% & 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 &t TEL NO :+91-40-4466 5555

IR WEB : https://rainbowhospitals.in

ADMISSION SHEET
Reglstration Detalls : IR N RE AL LR TR [
Admission No : IP5-00176687 Admit Date :21-Jul-2026 Admit Time :05:54 AM UHID : BAH-00661850
Patient Details :
Patient Name : Master M VIDHARTH Age :3Y3M14D
Guardian : NAGARAJU DOB : 07-04-2023
Gender . Male Religion :
Occupation : Martial Status . Single
Address (H) - H no 1-28 village Koilkonda Koil Konda Phone No : 9553553413/ 8985479188
Mahabubnagar Telangana INDIA 509371 E-mail  lasyanagaraju6@gmail.com
Admission Details :
Jed 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 : NAGARAJU Relationship : Father
Contact Address : H no 1-28 village Koilkonda Koil Konda Phone No : 9553553413 / 8985479188

Mahabubnagar Telangana INDIA 509371

NQJ
kignature

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 : 21/07/2026 05:56 Printed By : 018621 Page 1 of 2
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L o
SURGERY DETAILS

Bl ... ?///?’ ............................
PatientName:a?]%ég&..l%...%{\)%%é.... Date of Birth: ;/q/ﬂﬁ Age: . S(a......

Gender: .............. ... Ward: ...... ?7@7 ............. UHID No.: 65/@ 7 . A
Date of Surgery: z//%/% O0T-1 C10T-2 M 0T-4 JOBGOT-1 [ 0BGOT-2

o

NameoftheSurgery:....................t??..\.(i% F\\\Q* \%\W

1. Surgeon

2. Anaesthetist

4. 0T Technician
5. Circulating Nurse : .........

6. Assistant Nurse

Special Equipment: [ ] Laparascopy (] Broncoscope (] Harmonic [ Morcelator

] C-ARM [_] Cystoscopy ] Versa Point [] Liver Cusa
] Neuro Cusa IR .iviisinsssisininmminnitbsbnsininnsnansdh
W M
Signature’ofAhe Surgeon Signatdre of Circulating*Nurse

Order No: ﬁ?};?/? ..................... O BY; ..o _ P st

Docu. No. : RCHBH/FRM/GENERAL/114
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Master M VIDHARTH e ' .
07-04-2023 MRZY:!MMD (M) —J /]&J'ﬂub -k?.e W E?lll?l?l%vlzs l .BlrthR‘ ht

Or. HARISH JAYARA BY RAINBOW HOSPITALS
MINTVIEN o OO e
B st sneanee eiatsssseivabs T e AT I 111 P W SRR L N0 St o iisns st

Anaesthesia Disposables issued | usea | SUrgical Disposables ssuo? ” usea| DiSPosables (Baby Side) | OV
ETtube & 0Y Ly oU°l | 4| .= | Major Pack Dmpy_ \ — | InjVitK
o1 | )| —| Sutures Cord Clamp
ECG leads : A % < | o€ Suction Catheter
HME filter : A (P/N i Feeding Tube
Syringes : 10 ¢cc A0l Y Vaccum Suction Set
05 cc Q0 | cloves 4. b ﬁ}'].g— o4y |Q | Surgical Gloves
02 cc a0 1M b. 64 3 1. |242 | — | Gauze Pack
L. N Syringe 1ml / 2ml
Cautery plate : A(/ P/ )| o) | Surgicalblade )., W) | = | Surgical Blade # 20
IV set \ | —| NG tube ' Koochies (S)
o | — | Cautery pencil ) L ) )
Ng'- 1om(} Yooy }soomi/ 1000m |G+ | &) | Koochies Niﬁmf X ) [|
i e ‘| |e, | Ointments Jels I -
" DR (7)Y | 1 | — | suction Catneter [oce- B 94| —
Fentanyl & 1 |eo, | Cap, Mask k o | gl l@x o iy g
Morphine GauzePack (4R [a4y [t | 8 Nudle A
Ketamine Mop Pack L
Propofol % O] | Steristrip
Rocuronium | — | Underpad ) |
Glycopyrolate | < | Draw sheet \ | !
Myopyrolate (e | 8 | _ | Abgel i o
Ondansetron ~—— ' Foleys catheter C’,(uja’\{ Y lo !
Pencan 25g/ Spinal Needle 22 Urobag } (;[pmace T
Bupivacaine 0.25% Chest Drainage Catheter Ol o ld e
Bupivacaine 0.25%(Heavy) Romodrain bag DA ) yemu2 ¢H
Antibiotics Bandage oot i 1
Thupm T[] o b —Th1—
Suppositories ' loban on fafhivay) [S |
Anamol : 80mg / 250mg / 170 mg Double J Stent Q.L 0 4 ﬂfh‘! W fid
Supridol : 100mg Vaccum Suction set b ) e Eohtdndme [\ H)
Justir /12, smg(ﬂng;)wmg tH |~ | Plastic Bed Sheet \ — 1070 | H | )4
Tab. Misoprost : 200mg . Betadine Solution -_ {vf,l_g-,UU If,o) 1” —t
ugo) 40 )| &= | Microshield ok W n/@mLW—! A s | oA
el an wey o] 4 |[— | Cotton Balls e
S0 ey o 118 14T T e Gove og lo?
‘?nm L) S ere) | 444 [ | Ramdione Scrub b
Aeu Comndl0s 9915y  Saral

Surgeon Anaesthesiologist Nurse X

Order No. : ﬁj\'}qos ........................................... DINSISREE: ..05..... i / h& TR R

Doc. No. : RCH /-FRM / GENERAL / 125
ﬁ‘.ﬁlg’o" |
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BAH-00661850 IP5-00176687

Master M VIDHARTH

07-04-202% 3Y3M14D (M)

Dr, HARISH JAYARAM .

CONSENT FORM FOR ANAESTHESIA [l {gihion

Your Right to a Safe Delivery

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 without numbness can
be achieved by infusing weak solutions of local anesthetics arid 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 [0 Hypertension [ Diabetes mellitus [0 Renal failure
[ Hepatic disorders O Shock [0 Multiple organ failure O Polytrauma/ Renal Tubular Aacidosis

O Incapacitating Cronic Obstructive Pulmonary Disease [ Others: LML&n@ﬂWﬂ . isW’nChO(/f&MYH ;

= Doctorto documentin medical record also if necessary (Cross-out if not applicable)

DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize Rainbow Hospital & its authorized doctors to perform upon me / my patient the above mentioned operation / Diagnostic /
Therapeutic procedures.

| authorize and give consent for anaesthesia ( 0 Regional / OO General Anesthesia / onitored Anesthesia Care as considered
appropriate by the anaesthesia team.

| acknowledge that the anaesthetists have informed me about the anaesthetic procedure, risk, benefits and alternative treatments and
answered my specific queries and concerns about this matter. | have read and understood the information provided in this form |
acknowledge that | have discussed with the anaesthetists any significant risk and Complications specific to my individual circumstances,
and | have considered them before Consenting for anesthesia.

I understand that there are some infrequent complications that can occur due to use of anaesthesia, these include pain or some injury atthe
site of injections, temporary breathing difficulties, asthmatic reactions, headaches.

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

That | 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 in need arises.

| understand that the above mentioned consultant anesthesiologist or occasionally a colleague deputed by him / her will administer the
Anaesthesia.

| have been explained all my queries in the language understood by me.

X Witness : wé(

Patient / Patient Attendant : i A

BURIMEIEY = ..o vvvissisinsinsssivoncissbrors U Pt T Signatiire : SRR IR ... isseinesh
Name : L&V\IL/\/ BRE o Name : ). é‘LRﬁdUl ...........................
Relationship with Patient: . @ Lt ... Date&Time:...?M.\.?J.%:b ..... 22408 .
Date&Tirne:..c.‘l..-.‘.T..—.‘.}.'.. 2.2 MOAN gt

-

Docu. No. : RCH / FRM / CLINICAL / 021
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Or. HARISH JAYARAM =&

e VAl ifon T §Ei‘i'g:§§";"s ‘ BirthRight

1t takes a iot to treat the little. Your Right to a Safe Delivery

Name: M. d M AR Age: GUJZ ™ sex:... 1V UHID.No g’ﬁﬁ'mﬁé(?,b

Date: ?—\"}[ 26 Time: 2.:30.8 M Proposed Operation: ‘TU“%MTL‘/W

B.P/CRT: fl73b3 HR: L. Weight 'Q‘Ykr ASA Physical Status: "(11 02 03 D4 05
Laboratory Data:

HOD: oooosiidiinamsiss GUOCORE ..osaiiidscitiicinsins. - PYIIIN iosvcisisossisamimmasionss 1 R S L AL A N

- L e 17 TR I 9T | . R o HBSAQ: ...cooeicnciinass R R
L — |71 o R SR DB TR ...connvminnnins HEN: o ineeetmsnsnners p. T e A
PRIE ....oococonnssasmparses St ooy | SISO cusisvaniassrsaiinaninss Blood group: .............. Stress/Anglo: ..........ocvvee

2 O R T L (s e B OB icsiiinonlis

i [ S ——— Cadd? omr B S AP0 ...coimasimestarones | [, e e

| S ——— MO coimssicesisiiostos, AITIVIABNG coisicicisissinsasise TSH e

2 b i SGOT/SGPT: ..o Alergles: VU -
Medical History: ~ CVS:  / @) fcnadal

RESP : # Diabetes: ) Y B o5 Gy
ONS : A N e - -t e
Renal - Ve ¥4

Hepatic / GE : / Physical Activity: ®¥ WE/ 3

QOthers : / 5

Past Anaesthetic History:

Physical Exam:

—

Airway: MpPi)2 3 4 Mouh Opening:2 [, Mentohyoid Distanceczr g, Neck ()  Teetn(")
Lungs: RN ) Uy

Heart: () (,W@

CNS:  Clele 1

Pregnant: [1Yes [ No m Venous Access Site : Spine Exam for regional : @] :
Anaesthetic Plan-\;unf [JREGIONAL [ GA-ETT [LMA ac Wb.u’ .

Peri-Operative Plan Explained to the Patiem'uzf{es o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:
) 1. DVT Prophylaxis
,

/ / 2. NIL 0RA|_<::;‘;;/60:: 2 Houé(
3
4
5

. Informed Consent: =Standard O High Risk
L,/ / . Post Operative Pain Managemeﬁf [J Discussed with Patient
. Other Instructions:

Signature: ....... .. Name: BY R o i

Docu. No. : RCHBH /FRM / CLINICAL / 044
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Master M VIDHARTH

07-04-2023 1YIM14D (M)
HARISH JA
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Rainbow”®
Children’s
Hospital

It takes a lot to treat the little.

ANAESTHESIA CHART

\

=
=

BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

‘BirthRight"

Change in Patient Condition:

[J Yes ,G/No

Fasting Status: (pyuvi, W‘-—"‘f

Physical Status:

T Patient Identified

1 Consent Present

Chart Reviewed

HR: 10V

| B.P/CRT: ]o‘j‘

N~

[spo:9¢]-

| R.R: Wrmw

| Last Feed: =L b

Pre-OP Diagnosis: TN h.— Operation: ... \WWVLTINE < 1% o Date _21)’”"" .....
« -
Surgeon: ... 10N . Hae vl Jaqasam Anaesthesiomgist:m.-. ........ b2\ s Ao Technician: LYoVt
Q 1
AN &IIHT \! T
Antibiotic
Drugs: r
I TDazerae —0Lh
= ! 2 Suppository
AN Q5w
L
‘ FU'U PC' b i i a/
X | I. ]l m- t (A "‘” Blood Loss
__FETAHINE W
F0,/ S0, GV
ETCO, 1w
ECG %
Temperature 2 X
Urine Output NOTES
3
B.P 240
V Systolic 220
A Diastolic
X Mean 200
« Heart Rate 180
Toumniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120
10081 %
80
60
40
20
10
0
| ABG
LAB Values
GRBS
Others
/EI/ Equipment Checked and Temp: Induction Regional:
Functional ] HME ] Fluid Warmer Pl ] Inhal Extremity SPECHY: w.voorevveeeeeeressreesreeee
- (] Cling Film JZ’( OH Warmer O PreQ, 1RSI [ Spinal [] Epidural [] Caudal
[J Hugger's ] Cotton Wool (] Others . “ £ 11 O —
. [ Other '
: Times: L ] Airway (] Oral [C] Nas: cd S ..o
~E Tem Srtem.’, .
O Fo :fgnﬂor . Anaes Start: 6t10‘1 BT iitnine Bl 00 eedle SIZe: ...v..vvvvrererreres DEPHN: oo
O Agem Monitor OP Start: d/ [ Oral [ Nasal [ Cuff arasthesia [1Yes [ No
_7 Pulse Oximeter OP End: . %,, (‘9 ...... = [ Tracheostomy [_] Topical Cathater at SKift .................. am
1 Capnograph Leave OR: ... 0.5 D0 Lo ) L DIUG: s Drug Name & COnc: .........coooovvvvveees
L) Ventilator Anaesthesia: [ Awake ] Direct Vision B i s A R
LI Nerve Stimulator ] GA [ Video Laryngoscopy [] Stylette / Bougie INFUSION: .o
i -] Monitored Anaesthesia Care [ Fiberoptic Block Level:
PR (] Regional Blade# ............... Attempts: .. it
L Pressure Points Checked Difficutty WHY? .coooooocoeeoreen
Line (Size & Location) . Transportation to
- CIeve:. 1 Bilat = BS SAPACU CICU [ Other
O glnt [ ART: . 1 Semi-Closed Circle Relaxant Reversed [] Yes ] No }JNA
‘g red AN [J Closed Circle 3 .
- :adt::ng cw:. [ Other Name of the Docton /... LAVNEL ~ ’
o) Awake IV rissmasnessens Signature of the Doctor -............ -.k\' ..........
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E

POST-ANI-\I:STHESLA_ \CARE UNITR CORD
N &\..\..D..:;\lgo ‘

Time Discharged -

|V Cannula Sité -
] OMask | Nasal Prongs

[} Tracheostomy [ T-Piece
r0ral Airway [ Nasal Airway

180 - L - G | TN
NG Tube 0 o]

Drain: %;N}

Urinary Catheter;&i’_’%js‘ Ly

Chest Tube: C1Yes EINo

Nil Oral O Yes ),/\(

IV Fluids: «oeeeeers
Oral Feeds: - I W

«PULSE > < BLOOD PRESSURE

< RESP

POST RNAESTHESIA SCORE
{'Modiﬂed Aidrete Score)
e voran o 0 COTE o A Minimum Total Scoré of 8 is Required for
Discharge

Able to mov
Able to move 2 extremities v
Able to move 0 extremities yoluntary of

Able to deep breathe & cough freety
Dyspnea of jimited breathing

Apneic
BP + 20 of Pré Anaesthetic leve
8P + 20-50 of Pre Anaesthetic leve

pp + 50 of Pre Anaesthetic leve

Fully awake
Arousable on calling
Not responding

oluntary or on command
on command

Exceptions t0 this, are to be explained in the
space below by the Discharging Physician:

RESPIRATION

oamnjo—=m

CIRCULATION

wouonjuonn

mlo=™

GONSCWOUSNESS

wonongn nu

o=nle—

Pink
Pale, dusky, blotchy. 5aur\diced. other
Cyanotic

o — I aace O 0 Reassessment Frequency:
1. Everyeight hours for all hospitalized patients.
2 Forpost surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 hours :
b.  After 24 hours every 4 hours
Z. Prior to pain refiving intervention

With in 30-60 minutes after pain relief intervention

Date & Time:

PACU Nurse Name \
N W W A A B S s Transiemeto Unit by (PACU):
N . v A 3

PACL Nurse Signature: A4
Date & Time: - A - 2
£ i sooessssiisiioleiy / “Kh 7
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— Rainbow® . -

_' Children’s | @ Blrtthght
— Hospita| .

Department of Anaesthesiofogy
EPIDURAL ANALGES|A RECORD

It takes a jot o treat the little, Your Right to 3 S;EiD_eii:e?r;

B et LT Procedure Y
CSE /Spinal /Epidural Position : ... .~ i Technique (LOR/L 08)
Oepthi ..o Catheter at S S I Ty i o NSRRI
Parasthesig - Yes/No if yes e i e
Solution Composition et
Any other issues

Infusion Rate
(mi/hr)

WA
..........
L
1
i
1
L
i
11

AW
W
W
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moa-zozs 3~rau14D () Rainbow . Bil’thRightw

Children’s
Vi Hospital - | | mmeonmss

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

INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient D'P/atient 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)

e R R A i

I acknowledge the following:

1. Ihave 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.

s Benems of the Surgery( )'/ Proeedere( ) ' | A Alternatwes of f the Sergery( )/ Procedure(s)

Resolubion % ’fa'nguq he

3. As W|th any procedure | am aware that nsks such as blood loss, mfectlon eardlac arrest, anesthetlc allerguc reactions, paralyms.
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 explamed about the possrbie compllcatlons of the surgery/ procedure are as follows:

| a g\mdmg \ng&hoo

1. lauthorize Dr. HU\I'\S\’\ —a-O\LlO\Nm ' and his / her team to perform the procedural sedation
upon the patient / myself.

2. | recognize that the practice of medlcme 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 Auendant Witness:

Signature: .......... L ...' ...... B/\M@O\\[l ........................ P s S SR S, 2. S
Name: %WSQ”\ ..................................................... Name: ... NGQdroa  \ dAKew) -
Relationship with patient: ....... N\O\’N) ............................. Date & Time: ...... 2"\ ; 2 AW

Date & Time: .......2- ’lt\‘ .................... PR O

Doctor (who is taking consent): «
Signature: M\&QA%/‘O\ Name: 9 - ‘V\.OK.QA l/\ﬂf\ Date 7—\} 1 ?‘L Time:........ 8 \ 8 A‘M

: Docu. No.: RCHBH/FRM CLINICAL / 027

(26) (PTO)
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SURGICAL

Surgeon : 2 {-@7 z\% ............

07-04-2023 3Y3M14D

Dr. HARISH JAYARAM

« [ IIIIII

. Age: .2 Gender: . Af.

ﬁ

Asst. Surgeorb; ..................................... Rﬁl?‘?ow i Bil’thRight_

Y Anaesthetist L./Y... iy e UHw ... ... -ame _—;D ;M " ols {&? " BY RAINBOW HOSPITALS

SAFETY CHECKLIST Scrub Nurse : ﬁ?ﬁl@@ .................. Date : zi/?' LT ———— Outtirte : 4/ \éy - .MW'"“'”"'
Before Induction of Anaesthesia » » - Before Skin Incision » » Before Patient Leaves Operating Room

Known Allergy? O Yes «No
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7mi/kg In Children)?
Yes, and Adequate Intravenous
Access and Fluids Planned
Blood Units Reserved

Has Antibiotic Prophylaxis been given
within the last 60 minutes?

OYesvTNo

CYesEINo COONA
OYeseNo CINA

OYesMNo I NA

SIGNIN  Time:.¥... A7) TIME OUT _Time:. X} U 3 cas

Patient Has Confirmed Confirm all team members have

Identity \AYes CINo introduced thegselves by Name and Role V?é’ O No

Site OYes\=No Surgeon, Anaesthesia Professional and

Procedure “#Yes CINo Nurse Verbally Confirm

Consent “Yes CINo Correct Patient (Check ID Band) m}/é No
Site Marked TYes CNo“E"NA Correct Site @ye/'g No
Anaesthesia Safety Check Completed \=Yes CINo Correct Procedure l)e( No
Pulse Oximeter on Patient & Functioning “<7Yes [INo Anticipated Critical Events
Does Patient have a: Surgeon Reviews:

What are the Critical or Unexpecte
Steps, Operative Duration, f

OYes B‘Kﬂ NA

Anticipated Blood Loss?
Anaesthesia Team Reviews IZ,/LW rak"“
Are There Any Patient- specm Cond Yes ONo 'C'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.

B’@;}No CNA

OYes 2No CNA

_OYes 2o
SIgNature :................ ,ﬁ!ﬁ;ﬁ .................................

SIGNOUT  Time:... &8 ...

Nurse Verbally Confirms with the Team:

The Name of the Procedure Recorded Yes CINo

That Instrument, Sponge and Needle

Counts are Correct (or Not Applicable) OYes ONo ELNA/
The Specimen is Labelled (including

patient name) OYes CNo G NA]
Whether there are any Equipment

Problems to be addressed OYes F)J( CINA

To Surgeon, Anaesthetist and Nurse:

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

MS{NO

Signature :.

Name : f%ﬁ\xﬁu\%ﬂ .............................................

Boc No. : RCHBH/ FRM / CLINICAL / 111

g



7’

SURGICAL s e
SAFETY CHECKLIST | Z*™

Pt BT NI ki basvusnens sssus vevsnsipsbnssbinnsiaiing 1 — Gender . ......... 2?‘@?}%“" . BirthRight'
. g ildren’s

_______________________________ UHID NO. : oovvsvrvvssvsvsseree SUFGEIY NAME L vosvvtvsvssssssvsssssnes | Pgepiital .?L—f':.‘%?'!??i?.%s

............................... Dy 1 e oino i . U albe O gt T T 3 c

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

SIGNIN Time........cccvinninans TIME OUT  Time:.....ooccoovvvveereenee. SIGNOUT  Timei...ococcoooeeere.

Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:

Identity OYes CNo introduced themselves by Name and Role CYes CNo The Name of the Procedure Recorded ~ C1Yes CINo

Site COYes ONo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure DYes CINo Nurse Verbally Confirm Counts are Correct (or Not Applicable) ~ CYes CINo CINA

Consent OYes CNo Correct Patient (Check ID Band) OYes CINo The Specimen is Labelled (including
Site Marked OYes CONo COINA Correct Site C1Yes CINo patient name) CYes CINo CINA
Anaesthesia Safety Check Completed ~ CYes CINo Correct Procedure OYes CINo Whether there are any Equipment
Pulse Oximeter on Patient & Functioning 1Yes CNo Anticipated Critical Events Problems to be addressed OYes CONo CINA
Does Patient have a: Surgeon Reviews:

Known Allergy? CYes CNo What are the Critical or Unexpected To Surgeon, Anaesthetist and Nurse:
Difficult Airwa iration Risk? Steps, Operative Duration, What are the key concerns for recovery

P L Anticipated Blood Loss? “Yes CONo CINA | | and management of this patient? OYes CNo

Yes, & Equipment / Assistance )

Available “1Yes CONo Anaesthesia Team Reviews:
Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? Yes CINo CNA
(Tml/kg In Children)? Nursing Team Reviews:

Yes, and Adequate Intravenous Has Sterility (including indicator results)

Access and Fluids Planned CYes CINo CINA Been Confirmed? are there Equipment

Blood Units Reserved Yes CINo CINA | | 1ssues or any Concerns? DYes ONo CINA
Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes CNo CONA
within the last 60 minutes? CYes CNo CINA Power Supply, Earthing, Power Backup

and functioning of equipment checked. CYes CINo

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)
To Be Filled In By Assigned Nurse : Date : .22 // ?—' """
/
Department : ............. 0}/ T TR T I PR Duration of Procedure : .......................

Name of Surgeon ﬁ/%% ..................................................... Date of Admission : ZJ/.?—

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

1. | Antibiotic given prior to surgery ? DYesQNo/

[_] Single Dose Antibiotic  or  Long Antibiotic Regime

Staff Signature

Antibiotic administered within 60 minutes prior to incision ? [] Yes[ | No
Name of the ANtIDIOHC : ...................ccoovvemerrrrnrenesnesseeessessssssesssesssnssessens

2. | Hair Removal DYesQ'( f Yes - Surgical Clipper

Department where Hair Removed : [_]Ward []Operating Room
B e R :
Skin preparation done (cleanse surgical area with antiseptic agent)? [ ] Yes [ ]No
)% 4

3. | Patient's body temm/eg}wfnmediateiy post operation (Recovery Room)}_&é"c

(] oral  oOr Axilla (Goal : 36-37 °C)

4. | Name of doctor or staff administering the antibiotic : ............ 7o,

Date & Time of antibiotic administration : ...........coovee S,

Date & Time procedure started : .....4Z... / #% @ ...................................

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

o Ifany 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

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

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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It takes a lot to treat the little.

BirthRight

BY RAINBOW HOSPITALS
ight to a Safe Delivery

OPERATION THEATER NOTES
Patient’s NamM ..... ‘\}\G@“‘ ..... I\ '\ ..... \‘J]M Age%_ﬁ...?..\./\gender male
UHID No.. -4 613% s RS TETVREe & L
Surgeon : c& \"\MYV} Asst. Surgeon:  —
Anesthetist : /%x : &\Pd\ OT Nurse: OT Technician:

Pre-Operative D;:':lgnosis: 'meh\ &

Surgical Procedure :
TCX‘O(WL Ne_ volae

'ndications for Surgery : S
Tcs@\@ e

1 {
pate: 23\ 2\ -4 Start Time : End Time :

Pre Operative Preparations:  _ o

Post Operative Diagnosis: /\O‘S\W‘L oo .
NJ

Peri-Operative Complications: —  N[()y\o_

Operation Notes: < Tmnm\o_ \y\e’ TQ\QQ};Q_, 6\0\\0\ UJ‘;W.)

ORI o
\ ¢

\

Doc. No. : RCHBH/ FRM / CLINICAL / 099
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Amount of Blood Loss: W Blood Transfused (in ML) —_—

Name and lumber of Surgical Specimen sent for examination:
‘-‘______-—‘

Peri-Operative Complications:

A k= &e\ RN A

N
- %Q \C{BKSO\Q\%

_ NP RDAN-D ik

2.5y Thee Sy x 2 dods
| ) /

|

I R YT e e

2

........................................................
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Il

I
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I T o
rud1-oURGICAL CARE PLAN FORM

Procedure Done: (\mj\'(i \\Q_, “\N‘Q—

Post-Surgical Diagnosis: ........ K .................... 3. ) N 3 Vo =Y it O B 8. 1 0C o n

Post-Operative Monitoring Parameters /Frequency:

PR S e < Y

e A Mmf/

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

_—

Nutritional Instructions: NR 0\ Lﬂﬂ)[\\ %\Qj awolke

When to Start Mobilization:

—

Special Referrals:

The new order for all required medications documented in the doctor order/medication sheet:
\ues O No

Any Other Post-Operative Care Needed including Required Follow Up

(\ A
)
Treating Surgeon \\;\m\“\ 2\ \7 \ 54 2-Yd ,w\ﬂ

(Signature & Stamp] - Dale ol T e i

—

Note: Plan of care will be readjusted if necessary.

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




PATIENT TRANSFER FORM

\

#
e
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Children's | @ BirthRight
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Patient Name & UHID No.

BAH-00881850
Master M VIDHARTH

07-04-2023 ivs
M 14D
Dr. HARISH JAYARAM ™

IP5-00176887

Date & Time of Admission

b @ %
;\\:\,l:_ B,Akl

Date & Time of Transfer Order

s)fylzt @ £'ro

Jo

B m m ””" ,mmm, ,m, m m l" Transfer Ordered by Reason for Transfgr‘/
DY . so madhree AJM?M?OO
From Unit To Unit Information to Attendant
_e. rz_ o ( /Ye'ﬂ No f]
SISO | ol pamtana | Pttt vin D g
over to, atteridant Yes;"J/ No[ |
Number of Imaging Films Yes No|[ |

If Yes, what? .....op...ffl—.f&.u..

o o R e W L

Medications / Consumables / Surgicals / Hand over

Sl.No. [tem Name Quantity
# medfum GWM +— [
= ye=—¥rprtea——+ (1)
- op 480 ""4@
a,
D

Shifting Summary / Notes Written by Doctor : Yes/B/ No[ |

e Rluwar

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

DY - S0 Mol v e

Patient & Clinical Records Received by :

1\\’\\1’% @ X5 N

Date & Time of Patient Received :

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

(] Unavailable Bed

Docu. No. : RCHBH / FRM / CLINICAL / 102 (25

"] Nurse not Available

[ ] Available Bed not ready
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ACTIVITY RECORD FOR BILLING
s T S S OSSP VEPRP 00, ¢ L A G 2 I DTN 1A
NG 2 - -l Lo el Consultant: __ ____ SRt ol L e
Date of Admission: _ ___ BB 5y o S ] Date of Discharge: _ _ __ Thme: g
Room/BedNo:____ el .. . .. Suggested Billablebed type: _ _______
WARD TRANSFERS
Date Time From To Signature of Nurse

2] [3]24 2. YO € o T 1&/

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
Z ) ,
@)J\_pr Jv PK&QQ/(Y‘QAJ\' %U 293 % Tuﬂy‘
2| 1 Piic 0 Q/
ANY OTHER INFORMATION
Date : Time : Prepared By :

Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




Date
& Time Progress Notes Doctor's Order
LE A
// \
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PROGRESS NOTES AND DOCTOR'S ORDER
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Docu. No. : RCHBH /FRM / CLINICAL / 088




Iz

\

e

% = @
I _—_ i Rainbow . . i b
sl s | Children’s @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

ga::.'me Progress Notes Doctor's Order
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Date of Admission: ?I’?’!?wka Drug ABBIgIBS: ..o e inisi T 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.
- 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.
URSES - 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.
SOS / PRN (As Required Medication)
. Dater
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor's Signature |Valid Period] Pharm.
Additional Instructions:
. Datey
DRUG : Tige
Dose Route | Frequency |Start Date
Doctor’s Signature |Valid Period| Pharm.
Additional Instructions:
3 Datey
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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Master M VIDHARTH
07-04-2023 1Y3IM14D (M)

Dr, HARIBH JA

I\H\Il\l\\l\lﬁmlﬂﬂﬂ\ﬁll\\ REGULAR PRESCRIPTIONS  Weight. sﬂkk Ward. ZT..............

Dater | b

Tirvne !

DRUG :
Dose Route | Frequency |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

Date
Time

v

DRUG :
Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Date
Time

v

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



Dr. HARISH JAYARAM

AT

weight| 2.: 2 wara. .. .OT ..

v
Date»
VARIABLE DOSE Tige [ [en [ess [oess

Dose Dose Dose Dose

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

Route Sta " Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor pose - U fo
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign

- 4 D Do:

Additional Instructions: e - . *

Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
VARIABLE DOSE Ll
Time Nurse Sig. | Nurse Sig. ] Nurse Sig. Nure Sig.

Dose Dose Dose Dose

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

ROUte Star’( Date Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.

Name & Signature of the Doctor Dose Dose Dose Dose
Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.

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

STAT / ONCE ONLY DRUGS
. - Dosage & Other .
Date Tim M A Signature N
e edication Instructions Route g urses
Page: 3/4 (P.T.0)



e v e

07-04-2023 1Y3M 14D
Dr. HARISH JAY,

(i
| V. ART Weight. ll&t‘? Ward. (9/‘

Route Florgvﬁate chtor Nurse | Date of | Doctor | Nurse
r Sign Sign [Stopping| Sign Sign

(M)
LB99L100°5d| 058y, L
"QQ-H
va

Date Time - Composition of 1.V. Fluid
(If infusion, mention ml./hr = Mcg/kg/min. etc)

iy 5 LITES

1\\4‘7’\'
ot (7—{3) MMJ-O\MM)

v | 30 %
| l? : Cam"“"J'J
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MEUICATION RECONCILIATION FORM

DrUQ AlIBIGIES: ... et e e es e ens / 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)

e S et .. 2T SRR T ) S
ON
MEDICATION NAME DOSE ROUTE LAST DOSE
S-No | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, Iv) | FREQUENCY | 1oie / Time ?gﬂ:?ﬁwg

1 \ Oc doc
2 \ OC OJDc
3 \ Oc CIoc

4 \ (JC CIDC

5 CJC CIDC
6 ¢ CIDC
7 \ ¢ CIDC
M
8 \ OC 010G
N
9 \ CIC CIDC
10 CJC CI1DC

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

Doctor Name & Signature : ...........ccccceeveeivirienns : NIV
Date & Time : zlh‘}?'/o ..................
Nurse Name & Signature: ........... SL\O\UMD ............ .Z ...............................
Date & THIE .oy P 2B B L OB

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

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 (P.T.0)




Date

Time

CUE - Alb

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

Stool Pus Cell
OVA / Cyst
Occult Blood

T R TS i E e, W ) o e L s R L T g

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

Radiology : UBE | oicciisctloddivonssms ants e omimabiaiaimees SN Cenh e i s e e s i

MRI

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

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