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Master SAYYAD HAMZAH ¢ :_-: £
T 3032022 4Y3M22D M) Rainbow

___ Or.SNMVAS NAMNEN Children’s .BirthR.

AN Hospital | ()= wsowce

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

SURGERY DETAILS

Date : C}L(‘WM%

Gender: .......... W\ﬂ»ﬂa .............. Ward: ..... POP ................ UHID No.: ALt . O 0L 30

Date of SUMGETY: ... ;E’Oﬁi 0T-2 [J0T-3 CJ0OT-4 [JOBGOT-1 []0BGOT-2

1. Surgeon : S@—( .............. ‘\JOM””\B ...... fi'?‘TLM(Q&j
2. Anaesthetist : DIT,WW ............................ ?Q \/ .......

R e O - oAU U s MRS 7 O A DR SURLI O
4. OT Technician ..o B JLMLSARLLIL s e
5. Circulating NUFSE  : oovooorvvererrnn: —CWC?/UI' ..................................................................................

6. Assistant NUrse  ©...ocoovvvvveieeeren gtoMM ......................................................................

Special Equipment: [ Laparascopy ] Broncoscope (] Harmonic .| Morcelator
| C-ARM | Cystoscopy ] Versa Point (] Liver Cusa
| Neuro Cusa A

Signature of ;;ie Surgeon

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



S &) 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

s WEB : https://rainbowhospitals.in

ADMISSION SHEET

Registration Details : 0TI TR e

Admission No : IP5-00176747 Admit Date : 22-Jul-2026 Admit Time :07:07 AM UHID : BAH-00653300

Patient Details :
Patient Name : Master SAYYAD HAMZAH Age 4Y3M22D

Guardian : Mr SAYYAD MUBASSIR IKRAM DOB . 31-03-2022
Gender : Male Religion
Occupation : Martial Status : Single
Address (H) - 5-6-190/A, AGAPURA, NAMPALLY Abids Road Phone No : 9014293147/ 7287837398
Hyderabad Telangana INDIA 500001 E-mail . HBINTAZEEM@GMAIL.COM
Admission Details :
Bed Type : DAY CARE Bed No :PRE OP 403 Ward Name : 4F-OT COMPLEX
Room No : PRE OP 403 Admission Type : First Visit
Contact Details :
Name : Mr SAYYAD MUBASSIR IKRAM Relationship : Father
Contact Address - 5-6-190/A, AGAPURA, NAMPALLY Abids Road Phone No : 9014293147 / 7287837398
Hyderabad Telangana INDIA 500001
Signature
Doctor Details :
Doctor Name : Dr. SRINIVAS NAMINENI Specialisation : DENTAL
Referral Doctor  : Self Phone No
Co-Consultant
Payment Details : Deposit Amount  :0.00
Payment Mode : Cash Payor Name : SELFPAY

Printed Date / Time : 22/07/2026 07:08 Printed By : 018621 Page 1 of 2



=AM-00883300

Master 8AYy4p '”-oomm "%
3:03—!0& 4\'3MSID 2 & OW Ralnb—éw
D .m"v
i e 3 W l e
HMIM o (GONSUMABLES OF o1 Hospiel. | @t
Circulating staff .......................................... T L T T 5o s
Anaesthesia | Dlsposablgs wsuea Y .| Surgical Disposables oty | Disposables (Baby Side) | A%
ET tubeq, Y ;‘(;’g;, -<| 1311 | —— Major Pack ‘ Inj Vit.K
i v | — | Sutures Cord Clamp
ECG leads : Alé le ( . Suction Catheter
HME filter : A \ 2 Feeding Tube
Syringes :10cc 20| ) p P Vaccum Suction Set
05 cc 20| 1 Gloves (_1L h)a(ql ;A / F4 /; A2l H—-f Surgical Gloves
02 cc 0| Gauze Pack
01 ¢cg L Ol e Syringe 1ml / 2ml
Cautery plate : A /PN ) — | Surgical blade Surgical Blade # 20
IV set \ — | NG tube /lggeemes (S)
\ | — | Cautery pencil ( = CJ  foce [
NS ( @(D?n?l) soomi/ 1000m  AY ) |4 1#0| Koochies £ X 7.1 A dronvalinl | |1
Wuww\\u ) | © | Ointments loomd Sallint. | [ |
‘\M{,C,u.m ek X s Suction Catheter || Travnseh'x [ |~
Fentanyl Caoxla Cap, Mask IS 61| 2 66 Needla i
Morphine Gauze Pack  AJ e B2l o~ UE
Ketamine Mop Pack — Oa 3": ! Qrcop o) \| |
Propofol 2 | A | Steristrip = T
Rocuronium \ — | Underpad L .}
Giycopyrolats \ |— | Draw sheet =i LoxiGard Max ity [\ | —,
Myopyrolate \-po_O ) ——| Abgel : - i\ VR
Ondansetron \ |._, | Foleys catheter A\ e\ s M odeetio At 1))
Pencan 25/ Spinal Needle@2 \ | — | Urobag X ’f’%u&m LoV !
Bupivacaine 0.25% % | — | Chest Drainage Catheter m o R T A iy —+
Bupivacaine 0.25%(Heavy) Romodrain bag ¢ \Enlo.'pb\
Antibiotics Bandage P, P e TN bk
WV onn L | e b TGO (©.\) o
Suppositories loban OQKN‘QJA M [ r
Anamol : 80mg/ 250mg / 170 mg Double J Stent O A Mm 2 -
Supridol : 100mg Vaccum Suction set %P C)DOQ)\ R .
Justin /125 ¢ 25ma/100mg  [yaA | —| Plastic Bed Sheet [ | — Fheousgore i R
Tab. Misoprost : 200mg Betadine Solution S ato puve .
Dle s O IoDUW [\ [~ | Microshield sodcropove. (s [
G lQJQQ oM Gane | < Cotton Balls S A o § 2O T \ | —
T Tvoue XA Do N | | LatexGloves E s ktoy ()
O e LQ\J ) — | Ramdione Scrub axade Aol wal y A\ vt —
\V Cosmdnada [ | —| Sl ¢ i
Surgeon Anaesthesiologist Nurse
Order No. 9’}7’[5_7‘7/@ FRABIEEDY - ........000. il BT i B, A

Doc. No. : RCH/ FRM / GENERAL / 125
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Hospital | |\@ it
ACTIVITY RECORD FOR BILLING
N SN 1 SN A 3 & (W
SAH-008§3300 |P5-00178747
UHIDNo.: ______ Waskse JAKTAD e o COMSUNRNG e Dept: _ _______
" AS NAMINENI
Date of Admission: _ _ ’ ‘\mm“mﬂm“\ \\““\“““ Date of Discharge: _ _ _ __ _ _ _ Time: __ _ _ ____
Room/BedNo: _ Ward: ___ ______ Suggested Billable bed type : _ _ _ _ _ _ _ ______
WARD TRANSFERS
Date Time From To Signature of Nurse

22|36 | &t £R o & —
22|12 |\ U] o7 ;o;m\% =

Cross Consultation Visit

Doctors Name Date Order No. Signature

8

9

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




INVESTIGATIONS

Date Investigations Order No. Signature

W | osp 733l |




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature

FIn- MMM ( lﬁq/ Afa ﬂﬁz /
PHe

P B,

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




BAN-00853300
Master SAYYAD HAMZAM
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Tt takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

2.’1'1?,,,, Progress Notes Doctor's Order
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Docu. No. : RCHBH /FRM / CLINICAL / 088
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PROGRESS NOTES AND DOCTOR'S ORDER

galt“fme Progress Notes Doctor's Order

Docu. No. : RGHBH /FRM / CLINICAL / 088 (P.T.0)
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T Master SAYYAD HAMZAH Rainbow®
L o oAt e Children’s BirthRight
rrmtTTm : Hospital . BY RAINBOW HOSPITALS
Mlll'ullmnml"lullll'n It takes a lot to treat the litte. Your Right to a Safe Delivery

'INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient [ Z(atient Attendant

I, 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. I'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) s ' Alternatives of the Surgery(s) / Procedure(s)
TEEATUN b ;.
< 1S FE QR NS
b

3. As with any procedure, | am aware that risks such as blood loss, infection, cardiac arrest, anesthetic allergic reactions, paralysis,
Deep Vein thrombaosis (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:

a.
b. l

1. lauthorize Dr 6 [ NS \J A2 < ’A 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 At::;g_;m: Witness: \@
Signature: ...... U\ ................................................................ SIONatme: .. SR .. L. ... sl o e s R

Name: ....... A0S e Name: . DZEEM M HOMID. .o
Relationship with patient: ..NA@T FA e Date & Time: ..... QQ—/O?‘/?—O‘qé .................
Date & Time: .. 3.2\ 9........ ?—1/0’]{2—6 ..................

. 3
Signature: . S 2 Name: ... 54—(’\\’[\“3‘5 ............ Date Ql)?— ...... TIME:.crerre K D
Docu. No.: RCHBH/FRM CLINICAL / 027  (26) (PT.0)
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SURGICAL
SAFETY CHECKLIST

Asst. Surgeon :

SURGBON . .....ccomesenusrots

Anaesthetist : .[/V..... 1 LS
Scrub Nurse : ........ ? ol 2

BAH-00863300

IP§-00178747

....................... Master SAYYAD HAMZAH
Patient Name :,1 “"m ‘ Y ’ " =t L2 Raing%w <
v, TIAIIONN Chiders | Q) BrthRigt
B oot e s enseseseeTTna wue dME o SR

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN  Time:..£..2.4.fn

TIME OUT  Time:... ! 24 YU

SIGN OUT  Time:... <5~ 200

Patient Has Confirmed
Identity Vﬁ ONo
Site C1Yes (NG
Procedure s CNo
Consent CONo

Site Marked OYes ONo UNA/

Anaesthesia Safety Check Completed \,D)(e’s CNo
Pulse Oximeter on Patient & Funclioning(p—ves/D No
Does Patient have a:

~ Known Allergy? (1Yes 4G
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(Tml/kg In Children)?

Yes, and Adequate Intravenous

OYes.ONo™

Access and Fluids Planned O Yes-afno/ NA
Blood Units Reserved OYes o CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? OYes«tINo T NA
Signature :............... (ﬂ/ .............................................
Name :.........uth DJ\‘Y(J(MLM.N ....................

Confirm all team members have
introduced themselves by Name and Role, #/Yes CNo

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) afog Mo
Correct Site @ﬁ/i No
Correct Procedure M(;;( ONo

Anticipated Critical Events
Surgeon Reviews

. : ‘
What are the Critical or Unexpectet}q‘ \

Steps, Operative Duration, ,1211(
Anticipated Blood Loss? &1Yes J2No CONA
Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? ([ Yes %N/o O NA
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

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

D'{ 0_.CONA
MDNA
Dveon(

SIGNARUIE :............coeree /@-9“ ..............................
D ...t _.C {

Nurse Verbally Confirms with the Team:
E’ﬁ No

The Name of the Procedure Recorded
M CINA

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable)

The Specimen is Labelled (including

patient name) OYes\\ZNo CJNA
Whether there are any Equipment
Problems to be addressed OYes CINA

To Surgeon, Anaesthetist and Nurse:

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

(0Yes wm/

Signature :

Name ............. m ........ S T?WYO“P .....................

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




SURGICAL
SAFETY CHECKLIST

SUNGBON ;v visivscsisnss

Asst. Surgeon : ...........
Anaesthetist : ..............
Scrub Nurse : .............

i

PtIENt NAME : vvvvvovooeeeveeeeeee e AGE: oo Gender: ......... Raini:%w'
............................... i oy e &
_______________________________ 173 1 RO 1. )] ) | RO ) S p— ﬁgﬂg{&?s .E:;R?;S%EE
............................... DAE S .oreoereeerneens T b 5 i e AOUBHR il i § O ° gy o ATV

Before Skin Incision » »

Before Patient Leaves Operating Room

Before Induction of Anaesthesia > »
= SIGNIN  Time:.ooooo

SIGN OUT  Time:

Patient Has Confirmed
Identity OYes CONo
Site OYes CINo
Procedure OYes CNo
Consent OYes CONo

Site Marked OYes CONo CONA

Anaesthesia Safety Check Completed OYes OONo
Pulse Oximeter on Patient & Functioning Yes CINo
Does Patient have a:

Known Allergy? OYes CINo
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available OYes CONo
Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned COYes CINo CINA
Blood Units Reserved OYes CONo COJNA

Has Antibiotic Prophylaxis been given
within the last 60 minutes? OYes ONo CINA

Confirm all team members have
introduced themselves by Name and Role (1Yes (1No

Surgeon, Anaesthesia Professional and

Nurse Verbally Confirm
Correct Patient (Check ID Band) OYes CNo
Correct Site OYes CNo
Correct Procedure (Yes CINo

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss? OYes CONo TNA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concems? (1Yes CINo CJNA
Nursing Team Reviews:

Has Sterility (including indicator results)

Been Confirmed? are there Equipment

issues or any Concerns? (1Yes CONo CNA
Is Essential Imaging Displayed? OYes CONo CINA

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

Nurse Verbally Confirms with the Team:
The Name of the Procedure Recorded

That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable)

The Specimen is Labelled (including
patient name)

Whether there are any Equipment
Problems to be addressed

OYes CINo
OYes CONo CONA
OYes CINo [CONA

OYes CINo CJNA

To Surgeon, Anaesthetist and Nurse:

What are the key concerns for recovery

and management of this patient? OYes CINo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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% Master SAYYAD HAMZAH =
Patie ;1 D:'H’:l“ 4Y3Imaap (M) 'bé v
T T Rainbow ! . 3
AT childrens | & BirthRight
Hosp ital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSl)

PN
To Be Filled In By Assigned Nurse : Date DIO """"""

DEpaineRt: ................ P ....Q.l....L ............................................................... Duration of Procedure : ....5.. w«.&
Name of Surgeon : ............ [l €albroley Date of Admission : 3-7’{01{)1‘&’....

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

= Staff Signature

1. | Antibiotic given prior to surgery ? []Yes M
[_] Single Dose Antibiotic ~ or  Long Antibiotic Regime

Antibiotic administered within 60 minutes prior to incision ? [ ]Yes @r( /@/

DO 0 REEDMRE = ..i.....oncsscanss i it s, RTINS & 1) 2

2. | Hair Removal [ ]Yes Z]{ if Yes : Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room

EGMEr ... oD «féﬂf;—

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

3. | Patient's body temperature immediately post operation (Recovery Room) ¥
[Joral or [ Axila Goal 36-37 “C)

4. | Name of doctor or staff administering the antibiotic : ..............ccoocomverereeerrrerneenn.

Date & Time of antibiotic admiNIStration : p.........ceeveereeeeieeece e —éﬁ
- 2ot (@..R:28

Date & Time procedure started : ... &2 L. 0 ].&9.....[.2/,.... N7

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

o If any bundle care criteria has not been observed or unmet, assigned staff must inform infection control nurse
for management

e Allforms (Bundle care and when required SSI form) are completed properly

Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038



BAH-00883300 IP5-00178747

e b N w W 1
e 31.03-2022 4 ainbow . ; ;
R T et Children’s bl BirthRight
AR R AR Fosoi~ | (el
It takes a ot to treat the fittle. Your Right to a Safe Delivery

POST-SURGICAL CARE PLAN FORM

PRCORRE RN ....o..... i i i i bt Sl L B R i issssisin

POS-SANIORE DREINOBIES .. 00 it i ionditthsings bbbt s g osnn i bbissbsiitb kB o Rgys wiismonss sosisismisnsasisnsisinsssvsbassinishalssi

Post-Operative Monitoring Parameters /Frequency:

MU S KON W:Né‘*f)dg

LS. e

Wound Care:

g

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

When 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 J
e N
Nt
Treating Surgeon
(Signature & Stamp) . e A T

Note: Plan of care will be readjusted if necessary.

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




B4H-00883300

S'I'ii;:m\n ,,::?;:-:mgm 4 ;% :
a[n OW, . & " -
i s | ot
OPERATION THEATER NOTES
Patient’s Name : §a)1@1;4 ........ HEUM M ........... Age/uﬁ‘:l .......... Gender : oﬁale L] Female
UHID No.: ........ Ejt-. 006¢33e0 . Weight : oo Height : oo
Surgeon: *Pes. S48yl Asst. Surgeon :

Anesthtist: 1) . Teakglost | OT Nurse: Bkl 'QQ-/L&L@{)‘,,

OT Technician: A\l g{)aubﬁ,_\-‘

Pre-Operative Diagnosis: l

Surgical Procedure :

ﬁa&fﬁ"\ r e TH- B (

QS

Indications for Surgery :

Date : ¢ tqr/ 1's) Start Time : Y. 25 a4 End Time: '3

Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes:

ok T4 SHdatas

L Tt ENLO g QF §/L\>/(!G/

DeNE

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

(P.T.0)
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Amount of Blood Loss:

Blood Transfused (in ML)

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:




BAH-00883300 IP5-00178747
Master SAYYAD HAMZAH

31-03-2022 4Yamaao (M)
Dr, BRINIVAS NAMINENI

DRUG CHART

,f//é
Rainbow’ . —_
Children's | @ BirthRight
Hospita| . BY RAINBOW HOSPITALS
It takes a ot to treat the little. Your Right to a Safe Delwery

Date of Admission:
FOR THE SAFETY OF THE PATIENT

Drug AlIBIGIBS: ..o /‘./Not known any Drug Allergies

GENERAL - Ensure that all patient details are entered above. ONLY A DOGTOR 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 IineI 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 : Tige
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
. Date
Dose Route | Frequency |Start Date
Joctor’s Signature |Valid Period| Pharm.
Additional Instructions:
_ Date»
DRUG : Tie
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)
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r8AYYAD HAMZAH T

Dlmmmmmklm;;/’}m[ N REGULAR PRESCRIPTIONS ~ Weight. '4K2/1 ward. . {2 0.
DRUG : %‘[*[tl*; | ]

Dose Route | Frequency |Start Date !

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date*
TiJ'[IE

DRUG :
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : pare>

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign |

Date
Tirpe

¥

DRUG :
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’'s Endorsement by a Sign
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Master SAYYAD H'".:no ™) Weight. \%\M\ ..... Ward. ?‘Q’
31-03-20
RINIVAS NAM
T -
\\ \ “\\ Tige ] Nurse Sig. [ Nurse Sig [ Nurse sig. ] Nurse Sig.

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
D Do: D Do:

Route Start Date ose se ose se
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor e fose - i
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

e 5 Dy D Dy

Additional Instructions: G ot o =

Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE TiU‘IB | Nurse Sig. Nurss Sig. Nurse Sig. I Nurse Sig.

Dose Dose Dose Dose

DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Route Start Date Dose Dose Dose Dose
Dr. Sign Dr. Sign Dr. Sign. Dr. Sign.

Name & Signature of the Doctor aa Dose e s
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: e T - -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

STAT / ONCE ONLY DRUGS
Date Time Medication Dosage &. Other Route Signature Nurses
Instructions
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Master SAYYAD HAMZAH
31-03-2022 4Yimaap (M)

QT LV. FLUIDS CHART ight. ) N
N”"“ “. Ill“"”" ml""ll V. Weight. Kg‘ Ward. Y( ...... e
ate fime wuinpusition of 1.V, Fluid Route |Flow Rate| Doctor | Nurse | Date of | Doctor | Nurse

(1f infusion, mention mi./hr = Mcg/kg/min. etc) mil/hr Sign Sign | Stopping| Sign Sign

ﬁﬁf DN ¢ Wi gow%, M VW\( {f//
\p
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BAH-00853300 IP5-00176747 ]
o Master SAYYAD HAMZAH . = 9
[ 31-03-2022 avama Rainbow A -
=5 Or. BRINIVAS NAMINEN| ¢ - Children’s . B"'tthght
|” ”l“ Hospital . BY RAINBOW HOSPITALS
""I”I” lll It takes a immu-eatmelﬂﬂe. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM
B AR ... ... .o cvsan s v e s sabresg rsisesharial (Z’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, gJ\Vard to ICUs)

SIftNG FIOM: .vevvreereereeecereererrseeeenne) B BIIIO D, .. oo sissemsmsiceelismasasesommmansonepesmihases
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S.No | (GENERIC NAME CAPITAL LETTERS) | (mg, meg) | (PO, NG, SC, Iv) | FREQUENCY | hare / Time ?gﬂ:ﬁﬁ'ﬁ:
1 / Oc Coc

/ /

2 / Oc Ooc
3 / 0c Oioc

4 (JC CIDC

5 / Oc ODbe

6 / ¢ CIDC
7 / JC OIDC

8 (JC [JDC
9 v ¢ OODC
10 (JC OIDC

* C- Continue, DC - Discontinue

Nurse Name & Signature: ...,

Date & TiME : ....coovvveee. ql\\\lk@g"qﬂ)#u\ .........................

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



