N

N ) . Rainbow Children's Hospital - Banjara Hills

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

G WEB : hitps://rainbowhospitals.in

ADMISSION SHEET

i |IIIIIII-IIIIII. (1 HEm
Registration Details : "

Admission No : IP5-00176015 Admit Date : 06-Jul-2026 Admit Time :10:30 AM UHID : BAH-00656652

Patient Details :

Patient Name : Master SUDAISI GARAD FARAH HUSSEIN Age :6Y5M29D
Guardian : Mr GARAD FURAH HUSSAIN DOB : 07-01-2020
Gender : Male Religion
Occupation - Martial Status : Single
Address (H) . PARAMOUNT COLONY Tolichowki Hyderabad Phone No : 9573764055
Telangana INDIA 500008 E-mail . NOMAIL@GMAIL.COM
Admission Details :
Bed Type : DAY CARE Bed No :PICU-DC 229 Ward Name : 2F-PICU I
RoomNo : PICU-DC 229 Admission Type : First Visit
Contact Details :
Name : Mr GARAD FURAH HUSSAIN Relationship : Father
Contact Address : PARAMOUNT COLONY Tolichowki Hyderabad Phone No : 9573764055
Telangana INDIA 500008
\
Signature
Doctor Details :
Doctor Name :Dr. MN V POUSHYA SAl Specialisation  : PEDIATRIC GASTROENTEROLOGY AND
HEPATOLOGY
Referral Doctor  : Self Phco hik
poConsuliant : Dr. Prashant Bachina
Payment Details : Deposit Amount  :0.00
Payment Mode :Cash Payor Name : SELFPAY

Printed Date / Time : 06/07/2026 10:34 Printed By : 015513 Page 10of 2
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BEIB No: 1= - - - " POUSKHYA g W Constiileal s o el @ oo Dapt:= 1.0 e
L
Room'/BegiNo™s ~ -~ | Mapd: - - Suggested Billable bedtype : _ _ ___________
WARD TRANSFERS
Date Time From To Signature of Nurse
elze | Ve ER 229 oo
Cross Consultation Visit
Doctors Name Date Order No. Signature
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3
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5
6
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8
9
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MEDICAL EQUIPMENT (WARD & ICU)
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PROCEDURE

Date

Procedure

Quantity Order No.

Signature
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ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor




BAMH-00858652 IP5-00176015
Master SUDAISI GARAD FARAH

e
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It takes 2 ot 1o treat the fittle. Your Right to a Safe Delivery

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor : ............ecovuvnneen. '94' ..... MN“P 4 "Lu‘] A LCL?‘ : Date : m{;’f}?@"

Type of Admission: (1 OPD R [ Referral (if referral, Doctor’'s Name:

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

SRR S ) L — Weight: ............ Q\ 6"’2,
BECIUMEHBIBIIE ... oiscsinsmsssinsninssessssiosninias SRS L 0T L TR A e
I Uit o0 Joie B L eiiiinss Pediatric Assessment Triangle
P\Qfah ' ______________ A Appearanc8 ~TIBLS " oo iiticnecssniiincinnatoon
O al
(‘B@W\(Vﬂ‘gd’@'{ Lok, %J.,P{}) ...... B C Circulation w
: UJ Abnormal
............................................................................................ Breathin
’ Pallor O
.............................................................................................. O +wos Cyanosis O
O +WwoB Mottling [
............................................................................................. ictal Bleeding O
.............................................................................................. 0  Gasping / Apnea
Initial Physiological Status: /Zlﬂable [ Unstable Any urgent interventions needed: [ Yes gNe’
I: Life Threatening [ B i b i S asiosiosonin
Non Life Threatening [0 '
Significant Past History: ks na sana s s ivs oo R R A e TR R T T et ol B ol i o e
L R N - . R ST SRR AR St O S o T O U, Shg LS RS
Relevant INVeStigations: ...............eeereressneeseee moins (’W”‘ 1'\7@1(7le"'_"’£oﬂ"’

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

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

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

PrimarvAssessment ; AQ'

] [4
Airway

Open ;
[J Maintainable T L el TR S SO SREO e L
[ Not Maintainable

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

Breathing 9 J I
RO it L‘ .f?."..o Spo, on.EonO18 ....... Cq - Any urgent interventions needed: [ Yes E»q/-
L UL — B YBE ...coiitinermms it SRR
- Retractions: [J Suprasternal CJICR (1 SCR
D) Sternal [ Supraclavicular [ NasalFlaring s |
~ Respiratory Noises: [ Stridor 7 El1Wheezing [CIGHUIDHAG . - -orerersisisusnssisnsosasaossinnssssonssisssdsosossosinsnssirasorsiianines
A B i i il itaisn i e R " il i Lo
PO FURINGE (I N00BBSarY) ittt i *rirssssstssistsibodsisommsrmmmmiesesisassasssssissesesi st ,

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



‘ Central ..{............ i i : {
Q & , o J’m? - [ ﬁ g Any urgent interventions needed: [ Yes D/No’

Circulation Peripheral}.......%... 1 R
BE . oot mmHg I L B T S PUNRT -. -
Central .....J... £5 ; 4 y
Pulse Volume: EPeripheral { ‘Jva% I LR i sttt Jol S L OO |
e A AR L
. P DU S
If in Shock: .
E Hypotensive ................ i d o S el P K S S | §
Heart Failure: [0 Yes [ No
Muffled Heart Sound: [J Yes [J No
Engorged Neck Veins: (] Yes [ No

O 161V H— T LT EE— Any urgent interventions needed: [J Yesﬁ}fo

Disability Pupils: I: :;ezsepons:iegﬁ i Y If Yes

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

Acﬁve Seizures: |:| Yes |:] No SuarS: ........................................................................................... b
SH0S OF NANOIUICH COMBIONIER oo isisiboormsesmsesens © | | Soopsisstissssisbtvosiitmmmmrmssiminssmomssesssssssinassensersasaiommssales

.............................................................
------------------------------------------------------------------------------------------

Any Rash: (OYes [1No,

R BB e T i O i R i s vessevesasoamasisesilii

AR B R e L s e e B R o e 2

Lacerations [(J Abrasions [ DrUiSEs [J = seressseossusssrasnsssasasssassnsssassssssassrmssanissasasssassssssanssothos

o O e RO NS R VR S O L T R A Nt SN B
Final Physiological Status: [ Respiratory Distress [0 Respiratory Failure [ Respiratory Arrest

[J Shock- Compensated 0  Hypotensive [J
3 Cardiopulmonary Arrest /Q'Fﬁnodynamically Stable
Secondary Assessment: = Head to toe examination With POSItIVE fINAINGS: .......c.cveruecremrmrssersenssarsssessensssssensesssssssssssesassessesstor

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

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

T T e e e P e R T L0 T e R e N A kbt SR, | 0

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

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

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

Need for Oxygen: [ Yes /LZJ'NE' if yes Low Flow % High Flow [J PPV [

Final Diagnosis with possible Differential Diagnosis (If necessary): s...... wAY 1‘3 ‘W)muw .................................................... ! >
Assessment done by Sr. Doctor on Duty (If necessary) 37
Name of the Doctor: ...........] NP anni s, Name Of the ST DOCION: «.ovvevvveeeseseresseeeessesssesssssnessessonees
SIGNALTS; ......reresrerssisreiiiitrmiig o8 NPQ(’ T T R P (ISR | o

Date & TIME: veveeeereeeee OK}?{%I ...... 1o ?DO Qun - DAl & TR, e R SR e i e i b s
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Your Right to a Safe Delivery

" LR
MEDICATION RECONCILIATION FORM

IRt ol ciuaiinsnssisins sossnsenssnismmammannnpbnosmmmsatusanstottins 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.
(Example: at the time of admission shifting from ICU to Ward, or Ward to ICUs)

Shifting From: ............. E"?— ................................... Shifted to: ............... 3 R S
S0 (seuen.?:'ﬂfﬁ'émw LEmERS) (mg?rsnig) (Po,?l%l."sf:, v) | FREQUENCY b‘:ﬁ:ﬁ?:,i ?gﬂ%‘"‘l’g
1 Oc doc
2 [JC ODC

3 / LIC JDC
4 / ¢ 0Jbc
5 / LIC [IDC
6 / [1C [JDC
7 / CIC CJDC

8 JC CJDC
9 / LJC CJDC
10 Jc [Jpc

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

Doctor Name & Signature : .......... N
Date & Time : 6]3791(:, ..... 101308
Nurse Name & Signature: /\vaw;@&e\w .................
Date & Time : ..... 6/#’2,@@,1015(3%

Docu. No. : RCHBH /FRM / GENERAL / 090
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PROGRESS NOTES AND DOCTOR'S ORDER
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PROGRESS NOTES AND DOCTOR'S ORDER

t
ganme Progress Notes Doctor's Order
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DRUG CHART

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

.BirthRight"

Date of Admission: i ':L\'?-;C ............. DI ABIGIOS: ...c.oceensemnsnrsmnsaniassaboiinsiviss insssssnisnisyrsnis Wnown 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.

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.

DOCTOR

S0S / PRN (As Required Medication)

Dater
Ti@e

DRUG :
Dose Route | Frequency |Start Date

Doctor's Signature | Valid Period| Pharm.

Additional Instructions:

Date

DRUG : Tie

Dose Route | Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

Date¥
Tigne

DRUG :
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)




BAM-00858652 IP$-00178015
Master SUDAISI GARAD FARAH
07-01-2020 GY!M!ID

Dr. M NV POUSHY. "

mm”m”mm"m”,m””" | REGULAR PRESCRIPTIONS  Weight. .2 & K- Ward. ...

v

Date

DHUG ; Time

Dose Route | Frequency [Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater
Tir'ne

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 :

Time
Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : bater

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



T smEnewe T UAM
7. M-ZMO EYSma0D (M)
Dr. M NV POUSHYA SA|

” ML T i weight. 21:€ K4~ Ward. ..o

Date»
VARIABLE DOSE T|me I NurS‘B'SIQ. I Nur§5|g I NufsiSig. I NurS‘B'Si';
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Or. Sign
Dy Dose Dose Dose
Route Start Date
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign
. D D
Name & Signature of the Doctor . . o e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
" o D D Dy D
Additional Instructions: o o o o
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tig’le Nurse Sig Nurs;Sig. Nurse Sig. l Nurse Sig
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Dy D Dy Dy
Route Start Date ose ose ose ose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor Oues e s el
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: pose o o -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
STAT / ONCE ONLY DRUGS
: o Dosage & Other i
Date Time Medication . R Signature
Instructions vl g Nurses

Page: 3/4 (P.T.0)
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07-01-2020 8Y&smMa9D

Dr. M NV POUSHYA 8Al ' i Rk 5’3 Ward. ..o
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BAH-00856852 IP5-00178015
Master SUDAISI GARAD FARAH
07-01-2020 BYSEM29D (M)
Dr. M NV POUSHYA SAl

M

Z

Rainbow. | @ BirthRight
CONSENT FOR SPECIAL PROCEDURES Hospital _ | )z
Patient Nameuw}wigu&ﬂiﬂ ..... —fmt‘-’ .................................. Gender: (] Male [+ Female
UHDNo: ........... RAH =00 6S86 G ment: ... PWO ...................................... pate: . GIEIR6........
[ R SN s MBI OO 61 TR, s S kL PIARRG T NETe  S  IAIE R EOR
Here by give consent for procedure of : ...................... O& ven.. U'OP“‘é ......................................................................
LT TR L SN SRRSO WIS 9 5.0 LI 1 S R

The doctors have clearly explained to me that the procedure has following possible complications:

Patient Attendant : Witness :

~“gnature : %__._\ ............................. Signature : j@/‘ .................................

Name: ........ }Q (‘é@@ ....................... Name : %44%4\/ ......... quﬂffﬂ fe

Relationship with Patient: e - &}'{g('ﬂzf £ Date&Time: ... 6'[}"'%?@1'&?"“ .................
Date & Time : ‘ ab

i

Docu. No. : RCHBH /FRM / CLINICAL / 019
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BAH-D0ES8852 IP5-00176015
g Eem - oo | @ gipcions
Vil O P e
Moderate Sedation Flow-Sheet
Immediate Pre-Sedation Assessment
B.P PR R.R Temp SPO, Pain Score Weight
W gablo] 23] ogife | (o0% | olio ¥

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

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

misk. benefits & alternatives discussed;
[J Patient understand & elects to proceed
[0 Consents for procedure and sedation signed and dated

;‘»A)ysical Status
ASA PS 1: Healthy Patient

0 ASAPS2: Mild Systemic Disease, no functional
limitations

[0 ASAPS3: Severe Systemic Disease, functional
limitations

(0 ASAPS4: Severe Systemic Disease, constant threat to
life

[J ASAPS5: Moribund Patient unlikely to survive 24 hrs.

O ASAPS6: A declared braindead patient whose organs

are being removed for donor purposes
(0 E: Emergency procedure
GCS: E M v

0 IV Site; Gauge:

Sedation Plan: WV |cebanSuo

Allergies:

AIRWAY EVALUATION

Mouth:
/E'Iﬁ:mal

[ Loose Teeth
0 Small Mouth
J Protruding Incisors
1 Receding Lower Jaw
] Dentures
Neck:
[J Normal
(] Decreased ROM
[J Thyromental Distance Less Than 6 cm
[J Short Neck

Mallampati Class: 11 o cim awv

Monitoring of Patient Intra — Procedure
Procedure Monitoring

Heart Rate (HR), Respiratory Rate (RR), Oxygen Saturation (0, Sat) continuously monitored, and Level of Consciousness (LoC) to
be monitored and recorded minimally every 15 minutes until 15 minutes after the last administration of any sedation, then every 30
minutes, then every 1 hour until stable. Respiratory status to be monitored continuously.

Level of Consciousness (LOC):
- Alert
[J V - Verbally Responsive
1 P - Painfully Responsive
UJ U - Unresponsive

Doc. No. : RCHBH/ FRM / CLINICAL / 140

(PT0.)



Observation to be documented every 15 mins

TIME BP PR RR 0, Sat% Su ,.e’g; atstion Comments / Initials
Baseline
LRoM | oofss | N0 24 W | m . =
1vzspr| yo/go | 20 26 agy | R4 . =
12:50 | loofpo | 110 24 ag~ | 04 . s
ot ROUTE DOSE "TIME GIVEN | SUBSEQUENT DOSES AND TIME
kedenfue_ (84 20ng I2, 20pH s
J

Doctor Notes: ..... F’UCQCLKM UMWM ........................... (

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

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

Time of transportation to post sedation Care ro0M: ............cccueeemrernsnssssesssnsrsssssssnsnnes 7 e e M A SR

Doctor Name: ...............o.... AU SO Signature: }é:i ...... B P

Post Sedation Care Room

Time qm«b{n ﬂ_D] Ci3 A
Monitoring W
ECG NBP  Oximeter 160 g | V]

Pain SCOre (0-10) covvvvvecrrservnsseenerenens 140

Sedation Score (0-4).......cceevuvenerrennnes 120 s
w B 17
80 U (
e =
40 (01.1;} _L&W

TOTAL ALDRETTE SCORE AT DISCHARGE =
(If 3 and more patient can discharge from post Sedation care unit

Activity : Consciousness: Respiration: Oxygen Saturation: Circulation:
Four extremities = 2 Fully awake = 2 Breathe Deep= 2 Sat 0,>92 % on room air = 2 E;:; g 2=02mm hg of
Two extremities = 1 Arousal oncalling=1 Dyspnea, limited breathing = 1 gﬁ:g)gzn_toraintain BP +/- 20-50 mm hg of
- pre-op = 1
No extremities = 0 Unresponsive=0 Apnea = 0 Saturation <90% with oxygen = 0 Efe_’a‘;"f o hg of

Patient Discharge Ti
B . A e e

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

Dale: .......o o XL

Consultant Name: .......cc.evervenens

Stamp
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Hospital . BY RAINBOW HOSPITALS

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

CONSENT FOR PROCEDURAL SEDATION

Authorization By: [] Patient [ Patient Attendant

I, the undersigned do hereby acknowiedge the following:
» | have been made aware by the doctors in language known to me the details of sedation planned for the procedure

Hypoku cinn, BRradytoudia , IKUDIVobN qu,uwn

* | have been made aware of the possfble complications from the procedu(e of sedation as follows:

» Changes in heart rate, blood pressure, need for oxygen supplementation, allergic reactions, upper airway obstruction,
laryngospasm, conversion to general anaesthesia

? | have been made aware that the sedation is being advised to relieve pain and anxiety during the procedure. It will help me remain
calm, comfortable, and cooperative, allowing the procedure to be performed smoothly and safely.

» | have been clearly explained about the benefits, risk, and alternative of the sedation which is General Anaesthesia.

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

* 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.

Witness:

T R S e M Signature:

me: Q! T Name: M/(ﬁ

elatlonshtp with patient: ..................J..[. &i{g{ ......... Date & THAE L. i e, 6[—'”46@(&13.{)
e R nRa:............co.o... 6[:“ ........ @\&?h\ ................ :

Doctor (who is taking consent):

Signature: ..\ ...

Docu.No. RCHBH/FRM / CLINICAL / 020
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588 / 688 ©8030&: g:

BOBBO: ceiiiiiiieciriieeieieiisssssssssssssssasaeessssssssrnnnnanes OB, ... ovosssrnemensinsotsammmasotresmsssesesinptissssasnasss sasinses
B0t voviinnrsnsicsissnnssisantsnssiessstssivasibssnnsssenassansisssnnsis T NIRRT Lot 1 < MRS it | RN
GOBEB H00BIOL0: uerreererrieiiessrsereeeeseaeseesssessesseeses BO & HEOGDO: vevvrerreerrerreereerrrerrreeeeenns s
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PROCEDURI

-

(TIMEOUT OUTSIDE 0OT)

N
Rainbow® 4 £ =
Children's | @ BirthRight
Hospital BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

AP (1111 ITHETHE

Date: ... JGEH1RS......... InTime: oo

. Gender: D«Mﬁe []Female  UHID. No:
!&;_é{.\z._pm...._.__._.._..

Out-Time: ..

(AOH-006V66 L

AR
DKN&B\QU& .............................. Assisting Nurse: e

Doctor Pariorining PTOCEOUTE: ...l . & N e s sseeniinosisanass Doctor Giving Sedation: .....J 2K . IMeX C &ML ... ASSisting Nurse: LA RN
SBNIN_ Time: AR1RIPD TMEOUT  Time: [R0ASPM SGNOUT_ 7ime:...| AIRFPM
Yes No NA Yes No NA Yes No NA
Patient is verified using two identifires (Name & UHID) M{ Taas) Correct Patient sl ) Name of the Surgical / Invasive Procedure is recorded [ " )
All required documents, images, studies are available [ " | Correct Site u/ e Instrument, Sponge and Needle Count Completed |\/ |
NPO Status Checked from Patient / Patient Attendant | '/L C Correct Procedure Specimens are labeled / =

Consent is Signed

. fm
Any need for blood products OO
VB COMIMBOE ... oo vesmmnaniansasssiniants onpirisasriesis
Any Risk of Hemodynamic Compromise =R v. -
BENEE COMMBNE ....cocuiinnicidonaisiviminiissihetissdimmtisis
Any drug or food allergy

08 COTMDBNE civiicsiasiossinssomsssin s os amspiiaa
Correct Site of Procedure Marked

All resources required are correct, availableand | A [ [
functioning

i

Signature of the Doctor: ............... @ ...............................
L

Name of the Doctor: ................... Q

All the team members introduced

Name of the Nurse: ..............

7O O
i

| . B

Skanature of e NIEE: ... coR I il ecoseasscsssreaminmmssossadossorarases

o O

Any equipment problems are addressed

80!“0“%
Sl aratiire O B R R s e nessssannessnsassinsssssmenssbines
4

Name of the Nurse: ........c......,
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PATIENT TRANSFER FORM

%

Rainbow’ . -
Children's | @ BirthRight
Hospital ' EYfH_ﬂI_NBUW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
C,[?['zc, @, 16120, (,/':f[% @,
:Au-ucssusz IP5-00176015
™  Master 8 GARAD
propemics g e rptl Transfer Ordered by Reason for Transfer

Dr, M NV POUSHYA

T

AL - *PMUL'&

A&[AM_\.S,S_.‘Q e

From Unit

R

Number of Sheets in Clinical File

To Unit
8T 929

Number of Imaging Films

Information to Attendant

Yes/ No|[ |

Personal belongings including
clinical documents. If any handed

A\ over to attendant
9 pts
O Yes| A No[ |
9 f yes, what ?
Medications / Consumables / Surgicals / Hand over

Sl.No. ltem Name Quantity

. Ty, kedamdug 2ind =D

2

o —— ——

3. O

4, /

8.

Shifting Summary / Notes Written by Doctor: ~ Yps[_+—  No[ ]

Name & Signature of Person who is Transferring

NERC s L

Patient & Clinical Records Received by :M
\/ ab

£
s @\\‘ o

Name of Person Ordered Transfer

DA s poatlibo

Date & Time of Patient Received :

If the transfer order time & Completion time is more than 30 minutes, please tick the reason mentioned below :

__| Unavailable Bed _| Nurse not Available [ | Available Bed not ready
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