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e . 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 S TEL NO :+91-40-4466 5555

R WEB : https://rainbowhospitals.in

ADMISSION SHEET
; R AR T R |
Registration Details :
Admission No : IP5-00176020 Admit Date : 06-Jul-2026 Admit Time : 11:30 AM UHID : VIH-00203840
Patient Details :
Patient Name : Master MOHAMMED ARSLAN UDDIN Age :1Y4M3D
Guardian : MrMOHAMMED AZHAR UDDIN DOB : 03-03-2025 01:00 AM
Gender : Male Religion
Occupation : Martial Status : Single
Address (H) : Nizamabad R S Nizamabad R S Nizamabad Phone No : 6303796906
Telangana INDIA 503003 E-mail : na@gmail.com
Admission Details :
Bed Type : DAY CARE Bed No :POST OP 410 Ward Name :4F-OT COMPLEX
RoomNo : POST OP 410 Admission Type : First Visit
Contact Details :
Name : Mr MOHAMMED AZHAR UDDIN Relationship : Father
Contact Address : Nizamabad R S Nizamabad R S Nizamabad Phone No : [ 6303796906
Telangana INDIA 503003
Signatura
Doctor Details :
Doctor Name : Dr. ALISHA BABBAR ' Specialisation  : PEDIATRIC GASTROENTEROLOGY AND
HEPATOLOGY
Referral Doctor : Self Mo i
Co-Consultant :
Payment Details : Deposit Amount  :0.00
Payment Mode :Cash Payor Name : SELFPAY

ted Date / Time : 06/07/2026 11:31 Printed By : 015513 Page 1 of 2
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oweatramision__ "IN~ weotosemne:_______wme________
Room/BedNo:_____ NMaidy = - oo Suggested Billable bedtype: ____
WARD TRANSFERS
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INVESTIGATIONS
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MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
A\ — V
DéE‘D:F' [V D/MWLG‘B— ! 299 44\ | sauidag

I
PAC fob Aaris )
pA-C o] s

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Your Right to a Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
8020 .
v\*m%“.:":muw ﬂ:ﬁz&w ™ é f';ﬁ L?—g @\ zand ¢ ( jf\ L@ {2l 3]
ug.n!- ‘m\\“\\\ \\\ Transfer Ordered by Reason for Transfer
\\\ . Ewaj . WP ,4’-:12\/\/\‘; 5 IN S
From Unit To Unit Information to Attendant
e~ OT Jes— Mol
Number of Sheets in Clinical File Number of Imaging Films Personal belongings including
njcal documents. If any handed
" ) P ,ﬂ over to attendant
7D NV T No[J
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. ltem Name Quantity
1. M(‘-‘ bl @ .
2. _
3 /
4, /
1 ¢
Shifting Summary / Notes Written by Doctor : ‘gea*’_‘ No[ |
Name & Signature of Person who is Transferring Name of Person Ordered Transfer

PR3 s widen SIS

Patient & Clinical Records Received by :
Noar-
Date & Time of Patient Received : \O\V\X QN @ 205
| e N

It 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

Docu. No. : RCHBH /FRM / CLINICAL / 102
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_ OPERATION THEATER NOTES

(\Jd,z
Patient’s Name : WFJ( ....... M ObgmdMgbﬁAg ............. Gender: ~Wale []Female
UHID No.: . NIH=002838F-C = Weight:fgﬂgﬂ T SR

Surgeon : WQ Asst. Surgeon :
h &
Anesthetist: 1D - @,kwd M oT Nurse."g;kfﬁu,‘, OT Technician: v, faLfr

Pre-Operative Diagnosis: : J

C@ch\,o/)wp?, 7 Aw/rwd
Indications for Surgery :
COAIOMAL  duar I IrB L s 7
Date: b B‘OB\% StartTime: )2\ 44 EndTime: |2 \J o gt
Pre Operative Preparations:

Surgical Procedure :

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes: Qop_m\m% fm *&M D Mcdra -
N\ ez

J

\«QA.UM 4\‘0’\0&)@- Wuw%a.

cecnn | 10 vadve a-(!tﬂ .

—r

&QC.CMQM(@.

TOMIVCALE  C ol - /rowJL modulorte @)
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No WW

AW mw

X

Amount of Blood Loss: & yn

Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:

L MI/QJ/
/

Name of the Surgeon: DY .............................. TECR——

Signature of the Surgeon: ...[NAZ o

Date & Time: éH ..................................................
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CONSENT FOR ANAESTHESIA

Authorization By: [ Patient E’ﬁt?ent Attendant

Operative Procedure: CQ(QMS.'CO )

Anaesthesiologist: b\»‘gu.fo YA

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.

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

[ Others ................ ® 3"'?‘/0(‘1&:4:0- .......... % ey ZU-NM' ...................................................................................

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
[] Regional Anaesthesia (] General Anaesthesia G’ﬁ}nitored Anaesthesia Care

e | 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.

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

e | also authorize and give consent to the team of doctors attending on me to administer blood products during the course of
operative period and immediately thereafter if need arises.

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

e | 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: W ........................................... Signature: ........... .

B ..o it A\L’.{\\R— ............................... L . S
Relationship with patient: .......... (_\ \/ ........... Date & Time: ...... @6[

Date & Time: ........c......... b0 a2k . @\

Doctor (who is taking consent):

e Ve la.. Name: D&Sw‘gﬁ‘-’l% ...... Date él'—{"u Time:.....X0) SEARNA...

Docu. No. : RCHBH / FRM / CLINICAL / 021(26)
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epartment of Anaesthesiology ocauscananan D M ainbow' | @ o iLpioht
P ANAESTHENC EVALUATION TN ~ Sezpicr | W@z
Name: M&‘QMM‘ML@V\ ge: l‘-{hzw\ S, oo UHIDNo - ... N1 -00 20 380D
Date ....,é,.‘.:‘.’b’c Time: QLA™ Proposed Operation: CQ{Q(\OA ......... "bb‘b‘f&\T

ASA Physical Status: O 1 02 O3 04 05

B.P/CRT: ovvvrn R i Weight: 3*‘[[071
P

\(A(Hgb: ﬂj% ..................

Laboratory Data:

GIUCOSE: +.vvvveeececersssnenneenes PTOTBIN oot HV: o NB YolBY: . s desinias
Heaa e [T LT R HBS AQ: ..oonvenniinnians s . W ol
GBI ol cmicassisstionis Toll B .nainaand i e T 2D B0 ... duppinte
B i e B T iR Dir. Bill: e Blood group: ........c..... Stress/ANglO: ....c.ccccvnen
EBHE occissssnigsmns j 1 | e (511 PR AR, .
1 e Tt Akphos! ....caissiaiis L P
T T— MO eomsmmmrsiermissessisintia AMYIASE: ovvorrereesierreerees 11 RO
"] R AR S > L SGOT/SGPT: ...cooverrmereciaiaas Allergies:
Medical History: ~ CVS: / " C.g% “’{W‘ 2,4k q { po Mreo M'm
1
RESP: Not Dbl . ¢ - O
ONS : gttt eant v \ocdvatd epto dals
Renal : ) " AR fo v
Hepatic / GE : Physical Activity: p (2?2 i i;
Others :
Past Anaesthefic History: —
Physical Exam:
Airway: MP1234 Mouth Opening: Mentohyoid Distance: Neck: Teeth: "Eiﬂf/x lhb.a;(-

Lungs : B_prg(@‘ C/QI{M

Heat: O\ 0. 75
Groeey whdaek

CNS:

Pregnant: ] Yes [ No LINA"

Venous Access Site ;

Anaesthetic Plan:,Z"MAC [JREGIONAL CIGA-ETT [JLMA

Spine Exam for regional :( ‘Q)
=

o

o No

Peri-Operative Plan Explained to the Patier?[ (G‘(BS
O e, Q

T O VO

CURRENT MEDICATIONS DOSAGE

Pre-Operative Instructions:

ehhe = bhttweal! 620

—

. DVT Prophylaxis :

Youbujajufee
NI ORAL< G 6 g C 4% )

_Informed Consent: .~=Sfandard O High Risk

. Post Operative Pain Management: D»En/%ussed with Patient

. Other Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 044
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Pre Induction Assessment:

z
Rainbow® ® - T ‘
B
ANAESTHESIA CHART ~ Ghildrens .Bviﬁﬂﬁﬁm

Change in Patient Condition:

] Yes Zﬂ

Fasting Status: Cevv}l‘w

|

Pl
. Physical Status: E/Patient Identified Mcmsent Present [—€hart Reviewed T
HR: WU Bpm [BP/CRT: BO[Go  [Sp0;, 4R .on LA [RR: 20 [wu'n | Last Feed: * &g
]
Pre-0P Diagnosis: ..............cooeeomovvememrooo Operation: CE&W-‘ .................................. Date : 6(:‘6&2-& ............
Surgeon: . . Ve Anaesthesiologist: ... Px.. Sealvoumoins aTechnician: ¢
TIME T oo [T [P 230 (174 v %’
N,O /AIR/IO) LPM [ 2
HALO /SO/SEVO o Antibiotic
Drugs:
(\ Suppository
NTRNY ) |
\ 3
@4{ STy, 5o
£
A Blood Loss
FIO, / Sa0 too (190 | oo [too oo
ETCO, 22 24128126 |30
ECG NSRINCR | NIRINGE
Temperature . v i o
Urine Output NOTES
:
£z
[vey- -]
8P 240
V' Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Toumiquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120 434 ;
i YV v
80 A L
60 = F A
40 &3
20
10
0
ABG
LAB Values
GRBS
| Others
L=Equipment Checked and Temp: II;MM Regional:
Functional [ HME [Z] Fluid Warmer v [] Inhal Extremity Specify: ..
& BP g/cung Film [C] OH Warmer = Pre 0, I RSI ["] Spinal ] Epidural D Caudal
£ Cuff Sitef . Hugger's [] Cotton Wool [ Others Others: ...,
[=EKG Lead S :‘!ask ggsﬁ\ HMD : IP“’"‘g,s s
O TempSite \ irway ra asal
= # L \21W I‘gm g5 A Needle SiZe: ..................... DEQH: oo
[T FIO,Monitor , .
[ Agent Monitor OP Start: .. [J Oral D Nasal D Cuﬂ' Parasthesia (] Yes [ No
Pulse Oximeter OPEnd: ....... i - L] Tracheostomy (] Topical Catheter at skin ...................cm
B Capnograph Leave OR: ... 1. L{K—P‘W] I SR S P —
[J  Ventilator Anaesthesia: ] Awake [] Direct Vision BOMISY s ovsissisonsssssinivnss
] Nerve Stimulator O GA ] Video Laryngoscopy [] Stylette / Bougie Infusion
i 47 Wonitored Anaesthesia Care O Fiberoptic Block Level
"°‘"'°"~Lg'w [} Regional Blade# ............... AHEMPLS: ...oooooocorree i
2 Pressure Points Checed T Sah
Line (Size & Location) Transportation to .
Eye Care: CHOVP: soiciisisisimcnrees (] Bilat = BS [ PACU Clicu [ Other i
C?-,Oin! 1 Semi-Closed Circle Relaxant Reversed (] Yes CONe [JNA :
l«T"_Tape i |
el Padding S gl::d Ko Name of the Doctor -, AJY. k*(ﬁ" 5)1114‘ .
O Awake Signature of the Doctor Kﬁ.{
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It takes a lot to treat the little

POST-ANAESTHESIA CARE UNIT RECORD

' i W0 i ischarged : {{YW ........
Received in PACU By sioy @ .............................. Time Received : .......=2.1 0 “@M ........ Tlms Discharge

=

= T 9(Z )
[_ ;'Lfgm——l T [ ;ig IV Cannula Site : .. " _.{’L’ ) m——
;gg L [ i i 230 | ] 0,Mask ] Nasal Prongs
& 220 | ! 220 | ] Tracheostomy [ T-Piece
= | | 3 210 ;
@D 210 |— R | a00 | 1 Oral Airway [ Nasal Airway
oA 200 -
‘EIEJ 190 4 190 -
o o 180 ] /
= :?0 4 & | —— 170 | Vomiting : Y S/N@ Drug: ..
S 1601 B ] 150 | NG Tube T1 YesI No
i s _,_{ 140 i Yes Ao _—
v 140 1 b Drain: P -
A :33 120 Urinary Catheter Yes 0
110 :
110 -
& 100 A1 4 I 100 Chest Tube Yes A No
= T T 90 1
= 90 " = Nil Oral 0 Yes CINo
o 80
< 70 i 70 . >
60 IV FIIES: ........oonenensssossnsssoppifionmnessaciinsasasas
= o 50 Oral Feeds i
i y l ( = :o
e ol | oo
P 30l |
20l A 1y ¢ 20
10F [ i
ol 1| D 1/DeA ) 0
spo,[1BO [ 1S ILA |
“ g MINUTES
POST ANAESTHESIA SCORE IN ouT SCORING INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90
Able to move 4 extremities voluntary or on command =2 .t & :
Able to move 2 extremities voluntary or on command =1 ACTIVITY \ [ \ < A_Mm‘mum Total Score of 8 is Reqmred for
Able to move 0 extremities voluntary or on command 0 , Discharge
Able to deep breathe & cough freely =2 - Q - g Z
Dyspnea or limited breathing 1 RESPIRATION 2’_ v ! ) i
n;i‘éf'c v i - 0 Z Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthatic lave 2 ’ below by the Discharging Physician:
BP + 20-50 of Pre Anaesthetic leve =1  CIRCULATION 9, zZ ; f space below by the ging Fny:
BP + 50 of Pre Anaesthetic leve =0 Z
Fully awake =2
Arousabie on calling =1  CONSCIOUSNESS ‘\ ! 77 77
Not responding =0
Pink =2
Pale, dusky, blotchy, jaundiced, other = 1 COLOR = 4 2
Cyanotic =0 9’ | 2425 g f
TOTAL % Z C? ]D
Fei®]

PAIN ASSESSMENT AND MANAGEMENT FORM

Date Time Pain Score Intervention Signature "]

PARENINT = Py

Pain Tool Used: [ 1 N PASS //FLACC Wong Baker NPS Reassessment Frequency:
~ 1 Every eight hours for all hospitalized patients.
Anaesthesiologist Name : sdiinsnnrenon SN .. ... ... viuis ATV et 2. For post surgical patient, patient with chronic pain, patient with severe pain

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

Prior to pain refiving intervention
With in 3060 minutes

Anaesthesiologist Signature:

b

C.
Date & Time: ﬁ
after pain refief Intérvention

PACU Nurse Name :

- /J,- I Transfenem
PACU Nurse Signature: L/L( / Uﬂm &
L i JE— eassnasss Bssersssnsrssassan ehinsrnrtasine Date & Tie

- -7
“ty i, 9

400
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Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

DAE: oivccvisnsinainmas s TIMe: oo, PIOCBUINB QOB Y 5. st ke eeseanmssammmsmese
CSE /Spinal /Epidural PoslIon & iisisiniiong T e TN Technique (LOR/LOS) ..................
Depth: ..o Calhetor-at S ..ol S o6 VDI Y it hiinisiiessmiissinisanammyssniamsass
Parasthnesia : YES/NO If YBS BTAIIS : ...........ccoemiiieiies ettt se st sesres b s e se e e s s s s et es e e sesenesens
o e BT e USSR ey, 0 L <. N - S,

Any other issues :

Infusion Rate Bl I Level Maternal
(mi/hr) olus (M) | et Right | BP | Pulse

FHR Comments

TN —
| | | y |

APGAR: ....coovirieiine SVD / Instrumental / LSCS (if LSCS Details)

Delivery Details ©  TIME & .ovuvecnisisinneens
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mwonzoll.ﬁ \MED ARSLAN UDDIN

Master MO 1YAM3D ™)

\

4.03-2028 =
¢, ALIGHA BA

13 ?’\\‘i‘i\\\\m\\'ﬁf\\\\\\\\\\\\\\\\\\\ Rainbow” | @ pirthRight

Hospital . BY RAINBOW HOSPITALS

It takes a lot 1o treat the little, Your Right to a Safe Delivery
PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)
Admitting Doctor - ........ DY ALiSle Bebben, Date : Q,[';)—[% .............
Type of Admission:l}oé CJER [J Referral (if referral, Doctor's Name: SRR . o v TN
Start Time of Assessment: .....).1.4.20Gm..... Weight: ... &= ke b
O st sk it et s i s et i et S P b
SR 2 L L i it cbsmmsatasions Pediairic Assessment Triangle
......... C&)ﬂw‘cmw{mg@bﬂ A RUDOURIEN = TOES ... iicinmsinsmasbiviasonsfines
- B e L R e
. Mow@m.é«nﬂ(cowc@[‘j‘f B C Circulation _E e
bin Oed h v ' CJ Abnormal
............................ P‘:-JJ—* Breathing B
.............................................................................................. O +wos Cyanosis [J
O +WO0B Mottling [
Normal Bleeding OJ
.............................................................................................. [0  Gasping/ Apnea
Initial Physiological Status: D/Sﬂble. [J Unstable Any urgent interventions needed: DYes‘ﬁ(

Life Threatening O If Yes
Non Life Threatening [

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

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

I IR b i masiasscssaasisdpashimass st cinsstbbromecss sasonssmaipiamai oA g et oressesentiia R
L e I S I T L L s e e TS S

e A R SR L ot O S OO IS 1 5 ks e AT R G )

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

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

Primary Assessment d O'

D [ X
i Any urgent interventions n d: /
Airway ‘-'(Open ny urg s needed: [Yes @ No
] Maintainable | B R Yl T U S O L 10

] Not Maintainable

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

Breathing 100 *

Rate: .4/ mx=2...  Sp0,onFi0, P PRl g Any urgent interventions needed: [J Yes T No
Rhythm: .. 58 B O SN VRSN L
Retractions: [0 Suprasternal JICR [JSCR

O Stemal 0 Supraclavicular (] Nasal Flaring sttt
Respiratory Noises: [ Stridor O Wheezing [JGrunting  eeveeersesmsmnmmsmmnmimissssisssssssssssssnsssssssssssannsns
Air Entry: BN 0 BT R R R ks A M
Palpation FiNdiNgs (If NECESSArY)......cccemuremmusmiuimmsssssssssssanass Sesssssssssssssssssssssssasssssssssrsssanes e .

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



BP:) g Murmurs: I Yes
Pu'se ra] ----------------------- Ljver Span: """"

eral .....oiiiinn ;

7 b e

finS ipensated .............. ,

L ﬁny Slgﬂls of ;

eart Failure: [ Yes

Muffi OYes ZNo
Engorg OYes o

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

Ao

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

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

=flo

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

PR E S s

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

¥

Disab
Right

Left

Size |: ..........

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

of Neurological compromise

Responsive 3~ Non-Responsive ]

Seizures: [J Yes B’o( Sugars: ...

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

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

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

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

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

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

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

ny Rash: [JYes L;uc(
yes describe the rash

ctive bleed
Lacerations [(J

Exposi

Abrasions (]

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

bruises (]
BBSOADE i i e e

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

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

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

O L L L L L L L L T e e R TR L P TR TR Y

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

Final Physiological Status: [ Respiratory Distress

[J Shock- Compensated (]
(] Cardiopulmonary Arrest

Secondary Assessment:

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

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

[J Respiratory Failure
Hypotensive []
emodynamically Stable

[ Respiratory Arrest

Head to toe examination with positive fiNdiNgS: ...

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

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

LabsPlanniet: ..o o e
— CLP on temrdhorn «—

------------------------------------------------------------------------ Fasasssannssnnnfonnane

N

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

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

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

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

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

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

Need for Oxygen: [ Yes ‘-E]ﬂ if yes
Final Diagnosis with possible Differential Diagnosis (If necessary):

Assessment done by
Name of the Doctor: ..... :D\ ................................

Signature: ......cccne.

Date & Time:

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

Low Flow (1

High Flow (] PPV O ¥
_Chaonic dierihotee © Dot groudls

Sr. Doctor on Duty (If necessary)
Name ol the B DOCIOE o Pl R ntiiscissassssnissnininng
Sionature; ekt Rt SRlRaRR. . oo

Date & Times S e e L e cinrarecninild
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o8 Rainbow” | @ o. .
Or, ALISHA BABBAR Child ’ Birth nght
VA Chidrers | {0 BirthRight
DRUG CHART
Date of Admission: L:l'g,\‘?-ﬁ? ......... Drug AHErgIeS: v sireesssss .(:.Not 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.
B 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)
. Date»
DRUG : Tigne
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Date
DRUG : Tigne
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
: Datey
DRUG : Tije
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

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

Page: 1/4
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e way

Master MOKHAMMED
03-03.2025 i

Dr. AUSHA BABBAR

|| m,mm"m""”m’ ’ m REGULAR PRESCRIPTIONS  Weight .. %5)g. . Ward._............

; Date
DRUG : T me

5-0017!020
LAN Unom
1Yamap

v

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
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

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

Page: 2/4



03-03-2026 1Y4mM3D
Dr, ALISHA BABBAR

|||I||||I|||IIII|II|ﬂ||IIH|I|I|I

Weight. gﬁkﬁ’ WL ..ot

vate»
VARIABLE DOSE T]g]e l Nurse Sig. [ Nurse Sig. I Nurse Sig. I Nurse Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. O Sign. Or. Sign. Dr. Sign.
D Do Dose Dose
Route Start Date ose "
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor i pose - i
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
" ) Do Do D
Additional Instructions: . * * e
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlme [ Nurs‘a' Sig. | Nurs& Sig. Nurs‘e' Sig. ] Nurs: Sig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Or. Sign. Dr. Sign, Dr. Sign.
D Do Do: Do
Route Start Date = * * *
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor T Oose el =
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Additional Instructions: i e - -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
’ . Dosage & Other ;
Date Ti : Signature
ime Medication Svevuofions Route g Nurses
Page: 3/4 (P.T.0)
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L LT LV. FLUIDS CHART weight &% Ward. ..o

iti i Date of | Doctor | Nurse
- f 1.V. Fluid Flow Ratef Doctor | Nurse _ _ j
el L i img&%ﬂi’:'ﬂﬂn‘?: Meghomin ey | ROUE | e Sign | Sign |Stopping| Sign | Sign

DArs

4o & P
ALis Codl o) i oX} Oﬂ
9

(%
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Surgeon ; mbﬂ%r&@,

Asst. Surgeon : ............
Anaesthetist : E}Y
Strub Nurse : ...

SURGICAL
SAFETY CHECKLIST

a Date : Ob‘.ﬁ.)@n-hme -

Patient Name : A’B"&l&;’h Ldo\m Age : l\f M
UHID No. : .. 2-02%™M.0)... Surgery Name : ... Ceo! 10 L«D[éa—r.d)
L2 L. Out-time ... A

VIH-00203840 IP5-00178020

Master MOKAMMED AR
SLAN
03-03.20268 1Y4Map u”m

Dr. ALUSHA BABBAR ™)

lHl!”l!lﬂ"llllﬂllll”llIHHHll

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time:. \2! 28pwa TIME OUT  Time...\ 2£40 SIGNOUT  Time:.. L-N. QY
1
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity Y85 CNo introduced themselves by Name and R“"U)‘e( No The Name of the Procedure Recorded _+TVes [1No
Site Y8 CINo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle
Procedure &¥es CNo Nurse Verbally Confirm Counts are Correct (or Not Applicable) es CINo CINA
Consent es CINo Correct Patient (Check ID Band) \_D,W?S/ CINo The Specimen is Labelled (including
Site Marked O'Yes CNo @A Correct Site Q)‘e( CINo patient name) @ﬁ COONo CINA
Anaesthesia Safety Check Completed  (=7és [No Comact Pibca CXEs CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning ZYés ONo Problems to be addressed OYes INA

Does Patient have a:

Known Allergy? CYes =NG
Difficult Airway / Aspiration Risk?
Yes, & Equipment / Assistance
Available CYes =0
Risk of > 500ml Blood Loss
(Tml/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned TJYes @No COINA
Blood Units Reserved OYes CLNo™TINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? C1Yes CINo =AVA |

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected rjau‘/

Steps, Operative Duration,
Anticipated Blood Loss?  ag'y, [Yes [2NO" CINA
No\wr

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? [1Yes T Me” (1 NA
Nursing Team Reviews:

Has Sterility (including indicator results)
Been Confirmed? are there Equipment

issues or any Concerns? No O NA

Is Essential Imaging Displayed? QXes’D No CJNA

Power Supply, Earthing, Power Backup

and functioning of equipment checked. CL¥es ONo

SRR ... N Q4 A

N

PIBIOD cinirinin s I oo e saiest

e

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery
and management of this patient?

a YeW

Signature ............. Wy \9\;6\“ ...........................
I &l ciinveniibinild me—\«, ....................

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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Hos pi t a| BY RAINBOW HOSPITALS

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

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

N

To Be Filled In By Assigned Nurse : Date . S5 210
A S RN R Duration of Procedure : .......4-\sk ...
Name of Surgeon : Wsﬁﬂ.&fﬂp ........................................ Date of Admission : 0'5\0?"\%
Bundle Care Criteria : (Tick (/) if done)
Staff Signature
1. | Antibiotic given prior to surgery ? []Yes [ MO
Single Dose Antibiotic  or  Long Antibiotic Regime
Antibiotic administered within 60 minutes prior to incision ? [_] YesD—Nﬁ M
NEMEOF The AR | . il ettt sbrmepesdhbuabrsd ik sis ki
2. | Hair Removal [ ]Yes [ ] if Yes : Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room
AT . L

Skin preparation done (cleanse surgical area with antiseptic agent)? [_] Yes Q—No/

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

[] Oral  Or Mlla (Goal : 36-37 °C) t

4. | Name of doctor or staff administering the antibiotic : ........... erqbfh&r{,u
Date & Time of antibiotic administration : ....&. b\ DL PR :—_]\,
Date & Time procedure started : ................... O& .\'Da—\k( ....... o

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

e 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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POST-SURGICAL CARE PLAN FORM

Procedure Done: ......

Post-Surgical Diagnosis: ...... U, 24BAN

Post-Operative Monitoring Parameters /Frequency:

AR %HW

Wound Care:

X /

Drain /Special Lines/Catheters:

>

Special Patient Positioning and Requirements:

X

utritional Instructions:

X

When to Start Mobilization:

IW-

Special Referrals:

%

The new ordergyfo;yquired medications documented in the doctor order/medication sheet:
O Yes 0

Any Other Post-Operative Care Needed including Required Follow Up

(Stghature & Stamp) Date: GH%- Time: coveeeenn.

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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“l l‘ | l 1t takes a kot to treat the littie. Your R:gm to a Safe Delivery

INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient [ Patient Attendant

|, the undersigned do hereby agree to undergo the following surgery(s), Procedure(s) on patient / myself at Rainbow Children’s
Hospital. (Avoid technical terms and leave no blank space)

-

icknowledge 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) ; ' Alternatives of the Surgery(s) / Procedure(s)

W -

|

|

\

|

t

B

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:

ia. Mﬁ.

v .
1. lauthorize Or. A Q. Ara WM 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: Signature: .............. 73 R ARSI e =
e MA NaRe 7 ...........................................
Relationship with patient: ........... ?a ............................ 1€ Date & Time: ............ é/”{ &é ............ e ...... l’&%k
Date & Time: ............ 6/‘1)9,5 ....... Q ........... l @r)h

Doctor (who ig taking consent) 35

Signature: .

Docu. No.: REHBH/FRM CLINICAL / 027 (26) (PT.0)
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It takes a lot to treat the litte. Your Right to a Safe Delivery

N

MEDICATION RECONCILIATION FORM

L R ] Not 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: ...........oo........ O SNBI D IRET o s i
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.-No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, v) | FREQUENCY | nare / Time ?gﬂ:ﬁfm
1 @ OJC OJDC
2 JC CIDC
v
3 ¢ CDc
4 / ¢ CInc
5 JC JDC

6 / 0c 0Inc
/ Oc aoe

8 / Oc¢ CInc
g / Oc Ooc

10 JC CJDC

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

Nurse Name & Signature: ........ VAV Wy gk o
Date & TiMe : .............. L. /"FE =, Ll LB Y o

Docu. No. : RCHBH /FRM / GENERAL / 090
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Rainbow®
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It takes a lot to treat the little.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

Date

Time

Hb

PCV

RBC

WBC

N/L

Platelets

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
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Date

Time

CUE - Alb

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

Stool Pus Cell : : ‘
OVA / Cyst ' '
Occult Blood

T e T T RO ISR SR RS SR S N DS AN 0 T i RTUe  Ce '

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

Radiology : 1 s SRR T R, NI OO oV | O . = R SR A e R

I O Ot e~ SO 1 O e sl e SRR Err

Others (EGG, COMBASESINMINS B1C..) © ..c..occvniiiiicsissnnisimmsntanseninessnts ol s



VIH-00203840

ST TR e

IP5-00178020
e Master MOHAMMED ARSLAN UDDIN

03-03-2026 1Y4M3D
FAl8 br, ALISHA BABBAR l" lm

\%

Rambow
Children’s
Hospital
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FLUID CHART

. . il
BirthRight
BY RAINBOW HOSPITALS
Your Right to a 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.

Intake

Output

: Nature
Date Time of Fluid

Route NG

Diarrhoea | Vomit | Drainage

Urine

IV Site
Thrombo-
phlebitis
Score

Sign.
Nurse

Mouth

LV N.G

08:00 am

09:00 am

10:00 am

% 11:00 am
b 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 Qutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output
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Rainb
Children’s
Hospital

It takes a lot to treat the littie.

BirthRight

BY RAINBOW HOSPITALS
Your Right to a 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.

' Nature

Date of Fluid

Time

Route

NG

Diarrhoea | Vomit | Drainage

Urine

IV Site
Thrombo-
phlebitis
Score

Sign.
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 Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake :

Total OQutput :

Total 24 hrs. Intake

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

Total 24 hrs. Output




