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SURGERY DETAILS

\

Date : @i/-? L N

Patient Name: I\WTM@@M ..... 55W Date of Birth: ....I?Z.ﬁ[.cﬂf{ .................... Age W

Gonder: ... MAE. ...k ward : (A0 s UHID No.: .BOk: —.cobHILHA...
| | ups AL ok |

Date of Surgery: 525)}%[&)6 .................... 1 0T-1 CJOT-2  [10T-3 [J0T-4 [J0BGOT-1 [1]0BGOT-2

Timein :....... ijSPm ..................... Time Out:...cg).n.HS)D. ............................
AMOUNT
T T - » S -4 AR
o  Anaesthetist ¢ eeeoeeee R0 O e
3. ASSISTANE SUIGBON oottt
PR L o T T~ /A R N St st S
5. Circulating NUISE  : ...covvumrieemnennen BT S0 A TR - SRR T
6. ASSISEANENUISE  : cooversrerrnnne QAL SO  rmmririiiisss st
Special Equipment: (] Laparascopy ("1 Broncoscope ] Harmonic 1 Morcelator
1 C-ARM | Cystoscopy [ Versa Point 1 Liver Cusa

] Neuro Cusa U] OIS voveeeeevereeerererenesseseamssssssaas

J
Signature ot%%on Signaﬁ%@irculaﬁng Nurse

Order NO: ....ccoeerereee. Q}lge%ﬂ ......... Order by: CV\%{ ..... N

Docu. NoZ: RCHBH/FRM/GENERAL/114
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<ot Sticker ' Rambow
e ” 4 Chifggents l b
T e b, CONSUMABLES OF OT o2l Tour gt 0 afe Detver
ip
Ci /////////////////l}n//};/ ) ... Technician : ...« Dot ... T s s i d
Anaesthesi.. //ﬁ// /// m 'Y Lees | Surgical Disposables mma_" usea| DiSposables (Baby Side) w"_“’“
ET tube B Major Pack Inj Vit.K
LMA o Sutures Cord Clamp
ECG leads ﬁ} o] Suction Catheter
HME fitter : A/P /N Feeding Tube
Syringes : 10 cc O A Vaccum Suction Set
05cc 47| Gloves Surgical Gloves
02 cc 21 Gauze Pack
01 cc 02T Syringe 1ml / 2ml
Cautery plate : A/P/N Surgical blade - Surgical Blade # 20
IV set NG tube Koochies (S)
RL Cautery pencil
NS : 10mi/ 180mi7)00mi / 1000m) D/ | Koochies
%W{/ﬁlkx 0 f) ointments
' : o] | Suction Catheter
Fentany! 0) | Cap, Mask
Morphine Gauze Pack
Ketamine Mop Pack
Propofol () Steristrip
Rocuronium Underpad
Glycopyrolate Draw sheet
Myopyrolate Abgel
Ondansetron Foleys catheter
Pencan 25g/ Spinal Needle 22 Urobag
Bupivacaine 0.25% Chest Drainage Catheter
Bupivacaine 0.25%(Heavy) Romodrain bag
Antibiotics Bandage
Tegaderm
Suppositories loban
Anamol : 80mg / 250mg/ 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution
I s [24) 0p—| Microshield
S & O / | Cotton Balls
( ” Latex Gloves
Ramdione Scrub
Saral
Surgeon Q[ ¥ | £ éwﬁeirgasmtoglst Nurse OT Technician
RN, -........cocoi i e TR Ordarat DY & ....cciovonneiivreptoneianees R o o bi v onio st AR
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Your nghl to a Safe Delivery

UM o
inrurimew CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient E}Pﬂzm 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)

................... URODYNEMIE | STUDES  UNBER.  SEDATION o eee—

| acknowledge the following:

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

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

Benefits of the Surgery(s) / Procedure(s) Alternatives of the Surgery(s) / Procedure(s)
- To wwndugtend «ESuhdim CL
bladdu — ,{Lm;j q verdiy —
FW .

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:

‘ a. INT(U(;N i AN

T

-
1. lauthorize Dr.__ Hewidh Tewtvevnn and his / her team to perform the procedural sedation
upon the patient / myself. J

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

Patient / Patient Attendant: i\litnesr
Signature: ...\ SCN l\d Q.. éaﬁav\ﬂ Signature: ....... (Og“‘/\ .....................................................
P ... i bt Biimcsnes Bimpphsccsosesasioma g Name: ............. Lakiehoats . P —
Relationship with patient: ........ e o Date & Time: .......... Lid!  CamBSI s, ...
Date & Time: ............... ?7’1‘*{% ......... @,/ﬂﬁn
Doctor (who is taking consenl)

\ 1 2 S _e
Signature: .... ﬁf&“\ BName o i, ﬂ"w ........................ Date '}P’\?\ Tlme]"(]’

Docu. No.: RCHBH/FRM CLINICAL / 027 (PT.0)
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2 Y ‘ M o . . ™
RISH JAYARAM | ™  Children’s Blrtthght
PROCEDURE SAFETY CHECK LIST (TIMEOUT OUTSIDE OT) m ””[m”m" Hospital 'w
””,””,” It takes a lot to treat the littie. Your Right to a Safe Delivery
g , TIorh 2 (
Patient Name: . M- T« NEE H#7 L Gender: Cale [Female  UHID. No: ... 2R —000M = (1sk....... T ok X (.~ D,
Date: ........ 220 M0k L SRR W OUBTING: .iociiianssissssnisisassisessn
Doctor PerTorming BIOBBHUID. . . uisviimstrvnsdiorserdisassiiessssn sbsnessavistvernsanias Boetor GINMIGSERAHON. ... ..o i et vdssves skl rvsiass Assisting NUFSE: ......ccovevveeerereninninias
SIGN IN Time: 1 LOR M TMEOUT  Time .................. SIGNOUT  Time: ..................
Yes No NA Yes No NA Yes No NA
Patient is verified using two identifires (Name & UHID) 1" — — Correct Patient = Name of the Surgical / Invasive Procedure is recorded/i;,/[ =) B
All required documents, images, studies are available "1 [ Correct Site 7]/[ 3 =) Instrument, Sponge and Needle Count Completed o e
NPO Status Checked from Patient / Patient Attendant V1/! I T Correct Procedure y/[/ o ot Specimens are labeled s o =
Consent is Signed \V-ﬁ ] [ All the team members introduced M O Any equipment problems are addressed 3.
Any need for blood products O
HYB8 COMIMBNL; ........ovveeremressanssinserssssussreressessosssssens
Any Risk of Hemodynamic Compromise [ [\/!/L ]
1R T | R DS r (I —
Any drug or food allergy - =
Vi T | o R Qe (U B
Correct Site of Procedure Marked . = v/
All resources required are correct, available and = S
functioning
g \Caural 0
Signature of the Doctor: .......... LAVATAS Signature of the:-NUIse: ... s A
Name of the Doctor: D‘( s AV 2 TR N Name of the Nurse: ..........
R

Docu. No. : RCHBH /FRM / CLINICAL / 083
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Master T NEEHAL ESHWAR ”}
== LT?;‘:.‘;‘HM:,.‘L‘”“ & Rainbow"’ @ BirthRiaht
1] IIIIIIIIIHIII e | e
OPERATION THEATER NOTES
| Patient’s Name : ............covovimeecicceeciscseee e AR i Gender: [ Male [ Female
e R Weight : ................ 8% Height : ...................
Surgeon : Asst. Surgeon :

r

Anesthetist: e By s L | OTNyrse T— OT Technician: £ ).

Pre-Operative Diagnosis: WW(’ET F PU\J ngh
Surgical Procedure :
Uﬂ)&-@r\ amic %tha 4 sedabon

Indications for Surgery : Mwog.n b(ad den
4‘“/&%@'(\1\

Date 'Hq,é, ‘ Start Time : l 4 \rb " End Time : 5 Qg ')
L § | 7
Pre Operative Preparations:

Post Operative Diagnosis: N@J-Mﬂ%pm(c Klodden, -

Peri-Operative Complications:

Operation Notes: _En c&"w 4

s A
(4{%&\ prevbu Badde

Doc. No. : RCHBH/ FRM / CLINICAL / 099 (P.1.0.)



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

Name and f{umber of Surgical Specimen sent for examination:

Peri-Operative Complications:

g




§

BAH-00643144 1P5-001767
[ Master T NEEHAL ESHWAR * Rambow . . s B
18-03-2004 2Y4M3D M) Children’s Bll‘tthght
— rll mﬁmruuvm.m Hos p i t a' . BY RAINBOW HOSPITALS
LT g AR

rPUST-SURGICAL CARE PLAN FORM

Procedure DOne: .................. \JYDC4eq. mic.... 3}“% ........... $ 8 daf O

Post-Surgical Diagnosis: ............. 1\3 ................. S - UV, " [V SR (R, W

Post-Operative Monitoring Parameters /Frequency:

TR Hv Qusieq. “tEwN bov O U

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

—

Nutritional Instructions: 2 (B 7 R % Sisake

When to Start Mobilization:

_ Uﬂ% @DWF‘O@~

Special Referrals:

e

The new order for all required medications documented in the doctor order/medication sheet:

OYes -No

Any Other Post-Operative Care Needed including Required Follow Up

—

77

Treating Surgeon ) :
(Signature & Stamp) Date: %(}(% Time: %3’%\«.\

Note: Plan of care will be readjusted if necessary.

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




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 ; TEL NO :+91-40-4466 5555

s WEB : https://rainbowhospitals.in

BirthRigh

ADMISSION SHEET

Registration Details : HETIEIERRI i e mnm

Admission No : IP5-00176764 Admit Date - 22-Jul-2026 Admit Time :12:18 PM UHID : BAH-00643144

Patient Details :

Patient Name : Master T NEEHAL ESHWAR . Age :2Y4M3D

Guardian © Mr T NARESH DOB : 19-03-2024

Gender : Male Religion

Occupation ; Martial Status : Single

Address (H) : HNO - 7-32/4/7, JYOTHI NAGAR COLONY Phone No : 8465851442/ 8686308933
Boduppal Hyderabad Telangana INDIA E-mail
500092 -

SAN DHYAKUNCHALA123@GMAIL.CO

Admission Details :
Bed Type : DAY CARE Bed No : PRE OP 401 Ward Name : 4F-OT COMPLEX

Room No : PRE OP 401 Admission Type : First Visit

Contact Details :
Name © Mr T NARESH Relationship  : Father

Contact Address : H NO - 7-32/4/7, JYOTHI NAGAR COLONY  Phone No : 8465851442 / 8686308933
Boduppal Hyderabad Telangana INDIA 500092

W Sardh

Doctor Details :

Doctor Name : Dr. HARISH JAYARAM Specialisation  : PEDIATRIC SURGERY
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 12:26 Printed By : 016674 Page 1 of 2
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N

PATIENT TRANSFER FORM Hospiuas eRELISENEn
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Ordsr 9
\9 (1) _ o
E&E}E’!‘:mum N ‘ZZ!O‘:HZ-A &t' \2' v ?—2(04(2’6 @ .
2 4

oﬂ”ﬂmiﬁ anvaran ’ ° w Transfer Ordered by Reason for Transfer

i M

D1 Roenya Ad ofi¢<Fo0
From Unit To Unit Information to Attendant
"E(L OT YV No[ |

Number of Sheets in Clinical File

Personal belongings including
clinical documents. If any handed

Patient shifted with ID band:

over to attendant o,y YM No[ |
Number of Imaging Films M No | |
{ N0 ... ..o fdioniin
If Yes, what? OP“I‘!'L
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
t
% )
M’ qauon ()
2
3.
4.
5.

Shifting Summary / Notes Written by Doctor :

Yes#T Mo

N - et

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

D Galcg,‘

Patient & Clinical Records Received by :

Ka ol

Date & Time of Patient Received :

22) ﬂosL

= | pPro

If the transfer order tlme & Completion time is more than 30 mmu‘es please tick the reason mentioned below :

[ ] Unavailable Bed

Docu. No. : RCHBH / FRM / CLINICAL / 102 (26)

"] Nurse not Available

[ ] Available Bed not ready



ACTIVITY RECORD FOR BILLING

BAH-00843144 IP$-001768764
Master T NEEHAL ESHWAR
18-03-2024 2vamap (M)
Dr. HARISH JAYARA

sl [T T

Date Of AUI (T ETIVIE

Name :_

Room/BedNo:__ __
WARD TRANSFERS

e

=
Rainbow’ . . -
Children’s @ BirthRight
Hospital | ot
—— __C0n5u|tant: ___________ Dept _________
___Date of Discharge: __ _ __ _ __ Time:

Date Time

To Signature of Nurse

99 [0 | \1istpm)

or <Ly

Cross Consultation Visit

Doctors Name

Date Order No. Signature

10

Docu. No. RCHBH/FRM/GENERAL/145



INVESTIGATIONS

Date

Investigations

Order No.

Signature




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
120 | 1y plmemu‘)l— m 6166 (0,
9 W% AL @ aleeUl |

ANY OTHER INFORMATION

Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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Rainbow®
Children’s
Hospital

- It takes a lot to treat the little.

(

PEDIATRIC IN-PATIENT
MEDICAL RECORD

BAH-00843144 1P5-00178764

Patient Name:

| S

UHID ID:

Department:

Consultant:

Docu. No. : RCHBH /FRM / GENERAL / 065

(PT0.)




BAH-00843144 IP$-00178764
Master T NEEHAL ESHWAR

19-03-2024 2Yamip (M)
Dr, HARISH JAYARAM

Pediatric Multiorgan History & Physical Examination

|
|

Age/Sex

Name :
Relationship

Information given by:

Chief Presenting Complaints & Duration (Chronologically)

pl/lux PV uil helisd_gve éw&ﬁ
I3 ela rWLvaxS Y

Q’n[mﬂ:wcy - -
_QT;«_QW‘W& éY E)J\n‘){OLfrV\rkmf‘L A‘M

History of present illness :

LY
CC~-‘(2§1 Wwed B . Pouar sk bU\/ vl é\"\o«kwg ﬂs\/w;(ﬂacflw}/

t
Apf ’nm-C MLCJUC}. Ahouxed Qﬂ*(aFﬁJ If}J teriay yettaq
—
91}{0&# C‘{A"‘DJMIP&,{ ae Sl Qeveoled <t Sl
ro Serafued valwy

Y\L&U X ¢! Comg  codt. (‘D’V‘}/)(Q/'VA"\ @J;
Ofw*falohn‘j od LN
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BAH-00843144

IPs
To:;;:r T NEEHAL ..meﬂmm
{ 2024 2y
| Or HARIgH SRE0 ™)

- D g

Pediatric Multiorgan History & Physical Examination

Past History : (Including details of any previous investigation or treatment)

PR .

'rf)ui lﬁ,ifhﬂf\-{ %ﬁa@(mw;{ m Dg &b ﬁfg’{

Birth & Neonatal History:

Tegm ‘/uq l/cma BTO
o)

Mo Ny admipim i, b e Ay gopusoq M Lrvep ~

50

Birth & Socio Economic History:

About Father : \
About Mother : 3 Q’!)m MFGQJL tﬁ}{n

Any additional Information :

Developmental History :

Immunization History :

i - sofil: Vs

(PT0)




BAH-00843144
IPs 7
Mastor T NEEHA L .'HWARWT 76784

18-03-2024 2
Y
Dr. HARISH Ja M

i~

Pediatric Multiorgan History & Physical Examination

Anthropometry :

Head Circum (cms) —— (Centile —— ) Height (cms): (Centile)

Weight (kgs) )ib:l&];_(t:entile AR
%

On Examination :

. ) g
Temperature : _ 944 €& pylse Rate - L4 [Dg\r B.P [69' (31 SP02 M

Resp.rate and type of breathing : _2.2 p Ao JQ D

Rash 1

Lymphadenopathy j =
S

Oedema : -

Allergies (if any):
Respiratory System :

Inspection (any s/o distress) :

Air entry & breath sounds : RASE [C(Lw@,

Any addes sounds :

Relevant data from outside (Chest X-Ray, ABG,etc.,)

Cardiovascular System :
Inspection of procordium :

Heart Sounds : [QWE

Any murmur : Ao ymuimode

Relevant data from outside (Chest X-Ray, ECG, ECHO, etc.,) :

Per Abdomen :

Inspection

Palpation : S0t
Ausculation :

Spine : External Genitelia :

Relevant data from outside (CT, USG etc.,)




Mnhr T N!!HAL ESHWAR xl
19-03-2024 avyamipo (M)
Dr, HARISH JAYARAM

S 11111

Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness :@VPU/GCS score -

Cranial Nerves :

g

Motor System:

Nutriton :

Tone: Power

P

T
Posture :

s
Co-ordinator : /

|

\

Involuntary Movements :

Reflexes :

DTR

Plantars

wl Superficials:

_ Sensory System :

Bladder / Bowel : =

Clinical Summary & Diagnostic:

\:\ O 4PU N o ida AS\Okm—Q 6\/\)& (Qﬁ&(}\#f‘(‘g\

(PT0.)




BAH-00843144 IP5-00178764
Master T NEEHAL ESHWAR

18-03-2024 2Y4amip (1)

Dr. HARIBH JAYARAM ‘

AT

Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment:

Desired goals of the treatment : (\2 fc)furﬁ“m kl LQ fm }’Hnﬂfl/i

Planned Labs: Planned Management
Q¢ Aoy L{amkycﬂcq t)!.()d]e’mnm’rc ('Mﬂ‘{ L Lo

& (")}/) hru ok

- N an  advired
\ < E ONS
1{;41&0\ mm‘rffmmj

J}F]L 4o be C{O’)’\Q

Signature of the Doctor: @:: ............................ Signature of the Consultant: ..................................
Name of the Doctor: ... ... ) (?l?aﬁ@}f .................. Name of the Consultant:

Date & Time: 9&.[.%.[26....}:...l&:%@.. - Date & Time:

Y
i




. BAH-DDB43144 IP5-00178764

| Master T NEEHAL ESHWAR

| 19-03-2024 2Y4MaD (M)
Dr, HARISH JAYARAM

I

T
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Rainbow®

Children’s B BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

UG ABBTOIRE. .cvossussiassisssssmisroiimmnn iy s =iies

LMot 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: .......... M RS SR L R O 1 A
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC,1v) | FREQUENCY | pae ) ime ?gﬂ:ﬁfm
M
1] Cep - gACTRNS 2wl | P & | 2% e ce
O INLY
D e

SYp Certeimg fo Mg Po RO 8¢ ooc

3 <y Oc¢ 0DeC
4 \ c Coc
5 \ O¢ Coc

e
6 \ ¢ Ooc
g
7 \ Jc CIDC
~
g \ ¢ Coc
\\

9 \_ |Oc Ooc
o 'S¢ Ooc

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : @/ ........ e ‘gc«g‘q .......

Nurse Name & Signature: ...............

* C- Continue, DC - Discontinue

Date & Time : LL\LD:Q[%@MP&\ ............................

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



BAH-00843144 "

s 1P8-001787 s
ey Ehitoras ‘BirthRight"
H 1 BY RAINBOW HOSPITALS
I o | W
DRUG CHART
Date of Admission: ...2.?..(.%;[2( ............. DIUG AIBIGIES: .vvvvvveeeeeeeeeeeeeeerseeseesseeseeseeressesseeenenes ot kawn any Drug Allergies

FOR THE SAFETY OF THE PATIENT

GENERAL - Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).
- Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instructions.
- Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter existing instructions.
- Discontinue a drug by drawing a line I through it and a similar line through subsequent recording panels.
- The date and time of stopping the drug along with the doctors name and sign must be mentioned.
- Only one chart should be in use at any one time. When the chart is full, a new supplement can be kept within this
drug sheet folder.
NURSES - Nurses must follow strictly the FIVE RIGHTS before administration of medication.
1) Right Patient  2) Right Drug 3) Right Dosage 4) Right Route 5) Right Time
- AVOID TAKING VERBAL ORDERS. NO VERBAL ORDERS FOR HIGH RISK/HIGH ALERT MEDICINES
(EXCEPT FIRST DOSE OF EPINEPHRINE DURING CPR). Follow Hospitals's Verbal Order Policy.
S0S / PRN (As Required Medication)
. Datey
DRUG : Tigne
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period| Pharm.
Additional Instructions:
DRUG : %ﬁi’
Dose Route | Frequency |Start Date ’
Doctor’s Signature | Valid Period| Pharm.
Additional Instructions:
DRUG : o
Dose Route | Frequency |Start Date "
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
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REGULAR PRESCRIPTIONS

Date

v

DRUG : Sl(p. CTEIRIME

Tie

Dose Route [ Frequency |Start Date

25l | po B |2lafx

Name & Signature of the Doctor

Starting the Drugs:

Ds. &LJIJ

Additional Instructions:

D (&S = loomy)

Ove s5Mq

Daily Doctor’s Endorsement by a Sign

Date

DRUG: S{p. BACTR I

Dose Route | Frequency |Start Date

Time

25 | Po oD | 2ok

Name & Signature of the Doctor

Starting the Drugs:

(()1- @—,C’af‘ )

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

v

DRUG :

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date

A4

DRUG :

Time

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.l.@...?....... ward. ...........c.........

Date»
VARIABLE DOSE Tlg]e l Nurse Sig. I Nurs;Sig. I Nurj;Siq. ] 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 P Doss ol
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Additional Instructions: o - Do pose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Date»
VARIABLE DOSE Tlg]e I Nurs&Sig, I Nurs:Sig. Nurs&_Sig. Nurs‘f;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 S e Do v
Dr. Sign Dr. Sign. Dr, Sign. Dr. Sign.

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

STAT / ONCE ONLY DRUGS
. " Dosage & Other ;
Date Time Medication : Ro Signature Nur:
o Instructions - 9 i
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