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ALAPATI KOUSHIK ’

7 m-mn (1) I R b . . .
w ainbow.. | @ BirthRight

i i Fospital | (g nmmemern

It takes a lot to treat the little.

\\

‘

SURGERY DETAILS

Date : 33—['(,% ...........................
@
Patient Name: ........ MQ%*QKKDMQL&KJ ..................... Date of Birth: ...\ 2 02018 ... age: . TR
Gender: .. /'?bmlﬂﬁ ............ Ward: ............ 0 1/ .................. UHID No.. HUH —000 (809 ...
TPYo— vooobU2y
Date of Surgery: . :’LSJSI ............................. [0T-1-£70T-2 [10T-3 []0T-4 (JOBGOT-1 []OBG OT-2
f\ NAME OFthe SUGETY © oo ol O I A YD e
Time in %30144? ........... Time Out 6?/04,27 ...................
NAME AMOUNT
1. Surgeon D S m(?aiatu ........................................................................
2. Anaesthetist ... D) ...... «S.%.KI.)J.I ..............................................................................................
3. Assistant Surgeon : ........ % ...................................................................................................................
@, ¢ O Technicin @“ﬁﬁ\/ﬁ‘q/) ....................................................................................................
| 5. Circulating Nurse : ...... ¢ ’3[7 L eeeeeeeesseseesssssssesssssesesssenssssessssens | sessesssseesssesssessssseesessese s see s
6. AssistantNurse :...30..5ar9 e (OIS
Special Equipment: ] Laparascopy (| Broncoscope | Harmonic (| Morcelator
[1 C-ARM | Cystoscopy | Versa Point [ Liver Cusa
! Neuro Cusa L] Others ..o
N %&'
Signature’of the Surgeon Signature of Circulating Nurse
Order No: 0?5"690@@20/494 ..... Order by: ... &2+ 447 4444..... @}7(/5’/25 @
Docu. No. : RCH /FRM / GENERAL / 114 /@ '//’4/7//
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HNH-00015081 1P28-00006424

o
Rainbow®

Wit o Children's | @ BirthRight
r. SWAPNA PALAKURTHY Hospltal . :vmna:w HOSPITALS
v CONSUMABLES OF QT "= | mmmsssinies
Circulating staff ... TOCHBICIIN  soseiissisanssassinsrsiatssninsainssss e [ | T N—
{ Anaesthesia Disposables usved " uuog | SUrOIcal Disposables [, ,,.,[ Disposables (Baby Side) [ TV _
ET tube Major Pack” ¢ ([ [c ¥ | (O VK =1
LMA - Sutures 7 L2 [} Tord Clamp
ECG leads : A [P /N N £ one Ol 74 SugtienCatheter
HME fitter : A/ P/ N i 74 Feeding Tube
Syringes :10cc A5 Vaccum Suction Set
05 cc (,%/ﬁovas Surgical Gloves
02 cc o35d Phtnfaen 27/-0¢ /Q.(% 6 [| GauzePack
01 cc "| Syringe 1ml/ 2ml
Cautery plate: A/P/N , Surgical blade * | (" | Sysgical Blade # 20
IV set NG tube - ~ | “Koochies (S)
RL 61\ ry pencil
NS : 10mi/ 100mi / 500mi / 1000mi * | Koochies { /nedg.¢ o\
g W () o\ ;
x40 wagle (B) 11| Biction Catheter
Fentahy! o1 | Cap, Mask
Morphine Gawze Pack 9/ ~vey/ 7 TN C{AN —
Ketamine — 5 o idon| | o\ MopPack | Rl |
Propofol ' 0N\ Mstﬂp e
Rocuronium | Underpad cn |
Glycopyrolate A /oéw sheet O
Myopyrolate ™1 Abgel
Ondansetron Foleys catheter ;
Pencan 25¢/ Spinal Needle 22 Urobag ¢ 7 ) Ol .~
Bupivacaine 0.25% o\ | £hest Drainage Catheter -
Bupivacaine 0.25% (Heavy) Romodrain bag
Antibiotics Bandage
o [2osed necdlle 99 (i vyaon o | Tegaderm
| Supposttories i \oban
Anamol : 80mg/ 250mg / 170 mg Double J Stent
Supridol : 100mg Vaccum Suction set R\
Justin :(12.5 nig /25mg / 100mg 2.\ _}Plastic Bed Sheet
Tab. Misoprost : 200mg Betadine Solution ON] _~
Gl Gncone () g_f | Bcroshield ohl -
AT 1, GotonBals 0[]
] Latex Gloves o I
Ramdione Scrub -
Saral
Surgeon Anaesthesiologist OT Technician

Order No. ()Z(’ffﬁafz_{f? :

Doc. No. : RCH / FRM / GENERAL / 125

f??\{’ Ordered by :

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




Rainbow @ Rainbow Childrens Hospital-Himayatnagar
\/
ﬁggg{fa? 5 Birthilight Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Cld MLA
“Rakshow quarlers road AP State Housing Board Himayatnhagar ,Hyderabad ,
Telangana, INDIA ,500029.
040-48873000, info@rainbowhospitals.in

. T
ELECTRONIC MEDICINE PRESCRIPTION

MRN i : HNH-00015091 Name 7 Master BONDALAPATI KOUSHIK

Age ! Sex c7YTM12D / Male Doctor 1 SWAPNA PALAKURTHY

Adm/Reg DatefTime! : 25/05/2026 06:50 Payor : SELFPAY

Order Data : 25/05/2026 10:22 Ordernumber  : 26-0000201987

Visit1D ;3 1P26-00008424 Ward/Bed No  : 4F -OT /PDA-414

Patient Address : flat no 202, syno 65, maha nagar brundavanam , road no 4, Nagole, Hyderabad, Telangana, INDIA, 500068

i
S.No ) Deacr_fptlun Generlc Name Desage Routa / Froquency Duration Instruction Qty Status
a 1 |DSYRINGS 2.5I~|L(N[PRO) SYRINGE 2ML 1 Nos External { Onca Daly 1 Days &Mos| Dispensed
2 Encore Micrupti:c gloves-6.5 1Nos I Once Drally 1Days 3INos| Dispensed;
3 THEMICAINE 2% 30ML INJ 1 Nos Exlemal/ Once Daily 1Days 1Nos| Dispensed
4 m‘g‘gﬁg“o i Tubing - 1 Nos Extamal / Once Dally 1 Days 1Nos| Dispensed
-3 CHLORHEXIDINE
5 [BACTOPRERSOLUTIONS g ucoNaTE2% 1mL 10nce Daily 1Days 1Nos| Dispensed
SALCOHOLBO% 500
6 VICRYL 5-0 Vi? 2303 VICRYL &0 NW 2203 1 HNos I Once Dally 1Days 1 Nos Dispensed
7 MCT-ROF 100MG 10ML 1 Nos External / Once Daly 1Days 2Nos{ Dispensed
s |GAUZETSXT.512PLY(S GAUZE 7.5X7.5 12PLY5 |, | Extemal  Once Daly 1Days 2Nos|  Dispensed
HOS) NOS
) SURGICAL BlliADE 15 SURGICAL BLADE 15 1 Nos Extemnal / Onca Daly 1Days 1Nos| Dispensed
10 |MEZOLAM IN# SMGSML 1vial External / Onca Daly 1Days 1Vial} Dispensed
1t |vaccume sxf:cnou sET  |YACCUMESUCTION 14 o {Onca Dally 1Days 1Nos| Dispensed
12 |MoPs 30x30iaPLY 58 X-RAY |MOPS 30X308 PLYDATT |1 Nos 1 Onee Dally 1Days 1Nos| Dispensed
I ; D
1 | oo sieasy 20  |SPINALNEEDLE22G  |1Nes 1 Once Daly 1 Days 1Nos|  Dispensad
e JUSTIN SUPPOSITORIES
14 12'51;:1% 5 SP [TORIE 1 Nos Rectal / Once Daily 1Days 2Nes| Dispensed
15 |COTIONBALLS 2GMENOS [Foti O BALLS2G-5 1y yog External / Once Daly 1 Days 1Nos] Dispensed
18 {E.C.GELECJRODES (PAED) {ELECTRODES PED 1Nos External / Once Daily 1 Days 3Nos| Dispensed
1

17 |Re. 500 MLCLOSED sysTEM |RINGER LACTATE 1 Battle 1 Once Dally 1Days 1Botle] Dispensed|

SWAPNA PALAKURTHY

* This document Ljust for reference purpose only. Not to be consldered as primary report.

Note
* This prescription is valid only for specified duration.

* Do not refill mediclnes.

Printed Date/T In"e : 25/05/2026 10:31 Printed By : SUNKARI SANGEETHA Page 1 of 1




2 @ Rainbow Childrens Hospital-Himayatnagar
Rainbow .
Children’s Relnbow Children's Hospial, D 3.6-26 Cafe niloufer, Old MLA
Hospital Birthiight  Rainbow ren's Hospital, Door no. 3-6-267, opp. Cafe niloufer, :
-y
whiabiw quariers road AP State Housing Board Himayatnagar ,Hyderabad , - ;
Telangana, INDIA ,500028. © i
040-48873000, info@rainbowhospitals.in ‘
ELECTRONIC MEDICINE PRESCRIPTION
MRN + HNH-00015091 Name : Master BONDALAPATI KOUSHIK
Age | Sex : 7Y7M 12D/ Male Doctor : SWAPNA PALAKURTHY !
Adm/Reg Date/Time : 25/05/2026 06:50 Payor : SELFPAY
Order Date + 2510512026 10:22 Ordernumber  : 26-0000201988
VisitID : [P26-00006424 Ward/iBed No  : 4F-OT/PDA-414
Patient Address : flat no 202, syno 65, maha nagar brundavanam , road no 4, Nagole, Hyderabad, Telangana, INDIA, 500068
iy —
S.No Description Generic Name Dosage Route / Frequency Duratlon Instruction Gty StM
1 |DSYRINGE 10ML (NIPRO) SYRINGE 10ML 1 Nos Extemnal / Once Daily 1 Days 5Nos| Dispensed
2 ADULT DIAPERLARGE 108 |DIAFER 101 1Nos 1 Once Daily 1 Days 1Nos{ Bispensed
3 gﬁﬁggﬁs S0X50 1Nos Extemal / 10 AM 1 Days 1Nos| Dispensed
4 |NITRILE EXAMINATION NITRILE GLOVESM  |1Nos / Once Dally 10 Days 10Nos|  Dispensed
5 l:&vh'ﬂh:.mz SOLUTION 10% 1 Nos External / Once Dally 1 Days 1Nos|  Dispensed
!
6 f;PLI’_‘?{i‘ng?YX 10CM prasiiiviyact gl PN Extemal / Once Dally 1Days 1Pit| Oispensed
7 THEMICAINE 30GM JELLY 1 On Application | / Once Daily 1Days 1 Nos| Dispensed
8 gé‘m_CAINE INJVIAL 0.25% 1 Nos External / 10 AM 1 Days 1Nos| Dispensed
9 gﬁﬁg&% NASAL 1 Nos Extemnal { 10 AM 1 Days 1Nos Dispanﬁad
10 | DSYRINGE 5ML.(NIPRO) SYRINGE 5ML 1 Nos Extemnal / Once Dally 1 Days SNos Dlspen%ed
CHLOROHEXDINE- I
CUTICEL CLASSIC 10X 10
11 LIQUID PARAFFIN 1NU Extemnal / 10 AM 1 Days 1NU sed
{PARAFFIN) DRESSING 1 E@‘"
12 ?MEé“DEr?ﬁES]URGICAL KIT EE-NERAL SURGICAL 1Nes / Once Daily 1 Days 1Nos Dlspenéed
SWAPNA PALAKURTHY
* This document is just for reference purpose only. Not to be consldered as primary report.
Note
* This prescription is valid only for specifled duratlon.
* Do not refill mediclnes.
Printed By : SUNKARI SANGEETHA Page 1 of 1

Printed Date/Time ; 25/05/2026 10:31




Rainbow* i e
Chlildren’s ‘Blrtthght

Hospital BY RAINBOW HOSPITALS

Your Right to a Safe Delivery

DISCHARGE SUMMARY

Namt.! - Master BONDALAPATI KOUSHIK  UHID HNH-00015091

Father/Guardian Mr B ANAJANEYULU Age/Gender 7Y7M12 D/ Mule

Address flat no 202, syno 65, maha nagar brundavanam , road no 4, Nagole, riyderabad, Telangana,
INDIA, 500068

iP No IP26-00006424 Admission Date 25-05-2026

Ref Doctér DR. SAl PRASAD P V

Discharge Date 25-05-2026

CONSULTANT

Dr. SWAPNA PALAKURTIHY

MBBS, MS, MCH

CONSULTANT PEDIATRIC SURGEON
69373

Co Consultant:

Dr. PAVULURI VENKATA SAIPRASADA RAO
GENERAL PEADIATRICS

02414

DIAGNOSIS ICD CODE
PHIMOSIS WITH RECURRENT UTI
CIRCUMCISION

HIMAYATHNAGAR RANJARA HILLS k HYDERNACGAR ¢+ KONDAPUR QUTPATIENT CLINIC redited SECUNDERABAD KONDAPUR B NAGAR (WARH Accredited)  NANAK RAMGUDA
0 - 42486 2 gency3 0

40 - ABBTI000  Eewesgency) D40 - 4466 5555, 61009 25516 Emargency? 040 - 4248 1300 46 2100

@ 1800 2122 @ www.rainbowhospitals.in
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Master BONDALAPATI '
Name KOUSHIK | UHID HNH-00015091
IP No IP26-00006424 , Admission Date 25-05-2026

Procedure : Circumcision done on 25.05.2026.

History: Master BONDALAPAT] KOUSHIK, 7 Y7 M 12 D child presented with
history of pain during micturition, recurrent UTI, prior to admission. For the
above complaints child was evaluated and found to have adenotonsillar t

hypertrophy, in view of which 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 102 /min and Respiratory rate -
20/min. On auscultation of chest air entry was bilaterally equal with normal

heart sounds. Abdomen was soft with no organomegaly. Examination of other
systems was normal.

Weight on admission: 21 kilo grams. ‘
Investigations: Ericlosed reports. |

indications for surgery : Phimosis with recurrent UTI.

Surgery Notes:

- Phimosis with chordee present.

- Thick phimosis ring present.

- Standard sleeve circumcision done.

- After prepaid skin excession chordee corrected, no residual chordee seen.
- Haemostasis secured.

- Suturing done with 5-0 rapid vicryl i
- Post procedure uneventful. i
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Rainbow®

BY RAINBOW HOSPITALS

Your Right to a Safe Delivery very

Children’s ‘ BirthRight

Hospital

Master BONDALAPATI
Name KOUSHIK UHID HNH-00015091

IP No IP26-00006424 Admission Date 25-05-2026

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.

Advice:

* Diet as advised.

* Syrup. lbugesic 5 mi(lbuprofen-5ml/100mg) thrice daily after food for 3 days.
* Betadine ointment for local application twice daily after 5 days.

* Sitz bath twice daily.

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 ctc also have been
explained by doctor ............... in a language that | can understand and |
acknowledge.

Parent/ Attender

In case of emergency contact 9154865030 emergency pediatrician on duty.

040 - 2466 5555, 31009 25516

BANJARA HILLS HYDERNAGAR KONDAPUR QUTPATIENT CLINIC (j¢ dited IvF)  SECUNDERABAD KONDAPUR LB NAGAR (MADH Accradited)  NANAKRAMGUDA
3040 - 4246 2100 Emmrgency 3 040 - 4246 2200 - 286 240 marge 7111 133 e 311323

9 1800 2122 @ www.rainbowhospitals.in '




Master BONDALAPATI

Name KOUSHIK UHID HNH-00015091

IP No 1726-00006424 Admission Date 25-05-2026

To take appointment for OPD consultation at Rainbow Banjara Hills / Rainbow
Clinic Madhapur / Kukatpally / Vikrampuri / L3 Nagar dial just one toll
free number 18002122,

You can also take appointments at any time by going online t our'vﬁbsute
www.rainbowhospitals.in 3

Registrar/Resident/C.M.O

CONSULTANT

Dr. SWAPNA PAIAKURTHY

MBBS, MS, MCH

CONSULTANT PEDIATRIC SURGEON
69373
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Master BONDALAPATI KOUSHIK i
|

13-10-2018

7YTm120

Dr. SWAPNA PALAKURTHY .
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Rainbow® . i
Children's | & BirthRight
Hos pita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

:FICIENCY CHECK LIST OF CASE SHEET

Sl.No. List of Records No. of Pages Legibility Completeness Remarks

i Admission sheet [

2 Discharge Summary 9

3 Nursing Initial assessment /'

4 | Patient Transfer form 9_

5 In-patient Medical record |

6 Doctors progress sheets /'

7 Nursing plan of care and handover sheets 1

8 Consultation sheet !

9 General consent for treatment )

10 Consent for Surgery ]

11 Consent for blood transfusion e o
12 Cansent for chemotherapy p—

13 Cansent for high risk _ o
14 Consent for Restraint Apae —
15 LAMA consent (S

16 Consent for special procedure / Sedation )

17 Consent for Formula feed BB (=

18 Consent for MTP —

19 Consent for Radiological Investigations P

20 Consent for HIV test =

21 Anaestesia notes (Pre Anaesthesia& post) f
22 Neonatal Admission/Delivery/Physical Exam
23 | Medication Reconciliation !
24 Emergency Triage record /
25 Pre operative check list J
26 Surgical safety checklist y)

27 | Operation Theatre notes )

28 Nurses clinical Presentation 1
29 | TPR & BP chart ]
30 | Intake and Out take chart (fluid chart) :

31 Drug chart (Regular Prescription) =

32 Investigation Values (result sheet) )

33 Nebulization chart

34 | Nutritional review chart 4

35 Intensive care unit (ICU Charts) | —

36 | Consent for Admission in PICU / NICU ———

37 The Humpty dumpty scale f

38 | Braden Q Scale /

39 | Bed side check list |

40 PICU bed formula Dilution feeds —_—t

41 | Gastro monitoring chart ————

42 | RchED doctors note s

43 | BP Monitoring chart /

44 RBS monitoring chart et

Total No. of Pages A?f—
Doc. No. : RCH/ FRM / GENERAL / 126 el Signature and Date :

(PT.0)




ERROR LOG

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

OBSERVATION :

DATE : SIGNATURE OF MRD INCHARGE / EXECUTIVE
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Rainb(;w g

Rainbow Childrens Hospital-Himayatnagar
Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing

Children’s P Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
Hospital "2 TEL NO :040-48873000
R WEB : https://rainbowhospitals.in
ADMISSION SHEET
; ; ' IRAN RRE
Sealetration| Detalls.: (0T
Admission No : IP26-00006424 Admit Date :25-May-2026 Admit Time :06:50 AM UHID : HNH-00015091

Patient Details :

Patient Name : Master BONDALAPATI KOUSHIK Age wEY TIMAM2 D

Guardian : Mr B ANAJANEYULU DOB :13-10-2018

Gender : Male Religion

Occupation : Martial Status

Address (H) - flat no 202, syno 65, maha nagar Phone No 1 9441889498
?;‘f;‘:;;ﬁg"mmf%%ggﬁg Ragole Fiysembag E-mail . 9441889498@gmail.com

Mimission Details :
Bed Type : DAY CARE Bed No :ERO1 Ward Name : GF -EMERGENCY
Room No : ERO1 Admission Type : First Visit

Contact Details :

Name : Mr B ANAJANEYULU Relationship : Father
Contact Address : flat no 202, syno 65, maha nagar brundavanam Phone No : 9441889498

, road no 4 Nagole Hyderabad Telangana INDIA

500068

Sigmnature

Mctor Details :
Doctor Name : Dr. SWAPNA PALAKURTHY Specialisation : PEDIATRIC SURGERY
Referral Doctor : DR. SAI PRASAD PV Phone No

Co-Consultant

Payment Details : Deposit Amount  : 20000.00
Payment Mode :Cash Payor Name . SELFPAY
*ad Date / Time : 25/05/2026 06:53 Printed By : 020099 Page 10f 2

\






HNH-00015081 1P26-00006424
Master BONDALAPATI KOUSHIK
13-10-ID1I 7Y7TMI12D0

[ IHII\IIIIIIIIIIIIII\H|I|| e e Chitdren's | @ BirthRight
Hospna| . BY RAINBOW HOSPITALS
EMERGENCY ROOM TRIAGE FORM

It takes a lot to treat the fittie. Your Right to a Safe Delivery
Patient's Name : ma]ﬁtf‘t ....... KO’M’IK ............................................ Age: ... g.l... Gender: ale [] Female

™

Date : &51‘;1}& Time of Arrival : ......... L, USHr

Allergies:.=No []Yes [J Food [] Medications [ Blood Transfusion ] Other (SPECIY): .......oovvvrrruesemssvesmmeneriseesssesinessanes ] Not known
Source of Information : ~ #TParents [ Others (SDOCITY) ciinniciismniisvessviseresiviieranmsesei i s eersssvbsns svs bt s s 435 o oSSR e RS VRS
Mode of Arrival : /E/Arnbulatory . ] Wheelchair ] Ambulance

Initial Vital Signs: Temp: éPfo:HV PR: /DﬁHm BP: BRS: sz y Sp0,: . g/ "
Chief Complaints: (,LOf.mu\.éC’Y’S%QVH £ C ,JJ.’..CLZQ’-’-\.(.(.:.(.SJO"? )

INITIAL PHYSIOLOGICAL CATEGORIZATION INITIAL PHYSIOLOGICAL STATUS
Appearance Work of Breathing _D—Sﬁbie
ormal A Mai O Increased OJ Unstable :
O Sick Looking Circulation / Colour [J Decreased [ Gasping/Apnea [J Not — Life - Threatening
__[AGrmal - O Abnormal [ Bleeding O] Life —Threatening

Triage Classification CTAS
[1 Level 1: Resuscitation 1 Immediate
[[] Level2: EMERGENT : Life or limb threatening [0 <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 __L+— 60 min
[] Level5: NON — URGENT : May receive care when convenient 7 120 min

NOTE : All immunocompromised children and preterm babies to be considered Level 2.
All Children less than 2 years age with high fever to be considered Level 3.

Signature of Parent/ Guardian
* CTAS - Canadian Triage and Acuity Scale Triage Completion Time : ......oocoevveennnn.

Communicable Disease Triage Screening

PART A. The following questions should be asked to all PART C. A positive communicable disease friage 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 past2 [ Yes __,LH(, e

weeks [] Any patient with Fever / Rash / Vesicles / Discharge from Eyes
2. Have you had cough or a rash in the past 2 weeks []Yes EWO/' and Cough

- . [ Any patient with fever and respiratory symptoms who answered
] | et .
3 ?ﬁ;;g;”;;i:;‘smmess of breath or diffculty Breathing in 1 ves Dy" “YES" to any of the questions on epidemiologic risk factors in
“PART B” of the triage screening above.
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 E)ﬂ/ communicable disease triage screening)

contact with someone who has recently travelled outside = : : ; i : ;

- [] Patients should be immediately isolated in a negative pressure
? : 2 : :

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

If yes, State LOCAtioN: ......cccovvveeereieirececrc s 1 The patient should be given a surgical mask immediately, if not
2. Are your parents / close contacts at home is/a healthcare [ | Yes [ ZNo already wearing one.

3 . .

workp(. {plea§e enclrclq the choicas} &g, fuss, ] 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 febrile respiratory or rash disease?

/
Name of Triage Nurse ; ......sJY4 fH Signature of Triage Nurse : J% .............................

Date & Time : ﬁifﬂ ¥

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




HNH-00015081 1P26-00006424

(aster BONDALAPAT! KOUSHIK
13-10-2018 7\'7;«“':'20 (M) %
Dr. SWAPNA PALAKUR Rain b:(-)\N!b .
(AR Children's | @ BirthRight
Hospital . BY RA.INBOW HOS_PEALS
NURSING INITIAL ASSESSMENT IN EMERGENCY ROOM
Date: . A.S]$ 126 Timeofarival: ....&.. U4
Chief Complaints: C(CCC@N&C’VSLHL‘ZVW‘] RBS: oo
Height @ ...ccovvennne Weight : ..20.9.E%. BMI: .................. Head Circumference (<2 Years) ..........cccoceruvmereverenseenann.
Allergies: [ 1Yes /No’ "1 Medications ! Blood Transfusion L] Food  CTOther: .o
VES L HBIIIV 1. cvsievicivonsunssssssnssnesse st on st st oo Ee Yo s A M08 Ve T Ee s B R e e s RS SRR
Pain Screening: | Yes ykf If Yes, Pain Score: ...&0........ Pain Tool Used: ) N Pass (] FLACC I Wong Baker
1 Character ..M.\ [l Location ... " I FreqUency .........mmmmeeeen. ] Duration ....== e,
RISK FOR FALL: Functional Screening: Wﬁties Detected
L If patient is < 6 years 1 Maobility Problem
tick below fall risk intervention directly ] Walking Problem
L] If Patient is > 6 years ] Developmental Delay
Assess the below parameters [ . .
] I IA |
History of Falling: within past3 months [ 1Yes [ BN SR C ORI ADIRATIRL
Ambulatory Aids: B Inform consultant for positive criteria
« Wheelchair 71 Yes ;Zﬁ@a
e Uses furmiture for support Cl¥es 2B | T e
Gait/Transferring: |
* ‘Bogiest/Mhmotle Sl E’/ﬁ Nutritional Screening: [ J-g Abnormales Detected
o Weak [1Yes -] - .
_ - — _ 1 Underweight
* Impaired [1Yes ~T1No — bt
Mental Status: Forgets limitations IYes 4TNo = CVerwelg
_1  Feeding Problem
IF YE§ FOR ANY C.ATEGDRY = RISK FOR FALLING O] Special diet
Fall Risk '“‘e""?"‘“’“' ) .| Special feeding method
] Escort while ambulating
] Assist Patient Inform consultant for positive criteria
] Educate patient and family on fall precautions/prevention

Psychological Screening: }\}N@niﬁcant Findings
Unusual concerns about patient's Psychological Status: [ Yes ,DNU/

If Yes Consultant Notified: ..., 15T ) R —

Social History: Lives With........ ,ﬁt’cm(‘( ................................................................ T —
Siblings in household Q)K%/D No (ifyesHowMany?).......... Lo
Time of Initial assessment completed by ER Nurse : ........... é'g//‘]“’ .........

Docu. No. : RCH /FRM / CLINICAL / 120 (PT0)




— e e — -
Nursing Notes (Including Labs / Medications / Other Care):
1 Time ( . Nursing Notes B %
| ~RSS S it pF (ond i pe ,\
! . .
Ll emavh uilA |
[
_— — Ty placemt  pec B |
| | - B
‘ -+ e = — — |
| | |
1 o - |
| | B ]
- o -
|
[ — o .
l |
Samples collected by: g Time?
Samples sent by : Time:
Medication given in ER:
Date/ | o - Doctor = Nurse
Time 4', Medication ! Route Dosage & Instructions ‘ Sign | Sign 1T
- ] - i
|
| | [
—_— e Fl‘___ —— : |
_______‘r__ il o I i 9 _;rf,,,
S IR N A S ' ( [
| 1 |
] R B {
| | | |
| | L
Condition of patient at time of shift - out : _Details of Shit - out
\
HR: oo, BP: CFT: o, | Shift - OUt M ER 10" oo
AR s S e s ' TiME O SHIft = OUE oo
GCSiicie Temperature © .......ccooeevevevevennnes ‘ )
. ' | Handover given 02 .............ccccocvvcniiinncensmmsssmisssersensens
Pain SCOMB: .......ov0n " (Nurse’s Name)
Repeat RBS (if applicable): .........cooooreeveresroorrrrrrrreeeee |
Tick as applicable: ™ MLC_~~ CLAMA CIBROUGHT DEAD
Procedures done with details (if @NY): ..ottt ettt et n e
....... RSES 5.Y , 1) 1 T o0 &

Signature of the Nurse : 3?9



PATIENT TRANSFER FORM

///
Rambow

Children’s | .Blrtthght

Hos pital BY RAINBOW HOSPITALS

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

N

Patient Name & 11HIN A~
HNH-WNSGH IPZI-ODOW“

Master BONDALAPATI KOUSHIK -
13-10-201! 7Y7M12° {

i

Date & Time of Admission

Date & Time of Transfer Order

aslslré @ a5 (sl a
Transfer Ordered by Reason for Transfer
DY Plek S Adams S

From Unit

-

To Unit

o1

Information to Attendant

YesL " No[ ]

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed

over to attendant
92 5 Yes| | No| |
If yes, what ?
Medications / Consumables / Surgicals / Hand over
SI.No. ltem Name Quantity
1.
2.
3.
4.
5,
Shifting Summary / Notes Written by Doctor : ~ Yes| | No| |

> 5 -()\,/(A»'

Name & Signature of Person who is Transferring

[ 57

Name of Person Ordered Transfer

0. Alebge

Patient & Clinical Records Received by :

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




e e e S e

S

LETEEP g ——

[

ACTIVITY RECORD FOR BILLING

Name: -- HNH-00015091
Master BONDALAPATI KOus|
13-10-2018 .
UHID No

1P26-00006424

M

R\

Rainbow®
Children’s

Hospital

It takes a ot to treat the little.

BirthRight

ay RAINEOW HOSPIT!_LS

| Your Right to a Safe Delivery.

Dl OWAPRA PALU e ----------- Consultant : Dept : --——--—----mmm -
Date of 4 m HHHHHIIIIIIMIIIHIIIIIII ”‘, T Date of Discharge : ~------ Time -
Room /'Bed Noi; ~—~=—eeee Suggested Billable bed type : ~———---=---c-mmcacaca-o-
WARD TRANSFERS
Date Time From To Signature of Nurse
956 2¢ En oT 5

Cross Consultation Visit

Doctors Name

Date

Order No.

Signature

10.

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




INVESTIGATIONS

Date

Investigations

Order No.

Sign

231 8/26 | PAC DOYe By 6f Besie




MEDICﬁL EQUIPMENT ( WARD & ICU)

Date

Name of
Equipment

Connecting
Time

Disconnecting
Time

Order No.

Signature




PROCEEDURE

Date Proceedure Quantity Order No. Signature
ss|8126 | v platep f QD 1954 Al
ANY OTHER INFORMATION
Date Time : Prepared By :
Staff Nurse Shift / Ward Billing Assistant Billing Supervisor




Ref.No. F/IN/PR/O

Rainbow
Childrens
Hospital

rm—

i
PEDIATRIC IN-PATIENT
MEDICAL RECORD |

1111111111111 «00006424
LAP

aster
13-10-2018 7YTM12D (M)
| Dr. IWAIPlilA PAi.IAIi(U RTHY
Consultant

Final Diagnosis -

-

Patient \D#




Pediatric Multiorgan History & Physical Examination

Name : %Jﬁ@ﬂ . ,2 ' CMLk Age/Sex gi}lélu

Informant Reliability

Chief Presenting Complaints & Duration (Chronologically):

Cb g)[—'ww T Y, &

History of present iliness :

@{/ G)ma,ﬁiﬂ = co._fﬂgj j i

Nq fcﬂo Ja.)no

A ) Ko (’)ojaL

Ko v %% UM




Pediatric Multiorgan History & Physical Examination

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

V& f{;j;,v,lm,%ﬁ

Birth & Neonatal History :

on Vel -

Birth & Socio Economic History :

About Father : A

About Mother : '

7 N DOV ="
Any additional Information : =

Developmental History :

_]\/ovvﬂu

Immunization History :

QVMM ot eea




Pediatric Multiorgan History & Physical Examination

Anthropometry
Head Circum (cms) (Centile JHeight(cm): __ (Centile
Weight (kgs) 9 ) 763 (Centile )

On Examination :

Temperature : Of g \ ?0 r’Pulse Rate: _LQ_?LDescription

BP SPO2 aqgé X at

Resp. rate and type of breathing :

Rash ( :
Lymphadenopathy W @

Oedema : 7

Respiratory system :

Inspection (any s/o distress) : /

Air entry & breath sounds : {n [Lpiiats

OV RS
Any addes sounds :

7
Relevant data from outside (Chest X-Ray, ABG, etc.,)

Cardiovasclular System :

Inspection of procordium :

Heart Sounds : - ﬁp ! ( N .

Any murmur :

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

Per Abdomen :

Inspection

Palpation : ufo ! t/

Ausculation :

Spine: External Genitelia :

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




Pediatric Multiorgan History & Physical Examination

Central Nervous System :

v\
Level of Consciousness : AVPU/GCS Score : [f C() - '«

i
Cranial‘ Nerves : Qg
Ty
(Y
Motor System :
Nutrition : (
Tone : \0 A Power
(X
Co-ordinator :
Posture :

Involuntary Movements :

Reflexes :
\
DTR @ Superficials :
Plantars /
Sensory System :
f oy Mﬂ
Bladder / Bowel : Iox .

Clinical Summary & Diagnostic :

0127 X179 ¢ Q(Cuunc—u«‘ UTH

U




Pediatric Multiorgan History & Physical Examination

Preventive aspects of the treatment :

Desired goals of the treatment :

Planned Labs : Planned Management :

Ouf  0mpniyTE

i (Lrlo ﬂ“@

= T

[ prdt)
k T

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

whose name the patient is being referred

Doctor's Signature Name Date Time

on




HNH-00015091 1P26-00006424
92

:ﬂ;:l:; ::;NDALAPATI KOUSHIK

? TYTMIZD ) Rainbow”®

|Dr, BWAPNA PALAK | . . g
N chidrer's | o BirthRIght
‘ . Hospita BY RAINBOW HOSPITALS
i “J‘ ‘ nﬁaaul?nmnum Your Right 1o a Sala Delivery
AN

% PROGRESS NOTES AND DOCTOR'S ORDER

Doctor's Order

ga':'?me Progress Notes

Docu, No. : RfH /FRM / CLINICAL / 088 (PT.0)




et raini o _
stomn | Triwio o Children's ‘BirthRight
T ospita BY RAINBOW HDSPITALS
IR rme | @
rriudRESS NOTES AND DOCTOR'S ORDER
ga‘:’?me Progress Notes Doctor's Order

ole

Docu. No. : RCH /FRM / GLINICAL / 088




NS

"z
HNH-00015081 1P26-00006424 Rainbow® . =
Master BONDALAPATI KOUSHIK 4 H t
13-10-2018 7YIM12D (M) Ch"d_ren's B'rthR|ght
Dr, SWAPNA PALAKURTHY Hospital %?%%
Date of AdMISSION: ...cccoovveveieeeeeeereee Drug ANBYQIES: .......pomassssims ks syt ] Not known any Drug Allergies

FOR THE SAFETY OF THE PATIENT

Ensure that all patient details are entered above. ONLY A DOCTOR SHALL WRITE MEDICATION ORDERS.
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.

B 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 strictly the FIVE RIGHTS before administration of medication.

1) Right Patient  2) Right Drug 3) Right Dosage  4) Right Route  5) Right Time

ﬁ - 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.

GENERAL
DOCTOR

NURSES

S0S / PRN (As Required Medication)
ome: 0V ) Dpapierril

Dose | Route |Frequency |Start Date
byl b | Log [Sclr

Doctor’s Signature |Valid Period| Pharm.

Additional Inr(

o

TR

Date»
Tifvne

DRUG :
Dose Route | Frequency |Start Date|

M|

Doctor's Signature | Valid Period] Pharm.

Additional Instructions:

Dater
Tir'ne

DRUG :
Dose Route | Frequency |Start Date

Doctor’s Signature |Valid Period| Pharm.

Additional Instructions:

Docu. No. : RCH /FRM / CLINICAL / 118 Page: 1/4 (P.T.0)




HNH-00015001 I1P26-00006424
Master BONDALAPATI KOUSHIK
13-10-2018 7YTMI2D0 (M)
Dr, SWAPNA PALAKURTHY

0 0 1 1

REGULAR PRESCRIPTIONS

Weight. ......c..co...... 711 ——

DRUG :

Date

A4

Tigne

Dose Route | Frequency |Start Date

Name & Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

oruG: (Y 57 AW

Date

Dose Route | Frequency [Start Date

w | op |&sl

Ti;vne

Name’& Signature of the Doctor
Starting the Drugs:

Additional Instructions:

Daily Doctor’s Endorsement by a Sign

DRUG: T a7 0 LYY G

Date

Tir'ne

Dose Route | Frequency |Start Date

Ung | v 0D I

Name & Signature of the Doctor
Starting the Drugs:

A

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

ik AT el

e

-

S SN



1 (5111 1| R — Ward. ..o

T S U Sp—

Date»
VARIABLE DOSE T|U‘|e I Nurse Sig. l Nurs‘:rSin. I Nurse Sig. ] Nufsism.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
D Do:
ROUTE Sta 1t Date Dose Dose 0se Se
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor bost RO L e
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
et ¥ D D
Additional Instructions: fige oose o o
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Date»
VARIABLE DOSE Tlu'le i Nurss Sig. Nurse Sig. Nurs&iic;. Nurs;Slu.
Dose Dose Dose Dose
DRUG : Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign,
O Route Start Date Dose Dose Dose Dose
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Name & Signature of the Doctor e . Dose jroes
Dr. Sign. Dr. Sign. Dr. Sign. Dr. Sign.
Additional Instructions: g e v foe
! Dr. Sign Dr. Sign. Dr. Sign. Dr. Sign.
]
A STAT / ONCE ONLY DRUGS
! . e Dosage & Other ;
Date Time Medi . n
‘ edication hstnictioas Route Signature Nurses
} 9} CEFOTAON i B
. s A o
3 gg \ T | Sar- N ] 6 ¥ Ty a__.Q o

AT | e | WY PR N G A
o QE\Y | e QLT DB U Uy e 1=
éK\%‘ R4 ohm j{‘j" EyencemmoL Soomg v C&ﬁ

b ) C &7
@\\? 3 Oohr Hg:i;gg% s I Sy PR é —
i U 1V \|

RS S G e el B

. P

Page: 3/4 (P.T.0)




HNH-00015081 1P26-00006424
Master BONDALAPATI KOUSHIK
13-10-2018 7YTM12D0 (M)

Dr. SWAPNA PALAKURTHY L.V. FLUIDS CHART Welght. ..o seecisisnes Ward. ...

AR

Flow Rate| Doctor | Nurse | Date of Dolctor quse
mi/hr Sign Sign |Stopping| Sign Sign

| T 1 <
Je7 | % (MC @}?fz:%“"%u o

sition of 1.V. Fluid Route
(It intusion, mention mi./hr = Mcg/kg/min. etc)

Page: 4/4



HNH-00015081 |P26-00006424
Master BONDALAPATI KOUSHIK

13102018 TYTM12D (M)
Dr. SWAPNA PALAKURTHY

O

MEDICATION RECONCILIATION FORM
Drug Allergies: 4\\}% .................................................................

W)

=

\

=

Rainbow® . .
Children’s ‘BlrthRught

BY RAINBOW HOSPITALS

Hospital

It takes a lot to treat the fittie.

Your Right to a Safe Delivery

[l 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: ........ Q,@ .......................................... Shifted to: ............. M
S.No (GENERI?IEIT;:T::[;::I"::H fmens; (mg?:ig) (PO, NG, St. w) | FREaueney | poit e i‘gﬂ:’%‘gg
1 Oc Ooc
2 Cc 0Ioe
¢ Oc ooc
. O¢ C10C
5 Oc¢ ODpe
6 Oc Ooe
7 OC CJDC
8 Oc CIoc
9 ¢ CIDC
10 (JC [OJDC

MEDICATION HISTORY RECORDED / VERIFIED BY

Doctor Name & Signature : D\ﬁ/dﬂ}{&
Date & Time : 35(5(2%:@7 2 o N

Nurse Name & Signature: dwﬂ/d%

Date & Time : ........... ?5/5/“9 ....... S Fsb2 .

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

* C- Continue, DC - Dfscontinue




\%

‘BirthRight Eg','.‘c?,‘;‘;:s

BY RAINBOW HOSPITALS HOSpltal

Your Right to a Safe Delivery It takas a It to treat the

little,

NPFRATION THEATER NOTES

HNH-00015091 1P26-00006424
Master BONDALAPATI KOUSHIK
18-10-2018 7YTM120 (M)

Patient's Name : .. or.swapNAPALAKURTHY . Age : ?‘f ...... Gender : MM

UHID.: . AU o, Weight: ...

Surgeon : !d)a L0z pna P Asst. Surgeon :

Anesthetist : OT Nurse : §M.ag,f?£\a
s
Surgical Procedure :

Cl R cum Urov

. . . <
Indications for Surgery : P Wm0 e

Date:pczg/g/zé, Start Time : %24, EndTime: 2. 104 ,,., .
PRE-OPERATIVE PREPARATION :

OPERATION NOTES:

< PH‘](Y) fﬂ”’l"’.\:"’) (At 4 C_Lkﬂ)r(ﬁ.ﬁﬁ m s
e, Thiwe pla M Sdwe @D @&M
- [ Y\ Y1 )

?%% ~ R AN 1 O %Q_Lz,v\& Qv e CAQO’X\.Q
: Mu ﬂwﬁ]'Ju_L:Laﬂ Seeny L mainov  lhndos

Ceﬁffed@-@ » A0 quéjugﬂ CtUJ\JC‘QOQ 8@%
— @—CL.Q_J.A_LQN'@AA €eoyeco o)

_ QM&D’Y\Q L\.:m(/\ t1— O \)\IU-’*—X(
) O

& \

www.rainbowhospitals.in




POST - OPERATIVE ORDERS :

4 ?\31})0 'LU 'KLU/)

)
£ Ty 2 T prvs & Gond ﬂ/],/

2 g})n :\‘IQLME’,Q_J;?& fvvJ) ?0 \T”?
b '_{'cgilxé/)
od &{ﬂ 0 &C»L—p ’\‘1':» QX)@ CFG P*ﬂ)

- 217Tr RN Ro

%uwv
¢ &Jz—a_u/\ﬁ-—c)m et o, z/f} CQJ.QJY\A{ .

...................................................................... by éa

Consultant Surgeon's Name Consultant Surgeon's Signature



-

Surgeon : Dxfwa()r )CL ............. HNH-00015001 1P26.00006424 - ,
S U RG ICAL Asst. Surgeon : ..V Patient Name Ypsazore 7+ i ™) ‘f'V Gender M Rain;%w” @

st DYLam iy UHID No. - B- SWAPNA PALAKURTHY C;\[QJ.WQ% ildren’s E:Itmgﬁlsgm
SAFETY CHECKLIST | e DXSami, | v iy | P

A

Scrub Nurse : ;Q]’SWQEJ&@. | .
G - voHAM Q) 0A7Y
Before Induction of Anaesthesia » » Before Skin Incision » » Before Patient Leaves Operating Room
SIGNIN  Time. .20 _ TIME OUT  Time:... 3500 2540 | SIGN OUT  Time:.. 7. /.S 774

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

Identity TYes CNo introdused themselves by Name and Role w65 NW' The Name of the Procedure Recorded  2YES o

Site Es TNo Surgeon, Anaeslhesfa Professional and ﬁvd) That Instrument, Sponge and Needle _

Procedure ~Nes CNo Nurse Verbally Confirm W‘,gﬂw'\“ Counts are Correct (or Not Applicable) ~ ¥8s CINo C1NA

Consent ~Yes TINo Correct Patient (Check ID Band) 2¥6s LN The Specimen is Labelled (including
Site Marked OYes CINo CATA Correct Site i U;yi 0546 ONo patient name) “Yes NG CINA
Anaesthesia Safety Check Completed _-+Yés /No Correct Procedure D{ﬁwf” [J¥es CINo Whether there are any Equipment
Pulse Oximeter on Patient & Funclillning ,Z%S INo Amicipaied Critical Events PrOb'ﬂane addressed DYes 3”0/: NA

f A

Does Patient have a: Surgeon Reviews: M/Kﬁ UMM

Known Allergy? T¥es AG What are the Critcal or Unexpected ¥/ M To Surgeon, Anaesthetist and Nurse:

? fes CINo O , OYes &
Yes, & Equipment / Assistance At LD% Wy ' i o wa’?w ’

Available LS CNo Anaesthesia TeAm Reviews: Mv"q '(}*-U

Risk of > 500ml Blood Loss Are There Any Patient-specific Concerns? Yes CINo [INA ‘ . :

(7ml/kg In Children)? Nursing Team Reviews: 3,,,{& LL -.!?f" 74
Yes, and Adequate Intravenous Has Sterility (including indicator results) tﬁ/” @9 1
Access and Fluids Planned “Yes Ao CINA Been Confirmed? are there Equipment »

Blood Units Reserved Yes JAT0 INA issues or any Concerns? ¥ :N%' NA

Has Antibiotic Prophylaxis been given Is Essential Imaging Displayed? OYes =No CNA

within the last 60 minutes? “Yes TINo CINA

A Signature : LA L e SIGNALUTE T e esessesseseneee

Name %Ayh/é\jf/{/f/é@ Name ,f)ﬁgft?ﬁ/’/% ............................

% 2 \’;43,;

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



PATIENT TRANSFER FORM

\

Rainbow® . L.
Children's | @ BirthRight
Hogpita| . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a‘Safe Delivery

Patient Name & UHID No. Date & Time of Admission Date & Time of Transfer Order
i aosisia @ 25[sfre
B ;:1::::'“ "":KT"::# - Transfer Ordered by Reason for Transfer
0 R0 O | \
0 - A W (pseryedion
From Unit To Unit information to Attendant
O’r' o0 - OP Yes [ 4 No [ |

Number of Sheets in Clinical File

Number of Imaging Films

Personal belongings including
clinical documents. If any handed
over to attendant

07& ;\l” Yes[ | NozZ
If yes, what ?
Medications / Consumables / Surgicals / Hand over
Sl.No. tem Name Quantity
) B @)
2.
3.
4.
5.

Shifting Summary / Notes Written by Doctor :

Yes [

No[ ]

o 1

Name & Signature of Person who is Transferring

Name of Person Ordered Transfer

Patient & Clinical Records Received by : ﬁ/w{ M

Date & Time of Patient Received : 07 < / S’ / 2 5 / (@ 67, 20,4 S

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




,,/{4
Rainbow® &

INFORMED CONSENT FOR SURGERY OR Children’s .BirthRight"

\

SPECIAL PROCENDIIRE Hospital | Sl th
Patient Name : .?E?“':;E}:"Dmﬁﬁﬂ?gm MY s Gender: @/Mﬁa ] Female Age : 77/?,(14//3’/&(}7
UHIDNo: ......... m\\s\“\A\“\\\\ \\\\\\\“\“\‘\\\\m\\ ......... Date : 205.. /5’/25’/

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 consentto 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.

| 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 event thereof.

.............................. oo 20ndeal  couadlas Lo

My signature on this form indicates that

1. Ihaveread 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. |havereceived 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 SUPGBrY / PROGEBAUNB. .......c..cuimsimsmissinsisssiasnansvansnssisssessssssesmesensassssnsagsasisas

Consentee : Patient Attendant :

SN .o msanimssvensmssssssanssmsnssan AN sinaiovss Signature &A% T e s
NAITIE © oot rse s es s es e eseesesseensee s Name : lb ADNDA N s
Date & TIME : ..o Relationship with Patient: ’{z%\\n.\,f\ .......................
Wit Date & Time : . D=5 N,

itness : ﬂ7 A %tv_] Doctor (who is taking the cpnsent) :
Signature : .. \..0 kv, b Lm@w@”f) .
' Signature : .............NZ.,

s e e Name: ... Ty S o=y o oMol

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

CONSENT FORM FOR GENERAL / Children’s .Blrﬂlnght
REGIONAL ANAESTHESIA / MO | W
MONITORED ANESTHESIA CARE

Patient Name : 'V‘QA\LC) ....... E:.:...kousm.& ............................ AgE : s Gender : Male = Female O

UHID NO: HINH.Z000.1.3.04).......... Surgeon Name:%\!ﬂi....ﬁ;m‘?. P@l&km"fﬁj .....................

Anaesthesiologist : C@YQUQ.A“& .....................................................................................................................

Operative procedure planned : ....... Lo RLLIMACAIIRN oo sssssseessssss s sessssss s esenssss s

PLEASE READ THIS BEFORE YOU CONSENT FOR ANAESTHESIA

General anaesthesia involves rendering a patient unconscious before an operation. This ensures the patient is not aware of
events and does not feel pain during the operation. Drugs given through a vein and / or inhaled from an anaesthesia machine
produce it. Regional anaesthesia involves using a local anaesthetic to numb a specific area of the body fdr 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 [J Shock [0 Multiple organ failure [ Polytrauma / Renal Tubular Aacidosis
.EI Incapacitating Cronic Obstructive Pulmonary Disease

S Others : lg.«-(]NU@,trmrﬂ) ....... .'E:\g,s::.cﬂimj ............................................................................................
COMIMIBIES © ..ottt
« Doctor to d;)cument in medical record also if necessary (Cross-out if not applicable)
DECLARATION BY PATIENT / GUARDIAN / PROXY

I herejy authorize Rainbow Hospital & its authorized doctors to perform upon me / my~ patient
M%k&uﬁﬂ& the above mentioned operatit{/ Diagnostic / Therapeutic procedures
OO ol K] g Ul 0 OO, W . SR oSO, WU

" | authorize and give consent for anaesthesimmnal / O General Anesthesia / 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.

Docu. No.: RCH/FRM/CLINICAL/021 P.T.0



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

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

That | authorize and give consent to the team of doctors attending on me to administer 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 p«No/ -
DECLARATION BY THE ANAE§THETISTS PROVIDING INFORMATION FOR THIS CONSENT

I 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 : P
Signature /g 2% e PR Signature : M ...................................... o) Cme%w)

Name : /25 AT AN E DL NAME : oooeee oo
Relationship with Patient: '%(A\\m Date & Time : ?LSS )% @Q(chr)
Date & Time : .55, 2 28NS e -4

Doctor (who is taking the consent) :
Signature : .
Narr@

Date & Time V.3 | .




"z
Department of Anaesthesiology E‘;‘,‘,’.‘é’;‘;‘}‘.’; i BirthRight
PRE-ANAESTHETIC EVALUATION Hospital .

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

Date: b 'L B)( ............... Time: ]WHW Proposed Operation: ..... Cj{ YWU%\M

[, AN
Diagnosis: PW‘W\D‘&\S ..................................................................................................................
B.P/CRT: woro. HR: o o Weight: £0-1 lt@?hysicalStatus /1/ 02 03 04 O5

=

NameEAM‘U\ ({GUS(N\A Age: e Sex: M " U7 || D T p N AT,

Laboratory Data:

GIUCOSE: ....ovveveveacreneeenee PTOTBIN: Lo AVl KR s
¥ O s DY s i HBS AQ: wovvoevvrrecnn ECG! v

Creat: usnsimosssere  TOILBIIE. 1sonsemrsantnserensass HOV: e 2 EChDr . . e Erntrmas

NED oo cerreerereeessereeensesens BIE Bl scccovnsnstomites Blood group: .............. Stress/Anglo: ......ccoevenes

K ontmmicorsisivese TUDHE dperoryn S Sl s A U Other: ......ccoouneesmsnrersess

(14, 5 2 A e L T e e T msereitsrassnssasnesion

MH 7 oeeerrerrnererriesere ATYIASE: covverrrerseserssesesens 1 ; (RS

. Ci;q ?GOT/SGPT: ................... Allergies: | MKM
Medical History: ~ CVS: Keuwwui Ui = Snaoudian @ﬁo
74

RESP : / Diabetes : ) R -
oS // M cosd . . BRC- 498 ]Q—»“[Qj [4P9 Jpreo®d
Renal . '

Hepatic / GE :/ : Physical Activity: W ¢ atc@w

>

QOthers :

Past Anaesthetic History: _rVV\U - 2
Physical Exam: A % . W e

£,

. 7] J £ V
Airway: M&?\? 34 Mouth Openmﬂe’(t Mentohyoid Distan/cﬁr Neck: Z/ Teeth: A \fﬁ\‘v\-f
i Fos et
Lungs : @? ke L
Heart: - (4 | T

CNS: @ AL . , N
Pregnant: [ Yes ;H(o CINA Venous Access Site : ) Spine Exam for regional:@

Anaesthetic Plan: ~IMAC_+REGIONAL ) GA-ETT WA

Peri-Operative Plan Explained to the Patient: }u@? 0 No y

CURRENT MEDICATIONS DOSAGE Pre-Operative Instructions: 24 “ ' A
1. DVT Prophylaxis : ~
: Water / ORS 2 Hours P]L
. NIL 0F{AL<:mhers il / ;

. Informed Consent: =1 8fandard T  High Risk

. Post Operative Pain Managemtydi/::ussed with Patient
. Other Instructions: ' b

— . uéi%wt vy >

i R R e O S . CU: BN, = o S

N

W N

(S LB =

Signature: ...........
)
Docu. No. : RCH /FRM / GLINICAL / 044
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QT

ANAESTHESIA CHART

Z
Rainbow’ L I
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSPITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

Change in Patient Condition:

1 Yes .=>No

Fasting Status: 'I)CJ@‘VACJTC

Physical Status: L—Patient Identified —TConsent Present ——Chart Reviewed
HR: '©0%[mn [ B.P/CRT: [Sp0,: qg/ RPp |RR: .g;o]m'n [Last Feed: > Ly
Pre-OP Diagnosis: .... DHIMOS LS. Operatlon ..... CARCOMEISION. . Date : R3. T\QC
Surgeon: . SFRN.. ﬁmﬂPNﬁ FﬂL&huRTH\j Anaesthesiologist: I ]'.\sfi.)m.w;chnician:Sn{M ........
TIME = af T :
N.O /AIR(/O, LPM — S_h‘mll-'lﬂl Gl
HALD /SOVSEVO Antibiotic
Drugs:
/ Roag vV )
i / Suppository
OPOFO o cT0+ 3085 | Tx4\oFenmc
Ay FENTANYL En ; v @S 110?'“3
] i th PE
%l‘ PARBCETAMODL. (3 H.)ﬁ W Blood Loss
J
RN, 3 3 : .
FI0, {5a0. ] oo/ imolitoolll 1o/ Hon 0O 1
ETCO, RE[DT [ 24 =t ﬁ =2 o5
ECa =7 SKISE S
Temperature - 2012
Urine Outpul NOTES
1
13 v
Bp 240
V Systolic 220
A Diastolic
X Mean 200
« Heart Rate 180
Tourniquet on Time
Tourniquet off Time 160
140
Throat Pack In
Throat Pack Qut 120
100 _’ = = ,
80 A Y1V v
80
a0 A A A Sia
20
10
0
ABG
LAB Values
GRBS
Others
J7" Equipment Checked and Temp: Inducti Regional:
J/(;uncﬁona! 1 HME 1 Fluid Warmer %Dn' [ Inhal Extremity SpecifyC.p,uc“QJA.‘....u...
‘;;/BP [ ClipgFilm [] OH Warmer [ Pre O, RSl [] Spinal [ Epidural 4 [L@audal
- Cuff Sit %ﬂr’s ] Cotton Wool 1 Others DENBIS: cooveveeerireeessemssrensesenssnsesesssssrasmaessesnssenssnseess
L] Art Sit ] Oth Hinne
rt Site: 5‘ @CJ [ Other -.Zﬁ.:.k ) sGA Position:
\.)/ KG Lead Ti P — — Site:
Temp Site ok . 1 Airway [! Oral [[] Nasal | T —— =
3 : Anaes Start: 83@'5‘17) BT s R cm Needle Size:@‘Q....‘....‘.. (371, 11 AR ey
_1 FlO, Monitor = . = Fo—= —
‘»gem Monitar gP srart__...%.‘ Sh... 2 ?ralh } :‘:'Iasiill Cuff Parasthesia —IYes A
Pulse Oximeter P End: ... 0 L fracheostomy .| Jopica Catheter at skin ..
/Capnograph Leave OR: ... 5 |Q.{§-m Bl DA s Drug Name&CancO as/ El’ﬂVHC‘ﬂ!N‘-‘
] Ventilator Anaesthesia: [ Awake ] Direct Vision Bolus: . |§MD.
L1 Nerve Stimulator O GA (] Videa Laryngoscopy [ Stylette / Bougie T
[_| Monitored Anaesthesia Care ] Fiberoptic Block Level:
Position: . Regional BIATSRE 2:cosiivinizse DHBTIERE S seniaimmisonuimiaiiio it
/D/P“’SS”“* Point Checked 371115 Uy O S
Line (Size & Location) Transportation to
Eye Care: DO s v st \)z/s'ual =BS [ PACU L1y UJ Other
() Qint ] Semi-Closed Circle Relaxant Reversed [ Yes CINo [INA
Tape ] Closed Circle
[ Padding IV .............................................. E Other Narne.of the Doctor :.
[ Awake :W: Signature of the Doctor .. AL L
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T

- POST-ANAESTHESIA CARE UNIT RECORD

%
Rainbow® ) .
Children’s | @ BirthRight
Hospital . BY RAINBOW HOSFITALS
It takes a lot to treat the little. Your Right to a Safe Delivery

............. Time Received & ..oooooovevveevceieceenene.. . Time Discharged @ ..o,
gjg gjg IV CANAUIE SHE £ ..o
L 230 230 | [] 0,Mask [ Nasal Prongs
:'::n 20 220 | [ Tracheostomy ] T-Piece
@ 200 200 | [ Oral Airway [Z] Nasal Airway
= 190 190 :
= 180 180 -
=) 170 170 | Vomiting : [ Yes W0 DRI = et
(=
= :?’g :gg NG Tube : []Yes [0
v 140 140 | Drain: [ Yes 2T
130 e
A 120 120 | Urinary Catheter: ] Yes [-Mo
110 110
§ 100 100 | Chest Tube: ] Yes ZTNo
= 20 90 - T Nr
T a0 80 Nil Oral []Yes [INo
70 70 x
& &0 80 IV Fluids: I!)B
77} 50 50 Oral Feeds: ............. o T e
e 40 40 m
30 30
v 20 20
10 10
0 0
SPO,
POST ANAESTHESIA SCORE MINUTES
(Modified Aldrete Score) IN 30 160 1 90 ouTt SCORING INTERPRETATION
Able to move 4 extremities voluntary or on command =2 i 7 :
Able to move 2 extremities voluntary or on command =1 ACTVITY ‘ 3ol 2 A Minimum Total Score of 8 is Required for
Able to move 0 extremities voluntary or on command = ')/ Discharge
Able to deep breathe & cough freely =2
Dyspnea or limited breathin =1 RESPIRATION
Aeowile = =0 212 | Z | Z— | Exceptions to this, are to be explained in the
BP + 20 of Pre Anaesthetic leve =2 H 2 PR P
BP =+ 20-50 of PreAnaesIlheg: leve =1 CIRCULATION 2 e 2 Space below by the Dlschargmg Physnman.
BP + 50 of Pre Anaesthetic leve =0 5=
Fully awake =2
Arousable on calling -1 CONSCIOUSNESS 3. | 2| 2_
Not responding =0 2,.
Pink =2 .
Pale, dusky, blotchy, jaundiced, other =1 COLOR 2 1
Cyanot‘i-lcky " =0 2|
TOTAL 01 |0 191 /o
PAIN ASSESSMENT AND MANAGEMENT FORM
Date Time Pain Score Intervention Signaturs
- , z L
2SI |9am | o JA [
e i i
ST |30y © NA £
O ;
5L |toAp A
L= T

Pain Tool Used: [ ] NPASS [ FLACC

Anaesthesiologist Name :
Anaesthesiologist Signature:

Date & Time:

PACU Nurse Name :
PACU Nurse Signature:
Date & Time:

[ 1 Wong Baker

CINPS

Reassessment Frequency:
1. Every eight hours for all hospitalized patients.
2. For post surgical patient, patient with chrenic pain, patient with severe pain
a.  Every 2 hours for first 24 hours
b.  After 24 hours every 4 hours
¢.  Prior to pain reliving intervention
d With in 30-60 minutes after pain relief intervention

Transferred to Unit by (PACU):
Date & Time:




Rainbow® ) 4
Patient Sticker Children’s @ BirthRight
: Hospital . BY RAINBOW HOSPITALS
It tzkes a lot to treat the Hite, Your Right to 2 Safe Delivery
Department of Anaesthesiology
EPIDURAL ANALGESIA RECORD
Date: ..o TIME: cvvvvreeriirniereens Procedure dOMNE DY .uvvveceecormrecrerrcreremresseenesacseesasanerenssessessansonsonns
CSE /Spinal /Epidural POSItION © ..cvcvsivnnenns SPACE Luverrearrrernenereeesesaenes Technique {LOR/LOS) ......ccceeuueee.
V]:]11 | Catheter at SKIn: ... vsinsisinnne. AHBIMPES & ovoes st ;
Parasthesia : YBS/NO if YBS dBLAIIS © ......cccceeiiecnreer e ceee s sses e rasaesersaeseseseressassesebeareseraseseraseneressasaesenraen
SOIUEION COMPOSHION : .v.vveerererrsissiserecssaresessessmsensessssessssssssssesssssssssssssssenses SO ST )
Any other issues :
) 1urrveeseesesesresssnesares eessareee et RaneE s R R AR AR AR RA P44 4RSS 1 AR RSB S R R bR RGeS g
B) weeeeeseseer e e st e e e et e e ettt e ettt e |
e | Infusion Rate | o Level Maternal FHR Comment
WE™~"" (ml/hr) olus (m) | 1ot Right [ BP | Pulse omments
l
|
:-"‘q_—m___._.-__=-=:__.‘__q=_h__f__; N 0
1= |
Deiivery Defails 1 TiMe : ..ovvvesrvececnceneene APGAR: .....oovevierranne SVD / Instrumental / LSCS (if LSCS Defails)
Catheter Removed by and Tip INSPECIET : ..u..wvevercreeeesnseseaensaseeensenns N e

Discharge /Shifting ordered by

Patient Satistachion : .......oesweremssreincmmmerecens

DOCIOr SIGNAIULE; ...eeececereeeeccrcarernersre et sesssessssassssese
DOCION NBIME: o.oveeeecvcveesaarasnernerses s ssassesessessesssesserensencessins

DAt 8N TUTIB : vrvvveorereeereereameesessenssreesmessemssissbtossssssnsnssnsessaras




&
Rainbow Q
Children's _*®
Hospital '

Rainbow Childrens Hospital-Himayatnagar

Rainbow Children's Hospital, Door no. 3-6-267, opp. Cafe niloufer, Old MLA quarters road AP State Housing
Board Himayatnagar ,Hyderabad ,Telangana, INDIA ,500029.
TEL NO :040-48873000
WERB : https://rainbowhospitals.in

Rainbow

ENE ENT TREATMENT
Patient Name: Master BONDALAPATI KOUSHIK Age: 7Y7TM12D
IP No: IP26-00006424 Sex: Male
Consultant: Dr. SWAPNA PALAKURTHY Ward/Bed No: GF -EMERGENCY/ERO01 ’

The undersigned patient and | or responsible relative or person hereby consent to and authorize Rainbow Hospitals doctors
and medical personnel to perform medical examinations, conduct routine investigations and administer medical treatments,
outpatient procedures, minor dressings, vaccinations and immunizations during the course of the patient's care, as in patient.

Patient, be deemed advisable or necessary.

| understand that the confidentiality of all medical records shall be protected to the full extent of the Law. The undersigned
also consent to the use of health related information/ audiovisuals of the patient for research & training purpose or for

insurance coverage and while doing so confidentiality of the patient will be maintained at all times and this will not affect the
c’ae of the patient.

In giving my general consent to treatment, | understand that | retain the right to refuse any particular examinations, test,
procedure, treatment, therapy or medication recommended or deemed medically necessary by treating doctors. | also

understand that the practice of medicine is not an exact science and that no guarantee have been made to me as the results
of my evaluation and | or treatment.

| understand that | shall not bring valuables to the Hospitals and that the Hospital will not be responsible for the loss

destruction or theft of my personal belongings. | assume full responsibility for all my personal items and release the Hospital
from responsibility and liability for such personal items and valuables.

"I am aware that during the patient care it is inevitable that certain re-useable equipment shall be re-used after sterilization
and disinfection. | am informed that the hospital assures maximum level of precaution and care in sterilizing and disinfecting

the equipment and monitors the whole process as per evidence based guidelines".
Note:
1 We do not allow use of medication brought from outside by the patient.

2 | have received attendant passes as per my room category. | understand that | have to return it back at the time of final bill
clearance. In case of failing the submissiag, | will pay 200/- Rs.
(I?vﬁeivers Signature: e

3 IP Guide book has beén given to me and | have been explained about the Hospitals rules and policies.
4 Financial and billing counseling has been done to me.

Signature of Pa‘uent! elattv

ANTANE OO

Patient Address:
" flat no 202, syno 65, maha nagar
Reycnsiy: Fol\"‘m brundavanam , road no 4 Nagole
; iy ; Hyderabad Telangana INDIA 500068
Date: ‘)—S’\- g a %16 Time: 6 }'@ }A“V"‘\ y g

Wittness Name: 744@@‘/\ a/()' lﬂ,\dw\

Wittness Signature:

Printed Date / Time : 25/05/2026 06:53 Printed By : 020099 Page 2 of 2







