringes :10cc (0 o5 = . e Vaccum Suction Set
05 cc 1° | os | sioves QL0 14(4Y, ol \I| Surgical Gloves
02 cc O] ot 8 Crll 2(3 0 /> PHIA | Gauze Pack
01 cc L e . ol / Syringe 1ml / 2ml
Cautery plate : {7 PN 0) | — | Surgical blade Surgical Blade # 20
IV set . Of | ©)| NGtube Koochies (S)
s © )| O] Cautery pencil 1) 5 Bodr A AN
NS (T0%y/ 0omi/Soomi/ 1000m | ©7 | @ 1 Koochies Axomads, A g
U‘Eqé‘\‘,m_ D) O \| Ointments & r([ f:;‘ 3G 52 G
Ve o] §eo | 97 | O) | Suction Catheter X 92 dibldﬂp b B
Fentanyi ; Ol [ 0)] Cep. Mask o R\ Gapze | /1)
Morphine Gauze Pack (M sk =] G5 .
Ketamine Mop Pack — Tal b
Propofol D2| O} | Steristrip Ul
Rocuronium ®\ | ©O) | Underpad A L
Glycopyrolate =\ © | | ©| | Draw sheet 1 \
Myopyrolate X ‘5 20) 0) | 0) | Abgel ;
Ondanseton ~ ~—— O [ [ | Foleys catheter
Pencan 25g/ Spinal Needle 22 Urobag OL 0. I —
Bupivacaine 0.25% O) | — | Chest Drainage Catheter D@ 1820 ”7’ —
Bupivacaine 0.25%(Heavy) Romodrain bag Qronoea(C P} ) | —
Antibiotics Bandage Nosonedloe) | 0] —
Ndec o O )| © )| Tegaderm o
Suppositories J loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg—— Vaccum Suction set
Justin (12.5Mg ’¥5mg/100mg | &) | © || Plastic Bed Sheet
Tab. Misoprost—200mg < ol el Betadine Solution
2,00 \Oca {10dCw] 14| © || Microshield
Qo vl [ G Cotngais
Diovce & T~me<a | | — | LatexGloves
SJ eade. 22,1y |ty | — | Ramdione Scrub
Q- e Spltiz | 149y — | Sand

Surgeon Anaesthesiologist

Order No. C(,éq‘lm—— .......................... Ordered by : .

Doc. No. : RCH/ FRM / GENERAL / 125



\Ra B . Rainbow Children's Hospital - Banjara Hills
in

bow . 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  ®thagn TEL NO :+91-40-4466 5555
. WEB : https://rainbowhospitals.in

ADMISSION SHEET
RN LR L E LT R AR T

Registration Details :
Admission No : IP5-00176066 Admit Date : 07-Jul-2026 Admit Time :09:46 AM UHID : KUH-00213437
Patient Details :
Patient Name : Baby POLNATI TANVIKA . Age :2Y3M9D
Guardian : Mr POLNATI VENKAT } DOB : 28-03-2024
Gender : Female Religion
Occupation - Martial Status : Single
Address (H) : FLAT NO 111, BLOCK A, GIRIJA MARVEL, Phone No : 89912656116/ 9553695566

CHANDANAGAR, MIYAPUR Chandanagar ;

Hyderabad Telangana INDIA 500050 E-mal * NO@GMAIL.COM
Admission Details :
Bed Type : DAY CARE Beél No :PRE OP 405 Ward Name : 4F-OT COMPLEX
RoomNo : PRE OP 405 Admission Type : First Visit
Contact Details :
Name : Mr POLNATI VENKAT ‘ Relationship : Father
Contact Address : FLAT NO 111, BLOCK A, GIRIJA MARVEL, Phone No : 19912656116

CHANDANAGAR, MIYAPUR Chandanagar
Hyderabad Telangana INDIA 500050

B Mb

Signature

Doctor Details : e

Doctor Name : Dr. Sri Meghana Specialisation : DENTAL
Referral Doctor : Self Phone No

Co-Consultant

Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 07/07/2026 09:47 : Printed By : 015513 Page 1 of 2
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ACTIVITY RECORD FOR BILLING
t
AL o R N I TR s 01 L SRR
K
B:ﬁ::?::f . 'Ps"'“'?uu ; :
UHIDNo.- ___ oo 1PN 28.03.295, T TANvIKs Y ORI - Bl ;o aalik o

O 8riMgnar, P90

Date of Admission: __ __ _ _ ’” /IM”/M’/”’””” /” M” ’/I Glichasgh: ~ . oo | e e

Room/BedNo: Ward: _________ --__ssted Billable bed type : _ _ _ _ __ _______
WARD TRANSFERS
Date Time From To Signature of Nurse
Habe | 100 et 0T ped e
3 [2[26 | 2% =t ol Billrn AxJer.

e 7

Cross Consultation Visit

Doctors Name Date Order No. Signature

9

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




INVESTIGATIONS

Date Investigations Order No. Signature
Al
oflot| P 6183C

i




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature

. r
PAL @’D Lokl

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




KUH-00213437 IP5-00176068

woriom | 2v3Ms0 <
Dr, 8rl Maghana Rainb‘ow. . 4 . -
s - BirthRight
W III|||I||||||iI||II|I Fosprial ~ | () scoemmstus
1t takes a lot to treat the ittie, Your Right to a Safe Delivery

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

_ - > ‘
Admitting Doctor h‘)"’ﬁfiMQa/b\M& Date : D‘&"f@:{'/ZD%

Type of Admission: C1OPD ¢HBR [ Referral (if referral, DOCION'S NAIMIE: w....eveesemeeseersssssssesssssssessssssseessssnssessesssssssssseseessssnssssees
Start Time of Assessment: G’L“Q«Dﬂﬂ Weight: ’25}4‘5 ;
Allergic History: ........ - LDY\D{)C .....................................................................................................................................
Chigf Complaints: ....C.CANMR. .vorro S B .| PEMiaTIC Assessment Triangle
L sT AN TEJMQM Ve O ﬁer_ A Appearance -TicLs . N®xuaaed

A Normal
enlCONCA S0 B C Circulation -l
[J Abnormal

.............................................................................................. Breathin
o Pallor 0O
.............................................................................................. 0O 4wos Cyanosis [J
O +WoB Mottling [J
Normal Bleeding O
.............................................................................................. [0  Gasping / Apnea
Initial Physiological Status: t-E3+Stable  [J Unstable Any urgent interventions needed: [ Yes (G-~
Life Threatening O e SRS TR e e S AR
Non Life Threatening O
R R R NG WIRM G S AN s e ST o e T T ST
Medication History: ............... S i e 3 SRR ST R s Y % 1o S e T
PPN HIOATIONS: ...cc.cconmsiosicietiun e isd s besasis shnsetssasnsdhasotss SRS, LR TR S R S LI e M R
¥ A
Primary Assessment ; Q°
] c 2 h
Any urgent interventions needed: [ Ye 0
(] Maintainable L . b 2 e Novasoisndopes iinmmiiiuptas s et iy
D NOt Maintainable -----------------------------------------------------------------------------
Breathing
Rate: Q'C‘S ......... Sp0, on FiO, )00’}2,){)\:0' Any urgent interventions needed: [J Yes-EHlo
Rhythm: .. AL Q.XauA_a\ | (S R . T S
- Retractions: [J Suprasternal JICR [JSCR
L Skl 03 Supradiaviciis ClNasal Flifing: - am it 4 |
Respiratory Noises: [ Stridor : 0 Wheezjng DGrunting .............................................................................
7 S |
Air Entry: B }L,Ahﬁt—) {__Qq_gM .............................................................................
Palpation Findings L RRETEEE e S e PRSI NI L L L

Docu. No. : RCHBH /FRM / CLINICAL / 157 E (PT.0.)



Q HR: [Ofp ]')W\ oFT I:Central ..... LA Any urgent interventions needed: [JYes [(JNo

o Picuslaed U \ Peripheral . <%:2.5€¢ T e mssretyessa S |
BP: CIﬁ?)(—?Q mmHg 0 Murmurs: OlYes “Sio

E Lo Liver Span '
Pulse Vol =0 S T T e iy e L ST T enat S
use VOME: |_ e iphera ..., 05 T
If in Shock: E Compens.ated ......................................................
HyPOLENSIVE v.vvvvrerreeees o - o TSRS .y - Y s, 0 3 Lol e A
Heart Failure: [ Yes JOM0

Muffled Heart Sound: [ Yes «&=+1{0
Engorged Neck Veins: [J Yes Hlo

71— o
GCS: --)--:?-;/-/-?-- AVPU: @ Any urgent interventions needed: [ Yes..=H(o
St 2 Responsiva.a/ Non-Responsive (]
Disabili Pupils: If Yes
Y v E Size I: Right ,SW\N"\
Left .3 ....... ¥ sssasssssssissssidhsstantaseissneosissesnssiolastdestsnasssssannstesnessein e
Active Seizures: [ Yes Qﬂﬁ SUGAS: ovvrerrsisrss SHoS s s

SIS OF NOURDIOOICA! COMPIOMERE sllocihoiiiciisiinen | sissaisustsisssiannsiontsstsmpestbiusbiissseuissssssossusossessinsasisiois

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

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

% :
posm@ - 1% !/( A" Any urgent interventions needed: [ Yes [4No
Any Rash: [lYes «LHNO,

If yes describe the rash ...........ecereeeseeeeseeseessscennns
Acﬁve bleed .................. :-“—:““““““""“" ..............................................................................................
Lacerations D Abrasions D bruises D ............................................................................

Deserbe: ..t T e I | e, B B RO B s T s s D

Final Physiological Status: [ Respiratory Distress [J Respiratory Failure [ Respiratory Arrest
' 0] Shock- Compensated ]  Hypotensive [J
O Cardiopulmonary Arrest v Hemodynamically Stable

Secondary Assessment: . Head to toe examination With POSItiVe fINAINGS: ..........ccceusererrrsesseressesersssssserssssssssssassssasssesssensssssnssssens

Need for Oxygen: [ Yes VEJ/NO ifyes Low Flow ] High Flow (J PPV (I

Final Diagnosis with possible Differential Diagnosis (If necessary): ......... EM!@MI&M‘D&QCMN’A ......
Assessment done by WQQ Sr. Doctor on Duty (If necessary)
Name of the Doctor: DJM NOSEPAGA. Kame 0IRe S L DOl L s inannis
Signature: ...... B Sr e s sssiincsatin SNt L R s i ciiisnsisavissessiosmasinssiins

Date & Time: O ............... 20% q&ﬂ f“/l BED S T ot IR i scisiiisiionssiiisnss
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AT

meuivATION RECONCILIATION FORM

S R STRSURTNURMI 08

(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

"

Rainbow”’ 3 S
Children’s i BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

ot known any Drug Allergies

Medication 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.

Shifting From: .................... f?\ ............................... Shifted to: ......... LI . 1S T
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY | pare ) Time ?gﬂ:ﬁﬁfg
1 ¢ ODeC
S
2 \ Jc doc
3 \ ¢ CODC
4 \ Oc Coc
&Y
5 \ Oc 0Ioc
6 \ 1€ OBC
~
7 \ OC OJDC
8 \\ OJc OJbe
™S
9 ¢ 0o
10 ¢ ODC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature ,%’/DTNW&CW

pate & Time : & 0. 2026, 9208 .
Nurse Name & Signature: N;\.cg,udﬁn\v-‘h .................
Date & Time : ﬁ'q%@il.@o‘* .................................

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

* C- Continue, DC - Discontinue




KUH-00213437 1PS.00176086 : "
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RESULT SHEET

Date 7 |+la4
Time 4. kv
Hb 121
PCV al. b
Mbis. o~
WBC | 9.93
v 22409
Platelets c,:.l 31 '
CRP '-
ESR

PCT

RBS

Na

K

Cl

Ca/Mg

Phosphate

Urea

Creatinine

ALP

SGPT

SGOT

T.Bill/Conj
T.Protein
S.Albumin
S.Globulin

A/G Ratio

Uric Acid
S.Amylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF Protein / Sugar
Cells

N/L

Docu. No. : RCHBH /FRM / CLINICAL / 0138 (P.1.0)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

Cultisin St SARSHIENES o . i i it potos iavss e ionbons st e T I e MR T e oo

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

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

Radiology : N L S SO DO O T PN o S U (TS I, AR 5 A

O, T N P L . N PR

Others (ERUITRRMIERREDRIIIREMIEL) © .. -....covveovssososivonsvmsivmsimssmaivstinm sssmsusse v v R dopnsssassmvioos
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Rainbow® ; o
Children’s ‘Blrthmght

Hospital BY RAINBOW HOSPITALS

It takes a lot to treat the little. 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.

| IV Site
Thrombo-

SR
Date | Time | ot Fig

Route .

NG

Sign.
Score | Nurse

Diarrhoea | Vomit |Drainage | Urine | Phiebitis

Mouth

A%

N.G

Total Output :

)\\&ﬁ, 04:00pm | g by | 50 AL

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

Docu. No. : RCHBH /FRM / CLINICAL / 092

Total 24 hrs. Output




Patient Sticker ] . ’

=

Rainbow® &

[FLUID CHART)  fiospia* | gttt

N

Tt takes a lot 10 treat the littie. Your Right to 3 Safe Delivery

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 ) L - ‘Tgv'sa:‘ 4
rompo- N
Date | Time gaéﬂ:'i% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis ,?l',?s”;,

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 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



KUH-00213437 IP5-00176086
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RO

DRUG CHART

"%
Rainbow® [

Hospital

BY RAINBOW HOSPITALS

Children’s .BirthRight"

It takes a lot to treat the little.

Your Right to a Safe Delivery

Date of Admission: & F-/ 0. T/ZOLE Drug Alergies: ... =Nt known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.

DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.

- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.

- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this

drug sheet folder.

NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route  5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
. Datey
DRUG : Tige

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

Y

Tirpe

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

DRUG :

Date

v

Tir'ne

Dose Route | Frequency [Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4

(P.T.0)



KUH-00213437 IP5-00178066
Baby POLNATI TANVIKA
28-03-2024 2Y3imsep (F)

VT o

REGULAR PRESCRIPTIONS weight. \2:S K~ Ward. oo

Date»

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
Tirpe

DRUG :

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Datey

DRUG :

Tirpe
Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : B

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



Or. 8rl Meghana

i

.y

Weight. ..l?v.f.g...’%‘Ward. .....................

Date»
VARIABLE DOSE Tlme Nurse Sig. ] Nurse Sig l Nurse Sig. I Nurge Sig-
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Dose Do:
Route Start Date o pose -
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Name & Signature of the Doctor Oowe o Eo s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Da:
Additional Instructions: - i oose “
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TIU‘IE l Nurs:Sig. | Nurs‘e'Sig, l Nurs\;Siq. Nurs‘%Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. D Sign Dr. Sign Or. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign Dr. Sign.
Name & Signature of the Doctor e Oows e .
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: - - - Do
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
1 e g Dosage & Other Slhnatre
Date Time Medication Mistictions Route g Nurses
o |offac| 1L : 10pm | TNT PARA csTRMOY 90 my |V 7 [T
; -'ﬁuc-?v
o1lotfe] 10 0o pm| S DIcLor snvac 2 m4 PIR |ty M-
v ™

Page: 3/4

(P.1.0)
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T 5
R IS
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Baby POLNATI TANVIKA Rainl "
9D (F) ok . . -
e Children's | @ BirthRight
nl" m ' Hos pita| BY RAINBOW HOSPITALS
mlllmu | It takes a lot to treat the ittle. Your Right to a Safe Delivery

INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient Q%am‘ent 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 leave no blank space)

| acknowledge the following:

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

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

Benefits of the Surgery(s) / Procedure(s) A " Alternatives of the Surgery(s) / Procedure(s)

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 freatment 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:

a.
b.

1. | authorize Dr. and his / her team to perform the procedural sedation
upon the patient / myself.

2. lrecognize that the practice of medicine is as much an art as a science and therefore acknowledge that no guarantees have been
or can be made regarding the likelihood of success or outcomes.

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

Patient / Patient Attendant: Witness:

Signature: ......... SMW ...........................
Name: ... \JENLKAT 5 P T Name: ............ gﬁ‘“ﬁ\W\DW@f .................
Relationship with patient: &Tbﬁ@ ......................... Date & Time: ......... e W’\b‘?\?—(g ............... =2 g.;...‘f%fm
Date & Time: @?‘1.06[% ................. @ .......... /;3;
Doctor (who is taking consent):
Signature: % ...................... Name: . JA.53 M hasi..... Date :}’9149 Time.... 12300 .
Docu. No.: RCHBM/FRM CLINICAL / 027 (26) (PTO)
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KUH-00213437 IP5-00176066
Baby POLNATI TANVIKA

28-03-2024 2vyamep (F)
r. 8rl Maghana

n
SURGICAL A:?g:rgeon: ..................... V\%’ ............ ‘ Patient Name:,,EQJ;H,-.....‘-[QM).\;:.m.\..Age:‘2.4’:'(..... B o

s AFETY CHECKLI ST Anaesthetist : Dﬂg’h&ﬂw ......... I UHID Ngi l‘@ [ RLebk...... Surg:ery Name : ..Com pleyasd 2. o0 m "l"” mm"m”” M""ll
SCrub NUrSe : ...~ X0 ........ Date : .¥-\§ bl inime : ... §-SZXOut-time - L EW XY
Before Induction of Anaesthesia > » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time:...]|. 55, TIME OUT  Time:..}2.2. 2347 SIGNOUT  Time...2..5%.p.~P
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Site “Yes CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure s CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) _—~T¥es INo CJNA
Consent fes CINo Correct Patient (Check ID Band) <TYes CNo The Specimen is Labelled (including
Site Marked OYes CONo ?(NA Correct Site &TYes CINo patient name) TYes CNo"TINA
Anaesthesia Safety Check Completed ZYes ONo Correct Procedure {YES INo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning [J¥és C1No Anticipated Critical Events Problems to be addressed OYes Do CINA
Does Patient have a: Surgeon Reviews:
Known Allergy? [1Yes CING What are the Critical or Une{‘p\?}:ted ,,.:»ﬁ To Surgettl:. Anaesthetist and Nurse:
i i iration Risk? Steps, Operative Duration, What are the key concerns fpr recovery
e Alrway./ Asplratlon' - Anticipated Blood Loss? .-r{ OYes CINo @NA and management of this patient? g ONo
Yes, & Equipment / Assistance z{ ¢ : 4
Available CYes @No Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concems? (JYes CINo [INAT
(7mi/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
Access and Fluids Planned TYes =Mo ONA Been Confirmed? are there Equipment
Blood Units Reserved OYes 2o CNA | [ issues orany Concams? ~Gi¥es ONo ONA
Has Antibiotic Prophylaxis been given Is Essentlal Imaging Displayed? Y6 Do ONA
within the last 60 minutes? _AY¥es ONo CINA Power Supply, Earthing, Power Backup
and functioning of equipment checked. ’yas’ CNo
B ................. e S Signature :...... 54& .....................................................
LR O gy . C TR, Name @/(IMMA{L\ML ..........................

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



KUH-00213437 IP5-00176066
Baby POLNATI TANVIKA

28-03-2024 2Y3mM9D (F) p
Patient oy, grl Maghana Wz

M Rainbow, | @ irthRight

Hospital . BY RAINBOW HOSPITALS
1t takes a ot to treat the little. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSl)

Date : 9{9‘(9—5

To Be Filled In By Assigned Nurse :

L e A i W P O T e Duration of Procedure : ....{\WA...........
Name of Surgeon : ............ R..x &SM&%W .............................. Date of Admission : %/’*/Lc: ......
Bundle Care Criteria : (Tick (\/) if done)
Staff Signature
1. | Antibiotic given prior to surgery ? [ ]Yes [4NO
[ ] Single Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? []Yes [0
Name of the ANtIDIOLIC : ..............corrrerrerrrrevererrsrre 5 R A b
2. | HairRemoval [ ]Yes[ ]JNo ifYes: Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room
T T - 5.
P

Skin preparation done (cleanse surgical area with antiseptic agent)? [ _}¥es[ ] No

3. | Patient's body temperature immediately post operation (Recovery Room) 335 °C é
[(Jora oOr [JAxila (Goal:36-37 °C) (

4. | Name of doctor or staff administering the antibiotic : ............. ‘—= .........................
Date & Time of antibiotic adminiStration : ...........ccccoieiereesircrnerieccercaccnecaenanessns
Date & Time procedure started : 9&9&3«@@ ......... [l . N

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
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Baby POLNATI TANVIKA P
\ 28-03-2024 2Y3M9D Rainb%w'
—————— Dr. 8rl Meghana e 5 ~
Children’s | @ BirthRight
] II|I|II|||||||IIIINI fospitar ~ | () menmooms
& 1t takes & lot to treat the little. Your Right to a Safe Delivery

OPERATION THEATER NOTES

o
Patient's Name : C&Qb\{\ ....... Tamiikes . ... Age: 2. Gender: [ Male [*Female
UHID NO.: «.oooeeeeeen. LTS G TR N N WIS ecciivsitin S0 S
Surgeon : L. g,g me bane. Asst. Surgeon :
Anesthetist: Hp  pin H&l OT Nurse: ¢, , apon OT Technician: M@
[

Pre-Operative Diagnosis:

Surgical Procedure :

(@.M?rd‘zmu)- by ZY NN v Up.

Indications for Surgery :

Eos N Childhod  Caniay
Date : 9.\9%},(, Start Time : (27 (o End Time :

Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes:

b Tuhbahs  done U | B Y. ey
,P'—-q‘ul‘om! done Vi S 9), 61,060
Yulpedloney 2 oyy, imvabim- Sh, bl
Croa  fnepah m - Yy, 3y

Yok P Lagriedy A
b et
Cantle Lyl
|

7 déubq

/
>\./

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

Amount of Blood Loss: — Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:
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Baby POLNAT! TANVIKA -
28-03-2024 2Y3M9D (

\

S || ([ T ssiow: | @ g

Hospital .w

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

POST-SURGICAL CARE PLAN FORM

Procedure Dong: .......... & ""'f’C"'!er* ........ I B NGl

P I i it oo -csiipasintn fonnppmiis b sess amneensdiosmaa o esibsminborapanni ines s ensan sodipphannps sdnt

Post-Operative Monitoring Parameters /Frequency:

—

Wound Care:

==

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

(OB ‘””‘1 [romh m

Nutritional Instructions:

o
**"“en to Start Mobilization:
Special Referrals:

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

Any Other Post-Operative Care Needed including Required Follow Up

Pl

Trearﬁ?ﬁurgeon

(Signature & Stamp) R o TR ST

Note: Plan of care will be readjusted if necessary.

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



