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Baby NAVYA SREE ! M///'
eI i Rainbow” ..
(I T Childrer's | S BirthRight
Hos pital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery
DEFICIENCY CHECK LIST OF CASE SHEET
SI.No. List of Records No. of Pages Legibility Completeness Remarks
Admission sheet i
Discharge Summary
Nursing Initial assessment !
Patient Transfer form
In-patient Medical record t
Doctors progress sheets '
Nursing plan of care and handover sheets }
Consultation sheet
General consent for treatment
Consent for Surgery

Consent for blood transfusion

Consent for chemotherapy

Consent for high risk

Consent for Restraint

LAMA consent

Consent for special procedure / Sedation
Consent for Formula feed

Consent for MTP

Consent for Radiological Investigations

Consent for HIV test
Anaestesia notes (Pre Anaesthesia& post)

N s Y
P P e e e e e e = =l G R A N TN LS R

22 Neonatal Admission/Delivery/Physical Exam
23 Medication Reconciliation |
24 Emergency Triage record }
25 Pre operative check list
26 Surgical safety checklist
27 Operation Theatre notes
28 Nurses clinical Presentation
29 | TPR &BP chart )
30 | Intake and Out take chart (fluid chart) |
31 | Drug chart (Regular Prescription) ]
32 Investigation Values (result sheet)
33 | Nebulization chart
34 Nutritional review chart
35 | Intensive care unit (ICU Charts) i
36 Consent for Admission in PICU / NICU
37 | The Humpty dumpty scale |
38 Braden Q Scale )
39 Bed side check list
40 PICU bed formula Dilution feeds
41 Gastro monitoring chart
42 | Rch ED doctors note
43 | BP Monitoring chart
44 RBS monitoring chart

Total No. of Pages ’ M

Signature and Date :
Doc. No. : RCHBH/ FRM / GENERAL / 126 (P.1.0)




ERROR LOG

LOCATION : OT / Birthing Centre / BirthRight Premium / 3rd Floor (Zone A,B,C) / NICU / PICU /
2nd Floor Ward / Oncology / 1st Floor Wards.

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE




oA 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 ®™™7 TEL NO :+91-40-4466 5555
. WEB : https://rainbowhospitals.in

ADMISSION SHEET

Bsikiation Detalls : IR R L AR RN

Admission No : IP5-00176762 Admit Date : 22-Jul-2026 Admit Time : 11:58 AM UHID : BAH-00397361

Patient Details :

Patient Name : Baby NAVYA SREE Age :14Y10M19D

Guardian : MRS.PRONEETHA DOB : 03-09-2011
Gender : Female Religion ¢ Hindu

Occupation : Martial Status : Single
Address (H) - PLOT NO. 259.MANGAPURAM COLONY Alwal Phone No 1 7032789690/ 8125227733

Hyderabad Telangana INDIA 500010 E-mail . pronesthap@gmail.com

Admission Details :

Bed Type : DAY CARE Bed No :ER02 Ward Name : 1B-EMERGENCY
RecomNo : ERO02 Admission Type : First Visit
Contact Details :

Name : MRS.PRONEETHA Relationship : MOTHER
Contact Address : PLOT NO. 259, MANGAPURAM COLONY Phone No : 7032789690

Alwal Hyderabad Telangana INDIA 500010
Signature

Doctor Details :

Doctor Name : Dr. Prashant Bachina Specialisation : PEDIATRIC GASTROENTEROLOGY AND

HEPATOLOGY

Referral Doctor  : Self SR

SR . . JAPA AVINASH

Payment Details : Deposit Amount  : 15000.00

Payment Mode : DC/CC Card Payor Name : SELFPAY

Printed Date / Time : 22/07/2026 12:12 Printed By : 016674 Page 1 of 2
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————— 3?::’:'?:::!1.‘.”“‘” ® A [ BORE RD &Dy Ra‘“.‘%“’. ® BirthRight
t rashan . YA | ) . i
[T ‘ Chirer | \gpmrammei:

BLB6D PRODUCTS TRANSFUSION MONITORING FORM

Dateill.............. W ifo?[io% ........... TiMe: ...ovee. [&M]Oﬁm .............................
Blood Group of the Patient: .................... ‘— ....... Blood Group onthe BI0od Bag: ...............f.......ccoreeesescessonssssnsassassasnse
Blood Bank Issue No: ............ e, Date of Collection: ................ Al Date of Expiry: ....... HE5T R
Date & Time of Startmg Transfusion: QLL&R .............. Planned duration of Transfusion: ............ 6 OukeL. .

Check for Correct Unit; - Correct Patient, &
»w00d products cross checked by: Nurse 1: .........! Mﬂ ....... C\L/ COLAAN...... Nurse 2: .......... MM

Before starting transfusion vitals: Temp: 3 £.. HR... &HbPMRR:&uH BP: “& 5p0, . 300, i"

PLEASE MONITOR THE FOLLOWING:
ae | e | WA | Temperawre| il | 590, | gt | mgors | reaissness | Probem.
23] 15w | qcbly ag. OF m]ﬁ”ﬁ’ | — | — | — | —
21 | Gl ol 922 mE L wop — | —| — | —
22 amrbmzrbb\n) qg.0" |08 \\‘g;’looﬂlo — | —] — i
&%\:P! MBW%{"” Ag-\ ”*l%'(‘{og\ i00y-| — = — =3
a %ﬂmm%@"\ ag.cF “«5\\2\? A - = 2]
3?\% rf! oMl | gy ¢ \oﬂ{ we v | —1 = —
aa\q’ ‘-WD,P 2V | ag.s" tmaiﬂ sy | — i - g
21\Y5:+0?""<“d‘” ag-s " | 0ol © ag/ | — | — g =
22\ G *40pn

Commenis: .......................................................................................................................................................................

Name of the Incharge-Nurse: ... e el Name of the Nurse: .......... %HM’ ..................

Signature of the Incharge-Nurge: ... I e e 1000 Signature of the Nurse: . QM_Q ...........................

Date & Time: 79/7? ...................... Date & Time: ............ 2% ?{26 ..... W

Docu. No. :RCHBH./FRM / CLINICAL / 078
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Rainbow’ | @ BirthRight
CONSENT FOR BLOOD TRANSFUSION Hospital _ | (e

Your Right to a Safe Delivery

I s ieeeressaemenst MMY&SEEG Ageflf(ﬂ Gender: Male ] Femang/
UHIDNo  ............ 6“%095010’5"’ ............................. Date: @&ﬂc)?ﬁ@o‘l@ ..................

Type of Blood Product: [ | Fresh Frozen Plasma ] Packed Red Blood Cells [ ] Random Donor Platelets

(1 Cryoprecipitate (] Single Donor Platelet (] Whole Blood
A Albumin ] Red Blood Cell [ OterS ..o

DO 5 b A VSRR S e Rl hereby give my consent for whole blood transfusion or
the blood components as part of treatment of myself / my patient while being admitted at Rainbow Hospital. | have been
explained all the known risks of transfusion reactions. | have also been explained that the donor blood has been screened
for Human Immunodeficiency Virus antibodies, Hepatitis B surface antigen, Hepatitis C antibodies, Malaria and Syphilis. |
have also been explained that transfusion transmitted infections occur even with screened blood, especially if it is in. The
“window period” and also due to various other infections which have not been screened for. | also understand that any
blood components transfusions carries risk of transfusion associated reactions, fluid overload etc. which are generally
rare. The same risks apply for multiple transfusions too.

The doctor have explained to me about the alternative for this procedure that ...............oooeeeemo

All the above-mentioned risk, benefits and alternatives have been explained to me by the doctor treating me / my patient in
the language that | fully understand and | accept the same and give my consent for all transfusions (the whole blood / or
blood components Packed Red Blood Cells, Red Blood Cell, Platelets, Fresh Frozen Plasma, Cryoprecipitate etc.) to me /
my Patient during he present hospital stay and treatment.

Patient (Or Patient Relative / Guardian): Doctor (Who is talking the consent)
Signature; W . Signature: D/\(‘(Qﬁw\x&ﬁgﬁ
Name: ............}. e et o Name: DT?-QAA"LV\ ...............................

Date &Time ........ ) 1&’9 ..

Witness

Doc. No. : RCHBH/ FRM / CLINICAL / 014



BAN-00397381

IP5-001787
v, ) =
2011 ‘Il i . = .
Dr. Prashant Bach RRD i Rainbow .

T T Chiflrens | et

EMERGENCY ROOM TRIAGE FORM

Patient’'s Name : ............. N&VYA?S/(&E« ........................................... Age s !qj ..... Gender: []Male ,,E?‘Fﬁale
Date : ;29/ Time of Arrival:............[0.:..3.11....% fiage Completion Tlme/D?Z/ﬁ/nm .........

Allergies: B 1Yes™ Cl'Food [0 Medigations™ [ Other (SPACHY): ....c.cccsssesgerssisinaiirisssmsrenssens s (S e ez ] Not known any drug Allergies
SOUCR OF INfOMMAtoON : T T PArEnts [ OGNS (SPOCHY) .............cccoeveummmeenncreneessssssrensessssssssssssssssssssssssssnestbSRRsssssesssceseessamsssssssscs hsRssssssassesassssssesssnsssnsathe
Mode of Arrival : Dﬁmﬂﬂamry [] Wheelchair (] Stretcher [] Ambulance

INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS

Appearance Work of Breathing —ET Stable
m— A __BNormal O Increased UJ Unstable :

[ Sick Looking Circulation / Colour [J Decreased [ Gasping/Apnea [ Not — Life - Threatening

fmal [J Abnormal [ Bleeding O] Life —Threatening

wiiall ) M
PRETR——) OF /N S 4G .. [F5 i

SpD ,99/‘

Chief Complaints: ............. L3 W W AEeer o o Ll R,
r) £ P ’
v 7Y7 ]

Triage Classification vost Kever U W"W CTAS

] Level1: Resuscitation : 1 Immediate

1 Level 2: EMERGENT : Life or limb threatening O <15min

(] Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening O 30min

1 Level4: LESS URGENT : Significant illness but not life threatening - [J 60 min

] Level5: NON - URGENT : May receive care when convenient (120 min

NOTE : Allimmunocompromised children and preterm babies to be considered Level 2.

All Children less than 2 years age with high fever to be considered Level 3. ? ]

* CTAS - Canadian Triage and Acuity Scale Signature of afent / Guardian
Communicable Disease Triage Screening
PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past 2 L] Yes (“NO/ following criteria:
weeks [] Any patient with Fever / Rash / Vesicles / Discharge from Eyes

2. Have you had cough or a rash in the past 2 weeks (] Yes &6 and Cough
ﬁz/ [] Any patient with fever and respiratory symptoms who answered
“YES” to any of the questions on epidemiologic risk factors in
“PART B” of the triage screening above.

3. Have you had shortness of breath or difficulty breathing in [ Yes |
the past 2 weeks

PART B. For patients repomng fe nd respiratory/rash

Sp¥ipioms: plicable PART D. ACTION / INTERVENTION: (for positive suspected
1. Have you travelledoutside the INDIA? or had close []Yes [ No communicable disease triage screening)
contact with someone who has recently travelled outside o . houllihe i ; : : 3
the INDIA, in the past two weeks? ] Patients should be immediately isolated in a negative pressure

room or a single room (as appropriate) for pending evaluation.

¥ Y88 Sl LOCAHON. .........oininitinisismsrsisins 1 The patient should be given a surgical mask immediately, if not

2. Are your parents / close contacts at home healthcare []Yes []No already wearing one.

worker? {please encircle the choices} (e.g., nurse, — : P T a—
physician, ancillary services personnel, allied health [ Both patient and triage st P yipene.

services personnel, hospital volunteer, or laboratory [[] The staff should use PPE (as appropriate).
worker, others) who has had a recent exposure to an

individual with a highly communicable disease or

unexplained, severe febrile respiratory or rash disease?

Name of Triage Nurse : .............. % ................................. Signature of Triage Nurse : 7&4 .................

Date & TiMe : .......oovr. Q% ....... ﬂ/ﬂ-ﬁjlojz/ﬂm

Docu. No. : RCHBH /FRM / CLINICAL / 085
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IP5-00178782
- Baby NAVYA SREE i
03-09-2011 "y =
10M19D = k- ®
e Dr, Prashant Bachina @ Rain bow .

R L Chlifl | e

It takes 2 fot 1 treat the itte. Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

9 o)
Date:....Q,Q,\,O}h,(, ......... Time of arrival : ...\ Q.5 30 Prery PD§{’ \Tvex TYQOS{;US‘ on:

Chief Complaints: ... CQME. fDx. ﬂl.bum?.o.i[mm{mﬁ.n.....-Qo_el.n_....._ RS, . SRR

t LY
Height : .. ] ¢ ¥ 2. Weight : 4820 mi: N, Head Circumference (<2 years) ............. N 1..\ .................
Allergies: [ Yes /"No/ 1 Medications Blood Transfusion (1 Food [ Other: .......... NH ................
L
I yes , identify oo By SO - L SR
Pain Screening:~ Yes (I No If Yes, Pain Score: .QU.O..... Pain Tool Used: "' N Pass [ ! FLACC ,’ZWong Baker
o character ... N OLocation .. N8N 1 Frequency . AL} O Duration . ML
RISK FOR FALL: Functional Screening: 0 Abnormalities Detected
O patient is < 6 years ] Mobility Problem
tick-below fall risk intervention directly ] Walking Problem
If Patient is > 6 years ] Developmental Delay

Assess the below parameters

—

Musculoskeletal Congenital Abnormality

History of Falling: within past 3 months [lYes [~No
Ambulatory Aids: 7 Inform consultant for positive criteria

* Wheelchair L] Yes /‘-2’(0

o Bl R o for support ClVes ‘g | e
Gait/Transferring: / ................................................................................
* Bedrest / immobil [JYes AN A !

Fpeeiie - / Nulritional Screening: Lo Abnormaities Detected

© V. = 1 T _ 1 Underweight

* Impaired ] Yes N ; O _ ﬁ
Mental Status: Forgets limitations ] Yes /Zﬁg iy

[ ] Feeding Problem
IF YES FOR ANY CATEGORY = RISK FOR FALLING .

Fall Risk Interventi L] Special diet
I rvention:
1 H . [ . ,” .
] Escort while ambulating L1 Specialfeeding method

] Assist Patient Inform consultant for positive criteria
| Educate patient and family on fall precautions/prevention

Psychological Screening: | No Significant Findings
Unusual concerns about patient's Psychological Status: [ Yes / No

If Yes Consultant Notified: ............. \\\\\ ...................... 1 R | S
Social History: Lives With............ P v 1ah o SO S | SRR, . o/ S
Siblingsinhousehold []Yes ZNo (ifyesHowMany?).......... AEEL st R

Cultural & Spiritual Needs: [ | Yes ‘)}N’wo if Yes specify ........... Nifj ....................... Inform consultant for positive criteria.
’
Time of Initial assessment completed by ER Nurse : ......... SR 15% i1 Lo N

Docu. No. : RCHBH /FRM / CLINICAL / 120 (PT.D.)




Nursing Notes (Including Labs / Medications / Other Care): o

T Time | Nursing Notes

'M&L&i ~H‘\c Pt cond 800

| "% Momtov Vﬁ:nl Q?on &

: |
- _ME&’_& Ra m, (d@\.

| % Wwplatement 000e
|

| -

Samples collected by: o- | Time:
[1@- kaxthic o 4o

Samples sent by :

Medication given in ER:

|
%?;[]%/ | Medication " Route Dosage & Instructions

|
| |
[ n | [ = T
" |
| : |
\

\
| B
| ) L \ | B
J [\ |
A L | -~ | ]
/4 | i
| | |
| | | ]
Condition of patient at time of shift - out : : Details of Shift - out
iR A8 blm.... BP \\C\hr CFT: . LLLLC Shift - Ut OM ERT0: ooy
ar: Ukl spo,: . AD0e) e ... | S BT i €n
op~ | Time OESHI < OUE couersasusifonssssnmasnsssnsriicssnssssisassimssinisis
GCS:...\.S.‘.J.ST........ Temperature: ...... Q8°r.... | : DC
Handover givente: ..ol isnimssmssssssmmamims
Pain Score: Q)1 0. - (Nurse’s Name)
Repeat RBS (if applicable): . ........cccoevvviiiiiiiiiiiinnns i
|
Tick as applicable: ) MLC O LAMA C'BROUGHT DEAD
Procedures done with details (if ANY): ........cccvmsesismmisisisisissiiismssmiusssisissssusissssasasmsssssmenssasnsassssssssrsssasassessassesssasmmssnssanens
...................................................... |vplacement.. mm&&@tw
0 .
Name of the Nurse : K(l’_f‘u\l ............................ . Signature of the Nurse : ...... [ia ________________________________

Date & Time : ........ l?.lo:‘tllb@llﬁvq ......



ACTIVITY RECORD FOR BILLING

2z

Rainbow’ : bt

Children’s ‘B'”hR'ght
. BY JOSPITALS

Hospital | @ wiesieaen

::l: on?:::“ IPS-001757g,
fne.:___. .ﬂf'?."'.";: ':‘!f‘ Vieussn g T e e . =
L ehant Baching
uwono. . IINIINNNIN I ] —— Consultant: ___________ Defe oL e
Date of Admission: _ _ _ _ _ _ _ _ Time: __ ______ Date of Discharge: _ _ _ _ _ _ _ _ Time: __ _ _ __ __
Room/BedNo:__ __ _____ Ward: _________ Suggested Billable bedtype : _ _ _ __ ___ _____
WARD TRANSFERS
Date Time From To Signature of Nurse

99| LR

£l n) (ST

Cross Consultation Visit

Doctors Name

Date Order No. Signature

9

10

Docu. No. RCHBH/FRM/GENERAL/145




INVESTIGATIONS

Date

Investigations

Order No.

Signature




e e —

MEDICAL EQUIPMENT (WARD & ICU)

Date Eﬁﬁir;; g;t Corjll:r?\c:ing DischTrlmicting Eior No. Sionsiite
lﬂ)\?\ CﬁwAﬂhL Hm,*}e)g [ 1150HmM J) 6232 ; C{,«W
Dnfss'on D 1234 0p
Ari'on_funy |




PROCEDURE

=

Date Procedure Quantity Order No. Signature
R e e aH

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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Baby NAVYA SREE %
| Ry el R::ti_nb‘ow:D E BirthRight
— Y chidres | ) BirthRight
U —_ a lot to treat the litte. Your Right to a Safe Delivery
PROGRESS NOTES AND DOCTOR'S ORDER
ga-}?me Progress Notes Doctor's Order
e _post \x
‘%* clcleg, Dy - Qamnéﬂ\ comonater &R Qo sy dond
\:fl/\ el ?3(4. (Aveo ’hrzzurs?lami— wﬁm&ﬁm(mngj

‘H\\\:lln. Bupenalbu suS e
AT Covne —Sor  abutauw ‘Vamfdm&\'M

olL. p+ e
Tw«va{fﬁ\&( W
-HﬁLrHQub?m,
@0\ 15 (85) G
Ge — ol -) "_’Lri,j, 20/ My oamn
Spo, —49/.E0f '*mung(tfw\ oyes 5hy
QS b = 4wy B0\
Ny — @G e ‘mddw e ne
glec oy ffo\\jl la&ix Loarnd voowm )¢

VO YOO tad oy

: ERTLITN) Y= v T
n, : -

wgs\_:;: Sequen BAbunwy— 1-64jo

Calthoi a9

podr o~ t2g]3.c\N19 A /rC—/LQ
/ l

=~

Docu. No. : RCHBH /FRM / CLINICAL / 088 (P.T.0)
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Baby NAVYA SREE

03-09-2011 . ':;wnmen F)
i Dr, Prashant Bach! R b . i
S LT Cainiaws | @ BirthRight
Hospital _ | {)emmnes
PROGRESS NOTES AND DOCTOR'S ORDER
ga:-?me Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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:A::u::::):‘l‘a . IP5-00178762 //,
- 03-00-2011 14Y10M19D  (F) Rambow . ’ ! .
S O, Aiihont Secien Children’s BirthRight
LRI TR rospital _ | ) smssonssr
MEDICATION RECONCILIATION FORM
Drug AlBIGIES: ..........cocvieeieeerctcecreee et reseaeseseseeresesesneeesesens \/Nﬁ 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 FIOm: ... & Rwcvvvrvvrversevvrsscenssnssss i Shifted 10: ... "N AAR ...
10| oen o) | s | o s | e | SSTOOE | ot
1| Towb - OMnbCo /gL vl | pe oD &l |Oc o
2 | Todo - PANToprazole | Wowg | PO oD |o|»uU|Oc Ooc
3 | Tab- Chenco ey | Po S0 )\l%% Oc Obc
4 | Tob- Prinavere wE emg | O = Oc oioe
,
5 | TOB - TrcfolUmus 0-swy | €O BD  Iy|ae|oc ope
6 SR - Mofeton—S 3G0Wj {® o "M a6 |OC IDC
o | Syp Bevown St Po B0 lavatre/oc Onc
s | TRR Evamn  |asw | o opD gy PhL|me e
] THR. VP 93 W=b. | fO Lc;ta w{M’% ¢ OJoc
" Oc 0Ooe

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

Doctor Name & Signature : .. DY' %

T

Nurse Name & Signature: ............ ’f s

sondll .. Mg@@m._.@ ..... 0 ”f’) ..... o

Docu. No. : RCHBH /FRM / GENERAL / 090
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Baby NAVYA sage #i-017e702
09-2011 HyY1om 19

Br. Prashant gagpj |

D g

%

Rainbow® g
Hospital

BY RAINBOW HOSPITALS

Children’s .BirthRight"’

It takes a lot to treat the little.

Your Right to a Safe Delivery

Date of Admission: Q@J:"[% .......... Drug ABRGIES:: . .cicsiumsmmmmsiemiiissimsssssiimie %t 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)
- Date¥
DRUG : ZEraF—R AL Tie
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
. Dates
DRUG : S4% Tie
Dose | Route |Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
i Dater
DRUG : Tige

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCHBH /FRM / CLINICAL / 118
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BAH-0030973681 IP§-0017€762

Baby NAVYA SREE
03-09-2011 14Y10M19D
Dr, Prashant Bachina ' Ll 6r g} .
||| ||| ||| |l|”||||||”| ||” ‘| ||| ||| REGULAR PRESCRIPTIONS Weight. ... 1069 Ward. o
DRUG : Dater

Tu;ne

Dose Route | Freguency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

. 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

DRUG : TDi?[t;’
Dose Route | Frequency |Start Date i
Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : pater

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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WeIght. wevvvrrrereee Ward. oo

BAH-00397381 1P5-00176762
Baby NAVYA SREE
[ 03-00-2011 4YIOM9D  (F) Dato>
Br. Aradhant fadhine “ l"‘l TIU'IG ] Murf;Sig. l Nurs&Sig | Nurss Sig. I Nurse Sig.
[ H“M"N“Mﬂ” |n” l Dose Dose Dose Dose
unua . Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
ROUIE Start Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor — Dose . o
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: i - e -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE T|U’|e ] Nurse Sig l Nurse Sig l Nurse Sig. 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 pose = o
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: s e o o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
STAT / ONCE ONLY DRUGS
Date Time Medication D?ﬁgﬁﬁf{&ger Route Signature Nurses
220924 | M od Twy AL (RN STV in !g ]
N6 | o Ty By doeusad (00 T/ ""‘"‘e,,
B < ™ | - Pundap
roow oven gy | v

240 | 3 (4o Ty ALBORW.

(%g@ﬁ\""t@

[ ]
- T 2% a (wadly H T Llasyal
7/?{9{7‘; ‘(‘(LQ\M\ ’L\’\d Lﬁ(.\x g ) T/ - r
g)\g\'),é, r})r-o‘( j,‘:j LHL1x &g,ww% U&»Awauﬂ A/ Auf

AT
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BAH-00397381 IP5-001/B/B2
Baby NAVYA SREE
03-09-2011 14Y10M19D  (F)

i

""" (If infusion, mention ml/hr = Mcg/kg/min. etc) Route

LV. FLUIDS CHART weight. .6 €2 yward. ...

Flow Rate Dovctor Nurse | Date of | Doctor | Nurse
mi/hr Sign Sign |Stopping| Sign Sign
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