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SURGERY DETAILS

|
Date: ... 0. O e ..
Pati;nt Name: . —POVIRa AV Date of Birth: .0 42052012 Age: ... B ...
Gender: ......... omasnadze.  Ward: ... O . UHID No.: ....Q 2820 9......
Date of Surgery: \0\03\% ......... (JOT-1 OJOT-2 J=07-3 [J0T-4 [J0BGOT-1 []0BG OT-2

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

1. Surgeon Saia gLJR( \) \% . JQ JD&N(('A&

2. Anaesthetist : “B‘(&\'\m}am ............................................ ﬁ)ﬁ TM(Q

S BABINERNBION ;..o i i b Sl s e risdins ettt B, ?Q)/' ..................
AR0T Tochwician. . @ OBRERRINIRL.... .. L G il AR | & st e
B.E0ICUIng NUSE | = R R L. i oiiitaneiiioaarioncansrinens| 1= aiurievsssidiubiobass sssssasiinvans s it
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Special Equipment: [ Laparascopy | Broncoscope [] Harmonic ] Morcelator

[ C-ARM [ Cystoscopy [] VersaPoint | [ Liver Cusa

[ ] Neuro Cusa [E]"CHEES R e A e

Signature of Ci%g’ﬁme

Signature of the Surgeon

Order No: ........& GQ(OWL .................... s S, Comasa..........
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CirculatinM ................................ Technician . ...........nugfe....i... L TR i B S s
Anaesthesia Dispogables oot ueoa | Surgical Dposables wouad 0 usea| Disposables (Baby Side) [, OV
ETtube A (.(, ¢ WH1| a—| Major Pack Inj Vit K
LMA %4 Sutures Cord Clamp
ECG leads : A{f Q/ N of| = Suction Catheter
HME filter : A{ PN o 1. Feeding Tube
Syringes : 10 cc 10| tb Vaccum Suction Set
05 cc Yo | 4 | Gloves Surgical Gloves
02 cc w0 — | C,6! },L L'}l%f ]q. W | Y Gauze Pack
01 cc 10 | — P, ) e | 14t eSyinge 1mi/ 2mi
Cautery plate : A@ N O} == urglca (] Sdrgicpl Blade # 20
IV set OJ| —| NG tube Koochies (S)
RL — Cautery pencil NS oot folcd
NS : 1Dml@m / 500ml / 1000mI O! | —| Koochies (h ry fiat 4
Miwi Spiloe o) | B Ointments L) L \
0Oy Ma,w, ( p) v ) | —]| Suction Catheter : af Needla | | ] § '
s ptl . [ s be 1616] ¢ ppete 0D
Morphine Gauze Pack ((N\ _5’7,’-,; R @Eﬁw Y9 [])
Ketamine Mop Pack E \ )
Propofol 03| 9 | Steristrip j |
Rocuronium ©O) | — | Underpad ) \ ‘
Glycopyrolate ©) | "~ | Draw sheet LRy ok asal 8- B hopive [111] 1]
Myopyrolate O || — | Abgel Lm i) + Tdﬂq 11| € adt
Ondansetron 0| | —| Foleys catheter Midlany Y ; 3
Pencan 25¢/ Spinal Needle 22 Urobag Dlisd & Tharees 1A —
Bup!vacaine 0.25% Chest Drainage Catheter Drined (oo neg) |0 gy
Bupivacaine 0.25%(Heavy) Romodrain bag ol f Pus L& T e
Antibiotics Bandage Anie ¢ Bplic) 2 [1iy] —F
TV _pem o] | \ | Tegaderm Moty O w fe] =t
Suppositories loban G“—t Loy, Cafildy Lah TR
Anamol : 80mg / 250mg / 170 mg Double J Stent ETCOL Neddo \ | L (
Supridol : 100mg Vaccum Suction set ) — = e ;
Justin{125 )9/25mg/100mg | | | —| Plastic Bed Sheet s
Tab. Misoprost - Z00mg Betadine Solution e
\atewm (ot 07| £ | Microshield S e
Nag<! agpuac 16,19 [\et | —] Cotton Balls l e
Wﬂ:‘—j (,2 | Ift | — | Latex Gloves \ i ek |
2 weef L0 + 10D em \t/| ~ | Ramdione Scrub e i 28 |
v M o LAy 1£1 | — | Saral |
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# . 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 Bah}ara Hills ,Hyderabad
Children's "% ,Telangana, India ,500034. |
Hospital & TEL NO :+91-40-4466 5555 |
s WEB : https://rainbowhospitals.in
ADMISSION SHEET |

(ORI TR LR TR ]

Registration Details :
Admission No : IP5-00176193 Admit Date : 10-Jul-2026 Admit Time :08:25 AM UHID : Bﬁ‘iH-00357797
|

Patient Details :
Patient Name : Baby ADVIKA ADHRITH Age :8Y1OM6D |
Guardian : MRS SHALINI DOB : 04-09-2017 ll
Gender : Female Religion : |
Occupation Martial Status : Single |
Address (H) - H NO-12-180,GOUTHAMI NAGAR Manchiriyal Phone No : 9866277678/ 8493169393
Adiabad Telangana INDIA 110005 E-mail . SELECT SARIL@GMAIL.COM
i ;
|

Admission Details :
|
Ward Name ﬁF-OT COMPLEX

Bed Type : DAY CARE Bed No : POST OP 409

Admission Type : First Visit
|

Room No : POST OP 409
|
Contact Details : '
Name : MRS SHALINI Relationship : MOTHER .
Contact Address : H NO-12-180,GOUTHAMI NAGAR Manchiriyal Phone No . /9866277678
Adilabad Telangana INDIA 110005 ‘
I
Doctor Details : 01 f
Doctor Name - Dr. SRINIVAS NAMINENI Specialisation : DENTAL

Referral Doctor : Self Phone No :
|

Co-Consultant :
e |

Deposit Amount  :0.00

Payment Details :
: SELFPAY

Payment Mode : Cash Payor Name

\
Printed Date / Time : 10/07/2026 08:26 : Printed By : 015513 Page 1 of 2
[
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e e . ii Q _______________________________________
N - o P! Souy Aovma nory ™™ ant__ | L S

04-09-2017 u v m MED (5
R T Discharge : Time:
owestssmser——- TGN O -
Room/BedNo:__ Ward . v .- sussasted Billable bed type s _ _ _ _ _ _ _ ______
WARD TRANSFERS
Date Time From To . Signature of Nurse
[oln |&: sohn ) La npc eees -

LA
0 [\ Yol AT g | 87

Cross Consultation Visit

Doctors Name Date Order No. Signature

8 |

9

10
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INVESTIGATIONS

Date

Investigations

Order No.

Signature
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MEDICAL EQUIPMENT (WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

I

Ordbr No.
|

Signature




PROCEDURE

Date Procedure Quantity Order No. Signature
\Q\:ﬁt‘ v Macorme) i\ Sy @\,«455)’
D¢ of
ANY OTHER INFORMATION
Date Time Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor
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PEDIATRIC ED DOCTORS ASSESSMENT (IN-PATIENTS)

A

Admitting Doctor : . £ TN G5 AT T bt

Df' S ‘\‘A’l\ s Dalte1D/9Ff’(2@Zﬂﬁ

Type of Admission: CJOPD\ZER™ [ Referral (if referral, DOCIOr'S NAME: ......cvuuvsrrerssessnssesssssssensssssstessssssssssssssssensssssssssssssssssssssss

Start Time of Assessment: D18 B Weight: Zf‘i)l{j

Allergic History: ...... J\DY\DA ............................................................................................................ s
L T E e T R NI K ORI o Pediatric Assessment Triangle |

n

........m..;..g.o........&.m&@.mgx..s ....... .0
....... - P I AR SR 35 a1
]

9]

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

el 0Mn)...... c:mwdmﬂwx‘&ml
LRSI oD ] s Bt

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

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

Initial Physiological Status: “-s@ble [ Unstable
': Life Threatening

Significant Past History: ................. B i
TR s N L S AP
“elevant Investigations: ..........cceceeiinnne e

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

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

A Appearance - TICLS AR AANEAY. .cooveeenen.
A mal
B € Circulation
. r [0 Abnormal
Breathin
' | Pallor O
O +wos Cyanosis OJ
“F7~ Normal

Bleeding (J
[0  Gasping / Apnea

Any urgent interventions needed: [Yes ONo—
SR SRR W RSN

Non Life Threatening OJ

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

B P P P P PP R TP T T T e T

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

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

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

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

Primary Assessment : AO'
Ai \.47_1/ <
i o Open

[J Maintainable
] Not Maintainable

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

Q Breathing ;
Rate: ...Z:b.b.?./..."f‘:f"\ Sp0, on Fi0,

- D D Je "
Rhythm: ..M.@,.-L\.xvvveup
- Retractions: [J Suprasternal OJICR (1 SCR

Respiratory Noises: [J Stridor

[ Sternal O Supréclavicular (] Nasal Flaring
(1 Wheezing [ Grunting

Air Entry: R/gﬂ’{k”)b&w

Palpation Findings (If NECESSArY)........cceemmrreernrsressessssnnasenes

.......

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

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

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

Docu. No. : RCHBH /FRM / CLINICAL / 157
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Circulation

BP: ]Db/[;?, mmHg z? QL Murmurs: OYes OHNo
Central ..52.0X9..0A...... ;

Pulse Vol e: LIVEI' Span: .......................

ume: [ Peripheral ....44.004... bl 3

if in Shock: E Compens?ted .............. ; 2

HypOtensive ................ Any Signs of
Heart Failure: [J Yesn 3-No—
Muffled Heart Sound: [ Yes CE-No
Engorged Neck Veins: [ Yes [1No~

Peripheral £-3.3.6¢ -

Any urgent interventions needed: [J Yes_[JNe—

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

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

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

Q 6es: £25.].15.. AVPU:. ........
el 4 2 Responsive-£1  Non-Responsive (]
Disabili Pupils:
b Sis [~ Right 350
Left ...
Active Seizures: [JYes N0  Sugars: ...........
Signs of Neurological COMPromise ........cccvueueseescrcnenecs

oooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooooo

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

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

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

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

Exposure@ Temp.: C{f)(«;.@é

Any Rash: [lYes =0,

i ves describe 1he rash .....iccciwcressniissemsersasarsencess

T T b W o s R M O - ) e e b o e

Lacerations (OJ Abrasions [ Druises [ = sersesesssesssssssscsmsissssssmsssssisssssssmsssssssssssnsssssssasnsssans

Describe: /’ ...........................................................................................................................
Final Physiological Status: [ Respiratory Distress [ Respiratory Failure [] Respiratory Arrest

[ Shock- Compensated ]  Hypotensive [
O Cardiopulmonary Arrest  (_[3-Hemodynamically Stable

Secondary Assessment: . Head to toe examination with positive findings: ..

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

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

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

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

ol

Need for Oxygen: [J Yes pE!’( if yes Low Flow [J High Flow (I PPV O

Final Diagnosis with possible Differential Diagnosis (If necessary): ..... P(V\){Uﬁ-\e%b ....... OS—*OQ'H{& ........................
Assessment done by Sr. Doctor on Duty (If necessary)
Name of the Doctor: DIoN MALN A Name of the St DOCLOF: ......cevceunssrecemsesssssaasnrnansessnanss
SIGNALIIY: . ENStRAI LN .. it L, LT R e T T S S

Date & Time: }W%)B%M O T R
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MEDICATION RECONCILIATION FORM

L AN G ST N 1. S O ~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 WarL! to ICUs)

Shifting From: ........... o e Shifted to: ........... 16y FARRPE

oN
MEDICATION NAME DOSE ROUTE ST DOSE
SNo | (GENERIC NAME CAPITAL LETTERS) | (mg, mcg) | (PO, NG, SC, 1v) | FREQUENCY [i?gle/’l'ime ABRNRGN

/ SHIFTING

| ¢ doc
\

3.

2 \ | Oc¢ 0Ioc
[

3 \ | Oc¢ adoc

4 \ | Oc Ooc
!

5 | Oc Ooc
[

6 \ | O CINC

\ | 0O¢ CJoc
|
|

8 | CJC CIDC

9 \ | ¢ 0bc
N |

10 \ | LJC 0OJDC
|

* C- Continue, DC - Discontinue

MEDICATION HISTORY RECORDED / VERIFIED BY

|
|
Doctor Name & Signature : W(/DD’ NCNJC/‘“ |

i
Date & Time 10[@('[/{'7/0'1[4)%3@9*/\ ................... |

C(? |
Nurse Name & Signature: Q@&Gﬂ .............

Date & Time : ‘013’!%@ ......... RS S BAlierirrsrn "

Docu. No. : RCHBH /FRM / GENERAL / 090 |
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INFORMED CONSENT FOR SURGERY / PROCFDURE

Authorization By: [] Patient gﬁaﬁem 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)

L B TGRS S KL D TosTH.

| 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 disadvantages of the alternatives.

Benefits of the Surgery(s) / Procedure(s) ; " Alternatives of the Surgfry(s) / Procedure(s)

|
/_L@(BO?QC—P&—-\’V‘E Q) QA V[:l‘

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.

LS

b.

1. lauthorize 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. 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 Aﬂenda(g@ Witness: — A

Signature: /Z\"‘ .................................. Signature: et - e s
R A A s ) (G NS Name: ...l s .f 2 ot AR

Date & Time: {co{-[[;z_,b .............. e ng‘:—"

L e Name: SL( N [ U\)B% b Q Date Lbl}ﬂme .......... 8.k

Docu. No.: RCHBH/FRM CLINICAL / 027 (26) | (PT.0)
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SURGICAL Surgeon :.....JO

SAFETY CHECKLIST | srsstenst: D

Scrub Nurse : ............ [27,% ............

7 I
S e 4208

Asst. Surgeon ..........

Patient Name : Mv:\fm

UHID No. : %757% Surgery Name

Date..L.QJD?;\')ﬂn-tlme A '?Ob'v Out-time : .

BAH-00357797
Baby ADVIKA ADHRITH
04-09-2017 BY10OMBD (F)

-~ \, Gender: ...J Dr. SRINIVAS NAMINENI

L Lty ’(‘“ AR R

048

|P5-00176193

Before Induction of Anaesthesia » »

Before Skin Incision » »

Before Patient Leaves Operating Room

Blood Units Reserved

Has Antibietic Prophylaxis been given

within the last 60 minutes? OYes SHNe- CINA

Signature

Name :.....I TN 38B am..

OYes CINo CINA | {issues-orany Concems?

SIGNIN  Time:.19.22.9.Y) TIMEOUT Time. /28 Iy SIGN OUT  Time.... ) S MO0
Patient Has Confirmed Confirm all team members have Nurse Verbally Confirms with the Team:
Identity =¥es [ No introduced themselves by Name and HDWES [No The Name of the Procedure Recorded EYE “INo
Site LHes CNo Surgeon, Anaesthesia Professional and That Instrument, Sponge and Neede
Procedure #Yes CINo Nurse Verbally Confirm e Counts are Correct (or Not Applicable) ~ [»¥es CINo CINA
Consent =Yes C1No Correct Patient (Check ID Band) Yes CINo The Specimen is Labelled (inc]uding
Site Marked OYes CINo C1NA Correct Site J=¥es CINo patient name) CYes [0 TINA
Anaesthesia Safety Check Completed ~ Yes CINo Correct Procedure LAY8s C1No Whether there are any Equipment &
Pulse Oximeter on Patient & Functioning (>Yes (1No Anticipated Critical Events Problems to be addressed CYes (Mo NA
Does Patient have a: Sumaon Reviews:
Known Allergy? CYes No What are the Critical or Unexpected o o UG To Surgeon, Anaesthetist and Nurse:
Difficult Airway / Aspiration Risk? Steps, Operative Duration, What are the key concerns fpr recovery i
V. g : Anticipated Blood Loss? OYes 2o CNA and management of this patient? O Yesm
Yes, & Equipment / Assistance woe\C,
Available OYes CINo Anaesthesia Team Reviews:
Risk of > 500m Blood Loss Are There Any Patient-specific Concerns? [Yes D‘N/T NA
(7ml/kg In Children)? Nursing Team Reviews:
Yes, and Adequate Intravenous Has Sterility (including indicator results)
_Access and Iﬂui_dsﬁPI_arlngd [Yes £No CINA Been Confirmed? are there Equipment

_/AVes Do ONA
Is Essential Imaging Displayed?

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

OYes ?’6
ST . G\ﬁ(;bc’ .............

&s ONo CONA | |

Doc. No. : RCHBH/ FRM / CLINICAL / 111
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It takes a gt to treat the little. Your Right to a Safe Delivery

BUNDLE CARE CHECKLIST TO PREV$NT
SURGICAL SITE INFECTION (SSI)
|

To Be Filled In By Assigned Nurse : | i o
DIEIIIITE © o.cociceevinnsiosgsmsnsmipminsipuismesstsshntaveensissirssitberabtis I AR ) Duration of Procedure : ...........cccoeveee.
RAIRE O GUIIION © ....oonsooionrenciisimssnssiiimmiriiiids samasr st e e TR Date of %\dmission L o R MR
Bundle Care Criteria : (Tick (/) if done) |

' | Staff Signature

1. | Antibiotic given prior to surgery ? [_]Yes [_] No \
[]Single Dose Antibiotic  or  Long Antibiotic Regime '
Antibiotic administered within 60 minutes prior to incision ? [ ] Yes [ |No

AT OT U ITIBIII & .. i s sivnsoninmssthunsispitasi soiRsvenanalBln ng Binessnciss
[

2. | HairRemoval [ ]Yes[ ]No ifYes: Surgical Clipper
Department where Hair Removed : [_]Ward [_]Operating Room |

Ly e e Syl SO L
Skin preparation done (cleanse surgical area with antiseptic agent)? [_] Yes [ﬂ No
\

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

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

Date & Time of antibiotic admMINISIrAtioN : .........ccceeeiiiiiii e crieersreeersraeeesaneeens

DI0S & TUND DIOCURRRE DN o= ooocoiiniinmnisonanennsscanssrsimiliosrontiitantmse s il b
|

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

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 |

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
RUSHEE NN - ............connisrmsamssmsninenerasmibasiiinssivos ierprrissassts I L it Gendetl: ] Male [ Female
T A I (PN NI PR, 7 . WEIght © oo | HO: s
Surgeon : Asst. Surgeon : |
Anesthetist OT Nurse: OT Technician:
Pre-Operative Diagnosis: J 2 ;‘
ExTi-ATALS 8 & ¥ | 7 S

Surgical Procedure :

Indications for Surgery :

AR LB T ekl

Date : Start Time : End Tin?e :

Pre Operative Preparations: ‘{

|

|

|

Post Operative Diagnosis: ||

|

Peri-Operative Complications:
|

|

Operation Notes:

N G T SF/BAT(?EQ

P-Th b2eTioe 2l ’9{ 2,72 & |

!

(P.T.0)

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

Name and Number of Surgical Specimen sent for examination:

Peri-Operative Complications:
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- Baby ADVIKA ADHRITH i
e D&-09-2017 BY1OMED  (F) Rainbow!
: inbow
] ! Patip Dr: SRINMVAS NAMINENI .

B Children’ BirthRight
S 11111111 rospital_ | ) zrmonsin

It takes a lot to treat the litfle.

POST-SURGICAL CARE PLAN FORM

Your Right to a Safe Delivery

PRI IUNBIOBIE. ... el voriatiapimnsisiisisonsiosthnisintassaten ivass Vs ovh foograsenrivmissioyork inghid

Procedure Done: )é/ﬁ((’&h ............ P‘/?C /\?ﬂ_'ﬁ@( RNJ\ ......................

Post-Operative Monitoring Parameters /Frequency: -
1S m

Wound Care:

Drain /Special Lines/Catheters:

Special Patient Positioning and Requirements:

Nutritional Instructions:

Whan to Start Mobilization:

Special Referrals: g

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

Treating Surgeon
(Signature & Stamp) DB i

Note: Plan of care will be readjusted if necessary.

Docu. No. : RCHBH /FRM / CLINICAL / 106
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Baby ADVIKA ADHRITH 60 . R ) b:;_ 4
04-00-3017 BY1OM alnbpow | ° . ™
NIVAS NAMINENI Children’ (4 BirthRight
T Hospital el 4
Tt takes a lot to treat the litfie. Your Right to a Safe Delivery
Date of Admission: WI’H% DIUG ANIBTGIES; .crecers e 6T 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 subsequlnt 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)

i Date» ‘
DRUG : Time |

Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date
Tigle

v

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Date

DRUG : Tife

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)




Weight. QH ’ 95 %ard. .....................

E:E?;ém:""""“ 1500178153
De: tnadvi W:N:mmn ) REGULAR PRESCRIPTIONS
T o
- m
Dose Route | Frequency [Start Date -
Name & Signature of the Doctor
Starting the Drugs:
Additional Instructions:
Daily Doctor’s Endorsement by a Sign
DRUG : batey
Dose Route | Frequency [Start Date i

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
D
DRUG : ﬁ?[t]f;
Dose Route | Frequency |Start Date )

Name & Signature of the Doctor

Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign
Dater
DRUG : Time
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
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ITH Weight. .1......o.f Ward. ...................
Baby ADVIKA [ {F)
on-no-anw ' ' "° us
. SRINIVAS Date»
\\ ‘“\ \\“\\“ \“\‘\ \\““ Tlgle Nuis':Sig I Nurs&Sig, | I Nurs‘tler Sig | Nurs&&g
Dose Dose Dose [ Dose
DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
D Dy Dos Dose
Route Start Date = e *
Dr. Sign. Dr. Sign. Dr. Sign. | Dr. Sign.
Name & Signature of the Doctor - Do . nau
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
g2 i D D
Additional Instructions: . g ose -
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tiu'le I Nurs&Sig. Nur?elSig, l l Nurs‘e'Sig. Nurs‘erSig.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
ROUtB Start Date Dose Dose Dose | Dose
Dr. Sign. Dr. Sign. Dr. Sign.| Dr. Sign.
Name & Signature of the Doctor . Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign
Additional Instructions: e oo Dose | Dose
Dr. Sign. Dr. Sign. Dr. Sign, Dr. Sign.
STAT / ONCE ONLY DRUGS |
: _— Dosage & Other l .
Date Time Medication . Signature
Instructions Route 9 Nurses
0)42¢ | (o -36au| PAPACC TANL g enay tV /’Z——b\f&
¥ J ‘ - -
-
1
Page: 3/4 (P.T.0)



Baby ADVIKA ADHRITH
sytwomeo
!

e enNVAS NAMNEN!
\“\m\“ m\“““““\‘“m““ I.V. FLUIDS CHART Weight.% 11'615/3 Ly, | [——
R wumposition of 1.V. Fluid Route [Flow Rate| Doctor | Nurse | Dateof | Doctor | Nurse

(i infusion, mention mi/hr = Mcg/kg/min. etc) mi/hr | Sign Sign | Stopping| Si
ign Sign

ol 62 | ZvF NS oy |85 ?
| B\ ) ‘\Qﬁl ¥

ATl
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“H.mr:: "m”g ® 2z
"""""" Rainb%w’ . I
Patient “\ “‘“ “‘\‘ Egt{gh ga:;; ’s %g%g% %;E
PROGRESS NOTES AND DOCTOR'S ORDER
?#m Progress Notes Doctor's Ordl‘r

Docu. No. : RCHBH /FRM / CLINICAL / 088
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L Rainbow .

s i i Children’s BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the iittle. Your Right to a Safe Delivery

PROGRESS NOTES AND DOCTOR'S ORDER

Date

& Time Progress Notes Doctor's Order

Docu. No. : RCHBH /FRM / CLINICAL / 088
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Baby ADVIKA ADHRITH

BY1OMED

Dr, SRINIVAS NAMINENI|

00

(F)

RESULT SHEET

"2
Rainbow”
Children’s
Hospital

It takes a lot to treat the little.

BirthRight
BY RAINBOW HOSPITALS
Your Right to a Safe Delivery

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
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Date : | '

Time

CUE - Alb
CUE - Sugar ‘ _
CUE - Ketones ' ‘
CUE - PUS Cells
CUE - RBC Cells
CUE

Stool Pus Cell : : '
OVA / Cyst ' |
Occult Blood

ek 13 \
e T A U AP IS SR ) SN ) U YL, SO SR8, oS U SR . v M

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

Radiology:  USG: '

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

MRI

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

Ot (R SOITTROT BN WIC e e s tors s is sy ssonsis kgt Lerish o+ G dsbabmassrasibnsssasans



BAH-00357797 IP5-00176193
Baby ADVIKA ADHRITH

07, SMVAS KANEN %z
IIHIHIINIIIIIIIIIMIIIIIIIN Cairronts | @ BirthRight

Hospital .w

Tt takes a lot to treat the littie. Your Right to a Safe Delivery

FLUID CHART

B ok s asssanssnancassarion

1. All measurements in ml.
2. Add up each column separately. Make additions across the page to obtain 24 hrs. total of int%ke and output.

Intake . Ly Output | IV Site

. Thrombo- § :
Date | Time | N2u'e Route NG | Diarrhoea | Vomit |Drainage | | Uring | phiebitis [ Sian.

Score Nurse
Mouth LV N.G

08:00 am

N\

09:00 am

10:00 am A

\Y

%JT:DOam dop o ol . Lot e
\Y 12:00 pm ']ét\x e . e 0
01:00 pm 4 g

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 Output :

02:00 am

03:00 am

04:00 am

05:00 am

06:00 am

07:00 am

Total Intake : g Total Output:

Total 24 hrs. Intake Total 24 hrs. Output

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




Patient Sticker ] 2

=

Rainbow”’

inbow’ | @ o "i !
FLUID CHART) (e’ | (et

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

SRBAEINDL i sssesnissivans Kanosaius

1. All measurements in ml.
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.

Intake i > Output IV Site

Thrombo- :f;
Date | Time gfﬁgﬁ Route NG | Diarrhoea | Vomit |Drainage | Urine | Phiebitis | Sion.

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 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
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Tt takes a lot to treat the littie. Your Right to a Safe Delivery

CONSENT FOR ANAESTHESIA |

Authorization By: [ Patient ﬂP{emmtendant |

Operative Procedure: . Dental. E b3 T R ST S WL AR
Anaesthesiologist: DA%JMM ... Surgeon: .......... DA.:.. MMV%MQM[WL .....

Please read this before you consent for Anaesthesia

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the pat]ént is not aware of events and
does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthean machine produce it. Regional
anaesthesia involves using a local anaesthetic to numb a specific area of the body for surgery: Prolongep pain relief can be achieved
by infusing weak solutions of local anaesthetics and 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 1ollowmg medical problems
and | have sought necessary clarification on all my doubts.

[] Heart Disease [ Hypertension [ Diabetes [J Renal Failure [ Multi Organ Failure | ] Hepatic Disorders
[J Shock [CJ Obesity ('] Chronic Obstructive Pulmonary Disease

Declaration by Patient Attendant
e | authorize and give consent for anaesthesia as considered appropriate by the anaesthesia team
[J Regional Anaesthesia (] General Anaesthesia onitored Anaesthesia Care

o |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, allergic reactions, headaches, variations in blood pressure, nausea
and vomiting.

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

e | also 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 if need arises.

¢ | acknowledge that the anaesthesiologist have informed me about the anaesthetic procedure, risk, benefits and alternative
treatments.

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

Patient / Patient AM

Witness: ‘
Signature: ................ e il s R Signature: e @f\‘ ..................................................
BN ..o s sl ettt 8“) 9~0"N* ...... ;’}f&‘Y) ...... Name: ......... A ......] sssmmssoscmmititaatumms oo i
Relationship with patient: ... Y LOHWMA-............coee.. Date & Time: .[.. /3/2(@9~§3‘ﬁ&"
Date & Time: g}%}%é‘uqﬂrﬂ ..........
Doctor (who is takipg consent):
Signature: .........) @/ ................ Name: ... DA . ’CJW ................ Date 'glg ............ Tameg_‘ig?rm j

. 26
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Baby ADVIKA ADHRITH
mm 2017 BY1OMED  (F)

\\‘%

Department of Anaesthesiology RINIVAS NAMINENI Rainbo . BirthRight
RE-ANAESTHETIC EVALUATION |l|H|“||l|||||||||||||||l|||||||||| Fpspal \ .'r'

Tt takes a lot to treat the little. Your Right to a Safe Delivery

Name: @Ctbjﬁd\lhm Al Hage: X .6 sex .. FFemnal:. unp. o BN 00357197
Date: .. 8(%1&& ............................. Time: . AN fm ..... Proposed Operation: DQM g 0 ﬁ«ﬂ@ﬁe?’n
Diagnosis: ............. FYTMEL: LOM ...... qfﬂoth ..........................................................................................................

B /cAT SRR .. Weignt;r?.ftr.ﬂSkéiASA Physical Status: D4 05
L;horalnry Data:
R R e GIUCOSE: vuovvevereeceesrenreneneee PIOTBIN o BN i ihiniisiin, p A R
ROV ......oooss it uaniiagsily 11 R R T N < b HBS Ag: ...ovueemnrreasinss S T T
T e = CIHEE ciisciasiiasmseammiasmin Toll Bl ....ccoviinniacmnne. 3.1 PR e OB BEm... .. ..oy
DR oo T LT RO |l - || Blood group: ............. Stress/ANgIO: .......oouveene
R SOOI 1 1, MRS R | - /57 S A e OHIE, oo cobsisisssstiisafions
R el e G bt aiiineies BRCDNDS: ..oiciismuiiisinariss P
A KT V1 PR || | p— ] IR
Bl =t srseeseesesestosssuessonsays SOOTISGPT: covciaiaasunrinnss Allergies: MLDF)—. j
Medical History:  CVS: v1[g ASD— ak” |40 Al g age ok Mipuplomalie § p2 0
pese - URTI 2 Diabetbs:  — g Y E(Gy
oN: wg Le(mauAA (2 M age  Wed MY ML Zyeoux] UAM‘QMJ'&] &
Renal : ' 7 ' J \ J e
Hepatic / GE : - Physical Activity: | ‘¢ foul. -
QOthers : o

Past Anaesthefic History: «

Physical Exam: 'J)_

Airway: MP1[2)3 4 Mouth Opening: 4 0. £ ¢ o Mgtonyoid Distance: 2 F @ Neck{ p) Teeth: koLt -
- V —_—

el RAE @ sk

Heart: Q 1§ 1/@
o pon FED -

Pregnant. [ Yes [ No A Venous Access Site : MMJ@'”E Exam for regional : @

Anaesthetic Plan: AC [ REGIONAL -ETT [ LMA

Peri-Operative Plan Explained to the Patient: @xes/ o No

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions:

1. DVT Prophylaxis :
Water / OR$ 2 Hours

2. NIL ORAL<__ ;o e g

3. Informed Consent: S=-Standard J High Risk

4. Post Operative Pain ManagemeWssed with Patient

5. Other Instructions: .
........ CBFWT(CLWW

aa  op ot AR Tt b L apeeeatapeesasnnessassssensssend sidil: SR oA e nen et RN

Signature: ........ ‘V ................ Mams: ..o o1 ZIMLM, .............................................................................................

Docu. No. : RCHBH /FRM / CLINICAL / 044
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ol et edd o ot o7
It takes 2 iot to treat the little. Your Right to a Safe Delivery

Pre Induction Assessment:

Change in Patient Condition: [ Yes [1No— Fasting Status: QAL?MJ
Physical Status: [T Patient Identified [F—Consent Present J—Chart Reviewed
HR: A¢ [ B.P/CRT: wue [ Sp0;  10G [RR: 2 O [ Last Feed: > Gl
Pre-OP Diagnosis: . ﬁnlﬂluéi..‘e......f .............. Operation: . fhﬁr.\m"l ..... Gachache......... Date : ..LQ } i[)ﬁ ...........
Surgeon: ... [N Shende. Anagsthesiologist: ...[ary.. R[N Sha'»  Technician: \,4\,\ .................
TR
N,O /AIR /O, LPM
HALO /SO /SEVO Antibiotic
Drugs:
o
M IDA2 0.5 Suppository
TN TENTAL S0 g |
qY, PROPOTOL [60 {2 e !
T H o 40 Blood Loss
FIO, / Sa0 ©0 A0 o0
ETCO,
ECG R _1salg
Temperature
Urine Output X NOTES
£3
in 240
V Systolic 220
A Diastolic
X Mean 200
* Heart Rate 180
Tourniquet on Time
Tourniguet off Time 140
140
Throat Pack In
Throat Pack Out 120
1001;1‘], LA
S ]
SNAT N
40
20
10 ’
0
ABG
LAB Values
GRBS A
A
Others Y
Q__ﬁquipment Checked and Temp: Induction 0; v Regional:
Funcﬁonal [0 HME ] Fluid Warmer [l v— [ Inhal W‘Q Extremity BRI ... . cvinassianisnas
[J Cling Film (] OH Warmer [ Pre, (1RSI {,WY, [] Spinal [ Epidural [ Caudal
l:i--cuﬁ site. .. {%. w (] Huggers [ Cotton Wool [1 Others a Others: ... \...
[ Art Site: . ; [ Other . Rion:
B Lead ] Mask sen O, vie vea Position: ..........\ ...
i Times: Ai [ Oral (] Nasal M,
TT Temp Site LI Airway
T FI0Monitor Anaes Start: . AR, 30CUMA ETTME cicciiccsion, B sosstinescs s OFF Neadle Size: ......\...
[J  Agent Monitor L] Oral CINasal  [J Cuff Parasthesia []Yes [ No
[1_Pulse Oximeter OPEnd: g Tral eosmmyDToplcal Catheter at skin ... it
[J  Capnograph Leave OR: . Drug Name & Conc: ..........oooovvnren,
] Ventilator Anesthesia: \© LPan 0 TET L)
I Nerve Stimulator ] GA = WHUSION: ...iionmonsenonsbonenss
- ] _Monitored Anaesthesia Care O ;
—— Bl k
Position: SQ.IMA I Regional ock Levef
[ Pressure Points Checked Comments: .........ccooeverersnvrreennnn.
Line (Size & Location) Transportation to
Eye c?m: CICVP: ..., fIPACU clicu [ Other
O Oint Relaxant Reversed DYes (ONo [JNA
[3-Tape ‘. : E
[ Padding 3 Name of the Doctor :. J
[ Awake ON: SlgnatureoftheDuctor;(..’.‘l...,.,.........,,,,._.........‘....
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% mIIHIlHHllIllllHHIIIIIHIMlll Chitdren's | @ BirthRight

Hospital . BY RAINBOW HOSPITALS
It takes 3 lot to treat the little. Your Right to a Safe Delivery

POST-ANAESTHESIA CARE UNIT RECORD
)
Received in PACU by : ........, B R s Time Received : ...... [@J@H"ﬂ Time Discharged : I);?Oﬁ/\

200 250 IV Cannula Site : Qg% ..................
240 240
= 230 230 | ] O,Mask ] Nas: gs
<] 220 220 { ] Tracheostomy “Piece
@D 210 210 5 A
4 200 200 | [ Oral Airway asal Airway
& 190 190
180 180 —
S 170 170 | Vomiting : =i o T e EAR L
| 160 &5 i b+
o 150 150 | NG Tube: [ Ye: No
- 40 prain: O] Yes—tTho_|
A : -
120 120 | Urinary Catheter: [] Yes~T | N b
4, 110 == = 110 /’
] 10015 »: — ;go Chest Tube: [ Yes H’Nﬂ"‘\
D
T 8 80 Nil Oral [J Yes [JNo
70 A | 70 T
F 604 5 4 ks 60 IV Fluids: .....
w 50 50 (800 Ei [ e e A
= 40 40
7 30 30
200 Al ¥ s ols 20
101 L [ 10
o] 47 = 0
spo,._| T/
POST ANAESTHESIA SCORE N [MUTES uT @ INTERPRETATION
(Modified Aldrete Score) 30 | 60 | 90 0 SCORIN "

Able to move 4 extremities voluntary or on command

Able to move 2 extremities voluntary or on command

ACTIVITY ’ ’ A Minimum{Total Score of 8 is Required for

=2
=1
Able to move 0 extremities voluntary or on command =0 ] Discharge
Able to deep breathe & cough freely =2 k [ 1
Dyspnea or limited breathing =1 RESPIRATION g . £ i
| Apneic =0 - ? & Exceptions to this, are to be explained in the
[~ BP = 20 of Pre Anaesthetic leve =2 e i i ician:
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BP = 50 of Pre Anaesthetic leve =)
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PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
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I ) D
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Pain Tool Used: [ NPASS [J FLACC ong Baker  [J NPS Reassessment Frequency:
1. Every eight hours for all hospitdlized patients.
Anaesthesiologist Name : p}{(r ' R‘S\“[\u 2. For post surgical patient, patient with chronic pain, patient with severe pain

a.  Every 2 hours for first 24 hours

Anaesthesiologist Signature: After 24 hours eveny 4 hours

4
b.
" [ c.  Prior to pain reliving intervention
owoatme Mo, AOFHZOI L & winsssmne st v
Q_ /
PACU Nurse Name: ... Bl o o Transferred to Unit by (PACU): . /) / ,,,,, II:

PACU Nurse Signature:
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EPIDURAL ANALGESIA RECORD
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