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LBH-00110370

1P, .
Master B vViHAAN akoaingez ,'//?: -
08-04-2028 1Y1M 1 Rainbow
170 |
Or. SWAPNA PALAKURTHY W &

Children’s .BirthRight"

VN, rospial | @z

Your Right to a Safe Delivery

SURGERY DETAILS

Date : @5[5[5?(7 ...........................
Patient Name: ......MCLBJ@....L&:..M’fhﬂ.@l) ..................... Date of Birth: ZJLIJQD(TT Age: N
Gender: ——ffim&’ ........... Ward: oo O uHiD No.: . HEH —00\ 9379
T8 —00066423
@ Date of Surgery: o85S Bk ClOT-LEOT-2 (10T-3 (10T-4 [10BGOT-1 (] 0BGOT-2

£
NAME Of te SUIGEY © vovvrrvereerereersss et LGN LINEUD oo
Timein t.oo.. .. 9577 420 Time Out :..... 8’f'747 ...............

NAME AMOUNT
1. Surgeon S et sm e D)’ &LLJO{’WFJJMUM? ..................................................
2. Anaesthetist DQ’JOJT)?'O’ ......................................................................................
3. Assistant Surgeon :................... DZ( ........................................................................................................
n ~

) 4. 0T Technician o B fﬂ’f\/?nd} .........................................................................................

5. Circulating NUISe  : vovevveeenee S‘Tfujuq ................................................................................................
6. Assistant Nurse 5T§Qﬁﬁﬁ&tﬁ- ................................................................................

Special Equipment: [ | Laparascopy | Broncoscope [ Harmonic [ Morcelator
.1 C-ARM .| Cystoscopy | Versa Point [ Liver Cusa
| Neuro Cusa o

\zf%“ g
7
Signature~0f the Surgeon Signature of Circulating Nurse

Order Nomsd 20, 22, C?’?@? Order by: gﬁt‘*“’/(‘%%?r ................................

Docu. No. : RCH /FRM / GENERAL / 114
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= ¢ FrCumMaRo Chitdren's | @ BirthRight
e fzrBashaan, Hospital_ | ) suseorsouc
Ot - Suoet P f aUWSUMABLES OF OT 5/} aﬂ?
CREIIANNG UM 2.t reccivvossossisnnsssstinssnsassnissns Technician : Date : @i o2 Lt P THTID Sicussiiscssiasissonsisonson
Anaesthesia Disposables oY .| surgical Disposables mod | ed|_DiSPOSEbleS (Baby Side) _‘ﬂz
ETwbe \ool 1 G | |Ot | MaorPack o] flony| p A MVRK
LMA J N Sutures -+ i "|\_Cerd Clamp
ECG leads : A/F/N oy (S O] Suction Catheter
HME filter : A /P / N b | Feeding Tube
Syringes :10/cc Vaccum Suction Set
05 cc & D\ Boves E\icosy Gl | ) Swsical Gloves
02 cc a5 "z “|“Gauze Pack
01 cc ] oo 2/ tolsyl Oy Synge iml/2mi
Cautery plate: A/P/N Surgical blade - [l "} Surgical Blade # 20
IV set )\ | NG tube Koochies (S)
RL (7 |\ Gadtery penci
NS : 10mi / 100mi / 500mi / 1000mi | Koochies
Pcm | \[ @intments
O, Yawk f) |\ Suction Catheter
Fentanyl i O 1] Cap, Mask 16 4
Morphine SamPack £Qu 2. | 109y oo
Ketamine MopPack ~ [ '~ oh|[ -
Propofol & \| Steristrip M
Rocuronium ol erpad anl
Glycopyrolate A | Drawsheet Y
Myopyrolate [ Abgel (<) (| OWl
Ondansetron - Foleys catheter I\
Pencan 25¢/ Spinal Needle 22 0k g
Bupivacaine 0.25% £ | Y| Chest Drainage Catheter
Bupivacaine 0.25% (Heavy) ~’Romodrain bag
Antibiotics Bandage
Mildan s @1\ Tegaderm
Suppositories O loban
Anamol : 80mg / 250mg/ 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set v Y Pas)
Justin : 12.5 mg / 25mg / 100mg Plastic Bed Shest L
Tab. Misoprost : 200mg Betadine Solution O\
Am}ém [ | Microshield~ ok
|_|Cotton Balls NVZ
L Govs o~
Ramdione Scrub i
Saral
Surgeon ) Anaesthesiologist urse OT Technician
Order No. ﬂ&——ﬁ 26| ?K/X{?f\ %) Ordered by : 9‘-‘7;8’ (/ﬂ? A

Doc. No. : RCH/ FRM/ GENERAL / 125
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Rainbow Rainbow Childrens Hospital-Himayatnagar

]
gggg{g{ S{mnmgn  Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA
wRalaow quarters road AP Siate Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in

’ g
ELECTRONIC MEDICINE PRESCRIPTION

T

MRN ° : LBH-00119379 Name : Master B VIHAAN
Age ! Sex :1Y1M17 D/ Male BPoctor : SWAPNA PALAKURTHY
Adm/Reg DatelTime : 25/05/2026 05:35 Payor : SELFPAY
Order Date 1 251052026 10:02 Ordernumber  : 26-0000201982
Visit ID : 1P26-00006423 WardiBed No  : 4F-OT/PDA-412
Patlent Address : 303, Vaishnavi Elite, Netali colony, Road no-3, Hayat Nagar, Hyderabad, Telangana, INDIA, 501505
»
S.No Dascription Generlc Name Dosage Routo ! Frequency Duration Instruction Qty Status
1 |neeDiE228 DISPOSABLE NEEDLES | 4 yos External / Onca Daly 10ays 1Nos| Dispensed
f,.: 2 ROCUNIUM:INJSDMG SML 1Nas { Ornice Dally 1Days 1Via)|  Dispensed
I
3 |THEMIPYRRNOM 021G INJ 1 Nos Extarnal / 10 AM 1 Days 1Nos| Dispsnsad
RELIPARA(PARACETAMOL)
4 1000MG 100ML BOTTLE 1 Nos External / Cnce Dally 1 Days 1Nos| Dispensed
& MCT-ROF ]!IDDMG 10ML 1 Nos External / Once Dally 1 Days 1Mos| Dispensad
|
6 |COTTONBALLS2GMSNOS COITONBALLS2G-8 14 o External Once Dally 1Days 1Nos|  Dispensed|
¥
7 |E.C.GELECTRODES (PAED) |ELECTRODES PED 1Nos Extamal/ Once Dally 1Days 3Nos| Dispensed
&8 |MEZOLAMINJEMGSEML 1 Vial Extemal / Once Dafly 1 Days 1Vial| Dispensed
9 Encore h:ﬁmpu:: ploves-6.5 1HNas f Once Dally 1 Days 2Nos{ Dispensed
10 [EACENESKILAYER- FACE MASK3LAYER  |1Nos #0Once Datly " liopays 10Nos| Dispensed
: CHLORHEXIDINE
1 |BACTOPREPSOLUTIONS 1 yconaTE2% 1mL 1 Onca Daly 1Days 1Nes| Disponsed
Oxygen Mask With Tublng -
12 PeadROMSONS.FC 1 Nos External / Once Dally 1 Days 1 Nos Dtspensedi
13 Sgtss)zs TEXTSIZFLY (S |CAUZET.XTS12PLY 514 Nos Extemal / Onco Dady 1 Days 2Nos|  Dispensed
O 14 {MOPS 30X3D8PLY 55 X-RAY |MOPS 30X308 PLYDATT |1 Nos { Onte Dally 1 Days 1Nos| Dispensed
15 (S;%Rgéoc#g:;gm, 1 Nes 1 Onca Daily 1 Days 10MNos| Dlspensed
¥
16 |DSYRINGS25ML(MIPRO)  |SYRINGE 2ML 1Nos Extomal / Once Daly 1 Days 3Nos| Dispensed
!
17 [VACCUME SUCTION SET VACCUME SUCTION. 14 jos 1 Once Dally 1 Days 1Nos|  Dispensed
18 |RusooML crose sysTem [FRCERLACTATE 1 Battio 4 Onco Dally 1Days 1Bofte] Dispensed
i
SWAPNA PALAKURTHY

* This document Is just for reference purpose only. Not o be consldered as primary report,

Note
* This prescription is valid only for speclified duration.
“*Do n?t refill medicines.

Printeé Date/Time ; 25/05/2026 10:29 Printed By : SUNKARI SANGEETHA Page1 of1

..




“& | @ Rainbow Childrens Hospital-Himayatnagar )
Rainbow .
ﬁ*;‘slgffa'f s mrw%m Rainbow Children’s Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA

quarters road AP State Housing Board Himayatnagar ,Hyderabad ,
Telangana, INDIA ,500028.
040-48873000, info@rainbowhospitals.in >

MO

W

ELECTRONIC MEDICINE PRESCRIPTION

MRN : LBH-00118379 Name : Master B VIHAAN

Age/Sex :1Y1M17 D/ Male Doctor : SWAPNA PALAKURTHY

Adm/iReg DatefTIime . 25/05/2026 05:35 Payor : SELFPAY

Order Date : 25/05/2026 10:02 Ordernumber  : 26-0000201981

VisitID : 1P26-00006423 Ward/Bed No  : 4F -OT/PDA-412

Patient Address : 303, Vaishnavi Ellte, Netaji colony, Road no-3, Hayat Nagar, Hyderabad, Telangana, INDIA, 501505

i
S.No Description Generic Name Dosage Route / Fregquency Duratlon Instruction Qty Status
1 THEMICAINE 30GM JELLY 1 On Application| f Once Dally 1 Days 1Nos| Dispensed
2 &%&%&URG&M KIT %ETNERAL SURGICAL 1 Nos I Once Dally 1 bays 1Nos| Dispensed
3 BCV-INTRAFIX SAFESET 1 Nos I Once Daily 1 Days 1 Nos Dispensaed
4 l:&vaNZ SOLUTION 10% 1Nos Extemnal / Once Daily 1 Days 1Nos| Dispensed
5 g{}'%EERg,{.“S,S 80X90 1 Nos External / 10 AM 1 Days 1Nos| Dispensed
CHLOROHEXDINE- f
g |GUTICELCLASSIC10X30  [)\0 10 PARAFFIN 1Nos Dental / Once Dally 1Days 1Nos| Dispensed|
(PARAFFIN) DRESSING 1

7 DSYRINGE SML.(NIPRO) SYRINGE S5ML 1 Nos Extemal / Once Daily 1 Days 3Nos| Dispensed
8 IGELNO 1.5 IGEL 1.5 1 Nos 1 Once Daily 1 Days 1Nos| Dispensed
o [SpiCAINEINIVIAL 0.25% 1Nos Extemnal / 10 AM 1 Days 1Nos|  Dispensed
10 |CURQPINE (ATROPINE) INJ 1 1 Vial Extemnal / Once Daily 1Days 1Vial{ Dispgnsed
1 [TRILE EXMATIoN NITRILE GLOVESM  [1Nos 1 Onco Dady 10 Days 10Nos|  Dispersed

SWAPNA PALAKURTHY

* This docurnent is just for reference purpose only. Not to be considered as primary repori.

Note

* This prescription is valid only for specified duration,

* Do not refill medicines.

Printed Date/Time.: 25/05/2026 10:28 Printed By : SUNKARI SANGEETHA Page1 of1
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Rainbow .

Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
(l ‘foTr R_\gm?w ;S;e L;El\:El\l
DISCHARGE SUMMARY
Name Master B VIHAAN UHID LBH-00119379
Father/Guardian Mr B ANIL 'Age/Gender 1Y 1M 17 D/ Male

Address 501505

IP No IP26-00006423

Ref Doctor Pv Sai Prasad

Discharge Date  25-05-2026
CONSULTANT

Dr. SWAPNA PALAKURTHY
MBBS, MS, MCH

CONSULTANT PEDIATRIC SURGEON
69373

Co Consultant:

Dr. PAVULURI VENKATA SAIPRASADA RAO
GENERAL PEADIATRICS

02414

DIAGNOSIS
PHIMOSIS WITH RECURRENT UTI
CIRCUMCISION

Procedure : Circumcision done on 25.05.2026.

303, Vaishnavi Elite, Netaji colony, Road no-3, Hayat Nagar, Hyderabad, Telangana, INDIA,

Admission Date 25-05-2026

ICD CODE

History: Master B VIHAAN, 1 Y 1 M 17 D child presented to ER, history of pain
during urination, prior to admission. For the above complaints child was child
was admitted at Rainbow Children's Hospital for surgical management.

Examination: Child was afebrile, maintaining saturations at room air &
hemodynamically stable. Heart rate was 121/min, Blood Pressure - 93/54

O 1800 2122

. mmkHg.and.Respiratory .rate.~.20/min..On-auscuitation of-ehest air-entry wasc..

emcycy 040 - 488730

@ www.rainbowhospitals.in




Name Master B VIHAAN UHID LBH-00119379
IP No 1P26-00006423 Admission Date 25-05-2026

bilaterally equal with normal heart sounds. Abdomen was soft with no -

organomegaly. Examination of other systems was normal.
Weight on admission: 10.46 kilo grams.

Investigations: Enclosed reports.

Indications for surgery : Phimosis with recurrent UTI.

Surgery Notes:

- Phimosis with smegmal collection present.
- Standard sleeve circumcision done.

- Haemostasis secured.

- Suturing done with 5-0 rapid vicryl

- Post procedure uneventfull.

Post-Operative Notes: Post operative period was uneventful. Child was
initiated on oral feeds gradually which child tolerated well. Child remained
hemodynamically stable during the hospital stay and operated site remained
healthy. Child is being discharged with the following advice.

Adyvice:

* Diet as advised. : o

* Syrup. Crocin DS (Paracetamol - 5ml/240mg) 3 ml thrice daily after food for 3
days.

* Betadine ointment for local application twice daily after 5 days.

* Sitz bath twice daily

Fever Management

* Syrup. Crocin DS (Paracetamol - 5ml/240mg) 3 ml after food as and whenever
required, if temperature > 100 *F (maximum 4 times a day at 6 hour intervals).
* Tepid sponging if fever > 101 *F,

Review consultation with Dr. SWAPNA PALAKURTHY after 2 days (27.05.2026)
Wednesday in OPD at Himayatnagar with prior appointment (Review
consultation will be charged).

Follow up immediately in Emergency Room if high grade fever, vomiting,
breathlessness or refusal to feed occurs.

The content of the patient discharge summary, medication, food & drug
interaction, care to be provided at home, nutrition, immunization and safe
parenting, when and how to obtain emergency care etc also have been

2/3




Rambow ‘

Children’s | BirthRight
Hospntal : .BYRAINBOWHOSPHALS

Right to a Safe Delivery

Name | Master B VIHAAN UHID LBH-00119379
IP No IP26-00006423 Admission Date 25-05-2026
explained by doctor ............... in a language that | can understand and |

acknowledge.

Parent/ Attender
In case of emergency contact 9154865030 emergency pediatrician on duty.
To take appointment for OPD consultation at Rainbow Banjara Hills / Rainbow
Clinic Madhapur / Kukatpally / Vikrampuri / LB Nagar dial ]USt one toll
free number 18002122. A GO

You can also take appomtments at any time by going onlme to our web5|te
www.rainbowhospitals.in

Registrarlﬁééidéhtlc.M.O

Dr. SWAPNA PALAKURTHY

MBBS, MS, MCH

CONSULTANT PEDIATRIC SURGEON
69373

® 1800 2122 @ www.rainbowhospitals.in




LBH-00119379 |P26-00006423

Master B VIHAAN

08-04-2025 1Y1M17D (M) A_‘l
o

"

\

e

Rainbow"* . e
Children’s (L BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes a lot to treat the fittle. Your Right to a Safe Delivery

wEFICIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. of Pages Legibility Completeness Remarks
1 Admission sheet 1
2 Discharge Summary 7
3 Nursing Initial assessment /
4 Patient Transfer form R
5 In-patient Medical record /
6 Doctors progress sheets ]
1 Nursing plan of care and handover sheets )
8 Consultation sheet |
9 General consent for treatment ]
10 Consent for Surgery 1
11 Cansent for blood transfusion .
12 Cansent for chemotherapy
13 Cansent for high risk =
14 Consent for Restraint —t
15 LAMA consent e
16 Consent for special procedure / Sedation 1
17 Consent for Formula feed
18 | Consent for MTP
19 Consent for Radiological Investigations e
20 Consent for HIV test
21 Anaestesia notes (Pre Anaesthesia& post) /
22 Neonatal Admission/Delivery/Physical Exam
23 Medication Reconciliation e =y
24 Emergency Triage record /
25 Pre operative check list 7
26 | Surgical safety checklist Y
27 Operation Theatre notes )
28 Nurses clinical Presentation ——
29 | TPR &BP chart 1
30 | Intake and Out take chart (fluid chart)
31 Drug chart (Regular Prescription)
32 Investigation Values (result sheet) e e
33 Nebulization chart
34 Nutritional review chart
35 Intensive care unit (ICU Charts) —_—
36 | Consent for Admission in PICU / NICU
37 The Humpty dumpty scale
38 Braden Q Scale /
39 | Bed side check list ]
40 PICU bed formula Dilution feeds .
41 | Gastro monitoring chart e
42 | RchED doctors note ——
43 | BP Monitoring chart )
44 RBS monitoring chart =
Total No. of Pages 7/ -
Doc. No. : RCH/ FRM / GENERAL / 126 Signature and Date :

(PT.0)




ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE




Rainbow Childrens Hospital-Himayatnagar

o

2 &
Rainbow “ Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Children’s _ = Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029,
Hospital o TEL NO :040-48873000

Haintsow

WEB : https://rainbowhospitals.in

ADMISSION SHEET

NPT s

Registration Details :

Admission No : IP26-00006423 Admit Date :25-May-2026 Admit Time :05:35 AM UHID : LBH-00119379
Patient Details :
Patient Name : Master B VIHAAN Age 1Y1M17D
Guardian : Mr B ANIL DOB : 08-04-2025 01:09 PM
Gender : Male Religion
Occupation Martial Status
Address (H) -1 303, Vaishnavi Elite, Netaji colony, Road no-3 Phone No : 9515629011/

Hayat Nagar Hyderabad Telangana INDIA \ ;

E-mail . na@gmail.com

501505
Z™nission Details :
Bed Type : DAY CARE Bed No - : ERO1 Ward Name : GF -EMERGENCY
Room No : ERO1 Admission Type : First Visit
Contact Details :
Name . Mr B ANIL Relationship : Father

| Contact Address Phone No 1 9515629011

| B2

Signature

G™tor Details : i

Doctor Name : Dr. SWAPNA PALAKURTHY Specialisation : PEDIATRIC SURGERY |

Referral Doctor : Self Phone No : ]

Co-Consultant

Payment Details : Deposit Amount  : 20000.00

: SELFPAY

Payment Mode

: DC/CC Card

Payor Name

Printed Date / Time : 25/05/2026 05:37

Printed By : 020099

Page 1 of 2
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ACTIVITY RECORD FOR BILLING

/ﬁ'

Rambow .
Children’s
Hospital

It takes a lot to treat the little.

\\

BlrthR|ght

NBOW HOSPI
Your Rghtl a Safe Delivery.

Name: - iorasme 1P26-00006423
Master B VIHAAN
UHID No : n-oa-ms 1Y1M17D (1 R —

r. SWAPNA PALAKURTHY

Consultant : ---

SRS T 1] —

Date of Discharge : Time; =====caaa-

Room / Bed No : -——======-—--- Ward : Suggested Billable bed type : --------
WARD TRANSFERS
Date Time From To Signature of Nurse
»/sh6 | § Juoam| €P 67 £ s
2515] 24 2.00 Aun O VoSt op ﬁ,,_,}..{,\_iﬁ) ]

Cross Consultation Visit

Doctors Name

Date

Order No. Signature

9.

|
10.

Docu. No. : RCH / FRM / GENERAL / 145




INVESTIGATIONS

Date

Investigations

Order No.

Sign

2S5

(R

375 |

24/ 5/

PPC Dore op Besie




MEDIC?L EQUIPMENT { WARD & ICU)

Date l

Name of
Equipment

Connecting
Titne

Discannecting
Time

Order No.

Signature

-

‘%\




PROCEEDURE
Date Proceedure }I Quantity Order No. Signature
25/5/76 | W place medf OV 1956 2

ANY OTHER INFORMATION

Prepared By :

Staff Nurse

Shift / Ward

Billing Assistant

Billing Supervisor
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LBH-001198379 1P26-00006423 ,//

Master 8 VIHAAN
Ln:o«u-rms 1Y1M17D M) Ralnbow

Dr. SWAPNA PALAKURTHY Children’s .Birtthght_

III|II|I|I|||IHIIIIIUl|I|IﬁI|II|| Hospital | | (g ssmeonioem:
RESULT SHEET

Date | 25/7/76
Time
Hb {34
PCV | 6.4
RBC | S. g
WBC 2b 26
N/L 33/55.4
Platelets Y 77
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.Arﬁylase
Sr.Lipase

Blood Lactate
S.Cholesterol
PT/INR

APTT

CSF. Protein / Sugar
Cells

N/L

Docu. No. : RCH /FRM / CLINICAL / 0138 (PT.0)




Date
Time
CUE - Alb
GUE - Sugar -
CUE - Ketones
CUE - PUS Cells k
CUE - RBC Cells \ -
CUE

Stool Pus Cell
OVA / Cyst
Occult Blood

CUIUTE QMO SBNSIIVITIES & coreeeeeeeeeeeesseeeesesserssnrssassensessessessssnessssansssses sonssssesamenstssos besbbsnsnssnssiontsssassterbsasbsssnssonnosssraseessesan

.........................................................................................................................................................................................
-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

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

Radiology : S B ¢ ooroeririrseresiaenesatsessassassasserassnaarseshaes e Resbs e sat s sasn e ne s b eatsataata e eRe R e e s b et eResbe b e T e Renre e s rnnesarenas

MRI ................................................................................................................................................

Others (ECG, Contrast STUIBS BIC.,) & oot ettt bbbt sn s




LBH-00119379 1P26-00006423

:ﬂxr B VIHAAN "2
2028 1¥1M17D = = ®
Dr. SWAPNA PALAKURT e ] Rainbow .

T T s () el

It takes a lot to treat the littie Your Right to a Safe Delivery

MEDICATION RECONCILIATION FORM

DIUG AIBIGIES: ....oveevveeeeeeeeseeeee e s ese s ees e s e snsesensesenas 4+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)

Shifting From: .................. S e Shifted t0: ... Tvoveeeeereeeeeeeeeee e
S (GENEN%TSI‘:T(I:T;#T EEHERS) (mg?;ig) (PO, :%U;E: v) | FREQUENCY If;:tseT/DT?:,E ?“S";:?g%'::
! Oc CIoc
2 Oc CIoe
# C¢ Cioc
e C1C CJDC
J ¢ Ooe
5 ¢ Ope
7 Oc¢ 0oe
& ¢ 0oe
9 ¢ Coc
10 OC CIoc

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

Doctor Name & Signature : e ﬂ”ﬂWg"’U‘ ............................................
Date & Time: ... 4315126 @  Si30 P

Nurse Name & Signature: dwa{‘h'!\) ........................................

Date & Time : ... 2515126 @ G2 A
Docu. No. : RCH / FRM / GENERAL / 090
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LBH—DD1193>j IP26-00006423 C?llill.ldrct)avl:’s ‘Blrtthght

L Mastor B VIHAAN Hospital BY RAINBOW HOSPITALS

Dr. SWAPNA PALAK IR D™ rltated Mol our Fght a Sfe Goery
AT DRUG CHART
Date of Admissiog ereeeeeee v e Drug AHlEIQIES: .evverremssrsermsesssssissssesssnsnssesnisssisssasnssssanes 1 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.

Nurses must follow stricily 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.

ONURSES

[ SOS / PRN (As Required Medication)

. Dater
DRUG: | Time

Dose route Frequency |Start Date

Doctor’s Signature | Valid Period| Pharm.

Additional Irstructions:

. ' Date
O pus: | i
Dose Route | Frequency |Start Date

L

Doctor’s Signature | Valid Period| Pharm.

Additional Instructions:

¥

. ' Date
DRUG Tipe

Dose ’ Route | Frequency |Start Date

Dactor’s Signature {Valld Period| Pharm,

Additional Instructions:

VERIFIED BY D NAME .. ccornevecreerrmeomornesmsesmarsenssessnsssmarsessres

Bocu. No. : RCH /FRM/ CLINICAL / 118 Page: 1/4 (P.1.0)
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LBH-00119379
Master B VIHAAN
08-04-2025 1Y1M17D (M)
Dr. SWAPNA PALAKURTHY

RO

IP26-00006423

REGULAR PRESCRIPTIONS

Weight. ..........c........ Ward. .....................

DRUG: ', SgmopréHsulE

Date

v

Tige

Dose Route | Frequency |Start Date
1 1
Jomq | iv oD | Wls

Name’& Signature of the Doctor
Starting the Drugs:

N

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG : F] ONODNA(T(L(?#!

Date
Tigne

Dose Route | Frequency [Start Date
amy|iv | D psit

Name & Signature of the Doctor

Starting the Drugs: :

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

Time

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG :

Date

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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————

JETEE————

i

N —— AR ——

{11T[:]10] | Cpr— Ward. ...cooeeeiiienn

Date»
VARIABLE DOSE T|me I Nurs&spg‘ l Nurs‘a’Sm. ] Nurs‘e‘Sln. I Nurse Sig.
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DRUG : Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
Route Sta rt Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor s o Goes i
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Additional Instructions: fose pose pose pose
Dr. Sign. Dr. Sign. Dr. Sign Dr. Sign.
Date»
VARIABLE DOSE Tiwe [ Nurse Sig Nurse Sig. | Nurse Sig Nurse Sig
Dose Dose Dose Dose
DHUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign Dr. Sign. Dr. Sign.
Name & Signature of the Doctor o 080 Do o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: i e — o
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© C iRt Chler

Your Right to a Safe Delivery Hospltal

It takes a lot to treat the little.

NPERATINN THEATER NOTES

LBH-00110378 1P26-00008423

Master B VIHAAN
Patient's Name : 3?.".‘.331".&.2{,;#‘..1«"’ e Age : ...?.17......Gender madl......
UHID: ... T Welght .
Surgeon: Na ¢ 5. 0. - P Asst. Surgeon :
Anesthetist : S OT Nurse : 544, 4% ;
Surgical Procedure : Ct Rcomcas) o’ ’

Indications for Surgery : P”’ e s Hb R izt 1ITT

Date : 0?4/5//076’ StartTime: 2,2 ¢y End Time : 8 /S,
PRE-OPERATIVE PREPARATION :

OPERATION NOTES:
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— Hoemorary Reusded
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www.rainbowhospitals.in
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Consultant Surgeon's Signature



SURGICAL spon; AL

SAFETY CHECKLIST

me Fal.&hu
):1 tient Name : .

Asst. Surgeon : DK

Anaesthetist : DTSanﬁ’ ............. UHI
Scrub Nurse : ..3.5.- fXQ.ﬂ!ﬁE Eﬂiﬁ .....

LBH-00110379
_ Master B VIHAAN
08-04-2028

Before Induction of Anaesthesia » »

Before Skin Incision » »

IP26-00008423

1Y1M17D
Dr. SWAPNA PALAKURTHY

o 255 A TTNARTITRARN

P58t ~

(“' . . i
BirthRight

BY RAINBOW HOSPITALS

Your Right ta a Safe Detivery

Before Patient Leaves Operating Room

SIGNIN  Time....L. .. ")

SIGNOUT  Time... 8. 207 421

Patient Has Confirmed

Identity s ONo
Site Yes CONo
Procedure )Z(es ONo
Consent _Yes T No
Site Marked TYes ONo CIMA”
Anaesthesia Safety Check Completed ~ C-fes TINo

Pulse Oximeter on Patient & Functioning C¥es No
Does Patient have a:

Known Allergy? C Yes ZW
Difficult Airway / Aspiration Risk? )

Yes, & Equipment / Assistance

Available Yes ;No/

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

Yes, and Adequate Intravenous
Access and Fluids Planned T1Yes CNo JNA/
Blood Units Reserved C1¥es TINo ;NA/

Has Antibiotic Prophylaxis been given
within the last 60 minutes? /@ CNo CNA

\/.

Confirm all team members have
introduced themselves by Name and Role =Ygs —1No

Surgeon, Anaesthesia Professional and
Nurse Verbally Confirm

Correct Patient (Check ID Band) ~ -=¥es TNo
Correct Site ATYes TNo
Correct Procedure CYes CINo
Anticipated Critical Events
Surgeon Reviews:
What are the Critical or Unexpected
Steps, Operative Duration,
Anticipated Blood Loss? ~=Yes CONo CINA

Anaesthesia Team Reviews:
Are There Any Patient-specific Concerns? C1Yes-=No I NA
Nursing Team Reviews:

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

Is Essential Imaging Displayed?

~2¥es CINo CINA
DYes CNo CONA

Nurse Verbally Confirms with the Team:

The Name of the Procedure Recorded OYes CNo
That Instrument, Sponge and Needle
Counts are Correct (or Not Applicable) ~ T'Yes CT'No CINA

The Specimen is Labelled (including
patient name)

Whether there are any Equipment

TYes CNo TNA

Problems to be addressed TYes C'No CINA
To Surgeon, Anaesthetist and Nurse;

What are the key concerns for recovery

and management of this patient? OYes CINo

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



Chitdren's | @ BirthRight
PATIENT TRANSFER FORM Hosprtal | .——
Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
eV m::::m“ﬂ IsJe i@ s:35am 25/sl26@
| Dr. SWAPNA PALAKUR
MO T

m.

Q\pfgefrxtﬂcfoﬂ .

From Unit

o1

To Unit

Post-o0p

Information to Attendant

Yes+— No[]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
pg o i / Yes[ ] N
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. item Name Quantity
1.
P
3.
4.
5.

Shifting Summary / Notes Written by Doctor :

Yes =~

No[ |

gs fufo

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

44,.,{ [xu’/ él ‘

Patient & Clinical Records Received by :

D Ti Pati ived : ‘
ate & Time of Patient Received /,?(/S//Zé @ &, 204"[

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

[ ] Unavailable Bed
Docu. No. : RCH /FRM / CLINICAL / 102

[ | Nurse not Available

[ | Available Bed not ready




LBH-00119379

Master B VIHAAN 1P28-00008423
* 08-04-2028 1y &
Dr. SWAPNA PALAK mnn = = {0 G . Z
) . Rainbow® b

T T Childrers .Bift“"‘ghf

Hospital BY RAINBOW HOSPITALS

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

EMERGENCY ROOM TRIAGE FORM \p\

Patient’'s Name : ............: B f\)n"MY\. ................................................. Age : j3wa . Gender: ‘FTMale  [] Female
Date : ’J.J‘/f/qsép Time of Arrival : 32547!%
Allergies\ _4No [Yes [ Food [C] Medications [ Blood Transfusion [] Other (SPECify): .......cccrrrirmnisiivimsinirencinsisnncaens ] Not known
SOUrCE Of INFOrMAtion : ATTPArEALS [ OHNELS (SPECITY) -.covvrrererreseeeemsesessssseseessesssessessesssssessssesssssssssssssssssssssessesssesssssesssssssssssssseosesessssssssssssssssssssssses
Mode of Arrival : mulatory ] Wheelchair ["] Ambulance
Inital Vital Signs: Tem 0{ T, PrABROIABP e BRa sp0; ALY
chiet Complaints: (0./.7...... Phearae.S LS {Clm, .é,co/gtm;"lﬂ‘]l LY LOmac S,
INITIAL PHYSIOLOGICAL CATEGORIZATION EIE\L PHYSIOLOGICAL STATUS
Appearance Work of Breathing Stable
B-womal A & Normal O Increased O Unstable :
O Sick Looking Circulation / Golour [ Decreased [ Gasping/Apnea O Not — Life - Threatening
furGrmal O Abnormal [ Bleeding O Lfe —Thveatening
Triage Classification CTAS
[ Level1: Resuscitation [ Immediate
[[]  Level2: EMERGENT : Life or limb threatening [J < 15min
1 Level 3: URGENT : Significant illness / injury with potential to become life or limb threatening 1 30 min
[  Level4: LESS URGENT : Significant illness but not life threatening ] 60 min
[J  Level5: NON — URGENT : May receive care when convenient 1 120 min
NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Children Jess than 2 years age with high fever to be considered Level 3. Sionats of Porort/ Gumtian
* (TAS - Canadian Triage and Acuity Scale Triage Completion Time : 3 P"?ﬁ“‘“

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease triage screening is
patients at the initial screening: considered for any patient who meets one of the two
1. Have you had fever (elevated temperature) in the past 2 Cves Brito following criteria:
weeks "] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks [1Yes (UM il

[] Any patient with fever and respiratory symptoms who answered
“YES" to any of the questions on epidemiologic risk factors in
“PART B" of the triage screening above.

3. Have you had shortness of breath or difficulty breathing in [ Yes 4o
the past 2 weeks

PART B. For patients reporting fever and respiratory/rash
symptoms: (] Not applicable PART D. ACTION / INTERVENTION: (for positive suspected

1. Have you travelled outside the INDIA? or had close []Yes Yo communicable disease triage screening)

contact with someone who has recently travelled outside [1 Patients should be immediately isolated in a negative pressure

; 0 (- L ) : :
the INDIA, in the past two weeks? room or a single room (as appropriate) for pending evaluation.

I NEs SERE LOCAION &ttt [7 The patient should be given a surgical mask immediately, if not

2. Are your parents / close contacts at home is/a healthcare [ | Yes &0 already wearing one.
work_er.? {F"ea?'e enmrclg the choices} (e..g.. nurse, [ Both patient and triage staff should perform hand hygiene.
physician, ancillary services personnel, allied health
services |personnel, hospital volunteer, or laboratory | The staff should use PPE (as appropriate).

worker, others) who has had a recent exposure to an
individual| with a highly communicable disease or

unexplained, severe fabltgzz)qy or rash disease? ! -

Namei of Trigge Murse . 2 i o s Slgnature of THAGE NUSE iu.iiiesecessissssissssmsiissesisiniisnis

Date&Tirne:...'..l.S.[;S:...Zj}..Té ...... N .3 -2?5 A

Docu. No. : RCH /FRM / CLINICAL / 085



LBH-00118379 1P26-00008423
Master B VIHAAN
08-04-2026 1Y1M17D (M)

i Dr, SWAPNA PALAKURTHY

VMOV

%
Rainbow’ ; s
Children’s = BirthRight
Hospital . BY RAINBOW HOSPITALS
1t takes a lot to treat the little, Your Right to a Safe Delivery

NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM

Date '?—5/,?/26

Time of arrival : ..S.1. 25,01
. \

Chief Complaints: .2 /0..... Phtanaos )'C@W*’CEEZFSM}CW? RBS: wovoooeeeeererenioe
Height : ......ccovennnnee Weight : ... BMI: ..o Head Circumference (<2 Years) .........ccocoerevrererusnecnrenennas
Allergies: [1Yes ©No 1 Medications T Blood Transfusion T1F00d [ Other: oo,
HVRE IMIBAIRY . . . corentren s mersssasmnrivs ssase sas ianere inA o me aees S Y AR TR AR TSRS R e S e S SRR RS

Pain Screening: | Yes LMo~ If Yes, Pain Score:%.fp....{... Pain Tool Used: 1 NPass [J FLACC [ Wong Baker
C] Character .......~............... L Location ...........~.......... (] Frequency ............. T 1 DUAtion oo

RISK FOR FALL:
\B*frpatient is < 6 years
tick below fall risk intervention directly
L1 If Patient is > 6 years
Assess the below parameters

History of Falling: within past 3 months [ Yes
Ambulatory Aids:
* Wheelchair L Yes
® Uses furniture for support L] Yes
Gait/Transferring:
* Bedrest/ immobile L] Yes
o Weak | Yes
* Impaired []Yes
Mental Status: Forgets limitations _1Yes

IF YES FOR ANY CATEGORY = RISK FOR FALLING
Fall Risk Intervention:

] Escort while ambulating

| Assist Patient

Lo

FTNo
LA

b
~~TNo
" No
E o

" Educate patient and family on fall precautions/prevention

Functional Screening: [ ] No Abnormalities Detected
[] Mobility Problem

[ ] Walking Problem
(] Developmental Delay

1 Musculoskeletal Congenital Abnormality

Inform consultant for positive criteria

Nutritional Screening:
[ ] Underweight

(] Overweight

[ ]  Feeding Problem
L] Special diet

[ ] Special feeding method

| No Abnormalities Detected

Inform consultant for positive criteria

Psychological Screening: (| No Significant Findings

Unusual concerns about patient's Psychological Status:

[ 1Yes

[ INo

If Yes Consultant Notified: ...................ccccceuvvervncrennacen. (DABITIMBY: icisrmsssrisssmmnsinsasseessomnit

)

Social History: LivesWith ... g e e 0t

Siblings inhousehold [ Yes

[LINO  (ifYESHOWMENY?) ...ttt s

Time of Initial assessment completed by ER Nurse : 5_‘3‘9*4}‘/\ ...............

Docu. No. : RCH/FRM / CLINICAL / 120

(PT.0)




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

i Time Nursing Notes - '
|
D) Jaeged  dn< 0] eovd, fL L@ B
5 Gheciked dhe  pd \}\M
o v ploge MJ/ HDJCANI
2D mediethon  divew
Samples collected by: Time:
Samples sent by : Time:
Medication given in ER:
Date / _— - : Doctor | Nurse
Timo Medication ) Route | Dosage & Instructions Sign Sign 17ﬁ
: T~ | -
Ohdem :,:}! | >rg <
ESme Prosale i o yg P
\ |
! |
- - | i
| |
.
o | |
| i
Condition of patient at time of shift - out : Details of Shift - out
HRBC?I?/V --------------- .. CFT. 23CC Shift- out from ER 10: B2 s
/ """""""" SPO?:'Q"S"Q """"""" !ﬁ Time of Shift - out: . {, c,[jﬂ?\ ......................
GCS"'IS' b For Temperature....31.?..:&......... Hendoveraiven 102 ...« coampimamssmmsiis
Pain Score: =.£........ - (Nurse's Name)
Repeat RBS (if applicable): .......c.occcovveveiiieiiiiiiicis |
\

Tick as applicable: C/MLC_~ LILAMA C'BROUGHT DEAD

Procedures done with delallsi(iFany): ot T ... 1. F R
" Decd :

Name of the Nurse : ..\X Y. S SO St Signature OF the NUSE © ....ooo o

Date & Time : 35/3/3”6 ...... @ $i27 4



PATIENT TRANSFER FORM

X

"

2
Rainbow® . L
Children’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

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

Pat!ent Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
;:::’:’;’m’:m 1P26-00006423 < | S ’ 26 @ 2% ’5 |26 @
—Sfﬂ‘ﬂﬁi. m.u:x:;:'l? ° o Transfer Ordered by Reason for Transfer
AT
DY, AmBaa Ad s o
From Unit To Unit Information to Attendant
6 (L o T Ye:;l} No[ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

~
over to attendant
25 Yes| | No[ |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. [tem Name Quantity

1

2.

3.

4,
o 5

‘Shifting Summary / Notes Written by Doctor :

Yes[ | No[ |

Sis

Name & Signature of Person who is Transferring

PY NN IN) %

Name of Person Ordered Transfer

DY Ancttre

Patient & Clinical Records Received by : Pﬂw /‘ﬂ\

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. : RCH /FRM / CLINICAL / 102

| | Nurse not Available

| Available Bed not ready




Ref.No. E/IN/PR/10
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Rainbow’
Children’s
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“PEDIATRIC IN-PATIENT

MEDICAL RECORD

I

patient Nameé .
542

;::P:::CI:::AN (P26-00005423
patipnt 1D# o wAeAPARTRY —
N T gy
Ein \\ Diagnosis - //



Pediatric Multiorgan History & Physical Examination

Name : _ Age/Sex

Informant Reliability

Chief Presenting Complaints & Duration (Chronologically):

cAdf/(‘{ Oamt _ Jjos - C'Awm‘/co-n/ -SU‘)‘M :

r:/g,A) S2hivaonia . 74

History of present iliness :

"("[4:’,/// nrr/\M\ﬂMﬂ' o & N!‘/A lfé

4 padrne wwing m;‘na/im & N ook wa/r’uﬂ/

4‘104@'/.'%1 VAT O?ovca/u"m- o -

— N A/o Juoc

— o "\/o J(au'alu & ('C’/'i‘/.

— ab b _,((}c:/?MJOO/A éf lmm/'//'t:;,s

L




Pediatric Multiorgan History & Physical Examination

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

Birth & Neonatal History : FT /()u) /(/}-') 3 //\fMJ' /Mmun}zer/.

.k [a’l/s;’qnf}"d}

Birth & Socio Economic History :

About Father :

About Mother : Alod J:"? v:j /L

Any additional Information :

Developmental History :

Q“iﬂpm})f [adle

Immunization History :

Cj/l?'/C? c\/a /&




Pediatric Multiorgan History & Physical Examination

Anthropometry

Head Circum (cms) (Centle __ )Height(cm): ___ (Centile
Weight (kgs)__ [0'5 /7 (Centle __ )

On Examination : ’
Temperature : .Ao’,fﬂ—a‘ ' Pulse Rate: Description

B.P SPO2 W/ at

Resp. rate and type of breathing :

Rash _ f /AJ'\M‘)/U A C:t )
Lymphadenopathy
Oedema : —

Respiratory system :

Inspection (any s/o distress) :

Air entry & breath sounds : 44 // A CG)

Any addes sounds : /\f vi3s(+ 0 f\d:‘ ao(cgcaﬂ S0 UﬂCﬁ

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

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : Xl m
o BE AR, g
Any murmur : ,1\/ 0 mii~

Relevant date from outside (Chest X-Ray, ECG, ECHO, Etc.,)

Per Abdomen :

Inspection

Palpation : v‘(L 0,! E n , '-'1L 0(/ u{ chL
Ausculation : A 'In ayv ji oY) m:(o a (1
Spine: External Geniti

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




Pediatric Multiorgan History & Physical Examination

Central Nervous System :

Level of Consciousness : AVPU/GCS Score : { T/ r{’ .

Cranial Nerves :

Motor System :

Nutrition :

Tone : 0 Power
e

Co-ordinator :

Posture :

Involuntary Movements :

Reflexes : @ _

DTR Superficials :

Plantars

Sensory System :

=

Bladder / Bowel :

Clinical Summary & Diagnostic :

f7 /'u ‘Yot

L4 4
Loawew _fo¥ (f/?fumc¢6/0/\/.
¢




Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment :

——
Desired goals of the treatment :
A
Planned Labs : Planned Management :
alvea (/ T

fv ﬂannu‘?ml ~_Npeo il /owﬂv ovdL.
- SCA/‘A@ /woy C ro mor/ $10m ]:)An')\
— nk w@ﬁ—fsom r,qm/
= (Chuphl. AnNTHEIR - /TV ey /\",’Onfu//\» GJI\IA)
Cofs i
= A Nonid[cv‘ Cﬁf’/aﬁ‘*-

}
ot
Please fill up the following details

1. Name of the Referring Doctor :
2. Name of the Referring Hospital :

(Including the name of City)
3. Contact number of the Referring Doctor :

(Preferring Mobile #)
4. Name of the doctor in Rainbow Team on

whose name the patient is being referred

Doctor's Signature Name Date Time
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Rainbow’ ® - o
INFORMED CONSENT FOR SURGERY OR ﬁgusldirglrs .Burthleght
SPECIAL PROCEDURE et | G s,
Patient Name : ..o Gender: [1 Male [ Female s
UHID NO & e Date: s
Instruction:

This consent form should be signed by Patient (If an adult 18 years or older) or by a parent/ guardian, if the patient is a minor or
lacks the ability to make an informed decision. The purpose of this form is to verify that you have received this information and
have given your consent to the surgery or special procedure recommended to you.

| hereby authorize the performance of the following operation (s) or procedure (s) (use no abbreviation/ Avoid technical terms)

I have been advised of the benefits and reason of the procedure(s) as indicated by the clinical observations and/ or diagnostics
performed. | recognized 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. My questions regarding the condition,
the proposed surgery and the outcome have been answered to my satisfaction prior to signing this form by the surgeon.

| have been explained the risks of this surgery /procedure and also about the reasonable alternative and the relevant risks,
benefits and side effects related to such alternatives, including the possible results of not receiving care or treatment.

I have been explained that the following complications though rare are possible and will not hold Surgeon, Anesthesiologist or
the hospital staff responsible for any untoward gven’t thereof. . _ a

My signature on this form indicates that

1. Ihave read and understood the information provided in this form

2. My doctor had adequately explained to me the operation or procedure along with the complications written above, along
with the risks, benefits and other information.

3. Ihave had a chance to ask my surgeon questions.

4. Ihave received all the information | desire concerning the operation or procedure and

5. lauthorize the consent to the performance of the operation or procedure.

Name of the Doctor who is performing the SUrgery/ ProCEAUTE: .............ccccciiiiiveieriessiisessssssesiosesssersosssesssonssnssssssossases
Consentee : Patient Attendant :

VL
SIGNAIUTE .o eee e ees e Signature : ....[\! /Shit? 2
NAME oo Name : oo NI
Date & TIME & .oveeeeeeeeeeereeee e e s
Witness : ¢

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

DAt & TIME & oo



%

CONSENT FORM FOR GENERAL / Chitdren's ‘BirthRiqht‘

REGIONAL ANAESTHESIA / osRil. | W

MONITORED ANESTHESIA CARE

Patient Name : MIW?\/MA/'&H ................................ Age : ]le Gender : Male Female O
V- N4 511 ny lupf—% Lot Ty

UHID NO: .o sesasenianssenns SUFGEON NAME: ..o L st

T g’Q’W\ W Ny

ADRESNBRIOIIIGT & i s imssisbitinessssnssne s s Do s ah s moms 35 s i S Dt e A AN e BB s Ao

( 10 A M UG
Operative procedure planned : ................ L{f Lu ............. \ S-]u‘l—/ .............................................................................

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesihesia 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.

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

- [ Hepatic disorders O Shock [ Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
I.:J Incapacitating Cronic Obstructive Pulmonary Disease

}Hﬁhers: ....... Ov.. 51\1‘4\/(1”'\’“”’{[\1@{- .......................................................................................................
COMITIBIES ..ottt ettt s8Rttt
* Doctor to dﬁcument in 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 / @
............................................................. the above mentioned operation / Diagnostic / Therapeutic procedures

" | authorize and give consent for anaesthesia ( DW/ Wnesmesiﬁ/ O 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.
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| 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 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.

- Pregnant: O Yes l:l/uﬂ/
DECLARATION BY THE ANAESTHETISTS PROVIDING INFORMATION 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.

Patient / Patient Attendant : Witness :

0, 0, .\:-_1
Signature : ... INEhatho e, Signature : .......... %'A") ..................................
Name : PM?L:I’"U"OL .......................................... Name : ........ -A'n,{ ..........................................
Relationship with Patient. ..\ Date & Time : ..... ?.S.lf( ....... o HS o

Doctor (who is taking the con{s\q@ P

4
7,

SIGNALUTE © .reeveevrece s bmenrscensses e Q.. /

9
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% JL
Department of Anaesthesiology (R:?rll?cll’r%v:s > BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .Ewmaﬂwgosgmi
[
Nam MKT ....... %\,HM .......................... Age: 2m. sedNE UHID.No : L@wab?{q .....
7. . }lﬂf ........................ Time: ... JZAI00N......... Proposed Operation: OM{'MUHON ........................
Diagnosis: P ......... Dj(f .....................................................................................................................................................................
8o A5 up: 0% I weignt! Y K8 ash physical staws: ,z/ 2 03 04 O5
\ g ‘ ' Laboratory Data:

Hgb: o T GIUCOSE: ... PIOTRING e HIV, .o sismnansiins XeRAY: .. i pnssts

POV: ... 2 &y URBE: roroeeesrserss AIDE s L T —— o S

WBC: ciindugis: 7 | S PO 1, - i ||| S——— HCV: e 2D ECRO: wvcveeiiee

Plate: Li?’? NE: oo snaeone BIEBIR s aeswmsssons Blood group: .............. Stress/Anglo: ........coocee.e

(=1 RTINSO e e e et LDH: ...conemncnssomennonsmnsssasss | S Other: ...

AT o vvmimibsormats (0 U R .| ¢ 1|1 ¢ T4, v

INR: ocovoeerrerrcnenncranes MO+ 47 corcriemeennrscriiecre AMYIASE! oo, 11 [SCREET——

BI i SOUTBERT. s P NK Py

Medical History: ~ CVS: — N H/D CHUD

RESP: U1 WAMT  MONTH. Diabetes:

CNS : -

Renal : '...

Hepatic / GE /1 TH PT] Lled /cuw; / NNT / JNMUNI(ED  Physical Activity: A(T)VE

oes: T No AJJHUENT Dev beLAys

Past Anaesthellc History: p)) L

Physical Exam: (1., n A1 \ye ;/ AENT o

Airway: MPI@.’i 4 Mouth Opening: ANC Mentohyoid Distance: M Neck: G\D Teeth: INTACT
Lungs:  (lepan - i ' @
Heart: ¢ 48,4+ M# |

Pregnant: [IYes ! No ‘Z\ﬁ Venous Access Site ﬂ)ﬂl | PHEML Spine Exam for 'regional :
M

Anaesthetic Plawnc/:u/usm’nn I GA-ETT CJLMA

Peri-Operative Plan Explained to the Patient; _=Yes~ = No

—CAUDAT ANEXTHESIR >

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: weim AL Fob /fommv
: 1. DVT Prophylaxis
EMTICA JP/LU HlonLs <:w.ater/0w 2 HOVM OIL WATE
f 2. NIL ORAL QOthers 6 Hours -_—
3. Informed Consent._L-8fandard ~ High Risk on
4. Post Operative Pain Managemwcussed with Patient =
5. Other Instructions:

Signature:
Docu. No. : RCH /FRM / CLINICAL / 044
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"l

Fre inauctuion Assessment:

ANAESTHESIA CHART

"
Rainbow®
Children’s BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the iittie. Your Right to a Safe Delivery

: Il
Change in Patient Condition: (] Yes 1o Fasting Status: CWW\L@J
/
Physical Slatu‘s: [ _Patient Identified [J—Consent Present _L=Chart Reviewed
I | | 3 V o
H.R: 171/~ [ B.P/CRT: 45/&’[4 [ 'Sp0,: (O0 /s [RR: 20/~ [ Last Feed: ~ Ot
: : ] =
Pre-OP D|agn05|s A fIETD Operation; CHCAMCEEn oo Date : . 2‘;/\
Surgeon: .Y, Sf’/ ............................................... Anaesthesiologist: .. & ‘ﬂ"“ eeereesesieseneseennes | TECHNICIAN: '9"}""“ .. ... 25,
— — (8] :
N.O /, PM | P
HALO /S0 mAC AL Antibiotic:
Drugs:
1775 oy 2oy ™ Suppasitory
(DA 2o LTI o-qyay - J
TPNY ZoMce i~
- —_—
PPTFCETENE], | [S0mg [~
e Blood Loss
FIO, / Sa0, 0V 1/6V J6v —
ETCO, AUzl YL
ECG e | S
Temperature At Xly—
Urine Output NOTES
74
(8 BN e+
g%
ap 240
V Systolic 220
A Diastolic
X Mean 200
« Heart Rate 180
Toutniguet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Out 120
100
80
60
a0
20
10
0
AHG
LAB Values
GHES
1 Equipment Checkedand | Temp: ‘W Reglonal: _
Functional 7 HME I Fluid Warmer [ ! Inhal Extremity SPOCUN? ... ooariaisrsigpisissisinions
] BpP [ Cling Film 1 OH Warmer [ PreQ, _I RSl [ Spinal [ Epidural
_1  Cuff Site: . oo Hugger's ] Cotton Wool ] Others RIRBEEE, ... s Y S GV DR s SR EaE
C Site: ...... 1 Other N . Position: . ]-.o& [
X{(‘G i ?,'lma! Mask wsel AMA 1S Sca.maj “
[. Tt ke Times: \73{14,.,! [ Airway 71 Oral ] Nasal Site: .5 .
[ FIO, Monitor AnaesStarr? ETT# o | OO | Needle Size: QQQ nth ....................
} A t]15 -1 [ oral “INasal ] Cuff Parasthesia [ Yes |
gent Monitor § ﬁ(“\ - S
.J./Pulse Oximeter 0P Enc ... 5. L [ Tracheostomy L] Topical Catheter at skin .
Tapnograph Leave OR: %aﬂ'ﬁ'ﬂ'\ T e i Name&co@ i ..."B\)ﬁ!fﬂ(‘ﬁ"\‘f
[l Ventifator Anaesthesia: [ Awake [ Direct Vision Bolus: .
[C1 Nerve Stimulator L~TGA [ Video Laryngoscopy [ Stylette / Bougie Infusion: .
[] Monitored Anaesthesia Care [l Fiberoptic B|ockLaveI.
Posltion: . [] Regional Blade# ............. Attempts: ........... Mol
. o P“’SSU”’ PU'“‘S C“ﬂc“e“ DIFICURY WHY? oo
Line (Size & Location) Transportation to
Eye Care: CTOVP: o Bilat = BS Cipacu  CJICU L] Other
.})Im CIART: .. [] Semi-Closed Circle Relaxant Reversed [ Yes [JNo  [CINA
~T Tape e A3 = : i
1 Padding “’:‘(""ig""w = gl?::d Clrele Name of the Doctur%...j.“.... TAgANE
CI Awake TIV oo N Signature of the Do
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Anaesthesiologist Name :

DSk Pueahe %
\¥

;‘.::;:""w e =
» Rainbow®
Dr. lwA YiM1rp ain . . -
PNA PALAKUR Ty Children’s @ BirthRight
II ”m[l Hospital BY RAINBOW HOSPITALS
Il’” It takes a lot to treat the litte. Your Right to a Safe Delivery
PUD I meen e RE UNIT RECORD
Received in PACU by : M‘(r\)ﬂﬂﬂ MMe RBAVEH © .......ocvivvivissiiasisssines Tima Diseharged : .........ocuminn
20 250 |V CANMUIE SHE © vovvvvoeeeoeeeeoeeessescessesseesesies
240 240
E 230 230 | [0, Mask [] Nasal Prongs
220 220
a 210 210 E Tmcht?ostnmy EJ T-Plece.
0 200 200 | Oral Airway [T] Nasal Airway
e 190 190
8- a0 180 B
8 170 170 | Vomiting : [l Yes &o T S
= o b 10 |N6Tbe:  CiYes Ol
Vv 1;3 E - :;g Drain: (] Yes [LNo~
A 120 120 | Urinary Catheter: 7] Yes [ No
10 110 . =
&% 100 100 | Chest Tube: ] Yes [INo
B Lo % | Nil Oral [1Yes [#No
Q.- 80 B0
N i o | WS
% 50 50 (VLT X1 S ———
o R 40 2 40
7 30 d 30
20 20
10 10
0 0
5P0,
MINUTES
msh‘;::iﬁ{:::f;‘;jg?““ N o Te0 Too 10 SCORING INTERPRETATION
forigrpiiing onse gt baif bl e p 2] g3 | g | A mimomTotal Soore of 15 Requird fo
Able 1o move 0 extremities voluntary or on command =0 / DiSChﬂfge
Gme o mpl ?,;:L"E X fnmh - - ? RESPIRATION Q, 0?
’Spnea or li reathing = =
A;neic : =0 ' L 0? Exceptions to this, are to be explained in the
ey oo =2 S g A J space below by the Discharging Physician:
BP =+ 50 of Pre Anaesthetic leve =0 2— ?—
ii'l’ satie o0 cal :i CONSCIOUSNESS
RotLllsableTEalllng =1 NSCIOUSN L z_ L L Z—
m =2
E;I:ﬁ:;;ky. blotchy, faundiced, other - f; COLOR 9 Z_ Z 2_ 2_
TOTAL 4 }Z 17 [ﬂ ,ﬂ
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signature
vy | BAm| 6 1A £
28¢ [ 9Am A £
15 |S[1oAm| © A Yoo,
)5 | UAml o NV 4 -
4 - y 77
Pain Tool Used: I NPASS [1FLACC [ WongBaker _JNPS Reassessment Frequency:

1. Every eight hours for all hospitalized patients.

For post surgical patient, patient with chronic pain, patient with severe pain

a.  Every 2 hours for first 24 hours
Anaesthesiologist Signature: i Attar:24 hoss avary 4 haus
c.  Prior to pain reliving intervention
Date & Time: d.  With in 30-60 minutes after pain relief intervention
ol
PACU Nurse Name : oo g.h”‘ oy Transferred to Unit by (PACU):

PACU Nurse Signature:

Date & Time:

Date R THNB:......cocoomiamiimsimimrais s




Rainbow® ) o

Patient Sticker ' ' Children’s | @ BirthRight
. Hos o] it a[ BY RAINBOW HOSPITALS

1t takes a lot to treat tha litde, Your Right to & Safe Delivery

Department of Anaesthesiology

EPIDURAL ANALGESIA RECORD

(B2 1 S 11511 1 Procedure done DY ... seseresseresessssessssenes
CSE /Spinal /Epidural (2007571 [0] | T 1 (1 SR Technique {LOR/LOS) ..................
157 0]1 S Catheter at SKIN: .....coneevervvevesrernecrnvsanns AHEMPES T v |
Parasthesia : Yes/No if yes details : ......coevveeeceererccnnne .................................. |
SOIUON COMPOSIHON & ...cevvvuerervrerrasestrmiaseseestssesississsrisessessstsasssesssnsessessssssssssssesssssessesssssssasssssassssessessensesnsssssnsnssssossessesssses

Any other issues :

) eurrerrrreereresersn oot ses s stsaeR et s R s e L s R ee et a e e e e A eE e n R e At eeteAs Aee et ressa et st e neA R e eeaAe AR E e nAsae Ao s eR LA e RO RS ereRa R b s e eb e seananras
D) ettt eSS AR OA SRR RS S RSO RS T RSO SER R R R RO SRR A SRR A s n et b nen e Ee
Time lnﬂzﬂ%gale Bolus (ml) LeﬂLe";:i] Waternal FHR Comments
ght | BP | Pulse
@
Delivery Details : ~ Time : c...oevvveevcennn APGAR: ..o SVD / Instrumental / LSCS (if LSCS Details)
Catheter Removed by and Tip INSPECIBA : .....covvveerrires st srssssesns s sesesesesssssaresvassnrnansnssons rerrsvar s srernntes
PAtBNE SAUSTACHON © oo sen s s s ee e st s san st s s s e sanann

Discharge /Shifting ordered by
DOCLOr SIgNAIUTE: 1ovevereeeeeereemerereesrerrsreseensesserasessessasssassessaes
DOCTON NAMIE: vviveireriiriemirteeerteetesesreemeeeseeeoeeeereesssanessensensanes

DAte AN THINIE § ceeervrerreeerccrrereessnesnssesnsssterarsressstsssserssmesessas




