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ERY DETAILS |
Date : “L&[%' .................
Patient Name: ...... QQD YC UATMSQ ............ Diate Of BIrhY ............oo0000 i pstiissiz] ...... Age: Sy .......
T o ward : oo, Pey.-. 0% . UHID No.: WH—Oo(L}—‘T@%
Date of Surgery: .......... t ‘l &[% .............. JoT-1 Jor-2 [OoOT Wzl 10BG OT-1 [10BG OT-2

Name of the Surgery:....CWfﬁiﬁﬁNﬁWﬁ ........ 'UMLK&HP(B ...... O'I‘A— ...........................

Time Out -........... ( 4&20 .......... T

NAME
1. Surgeon BK Wﬁfﬂ?ﬁ}
2. Anaesthetist D&y TETq

3. Assistant Surgeon :
4. QT Technician
5. Circulating Nurse :

6. Assistant Nurse

Special Equipment:  [| Laparascopy

[ ] C-ARM

[ ] Neuro Cusa

igrature-of the Surgeon

OV NN i reiand QG"IQQ’?

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

] Cystoscopy

|

[ Broncoscope

Order by:

[ ] Harmonic

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

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

| (] Morcelator

[] Versa Point i 7iver Cusa
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Your Right to a Safe Delivery

Hospital

It takes mhhﬁ!ﬂelﬂﬂe.

Children’s .BirthRight'

: “ a( Time LM@QVO

Ana ia @i I f{l- P Surgical Disposables uses| Disposables (Baby Side) | AV
Qe C €L (I Major Pac 4 D! IniVitk
LMA 9__ 0 Sutures * | Cord Clamp
ECG leads : P@/ N ») ( Suction Catheter
HME filter : A (P) N D) Feeding Tube
Syringes : 10 cc [ é Vaccum Suction Set
05 cc (0 Gloves Y72 9d24)| T | Surgical Gloves
02 ce (0 Vi (W2 2421 [ Afcbajze Pack
01 gc O B e i Syfinge 1ml / 2ml
Cautery plate : A /(B)/ N D1 Surgical blade Surgical Blade # 20
IV set ® ] NG tube Koochies (S)
IR o) Cautery pencil ﬁ 4 o oOOmi -
NS : ffmy) {0053/ soomi/ 100mi (¢ | Koochies 1494 q% of L. ¢
S i pis | O] Ly [ ovtmens AT o~ o V231
o 02 A4 ‘4&4 Al Suction Catheter L ’=,
Fentanyl - Cap,Mask £ “\ [ 96 M( /
Morphine ; Gauze Pac” (LN |5lp ST Adl, ) 4,0 1 1
Ketamine MopPack " 49 [ ] e s [N
Propofol D2 Steristrip g 7y B \'a 3 v
Rocuronium o) Underpad ] Y -
Glycopyrolate O Draw sheet | _’
Myopyrolate [ nleo | ot | Abgel Py i
Ondansetron : c,’] Foleys catheter ( pex ﬁj"’Y PN (] o [
Pencan 25g/ Spinal Needle 22 ) Urobag Dexcmed p) |—
Bupivacaine 0.25% O ’ Chest Drainage Catheter %M € zn&)yfé /
Bupivacaine 0.25%(Heavy) ' Romodrain bag Vg ¢ M
Antibiotics ('D,( oYY Bandage
Q C. m’ ) Tegaderm
Supposrtones loban
Anamol : 80mg / 250mg / 170 mg Double J Stent
Supridol : 100mg o Vaccum Suction set ()
Justin- 785m0 moyZmo)i0omg|FC/ Plastic Bed Sheet . 1
Tab. Misoprost - 200mg Betadine Solution )
V‘M/OW"VI Aeld 9} Microshield | ——
K] (OO | 1+/ Cotton Balls =
( I Latex Gloves t
T

Niea—28,1&)

Ramdione Scrub
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! . f i 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 2 ; TEL NO :+91-40-4466 5555
| oRaiokie i WEB : https://rainbowhospitals.in
ADMISSION SHEET
: NI T T
Reglstration Details : i QLR LR
Admission No : IP5-00176247 Admit Date : 11-Jul-2026 Admit Time :08:51 AM UHID : KUH-00149846
Patient Details : ‘
Patient Name : Baby CHAITRASRI j . Age :3Y1M24D
Guardian : Mr RAJ KUMAR H DOB : 17-05-2023
Gender : Female 8 Religion
Occupation : L Martial Status
Address (H) . H.NO:3-2, OLD POST BAZAR, VILL: BALAPALA, Phone No : 9121987263
|

MAN: KURAVI, DISTL MAHABUBABAD.,

PADMASHALIPURAM, Cathedral Compound E-mall : divyaB03232@gmail.com
Warangal Telangana INDIA 506381 '
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 RAJ KUMAR " Relationship : Father
Contact Address : H.NO:3-2, OLD POST BAZAR, VILL: Phone No : 19121987263
BALAPALA, MAN: KURAVI, DISTL
MAHABUBABAD., PADMASHALIPURAM,
Cathedral Compound Warangal Telangana INDIA
506381 &
ignature
Doctor Details :
Doctor Name : Dr. NAMRATA KAMALAKAR RAO Specialisation  : DENTAL
KOTHAPALLI
Referral Doctor : Self | Phone No
Co-Consultant
Z i
Payment Details : Deposit Amount  :0.00 1
Payment Mode : Cash Payor Name : SELFPAY [

Printed Date / Time : 11/07/2026 08:52 t Printed By : 015513 [ Page 1 of 2
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ACTIVITY RECORD FOR BILLING

R e s IR S e NGNS Ss SN (SIRC I 0. < e < S e
BERDNG - oo TR R Tl W Constitants. o . = S Gigen s Deptlocgaipn o
Date of Admission: _ _ _ anes 2 o b o Date of Discharge: __ _ _ | ___ THERN. . is- v -
Roomn [iBed Now: ... . g L NI, S Suggested Billable bed type : _ _ _ ____ ______
WARD TRANSFERS
Date Time From To Signature of Nurse
0 e
HH2e | A288pnd  ER 0T ; ﬁ.:.shﬁv
4.4
\U]2]2t 4.pm o1 B\\:nwi\l gaM

Cross Consultation Visit

Doctors Name Date Order No. Signature

8

9

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




INVESTIGATIONS

Date

Investigations

Order No.

Signature

69 2098

Wt | CRP.




MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEDURE

Date

Procedure

Quantity

Order No.

Signature

7
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L ]

X

pac [op Raad )

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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Children’s BirthRight
Hos pital ‘ . BY RAINBOW HOSPITALS
It takes a lot to treat the lttle, Your Right to a Safe Delivery

PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

Admitting Doctor :

Date ‘: ”/O%% ...........

Type of Admission: (JOPD _,[2‘Eﬁ O Referral (if referral, DOCIOr'S NAME: ...coousususssisissssnsaasisssssassnsasnosssns e s mrisammateiesastainsssrins

Start Time of AssesSSment: ........cceeevueens RS

Weight: .......L. 5.

) ki RS, PRI rsan AR SN b dedrs s s s B esantsnsous Rt pH S RS S

O NI e i e itnsorins

Pediatric Assessment Triangle

A Appearance - TICLS

Adend 90(0_« L — 7 Normal
...........W...QWM B C Circulation _[
Ol debHo. . O Abnormal
.............................................................................................. Breathing
Pallor O

.............................................................................................. O 4 wos Cyanosis O
....................................... oo o Bleeding O
.............................................................................................. [0 Gasping / Apnea

Initial Physiological Status:  [J Stable [ Unstable Any urgent interventions needed: [ Yes pm

Life Threatening O BB i B sisbintuons rariussssesidratbserdste

Non Life Threatening O

Significant Past History:

Medication History: ........ceuuee. b S B L TR SN | VST CRGI SRRV e S B e e

—

T Y. v N 1A 1 cagh N S U MOV e e S RO T |

Brssssasasssnsssnssannennanastenanannnrar
............................................................................................................................................................................................................

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

PrimaryAséessmenl ; AQ’
D

4 c
Airway (E'Jo/pe .
[] Maintainable
(] Not Maintainable

Breathing

BRIN: oo onsiiins ‘9 S/M ﬁSpOZ on-Fily G)gf(p’j/f"

PRIV .ooiririaion i
- Retractions: [J Suprasternal CJICR (0 SCR
0 Sternal [ Supraclavicular [J Nasal Flaring
Respiratory Noises: [J Stridor [ Wheezing [ Grunting

B Y, oot SANE L
Palpation Findings (If NECESSArY).......cccuuemreeremrersessrnsersessessrasesnss
Docu. No. : RCHBH /FRM / CLINICAL / 157

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

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

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

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

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




' Central .ot i Any urgent interventions needed: [ Yes (2Ro
O HR: ﬂg/mﬂf) - & e s | |
Circulatiop. , PPNy s . P = 7= .
<';e ?)
BP: 0]0!)4/“1 Hg MiainS: LI Ve S M i v mee e e SRR st
Pulos Mokirria: Ece. \ W(Q B g ety ettt = . e ) e A AN A
Peripheral .....\...........\.. €06:
) compensated ............. R L L T T T T
n k: .
S B |:I-iy;;u}tensiwe it T AR . e o see s scoteniinlil
Heart Failure: [ Yes [J No
Muffled Heart Sound: CJ Yes [J No
Engorged Neck Veins: (] Yes [J No

O Ges: o AVPU: Any urgent interventions needed: [ Yes }g( No

Disability  Pupils: I: R_GSPO"SW‘_’ O Non-Responsive (] 13 L T K. R
Size [ Right ..........
Left e ————
ACtiVe SEIZUIES: [1YES [INO  SUGAIS: coovvsssisssss  Soosessssssssssssmsssss s s ab s snanassssssnasss
Signs of Neurological COMPIOMISE .......c.ciccucssssusasasnses = ssssssisessassinesasissonsosssssastossssassansestsisssrasasssnasasasasnsnste
(4

Exposureo N e 1257 Any urgent interventions needed: [ Yes E}Hﬁ
Any Rash: (JYes [JNo, ‘
IR N G e AR i i
ACIVE BIEEH oo ———————
Lacerations [J Abrasions [J DrUISES [ seereeeessesssmssscsssssissssssasisssssas s snsan o
I S T SR (SN £ SO RS PR KA ——c £

Final Physiological Status: [ Respiratory Distress [J Respiratory Failure ] Respiratory Arrest

[J Shock - Compensated )  Hypotensive [J
[J Cardiopulmonary Arrest /L}Hemodynamically Stable

Secondary Assessment: Head to toe examination with TR R L R RIS

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

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

T L T e e e e R [ ST, UM Treatment Planned:

....................... M-*- G

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

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

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

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

Need for Oxygen: [ Yes ?Ad/ if yes  Low Flow [J High Flow [ PPV [

Final Diagnosis with possible Differential Diagnosis (If necessary): @—%0%&9 Wﬁ'

Assessment done by Sr. Doctor on Duty (If necessary) RS AR
NI DERIE DOCION: i it e sitasnssiias Name of the S. DOCHaT S e ttirsisossassnssscads

SIINAIE: ..o e i i /\r)rP“ﬁ\ SN AU s i i o ki sssisssvsnnsnsnifin

Date & TIME: .evvvveveersersersenrerrens V\I:HM,‘\ x> T T S v TN |
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KUH-00149848 IP5-00176247 %z
Baby CHAITRASRI Rainbow® g
17-06-2023 3Y1M24D (F) 4 , . Bi thRI ht
Dr. NAMRATA KAMALAKAR RAO Children’s Ir 9
VO Hospital _ | () zonoree
|
DRUG CHART |
Date of AdMISSION: .....ocveveeviiiciieeiins Drug AIBIGIES: ....ceovoveueuiiriirinnnnieeseennsn e eassas /Xﬂbt known any Drug Allergies
\

FOR THE SAFETY OF THE PATIENT

GENERAL Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDI(‘%ATION ORDERS.
DOCTOR - Please use only approved abbreviations (refer to Hospital's approved list of abbreviations).

Use approved pharmaceutical names, BLOCK LETTERS, metric dosage. English instruc{ions.

Any changes in drug therapy must be ordered by a NEW PRESCRIPTION. Do not alter elcisting instructions.
Discontinue a drug by drawing a line I through it and a similar line through subsequenﬂ 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 Ordef Policy.
|

S0S / PRN (As Required Medication) |

DRUG : %?;Z i

Dose Route | Frequency |Start Date

Doctor's Signature |Valid Period| Pharm.

Additional Instructions:

¥

) Date
DRUG : Tie |

Dose Route | Frequency |Start Date |

Doctor’s Signature |Valid Period| Pharm. |

Additional Instructions: I

DRUG : TDI?:]‘; |

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)



KUH-00140846 IP5-00178247

Baby CHAITRASRI
17-06-2023 Iva mun (F)

r. NAMRATA KAMALAKA (2 kj

|”]”'"””“M"“”,"llnm REGULAR PRESCRIPTIONS  Weight. .........{..... Ward. ...

¥

Date

DRUG : Tie

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

Dater
Tij;ne

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 X

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor's Endorsement by a Sign

DRUG : paie>

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



m“ “m“mum“lﬂmm Weight. ..... I Ward. ...comsmimi
' Date» T
VARIABLE DOSE Tlme I Nurse Sig. I Nurs;Sig, | | Nurse Sig. l Nurs‘:ﬁu,
Dose Dose Dose Dose
DRUG : D Sign. Or. Sign. Or.Sign. | Dr. Sign,
D D Dose ‘ Dose
Route Start Date e - .
Dr. Sign. Dr. Sign. Dr. Sign. [ Dr. Sign.
I
- ‘ Do
Name & Signature of the Doctor e i s | -
Dr. Sign. Dr. Sign. Dr. Sign ‘ Dr. Sign.
" . [} Dose Do
Additional Instructions: Ve s | -
Dr. Sign. Dr. Sign. Dr. Sign ‘ Dr. Sign.
Date» |
VARIABLE DOSE Ti@e ] Nurge Sig. [ Nurse Sig ‘ I Nurse Sig ] hurse Sig
Dose Dose Dose | Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. ‘ Dr. Sign.
RDU te Sta rt Date Dose Dose Dose | Dose
Dr. Sign. Dr. Sign. Dr. Sign. ‘ Dr. Sign.
Name & Signature of the Doctor o e Dose | -
Dr. Sign. Dr. Sign. Dr. Sign. T Dr. Sign.
Additional Instructions: o Cune boe D
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
|
STAT / ONCE ONLY DRUGS \
Date Time Medication Dosage & Other | Signatur
Instructions Route | gnature Nurses
2 loud

f2]7he s o

Jﬁj PARACETAMOL | Xmﬁ

W[%

A=

Page: 3/4

(P.T.0)
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Dr. NAMRATA KAM

lllIHIIIHHIIIIIHMIIIIIMM - V. FLUIDS CHART weight. ...|. % '3 ward

Date of | Doctor | Nurse
i ate| Doctor quse . . M
- Composition of I.V. Fluid Route Flonmfﬁr Sign Sign | Stopping|  Sign Sign
Date ! Time (If infusion, mention ml./hr = Mcg/kg/min. etc)
%\
\\

\ e Lol T T b
A i A = x%w 4

_ S N S
) P S T P 2

o> &
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Kuwooidosds - IPSOOTTELT Rainbow®
CHAITRASRI ,
::,um 3yimmp (P _] Children’s Blrtth ht
A KAMALAKAR RAO - Hospital BY RAINBOW HOSPITALS HOSPITALS
“n‘lmmm“mmmm It takes 2 lot to treat the fite. Your Right to a Safe Delivery

INFORMED CONSENT FOR SURGERY / PROCEDURE

Authorization By: [ Patient (zﬁient 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)

________ (ZMPREHENVVE  tRpt. feo (D) Cab o

| 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) : " Atternatives of the Surgery(s)/ Procedure(s)

ﬁagaff of PHN ANVD
TNAECIOIN

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. NO CombLcaATIoN &
| b.

1. | authorize Dr. 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.

oo
Patient / nt Attendant: Witness:

I it iscsimiitosssinsinecsnssassssnsasinasibassbesammssasissiosis T R - S0 IR (SRR

Name: Ee*\e—‘[\ﬁﬂfl\(‘-""vg} ................................. OO s ssicaiyens 7 " ol R B PN
Relationship with patignt: .......... pﬁd—f*ﬁr ........ e Date & Time: 1!/07 k... &8 - 12..&
Date & Time: .....Ll.jfl’..}.&é ..... 5. .0 2 |

Signature:
Docu. No.: RCHBH/FRM CLINICAL / 027  (26) (PTO)

Doctor (who is takin nt
( ‘3 WW ):
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S AN\ 7 By gs ok rersoosansonearrenien BRO0 01 s Bl o s s Sinins i snsanansses mammmen
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Surgeon : DQ,NA A '{A"rﬁ

SURGICAL
SAFETY CHECKLIST

Scrub Nurse : ......S3¥%

Asst. Surgeon : ............
Anaesthetist : ... DR T £TA

Patient Name : 29" CHA TR

UHID No. k‘”'"’w’““:’eqéurgen,r Name : e S (o
Date : \)\”!’lu In-time : ..... U”‘l‘w" Out-time : \&‘,ﬁ}fm

KUH-00149846 IP§-00176247
Age : 24 Gender ... Baby CHAITRASRI
17-06-2023 IY1M24D (F)

Dr. NAMRATA KAMALAKAR RAO

AU

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Pulse Oximeter on Patient & Functioning %] No

Does Patient have a:
1Yes ELNe/

OYes B-N(

Known Allergy?
Difficult Airway / Aspiration Risk?

Yes, & Equipment / Assistance
Available

Risk of > 500ml Blood Loss
(7ml/kg In Children)?

Yes, and Adequate Intravenous

Access and Fluids Planned OYes CINo CJNA
Blood Units Reserved Yes £7No CINA
Has Antibiotic Prophylaxis been given
within the last 60 minutes? OYes~T/No C1NA
VL (T (I / .....................................
( ¥ L 4
R T WMJM ............

SIGNIN  Time..}u..UZATY] TIME OUT Tire.....\8 " €4 Ad SIGN OUT  Time.. 0 2P |

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

Identity Y6 CINo introduced themselves by Name and Role | Y5 (' No The Name of the Procedure Recorded  L3¥es CINo

Site [1Yes N0~ Surgeon, Anaesthesia Professional and That Instrument, Sponge and Needle

Procedure s [N Nurse Verbally Confirm e Counts are Correct (or Not Applicable)  [1¥es [INo (1 NA

Consent \O¥eS CNo Correct Patient (Check ID Band) ~ T'Yes CINo The Specimen is Labelled (including
Site Marked OYes ONo AR Correct Site Eyfés CINo patient name) OYes ClNeTINA
Anaesthesia Safety Check Completed  U¥es C/No Correct Procedure g)és CI1No Whether there are any Equipment

Anticipated Critical Events
Surgeon Reviews:

What are the Critical or Unexpected
Steps, Operative Duration, Yo v
Anticipated Blood Loss?

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? (1Yes yum NA
Nursing Team Reviews:

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

DXes CINo CINA

O¥6s CiNo CINA
Is Essential Imaging Displayed? “Yes CINe~TINA

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

Cl¥es CNo

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

Problems to be addressed

[1Yes W[ INA

To Surgeon, Anaesthetist and Nurse:

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

CYes [)MO
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Patient Sticker

BUNDLE CARE CHECKLIST TO PREVENT
SURGICAL SITE INFECTION (SSI)

N g
To Be Filled In By Assigned Nurse : i 1‘}[% i

Name of Surgeon : DRr. AMATM RAT A k. Date of Atmission - .. "L (28

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

! Staff Signature

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

Antibiotic administered within 60 minutes prior to incision ? [ _]Yes [ _]No tu‘@"’\
Name of the Antibiotic : ...........cccoervnnnn - AR T Lo R

2. | Hair Removal []Yes []N6 if Yes: Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room :

BRE e i AR W

Skin preparation done (cleanse surgical area with antiseptic agent)? I;l)(é[] No

3. | Patient's body temperature immediately post operation (Recovery Room) -
[Joral Or [ Axilla (Goal:36-37 °C)

4. | Name of doctor or staff administering the antibiotic : A R
Date & Time of antibiotic administration : “Ip’h’b ...... “} ........... p W0 1 l .y
Date & Time procedure started : ............... t} : ”'lw ....... M ...... [ OCDM “‘“av\ﬂ

o  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 Al forms (Bundle care and when required SSI form) are completed properly |
e  Forms must always be kept in Infection Control folder in respective department

Docu. No. : RCHBH/ FRM / CLINICAL / 038
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OPERATION THEATER NOTES
Patient’s Name : ...... F}Ui ..... CU&I‘TM&‘FLQ_ ................ ge:.....?.'.f?f ....... Gender: [ Male ymﬁale
UHD No.: ... JWH-00 L4ARK6. weignt: .. 12 B4 Height © ..o
Surgeon: DR M & M RATA Asst. Surgeon: —

Anesthetist : D@ - T & T O OT Nurse: 2Ry RBFum |OT Technician:qu.ﬂ(h .

Pre-Operative Diagnosis:

Surgical Procedure :

(sWPR EHENVSIVE DXRAL KEHAR @ e

Indications for Surgery :
DENTHL  (ARIL S
Date : 1] 15} (26 . Start Time: 16", 2pf\A End Time : Ry Y Pen)

Pre Operative Preparations:

Post Operative Diagnosis:

Peri-Operative Complications:

Operation Notes: GIH'CD NSt INTURKT D"\/

1. RANOGRAPHS  BAPOSED

2. bwprcromy  bonNE oN £ sYy, 62,6, F gy

3. STHNLES STEEL (ROWAN  PLacEy 0N 5 6ﬁ Ty, 9Y
L. BLTRACTIOV DONE oF B

5. (MPORTE  psTorRATION DINE oV 53 5)b), b5

REVEW RFTER 3 XiYs

Doc. No. : RCHBH/ FRM / CLINICAL / 099 (P.T.0)



Sof1 fooh for. 3 bay.S

GENTLE  &VHING foe 3 MY S

; \
Gpup  Twasi . (B5ed) . 3dayf
7

Amount of Blood Loss: Blood Transfused (in ML)

Name and fumber of Surgical Specimen sent for examination:

Peri-Operative Complications:

(¢

Name of the Surgeon: ., KMWK#T’Q—{Q .......

w1

Signature of the SUNQBON: .......... §. S E kg coeinisysipasasipsy
Date & Time: HTO?’(}(, .......... [&230?""];
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POST-SURGICAL CARE PLAN FORM

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

Lo TR T T G, SR VI e v MREII S GRORN Y. (LR A SRS LA KT R SRR M At

Post-Operative Monitoring Parameters /Frequency:

Wound Care:

BLEEBING EVERY (5 MIVG

'

Drain /Special Lines/Catheters:

/‘,__
Special Patient Positioning and Requirements: S S

Nutritional Instructions: e
hen to Start Mobilization: o

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

L
g th

Treating-Surgeon | .
(Signature & Stamp) pate: .. )\.19F 7 26 Time: 122 30 pv

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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| Hospital_ | () reonens
MEDICATION RECONCILIATION FOBM

DERRNEEHE: ......ocicsixesinunisdsbnsurmassssssdbotiyohMEEE R cs s iansvinsssesss Lzﬁ\iot 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)

BRI FIOM; ..., \siiiisicomsisseos BB ochevesesensoe Shimed e . SE B L.........cooimiiiessiios
o (GENERI?E&TEI%T(!%#:LM LEE'ITERS) (mg?::ig) (PO,?I%?TSE, v) | FREQUENCY [L;:?eT/DT?,iE ?gﬂ?ﬁ%‘:{:‘
; Oc Coc
¥ Oc ooc
’ / O¢ CIDC
. C¢ COIoc
. ¢ CIoc
6 / Oc¢ Ooc
g ¢ CIoc
A

8 / [JC CIDC
9 / OC CJDC

78 | Oc [CDc

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

Doctor Name & Signature : IR, .1 .o i AN s AN
' SR[OA
Date & TIME : ..., H’W%’%jﬂ ......... Beerrar

Nurse Name & Signature: ................c.... e

Date & Time : ]’Fl 26 q 00 B

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 I
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

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

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

Radiology : 81 A R SO S b 107 SIS AN oM vt ol - 123 W% S T W0 i il

BBl s st i s ismarss s sisnsspipseaam e e UL AL P g s =

IPRRS [ELG, CattiaRb ST RI.) o .. ....coommenbiimii il e B e s
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[FLUID CHART |

e R R

1. All measurements in m. \
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of inté{ke and output.

Intake - T

Thrombo- [ g —
Date Time (l}a;ruri% Route NG | Diarrhoea | Vomit |Drainage | |Urine | Phiebitis Sign.

Score Nurse
Mouth LV N.G

08:00 am
09:00 am
18:00 am 4 i
Q 11:00 am %
N | 12:00pm paTSA
01:00 pm
Total Intake : Total Qutput : )
02:00 pm V) | —— B I T s e T
‘? 03:00 pm Vi Zuan e — i odd-..
N Tozng pm ( ) e
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Output :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Qutput :
02:00 am
03:00 am
04:00 am |
05:00 am ‘
06:00 am |
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Output

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



Patient Sticker ] Rainl?fw“ '
i Y ) BirthRight
hild irthRight
FLUID CHART)  foipial” | it
SheetNO. : ..o

1. All measurements in mi.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of intake and output.
3. 24 hrs. total to be entered in the kardex in RED.

. S G b , O“W“t n:v snl;a L
rombo- &
Date Time (I}\éag::jri% Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis | Sign.

Score Nurse
Mouth LV N.G

08:00 am
09:00 am
10:00 am
11:00 am
12:00 pm
01:00 pm
Total Intake : Total Output :
02:00 pm
03:00 pm
04:00 pm
05:00 pm
06:00 pm
07:00 pm
Total Intake : Total Qutput :
08:00 pm
09:00 pm
10:00 pm
11:00 pm
12:00 am
01:00 am
Total Intake : Total Qutput :
02:00 am
03:00 am
04:00 am
05:00 am
06:00 am
07:00 am
Total Intake : Total Output :

Total 24 hrs. Intake Total 24 hrs. Qutput

Docu. No. : RCHBH/FRM/CLINICAL/092
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CONSENT FORM FOR GENERAL ildren’s |  °FNAMRATA kamaLAKAR RAG
el husren | i

MONITORED ANESTHESIA CARE

(F)

Patient Name : ... LV i i Y R S Age:.ﬁz.tiI ........... Genderi: Male 0  FemaldBT
UHID NO: . KAV = 60 TU A€ U 6 Surgeon Name: . DY, OVALNAALA <o

Anaesthesiologist : Oy QM‘W@-W\A'VM& ANV’

B e | T L L R P P PP i

Operative procedure planned : 09 ................................ Ne..Q AL KL nod Aka g A R

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures { e patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled frolln 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 parcotic 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.

|
[0 Heart disease [ Hypertension O Diabetes mellitus O Renal failure |

[ Hepatic disorders O Shock O Multiple organ failure O Polytrauma / Renal Tubular Aacidosis
O Incapacitating Cronic Obstructive Pulmonary Disease |

8 SRR E v s 5 ORI - AT ATy A
Comments : 'UU‘“UKW%M(} ............................................... NIV, LS e N,

* Doctor to document in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

| hereby authorize 3 Rainbow Hospital & its authorized doctors {o perform upon me / my patient

.U

[herapeutic procedures

I authorize and give consent for anaesthesia ( J Regional /Ja‘ﬁa‘ral Anesthesia / 1 Monitored Anesthesia Care as
considered appropriate by the anaesthetic 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. |

Docu. No.: RCH/FRM/CLINICAL/021 PT.0



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

| authorize the anaesthetic 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 biood 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.

- Pregnant: O Yes \Eﬁo
DECLARATION BY THE ANAESTHETISTS PHOVIDiN\G)FORMATION FOR THIS CONSENT

| declare that | have explained the nature of General Anaesthesia / Regional Anaesthesia / Monitored Anesthesia
Care to be given and discussed the risks that particularly concern this patient.

| have given the patient an opportunity to ask questions and | have answered these.

5 T
Patient / Patient Attendant : Witness :
Signature : O\@: RS ... Signature : ‘é‘@:l"‘*—- ..............................

Name : 'AD‘V“H\ ........................................... Name : {aml('Q“iL{%M)mﬁ
Relationship with Patient: . Y\ &-SSA ... Date & Time : %]’(I;LL@ ..... EA

Doctor (who is taking the consent) :

Signature : ............ @(’W\ﬁ ................................
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Department of Anaesthesiology Eﬂ'i'l"‘i’r%""l’, o | o auma 4 .
PRE-ANAESTHETIC EVALUATION Chitdren's | 1M I”l”””’ IIIIIII
Name: Lhpailia, K1 Age: . B\q...... Sex.. TV UHID.No :
Date: Q/{q"g_(ﬂ ............................. Time: SIS P Proposed Operation: MW
Di I LoD AR s i
iagnosis: yed Hz: D
BP/CRT: L3.5CCHR: ............ Weight: .7} & ASA Physical Status: .m/ 02 03 ¢
Pl
Laboratory Data:
Hb: it BRIEHRE: wciinsiiivininiia ) S D, HM i s T
PG Bl sl AID: ciecisissannrinrssnassreene HBS Ag T P
NeG O - nisn g an o[- ]] A—— HOV. - ciiiieniiiiieins TEEEEN0: ..ooimvsssicins i
G et LR BIEBIE . .ovcviisinissasiinss Blood group Stress/Anglo: .................
PT: ... S o - b BN i 1 I L SR AU
] [ CaE ) sscmnmesnsiianiin Alk phoS: ..o | [ R Bass LS
[T o MOES: Lol AMYIASE: <. L) [R——
- TR L S SGOT/SGPT: ....ooocooere, Allergies: Y _
Medical History: ~ CVS:., Qmuu,l lﬂi‘;t' PT]~3 Kﬁﬁl N NICU ndagr&’ .
RESP : / " Diabetes : N NV b@'rﬁmd“'a‘( -
ONS : / DWLW{YW\LMD = fWM/OZh et
Renal /“Cl = va ccmalbomN e e
Hepatic / GE : / Physical Activiy: IW’D aate
7 v i
Others aclwe - |
Past Anaesthetic History:  ;¢| - ;
Physical Exam: 4
Airway: M@Z 34 Mouth Opening: gpyg) ~ Mentohyoid Distance: 2% _ Neck( /o Teeth:
Lungs: e &) Chv
Heart: {4y Ly, &
CNS: o Doy W
Pregnant: []Yes C1No CINA" Venous Access Site : Spine Exam for regional :( M)
Anaesthetic Plan: CIMAC [JREGIONAL\_JEK-ETT [JLMA QCM '
Peri-Operative Plan Explained to the Patient: Uz’ﬁs‘ 1 No

Pre-Operative Instructions:
1. DVT Prophylaxis : ~~

Water / ORS 2 Hou
2. NIL 0RAL<0thers 6 Hours

3. Informed Consent.= Standar

CURRENT MEDICATIONS

/

/
[

DOSAGE

/
/
/

£

5. Other Instructions:

—.CB 0. . CanmLe

1 '
Signature: @W ...... Name:

L s> bood , mau

Lve— Whalw |ors .
XAz 4

I

tﬂ High Risk
4. Post Operative Pain Managemekhé iscussed with Patient

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

Change in Patient Condition: O Yes [1Ng~ Fasting Status: W /VL{?/
Physical Status: y/Pﬁtient Identified ,E/Consent Present \3—Chart Reviewed
HR: }%0/maan | B.P/CRT: £X[6 ovnm§pO;: [90-] - |RR: ]B]M [ Last Feed: &0
i ; . J : f
Pre-OP Didgnosis: PUMM._ (oASNiAS............. Operation: .COVULN s AL Kobodali e - /). H2k....
Surgeon: [221... MMM&: .............................. Anaesthesiologist: Px. qudzfd.q.du ............. Technician: p@m‘@{u ........
’ }3*'.5_’ 1o 4/, 1 0 /0/}}19 )
N,O /AIR /O, LPM s Al LA =
HALO /SO /SEVO ! Antibiotic
Drugs:
AN 0I5 Y50 711 R R Y
? M; VL q__%*n’m Suppository
RO FUFCL. 201
[ LONILNT 4
fARECET L | | KO
N EOSTIGIMTIE YWy Blood Loss
r'm[p(DIl\{'ROLQ" E | .
FIO, / Sa0 120 40 (100 | —Jiav
ETCO 2/ | 84 —
it .
Temperature . "
Urine Output NOTES
3
 RINB/EKR 19 {14
£38 LACTATE |7 4
fregy-)
B.p 240
V' Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniguet on Ti
!’wﬂW::T}mm; 100
140
Throat Pack In
Throat Pack Out 120 EW ™
100
s TN Y r Ak
60 b
PRV VEYY .V N b
20
10
Y]
ABG
LAB Values
| GrBs
J—Faquipment Checked and | Temp: Induction Regional:

,H/F“W tional erAvE’ O] Fluid Warmer | e2H7 Al Extremity Specity: .
BP [] Cling Film ] OH Warmer ] Pre 0, I Rsl ["] Spinal [] Epidural LJ Caudal
oGt Ste-. q»nu/gl;er's [ Cotton Wool ) Others OINIS: -\ s

J Art Site: . [J Other -
fka Lead 5} 3 :t { e S :‘_BSk M (S)G/I\ {j - :tlalimon.
mp Site $M irwa ra asal
o :donitor Anaes Sran ’ 0",; m ETT#? 5 ................ cm Needle Size: .\ ........
T ném Monitor OP Start: . ! [ Oral M [] Cuff Parasthesia |
" Pulse Oximeter OP ENG: oo [ Tracheostomy [] Topica Catheter at skin \.o........... om
%ogmh Leave OR: . \Qf\( -------------- =g wcuﬁpumm Drug Name & CoAc: ....
T Ventilator W: [ Awake [J Direct Vision BOWS: ...ooo
(] Nerve Stimulator T GA [ Video Laryngoscopy (] Stylette / Bougie INRUSION: o) o
. QQ? LJ Monitored Anaesthesia Care [ Fiberoptic BUOEK LoV oo iinsanssnicasaiiani
’2@-—!"" 2AE..... T Regional Blade# ... 2= Attempts: j ariiion '
C Prisetes Folrks Cacind DIfICUMY WHY? ... PP e csnuassmummns
p_— Line (Size & Location) Transporiatien to
L CIOVP: oo reonrereeo (] Bilat = BS - APACU clicu (] Other
1 Oint s [ Semi-Closed Circle Relaxant Reversed C?{ [J No d{ﬂv\
. EHT ¢ .B’Kﬁstd Circle N -
[ Padding = Name of the Doctor :...... D ()
[J Awake L' Other / 7/
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POST-ANAESTHESIA CARE UNIT RECORD

250 | v Cannula Site : U
240
w 230 230 | ] 0, Mask
g 220 220 | ] Tracheostomy
@ 210 210 | — ‘ 1
a 200 200 [ Oral Alrway [] Nasal Alﬁway
= 190 190
= 180 A
= 170 170 | Vomiting : g W BRI . covo o oL A
- R o |NeTbe: O e—tTNo |
v :;g 140 | orain: | VesM |
A 120 120 | Urinary Catheter: [ Yes &TNO
R 110 10
2z 1 100 | Chest Tube: O Yes No
o 80| - g Nil Oral 0O Yes 0 |
T 4 R I NI ...ttt
T 0 ' 2 |
v 2 gx 20
10 = o il 10
i . = 0 ‘
SPO,
POST ANAESTHESIA SCORE ERATES &

(Modified Aldrete ) IN 30 160 | 90 out SCORING J TERPRETATION
ﬁ&mémmmm o = f ACTIVITY ( zz A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command =0 l Discharge |
Able to deep breathe & cough freely =2 i
Dyspnea or limited breathing =1  RESPIRATION . ; Erens -
Apneic =1 Z— Z Ci Z Exceptions to this, are to be explained in the
BP = 20 of Pre Anaesthetic leve =2 i i ician:
i o s oo T e SR 0 ?, 2 ?_ Z space below by the Discharging Physician:
BP + 50 of Pre Anaesthetic leve =) |
Fully awake 3 =2
Arousabie on calling =1  CONSCIOUSNESS ! ) f Z
Not responding =0 =
Pink =2 i
E:Ieaﬁg:csky blotchy, jaundiced, other =1 CowR ? Z ? 7 ,

o g1219 110
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention ‘ Signature
¥ gk | \J N oY
\\ AL N[O
t \Y 4w 24 = I P >
|
Pain Tool Used: [ N PASS FLAC ong Baker [JNPS Reassessment Frequency: }

1. Ewvery eight hours for all hospitalized patients.
2. For post surgical patient, patient with chronic pain, patient with severe pain
a.  Every 2 hours for first 24 h:I

After 24 hours every 4 hours

b.
c.  Prior to pain reliving intervention
d

Date & Time: i/ \ Q‘(’ With in 30-60 minutes after p%in relief intervention
PACU Nurse Name : weeen Jr@nsferred to Unit by (PACU):

PACIESREEE SRR i M iiiisiinsinaiinnsesais Date & TlmeT‘);/{ 7\

Date & Time:




r/f’/é

| Rainbow® . . il

Patient Sticker i Children’s . Blrtthght
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Department of Anaesthesiotogy

EPIDURAL ANALGESIA RECORD

Date: ..o TiMe: oo Procedure done DY ..........c.oveeeveeeeeeeeeeeeeeee et e

CSE /Spinal /Epidural
Depth: ..o

SOIULION COMPOSIION : ......cveveeerccteee e N ters ettt se e e e s eesseeseeeeeeeeeseesseesess e s s seesesee e eeeee e e e e e s :

Any other issues :

Y mmsnnpoen s sosiams s AR A 5507 A i AR s o e aesess s AR e i e e
| U =S SUUS... SO UUUUE: S E WSO ... | el S o, 01

T‘ Infusion Rate | o evel R | c t

me | (mimr) | Bolus(m) e\ Right [“BP | Pulse omments

\
\

Delivery Details :  Time : ........cceveeee. MPRAR! o SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIEA :© .......cvueeeececeeececceee ettt e e es e s s e s s s e ee s eseseseeeessesssseesessees
PAHENE SAUSTACHON : ......c.oceccriinccinmerianssisassesssiresissssssssssssansssiasiossnss sbssssssionssssnoadimasussiosiorss srsssssossssesssssssonasssssssssasocesssfons

Discharge /Shifting ordered by
DOCEOr SIGNALUIE: .........ceoeveererieereeeereerereeeeeeeeesee e eeenfaesna
DOCIOE NI et s an o i s b

Date and TIME & ..ot



